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83.  HSU’s correspondence – extension of time Health Services Union 23/12/2021 1031 
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proposed site visit schedule 

Australian Nursing & 

Midwifery Federation 

Health Services Union  

United Worker’s Union 
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Health Services Union 28/04/2022 1079 
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Australian Nursing & 

Midwifery Federation 

28/04/2022 1081 

106.  ANMF’s correspondence – party’s draft direction Australian Nursing & 

Midwifery Federation 

28/04/2022 1084 

107.  ANMF’s correspondence – digital hearing book Australian Nursing & 
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29/04/2022 1087 
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Midwifery Federation 
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plan 
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115.  ANMF’s correspondence –hearing plan Australian Nursing & 

Midwifery Federation 

04/05/2022 1384 
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124.  AACAD's Correspondence Australian Association of 

Community, Aged Care and 

Disability Workers 
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15/08/2022 1473 
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271.  HSU’s witness statement – P Jones 01/04/2021 15019 
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302.  ANMF’s witness statement – L Hardman (amended) 09/05/2022* 15968 
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308.  ANMF’s witness statement – S Voogt (amended) 09/05/2022* 16094 
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320.  UWU’s witness statement – M Moffat 27/10/2021 16222 
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367.  Health Practitioner Regulation Natural 
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369.  Nurses Award 2020 Fair Work Commission ANMF 4 27/09/2021 19797 
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Department of Health ANMF 5  19867 
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Department of Health ANMF 6  19995 

372.  Australian Government Response to the 

Royal Commission Final Report into 
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Department of Health ANMF 7 May 2021 20183 

373.  Home Care Packages Program Data 

Report 3rd Quarter 2020-2021 
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Labour Studies  
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Labour Studies 
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376.  The Aged Care Workforce Final Report 
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National Institute of 
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Labour Studies 
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Report 
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ANMF 14 07/07/2021 21131 

380.  Report on Government Services 2021 - 
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Commission 

ANMF 15 July 2021 21147 
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384.  Extracts from the Australian Institute of 

Health and Welfare GEN Aged Care 

Data —Dashboard People's Care 

Needs in Aged Care 2018–19 

Australian Institute of 

Health and Welfare  

ANMF 19 06/10/2021 21339 
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Data —Dashboard Showing Care 

Domains, Care Ratings, and Dementia 
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Australian Institute of 

Health and Welfare 

ANMF 21 22/06/2021 21343 

387.  ICN Definition of Nursing International Council 

of Nurses 

ANMF 22 06/10/2021 21357 

388.  Nursing and Midwifery Board of 

Australia Registered Nurse Standards 

for Practice 

Nursing and Midwifery 

Board of Australia 

ANMF 23 01/06/2021 21360 

389.  Nursing and Midwifery Board of 

Australia Enrolled Nurse Standards for 

Practice  

Nursing and Midwifery 

Board of Australia 

ANMF 24 01/01/2016 21367 

390.  Extract from the Home Care Packages 

Data Report - Wait Times 

Department of Health ANMF 25 31/05/2021 21376 

391.  Caring for Older Australians - 

Productivity Commission Inquiry Report 
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Productivity 

Commission 

ANMF 26 28/06/2021 21377 



 
 

392.  A Matter of Care - Australia's Aged Care 

Workforce Strategy Dated June 2018 

Department of Health  ANMF 27 01/06/2018 22277 

393.  Reimagining the Aged Care Workforce Department of Health  ANMF 28 2018 22409 

394.  Royal Commission into Aged Care 

Quality and Safety Final Report Volume 

1 dated February 2021 

Royal Commission 

into Aged Care Quality 

and Safety 

ANMF 29 01/02/2021 22521 

395.  Royal Commission into Aged Care 

Quality and Safety Final Report Volume 

2 dated February 2021 

Royal Commission 

into Aged Care Quality 

and Safety 

ANMF 30 01/02/2021 22861 

396.  Royal Commission into Aged Care 

Quality and Safety Final Report Volume 

3A dated February 2021 

Royal Commission 

into Aged Care Quality 

and Safety 

ANMF 31 01/02/2021 23125 

397.  Royal Commission into Aged Care 

Quality and Safety Final Report Volume 

3B dated February 2021 

Royal Commission 

into Aged Care Quality 

and Safety 

ANMF 32 01/02/2021 23585 

398.    Royal Commission into Aged Care 

Quality and Safety Final Report Volume 

4A dated February 2021 

Royal Commission 

into Aged Care Quality 

and Safety 

ANMF 33 01/02/2021 24101 

399.  Royal Commission into Aged Care 

Quality and Safety Final Report Volume 

4B dated February 2021 

Royal Commission 

into Aged Care Quality 

and Safety 

ANMF 34 01/02/2021 24441 

400.  Royal Commission into Aged Care 

Quality and Safety Final Report Volume 

4C dated February 2021 

Royal Commission 

into Aged Care Quality 

and Safety 

ANMF 35 01/02/2021 24837 

401.  Royal Commission into Aged Care 

Quality and Safety Final Report Volume 

5 dated February 2021 

Royal Commission 

into Aged Care Quality 

and Safety 

ANMF 36 01/02/2021 25185 

402.  Royal Commission into Aged Care 

Quality and Safety Interim Report 

Neglect Volume 1 dated 2019 

Royal Commission 

into Aged Care Quality 

and Safety 

ANMF 37 31/10/2019 25349 

403.  Royal Commission into Aged Care 

Quality and Safety Interim Report 

Neglect Volume 2 dated 2019 

Royal Commission 

into Aged Care Quality 

and Safety 

ANMF 38 31/10/2019 25621 

404.  Royal Commission into Aged Care 

Quality and Safety Interim Report 

Neglect Volume 3 dated 2019 

Royal Commission 

into Aged Care Quality 

and Safety 

ANMF 39 31/10/2019 25957 

405.  A National Code of Conduct for our 

Health Workers  

COAG Health Council ANMF 40 17/04/2021 26141 

406.  Health Complaints Act 2016 Parliament of Victoria ANMF 41 27/08/2021 26255 

407.  Public Health Act 2010 (NSW) Parliament of New 

South Wales  

ANMF 42 24/03/2021 26380 

408.  Public Health Regulation Act 2012 

(NSW) 

Parliament of New 

South Wales 

ANMF 43 24/09/2021 26465 

409.  Health Care Complaints Act 1993 

(NSW) 

Parliament of New 

South Wales 

ANMF 44 14/12/2020 26541 

410.  Health and Community Services 

Complaints Regulations 2019 (SA) 

Parliament of South 

Australia 

ANMF 45 18/03/2019 26623 



 
 

411.  Health and Community Services 

Complaints Act 2004 (SA) 

Parliament of South 

Australia 

ANMF 46 02/12/2019 26634 

412.  Health Ombudsman Regulations 2014 

(QLD) 

State of Queensland ANMF 47 01/03/2020 26689 

413.  Health Ombudsman Act 2013 (QLD) State of Queensland ANMF 48 01/03/2020 26695 

414.  Quality of Care Principles 2014 (Cth) – 

Compilation 3 

Commonwealth of 

Australia 

ANMF 49 01/05/2018 26893 

415.  Aged Care Quality Accreditation 

Standards 

Aged Care Quality and 

Safety Commission 

ANMF 50  26942 

416.  Home Care Common Standards Aged Care Quality and 

Safety Commission 

ANMF 51  26944 

417.  National Aboriginal and Torres Strait 

Islander Flexible Aged Care Program 

Quality Standards 

Aged Care Quality and 

Safety Commission 

ANMF 52  26945 

418.  Quality of Care Principles 2014 (Cth) – 

Compilation 10 

Commonwealth of 

Australia 

ANMF 53  26946 

419.  Aged Care Quality Standards Aged Care Quality and 

Safety Commission 

ANMF 54  27021 

420.  Guidance and Resources for Providers 

to support the Aged Care Quality 

Standards 

Aged Care Quality and 

Safety Commission 

ANMF 55  27025 

421.  National Aged Care Mandatory Quality 

Indicator Program 

Aged Care Quality and 

Safety Commission 

ANMF 56  27224 

422.  Serious Incident Response Scheme 

Aged Care Quality and Safety 

Commission 

Aged Care Quality and 

Safety Commission 

ANMF 57  27227 

423.  Restrictive Practices - Key Changes for 

Providers from July 2021 

Aged Care Quality and 

Safety Commission 

ANMF 58 01/07/2021 27232 

424.  Nurses Award 2010 Fair Work Commission ANMF 59  27237 

425.  Aged Care Service List Australia  Department of Health  ANMF 60 30/06/2020 27303 

426.  Public Health System Nurses' and 

Midwives' (State) Award 2021 (NSW) 

Industrial Relations 

Commission of New 

South Wales 

ANMF 61 01/07/2021 27343 

427.  Nurses and Midwives (Victorian Public 

Sector) (Single Enterprise Agreement) 

2016-20 

Fair Work Commission ANMF 62 16/12/2016 27443 

428.  Nurses and Midwives (Queensland 

Health and Department of Education) 

Certified Agreement (EB10) 2018 

South Australian 

Employment Tribunal 

ANMF 63  27642 

429.  Nursing Midwifery (South Australian 

Public Sector) Enterprise Agreement 

2020 

South Australian 

Employment Tribunal 

ANMF 64  27720 

430.  WA Health System – Australian Nursing 

Federation Registered Nurses, 

Midwives, Enrolled (Mental Health) and 

Enrolled (Mothercraft) Nurses 2020 

Western Australian 

Industrial Relations 

Commission 

ANMF 65  27829 



 
 

431.  WA Health System - UWU (WA) - 

Enrolled Nurses, Assistants in Nursing, 

Aboriginal and Ethnic Health Workers 

Industrial Agreement 2020 

Western Australian 

Industrial Relations 

Commission 

ANMF 66  28017 

432.  Nurses and Midwives (Tasmanian State 

Service) Agreement 2020 

Tasmanian Industrial 

Commission 

ANMF 67  28152 

433.  ACT Public Sector Nursing and 

Midwifery Enterprise Agreement 2017-

19 

Fair Work Commission ANMF 68 07/06/2019 28209 

434.  Northern Territory Public Sector Nurses 

and Midwives 2018-2022 Enterprise 

Agreement 

Fair Work Commission ANMF 69 22/06/2019 28414 

435.  Manufacturing and Associated 

Industries and Occupations Award 2020 

Fair Work Commission ANMF 70 27/09/2021 28513 

436.  Re Annual Wage Review 2013-14 FWC Fair Work Commission ANMF 71 04/06/2014 28699 

437.  Equal Remuneration Order 2012 Fair Work Commission ANMF 72 22/06/2012 28853 

438.  Social, Community, Home Care and 

Disability Services Industry Award 2010 

Fair Work Commission ANMF 73 27/09/2021 28859 

439.  Australia's Health Workforce 

Productivity Commission Research 

Report 

Productivity 

Commission 

ANMF 74 22/12/2005 28961 

440.  Nurse Practitioner Standards for 

Practice 

Nursing and Midwifery 

Board of Australia 

ANMF 75 01/03/2021 29396 

441.  NMBA Code of Conduct for Nurses Nursing and Midwifery 

Board of Australia 

ANMF 76  29406 

442.  ICN Code of Ethics for Nurses International Council 

of Nurses 

ANMF 77 2012 29425 

443.  NMBA Decision Making Framework for 

Nursing and Midwifery 

Nursing and Midwifery 

Board of Australia 

ANMF 78 03/02/2020 29437 

444.  NMBA Framework for Assessing 

Standards for Practice for Registered 

Nurses, Enrolled Nurses and Midwives 

Nursing and Midwifery 

Board of Australia 

ANMF 79 February 

2015 

29451 

445.  NMBA Guidelines for Professional 

Standards Continuing Professional 

Development 

Nursing and Midwifery 

Board of Australia 

ANMF 

80(A) 

November 

2016 

29457 

446.  NMBA Guidelines for Professional 

Standards - For Nurses Applying For 

Endorsement As A Nurse Practitioner 

Nursing and Midwifery 

Board of Australia 

ANMF 

80(B) 

June 2016 29461 

447.  AHPRA Guidelines - Informing a 

National Board About Where You 

Practice 

Australian Health 

Practitioner Regulation 

Agency 

ANMF 81 

(A) 

August 2018 29465 

448.  AHPRA Professional Practice 

Guidelines - Guidelines for Advertising a 

Regulated Health Service 

Australian Health 

Practitioner Regulation 

Agency 

ANMF 81 

(B) 

December 

2020 

29477 

449.  AHPRA Professional Practice 

Guidelines - Mandatory Notifications 

About Registered Health Practitioners 

Australian Health 

Practitioner Regulation 

Agency 

ANMF 81 

(C) 

March 2020 29502 



 
 

450.  AHPRA Professional Practice 

Guidelines - Mandatory Notifications 

About Registered Students 

Australian Health 

Practitioner Regulation 

Agency 

ANMF 81 

(D) 

March 2020 29540 

451.  AHPRA Professional Practice 

Guidelines - Registered Health 

Practitioners and Students in Relation to 

Bloodborne Viruses 

Australian Health 

Practitioner Regulation 

Agency 

ANMF 81 

(E) 

06/07/2020 29557 

452.  Nursing and Midwifery Board of 

Australia Safety and Quality Guidelines 

for Nurse Practitioners 

Nursing and Midwifery 

Board of Australia 

ANMF 82  March 2021 29617 

453.  AHPRA Registration Standard - Criminal 

History 

Australian Health 

Practitioner Regulation 

Agency 

ANMF 83 01/07/2015 29622 

454.  NMBA Registration Standard - English 

Language Skills 

Nursing and Midwifery 

Board of Australia 

ANMF 84 01/03/2019 29625 

455.  NMBA Registration Standard - 

Continuing Professional Development 

Nursing and Midwifery 

Board of Australia 

ANMF 85 01/06/2016 29631 

456.  NMBA Registration Standard - Recency 

of Practice 

Nursing and Midwifery 

Board of Australia 

ANMF 86 01/06/2016 29635 

457.  NMBA Registration Standard -

Professional Indemnity Insurance 

Arrangements 

Nursing and Midwifery 

Board of Australia 

ANMF 87 01/06/2016 29639 

458.  NMBA Registration Standard - 

Endorsement as a Nurse Practitioner 

Nursing and Midwifery 

Board of Australia 

ANMF 88 01/06/2016 29644 

459.  NMBA Registration Standard for 

Endorsement for Scheduled Medicines 

Registered Nurses (Rural and Isolated 

Practice) 

Nursing and Midwifery 

Board of Australia 

ANMF 89  29648 

460.  Federal Budget Speech 2002-3 Mr Peter Costello, 

Treasurer of the 

Commonwealth of 

Australia 

ANMF 90 14/05/2002 29649 

461.  The Annual Report on the Funding and 

the Financing of the Aged Care Sector 

2021 

Aged Care Financing 

Authority 

ANMF 91  29661 

462.  Expenditure Constraints and Major 

Budget Measures 

Royal Commission 

Into Aged Care Quality 

and Safety  

ANMF 92  29825 

463.  Senate Committee Inquiry into 

Residential and Community Aged Care 

in Australia (2009) Report Chapter 5 

Standing Committee 

on Finance and Public 

Administration 

ANMF 93  29842 

464.  Older Australians at a Glance (2018) Australian Institute of 

Health and Welfare 

ANMF 94 10/09/2018 29857 

465.  Duty of Care - Meeting the Aged Care 

Workforce Challenge 

Committee For 

Economic 

Development of 

Australia 

ANMF 95  29931 



466. How Australian Residential Aged Care 

Staffing Levels Compare with 

International and National Benchmarks 

Center for Health 

Service Development 

ANMF 96 September 

2019 

29973 

467. A History of Aged Care Reviews 

October 2019 

Royal Commission 

Into Aged Care Quality 

and Safety 

ANMF 97 28/10/2019 30016 

468. Royal Commission into Aged Care 

Quality And Safety ANMF Submission 

2019 

Australian Nursing and 

Midwifery Federation 

ANMF 98 30072 

469. GEN Aged Care Data Factsheet 2015-

16 

Australian Institute of 

Health and Welfare 

ANMF 99 30128 

470. Dementia among aged care residents - 

Aged Care Statistics Series No 32 - May 

2011 

Australian Institute of 

Health and Welfare 

ANMF 100 30130 

471. Royal Commission into Aged Care 

Quality And Safety (Dementia) ANMF 

Submission 2019 

Australian Nursing and 

Midwifery Federation 

ANMF 101 30218 

472. Restrictive Practices in Residential Aged 

Care in Australia 2019 

Royal Commission 

into Aged Care Quality 

and Safety 

ANMF 102 May 2019 30236 

473. Alternative Aged Care Assessment, 

Classification System, and Funding 

Models - Final Report 

Australian Health 

Services Research 

Institute  

ANMF 103 February 

2017 

30278 

474. Queensland Hospital Admitted Patient 

Data Collection 2021-22 

Queensland Health ANMF 104 30339 

475. AIHW Data - Aged Care Homes Department of Health ANMF 105 September 

2021 

30444 

476. Nurse Practitioner Authorisation to 

Prescribe Scheduled Substances 

Tasmanian 

Department of Health 

ANMF 106 February 

2020 

30570 

477. False Accountability - the Harmful 

Consequences of Bureaucratic Rigour 

for Aged Care Residents 

Royal Australian 

College of General 

Practitioners  

ANMF 107 11/11/2019 30588 

478. Dementia in Australia 2021 - Summary 

Report 

Australian Institute of 

Health and Welfare 

ANMF 108 30594 

479. Who Uses Residential Aged Care Now, 

How Has it Changed and What Does it 

Mean for the Future 

Health Research 

Institute  

ANMF109 21/08/2020 30627 

480. The Reierson Report - Trends in 

Medication Use 2016-2021 

MOA ANMF 110 September 

2021 

30637 



Form F46 Application to vary a modern award

Fair Work Act 2009, ss.157-160

This is an application to the Fair Work Commission to make a modern award or make a determination 

varying or revoking a modern award, in accordance with Part 2-3 of the Fair Work Act 2009.

The Applicant

These are the details of the person who is making the application.

Title [ ] Mr [ ] Mrs [ ] Ms [ ] Other please specify: (see below)

First name(s) and Surname

(s)

1. Ms Virginia Ellis,
2. Mr Mark Castieau,

3. Ms Sanu Ghimire, and
4. Mr Paul Jones

Postal address

Suburb

C/O Health Services Union NSW/ACT/QLD Branch

Level 2, 109 Pitt Street

Sydney

State or territory NSW Postcode 2000

Phone number 1300 478 679 Fax number

Email address

If the Applicant is a company or organisation please also provide the following details

1300 329 478

iames.fox@hsu.asn.au: lauren.hutchins@hsu.asn.au: 
avshe.lewis@hsu.asn.au

Legal name of business 

Trading name of business 

ABN/ACN

Contact person

Does the Applicant need an interpreter?

If the Applicant requires an interpreter (other than a friend or family member) in order to 

participate in conciliation, a conference or hearing, the Fair Work Commission will provide an 

interpreter at no cost.

[ ] Yes—Specify language

(x ] No

Does the Applicant require any special assistance at the hearing or conference (e.g. a hearing loop)? 

[ ] Yes— Please specify the assistance required 

[x] No
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Does the Applicant have a representative?

A representative is a person or business who is representing the Applicant. This might be a 

lawyer, or a representative from a union or employer association. There is no requirement to 

have a representative.

[ X ] Yes—Provide representative’s details 

below [ ] No

Applicant’s representative

These are the details of the person or business who is representing the Applicant.

Name of person
Alexandra Grayson and Penny Parker

Organisation
Maurice Blackburn Lawyers

Postal address
Level 32, 201 Elizabeth St

Suburb
Sydney

State or territory
NSW

Postcode
2000

Phone number
02 8267 0949

Fax number
(02)9261 3318

Email address
aaravson(®mauriceblackbum.com.au;
PDarker(®mauriceblackburn. com.au

1. Coverage

1.1 What is the name of the modern award to which the application relates?

Aged Care Award 2010 (MA18)

1.2 What industry is the employer in?

Aged care
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2. Application

2.1 What are you seeking?

Specify which of the following you would like the Commission to make:

[ x ] a determination varying a modern award 

[ ] a modern award

[ ] a determination revoking a modern award

2.2 What are the details of your application?

1. The Applicants apply to replace subclause 14.1 of the Aged Care Award (MA000018) with the 

following replacement subclause:

14.1 Minimum wages - Aged Care Employee

Classification Per Week

$

Aged care employee - level 1 80-1,40 $1001.75

Aged care employee - level 2 834.60 $1043.25

Aged care employee - level 3 867.30 $1084.13

Aged care employee - level 4 877.60 $1097.00

Aged care employee - level 5 907.30 $1134.13

Aged care employee - level 6 956.20 $1195.25

Aged care employee - level 7 973,46 $1216.75

2. The Applicants apply to replace Schedule B of the Aged Care Award (MA000018) with the 
replacement Schedule B contained in Annexure A to this application.

Attach additional pages, if necessary.

2.3 What are the grounds being relied on?

Using numbered paragraphs, specify the grounds on which you are seeking the proposed variations. 

The grounds relied upon are contained in Annexure B to this application.
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You must outline how the proposed variation etc is necessary in 

order to achieve the modern awards objective as well as any 

additional requirements set out in the FW Act.

Attach additional pages, if necessary.

Signature J ------- -------

Name Alexandra Grayson, Maurice Blackburn Lawyers

Date 12 November 2020

Capacity/Position: Solicitor for the Applicants

PLEASE RETAIN A COPY OF THIS FORM FOR YOUR OWN RECORDS
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Annexure A
(with additions in underline and deletions in strikethrough)

General and Administrative 

Services
Food Services Care Services

Entry level: An employee who has less than three months’ work experience in the industry and 

performs basic duties.

An employee at this level:

■ works within established routines, methods and procedures;

* has minimal responsibility, accountability or discretion;

■ works under direct or routine supervision, either individually or in a team; and

■ requires no previous experience or training.

Indicative roles tasks performed at this level are:

General and Administrative 

Services:

General clerk

Laundry hand

Cleaner

Assistant gardener

Food Services:

Food services assistant

Aged care employee—level 2

An emolovee who has more than three months’ work experience in the industrv or is an entrv level

emolovee (up to 6 months) in the case of a Personal Care Worker.

thods and procedures; 

jntability or discretion; 

m;

ling or experience.

An employee at this level:

- is capable of prioritising work within established routines, me

■ is responsible for work performed with a limited level of acco

■ works under limited supervision, either individually or in a tea

■ possesses sound communication skills; and

■ requires specific on-the-job training and/or relevant skills trait

Indicative roles tasks performed at this level are:

General and Administrative 

Services:

General clerk/Typist (between 3 

months’ and less than 1 year’s 

service)

Laundry hand

Cleaner

Gardener (non-trade)

Maintenance/Handyperson

(unqualified)

Driver (less than 3 ton)

Food Services:

Food services assistant

Personal Care:

Personal Care Worker 

Grade 1

(entrv- up to 6 months)
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Aged care employee—level 3

An employee at this level:

■ is capable of prioritising work within established routines, methods and procedures (non 

admin/clerical);

■ is responsible for work performed with a medium level of accountability or discretion 

(non admin/clerical);

■ works under limited supervision, either individually or in a team (non admin/clerical);

■ possesses sound communication and/or arithmetic skills (non admin/clerical);

■ requires specific on-the-job training and/or relevant skills training or experience (non 

admin/clerical); and

■ In the case of an admin/clerical employee, undertakes a range of basic clerical 

functions within established routines, methods and procedures.

Indicative roles tasks performed at this level are:

General and Administrative 

Services:

General clerk/Typist (second and 

subsequent years of service) 

Receptionist 

Pay clerk

Driver (less than 3 ton) who is 

required to hold a St John 

Ambulance first aid certificate

Food Services:

Cook

Personal Care:

Personal Care Worker 

Gr-ade 2

(from six months) 

Recreational/Lifestyle 

activities officer 

(unqualified) (entry- up to 

6 months)

Aged care employee—level 4

An employee at this level:

• is capable of prioritising work within established policies, guidelines and procedures;

■ is responsible for work performed with a medium level of accountability or discretion;

■ works under limited supervision, either individually or in a team;

■ possesses good communication, interpersonal and/or arithmetic skills; and

■ requires specific on-the-job training, may require formal qualifications and/or relevant 

skills training or experience.

■ in the case of a personal care worker, holds a relevant Certificate 3-111 qualification (or 

possesses equivalent knowledge and skills) and uses the skills and knowledge gained 

from that qualification in the performance of their work.

Indicative roles tasks performed at this level are:

General and Administrative 

Services:

Senior clerk 

Senior receptionist 

Maintenance/Handyperson 

(qualified)

Driver (3 ton and over)

Gardener (trade or TAFE Certificate 

III or above)

Food Services:

Senior cook (trade)

Personal Care:

Personal Care Worker 

(qualified) Grade 3

Recreational/Lifestvle

activities officer (from 6

months)

Aged care employee—level 5

1485



An employee at this level:

■ is capable of functioning semi-autonomously, and prioritising their own work within 

established policies, guidelines and procedures;

■ is responsible for work performed with a substantial level of accountability;

■ works either individually or in a team;

■ may assist with supervision of others;

« requires a comprehensive knowledge of medical terminology and/or a working 

knowledge of health insurance schemes (admin/clerical);

■ may require basic computer knowledge or be required to use a computer on a regular 

basis;

■ possesses administrative skills and problem solving abilities;

• possesses well developed communication, interpersonal and/or arithmetic skills; and 

> requires substantial on-the-job training, may require formal qualifications at trade or 

certificate level and/or relevant skills training or experience.

■ in the case of a Senior Personal Care Worker, may be required to assist residents with

medication and hold the relevant unit of competency (HLTHPS006), as varied from time

to time.

Indicative roles tasks performed at this level are:

General and Administrative Food Services: Personal Care:

Services:

Chef Senior Personal Care

Secretary interpreter (unqualified) Worker-Grade 4

Recreational/Lifestvle

activities officer

(Qualified)

Aged care employee—level 6

An employee at this level:

■ is capable of functioning with a high level of autonomy, and prioritising their work within 

established policies, guidelines and procedures;

■ is responsible for work performed with a substantial level of accountability and 

responsibility;

■ works either individually or in a team;

■ may have the responsibility for leading and/or supervising the work of others;

■ may require comprehensive computer knowledge or be required to use a computer on 

a regular basis;

* possesses administrative skills and problem solving abilities;

■ possesses well developed communication, interpersonal and/or arithmetic skills; and

■ may require formal qualifications at post-trade or Advanced Certificate IV or Associate 

Diploma level and/or relevant skills training or experience.

o in the case of a Specialist Personal Care Worker, provides specialised care and may

have undertaken training in specific areas of care (e.q. Dementia Care, Palliative Care,

Household Model of Care).

Indicative roles tasks performed at this level are:

General and Administrative 

Services:

Food Services: Personal Care:

Senior chef
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Maintenance tradesperson 

(advanced)
Gardener (advanced)

Specialist Personal Care
Worker

Senior
Recreational/Lifestyle
activities officer

Aged care employee—level 7

An employee at this level:
■ is capable of functioning autonomously, and prioritising their work and the work of 

others within established policies, guidelines and procedures;
■ is responsible for work performed with a substantial level of accountability and 

responsibility;
■ may supervise the work of others, including work allocation, rostering and guidance;

* works either individually or in a team;
> may require comprehensive computer knowledge or be required to use a computer on 

a regular basis;
* possesses developed administrative skills and problem solving abilities;
■ possesses well developed communication, interpersonal and/or arithmetic skills; and
■ may require formal qualifications at trade or Advanced Certificate or Associate Diploma 

level and/or relevant skills training or experience.

Indicative roles tasks performed at this level are:

General and Administrative 

Services:

Clerical supervisor 
Interpreter (qualified) 
Gardener superintendent 
General services supervisor

Food Services:

Chef /Food services supervisor

Personal Care:

Personal -eare worker grade 5

Personal Care
Supervisor
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Annexure B

This Annexure provides the grounds and reasons that support the Applicants’ application pursuant to 
s157 of the Fair Work Act 2009 (Cth) (the Act) to vary the Aged Care Award 2010 (the Award).

INTRODUCTION

1. The current Award wage rates do not recognise the nature of work, the level of skill and 

responsibility involved in performing the work or the conditions under which work is performed 

by employees covered by the Award and working in personal care services, general and 

administrative services and food services.

2. The Award should be varied so as to achieve the modern award objective and the minimum 

wages objective.

3. The Award rates were not evaluated during the award modernisation process which led up to 

the making of the Award. No consideration of the minimum wages (other than by annual 

minimum wage adjustments) or the work value of the work performed by employees covered 

by the Award has been conducted since the Award commenced to operate in 2010.

4. The current Award minimum wage undervalues the work of employees covered by the Award 

by more than 25%. The Applicants, being employees covered by the Award, seek an increase 

to wages of 25% for all classification levels in the Award to rectify the undervaluation. The 

Applicants also seek a variation to the classification structure in Schedule B of the Award to 

provide for an additional pay level for personal care workers who have undertaken specialised 

training in a specific area of care and use those skills.

5. The claimed increase would address the historic establishment of Award wages and recognise 
significant increases in work value of employees covered by the Award.

CURRENT WAGE RATES

6. The rates in the Award were not subject to any work value assessment at the time of the making 

of the Award or subsequently and the precise origin of the rates remains unclear.

7. The rates in the Award do not reflect any recent (or possibly any) assessment of the wages by 

reference to the:

a. Nature of the work;

b. Level of skill and responsibility involved in doing the work; and

c. The conditions under which work is performed.

8. The award rates that apply in New South Wales for similar roles and in other modern awards 

where a work value or equal remuneration assessment has been conducted are substantially 

higher than those in the Award.
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S.157(2)(A) - WORK VALUE REASONS

9. S 157(2) (a) requires the Commission to establish whether it is satisfied that a variation to 

minimum wages is justified by work value reasons. This satisfaction will be dependent on a 

consideration of the “work value reasons” defined at s 157(2)(2A) of the Act.

10. Whilst no specific datum point is required for an analysis of work value the Commission should 

have regard to changes in the nature of the work, the skills required to perform that work; the 

responsibility involved in doing the work and the conditions under which work is performed 

which have occurred over time.

11. Any consideration by the Commission should readily ascertain that the variation is justified 

based on the following work value reasons:

The nature of the work (s 157(2A))

Personal Care Stream

12. The nature of the work of workers in the Personal Care Stream justifies the variation to award

minimum wages sought by the Applicants. The work performed includes a broad range of duties

and requires a broad range of knowledge, skills and sound judgement in order to:

a. Understand and assess the needs of an aging population with an increased level of 

frailty, vulnerability and or behavioural and psychological symptoms of dementia or 

equivalent;

b. Provide high quality physical, social and emotional care that is appropriate to the needs 

of people who require it;

c. Provide care that protects the safety, health and wellbeing of aged care residents;

d. Provide care that supports psychological, cultural and emotional wellbeing of aged care 

residents;

e. Provide restoration and rehabilitation to the aged;

f. Provide specialist care in key areas of need, such as palliative care or dementia care.

g. Provide care in an increasingly diverse aged care population;

h. Allow the aged to be able to exercise choice and be treated as individuals;

i. Liaise with clinical and health professional staff to ensure the changing care needs of 

aged care residents are met;

j. Facilitate the engagement, social participation and independence of aged care 

residents in an aging population; and/or

k. Communicate effectively with a range of stakeholders, from family members to clinical 

and health professionals, on issues which are often of a sensitive nature.

13. There have been significant changes in the nature of the work performed by employees in the

Personal Care stream resulting from:

a. Changes in the acuity levels of aged care residents (with an increase in those with 

higher needs requiring a higher degree of responsibility from personal care workers, a 

higher level of care and a greater breadth of care and assistance);

b. Changes in theories and models of care provision (including a move to the household 

model of care);
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c. Increased requirements to assess the medical needs of residents and to assist 

residents with medication and medical needs;

d. Increases in the need to devise and provide individualised and complex physical, social 

and emotional care for each resident;

e. Increased skills required in providing resident choice-centred care and assessing, 

planning and implementing same;

f. Industry implementation of a requirement for minimum qualifications and training;

g. Introduction of additional duties not previously performed including (without limitation) 

cleaning, kitchen duty, food preparation, food service, personal shopping, meal 

planning, physical therapy, recreational activity support and provision;

h. Increased interaction with other health professionals with a focus on individual 

treatment and rehabilitation of residents;

i. Assessment, planning and implementation arising from increased community 

engagement and external attendances for residents;

j. Changes to infection control procedures;

k. Changes to requirements when preparing residential care documentation arising from 

(without limitation) altered governmental regulation, increased governance and 

accreditation requirements;

l. Increased use and implementation of technology in aged care facilities and instruction 

of residents on same;

m. Increased mentoring, supervisory and performance management responsibilities at a 

senior level, and/or

n. Other related productivity measures.

The level of skill and responsibility in doing the work

Personal Care Stream

14. The work of employees in the Personal Care stream increasingly requires Certificate III or IV 

qualifications and additional formal specialised training (for example, in dementia care or 

medication dispensation).

15. Personal Care Workers have a high level of responsibility in a broad range of areas arising from 

their role as carers of the uniquely vulnerable, highly dependent aged people of Australia. This 

responsibility is to provide care in all aspects for the aged and extends to responsibility for the 

physical, emotional and mental wellbeing of one of the most acutely ill and highly dependent 

cohorts in Australian society.

16. Personal Care Worker roles have become increasingly complex with the necessary attainment 

and exercise of a higher level of skill arising from (without limitation):

a. New duties being introduced such as cleaning, kitchen duty, food preparation, food 

service, personal shopping, meal planning, physical therapy, recreational activity 

support and provision;

b. Changes in qualification requirements;

c. Increased accreditation requirements for employers;

d. Changes in technology utilised in aged care homes;

e. Changes in the model of care (including the household model, specialist dementia care
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and palliative care);

f. Increased responsibility for assessing the medical needs of residents and assisting 

residents with medication and medical needs;

g. Increased skills required in providing resident choice-centred care and assessing, 

planning and implementing same; and

h. Evolution of a more complex regulatory environment resulting in increased 

responsibility for care workers and a greater emphasis on regulatory compliance.

17. The level of responsibility of workers in the Personal Care stream has increased arising from

(without limitation):

a. Increased reliance on workers to assess the medical needs of residents, to assist 

residents with medication and medical needs (rather than reliance on Allied Health 

Professionals, nurses and doctors) and liaise with medical practitioners;

b. Increased prevalence of high acuity residents with more varied and more high needs 

and a consequential need to assess, plan around and treat increasingly complex, 

physical, social and emotional needs of residents;

c. Increased responsibilities arising from the shift to the provision of resident choice- 

centred care and assessing, planning and implementing same;

d. More responsibility for the provision of physical, social and emotional care of residents;

e. The move to the household model of care has required workers to take responsibility 

for all needs of residents including (without limitation) cleaning, kitchen duty, food 

preparation, food service, personal shopping, meal planning, physical therapy, 

recreational activity support and provision; and/or

f. Increasing ongoing quality assessment and accreditation requirements.

The conditions under which the work is done

Personal Care Stream

18. Workers in the Personal Care stream perform work in a diverse range of environments 

(including specialised dementia care, palliative care, household cottages and traditional nursing 

homes).

19. The provision of aged care has changed markedly since the Award was made or since the work 

was last evaluated arising from (without limitation):

a. Changes in the model of care (including the household model, specialist dementia care 

and palliative care);

b. Changes in the philosophy of care (including the shift to the provision of resident choice- 

centred care and the decreased role of clinical staff in the residential aged care 

environment);

c. Increased prevalence of high acuity residents with more varied and more high needs;

d. Changes arising from COVID-19 that will likely continue including-

• Changes in infection control procedures;

• Changes in use of technology; and

• Changes in emotional needs of residents arising from increased isolation.

20. In addition, it is anticipated that further changes to the conditions under which work is performed 

will result from the Royal Commission into Aged Care Quality and Safety (legislated to hand
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down its report on 26 February 2021).

The nature of the work (s 157(2A))

Food Services Stream

21. The nature of the work of employees in the Food Services stream of the Award justifies the 

variation to award minimum wages sought by the Applicants. The work performed includes a 

broad range of duties and requires a broad range of knowledge, skills and sound judgement in 

order to:

a. Understand and assess the dietary needs of an aging population with an increased 

level of frailty, vulnerability and ill health and often compromised capacity to 

communicate dietary needs or preferences;

b. Provide high quality nutritional food that is appropriate to the needs of people who 

require it;

c. Provide food tailored to meet the needs of an increasingly diverse aged care population;

d. Allow the aged to be able to exercise choice and be treated as individuals; and

e. Integrate food services into the overall provision of quality care, to enhance the 

physical, social and emotional wellbeing of aged care residents.

22. There have been significant changes in the nature of the work performed by employees in the 

Food Services stream resulting from:

a. Changes required to meet stricter and increased regulatory compliance requirements 

including food safety standards, accreditations and aged care quality standards 

(including dealing with auditors and food safety authorities);

b. Changes required in order to service a 24 hour/seven day a week food service 

environment;

c. Introduction of additional duties not previously performed including (without limitation) 

managing stock levels, ordering food, dealing with suppliers, designing many and 

varied menus as opposed to a simple, universal menu for all residents, understanding 

and assessing allergies and intolerances, budget management (at a senior level);

d. Increased skills required in liaising with residents and personal care staff and providing 

resident choice-centred meals and assessing, planning and implementing same;

e. Increased requirements to assess the dietary needs of residents;

f. Increases in the need to devise and provide individualised and complex meal solutions 

for residents rather than deliver a standardised menu;

g. Increased expectations of residents with regard to the quality and variety of meals 

offered;

h. Increases in the need to liaise with dieticians and understand diet and nutritional 

theories to provide best practice care to residents;

i. Changes to infection control procedures;

j. Increased use and implementation of technology in aged care facilities (including food 

preference/dietary need databases, complex ordering systems, online food safety 

records and online computer programs) and instruction of more junior colleagues on 

same;
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k. Changes in the acuity levels of aged care residents (with an increase in those with 

higher needs requiring a higher degree of responsibility from food services staff to 

deliver food that residents are physically capable of eating including modified texture 

foods and food that is tailored to meet the physical, social and emotional needs of 

residents);

l. Industry implementation of a requirement for minimum qualifications and training;

m. Increased mentoring/training, supervisory and performance management 

responsibilities at a senior level (including work allocation and quality control), and/or

n. Other related productivity measures.

The level of skill and responsibility in doing the work

Food Services Stream

23. The work of employees in the Food Services stream increasingly requires Certificate III or IV 

qualifications and/or formal specialised training (dependent on classification).

24. Food Services workers have a high level of responsibility in a broad range of areas arising from 

their role as custodians of the nutritional and emotional needs of the uniquely vulnerable, highly 

dependent aged people of Australia. This responsibility is to ensure that nutritional food, tailored 

to the emotional and physical needs of residents is provided. The provision of appropriate food 

has a profound effect on the physical and emotional wellbeing of residents (leading to less 

medical issues requiring intervention and more dignity in dependence).

25. Food Services roles have become increasingly complex with the necessary attainment and 

exercise of a higher level of skill arising from (without limitation):

a. New duties being introduced including (without limitation) managing stock levels, 

ordering food, dealing with suppliers, designing many and various menus as opposed 

to a simple, universal menu for all residents, understanding and assessing allergies and 

intolerances and budget management (at a senior level);

b. Changes in qualification requirements;

c. Increased minimum standards, accreditation and regulatory requirements for 

employers;

d. Changes in technology utilised in food service, planning and delivery in aged care 

homes;

e. Increased responsibility for assessing the nutritional and hydration needs of residents;

f. Increased skills required in providing resident choice-centred meals and assessing, 

planning and implementing same rather than delivering a standard menu;

g. The requirement to deliver nutritious food on demand, often in a 24/7 environment; and

h. Increased expectations of residents with regard to the quality and variety of meals 

offered.

26. The level of responsibility of workers in the Food Services stream has increased arising from 

(without limitation):

a. Increased reliance on workers to assess the dietary needs of residents, to assist 

residents with meals and liaise with dieticians;

b. Increased prevalence of high acuity residents with more varied and more high needs 

and a consequential need to assess, plan around and deliver food to a cohort of 

residents with increasingly complex physical, social and emotional needs;
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c. Increased responsibilities arising from the shift to the provision of resident choice- 

centred resident care and assessing, planning and implementing same;

d. More emphasis on the provision of nutritious food as a fundamental element of the care 

of residents; and

e. Increasing ongoing quality assessment and accreditation requirements.

The conditions under which the work is done

Food Services Stream

27. Food Services workers perform work in a diverse range of environments with a diverse range 

of resident needs. Whilst operationally distinct from care or clinical roles Food Services 

employees are environmentally integrated. This means that they need to be sensitive to and 

responsive to the particular circumstances that they operate in. Food Services employees will 

interact with residents in the course of their duties directly and casually, they need to conduct 

themselves with awareness of resident’s emotional, social and physical needs.

28. The provision of aged care has changed markedly since the Award was made or since the work 

was last evaluated arising from (without limitation):

a. Changes in the philosophy of food provision to residents (including the shift to the 

provision of resident choice-centred care);

b. Increased prevalence of high acuity residents with more varied and more high needs;

c. Changes arising from COVID-19 that will likely continue including-

• Changes in infection control procedures;

• Changes in use of technology;

• Changes in food preparation; and

• Changes in emotional needs of residents arising from increased isolation.

29. In addition, it is anticipated that further changes to the conditions under which food preparation 

and provision work is performed will result from the Royal Commission into Aged Care Quality 

and Safety (legislated to hand down its report on 26 February 2021).

The nature of the work (s 157(2A))

General and Administrative Services Stream

30. The nature of the work of employees in the General and Administrative Services stream justifies 

the variation to award minimum wages sought by the Applicants. The work performed includes 

a broad range of duties and requires a broad range of knowledge, skills and sound judgement 

in order to:

a. Deal with regulators and accrediting authorities;

b. Liaise with visitors to facilities including families, guests and external contractors;

c. Manage day to day compliance with an increasingly complex regulatory regime 

(including quality and safety standards) and Aged Care industry policies and guidelines;

d. Manage an increasingly complex accreditations process;

e. Perform a broad range of administrative and human resource related duties including 

recruitment processes, rostering, induction, orientation, staff liaison and event 

organisation;
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f. Perform sales and promotional functions, targeted at prospective residents;

g. Manage and assess new or respite residents including (without limitation) responding 

to enquiries from potential new clients, reviewing their Aged Care Assessment (ACATs) 

and government funding, considering resident suitability for care, making arrangements 

with potential residents, preparing paperwork for new residents including contracts, 

reconciling payments for care, admitting new residents and discharging residents;

h. deal with external auditors and compliance officers;

i. deal with resident, family and staff complaints and enquiries;

j. oversight of outsourced providers (including cleaning and catering) and internal 

providers including gardening and maintenance;

k. manage the financial affairs of an aged care facility (including accounts payable and 

receivable, payment of invoices, checking of invoices, purchasing, managing petty 

cash, banking, receiving residents’ payments); and

l. operate in an increasingly sophisticated care environment.

31. There have been significant changes in the nature of the work performed by employees in the

General and Administrative Services stream resulting from:

a. Changes in the acuity levels of aged care residents (with an increase in those with 

higher needs requiring a higher and more diverse range of paperwork and assessments 

to be performed prior to joining a facility, whilst in care or while maintenance, driving 

and other functions are being performed);

b. Increased skills required in the administering of resident choice-centred care and 

assessing, planning and implementing same;

c. Introduction of additional duties not previously performed including (without limitation - 

financial management, oversight of outsourced providers, dealing with external auditors 

and compliance officers, human resource functions, managing accreditations and 

ensuring compliance, visitor, regulator and staff liaison);

d. Changes to infection control procedures;

e. Increased use and implementation of technology in aged care facilities (including 

Customer Relationship Management systems, Human Resources and payroll systems, 

file management systems, financial and billing software and systems, Health record 

management systems) and ensuring that policies and protocols regarding same are 

complied with such as data security and confidentiality requirements;

f. Increased delegation of more sophisticated work, once associated with specialist 

management roles, such as procurement, human resources/employee relations, 

finance, governance, regulatory and compliance and facilities management;

g. Increased mentoring, supervisory and performance management responsibilities at a 

senior level, and/or

h. Other related productivity measures.

The level of skill and responsibility in doing the work

General and Administrative Services Stream

32. Workers in this stream of Aged Care have a high level of responsibility in a broad range of areas 

arising from their role as administrators, cleaners and laundry workers, drivers and 

maintenance workers interacting and liaising with the uniquely vulnerable, highly dependent

16
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aged people of Australia. This work has developed from work that happens quite separate from 

the care of residents to something that is integrated and part of holistic models of care. This 

has developed alongside an industry that has developed more focus on autonomy, 

independence, agency and respect for residents.

33. A radical shift in duties, skills and responsibilities has been implemented in administrative roles 

in Aged Care. Traditionally administrative roles in Aged Care have been more narrow in focus 

and responsibility, for example, roles such as a ‘typist’ or a ‘senior receptionist’ with a job of 

greeting and providing directions to enquiries. Administrative stream employees are now 

engaged in the running of aged care facilities to a highly sophisticated degree and across a 

broad range of functions, requiring many and varied skills.

34. General and Administrative roles have become increasingly complex with the necessary 

attainment and exercise of a higher level of skill arising from (without limitation):

a. New duties being introduced such as financial management, oversight of outsourced 

providers, dealing with external auditors and compliance officers, human resource 

functions, managing accreditations and ensuring compliance, visitor, regulator and staff 

liaison and more varied and more complicated maintenance and other functions;

b. Increased responsibility for this cohort of employees to fulfil and/or manage the 

accreditation, regulatory and compliance requirements for employers;

c. Changes in technology utilised in aged care homes;

d. Increased responsibility for assessing the needs of residents when organising services 

and providing assistance and/or services;

e. Increased skills required in administering a broad range of resident choice-centred care 

and assessing, planning and implementing same;

f. Increased skills arising from financial management of a facilities affairs;

g. More diverse skills required as a result of oversight of outsourced functions;

h. Sales and promotion work, particularly in the arranging and facilitation of ‘facility tours' 

and similar activities;

i. The implementation and oversight of policies, protocols, etc. based on (without 

limitation);

i. The Charter of Aged Care Rights,

ii. Aged Care Quality Standards,

iii. organisational policy,

iv. facility policy,

v. cultural or religious particulars relevant to organisation, facility or residential 

composition; and

j. Complying with complex and evolving reporting, accreditation, assessment guidelines 

in all areas of the business.

35. The level of responsibility of workers in the General and Administrative Services stream has 

increased arising from (without limitation):

a. Increased prevalence of high acuity residents with more varied and more high needs;

b. the shift to the provision of resident choice-centred care and assessing, planning and 

implementing same;

c. Devolution to administrative staff of financial management, oversight of outsourced 

providers, dealing with external auditors and compliance officers, human resource 

functions, visitor, regulator and staff liaison;
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d. Delegation to manage and assess new or respite residents including (without limitation) 

responding to enquiries from potential new clients, reviewing their Aged Care 

Assessment (ACATs)and government funding, considering resident suitability for care, 

making arrangements with potential residents, preparing paperwork for new residents 

including contracts, reconciling payments for care, admitting new residents and 

discharging residents;

e. an increasingly complex regulatory regime (including quality and safety standards) and 

Aged Care industry policies and guidelines; and

f. Increasing ongoing quality assessment and accreditation requirements.

The conditions under which the work is done

General and Administrative Services Stream

36. General and Administrative Services workers perform work in a diverse range of environments 

(including dementia facilities, household cottages and traditional nursing homes). Whilst 

operationally distinct from care or clinical roles General and Administrative stream employees 

are environmentally integrated. This means that they need to be sensitive to and responsive to 

the particular circumstances that they operate in. General and Administrative employees will 

interact with residents in the course of their duties directly and casually, they need to conduct 

themselves with awareness of resident’s emotional, social and physical needs.

37. Dignity in care requires greater and greater direct interaction between employees and 

residents. It is no longer sufficient that a maintenance employee or driver (for example) takes 

directions and executes work. They must be responsive to residents, requiring heightened 

sophistication, adaptability and communication skills.

38. Similarly, an administrative employee will need to undertake their work, and duties that go 

above and beyond mere-administration type tasks, with care and emotional intelligence.

39. The provision of aged care has changed markedly since the Award was made or since the work 

was last evaluated arising from (without limitation):

a. Increased prevalence of high acuity residents with more varied and more high needs;

b. An increase in the sophistication of care and the regulatory framework that care 

operates in;

c. Changes arising from COVID-19 that will likely continue including-

• Changes in infection control procedures;

• Changes in use of technology; and

• Changes in emotional needs of residents arising from increased isolation.

40. In addition, it is anticipated that further changes to the conditions under which work is performed 

will result from the Royal Commission into Aged Care Quality and Safety (legislated to hand 

down its report on 26 February 2021).

SS157(1)(B) AND 284(1) - THE VARIATION IS NECESSARY TO ACHIEVE THE
MODERN AWARD AND MINIMUM WAGES OBJECTIVE

A fair and relevant safety net of minimum wages

41. Many employees in the aged care sector are paid minimum Award rates. The Award rates do 

not provide a relevant safety net of minimum wages. For the reasons set out above, the current 

Award rates significantly undervalue the work performed by aged care workers. Even where 

rates of pay are set by enterprise agreements these rates are heavily referable to the Award 

rates of pay.
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The need to encourage collective bargaining

42. There are significant and widespread difficulties associated with collective bargaining in the 

aged care sector with the result that the majority of employees are being paid minimum rates 

pursuant to the Award or rates set under enterprise agreements that are usually no higher than 

5% above the minimum rates set under the Award.

43. Factors impeding enterprise bargaining include:

a. the lack of incentive for employers to bargain with employees due to the existing low wage 
rates;

b. the dispersed nature of the work;

c. the undesirable interruptions to resident’s care posed by industrial action; and

d. the fact that the majority of funding for the sector comes from the Commonwealth 
Government.

44. The variations sought in this application would encourage employers to engage in collective 

bargaining by:

a. increasing the relevance of the minimum rates applicable to the work performed;

b. encouraging industrial parties to bargain for particular arrangements in workplaces to improve 

productivity and properly utilise a skilled workforce; and

c. increasing the competitiveness of enterprises who currently engage in enterprise bargaining;

The need to promote social inclusion through increased workforce participation

45. Given an overwhelming majority of employees in the aged care sector are women, creating an 

incentive for employees to remain in the sector (by increased rates of pay and an enhanced 

classification structure), has the potential to increase the workforce participation of women. 

Further, given women still perform the majority of unpaid caring responsibilities to the elderly 

outside of paid employment, increased confidence in the aged care sector may allow those 

women providing unpaid care to their elderly relatives, the opportunity to return to the workforce.

The need to promote flexible modem work practices and the efficient and productive performance
of work

46. The undervaluation of the work performed in the aged care sector is a significant obstacle to 

attracting and retaining skilled aged care workers. This presents a material risk to the efficient 

and productive performance of work in the sector given that it is estimated that in order to 

maintain adequate levels of care, three times the current numbers of aged care workers will be 

required to sustain the sector by 2050. This is largely due to the aging population, and the 

expectation that the number of residents in aged care is likely to increase significantly during 

that time.

47. The challenges in retaining and attracting staff as a result of disproportionately low wages is 

well documented. The inability to retain and attract staff is a contributing factor to understaffing, 

increased workloads and more challenging working conditions within the sector which 

necessarily has a negative impact on the quality of care provided to residents. As a result, the 

persistence of the undervaluation of aged care work is likely to dramatically decrease the 

efficient delivery of a high standard of care within the sector.

48. Further, granting the variation sought, is also likely to provide incentives for aged care workers 

to increase their qualifications and skills, which would necessarily translate into productivity 

gains.

Equal remuneration for work of equal or comparable value
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49. As demonstrated comprehensively above, unlike other comparable professions, an increase in 

the qualifications, knowledge and skills required to perform work in the aged care sector, has 

not led to an increase in wages.

50. The workforce is female dominated. The undervaluation of aged care work has been 

contributed to significantly by the fact that the work has commonly been considered ‘women’s 

work’ and is therefore inherently undervalued. Granting the variation sought would address the 

inherent undervaluation of feminised work and would be an important step in closing the gender 

pay gap that currently exists and is concentrated in the caring sectors (including in aged care).

Likely impact on business, including on productivity, employment costs and the regulatory burden

51. The variation sought is likely to address the skill shortage that currently exists in the aged care 

sector. This skill shortage is forecast to dramatically increase in the coming decade, addressing 

this issue will increase productivity and benefit business.

The need to ensure a simple, easy to understand, stable and sustainable modern award system 

for Australia that avoids unnecessary overlap of modern awards

52. Granting the variation sought is crucial to ensuring a stable and sustainable modern award 

system. The variation will simplify progression in the Personal Care Stream, through the 

inclusion of tenure-based progression and will set wages that accurately reflect the value of the 

work performed. This is fundamental to the integrity of the modern award system and 

maintaining its relevance to the labour market. Indeed, maintaining wage rates that are fair and 

equitable is a key component of an Award system that is simple and easy to understand.

Likely benefit to the sustainability, performance and competitiveness of the national economy

53. An aged care system which provides good quality and reliable care to the elderly is critical in 

permitting the working aged population to contribute to the economy, reducing pressures on 

the health care system and supporting economic activity, competitiveness and growth.

54. The setting of proper and fair rates of remuneration for employees in the aged care sector will 

foster an efficient, productive and skilled workforce and support an aged care system which is 

able to contribute to the maintenance of a sustainable, productive and competitive national 

economy.

Other discretionary reasons

55. The correlation between adequate remuneration and the provision of a high level of care to 

elderly Australians is well documented. Increasing the minimum wage rates in the Award is 

fundamental to attracting and retaining skilled members of the workforce in the aged care 

sector. Without the ability to retain employees in the sector, the standard of care able to be 

provided is significantly reduced. Providing a level of care to elderly Australians which affords 

them dignity in their old age, is an essential feature of a just and prosperous society.

Conclusion

56. On the basis of the above the variations sought are:

a. justified by work value reasons pursuant to s.157(2)(a);

b. meet the minimum wages objective pursuant to Part 2-6 of the Act; and

c. necessary to be varied as soon as possible in order to achieve the modern awards 
objective pursuant to s.157(2)(b).
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FAIR WORK COMMISSION 
Form F46—Application to vary a modern award 

 

Form F46 Amended Application to vary a modern award 

Fair Work Act 2009, ss.157–160 

This is an application to the Fair Work Commission to make a modern award or make a determination 

varying or revoking a modern award, in accordance with Part 2-3 of the Fair Work Act 2009. 

The Applicant 

 
These are the details of the person who is making the application. 

 

 

Title [ ] Mr [ ] Mrs [ ] Ms [ ] Other please specify: (see below) 

 

First name(s) and Surname 
(s) 

1. Ms Virginia Ellis,  
2. Mr Mark Castieau,  
3. Ms Sanu Ghimire, 
4. Mr Paul Jones, and 
5. Health Services Union 

Postal address C/O Health Services Union NSW/ACT/QLD Branch 

Level 2, 109 Pitt Street 

Suburb Sydney 

State or territory NSW Postcode 2000 

Phone number 1300 478 679 Fax number 1300 329 478 

Email address james.fox@hsu.asn.au; lauren.hutchins@hsu.asn.au; 
ayshe.lewis@hsu.asn.au  

If the Applicant is a company or organisation please also provide the following details 
 

Legal name of business Health Services Union  

Trading name of business As Above 

ABN/ACN 68 243 768 561 

Contact person james.fox@hsu.asn.au; lauren.hutchins@hsu.asn.au; 
ayshe.lewis@hsu.asn.au 

 

Does the Applicant need an interpreter? 

 
If the Applicant requires an interpreter (other than a friend or family member) in order to 

participate in conciliation, a conference or hearing, the Fair Work Commission will provide an 

interpreter at no cost. 

[  ] Yes—Specify language 

[ x ] No 

Does the Applicant require any special assistance at the hearing or conference (e.g. a hearing loop)? 

[ ] Yes— Please specify the assistance required 

 
 

 
 

1500

mailto:james.fox@hsu.asn.au
mailto:lauren.hutchins@hsu.asn.au
mailto:ayshe.lewis@hsu.asn.au
mailto:james.fox@hsu.asn.au
mailto:lauren.hutchins@hsu.asn.au
mailto:ayshe.lewis@hsu.asn.au


 
 

FAIR WORK COMMISSION 
Form F46—Application to vary a modern award 

[ x ] No 
 

Does the Applicant have a representative? 

 
A representative is a person or business who is representing the Applicant. This might be a 

lawyer, or a representative from a union or employer association. There is no requirement to 

have a representative. 

[ X ] Yes—Provide representative’s details 

below [  ] No 

Applicant’s representative 

 
These are the details of the person or business who is representing the Applicant. 

 
 

Name of person 
Alexandra Grayson and Penny Parker 

Organisation 
Maurice Blackburn Lawyers 

Postal address 
Level 32, 201 Elizabeth St 

Suburb 
Sydney 

State or territory 
NSW 

Postcode 
2000 

Phone number 
02 8267 0949 

Fax number 
(02) 9261 3318 

Email address 
agrayson@mauriceblackburn.com.au; 
pparker@mauriceblackburn.com.au  

1. Coverage 

1.1 What is the name of the modern award to which the application relates? 

 
 

1.2 What industry is the employer in? 

 
  

 

 
 

 
 

Aged Care Award 2010 (MA18) 

Aged care 
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FAIR WORK COMMISSION 
Form F46—Application to vary a modern award 

 

2. Application 

2.1 What are you seeking? 

Specify which of the following you would like the Commission to make: 

[ x ] a determination varying a modern award 

[  ] a modern award 

[  ] a determination revoking a modern award 

2.2 What are the details of your application? 
 
 

 

1. The Applicants apply to replace subclause 14.1 of the Aged Care Award (MA000018) with the 
following replacement subclause: 

 

14.1 Minimum wages – Aged Care Employee 

Classification Per Week 

 $ 

Aged care employee – level 1 801.40  $1001.75 

Aged care employee – level 2 834.60  $1043.25 

Aged care employee – level 3 867.30  $1084.13 

Aged care employee – level 4 877.60  $1097.00 

Aged care employee – level 5 907.30  $1134.13 

Aged care employee – level 6 956.20  $1195.25 

Aged care employee – level 7 973.40  $1216.75 

 

2. The Applicants apply to replace Schedule B of the Aged Care Award (MA000018) with the 
replacement Schedule B contained in Annexure A to this application. 

 

 
 
 

 

Attach additional pages, if necessary. 
 

2.3 What are the grounds being relied on? 

Using numbered paragraphs, specify the grounds on which you are seeking the proposed variations. 

 
The grounds relied upon are contained in Annexure B to this application. 
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FAIR WORK COMMISSION 
Form F46-Application to vary a modern award 

 
YOU MUST OUTLINE how the proposed variation etc is necessary in 

order to achieve the modern awards objective as well as any 

additional REQUIREMENTS set OUT in the FW Act. 

 

 

Attach additional pages, if necessary. 

 

 

Signature 

 

 
Name  Alexandra Grayson, Maurice Blackburn Lawyers 

Date 17 November 2020  

Capacity/Position:      Solicitor for the Applicants 

PLEASE RETAIN A COPY OF THIS FORM FOR YOUR OWN RECORDS 

 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 

 
Fair Work Commission Approved Forms-approved 14 October 2016 4

1503



Annexure A 

(with additions in underline and deletions in strikethrough) 

 
General and Administrative 
Services 

Food Services Care Services 

 
Entry level: An employee who has less than three months’ work experience in the industry and 
performs basic duties. 
 
An employee at this level: 

▪ works within established routines, methods and procedures; 
▪ has minimal responsibility, accountability or discretion; 
▪ works under direct or routine supervision, either individually or in a team; and 
▪ requires no previous experience or training. 

 
Indicative roles tasks performed at this level are: 
 

General and Administrative 
Services: 
 
General clerk 
Laundry hand 
Cleaner 
Assistant gardener 
 

Food Services: 
 
 
Food services assistant  

 
 

 
Aged care employee—level 2 
 
An employee who has more than three months’ work experience in the industry or is an entry level 
employee (up to 6 months) in the case of a Personal Care Worker. 
 
An employee at this level: 

▪ is capable of prioritising work within established routines, methods and procedures; 
▪ is responsible for work performed with a limited level of accountability or discretion; 
▪ works under limited supervision, either individually or in a team; 
▪ possesses sound communication skills; and 
▪ requires specific on-the-job training and/or relevant skills training or experience. 

 
Indicative roles tasks performed at this level are: 
 

General and Administrative 
Services: 
 
General clerk/Typist (between 3 
months’ and less than 1 year’s 
service) 
Laundry hand 
Cleaner 
Gardener (non-trade) 
Maintenance/Handyperson 
(unqualified) 
Driver (less than 3 ton) 
 

Food Services: 
 
Food services assistant 

Personal Care: 
 
Personal Care Worker 
Grade 1 
 (entry- up to 6 months) 
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Aged care employee—level 3 
 
An employee at this level: 

▪ is capable of prioritising work within established routines, methods and procedures (non 
admin/clerical); 

▪ is responsible for work performed with a medium level of accountability or discretion 
(non admin/clerical); 

▪ works under limited supervision, either individually or in a team (non admin/clerical); 
▪ possesses sound communication and/or arithmetic skills (non admin/clerical); 
▪ requires specific on-the-job training and/or relevant skills training or experience (non 

admin/clerical); and 
▪ In the case of an admin/clerical employee, undertakes a range of basic clerical 

functions within established routines, methods and procedures. 
 
Indicative roles tasks performed at this level are: 
 

General and Administrative 
Services: 
 
General clerk/Typist (second and 
subsequent years of service) 
Receptionist 
Pay clerk 
Driver (less than 3 ton) who is 
required to hold a St John 
Ambulance first aid certificate 
 

Food Services: 
 
Cook 

Personal Care: 
 
Personal Care Worker 
Grade 2 
(from six months) 
Recreational/Lifestyle 
activities officer 
(unqualified) (entry- up to 
6 months) 
 

 
Aged care employee—level 4 
 
An employee at this level: 

▪ is capable of prioritising work within established policies, guidelines and procedures; 
▪ is responsible for work performed with a medium level of accountability or discretion; 
▪ works under limited supervision, either individually or in a team; 
▪ possesses good communication, interpersonal and/or arithmetic skills; and 
▪ requires specific on-the-job training, may require formal qualifications and/or relevant 

skills training or experience. 
▪ in the case of a personal care worker, holds a relevant Certificate 3  III qualification (or 

possesses equivalent knowledge and skills) and uses the skills and knowledge gained 
from that qualification in the performance of their work. 
 

Indicative roles tasks performed at this level are: 
 
 

General and Administrative 
Services: 
 
Senior clerk 
Senior receptionist 
Maintenance/Handyperson 
(qualified) 
Driver (3 ton and over) 
Gardener (trade or TAFE Certificate 
III or above) 
 

Food Services: 
 
Senior cook (trade) 

Personal Care: 
 
Personal Care Worker 
(qualified) Grade 3 
 
Recreational/Lifestyle 
activities officer (from 6 
months) 
 

 
Aged care employee—level 5 
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An employee at this level: 

▪ is capable of functioning semi-autonomously, and prioritising their own work within 
established policies, guidelines and procedures; 

▪ is responsible for work performed with a substantial level of accountability; 
▪ works either individually or in a team; 
▪ may assist with supervision of others; 
▪ requires a comprehensive knowledge of medical terminology and/or a working 

knowledge of health insurance schemes (admin/clerical); 
▪ may require basic computer knowledge or be required to use a computer on a regular 

basis; 
▪ possesses administrative skills and problem solving abilities; 
▪ possesses well developed communication, interpersonal and/or arithmetic skills; and 
▪ requires substantial on-the-job training, may require formal qualifications at trade or 

certificate level and/or relevant skills training or experience. 
▪ in the case of a Senior Personal Care Worker, may be required to assist residents with 

medication and hold the relevant unit of competency (HLTHPS006), as varied from time 
to time. 
 

Indicative roles tasks performed at this level are: 
 
 

 
General and Administrative 
Services: 
 
Secretary interpreter (unqualified) 
 

 
Food Services: 
 
Chef 

 
Personal Care: 
 
Senior Personal Care 
Worker Grade 4  
 
Recreational/Lifestyle 
activities officer 
(qualified) 
 

 
Aged care employee—level 6 
An employee at this level: 

▪ is capable of functioning with a high level of autonomy, and prioritising their work within 
established policies, guidelines and procedures; 

▪ is responsible for work performed with a substantial level of accountability and 
responsibility; 

▪ works either individually or in a team; 
▪ may have the responsibility for leading and/or supervising the work of others;  
▪ may require comprehensive computer knowledge or be required to use a computer on 

a regular basis; 
▪ possesses administrative skills and problem solving abilities; 
▪ possesses well developed communication, interpersonal and/or arithmetic skills; and 
▪ may require formal qualifications at post-trade or Advanced Certificate IV or Associate 

Diploma level and/or relevant skills training or experience. 
o in the case of a Specialist Personal Care Worker, provides specialised care and may 

have undertaken training in specific areas of care (e.g. Dementia Care, Palliative Care, 
Household Model of Care).  

 
Indicative roles tasks performed at this level are: 
 
 

General and Administrative 
Services: 
 

Food Services: 
 
Senior chef 

Personal Care: 
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Maintenance tradesperson 
(advanced) 
Gardener (advanced) 

Specialist Personal Care 
Worker 
 
Senior 
Recreational/Lifestyle 
activities officer 
 

 
Aged care employee—level 7 
An employee at this level: 

▪ is capable of functioning autonomously, and prioritising their work and the work of 
others within established policies, guidelines and procedures; 

▪ is responsible for work performed with a substantial level of accountability and 
responsibility; 

▪ may supervise the work of others, including work allocation, rostering and guidance; 
▪ works either individually or in a team; 
▪ may require comprehensive computer knowledge or be required to use a computer on 

a regular basis; 
▪ possesses developed administrative skills and problem solving abilities; 
▪ possesses well developed communication, interpersonal and/or arithmetic skills; and 
▪ may require formal qualifications at trade or Advanced Certificate or Associate Diploma 

level and/or relevant skills training or experience. 
 

Indicative roles tasks performed at this level are: 
 
 

General and Administrative 
Services: 
 
Clerical supervisor 
Interpreter (qualified) 
Gardener superintendent 
General services supervisor 
 

Food Services: 
 
Chef /Food services supervisor 

Personal Care: 
 
Personal care worker grade 5 

Personal Care 
Supervisor 
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Annexure B 

 
This Annexure provides the grounds and reasons that support the Applicants’ application pursuant to 
s157 of the Fair Work Act 2009 (Cth) (the Act) to vary the Aged Care Award 2010 (the Award).  

 

INTRODUCTION 

1. The current Award wage rates do not recognise the nature of work, the level of skill and 

responsibility involved in performing the work or the conditions under which work is performed 

by employees covered by the Award and working in personal care services, general and 

administrative services and food services. 

2. The Award should be varied so as to achieve the modern award objective and the minimum 

wages objective. 

3. The Award rates were not evaluated during the award modernisation process which led up to 

the making of the Award. No consideration of the minimum wages (other than by annual 

minimum wage adjustments) or the work value of the work performed by employees covered 

by the Award has been conducted since the Award commenced to operate in 2010. 

4. The current Award minimum wage undervalues the work of employees covered by the Award 

by more than 25%. The Applicants, being employees covered by the Award, seek an increase 

to wages of 25% for all classification levels in the Award to rectify the undervaluation. The 

Applicants also seek a variation to the classification structure in Schedule B of the Award to 

provide for an additional pay level for personal care workers who have undertaken specialised 

training in a specific area of care and use those skills.  

5. The claimed increase would address the historic establishment of Award wages and recognise 
significant increases in work value of employees covered by the Award. 

 
CURRENT WAGE RATES 

6. The rates in the Award were not subject to any work value assessment at the time of the making 

of the Award or subsequently and the precise origin of the rates remains unclear.  

7. The rates in the Award do not reflect any recent (or possibly any) assessment of the wages by 

reference to the: 

a. Nature of the work; 

b. Level of skill and responsibility involved in doing the work; and 

c. The conditions under which work is performed. 

8. The award rates that apply in New South Wales for similar roles and in other modern awards 

where a work value or equal remuneration assessment has been conducted are substantially 

higher than those in the Award. 
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S.157(2)(A) - WORK VALUE REASONS 

9. S 157(2) (a) requires the Commission to establish whether it is satisfied that a variation to 

minimum wages is justified by work value reasons. This satisfaction will be dependent on a 

consideration of the “work value reasons” defined at s 157(2)(2A) of the Act.  

10. Whilst no specific datum point is required for an analysis of work value the Commission should 

have regard to changes in the nature of the work, the skills required to perform that work; the 

responsibility involved in doing the work and the conditions under which work is performed 

which have occurred over time. 

11. Any consideration by the Commission should readily ascertain that the variation is justified 

based on the following work value reasons: 

 

The nature of the work (s 157(2A)) 

 
Personal Care Stream 

12. The nature of the work of workers in the Personal Care Stream justifies the variation to award 

minimum wages sought by the Applicants. The work performed includes a broad range of duties 

and requires a broad range of knowledge, skills and sound judgement in order to: 

a. Understand and assess the needs of an aging population with an increased level of 

frailty, vulnerability and or behavioural and psychological symptoms of dementia or 

equivalent;  

b. Provide high quality physical, social and emotional care that is appropriate to the needs 

of people who require it; 

c. Provide care that protects the safety, health and wellbeing of aged care residents;  

d. Provide care that supports psychological, cultural and emotional wellbeing of aged care 

residents; 

e. Provide restoration and rehabilitation to the aged; 

f. Provide specialist care in key areas of need, such as palliative care or dementia care. 

g. Provide care in an increasingly diverse aged care population; 

h. Allow the aged to be able to exercise choice and be treated as individuals;  

i. Liaise with clinical and health professional staff to ensure the changing care needs of 

aged care residents are met; 

j. Facilitate the engagement, social participation and independence of aged care 

residents in an aging population; and/or 

k. Communicate effectively with a range of stakeholders, from family members to clinical 

and health professionals, on issues which are often of a sensitive nature. 

13. There have been significant changes in the nature of the work performed by employees in the 

Personal Care stream resulting from: 

a. Changes in the acuity levels of aged care residents (with an increase in those with 

higher needs requiring a higher degree of responsibility from personal care workers, a 

higher level of care and a greater breadth of care and assistance); 

b. Changes in theories and models of care provision (including a move to the household 

model of care); 
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c. Increased requirements to assess the medical needs of residents and to assist 

residents with medication and medical needs; 

d. Increases in the need to devise and provide individualised and complex physical, social 

and emotional care for each resident; 

e. Increased skills required in providing resident choice-centred care and assessing, 

planning and implementing same; 

f. Industry implementation of a requirement for minimum qualifications and  training; 

g. Introduction of additional duties not previously performed including (without limitation) 

cleaning, kitchen duty, food preparation, food service, personal shopping, meal 

planning, physical therapy, recreational activity support and provision; 

h. Increased interaction with other health professionals with a focus on individual 

treatment and rehabilitation of residents; 

i. Assessment, planning and implementation arising from increased community 

engagement and external attendances for residents; 

j. Changes to infection control procedures; 

k. Changes to requirements when preparing residential care documentation arising from 

(without limitation) altered governmental regulation, increased governance and 

accreditation requirements; 

l. Increased use and implementation of technology in aged care facilities and instruction 

of residents on same;  

m. Increased mentoring, supervisory and performance management responsibilities at a 

senior level, and/or 

n. Other related productivity measures. 

 
 

 The level of skill and responsibility in doing the work 

 
Personal Care Stream 
 

14. The work of employees in the Personal Care stream increasingly requires Certificate III or IV 

qualifications and additional formal specialised training (for example, in dementia care or 

medication dispensation).  

15. Personal Care Workers have a high level of responsibility in a broad range of areas arising from 

their role as carers of the uniquely vulnerable, highly dependent aged people of Australia. This 

responsibility is to provide care in all aspects for the aged and extends to responsibility for the 

physical, emotional and mental wellbeing of one of the most acutely ill and highly dependent 

cohorts in Australian society. 

16. Personal Care Worker roles have become increasingly complex with the necessary attainment 

and exercise of a higher level of skill arising from (without limitation): 

a. New duties being introduced such as cleaning, kitchen duty, food preparation, food 

service, personal shopping, meal planning, physical therapy, recreational activity 

support and provision; 

b. Changes in qualification requirements; 

c. Increased accreditation requirements for employers; 

d. Changes in technology utilised in aged care homes; 

e. Changes in the model of care (including the household model, specialist dementia care 
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and palliative care); 

f. Increased responsibility for assessing the medical needs of residents and assisting 

residents with medication and medical needs; 

g. Increased skills required in providing resident choice-centred care and assessing, 

planning and implementing same; and 

h. Evolution of a more complex regulatory environment resulting in increased 

responsibility for care workers and a greater emphasis on regulatory compliance. 

17. The level of responsibility of workers in the Personal Care stream has increased arising from 

(without limitation): 

a. Increased reliance on workers to assess the medical needs of residents, to assist 

residents with medication and medical needs (rather than reliance on Allied Health 

Professionals, nurses and doctors) and liaise with medical practitioners; 

b. Increased prevalence of high acuity residents with more varied and more high needs 

and a consequential need to assess, plan around and treat increasingly complex, 

physical, social and emotional needs of residents; 

c. Increased responsibilities arising from the shift to the provision of resident choice-

centred care and assessing, planning and implementing same; 

d. More responsibility for the provision of physical, social and emotional care of residents; 

e. The move to the household model of care has required workers to take responsibility 

for all needs of residents including (without limitation) cleaning, kitchen duty, food 

preparation, food service, personal shopping, meal planning, physical therapy, 

recreational activity support and provision; and/or 

f. Increasing ongoing quality assessment and accreditation requirements. 

The conditions under which the work is done 
 
Personal Care Stream 
 

18. Workers in the Personal Care stream perform work in a diverse range of environments 

(including specialised dementia care, palliative care, household cottages and traditional nursing 

homes). 

19. The provision of aged care has changed markedly since the Award was made or since the work 

was last evaluated arising from (without limitation): 

a. Changes in the model of care (including the household model, specialist dementia care 

and palliative care); 

b. Changes in the philosophy of care (including the shift to the provision of resident choice-

centred care and the decreased role of clinical staff in the residential aged care 

environment); 

c. Increased prevalence of high acuity residents with more varied and more high needs; 

d. Changes arising from COVID-19 that will likely continue including- 

• Changes in infection control procedures; 

• Changes in use of technology; and 

• Changes in emotional needs of residents arising from increased isolation. 

20. In addition, it is anticipated that further changes to the conditions under which work is performed 

will result from the Royal Commission into Aged Care Quality and Safety (legislated to hand 
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down its report on  26 February  2021).  

 

The nature of the work (s 157(2A)) 

 
Food Services Stream  
 

21. The nature of the work of employees in the Food Services stream of the Award justifies the 

variation to award minimum wages sought by the Applicants. The work performed includes a 

broad range of duties and requires a broad range of knowledge, skills and sound judgement in 

order to: 

a. Understand and assess the dietary needs of an aging population with an increased 

level of frailty, vulnerability and ill health and often compromised capacity to 

communicate dietary needs or preferences; 

b. Provide high quality nutritional food that is appropriate to the needs of people who 

require it; 

c. Provide food tailored to meet the needs of an increasingly diverse aged care population; 

d. Allow the aged to be able to exercise choice and be treated as individuals; and 

e. Integrate food services into the overall provision of quality care, to enhance the 

physical, social and emotional wellbeing of aged care residents.  

22. There have been significant changes in the nature of the work performed by employees in the 

Food Services stream resulting from: 

a. Changes required to meet stricter and increased regulatory compliance requirements 

including food safety standards, accreditations and aged care quality standards 

(including dealing with auditors and food safety authorities); 

b. Changes required in order to service a 24 hour/seven day a week food service 

environment; 

c. Introduction of additional duties not previously performed including (without limitation) 

managing stock levels, ordering food, dealing with suppliers, designing many and 

varied menus as opposed to a simple, universal menu for all residents, understanding 

and assessing allergies and intolerances, budget management (at a senior level); 

d. Increased skills required in liaising with residents and personal care staff and providing 

resident choice-centred meals and assessing, planning and implementing same; 

e. Increased requirements to assess the dietary needs of residents; 

f. Increases in the need to devise and provide individualised and complex meal solutions 

for residents rather than deliver a standardised menu; 

g. Increased expectations of residents with regard to the quality and variety of meals 

offered; 

h. Increases in the need to liaise with dieticians and understand diet and nutritional 

theories to provide best practice care to residents;  

i. Changes to infection control procedures; 

j. Increased use and implementation of technology in aged care facilities (including food 

preference/dietary need databases, complex ordering systems, online food safety 

records and online computer programs) and instruction of more junior colleagues on 

same;  
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k. Changes in the acuity levels of aged care residents (with an increase in those with 

higher needs requiring a higher degree of responsibility from food services staff to 

deliver food that residents are physically capable of eating including modified texture 

foods and food that is tailored to meet the physical, social and emotional needs of 

residents); 

l. Industry implementation of a requirement for minimum qualifications and  training;  

m. Increased mentoring/training, supervisory and performance management 

responsibilities at a senior level (including work allocation and quality control), and/or 

n. Other related productivity measures. 

 
 

 The level of skill and responsibility in doing the work 

 
Food Services Stream 
 

23. The work of employees in the Food Services stream increasingly requires Certificate III or IV 

qualifications and/or formal specialised training (dependent on classification).  

24. Food Services workers have a high level of responsibility in a broad range of areas arising from 

their role as custodians of the nutritional and emotional needs of the uniquely vulnerable, highly 

dependent aged people of Australia. This responsibility is to ensure that nutritional food, tailored 

to the emotional and physical needs of residents is provided. The provision of appropriate food 

has a profound effect on the physical and emotional wellbeing of residents (leading to less 

medical issues requiring intervention and more dignity in dependence). 

25. Food Services roles have become increasingly complex with the necessary attainment and 

exercise of a higher level of skill arising from (without limitation): 

a. New duties being introduced including (without limitation) managing stock levels, 

ordering food, dealing with suppliers, designing many and various menus as opposed 

to a simple, universal menu for all residents, understanding and assessing allergies and 

intolerances and budget management (at a senior level); 

b. Changes in qualification requirements; 

c. Increased minimum standards, accreditation and regulatory requirements for 

employers; 

d. Changes in technology utilised in food service, planning and delivery in aged care 

homes; 

e. Increased responsibility for assessing the nutritional and hydration needs of residents;  

f. Increased skills required in providing resident choice-centred meals and assessing, 

planning and implementing same rather than delivering a standard menu; 

g. The requirement to deliver nutritious food on demand, often in a 24/7 environment; and 

h. Increased expectations of residents with regard to the quality and variety of meals 

offered. 

26. The level of responsibility of workers in the Food Services stream has increased arising from 

(without limitation): 

a. Increased reliance on workers to assess the dietary needs of residents, to assist 

residents with meals and liaise with dieticians;   

b. Increased prevalence of high acuity residents with more varied and more high needs 

and a consequential need to assess, plan around and deliver food to a cohort of 

residents with increasingly complex physical, social and emotional needs; 
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c. Increased responsibilities arising from the shift to the provision of resident choice-

centred resident care and assessing, planning and implementing same; 

d. More emphasis on the provision of nutritious food as a fundamental element of the care 

of residents; and 

e. Increasing ongoing quality assessment and accreditation requirements. 

The conditions under which the work is done 
 
Food Services Stream 
 

27. Food Services workers perform work in a diverse range of environments with a diverse range 

of resident needs. Whilst operationally distinct from care or clinical roles Food Services 

employees are environmentally integrated. This means that they need to be sensitive to and 

responsive to the particular circumstances that they operate in. Food Services employees will 

interact with residents in the course of their duties directly and casually, they need to conduct 

themselves with awareness of resident’s emotional, social and physical needs.   

28. The provision of aged care has changed markedly since the Award was made or since the work 

was last evaluated arising from (without limitation): 

a. Changes in the philosophy of food provision to residents (including the shift to the 

provision of resident choice-centred care); 

b. Increased prevalence of high acuity residents with more varied and more high needs; 

c. Changes arising from COVID-19 that will likely continue including- 

• Changes in infection control procedures; 

• Changes in use of technology; 

• Changes in food preparation; and 

• Changes in emotional needs of residents arising from increased isolation. 

29. In addition, it is anticipated that further changes to the conditions under which food preparation 

and provision work is performed will result from the Royal Commission into Aged Care Quality 

and Safety (legislated to hand down its report on 26 February 2021).  

The nature of the work (s 157(2A)) 

 
General and Administrative Services Stream 

30. The nature of the work of employees in the General and Administrative Services stream  justifies 

the variation to award minimum wages sought by the Applicants. The work performed includes 

a broad range of duties and requires a broad range of knowledge, skills and sound judgement 

in order to: 

a. Deal with regulators and accrediting authorities; 

b. Liaise with visitors to facilities including families, guests and external contractors; 

c. Manage day to day compliance with an increasingly complex regulatory regime 

(including quality and safety standards) and Aged Care industry policies and guidelines; 

d. Manage an increasingly complex accreditations process;  

e. Perform a broad range of administrative and human resource related duties including 

recruitment processes, rostering, induction, orientation, staff liaison and event 

organisation;  
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f. Perform sales and promotional functions, targeted at prospective residents; 

g. Manage and assess new or respite residents including (without limitation) responding 

to enquiries from potential new clients, reviewing their Aged Care Assessment (ACATs) 

and government funding, considering resident suitability for care, making arrangements 

with potential residents, preparing paperwork for new residents including contracts, 

reconciling payments for care, admitting new residents and discharging residents;  

h. deal with external auditors and compliance officers;  

i. deal with resident, family and staff complaints and enquiries; 

j. oversight of outsourced providers (including cleaning and catering) and internal 

providers including gardening and maintenance; 

k. manage the financial affairs of an aged care facility (including accounts payable and 

receivable, payment of invoices, checking of invoices, purchasing, managing petty 

cash, banking, receiving residents’ payments); and 

l. operate in an increasingly sophisticated care environment. 

31. There have been significant changes in the nature of the work performed by employees in the 

General and Administrative Services stream resulting from: 

a. Changes in the acuity levels of aged care residents (with an increase in those with 

higher needs requiring a higher and more diverse range of paperwork and assessments 

to be performed prior to joining a facility, whilst in care or while maintenance, driving 

and other functions are being performed); 

b. Increased skills required in the administering of resident choice-centred care and 

assessing, planning and implementing same; 

c. Introduction of additional duties not previously performed including (without limitation – 

financial management, oversight of outsourced providers, dealing with external auditors 

and compliance officers, human resource functions, managing accreditations and 

ensuring compliance, visitor, regulator and staff liaison); 

d. Changes to infection control procedures; 

e. Increased use and implementation of technology in aged care facilities (including 

Customer Relationship Management systems, Human Resources and payroll systems, 

file management systems, financial and billing software and systems, Health record 

management systems) and ensuring that policies and protocols regarding same are 

complied with such as data security and confidentiality requirements;  

f. Increased delegation of more sophisticated work, once associated with specialist 

management roles, such as procurement, human resources/employee relations, 

finance, governance, regulatory and compliance and facilities management; 

g. Increased mentoring, supervisory and performance management responsibilities at a 

senior level, and/or 

h. Other related productivity measures. 

 
 

 The level of skill and responsibility in doing the work 

 
General and Administrative Services Stream 
 

32. Workers in this stream of Aged Care have a high level of responsibility in a broad range of areas 

arising from their role as administrators, cleaners and laundry workers, drivers and 

maintenance workers interacting and liaising with the uniquely vulnerable, highly dependent 
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aged people of Australia. This work has developed from work that happens quite separate from 

the care of residents to something that is integrated and part of holistic models of care. This 

has developed alongside an industry that has developed more focus on autonomy, 

independence, agency and respect for residents.   

33. A radical shift in duties, skills and responsibilities has been implemented in administrative roles 

in Aged Care. Traditionally administrative roles in Aged Care have been more narrow in focus 

and responsibility, for example,  roles such as a ‘typist’ or a ‘senior receptionist’ with a job of 

greeting and providing directions to enquiries. Administrative stream employees are now 

engaged in the running of aged care facilities to a highly sophisticated degree and across a 

broad range of functions, requiring many and varied skills.  

34. General and Administrative roles have become increasingly complex with the necessary 

attainment and exercise of a higher level of skill arising from (without limitation): 

a. New duties being introduced such as financial management, oversight of outsourced 

providers, dealing with external auditors and compliance officers, human resource 

functions, managing accreditations and ensuring compliance, visitor, regulator and staff 

liaison and more varied and more complicated maintenance and other functions; 

b. Increased responsibility for this cohort of employees to fulfil and/or manage the 

accreditation, regulatory and compliance requirements for employers; 

c. Changes in technology utilised in aged care homes; 

d. Increased responsibility for assessing the needs of residents when organising services 

and providing assistance and/or services;  

e. Increased skills required in administering a broad range of resident choice-centred care 

and assessing, planning and implementing same; 

f. Increased skills arising from financial management of a facilities affairs; 

g. More diverse skills required as a result of oversight of outsourced functions; 

h. Sales and promotion work, particularly in the arranging and facilitation of ‘facility tours’ 

and similar activities; 

i. The implementation and oversight of policies, protocols, etc. based on (without 

limitation); 

i. The Charter of Aged Care Rights, 

ii. Aged Care Quality Standards, 

iii. organisational policy, 

iv. facility policy, 

v. cultural or religious particulars relevant to organisation, facility or residential 

composition; and 

j. Complying with complex and evolving reporting, accreditation, assessment guidelines 

in all areas of the business.  

35. The level of responsibility of workers in the General and Administrative Services stream has 

increased arising from (without limitation): 

a. Increased prevalence of high acuity residents with more varied and more high needs; 

b. the shift to the provision of resident choice-centred care and assessing, planning and 

implementing same; 

c. Devolution to administrative staff of financial management, oversight of outsourced 

providers, dealing with external auditors and compliance officers, human resource 

functions, visitor, regulator and staff liaison; 
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d. Delegation to manage and assess new or respite residents including (without limitation) 

responding to enquiries from potential new clients, reviewing their Aged Care 

Assessment (ACATs) and government funding, considering resident suitability for care, 

making arrangements with potential residents, preparing paperwork for new residents 

including contracts, reconciling payments for care, admitting new residents and 

discharging residents;  

e. an increasingly complex regulatory regime (including quality and safety standards) and 

Aged Care industry policies and guidelines; and 

f. Increasing ongoing quality assessment and accreditation requirements. 

The conditions under which the work is done 
 
General and Administrative Services Stream 

36. General and Administrative Services workers perform work in a diverse range of environments 

(including dementia facilities, household cottages and traditional nursing homes). Whilst 

operationally distinct from care or clinical roles General and Administrative stream employees 

are environmentally integrated. This means that they need to be sensitive to and responsive to 

the particular circumstances that they operate in. General and Administrative employees will 

interact with residents in the course of their duties directly and casually, they need to conduct 

themselves with awareness of resident’s emotional, social and physical needs.   

37. Dignity in care requires greater and greater direct interaction between employees and 

residents. It is no longer sufficient that a maintenance employee or driver (for example) takes 

directions and executes work. They must be responsive to residents, requiring heightened 

sophistication, adaptability and communication skills. 

38. Similarly, an administrative employee will need to undertake their work, and duties that go 

above and beyond mere-administration type tasks, with care and emotional intelligence.  

39. The provision of aged care has changed markedly since the Award was made or since the work 

was last evaluated arising from (without limitation): 

a. Increased prevalence of high acuity residents with more varied and more high needs; 

b. An increase in the sophistication of care and the regulatory framework that care 

operates in; 

c. Changes arising from COVID-19 that will likely continue including- 

• Changes in infection control procedures; 

• Changes in use of technology; and 

• Changes in emotional needs of residents arising from increased isolation. 

40. In addition, it is anticipated that further changes to the conditions under which work is performed 

will result from the Royal Commission into Aged Care Quality and Safety (legislated to hand 

down its report on 26 February 2021).  
 

 
SS157(1)(B) AND 284(1) - THE VARIATION IS NECESSARY TO ACHIEVE THE 
MODERN AWARD AND MINIMUM WAGES OBJECTIVE 

 
A fair and relevant safety net of minimum wages 

 
41. Many employees in the aged care sector are paid minimum Award rates. The Award rates do 

not provide a relevant safety net of minimum wages. For the reasons set out above, the current 

Award rates significantly undervalue the work performed by aged care workers. Even where 

rates of pay are set by enterprise agreements these rates are heavily referable to the Award 

rates of pay.   
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The need to encourage collective bargaining 

42. There are significant and widespread difficulties associated with collective bargaining in the 

aged care sector with the result that the majority of employees are being paid minimum rates 

pursuant to the Award or rates set under enterprise agreements that are usually no higher than 

5% above the minimum rates set under the Award.  

43. Factors impeding enterprise bargaining include: 

a. the lack of incentive for employers to bargain with employees due to the existing low wage 
rates; 

b. the dispersed nature of the work;  

c. the undesirable interruptions to resident’s care posed by industrial action; and 

d. the fact that the majority of funding for the sector comes from the Commonwealth 
Government.  

44. The variations sought in this application would encourage employers to engage in collective 

bargaining by:  

a. increasing the relevance of the minimum rates applicable to the work performed;  

b. encouraging industrial parties to bargain for particular arrangements in workplaces to improve 
productivity and properly utilise a skilled workforce; and  

c. increasing the competitiveness of enterprises who currently engage in enterprise bargaining;  
 

The need to promote social inclusion through increased workforce participation 
 

45. Given an overwhelming majority of employees in the aged care sector are women, creating an 

incentive for employees to remain in the sector (by increased rates of pay and an enhanced 

classification structure), has the potential to increase the workforce participation of women. 

Further, given women still perform the majority of unpaid caring responsibilities to the elderly 

outside of paid employment, increased confidence in the aged care sector may allow those 

women providing unpaid care to their elderly relatives, the opportunity to return to the workforce.  

The need to promote flexible modern work practices and the efficient and productive performance 
of work 

 

46. The undervaluation of the work performed in the aged care sector is a significant obstacle to 

attracting and retaining skilled aged care workers. This presents a material risk to the efficient 

and productive performance of work in the sector given that it is estimated that in order to 

maintain adequate levels of care, three times the current numbers of aged care workers will be 

required to sustain the sector by 2050. This is largely due to the aging population, and the 

expectation that the number of residents in aged care is likely to increase significantly during 

that time.  

47. The challenges in retaining and attracting staff as a result of disproportionately low wages is 

well documented. The inability to retain and attract staff is a contributing factor to understaffing, 

increased workloads and more challenging working conditions within the sector which 

necessarily has a negative impact on the quality of care provided to residents.  As a result, the 

persistence of the undervaluation of aged care work is likely to dramatically decrease the 

efficient delivery of a high standard of care within the sector.  

48. Further, granting the variation sought, is also likely to provide incentives for aged care workers 

to increase their qualifications and skills, which would necessarily translate into productivity 

gains.  

 
 

Equal remuneration for work of equal or comparable value 
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49. As demonstrated comprehensively above, unlike other comparable professions, an increase in 

the qualifications, knowledge and skills required to perform work in the aged care sector, has 

not led to an increase in wages.  

50. The workforce is female dominated. The undervaluation of aged care work has been 

contributed to significantly by the fact that the work has commonly been considered ‘women’s 

work’ and is therefore inherently undervalued. Granting the variation sought would address the 

inherent undervaluation of feminised work and would be an important step in closing the gender 

pay gap that currently exists and is concentrated in the caring sectors (including in aged care).  

 
Likely impact on business, including on productivity, employment costs and the regulatory burden 

 

51. The variation sought is likely to address the skill shortage that currently exists in the aged care 

sector. This skill shortage is forecast to dramatically increase in the coming decade, addressing 

this issue will increase productivity and benefit business. 

The need to ensure a simple, easy to understand, stable and sustainable modern award system 

for Australia that avoids unnecessary overlap of modern awards 

 

52. Granting the variation sought is crucial to ensuring a stable and sustainable modern award 

system. The variation will simplify progression in the Personal Care Stream, through the 

inclusion of tenure-based progression and will set wages that accurately reflect the value of the 

work performed. This is fundamental to the integrity of the modern award system and 

maintaining its relevance to the labour market.  Indeed, maintaining wage rates that are fair and 

equitable is a key component of an Award system that is simple and easy to understand.  

 
Likely benefit to the sustainability, performance and competitiveness of the national economy 

 

53. An aged care system which provides good quality and reliable care to the elderly is critical in 

permitting the working aged population to contribute to the economy, reducing pressures on 

the health care system and supporting economic activity, competitiveness and growth.  

54. The setting of proper and fair rates of remuneration for employees in the aged care sector will 

foster an efficient, productive and skilled workforce and support an aged care system which is 

able to contribute to the maintenance of a sustainable, productive and competitive national 

economy.  

Other discretionary reasons 
 

55. The correlation between adequate remuneration and the provision of a high level of care to 

elderly Australians is well documented. Increasing the minimum wage rates in the Award is 

fundamental to attracting and retaining skilled members of the workforce in the aged care 

sector. Without the ability to retain employees in the sector, the standard of care able to be 

provided is significantly reduced. Providing a level of care to elderly Australians which affords 

them dignity in their old age, is an essential feature of  a just and prosperous society.  

Conclusion 

56. On the basis of the above the variations sought are:  

a. justified by work value reasons pursuant to s.157(2)(a); 

b. meet the minimum wages objective pursuant to Part 2-6 of the Act; and 

c. necessary to be varied as soon as possible in order to achieve the modern awards 
objective pursuant to s.157(2)(b). 
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From: Penny Parker <PParker@mauriceblackburn.com.au>  
Sent: Monday, 14 December 2020 6:42 PM 
To: Chambers.Ross.j@fwc.gov.au. 
Cc: Alex Grayson <AGrayson@mauriceblackburn.com.au>; Elsie Jordan 
<EJordan@mauriceblackburn.com.au>; Natasha Prasad <NPrasad@mauriceblackburn.com.au>; 
AMOD <AMOD@fwc.gov.au> 
Subject: AM2020/99 - Work Value Case - Aged Care Award [MBC-VIC.FID5239939] 
 
Dear Associate 
 
We refer to the above matter.  
 
Please find the following documents attached by way of filing:  
 

1. An outline of evidence, prepared in accordance with orders 1 and 2 of the 24 November 
directions issued in this matter; and 

2. Proposed draft directions.  
 
Please confirm that these documents will be served on other parties via publication on the Major 
Cases webpage, or whether you require us to serve these documents on the other parties.  
 
We note we have circulated the draft orders to those parties who appeared at the mention on 24 
November 2020.  
 
Kind regards  
Penny Parker | Lawyer 
E: pparker@mauriceblackburn.com.au | T: (02) 8267 0940 | F: (02) 9261 3318 
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IN THE FAIR WORK COMMISSION 

 

 

AM2020/99 

 

Fair Work Act 2009 

 

s.158—Application to vary or revoke a modern award 

 

 

Aged Care Award 2010 

 

 

OUTLINE OF EVIDENCE TO BE CALLED BY 

THE HEALTH SERVICES UNION, MS VIRGINIA ELLIS, MR 

MARK CASTIEAU, MS SANU GHIMIRE AND MR PAUL JONES 

 

14 DECEMBER 2020 

 

Lodged by: Maurice Blackburn Lawyers on behalf of the HSU, Ms Virginia Ellis, 

Mr Mark Castieau, Ms Sanu Ghimire, and Mr Paul Jones 

Address for service: Level 32, 201 Elizabeth Street, Sydney NSW 2000 

Tel: 02 9261 1488 

Fax: 02 9261 3318 

Email: AGrayson@mauriceblackburn.com.au; 

pparker@mauriceblackburn.com.au 

Internal Reference: ALG/5506404 
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Evidence to the called by the HSU, Ms Virginia Ellis, Mr Mark Castieau, Ms Sanu 

Ghimire, and Mr Paul Jones (the Applicants) 

 

1. In accordance with the directions made on 24 November 2020, the Applicants advise 

that they intend to rely on the evidence detailed in this document at hearing of this 

matter. 

 

The Health Services Union  

 

Employees in the Aged Care Industry 

 

2. The Applicants intend to file between 40 to 60 witness statements from employees 

covered by the Aged Care Award, across classifications and across Australia (with 

the exception of South Australia and the Northern Territory). 

 

3. It is anticipated that the evidence included in these statements will describe: 

 

a.  the nature of the Aged Care industry; 

b. theories followed and models of care adopted in the Aged Care industry; 

c. the demographic composition of residents and caring needs of residents (and 

families of residents) in an Aged Care environment; 

d. the link between quality employment conditions and quality standards of care; 

e.  the nature of work and duties in the Aged Care industry; 

f. the employment conditions in the Aged Care industry; 

g. the skills required to perform work in differing roles in the Aged Care industry; 

h. the responsibility involved in performing work in the Aged Care industry; 

i. the challenges faced by employees working in the Aged Care industry, in 

performing their duties;  

j. the nature of career progression in the Aged Care industry;  

k. the changes in the nature of work, responsibilities and skills required in the 

Aged Care industry over time;  

l. the undervaluation of the work performed in the Aged Care industry; 
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m. the reasons for the undervaluation of the work performed in the Aged Care 

industry;  

n. the need for recognition of the nature of work and skills required in the Aged 

Care industry; 

o. the need for an enhanced career path for personal care workers in the Aged 

Care industry; 

p. training, qualifications and supervision required of employees in the Aged 

Care industry; 

q. technology, procedures and policies adopted in the Aged Care industry; 

r. the conditions under which work is performed in the Aged Care industry;  

s. the impact of COVID – 19 on the Aged Care industry and work performed and 

skills required in the industry; and/or 

t. accreditation and the regulation of the Aged Care industry; 

u. the unfairness of wages set by the Aged Care Award; and 

v. the importance of social inclusion through workforce participation. 

 

Residents and Families of Residents 

 

4. The Applicants intend to file between 3 to 6 witness statements from residents of 

Aged Care facilities and their families. 

 

5. It is anticipated that these statements will contain evidence which describes: 

 

a. The nature of the work performed by employees covered by the Aged Care 

Award;  

b. The importance of the work performed by employees covered by the Aged 

Care Award to the quality of life of residents;  

c. The value of the work performed by employees covered by the Aged Care 

Award; and  

d. The conditions under which work is performed for employees covered by the 

Aged Care Award.  
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HSU Officials  

 

6. The Applicants intend to file between 3 to 6 witness statements from HSU officials 

and employees.   

7. It is anticipated that these statements will cover: 

 

a. the importance of this claim to the Union and its membership; 

b. the need for the value of the work of employees in the Aged Care industry to 

be properly reflected in the Award. 

c. why enterprise bargaining has failed to deliver a fair wage for aged care 

workers. 

d. the findings and observations of the Royal Commission into Aged Care 

Quality and Safety; 

e. the nature of the Aged Care industry; 

f. the employment conditions in the Aged Care industry; the changes in the 

nature of work and skills required in the Aged Care industry over time;  

g. the need for recognition of the nature of work and skills required in the Aged 

Care industry; 

h. the need for an enhanced career path for personal care workers in the Aged 

Care industry; 

i. the industrial history and history of wage fixation of the Aged Care industry; 

j. the major trends and recent developments in the industry (including in 

bargaining) and how it impacts on the employees the Union represents;  

k. the undervaluation of the work performed in the Aged Care industry; 

l. the nature collective bargaining in the Aged Care industry; 

  the importance of social inclusion through workforce participation; 

m. the need to increase the attraction and retention of employees in the Aged care 

sector; 

n. productivity, employment costs and the regulatory burden; 

o. the need to ensure a simple, sustainable easy to understand modern award 

system; and 

p. benefits of the application to the national economy.  
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Site Visits  

 

8. The Applicants will propose site visits to evidence: 

a. The conditions under which work is performed for employees covered by the 

Aged Care Award;  

b. the nature of work and duties in the Aged Care industry; 

c. the skills required to perform work in differing roles in the Aged Care 

industry; and 

d. the responsibility involved in performing work in the Aged Care industry. 

 

Expert Evidence 

 

9. In accordance with the directions, a short outline of the nature of the evidence of each 

of the experts is set out below. The reports prepared by the experts to be called by 

the Applicants are not yet complete and so the outline below is necessarily subject to 

the provision of those reports. 

10. The HSU intends to call the following expert witnesses: 

 

a. Professor Kathleen Eagar, University of Wollongong; 

b. Professor Sara Charlesworth, RMIT; 

c. Professor Gabrielle Meagher, the University of Sydney; and 

d. Professor Susan Kurrle, the University of Sydney.  

 

Professor Kathleen Eagar, University of Wollongong 

 

11. Professor Eagar will give expert evidence in relation to (without limitation) the 

changes in the health care needs of residents living in residential aged care and the 

resulting changes in the skills of workers covered by the Aged Care Award.  

 

Distinguished Professor Sara Charlesworth, RMIT 

 

12. Professor Sara Charlesworth will give expert evidence in relation to (without 

limitation) the history of personal care work in residential settings in Australia, the 
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gendered undervaluation of work performed by personal carer workers and the 

changes in the types of skill used and required by personal care workers in residential 

aged care.  

 

Professor Gabrielle Meagher, the University of Sydney 

 

13. Professor Meagher will give expert evidence on (without limitation) the changes in the 

nature of work and skills required in the Aged Care industry, as the result of increasing 

frailty in the resident population and shifting norms of care towards more 

individualised, less institutionalised models. She will also give evidence on the gender-

based undervaluation of the industry, which has a female dominated workforce 

undertaking care work.  

 

Professor Susan Kurrle, the University of Sydney. 

 

14. Professor Susan Kurrle will give expert evidence on (without limitation) the changes 

in the nature of work and skills required in the Aged Care industry, the changes in 

quality standards and metrics, and the changes in technology and information systems 

in aged care. 

 

 Australian Nurses and Midwives Federation (ANMF) 

 

15. The ANMF will bring evidence from: 

a. approximately 6 to 10 members covered by the Aged Care Award primarily 

from Queensland and Victoria. It is anticipated the statements will cover the 

matters outlined at paragraph 3 above. 

b. 2 to 5 members covered by the Nurses Award 2010;  

c. 3 to 6 union officials (ANMF’s Union Official Evidence).  

  

(together, the ANMF’s Evidence) 

 

16. The ANMF’s Union Official Evidence is likely to cover:   

a. the ANMF’s membership working in aged care, including the demographics 

and characteristics of those workers; 
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b. the relevant award coverage and industrial history; 

c. the job titles of workers affected by the application; 

d. the history of award making and any previous work value assessments 

conducted; 

e. the extent of enterprise agreements in the sector; 

f. comparative wage data, between the Award, enterprise agreements in private 

sector aged care and public sector wages and conditions; 

g. relevant survey data and research conducted by or on behalf of the ANMF, 

including in relation to workload and challenges of working in the aged care 

sector; 

h. observation about how the nature of work and level of skill and responsibility 

has changed in the aged care sector over time; 

i. changes to models of care and the environment in which care is delivered; 

j. the increased complexity of needs and acuity of older people in residential 

aged care; 

k. the diversity of older people accessing aged care services; 

l. the difficulties of bargaining in the sector, including the high levels of casual 

and part-time employment, low hours contracts, female dominated industry, 

structure of workplaces and rostering, impact of insecure work; 

m. the effects of COVID-19 on bargaining; 

n. the long-term changes to how work is performed as a result of COVID-19; 

o. qualifications and training required to work in aged care, changes to content 

of training and changes to expected qualifications and training to work in the 

sector; 

p. the evidence provided by the ANMF to the Royal Commission into Aged Care 

Quality and Safety; 

q. the findings and recommendations of the Royal Commission; 

r. how Government funding has failed to flow to wages and the lack of 

transparency and accountability; 

s. regulation of the sector; 

t. the impact of gender on work value assessment; 

u. the connection between providing decent wages and conditions and the 

delivery of quality and safe care; 

v. the importance of this claim to the ANMF and its membership; 
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w. the need for the value of the work of employees in the aged care sector to be 

properly reflected in the Award; 

x. the need for an enhanced career path for personal care workers in the aged care 

sector; 

y. the undervaluation of the work performed in the aged care sector; 

z.  the importance of social inclusion through workforce participation; 

aa. the need to increase the attraction and retention of employees in the aged care 

sector; 

bb. productivity, employment costs and the regulatory burden; 

cc. the need to ensure a simple, sustainable easy to understand modern award 

system; and 

dd. benefits of the application to the national economy.  

 

United Workers’ Union (UWU) 

 

17. The UWU intends to bring evidence from 2 to 3 employees (per state) covered by the 

Aged Care Award from South Australia, Queensland and Western Australia. They will 

also bring evidence from 1 to 2 witnesses in the Northern Territory. The evidence 

provided by these witnesses is expected to cover the topics detailed at paragraph 3 of 

this outline. 

 

18. The UWU also intends to bring evidence from 2 to 3 union officials which will cover 

the topics outlined in paragraphs 6 to 7 of this outline.   
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IN THE FAIR WORK COMMISSION 

 

 

 
AM2020/99 

 
Fair Work Act 2009 

 
s.158—Application to vary or revoke a modern award 

 

 
Aged Care Award 2010  

 

 

DRAFT ORDERS 

 

The Applicants propose the following draft orders: 

1. The Applicants and other union parties to file evidence and submissions by 1 April 

2021; 

2. Employers and Employer Associations to file evidence and submissions by 1 July 

2021; and 

3. The Applicants and other union parties to file evidence and submissions in reply by 1 

September 2021. 
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From: Nick White <nwhite@gordonlegal.com.au>  
Sent: Wednesday, 24 March 2021 3:56 PM 
To: AMOD <AMOD@fwc.gov.au> 
Subject: AM2020/99 - Application by Health Services Union & Ors 
 
Dear Sir/Madam 
 
In accordance with the President’s Statement dated 18 March 2021 (Re Aged Care Award 2010 
[2021] FWC 1485) at [6], please find attached the variation sought to the directions dated 18 
December 2020. 
 
We refer to the correspondence from the United Workers Union (“UWU”) dated 24 March 2021, 
which was posted earlier today on the Commission’s dedicated Major Cases webpage for this 
matter. While the proposed variation is intended to conform with the position set out in that 
correspondence, please note that we have not been able to obtain the UWU’s agreement or 
otherwise to the terms of the proposed variation before the time for compliance with the 
Commission’s direction today. 
 
Regards 
 
 
Nick White 
Senior Associate 
Accredited Specialist (Workplace Relations)  
 

 
 

Level 22, 181 William Street 
Melbourne VIC 3000 
T:  +61 (3) 9603 3035 
F:  +61 (3) 9603 3050 
DX: 39315 Port Melbourne 
E:  nwhite@gordonlegal.com.au 
W: www.gordonlegal.com.au 
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Lodged by: Telephone: (03) 9603 3035 
Australian Nursing and Midwifery Federation  
Address for Service: Fax: (03) 9603 3050 
Level 22, 181 William Street, Melbourne VIC 3000 Email: nwhite@gordonlegal.com.au 

 

IN THE FAIR WORK COMMISSION 
 
 
Matter No.:  AM2020/99 
Re Application by: Health Services Union and others 
 
 
 

 
 

PROPOSED VARIATION TO THE 
DIRECTIONS DATED 18 DECEMBER 2020 

 
 

 
 
The following variations are sought to the directions dated 18 December 2020 in relation to 
the application to vary the Aged Care Award 2010 (AM2020/99). 
 

“The Commission notes that, in accordance with the recommendation of the Royal 
Commission into Aged Care Quality and Safety, the Australian Nursing and Midwifery 
Federation (“ANMF”) and the United Workers Union (“UWU”) will seek to collaborate 
with the other union parties, the Australian Government and employers with a view to 
varying the wage rates in the Aged Care Award 2010, the Social, Community, Home Care 
and Disability Services Industry Award 2010 and the Nurses Award 2010 to: 
 

a. reflect the work value of aged care employees in accordance with section 158 of the 
Fair Work Act 2009, and/or 

b. seek to ensure equal remuneration for men and women workers for work of equal or 
comparable value in accordance with section 302 of the Fair Work Act 2009. 

 
The following directions are made in relation to the application to vary the Aged Care 
Award 2010 (AM2020/99). 
 
1. The ANMF will file an application to vary the Nurses Award 2010 and the UWU will 

file an application to vary the Social, Community, Home Care and Disability Services 
Industry Award 2010 by 4pm on Monday 17 May 2021. 
 

2. The ANMF will file any agreed position involving union parties, employers and/or 
the Australian Government in relation to proposed variations to the Aged Care Award 
2010, the Social, Community, Home Care and Disability Services Industry Award 
2010 and the Nurses Award 2010, as recommended by the Royal Commission into 
Aged Care Quality and Safety, by 4pm on Friday 11 June 2021. 
 

3. The applications to vary the Aged Care Award 2010 (AM2020/99), the Nurses Award 
2010 and the Social, Community, Home Care and Disability Services Industry Award 
2010 will be listed for Mention on a date to be fixed on or after Friday 25 June 2021. 
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4. The applications to vary the Nurses Award 2010 and the Social, Community, Home 
Care and Disability Services Industry Award 2010, and any agreed position, should 
be sent to amod@fwc.gov.au. 
 

5. The parties are granted liberty to apply to vary the above directions. 
 

6. The directions dated 18 December 2020 are set aside.” 

 
 

24 March 2021 
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From: Max Resic <Max.Resic@unitedworkers.org.au>  

Sent: Thursday, 1 April 2021 3:40 PM 

To: Chambers - Ross J <Chambers.Ross.j@fwc.gov.au>; AMOD <AMOD@fwc.gov.au> 

Cc: Ben Redford <Ben.Redford@unitedworkers.org.au> 

Subject: AM2020/99 - Application to vary the Aged Care Award 2010  

 

Dear Associate  

 

The UWU wishes to file an outline of submissions and associated witness statements in accordance 

with the directions issued by the Fair Work Commission on 18 December 2020 in relation to the HSU 

application to vary the Aged Care Award 2010.  

 

Please find attached:  

 

1. The UWU Outline of Submissions  
 

2. Witness Statements: 
 

a. Judeth Anne Clarke, Personal Care Worker (Western Australia); 
 

b. Geronmina Ortillano Bowers, Personal Care Worker (Western Australia); 
 

c. Tracey Anne Colbert, Food Services Assistant, (South Australia); 
 

d. Sandra Kim Hafnagel, Personal Care Worker (Queensland); 
 

e. Ross Evan Heyan, Client Services Assistant/Administration Assistant (Queensland); 
and  

 
f. Lyndelle Anne Parke, Community Personal Care Worker (Northern Territory). 

 

Please do not hesitate to contact us if you have any questions.  

 

Kind regards 

 

Max Resic 

Industrial Officer | Victoria 

United Workers’ Union 
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FAIR WORK COMMISSION  

MATTER No. AM2020/99 

S 158 – APPLICATION TO VARY OR REVOKE A MODERN AWARD (AGED CARE 

AWARD 2010) 

 

 

OUTLINE OF SUBMISSIONS  

 

 

1. On 12 November 2020 an application was filed in the Fair Work Commission (FWC) 

pursuant to section 158 of the Fair Work Act 2009 (the Act) seeking determinations to 

vary the Aged Care Award 2010 (the Aged Care Award) including with respect to 

modern award minimum wages on work value grounds. On 19 November 2020 the 

Health Services Union (HSU) and others filed an amended application seeking 

determinations to vary the Aged Care Award, including with respect to modern award 

minimum wages on work value grounds (the Aged Care Award application). 

 

2. The United Workers’ Union (UWU) makes these submissions in support of the Aged 

Care Award application. Together with these submissions, UWU has also filed witness 

statements as follows: 

 

(a) Judeth Anne Clarke, Personal Care Worker (Western Australia); 

 

(b) Geronmina Ortillano Bowers, Personal Care Worker (Western Australia); 

 

(c) Tracey Anne Colbert, Food Services Assistant, (South Australia); 

 

(d) Sandra Kim Hafnagel, Personal Care Worker (Queensland); 

 

(e) Ross Evan Heyan, Client Services Assistant/Administration Assistant 

(Queensland); and  

 

(f) Lyndelle Anne Parke, Community Personal Care Worker (Northern Territory). 

 

3. UWU has had the opportunity to read a draft of an outline of submissions intended to be 

filed by HSU in this matter. The submissions made by UWU herein are intended to be 

supplementary to the submissions of the HSU. 

 

4. UWU has also had the opportunity read a draft of an outline of submissions intended to 

be filed by Australian Nursing and Midwifery Federation (ANMF) in this matter (the 

ANMF submissions). Matters raised by that outline of submissions are dealt with 

below. 

 

5. On 16 March 2021 solicitors for ANMF sent correspondence to the FWC regarding the 

Nurses Award 2010 (the Nurses Award) which foreshadowed its intention to file an 
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application pursuant to section 158 and/or 302 of the Act with respect to the Nurses 

Award that is similar in nature to the Aged Care Award application (the Nurses Award 

application). 

 

6. On 24 March 2021 UWU sent correspondence to the FWC in relation to the Social, 

Community, Home Care and Disability Services Industry Award 2010 (the SCHADS 

Award) which foreshadowed its intention to file an application pursuant to sections 158 

and/or 302 of the Act with respect to the SCHADS Award that is similar in nature to the 

Aged Care Award application (the SCHADS Award application). 

 

7. In their correspondence, and in the ANMF submissions, ANMF also refer to 

recommendations made by the Royal Commission into Aged Care Quality and Safety 

(the Royal Commission). The Royal Commission made a range of findings and 

recommendations relevant to this application, including: 

 

(a) That a wages gap exists between aged care workers and workers performing 

equivalent functions in the acute health sector; 

 

(b) That “providers, unions and the Australian Government must work together to 

improve pay for aged care workers”; 

 

(c) That the Aged Care Application presently before FWC should not be confined 

to the Aged Care Award, but should encompass Awards covering aged care 

workers in nursing and home care; 

 

(d) That the chances of success of such an application are significantly increased 

if FWC is presented with an agreed position involving unions, employers and 

the principal funder, the Australian Government; and 

 

(e) That the reconstituted Aged Care Workforce Council will be well placed to 

encourage this cooperative approach. 

 

8. In their correspondence and in their submissions, ANMF confirms it has written to the 

Chief Executive Officer of the Aged Care Workforce Council, requesting that it convene 

urgent collaboration between employers, Unions and the Australian Government in line 

the recommendation of the Royal Commission. UWU confirms it has sent similar 

correspondence to the Aged Care Workforce Council and is optimistic these discussions 

will ensue in April 2021. 

 

9. In the ANMF submissions, ANMF also indicates that “subject to any collaboration with 

the Australian Government, employers and other employee organisations, the ANMF 

proposes to make an application under section 158 of the Act in respect of the Aged 

Care Award 2010, predicated on the Royal Commission’s report, by 17 May 2021”. 

  

10. Accordingly, it appears possible that at a future time, the Commission may have before 

it: 
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(a) an application pursuant to section 158 in relation to the Aged Care Award, made 

by HSU and others (the Aged Care Award application); 

 

(b) another application pursuant to section 158 in respect to the Aged Care Award, 

made by ANMF; 

 

(c) an application pursuant to sections 158 and / or 302 in respect of the Nurses 

Award, made by ANMF (the Nurses Award application); and  

 

(d) an application pursuant to sections 158 and / or 302 of the Act in respect of the 

SCHADs Award, made by UWU (the SCHADS application). 

 

11. It is also likely that during in or about April 2021 a dialogue will occur between Unions, 

employers and Government in relation to the Aged Care application and the applications 

foreshadowed in relation to the other Awards, which would, if it occurs, be directly 

relevant to the matters raised by the Aged Care application. 

 

12. On this basis UWU notes that: 

 

(a) this outline of submissions is intended to be a brief outline of reasons for the 

UWU’s support of the Aged Care Award application, and supplementary to the 

submissions filed by HSU;  

 

(b) the lay witness statements filed by UWU together with this outline are intended 

to provide a sample of the matters which evidence the justification of the 

increases to minimum wages sought by the Aged Care Award application on 

work value grounds; 

 

(c) given the likelihood of several other applications which relate to these matters, 

and collaborative discussions between Unions, employers and Government, it 

is possible UWU may seek leave to file further material in relation to the Aged 

Care Award application which may include or relate to: 

 

(i) further matters relating to the necessity that the FWC make a 

determination varying the Aged Care Award to increase minimum wage 

rates in that Award, justified by work value reasons; and/or 

 

(ii) the history and development of the Aged Care Award and the other 

Awards referred to; and/or 

 

(iii) matters arising from the collaboration between Unions, employers and 

Government; and/or 

 

(iv) the relativity, if any, between wage rates for work performed in the aged 

care sector under the Nurses Award, the SCHADS Award and the Aged 

Care Award; and/or 
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(v) similarities in work value with respect to work performed in the aged care 

sector under the Nurses Award, the SCHADS Award and the Aged Care 

Award; and/or 

 

(vi) any other matter relevant to this application which arises from the impact 

of concurrent applications with respect to the other Awards referred to. 

 

INTRODUCTION  

 

13. The minimum wage rates provided for in the Aged Care Award are inadequate in that 

they do not reflect the nature of work, the level of skill and responsibility involved in the 

work and conditions under which the work is performed by aged care employees 

whose work falls within the coverage of the Aged Care Award. 

 

14. The current minimum wage rates provided for in the Aged Care Award significantly 

undervalue the work of aged care employees. To rectify this undervaluation, the Award 

should be varied as follows: 

 

(a) to provide for an increase to wages of 25 per cent for all classification levels in 

the Award; and  

 

(b) a variation to the classification structure in Schedule B of the Award to provide 

for an additional pay level for personal care workers who have undertaken 

specialised training in a specific area of care and use those skills.  

 

15. For the reasons that follow, these variations are:  

 

(a) justified by work value reasons as per section 157(2)(a) of the Act; and  

 

(b) necessary to make outside the four-year review process to achieve the modern 

awards objective as outlined in section 134 and as per section 157(2)(b) of the 

Act. 

 

16. These variations to the Award will ensure its minimum rates and classification structure 

provides an appropriate standard of remuneration for aged care employees that 

accurately reflect the work they do.   

 

LEGISLATIVE FRAMEWORK 

 

17. UWU is entitled to represent the industrial interests of aged care employees working in 

residential aged care covered by the Aged Care Award. UWU is also entitled to 

represent the industrial interests of some aged care employees working in home care 

covered by the SCHADS Award and the Nurses Award. 
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18. In the Re Four Yearly Review of Modern Award – Preliminary Jurisdictional Issues1 

(Jurisdictional Issues Decision), the Full Bench made clear that if a party seeks a 

significant change to a provision in a modern award it must be supported by a 

submission which addresses the relevant legislative provisions and be accompanied by 

probative evidence properly directed to demonstrating the facts supporting the proposed 

variation.2  

 

19. In determining whether FWC should make a determination to vary the Award under 

section 157(2) of the Act, it must be satisfied that:  

 

(a) the variation is justified by work value reasons;  

 

(b) it is necessary to make the variation outside the system of annual wage reviews 

to achieve the modern awards objective;  

 

(c) the varied minimum wages are necessary to achieve the modern awards 

objective; and  

 

(d) the variation is necessary to establish and maintain a safety net of fair minimum 

wages, taking into account the minimum wages objective. 

THE AGED CARE SECTOR AND THE WORK PERFORMED 

20. The Aged Care Award covers work performed in Australia by employees working in the 

aged care industry, meaning work associated with the provision of accommodation and 

care services for aged persons in a hostel, nursing home, aged care independent living 

units, aged care serviced apartments, garden settlement, retirement village or any other 

residential accommodation facility. 

 

21. Work performed by employees providing aged care to persons outside of a residential 

aged care facility, such as the provision of aged care in a person’s home is not covered 

by the Aged Care Award. 

 

22. The Aged Care Award provides for a classification structure at Schedule B of the Award. 

The conceptual structure of the classification structure describes work in three streams:  

 

(a) General and administrative services: such as cleaner, laundry worker, 

gardener, maintenance, receptionist, payroll clerk, interpreter 

 

(b) Food services: such as cook, chef; and  

 

(c) Personal care: personal care worker (PCW). 

 

1 [2014] FWC 1788. 
2 Ibid at [23].  
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23. Work covered by the Aged Care Award by people in roles such as those described in 

[22] includes: 

 

(a) assisting residents with personal care and hygiene, such as showering and 

dressing; 

 

(b) assisting residents with mobility; 

 

(c) assisting residents with feeding;  

 

(d) assisting residents with medication; 

 

(e) assisting with pressure area and skin care; 

 

(f) assisting residents with additional care needs such as those with dementia and 

/ or in palliative care; 

 

(g) assisting with reablement and therapies; 

 

(h) assisting with assessments and care planning;  

 

(i) providing emotional and social support to residents; 

 

(j) monitoring/observation of resident behaviour and undertaking care 

documentation; 

 

(k) communicating with families about the status / welfare of the resident; 

 

(l) assisting with recreation and activities;  

 

(m) facility services, including cleaning, maintenance, repairs; and  

 

(n) preparing and cooking food; dispensing and serving food. 

 

24. About 87 per cent of people employed in the aged care sector are women. The median 

age of workers employed in the industry is 46 years of age.3 

 

25. About two thirds of people engaged in the aged care sector hold a certificate three 

qualification, or a higher qualification, such as a certificate IV in Ageing Support.4 

WORK VALUE REASONS 

 

26. ‘Work value reasons’ is defined at s 157(2A) FW Act as:   

 

3 Commonwealth of Australia as represented by the Department of Health, 2016 National Aged Care 
Workforce Census and Survey – The Aged Care Workforce, 2016, March 2017, page 72 – 75. 
4 Ibid, page 79. 
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“Work value reasons are reasons justifying the amount that employees should be paid 

for doing a particular kind of work, being reasons related to any of the following:  

 

(a) the nature of the work;  

 

(b) the level of skill or responsibility involved in doing the work;  

 

(c) the conditions under which the work is done.” 

 

27. The factors included in a 157(2A) are consistent with the historical considerations which 

have informed work value assessments by current and previous industrial tribunals that 

call for the exercise of broad judgement.5 

 

28. In Re Pharmacy Industry Award 2019,6 the Commission stated the following in relation 

to the ‘work value reasons’ in s 157(2A): 

 

(a) the definition of ‘work value reasons’ requires only that the reasons justifying the 

amount to be paid for a particular kind of work be ‘related to any of the following 

matters set out in paragraphs (a)-(c);7 

 

(b) the Commission is to exercise a broad and relatively unconstrained judgment 

as to what may constitution work value reasons and is open to considerations 

which have been taken into account in previous work value cases under differing 

past statutory regimes;8  

 

(c) even if the jurisdictional prerequisites in s 157(2) are satisfied, it remains the 

case that the Commission must ensure that the inclusion of the varied minimum 

wages are necessary to achieve the modern awards objectives and the 

minimum wage objectives;9  

 

(d) assessing how work value ought to be assessed in monetary terms via making 

comparisons with other wages and work requirements within the award, and in 

other awards, provided such comparisons are fair, proper and reasonable in the 

circumstances;10 and   

 

(e) the appropriateness of minimum pay alignments between the awards under 

consideration and the Metal Industry Award between classifications with 

equivalent training and qualification levels.11  

 

5 Equal Remuneration Decision 2015 [2015] FWCFB 8200 at [280].  
6 [2018] FECFB 7621.  
7 Ibid at [165]. 
8 Ibid at [167] – [168].  
9 Ibid at [169]. 
10 Ibid at [160].  
11 Ibid at [161].  
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29. The variation sought by the Aged Care Award application with respect to modern award 

minimum wages is justified by reasons associated with the conditions under which the 

work is done (section 157(2A)(c): 

 

(a) Over recent decades the evolution of the Australian aged care system has 

resulted in a significant increase in the level of care (including complex care) 

required to be provided by people whose work is covered by the Aged Care 

Award;  

 

(b) Some of the drivers of this evolution include matters such as:  

 

(i) the provision of more intensive care service for older people in home and 

the increase of support available in the community; 

 

(ii) an attempt to provide older Australians with opportunities to remain in one 

location as their care needs increase – to ‘age in place’; 

 

(iii) an increase in the age of aged care residential care residents. 

 

(c) As a result, a higher proportion of aged care residents present with acute care 

needs. The recent Final Report of the Royal Commission found: 

 

“With the increase in the availability of support in the community, the average 

frailty of people receiving permanent residential aged care has increased 

significantly in recent years. Since 2009, the proportion of people with high care 

needs has generally increased in each care domain under the Aged Care 

Funding Instrument. The biggest overall change was in complex health care, 

which rose from 13% in 2009 to 61% in 2016, and then fell to 52% in 2019. This 

fall followed changes to the rating method for complex health care that applied 

from January 2017.143 In 2019, some 31% of permanent residents were 

classified as having the highest care needs in all three care domains: activities 

of daily living, cognition and behaviour, and complex health care. Some 85% of 

all permanent residents were classified as having the highest care needs in at 

least one of the three care domains.”12 

 

(d) This significant increase in the complex care needs of residents of aged care 

facilities (around a four-fold increase in just over a decade) has transformed the 

conditions under which work which is covered by the Aged Care Award is 

performed across all areas of the Award’s coverage. 

 

30. The variation sought by the Aged Care Award application with respect to modern award 

minimum wages is justified by reasons associated with the nature of the work (section 

157(2A)(a)) including as follows: 

 

12 Royal Commission into Aged Care Quality and Safety, Final Report: Care Dignity and Respect, 
“Volume 2 (The Current System)”, page 22. 
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(a) People whose work is covered by the Aged Care Award are expected to respond 

to more acute care needs by adopting and applying philosophies such as 

reablement, the household model of care, resident-choice centred care - which 

is a definable change in the nature of the work; 

 

(b) Changes in workplace structure mean that people whose work is covered by the 

Aged Care Award are likely to be working in an environment where there is less 

medical expertise on site – in the form of Doctors or nurses –to assist if 

necessary, at the same time as residents are presenting with relatively higher 

caring and medical needs;13 

 

(c) Corporate changes, and changes in workplace structure in the aged care sector 

have also resulted in a reduction in the ratio of staff to residents, resulting in 

more challenging workloads and environmental stress; 

  

(d) The changes mentioned in (b) mean people whose work is covered by the Aged 

Care Award are more likely to be involved in the dispensation of medicine and 

medical attention than was the case in the past; 

 

(e) Changes in the regulatory environment, such as the updated Aged Care Quality 

Standards have resulted in significant changes in the manner in which an 

approved aged care provider facility must be administered, and persons whose 

employment is covered by the Aged Care Award now work within the 

environment of that higher level regulatory environment; and  

 

(f) There is a growing reliance on new technology in the delivery of aged care, and 

people whose employment is covered by the Aged Care Award are required to 

navigate that technology in the course of their work. Many providers are now 

using electronic clinical systems which monitor clinical needs, electronic care 

plans, digital record access technology, Telehealth and Telecare, electronic 

surveillance and emergency alert devices as well as electronic administrative 

systems such as payroll and financial accounting systems. Technological 

advances have also meant that more complex and advanced mobility 

equipment is also a key feature of the work environment. 

 

31. The variation sought by the Aged Care Award application with respect to modern award 

minimum wages is justified by reasons associated with the level of skill or responsibility 

involved in performing the work (section 157(2A)(b) including as follows: 

 

(a) The evolution of the sector (see [29] above) in recent decades means the skill 

and responsibility associated with work performed by people whose work is 

covered by the Aged Care Award has enhanced to include: 

 

13 https://agedcare.royalcommission.gov.au/sites/default/files/2021-03/final-report-executive-
summary.pdf page 63.  
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(i) practical skills associated with providing care to residents presenting with 

acute needs, such as those associated with providing assistance with 

personal care and hygiene, mobility, feeding and reablement, recreation; 

 

(ii) work process skills associated with providing care to residents with acute 

needs, including interacting and relating, communicating verbally & non-

verbally, negotiating boundaries, connecting across cultures, monitoring 

and guiding reactions, and effectively judging impacts of actions; 

 

(iii) social and work process skills such as those associated with providing 

emotional and social support to residents with acute needs; 

 

(iv) skills associated with greater responsibility for assessing and responding 

to medical needs and the dispensation of medication; 

 

(v) skills associated with providing care to residents presenting with 

specialist care needs, such as dementia and palliative care; 

 

(vi) skills associated with communicating effectively with families about the 

status or welfare of the residents, including cross cultural communication;  

 

(vii) skills associated with dealing with new technology; 

 

(viii) skills associated with dealing with a more complex regulatory 

environment; and  

 

(ix) the rapid mobilisation and deployment of complex combinations of the 

above skills throughout the workday to respond to changing resident 

needs. 

 

(b) Work performed within the coverage of the Aged Care Award involves a high 

degree of what FWC described in the Equal Remuneration Case as “caring 

work”14 - skills that can also be described as “social and work process skills”.  

 

(i) In the ERO Decision FWC found that “the characterisation of work as 

caring work can disguise the level of skill and experience required and 

contribute, in a general sense, to a devaluing of the work”, and “because 

caring work in this context has a female characterisation, to the extent 

that work in the industry is undervalued because it is caring work, the 

undervaluation is gender-based.”; and   

 

(ii) Precisely the same thing can be said in relation to aged care. 

 

(c) These considerations are relevant to an application made pursuant to section 

157(2) and should be given regard to.15 

14 Equal Remuneration Case [2011] FWAFB 2700 at [253].  
15 ERO Decision 2015 at [292]. 
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THE MODERN AWARDS OBJECTIVE 

 

32. The Modern Awards Objective is set out at section 134(1) of the Act: 

 

(a) relative living standards and the needs of the low paid; and 

 

(b)  the need to encourage collective bargaining; and 

 

(c) the need to promote social inclusion through increased workforce participation; 

and 

 

(d) the need to promote flexible modern work practices and the efficient and 

productive performance of work; and 

 

(da)  the need to provide additional remuneration for: 

 

i. employees working overtime; or 

 

ii. employees working unsocial, irregular or unpredictable hours; or 

 

iii. employees working on weekends or public holidays; or 

 

iv. employees working shifts; and 

 

(e) the principle of equal remuneration for work of equal or comparable value; and 

 

(f) the likely impact of any exercise of modern award powers on business, including 

on productivity, employment costs and the regulatory burden; and 

 

(g)  the need to ensure a simple, easy to understand, stable and 

sustainable modern award system for Australia that avoids unnecessary overlap 

of modern awards; and 

 

(h) the likely impact of any exercise of modern award powers on employment 

growth, inflation and the sustainability, performance and competitiveness of the 

national economy 

 

33. In the Jurisdictional Issues Decision, the Full Bench considered the relevance of section 

134 of the Act and stated: 

“No particular primacy is attached to any of the s 134 considerations and not all of the 

matters identified will necessarily be relevant in the context of a particular proposal to 

vary a modern award.”16 

34. In addition, the Full Bench indicated that: 

 

16 [2014] FWC 1788 at [32]. 
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“…the Commission’s task is to balance the various considerations and ensure that 

modern awards, together with the NES, provide a fair and relevant minimum safety net 

of terms and conditions.”17 

 

35. The Full Bench in 4 yearly review of modern awards – Real Estate Industry Award 2010 

found that where the wage rates in modern awards have not previously been the subject 

of a proper work value consideration, there can be no implicit assumption that at the 

time the award was made its wage rates were consistent with the modern award 

objectives.18 

 

36. The factors set out in section 134 of the Act weigh substantially in favour of the need to 

increase minimum wages in the Aged Care Award, to ensure a fair and relevant 

minimum safety net of terms and conditions: 

 

(a) It is likely workers covered by the Aged Care Award are “low paid” and 

experience relative living standards aligned to low remuneration19. The increase 

of minimum wage rates in the Aged Care Award would improve the living 

standards of the low paid;  

 

(b) There are significant challenges in the aged care sector in relation to enterprise 

bargaining20. The increases sought in Award minimum wages would encourage 

collective bargaining in the sector, because a fairer and more relevant safety 

net would provide industrial parties with a realistic basis from which to engage 

in collective bargaining around productivity and quality service delivery and 

improvements in conditions of employment; 

 

(c) An increase in minimum wages in this sector would increase workforce 

participation in a sector where workforce retention is a significant issue (such 

issue being one of significant societal importance in an essential industry in a 

community with an aging population); 

 

(d) An increase in minimum wages in this sector would promote the efficient and 

productive performance of work. Work in this sector is emotionally and 

physically challenging, but it is low paid. It is only logical that low wages results 

in low productivity within such a challenging environment and wage rates which 

properly reflect the value of the work would improve job satisfaction and 

productivity; 

 

(e) The workforce in aged care is a predominantly feminised workforce and the 

work is afflicted by a traditional undervaluation, contributed to by the 

undervaluation of what is sometimes described as “caring work”, and the 

exercise of social and work process skills such as those associated with 

providing emotional and social support to residents with acute needs. An 

17 Ibid at [33]. 
18 [2017] FWCFB 3543 at [80].  
19 See United Voice; The Australian Workers’ Union of Employees, Queensland [2011] FWAFC 2633. 
20 Ibid at [21] – [22]. 
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increase in minimum wages in the Aged Care Award is consistent with the 

principle of equal remuneration for work of equal or comparable value; and  

 

(f) Paying workers who are engaged in the care and welfare of the elderly, in 

community with an aging population will have significant societal and economic 

benefits. 

THE MINIMUM WAGES OBJECTIVE 

37. When setting, varying or revoking a modern award minimum wages, FWC is also 

required to take into account the minimum wages objective as outlined in section 284 of 

the Act in the following terms:  

(1) The FWC must establish and maintain a safety net of fair minimum wages, taking 

into account: 

(a) the performance and competitiveness of the national economy, including 

productivity, business competitiveness and viability, inflation and employment 

growth; and 

 

(b) promoting social inclusion through increased workforce participation; and 

 

(c) relative living standards and the needs of the low paid; and 

 

(d) the principle of equal remuneration for work of equal or comparable value; 

and 

 

(e) providing a comprehensive range of fair minimum wages to junior 

employees, employees to whom training arrangements apply 

and employees with a disability. 

This is the minimum wage objective.  

38. Section 284(2) of the Act sets out when the minimum wages objective applies: 

 

(2) The minimum wages objective applies to the performance or exercise of: 

 

(a) the FWC's functions or powers under this Part; and 

 

(b) the FWC's functions or powers under Part 2-3, so far as they relate 

to setting, varying or revoking modern award minimum wages. 

Note: The FWC must also take into account the objects of this Act and any other 

applicable provisions. For example, if the FWC is setting, varying or 

revoking modern award minimum wages, the modern awards 

objective also applies (see section 134).21 

21 Section 284(2) of the Act. 
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39. The meaning of the modern award minimum wages is defined at s 284(3) of the Act: 

“Meaning of modern award minimum wages 

(3) Modern award minimum wages are the rates of minimum wages in modern 

awards, including: 

 

(a) wage rates for junior employees, employees to whom training     

arrangements apply and employees with a disability; and 

 

(b) casual loadings; and 

 

(c) piece rates. 

 

40. The Act also defines the meaning of setting and varying modern award minimum wages 

at section 284(4): 

 

(4) Setting modern award minimum wages is the initial setting of one or more new modern 

award minimum wages in a modern award, either in the award as originally made or 

by a later variation of the award. Varying modern award minimum wages is varying the 

current rate of one or more modern award minimum wages. 

 

41. The underlying feature of the minimum wages objective is the requirement to establish 

and maintain a safety net of fair minimum wages. As highlighted by FWC in the Equal 

Remuneration Order (ERO Decision):22  

“We consider, in the context of modern awards establishing minimum rates for various 

classifications differentiated by occupation, trade, calling, skill and/or experience, that 

a necessary element of the statutory requirement for ‘fair minimum wages’ is that the 

level of those wages bears a proper relationship to the value of the work performed by 

the workers in question.23” 

42. The modern awards regime in the Act involves the establishment of minimum wages which 

account for the work value reasons. If it is considered that the minimum rates in any 

modern award does not properly take into account the value of the work performance then 

an application may be made to the Commission in the circumstances prescribed under 

section157 of the Act. 

 

43. The variation sought to increase minimum wages under the Aged Care Award is consistent 

with the minimum wage objective, based particularly on the matters submitted above in 

[29] – [31] and [36]. 

UNITED WORKERS UNION 

1 APRIL 2021 

22 Equal Remuneration Order [2015] FWCFB 8200. 
23 Ibid at [272].  
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FAIR WORK COMMISSION  

MATTER No. AM2020/99 

S 158 – APPLICATION TO VARY OR REVOKE A MODERN AWARD (AGED CARE 
AWARD 2010) 

 

WITNESS STATEMENT – GERONIMA ORTILLANO BOWERS  

 

I, Geronima Ortillano Bowers, 42 Newport Drive Dudley Park, Western Australia, 6210, 
personal care worker, state as follows: 

1. I am a member of the United Workers’ Union.  

2. I make this statement from my own knowledge, save where otherwise indicated. 

Where I refer to matters within this statement on the basis of information and belief, I 

identify the source of that information and believe those matters to be true.  

Personal Information 

3. My date of birth is 20 July 1963. 

4. I live with my daughter who is 13 years old and dependent on me.  

Employment History 

5. I have over 15 years’ experience in the aged care industry across Australia. 

6. I began working in aged care in 2006 for the Brightwater Care Group which is one of 

the leading aged care agencies in Perth, Western Australia.  

7. When I began working for Brightwater Care Group, I was employed in hospitality 

services and would do things like preparing meals and drinks for the residents at the 

residential home. I worked in hospitality services for about one year.  

8. After about one year in hospitality services, I moved into the personal care worker role 

and was earning about $19 an hour in 2007. Since then, I have worked as a personal 

care worker for Brightwater Care Group.  
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9. I am permanent part-time and work 72 hours a fortnight. My work pattern is usually 

10 shifts a fortnight with both afternoon and day shifts. I cannot work night shift 

because I must care for my daughter and I also work weekends to get the extra 

money.  

10. I have another job with a disability support provider that operates a residential house 

for teenagers with disabilities. I work about five shifts a week with the disability 

provider when I am off shift from Brightwater Care Group. I balance the two jobs to 

provide for my daughter.  

11. In my role as a personal care worker with Brightwater Care Group, I earn $25.58 per 

hour.  

12. At Brightwater Care Group I work in the Acute Dementia Ward. There are about 20 

residents who all have acute dementia in the ward and usually there are three 

personal care workers in the ward.  

13. My duties change depending on the client, but it usually includes a combination of: 

• personal care which covers tasks such as showering, dressing, toileting, 

wound care and hygiene;   

 

• medicine administration which involves making sure clients receive the 

correct medication at the right times from their Webster Packs;  

 

• companionship which involves providing company to clients at all hours of the 

day and night; and  

 

• various administration such as paperwork during shifts to monitor the client 

and make sure everything is in order as in many cases there will be multiple 

personal care workers who work with the same client at different times and 

days of the week.  

 

14. The interpersonal skills required to be a personal care worker are very high. 

Interpersonal skills like empathy, strong communication with a variety of personalities, 

positive mental attribute, time management and the ability to handle criticism. Without 
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a high level of interpersonal skills and the ability to communicate and support 

residents who needs a variety of levels of care, you cannot work in aged care. To me, 

this is the most undervalued part of my job.  

Qualifications  

15. I have a Certificate III and IV in Ageing Support, I have had these Certificates since I 

started working in aged care in 2006.  

16. At Brightwater Care Group, we get refresh training every 6 months or so on topics like 

manual handling, elder abuse and COVID-19 measures. I do not think there is enough 

training for how to manage residents with serious health illnesses. The personal care 

workers are just expected to learn what works and what does not work with residents 

as you do the job. This is why all the job advertisements state the applicant must have 

previous experience in the aged care industry.  

Changes in my Role Over Time 

Staffing Levels  

17. The nature of aged care has changed significantly since I joined the workforce in 2006. 

The main reason for this is the change in the types of elderly people that enter aged 

care and the expectation of personal care workers. 

18. In the past, aged care homes had a variety of residents who needed all different types 

of care from low care to high care. This has slowly changed over my career to where 

now people who would have in the past gone into aged care are staying at home for 

longer and the elderly that go into aged care are older and have serious mental and 

physical issues. Nearly half of all residents in aged care have serious health or 

behavioural condition like dementia and depression.  

19. Trying to care for residents with these kinds of conditions means you need to have a 

team of healthcare workers like doctors, nurses and personal care workers. However, 

the reality is that many aged care providers are short staffed, and they try to make up 

the staff shortage by hiring more personal care workers who are not properly qualified 

to take care of residents with such serious illnesses on a 24-hours a day basis. This 
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means that personal care workers are doing more than ever to assist and support 

aged care residents who have higher needs than ever before.  

20. In my residential home, there are usually three or four nurses on shift for over 145 

residents. There used to be many more nurses in the residential home but over time 

they have been replaced by more personal care workers because it is cheaper.  

Working with Dementia  

21. I work in the Acute Dementia Ward so I only care for residents with dementia. 

22. When I started in the aged care industry, there were far less residents with serious 

physical and mental illnesses. Now, there are entire wards for residents with dementia 

and many personal care workers like me only work with residents who have dementia. 

23. There is usually no specialised training for personal care workers who work with 

serious mental health conditions like dementia, we are allocated to specific wards 

based on staffing allocation not any specialised training or preference.  

24. Working with dementia is very difficult both mentally and physically. Residents with 

dementia have much higher care needs, for example: 

• they experience quick behavioural changes; 

 

• tend to break things unintentionally;  
 

• go into different rooms thinking it’s their own by accident;  
 
 

• fighting with other residents because they are confused and scared; and  
 
 

• higher mobility needs. 

25. I must always be on high alert so that residents are safe and not hurting themselves 

on top of all the other personal care work we are expected to do like showering and 

toileting which is more difficult and takes longer to do with dementia residents.   
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26. Although I do not have any specific qualifications to care for residents with dementia, 

I am expected to understand the disorder and know how to communicate with 

residents with dementia. 

27. It is made harder when we are constantly understaffed and are expected to just cover 

the job of staff who are on leave. What this means is we must do more in less time, 

which negatively impacts on the residents because we are in such a rush to get 

everything done that the quality of care is impacted. For example, the other day I was 

leaving work at the end of my shift and went to say goodbye to some of the residents, 

one of the residents started crying and asked if I could stay back a little longer just to 

have a chat because the personal care workers were so busy that no one had properly 

spoken to him all day.   

Medication administration  

28. When I started in the aged care industry, we were not directed to administer medicine 

and we began administering medication in the early 2000s.  

29. We are trained by nurses on how to administer medication to the residents. However, 

the training is always rushed and the personal care workers never feel confident or 

safe when administering medication. We are all scared because if something goes 

wrong we get in trouble and get formal warnings.  

30. Administering medication for residents with dementia is much harder than other 

residents because: 

• it takes about twice as long to administer medicine to residents with dementia;  

 

• I must explain why we are administering the medication and explain the 

different types of medicines; and  

 

• residents with dementia can get aggressive and refuse to take the required 

medicine.  

Technology  

 

31. We are now expected to use more technology than ever before as part of our jobs.  
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32. Personal care workers are directed to complete all the training refreshers online 

whereas in the past they were all taught in person by nurses in the residential aged 

care home. Many personal care workers are not good with technology, so the online 

training is very difficult because we are unable to ask questions and try the techniques 

being taught during the training course.  

33. Our employer use iPads to record all the medical information on residents and what 

medicines they need. For example, when we are doing medicine administration, we 

use the iPads to check the file on each resident and what medicines they need to take 

and when we need to administer it. We take the iPads around to each room when we 

are administering medicine.  

34. We also must know how to use computers for things like emails and filing out incident 

reports online when things go wrong.  

Reablement   

 

35. Reablement is a planned approach for residents that aims to help them re-establish 

daily living skills. Like I mentioned earlier, residents are now entering residential 

homes with higher physical and mental needs which means we must do more 

reablement work with the residents. 

 

36. In my ward, the kind of reablement work we do with residents includes teaching them 

how to use cutlery properly, how to eat their meals without assistance and use the 

toilet independently.  

37. Overall, I think the role of personal care workers has increased significantly since I 

joined the industry 15 years ago. Personal care workers are expected to take on more 

duties and responsibilities which they are not properly trained to do with more 

residents and less guidance than ever before.  

Geronima Ortillano Bowers 

 

1 April 2021  
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FAIR WORK COMMISSION  

MATTER No. AM2020/99 

S 158 – APPLICATION TO VARY OR REVOKE A MODERN AWARD (AGED CARE 

AWARD 2010) 

 

WITNESS STATEMENT – TRACEY ANNE COLBERT 

 

I, Tracey Anne Colbert, 129 Quigley Road, Clarendon, South Australia, 5157, state as follows: 

1. I am a member of the United Workers’ Union.  

2. I make this statement from my own knowledge, save where otherwise indicated. 

Where I refer to matters within this statement on the basis of information and belief, I 

identify the source of that information and believe those matters to be true. 

Personal Information  

3. My date of birth is 11 May 1965.  

4. I live in a rental property with my husband who works in a factory, our 26-year-old 

daughter and her partner.  

5. Both my daughter and her partner are dependent on my husband and me.  

Work History  

6. I have over 14 years’ experience in the aged care industry. 

7. I began working in aged care in or around 2007 for ECH Aged Care as a Food 

Services Assistant. ECH Aged Care is one of the largest not-for-profit providers of 

aged care services in Australia.  

8. Allity Aged Care bought out the residential home I work at about 5 years ago. Allity 

Aged Care has about 50 residential aged care facilities across Australia.  
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9. I have stayed employed by Allity Aged Care in the same residential home as a Food 

Services Assistant.  

10. I am currently a permanent part-time employee and work 76 hours (9 day shifts and 

2 night shifts) a fortnight.  

11. Allity Aged Care has an enterprise agreement, Allity Enterprise Agreement (South 

Australia) 2018. Under the agreement, I am classified as a ‘Hospitality Services Level 

2’ and get paid $22.86 per hour.   

12. A typical day at work for me includes:  

6:50am  • I always get to work early so the morning rush is not 

as bad.  

• My day starts with going to the main industrial kitchen 

to get all the food and drink needed for the day so that 

I can take it back to my smaller satellite kitchen in the 

ward I take care of which has about 42 to 50 residents. 

I am the only Food Services Assistant for all the 

residents in the ward.   

7:00am – 8:10am • I unload the trolley from the industrial kitchen and start 

preparing for breakfast. Breakfast involves meals like 

porridge, eggs and toast with tea or coffee.  

• Each meal is different depending on the dietary needs 

of the residents.  

• Once I have prepared the meals for the residents, I 

put the meals in trolleys outside of the kitchen for the 

personal care workers to hand out to the residents 

themselves.  

8:10am – 9:30am  • I clean the kitchen from the breakfast session.  

• My next job is to prepare the different jugs of fluid for 

the residents as they all get their own jug depending 

on their dietary requirements. The usual types of jugs 

are: 

o Water;  

1559



o Thickened fluid for residents who cannot shallow 

water or have a serious mental health condition like 

dementia; or  

o Fluid restrictions for medical reasons which are 

labelled on the jug. 

• A recent change to my role is that I now must deliver 

the jugs to residents myself because it is important not 

to mix them up. My employer decided it was easier if 

the food services assistants delivered the jugs to take 

the personal care workers out of the situation. If we 

accidentally mix up the jugs it can have serious 

consequences for the residents and even ourselves 

because we are given formal warnings which can lead 

to dismissals.   

9:30am – 10:00am  • The trolleys from breakfast come back to the kitchen 

and I must clean everything on the trolleys like the 

cutlery and plates and then replace them with clean 

ones.  

10:00am – 10:30am • I prepare morning tea which includes tea or coffee and 

a biscuit or cake for each resident.  

11:00am – 11:30am • I take my lunch break at this time but usually because 

of something going wrong in the morning or taking 

longer than it should, like a resident dropping their 

food or a staff member being off on sick leave, I must 

work into my lunch break to make up for the lost time.  

11:30am – 12:00pm  • I start preparing for lunch which includes texture-

modified meals for residents with chewing and 

swallowing difficulties, fluids and desserts which must 

be ready to go out to residents by 12:00pm.  

• The dining room is full of residents and the personal 

care workers serve it to the residents.  

12:00pm – 12:30pm  • Lunch is served to residents and I help to make sure 

everyone is happy and gets the right meals.  
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12:30pm – 1:30pm • After lunch I must stack all the trays in the trolleys, 

clean up the dining room and wash all the dishes from 

lunch.  

1:30pm – 2:00pm • I take all the dishes back to the industrial kitchen and 

restock the food and drinks.  

• If I have time, I try to take a 10-minute break after 

lunch.  

2:30pm – 3:00pm  • I start preparing for afternoon tea which includes a 

cake or biscuit with a drink like tea, coffee or a 

milkshake. The milkshake is for residents who have 

dietary issues and need more energy and protein.  

• I must hand out the afternoon tea to residents myself 

because of the drinks just like with morning tea.  

• I also must pick up all the cups and plates to clean in 

the kitchen.  

3:15pm  • The end of the day shift.  

 

13. The only difference between the day shift and night shift is that on night shift you must 

also mop and sweep the kitchen and dining room on your own.  

14. During the shift I do a lot of paperwork, for example: 

• probe all the hot food that goes to residents with a thermometer and write the 

temperature in a folder; 

• write down the temperature of the dishwasher, fridge and freezer at different 

times in the day;  

• write down all the cleaning tasks I have done for example that I have washed 

all the tablecloths and wiped down all the benches; and  

• make sure all the stock levels are up to date.  
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15. The paperwork goes in a folder and at the end of each shift my supervisor checks the 

folder to make sure I have done everything correctly. If anything is out of order or I 

miss something, I can get a formal warning or be dismissed.  

16. I also must use different technology during my shift like KRONOS to access my 

payslips and request leave, a separate mobile phone application for shift swaps and 

recently we have had to record our temperatures for COVID-19 in another application 

on my personal mobile.  

Qualifications  

17. I do not have any formal qualifications like a Certificate in Food Processing or Food 

Handling.  

18. With Allity, you do not need a Certificate unless you are a Hospitality Services Level 

4 which is a Hospitality Coordinator, Team Leader or Cook. I think that is the same 

under the Aged Care Award 2010.  

Changes in my Role Over Time  

19. The main ways my job has changed since I started working in the aged care 

industry are that I now must not only prepare but also hand out the jugs to 

residents, the increasing requirements and dietary needs of residents and the 

changes in the quality and variety of meals we are expected to prepare.  

20. In the past, we would only have to prepare food and drinks and the personal 

care workers would give the meals to the residents. This was much easier 

because we did not have to give the meals to residents directly and only had 

to prepare them the right way. Now we must provide more and more of the 

drinks and meals to residents because personal care workers do not want the 

responsibility and risks that come with it. This means that not only do we have 

to prepare the meals correctly in line with the residents’ dietary plans, but we 

also must deliver them to the residents in the same amount of time as when 

we were only preparing the meals. It obviously leads to a lot more stress and 

if we accidentally mix up the meals we are subject to disciplinary warnings and 

even dismissal.  
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21. Another issue with now having to deliver the meals is that we must interact with 

the residents much more than ever before. In the past when we were just 

making meals and cleaning up, we would have little interaction with the 

residents and could just focus on our job because the personal care workers 

delivered the meals and are trained to interact with the residents. I must now 

interact with 40 to 50 residents multiple times a day and it is never as simple 

as just putting their meals next to them and moving on to the next resident. 

The residents always want to chat because they are very lonely and have 

mental health issues, some complain about their meals and even complain 

about their health issues to me. This makes my job much harder and impacts 

me emotionally because many of the residents are severely unwell and lonely. 

Even though I am not trained the same way as a personal care worker to 

handle and support the residents, I am expected to use my interpersonal skills 

to communicate and relate to a variety of low-care and high-care residents who 

have serious mental issues like dementia and depression.  

22. In the past, residential aged care homes had a variety of residents who needed 

different types of care. This has slowly changed over my career where now 

most residents in aged care all require a very high level of care because they 

have serious mental and physical health issues. When residents have serious 

mental and physical issues, they need more specific dietary plans which 

include personal choice diets and medically prescribed diets to manage 

specific food allergies or swallowing difficulties. This means that I must now 

make more resident-specific meals and drinks which take longer to prepare 

and I must be much more careful about cross-contamination issues which can 

lead to more stress and even less time to do everything else. 

23. Over my career, my role as a food services assistant has changed from only 

preparing meals in the kitchen to now having to provide the meals and 

communicate with the residents not only about the meals but a whole range of 

issues from health to loneliness. Food services assistants are always doing 

more and more additional duties and I think we will be expected to do even 

more work with the residents as time goes on. The role is becoming more and 

more like the role of a personal care worker.  
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TRACEY ANNE COLBERT 

31 March 2021 
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FAIR WORK COMMISSION  

MATTER No. AM2020/99 

S 158 – APPLICATION TO VARY OR REVOKE A MODERN AWARD (AGED CARE 

AWARD 2010) 

 

 

WITNESS STATEMENT OF SANDRA KIM HAFNAGEL 

 

I, Sandra Kim Hufnagel, 99 Lyon Street, Moorooka, Queensland, 4152, United Workers’ Union 

- Aged Care Organiser, state as follows: 

1. I am a member of the United Workers’ Union.  

2. I make this statement from my own knowledge, save where otherwise indicated. 

Where I refer to matters within this statement on the basis of information and belief, I 

identify the source of that information and believe those matters to be true.  

Personal Information 

3. My date of birth is 6 June 1962. 

4. I have been a widow since 2010.  

5. I began working in the aged care industry in or about 1989. 

6. I worked in the industry for 4 years, up until around 1993, when my husband passed 

away. 

7. In or about 1993, I started a business in another industry until around 2010, after 

which I returned to working in the aged care sector. 

8. I have over 15 years of service in the industry. 

9. I left my employment as a personal care worker (PCW) in community care with 

PresCare on 3 March 2021, after more than 10 years’ service. 
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Education, Training and Qualifications  

10. When I commenced work as a Personal Carer with Logan Nursing home in 1989, 

there was no formal qualification. My skills and training were acquired in-house. 

11. In 2010, I completed a Certificate III in Aged Care through the Royal College of Health, 

Sunnybank Hills, while undertaking a work placement with the Wishart Nursing Home. 

Employment History 

1989 to 1993 

12. From 1989 to 1993, I worked as a Personal Carer for Logan Nursing Home.  My duties 

included: 

• making beds; 

• feeding residents; 

• showering residents / bed baths (top and tail); 

• assisting residents to wash hair, dry, get dressed & undressed; 

• emptying bed pans and sputum mugs; 

• assisting with toileting; 

• emptying commodes; 

• turning patients - 2 hourly turns (bed sore prevention); 

• assist in transporting residents via walker or wheelchair to meals and return 

to rooms; 

• removing ‘urodomes’ from male residents in the morning, prior to showering; 

• completing paperwork (progress notes, bowel movement records etc); and  

• administering suppositories. 
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1993 – 2010 

13. During the period 1993 to 2010, my husband passed away and I started a business 

in another industry. 

2010 

14. In 2010, I returned to working in the aged care industry and gained a Certificate III in 

Aged Care while on placement with Wishart Nursing Home. 

2010 – 2021 

15. From 7 September 2010 to 3 March 2021, I worked as a PCW in community care 

(going to the homes of clients) for PresCare in Brisbane.  My duties included: 

• administering medication; 

• showering clients; 

• meal preparation; 

• feeding clients; 

• shopping; 

• transporting clients (to and from medical appointments – anywhere the 

client needed to go); 

• domestic duties (cleaning – vacuuming, mopping, dusting, washing up, 

washing, folding, ironing, unpacking and putting shopping away); 

• gardening; 

• teaching & assisting clients to use mobile phones & computers; 

• personal care (including hairdressing – especially during covid-19 

lockdowns, nail painting etc); 

• taking clients for walks (in wheelchairs or walkers); 
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• buying household items (mobile phones, clothing, mattresses, appliances 

etc); 

• mentoring; 

• counselling when needed (depressed clients with no family required extra 

support); 

• putting rubbish bins out for collection and returning empty bins; 

• documentation management – including completing progress notes, 

medication records and dietary records – as per care plan; and  

• reading books to clients. 

Changes in the work and the industry 

Certificate III in Aged Care 

16. In or about 2010 when I returned to the Aged Care sector, a new requirement had 

been introduced for PCWs to hold a Certificate III in Aged Care. 

First Aid and CPR Certificates & Police Check 

17. Prior to 2010 (before I started with Wishart Nursing Home) I did not require a First Aid 

and CPR Certificate, or a Police Check. 

18. It is now a requirement for Aged Care workers to attain and hold: 

• a First Aid Certificate – which is required to be renewed every three years; 

• a CPR Certificate – which is required to be renewed annually; and 

• a Police Check – which is required to be renewed every three years. 

19. In 2011, I completed oxygen training as we had a client who was oxygen dependent. 
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20. In 2015/2016, we applied Morphine Patches to clients, for a period of about 18 

months.  After that period, that work was performed by Registered Nurses (RNs). 

Changes in my Role and the Nature of my Work Over Time 

Training Modules – Choice TLC (Training Learning and Competencies) 

21. PresCare introduced a requirement four years ago for PCWs to complete training 

modules each year.   

22. I usually completed similar courses every year. The courses are completed online and 

I was expected to apply the learning outcomes from the courses in my daily work.   

23. During 2020, during periods of COVID-19 lockdown and pandemic concerns, I was 

expected to maintain regular training and reinforcement on policies and practices 

associated with Covid safety and related issues.   

24. Recent training modules I completed with Choice TLC were:  

• COVID 19 - Infection Control Training; 

• COVID 19 - Module 1 - Personal Safety Training; 

• COVID 19 - Module 2 - Families and Visitors - Part 1 Residential Care; 

• COVID 19 - Module 2 - Families and Visitors - Part 2 In-home Care; 

• COVID 19 - Module 3 - COVID 19 and Aged Care; 

• COVID 19 - Module 4 - Outbreak Management Procedures; and 

• COVID 19 - Module 5 - Personal Protective Equipment (PPE). 

PCWs 

25. Due to changes in the nature of service delivery and the associated changes in 

funding packages, care has been provided into clients’ homes when previously it 

would have been provided in a facility. 
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26. The provision of care into clients’ homes is a significant change in the environment in 

which work is performed. The care worker must perform tasks on their own with no 

back up from other staff. 

27. The nature of the work is more holistic and involves assisting clients with more 

personal goals and aspirations rather than just narrow care and hygiene tasks. 

28. A PCW has authority to administer medication when there is a MAR (Medication 

Administration Record) in place.   

29. A MAR is part of a client’s care plan. The RNs creates the MAR. The MAR includes 

points such as medication prompts and other observations. As part of my role, I was 

required to work with the MAR including for example recording whether patients have 

taken their medication or not.    

30. PCWs now care for a variety of low and high care residents. In 2018, new Aged Care 

funding packages were introduced. They provided more flexible care packages for 

clients. There were also more high support needs packages and these packages 

created more responsibility and higher workloads for PCWs. 

31. PCWs do more reablement work with residents rather than just supervision. For 

example, as summarised in my duties, as set out in point 13 above.   

32. There is greater supervision in facilities. For example, in facilities nursing staff are 

often in supervisory positions. There is little or no direct supervision in community-

based care, the care worker is usually working alone. 

33. Dementia wings in Aged Care facilities have been reduced and more in-home 

dementia care is being provided. The PCW is more likely to be on their own for home 

visits, which increases workload and responsibility. The working environment when 

working alone is riskier than in a facility. There is a lot more responsibility on the PCW 

to address broader responsibilities, including contacting emergency services.  

34. I am expected to ring an ambulance or police in certain circumstances. When talking 

with an ambulance call operator, I am required to provide sufficient clear information, 

to enable the appropriate paramedic resources to be allocated to the call. I am then 

required to remain with the client until the paramedics have arrived and stay with the 
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client depending upon the paramedic’s treatment and whether the client is transported 

from home. 

35. Examples of where I have called an ambulance for clients include: 

• when clients have fallen either before or during my attendance at their home; 

• where clients have complained of chest pain or other symptoms; 

• where clients have displayed symptoms of strokes (such as slurred speech, 

face drooped on one side, eye twitching, loss of movement and pins and 

needles in the arm and slower response time to answer when asked a 

question); 

• where clients have experienced dizziness; 

• where clients appear ‘off colour’; and 

• where clients display symptoms of urinary tract infections (such as 

confusion, disorientation and unsteadiness when standing as balance can 

be affected). 

36. I am aware of the various symptoms because of my First Aid Training and due to my 

long experience in the industry. Over the years I have been confronted by many 

different situations and have been able to identify many different symptoms.  

37. Whenever I call for an ambulance, I am required to follow set protocols. The protocol 

requires me to notify the PCW coordinator as well as the rosters section.  

38. I am required to provide a hand over to the paramedics which includes explaining the 

client’s symptoms I have observed to the paramedics. We also provide information 

about the client’s medical history. If the client has a Webster Pack we provide that to 

the paramedics because it contains the client’s prescribed medicine.  

39. A Webster Pack is a portable medication system package where medication tablets 

and capsules are sealed in a blister pack and assembled in a manner which allows a 

client to store and monitor medications and ensure that medication is taken regularly 

and on time.  
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40. If paramedics decide to transport the patient to hospital my duties include packing up 

the client’s clothing, toiletries and medication to be taken with the client. I must stay 

at the client’s home until the ambulance has left for the hospital. I then notify my 

coordinator and the rostering department to inform them where the client is being 

taken. I must then promptly complete a detailed incident report on my personal mobile 

and email it to the coordinator. 

41. Some recent examples, of where I have called an ambulance are: 

• In late June 2020, I attended the home of a client in Darra. The first thing I 

observed was she was slurring her words, her face was drooping and when 

I asked her questions, her response time was very slow and I was 

concerned. So with my observations, I rang and requested an ambulance;  

• In early December 2020, as I entered a client’s home I observed that she 

had breathing difficulties and pins and needles in her hands and feet. Having 

made those observations I knew an ambulance was required; and 

• In early January 2021, I arrived at client’s home in Inala. The client informed 

me that she had chest and back pain. I knew this client had a heart problem, 

so I called an ambulance. 

42. An example where I called the police was in about 2011/2012, when a client passed 

away in his home from a heart attack. His wife was home at the time due to the client 

having a pacemaker with a built-in defibrillator. The defibrillator must be turned off by 

the hospital only. I called the ambulance service and the police service. I called the 

police because the client cannot be removed until the defibrillator is turned off or 

disarmed.   

43. While waiting for the paramedics or the police to arrive, my duty of care and 

responsibility was to comfort the deceased’s wife. Once the paramedics handed over 

to the police then my service ends.  Police normally stay until the defibrillator has been 

switched off. 
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44. PCWs now have a lot more responsibilities than when I first started in the industry, 

and even since I returned in 2010, especially in community work. We have less staff 

and more work to do, and when working alone our job is high risk. 

Staffing 

45. In my experience, there are challenges in Aged Care staffing and there is a high 

turnover of staff.  Most staff did not stay in the same facility or staff for long periods. 

When I left PresCare in March 2021, there were only two staff left there who were 

working at PresCare when I started there ten years earlier. During that period, I 

estimate that at least 30 people had come and gone.   

46. In my conversations with staff who were leaving, there were various reasons given for 

leaving but usually they were related to dissatisfaction with the job and the wages.   

47. I recall periods where staff had reduced to about nine staff from a group of about 

twenty due to people leaving and their positions having not been filled yet. Staffing 

shortages cause significant problems in service delivery and increased workloads.   

48. In my experience, staff are mostly female. In my period of time working in the Aged 

Care industry, I have only ever had female co-workers and have never worked 

alongside a male co-worker. To my knowledge, PresCare had a total of three male 

employees in community care.   

 

Sandra Kim Hufnagel 

30 March 2021 
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FAIR WORK COMMISSION  

MATTER No. AM2020/99 

S 158 – APPLICATION TO VARY OR REVOKE A MODERN AWARD (AGED CARE 

AWARD 2010) 

 

 

WITNESS STATEMENT OF ROSS EVAN HEYAN 

 

I, Ross Evan Heyen of 3 Flame Tree Drive, Tewantin, Queensland, 4565, Client Services 

Assistant/Administration Assistant, state as follows: 

1. I am a member of the United Workers’ Union.  

2. I make this statement from my own knowledge, save where otherwise indicated. 

Where I refer to matters within this statement on the basis of information and belief, I 

identify the source of that information and believe those matters to be true.  

Personal Information 

3. I was born on 19 July 1978.  

4. I am married and have four children who are between 3 and 12 years old. 

5. I am also a Delegate for United Workers’ Union. 

Work History and Qualification 

6. I have been working for approximately the last 5 years as a Client Services 

Assistant/Administration Assistant at Ozcare Noosa Residential Aged Care facility. 

7. Previously to working in aged care, I was a TESOL teacher in mainland China.  

8. My role at the facility has always been multi-faceted but apart from mandated training 

on infection control, food safety, and WHS, all job specific training I have had to enrol 

in and complete of my own accord. I initially worked in the facility's administration, so 

in order to do the job better, I completed a Diploma of Business Administration course. 
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9. Gradually my role morphed into being less administration work and more food 

services, namely food preparation in the main kitchen and the serving of meals and 

tea/coffee in the smaller ‘serveries’ located in each wing of the facility. 

10. In early 2018, due to the unreliability of my rostered hours I took on a second job as 

a cleaner at a local primary school. 

11. While working at the primary school, the Department of Education enrolled me in a 

Certificate III in Cleaning Operations course for free and I completed this course in 

late 2020. 

12. As I was only available during school hours, the only shifts available that I could pick 

up were cleaning shifts and my role then changed to mostly cleaning. These shifts 

involved disposing of accumulated rubbish from central storage spaces in each wing 

where other staff placed it. Also dusting/sweeping/mopping of communal areas and 

residents’ private rooms, infection control of touch points, and other general cleaning 

duties. 

13. Another part of my job in all roles was to chat with the residents and try to make the 

facility feel more like their home. Most residents, especially during covid lockdowns, 

did not receive any visitors so they were always looking for someone to talk to. I have 

always found this the most rewarding part of my job, however, it is the part of the job 

that suffers first when I am loaded down with too many tasks to reasonably complete. 

Changes in the Work and the Industry  

14. Two significant changes I have noticed in my time in aged care is the reduction in staff 

and the diminishing empathy from management. 

15. When I started in aged care, every few months the facility would put on a BBQ for 

staff as a ‘thank you’. 

16. While it wasn’t a party, it was pleasant and encouraging to come on a lunch break to 

freshly cooked food and feel the appreciation of management. Those events very 

rarely happen anymore. 

1575



17. The same story goes for little celebrations of staff’s 5 or 10 years of service 

anniversaries - they rarely happen anymore. 

18. Part of the reason these staff activities don’t happen so much is because so many 

staff are increasingly time poor.  

19. The complexity of residents’ needs have increased and staff hours have stayed static.  

20. In my experience, 5 years ago fewer residents were completely bed-bound and they 

would spend their day out with family/friends or attending activities in other parts of 

the facility. Now, many more residents require assistance to get out of bed and 

perform basic activities like showering and going to the toilet. 

21. Most of my time at Ozcare Noosa has been spent working in the ‘Eucalyptus’ wing.  

During the day, we have 20 residents, 1/2 Registered Nurse (RN) (the RN is required 

to supervise 2 wings of 20 residents each), 2 carers, 1 cleaner and 1 servery staff. 

22. Five years ago, maybe two or three residents there would require assistance toileting. 

As of now, there are nine residents of whom at least half of those are ‘doubles’ 

meaning two carers are required to attend to their needs.  

23. For me as a cleaning/food service worker, it has meant that I am sometimes on my 

own in the wing with agitated residents or even residents that have fallen.  

24. I am not provided with training beyond basic first aid training so being left in that 

situation is very difficult.  

25. It is very hard to get any cleaning done when there are residents requiring attention 

and care. For example, recently I was cleaning within the facility and there were two 

residents with acute memory loss who were incessantly asking me what their name 

is and why were they there. At the same time, another resident with severe dementia 

was screaming and I did not know why and what to do. 

26. Commonly, when I am cleaning, the call bells in residents’ rooms are constantly going 

off and while it’s not my job to check on residents who call if no one comes when they 

call they will come out to find someone and many of them are not able to walk 

unassisted so if I ignore the call bells they might fall.  
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27. I have walked past rooms and found residents sitting on top of flimsy bedside tables 

because they get confused and if they had fallen from that height they may not have 

survived. 

28. I have entered resident’s rooms when their call bell has gone for more than 20 minutes 

unanswered and found them holding onto the end of the bed with their legs shaking 

about to fall because they needed the toilet and have tried to go themselves. 

29. In or about late 2017/early 2018, I was working in food services in Eucalyptus. A 

resident who was diabetic, lactose intolerant and bed-bound due to amputated legs 

was consistently being sent inappropriate meals from the kitchen for dinner (by 

inappropriate, I mean meals made with milk/cream and therefore containing lactose), 

and I would have to rush down to the kitchen and prepare a sandwich or salad for him 

myself once I’d finished serving out the other meals. 

30. This meant that the resident was getting his meal at 6:00pm instead of 5:00pm like 

everyone else which was not ideal due to his diabetes. I spoke with my direct 

supervisor (the Manager of Client Services) about this on several occasions and at 

least twice with the Manager of Clinical Care (the supervisor of the nurses and carers). 

Despite both supervisors agreeing with me that it was inappropriate that the kitchen 

was not providing the correct meals for this man and promising they would do 

something about it, nothing happened. Eventually, I emailed the Facility Manager and 

copied in both supervisors, l explained the whole situation including my efforts to try 

and rectify it and that nothing happened. I never received an answer to my email, but 

not long after the kitchen were given a new procedure to follow to ensure special 

dietary requirements were not missed. 

31. As a delegate for my union I often have other staff with concerns coming to speak to 

me. Several carers who are recorded as ‘Med Comp’ have asked if they can be forced 

to work alone in a wing they have never worked in before and provide medication to 

residents they have never met before. These carers were refused a ‘buddy shift’ to 

help them get used to the area and residents and told that they were down as Med 

Comp so they had to do the shift. 

32. ‘Med Comp’ means medically competent. Management have determined that certain 

staff have an acceptable level of skill and training to be accepted as such. 
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33. Instead of dedicated staff for roles, all roles have been jumbled together. Some 

cleaners will start their shift by serving breakfast, then clean before coming back to 

serve morning tea, then lunch. Many staff question if it is sanitary to clean toilets then 

serve meals but are told by management it’s fine. 

34. I have been asked by a RN on several occasions to supervise the large dining/lounge 

room area of our dementia-specific wing because she needed to take a break and all 

of the carers were performing cares. I was not provided with any additional training 

about supervising residents with dementia, who can often be aggressive or have other 

high needs. 

35. In my experience, carers do not care for more residents but the residents all have 

higher needs and require more care time. 

36. I have observed an increase in the intensity of work in aged care. The increase is 

related to residents in aged care now having higher needs.  

37. I have noticed a difference over the past 5 years. New residents used to come into 

the facility with their family bringing all their comforts from home. Residents would be 

active in community activities in the facility, go out on their own or with family on day 

trips, and were able to care for their own personal hygiene, only needing help 

remembering medication and getting their meals prepared.  

38. Now it is much more common for residents to come via ambulance, suffering from 

more and more serious pre-existing conditions and requiring the help of one or more 

carers for even the most basic of daily activities like showering and brushing their 

teeth.  

Staffing 

39. I have noticed increasing staff turnover as compared to 5 years ago. 

40. The dedicated staff who have been in the industry for years are getting older and close 

to retirement now and younger staff who come in to replace them are not staying 

because of the extreme workloads and low pay.  

41. When staff call in sick, they are regularly not replaced because no one is available.  
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42. Those staff who do come in on-call or are rostered on having to deal with understaffing 

get tired, sick, or injure themselves due to the workload, call in sick, and the problem 

gets worse. 

43. Over the last couple of years when management advertised and brought in new hires 

we'd often get three or four new staff in the cleaning/kitchen area at the same time. 

44. It is common for many of the new staff to only stay for a couple of weeks.  

45. Of those that do stay longer many leave within a short time thereafter. I estimate that 

maybe 10 per cent of new hires stay longer than a year and become ‘part of the team’. 

46. I had a new staff member who I was training as a cleaner start at 8:30am and not 

even make it to morning tea at 10:00am. That staff member said the job demands 

were too much and left. 

47. I find that few people can handle the emotional aspects to the job. Residents who 

haven't had any visitors often implore staff to sit down and talk with them with tears in 

their eyes.  

48. Staff are mindful on being called in for ‘performance management’ if they do not get 

a long list of tasks finished. 

49. Not everyone can handle walking in on a dementia resident covered in their own 

faeces. 

50. I have heard a few staff make statements like "Why would I put up with this, when I 

can get paid better in almost any other job”. 

51. I had a co-worker who quit and told me that she took a holiday when COVID-19 hit 

because her son was on Jobkeeper and earned enough to pay their bills.  

52. She now tells me that she works at a resort two minutes down the road from the facility 

earning more as a housekeeper without the extreme workload and emotional toll of 

working with vulnerable elderly. 
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53. Newer staff that leave have regularly told me that the high workload and low pay as 

well as the confronting nature of the work were their reasons for leaving.  

54. More experienced staff often cite to me the high workload, lack of appreciation from 

management and being upset with the conditions that residents are subjected to. 

55. I have experienced that Aged care is a female dominated profession. Out of 

approximately 120 staff at Ozcare Noosa, there are less than 20 men.  

56. While all carers do a great job no matter their gender, some residents express their 

own preferences. Some residents want to have their cares done, or even just chat to, 

a man.  

 

Ross Evan Heyen 

31 March 2021 
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FAIR WORK COMMISSION  

MATTER No. AM2020/99 

S 158 – APPLICATION TO VARY OR REVOKE A MODERN AWARD (AGED CARE 
AWARD 2010) 

 

WITNESS STATEMENT – LYNDELLE ANNE PARKE 

 

I, Lyndelle Anne Parke, unit 2 32 Sergison Circuit, Rapid Creek, Northern Territory, 0810, 

personal care worker, state as follows: 

1. I am a member of the United Workers’ Union.  

2. I make this statement from my own knowledge, save where otherwise indicated. 

Where I refer to matters within this statement on the basis of information and belief, I 

identify the source of that information and believe those matters to be true.  

Personal Information 

3. I was born on 19 November 1957.  

4. I live in a rental property in Darwin, Northern Territory.  

5. I live alone and have three children who are now all independent.  

Work History      

6. I have over 35 years’ experience in the aged care industry in both community and 

residential care across Australia. 

7. For the past 9 years I have worked as a community personal care worker with 

Australian Regional and Remote Community Services (ARRCS), a major provider of 

aged care and health and community services to people in remote Australia.  

8. I am employed on a permanent part-time basis for usually 70 hours a fortnight.   
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9. I am covered by the Australian Regional and Remote Community Services (ARRCS) 

Enterprise Agreement 2019. Under the agreement, I am classified as an ‘Aged care 

employee level 5 year 3 and earn $26.87 an hour.  

10. Since I began working in aged care, I have held the following positions: 

• 1985 – 2005: personal care worker for the Malvern (now Stonnington) City 

Council in Victoria;  

• 2005 – 2006: personal care worker for AbilityFocus, a private disability 

support provider in the Northern Territory;  

• 2006 – 2009: personal care worker for Golden Glow Nursing, a private aged 

care provider; and  

• 2009 – present: community personal care worker for ARRCS.  

11. In my current role with ARRCS, my duties change depending on the client but it 

usually includes a combination of: 

• personal care which covers tasks such as showering, dressing, toileting, 

wound care and hygiene;  

• domestic care which covers tasks such as meal planning and preparation, 

shopping and cleaning; 

• medicine administration which involves making sure clients receive the 

correct medication at the right times from their Webster Packs;  

• companionship which involves providing company to clients at all hours of 

the day and night; and  

• various administration such as paperwork during shifts to monitor the client 

and make sure everything is in order as in many cases there will be multiple 

personal care workers who work with the same client at different times and 

days of the week.  
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12. A typical day at work for me consists of seeing around six to seven clients and 

assisting them with a range of activities from basic domestic duties such as washing 

clothes and helping with showering to things like going shopping with clients and 

administering medication.  It completely depends on the client and their needs.  

13. The main difference between personal care workers that work in the community 

compared to those in residential homes is that community workers are on their own 

because we do not have other staff in the next room to help if something goes wrong.  

14. Most people do not realise the interpersonal skills personal care workers need to have 

if they want a career in aged care because it is never included in the job 

advertisements. Interpersonal skills like empathy, strong communication with a variety 

of personalities and types of people, positive mental attitude, time management and 

the ability to handle criticism. 

Qualifications  

15. There were no requirements or qualifications necessary to get a job in aged care back 

in 1985. However, during my time with the Malvern Council, the Council did put the 

aged care workers through a Certificate IV in Ageing Support and Disability so that 

we could also care for clients with disabilities. The Certificate IV course went for a 

total of 12 months. The course included training in palliative and dementia care, falls 

prevention and interventions for clients at risk, service planning and delivery and 

elderly care health and hygiene.  

16. During my career in aged care, many of the employers provided specialist training for 

specific disabilities that clients would have. For example, when I was employed with 

Glowing Glow Nursing we had a training provider teach all the personal care workers 

about Huntington’s disease so that we could better understand the disease and 

prognosis and learn how to assist and support clients with the disease. This is just 

one example I remember of these kinds of specialist training courses.  

17. In addition to my Certificate IV in Ageing Support and Disability, my employer ARRCS 

Services has mandated refresher courses for all aged care staff every twelve months 

so staff can be up to date on topics like manual handling techniques, fire safety, food 

handling and elder abuse. The courses are now completed online so you must have 
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access a computer to complete them. I am not good with computers and do not have 

one, so to pass the training I go to my friend’s house and do it on her computer.  

Changes in my role over time  

18. There are three major ways my job has changed since I started in the industry: 

medications, wound care and an increase in clients with serious health and 

behavioural conditions.  

19. When I started in the industry back in 1985, there was no medication administration 

as that was a job only for nurses. In or around 2005 when I moved to the Northern 

Territory, it was expected that all personal care workers administer medicine to clients. 

We now must be able to administer the correct medication to clients at the correct 

time with the correct amount without assistance from a nurse. If anything goes wrong, 

we are expected to know what to do and manage any issues with the administration 

of medication. This leads to additional stress, skill and responsibility, which we now 

have to manage on our own. If there are any issues with the Webster Packs that 

contain the client’s medication, we have to take a photo of the pack on our own phone 

and send it to the registered nurses via email.  

20. As there are fewer nurses available especially in the community home care setting, 

we also must know how to monitor, treat and record developments about clients’ 

wounds. This includes tasks like redressing wounds with anti-bacterial cream and 

contacting the on-call nurse if the wounds get worse over time. If we do not correctly 

record the information about the wound and what we have done with it, it can become 

an issue with our employer. We record the wound care by taking photos of the wound 

and emailing it to the nurses.  

21. The biggest change in the aged care industry is the increase in clients with serious 

health or behavioural conditions such as dementia and depression. When I started 

with ARRCS about 9 years ago, I would assist 2 to 3 clients a week with dementia 

whereas today it is more like 10 to 15 clients a week.  

22. Working with clients who have serious health or behavioural conditions is much more 

mentally challenging and requires a higher level of interpersonal skills and care. 

Dementia completely changes a person’s behaviour leading to reduced 

communication, hallucinations, aggression, depression and, as a result, a significant 
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change in needs. Dementia and other similar conditions make our jobs much more 

difficult as the clients are harder to understand, more difficult to handle and require 

much more family engagement.  

23. Caring for someone with dementia does not come naturally. It is not intuitive and 

sometimes the logical thing is the wrong thing. We must look for the emotion 

underneath the words, facial expressions and body language, create a safe 

environment and provide more specialised care. For example, if the client has 

developed swallowing difficulties, insisting that they eat may not be the solution and 

the client may in fact need serious medical attention.  

24. I have worked with dementia clients for decades and have a strong understanding of 

the disease and how to cater my care for clients with dementia. For example, earlier 

this year I was on annual leave and another personal care worker was assisting one 

of my regular clients with dementia. Even though I was on leave, the on-call nurse at 

the time had to call me for help because the other personal care worker was having 

such a hard time with the client doing tasks like shopping for food and hygiene 

management. Without my insight into dementia and how to best support clients with 

the conditions, the nurse would have had to attend the client’s residence to assist the 

other personal care worker.  

25. Overall, personal care workers have always been undervalued and over time the role 

has required more advanced skills and qualities for a wider variety of clients. We are 

expected to understand and cater for clients with complicated diseases like dementia 

and Huntington’s disease and also administer medication without any assistance from 

nurses. My fear about the aged care industry is that personal care workers will 

continue to do many of the tasks that nurses used to do because it is cheaper without 

being acknowledged for it in wages.   

 

Lyndelle Anne Parke 

31 March 2021 
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Lodged by: Telephone: (03) 9603 3035 
Australian Nursing and Midwifery Federation  
Address for Service: Fax: (03) 9603 3050 
Level 22, 181 William Street, Melbourne VIC 3000 Email: nwhite@gordonlegal.com.au 

 

IN THE FAIR WORK COMMISSION 
 
 
Matter No.:  AM2020/99 
Re Application by: Health Services Union and others 
 
 
 

 
 

SUBMISSIONS OF THE AUSTRALIAN NURSING AND MIDWIFERY 
FEDERATION IN THE MATTER OF AN APPLICATION BY THE HEALTH 

SERVICES UNION AND OTHERS TO VARY THE AGED CARE AWARD 2010 
 
 

 
 

1. On or about 17 November 2020, the Health Services Union (“HSU”) and others made an 

application under section 158 of the Fair Work Act 2009 (Cth) (“the Act”) to vary the Aged 

Care Award 2010. The grounds and reasons given in support of the HSU’s case included 

the following: 

(a) “The current Award wage rates do not recognise the nature of work, the level of skill 

and responsibility involved in performing the work or the conditions under which work 

is performed by employees covered by the Award and working in personal care 

services, general and administrative services and food services.” 

(b) “[I]t is anticipated that further changes to the conditions under which work is performed 

will result from the Royal Commission into Aged Care Quality and Safety (legislated 

to hand down its report on 26 February 2021).” See Annexure B to the HSU’s 

application at [20], [29] and [40]. 

2. On 23 November 2020, at a Mention before the Fair Work Commission (“FWC”), Senior 

Counsel for the HSU stated, “The applicants believe that the current award doesn't provide 

wage rates that properly reflect the value of the work, the skills and responsibilities of the 

employees in residential aged care and consistent with what have been concerns expressed 

by a series of reports and inquires over time, including in the course of the current aged 

care royal commission…” (see transcript of proceedings at PN6). 

3. On 14 December 2020, the HSU informed the FWC that it anticipated that the evidence in 

support of the HSU’s case would cover “the findings and observations of the Royal 

Commission into Aged Care Quality and Safety”. 
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4. On 18 December 2020, the FWC made directions in relation to the HSU’s application. The 

Applicants and other union parties were directed to file evidence and submissions by 4pm 

on Thursday 1 April 2021. In accordance with that direction, these submissions are made 

by the Australian Nursing and Midwifery Federation (“ANMF”) in respect of the HSU’s 

case as the ANMF presently apprehends it. 

5. On 1 March 2021, the final report of the Royal Commission into Aged Care Quality and 

Safety was tabled in Parliament. Its ‘Recommendation 84: Increases in award wages’ is in 

the following terms: 

Employee organisations entitled to represent the industrial interests of aged care 

employees covered by the Aged Care Award 2010, the Social, Community, Home Care 

and Disability Services Industry Award 2010 and the Nurses Award 2010 should 

collaborate with the Australian Government and employers and apply to vary wage 

rates in those awards to: 

a. reflect the work value of aged care employees in accordance with section 158 of the 

Fair Work Act 2009 (Cth), and/or 

b. seek to ensure equal remuneration for men and women workers for work of equal 

or comparable value in accordance with section 302 of the Fair Work Act 2009 

(Cth). 

6. The ANMF is an employee organisation that is entitled to represent the industrial interests 

of aged care employees covered by the Aged Care Award 2010 and the Nurses Award 2010. 

In accordance with the Royal Commission’s recommendation, the ANMF is seeking to 

collaborate with the Australian Government and employers, with a view to applying to vary 

the wage rates in those awards. The ANMF wrote to the then Acting Minister for Industrial 

Relations (copied to the Minister for Health and Aged Care and the Minister for Senior 

Australians and Aged Care Services) and the Aged Care Workforce Industry Council in 

that regard. Copies of those letters are attached to these submissions. 

7. In Volume 3 of its report, the Royal Commission states at pages 414-417 (footnotes 

omitted): 

A wages gap exists between aged care workers and workers performing equivalent 

functions in the acute health sector. Successive governments have made several failed 

attempts to address that gap by providing additional funds to providers in the hope that 

these funds would be passed on to aged care workers as increased wages. For this 

reason, while our recommendations in our chapts [sic] about the funding of aged care 

will, if implemented, see substantial increases in the subsidies received by providers, 
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we consider that merely increasing subsidies without more is unlikely to translate into 

higher wages. 

 

In 2018, the Aged Care Workforce Strategy Taskforce recommended that the ‘industry 

develop a strategy to support the transition of personal care workers and nurses to pay 

rates that better reflect their value and contribution to delivering care outcomes’. The 

Taskforce considered that this, and its other ‘strategic actions,’ could be ‘executed in 

one to three years’. 

 

Wage increases have flowed as a result of the annual award reviews by the Fair Work 

Commission, and there have been some minor improvements to penalty rates as a result 

of the four yearly review of the Aged Care Award 2010 by the Fair Work Commission 

in 2019. But, otherwise, there has been no discernible increase in aged care wage rates 

in the more than two and a half years since the Taskforce report was published. The 

Taskforce’s proposal of a sector-led process leading to substantial increases in aged 

care wages rates seems to have limited prospects of success. 

 

In our view, providers, unions and the Australian Government must work together to 

improve pay for aged care workers. There are two parts to our proposed 

recommendations on this topic. The first is a work value case and equal remuneration 

application to the Fair Work Commission that would ask the Commission to examine 

the terms and conditions in the relevant awards. If successful, this will increase the 

wages of personal care workers and nurses in both residential and home care. 

 

… 

 

While the Fair Work Commission would exercise its independent discretion if any such 

application was made, on the extensive evidence before this inquiry about the work 

performed by personal care workers and nurses in both home care and residential care, 

we consider that all three of the section 157(2A) reasons may well justify an across-

the-board increase in the minimum pay rates under the applicable awards. There is 

also a strong argument for parity between residential care workers working under the 

Aged Care Award 2010 and social and community services workers who were awarded 
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a significant pay increase as a result of the Equal Remuneration Order made by Fair 

Work Australia in 2012. 

 

 … 

 

 The case will need to be well argued and based on cogent evidence. 

 

 The Equal Remuneration Case for social and community services workers suggests that 

 the chances of success in such a case are significantly increased if the Fair Work 

 Commission is presented with an agreed position involving unions, employers and the 

 principal funder, the Australian Government. As Professor Stewart stated: 

 

  If the Commonwealth were willing to fund any increases in labour costs, that 

  would not just improve the chances of turning a contested application into one 

  by consent. It would remove an obvious reason for the FWC [Fair Work  

  Commission] to be concerned about agreeing to an improvement in pay or other 

  entitlements. 

 

 The reconstituted Aged Care Workforce Council will be well placed to encourage this 

 cooperative approach. We see this as an important aspect of its future remit and it is 

 why we recommend an increase in the number of its members who represent the 

 workforce. 

 

 Any such application should not be confined to the Aged Care Award 2010 because 

 that award only applies to the residential aged care sector. Home care workers also 

 need improved pay. Employed aged care workers are entitled to the minimum wages 

 prescribed by the Social, Community, Home Care and Disability Services Industry 

 Award 2010. The classifications set out in Schedule E of that Award should also be the 

 subject of the proposed work value and or equal remuneration application. 

 

 Nurses working in aged care should also not be excluded from this process. We accept 

 the impact of a successful case may be less for nurses, because there are fewer award-

 reliant nurses compared to personal care workers. However, section 206(2) of the Fair 

 Work Act has the effect of incorporating into an agreement a relevant award rate that 
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 exceeds the agreement rate. Section 306 of the Fair Work Act has a similar effect where 

 there is a conflict between an equal remuneration order and an Award term. 

8. On 25 March 2021, the Australian Government Solicitor on behalf of the Commonwealth 

sent a letter to the FWC in which it referred to Recommendation 145 of the Royal 

Commission as follows: 

 By 31 May 2021, the Australian Government should report to Parliament about its 

 response to the recommendations in our final report. The report should indicate 

 whether each recommendation directed to the Australian Government is accepted, 

 accepted in principle, rejected or subject to further consideration. The report should 

 also include some detail about how the recommendations that are accepted will be 

 implemented and should explain the reasons for any rejections. 

The Commonwealth stated, “Consistent with this recommendation, the Australian 

Government will announce its response to the recommendations of the Final Report on or 

before 31 May 2021.” Presently, it is unclear whether or not the Commonwealth proposes 

to file any evidence or submissions in relation to the HSU’s application. 

9. The employee organisations, employers and the Australian Government have not had the 

opportunity to collaborate with each other on the basis of the Royal Commission’s 

recommendation. The ANMF submits that the prospect of any agreed position involving 

unions, employers and the principal funder, the Australian Government, that could be 

presented to the FWC in the manner contemplated by the Royal Commission ought to be 

considered. 

10. As noted above, in November and December 2020, the HSU made multiple representations 

that the proceedings of the Royal Commission into Aged Care Quality and Safety were 

relevant to its proposed variations to the Aged Care Award 2010. However, it now says that 

its application is not brought “to give effect to a Royal Commission recommendation” (see 

the letter from the solicitors for the HSU to the FWC dated 26 March 2021 at [6]). The 

FWC has observed that “[t]he HSU has made it clear that their application is not predicated 

on the Royal Commission report” (see transcript of proceedings dated 26 March 2021 at 

PN57, and see also PN47 and PN69). 

11. The Royal Commission into Aged Care Quality and Safety: 

(a) was conducted over a period of more than 2 years and 4 months; 

(b) received a total of 10,574 public submissions; 

(c) heard evidence from over 600 witnesses across 99 hearing days; 

(d) hosted over 2,400 attendees across 12 community forums; 
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(e) conducted 13 roundtable consultations with subject matter experts; 

(f) visited 34 aged care service providers across 7 States and Territories. 

The product of these proceedings is the final report that was tabled in Parliament on 1 

March 2021 (see Volume 1 for a summary of the proceedings outlined above). After all of 

the above, it is remarkable that an application to vary the Aged Care Award 2010 would be 

pressed in a manner that is inconsistent with the express recommendation of the Royal 

Commission. 

12. The ANMF agrees that the current wage rates in the Aged Care Award 2010 do not 

recognise the nature of work, the level of skill and responsibility involved in performing 

the work or the conditions under which work is performed by employees covered by that 

award. Likewise, the current wage rates in the Nurses Award 2010 do not recognise the 

nature of work, the level of skill and responsibility involved in performing the work or the 

conditions under which work is performed by employees covered by that award. 

13. The ANMF accepts the recommendation of the Royal Commission to address this and 

proposes to act in a manner that allows for that recommendation to be implemented. The 

ANMF adopts this approach on the basis that it is in the best interests of employees covered 

by the Aged Care Award 2010 and the Nurses Award 2010. In circumstances where the 

parties have not had the opportunity to collaborate with each other on the basis of the Royal 

Commission’s recommendation, the ANMF rejects any prejudicial conclusion to the effect 

that the Royal Commission “may have been a touch optimistic” (see transcript of 

proceedings dated 26 March 2021 at PN28) in its report. 

14. Subject to any collaboration with the Australian Government, employers and other 

employee organisations, the ANMF proposes to make an application under section 158 of 

the Act in respect of the Aged Care Award 2010, predicated on the Royal Commission’s 

report, by 17 May 2021. 

15. Further, the Royal Commission’s recommendation was not confined to the Aged Care 

Award 2010. Subject to any collaboration with the Australian Government, employers and 

other employee organisations, the ANMF proposes to make an application under section 

158 of the Act in respect of the Nurses Award 2010 by 17 May 2021. The United Workers 

Union (“UWU”) has indicated that it proposes to make an application to vary the Social, 

Community, Home Care and Disability Services Industry Award 2010 by the same date 

(see the letter from the UWU to the FWC dated 24 March 2021). 
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16. Upon its applications under section 158 of the Act in respect of the Aged Care Award 2010 

and the Nurses Award 2010, the ANMF proposes to seek directions for the filing of 

evidence and submissions in relation to those applications in the usual manner. 

17. The considerations relevant to those applications will inevitably include factors such as the 

relativities as between the relevant awards and as between the classifications within those 

awards (see Re Pharmacy Industry Award 2010 (2018) 284 IR 121 at [160], quoting Re 

Australian Liquor, Hospitality and Miscellaneous Workers Union (unreported, AIRC (FB), 

PR954938, 13 January 2005) at [191]). 

 
 
 
         GORDON LEGAL 
         Solicitors for the ANMF 
 
         1 April 2021 
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16 March 2021 
 
 
Senator the Hon Michaelia Cash 
Acting Minister for Industrial Relations 
Australian Government 
PO Box 6100 
Senate 
Parliament House 
CANBERRA  ACT  2600 
 
Via email: senator.cash@aph.gov.au 
 
 
Dear Minister 
 
 
Royal Commission into Aged Care Quality and Safety 
Final Report: Care, Dignity and Respect 
Recommendation 84: Increases in award wages 
 
 
We refer to the final report of the Royal Commission into Aged Care Quality and 
Safety, tabled in Parliament on 1 March 2021, and in particular its 
‘Recommendation 84: Increases in award wages’ which is as follows: 
 

Employee organisations entitled to represent the industrial interests of 
aged care employees covered by the Aged Care Award 2010, the 
Social, Community, Home Care and Disability Services Industry Award 
2010 and the Nurses Award 2010 should collaborate with the Australian 
Government and employers and apply to vary wage rates in those 
awards to: 

 
a. reflect the work value of aged care employees in accordance 

with section 158 of the Fair Work Act 2009 (Cth), and/or 
 

b. seek to ensure equal remuneration for men and women workers 
for work of equal or comparable value in accordance with 
section 302 of the Fair Work Act 2009 (Cth). 

 
The Australian Nursing and Midwifery Federation (“ANMF”) is an employee 
organisation that is entitled to represent the industrial interests of aged care 
employees covered by the Aged Care Award 2010 and the Nurses Award 2010. 
In accordance with the Royal Commission’s recommendation, we seek to 
collaborate with the Australian Government and employers, with a view to 
applying to vary the wage rates in those awards. 
 
In Volume 3 of its report, the Royal Commission states at pages 414-417 
(footnotes omitted): 
 

A wages gap exists between aged care workers and workers performing 
equivalent functions in the acute health sector. Successive governments 
have made several failed attempts to address that gap by providing 
additional funds to providers in the hope that these funds would be 
passed on to aged care workers as increased wages. For this reason, 
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while our recommendations in our chapts [sic] about the funding of aged care will, if 
implemented, see substantial increases in the subsidies received by providers, we consider 
that merely increasing subsidies without more is unlikely to translate into higher wages. 
 
In 2018, the Aged Care Workforce Strategy Taskforce recommended that the ‘industry 
develop a strategy to support the transition of personal care workers and nurses to pay rates 
that better reflect their value and contribution to delivering care outcomes’. The Taskforce 
considered that this, and its other ‘strategic actions,’ could be ‘executed in one to three years’. 
 
Wage increases have flowed as a result of the annual award reviews by the Fair Work 
Commission, and there have been some minor improvements to penalty rates as a result of 
the four yearly review of the Aged Care Award 2010 by the Fair Work Commission in 2019. 
But, otherwise, there has been no discernible increase in aged care wage rates in the more 
than two and a half years since the Taskforce report was published. The Taskforce’s proposal 
of a sector-led process leading to substantial increases in aged care wages rates seems to 
have limited prospects of success. 

 
In our view, providers, unions and the Australian Government must work together to improve 
pay for aged care workers. There are two parts to our proposed recommendations on this 
topic. The first is a work value case and equal remuneration application to the Fair Work 
Commission that would ask the Commission to examine the terms and conditions in the 
relevant awards. If successful, this will increase the wages of personal care workers and 
nurses in both residential and home care. 
 
… 
 
While the Fair Work Commission would exercise its independent discretion if any such 
application was made, on the extensive evidence before this inquiry about the work 
performed by personal care workers and nurses in both home care and residential care, we 
consider that all three of the section 157(2A) reasons may well justify an across-the-board 
increase in the minimum pay rates under the applicable awards. There is also a strong 
argument for parity between residential care workers working under the Aged Care Award 
2010 and social and community services workers who were awarded a significant pay 
increase as a result of the Equal Remuneration Order made by Fair Work Australia in 2012. 
 
… 
 
The case will need to be well argued and based on cogent evidence. 
 
The Equal Remuneration Case for social and community services workers suggests that the 
chances of success in such a case are significantly increased if the Fair Work Commission is 
presented with an agreed position involving unions, employers and the principal funder, the 
Australian Government. As Professor Stewart stated: 
 

If the Commonwealth were willing to fund any increases in labour costs, that would 
not just improve the chances of turning a contested application into one by consent. It 
would remove an obvious reason for the FWC [Fair Work Commission] to be 
concerned about agreeing to an improvement in pay or other entitlements. 

 
The reconstituted Aged Care Workforce Council will be well placed to encourage this 
cooperative approach. We see this as an important aspect of its future remit and it is why we 
recommend an increase in the number of its members who represent the workforce. 
 
Any such application should not be confined to the Aged Care Award 2010 because that 
award only applies to the residential aged care sector. Home care workers also need 
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improved pay. Employed aged care workers are entitled to the minimum wages prescribed by 
the Social, Community, Home Care and Disability Services Industry Award 2010. The 
classifications set out in Schedule E of that Award should also be the subject of the proposed 
work value and or equal remuneration application. 

 
Nurses working in aged care should also not be excluded from this process. We accept the 
impact of a successful case may be less for nurses, because there are fewer award-reliant 
nurses compared to personal care workers. However, section 206(2) of the Fair Work Act has 
the effect of incorporating into an agreement a relevant award rate that exceeds the 
agreement rate. Section 306 of the Fair Work Act has a similar effect where there is a conflict 
between an equal remuneration order and an Award term. 

 
The Royal Commission refers to an application by the Health Services Union (“the HSU application”) 
to vary the Aged Care Award 2010. The application was made in November 2020 and directions have 
been made by the Fair Work Commission. We note that representatives from the Attorney-General’s 
Department have appeared as observers at each of the two Mentions to date. Presently, employee 
organisations, employers and employer associations are required to file evidence and submissions 
before the matter is called on for further Mention on 23 August 2021. It is unclear whether or not the 
Australian Government proposes to file any such material. Presently, the first tranche of evidence and 
submissions is due by 1 April 2021. 
 
The Fair Work Commission (“FWC”) has encouraged the parties to have ongoing discussions and to 
progress the matter in a way that is helpful to the FWC (see the transcript of proceedings dated 18 
December 2020 at PN52-53). The parties have been granted liberty to apply to vary the directions 
dated 18 December 2020 (see paragraph [6] of those directions). 
 
In light of the Royal Commission’s recent report, the ANMF has concerns about the pre-existing 
timetable for the HSU application, in circumstances where: 
 

1. The employee organisations, employers and the Australian Government have not had the 
opportunity to collaborate with each other on the basis of the Royal Commission’s 
recommendation. 

2. The prospect of any agreed position involving unions, employers and the principal funder, the 
Australian Government, that could be presented to the FWC in the manner contemplated by the 
Royal Commission ought to be considered. 

3. The Royal Commission’s recommendation is not confined to the Aged Care Award 2010. In 
conjunction with collaboration with the Australian Government and employers as recommended, 
the ANMF proposes to make an application to vary the wage rates in the Nurses Award 2010 as 
recommended by the Royal Commission. Much of the evidence in these matters will be 
inextricably linked. In view of the FWC’s encouragement to progress in a manner that is helpful to 
the FWC, the ANMF considers that the applications recommended by the Royal Commission 
should not be conducted in isolation from each other. 

 
The ANMF proposes to exercise liberty to apply to vary the directions dated 18 December 2020. 
Further, the ANMF proposes to write to the Aged Care Workforce Council and request that it now 
make arrangements for speedy collaboration between the Australian Government, employers and 
employee organisations in accordance with the recommendations of the Royal Commission. Subject 
to that collaboration, the ANMF proposes to make an application under section 158 and/or 302 of the 
Fair Work Act 2009 in respect of the Nurses Award 2010 by 17 May 2021. 
 
Against the background set out above, the ANMF seeks your earliest possible endorsement on behalf 
of the Commonwealth of the proposed collaboration arrangements through the Aged Care Workforce 
Council (or another forum you consider might be more appropriate). The ANMF proposes that such 
endorsement commit the Commonwealth to the collaboration proposed by the Royal Commission. 
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We have provided a copy of this letter to the Minister for Health and Aged Care and the Minister for 
Senior Australians and Aged Care Services. 
 
 
Yours faithfully 

 
 
 
 
Annie Butler 
Federal Secretary 
Australian Nursing and Midwifery Federation 

 

 

Cc:  The Hon Greg Hunt, Minister for Health 

Senator Richard Colbeck, Minister for Aged Care and Senior Australians 
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16 March 2021 
 
 
Ms Louise O’Neill 
Chief Executive Officer 
Aged Care Workforce Industry Council 
 
Via email: contact@acwic.com.au 
 
 
Dear Ms O’Neill 
 
Royal Commission into Aged Care Quality and Safety 
Final Report: Care, Dignity and Respect 
Recommendation 84: Increases in award wages 
 
We refer to the final report of the Royal Commission into Aged Care Quality and 
Safety, tabled in Parliament on 1 March 2021, and in particular its 
‘Recommendation 84: Increases in award wages’ which is as follows: 
 

Employee organisations entitled to represent the industrial interests of 
aged care employees covered by the Aged Care Award 2010, the 
Social, Community, Home Care and Disability Services Industry Award 
2010 and the Nurses Award 2010 should collaborate with the Australian 
Government and employers and apply to vary wage rates in those 
awards to: 

 
a. reflect the work value of aged care employees in accordance 

with section 158 of the Fair Work Act 2009 (Cth), and/or 
 

b. seek to ensure equal remuneration for men and women workers 
for work of equal or comparable value in accordance with 
section 302 of the Fair Work Act 2009 (Cth). 

 
As you know, the Australian Nursing and Midwifery Federation (“ANMF”) is an 
employee organisation that is entitled to represent the industrial interests of 
aged care employees covered by the Aged Care Award 2010 and the Nurses 
Award 2010. In accordance with the Royal Commission’s recommendation, we 
are seeking to collaborate with the Australian Government and employers, with 
a view to applying to vary the wage rates in those awards. 
 
In Volume 3 of its report, the Royal Commission states at pages 414-417 
(footnotes omitted): 
 

A wages gap exists between aged care workers and workers performing 
equivalent functions in the acute health sector. Successive governments 
have made several failed attempts to address that gap by providing 
additional funds to providers in the hope that these funds would be 
passed on to aged care workers as increased wages. For this reason, 
while our recommendations in our chapts [sic] about the funding of aged 
care will, if implemented, see substantial increases in the subsidies 
received by providers, we consider that merely increasing subsidies 
without more is unlikely to translate into higher wages. 
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In 2018, the Aged Care Workforce Strategy Taskforce recommended that the ‘industry 
develop a strategy to support the transition of personal care workers and nurses to pay rates 
that better reflect their value and contribution to delivering care outcomes’. The Taskforce 
considered that this, and its other ‘strategic actions,’ could be ‘executed in one to three years’. 
 
Wage increases have flowed as a result of the annual award reviews by the Fair Work 
Commission, and there have been some minor improvements to penalty rates as a result of 
the four yearly review of the Aged Care Award 2010 by the Fair Work Commission in 2019. 
But, otherwise, there has been no discernible increase in aged care wage rates in the more 
than two and a half years since the Taskforce report was published. The Taskforce’s proposal 
of a sector-led process leading to substantial increases in aged care wages rates seems to 
have limited prospects of success. 

 
In our view, providers, unions and the Australian Government must work together to improve 
pay for aged care workers. There are two parts to our proposed recommendations on this 
topic. The first is a work value case and equal remuneration application to the Fair Work 
Commission that would ask the Commission to examine the terms and conditions in the 
relevant awards. If successful, this will increase the wages of personal care workers and 
nurses in both residential and home care. 
 
… 
 
While the Fair Work Commission would exercise its independent discretion if any such 
application was made, on the extensive evidence before this inquiry about the work 
performed by personal care workers and nurses in both home care and residential care, we 
consider that all three of the section 157(2A) reasons may well justify an across-the-board 
increase in the minimum pay rates under the applicable awards. There is also a strong 
argument for parity between residential care workers working under the Aged Care Award 
2010 and social and community services workers who were awarded a significant pay 
increase as a result of the Equal Remuneration Order made by Fair Work Australia in 2012. 
 
… 
 
The case will need to be well argued and based on cogent evidence. 
 
The Equal Remuneration Case for social and community services workers suggests that the 
chances of success in such a case are significantly increased if the Fair Work Commission is 
presented with an agreed position involving unions, employers and the principal funder, the 
Australian Government. As Professor Stewart stated: 
 

If the Commonwealth were willing to fund any increases in labour costs, that would 
not just improve the chances of turning a contested application into one by consent. It 
would remove an obvious reason for the FWC [Fair Work Commission] to be 
concerned about agreeing to an improvement in pay or other entitlements. 

 
The reconstituted Aged Care Workforce Council will be well placed to encourage this 
cooperative approach. We see this as an important aspect of its future remit and it is why we 
recommend an increase in the number of its members who represent the workforce. 
 
Any such application should not be confined to the Aged Care Award 2010 because that 
award only applies to the residential aged care sector. Home care workers also need 
improved pay. Employed aged care workers are entitled to the minimum wages prescribed by 
the Social, Community, Home Care and Disability Services Industry Award 2010. The 
classifications set out in Schedule E of that Award should also be the subject of the proposed 
work value and or equal remuneration application. 
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Nurses working in aged care should also not be excluded from this process. We accept the 
impact of a successful case may be less for nurses, because there are fewer award-reliant 
nurses compared to personal care workers. However, section 206(2) of the Fair Work Act has 
the effect of incorporating into an agreement a relevant award rate that exceeds the 
agreement rate. Section 306 of the Fair Work Act has a similar effect where there is a conflict 
between an equal remuneration order and an Award term. 

 
The Royal Commission refers to an application by the Health Services Union (“the HSU application”) 
to vary the Aged Care Award 2010. The application was made in November 2020 and directions have 
been made by the Fair Work Commission. We note that representatives from the Attorney-General’s 
Department appeared as observers at each of the two Mentions to date. Presently, employee 
organisations, employers and employer associations are required to file evidence and submissions 
before the matter is called on for further Mention on 23 August 2021. It is unclear whether or not the 
Australian Government proposes to file any such material. Presently, the first tranche of evidence and 
submissions is due by 1 April 2021. 
 
The Fair Work Commission (“FWC”) has encouraged the parties to have ongoing discussions and to 
progress the matter in a way that is helpful to the FWC (see the transcript of proceedings dated 18 
December 2020 at PN52-53). The parties have been granted liberty to apply to vary the directions 
dated 18 December 2020 (see paragraph [6] of those directions). 
 
In light of the Royal Commission’s recent report, the ANMF has concerns about the pre-existing 
timetable for the HSU application, in circumstances where: 
 

1. The employee organisations, employers and the Australian Government have not had the 
opportunity to collaborate with each other on the basis of the Royal Commission’s 
recommendation. 

2. The prospect of any agreed position involving unions, employers and the principal funder, the 
Australian Government, that could be presented to the FWC in the manner contemplated by the 
Royal Commission ought to be considered. 

3. The Royal Commission’s recommendation is not confined to the Aged Care Award 2010. In 
conjunction with collaboration with the Australian Government and employers as recommended, 
the ANMF proposes to make an application to vary the wage rates in the Nurses Award 2010 as 
recommended by the Royal Commission. Much of the evidence in these matters will be 
inextricably linked. In view of the FWC’s encouragement to progress in a manner that is helpful to 
the FWC, the ANMF considers that the applications recommended by the Royal Commission 
should not be conducted in isolation from each other. 

 
The ANMF proposes to exercise liberty to apply to vary the directions dated 18 December 2020. 
Further, the ANMF requests that the Aged Care Workforce Industry Council now make arrangements 
for speedy collaboration between the Australian Government, employers and employee organisations 
in accordance with the recommendations of the Royal Commission. Subject to that collaboration, the 
ANMF proposes to make an application under section 158 and/or 302 of the Fair Work Act 2009 in 
respect of the Nurses Award 2010 by 17 May 2021. 
 
Yours sincerely 

 
 
 
 
Annie Butler 
Federal Secretary 
Australian Nursing and Midwifery Federation 
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From: Natasha Prasad <NPrasad@mauriceblackburn.com.au>  
Sent: Thursday, 1 April 2021 5:55 PM 
To: AMOD <AMOD@fwc.gov.au> 
Cc: Alex Grayson <AGrayson@mauriceblackburn.com.au>; Penny Parker 
<PParker@mauriceblackburn.com.au> 
Subject: AM2020/99 - Application to vary the Aged Care Award 2010 [MBC-VIC.FID5239939] 
 
Dear Registry,  
 
AM2020/99 - Application to vary the Aged Care Award 2010 
 
Please find attached, by way of filing, Outline of Submissions for the Health Services Union and other 
applications (in Word and PDF). 
 
Kind regards,  
 
Natasha Prasad | Legal Assistant 
E: nprasad@mauriceblackburn.com.au | T: (02) 8277 2614 | F: (02) 9261 3318 
 
Maurice Blackburn Lawyers 
Level 32, 201 Elizabeth Street, Sydney NSW 2000 
www.mauriceblackburn.com.au 

 
 

Submissions and evidentiary documents provided by the HSU on Thursday 1 April 
2020: 
 

Document description Received by FWC on 

Outline of Submissions 1 April 2021 

Witness statement of Gerard Hayes 1 April 2021 

Witness statement of Anita Field 1 April 2021 

Witness statement of Elizabeth Beamer Hutchins 1 April 2021 

Witness statement of Agnes Renee Charlier 1 April 2021 

Witness statement of Christopher Louis Friend 1 April 2021 

Witness statement of Sara Charlesworth 1 April 2021 

Witness statement of Kathy Eager 1 April 2021 

Witness statement of Gabrielle Meagher 1 April 2021 

Witness statement of Andrew Whyte 1 April 2021 

Witness statement of Alison Curry 1 April 2021 

Witness Statement of Kristy Youd 1 April 2021 

Witness statement of Lindy Twyford 1 April 2021 

Witness statement of Kerrie Boxsell 1 April 2021 

Witness statement of Kevin Mills 1 April 2021 

Witness statement of Kathy Sweeney 1 April 2021 

Witness statement of Jade Gilchrist 1 April 2021 

Witness statement of Donna Kelly 1 April 2021 

Witness statement of Fiona Gauci 1 April 2021 

Witness statement of Helen Platt 1 April 2021 

Witness statement for Josephine Peacock 1 April 2021 

Witness statement of Charlene Glass 1 April 2021 

Witness Statement of Deborah Kelly 1 April 2021 

Witness statement of Carol Austen 1 April 2021 

Witness statement of Darren Kent 1 April 2021 
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mailto:nprasad@mauriceblackburn.com.au
http://www.mauriceblackburn.com.au/
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099-sub-hsu-010421.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099-ws-hsu-g-h-010421.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099-ws-af-hsu-010421.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099-lh-hsu-010421.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099-ws-arc-hsu-010421.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099-ws-cf-hsu-010421.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099-ws-sc-hsu-310321.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099-ws-ke-hsu-290321.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099-ws-gm-hsu-310321.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099-ws-aw-hsu-010421.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099-ws-ac-hsu-010421.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099-ws-ky-hsu-010421.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099-ws-lt-hsu-010421.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099-ws-kb-hsu-010421.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099-ws-km-hsu-010421.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099-ws-ks-hsu-010421.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099-ws-jg-hsu-310321.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099-ws-donnak-hsu-310321.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099-ws-fg-hsu-290321.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099-ws-hlp-hsu-290321.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099-ws-jp-hsu-310321.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099-ws-cg-hsu-290321.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099-ws-deborahk-hsu-310321.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099-ws-ca-hsu-290321.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099-ws-darrenk-hsu-310321.pdf


Witness statement of Antoinette Schmidt 1 April 2021 

Witness statement of Marion Jennings 1 April 2021 

Witness statement of Mark Castieau 1 April 2021 

Witness statement of Lynn Cowan 1 April 2021 

Witness statement of Lynette Flegg 1 April 2021 

Witness statement of Michelle Harden 1 April 2021 

Witness statement for Pamela Little 1 April 2021 

Witness statement of Sandra O'Donnell 1 April 2021 

Witness statement of Sally Fox 1 April 2021 

Witness statement of Virginia Ellis 1 April 2021 

Witness Statement of Roseann Sodermans 1 April 2021 

Witness Statement of Stephen Barnes 1 April 2021 

Witness statement of Sanu Ghimire 1 April 2021 

Witness statements of Paul Jones 1 April 2021 

Witness statement of Tracy Roberts 1 April 2021 
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https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099-ws-as-hsu-300321.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099-ws-hsu-m-j-010421.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099-ws-hsu-m-c-010421.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099-ws-hsu-l-c-010421.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099-ws-hsu-l-f-010421.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099-ws-hsu-m-h-010421.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099-ws-pl-hsu-300321.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099-ws-so-hsu-250321.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099-ws-sf-hsu-290321.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099-ws-ve-hsu-250321.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099-ws-rs-hsu-010421.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099-ws-sb-hsu-280321.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099-ws-sg-hsu-010421.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099-ws-pj-hsu-010421.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099-ws-tr-hsu-230321.pdf


FAIR WORK COMMISSION 
Form F46 – Application to vary a modern award 

Fair Work Commission Approved Forms – approved with effect from 1 May 2020 1/4 

Form F46 – Application to vary a modern award 

Fair Work Act 2009, ss.157–160 

This is an application to the Fair Work Commission to make a modern award or make a determination 
varying or revoking a modern award, in accordance with Part 2-3 of the Fair Work Act 2009. 

The Applicant 

 

These are the details of the person who is making the application.  

 

Title  [   ] Mr  [   ]  Mrs  [   ] Ms [   ] Other please specify:  

First name(s)  

Surname  

Postal address Level 1, 365 Queen Street 

Suburb Melbourne 

State or territory Victoria Postcode 3000 

Phone number (03) 9602 8500 Fax number (03) 9602 8567 

Email address kwischer@anmf.org.au 

If the Applicant is a company or organisation please also provide the following details 

Legal name of business AUSTRALIAN NURSING AND MIDWIFERY FEDERATION (ANMF) 

Trading name of business AUSTRALIAN NURSING AND MIDWIFERY FEDERATION (ANMF) 

ABN/ACN 41 816 898 298 

Contact person KRISTEN WISCHER (Senior Federal Industrial Officer) 

Does the Applicant need an interpreter? 

 
If the Applicant requires an interpreter (other than a friend or family member) in order to 
participate in conciliation, a conference or hearing, the Fair Work Commission will provide an 
interpreter at no cost.  

[   ]  Yes – Specify language 

[ X ]  No 
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FAIR WORK COMMISSION 
Form F46 – Application to vary a modern award 

Fair Work Commission Approved Forms – approved with effect from 1 May 2020 2/4 

Does the Applicant require any special assistance at the hearing or conference (eg a 
hearing loop)? 

[   ]  Yes – Please specify the assistance required 

[ X ]  No  

Does the Applicant have a representative? 

 

A representative is a person or organisation who is representing the applicant. This might be 
a lawyer or paid agent, a union or employer organisation, or a family member or friend. There 
is no requirement to have a representative. 

[ X ]  Yes – Provide representative’s details below 

[   ]  No  

Applicant’s representative 

 

These are the details of the person or organisation who is representing the Applicant (if 
any). 

Name of person NICHOLAS WHITE 

Firm, organisation or 
company 

GORDON LEGAL 

Postal address Level 22, 181 William Street 

Suburb Melbourne 

State or territory Victoria Postcode 3000 

Phone number (03) 9603 3035 Fax number (03) 9603 3050 

Email address nwhite@gordonlegal.com.au 

Is the Applicant’s representative a lawyer or paid agent?  

[ X ]  Yes 

[   ]  No  
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FAIR WORK COMMISSION 
Form F46 – Application to vary a modern award 

Fair Work Commission Approved Forms – approved with effect from 1 May 2020 3/4 

1. Coverage 

1.1 What are the names of the modern awards to which the application relates? 

 

Include the Award ID/Code No. of the modern award 

MA000018: Aged Care Award 2010 

MA000034: Nurses Award 2010 

1.2 What industry is the employer in? 

Aged care (in the case of the Aged Care Award) 

Health (in the case of the Nurses Award) 

2. Application  

2.1 What are you seeking? 

Specify which of the following you would like the Commission to make: 

[ X ]  a determination varying a modern award 

[   ]  a modern award  

[   ]  a determination revoking a modern award  

2.2 What are the details of your application? 

Please refer to Annexure 1, attached. 

Attach additional pages, if necessary. 
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2.3 What are the grounds being relied on? 

Using numbered paragraphs, specify the grounds on which you are seeking the proposed variations.  

 

You must outline how the proposed variation etc is necessary in order to achieve the 
modern awards objective as well as any additional requirements set out in the FW Act. 

Please refer to Annexure 2, attached. 

Attach additional pages, if necessary. 

Signature 

 

If you are completing this form electronically and you do not have an electronic signature you 
can attach, it is sufficient to type your name in the signature field. You must still complete all 
the fields below. 

Signature 

 

Name NICHOLAS WHITE 

GORDON LEGAL 

Date 17 May 2021 

Capacity/Position Applicant’s representative 

 
Where this form is not being completed and signed by the Applicant, include the name of the 
person who is completing the form on their behalf in the Capacity/Position section.   

PLEASE RETAIN A COPY OF THIS FORM FOR YOUR OWN RECORDS 
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AUSTRALIAN NURSING AND MIDWIFERY FEDERATION (ANMF) 

APPLICATION TO VARY MODERN AWARDS 

ANNEXURE 1: DETAILS OF APPLICATION 

A. Variation to MA000034: Nurses Award 2010 

1. Insert new Schedule F, as follows: 

“Schedule F — SCHEDULE OF MINIMUM WAGES FOR AGED CARE 
EMPLOYEES 

F.1 General 

F.1.1  The provisions of this schedule apply until [insert date 4 years after 
commencement]. 

F.1.2  The provisions of this schedule are to be applied to employees in the 
classifications listed in Schedule B, engaged in the provision of: 

(a) services for aged persons in a hostel, nursing home, aged care 
independent living units, aged care serviced apartments, 
garden settlement, retirement village or any other residential 
accommodation facility; and/or 

(b) services for an aged person in a private residence. 

F.2 Nursing assistant 

 
 

Per week 
$ 

Entry up to 6 months 1028.50 

From 6 months 1045.40 

From 12 months 1062.80 

Experienced (the holder of a relevant 
Certificate III qualification) 

1097.00 

 

F.3 Enrolled nurses 

(a) Student enrolled nurse 

 Per week 
$ 

Less than 21 years of age 952.20 

21 years of age and over 1001.80 
 

(b) Enrolled nurse 

  Per week 
$ 

Pay point 1 1117.40 
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Pay point 2 1132.10 

Pay point 3 1147.10 

Pay point 4 1163.60 

Pay point 5 1175.40 
 

F.4  Registered nurses 

Minimum entry rate for a: 

(a) four year degree is $998.40 $1248 per week; 

(b) master’s degree is $1032.90 $1291.13 per week. 

Progression from these entry rates will be to level 1—Registered nurse pay 
point 4 and 5 respectively. 

  Per week 
$ 

Registered nurse—level 1 
 

Pay point 1 1195.30 

Pay point 2 1219.80 

Pay point 3 1249.80 

Pay point 4 1282.90 

Pay point 5 1322.40 

Pay point 6 1360.60 

Pay point 7 1400.00 

Pay point 8 and thereafter 1436.40 

Registered nurse—level 2  
Pay point 1 1474.50 

Pay point 2 1497.90 

Pay point 3 1523.90 

Pay point 4 and thereafter 1548.90 

Registered nurse—level 3  
Pay point 1 1598.80 

Pay point 2 1628.10 

Pay point 3 1656.30 

Pay point 4 and thereafter 1686.00 

Registered nurse—level 4  
Grade 1 1824.80 

Grade 2 1955.50 

Grade 3 2069.50 

Registered nurse—level 5  
Grade 1 1841.40 

Grade 2 1939.10 

Grade 3 2069.50 

Grade 4 2198.60 
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Grade 5 2424.90 

Grade 6 2653.10 
 

F.5  Nurse practitioner 

  Per week 
$ 

1st year 1839.80 

2nd year 1894.40 

B. Variation to MA000018: Aged Care Award 2010 

2. Amend clause 14 as follows: 

14. Minimum weekly wages 

14.1A Minimum wages—- Personal care workers 

Grade Per week 
$ 

Grade 1 1043.30 

Grade 2 1084.10 

Grade 3 1097.00 

Grade 4 1134.10 

Grade 5 1216.80 
 

3. Amend Schedule B as follows: 

B.1  Aged care employee—level 1 

Entry level: 

An employee who has less than three months’ work experience in the industry 
and performs basic duties. 

An employee at this level: 

● works within established routines, methods and procedures; 

● has minimal responsibility, accountability or discretion; 

● works under direct or routine supervision, either individually or in a 
team; and 

● requires no previous experience or training. 

Indicative tasks performed at this level are: 

General and administrative services Food services 
General clerk 
Laundry hand 
Cleaner 

Food services assistant 
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Assistant gardener 
 
 

B.2 Aged care employee—level 2 

An employee at this level: 

● is capable of prioritising work within established routines, methods 
and procedures; 

● is responsible for work performed with a limited level of 
accountability or discretion; 

● works under limited supervision, either individually or in a team; 

● possesses sound communication skills; and 

● requires specific on-the-job training and/or relevant skills training or 
experience. 

Indicative tasks performed at this level are: 

General and administrative services Food services Personal care 
General clerk/Typist (between 3 months’ 
and less than 1 year’s service) 
Laundry hand 
Cleaner 
Gardener (non-trade) 
Maintenance/Handyperson (unqualified) 
Driver (less than 3 ton) 
 

Food services assistant Personal care worker 
grade 1 

 

B.3 Aged care employee—level 3 

An employee at this level: 

● is capable of prioritising work within established routines, methods 
and procedures (non admin/clerical); 

● is responsible for work performed with a medium level of 
accountability or discretion (non admin/clerical); 

● works under limited supervision, either individually or in a team (non 
admin/clerical); 

● possesses sound communication and/or arithmetic skills (non 
admin/clerical); 

● requires specific on-the-job training and/or relevant skills training or 
experience (non admin/clerical);and 

● In the case of an admin/clerical employee, undertakes a range of basic 
clerical functions within established routines, methods and procedures. 

Indicative tasks performed at this level are: 
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General and administrative services Food services Personal care 
General clerk/Typist (second and subsequent 
years of service) 
Receptionist 
Pay clerk 
Driver (less than 3 ton) who is required to 
hold a St John Ambulance first aid certificate 
 
 

Cook Personal care worker grade 
2 
Recreational/Lifestyle 
activities officer 
(unqualified) 

 

B.4 Aged care employee—level 4 

An employee at this level: 

● is capable of prioritising work within established policies, guidelines 
and procedures; 

● is responsible for work performed with a medium level of 
accountability or discretion; 

● works under limited supervision, either individually or in a team; 

● possesses good communication, interpersonal and/or arithmetic skills; 
and 

● requires specific on-the-job training, may require formal qualifications 
and/or relevant skills training or experience. 

● in the case of a personal care worker, holds a relevant Certificate 3 
qualification (or possesses equivalent knowledge and skills) and uses 
the skills and knowledge gained from that qualification in the 
performance of their work. 

Indicative tasks performed at this level are: 

General and administrative services Food services Personal care 
Senior clerk 
Senior receptionist 
Maintenance/Handyperson (qualified) 
Driver (3 ton and over) 
Gardener (trade or TAFE Certificate III or 
above) 

Senior cook (trade) Personal care worker 
grade 3 

 

B.5 Aged care employee—level 5 

An employee at this level: 

● is capable of functioning semi-autonomously, and prioritising their 
own work within established policies, guidelines and procedures; 

● is responsible for work performed with a substantial level of 
accountability; 
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● works either individually or in a team; 

● may assist with supervision of others; 

● requires a comprehensive knowledge of medical terminology and/or a 
working knowledge of health insurance schemes (admin/clerical); 

● may require basic computer knowledge or be required to use a 
computer on a regular basis; 

● possesses administrative skills and problem solving abilities; 

● possesses well developed communication, interpersonal and/or 
arithmetic skills; and 

● requires substantial on-the-job training, may require formal 
qualifications at trade or certificate level and/or relevant skills training 
or experience. 

Indicative tasks performed at this level are: 

General and administrative services Food services Personal care 
Secretary interpreter (unqualified) Chef Personal care worker 

grade 4 
 

 

B.6 Aged care employee—level 6 

An employee at this level: 

● is capable of functioning with a high level of autonomy, and 
prioritising their work within established policies, guidelines and 
procedures; 

● is responsible for work performed with a substantial level of 
accountability and responsibility; 

● works either individually or in a team; 

● may require comprehensive computer knowledge or be required to use 
a computer on a regular basis; 

● possesses administrative skills and problem solving abilities; 

● possesses well developed communication, interpersonal and/or 
arithmetic skills; and 

● may require formal qualifications at post-trade or Advanced 
Certificate or Associate Diploma level and/or relevant skills training 
or experience. 

Indicative tasks performed at this level are: 

General and administrative services Food services 
Maintenance tradesperson (advanced) 
Gardener (advanced) 

Senior chef 
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B.7 Aged care employee—level 7 

An employee at this level: 

● is capable of functioning autonomously, and prioritising their work 
and the work of others within established policies, guidelines and 
procedures; 

● is responsible for work performed with a substantial level of 
accountability and responsibility; 

● may supervise the work of others, including work allocation, rostering 
and guidance; 

● works either individually or in a team; 

● may require comprehensive computer knowledge or be required to use 
a computer on a regular basis; 

● possesses developed administrative skills and problem solving 
abilities; 

● possesses well developed communication, interpersonal and/or 
arithmetic skills; and 

● may require formal qualifications at trade or Advanced Certificate or 
Associate Diploma level and/or relevant skills training or experience. 

Indicative tasks performed at this level are: 

General and administrative services Food services Personal care 
Clerical supervisor 
Interpreter (qualified ) 
Gardener superintendent 
General services supervisor 

Chef /Food services 
supervisor 

Personal care worker 
grade 5 

 

B.8 Grade 1—Personal Care Worker (entry up to 6 months) 

An employee at this grade: 

● is capable of prioritising work within established routines, methods 
and procedures; 

● is responsible for work performed with a limited level of 
accountability or discretion; 

● works under limited supervision, either individually or in a team; 

● possesses sound communication skills; and 

● requires specific on-the-job training and/or relevant skills training or 
experience. 
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B.9 Grade 2—Personal Care Worker (from 6 months) & Recreational/ 
Lifestyle activities officer (unqualified)  

An employee at this grade: 

● is capable of prioritising work within established routines, methods 
and procedures; 

● is responsible for work performed with a medium level of 
accountability or discretion; 

● works under limited supervision, either individually or in a team; 

● possesses sound communication and/or arithmetic skills; and 

● requires specific on-the-job training and/or relevant skills training or 
experience. 

 

B.10  Grade 3—Personal Care Worker (qualified) 

An employee at this grade: 

● is capable of prioritising work within established policies, guidelines 
and procedures; 

● is responsible for work performed with a medium level of 
accountability or discretion; 

● works under limited supervision, either individually or in a team; 

● possesses good communication, interpersonal and/or arithmetic skills; 

● requires specific on-the-job training, may require formal qualifications 
and/or relevant skills training or experience; and 

● holds a relevant Certificate III qualification (or possesses equivalent 
knowledge and skills) and uses the skills and knowledge gained from 
that qualification in the performance of their work. 

 

B.11  Grade 4—Senior Personal Care Worker 

An employee at this grade: 

● is capable of functioning semi-autonomously, and prioritising their 
own work within established policies, guidelines and procedures; 

● is responsible for work performed with a substantial level of 
accountability; 

● works either individually or in a team; 

● may assist with supervision of others; 

● may require basic computer knowledge or be required to use a 
computer on a regular basis; 

● possesses administrative skills and problem solving abilities; 
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● possesses well developed communication, interpersonal and/or 
arithmetic skills; and 

● requires substantial on-the-job training, may require formal 
qualifications at trade or certificate level and/or relevant skills training 
or experience. 

 

B.12 Grade 5—Specialist Personal Care Worker 

An employee at this grade: 

● is capable of functioning autonomously, and prioritising their work 
and the work of others within established policies, guidelines and 
procedures; 

● is responsible for work performed with a substantial level of 
accountability and responsibility; 

● may supervise the work of others, including work allocation, rostering 
and guidance; 

● works either individually or in a team; 

● may require comprehensive computer knowledge or be required to use 
a computer on a regular basis; 

● possesses developed administrative skills and problem solving 
abilities; 

● possesses well developed communication, interpersonal and/or 
arithmetic skills; and 

● may require formal qualifications at trade or Certificate IV level and/or 
relevant skills training or experience in Dementia Care or Palliative 
Care. 
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ANNEXURE 2: GROUNDS OF APPLICATION 

A. Introduction 

1. This application is made to give effect to Recommendation 84 of the Royal Commission 

into Aged Care Quality and Safety, Final Report: Care, Dignity and Respect (“Final 

Report”).  Recommendation 84, titled “Increases in award wages”, provides that 

employee organisations entitled to represent the industrial interests of aged care 

employees should collaborate with the Australian Government and employers and 

apply to vary wage rates in awards including the Aged Care Award 2010 (“Aged Care 

Award”) and the Nurses Award 2010 (“Nurses Award”).   

2. The Final Report at Vol 3A, p 416 also recognised that: 

“… on the extensive evidence before this inquiry about the work performed by 
personal care workers and nurses in both home care and residential care, we 
consider that all three of the section 157(2A) reasons [pertaining to work 
value] may well justify an across-the-board increase in the minimum pay rates 
under the applicable award.” 

3. Attempts by the ANMF to collaborate about varying rates in those awards are ongoing.  

This application pursuant to s 157 of the Fair Work Act 2009 (Cth) (“FW Act”) to vary 

the Nurses Award and the Aged Care Award is filed in accordance with a commitment 

by the ANMF to do so by 17 May 2021, notwithstanding pending collaboration.   

4. Finally by way of introduction, in what follows when the ANMF refers to aged care, it 

(like the Royal Commission at p 416) is referring to work performed in both home care 

and residential care settings. 

B. Variations sought by the ANMF 

5. There are two major amendments proposed to the Aged Care Award 2010 and the 

Nurses Award 2010: 

(1) the amendment of the Nurses Award by inserting a new schedule, applicable to 

aged care workers only and expiring after four years, which increases rates of 

pay by 25 per cent (see Annexure 1, Part A); and 

(2) the amendment of the Aged Care Award by removing Personal Care Workers 

(“PCWs”) from the main stream of “aged care employee” in Schedule B, and 
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creating a new classification structure for them—and increasing their rates of 

pay by 25 per cent (see Annexure 1, Part B). 

References to “aged care employees”, “aged care workers” and similar expressions in 

the following refer to personal care workers for the Aged Care Award and to nursing 

assistants, enrolled nurses, registered nurses and nurse practitioners within the scope of 

proposed clause F.1.2 of the Nurses Award. 

6. As to the pay increase in each of the variations contemplated in [5(1)] and [5(2)] above, 

this is justified by work value reasons and necessary to achieve the modern awards 

objective.  The ANMF seeks flat, across-the-board, increases of 25 per cent to 

minimum rates notwithstanding  that there exists some incongruity in internal 

relativities within the Nurses Award and as between the Aged Care Award and Nurses 

Award.  Flat, across-the-board increases are sought where this recognises the chronic 

undervaluation of all relevant aged care employees. 

7. It is important to emphasise this: the fact that the variation presently sought to the 

Nurses Award involves a pay increase only for aged care employees does not imply 

that a pay increase for other employees covered by that award is not also justified.  As 

noted above, this application is brought to give effect to Recommendation 84 of the 

Final Report pertaining to “aged care employees”.  A determination should here be 

made in the terms sought by the ANMF.  Additionally, it is the ANMF’s position that 

pay increases for the non-aged-care classifications under the Nurses Award are also 

justified and necessary. 

8. This is reflected in proposed clause F.1.1 to the Nurses Award.  That clause provides 

that the specific Schedule of minimum wages for aged care employees shall apply for 

a period of four years only.  Despite this limited operation, it is not intended that the 

increased minimum wages for aged care employees would be temporary.  Rather, the 

ANMF will bring a further application to increase the minimum rates for all 

classifications under the Nurses Award prior to the expiry of any new schedule of 

minimum wages for aged care employees. 

9. As to the balance of the amendment contemplated in [5(2)] above, this reflects that the 

nature of work done by PCWs differs qualitatively from the work done by general and 

administrative services and food services workers, so that it is appropriate that their 
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rates of pay should be treated separately (and, for work value reasons, increased).  Any 

attempt to maintain PCWs and general and administrative services and food services 

workers in the same structure will lead to distortions in wage outcomes, and amounts 

payable to particular workers that do not reflect the underlying work value or nature of 

the work performed.  Furthermore, recommendation 84 of the Final Report is focused 

upon “personal care workers and nurses in both residential and home care” rather than 

administrative services and food services workers. 

C. Legislative considerations 

10. Section 157(2) and (2A) provide as follows: 

“(2) The FWC may make a determination varying modern award minimum 
wages if the FWC is satisfied that: 

(a) the variation of modern award minimum wages is justified by 
work value reasons; and 

(b) making the determination outside the system of annual wage 
reviews is necessary to achieve the modern awards objective. 

Note: As the FWC is varying modern award minimum wages, the 
minimum wages objective also applies (see section 284). 

(2A) Work value reasons are reasons justifying the amount that employees 
should be paid for doing a particular kind of work, being reasons 
related to any of the following: 

(a) the nature of the work; 

(b) the level of skill or responsibility involved in doing the work; 

(c) the conditions under which the work is done.” 

11. A variation of the rates of pay outside the system of annual wage reviews is necessary 

to achieve the modern award objective.  The Aged Care Award and the Nurses Award 

do not presently provide a safety net of fair and relevant minimum wages.  A variation 

is necessary to achieve the modern award objective.  This is because the inherent work 

value of work performed under those Awards, and because of changes to that work 

which have caused the work value to increase. 

D. Work value reasons 

12. No proper work value assessment for minimum rates of pay under the Nurses Award 

or Aged Care Award occurred during the award modernisation process.  There was no 

discussion of whether rates adopted were properly fixed minimum rates.  The process 
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by which minimum rates were incorporated into each award during that process remains 

unclear.  However, the minimum wages for Assistants in Nursing in the Nurses Award 

appear to reflect those fixed by the Federal Commission in 2005 (see Nurses Private 

Employment (A.C.T.) Award 2002, 21 November 2005 PR965496).   

13. The minimum rates under the Aged Care Award also appear to be based on the rates as 

fixed by the Commission in 2005.  To this end, it is noted that equivalent minimum 

wage rates currently apply: 

(1) Under the Nurses Award for a Nursing assistant – Experienced (the holder of a 

relevant Certificate III qualification); and 

(2) Under the Aged Care Award for a Personal care worker grade 3 - where such a 

PCW holds a relevant Certificate 3 qualification (or possesses equivalent 

knowledge and skills) and uses the skills and knowledge gained from that 

qualification in the performance of their work. 

14. The minimum rates and relativities in the Nurses Award for Enrolled Nurses and 

Registered Nurses appear to have been based on  the Nurses (ANF – South Australian 

Private Sector) Award 1989, as amended annually via safety net adjustments and 

Australian Fair Pay Commission adjustments.  These were deemed to be properly fixed 

minimum rates by the Federal Commission in 1998 (see Paid Rates Review Decision, 

20 October 1998, Print Q7661).   

15. Notably, the minimum wages adopted under the Nurses Award and Aged Care Award 

for aged care workers during the Award Modernisation process were lower than 

minimum rates applicable in other states and territories.   Those minimum rates under 

the Nurses Award and Aged Care Award have not been adjusted outside the system of 

annual wage reviews since the Awards were created.   

16. The Final Report recognised that the aged care workforce is poorly paid for difficult 

and important work (Vol 3A, p 372).  The current pay rates do not reflect the underlying 

work value of the work performed by workers covered by the two relevant Awards, and 

do not reflect changes in the work value over the last sixteen to twenty-two years.  The 

nature of the work, the level of skill or responsibility involved in doing the work and 
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the conditions under which the work is done all justify the payment of higher minimum 

wages.  Changes to the work value of work performed by aged care employees include: 

(1) workloads and time pressure have increased, as has the inadequacy of staffing 

levels; 

(2) the increased prevalence of higher-acuity residents, with greater complexity of 

care needs including in relation to: 

(a) wound care; 

(b) medication; 

(c) pain management; 

(d) food, nutrition, and hydration; 

(e) continence care; 

(f) mobility and falls; 

(g) social supports; 

(h) quality of life; 

(i) end of life / palliative care; 

(j) greater and increased levels of co-morbidities; 

(3) there is an increased percentage of residents with dementia; 

(4) there is an increased requirement for documentation of care, including with the 

implementation of computerised care planning and documentation systems; 

(5) the regulatory environment is considerably more complex; 

(6) substantial changes to the model and philosophy of care, including a shift to 

person-centred care; 

(7) there has been a reduction in registered nurse numbers, leading to a greater 

supervisory burden for those nurses who remain; 
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(8) COVID-19 has resulted in additional work and regulation (as well as stress and 

danger); 

(9) greater technological requirements, including (e.g.) medication aids, lifting and 

mobility equipment, continuous positive airway pressure equipment; 

(10) workers are having to interact with patients’ animals and visitors to a greater 

degree; 

(11) increasing requirement for formal qualifications and additional specialised 

training of workers; 

(12) greater need for restraint management and reporting, especially in the context 

of a higher prevalence of dementia; and 

(13) the number of, and complexity of administration of, medication has increased. 

17. To an ever-increasing degree, the nature of the work of aged care employees: 

(1) involves the provision of direct care; 

(2) is complex and demanding; 

(3) is co-operative and team-based; 

(4) is personal and intimate; 

(5) is stressful and time pressured; 

(6) involves exposure to workplace violence and aggression; 

(7) is physically and emotionally demanding; 

(8) is wide ranging in scope; 

(9) carries significant responsibilities; and 

that work is, and has been, overwhelming performed by females and as such has been 

undervalued. 

18. As recognised in the Royal Commission Final Report: 
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(1) there is a clear and pressing need for a substantial development of the workforce 

in the aged care sector (Vol 3A, p 371); 

(2) the current aged-care workforce is not large enough to provide high quality aged 

care services on a consistent basis (Vol 3A, p 374); 

(3) the need for direct care workers will double by 2050 (Vol 3A, pp 374–375), as 

a result of a one-third increase in people aged 65–69 and a doubling of the 

number of people aged over 85 (Vol 3A, p 377); 

(4) the proportion of professionally-qualified staff such as nurses is too low (and 

declining—see Vol 3A, p376), which does not reflect the increasing medical 

acuity of people receiving aged care (Vol 3A, p 371, 374); 

(5) it is difficult work including because it is in stressful and sometimes unsafe 

workplaces (Vol 3A, p 372); and 

(6) a wages gap exists between aged care workers and workers performing 

equivalent functions in the acute health sector (Vol 3A, p 414), which gap 

persists despite attempts to narrow it (Vol 3A, p 414). 

E. The modern awards objective 

A fair and relevant minimum safety net of terms and conditions 

19. A significant number of aged-care workers are paid at Award rates.  As summarised 

above, the current Award rates considerably undervalue the work value of the work 

performed by aged-care workers.  This does not provide a “fair” safety net because, 

among other things, it does not properly recognise work value and there is a significant 

disparity between these Award rates and bargained outcomes. 

20. Further, as outlined above, there is a wages gap between aged care workers and workers 

performing equivalent functions in the acute health sector (Final Report, Vol 3A, 

p 414). 

21. Low wages contribute to the perception that work in aged care is undervalued, under-

appreciated, and not respected.  Insufficient remuneration is a factor in the difficulty in 

attracting staff to, and in causing workers to leave, the sector.  Improved pay would be 

a factor in influencing workers to begin, continue in, or return to work in aged care. 
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22. An increase in Award wages is therefore necessary in order to ensure that a fair and 

relevant minimum safety net of terms and conditions (especially wages) is provided by 

the Awards. 

(a) relative living standards and the needs of the low paid 

23. A threshold of two-thirds of median full-time wages provides a suitable benchmark for 

identifying who is “low paid”, within the meaning of s 134(1)(a).  On this measure, all 

Nursing Assistants and Enrolled Nurse classifications under the Nurses Award and 

PCW classifications under the Aged Care Award are currently close to or below this 

“low paid” threshold.   

24. The variations sought by the ANMF would elevate each of these classifications beyond 

being “low paid”. 

(b) the need to encourage collective bargaining 

25. Employees covered by the Aged Care Award, and aged-care employees covered by the 

Nurses Award, have experienced the compounding effect over many years of difficulty 

bargaining successfully in the sector. 

26. Difficulty bargaining in the sector arises including because of: 

(1) high levels of casual and part-time employment; 

(2) low hours contracts; 

(3) the female-dominated nature of the industry (which workforces have, 

historically, been less industrially organised); 

(4) the shift-based nature of the work and rostering arrangements; 

(5) the proportion of workers from culturally and linguistically diverse 

backgrounds (which presents as a barrier to effective communication in 

bargaining); 

(6) a cultural reluctance (arising out of a sense of professional commitment) to take 

industrial action that may be seen to negatively affect residents; 

(7) industrial regulation limiting rights to take industrial action;  
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(8) a lack of union density; and  

(9) the impact of insecure work. 

27. An increase in the rates of pay provided by the Aged Care Award and for aged-care 

employees covered by the Nurses Award would encourage collective bargaining in that: 

(1) it would increase the incentive or necessity to negotiate enterprise-specific 

trade-offs and productivity benefits; 

(2) it removes any disincentive to continue collective bargaining for employees 

who have negotiated rates at or higher than the correct work value of the work 

they perform, by removing the gap between these rates and the Award 

minimum. 

(c) the need to promote social inclusion through increased workforce participation 

28. The Final Report emphasised the absence of clear career paths for persons in the aged-

care industry (Final Report, Vol 3A, pp 385–391 in particular).  Increased minimum 

rates will lead to: 

(1) a greater ability to attract and retain staff; 

(2) an incentive for career progression for workers in the industry; 

(3) accordingly, higher-quality care and quality of life for aged-care residents. 

29. Further, women make up the majority of: (1) employees in aged care; and (2) people 

providing unpaid aged care domestically.  Increasing the wages payable to aged-care 

workers will in two ways promote social inclusion.  First, assuming that (1) remains 

true, increasing rates of pay and creating a clearer career path will attract or retain 

female employees and thus increase the workforce participation of women.  Second, 

increased wages will enhance confidence in the aged-care sector, so that women 

presently providing domestic unpaid aged care are more likely to entrust aged care to 

the paid sector, enabling them themselves to return to or enter the workforce (in aged 

care or otherwise). 
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(d) the need to promote flexible modern work practices and the efficient and productive 
performance of work 

30. Given Australia’s aging population and the requirement for aged care of increasing 

numbers of the “baby boomer” generation, there will be a need for the aged care 

workforce significantly to grow. 

31. An increase in minimum rates will attract new workforce participants to meet the 

growing demand for labour, and will assist in addressing current recruitment and 

retention problems and facilitate the upskilling of the existing workforce. 

(da) the need to provide additional remuneration for: (i) employees working overtime; or (ii) 
employees working unsocial, irregular or unpredictable hours; or (iii) employees working 
on weekends or public holidays; or (iv) employees working shifts 

32. By its nature, aged care work involves unsocial hours, weekend and public holiday 

work and shift work.  Under the Nurses Award and Aged Care Award, employees are 

compensated for work on weekends, public holidays and shifts by loadings based on 

their ordinary hourly rate.  The need to provide additional remuneration for employees 

working unsocial hours, weekends, public holidays and shift work will only be properly 

met where the underlying ordinary rate of pay is appropriate. 

(e) the principle of equal remuneration for work of equal or comparable value 

33. The Final Report recognised that the aged care workforce is predominantly female 

(Final Report, V3, p 374).  The Final Report also recommended an application pursuant 

to s 302 of the FW Act to ensure equal remuneration for men and women workers for 

work of equal or comparable value further or in the alternative to the present 

application.   

34. The fact that the ANMF have not, at this time, brought an application pursuant to s 302 

of the FW Act does not amount to concession that aged care workers currently enjoy 

equal remuneration for work of equal or comparable value. 

(f) the likely impact of any exercise of modern award powers on business, including on 
productivity, employment costs and the regulatory burden 

35. It is the intention of the ANMF to continue to collaborate with the Australian 

Government and employers to minimise the likely impact of any award variation on 

business. 
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(g) the need to ensure a simple, easy to understand, stable and sustainable modern award 
system for Australia that avoids unnecessary overlap of modern awards 

36. The proposed amendments perpetuate some overlap of modern award coverage 

between Assistants in Nursing under the Nurses Award and PCWs under the Aged Care 

Award.  Such overlap is not “unnecessary” (see Award Modernisation Decision [2009] 

AIRCFB 345 at [152]).  

(h) the likely impact of any exercise of modern award powers on employment growth, 
inflation and the sustainability, performance and competitiveness of the national economy 

37. The Final Report identified a clear and pressing need for a substantial development of 

the workforce in the aged care sector.  Increased wages will be a critical element of the 

development of the workforce. 

E.1 The minimum wages objective 

A safety net of fair minimum wages 

38. For the same reasons as given above at [19]–[37], an increase in the minimum wages 

provided for by the Aged Care Award and the Nurses Award would ensure that there is 

a safety net of fair minimum wages having regard to the minimum wages objective. 
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Form F46 – Application to vary a modern award 

Fair Work Act 2009, ss.157–160 

This is an application to the Fair Work Commission to make a modern award or make a determination 

varying or revoking a modern award, in accordance with Part 2-3 of the Fair Work Act 2009. 

The Applicant 

 

These are the details of the person who is making the application.  

Title  [   ] Mr  [   ]  Mrs  [   ] Ms [   ] Other please specify:  

First name(s)  

Surname  

Postal address Suite 46, 255 Drummond St 

Suburb Carlton 

State or territory VIC Postcode 3053 

Phone number 0418 538 989 Fax number  

Email address leighs@hsu.net.au; louised@hsu.net.au  

If the Applicant is a company or organisation please also provide the following details 

Legal name of business Health Services Union 

Trading name of business Health Services Union 

ABN/ACN 68 243 768 561 

Contact person Leigh Svendsen leighs@hsu.net.au 0418 538 989 

Louise de Plater louised@hsu.net.au 0429 928 192  

Does the Applicant need an interpreter? 

 

If the Applicant requires an interpreter (other than a friend or family member) in order to 

participate in conciliation, a conference or hearing, the Fair Work Commission will provide an 

interpreter at no cost.  

[   ]  Yes – Specify language 

[ X ]  No 
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Does the Applicant require any special assistance at the hearing or conference (eg a 

hearing loop)? 

[   ]  Yes – Please specify the assistance required 

[ X ]  No  

Does the Applicant have a representative? 

 

A representative is a person or organisation who is representing the applicant. This might be 

a lawyer or paid agent, a union or employer organisation, or a family member or friend. There 

is no requirement to have a representative. 

[  ]  Yes – Provide representative’s details below 

[X]  No  

Applicant’s representative 

 

These are the details of the person or organisation who is representing the Applicant (if 

any). 

Name of person  

Firm, organisation or 

company 

 

Postal address  

Suburb  

State or territory    

Phone number    

Email address  

Is the Applicant’s representative a lawyer or paid agent?  

[  ]  Yes 

[  ]  No  

1. Coverage 

1.1 What is the name of the modern award to which the application relates? 

 

Include the Award ID/Code No. of the modern award 

Social, Community, Home Care and Disability Services Award 2010 [MA000100] (SCHCDS Award)  
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1.2 What industry is the employer in? 

That part of the home care sector (as defined in the SCHCDS Award) which operates in the aged 

care industry. 

2. Application  

2.1 What are you seeking? 

Specify which of the following you would like the Commission to make: 

[X]  a determination varying a modern award 

[  ]  a modern award  

[  ]  a determination revoking a modern award  

2.2 What are the details of your application? 

1. The Applicant applies to amend the SCHCADS Award as follows: 

A. To insert into clause 3.1, the following definition: 

Home aged care employee means a home care employee providing personal care, domestic 
assistance or home maintenance to an aged person in a private residence; 

B. To amend the heading to clause 17 as follows: 

 Minimum weekly wages for home care employees other than home aged care 

 employees. 

C. To insert clause 17A, as follows: 

 17A. Minimum weekly wages for home aged care employees 

17A.1 Home aged care employee Level 1 

  Per week 

  $ 

Pay point 1 1014.13 

 

17A.2 Home aged care employee Level 2 

  Per week 
$ 

Pay point 1 1074.88 

Pay point 2 1082.25 

17A.3 Home aged care employee Level 3 
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2.3 What are the grounds being relied on? 

Using numbered paragraphs, specify the grounds on which you are seeking the proposed variations.  

 

You must outline how the proposed variation etc is necessary in order to achieve the 

modern awards objective as well as any additional requirements set out in the FW Act. 

The grounds relied upon by the Applicant are contained in Annexure A to this application. 

Attach additional pages, if necessary. 

  Per week 
$ 

Pay point 1 (certificate III) 1097.00 

Pay point 2 1130.75 

 

17A.4 Home aged care employee Level 4 

  Per week 
$ 

Pay point 1 (certificate IV) 1196.88 

Pay point 2 1220.75 

 

17A.5 Home aged care employee Level 5 

  Per week 
$ 

Pay point 1 (degree or diploma) 1283.13 

Pay point 2 1333.75 

D. To make such further or other amendments to the SCHCDS Award as appear appropriate to 

the Commission in light of the evidence in the proceeding. 

 

Attach additional pages, if necessary. 
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Signature 

 

If you are completing this form electronically and you do not have an electronic signature you 

can attach, it is sufficient to type your name in the signature field. You must still complete all 

the fields below. 

Signature  

Name Lloyd Williams 

Date 31 May 2021 

Capacity/Position HSU National Secretary 

 

Where this form is not being completed and signed by the Applicant, include the name of the 

person who is completing the form on their behalf in the Capacity/Position section.   

PLEASE RETAIN A COPY OF THIS FORM FOR YOUR OWN RECORDS 
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ANNEXURE A 

GROUNDS AND REASONS FOR APPLICATION 

INTRODUCTION 

1. This application raises for consideration a number of issues that arise in respect of the 

application by the Health Services Union to vary the Aged Care Award 2010 [MA000018] 

(Aged Care Award) in proceedings number 2020/99 and the application by the Australian 

Nursing and Midwifery Federation in proceedings number 2021/63 to vary the Aged Care 

Award and the Nurses Award 2010 [MA000034] (Nurses Award). 

 

2. Employees, other than nurses, providing aged care in residential aged care facilities are 

covered by the Aged Care Award 2010. Employees providing aged care in home settings 

(the home aged care employees) are covered by the Social, Community, Home Care and 

Disability Services Industry Award [MA000100] (SCHCDS Award).  

 

3. As is the case with the minimum wage rates contained in the Aged Care Award, the minimum 

wage rates in the SCHCDS Award pertaining to home aged care employees were not 

evaluated during the award modernisation process which led to the making of the SCHCDS 

Award. No consideration of the minimum wages (other than by annual minimum wage 

adjustments) or the work value of the work performed by home aged care employees covered 

by the SCHCDS Award has been conducted since that Award commenced to operate in 

2010. 

 

4. The current minimum wage rates pertaining to home aged care employees in the SCHCDS 

Award do not recognise the nature of work, the level of skill and responsibility involved in 

performing the work, nor the conditions under which the work is performed by home aged 

care employees providing aged care services in home settings. 

 

5. The current minimum wage rates pertaining to home aged care employees in the SCHCDS 

Award undervalue the work of employees currently covered by that Award by more than 25 

percent.  

 

6. The Applicant seeks an increase in wages of 25 percent for home aged care employees at 

all classification levels in Schedule E of the Award to rectify the undervaluation.  

 

7. The claimed increase would address the historic establishment of Award wages and 

recognise significant increases in work value of home aged care employees. 

 

8. In considering the application, the Commission would be informed by the findings of the Final 

Report of the Royal Commission into Aged Care Quality and Safety, Final Report: Care, 

Dignity and Respect (Final Report) about the conditions under which aged care work is 

performed, and the workforce needs of the aged care system.    

 

9. The claimed increase would give effect to Recommendation 84 of the Final Report, namely: 

 

Recommendation 84: Increases in award wages  

 

Employee organisations entitled to represent the industrial interests of aged care employees 

covered by the Aged Care Award 2010, the Social, Community, Home Care and Disability 

Services Industry Award 2010 and the Nurses Award 2010 should collaborate with the 

Australian Government and employers and apply to vary wage rates in those awards to:  
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a.  reflect the work value of aged care employees in accordance with section 158 of 

the Fair Work Act 2009 (Cth), and/or  

b.  seek to ensure equal remuneration for men and women workers for work of equal 

or comparable value in accordance with section 302 of the Fair Work Act 2009 

(Cth). 

 

 S.157(2A) - WORK VALUE REASONS  

9. Section 157(2) of the Fair Work Act 2009 (the Act) enables the Commission to make a 

determination varying modern award minimum wages, where such variation is justified by work 

value reasons and making the determination outside the system of annual wage reviews is 

necessary to achieve the modern awards objective. ‘Work value reasons’ are addressed at 

section 157(2A) of the Act.  

10. Whilst no specific datum point is required for an analysis of work value, the Commission should 

have regard to: changes in the nature of the work, the skills required to perform that work; the 

responsibility involved in doing the work; and the conditions under which work is performed 

which have occurred over time.  

11. Any consideration by the Commission should readily ascertain that the variation is justified 

based on the following work value reasons.  

 The nature of the work – s 157(2A)(a) 

10. The nature of the work of home aged care employees justifies the variation to applicable 

minimum Award wages sought by the Applicant. The work performed includes a broad range 

of duties and requires a broad range of knowledge, skills and sound judgment in order to (in 

sum): 

a. Understand and assess the needs of an ageing population with an increased level of 

frailty, vulnerability and/or behavioural and psychological symptoms of dementia or 

equivalent. Those needs include the physical, mental, social, emotional, nutritional 

and hygiene needs of clients; 

 

b. Provide high quality physical, social and emotional care that is appropriate to the 

needs of people who require it; 

 

c. Provide care that protects the safety, health and wellbeing of aged care clients in 

home settings; 

 

d. Provide care that supports psychological, cultural and emotional wellbeing of aged 

care clients in home settings; 

 

e. Provide re-ablement to the aged; 

 

f. Provide specialist care in key areas of need, such as palliative or dementia care; 

 

g. Provide care in an increasingly diverse aged care population; 

 

h. Allow the aged to be able to exercise choice and be treated as individuals; 
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i. Liaise with clinical, health professional and supervisory staff to ensure the changing 

care needs of aged care clients in home settings are reported and can be reassessed 

when required; 

 

j. Facilitate the engagement, social participation and independence of aged care 

clients in home care settings in the context of an ageing population;  

 

k. Communicate effectively with a range of stakeholders, from family members to 

clinical and health professionals, on issues which are often of a sensitive nature. 

 

l. Operate autonomously with a high level of responsibility and limited level of 

supervision and support; 

 

m. At higher levels, manage day to day compliance with an increasingly complex 

regulatory regime (including quality and safety standards) and Aged Care industry 

policies and guidelines;  

 

n. Perform a broad range of administrative and human resource related duties including 

recruitment processes, rostering, induction, orientation, staff liaison and event 

organisation;  

 

o. Perform sales and promotional functions, targeted at prospective residents;  

 

p. Manage and evaluate capacity to deliver care to clients, making arrangements with 

potential clients, preparing paperwork for new clients including contracts, reconciling 

payments for care, admitting new clients and discharging clients;  

 

q. Deal with external auditors and compliance officers;  

 

r. Deal with resident, family and staff complaints and enquiries;  

 

s. Oversight of staff and outsourced providers;  

 

t. Manage the financial affairs of the service (including accounts payable and 

receivable, payment of invoices, checking of invoices, purchasing, managing petty 

cash, banking, receiving residents’ payments); and  

 

u. Operate in an increasingly sophisticated care environment.   

 

11. There have been significant changes in the nature of the work performed by home aged care 

employees resulting from: 

 

a. Changes in the acuity levels of aged care clients in home settings (with an increase 

in those with higher needs requiring a higher degree of responsibility from personal 

care workers, a higher level of care, a greater breadth of care and assistance and an 

increase in those with higher needs requiring a higher and more diverse range of 

paperwork and assessments to be performed prior to and whilst receiving care);  

 

b. Changes in theories and models of care; 
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c. Increased requirements to, in consultation with the client, assess the medical, 

physical, emotional, social, dietary, nutritional and mobility needs of aged care clients 

in home settings and to assist clients with medication and medical needs; 

 

d. Increases in the need to, in consultation with the client, devise and provide 

individualised and complex physical, social and emotional care for each client, to 

document same and to report on significant developments to the client, employers 

and family members; 

 

e. Increases in the need to, in consultation with the client, plan and administer the 

provision of home aged care; 

 

f. Increasingly complex duties in financial management, oversight of outsourced 

providers, dealing with external auditors and compliance officers, human resource 

functions, managing accreditations and ensuring compliance, regulator and staff 

liaison;  

 

g. Increased community expectations with regard to the extent and quality of care;  

 

h. Increased skills required in providing client choice-centred care and assessing, 

planning and implementing the same; 

 

i. Employer requirements for higher qualifications and training, the content and 

complexity of which are increasing; 

 

j. Changes to infection control procedures; 

 

k. Changes to requirements when preparing client directed care documentation arising 

from (without limitation) altered government regulation, increased governance and 

accreditation requirements; 

 

l. Increased use and implementation of technology, including assisting and instructing 

older persons on the same; 

 

m. Increased delegation of more sophisticated work, once associated with specialist 

management roles, such as procurement, human resources/employee relations, 

finance, governance, regulatory and compliance and facilities management;  

 

n. Demands and pressures arising from the management of client directed care 

packages, and inadequate allowance for care in those packages.  

 

o. Other related productivity measures. 

 

 The level of skill or responsibility involved in doing the work – s 157(2A)(b) 

12. The work of home care employees providing aged care in home settings increasingly requires 

Certificate III or IV qualifications and additional formal specialised training (for example, in 

dementia care or medication dispensation). 

 

13. Home care employees have a high level of responsibility in a broad range of areas arising 

from their role as carers of uniquely vulnerable, highly dependent aged people of Australia. 

This responsibility is to provide care in all aspects for the aged and extends to responsibility 
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for the physical, emotional and mental wellbeing of some of the most acutely ill and highly 

dependent cohorts in Australian society. 

 

14. Home care employees work, almost exclusively, alone without direct support or supervision. 

They are solely responsible for the care provided, monitoring, observing and reporting 

changes in the client’s physical and mental health, activity and cognitive functions to ensure 

responses, intervention or reassessment of their needs by the appropriate health 

professionals.  

 

15. Home care employees frequently provide care for periods in excess of their engagement, or 

at levels above their classification where the home care package allocated to the client is 

insufficient to provide an appropriate level of care to the client. 

 

16. Home care roles have become increasingly complex with the necessary attainment and 

exercise of a higher level of skill arising from (without limitation) the factors set out above as 

well as the evolution of a more complex regulatory environment resulting in increased 

responsibility for care workers and a greater emphasis on regulatory compliance, increased 

accreditation requirements for employers, and increased responsibility for assessing the 

medical needs of residents and assisting clients with medication and medical needs. 

 

17. The level of skill and responsibility required of home aged care employees has increased 

arising from (without limitation): 

 

a. Increased reliance on workers to assess the medical and other needs of clients, to 

assist clients with medication and medical needs (rather than reliance on Allied 

Health Professionals, nurses and doctors) and liaise with medical practitioners and 

other health professionals; 

 

b. Increased prevalence of high acuity clients with more varied and high needs and a 

consequential need to assess, plan around and treat increasingly complex physical, 

social and emotional needs of residents; 

 

c. Changes in qualification requirements;  

 

d. Increased minimum standards and regulatory requirements for employers;  

 

e. Changes in technology used in performance of the work; 

 

f. Increased skills and responsibilities arising from the shift to the provision of client 

directed care and assessing, planning and implementing the same; 

 

g. More responsibility for the provision of physical, social and emotional care of clients; 

 

h. Increasing ongoing quality assessment and accreditation requirements; 

 

i. Reduction in the use and availability of registered nursing care and assessment; 

 

j. Increasingly complex duties of financial management, oversight, compliance, human 

resource functions, liaison and more varied and more complicated maintenance and 

other functions;  

 

k. The need to perform sales and promotional work at higher levels; 
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l. The need to implement and oversee policies and protocols governing the delivery of 

services.  

 The conditions under which the work is done – s 157(2A)(c) 

18. Home care employees perform work in a diverse range of environments, without supervision; 

 

19. The provision of aged care in the home has changed markedly since the SCHCDS Award 

was made as a result of (without limitation): 

 

a. Changes in the model of care (including the introduction of client directed care, 

specialist dementia care and palliative care); 

 

b. Changes in the philosophy of care (including the shift to the provision of client 

directed care and the decreased role of health professionals in the home care 

environment); 

 

c. Increased prevalence of high acuity clients with varied and higher needs including 

clients with later stage dementia and/or palliative care needs as more people choose 

to die at home; 

 

d. An increase in the sophistication of care and the regulatory framework that care 

operates in;  

 

e. Changes arising from COVID-19 that will likely continue, including: 

 

i. Changes in infection control procedures; 

ii. Changes in the use of technology; and 

iii. Changes in emotional needs of clients arising from increased isolation. 

 

20. In addition, it is anticipated that further changes to the conditions under which work is 

performed will result from the report of the Royal Commission into Aged Care Quality and 

Safety. 

 

MODERN AWARD AND MINIMUM WAGES OBJECTIVE – SS 157(1)(b), s134(1) and 284(1) 

– FAIR AND RELEVANT SAFETY NET 

 Relative living standards and the needs of the low paid   

21. Many employees in the aged care sector, including home aged care employees, are paid 

minimum Award rates.  Home aged care employees are predominantly engaged in roles for 

less than full time hours.  The Award rates do not provide a relevant safety net of minimum 

wages. For the reasons set out above, the current Award rates significantly undervalue the 

work performed by home aged care workers. Even where rates of pay are set by enterprise 

agreements these rates are little more than Award rates of pay.  

 The need to encourage collective bargaining  

22. There are significant and widespread difficulties associated with collective bargaining in the 

aged care sector with the result that the majority of employees are being paid minimum rates 

pursuant to the Award or rates set under enterprise agreements that are usually no higher 

than 5 percent above the minimum rates set under the relevant Award.  
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23. Factors impeding enterprise bargaining include:  

 

a. the fact that the majority of funding for the sector comes from the Commonwealth 

Government.  

 

b. the lack of incentive for employers to bargain with employees due to the existing low 

wage rates;  

 

c. the dispersed nature of the work;  

 

d. the undesirable interruptions to client care posed by industrial action. 

 

 

24. The variations sought in this application would encourage employers to engage in collective 

bargaining by:  

a. increasing the relevance of the minimum rates applicable to the work performed;  

 

b. encouraging industrial parties to bargain for particular arrangements in workplaces 

to improve productivity and properly utilise a skilled workforce; and  

 

c. increasing the competitiveness of enterprises who currently engage in enterprise 

bargaining. 

 

 The need to promote social inclusion through increased workforce participation  

25. Given an overwhelming majority of employees in the aged care sector are women, creating 

an incentive for employees to remain in the sector (by increased rates of pay and an 

enhanced classification structure), has the potential to increase the workforce participation of 

women. Further, given women still perform the majority of unpaid caring responsibilities to 

the elderly outside of paid employment, increased confidence in the aged care sector may 

allow those women providing unpaid care to their elderly relatives, the opportunity to return 

to the workforce.  

 

The need to promote flexible modern work practices and the efficient and productive 

performance of work 

26. The undervaluation of the work performed in the aged care sector is a significant obstacle to 

attracting and retaining skilled aged care workers. This presents a material risk to the efficient 

and productive performance of work in the sector given that it is estimated that in order to 

maintain adequate levels of care, three times the current numbers of aged care workers will 

be required to sustain the sector by 2050. This is largely due to the ageing population, and 

the expectation that the number of persons requiring aged care is likely to increase 

significantly during that time.  

 

27. The challenges in retaining and attracting staff as a result of disproportionately low wages is 

well documented. The inability to retain and attract staff is a contributing factor to 

understaffing, increased workloads and more challenging working conditions within the sector 

which necessarily has a negative impact on the quality of care provided to clients. As a result, 

the persistence of the undervaluation of aged care work is likely to dramatically decrease the 

efficient delivery of a high standard of care within the sector.  
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28. Further, granting the variation sought, is also likely to provide incentives for aged care 

workers to increase their qualifications and skills, which would necessarily translate into 

productivity gains.  

 

 Equal remuneration for work of equal or comparable value 

29. As demonstrated comprehensively above, unlike other comparable professions, an increase 

in the qualifications, knowledge and skills required to perform work in the aged care sector, 

has not led to an increase in wages.  

 

30. The workforce is female dominated. The undervaluation of aged care work has been 

contributed to significantly by the fact that the work has commonly been considered ‘women’s 

work’ and is therefore inherently undervalued. Granting the variation sought would address 

the inherent undervaluation of feminised work and would be an important step in closing the 

gender pay gap that currently exists and is concentrated in the caring sectors (including in 

aged care).  

 

31. The need to increase wages for aged care workers in order to achieve this objective is 

recognised in Recommendation 84 of the Final Report.  

Likely impact on business, including on productivity, employment costs and the 

regulatory burden 

32. The variation sought is likely to address the skill shortage that currently exists in the aged 

care sector. This skill shortage is forecast to dramatically increase in the coming decade, 

addressing this issue will increase productivity and benefit business.  

 

The need to ensure a simple, easy to understand, stable and sustainable modern award 

system for Australia that avoids unnecessary overlap of modern awards 

33. Granting the variation sought is crucial to ensuring a stable and sustainable modern award 

system. The variation will simplify progression for home aged care workers, through the 

inclusion of tenure-based progression and will set wages that accurately reflect the value of 

the work performed. This is fundamental to the integrity of the modern award system and 

maintaining its relevance to the labour market. Indeed, maintaining wage rates that are fair 

and equitable is a key component of an Award system that is simple and easy to understand.  

 

Likely benefit to the sustainability, performance and competitiveness of the national 

economy  

34. An aged care system which provides good quality and reliable care to the elderly is critical in 

permitting the working-age population to contribute to the economy, reducing pressures on 

the health care system and supporting economic activity, competitiveness and growth.  

 

35. The setting of proper and fair rates of remuneration for home aged care employees will foster 

an efficient, productive and skilled workforce and support an aged care system which is able 

to contribute to the maintenance of a sustainable, productive and competitive national 

economy.  

 

1638



 Other discretionary reasons 

36. The correlation between adequate remuneration and the provision of a high level of care to 

elderly Australians is well documented. Increasing the minimum wage rates in the Award is 

fundamental to attracting and retaining skilled members of the workforce in the aged care 

system. Without the ability to retain employees in the system, the standard of care able to be 

provided is significantly reduced. Providing a level of care to elderly Australians which affords 

them dignity in their old age, is an essential feature of a just and prosperous society.  

 

Conclusion 

37. On the basis of the above the variations sought are: 

 

a. justified by work value reasons pursuant to s.157(2A);  

b. meet the minimum wages objective pursuant to Part 2-6 of the Act; and 

c. necessary to be varied as soon as possible in order to achieve the modern awards 

objective pursuant to s.157(2)(b). 
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Lodged by: Telephone: (03) 9603 3035 
Australian Nursing and Midwifery Federation  
Address for Service: Fax: (03) 9603 3050 
Level 22, 181 William Street, Melbourne VIC 3000 Email: nwhite@gordonlegal.com.au 

 

IN THE FAIR WORK COMMISSION 
 
Matter No.:  AM2020/99, AM2021/63 and AM2021/65 
Re Applications by: Australian Nursing and Midwifery Federation and others 
 
 

ANMF PROPOSED DIRECTIONS 
 
The following directions are made in relation to the application by the Australian Nursing and 
Midwifery Federation to vary the Nurses Award 2010 and Aged Care Award 2010 dated 17 
May 2021 (AM2021/63) and the applications by the Health Services Union to vary the Aged 
Care Award 2010 and Social, Community, Home Care and Disability Services Industry 
Award 2010 dated 12 November 2020 and 31 May 2021 respectively (AM2020/99 and 
AM2021/65). 
 

1. The three matters (AM2020/99, AM2021/63 and AM2021/65) will be dealt with jointly 
by one Full Bench and any evidence given in the matters will be admissible in relation to 
all of them. 
 

2. The Australian Government will file the information and data that addresses each of the 
requests set out in Schedule 1 (requests by the ANMF and the HSU) by 4pm on Friday 
23 July 2021. 
 

3. The Australian Nursing and Midwifery Federation will file any agreed position involving 
union parties, employers, employer associations and/or the Australian Government in 
relation to proposed variations to the Aged Care Award 2010, the Social, Community, 
Home Care and Disability Services Industry Award 2010 and the Nurses Award 2010, as 
recommended by the Royal Commission into Aged Care Quality and Safety, by 4pm on 
Friday 20 August 2021. 
 

4. The Applicants and other union parties will file evidence and submissions by 4pm on 
Friday 12 November 2021. 
 

5. Employers and employer associations will file evidence and submissions by 4pm on 
Friday 25 March 2022. 
 

6. The Applicants and other union parties will file evidence and submissions in reply by 
4pm on Friday 27 May 2022. 
 

7. The matters will be listed for the hearing of evidence from Wednesday 22 June 2022 to 
Friday 8 July 2022 (inclusive). 
  

8. The parties are granted liberty to apply to vary the above directions. 
 

9. The directions dated 18 December 2020 in relation to the application by the Health 
Services Union to vary the Aged Care Award 2010 (AM2020/99) are set aside. 
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SCHEDULE 1 

ANMF REQUEST FOR INFORMATION AND DATA 

A. Background 

1. The Health Services Union of Australia (HSU) has made an application to vary the 

Aged Care Award 2010 (AM2020/99) to increase rates of pay by 25 percent. 

2. The Australian Nursing and Midwifery Federation (ANMF) has made an 

application (AM2021/63) seeking the following: 

(1) the amendment of the Nurses Award 2020 by inserting a new schedule, 

applicable to aged care workers only and expiring after four years, which 

increases rates of pay by 25 per cent; and 

(2) the amendment of the Aged Care Award 2010 by removing Personal Care 

Workers from the main stream of “aged care employee” in Schedule B, and 

creating a new classification structure for them—and increasing their rates of 

pay by 25 per cent. 

3. The HSU has made a further application to vary the Social, Community, Home Care 

and Disability Services Industry Award 2010 (AM2021/64) to increase rates of pay for 

home aged care employees of 25 percent. 

A.1 Underlying premises 

4. The following are the premises that underpin the requests for information and data: 

(1) The Commonwealth presently bears the primary burden of funding aged care.1 

(2) Wages and wage growth are by far the most significant drivers of input costs 

for approved providers of residential care.2  The Commonwealth’s indexation 

of funding levels for aged care services has not, to date, kept up with input costs 

for aged care providers, including wages.3 

                                                           
1  See e.g., Royal Commission into Aged Care Quality and Safety, Final Report, (“Final Report”) Vol 1, 

page 11.  This may be as much as three-quarters of its funding (Final Report, Vol 1, page 25), or (based 
on 2018–19 figures), $19.9B of the $27B spent on aged care (Final Report, Vol 1, page 63). 

2  Final Report, Vol 3, page 643, which suggests that wages and salaries are around 80–90 per cent of aged 
care costs. 

3  Final Report, Vol 2, page 193, Fig 3; Vol 3, page 637, 641. 
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(3) The way that the Commonwealth funds the aged care sector directly affects how 

employers negotiate pay and conditions.4 

(4) There is likely to be a requirement for employers in the aged-care industry to 

employ additional staff in order to ensure that the minimum staff time standards 

for residential care being recommendation 86 in the Final Report, which was 

accepted by Government,5 are met. 

5. The primary conclusion drawn from these premises is that the degree to which the 

Commonwealth will provide further funding for the aged care sector, in addition to 

funding necessary to meet minimum staff requirements, will directly inform the degree 

to which employers will consider themselves able to meet wage increases of the kind 

sought by the employee associations. 

6. The secondary conclusion is that the degree to which the Commonwealth will provide 

such further funding is likely to be a consideration of significance in determining the 

attitude of employer associations to the employee-association applications. 

7. In that light, the information and data requested from the Commonwealth is as follows. 

B. Information and data requested of the Commonwealth 

{Nota bene: the extent to which information and data available to the Commonwealth 

enables answers to the following questions is not known; in every case, what is sought 

is the best of the Commonwealth’s information and data.  And, in each case, what is 

sought is not only the answers to the questions, but also the information and data 

responsive to the question, so far as it is able to be provided} 

8. Please provide the most up-to-date data / information in relation to the matters set out 

in [4(1)] and [4(2)] above (i.e., what is the latest data / information in relation to the 

proportion of aged care expenditure borne by the Commonwealth, and in relation to 

wages as a proportion of input costs to aged care providers). 

                                                           
4  Final Report, Vol 2, page 214. 
5  Australian Government Response to the Final Report of the Royal Commission into Aged Care Quality 

and Safety, May 2021, pages 56–57. 
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9. What has been the total amount of Commonwealth funding of the aged care sector 

(including, specifically, for residential care and home care) in the financial years FY10–

FY21? 

10. What is the total amount of Commonwealth funding budgeted or forecast for the aged 

care sector (including, specifically, for residential care and home care) in the financial 

years FY22–FY26? 

11. Of the new aged care funding announced as part of the FY22 budget: 

(1) What is the total of that new funding? 

(2) What part of the funding is responsive to the recommendations made in the Final 

Report? 

(3) What amount is available to be spent by employers in the aged-care industry on 

wages and salaries (i.e., which is not required to be spent otherwise than on 

wages and salaries), and in particular on the wages and salaries of employees to 

be covered by the Nurses Award, the Aged Care Award, and the SCHADS 

Award? 

(4) What amount is available to be spent on wages and salaries increases beyond 

the funding necessary to meet minimum staff requirements as identified in 

recommendation 86 in the Final Report? 

(5) What percentage wage increase (if any) for aged care workers in the 

classifications affected by the applications in AM2020/99, AM2021/63 and 

AM/2021/64 would that cover? 

(6) What is the amount that is required by the Commonwealth Government to be 

spent on other initiatives to be implemented in the residential Aged Care sector 

and the home care Aged Care industry? 

12. What percentage wage increase for aged care workers in the classifications affected by 

applications in AM2020/99, AM2021/63 and AM/2021/64 will budgeted and 

forecasted funding cover in the financial years FY23–FY26? 

13. Will the Commonwealth commit to providing funding sufficient to meet any wage 

increase for aged care workers arising out of any determination(s) by the Fair Work 
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Commission varying modern award(s) in applications AM2020/99, AM2021/63 and 

AM/2021/64? 

14. If the answer to the question in [13] is “no”, what percentage wage increase for aged 

care workers in the classifications affected by applications in AM2020/99, AM2021/63 

and AM/2021/64 will the Commonwealth commit to funding? 
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HSU REQUEST FOR INFORMATION AND DATA 
 

1. Data about the workforce to assist in understanding any changes in the structure of the 

workforce over the last 5 years that may be relevant to the case, and to give insight into 

the situation of workers including: 

(1) How many workers are employed in aged care (residential care and home care, 

separately); 

(2) How many workers are employed in each occupational group (registered and 

enrolled nurses, allied health workers, allied health assistants, personal care 

workers, community care workers, various ancillary occupations, 

management); 

(3) Workers’ employment arrangements – share of each occupation working part-

time, full-time, casually; share of each occupation holding multiple jobs; and 

(4) Data about occupational groups and employment arrangements by ownership 

of provider, by size of provider and by size of unit (residential facility, home 

care outlet). 

This data has previously been collected in the National Aged Care Workforce Census 

and Survey, last conducted in 2016. Five years later, updated information is highly 

desirable to understand the structure of the aged care workforce today.  

This should also include any additional data analysis from Australian Institute of Health 

and Welfare (AIHW) of National Aged Care Workforce Census and Survey 2016 

(beyond the published report) on the demographics, employment conditions and skills 

of workers in the aged care occupations covered under the Aged Care Award and the 

SCHADS Award.  

2. Any initial data on the demographics, employment conditions, skills of the aged care 

occupations covered under the Aged Care Award and the SCHADS Award from the 

2020 NACWCS survey run by the AIHW in December 2020. 

3. Any information and data the Commonwealth Government has on the numbers and 

demographics of workers in different occupations in the aged care providers funded by 

the Commonwealth to provide both residential and community-based aged care 
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4. Any information about any current or planned work through the Australian Bureau of 

Statistics to address the data deficiencies in the: 

(1)  ANZSIC industry classifications that make it impossible to identity the 

community-based aged care sector; and 

(2) ANZSCO occupational classifications do not recognise the skills currently 

employed in  both personal care worker occupations and aged and disabled carer 

(home care workers) occupations. 

5. In Recommendation 108 of the Royal Commission’s Final Report (relating to data 

governance and a national aged care dataset) the Royal Commission recommended that 

the AIHW is to perform a number of relevant functions including:   

a. to collect (directly or in association with other bodies or people), store and manage 

aged care‐related information and statistics (including information on the aged care 

workforce, the economics of aged care, the operation of the aged care market, and 

the delivery of aged care services), in consultation with the Australian Bureau of 

Statistics if necessary and specifically at 

(i) to curate and make publicly available a National Aged Care Data Asset, which 

should at a minimum include data on: 

(II). the demographics, skills and wages and conditions of the aged care 

workforce. 

In its response to the Recommendations the Commonwealth Government states: 

The Government agrees with the intention of this recommendation as a positive 

and valuable extension of various public‐facing data activities already 

underway. 

The HSU seeks information from the Commonwealth Government on what public‐

facing data activities it has already underway on the demographics, skills, and wages 

and conditions of the aged care workforce. 

6. Data about providers’ expenditure and revenues  to assist in understanding capacity to 

pay, and allocation of resources to care and support of older people. Data about home 

care, residential care and mixed care providers should be provided separately including. 
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(1) Data about the share of staffing costs in total costs, the level of profit, the share 

of government funding in total revenues, and ownership type, for each (de-

identified) provider for the last 10 years;  

(2) The proportion of providers’ total expenditure for the last 10 years on each of 

the following categories of staff, by ownership type and by quartile of 

proportion of total spending on staff: 

(a) direct care staff; 

(b) ancillary staff that provide services indirectly to older people 

(hospitality, leisure and accommodation/facilities services); 

(c) administrative staff;  

(d) management of facilities/units; and 

(e) management of the larger aged care provider organisation, where 

relevant 

This information should be provided in a form where providers are divided into four 

groups from lowest to highest proportion of total expenditure on staff. For each of these 

groups, provide the proportion of spending on each category of staff listed above, by 

ownership type. 

7. Aged Care Funding Instrument (ACFI) data for each year since 2010 showing the 

proportion of residents assessed as being high, medium and low need on each of the 

three ACFI domains, being: 

(1) activities of daily living,  

(2) behaviour; and 

(3) complex health care. 

8. Any other data the Commonwealth Government holds on the changing needs of aged 

care residents in residential and home care since 2010. 

9. Projections in relation to the number of residents who will be in residential and home 

care aged care into the future;  
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10. Current and planned Commonwealth Government policy decisions that relate to 

improving the quality and safety of aged care by increasing the skills and competency 

of the workforce. This includes any plans to mandate minimum standards for training, 

minimum competencies, other mandatory requirements (e.g, vaccination) and any plans 

for professional registration and reporting. 
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IN THE FAIR WORK COMMISSION 

Applicants: HEALTH SERVICES UNION OF AUSTRALIA and others 

APPLICATIONS TO VARY THE AGED CARE AWARD 2010; SOCIAL, 

COMMUNITY, HOME CARE AND DISABILITY SERVICES INDUSTRY 

AWARD 2010 AND THE NURSES AWARD 2010 

Matter No: AM2020/99, AM2021/65 and AM2021/63 

PROPOSED DIRECTIONS 

 

1. AM2020/99, AM2021/63 and AM2021/65 will be dealt with jointly by one Full 

Bench and any evidence given in the matters will be admissible in relation to all of 

them. 

 

2. The directions dated 18 December 2020 in relation to the application by the Health 

Services Union of Australia and ors to vary the Aged Care Award 2010 

(AM2020/99) are set aside. 

 

3. The Australian Government will file the information and data that addresses each 

of the requests set out in Schedule 1 by 4pm on Friday 23 July 2021. 

 

4. The Applicants and other union parties will file evidence and submissions by 4pm 

on 16 August 2021 in relation to AM2021/65 and AM2021/63. 

 

5. Employers and employer associations will file evidence and submissions by 4pm 

on 17 December 2021. 

 

6. The Applicants and other union parties will file evidence and submissions in reply 

by 4pm on 25 February 2022. 

 

7. The matters will be listed for the hearing of evidence from 21 March 2022 to 8 April 

2022 (inclusive). 

 

8. The parties are granted liberty to apply to vary the above directions. 
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SCHEDULE 1 

HSU OUTLINE OF INFORMATION AND DATA TO REQUEST FROM 

COMMONWEATH GOVERNMENT 

1. Data about the workforce to assist in understanding any changes in the 

structure of the workforce over the last 5 years that may be relevant to the case, 

and to give insight into the situation of workers including: 

(1) How many workers are employed in aged care (residential care and 

home care, separately); 

(2) How many workers are employed in each occupational group 

(registered and enrolled nurses, allied health workers, allied health 

assistants, personal care workers, community care workers, various 

ancillary occupations, management); 

(3) Workers’ employment arrangements – share of each occupation 

working part-time, full-time, casually; share of each occupation holding 

multiple jobs; and 

(4) Data about occupational groups and employment arrangements by 

ownership of provider, by size of provider and by size of unit 

(residential facility, home care outlet). 

This data has previously been collected in the National Aged Care Workforce 

Census and Survey, last conducted in 2016. Five years later, updated 

information is highly desirable to understand the structure of the aged care 

workforce today.  

This should also include any additional data analysis from Australian Institute 

of Health and Welfare (AIHW) of National Aged Care Workforce Census and 

Survey 2016 (beyond the published report) on the demographics, employment 
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conditions  and skills of workers in the aged care occupations covered under 

the Aged Care Award and the SCHADS Award.  

2. Any initial data on the demographics, employment conditions, skills of the 

aged care occupations covered under the Aged Care Award and the SCHADS 

Award from the 2020 NACWCS survey run by the AIHW in December 2020. 

3. Any information and data the Commonwealth Government has on the 

numbers and demographics of workers in different occupations in the aged 

care providers funded by the Commonwealth to provide both residential and 

community-based aged care 

4. Any information about any current or planned work through the Australian 

Bureau of Statistics to address the data deficiencies in the: 

(1)  ANZSIC industry classifications that make it impossible to identity the 

community-based aged care sector; and 

(2) ANZSCO occupational classifications do not recognise the skills 

currently employed in  both personal care worker occupations and aged 

and disabled carer (home care workers) occupations. 

5. In Recommendation 108 of the Royal Commission’s Final Report (relating to 

data governance and a national aged care dataset) the Royal Commission 

recommended that the AIHW is to perform a number of relevant functions 

including:   

a. to collect (directly or in association with other bodies or people), store and 

manage aged care‐related information and statistics (including information 

on the aged care workforce, the economics of aged care, the operation of the 

aged care market, and the delivery of aged care services), in consultation 

with the Australian Bureau of Statistics if necessary and specifically at 
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(i) to curate and make publicly available a National Aged Care Data Asset, 

which should at a minimum include data on: 

(II). the demographics, skills and wages and conditions of the aged 

care workforce. 

In its response to the Recommendations the Commonwealth Government 

states: 

The Government agrees with the intention of this recommendation as a positive 

and valuable extension of various public‐facing data activities already 

underway. 

The HSU seeks information from the Commonwealth Government on what 

public‐facing data activities it has already underway on the demographics, 

skills, and wages and conditions of the aged care workforce. 

6. Data about providers’ expenditure and revenues  to assist in understanding 

capacity to pay, and allocation of resources to care and support of older people. 

Data about home care, residential care and mixed care providers should be 

provided separately including. 

(1) Data about the share of staffing costs in total costs, the level of profit, the 

share of government funding in total revenues, and ownership type, for 

each (de-identified) provider for the last 10 years;  

(2) The proportion of providers’ total expenditure for the last 10 years on 

each of the following categories of staff, by ownership type and by 

quartile of proportion of total spending on staff: 

(a) direct care staff; 

(b) ancillary staff that provide services indirectly to older people 

(hospitality, leisure and accommodation/facilities services); 
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(c) administrative staff;  

(d) management of facilities/units; and 

(e) management of the larger aged care provider organisation, where 

relevant 

This information should be provided in a form where providers are divided 

into four groups from lowest to highest proportion of total expenditure on staff. 

For each of these groups, provide the proportion of spending on each category 

of staff listed above, by ownership type. 

7. Aged Care Funding Instrument (ACFI) data for each year since 2010 showing 

the proportion of residents assessed as being high, medium and low need on 

each of the three ACFI domains, being: 

(1) activities of daily living,  

(2) behaviour; and 

(3) complex health care. 

8. Any other data the Commonwealth Government holds on the changing needs 

of aged care residents in residential and home care since 2010. 

9. Projections in relation to the number of residents who will be in residential and 

home care aged care into the future;  

10. Current and planned Commonwealth Government policy decisions that relate 

to improving the quality and safety of aged care by increasing the skills and 

competency of the workforce. This includes any plans to mandate minimum 

standards for training, minimum competencies, other mandatory requirements 

(e.g, vaccination) and any plans for professional registration and reporting. 
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ANMF REQUEST FOR INFORMATION AND DATA 

Background 

11. The Health Services Union of Australia (HSU) has made an application to vary 

the Aged Care Award 2010 (AM2020/99) to increase rates of pay by 25 percent. 

12. The Australian Nursing and Midwifery Federation (ANMF) has made an 

application (AM2021/63) seeking the following: 

(1) the amendment of the Nurses Award 2020 by inserting a new schedule, 

applicable to aged care workers only and expiring after four years, 

which increases rates of pay by 25 per cent; and 

(2) the amendment of the Aged Care Award 2010 by removing Personal Care 

Workers from the main stream of “aged care employee” in Schedule B, 

and creating a new classification structure for them—and increasing 

their rates of pay by 25 per cent. 

13. The HSU has made a further application to vary the Social, Community, Home 

Care and Disability Services Industry Award 2010 (AM2021/64) to increase rates of 

pay for home aged care employees of 25 percent. 

Underlying premises 

14. The following are the premises that underpin the requests for information and 

data: 

(1) The Commonwealth presently bears the primary burden of funding 

aged care.1 

1  See e.g., Royal Commission into Aged Care Quality and Safety, Final Report, (“Final Report”) 
Vol 1, page 11.  This may be as much as three-quarters of its funding (Final Report, Vol 1, 
page 25), or (based on 2018–19 figures), $19.9B of the $27B spent on aged care (Final Report, 
Vol 1, page 63). 
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(2) Wages and wage growth are by far the most significant drivers of input 

costs for approved providers of residential care.2  The Commonwealth’s 

indexation of funding levels for aged care services has not, to date, kept 

up with input costs for aged care providers, including wages.3 

(3) The way that the Commonwealth funds the aged care sector directly 

affects how employers negotiate pay and conditions.4 

(4) There is likely to be a requirement for employers in the aged-care 

industry to employ additional staff in order to ensure that the minimum 

staff time standards for residential care being recommendation 86 in the 

Final Report, which was accepted by Government,5 are met. 

15. The primary conclusion drawn from these premises is that the degree to which 

the Commonwealth will provide further funding for the aged care sector, in 

addition to funding necessary to meet minimum staff requirements, will 

directly inform the degree to which employers will consider themselves able to 

meet wage increases of the kind sought by the employee associations. 

16. The secondary conclusion is that the degree to which the Commonwealth will 

provide such further funding is likely to be a consideration of significance in 

determining the attitude of employer associations to the employee-association 

applications. 

17. In that light, the information and data requested from the Commonwealth is as 

follows. 

2  Final Report, Vol 3, page 643, which suggests that wages and salaries are around 80–90 per 
cent of aged care costs. 

3  Final Report, Vol 2, page 193, Fig 3; Vol 3, page 637, 641. 
4  Final Report, Vol 2, page 214. 
5  Australian Government Response to the Final Report of the Royal Commission into Aged Care 

Quality and Safety, May 2021, pages 56–57. 
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Information and data requested of the Commonwealth 

{Nota bene: the extent to which information and data available to the Commonwealth 

enables answers to the following questions is not known; in every case, what is sought 

is the best of the Commonwealth’s information and data.  And, in each case, what is 

sought is not only the answers to the questions, but also the information and data 

responsive to the question, so far as it is able to be provided} 

18. Please provide the most up-to-date data / information in relation to the matters 

set out in [14(1)] and [14(2)] above (i.e., what is the latest data / information in 

relation to the proportion of aged care expenditure borne by the 

Commonwealth, and in relation to wages as a proportion of input costs to aged 

care providers). 

19. What has been the total amount of Commonwealth funding of the aged care 

sector (including, specifically, for residential care and home care) in the 

financial years FY10–FY21? 

20. What is the total amount of Commonwealth funding budgeted or forecast for 

the aged care sector (including, specifically, for residential care and home care) 

in the financial years FY22–FY26? 

21. Of the new aged care funding announced as part of the FY22 budget: 

(1) What is the total of that new funding? 

(2) What part of the funding is responsive to the recommendations made in 

the Final Report? 

(3) What amount is available to be spent by employers in the aged-care 

industry on wages and salaries (i.e., which is not required to be spent 

otherwise than on wages and salaries), and in particular on the wages 

and salaries of employees to be covered by the Nurses Award, the Aged 

Care Award, and the SCHADS Award? 
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(4) What amount is available to be spent on wages and salaries increases 

beyond the funding necessary to meet minimum staff requirements as 

identified in recommendation 86 in the Final Report? 

(5) What percentage wage increase (if any) for aged care workers in the 

classifications affected by the applications in AM2020/99, AM2021/63 

and AM/2021/64 would that cover? 

(6) What is the amount that is required by the Commonwealth Government 

to be spent on other initiatives to be implemented in the residential Aged 

Care sector and the home care Aged Care industry? 

22. What percentage wage increase for aged care workers in the classifications 

affected by applications in AM2020/99, AM2021/63 and AM/2021/64 will 

budgeted and forecasted funding cover in the financial years FY23–FY26? 

23. Will the Commonwealth commit to providing funding sufficient to meet any 

wage increase for aged care workers arising out of any determination(s) by the 

Fair Work Commission varying modern award(s) in applications AM2020/99, 

AM2021/63 and AM/2021/64? 

24. If the answer to the question in [23] is “no”, what percentage wage increase for 

aged care workers in the classifications affected by applications in AM2020/99, 

AM2021/63 and AM/2021/64 will the Commonwealth commit to funding? 
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 Our ref. 2100240 

16 July 2021 

 
Associate to the Hon. Justice Ross AO  
Fair Work Commission  
Level 4, 11 Exhibition Street  
Melbourne VIC 3000 

Dear Associate 

AM2020/99; AM2021/65 and AM2021/63 

1. We refer to the above proceedings, and to the directions of the Fair Work 
Commission (FWC) on 1 July 2021.  

2. As required by Direction 4, we provide the Commonwealth’s response to the request 
for information and data filed by the Health Services Union (HSU) and the Australian 
Nursing and Midwifery Federation (ANMF). As required by Direction 4, this response 
sets out what information the Commonwealth can provide and by when. In some 
cases, this response further sets out the full details of the Commonwealth’s 
response. 

3. A number of the HSU’s requests relate to data or information that will be included in 
the results of the most recent (2020) Aged Care Workforce Census (Census). The 
Commonwealth is currently conducting final checks on the Census data. It is 
presently not expected that the Census data will be ready by 23 July 2021. 
However, the Commonwealth is committed to responding to the information 
requests relating to the Census data as soon as that data is ready and available, 
this is anticipated to be by the end of August 2021.  

4. As noted in the table below, a number of the requests are answered by publicly 
available information. In those instances, the Commonwealth seeks leave of the 
FWC to provide that information by linking the parties and the FWC to where that 
information is publicly accessible. The Commonwealth expects this approach would 
most practically assist the FWC and the parties by allowing the parties to draw on 
that information as they see fit in their evidence or submissions to the FWC. 

Response to HSU Schedule 

1 

The response to this question is dependent on the finalisation of the 2020 Census 
dataset.  

As such, the Commonwealth will not be able to provide a response to the request 
by 23 July 2021 but is committed to filing a response with the FWC by the end of 
August 2021. However, Census data will not address each and every point in this 
request.  
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2 

The response to this question is dependent on the finalisation of the 2020 Census 
dataset.  

As such, the Commonwealth will not be able to provide a response to request by 23 
July 2021 but is committed to filing a response with the FWC by the end of August 
2021. The Commonwealth also notes that the Census focuses on direct care staff 
and there is limited information in regard to some ancillary staff. 

3 

The response to this question is dependent on the finalisation of the 2020 Census 
dataset.  

As such, the Commonwealth will not be able to provide a response to the full scope 
of this request by 23 July 2021 but is committed to filing a response with the FWC 
by the end of August 2021. 

4 

The Commonwealth provides the following response. 

(1) The ABS is determining how it can progress work to better meet user demand 
in relation to the Australian and New Zealand Standard Industrial Classification 
(ANZSIC), through its participation in the International Standard Industrial 
Classification of all economic activity review, which is currently underway.  

(2) The ABS began a targeted update of the ANZSCO in March 2021, as an initial 
step in modernising ANZSCO.  Alongside this targeted update, a new approach to 
maintaining classifications, like ANZSCO, is being developed.  

The new approach is researching: 

- new data sources which can be used to inform classification maintenance;  
- the process to set priority areas for focus each update – the ABS are 

expecting that an update will be undertaken every 1-2 years; 
- a regular consultation process to ensure stakeholders are aware of when 

and how they can contribute; and 
- how statistical impacts can be managed, particularly when more structural 

changes are proposed (for example, moving occupations/unit groups to a 
new minor group/sub-major group/major group).  

The focus of future targeted updates will be determined through stakeholder 
consultation on need and relative prioritisation. Further information on how to 
participate in this consultation process will be provided later in the year.  Feedback 
has already been provided to the ABS from other parts of the Commonwealth 
(including the National Skills Commission) about the need to focus on care 
occupations. The feedback is a useful early indication of priority for future attention 
on care occupations. 

 5 
 The Commonwealth anticipates being able to provide a response to this question by 

23 July 2021. 
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 6 

 Data addressing some of these questions at an aggregate or consolidated level has 
been collected by the Aged Care Financing Authority, since its creation 4 years ago. 

 The Commonwealth will only be able to provide responses to this question in 
relation to the last 4 years as the data was not collected before this time or would 
be incomplete. 

 The Commonwealth does not collect data in relation to questions 6.b.iv or 6.b.v. 

 The Commonwealth will be able to provide data in response to this question by 23 
July 2021, subject to the limitations above. 

 7 

 The Commonwealth will be able to respond to this request by 23 July 2021.This 
information is publicly available, including for the years 2010 to 2021, at: 
https://www.pc.gov.au/research/ongoing/report-on-government-
services/2021/community-services/aged-care-services. See Table 14A.12 of 14 
Data Tables.xlsx, which is available to download from this page. Data is provided 
for the 2010-11 to 2019-2020 financial years, broken down at the State and 
Territory level and Australia as a whole. 

 8 

 The Commonwealth will be able to provide a response to this question by 23 July 
2021.The Commonwealth notes the following publicly available reports, held by the 
Commonwealth: 

• https://www.gen-agedcaredata.gov.au/Topics/Care-needs-in-aged-care; 
• https://www.gen-agedcaredata.gov.au/Resources/Reports-and-

publications/2020/September/Report-on-the-operation-of-the-Aged-Care-
Act; and 

• https://www.gen-agedcaredata.gov.au/Resources/Reports-and-
publications/2021/February/Report-on-Government-Services-2021-part-f,-
chapter 

9 

The Commonwealth will be able to provide a response to this question by 23 July 
2021.This information is included in the publicly available Health Portfolio Budget 
Statement (see page 106).  

https://www.health.gov.au/sites/default/files/documents/2021/05/budget-2021-22-
portfolio-budget-statements-budget-2021-22-health-portfolio-budget-statements.pdf 

10 

The Commonwealth will not be able to provide a response to questions regarding 
any planned decisions, as these are subject to decisions of Government and would 
be subject to Cabinet confidentiality, except where Government has publicly 
announced its position. In this regard, the Commonwealth refers the parties to the 
Australian Government’s response to the Royal Commission’s Final Report, in 
particular, the responses to Recommendations 78–83. 

Response to ANMF Schedule 

8 The Commonwealth notes that some data on this topic is publicly available from the 
Aged Care Financing Authority, but that data does not relate specifically to wages: 
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https://www.health.gov.au/resources/publications/eighth-report-on-the-funding-and-
financing-of-the-aged-care-industry-july-2020  

The Commonwealth will prepare a bespoke data set request to address this 
request. 

The Commonwealth will be able to provide a response to the full scope of this 
request by 23 July 2021. 

9 

This data is publicly available in the Reports on the Operation of the Aged Care Act 
1997 (ROACA).  See the Expenditure tab of this: https://www.gen-
agedcaredata.gov.au/resources/access-data/2020/october/aged-care-data-
snapshot—2020.  

A series covering the requested time period (other than 2020-21) is at the following 
link: Report on the operation of the Aged Care Act - AIHW Gen (gen-
agedcaredata.gov.au) 

As such, the Commonwealth will be able to provide this data for financial years 
2010-11 to 2019-20 by 23 July 2021.  

However, the Commonwealth will not be able to provide the figures for the 2020-21 
financial year, as they will not be available. However, this will be publicly available 
in November 2021. 

10 

The Commonwealth will be able to provide this information by 23 July 2021. 

This information is included in the publicly available Health Portfolio Budget 
Statement.  

https://www.health.gov.au/sites/default/files/documents/2021/05/budget-2021-22-
portfolio-budget-statements-budget-2021-22-health-portfolio-budget-statements.pdf. 

11 
The Commonwealth will be able to provide a response to this question by 23 July 
2021. 

12 

The Commonwealth provides the following response. 
 
Currently, and up to 2023, the basic subsidies for home and residential care are 
indexed annually based on Wage Cost Index 9 (WCI-9). From 2023 the 
Independent Hospital and Aged Care Pricing Authority (IHACPA) will start reviewing 
and recommending pricing for aged care. In developing its pricing advice for aged 
care, IHACPA will consider and analyse the costs of care and services, including 
consideration of the impact of staff wages in the aged care sector.  

13 
The Government has not yet made a decision on this matter as it does not want to 
pre-empt a decision of the FWC. Any additional funding following a decision by the 
FWC would be subject to a decision of Government. 
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14 
The Government has not yet made a decision on this matter as it does not want to 
pre-empt a decision of the FWC. Any additional funding following a decision by the 
FWC would be subject to a decision of Government. 

Yours sincerely 

Stephen Reeves 
Senior Lawyer 
T 03 9242 1206  
M 0438 337 412 
stephen.reeves@ags.gov.au 

1662



 Our ref. 2100240 

23 July 2021 

Associate to the Hon. Justice Ross AO 
Fair Work Commission  
Level 4, 11 Exhibition Street  
Melbourne VIC 3000 

Dear Associate 

AM2020/99; AM2021/65 and AM2021/63 

1. We refer to the above proceedings, and to the directions of the Fair Work
Commission (FWC) on 1 July 2021.

2. As required by Direction 5, the Commonwealth, through this letter and its
enclosures, files the information and data requested by Schedule 1 to the Directions
which is currently available. As further required by Direction 5, the Commonwealth
will file any further information and data not currently available as soon as it
becomes available.

3. Consistent with the leave granted by the FWC on 21 July 2021, where the
information requested is contained in a publicly available document, we have
provided that information by way of a hyperlink to that publicly available document.

Response to HSU Schedule

1 

As mentioned in the Commonwealth’s response of 16 July 2021, this information is 
not presently available as it is dependent on finalisation of the 2020 Census 
dataset. However the Commonwealth is committed to filing this information as soon 
as it is available and no later than the end of August 2021. 

2 

As mentioned in the Commonwealth’s response of 16 July 2021, this information is 
not presently available as it is dependent on finalisation of the 2020 Census 
dataset. However the Commonwealth is committed to filing this information as soon 
as it is available and no later than the end of August 2021. As also noted in the 
Commonwealth’s response of 16 July 2021, the Census focuses on direct care staff 
and there is limited information in regard to some ancillary staff.  

3 

As mentioned in the Commonwealth’s response of 16 July 2021, this information is 
not presently available as it is dependent on finalisation of the 2020 Census 
dataset. However the Commonwealth is committed to filing this information as soon 
as it is available and no later than the end of August 2021. 
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4 

For ease of reference, the Commonwealth repeats the response provided on 16 
July 2021, below. 

(1) The ABS is determining how it can progress work to better meet user demand 
in relation to the Australian and New Zealand Standard Industrial Classification 
(ANZSIC), through its participation in the International Standard Industrial 
Classification of all economic activity review, which is currently underway.  

(2) The ABS began a targeted update of the Australian and New Zealand 
Standard Classification of Occupations (ANZSCO) in March 2021, as an initial step 
in modernising ANZSCO.  Alongside this targeted update, a new approach to 
maintaining classifications, like ANZSCO, is being developed.  

The new approach is researching: 

– new data sources which can be used to inform classification maintenance;  

– the process to set priority areas for focus each update – the ABS are 
expecting that an update will be undertaken every 1-2 years; 

– a regular consultation process to ensure stakeholders are aware of when and 
how they can contribute; and 

– how statistical impacts can be managed, particularly when more structural 
changes are proposed (for example, moving occupations/unit groups to a 
new minor group/sub-major group/major group).  

The focus of future targeted updates will be determined through stakeholder 
consultation on need and relative prioritisation. Further information on how to 
participate in this consultation process will be provided later in the year.  Feedback 
has already been provided to the ABS from other parts of the Commonwealth 
(including the National Skills Commission) about the need to focus on care 
occupations. The feedback is a useful early indication of priority for future attention 
on care occupations. 

 5 

In relation to workforce data the work that is already progressing is the National 
Aged Care Workforce Census 2020. Data and findings from the 2020 Aged Care 
Workforce Census will be made publicly available on the Australian Institute of 
Health and Welfare (AIHW) GEN website (gen-agedcaredata.gov.au). The report 
broadly covers workforce demographics, service characteristics and the impact of 
COVID-19. Users will be able to explore the data further through an interactive 
dashboard. The AIHW will be able to provide data in addition to the dashboard data 
on request. 

In addition, the Commonwealth provided funding to the Aged Care Workforce 
Industry Council (ACWIC) in the 2020-21 Budget, to progress implementation of the 
Aged Care Workforce Strategy. The ACWIC is working in collaboration with BPA 
Analytics (BPA) to produce the Aged Care Census Database, which houses the 
sentiments of over 133,000 aged care workers about their experience in the 
workplace. The ACWIC is working with BPA who collected the data over 20 years to 
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develop a ‘Workforce Narrative’ and insights that takes a deep dive into the results 
of the 133,000 survey responses. 

6 

As noted in our letter of 16 July 2021, the Commonwealth is only able to provide 
this data for the past 4 years. Further, the Commonwealth does not collect data in 
relation to questions 6(2)(d) or 6(2)(e). 

This question requested information “for each (deidentified) provider”. Given the 
nature of the sector, the Commonwealth is concerned that data specific to each 
provider, even if the provider was not named, may allow for identification of the 
provider it related to. As such, the Commonwealth is unable to provide information 
at the provider level. Provision of identified or identifiable data is restricted by 
Division 86 of the Aged Care Act 1997. 

The Commonwealth has therefore provided the requested information for question 
6(1) and 6(2)(a)–(c) on an aggregated basis in the enclosed spreadsheet (Tables 2 
to 4). 

7 

This information is publicly available, including for the years 2010 to 2021, at: 
https://www.pc.gov.au/research/ongoing/report-on-government-
services/2021/community-services/aged-care-services. 

See Table 14A.12 of 14 Data Tables.xlsx, which is available to download from this 
page. Data is provided for the 2010-11 to 2019-2020 financial years, broken down 
at the State and Territory level and Australia as a whole. 

8 

The Commonwealth provides the following publicly available reports, held by the 
Commonwealth: 

• https://www.gen-agedcaredata.gov.au/Topics/Care-needs-in-aged-care;

• https://www.gen-agedcaredata.gov.au/Resources/Reports-and-
publications/2020/September/Report-on-the-operation-of-the-Aged-Care-Act;
and

• https://www.gen-agedcaredata.gov.au/Resources/Reports-and-
publications/2021/February/Report-on-Government-Services-2021-part-f,-
chapter

9 

This information is included in the publicly available Health Portfolio Budget 
Statement (see page 106).  

https://www.health.gov.au/sites/default/files/documents/2021/05/budget-2021-22-
portfolio-budget-statements-budget-2021-22-health-portfolio-budget-statements.pdf 

10 

As stated in our letter of 16 July 2021, the Commonwealth is unable to provide a 
response regarding planned decisions. 

In relation to publicly announced decisions, the Commonwealth refers the parties 
and FWC to the Australian Government’s response to the Final Report, in particular, 
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the responses to Recommendations 78–83 (pages 52–56), available at : 
https://www.health.gov.au/sites/default/files/documents/2021/05/australian-
government-response-to-the-final-report-of-the-royal-commission-into-aged-care-
quality-and-safety.pdf 

Response to ANMF Schedule 

8 The requested data is set out in the enclosed spreadsheet (Table 1). 

9 

As stated in our letter of 16 July 2021, the Commonwealth only has this data 
available for financial years 2010-11 to 2019-20. Data for financial year 2020-21 will 
be available in November 2021. 

This data is publicly available in the Reports on the Operation of the Aged Care Act 
1997 (ROACA), available here: Report on the operation of the Aged Care Act - 
AIHW Gen (gen-agedcaredata.gov.au) 

For financial years 2016-17 to 2019-20, this data is also available in the Aged Care 
Data Snapshot series, under the Expenditure Summary tab: Aged care data 
snapshot - AIHW Gen (gen-agedcaredata.gov.au) 

10 

This information is included in the publicly available Health Portfolio Budget 
Statement, see table 2.3.1 on page 101. 

https://www.health.gov.au/sites/default/files/documents/2021/05/budget-2021-22-
portfolio-budget-statements-budget-2021-22-health-portfolio-budget-statements.pdf. 

11 

1) $17.7 billion over 5 years from 2020-21. Refer to 2021-22 Budget Paper 2, pp
99-104: https://budget.gov.au/2021-22/content/bp2/download/bp2_2021-22.pdf

2) The full $17.7 billion is responsive to the recommendations made in the Final
Report.

3) Any of the $14.3 billion in new funding provided as subsidies and supplements
to aged care approved providers or the new home care package funding is
available to be spent on wages and salaries of employees covered by the
Nurses Award, Aged Care Award and the SCHADS Award. Approved providers
have control over how these funds are used. See note on grant funding below.

4) As per the response to question 11.3, approved providers have control over how
funding is used, so beyond what is necessary to meet minimum staff time
requirements identified in recommendation 86 of the Final Report any of the
additional $14.3 billion in new funding provided as subsidies and supplements to
aged care approved providers or the new home care package funding is
available to be spent to cover the increases to wages and salaries.

5) Any Commonwealth funding (other than grant funding – see below) provided to
aged care providers is available to address the percentage wage increase (if
any) for aged care workers in the classifications affected by the applications in
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AM2020/99, AM2021/63 and AM2021/65. Approved providers have control over 
how these funds are used. 

6) The Commonwealth (other than grant funding – see below) does not require
aged care approved providers to spend a particular amount on initiatives to be
implemented in either the residential aged care sector and the home care aged
care industry. Approved providers have control over how these funds are used.

Commonwealth grant funding is subject to particular conditions regarding how the 
funding is spent, which may affect the portion of the funding which either can or 
must be spent on wages. As part of the $17.7 billion in funding around $988.6 
million will be provided to aged care providers as grant funding.  Not all grant terms 
for funding through the period have been finalised. However, the Commonwealth 
has identified $397 million in grant funding to providers for the relevant period 
where the grant terms are expected to limit the availability of that funding for 
employee wages. 

12 

For ease of reference, the Commonwealth repeats the response provided on 16 
July 2021. 
Currently, and up to 2023, the basic subsidies for home and residential care are 
indexed annually based on Wage Cost Index 9 (WCI-9). From 2023 the 
Independent Hospital and Aged Care Pricing Authority (IHACPA) will start reviewing 
and recommending pricing for aged care. In developing its pricing advice for aged 
care, IHACPA will consider and analyse the costs of care and services, including 
consideration of the impact of staff wages in the aged care sector.  

13 

For ease of reference, the Commonwealth repeats the response provided on 16 
July 2021. 

The Government has not yet made a decision on this matter as it does not want to 
pre-empt a decision of the FWC. Any additional funding following a decision by the 
FWC would be subject to a decision of Government. 

14 

For ease of reference, the Commonwealth repeats the response provided on 16 
July 2021. 

The Government has not yet made a decision on this matter as it does not want to 
pre-empt a decision of the FWC. Any additional funding following a decision by the 
FWC would be subject to a decision of Government. 
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Yours sincerely 

Stephen Reeves 
Senior Lawyer 
T 03 9242 1206  
M 0438 337 412 
stephen.reeves@ags.gov.au 
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ANMF Request for Information and Data
Table 1
Request Notes

Table here

HSU Request for Information and Data
Table 2
Request Notes

6.       Data about providers’ expenditure and revenues to assist in understanding capacity to pay, and 
allocation of resources to care and support of older people. Data about home care, residential care and 
mixed care providers should be provided separately including.

a.       Data about the share of staffing costs in total costs, the level of profit, the share of 
government funding in total revenues, and ownership type, for each (deidentified) provider for the 
last 10 years;

Table here

Table 3a and 3b ‐ by ownership type/organisation group
Table 4a and 4b ‐ by quartile
Tables 5‐8 ‐ Quartile detail
Request Notes

b.       The proportion of providers’ total expenditure for the last 10 years on each of the following 
categories of staff, by ownership type and by quartile of proportion of total spending on staff: 

Employee expenses breakdow
by organisation group (not 
quartile analysis) here

       i.      direct care staff; 

         ii.      ancillary staff that provide services indirectly to older people (hospitality, leisure 
and accommodation/facilities services);

Employee expenses by quarti

         iii.      administrative staff;  Top
         iv.      management of facilities/units; and Next top

           v.      management of the larger aged care provider organisation, where relevant  Next bottom

This information should be provided in a form where providers are divided into four groups from lowest to 
highest proportion of total expenditure on staff. 

For each of these groups, provide the proportion of spending on each category of staff listed above, by 
ownership type.

Bottom

Caveats and notes on interpreting data
The financial data provided is based on consolidated residential sector results for the past four years. Financial 
information for individual providers is protected under Division 83 of the Aged Care Act 1997.   
Residential aged care providers’ financial data is obtained from Aged Care Financial Reports (ACFRs) required to be 
prepared and submitted by providers of residential aged care under the Accountability Principles 2014 (Section 35, 
35A, 36, 37 and 37A) made under Section 96‐1 of the Aged Care Act 1997  since 2016‐17.
Residential care financial data and analysis given in this report includes financial information for only those 
services that were operational from 1 July 2019 to 30 June 2020 and whose financial information is received by the 
Department of Health. Accordingly, figures pertaining to Multi Purpose Services (MPS) are not included.
Over 99 per cent of both residential aged care providers and home care providers submitted their ACFRs for the 
2019‐20 financial year.
Financial information contained in ACFRs varies from provider to provider. Accounting standards are subject to 
interpretation and it is possible that interpretations may differ between providers. The Department has not 
verified providers’ interpretation and application of the accounting standards.
The information in the ACFR is not audited. It is however tested for reasonableness to the Approved Provider’s 
audited General Purpose Financial Report which is also submitted annually. Whilst some verification of data is 
undertaken by the Department, a significant portion of data submitted through the ACFR has not been 
independently verified.
Analysis of financial data may be affected by incomplete, aggregated data provided in ACFRs. As a result, averages 
stated in the report may not fully represent the sector.
The 2019‐20 ACFR collected a series of expense items relating to management of the Covid‐19 pandemic. One of 
these was Covid‐19 labour, to which $120m was reported. This amount has been excluded from employee 
expenses calculations in the supplied tables for ease of comparison with prior years, as the nature/category and 
accuracy of this amount cannot be determined. This is in line with the approach taken within the 2021 Aged Care 
Financing Authority’s Report.

8. Please provide the most up‐to‐date data / information to the proportion of aged care expenditure borne by the 
Commonwealth, and in relation to wages as a proportion of input costs to aged care providers).
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Table 1: Residential aged care provider expenditure and Commonwealth funding
2016‐17 2017‐18 2018‐19 2019‐20

Employee expenses as proportion of total expenditure 70% 70% 68% 66%
Employee expenses as proportion of total Commonwealth funding 97% 101% 100% 103%
Total employee expenses 11,792,082,494    12,426,660,577    12,994,191,886      13,965,065,885   
Total expenses 16,750,860,626    17,631,112,725    19,037,267,491      21,272,930,766   
Total Commonwealth funding 12,123,760,155    12,308,216,817    13,004,279,898      13,589,166,775   
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Table 2: Residential aged care provider revenue and expenditure by organisation group

2016‐17 2017‐18 2018‐19 2019‐20 2016‐17 2017‐18 2018‐19 2019‐20 2016‐17 2017‐18 2018‐19 2019‐20 2016‐17 2017‐18 2018‐19 2019‐20
Total employee expenses 11,792,082,494 12,426,660,577 12,994,191,886 13,965,065,885 4,638,325,857 4,849,727,710 5,097,885,653 5,542,511,907 6,444,296,414 6,836,445,918 7,126,254,775 7,617,352,922 709,460,223 740,486,949 770,051,458 805,201,056
Commonwealth funding 12,123,760,155 12,308,216,817 13,004,279,898 13,589,166,775 4,947,786,238 4,942,652,606 5,182,131,131 5,458,812,856 6,703,073,391 6,889,690,772 7,325,296,936 7,645,237,747 472,900,526 475,873,439 496,851,831 485,116,172
Total revenue 17,756,480,446 18,066,170,983 19,301,617,819 20,536,478,786 7,143,004,563 7,288,369,536 7,755,103,467 8,495,248,139 9,736,843,200 9,884,899,863 10,584,716,790 11,125,463,316 876,632,683 892,901,584 961,797,562 915,767,331
Total expenses 16,750,860,626 17,631,112,725 19,037,267,491 21,272,930,766 6,580,242,092 6,873,854,975 7,546,814,547 8,718,343,683 9,208,972,876 9,762,455,671 10,463,038,123 11,474,799,735 961,645,659 994,802,079 1,027,414,821 1,079,787,348
Net Profit 1,005,619,820 435,058,258 264,350,328 (736,451,980) 562,762,471 414,514,561 208,288,920 (223,095,544) 527,870,324 122,444,192 121,678,667 (349,336,419) (85,012,976) (101,900,495) (65,617,259) (164,020,017)
EBITDA 2,072,045,479 1,590,662,308 1,589,613,151 1,222,377,192 928,365,079 821,694,484 697,564,103 725,989,337 1,173,589,669 818,905,227 899,980,344 597,526,101 (29,909,269) (49,937,403) (7,931,296) (101,138,246)
Labour costs to total expenses 70.40% 70.48% 68.26% 65.65% 70.49% 70.55% 67.55% 63.57% 69.98% 70.03% 68.11% 66.38% 73.78% 74.44% 74.95% 74.57%
Commonwealth funding to total revenue 68.28% 68.13% 67.37% 66.17% 69.27% 67.82% 66.82% 64.26% 68.84% 69.70% 69.21% 68.72% 53.95% 53.30% 51.66% 52.97%

For Profit Not for Profit GovernmentTotal
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Table 3a: Employee expenses by organisation group

2016‐17 2017‐18 2018‐19 2019‐20 2016‐17 2017‐18 2018‐19 2019‐20 2016‐17 2017‐18 2018‐19 2019‐20 2016‐17 2017‐18 2018‐19 2019‐20
Direct care labour 8,549,921,764        8,968,673,922        9,449,617,409        10,162,372,043      3,348,301,492      3,435,706,443      3,680,584,059      4,006,440,418      4,675,597,834      4,995,276,298      5,216,172,047        5,576,774,999        526,022,439     537,691,181     552,861,303         579,156,626        
Accommodation expenses ‐ labour 364,120,543            283,743,573            315,085,609            320,527,600            115,197,700         87,413,608            90,727,916            93,718,081            205,654,586         151,523,792         168,643,960            171,637,211            43,268,257        44,806,173        55,713,733            55,172,308           
Catering, Cleaning and laundry labour expenses 1,462,959,151        1,600,373,440        1,691,699,470        1,784,678,385        563,721,567         640,227,216         697,761,865         727,645,393         804,875,806         858,993,258         895,651,989            958,430,041            94,361,778        101,152,966     98,285,616            98,602,951           
Administrative staff 922,628,824            970,381,695            967,344,524            1,091,477,633        399,378,291         397,026,143         411,232,284         472,516,214         487,881,190         534,803,582         511,238,383            570,362,806            35,369,343        38,551,970        44,873,857            48,598,613           
Management fees 492,452,211            603,487,947            570,444,873            606,010,224            211,726,807         289,354,300         217,579,528         242,191,801         270,286,998         295,848,988         334,548,396            340,147,865            10,438,406        18,284,659        18,316,949            23,670,558           
Total employee expenses 11,792,082,494      12,426,660,577      12,994,191,886      13,965,065,885      4,638,325,857      4,849,727,710      5,097,885,653      5,542,511,907      6,444,296,414      6,836,445,918      7,126,254,775        7,617,352,922        709,460,223     740,486,949     770,051,458         805,201,056        
Total expenses 16,750,860,626      17,631,112,725      19,037,267,491      21,272,930,766      6,580,242,092      6,873,854,975      7,546,814,547      8,718,343,683      9,208,972,876      9,762,455,671      10,463,038,123      11,474,799,735      961,645,659     994,802,079     1,027,414,821      1,079,787,348     

Table 3b: Employee expenses by type and organisation group as a proportion of total expenses

2016‐17 2017‐18 2018‐19 2019‐20 2016‐17 2017‐18 2018‐19 2019‐20 2016‐17 2017‐18 2018‐19 2019‐20 2016‐17 2017‐18 2018‐19 2019‐20
Direct care labour 51.04% 50.87% 49.64% 47.77% 50.88% 49.98% 48.77% 45.95% 50.77% 51.17% 49.85% 48.60% 54.70% 54.05% 53.81% 53.64%
Accommodation expenses ‐ labour 2.17% 1.61% 1.66% 1.51% 1.75% 1.27% 1.20% 1.07% 2.23% 1.55% 1.61% 1.50% 4.50% 4.50% 5.42% 5.11%
Catering, Cleaning and laundry labour expenses 8.73% 9.08% 8.89% 8.39% 8.57% 9.31% 9.25% 8.35% 8.74% 8.80% 8.56% 8.35% 9.81% 10.17% 9.57% 9.13%
Administrative staff 5.51% 5.50% 5.08% 5.13% 6.07% 5.78% 5.45% 5.42% 5.30% 5.48% 4.89% 4.97% 3.68% 3.88% 4.37% 4.50%
Management fees 2.94% 3.42% 3.00% 2.85% 3.22% 4.21% 2.88% 2.78% 2.94% 3.03% 3.20% 2.96% 1.09% 1.84% 1.78% 2.19%
Total 70.40% 70.48% 68.26% 65.65% 70.49% 70.55% 67.55% 63.57% 69.98% 70.03% 68.11% 66.38% 73.78% 74.44% 74.95% 74.57%

Total For Profit Not for Profit Government

Total For Profit Not for Profit Government
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Table 4a: employee expenses by quartile

2016‐17 2017‐18 2018‐19 2019‐20 2016‐17 2017‐18 2018‐19 2019‐20 2016‐17 2017‐18 2018‐19 2019‐20 2016‐17 2017‐18 2018‐19 2019‐20 2016‐17 2017‐18 2018‐19 2019‐20
Direct care labour 8,549,921,764           8,968,673,922        9,449,617,409        10,162,372,043      1,914,013,871        1,983,975,978      1,421,716,501      1,389,473,816      1,757,156,442      1,893,361,618      2,535,815,253      2,300,804,385      3,301,387,477      3,244,012,042      3,091,869,452      3,650,764,997      1,577,363,975      1,847,324,285      2,400,216,203      2,821,328,845     
Accommodation expenses ‐ labour 364,120,543              283,743,573            315,085,609            320,527,600            89,489,669              74,508,696            77,871,488            79,186,062            97,293,536            53,679,778            70,297,804            58,511,282            109,656,278         91,649,339            106,134,439         109,949,733         67,681,060            63,905,760            60,781,878            72,880,523           
Catering, Cleaning and laundry labour expenses 1,462,959,151           1,600,373,440        1,691,699,470        1,784,678,385        386,631,670            400,295,292         297,961,761         278,459,226         348,157,601         394,675,636         523,072,918         449,138,243         555,466,561         587,838,046         536,034,654         636,996,036         172,703,319         217,564,466         334,630,137         420,084,880        
Administrative staff 922,628,824              970,381,695            967,344,524            1,091,477,633        254,332,029            206,790,753         136,066,802         125,248,359         189,780,808         242,591,611         287,733,221         214,424,309         328,731,444         339,350,514         284,156,075         428,140,333         149,784,543         181,648,817         259,388,426         323,664,632        
Management fees 492,452,211              603,487,947            570,444,873            606,010,224            155,538,469            187,363,669         137,406,931         92,794,365            128,180,121         106,620,982         135,651,410         134,603,710         165,915,487         201,020,214         216,699,574         232,960,805         42,818,134            108,483,081         80,686,958            145,651,344        
Total employee expenses 11,792,082,494        12,426,660,577      12,994,191,886      13,965,065,885      2,800,005,708        2,852,934,388      2,071,023,483      1,965,161,828      2,520,568,508      2,690,929,626      3,552,570,607      3,157,481,929      4,461,157,247      4,463,870,155      4,234,894,194      5,058,811,904      2,010,351,031      2,418,926,409      3,135,703,602      3,783,610,224     
Total expenses 16,750,860,626        17,631,112,725      19,037,267,491      21,272,930,766      3,582,840,482        3,640,062,967      2,645,530,992      2,541,311,520      3,415,434,307      3,636,611,387      4,892,027,850      4,415,868,363      6,448,072,107      6,403,291,659      6,203,021,499      7,653,368,533      3,304,513,731      3,951,146,712      5,296,687,150      6,662,382,350     

Table 4b: employee expenses by type and quartile as a proportion of total expenses

2016‐17 2017‐18 2018‐19 2019‐20 2016‐17 2017‐18 2018‐19 2019‐20 2016‐17 2017‐18 2018‐19 2019‐20 2016‐17 2017‐18 2018‐19 2019‐20 2016‐17 2017‐18 2018‐19 2019‐20
Direct care labour 51.04% 50.87% 49.64% 47.77% 53.42% 54.50% 53.74% 54.68% 51.45% 52.06% 51.84% 52.10% 51.20% 50.66% 49.84% 47.70% 47.73% 46.75% 45.32% 42.35%
Accommodation expenses ‐ labour 2.17% 1.61% 1.66% 1.51% 2.50% 2.05% 2.94% 3.12% 2.85% 1.48% 1.44% 1.33% 1.70% 1.43% 1.71% 1.44% 2.05% 1.62% 1.15% 1.09%
Catering, Cleaning and laundry labour expenses 8.73% 9.08% 8.89% 8.39% 10.79% 11.00% 11.26% 10.96% 10.19% 10.85% 10.69% 10.17% 8.61% 9.18% 8.64% 8.32% 5.23% 5.51% 6.32% 6.31%
Administrative staff 5.51% 5.50% 5.08% 5.13% 7.10% 5.68% 5.14% 4.93% 5.56% 6.67% 5.88% 4.86% 5.10% 5.30% 4.58% 5.59% 4.53% 4.60% 4.90% 4.86%
Management fees 2.94% 3.42% 3.00% 2.85% 4.34% 5.15% 5.19% 3.65% 3.75% 2.93% 2.77% 3.05% 2.57% 3.14% 3.49% 3.04% 1.30% 2.75% 1.52% 2.19%
Total employee expenses 70.40% 70.48% 68.26% 65.65% 78.15% 78.38% 78.28% 77.33% 73.80% 74.00% 72.62% 71.50% 69.19% 69.71% 68.27% 66.10% 60.84% 61.22% 59.20% 56.79%

Provider count Top Next top Next bottom Bottom Grand Total 2016‐17 2017‐18 2018‐19 2019‐20
2016‐17 25th percentile 62.95% 65.70% 66.66% 65.86%
For profit 54 69 75 99 297 50th percentile 69.13% 70.86% 71.86% 71.64%
Not for Profit 125 136 136 104 501 75th percentile 74.12% 75.33% 75.99% 75.54%
Government 44 18 12 21 95
Total 223 223 223 224 893
2017‐18
For profit 46 58 77 108 289
Not for Profit 126 143 130 94 493
Government 47 18 12 18 95
Total 219 219 219 220 877
2018‐19
For profit 39 57 76 104 276
Not for Profit 128 136 128 96 488
Government 47 21 10 15 93
Total 214 214 214 215 857
2019‐20
For profit 42 46 75 114 277
Not for Profit 118 143 126 86 473
Government 51 21 10 11 93
Total 211 210 211 211 843

Total Top quartile Next top Next bottom Bottom

Total Top quartile Next top Next bottom Bottom
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Table 5a: Top quartile employee expenses by type and organisation group

Provider group 2016‐17 2017‐18 2018‐19 2019‐20
Direct care labour For profit 836,107,104         715,659,027         270,448,794         255,007,839        

Not for Profit 783,568,765         981,084,717         827,131,174         739,238,842        
Government 294,338,002         287,232,234         324,136,533         395,227,135        
TOTAL 1,914,013,871      1,983,975,978      1,421,716,501      1,389,473,816     

Accommodation expenses ‐ labour For profit 29,995,150           16,211,438           8,619,768               9,478,409              
Not for Profit 23,974,975           24,092,705           23,219,700           22,638,329          
Government 35,519,544           34,204,553           46,032,020           47,069,324          
TOTAL 89,489,669           74,508,696           77,871,488           79,186,062          

Catering, Cleaning and laundry labour expenses For profit 155,611,996         138,044,822         58,379,179           53,090,468          
Not for Profit 175,018,823         206,518,200         177,807,709         160,279,536        
Government 56,000,851           55,732,270           61,774,873           65,089,222          
TOTAL 386,631,670         400,295,292         297,961,761         278,459,226        

Administrative staff For profit 147,275,074         77,359,278           25,938,767           25,738,831          
Not for Profit 87,261,105           112,330,362         83,186,594           72,213,009          
Government 19,795,850           17,101,113           26,941,441           27,296,519          
TOTAL 254,332,029         206,790,753         136,066,802         125,248,359        

Management fees For profit 83,739,695           85,185,314           40,782,385           24,619,583          
Not for Profit 64,627,710           92,493,498           85,821,787           50,214,929          
Government 7,171,064               9,684,857               10,802,759           17,959,853          
TOTAL 155,538,469         187,363,669         137,406,931         92,794,365          

Total expenses For profit 1,624,006,411      1,322,180,702      517,913,069         478,208,968        
Not for Profit 1,443,519,675      1,815,575,304      1,545,533,304      1,362,254,981     
Government 515,314,396         502,306,961         582,084,619         700,847,571        
TOTAL 3,582,840,482      3,640,062,967      2,645,530,992      2,541,311,520     

Table 5b: Proportion of top quartile employee expenses by type and organisation group

Provider group 2016‐17 2017‐18 2018‐19 2019‐20
Direct care labour For profit 51.48% 54.13% 52.22% 53.33%

Not for Profit 54.28% 54.04% 53.52% 54.27%
Government 57.12% 57.18% 55.69% 56.39%
TOTAL 53.42% 54.50% 53.74% 54.68%

Accommodation expenses ‐ labour For profit 1.85% 1.23% 1.66% 1.98%
Not for Profit 1.66% 1.33% 1.50% 1.66%
Government 6.89% 6.81% 7.91% 6.72%
TOTAL 2.50% 2.05% 2.94% 3.12%

Catering, Cleaning and laundry labour expenses For profit 9.58% 10.44% 11.27% 11.10%
Not for Profit 12.12% 11.37% 11.50% 11.77%
Government 10.87% 11.10% 10.61% 9.29%
TOTAL 10.79% 11.00% 11.26% 10.96%

Administrative staff For profit 9.07% 5.85% 5.01% 5.38%
Not for Profit 6.05% 6.19% 5.38% 5.30%
Government 3.84% 3.40% 4.63% 3.89%
TOTAL 7.10% 5.68% 5.14% 4.93%

Management fees For profit 5.16% 6.44% 7.87% 5.15%
Not for Profit 4.48% 5.09% 5.55% 3.69%
Government 1.39% 1.93% 1.86% 2.56%
TOTAL 4.34% 5.15% 5.19% 3.65%

Total employee costs For profit 77.14% 78.09% 78.04% 76.94%
Not for Profit 78.59% 78.02% 77.46% 76.68%
Government 80.11% 80.42% 80.69% 78.85%
TOTAL 78.15% 78.38% 78.28% 77.33%

Top

Top
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Table 6a: Next top quartile employee expenses by type and organisation group

Provider group 2016‐17 2017‐18 2018‐19 2019‐20
Direct care labour For profit 605,783,870          747,299,274          1,402,460,303       1,007,625,969      

Not for Profit 1,095,057,411       1,053,552,805       1,013,786,287       1,205,696,427      
Government 56,315,161            92,509,539            119,568,663          87,481,989           
TOTAL 1,757,156,442       1,893,361,618       2,535,815,253       2,300,804,385      

Accommodation expenses ‐ labour For profit 19,663,364            17,534,121            33,548,699            18,236,397           
Not for Profit 74,628,335            32,350,550            33,630,370            36,788,436           
Government 3,001,837               3,795,107               3,118,735               3,486,449              
TOTAL 97,293,536            53,679,778            70,297,804            58,511,282           

Catering, Cleaning and laundry labour expenses For profit 120,445,975          163,354,022          294,631,551          210,785,831         
Not for Profit 214,290,366          214,547,524          208,704,548          217,649,484         
Government 13,421,260            16,774,090            19,736,819            20,702,928           
TOTAL 348,157,601          394,675,636          523,072,918          449,138,243         

Administrative staff For profit 47,997,925            106,691,498          157,269,986          87,113,807           
Not for Profit 135,284,009          127,587,845          123,744,230          114,783,473         
Government 6,498,874               8,312,268               6,719,005               12,527,029           
TOTAL 189,780,808          242,591,611          287,733,221          214,424,309         

Management fees For profit 62,207,606            65,091,541            82,026,949            36,553,233           
Not for Profit 63,886,402            34,751,993            46,939,028            95,483,878           
Government 2,086,113               6,777,448               6,685,433               2,566,599              
TOTAL 128,180,121          106,620,982          135,651,410          134,603,710         

Total expenses For profit 1,154,484,911       1,476,230,153       2,720,959,523       1,901,975,315      
Not for Profit 2,150,215,173       1,987,274,981       1,956,411,643       2,338,702,832      
Government 110,734,223          173,106,253          214,656,684          175,190,216         
TOTAL 3,415,434,307       3,636,611,387       4,892,027,850       4,415,868,363      

Table 6b: Proportion of next top quartile employee expenses by type and organisation group

Provider group 2016‐17 2017‐18 2018‐19 2019‐20
Direct care labour For profit 52.47% 50.62% 51.54% 52.98%

Not for Profit 50.93% 53.01% 51.82% 51.55%
Government 50.86% 53.44% 55.70% 49.94%
TOTAL 51.45% 52.06% 51.84% 52.10%

Accommodation expenses ‐ labour For profit 1.70% 1.19% 1.23% 0.96%
Not for Profit 3.47% 1.63% 1.72% 1.57%
Government 2.71% 2.19% 1.45% 1.99%
TOTAL 2.85% 1.48% 1.44% 1.33%

Catering, Cleaning and laundry labour expenses For profit 10.43% 11.07% 10.83% 11.08%
Not for Profit 9.97% 10.80% 10.67% 9.31%
Government 12.12% 9.69% 9.19% 11.82%
TOTAL 10.19% 10.85% 10.69% 10.17%

Administrative staff For profit 4.16% 7.23% 5.78% 4.58%
Not for Profit 6.29% 6.42% 6.33% 4.91%
Government 5.87% 4.80% 3.13% 7.15%
TOTAL 5.56% 6.67% 5.88% 4.86%

Management fees For profit 5.39% 4.41% 3.01% 1.92%
Not for Profit 2.97% 1.75% 2.40% 4.08%
Government 1.88% 3.92% 3.11% 1.47%
TOTAL 3.75% 2.93% 2.77% 3.05%

Total employee costs For profit 74.15% 74.51% 72.40% 71.52%
Not for Profit 73.63% 73.61% 72.93% 71.42%
Government 73.44% 74.04% 72.59% 72.36%
TOTAL 73.80% 74.00% 72.62% 71.50%

Next Top 

Next Top
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Table 7a: Next Bottom quartile employee expenses by type and organisation group

Provider group 2016‐17 2017‐18 2018‐19 2019‐20
Direct care labour For profit 1,401,500,926       1,446,389,582       1,010,648,664       1,450,830,887      

Not for Profit 1,836,896,138       1,720,563,871       2,044,284,901       2,168,752,929      
Government 62,990,413            77,058,589            36,935,887            31,181,181           
TOTAL 3,301,387,477       3,244,012,042       3,091,869,452       3,650,764,997      

Accommodation expenses ‐ labour For profit 31,508,000            30,595,046            22,456,500            35,646,096           
Not for Profit 75,490,078            57,008,377            78,864,072            71,928,969           
Government 2,658,200               4,045,916               4,813,867               2,374,668              
TOTAL 109,656,278          91,649,339            106,134,439          109,949,733         

Catering, Cleaning and laundry labour expenses For profit 232,590,540          270,387,056          186,820,200          257,980,774         
Not for Profit 304,428,572          295,769,108          340,463,313          373,560,356         
Government 18,447,449            21,681,882            8,751,141               5,454,906              
TOTAL 555,466,561          587,838,046          536,034,654          636,996,036         

Administrative staff For profit 143,960,621          148,052,537          81,661,652            193,123,295         
Not for Profit 180,875,848          182,718,623          197,321,816          230,654,432         
Government 3,894,975               8,579,354               5,172,607               4,362,606              
TOTAL 328,731,444          339,350,514          284,156,075          428,140,333         

Management fees For profit 43,229,895            99,367,818            65,337,035            92,711,945           
Not for Profit 122,210,772          100,435,239          150,968,319          139,914,549         
Government 474,820                  1,217,157               394,220                  334,311                 
TOTAL 165,915,487          201,020,214          216,699,574          232,960,805         

Total expenses For profit 2,661,082,852       2,858,154,524       1,993,695,484       3,117,962,175      
Not for Profit 3,660,344,297       3,384,895,640       4,127,105,913       4,469,391,744      
Government 126,644,958          160,241,495          82,220,102            66,014,614           
TOTAL 6,448,072,107       6,403,291,659       6,203,021,499       7,653,368,533      

Next Bottom
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Table 7b: Proportion of next bottom quartile employee expenses by type and organisation group

Provider group 2016‐17 2017‐18 2018‐19 2019‐20
Direct care labour For profit 52.67% 50.61% 50.69% 46.53%

Not for Profit 50.18% 50.83% 49.53% 48.52%
Government 49.74% 48.09% 44.92% 47.23%
TOTAL 51.20% 50.66% 49.84% 47.70%

Accommodation expenses ‐ labour For profit 1.18% 1.07% 1.13% 1.14%
Not for Profit 2.06% 1.68% 1.91% 1.61%
Government 2.10% 2.52% 5.85% 3.60%
TOTAL 1.70% 1.43% 1.71% 1.44%

Catering, Cleaning and laundry labour expenses For profit 8.74% 9.46% 9.37% 8.27%
Not for Profit 8.32% 8.74% 8.25% 8.36%
Government 14.57% 13.53% 10.64% 8.26%
TOTAL 8.61% 9.18% 8.64% 8.32%

Administrative staff For profit 5.41% 5.18% 4.10% 6.19%
Not for Profit 4.94% 5.40% 4.78% 5.16%
Government 3.08% 5.35% 6.29% 6.61%
TOTAL 5.10% 5.30% 4.58% 5.59%

Management fees For profit 1.62% 3.48% 3.28% 2.97%
Not for Profit 3.34% 2.97% 3.66% 3.13%
Government 0.37% 0.76% 0.48% 0.51%
TOTAL 2.57% 3.14% 3.49% 3.04%

Total employee costs For profit 69.63% 69.79% 68.56% 65.12%
Not for Profit 68.84% 69.62% 68.13% 66.78%
Government 69.85% 70.26% 68.19% 66.21%
TOTAL 69.19% 69.71% 68.27% 66.10%

Next Bottom
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Table 8a: Bottom quartile employee expenses by type and organisation group

Provider group 2016‐17 2017‐18 2018‐19 2019‐20
Direct care labour For profit 504,909,592          526,358,561          997,026,298          1,292,975,723      

Not for Profit 960,075,520          1,240,074,905       1,330,969,685       1,463,086,801      
Government 112,378,863          80,890,819            72,220,220            65,266,321           
TOTAL 1,577,363,975       1,847,324,285       2,400,216,203       2,821,328,845      

Accommodation expenses ‐ labour For profit 34,031,186            23,073,003            26,102,949            30,357,179           
Not for Profit 31,561,198            38,072,160            32,929,818            40,281,477           
Government 2,088,676               2,760,597               1,749,111               2,241,867              
TOTAL 67,681,060            63,905,760            60,781,878            72,880,523           

Catering, Cleaning and laundry labour expenses For profit 55,073,056            68,441,316            157,930,935          205,788,320         
Not for Profit 111,138,045          142,158,426          168,676,419          206,940,665         
Government 6,492,218               6,964,724               8,022,783               7,355,895              
TOTAL 172,703,319          217,564,466          334,630,137          420,084,880         

Administrative staff For profit 60,144,671            64,922,830            146,361,879          166,540,281         
Not for Profit 84,460,228            112,166,752          106,985,743          152,711,892         
Government 5,179,644               4,559,235               6,040,804               4,412,459              
TOTAL 149,784,543          181,648,817          259,388,426          323,664,632         

Management fees For profit 22,549,611            39,709,626            29,433,159            88,307,040           
Not for Profit 19,562,114            68,168,258            50,819,262            54,534,509           
Government 706,409                  605,197                  434,537                  2,809,795              
TOTAL 42,818,134            108,483,081          80,686,958            145,651,344         

Total expenses For profit 1,140,667,918       1,217,289,596       2,314,246,471       3,220,197,225      
Not for Profit 1,954,893,731       2,574,709,746       2,833,987,263       3,304,450,178      
Government 208,952,082          159,147,370          148,453,416          137,734,947         
TOTAL 3,304,513,731       3,951,146,712       5,296,687,150       6,662,382,350      

Bottom
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Table 8b: Proportion of bottom quartile employee expenses by type and organisation group

Provider group 2016‐17 2017‐18 2018‐19 2019‐20
Direct care labour For profit 44.26% 43.24% 43.08% 40.15%

Not for Profit 49.11% 48.16% 46.96% 44.28%
Government 53.78% 50.83% 48.65% 47.39%
TOTAL 47.73% 46.75% 45.32% 42.35%

Accommodation expenses ‐ labour For profit 2.98% 1.90% 1.13% 0.94%
Not for Profit 1.61% 1.48% 1.16% 1.22%
Government 1.00% 1.73% 1.18% 1.63%
TOTAL 2.05% 1.62% 1.15% 1.09%

Catering, Cleaning and laundry labour expenses For profit 4.83% 5.62% 6.82% 6.39%
Not for Profit 5.69% 5.52% 5.95% 6.26%
Government 3.11% 4.38% 5.40% 5.34%
TOTAL 5.23% 5.51% 6.32% 6.31%

Administrative staff For profit 5.27% 5.33% 6.32% 5.17%
Not for Profit 4.32% 4.36% 3.78% 4.62%
Government 2.48% 2.86% 4.07% 3.20%
TOTAL 4.53% 4.60% 4.90% 4.86%

Management fees For profit 1.98% 3.26% 1.27% 2.74%
Not for Profit 1.00% 2.65% 1.79% 1.65%
Government 0.34% 0.38% 0.29% 2.04%
TOTAL 1.30% 2.75% 1.52% 2.19%

Total employee costs For profit 59.33% 59.35% 58.63% 55.40%
Not for Profit 61.73% 62.17% 59.65% 58.03%
Government 60.71% 60.18% 59.59% 59.60%
TOTAL 60.84% 61.22% 59.20% 56.79%

Bottom
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 Our ref. 2100240 

31 August 2021 

Associate to the Hon. Justice Ross AO 
Fair Work Commission  
Level 4, 11 Exhibition Street  
Melbourne VIC 3000 

Dear Associate 

AM2020/99; AM2021/65 and AM2021/63 

1. We refer to the above proceedings, and to the directions of the Fair Work
Commission (FWC) on 1 July 2021 (amended on 2 August 2021).

2. As required by Direction 5, enclosed with this letter is the Commonwealth’s
responses to questions 1–3 of the Health Services Union’s (HSU) schedule of
requested information. With the provision of this information, the Commonwealth’s
view is that it has now complied with Direction 5. The Commonwealth remains
committed to assisting the FWC and the parties in this proceeding through the
provision of information and data.

Conduct of the 2020 Census

3. All of the information in the enclosed document is drawn from the 2020 Aged Care
Workforce Census (2020 Census). Below we set out some background matters
regarding the 2020 Census, for the context of the FWC and the parties, when
considering and drawing on the information and data provided.

a. The 2020 Census collected data from residential aged care facilities (RAC) and
providers of the Home Care Packages Program (HCPP) and the
Commonwealth Home Support Program (CHSP) in relation to their workforce as
at the last pay period of November 2020. The response rates were 49 per cent,
47 per cent and 38 per cent respectively.

b. Responses have been weighted to provide industry wide numbers. The design
of the data collection required providers to submit separate responses for RAC,
HCPP and CHSP if they provided services across more than one. This may
have resulted in multiple counts of the same staff member across different
service care types, however the goal was to obtain an indication of the
workforce effort required to service a particular type of care (that is, RAC, HCPP
or CHSP).

c. It is also noted that staff may work for more than one provider leading to an
unknown level of duplication of staff across providers and service types.
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d. The Department of Health is undertaking further work, utilising other data 
sources including the My Aged Care Portal vaccination data and Multi-Agency 
Data Integration Project (MADIP) data, to remove duplicates and provide a total 
head count across service types, by state and territory, job classifications and 
age group. Current estimates are that the total aged care workforce (including 
the direct care and non-direct care workforce) is in the range of 374,700 to 
392,900. 

e. The Australian Institute of Health and Welfare (AIHW) has not undertaken any 
further analysis of the data in relation to the 2016 Aged Care Workforce Census 
and Survey (2016 Census) or the 2020 Census but will be hosting the data for 
the 2020 Census on its GEN data website which will be accessible through a 
publicly available data dashboard. The data in respect of the 2016 Census is 
already publicly available. 

f. The survey design concentrated on providers with active clients and a direct 
care workforce. This means that providers who did not have active clients or did 
not employ direct care workers (that is nurses, personal care workers (PCWs) 
or allied care workers), but may have only offered services such as cleaning or 
gardening were not included in the sample. Subsequently, there is a likely an 
undercount of the total CHSP workforce as RAC and HCCP are much less likely 
to meet these conditions. 

g. Given the 2020 Census was undertaken at short notice and with quite severe 
time constraints due to many providers being under pressure dealing with the 
effects of the COVID-19 pandemic coupled with the end of year nearing, the 
2020 Census was much more abbreviated in comparison to previous aged care 
workforce census and surveys. Therefore, data was not captured on many 
items that have been previously investigated, such as award conditions that 
workers may be operating under. The Commonwealth is therefore unable to 
present any data in relation to issues raised concerning workers operating 
under the relevant awards. 

Limitations to data 

4. Due to the matters set out above, we note that: 

a. HSU question 1(2) refers to community care workers. This was not a distinct job 
role referred to in the 2020 Census, and as such the data provided does not 
include separate data for community care workers.  Community care workers 
are represented in the data for all service care types under the personal care 
worker category. 

b. The 2020 Census did not collect data on the share of each occupation in the 
aged care workforce who hold multiple jobs (HSU Q1(3)). However, the 2020 
Census did capture some data on employees who work across multiple settings 
(RAC, HC and CHSP) with the same provider. The Commonwealth provides 
this data in lieu of available information or data to directly answer this aspect of 
HSU Q1(3). In respect of this data, the Commonwealth draws the FWC and 
parties’ attention to the note to the table setting out the limitations to this data. 
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c. As noted above, the 2020 Census did not collect data on award conditions that
workers may be operating under. As such, the Commonwealth’s response to
HSU Q2 is limited to data on demographics and skills of the aged care
workforce

Yours sincerely 

Stephen Reeves 
Senior Lawyer 
T 03 9242 1206  
stephen.reeves@ags.gov.au 
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Response to Question 1 (1) and (2) 

Summary - Total staff by service care type and job role 

RAC HCPP CHSP 
Management and 
administration 

14,021 14,132 13,002 

Education and 
pastoral 

1,946 46 50 

Ancillary 52,801 2,889 3,268 
Registered nurses 32,929 3,082 5,192 
Enrolled nurses 16,000 887 1,699 
Personal care 
workers 

146,929 56,242 47,128 

Allied health 
professionals 

10,604 3,376 4,306 

Allied health 
assistants 

2,992 432 705 

Total direct care 
workforce 

208,903 64,019 59,029 

Total workforce 277,671 80,340 76,096 
Notes: Registered nurses includes nurse practitioners. Personal care workers include those also undergoing a 
formal traineeship. Numbers represent head count figures provided by facilities and providers at the Aged Care 
Planning Region (ACPR) level and may therefore include duplication.  
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Response to Questions 1(3) Part 1 and (4): Direct Care Workforce by Occupation Type by Employment type According to Type of Care 
 

• RAC 
 

  

Permanent 
Full-Time  

Permanent Part-
Time  

Casual/Contract
or - on your 
payroll 

Agency or 
subcontractor 
staff Full-
Time* 

Agency or 
subcontractor 
staff Part-
Time* Total headcount Total FTE** 

N
ur

se
s Nurse Practitioner 104 (51%) 60 (29%) 4 (2%) 0 (0%) 35 (17%) 203 (100%)  163  

Registered Nurse 4,093 (13%) 21,210 (65%) 7,147 (22%) 40 (<1%) 236 (1%) 32,726 (100%)  20,154  
Enrolled Nurse 927 (6%) 12,175 (76%) 2,802 (18%) 4 (<1%) 91 (1%) 16,000 (100%)  9,919  
TOTAL 5,125 (10%) 33,445 (68%) 9,953 (20%) 44 (<1%) 362 (1%) 48,929 (100%)  30,236  

 PCW 4,887 (3%) 109,132 (76%) 29,372 (20%) 115 (<1%) 785 (1%) 144,291 (100%)  91,893  

PC
W

s PCW (formal 
 traineeship) 

 
203 (10%) 

 
1371 (66%) 

 
401 (19%) 

 
0 (0%) 

 
112 (5%) 

 
2,087 (100%) 

  
1,221  

TOTAL 5,090 (3%) 110,502 (75%) 29,774 (20%) 115 (0%) 898 (1%) 146,378 (100%)  93,115  

Al
lie

d 
he

al
th

 

Occupational Therapist 110 (14%) 256 (33%) 59 (8%) 67 (8%) 291 (37%) 783 (100%)  336  
Physiotherapist 353 (12%) 469 (16%) 163 (6%) 630 (22%) 1258 (44%) 2,874 (100%)  1,622  
Dietitian 12 (2%) 75 (9%) 38 (5%) 27 (3%) 635 (81%) 787 (100%)  45  
Exercise Physiologist 19 (10%) 19 (10%) 6 (3%) 0 (0%) 148 (77%) 192 (100%)  34  
Speech Therapist 10 (1%) 32 (5%) 26 (4%) 31 (4%) 593 (86%) 692 (100%)  29  
Diversional Therapist 347 (15%) 1599 (71%) 156 (7%) 6 (<1%) 151 (7%) 2,258 (100%)  1,295  
Aboriginal and Torres 
 Strait Islander Health 
Worker/Practitioner 

 
 

4 (3%) 

 
 

21 (14%) 

 
 

8 (6%) 

 
 

0 (0%) 

 
 

116 (78%) 

 
 

150 (100%) 

 
 

N/A  
Podiatrist 10 (1%) 56 (6%) 47 (5%) 40 (4%) 775 (84%) 928 (100%)  83  
Psychologist 0 (0%) 18 (10%) 2 (1%) 4 (2%) 161 (87%) 185 (100%)  11  
Pharmacist 0 (0%) 15 (3%) 8 (2%) 37 (9%) 373 (86%) 433 (100%)  54  
Social Worker 18 (8%) 49 (22%) 16 (7%) 2 (1%) 135 (61%) 219 (100%)  23  

 Allied health - other 175 (16%) 521 (47%) 73 (7%) 13 (1%) 321 (29%) 1,103 (100%)  545  
Allied health Assistant 238 (8%) 2,238 (75%) 390 (13%) 2 (<1%) 125 (4%) 2,992 (100%)  1,720  

 TOTAL 1,295 (10%) 5,366 (39%) 993 (7%) 859 (6%) 5083 (37%) 13,596 (100%)  5,801  
RAC DIRECT CARE TOTAL 11,509 (6%) 149,313 (71%) 40,720 (19%) 1,017 (0%) 6,343 (3%) 208,903 (100%)  129,151  

Note:  Headcount figures for hours worked by occupation type were converted to FTE using ABS standard 35 hour weeks. *Not paid directly by the 
provide. **FTE is only for permanent and casual/contractor roles.
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• HCCP 
 

  

Permanent 
Full-Time  

Permanent 
Part-Time  

Casual/Contr
actor Full-
Time 

 

Casual/Contra
ctor Part-Time 

Agency or 
subcontracto
r staff Full-
Time* 

Agency or 
subcontractor 
staff Part-Time* 

Total 
headcount 

Total 
FTE** 

N
ur

se
s Nurse Practitioner 28 (46%) 9 (16%) 0 (0%) 3 (4%) 8 (13%) 13 (22%) 60 (100%)  28  

Registered Nurse 526 (17%) 1,543 (51%) 78 (3%) 788 (26%) 4 (0%) 82 (3%) 3,022 (100%)  1,241  
Enrolled Nurse 151 (17%) 491 (55%) 37 (4%) 196 (22%) 0 (0%) 13 (2%) 887 (100%)  357  
TOTAL 705 (18%) 2,043 (51%) 115 (3%) 986 (25%) 12 (0%) 109 (3%) 3,969 (100%)  1,625  

PC
W

s PCW 1,621 (3%) 28,242 (52%) 4251 (8%) 19,858 (36%) 235 (0%) 630 (1%) 54,837 (100%)  22,224  
PCW (formal 
traineeship) 

58 (4%) 646 (46%) 51 (4%) 600 (43%) 0 (0%) 50 (4%) 1,405 (100%)  546  

TOTAL 1,679 (3%) 28,889 (51%) 4,303 (8%) 20,458 (36%) 235 (0%) 679 (1%) 56,242 (100%)  23,251  

Al
lie

d 
he

al
th

 

Occupational Therapist 139 (20%) 245 (36%) 2 (<1%) 38 (6%) 15 (2%) 249 (36%) 688 (100%)  170  
Physiotherapist 101 (12%) 188 (22%) 4 (1%) 43 (5%) 75 (9%) 426 (51%) 838 (100%)  144  
Dietitian 11 (7%) 63 (36%) 0 (0%) 15 (9%) 4 (3%) 78 (45%) 172 (100%)  27  
Exercise Physiologist 69 (29%) 49 (20%) 2 (1%) 23 (9%) 4 (2%) 95 (39%) 242 (100%)  80  
Speech Therapist 21 (23%) 18 (19%) 3 (3%) 5 (5%) 4 (5%) 42 (45%) 93 (100%)  20  
Diversional Therapist 9 (15%) 26 (40%) 0 (0%) 4 (6%) 3 (4%) 22 (35%) 64 (100%)  21  
Aboriginal and/or Torres 
Strait Islander Health 
Worker/Practitioner 

0 (0%) 4 (29%) 0 (0%) 2 (13%) 0 (0%) 9 (57%) 15 (100%) N/A    

Podiatrist 33 (6%) 66 (12%) 4 (1%) 25 (5%) 22 (4%) 408 (73%) 558 (100%)  35  
Psychologist 10 (16%) 12 (18%) 0 (0%) 2 (3%) 3 (4%) 39 (59%) 66 (100%)  12  
Pharmacist 0 (0%) 3 (3%) 0 (0%) 0 (0%) 2 (2%) 84 (95%) 89 (100%)  1  
Social Worker 187 (56%) 97 (29%) 0 (0%) 16 (5%) 13 (4%) 20 (6%) 333 (100%)  222  
Allied health - other 12 (6%) 69 (32%) 4 (2%) 7 (3%) 9 (4%) 117 (54%) 218 (100%)  35  

 Allied health assistant 81 (19%) 295 (68%) 4 (1%) 46 (11%) 5 (1%) 2 (1%) 432 (100%)  147  
 TOTAL 674 (18%) 1,133 (30%) 23 (1%) 226 (6%) 159 (4%) 1,592 (42%) 3,808 (100%)  913  
HCPP DIRECT CARE 
GRAND TOTAL 

3,057 (5%) 32,065 (50%) 4,440 (7%) 
 

21,670 (34%) 
 

406 (1%) 2,381 (4%) 64,019 
(100%) 

 25,308  

Note: Headcount figures for hours worked by occupation type were converted to FTE using ABS standard 35 hour weeks. *Not paid directly by the provider. **FTE is only for 
permanent and casual/contractor roles. 
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• CHSP 
  

Permanent 
Full-Time  

Permanent 
Part-Time  

Casual/Contr
actor Full-
Time 

Casual 
/Contractor 
Part-Time 

Agency or 
subcontractor 
staff Full-Time* 

Agency or 
subcontractor 
staff Part-Time* 

Total 
headcount 

Total 
FTE** 

N
ur

se
s 

Nurse Practitioner 90 (49%) 82 (44%) 0 (0%) 0 (0%) 0 (0%) 12 (7%) 184 (100%)  131  
Registered Nurse 865 (17%) 3,233 (65%) 88 (2%) 738 (15%) 17 (0%) 68 (1%) 5,008 (100%)  2,298  
Enrolled Nurse 177 (10%) 1,174 (69%) 15 (1%) 303 (18%) 0 (0%) 31 (2%) 1,699 (100%)  813  

TOTAL 
1,132 (16%) 4,488 (65%) 103 (1%) 1,041 

(15%) 
17 (0%) 111 (2%) 6,891 (100%)  3,242  

PC
W

 PCW 
1,050 (2%) 32,639 (71%) 2,075 (5%) 9,259 

(20%) 
64 (0%) 774 (2%) 45,861 (100%)  15,501 

PCW (formal traineeship) 41 (3%) 692 (55%) 28 (2%) 405 (32%) 49 (4%) 51 (4%) 1,267 (100%)  317  

TOTAL 
1,092 (2%) 33,332 (71%) 2,103 (4%) 9,664 

(21%) 
113 (0%) 824 (2%) 47,128 (100%)  15,818  

Al
lie

d 
he

al
th

 

Occupational Therapist 470 (37%) 608 (48%) 4 (0%) 73 (6%) 12 (1%) 97 (8%) 1,265 (100%)  641  
Physiotherapist 202 (22%) 484 (54%) 9 (1%) 62 (7%) 11 (1%) 135 (15%) 903 (100%)  319  
Dietitian 45 (16%) 155 (57%) 9 (3%) 13 (5%) 0 (0%) 51 (19%) 274 (100%)  71  
Exercise Physiologist 112 (47%) 75 (31%) 5 (2%) 7 (3%) 0 (0%) 42 (18%) 241 (100%)  123  
Speech Therapist 29 (25%) 67 (59%) 4 (4%) 6 (6%) 0 (0%) 7 (6%) 113 (100%)  36  
Diversional Therapist 20 (22%) 44 (49%) 5 (5%) 14 (15%) 0 (0%) 7 (8%) 89 (100%)  41  
Aboriginal/Torres Strait 
Islander Health 
Worker/Practitioner 

4 (18%) 10 (43%) 0 (0%) 2 (7%) 0 (0%) 7 (32%) 23 (100%)  7  

Podiatrist 123 (25%) 206 (41%) 6 (1%) 25 (5%) 2 (0%) 135 (27%) 497 (100%)  135  
Psychologist 24 (34%) 31 (44%) 0 (0%) 12 (17%) 0 (0%) 4 (6%) 71 (100%)  21  
Pharmacist 0 (0%) 0 (0%) 2 (25%) 0 (0%) 0 (0%) 7 (75%) 10 (100%)  -    
Social Worker 146 (47%) 137 (44%) 18 (6%) 7 (2%) 0 (0%) 2 (1%) 311 (100%)  163  

 
Allied health – other 

141 (28%) 260 (51%) 33 (7%) 47 (9%) 0 (0%) 26 (5%) 509 (100%)  276  

 Allied health Assistant 122 (17%) 507 (72%) 2 (0%) 72 (10%) 2 (0%) 0 (0%) 705 (100%)  249  
TOTAL 1,437 (29%) 2,584 (52%) 99 (2%) 341 (7%) 27 (1%) 523 (10%) 5,011 (100%)  2,083  

CHSP DIRECT CARE GRAND 
TOTAL 

3,661 (6%) 40,404 (68%) 2,304 (4%) 11,045 
(19%) 

156 (0%) 1,458 (2%) 59,029 (100%)  21,141 

Note: Headcount figures for hours worked by occupation type were converted to FTE using ABS standard 35 hour weeks. *Not paid directly by the provider. **FTE is only for permanent 
and casual/contractor roles. *** Only includes services that responded to both number of workers and number of hours of their workers and is different to the table column Total 
headcount as a proportion of column Total FTE. 
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Response to Question 1(3) Part 2: Proportion of providers sharing staff across their other service care types 

Residential Care  RAC HC CHSP Total staff 
Nurse Practitioner 29.0% 4.8% 6.1%              168  
Registered Nurse 3.9% 0.2% 0.1%        32,450  
Enrolled Nurse 3.4% 0.3% 0.2%        15,904  
Personal Care Worker 2.8% 0.3% 0.3%      145,366  
Allied Health Practitioner 18.2% 2.1% 4.9%           4,788  
Allied Health Assistant 5.5% 0.8% 2.2%           2,866  
Total 3.9% 0.4% 0.4%  

     
Home Care RAC HC CHSP  
Nurse Practitioner 0.0% 20.6% 0.0%                40  
Registered Nurse 1.8% 9.9% 13.8%           2,935  
Enrolled Nurse 2.0% 17.4% 21.3%              875  
Personal Care Worker 2.4% 13.0% 27.4%        55,327  
Allied Health Practitioner 3.9% 22.7% 39.6%           1,630  
Allied Health Assistant 0.5% 7.0% 43.9%              426  
Total 2.1% 13.1% 27.1%  

     
CHSP     
Residential Care  RAC HC CHSP  
Nurse Practitioner 0.0% 2.8% 5.7%              172  
Registered Nurse 1.2% 13.1% 10.6%           4,924  
Enrolled Nurse 2.8% 11.9% 10.9%           1,669  
Personal Care Worker 1.9% 35.7% 24.1%        46,191  
Allied Health Practitioner 6.9% 26.2% 24.9%           3,758  
Allied Health Assistant 7.6% 30.8% 11.4%              703  
Total 2.3% 32.3% 22.4%  
Note: Total staff includes permanent full-time, part-time and casual/on-call staff. Providers were asked only about staff working in other facilities or Aged Care Planning Regions for 
the same provider. The data does not capture the number of other settings in which individual staff work. The data does not capture staff working for other providers. Total 
percentages cannot be added to provide a total percentage of all staff working in other settings.   
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Further Respondent to Questions 1(3) and (4) – Data about employment arrangements 
by occupation and care type 
 
Direct care staff: Employment arrangements: 

• RAC 
 
Proportion of direct care staff by job role 

 
Note: As workers are reported at a facility level, they may work multiple part-time jobs and work a full-time 
capacity. In this chart, PCWs include PCWs (formal traineeship). Some columns may not add to 100 per cent due 
to rounding.  

 
Permanent direct care workforce working full-time and part-time permanent  

 
Note: as workers are reported at a facility level, they may work multiple part-time jobs and work a full-time 
capacity. PCWs include PCWs (formal traineeship).  

  

81% 77% 82% 79%

39%

83%

2%
22% 18% 20%

6%

13%17% 1% 1% 1%
55%

4%

Nurse Practitioner Registered Nurse Enrolled Nurse Personal Care
Worker

Allied Health
Professional

Allied Health
Assistant

Pr
op

or
tio

n o
f jo

b r
ol

e

Job role
Permanent Employee Casual/Contractor Agency/Sub-contractor

203                 32,726 16,000 146,378 10,604 2,992

7%

64%

16% 7% 4% 25%
10%

93%

36%

84% 93% 96%
75% 90%

Total direct
care

Nurse
Practitioner

Registered
Nurse

Enrolled Nurse Personal Care
Worker

Allied Health
Professional

Allied Health
Assistant

Pr
op

or
tio

n o
f jo

b r
ol

e

Job role
Full-Time Part-Time

160,823           164              25,304 13,102 115,592 4,185 2,476
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• HCPP  

Proportion of direct care permanent, casual and agency staff by job role 

 
Note: PCWs include PCWs (formal traineeship)  

Direct care workforce full-time and part-time permanent staff 

 
Note: workers are reported at a provider level. Therefore, these workers may work multiple part-time jobs and 
work a full-time capacity. PCWs include PCWs (formal traineeship).  

  

61% 68% 72%
54% 42%

87%

4%

29% 26%
44%

6%

11%
35%

3% 2% 2%

52%

2%

Nurse Practitioner Registered Nurse Enrolled Nurse Personal Care
Worker

Allied Health
Professional

Allied Health
Assistant

Pr
op

or
tio

n o
f jo

b r
ol

e

Job role
Permanent Employee Casual/Contractor Agency/Sub-contractor

60                  3,022 887 56,242 3,375 432

To
tal

 jo
bs

9%

75%

25% 24% 5%
41%

22%

91%

25%

75% 76%
95%

59%
78%

Total direct care Nurse
Practitioner

Registered
Nurse

Enrolled Nurse Personal Care
Worker

Allied Health
Professional

Allied Health
Assistant

Pr
op

or
tio

n o
f jo

b r
ol

e

Job role
Full Time Part Time

35,122            37               2,069 641            30,568           1,431 376

To
tal

 jo
bs
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• CHSP 

Proportion of direct care permanent, casual and agency staff by job role 

 
Note: Personal care workers includes personal care workers (formal traineeship). Some columns may add to 99 
or 101 per cent due to rounding.  

Direct care workforce full time and part time permanent staff 

 
Note: Personal care workers includes personal care workers (formal traineeship).  

  

93% 82% 80% 73% 79% 89%

<1%
16% 19% 25% 8%

11%7% 2% 2% 2% 13% 0%

Nurse Practitioner Registered Nurse Enrolled Nurse Personal Care
Worker

Allied Health
Professional

Allied Health
Assistant

Pr
op

or
tio

n o
f jo

b r
ol

e

Job role
Permanent Employee Casual/Contractor Agency/Sub-contractor

184                   5,008 1,699 47,128 4,305 705

To
tal

 jo
bs

8%

53%
21% 13% 3%

39%
19%

92%

47%
79% 87% 97%

61%
81%

Total direct care Nurse
Practitioner

Registered
Nurse

Enrolled Nurse Personal Care
Worker

Allied Health
Professional

Allied Health
Assistant

Pr
op

or
tio

n o
f jo

b r
ol

e

Job role
Full-Time Part-Time

44,065            172               4,098 1,351 34,423            3,392               629

To
tal

 jo
bs
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Respondent to Question 2 — Qualifications and Training data: 

• RAC 

Number of facilities that report having direct care staff with additional skills to provide 
specialist care supports 
  

Nurse 
Practitione
r 

Registered 
Nurse 

Enrolled 
Nurse 

Personal 
Care 
Worker 

Allied 
health 
Profession
al 

Facilities 
with at least 
one 
specialist 
staff 
member 

IPC 116 (81%) 2,037 (86%) 1,275 (76%) 1,684 (73%) 949 (53%) 2,089 (88%) 
Dementia 
Care  

92 (64%) 1,927 (82%) 1,248 (75%) 1,740 (75%) 887 (49%) 2,011 (85%) 

Medications 94 (66%) 1,929 (82%) 1,228 (73%) 1,362 (59%) 391 (22%) 2,037 (86%) 
Elder Abuse  78 (55%) 1,898 (81%) 1,194 (71%) 1,706 (74%) 931 (52%) 1,954 (82%) 
Wound 
Care* 

82 (57%) 1,882 (80%) 1,101 (66%) 968 (42%) 562 (31%) 1,930 (81%) 

Palliative 
Care  

73 (51%) 1,806 (77%) 1,061 (63%) 1,333 (58%) 524 (29%) 1,866 (79%) 

Falls Risk  112 (78%) 1,793 (76%) 1,120 (67%) 1,532 (66%) 973 (54%) 1,874 (79%) 
Diversity 
Awareness 

49 (34%) 1,442 (61%) 863 (52%) 1,314 (57%) 761 (42%) 1,529 (64%) 

None 11 (8%) 170 (7%) 177 (11%) 251 (11%) 457 (25%) N/A 
Note: The percentage represents the proportion of facilities that indicated having staff in that job role and 
completed this Census question and the percentage for all job roles is the proportion of facilities that indicated 
having one of these job roles and completed this Census question. *Wound Care: Wound Assessment/Care, 
Pressure Injury Risk Assessment & Skin Integrity 
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• HCPP 

Number and percentage of providers that report having direct care workers with formally 
obtained specialist skills  
  Nurse 

Practitione
r 

Registered 
Nurse 

Enrolled 
Nurse 

Personal 
Care 
Worker 

Allied 
health 
Profession
al 

Facilities 
with at least 
one skilled 
worker 

IPC 30 (80%) 511 (77%) 200 (71%) 810 (71%) 238 (56%) 905 (77%) 
Dementia 
Care  

27 (74%) 460 (69%) 182 (64%) 772 (68%) 161 (38%) 871 (75%) 

Medications 23 (61%) 494 (74%) 199 (70%) 707 (62%) 58 (14%) 862 (74%) 
Elder Abuse  32 (86%) 434 (65%) 193 (68%) 737 (65%) 189 (44%) 811 (69%) 
Wound Care* 23 (61%) 485 (73%) 182 (64%) 271 (24%) 117 (27%) 664 (57%) 
Palliative 
Care  

18 (49%) 388 (58%) 128 (45%) 400 (35%) 113 (27%) 620 (53%) 

Falls Risk  20 (55%) 411 (62%) 177 (63%) 564 (49%) 207 (48%) 713 (61%) 
Diversity 
Awareness 

20 (55%) 385 (58%) 174 (61%) 612 (54%) 200 (47%) 717 (61%) 

None 3 (7%) 45 (7%) 40 (14%) 111 (10%) 93 (22%) N/A 
Note: Only includes providers who employ staff in the specific job role and responded to this question in the 
Census. *Wound Care: Wound Assessment/Care, Pressure Injury Risk Assessment & Skin Integrity 

 

• CHSP 

Providers with direct care workers with formally obtained specialist skills  
  Nurse 

Practitione
r 

Registere
d Nurse 

Enrolled 
Nurse 

Personal 
Care 
Worker 

Allied 
Health 
Profession
al 

Providers 
with at least 
one skilled 
worker 

IPC 47 (74%) 397 (75%) 175 (62%) 744 (70%) 299 (50%) 902 (70%) 
Dementia 
Care  

27 (42%) 295 (56%) 143 (51%) 632 (60%) 176 (30%) 790 (61%) 

Medications 17 (28%) 372 (70%) 184 (65%) 617 (58%) 68 (11%) 801 (62%) 
Elder Abuse  47 (74%) 350 (66%) 168 (59%) 594 (56%) 263 (44%) 773 (60%) 
Wound Care* 20 (32%) 362 (68%) 154 (54%) 172 (16%) 165 (28%) 538 (42%) 
Palliative 
Care  

9 (15%) 295 (56%) 109 (39%) 286 (27%) 79 (13%) 521 (40%) 

Falls Risk  18 (29%) 304 (57%) 137 (48%) 434 (41%) 266 (45%) 697 (54%) 
Diversity 
Awareness 

38 (60%) 267 (50%) 127 (45%) 593 (56%) 240 (40%) 739 (57%) 

None 15 (23%) 41 (8%) 46 (16%) 124 (12%) 82 (14%) N/A 
Note: The proportions were taken from the number of providers that employed staff in that job role and 
responded to this question in the Census. The number of providers that responded none were only those who 
employed staff in that job role. *Wound Care: Wound Assessment/Care, Pressure Injury Risk Assessment & Skin 
Integrity 
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Proportion of personal care workers holding Certificate III qualification or higher 
 Certificate III or 

higher 
Currently 
studying 

No response  Unknown by 
provider 

RAC 66% 2% 26% 7% 
HCPP 63% 4% 33% 
CHSP 71% 2% 27% 
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Response to Question 3 — Demographics of workers: 

Age Range Profile 
 

• RAC 

Age of direct care workforce in 2016 and 2020 

 
Note: 2016 age brackets were regrouped to 2020 age brackets by distributing workers across ages in line with 
2016 national census RAC direct care worker ages. 2016 age totals excluded agency/subcontractor roles, while 
2020 responses did not differentiate these roles. 

Age of RNs, ENs and PCWs by role type 
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• HCPP 

Age of RNs, ENs and PCWs  

. 

• CHSP 
 
Age of RNs, ENs and PCWs  

 
 
Gender profile: 
 
The RAC workforce is largely female with 86 per cent of the direct care workforce identifying 
as female.  

Proportion of male workers by job role and service care type 
 Registered Nurses Personal Care Worker 
RAC 14% 14% 
HCPP 7% 11% 
CHSP 7% 11% 
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Cultural profile: 

CALD direct care workforce across service types 
 RAC HCPP CHSP 
Nurses 12,009 35% 664 17% 489 8% 
Personal care 
workers 

35,592 36% 12,061 22% 8,342 18% 

Allied health  1,874 20% 467 13% 400 8% 
Notes: Proportions only taken for facilities and providers which responded to this question.  

Aboriginal and Torres Strait Islander direct care workforce across service types 
 RAC HCPP CHSP 
Nurses 637 1.5% 45 1.1% 125 1.8% 
Personal care 
workers 

2,568 2.1% 1,184 2.1% 858 1.8% 

Allied health  93 0.9% 0 0% 42 0.9% 
Notes: Proportions only taken for facilities and providers which responded to this question.  
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Our Ref: ALG/5506404 (650) 

Your Ref: 
Direct Tel: 02 8267 0948 
Direct Fax: 02 9261 3318 
Direct Email: iradonic@mauriceblackburn.com.au 

15 September 2021 

Associate to Hon Justice Ross 
Fair Work Commission  
11 Exhibition Street 
MELBOURNE VIC 3000 

By Email: mirella.fraceschini@fwc.gov.au; AMOD@fwc.gov.au 

Dear Associate,  

Application to vary the Aged Care Award 2010 (AM2020/99) 

1. We refer to the above matter.

2. Please find attached our correspondence dated 14 September 2021 to the Australian
Government Solicitor (Correspondence) in relation to documents produced to the
Commission in this matter.

3. We consider it to be appropriate to provide the Correspondence to the Commission
for the information of the Commission, and the parties to these proceedings. We have
no objection to the Correspondence being placed on the Commission’s website,
should that be the preferred approach of the Commission.

4. If you have any queries then please do not hesitate to contact the undersigned.

Yours faithfully 

Alex Grayson Penny Parker 
Principal Lawyer Lawyer 
MAURICE BLACKBURN LAWYERS MAURICE BLACKBURN LAWYERS 
EMPLOYMENT & INDUSTRIAL LAW EMPLOYMENT & INDUSTRIAL LAW 
(Enquiries:  Ilijana Radonic - 02 8267 0948) 
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Our Ref: ALG/5506404 (650) 
Your Ref: 
Direct Tel: 02 8267 0948 
Direct Fax: 02 9261 3318 
Direct Email: IRadonic@mauriceblackburn.com.au 

14 September 2021 

Stephen Reeves  
Senior Lawyer  
Australian Government Solicitor 
Level 34, 600 Bourke Street   
MELBOURNE VIC 3000 
By Email: stephen.reeves@ags.gov.au 

Dear Mr Reeves, 

Aged Care Award 2010 (AM2020/99) 

1. We refer to the above proceedings and to:

(a) Schedule 1 of the Health Services Union’s (HSU) proposed directions filed on
22 June 2021 (HSU’s Request for Information).

(b) The Australian Government Solicitor’s (AGS) correspondence to the Fair Work
Commission (FWC) dated 16 July 2021 (16 July Response);

(c) The AGS’ correspondence to the FWC dated 23 July 2021 (23 July Response)
and the attached spreadsheet (Spreadsheet);

(d) The AGS’ correspondence to the FWC dated 31 August 2021 (31 August
Correspondence); and

(e) Orders 4 and 5 of the orders made by the FWC on 2 August 2021 (Orders).

2. In order for the data contained in the Spreadsheet and the information provided in the
16 July Response, the 23 July Response and the 31 August Response (together, the
Information Responses), to be of assistance to the Fair Work Commission and to
the parties to these proceedings, some clarification on the data and information
provided, is required. This will ensure that the data provided is correctly interpreted
by the parties.

3. We have set out the HSU’s requests for clarification on aspects of the information
provided in the Information Responses in the paragraphs below (Requests for
Clarification).

Item 4 

4. Item 4 in the 16 July Response does not provide a clear indication of the timeframe
for the completion of the Government’s improvements to the ANSIC and ANZSCO
indicators. The HSU requests that the following further information be provided in
response to item 4 of the HSU’s Request for Information:
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(a) when the Commonwealth Government expects the work in relation to the 
ANZSIC and ANZCO indicators will be completed; and 

(b) whether that work is anticipated to be completed before July 2022.  

Item 5  

5. Item 5 of the 23 July Response indicates that the Commonwealth Government has 
provided funding to the Aged Care Workforce Industry Council (ACWIC) which is 
working with BPA to produce the Aged Care Census Database. The HSU request that 
the following further information be provided and/or clarified in relation to this 
response:  

(a) when the Commonwealth Government expects the Aged Care Census 
Database will be completed;  

(b) when the Workforce Narrative will be completed; and 

(c) whether the above will be completed before July 2022.  

Item 6  

6. Item 6 of the 23 July Response refers to tables 2 and 4 in the Spreadsheet. The HSU 
requests that the following information be provided to assist in interpreting tables 2 
and 4a and 4b:  

(a) why has data not been produced for home care and mixed care providers in 
response to Item 6 (as it would appear that the data provided in tables 2, 3, 4a 
and 4b only relates to residential care)? 

(b) how have the figures in the row labelled ‘Commonwealth funding’ been 
calculated (Yearly Commonwealth Funding Figures) in Table 2?   

(c) what is the definition of ‘Commonwealth funding’ that has been used in 
calculating the Yearly Commonwealth Funding Figures in Table 2?  

(d) how have the figures in the row labelled ‘revenue’ been calculated (Yearly 
Revenue Figures) in Table 2?   

(e) what income sources do the Yearly Revenue Figures include in Table 2?  

(a) what is included in the definition of ‘management fees’ in tables 4a and 4b? 

(a) how many operational residential care places do each of the providers in each 
quartile have in Table 4b? This information is required to ascertain the size of 
each provider in each quartile. We have prepared a draft table to be populated 
(attached), in order to assist you with collecting and presenting this data set.  

1703



Conclusion 
 

7. We request that the requests for clarification set out above, be provided as soon as 
possible, and by no later than 5pm Tuesday, 21 September 2021.   

8. Should you wish to discuss the above, please do not hesitate to contact our office.  
 
 
Yours faithfully 
 

 
 
Alex Grayson     Penny Parker 
Principal Lawyer    Lawyer 
MAURICE BLACKBURN LAWYERS  MAURICE BLACKBURN LAWYERS 
EMPLOYMENT & INDUSTRIAL LAW  EMPLOYMENT & INDUSTRIAL LAW 
(Enquiries:  Ilijana Radonic - 02 8267 0948) 
 
Coronavirus Update 
We are doing everything possible to ensure claims continue to progress and legal rights are 
not affected by the coronavirus pandemic.  If any impact is identified we will advise clients as 
soon as possible. 
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Provider count Top

Total no. 
operational 

places Next top

No. 
operational 

places
Next 

bottom

No. 
operational 

places Bottom

No. 
operational 

places
Grand 
Total

Grand total 
operational 

places
2016-17
For profit 54 69 75 99 297
Not for Profit 125 136 136 104 501
Government 44 18 12 21 95
Total 223 223 223 224 893
2017-18
For profit 46 58 77 108 289
Not for Profit 126 143 130 94 493
Government 47 18 12 18 95
Total 219 219 219 220 877
2018-19
For profit 39 57 76 104 276
Not for Profit 128 136 128 96 488
Government 47 21 10 15 93
Total 214 214 214 215 857
2019-20
For profit 42 46 75 114 277
Not for Profit 118 143 126 86 473
Government 51 21 10 11 93
Total 211 210 211 211 843
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 Our ref. 2100240 

24 September 2021 

 
Associate to the Hon. Justice Ross AO  
Fair Work Commission  
Level 4, 11 Exhibition Street  
Melbourne VIC 3000 

Dear Associate 

AM2020/99; AM2021/65 and AM2021/63 

1. We refer to the above proceedings, and to the letter from the Health Services Union 
(HSU) to the Commonwealth dated 14 September 2021, and subsequently provided 
to the Fair Work Commission (FWC) on 15 September 2021. 

2. The HSU’s letter sought clarification and additional information regarding the 
information and data the Commonwealth provided to the FWC on 16 July 2021 
(16 July Response) and 23 July 2021 (23 July Response). Below, we have copied 
the HSU’s requests (marked with underlining), and then set out the 
Commonwealth’s response. 

Item 4 

Item 4 in the 16 July Response does not provide a clear indication of the timeframe 
for the completion of the Government’s improvements to the ANSIC and ANZSCO 
indicators. The HSU requests that the following further information be provided in 
response to item 4 of the HSU’s Request for Information:  

(a) when the Commonwealth Government expects the work in relation to the 
ANZSIC and ANZSCO indicators will be completed; and 

(b) whether that work is anticipated to be completed before July 2022. 

3. In relation to the Australian and New Zealand Standard Classification of 
Occupations (ANZSCO), the 2021 targeted update to ANZSCO will be released on 
23 November 2021. This targeted update will not provide updated occupations 
relevant to personal care worker and home care workers.  As the Australian Bureau 
of Statistics (ABS) is working with key stakeholders to develop a more dynamic 
approach to updating ANZSCO to better meet users’ ongoing needs, the timing for 
future updates is not yet confirmed.  Priorities for the next update of ANZSCO are 
also yet to be agreed and consideration will be given to inclusion of care 
occupations in a future update. However, it is not anticipated that this work will be 
completed before July 2022.  

4. In relation to the update of the Australian and New Zealand Standard Industrial 
Classification (ANZSIC), the outcome of the review of the International Standard 
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Industrial Classification will be assessed in consultation with key stakeholders to 
determine its applicability to the Australian context.  This work is not expected to be 
completed before July 2022. 

Item 5 

Item 5 of the 23 July Response indicates that the Commonwealth Government has 
provided funding to the Aged Care Workforce Industry Council (ACWIC) which is 
working with BPA to produce the Aged Care Census Database. The HSU request 
that the following further information be provided and/or clarified in relation to this 
response:  

(a) when the Commonwealth Government expects the Aged Care Census 
Database will be completed; 

5. The database was launched in October 2020 by the ACWIC and is publicly 
available: Aged Care Census Database.1 It provides aged care organisations with 
an evidence-based snapshot of the key issues the workforce indicates are 
important — to themselves, their consumers, and to the organisations where they 
work.  

6. Regarding when the database will be completed, the database will be an ongoing 
initiative until at least 30 June 2023. The ACWIC envisages the growing data on this 
platform will inform the sector of workforce issues and it will continue to work with 
stakeholders to seek to build the database. 

(b) when the Workforce Narrative will be completed; and 

7. The ACWIC is preparing the Workforce Narrative for publication, with a view to 
officially launching this along with 12 key insights by the end of 2021. 

(c) whether the above will be completed before July 2022. 

8. The workforce narrative is a living narrative and the ACWIC anticipates it will be 
continuously updated as the data source grows. As stated above, the database will 
continue to be refined beyond July 2022. 

Item 6 

Item 6 of the 23 July Response refers to tables 2 and 4 in the Spreadsheet. The 
HSU requests that the following information be provided to assist in interpreting 
tables 2 and 4a and 4b:  

(a) why has data not been produced for home care and mixed care providers in 
response to Item 6 (as it would appear that the data provided in tables 2, 3, 4a 
and 4b only relates to residential care)? 

9. The data for home care and mixed care providers requested as part of item 6 is not 
collected as part of the Aged Care Financial Reports (ACFRs) that those providers 
are required to submit. This is because home care and mixed care providers are not 
required to provide the same level of information as residential providers, including 

1 https://bpanz.com/bpa-aged-care-census-database  
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the information requested by the HSU, which reflects differences in how these 
services are run.  

(b) how have the figures in the row labelled ‘Commonwealth funding’ been 
calculated (Yearly Commonwealth Funding Figures) in Table 2? 

10. The figures in the ‘Commonwealth funding’ row are the sum of the following 
components: Basic care subsidy (Aged Care Funding Instrument), Respite subsidy 
and supplements, COVID-19 funding, Other supplements, Accommodation 
supplement and Capital Grants. 

11. See the first 7 rows of Table 6.10 of the Ninth Report on the Funding and Financing 
of the Aged Care Industry (ACFA Report).2 

(c) what is the definition of ‘Commonwealth funding’ that has been used in 
calculating the Yearly Commonwealth Funding Figures in Table 2? 

12. Commonwealth funding represents the Commonwealth subsidies and supplements, 
which are the aggregate amount of the subsidies and supplements approved 
providers have claimed or received from Services Australia. See our response to (b) 
above. 

(d) how have the figures in the row labelled ‘revenue’ been calculated (Yearly 
Revenue Figures) in Table 2? 

13. The figures in the ‘Revenue’ row have been calculated based on the total revenue 
reported to the Department as part of an approved provider’s ACFR. 

(e) what income sources do the Yearly Revenue Figures include in Table 2? 

14. The Yearly Revenue Figures comprise the revenue generated through 
Commonwealth funding, resident contributions and other income. 

15. See Table 6.10 of the ACFA Report. 

(f) what is included in the definition of ‘management fees’ in tables 4a and 4b? 

16. The definition of ‘management fees’ includes the amount of expenses paid to govern 
and manage operations of the approved provider. Management includes the 
provider’s internal management team and head office appointees responsible for the 
overall operations of the provider. This would also include fees paid to an external 
organisation if the provider pays an external organisation to manage its operations. 

(g) how many operational residential care places do each of the providers in each 
quartile have in Table 4b? This information is required to ascertain the size of 
each provider in each quartile. We have prepared a draft table to be populated 
(attached), in order to assist you with collecting and presenting this data set. 

17. A completed version of the table is attached. 

 

2  Available here: https://www.health.gov.au/sites/default/files/documents/2021/08/ninth-
report-on-the-funding-and-financing-of-the-aged-care-industry-july-2021.pdf  
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Yours sincerely 

Stephen Reeves 
Senior Lawyer 
T 03 9242 1206  
stephen.reeves@ags.gov.au 
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Provider count
Top 

quartile
Operational 

places
Next top 
quartile 

Operational 
places

Next bottom 
quartile

Operational 
places

Bottom 
quartile

Operational 
places

Grand 
Total

Grand total 
operational 

places
2016‐17
For profit 54 20,084                69             14,385               75  30,531               99             13,672               297           78,672             
Not for Profit 125 17,776                136           26,326               136  44,853               104           23,172               501           112,127          
Government 44 4,579  18             1,108                 12  1,019                 21             1,880                 95             8,586               
Total 223 42,439                223           41,819               223  76,403               224           38,724               893           199,385          
2017‐18
For profit 46 16,584                58             20,114               77  35,582               108           16,236               289           88,516             
Not for Profit 126 22,332                143           24,657               130  41,972               94             31,036               493           119,997          
Government 47 4,616  18             1,437                 12  1,431                 18             1,412                 95             8,896               
Total 219 43,532                219           46,208               219  78,985               220           48,684               877           217,409          
2018‐19
For profit 39 6,339  57             33,278               76  24,216               104           24,969               276           88,802             
Not for Profit 128 17,987                136           22,402               128  46,782               96             31,314               488           118,485          
Government 47 4,899  21             1,693                 10  738  15             1,197                 93             8,527               
Total 214 29,225                214           57,373               214  71,736               215           57,480               857           215,814          
2019‐20
For profit 42 5,657  46             20,791               75  32,748               114           29,987               277           89,183             
Not for Profit 118 14,862                143           25,313               126  46,375               86             32,710               473           119,260          
Government 51 5,255  21             1,473                 10  677  11             1,025                 93             8,430               
Total 211 25,774                210           47,577               211  79,800               211           63,722               843           216,873          

Operational Residential Places by Quartile
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IN THE FAIR WORK COMMISSION 

Matter No.:   AM2020/99, AM2021/63 & AM2021/65 

Re Applications by: Australian Nursing and Midwifery Federation and others 

 

INDEX OF EVIDENCE AND SUBMISSIONS OF THE 

AUSTRALIAN NURSING AND MIDWIFERY FEDERATION 

 

A  Submissions of the Australian Nursing and Midwifery Federation  

B  Witness Statements  

1  Statement of John Alberry dated 29 October 2021  

2  Statement of Lisa Bayram dated 29 October 2021  

 LMB 1 Qualifications  

 LMB 2 Contract  

 LMB 3 Curriculum vitae  

3  Statement of Maree Bernoth dated 29 October 2021  

 MAB 1 Curriculum vitae  

4  Statement of Robert Bonner dated 29 October 2021  

 RB 1 National Aged Care Staffing and Skills Mix Project Report 2016  

 RB 2 Interventions Master List for the Aged Care staffing levels and skills mix 

research report  

 RB 3 Affidavit of Robert Bonner dated 26 June 1998  

 RB 4 National Aged Care Survey 2019  

 RB 5 National Aged Care Survey (2016 Report)  

5  Statement of Pauline Breen dated 29 October 2021  

6  Statement of Julianne Bryce dated 29 October 2021  

7  Statement of Hazel Bucher dated 29 October 2021  

 HB 1 Curriculum vitae  

 HB 2 Position description  

8  Statement of Annie Butler dated 29 October 2021  

 AB 1 Curriculum vitae  

 AB 2 AIHW Customised Data  

 AB 3 2020 Census report - Figure A.4.1  

 AB 4 2020 Census report - Figure A.4.3  

 AB 5 2020 Census report - Figure A.4.5  

 AB 6 Data extracted from Table 14A.12 of the Reports on Government Services 

from 2010-11 to 2019-20  

 AB 7 Age of people using residential aged care (2010 - 2020)  

 AB 8 Aged care inquiries and reviews  

9  Statement of Kathryn Chrisfield dated 29 October 2021 

10  Statement of Sherree Clarke dated 29 October 2021  

 SGC 1 Employment contract  

 SGC 2 2014 Position Description  

 SGC 3 2020 Position Description  

11  Statement of Kevin Crank dated 29 October 2021  

 KC 1 Table of Typical Claims  

 KC 2 Award Reliant Employers  

 KC 3 Demographic Information from Agreement Approval Applications  
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https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099andors-ws-ja-anmf-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099andors-ws-lb-anmf-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099andors-ws-mb-anmf-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099andors-ws-rb-anmf-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099andors-ws-pb-anmf-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099andors-ws-jb-anmf-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099andors-ws-hb-anmf-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099andors-ws-ab-anmf-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099andors-ws-kc-anmf-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099andors-ws-sc-anmf-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099andors-ws-kcrank-anmf-291021.pdf


12  Statement of Paul Gilbert dated 29 October 2021  

13  Statement of Linda Hardman dated 29 October 2021  

14  Statement of Suzanne Hewson dated 29 October 2021  

15  Statement of Jocelyn Hofman dated 29 October 2021  

 JH 1 Enterprise agreement  

16  Statement of Emmali Johnson dated 29 October 2021  

17  Report of Honorary Associate Professor Anne Junor dated 28 October 2021 

18  Statement of Wendy Knights dated 29 October 2021  

 WK 1 Qualifications  

 WK 2 Short course outcomes  

19  Statement of Virginia Mashford dated 29 October 2021  

20  Statement of Irene McInerney dated 29 October 2021  

21  Statement of Patricia McLean dated 29 October 2021  

 PM 1 Certificate of service  

 PM 2 Position description  

 PM 3 Blue Care Tailor Made Service Model  

22  Statement of Rose Nasemena dated 29 October 2021  

 RN 1 Pay slip  
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 WFP 1 Wage Fixing Principles Case 1978  
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 AH 6  Victorian Registered Nurses Case Number 2 
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 AH 8  Victorian Registered Nurses Professional Rates Case  
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 AH 19  South Australian Progression Determination Appeal  

 AH 20  Aaron Private Nursing Home Decision  
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 AH 22  Queensland AINs Case  

 AH 23  NSW Nursing Homes Award decision  

 AH 24  Federal AIN Decision  

 AH 25  The Award Modernisation Process  

 AH 26(A)  ANF Submission Dated October 2008  

 AH 26(B)  Exemplar Nursing Occupational Award  

 AH 26(C)  Award rates of pay-key classification entry level  

 AH 27  Procedure for carrying out the award modernisation process  

 AH 28  Nurses Occupational Industry Award 2010 Exposure Draft as at January 

2009  

 AH 29  ANF Submission regarding Exposure Draft  

 AH 30  Award Modernisation Decision — Full Bench (April 2009)  

 AH 31  Transitional Provisions  

 AH 32  ANF Application to preserve higher rates  

 AH 33  Nurses Award 2020  

29  Statement of Kristen Wischer dated 29 October 2021  

 KW 1  Paycheck (June-August 2021)  

 KW 2(A)  Comparison Tables  

 KW 2(B)  Comparison Tables  

 KW 2(C)  Comparison Tables  

 KW 3  Manufacturing Award Comparison Table  

C  Tender Bundle 

 ANMF 1  ANMF Rules 

 ANMF 2  Health Practitioner Regulation National Law 

 ANMF 3  Aged Care Award 2010 

 ANMF 4  Nurses Award 2020 

 ANMF 5  2019-20 Report on the Operation of the Aged Care Act 1997  

 ANMF 6  Report on Government Services 2021 — Section 14 Aged Care Services  

 ANMF 7  Australian Government Response to the Final Report of the Royal 

Commission into Aged Care Quality and Safety  

 ANMF 8  Home Care Packages Program Data Report 3rd Quarter 2020-21, 

Department of Health  

 ANMF 9  2003 NILS Report  

 ANMF 10  2007 NILS Report  

 ANMF 11  2012 NILS Report  

 ANMF 12  2016 NILS Report  

 ANMF 13  2020 Census Report  

 ANMF 14  ABS Website — 6223.0 February 2021 Statistics — Job Mobility  
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Data Website — Dashboard — Showing Care Domains, Care Ratings and 
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 ANMF 21  Australian Institute of Health and Welfare GEN Aged Care Data Website — 

GEN Topic People's Care Needs in Aged Care 

 ANMF 22  International Council of Nurses Website — Definition of Nursing 

 ANMF 23  NMBA Registered Nurse Standards for Practice 

 ANMF 24  NMBA Enrolled Nurse Standards for Practice 

 ANMF 25  Extract from the Home Care Packages Program Data Report 3rd Quarter 

2020-21 — Wait Times 

 ANMF 26  Caring for Older Australians Productivity Commission Final Inquiry 2011 

Full Report 

 ANMF 27  A Matter of Care — Australia’s Aged Care Workforce Strategy Report 

 ANMF 28  Reimagining the Aged Care Workforce Report  

 ANMF 29  Aged Care Royal Commission Final Report Volume 1 

 ANMF 30  Aged Care Royal Commission Final Report Volume 2  

 ANMF 31  Aged Care Royal Commission Final Report Volume 3A  

 ANMF 32  Aged Care Royal Commission Final Report Volume 3B  

 ANMF 33  Aged Care Royal Commission Final Report Volume 4A  

 ANMF 34  Aged Care Royal Commission Final Report Volume 4B  

 ANMF 35  Aged Care Royal Commission Final Report Volume 4C  

 ANMF 36  Aged Care Royal Commission Final Report Volume 5  

 ANMF 37  Aged Care Royal Commission Interim Report Volume 1  

 ANMF 38  Aged Care Royal Commission Interim Report Volume 2  

 ANMF 39  Aged Care Royal Commission Interim Report Volume 3  

 ANMF 40  COAG Health Council A National Code of Conduct for Health Care Workers 

Final Report 

 ANMF 41  Health Complaints Act 2016 (Vic) 

 ANMF 42  Public Health Act 2010 (NSW) 

 ANMF 43  Public Health Regulation 2012 (NSW) 

 ANMF 44  Health Care Complaints Act 1993 (NSW) 

 ANMF 45  Health and Community Services Complaints Regulations 2019 (SA) 

 ANMF 46  Health and Community Services Complaints Act 2004 (SA) 

 ANMF 47  Health Ombudsman Regulation 2014 (Qld) 

 ANMF 48  Health Ombudsman Act 2013 (Qld) 

 ANMF 49  Quality of Care Principles 2014 (as at 1 May 2018) 

 ANMF 50  Accreditation Standards 

 ANMF 51  Home Care Common Standards 

 ANMF 52  National Aboriginal and Torres Strait Islander Flexible Aged Care Program 

Quality Standards 

 ANMF 53  Amended Quality of Care Principles 2014 (as at 1 September 2021) 

 ANMF 54  Aged Care Quality Standards 

 ANMF 55  Guidance and Resources for Providers to Support the Aged Care Quality 

Standards 

 ANMF 56  Aged Care Quality and Safety Commission Summary of the QI Program 

 ANMF 57  Aged Care Quality and Safety Commission Serious Incident Response 

Scheme 
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 ANMF 59  Nurses Award 2010  

 ANMF 60  Aged Care Services List, Department of Health  

 ANMF 61  Public Health System Nurses’ and Midwives' (State) Award 2021 (NSW) 

 ANMF 62  Nurses and Midwives (Victorian Public Sector) (Single Interest Employers) 

Enterprise Agreement 2016-2020 (Vic) 

 ANMF 63  Nurses and Midwives (Queensland Health and Department of Education) 

Certified Agreement (EB10) 2018 (Qld) 

 ANMF 64  Nursing/Midwifery (South Australian Public Sector) Enterprise Agreement 

2020 (SA) 

 ANMF 65  WA Health System – Australian Nursing Federation – Registered Nurses, 

Midwives, Enrolled (Mental Health) and Enrolled (Mothercraft) Nurses – 

Industrial Agreement 2020 (WA) 

 ANMF 66  WA Health System – United Workers Union (WA) – Enrolled Nurses, 

Assistants in Nursing, Aboriginal and Ethnic Health Workers Industrial 

Agreement 2020 (WA) 

 ANMF 67  Nurses and Midwives (Tasmanian State Service) Agreement 2019 (Tas) 

 ANMF 68  ACT Public Sector Nursing and Midwifery Enterprise Agreement 2017-2019 

(ACT) 

 ANMF 69  Northern Territory Public Sector Nurses and Midwives’ 2018-2022 

Enterprise Agreement (NT) 

 ANMF 70  Manufacturing and Associated Industries and Occupations Award 2020 

 ANMF 71  Annual Wage Review 2013–14 

 ANMF 72  Equal Remuneration Order 2012 

 ANMF 73  SCHADSI Award 2010 

 ANMF 74  2005 Productivity Commission Report 

 ANMF 75  NMBA Nurse Practitioner Standards for Practice 

 ANMF 76  NMBA Code of Conduct for Nurses 
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 ANMF 78  NMBA Decision-Making Framework for Nursing and Midwifery 
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Regulated Health Service 

 ANMF 81(C)  AHPRA Professional Practice Guidelines — Mandatory Notifications About 
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 ANMF 82  NMBA Safety and Quality Guidelines for Nurse Practitioners 
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https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099andors-sub-anmf073-anmf-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099andors-sub-anmf074-anmf-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099andors-sub-anmf075-anmf-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099andors-sub-anmf076-anmf-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099andors-sub-anmf077-anmf-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099andors-sub-anmf078-anmf-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099andors-sub-anmf079-anmf-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099andors-sub-anmf079-anmf-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099andors-sub-anmf080a-anmf-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099andors-sub-anmf080a-anmf-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099andors-sub-anmf080b-anmf-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099andors-sub-anmf080b-anmf-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099andors-sub-anmf081a-anmf-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099andors-sub-anmf081a-anmf-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099andors-sub-anmf081b-anmf-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099andors-sub-anmf081b-anmf-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099andors-sub-anmf081c-anmf-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099andors-sub-anmf081c-anmf-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099andors-sub-anmf081d-anmf-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099andors-sub-anmf081d-anmf-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099andors-sub-anmf081e-anmf-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099andors-sub-anmf081e-anmf-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099andors-sub-anmf082-anmf-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099andors-sub-anmf083-anmf-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099andors-sub-anmf084-anmf-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099andors-sub-anmf085-anmf-291021.pdf


 ANMF 86  NMBA Registration Standard — Recency of Practice  

 ANMF 87  NMBA Registration Standard — Professional Indemnity Insurance 

Arrangements 

 ANMF 88  NMBA Registration Standard — Endorsement as A Nurse Practitioner 

 ANMF 89  NMBA Registration Standard — Endorsement for Scheduled Medicines for 

Registered Nurses (Rural and Isolated Practice) 

 ANMF 90  Federal Budget Speech 2002-03 

 ANMF 91  ACFA Ninth Report on the Funding and Financing of the Aged Care Industry  

 ANMF 92  Royal Commission Document — Expenditure Constraints and Major Budget 

Measures  

 ANMF 93  Senate Committee Inquiry into residential and community aged care in 

Australia (2009), Report Chapter 5  

 ANMF 94  AIHW Report — Older Australia at a glance (2018)  

 ANMF 95  CEDA Report — Duty of care (2021)  

 ANMF 96  Eagar et al — How Australian residential aged care staffing levels compare 

(2019)  

 ANMF 97  Royal Commission Document — A History of Aged Care Reviews  

 ANMF 98  ANMF submission to the Aged Care Royal Commission (Workforce)  

 ANMF 99  Australian Institute of Health and Welfare GEN Aged Care Data — 

Factsheet (2015-16)  

 ANMF 100  AIHW Report — Dementia among aged care residents (first information from 

the Aged Care Funding Instrument)  

 ANMF 101  ANMF submission to the Aged Care Royal Commission (Dementia)  

 ANMF 102  Royal Commission Document — Restrictive Practices  

 ANMF 103  AHSRI Report — Alternative Aged Care Assessment, Classification System 

and Funding Models (2017)  

 ANMF 104  Queensland Hospital Admitted Patient Data Collection 2021-2022  

 ANMF 105  AIHW Data — Aged Care Homes (September 2021)  

 ANMF 106  Nurse Practitioner Authorisation to Prescribe Scheduled Substances 

Guideline  

 ANMF 107  Sturmberg — False Accountability  

 ANMF 108  AIHW Report — Dementia in Australia (2021)  

 ANMF 109  Gibson — Who uses residential aged care now (2020)  

 ANMF 110  Reierson — Trends in Medication Use 2016-2021  
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https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099andors-sub-anmf086-anmf-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099andors-sub-anmf087-anmf-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099andors-sub-anmf087-anmf-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099andors-sub-anmf088-anmf-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099andors-sub-anmf089-anmf-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099andors-sub-anmf089-anmf-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099andors-sub-anmf090-anmf-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099andors-sub-anmf091-anmf-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099andors-sub-anmf092-anmf-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099andors-sub-anmf092-anmf-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099andors-sub-anmf093-anmf-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099andors-sub-anmf093-anmf-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099andors-sub-anmf094-anmf-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099andors-sub-anmf095-anmf-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099andors-sub-anmf096-anmf-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099andors-sub-anmf096-anmf-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099andors-sub-anmf097-anmf-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099andors-sub-anmf098-anmf-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099andors-sub-anmf099-anmf-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099andors-sub-anmf099-anmf-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099andors-sub-anmf100-anmf-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099andors-sub-anmf100-anmf-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099andors-sub-anmf101-anmf-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099andors-sub-anmf102-anmf-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099andors-sub-anmf103-anmf-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099andors-sub-anmf103-anmf-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099andors-sub-anmf104-anmf-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099andors-sub-anmf105-anmf-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099andors-sub-anmf106-anmf-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099andors-sub-anmf106-anmf-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099andors-sub-anmf107-anmf-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099andors-sub-anmf108-anmf-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099andors-sub-anmf109-anmf-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202099andors-sub-anmf110-anmf-291021.pdf


From: Alison Humphry <Alison.Humphry@unitedworkers.org.au>  

Sent: Friday, 29 October 2021 1:01 PM 

To: Chambers - Ross J <Chambers.Ross.j@fwc.gov.au>; AMOD <AMOD@fwc.gov.au> 

Cc: Ben Redford <Ben.Redford@unitedworkers.org.au> 

Subject: AM2021/65 - Application to vary Social, Community, Home Care and Disability Services 

Award 2010 

 

Dear Associate, 

 

The UWU hereby encloses an outline of submission and associated witness statements in 

accordance with the directions of the Fair Work Commission in claim no AM2021/65, the application 

to vary the Social, Community, Home Care and Disability Services Award 2010.  

 

Please find attached: 

 

1. UWU’s outline of submissions 
2. Witness statements of: 

a. Catherine Goh 
b. Karen Roe 
c. Kristen Conroy 
d. Lillian Grogan 
e. Maria Moffat 
f. Melissa Coad 
g. Ngari Inglis 
h. Paula Wheatley 
i. Rosemarie Dennis 
j. Susan Morton 
k. Susan Toner 
l. Teresa Hetherington.  

 

Please do not hesitate to contact us if there are any questions or technical difficulties with the 

enclosed.  

 

Kind regards,  

 

Alison Humphry 

Industrial Officer 

United Workers Union 
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https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202165-sub-uwu-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202165-ws-cg-uwu-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202165-ws-kr-uwu-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202165-ws-kc-uwu-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202165-ws-lg-uwu-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202165-ws-mm-uwu-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202165-ws-mc-uwu-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202165-ws-ni-uwu-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202165-ws-pw-uwu-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202165-ws-rd-uwu-201021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202165-ws-sm-uwu-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202165-ws-st-uwu-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202165-ws-th-uwu-291021.pdf


From: Louise de Plater <louised@hsu.net.au>  

Sent: Friday, 29 October 2021 4:03 PM 

To: AMOD <AMOD@fwc.gov.au>; Chambers - Ross J <Chambers.Ross.j@fwc.gov.au> 

Cc: Leigh Svendsen <leighs@hsu.net.au>; Lauren Hutchins <Lauren.Hutchins@hsu.asn.au>; Jamila 

Gherjestani <Jamila.Gherjestani@hsu.asn.au>; Chris Friend <Chris.Friend@hsu.asn.au>; Kristen 

Wischer <kwischer@anmf.org.au>; ben.redford@unitedworkers.org.au; 

Alison.Humphry@unitedworkers.org.au 

Subject: AM2021/65 – Application to Vary the Social, Community, Home Care and Disability Services 

Industry Award 2010 - HSU material 

 

Dear AMOD, 

 

Please see below, by way of filing, links to an outline of submissions and witness statements for the 

HSU in support of the abovementioned application.  

 

Given the volume of material, we have provided links to the documents rather than attempting to 

attach the documents to multiple emails. If there are any difficulties accessing any of the 

documents, please don’t hesitate to contact me on 0429 928 192. 

 

Many thanks, 

Louise 

 

Outline of Submissions – pdf 

Outline of Submissions – word  

Supplementary Statement of Sara Charlesworth 

Supplementary Statement of Gabrielle Meagher 

Statement of David Eden 

Statement of James Eddington 

Supplementary Statement of Christopher Friend 

Statement of Jenna Wood 

Statement of Camilla Sedgman 

Statement of Lorri Seifert 

Statement of Peter Doherty 

Statement of Susan Digney 
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https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202165-sub-hsu-29102021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202165-ws-sc-hsu-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202165-ws-gm-hsu-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202165-ws-de-hsu-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202165-ws-je-hsu-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202165-ws-cf-hsu-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202165-ws-jw-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202165-ws-cs-hsu-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202165-ws-ls-hsu-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202165-ws-pd-hsu-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202165-ws-sd-hsu-291021.pdf


Supplementary Statement of Sally Fox 

Statement of Marea Phillips  

Statement of Michael Purdon  

Statement of Susi Wagner 

Statement of Catherine Evans  

Statement of Theresa Heenan 

Statement of Julie Kupke 

Statement of Bridget Payton 

Statement of Veronique Vincent 

Statement of Shelly White 

 

 

 

 

 

 

  

Louise de Plater 

National Industrial Officer 

e: louised@hsu.net.au  

m: 0429 928 192 

Suite 46, 255 Drummond Street 

Carlton VIC 3053 

www.hsu.net.au   
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https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202165-ws-sf-hsu-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202165-ws-mp-2-hsu-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202165-ws-mp-hsu-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202165-ws-sw-2-hsu-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202165-ws-ce-hsu-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202165-ws-th-hsu-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202165-ws-jk-hsu-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202165-ws-bp-hsu-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202165-ws-vv-hsu-291021.pdf
https://www.fwc.gov.au/documents/sites/work-value-aged-care/submissions/am202165-ws-sw-hsu-291021.pdf
mailto:louised@hsu.net.au
http://www.hsu.net.au/
https://www.facebook.com/HSUNational/
https://twitter.com/HSUNational


AGED CARE SECTOR STAKEHOLDER CONSENSUS STATEMENT 
 
 
 

17 December 2021 
 
 
 

This Statement has been prepared by stakeholders from the aged care sector. The Aged 

Care Workforce Industry Council is not party to this Statement. The Council engaged an 

independent facilitator to support the stakeholders to develop this Statement. 

 

 
Introduction 
 
Throughout the period September to December 2021 the Aged Care Workforce Industry Council 
(ACWIC) convened meetings of stakeholders from the aged care sector to consider the applications 
made by the Health Services Union (HSU) and the Australian Nursing and Midwifery Federation 
(ANMF) to the Fair Work Commission (FWC) to increase the wage rates of aged care sector workers 
by 25% (the applications).  

ACWIC convened these meetings in response to the recommendations of the Royal Commission into 
Aged Care, Quality and Safety. Recommendation 76 (2) (e) recommended that:  

(2) By 30 June 2022, the Aged Care Workforce Industry Council Limited should:  
… 
 (e) lead the Australian Government and the aged care sector to a consensus 

to support applications to the Fair Work Commission to improve wages 
based on work value and/or equal remuneration, which may include 
redefining job classifications and job grades in the relevant awards. 
(Emphasis added)  

 
Participants at the meetings came from stakeholder organisations that represent the aged care 
workforce, aged care providers, and consumers – older Australians and their families. The Federal 
Government via the Department of Health was invited to attend and participate but declined.  

Arising from these meetings and pursuant to the Recommendation, this Statement has been 
prepared by stakeholders from the aged care sector. This Statement reflects the matters over which 
the parties have reached agreement but does not represent the entirety of the views of each of the 
stakeholders. 
 
The organisations supporting the Statement are listed in Attachment A.  
 
The parties to the work value case will participate in discussions to attempt to reach a Statement of 
Agreed Facts in relation to the applications in early 2022. 
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STATEMENT 

Value of the work  

The stakeholders agree that wages in the aged care sector need to be significantly increased because 
the work of aged care workers has been historically undervalued for a range of reasons1 and has not 
been properly assessed by the Fair Work Commission or any other industrial tribunal. 

Minimum wages in awards need to be set according to the value of the work done by workers in aged 
care, recognising increases in the complexity of the nature of the work and skills and responsibility 
involved in doing the work and changes to the conditions under which work is done. 

The stakeholders believe that in properly valuing the work of aged care workers and setting minimum 
wages in awards, the Fair Work Commission should take into account the following: 

1. Australians are living longer. The proportion of Australians over the age of 65 is set to 
increase from 15 per cent to 23 per cent by 20662. With advanced age often comes increased 
frailty which is associated with increased morbidity, declining function and a concurrent 
need for supports. As a result, aged care consumers are entering aged care with more frailty, 
co-morbidities and acute care needs. Thus, the acuity of recipients of aged care services has 
increased and this trend is expected to continue.  

2. The proportion of people with dementia and dementia-associated conditions receiving aged 
care services has increased. 

3. With an increase in the ageing population, the need for embedded and effective palliative 
care is now more prevalent than historically was the case. 

4. Aged care services are provided to consumers in residential aged care facilities (residential 
care), clients’ own homes (home care) and in clustered domestic and household models of 
care. Home care is increasing as a proportion of aged care services. 

5. Clustered domestic and household models of care are growing in prevalence. These models 
of care require greater numbers of staff with a broad range of capabilities.  

6. The academic discipline of gerontology has evolved considerably in the last 20 years and 
informs options for the provision of care.  

7. In each of the settings, consumers are increasingly requiring and receiving care to meet more 
complex needs including acute and sub-acute care. The need for socio-emotional skills in 
addition to clinical and care skills is more apparent.  

8. There is an increase in the number and complexity of medications prescribed and 
administered.3  

1 For example, see the Royal Commission into Aged Care Quality and Safety, Final Report, Summary and 
Recommendations, page 41. 
2 https://www.aihw.gov.au/reports/older-people/older-australia-at-a-glance/contents/demographics-of-older-
australians/australia-s-changing-age-and-gender-profile. 
3 ANMF 110 Trends in Medication Use 2016-2021 (fwc.gov.au) at 2 and 8, Reierson F. Trends in Medication Use 

2016-2021 September 2021 and https://onlinelibrary.wiley.com/doi/full/10.1111/imj.14871 M. C. Inacio, C. 
Lang, S. C. E. Bray, R. Visvanathan, C. Whitehead, E. C. Griffith, K. Evans, M. Corlis, S. Wesselingh. Health status 
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https://aus01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.fwc.gov.au%2Fdocuments%2Fsites%2Fwork-value-aged-care%2Fsubmissions%2Fam202099andors-sub-anmf110-anmf-291021.pdf&data=04%7C01%7Cangie.deegan%40acwic.com.au%7C07584ef956e248b76cdc08d9bb9f71fd%7C2b22ab63b064465e91b1e5cd1eef1d1a%7C0%7C0%7C637747116239760509%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C1000&sdata=%2BB2w3H13Vkww0DXoZStDsdM%2FIE9KrL0adinh%2FDfll54%3D&reserved=0
https://onlinelibrary.wiley.com/doi/full/10.1111/imj.14871
https://onlinelibrary.wiley.com/action/doSearch?ContribAuthorRaw=Inacio%2C+Maria+C
https://onlinelibrary.wiley.com/action/doSearch?ContribAuthorRaw=Lang%2C+Catherine
https://onlinelibrary.wiley.com/action/doSearch?ContribAuthorRaw=Lang%2C+Catherine
https://onlinelibrary.wiley.com/action/doSearch?ContribAuthorRaw=Bray%2C+Sarah+C+E
https://onlinelibrary.wiley.com/action/doSearch?ContribAuthorRaw=Visvanathan%2C+Renuka
https://onlinelibrary.wiley.com/action/doSearch?ContribAuthorRaw=Whitehead%2C+Craig
https://onlinelibrary.wiley.com/action/doSearch?ContribAuthorRaw=Griffith%2C+Elizabeth+C
https://onlinelibrary.wiley.com/action/doSearch?ContribAuthorRaw=Evans%2C+Keith
https://onlinelibrary.wiley.com/action/doSearch?ContribAuthorRaw=Corlis%2C+Megan
https://onlinelibrary.wiley.com/action/doSearch?ContribAuthorRaw=Wesselingh%2C+Steve


9. The expectations of aged care consumers and their families, and the community, about the 
provision of aged care services has risen over time.4 The philosophy of care is person-centred 
based on choice and control, and this requires a focus on the individual needs of each 
resident and client.  

10. Aged care caters for the diverse Australian community and needs to meet the cultural, social 
and linguistic needs of communities such as Aboriginal and Torres Strait Islander people, 
CALD, LGBTQI+ and other diverse communities. 

11. Older people of CALD backgrounds are an increasingly significant proportion of the 
population, making up approximately a third of people aged 65 and over. Cultural diversity 
among older people seeking care is changing and increasing. As of June 2019, at least 1 in 4 
home care consumers were CALD older people and 1 in 5 among residential care and home 
support consumers. 

12. Communication with consumers and their families requires skills in interpersonal 
communication and cross-cultural awareness. 

13. The work demand of aged care workers is changeable and work is done to rigorous time and 
performance standards. 

14. Changes in staffing levels, skills mix and, consequently, workloads, have a significant impact 
on the changing nature of the work and therefore work value.  

15. Since 2003, there has been a decrease in the number of nurses, both Registered Nurses (RNs) 
and Enrolled Nurses (ENs), as a proportion of the total workforce employed in aged care.5 
RNs are the clinical leaders in residential aged care and have experienced an increase in 
managerial duties (including co-ordinating and supervising and delegating) and/or 
administrative responsibilities. Expectations of RNs have increased markedly (along with a 
shift from residents with lower to higher social and clinical needs). Nurses are required to 
detect changes in resident health status, identify elder abuse and anticipate medical 
decision-making. Overall, there are more demands upon nurses due to workforce structures 
and meeting governance requirements. They develop care plans and oversee their 
implementation and review.  

16. Again since 2003, there has been an increase in the proportion of PCWs and AINs (care 
workers) in aged care with less direct supervision. PCWs are being required to perform 
duties that were traditionally undertaken by nurses (such as peg feeding and catheter 
support) after receiving relevant training and/or instruction. Care workers in both residential 
care and home care are performing increasingly complex work along with the increasing 
complexity of the needs of residents entering care. There are more expectations of care 

and healthcare trends of individuals accessing Australian aged care programmes over a decade: the Registry of 
Senior Australians historical cohort. 2 May 2020. 
4 https://agedcare.royalcommission.gov.au/sites/default/files/2020-09/research-paper-11-aged-care-reform-
projecting-future-impacts.pdf. 
5 The 2016 Aged Care Workforce census and survey report undertaken by the National Institute of Labour 

Studies (NILS) research team shows in 2003 RNs were 21.4% of the direct care workforce; this decreased to 

16.8% in 2007, and to 14.7% in 2012, and that it increased to 14.9% in 2016.  The latest census and survey, the 

2020 Aged Care Workforce Census Report, indicates RNs make up 15.6% of direct care workers.   
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workers to detect changes in resident or client condition, identify elder abuse and assist with 
medications and other treatments.  

17. Consumer-directed Home Care Packages have resulted in a less structured stream of duties 
for home care workers, who must now perform a broader range of duties. Home care 
workers must plan and adapt to different duties and levels of expectations from client to 
client. The proportion of home care packages at levels 3 and 4 have increased.  

18. Funding for Home Care Packages going directly to clients means that providers have less 
discretion about how to allocate funding among perceived areas of need. 

19. Home care workers work with minimal supervision, and the increase in acuity and 
dependency of recipients of aged care services means that these workers are exercising 
more independent decision-making, problem solving and judgment on a broader range of 
matters. 

20. Labour turnover and the use of lower hours, part-time, casual and agency staff in home and 
residential care results in longer-serving and permanent staff having more responsibility for 
continuity of care. These staff then need to mentor new starters and irregularly employed 
employees as well. Casual and agency staff face the added pressure of dealing with changing 
settings and consumers. 

21. Care work requires workers to engage with a range of people, many of whom are vulnerable 
people. The work consistently requires significant degrees of discretion and judgement to 
be exercised, and strong interpersonal and communication skills. The changes in, and 
changes sought to, the qualifications and training of direct care workers reflect changing 
care needs.  

For example: 

(a) The addition of a reference to the care of older people to the Registered Nurses 
Accreditation Standards 2019 

(b) The skills considered necessary to be added to current training for the Certificate III in 
Care Support, as follows:  

(i) Person-centred behaviour supports 

(ii) Providing loss and grief supports 

(iii) End of life and palliative care 

(iv) Dementia care 

(v) Management of anxiety and adjustment to change 

(vi) Supporting relationships with carers and families 

(vii) Falls-prevention strategy 

(viii) Assisting with monitoring and modification of meals 

(ix) Working with people with mental health issues 
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(x) Providing or assisting with oral hygiene and recognising and responding to oral 
health issues 

(xi) Effective care for members of diverse population groups including aboriginal 
and Torres Strait Islander people 

(xii) Use of information technology 

22. The changes in the characteristics of aged care consumers (increased acuity, frailty and 
incidence of dementia) mean the conditions under which work is done are more challenging 
for employees providing indirect care support services (such as food services, cleaning or 
general/administrative work). These workers are an important part of the aged care team.  
Their work necessitates higher levels of skill when compared to similar workers in other 
sectors, or to aged care in the past. 

23. There has been a change in the regulatory regime applying to aged care. Changes to the 
Aged Care Funding Instrument (ACFI) requirements and a new funding instrument is soon to 
be introduced. There have also been changes to regulations concerning the use of physical 
and chemical restraint and to incident reporting arrangements. These changes mean nurses 
and care workers are required to meet increased quality and safety standards and meet 
increased documentation requirements.  

Attraction and retention of workers  

Wages in aged care need to be competitive to attract and retain the number of skilled workers needed 
to deliver safe and quality care.  

Minimum award wages of nurses are significantly lower than in the acute health sector, making aged 
care a less attractive choice for nurses. Minimum award wages of PCWs are significantly lower than 
for disability support workers 

Providers of both aged care and disability support would benefit from alignment of wage levels to 
support the mobility and the aggregate supply of staff in both sectors.  

Similar challenges are faced in the attraction and retention of support staff, who are an integral part 
of aged care functional teams. 

Funding  

A decision of the Fair Work Commission to increase minimum wages in the aged care sector must be 
fully funded by the Federal Government and linked to transparency and accountability measures as 
to how funding is used. 
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Attachment A 

Aged & Community Services Australia (ACSA)  
Aged Care Industry Association (ACIA)  
Aged Care Reform Network  
Australian Nursing and Midwifery Federation (ANMF)  
Carers Australia  
Council on the Ageing (COTA)  
Federation of Ethnic Communities’ Councils of Australia (FECCA)  
Health Services Union (HSU)  
Leading Age Services Australia (LASA)  
National Seniors Australia  
Older Persons Advocacy Network (OPAN)  
United Workers Union (UWU)  
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To the Fair Work Commission: 

Although not and employer I felt driven to forward my thoughts on the Aged care pay case. 

The base pay rate for Personal Care assistant in the Aged Care sector would vary between $22.00 to 

$26.00 dependant on years’ service and experience. 

This clearly in today’s world is unacceptable in any work environment.  

Carers work in an environment that is physically and emotionally difficult as anyone who has looked 

after an aging loved one could attest to. Multiple the interactions that a carer has in any given day 

by the number of residents then you have an understanding of the level of stress. 

Ageing brings on many hurdles to one’s life and it is the presence of carers and carers alone that can 

make this journey easier. 

Having worked as PCA in aged care for the past 7 years I have noted the following: 

 Carers are the primary support for residents. 

Carers provide the physical assistance 

Carers provide the emotional support 

Carers provide feedback back to the facility to ensure ongoing modification to a resident’s 

needs. This involves an ever increasing amount of documentation which at times seems to 

be more about the facility maintaining their accreditation than providing information to 

improve a resident’s life. 

Carers are required to obtain observations such as BP, Temperatures, weights, and full ward 

tests. 

Carers are required to maintain the resident’s physical environment such as wardrobe and 

bedroom condition. 

These requirements are expected regardless of the staffing levels which are not regulated to 

maintain any Carer to resident ratio. 

In a facility of say 50 residents it is acceptable to have 5 Carers who will need to provide the services 

outlined above in any given shift.   

Flushing out these numbers we get the following. 

No. 

Carers 

Hrs per shift for 

each carer 

Total number 

of hrs available 

No. of 

residents 

Hrs per resident for 

each carer 

5 7.5 37.5 50 0.75 

 

A carer is therefore expected in 0.75 hrs, (45mins) to provide services to every single resident as 

outlined above. 
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Having communicated with other carers working in other facilities these numbers are not 

uncommon. 

Given the fact that the commission’s recommendations are a minimum of 200 mins of care per 

resident I can suggest that carers are providing services under stress on a daily basis. Granted this 

number also includes 40 minutes by a registered nurse, the numbers still don’t stack up. 

An increase in wages is argued against by owners of facilities as making their business model 

unviable. I would simply say that aged care is not business that should be driven by KPI’s to obtain 

maximum profit. 

From: https://www.theweeklysource.com.au/fair-work-commission-decision-on-25-pay-raise-for-

aged-care-workers-wont-be-made-until-july-2022/ 

“One CEO of a stand-alone Tasmanian facility told us yesterday that with staffing costs already at 

75% and increasing costs associated with compliance, they will “go broke” if the case is upheld.” 

This CEO should look at what is an acceptable profit for an organisation that’s roll is to provide 

assistance to an ageing population. I will further respond with a quote from writer Polly Dunning in 

the Sydney Morning Herald on July the 18th 2019 in an article on minimum wages for Nanny’s: 

https://www.smh.com.au/lifestyle/life-and-relationships/if-you-can-t-afford-to-pay-a-nanny-

minimum-wage-you-can-t-afford-a-nanny-20190717-p5280o.html 

“You don’t get to devalue the labour of another person and exploit them because it fits your budget 

better.” 

In summary: 

Higher pay rates will ultimately attract more candidates into the industry meaning less staff 

shortages and a better quality of carer. 

When multi-million dollar packages are awarded to CEO’s I often hear the justification trotted out 

that the best candidates need to be attracted to the position. 

I see no reason why the same shouldn’t apply to carers.  

Many thanks for taking time to read this. 

Livio Feliciani 

 

 

 

 

 

 

1727



 

 

 

 

Dear Associate to the Honourable President Ross, 

 

AM2020/99 - Application to vary the Aged Care Award 2010 

AM2021/65 – Application to vary the Social, Community, Home Care and Disability Services Industry 
Award 2010  

 

I write this letter in relation to the above applications by the HSU. 

 

Statement of Matthew Bond 

I, Matthew Bond, of 22 Brookhollow Avenue, BAULKHAM HILLS NSW 2153, state as follows:  
 

1. I am Acting General Manager – People and Culture for BaptistCare NSW & ACT (“BaptistCare”). 
 

2. I have worked for BaptistCare for two and a half years, having worked in the aged care industry 
in various Human Resources roles for more than 14 years.  
 

About BaptistCare NSW & ACT 

 
3. BaptistCare is a not-for-profit provider of aged care services. We operate 18 residential care 

homes and look after more than 1400 residents and 8000 home care clients across NSW and 
ACT, including both metropolitan and regional areas. 
 

4. BaptistCare aged care employees are covered by the BaptistCare NSW & ACT Aged Care 
Enterprise Agreement 2017 (“Enterprise Agreement”).  
 

5. Our Enterprise Agreement covers 3087 employees; 1937 residential aged care employees and 
1150 Home Care employees. 
 

6. These roles are:  

At Home - EA roles Count  
Admin Officer/Coordinator 53 

Level Two, 22 Brookhollow Ave  
PO Box 7626 
Baulkham Hills, NSW 2153 

T (02) 9023 2500   F (02) 9023 2501  
E ask@baptistcare.org.au 

baptistcare.org.au 
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Care Facilitator 98 
Care Service Employee 890 

Care Supervisor 1 
Care Supervisor EN 1 

CSE Support Facilitator 15 
Handyman/Gardener 33 

Occupational Therapist 10 
Physiotherapist 3 

Registered Nurse 1 
Senior Administrator 1 
Senior Occupational 

Therapist 
1 

Senior Service Scheduler 3 
Service Scheduler 40 

Grand Total 1150 
  

Residential - EA Roles Count 
Admin Officer/Coordinator 55 

Assistant In Nursing 23 
Care Service Employee 1452 

Care Supervisor 82 
Care Supervisor EN 23 

Clinical Nurse Educator 1 
Education & Quality 

Supervisor 
8 

Enrolled Nurse 5 
Facility Cook 15 

Lifestyle Coordinator 16 
Maintenance Officer 1 

Maintenance Supervisor 18 
Music Therapist 1 

Office Coordinator 1 
Physiotherapist 3 
Qualified Chef 7 

Registered Nurse 221 
Training & Quality 

Coordinator 
5 

Grand Total 1937 
 

7. Of these employees, 264 (9%) are full time, 2484 (80%) are part-time and 339 (11%) are casual.  
 

8. Of the 2342 Care Service Employees, 1978 (84%) are qualified with at least a Certificate III level 
of qualification.  
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Staffing challenges 

9. Recruitment of staff continues to be a significant challenge. At the time of writing, BaptistCare 
currently has more than 300 positions vacant across NSW & ACT, with vacancies predominantly 
in frontline care roles.   
 

10. Vacancies exist in both metropolitan and regional areas, but regional recruitment is a particular 
challenge as the candidate pool is smaller. Temporary agency staff is often required to 
supplement staffing shortfalls, especially in regional areas. 
 

11. Turnover (the measure of people leaving the organisation) is trending higher, increasing from a 
rolling 12 average of 20% in 2020 to 31% in 2021. 
 

12. This mirrors staff sentiment, when 29% of staff indicated in a recent BaptistCare survey that 
they were considering leaving within the next two years. This is up 4% from 2020’s figure (25%). 
 

Work value of employees 

 
13. Acuity levels of residents in residential aged and clients in home care have trended upwards 

over time. This requires more staff hours to provide essential baseline care for residents, putting 
pressure on BaptistCare to provide appropriate staffing levels to cater for the acuity.  
 

14. BaptistCare, like many residential aged care providers, have an ageing-in-place model. This is 
designed to minimise disruption of residents requiring to move to different facilities based on 
the level of care needed (previously known as ‘low care’ or ‘high care’). 
 

15. This principle extends to home care, where clients receive care based on their assessed need. 
The level of care of clients increases over time as they age in their home. This model of care has 
undertaken significant changes in recent years, providing the opportunity for clients to receive 
care in their home environment rather than in a formal care environment.   
 

16. Increased acuity has provided challenges for staff. Previously, the role of frontline care staff was 
principally to attend to the care needs of residents and clients and the Registered Nurse attends 
to clinical matters.  
 

17. Over time, the role of frontline care staff has required requires more assessment, care 
documentation and practices that assist the clinical staff. This includes assisting with  
medication, simple wound dressing, assisting with the implementation of continence programs, 
attend to regular checks including urinalysis, blood pressure, temperature and pulse checks, 
blood sugar level checks and assist and support diabetic clients in the management of their 
insulin and diet.  
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18. The roles for other frontline staff have changed over time also. Adherence to the Aged Care 
Quality Standards rightly requires a significant and increased focus on the wellbeing of 
residents. This has meant that staff in lifestyle streams are required to be cognisant of providing 
activities and programs that are tailored to the care needs of residents. What was previously 
‘Diversional Therapy’ is now a targeted, person-centred program that meets the social and 
spiritual needs of residents. 
 

19. This applies to staff who assist in food preparation also. Providing nutritious meals in 
accordance with resident’s care and dietary needs a key component of the Aged Care Quality 
Standards, so requirements for those preparing food is higher. Cooking and preparing fresh 
meals and adapting menus to cater for resident preferences is essential in ensuring the 
Standards are met. This has changed significantly over time. Staff responsible for meals were 
once considered ‘servery staff’, re-heating pre-cooked meals and delivering to residents at a 
pre-determined time. Times have changed, but so has the demands on the staff preparing the 
meals. 
 

20. The staffing challenges has increased the complexity of administrative staff who are principally 
involved in rostering, filling vacant shifts and coordinating enquiries including from resident 
families. This work has changed over time due to the increasing levels of staff shortages from a 
reduced staffing pool. 
 

BaptistCare’s position 
 

21. In order to attract and retain staff BaptistCare pays staff above Award rates. In the Care Service 
Employee 2 classification under our Enterprise Agreement (the most common classification for 
our staff) BaptistCare currently pays 4.2% above the comparable classification in the Aged Care 
Award.  
 

22. It is noted that BaptistCare, as an aged care provider, is principally funded through various 
Government measures such as the Aged Care Funding Instrument (ACFI) for residential care and 
various home care packages for home care. This provides measure of income which depends on 
residents and client needs.  
 

23. It is a challenging exercise to balance the variable income received through funding with the 
certainty of pay rises, especially pay rises which exceed percentage increase of funding received. 
BaptistCare offered staff a 2% pay increase in 2021, while Daily ACFI Subsidy Rates increased by 
only 1.1% between 2020 and 2021. 
 

24. BaptistCare believes our staff deserve a significant increase to the relevant Awards that apply to 
aged care provision. Aged care employees perform extraordinary work in helping care for the 
most vulnerable in our society. The work is nuanced and complex, and has increased in the 
complexity over time as Standards and funding has become more and more person-centred. 
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25. BaptistCare supports a significant increase that is fully funded by the Government in order to 
address inequity for the work that aged care staff perform, address the increased complexity of 
the work that aged care employees perform, arrest staff shortages in the aged care industry and 
provide a platform for a sustainable, stable industry in order to meet the projected care needs 
to care for elderly Australians.    

 

Matthew Bond 
Acting General Manager – People and Culture 
BaptistCare NSW & ACT 

3 March 2022 
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Introduction 

1. Pursuant to the amended directions handed down by the Fair Work Commission 

(Commission) on 4 January 2022 the Chamber of Commerce and Industry of Western Australia 

(CCIWA) provides the following submissions in reply to: 

1.1. AM2020/99 - the Health Services Union’s (HSU), and others, application to vary the Aged 

Care Award 2010; 

1.2. AM2021/63 – the Australian Nursing and Midwifery Federation (ANMF) application to 

vary the Nurses Award 2010 and Aged Care Award 2010; 

1.3. AM2021/65 – the HSU application to vary the Social, Community, Home Care and Disability 

Services Industry Award 2010 (SCHADS Award). 

2. The aged care sector and their employees provide an invaluable service to the community.  

One of the challenges facing the aged care sector is the ability to recruit and retain the 

necessary number and quality of staff.  While the level of remuneration is one factor that acts 

as a barrier in attracting suitable candidates into the industry, it is far from the only challenge 

and increased wages will not fully address this issue. 

3. Furthermore, an application to vary the award rates of pay is not the only mechanism available 

to increase wages in the sector.  A key limitation to providing higher rates of pay arises out of 

the Commonwealth funding of the aged care sector.  In particular, we note recommendation 85 

of the Final Report of the Royal Commission into Aged Care Quality and Safety which identifies that: 

“In setting prices for aged care, the Pricing Authority should take into account the need to deliver high quality 

and safe care, and the need to attract sufficient staff with the appropriate skills to the sector, noting that 

relative remuneration levels are an important driver of employment choice.” 

4. This recommendation has been accepted by the Commonwealth Government and provides a 

mechanism for increases to funding to accommodate increased wages and/or entitlements for 

employees that can be negotiated through enterprise bargaining, or otherwise passed onto 

relevant employees through the relevant funding arrangements.   

5. This approach would allow for the granting of wage increases above that which may be justified 

via the work value reasons prescribed by s157(2) of the Fair Work Act 2009 (Cth) (FW Act). 

6. Consequently, CCIWA does not support the applications in their current form on the basis that: 

6.1. The Applicants have not provided the required evidence to support a variation to the 

relevant awards under s157(2) of the FW Act; 

6.2. The proposed increase is not supported by the modern award objectives; 

6.3. The Applicants have failed to discharge their evidentiary burden and consequently there 

is insufficient information before the Commission to support the claim; and 

Chamber of Commerce 
and Industry WA 
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6.4. The Applications fail to establish a connection between the basis of the claim and the 

quantum of the increase being sought. 

7. We set out below our response to the submissions of the Applicants, supporting unions and 

the evidence they rely upon.   

Overview of the claims 

AM 2020/99 

8. The HSU relies on s157(2) of the FW Act to seek a 25 per cent increase to all award rates of pay 

prescribed by the Aged Care Award for employees in the general and administrative services, 

food services and personal care streams. 

9. The HSU claims that the current wage rates do not recognise the nature of work, the level of 

skill and responsibility involved in performing the work or the conditions under which work is 

performed by employees covered by the Award for each of the classification streams. 

10. The application does not identify how the HSU has concluded that a 25 per cent increase is 

needed in order to correct its claimed deficiency. Furthermore, no consideration has been 

given to the nature of the work performed by persons employed within each of the streams 

and within each grade within each of those streams.  Consequently, there is no justification 

provided as to why all grades and classifications require the same increase, noting that the bulk 

of the witness statements relate to the tasks performed by personal care workers. 

11. The application also seeks to amend the classification definitions contained in Schedule B of 

the Aged Care Award to: 

11.1. Limit the engagement of a personal care worker at level 2 for the first 6 months of their 

employment; 

11.2. Expand the classification of recreational/lifestyle activity officer under the personal care 

stream into levels 4 - 6; 

11.3. Provide that personal care workers at level 5 may be required to assist residents with 

medication and hold the relevant unit of competency; 

11.4. Provide that a level 6 worker may be required to supervise the work of others and in the 

case of a personal care worker to have undertaken relevant training and provide 

specialised care in specialised areas, such as dementia and palliative care. 

12. The limited number of variations being sought to the classification structure is notable given the 

Applicant’s primary contention is that the nature of the work undertaken by the employees 

covered by this award has substantially changed. 

Chamber of Commerce 
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AM2021/63 

13. The ANMF also seeks to rely on s572(2) of the FW Act to: 

13.1. Amend the Nurses Award to increase the rates of pay for nursing assistants, enrolled 

nurses, registered nurses and nurse practitioners who work in the aged care sector by 

25 per cent; 

13.2. Increase the rates of pay for personal care workers covered by the Aged Care Award by 

25 per cent. 

14. The application does not identify how the ANMF has concluded that a 25 per cent increase is 

needed in order to correct the claimed deficiency. 

15. It is noticeable that, unlike the HSU application, the ANMF claim is directed towards those 

employees who provide direct care to aged care clients. This distinction is premised on a view 

that the nature of work done by personal care workers differs qualitatively from the work done 

by general and administrative services and food services workers 

16. With respect to the Nurses Award, the ANMF application would also result in the rate of pay for 

nurses being differentiated based on the type of patient being cared for.   

17. This concern is not diminished by the ANMF’s promise to seek a similar increase for all other 

nurses in four years’ time.  If it is their view that the work of nurses generally is undervalued 

then that argument should be made to the Commission as part of a single application. 

AM2021/65 

18. The HSU also relies on s157(2) of the FW Act to introduce a new classification stream of “Home 

Aged Care Employees” within the SCHADS Award. This new stream would cover employees 

providing personal care, domestic assistance or home maintenance to an aged person in a 

private residence and includes rates of pay 25 per cent higher compared to the existing home 

care classification. 

19. The HSU claim that the current wage rates for home aged care does not recognise the nature 

of work, the level of skill and responsibility involved in performing the work or the conditions 

under which work is performed by employees covered by the Award in each of the existing 

classification streams. 

20. Despite this, the HSU application does not seek to establish new classification definitions for 

home aged care employees, instead relying on the existing definitions provided in Schedule E 

of the SCHADS award for home care employees. 

21. The absence of any significant changes to the classification structure is notable given the 

Applicant’s primary contention is that the nature of the work undertaken by the employees 

covered by this award has substantially changed. 
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22. Furthermore, the application does not identify how work performed by persons engaged in 

home based aged case differs from home based disability care, nor how such a distinction cold 

be practically achieved where employees provide home based care for a mixture of disability 

and aged care funded clients. 

23. As with the other claims, this application also fails to identify how the HSU has concluded that a 

25 per cent increase is needed in order to correct the claimed deficiency. 

Work Value 

24. Section 157 of the FW Act provides the Commission with the scope to vary rates of pay 

prescribed by a modern award as set out below.  

157     FWC may vary etc. modern awards if necessary to achieve modern awards objective  

(1)  The FWC may:  

(a)  make a determination varying a modern award, otherwise than to vary modern award minimum 

wages or to vary a default fund term of the award; or  

(b)  make a modern award; or  

(c)  make a determination revoking a modern award;  

if the FWC is satisfied that making the determination or modern award is necessary to achieve the 

modern awards objective.  

Note 1: Generally, the FWC must be constituted by a Full Bench to make, vary or revoke a modern award. However, the President may 

direct a single FWC Member to make a variation (see section 616).  

Note 2: Special criteria apply to changing coverage of modern awards or revoking modern awards (see sections 163 and 164).  

Note 3: If the FWC is setting modern award minimum wages, the minimum wages objective also applies (see section 284).  

(2)  The FWC may make a determination varying modern award minimum wages if the FWC is satisfied that:  

(a)  the variation of modern award minimum wages is justified by work value reasons; and  

(b)  making the determination outside the system of annual wage reviews is necessary to achieve the 

modern awards objective.  

Note: As the FWC is varying modern award minimum wages, the minimum wages objective also applies (see section 284).  

(2A)  Work value reasons are reasons justifying the amount that employees should be paid for doing a 

particular kind of work, being reasons related to any of the following: 

(a)  the nature of the work; 

(b)  the level of skill or responsibility involved in doing the work; 

(c)  the conditions under which the work is done. 
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(3)  The FWC may make a determination or modern award under this section: 

(a)  on its own initiative; or 

(b)  on application under section 158. 

25. However, as identified in Independent Education Union of Australia [2021] FWCFB 2051 (IEU Case):1 

The cumulative effect of the above provisions is that, in order to exercise the power in s 157 to grant the IEU’s 

work value application in whole or part, we need to:  

(1)  be satisfied that the variation to minimum wages prescribed in the EST Award is justified by work value 

reasons;  

(2)  be satisfied that the variation is necessary to achieve the modern awards objective;  

(3)  be satisfied that the variation is necessary to meet the minimum wages objective; and  

(4)  take into account the rate of the national minimum wage as currently set in a national minimum wage 

order. 

26. The IEU case also identified that in applying the work value principle it is appropriate to 

consider the factors identified in the ACT Child Care decision2 in particular cases, being: 

26.1. Rapidly changing technology, dramatic or unanticipated changes which result in a need 

for new skills and/or increased responsibility may justify a wage increase on work value 

grounds. But progressive or evolutionary change is insufficient.  

26.2. An increase in the skills, knowledge or other expertise required to adequately undertake 

the duties concerned demonstrates an increase in work value.  

26.3. The mere introduction of a statutory requirement to hold a certificate of competency 

does not of itself constitute a significant net addition to work requirements. It must be 

demonstrated that there has been some change in the work itself or in the skills and/or 

responsibility required. However, where additional training is required to become 

certified and hence to fulfil a statutory requirement a wage increase may be warranted.  

26.4. A requirement to exercise care and caution is, of itself, insufficient to warrant a work 

value increase. But an increase in the level of responsibility required to be exercised 

may warrant a wage increase on work value grounds. Such a change may be 

demonstrated by a requirement to work with less supervision.  

26.5. The requirement to exercise a quality control function may constitute a significant net 

addition to work requirements when associated with increased accountability.  

26.6. The fact that the emphasis on some aspects of the work has changed does not in itself 

constitute a significant net addition to work requirements.  

1 at 217. 
2 ALHMWU re Child Care Industry (Australian Capital Territory) Award 1998 and Children's Services (Victoria) Award 1998 - re Wage rates [2005] 

AIRC 28, PR954938 (13 January 2005). 
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26.7. The introduction of a new training program or the necessity to undertake additional 

training is illustrative of the increased level of skill required due to the change in the 

nature of the work. But keeping abreast of changes and developments in any trade or 

profession is part of the requirements of that trade or profession and generally only 

some basic changes in the educational requirements can be regarded, of itself, as 

constituting a change in work value.  

26.8. Increased workload generally goes to the issue of manning levels, not work value. But, 

where an increase in workload leads to increased pressure on skills and the speed with 

which vital decisions must be made then it may be a relevant consideration. 3  

27. In considering the IEU decision, the Commission identified that there had been a change in 

work value in the following areas: 

27.1. Additional training requirements for entry into the profession. 

27.2. Increased professional accountability associated with registration requirements, 

standardised testing and greatly increased expectations concerning reporting and 

being accessible to parents and families. 

27.3. Greater complexity of work resulting from a shift to outcomes-based education and 

differentiated teaching, with associated requirements for greater documentation and 

analysis of individual educational progress. 

27.4. Teaching and caring for a more diverse student population including, in particular, 

additional needs children.4 

28. The decision also concluded that the correct approach is to fix wages in accordance with the 

ACT Child Care decision, which requires the Commission: 

28.1. To identify a key minimum classification(s) and align it with the appropriate 

classification in the Metal Industry classification structure; and 

28.2. Set other rates for other classifications based on internal relativities.5 

29. It is incumbent on the Applicants to identify how the evidence filed in support of their claims 

demonstrates not only that the work is undervalued in accordance with s157(2A) but also the 

extent to which the work is undervalued. 

30. It is the view of CCIWA that the Applicants have not done this in a manner that will allow the 

Commission to appropriately consider the claim. 

3 Ibid at 219. 
4 Ibid at 605. 
5 Ibid at 653. 
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31. In particular, we observe that: 

31.1. There is lack of clarity between the HSU and ANMF as to whether the relevant rates of 

pay have been subject to an assessment based on work value.  The HSU identify that in 

the case of the Aged Care and SCHADS awards that “it is unclear whether there has ever 

been a proper evaluation of the minimum rates for these workers”.6 Whereas, the ANMF 

identify that in the case of nurses this was done in 1998 and for personal care workers 

in 2005.7  The ANMF also claim that these decisions were tainted by a gender bias and 

that since that time the roles have changed.  However, the submission does not identify 

in what manner gender bias occurred or provide concise identification as to how roles 

have changed. 

31.2. The Applicants have not specifically identified within their submission the manner in 

which they believe the evidence supports their claim; 

31.3. The Applicants have not comprehensively identified the extent to which the nature, 

conditions, skills and responsibilities of work across all relevant classifications have 

changed since the relevant classifications were developed; 

31.4. To the extent that changes have occurred within the roles of specific consideration, the 

Applicants have not identified to what extent such changes are not progressive or 

evolutionary in nature. As conceded by the HSU a number of changes in reporting and 

consultation requirements constitute evolutionary change, noting that the compliance 

and reporting requirements have been steadily increasing, while the purported higher 

level of skill required to be exercised in their work has become steadily more complex. 

31.5. A significant proportion of the evidence focuses on the requirement of employees to 

exercise care in the performance of their tasks, which is not relevant for the 

consideration of work value claims; 

31.6. Workload and staffing levels is another significant focus of the evidence.  As identified in 

the IEU decision, increased workload generally goes to the issue of manning levels, not 

work value.  The issue of workload is also being addressed through the introduction of 

the Australian National Aged Care Classification Funding model in which additional 

funding will be provided to meet the Royal Commission’s recommended minimum 200-

minute care time standard. The minimum care time standard will become mandatory 

from 1 October 2023; 

31.7. The undertaking of formal training does not demonstrate that the nature of the work 

has changed. In considering training undertaken by employees, deliberation needs to be 

given as to whether the training provides instruction on tasks traditionally expected of 

6 HSU submission AM2021/65 at para 45 and HSU submission AM2020/99 at 28. 
7 ANMF submission at para 14. 
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the role as well as the frequency of which any new skills are necessary for the 

performance of the role; 

31.8. The proportion of high need aged care clients is not determinative of a change in work 

value and further evidence is needed to demonstrate how this factor has impacted on 

the nature, skills or conditions under which work is performed; 

31.9. The proportion of aged care clients from diverse cultural, religious and ethnic 

backgrounds is not determinative of a change in work value and further evidence is 

needed to demonstrate how this factor has impacted on the nature, skills or conditions 

under which work is performed; 

31.10. The Applicants have not attempted to provide any comparison between relevant key 

classifications and the C10 classification within the Manufacturing and Associated 

Industries and Occupations Award 2020, by which a work value comparison can be made. 

Modern Award Objectives 

32. The Preliminary Jurisdictional Issues decision8 identifies that the Commission remains at all times 

obliged to ensure that modern awards, together with the NES, provide a fair and relevant 

minimum safety net of terms and conditions, taking into account: 

(a)  relative living standards and the needs of the low paid; 

(b)  the need to encourage collective bargaining; 

(c)  the need to promote social inclusion through increased workforce participation; 

(d)  the need to promote flexible modern work practices and the efficient and productive performance 

of work; 

(da)  the need to provide additional remuneration for: 

(i)  employees working overtime; or 

(ii)  employees working unsocial, irregular or unpredictable hours; or 

(iii)  employees working on weekends or public holidays; or 

(iv)  employees working shifts; 

(e)  the principle of equal remuneration for work of equal or comparable value; 

(f)  the likely impact of any exercise of modern award powers on business, including on productivity 

employment costs and the regulatory burden; 

(g)  the need to ensure a simple, easy to understand, stable and sustainable modern award system for 

Australia that avoids unnecessary overlap of modern awards; and 

(h)  the likely impact of any exercise of modern award powers on employment growth, inflation and 

the sustainability, performance and competitiveness of the national economy. 

8 [2014] FWCFB 1788 at 23. 
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33. When considering the application of the modern award objectives, consideration also needs to 

be given to their purpose.  When introducing the Fair Work Bill 2008, the relevant minister 

identified in her second reading speech that: 

The bill provides for a comprehensive safety net of minimum wages and employment conditions that cannot be 

stripped away. The safety net is in two parts. 

• The National Employment Standards comprise the 10 legislated employment conditions governing essential 

conditions such as weekly hours of work, leave, public holidays, notice and redundancy pay and the right to 

request flexible working arrangements. 

• Modern awards are currently being developed by the Australian Industrial Relations Commission.9 

34. This is reflected in s139(1)(a) of the FW Act which provides that a modern award may include 

terms about minimum wages.  However, the purpose of these applications is not to establish 

minimum wages but rather to create paid rates awards.  

35. As the HSU have identified, it is incumbent on the applicant to make out the substantive merit-

based case for the variation.10  This also applies to demonstrating to what extent the 

application meets the modern award objectives.  The HSU and ANMF have failed to do this, 

instead relying on a broad assertion that it does.  Furthermore, no consideration has been 

given to the specific criteria which make up the modern award objectives.  

36. CCIWA submits that the level of the increase sought by the HSU and ANMF are not supported 

by the modern award objectives prescribed by s134 of the FW Act, for the reasons set out 

below.  

Relative living standards and the needs of the low paid 

37. The HSU contend that: 

 “In the context of minimum wages, the words “fair” and “relevant” should be interpreted as referring to rates 

which properly remunerate workers for the value of their work, taking into account all surrounding factors, and 

are not so low compared to general market standards as to have no relevance to the industry, for example in 

the context of bargaining.”11 

38. We note that in expressing this view the HSU has not relied upon any decision of the FWC.  

Furthermore, the effect of a 25 per cent increase to award rates of pay would result in a 

minimum wage structure that exceeds the current market rates of pay. 

39. Furthermore, the Applications do not address in what manner the claims address the relative 

living standards and needs of the low paid, noting that this is also a major consideration 

addressed through the annual wage review.     

9 Gillard, J (25 November 2008) Hansard - House of Representatives. Fair Work Bill 2008 Second Reading Speech, p11190. 
10 HSU Submission - AM 99 of 2020, 1 April 2021, paragraph 44. 
11 Ibid at para 45. 
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40. We also note that based on the FWC adoption of “a threshold of two-thirds of median adult full-

time ordinary earnings as the benchmark we use to identify who is ‘low paid’” .12  Consequently, this 

consideration is not relevant for the purpose of the following classification which earn in excess 

of this amount: 

40.1. Registered nurses and nurse practitioners covered by the Nurses Award;  

40.2. Level 6 and Level 7 employees covered by the Aged Care Award; and 

40.3. Level 4 and 5 home aged care employees covered by the SCHADS award.13  

Encouraging collective bargaining  

41. The increase sought by the Applicants would increase the award rates of pay significantly 

above those obtained through collective bargaining. 

42. The witness statements of HSU official Christopher Louis Friend identifies that the rates of pay 

provided through enterprise agreements are on average 4.26 per cent above the award rates 

of pay in the case of aged care facilities14 and 5.07 per cent with respect to the home based 

aged care.15 

43. He also identifies that, in his experience, existing agreements are largely focused on 

establishing higher rates of pay. He then goes on to argue that an increase in award wages 

would encourage the bargaining parties to focus on other matters such as training and 

development. 16  In this statement Mr Friend clearly recognises that the increase sought by the 

Applicants would remove the primary motivation for collective bargaining within the sector 

without identifying how he believes that without it the parties would be motivated on other 

matters.  The suggestion that bargaining would occur without the motivation of increased 

wages is fanciful. 

44. Consequently, the claim sought would further discourage collective bargaining. 

Promoting social inclusion through workforce participation 

45. An assumption underpinning these Applications is that a significant increase in wages will help 

attract and retain people within the industry.  Whilst rates of pay are a relevant consideration in 

encouraging people into particular occupations, it is not the sole determinative factor.  

46. To the extent rates of pay are a relevant consideration for workforce participation, the 

quantum sought by the Applicants is substantially in excess of any amount that would 

reasonably achieve this objective. 

12 Annual Wage Review 2020-21 [2021] FWCFB3500 at 137. 
13 ABS (Dec 2021) Characteristics of Employment - 6333.0 Median weekly earnings for full time employees was $1435 per week for 2020, 

being the most current data available at the time the wages were increased as part of the last annual wage review.  
14 Statement of Christopher Louis Friend at para 12. 
15 Supplementary statement of Christopher Louis Friend at para 20. 
16 Statement of Christopher Louis Friend at para 16 and 18. 
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47. In our view, an increase of the magnitude sought would have an adverse impact on workforce 

participation by acting as a barrier to businesses who wish to increase staffing in the absence 

of greater funding. 

Providing additional remuneration for overtime etc 

48. This provision is not relevant to these proceedings. 

Equal remuneration 

49. This application has not been made for the purpose of seeking to equalise the remuneration of 

workers in this sector with male workers performing work of equal or comparable value.  As 

such, this factor is not relevant. 

Impact on employers 

50. For increases to award rates of pay to be sustainable, consideration needs to be given to the 

impact of any increase on businesses.  In the case of this application particular consideration 

needs to be given to the effect of the proposed increase on employment costs and the capacity 

for organisations to pay. 

51. The StewartBrown quarterly analysis of the financial performance of the aged care sector17 

identifies that despite the additional basic daily fee supplement of $10 per bed day, residential 

aged care homes had an average operating loss of $7.30 per bed day, with 55.56 per cent of 

facilities experiencing an operating loss.   

52. This report identifies that the decline in the financial performance of this sector has been a 

long-term trend, as shown in the graphs below.  

Graph 1 – Residential Aged Care – Operating results per bed day18 

 

17 StewartBrown Aged Care Financial Performance Survey Sector Report - September 2021. 
18 Ibid, p2. 
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53. The above graph shows a downward trend in the operating results for residential aged care 

facilities from 2017.  In analysing this trend, the StewartBrown report identified that: 

“The Operating Result as shown below has slightly improved from a deficit of $8.43 per bed day (pbd) for the 

12 months to Jun-21 to a deficit of $7.30 pbd for the 3 months to Sep-21. This improvement is predominantly 

due to the $10 per bed day Basic Daily Fee supplement and the COPE (indexation) increase of 1.1 per cent on 

the ACFI subsidy. When comparing to the Sep-20 surplus (3 months) of $2.60 pbd it needs to be noted that this 

surplus included $7.66 pbd net Covid funding. By excluding the Covid funding (Sep-20) the adjusted Sept-20 

result would have been a deficit of $5.06 pbd, meaning that the current Sep-21 deficit result of $7.30 pbd is a 

deterioration $2.24 pbd year-on-year. If a further adjustment was made for the $10 pbd Basic Daily Fee 

supplement (Sep-21) the normalised underlying operating result for Sept-20 is a deterioration $12.24 pbd year-

on-year.”19 

54. The report highlights that the slight improvement in operating results in 2020 was as the result 

of COVID funding, which masked the ongoing downward trend in operating results, which 

would otherwise have resulted in a $5.06 per bed day deficit.  Likewise, the recently introduced 

$10 per bed day basic daily fee supplement has only moderately improved the operating result 

which had previously fallen to a $8.65 deficit per bed day in June 2021.  

55. The challenges facing the sector is also reinforced in the annual funding and financing report 

developed by the Aged Care Financing Authority, which shows significant loss across all 

ownership types and sizes for the 2019-20 financial year.  

Table 1 – Residential Aged Care - Summary of financial performance by ownership, location and scale, 

2019‑2020 

 

19 Ibid, p5. 
20 Aged Care Financing Authority (2021) Ninth Report on the Funding and Financing of the Aged Care Industry – July 2021, p76. 
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56. The basis for the poor operating performance of the sector is further identified in the following 

table from the StewartBrown report which highlights the reliance of the sector on government 

funding to maintain operations and the significant impact of labour costs as part of overall 

expenditure. 

Table 2 – Residential Aged Care – Summary income and expenditure comparison ($ per bed day)21 

 

57. For residential aged care providers, employment costs as a proportion of overall expenses is 

high.  The graph below identities that employment cost account for 65.6 per cent of the overall 

cost of residential aged care providers.  

 

21 StewartBrown Aged Care Financial Performance Survey Sector Report - September 2021, p5. 

survey Survey 
Sep-21 Sep-10 Jun-21 

1,107Homes 1,010Hames 1,163Homes 
ACFI 
Rewnue $192.99 $105.05 $198.96 
Expenditure 

Dir@ct care labou r oosts $137.69 $12.9.lS $134.60 
Onh@r ACFI la,llou r costs $21.37 $18 .48 $20.23 
Ot h@r direct costs $12.48 $2.0.87 $16.75 
Administration $14.68 $!13.62 $13.76 

$186.22 $181.13 $185.33 
ACFI RESULT (Al $6.76 $22.92 $13.63 

EVERYDAY lllVI NG 
Rewnue $64.88 $54.0-3 $54.79 
Expenditure 

Catering $33.15 $3-1.97 $32.90 
Clea ning $9.37 $8.93 $9.25 
Laund ry $4.21 $4.0-3 $4.29 
Ot her hotel S!!rviC!!S @X!]@nS@ $0.09 . $0.06 
Payro ll tax $0.13 $0.09 $0.11 
Overhead allocat ion (worlcmver & education ) $0.88 $0.82 $0.82 
Utri I it ie-s $7.49 $7.56 $6.93 
Routin@ maint enance & mot or 11@hicl'@ $9.61 $9.94 $10.20 
Administration $13.34 $!1.2..38 $12.S:ll 

$78.27 $75.72 $77.()8 
EVERYDAY LNING RESULT (B) ($13.39) ($21.69) ($22.29) 

CARE RESULT (C) (A+ 8) ($6.62) $1.23 ($8.65) 

ACCOMMO 0ATION 
Rewnue 

Residents $13.16 $!1.2..90 $13.03 
Government $19.36 $2.0.26 $19.83 

$32.52 $33.17 $32.86 
Expenditure 

Depreciat ion $19.31 $18.75 $19.59 
Prop@rty renta l $0.67 $1.14 $0.53 
Ot her $1.56 $1.08 $1\.59 
Administration $11.66 $!1.0,82 $10.93 

$.33.19 $31.80 $32.64 
ACCOMMO0ATION RESULT (D) - ($0.68) $137 $0.22 

OPERATING RESULT 1$ per bed day) {C + D + f) -
- ($7.30) $2.60 ($8.43) 

OPE.RATIN:G RESULT($ pei bed 1per annum) !$2,4511 $881 ($2,832) 
EBITDAR ($ per bed per annum) $4,257 $7,6201 .$3,924 

~ Chamber of Commerce 
~ and Industry WA 

1748



Graph 2 -  Residential aged care – total expenses 2013-14 to 2019-20 ($billion)22 

 

58. The StewartBrown report identifies that increased employment costs are also being driven 

through increased working hours, with a 13.15 per cent increase in the amount of contact time 

nurses and personal care workers spend with each resident over the last 4 years, from 167.26 

minutes per resident per day in September 2017 to 180.39 minutes in September 2021. With 

the introduction of minimum mandated minutes per resident per day there will be a further 

need to increase “staffing by an average 19.61 minutes from the staffing levels for the Sep-21 

period. This represents an increase of 10.9 per cent.”23 Consequently increase in wages can’t be 

absorbed via a reduction in working hours. 

Graph 3 – Residential Aged Care – Direct Care staff trend (minutes per resident per day)  

 

 

 

22 Aged Care Financing Authority (2021) Ninth Report on the Funding and Financing of the Aged Care Industry – July 2021, p72. 
23  StewartBrown Aged Care Financial Performance Survey Sector Report - September 2021, p10. 
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59. The difficult operating conditions are not sustainable in the long term and would be further 

impacted by the significant increase in wages proposed by the Applicants.  As demonstrated in 

the graph below, there has been a significant increase in the number of residential aged care 

homes with operational losses, to the extent that over half of homes are no longer viable 

operation.  This is not a sustainable position. 

 Graph 4 – Residential Aged Care – Homes with operating loss 24 

 

60. In the case of home care, operating profits are not only slim, but also in decline.  As shown in 

the graph below, operating results per client per day have fallen significantly since 2019 are not 

substantial enough to accommodate the increase sought by the Applicants. 

Graph 5 – Home Care – Operating Results25 

 

61. Of further concern to the home care sector is the increasing proportion of unspent funds by 

clients which shows a declining level of demand and reduced earnings opportunity. 

24 StewartBrown Aged Care Financial Performance Survey Sector Report - September 2021, Ibid, p2. 
25 Ibid, p2. 
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Graph 6 – Home Care – Unspent Funds per package26 

 

62. Wage claims are also not the only challenge which will impact on the viability of the aged care 

sector.  Further reforms to the regulation of the sector will require employers to invest in new 

systems, processes, communications and reporting structures that will increase operating 

costs. 

63. In considering the impact of any increase on employers the Commission needs to give 

consideration to the current circumstances facing the industry which clearly demonstrates that 

the increase sought by the Applicants is not sustainable.   

64. In establishing their claim, the Applicants appear to be working on an underlying assumption 

that the Federal Government will increase its funding to the sector in order to cover the cost of 

any increase to wages.  This assumes that the Federal Government has an obligation, 

willingness and/or capacity to increase funding to cover the cost of any increase awarded. This 

cannot be assumed given that there is no direct link between the funding and the award. 27  

Simple, stable and sustainable modern award 

65. For the reasons specified in this submission, the increase proposed by the Applicant’s is not 

sustainable. 

Impact on employment 

66. Given the nature of the services provided by both the residential and in-home aged care sector, 

the regulation governing provision of services and extensive reliance on government funding, 

there is limited capacity for employers to respond to a significant wage increase by either 

reducing staffing levels or increasing prices. 

67. The Applicant’s proposed increase would further impact on the financial performance of the 

sector, putting at risk the ongoing viability of some operators.  This would ultimately result in 

loss of employment.   

26 Ibid. 
27 By comparison, the funding model for the National Disability Insurance Scheme (NDIS) is bound to the SCHADS award such that Fair 

Work increases do flow through to pricing. 
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Evidentiary Burden 

68. The FWC has previously made it clear that where any significant change is proposed to the 

modern awards, it must be supported by “probative evidence properly directed to demonstrating 

the facts supporting the proposed variation”.28 This is necessary in order to ensure a ‘stable’ 

modern award system.29  

69. Whilst the Applicants have lodged a significant amount of material, they have failed to provide 

the quality of evidence necessary to clearly make their case.  Furthermore, the Applicants have 

failed to identify in their submission how the evidence relates to the claim.   

70. It is incumbent on the Applicants not only to provide probative evidence that supports the 

proposed variation, but to use this material to clearly make their case to the Commission as to 

how the evidence supports their position. 

71. This has not occurred to date and we believe that it is incumbent on the Applicants to do so as 

part of their final submissions in order to provide the employer parties with an opportunity to 

appropriate address the relevance of the evidence filed in this matter. 

Attachments 

StewartBrown Aged Care Financial Performance Survey Sector Report - September 2021 

Aged Care Financing Authority (2021) Ninth Report on the Funding and Financing of the Aged Care 

Industry – July 2021. 

 

 

 

28 4 Yearly Review of Modern Awards: Preliminary Jurisdictional Issues [2014] FWCFB 1788, at 60. 
29 4 Yearly Review of Modern Awards: Preliminary Jurisdictional Issues [2014] FWCFB 1788, at 60; Fair Work Act 2009 (Cth), s 134(1)(g). 
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The StewartBrown September 2021 Aged Care Financial Performance Survey incorporates detailed financial and supporting data from 1,198 aged care homes (97,080 
beds/places) and 56,223 home care packages across Australia. The quarterly survey is the largest benchmark in the aged care sector and provides invaluable insight 
into the trends and drivers of financial performance at the sector level and at the aged care home or programme level. 
 

For the 3 months ended 30 September 2021 
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1. EXECUTIVE SUMMARY 
Abstract 
The Aged Care Financial Performance Survey (Survey) September 2021 Sector 
Report provides an overview of the financial performance of the aged care sector 
in Australia. It is based on the results of the StewartBrown Survey for the 3 months 
ended 30 September 2021 which includes the below metrics. 

 
Refer Glossary, which provides a graphical depiction of the Data Collection, Data 
Cleansing and Survey Metrics processing. 

Commentary 
The Survey for the 3 month period ending September 2021 continues to highlight 
the declining financial sustainability of the sector, with residential aged care 
becoming a major focal point of consternation.  

The average operating results for residential aged care homes in all geographic 
sectors was an operating loss of $7.30 per bed per day despite the additional Basic 
Daily Fee supplement of $10 per bed day. Occupancy remains a major concern and 
the combination of negative factors has eroded essential investment from new and 
existing providers. 

 

 
The key financial indicators for residential aged care for FY22 are not promising 
with the COPE (indexation) increase of 1.1% being offset against the 
Superannuation Guarantee Scheme increase of 0.5%, workforce award increases 
ranging between 1.75% to 3.5%, and higher inflation (3.0% for the September 
quarter). 

Home Care also faces significant operating issues. As with residential aged care, 
staffing remains the most crucial concern, and this coupled with a complicated 
regulatory environment has seen the financial performance stagnate with the 
current operating result being a surplus of $4.90 per client per day, a decline in 
revenue utilisation to 85.8% of available package funding and an increase in 
unspent funds to now average $10,117 for every care recipient. 

 

The aged care sector continues to operate in a difficult clinical, operational and 
financial environment. The increasingly destabilising effects of the highly 
transmissible Omicron coronavirus variant have heightened the issues with the 
existing policy settings, particularly in regards to staffing which is at a crisis level 
and the implementation of the much needed reform agenda having to compete 
with the current uncertain climate. 
 
The reform agenda needs to clearly articulate each specific area to be addressed. 
A number of additional financial reforms need to be strongly considered 
including: 
o Funding to increase staff remuneration and benefits 
o Subsidy funding to directly correlate to direct costs of care (particularly staff) 
o Regulated consumer contribution for Home Care (and CHSP) based on ability 

to pay 
o Deregulation of residential Basic Daily Fee 
o Structural enhancement of residential Accommodation Pricing model 
o Alternate Home Care funding model 
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Sep-21 YTD Results Snapshot 
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Sep-21 YTD Financial Performance Analysis 

Residential Aged Care Results 

Revenue • Average ACFI was $191.65 pbd an increase of 3.1% from Sep-20 ($185.94 pbd) 
• Everyday living revenue excluding the BDF supplement was $55.37 pbd an increase of $2.48% from Sep-20 ($54.03 

pbd) 
• Everyday living revenue including the BDF supplement was $64.88 pbd 
• Accommodation revenue was $32.52 pbd a decrease of 1.96% from Sep-20 ($33.17 pbd) 
• Covid funding support ceased at FY21 (Sep-20 $18.92 pbd) 

Expenses • Direct care labour costs (RN/EN/PCA) averaged $137.69 pbd an increase of 6.6% from Sep-20 ($129.15 pbd) 
• Other direct care labour costs (Care Management/Allied Health/Lifestyle) averaged $21.37 pbd an increase of 15.6% 

from Sep-20 ($18.48 pbd) 
• Other direct care costs averaged $9.76 pbd an increase of 3.6% from Sep-20 ($9.42 pbd) 
• Direct care expenses relating to Covid-19 averaged $2.72 pbd (Sep-20 $11.45 pbd) 
• Everyday living costs was $64.92 pbd (excluding administration) an increase of 2.5% (Sep-20 $63.34 pbd) 
• Catering expenditure averaged $33.15 pbd and increase of 3.7% (Sep-20 $31.97 pbd) (this may be as a result of the 

targeted BDF supplement) 
• Administration costs was $39.68 pbd an increase of 7.7% (Sep-20 $36.83 pbd) (due to increase quality, reporting and 

compliance requirements) 
• Accommodation expenditure averaged $21.53 pbd (depreciation $19.06 pbd) compared to Sep-20 $20.97 pbd 

(depreciation $18.75 pbd) 
Operating Result • ACFI result declined by $8.50 pbd to a surplus of $6.76 pbd from Sep-20 $15.76 pbd (excluding net Covid-19 funding) 

• Everyday Living result improved but remains in a deficit at $13.39 pbd (including administration) 
• Accommodation result was a deficit of $0.68 pbd 
• Operating result (including BDF supplement of $10 pbd from 1 July 2021) was a deficit of $7.30 pbd (FY21 operating 

deficit $8.43 pbd) 
• Operating EBITDAR averaged $4,257 pbpa (FY21 EBITDAR $3,924 pbpa) 

Additional Trends • Direct care minutes (RN/EN/PCA) was 180.39 minutes per resident per day (Sep-20 was 178.64 minutes) 
• Occupancy for mature homes declined to 92.0% (Sep-20, 92.8%) (occupancy based on actual available beds) 
• Occupancy for all homes decreased to 90.7% (Sep-20 91.5%) (occupancy based on approved places) 
• Supported resident ratio decreased by 0.8% to 46.2% (Sep-20 47.0%)  
• Average full RAD received for Sep-21 period was $444,921 (Sep-20 $423,925) 
• Proportion of full RADs received was 16%, full DAPs was 66% and Combinations (RAD/DAP) was 18% 
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Home Care Package (HCP) Results 

Revenue • Revenue was $70.26 per client per day an increase of 1.4% from Sep-20 ($69.29 pcpd) 
• Care management revenue as a proportion of total revenue was 19.4% 
• Package management revenue as a proportion of total revenue was 11.1% 
• Revenue utilisation increased by 0.3% to 85.8% of funding received for Sep-21 period (85.3% for Sep-20)  

Expenses • Direct service costs decreased by $1.52 pcpd (57.6% of total revenue compared to 60.6% at Sep-20)  
• Case management cost as % of revenue has increased to 11.5% of revenue (Sep-20 10.4% of revenue)   
• Administration and support costs represent 23.2% of revenue (Sep-20 with 22.8%) 

Unspent Funds • The amount of unspent funds per client (care recipient) has continued to rise and now averages $10,117 per client 
(Sep-20 $9,151 per client) 

• In aggregate across the sector, this represents in excess of $1.7 billion of funds that have not been utilised. 
Operating Result • Operating results have improved from $3.68 per client per day for Sep-20 to $5.62 pcpd for Sep-21 

• However, the operating result has declined from the FY21 average of $6.05 pcpd 
• The profitability margin has improved from 5.3% for Sep-20 to 7.0% for Sep-21 
• Profitability improvements are being driven by a $0.97 increase in package revenue per client per day in parallel with 

efficiency gains in direct service delivery  
Other Trends • Average staff hours per week was 5.62 hours (Sep-20 5.39 hours) 

• The number of packages in the survey has increased 5.9% (10,465 packages) from Jun-21 to Sep-21 
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2. RESIDENTIAL CARE ANALYSIS 
Operating Result 
The Operating Result as shown below has slightly improved from a deficit of $8.43 
per bed day (pbd) for the 12 months to Jun-21 to a deficit of $7.30 pbd for the 3 
months to Sep-21. This improvement is predominantly due to the $10 per bed day 
Basic Daily Fee supplement and the COPE (indexation) increase of 1.1% on the ACFI 
subsidy. 

When comparing to the Sep-20 surplus (3 months) of $2.60 pbd it needs to be 
noted that this surplus included $7.66 pbd net Covid funding. By excluding the 
Covid funding (Sep-20) the adjusted Sept-20 result would have been a deficit of 
$5.06 pbd, meaning that the current Sep-21 deficit result of $7.30 pbd is a 
deterioration $2.24 pbd year-on-year. If a further adjustment was made for the 
$10 pbd Basic Daily Fee supplement (Sep-21) the normalised underlying operating 
result for Sept-20 is a deterioration $12.24 pbd year-on-year. 

Figure 1: Residential Operating Result Snapshot ($ per bed day) 

 
 

 
 
Table 1: Summary Income & Expenditure Comparison ($ per bed day) 

 

Survey 
Sep-21 Sep-20 Jun-21

1,107 Homes 1,070 Homes 1,163 Homes
ACFI
Revenue $192.99              $205.05              $198.96              
Expenditure

Direct care labour costs $137.69              $129.15               $134.60              
Other ACFI labour costs $21.37                $18.48                $20.23                
Other direct costs $12.48                $20.87                $16.75                
Administration $14.68                $13.62                $13.76                

$186.22             $182.13             $185.33             
ACFI RESULT (A) $6.76                  $22.92                $13.63                

EVERYDAY LIVING
Revenue $64.88                $54.03                $54.79                
Expenditure

Catering $33.15                $31.97                $32.90                
Cleaning $9.37                  $8.93                  $9.25                  
Laundry $4.21                  $4.03                  $4.29                  
Other hotel services expense $0.09                  -                     $0.06                  
Payroll tax $0.13                  $0.09                  $0.11                  
Overhead allocation (workcover & education) $0.88                  $0.82                  $0.82                  
Utilities $7.49                  $7.56                  $6.93                  
Routine maintenance & motor vehicle $9.61                  $9.94                  $10.20                
Administration $13.34                $12.38                $12.51                

$78.27               $75.72               $77.08               
EVERYDAY LIVING RESULT (B) ($13.39)              ($21.69)              ($22.29)              

CARE RESULT (C) (A + B) ($6.62)                $1.23                  ($8.65)                

ACCOMMODATION
Revenue

Residents $13.16                $12.90                $13.03                
Government $19.36                $20.26                $19.83                

$32.52                $33.17                $32.86                
Expenditure

Depreciation $19.31                $18.75                $19.59                
Property rental $0.67                  $1.14                  $0.53                  
Other $1.56                  $1.08                  $1.59                  
Administration $11.66                $10.82                $10.93                

$33.19               $31.80               $32.64               
ACCOMMODATION RESULT (D) ($0.68)                $1.37                  $0.22                  

OPERATING RESULT ($ per bed day) (C + D + E) ($7.30)                $2.60                  ($8.43)                

OPERATING RESULT ($ per bed per annum) ($2,451)              $881                   ($2,832)              
EBITDAR ($ per bed per annum) $4,257                $7,620                $3,924                

Survey 
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Table 2: Summary KPI Results Comparison 

 
 
Trend Analysis 
Figure 2: Residential Operating Results by Region ($ per bed day) 

 
 

Figure 3: Residential Operating Results by Region ($ per bed per annum) 

 
 
Number of Aged Care Homes making an Operating Loss 
Figure 4: Aged care homes making an operating loss by remoteness 

 

Sept-21 Sept-20 Difference Jun-21
1,107 Homes 1,070 Homes (YoY) 1,163 Homes

Operating Result ($pbd) ($7.30)             $2.60              ($9.90) ($8.43)             
Operating Result ($pbpa) ($2,451)           $881               ($3,332)     ($2,832)           
EBITDAR ($pbpa) $4,257            $7,620            ($3,363) $3,924            

Average Occupancy (all homes) 90.7% 91.5% (0.7%) 90.2%
Average Occupancy (mature homes) 92.0% 92.8% (0.8%) 92.0%

Average ACFI Revenue ($pbd) $192.99 $205.05 ($12.06) $198.96
Average ACFI Revenue excluding care grants ($pbd) $191.65 $185.94 $5.71 $187.12
Total Care minutes per resident per day 180.39 178.64 1.75 175.81
ACFI services costs as a % of ACFI 82.4% 72.0% 10.4% 77.8%
Supported Ratio 46.2% 47.0% (0.8%) 47.0%

Average Full RAD/Bond held $416,676 $387,879 $28,798 $408,359
Average Full RAD taken during period $444,921 $423,925 $20,996 $448,532

Summary KPI Results

1760



Operating Result Metrics 
Figure 5: Operating Result by average ACFI subsidy ($ per bed day) 

 
 
Figure 6: Operating Result by Occupancy percentage ($ per bed day) 

 

Figure 7: Operating Result by ACFI band and Occupancy percentage ($ per bed day) 

 
 
Figure 8: Operating Result comparison by size of aged care home ($ per bed day) 
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Figure 9: Operating Result comparison by State/Territory ($ per bed day) 

 

 
EBITDAR Result 
The graph below displays residential operating EBITDAR (Earnings Before Interest, 
Taxation, Depreciation, Amortisation and Rent) trend for the years from Sep-17 to 
Sep-21.  

The average Sep-21 EBITDA surplus was $4,257 per bed per annum (pbpa). The 
Sep-20 EBITDA result excluding the net Covid funding was $5,025 pbpa which is a 
deterioration of $768 pbpa, and after allowing for the Basic Daily Fee supplement 
($920 pbpa) the normalised result was a deterioration of $1,688 pbpa. 

The number of homes making an EBITDAR (cash) loss (Figure 11) remains 
concerning as it is financially unsustainable over any extended period.  

The resultant effect is that those homes with a continual EBITDAR losses will need 
to be cross subsidised by other business activities, which may be difficult or, in the 
case of small providers, unlikely to be feasible. 

Figure 10: Residential EBITDAR Results by Region ($ per bed per annum) 

 
 
Number of Aged Care Homes making an EBITDAR loss 
Figure 11: Aged care homes making an EBITDAR loss by remoteness 

 

1762



Results by Geographic Location 
Homes in all locations, including metropolitan, regional and remote locations are 
making operating losses, which is unsustainable in the longer term. 
 
Metropolitan homes continue to be impacted by the COVID-19 pandemic, 
particularly in the Sydney and Melbourne greater metropolitan areas more so than 
in homes in regional and remote areas. COVID funding ceased from 1 July 2021 
except if there was a specific outbreak at a home. Major city homes had an average 
operating loss of $6.34 per bed day compared to Inner Regional ($10.67 per bed 
day and Rural and remote ($5.71 per bed day). 
 
Many regional and remote homes also benefitted from the increased viability 
supplement. 
 
The following graphs highlight the varying results by geographic region.  
 

 
 

 
 

ACFI Subsidy Comparison to Direct Care Costs 
Figure 12: Cumulative increase in ACFI subsidy and Direct Care costs 
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Direct Care Staffing Hours 
Table 3: Direct Care staffing metrics 

 
 

Figure 13: Direct Care staff hours by region 

 

Figure 14: Direct Care staff hours by facility size 

 
 
Average Direct Care Minutes Trend per resident day 
The minimum mandated minutes per resident per day (200 minutes for 
RN/EN/PCA staff) will require increased staffing by an average 19.61 minutes from 
the staffing levels for the Sep-21 period. This represents an increase of 10.9%. 

To achieve this mandated level will require additional direct care staff to be 
employed. This will be a significant challenge for the sector, particularly in regional, 
rural and remote locations where registered nurse availability is at a premium. 

Targeted initiatives designed to attract, train and retain staff will be a major 
strategic imperative in the coming years. Incentives which may include the 
provision of low cost accommodation and increased remuneration will require the 
funding and support from Government. 

The graph below highlights providers have progressively increased the number of 
minutes per resident per day   

 

 

 
Survey 

Average
Staffing Category Sep-21 Sep-20 Jun-21
Registered nurses 0.46 0.44 0.44
Enrolled & licensed nurses 0.28 0.29 0.28
Other unlicensed nurses & personal care staff 2.23 2.22 2.19
Imputed agency care hours implied 0.03 0.03 0.03
Total Direct Care Hours 3.01 2.98 2.93
Care management 0.13 0.14 0.12
Allied health 0.11 0.12 0.11
Diversional/Lifestyle/Activities 0.11 0.12 0.11
Total Care Hours 3.35 3.36 3.27

Total Direct Care minutes per resident day 180.39 178.64 175.81

Survey Average
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Figure 15: Direct Care staff (RN/EN/PCA) trend (minutes per resident per day) 

 
 
Figure 16: Direct Care Staff Minutes by Region (minutes per resident per day) 

 

Figure 17: Direct Care Minutes by average ACFI subsidy bands 

 

 
Everyday Living (Indirect Care) Analysis 
Figure 18: Components of Everyday Living revenue and expenses ($ pbd) 
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The continued under-recovery of everyday living costs is a major contributor to the 
poor financial performance in residential care. Whilst opportunities exist to charge 
additional optional services to residents, several challenges exist in this regard.  

With a supported resident ratio averaging 47.0% across all aged care homes, this 
will continue to be an issue for providers in addressing the introduction of 
additional optional services. 

For the Sep-21 period the direct costs of providing everyday living services 
(excluding any administration allocation) exceeded the revenue by $0.04 pbd (Sep-
20 $9.31 pbd). With an administration cost allocation the deficit for everyday living 
services was $13.39 pbd. 

The Basic Daily Fee supplement (average $9.51 pbd) was only offset by an increase 
in Hotel services expenditure of $1.88 pbd. 

Table 4: Everyday Living revenue and expenses ($ pbd) 

 
 
 
 
 
 
 
 

Accommodation Analysis 
Achieving an acceptable accommodation result is considered essential to facilitate 
the continued refurbishment, major maintenance and upkeep of buildings and 
their surroundings in line with current and future consumer expectations, as well 
as meeting safety and compliance requirements. 

The returns on providing accommodation should also provide sufficient incentives 
for providers to invest in new building stock, particularly considering the future 
growth projections for the sector. 

Table 5: Accommodation revenue and expenses ($ pbd) 

 
 
Consultations with providers, coupled with data collected from Survey 
participants, indicate that a policy of undertaking a major internal refurbishment 
every 8 - 10 years would be considered best practise. This policy should also be 
applied to new constructions. 

The Accommodation result for the Sep-21 period was deficit of $0.68 per bed day 
after an allocation of administration costs (Sep-20 surplus $1.37 pbd). 
 
StewartBrown is advocating a reform to the accommodation pricing model to have 
a deferred rental on RADs to ensure equitability from a consumer and provider 
perspective. 

Sept-21 Sept-20 Jun-21
1,107 Homes 1,070 Homes 1,163 Homes

Basic daily fee supplement - government 9.51 0.00                       -   
Basic daily fee - resident 52.71 52.15                 52.32 
Other resident income 2.66 1.88                   2.47 
Everyday Living revenue $64.88 $54.03  $54.79 
Hotel services 46.81 44.93                 46.51 
Allocation of W/Comp to hotel services 0.66 0.62                   0.61 
Payroll tax - everyday living 0.13 0.09                   0.11 
Utilities 7.49 7.56                   6.93 
Maintenance costs (regular) and motor vehicles 9.61 9.94                 10.20 
Quality and education allocation to everyday living 0.22 0.20                   0.21 
Everyday living expenses $64.92 $63.34  $64.57 
Everyday living result (before Administration)  ($0.04)  ($9.31)  ($9.78)
Administration 13.34 12.38                 12.51 
Everyday Living Result  ($13.39)  ($21.69)  ($22.29)

 Movement

Sept-21 Sept-20 Jun-21
1,107 Homes 1,070 Homes 1,163 Homes

Accommodation revenue $32.52 $33.17  $32.86 
Accommodation expenses
Depreciation 19.31 18.75                 19.59 
Refurbishment 0.19 0.25                   0.32 
Property rental 0.67 1.14                   0.53 
Other accommodation costs 1.37 0.83                   1.26 
Administration 11.66 10.82                 10.93 

Accommodation expenses 33.19 31.80  $32.64 
Accommodation Result  ($0.68) $1.37  $0.22 
Accommodation Result $ per bed per annum  ($227) $464  $74 

Imputed DAP (based on RAD holdings x 65%) ($pbpa) $4,580 $4,395                4,444 
Accommodation Result with imputed DAP ($pbpa) $4,353 $4,859  $4,518 

Depreciation charge $ per bed per annum $6,483 $6,353  $6,578 

 
YoY 

Movement
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Accommodation Pricing 
Figure 19: Median Accommodation Price Trend (by region) 

 

Figure 20: Median Accommodation Price as % of Medium House Price 

 

Occupancy 
Figure 21: Residential Occupancy by region (mature homes) 

 
Figure 22: Residential Occupancy by facility size (number of available places) 
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Figure 23: Residential Occupancy by State/Territory (mature homes) 

 
Figure 24: Residential Occupancy comparison to Increase in Home Care Packages 

 

Administration Costs 
Administration costs have continued to increase at a rate higher than CPI. One of 
the main drivers for this is related to increasing compliance and reporting 
requirements. 

It is likely that administration costs will continue to increase over the FY22 due to 
increased compliance costs associated with the Quality and Safety Standards, 
Serious Incident Response Scheme (SIRS), COVID-19, ACFR reporting, and greater 
scrutiny on direct care staffing costs and care service delivery by consumers and 
stakeholders. 

Table 6: Administration costs ($ pbd) 

 
 
Allocation of Administration Costs  
Although administration costs are unfunded specifically, each of the respective 
revenue streams requires a significant component. The allocation of the 
administration costs has been based on the average provider responses received 
from the annual Administration Survey. 

The allocation for each revenue stream is as follows:- 

o ACFI: 37% ($14.68 per bed day) 
o Everyday Living: 33.6% ($13.34 per bed day) 
o Accommodation: 29.4% ($11.66 per bed day) 
 

Sept-21 Sept-20
1,107 Homes 1,070 Homes

Administration (corporate) recharges 25.01 22.76
Labour costs - administration (facility) 7.54 7.29
Other administration costs 5.48 5.35
Workers compensation 0.19 0.17
Payroll tax - administration staff 0.04 0.02
Fringe Benefits Tax 0.01 0.00
Quality & education - labour costs 0.04 0.04
Quality and education - other 0.02 0.02
Insurances 1.36 1.17
Total Administration Costs  $39.68  $36.83 

 
YoY 

Movement
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3. HOME CARE ANALYSIS 
Operating Result 

 
 
Overview 
Compared to Sep-20, there has been an increase in home care revenue per client 
day, care management and advisory costs, administration and support costs, and 
a reduction in direct care costs. The operating result is $4.90 per client per day 
(pcpd) an increase of $1.22 pcpd from Sep-20 ($6.05 pcpd for FY21). 

The average unspent funds is now $10,117 per client compared to Sep-20 ($9,151 
per client). In aggregate, across the sector this represents in excess of $1.6 billion 
nationally.  

Revenue utilisation has slightly increased from 85.5% Sep-20 to 85.8% for Sep-21 
(however lower than the FY21 87.3%). Average staff hours worked per client week 
increased to 5.62 staff hours per client per week (Sep-20 5.39 hours). Revenue 
utilisation remains the primary issue in improving the financial performance.  

Table 7: Summary KPI Results Comparison 

 

Figure 25: Operating Result by revenue band ($ per client per day) 

 

Sep-21 Sep-20 Difference Jun-21
49,978 Packages 41,295 Packages (YoY) (50,567 Packages)

Total revenue $ per client per day $70.26 $69.29 $0.97 $72.08
Operating result per client per day $4.90 $3.68 $1.22 $6.05
EBITDA per client per annum $1,971 $1,546 $425 $2,362

Average total Internal Staff hours per client per week 5.62 5.39 0.23 5.36

Median growth rate 3.12% 2.40% 0.7% 13.82%
Revenue utilisation rate for the period 85.8% 85.5% 0.3% 87.3%
Average unspent funds per client $10,117 $9,151 $966 $9,855

Cost of direct care & brokered services as % of total revenue 57.6% 60.6% (3.0%) 58.4%
Care management & coordination costs as % of total revenue 11.5% 10.4% 1.1% 10.5%
Administration & support costs as % of total revenue 23.2% 22.8% 0.4% 22.0%
Profit Margin 7.0% 5.3% 1.7% 8.4%

HCP Summary Results
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Figure 26: EBITDA Result by revenue band ($ per client per annum) 

 
 
Figure 27: Operating Result by revenue split ($ per client per day) 

 

Figure 28: Revenue Utilisation percentage by revenue band 

 
 
Figure 29: Operating Result and Revenue Utilisation revenue band 
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Unspent Funds 
Figure 30: Average Unspent Funds by revenue band ($ per client) 

 

Figure 31: Unspent Funds trend analysis ($ per client) 

 

Staff Hours Worked per Care Recipient 
Direct service hours per care recipient per week (including agency staff) has 
increased to 4.10 hours (on average) for Sep-21 compared to 3.91 hours for Sep-
20. 

It is important to note that staffing hours are for direct care service delivery by 
providers to clients (care recipients). These hours do not include sub-contracted (or 
brokered) services which may include home maintenance, cleaning, social support 
and allied health.  Sub-contractors as well as providers perform these services. 

Table 8: Staff Hours worked per care recipient per week 

 
 
Figure 32: Staff Hours per care recipient per week trend analysis 

 

 Sep-21 Sep-20 Difference
Direct service provision 3.96 3.76 0.20           
Agency 0.14 0.15 (0.02)          
Care management & coordination 0.98 1.00 (0.01)          
Administration & support services 0.54 0.47 0.06           

Total Staff Hours 5.62 5.39 0.23           
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Figure 33: Staff Hours per care recipient week trend analysis (Levels 2 and 4) 

 
 
Figure 34: Internal and Brokered Services staff costs comparison 

 

Figure 35: Case Management and Administration cost as % of revenue 

 
 
Package Growth 
The Government has made several announcements to increase the number of 
home care packages in the aged care system: 
♦ On 8 July 2020 the Government announced that $347.4 million over 5 years 

would be spent on an additional 6,105 home care packages (2,035 at level 1, 2 
and 3) in 2020-21. These packages commenced being rolled out in July 2020 

♦ 23,000 packages announced in the 2020-21 Budget are in addition to the 6,105 
packages already announced in July (5,000 at level 1, 8,000 at level 2 and 4 and 
2,000 at level 4). These packages commenced roll out in November 2020 

♦ On 16 December 2020 the Government announced an additional 10,000 
packages (2,500 at each level) costing a total of $850.8 million over 4 years (to 
FY24). These additional home care packages will be released with roll out from 
January 2021 to June 2021 

♦ On 11 May 2021, the May Budget announced an additional 80,000 packages 
to be released over the FY22 and FY23 periods at a total cost of $6.5 billion. 
This investment is expected to increase the total package pool to 275,598 
packages by the end of FY23 
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Figure 36: Number of People in a Home Care Package 

 
 
Figure 37: Demand for Home Care Packages 

 

Figure 38: Number of People in a Package compared to Operating Result ($ pcpd) 

 
 
Funding Reform 
The following table indicates that unspent funds represent a significant percentage 
of the total subsidy: 

 
If there were (say) 8 funding package levels between the lowest and highest this 
may assist in better utilisation of the funding to equate to actual services required 
by care recipients (refer below example): 
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4. GLOSSARY 
Accommodation Result  
Accommodation Result is the net result of accommodation revenue 
(DAPs/DACs/Accommodation supplements) and expenses related to capital items 
such as depreciation, property rental and refurbishment costs.  It no longer 
includes costs associated with recurrent repairs and maintenance and motor 
vehicles. 

ACFA  
Aged Care Financing Authority - the (former) statutory authority which provides 
independent advice to the government on funding and financing issues, informed 
by consultation with consumers, and the aged care and finance sectors. 

ACFI Revenue  
Aged Care Funding Instrument (ACFI) revenue includes the subsidy received from 
the Commonwealth and the means-tested care fee component levied to the 
resident. ACFI revenue includes the additional care supplement subsidies and 
some specific grant (not capital) funding.  

ACFI Result 
ACFI Result represents the net result from revenue and expenses directly 
associated with care. It includes ACFI and Supplements (including means-tested 
care fee) revenue less total care expenditure, and this includes an allocation of 
workers compensation and quality and education costs.   

ACH (Facility) Result 
This refers to the Operating Result may also be referred to as the net result or the 
NPBT Result.  

ACH EBITDAR 
The same as Facility EBITDAR. The starting point for this calculation is the Aged 
Care Home (Facility) Result which is the combination of the Care and 
Accommodation results. It excludes all “provider revenue and expenditure” 
including fundraising revenue, revaluations, donations, capital grants and sundry 
revenue. It also excludes those items excluded from the EBITDAR calculation 
above.  

This measure is more consistent across the aged care homes (facilities) because it 
excludes all those items which are generally allocated at the aged care home 
(facility) level on an inconsistent and arbitrary basis depending on the policies of 
the individual provider. 

Administration Costs  
Administration Costs includes the direct costs related to administration and 
support services and excludes the allocation of workers compensation and quality 
and education costs to ACFI and everyday living.  

Aged Care Home 
Individual discrete premises that an approved provider uses for residential aged 
care. “Aged Care Home” is the term approved at the Department of Health; in 
some contexts, “facility” is used, with an identical meaning. 

Averages 
For residential care all averages are calculated using the total of the raw data 
submitted for any one-line item and then dividing that total by the total occupied 
bed days for the aged care homes in the group. For example, the average for 
contract catering across all homes would be the total amount submitted for that 
line item divided by the total occupied bed days for all aged care homes in the 
Survey. 

For home care all averages are calculated using the total of the raw data submitted 
for any one-line item and then dividing that total by the total client days for the 
programs in the group. For example, the average for sub-contracted and brokerage 
costs across all programs would be the total amount submitted for that line item 
divided by the total client days for all programs in the Survey. 

Average by line item 
This measure is averaged across only those aged care homes that provide data for 
that line item.  All other measures are averaged across all the homes in the 
particular group. The average by line item is particularly useful for line items such 
as contract catering, cleaning and laundry, property rental, extra service revenue 
and administration fees as these items are not included by everyone. 
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Bed Day  
The number of days that a residential care place is occupied in the Survey period. 
Usually represents the days for which an ACFI subsidy or equivalent respite subsidy 
has been received. 

Benchmark 
We consider the benchmark to be the average of the First 25% in the group of 
programs being examined. For example, if we are examining the results for aged 
care homes (facilities) / programs in Band 4, then the benchmark would be the 
average of the First 25% of the aged care homes (facilities) / programs in Band 4. 

Benchmark Bands 
Residential Care 
Based on Average ACFI + Care Supplements (including respite) ($ per bed day): 

Band 1 - Over $197 
Band 2 - Between $182 and $197 
Band 3 - Between $167 and $182 
Band 4 - Under $167 

Home Care 
Based on Total Revenue (Direct Care + Brokered + Case Management + 
Administration) ($ per client day): 

Band 1 - Under $47 
Band 2 - Between $47 and $67 
Band 3 - Between $67 and $87 
Band 4 - Over $87   

Care Result  
This is the element of the aged care home (facility) result that includes the direct 
care expenses and everyday living costs and administration and support costs. It is 
calculated as ACFI Result plus Everyday Living Result minus Administration Costs.  

Dollars per bed day 
This is the common measure used to compare items across aged care homes 
(facilities). The denominator used in this measure is the number of occupied bed 
days for any home (facility) or group of homes (facilities). 

Dollars per client day 
This is the common measure used to compare items across programs. The 
denominator used in this measure is the number of client days for any programs 
or group of programs. 

EBITDAR 
This measure represents earnings before interest (including investment revenue), 
taxation, depreciation, amortisation and rent. The calculation excludes interest 
(and investment) revenue as well as interest expense on borrowings. EBITDAR is 
used for residential care analysis only, whereas Home Care uses EBITDA only. 

The main reason for this is to achieve some consistency in the calculation. Different 
organisations allocate interest and investment revenue differently at the “aged 
care home (facility) level”. To ensure that the measure is consistent across all 
organisations we exclude these revenue and expense items. 

EBITDAR per bed per annum  
Calculation of the overall aged care home (facility) EBITDAR for the financial year 
to date divided by the number of operational beds in the aged care home (facility).   

NPBT  
Net Profit Before Tax. For the context of the Survey reports, NPBT is referred to as 
Operating Result or net result or, in the aged care home (facility) analysis, as the 
ACH Result (Aged Care Home, or Facility) Result.  

Facility 
An aged care home is sometimes called a “facility” for convenience. The Facility 
Result is the result for each aged care home being considered. Often called Aged 
Care Home and abbreviated to ACH. 

Everyday Living Result  
Revenue from Basic Daily Fee plus Extra or Optional Service fees less Hotel Services 
(catering, cleaning, laundry), Utilities, Motor Vehicles and regular Property & 
Maintenance (includes allocation of workers compensation premium and quality 
and education costs to hotel services staff). 
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Home Care Packages (HCP) 
Home Care results (NPBT) are distributed for the Survey period from highest to 
lowest by $ per client per day ($pcd). This is then divided into quartiles - the First 
25% is the first quartile, second 25%, third 25%, fourth 25% and the average of 
each quartile is reported. The First 25% represents the quartile of programs with 
the highest NPBT result. 

Residential Care 
The Residential Care results are distributed for the Survey period from highest to 
lowest by Care Result. This is then divided into quartiles - the First 25% (the first 
quartile), second 25%, third 25%, fourth 25% and the average of each quartile is 
reported. The First 25% represents the quartile of homes with the highest Care 
Result.  

Location - City 
Aged care homes have been designated as being city based according to the 
designation by the Department of Health in their listing of aged care services. 
Those that were designated as being a “Major City of Australia” have been 
designated City. 

Location - Regional 
Aged care homes have been designated as being regionally based according to the 
designation by the Department of Health in their listing of aged care services. 
Those that were designated as being an “Inner Regional”, “Outer Regional” or 
“Remote” have been designated as Regional. 

Survey is the abbreviation used in relation to the Aged Care Financial Performance 
Survey. 
 
 
 
 
 
 
 
 

Data Collection Process 
 

 
Data Cleansing Process 
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Survey Data and Metrics 
 
Residential Data Set 
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Home Care Data Set 
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Foreword 
I am pleased to present the Aged Care Financing Authority’s (ACFA) 2021 Report on the Funding 

and Financing of the Aged Care Sector. This is ACFA’s ninth annual report. Following 

announcements flowing from the Government’s May 2021 Budget response to the Royal 

Commission into Aged Care Quality and Safety, this will be ACFA’s final report and as at 

30 June 2021 ACFA ceased to operate. 

ACFA’s ninth annual report comes at a crucial time for the aged care sector in Australia following 

the final report of the Royal Commission into Aged Care Quality and Safety in February 2021 and 

the Government’s response through the May 2021 Budget. The Government has announced 

$17.7 billion of additional funding for aged care over the next four years to 2024-25 as well as 

significant structural changes. These announced changes come on the back of the COVID-19 

pandemic which caused significant upheaval and cost to aged care providers and consumers, as it 

did the entire community, and which has the potential to continue to do so.  

This report is based largely on the financial performance of providers for 2019-20. The COVID-19 

pandemic started to affect the community late in 2019-20 so the effects, while somewhat evident in 

2019-20, were more prominent in 2020-21. 

In last year’s annual report, ACFA noted the uncertainty being felt by aged care providers from not 

only COVID-19 but uncertainty over the possible findings of the Royal Commission and more 

importantly the Government’s response. The residential aged care sector was also facing a 

significant deterioration in its financial position, which deepened in 2019-20, for which there was 

no immediate relief in sight. 

The Government’s response in the May 2021 Budget to the Royal Commission’s recommendations 

provides a platform for a better resourced sector, but with an expectation of a significant 

improvement in the quality of care and quality of life that the sector provides older Australians. The 

operating environment for individual providers will become more competitive as consumer choice 

and control is increased and providers are exposed to significantly increased regulatory, 

accountability, transparency and prudential requirements.  

Providers with the capacity to adapt to the new operating environment can expect to do well under 

the new arrangements. Providers who are slow to adjust to the new environment, or fail to improve 

their performance, will have to reconsider their future role in the sector. 

Most of the more transformative changes that have been announced, development of which was 

already in train for several years, are subject to considerable design development, consultative 

processes and implementation risks which will need to be successfully negotiated before the 

potential benefits for future older Australians will be realised.  

Under current arrangements, the announced reforms will also add significantly to the cost of future 

aged care services for Government, and therefore future taxpayers, and raises concerns about the 

sustainability of future aged care services which remain to be resolved.  

Securing a sufficient, well trained and empathetic workforce will need ongoing and priority 

attention by Government, training institutions and providers.  

Overall, the outlook for aged care providers is demanding but holds significant promise for 

efficient providers who deliver quality aged care services.  
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As this is ACFA’s final annual report, I am also taking this opportunity to reflect on the role and 

achievements of ACFA. 

ACFA was established as a statutory committee in 2012 in response to the Productivity 

Commission’s Report Caring for Older Australians whose recommendations for reforming aged 

care included the creation of an independent regulatory body to report on the costs of delivering 

aged care services and transparently recommend a schedule of prices and subsidies for aged care 

services.  

The role given to ACFA stopped short of recommending prices and subsidies. ACFA instead was 

tasked with providing independent and transparent annual advice to the Minister responsible for 

aged care on the funding and financing of the aged care sector. This included advice on the 

viability and sustainability of the aged care sector; the ability of aged care consumers to access 

quality aged care; the aged care workforce; and on any other matters referred by the Minister.  

Feedback from the sector has confirmed that ACFA’s annual reports have become a valuable 

source of information and analysis for the sector, and ACFA’s reports on issues referred by the 

Minister for advice have informed Government and the sector on the operation of the aged care 

sector and reforms to improve aged care services. A list of the reports on issues referred by the 

Minister is provided at Appendix B.  

In its May 2021 Budget following the Royal Commission into Aged Care Quality and Safety, the 

Government announced that it will now establish independent and transparent processes for 

determining aged care prices, as originally recommended by the Productivity Commission. This is 

to be achieved by extending the role of the Independent Hospital Pricing Authority, complemented 

by a new National Aged Care Advisory Council. ACFA urges that these arrangements provide for 

the continuation and further development of ACFA’s work, including an annual report on the 

funding and financing of the aged care sector, because it provides a valuable insight into and 

understanding of the operations and finances of the aged care sector to inform future policy. 

In concluding, I would acknowledge the contribution to the work of ACFA of its past and current 

members, and in particular ACFA’s two substantive Chairs, Lynda O’Grady and 

Mike Callaghan AM PSM. A special acknowledgement and thank you also to the small Secretariat in 

the Commonwealth Department of Health who have ably supported the work of ACFA.  

  

 

Nicolas Mersiades 

Acting Chair 

Aged Care Financing Authority 
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Executive Summary 

Aged care in Australia 

In 2019-20, Government subsidised aged care services were provided to over 1.3 million people. 

The majority of these received services through the three major programs discussed in this report: 

The Commonwealth Home Support Programme (CHSP), the Home Care Packages Program and 

residential care. It is estimated that by 2023-24 around 1.5 million people will be accessing 

subsidised aged care services. Many older Australians continue to purchase support services on the 

open market and/or receive assistance from volunteers and charitable organisations.  

Australian Government expenditure on aged care in 2019-20 was $21.2 billion, up from 

$19.9 billion in 2018-19. This is projected to increase to over $27 billion by 2023-24. The aged care 

sector makes a significant contribution to the Australian economy, currently representing 

1.2 per cent of Gross Domestic Product (GDP). 

In 2019-20, subsidised aged care services were provided by: 

• 1,452 CHSP providers (1,458 in 2018-19);  

• 920 home care providers (928 in 2018-19); and 

• 845 residential care providers (873 in 2018-19). 

Consumer expenditure on aged care was around $5.4 billion in 2019-20 (excluding refundable 

accommodation deposits), compared with $5.1 billion in 2018-19. Fees for everyday living expenses 

in residential care (the basic daily fee) represents two-thirds of consumer expenditure. 

There are over 366,000 paid workers in aged care with a further 68,000 volunteers1. 

Access to aged care 

In 2019-20 the number of home care consumers continued to increase significantly, up to 173,743 

from 133,439 in 2018-19, an increase of 30 per cent.  

The number of consumers of residential care increased from 242,612 in 2018-19 to 244,363 in 

2019-20.  

The number of CHSP consumers in 2019-20 was 839,373, the second year that the CHSP operated 

as a fully national program. This was down slightly from 840,984 in 2018-19.  

Since the Living Longer Living Better (LLLB) reforms in 2012, the Government’s overall aged care 

provision target ratio was being adjusted to progressively increase from the target of 113 

operational places per 1,000 people aged 70 and over that applied prior to 2012 to 125 by 

2021-22. Over the same period the target for home care packages was increasing from 27 to 45, 

while the residential care target will reduce from 86 to 78. The remaining two places are for the 

Short Term Restorative Care Programme (STRC).  

ACFA notes the significant number of additional home care packages that have been released in 

recent years in response to increasing consumer preference to remain at home and the large 

1 This is as of 2016 when the most recent Workforce Census was conducted. 
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number of people in the National Prioritisation System. These recent increases have already 

resulted in the target of 45 home care places being exceeded, with an achieved ratio of 53.6 

mainstream packages available per 1,000 people aged 70 and over at 30 June 2020.  

The Government has accepted in-principle the Royal Commission’s recommendation that service 

planning be based on need, not rationed, but added that the structure of the future planning 

regime, including the role of the aged care provision ratio or another mechanism, will be 

determined as part of the design for a new support at home program which will combine CHSP 

and home care packages. The release of a further 80,000 packages by June 2023 in response to the 

Royal Commission will allow the current home care provision target to continue to be exceeded 

until the new combined support at home program is introduced. 

The proportion of people using home care and residential care at age 85 and over is more than 

three times that of people aged 70 and over, as has been the case in recent years. 

During 2019-20, across all residential care, access to services for supported residents (excluding 

residents receiving extra services) was stable, as has been the case in previous years. 

In residential care, average occupancy continues to fall, down to 88.3 per cent in 2019-20 from 

89.4 per cent in 2018-19 and 90.3 per cent in 2017-18. It was noted in last year’s annual report that 

the spread of COVID-19 could impact occupancy rates. While there were some short-term effects 

in 2019-20, and noting that some COVID-19 impact would also have been felt in 2020-21, it does 

not appear that overall occupancy across the sector has been affected, noting that the gradual 

downward trend was already evident and has continued in 2019-20. Nevertheless, some providers 

with services in areas that experienced high levels of community transmission will have incurred 

more pronounced reductions in occupancy. 

ACFA also notes that initial data from the Department of Health indicates that the gradual decline 

in occupancy has continued in the first half of 2020-21. This is also supported by the 

December 2020 quarterly report that StewartBrown produce, which reported that, based on their 

provider survey group, occupancy has continued to fall slightly in the six months to 

December 2020. 

Commonwealth Home Support Programme (CHSP) 

In 2019-20 the CHSP provided services to 839,373 older Australians. Total Australian Government 

expenditure on the CHSP in 2019-20 was $2.8 billion, which included emergency COVID-19 funding 

and $158.1 million to My Aged Care, Regional Assessment Services and other initiatives in support 

of the CHSP, with $2.6 billion being for service delivery.  

As part of its Budget announcements in response to the final report of the Royal Commission, the 

Government re-affirmed its intention, first announced in 2016, to move towards a single unified 

system for care of older people at home by 2023. The unified system will combine the existing 

CHSP and the Home Care Packages Program.  

Home care 

Australian Government expenditure on home care packages in 2019-20 was $3.4 billion, up from 

$2.5 billion in 2018-19. Services were provided to 173,743 consumers, up from 133,439. 

• Consumers of home care contributed $102 million toward the cost of their care through the 

basic daily fee and income tested fees. 
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At 30 June 2020, the number of operational home care providers was 920, down slightly from 928 

at 30 June 2019. The slight decline follows three years of significantly increasing numbers of 

providers of home care. 

Not-for-profit providers continue to be the largest provider group in the home care sector, with 

52 per cent, stable from 2018-19. Sixty-eight per cent of consumers had their home care package 

with not-for-profit providers at 30 June 2020, down from 72 per cent in 2018-19. 

Seventy-two per cent of home care providers achieved a net profit in 2019-20, up from 69 per cent 

in 2018-19. Across the sector, providers achieved an average EBITDA of $1,369 per consumer, up 

from $1,211 in 2018-19 and $1,217 in 2017-18. This is still significantly lower than the three years 

up to 2016-17 which saw EBITDA of around $3,000 per consumer. The decline in EBITDA since 

2016-17 coincides with the assignment of home care packages to consumers from 

27 February 2017 and a significant increase (85 per cent) in the number of approved home care 

providers. 

The for-profit providers, after being the strongest performing provider group up to 2016-17, 

reported by far the worst results for the third year in a row, albeit with improved performance 

compared with 2018-19. The for-profit providers recorded average EBITDA per consumer of $1,063 

($728 in 2018-19) compared with $1,463 reported by the not-for-profit providers ($1,320 in 

2018-19). 

Unspent funds continued to increase significantly in 2019-20 with home care providers holding 

$1.2 billion at 30 June 2020, an increase of almost 60 per cent from $751 million at 30 June 2019. 

ACFA noted in last year’s report that based on the rate at which unspent funds were increasing, 

unspent funds could be around $1 billion by 30 June 2020. The change in February 2021 to subsidy 

payment arrangements which resulted in home care subsidies and supplements to home care 

providers being paid in arrears rather than in advance, to be followed in September 2021 by 

payment in arrears for services provided, will eventually lead to the Commonwealth holding the 

unspent funds, rather than the provider.  

Residential care 

Australian Government expenditure on residential care in 2019-20 was $13.4 billion, up from 

$13.0 billion in 2018-19. Services were provided to 244,363 residents. At 30 June 2020 there were 

217,145 operational places, up from 213,397 at 30 June 2019. 

In 2019-20, residents contributed $3.6 billion toward their living expenses (the basic daily fee), 

$646 million towards their care costs (means tested fees) and $845 million towards their 

accommodation (excluding refundable lump sum accommodation deposits). 

• As at 30 June 2020, there were 845 residential care providers, down from 873 in 2018-19, 

continuing the consolidation of recent years, with the number of residential care places 

increasing while the number of providers gradually decreases.  

• Not-for-profit providers continue to represent the largest proportion of ownership type in 

residential care, with 56 per cent of providers and 55 per cent of places. 

• Residential care providers generated total revenue of $20.5 billion in 2019-20, up from 

$19.3 billion in 2018-19, an increase of 6.4 per cent, equating to revenue of $296.64 per resident 

per day, an increase of 4.6 per cent from $283.54 in 2018-19.  

• Total expenses in 2019-20 were $21.3 billion, up from $19.0 billion in 2018-19, an increase of 

11.7 per cent, equating to $307.27 per resident per day, compared with $279.65 in 2018-19, an 
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increase of 9.9 per cent. The increase in costs continues to outstrip the increase in revenue, 

evident in financial reports since 2017-18. 

• Residential care providers as a whole reported an overall loss of $736 million in 2019-20, 

compared with a total profit of $264 million in 2018-19.  

• The residential care sector reported average EBITDA per resident of $6,445, down from $8,523 in 

2018-19, a 24.4 per cent decrease. This is the third year in a row of decreasing financial 

performance, with average EBITDA having decreased by almost 44 per cent since 2017-18.  

• ACFA notes the additional funding provided by the Government specifically to assist providers 

during the COVID-19 pandemic meet the additional COVID-19 related expenses. Analysis shows 

that without the additional revenues and expenses reported by providers2, the average EBITDA 

would have been $5,950 or a 30.2 per cent decrease, although noting this analysis is dependent 

on the accuracy of how providers reported their COVID related expenses. 

The decline in EBITDA over the years since 2016-17 has been far greater for providers in the 

bottom two quartiles (62 per cent and 132 per cent respectively) compared with those in the top 

two quartiles (17 per cent and 23 per cent respectively), indicating that the better performing 

providers have weathered the financial pressures of recent years far better. 

• ACFA also notes that the December 2020 quarterly report from sector analysts StewartBrown 

indicates a slight worsening of residential care provider financial performance in the six months 

to 31 December 2020. The StewartBrown report is based on a survey of around 40 per cent of 

providers.  

Residential care: capital investment 

• At 30 June 2020, the residential care sector held total assets of $56.4 billion (up from 

$52.6 billion) and total liabilities of $44.8 billion (up from $39.0 billion). Total liabilities included 

$32.2 billion of refundable accommodation deposits, up from $30.2 billion at 30 June 2019. 

• Residential care providers recorded an average return on equity of 10.6 per cent in 2019-20, 

down from 12.5 per cent in 2018-19. The average return on assets was 2.2 per cent, down from 

3.0 per cent in 2018-19. 

Net worth/total equity as a proportion of assets decreased to 20.5 per cent after being around 

24-26 per cent for the previous four years. This decrease was a direct result of the sector making a 

large loss ($736 million) in 2019-20. 

• As at 30 June 2020, $5.7 billion of building works were either completed or in-progress 

compared with $5.3 billion at 30 June 2019. However, planned building activity remained 

significantly lower for the third year in a row compared with the previous years. The 

deteriorating financial performance of providers as well as uncertainty associated with the Royal 

Commission into aged care has likely contributed to depressed investment intentions. 

Future demand for aged care 

While average occupancy in residential care has been trending down in recent years, in the longer 

term the demand for all aged care services and support required by older Australians, including 

subsidised services, will continue to expand with the ageing of the population.  

2 For 2019-20 onwards, the ACFR provided to the Department each year by home care and residential care providers was 

amended so that COVID related income and expenses could be identified and tracked.   
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It is not currently possible to accurately measure demand or to reliably establish consumer 

preference for residential and home care, due to existing supply constraints. The announcement in 

May 2021 of an additional 80,000 home care packages on top of what was already planned will 

significantly reduce unmet demand for home care by 2023. A key challenge to be addressed by the 

proposed integrated single home care and support program flagged to take effect from 

1 July 2023, is to align growth in the availability of care with demand for in-home care that is 

expected to grow at a faster rate than that allowed for under the current provision target.  

The structural ageing of the Australian population over the next 20 years will see the size of the 

70 years and over cohort increase by over one million people each decade; this is on a base of 

2.8 million people in 2020. Underneath this, the older age groups will more than double over this 

period; for example, the 85 years and over cohort will increase from around 500,000 people in 2020 

to over one million people by 2040. 

At the same time that population ageing is putting pressure on the demand for aged care, the 

relative supply of informal carers is diminishing. 

Looking ahead 

In recent years, residential care providers have been experiencing an unsustainable deterioration in 

financial performance, which deepened in 2019-20. Home care providers have also been 

experiencing declining financial performance as they adapted to a more competitive operating 

environment following the assignment of home care packages to individuals rather than to 

providers. 

The prospect of further reform following the Royal Commission, and doubts about the shape and 

direction that might take, added further uncertainty, while at the same time presenting as a 

potential opportunity for positive long-term reform to improve the sustainability and quality of 

aged care services. Nevertheless, this uncertainty and the deterioration in financial performance, 

together with the demands of managing the COVID-19 pandemic, have resulted in a reluctance by 

many residential care providers to embark on new investments.  

The Government’s response to the Royal Commission’s Final Report is substantial and involves a 

very significant increase in Government funding and structural change. From the perspective of 

older Australians, the announced reforms are positive and hold out the prospect of improved 

access and improved care standards. But these reforms come at a considerable cost. Without 

reform of consumer funding contributions, the Government and therefore future taxpayers will be 

facing significant sustainability concerns. 

In residential care, the $10 per resident per day Government-funded increase in the basic daily fee 

should bring some relief for the immeditate future. For the longer term, the ongoing financial  

viability of residential care providers will be heavily influenced by whether the new Australian 

National Aged Care Classification (AN-ACC) funding model and the independent and transparent 

pricing arrangements will result in prices that reflect the cost for efficient providers to deliver 

quality of care and quality of life outcomes that meet community expectations.   

While the Government’s reforms fall short of uncapping the supply of aged care services and 

ending service rationing, there have been significant steps to increase consumer choice and 

control. These include the release of an additional 80,000 home care packages, changes to 

community and residential respite, the assignment of residential care subsidies to individuals, and 

the prospect of a new home-based care program which extends consumer choice and control.  
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ACFA also notes that the Government will consider options that could reduce the current 

dependence on Refundable Accommodation Deposits (RADs) as a mechanism to raise capital in 

the residential aged care sector, while not putting any timeframe on this. Any move to reduce the 

current dependence on RADs will need to ensure that providers can access alternative capital, 

including being able to meet the commercial terms required by financiers and equity investors.  

The Government’s response to the Royal Commission includes funding for more training and 

incentives for aged care workers, and a campaign to attract more workers to the sector. It also has 

mandated minimum average care staff minutes per resident to apply in residential care from 

July 2023 and announced a significant increase in home care packages by June 2023. 

Implementation of these measures within these timeframes will require a greater supply of skilled 

workers.  

ACFA notes that the attraction and retention of a skilled workforce was not fully addressed in the 

Government’s response to the Royal Commission, with no provision or commitment included in the 

2021-22 Budget to improve the remuneration of workers in the sector. Instead, the Government is 

allowing the current Health Services Union application before the Fair Work Commission to run its 

course, and to allow the outcome of the application to be addressed under the new independent 

price determination arrangements. Additionally, with over 30 per cent of residential care workers 

and over 20 per cent of home care workers born overseas, the prospect of continuing border 

restrictions will impact on the availability of workers. 

The response to the Royal Commission also includes measures that will make management and 

governance of residential aged care services more demanding, including greater transparency and 

accountability provisions and increased reporting requirements, as well as increased quality 

regulatory activities and strengthened prudential requirements. In addition, the increased 

competitive pressures arising from the removal of the Aged Care Approvals Round (ACAR) from 

July 2024, more opportunities for older people to choose care at home as a result of the increased 

supply of home care packages and increased transparency will require providers to be more 

responsive to consumer preferences in order to succeed.  

In combination, the increasingly competitive aged care service environment and greater 

transparency and accountability will increase pressures already evident for structural adjustment. 

ACFA has previously noted that some structural adjustment of the sector was likely as a result of 

reforms already in train, and indeed needed. 

Taken together, the changes flowing from the Government’s response to the Royal Commission 

entail further significant reform and transformation of the aged care sector and a period of 

significant adjustment for the industry. Most of the more transformative changes are subject to 

considerable design development, systems development, consultative processes and 

implementation risk which will need to be successfully negotiated before the potential benefits for 

older Australians can be realised. Overall, the reforms provide the platform that should allow 

providers with the capacity to adapt to the new operating environment to do well. Accordingly, the 

outlook for the delivery of high quality, safe and efficient aged care is promising  for older 

Australians who need publicly subsidised care and support.  
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1. This report 
1.1 Aged care in Australia 

The aged care sector in Australia provides services to over 1.3 million Australians and generates annual revenues totalling over $25.8 billion3. The 

sector makes a significant contribution to the Australian economy, representing 1.2 per cent of Gross Domestic Product (GDP). 

The sector is heavily reliant on taxpayer funding, receiving $21.2 billion in Commonwealth funding in 2019-20, an increase of 6.7 per cent from 2018-

19. The majority of the increase was due to the increase in home care consumers, up 30 per cent in 2019-20 to 173,743 from 133,439 in 2018-19. 

There was also an increase of people in permanent residential care, up to 183,989 at 30 June 2020, from 182,705 at 30 June 2019. Almost 66 per cent 

of total funding ($13.4 billion) was for residential care.  

Given the amount of taxpayer funding, objective and thorough analysis of the funding and financing of the sector is of central importance to the 

Government, aged care consumers and providers. 

1.2 About the Aged Care Financing Authority 

The Aged Care Financing Authority (ACFA) was established in 2012 as a statutory committee whose role was to provide independent and transparent 

advice to the Australian Government on funding and financing issues in the aged care sector. ACFA considered issues in the context of maintaining a 

viable and sustainable aged care sector and accessible services that balance the needs of consumers, providers, the workforce, taxpayers, investors 

and financiers. 

ACFA was led by an independent Chair and Deputy Chair, complemented by seven members with aged care or finance sector expertise. Figure 1.1 

shows the ACFA membership and structure as at 30 June 2021. Further details about each member are provided in Appendix A:. There were three 

non-voting Australian Government representatives on ACFA. 

3 Excluding refundable accommodation deposits. 
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Figure 1.1: ACFA Membership4 

 

1.3 The Annual Report on the Funding and Financing of the Aged Care Sector 

Each year ACFA provided the Minister responsible for aged care with a report on the funding and financing of the aged care sector. 

Over time, each annual report has built upon the last, producing a substantial body of in-time as well as trend data on the funding and financing of 

the aged care sector. This is the ninth annual report published. Although ACFA ceased to operate from 30 June 2021, all previous ACFA reports 

provided to the Minister, including the nine annual reports, can be accessed at https://agedcare.health.gov.au/aged-care-reform/aged-care-financing-

authority.  

1.3.1 Methodology 

The 2021 annual report mainly presents and analyses 2019-20 data provided by aged care providers and data held by the Department of Health. This 

is supplemented by more recent data sources, where available, along with consultations with sector participants. 

4 Mr John Dicer finished as Aged Care Pricing Commissioner on 23 May 2021. Mr David Weiss was appointed for a period of six months, commencing 24 May 2021. 
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The principal data sources are financial and administrative data collected by the Department of Health: 

• From Commonwealth Home Support Programme (CHSP) providers (Home and Community Care providers in WA prior to 2018-19): 

– CHSP Data Exchange; and 

– Home and Community Care (HACC) Minimum Data Set (WA) prior to 2018-19. 

• From home care providers: 

– Aged Care Financial Reports (ACFR). 

• From residential care providers: 

– Aged Care Financial Reports (ACFR); 

– General Purpose Financial Reports (GPFR) prior to 2016-17; 

– Annual Survey of Aged Care Homes (SACH); and 

– Published aged care accommodation prices (My Aged Care website). 

• Other general data: 

– The 2019-20 Report on the Operation of the Aged Care Act 1997 (ROACA), and previous editions; 

– Quarterly home care data reports; 

– The 2016 National Aged Care Workforce Census and Survey; and 

– Relevant supplementary information from sector analysts, including StewartBrown. 

In addition to these listed data sources, ACFA consulted with the sector, relevant financiers and other key stakeholders to gain an insight into current 

factors impacting on the sector, although noting that consultations for this report were limited due to COVID-19. 

When discussing the financial performance of providers in this report, Earnings Before Interest, Tax, Depreciation and Amortisation (EBITDA) is the 

main measure used to analyse profitability. This is because EBITDA excludes items such as interest (both income and expense) and tax expenditures, 

which can vary depending on the financing decisions of an organisation; and non-cash expenses, such as depreciation and amortisation which can 

vary greatly based on the size and age of facilities and other assets, and on ownership type and depreciation methods. 

EBITDA therefore can be used to compare organisations with each other and against industry averages and is a good measure of core profit trends 

because it eliminates some of the extraneous factors mentioned above. This is particularly important when analysing aged care given the diversity of 

ownership and capital structures. EBITDA helps to smooth out these factors. 

This report also refers to Net Profit Before Tax (NPBT) which also assists in making comparisons between organisations that are subject to different tax 

treatments. 
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Financial information regarding home care and residential care reported in this report has been collected through the Aged Care Financial Report 

(ACFR). The Accountability Principles 2014, made under Section 96-1 of the Aged Care Act 1997, require approved providers to submit a financial 

report in a form approved by the Secretary of the Department of Health. For providers of residential care, the ACFR must be accompanied by an 

audited General Purpose Financial Report and accompanying audit opinion. The ACFR submitted by home care providers is not required to be audited 

and should not be considered a GPFR.  

ACFA notes that changes made for the 2020-21 ACFR and beyond will result in more financial performance information being collected at the facility 

level, which had not been possible previously. 

The financial analysis and commentary in this report does not include National Aboriginal and Torres Strait Islander Flexible Care Program providers, 

providers operating Multi-Purpose Services or providers under the Short Term Restorative Care Program. 

As discussed in previous annual reports, it is important to be mindful of the sector composition and the varying objectives of providers when 

interpreting the data. The aged care sector continues to be dominated by not-for-profit providers. Traditional profit-based measures are not always 

consistent with the mission and objectives of not-for-profit providers. 

Considerations and limitations 

As significant reforms in aged care continue, some forms of service delivery, and therefore data collection, are changing. For this reason, analysis is not 

always directly comparable with analysis contained in previous reports. Where this is the case, it is noted. 

Since 2016-17, the Aged Care Financial Reports (ACFR) were used by home care and residential care providers to report financial data to the 

Department of Health. Providers previously reported their financial information using different methodologies meaning comparisons with 2015-16 

and earlier years are not always possible. 

The vast majority of financial data available to ACFA regarding home and residential care is at the approved provider level. Because many providers 

have services in multiple locations, ACFA is constrained in its ability to analyse performance at facility or service level or the impact of locational 

factors on funding, financing and financial performance of services. ACFA notes however that changes to financial data collection made by the 

Department of Health in 2021 will result in more service level data being available for future years. 

1.3.2 Navigating the 2021 annual report 

The 2021 annual report is structured as follows: 

• Chapter 2 - Aged care in Australia: Provides an overview of the aged care sector in Australia. 

• Chapter 3 - Access to aged care: Discusses the supply of, and access to, subsidised aged care in Australia. 

• Chapter 4 - Home support: Provides an overview of home support through the Commonwealth Home Support Programme. 
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• Chapter 5 - Home care: Provides an overview of the Home Care Packages Program and a summary of financial performance of home care 

providers in 2019-20. 

• Chapter 6 - Residential care: Provides an overview of residential aged care and a summary of financial performance of residential care providers 

in 2019-20. 

• Chapter 7 - Residential care: capital investment: Provides discussion and analysis of residential care provider balance sheets and capital 

investments, as well as building trends in the sector. 

• Chapter 8 - Future demand for aged care: Discusses the future demand for aged care in the short, medium and long-term. 

• Chapter 9 - A reflection, then looking ahead. 

Analysis of providers in this report is generally presented in four ways: 

• Whole of sector (refers to all providers operating a particular type of care); 

• Ownership type (not-for-profit, for-profit or government owned); 

• Location (metropolitan, regional5 or a mix of metropolitan and regional); and  

• Scale (number of services6 operated by a home care provider or number of facilities operated by a residential care provider). 

When referring to facility ‘size’ the report is referring to the number of beds operated by a single residential care facility. 

When referring to ‘government owned’, the report is referring to services owned and operated by state, territory and local governments. The 

Australian Government does not own or operate aged care facilities or services. 

5 ‘Regional’ refers to all areas outside of major cities. 

6 A home care service is a location to which a consumer goes to interact with an approved home care provider regarding their package of services. 
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2. Aged care in Australia 
This chapter discusses: 

• Types of subsidised aged care in Australia; 

• providers of aged care; 

• the regulation of the supply of subsidised aged care services; 

• Commonwealth and consumer expenditure on aged care; and 

• the aged care workforce. 

This chapter reports that: 

• Australian Government total expenditure on aged care was $21.2 billion in 2019-20, up from $19.9 billion in 2018-19; 

• total expenditure is expected to be $24.6 billion in 2020-21, and to increase to $32.8 billion by 2024-25; 

• services were provided to over 1.3 million people in 2019-20 including: 

- 173,743 consumers of home care, up from 133,439 in 2018-19; 

- 183,989 permanent residents as at 30 June 2020, up from 182,705 at 30 June 2019; 

- 839,373 consumers of CHSP, down from 840,984 in 2018-19. 

• services were provided by: 

– 1,452 Commonwealth Home Support Programme providers, down from 1,458 in 2018-19; 

– 920 home care providers, down from 928 in 2018-19;  

– 845 residential care providers, down from 873 in 2018-19. 

2.1 Overview 

The aged care system has been in a state of reform since 2012 when the Living Longer Living Better reforms were announced. The substantial suite of 

reforms announced by Government in the May 2021 Budget, in response to the Royal Commission into Aged Care Quality and Safety, begins a new 

wave of reforms.   

Older Australians can access a spectrum of aged care, ranging from home-based care and support through to 24-hour care provided in residential 

settings. 
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My Aged Care, administered by the Department of Health, is responsible for arranging an assessment of a person’s eligibility for Commonwealth 

subsidised aged care services. The assessment determines the level of care and support for which the individual may be eligible. 

Means testing conducted by Services Australia (formerly the Department of Human Services) determines whether an individual is required to make a 

contribution towards the cost of their care and accommodation, and the amount of the contribution. 

2.2 Current aged care 

In this report, as was the case with previous ACFA annual reports, the aged care sector is discussed in terms of the three main programs: 

• Commonwealth Home Support Programme (CHSP): Provides services for those who require basic services to assist with remaining in their own 

homes. On 1 July 2015, the CHSP was implemented, combining the previous Commonwealth HACC program7, the National Respite for Carers 

Program, Day Therapy Centres and Assistance with Care and Housing for the Aged. On 1 July 2016, the HACC Program in Victoria transitioned to 

the CHSP and on 1 July 2018 HACC services in Western Australia were also incorporated into the CHSP. All states and territories now operate under 

the CHSP. 

• Home Care Packages Program: Provides services for those who have greater care needs and wish to remain living at home. Care and support is 

provided through a package of home care services purchased using an individual budget. 

• Residential care: Provides accommodation and 24-hour care for those who have greater care needs and choose, or need, to be cared for, in an 

aged care facility. Care can be provided on either a temporary (respite) or permanent basis. 

Table 2.1 shows the number of providers, services, places and consumers as well as Commonwealth and consumer funding for each of the three care 

types for the five years to 2019-20. 

In addition, there are flexible care types about which, due to a lack of financial data, ACFA does not provide analysis or commentary. These include: 

• Transition care:  

The Transition Care Programme (TCP) provides short-term care that seeks to optimise the functioning and independence of older people after a 

hospital stay. Transition care is goal-oriented, time-limited and therapy-focused. The Transition Care Programme seeks to optimise the functioning 

and independence of older people after a hospital stay, enabling them to return home rather than enter residential care. Unlike the STRC, the 

Transition Care Programme is a joint Commonwealth-State funded program. 

• Restorative care:  

Services that focus on enhancing the physical and cognitive function of people who have lost or are at risk of losing condition and independence. 

7 The Commonwealth Home and Community Care program was created on 1 July 2012 following agreement to the transfer of all formerly joint Commonwealth-state/territory HACC 

programs, except Victoria and Western Australia. All states and territories have now joined the CHSP. 
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The Short-Term Restorative Care (STRC) Programme, which commenced in February 2017, aims to reverse and/or slow ‘functional decline’ in older 

people and improve their wellbeing through the delivery of a time-limited, goal-oriented, multi-disciplinary and co-ordinated range of services.  

• Multi-Purpose Services:  

The Multi-Purpose Services (MPS) Program is a long-standing, joint initiative between the Australian Government and state and territory 

governments. The MPS program provides integrated health and aged care services in small rural and remote communities in all states, the 

Northern Territory and Norfolk Island. It focuses on providing health and aged care services to older people in the rural and remote communities 

where they live.  

• National Aboriginal and Torres Strait Islander Flexible Aged Care Program (NATSIFAC):  

The NATSIFAC Program provides culturally safe aged care to older Aboriginal and Torres Strait Islander people to remain close to home and 

community. Providers are located mainly in remote areas. Services can be delivered in either a residential or home care setting. 

• Innovative care services:  

• The Innovative Care Program supports the development and testing of flexible models of service delivery in areas where mainstream aged care 

services may not appropriately meet the needs of a location or target group. 

Table 2.1: Aged care in Australia 2015-16 to 2019-20 
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Number of providers 1,686 496 949 1,621 702 902 1,547 873 886 1,458 928 873 1,452 920 845 

Numbers of 

services/facilities 

N/A 2,099 2,669 N/A 2,367 2,672 N/A 2,599 2,695 N/A 2,691 2,717 N/A 2,650 2,722 

Number of operational 

places 

N/A 78,956 195,82

5 

N/A N/A8 200,68

9 

N/A N/A 207,14

2 

N/A N/A 213,39

7 

N/A N/A 217,14

5 

8 Since the changes in February 2017, packages are no longer allocated to providers. Instead packages are assigned to consumers who choose their preferred service provider. 
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Number of consumers 925,43

2 

88,875 234,93

1 

784,92

7 

97,516 239,37

9 

847,53

4 

116,84

3 

241,72

3 

840,98

4 

133,43

9 

242,61

2 

839,37

3 

173,74

3 

244,36

3 

Commonwealth funding $2.2b $1.5b $11.4b $2.4b $1.6b $11.9b $2.4b $2.0b $12.2b $2.6b $2.5b $13.0b $2.8b $3.4b $13.4b 

Consumer contribution N/A $127m $4.5b $204m $128m $4.5b $219m $122m $4.5b $252m $107m $4.8b $251m $102m $4.9b 

Notes: 

1. Home support for 2015-16 comprises CHSP as well as VIC and WA HACC and in 2016-17 and 2017-18 comprises CHSP as well as WA HACC. 

2. Commonwealth funding for home support in 2015-16, 2016-17 and 2018-19 includes funding for My Aged Care and Regional Assessment Service (RAS) to support the CHSP 

($148 million in 2015-16, $123 million in 2016-17, $128 million in 2018-19 and $158 million in 2019-20). 

3. The number of consumers of home support in 2015-16 (925,432) includes 285,432 for Vic and WA HACC and an estimate of over 640,000 in the CHSP as accurate data was not 

available. Due to the lack of accurate data and differences in counting methods the CHSP consumers for 2015-16 are likely overstated. 
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2.3 Australian Government expenditure on aged care 

The Australian Government spent $21.2 billion on aged care in 2019-20, up from $19.9 billion in 

2018-19.  Australian Government funding is expected to increase to $24.6 billion in 2020-21 with 

over $32 billion budgeted for 2024-25. Chart 2.1 shows Commonwealth funding in aged care since 

2016-17 and budgeted expenditure to 2023-24. 

Almost all of the $1.3 billion increase in Australian Government funding for aged care during 

2019-20 was for the residential and home care programs. Residential care expenditure increased by 

$415 million, an increase of 3.2 per cent, and home care expenditure increased by $881 million, an 

increase of 36 per cent. 

The growth in residential care expenditure can be attributed to a 1.0 per cent increase in the 

number of days of care provided during the year due to an increase in the number of residents 

($134 million), and a 2.1 per cent increase in average care subsidy and supplement payments 

($278 million), the latter resulting primarily from the COVID-19 Support Payment and increase to 

subsidies that formed part of the Government's COVID-19 Aged Care response plan. There is also a 

small interaction effect ($3 million) due to the combined effect of growth in volume and price. 

The increase in home care expenditure in 2019-20 is mainly due to a 32.1 per cent increase in the 

number of days of care provided during the year (due to the rapid expansion in the number of 

packages being released).  

Chart 2.1: Australian Government total aged care expenditure, 2016-17 to 2019-20 and total 

budgeted aged care expenditure, 2020-21 to 2023-24 

 

Funding for residential care is by far the largest proportion of the Commonwealth expenditure at 

63.3 per cent, although noting this is down from around 65-66 per cent in recent years, due mainly 

to the rapid increase in the number of home care packages. The proportions of Commonwealth 

expenditure in 2019-20 across the sector are illustrated in Chart 2.2. 
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Chart 2.2: Australian Government total aged care expenditure, by major program, 2019-20 

 

Australian Government expenditure on aged care is projected by the 2021 Intergenerational Report 

to nearly double as a share of the economy, from 1.2 per cent currently to 2.1 per cent of GDP by 

2060-619. This projection is based on current policy settings and therefore includes policy changes 

announced in the Government’s response to the Royal Commission into Quality and Safety in Aged 

Care. The Intergenerational Report also notes that the design of the new in-home care program, to 

which the Government is committed, will require careful consideration to ensure the system 

remains sustainable, and that developments in wages for the aged care workforce will be a key 

determinant of system costs. 

Costs of care will also be influenced by developments in labour productivity, techological 

innovation, changes in models of care, the increasing complexity of chronic health conditions in 

ageing populations, demand and consumer preferences, all of which entail a degree of uncertainty. 

ACFA has previously noted that the shift in the balance of care in favour of home care over 

residential care was expected to improve affordability for taxpayers over the long term. This is 

because the costs of subsidising accommodation associated with residential care are not incurred 

with home care, and because, on average, under current policies, higher care subsidies apply in 

residential care where 24 hour care is provided. However, the design of the new in-home care 

program could change this situation. 

2.4 Consumer contributions 

Most aged care consumers contribute to their aged care costs. The level of contribution is subject 

to an assessment of affordability and vary according to cost type. 

Residential care consumers all contribute 85 per cent of the basic rate of single age pension 

towards their living expenses (through the basic daily fee10) and, subject to means testing, may be 

required to contribute towards their accommodation and care costs.  

9 Department of the Treasury Intergenerational Report, 2021. 

10 Unless due to hardship they are deemed unable to pay the basic daily fee and then the Government pays the provider 

the equivalent amount. 
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In 2019-20, residents contributed $3.5 billion towards their living expenses, $845 million towards 

accommodation costs by those who chose to pay through a Daily Accommodation Payment (DAP) 

(which excludes those choosing to pay through a refundable lump sum deposit) and $646 million 

towards care costs. Overall, contributions from residents (excluding lump sum deposits) represent 

26.2 per cent of total residential care provider revenue (up from 24.6 per cent in 2018-19), 

66 per cent of which comprises the basic daily fee for everyday living expenses. 

Consumers of home care packages contributed around $102 million to their care and support costs 

in 2019-20, representing 4 per cent of home care providers’ revenue, down from 4.2 per cent in 

2018-19. Commonwealth Home Support Programme consumers contributed $251 million in 

2019-20, which represents 9 per cent of total expenditure on home support. 

Table 2.2 shows the total Government and consumer contribution across service types since 

2015-16. 

Table 2.2: Australian Government expenditure and consumer contribution, by service type, 

2015-16 to 2019-20 

  
2015-16 2016-17 2017-18 2018-19 2019-20 

Home care Government $1.5b $1.6b $2.0b $2.5b $3.4b 

Consumer $127m $126m $122m $107m $102m 

Residential care Government $11.4b $11.9b $12.2b $13.0b $13.4b 

Consumer $4.5b $4.5b $4.5b $4.8b $4.9b 

Home support Government $2.2b $2.4b $2.4b $2.5b $2.6b 

Consumer N/A $204m $219m $252m $251m 

Note: Consumer contributions for home support were not available until 2016-17. 

Consumers may also pay additional amounts to a provider to access additional levels of care or 

services (e.g. for additional care and services that would not otherwise be covered by their Home 

Care Package, or to purchase services in residential care that are additional to those required to be 

provided under the Aged Care Act 1997). 

2.5 Aged care providers 

In this report, as with previous annual reports, providers of the three main types of Government 

subsidised aged care in Australia are discussed. These are CHSP, home care and residential care. 

There are over 3,000 providers who provide these services to older Australians. Table 2.3 shows the 

number of providers over the last seven years. The number of home care providers was stable in 

2019-20 after increasing dramatically over the previous three years. By contrast, the number of 

residential care and CHSP providers have declined over the seven years. The changing number of 

home care and residential care providers is discussed in Chapter 3. 

Table 2.3: Number of aged care providers, by service type, 2013-14 to 2019-20 

 Home support Home care Residential care 

2013-14 1,676 504 1,016 
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 Home support Home care Residential care 

2014-15 1,628 504 972 

2015-16 1,686 496 949 

2016-17 1,621 702 902 

2017-18 1,547 873 886 

2018-19 1,458 928 873 

2019-20 1,452 920 845 

While the majority of providers operate only one type of aged care service, some operate two or all 

three of the major types. Chart 2.3 shows the number of providers providing only one type, two 

types and all three types of services in 2019-20.11 

Chart 2.3: Proportion of aged care providers providing more than one type of aged care 

service, 2019-20 

 

As shown, and as has been the case in previous years, there is a high degree of specialisation in 

terms of service types offered by providers, partly reflecting the fact that the three care types 

evolved as separately funded programs. However, the proportion of providers who have diversified 

into more than one type of care is continuing to increase, albeit very slowly, as shown in Table 2.4. 

Of the 177 organisations who provide all three major types of care, only six are for-profit providers 

(four in the previous two years). 

Table 2.4: Proportion of aged care providers providing more than one type of service, 

2013-14 to 2019-20 

 One type only Two types  All three types  

2013-14 85% 13% 2% 

2014-15 84% 14% 2% 

11 Some aged care providers, particularly not-for-profit providers, also provide disability services and seniors’ housing. 
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 One type only Two types  All three types  

2015-16 78% 16% 6% 

2016-17 76% 17% 7% 

2017-18 74% 19% 7% 

2018-19 73% 20% 7% 

2019-20 72% 21% 7% 

There may be more occurrences of providers providing more than one type of service than 

reported here, however as previously noted, separate provider registration in the three different 

sub-sectors means this is not always apparent, as providers often have different ABNs and different 

trading names. 

2.6 Aged care workforce 

The availability of an appropriately skilled aged care workforce has long been identified as a key 

issue. Providers have had difficulty attracting and retaining a skilled workforce to meet growing 

demand.  

ACFA has previously discussed that the aged care workforce is a shared responsibility between the 

Australian Government and the aged care sector, with many of the levers to influence the 

workforce resting with employers/providers. The Australian Government can support the sector 

through setting policy with appropriate funding that aims to foster viability, flexibility, 

responsiveness and innovation, and supporting competitive labour markets. It can also support the 

sector through funding and regulating the higher education and the vocational education and 

training systems.  

A National Aged Care Workforce Census and Survey12 is conducted approximately every four years. 

In its 2017 annual report, ACFA provided a summary of the findings of the 2016 Survey. The 2016 

census reported the number of paid workers in the aged care sector was around 366,000, with an 

additional 68,000 volunteers.  

Total paid workers in residential care in 2016 was estimated at 235,764, of whom 153,854 were 

direct care workers. Total paid workers in home support and home care were estimated at 130,263, 

of whom 86,463 were in direct care roles. 

Of the reported 434,443 people working in aged care in 2016, 60 per cent were in residential care. 

The remainder of the workforce were in home support and home care. Chart 2.4 shows the 

composition of the aged care workforce as reported in 2016. 

12 https://agedcare.health.gov.au/news-and-resources/publications/2016-national-aged-care-workforce-census-and-survey-the-aged-

care-workforce-2016 
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Chart 2.4: Aged care workforce composition, 2016 

 

The average age of the residential direct care workforce decreased from 48 to 46 between 2012 

and 2016. In contrast, the average age of the direct care workforce in home support and home care 

increased from 50 in 2012 to 52 in 2016. 

Overseas born workers make up a very significant proportion of the aged care workforce. In 2016, 

the proportion in residential direct care was highest with 32 per cent of workers born overseas, 

while in home support and home care the proportion was 23 per cent. This compares with 

35 per cent in residential care and 28 per cent in home support and home care in 2012. Given the 

high proportion of overseas born people working in aged care, the continuing restrictions on 

people entering Australia due to COVID-19 will have an impact on the availability of workers. 

Although aged care remains a female dominated sector, the proportion of males in the workforce 

is continuing to grow, albeit slowly and from a small base. In residential care, 13 per cent of direct 

care workers were male (compared with 11 per cent in 2012). In the home support and home care 

sectors, men represented 11 per cent of all direct care workers (10 per cent in 2012). 

More detailed information from the 2016 National Census and Survey is provided in Appendix D. 

The next census is planned to commence in late 2021. 

Following the Royal Commission into Aged Care Quality and Safety, the Government announced in 

its May 2021 Budget a range of measures designed to improve the aged care workforce. The 

measures include funding for more training and incentives for aged care workers to remain 

working in the sector, and a campaign to attract more workers to the sector. The Government has 

also mandated minimum average care staff minutes per resident to apply in residential care from 

July 2023 and announced a significant increase in home care packages. The successful 

implementation of both of these measures will require that a supply of skilled workers will be 

available. 

Additionally, in response to the pressures resulting from COVID-19, the Government provided in 

2020, funding of $440 million for a COVID-19 retention bonus to recognise the commitment of 

direct care workers in residential aged care and home care.  

Additional funding was also provided to upskill aged care workers in infection control, enable 

residential and home aged care providers to hire extra nurses and aged care workers, and increase 

aged care staff and training to facilities during an outbreak. 
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It is noteworthy that despite the Royal Commission’s recommendation that the Australian 

Government join with employers and employees in a joint submission to the Fair Work Commission 

to increase minimum award wages, the Government has opted to allow the current submission to 

the Fair Work Commission by the Health Services Union to take its course. 

2.7 Aged care reforms  

The aged care sector has undergone substantial change since the 2012 Living Longer Living Better 

package and will continue to undergo further reforms as signalled by the Government’s response 

to the Royal Commission into Aged Care Quality and Safety. The aim of the reforms is to improve 

the quality and sustainability of aged care services and to increase consumer choice and control. 

The major changes since 2012, and prior to the major changes arising from the Government’s 

response to the Royal Commission, are summarised below according to the care type they relate 

to, that is, CHSP, home care, residential care or cross-program. 

Commonwealth Home Support Programme (CHSP) 

• From 1 July 2015, the CHSP commenced by combining the former Commonwealth-State Home 

and Community Care (HACC) programs in all states and territories except Victoria and Western 

Australia, and the Commonwealth National Respite for Carers, Day Therapy Centres and 

Assistance with Care and Housing for the Aged programs; 

• Regional Assessment Services established in 2015 to assess eligibility for CHSP services; and 

• Victoria transitioned their HACC services to the CHSP on 1 July 2016 and Western Australia 

transitioned to the CHSP on 1 July 2018. 

Home care 

• New home care packages (levels 1-4) commenced from 1 August 2013; 

• income testing with subsidy reduction, including annual and lifetime caps, commenced on 

1 July 2014; 

• all packages required to be consumer directed care (CDC), with individualised budgets, from 

1 July 2015; 

• from 27 February 2017: 

– creation of a consistent National Prioritisation System (NPS) to assign home care packages; 

and 

– home care packages assigned to the consumer rather than allocated to the provider; 

• home care providers required to publish their current pricing information on the My Aged Care 

Service Finder, from 30 November 2018; 

• home care providers required to publish their pricing information in a new standardised 

schedule from 1 July 2019;  

• reduction of the level of basic daily fee to be proportionate to the level of home care package 

from 1 July 2019;  

• home care package payments to providers made in arrears from February 2021; and 

• home care package payments to providers to be based on services delivered from 

September 2021. 

Residential care 

• New means testing (combining income and assets test), including annual and lifetime caps, 

commenced on 1 July 2014; 
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• new accommodation payment arrangements from 1 July 2014 which allow market-based 

accommodation prices for all non-supported residents, accompanied by consumer choice to pay 

by lump sum, daily payment or a combination of both; 

• requirements for providers to publish the maximum price they charge for accommodation and 

extra services, from 1 July 2014; 

• higher accommodation supplement payable for supported residents in residential care facilities 

that were newly built or significantly refurbished since 20 April 2012; 

• creation of an Aged Care Pricing Commissioner position in October 2013; and 

• rental income from the former home became assessable for all residents who enter care from 

1 July 2016 (formerly exempt for residents who made a daily payment for their accommodation). 

Cross-program 

• Overall target provision ratio for Government subsidised aged care places to increase from 113 

places for every 1,000 people aged 70+ to 125 places over the period 2012-13 to 2021-22; 

• creation of a single budget item for home care packages and residential care places from 

1 July 2018 that allows flexibility for the Government to direct available funding to home care or 

residential care in response to consumer preferences; 

• establishing the Aged Care Quality and Safety Commission from January 2019 and the 

commencement of a single set of quality standards across all aged care from 1 July 2019; 

• from 1 July 2019, all Commonwealth subsidised residential care facilities required to collect and 

provide clinical quality indicator data to the Department of Health through the National Aged 

Care Quality Indicator Program. The program had initially started in 2016 as a voluntary 

program; and 

• from 1 July 2019, a new Charter of Aged Care Rights provides the same rights to all consumers, 

regardless of the type of Commonwealth subsided care and services they receive. 

2.7.1 Future reform following the Royal Commission 

The Royal Commission into Aged Care Quality and Safety was established in October 2018 to 

examine the aged care system in Australia, and to consider how to meet the challenges and the 

opportunities of delivering aged care services now and into the future. 

The Royal Commission conducted its inquiry during 2019 and 2020 and released its final report in 

February 2021. The final report13 included 148 recommendations. 

In May 2021 the Government announced its response14 to the final report as well as announcing a 

significant suite of aged care reform measures in the Budget. 

The major reforms and their cost over the forward estimates are summarised below:  

Home Care.  The main reforms include:   

• 80,000 additional Home Care Packages – 40,000 released in 2021–22 and 40,000 in 2022-23, 

resulting in 275,598 packages by June 2023 ($6.5 billion); 

• 8,400 additional respite services each year ($798.3 million); and  

• Enhanced support and face-to-face services to assist in navigating the aged care system 

($272.5 m).  

13 https://agedcare.royalcommission.gov.au/publications/final-report 

14 https://www.health.gov.au/resources/publications/australian-government-response-to-the-final-report-of-the-royal-commission-into-

aged-care-quality-and-safety 
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Residential aged care services and sustainability. The main reforms include:   

• Increased care minutes delivered to residents, mandated at average of 200 minutes per day, 

including 40 minutes with a registered nurse ($3.9 billion);  

• A new basic daily fee supplement of $10 per resident per day ($3.2 billion);  

• Moving to assigning residential aged care places directly to consumers instead of providers, 

as is currently done for home care ($102.1 million); 

• Expand the role of the Independent Hospital Pricing Authority to include aged care. This will 

help ensure that aged care costs are directly related to the care provided ($49.1 million);  

• The new Australian National Aged Care Classification (AN-ACC) will begin operation from 

October 2022, replacing the ACFI ($189.3 million). 

Residential aged care quality and safety:  The main reforms include:   

• Improved access to primary care for consumers, including the transition between aged care 

and health care settings ($365.7 million);  

• Improved capacity and powers for the Aged Care Quality and Safety Commission (ACQSC) 

($262.5 million); 

• Additional resources within residential care for residents with dementia, including additional 

funding for the Dementia Behaviour Management Advisory Service and the Severe 

Behaviour Response Teams ($74.8 million); and  

• The introduction of a star rating system to highlight the quality of aged care services, to 

better inform consumers and their families, including expanding advocacy services 

($200.1 million). 

Workforce:  The main reforms include:   

• Additional training for upskilling the existing workforce and training of new aged care 

workers, including 33,800 subsidised Vocational Education and Training places through 

JobTrainer;  

• Creation of a single assessment workforce to undertake all assessments, simplifying the 

assessment experience for consumers entering he aged care system ($228.2 million); 

• Financial support for aged care nurses of up to $3,700 for nursing scholarships and places 

in the Aged Care Transition to Practice Program ($135.6 million); and  

• Extending the national recruitment campaign, to help increase the aged care workforce 

($9.8 million).  

Governance:  The main reforms include: 

• Establishment of new governance and advisory structures, including a National Aged Care 

Advisory Council, and a Council of Elders, and to work towards establishment of an office of 

the Inspector-General of Aged Care ($21.1 million);  

• Additional funding to improve access for consumer in regional, rural and remote areas; 

including those with First Nations backgrounds and special needs groups ($630.2 million); 

and  

• Development of a new Aged Care Act to enshrine the Government’s reforms in legislation 

by mid-2023.  

The reforms will be introduced through a five year plan, including: 

2021  

• Release of 40,000 of the 80,000 additional home care packages.  

• Introduction of the new $10 per day basic daily fee supplement. 

• Establishment of the Independent Pricing Authority. 

• Begin phasing in enhanced financial and prudential oversight. 
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• Enhanced regulatory and monitoring powers for the Aged Care Quality and Safety 

Commission. 

• Additional training places for new and existing aged care workers, including scholarships. 

• Establishment of the Council of the Elders and Inspector-General of Aged Care. 

2022  

• Release of the remaining 40,000 additional home care packages. 

• Residential aged care transition to AN-ACC funding model, including increase in funding 

base. 

• Enhanced aged care quality and safety:  Serious Incident Response Scheme (SIRS) expanded 

to home and community care; reporting of staffing hours; worker screening (workforce 

register) and code of conduct introduced; and stage one implementation of Star Ratings. 

• Workforce initiatives including: single assessment workforce for residential care; financial 

incentive payments for registered nurses; and more additional training places for new and 

existing workers.  

 

2023  

• Single in-home care program, combining home care and CHSP.  

• Introduction of mandatory care time (average of 200 care minutes) in residential care. 

• National Aged Care Minimum Dataset and expanded National Mandatory Quality Indicator 

Program (NMQIP). 

• Single assessment workforce model in home care. 

• New Aged Care Act commences. 

 2024  

• Reformed residential aged care accommodation framework implemented. 

• Discontinue the Aged Care Approvals Round process from 1 July 2024.  

• Full implementation of Star Ratings in residential care. 

2025  

• Young People in Residential Aged Care targets due to be met - no people under 65 living in 

residential aged care.  
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3. Access to aged care  
This chapter discusses: 

• Access to subsidised aged care for older Australians; 

• the supply of subsidised aged care; and 

• usage of aged care by age cohorts. 

This chapter reports that: 

• The number of consumers of CHSP decreased slightly from 840,984 in 2018-19 to 839,373 in 

2019-20; 

• The number of consumers of home care increased from 133,439 in 2018-19 to 173,743 in 2019-

20; 

• the number of consumers of residential care increased from 242,612 in 2018-19 to 244,363 in 

2019-20; 

• average occupancy in residential care continues to fall; 88.3 per cent in 2019-20, down from 

89.4 per cent in 2018-19. Occupancy has decreased every year for the last five years since it was 

92.4 per cent in 2015-16;  

• the proportion of people using home care and residential care at age 85 and over is more than 

three times that of people aged 70 and over, which has been the case for several years; and 

• the average age of people in permanent residential care in 2019-20 was 84.9 compared with 

82.5 in home care and 79.1 in the CHSP. 

3.1 Supply of subsidised aged care 

Ensuring access to appropriate quality care is a fundamental policy objective for the Australian 

Government in the funding and financing of aged care. This was one of the areas addressed by the 

Royal Commission and subsequent Government response.  

The Government regulates the supply of services offered through the Commonwealth Home 

Support Programme (CHSP) through a capped funding amount that is indexed annually. This is 

discussed in Chapter 4. 

The Government regulates the supply of home care packages and residential aged care places it 

funds by specifying targets. These targets, known as the aged care target provision ratios, are 

based on the number of people aged 70 and over. 

The overall aged care target provision ratio was first set in 1985 at 100 operational residential care 

places per 1,000 people aged 70 and over. The overall provision ratio was increased to 108 in 2004, 

further increased to 113 in 2007, and in 2012 was adjusted to increase progressively to 125 

operational places by 2021-22. Home care packages were first introduced into the ratio in the early 

1990s and since then successive Governments have gradually increased home care as a proportion 

of the overall target provision ratio. 

This population-based target provision formula is designed to allow the overall supply of services 

to increase in line with the ageing of the population, while also defining the total number of 

places/packages and, thereby, helping control the Commonwealth’s expenditure on aged care. 

As set in 2012, within the current overall target provision ratio of 125, the mix of home care and 

residential care is being significantly rebalanced in favour of home care. Over the period 2012 to 

2022 the target for home care was planned to increase from 27 to 45 operational places, while the 
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residential care target is reducing from 86 to 78. The remaining two places are for the Short Term 

Restorative Care Programme (STRC). 

In response to the large number of people in the National Prioritisation System for home care 

packages, which was introduced in 2017, the Government has been progressively releasing 

additional home care packages. As a result, the home care target ratio has already been exceeded, 

reaching 53.6 mainstream home care packages available for every 1,000 people aged 70 and over 

at 30 June 2020.   

The Government has accepted in-principle the Royal Commission’s recommendation that service 

planning be based on need, not rationed, but added that the structure of the future planning 

regime, including the role of the aged care provision ratio or another mechanism, will be 

determined as part of the design for a new support at home program which will combine CHSP 

and home care packages. It is estimated that the additional 80,000 packages announced in the 

2021-22 Budget will enable the current home care provision target to continue to be exceeded 

until the new combined program is introduced from July 2023. 

Chart 3.1 shows the achieved residential care ratios for the eight years to 30 June 2020.  

Chart 3.1: Residential care achieved ratios, 2012-13 to 2019-20 

 

Chart 3.2 shows the number of consumers with a home care package as at 30 June for each of the 

previous seven years, as well as the target number of packages to 2023-24. The target number 

includes the release of an additional 90,000 home care packages announced in the 2020 MYEFO 

and 2021-22 Budget in response to the Royal Commission into Aged Care Quality and Safety. 

While the historical and forward estimates numbers are not directly comparable, the chart gives 

some indication of the increase in home care packages that has occurred and the increase that is 

planned to be released.  
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Chart 3.2: Home care consumers in a package at 30 June, 2013-14 to 2019-20 and target 

packages, 2020-21 to 2022-23 

 

The target ratio approach applied to home care packages and residential care places does not 

apply to the supply of care through the CHSP. Instead, CHSP funding is subject to an annual 

capped funding allocation, and CHSP providers are grant funded to provide contracted home 

support services. Consumers who are assessed as eligible through their Regional Assessment 

Service (RAS) to receive CHSP services can then access those services through a provider who 

delivers the services for which they have been assessed. 

In May 2021 the Government announced its response to the Royal Commission into Aged Care 

Quality and Safety. Included in the package were a number of measures regarding access to care. 

These are discussed at the end of this chapter.  

3.2 Aged Care Approvals Round 

Unlike home care packages, residential care places are still currently allocated to providers through 

a competitive Aged Care Approvals Round (ACAR). However, the Government announced as part of 

the 2021 Budget, that the current 2020-21 ACAR would be the last and instead, from 1 July 2024, 

residential care places will be assigned directly to eligible consumers rather than allocated to 

providers. In the 2018-19 Budget, the Government announced in-principle support for this move, 

and undertook a detailed impact analysis to investigate options and implications for stakeholders.    

The last completed ACAR was the 2018-19 ACAR. Through that ACAR, 13,500 new residential care 

places were allocated which represented an increase of 36 per cent on the 2016–17 ACAR. The 

2020 ACAR, which was delayed due to COVID-19, opened in December 2020 and closed in 

March 2021. It is planned that it will release significantly fewer new residential care places (2,000), 

1,028 short-term restorative care places and up to $150 million in capital grants for residential 

aged care. Results of the ACAR are expected around the middle of 2021.  

In terms of provider ownership, a trend evident for the last four ACARs is that the for-profit 

providers have been successful in gaining around two thirds of allocated residential care places, as 

shown in Table 3.1.  
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Table 3.1: Aged Care Approval Rounds, proportion of allocated places, by ownership, 

2012-13 to 2018-19 

Allocated places 2012-13 2014 2015 2016-17 2018-19 

For-profits 57% 68% 70% 64% 67% 

Not-for-profits 42% 31% 30% 35% 32% 

3.3 Access to aged care 

In 2019-20 over 1.3 million older Australians accessed some form of Government subsidised aged 

care. Table 3.2 shows the number of consumers of the three types of aged care that this report 

mainly discusses (CHSP, home care and residential care) since 2015-16. 

Table 3.2: Aged care in Australia, number of consumers, 2015-16 to 2019-20 

 
2015-16 2016-17 2017-18 2018-19 2019-20 

Home support 925,432 784,927 847,534 840,984 839,373 

Home care 88,875 97,516 116,843  133,439  173,743 

Residential care 234,931 239,379 241,723 242,612 244,363 

1. CHSP client numbers for 2018-19 are not perfectly comparable with home support client 

numbers reported for previous years, which combine CHSP client counts with the HACC 

programs that operated in Victoria and Western Australia. These HACC programs have now 

ceased providing aged care. The methods used to collect data and measure client numbers are 

different across programs, and any comparisons over time should be treated with caution. 

2. Home support consumers for 2015-16 were likely overstated. 

3.4 Access to home care 

The number of older Australians who received subsidised home care during 2019-20 was 173,743, 

an increase of 30 per cent from 133,439 in 2018-19. As at 30 June 2020 there were 142,436 

consumers in a package, up from 106,707 as at 30 June 2019. Chart 3.3 shows the significant 

increase in overall home care consumer numbers, particularly since 30 June 2017. Chart 3.4 shows 

the number of consumers, by package levels, since 2014-15. 
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Chart 3.3: Number of home care consumers in a package, 30 June 2014 to 30 June 2020 

 

Chart 3.4: Number of home care consumers, by package level, 2014-15 to 2019-20 

 

3.4.1 Release of home care packages 

Since February 2017, home care packages have been assigned directly to consumers rather than 

allocated to providers. This allows consumers to direct their package to the provider of their choice 

as well as to change providers. 

Older Australians assessed as requiring home care are placed on the National Prioritisation System 

(NPS) based on how long they have been waiting for care and their individual needs and 

circumstances, regardless of where they live. Packages are periodically released and assigned 

directly to consumers by the Department of Health within My Aged Care. Packages are assigned to 

consumers according to when they were approved for home care and urgency of need. 

The number of packages released at each level takes into account the number of new packages 

that are available (including the number of new packages at each package level), the number of 

packages that consumers have exited or not accepted in previous weeks, as well as the amount of 

unspent Commonwealth funds that have been returned when consumers leave home care.  
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3.4.2 Demand for home care packages 

ACFA has previously noted that unmet demand for home care was not able to be quantified until 

implementation of the NPS for assigning packages directly to consumers. 

Data from the Department of Health shows that at 31 March 2021, there were 87,162 people in the 

NPS waiting for a Home Care Package at their approved level. This is a decrease of 9,697 since 

31 December 2020. There were 27,131 approvals for home care in the three months to 

31 March 2021, of which 58 per cent were for higher level (3 and 4) packages. Around 61 per cent 

of those in the NPS also had approval for permanent residential care. One of the factors influencing 

declining occupancy rates in residential care is the preference of older people for home-based 

aged care services. 

Of the 87,162 people waiting for a home care package at their approved level at 31 March 2021, 

31,679 had been offered an interim level package, while the remainder were waiting for a package 

offer. Of the 87,162 people, 85,238 had been approved for assistance through the Commonwealth 

Home Support Programme. 

Wait times for people to be assigned a package vary depending on assessed priority and package 

level. People assessed as a high priority are being assigned a level 1 or 2 package within a couple 

of weeks of approval and a level 3 or 4 package within 3 months. People with a medium priority are 

being assigned a level 1 package within 3-6 months with the wait for a level 2, 3 or 4 package 

being between 9-12 months.  

In response to this strong demand for packages, the Government announced the release of an 

additional 80,000 packages in the 2021-22 Budget at a cost of around $6.5 billion. This is in 

addition to the 10,000 packages announced as part of the 2020-21 MYEFO in December 2020.  

This investment will bring the total number of packages to over 275,000 by June 2023, and it is 

expected that all people currently on the NPS will be able to access a package in line with their 

assessed care needs by this time. 

3.4.3 Length of stay in home care 

In 2019-20, for all home care package levels combined, the median time spent in the home care 

program at discharge was around 16 months and the average was around 27 months (Chart 3.5).   

Chart 3.5: Median and average length of stay in home care, by year of discharge 
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The length of time that people are spending in home care is likely to increase over the next couple 

of years. While this is not yet evident in the discharge lengths of stay outlined above, it can be seen 

clearly in Chart 3.6 that fewer people from each annual entry cohort are leaving home care in their 

first year. This is likely because people are accessing home care earlier and supported for longer 

due to the increased availability of packages across all care levels. 

Chart 3.6: Cumulative proportion of home care recipients leaving home care during their first 

year by year of entry  
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3.5 Access to residential care 

The number of older Australians who received permanent residential care during 2019-20 was 

244,363, up from 242,612 in 2018-19. At 30 June 2020 there were 183,989 permanent residents in 

care. 

The number of people who accessed residential respite care in 2019-20 was 66,873, an increase of 

2.1 per cent from 65,523 in 2018-19. Residential respite care usage is discussed later in this chapter. 

3.5.1 Occupancy in residential care 

Occupancy is measured as the total number of days an allocated place is occupied by a resident, 

divided by the total number of days an allocated place was available to be occupied. The 

subsequent rates therefore reflect both demand for care (i.e. the number of residents accessing 

places) and the supply of places made available by providers. 

ACFA noted last year that a major immediate risk facing residential care providers was the spread 

of COVID-19 within a facility which has the potential to cause a sizeable decline in occupancy 

through both departures and delays in new admissions. A sudden decline in occupancy could have 

a major impact on the financial position of the facility and the provider. While the risk of a 

significant decline in sector-wide occupancy due to COVID-19 did not eventuate, there were some 

providers with services in areas of high community transmission who experienced severe 

outbreaks, with consequential occupancy and financial pressures, particularly in the case where 

providers have a capital structure heavily dependent on RADs. In June 2021 the Government 

announced it was offering zero-interest loans to eligible providers who had experienced a 

significant decline in their RAD balance due to a sudden drop in occupancy due to COVID-19.  

In 2019-20, the average occupancy rate across all residential care places was 88.3 per cent, down 

from 89.4 per cent in 2018-19 and 90.3 per cent in 2017-18. As noted above, a sector-wide sudden 

decline in occupancy due to COVID-19 did not eventuate, however the sector continues to 

experience a continuation of the decline evident in recent years. The recent decline follows relative 

stability for several years at above 92 per cent. While the final occupancy data for 2020-21 is not 

yet available, initial data from the Department of Health indicates that occupancy has continued to 

decline slightly in 2020-21. 

The overall average occupancy rate in residential care peaked at 97.1 per cent in 2003-04. 

The 1.2 percentage point decline in the occupancy rate in 2019-20 was contributed to by the 

growth in the number of bed days available (2.6 per cent) which grew at two times the rate of the 

growth in care days provided (1.3 per cent). Both the for-profit and not-for-profit sectors had faster 

growth in the available bed days compared with days of care provided (Table 3.3). 

Table 3.3: Growth in residential care claims and growth in available 

beds between 2018-19 and 2019-20 

Provider type 

Claim 

day 

growth  

Bed 

day 

growth 

Not-for-profit  1.0% 2.2% 

For-profit 2.1% 3.5% 

Government  -2.2% 0.2% 
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All providers  1.3% 2.6% 

In terms of ownership type, all three ownership types reported a decrease in occupancy when 

compared with 2018-19 (Table 3.4). Not-for-profit providers continue to have the highest 

occupancy, reporting 90.5 per cent in 2019-20, down from 91.5 per cent. For-profit providers 

recorded a similar decrease, down to 85.3 per cent from 86.5 per cent in 2018-19. 

Table 3.4: Occupancy rates, by organisation type, 2015-16 to 2019-20 

Provider type 2015-16 2016-17 2017-18 2018-19 2019-20 

Not-for-profit 94.0% 93.0% 92.1% 91.5% 90.5% 

For-profit  91.0% 90.0% 87.9% 86.5% 85.3% 

Government  90.0% 90.0% 90.3% 90.4% 88.3% 

All providers 92.4% 91.8% 90.3% 89.4% 88.3% 

There continue to be variations in average occupancy by state and territory. The Northern Territory 

continues to have the highest occupancy with 94.0 per cent while Queensland again reported the 

lowest with 86.7 per cent. While all states and territories reported a decrease in occupancy in 

2019-20, the decreases in the Northern Territory, ACT and South Australia were very small (0.2-0.3 

percentage points) whereas all other states reported a decrease of between 1 and 2 percentage 

points. Table 3.5 shows average occupancy by state and territory for the last five years. 

Table 3.5: Occupancy in residential care, by state and territory, 2015-16 to 2019-20 

State/territory 2015-16 2016-17 2017-18 2018-19 2019-20 

New South Wales 92.3% 91.1% 89.5%  89.2% 88.0% 

Victoria 91.7% 91.1% 90.2%  89.0% 87.9% 

Queensland 92.2% 92.3% 89.1%  88.3% 86.7% 

Western Australia 94.5% 93.8% 93.2%  90.3% 89.4% 

South Australia 93.7% 93.5% 93.4%  92.8% 92.5% 

Tasmania 91.0% 91.2% 90.2%  89.9% 88.7% 

Australian Capital Territory 88.6% 90.1% 91.0%  89.6% 89.4% 

Northern Territory 95.0% 95.4% 94.4%  94.3% 94.0% 

Australia 92.4% 91.8% 90.3%  89.4%  88.3% 

There also remains a variation in occupancy rates by remoteness location. In 2019-20 the 

occupancy in outer regional and remote areas decreased significantly (around 3 percentage points) 

when compared with major cities and inner regional areas which reported a decrease of around 

1 percentage point. Occupancy in remote areas is also between 3-5 per cent lower than in the cities 

and regional areas.  

Table 3.6 shows average occupancy in residential care by location over the last five years. 
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Table 3.6: Occupancy in residential care, by location, 2015-16 to 2019-20 

Provider location 2015-16 2016-17 2017-18 2018-19 2019-20 

Major cities 92.4% 91.4% 90.0%  88.9%  88.0% 

Inner regional 92.5% 92.7% 91.4%  91.1%  89.8% 

Outer regional 92.0% 92.2% 90.8%  90.0%  87.2% 

Remote 89.7% 91.7% 88.4%  87.6%  84.4% 

Very remote 80.0% 77.4% 77.1%  71.9%  72.6% 

Australia 92.4% 91.8% 90.3% 89.4% 88.3% 

In recent annual reports and in its 2021 report on refundable accommodation deposits15, ACFA 

noted that some providers had expressed concern that falling occupancy rates would put pressure 

on their viability. The continued fall in occupancy during 2019-20 indicates that this pressure may 

be increasing. The announcement by Government, as part of their response to the Royal 

Commission, that residential care places will be assigned directly to consumers from 1 July 2024, 

will create greater competition for consumer custom. This could potentially put further pressure on 

occupancy rates for some providers. The potential impact of increased competition on occupancy 

rates as a result of assigning residential places to consumers was considered as part of the impact 

analysis16 of this policy change. 

3.5.2 Admissions to residential care 

Elapsed time between when a resident is assessed as eligible for residential care and entering 

permanent care has been increasing steadily in recent years as shown in Chart 3.7, despite 

declining average occupancy rates. This trend has been evident since 2011-12, however stabilised 

in 2019-20: 

• 7 per cent of people entering care did so within one week of being assessed by an ACAT 

(18 per cent in 2011-12); 

• 21 per cent did so within one month (44 per cent in 2011-12); and 

• 59 per cent did so within nine months (89 per cent in 2011-12). 

ACFA has previously noted that the elapsed time between an assessment of eligibility and a person 

entering care could be due to consumer choice and not necessarily delays in the system. Also, the 

increasing availability of and preference for home care, and the increased usage of residential 

respite care, could be contributing to the longer time between assessment and entering permanent 

care. 

15 https://www.health.gov.au/resources/collections/review-of-the-current-and-future-role-of-refundable-accommodation-deposits-in-

aged-care 

16 https://www.health.gov.au/health-topics/aged-care/aged-care-reforms-and-reviews/impact-analysis-of-alternative-arrangements-for-

allocating-residential-aged-care-places 
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Chart 3.7: Elapsed time between assessment and entering permanent residential care, 2011-

12 to 2019-20 (%) 

 

Consumers transitioning from home care to residential care 

Chart 3.8 shows the proportion of consumers who enter permanent residential care after leaving 

home care. The proportion entering residential care has been dropping consistently since 2015-16 

and fell to 58 per cent in 2019-20. This is likely partly explained by the significant increase in higher 

level home care packages in recent years, and the number of home care packages overall.  

Chart 3.8: Proportion of consumers entering permanent residential care after leaving home 

care, 2013-14 to 2019-20 

 

3.5.3 Length of stay in residential care 

In 2019-20, the average total length of stay of those leaving residential care was 2.9 years. As can 

be seen in Chart 3.9, the total length of stay has been around this level since 2011-12 with a slight 

increase evident in 2019-20. Within this, females stay on average around 13 months longer than 

males. 
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Chart 3.9: Average length of stay in residential care, by gender and year of entry, 2012 to 

2020 

 

The proportion of permanent residents that leave within 3, 6 or 12 months of first entry has 

decreased slightly since 2012 (Chart 3.10). 

Chart 3.10: Proportion of permanent residents that leave within 3, 6 or 12 months of first 

entry, 2011-12 to 2019-20 

 

Dementia 

Since 2008-09, the proportion of people entering residential care with a diagnosis of dementia has 

been consistently between around 43 per cent and 45 per cent of all permanent residents entering 

care. The average age at admission for people with dementia was around six months older than for 

those without a diagnosis of dementia. 

Chart 3.11 shows the proportion of people still in care over time by dementia status (diagnosis of 

dementia recorded within first 28 days of admission). It shows that half of the people entering 

without a dementia diagnosis died or left care within 22 months, compared with around 25 months 

for people entering care with an initial diagnosis of dementia. People with dementia are less likely 
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to die or leave care in the initial period after entry, however in the longer-term, proportionally 

fewer people with dementia have longer lengths of stays when compared with those that do not. 

Chart 3.11: Proportion of residents in care over time, with and without dementia 

 

3.6 Residential respite care 

Residential respite care is short-term care delivered within an aged care facility17 on either a 

planned or emergency basis. People are assessed for eligibility by an Aged Care Assessment Team 

(ACAT), who will approve someone for low care respite or high care respite. The distinction 

between high and low care was not removed from respite care when it was removed from 

permanent residential care on 1 July 2014. A consumer can access subsidised residential respite for 

up to 63 days per financial year, with extensions possible when an ACAT considers it necessary. 

As noted previously, a significant difference in respite care compared with permanent residential 

care is that respite residents do not pay any means-tested accommodation or care contributions. 

They can however be asked to pay the basic daily fee for living expenses, which is at the same rate 

as permanent residents. Respite residents can also purchase additional services, in the same 

manner as a permanent resident. 

Residential care providers have a proportion of their allocated residential care places which may be 

used for the provision of respite care, and it is up to each provider what mix of permanent and 

respite care that they provide. Providers can vary this proportion, however currently they have to 

contact the Department of Health to seek approval. 

Access to respite services will depend on a person’s need/choice to access this type of care and on 

an approved provider’s willingness and ability to provide respite care. 

ACFA notes that changes announced to funding arrangements for residential respite as part of the 

new AN-ACC classification and funding model for residential aged care should improve consumer 

access to residential respite (see 3.6.2 for details). 

17 Other types of respite care can be accessed through the CHSP or through a home care package. 

1825



3.6.1 Length and frequency of stay in residential respite care 

During 2019-20, 66,873 people received residential respite care. Of these, on average, each person 

had 1.2 respite stays18. Up until 2018-19 the average number of stays per respite resident each year 

had been 1.4 but has declined slightly in the last two years. 

On average, each stay was 27.3 days19, a significant increase from 25.8 in 2018-19. Until 2014-15 

the average stay had been stable at just below 24 days however it has since been rising as shown in 

Chart 3.12. For home care package consumers who access residential respite care, the average 

length of stay is considerably shorter. In 2019-20 the average stay for home care consumers was 

just under 20 days. In recent years it had remained relatively stable at around 21 days. 

Chart 3.12: Average length of stay (days) in residential respite care, 2013-14 to 2019-20 

 

ACFA has noted previously a clear pattern of respite care usage that it is usually for stays of whole 

weeks at a time (Chart 3.13). Two weeks is by far the most common residential respite care length 

of stay. One, three and four weeks are the next most common lengths of stay. Around 4 per cent 

used the maximum of 63 days in one stay. These usage trends have been stable in recent years. 

18 A residential respite ‘stay’ refers to a single stay and is from when they enter to when they exit, no matter the duration. 

19 Note this figure excludes recipients of home care packages who access residential respite care. 
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Chart 3.13: Frequency of length of respite care stays, 2019-20 

 

ACFA noted in its 2018 report on respite care that this pattern of respite use is largely provider 

driven. This is primarily due to the relatively high cost of the admission process in residential care. 

Feedback was that for many providers offering respite care, providing less than two weeks of 

residential respite is financially unviable. The feedback from consultation with consumers, however, 

suggested they would prefer access to shorter periods of respite care. 

3.6.2 High and low residential respite care 

A trend that has been occurring since 2014-15 is the number of respite consumers accessing high 

level respite care is increasing while the number accessing low level respite care is decreasing. This 

trend continued in 2019-20 as shown in Chart 3.14. This was also discussed in ACFA’s report on 

respite care20, with ACFA noting the significant difference in funding for providers between high 

and low care was likely serving as a disincentive to providers taking respite consumers who had 

only been approved for low level care. As can be seen, the number of days of high and low level 

respite care provided was almost the same in 2013-14, whereas in 2019-20, 79 per cent of respite 

days were for high care respite residents. 

20 https://www.health.gov.au/resources/publications/acfa-report-on-respite-for-aged-care-recipients 
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Chart 3.1: Number of residential respite care days, by level, 2013-14 to 2019-20 

 

One of the recommendations from ACFA’s 2018 Respite care report was that funding for respite 

care should be neutral between respite care and permanent residential care and also neutral 

between high and low care respite consumers, so that providers did not face a financial 

disincentive to provide respite care.  

ACFA notes that from 1 October 2022 funding for residential respite care will be more closely 

aligned with funding for permanent residential care under the AN-ACC model. Individuals will be 

independently assessed at the time of their approval for respite care using a component of the 

AN-ACC assessment tool and will be placed into one of three AN-ACC respite classes. Funding for 

AN-ACC respite classes will be commensurate with that provided for permanent care for those with 

similar care needs, and will be adjusted over time based on advice from the Independent Hospital 

and Aged Care Pricing Authority. ACFA considers that these measures will go a long way towards 

addressing the recommendations of the 2018 Respite care report.  

3.7 Supported residents 

The Australian Government supports access to permanent residential care by consumers who are 

assessed as not being able to meet all or part of their own accommodation costs by paying 

providers an accommodation supplement on their behalf. These residents are known as supported 

(or low-means) residents. 

Since the aged care reforms of 1 July 2014, eligibility for a full or partial accommodation 

supplement is determined by a combined assessment of an individual’s income and assets (the 

means test). 

The amount of accommodation supplement received by a provider on behalf of a supported 

resident depends on: 

• the outcome of the resident’s means test assessment; 

• whether the residential care facility has been built or significantly refurbished since 

20 April 2012; and 

• whether the facility provides more than 40 per cent of its care days to supported residents. 

Providers have discretion to determine the proportion of supported residents in their facilities. 

However, providers with 40 per cent or fewer supported residents in a facility (excluding those 
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residents receiving extra services) have the accommodation supplement they receive for all 

supported residents in that facility reduced by 25 per cent. 

As shown in Table 3.7 and Table 3.8, the proportion of supported residents across Australia has 

been consistently above 40 per cent since 2014-15, though there has been a slight decrease in 

recent years, including in 2019-20. The trend evident in recent years of there being a higher 

proportion of supported residents in regional and remote locations compared with metropolitan 

areas has continued in 2019-20. Also, not-for-profit providers continue to have a higher proportion 

of supported residents compared with for-profit providers.  

The analysis used to determine the proportion of supported residents is based on claims submitted 

by providers on behalf of their residents. 

Table 3.7: Proportion of claims for supported residents, by location, 2014-15 to 2019-20 

Location 2014-15 2015-16 2016-17 2017-18 2018-19 2019-20 

Metropolitan 49.1% 50.1% 48.7% 47.9% 47.1% 46.2% 

Regional 53.2% 54.0% 52.8% 51.8% 50.9% 49.6% 

Remote 66.0% 68.1% 67.9% 65.9% 63.6% 63.4% 

Australia  50.5% 51.5% 50.2% 49.3% 48.4% 47.4% 

Table 3.8: Proportion of claims for supported residents, by ownership type, 2014-15 to 

2019-20 

Ownership type 2014-15 2015-16 2016-17  2017-18 2018-19 2019-20 

Not-for-profit 52.4% 53.1% 51.9%  50.7% 49.9% 48.8% 

For-profit 46.3% 47.7% 46.6%  46.2% 45.4% 44.6% 

Government 56.5% 57.8% 55.9%  54.6% 53.8% 52.3% 

All providers  50.5% 51.5% 50.2%  49.3% 48.4% 47.4% 

The relative stability in recent years in the number of supported residents in care seems to indicate 

that the incentive of the higher accommodation supplement for having a resident profile with more 

than 40 per cent supported residents, along with the higher accommodation supplement payment 

for facilities newly built or significantly refurbished, are combining to ensure access to care 

continues for this cohort of older Australians. This is consistent with ACFA’s conclusions in its 2018 

report on supported residents. 

3.8 Age profile across care types 

As consumers of aged care get older, the types of care they access changes. Chart 3.15 shows the 

proportion of older Australians using home support (CHSP), home care packages and residential 

care in 2019-20, based on age brackets. As has been the case previously, the proportion using 

home care and residential care increases around three-fold in the 85 and over age bracket 

compared with those aged 70 and over. 
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Chart 3.15: Proportion of the population 70+ and 85+ accessing aged care, at 30 June 2020 

 

Chart 3.16 shows the age profile for consumers of home care over the five years to 30 June 2020. 

The proportion of those aged 65-74 and those aged 95 and over have been steady in recent years. 

The proportion of those aged 75-84 has steadily increased in the last 5 years and the proportion of 

those aged 85-94 has been gradually decreasing. 

 Chart 3.16: Age profile of people in home care, 30 June 2016 to 30 June 2020 

 

In residential care, the trends evident in recent years have generally continued in 2019-20 

(Chart 3.17Error! Reference source not found.). The proportion of people aged 85-94 has c

ontinued to decrease gradually, down to 47.1 per cent at 30 June 2020 (from 49.6 per cent in 2016), 

and the proportion of those aged 95 and over has increased every year over the five years. 

Interestingly, while the proportion of those aged 85-94 has gradually decreased, the proportion of 

those aged 75-84 has slightly increased in the last three years. 
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Chart 3.17: Age profile of people in residential care, 30 June 2016 to 30 June 2020 

 

Detailed data regarding the age of consumers in CHSP is not readily available to enable the same 

level of analysis as undertaken for home care and residential care. However, the overall average 

age of consumers in CHSP in 2019-20 was 79.1 compared with 80.0 in 2018-19, 79.6 in 2017-18 

and 79.5 in 2016-17. The average age of people in home care and residential care as at 

30 June 2020 was 82.5 and 84.9 respectively. 

3.9 Access by Culturally and Linguistically Diverse and Indigenous 

Australians 

3.9.1 Culturally and Linguistically Diverse Australians 

There is significant cultural diversity among Australians and many people from culturally and 

linguistically diverse (CALD)21 backgrounds are seeking culturally appropriate aged care. This is an 

area where aged care is changing and will continue to change as providers respond to the cultural 

needs of consumers. 

To assist this, the Australian Government provides aged care website information for people who 

do not speak English, or for whom English is a second language. The My Aged Care website 

provides translated material in 18 languages. In 2019-20, there were 30,402 visits to the translation 

pages. 

Chart 3.18 shows the number of CALD home care and residential care consumers over the last five 

years as well as the number of CALD consumers of the CHSP for the last four years (as previous 

years data was not available). 

There were 38,740 older Australians from CALD backgrounds in a home care package as at 

30 June 2020, up from 27,427 at 30 June 2019. This represents around 27 per cent of total home 

care consumers, a slight increase from around 26 per cent in recent years. In residential care, as at 

30 June 2020, there were 36,806 older Australians from CALD backgrounds in permanent or respite 

care (36,344 at 30 June 2019), which represents around 20 per cent of all residents, stable from 

recent years. In 2019-20, 172,006 consumers from a CALD background accessed home support 

(21 per cent of all consumers), up from 166,755 in 2018-19. 

21 CALD status is derived from self-reported information provided by consumers. 
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Chart 3.18: CALD consumers in aged care, 2015-16 to 2019-20 

 

3.9.2 Indigenous Australians 

Chart 3.19 shows the number of Indigenous Australians accessing home care and residential care 

over the last five years, and the number accessing home support over the last four years (as 

previous years are not available). 

The number of Indigenous Australians accessing all three types of services continued to increase 

gradually in 2019-20.  

Chart 3.19: Indigenous Australians in aged care, 2015-16 to 2019-20 

 

3.10 Looking ahead 

As part of the response to the Royal Commission, a range of measures designed to improve access 

were announced by Government.  

These include supports for consumers to navigate the aged care system and to access the services 

they need, including: 

• The creation of a single assessment workforce for consumers seeking access to aged care, 

designed to improve the quality and consistency of assessments; 

• The creation of new face-to-face services in Services Australia service centres designed to 

make it easier for consumers to use My Aged Care and access services; 
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• Additional funding for improvements in information provided through advocacy services, as 

well as an expansion to the independent advocacy support services;  

• Improved consumer transparency through the introduction of a star rating system, 

additional quality indicators and improved data collection; and 

• The introduction of a network of local Community Care Finders to improve engagement 

with vulnerable senior Australians (such as people who are homeless).  

A major change announced that will improve consumer access to their preferred residential aged 

care service is the assigning of residential places to consumers rather than providers from 

1 July 2024. This will give consumers more choice and control as they will be free to choose their 

preferred residential care provider. ACFA notes that the Government also announced that supports 

will be provided to residential care providers to assist them move to a more competitive market. 

ACFA has previously noted that a move to places being assigned directly to consumers could be a 

difficult adjustment for some providers who are not well versed in competing in the market.    

Access to home care will be greatly improved, at least in the short-term, by the release of an 

additional 80,000 home care packages over the next two years. This increase in packages is 

designed to allow all consumers who are currently waiting for a home care package to access a 

package at their assessed level within two years.  

In addition, the Government announced measures specifically to improve access for people with a 

wide range of personal experiences and circumstances and from diverse backgrounds. These 

measures include additional translating and interpreting services for culturally diverse older 

Australians and certification for providers who offer services that meet diverse needs. 

The Government will also invest $397 million to enable providers of services for First Nations 

people and special needs groups to make improvements to their buildings and build new services 

in areas where senior Australians currently do not have access, or where staff caring for their needs 

do not have suitable housing. 
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4. Home support  
This chapter discusses: 

• The operation of the Commonwealth Home Support Programme (CHSP); 

• the supply and usage of CHSP; and 

• the funding of the CHSP. 

This chapter reports that in 2019-20: 

• The Commonwealth funded 1,452 providers to deliver CHSP, compared with 1,458 in 2018-19 

• the CHSP provided services to 839,373 older Australians nationally, compared with 840,984 in 

2018-19  

• the Australian Government contributed $2.8 billion to home support, up from $2.6 billion in 

2019-20. This comprised $2.6 billion for service delivery plus $158 million to support access and 

assessment. 

4.1 Introduction 

Home support, delivered through the Commonwealth Home Support Programme (CHSP), provides 

entry-level support services for frail, older people aged 65 years and older (or 50 years and older 

for Aboriginal and Torres Strait Islander people) who need assistance to keep living independently 

at home and in their community. CHSP entry level support is being increasingly underpinned by a 

‘wellness approach’, which is about building on older people’s strengths, capacity and goals to help 

them remain independent and to live safely at home. 

The CHSP also supports homeless people, or people at risk of homelessness, to access care and 

housing. To be eligible for assistance with care and housing services through the CHSP, a person 

must be: prematurely aged; 50 years and over (45 years and over for Aboriginal and Torres Strait 

Islander people); on a low income; and be homeless or at risk of homelessness as a result of 

experiencing housing stress or not having secure accommodation. 

My Aged Care is the Australian Government’s single entry point for aged care services. Access to 

CHSP services is coordinated through My Aged Care and Regional Assessment Services. 

In 2019-20, as it did in 2018-19, the CHSP operated as a fully national program.  

4.2 Consumers of the CHSP 

The CHSP was formed in July 2015 by combining the following programs: 

• The Commonwealth Home and Community Care (HACC) Program 

• The National Respite for Carers Program (NRCP) 

• The Day Therapy Centres (DTC) Program 

• The Assistance with Care and Housing for the Aged (ACHA) Program. 

Initially, HACC services for older people aged 65 years and over (or 50 years and over for Aboriginal 

and Torres Strait Islander people) in Victoria and Western Australia remained separate from the 

CHSP. Victorian HACC services transitioned to the CHSP in July 2016 and Western Australian HACC 

services transitioned in July 2018 making it a fully National program. 

In 2019-20 there were 839,373 consumers of the CHSP, down from 840,984 in 2018-19. This slight 

decrease is despite the total Government funding of the CHSP increasing from $2.6 billion in 

2018-19 to 2.8 billion in 2019-20. ACFA has been unable definitively to discern an explanation for 
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this unexpected decline, though reluctance to access services because of the COVID-19 pandemic 

may have contributed.  

On average, CHSP consumers received services to the value of $3,025 per annum in 2019-20, 

however as noted previously, there is significant variation in funding between consumers. 

Table 4.1 sets out the types of services that may be accessed through the CHSP. In 2019-20 around 

50 per cent of CHSP consumers received one type of service (53 per cent in 2018-19), 43 per cent 

received between two and four types of service (41 per cent in 2018-19) and the remainder 

accessed five or more types of services.  

Table 4.1: CHSP services: by sub-program and service type 

Sub-program 

Community and 

home support 

Care relationships 

and carer support 

Assistance with care 

and housing 

Service system 

development 

Objective To provide entry-

level support 

services to assist 

frail, older people 

to live 

independently at 

home and in the 

community.  

To support and 

maintain care 

relationships 

between carers and 

consumers, through 

providing good 

quality respite care 

for frail, older 

people so that 

regular carers can 

take a break.  

To support those 

who are homeless 

or at risk of 

homelessness, to 

access appropriate 

and sustainable 

housing as well as 

community care 

and other support 

services, specifically 

targeted at 

avoiding 

homelessness or 

reducing the impact 

of homelessness.  

To support the 

development of the 

community aged 

care service system 

in a way that meets 

the aims of the 

CHSP and broader 

aged care system.  

Service types 

funded 

• Meals 

• Other food 

services 

• Transport 

• Domestic 

assistance 

• Personal care 

• Home 

maintenance 

• Home 

modifications 

• Social support-

individual 

• Social support-

group (formerly 

centre-based day 

care) 

• Nursing  

• Allied health and 

therapy services 

• Flexible respite 

• In-home day 

respite 

• In-home 

overnight respite 

• Community 

access - individual 

respite 

• Host family day 

respite 

• Host family 

overnight respite 

• Mobile respite 

• Other planned 

respite 

• Centre-based 

respite: 

• Centre based day 

respite 

Assistance with care 

and housing (a 

person must be: 

prematurely aged; 

50 years and over 

(45 years and over 

for Aboriginal and 

Torres Strait 

Islander people); on 

a low income; and 

be homeless or at 

risk of 

homelessness as a 

result of 

experiencing 

housing stress or 

not having secure 

accommodation). 

Sector support and 

development 

activities. 
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Sub-program 

Community and 

home support 

Care relationships 

and carer support 

Assistance with care 

and housing 

Service system 

development 

• Goods, 

equipment and 

assistive 

technology 

• Specialised 

support services 

• Residential day 

respite 

• Community 

access-group 

respite 

• Cottage respite 

(overnight 

community) 

4.3 Providers of the CHSP 

In 2019-20, there were 1,452 providers delivering services through the CHSP, down from 1,458 in 

2018-19.  

CHSP services are predominately provided by not-for-profit organisations. This has been the case 

since inception of the CHSP in 2015-16, and was the case for the former programs that combined 

to create the CHSP. In 2019-20, 69 per cent of providers were not-for-profit (Chart 4.1). For-profit 

providers make up only 7 per cent of all providers, with government providers representing almost 

one-quarter.   

Chart 4.1: CHSP providers by ownership type, 2019-20 

 

4.4 Funding for the CHSP  

In 2019-20, total Commonwealth expenditure on the CHSP was $2.8 billion, up from $2.6 billion in 

2018-19. The 2019-20 total included $2.6 billion for service delivery with the remainder 

($158 million) being for assessment and other support activities. This is up from 2018-19 when 

expenditure on service delivery was $2.5 billion with a further $128 million being for assessment 

and other support activities.  
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Total Commonwealth funding for home support continues to increase each year. Chart 4.2 shows 

total expenditure on home support service delivery since 2016-17, along with budgeted 

expenditure to 2023-24. 

Chart 4.2: Government expenditure and budgeted expenditure for service delivery of CHSP22 

and Western Australian HACC program23, 2016-17 to 2023-24 

 

Chart 4.3 shows Commonwealth expenditure for service delivery in the CHSP in 2019-20, by state 

and territory. 

Chart 4.3: Commonwealth expenditure on CHSP services, by state and territory, 2019-20 

($m) 

 

As part of the 2014-15 Budget, the Australian Government announced a reduction in the annual 

real rate of growth for the CHSP from 6 per cent to 2.8 per cent in 2015-16, 1.5 per cent in 2016-17, 

22 CHSP expenditure here excludes expenditure on assessment of My Aged Care support services as these are not services 

to consumers. 

23 The WA HACC services for older Australians became part of the CHSP on 1 July 2018. 
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and 2.4 per cent in 2017-18, moving to 3.5 per cent in each year from 2018-19. This rate broadly 

aligns with the annual growth in the population aged 65 and over. Real growth is in addition to 

annual indexation. Growth funding enables the CHSP to respond to the changing needs of CHSP 

consumers and to align with the growth in Australia’s aged population. Grants under the CHSP are 

indexed each year by WCI-324 (1.5 per cent in 2019-20). 

Table 4.2 shows a breakdown of the size of grants provided through the CHSP in 2019-20 by 

organisation type. As has been the case in recent years, the majority of grants to providers under 

the CHSP are for less than $1 million. Aaround 70 per cent of providers received less than 

$1 million and of those, around 75 per cent received less than $500,000.  

Table 4.2: CHSP grants, by size of grant and provider ownership, 2019-20 

Grant size Not-for-profit For-profit Government Total 

Less than $500,000 614 67 115 796 

$500,000 - $1 million 127 17 79 223 

$1-10 million 218 26 141 385 

$10-50 million 22 1 9 32 

Over $50 million 4 1 1 6 

CHSP expenditure for 2018-19 and 2019-20 on each of the major service types is detailed in 

Table 4.3. 

Table 4.3: CHSP expenditure by service type 2018-19 to 2019-20 

Service   2018-19 ($m) 2019-20 ($m) 

Social support $519.4m $527.4m 

Domestic assistance $492.2m $516.6m 

Nursing $271.0m $276.5m 

Respite $267.9m $277.0m 

Allied health and therapy services $237.3m $250.1m 

Personal care $195.9m $203.2m 

Transport $184.3m $181.7m 

Home modifications and maintenance $161.3m $165.5m 

Meals and other food services $85.2m $83.8m 

24 WCI-3 is a composite index constructed by the Department of Finance that comprises a wage cost component 

(weighted at 60 per cent) and a non-wage cost component (weighted at 40 per cent). For all Wage Cost Indices the value 

of the wage cost component is based on the dollar increase in the national minimum wage (as determined annually by 

the Fair Work Commission) expressed as a percentage of the latest available estimate of average weekly ordinary time 

earnings (AWOTE) published by the ABS as at November of each year. The value of the non-wage cost component of 

WCI-3 is based on changes in the CPI between March quarters each year. 
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Service   2018-19 ($m) 2019-20 ($m) 

Sector support and development $52.6m $43.7m 

Assistance with care and housing $12.8m $13.6m 

4.4.1 Consumer contributions 

The Client Contribution Framework and the National Guide to the CHSP Client Contribution 

Framework set out principles to guide CHSP providers in setting and implementing their own 

consumer contribution policy. 

The principles are designed to introduce fairness and consistency, with a view to ensuring that 

those who can afford to contribute do so, whilst protecting the most vulnerable. 

Recommendation 16 of the Legislated Review of Aged Care 2017 recommended that mandatory 

consumer contributions based on an individual’s financial capacity be introduced for services under 

the CHSP. This would bring the CHSP fees policy more in line with those under other aged care 

programs. The Government has not yet responded to this recommendation. 

In 2019-20, consumer contributions totalled around $251 million, which represents around 

9 per cent of total CHSP funding. This is relatively stable from 10 per cent in recent years. 

4.5 Looking ahead  

In the 2020-21 Budget, the Australian Government extended funding agreements with CHSP 

providers by a further two years, after a similar two year extension in the 2017-18 Budget. This 

means the CHSP and Home Care Packages Program will continue to operate as separate programs 

until at least mid-2023.  

As part of its response to the Royal Commission in May 2021, the Government reaffirmed its 

intention to integrate CHSP and home care into a single home care and support program from 

1 July 2023. This was first flagged in 2015-16.  

No decisions have been made about the scope, model or funding of the future program, the 

design of which still requires significant development work and consultations. The design 

ultimately settled upon for the combined home care and support program, including eligibility 

assessment and classification, funding models, supply regulation and user contribution policies, will 

have significant implications for the future shape of the aged care system. 
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5. Home care  
This chapter discusses: 

• The operation of the Home Care Packages Program; 

• the funding of the home care sector; and 

• the financial performance of home care providers in 2019-20. 

The chapter reports that: 

• There were 920 home care providers as at 30 June 2020, down from 928 at 30 June 2019.  

• the sector continues to be predominately not-for-profit with 52 per cent of providers who 

service 68 per cent of consumers, although there has been a gradual shift in recent years to 

more consumers having their package with for-profit providers; and 

• home care services were provided to 173,743 consumers during 2019-20, up from 133,439 in 

2018-19. 

Key findings on financial performance in 2019-20: 

• Home care providers received an estimated $3.13 billion in revenue, paid $2.99 billion in 

expenses and generated $145 million in profit, up from $90 million in 2018-19; 

• 72 per cent of home care package providers achieved a net profit, up from 69 per cent in 

2018-19; 

• average EBITDA was $1,369 per consumer, up from $1,211 in 2018-19 and $1,217 in 2017-18, 

following a significant decline from around $3,000 for the previous three years; 

• EBITDA margin was 5.5 per cent, up from 4.5 per cent in 2018-19; and 

• as at 30 June 2020 home care providers held $1.2 billion in unspent funds, up from $752 million 

at 30 June 2019. 

5.1 Overview of the sector 

5.1.1 The Home Care Packages Program 

The Home Care Packages Program commenced on 1 August 2013, replacing the former home care 

programs – Community Aged Care Packages (CACPs), Extended Aged Care at Home (EACH) 

packages and Extended Aged Care at Home Dementia (EACH-D) packages. 

Home care packages allow consumers to purchase a range of services and equipment which assist 

them living in their own home. Packages are delivered on a Consumer Directed Care (CDC) basis 

with consumers having an individualised budget which allows them to decide what type of care 

and services they purchase and who delivers the services. 

From 27 February 2017, home care packages began being assigned directly to the consumer, 

rather than allocated to the provider. This means that consumers have the choice of provider to 

deliver their services and can opt to change providers. 

Home care consumers may use their package funds to purchase the following: 

• Personal services. Examples include help with showering or bathing, dressing and mobility; 

• Support services. Examples include help with washing and ironing, house cleaning, gardening, 

basic home maintenance, home modifications related to care needs, transport to help with 

shopping, doctor visits or attending social activities; 
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• Care related services. Examples include nursing and other health support including 

physiotherapy (exercise, mobility, strength and balance), services of a dietitian (nutrition 

assessment, food and nutrition advice, dietary changes) and hearing and vision services; and 

• Care management. Coordinating care and services that will help consumers achieve the goals 

identified in their care plan. 

In addition, providers may charge consumers a package management fee, which covers regulatory-

related costs such as issuing monthly financial statements and managing unspent package funds 

on behalf of consumers. 

For many consumers, home care packages offer an opportunity to remain living at home instead of 

entering residential care. Packages are categorised into four levels with level 1 being for people 

with basic care needs through to level 4 which supports people with higher care needs. 

To obtain access to a home care package, individuals are first assessed by an independent Aged 

Care Assessment Team (ACAT) which determines eligibility for a package. Many people assessed as 

eligible to receive a package are also assessed as eligible for residential care. Once assessed as 

eligible for home care, an individual can elect to opt in to the National Priority System (NPS). They 

will be offered a home care package when one becomes available. A person’s place in the NPS is 

based on their date of approval and priority as assessed by an ACAT. The NPS is discussed later in 

this chapter. 

Due to there being a wait for packages once a consumer is placed on the NSP, the majority of 

consumers (97 per cent) are offered basic services under the Commonwealth Home Support 

Programme in the interim. 

5.1.2 Providers and consumers of home care 

Chart 5.1 shows overall home care provider numbers, as well as the proportion by ownership type, 

over the seven years to June 2020.  

In the three years following the changes in February 2017 that assigned home care packages 

directly to consumers rather than to providers, there was a significant increase in home care 

providers with many new providers entering the market seeking to compete for consumers. During 

2019-20, however, the number of providers has stabilised with 920 providers at 30 June 2020 

compared with 928 at 30 June 2019. 

Chart 5.1: Number of home care providers, by proportion of ownership type, 30 June 2014 to 

30 June 2020 
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Table 5.1 presents a breakdown of home care providers by ownership type and location in 2019-20. 

Table 5.1: Provider numbers and number of consumers, at 30 June 2020 

  
Ownership type Location 
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928 920 477 

52% 

331 

36% 

112 

12% 

512 

56% 

316 

34% 

92 

10% 

Number of 

consumers 

106,707 142,436 96,185 

68% 

37,043 

26% 

9,208 

6% 

91,821 

64% 

50,615 

36% 

n/a 

n/a 

As shown in Chart 5.1 and Table 5.2, the mix of provider ownership has been stable in the last two 

years following two years of change.  

Up until the February 2017 changes, around two-thirds of home care providers were not-for-profit 

(Chart 5.1). However, following the changes, the majority of new providers entering the market in 

2016-17 and 2017-18 were for-profit, which resulted in the proportion of for-profit providers 

increasing from 13 per cent in 2015-16 to 35 per cent at 30 June 2018. At 30 June 2020, 

not-for-profit providers represented 52 per cent of the sector while for-profit providers made up 

36 per cent. 

Table 5.2: Change in number of providers and ownership, 30 June 2018 to 30 June 2020 

 

30 June 

2018 

Proportion 

of total 

30 June 

2019 

Proportion 

of total 

30 June 

2020 

Proportion 

of total 

Not-for-profit 461  53%  479  52%  477  52%  

For-profit 309  35%  335  36%  331  36%  

Government  103 12%   114 12%   112 12%  

Total 873 100% 928 100% 920 100% 

At 30 June 2020, there were 142,436 consumers in a home care package, compared with 106,707 at 

30 June 2019. During 2019-20, 173,743 older Australians were in receipt of a home care package at 

some time (up from 133,439 in 2018-19). 

As at 30 June 2020, 53 per cent of packages were levels 1 or 2 while 47 per cent were levels 3 or 4 

(Table 5.3). This is stable from 2018-19. However, as shown, the proportion of level 1 packages 

increased by three percentage points with a commensurate decrease in the proportion of level 2 

packages, and the proportion of level 3 packages increased by two percentage points with a 

commensurate decrease in level 4 packages. In recent years there has been a rebalancing of 

package level proportions, reflecting recent Government policy to increase the proportion of 

higher level packages in response to older Australians’ preference to stay living in their homes 

longer. 
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Table 5.3: Home care consumers, by package level and proportion of total, 2016-17 to 

2019-20 

 
2016-17 % of total 2017-18 % of total 2018-19 % of total 2019-20 % of total 

Level 1 1,168 1.6% 4,841 5.3% 8,516 8.0% 16,418 11.5% 

Level 2 47,268 66.2% 51,496 56.1% 47,734 44.7% 58,842 41.3% 

Level 3 6,750 9.5% 12,693 13.8% 20,193 18.9% 29,336 20.6% 

Level 4 16,237 22.7% 22,817 24.8% 30,264 28.4% 37,840 26.6% 

Total 71,423 100.0 91,847 100.0 106,707 100.0 142,436 100.0 

As shown in Chart 5.2, the proportion of home care consumers receiving services from for-profit 

providers has been increasing since the changes of February 2017. In 2019-20 the proportion was 

26 per cent, up from 21 per cent in 2018-19 and 17 per cent in 2017-18. There has been a 

commensurate decline in the proportion of consumers receiving services from not-for-profit 

providers. This continues the trend of for-profit providers increasing their share of the market, 

albeit from a relatively small base. 

Chart 5.2: Home care consumers, by provider ownership type, 30 June 2015 to 30 June 2020 

 

Across Australia, around 69 per cent of home care consumers are in major cities, around 

23 per cent are in inner regional locations, around 7 per cent are in outer regional locations, and 

the remaining 1 per cent are in remote and very remote areas. These proportions have been steady 

in recent years. 

5.2 Operational performance 

5.2.1 Methodology 

The discussion of financial performance in this chapter predominantly relates to Earnings Before 

Interest, Tax, Depreciation and Amortisation (EBITDA). EBITDA is the commonly used metric for 

analysis and comparison of the profitability of providers and the sector. Net Profit Before Tax 

(NPBT), which takes interest, depreciation and amortisation into the calculation, is also used on 

occasion. 
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Financial information reported in this chapter has been collected through the Aged Care Financial 

Report (ACFR). The Accountability Principles 2014, made under Section 96-1 of the Aged Care Act 

1997, require each home care provider to submit a financial report in a form approved by the 

Secretary of the Department of Health. The ACFR submitted by home care providers is not required 

to be audited and should not be considered to be a General Purpose Financial Report. 

Until the 2018 ACFA report, financial performance of home care providers was largely summarised 

on a ‘per package’ basis as the packages were previously allocated to providers after a competitive 

tender through an ACAR. Analysis on this basis included the provider’s packages that were not fully 

utilised for whatever reason in a financial year. The reform changes of February 2017 have resulted 

in packages being assigned to consumers and as a result, the analysis is now calculated on a ‘per 

consumer’ basis. EBITDA calculated on a ‘per consumer’ basis is generally higher when compared 

with EBITDA calculated on a ‘per package’ basis as unutilised packages are excluded. When trend 

data is analysed, previous years have been re-calculated on the ‘per-consumer’ basis to allow for 

direct comparison between years. 

5.2.2 Analysis of 2019-20 financial performance of home care providers 

2019-20 saw a slight improvement in the overall financial performance of home care providers 

compared with the previous two years. Average EBITDA per consumer across the sector was $1,369, 

up from $1,211 in 2018-19 and $1,217 in 2017-18. This followed an annual average over the three 

years to 2016-17 of around $3,000. 

Chart 5.3 shows the whole of sector average EBITDA per consumer of all home care providers since 

2014-15. 

Chart 5.3: Home care providers average EBITDA per consumer per year, 2014-15 to 2019-20 

 

Table 5.4 provides an overview of the 2019-20 financial performance of home care providers, 

including a breakdown by ownership type, location and scale. 

Table 5.4: Summary of financial performance of home care providers, 2019-20 
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Total revenue 

($m) 

$3,135

.0 $2,176.4  $767.4  $191.2  $1,893.3  $434.2  $807.5  $811.7  $659.1  

$1,664.

2  
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Total expenses 

($m) 

$2,989

.8 $2,065.5  $747.1  $177.2  $1,796.0  $402.0  $791.8  $768.0  $605.6  

$1,616.

2  

Profit 

($m) $145.2 $110.89  $20.34  $13.96  $97.27  $32.24  $15.68  $43.69  $53.55  $47.96  

EBITDA 

($m) $172.0 $125.54  $31.72  $14.73  $115.69  $35.32  $20.98  $51.14  $58.15  $62.70  

Average 

EBITDA 

per consumer $1,369 $1,436 $1,063 $1,760 $1,579 $1,899 $622 $1,649 $2,151 $928 

Average NPBT 

per consumer $1,156 $1,269 $682 $1,668 $1,327 $1,733 $465 $1,409 $1,981 $710 

EBITDA margin 5.5% 5.8% 4.1% 7.7% 6.1% 8.1% 2.6% 6.3% 8.8% 3.8% 

NPBT margin 4.6% 5.1% 2.7% 7.3% 5.1% 7.4% 1.9% 5.4% 8.1% 2.9% 

5.2.3 Revenue 

Home care revenue consists of Commonwealth contributions in the form of subsidies and 

supplements paid on behalf of home care package holders, and a small contribution from 

consumers (the basic daily fee and income tested fees). Total revenue can also include other 

revenue sources (such as consumer contributions for non-home care related services, interest 

income and state and territory government payments). 

In 2019-20, total Commonwealth expenditure on home care subsidies and supplements was 

$3.4 billion, up from $2.5 billion in 2018-19. 

The basic subsidy for home care is indexed annually based on Wage Cost Index 9 (WCI-9), the 

same index as applies for the care subsidy in residential care. WCI-9 is a composite index 

constructed by the Department of Finance that comprises a wage cost component (weighted at 

75 per cent) and a non-wage cost component (weighted at 25 per cent). For all Wage Cost Indices, 

the value of the wage cost component is based on the dollar increase in the national minimum 

wage (as determined annually by the Fair Work Commission) expressed as a percentage of the 

latest available estimate of average weekly ordinary time earnings (AWOTE) published by the 

Australian Bureau of Statistics as at November of each year. The value of the non-wage cost 

component of WCI-9 is based on changes in the Consumer Price Index (CPI) between March 

quarters each year. 

Some home care supplements are also indexed by WCI-9, including the dementia and cognition 

and Veterans’ supplements, while the remainder, such as the oxygen and enteral feeding 

supplements, are indexed annually using the Consumer Price Index (CPI). 
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Commonwealth funding (subsidies and supplements) 

Commonwealth funding is determined per consumer based on the level of package accessed. It is 

calculated on a daily basis and until February 2021 was paid to the provider monthly in advance25. 

Each package level has a fixed maximum amount of annual funding set by the Commonwealth. 

Table 5.5 shows the maximum annual subsidy applicable for each home care level in 2019-20 and 

2020-21. Supplements can also be paid in circumstances where the consumer requires additional 

care and/or services. 

Table 5.5: Home care basic subsidy payments per annum, 2019-20 to 2020-21 

Package level Annualised subsidy 2019-20 Annualised subsidy 2020-21 

Level 1 $8,810 $8,928 

Level 2 $15,500 $15,706 

Level 3 $33,731 $34,175 

Level 4 $51,130 $51,808 

Note: The annualised subsidy amounts above do not account for the temporary 1.2 per cent 

increase to the daily subsidy rates from 1 March to 31 August 2020. 

Supplements in home care are paid in addition to the amount of basic subsidy applicable at each 

package level. Supplements are paid if a consumer is eligible due to a specific care need or 

circumstance. The supplements that apply to home care are at Appendix K. All supplements 

payable are included in the consumer’s individualised budget. 

Consumer contributions 

Depending on their package level, consumers may be asked to pay a basic daily fee up to 

17.5 per cent of the single basic age pension ($10.85 a day/$3,960 per annum as at 

20 March 2021). The basic daily fee is not subject to an income or asset test and all consumers can 

be asked to pay unless they prove financial hardship, in which case the Commonwealth pays the 

provider on their behalf. The basic daily fee, when charged by the service provider, must be 

included in the individualised budget for the consumer. 

Additionally, consumers may be asked to make a contribution towards the cost of their care 

through an income tested fee. The package amount paid by the Commonwealth on behalf of a 

consumer is reduced by the amount of the income tested fee regardless of whether the fee is 

collected by the provider or not. 

Consumer contributions in 2019-20 reported by providers totalled around $102 million, compared 

with $107 million for 2018-19. This contribution is made up of $64 million from the basic daily fee 

($66 million in 2018-19) and $39 million in income-tested care fees ($42 million in 2018-19). As 

noted previously, feedback from providers suggest many are foregoing charging their consumers, 

many of whom are pensioners, the basic daily fee, or are reducing that fee, likely due to the recent 

25 In the 2019-20 Budget the Government announced it would move home care to a payment in arrears arrangement 

based on services delivered. The first phase of this, payment in arrears rather than advance, was implemented in February 

2021. Payment in arrears based on services delivered will apply from September 2021. 
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increase in competition in the home care market. ACFA notes this practice seems to be increasing 

among home care providers. 

Unspent funds 

Prior to the changes that occurred in February 2017, when home care consumers moved between 

providers or exited care (often to enter residential care), unspent package funds could be retained 

by their former provider. As part of the changes introduced in February 2017, unspent package 

funds now follow the consumer to their new provider or are returned to the Commonwealth and 

the consumer (based on their respective proportions paid) when the consumer leaves home care. 

The unspent home care amount is the total amount of each consumer’s individual budget 

(comprising home care subsidy, supplements and home care fees) that has not been spent or 

committed for the consumer’s care, less any agreed exit amount. Unspent package funds will not 

generally, and should not, be recognised as income by the provider until the funds have been 

spent or are committed for the consumer’s care. 

Unspent funds are discussed in more detail at 5.2.6. 

Total revenue 

In 2019-20, total sector revenue for all home care providers was $3.13 billion, up from $2.53 billion 

in 2018-19, an increase of 23.7 per cent. The increase mainly reflects the significant increase in the 

number of home care packages.  

Commonwealth contributions represent more than 90 per cent of the total revenue received by 

home care providers. Unspent funds held by providers ($1.2 billion at 30 June 2020) are not treated 

as revenue.  

The average income per consumer per day in 2019-20 was $68.37 ($25,086 per annum), a 

7 per cent decrease from $73.62 ($26,871 per annum) in 2018-19. The main drivers for the decrease 

are a $2.44 per consumer per day decline in the income received for provision of care services, 

either direct or sub-contracted, and a $3.04 decline per consumer per day in administration 

charges. These are likely, in part at least, due to some consumers electing to receive fewer services 

or to put services on hold during the COVID-19 pandemic. 

Table 5.6 shows provider income per consumer per day for the last three years, split by the major 

types of income. As shown, there is a significant amount charged for care management and 

administration costs, similar to recent years. In 2019-20, care management and administration 

charges are almost 29 per cent of provider income. In recent years, some providers have indicated 

that this relatively high proportion of income derived from care management and administration 

reflects the costs for providers of delivering care on a CDC basis, including regulatory-related costs 

such as providers being required to provide consumers with full transparency regarding their 

packages, negotiating an individualised budget, providing monthly itemised expenditure 

statements, and having to administer unspent funds in a prudentially appropriate way. It will be 

worth monitoring whether the move during 2021 to providers only being paid for services 

delivered, and the eventual removal of unspent funds being held by providers, reduces these 

administrative costs. 

Under the comparative pricing schedule that has been required to be published on My Aged Care 

since July 2019, providers distinguish between care management fees and package management 

fees. Normal business overheads are required to be included in the fees set for services. 
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Table 5.6: Home care provider income per consumer per day, 2017-18 to 2019-20 

Income type 2017-18 

% of 

total 2018-19 

% of 

total 2019-20 

% of 

total 

Provision of care / direct care service $47.94 66.5 $49.57 67.3 $35.38 51.7 

Provision of care / sub-contracted services N/A N/A N/A N/A $11.75 17.2 

Care management fees charged to 

consumers 

$9.72 13.5 $10.35 14.1 
$11.05 16.2 

Administration of packages charged to 

consumers 

$12.10 16.8 $11.49 15.6 $8.55 12.5 

Unspent funds and exit amounts deducted $0.16 0.2 $0.15 0.2 $0.11 0.2 

COVID-19 funding N/A N/A N/A N/A $0.56 0.8 

Other revenue $2.11 2.9 $2.07 2.8 $0.97 1.4 

Total $72.03 100 $73.62 100 $68.37 100 

4.  

1. Provision of care/services charged to consumers includes income recognised from consumers' packages and private 

home care consumers. This amount will include Government subsidies and supplements, consumer contributions in 

the form of the basic daily fee, income tested care fees, top-ups and private contributions. 

2. Care management fees charged to consumers is the amount of income recognised for on-going management and 

coordination of the consumers’ packages and care requirements. 

3. Administration fees charged to consumers is the amount of income recognised for on-going administration of 

consumers’ packages. 

4. Income derived from unspent package funds reflects income remaining from a consumer’s care package when a 

consumer left the home care service (prior to the February 2017 changes). No income can be derived from unspent 

funds since the change. Exit amounts deducted by the provider when ceasing to provide home care to a consumer 

may be charged after this date. 

5. Other revenue includes other sources of income generated from running the home care services such as state and 

territory payments, consumer payments for non-home care services, trust distribution, donations and bequests, 

interest earned on investments, insurance and gains from the sale of assets. 

5.2.4 Expenditure 

Total sector expenditure in 2018-19 was $2.99 billion, up from $2.43 billion in 2018-19. The average 

expenditure per consumer per day in 2019-20 was $65.21 ($23,802 per annum), down from $70.89 

in 2018-19 (Table 5.7). The decrease was due to an 8 per cent decrease in care costs and a 

9 per cent decrease in administration costs. 

Table 5.7: Home care expenditure per consumer per day, 2016-17 to 2019-20 

Expenses 2016-17 2017-18 2018-19 2019-20 

Care costs 

   

 

Wages and salaries - care staff $28.78 $29.99 $28.83 $25.49 

Subcontracted customer services $10.30 $10.32 $11.47 $11.50 

Other care related expenses $5.64 $6.94 $8.01 $7.69 

Total care costs $44.72 $47.25 $48.32 $44.68 
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Expenses 2016-17 2017-18 2018-19 2019-20 

Administration costs 

   

 

Wages and salaries - administration staff $8.00 $9.26 $9.58 $9.52 

Non-wage related administration and 

management costs  

$10.18 $10.26 $10.28 
$7.96 

Depreciation and interest costs $0.42 $0.74 $0.69 $0.58 

COVID-19 expenses - - - $0.39 

Motor vehicle expenses - - - $0.62 

Other expenses $1.62 $1.94 $2.03 $1.45 

Total administration costs $20.22 $22.20 $22.57 $20.52 

Total costs $64.94 $69.45 $70.89 $65.21 

Care related expenses represent 68 per cent of total expenses per consumer per day, while 

administration costs (which includes care management costs) represent 32 per cent of total costs, 

which is significant. This is consistent with recent years. 

Table 5.8 provides a breakdown of expenditure according to ownership type, location and scale for 

2019-20.  

In terms of ownership, not-for-profit providers continue to incur lower expenses per consumer 

than for-profit providers, $64.74 per day compared with $68.59. This is the third year in a row this 

has occurred. The main driver behind this difference is the administration and non-care related 

salaries where not-for-profits on average incurred around $3.50 per day less than for-profit 

providers. 

As has been the case in recent years, regional providers reported less average expense per 

consumer per day ($59.21) than their metropolitan counterparts ($67.15).  

In terms of scale, single service providers once again recorded the highest expenses per consumer 

per day with $67.84 compared with larger scale providers ($61.38 for two to six services and $65.53 

for providers with seven or more services). 

Table 5.8: Home care expenditure per consumer per day, by ownership type, location and 

scale, 2019-20 

  

  

Care 

related 

salaries 

Admin 

and non-

care 

related 

salaries 

  Non-wage 

related 

adminn and 

manageme

nt costs 

Other 

care 

related 

expenses 

Other 

expense

s and 

non-

direct 

costs 

Total 

Ownership             

Not-for-profit    $25.46 $8.86 $8.62 $18.72 $3.08 $64.74 
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Care 

related 

salaries 

Admin 

and non-

care 

related 

salaries 

  Non-wage 

related 

adminn and 

manageme

nt costs 

Other 

care 

related 

expenses 

Other 

expense

s and 

non-

direct 

costs 

Total 

For-profit $27.72 $12.13 $6.78 $18.79 $3.16 $68.59 

Government $17.89 $7.17 $5.26 $25.51 $2.19 $58.02 

Location             

Metropolitan $25.65 $9.82 $7.95 $20.89 $2.84 $67.15 

Regional $23.09 $8.87 $6.38 $17.60 $3.29 $59.21 

Metropolitan & 

regional 
$26.46 $9.24 $8.85 $16.39 $3.34 $64.29 

Scale             

Single service $28.74 $10.89 $7.47 $17.36 $3.37 $67.84 

Two to six 

services 
$22.49 $8.61 $6.34 $21.70 $2.24 $61.38 

Seven or more 

services 
$25.20 $9.26 $8.83 $19.03 $3.21 $65.53 

Total sector $25.49 $9.52 $7.96 $19.19 $3.04 $65.21 

5.2.5 Profit 

In 2019-20, home care providers generated $145 million in total profit, up from $90 million in 

2018-19. In terms of profit per consumer (Table 5.9), the average EBITDA increased to $1,369 from 

$1,211 in 2018-19 while the average NPBT increased to $1,156 from $959.  

Prior to 2017-18, the average EBITDA per annum per consumer had been around $3,000 for the 

previous three years.  

Table 5.9: Summary of financial performance of home care providers, per consumer per year, 

2014-15 to 2019-20 

 
2014-15 2015-16 2016-17 2017-18 2018-19 2019-20 

Average EBITDA per 

consumer 

$2,854 $3,055 $2,989 $1,217 $1,211 $1,369 

Average NPBT 

per consumer 

$2,657 $2,854 $2,832 $947 $959 $1,156 
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Approximately 72 per cent of home care providers achieved a profit in 2019-20, compared with 

69 per cent in 2018-19. 

Chart 5.4 shows average EBITDA per consumer by quartile. As has been the case previously, EBITDA 

varies considerably across the sector with the top quartile of providers performing substantially 

better than the rest of the home care sector, although noting that all but the top quartile improved 

in 2019-20 compared to 2018-19.   

Chart 5.4: Home care average EBITDA per consumer, by quartile (number of providers in 

parentheses), 2016-17 to 2019-20 

 

Chart 5.5 shows the quartile analysis of the average EBITDA per consumer for home care providers 

by ownership in 2019-20, while Chart 5.6 shows the overall average EBITDA per consumer by 

ownership over the last five years. 

For the third year in a row the for-profit providers reported the worst results in 2019-20 compared 

with not-for-profit and government providers (Chart 5.6). In 2019-20 the for-profit providers 

recorded average EBITDA per consumer of $1,063 compared with $1,436 reported by the 

not-for-profit providers.  

Despite the overall poor results of for-profit providers, the 88 for-profit providers (32 per cent) in 

the top quartile recorded average EBITDA of $7,644 (Chart 5.5) which was above that of the 

96 not-for-profit providers in the top quartile ($5,668). As has been noted previously, the poorer 

financial performance of for-profit providers likely reflects that the influx of new providers 

following the changes of February 2017 was largely for-profit providers and it could be expected 

that new entrants into a market may make a loss as they seek to establish market presence and 

refine their operations.  
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Chart 5.5: Home care average EBITDA per consumer per year, by quartile and ownership 

type, 2019-20 (number of providers in parentheses) 

 

Chart 5.6: Home care average EBITDA per consumer per year, by ownership type, 2014-15 to 

2019-20 

 

When performance is considered by location, providers in regional areas reported a significant 

improvement in performance, achieving an average EBITDA of $1,899 compared with $974 in 

2018-19 (Chart 5.8). Metropolitan providers reported a slight increase, with an average EBITDA of 

$1,570 in 2019-20, up from $1,470.  

In terms of quartile analysis (Chart 5.7), metropolitan providers in the top quartile outperformed 

regional providers but were by far the worst performers in the bottom quartile.  
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Chart 5.7: Home care average EBITDA per consumer per year, by quartile and provider 

location, 2019-20 (number of providers in parentheses) 

 

Chart 5.8: Home care average EBITDA per consumer, by provider location, 2014-15 to 2019-

20 

 

When performance is considered by scale (Chart 5.9 and Chart 5.10), for the third year in a row, 

providers who operate seven or more services were the worst performers when compared with 

providers operating two to six services and single service providers. The providers who operate 

seven or more services reported an EBITDA of $928 per consumer compared with $1,649 for single 

service providers and $2,151 for providers with two to six services.  
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Chart 5.9: Home care average EBITDA per consumer per annum, 2019-20, by quartile and 

provider scale (number of providers in parentheses) 

 

Chart 5.10: Home care average EBITDA per consumer per annum, by provider scale, 2014-15 

to 2019-20 

 

5.2.6 Unspent funds 

Over the last four years, unspent funds held by providers on behalf of consumers have been 

increasing significantly. At 30 June 2020, home care providers reported holding unspent funds of 

$1.2 billion. This is up from $751 million at 30 June 2019 and $539 million at 30 June 2018. ACFA 

noted last year that based on the current rate of growth of unspent funds, the amount could reach 

$1 billion by 30 June 2020, especially given some consumers were electing to defer or reduce the 

amount of services they seek during the COVID-19 pandemic.  

Unspent funds accumulate for a variety of reasons, including because consumers wish to save a 

proportion of their budget for future events; the services that the consumer wants are not 

available; the consumer is reluctant to allow people into their home; misconceptions that the 

money not spent under the package belongs to the consumer; or because the consumer does not 

require all the funds allocated to them. ACFA commented previously that if the consumer does not 

need all the funds they have been allocated, these funds could be used more effectively elsewhere, 

including meeting unmet demand.  
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The Department of Health does take into account unspent Commonwealth funds that are returned 

when a consumer leaves home care as an input in determining the number of new home care 

packages to be released. 

ACFA notes that the Budget measure which takes effect in September 2021, which will see 

providers paid in arrears for services actually provided, will eventually lead to all unspent funds 

being held by the Commonwealth instead of providers. 

5.3 Developments in 2020-21 and looking ahead  

Home care providers seem to be adjusting gradually to the changes introduced in February 2017 

which assigned home care packages directly to consumers, with consumers having a choice of 

provider and the ability to change providers. Following this change, a more competitive market saw 

more providers enter the market and profits declined significantly.  

However,  the number of home care providers has stabilised and overall profits were slightly higher 

in 2019-20 than the previous two years. There has also been a significant increase in the number of 

home care consumers (30 per cent over 2018-19) due to Government policy increasing the number 

of available packages, which means there is a larger market for the increased number of providers. 

From 1 February 2021, home care providers began receiving funds in arrears, rather than in 

advance. From 1 September 2021, providers will receive funding based on the actual services 

delivered to care recipients. These changes will reduce prudential risk over time as holdings of 

unspent funds by providers reduce. 

The decision by Government in response to the Royal Commission to release an additional 80,000 

packages over the next two years, on top of the other recently announced additional package 

releases and stability in the provider profile, may mean that the improvement in performance in 

2019-20 will continue in coming years. 

The Government is also introducing measures to put downward pressure on administrative costs 

by conducting  program assurance reviews of providers and improved pricing transparency. This 

will help ensure the majority of home care funds are spent on care and services for older 

Australians, assisting them to remain in their homes for as long as possible. In addition to this, the 

Aged Care Quality and Safety Commission received funding in the 2021-22 Budget to increase 

resourcing for quality and safety checks for home care packages. This funding will include 

conducting more than 250 additional quality reviews and assessments each year from 2022. This 

increase in reviews and assessments is roughly proportional to the increase in the size of the 

program. 

Also, as part of its response to the Royal Commission, the Government reaffirmed its support for 

the combining of the Home Care Packages Program with the Commonwealth Home Support 

Program, Short-Term Restorative Care and residential respite care. This is due to be from July 2023. 

ACFA notes there remain significant workforce issues in home care, similar to those faced by 

residential care providers. Some home care providers have difficulty recruiting and retaining 

suitably qualified staff and the additional packages coming in the next two years will amplify these 

issues. 
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6. Residential care 
This chapter discusses: 

• The operation of residential care; 

• the ownership, locational and scale characteristics of residential care providers; 

• the funding arrangements in residential care; and 

• the financial performance of residential care providers in 2019-20. 

This chapter reports that: 

• At 30 June 2020 there were 217,145 operational places, up from 213,397 at 30 June 2019; 

• during 2019-20 residential care was provided to 244,363 older Australians, up from 242,612 in 

2018-19; 

• at 30 June 2020 there were 845 residential care providers, down from 873 in 2018-19, 

continuing the gradual consolidation of providers in recent years; and 

• not-for-profit providers continue to represent the largest proportion of ownership type in 

residential care, with 56 per cent of providers and 55 per cent of places. 

Key findings on financial performance in 2019-20 compared with 2018-19: 

• Total revenue of $20.5 billion, up from $19.3 billion, an increase of 6.4 per cent, equating to 

revenue of $296.64 per resident per day, an increase of 4.6 per cent from $283.54; 

• total expenses of $21.3 billion, up from $19.0 billion, an increase of 11.7 per cent, equating to 

$307.27 per resident per day, compared with $279.65, an increase of 9.9 per cent; 

• average EBITDA per resident per annum of $6,445 compared with $8,523, a decrease of 

24.4 per cent, noting without the additional COVID-19 funding and expenses incurred the 

EBITDA would have been $5,950, or a decrease of 30.2 per cent; 

• total loss of $736 million compared with a total profit of $264 million; and 

• 46 per cent of providers achieved a net profit, compared with 58 per cent. 

6.1 Overview of the sector 

6.1.1 Supply of residential care 

The Australian Government uses a population based planning ratio (target provision ratio) to 

determine the number of subsidised operational residential care places. This is outlined in 

Chapter 3. 

Table 6.1 shows the number of providers, facilities26, places and residents since 30 June 2016. The 

number of providers continues to decrease each year through consolidation, while the number of 

places and residents continues to increase. The number of facilities has increased gradually.  

Table 6.1 also shows the achieved provision ratio in residential care, as well as provisionally 

allocated places and respite residents. 

26 In residential care, a ‘facility’ also refers to an aged care home or service. 
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Table 6.1: Number of residential care providers, facilities, places and residents, 30 June 2016 

to 30 June 2020 

 

30 June 

2016 

30 June 

2017 

30 June 

2018 

30 June 

2019 

30 June 

2020 

Providers 949 902 886 873 845 

Facilities 2,669 2,672 2,695 2,717 2,722 

Allocated places 238,843 247,907 246,536 258,934 256,986 

Operational places 195,825 200,689 207,142 213,397 217,145 

Provisionally allocated places 35,124 39,294 31,603 36,905 31,234 

Provisionally allocated places as 

proportion of allocated places 

14.7% 15.9% 12.8% 14.3% 12.2% 

Occupancy 92.4% 91.8% 90.3% 89.4% 88.3% 

Total residents 181,048 184,077 186,597 188,773 189,954 

 - Permanent residents 175,989 178,713 180,923 182,705 183,989 

 - Respite residents 5,059 5,364 5,674 6,068 5,965 

1. The number of allocated residential care places was less at 30 June 2018 than it was at 30 June 2017, and again less 

at 30 June 2020 than it was at 30 June 2019. The overall reduction in allocated places over these periods was due to 

no new places being allocated during 2017-18 or during 2019-20 (due to there being no ACAR) and provisionally 

allocated places were either surrendered by providers or revoked by the Department during that period.  

Table 6.2 shows a breakdown of residential care providers as at 30 June 2020, presented by 

ownership type, location and scale. 

Table 6.2: Number of providers, facilities, places and residents in residential care, by 

ownership, location and scale, 30 June 2020 

   Ownership type Location Scale 
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Providers  845 473 279 93 430 326 89 534 233 54 24 

Facilities  2,722 1,552 935 235 1,709 1,013 N/A 534 668 601 919 

Operational 

places 

 217,145 119,2

76 

89,43

9 

8,430 153,372 63,77

3 

N/A 42,40

1 

47,57

5 

48,80

2 

78,36

7 

Occupancy  88.3% 90.5% 85.3% 88.3% 88.0% 89.0

% 
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% 
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% 
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residents 
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7 

41,12

0 

43,41

5 

68,72

2 
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 -Permanent 

residents 

 183,989 103,8

18 

73,04

3 

7,128 129,480 54,50

9 

N/A 35,51

3 

39,77

1 

42,16

7 

66,53

8 

 - Respite 

residents 

 5,965 2,887 2,872 206 3,990 1,975 N/A 1,184 1,349 1,248 2,184 

6.1.2 Residential care providers 

At 30 June 2020, there were 845 residential care providers operating 217,145 residential care places 

in Australia. This compares with 873 providers operating 213,397 places at 30 June 2019. As has 

been the case in recent years, some providers are continuing to expand the scale of their 

businesses. As a result there has been a consolidation of residential care providers over a number 

of years. Chart 6.1 and Chart 6.2 show the decreasing provider numbers but increasing operational 

places since 2010-11. 

Chart 6.1: Number of residential care providers, 2010-11 to 2019-20 

 

Chart 6.2: Number of operational residential care places, 2010-11 to 2019-20 
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6.1.3 Ownership type 

As shown in Chart 6.3, the largest provider group remains the not-for-profit group (religious, 

charitable and community-based organisations). They represent 56 per cent of providers and 

operate 55 per cent of all residential aged care places. For-profit providers account for 33 per cent 

of providers and 41 per cent of places. The remaining providers and places are state and territory 

and local government-owned providers. This distribution has been stable in recent years. 

Not-for-profit providers continue to operate proportionally more of the residential care places in 

rural and regional areas compared with for-profit providers. As at 30 June 2020, not-for-profit 

providers were operating 66 per cent of regional places (55 per cent of all places). Conversely, and 

also similar to previous years, for-profit providers operated 41 per cent of all places and only 

24 per cent of regional places. Government providers operated the remaining regional places.  

Chart 6.3: Residential care provider and operational places by ownership type, 2016-17 to 

2019-20 

 

6.1.4 Provider scale 

The majority of residential care providers (63 per cent) operate only one residential care facility 

(Chart 6.4). These single aged care facility providers account for 20 per cent of all operational 

residential care places. However this proportion is very gradually declining (23 per cent in 2015-16). 

Of the 63 per cent of providers operating one facility only, 56 per cent are not-for-profit, 

36 per cent are for-profit and 8 per cent are government owned. 

Conversely, 3 per cent (24 providers in total) operate more than 20 facilities, but they account for 

36 per cent of operational places. This proportion is gradually increasing (27 per cent in 2015-16). 

Seventeen of the 24 larger providers are not-for-profit and the remaining seven are for-profit. 
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Chart 6.4: Residential care provider and operational places by provider scale, 2016-17 to 

2019-20 

 

As shown in Table 6.3, for-profit and not-for-profit providers have, on average, just over three 

facilities per provider. However within those facilities, for-profit providers, on average, operate 

around 96 residential care places per facility, compared with not-for-profit providers who operate 

around 77 places per facility. This likely reflects both some for-profit providers expanding their 

facilities and also reflecting the not-for-profit sector’s bigger presence in regional locations where 

facility size is usually smaller. 

Table 6.3: Number of residential care facilities per provider, by ownership type, 30 June 2020 

Organisation 

type 

Number of 

providers 

Number of 

facilities 

Average 

facilities per 

provider 

Total 

operational 

places 

Average 

places per 

provider 

Average 

places per 

facility 

Not-for-profit 473 1,552 3.3 119,276 252.2 76.9 

For-profit 279 935 3.4 89,439 320.6 95.7 

Government 93 235 2.5 8,430 90.6 35.9 

6.1.5 Provider location 

ACFA generally categorises residential care providers as those operating only in metropolitan areas, 

those operating only in regional27 areas, and those who have facilities in both metropolitan and 

regional areas. A provider is categorised as being regional if more than 70 per cent of their 

residents are in facilities in regional areas. 

Chart 6.5 shows that 51 per cent of providers operate only in metropolitan areas and 39 per cent 

operate only in regional areas. This has been steady for the last five years. 

27 In the aged care context, ‘regional’ includes rural and remote aged care areas. 
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Chart 6.5: Residential care providers, by location, 2014-15 to 2019-20 

 

6.1.6 Residential care facility size and room configuration 

The average size of residential care facilities has been increasing over the last 10 years. In 2009-10, 

44 per cent of facilities had over 60 places. This has increased to 61 per cent in 2019-20. By 

contrast, the proportion of facilities with 60 places or less has been consistently decreasing. This 

trend seems particularly evident in the for-profit sector, as discussed in Section 6.1.4, with for-profit 

providers having, on average, 19 more places per facility than the not-for-profits. 

Table 6.4: Size of residential care facilities, 2010 to 2020 

Number 

of places 

June 

2010 

June 

2011 

June 

2012 

June 

2013 

June 

2014 

June 

2015 

June 

2016 

June 

2017 

June 

2018 

June 

2019 

June 

2020 

Proportion of facilities (%)  

1–20 

places 
6.5 6.2 6.2 6.0 5.5 5.4 5.4 5.3 5.0 4.7 4.6 

21–40 

places 
21.1 20.4 19.5 19.4 18.6 18.0 17.2 16.5 16.1 15.6 15.0 

41–60 

places 
28.7 28.2 27.0 26.3 25.0 24.4 23.5 22.5 21.2 19.9 19.3 

61+ 

places 
43.7 45.1 47.3 48.4 50.9 52.2 54.0 55.7 57.7 59.7 61.2 

There has been an increasing trend in terms of room configuration for residential care facilities 

towards single-bed rooms with an ensuite. In 2019-20, around 82 per cent of rooms were single-

bed rooms with an ensuite. This proportion had been gradually increasing (80 per cent in 2017-18 

and 77 per cent in 2016-17), but has been stable since 2018-19. Conversely, in 2019-20 and 

2018-19, 10 per cent of residential care rooms could be considered ‘ward style’ which are shared 

and have a common shared bathroom. This is down from 14 per cent in 2017-18 and 18 per cent in 

2016-17. 

1861



6.1.7 Provisionally allocated places 

Under current arrangements, the Commonwealth releases residential care places through the 

ACAR28. After a place is allocated to an approved provider, there is usually a period during which 

the place is considered ‘provisional’ while the provider constructs the facility or extends the current 

facility. Once the place is available to be occupied by a resident, it becomes ‘operational’. The 

average time it takes providers to bring places online is around four years. 

At 30 June 2020, there were 31,234 provisional residential care places. This represents around 

12 per cent of all allocated places, and compares with 14 per cent at 30 June 2019 and 13 per cent 

at 30 June 2018. The provisional allocations are held by around 16 per cent of all facilities, 

compared with 18 per cent in 2018-19 and 23 per cent in 2017-18. 

As has been the case in recent years, Western Australia has the highest proportion of provisionally 

allocated places with 23 per cent. The ACT has also been high in recent years and was also 

23 per cent at 30 June 2020. South Australia and Tasmania have once again the lowest proportion 

of provisionally allocated places with less than 5 per cent (Table 6.5). 

Not-for-profit providers, who have 55 per cent of operational places, have only 35 per cent of 

provisionally allocated places, whereas the for-profit providers, who have 41 per cent of 

operational places, have 65 per cent of the provisionally allocated places. This is similar to previous 

years. 

In addition, there were also 8,619 formerly operational places that were offline29 at 30 June 2020 

pending refurbishment or redevelopment, or pending sale to another provider. 

Table 6.5: Provisionally allocated residential care places, by state and territory, at 

30 June 2020 

State/territory 

Provisionally allocated 

places All allocated places Proportion 

New South Wales 9,156 85,036 10.8% 

Victoria 6,470 66,324 9.8% 

Queensland 7,854 51,436 15.3% 

Western Australia 5,723 24,946 22.9% 

South Australia 839 19,416 4.3% 

Tasmania 265 5,518 4.8% 

Australian Capital 

Territory 

812 3,590 22.6% 

Northern Territory 115 720 16.0% 

Australia 31,234 256,986 12.2% 

28 In the May 2021 Budget the Government announced the 2021 ACAR would be the last and, from 1 July 2024, 

residential places would be assigned directly to consumers who can then choose their provider. The current provisional 

allocation arrangements will remain in place until 30 June 2024.  

29 This accounts for places where a provider has advised the Department of Health the places are offline.  
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Changes introduced in 2016 were designed to encourage providers to operationalise their 

provisional places in a timely manner. The changes limit the provisional allocation period to four 

years (noting that up to two extensions of 12 months each may be granted by the Department of 

Health, and further extensions in exceptional circumstances). At the end of this time, the provisional 

allocations lapse and the places return to the Department for redistribution in a future ACAR. 

In 2019-20, 1,359 (657 in 2018-19 and 1,371 in 2017-18) provisionally allocated places were 

surrendered by providers. The majority of these were surrendered as the six years expired and the 

provider did not apply for an extension. 

Table 6.6 and Table 6.7 show the distribution of the age of provisionally allocated places by 

location and state and territory. 

Table 6.6: Provisionally allocated residential care places by location and year of distribution, 

at 30 June 2020 

 

<1 year 

old 

1-2 

years old 

2-4 

years old 

4-6 

years old 

6-8 

years old 

8-10 

years old 

10+ 

years Total 

Metropolitan 0 7,653 5,099 7,392 1,212 275 317 21,948 

Inner regional 0 4,446 1,705 1,665 175 0 0 7,991 

Outer regional 0 475 243 532 0 0 0 1,250 

Remote 0 25 0 20 0 0 0 45 

Total 0 12,599 7,047 9,609 1,387 275 317 31,234 

Table 6.7: Provisionally allocated residential care places by state and territory and year of 

distribution, at 30 June 2020 

 

<1 year 

old 

1-2 

years old 

2-4 

years old 

4-6 

years old 

6-8 

years old 

8-10 

years old 

10+ 

years Total 

NSW 0 3,387 1,761 3,033 693 112 170 9,156 

VIC 0 1,371 2,066 2,770 174 89 0 6,470 

QLD 0 4,058 1,617 1,873 296 0 10 7,854 

WA 0 2,921 1,192 1,306 183 0 121 5,723 

SA 0 476 186 177 0 0 0 839 

TAS 0 134 81 50 0 0 0 265 

ACT 0 202 144 335 41 74 16 812 

NT 0 50 0 65 0 0 0 115 

Total 0 12,599 7,047 9,609 1,387 275 317 31,234 

Transferring residential care places 

Residential aged care places (both provisionally allocated and operational) may be transferred 

between providers. A transfer of places commonly occurs as the result of a business transaction 
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between two approved providers where a decision has been made by the transferor to sell all or 

some of their residential care places. Transfers of places need to be approved by the Department 

of Health. 

As a general rule, when places transfer between providers, the planning region in respect of which 

the places are allocated does not change. This rule, and the need for approval by the Department 

of Health, are designed to discourage attempts to subvert the competitive allocation process and 

to maintain care delivery in the region where the places were originally allocated. 

Data from the Department of Health shows that in 2019-20 around 8,200 operational places and 

1,100 provisionally allocated places were transferred between providers. This compares with 5,800 

operational places and 800 provisionally allocated places in 2018-19 and 1,400 provisional places 

transferred in 2017-18. 

6.1.8 Extra service 

Providers with extra service status are able to charge an extra service fee for residents occupying an 

extra service place for the duration of their stay. Extra service status involves the provision of a 

higher than average standard of services, including accommodation, range and quality of food, and 

non-care services such as recreational and personal interest activities. 

Providers that have been granted extra service status apply to the Aged Care Pricing Commissioner 

for approval of their proposed extra service fees, including proposed increases to current extra 

service fees. 

For extra service status places that are occupied by a resident who was in care prior to 1 July 2014 

and who is covered under the pre-reform fee arrangements, the care subsidy is reduced by 

25 per cent of the approved extra service fee for that place. This is known as the Extra Service 

Subsidy Reduction. The provider can charge a continuing care recipient an amount equal to the 

extra service fee plus the extra service reduction for receiving extra service. Extra service subsidy 

reduction does not apply to residents entering care on or after 1 July 2014. 

There was a significant decrease in 2014-15 and 2015-16 in the number of places with extra service 

status (Chart 6.6). This was likely because changes made to accommodation pricing on 1 July 2014 

reduced the need and motivation for providers to have extra service status, partly because: 

• lump sum accommodation payments can now be made for all care types – previously they were 

restricted to low care or high care with extra service; 

• market-based prices determined by the provider apply for all new non-supported residents; and 

• providers can offer additional care and services for additional fees outside the extra service 

framework. 

• Providers who had relinquished their Extra Service places began offering residents ‘fee for 

additional service’ arrangements instead. However, ACFA notes that due to the ongoing 

uncertainty about the regulation of additional services fees, some providers have reconsidered 

letting their Extra Service places lapse in recent years, which has resulted in the number of active 

Extra Service places stabilising since 2015-16, though a further small decline was evident 

following 2017-18.  

• ACFA also notes that there have been no new Extra Service places released through the ACAR 

since the 2012 Living Longer Living Better package and that the current 2020-21 ACAR will be 

the last ACAR, meaning that there will no new Extra Service places in future. 
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Chart 6.6: Number of operational extra service residential care places, 30 June 2014 to 30 

June 2020 

 

6.1.9 Additional services 

Additional services are care and other services that residential care providers can make available to 

residents above those that they are legislatively required to provide under the Schedule of 

Specified Care and Services30 for residential care services. Additional services vary greatly but may 

include items such as the provision of pay TV, hairdressing, additional beverage offerings (e.g. wine 

and beer) and access to a gym. Additional services may be offered individually or as part of a 

bundle of services. These services incur an additional fee for residents. 

An additional service fee can only be charged for services that have been agreed to by the resident, 

that are over and above those paid for by the Commonwealth under the Schedule of Specified 

Care and Services, and from which aged care residents receive a direct and tangible benefit. 

As noted previously there still remains very limited data available on additional services.  

Also as noted previously, there still remains some uncertainty for both providers and consumers 

over the regulatory arrangements concerning fees for additional services. Nevertheless, this is an 

area that is receiving increasing attention from providers and there is an increasing trend towards 

bundling services and charging a packaged fee that is compulsory for consumers entering into that 

facility. The Department of Health has been working with the sector to provide additional clarity 

and transparency for both providers and residents on the operation of additional services. 

ACFA notes that policy regarding fees for additional services was not addressed in either the Final 

Report of the Royal Commission into Aged Care Quality and Safety or the Government’s 

May 2020-21 Budget response.  

6.2 Residential care funding sources 

6.2.1 Operational funding 

Funding for residential care is made up of operational funding and capital financing. 

Operational funding supports day-to-day services such as nursing and personal care, living 

expenses and accommodation expenses. Capital financing supports the construction of new 

residential care facilities and the refurbishment of existing facilities. Capital financing is discussed in 

Chapter 7.  

30 https://www.legislation.gov.au/Details/F2014L00830 
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A combination of Australian Government and resident contributions provides the operational 

funding for residential care. Figure 6.1 shows the different funding types from the Commonwealth 

and residents for operational funding. 

Figure 6.1: Residential care services 

 

The Commonwealth determines its contributions on behalf of permanent residents in residential 

care by setting: 

• A basic care subsidy for personal and nursing care; 

• the rates of supplements paid to support aspects of residential care that incur higher costs to 

deliver; and 

• the maximum rate of accommodation supplement. 

With regard to respite care, the Commonwealth sets the basic respite care subsidy at two levels 

(low or high) depending on the level of respite care the consumer is approved for by the Aged Care 

Assessment Team (ACAT). 

The Commonwealth also sets the maximum levels for contributions made by residents for the 

following: 

• the maximum rate of the basic daily fee for living expenses (permanent and respite); and 

• the maximum means tested care fee that may be charged by providers (permanent only). 

6.2.2 Commonwealth operational funding 

Commonwealth payments for residential care can be classified as: 

• basic care subsidies 

• respite care subsidies and supplements 

• accommodation supplements 

• viability supplements 

• other supplements 

A full list of subsidies and supplements is at Appendix G: 

Commonwealth subsidies and supplements are generally indexed either biannually 

(accommodation related) or annually (care related). 

The indexation currently applied to the basic care subsidy for residential care is the Wage Cost 

Index 9 (WCI-9), which is a composite index constructed by the Department of Finance that 

1866



comprises a wage cost component (weighted at 75 per cent) and a non-wage cost component 

(weighted at 25 per cent). For all Wage Cost Indices the value of the wage cost component is based 

on the dollar increase in the national minimum wage (as determined annually by the Fair Work 

Commission) expressed as a percentage of the latest available estimate of Average Weekly 

Ordinary Time Earnings (AWOTE) published by the Australian Bureau of Statistics as at November 

of each year. The value of the non-wage cost component of WCI-9 is based on changes in the 

Consumer Price Index between the March quarters each year. 

Accommodation related supplements are indexed using the Consumer Price Index (CPI) and are 

indexed twice a year in line with the age pension. 

6.2.3 Basic care subsidies 

• The basic care subsidy is a payment to support the costs of providing personal and nursing 

services for permanent residents. It is calculated based on the assessed need of each 

permanent resident as determined by the provider by applying the Aged Care Funding 

Instrument31 (ACFI). The Commonwealth determines the level of payments on behalf of 

residents by setting the prices and rules for claiming ACFI care subsidies. 

• The residential respite subsidy32 is a payment to support the costs of providing personal and 

nursing services for respite consumers. Respite consumers are assessed by an ACAT as 

requiring either low or high level respite care, with payment amounts for each set by the 

Commonwealth. 

The Aged Care Funding Instrument (ACFI) 

The ACFI is the funding allocation tool currently used to determine the amount of funding paid to 

a provider on behalf of a resident for their care. It assesses the care needs of permanent residents 

as a basis for allocating care funding by focusing the funding allocation around the main areas that 

differentiate relative care needs and costs among residents. 

The ACFI consists of 12 questions about assessed care needs, each having four ratings (A, B, C or D) 

and two diagnostic sections. ACFI is self-assessed by providers, but is subject to audits by the 

Department of Health.  

In the May 2021 Budget, Government announced the ACFI will be replaced by a new Australian 

National Aged Care Classification (AN-ACC) funding tool in October 2022.  

6.2.4 Residential care supplements 

Residential care supplements are payments by the Commonwealth in addition to the basic daily 

subsidy (ACFI). There are two types of supplements: 

• primary supplements, which provide additional funds to meet specific care needs. These include 

the oxygen supplement and enteral feeding supplement; and 

• other supplements, which are accommodation-based and assist providers with costs related to 

the operation of a residential care facility. Other supplements include accommodation 

supplements, the viability supplement and homeless supplement. 

31 As announced in the May 2021 Budget, the ACFI will be replaced by a new Australian National Aged Care Classification 

(AN-ACC) funding tool in October 2022. 

32 In response to the Royal Commission, from 1 October 2022 under the AN-ACC model, funding for residential respite 

care will be more closely aligned with funding for permanent residential care and will be adjusted over time based on 

advice from the Independent Hospital and Aged Care Pricing Authority. ACFA considers that this will give providers 

increased incentive to offer residential respite care.  
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The types and amounts of supplements that a residential care facility may receive depends on the 

provider and/or resident meeting the eligibility requirements for those supplements. 

The major supplements are summarised below and a full list of supplements, including rates and 

expenditure over the last three years are included at Appendices G and H. 

Accommodation supplements 

Accommodation supplements are paid by the Commonwealth to assist with the accommodation 

costs of permanent residents who do not have the means to meet all of that cost themselves 

(supported residents). These supplements include both the current accommodation supplement 

and grand-parented supplements under previous policies. Accommodation supplements (or 

accommodation payments) do not apply for consumers accessing residential respite care. 

The Commonwealth determines the amount of accommodation supplement payable by setting the 

maximum rate of accommodation supplement and determining the share paid by residents based 

on a means test. 

Two significant reforms from 1 July 2014 affected accommodation payments. A new means test 

that combined the formerly separate income and assets tests was introduced for residents entering 

residential care after 1 July 2014, and the accommodation supplement paid by the Commonwealth 

to a provider on behalf of supported residents living in aged care facilities that have been built or 

significantly refurbished since 20 April 2012 was significantly increased. 

Viability supplement 

The viability supplement aims to improve the financial position of smaller, rural and remote 

residential care facilities that incur additional costs due to their location and are constrained in their 

ability to realise economies of scale due to smaller numbers of beds. In addition, the viability 

supplement also supports providers who specialise in aged care services for Indigenous people, or 

people who are homeless or who are at risk of becoming homeless, in recognition of the often 

higher costs associated with providing these services. 

The supplement is available to residential care facilities, home care services, Multi-Purpose Services 

and Aboriginal and Torres Strait Islander Flexible services. In 2019-20, on average, the viability 

supplement provided around $15,000 per resident per annum for residential care facilities in 

remote and very remote areas, directly improving their financial results. 

At 30 June 2020, 455 residential services were receiving the viability supplement on behalf of 

13,659 residents. During 2019-20, $82.3 million in viability supplement was paid to providers. 

Over the last decade the amount paid per resident per day for the viability supplement has 

increased by over 100 per cent. The increases or expansions to the viability supplement include: 

• A 40 per cent increase from 2009-10; 

• An expansion of the supplement from 2011-12 to provide additional support to facilities in  

remote to moderately accessible locations that target low care residents or who provide 

specialist care to Indigenous Australians or people with a history of (or who may be at 

severe risk of) homelessness;   

• A 20 per cent increase from 2014-15; 

• A flat rate increase of $2.12 per resident per day from 2017-18; 

• A 30 per cent increase from March 2019; and 
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• A temporary 30 per cent COVID-related increase from March 2020 to June 202133. 

Homeless supplement 

A homeless supplement is paid to providers for each resident of an eligible aged care facility. 

Eligibility for the supplement is based on the facility having more than 50 per cent of its residents 

with complex behavioural needs who are identified as being homeless, or at risk of becoming 

homeless.  

The homeless supplement is in addition to the funding provided under the viability supplement. 

At 30 June 2020, 40 residential services were receiving the homeless supplement on behalf of 1,680 

residents. During 2019-20, $13.3 million in homeless supplement was paid to providers. 

A 30 per cent increase to the rate of the homeless supplement took effect from March 2019. As 

part of the response to COVID-19, the Government temporarily increased the Homeless 

supplement by an additional 30 per cent from 1 March 2020 to 30 June 202134. 

6.2.5 Payments for residential respite care 

The Australian Government pays the provider a residential respite subsidy and a respite 

supplement for each eligible respite resident.  

The subsidy and supplement are paid at either a low or high rate depending on the level of respite 

care the consumer is approved for by the ACAT. Additionally, facilities that use 70 per cent or more 

of their respite allocation over a 12 month period receive a higher daily respite supplement rate per 

eligible high care recipient. Respite subsidies are indexed on 1 July each year. Respite supplements 

are indexed on 20 March and 20 September each year in line with pension indexation. Table 6.8 

shows the residential care respite rates applicable as at 20 March 2021. 

ACFA notes that as part of the Government’s response to the Royal Commission, from 

1 October 2022, funding for residential respite care will be more closely aligned with funding for 

permanent residential care under the AN-ACC model (see 3.6.2 for more detail).  

Table 6.8: Residential respite care subsidies and supplement rates, at 20 March 2021 

 
Daily subsidy Daily supplement Total paid per day 

Low level respite care $48.15 $40.21 $88.36 

High level respite care $135.01 $56.36 $191.37 

High level respite care when a facility 

uses 70% or more of respite allocation 

$135.01 $95.90 $230.91 

In addition, residential respite consumers can be eligible for other supplements, such as oxygen 

supplement, where there is an assessed need. 

Chart 6.7 shows total Commonwealth payments for residential respite care since 2013-14. Respite 

care is also discussed in Chapter 3. 

33 As part of the response to the Royal Commission this 30 per cent increase has been continued and will be included in 

the base funding provided through the new AN-ACC funding model when it is implemented in October 2022. 

34 As part of the response to the Royal Commission this 30 per cent increase has been continued and will be included in 

the base funding provided through the new AN-ACC funding model when it is implemented in October 2022. 
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Chart 6.7: Total residential respite care expenditure, 2013-14 to 2019-20 ($m) 

 

6.2.6 Resident operational funding 

• Contributions by permanent residents for operational funding are made up of: 

• A basic daily fee, which is a contribution all residents make towards everyday living expenses 

such as meals, laundry services, utilities and toiletries. The price is set by the Commonwealth, 

and is set at a maximum of 85 per cent of the single basic age pension. 

• A means tested care fee, which is a contribution some residents make towards their care costs 

(personal and nursing) based on their assessable income and assets. Annual and lifetime caps 

on care contributions apply as a consumer protection. As at 20 March 2021, the annual cap for 

a means tested care fee was $28,338.71, with a lifetime cap of $68,012.98 also applying. 

• Accommodation payments, which are daily payments for accommodation in an aged care 

facility. Lump sum accommodation deposits are not treated as revenue, but as capital financing 

(discussed in Chapter 7). 

• Extra service fees, which residents in aged care facilities with extra service status may be asked 

to pay for significantly higher standards of accommodation, food and non-care services. These 

vary from facility to facility, and are subject to approval by the Aged Care Pricing Commissioner. 

• Additional services fees, which are for care and services in non-extra service facilities that are 

over and above those that providers are required to deliver under the Specified Care and 

Services Schedule of the Aged Care Act 1997, and must be agreed between the resident and 

provider. These vary from facility to facility, and are not payable at all facilities. 

6.3 Operational performance in 2019-20 

6.3.1 Revenue 

ACFA broadly describes revenue for residential care providers in four categories: care related, living 

expenses, accommodation and other. Table 6.9 provides a breakdown of the revenue reported by 

residential care providers in 2019-20 compared with the previous two years. 

Table 6.9: Revenue sources for residential care providers, by care, accommodation, living and 

‘other’, 2017-18 to 2019-20 ($m). 

Revenue sources 
2017-18 

($million) 

2018-19 

($million) 

Change 

($million) 

2019-20 

($million) 

Change 

($million) 
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Care Related           

Basic care subsidy (ACFI) $10,812.3 $11,286.2 $473.9 $11,386.3 $100.1 

Respite subsidy & supplements $346.9 $383.0 $36.1 $415.6 $32.6 

COVID-19 funding $0.0 $0.0 $0.0 $301.1 $301.1 

Other supplements $84.5 $106.5 $22.0 $127.0 $20.5 

Resident means tested fee $504.0 $586.0 $82.0 $648.0 $62.0 

Resident other care fees $48.7 $79.2 $30.5 $52.3 -$26.9 

Total care revenue $11,796.4 $12,440.8 $644.5 $12,930.3 $489.5 

Living Related           

Resident basic daily fee $3,253.4 $3,425.8 $172.4 $3,574.0 $148.2 

Extra service fee $119.3 $118.4 -$0.9 $123.4 $5.0 

Additional services fees $96.7 $122.2 $25.5 $158.1 $35.9 

Total living related revenue $3,469.4 $3,666.4 $197.0 $3,855.5 $189.1 

Accommodation related           

Accommodation supplement $1,008.1 $1,158.6 $150.5 $1,287.8 $129.2 

Accommodation payments from 

residents 
$781.0 $828.7 $47.7 $847.9 $19.2 

Capital Grants $56.5 $70.0 $13.6 $71.4 $1.4 

Total Accommodation related revenue $1,845.5 $2,057.3 $211.8 $2,207.0 $149.7 

Other income           

Interest $326.2 $334.6 $8.4 $304.4 -$30.2 

Donations and fundraising $29.0 $24.2 -$4.8 $37.9 $13.7 

Gain on sale of assets $23.2 $54.8 $31.6 $45.9 -$8.9 

Revaluation of assets $37.9 $108.3 $70.5 $42.2 -$66.1 

Imputed Interest on RADs - AASB 16 

Leases  
$0.0 $0.0 $0.0 $551.4 $551.4 

Other $538.6 $615.1 $76.5 $562.0 -$53.1 

1871



Total other revenue $954.9 $1,137.1 $182.2 $1,543.7 $406.6 

Total residential provider revenue $18,066.2 $19,301.6 $1,235.4 $20,536.5 $1,234.9 

1. COVID-19 funding includes the total amount of funding received for residential care operations through aged care 

specific COVID-19 measures provided by Government, including the Workforce Retention Bonus, as well as non-aged 

care measures, such as Job Keeper. 

2. ‘Resident other care fees’ are fees and charges received from a resident in respect of occasional care services like 

consultation, medication, treatment or procedures provided in addition to services required to be delivered under 

Schedule 1 of the Aged Care Act 1997. 

3. The decreases in Resident Other Care fees is largely due to allocation into other income categories such as COVID-19 

funding and ‘donations and fundraising’.   

In 2019-20, care related revenue ($12.9 billion) formed the majority (63 per cent) of total revenue 

earned by residential care providers. This has been the case in previous years. Living related 

revenue received from residents, which includes the basic daily fee, extra services fees and 

additional service fees, accounted for 19 per cent ($3.8 billion) of total revenue, again similar to 

previous years. 

Accommodation payments, consisting of accommodation supplements paid by the Government 

and daily accommodation payments paid by residents, accounted for 11 per cent ($2.2 billion) of 

total provider revenue. 

Other income of $1.5 billion made up the remaining 8 per cent of total residential care provider 

revenue in 2019-20. Interest revenue makes up around a fifth of total ‘other’ income. 

Changes in accounting standards (AASB 16 Leases) which applied from the 2019-20 financial year 

resulted in numerous providers disclosing Imputed Interest Income and Imputed Interest Expense 

on Refundable Accommodation Deposits (RADs). Imputed Interest on RADs accounts for another 

third of ‘Other Income’. The corresponding Imputed Interest Expense is separately disclosed under 

Other Expenses in Chart 6.14. Some providers may have netted off the income and the expense, 

but this does not impact the overall profitability of the sector. 

Chart 6.8 shows the proportions of all revenue sources for residential care providers in 2019-20. 

Chart 6.8: Proportions of total residential care provider revenue, 2019-20 ($m). 
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ACFA also analyses revenue sources in terms of those sources provided by the Commonwealth 

compared with those provided by residents. Table 6.10 shows provider revenue sources for 

2019-20 compared with the previous two years. 

Table 6.10: Revenue sources for residential care providers, Commonwealth, resident and 

‘other’, 2017-18 to 2019-20 ($m). 

Revenue sources 
2017-18 

($million) 

2018-19 

($million) 

Change 

($million) 

2019-20 

($million) 

Change 

($million) 

Commonwealth           

Basic care subsidy (ACFI) $10,812.3 $11,286.2 $473.9 $11,386.3 $100.1 

Respite subsidy & supplements $346.9 $383.0 $36.1 $415.6 $32.6 

COVID-19 funding                -                   -    
               

-    
$301.1 $301.1 

Other supplements $84.5 $106.5 $22.0 $127.0 $20.5 

Accommodation supplement $1,008.1 $1,158.6 $150.5 $1,287.8 $129.2 

Capital Grants $56.5 $70.0 $13.6 $71.4 $1.4 

Commonwealth funding sources $12,308.2 $13,004.3 $696.1 $13,589.2 $584.9 

Resident           

Resident basic daily fee $3,253.4 $3,425.8 $172.4 $3,574.0 $148.2 

Resident means tested fee $504.0 $586.0 $82.0 $648.0 $62.0 

Resident other care fees $48.7 $79.2 $30.5 $52.3 -$26.9 

Accommodation payments from 

residents 
$781.0 $828.7 $47.7 $847.9 $19.2 

Extra service fee $119.3 $118.4 -$0.9 $123.4 $5.0 

Additional services fees $96.7 $122.2 $25.5 $158.1 $35.9 

Resident funding sources $4,803.1 $5,160.3 $357.2 $5,403.6 $243.3 

Other income           

Interest $326.2 $334.6 $8.4 $304.4 -$30.2 

Donations and fundraising $29.0 $24.2 -$4.8 $37.9 $13.7 

Gain on sale of assets $23.2 $54.8 $31.6 $45.9 -$8.9 
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Revaluation of assets $37.9 $108.3 $70.5 $42.2 -$66.1 

Imputed Interest on RADs - AASB 

16 Leases  
$0.0 $0.0 $0.0 $551.4 $551.4 

Other $538.6 $615.1 $76.5 $562.0 -$53.1 

Other funding sources $954.9 $1,137.1 $182.2 $1,543.7 $406.6 

Total revenue $18,066.2 $19,301.6 $1,235.4 $20,536.5 $1,234.9 

1. Extra service subsidy reduction does not apply to new residents entering care from 1 July 2014, however it still 

applies to residents in ESS places who were in care prior to 1 July 2014. 

Overall in 2019-20, the Commonwealth contributed 66 per cent of total provider funding 

($13.6 billion) and residents contributed 26.2 per cent ($5.4 billion). This is consistent with previous 

years.  

Chart 6.9 shows the proportion of revenue that residential care providers received from the 

Commonwealth in 2019-20. Basic subsidies (ACFI) comprised by far the greatest share at 

84 per cent. 

Chart 6.9: Proportions of provider revenue from the Commonwealth, 2019-20 ($m) 

 

Chart 6.10 shows the proportion of total revenue that residential care providers receive from 

residents. Consistent with previous years, the basic daily fee forms the greatest share (66 per cent), 

accommodation payments (Daily Accommodation Payments) formed a further 16 per cent of the 

revenue received and means tested care fees represented 12 per cent. 
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Chart 6.10: Proportions of residential care provider revenue from residents, 2019-20 ($m) 

 

Table 6.11 shows total revenue per resident per day in 2019-20 compared with the previous two 

years. Total revenue per resident per day was $296.64, an increase of 4.6 per cent from 2018-19 

($283.54). 

Table 6.11: Residential care provider revenue sources per resident per day, 2017-18 to 2019-

20. 

  

2017-

18 

2018-

19 

Change 

($) 

2019-

20 

Change 

($) 

Commonwealth           

Basic care subsidy (ACFI) $162.88 $165.79 $2.91 $164.47 -$1.32 

Respite subsidy & supplements $5.23 $5.63 $0.40 $6.00 $0.37 

COVID-19 funding           -              -              -    $4.35 $4.35 

Other supplements $1.27 $1.56 $0.29 $1.83 $0.27 

Accommodation supplement $15.19 $17.02 $1.83 $18.60 $1.58 

Capital Grants $0.85 $1.03 $0.18 $1.03 $0.00 

Commonwealth funding sources $185.42 $191.03 $5.61 $196.29 $5.26 

Resident           

Resident basic daily fee $49.01 $50.32 $1.31 $51.62 $1.30 

Resident means tested fee $7.59 $8.61 $1.02 $9.36 $0.75 

Resident other care fees $0.73 $1.16 $0.43 $0.76 -$0.40 

1875



Accommodation payments from 

residents 
$11.77 $12.17 $0.40 $12.25 $0.08 

Extra service fee $1.80 $1.74 -$0.06 $1.78 $0.04 

Additional services fees $1.46 $1.80 $0.34 $2.28 $0.48 

Resident funding sources $72.36 $75.80 $3.44 $78.05 $2.25 

Other           

Imputed interest on RADs - AASB 16 

Leases  
          -              -              -    $7.96 $7.96 

Other income 14.38 $16.70 $2.32 $14.33 -$2.37 

Other  14.38 $16.70 $2.32 $22.30 $5.60 

Total revenue $272.16 $283.54 $11.37 $296.64 $13.10 

1. Extra service subsidy reduction does not apply to new residents entering care from 1 July 2014, however it still 

applies to residents in ESS places who were in care prior to 1 July 2014. 

6.3.2 Expenses 

Total expenditure in 2019-20 for residential care providers was $21.3 billion, up 11.7 per cent from 

$19.0 billion in 2019-20. Chart 6.11 shows total expenses for the seven years to 2019-20.  

Chart 6.11: Total expenses, residential care providers, 2013-14 to 2019-20 ($b) 

 

Table 6.12 shows the expenses for residential care providers in 2019-20 compared with the 

previous two years. Chart 6.12 presents the expenses for 2019-20 as a proportion of total expenses. 
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Table 6.12: Summary of expenses, residential care providers, 2017-18 to 2019-20 ($m)  

Expenses 
2017-18 

($m) 

2018-19     

($m) 

Change 

($m) 

2019-20     

($m) 

Change 

($m) 

Employee $12,426.7 $12,994.2 $567.5 $13,965.1 $970.9 

Depreciation $968.9 $1,067.0 $98.1 $1,267.3 $200.3 

Interest $186.7 $205.7 $19.0 $323.6 $117.9 

Revaluation of assets 

(decrease)/Impairment 
 N/A   N/A  N/A $351.6 $351.6 

Other expenses $4,048.8 $4,770.4 $721.6 $5,365.3 $594.9 

Total expenses $17,631.1 $19,037.3 $1,406.2 $21,272.9 $2,235.6 

Employee costs represent 66 per cent of the total expenses incurred by providers, an increase 

of 7.3 per cent over 2018-19. This followed a 4.6 per cent increase from 2017-18. 

‘Other’ expenses represented 25 per cent of total costs. ‘Other’ expenses include building repairs 

and maintenance expenses, rent, utilities and costs associated with employment support activities, 

cleaning and administration. Depreciation accounts for 6 per cent of total costs, stable from 

previous years while interest costs and revaluation of assets account for the remaining 2 per cent. 

Chart 6.12: Proportion of residential care provider total expenses, 2019-20 ($m) 

 

Table 6.13 shows the major expense types for providers, per resident per day, for the six years to 

2019-20. Total expenses per resident per day have generally increased each year by between 

4-6 per cent until 2019-20 which saw a significant increase of 9.2 per cent. 
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Table 6.13: Summary of residential care provider expenses, per resident per day, 2014-15 to 

2019-20 

Expenses 2014-15 2015-16 2016-17 2017-18 2018-19 2019-20 

Employee 
$157.68 $166.84 $179.01 $187.21 

       $190.

88 
 $201.72  

Depreciation 
$11.49 $11.87 $13.59 $14.60 

        $15.6

7 
 $8.31  

Interest 
$2.21 $2.30 $2.60 $2.81 

          $3.0

2 
 $4.67  

Revaluation of assets 

(decrease)/Impairment 

N/A N/A N/A N/A N/A $5.08 

Other 
$63.67 $66.57 $59.09 $61.00 

         $70.

08 $77.50 

Total expenses $235.05 $247.58 $254.29 $265.61 $279.65 $307.27 

As noted in recent annual reports, since 2016-17, a new breakdown of expenditure data was 

collected through the introduction of the ACFR. This has enabled the collection of more detailed 

expenditure information. Table 6.14 shows provider expenditure in 2019-20, compared with the 

previous two years, using the categories collected through the ACFR. 

Table 6.14: Breakdown of residential care provider expenses, 2017-18 to 2019-20 ($m) 

 

2017-18 

($m) 

2018-19    

($m) Change ($m) 

2019-20 

($m) 

Change 

($m) 

% of total 

expenses 

Care 

   

  

 

Employee expenses $8,968.7 $9,449.6 $480.9 $10,162.4 $712.8 47.8% 

Contracted services $0.0 $278.0 $278.0 $296.3 $18.3 1.4% 

Other $588.4 $594.0 $5.6 $644.8 $50.8 3.0% 

Total care expenses $9,557.0 $10,321.6 $764.6 $11,103.5 $781.9 52.2% 

Accommodation             

Employee expenses $283.7 $315.1 $31.4 $320.5 $5.4 1.5% 

Repairs & maintenance $477.6 $450.8 -$26.8 $472.6 $21.8 2.2% 

Rent $357.0 $423.5 $66.5 $247.0 -$176.5 1.2% 

Other $497.8 $530.8 $33.0 $541.3 $10.5 2.5% 

Total accommodation 

expenses 
$1,616.2 $1,720.2 $104.0 $1,581.4 -$138.8 7.4% 

Hotel             

Employee expenses $1,600.4 $1,691.7 $91.3 $1,784.7 $93.0 8.4% 
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Contracted services $495.9 $533.4 $37.5 $561.8 $28.4 2.6% 

Other $722.4 $764.9 $42.5 $791.9 $27.0 3.7% 

Total hotel expenses $2,818.7 $2,990.0 $171.3 $3,138.4 $148.4 14.8% 

Administration             

Employee expenses $970.4 $967.3 -$3.1 $1,091.5 $124.2 5.1% 

Management fees $603.5 $570.4 -$33.1 $606.0 $35.6 2.8% 

Other $662.4 $713.2 $50.8 $751.3 $38.1 3.5% 

Total administration 

expenses 
$2,236.2 $2,251.0 $14.8 $2,448.7 $197.7 11.5% 

Financing             

Depreciation $942.9 $1,067.0 $124.1 $1,267.3 $200.3 6.0% 

Amortisation $26.0 $52.6 $26.6 $58.4 $5.8 0.3% 

Interest $186.7 $205.7 $19.0 $323.6 $117.9 1.5% 

Total financing expenses $1,155.6 $1,325.3 $169.7 $1,649.3 $324.0 7.8% 

COVID-19             

Labour Costs  N/A   N/A   N/A  $120.4  N/A   N/A  

Resident Support  N/A   N/A   N/A  $20.2  N/A   N/A  

Preventative Measures  N/A   N/A   N/A  $53.2  N/A   N/A  

Other Expenses  N/A   N/A   N/A  $13.4  N/A   N/A  

Total COVID-19 expenses  N/A   N/A   N/A  $207.2  N/A   N/A  

Other             

Revaluation of assets 

(decrease)/impairment 
$38.7 $48.3 $9.6 $351.6 $303.3 1.7% 

Loss on sale of assets $9.4 $18.8 $9.4 $17.5 -$1.3 0.1% 

Imputed Interest Expenses 

on RADs - AASB 16 Leases 
             -                 -    $0.0 $561.0 $561.0 2.6% 

Other $199.3 $362.2 $162.9 $214.2 -$148.0 1.0% 

Total other expenses $247.4 $429.2 $181.8 $1,144.3 $715.1 5.4% 

Total expenses $17,631.1 $19,037.3 $1,406.2 $21,272.9 $2,028.4 100.0% 

       
 

Notes: 

1. Management fees are expenses that are paid to another person/organisation to govern and manage 

operations of the facility on behalf of the provider (includes management fees paid to both related and non-

related parties). 
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2. AASB 16 Leases, a new accounting standard, now requires leasees to recognise most rental contracts on 

their balance sheets as right of use assets and corresponding lease liabilities. 

3. For leased assets recognised in the balance sheet, rent expense is replaced by depreciation and interest 

expense that is calculated on the value of the leased asset. 

4. Short term leases and low value leases are exempt and can still be shown as rent expense (similar to 

previous years). 

Care expenditure relates to the direct costs incurred in providing care for residents within 

residential care facilities. Care related employee expenses make up 93 per cent of total care 

expenses, and 48 per cent of total expenditure, making it the largest single expense for providers. 

This is consistent with recent years. Employee expenses include payments made to doctors, 

nursing, therapists, nutritionists, case managers, health assistants and support staff. 

Other care expenses include items such as resident medication, oxygen and related equipment, 

treatments and procedures, incontinence aids, items that assist mobility, recreation and social 

activities, rehabilitation support, personal grooming and specific cultural and social events. 

Accommodation expenditure, which represents 7 per cent of total expenses (9 per cent in 2018-19), 

relates to the costs incurred in providing accommodation to residents. This includes 

accommodation employee expenses, repairs and maintenance and rent. 

Hotel expenditure (which represents 15 per cent of total expenses) relates to the costs incurred in 

the provision of everyday living expenses to residents, including employees, contracted services 

and other. Contracted services are payments made to external providers or internal divisions for 

the provision of catering, cleaning or laundry. Other expenses consist of expenses such as meals, 

refreshments, other food consumables, bedding materials, toiletry and sanitary goods, cleaning 

items and laundry items. 

Financing expenditure relates to depreciation incurred on property, plant and equipment, 

amortisation of intangible assets, and interest paid on borrowing used to fund the capital 

requirements of facilities. Financing accounted for 8 per cent of total expenditure in 2019-20, stable 

from 7 per cent in 2018-19. 

Other expenses relate to expenditure not covered in any of the above categories. 

6.3.3 Financial results 

The financial performance of residential care providers is affected by variations in both revenue and 

expenditure. It can also vary depending on the location in which care is delivered. 

Chart 6.13 shows the average EBITDA per resident per annum for all residential care providers since 

2010-11. Overall, the financial performance of residential care providers continued to fall for the 

third year in a row. The average EBITDA per resident decreased to $6,445 from $8,523 in 2018-19 

(a 24.4 per cent decrease). In 2016-17 it was $11,481 and has dropped almost 44 per cent in the 

three years since. ACFA also notes, based on Department of Health analysis that excluded both   

additional COVID-19 funding provided by Government and COVID-19 related expenses35, average 

EBITDA per resident across the sector would have been $5,950 (a decrease of 30.2 per cent). It 

should be remembered that this analysis is based on the accuracy of providers reporting their 

35 For 2019-20 onwards, the ACFR provided to the Department each year by home care and residential care providers was 

amended so that COVID related income and expenses could be identified and tracked.   
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COVID related income and expenses which in some cases, particularly expenses, may not be easy 

to separate COVID related and non-COVID related. 

Chart 6.13: Residential care provider average EBITDA per resident per annum, 2010-11 to 

2019-20. 

 

Table 6.15 provides a summary of the overall financial performance of residential care providers 

since 2014-15. As shown the overall profit of the sector has been declining significantly since 

2017-18 and was negative $736 million in 2019-20, dropping below zero for the first time. The 

average EBITDA per resident has also been declining since 2017-18 and dropped again from $8,523 

in 2018-19 to $6,445. 

Table 6.15: Summary of financial performance of residential care providers, 2014-15 to 2019-

20 

 
2014-15 2015-16 2016-17 2017-18 2018-19 2019-20 

Revenue ($m) $15,810 $17,172 $17,757 $18,066 $19,302 $20,536 

Expenses ($m) $14,903 $16,109 $16,751 $17,631 $19,037 $21,273 

NPBT ($m) $907 $1,063 $1,006 $435 $264 -$736 

NPBT margin 5.7% 6.2% 5.7% 2.4% 1.4% -3.6% 

EBITDA ($m) $1,776 $1,985 $2,072 $1,591 $1,590 $1,222 

Average EBITDA p.r.p.a  $10,222 $11,134 $11,481 $8,746 $8,523 $6,445 

EBITDA margin 11.2% 11.6% 11.7% 8.8% 8.2% 6.0% 

Table 6.16 shows the financial performance of providers in 2019-20 by ownership type, location 

and scale. In general terms, based on EBITDA per resident, for-profit providers outperformed 

not-for-profit providers and metropolitan providers significantly outperformed regional and rural 

providers. This is similar to the last two years. More detailed discussion of performance based on 

ownership, location and scale is included later in this section. 
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Table 6.16: Summary of financial performance of residential care providers, by ownership, 

location and scale, 2019-20 

   Ownership type Location Scale 
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Revenue ($m) 

 $20,5

36 

$11,1

25 

$8,49

5 $916 

$13,3

49 

$2,88

7 

$4,30

1 

$3,90

2 

$4,38

1 

$4,82

7 

$7,42

6 

Expenses ($m) 

 $21,2

73 

$11,4

75 

$8,71

8 $1,080 

$13,7

96 

$3,05

8 

$4,41

9 

$3,92

8 

$4,64

4 

$4,90

9 

$7,79

2 

Profit ($m) 

 

-$736 -$349 -$223 -$164 -$448 

-

$172 

-

$117 -$25 

-

$263 -$82 -$366 

EBITDA ($m) 

 $1,22

2 $598 $726 -$101 $979 $31 $213 $289 $134 $378 $422 

EBITDA p.r.p.a 

($m) 

 

$6,44

5 

$5,59

3 

$9,63

2 

-

$13,54

7 

$8,05

5 

$1,13

8 

$5,16

5 

$7,87

2 

$3,24

7 

$8,75

5 

$6,14

3 

EBITDA margin  6.0% 5.4% 8.5% -11.0% 7.3% 1.1% 4.9% 7.4% 3.0% 7.8% 5.7% 

NPBT margin 

 

-3.6% -3.1% -2.6% -17.9% -3.4% 

-

6.0% 

-

2.7% 

-

0.6% 

-

5.99

% 

-

1.7% -4.9% 

As noted, the financial performance of the residential care sector overall declined significantly in 

2019-20, continuing a general decline in recent years. In 2019-20 providers reported an average 

EBITDA per resident of $6,445 down from $8,523 in 2018-19. These recent years of poorer financial 

performance follow five years of improving financial performance up to 2016-17. Forty-six per cent 

of residential care providers reported a net profit in 2019-20, down from 58 per cent in 2018-19. 

This continues a trend of a decreasing proportion of providers reporting a profit in recent years 

(69 per cent in 2015-16). 

The EBITDA margin was 6.0 per cent, down from 8.2 per cent in 2018-19. The NPBT margin 

continued to decline, to negative 3.6 per cent in 2018-19, down from 1.4 per cent in 2018-19. 

Chart 6.14 presents the EBITDA per resident for 2016-17 to 2019-20 by provider performance 

quartiles. As shown, the average EBITDA per resident declined in all quartiles. It is worth noting that 

the decline over the years since 2016-17 has been far greater for providers in the bottom two 

quartiles (62 per cent and 132 per cent respectively) than for those in the top two quartiles 

(17 per cent and 23 per cent respectively). This indicates the better performing providers have 

weathered the financial pressures of recent years far better. 
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Chart 6.14: Residential care provider comparative EBITDA per resident per annum, 2016-17 

to 2019-20, by quartile. 

 

Operating performance has traditionally varied across provider ownership type, location and scale. 

The following commentary provides analysis across the segments of providers. 

By provider ownership type 

Chart 6.17 shows the performance ratios for the last three years by ownership type, and Chart 6.18 

shows the average EBITDA per resident per annum for the last four years, by ownership type. 

While the not-for-profit providers reported a noticeable decline in performance in 2019-20 

compared with 2018-19, the for-profits reported a slight improvement, up to an EBITDA per 

resident of $9,632 from $9,528 in 2018-19. The trend of for-profit providers outperforming 

not-for-profit providers, which has been evident for some time, continued in 2019-20. 

However, this measure needs to be considered carefully because providers in the not-for-profit and 

government sectors often have different business motives, business models and funding sources 

and often operate in areas affected by the impacts of remoteness and facility size. 

As noted previously, commentary from the not-for-profit sector indicates that the generally lower 

operating financial results may be consistent with their community or religious missions. They may 

fulfil their charters in a range of ways that might be difficult or inappropriate in a more commercial 

environment where investors are seeking returns. 

Specifically, not-for-profit providers may choose to invest in or expend funds on amenities and 

services for which they are not funded through regulated sources. Not-for-profit providers may be 

assisted to do this through a range of funding pathways and tax benefits, including payroll tax 

relief, income tax exemptions and tax deductible donations. However, where these costs are not 

covered by such incremental revenue, the comparatively lower EBITDA for many not-for-profit 

providers may be the product of the delivery of additional “community benefits” or “social impacts” 

or returns which are not recognised in the annual financial accounts. 
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Chart 6.15: Residential care provider operating performance ratios, by ownership type, 

2017-18 to 2019-20. 

 

Chart 6.16 shows the average EBITDA for the four years to 2018-19 by ownership type. The 

for-profit providers reported a slight improvement, with an EBITDA per resident of $9,632, up from 

$9,528 in 2018-19. By contrast the not-for-profit providers reported a 34 per cent decrease, down 

to $5,593 from $8,520 in 2018-19.  

Chart 6.16: EBITDA per resident, by ownership type, 2016-17 to 2019-20. 

 

As shown in Chart 6.17 and Chart 6.18, a significantly higher proportion (39 per cent) of for-profit 

providers were present in the top quartile of EBITDA per resident compared with not-for-profit 

providers with 20 per cent. This has been the case in recent years.  

As has been the case with all previous years, there is some representation of all ownership types in 

each quartile. 
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Chart 6.17: Residential care provider average EBITDA per resident per annum, by quartile 

(number of providers in parentheses) – by ownership type, 2019-20. 

 

Chart 6.18: Residential care provider distribution between quartile of average EBITDA per 

resident per annum – by provider ownership type, 2019-20. 

 

By provider location 

As shown in Chart 6.19, metropolitan providers once again significantly outperformed regional 

providers with an EBITDA per resident of $8,055 compared with only $1,138 for regional providers. 

Metropolitan providers did report a decline in their financial performance, down from $9,790 in 

2018-19 however the decline for regional providers was much greater, down from $4,916. 
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Chart 6.19: Residential care provider EBITDA per resident, by provider location, 2016-17 to 

2019-20 

 

As with previous years, a higher proportion (30 per cent) of metropolitan providers are present in 

the top quartile of ranking by EBITDA per resident compared with regional providers (19 per cent), 

as shown in Chart 6.20 and Chart 6.21. However the regional providers (63 in total) that are in the 

top quartile reported a significantly higher EBITDA ($26,896) than the 142 metropolitan providers 

who were in the top quartile ($20,182). Also consistent with recent years, a significantly higher 

proportion of regional providers (32 per cent) were represented in the bottom quartile compared 

with 21 per cent of metropolitan providers. 

As was the case with analysis based on ownership type, providers from all locations are present in 

each quartile. 
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Chart 6.20: Residential care provider average EBITDA per resident per annum, by quartile 

(number of providers in parentheses) – by location, 2019-20. 

 

Chart 6.21: Residential care provider distribution between quartile of average EBITDA per 

resident per annum – by location, 2019-20. 

 

By provider scale 

In 2019-20, providers with between 7 and 19 facilities were the best performing, reporting an 

average EBITDA of $8,755. Single facility providers were the next best with EBITDA per resident of 

$7,872. 
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Interestingly, providers with between 2 and 6 facilities were the worst performers for the third year 

in a row, recording an average EBITDA per resident of only $3,247. 

Chart 6.22: Residential care provider EBITDA per resident per day, by provider scale, 2016-17 

to 2019-20. 

 

In 2019-20, as was the case in 2018-19, more than 60 per cent of providers with between 7 and 19 

facilities were in the top two quartiles (Chart 6.23 and Chart 6.24). Twelve of the 24 providers 

(50 per cent) who own more than 20 facilities were also in the top two quartiles of ranking by 

EBITDA per resident per annum, although this has been declining from 17 of these providers who 

were in the top quartile in 2017-18.  

The 149 single facility providers (28 per cent) who were in the top quartile of performers actually 

reported a far higher EBITDA per resident than the larger scale providers who were also in the top 

quartile. This cohort of single facility providers report EBITA of $26,868 compared with the next 

best performers in the top quartile of $21,419 for the providers with 2 to 6 facilities.  

As was the case in previous years, providers from all the scale classifications are represented in all 

four quartiles. 
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Chart 6.23: Residential care provider average EBITDA per resident per annum, by quartile 

(number of providers in parentheses), by provider scale, 2019-20 

 

Chart 6.24: Residential care provider distribution between quartile of average EBITDA per 

resident per annum – by provider scale, 2019-20 

 

6.3.4 Developments in 2020-21 and looking ahead 

There are indications, including through the December 2020 quarterly financial reports from sector 

analysts StewartBrown, that the decline in financial performance seen in recent years continued in 

the first half of 2020-21, albeit only slightly. ACFA notes that in the first half of 2020-21, an 

additional $245 million in COVID-19 support funding was provided to residential care providers, 

equating to $975 per resident in major metropolitan areas and around $1,435 per resident in all 

other areas.  

The Government’s response to the final report of the Royal Commission into Aged Care Quality 

and Safety announced additional funding for residential care in response to the current financial 

pressures. In particular, the Government accepted the Royal Commission’s recommendation that a 
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new $10 per resident per day basic daily fee supplement should be introduced to help address 

immediate financial pressures. This will provide an additional $3.2 billion over the next four years 

and should help relieve some of the financial pressure.  

ACFA has pointed out in previous reports that the formula used for indexing care payments under 

ACFI does not cover wage cost movements and, in effect, entails an expectation of significant 

productivity improvements. Pending the move to independent price determination based on 

costing studies, the use of the current indexation formula will continue to be a contributor to the 

financial pressure experienced by providers. A moderating factor has been the recent increase in 

the real growth of ACFI payments per resident per day. After real growth of less than 1 per cent in 

each of the years between 2017-18 and 2019-20 (which includes a short period when indexation 

was paused), real growth has steadily increased since January 2020, averaging 2.4 per cent for 

2020. 

Looking ahead, the move to independent and transparent price determination arrangements based 

on regular costing studies, and the introduction of AN-ACC to replace the ACFI, provides the 

opportunity to remove the volatility in funding that has characterised ACFI and to base price 

determination on evidence of the contemporary cost of the efficient delivery of aged care. 

ACFA noted last year that an immediate risk facing residential care providers was the spread of 

COVID-19 which has the potential to cause a sizeable decline in occupancy through both 

departures and delays in new admissions, with consequential financial pressures. While the risk of a 

significant decline in sector-wide occupancy due to COVID-19 did not eventuate, there were some 

providers with services in areas of high community transmission who experienced severe 

outbreaks. In June 2021 the Government announced it was offering zero-interest loans to eligible 

providers who had experienced a significant decline in their RAD balance due to a sudden drop in 

occupancy due to COVID-19.  
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7. Residential care: capital investment 
This chapter discusses: 

• The sources of capital financing for the residential care sector, including the role of Refundable 

Accommodation Deposits (RADs)36; 

• key balance sheet metrics for residential care providers for 2019-20; and 

• building and investment trends in the residential care sector. 

On 30 June 2020, compared with 30 June 2019, the residential care sector had: 

• Total assets of $56.4 billion, up from $52.6 billion, which includes:  

• $14.1 billion of current assets, a decrease of $100 million; and 

• $42.1 billion of non-current assets, up from $38.2 billion. 

• total liabilities of $44.8 billion, up from $39.0 billion. This includes $32.2 billion of 

accommodation deposits held by the sector, up from $30.2 billion; 

• net assets of $11.5 billion, a decrease of $1.1 billion; 

• average return on equity was 10.6 per cent, down from 12.5 per cent;  

• average return on assets was 2.2 per cent, down from 3.0 per cent; and 

• cash held as percentage of accommodation deposit balances was 19.9 per cent, down from 

20.8 per cent 

Recent building trends: 

• $5.7 billion of building works were either completed or in-progress as at 30 June 2020 

compared with $5.3 billion at 30 June 2019; and 

planned building activity remains subdued. 

7.1 Capital financing 

Capital for residential care providers is comprised of: 

• equity, including retained earnings; 

• loans from financial or other institutions; 

• interest free loans from residents in the form of lump sum Refundable Accommodation Deposits 

(bonds pre 1 July 2014); 

• capital investment support from Government by way of capital grants for eligible projects; and 

• capital endowments. 

7.1.1 Residents as a source capital 

Lump sum Refundable Accommodation Deposits (RADs) by residents, which act as interest free 

loans to providers, are a significant source of funding for capital investment in residential care. At 

30 June 2020, a total of $32.2 billion of accommodation deposits was held by providers. The 

investment of accommodation deposits held by providers is a source of interest income that is 

included in the other income reported by providers in their operating statement. 

36 Includes bonds prior to 1 July 2014. 
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As an alternative to RADs, residents can choose to a pay a Daily Accommodation Payment (DAP) or 

a combination of a RAD and DAP. 

Partially supported residents contribute towards accommodation as a Refundable Accommodation 

Contribution (RAC) or Daily Accommodation Contribution (DAC). In this report, references to RADs 

also include RACs and references to DAPs include DACs. 

In February 2020, the Minister for Aged Care tasked ACFA with reviewing the role of RADs in 

residential aged care. ACFA’s report on refundable accommodation deposits and their use into the 

future37 concluded: 

- That RADs had, and continue to, provide a low cost and accessible form of capital for many 

providers and have contributed to the significant investment in residential aged care in 

recent years. 

- While there has been an overall shift away from RADs, to date it has been modest, gradual 

and manageable. 

- A rapid shift away from RADs to DAPs would significantly impact the business model of 

some providers who rely on RADs, and that the sector as a whole would be unlikely to be 

able to sustain a rapid shift.  

- There is no immediate alternative to RADs and that any move away from RADs would need 

to be gradual and with early sector engagement. Additionally, the Government would need 

to provide some support to some providers who may face financial pressure if RADs were 

ceased. 

7.1.2 Commonwealth as a source of capital 

The Australian Government makes capital grants available through the ACAR (via the Rural, 

Regional and Other Special Needs Building Fund) for services that target communities and 

geographic areas where there may be insufficient access to capital from other sources. Through the 

current 2020-21 ACAR, up to $150 million in capital grants has been made available under the 

Fund.  

Additionally, the higher accommodation supplement, payable where a facility has been built or 

significantly refurbished since 20 April 2012, is encouraging investment in residential care. 

Although not strictly a form of capital for providers, it provides an increased rate of return on the 

capital invested. 

The higher accommodation supplement is $58.69 per eligible resident per day compared with 

$44.02 for the standard accommodation supplement (20 March 2021 rates). As at 

31 December 2020, 1,818 facilities (1,622 at 31 December 2019) or 61.5 per cent of all facilities 

qualified for the higher accommodation supplement. Of these, 1,612 were significantly refurbished 

and 206 were newly built facilities. 

7.1.3 Other sources of capital finance 

Residential care providers also obtain capital finance from investors, loans from financial and other 

institutions and donations/endowments. ACFA does not have data across the sector on debt and 

equity financing, other than that reported in the aggregated balance sheets, which are discussed in 

this chapter. 

37 https://www.health.gov.au/resources/collections/review-of-the-current-and-future-role-of-refundable-accommodation-deposits-in-

aged-care 
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7.2 Accommodation deposits 

At 30 June 2020, refundable accommodation deposits (including accommodation bonds) held by 

residential care providers totalled $32.2 billion, and comprised 57 per cent of total assets 

($56.4 billion) and 79 per cent of liabilities ($44.8 billion). 

At 30 June 2020, there were 96,609 refundable accommodation deposits held by providers (94,870 

at 30 June 2019), with an average value of $334,000 ($318,000 in 2018-19). As shown in Table 7.1, 

the average value of accommodation deposits continues to increase each year. 

Table 7.1: Average value of refundable accommodation deposits held by providers, 2013-14 

to 2019-20 

2013-14 2014-15 2015-16 2016-17 2017-18 2018-19 2019-20 

$229,000 $248,000 $267,000 $283,000 $303,000 $318,000 $334,000 

Residents who are assessed as having low financial capacity are eligible for Commonwealth 

assistance with their accommodation costs as either a partially supported or fully supported 

resident. Partially supported residents may be asked to contribute towards the cost of 

accommodation, depending on their means. They can choose to pay their accommodation 

contribution by a lump sum refundable accommodation contribution (RAC), a daily 

accommodation contribution (DAC), or a combination of the two. Fully supported residents cannot 

be asked to make a contribution and have their accommodation costs met in full by Government. 

In 2019-20, around 47 per cent of all residents were supported, either fully or partially. 

Residents who are not eligible for Commonwealth assistance for all of their accommodation costs, 

pay the accommodation price they agreed before they entered care. The agreed price cannot 

exceed the published price for the room.  

Residents can choose (within 28 days of admission) to pay their accommodation costs by a lump 

sum refundable accommodation deposit/contribution (RAD/RAC), a daily accommodation 

payment/contribution (DAP/DAC) or a combination of the two. The maximum permissible interest 

rate (MPIR) is used to maintain equivalence between daily payments and lump sums38. 

Chart 7.1 shows the total pool of accommodation deposits held by providers since 2013-14, as well 

as the number of deposits held. 

38 The lump sum RAD amount, which is agreed between the provider and the resident, is multiplied by the MPIR and 

divided by 365 days to calculate the daily DAP. Conversely, a daily DAC amount, which is advised by Services Australia, is 

divided by the MPIR and multiplied by 365 days to calculate the lump sum RAC. The MPIR is determined quarterly in 

accordance with Section 6 of the Fees and Payments Principles 2014 (No. 2). Current and historic rates of the MPIR are 

available on the Department of Health website. 
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Chart 7.1: Total value and total number of accommodation deposits held, 2013-14 to 2019-

20 

 

While the pool of accommodation deposits continues to grow, there is a gradual trend away from 

RADs in favour of DAPs, as shown in Chart 7.2. The proportion of people choosing RAD/RACs has 

dropped every year, albeit slightly, since 2014-15. The proportion of residents choosing DAP/DACs 

has gradually increased over the four years from 33 per cent in 2014–15 to 43 per cent in 2019-20. 

This trend has not been caused by a change in the proportion of non-supported residents as that 

has been relatively stable at around 50 per cent since 2014-15 (although did drop to 47.4 per cent 

in 2019-20) which indicates a trend in consumer payment preferences. . 

Further, as noted earlier, while ACFA noted the overall shift away from RADs to date has been 

modest, gradual and manageable, feedback from consultations reported that some providers are 

concerned about a move towards DAPs. ACFA acknowledged, however, that a rapid shift away from 

RADs to DAPs would significantly impact the business model of some providers who rely on RADs, 

and that the sector as a whole would be unlikely to be able to sustain a rapid shift.  

Chart 7.2: Resident method of accommodation payment, 2014-15 to 2019-20 

 

ACFA has previously noted there are several factors that a consumer might take into consideration 

when determining how to pay the accommodation payment. These include: the rate of the 

Maximum Permissable Interest Rate (MPIR), (if interest rates fall, equivalent daily payments will fall 

for non-supported residents and vice versa); expected length of stay (if shorter, then more likely to 
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pay by daily payment); personal financial circumstances; and the length of time it takes to sell the 

family home. 

Feedback from providers also suggests that the movement in house prices and conditions in the 

housing market are important factors in influencing the choice between RADs or DAPs. 

In terms of the MPIR influencing decisions on accommodation payments in aged care, there is the 

potential for movement from lump sums to daily payments if the equivalence rate is set too low. 

The current record low interest rates have seen the equivalent daily accommodation payment for a 

$550,000 RAD fall from $100.89 in July 2014, when the equivalence formula was introduced, to 

$60.42 currently. High interest rates would see a reversal of this situation.  

If all other things are equal, and consumers can achieve a better return, they may be inclined to 

invest the lump sum and pay the daily payment out of investment earnings. On the other hand, 

some residents see daily payments as interest charged on the outstanding lump sum. From this 

perspective, residents see the MPIR (4.04 per cent as at 1 July 2021) as a punitively high rate of 

interest. 

As ACFA noted in last year’s annual report, part of the reduction in the proportion of residents 

paying by lump sum could also be transitional and may reflect a greater understanding by 

consumers of their ability to choose how to pay for their accommodation, as was intended by the 

reforms implemented in 2014. 

The decrease in the proportion of RAD/RACs has been most noticeable for not-for-profit providers, 

where the proportion has dropped steadily from 42 per cent in 2014-15 to 30 per cent in the last 

two years (Chart 7.3). For the for-profit providers, the proportion of residents choosing RAD/RACs 

has consistently been higher than the not-for-profits, although is also declining and was 

40 per cent in 2019-20 compared with 46 per cent in 2014-15 when the reforms began.  

Chart 7.3: Resident choice of payment method, by ownership, 2014-15 to 2019-20 

 

When analysed in terms of location, lump sum payments continued to drop, albeit slightly, in 

metropolitan areas, falling to 36 per cent in 2019-20 from 37 per cent in 2018-19 (45 per cent in 

2014-15) (Chart 7.4). In regional areas, there was also a drop in the number of residents choosing 

RADs, 29 per cent, down from 32 per cent in 2018-19. The choice of payment type in remote areas 

was stable.  

1895



Chart 7.4: Resident choice of payment method, by location, 2015-16 to 2019-20 

 

There continues to be a very significant difference in choice of payment between non-supported 

residents and partially supported residents, as shown in Chart 7.5. Forty-two per cent of non-

supported residents chose to pay their accommodation payment by a RAD whereas only 4 per cent 

of partially supported residents chose this option, although the proportion of non-supported 

residents paying a RAD has also been decreasing steadily over the four years since, from 

51 per cent in 2015-16. The proportion of residents paying by lump sum may include residents who 

had commenced to pay full or partial daily payments, and then paid a lump sum during the year. 

Similarly, residents paying a daily payment may subsequently pay a lump sum (e.g. once their 

house is sold). 

Chart 7.5: Resident choice of payment method, by partially supported and non-supported 

residents, 2015-16 to 2019-20 

 

7.2.1 Accommodation deposit prices 

On 1 July 2014, new accommodation pricing arrangements came into effect. The changes were: 

• Lump sum accommodation payments became known as Refundable Accommodation Deposits 

(RADs) instead of Accommodation Bonds; 
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• providers were able to charge a RAD to any resident whereas they had previously only been 

able to charge an Accommodation Bond for low care residents, or a high care resident in Extra 

Service facilities; 

• providers were no longer able to deduct a retention amount from the RAD; 

• residents became able to, at their discretion, choose to pay a RAD, a Daily Accommodation 

payment (DAP) or any combination of RAD and DAP; and 

• providers were required to publish the maximum price for their rooms, or part of a room, in 

their aged care facilities. Residents may negotiate a lower price (known as the agreed price) but 

cannot be asked to pay more than the published price. 

Charts 7.6 and 7.7 show the average published and agreed accommodation prices since 

1 July 2014, presented by provider ownership type and location. This data includes RADs, DAPs and 

combination payments and covers the price of a residential care room, not the method of payment. 

In terms of provider ownership (Chart 7.6), agreed prices for both the for-profit and the 

not-for-profit providers are consistently lower than the published prices. In 2018-19 the overall 

average agreed price for the sector was around $60,000 less than the average published price.  

Also as shown, for-profit providers have consistently higher published and agreed prices than 

not-for-profit providers. The average agreed price is less than the average published price because 

residents may, and often do, negotiate a lower price. 

Chart 7.6: Average agreed and published accommodation prices (lump sum equivalent), by 

ownership, 2014-15 to 2019-20 

 

In terms of location (Chart 7.7), as has been the case in previous years, the average published and 

agreed price in metropolitan areas was significantly higher than in regional and remote areas. This 

is to be expected given the difference in house prices across these areas.  
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Chart 7.7: Average agreed and published accommodation prices (lump sum equivalent), by 

location, 2014-15 to 2019-20 

 

7.3 Financing status - balance sheet 

This section focuses on the balance sheet of the residential care sector, showing the liabilities, 

assets and net assets. 

In 2016-17 the Department of Health began collecting financial data from providers via the Aged 

Care Financial Report (ACFR). This has allowed greater disaggregation of the total assets and 

liabilities compared with earlier years which is used in some of the analysis. Table 7.2 shows a high 

level balance sheet summary for residential care providers for the last five years. 

Table 7.2: Balance sheet of residential care providers, 2015-16 to 2019-20 

Assets/liabilities 

2015-16 

($m) 

2016-17 

($m) 

2017-18 

($m) 

2018-19 

($m) 

2019-20 

($m) 

Financial assets $5,611 $8,199 $9,047 $9,248 $8,931 

Fixed assets $11,455 $22,963 $24,061 $27,997 $27,675 

Right of use assets - -   $2,933 

Other assets $23,629 $13,855 $15,292 $15,323 $16,862 

Total assets $40,695 $45,017 $48,400 $52,568 $56,401 

Refundable accommodation deposits $21,872 $24,710 $27,523 $30,183 $32,205 

Lease liabilities - -   $2,976 

Other liabilities $7,878 $8,981 $9,050 $9,703 $9,663 

Total liabilities $29,750 $33,691 $36,573 $39,886 $44,844 

Net worth/equity $10,945 $11,326 $11,827 $12,682 $11,557 

Notes: 
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1. AASB 16 Leases, a new accounting standard, now requires leasees to recognise most rental 

contracts on their balance sheets as ‘right of use assets’ and corresponding lease liabilities. For 

leased assets recognise in the balance sheet, rent expense is replaced by depreciation and 

interest expense that is calculated on the value of the leased asset. 

2. Short-term leases and low value leases are exempt and can still be shown as rent expense 

(similar to previous years). 

At 30 June 2020, the sector as a whole had total assets of $56.4 billion (an increase of $3.9 billion or 

7.4 per cent since 30 June 2019). Current assets were $14.1 billion, a slight decrease from 2018-19 

and fixed assets decreased to $27.7 billion from $28 billion. Accommodation deposits continued to 

increased, up to $32.2 billion from $30.1 billion (an increase of 7 per cent). 

Total liabilities were $44.8 billion, up from $39.9 billion in 2018-19. This includes the $32.2 billion of 

accommodation deposits held by the sector. Total liabilities as a proportion of total assets is a 

measure that indicates an organisation’s leverage and shows the proportion of total assets 

financed through borrowings. As shown in Chart 7.8, this proportion was 79.5 per cent in 2019-20 

and has been gradually increasing for four years from 73.1 per cent in 2015-16. 

Overall, net worth/total equity in the sector was $11.6 billion in 2019-20, down from $12.7 billion in 

2018-19. 

Other liabilities, which include secured bank and related party lenders, creditors and provisions, 

increased to over 22 per cent from around 18.5 per cent the previous two years (Chart 7.8). 

Net worth/total equity as a proportion of assets decreased noticeably to 20.5 per cent after being 

around 24-26 per cent for the previous four years. This is a measure of the share of an organisation 

which is contributed by and held beneficially by the owners/shareholders. The decrease in equity 

which contributed to reduction in this ratio was a direct result of the sector making a large loss 

($736 million) in 2029-20. 

Chart 7.8: Residential care provider liability types as a proportion of total assets, 2015-16 to 

2019-20 

 

7.3.1 Balance sheet analysis by ownership type 

Assets and liabilities have been analysed by ownership type in order to identify differences 

between not-for-profit, for-profit and government providers. Table 7.3 shows liabilities and net 
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worth/equity as a proportion of total assets by ownership type, while Chart 7.9 shows the 

proportions for the past three years. 

At 30 June 2020, for the not-for-profit providers, refundable accommodation deposits (RAD) 

funded 57 per cent of their total assets of $29.4 billion. This compares with the for-profit providers 

whose RADs funded 59 per cent of their total assets of $25.1 billion.  

As has been the case in previous years, the for-profit sector has a significantly higher proportion of 

liabilities, with their total liabilities being 94 per cent (88 per cent in 2018-19) of their total assets, 

compared with the not-for-profit providers with 70 per cent (65 per cent in 2018-19). This 

significant difference is representative of the way the for-profits operate in terms of higher 

leveraging. It is worth noting that both the not-for-profit and the for-profit providers had an 

increase of 5 per cent.  

Table 7.3: Balance sheet, by ownership type, at 30 June 2020 ($m) 

 

Not-for-

profit ($m) 

For-profit 

($m) 

Government 

($m) 

Total sector 

($m) 

Total assets funded by: $29,358 $25,083 $1,961 $56,401 

Refundable accommodation deposits $16,620 $14,910 $676 $32,205 

Other liabilities $3,881 $8,561 $197 $12,639 

Total liabilities $20,501 $23,470 $873 $44,844 

Net worth/equity $8,856 $1,612 $1,088 $11,557 

As a % of total assets         

Refundable accommodation deposits 56.61% 59.44% 34.46% 57.10% 

Other liabilities 13.22% 34.13% 10.06% 22.41% 

Total liabilities 69.83% 93.57% 44.51% 79.51% 

Net worth/equity 30.17% 6.43% 55.49% 20.49% 
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Chart 7.9: Liabilities and net worth as a proportion of total assets, by provider ownership 

type, 2017-18 to 2019-20 

 

Table 7.4 presents the consolidated balance sheet at segment and organisation level for 2019-20. 

Table 7.4: Disaggregated balance sheet by provider ownership type, at 30 June 2020 ($m)  

 

Not-for-profit 

($m) 

For-profit 

($m) 

Government 

($m) 

All providers 

($m) 

Assets 

    

Current assets 

    

Cash $4,538 $1,397 $353 $6,287 

Financial assets $1,906 $101 $125 $2,133 

Trade receivables $613 $302 $57 $971 

RADs & RACs receivable $439 $326 $47 $812 

Related party loans $315 $2,949 $0 $3,264 

Other current assets $382 $245 $53 $680 

Total current assets $8,192 $5,320 $635 $14,147 

Non-current assets         

Financial assets $365 $142 $4 $511 

Related party loans $258 $3,632 $0 $3,890 

Work in progress $763 $350 $8 $1,120 

Intangibles - bed licences $1,055 $2,389 $26 $3,470 

Intangibles - other $408 $1,674 $15 $2,097 

Fixed assets $17,549 $8,862 $1,264 $27,675 

1901



 

Not-for-profit 

($m) 

For-profit 

($m) 

Government 

($m) 

All providers 

($m) 

Right of use assets $693 $2,236 $5 $2,933 

Other non-current assets $74 $478 $5 $557 

Total non-current assets $21,165 $19,762 $1,326 $42,254 

Total assets $29,358 $25,083 $1,961 $56,401 

Liabilities         

Current liabilities         

Accommodation deposits (incl. bonds) $16,620 $14,910 $676 $32,205 

Bank borrowings $183 $713 $0 $897 

Related party loans $185 $1,116 $1 $1,301 

Employee provisions $931 $581 $110 $1,622 

Lease liabilities $135 $240 $3 $379 

Other current liabilities $1,013 $1,258 $8 $2,278 

Total current liabilities $19,068 $18,817 $797 $38,682 

Non-current liabilities         

Bank borrowings $491 $891 $25 $1,407 

Related party loans $77 $1,107 $0 $1,184 

Employee provisions $160 $108 $25 $293 

Lease liabilities $463 $2,130 $3 $2,597 

Other non-current liabilities $242 $417 $22 $681 

Total non-current liabilities $1,434 $4,653 $76 $6,162 

Total liabilities $20,501 $23,470 $873 $44,844 

Net assets $8,856 $1,612 $1,088 $11,557 

     

As shown in Table 7.4, fixed assets – predominantly residential aged care facilities - are the single 

largest asset category held by providers ($27.7 billion or 49 per cent of total assets). This is 

consistent with previous years. In terms of ownership type, fixed assets represent 60 per cent of 

total assets for the not-for-profit providers, whereas for the for-profit providers it represents 

35 per cent. This is also consistent with recent years. The significant difference is likely explained in 

part by providers in the for-profit sector being more likely to rent the facilities in which they 

provide residential services, often under arrangements where the facilities are rented from related 

party entities. 

For the sector, cash ($6.3 billion) and financial assets ($2.1 billion) represent 15 per cent 

(16.6 per cent in 2018-19) of total assets and 60 per cent of current assets. Again, there are 

differences between ownership types with the not-for-profit providers holding 79 per cent of 
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current assets in cash and financial assets, while for-profit providers hold only 30 per cent.  

For-profit providers are more active in placing their funds in other categories of assets, including 

related party entities. 

Intangible assets make up 10 per cent, or $5.6 billion of total sector assets (stable from recent 

years). Of this, bed licences make up 63 per cent, or $3.5 billion, and other intangibles of 

$2.1 billion, consisting mostly of goodwill held by the for-profit sector, make up the remainder. 

For-profit providers hold 73 per cent of the intangibles balance for the sector.  

Fifty-three per cent of for-profit providers (52 per cent in 2018-19) have recognised the value of 

bed licences. In contrast, only 27 per cent of not-for-profit providers (28 per cent in 2018-19) have 

recognised the value of their bed licences. 

ACFA notes the Government’s announcement in response to the Royal Commission that, from 

1 July 2024, residential care places will be assigned directly to consumers rather than to providers. 

This is a change that Government had been considering previously (before the Royal Commission), 

including undertaking an impact analysis to examine the potential implications of moving away 

from allocating residential care places to providers. This included consideration of the implications 

for bed licences and intangible assets. ACFA notes that proposed changes to remove the allocation 

of places to providers will affect the intangible assets of those providers who currently recognise 

the value of their bed licences. 

7.3.2 Balance sheet performance ratios 

Balance sheet ratios provide a guide as to the financial health of providers through an analysis of 

their profitability, liquidity and efficiency as well as their net worth. 

Balance sheet performance ratios – definitions 

Current Ratio 

Current ratio is a measure of an organisation’s ability to meet its short-term obligations (current 

liabilities) from its current assets. The current ratio measures an organisation’s liquidity and 

provides an indication of risk that the organisation may not be able to meet its short-term 

obligations as and when they fall due. It is calculated by dividing current assets of an organisation 

by its current liabilities. 

Generally, a current ratio of at least 1.0, shows that an organisation has sufficient current assets to 

meet its short-term obligations. However the requirement to categorise accommodation deposits 

as current liabilities39 on the balance sheet of providers means that the current ratio needs to be 

treated with some caution and considered in conjunction with other financial indicators of liquidity 

for aged care organisations. For example, although RADs are required to be repaid when a resident 

leaves care, they are often repaid after a stay of longer than one year. The average length of stay 

for residents is currently just over three years. 

39 The requirements for the presentation of financial statements is set out in AASB 101 and 

paragraph 69(d) relates to liabilities where there is no right to defer settlement of the liability for at 

least 12 months after the reporting period. The average length of stay of a resident is three years 

and as a result, the liability for repayment of an accommodation deposit can extend beyond 12 

months after year end if the resident is still in care. 
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Cash as a proportion of accommodation deposits 

Cash and cash equivalents in the form of financial assets, as a proportion of refundable 

accommodation deposit balances provides an indication of an organisation’s capacity to repay the 

accommodation deposit balances with liquid resources. 

Net Assets Value 

The net assets value provides an indication of the value of an organisation. The net assets value is 

determined by taking the total assets of an organisation and subtracting total liabilities. A low net 

assets value or a decrease in the value over time indicates higher levels of financial risk for lenders 

and consumers. 

Debt Ratio 

The debt ratio is calculated by dividing an organisation’s total liabilities by its total assets and 

provides an indication of the degree of financing of an organisation. Within the aged care sector, 

total liabilities will consist of an organisation’s refundable accommodation deposits as well as other 

secured and unsecured debt balances. An organisation’s total assets will include cash and asset 

balances to which the refundable accommodation deposits may have been applied. As total 

liabilities increase as a proportion of total assets, the higher levels of debt could reflect the use of 

additional borrowings used to fund an organisation’s improvements and expansions. 

EBITDA to total assets ratio 

The EBITDA to total assets ratio measures the operating return generated from an organisation’s 

total assets. The ratio is a measure of financial performance and is calculated by taking the 

earnings, before interest, tax, depreciation and amortisation (EBITDA) and dividing this by the 

organisation’s total assets. Generally, the higher the EBITDA to total assets ratio, the better the level 

of return generated from the organisation’s total assets. 

Equity to total assets ratio 

Net worth/total equity as a proportion of total assets provides an indication of solvency. For the 

for-profit providers, it shows the proportion of an organisation’s assets which have been 

contributed by the owners/shareholders. For the not-for-profit and government providers, equity 

typically consists of retained earnings and revaluation reserves. The lower the ratio suggests that an 

organisation has used more debt to fund its asset balances. 

As shown in Chart 7.10 the current ratio for the whole sector continued to decrease in 2019-20, 

down to 0.37 from 0.40 in 2018-19. The sector’s current ratio had been 0.48 in 2014-15. The 

decrease indicates a slight increase in the risk that organisations may not be able to meet their 

current liabilities from the current asset balances. 

In terms of ownership type, all three ownership types recorded decreases in their current ratios in 

2019-20 compared with 2018-19. The current ratio for not-for-profit providers decreased to 0.43 

from 0.47 in 2018-19. The current ratio for for-profit providers dropped slightly to 0.28 from 0.30. 

As has been the case for several years, the current ratio for the not-for-profits was higher than the 

current ratio achieved by the for-profits.  

A current ratio of less than 1.0 ordinarily indicates an organisation has insufficient assets to meet 

their obligations when they become due and payable. However, although RADs can become 

repayable at any time and are classified as current liabilities, in practice, the repayment period for 

accommodation deposit balances will vary in line with each resident’s tenure. This means that the 
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current ratio result should be used with caution and considered with other financial indicators in 

the residential aged care sector. 

Chart 7.10: Current ratio, by provider ownership, 2014-15 to 2019-20 

 

As shown in Chart 7.11, the EBITDA to total assets has been trending downwards in recent years, 

falling for the whole sector from 3 per cent in 2018-19 to 2.3 per cent in 2019-20. This is likely due 

mainly to the deterioration in financial performance of the sector in recent years. In terms of 

ownership, the for-profit providers were steady at 3.2 per cent but have generally declined in 

recent years (5.3 per cent in 2015-16). The decline has been even greater for the not-for-profit 

providers, down to 2 per cent from 3.2 per cent in 2018-19 and 4.9 per cent in 2015-16. The 

EBITDA to total assets ratio measures the operating return generated from an organisation’s total 

assets. 

Chart 7.11: EBITDA to total assets, by provider ownership, 2015-16 to 2019-20 
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There continues to be a significant difference between provider types when looking at the results 

for the equity to total assets ratio, as shown in Chart 7.12. Not-for-profit providers are generally 

around 20-24 percentage points higher than the for-profits, with both types reporting a decline in 

2019-20 compared with 2018-19. The not-for-profits dropped to 30.2 per cent from 34 per cent 

and the for-profits reported 6.4 per cent from 8.9 per cent. As can be seen, the results for all 

provider types have been gradually decreasing over a number of years, suggesting a preference for 

debt to fund the growth in assets.  

Chart 7.12: Equity to total assets, by provider ownership, 2014-15 to 2019-20 

 

The average debt ratio across the sector has been increasing gradually over the last five years from 

0.70 in 2014-15 to 0.80 in 2019-20 (Chart 7.13). Both the for-profit and not-for-profit providers 

have reported a similar increase over the last five years. In 2019-20 the for-profits reported a small 

increase from 0.91 to 0.94 and the not-for-profits reported an increase from 0.66 to 0.70. The 

average debt ratio shows the proportion of organisational assets that are financed through debt. A 

ratio of more than 1.0 indicates that an organisation has a higher debt level than the value of its 

assets.  

1906



Chart 7.13: Average debt ratio, by provider ownership, 2014-15 to 2019-20 

 

The net asset position for the sector as a whole had been increasing since 2014-15, however it 

declined from $12.7 billion in 2018-19 to $11.6 billion (Chart 7.14). For-profit providers decreased 

from $2.0 billion to $1.6 billion and not-for-profit providers decreased from $9.6 billion in 2018-19 

to $8.9 billion in 2019-20. 

Chart 7.14: Net assets, by provider ownership, 2014-15 to 2019-20 

 

Cash held as a percentage of accommodation balances provides an indication of an organisation’s 

capacity to repay the accommodation deposit balances from liquid resources (Chart 7.15).  

The levels of cash and cash equivalents held by the for-profit providers has been around half that 

of the not-for-profit providers but has been proportionally decreasing in recent years. In 2019-20 it 

decreased to 9.4 per cent from 12.9 per cent in 2018-19 and 14.3 per cent in 2017-18. Conversely, 

the not-for–profit providers were stable at 27.3 per cent in 2019-20. This is some indication of the 

declining performance of the for-profit providers, although noting that all provider types have 
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generally declined in the last two years. It should also be noted that for-profit providers generally 

have a greater appetite for risk and therefore invest more of their liquid assets compared with 

not-for-profit providers.  

Chart 7.15: Cash held as percentage of accommodation deposit balances, by provider 

ownership, 2017-18 to 2019-20 

 

Chart 7.16 shows total assets, net worth/equity and average accommodation deposit value per 

resident, by ownership type in 2019-20, compared with 2018-19. For the whole sector, average 

accommodation deposits held increased to $333,931 per resident from $318,283 in 2018-19, an 

increase of 4 per cent. This metric measures the average value of all bonds (pre 1 July 2014) and 

accommodation deposits (post 1 July 2014) that providers hold. The average value of bonds/RADs 

has been steadily increasing in recent years. 

In terms of net worth/equity, all providers recorded a decrease, down to $60,929 in 2019-20 from 

$69,026 in 2018-19.  The value of total assets per resident for both the for-profit and not-for-profit 

providers increased in 2019-20 compared with 2018-19. 

Chart 7.16 total assets, net worth/equity and average accommodation deposit value per 

resident, by ownership type, 2018-19 and 2019-20 
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7.3.3 Recent trends in building and investment in residential care 

In 2019-20 the total completed or in-progress work was $5.7 billion, compared with $5.3 billion in 

2018-19 and $4.9 billion in 2017-18 (Chart 7.17). This continues the trend of increasing value of 

building works in residential care in recent years, despite the trend of fewer providers indicating 

that they are looking to build in the near future. This is likely due to the number of years between 

when a provider gains a place through an ACAR and when the building is complete, which is 

currently around four years.  

As noted, there remains a significantly lower proportion of providers reporting an intention to 

rebuild or upgrade compared with 2016-17 and the years preceding. In 2019-20, there was a 

further slight decline in providers reporting that they are planning to upgrade (4 per cent down 

from 5 per cent in 2018-19), while the proportion reporting they intend to re-build facilities was 

stable at 1 per cent (Chart 7.18). In 2015-16 the proportion of facilities planning to upgrade or 

rebuild was at its strongest, with 14 per cent and 5 per cent respectively.  

As noted in ACFA’s last two annual reports, feedback from providers indicated that some had 

curtailed or delayed investment plans in the residential care sector, citing depressed returns and 

policy and regulatory uncertainty along with the potential impact of increased home care packages. 

Providers had indicated that a contributing factor was also uncertainty over the future direction of 

aged care following the completion of the Royal Commission into Aged Care Quality and Safety.  

For-profit providers have previously emphasised that the current return on capital employed in 

aged care was below the cost of capital and, in the absence of any change, this would curtail 

additional investment in the sector. Uncertainty around the implementation of reforms following 

the Royal Commission may continue to delay some investment plans in the residential aged care 

sector. It will be important to monitor whether sentiment changes following the Government’s 

response to the Royal Commission’s final report.  

 

Chart 7.17: Residential care building activity (completed or in-progress), 2014-15 to 2019-20 
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Chart 7.18: Proportion of facilities planning to either upgrade or rebuild, 2014-15 to 2019-20 

 

The decline in planned building activity discussed above is also evident, albeit less significantly, in 

data regarding aged care building approvals from the Australian Bureau of Statistics. The total 

number of builds dropped in 2019-20 for the fourth year in a row, down to 316 from 336 in 

2018-19, and a recent peak of 416 in 2016-17 (Chart 7.19). 

Chart 7.19: Number of building approvals, by value of building work, 2014-15 to 2019-20 
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8. Future demand for aged care 

This chapter discusses: 

• The factors that affect demand for aged care; 

• demand for the different types of subsidised aged care; 

• changing population of older Australians requiring aged care; and 

• changing preferences of consumers seeking aged care. 

8.1 Future demand for aged care services 

The demand for aged care services will expand with the ageing of the population. This chapter 

discusses the factors that affect demand for the relevant aged care types, how this is likely to look 

in the future, and the investment that is needed to ensure the aged care system can adequately 

cater for the expected future requirements of an ageing population. 

An investigation into demand and supply of aged care services was undertaken by David Tune AO 

PSM in the Legislated Review of Aged Care 2017. The Review concluded that there was insufficient 

data available and that “robust measures of demand and unmet demand in aged care are a 

significant way off”. The Review also noted however that there is no doubt that demographic 

factors will lead to significant growth in service provision and expenditure requirements. 

It is still currently not possible to accurately determine consumer preference for residential and 

home care, due to existing supply constraints. However, some better evidence about unmet need 

and consumer preference is being revealed since the creation of the National Prioritisation System 

(NPS) for home care packages and the decline in average residential care occupancy despite a 

large proportion of older people on the home care queue also being approved for permanent 

residential care, but choosing to remain living at home. The introduction of flexibility to switch 

funding across care types, ie. from residential care to home care packages in response to consumer 

demand, may also help to inform consumer preferences.  

The other variables include how providers might respond to increased consumer choice, such as 

innovation in accommodation options for older people and innovation in service delivery models, 

and how consumers might respond to changes in entitlements and user contributions across 

different service types, especially across home care and residential care. 

The analysis in this chapter focuses on projections based on current use of aged care and 

population growth, and should not be treated as forecasts of what is likely to happen in terms of 

future demand for types of aged care. 

8.1.1 Determinants of demand 

Demand for aged care services is complex and dependent on a range of demographic, service 

need, and economic factors. The Productivity Commission noted in its 2011 report, Caring for Older 

Australians, that “The demand for aged care services depends on the number of older people 

needing care and support. However, care needs are not homogenous and the nature and location 

of aged care services demanded will depend on the physical and mental health of older people, 

their capacity and willingness to pay, their preferences, and the availability of informal carers.” 

1911



Figure 8.1: Factors affecting the extent and type of aged care service demand 

 

Source: adapted from Caring for older Australians (Productivity Commission, 2011) 

8.1.2 An ageing population – older people demand more aged care 

The structural ageing of the Australian population over the next 20 years will see the size of the 70 

years and over cohort increase by around one million people each decade; this is on a base of 

2.9 million people in 2020 (Chart 8.1). Underneath this, the older age groups will more than double 

over this period; for example, the 85 years and over cohort will increase from just over 500,000 

people in 2020 to just over one million people by 2040. 

Chart 8.1: Number of people aged 70 years and over, by 5 year age cohort, 2020 to 2040 

 

Because the baby boomers are such a large group compared with the pre-war generation, the 

proportion of the 70 and over population who are aged 85 and over will actually reduce over the 

next decade before subsequently increasing, as shown in Chart 8.2. This implies that the challenge 

of ensuring there is sufficient aged care supply to meet demand arising from the baby boomer 

generation is likely to be most strongly felt in 10–15 years (from the late 2020s) rather than over 

the next decade. 
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Chart 8.2: Proportion of 70 years and over age group who are aged 85 and over, 2020 to 

2040 

 

8.1.3 Consumer preference 

A key characteristic of the baby boomer generation is that they are wealthier than previous 

generations40. The bulk of the people likely to be demanding care in the next two decades have 

benefitted from high growth in property prices while paying down their mortgage, and are the first 

generation to have compulsory superannuation. It is reasonable to assume that they will both 

expect and be able to afford higher standards of residential accommodation, lifestyle amenities 

and quality of life than previous generations have been willing to accept. Like the current 

generation, however, baby boomers can be expected to prefer to remain living in their own home 

for as long as possible as they age. 

The consequences of these trends are that while the demand for aged care will grow with the 

ageing of the population, consumers may be more demanding in the range and quality of aged 

care services they are seeking, along with having a greater capacity to pay for these services. 

Nevertheless, with the Age Pension being the main source of income for current retirees and those 

entering aged care over coming decades, maintaining equity in access to aged care services will 

continue to be important and a robust safety net will continue to be necessary. 

ACFA has noted previously that to compete in this environment providers will need to be more 

responsive in meeting consumer needs and expectations, including in particular the desire to stay 

at home for as long as possible. This may require the introduction of new business models and 

changes in the interaction between retirement living, home care and residential care. The aged care 

regulatory system will also need to adapt to enable providers greater flexibility to pursue new 

business models and innovation.  

Reforms as a result of the Royal Commission, such as the changes to respite services and the 

creation of a single home-based care and support program, will also influence consumer 

preferences. 

40 ABS, Household Income and Wealth 2017-18 (Cat no. 6253.0) 
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8.1.4 Availability of alternative care types 

According to the 2015 Survey of Disability, Ageing, and Carers41, around 1 in 9 Australians, or 

2.7 million people, were informal carers. Almost all carers cared for a family member. The assistance 

provided by informal carers can avoid or delay entry into residential care, including with the 

support of home-based care (noting though that informal carers are also an important source of 

support for some in residential care). 

At the same time that ageing population structures (discussed earlier) are putting pressure on the 

demand for care, the relative supply of informal carers will be diminishing. This is due to increased 

participation of women in the workforce, and changing family structures with fewer children being 

born per family (1.7 babies per woman in 2017 compared with nearly three in 197042), generational 

differences in marriage and divorce rates, and more people living alone. 

All else equal, this will increase the demand for formal aged care for older people. 

In terms of demand for specific types of aged care, the relative availability of places within each 

care type under current regulated supply arrangements will also affect the rates at which people 

access them and to the extent they are not available, redirect demand across care types. As 

previously outlined in this report, the Government is changing the mix of residential and home care 

over time through adjustments to the provisional target ratios, and has implemented mechanisms 

whereby funding for unused residential care places can be redirected into home care where, at 

least over the short term, demand is expected to be more acute.  

Recent years have also seen a rapid increase in home care packages being allocated and an 

increase in the supply of aged care services overall as the provision target of 125 places per 1,000 

people aged 70 and over is exceeded following the Budget 2021-22 announcement of 80,000 

additional home care packages. The current budgeted levels of residential and home care allow for 

between 150 and 160 places per 1,000 people aged 70+ over the current forward estimates. 

In addition, a key objective of the Legislated Review of Aged Care 2017 was “to trigger changes that 

are prerequisites for a fully consumer-driven system”, and outlined recommendations that were 

“intended as the next steps on the road to consumer-driven care”. Most of the Legislated Review’s 

recommendations in this regard have not been acted upon. 

The unknown, therefore, is the extent to which the modes of delivering care may develop in the 

future in response to consumer preferences, such as further relaxation or removal of supply 

constraints, the availability of more higher level home care packages and closer integration 

between retirement living accommodation models and home care. New ways of service delivery 

and innovation may widen the scope of aged care services available, which in turn may result in 

significant shifts in demand for different types of services.  

The direction of future aged care policy regarding the regulation of the supply of aged care 

services and service types will be an important influence in this regard. The Government has 

accepted in principle the Royal Commission’s recommendation that service planning be based on 

need, not rationed, and has indicated that the structure of the future planning regime, including 

the role of the aged care provision ratio or another mechanism, will be determined as part of the 

design for the new support at home program.  

41 ABS, 2018 Survey of Disability, Ageing and Carers, Australia (Cat no. 4430.0) 

42 ABS, Births, Australia, 2018 (Cat no. 3301.0) 
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8.1.5 Economic factors 

The demand for different types of care, and the way consumers distinguish between services in the 

same type of care, is affected by the price they can be asked to pay and the perceived value of that 

contribution. Demand may also reflect the relative subsidies that apply for different care types. 

Consumers of residential and home care are currently required to make a contribution to the cost 

of their care (and residential accommodation) if they can afford to do so. However, as noted 

previously, the amount and proportion of contribution required to be made by a consumer varies 

between residential care and home care, including in relation to capacity to pay. Such anomalies 

have the potential to influence the demand for types of care or additional services. 

Nevertheless, a challenge remains for Government to establish funding policies that ensure access 

to aged care services for all older Australians needing aged care and support at a level that meet 

the community’s quality of life expectations, irrespective of their means and social and cultural 

circumstances. Incentives in funding arrangements are also important in influencing the type of 

care supplied, for example if funding arrangements have no incentive for reablement services and a 

provider loses funding if there is an improvement in the level of acuity of a consumer, then there 

will likely be limited supply of services promoting reablement. 

8.2 Current demand for aged care 

An understanding of the current profile of aged care usage is helpful for undertaking projections of 

future demand. 

As shown in Chart 8.3, the proportion of each age group who currently use residential and home 

care package services increases dramatically with age. By age 80, the proportion of people using 

either permanent residential care or a home care package is around 7 per cent; this doubles by 

aged 85; and more than doubles again by age 90. 

Chart 8.3: Proportion of people of each age using residential care and home care, by gender 

and age, 30 June 2020 

 

Note: Home care consumers receiving care in an interim level package are counted as using home care. People counted 

as waiting for a home care package are only those consumers who do not have a package at any level. 
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This projection is based on current usage, which may well not reflect the extent to which 

consumers are having their needs and preferences met by current regulated supply. True demand 

is much harder to measure given the current highly regulated supply system. 

8.2.1 Residential care 

There are indicators which suggest that the overall demand for residential care is currently being 

met. The average occupancy rate in 2019-20 was 88.3 per cent. Occupancy has been declining 

since 2015-16 when it was 92.4 per cent. The average occupancy rate in residential care peaked at 

97.1 per cent in 2003-04. There may, nevertheless, be pockets or regions of the country where 

people are waiting to access residential care. The Tune Review asked stakeholders about the level 

of unmet demand and received little feedback to suggest that there is significant unmet demand. 

Residential care usage may, however, be artificially high as result of people entering residential care 

prematurely as an alternative to waiting on the allocation of a home care package, notwithstanding 

that a large number of people waiting for a package also have a residential care approval which 

they are choosing not to exercise. Current usage also does not reflect the potential for residential 

care services in a more competitive and flexible system to offer a more attractive service that 

includes more opportunities for higher quality and meaningful life delivered in a secure 

environment. 

8.2.2 Home care 

ACFA has previously noted there is evidence of unmet demand for home care. As noted in section 

3.4.2, as at 31 March 2021 there was around 87,000 people waiting for their approved level home 

care package (including those already receiving lower level home care) through the NPS. That 

section also notes that the recent release of an additional 90,000 packages – bringing the total 

number to over 275,000 by June 2023 – is expected to ensure that people currently on the NPS will 

be able to access a package at their assessed care level by this time. 

8.3 Projecting future demand  

Previous ACFA reports contained a projection of demand for residential care over the next 20 years 

based on current age-specific use and the current residential aged care target provision ratio which 

is based on the number of people aged 70 years and over. 

A projection on this basis suggests that the projected number of operational places is likely to 

exceed demand for residential care to 2027. This is because places are linked to growth in the 70+ 

population, which due to baby boomers entering their 70s, is growing at a faster rate than people 

who currently are using residential care, who are the 80 plus cohort of the population. Following 

2027, as the baby boomers enter their 80s, demand for care is expected to rise faster than the 

release of places in line with the provision target ratio. 

Care is needed in interpreting such projections because they are limited to residential care and do 

not take into account changes in consumer preferences and changes in modes of delivery of aged 

care. In particular, no account is taken for substitution of residential care for home care as the 

number of home care packages continue to expand. 

8.3.1 Substitution of residential care and home care 

One of the factors that has to be taken into account in projecting demand for aged care is the 

potential substitutability of service types. The introduction of the NPS indicates there is significant 

unmet demand for home care services. It is also possible that some people have entered residential 

care because a home care place at a suitable level was not available. 
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The proportion of people in each age group (age-specific use) who are in either residential care or 

home care has remained stable (Chart 8.4, first column) over a long period of time. However, the 

amount of home care packages available has increased significantly as a share of these two care 

types (Chart 8.4, second column). As the amount of home care has expanded, there has been a 

reduction in the age-specific use of residential care (Chart 8.4, third column and Chart 8.5 which 

gives a cross-section of Chart 8.4). This would indicate that home care is substituting for residential 

care. 

It is not known what the level of home care availability is that would be needed before all people 

who wish to remain in their home with a home care package can do so, and do not have to enter 

residential care. The substantial increase in home care packages announced in the 2021-22 Budget 

will likely go some way to ensure that those who wish to remain in their home can do so. 

Chart 8.4: Utilisation of residential care and home care, 2000 to 2020 
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Chart 8.5: Utilisation of residential care and home care for 85-89 year olds, 2000 to 2020 

2 stacked bar 

 

The expansion of home care is likely to not only divert people from entering residential care for 

longer or at all, but it will also have an impact on people receiving care from informal carers and 

through other programs such as the Commonwealth Home Support Program (CHSP).  

8.3.2 Updated projections 

The projected demand based on the current age-sex specific usage of residential care is one 

approach to projecting future demand for residential aged care. However, with the expansion of 

the home care program and the concomitant fall in the usage of residential care in all age groups 

(Chart 8.4 and Chart 8.5), such projections may over estimate demand for residential care. Chart 8.6 

shows the number of people using residential care proportional to growth in the population (using 

Australian Bureau of Statistics single-year-age and sex population projections). 

It is evident from Chart 8.6 that, if the growth in the number of residential care places grows in line 

with the current target provision ratio (purple line) and is not impacted by any other factors, 

occupancy rates will continue to fall over the 2020s, before rising in the 2030s. 

Chart 8.6: Projected demand for and supply of residential care places, 2020 to 2040 
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A projection of total demand for home care packages is provided in Chart 8.7. It should be noted 

however that the current Home Care Packages program will not continue in its current form 

beyond 30 June 2023 (as noted in section 4.5).  

The projection of demand is based on the current level of expressed demand at June 2021; this is 

defined to be all people receiving care, people who have been assigned a package but are not yet 

in care, and all people with approval for care but not receiving a package. It is assumed that 

demand will grow in line with population projections at each year of age. The grey bars for periods 

2024 and beyond reflect projected demand for packages but given the proposal to reform the 

home care support system, these should only be considered the sub-group of people that would 

have sought care at the levels provided for under the current home care system. In addition, it is 

worth noting that these projections do not include the growth in demand above population 

growth that has been observed since 2017. 

Chart 8.7 also shows that the number of packages available (black line) following the recent MYEFO 

and Budget announcements is expected to exceed demand for packages by 2023. The supply of 

packages by 2023 is projected to be sufficient to ensure a package is available for all people 

expected to be in the NPS.  

The Government’s intention to integrate CHSP and home care into a single home care and support 

program from 1 July 2023 presents an opportunity to address the longer term impacts of the high 

demand for care in the home and population ageing. A key consideration for policy makers to note 

is that growth in the population of people actually demanding care is likely to be higher than 

allowed for under the current planning targets based on the population aged 70 and over. 

Under this projection, demand is expected to be just over half a million people by 2040. 

Chart 8.7 shows that the number of packages available (black line) following the recent MYEFO and 

Budget announceme 

Chart 8.7: Projected demand for and supply of home care packages, 2020 to 2040 
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8.3.3 Planning for the supply of aged care 

As noted previously, if residential care places increased in line with the current target provision 

ratio and current age-specific use rates continued, there would be an excess supply of residential 

care over most of the 2020s. As the baby boomers start to enter their 80s in the 2030s, this 

demand could start to put pressure on the sector and its ability to ensure there is adequate supply 

of residential care. This has been flagged in previous ACFA reports and in the Tune Review. 

As noted, there is excess demand for home care, and this is likely to remain the pressure point in 

the supply of aged care over the projection period. At least part of this undersupply can be met 

through a reduction in residential care places as currently provided for in the target provision ratio. 

The Tune Review report recommended changes to the target planning ratio. The current ratio 

denominator of the 70+ population is not aligned to the cohort of the population more likely to 

use aged care services, and results in the observed periods of relative oversupply and undersupply. 

ACFA supports the Tune Review recommendation to change the denominator in the ratio to the 

75+ cohort of the population following the achievement of the 125 ratio in 2021-22. 

Since 2017, Home Care Packages have been allocated directly to consumers, rather than to 

providers, and in the Budget 2021-22, Government announced the cessation of the Aged Care 

Allocation Rounds with a move to allocate places according to consumer preferences. Given this, 

ACFA notes that the target ratio formulation will need to change since operational places will no 

longer exist in the same sense as they do currently. ACFA recommends that the formula for the 

provision ratio instead use the number of consumers as the numerator - in place of operational 

places - whilst a supply cap remains in place. ACFA notes that the figures for residential care 

reported against this reframed ratio will be around 10 per cent lower than the current levels 

reported since not all operational places have consumers occupying them. 

The following analysis shows the supply of aged care places under the 70+ population and 80+ 

population. The equivalent rates (converted as at 30 June 2023) are 194 per 1,000 people aged 75+ 

and 351 per 1,000 people aged 80+. As can be seen in Chart 8.8 the expected growth in the 

number of consumers (blue line) more closely follows the 75+ population growth over the medium 

term to the mid 2030’s. 
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Chart 8.8: Cumulative growth in aged care places, 2023 to 2040 

 

8.4 Investment requirements for residential care 

As noted above, there are many variables that will influence the future demand for residential aged 

care. Nevertheless, it is evident given the ageing of the population, along with increasing consumer 

expectations, that there will need to be significant future investment in the residential sector to 

both build new facilities and to refurbish existing facilities. 

Based on the current target provision ratio to project the future supply of residential aged care, 

and not taking into account the impact of increased home care on the demand for residential care, 

the sector will need to build nearly 79,000 places over the next decade. At the same time, the 

sector will need to rebuild or refurbish a substantial proportion of the current stock of aged care 

facilities. It is assumed that over the next decade around a quarter of the existing stock of 

buildings, covering around 60,000 places will need to be rebuilt or refurbished (at an even rate over 

the period).  

Chart 8.9: Number of operational residential aged care places required 2019-20 to 2029-30 
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On the basis of the above assumptions, the combined total investment for new and rebuilt places 

over the next decade would be around $55 billion. The net present value that is the value in today’s 

prices, of this estimate is approximately $48 billion. This compares with an estimate of around $20 

billion (in present value) in building and upgrade work completed between 2011 and 2020. 

However, as previously noted, these projections are based on particular assumptions and should be 

treated with care.  

It is also worth noting that while the total number of residential care places increased from 182,302 

to 217,145 over the last 10 years, the number of mainstream facilities has remained fairly constant. 

This means that, on average, the investment in new places was primarily through expansion of 

existing facilities. There is a limit to how big existing facilities can expand and future investment to 

increase the supply of residential places may have to be increasingly through greenfield projects. 

Chart 8.10: Future annual investment requirement, 2020-21 to 2029-30  

 

The model used to determine the investment requirements was developed for the Department in 

2018 by Deloitte Access Economics. The assumptions behind the analysis are: 

• Total place requirements (i.e. the total of all new and rebuilt stock) that is estimated to be 

operational at each point in the future is based on the Department’s projections which take into 

account the current stock of provisionally allocated places; the historical rate of building; and 

the expected number of flexible residential care places that also contribute to the overall 

residential care target. 

• The share of places that are rebuilt each year is estimated using a flat rate assumption of 

2.5 per cent of the stock in that year, i.e. a 40 year average building lifetime. 

• The cost of construction differs by region. The base construction costs in 2019-20 of $288,000 

per new place, $213,000 per rebuild, and $24,000 per upgrade (from the Survey of Aged Care 

Homes) have been adjusted by using indices that scale up costs in regional areas relative to the 

nearest capital city. 

• The cost of construction is indexed over time using a 10 year average of Rawlinson’s Building 

Cost Index for each state’s metropolitan and regional areas (averaging out at 2.4 per cent per 

annum nationally). 

• The cost of land is sourced from ABS land price data for each state’s metropolitan areas and 

again adjusted using the relevant regional index for that state. 

• The cost of land is indexed over time using a flat rate of 4.4 per cent per annum for all areas 

based on ABS residential property price data. 
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The value of building work completed and in progress during 2019-20, and other indicators of 

construction and investment in the sector is discussed in Chapter 7. 

8.5 The investment environment 

The significant capital investment needed to meet the future demand for aged care services will 

largely come from the non-government sector, both for-profit and not-for-profit sectors. As noted 

in recent years by ACFA, one of the challenges facing the Government is to ensure that the funding 

and regulatory arrangements in the aged sector are such that it provides the ongoing environment 

that facilitates the needed investment. A key requirement in this regard is that the non-government 

sector has confidence in the direction and stability of Government policies and those providers 

receive a return such that it will attract the necessary capital and labour resources. The funding 

arrangements will also need to be flexible so that providers can respond and adapt to changes in 

consumers’ preferences for aged care services as well as innovate and embrace new technologies. 

8.5.1 Access to capital 

Capital investment in the residential aged care sector is required to expand and refurbish existing 

facilities, as well as building to meet future capacity. To attract investment the sector needs to 

generate consistent rates of return that are appropriate for the risk involved and are competitive 

with returns in other sectors that have similar attributes. 

Viable and well-run providers are best placed to attract the financial capital, experienced 

management and quality staff required to deliver long term sector sustainability and growth. Key 

ingredients of well-run providers include the exercise of good governance that oversees the 

implementation of strategic investment plans and the ability to successfully monitor their 

operational performance against those plans. 

To be viable, a provider, whether not-for-profit, for-profit or government owned, must have access 

to sufficient funds to repair and replace their capital stock, be able to maintain working capital to 

support their operations, and use capital efficiently relative to the other purposes to which it could 

be deployed. These outcomes are underpinned by sound financial management that effectively 

manages costs and sets appropriate pricing strategies to derive the revenue stream to support 

sustainable capital returns. 

Investment activity requires equity investor and debt provider confidence in the capacity of 

providers to deliver sustainable returns on capital and of the sector overall. The amount of (and 

change in) invested capital is one key metric of sustainability. 

Capital investment in the residential sector can include: equity injections or retained earnings; loans 

from financial institutions or investors which require sufficient profits to be generated to meet the 

interest costs and repayment amounts; and interest-free loans from residents in the form of lump 

sum accommodation payments. Where providers are unable to meet the whole cost of essential 

capital works, limited capital grant funding is available from the Government-funded Rural, 

Regional and Other Special Needs Building Fund. 
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9. A reflection, then looking ahead  
This chapter discusses:  

• The changes that have taken place in the aged care sector prior to the Government’s response 

to the final report of the Royal Commission into Aged Care Quality and Safety, and how this 

response addresses current issues relating to the sector. Specific issues in focus are financial 

pressures for providers and long term sustainability for Government and taxpayers, consumer 

choice and investment, workforce, governance and prudential oversight. 

9.1 A reflection on change to date 

Ongoing change and reform in response to an ageing population and rising community 

expectations has been a feature of the provision of nursing care and support for older Australians, 

with successive changes providing the platform for further reform. 

In the period prior to the 2012 Living Longer Living Better package, some of the more notable 

changes to the design and regulation of aged care included: 

• the integration of regulatory and subsidy arrangements for the former hostels and nursing 

homes;  

• the introduction of home care packages as an alternative to residential care;  

• introduction of respite services to support home-based care; 

•  nationally consistent eligibility assessment for residential care and home care packages;  

• the introduction of care quality and building standards, service accreditation and 

complaints handling processes;  

• population based target provision ratios which ensured that services expanded in line with 

the ageing of the population and, applied at a regional level, ensured an equitable 

distribution of available subsidised services;  

• a more systematic regime of Government subsidies for care and accommodation to ensure 

access by all assessed as needing care; and 

•  regulated user contributions towards accommodation and everyday living expenses. 

The major changes since the 2012 Living Longer Living Better package and prior to the May 2021 

Budget focussed on improving consumer choice and control and access, improving the viability of 

residential aged care services and improving the effectiveness of the quality regulatory framework.  

Access to aged care services and consumer choice and control have been improved by increasing 

the target provision ratio which significantly increased the supply of aged care services (but 

stopped short of removing service rationing); substantially rebalancing the supply of aged care 

services in favour of home-based care to reflect consumer preference to receive services in their 

own home; assigning home care subsidy entitlements (in the form of individual budgets) to eligible 

consumers which they can direct to their preferred service provider; legislating for consumer choice 

of accommodation payment method (lump sum deposit or daily payment); and progressively 

upgrading My Aged Care to hold system and comparative service level information, including 

accommodation prices and home care prices.  

The Government had also given in-principle support for assigning residential care entitlements to 

consumers; the integration of the home care package program and the CHSP into a single home-

based care program; and extending nationally consistent eligibility assessment across all aged care 
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services. Planning to give effect to these reforms was at various stages of development prior to the 

Royal Commission.  

Changes to improve the financial viability of residential aged care services addressed care subsidies 

and access to capital.  

In response to a significant fall in investment in new and rebuilt residential aged care facilities, 

access to capital funding was improved by introducing market-informed fully refundable 

accommodation deposits (RADs), accompanied by prudential regulation, across all residential aged 

care for non-supported residents and giving non-supported residents the choice to make 

accommodation payments through a RAD or a daily payment, or a combination of both. In 

addition, the accommodation supplement for supported residents living in new or significantly 

refurbished residential care facilities was increased significantly.  

Responding to the volatility inherent in the design of ACFI, the Department of Health had 

substantially developed and piloted a new classification and funding model for residential aged 

care (AN-ACC).  

The importance of a more independent and capable quality regulatory framework was recognised 

by separating administrative responsibility for quality regulation from the policy and funding 

responsibilities of the Department of Health by creating a separate quality regulatory agency, 

culminating in the establishment of the Aged Care Quality and Safety Commission.  The capacity of 

the Commission to undertake its role has been progressively increased through measures such as 

unannounced visits, strengthened quality standards, compulsory reporting requirements, enhanced 

complaints handling processes, an initial set of mandatory quality indicators, regulations 

concerning physical and chemical restraint, and increased resourcing.  

9.2 Looking ahead 

In last year’s annual report, ACFA noted that although COVID-19 represented a serious and 

immediate threat to aged care and older Australians, the aged care sector was also facing 

significant underlying issues that needed to be addressed.   

ACFA noted that COVID-19 was impacting an sector that was already facing a period of 

transformation as a result on ongoing reform. Residential care providers were also experiencing an 

unsustainable deterioration in financial performance, which deepened further in 2019-20, because 

expenses had been growing faster than revenue from Government ACFI care payments and the 

basic daily fee paid by consumers (and faster than indexation), with no prospect of relief under 

current funding arrangements.  

Home care providers were experiencing declining financial performance as they adapted to a more 

competitive operating environment following the assignment of home care packages to individuals 

rather than to providers.   

The prospect of further reform following the Royal Commission, and doubts about the shape and 

direction that might take, added further uncertainty, while at the same time presenting as a 

potential opportunity for positive long-term reform to improve the sustainability and quality of 

aged care services.  

This margin pressure and uncertainty was being reflected in many residential providers putting 

their investment plans on hold.  

Meanwhile, timely access by consumers to subsidised aged care services of their choice was not 

being delivered, starkly illustrated by the queue under the National Prioritisation System (NPS) for 

accessing home care packages that met individuals’ assessed care and support needs.  
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These concerns, and others, were documented in the Royal Commission’s Final Report, 

demonstrating that the reform process still has a long way to go before Australia can be assured 

that all older people assessed as needing care have timely access to high quality care and a high 

quality of life. 

9.2.1 Attributes of a sustainable aged care system 

Mindful of these underlying issues, ACFA had identified in its recent reports and in its submission 

to the Royal Commission that a sustainable and high quality aged care system needed the 

Government’s response to the Royal Commission to result in an aged care system with the 

following inter-related attributes: 

• reduced uncertainty for consumers, providers and financiers,  

• stable, predictable and effective pricing and funding allocation arrangements which create 

an environment that supports investment and innovation in aged care,  

• pricing and funding arrangements that enable efficient providers of quality aged care 

services that meet community expectations to achieve an adequate rate of return, 

• equitable contributions by consumers towards the cost of their aged care based on their 

capacity to pay,  

• better informed and supported consumers to facilitate more effective engagement with the 

aged care system and the exercise of choice and control, 

• effective prudential oversight, and  

• sound management and governance arrangements. 

In responding to the Royal Commission’s 148 recommendations, of which 123 were joint, and 25 

were specific to the individual Commissioners requiring a decision by Government, Government 

accepted or accepted in-principle 126 recommendations. The Government supported alternative 

options on four of the recommendations, 12 recommendations are subject to further consideration 

and six were not accepted.  

The Government’s response to the Royal Commission’s Final Report is substantial and involves a 

very significant increase in Government funding. From the perspective of older Australians, the 

announced reforms are positive and hold out the prospect of improved access and improved care 

standards. But these reforms come at a considerable cost. Without reform of consumer funding 

contributions, the Government and therefore future taxpayers will be facing significant 

sustainability concerns. 

9.2.2 Financial pressures and long-term sustainability 

There has long been significant variation in the financial performance of aged care providers, with a 

proportion at any time operating at a loss. However, as previously noted by ACFA and the sector 

and confirmed by the Royal Commission, the recent trend of deteriorating financial performance of 

providers, especially providers in rural and remote locations, was not sustainable and needed 

immediate attention.  

The Government has responded by introducing a Government-paid $10 per resident per day Basic 

Daily Fee Supplement for all residents for everyday living expenses and by extending the 

30 per cent increase in the viability and homeless supplements, both to apply from 1 July 2021. This 

additional funding and other funding and related initiatives discussed below should bring some 

relief for providers for the immediate future.  ACFA notes however that given the wide range of 

performance across the sector, some providers will continue making a loss unless they improve 

their performance in the short term.  
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For the longer term, the Government has confirmed that it will replace ACFI with the new AN-ACC 

classification and funding model from October 2022 and will introduce independent and 

transparent price determination arrangements based on periodic costing studies to inform price 

setting by Government from 1 July 2023. These changes have the potential to bring much needed 

stability in aged care prices compared with the volatility experienced under ACFI, as well as prices 

that reflect the efficient cost of delivering the quality of care and quality of life outcomes expected 

by the community.   

The Independent Hospital Pricing Authority, which will have its remit extended to cover aged care 

pricing, will need to adapt its approach to determining prices to take into account the distinctive 

aged care operating and financing environment. This includes that aged care is provided in a 

competitive environment by a diversity of provider entities and types operating in diverse 

locations. The majority need to achieve an ongoing commercial rate of return to remain viable and 

to attract commercial finance and some others in the not-for-profit sector cannot cross-subsidise 

aged care from their other funding sources forever. Prices must also take into account that quality 

must encompass quality of life outcomes in addition to nursing care, and that user contributions 

and fees for additional services have an important role in meeting consumer preferences. 

ACFA notes that the $10 Basic Daily Fee Supplement will be folded into the AN-ACC care funding 

base when AN-ACC is introduced from October 2022, leaving the revenue stream for everyday 

living expenses (the basic daily fee paid by all residents) anchored at 85 per cent of the basic single 

age pension, thereby limiting quality of life options for residents. There is some scope for providers 

to respond to resident quality of life preferences through charging fees for additional services. 

However, the lack of clarity about the regulatory arrangements governing what constitutes 

additional services for which additional fees may be charged remains unaddressed, with negative 

implications for provider viability and community perceptions about the availability of quality of life 

preferences.  

While acknowledging these initiatives, ACFA is concerned that the Government’s response does not 

address the long-term sustainability of aged care for Government and taxpayers. Even before the 

Government added substantially to the structural cost of the Commonwealth Budget through its 

response to the Royal Commission, it was recognised that the combination of current funding 

arrangements, rising community expectations and an ageing population meant that the projected 

rapidly increasing cost of aged care for the Budget and taxpayers was not sustainable. ACFA stated 

that there has to be “an appropriate balance between the Government subsidy for consumers who 

cannot afford the aged care services they require and those consumers who can afford to contribute 

to the cost of the care and support they want as they age, such that the overall cost of aged care to 

taxpayers is sustainable.” 

ACFA reiterates the conclusion in its previous reports that sustainable aged care funding 

arrangements will require consumers who can afford to do so, to make a greater contribution 

towards the cost of their care, complemented by greater choice of high-quality services. Given the 

substantial increase in funding announced and the ageing of Australia’s population, it is 

unsustainable to not address the proportion that consumers contribute.  

Moreover, ACFA notes that an aged care system which remains overwhelmingly dependent on 

consolidated revenue, and without an appropriate balance between Budget and individual 

contributions, perpetuates the risk for the future funding and quality of aged care that was clearly 

demonstrated by the Royal Commission.  

ACFA has previously suggested that to achieve more equitable treatment between homeowners 

and non-homeowners and to ensure consumers are contributing to the cost of their care based on 

their means, the cap on the value of the consumer’s home included in the residential means test, 
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along with the taper rates, needed to be reviewed. A benefit from consumers making a larger 

contribution is not only to reduce the fiscal pressure on Government but to contribute to 

improving the overall efficiency of the industry as consumers would likely take a more active 

interest in ensuring they are receiving the level and quality of services that meets their needs. 

ACFA also considers, however, that given the wide range of performance across the sector, many 

providers will need to improve their management, overcome inefficiencies in their operations, 

attract more permanent and higher skilled workforces and be more responsive to consumer 

preferences. The alternative, of continuing to make a loss, would inevitably lead to some departing 

the sector. 

9.2.3 Consumer choice and investment 

In residential care, investment is needed to continue to update existing accommodation and to 

meet increasing demand given the ageing population. However, volatility, margin pressure and 

uncertainty have been resulting in some residential care providers and potential new investors 

putting their investment plans on hold while they assess the future direction of aged care policy. 

With the announcement of an increase in funding from 1 July 2021, new funding arrangements to 

replace ACFI and policy changes relating to consumer choice and the regulation of quality and 

safety, some of this uncertainty will be eased.   

One of the Government’s responses that has significant investment implications was the 

announcement that the ACAR that is currently underway will be the last and that from 1 July 2024, 

residential care places will be assigned directly to consumers rather than to providers.  

The removal of the ACAR will have a positive effect for investment by well managed providers as 

they will be free to build new, or expand existing, aged care accommodation as they see fit. 

However, a consequence may be that some providers may be less successful in attracting residents 

and face a drop in occupancy. The further significant expansion of home care packages and 

changes to respite services that were announced as part of the Government’s response are likely to 

put further pressure on occupancy. Lowering occupancy has been identified by providers as being 

a risk to their business. 

ACFA has previously noted that consumers exercising choice of services is a key ingredient to 

driving competition between providers, which will help in leading to improvements in efficiency, 

innovation and quality. But many consumers are vulnerable, poorly prepared, reluctantly accessing 

aged care and have no basis to make comparisons. The measures in the Government’s response to 

the Royal Commission to fund more ways for consumers to access information and be guided 

regarding their aged care are essential in ensuring that the move to better consumer choice in 

residential care is based on being informed and empowered and delivers better outcomes for the 

consumers. 

While the Government’s reforms fall short of uncapping the supply of aged care services and 

ending service rationing, there have been significant steps in that direction. These include the 

release of an additional 80,000 home care packages, changes to community and residential respite, 

the assignment of residential care subsidies to individuals, and the prospect of a new home-based 

care program which extends consumer choice and control. Together, these changes will have 

important implications for investment in aged care services, including potentially for more 

innovative and responsive models of care and the design of accommodation for older people.  

ACFA also notes that the Government will consider options that could reduce the current 

dependence on RADs as a mechanism to raise capital in the residential aged care sector, while not 

putting any timeframe on this. ACFA’s recent report to Government on the future role of RADs 

notes that there appears to be no immediate replacement for them. Any move away from RADs 
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would need to be gradual so as not to place some providers at risk, and there would need to be 

confidence that the financial performance of efficient providers is capable of attracting and 

servicing capital on commercial terms. 

9.2.4 Workforce 

ACFA identified the employment of sufficient numbers of skilled workers as one of the required 

attributes of a successful aged care industry. However, the availability of an appropriately skilled 

aged care workforce has long been identified as a key issue and providers have had difficulty 

attracting and retaining such a workforce to meet growing demand. 

The Government’s response to the Royal Commission includes funding for more training and 

incentives for aged care workers to remain working in the sector, and a campaign to attract more 

workers to the sector.  

In addition, the Government has mandated minimum average care staff minutes per resident to 

apply in residential care from July 2023 and announced a significant increase in home care 

packages. The successful implementation of both of these measures will require a greater supply of 

skilled workers.  

ACFA has previously noted, including in its report on Attributes for Sustainable Aged Care, that 

aged care in Australia still had relatively low community status and at times esteem, particularly 

amongst aged care workers. This has contributed to the sector struggling to attract and retain staff, 

including managers, when compared with better resourced and more dynamic industries. 

Another of the factors influencing workforce supply is the sector’s capacity to offer competitive 

remuneration that reflects work value so that workers feel recognised and rewarded. ACFA notes 

that no provision was included in the 2021-22 Budget to improve the remuneration of workers in 

the sector. Instead, the Government noted that a wage claim has been lodged with the Fair Work 

Commission, with the implication that the new independent price determination arrangements will 

take into account the outcome of the wage claim when it recommends care prices from July 2023.  

The COVID-19 crisis increased the staffing costs for aged care providers as well as the pressure 

aged care workers were under. The Government provided additional funding to assist staff and 

providers deal with these pressures, however, this funding was temporary and responded to the 

immediate impact of COVID-19, but did not deal with underlying workforce sustainability. 

It is also noteworthy that with over 30 per cent of residential care workers and over 20 per cent of 

home care workers born overseas, the prospect of continuing border restrictions will have some 

impact on the availability of workers. 

Looking ahead, the industry will be relying on the creation of a workforce planning capacity in the 

Department of Health to undertake long-term modelling of the supply and demand of aged care 

workers, and a collaborative effort across the Department’s workforce planning team, the Aged 

Care Industry Workforce Council and the Human Services Skills Organisation in the Education, Skills 

and Employment portfolio to help ensure that skilled workers see aged care as a valuable career 

that is appropriately rewarded.  

9.2.5 Governance 

Beyond the specific requirements imposed on providers to deliver aged care in line with the 

responsibilities, quality standards and safety requirements specified in the Aged Care Act 1997, 

there is a community expectation that providers will operate efficiently, effectively and ethically in 

meeting the care needs of older Australians. The financial performance and viability of each  

provider, as well as their capacity to meet community expectations and the legislated standards, 

depends on their management skills, internal governance arrangements and business acumen. 
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Along with the significant additional funding for the sector in the Government’s response to the 

Royal Commission, there are also measures that will make management and governance of 

residential aged care services more demanding, especially for many smaller providers who lack 

economies of scale.  

These measures include greater transparency and accountability provisions and increased reporting 

requirements, as well as increased regulatory activities and strengthened prudential requirements.  

These will mean that many providers will need to strengthen their management and governance. 

In addition, the increased competitive pressures arising from the removal of the ACAR from 

July 2024, more opportunities for older people to choose care at home as a result of the increased 

supply of home care packages and increased transparency will require providers to be more 

responsive to consumer preferences in order to succeed in the industry.  

It has long been identified, including by ACFA, that some structural adjustment of the sector was 

likely as a result of reforms already in train, and indeed needed. The reforms flowing from the 

Government’s recent Budget announcements will increase pressures for structural adjustment. In 

anticipation of further changes in the make-up of the industry, and to avoid unplanned and 

disruptive exits from the industry, more funding has been provided for the Business Advisory 

Service and funding has been provided for a Viability Fund and a Structural Adjustment Program to 

support providers to improve or change their operations. 

9.2.6 Prudential oversight 

Effective prudential oversight is important to maintaining stability and confidence in the aged care 

industry. This is particularly important with the current accommodation payment arrangements that 

include the Government’s guarantee of RADs. ACFA noted previously that the Government needs 

proactive oversight arrangements that identify providers facing financial difficulties and has 

arrangements to facilitate the withdrawal of providers while protecting consumers.  

The Royal Commission, through its recommendations, and the Government through its response, 

have identified that providers should be subject to more rigorous regulatory, accountability and 

reporting requirements. Reforms announced include new financial monitoring and compliance 

arrangements for residential aged care providers, including new prudential standards for 

refundable accommodation deposits which includes continuous disclosure provisions and 

minimum liquidity and capital adequacy standards. 

9.3 Conclusion 

The Government’s response to the Royal Commission foreshadows further significant reform and 

transformation of the aged care sector and a period of significant adjustment for the industry. 

While the changes provide the platform for a better resourced sector, the operating environment 

for individual providers will become more competitive as consumer choice and control is increased 

and providers are exposed to significantly increased regulatory, accountability, transparency and 

prudential requirements.  

Most of the more transformative changes are subject to considerable design development, 

consultative processes and implementation risk which will need to be successfully negotiated 

before the potential benefits for future older Australians will be realised.  

Overall, providers with the capacity to adapt to the demands of the new operating environment 

can expect to do well under the new arrangements. Accordingly, the outlook for the delivery of 

high quality, safe and efficient aged care is promising  for older Australians who need publicly 

subsidised care and support.  

1930



Appendices 

1931



Appendix A: ACFA Membership 
Members 

ACFA position Name Organisation 

Acting Chair Mr Nicolas Mersiades Director Aged Care, Catholic Health Australia 

Deputy chair Currently vacant  

Member Mr Ian Yates AM Chief Executive, COTA Australia 

Member Mr Gary Barnier Partner, Cooperage Capital 

Member Ms Natalie Smith  Head of Business Execution, Business and Private 

Bank, ANZ 

Member Prof Michael Woods  Professor, Centre for Health Economics Research 

and Evaluation, UTS Business School 

Member Dr Mike Rungie  Global Centre for Modern Ageing 

Member Ms Susan Emerson  Independent aged care sector expert 

Member  Ms Louise Biti  Director, Aged Care Steps 

Government representatives 

ACFA position Name Organisation 

Representative  Ms Eliza Strapp First Assistant Secretary, Ageing and Aged Care 

Group, Department of Health  

Representative Mr John Dicer Aged Care Pricing Commissioner43 

Representative  Ms Jessica Clark  Manager, Health and Disability Social Policy Division, 

Department of the Treasury  

43 Mr John Dicer finished as the Aged Care Pricing Commissioner on 23 May 2021 following the Government’s response 

to the Royal Commission. Mr David Weiss has been appointed to the role by the Minister for a period of six months from 

24 May 2021.  
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Appendix B: ACFA reports and 
Submissions44 45 

Work Date of completion 

‘The role of the Basic Daily Fee in residential aged 

care’ Published April 2021. 

‘Review of the current and future role of Refundable 

Accommodation Deposits in aged care’ Published March 2021. 

‘Consideration of the financial impact on home care 

providers as a result of changes in payment 

arrangements’  

Published January 2020. 

‘Attributes for sustainable aged care’  Published November 2019. 

Submission to the Royal Commission into Aged Care 

Quality and Safety 

Published May 2019. 

‘Understanding how consumers plan and finance 

aged care’ 

Published December 2018. 

‘Report on respite care for aged care recipients’ Published November 2018. 

‘Update on funding and financing issues in the 

residential aged care industry’ 

Published November 2018. 

‘Application of the Base Interest Rate’ Published June 2017. 

‘Bond Guarantee Scheme’ Published May 2017. 

‘Report to Inform the 2016-17 Review of 

Amendments to the Aged Care Act 1997’  

Published June 2017. 

‘Access to Residential Care by Supported residents’ Published February 2017. 

‘Report on issues affecting the financial performance 

of rural and remote providers, residential and home 

care’ 

Published February 2016. 

‘Factors influencing the financial performance of 

residential aged care providers’ 

Published May 2015. 

‘Improving the Collection of Financial Data from 

Aged Care Providers’ 

Published October 2014. 

‘The impact of the July 2014 financial reforms on the 

aged care sector’ 

Published September 2014. 

44 Excludes ACFA’s annual reports on the funding and financing of the aged care sector. 

45 Although ACFA ceased to operate from 30 June 2021, all previous ACFA reports provided to the Minister, including the 

nine annual reports, can be accessed at https://agedcare.health.gov.au/aged-care-reform/aged-care-financing-authority. 
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https://www.health.gov.au/resources/collections/review-of-the-current-and-future-role-of-refundable-accommodation-deposits-in-aged-care
https://www.health.gov.au/resources/collections/review-of-the-current-and-future-role-of-refundable-accommodation-deposits-in-aged-care
https://agedcare.health.gov.au/aged-care-reform/aged-care-financing-authority


Work Date of completion 

‘Accommodation Payments – Equivalence 

Methodology to Convert DAPs to RADs’ 

Published June 2013. 

‘ACFA Recommendations on Accommodation 

Payments’  

Published November 2013. 
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Appendix C: ACFA’s stakeholder 
engagement 
ACFA regularly consults with representatives from the investment and financing industries, 

providers and consumers. This engagement is critical to ACFA’s understanding of the key issues, 

developments and challenges facing the industry. While some of the usual engagement was not 

possible during 2020 and early 2021 due to COVID-19, ACFA was able to gain an insight of the key 

issues. 
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Appendix D: Aged care workforce 

Table D.1: Full-time equivalent (FTE) direct care employees in the residential aged care 

workforce, by occupation: 2003, 2007, 2012 and 2016 (estimated FTE and per cent) 

Occupation 2003 2007 2012 2016 

Nurse practitioner n/a n/a 190 293 

Registered nurse  16,265 13,247 13,939 14,564 

Enrolled nurse  10,945 9,856 10,999 9,126 

Personal care attendant 42,943 50,542 64,669 69,983 

Allied health professional 
5,776 5,204 

1,612 1,092 

Allied health assistant 3,414 2,862 

Total number of employees (FTE) 75,929 78,849 94,823 97,920 

As a % of total employees 

    

Nurse practitioner n/a n/a 0.2% 0.3% 

Registered nurse  21.4% 16.8% 14.7% 14.9% 

Enrolled nurse  14.4% 12.5% 11.6% 9.3% 

Personal care attendant 56.5% 64.1% 68.2% 71.5% 

Allied health professional 
7.6% 6.6% 

1.7% 1.1% 

Allied health assistant 3.6% 2.9% 

Table D.2: Size of the home support and home care workforce, all PAYG employees and 

direct care employees: 2007, 2012 and 2016 

Occupation 2007 2012 2016 

All PAYG employees 87,478 149,801 130,263 

Direct care employees 74,067 93,359 86,463 
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Table D.3: Direct care employees in the home support and home care workforce, by 

occupation: 2007, 2012 and 2016 (estimated FTE and per cent) 

Occupation 2007 2012 2016 

Nurse practitioner n/a 55 41 

Registered nurse  6,079 6,544 4,651 

Enrolled nurse  1,197 2,345 1,143 

Community care worker 35,832 41,394 34,712 

Allied health professional 
2,948 

2,618 2,785 

Allied health assistant 1,581 755 

Total number of employees (FTE) 46,056 54,537 44,087 

As a % of total employees 

   

Nurse practitioner n/a 0.1% 0.1% 

Registered nurse  13.2% 12.0% 10.5% 

Enrolled nurse  2.6% 4.3% 2.6% 

Community care worker 77.8% 75.9% 78.7% 

Allied health professional 
6.4% 

4.8% 6.3% 

Allied health assistant 2.9% 1.7% 
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Appendix E: Means testing arrangements 
Home care 

In addition to the basic daily fee, an income-tested care fee was introduced in home care from 

1 July 2014. Unlike the arrangements for the basic daily fee, the Commonwealth payment received 

by the provider is reduced by the amount of the income-tested care fee. Accordingly, to receive an 

amount equivalent to the full subsidy the provider needs to charge the appropriate income-tested 

care fee. 

Annual income-tested care fees in home care are currently capped at $5,667.73 for part-pensioners 

and $11,335.48 for non-pensioners (March 2021 rate). A lifetime cap of $68,012.98 per consumer 

currently applies for care contributions across home care and residential care (March 2021 rate). 

Full pensioners are not required to contribute to their care costs and may only be required to pay 

the basic daily fee. It should be noted that it is the cap amount current at the time the care 

recipient reaches that cap that applies. 

Figure E.1: Current income testing for home care (post 1 July 2014) 

 

Residential care 

Changes to residential care from 1 July 2014 introduced more comprehensive means testing 

arrangements by way of a combined assets and income assessment and a new fees structure. 
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Annual and lifetime caps were also introduced, with an annual cap of $28,338.71 applying to the 

means-tested care fee and a lifetime cap of $68,012.98 for care contributions (March 2021 rate). It 

is the cap amount current at the time the care recipient reaches that cap that applies. 

Figure E.2 demonstrates how the means testing arrangements created three tiers of consumer 

contributions in residential care: 

• consumers with low means, who are required to pay only the basic daily fee (85 per cent of the 

single basic age pension) as a contribution towards their daily living expenses, while their 

accommodation and care costs are funded by the Australian Government; 

• consumers with moderate means, who in addition to contributing towards their daily living 

expenses by paying the basic daily fee, also make a capped contribution towards their 

accommodation costs; and 

• consumers with greater means, who in addition to contributing towards their daily living 

expenses, also pay the basic daily fee for their accommodation costs in full and make a capped 

contribution towards their care costs. 

Figure E.2: Current means testing for residential care (post 1 July 2014) 
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Appendix F: Financial ratios by provider 
ownership type 

Table F.1: Financial ratios of total sector by provider type, 2019-20 

  Not-for-profit For-profit Government Total sector 

Total RADs ($m) $16,620 $15,012 $676 $32,308 

No. of providers 473 277 93 843 

EBITDA p.r.p.a $5,594 $10,662 -$13,547 $6,855 

Capital structure         

Assets p.r.p.a $274,788 $333,306 $262,627 $297,563 

No. of RADs 52,376 42,115 2,840 97,331 

Avg RAD per resident $317,325 $356,458 $237,878 $331,940 

Net worth p.r.p.a $82,888 $22,411 $145,719 $61,328 

Working capital p.r.p.a -$101,796 -$177,887 -$21,797 -$128,884 

Non-current liabilities as % of total 

assets 
4.88% 18.12% 3.85% 10.74% 

RADs as % of total assets 56.61% 59.76% 34.46% 57.24% 

Net worth as % total assets 30.16% 6.72% 55.49% 20.61% 

Viability         

Current ratio 0.43 0.29 0.80 0.37 

Interest coverage 7.6 times 3.3 times -39.8 times 4.0 times 

NPBT margin -3.1% -1.8% -17.9% -3.2% 

Occupancy 90.5% 85.4% 88.3% 88.3% 

% EBITDA to total assets 2.04% 3.20% -5.16% 2.30% 

% EBITDA to net worth 6.75% 47.58% -9.30% 11.18% 

RADs asset cover (T.A.) 1.8 times 1.7 times 2.9 times 1.7 times 
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Table F.2: Financial ratios for not-for-profit providers, 2019-20 

  Top Next top Next bottom Bottom Total 

No. of providers 94 131 145 103 473 

EBITDA p.r.p.a $19,062 $8,869 $2,343 -$7,907 $5,594 

Capital structure           

T. Assets p.r.p.a $284,852 $272,287 $266,822 $286,533 $274,788 

No. of RADs 7,497 19,147 16,623 9,109 52,376 

Avg RAD per resident $338,868 $305,511 $318,793 $321,748 $317,325 

Net Worth p.r.p.a $92,777 $94,729 $70,585 $70,298 $82,888 

Working Capital p.r.p.a -$99,291 -$77,792 -$110,755 -$141,827 -$101,796 

Non.Curr Liab as % of T.Asts. 3.6% 3.9% 6.0% 6.3% 4.9% 

RADs as % of T. Asts 56.1% 53.7% 59.5% 58.3% 56.6% 

Net Worth as % T.Asts 32.6% 34.8% 26.5% 24.5% 30.2% 

Viability           

Current ratio 0.45 0.53 0.39 0.28 0.43 

Interest coverage 20.1 times 12.2 times 3.3 times -13.6 times 7.6 times 

NPBT margin 8.4% 0.0% -6.1% -16.7% -3.1% 

Occupancy 91.0% 92.3% 90.5% 86.3% 90.5% 

%EBITDA to T. Assets 6.7% 3.3% 0.9% -2.8% 2.0% 

%EBITDA to Net Worth 20.5% 9.4% 3.3% -11.2% 6.7% 

RADs Asset Cover (T.A.) 1.8 times 1.9 times 1.7 times 1.7 times 1.8 times 
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Table F.3: Financial ratios of government providers, 2019-20 

  Top Next Top Next Bottom Bottom Total 

No. of providers 8 6 13 66 93 

EBITDA p.r.p.a $37,945 $12,158 $1,519 -$28,134 -$13,547 

Capital structure           

T. Assets p.r.p.a $305,309 $231,596 $272,216 $266,280 $262,627 

No. of RADs 130 405 467 1,838 2,840 

Avg RAD per resident $198,528 $240,284 $222,197 $244,116 $237,878 

Net Worth p.r.p.a $211,223 $167,894 $128,945 $138,064 $145,719 

Working Capital p.r.p.a $3,901 -$5,352 -$44,792 -$23,445 -$21,797 

Non.Curr Liab as % of T.Asts. 7.5% 0.6% 6.7% 3.7% 3.9% 

RADs as % of T. Asts 23.8% 30.9% 36.9% 35.7% 34.5% 

Net Worth as % T.Asts 69.2% 72.5% 47.4% 51.8% 55.5% 

Viability           

Current ratio 1.05 0.91 0.64 0.80 0.80 

Interest coverage 985.3 times 10.8 times 10.1 times -156.4 times -39.8 times 

NPBT margin 20.5% 0.4% -5.4% -31.7% -17.9% 

Occupancy 88.8% 93.8% 89.9% 86.4% 88.3% 

%EBITDA to T. Assets 12.4% 5.2% 0.6% -10.6% -5.2% 

%EBITDA to Net Worth 18.0% 7.2% 1.2% -20.4% -9.3% 

RADs Asset Cover (T.A.) 4.2 times 3.2 times 2.7 times 2.8 times 2.9 times 
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Table F.4: Financial ratios of for-profit providers, 2019-20 

  Top Next Top Next Bottom Bottom Total 

No. of providers 109 73 53 42 277 

EBITDA p.r.p.a $21,312 $9,222 $3,574 -$15,129 $10,662 

Capital structure           

T. Assets p.r.p.a $356,079 $306,888 $305,542 $545,637 $333,306 

No. of RADs 12,271 20,449 7,300 2,095 42,115 

Avg RAD per resident $355,281 $356,006 $339,018 $428,539 $356,458 

Net Worth p.r.p.a $42,907 $3,639 $34,178 $38,074 $22,411 

Working Capital p.r.p.a -$168,294 -$201,561 -$130,155 -$174,235 -$177,887 

Non.Curr Liab as % of T.Asts. 16.8% 16.7% 14.2% 38.5% 18.1% 

RADs as % of T. Asts 54.1% 65.9% 62.2% 43.8% 59.8% 

Net Worth as % T.Asts 12.0% 1.2% 11.2% 7.0% 6.7% 

Viability           

Current ratio 0.34 0.20 0.43 0.41 0.29 

Interest coverage 5.4 times 3.2 times 1.6 times -2.9 times 3.3 times 

NPBT margin 2.6% -1.7% -3.7% -24.8% -1.8% 

Occupancy 88.2% 86.8% 83.1% 67.9% 85.4% 

%EBITDA to T. Assets 6.0% 3.0% 1.2% -2.8% 3.2% 

%EBITDA to Net Worth 49.7% 253.4% 10.5% -39.7% 47.6% 

RADs Asset Cover (T.A.) 1.8 times 1.5 times 1.6 times 2.3 times 1.7 times 
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Appendix G: Residential care subsidies 
and supplements 

Table G.1: Total expenditure for subsidies and supplements in residential care, 2016-17 to 

2019-20 

 

2016-17 

$m 

2017-18 

$m 

2018-19 

$m 

2019-20 

$m 

Basic Care subsidies 

 

   

Permanent  11,024.2 11,163.5 11,947.4 12,012.7 

Respite  280.6 312.3 348.8 371.3 

Primary care supplements 

 

   

Oxygen  17.5 18.3 18.3 16.8 

Enteral feeding  5.9 5.9 5.2 5.0 

Respite incentive 30.1 34.6 40.6 46.8 

Hardship 

 

   

Hardship  4.9 4.0 3.9 6.5 

Accommodation supplements 

 

   

Accommodation supplement  907.5 1,029.6 1,134.2 1,225.1 

Hardship accommodation  2.9 2.6 2.5 1.9 

Transitional accommodation Supplement  15.5 10.7 7.6 5.4 

Concessional  64.0 55.6 51.3 40.2 

Accommodation charge top-up  2.1 1.4 1.0 0.4 

Pensioner supplement  36.3 27.2 20.7 12.8 

Viability Supplement 

 

   

Viability  43.2 55.8 62.0 82.3 

Supplements relating to grand parenting     

Transitional  6.0 4.8 3.8 2.6 

Charge exempt  3.8 2.0 1.8 1.4 

Basic daily fee  0.6 0.4 0.3 0.1 

Other supplements 

 

   

Veterans’  1.1 1.6 1.7 1.5 

Homeless  8.3 8.6 9.8 13.3 
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2016-17 

$m 

2017-18 

$m 

2018-19 

$m 

2019-20 

$m 

Reductions 

 

   

Means testing reduction -560.8 -564.0 -627.2 -648.2 

Other  31.5 42.0 -9.1 231.7 

TOTAL 11,903.8 12,204.4 13,014.3 13,429.7 
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Appendix H: Residential care subsidies 
and supplements rates 

Table H.1: ACFI rates ($ per day), 2018-19 to 2020-21 

ACFI 2018-19 2019-20 2020-21 

Activities of daily living (ADL)    

Low $37.16 $37.68 $38.28 

Medium $80.92 $82.05 $83.36 

High $112.10 $113.67 $115.49 

Behaviour (BEH)    

Low $8.49 $8.61 $8.75 

Medium $17.60 $17.85 $18.14 

High $36.70 $37.21 $37.81 

Complex Health Care (CHC)    

Low $16.48 $16.71 $16.98 

Medium $46.95 $47.61 $48.37 

High $67.79 $68.74 $69.84 

Interim rate for new residents pending ACFI assessment $57.01 $57.81 $58.73 

Note: these rates do not include a temporary additional daily amount of 1.2% applied to these rates from 1 

March to 31 August 2020. 

Daily residential respite subsidy rates 2018-19 2019-20 2020-21 

Low $46.74 $47.39 $48.15 

High $131.05 $132.88 $135.01 

Note: these rates do not include a temporary additional daily amount of 1.2% applied to these rates from 1 

March to 31 August 2020. 

Table H.2: Residential care supplements table, 2018-19 to 2020-21 

Residential care 2018-19 2019-20 2020-21 

Oxygen supplement $11.57 $11.72 $11.98 

Enteral Feeding supplement – Bolus $18.33 $18.57 $18.98 

Enteral Feeding supplement – Non-bolus $20.59 $20.86 $21.32 

Adjusted Subsidy Reduction $13.21 $13.39 $13.60 
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Residential care 2018-19 2019-20 2020-21 

Veterans’ supplement $7.08 $7.18 $7.29 

Homeless supplement $21.01 $21.30 $21.64 

Note: the homeless supplement rate shown here does not include the temporary 30% increase applied from 

1 March 2020 to 30 June 2021. 

Table H.3: Residential care supplements (accommodation and hotel related) 

Residential care 20/09/19 20/03/20 20/03/20 

Higher accommodation supplement - newly built or 

significantly refurbished facilities 

$57.49 $58.19 $58.69 

Accommodation supplement - facilities that are not newly built 

or significantly refurbished but do meet set building 

requirements 

$37.47 $37.93 $38.26 

Accommodation supplement – facilities that are not newly built 

or significantly refurbished and don’t meet set building 

requirements  

$31.48 $31.86 $32.13 

Concessional resident supplement (concessional and assisted 

residents) - newly built or significantly refurbished facilities 

$57.49 $58.19 $58.69 

Concessional resident supplement (concessional residents) – 

facilities that are not newly built or refurbished 

$22.91 $23.19 $23.39 

Concessional resident supplement (assisted residents) - facilities 

that are not newly built or significantly refurbished 

$9.42 $9.53 $9.61 

After 19 March 2008 and before 20 September 2010 $8.57 $8.67 $8.74 

After 19 September 2010 and before 20 March 2011 $5.71 $5.78 $5.83 

After 19 March 2011 and before 20 September 2011 $2.86 $2.89 $2.91 

Transitional supplement $22.91 $23.19 $23.39 

Basic Daily Fee supplement $0.60 $0.61 $0.62 

Respite supplement – high level is equal to or greater than 70% 

of the specified proportion of respite care for the approved 

provider 

$93.94 $95.08 $95.90 

Respite supplement – high level is less than 70% of the 

specified proportion of respite care for the approved provider 

$55.21 $55.88 $56.51 

Respite supplement – low level $39.39 $39.87 $39.87 
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Note: these rates do not include a temporary additional daily amount of 1.2% applied to 

these rates from 1 March to 31 August 2020. 

Table H.3: Residential care supplements (accommodation and hotel related) 

Residential care 20/03/20 20/09/20 20/03/21 

Higher accommodation supplement - newly built or 

significantly refurbished facilities 

$58.19 $58.19 $58.69 

Accommodation supplement - facilities that are not newly built 

or significantly refurbished but do meet set building 

requirements 

$37.93 $37.93 $38.26 

Accommodation supplement – facilities that are not newly built 

or significantly refurbished and don’t meet set building 

requirements  

$31.86 $31.86 $32.13 

Concessional resident supplement (concessional and assisted 

residents) - newly built or significantly refurbished facilities 

$58.19 $58.19 $58.69 

Concessional resident supplement (concessional residents) – 

facilities that are not newly built or refurbished 

$23.19 $23.19 $23.39 

Concessional resident supplement (assisted residents) - facilities 

that are not newly built or significantly refurbished 

$9.53 $9.53 $9.61 

Transitional Accommodation Supplement    

After 19 March 2008 and before 20 September 2010 $8.67 $8.67 $8.74 

After 19 September 2010 and before 20 March 2011 $5.78 $5.78 $5.83 

After 19 March 2011 and before 20 September 2011 $2.89 $2.89 $2.91 

Transitional supplement $23.19 $23.19 $23.39 

Basic Daily Fee supplement $0.61 $0.61 $0.62 

Respite supplement – high level is equal to or greater than 70% 

of the specified proportion of respite care for the approved 

provider 

$95.08 $95.08 $95.90 

Respite supplement – high level is less than 70% of the 

specified proportion of respite care for the approved provider 

$55.88 $55.88 $56.36 

Respite supplement – low level $39.87 $39.87 $40.21 

Note: There was no increase to rates on 20 September 2020 due to there being no increase to the 

age pension. 

Table H.4: Residential aged care viability supplement 

2017 Scheme Services (Modified Monash Model) 2018-19 2019-20 2020-21 

Eligibility score of 100 $73.94 $74.98 $76.18 
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Eligibility score of 95 $65.85 $66.77 $67.84 

Eligibility score of 90 $59.40 $60.23 $61.19 

Eligibility score of 85 $51.34 $52.06 $52.89 

Eligibility score of 80 $43.19 $43.79 $44.49 

Eligibility score of 75 $33.58 $34.05 $34.59 

Eligibility score of 70 $25.17 $25.52 $25.93 

Eligibility score of 65 $18.12 $18.37 $18.66 

Eligibility score of 60 $15.33 $15.54 $15.79 

Eligibility score of 55 $11.18 $11.34 $11.52 

Eligibility score of 50 $8.39 $8.51 $8.65 

Eligibility score of 45  $0.00 $0.00 $0.00 

Eligibility score of 40  $0.00 $0.00 $0.00 

Less than a score of 40 $0.00 $0.00 $0.00 

Notes: 

The Modified Monash Model classification scale was implemented on 1 January 2017. 

The rates shown here do not include the temporary 30% increase applied from 1 March 2020 to 30 June 2021. 
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Appendix I: Residential care financing 
structures and balance sheets 

Table I.1: Distribution of average lump sum accommodation deposits by ownership and 

quartile of EBITDA, 2019-20 

Not for Profit 
Top Next top 

Next 

bottom 
Bottom Total 

No. of providers 

                         

94  

                       

131  

                       

146  

                       

103  

                       

474  

No. of providers that held RADs 

                         

91  

                       

130  

                       

144  

                       

100  

                       

465  

Proportion of residents that paid RADs 

in facilities, where RADs were held 48.4% 49.2% 51.8% 54.2% 50.7% 

Avg RAD per resident $338,868 $305,511 $318,793 $321,748 $317,325 

For Profit 
Top Next top 

Next 

bottom 
Bottom Total 

No. of providers 

                       

109  

                         

73  

                         

53  

                         

42  

                       

277  

No. of providers that held RADs 

                       

108  

                         

73  

                         

53  

                         

42  

                       

276  

Proportion of residents that paid RADs 

in facilities, where RADs were held 56.9% 58.5% 58.1% 53.9% 57.7% 

Avg RAD per resident $355,281 $356,006 $339,018 $428,539 $356,458 

Government 
Top Next top 

Next 

bottom 
Bottom Total 

No. of providers 

                        

8  

                    

6  

                   

13  

                   

66  

                   

93  

No. of providers that held RADs 

                          

6  

                           

6  

                         

13  

                         

64  

                         

89  

Proportion of residents that paid RADs 

in facilities, where RADs were held 45.3% 30.9% 47.4% 41.1% 40.2% 

Avg RAD per resident $198,528 $240,284 $222,197 $244,116 $237,878 

All providers 
Top Next top 

Next 

bottom 
Bottom Total 

No. of providers 

                       

211  

                       

210  

                       

211  

                       

211  

                       

843  
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No. of providers that held RADs 

                       

205  

                       

209  

                       

210  

                       

206  

                       

830  

Proportion of residents that paid RADs 

in facilities, where RADs were held 53.3% 53.2% 53.4% 51.8% 53.1% 

Avg RAD per resident $348,073 $330,664 $322,997 $327,962 $331,940 
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Appendix J: Home care revenue and 
expenditure 

Table J.1: Financial performance results of home care providers per consumer per day, by 

ownership type, by quartile, 2019-20 

Not-for-profit 
Top 

quartile 
Next top 

Next 

bottom 
Bottom Total 

Number of providers 96 111 116 112 435 

Provision of Care / Direct Care Services $42.64 $31.50 $33.72 $38.31 $35.51 

Provision of Care / Sub-contracted Services $7.75 $12.37 $10.51 $9.09 $10.27 

Client/case management fees charged $11.34 $12.00 $11.74 $13.29 $12.20 

Admin and management of packages $9.11 $10.14 $9.35 $6.52 $8.72 

Exit amounts deducted $0.19 $0.15 $0.11 $0.15 $0.14 

COVID-19 Funding $2.36 $0.40 $0.24 $0.25 $0.54 

Other income $1.28 $0.87 $0.50 $0.98 $0.83 

Total expenses $59.66 $60.64 $64.12 $71.43 $64.74 

Net Profit Before Tax $15.02 $6.79 $2.04 -$2.84 $3.48 

For-profit           

Number of providers 88 68 53 68 277 

Provision of Care / Direct Care Services $80.66 $34.26 $22.83 $34.19 $39.17 

Provision of Care / Sub-contracted Services $4.24 $13.70 $25.67 $10.83 $14.40 

Client/case management fees charged $9.01 $7.96 $5.47 $8.04 $7.46 

Admin and management of packages $8.67 $6.22 $6.97 $7.27 $7.25 

Exit amounts deducted $0.08 $0.04 -$0.08 $0.03 $0.01 

COVID-19 Funding $1.46 $1.48 $0.34 $0.21 $0.68 

Other income $4.61 $1.45 $1.03 $0.34 $1.48 
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Not-for-profit 
Top 

quartile 
Next top 

Next 

bottom 
Bottom Total 

Total expenses $88.86 $58.67 $60.42 $69.73 $68.59 

Net Profit Before Tax $19.88 $6.43 $1.80 -$8.82 $1.87 

Government           

Number of providers 19 24 31 27 101 

Provision of Care / Direct Care Services $23.85 $28.34 $11.61 $30.98 $20.43 

Provision of Care / Sub-contracted Services $17.04 $11.65 $23.81 $10.65 $17.85 

Client/case management fees charged $17.46 $12.94 $10.20 $8.90 $11.86 

Admin and management of packages $7.73 $8.91 $14.38 $9.72 $11.31 

Exit amounts deducted $0.26 $0.22 $0.21 $0.12 $0.21 

COVID-19 Funding $0.20 $0.67 $0.18 $0.14 $0.31 

Other income $1.05 $0.57 $0.08 $2.08 $0.62 

Total expenses $52.03 $56.05 $58.40 $67.58 $58.02 

Net Profit Before Tax $15.55 $7.25 $2.08 -$4.99 $4.57 

All Providers           

Number of providers 203 203 200 207 813 

Provision of Care / Direct Care Services $52.97 $31.72 $29.42 $36.86 $35.38 

Provision of Care / Sub-contracted Services $7.37 $12.54 $14.89 $9.65 $11.75 

Client/case management fees charged $11.09 $11.40 $10.29 $11.60 $11.05 

Admin and management of packages $8.87 $9.40 $9.32 $6.84 $8.55 

Exit amounts deducted $0.16 $0.14 $0.08 $0.11 $0.11 

COVID-19 Funding $1.92 $0.60 $0.26 $0.23 $0.56 

Other income $2.29 $0.94 $0.57 $0.83 $0.97 

Total expenses $68.10 $59.99 $62.82 $70.81 $65.21 

Net Profit Before Tax $16.56 $6.76 $1.99 -$4.68 $3.17 
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Table J.2: Financial package results for home care providers per consumer per day, by 

ownership type, by quartile, 2019-20 

 
Top quartile Next top 

Next 

bottom Bottom Total 

Not-for-profit           

Number of providers 96 111 116 112 435 

Total revenue per consumer $27,259 $24,612 $24,149 $25,034 $24,899 

Total expenses per consumer $21,777 $22,135 $23,405 $26,071 $23,630 

NPBT per consumer $5,482 $2,477 $744 -$1,036 $1,269 

For-profit      

Number of providers 88 68 53 68 277 

Total revenue per consumer $39,688 $23,761 $22,712 $22,231 $25,716 

Total expenses per consumer $32,433 $21,416 $22,053 $25,450 $25,034 

NPBT per consumer $7,255 $2,346 $659 -$3,219 $682 

Government      

Number of providers 19 24 31 27 101 

Total revenue per consumer $24,669 $23,107 $22,073 $22,844 $22,845 

Total expenses per consumer $18,992 $20,459 $21,316 $24,666 $21,177 

NPBT per consumer $5,677 $2,647 $758 -$1,823 $1,668 

Total      

Number of providers 203 203 200 207 813 

Total revenue per consumer $30,902 $24,363 $23,658 $24,136 $24,956 

Total expenses per consumer $24,858 $21,896 $22,931 $25,844 $23,800 

NPBT per consumer $6,044 $2,468 $728 -$1,709 $1,156 

1954



Appendix K: Home care subsidies and 
supplements 

Table K.1: Home care subsidies per day, 2018-19 to 2020-21 

Package 

level 2018-19 Annual 2019-20* Annual 

 

2020-21* 

 

Annual 

Level 1 $22.66 $8,270.90 $24.07 $8,809.62 $24.46 $8,927.90 

Level 2 $41.22 $15,045.30 $42.35 $15,500.10 $43.03 $15,705.95 

Level 3 $90.62 $33,076.30 $92.16 $33,730.56 $93.63 $34,174.95 

Level 4 $137.77 $50,286.05 $139.70 $51,130.20 $141.94 $51,808.10 

Note: Figures for 2019-20 and 2020-21 do not include the temporary increase of 1.2 per cent of the 

daily subsidy rate that was paid for the period 1 March to 31 August 2020. 

Table K.2: Home care supplement amounts per day, 2018-19 to 2020-21 

Home care supplements 2018-19 2019-20 2020-21 

Dementia and Cognition and Veterans’ supplement (11.5% of 

basic care subsidy) 

   

Level 1 $2.67 $2.77 $2.81 

Level 2 $4.12 $4.87 $4.95 

Level 3 $9.06 $10.60 $10.77 

Level 4 $13.78 $16.07 $16.32 

Other    

Notes: 

1. The rate of both the Dementia and Cognition supplement and the Veterans’ supplement in home care 

were increased from 10 per cent of the basic subsidy to 11.5 per cent from 20 March 2019. 

2. Figures for 2019-20 and 2020-21 do not include the temporary increase of 1.2 per cent of the 

daily subsidy rate that was paid for the period 1 March to 31 August 2020. 

EACH-D Top Up supplement $2.73 $2.77 $2.81 

Oxygen Supplement $11.57 $11.72 $11.98 

Enteral Feeding supplement – Bolus $18.33 $18.57 $18.98 

Enteral Feeding supplement – Non–bolus $20.59 $20.86 $21.32 

Home Care Viability supplement – Modified Monash Model 

classification 
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Home care supplements 2018-19 2019-20 2020-21 

MMM 1,2,3 $0.00 $0.00 $0.00 

MMM 4 $1.05 $1.06 $1.08 

MMM 5 $2.32 $2.35 $2.39 

MMM 6 $15.37 $15.59 $15.84 

MMM 7 $18.45 $18.71 $19.01 

Notes: 

1. The MMM classification scale was implement on 1 January 2017. 

2.  Figures for 2019-20 and 2020-21 do not include the temporary increase of 30 per cent applied to the rate of Viability 

supplement for the period 1 March 2020 to 30 June 2021. 

Home Care Viability supplement – ARIA value viability 

supplement amount 2018-19 2019-20 2020-21 

ARIA Score 0 to 3.51 inclusive $0.00 $0.00 $0.00 

ARIA Score 3.52 to 4.66 inclusive $5.45 $5.53 $5.62 

ARIA Score 4.67 to 5.80 inclusive $6.54 $6.63 $6.74 

ARIA Score 5.81 to 7.44 inclusive $9.15 $9.28 $9.43 

ARIA Score 7.45 to 9.08 inclusive $10.99 $11.14 $11.32 

ARIA Score 9.09 to 10.54 inclusive $15.37 $15.59 $15.84 

ARIA Score 10.55 to 12.00 inclusive $18.45 $18.71 $19.01 

Note: Figures for 2019-20 and 2020-21 do not include the temporary increase of 30 per cent 

applied to the rate of Viability supplement for the period 1 March 2020 to 30 June 2021. 

Table K.3: Summary of Australian Government payments of subsidies and supplements of 

home care, 2016-17 to 2019-20 

Supplement 2016-17 2017-18 2018-19 2019-20 

Dementia and cognition 

supplement 

$24.7m $29.3m $36.2m $49.5m 

Veterans’ supplement $0.2m $0.3m $0.4m $0.5m 

Oxygen supplement $2.4m $3.1m $3.7m $4.5m 

Enteral feeding 

supplement 

$0.7m $0.9m $0.9m $0.8m 

Viability supplement $11.4m $16.0m $18.1m $25.1m 

Hardship supplement $0.2m $0.3m $0.2m $0.1m 
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Supplements in home care: 

Dementia and cognition supplement: provides additional funding in recognition of the extra 

costs of caring for people with cognitive impairment associated with dementia and other 

conditions. This supplement is available across all levels of home care packages. The supplement is 

payable at a rate of 11.5 per cent of the basic subsidy payable for the level of home care package. 

Veterans’ supplement: provides additional funding for veterans with a mental health condition 

accepted by the Department of Veterans’ Affairs (DVA) as related to their service. This supplement 

is available across all levels of home care packages. The supplement is payable at a rate of 

11.5 per cent of the basic subsidy payable for the level of home care package. 

Oxygen supplement: provides additional funding for consumers who have a specified medical 

need for the continual administration of oxygen. 

Enteral Feeding supplement: provides additional funding for care recipients with a specified 

medical need for enteral feeding. 

Viability supplement: is paid in recognition of the higher costs of providing services in rural and 

remote areas. 

Hardship supplement: is available to home care consumers who are having difficulty paying their 

aged care fees for reasons beyond their control. 
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Appendix L: Residential care and home 
care financial data 
• Residential care and home care providers’ financial data is obtained from Aged Care Financial 

Reports (ACFRs) required to be prepared and submitted by providers of residential aged care 

under the Accountability Principles 2014 (Section 35, 35A, 36, 37 and 37A) made under Section 

96-1 of the Aged Care Act 1997. 

• Residential and home care financial data and analysis given in this report includes financial 

information for only those services that were operational from 1 July 2019 to 30 June 2020 and 

whose financial information is received by the Department of Health. 

• Approximately 99 per cent of residential aged care and home care providers submitted their 

ACFRs. 

• Financial information contained in ACFRs varies from provider to provider. Accounting standards 

are subject to interpretation and it is possible that interpretations may differ between providers. 

The Department of Health has not verified providers’ interpretation and application of the 

accounting standards. 

• The information in the ACFR is not audited. It is however tested for reasonableness to the 

Approved Provider’s audited General Purpose Financial Report which is also submitted annually. 

Whilst some verification of data is undertaken by the Department, a significant portion of data 

submitted through the ACFR has not been independently verified. 

• Analysis of financial data may be affected by incomplete, aggregated data provided in ACFRs. As 

a result, averages stated in the report may not fully represent the sector. 

• Discrepancies occur in the ACFR home care income statement which can impact the overall 

average results of the sector. For example, there are instances where the details of the expenses 

are aggregated to other expenses or total expenses. There are also instances where income and 

expenditure through brokered services are not disclosed in their entirety thus understating 

revenue and expenditure. These instances result in inconsistency and limitations in deriving 

various metrics and measurements. 

• The ACFR home care income and expenses are aggregated for Commonwealth Government 

funded package consumers and private consumers. Therefore, the analysis used in this report is 

not interpretable for any particular group of clients who are receiving/paying any particular 

funding type. 

• Assets and liabilities reported in the residential aged care balance sheet contain, where not 

already fully verifiable, some proportional allocations based on the historical and sector trends 

from other sources within provider ACFRs and GPFRs. These allocations have not been verified. 
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Glossary 

Term Definition 

Accommodation supplement  The accommodation supplement is payable on behalf of 

residents receiving permanent residential aged care who do not 

have the capacity to contribute to all or part of the cost of their 

accommodation. 

Aged and Community 

Services Australia (ACSA) 

A national peak body for not-for-profit providers of aged and 

community care in Australia. 

Aged Care Act 1997 (the Act) The primary legislation governing the provision of aged care 

services. In May 2021 the Government announced that a new act 

would be written to be operational by July 2023. 

Aged Care Approvals Round 

(ACAR) 

A competitive application process that enables prospective and 

existing approved providers of residential aged care to apply for 

a range of new Australian Government funded aged care places 

and financial assistance in the form of a capital grant. In May 

2021 the Government announced that the 2021 ACAR would be 

the last round held and following this, residential care places will 

be allocated directly to consumers. 

Aged Care Assessment Team 

(ACAT) 

ACATs are teams of medical and allied health professionals who 

assess the physical, psychological, medical, restorative, cultural 

and social needs of frail older people and help them and their 

carers to access appropriate levels of support. 

Aged Care Financial Report 

(ACFR) 

A reporting template introduced for the 2016-17 reporting year 

that consolidates prudential and financial reporting information 

that was previously separately reported. The ACFR consolidates 

information previously reported through the Annual Prudential 

Compliance Statement, the Survey of Aged Care Homes, the 

Home Care Financial Report and the Short Term Restorative 

Care Financial Report. 

Aged Care Financing 

Authority (ACFA) 

ACFA was a statutory committee that provided independent 

advice to the Australian Government on funding and financing 

issues. ACFA operated from 2012 following the LLLB reforms 

until 30 June 2021 when it was discontinued.  

Aged Care Funding 

Instrument (ACFI) 

The classification instrument currently used to calculate 

subsidies to residential aged care facilities. The Government 

announced in May 2021 that the ACFI will be replaced by the 

Australian National Aged Care Classification (AN-ACC) from 

October 2022. 
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Term Definition 

Aged Care Pricing 

Commissioner (ACPC) 

The Aged Care Pricing Commissioner is an independent, 

statutory office holder appointed in 2012 following the LLLB 

reforms under the Aged Care Act 1997 and reports to the 

Minister for Aged Care.  

Aged Care Sector Committee 

(ACSC) 

The ACSC was a representative committee of the aged care 

sector appointed by the Minister for Aged Care that provided 

advice to Government on aged care policy development and 

implementation. I was discontinued on 30 June 2021. 

Agreed accommodation price Accommodation prices agreed between providers and 

prospective residents prior to entry, as reported by providers 

through the Aged Care Entry Record. 

Approved provider  An approved provider of aged care is an organisation that has 

been approved by the Secretary of the Department of Health to 

provide residential care, home care or flexible care under the 

Aged Care Act 1997. 

Assistance with Care and 

Housing for the Aged (ACHA) 

ACHA is a program which provides a range of supports for 

eligible clients, who are at risk of becoming homeless or are 

homeless, to remain in the community through accessing 

appropriate, sustainable and affordable housing and linking 

them to community care. From 1 July 2015 the ACHA program 

was incorporated into the new Commonwealth Home Support 

Programme. 

Australian Bureau of Statistics 

(ABS) 

The Government agency responsible for the production and 

dissemination of statistics in a range of key areas. 

Bed days The number of days for which a residential care place was 

available to be occupied by care recipients. 

Bond Asset Cover Provides an indication of the extent to which the 

accommodation bond liability is covered by assets. It is 

calculated as Total Assets/Total Accommodation Bonds. 

Brownfield site Site where an extension to an existing aged care operation is 

possible. 

Care days The number of days for which care was actually provided to a 

care recipient in an aged care place. 
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Term Definition 

Commonwealth Home 

Support Programme (CHSP) 

This program provides entry-level support services designed to 

help frail older people stay in their homes. It was introduced on 

1 July 2015, consolidating four former programs: 

Commonwealth Home and Community Care (HACC); the 

National Respite for Carers Program (NRCP); Day Therapy 

Centres (DTC); and Assistance with Care and Housing for the 

Aged (ACHA). 

Community Aged Care 

Package (CACP) 

A package of services provided to a person in their own home. 

This type of care was replaced on 1 August 2013 when the new 

home care package levels 1-4 were introduced. A CACP package 

is generally consistent with the level of care provided in a level 2 

home care package. 

Consumer Directed Care 

(CDC) 

Consumer Directed Care in home care gives consumers greater 

choice over their own lives by allowing them to decide what 

types of care and services they access and how those services 

are delivered. 

Consumer Price Index (CPI) CPI measures the changes in the price of a fixed basket of goods 

and services, acquired by household consumers who are 

resident in the eight state and territory capital cities. 

Culturally and Linguistically 

Diverse (CALD) 

Consumers who have particular cultural or linguistic affiliations 

due to their: 

• place of birth or ethnic origin; 

• main language other than English spoken at home; or 

• proficiency in spoken English. 

Current Ratio Represents the ability to meet short term debt through current 

assets. A current ratio of more than one indicates that an 

organisation’s current assets exceed its current liabilities. It is 

calculated as Current Assets/Current Liabilities. In the aged care 

context, current ratio needs to be interpreted with caution given 

all accommodation deposits (bonds pre 1 July 2014) held by 

providers are treated as current liabilities. 

Daily Accommodation 

Contribution (DAC) 

An amount paid by a partially supported resident as a 

contribution toward their accommodation costs in a residential 

aged care facility, calculated on a daily basis and paid 

periodically. 

Daily Accommodation 

Payment (DAP) 

An amount paid by a non-supported resident towards their 

accommodation costs in a residential aged care facility 

calculated on a daily basis and paid periodically. 
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Term Definition 

Day Therapy Centres Program 

(DTC) 

The DTC program provides a wide range of therapy and services 

to eligible frail, aged people living in the community and to 

residents in Commonwealth funded residential aged care 

facilities. As of 1 July 2015 the DTC program became part of the 

new Commonwealth Home Support Programme (CHSP).  

Department of Health  The department that administers the Aged Care Act 1997 and 

regulates the aged care industry on behalf of the 

Commonwealth. 

Earnings Before Interest, Tax, 

Depreciation and 

Amortisation (EBITDA) 

Net profit after tax with interest, tax, depreciation, and 

amortisation added back to it, and can be used to analyse and 

compare profitability between companies and industries 

because it eliminates the effects of financing and accounting 

decisions. 

EBITDA margin EBITDA margin shows the average net profit after tax (with 

interest, taxes, depreciation and amortisation added back into it) 

generated for each $1 of revenue earned. It’s calculated as 

EBITDA/total revenue.  

Extended Aged Care at Home 

(EACH) 

Services previously provided to a person in their own home, who 

required a high level of care. This type of care was replaced on 

1 August 2013 when the new home care package levels 1-4 

were introduced. An EACH package was generally consistent 

with the level of care provided in a level 4 home care package. 

Extended Aged Care at Home 

Dementia (EACH-D) 

Services previously provided to a person in their own home, with 

dementia, who required a high level of care. This type of care 

was replaced on 1 August 2013 when the new home care 

package levels 1-4 were introduced. An EACH-D package was 

generally consistent with the level of care provided in a level 4 

home care package, with the additional Dementia and Cognition 

supplement also being paid. 

Facility  A residential aged care facility, approved under the Aged Care 

Act 1997 to provide government subsidised accommodation 

and care.  

Financial Accountability 

Reports (FARs) 

FARs were non-audited financial statements submitted by home 

care providers up until 2014-15 when they were replaced by the 

new Home Care Packages financial reports. In 2016-17 the 

Home Care Packages financial reports were subsequently 

replaced by the Aged Care Financial Reports. 
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Term Definition 

Flexible care  For those in either a residential or home care setting, that may 

require a different care approach than that provided through 

mainstream residential and home care. 

General Purpose Financial 

Report (GPFR) 

An audited financial report that is submitted by providers with 

their unaudited Aged Care Financial Report (ACFR). While the 

ACFR provides a greater level of detail the GPFR is the only 

audited report and is used to verify information provided. 

Government provider In the context of this report, the term references a provider that 

is owned by a local, state or territory government. 

Greenfield site Site where an aged care operation is built for the first time. 

Gross Domestic Product 

(GDP) 

GDP is the market value of all officially recognised final goods 

and services produced within a country in a year, or over a given 

period of time. 

High care facility A facility where over 80 per cent of residents were classified as 

‘high care’. The distinction between high care and low care in 

permanent residential care was removed from 1 July 2014. 

Higher accommodation 

supplement 

A higher maximum accommodation supplement was introduced 

on 1 July 2014 for aged care facilities that have been built or 

significantly refurbished since 20 April 2012. 

Home and Community Care 

(HACC) 

A previous program that provided basic support and 

maintenance to people living at home to help avoid premature 

or inappropriate admission to long-term residential care. The 

former Commonwealth HACC program was consolidated into 

the new CHSP from 1 July 2015. 

Home care Home based care provided through a home care package to 

help older Australians to remain in their own homes. Home care 

is provided through the Home Care Packages Program. 

Home care package A package of services, delivered though the Home Care 

Packages Program, tailored to meet the care needs of a person 

living at home. The package is coordinated by an approved 

home care provider, with funding provided by the Australian 

Government (with some contributions from the consumer). 

Home care packages range from level 1 to 4 depending on the 

care needs of the consumer.  
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Term Definition 

Home Care Packages Program An Australian Government funded program which has as its 

objectives to assist people to remain living at home and enable 

consumers to have choice and flexibility in the way that care and 

support is provided at home. The Home Care Packages Program 

commenced on 1 August 2013. 

Homeless supplement A supplement paid to better support residential aged care 

facilities that specialise in caring for people with a history of, or 

at risk of, homelessness. This funding is in addition to the 

funding provided under the viability supplement.  

Increasing choice in home 

care 

From 27 February 2017, funding for a home care package 

followed the consumer, replacing the former system where 

home care places were allocated to individual approved 

providers to deliver services in a particular location or region.  

Interest Coverage Shows the number of times that EBITDA will cover interest 

expense. Indicates an organisation’s ability to service the interest 

on its debt. It is calculated as EBITDA/Interest Expense. 

Leading Age Services 

Australia (LASA) 

LASA is a peak body for aged service providers. 

Location  Indicates where a provider, service or consumer is located based 

on whether they are metropolitan or regional areas. 

Metropolitan is all major cities and regional is any area outside 

of a major city. A provider is classified as metropolitan if more 

than 70 per cent of its services are located in metropolitan areas 

and similarly classified as regional if more than 70 per cent of its 

services are located in regional areas.  

Low care facility A facility where over 80 per cent of residents were classified as 

‘low care’. The distinction between high care and low care in 

permanent residential care was removed from 1 July 2014. 

Maximum accommodation 

price 

Maximum accommodation prices are set by residential care 

providers for a room (or bed in a shared room) and published 

on My Aged Care. These are maximum prices (providers and 

residents may agree lower amounts), that apply to residents who 

are not eligible for Government support for their 

accommodation costs. 
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Term Definition 

Maximum Permissible 

Interest Rate (MPIR) 

The MPIR is the rate used to calculate the equivalent daily 

payment of a Refundable Accommodation Deposit (RAD). The 

RAD is multiplied by the MPIR and divided by 365 days. The 

MPIR is determined in accordance with Section 6 of the Fees and 

Payments Principles 2014 (No. 2).The MPIR is available on the 

Department of Health website and is updated every three 

months. 

My Aged Care The main entry point to the aged care system in Australia. My 

Aged Care aims to make it easier for older people, their families, 

and carers to access information on ageing and aged care, have 

their needs assessed and be supported to find and access 

services. 

National Disability Insurance 

Scheme (NDIS) 

The NDIS offers support for Australians who are under 65 years 

of age with a significant and permanent disability, their families 

and their carers. 

National Respite for Carers 

Program (NRCP) 

The NRCP aims to support caring relationships between carers 

and their dependent family members or friends by facilitating 

access to information, respite care and other support 

appropriate to their individual needs and circumstances and 

those of the people for whom they care. The NRCP was 

integrated into the CHSP from 1 July 2015. 

National Prioritisation System People who have been approved for home care and have 

indicated they are actively seeking services are placed in the 

National Prioritisation System, with each person’s place in the 

system based on the time and date of their approval for home 

care and their priority for service (medium or high).  

Net Profit Before Tax (NPBT) The NPBT is determined by revenue minus expenses for the 

period except for taxes. 

Net Profit (Before Tax) 

Margin 

Shows the average profitability generated on each $1 of total 

revenue. It is calculated as Net Profit Before Tax / total revenue. 

Non-supported residents Residents who have been assessed (based on a means test) as 

able to pay the full cost of their accommodation and contribute 

toward their care costs. Non-supported residents pay a basic 

daily fee, accommodation payment and means-tested care fee 

(may still receive some assistance with care costs).  

Offline residential care places Previously operational places that are currently not being used 

due to renovations or rebuilding of facilities or pending sale to 

other providers. Providers do not receive Australian Government 

subsidies while places are offline. 
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Term Definition 

Operational places Operational place refers to a residential care place that was 

allocated to a provider and has since become available for a 

person to receive care. 

Partially supported residents Residents who have been assessed (based on a means test) as 

eligible for full Government assistance with their care costs, but 

able to make a part contribution to their accommodation costs. 

Partially-supported residents pay a basic daily fee and 

accommodation contribution. 

Pay as you go (PAYG) Pay as you go (PAYG) instalments is a system for making regular 

payments towards an employee’s expected annual income tax 

liability. 

Per consumer per annum 

(pcpa) 

An annual average financial figure relating to home care 

consumers. 

Per consumer per day (pcpd) A daily average financial figure relating to home care 

consumers. 

Per resident per annum (prpa) An annual average financial figure relating to residential aged 

care residents that converts financial data to daily amount per 

resident. 

Per resident per day (prpd) A daily average financial figure relating to residential aged care 

residents. 

Provisionally allocated places  Residential care places allocated through Aged Care Approval 

Rounds that are not yet operational. 

Refundable Accommodation 

Contribution (RAC ) 

An amount paid as a lump sum by a partially supported resident 

as a contribution toward their accommodation costs in a 

residential aged care facility. 

Refundable Accommodation 

Deposit (RAD) 

An amount paid as a lump sum by a non-supported resident for 

their accommodation costs in a residential aged care facility. 

Regional Geographic region outside of a major city and classified by the 

Australian Bureau of Statistics as inner regional, outer regional, 

remote and very remote.  

Regional Assessment Services 

(RAS) 

RAS provides in home, face to face assessments of new and 

existing clients/carers to assess their eligibility to access CHSP 

services. 
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Term Definition 

Report on the Operations of 

the Aged Care Act 1997 

(ROACA) 

A legal requirement under the Act, the ROACA is tabled in 

Parliament in November each year and presents an annual 

snapshot of facts and figures on Commonwealth funded aged 

care services in Australia.  

Resident Classification Scale 

(RCS) 

The basic tool for residential aged care funding prior to 

20 March 2008, when it was replaced by the ACFI. A very small 

number of residents who entered care before 20 March 2008 are 

still classified using the RCS through grand-parenting 

arrangements.  

Residential aged care A program that provides a range of care options and 

accommodation for older people who choose not to continue 

living in their own homes. 

Restorative care  • Care focusing on enhancing the physical and cognitive 

function of people who have lost or are at risk of losing 

condition and independence. The Short-Term Restorative 

Care (STRC) Programme, which commenced in February 2017, 

is a flexible care program to provide restorative care to older 

people to improve their capacity to stay independent and 

living in their own homes. 

Retained earnings Refers to the percentage of net earnings not paid out as 

dividends, but retained by the company to be reinvested in its 

core business, or to pay debt. This is recorded under 

shareholders' equity on the balance sheet. 

Retention amounts An amount that an approved provider was allowed to deduct 

per month from an accommodation bond for up to five years. 

The maximum retention amount was set by the Australian 

Government. Retentions were no longer permitted for residents 

entering residential aged care after 1 July 2014. 

Return on Assets Indicates the productivity of assets employed in the 

organisation. It is calculated as EBITDA/total assets. 

Return on Equity/ Return on 

Net Worth 

Indicates the productivity of equity/net worth employed in the 

organisation. It is calculated as EBITDA/net worth. 

Scale (providers) Refers to the number of facilities operated by a residential care 

provider or the number of services operated by a home care 

provider. 
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Term Definition 

Services Australia  Services Australia, formerly the Department of Human Services, 

is an Executive Agency of the Australian Government 

responsible for delivering a range of welfare, health, child 

support payments and other services to the people of Australia 

Size (providers) Refers to the number of beds operated by a single residential 

aged care facility.  

Supported residents Residents who have been assessed (based on a means test) as 

eligible for full Government assistance with their care and 

accommodation costs. Supported residents only pay a basic 

daily fee. 

Survey of Aged Care Homes 

(SACH) 

Each year SACH seeks information on accommodation payments 

and planned and actual building activity during the previous 

financial year for each operating residential aged care service. 

Target provision ratio The Australian Government target of subsidised operational 

residential care places and allocated home care packages. These 

targets are based on the number of persons for every 1,000 

people aged 70 years or over. The population-based provision 

formula ensures that the supply of services increases in line with 

the ageing of the population. 

Transition care  For those requiring time-limited, goal-oriented and therapy-

focused packages of services after a hospital stay.  

Viability supplement The viability supplement aims to improve the financial position 

of smaller, rural and remote aged care services that incur 

additional costs due to their location and are constrained in 

their ability to realise economies of scale due to smaller 

numbers of care recipients. The viability supplement also 

provides additional funding for residential care providers who 

specialise in services to Indigenous people, or people who are 

homeless or who are at risk of becoming homeless, in 

recognition of the often higher costs associated with providing 

care to these people. 

Working Capital  Defined as current assets less current liabilities. 
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Associate to the Hon. Justice Ross AO  
Fair Work Commission 
Level 4, 11 Exhibition Street  
Melbourne VIC 3000 
Chambers.ross.j@fwc.gov.au 
amod@fwc.gov.au 
 
 
 

AM2020/99 - Application to vary the Aged Care Award 2010 
AM2021/65 – Application to vary the Social, Community, Home Care and Disability 

Services Industry Award 2010 
 
 

1. IRT is a not-for-profit, community-owned aged care provider of residential aged 
care, home care and retirement living services based in Wollongong, NSW. 

 
2. We operate 20 residential aged care facilities, 30 retirement villages and 7 home 

care hubs in NSW, the ACT and Queensland. Our sites are located in Sydney, on 
the South Coast of NSW, in Canberra and on Queensland’s Sunshine Coast. We 
provide accommodation and care services to almost 9000 residents and customers 
each year. 

 
3. We employ more than 2600 people across the organisation: 
 

Full-time 570 
Part-time 1760 
Casual 290 
Residential Aged Care Centres 1800 
Home Care 410 
Direct care roles 1000 
Indirect care roles 700 

Figures as at 30 June 2021 
 
4. There is no doubt that the value of work performed by our aged care and home 

care employees has increased over time. 
 
5. The increased life expectancy of older Australians has resulted in 

residents/customers presenting with more acute care needs, greater levels of frailty 
and increased co-morbidities. 

 
6. We are seeing a significant increase in the incidence of dementia and mental 

health issues among our residents/customers. 
 
7. Increasing regulation now requires a vast amount of additional documentation and 

reporting. 
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8. Changing resident/customer and family expectations around person-centred care 
require employees to cater to individual physical, emotional, social and spiritual 
care needs. This includes catering to the diverse cultural, social and linguistic 
needs of residents/customers, including but not limited to CALD and LGBTQI 
residents/customers. 

 
9. Employees need to be more highly skilled to meet these challenges, with additional 

training required in areas such as dementia, mental health, advanced 
communication, complaint management and conflict resolution. 

 
10. The increasing prevalence of home care services mean more employees are 

working with minimal supervision, while the introduction of consumer directed care 
has resulted in a broader range of tasks. 

 
11. The COVID-19 pandemic has required employees to become proficient in strict 

infection control procedures on a level not experienced previously, including the 
wearing of additional PPE and the management of COVID-19 exposures and 
outbreaks. Employees have also been required to provide additional social support 
for isolating residents.  

 
12. The increased complexity mentioned above is not limited to personal care workers, 

it is equality relevant to those providing food, laundry and cleaning services, as well 
as those providing administrative support. 

 
13. Like many other providers, IRT is finding it increasingly difficult to attract and retain 

employees, resulting in staffing shortages, particularly in regional areas. 
 
14. The low rates of pay in the sector are a primary reason for this – employees can 

earn significantly more in either the acute health sector or the disability sector, for 
very similar (and in some cases less demanding) work. 

 
15. Additionally, we regularly have employees leave our employ to earn more money 

working in the retail and hospitality sectors (supermarkets, home improvement, fast 
food). Clearly aged care work is more physically and emotionally taxing, but this is 
not reflected in the current rates of pay. 

 
16. Employees have also endured significant negative media coverage about the 

sector in recent years, associated with the Aged Care Royal Commission and the 
COVID-19 pandemic. This negative community sentiment has contributed to 
employees’ feeling of being unappreciated and undervalued. 

 
17. Staff shortages in the sector are also having an impact on existing employees. 

After 2 years of COVID-19, they are exhausted and disheartened. 
 
18. There is also an additional financial impact on already struggling providers, having 

to pay overtime rates and agency costs to cover shifts. 
 
19. These challenges will only be exacerbated when the daily minimum direct care and 

nursing minutes recommended by the Aged Care Royal Commission are 
implemented. 

 
20. In order to attract and retain the number of skilled workers needed to deliver safe 

and quality care in the sector, wages must be competitive.  
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21. While IRT strongly supports increasing minimum wages in the aged care sector, 
we are not in a financial position to fund such an increase. IRT incurred a $10m 
operating loss in FY21, and we are expecting to again make an operating loss in 
FY22. 

 
22. Therefore, any decision to increase minimum wages in the aged care sector must 

be fully funded by the Federal Government. 
 
 
Yours sincerely 
 

 
 
Patrick Reid 
IRT Group CEO 
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4 March 2022 
 
The Hon. Justice Ross AO  
Fair Work Commission  
Level 4, 11 Exhibition Street  
Melbourne VIC 3000 
 
 
Dear Justice Ross 

Re: In the Fair Work Commission matters of AM2020/99; AM2021/65 and AM2021/63 
 

About UnitingCare Australia 

UnitingCare Australia is the national body for the Uniting Church’s community services network 
and is an agency of the Assembly of the Uniting Church in Australia. We give voice to the 
Uniting Church’s commitment to social justice through advocacy and by strengthening 
community service provision. We are the largest network of social service providers in 
Australia, with 50,000 staff, 30,000 volunteers, supporting 1.4 million people every year across 
urban, rural and remote communities. We focus on articulating and meeting the needs of 
people at all stages of life and those that are most vulnerable. We would welcome the 
opportunity to host the Fair Work Commission at one of our aged care facilities.  

 

UnitingCare Australia submits that the award rates under consideration in the matters of 
AM2020/99; AM2021/65 and AM2021/63 should be substantially increased to reflect the true 
value of the work being performed. This measure is of critical importance to ensure the long 
term sustainability of the aged care workforce which is currently at crisis point. Without a 
skilled, engaged and properly remunerated workforce, the aged care sector cannot continue to 
deliver the essential care and services older Australians deserve and the community expects.  

The aged care sector performs a critical role across the broader health sector and contributes 
significantly to the Australian economy.  

 

1. Funding 

UnitingCare Australia submits that the federal government must fully fund the uplift in award 
wages estimated to be approximately $4 billion annually, in order to support our critical aged 
care workforce.  

In May 2021, the government responded to the recommendations of the Royal Commission 
into Aged Care Quality and Safety (Royal Commission), which it broadly accepted, 
recognising the need for increased accountability and transparency to uplift quality and safety 
across all parts of the sector. Aged care providers are deeply committed to ensuring the quality 
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and safety of care services being delivered. This cannot be achieved without adequate funding 
of the sector and appropriate remuneration for the aged care workforce.  

In order to achieve this, the government must commit to fully funding the uplift in award wages 
to ensure a sustainable workforce. Without this commitment, the viability of the aged care 
sector is at significant risk.   

 

2. The work being undertaken is undervalued 

2.1 Aged care work is more complex than it used to be 

Award wages need to be increased in-line with the increased clinical support required by aged 
care consumers. This includes increased rates of acuity, declining function, frailty, dementia, 
and related client needs. The demographic data mean this trend is set to continue.  

Aged care work has also increased in complexity given the dementia epidemic and the need for 
more specialist psycho-geriatric care. This in turn has shifted the sector’s understanding of 
what constitutes safe and high quality care. The changes to legislative and policy settings mean 
this trend will continue, particularly given the Royal Commission's recommendation to include a 
statutory, non-delegable duty of care. The additional expectations of workers in the sector are 
reflected in the Aged Care Quality Standards as contained in the Quality of Care Principles 
2014, which require increasing levels of technical and social support competencies. 

The cultural transformation towards consumer directed care has increased demands on aged 
care workers, with a sharp increase in consumer expectations relating to their own (the 
consumer’s) cultural, identity, social and linguistic needs.  

The management of more complex comorbidities brings with it the need to develop more 
subspecialist skill sets and collaborate as part of a multidisciplinary team to ensure the delivery 
of safe and high quality care. This will require an uplift across a range of skill sets including the 
administration of prescribed medications, infection prevention and control, and the growing 
complexity of information technology systems to coordinate care.  All of these factors have 
required an increase in the competency and skill base of the aged care workforce in order to 
undertake this work.   

The continued and ongoing regulatory and policy reform impacting aged care funding, and 
changes to clinical care impacting the management of serious incidents and restrictive 
practices, has compounded the demands on aged care workers. Coupled with this, is the 
ageing profile of consumers set to increase from 15 per cent of Australians aged 65 years or 
over, to 23 per cent by 2066. 

2.2 Aged care workers are expected to assume more risk 

The cumulative impact of these factors drastically increases risk burden for aged care workers. 
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All the above has evolved without appropriate reconsideration of the relevant awards by the 
Fair Work Commission or any other authorised body.  

In a system where government can resource to the award rate as the benchmark for pay, it is 
critically essential that the award rate reflects a fair and competitive remuneration to achieve 
the objective of modern awards. 
 

 

 

Claerwen Little 

National Director 
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1. INTRODUCTION 

1.1 This submission is made on behalf of: 

(a) Aged & Community Services Australia (ACSA); 

(b) Leading Age Services Australia (LASA); and 

(c) Australian Business Industrial (ABI). 

1.2 On 18 December 2020, the Fair Work Commission (the Commission) issued Directions in 

Aged Care Award 2010 (AM2020/99). President Ross made the following directions: 

“1. The Applicants and other union parties to file evidence and submissions by 4pm on 

Thursday 1 April 2021. 

2. Employers and Employer Associations to file evidence and submissions by 4pm on 

Monday 16 August 2021. 

3. The matter will be listed for Mention at 9:30am on Monday 23 August 2021. The 

purpose of the Mention is to discuss witness scheduling and which witnesses will be called 

for cross-examination. 

4. The Applicants and other union parties to file evidence and submissions in reply by 4pm 

on Monday 18 October 2021. 

5. Submissions to be filed in both Word and PDF formats to amod@fwc.gov.au. 

6. The parties are granted liberty to apply to vary the above directions.” 

1.3 On 1 April 2021, United Workers' Union (UWU), Australian Nursing and Midwifery 

Federation (ANMF) and Health Services Union (HSU) filed evidence and submissions.  

1.4 On 1 July 2021, the Commission issued a Statement and Directions in Aged Care Award 

2010 [2021] FWCFB 3726 (AM2020/99; AM2021/63 and AM2021/65) (the Directions), 

which set aside the 18 December 2020 directions. 

1.5 The Commission directed: 

“1. AM2020/99, AM2021/63 and AM2021/65 will be dealt with jointly by one Full Bench and 

any evidence given in the matters will be admissible in relation to all of them. 
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2. The directions dated 18 December 2020 in relation to application in AM2020/99 are set 

aside. 

3. The Australian Government is to confer with the Applicants in relation to the requests for 

information and data in Schedule 1. 

4. The Australian Government is to file its response to the request for information and data, 

specifying what information and data it can provide and by when, by 4pm on 16 July 2021. 

5. The Australian Government is to file the information and data then available by 23 July 

2021, and any additional information and data as soon as it is available. 

6. The Applicants will file any agreed position involving union parties, employers, employer 

associations and/or the Australian Government in relation to the matters by 4pm on Friday 

20 August 2021. 

7. The Applicants and other union parties will file evidence and submissions by 4pm on 

Friday 8 October 2021. This includes any updated submission or evidence already filed in 

matter AM2020/99 in accordance with the directions dated 18 December 2020. 

8. Employers and employer organisations will file evidence and submissions by 4pm on 

Friday 18 February 2022. 

… 

16. The parties are granted liberty to apply to vary the above directions.” 

1.6 The Directions have since be varied on two occasions following applications made by the 

ANMF.1  

1.7 On 4 January 2022, an extension was granted to ACSA, LASA and ABI for the filing of 

evidence and submissions, namely: 

“8. Employers and employer organisations will file evidence and submissions by 4pm on 

Friday 4 March 2022. 

1 Aged Care Award 2010 [2021] FWCFB 4667 at [4]; Amended Directions published 18 November 2021.  
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9. The Applicants and other union parties will file evidence and submissions in reply by 4pm 

on Thursday 21 April 2022.” 

1.8 Pursuant to the amended Directions, ACSA, LASA and ABI filed the following evidence: 

(a) Statement of Kim Bradshaw, General Manager at Warrigal, dated 4 March 2022; 

(b) Statement of Johannes Brockhaus, Chief Executive Officer at Buckland Aged Care 

Services, dated 3 March 2022; 

(c) Statement of Emma Brown, Special Care Project Manager at Warrigal, dated 2 

March 2022; 

(d) Statement of Sue Cudmore, Chief Operating Officer - Recruitment Solutions Group 

Australia, dated 4 March 2022;  

(e) Statement of Paul Sadler, Chief Executive Officer at ACSA, dated 1 March 2022; 

(f) Statement of Mark Sewell, Chief Executive Officer at Warrigal, dated 3 March 2022; 

(g) Statement of Craig Smith, Executive Leader Service Integrated Communities at 

Warrigal, dated 2 March 2022; 

(h) Statement of Anna-Maria Wade, National Manager - Employee Relations and State 

Manager - NSW and ACT at ACSA, dated 4 March 2022; and 

(i) Statement of Cheyne Woolsey, Chief Human Resources Officer at KinCare, dated 

4 March 2022. 

1.9 For the assistance of the Commission, to the extent we have made reference to various 

reports and related documents, we have collated that material into a reference bundle.2  

  

2 Reference Material for Submissions dated 4 March 2022, filed 4 March 2022 (Reference Bundle). 
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2. OVERVIEW: THE APPLICATIONS  

2.1 The applications brought by the HSU and ANMF seek the variation of the following awards: 

(a) Aged Care Award 2010 (Aged Care Award);3 

(b) Nurses Award 2010 (Nurses Award);4 and 

(c) Social, Community, Home Care and Disability Services Industry Award 2010 

(SCHADS Award),5 

(collectively, the awards). 

Applications by the HSU  

2.2 On 17 November 2020, an amended application was filed by the HSU6 to vary the Aged 

Care Award in relation to: 

(a) Clause 14.1 Minimum wages – Aged Care Employee, and 

(b) Schedule B – Classification definitions, 

(the HSU Aged Care Application). 

2.3 By that application the HSU seeks an increase to wages of 25% for all classification levels 

in the Aged Care Award to rectify the purported undervaluation of employees covered by 

the Aged Care Award.  

2.4 By reference to the Aged Care Award and current minimum wage rates,7 that increase 

appears below: 

3 See Aged Care Award 2010 (AM2020/99) (filed 17 November 2020) and Aged Care Award 2010 and 

Nurses Award 2010 (AM2021/63) (filed 21 May 2021). 

4 See Aged Care Award 2010 and Nurses Award 2010 (AM2021/63) (filed 18 May 2021). 

5 See Social, Community, Home Care and Disability Services Industry Award 2010 (AM2021/65) (filed 1 

June 2021). 

6 Together with HSU members Virginia Ellis, Mark Castieau, Sanu Ghimire and Paul Jones (the HSU 

members). 

7 See Annual Wage Review 2020–21 [2021] FWCFB 3500. 
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 Current Rate Current Rate  

+ 25% 

Classification Per Week 

$ 

Per Week 

$ 

Aged Care employee - level 1 821.40 1026.75 

Aged Care employee - level 2 855.50 1069.38 

Aged Care employee - level 3 889.00 1111.25 

Aged Care employee - level 4 899.50 1124.38 

Aged Care employee - level 5 930.00 1162.50 

Aged Care employee - level 6 980.10 1225.13 

Aged Care employee - level 7 997.70 1247.13 

 

2.5 In support of that increase, the HSU submit that the rates in the Aged Care Award were not 

subject to any work value assessment at the time of the making of the award and the precise 

origin of the rates remain unclear.8  

2.6 The variation to Schedule B is “to provide for an additional pay level for personal care 

workers who have undertaken specialised training in a specific areas of care and use those 

skills”.9  

2.7 On 1 June 2021, a further application was filed by the HSU to vary the minimum wage rates 

in the SCHADS Award (the HSU SCHADS Application). By the HSU SCHADS 

Application, the HSU seek to insert a new definition into the award: 

8 HSU Aged Care Application, Annexure B, page 1.  

9 HSU Aged Care Application, Annexure B, page 9 at paragraph 4.  
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“Home aged care employee means a home care employee providing personal 

care, domestic assistance or home maintenance to an aged person in a private 

residence”10 

2.8 The SCHADS Award currently only recognises the following classifications: 

(a) social and community services employee level 1-8; 

(b) family day care employee level 1-5; and 

(c) home care employee level 1-5. 

2.9 The proposed minimum weekly wages for “home aged care employees” is as follows:11 

Proposed Classification Per Week 

$ 

Home aged care employee Level 1  

Pay point 1 1014.13 

Home aged care employee Level 2  

Pay point 1 1074.88 

Pay point 2 1082.25 

Home aged care employee Level 3  

Pay point 1 (Cert III) 1097.00 

Pay point 2 1130.75 

Home aged care employee Level 4  

Pay point 1 (Cert IV) 1196.88 

Pay point 2 1220.75 

Home aged care employee Level 5  

Pay point 1 (Degree or Diploma) 1283.13 

10 HSU SCHADS Application, page 3, para 2.2. 

11 HSU SCHADS Application, page 3, para 2.2. 
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Proposed Classification Per Week 

$ 

Pay point 2 1333.75 

 

2.10 The increase in wages sought is 25% for all employees providing aged care in home 

settings covered by the SCHADS Award.12 That application does not otherwise seek to 

agitate or vary minimum rates with respect to home care employees.  

2.11 In support of this specific variation, the HSU submit that the minimum wage rates in the 

SCHADS Award pertaining to home aged care employees were not evaluated during the 

award modernisation process. No consideration of the minimum wages (other than by 

annual minimum wage adjustments) or the work value of the work performed by home aged 

care employees covered by the SCHADS Award has been conducted since that Award 

commenced to operate in 2010.13  

Application by ANMF 

2.12 On 18 May 2021, an application was filed by the ANMF to:  

(a) vary the Aged Care Award in relation to: 

(i) Clause 14.1 Minimum wages – Aged Care Employee, and 

(ii) Schedule B – Classification definitions; and 

(b) vary the Nurses Award by inserting a new Schedule F, 

(the ANMF Application). 

  

12 HSU SCHADS Application, Annexure A, paragraphs 2 and 6.  

13 HSU SCHADS Application, Annexure A, paragraph 3.  
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2.13 By the ANMF Application, the ANMF seeks:  

(a) the creation of a new classification structure for “personal care workers” under the 

Aged Care Award, together with an increase to wages of 25% for those 

employees;14 and  

(b) the creation of a new classification structure for employees covered under the 

Nurses Award that are engaged in services for aged persons, together with an 

increase to wages of 25% for those employees.15 

2.14 The new classification structure in the Aged Care Award would require deletion of any 

reference to “personal care” in connection to aged care employees as set out in Schedule 

B. Next, the following new classifications would be inserted: 

Grade 1 - Personal Care Worker (entry up to 6 months) 

Grade 2 - Personal Care Worker (from 6 months) & Recreational/Lifestyle activities officer 

(unqualified) 

Grade 3 - Personal Care Worker (qualified) 

Grade 4 - Senior Personal Care Worker 

Grade 5 - Specialist Personal Care Worker 

2.15 By reference to the Aged Care Award and current minimum wage rates,16 the proposed 

minimum rates for personal care workers with an increase appears below: 

  Current Rate Current Rate  

+ 25% 

Current Classification Proposed Personal Care 

Worker Classification 

Per Week 

$ 

Per Week 

$ 

Aged Care employee - level 1 - 821.40 1026.75 

14 ANMF Application, Annexure 2, paragraph 5.  

15 ANMF Application, Annexure 2, paragraph 5.  

16 See Annual Wage Review 2020–21 [2021] FWCFB 3500. 
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  Current Rate Current Rate  

+ 25% 

Aged Care employee - level 2  Grade 1 855.50 1069.38 

Aged Care employee - level 3  Grade 2 889.00 1111.25 

Aged Care employee - level 4  Grade 3 899.50 1124.38 

Aged Care employee - level 5  Grade 4 930.00 1162.50 

Aged Care employee - level 6 - 980.10 1225.13 

Aged Care employee - level 7  Grade 5 997.70 1247.13 

 

2.16 The strict delineation between the aged care employee performing support services and 

the aged care employee performing personal care is to reflect “the nature of work done by 

PCWs differs qualitatively from the work done by general and administrative services and 

food services workers”.17 By this proposed variation, the ANMF Application differed from 

the HSU Aged Care Application, as only the personal care workers covered by the Aged 

Care Award would receive an increase in pay.  

2.17 The new classification structure within the Nurses Award creates a new category of 

employee within the health industry by reference to “services for aged persons” and/or 

“services for an aged person in a private residence” (the aged care category).18  

2.18 The same employee classifications appear within the aged care category as the current 

award (together with corresponding pay points and grades), namely: 

(a) nursing assistant; 

(b) enrolled nurses (including student enrolled nurse); 

(c) registered nurses (levels 1-5); and 

17 ANMF Application, Annexure 2, paragraph 9. 

18 ANMF Application, Annexure 1.  
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(d) nurse practitioner. 

2.19 By the ANMF application, a 25% wage increase is proposed for all classifications falling 

within the aged care category.19 By reference to the Nurses Award and current minimum 

wage rates, the proposed minimum rates for employees with a 25% increase appears 

below:20 

 Current Rate Current Rate 

+ 25% 

Current Classification Per Week 

$ 

Per Week 

$ 

Nursing assistant   

Entry up to 6 months (current award: “1st year”) 843.40 1054.25 

From 6 months (current award: “2nd year”) 857.20 1071.50 

From 12 months (current award: “3rd year and thereafter”) 871.50 1089.38 

Experienced (Cert III or equivalent) 899.50 1124.38 

Enrolled nurses   

(a) Student enrolled nurses   

Less than 21 years of age 780.70 975.88 

21 years of age and over 821.40 1026.75 

(b) Enrolled nurses   

Pay point 1 916.20 1145.25 

Pay point 2 928.30 1160.38 

19 See ANMF Application, Annexure 2, paragraph 7: “By this application the ANMF do not submit that pay 

increases to non-aged-care classifications under the Nurses Award are not justified or necessary; that is 

simply outside of the scope of the application”.  
20 Nurses Award; see also Determination - 4 yearly review of modern awards—Nurses Award 2010 

(AM2019/17) (dated 29 July 2021); 4 yearly review of modern awards—Nurses Award 2010 [2021] FWCFB 

4504 at [61], citing Annual Wage Review 2020–21 [2021] FWCFB 3500 at [175].  
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 Current Rate Current Rate 

+ 25% 

Pay point 3 940.60 1175.75 

Pay point 4 954.20 1192.75 

Pay point 5 963.80 1204.75 

Registered nurse - level 1   

Pay point 1 980.10 1225.13 

Pay point 2 1000.20 1250.25 

Pay point 3 1024.80 1281 

Pay point 4 1052.00 1315 

Pay point 5 1084.30 1355.38 

Pay point 6 1115.70 1394.63 

Pay point 7 1148.00 1435 

Pay point 8 and thereafter 1177.80 1472.25 

Registered nurse - level 2   

Pay point 1 1209.10 1511.38 

Pay point 2 1228.30 1535.38 

Pay point 3 1249.60 1562 

Pay point 4 and thereafter 1270.10 1587.63 

Registered nurse - level 3   

Pay point 1 1311.00 1638.75 

Pay point 2 1335.10 1668.88 

Pay point 3 1358.10 1697.63 

Pay point 4 and thereafter 1382.50 1728.13 

Registered nurse - level 4   

Grade 1 1496.30 1870.38 
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 Current Rate Current Rate 

+ 25% 

Grade 2 1603.50 2004.38 

Grade 3 1697.00 2121.25 

Registered nurse - level 5   

Grade 1 1509.90 1887.38 

Grade 2 1590.10 1987.63 

Grade 3 1697.00 2121.25 

Grade 4  1802.90 2253.63 

Grade 5 1988.40 2485.50 

Grade 6  2175.60 2719.50 

Nurse practitioner   

1st year 1508.60 1885.60 

2nd year  1553.40 1941.75 

 

2.20 (The Applications by the HSU and ANMF shall be collectively referred to as the 

Applications). 
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3. SUMMARY OF POSITION 

3.1 The aged care sector has been subject to substantial scrutiny including through the Royal 

Commission into Aged Care Quality and Safety (Royal Commission).21 

3.2 The aged care sector in the main acknowledges and accepts the Royal Commission 

findings and recommendations in relation to its workforce, including that workers are not 

competitively paid by comparison to similar roles in other sectors of the economy and for 

other sectors that compete with aged care for labour. This has led to a labour supply 

challenge in the aged care sector.  

3.3 Where such a position develops in an industrial setting in the private sector it is usually 

solved by paying ‘market’ rates and as required recovering this through pricing. Such an 

approach is simply not available for the aged care sector as it is constrained by its reliance 

on government funding to operate however this funding is inadequate to pay for the services 

that aged care employers provide. These employers are not free to simply increase prices 

to consumers in order to be able to increase pay for their employees due to government 

regulation. Aged care employers require additional funding to be able to increase wages for 

their employees. 

3.4 This issue can only be addressed by changes in government policy to provide the funding 

to allow increases in workforce spending including wages. 

3.5 Ultimately, government policy will need to address this issue. However, in these matters the 

Commission is not dealing with the notion of competitive market rates of pay but rather the 

Commission is asked to vary minimum rates of pay in the awards and this requires a 

consideration of “work value reasons”.22  

21 Royal Commission into Aged Care Quality and Safety (Final Report, 2021) (Royal Commission Final 

Report); see Reference Bundle, Tabs 6-7. 

22 Fair Work Act (2009) (Cth), s 157(2) (FW Act). 
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3.6 In doing this the Commission can be well informed by Independent Education Union of 

Australia [2021] FWCFB 2051 (Teachers’ Case) and Pharmacy Industry Award 2010 

[2018] FWCFB 7621 (Pharmacy Case). 

3.7 A number of points should be uncontroversial. 

3.8 The starting point to the Commission’s consideration is whether the minimum rates in the 

awards have been properly set.23 

3.9 This involves a consideration of whether the minimum rates were set with regard to the C10 

framework and with this the Australian Quality Framework (AQF). 

3.10 In tracing the history for this, while some decisions have alluded to the C10 framework, the 

classification structures in the awards were not based on a pre-reform award classification 

structure that was expressly mapped to the C10 framework. There are certain correlations 

to the C10 framework in the awards however it does not appear that the minimum rates in 

the awards were properly set as part of the award modernisation process. It is also the case 

that this exercise has not occurred since 2010. 

3.11 Each of the awards has a classification (or classifications) that can reasonably be used as 

a benchmark classification for the C10 exercise. This does not operate without some 

reservations and also highlights some anomalies that we address in these submissions.  

3.12 Part of this exercise will involve the Commission considering whether the classification 

structures are appropriate for properly setting minimum rates and are based on a foundation 

of competency whether formal or acquired through experience.24  

3.13 The Commission does not review work value reasons from a static datum point as was the 

case before the Fair Work Act 200925 but will likely be informed by some temporal 

consideration and in this regard the parties appear to have focussed on the last two decades 

23 Independent Education Union of Australia [2021] FWCFB 2051 at [560]-587] (Teachers’ Case). 

24 Teachers Case at [653]-[657]. 

25 Pharmacy Industry Award 2010 [2018] FWCFB 7621 at [168] (Pharmacy Case). 
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likely because this aligns with the introduction of the Aged Care Act in 1997 and the first 

round of accreditation emanating from this in 2000. 

3.14 The Commission will need to examine the work being performed and determine whether 

any changes in work are merely evolutionary in nature, reflect changes in the value of work 

or reflect a significant net addition to the work value to justify a change in minimum rates.26 

3.15 The Commission will also need to be satisfied, if this hurdle is reached, that any change to 

minimum rates is consistent with the modern awards objective27 and the minimum wages 

objective.28 

3.16 The starting point for any evaluation of minimum rates to be properly set should be the C10 

framework and the AQF and the alignment of key classifications to this.29  

3.17 Whether there is justification to differentiate a minimum rate for a classification from this 

point will likely be a matter of degree depending on the evidence and findings it compels. 

3.18 Against this back drop a number of contentions can be made which will be supported by 

these submissions and the evidence advanced by the ‘employers’ in the case: 

(a) The Aged Care Industry has experienced an increase in regulatory and 

administrative oversight although the burden of this has not in itself changed the 

work undertaken by most employees. The primary focus of this has been 

management positions and the secondary focus has been Registered Nurses (RN). 

(b) In this regard the work of RNs in aged care has changed in that they have more 

administrative tasks and with this more administrative responsibility along with their 

26 Pharmacy Case at [163]-[165]. 

27 FW Act, s 157 (2) refers s 134. 

28 FW Act, s 157 (2) refers s 284. 

29 Teachers Case at [560] to [587] and see Child Care Industry (Australian Capital Territory) Award 1998 

(PR954938) [2005] AIRC 28 (ACT Child Care decision). 
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hands-on clinical tasks. In part this is a substitution of work focus but it also has 

introduced a different and additional responsibility. 

(c) This has had a flow-on effect to care workers who increasingly operate under 

general supervision (within operating routines) rather than direct supervision 

occasioned while working alongside an RN. This has been reflected in the change 

to the workforce composition. Since 2003, there has been a decrease in the number 

of nurses, both RNs and Enrolled Nurses (ENs), as a proportion of the total 

workforce employed in aged care.30 There has been an increase in the proportion 

of care workers (i.e. personal care workers and Assistants in Nursing (AINs)) in the 

workforce. 

(d) The Aged Care Industry has experienced three general shifts in regards to how older 

Australians are utilising aged care services. Firstly, as governments have funded 

‘home care’ the elderly are choosing to reside for longer in their home setting. 

Secondly, and because of this, persons entering aged care are on the whole more 

likely to be older and have comorbidity and/or dementia and also likely to stay in 

aged care for a shorter duration. Thirdly, there has been an increase in care for 

people who are palliative. 

(e) This has had implications for the work undertaken in aged care although these 

implications are not uniformly felt across the workforce in all classifications. 

(f) The qualifications required to perform work have not changed except that there is 

an increased preference for care workers to obtain a Certificate III (noting that some 

AINs require a Cert III). This is done to ensure that the standard of care provided 

30 The 2016 Aged Care Workforce census and survey report undertaken by the National Institute of Labour 

Studies (NILS) research team shows in 2003 RNs were 21.4% of the direct care workforce; this decreased 

to 16.8% in 2007, and to 14.7% in 2012, and that it increased to 14.9% in 2016. The latest census and 

survey, the 2020 Aged Care Workforce Census Report, indicates nurses 23% of direct care workers and 

personal care workers compromise of 70%. 
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continues to meet the expectations of the employer, clients, residents and their 

families and caregivers.  

(g) Where employees are working directly with clients or residents with higher care 

needs they experience an intensity of work occasioned from the shift in demographic 

profile. This has largely impacted care workers.  

(h) There has been a philosophical shift in care to being “client centric”. Many aged care 

operators adopted such an approach previously however a level of adaptability is 

now evident with clients empowered to determine personal preferences and 

activities. This involves a need for greater flexibility in rostering of staff and also an 

ability for employees involved in hands-on direct care to be responsive and adaptive 

but still work within their operating routine. 

(i) Along with this has been an increase in engagement with family and next of kin. It 

has changed the focus of general managers and those involved in the administration 

of aged care (such as a RN) and involves the evolution of work for most employees 

in ensuring sociability with family and visitors. 

(j) There is now an increased emphasis on diet and nutrition for the aged and this has 

involved head chefs and head cooks becoming more aware of and proactive in 

relation to the dining experience, nutrition and the varied dietary needs of residents.  

(k) All aged care providers provide in-house training. This has developed progressively. 

Providers generally require staff to undertake formal and informal training on such 

areas as diabetes management, oral health and dementia.  

(l) Care workers who are new entrants to the industry and have a Certificate III but 

minimal experience are materially less competent than such an employee who has 

three years’ experience which allows for the real acquisition of applied competence. 

Experienced care workers are highly valued for their ability to apply their skills and 
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experience accumulated over a number of years. They have also benefitted from 

the formal and informal training provided over time to them by their employers. 

(m) Technology in terms of mechanical aids has made the work of those involved in 

direct hands-on care less physically demanding.  

(n) The work environment within residential aged care is less ‘institutional’ and more 

purpose built reflecting the residential or ‘hotel’ setting which makes it easier and 

more comfortable to work in. 

(o) The work environment for home care has changed little or improved with the 

adoption of technology in the home setting.  

3.19 While many of the changes in work in aged care are evolutionary, or positive (environment, 

technology) or reflect doing more of one thing and less of another, it is contended that, on 

balance (this “balance” is discussed in detail is section 14) the work undertaken by the 

following classes of employee in residential aged care has significantly changed over the 

past two decades: 

(a) Registered Nurses; 

(b) (Cert III) Care Workers; and 

(c) Head Chefs and Head Cooks. 

3.20 Clearly, proper alignment to the C10 framework could for some classifications justify a 

change to minimum rates. 

3.21 Whether any marginal departure from properly setting the minimum rates against the C10 

framework and the AQF is supported will only emerge after the evidence is taken. 

3.22 Such a consideration will always present challenges as the C10 schema is inherently 

situated in an industrial sector context not a health sector context with the Manufacturing 

and Associated Industries and Occupations Award 2020 (Manufacturing Award) (where 
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the C10 framework now resides) covering a vast scale and breadth of enterprises and 

industries. 
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4. THE RELEVANT PROVISIONS OF THE FAIR WORK ACT  

4.1 The Applications before the Commission each seek a determination varying modern award 

minimum wages, together with related classification variations.  

4.2 The Commission is empowered with discretion to make such determinations, subject to the 

criteria set out in s 157 of the FW Act.31 

4.3 Section 157, relevantly, provides: 

“157 FWC may vary etc. modern awards if necessary to achieve modern awards 

objective 

(1) The FWC may: 

(a) make a determination varying a modern award, otherwise than to vary 

modern award minimum wages or to vary a default fund term of the award; or 

(b) make a modern award; or 

(c) make a determination revoking a modern award; 

if the FWC is satisfied that making the determination or modern award is necessary 

to achieve the modern awards objective. 

Note 1:  Generally, the FWC must be constituted by a Full Bench to make,   

 vary or revoke a modern award. However, the President may direct   

 a single FWC Member to make a variation (see section 616). 

Note 2:  Special criteria apply to changing coverage of modern awards or    

 revoking modern awards (see sections 163 and 164). 

Note 3:   If the FWC is setting modern award minimum wages, the minimum  

  wages objective also applies (see section 284). 

(2) The FWC may make a determination varying modern award minimum wages if the 

FWC is satisfied that: 

31 FW Act, s 157.  
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(a) the variation of modern award minimum wages is justified by work value 

reasons; and 

(b) making the determination outside the system of annual wage reviews is 

necessary to achieve the modern awards objective. 

Note:   As the FWC is varying modern award minimum wages, the   

  minimum wages objective also applies (see section 284). 

…”  

(Emphasis added) 

4.4 In considering whether to vary the award minimum wages, the Commission must, per  

s 157(2), be satisfied that: 

(a) the variation is justified by “work value reasons”; and  

(b) it is necessary to make the variation outside the system of annual wage reviews to 

achieve the modern awards objective. 

4.5 The definition of “work value reasons” appears at s 157(2A) of the FW Act. That provision 

is:  

“(2A) Work value reasons are reasons justifying the amount that employees should be paid 

for doing a particular kind of work, being reasons related to any of the following: 

(a) the nature of the work; 

(b) the level of skill or responsibility involved in doing the work; 

(c) the conditions under which the work is done.” 

4.6 As to the proposed variations the Commission must, per s 157(1), be satisfied that making 

the determination or modern award is necessary to achieve the modern awards objective.  

4.7 In both cases, consideration must also be paid to the “minimum wages objective”.  
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(A)  The variation of modern award minimum wages is justified by work value reasons 

4.8 The phase “justified by work value reasons” was considered in the Pharmacy Case in the 

context of s 156 (which contains equivalent wording to s 157(2)(a) and (2A)).  

4.9 The following principles apply to the construction of s 157(2): 

(a) First, the terms of the provision establish a jurisdictional perquisite for the exercise 

of power to vary minimum wages in a modern award is the Commission being 

satisfied that the variation is “justified by work value reasons”: see s 157(2)(a).32 

(b) Second, “because the jurisdictional prerequisite is expressed in terms of the 

Commission’s ‘satisfaction’ concerning whether a variation is ‘justified’ by the 

prescribed type of reasons - a requirement which involves an element of subjectivity 

and about which reasonable minds may differ - it requires the formation of a broad 

evaluative judgment involving the exercise of a discretion”.33 

(c) Third, the definition of “work value reasons” in s 157(2A) (which is in equivalent 

terms to s 156(4)), requires only that the reasons justifying the amount to be paid 

for a particular kind of work be “related to any of the following” matters set out in 

paragraphs (a)-(c): 

(i) The expression “related to” is one of broad import that requires a sufficient 

connection or association between two subject matters. The degree of the 

connection required is a matter for judgment depending on the facts of the 

case, but the connection must be relevant and not remote or accidental.34 

(ii) The subject matters between which there must be a sufficient connection 

are, on the one hand, the reasons for the pay rate and, on the other hand, 

32 Pharmacy Case at [163]. 

33 Pharmacy Case at [164]; see e.g. Buck v Bavone (1976) 135 CLR 110 at 118-119 (per Gibbs J). 

34 Pharmacy Case at [165]. 
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any of the three matters identified in paragraphs (a)-(c) – that is, any one or 

more of the three matters.35 

(d) Fourth, “although the three matters identified - the nature of the work, the level of 

skill or responsibility involved in doing the work, and the conditions under which the 

work is done - clearly import the fundamental criteria used to assess work value 

changes under the wage fixing principles which operated from 1975 to 1981 and 

1983 to 2006, the legislature in enacting s 156(4) chose not to import the additional 

requirements contained in those wage-fixing principles”.36 

(e) Fifth, by that provision, the Commission is not restricted by a “datum point 

requirement” or a “the test in the wage-fixing principles that the change in the nature 

of work should constitute such a significant net addition to work requirements as to 

warrant the creation of a new classification”. Its satisfaction is left to the Commission 

“to exercise a broad and relatively unconstrained judgment as to what may 

constitute work value reasons justifying an adjustment to minimum rates of pay 

similar to the position which applied prior to the establishment of wage fixing 

principles in 1975”.37 

(f) Sixth, “it would be open to the Commission to have regard, in the exercise of its 

discretion, to considerations which have been taken into account in previous work 

value cases under differing past statutory regimes”.38 In Pharmacy Case, the 

Commission observed, in that respect: 

“[168] … For example, although as already stated s.156(4) contains no requirement 

for the measurement of work value changes from a fixed datum point, we consider 

it likely that the Commission would usually take into account whether any feature of 

35 Pharmacy Case at [165] 

36 Pharmacy Case at [166]. 

37 Pharmacy Case at [166]-[167]; see also Equal Remuneration Case 2015 [2015] FWCFB 8200; (2015) 

256 IR 362. 

38 Pharmacy Case at [168] 
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the nature of work, the level of skill or responsibility involved in performing the work 

or the conditions under which it is done has previously been taken into account in a 

proper way (that is, in a way which is free of gender bias and any other improper 

considerations) in assessing wages in the relevant modern award or its predecessor 

in order to ensure that there is no “double counting”. Likewise, we consider that the 

considerations referred to in paragraph [190] of the ACT Child Care Decision, which 

we have earlier quoted, may be of relevance in particular cases, as may 

considerations in other authoritative past work value cases.” 

(g) Finally, the Commission must be satisfied that the variation “would be necessary to 

achieve the modern awards objective and the minimum wages objective”: see s 

157(2)(b).39 It has also been observed, in that respect, “where the wage rates in a 

modern award have not previously been the subject of a proper work value 

consideration, there can be no implicit assumption that at the time the award was 

made its wage rates were consistent with the modern awards objective”.40 

4.10 The Full Bench have also observed that “gender-related reasons” can constitute relevant 

considerations for the purposes of s 157(2).41 For example, if relevant, the Commission 

may consider “any gender issue which has historically caused any female-dominated 

occupation or industry currently regulated by a modern award to be undervalued”. 42 

4.11 The Full Bench in the ACT Child Care decision gave consideration to a claim, advanced 

under the “Work Value Changes principle”, for increases to the wages of child care workers. 

The Full Bench referred to the matters taken into account in assessing changes in work 

value by Senior Commissioner Taylor in the 1968 Vehicle Industry Award decision and then 

39 Pharmacy Case at [169]. 

40 Pharmacy Case at [169], citing 4 yearly review of modern awards - Real Estate Industry Award 2010 

[2017] FWCFB 3543 at [80] 

41 Equal Remuneration Decision 2015 [2015] FWCFB 8200 at [292]. 

42 Equal Remuneration Decision 2015 [2015] FWCFB 8200 at [292]. 
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set out a number of propositions derived from cases decided under the Work Value 

Changes principle. The following principles were reinforced: 

(a) The evolvement of methods and/or modifications over time is not “genuine work 

value change”. It is in the nature of things that new methods of doing the same thing 

evolve with time, and that skills which qualify a person for a particular category of 

work may become fully tested, or in some cases the work may thereby be made 

easier.43 

(b) The following factors are relevant to the assessment of “significant net addition to 

work requirements”: 44  

• Rapidly changing technology, dramatic or unanticipated changes which result 

in a need for new skills and/or increased responsibility may justify a wage increase 

on work value grounds. But progressive or evolutionary change is insufficient. 

• An increase in the skills, knowledge or other expertise required to adequately 

under take the duties concerned demonstrates an increase in work value. 

• The mere introduction of a statutory requirement to hold a certificate of 

competency does not of itself constitute a significant net addition to work 

requirements. It must be demonstrated that there has been some change in the work 

itself or in the skills and/or responsibility required. However, where additional training 

is required to become certified and hence to fulfil a statutory requirement a wage 

increase may be warranted. 

• A requirement to exercise care and caution is, of itself, insufficient to warrant a 

work value increase. But an increase in the level of responsibility required to be 

exercised may warrant a wage increase on work value grounds. Such a 

change may be demonstrated by a requirement to work with less supervision. 

43 ACT Child Care decision at [189]. 

44 ACT Child Care decision at [190], citing Vehicle Industry Award 1953 (1968) 124 CAR 295 at 308. 

2004



• The requirement to exercise a quality control function may constitute a significant 

net addition to work requirements when associated with increased accountability. 

• The fact that the emphasis on some aspects of the work has changed does 

not in itself constitute a significant net addition to work requirements. 

• The introduction of a new training program or the necessity to undertake additional 

training is illustrative of the increased level of skill required due to the change in the 

nature of the work. But keeping abreast of changes and developments in any trade 

or profession is part of the requirements of that trade or profession and generally 

only some basic changes in the educational requirements can be regarded, of itself, 

as constituting a change in work value. 

• Increased workload generally goes to the issue of manning levels not work 

value. But, where an increase in workload leads to increased pressure on 

skills and the speed with which vital decisions must be made then it may be a 

relevant consideration. 

(Emphasis added). 

(c) Such an assessment should normally be based on the previous work requirements, 

the wage previously fixed for the work, and the nature and extent of the change in 

work. However, “it is open to the arbitrator to make comparisons with other wages and work 

requirements within the award, and in other awards, provided such comparisons are fair, 

proper and reasonable in all the circumstances. In particular, regard may be had to the wage 

increases ascribed to comparable changes in work value in other areas. Care must be taken 

in relation to making a comparison with a provision found in a consent award”.45  

4.12 The decision in Teachers Case is instructive as to the approach to be taken with respect to 

applications to vary an award based on work value reasons. In summary, the following 

approach was taken: 

45 ACT Child Care decision at [191]. 
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(a) First, the Full Bench considered whether the minimum rates had been properly set. 

The Full Bench followed the principles set out in ACT Child Care decision and had 

regard to the C10 framework.46  

(b) Second, prior to addressing arguments as to the minimum rates, the Full Bench 

considered the classification structure. The following questions were considered: do 

the classifications align with the C10 framework and if there are pay points and/or 

increments between classification levels, are they based on competency and/or 

work value considerations - or set based upon years of service. That latter was 

described as “anachronistic”.47 

(c) Third, returning to the minimum rates and consider proposed adjustments, the Full 

Bench undertook an extensive evaluation of the evidence and considered whether 

work value reasons existed that would justify an increase in wages.48 

(d) Fourth, in doing this the Full Bench gave primacy to fixing a benchmark classification 

(Proficient Teacher) to the C10 framework and then resetting internal relativities in 

the new classification structure.49  

4.13 The recent decision in the Pharmacy Case is also instructive. In summary, the Full Bench 

made the following conclusions:50 

(a) The APESMA had demonstrated that there was an increase in work value 

associated with the introduction of Home Medicine Reviews and Residential 

Medication Management Reviews that justified a “discrete adjustment” to award 

remuneration by means of the introduction of a new allowance.  

46 See Teachers Case at [560]-[563] and [653]. 

47 Teachers Case at [647] and [653]. 

48 Teachers Case at [646]-[651]. 

49 Teachers Case at [654]. 

50 4 Yearly Review Of Modern Awards--Pharmacy Industry Award [2019] FWCFB 3949 (13 June 2019), 

citing Pharmacy Case. 
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(b) There had been an increase in the work value of pharmacists since 1998 in respect 

of the introduction of inoculations, the provisions of emergency contraception, the 

downscaling of medicines to pharmacy-only status, and a general increase in the 

level of responsibility and accountability.  

(c) There was a lack of alignment in pay rates and relativities as between pharmacists 

(who require a four-year undergraduate degree) under the Pharmacy Award and 

those for classifications requiring equivalent qualifications under the Manufacturing 

and Associated Industries and Occupations Award 2010, as well as a lack of a 

consistent relationship with the AQF.51 

4.14 The Full Bench considered further submissions with respect to each conclusion. The Full 

Bench’s decision as to the appropriate increases concerning the first and second conclusion 

appear in 4 Yearly Review Of Modern Awards--Pharmacy Industry Award [2019] FWCFB 

3949.52 The third conclusion was addressed separately.53  

4.15 The history as to the Commission’s approach to work value is set out in detail in Pharmacy 

Case at [122]-[162]. To the extent that history may be relevant we adopt it.  

4.16 Based upon that history, the following factors may be accepted as informing the 

assessment of work value reasons set out in the FW Act, in particular whether there has 

been “significant net addition to work requirements”: 

(a) rapidly changing technology, dramatic or unanticipated changes which result in a 

need for new skills and/or increased responsibility; 

(b) an increase in the skills, knowledge or other expertise required to adequately under 

take the duties concerned; 

51 See Section 157 proceeding [2019] FWC 5934 (27 August 2019). 

52 4 Yearly Review Of Modern Awards--Pharmacy Industry Award [2019] FWCFB 3949 (13 June 2019). 

53 See Section 157 proceeding [2019] FWC 5934 (27 August 2019). 
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(c) additional training is required to become certified and hence to fulfil a statutory 

requirement; 

(d) an increase in the level of responsibility required to be exercised (for example, a 

requirement to work with less supervision); 

(e) an increase in workload leads to increased pressure on skills and the speed with 

which vital decisions must be made; 

(f) requirement to exercise a quality control function, when associated with increased 

accountability; and 

(g) a change in conditions, concerning the work environment. 

4.17 The foregoing summary of principles also demonstrates that the mere presence of change 

is not enough to establish work value changes. In particular, it was noted that the following 

factors generally do not support a finding of work value change: 

(a) the evolvement of methods and/or modifications over time is not “genuine work 

value change”;  

(b) mere introduction of a statutory requirement to hold a certificate of competency does 

not of itself constitute a significant net addition to work requirements; 

(c) a requirement to exercise care and caution is, of itself, insufficient to warrant a work 

value increase;  

(d) the fact that the emphasis on some aspects of the work has changed does not in 

itself constitute a significant net addition to work requirements; and 

(e) increased workload generally goes to the issue of manning levels not work value. 
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(B)  Making the determination outside the system of annual wage reviews is necessary 

 to achieve the modern awards objective 

4.18 If satisfied that a particular variation is justified by work value reasons, the Commission is 

to turn to the question of whether making the determination outside the system of annual 

wage reviews is necessary to achieve the modern awards objective (s 157(2)(b)).  

4.19 To be “necessary” is to form a view that the determination “must be done”, as opposed the 

outcome being merely desirable.54 And what is necessary in a particular case is a value 

judgment taking into account the s 134 considerations, to the extent that they are relevant 

having regard to the submissions and evidence directed to those considerations. 

4.20 Section 134(1) contains the modern awards objective. It provides: 

“What is the modern awards objective? 

(1) The FWC must ensure that modern awards, together with the National Employment 

Standards, provide a fair and relevant minimum safety net of terms and conditions, taking 

into account: 

(a) relative living standards and the needs of the low paid; and 

(b) the need to encourage collective bargaining; and 

(c) the need to promote social inclusion through increased workforce participation; 

and 

(d) the need to promote flexible modern work practices and the efficient and 

productive performance of work; and 

(da) the need to provide additional remuneration for: 

(i) employees working overtime; or 

(ii) employees working unsocial, irregular or unpredictable hours; or 

54 Shop, Distributive and Allied Employees Association v National Retail Association (No 2) (2012) 205 

FCR 227; [2012] FCA 480 at [46] (Tracey J). 
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(iii) employees working on weekends or public holidays; or 

(iv) employees working shifts; and 

(e) the principle of equal remuneration for work of equal or comparable value; and 

(f) the likely impact of any exercise of modern award powers on business, including 

on productivity, employment costs and the regulatory burden; and 

(g) the need to ensure a simple, easy to understand, stable and sustainable modern 

award system for Australia that avoids unnecessary overlap of modern awards; and 

(h) the likely impact of any exercise of modern award powers on employment growth, 

inflation and the sustainability, performance and competitiveness of the national 

economy. 

This is the modern awards objective.” 

4.21 The principles informing that assessment were recently summarised in Pharmacy Case as 

follows: 

“• the modern awards objective is very broadly expressed, and is a composite 

expression which requires that modern awards, together with the NES, provide “a 

fair and relevant minimum safety net of terms and conditions”, taking into account 

the matters in ss 134(1)(a)–(h); 

 

• fairness in this context is to be assessed from the perspective of the employees 

and employers covered by the modern award in question; 

 

• the obligation to take into account the s 134 considerations means that each of 

these matters, insofar as they are relevant, must be treated as a matter of 

significance in the decision-making process; 
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• no particular primacy is attached to any of the s 134 considerations and not all of 

the matters identified will necessarily be relevant in the context of a particular 

proposal to vary a modern award; 

 

• it is not necessary to make a finding that the award fails to satisfy one or more of 

the s 134 considerations as a prerequisite to the variation of a modern award; 

 

• the s 134 considerations do not set a particular standard against which a modern 

award can be evaluated; many of them may be characterised as broad social 

objectives; 

 

• in giving effect to the modern awards objective the Commission is performing an 

evaluative function taking into account the matters in s 134(1)(a)–(h) and assessing 

the qualities of the safety net by reference to the statutory criteria of fairness and 

relevance; 

 

• what is necessary is for the Commission to review a particular modern award and, 

by reference to the s 134 considerations and any other consideration consistent with 

the purpose of the objective, come to an evaluative judgment about the objective 

and what terms should be included only to the extent necessary to achieve the 

objective of a fair and relevant minimum safety net; 

 

• the matters which may be taken into account are not confined to the s 134 

considerations; 

 

• section 138, in requiring that modern award may include terms that it is permitted 

to include, and must include terms that it is required to include, only to the extent 

necessary to achieve the modern awards objective and (to the extent applicable) 
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the minimum wages objective, emphasises the fact it is the minimum safety net and 

minimum wages objective to which the modern awards are directed;  

 

• what is necessary to achieve the modern awards objective in a particular case is 

a value judgment, taking into account the s 134 considerations to the extent that 

they are relevant having regard to the context, including the circumstances 

pertaining to the particular modern award, the terms of any proposed variation and 

the submissions and evidence”55  

(Footnotes omitted).  

 

4.22 If the classifications in a particular modern award have not previously been the subject of 

“a proper work value consideration”, there can be no implicit assumption that the minimum 

wages as they presently exist are consistent with the modern awards objective.56 

(C) As the FWC is varying modern award minimum wages, the minimum wages objective 

 also applies. 

4.23 The minimum wages objective applies to the Commission’s powers in relation to varying 

modern award wages.57 The “minimum wages objective” is defined at s 284. That provision 

provides: 

“What is the minimum wages objective? 

(1) The FWC must establish and maintain a safety net of fair minimum wages, taking into 

account: 

(a) the performance and competitiveness of the national economy, including 

productivity, business competitiveness and viability, inflation and employment 

growth; and 

55 Pharmacy Case at [126], citing Alpine Resorts Award 2010 [2018] FWCFB 4984 at [52]; see also 

Teachers Case at [220]. 

56 Pharmacy Case at [169]. 

57 FW Act, s 284(2).  
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(b) promoting social inclusion through increased workforce participation; and 

(c) relative living standards and the needs of the low paid; and 

(d) the principle of equal remuneration for work of equal or comparable value; and 

(e) providing a comprehensive range of fair minimum wages to junior employees, 

employees to whom training arrangements apply and employees with a disability. 

This is the minimum wages objective.” 

4.24 The statutory tasks in ss 134 and 284 involve an evaluative exercise which is informed by 

the considerations in s 134(1)(a)–(h) and s 284(1)(a)–(e). These statutory considerations 

inform the evaluation of what might constitute “a fair and relevant minimum safety net of 

terms and conditions’ and ‘a safety net of fair minimum wages”.58 

4.25 The meaning of “work of equal or comparable value” was considered in the Equal 

Remuneration Decision 2015:59 

“[280] There was no issue, and we accept, that the expression ‘work of equal or comparable 

value’ refers to equality or comparability in ‘work value’. The established industrial 

conception of that term, as developed in decisions of this Commission’s predecessor 

tribunals as well as by the various State industrial tribunals is the primary source of guidance 

in this regard. Such decisions point to the nature of the work, skill and responsibility 

required and the conditions under which the work is performed as being the principal 

criteria of work value. We consider that those criteria are relevant in determining 

whether the work being compared is of equal or comparable value. However, as noted 

in the principle set down in the 1972 Equal Remuneration Pay Case, work value 

enquiries have been characterised by the exercise of broad judgment. Further, as 

Justice Munro observed in the second HPM case (discussed at [89]–[90] above),: 

58 Annual Wage Review 2019–20 [2020] FWCFB 3500 at [208]; see also Teachers Case at [221]; Equal 

Remuneration Decision 2015 [2015] FWCFB 8200 at [272]. 

59 [2015] FWCFB 8200. 
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‘experience of work value cases suggests that work value equivalence is a relative 

measure, sometimes dependent upon an exercise of judgment. A history of such 

cases would disclose that a number of evaluation techniques have been applied for 

various purposes and with various outcomes from time to time’. 

… 

[282] ‘Equal’ in respect of work value should, as with ‘remuneration’, be given its ordinary 

meaning - that is, the same as or alike. The meaning to be assigned to ‘comparable’ is 

somewhat more difficult. As earlier discussed, ‘comparable’ is an innovation in the FW Act 

and was clearly intended to expand the application of Part 2–7. 

[283] The ‘work of equal or comparable value’ formulation first appeared in Australian 

industrial relations legislation in the context of gender pay equity in the NSW IR Act. The 

purpose of the inclusion of ‘comparable’ in the NSW IR Act was considered in the Pay Equity 

Inquiry – Report to the Minister of Glynn J in 1998 as follows: ‘In my view the inclusion of the 

words ‘comparable value’ serves two purposes in the legislation. The first purpose is to make 

plain that the legislation is directed to the comparison of value and not the identification of 

equivalent job content. Thus the word ‘comparable’ indicates that the Commission is 

required to make assessments of comparisons of ‘value’. Secondly, the word ‘comparable’ 

makes it clear that the assessment may include a comparison of dissimilar work as well as 

similar work. Thus, the reference to ‘comparable’ is not to indicate that a likeness of value 

was required but that by a comparison of the value of work there may be found sufficient 

basis to establish inequality of remuneration.’ 

[284] Although not referenced in the Pay Equity Inquiry - Report to the Minister, the use of 

the word ‘comparable’ as the criterion of the circumstances in which dissimilar work can be 

compared for work value purposes probably originated in the 1928 Metalliferous Miners 

Case, in which the NSW IRC said: ‘It must always be remembered that the rate of pay 

awarded in one industry is not to be accepted as a guide to the rate to be awarded in another 

unless the tribunal is satisfied that the work done in each is fairly comparable’. 

… 
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[286] The references in the extrinsic materials do not support the adoption of a gender based 

undervaluation approach, rather they point to the adoption of comparator based 

methodology. 

[287] The ordinary meaning of ‘comparable’ is ‘capable of being compared’ or ‘worthy of 

comparison’. We consider that, having regard to the extrinsic matters referred to above, the 

inclusion of ‘comparable’ serves the purpose of applying the provisions of Part 2–7 not just 

to the same or similar work that is equal in value, but also to dissimilar work which is 

nonetheless capable of comparison.”60  

(Emphasis added). 

4.26 As to the “cumulative effect” of ss 157, 134 and 284, the Full Bench have observed that in 

order to grant a work value application in whole or in part, the Commission need to: 

“(1) be satisfied that the variation to minimum wages prescribed in the EST Award 

is justified by work value reasons; 

(2) be satisfied that the variation is necessary to achieve the modern awards 

objective; 

(3) be satisfied that the variation is necessary to meet the minimum wages objective; 

and 

(4) take into account the rate of the national minimum wage as currently set in a 

national minimum wage order.”61 

Conclusion  

4.27 Given that the notion of a datum point and the progressively updating of work value is no 

longer a statutory consideration and given that the notion of stability is invested in s 134(g) 

of the FW Act the Commission should be primarily guided by the C10 framework in properly 

setting minimum wages in modern awards.  

60 Equal Remuneration Decision 2015 at [280]-[287]. 

61 Teachers Case at [217]. 
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5. THE AGED CARE SECTOR: INTRODUCTION  

Introduction 

5.1 In summary, this next section of the submissions will address the following aspects of the 

aged care sector: 

(a) the definition of “aged care”, “care needs” and “aged persons”; 

(b) identify the relevant employees and industries in the aged care sector; 

(c) the regulatory framework of the aged care sector; 

(d) funding in the aged care sector; 

(e) explain the aged care services provided;  

(f) aged care consumer statistics; and 

(g) the work performed by employees in the aged care sector. 
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6. THE AGED CARE SECTOR: DEFINITIONS  

Aged Care 

6.1 “Aged care” is a specific type of residential, home or flexible care.62 The “care” refers to 

services and/or accommodation that is provided to an aged person whose physical, mental 

or social functioning is affected to such a degree that the person cannot maintain 

themselves independently.63 The care may be provided in the person’s own home, 

supported and assisted residential facilities or in residential aged care facilities.  

6.2 The care that is provided ranges from low-level support to more intensive services. Aged 

care includes: 

(a) assistance with everyday living activities, such as cleaning, laundry, shopping, 

meals and social participation; 

(b) equipment and home modifications, such as handrails; 

(c) personal care, such as help getting dressed, eating and going to the toilet; 

(d) health care, including nursing and allied health care; and 

(e) accommodation.64 

Care Needs 

6.3 Care needs exist across a range of different domains that are assessed using a range of 

different tools for different purposes. Care needs for funding eligibility purposes are 

assessed using the National Screening and Assessment Form (NSAF). The NSAF 

assesses needs across social, physical, medical and psychological domains. The NSAF 

may be used to conduct a home support assessment that will qualify people for small 

amounts of entry level support at home through the Commonwealth Home Support 

62 Aged Care Act 1997 (Cth), Sch 1.  

63 Aged Care Act 1997 (Cth), Sch 1. 

64 Royal Commission Final Report, Volume 2, page 6; Reference Bundle, Tab 7, page 1058. 
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Programme (CHSP) or comprehensive assessment that qualifies people for more intensive 

support through other aged care programs, mainly the Home Care Packages Program or 

residential aged care.  

6.4 Upon entry into residential aged care, people are further classified to determine funding 

levels and care needs. Currently this classification occurs through the Aged Care Funding 

Instrument (ACFI), which assigns people to nil, low, medium or high needs across the 

domains of Activities of Daily Living, Behaviour and Complex Healthcare.65 

6.5 Examples of complex health care procedures include:66 

(a) complex pain management and practice undertaken by an allied health professional 

or RN; 

(b) complex skin integrity management for residents with compromised skin integrity 

who are usually confined to bed and/ or chair or cannot self-ambulate; 

(c) management of special feeding undertaken by a RN, on a one-to-one basis, for 

people with severe dysphagia; 

(d) management of chronic wounds, including varicose and pressure ulcers, and 

diabetic foot ulcers; 

(e) management of ongoing administration of intravenous fluids, hypodermoclysis, 

syringe drivers and dialysis; 

(f) palliative care program involving ‘End of Life’ care where ongoing care will involve 

very intensive clinical nursing and/or complex pain management in the residential 

care setting; and 

65 See Department of Health, “Aged Care Funding Instrument (ACFI): Answer Appraisal Pack”; Reference 

Bundle, Tab 17, 
66 Department of Health, “Aged Care Funding Instrument (ACFI): Answer Appraisal Pack”, ACFI 12 

Complex Health Care, pages 16-18; Reference Bundle, Tab 17, pages 1513-1515.  

2018



(g) technical equipment for continuous monitoring of vital signs including Continuous 

Positive Airway Pressure (CPAP).  

6.6 In October 2022, the government has announced that ACFI will be replaced with a new 

assessment tool called the Australian National Aged Care Classification (AN-ACC). Where 

ACFI assess the care a person needs, AN-ACC is designed to assess a person’s level of 

function for the purposes of assigning a level of funding. Providers are then responsible for 

assessing care needs and developing care plans. This change in assessment tool does not 

change the basic nature of person’s care needs. 

Aged Person  

6.7 The Applications refer to “aged person” and/or “elderly” as being the consumer, patient 

and/or client receiving aged care. Neither are the subject of definition in award or legislation. 

Given that fact, the following may be noted:  

(a) a person becomes eligible for the Age Pension between 66-67 years of age;67 

(b) a person becomes eligible for assessment for aged care (see below) at 65 years of 

age (50 years for Aboriginal or Torres Strait Islander people);68 and 

(c) a person becomes eligible for a NSW Seniors Card at 60 years of age.69 

  

67 See example, Service NSW, “Getting the Age Pension” (website): <https://www.nsw.gov.au/life-

events/retirement>; Reference Bundle, Tab 25, page 1743. 

68 My Aged Care, “My Aged Care: Am I eligible?” (website): <https://www.myagedcare.gov.au/>; Reference 

Bundle, Tab 23, page 1736.  

69 Service NSW, “Apply for a NSW Seniors Card or NSW Senior Savers Card” (website): 

<https://www.service.nsw.gov.au/transaction/apply-nsw-seniors-card-or-nsw-senior-savers-card>; 

Reference Bundle, Tab 24, page 1740. 
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7. THE AGED CARE SECTOR: RELEVANT EMPLOYEES AND INDUSTRIES IN THE 

AGED CARE SECTOR 

7.1 The Applications before the Commission are concerned with work value of aged care 

employees, nursing employees and home care employees covered under the awards. 

Those employees, collectively, work in the following industries: 

(a) the aged care industry; 

(b) the health industry; and 

(c) home care sector. 

7.2 The Aged Care Award defines the “aged care industry” as “the provision of accommodation 

and care services for aged persons in a hostel, nursing home, aged care independent living 

units, aged care serviced apartments, garden settlement, retirement village or any other 

residential accommodation facility”.70 That industry award covers employers and 

employees working in residential aged care. Employees covered by that award are 

described as “aged care employees” and include:  

(a) employees that provide general and administrative services; 

(b) employees that provide food services; and  

(c) personal care workers. 

7.3 The Nurses Award defines “health industry” as “employers in the business and/or activity 

of providing health and medical services and who employ nurses and persons who directly 

assist nurses in the provision of nursing care and nursing services”.71 That occupational 

award covers nurses and persons who directly assist nurses (collectively, nursing 

employees). As such, its coverage is not limited to the aged care sector.  

70 Aged Care Award, cl 3.1. 

71 Nurses Award, cl 4.2. 
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7.4 The SCHADS Award defines “home care sector” as “the provision of personal care, 

domestic assistance or home maintenance to an aged person or a person with a disability 

in a private residence”. That industry award covers employers and employees in, inter alia, 

the home care sector to the exclusion of any other modern award.72 Employers and home 

care employees may work in the aged care sector but are not covered by the Aged Care 

Award.73  

7.5 The work groups in the aged care sector consist of the following:  

(a) RNs;  

(b) ENs;  

(c) personal care workers / AIN;  

(d) kitchen or cookery;  

(e) laundry;  

(f) maintenance (gardeners, facility maintainers who could hold a trade or similar 

experience);  

(g) allied health; and  

(h) recreational/lifestyle workers.  

7.6 However, the composition of work groups may differ between providers depending on the 

service it is offering. 

  

72 SCHADS Award, cl 4.1 and 4.2. 

73 SCHADS Award, cl 4.2. 
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8. THE AGED CARE SECTOR: THE REGULATORY FRAMEWORK 

Legislative Framework  

8.1 Since 1997, there has been a nationally consistent approach to regulation of the aged care 

sector. The main law covering government-funded aged care is the Aged Care Act 1997 

(Cth) (the Act). It should be noted that aged care services are also provided through 

contractual arrangements outside of the Act. 

8.2 The Act sets out the rules for, inter alia, funding, regulation, standards, quality of care, rights 

of people receiving care and non-compliance of the Act and the quality standards. Several 

principles have also been established that provide further details on the rules created under 

the Act.74  

National Regulator 

8.3 The primary national regulator of aged care services, and the primary point of contact for 

consumers and provides in relation to quality and safety, is the Aged Care Quality and 

Safety Commission (ACQSC). The ACQSC has oversight of the following:  

(a) approval of all residential and home care providers; 

(b) aged care compliance activity; and 

(c) the administration of compulsory reporting of assaults by approved providers.75 

8.4 The powers and responsibilities of the national regulator are set out in the Aged Care 

Quality and Safety Commission Act 2018 (Cth) and Aged Care Quality and Safety 

Commission Rules 2018 (Commission Rules). 

74 See example, Accountability Principles 2014 (Cth), Approval of Care Recipients Principles 2014 (Cth), 

Approved Provider Principles 2014 (Cth), Quality of Care Principles 2014 (Cth), User Rights Principles 

2014 (Cth). 
75 Prior to 1 January 2020, the regulation of the aged sector was divided between the Department of 

Health, Australian Aged Care Quality Agency and the Aged Care Complaints Commissioner. 
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8.5 The Commonwealth Department of Health retains responsibility for some elements of aged 

care regulation, including regulation of funding claims. 

Assessment 

8.6 “My Aged Care” provides an entry point to government-funded aged care services for the 

general public. It is accessible via a website and/or call centre.  

8.7 An assessor from My Aged Care will refer a consumer to one of two assessments: 

(a) a home support assessment by the Regional Assessment Service (RAS) in order to 

access support through the Commonwealth Home Support Programme (CHSP); or 

(b) a comprehensive assessment with an Aged Care Assessment Team (ACAT) in 

order to access residential aged care and home care packages.  

8.8 During the assessment, the assessor will ask for information from the consumer’s doctor 

and/or other healthcare professionals. 

8.9 Following a referral for assessment, a tool used to assess the care needs of people in 

permanent residential aged care and allocate subsidies to residential aged care services is 

the Aged Care Funding Instrument (ACFI). The ACFI focuses on care needs that contribute 

to the costs of care.  

Recent Changes in Regulation 

8.10 This next section identifies and outlines some of the recent changes in regulation within the 

aged care sector, between 2019-2021, including the introduction of the following: 

(a) new Aged Care Quality Standards which emphasises “person-centred care”; 

(b) changes to the Commission Rules; 

(c) mandatory participation in the National Quality Indicator Program; and 

(d) the Serious Incident Response Scheme, together with mandatory reporting. 

8.11 We now address the changes in turn.  
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(a) Aged Care Quality Standards 

8.12 On 1 July 2019, the Aged Care Quality Standard (Quality Standards) took effect.  

8.13 The Quality Standards consist of eight standards with the “consumer dignity and choice” 

standard at the core. The eight Standards are:  

(a) Standard 1—consumer dignity and choice;  

(b) Standard 2—ongoing assessment and planning with consumers; 

(c) Standard 3—personal care and clinical care;  

(d) Standard 4—services and supports for daily living;  

(e) Standard 5—organisation’s service environment;  

(f) Standard 6—feedback and complaints;  

(g) Standard 7—human resources; and  

(h) Standard 8—organisational governance. 

8.14 The Quality Standards apply to all government-funded aged care services and were 

developed by the ACQSC to define what good aged care should look like.76 The primary 

difference between the Quality Standards developed by the ACQSC and the old standards 

is the emphasis upon “person-centred care”.77  

(b) Aged Care Quality and Safety Commission Rules 2018  

8.15 From 1 January 2020, the Commission Rules changed. This resulted in regulatory power 

being transferred to the ACQSC. This also resulted in a change to the regulatory 

arrangements of the following:78 

76 See Quality of Care Principles 2014 (Cth), Sch 2. 

77 See ACQSC, “Person-centred care” (website): <https://www.safetyandquality.gov.au/our-

work/partnering-consumers/person-centred-care>; Reference Bundle, Tab 10, 1348.  

78 ACQSC, “Key changes for providers from 1 January 2020: Aged Care Quality and Safety Commission 

Rules” (Fact Sheet); Reference Bundle, Tab 9, pages 1344.   
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(a) “Approved providers” of residential aged care services, home care services and 

short-term restorative care services. 

(b) “Service providers” of Commonwealth-funded aged care services (this includes 

CHSP and National Aboriginal and Torres Strait Islander Flexible Care Program 

(NATSIFACP) services). 

8.16 In summary, the regulatory changes include:79 

(a) arrangements for reporting about performance assessments are now more 

consistent (which includes an assessment of performance measure against the 

Quality Standards); 

(b) the ACQSC may identify areas for improvement that a provider must make to ensure 

the Quality Standards are complied with, and where necessary, direct the provider 

to revise its plan for continuous improvement; 

(c) changes to Notices of Non-compliance and enforceable sanctions processes; 

(d) risk-based monitoring and management of non-compliance is determined based on 

the nature of non-compliance and the level of risk to consumers; and 

(e) the quality audit process is more closely aligned to the process for site audits and 

review audits. 

(c) National Quality Indicator Program 

8.17 On 1 July 2019, the National Quality Indicator Program (QI Program) became mandatory 

(previously, this was voluntary) for all approved providers of residential care services. The 

program collects quality indicator data from residential aged care services every 3 months. 

79 ACQSC, “Key changes for providers from 1 January 2020: Aged Care Quality and Safety Commission 

Rules” (Fact Sheet); Reference Bundle, Tab 9, pages 1345-1346.    
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The purpose of that data collection is to provide an evidence base that can be used to 

improve the quality of services provided to care recipients.80  

8.18 With that implementation, approved providers of residential care were now required to 

provide information on three quality indicators to the Australian Department of Health. 

These are:  

(a) pressure injuries; 

(b) use of physical restraint; and  

(c) unplanned weight loss. 

8.19 From 1 July 2021, in addition to the above listed indicators, providers were also required to 

collect and report on falls and major injury indicators and medication management 

indicators (collectively, the 5 quality indicators).81 The 5 quality indicators are reported at 

a national and State and Territory level on the Australian Institute of Health and Welfare 

GEN Aged Care Data website.82  

(d) Serious Incident Response Scheme 

8.20 The Serious Incident Response Scheme (SIRS) is a national framework for incident 

management and reporting of serious incidents in residential aged care. It imposes 

obligations on residential aged care providers to manage and report on specific incidents 

and expands the powers of the ACQSC. 

8.21 The SIRS imposed two obligations upon residential aged care providers: 

80 Department of Health, “National Aged Care Mandatory Quality Indicator Program (QI Program)” 

(website): <https://www.health.gov.au/initiatives-and-programs/national-aged-care-mandatory-quality-

indicator-program-qi-program>; Reference Bundle, Tab 21, page 1522.   

81 See also, Accountability Principles 2014 (Cth) and Records Principles 2014 (Cth), which were expanded 

following the Aged Care Legislation Amendment (Quality Indicator Program) Principles 2021 (Cth) taking 

effect on 1 July 2021. 

82 Royal Commission Final Report, Volume 2, page 45. 
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(a) incident management obligations, namely, each provider must have a set of 

protocols, processes and standard operation procedures that staff are trained to 

use; and 

(b) reportable incident obligations for “Priority 1” and “Priority 2” reportable 

incidents.83  

8.22 Reportable incidents are reported to the ACQSC and, where appropriate, the police as well.  

8.23 The SIRS was introduced in two stages. From 1 April 2021, providers were required to have 

an incident management system in place and report on all Priority 1 incidents. From 1 

October 2021, providers were required to report on all Priority 2 incidents as well.84  

8.24 The Aged Care and Other Legislation Amendment (Royal Commission Response No 2) Bill 

2021 (Cth) is currently before the Senate, and if passed would extend the SIRS to the home 

care sector. 

  

83 ACQSC, “Serious Incident Response Scheme” (website): 

<https://www.agedcarequality.gov.au/sirs#what-is-the-serious-incident-response-scheme-sirs-?>; 

Reference Bundle, Tab 11, 1352-1354.   

84 ACQSC, “Serious Incident Response Scheme” (website): 

<https://www.agedcarequality.gov.au/sirs#what-is-the-serious-incident-response-scheme-sirs-?>; 

Reference Bundle, Tab 11, 1355.   
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9. THE AGED CARE SECTOR: FUNDING  

9.1 The Australian Government is the major funder of aged care, with aged care consumers 

contributing to the cost of their care where able to do so. Australian Government 

expenditure for aged care throughout 2020–21 totalled $23.6 billion, an increase of 11.4 

per cent from the previous year. 85 By reference to type of care, that expenditure is broken 

down as follows:86 

(a) Residential Care - $14.1 billion; 

(b) Home Care - $4.2 billion; 

(c) Basic support at home - $3.5 billion; 

(d) Flexible and short-term aged care - $0.7 billion; and 

(e) Other aged care support - $1.1 billion.  

9.2 In 2019-20 the federal government subsidised: 

(a) 1,452 CHSP providers; 

(b) 920 home care providers;  

(c) 845 residential care providers;87 and 

(d) with regards to funding provided to residential aged care facilities, employee 

expenses in 2019-20 were $13,965.1 million and made up 66% of the proportion of 

residential care provider total expenses. 88 

85 Department of Health, 2020-21 Report on the Operation of the Aged Care Act 1997, page 10; Reference 

Bundle, Tab 4, 433.   

86 Department of Health, 2020-21 Report on the Operation of the Aged Care Act 1997, page 11; Reference 

Bundle, Tab 4, page 434.   

87 Aged Care Financing Authority, Ninth Report on the Funding and Financing of the Aged Care Industry 

(July 2021), page 6; Reference Bundle, Tab 1, page 16.   

88 Aged Care Financing Authority, Ninth Report on the Funding and Financing of the Aged Care Industry 

(July 2021), page 73; Reference Bundle, Tab 1, page 83.    
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9.3 In home care, the staffing expenses make up an estimated 65% of provider expenses.89 

Similar data on how funding is allocated is not available for CHSP. 

  

89 Estimate based upon the total wages and salaries - care staff and a proportion of the subcontracted 

customer services data from the Aged Care Financing Authority, Eighth report on the Funding and 

Financing of the Aged Care Sector July 2020, page 48; Reference Bundle, Tab 2, page 228.   
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10. THE AGED CARE SECTOR: AGED CARE SERVICES  

10.1 The two main types of government-funded services are: 

(a) residential aged care services; and 

(b) home based care: 

(i) CHSP; and 

(ii) Home Care Packages (HCP). 

10.2 In 2020–21, approximately 1.5 million people received some form of aged care, with the 

majority receiving home-based care. By reference to category of care, that number breaks 

down as follows: 90 

(a) 825,383 people received home support through the CHSP; 

(b) 212,293 people received care through a HCP; 

(c) 67,775 people received residential respite care, of whom 39,404 (approximately 

58.1 per cent) were later admitted to permanent care; and 

(d) 243,117 people received permanent residential aged care. 

10.3 For completeness, non-government funded services include private home care, supported 

and assisted living complexes or Supported Residential Services / Supported Residential 

Facilities.  

10.4 This next section will set out the structure of each category and expand upon the type of 

“care” provided under each service.  

(a) Residential Aged Care  

10.5 Residential aged care provides support and accommodation for older people who are 

unable to continue living independently in their own homes and who need ongoing help with 

90 Department of Health, 2020-21 Report on the Operation of the Aged Care Act 1997, page 13; Reference 

Bundle, Tab 4, page 436.   
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everyday tasks. It includes accommodation and personal care 24 hours a day, as well as 

access to nursing and general health care services. 

(i) Access and Assessment 

10.6 Historically, persons in residential care were classified as “higher” or “lower” needs 

depending on the level of care required through the (now defunct) Consumer Classification 

Scale. The classification had an impact upon the amount of funding a provider is given to 

support the consumer. 

10.7 Now, consumers are assessed by the ACAT which determines the most appropriate type 

of care for the consumer in the aged care sector, namely, whether the consumer needs 

higher levels of care than can be provided in the home. Residential care is provided on 

either a permanent or a temporary (respite) basis.  

10.8 An ACFI assessment is then undertaken by the provider which then determines the level of 

funding a provider will receive for the consumer. 

10.9 A person who has been assessed as eligible to receive residential aged care may be 

admitted to any residential aged care home of their choice, provided that the aged care 

home has an available place, agrees to admit them, and is able to meet the required care 

needs of that person.91 

(ii) Services and Environment 

Services 

10.10 Under the Quality of Care Principles 2014 (Cth), made under s 96‑1 of the Act, approved 

providers of residential aged care must provide a range of care and services to residents, 

whenever they may need them. The type of care and services provided include:92 

91 Department of Health, 2020-21 Report on the Operation of the Aged Care Act 1997, page 52; Reference 

Bundle, Tab 4, page 475.   

92 Department of Health, 2020-21 Report on the Operation of the Aged Care Act 1997, page 52; Reference 

Bundle, Tab 4, page 475.     
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(a) hotel-like services (for example, bedding, furniture, toiletries, cleaning and meals); 

(b) personal care (for example, showering, dressing and assisting with toileting); 

(c) clinical care (for example, wound management, administering medication and 

nursing services); and 

(d) social care (for example, recreational activities and emotional support). 

10.11 All care and services are required to be delivered in accordance with the resident’s care 

needs and clearly outlined in their resident agreement and care plan.93 

Environment  

10.12 The broad architecture of residential aged care facilities has changed over the last 20 years. 

There has been progressive movement away from institutional ward based (hospital style 

accommodation) and shared facilities towards individual rooms (with ensuites etc). It is now 

more common than not, for residential aged care facilities to have individual rooms. 

(iii) Providers 

10.13 Approved providers of residential aged care can be from a range of sectors, including 

religious, charitable, community, for-profit and government. All providers must be approved 

under the Act and are required to adhere to the Quality Standards when delivering care. 94  

10.14 As at 30 June 2021, there were 2,704 residential aged care services, operated by 830 

approved residential aged care providers.95 

  

93 Department of Health, 2020-21 Report on the Operation of the Aged Care Act 1997, page 52; Reference 

Bundle, Tab 4, page 475.     

94 Department of Health, 2020-21 Report on the Operation of the Aged Care Act 1997, page 52; Reference 

Bundle, Tab 4, page 475.     

95 Department of Health, 2020-21 Report on the Operation of the Aged Care Act 1997, page 52; Reference 

Bundle, Tab 4, page 475.     
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(iv) Average age of Entry; and  

(v) Residential Aged Care Statistics 

10.15 The following statistics relate to residential aged care in 2020-21: 96 

(a) 243,117 people received permanent residential aged care at some time during the 

year, an increase of 1,246 from 2019–20; 

(b) the average age (on entry) was 82.9 years for men, 85 years for women;  

(c) the average completed length of stay was 36 months. 

10.16 On 30 June 2021, there were 183,894 people receiving permanent residential aged care. 

97 The following table breaks that number down by state: 98 

State/territory Permanent residents 

NSW 60,287 

Vic 47,495 

Qld 36,273 

WA 16,334 

SA 16,233 

Tas 4,516 

ACT 2,267 

NT 489 

Australia 183,894 

 

96 Department of Health, 2020-21 Report on the Operation of the Aged Care Act 1997, page 53; Reference 

Bundle, Tab 4, page 53.   

97 Department of Health, 2020-21 Report on the Operation of the Aged Care Act 1997, page 53; Reference 

Bundle, Tab 4, page 53.   

98 Department of Health, 2020-21 Report on the Operation of the Aged Care Act 1997, page 53; Reference 

Bundle, Tab 4, page 53.   
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10.17 Almost all persons living in permanent residential care are assessed as having some care 

needs for activities of daily living and complex health care, and 96% of people had some 

care needs for cognition and behaviour.99 

10.18 Data from the StewartBrown Aged Care Financial Performance Survey Sector Report - 

June 2021 shows that 56% of residential aged care providers across metropolitan, regional, 

and remote locations are operating at a loss.100 

10.19 Since 2003, there has been an increase in the proportion of personal care workers and a 

slight decrease in the proportion of RNs and ENs within the total workforce in residential 

aged care.101 

(b) Home Care  

10.20 Home care employees are more likely to work without direct supervision and the work 

performed may vary within guidelines and procedure. The nature of the work requires the 

home care employee to provide services to the consumer direct in the consumer’s home in 

accordance with the consumer’s care plan. All home care employees operate within 

established guidelines and procedures. 

10.21 Home care employees escalate matters outside of their scope of work to a case manager 

or team leader for instruction and guidance.  

  

99 Australian Institute of Health and Welfare, “People’s care needs in aged care” (website): 

<https://www.gen-agedcaredata.gov.au/Topics/Care-needs-in-aged-care>; Reference Bundle, Tab 12, 

page 1363.   

100 StewartBrown Aged Care Financial Performance Survey Sector Report (June 2021), page 12; 

Reference Bundle, Tab 8, pages 1322.  

101 The 2016 Aged Care Workforce census and survey report undertaken by the National Institute of 

Labour Studies (NILS) research team shows in 2003 RNs were 21.4% of the direct care workforce; this 

decreased to 16.8% in 2007, and to 14.7% in 2012, and that it increased to 14.9% in 2016. The latest 

census and survey, the 2020 Aged Care Workforce Census Report, indicates nurses 23% of direct care 

workers and personal care workers compromise of 70%.  
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(A) CHSP 

(i) Access and Assessment 

10.22 To access the CHSP, people are first assessed by RAS, or an ACAT, to determine their 

eligibility and service requirements. 

(ii) Services and Environment  

Service 

10.23 The CHSP consists of four broad sub-programs: 

(a) community and home support; 

(b) care relationships and carer support; 

(c) assistance with care and housing; and 

(d) service system development. 

10.24 The services provided under the CHSP are diverse and include:  

(a) allied health and therapy services;  

(b) domestic assistance;  

(c) goods, equipment and assistive technology;  

(d) home maintenance;  

(e) home modifications;  

(f) meals and other food services;  

(g) nursing; 

(h) personal care;  

(i) social support;  

(j) specialised support services;  

(k) transport;  
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(l) centre-based respite; and 

(m) flexible respite and cottage respite.102 

Environment 

10.25 Home care environments are more variable as the care is undertaken in the consumer’s 

home. 

(iii) Providers 

10.26 In 2020–21, a total of 1,432 aged care organisations were funded to deliver CHSP home 

support services to clients. CHSP providers include government, non-government and not-

for-profit organisations.103  

10.27 Providers that deliver CHSP are not required to be “approved providers”.  

(iv) Average age of Entry 

10.28 As at 2020-21, the average age of access to the CHSP was 80.2 years.104 

(B) HCP 

(i) Access and Assessment 

10.29 To access a HCP, people are first assessed by an ACAT, which determines eligibility. Once 

assessed as eligible for home care, a person is placed on the National Priority System and 

is offered a HCP when one becomes available.105 

  

102 Royal Commission Final Report, Volume 2, page 17; Reference Bundle, Tab 7, page 1069.   

103 Department of Health, 2020-21 Report on the Operation of the Aged Care Act 1997, page 34; 

Reference Bundle, Tab 4, page 457.   

104 Department of Health, 2020-21 Report on the Operation of the Aged Care Act 1997, page 34; 

Reference Bundle, Tab 4, page 457.   

105 Department of Health, 2020-21 Report on the Operation of the Aged Care Act 1997, page 38; 

Reference Bundle, Tab 4, page 461. 
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(ii) Services and Environment 

Service 

10.30 The HCP Program has four levels:  

(a) Level 1—to support people with basic care needs;  

(b) Level 2—to support people with low care needs;  

(c) Level 3—to support people with intermediate care needs; and  

(d) Level 4—to support people with high care needs. 106 

10.31 Under a HCP, a range of personal care, support services, clinical services and other 

services are tailored to meet the assessed needs of the consumer. 

10.32 Services that may form part of a HCP include: 

(a) support services, such as help with washing and ironing, house cleaning, gardening, 

basic home maintenance, home modifications related to care needs, transport to 

help with shopping, doctor visits or attending social activities; 

(b) personal services, such as help with showering or bathing, dressing and mobility; 

(c) care-related services, such as nursing and other health support, including 

physiotherapy (exercise, mobility, strength and balance), services of a dietitian 

(nutrition assessment, food and nutrition advice, dietary changes) and hearing and 

vision services; and  

(d) care management, such as coordinating care and services. 107 

  

106 Royal Commission Final Report, Volume 2, page 18; Reference Bundle, Tab 7, page 1070; see also 

Department of Health, 2020-21 Report on the Operation of the Aged Care Act 1997, page 38; Reference 

Bundle, Tab 4, page 461.   

107 Royal Commission Final Report, Volume 2, page 18; Reference Bundle, Tab 7, page 1070.   
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Environment 

10.33 Home care environments are more variable as the care is undertaken in the consumer’s 

home. 

(iii) Providers 

10.34 HCPs are delivered by service providers who have been approved under the Act. This 

approval requires providers to comply with conditions relating to quality of care, consumer 

rights and accountability. 

(iv) Average Age of Entry 

10.35 In 2020–21, the average age of access to a HCP was 81 years.108 

(v) HCP Statistics  

10.36 As at 30 June 2021, there were 176,105 people who were in a HCP. This was an increase 

of 33,669 (or 23.6 per cent) from 30 June 2020 (142,436). The number of people in a Level 

3 or 4 HCP grew from 67,176 at 30 June 2020 to 87,680 at 30 June 2021, an increase of 

30.5 per cent.109 

  

108 Department of Health, 2020-21 Report on the Operation of the Aged Care Act 1997, page 39; 

Reference Bundle, Tab 4, page 462. 

109 Department of Health, 2020-21 Report on the Operation of the Aged Care Act 1997, page 39; 

Reference Bundle, Tab 4, page 462. 
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10.37 The below table sets out the number of people in Australia in a HCP between 2017-2021:110  

State/territory 2017 2018 2019 2020 2021 

NSW 23,403 30,418 35,863 48,270 59,283 

Vic 18,541 23,449 27,776 39,425 50,011 

Qld 13,293 18,514 21,562 27,560 32,389 

WA 6,752 8,246 8,999 11,049 13,911 

SA 5,609 6,855 7,758 10,254 13,597 

Tas 1,907 2,330 2,626 3,428 4,060 

ACT 1,141 1,316 1,464 1,810 2,079 

NT 777 719 659 640 775 

Australia 71,423 91,847 106,707 142,436 176,105 

  

110 Department of Health, 2020-21 Report on the Operation of the Aged Care Act 1997, page 7; Reference 

Bundle, Tab 4, page 430. 
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11. THE AGED CARE SECTOR: AGED CARE CONSUMER STATISTICS 

11.1 The following statistics provide an overview of the current composition of the following: 

(a) the consumer of aged care; and 

(b) the workforce in aged care. 

(a) The Consumer 

(i) Average age 

11.2 The average age on admission to permanent residential aged care was 83 years for men 

and 85 years for women. For entry to a home care package the average was 81 years for 

both men and women.111 

(ii) General 

11.3 The following observations of the demographic were made in the Royal Commission: 

(a) increasing frailty; 

(b) longer life span; and 

(c) increased prevalence of dementia.112 

11.4 Aged care consumers with complex health care needs under ACFI rose from 13% in 2009 

to 52% in 2019.113 The aged care sector is facing caring for an ageing population with 

increasing frailty. 

(iii) Dementia 

11.5 As of 2019, it is estimated that around 50% of persons in residential care have been 

diagnosed with a form of dementia.114 

111 Department of Health, 2020-21 Report on the Operation of the Aged Care Act 1997, page 13; 

Reference Bundle, Tab 4, page 436.   

112 Royal Commission Final Report, Volume 2, page 5; Reference Bundle, Tab 7, page 1057.   

113 Royal Commission Final Report, Volume 2, page 22; Reference Bundle, Tab 7, page 1074.   

114 Royal Commission Final Report, Volume 1, 92; Reference Bundle, Tab 6, page 788.   
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11.6 In 2021, there were an estimated 386,000 Australians with dementia, over 40 per cent of 

whom were aged 85 years and over.  

11.7 As at 30 June 2021, just over half of all residential aged care residents with an ACFI 

assessment had a diagnosis of dementia. 

(b) Workforce  

(i) Size  

11.8 The aged care workforce numbers over 370,000 and includes nurses, care workers, and 

allied health professionals, as well as management, administrative and ancillary staff.115  

(ii) Qualifications  

11.9 The minimum qualification requirements range from no formal training through to post-

graduate degree subject to the position held within the aged care sector.  

11.10 For example: 

(a) By reference to the Aged Care Award, SCHADS Award and Nurses Award, a person 

can commence work as either a personal care worker or AIN without any prior 

qualification or experience. An experienced AIN is required to obtain a Certificate 

III.  

(b) An EN is required to attain a Diploma of Nursing.  

(c) A RN is required to attain a Bachelor of Nursing.  

(d) A nurse practitioner (NP) is to complete a Master’s Degree.  

11.11 Despite the awards providing for entry-level positions, the majority of personal care workers 

hold a Certificate III in individual support (or equivalent).116 This is the result of a shift over 

115 Department of Health, 2020-21 Report on the Operation of the Aged Care Act 1997, page 15; 

Reference Bundle, Tab 4, page 438.   

116 Department of Health, 2020 Aged Care Workforce Census Report, pages 6 and 45; Reference Bundle, 

Tab 3, page 346 and 385.   
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the past two decades, driven by employers and providers, to require personal care workers 

to have a Certificate III or undertake a traineeship to gain the qualification in order to be 

able to perform their role. 

(iii) Internal Training 

11.12 Over the last two decades, the internal training practice of employers has evolved within 

the aged care sector. 

11.13 It is standard practice for providers to offer internal training. This training may include a 

combination of the following: 

(a) elder abuse; 

(b) infection control; 

(c) dementia care; 

(d) wound care; 

(e) palliative care; 

(f) diversity awareness; 

(g) medications; and 

(h) falls risk.  

(iv) Roster 

11.14 The rosters in residential aged care operate over 24 hours per day, 7 days per week. In 

residential care (unless the facility is a hostel or with low needs) a RN is generally rostered 

on each shift. 

12. THE AGED CARE SECTOR: AGED CARE WORK  

12.1 This section will address the work performed by employees within the aged care sector.  
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12.2 First, we will set out some features of the work performed that generally apply across both 

residential aged care and home care settings, differentiations will be made where 

appropriate. The following categories will be addressed: 

(a) care plans; 

(b) acute condition care; 

(c) engagement with clients’ family members; and  

(d) technology. 

12.3 Second, we will turn to the scope of duties of aged care employees, nursing employees and 

home care employees working in the aged care sector, respectively.  

Common Features  

(a) Care plans  

(i) Overview 

12.4 Care plans are produced in both residential aged care and home care settings. They are 

developed after an assessment of the following: 

(a) the individual’s needs, goals and preferences;  

(b) the types of services the consumer will receive to meet those needs;  

(c) who will provide the services; and  

(d) when services will be provided.  

12.5 Care plans are developed in conjunction and consultation with the consumer and their 

family/responsible person (if applicable). 

12.6 The person responsible for organising and overseeing the development of the care plan 

differs between the two settings: 

(a) In home care, a care plan (also referred to as a “written plan of the care and 

services”) is organised by a case manager and reviewed every 12 months.  
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(b) In residential aged care, a care plan (sometimes referred to as a “nursing care plan”) 

is organised by and through a RN. Any changes to the care plan in that setting 

require authorisation by the RN.  

(ii) Care plans for HCP 

12.7 An approved provider of home care must give to a care recipient a “written plan of the care 

and services” that the care recipient will receive either before the care recipient commences 

receiving home care or within 14 days after the care recipient commences receiving home 

care.117 

12.8 A person’s care plan should include: 

(a) their goals, needs and preferences; 

(b) the services that you will provide or organise; 

(c) who will provide the services; 

(d) when services will be provided, such as frequency, days and times; 

(e) care management arrangements; 

(f) how involved the person will be in managing their package; and 

(g) how often you will do formal reassessments. 

(b) Acute Condition Care 

12.9 In both residential aged care and home care settings, consumers are transferred to hospital 

when clinically indicated as needing acute care. 

12.10 The general process is that the consumer’s doctor is consulted with in order to make the 

decision to transfer a consumer to the hospital: 

117 User Rights Principles 2014 (Cth), s 19AD.  

2044



(a) In the residential setting, this is undertaken in conjunction with the manager of the 

service or a RN.  

(b) In the home care setting, this is undertaken in conjunction with the case manager. 

12.11 In an emergency situation, which is quite rare, the decision is made without the consultation 

of a doctor.  

(c) Engagement with Clients’ Family Members 

12.12 Providers and facilities have policies and procedures regarding communication and 

engagement with a consumer’s family, which as a general proposition involves the RN (in 

residential care settings), or the Case Manager (in home care) communicating incidents, 

deterioration or changes in medication. 

12.13 There are generally four circumstances in which a care worker engages with family 

members of a consumer: 

(a) incident at facility; 

(b) deterioration in health of consumer; 

(c) complaint made by a family member; and 

(d) informally at time of visitation and/or at the time of the home care appointment. 

12.14 However, as to the first three circumstances, a care worker is trained as to who the request 

should be directed to (namely, manager, RN and/or emergency authorities). It is not the 

responsibility of the care worker to provide the family members information about the 

consumer that is outside of their scope of work.  

(d) Technology 

12.15 Over the last two decades, there has been an introduction of new digital technologies in the 

aged care sector which has replaced previous paper methods. This includes: 

(a) care management and reporting systems/applications; 

(b) electronic medication charts/medication management systems; 
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(c) rostering systems/applications; and 

(d) online training systems.  

12.16 Over the last two decades, there has also been an increase in the availability of assistive 

technologies such as mechanical aids.118 

Aged Care Employees 

12.17 This next section sets out the scope of duties of aged care employees covered under the 

Aged Care Award.  

Personal Care Worker 

12.18 The work of a personal care worker generally consists of the following: 

(a) help consumers with dressing at start and end of day;  

(b) social interaction; 

(c) assist consumers with showering, toilet, etc; 

(d) assist consumers with the function of eating; 

(e) assist consumers with position change, movement and exercise; and 

(f) documenting and reporting on (a)-(e).  

12.19 The work performed is in accordance with the consumer’s care plan. 

12.20 There is an expectation that personal care workers are attuned to each individual’s needs 

and preferences as they undertake their role. The psycho-social and physical interactions 

with the consumers are an important part of the work being performed and the wellbeing of 

the consumer. 

12.21 Over the last two decades, due to an increase in consumers with higher needs as a 

proportion of the consumers in care, personal care workers now assist consumers, by:  

118 Also referred to as “technological aids”. 
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(a) helping consumers with dressing at start and end of day;  

(b) assisting consumers with showering and toileting; 

(c) assisting consumers with the function of eating; and. 

(d) assisting consumers with position change, movement and exercise. 

12.22 Outside of those activities, the level of engagement with a consumer is as follows: 

(a) consumers in their rooms (subject to cognitive needs); 

(b) consumers remain in a communal area and participates in activities with other 

consumers, with minimal (if any) assistance provided by the personal care worker; 

or 

(c) consumers may be transported, by the personal care worker, as part of a small 

group of consumers to participate in an activity outside of residential facility, such 

as to the movies, shopping or gardens.  

12.23 Over the last two decades, there has been a progressive focus upon improving the social 

wellbeing of consumers through recreational activities.  

Food Services  

12.24 Over the last two decades, the role of a cook and kitchen hand has not transformed to any 

dramatic degree. A cook’s role generally consists of the following: 

(a) preparing ingredients; 

(b) undertaking basic cooking of meals and food items in line with food safety 

guidelines; 

(c) preparing meals and food items in line with consumer care and service plan; and 

(d) cleaning. 

12.25 The preparation with respect to menu and meal preparation has increased over the past 

decade. Food services employees are meeting the expectation for consumer choice with 
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respect to meals and catering to individual needs (for example, dietary and physical 

limitations).  

General and Administrative Services 

12.26 Over the last two decades, the role of laundry and cleaning staff has not changed, save for 

an increase in clothes and linen quantities and an easing in the physicality of the work with 

the assistance of technology. 

12.27 The role of a laundry staff generally consists of the following: 

(a) collection of consumer linen to be laundered (including clothes and bedding); 

(b) operating machinery;  

(c) pre-washing and/or pre-cleaning soiled linen; 

(d) washing and drying with laundry machines;  

(e) sorting linen; and 

(f) distribution of laundered items throughout the facility.  

12.28 The role of cleaning staff generally consists of cleaning and sanitising surfaces, rooms and 

areas within a residential aged care facility. The onset of the pandemic resulted in more 

regulated practice with respect to infection control, particularly during peak periods.  

12.29 Over the last two decades, the role of maintenance staff has not transformed. The role of a 

maintenance staff generally consists of the following: 

(a) upkeep of grounds and facilities; 

(b) organising contractors; 

(c) setting up rooms and equipment; and 

(d) reporting damaged equipment of consumers. 
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Nursing Employees 

12.30 This section sets out the scope of duties of nursing employees covered under the Nurses 

Award. 

AIN 

12.31 The duties of an AIN is consistent with a personal care worker (see above). As such, an 

AIN may be interchangeably referred to as a personal care worker. They are not required 

to hold a minimum qualification, but to be classified as an “Experienced” AIN they are 

required to hold a relevant Certificate III qualification.119  

12.32 The scope of duties is limited to personal and domestic care. It does not extend to clinical 

care.  

EN 

12.33 An EN provides nursing care under the supervision of a RN.120 An EN cannot work without 

supervision. Supervision may be direct or indirect. Their duties include assisting consumers 

with personal and domestic care. In addition to those duties, ENs contribute to the clinical 

care needs of the consumer (in a limited respect).  

12.34 Typical duties include: 

(a) regularly recording patients’ temperature, pulse, blood pressure, respiration and so 

on; 

(b) providing interventions, treatments and therapies from patient care plans; 

(c) assisting RNs and other team members with health education activities; and 

119 See Nurses Award, cl 15.2.  

120 See NMBA, “Registered nurse standards for practice” (1 June 2016), page 6; Reference Bundle, Tab 

28, page 1764.   
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(d) helping patients with their activities of daily life.121 

12.35 ENs with medication administration education can administer medications, including 

intravenous medications. However, ENs cannot administer medicines via intrathecal, 

intradermal or epidermal. 

12.36 The latest data from the Nursing and Midwifery Board of Australia (NMBA) shows there are 

currently 74,059 ENs in Australia. 122 

RNs 

12.37 The RN is generally the most senior employee providing nursing care within a residential 

aged care facility. The RN performs a clinical role and has more responsibility than an EN.  

12.38 Typical duties include: 

(a) assessing patients; 

(b) developing a nursing care plan; 

(c) administering medicine; 

(d) providing specialised nursing care; 

(e) working in multidisciplinary teams; 

(f) supervising enrolled nurses and junior RNs; 

(g) undertaking regular professional development; and 

(h) performing leadership roles such as nursing unit manager or team leader. 123 

121 Department of Health, “About Nurses and Midwives” (website): <https://www.health.gov.au/health-

topics/nurses-and-midwives/about>; Reference Bundle, Tab 16, page 1495.   

122 NMBA, 2020/21 Annual Report; page 25; Reference Bundle, Tab 5, page 563.    

123 Department of Health, “About Nurses and Midwives” (website): <https://www.health.gov.au/health-

topics/nurses-and-midwives/about>; Reference Bundle, Tab 16, page 1495.   
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12.39 A RN may delegate aspects of their nursing practice to another person such as an EN or 

AIN; this is described as “delegated care”. The following description of “delegation” is set 

out in the “Registered Nurse Standards for Practice”: 

“The RN who is delegating retains accountability for the decision to delegate. They are also 

accountable for monitoring of the communication of the delegation to the relevant persons 

and for the practice outcomes. Both parties share the responsibility of making the delegation 

decision, which includes assessment of the risks and capabilities. In some instances 

delegation may be preceded by teaching and competence assessment.” 124 

12.40 It is not uncommon for Case Managers in a home care setting to be qualified as a RN.  

12.41 The latest data from the NMBA shows there are currently 345,149 RNs in Australia. 125 

NP  

12.42 A NP is an experienced RN who has been endorsed as a “nurse practitioner” by the NMBA. 

They can practice independently in an advanced and extended clinical role and can 

prescribe some medicines. 126 

12.43 Most NPs are employed by state and territory governments in acute care settings. NPs are 

also employed in private settings, either as an employee or in their own practice. 127 

12.44 The latest data from the NMBA shows there are currently 2,251 NPs in Australia.128 

124 See NMBA, “Registered nurse standards for practice” (1 June 2016), page 6; Reference Bundle, Tab 

28. See also NMBA, “National framework for the development of decision-making tools for nursing and 

midwifery practice” (2013); Reference Bundle, Tab 27, pages 1753-1758.   

125 NMBA, 2020/21 Annual Report, page 25; Reference Bundle, Tab 5, page 563.  

126 Department of Health, “About Nurses and Midwives” (website): <https://www.health.gov.au/health-

topics/nurses-and-midwives/about>; Reference Bundle, Tab 16, page 1495.   

127 Department of Health, “About Nurses and Midwives” (website): <https://www.health.gov.au/health-

topics/nurses-and-midwives/about>; Reference Bundle, Tab 16, page 1496.   

128 NMBA, 2020/21 Annual Report, page 25; Reference Bundle, Tab 5, page 563. 
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Home Care Employees 

12.45 Home care employees are covered under the SCHADS Award. The scope of their duties is 

equivalent to a personal care worker under the Aged Care Award (see above). The role 

does not include clinical care. They work under the supervision of a Case Manager, which 

supervision is provided indirectly due to the nature of the work.  

12.46 A notable difference between personal care workers in residential care and home care 

employees in home care, is that home care employees spend a significant proportion of 

their time providing domestic assistance, which may include task such as cleaning, laundry, 

shopping and meals preparation. 

Conclusion: The Aged Care Sector  

12.47 The above summary of the different aspects of the aged care sector, in particular the nature 

of the work completed by aged care, nursing and home care employees, provides the 

necessary background and context for assessing work value reasons.  

12.48 We now turn to the relevant legal principles that inform the approach by which minimum 

rates are properly set.  
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13. THE LEGAL PRINCIPLES AND AUTHORITIES THAT INFORM THE APPROACH BY 

WHICH MINIMUM RATES ARE “PROPERLY SET” 

Introduction 

13.1 Prior to varying the minimum rates in the awards, the Commission must form a view as to 

whether the minimum rates were ever “properly set”. The decision in the Pharmacy Case 

suggests and the decision in the Teachers Case confirms that the exercise of properly set 

minimum rates involves considering the C10 framework and the AQF. For completeness, it 

is useful to refresh the genesis of the C10 framework in the 1989 National Wage Cases, as 

well as summarise the principles governing the process as set out in the Paid Rates Review 

decision129 and summarised in ACT Child Care Decision.  

Historical Genesis  

13.2 Arising out of the restructuring and structural efficiency principles in the 1980s, the 

Australian Industrial Relations Commission (AIRC) turned its attention in 1989 to how 

minimum rates should be properly set.  

13.3 It did this to cure a number of historical events that contributed to wage instability and 

“feelings of injustice”130: paid rates awards, a history of “leap frogging”, “flow-on” settlements 

and arbitrated and consent work value cases. This played out in the National Wage Case 

February 1989 Review131 and National Wage Case August 1989.132  

13.4 In the National Wage Case February 1989 Review, the Australian Council of Trade Unions 

(ACTU) produced a “blueprint” for award restructuring which it considered would "facilitate 

129 Paid Rates Review (Print Q7661) [1998] AIRC 1413 (20 October 1998) (Paid Rates Review decision). 

130 National Wage Case February 1989 Review (1989) 27 IR 196 at 201. 

131 National Wage Case February 1989 Review (1989) 27 IR 196. 

132 National Wage Case August 1989 (1989) 30 IR 81. 
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major and sustainable award reform on a general basis, with a clear understanding of award 

relationships one to another and with the necessary level of control by this Commission".133 

13.5 The ACTU contended that “award restructuring” should involve three steps: 

"First, Raise the minimum rate in minimum rates awards to ensure that the restructuring is 

on an equitable base (Minimum Rate) 

Second, Broadbanding by establishing across industry six to eight skill levels (The 

Framework) 

Third, Provide the means by which upward mobility occurs through education, training and 

service (The Career Structure)".134 

13.6 The employers “strongly opposed” the proposals of the ACTU. The reasons for that 

opposition were several and included, inter alia, concerns that such a process “would result 

in a rigid system which would deny the flexibility needed to meet differing rates of 

technological change in disparate industry sectors”. 135 

13.7 Despite the concerns raised, the AIRC formed a view that the existing system needed to be 

“corrected” to ensure the intended purpose of the structure efficiency principle - namely, to 

modernise awards in the interests of employees and employers - is not reduced in effect. 

As such, steps need to be taken to “ensure stability”. 136  

13.8 The AIRC “endorse[d] in principle the approach proposed by the ACTU though not 

necessarily the particular award relationships submitted in [that] case”. 137 

133 National Wage Case February 1989 Review (1989) 27 IR 196 at 197.  

134 National Wage Case February 1989 Review (1989) 27 IR 196 at 197. 

135 National Wage Case February 1989 Review (1989) 27 IR 196 at 200. 

136National Wage Case February 1989 Review (1989) 27 IR 196 at 201. 

137 National Wage Case February 1989 Review (1989) 27 IR 196 at 201. 
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13.9 In the National Wage Case August 1989, the AIRC addressed “how the approach endorsed 

in principle by the Commission for ensuring stable relationships between awards and their 

relevance to industry is best translated into practice”.138 

13.10 The ACTU sought specific endorsement of the classification rates and supplementary 

payments, which referred to a “Building industry tradesperson” and “Metal industry 

tradesperson” with a minimum classification rate of $356.30.139 The approach proposed by 

the ACTU was endorsed by the trade union movement and support by the Commonwealth. 

The employers continued to hold opposition. 140 

13.11 The AIRC ultimately held: 

(a) The minimum classification rate to be established over time for a metal industry 

tradesperson and a building industry tradesperson should be $356.30 per week. 

Further, “the minimum classification rate of $356.30 per week would reflect the final 

effect of the structural efficiency adjustment determined by this decision”. 141 

(b) “Minimum classification rates and supplementary payments for other classifications 

throughout awards should be set in individual cases in relation to these rates on the 

basis of relative skill, responsibility and the conditions under which the particular 

work is normally performed. The Commission will only approve relativities in a 

particular award when satisfied that they are consistent with the rates and relativities 

fixed for comparable classifications in other awards. Before that requirement can be 

satisfied clear definitions will have to be established.” 142 

138 National Wage Case August 1989 (1989) 30 IR 81 at 84. 

139 National Wage Case August 1989 (1989) 30 IR 81 at 92-93. 

140 National Wage Case August 1989 (1989) 30 IR 81 at 92-93. 

141 National Wage Case August 1989 (1989) 30 IR 81 at 94. 

142 National Wage Case August 1989 (1989) 30 IR 81 at 94. 
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(c) Settled upon “appropriate relativities” for the minimum classification by reference to 

“key classifications” in the Metal Industry Award. 143 

(d) The minimum rates should not include “supplementary payments” or “amounts for 

disabilities”, such inclusion would result in “over” payment. Those amounts should 

be separated out.144 

(e) “To achieve a proper and lasting reform of awards it is essential that the structural 

efficiency exercise and the proper fixation of minimum award rates be treated as a 

package”. 145 

13.12 By the National Wage Case August 1989,146 the Commission settled upon the 

“tradesperson” in the Metal Industry as the benchmark classification for the purposes of 

determining appropriate relativities. That classification structure in the Metals Award ranged 

from the minimum wage C14 level through to degree qualification at C1 level. Hence its 

utility as a benchmark.  

13.13 Following that determination of the minimum classification and the rates for other key 

classifications, the AIRC turned to consider the implementation arrangements for the wage 

increases (“minimum rate adjustments”) necessary to give effect to it conclusions.147 It 

stated the objectives of the reforms it wished to implement as follows: 

“These exercises provide an opportunity for the parties to display the maturity 

required to overcome the wage instabilities with which the community is only too 

familiar. It also provides the opportunity to take an essential step towards 

institutional reform which is a prerequisite to a more flexible system of wage fixation. 

As part of that future we envisage that minimum classification rates will not 

143 National Wage Case August 1989 (1989) 30 IR 81 at 94. 

144 National Wage Case August 1989 (1989) 30 IR 81 at 94. 

145 National Wage Case August 1989 (1989) 30 IR 81 at 95. 

146 National Wage Case August 1989 (1989) 30 IR 81. 

147 National Wage Case August 1989 (1989) 30 IR 81 at 95-96. 
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alter their relative position one to another unless warranted on work value 

grounds.”148 

13.14 Later in the decision the AIRC discussed whether, in the light of the establishment of the 

structural efficiency principle, any of the other wage fixing principles should be modified. 

The AIRC decided that “structural efficiency exercises should incorporate all past work 

value considerations”. 149 A separate new principle was established for the implementation 

of minimum rate adjustments. However the datum point requirement in paragraph (c) of 

the Work Value Changes principle was not at this stage modified.150 

13.15 In National Wage Case April 1991151, the AIRC reaffirmed that “minimum classification 

rates, once reviewed and fixed in an appropriate relationship, will not be moved from that 

relative position unless changes are warranted on work value grounds”.152 Hence, the 

starting point is the C10 framework.  

13.16 Consequential upon that position, the AIRC determined that any future assessment of 

change in the nature of work of a particular classification in a future award would be 

measured from the date of the second structural efficiency adjustment allowable in 

accordance with the National Wage Case August 1989.153 Hence the Work Value Changes 

Principle was modified so as to alter paragraph (c) and add a new paragraph (d) (with the 

following paragraphs correspondingly re-designated) as follows:154 

“(c) The time from which work value changes in an award should be measured is, 

unless extraordinary circumstances can be demonstrated in special case 

148 National Wage Case August 1989 (1989) 30 IR 81 at 96. 

149 National Wage Case August 1989 (1989) 30 IR 81 at 99. 

150 Pharmacy Case at [154]. 

151 National Wage Case April 1991 (1991) 36 IR 120. 

152 National Wage Case April 1991 (1991) 36 IR 120 at 160-161.  

153 National Wage Case April 1991 (1991) 36 IR 120 at 172. 

154 Pharmacy Case at [155]. 
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proceedings, the date of operation of the second structural efficiency allowable 

under the 7 August 1989 National Wage case decision. 

(d) Care should be exercised to ensure that changes which were or should 

have been taken into account in any previous work value adjustments or in a 

structural efficiency exercise are not included in any work evaluation under 

this principle.” 

13.17 The significance of that “modification” was explained in the Pharmacy Case at [156]: 

“[156] Subject only to the narrow exception provided by the capacity to mount a “special 

case”, the effect of this modification was that, once an award had been subject to the 

structural efficiency process in which, among other things, classification in minimum 

rates awards were to be fixed in appropriate relativities with other classifications 

within the award and in other awards, no adjustment on work value grounds was 

permissible other than on the basis of changes to work which occurred after the 

structural efficiency exercise had been completed. Importantly, the new paragraph (d) 

in the Work Value Changes Principle prevented any “double-counting” not only of work 

changes which were taken into account in the structural efficiency exercise, but those which 

should have been taken into account, whether they actually were or not. This meant, for 

example, that the full work value assessment of awards covering female-dominated areas 

of work which was sought by various women’s groups in the National Wage Case 1983 was 

permanently foreclosed (subject again only to the limited capacity to advance a special 

case).” 

13.18 The above summary demonstrates that the concept of properly set rates is not to be divided 

from work value assessment. It is the first step. Further, deviation from properly fixed wages, 

for example by increasing them, should only occur if work value reasons exist.  
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Relevant Principles  

13.19 The principles set out in the National Wage Case August 1989 were applied in the Paid 

Rates Review decision. In 1998, the Full Bench determined that all “paid rates”155 in awards 

should be converted to “properly fixed minimum rates of pay”. This conversion process was 

to apply, in principle, to “operate, as minimum rates and which do not bear a proper work 

value relationship to award rates which are properly fixed minima, should be subject to a 

conversion process so that they do contain properly fixed minimum rates of pay.” 156 It was 

described as the “minimum rates adjustment” principle. 

13.20 The minimum rates adjustment principle has been described as “designed to establish a 

stable matrix of minimum rates in Awards covering similar work”. Its purpose is to “remove 

inconsistencies between Award rates”.157 

13.21 The Full Bench characterised the minimum rates adjustment process which had arisen from 

the National Wage Case August 1989 in the following terms: 

“The MRA principle was designed to establish a consistent pattern of minimum rates in 

awards covering similar work thereby removing inequities and providing a stable 

foundation for enterprise bargaining. That objective is as important now, perhaps even 

more important, than it was in 1989.” 158 

13.22 As to the method of establishing “properly fixed minimum rates”, the Full Bench observed: 

“Having considered all of the submissions we have decided to adopt an approach which 

gives primacy to the maintenance of internal relativities. The approach involves identifying 

the key classification in the award under review, striking the appropriate work value 

relativity between that classification and the fitter in the Metal, Engineering and 

155 If an award included “paid rates”, it specified the actual rates of pay received by employees. They are 

distinct from “minimum rates”. In some paid rates awards, to pay above the paid rate would be in breach of 

that award.  

156 Paid Rates Review (Print Q7661) [1998] AIRC 1413 (20 October 1998). 

157 And Social And Community Services (ACT) Award 2001 (PR918263) (30 May 2002) at [20]. 

158 Paid Rates Review (Print Q7661) [1998] AIRC 1413 (20 October 1998). 
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Associated Industries Award, 1998 - Part 1 [Print Q2527], adjusting the rate for the key 

classification accordingly (if necessary) and then adjusting all of the rates in the 

award under review to maintain the pre-existing relativities with the key classification. 

We understand that this may lead to differences in minimum rates at particular skill 

levels across the award system.” 159 

13.23 It established a series of principles for the conversion of awards which do not contain 

properly fixed minimum rates: 

“The principles we have formulated pursuant to item 53 and s.106 are as follows: 

 

1. Awards requiring review under item 51(4) will be: 

 

(a) awards containing rates which have not been adjusted in accordance with the minimum 

rates adjustment principle in the August 1989 National Wage Case decision; and 

 

(b) awards containing rates which have been adjusted in accordance with the minimum rates 

adjustment principle in the August 1989 National Wage Case decision but which have been 

varied since the adjustment other than for safety net increases or pursuant to the work value 

change principle. 

 

2. The rates in the award under review should be examined to ascertain whether they equate 

to rates in other awards which have been adjusted in accordance with the August 1989 

approach with particular reference to the current rates for the relevant classifications in 

the Metal, Engineering and Associated Industries Award, 1998 - Part 1 [Print Q2527]; where 

the rates do not equate they will require conversion in accordance with these principles. 

 

3. Fixation of appropriate minimum rates should be achieved by making a comparison 

between the rate for the key classification within the award with rates for appropriate key 

159 Paid Rates Review (Print Q7661) [1998] AIRC 1413 (20 October 1998). 
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classifications in awards which have been adjusted in accordance with the 1989 approach. 

 

4. In the fixation of rates the relationship between the key classification in the award and the 

metal industry fitter should be the starting point; internal award relativities established, 

agreed or determined should be maintained: see, for example, the approach adopted 

in Kenworth Trucks Vehicle Industry Award 1981 [Print K0003] and Commonwealth Serum 

Laboratories Commission Sales Representative Award 1987 [Print K4939]. 

 

5. Any residual component above the identified minimum rate, including where relevant 

incremental payments, should be separately identified and not subject to future increases. 

 

6. If the rates are too low it is consistent with the purpose and intent of item 51(4) that the 

rates be increased so that they are properly fixed minima. 

 

7. Any future increases in rates in the award will only be applied to the minimum rates 

component and will be absorbed against any residual component; that is, the residual 

component will be reduced by the amount of the increase in the minimum rates component. 

 

8. Increments will only be retained where they have been included in the award pursuant to 

the relevant work value principle or where it can be established that the increments were 

inserted by the Commission on grounds of structural efficiency and work value. 

 

9. Where parties cannot agree on rates, or they agree on rates which the Commission is not 

satisfied are properly fixed minima, the Commission will determine the matter, subject to the 

right of any party to seek a reference pursuant to s.107. 

 

10. Any party seeking to depart from these principles should make application to the 

President for the matter to be dealt with as a special case. The President may call a 

conference of the parties to the award and the parties to these proceedings prior to deciding 

any such application. 
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11. Award rates which have been dealt with pursuant to these principles cannot be used to 

found claims in other awards based on the restoration of relativities. 

 

12. The conversion of awards, in accordance with these principles, to minimum rates awards 

is not a ground for reducing the conditions of employment in the converted awards or for 

increasing conditions of employment in other awards.” 

 

13.24 The Commission also stated: “We have decided that safety net adjustments should not be 

applicable to awards which do not contain properly fixed minimum rates subject to the 

qualification contained in the April 1998 Safety Net Review decision [principle 8(f)]”. 

13.25 The Full Bench addressed its approach set out to determining a properly fixed award, with 

the following supplementation:160 

[36] It is appropriate to indicate that in our first decision we were required to address 

the precise manner in which properly fixed minimum rates should be calculated in 

the APS award. We were not required to address the position in other awards in as 

much detail. It is likely that the approach we have adopted in the APS award will be 

appropriate in other awards. That approach entailed the adoption of the internal 

relativities created at the time of the structural efficiency adjustment (in that case in 

1991) as forming the basis for establishing properly fixed minimum rates. The 

conversion process involved the application of subsequent safety net adjustments 

to the 1991 base. The rate arrived at through this process was then compared with 

the actual rates and the residual identified. This approach is appropriate because 

the subsequent safety net increases, being flat dollar amounts, compressed 

relativities between classifications in minimum rates awards. That compression 

should be maintained in awards which are converted [see: Safety Net Adjustments 

and Review September 1994 (1994) 56 IR 114 at 139]. … However, depending 

160 Paid Rates Review - Supplementary Decision 1233/99 (M Print S0105) [1999] AIRC 1163 (14 October 

1999). 
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upon the circumstances, it may be appropriate to maintain current internal 

relativities once the comparison has been made with the rate applying in the 

relevant trades classification (Metals C10) and any residual or increase 

identified. It should be noted that principle 3 of the principles contained in 

Appendix A to the Safety Net Review Wages April 1999 Decision [Print Q1999] 

permits applications to be made pursuant to the 1989 minimum rates 

adjustment principle. In multi-employer awards, which have not been 

subjected to the 1989 minimum rates adjustment principle, consideration 

should be given to whether or not external or internal relativities should be 

preferred. The approach to be adopted in the establishment of properly fixed 

minimum rates in a particular case will be a matter for the Commission to 

assess having regard to the work comprehended by the classification and the 

history of the award structure. In all circumstances the most important 

characteristic in seeking to fix minimum rates is the identification of the 

relationship of the key classification in the award being converted with the 

metal industry fitter.  

(Emphasis added). 

13.26 The requirements for the fixation of minimum rates which flowed from the Paid Rates 

Review decision were summarised by an AIRC Full Bench in ACT Child Care Decision in 

the following terms:161 

“1. The key classification in the relevant award is to be fixed by reference to 

appropriate key classifications in awards which have been adjusted in 

accordance with the MRA process with particular reference to the current rates 

for the relevant classifications in the Metal Industry Award. In this regard the 

relationship between the key classification and the Engineering Tradesperson 

Level 1 (the C10 level) is the starting point. 

161 Child Care Industry (Australian Capital Territory) Award 1998 (PR954938) [2005] AIRC 28 at [155]. 
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2. Once the key classification rate has been properly fixed, the other rates in the 

award are set by applying the internal award relativities which have been 

established, agreed or maintained. 

3. If the existing rates are too low they should be increased so that they are 

properly fixed minima.” 162 

13.27 In the ACT Child Care Decision the Full Bench found that there had been a significant net 

addition to work requirements since the 1990 datum point such as to satisfy the 

requirements of the Work Value Changes Principle.  

13.28 The Full Bench also decided that, based on the AQF, that minimum pay alignments should 

be established between the child care awards under consideration and the Metal Industry 

Award between classifications with equivalent training and qualification levels.163 The 

relevant passages are set out below: 

“[181] A central feature of this case is the alignment of the Child Care Certificate 

III and Diploma levels in the ACT and Victorian Awards with the appropriate 

comparators in the Metal Industry Award. 

[182] We have considered all of the evidence and submissions in respect of this 

issue. In our view the rate at the AQF Diploma level in the ACT and Victorian 

Awards should be linked to the C5 level in the Metal Industry Award. It is also 

appropriate that there be a nexus between the CCW level 3 on commencement 

classification in the ACT Award (and the Certificate III level in the Victorian Award) 

and the C10 level in the Metal Industry Award. 

[183] In reaching this conclusion we have considered - as contended by the 

Employers - the conditions under which work is performed. But contrary to the 

Employers' submissions this consideration does not lead us to conclude that child 

162 Child Care Industry (Australian Capital Territory) Award 1998 (PR954938) [2005] AIRC 28 at [155], cited 

in Pharmacy Case at [159]. 

163 Child Care Industry (Australian Capital Territory) Award 1998 (PR954938) [2005] AIRC 28 at [181]-

[183]. 
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care workers with qualifications at the same AQF level as workers under the Metal 

Industry Award should be paid less. If anything the nature of the work performed 

by child care workers and the conditions under which that work is performed 

suggest that they should be paid more, not less, than their Metal Industry Award 

counterparts.” 

13.29 Following the modernisation of awards, the Metal Industry Award was consolidated into the 

Manufacturing Award. The classification of tradesperson (C10 level) remains the key 

classification when properly fixing minimum rates.  

13.30 Thus, the process by which minimum rates were “properly set” or “properly fixed’ is as 

follows: 

(a) First, the classifications in the relevant award(s) were fixed by reference to the 

relevant classifications in the Manufacturing Award, specifically, the relationship 

between the “key classification” to the C10 level as the starting point. The alignment 

process is informed by reference to the training and qualification levels attached to 

the classifications between the awards (regard may also be had to the AQF).  

(b) Second, the other rates in the relevant award(s) are set by applying “the internal 

award relativities” (which may have been established, agreed or maintained), by 

reference to the key classification.  

13.31 This principled approach to setting minimum rates seeks to establish a consistent system 

of awards, each with properly set minimum rates. It was applied in the Teachers Case.164 

  

164 See Teachers Case at [653]. 

2065



14. WHETHER THE MINIMUM RATES IN THE AWARDS WERE PROPERLY SET?  

14.1 The Commission must first form a view as to whether those rates were ever properly fixed 

in the awards and whether the relevant workers were the subject of prior work value 

considerations.  

14.2 This process requires consideration of the history of award regulation with respect to the 

workers now covered under the awards, which traverses multiples sectors and includes 

aged care.   

14.3 For each award, we will identify and examine in turn: 

(a) the relevant NAPSA and pre-reform awards setting out wage rates (collectively, the 

pre-form awards); 

(b) decisions relating to wage fixing of the pre-reform awards, including determinations 

based upon the work value; and 

(c) any commentary from the Commission as to the drafting of classifications and 

setting of minimum rates in the modern awards. 

14.4 Once a view is reached as to whether the minimum rates were properly set is reached, we 

will turn to an analysis of the work performed by employees in the aged care sector.  
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15. WHETHER THE MINIMUM RATES IN THE AGED CARE AWARD WERE PROPERLY 

SET?  

Introduction  

15.1 The industrial history underpinning the Aged Care Award demonstrates that issues as to 

minimum rates and classifications were debated in the context of pre-reform award and 

during the award modernisation process. This section is broken into two parts: 

(a) First, an analysis of the Health and Allied Services - Private Sector - Victoria 

Consolidated Award 1998 (the HASA Award), the federal award used as the basis 

for the Aged Care Award. The purpose of this analysis is to identity any relevant 

discussion and/or decisions with respect to rates.  

(b) Second, an analysis of the pre-reform awards with respect to aged care more 

broadly. The purpose of this analysis is to consider the treatment of comparable 

awards prior to the award modernisation.  

15.2 The combined effect of that analysis will demonstrate that the existing rates in the Aged 

Care Award do not appear to have been properly set.  

Industrial History: Aged Care Award 

15.3 Prior to the modernisation process, aged care services were regulated by a combination of 

state and federals awards.165 

15.4 The HASA Award was the federal award used as the basis for the Aged Care Award.  

15.5 The HASA Award followed the making of the Health Services Union of Australia (Victoria-

private sector) Interim Award 1993 (the 1993 Award) and the Health and Allied Services - 

Private Sector - Victoria - Consolidated Award 1995 (the 1995 Award).  

165 See generally, “Draft award audit by modern awards” (excel spreadsheet): 

https://www.fwc.gov.au/agreements-awards/awards/awards-research. 
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15.6 In 1997, the HSU and Kindilan Society made applications to the vary, inter alia, the Health 

and Allied Services - Private Sector - Victoria 1995 and Health (Residential Care - Victoria) 

Award 1995 (Resicare Award), including the insertion of a “disability service stream”.166 

The proposed rates of pay and classification structure sought by the HSU were based on 

three broad grounds: 

(a) to give effect to an earlier agreement to apply the Structural Efficiency Principles 

established via previous National Wage Cases by establishing skill related career 

paths and to create appropriate relativities between different categories of workers 

within the award; 

(b) increases in rates of pay are justified on the grounds of work value changes; and 

(c) granting the application would be consistent with ss 90AA(2) and 150A of the 

Industrial Relations Act 1988 (Cth). 

15.7 The rates were also noted as being reached in agreement with employer parties (but not 

all). 

15.8 The Victorian employer associations167 submitted:  

(a) The Resicare Award sets out rates of pay which are clearly and unambiguously 

minimum rates. The rates have been set by industrial tribunals according to proper 

wage fixing principles and must be taken to reflect a properly fixed minimum wage 

rate. 

(b) The HASA Award, however, provide rates of pay and service payments which for 

many years were paid for all purposes. There is a historical link asserted with the 

166 Health Services Union of Australia Applications Dec 1559/97 (S Print P7638) [1997] AIRC 1336 (22 

December 1997). 

167 Victorian Employers' Chamber of Commerce and Industry and Victorian Community Services 

Employers' Association. 
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State Incremental Payment Scheme and it was submitted that the rates in the HASA 

Award are overstated in work value terms. 

(c) A comparison of rates on this premise leads to a conclusion, it was submitted, that 

no increase in rates of pay is warranted for employees under either the Resicare 

Award or the HASA Award. 

15.9 The Commission did not reach a view as to whether the existing rates in the HASA Award 

were properly fixed. 

15.10 On 30 June 1998, pursuant to an application under Item 49 of Part 2 of Schedule 5 of the 

Workplace Relations and Other Legislation Amendment Act 1996 (Cth), the 1995 Award 

was varied and replaced with the HASA Award.168 The purpose of the variations were part 

of the award simplification process to ensure the HASA Award conformed with the 

prescribed allowable award matters. This did not involve review of the minimum rates.  

15.11 The HASA Award recognised four streams of employment:  

(a) Technical;  

(b) Clinical and Personal Care;  

(c) Administrative/Clerical; and 

(d) General and Food Services. 

15.12 In a subsequent decision, recorded on transcript, the AIRC varied the personal care 

classifications and added a sleepover clause.169  

168 See Australian Nursing Federation [2012] FWA 6460 (1 August 2012) at [45]. 

169 Health Services Union of Australia Applications Dec 1559/97 (S Print P7638) [1997] AIRC 1336 (22 

December 1997). 
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15.13 On 7 April 1999, the HASA Award was again varied. A reference to “TAFE Certificate” in 

the personal care worker Grade 3 classification was replaced with “TAFE Advanced 

Certificate”.170  

15.14 Following the 1997 decision, the Commission determined the appropriate course was for 

the disability services sector to be regulated by a “stand alone” award, namely, the 

Residential and Support Services (Victoria) Award 1999 (Residential Award), which 

commenced on 28 October 1999.  

15.15 The Residential Award was held to be properly fixed in accordance with the Paid Rates 

Review decision and, in all other respects, meet the requirements of the Workplace 

Relations Act 1996 (Cth) (WR Act).171  

15.16 The Commission determined that the Residential/Support Services Worker Grade 3 

classification was properly equated to a C10 level. In the draft produced by the parties, they 

proposed a base rate less than the C10, but adjusted the other classification rates at the 

base level by maintaining existing internal relativities. The Commission specifically 

considered the impact the lower base rate on the rates in the second and third years of 

each grade. Notwithstanding the reduction to the base pay of the key classification, having 

considered the evidence, the Commission concluded “the rates of pay at the base level and 

in the second and third year are fixed at an appropriate level on work value grounds”.172 

15.17 The work value considerations concerned “home care” and did distinguish between aged 

care. The Commission’s observations appear below: 

“[15] The evidence disclosed that the work associated with providing a service to the 

intellectual disabled has altered significantly over the past five years. This has been brought 

170 See Correction Order - Health and Allied Services – Private Sector – Victoria Consolidated Award 1998 

(7 April 1999); Statement of Leigh Svendsen, Annexure LS-1, Tab 85. 

171 Health Services Union of Australia v Kindilan Society 1493/99 (N Print S1841) [1999] AIRC 1448 (16 

December 1999). 

172 Health Services Union of Australia v Kindilan Society 1493/99 (N Print S1841) [1999] AIRC 1448 (16 

December 1999) at [20]. 
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about in part by the transfer of clients from large residential institutions many based on a 

medical type model to homes located in the community. 

[16] The change from the medical type model to one in which the service is provided in 

community homes has resulted in a substantial change to the duties of those now employed 

to deliver the services to clients in such homes. 

[17] For example residential care staff now have the responsibility for many procedures 

undertaken previously by medical or nursing staff. This has led to the need to provide intense 

internal training supplemented by external training. 

[18] This training is ongoing as new treatment and methods of delivery services to the 

intellectually disabled are introduced. The private organisations that enter into contracts with 

the State Government to deliver the services to the intellectually disabled are funded to 

provide the necessary training to meet the quality of service required by the Government 

under the contract. There is on the evidence a constant upgrading of knowledge and skills 

of the employees in the industry. 

[19] The changes affecting the skill and responsibility of employees can be summarised as 

follows: 

* Transition from a medical model to a disability model; 

* Clients with more challenging problems; 

* Care workers contributing to client case plans; 

* An emphasis on formal qualifications being required or preferred; 

* With less input from professional care workers, care workers are exercising much 

higher level of responsibility in a range of areas. 

[20] The increased knowledge, skills and training together with the qualifications required at 

the entry level of each grade which has been proposed, leads us to conclude that a case 

has been made out that the rates of pay at the base level and in the second and third year 

are fixed at an appropriate level on work value grounds.” 
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15.18 The award applied to the whole of Victoria in relation to persons employed in direct client 

support roles in residential and/or non-residential support services for people with 

disabilities and/or young people and/or children.173 That award also provided that the 

Residential Award was to prevail to the extent of any potential coverage under the HASA 

Award.174 

15.19 The HASA Award has been uncontroversially described as a “minimum rates award”.175 

15.20 Turning to the award modernisation process, during a hearing on 23 February 2009, the 

following submission was advanced on behalf of the HSU: 

“MR MCLEAHY: … The health exposure drafts have in our view calculated the rates of pay 

incorrectly when the wage rates of the wage skilled groups from the Health and Allied 

Services Private Sector Victoria Award are compared to the aged care exposure drafts and 

the health professionals and support services exposure drafts some workers will be worse 

off. 

In particular, entry level employees under the HASA classifications will be at a disadvantage. 

When compared to the pay scales entry level workers referred to in the - entry workers 

transferring into a modern award at a pay level that is $19 a week worse off, this situation is 

replicated throughout the levels and we propose that the way to amend that is to increase 

the rates up. We also say that there are a number of allowances which should also be 

included because they set the basis of the safety net. 

COMMISSIONER SMITH: Can I just ask you to pause for a moment. You've taken 

percentage rates, what do you say the percentage is for a three year entry, is 150 per cent? 

173 Residential and Support Services (Victoria) Award 1999, cl 4.2. 

174 Residential and Support Services (Victoria) Award 1999, c 4.3.  

175 Australian Nursing Federation v Aaron Private Nursing Home (055/99 S Print R0947) [1999] AIRC 67 

(25 January 1999); Victorian Patient Transport and another, Metropolitan Ambulance Services and others, 

Australian Liquor, Hospitality and Miscellaneous Workers Union and Wilson Patient Transport Pty Ltd 

Ambulance Employees - Victoria Interim Order 1994 and Ambulance Services and Patient Transport 

Employees Award Victoria 2002 (PR945582) [2004] AIRC 396 (26 April 2004) at [95].  
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MR MCLEAHY: I'm sorry, Commissioner? 

COMMISSIONER SMITH: Percentage for a three year degree entry? 

MR MCLEAHY: Yes, we say it's at 150 per cent. 

COMMISSIONER SMITH: Where do you get that from? 

MR MCLEAHY: When we proposed this we had a look at where the current rates of pay are, 

what are the relativities compared to other industries. We had a look at the metals model in 

terms of where the professionals sit above the C10 level.”176 

15.21 On 28 March 2008, as to the Aged Care Industry Award Exposure Draft, the Full Bench 

said: 

[76] The exposure draft of the Aged Care Industry Award 2010 not only covers aged care 

provided in institutions but also extends to services provided in the home by persons who 

are covered by the award. This approach may require further consideration. There are a 

myriad of services for the elderly which are conducted by various organisations including 

private providers and local governments. Further, aged care activities may be an element in 

the provision of disability services. This will be examined further in dealing with social and 

community services in Stage 4.177 

15.22 In a subsequent statement, a decision was made to not include “home care employees” 

under the Aged Care Award. The Full Bench determined that “home care employees will 

be solely covered by the Social, Community, Home Care and Disability Services Industry 

Award 2010”.178 

15.23 The modern award was made on 3 April 2009.179 

176 AM2008/13, Transcript of Proceedings [2009] FWATrans 133 (10 March 2009) at [PN613]- [PN620]. 

177 Statement - Award Modernisation (AM2008/13-24) [2009] AIRCFB 50 (23 January 2009) at [76]. 

178 Award Modernisation - Decision - re Stage 4 modern awards [2009] AIRCFB 945 (4 December 2009) at 

[77]. 

179 Award Modernisation - Decision - Full Bench [2009] AIRCFB 345 (3 April 2009) at [145]. 
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15.24 There have been approximately 153 variations to the Aged Care Award since publication. 

None of these decisions have varied the classification structure in the Award. 

Industrial History: Pre-Reform Awards  

15.25 An analysis of the pre-reform awards and surrounding commentary reveals the following: 

(a) the minimum rates in at least three of the pre-reform awards appear to have been 

properly fixed against the C10 framework;180 

(b) the minimum rates in at least three of the pre-reform awards have been fixed with 

reference to “internal relativities”; 

(c) the majority of the pre-reform awards do not include an express reference to 

relativities and absent commentary or decisions by a tribunal to the contrary, 

suggest those rates were not properly fixed against the C10 framework. 

15.26 We now set out the analysis underpinning those observations. 

15.27 The minimum rates in the Private Hospitals, Convalescent and Benevolent Homes 

(Northern Territory) Award 2003 appear to have been properly set. This is supported by the 

text of the award: 

(a) At clause 17.5.1(a), the following table appears: 

Column 

1 

Column 

2 

Column 

3 

 % $ 

Training rate (1)  27432 

Training rate (2)  27965 

Health employee grade 1 90.5 27560 

Health employee grade 2 94.0 28519 

Health employee grade 3 100 30163 

 

180 Private Hospitals, Convalescent and Benevolent Homes (Northern Territory) Award 2003; Private 

Hospitals and Nursing Homes Industry Award - State 2003; Health Services Employees Award. 
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(b) At clause 17.5.2(a), the award provides: “Health employee grade 3 has a 100% 

relativity with the metal trades trade rate” and notes “[c]olumn 2 sets out the internal 

relativities between the grades of Health employee”. Thus, “Health employee grade 

3” is the key classification for the award.  

(c) At clause 17.5.2(b), the award provides: 

- Column 3 sets out the “on commencement” properly fixed minimum rates of pay for the 

classifications in the award, as provided for in the Commission’s Principles for the Conversion 

of Awards which do not Contain Properly Fixed Minimum Rates [Print Q7661]. These rates of 

pay are inclusive of the arbitrated safety net adjustment payable under the June 2005 Safety 

Net Review wages decision [PR002005]; 

- Subject to 17.6, Columns 4 and 6 set out the work value increments payable to employees 

who qualify for them – that is, employees in their second and third years of service, 

respectively 

15.28 The minimum rates in Private Hospitals and Nursing Homes Industry Award - State 2003 

may have been properly set. This is supported by the text of the award: 

(a) Clause 5.2 sets out the wage rates for the award, which includes internal relativities. 

The key classification is Level 3 at pay point 1 (100%).  

(b) Clause 5.1.3 sets out the qualifications and duties of Level 3, which include: 

“A position at this level shall require formal qualifications equivalent to a trade 

certificate or similar or appropriate experience/training in the field to enable the 

duties of the position to be carried out. 

… 

Trade duties (qual), non-trade supervisory, clinic measurement (qual), non-nursing 

hygiene/pest control, housekeeper, therapy assistant (qual), fire safety and security, 

dresser, orderly, theatre assistant, anaesthetic technician.” 

15.29 Whilst not expressly stated, the “key classification” of the award appears consistent with the 

C10 level in the Metal Industry Award.  
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15.30 Additionally, the wage rates in the Nursing Homes Award were set consistent with the State 

Wage Case Decision of 13 February 1992. By that decision, “the award shall specify the 

classification prescribed in the relevant minimum rates award on which the actual rates 

prescribed for the key classification in the paid rates award is calculated”.  

(a) In accordance with that decision, the award provided: 

The following is set down in accordance with that requirement: 

 

Minimum Rates Award - Metal and Engineering Industry Award 

Classification - Wage Group Level 7 

Paid Rates Award - Nursing Homes Award 

Classification - Services Employee Level 5 

 

(b) In clause 7, each classification in the award has a wage relativity to the “Services 

Employee Level 5” (the key classification).  

15.31 The above inclusion appears to demonstrate an effort to rationalise and convert wage rates 

in the award by reference to a classification in the Metal Industry Award and the former paid 

rates award.  

15.32 The Health Services Employees Award was considered by the Industrial Relations Court in 

South Australia between 2001 to 2002 in the context of an application to vary on work value 

reasons. The Union181 contended the application was justified by the “significant change in 

the aged care section of the award as a consequence of the enactment of the 

Commonwealth Aged Care Act in late 1997”. The matter before the Commission is to be 

processed pursuant to the provisions of the State Wage Case June182 and, in particular, 

Principle 8 - Work Value Changes. 

181 Australian Liquor, Hospitality and Miscellaneous Workers Union. 

182 State Wage Case June (2002) 119 IR 275; [2002] SAIRComm 38. 
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15.33 The Commission found the Union had demonstrated a “significant net addition”. That finding 

was supported by the following: 

[85] For the Union to succeed in its application it must show that there has been, in the terms 

of the guidelines, "such a significant net addition to work requirements as to warrant a new 

classification or upgrading to a higher classification". 

[86] The introduction of Certificate 3, its take up by the employees, and in some cases it 

being a requirement by employers is of some significance in this matter. 

[87] Further I perceive that some of the legislative enactments envisage a level of work 

higher than that which may have been required in the past. 

[88] The work of the carers is an important part of the employers' obligations to adhere to 

the legislative regime. In some cases they are in the front line of caring for the aged and 

infirm in the community. That is an important task and function which must be properly 

rewarded. 

[89] I base that finding upon the evidence, the introduction of Aged Care Act 1997, the Aged 

Care Principles and the contents of the Residential Care Manual. Further and importantly is 

the fact shown in the evidence that many carers work without supervision and perform tasks 

critical to patient care. The fact that they do so is a consequence in my view of a staffing 

structure which the respondents to this Award have chosen to implement. It is a finding which 

can openly be made on all of the evidence before me. 

15.34 As to that exercise undertaken by Commissioner McCutcheon, Commissioner Dangerfield 

in Child Care (SA) Award Work Value Case observed:183  

[100] In finding at first instance that there had been changes to the value of work performed 

under the aged care section of the Health Services Employees' Award McCutcheon C found 

that the introduction of a Certificate III qualification was a significant development in the 

context of various legislative requirements imposing obligations on employers to adhere to 

183 Child Care Industry (Australian Capital Territory) Award 1998 (PR954938) [2005] AIRC 28 at [100]-

[101].  
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a strict regulatory regime. The "C10" rate was used to assist in determining rates for aged 

care workers qualified at Certificate Level III. 

[101] On appeal, the Full Commission, while overturning the retrospective date of operation 

awarded in the initial decision, nevertheless confirmed the relevance of the AQF certificate 

III as a means of classifying employees performing work at a level commensurate with the 

qualification. 

15.35 Having regard to the decisions and observations made by the IRC in South Australia, a 

work value assessment occurred with respect to the Health Services Employees Award and 

it is arguable that the rates in that award were properly set. 

15.36 It may also be observed that both the Award for Accommodation and Care Services 

Employees for Aged Persons - South-Eastern Division 2004 and Award for Accommodation 

and Care Services Employees for Aged Persons - State (Excluding South-East 

Queensland) 2004 were fixed against internal relativities. The key classification identified 

by reference to the 100% relativity rate was “Cooks” (see cl 5.1.1). No further explanation 

is made, save for noting “[t]he rates of pay in this Award are intended to include the 

arbitrated wage adjustment payable under the 1 September 2005 Declaration of General 

Ruling and earlier Safety Net Adjustments and arbitrated wage adjustments”. 

15.37 As to the pre-reform awards that list internal relativities without reference to the relevant 

comparator (whether it be a related award or the Metals Industry Award), such references 

may by implication allude to the C10 framework, however, absent a decision by the 

Commission conducting an assessment of the minimum rates and making a firm finding, 

we cannot conclude with confidence that the minimum rates were properly set.  

15.38 Finally, the majority of the pre-reform awards do not include an express reference to C10 

relativities and absent commentary or decisions by a tribunal to the contrary, suggests those 

rates were not properly fixed against the C10 framework. 

Conclusion: Industrial History 
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15.39 The industrial history underpinning the Aged Care Award demonstrates that minimum rates 

for employees within the aged care, disability and health sectors were the subject of 

consideration by the Commission (and its predecessors). At the time of modernisation, 

there was debate as to the scope of coverage for the Aged Care Award, which ultimately 

resulted in home carers being siloed into the SCHADS Award. The HASA Award was the 

“minimum rates award” used as the basis for the rates in the Aged Care Award. That 

description alone, however, is not conclusive the rates were properly fixed. As such, the 

rates may not be described with confidence as properly set.  

15.40 In order to reach a conclusion the minimum rates in the Aged Care Award are properly set, 

reference must be made to a decision of the Full Bench that expressly assesses the 

minimum rates by reference to the C10 framework and the AQF. It should be 

uncontroversial that to-date no such assessment has occurred. The preceding industrial 

history, which includes reference to “properly set” and/or “relativities”, suggests that the 

existing rates may have some alignment to the C10 framework.  

15.41 The Commission may find there is some alignment within the existing structure, noting some 

of the pre-reform award minimum rates allude to being “properly set”, this exercise must be 

undertaken deliberately and expressly with respect to the Aged Care Award in order for the 

minimum rates to be considered properly set.  
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16. WHETHER THE MINIMUM RATES IN THE NURSES AWARD WERE PROPERLY SET? 

Introduction 

16.1 The industrial history underpinning the Nurses Award demonstrates that the minimum rates 

and classifications in the pre-reform awards were the subject of several decisions relating 

to wage fixing and adjustments, special cases and work value determinations and a 

combination of state and national decisions. This section is broken into two parts: 

(a) First, an analysis of the Nurses (South Australian Public Sector) Award 2002 and 

Nurses (ANF - South Australian Private Sector) Award 2003 (collectively, the SA 

Awards), the pre-reform awards used as the basis for the classification structure in 

the Nurses Award. This analysis also demonstrates that an application by nurses 

led to the Full Bench affirming the importance of properly fixed minimum rates.  

(b) Second, an analysis of the pre-reform awards with respect to nursing employees. 

The purpose of this analysis is to set out the developments in minimum rates and 

classification structure prior to the award modernisation.  

16.2 The combined effect of that analysis will demonstrate that whilst the rates in some pre-

reform awards were described as properly set, it is unclear whether the existing rates in the 

Nurses Award were ever assessed as properly set. 

Industrial History: Nurses Award 

16.3 Prior to the modernisation process, nurses were regulated by a combination of state and 

federals awards.184 

16.4 The pre-reform awards that were used as the basis for the classification structure of the 

Nurses Award were the SA Awards.185 

184 See generally, “Draft award audit by modern awards” (excel spreadsheet): 

<https://www.fwc.gov.au/agreements-awards/awards/awards-research>. 

185 See AM2008/13, Transcript of Proceedings (3 December 2008) at paragraphs 27-42. 
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16.5 In 1998, the rates of the SA Awards were the subject of consideration by the Commission 

in the Paid Rates Review decision. That decision concerned, inter alia, two applications by 

the Australian Nursing Federation (ANF) pursuant to item 49, Part 2 of Schedule 5 of the 

Workplace Relations and Other Legislation Amendment Act 1996 (Cth) (the WROLA Act) 

to vary the SA Awards. 

16.6 The Full Bench determined: 

“We accept the submissions that although the rates contained in the awards (excluding 

Appendix A) have been treated as paid rates awards in the past, they are nevertheless 

properly fixed minimum rates with rates for the relevant classifications being within 

the acceptable range of relativities in relevant minimum rates awards. We are also 

satisfied that the incremental salary levels for nurses and enrolled nurses within the 

classification structures of the two nursing awards form part of the work value 

assessment of nurses rates of pay conducted by Full Benches of the Commission in 

the development of professional rates for the nursing profession in federal awards. 

Accordingly, they are not affected by our decision. … 

16.7 However, the Full Bench also determined that the rates of pay in Appendix A, which 

concerned “Wage Rates - Aged Care Sector” were “in excess of properly fixed minimum 

rates for nursing classifications”. As to the source of the discrepancy, the Full Bench said:  

The rates were inserted by a Full Bench of the Commission on 16 February 1996 as a special 

case and increased wages by 10% for nurses employed in the aged care sector in SA. The 

10% increase reflected a bargaining outcome achieved by the ANF in the SA public and 

private health sectors. In the light of our decision there are no grounds to retain those 

components of the rates in Appendix A which reflect the 1996 special case increase. The 

amount by which the rates in Appendix A exceed the rates in the Award proper should be 

identified separately and dealt with in accordance with the principles in this decision. 

Whether any consequential changes are required in Appendix A, is a matter to be dealt with 

at the settlement of the order giving effect to our decision. An appropriate order in 

accordance with the principles containing a residual component above the minimum rate is 

to be drawn up by the ANF …” 
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16.8 The task of adjusting the rates in accordance with the principles was subsequently settled 

by Commissioner Smith.186 

16.9 In 2003, Commissioner Hingley observed: “All rates of pay in this award have been updated 

to include the arbitrated safety net adjustment payable under the Safety Net Review — 

Wages May 2002 Decision [PR002002] and satisfy me they are properly set minimum 

rates as required by the above relevant principles” (emphasis added).187 In respect of 

rates of pay, it was also noted that this award was part of applications before the Full Bench 

in the Paid Rates Review decision. The award was varied and titled “Nurses (ANF South 

Australian Private Sector) Award 2003”. 

16.10 On 3 April 2009, the Nurses Award was published. The Full Bench made the following 

observation at that time:  

“[152] In the Nurses Award 2010 there is also a classification for nursing assistant. We were 

asked both to delete this classification and to make it more relevant. There were concerns 

about an overlap between this classification and the personal care worker. We have decided 

to retain the classification in the Nurses Award 2010 and make it directly relevant to the work 

of nurses. In addition, we have adopted the suggestion of the ANF to provide an additional 

salary point at the Certificate III level.”188 

16.11 On 22 December 2010, the Full Bench published a decision relating to the award 

modernisation and, in particular, the termination of certain instruments replaced by modern 

awards, which included consideration of the SA Awards.189 Those awards were terminated 

on 21 July 2011 in accordance with item 3 of Schedule 5 of the Fair Work (Transitional 

Provisions and Consequential Amendments Act) 2009. 

186 Appendix A had been assessed by Commissioner Smith in his Decision of 18 February 2000 (Print 

S3326) and his subsequent order of 18 February 2000 (Print S3327). 

187 Nurses (ANF - South Australian Private Sector) Award 1989 (PR933237) [2003] AIRC 797 (7 July 2003) 

at [16]. 

188 Award Modernisation - Decision - Full Bench [2009] AIRCFB 345 (3 April 2009) at [145] and [152]. 

189 Re Award Modernisation [2010] FWAFB 9916. 
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Industrial History: Pre-Reform Awards  

16.12 The following observations are supported by an analysis of the pre-reform awards (covering 

nursing employees) and the surrounding context: 

(a) several pre-reform awards were subject to work value enquires, including 

applications made pursuant to the “Special Case” wage fixing principles, which 

incorporated reference to the structural efficiency and the changes in work value 

principles; 190 

(b) the majority of the pre-reform awards were set against:  

(i) State Wage Case adjustments; 

(ii) the minimum wage; and 

(iii) arbitrated safety net adjustments; 

(c) national consistent salary rates were fixed for the following classifications:  

(i) RNs in level 1, 2 and 3;191 

(ii) RNs in level 4 and 5;192 and 

(iii) ENs;193  

(d) the rates of pay based on an assessment of work value of “Nurses Aide (assistant)” 

occurred in 2005, following which the role was re-classified as “Assistant in Nursing 

(aged care)”;194 

190 See example, Australian Nursing Federation - Determination Dec 630/91 (A Print J8402) 

191 See Industrial Relations Commission Decision 904/1990 (Print J4011) [1990] AIRC 862 (21 August 

1990). 

192 See Australian Nursing Federation - Determination Dec 630/91 (A Print J8402). 

193 See The Hospital Employees etc (Nursing Staff ACT) Award, 1980 (1992) 7 CAR 120. 

194 Australian Nursing Federation - Re Classification structure (PR965496) [2005] AIRC 1000, regarding the 

Nurses Private Employment (A.C.T.) Award 2002. 
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(e) the rates of pay based on an assessment of work value for ENs and RNs were last 

fixed in 1998; and 

(f) the minimum rates in some of the pre-reform awards were expressly described as 

“properly set” against the applicable principles and with reference to the C10 

framework.195 

16.13 We now turn to a chronological analysis of relevant wage fixing and work value 

developments with respect to the pre-reform awards from 1970s through to 2005. 

1970s 

16.14 Following the 1972 Equal Pay Case196 there were number of decisions granting increases 

to nurses in Federal awards. These included several consent orders in the early 1970s 

whereby increases were granted. Those consent orders do not disclose the basis of the 

increases and there are no decisions making any express reference to the 1972 Equal Pay 

Case. Movements in wage rates apart from those consent arrangements have been as a 

result of National Wage Case movements or changes in work value.197 

16.15 On 27 June 1975, the RANF filed an application with respect to wages and working 

conditions of nurses, midwives and ENs employed in hospitals, nursing homes, rest homes 

or convalescent homes covered by the Nurses (South Australia) Award. On 16 March 1976, 

the Commission varied the award which included updated salaries for each classification.198 

The award was also subject to increases following the review of award wages by the Full 

Commission (SA), which were made without regard to work value199 

195 See example, Nurses (State) Award and Nurses Private Employment (ACT) Award 2002. 

196 Equal Pay Case 1972 (1972) 147 CAR 172 (1972 Equal Pay Case). 

197 See Private Hospitals' & Doctors' Nurses (ACT) Award 1972 (Print G7200) (1987) 20 IR 420; [1987] 

AIRC 135 (7 May 1987) (“A257” decision). 

198 South Australian Government Gazette, No 15, 1 April 1976, 1772-1776. 

199 See example, 2008 General Review of Award Wages and the Minimum Standard for Remuneration 

[2008] SAIRComm 10 (20 August 2008). 
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16.16 This next section will trace the history of work value decisions, with some elaboration on 

more significant decisions.  

1980s 

16.17 In 1981, work value cases for nurses covered by Federal awards: 

(a) in the Department of Veterans’ Affairs (DVA) hospitals by Commissioner Taylor;200 

(b) in the ACT by Commissioner Brack;201 and 

(c) for nurses employed by the Northern Territory Public Service by Deputy Public 

Service Arbitrator Watson.202 

16.18 In the Nurses Comparable Worth Case,203 the Commission affirmed that cases based on 

the “1972 equal pay principle” could be advanced through the “anomalies conference 

procedure” provided for in the wage fixing principles. However, in doing so the Commission 

rejected any wider proposition that wages could be fixed on the basis of “comparable worth” 

between different types of work that were not related or similar.204 

16.19 In the Nurses Comparable Work case,205 the Full Bench concluded: 

“In summary, we say that the 1972 Equal Pay Principle is available to be implemented in 

awards in which it has not been implemented and that all such applications should be 

processed through the Anomalies Conference. From the material that was put to us it 

appears that all parties acknowledge that a number of special factors may be relevant to a 

review of nurses' salaries. It is our view that the pursuit of this claim through the Anomalies 

200 “A257” decision, citing (1981) 79 CPSAR 789. 

201 Capital Territory Health Commission and Royal Australian Nursing Federation (Print E8456) (1982) 269 

CAR 66. 

202 “A257” decision, citing Print N547 

203 Nurses Comparable Worth Case (1986) 13 IR 108. 

204 Pharmacy Case at [149], citing Nurses Comparable Worth Case (1986) 13 IR 108 at 113. 

205 “A257” Decision citing Print G2250 (18 February 1986). 
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Conference should involve the raising of all those issues, including those referred to in the 

ACTU Executive decision of November 1985.” 

16.20 Following Nurses Comparable Worth Case pay equity claims were processed through the 

anomalies and inequities principle. (The anomalies and inequities principle was dropped in 

the 1991 National Wage Case206). 

“A257” decision 

16.21 The “A257” decision concerned claims with respect to the wages, allowances and career 

structure of nurses whose conditions of employment are regulated by Federal awards (with 

the exception of RNs employed by the Australian Government in Victoria). It was observed 

at the outset, that nurses covered by Federal awards comprises “a small portion of the total 

number of nurses within Australia” with “vast majority of nurses are subject to the terms of 

awards made by State Industrial Authorities”. 

16.22 As to RNs in Victoria, the Commission said: 

“By a decision of 6 August 1986 in matter A No. 262 the President granted a claim for resolution of 

Inequities pursuant to Principle 6(b) in respect of Registered Nurses employed by the Australian 

Government in Victoria. This decision resulted from an agreement reached between the parties to the 

Anomalies Conference involving the matching of rates of pay and award structure of Registered Nurses 

employed in Victoria by the Australian Government with the rates of pay and award structure of 

Registered Nurses covered by the Registered Nurses Award of the Industrial Relations Commission 

of Victoria. The agreement involved the withdrawal by the RANF from A No. 257 (the matter presently 

before us) of all those nurses subject to A No. 262, without prejudice to argument in favour of a national 

rate for nurses.” 207 

16.23 The Commission identified three categories of nursing personnel covered by the awards: 

(a) RNs;  

(b) ENs; and  

206 National Wage Case 1991 (1991) 39 IR 127. 

207 “A257” decision. 
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(c) those undertaking training comprising ENs in Training and Student Nurses who are 

training to be RNs. 

16.24 The RANF argued that there was inequity between nurses performing similar work who are 

subsequently paid dissimilar rate without good reason between awards (whilst not within 

the scope of the application, that argument extended to include reference to state awards). 

It was alleged that the rates were not properly fixed because the 1972 Equal Pay Case had 

not been implemented in nurses' awards and because of the manner in which nurses' rates 

have been set. 

16.25 As to changes in work, the following categories were relied upon: 

“1.  Increased patient dependency. 

2.  New drugs, new techniques of drug administration and intravenous therapy. 

3.  Changes in work orientation and the devolution of responsibility from medical officers. 

4.  Technological changes and new procedures which have affected nurses' work. 

5.  Staff shortages as they relate to nurses' work. 

6.  Differences and changes in nursing techniques and functions. 

7.  Changes in isolation and infection control which have come about through the advent of 

multi-resistant bacteria and new diseases. 

8.  Changes in education necessitated by the other work value changes.” 

16.26 The Commission made the following findings: 

“In respect of the ACT, the NT and DVA hospitals in New South Wales, South Australia, 

Western Australia and Tasmania we are satisfied that there have been changes in the nature 

of the work, skill and responsibility of nurses which constitute a significant net addition to 

work requirements within the terms of Principle 4. This is acknowledged. We are also agreed 

that the changes are of a similar order to those relied upon by Mr Commissioner Wells in 

New South Wales and in the decisions of the other State tribunals referred to. Our 

conclusions generally in relation to work value changes are in harmony with these decisions. 
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As we had no evidence in respect of the work of nurses at Repatriation General Hospital, 

Greenslopes in Queensland we cannot accept the RANF's submission that similar work 

value changes as those demonstrated in DVA hospitals in other States can be assumed for 

Commonwealth nurses in Queensland. We therefore make no finding as to whether Principle 

4 has been satisfied in relation to these nurses.” 

16.27 The Full Bench, relevantly, held: 

(a) the 1972 principle did not apply to RNs covered by federal awards; 

(b) there were fundamental problems in the existing career structure;  

(c) there was a shortage of nurses while there was a pool of qualified nurses outside 

the industry; and 

(d) as to work value, as extracted above, they were satisfied that there had been 

changes in the nature of the work, skill and responsibility of nurses which constituted 

a significant net addition to work requirements within the terms of the work value 

principle.208 

16.28 The Full Bench also rejected a movement towards “professional rates”, observed they had 

not been provided with “any information or material which would justify a fixation of rates 

beyond the levels of the rates for nurses which have been assessed by recent decisions of 

State tribunals”.209 

16.29 The Commission went on to grant a range of increases in respect of the awards before it 

on the basis of the identified anomaly, inequities and work value changes. 

16.30 Between 1989 and 1990, the Commission delivered a series of decisions with respect to 

the rates for RNs in federal awards. 

208 Private Hospitals' & Doctors' Nurses (ACT) Award 1972 (Print G7200) (1987) 20 IR 420 at 443; [1987] 

AIRC 135 (7 May 1987).  

209 Private Hospitals' & Doctors' Nurses (ACT) Award 1972 (Print G7200) (1987) 20 IR 420 at 446–447. 
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16.31 In Industrial Relations Commission Decision 1052/1989 [1989] AIRC 1012 (21 December 

1989), the Commission considered an application brought by the ANF and the Hospital 

Employees Federation of Australia to vary all federal awards and determinations regulating 

the salaries of registered nurses, for what are referred to as professional rates. The matter 

was referred under the “Special Case” provisions of the August 1988 and August 1989 

National Wage Principles. 

16.32 A useful summary of the decision was provided by the Commission in a subsequent 

decision: 210 

“In decisions handed down on 21 December 1989 (Print J0855) and 20 January 1990 (Print 

J1288) we determined that the ANF had made out a case for moving towards consistency 

of approach in the fixation of nurses' salaries. We said that we agreed with the objective of 

establishing nationally consistent rates and structures for nurses in federal awards, but that 

this would take time to achieve because of the differences previously existing in rates and 

conditions as between nurses in the various States and Territories.  

As a first step towards national rates the Bench established a single entry point for 

registered nurses at level 1 in federal awards in all States and Territories except 

Tasmania, where an existing 4% differential was maintained. The percentage increase 

required to achieve the common entry rate was then applied to the existing salaries 

in each of the awards. We indicated that we were not prepared to alter the internal 

relativities in the various awards, or to fix final rates, without greater attention being given to 

salary-related conditions. We said that whilst we believed that nationally consistent rates for 

nurses would be the best outcome in the long term, the concept of national rates was a 

fiction if it referred only to salaries. Differences in salary-related conditions, in particular those 

involving shift penalties, overtime and weekend work were to be addressed in structural 

efficiency negotiations in the various States and Territories and in relation to DVA hospitals. 

It was made clear that there would have to be significant progress on rationalisation of these 

conditions before there could be any further move towards nationally consistent rates. The 

210 The Hospital Employees etc (Nursing Staff ACT) Award, 1980 (1992) 7 CAR 120. 
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Bench also indicated that the manner in which rationalisation of conditions was achieved 

would affect the final salary levels prescribed in these awards. 

Commissioners Cross and Smith were delegated to deal with individual structural efficiency 

applications by way of conciliation and/or arbitration. This has now take place and first phase 

structural efficiency increases for nearly all of the nurses covered by these claims have been 

approved. 

The matters were re-listed on 25 June 1990 to 'review final rates and relativities together 

with the timing of any further increases both in relation to the claims for more nationally 

consistent rates and structural efficiency.' It is now our task to assess the structural 

efficiency results and to consider the new rates claimed for the classification structure in 

these awards. We have examined the Commissioners' decisions and are satisfied that the 

parties have properly addressed the structural efficiency principle taking into account the 

issues raised in our earlier decisions. It is anticipated that the latest decision of the 

Commissioners to be handed down today will enable the establishment of a consistent 

pattern of shift and weekend penalty rates in these award.”211 

16.33 By a 1990 Full Bench decision,212 the Commission fixed national consistent salary rates for 

RNs in levels 1, 2 and 3 with salaries for levels 4 and 5 still to be determined (for 

completeness, Level 4 concerns “Assistant Directors of Nursing” (ADONs) and Level 5 are 

“Directors of Nursing” (DONs)). That application was heard alongside with an application 

for structural efficiency increased pursuant to the national wage decision of 12 August 1989. 

Rates were fixed for level 1, 2 and 3 with regard to work value consideration and structural 

efficiency adjustments.  

211 The Hospital Employees etc (Nursing Staff ACT) Award, 1980 (1992) 7 CAR 120. 

212 I Industrial Relations Commission Decision 904/1990 (Print J4011) [1990] AIRC 862 (21 August 1990).   
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16.34 A differently-constituted Full Bench on 21 December 1990 decided that Level 4 and Level 

5 rates required still further attention from the parties; but it approved interim increases of 

3.5 per cent at those levels.213 

16.35 By a 1992 Full Bench decision,214 salary increases were considered appropriate for Levels 

4 and 5. 

16.36 In an application brought by the ANF and HSU,215 the following federal awards were subject 

to s 113 applications:216  

(a) Hospital Employees Etc. (Nursing Staff A.C.T.) Award 1980; 

(b) Nurses Private Employment (A.C.T.) Award 1972; 

(c) Nurses (Northern Territory Public Service) Award 1985; 

(d) Nurses (Tasmanian Public Sector) Award 1988; 

(e) Nurses (Tasmanian Private Sector) Award 1990; 

(f) Nursing Staff (Repatriation Hospitals) Australian Nursing Federation Award 1991 

(Determination No. 195 of 1970 [Nursing Staff - RANF]); 

(g) Nurses (South Australian Public Sector) Award 1991 (Nurses (Registered Nurses - 

South Australian Public Hospitals and Health Agencies) Award 1989); 

(h) Nurses (ANF - South Australian Private Sector) Award 1989; 

(i) Nurses (Northern Territory) Private Sector Award 1989; 

(j) Doctors' Nurses (Northern Territory) Award 1980; 

(k) Nurses (Government Subsidised Employers) Award 1989; 

213 Australian Nursing Federation - Determination Dec 630/91 (A Print J8402) at 275, citing  

Print J6124. 

214 Australian Nursing Federation - Determination Dec 630/91 (A Print J8402). 

215 The Hospital Employees etc (Nursing Staff ACT) Award, 1980 (1992) 7 CAR 120. 

216 The Hospital Employees etc (Nursing Staff ACT) Award, 1980 (1992) 7 CAR 120. 
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(l) Nurses (Hetti Perkins Home For The Aged - Aboriginal Hostels Limited) Award, 

1986; 

(m) Nurses (Queensland Public Hospitals) Award 1991; 

(n) Nurses (South Australian Public Sector) Award 1991; and 

(o) Determination No. 3 of 1945 [General Staffs: Repatriation Institutions and Military 

Hospitals] Nurses (SA Mental Health Service) Award 1992; 

16.37 The applications were made pursuant to the Special Case wage fixing principle with 

reference to the structural efficiency and the changes in work value principles. The 

competing applications sought to provide for ENs a classification structure consistent with 

the objectives of those principles which has the following, inter alia, ingredients: 

(a) wage levels which reflect relative skills attained and utilised at each classification 

level; and 

(b) properly fixed internal relativities within the EN structure and within the nursing 

structure. 

16.38 The differences between the unions' applications relate primarily to appropriate wage rates 

and relativities: in particular the number of levels within the proposed EN structure and the 

resultant relativities with the RN structure. Each union claims its structure, if adopted, would 

provide a further step in achieving the objective of properly fixed nationally consistent wage 

structures for nurses. 

16.39 Having regard to the above history, it was observed: 

“We have decided on the basis of the submissions before us that the historical perspective 

of this matter forms the basis for a special case pursuant to the August 1989 National Wage 

Case decision. We have considered the requirements of the relevant principles - structural 

efficiency and changes in work value within the parameters on which the anomaly was found 

to exist in the history of federal coverage of nurses in ”A257”. There is a requirement when 

determining rates and relativities under the work value changes principle that "structural 
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efficiency exercises should incorporate all past work value considerations”. As in other 

special cases we have found it unnecessary to compartmentalise the requirements of each 

principle. 

The fundamental task facing the Commission in this matter is to ensure that the rates fixed 

for ENs bear a proper relativity having regard to internal and external comparisons. Such a 

requirement is implicit in the structural efficiency principle and explicit in the changes in work 

value principle. It is to that end result that we have directed our attention bearing in mind that 

one of the major grounds in support of the applications is the achievement of a national 

classification structure for ENs based on skill related comparabilities within the EN structure 

and with the RN structure. Those applications would be unnecessary if, by historical 

coincidence, the EN wage fixation in the various jurisdictions from which the federal awards 

are sourced were consistent in respect to rates and structures. It is because the pattern of 

award coverage is disparate and inconsistent, reflecting different backgrounds, that the 

applications are being pursued. 

… 

It is the new structure created for RNs with its own cohesive internal relativities which 

was set within an industry with a growing incidence of federal coverage which 

contributes to the circumstances in which we are asked to determine rates for ENs.” 

(Emphasis added). 

16.40 The Commission made the following conclusions: 

“The work of enrolled nurses was properly fixed as part of the "A257" case which fixed 

relativities for all classes of work of nurses. Since that decision a number of State 

tribunals have conducted work value or anomaly/special cases in respect to the 

nursing structure including ENs. The classification structure of RNs has been 

fundamentally reviewed as part of a special case conducted in conjunction with structural 

efficiency exercise. That case determined relativities different from those awarded in 

the "A257" case for reasons fully set out in relevant decisions. The parties 

foreshadowed their intention to conduct a review of EN rates following resolution of 

RN rates. As such the classification structure did not form part of the structural 
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efficiency exercise for ENs but forms part of the special case which we have found to 

exist. 

… 

there is comparability in the work of ENs to attract a common classification structure across 

all awards; the increase in skills acquired and utilised as work experience increases with 

time can form the basis of a career path; a wage relationship between the EN and the RN 

Y1 should be established on work value grounds in fixing the limits of the classification 

structure. 

Turning to the classification structure and salary levels we have decided that the awards will 

be varied to reflect the following: 

… 

The range is consistent with the relativity range 91% - 99% of the current registered nurse 

structure. The rates we have fixed are related to a Y1 RN who holds a UG 2 qualification. 

This represents the first stage position of the ANF. We have carefully considered the 

submissions of all the parties in relation to the treatment of EN relativities in the light of the 

shift of RN educational base from UG 2 to UG 1, the latter being awarded a higher starting 

point in the RN scale by a Full Bench decision. All employers opposed the automatic 

movement of the EN relativity to match the UG 1, describing such a move as premature, 

without foundation and industrially unsound. A number of submissions strongly challenged 

the unions' claims that the UG 2 classification would not have relevance in the future. Both 

the ANF and the HSUA argued that the changeover to UG1 was a viable goal to be 

progressively achieved in the States in the foreseeable future and that such a rate should 

be the appropriate ’’enduring" benchmark. 

… 

In evaluating the work of the EN we note the planned developments in the educational area 

but stress that we have reached our decision on an assessment of the value of work 

including an assessment of the current educational base for an EN which is hospital based. 

However there can be no future double counting for increased work value arising out of 

changed educational qualification of ENs: for example in the form of accelerated entry 

together with a higher base relativity with the UG 1 qualified RN. 
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In making observations about the future educational preparation for an EN we further 

observe that a fundamentally important issue arising out of the evidence relates to the 

objective of a career path for ENs based on a skilled based classification structure. The 

attainment of this objective is shared by us and is consistent with the thrust of wage fixing 

principles based on restructuring since 1989. It forms an important part of the reason why 

we are prepared to adopt a new structure and definitions for ENs. We wish to make it clear 

on the basis of the material before us and our knowledge of the RN structure that the 

objective will be fully met when obstacles inhibiting ENs from advancing through to the RN 

structure are overcome. Until then we do not believe that opportunities for an integrated 

career path exist for all aspirants. However while the evidence of Ms Parkes in particular 

explains the interrelated developments in areas such as training, competency, accreditation, 

common standards etc, which as the ANF said, ’’coalesce to give impetus to each other" the 

ultimate attainment of the objective is beyond the scope of this Commission. It remains 

however of fundamental importance to enable a genuine career path to be accessible to ENs 

working in the nursing profession.” 

(Emphasis added). 

Award Simplification 

16.41 The Full Bench of the AIRC delivered a test case decision on the simplification of federal 

awards on 23 December 1997.217 The award simplification process means reviewing 

awards to see which provisions remain and which are to be removed. Where provisions are 

retained, the AIRC will attempt to ensure that they are easy to understand, that they support 

workplace efficiency and meet other tests. The 20 allowable award matters detailed in s 

89A(2) of the WR Act provide primary guidance on provisions which will be retained in 

awards. 

16.42 As part of the award simplification process, awards were varied so that they: 

(a) act as a safety net of fair minimum wages and conditions of employment (s 88A(b) 

of the WR Act); 

217 Award Simplification Decision (Print P7500) (1997) 75 IR 272 (23 December 1997). 
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(b) are simplified and suited to the efficient performance of work according to the needs 

of particular workplaces or enterprises (s 88A(c) of the WR Act); and 

(c) encourage the making of agreements between employers and employees at the 

workplace or enterprise level (s 88A(d) of the WR Act). 

16.43 Several of the pre-reform awards were subject to this process following that test case.218 

16.44 On 20 October 1998, the Commission published the Paid Rates Review decision, which set 

out the principles with respect to properly set minimum rates (considered earlier in these 

submissions). 

2000-2005 

16.45  In Appln By Australian Nursing Federation To Vary Nurses Private Sector (ACT)219 (ACT 

Decision), the ANF commenced an application to vary the Nurses Private Employment 

(ACT) Award 2002 pursuant to work value principles. The application sought to insert a new 

classification structure in relation to an “Assistant in Nursing (Aged Care)” and to update 

the wage rates contained in the award.  

16.46 The ANF contended that, prior to 1990, the “Nurses Aide (assistant) role” was 

predominately one of personal care (e.g. feeding and dressing residents). By 2005, and 

primarily due to the increased requirements of the Aged Care Act 1997 (Cth) and the 

increased acuity and dependency of residents, the role of the Nurses Aide (assistant), it 

was argued, has become more clinically focused.220 

218 See examples, ACT Nurses Award 2000 - re Award simplification (PR902637) [2001] AIRC 279; Aged 

and Disabled Persons' Hostels (ALHMWU) Interim Award 1996; Nursing Assistants (ALHMWU) Interim 

Award 1996; Private Hospitals and Nursing Homes (ALHMWU) Interim Award 1996 - re Award 

simplification (PR910160) [2001] AIRC 1058. 

219 Appln By Australian Nursing Federation To Vary Nurses Private Sector (ACT) (PR 965496) (21 

November 2005) (ACT Decision). 

220 ACT Decision at [10]. 
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16.47 After considering the relevant work value considerations, the Commission was satisfied that 

an increase in work value justifies the insertion of a new classification structure in the award. 

16.48 In making variations to the award, that were held to be justified by work value reasons, the 

Commission also ensured the proposed rates were aligned with the C10 classification and 

consistent with existing awards and principles. The Commission’s observations, in this 

respect, are instructive: 

[83] I am also satisfied that the wage rate proposed by the ANF for unqualified AINs 

appropriately recognises the role and responsibilities of an unqualified worker while 

providing sufficient incentive for employees to gain the relevant qualifications. The rate 

struck is slightly more than 89% of the C10 rate and has the advantage of just exceeding 

(albeit by little more than $1 per week) the current rate applying to Nurses Aide (assistant) 

under the award. 

[84] I am also satisfied that the classification of Assistant in Nursing Level 2 is 

appropriately aligned with the C10 classification in the Metals Award. I am also satisfied 

that further experience gained on the job at that level is appropriately remunerated by a 

further increment after one year to take the rate to 102% of the C10 rate. These rates are 

proposed by the ANF and consented to be the employers. To adopt these rates for an AIN 

with a Certificate III in Community Services (aged care) is consistent with the provisions of 

the Act and the Wage Fixing Principles. AINs in the aged care industry in the ACT will have 

similar rates of pay to those applying to qualified AINs employed under the Nurses Aged 

Care Award — State 2003 (Qld). 

[85] I am not satisfied that I have sufficient evidence before me to justify the awarding of a 

further increment to recognise experience gained after a second year of holding the 

Certificate III. Additionally, while the rate proposed by the ANF for the new Level 3 

classification is apparently not opposed by the employers, I am not convinced that the 

evidence before me is sufficient to establish such relativities between an AIN with a 

Certificate III and another AIN holding a Level IV Certificate. The rate proposed by the AIN 

would result in a first year Level 3 AIN with Certificate IV qualifications having a minimum 

rate of pay under the award exceeding that of an Enrolled Nurse with one years’ experience 
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and the minimum rate for a Level 3 AIN with two years’ experience exceeding that of an 

Enrolled Nurse with five years’ experience. It may be that such rates can be justified but I 

am not persuaded that I have sufficient evidence before me concerning the relative 

qualifications and duties of Enrolled Nurses to accept this proposition. 

[86] In this regard it is important to note that part of Principle 6 which states: 

In addition to meeting this test a party making a work value application will need to 

justify any change to wage relativities that might result not only within the relevant 

internal award structure but also against external classifications to which that 

structure is related. There must be no likelihood of wage leapfrogging arising out of 

changes in relative position. 

[87] The majority of the evidence before me concentrated on the value of the Certificate III 

qualification and the duties and responsibilities given to AINs with this qualification. While 

some of the evidence went to the role of AINs with a Certificate IV qualification, and while I 

recognise that under the classification descriptors the AIN Level 3 position would be a 

promotable position, I am not prepared to insert a classification of Level 3 at the proposed 

rate in the absence of sufficient evidence to justify disturbing the relativities between the AIN 

and EN classifications. I note in this respect that, while the wage rates for Enrolled Nurses 

under the relevant Queensland State award are higher than those in this award, the 

maximum rate for an AIN does not exceed the minimum EN rate. 

[88] I am, however, prepared to hear further evidence on the matter of an appropriate rate 

for the classification of AIN Level 3 to recognise the holding of a Certificate IV qualification. 

[89] In reaching this conclusion I have accepted that this award contains properly 

fixed minimum rates as required by the legislation. I am also satisfied that the variation 

I am prepared to make to the award meets the requirements of the legislation and the 

Statement of Principles.221 (Emphasis added) 

221 ACT Decision at [84]-[89]. 
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Conclusion: Industrial History  

16.49 The industrial history underpinning the Nurses Award reveals that the classifications and 

wage rates of RNs, ENs and AINs have been subject to extensive review. Several work 

value applications were previously heard. Steps towards consistent minimum rates were 

achieved with decisions fixing minimum rates for the different levels of classification at a 

federal level.  

16.50 Notwithstanding that history, which suggests that there may be a proper basis for finding 

the minimum rates in the Nurses Award were “properly set”, in order to reach a conclusion 

the minimum rates in the Nurses Award are properly set, reference must be made to a 

decision of the Full Bench that expressly assesses the minimum rates by reference to the 

C10 framework and the AQF. Since the publication of the Nurses Award, it would not be 

controversial to conclude, this has not occurred.  

16.51 The preceding industrial history may give the Commission some confidence to find there is 

some alignment within the existing classifications and minimum rates structure. However, 

the exercise of properly setting minimum rates against the C10 framework (and with regard 

for the AQF) is a deliberate exercise and one that we submit should be undertaken with 

respect to the existing classification structure in the Nurses Award.  
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17. WHETHER THE MINIMUM RATES IN THE SCHADS AWARD WERE PROPERLY SET? 

Introduction 

17.1 The industrial history underpinning the SCHADS Award demonstrate that the minimum 

rates and classification structures were not consistent throughout the pre-reform awards. 

This section is in two parts: 

(a) First, an analysis of the award modernisation process, together with identification of 

the pre-reform awards used as the basis for the classification structures and 

minimum rates in the SCHADS Award. This analysis will demonstrate that the 

structure of this award was the subject to extensive debate.  

(b) Second, an analysis of the Residential Award, which provides an example of the 

overlap that exists within the aged care sector, home sector and disability sector. 222 

17.2 The combined effect of that analysis will demonstrate that whilst the rates in some pre-

reform awards were described as properly set, and references were made to the C10 

framework in submissions during the award modernisation, it is unclear whether the existing 

rates for home care employees in the SCHADS Award were ever assessed as properly set. 

Industrial History: SCHADS Award 

17.3 At the outset, it should be noted that the SCHADS Award covers four sectors:  

(a) crisis assistance and supported housing sector; 

(b) social and community services sector; 

(c) home care sector; and 

(d) family day care scheme sector.223  

222 Residential and Support Services (Victoria) Award 1999. 
223 SCHADS Award, cl 4.2. 
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17.4 Several pre-reform awards addressed those sectors either individually and/or in 

combination.224 Of those pre-reform awards, five were used as the basis for the 

classification structure and rates in the SCHADS Award.  

17.5 In Award Modernisation - Statement - Full Bench - [2009] AIRC 865; [2009] AIRCFB 865 

(25 September 2009), the Full Bench set out the pre-reform awards that formed the basis 

of classifications and wage rates in the SCHADS Award exposure draft:  

(a) The classification and wage rates for “social and community service employees” 

largely reflect the Social and Community Services (Queensland) Award 2001.225  

(b) The classification and wage rates for “crisis accommodation employees” reflect the 

Crisis Assistance Supported Housing (Queensland) Award 1999. It was also noted 

that those employees “have been integrated into the social and community services 

employee wage rate structure taking into account qualification levels”.226 

(c) The wage rates and definitions for “family day care employees” were derived from 

the federal Family Day Care Services Award, 1999.227 

(d) The classification structure and wage rates for “disability service employees” largely 

reflect the Residential and Support Services (Victoria) Award 1999.228 

(e) The wage rates and classification definitions for “home care employees” are based 

on the Home and Community Care Award 2001. It was also observed that “[t]he 

wage rate for a Certificate III qualified home care employee (grade 3) is the same 

224 See generally, “Draft award audit by modern awards” (excel spreadsheet): 

https://www.fwc.gov.au/agreements-awards/awards/awards-research. 

225 Award Modernisation - Statement - Full Bench [2009] AIRC 865; [2009] AIRCFB 865 (25 September 

2009) at [101]. 

226 Award Modernisation - Statement - Full Bench [2009] AIRC 865 at [102]. 

227 Award Modernisation - Statement - Full Bench [2009] AIRC 865 at [103]. 

228 Award Modernisation - Statement - Full Bench [2009] AIRC 865 at [104]. 
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rate as for a similarly qualified aged care employee (level 4) in the Aged Care Award 

2010”.229 

17.6 As to pre-reform awards relating to social and community service, the Full Bench said: 

“[101] … There are federal awards in this sector in all states except New South Wales, 

Tasmania and South Australia, where there are NAPSAs. The wage rates in the federal 

Australian Capital Territory, Western Australian and Queensland awards were reviewed as 

part of the award simplification process in 2002. They are all currently very similar. The New 

South Wales NAPSA provides for generally higher wage rates than the federal awards. The 

South Australian and Tasmanian NAPSA wage rates are generally lower than the federal 

awards. In adopting the federal Queensland award wage rates, we note that s.576(L) of the 

WR Act requires that modern awards provide a fair minimum safety net.” 

17.7 At the time of consideration, it may also be noted, the Queensland Community Services 

and Crisis Assistance Award – State 2008 (Queensland SACS award) wage rates were 

significantly higher than the wages in the federal and other state awards applying in the 

SACS industry.230 However, the rates published in the exposure draft as to crisis 

accommodation workers were lower than that award.231  

17.8 As to the pre-reform awards relating to disability services, the Full Bench said:  

[104] Award coverage of disability services employees is currently spread over federal 

awards (Australian Capital Territory, Victoria and Northern Territory) and NAPSAs (New 

South Wales, Tasmania, South Australia and Queensland). Wage rates are largely 

comparable between the federal awards (the Australian Capital Territory award is slightly 

higher). The New South Wales NAPSA wage rates are again the highest rates. All of the 

other State NAPSAs contain generally lower rates. 

229 Award Modernisation - Statement - Full Bench [2009] AIRC 865 at [106]. 

230 Equal Remuneration Case [2011] FWAFB 2700 (16 May 2011) at [2]. 

231 Equal Remuneration Case at [2]. 
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17.9 On 5 November 2009, at a hearing with respect to the award modernisation, the exposure 

draft of the SCHADS Award, “social and community services employee level 2, which is 

pay point 1” was identified as the “equivalent C10”.232 

17.10 During the award modernisation process, support for aged persons or persons with a 

disability in their home was covered by both the SCHADS Award and Aged Care Award, 

with coverage subject to the industry of the employee. In a later decision, the Full Bench 

determined “home care employees will be solely covered by the Social, Community, Home 

Care and Disability Services Industry Award 2010”. A clear decision was made to not 

include “home care employees” under the Aged Care Award.233 

17.11 In December 2009, the Commission published the SCHADS Award.  

17.12 As to the classifications and minimum rates, the Full Bench observed: 

“[80] We have decided to make a modern award based on the terms of the exposure draft 

but with a number of alterations some of which we deal with below. The award will include 

the classifications and minimum wages which appear to us, on the material available at 

this time, to be appropriate for a modern award in this industry. We accept the force of 

the submissions made that in the circumstances it would be inconvenient to say the least to 

introduce new classifications and minimum wages for the industry covered by the award 

when a significant case is contemplated before Fair Work Australia next year. We have 

decided that the operative date for the implementation of the new classifications and wages 

should be delayed until 1 July 2011.”234 

17.13 The decision referred to in that passage was the Equal Remuneration Case [2011] FWAFB 

2700 (16 May 2011) (the Equal Remuneration Case).  

232 AM2008/24, Transcript of Proceedings [2009] FWATrans 864 (24 November 2009) at [PN3067]- 

[PN3074]. 

233 Award Modernisation - Decision - re Stage 4 modern awards [2009] AIRCFB 945 (4 December 2009) at 

[77]. 

234 Award Modernisation - Decision - re Stage 4 modern awards [2009] AIRCFB 945 (4 December 2009) at 

[80]. 
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17.14 By that publication, the SCHADS Award “replaced, in whole or in part, the provisions of a 

number of federal and state awards previously applying in the industry. While the modern 

award contains a new classification structure and wage rates, when the award was made it 

contained a provision that the wage rates should not operate until 1 July 2011”.235 

17.15 The operation of rates was further delayed until 1 February 2012.236 In this respect the 

SCHADS Award was different to the Aged Care Award and Nurses Award which both 

commenced on 1 July 2010.  

17.16 Shortly after being made in 2010, the industrial history of the SACS Award was diverted 

with the Equal Remuneration case. In looking at minimum rates and the notion of properly 

set minimum rates, the Commission need not be unduly delayed by consideration of this 

decision because: 

(a) it is arguable the decision was erroneously decided given the reasoning in the Equal 

Remuneration Case 2015;237 and 

(b) that decision was given effect to by an equal remuneration order and does not 

concern the setting of minimum rates and is not otherwise governed by ss 157, 134 

or 284. 

Industrial History: Pre-Reform Awards 

17.17 As mentioned above, the Residential Award commenced on 28 October 1999. That award 

was held to be properly fixed in accordance with the Paid Rates Review decision and, in all 

other respects, meet the requirements of the WR Act.238 That award was a “stand alone” 

award for employees within the disability services sector. It applied to the whole of Victoria 

235 Equal Remuneration Case at [4]. 

236 Determination - Social, Community, Home Care and Disability Services Industry Award 2010 

(PR508395) [MA000100] (12 April 2011). 

237 Equal Remuneration Case 2015 (2015) 256 IR 362; [2015] FWCFB 8200. 

238 Health Services Union of Australia v Kindilan Society 1493/99 (N Print S1841) [1999] AIRC 1448 (16 

December 1999). 
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in relation to persons employed in direct client support roles in residential and/or non-

residential support services for people with disabilities and/or young people and/or 

children.239 That award also provided that the Residential Award was to prevail to the extent 

of any potential inconsistency under the HASA Award.240  

17.18 The Commission determined that the Residential/Support Services Worker Grade 3 

classification is properly equated to a C10. In the draft produced by the parties, they 

proposed a base rate less than the C10, but adjusted the other classification rates at the 

base level by maintaining existing internal relativities. The Commission specifically 

considered the impact the lower rate on the rates in the second and third years of each 

grade.  

17.19 Notwithstanding the reduction to the base pay of the key classification, having considered 

the evidence, the Commission concluded “the rates of pay at the base level and in the 

second and third year are fixed at an appropriate level on work value grounds”.241 

Conclusion: Industrial History 

17.20 The industrial history with respect to the SCHADS Award suggests that the classifications 

and minimum rates that appear in the SCHADS Award were the subject of extensive 

consideration, with reference to a combination of pre-reform awards that were considered 

properly fixed.  

17.21 Despite that history, as previously mentioned, in order to reach a conclusion the minimum 

rates in the SCHADS Award are properly set, reference must be made to a decision of the 

Full Bench that expressly assesses the minimum rates by reference to the C10 framework 

239 Residential and Support Services (Victoria) Award 1999, cl 4.2. 

240 Residential and Support Services (Victoria) Award 1999, c 4.3.  

241 Health Services Union of Australia v Kindilan Society 1493/99 (N Print S1841) [1999] AIRC 1448 (16 

December 1999) at [20]. 
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and the AQF. Whilst the award has been the subject of much consideration, it would not be 

controversial to conclude that no such assessment has occurred.  

17.22 The industrial history may support a finding that there is some alignment within the existing 

structure, however, the exercise of fixing properly set minimum rates must be undertaken 

in an express fashion. This exercise should occur with respect to all minimum rates in the 

SCHADS Award.  
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19. THE WORK PERFORMED BY AGED CARE EMPLOYEES  

Introduction  

19.1 This next section considers the “changes” that have occurred in the work of aged care 

employees and will distinguish between changes that are genuine work value reasons and 

those that are not. Having regard to the work value reasons listed at s 157(2A) and the work 

value consideration summarised above we will consider each classification stream in turn:  

(a) personal care workers; 

(b) general and administrative support workers; and 

(c) food services workers. 

(a) Personal Care Workers  

19.2 At the outset of this analysis we note that personal care workers and AINs perform the same 

work. As previously mentioned, the terms are regularly used interchangeably. As such, the 

following observations and conclusion made with respect to personal care workers will 

apply to AINs.  

The nature of the work 

19.3 The nature of work performed by personal care workers has been impacted by two main 

changes to the aged care sector within the past decade: 

(a) As evinced by the preceding overview of the aged care sector, the composition of 

aged care consumers has changed within the past 10 years. This has resulted in 

consumers entering residential aged care later in life242 and with higher needs.243 

242 Statement of Paul Sadler dated 1 March 2022 [57] (Statement of Paul Sadler); Supplementary 

Statement of Dr Gabrielle Anne Meagher dated 27 October 2021, Annexure GM-1: “Supplementary Expert 

Report”, page 6. See Statement of Craig Smith dated 2 March 2022 at [34]-[40] (Statement of Craig 

Smith). 

243 Statement of Emma Brown dated 2 March 2022 at [44] (Statement of Emma Brown); Statement of 

Craig Smith at [39] and [61]-[63]; Statement of Paul Sadler at [58]. 
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The majority of consumers are now have clinically more complex needs and are frail 

and have many more cognitive and mental health issues than in the past (including 

dementia).244 Consumers are also staying in residential aged care facilities for 

shorter durations.245  

(b) The introduction of the Quality Standards has also resulted in a shift to “consumer 

focused care”, this reform reinforced the “focus” of aged care is upon the in individual 

consumer.246 

19.4 The combination of those two changes to the aged care sector has resulted in the following 

“changes” to the nature of the work performed by a personal care worker: 

(a) Consumer preferences factored. Catering to the needs of the consumer is 

informed by the preferences of the consumer.247 For example, the time in which 

assistance with showering is provided is not at the convenience of the personal care 

work but scheduled at time consistent with the preference of the consumer.248 

(b) Consumers need more assistance. An increased number of consumers requiring 

“more” assistance. This extends to both general care needs (such as “moving, 

getting out of bed, toileting, eating”249) and responding to the needs of consumers 

less mobility.250 This results in the following: 

244 Statement of Dr Kathleen Eagar dated 29 March 2021, Annexure KE-1: “Expert Report on Residential 

Aged Care”; Statement of Emma Brown at [44]; Statement of Paul Sadler at [53]-[55] and Annexure PS-08; 

Statement of Kim Bradshaw dated 4 March 2022 at [13]-[14] (Statement of Kim Bradshaw). 

245 Statement of Craig Smith [64]-[65]; Statement of Mark Sewell dated 3 March 2022 at [56] (Statement of 

Mark Sewell); Statement of Emma Brown [44(c)]; Statement of Johannes Brockhaus dated 3 March 2022 

at [35]-[37] (Statement of Johannes Brockhaus); Statement of Paul Sadler at [53]-[55] and Annexure PS-

08. 

246 See Statement of Johannes Brockhaus at [25]. 

247 See Statement of Craig Smith at [31] and [33]; Statement of Paul Sadler at [25]. 

248 See Statement of Emma Brown at [23]-[24] 

249 See example, Statement of Anita Field dated 30 March 2021 at [41].  

250 See Statement of Craig Smith [63]; See generally, Statement of Kim Bradshaw at [29]-[59]. 
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(i) more time is spent assisting consumers;251 and 

(ii) an increasing prevalence of physical support (with the support of mechanical 

aids) to lift and reposition.252 

For example, Warrigal has gone from 10% of consumers in hospital style beds, to 

now having 100% electric beds. Electronic lifters are now available for all employees 

to assist employees lift heavy and immobile residents. 253 

(c) Reduced emphasis on recreational activity. Due to the increasing frailty of 

consumers, some residential care facilities have ceased organising “bus trips” as 

social group activity. See example, Evergreen.254 

(d) Emotional impact. The emotional impact of assisting persons with consumers with 

complex health problems and/or the grief associated with the death of a 

consumer.255 

19.5 As to those changes, the following observations may be made: 

(a) The increase in regulation with respect to the aged care sector has had no material 

impact upon the work of the personal care workers.256  

(b) In contrast, the shift in core philosophy, namely, the focus upon “consumer-directed 

care” has had a modest impact on the need for sociability with the consumer. This 

shift requires the consumer’s preference to be the priority, in particular, with respect 

251 See Statement of Craig Smith at [66]. 

252 Statement of Mark Sewell at [52], [60]-[61] and [117]. 

253 Statement of Mark Sewell at [61]. 

254 See Statement of Kerrie Boxsell dated 31 March 2021 at [66]. See also Statement of Johannes 

Brockhaus at [30]-[33]. 

255 See example, Statement of Alison Curry dated 30 March 2021 at [60]; see also Statement of Kim 

Bradshaw at [34]. 

256 See Statement of Mark Sewell at [112]; Statement of Craig Smith at [32]. 
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to the scheduling of care. A prime example of this change in practice is that the 

timing of showering is set in accordance with the wishes of the consumer.  

(c) The presence and/or prevalence of persons with high care needs is not dramatic or 

unanticipated in the context of residential aged care. The personal care worker has 

always assisted with the varying needs of consumer, which is informed by the 

individual consumer. However, the increased access and availability of 

technological aides has reduced some of the intense physicality of the work that 

existed in the past when catering to the needs, for example, of the immobile.257  

(d) The number of consumers with high care needs has increased workload generally. 

This has had an impact upon the intensity of the work, with high needs consumers 

requiring more time for their needs to be met.258 For example, consumers with 

commodities or dementia. Whilst the demographic change has not transformed the 

nature the tasks being undertaken by the personal worker, and it possible that part 

of this increased intensity may be attributed to the issue of staffing levels, this 

intensity has impacted at least to some degree the overall nature of work performed. 

19.6 The primary change to the nature of the work performed by personal care workers is one 

of intensity resulting from the change in demographic of the consumer and the increased 

number of consumers with higher needs. The personal care worker is also expected to take 

more time attending to consumer needs, especially when consistent with the provision of 

“consumer-directed care”.  

The level of skill or responsibility involved in doing the work 

19.7 Turning to the level of skill or responsibility involved in doing the work, the following 

observations can be made about personal care workers:  

257 See Statement of Emma Brown at [51]-[52]. 

258 See Statement of Johannes Brockhaus at [29]; Statement of Kim Bradshaw at [25]. 
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(a) Functional and cognitive impairment: There is greater difficulty and more 

potential for adverse outcomes associated with the delivery of personal care to 

residents with greater frailty, cognitive impairment or complex behaviours. There 

have always been a significant number of people in residential care who are 

cognitively impaired, high levels of frailty or functional impairment, but the increase 

in the number of such people over the past two decades has increased the 

frequency with which personal care workers are delivering care to people in these 

circumstances. 

(b) Care plan: personal care workers in residential aged care are required to observe 

consumers, identify changes in countenance, appearance, behaviour and wellbeing 

and update charts.259 They are at the “frontline” but not required to make decisions 

about care plans absent instruction and direction from the RN.260  

Additionally, personal care workers must always follow instructions relating to care 

plan - whether the consumer is low needs or high needs - a consumer’s care plan 

has been individually tailored by the RN with the consumer and is to be followed 

with precision.261 There is also a greater expectation that personal care workers will 

be attuned to the expressed preferences of the older person in the delivery of the 

care plan. 

(c) Medication: whilst the responsibilities of a personal care worker - with respect to 

medication - is not consistent across the states and territories, the responsibility for 

the administration of medications in residential care facilities is the RN.262  

259 Statement of Mark Sewell at [38]-[39]; Statement of Kim Bradshaw at [25]. 

260 See Statement of Mark Sewell at [116]-[118]; Statement of Emma Brown at [62]-[63]. 

261 See Statement of Emma Brown at [58]-[64]. 

262 See example, Statement of Emma Brown at [72]. 
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In the states and territories that do allow personal care workers to “assist” with 

medication, they require appropriate training in medication administration.263 Their 

responsibility is then limited to providing a “prompt” or pushing a pill out of a blister 

pack. Significantly, not all personal care workers assist with medication prompts.264  

(d) Technology: many residential care facilities have transitioned from paper reliance 

to electronic systems. This is an evolvement within the industry, adopting modern 

technology that is simply learnt and once understood assists with streamlining 

processes to lessen physical paperwork.265 Workers joining residential care facilities 

often commence with a working knowledge of social media, search-engines, online 

usage and texting, these general skills are transferrable to the system used by 

residential care facilities.266  

(e) Organisation and administration: the mandatory reporting obligations that impact 

upon provider compliance do not increase the administrative duties of personal care 

workers. This task falls to RNs and the provider.267 

(f) Interpersonal with consumer: personal care workers have always had an 

interpersonal element to their role.268 The act of caring for another human being has 

never been characterised or attended upon mechanically or robotically. However, 

as mentioned above, a shift in the core philosophy of aged care has resulted in this 

crucial element of personal care work being emphasised.  

263 See Statement of Johannes Brockhaus at [82]; Statement of Emma Brown at [73] and [76]; Statement of 

Paul Sadler at [80]-[84]; Statement of Anna-Maria Wade dated 4 March 2022 at [53] and Annexure AM-10 

(Statement of Anna-Maria Wade). 

264 Statement of Anna-Maria Wade [51]-[53]; Statement of Mark Sewell at [124]-[126]; Statement of Emma 

Brown at [75]; Statement of Paul Sadler at [83]. 

265 See Statement of Emma Brown at [81]-[83]; Statement of Paul Sadler at [96]-[97]. 

266 Statement of Mark Sewell [84]-[87]. 

267 Statement of Mark Sewell [32]-[38]. See Statement of Paul Sadler at [34]-[35]. 

268 See Statement of Paul Sadler at [88] and [90]. 
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(g) Engagement with consumer families: personal care workers are required to have 

a level of good customer service, interpersonal skills and personal interaction with 

the family. This has always been the case.269 They are trained to know when to refer 

matters on to supervisor and/or RN.270 The RN or care manager is responsible for 

reporting on clinical matters to families.271 The extent of communication by a 

personal care worker is generally limited to general observations, with an 

expectation that all conversation is conducted in a friendly and helpful manner, but 

it does not extend to responding to complaints.272  

(h) Contacting external services: An increase in complex health care needs, such as 

palliative care, has resulted in increased use of external services. For example, 

consumers who need palliative care at Warrigal are supported by an external 

palliative care provider engaged by Warrigal. That external provider then sends a 

clinical team to assess the consumer and helps develop their care plan based on 

their expertise in the area. A specialist palliative nurse from the external provider will 

visit the consumer regularly and monitor changes over time. The local health district 

also has palliative care nurses who are available 24 hours per day to assist with 

complex issues that may occur outside of the external palliative care providers 

operating hours.273  

The increase in palliative consumers has generally not impacted the way that the 

work is being performed as this is tended to by the specialist provider. This 

269 Statement of Mark Sewell at [96]. See also, Statement of Johannes Brockhaus at [39]; Statement of 

Paul Sadler at [90]-[91]. 

270 See Statement of Emma Brown at [79] and Annexure EB-12. 

271 Statement of Mark Sewell at [100]-[101] and [104]; Statement of Johannes Brockhaus at [45]. 

272 Statement of Mark Sewell at [96] and [104]; Statement of Paul Sadler at [88].  

273 Statement of Emma Brown [40]-[42]. 
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engagement of external services has not materially impacted the day-to-day 

responsibilities of the personal care worker.274  

19.8 The tasks performed by the personal care worker have, as a result of the evolution of the 

role over time, combined with a shift in core philosophy, become very much centralised 

upon the consumer. In the result, the interpersonal aspect of the role has received 

increasing emphasis and is recognised as an important part of the service provided. As 

such, whilst the level of responsibility with respect to interactions with the family has not 

changed, there is an increasing expectation that personal care workers will interact to some 

extent with families (primarily driven by the expectations of family members).  

  

274 See Statement of Johannes Brockhaus at [42]. 
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Conditions under which the work is done 

19.9 Turning to the conditions under which work is done, the following environmental changes 

may be noted:  

(a) The introduction of the “household model” for delivery of care. Under this model, 

consumers may be in smaller groups with living arrangements akin to a “share 

house”.275 

(b) A shift away from multi-bedrooms and hostel style accommodation for consumers 

with lower needs to the majority being in single rooms with ensuites.276  

(c) Facilities being retrofitted and/or “purpose built” single-rooms to accommodate 

caring for individuals with higher needs. Under this model, the provision of 

residential care becomes less like a hospital and more like a home.277 This has 

allowed for easier use of mechanical aids, more room to assist the consumer with 

physical tasks (such as getting out of bed and showering) and providing more dignity 

for the consumer.278 

19.10 The shift in working environment in residential aged care facilities has had a positive impact 

upon the personal care worker. In the past, the personal care worker worked in an 

environment that was institutional in nature. Now, the environment is purpose built, 

resembles a hotel environment that is also more aesthetically pleasing. This change has in 

many respects improved the ease at which personal care work is performed.  

  

275 Statement of Lauren Hutchins dated 1 April 2021; Statement of Marion Jennings dated 26 March 2021. 

276 Statement of Craig Smith [68]-[69]; Statement of Paul Sadler at [60]-[61]. 

277 Statement of Emma Brown [40]-[42]; Statement of Mark Sewell [59] and [65]. 

278 Statement of Paul Sadler at [62]-[64]. 
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Conclusion 

19.11 It is true that in many respect the personal care worker is still performing the same role that 

existed for the past two decades, which consists of providing care and assistance with basic 

fundamental tasks. However, as observed, the work has been subject to change over time. 

In some respects, the work to be performed has been eased with the introduction and 

increasing prevalence of technology aides and the overall improvement in the working 

environment at residential aged care facilities has moved away from institutional and 

hospital-like settings to emphasis upon creating an environment closer aligned to a home. 

In other respects the work has attracted some challenges, most notably due to the increase 

in intensity that accompanies a consumer demographic that is predominantly high needs 

and the emphasis upon delivering consumer-centred care. and the shift in supervision to 

more general supervision within an operating routine 

General and Administrative Services Workers  

19.12 The general and administrative services stream is broad and covers a diverse range of 

worker in the aged care sector including, inter alia, maintenance, administration, gardening 

and cleaning. 

Evidence  

19.13 For the assistance of the Commission we identify the witness statements relevant to each 

of category of work under the general and administrative services stream.  

19.14 Gardening and Maintenance:  

(a) Statement of Kevin Mills dated 30 March 2021. Mr Mills was employed as a 

“greenkeeper” at Woonona-Bulli RSL for 12 years, before taking on the position of 

“gardener” at Warrigal Aged Care Facility in 2000. 

(b) Statement of Andrew White dated 23 March 2021. Mr White is a “Property Concierge 

Maintenance Officer” at Warrigal. 
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(c) Statement of Stephen Barnes dated 28 March 2021. Mr Barnes is a “Property 

Concierge Maintenance Officer” at Warrigal. 

19.15 Administration: 

(a) Statement of Kathy Sweeney dated 1 April 2021. Ms Sweeney is an “Administration 

employee” at Huon Regional Care. She has worked in administration within the aged 

care sector for 14 years.  

(b) Statement of Fiona Gauci dated 29 March 2021. Ms Gauci works as an 

“Administration Office” at Uniting Edinglassie Emu Plains. She has held that position 

since 2013. 

(c) Statement of Lynette Flegg dated 30 March 2021. Ms Flegg commenced work as 

an “Administration Assistant” at Marion in 2010.  

(d) Statement of Michelle Harden dated 30 March 2021. Ms Harden has worked at 

Royal Freemasons Benevolent Institution (RFBI) in Basin View Masonic Village for 

thirteen years. She worked in “administration” (and kitchen) for 10 years.  

(e) Statement of Pamela Little dated 30 March 2021. Ms Little commenced employment 

with Uniting Wirreanda West Pennant Hills (Uniting) as an Administration Officer in 

2011. 

(f) Statement of Ross Heyan, Client Service Assistant / Admin Assistant. 

19.16 Cleaning and Laundry: 

(a) Statement of Agnes Charlier dated 31 March 2021. Mr Charlier worked shifts as a 

Cleaner and Laundry Hand (in addition to Kitchen Hand) at Hardi Aged Care 

between 2000-2017. He commenced work as a Cleaner in the aged care sector in 

1998. 

(b) Statement of Carol Austen dated 29 March 2021. In 2006, Ms Austen commenced 

work as a “Cleaner” at Uniting at the Caroona Jarman facility in Goonellabah. 
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(c) Statement of Tracy Roberts dated 23 March 2021. Ms Roberts commenced work as 

a Cleaner with Mt St Vincent in 2011 (subsequently Respect Group). 

(d) Statement of Ms Harden (referred to above). Ms Harden also work in laundry service 

and as a cleaner at RFBI.  

(e) Statement of Roseann Sodermans dated 1 April 2021. Ms Sodermans is employed 

as a Cleaner at Hakea Grove Residential Aged Care Facility. 

(f) Statement of Anita Field dated 30 March 2021. In addition to shifts as an Assistant 

in Nursing, Ms Field also worked as a “Laundry Hand” at Leigh Place from 2015.  

(g) Statement of Sandra O’Donnell dated 25 March 2021. Ms O’Donnell has worked in 

carer, cleaning and laundry positions at RSL LifeCare. 

(h) Statement of Deborah Maree Kelly dated 31 March 2021. Mr Kelly works at John 

Goodlet Manor. Her duties include cleaning and laundry work.  

(i) Statement of Kim Bradshaw dated 4 March 2022. Ms Bradshaw is a General 

Manager at Warrigal and provides a details account of the day-to-day duties of 

Laundry and Maintenance staff at Warrigal.279 

(j) Statement of Johannes Brockhaus dated 3 March 2022. Mr Brockhaus is the Chief 

Executive Officer of Buckland Aged Care Services, a not-for-profit provider of aged 

care services to the Blue Mountains community.280 

The nature of the work 

19.17 The nature of work performed by general and administrative services workers has been 

impacted by the change in profile of the consumer and regulations. However, for the 

following reasons, the impact does not amount to a “significant net addition to work 

requirements”. 

279 See Statement of Kim Bradshaw at [114]-[124]. 

280 Statement of Johannes Brockhaus at [2] and [7]. 
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19.18 First, the requirement for all aged care employees to integrate “consumer focused” thinking 

into their day-to-day simply emphasises an aspect of their work. For example: 

(a) In maintenance, workers engage in conversation with consumers and, where 

deemed appropriate, involve the consumer by explaining the work that needs to be 

done and/or asking permission before proceeding to attend to a task.  

(b) In gardening, workers have regard to the practical and social needs of the 

consumers. As to the practical, garden designs are informed by considerations 

unique to aged care sector and the consumers. For example, certain plants may 

cause irritants (and so are avoided). As to social needs, consumers may be actively 

engaged in the process of maintaining their own patch of garden to greatest extent 

possible.281  

(c) In administration, in addition to answering phone at reception, workers may liaise 

with consumers to make appointments. For example, to go to the hairdresser. The 

administrative staff may also liaise with families and external parties attending the 

residential care facilities.282 

(d) In cleaning, cleaners are encouraged and/or required to avoid cleaning when a 

consumer is present. This requires adjustments to scheduling.283 

19.19 That regard for the dignity of the consumers of aged care has been emphasised, this is not 

a change to the work performed. All workers in aged care are expected to interact with 

consumers with respect and treat them with dignity.284 The consumer-focused principles 

reinforce that aspect of aged care services. The services in the general and administration 

stream have not been subject to significant change in the past decade.  

281 See example, Statement of Kevin Mills dated 30 March 2021 at [20]-[22]. 

282 See example, Statement of Kathy Sweeney dated 1 April 2021 at [32]. 

283 See Statement of Tracy Roberts dated 23 March 2021 at [145(a)]. 

284 See Statement of Johannes Brockhaus at [136]. 

2119



19.20 Second, the increased number of elderly consumers and/or consumers with high care 

needs has increased the workload of laundry employees. This is because consumers with 

dementia and/or late in years have a higher frequency of incontinence.285 Clothing and 

sheets that have been soiled undergo thorough cleaning and sanitisation, which takes 

longer than ordinary dirty laundry.286  

19.21 That increase in workload, however, has not resulted in increased pressure on skills and 

the speed at which vital decisions are made. Rather, it has increased the level of time 

required to spend doing tasks within the usual scope of duties. Any pressure resulting from 

the increased amount of laundry goes to the issue of staffing levels and not work value.  

The level of skill or responsibility involved in doing the work 

19.22 Turning to the level of skill or responsibility of general and administration worker, it remains 

unchanged. Each category of worker - maintenance, gardener, administrative staff, laundry 

staff and cleaning staff - are performing the same duties they have always performed.  

19.23 The principal changes that have been identified are that they may spend more time doing 

a selection of duties (referred to above) and are exposed to an increasing number of 

consumers classified as high care. However, neither of those changes amount to significant 

change.  

Conditions under which the work is done 

19.24 As to the conditions under which work is done, we repeat our submissions advanced with 

respect to personal care workers. Those submissions also apply to general and 

administrative services workers.  

  

285 Statement of Sandra O’Donnell dated 25 March 2021 at [99]; see also Statement of Anita Field dated 30 

March 2021 at [28] and [41]. 

286 Statement of Sandra O’Donnell dated 25 March 2021 at [100], see also [42]-[47]. 
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Conclusion 

19.25 In short, general and administrative services workers are still performing the same roles 

which have existed for the past two decades, providing assistance with specific categories 

of tasks including: administration, maintenance, gardening, laundry and cleaning.  

Food Services Workers   

19.26 The food services stream covers kitchen hands through to senior chef within the aged care 

sector.  

Evidence 

19.27 For the assistance of the Commission, the following statements are identified as relevant 

to the food services stream: 

(a) Statement of Darren Kent dated 31 March 2021. Mr Kent commenced his career in 

aged care in 2004 as the Head Chef at Amity House at Aranda. As at 2021, he is 

the Head Chef at Warrigal.  

(b) Statement of Mark Castieau dated 29 March 2021. Since 2004, Mr Castieau has 

worked as a Chef at St Vincent’s Care Services in Edgecliff NSW. Prior to that he 

spent two years as a Chef at United Aged Care Georgina House in North Sydney. 

(c) Statement of Lindy Twyford dated 1 April 2021. Ms Twyford has held several food 

services roles, including Head Cook and Head Catering Manager in the aged care 

sector. 

(d) Statement of Kim Bradshaw dated 4 March 2022. Ms Bradshaw is a General 

Manager at Warrigal and provides a details account of the day-to-day duties of 

Kitchen Staff, Servery and Chef at Warrigal.287  

287 See Statement of Kim Bradshaw at [83]-[100]. 
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(e) Statement of Anita Field dated 30 March 2021. Ms Field worked parttime as a Chef 

at Australian Unity from 2015. 

(f) Statement of Agnes Charlier dated 31 March 2021. Mr Charlier worked shifts as a 

Kitchen Hand (in addition to Cleaner and Laundry Hand) at Hardi Aged Care 

between 2000-2017. He commenced work as a Kitchen Hand in the aged care 

sector in 1998. 

(g) Statement of Carol Austen dated 29 March 2021. In 2013, Ms Austen commenced 

work as a “Kitchen Hand / Cook” at Uniting at the Caroona Jarman facility in 

Goonellabah. 

(h) Statement of Tracey Colbert, Food Services Assistant. 

(i) Statement of Johannes Brockhaus dated 3 March 2022. Mr Brockhaus is the Chief 

Executive Officer of Buckland Aged Care Services, a not-for-profit provider of aged 

care services to the Blue Mountains community.288 

The nature of the work 

19.28 The nature of the work in the food services stream has evolved over the past 10 years. This 

is due to a combination of regulatory change in the aged care sector (namely, “consumer 

focused” thinking), the increased number of high care needs of consumers, and improved 

regulation of food safety (generally).  

19.29 In summary, those changes have had the following impact: 

(a) The range of meals offered and the quality of food has increased. Mr Kent gives 

evidence that there is an expectation that consumers will get “restaurant quality 

meals and service”. This requires preparation of a larger meal and multiple options, 

288 Statement of Johannes Brockhaus at [2] and [7]. 
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including options that have regard for different cultures and dietary requirements. 

There is an expectation of choice, which also encourage agency of the consumer.289 

(b) Increased preparation and cleaning time. The prevalence of residents with 

chronic conditions and/or complex needs may require the preparation of modified 

textured food and alternative presentation.290 For example, pureeing food takes 

longer to prepare by the Chef/Cook. It also takes the Kitchen Hand longer to clean 

due to the need to dismantle equipment and sanitise.291 Chefs might also be 

requested to attend to “cut ups” to assist consumers that are less independent.292 

The prevalence and impact is unclear on the evidence filed in these proceedings. 

(c) Food Safety is a Priority. Food services staff are required to be confident with 

responsibilities and requirements associated with the NSW Food Authority and the 

ACQSC.293  

19.30 As to whether those changes amount to work value reasons, we make the following 

observations: 

(a) The change relating to meal preparation and the quality of food to be prepared may 

have some impact upon the level of responsibility of the chef in the aged care sector. 

It would not appear to extend to all levels of food services worker. However, 

consideration would also need to be given to the role of external services such as a 

dietician.  

289 Statement of Darren Kent dated 31 March 2021 at [91]-[94]; Statement of Lindy Twyford dated 1 April 

2021 at [28]-[30]; Statement of Kathy Sweeney dated 1 April 2021 at [40]; Statement of Johannes 

Brockhaus at [114]. 

290Statement of Tracy Roberts dated 23 March 2021 at [145(b)]; Statement of Dr Elizabeth Kurrle dated 25 

April 2021, Annexure SK-1: “Expert Report”, page 5; Statement of Johannes Brockhaus at [118]. 

291 Statement of Tracy Roberts dated 23 March 2021 at [145(c)]. 

292 See Statement of Lindy Twyford dated 1 April 2021 at [25]. 

293 Statement of Lindy Twyford dated 1 April 2021 at [21]-[22]. 
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(b) The change relating to increased preparation and cleaning time does not appear to 

be a material change. The fact there is now a greater emphasis upon modifying food 

textures does not appear to demand greater skill from either the cook, chef or the 

kitchen hand (with respect to cleaning).  

(c) The change relating to food safety appears to be a result of the evolvement of food 

services and food safety more broadly within the hospitality and food services 

industries (and, in particular, not limited to aged care). Food services employees 

were always required to exercise food safety. The introduction of regulations that 

mandate food safety compliance is not a material change.  

The level of skill or responsibility involved in doing the work  

19.31 Having regard to the changed nature of the work, the level of skill or responsibility has not 

substantially changed. Rather, it has evolved over time. The requirement for food services 

staff to be confident with food safety measures is consistent throughout the hospitality 

industry. The responsibility for training and information about compliance would fall to either 

the employer/provider and/or Head Chef. Again, such responsibility is not unexpected.  

19.32 Finally, as to the increased contact with consumers, and the suggestion this requires special 

skills on the part of the food services worker, we would submit this may closely relate to an 

evolvement of the role. As with any hospitality worker, food services work incorporates an 

element of customer services and workers are required to adapt to an array of different 

persons. Equally, whilst such interaction may be encouraged - in keeping with a consumer 

focused model - the frequency does not amount to a requirement for a higher level of skill. 

Empathy is required by all workers throughout the aged care sector.  

Conditions under which the work is done 

19.33 As to the conditions under which work is done, we repeat our submissions advanced with 

respect to personal care workers. Those submissions also apply to food services workers. 
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Conclusion 

19.34 In short, whilst the work performed by the food services workers has evolved over time, 

food services workers are still performing the same roles which have existed for the past 

two decades. 

Conclusion: Aged Care Employees 

19.35 In summary, when considering the change to work performed by aged care employees a 

distinction should be drawn between personal care workers and the support services within 

aged care (being the general and administrative services and food services streams). Whilst 

all workers in the aged care sector have benefited by the improved working environment, 

the broader impacts of the shift to consumer-directed care and change in consumer 

demographic has primarily impacted the personal care workers and not support employees.  

19.36 As with any job, some of the changes may be evolutionary, some may be characterised as 

adding to what is required and others will detract from what is required to perform the work. 

Each of these considerations must be identified and weighed in their totality.  

19.37 Out of the employees in the aged care sector, personal care workers in particular are 

responsible for providing sociability in their provision of care and are required to prioritise 

the preferences of the consumer wherever possible. Whilst the skills underpinning that care 

are not necessarily new or presenting entirely foreign difficulties, the prevalence of high 

needs consumers adds to the intensity of performing the work. Some of this intensity is 

offset by the availability of technology aids and some of this intensity is exacerbated by staff 

shortages. 

19.38 On balance, especially given the issues of increased intensity, we submit there has been 

change in work performed by personal care workers that may be described as more than 

purely evolutionary.   
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20. THE WORK PERFORMED BY NURSING EMPLOYEES  

Introduction  

20.1 This next section considers the “changes” that have occurred in the work of nursing 

employees working in aged care and will distinguish between changes that are genuine 

work value reasons and those that are not. Having regard to the work value reasons listed 

at s 157(2A) and the work value consideration summarised above we will consider each 

classification in turn: 

(a) AIN; 

(b) EN; 

(c) RN; and 

(d) NP.  

AIN  

Evidence 

20.2 For the assistance of the Commission, we identify the following statements as relevant to 

the assessment of the work value of an AIN (or personal care worker):  

(a) Statement of John Edward Alberry, dated 29 October 2021; 

(b) Statement of Virginia Laura Mashford, dated 29 October 2021; 

(c) Statement of Rose Nasemena, dated 29 October 2021; 

(d) Statement of Dianne Mary Power, dated 29 October 2021;  

(e) Statement of Christine Spangler, dated 29 October 2021;  

(f) Statement of Sherree Gai Clarke, dated 29 October 2021;  

(g) Statement of Linda Hardman, dated 29 October 2021; and  

(h) Statement of Patricia McLean, dated 29 October 2021. 
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The nature of the work 

20.3 Consistent with the identification of changes impacting upon personal care workers working 

in the aged care sector, the nature of the work performed by AIN that work in aged care 

have been impacted by the regulatory shift to “person centred care” and the prevalence of 

high needs and complex health care needs amongst the elderly in residential aged care. 

As such, we repeat and rely upon the submissions advance with respect to personal care 

work.  

The level of skill or responsibility involved in doing the work 

20.4 Turning to the level of skill or responsibility involved in doing the work, the following 

observations are made: 

(a) Increasing requirement by employers for a Certificate III qualification. The 

Nurses Award recognises that a Certificate III is the required minimum qualification 

of an “experienced” AIN. However, it also provides for entry into the industry absent 

qualification. Persons still enter the aged care industry without formal qualifications. 

The mere requirement to hold a Certificate III (or commence a traineeship) does not 

represent a change in work value. 

(b) Additional skills and responsibilities, including observing and reporting 

changes to the physical or mental health of aged persons. The primary role of 

an AIN is consistent with a personal care worker: to observe changes in the 

consumer. This does not require any clinical experience or professional judgment. 

The increase in high needs has an impact on the number of potential changes that 

may occur. For example, mental health. However, this not new skill.  

(c) Exercise judgment and discretion. AINs are trained to discern what changes need 

to be brought to the attention of the RN. They do not, however, exercise professional 

judgment or discretion with respect to clinical care. Even if a RN is not physically 
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present decisions as to clinical care fall to the RN. An increase in “indirect 

supervision” does not sustain an argument there is an absence of supervision.  

(d) Increase administrative duties. The ANMF submissions contend that the evidence 

is to the effect that AINs are now expected to “fully document and chart care 

provided to residents, including for the use in completing the ACFI care 

assessments”. AINs have always had some administrative duties, requiring them to 

document and/or communicate changes observed. This is not new. An increase in 

consumer may increase the number of reports, however, to the extent that increase 

creates pressure, it is an issue of staffing levels not work value. 

Conditions under which the work is done 

20.5 Turning to the conditions under which work is done, we repeat and rely upon the 

submissions advanced with respect to personal care workers in the aged care industry.  

Conclusion 

20.6 The conclusion reached with respect to the personal care worker in the aged care industry 

applies to AINs. In many respect the AIN is still performing the same role that existed for 

the past two decades, which consists of providing care and assistance with basic 

fundamental tasks. However, as observed, the work has been subject to change over time. 

In some respect, the work to be performed has been eased with the introduction and 

increasing prevalence of technology aides and the overall improvement in the working 

environment as residential aged care facilities moved away from institutional and hospital-

like settings to emphasis upon creating an environment closer aligned to a home. In other 

respect the work has attracted some challenges, most notably due to the increase in 

intensity that accompanies a consumer demographic that is predominantly high needs and 

the emphasis upon delivering consumer-centred care. 

ENs 

Evidence 
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20.7 For the assistance of the Commission, the following statements are by workers who work 

or have worked in aged care in the capacity as EN: 

(a) Statement of Patricia McLean, dated 29 October 2021;  

(b) Statement of Paul Gilbert, dated 29 October 2021;  

(c) Statement of Suzanne Claire Hewson, dated 29 October 2021; and  

(d) Statement of Wendy Knights, dated 29 October 2021. 

 The nature of the work 

20.8 The nature of work performed by ENs has been impacted by the change in profile of the 

consumer and regulations that apply to the aged care sector. However, for the following 

reasons, we submit the impact does not amount to a “significant net addition to work 

requirements”. 

20.9 As with personal care workers, the increase in the number of consumers with high care 

needs and/or complex health care, requires an EN to spend more time with each consumer 

to respond to a combination of personal care and clinical care duties within the scope of 

duties of an EN (which we will turn to below). The primary change, in that respect, is 

restricted to time.  

The level of skill or responsibility involved in doing the work 

20.10 Turning to the level of skill or responsibility involved in doing the work, there has been no 

significant net addition to the work requirements of an EN. That contention is supported by 

the following observations: 

(a) Supervision. An EN works with the RN as part of the health care team. Pursuant 

to the “Enrolled Nurse Standards for Practice”, an EN works under the direct or 

indirect supervision of a RN. Further, pursuant to the standard of practice, “the EN 

retains responsibility for his/her actions and remains accountable in providing 

delegated nursing care”. The need for the EN to have a named and accessible RN 
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at all times and in all contexts of care for support and guidance is critical to patient 

safety.294 

The absence of the physical presence of a RN in the room, on a ward or at a 

consumer’s home does not mean the EN is acting unsupervised. It may suggest 

indirect supervision is increasing in practice. 

(b) Medication. ENs are able to attend to a limited range of clinical care, which includes 

administering medicines if they have completed medication administration 

education at some stage in their career. This does not represent an increase in level 

of responsibility or an expansion in the role of EN.  

(c) Implementation of care plans. The role of an EN to “implement” integrated care 

that optimises outcomes for consumers and the systems of care is well within the 

scope of duties of an EN.295 Such implementation is attended to in accordance with 

the instructions and delegation by the RN as set out in the care plan.  

(d) Support AINs. The duties of an EN, with the exception of clinical care, overlap with 

that of AINs. As such, in assisting with the implementation of the care plan and 

following the directions of the RN, the EN is capable of providing support, within the 

scope of their experience and competency, to AINs.  

(e) Wound care. As with the administering of medication, an EN that is trained in wound 

care may assist (at the direction of a RN - who should be trained in wound 

management) with wound care. An untrained and/or inexperienced EN would not 

be required to do this task as that would put the consumer at risk. In delegating care 

duties, the RN is to factor in the competency of the EN.296  

294 See, NMBA, “Enrolled Nurse Standards for Practice” (1 January 2016), page 2; Reference Bundle, Tab 

26, page 1745. 

295 See, NMBA, “Enrolled Nurse Standards for Practice”, page 2; Reference Bundle, Tab 26, page 1745. 

296 See NMBA, “Registered Nurse Standards For Practice”, page 6; Reference Bundle, Tab 28, page 1764. 
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Conditions under which the work is done 

20.11 Turning to the conditions under which work is performed, we repeat and rely upon the 

submissions advanced with respect to personal care workers in the aged care industry. 

20.12 In supplementation, we repeat the submission advance with respect to indirect supervision. 

ENs are to act under the supervision of a RN. This supervision may be provided indirectly. 

If a residential aged care facility is being headed by an EN absent any form of supervision 

that presents a serious issue with respect to staffing levels. An EN is not qualified as a RN  

and does not have the same level of clinical care expertise. It is not a work value issue, but 

rather a concerning issue related to staff shortages and the adequacy as to the provision of 

care.  

Conclusion 

20.13 In short, ENs are still performing the same role which has existed for the past two decades, 

providing nursing care under the supervision of a RN, which comprises of a combination of 

personal care together with nursing care which includes a clinical care consistent with their 

competency and experience level. 
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RNs 

Evidence 

20.14 For the assistance of the Commission, the following statements are by workers who work 

or have worked in aged care in the capacity as RN: 

(a) Statement of Lisa Maree Bayram, dated 29 October 2021;  

(b) Statement of Maree Anne Bernoth, dated 29 October 2021;  

(c) Statement of Julianne Bryce, dated 29 October 2021;  

(d) Statement of Annie Butler, dated 29 October 2021;  

(e) Statement of Jocelyn Hofman, dated 29 October 2021; 

(f) Statement of Emmali Hannah Johnson, dated 29 October 2021;  

(g) Statement of Irene McInerney, dated 29 October 2021; and  

(h) Statement of Andrew Venosta, dated 29 October 2021. 

The nature of the work 

20.15 The nature of work performed by RNs has been impacted by the change in profile of the 

consumer and regulations that apply to the aged care sector.  

20.16 The work of RNs within the aged care sector has changed in the following ways: 

(a) Administration. Following the implementation of several regulatory reforms, 

including QI Program, the reporting duties of RN have increased to some extent. As 

to the administrative tasks associated with SIRS, the impact is less as this regulation 

simply confirmed the requirement to document incidents (the residential care 

facilities would, in practice, already document as part of caring for the consumer).297  

297 See Statement of Emma Brown at [39]. 
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(b) Care plans. The RN develops the care plan in consultation with the consumer. 

Whilst this duty has always fallen to the RNs and/or care manager in the context of 

residential aged care and home care settings, the importance of involving the 

consumer in the process is now emphasised. There is also now an increase in 

number of “high needs” care plans.  

(c) Supervision. The RN retains the role of being responsible and accountable for the 

coordination, supervision of and delegation to ENs and AINs who assist them in the 

provision of care. For example, supervision is aided by telephone communication. 

Whilst the RN might not be physically present at all times during residential aged 

care and/or home care, they are always contactable by telephone.298 As such, there 

is an increased reliance upon communication via technology.  

20.17 As to those changes, the following submissions are advanced vis-à-vis work value: 

(a) The regulatory reforms with respect to mandatory reporting have undoubtedly 

increased the level of mandatory administration undertaken by RNs.299 Whilst a RN 

always carries high levels of accountability, over the past decade this accountability 

has expanded to defined categories including QI Program and SIRS.300 Subject to 

the evidence, this may amount to a work value change.  

(b) As to care plans, the prevalence of consumers with high needs may require a level 

of clinical care to be provided that only a RN can provide.301 This may increase the 

workload of the RN.302 However, the resulting pressure is not due to unfamiliar skills 

298 Statement of Mark Sewell at [115] and [120]. 

299 See Statement of Mark Sewell at [113]-[114]; Statement of Johannes Brockhaus at [27]-[28], see also at 

[105]-[107]. 

300 See Statement of Emma Brown at [38]-[39]. 

301 See generally, Statement of Paul Sadler at [69]-[72]. 

302 See Statement of Emma Brown at [26].  

2133



but arguably a shortage of RNs. As such, part of this impact may be connected to 

staffing issues.  

(c) The provision of indirect supervision thorough a combination of communication 

forms (including telephone and apps) reflects an evolvement of methods of 

supervision.  

The level of skill or responsibility involved in doing the work 

20.18 The level of skill or responsibility involved in the work of a RNs is higher than AINs and ENs. 

The minimum qualification is a degree (or equivalent hospital base training) and as a RN 

progresses may hold “other qualifications required for working in the employee’s particular 

practice setting”.303 The award contemplated that different practice settings may require 

different qualifications (and it follows, skills). 

20.19 The following changes are raised in the evidence filed to-date: 

(a) Increased exercise of professional judgment.304 RNs are the classification 

tasked with exercising professional judgment. Whilst the need to exercise discretion 

may be higher for consumers with complex health needs, the base skill is inherent 

in the position.  

(b) Increased time exercising clinical skills.305 RNs are the classification tasked with 

exercising and overseeing clinical care. The increase in consumers with complex 

health needs increases the time a RN may spend attending to routine checks and/or 

increase the number of checks required per consumer. For example, revieing 

cognitive capacity, reviewing continence care, dementia care, infection prevention 

and ensuring effective care work is carried out by the care team. 

303 Nurses Award, Sch A, A.5.2(a), A.5.3(a), A.5.4(a), A.5.5(a). 

304 Statement of Jocelyn Hofman dated 29 October at [38] (Statement of Jocelyn Hofman). 

305 Statement of Jocelyn Hofman at [39]. 
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(c) Increased responsibility over high care patients. 306 RNs are generally the most 

senior staff at residential care facilities and are responsible for overseeing the care 

provided to all consumers (of all levels of care).307 The increase in the number of 

high care needs consumers effects the ratio of low care to high care. However, 

notwithstanding the change in ratio over time, the responsibility has continued to fall 

to the RN.  

(d) New administrative skills. Reforms within the aged care sector required RNs to 

be familiar with funding and reporting regimes in the sector.   

(e) Advocate for consumers with external parties. This aspect of care is not new. 

Again, it may be increased due to the need to engage external care services 

(together with medical practitioners and/or allied health services) and the 

requirement to convey the needs of consumers. However, that is consistent with 

exercising and managing care.  

20.20 Each of the above factors contribute to increasing the pressure of the RN to complete their 

duties. An increase in consumers with high needs, results in a high level of consumers 

requiring clinical care - which not all nursing employees are qualified to provide. In many 

respects, the provision of this level of care is limited to a RN and cannot easily be delegated 

absent nursing employees with sufficient competency and/or experience. Further, as 

identified in the context of the nature of the work, the administrative aspect of the RNs role 

has intensified.308 This has plainly increased the RNs level of accountability. Whilst some 

of the intensity may be exacerbated by staff shortages, following the increase in regulation 

within the aged care sector, there has plainly been a significant net addition to the level of 

responsibility of the RN over the past decade.  

306 Statement of Jocelyn Hofman at [41]. 

307 See generally, Statement of Kim Bradshaw at [60]-[82]. 

308 See Statement of Kim Bradshaw at [26]. 
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Conditions under which the work is done 

20.21 Turning to the conditions under which work is done, we repeat and rely upon the 

submissions advanced with respect to personal care workers in the aged care industry. 

Conclusion 

20.22 In summary, the shift in the nature of the work performed by RNs is more than the mere 

evolution with time. There has been a material change, with increasingly less emphasis 

upon the provision of direct care and more emphasis upon administrative duties. The 

increase to the latter has involved some work substitution but with this, the level of 

responsibility and accountability of the RN has increased. 

20.23 Turning to the clinical aspect of the role, whilst there may be increased specialisation (for 

example in dementia) this is not dramatically different, noting RNs have always had the 

option to work and become qualified in specialised fields (for example, working as a RN in 

neurology or oncology).309  

20.24 On balance, we consider the shift in emphasis with respect to the administrative duties of 

the work performed by RN, and the flow-on impact of an increase in accountability, may be 

properly described as a significant addition to their workload. 

NPs 

Evidence 

20.25 The following statements are by workers who work or have worked in aged care in the 

capacity as NP: 

(a) Statement of Hazel Bucher, dated 29 October 2021; and  

(b) Statement of Stephen Andrew Voogt, dated 29 October 2021. 

309 See generally, Department of Health, “Becoming a Registered Nurse” (Fact Sheet); Reference Bundle, 

Tab 19, page 1519. 
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Work Value Reasons  

20.26 The role of NP is very niche within the classifications of nursing employee. There are less 

than 3,000 throughout Australia. It is also unclear how many NPs work exclusively in aged 

care.310 Presently, it is submitted that the Commission would not be satisfied as to the 

existence of any significant net addition requirements to the work requirements of NPs 

working in aged care. However, that submission will need to await the testing of evidence.  

Conclusion: Nurses Award 

20.27 In summary, the changes to the aged care sector have had an impact upon the work 

performed by AINs and RNs in aged care, with the latter being more significant. 

20.28 Over the course of the past decade the RN has shifted away from the provision of direct 

supervision and direct care towards an increasingly administrative role. By this shift, the RN 

continues to retain the accountability and responsibility with respect to clinical care. 

However, the RN has increased accountability and levels of responsibility with respect to 

mandatory reporting. Equally, whilst the RN retains supervisory duties, the supervisory 

aspects of the role are increasingly more general and indirect. This change, however, does 

not diminish the RNs accountability with respect to delegated care.  

20.29 As to the AIN role, we repeat our conclusions with respect to the personal care worker. 

However, that change is to a significantly lesser degree in contrast to the impact upon the 

RN.  

 

 

  

310 See generally, Department of Health, “Becoming a Nurse Practitioner” (Fact Sheet); Reference Bundle, 

Tab 18, page 1517. 
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21. THE WORK PERFORMED BY HOME CARE EMPLOYEES  

Introduction  

21.1 This next section considers the “changes” that have occurred in the work of home care 

employees working in aged care and will distinguish between changes that are genuine 

work value reasons and those that are not. That analysis will be informed by work value 

reasons listed at s 157(2A) and the work value consideration summarised earlier in the 

submissions.  

Home Care Workers 

Evidence  

21.2 For the assistance of the Commission, the following statements are by workers who work 

or have worked in aged care in the capacity as a home care worker (noting, different job 

titles apply): 

(a) Statement of Jennifer Wood, dated 27 October 2021 - Support Worker; 

(b) Statement of Camilla Sedgman, dated 5 October 2021 - Personal Care Worker; 

(c) Statement of Lorri Seifert, dated 6 October 2021 - Team Leader;  

(d) Statement of Peter Doherty, dated 28 October 2021 - Coordinator; 

(e) Statement of Susan Digney, dated 27 October 2021 - Support Worker; 

(f) Supplementary Statement of Sally Fox, dated 28 October 2021 - Extended Care 

Assistant; 

(g) Statement of Marea Phillips, dated 27 October 2021 - Community Support Worker; 

(h) Statement of Michael Purdon, dated 6 October 2021 - Community Support Worker; 

(i) Statement of Susanne Wagner, dated 28 October 2021 - Support Worker; 

(j) Statement of Catherine Evans, dated 26 October 2021 - Home Service Worker; 

(k) Statement of Theresa Heenan, dated 20 October 2021 - Home Care Employee; 
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(l) Statement of Julie Kupke, dated 28 October 2021 - Carer; 

(m) Statement of Bridget Payton, dated 26 October 2021 - Personal Care Assistant; 

(n) Statement of Veronique Vincent, dated 28 October 2021 - Home Support Worker; 

(o) Statement of Adrienne Michelle “Shelly” White, dated 5 October 2021 - Home Care 

Worker; 

(p) Statement of Susan Toner, dated 29 September 2021 - Home Care Worker; 

(q) Statement of Catherine Goh, dated 13 October 2021 - Community Support Worker;  

(r) Statement of Rosemarie Dennis, dated 5 October 2021 - Home Support Worker; 

(s) Statement of Ngari Inglis, dated 19 October 2021 - Home Support Worker; 

(t) Statement of Karen Roe, dated 30 September 2021 - Home Support Team Member; 

(u) Statement of Kristy Conroy (undated) - Care Worker Coach; 

(v) Statement of Maria Moffat, dated 27 October 2021 - Personal Carer; 

(w) Statement of Paula Wheatley, dated 27 October 2021 - Personal Carer; 

(x) Statement of Teresa Hetherington, dated 19 October 2021 - Carer; and 

(y) Statement of Susan Morton, dated 27 October 2021 - Advanced Care Worker. 

The nature of the work and conditions under which the work is done 

21.3 The nature of work provided by home care workers is that it is care usually provided by a 

single worker in the personal residence of a consumer (often described as a “client”) in 

accordance with a care plan.311 Home care employees generally service multiple clients 

and work according to a roster. The roster is fixed by the home care provider, with 

contribution by the home care worker. The worker is rarely subject to “direct” supervision 

311 See Statement of Mark Sewell at [119]; Statement of Sue Cudmore dated 4 March 2022 at [41] 

(Statement of Sue Cudmore); see also Statement of Paul Sadler at [66]; Statement of Cheyne Woolsey 

dated 4 March 2022 at [40]-[42] (Statement of Cheyne Woolsey). 
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during shifts (i.e. there is not a senior worker or RN overseeing the care provided at the 

time) but instead there is “indirect” supervision.312 Indirect supervision means that workers 

communicate updates/reports in writing or orally to a case manager or RN and, in the event 

of any issue, immediately telephones management, RN or ambulance.313  

21.4 The manner in which workers are indirectly supervised and contact management and RN 

has evolved with the development of modern technology. It is standard practice for carers 

to be provided with a smart phone and to utilise “apps” (such as “Procura”314, “Kronos”315, 

“CareLink”316, “MTA”317, “My One App318” and “DoneSafe”319) to document their services, 

record observations for the registered nurse and manage their rosters/leave. 

21.5 The following changes to the nature of the work are referred to in the statements of carers: 

(a) Increase in number of consumers staying longer in home care. As mentioned, 

this is due to consumers having the option to received care at home. More 

consumers take this option to stay longer in home care.320  

(b) Increased prevalence of complex care needs. This includes “dementia, 

Parkinson’s, cancer, impaired vision, very limited mobility, even palliative clients”.321 

312 See Statement of Mark Sewell at [120]-[123]. 

313 See Statement of Mark Sewell at [123]; Statement of Johannes Brockhaus at [158]; see generally, 

Statement of Sue Cudmore at [42]-[44]; Statement of Cheyne Woolsey at [48]-[53]. 

314 See Statement of Lorri Seifert dated 6 October 2021 at [53]-[54]; Statement of Paula Wheatley dated 27 

October 2021 at [66]-[75] (Statement of Paula Wheatley); Statement of Teresa Hetherington dated 19 

October 2021 at [103] (Statement of Teresa Hetherington); Statement of Sue Cudmore at [35]-[36].  

315 Statement of Paula Wheatley at [66]-[75]; 

316 Statement of Jennifer Wood dated 27 October 2021 at [37]-[38]. 

317 Statement of Susan Digney dated 27 October 2021 at [48], [51] and [53] (Statement of Susan Digney).  

318 Statement of Susan Digney at [50]. 

319 Statement of Teresa Hetherington at [100]-[103]. 

320 See example, Statement of Susan Digney at [27]; Statement of Catherine Evans dated 26 October 2021 

at [83]-[85]; see also Statement of Paul Sadler at [67]-[68]. 

321 See Statement of Catherine Evans dated 26 October 2021 at [67] and [86]. 
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(c) High expectations from consumers (and families). Despite home care often 

being subject to funding and a particular “package” level, consumers expect a full 

suite of domestic duties to be completed in 30-60 minutes.322 

21.6 It follows that as the care is provided in the home environment, the setting for home care 

work has not changed. Home care work has always been provided to consumers with low 

level care and high level care needs.323 It is often provided to elderly persons and workers 

are aware that the aging process carries with it an array of needs specific to the individual. 

It is for that reason that aged care work in the home care sector includes, inter alia, domestic 

duties, social and welfare checks, cleaning duties and personal care work.324  

21.7 The primary impact of an increase in home care consumers and, in particular, consumers 

with complex care needs is the additional time that home care workers need to take to 

provide it. This has resulted in many home care workers in aged care expressing feelings 

of “pressure” to attend to care needs within a pre-fixed shift.  

The level of skill or responsibility involved in doing the work 

21.8 Turning to the level of skill or responsibility of home care employees in aged care, we make 

the following observations:  

(a) Performance of “some clinical care”.325 Home care employees are not medically 

trained or qualified. The reference to “clinical care” by carers is a reference to the 

following discrete and limited tasks: 

322 See example, Statement of Susan Digney at [19]; Statement of Catherine Evans dated 26 October 2021 

at [87]. 

323 See Statement of Mark Sewell at [69]. 

324 See Statement of Mark Sewell at [68].  

325 Statement of Veronique Vincent dated 28 October 2021 at [51] (Statement of Veronique Vincent). 
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(i) medication prompts in accordance with the instructions of a RN that may 

delegate the task;326 

(ii) blood pressure checks in accordance with the instructions of a RN that 

may delegate the care and recording the result for the registered nurse;327 

(iii) providing observations with respect to wounds (described by one carer as 

“wound management”).328 

(b) Medical prompts. This task is not akin to administering medication or assisting 

consumers to take medication. This task is confined to providing a consumer with a 

“prompt” to take medication, which comes in a Webster (or blister) pack and 

recording the time at which medication was taken. If the consumer does not take 

medication, the home care worker calls the RN.329 Consumers are responsible for 

administering their own medication.330 If consumers have difficulty popping the 

blister packet, a home care employee may assist with that task.331 Home care 

workers receive training from a RN prior to undertaking this task (which is consistent 

with the RNs responsibilities in relation to delegation).332  

(c) Providing observations. It is the job a home care employee to take note of 

changes and report difference to a case manager and/or RN.333 Observations may 

326 Statement of Veronique Vincent at [33] and [51]; Statement of Theresa Heenan dated 20 October 2021 

at [112]; Statement of Julie Kupke dated 28 October 2021 at [109]; Statement of Teresa Hetherington at 

[96]. See also Statement of Mark Sewell at [128]; Statement of Cheyne Woolsey at [31]. 

327 Statement of Veronique Vincent at [51], [109] and [117]. 

328 Statement of Veronique Vincent at [51], [56], [109] and [114]. 

329 See Statement of Susan Toner at [21]; Statement of Veronique Vincent at [109]. 

330 Statement of Teresa Hetherington at [96]; Statement of Susan Morton dated 27 October 2021 at [20]. 

331 Statement of Veronique Vincent at [33]. 

332 See example, Statement of Veronique Vincent at [33]; see also Statement of Paul Sadler at [75]-[79]; 

Statement of Cheyne Woolsey at [31] and Annexure CW04. 

333 Statement of Susan Digney at [31]; see Statement of Sue Cudmore at [46]-[47]; Statement of Cheyne 

Woolsey at [44]-[45]. 
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concern a visible change to skin and/or a wound.334 This observation does not 

require any clinical understanding - it is simply reporting on a difference (for 

example, colour change and/or bleeding).  

(d) Blood pressure checks. There is limited evidence with respect to this check. 

However, such a task would only be performed following training by and at the 

direction of a RN.335  

(e) Reporting. As mentioned, home care employees are required to log when they start 

and finish their shift and report any changes.336 Some home care workers continue 

to attend to this with paper (described as a “book” stored at the client’s home). Many 

utilise to an “app” on their phone.337 This is not an increase in skills but represents 

an evolvement of reporting/communication methods consistent with developments 

in modern technology.  

(f) Advocate for clients. Whilst some home care employees may give evidence of 

advocating for clients, “advocacy” does not fall within the scope of care.338 

(g) Engagement with families. Home care employees may on occasion engage with 

families of consumers.339 This can occur when family members are visiting their 

loved one at the same time that care is being provided. In such circumstance, home 

care employees would be expected to treat all persons they interact with courtesy 

334 Statement of Veronique Vincent at [111]. 

335 Statement of Veronique Vincent at [117]. 

336 See example, Statement of Cheyne Woolsey at [46]-[48]. 

337 See example, “Procura”, “Kronos”, “CareLink”, “MTA” and “My One App”. See Statement of Sue 

Cudmore at [35]-[36]. 

338 Statement of Susan Wagner dated 28 October 2021 at [142]-[144]. 

339 See Statement of Mark Sewell at [68]. 
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and respect. Should a situation escalate into one of concern or abuse, they are to 

contact management, registered nurse and/or emergency services.340  

(h) Exercising judgment, discretion and lots of skill. The overwhelming reference 

to “judgement” and “lots of skill” in the statements of home care workers concerns 

the manner in which they respond to a consumer that may be “embarrassed” and/or 

resistant to care needs.341 For example, Ms Toner, Mr Purdon and Ms Phillips give 

evidence that consumers with dementia may exhibit “determined” behaviour that 

makes giving care harder and, in the result, requires some creativity to achieve goals 

(for example, to get into the shower and/or vacate a room).342 All of which fall within 

the realm of provision of care for person with high care needs. 

21.9 It is submitted that the evidence before the Commission will not establish a prevalence of 

home care workers attending to clinical care that is equivalent to the care provided by an 

EN or RN. Rather, it is submitted that there has been no significant net increase to the level 

of responsibility of home care workers.343 The principal change is that the staffing of home 

care workers does not appear to have kept up with the increasing demand for home care 

workers.   

  

340 See example, Supplementary Statement of Sally Fox dated 28 October 2021 at [50]-[51] (an exceptional 

circumstance in which Ms Fox witnessed elder abuse and contacted police); see also Statement of Paul 

Sadler at [93]; Statement of Sue Cudmore at [44]-[45]; Statement of Cheyne Woolsey at [51] and Annexure 

CW-05, see also [52]-[57].  

341 See example, Statement of Catherine Evans dated 26 October 2021 at [66]; Statement of Veronique 

Vincent at [68]-[70]. 

342 Statement of Susan Toner dated 29 September 2021 at [19] (Statement of Susan Toner); Statement 

of Michael Purdon dated 6 October 2021 at [30]; see also Statement of Marea Phillips dated 27 October 

2021 at [22]. 

343 See Statement of Mark Sewell at [120]-[123]. 
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Conclusion: Home Care Employee 

21.10  In many regards the home care employee is similar to a personal care worker in a 

residential setting in that they will hold a Certificate III or equivalent and are providing 

personal care. There are important subtleties between the two roles. These include: 

(a) working alone verses working as part of a team; 

(b) the nature of supervision; 

(c) the focus of home care work being more aligned to domestic residential duties, as 

opposed to care per se; and 

(d) some clients being serviced by home care employees are increased in age than 

would have historically been the case as the purpose of home care is to allow the 

client to maintain occupancy of their residence. There is a distinction, however, with 

the concentrated nature of the consumer increasingly found in residential care, 

which, as we have discussed, has an older age profile and a higher propensity to 

comorbidity and forms of dementia. 
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22. THE AWARDS AND THE C10 FRAMEWORK  

Introduction  

22.1  By the preceding analysis, we arrived at the following conclusions: 

(a) The Aged Care Award does not appear to have been properly set. 

(b) The Nurses Award may have been properly set.  

(c) The SCHADS Award may have been properly set.  

22.2 Before turning to the C10 framework a number of preliminary contentions need 

considerations: 

(a) The Commission will need to be satisfied that it is appropriate to dissect ‘nurses’ in 

aged care from the current Nurses Award classification structure and to properly set 

the minimum rates for such ‘nurses’ while not properly setting such rates for ‘nurses’ 

outside of aged care. It is questionable whether this is desirable and certainly not 

an approach that sits well with that taken in the Teachers Case. 

(b) Any classification structure will need to be appropriate for the proper setting of 

minimum rates. 

(c) In this regard, consideration should be given to the appropriateness of the current 

classification in the Aged Care Award which conflates care workers with support 

workers in a manner that challenges alignment to the C10 framework. These would 

at a minimum be better broken out before the C10 exercise was undertaken. 

(d) Where service is used it must reflect the acquisition of experience and competence 

rather than the effluxion of time344. This prompts consideration of the shift in 

competency of care workers at and around three years of experience and also will 

344 See Teachers Case at [647]. 
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require the Commission to be satisfied that any use of service in the Nurses Award 

or the SCHADS Award meets this test. 

The Benchmark Classification: The C10 Framework  

22.3 In light of the role of the Manufacturing Award within the process, it is useful to briefly turn 

to the classification structure under that award.  

22.4 Schedule A to the Manufacturing Award contains the Classification Structures and 

Definitions. Clauses A.4.7(a) and (b), in Schedule A contains a description of the 

qualifications and competencies of persons in Classification C10.  

22.5 With respect to the former, cl A.4.7(a)(i) provides that the employee holds a trade certificate 

or tradesperson’s rights certificate or equivalent as (relevantly) an “Engineering 

Tradesperson (Mechanical) - Level 1 … and is able to exercise the skills and knowledge of 

the engineering trade so as to enable the employee to perform work within the scope of this 

level”. Clause A.4.7(a)(ii) goes on to identify the skills, competence and training of an 

employee in classification C10 compared with an employee in classification C11. Equivalent 

wording is repeated with respect to “Engineering/ Manufacturing Systems Employee—Level 

V” in clause A.4.7(b)(i) and (ii). 

22.6 The reference to “or equivalent” means: 

● any training which a registered provider (e.g. TAFE),or State recognition authority 

recognises as equivalent to a qualification which the relevant industry committee, which is 

currently the Manufacturing and Engineering Industry Reference Committee, recognises for 

this level, which can include advanced standing through recognition of prior learning and/or 

overseas qualifications; or 

● where competencies meet the requirements set out in the metal and engineering 

competency standards in accordance with the National Metal and Engineering Competency 

Standards Implementation Guide.345 

345 Manufacturing Award, Sch A, A.4.1(b)(i). 
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22.7 The percentage wage relativities to C10, reflecting the percentages as prescribed in 1990 

in Re Metal Industry Award 1984—Part I (M039 Print J2043), together with the minimum 

training requirements, is extracted below: 

Classification 

levels 

Classification title Minimum training requirement Wage relativity 

to C10 (see 

clause A.3.2) 

C1 Professional Engineer 

Professional Scientist 

Degree 180/210% 

C2(b) Principal Technical Officer Advanced Diploma or equivalent and 

sufficient additional training so as to 

enable the employee to meet the 

requirements of the relevant classification 

definition and to perform work within the 

scope of this level. 

160% 

C2(a) Leading Technical Officer Advanced Diploma or equivalent and 

sufficient additional training so as to 

enable the employee to meet the 

requirements of the relevant classification 

definition and to perform work within the 

scope of this level. 

150% 

C2(a) Principal Supervisor/ Trainer/Co-

ordinator 

Advanced Diploma or equivalent of which 

at least 50% of the competencies are in 

supervision/training 

150% 

C3 Engineering Associate/ 

Laboratory Technical Officer—

Level II 

Advanced Diploma of Engineering, 

Advanced Diploma of Laboratory 

Operations, or equivalent. 

145% 

C4 Engineering Associate/ 

Laboratory Technical Officer—

Level 1 

80% towards an Advanced Diploma of 

Engineering,80% towards an Advanced 

Diploma of Laboratory Operations, or 

equivalent. 

135% 

C5 Advanced Engineering 

Tradesperson—Level II 

Diploma of Engineering—Advanced 

Trade, or equivalent. 

130% 

C5 Engineering/Laboratory 

Technician—Level V 

Diploma of Engineering—Technical, 

Diploma of Laboratory Technology, or 

equivalent. 

130% 

C6 Advanced Engineering 

Tradesperson—Level 1 

C10 + 80% towards a Diploma of 

Engineering—Advanced Trade, or 

equivalent. 

125% 
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Classification 

levels 

Classification title Minimum training requirement Wage relativity 

to C10 (see 

clause A.3.2) 

C6 Engineering/Laboratory 

Technician—Level IV 

50% towards an Advanced Diploma of 

Engineering, or 85% towards a Diploma 

of Engineering—Technical,50% towards 

an Advanced Diploma of Laboratory 

Operations or 85% towards a Diploma of 

Laboratory Technology, or equivalent. 

125% 

C7 Engineering/ Manufacturing 

Tradesperson—Special Class 

Level II 

Certificate IV in Engineering, or C10 + 

60% towards a Diploma of 

Engineering,60% towards a Diploma of 

Laboratory Technology, or equivalent. 

115% 

C7 Engineering/Laboratory 

Technician—Level III 

Certificate IV in Manufacturing 

Technology, provided that the minimum 

experience required for a Technology 

Cadet has been completed, or Certificate 

IV in Laboratory Techniques, or 45% 

towards an Advanced Diploma of 

Engineering, or 70% towards a Diploma 

of Engineering—Technical, 45% towards 

an Advanced Diploma of Laboratory 

Operations, or 70% towards a Diploma of 

Laboratory Technology, or equivalent 

115% 

C8 Engineering/ Manufacturing 

Tradesperson—Special Class 

Level I 

C10 + 40% towards a Diploma of 

Engineering, or equivalent 

110% 

C8 Engineering/Laboratory 

Technician—Level II 

40% towards an Advanced Diploma of 

Engineering, or 60% towards a Diploma 

of Engineering—Technical,40% towards 

an Advanced Diploma of Laboratory 

Operations,60% towards a Diploma of 

Laboratory Technology, or equivalent 

110% 

C9 Engineering/ Manufacturing 

Tradesperson—Level II 

C10 + 20% towards a Diploma of 

Engineering or equivalent 

105% 

C9 Engineering/Laboratory 

Technician—Level I 

Certificate III in Engineering—Technician, 

or Certificate III in Laboratory Skills, or 

Certificate III in Manufacturing 

Technology, provided that the minimum 

experience required for a Technology 

Cadet has been completed, or 50% 

towards a Diploma of Engineering, or 

equivalent 

105% 
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Classification 

levels 

Classification title Minimum training requirement Wage relativity 

to C10 (see 

clause A.3.2) 

C10 Engineering/Manufacturing 

Tradesperson – Level 1 

Recognised Trade Certificate, or 

Certificate III in Engineering – 

Mechanical Trade, or Certificate III in 

Engineering – Fabrication Trade, or 

Certificate III in Engineering – 

Electrical/Electronic Trade, or 

equivalent 

100% 

C10 Engineering/ Manufacturing 

Systems Employee—Level V 

Engineering Production Certificate III, 

or Certificate III in Engineering—

Production Systems, or equivalent 

100% 

C11 Engineering/ Manufacturing 

Employee—Level IV 

 

Laboratory Tester 

Engineering Production Certificate II, or 

Certificate II in Engineering—Production 

Technology, or Certificate II in Sampling 

and Measurement, or equivalent 

92.4% 

C12 Engineering/ Manufacturing 

Employee—Level III 

Engineering Production Certificate I or 

Certificate II in Engineering ,or equivalent 

87.4% 

C13 Engineering/ Manufacturing 

Employee—Level II 

In-house training 82% 

C14 Engineering/ Manufacturing 

Employee—Level 1 

Up to 38 hours induction training 78% 

 

22.8 It should be noted, the minimum rates in the Manufacturing Award “do not reflect these 

relativities because some wage increases since 1990 have been expressed in dollar 

amounts rather than percentages and as a result have reduced the relativities”.346 

22.9 Notwithstanding that caveat, and noting pay rates change from 1 July each year, the C10-

C14 levels as set from 1 July 2021 by reference to the “Adult - General Manufacturing - Full 

time & Part-time” are as follows:347 

Classification Weekly pay rate Hourly pay rate 

C14 - Engineering/manufacturing employee - level I $772.60 $20.33 

C13 - Engineering/manufacturing employee - level II $794.80 $20.92 

346 Manufacturing Award, Schedule A, clause A.3.2.  

347 Fair Work Ombudsman, “Pay Guide: Manufacturing and Associated Industries and Occupations Award 

[MA000010]” (Published 1 December 2021), Reference Bundle, Tab 22, page 1528.  
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C12 - Engineering/manufacturing employee - level III $825.20 $21.72 

C11 - Engineering/manufacturing employee - level IV $853.60 $22.46 

C11 - Laboratory tester $853.60 $22.46 

C10 - Engineering/manufacturing tradesperson - level I $899.50 $23.67 

C10 - Engineering/manufacturing systems employee - level V $899.50 $23.67 

 

22.10 Those classification levels, minimum requirements and wage rates will be returned to in the 

context of determining whether the pay rates and internal relativities in the awards were 

ever properly set.  

The Australian Qualifications Framework 

22.11 The “minimum training requirement” and/or “minimum qualification” cannot be considered 

absent the AQF. The AQF is the policy for regulated qualifications in the Australian 

education and training system, which underpins the national system of qualifications in 

Australia, encompassing higher education, vocational education and training (VET), and 

schools. It is the agreed policy of Commonwealth, State and Territory ministers.348 

22.12 For completeness, the relevant AQF levels are listed below:  

(a) Level 1 – Certificate I; 

(b) Level 2 – Certificate II; 

(c) Level 3 – Certificate III; 

(d) Level 4 – Certificate IV; 

(e) Level 5 – Diploma; 

(f) Level 6 – Advanced Diploma, Associate Degree; 

348 Department of Education, Skills and Employment, Australian Qualifications Framework, “What is the 

AQF”; Reference Bundle, Tab 14, page 1487. See also, Australian Qualifications Framework Council, 

“Australian Qualifications Framework” (second edition, January 2013); Reference Bundle, Tab 13. 
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(g) Level 7 – Bachelor Degree; 

(h) Level 8 - Bachelor Honours Degree, Graduate Certificate, Graduate Diploma;  

(i) Level 9 - Master’s Degree; and 

(j) Level 10 - Doctoral Degree.  

22.13 It useful to briefly set out the AQF criteria with respect to Levels 1-6, given that overlap 

exists and the awards provide include reference to “or equivalent”. The AQF provides the 

following summary of criteria for each level:349 

Qualification Summary 

Certificate I Graduates at this level will have knowledge and skills for initial work, community 

involvement and/or further learning. 

Certificate II Graduates at this level will have knowledge and skills for work in a defined context 

and/or further learning. 

Certificate III Graduates at this level will have theoretical and practical knowledge and skills for 

work and/or further learning. 

Certificate IV Graduates at this level will have theoretical and practical knowledge and skills for 

specialised and/or skilled work and/or further learning. 

Diploma Graduates at this level will have specialised knowledge and skills for 

skilled/paraprofessional work and/or further learning. 

Advanced Diploma / 

Associate Degree 

Graduates at this level will have broad knowledge and skills for 

paraprofessional/highly skilled work and/or further learning. 

 

  

349 Australian Qualifications Framework Council, “Australian Qualifications Framework” (second edition, 

January 2013), page 12; Reference Bundle, Tab 13, page 1386. 
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Recent Considerations of the C10 Classification Structure  

22.14 The Commission recently made observations with respect to the C10 framework in the 

context of the Pharmacy Case and the Teachers Case.  

22.15 In the Pharmacy Case, the Full Bench found there was a lack of alignment in pay rates and 

relativities as between pharmacists under the Pharmacy Industry Award 2010 (Pharmacy 

Award) and those classifications requiring equivalent qualifications under the 

Manufacturing Award (particularly those rates referable to undergraduate qualifications). 

The decision also noted a lack of consistency with the Australian Qualifications Framework. 

In that decision, the Full Bench also expressed a view that this issue may affect other 

awards which contain qualifications applying to employees who are required to hold 

undergraduate qualifications.  

22.16 In Section 157 proceeding [2019] FWC 5934, the Commission issued a statement that 

expressed a provisional view that awards with classifications requiring undergraduate 

degrees should be referred to the Full Bench for review. As part of that statement, the 

Commission prepared tables setting out the current wage rates and relativities to the C10 

rate in the Manufacturing Award for, inter alia, Social, Community, Home Care and Disability 

Services Industry Award 2010 and Nurses Award 2010, based on the weekly wage rates 

following the Annual Wage Review 2018-19350 decision. 

22.17 In Teachers Case, the Full Bench observed: 

“[561] The Metal Industry classification structure, as originally formulated, provided for 14 

classifications with different qualifications and skill levels. Each classification was assigned 

a wage relativity, expressed in percentage terms, with the C10 tradesperson classification. 

However that structure in its current form has been altered in two ways. First, because of flat 

dollar increases awarded in safety net reviews by the AIRC, in wage decisions of the AFPC 

and in the initial annual wage reviews of this Commission, the relativities between 

350 Annual Wage Review 2018–19 [2019] FWCFB 3500.  
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classifications became compressed. Second, although the full Metal Industry 

classification structure was incorporated by the AIRC into the modern Manufacturing Award 

when it was made on 19 December 2008 in the course of the award modernisation process, 

the highest Level C1 classification was deleted on 30 December 2009. This was done 

on the basis that degree qualified professional engineers and scientists previously covered 

by the classification would now be covered by the PE Award. However, the salary rates 

provided for in the PE Award were not consistent with the relativities originally provided for 

in the Metal Industry Award classification, and were generally lower than the Level C1 rates 

which originally appeared in the Manufacturing Award and were themselves the result of the 

compression of relativities.”351 

(Footnotes omitted) 

22.18 In Teachers Case, it was found that the minimum rates in the EST Award were not he 

product of any proper fixation of minimum rates in accordance with principles stated in the 

ACT Child Care decision. The rates were fixed by reference to pre-existing rates, with 

subsequent adjustments made by reference to those first award rates without any proper 

minimum rate assessment process.352  

Conclusion 

22.19 Having earlier set out the applicable principles that underpin and inform the Commission’s 

assessment of the current minimum rates, we now turn to analyse the classification 

structure and minimum rates in the awards.  

  

  

351 Teachers Case at [561]. 

352 Teachers Case at [562]. 
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23. ANALYSIS OF THE AGED CARE AWARD  

Introduction  

23.1 With respect to each award we will address the following questions: 

(a) What are the relevant benchmark classifications for the C10 comparison? 

(b) If applied to the existing classification internal relativities what outcome does this 

drive? 

(c) What anomalies does this create compared to the C10 framework that need to be 

considered? 

23.2 As part of that analysis we will also address issues relevant to the modern awards objective 

and minimum award objective, which will be further developed in closing submissions. 

What are the relevant benchmark classifications for the C10 comparison? 

23.3 We submit it would not be controversial for the Commission to determine that “Aged Care 

employee Level 4” is the key classification for the award. Under that level there are presently 

three categories of work: 

(a) General and administrative services (with the position of “Gardener” at that level 

requiring “trade or TAFE Certificate III or above”); 

(b) Senior cook (trade); and 

(c) Personal Care Worker grade 3 (with a minimum qualification requirement of 

“Certificate 3”).  

23.4 The minimum rate for an aged care employee - level 4 per week is $899.50, which is aligns 

with the current minimum rate for a C10 level under the Manufacturing Award (as does the 

minimum qualification of Certificate III).  
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If applied to the existing classification internal relativities what outcome does this drive? 

23.5 By reference to the key classification, the existing classification internal relativities may be 

compared against the relativities in the Manufacturing Award. That comparison appears in 

the table below: 

Manufacturing 

Award 

classification 

Minimum 

qualification 

Current 

relativity 

to C10 (%) 

Current 

Wage 

Rate ($) 

Aged Care Employee 

classification 

Current 

relativity 

to C10 (%) 

Current 

Wage 

Rate ($) 

C14 Up to 38 hours 

induction training 

78 772.60    

C13 In-house training 82 794.80    

       

C12 Certificate I or 

Certificate II or 

equivalent 

87.4 825.20    

    Level 1 91.3 821.40 

C11 Certificate II 92.4 853.60    

    Level 2 95 855.50 

    Level 3 98.8 889.00 

C10 Recognised 

Trade 

Certificate or 

Certificate III or 

equivalent 

100 899.50 Level 4 100 899.50 

    Level 5 103.4 930.00 

C9 C10 (Trade 

certificate III) + 

20% towards 

Diploma or 

equivalent 

105 927.70    

    Level 6 109 980.10 

C8 C10 (Trade 

certificate III) + 

40% towards 

Diploma or 

equivalent 

110 955.90    

    Level 7 111 997.70 

C7 Certificate IV OR 

C10 (Trade 

certificate III) + 

60% towards 

Diploma or 

equivalent 

115 981.50    
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What anomalies does this create compared to the C10 framework that need to be 

considered? 

23.6 In considering whether any anomalies are created when compared to the C10 framework, 

regard must be had to the “minimum qualifications”, which brings with it the need to turn to 

the AQF.  

23.7 Whilst there is no minimum qualification for personal care workers in aged care, personal 

care workers may obtain the following qualifications: 

(a) Certificate III in Individual Support (Ageing); 

(b) Certificate III in Individual Support (Ageing, Home and Community); 

(c) Certificate IV in Aged Care; 

(d) Certificate IV in Ageing Support; 

(e) Certificate IV in Disability. 

23.8 An individual may also obtain a Certificate III in the form of a traineeship by which they study 

and “train on the job”, within 12 months complete a Certificate III.  

23.9 The qualification of Certificate III and IV align with AQF Levels 3 and 4, respectively.  

23.10 The following table sets out the “qualifications” referred to in the Aged Care Award, together 

with reference to the corresponding AQF and the C10 level that properly aligns with that 

AQF:  

Classification 

Level 

Qualification / Experience  AQF C10 

1 Less than 3 months experience  C14 

2 3-12 months experience  C13 - C12 

3 Second and subsequent years of service   C11 

4 Certificate III  L3 C10 

5 Formal qualifications at trade or certificate level (“may 

require”) 

L3 - L4 C10 - C7 
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Classification 

Level 

Qualification / Experience  AQF C10 

6 Formal qualifications at post-trade or Advanced Certificate 

or Associate Diploma (“may require”) 

L4 - L5 C7 - C6 

7 Formal qualifications at post-trade or Advanced Certificate 

or Associate Diploma (“may require”) 

L4 - L5 C7 - C6 

 

23.11 The AQF provides that the equivalent qualification to an “Advanced Certificate” is a 

“Certificate IV”, and the equivalent to “Associate Diploma” is “Diploma”.353  

23.12 The inclusion of “may require” is arguably due to the broad scope of employees that work 

within the aged care sector, with the majority able to enter the workforce without any 

qualification, and the fact the award prescribed certain qualifications at some levels. For 

example, aged care employees at Level 7: 

(a) a “personal care worker” at this level is required, at a minimum, to hold a Certificate 

III or equivalent (which is specified at Level 4); 

(b) a “gardener superintendent” at this level is required, at a minimum, to hold a 

Certificate III or equivalent (which is specified at Level 4); 

(c) a “chef” at this level is not required to hold any qualification, but may attain a 

Certificate III or IV; 

(d) an “interpreter” at this level is required to be “qualified”, which requires the individual 

to attain a VET or university qualification and be certified with National Accreditation 

Authority for Translators and Interpreters.  

23.13 The above analysis suggests some anomalies may exist in the current classifications. As 

such, prior to setting properly set minimum rates, the classification structure for aged care 

employees may benefit from additional description, the creation of additional levels and/or 

353 Department of Education, Skills and Employment, “Equivalency of pre-AQF qualifications” (website); 

Reference Bundle, Tab 15, pages 1491-1492. 
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the separation of “personal care worker” as a separate classification structure within the 

Aged Care Award.  

23.14 Putting aside consideration of the minimum rates, a comparison of the C10 level and the 

qualification provided for each level of aged care employee on either side of the key 

classification appears to sit at, above or below the C10 framework.  

23.15 We now turn to an analysis of the minimum rates in the Aged Care Award, having regard 

to each of the factors set out above to consider the impact of the anomalies identified.  

23.16 Having regard to the experience and skills required of level 1-3, the rates do not align to the 

requisite experience and skills required for those levels when compared to the C10 

framework and AQF. That conclusion is informed by the following analysis: 

Level 1  

(a) The Aged Care Award provides that a level 1 aged care employee is “entry level” 

position that requires no previous experience or training. An employee at this level 

“has less than three months’ work experience in the industry and performs basic 

duties”. That employee is expected to work within established routines, methods 

and procedures with minimal responsibility, accountability or discretion. That 

employee also works under direct or routine supervision.354  

(b) The rate of $21.62, with a relativity of 91.3%, is just short of the C12 level in the 

Manufacturing Award. The minimum requirements for C12 are “Certificate I or 

Certificate II or equivalent”. 

(c) The minimum rate presently set at 91.3% relativity does not align to the C10 

framework and, absent justification on work value reasons, appears to be set too 

high.  

  

354 Aged Care Award, Sch B, B.1.  
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Level 2 

(d) The Aged Care Award provide that a level 2 aged care employee requires “specific 

on-the-job-training” and/or relevant skills training or experience. That employee has 

recognised capabilities as to prioritising work within established routines; is 

responsible for work performed with a limited level of accountability; and work under 

limited supervision. 355   

(e) The rate of $22.51, with a relativity of 95% sits between C11 and C10 levels in the 

Manufacturing Award. The minimum requirements for those levels being Certificate 

II and III, respectively.  

(f) The description of the classification under the award more closely aligns with the 

C13 and C12 minimum requirements under the Manufacturing Award, having regard 

to the AQF skills and knowledge outcomes of graduates with a Certificate I or 

Certificate II.  

(g) Based on those considerations, the minimum rate presently set at 95% relativity to 

the C10 rate appears to sit too high. 

Level 3 

(h) The Aged Care Award provides a level 3 aged care employee, with respect to “non 

admin/clerical” work, meets the requirements of a level 2 aged care employee. For 

admin/clerical employees, such employees “undertake a range of basic clerical 

functions within established routines, methods and procedures”. It also includes a 

reference to “arithmetic skills”. 

(i) The rate of $23.39, with a relativity of 98.8% sits under the C10 level in the 

Manufacturing Award.  

355 Aged Care Award, Sch B, B.2.  
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(j) The indicative roles remain broad and include: “second and subsequence years of 

services” for a general clerk/typist; personal care worker grade 2 and “unqualified” 

recreational activities officer.  

(k) By reference to AQF, the level 3 classification appears to align with the minimum 

requirements of a C11 classification - Certificate II. This also factors in the level of 

time and experience required (in contrast to level 1 which is “entry level”).  

(l) Based on those considerations, and when considered against the classification 

requirements for level 1-4, the minimum rate presently set at 98.8% relativity to the 

C10 rate sits too high.   

23.17 Turning to classification level 5-7, the minimum rates do not appear to have been properly 

set having regard to the requisite experience and skills required for those levels. That 

conclusion is supported by the following: 

Level 5 

(a) The Aged Care Award provides that a level 6 aged care employee “requires 

substantial on-the-job training, may require formal qualifications at trade or 

certificate level and/or relevant skills training or experience”. Additionally, they must 

possess capabilities including: “functioning semi-autonomously” and “responsible 

for work performed with a substantial level of accountability”. 

(b) The rate of $24.47, with a relativity of 103.4% sits between C10 and C9 levels in the 

Manufacturing Award. The minimum requirement for C9 is “C10 (Trade certificate 

III) + 20% towards Diploma or equivalent”. 

(c) Employees at this level are required to have “broader” skills than level 4. As such, 

rate above the C10 is appropriate. However, subject to a view as to whether the 

experience requires is equivalent to “20% towards Diploma”, noting the personal 

care worker each hold a Cert III at level 4, it is arguable the minimum rate for a level 

5 aged care employee should be increased and aligned to a C9 rate.  
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(d) The minimum rate presently set at 103.5% relativity to the C10 rate appears to sit 

slightly low.  

Level 6 and 7  

(e) The Aged Care Award provides that a level 6 aged care employee “may require 

formal qualifications at post-trade or Advanced Certificate or Associate Diploma 

level and/or relevant skills training or experience”. Similarly, a level 7 aged care 

employee “may require formal qualifications at trade or Advanced Certificate or 

Associate Diploma level and/or relevant skills training or experience”. 

(f) Additionally, they must possess the following capabilities: 

(i) Level 6: “high level of autonomy”, “responsible for work performed with a 

substantial level of accountability” and possess “well developed 

communication, interpersonal and/or arithmetic skills”. 

(ii) Level 7: “functioning autonomously” and prioritising their work and the work 

of others within established policies, guidelines and procedures; responsible 

for work performed with a substantial level of accountability and 

responsibility; possesses “well developed communication, interpersonal 

and/or arithmetic skills”; and may supervise the work of others, including 

work allocation, rostering and guidance. 

(g) The skills required at both Level 6 and 7, even absent a mandatory requirement for 

qualification, represent a “broad range of cognitive, technical and communication 

skills” and in light of the reference to autonomy and accountability (and supervisory 

duties for level 7), such employees may be required to apply those skills in manner 

consistent with AQF Level 6 - Advanced Diploma qualification, namely: “analyse 

information to complete a range of activities”, “interpret and transmit solutions to 

unpredictable and sometimes complex problems” and “transmit information and 

skills to others”. 
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(h) The rates of $25.79 and $26.26, with a relativity of 109% and 111% sit on either side 

of the C8 level in the Manufacturing Award. The minimum requirement for that level 

is “C10 (Trade certificate III) + 40% towards Diploma or equivalent”. 

(i) Noting that the personal care worker is required to have a Cert III (or relevant 

experience), having regard to those considerations which include a higher level of 

skills than level 4-6, the current rate appears to sit too low. This may be a result from 

trying the balance the three streams of worker currently falling within the Level 7 

aged care employee classification.  

23.18 The preceding analysis supports a conclusion that the minimum rates in the Aged Care 

Award when compared against the C10 framework and AQF contain anomalies.  

The Modern Awards Objective: s 134(1)(f); and  

The Minimum Wages Objective: s 284(1)(d) 

23.19 Noting we will develop more fuller submissions in closing, we make the following preliminary 

observations with respect to the modern awards objective and minimum awards objective. 

23.20 Given the need to ensure a simple, easy to understand, stable and sustainable modern 

award system for Australia that avoids unnecessary overlap of modern awards, this next 

section sets out the minimum rates in awards covering similar work.356 

23.21 This exercise will be undertaken by reference to the hourly rate357 in the Aged Care Award, 

compared against equivalent roles within classifications in the following awards: 

(a) Clerks—Private Sector Award 2020 (Clerks Award); 

(b) Hospitality Industry (General) Award 2020 (Hospitality Award); 

(c) Gardening and Landscaping Services Award 2020 (Gardening Award); 

356 FW Act, s 134(1)(f). 

357 As at 1 July 2021.  
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(d) Dry Cleaning and Laundry Industry Award 2020 (Dry Cleaning Award); 

(e) Cleaning Services Award 2020 (Cleaning Award); 

(f) Road Transport and Distribution Award 2020 (Road Transport Award); 

(g) SCHADS Award; and 

(h) Miscellaneous Award 2020. 

23.22 The following table compares the minimum rates for “clerks” covered under the Aged Care 

Award, Clerks Award and Hospitality Award: 

Role Aged 

Care 

Rate Clerks Rate Hospitality Rate 

General 

Clerk (<3 

Months) 

Level 1 21.62 Level 1, 

Year 1 

21.62 Introductory Level 20.33 

General 

Clerk/Typist 

(3-12 

Months) 

Level 2 22.51 Level 1, 

year 1 

21.62 Clerical Level 2/3/4 21.72-23.67 

General 

Clerk/Typist 

(1+ years) 

Level 3 23.39 Level 1, 

Year 2/3 

22.69 – 

23.39 

Clerical Level 2/3/4 21.72-23.67 

Receptionist Level 3 23.39 Level 1, 

Year 1/2/3, 

Level 2 

21.62 – 

23.39 

Front Office (FO) Level 2, 

Guest Services (GS) 

Level 2, Clerical Level 4 

21.72, 23.67 

Pay Clerk Level 3 23.39 Level 2 23.67-24.11 Clerical level 4 23.67 

Senior Clerk Level 4 23.67 Level 3 25.00 Clerical level 4 23.67 

Senior 

Receptionist 

Level 4 23.67 Level 3 25.00 Clerical level 4, FO Level 

3/4 

23.67, 22.46-

23.67 

Clerical 

Supervisor 

Level 7 26.26 Level 5 27.32 Clerical level 5, FO Level 

5 

25.16 
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23.23 The following table compares the minimum rates for “laundry hand” covered under the Aged 

Care Award, Dry Cleaning Award and Hospitality Award: 

Role Aged 

Care 

Rate Dry Cleaning Rate Hospitality Rate 

Laundry hand  

(<3 Months) 

Level 1 21.62 Level 1 20.33 Introductory Level 20.33 

Laundry hand  

(3+ Months) 

Level 2 22.51 Level 1/2/3/4 20.33-22.46 GS Level 1 20.92 

 

23.24 The following table compares the minimum rates for “cleaner” covered under the Aged Care 

Award, Cleaning Award and Hospitality Award: 

Role Aged Care Rate Cleaning Rate Hospitality Rate 

Cleaner  

(<3 Months) 

Level 1 21.62 Level 1 21.71 Introductory Level 20.33 

Cleaner 

(3 + Months) 

Level 2 22.51 Level 2 22.46 GS Level 1/2 20.92-21.72 

 

23.25 The following table compares the minimum rates for “gardener” covered under the Aged 

Care Award, Gardening Award and Hospitality Award: 

Role Aged 

Care 

Rate 

 

Gardening Rate 

 

Hospitality Rate 

 

Assistant Gardener 

(<3 months) 

Level 1 21.62 Introductory 

Level 

20.33 Introductory Level 20.33 

Gardener  

(non-trade) 

Level 2 22.51 Level 1/2/3 20.92-22.72 Gardener Level 

2/3 

21.72-22.46 

Gardener  

(trade or Cert III) 

Level 4 23.67 Level 4 23.67 Gardener Level 4 23.67 

Gardener 

(advanced) 

Level 6 25.79 Level 5 24.41 Gardener Level 4 23.67 
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Role Aged 

Care 

Rate 

 

Gardening Rate 

 

Hospitality Rate 

 

Gardener 

(superintendent) 

Level 7 26.26 Level 5 24.41 Gardener Level 5 25.16 

 

23.26 The following table compares the minimum rates for “food services assistant” and “cook” 

covered under the Aged Care Award and Hospitality Award: 

Role Aged Care Rate Hospitality Rate 

Food Services 

Assistant (<3 Months) 

Level 1 21.62 Introductory Level 20.33 

Food Services 

Assistant (3+ Months) 

Level 2 22.51 Food and Beverage (FB) Level 

1-2, Kitchen Level 1 

20.92-21.72 

Cook Level 3 23.39 Cook Level 2/3 21.72-22.46 

Senior Cook (Trade) Level 4 23.67 Cook Level 4 23.67 

Chef Level 5 24.47 Cook Level 5 25.16 

Senior Chef Level 6 25.79 Cook Level 5 25.16 

Chef/Food Services 

Supervisor 

Level 7 26.26 FB Level 5, Cook Level 6 25.16-25.83 

 

23.27 The following table compares the minimum rates for “Maintenance/Handyperson” covered 

under the Aged Care Award, Miscellaneous Award and Hospitality Award: 

Role Aged 

Care 

Rate Miscellaneous Rate Hospitality Rate 

Maintenance/Handyperson 

(unqualified) 

Level 2 22.51 Level 2 21.72 Handyperson Level 3 22.46 

Maintenance/Handyman 

(qualified) 

Level 4 23.67 Level 3 23.69 Gardener Level 4 23.67 

Maintenance Tradesperson 

(Advanced) 

Level 6 25.79 Level 4 25.83 Gardener Level 4 23.67 

 

2166



23.28 The following table compares the minimum rates for “driver” covered under the Aged Care 

Award, Road Transport Award and Hospitality Award: 

Role Aged 

Care 

Rate RTD Rate Hospitality Rate 

Driver  

(less than 3 T) 

Level 2 22.51 Level 2 22.08 GS Level 2 21.72 

Driver  

(less than 3 T 

with First Aid) 

Level 3 23.39 Level 2 + First Aid 

Allowance 

22.08 + .36 GS Level 2 21.72 

Driver (3 T and 

over) 

Level 4 23.67 Level 2-10 

depending on 

vehicle size 

22.08-25.36 GS Level 2 21.72 

 

23.29 The following table compares the minimum rates for “personal care worker” covered under 

the Aged Care Award, SCHADS Award and the Social and Community Services Employees 

(State) Award: 

Role Aged 

Care 

Rate SCHADS (Home 

Care) 

Rate SCHADS (SACS) Rate 

PCW 1 Level 2 22.51 HC level 1/2 21.88-23.19 Level 1 22.11-23.67 

PCW 2 Level 3 23.39 HC Level 1/2 21.88-23.19 Level 1 22.11-23.67 

PCW 3 Level 4 23.67 HC level 3 23.67-24.40 Level 2 29.12-31.77 

PCW 4 Level 5 24.47 HC level 4 25.83-26.34 Level 3 32.54-34.90 

PCW 5 Level 7 26.26 HC level 4 

(maybe level 5) 

26.34 Level 3 4) 32.54-34.90 

 

23.30 The following table compares the minimum rates for “Recreational/Lifestyle Activities 

Officer” covered under the Aged Care Award, SCHADS Award and the Social and 

Community Services Employees (State) Award: 
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Role Aged 

Care 

Rate SCHADS 

(Home Care) 

Rate SCHADS 

(SACS) 

Rate 

Recreational/Lifestyle 

Activities Officer 

(unqualified) 

Level 2 22.51 Level 1/2 21.88-23.19 Level 1 22.11-23.67 

 
23.31 The following table compares the minimum rates for “general services supervisor” covered 

under the Aged Care Award and Hospitality Award: 

Role Aged Care Rate Hospitality Rate 

General Services Supervisor Level 7 26.26 GS Level 5, FO Level 5, 

Clerical Level 5, 

25.16 

 

23.32 The following table compares the minimum rates for “interpreter” covered under the Aged 

Care Award and Miscellaneous Award: 

Role Aged Care Rate Miscellaneous Rate 

Secretary Interpreter 

(unqualified) 

Level 5 24.47 Level 2 21.72 

Interpreter (qualified) Level 7 26.26 Level 3/4 23.67-25.83 

 

23.33 In light of that comparison, the following preliminary observations may be made with respect 

to the existing classifications in the Aged Care Award: 

(a) Level 1: The comparable positions in the Gardening Award is described as “entry 

level” and under the Hospitality Award an employee is to remain at “introductory 

level for up to 3 months”.  

(b) Level 2: Having regard to equivalent roles under the Hospitality Award, Dry 

Cleaning Award, Cleaning Award and Gardening Award, the rate for aged care 

employee level 2 (excluding personal care worker) is higher than the majority of 

rates fixed for comparable roles.  
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(c) Level 3: The rates with respect to comparable work throughout the modern award 

system is less assistive, with each different classification grading levels and 

descriptions.  

(d) Level 4: This is consistent throughout.  

(e) Level 5: Turning to the comparable personal care worker roles, the rates of pay 

under the SCHADS Award sit between $25.83 and $26.34.  

23.34 That analysis also indicates that the classification of “aged care employee” presently covers 

a broad range of general, administrative and food services positions that have comparable 

roles in several existing modern awards.  

23.35 In contrast, the comparable roles for personal care worker are few. As such, for the benefit 

of ensuring consistency (as well as ongoing stability), the separation of the personal care 

worker would contribute to a simpler and consistent modern award system. We will further 

develop that argument in closing submissions.  

Conclusion 

23.36 The rates in the Aged Care Award were not properly set or subject to any work value 

assessment at or since the award modernisation process. The classification structure in the 

Aged Care Award currently conflates unrelated job families. We submit that a more 

appropriate classification structure would separate the personal care workers from the 

support services.  

23.37 A question may also be raised as to whether the personal care worker should be required 

to hold a Certificate III and where the C10 classification should properly sit within a separate 

personal care worker structure.  
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24. ANALYSIS OF THE NURSES AWARD 

What are the relevant benchmark classifications for the C10 comparison? 

24.1 It should not be controversial for the Commission to determine that “Nursing Assistant - 

Experienced” is the key classification for the award. That classification requires the 

employee to be the holder of a relevant Certificate III qualification. The minimum rate for an 

that classification is $899.50, which is consistent with the minimum rate for a C10 level 

under the Manufacturing Award.  

If applied to the existing classification internal relativities what outcome does this drive? 

24.2 By reference to the key classification, the internal relativity to “Nursing Assistant - 

Experienced” allows for comparison against the existing relativities against the C10 

framework (incremental payments are excluded for the purpose of this exercise). That 

comparison appears in the table below: 

C10 Minimum 

qualification 

Current 

relativity 

to C10 

(%) 

Current 

Wage 

Rate ($) 

Nurses Award classification Current 

relativity 

to C10 

(%) 

Current 

Wage 

Rate ($) 

C14 Up to 38 hours induction 

training 

78 772.60    

C13 In-house training 82 794.80    

C12 Certificate I or Certificate 

II or equivalent 

87.4 825.20    

C14 Up to 38 hours induction 

training 

78 772.60    

    Student enrolled nurses  

 21 years of age and over 

91 821.40 

C11 Certificate II 92.4 853.60    

    Nursing assistant - 1st Year 94 843.40 

C10 Recognised Trade 

Certificate or 

Certificate III or 

equivalent 

100 899.50 Nursing assistant - Experienced 

(Cert III) 

100 899.50 

    Enrolled nurses - Pay point 1 102 916.20 
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C10 Minimum 

qualification 

Current 

relativity 

to C10 

(%) 

Current 

Wage 

Rate ($) 

Nurses Award classification Current 

relativity 

to C10 

(%) 

Current 

Wage 

Rate ($) 

C9 C10 (Trade certificate III) 

+ 20% towards Diploma 

or equivalent 

105 927.70    

       

       

    RN - level 1 - Pay point 1 109 980.10 

C8 C10 (Trade certificate III) 

+ 40% towards Diploma 

or equivalent 

110 955.90    

C7 Certificate IV OR C10 

(Trade certificate III) + 

60% towards Diploma or 

equivalent 

115 981.50    

C6 C10 (Trade certificate III) 

+ 80% towards Diploma 

or equivalent OR 50% 

towards Advanced 

Diploma or equivalent 

125 1031.30   125 

C5 Diploma or equivalent 130 1052.40    

    RN - level 2 - Pay point 1 134 1209.10 

C4 80% towards an 

Advanced Diploma or 

equivalent 

135 1080.60    

C3 Advanced Diploma or 

equivalent 

145 1137.20    

    RN - level 3 - Pay point 1 146 1311.00 

C2(a) Advanced 

 

Diploma or equivalent + 

 

additional training 

150 1165.60    

C2(b) Advanced 

 

Diploma or equivalent + 

 

additional training 

160 1216.50    

    RN - level 4 - Grade 1 166 1496.30 

    Nurse Practitioner - 1st year 168 1508.60 

    RN - level 5 Grade 1 168 1509.90 

C1 Degree 180/210     
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What anomalies does this create compared to the C10 framework that need to be 

considered? 

24.3 Turning to the anomalies that arise by that exercise, it is useful to note the observations by 

the Commission at to the rates in the Nurses Award (see above: “Recent Considerations of 

the C10 Classification Structure” at [22.16]).  

Classifications  

24.4 In order to assist with assessing any anomalies arising with respect to the qualifications 

required at each classification level, the next table sets out the minimum qualification for 

each classification, together with reference to the corresponding AQF and the C10 level 

that properly aligns with that AQF:  

Role Minimum Qualification  AQF C10 

NA Certificate III in Health Assistance Level 3 C10 

EN Diploma of Nursing (Enrolled Nurse) - 18-24 months to complete 

Minimum of 400 clinical placement hours for clinical skills acquisition and 

registration 

Register as an EN through the Nursing and Midwifery Board of Australia 

(NMBA).358 

Level 5 C5 

RN Accredited tertiary degree: 

• Bachelor of Nursing (3 year degree); or 

• Master of Nursing (Graduate Entry) Program (2 year). 

Register as an RN through the Nursing and Midwifery Board of Australia 

(NMBA) (renew each year).359 

Level 7 C1 

358 Department of Health, “Becoming an enrolled nurse” (Fact Sheet); Reference Bundle, Tab 20, page 

1520. 

359 Department of Health, “Becoming a Registered Nurse” (Fact Sheet); Reference Bundle, Tab 19, page 

1518. 
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Role Minimum Qualification  AQF C10 

NP Master of Nursing (Nurse Practitioner) 

3 years full time advanced practice experience which demonstrates that they 

meet the NMBA National Practice Standards for the NP.360 

Level 8 C1 

 

24.5 Putting aside consideration of the minimum rates, a comparison of the C10 level and the 

qualification provided for ENs, RNs and NPs appear to be sit too low within the C10 

framework. We make the following observations: 

(a) The minimum rates for ENs currently align at 102% relativity, which sits between 

C10 and C9. However, an EN is required to obtain a Diploma of Nursing, which 

aligns to the C5 rate.  

(b) The minimum rates for a RN currently aligns just below a C8. However, the standard 

qualification for a RN is an accredited tertiary degree - which is an AQF Level 7 and 

aligns with C1.  

(c) The minimum rates for a NP currently aligns with a C2(b) rate. However, the 

qualification for NP is a post-graduate degree. As such, the current rate aligned to 

minimum experience of “Advanced Diploma” does not correlate.  

24.6 Save for that discrepancy by reference to qualification, the existing classification levels and 

descriptions appear to be appropriate. It may also be noted that whilst the ANMF seek to 

introduce a new classification structure for nurses providing aged care services, they do not 

seek to alter the existing structure.  

360 Department of Health, “Becoming a Nurse Practitioner” (Fact Sheet); Reference Bundle, Tab 18, page 

1516. 
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Increments  

24.7 In the earlier summary of decisions with respect to the pre-reform awards, the minimum 

rates - together with increments - were described as properly set. However, given that the 

minimum rates do not align to the C10 framework. The incremental pay points should be 

reviewed to ensure they relate to competency and not service.361  

24.8 To the extent any of the increments are service based or the effluxion of time, they should 

be reviewed and only retained if set by reference to competency.362  

24.9 Further, to the extend the Commission embrace any segregation of nurse employees in 

aged care, the relevance of service and acquisition of competency needs to be considered 

in the context of service in aged care and not generally. 

Conclusion 

24.10 The rates in the Nurses Award may have been properly set at one stage but having regard 

to qualifications and AQF required for each classification - the minimum rates do not 

correspond to the minimum qualifications of the positions when compared against the AQF. 

As such, there appears to be a significant anomaly when the existing minimum rates in the 

Nurses Award are compared against the C10 framework for some classifications. 

  

361 See Teachers Case. 
362 Teachers Case at [647]. 
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25. ANALYSIS OF THE SCHADS AWARD 

What are the relevant benchmark classifications for the C10 comparison? 

25.1 The starting point to analyse the rates as fixed is to determine the key classification. We 

submit it would not be controversial for the Commission to determine that home care 

employee level 3 is the key classification for the award. That classification requires the 

employee to be the holder of a relevant Certificate III qualification. The minimum rate for an 

that classification is $899.50, which is consistent with the minimum rate for a C10 level 

under the Manufacturing Award.  

If applied to the existing classification internal relativities what outcome does this drive? 

25.2 By reference to the key classification, the internal relativity to “Level 3”, allows for 

comparison against the current relativities in the Manufacturing Award (incremental 

payments are excluded for the purpose of this exercise). That comparison appears in the 

table below: 

C10 Minimum 

qualification 

Current 

relativity 

to C10 

(%) 

Current 

Wage 

Rate ($) 

SCHADS Award classification: 

Home care employee 

Current 

relativity 

to C10 

(%) 

Current 

Wage 

Rate ($) 

C14 Up to 38 hours induction 

training 

78 772.60    

C13 In-house training 82 794.80    

C12 Certificate I or Certificate 

II or equivalent 

87.4 825.20    

C11 Certificate II 92.4 853.60 Level 1 - Pay point 1 92 831.30 

    Level 2 - Pay point 1 98 881.40 

C10 Recognised Trade 

Certificate or 

Certificate III or 

equivalent 

100 899.50 Level 3 - Pay point 1 100 899.50 

C9 C10 (Trade certificate III) 

+ 20% towards Diploma 

or equivalent 

105 927.70    

    Level 4 - Pay point 1 109 981.40 
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C10 Minimum 

qualification 

Current 

relativity 

to C10 

(%) 

Current 

Wage 

Rate ($) 

SCHADS Award classification: 

Home care employee 

Current 

relativity 

to C10 

(%) 

Current 

Wage 

Rate ($) 

C8 C10 (Trade certificate III) 

+ 40% towards Diploma 

or equivalent 

110 955.90    

C7 Certificate IV OR C10 

(Trade certificate III) + 

60% towards Diploma or 

equivalent 

115 981.50    

    Level 5 - Pay point 1 117 1052.20 

C6 C10 (Trade certificate III) 

+ 80% towards Diploma 

or equivalent OR 50% 

towards Advanced 

Diploma or equivalent 

125 1031.30    

C5 Diploma or equivalent 130 1052.40    

C4 80% towards an 

Advanced Diploma or 

equivalent 

135 1080.60    

C3 Advanced Diploma or 

equivalent 

145 1137.20    

 

What anomalies does this create compared to the C10 framework that need to be 

considered? 

25.3 Prior to turning to potential anomalies, it useful to note recent observations by the 

Commission at to the rates in the SCHADS Award (see above: “Recent Considerations of 

the C10 Classification Structure” at [22.16]). 

Classification 

25.4 In comparing the existing minimum rates to the C10 framework, it is necessary to turn to 

the AQF. As mentioned above, there is no minimum qualification level for home care 

employees. However, similar to personal care workers, home care employees may obtain 

the following qualifications: 

(a) Certificate III in Individual Support (Ageing); 
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(b) Certificate III in Individual Support (Ageing, Home and Community); 

(c) Certificate IV in Aged Care; 

(d) Certificate IV in Ageing Support; and 

(e) Certificate IV in Disability. 

25.5 An individual may also obtain a Certificate III in the form of a traineeship by which they study 

and “train on the job”, within 12 months complete a Certificate III.  

25.6 The qualification of Certificate III and IV align with AQF Levels 3 and 4, respectively. 

25.7 The next table sets out the minimum qualification for each classification, together with 

reference to the corresponding AQF and the C10 level that properly aligns with that AQF:  

Level Qualification and Experience  AQF C10 

1 On-the-job training which may include an induction course  C14 

2 Home Care Certificate or equivalent or relevant experience/on-the-job 

training commensurate with the requirements of work in this level 

L1 - L2 C11 

3 Certificate III or equivalent L3 C10 

4 Certificate III + relevant experience  L3 C9 - C8 

5 Completion of a TAFE certificate or associate diploma. 

They might be acquired through completion of a degree or diploma course 

with little or no relevant work experience, or through lesser formal 

qualifications with relevant work skills, or through relevant experience and 

work skills commensurate with the requirements of work in this level. 

L4 - L5 

L5 - L7 

C7 - C5 

C5 - C1 
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25.8 When regard is had to the AQF, the qualifications attached to the respective classifications 

in some instances do not correlate. That conclusion is supported by the following: 

(a) First, the C10 rate provides a benchmark reference point to set minimum rates. The 

prescribed qualification is Certificate III (or equivalent). This aligns to a Level 3 on 

the AQF. The Level 3 home care employee is appropriate classification.  

(b) Second, the Level 1 and 2 home care employees align between C11 and C10. 

Notably, Level 1 aligns to C11, which has a minimum requirement of Certificate II. 

However, Level 1 is entry level and does not require outside qualification; with “on-

the-job training” provides and possibly induction training. In contrast, Level 2 

proscribes that a “Home Care Certificate or equivalent”. Given Certificate III is not 

proscribed, it may be assumed that the certificate referred to is either Certificate I or 

II. As such, both classifications do not align with the AQF and the minimum rates sit 

too high.  

(c) Third, the Level 4 home care employee aligns between C9 and C8. It requires the 

employee to have Certificate III and relevant experience. That latter specification 

may properly bring the rate between those C9 and C8.  

(d) Fourth, Level 5 home care employee aligns between C7 and C6. However, the 

classification description of potential qualification ranges from the completion of a 

TAFE certificate or associate diploma through to a diploma or degree. The current 

description is too broad. It may be advisable to provide for an additional 

classifications to accommodate higher qualification.  

25.9 It should also be noted that the HSU SCHADS Application only invites consideration of one 

set of classification in the SCHADS AWARD: home care employees. As to the 

appropriateness of that classification structure, we make the following observations: 
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(a) The existing classification covers home care employees that provide care to 

children, adults and the elderly. The service may be temporary, short-term or long-

term. 

(b) The existing classifications do not provide for clear delineations between each level. 

As such, may benefit additional description and/or the creation of additional levels.  

Increments 

25.10 It is unclear whether the pay points within the classification levels are based upon 

competency and/or service. This should be reviewed at the time of making any adjustment 

to the minimum rates. Pay points based upon service should be either removed altogether 

or replaced with pay points fixed in relation to work value (i.e. competency).  

Further Observations  

25.11 The following preliminary observations are made with respect to the modern awards 

objective and minimum wages objective. We will develop more fuller submissions, in this 

respect, in closing submissions.  

25.12 The following table compares the minimum rates for “personal care worker” covered under 

the Aged Care Award, SCHADS Award and the Social and Community Services Employees 

(State) Award: 

Role Aged 

Care 

Rate  SCHADS (Home 

Care) 

Rate  SCHADS (SACS) Rate  

PCW 1 Level 2 22.51 HC level 1/2 21.88-23.19 Level 1 22.11-23.67 

PCW 2 Level 3 23.39 HC Level 1/2 21.88-23.19 Level 1 22.11-23.67 

PCW 3 Level 4 23.67 HC level 3 23.67-24.40 Level 2 29.12-31.77 

PCW 4 Level 5 24.47 HC level 4 25.83-26.34 Level 3 32.54-34.90 

PCW 5 Level 7 26.26 HC level 4 (maybe 

level 5) 

26.34 Level 3 4) 32.54-34.90 
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25.13 A further consideration relevant to considerations of stability and consistency, is the fact 

that the SCHADS Award comprises of four classification structures. If a conclusion is 

reached that the minimum rates with respect to home care employees were not properly 

set, it follow that the Commission should review the balance of the minimum rates within 

the SCHADS Award.  

Conclusion 

25.14 There appears to a material anomaly with respect to the classification structure concerning 

home care employees in the SCHADS Award. This anomaly is emphasised when the 

existing classifications and minimum rates are compared against the C10 framework and 

AQF.  
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26. CONCLUSION: DO WORK VALUE REASONS EXIST THAT WARRANT DEVIATION 

FROM C10 FRAMEWORK? 

26.1 At this stage of the proceedings this question is difficult to answer. Section 134(g) of the 

FW Act naturally militates against this. 

26.2 There is clearly no evidence (even taken at its highest) that supports the Applicants’ claims 

of a 25% uniform increase to minimum wages in the Aged Care Award, Nurses Award and 

SCHADS Award. A uniform increase by itself offends in concept the proper setting of 

minimum rates against the C10 framework and the AQF.363 

26.3 Clearly, proper alignment to the C10 framework will, for some classifications in the awards, 

justify a change to minimum rates and this is supported by the contentions advanced earlier 

in these submissions on work value reasons. 

26.4 Whether any marginal departure from properly setting the minimum rates against the C10 

framework and the AQF is supported will only emerge after the evidence is taken. 

26.5 This consideration is always a challenging one as the C10 schema is inherently situated in 

an industrial sector context not a health sector context with the Manufacturing Award 

comprehending a vast scale and breadth of enterprises and industries. 

26.6 The aged care sector by comparison to the industrial sector is generally characterised by 

the following: 

(a) a primary focus on interpersonal relations with people as opposed to problem 

solving with ‘things’; 

(b) a less ‘industrialised’ work environment; 

(c) responsibility being focussed on the provision of care rather than production 

outcomes; and 

363 ACT Child Care decision. 
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(d) outcomes being measured in more intangible ways rather than production targets 

and efficiency. 
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Foreword

I	am	pleased	to	present	the	Aged	Care	Financing	
Authority’s (ACFA) 2021 Report on the Funding and 
Financing of the Aged Care Sector. This is ACFA’s ninth 
annual	report.	Following	announcements	flowing	
from the Government’s May 2021 Budget response 
to the Royal Commission into Aged Care Quality 
and	Safety,	this	will	be	ACFA’s	final	report	and	as	at	
30 June 2021	ACFA	ceased to operate.

ACFA’s ninth annual report comes at a crucial time 
for the aged care sector in Australia following the 
final	report	of	the	Royal	Commission	into	Aged	
Care Quality and Safety in February 2021 and the 
Government’s response through the May 2021 
Budget.	The	Government	has	announced	$17.7 billion	
of additional funding for aged care over the next 
four	years	to	2024-25	as	well	as	significant	structural	
changes. These announced changes come on the 
back	of	the	COVID-19	pandemic	which	caused	
significant	upheaval	and	cost	to	aged	care	providers	
and consumers, as it did the entire community, and 
which has the potential to continue to do so. 

This	report	is	based	largely	on	the	financial	
performance	of	providers	for	2019-20.	The	COVID-19	
pandemic	started	to	affect	the	community	late	in	
2019-20	so	the	effects,	while	somewhat	evident	in	
2019-20, were more prominent in 2020-21.

In	last	year’s	annual	report,	ACFA	noted	the	
uncertainty being felt by aged care providers 
from	not	only	COVID-19	but	uncertainty	over	the	
possible	findings	of	the	Royal	Commission	and	
more importantly the Government’s response. 
The residential aged care sector was also facing 
a	significant	deterioration	in	its	financial	position,	
which deepened in 2019-20, for which there was no 
immediate relief in sight.

The Government’s response in the May 2021 Budget 
to the Royal Commission’s recommendations 
provides a platform for a better resourced 
sector,	but with	an	expectation	of	a	significant	
improvement in	the	quality	of	care	and	quality	of	
life that the sector provides older Australians. The 
operating environment for individual providers will 
become more competitive as consumer choice and 
control is increased and providers are exposed to 
significantly	increased	regulatory,	accountability,	
transparency	and	prudential	requirements.	

Providers	with	the	capacity	to	adapt	to	the	new	
operating environment can expect to do well under 
the	new	arrangements.	Providers	who	are	slow	to	
adjust	to	the	new	environment,	or	fail	to	improve	
their performance, will have to reconsider their future 
role in the sector.

Most of the more transformative changes that have 
been announced, development of which was already 
in	train	for	several	years,	are	subject	to	considerable	
design development, consultative processes 
and implementation risks which will need to be 
successfully	negotiated	before	the	potential	benefits	
for future older Australians will be realised. 

Under current arrangements, the announced 
reforms	will	also	add	significantly	to	the	cost	of	future	
aged care services for Government, and therefore 
future taxpayers, and raises concerns about the 
sustainability of future aged care services which 
remain to be resolved. 

Securing	a	sufficient,	well	trained	and	empathetic	
workforce will need ongoing and priority attention by 
Government, training institutions and providers.

Overall, the outlook for aged care providers is 
demanding	but	holds	significant	promise	for	efficient	
providers	who	deliver	quality	aged	care	services.	

As	this	is	ACFA’s	final	annual	report,	I	am	also	
taking	this	opportunity	to	reflect	on	the	role	and	
achievements of ACFA.
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ACFA was established as a statutory committee in 
2012	in	response	to	the	Productivity	Commission’s	
Report Caring for Older Australians whose 
recommendations for reforming aged care included 
the creation of an independent regulatory body to 
report on the costs of delivering aged care services 
and transparently recommend a schedule of prices 
and subsidies for aged care services. 

The role given to ACFA stopped short of 
recommending prices and subsidies. ACFA instead 
was tasked with providing independent and 
transparent annual advice to the Minister responsible 
for	aged	care	on	the	funding	and	financing	of	the	
aged care sector. This included advice on the viability 
and sustainability of the aged care sector; the ability 
of	aged	care	consumers	to	access	quality	aged	care;	
the aged care workforce; and on any other matters 
referred by the Minister. 

Feedback	from	the	sector	has	confirmed	that	ACFA’s	
annual reports have become a valuable source of 
information and analysis for the sector, and ACFA’s 
reports on issues referred by the Minister for advice 
have informed Government and the sector on the 
operation of the aged care sector and reforms to 
improve aged care services. A list of the reports 
on issues referred by the Minister is provided at 
Appendix B.	

In	its	May	2021	Budget	following	the	Royal	
Commission into Aged Care Quality and Safety, 
the Government announced that it will now 
establish independent and transparent processes 
for determining aged care prices, as originally 
recommended	by	the	Productivity	Commission.	
This is to be achieved by extending the role of 
the	Independent	Hospital	Pricing	Authority,	
complemented by a new National Aged Care Advisory 
Council. ACFA urges that these arrangements provide 
for the continuation and further development of 
ACFA’s work, including an annual report on the 
funding	and	financing	of	the	aged	care	sector,	
because it provides a valuable insight into and 
understanding	of	the	operations	and	finances	of	the	
aged care sector to inform future policy.

In	concluding,	I	would	acknowledge	the	contribution	
to the work of ACFA of its past and current members, 
and in particular ACFA’s two substantive Chairs, 
Lynda	O’Grady	and	Mike Callaghan AM PSM.	A	special	
acknowledgement and thank you also to the small 
Secretariat	in	the	Commonwealth	Department	of	
Health who have ably supported the work of ACFA. 

Nicolas Mersiades
Acting Chair 
Aged Care Financing Authority
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Executive Summary

Aged care in Australia
In	2019-20,	Government	subsidised	aged	care	
services	were	provided	to	over	1.3 million	people.	
The	majority	of	these	received	services	through	
the	three	major	programs	discussed	in	this	report:	
The Commonwealth	Home	Support	Programme	
(CHSP),	the	Home	Care	Packages	Program	and	
residential	care.	It	is	estimated	that	by	2023-24	
around 1.5 million people will be accessing subsidised 
aged care services. Many older Australians continue 
to purchase support services on the open market 
and/or receive assistance from volunteers and 
charitable organisations. 

Australian Government expenditure on aged care 
in	2019-20	was	$21.2	billion,	up	from	$19.9 billion	
in	2018-19.	This	is	projected	to	increase	to	over	
$27 billion	by	2023-24.	The	aged	care	sector	makes	
a	significant	contribution	to	the	Australian	economy,	
currently	representing	1.2 per cent	of	Gross	Domestic	
Product	(GDP).

In	2019-20,	subsidised	aged	care	services	
were	provided	by:

• 1,452	CHSP	providers	(1,458	in	2018-19);	

• 920	home	care	providers	(928	in	2018-19);	and

• 845	residential	care	providers	(873	in	2018-19).

Consumer expenditure on aged care was around 
$5.4 billion	in	2019-20	(excluding	refundable	
accommodation	deposits),	compared	with	$5.1 billion	
in	2018-19.	Fees	for	everyday	living	expenses	in	
residential care (the basic daily fee) represents  
two-thirds of consumer expenditure.

There are over 366,000 paid workers in aged care 
with	a	further	68,000	volunteers1.

1	 This	is	as	of	2016	when	the	most	recent	Workforce	Census	
was conducted.

Access to aged care
In	2019-20	the	number	of	home	care	consumers	
continued	to	increase	significantly,	up	to	173,743	
from	133,439	in	2018-19,	an	increase	of	30 per cent.	

The number of consumers of residential care 
increased	from	242,612	in	2018-19	to	244,363	in	
2019-20.

The	number	of	CHSP	consumers	in	2019-20	was	
839,373,	the	second	year	that	the	CHSP	operated	as	
a fully national program. This was down slightly from 
840,984	in	2018-19.

Since	the	Living	Longer	Living	Better	(LLLB)	reforms	in	
2012, the Government’s overall aged care provision 
target	ratio	was	being	adjusted	to	progressively	
increase from the target of 113 operational places 
per 1,000 people aged 70 and over that applied prior 
to 2012 to 125 by 2021-22. Over the same period the 
target for home care packages was increasing from 
27	to	45,	while	the	residential	care	target	will	reduce	
from	86	to	78.	The	remaining	two	places	are	for	the	
Short	Term	Restorative	Care	Programme	(STRC).	

ACFA	notes	the	significant	number	of	additional	home	
care packages that have been released in recent 
years in response to increasing consumer preference 
to remain at home and the large number of people 
in	the	National	Prioritisation	System.	These	recent	
increases	have	already	resulted	in	the	target	of	45	
home care places being exceeded, with an achieved 
ratio of 53.6 mainstream packages available per 1,000 
people	aged	70	and	over	at	30 June 2020.	

The Government has accepted in-principle the 
Royal Commission’s recommendation that service 
planning be based on need, not rationed, but added 
that the structure of the future planning regime, 
including the role of the aged care provision ratio 
or another mechanism, will be determined as part 
of the design for a new support at home program 
which	will	combine	CHSP	and	home	care	packages.	
The	release	of	a	further	80,000	packages	by	June	2023	
in response to the Royal Commission will allow the 
current home care provision target to continue to be 
exceeded until the new combined support at home 
program is introduced.

2191



viiAged Care Financing Authority | Annual Report on the Funding and Financing of the Aged Care Sector – 2021

The proportion of people using home care and 
residential	care	at	age	85	and	over	is	more	than	three	
times that of people aged 70 and over, as has been 
the case in recent years.

During	2019-20,	across	all	residential	care,	access	to	
services for supported residents (excluding residents 
receiving extra services) was stable, as has been the 
case in previous years.

In	residential	care,	average	occupancy	continues	
to fall,	down	to	88.3 per cent	in	2019-20	from	 
89.4 per	cent	in	2018-19	and	90.3	per	cent	in	2017-18.	
It	was	noted	in	last	year’s	annual	report	that	the	
spread	of	COVID-19	could	impact	occupancy	rates.	
While	there	were	some	short-term	effects	in	 
2019-20,	and	noting	that	some	COVID-19	impact	
would also have been felt in 2020-21, it does not 
appear that overall occupancy across the sector has 
been	affected,	noting	that	the	gradual	downward	
trend was already evident and has continued in 
2019-20. Nevertheless, some providers with services 
in areas that experienced high levels of community 
transmission will have incurred more pronounced 
reductions in occupancy. 

ACFA	also	notes	that	initial	data	from	the	Department	
of Health indicates that the gradual decline in 
occupancy	has	continued	in	the	first	half	of	2020-21.	
This	is	also	supported	by	the	December 2020	
quarterly	report	that	StewartBrown	produce,	which	
reported that, based on their provider survey group, 
occupancy has continued to fall slightly in the six 
months	to	December 2020	

Commonwealth Home Support 
Programme (CHSP)
In	2019-20	the	CHSP	provided	services	to	839,373	
older Australians. Total Australian Government 
expenditure	on	the	CHSP	in	2019-20	was	$2.8	billion,	
which	included	emergency	COVID-19	funding	and	
$158.1	million	to	My	Aged	Care,	Regional	Assessment	
Services	and	other	initiatives	in	support	of	the	CHSP,	
with	$2.6 billion	being	for	service	delivery.	

As part of its Budget announcements in response 
to	the	final	report	of	the	Royal	Commission,	the	
Government	re-affirmed	its	intention,	first	announced	
in	2016,	to	move	towards	a	single	unified	system	for	
care	of	older	people	at	home	by	2023.	The	unified	
system	will	combine	the	existing	CHSP	and	the	Home	
Care	Packages	Program. 

Home care
Australian Government expenditure on home 
care	packages	in	2019-20	was	$3.4	billion,	up	from	
$2.5 billion	in	2018-19.	Services	were	provided	to	
173,743	consumers,	up	from	133,439.

Consumers of home care contributed $102 million 
toward the cost of their care through the basic daily 
fee and income tested fees.

At	30 June	2020,	the	number	of	operational	home	
care	providers	was	920,	down	slightly	from	928	at	
30 June 2019.	The	slight	decline	follows	three	years	
of	significantly	increasing	numbers	of	providers	
of home care.

Not-for-profit	providers	continue	to	be	the	largest	
provider group in the home care sector, with 
52 per cent,	stable	from	2018-19.	Sixty-eight	per cent	
of consumers had their home care package with 
not-for-profit	providers	at	30 June 2020,	down	from	
72 per cent	in	2018-19.

Seventy-two per cent of home care providers 
achieved	a	net	profit	in	2019-20,	up	from	69 per cent	
in	2018-19.	Across	the	sector,	providers	achieved	an	
average	EBITDA	of	$1,369	per	consumer,	up	from	
$1,211	in	2018-19	and	$1,217	in	2017-18.	This	is	
still	significantly	lower	than	the	three	years	up	to	
2016-17 which	saw	EBITDA	of	around	$3,000	per	
consumer.	The	decline	in	EBITDA	since	2016-17	
coincides with the assignment of home care packages 
to	consumers	from	27 February 2017	and	a	significant	
increase	(85 per cent)	in	the	number	of	approved	
home care providers. 

The	for-profit	providers,	after	being	the	strongest	
performing provider group up to 2016-17, reported 
by far the worst results for the third year in a row, 
albeit with improved performance compared with 
2018-19.	The	for-profit	providers	recorded	average	
EBITDA	per	consumer	of	$1,063	($728	in	2018-19)	
compared	with	$1,463	reported	by	the	not-for-profit	
providers	($1,320	in	2018-19).		

Unspent	funds	continued	to	increase	significantly	
in 2019-20 with home care providers holding 
$1.2 billion	at	30 June 2020,	an	increase	of	almost	
60 per cent	from	$751	million	at	30 June 2019.	ACFA	
noted in last year’s report that based on the rate 
at which unspent funds were increasing, unspent 
funds	could	be	around	$1 billion	by	30 June 2020.	
The change in February 2021 to subsidy payment 
arrangements which resulted in home care subsidies 
and supplements to home care providers being paid 
in arrears rather than in advance, to be followed in 
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September 2021 by payment in arrears for services 
provided, will eventually lead to the Commonwealth 
holding the unspent funds, rather than the provider. 

Residential care
Australian Government expenditure on residential 
care	in	2019-20	was	$13.4	billion,	up	from	
$13.0 billion	in	2018-19.	Services	were	provided	
to	244,363	residents.	At	30	June	2020	there	were	
217,145	operational	places,	up	from	213,397	at	
30 June	2019.

In	2019-20,	residents	contributed	$3.6 billion	toward	
their	living	expenses	(the	basic	daily	fee),	$646 million	
towards their care costs (means tested fees) and 
$845 million	towards	their	accommodation	(excluding	
refundable lump sum accommodation deposits).

As	at	30	June	2020,	there	were	845	residential	care	
providers,	down	from	873	in	2018-19,	continuing	the	
consolidation of recent years, with the number of 
residential care places increasing while the number of 
providers gradually decreases. 

Not-for-profit	providers	continue	to	represent	
the largest proportion of ownership type in 
residential care, with 56 per cent of providers and 
55 per cent of places.

Residential care providers generated total revenue 
of	$20.5 billion	in	2019-20,	up	from	$19.3 billion	in	
2018-19,	an	increase	of	6.4 per	cent,	equating	to	
revenue	of	$296.64	per	resident	per	day,	an	increase	
of	4.6	per	cent	from	$283.54	in	2018-19.	

Total expenses in 2019-20 were $21.3 billion, up from 
$19.0 billion	in	2018-19,	an	increase	of	11.7 per cent,	
equating	to	$307.27	per	resident	per	day,	compared	
with	$279.65	in	2018-19,	an	increase	of	9.9	per	cent.	
The increase in costs continues to outstrip the 
increase	in	revenue,	evident	in	financial	reports	
since 2017-18.

Residential care providers as a whole reported an 
overall loss	of	$736 million	in	2019-20,	compared	
with a	total	profit	of	$264 million	in	2018-19.	

The	residential	care	sector	reported	average	EBITDA	
per	resident	of	$6,445,	down	from	$8,523	in	2018-19,	
a	24.4 per cent	decrease.	This	is	the	third	year	in	
a	row	of	decreasing	financial	performance,	with	
average	EBITDA	having	decreased	by	almost	 
44 per	cent	since	2017-18.	

ACFA notes the additional funding provided by the 
Government	specifically	to	assist	providers	during	the	
COVID-19	pandemic	meet	the	additional	COVID-19	
related expenses. Analysis shows that without the 
additional revenues and expenses reported by 
providers2,	the	average	EBITDA	would	have	been	
$5,950	or	a	30.2 per cent	decrease,	although	noting	
this analysis is dependent on the accuracy of how 
providers	reported	their	COVID related expenses.

The	decline	in	EBITDA	over	the	years	since	2016-17	
has been far greater for providers in the bottom two 
quartiles	(62 per cent	and	132 per cent	respectively)	
compared	with	those	in	the	top	two	quartiles	
(17 per cent	and	23 per cent	respectively),	indicating	
that the better performing providers have weathered 
the	financial	pressures	of	recent	years far better.

ACFA	also	notes	that	the	December 2020	quarterly	
report from sector analysts StewartBrown indicates a 
slight	worsening	of	residential	care	provider	financial	
performance	in	the	six	months	to	31 December 2020.	
The StewartBrown report is based on a survey of 
around	40 per cent	of	providers.	

Residential care: 
capital investment
At	30	June	2020,	the	residential	care	sector	held	total	
assets	of	$56.4 billion	(up	from	$52.6 billion)	and	
total	liabilities	of	$44.8 billion	(up	from	$39.0	billion).	
Total	liabilities	included	$32.2 billion	of	refundable	
accommodation deposits, up from $30.2 billion at 
30 June 2019.

Residential care providers recorded an average 
return	on	equity	of	10.6 per	cent	in	2019-20,	down	
from	12.5 per	cent	in	2018-19.	The	average	return	on	
assets	was	2.2 per	cent,	down	from	3.0 per cent	in	
2018-19.

Net	worth/total	equity	as	a	proportion	of	assets	
decreased	to	20.5 per cent	after	being	around	
24-26 per cent	for	the	previous	four	years.	This	
decrease was a direct result of the sector making a 
large loss ($736 million) in 2019-20.

As	at	30	June	2020,	$5.7 billion	of	building	works	
were either	completed	or	in-progress	compared	
with	$5.3	billion	at	30	June	2019.	However,	planned	
building	activity	remained	significantly	lower	for	the	
third year in a row compared with the previous years. 

2	 For	2019-20	onwards,	the	ACFR	provided	to	the	Department	
each year by home care and residential care providers was 
amended	so	that	COVID	related	income	and	expenses	could	be	
identified	and	tracked.		
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The deteriorating	financial	performance	of	providers	
as well as uncertainty associated with the Royal 
Commission into aged care has likely contributed to 
depressed investment intentions.

Future demand for aged care
While	average	occupancy	in	residential	care	has	been	
trending down in recent years, in the longer term 
the demand for all aged care services and support 
required	by	older	Australians,	including	subsidised	
services, will continue to expand with the ageing of 
the population. 

It	is	not	currently	possible	to	accurately	measure	
demand or to reliably establish consumer preference 
for residential and home care, due to existing supply 
constraints. The announcement in May 2021 of an 
additional	80,000	home	care	packages	on	top	of	what	
was	already	planned	will	significantly	reduce	unmet	
demand for home care by 2023. A key challenge to be 
addressed by the proposed integrated single home 
care	and	support	program	flagged	to	take	effect	from	
1 July 2023,	is	to	align	growth	in	the	availability	of	care	
with demand for in-home care that is expected to 
grow at a faster rate than that allowed for under the 
current provision target. 

The structural ageing of the Australian population 
over	the	next	20	years	will	see	the	size	of	the	70 years	
and over cohort increase by over one million people 
each	decade;	this	is	on	a	base	of	2.8 million	people	
in 2020. Underneath this, the older age groups will 
more than double over this period; for example, 
the	85	years	and	over	cohort	will	increase	from	
around	500,000	people	in	2020	to	over	one million	
people by	2040.

At the same time that population ageing is putting 
pressure on the demand for aged care, the relative 
supply of informal carers is diminishing.

Looking	ahead
In	recent	years,	residential	care	providers	have	been	
experiencing an unsustainable deterioration in 
financial	performance,	which	deepened	in	2019-20.	
Home care providers have also been experiencing 
declining	financial	performance	as	they	adapted	to	a	
more competitive operating environment following 
the assignment of home care packages to individuals 
rather than to providers.

The prospect of further reform following the Royal 
Commission, and doubts about the shape and 
direction that might take, added further uncertainty, 
while at the same time presenting as a potential 
opportunity for positive long-term reform to improve 
the	sustainability	and	quality	of	aged	care	services.	
Nevertheless, this uncertainty and the deterioration 
in	financial	performance,	together	with	the	demands	
of	managing	the	COVID-19	pandemic,	have	resulted	
in a reluctance by many residential care providers to 
embark on new investments. 

The Government’s response to the Royal 
Commission’s Final Report is substantial and involves 
a	very	significant	increase	in	Government	funding	
and structural change. From the perspective of older 
Australians, the announced reforms are positive 
and hold out the prospect of improved access 
and improved care standards. But these reforms 
come	at	a	considerable	cost.	Without	reform	of	
consumer funding contributions, the Government 
and therefore future taxpayers will be facing 
significant sustainability concerns.

In	residential	care,	the	$10	per	resident	per	day	
Government-funded increase in the basic daily fee 
should bring some relief for the immeditate future. 
For	the	longer	term,	the	ongoing	financial		viability	of	
residential	care	providers	will	be	heavily	influenced	
by whether the new Australian National Aged Care 
Classification	(AN-ACC)	funding	model	and	the	
independent and transparent pricing arrangements 
will	result	in	prices	that	reflect	the	cost	for	efficient	
providers	to	deliver	quality	of	care	and	quality	of	life	
outcomes that meet community expectations.  

While	the	Government’s	reforms	fall	short	of	
uncapping the supply of aged care services and 
ending	service	rationing,	there	have	been	significant	
steps to increase consumer choice and control. These 
include	the	release	of	an	additional	80,000	home	
care packages, changes to community and residential 
respite, the assignment of residential care subsidies 
to individuals, and the prospect of a new home-based 
care program which extends consumer choice and 
control. 

ACFA also notes that the Government will consider 
options that could reduce the current dependence 
on	Refundable	Accommodation	Deposits	(RADs)	as	
a mechanism to raise capital in the residential aged 
care sector, while not putting any timeframe on this. 
Any move to reduce the current dependence on 
RADs	will	need	to	ensure	that	providers	can	access	
alternative capital, including being able to meet 
the	commercial	terms	required	by	financiers	and	
equity investors.	
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The Government’s response to the Royal Commission 
includes funding for more training and incentives 
for aged care workers, and a campaign to attract 
more	workers	to	the	sector.	It	also	has	mandated	
minimum average	care	staff	minutes	per	resident	
to	apply	in	residential	care	from	July 2023	and	
announced	a	significant	increase	in	home	care	
packages	by	June	2023.	Implementation	of	these	
measures	within	these	timeframes	will	require	a	
greater supply of skilled workers. 

ACFA notes that the attraction and retention of a 
skilled workforce was not fully addressed in the 
Government’s response to the Royal Commission, 
with no provision or commitment included in the 
2021-22 Budget to improve the remuneration of 
workers	in	the	sector.	Instead,	the	Government	is	
allowing the current Health Services Union application 
before	the	Fair	Work	Commission	to	run	its	course,	
and to allow the outcome of the application to 
be addressed under the new independent price 
determination arrangements. Additionally, with over 
30 per cent	of	residential	care	workers	and	over	
20 per cent	of	home	care	workers	born	overseas,	the	
prospect of continuing border restrictions will impact 
on the availability of workers.

The response to the Royal Commission also 
includes measures that will make management and 
governance of residential aged care services more 
demanding, including greater transparency and 
accountability provisions and increased reporting 
requirements,	as	well	as	increased	quality	regulatory	
activities	and	strengthened	prudential	requirements.	
In	addition,	the	increased	competitive	pressures	
arising from the removal of the Aged Care Approvals 
Round	(ACAR)	from	July	2024,	more	opportunities	
for older people to choose care at home as a result 
of the increased supply of home care packages and 
increased	transparency	will	require	providers	to	be	
more responsive to consumer preferences in order 
to succeed.	

In	combination,	the	increasingly	competitive	aged	
care service environment and greater transparency 
and accountability will increase pressures already 
evident	for	structural	adjustment.	ACFA	has	
previously	noted	that	some	structural	adjustment	of	
the sector was likely as a result of reforms already in 
train, and indeed needed.

Taken	together,	the	changes	flowing	from	the	
Government’s response to the Royal Commission 
entail	further	significant	reform	and	transformation	
of	the	aged	care	sector	and	a	period	of	significant	
adjustment	for	the	industry.	Most	of	the	more	
transformative	changes	are	subject	to	considerable	
design development, systems development, 
consultative processes and implementation risk 
which will need to be successfully negotiated before 
the	potential	benefits	for	older	Australians	can	be	
realised. Overall, the reforms provide the platform 
that should allow providers with the capacity to 
adapt to the new operating environment to do well. 
Accordingly, the outlook for the delivery of high 
quality,	safe	and	efficient	aged	care	is	promising		
for older	Australians	who	need	publicly	subsidised	
care and support.
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1. This report

1.1 Aged care in Australia
The aged care sector in Australia provides services 
to over 1.3 million Australians and generates annual 
revenues	totalling	over	$25.8 billion3. The sector 
makes	a	significant	contribution	to	the	Australian	
economy, representing 1.2 per cent of Gross 
Domestic	Product	(GDP).

The sector is heavily reliant on taxpayer funding, 
receiving $21.2 billion in Commonwealth funding in 
2019-20,	an	increase	of	6.7 per	cent	from	2018-19.	
The	majority	of	the	increase	was	due	to	the	increase	
in	home	care	consumers,	up	30 per cent	in	2019-20	
to	173,743	from	133,439	in	2018-19.	There	was	
also an increase of people in permanent residential 
care,	up	to	183,989	at	30 June 2020,	from	182,705	
at	30 June 2019.	Almost	66	per	cent	of	total	funding	
($13.4 billion)	was	for	residential	care.	

Given	the	amount	of	taxpayer	funding,	objective	and	
thorough	analysis	of	the	funding	and	financing	of	the	
sector is of central importance to the Government, 
aged care consumers and providers.

3	 Excluding	refundable	accommodation	deposits.

1.2 About the Aged Care 
Financing Authority
The Aged Care Financing Authority (ACFA) was 
established in 2012 as a statutory committee whose 
role was to provide independent and transparent 
advice to the Australian Government on funding 
and	financing	issues	in	the	aged	care	sector.	ACFA	
considered issues in the context of maintaining 
a viable and sustainable aged care sector and 
accessible services that balance the needs of 
consumers, providers, the workforce, taxpayers, 
investors and financiers.

ACFA	was	led	by	an	independent	Chair	and	Deputy	
Chair, complemented by seven members with aged 
care	or	finance	sector	expertise.	Figure 1.1 shows the 
ACFA	membership	and	structure	as	at	30 June 2021.	
Further details about each member are provided in 
Appendix A.	There	were	three	non-voting	Australian	
Government representatives on ACFA.4

4	 Mr	John	Dicer	finished	as	Aged	Care	Pricing	Commissioner	
on	23	May	2021.	Mr	David	Weiss	was	appointed	for	a	period	of	
six	months,	commencing	24	May	2021.

Figure 1.1: ACFA Membership4
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2197



3Aged Care Financing Authority | Annual Report on the Funding and Financing of the Aged Care Sector – 2021

1.3 The Annual Report on the 
Funding and Financing of the 
Aged Care Sector
Each	year	ACFA	provided	the	Minister	responsible	for	
aged	care	with	a	report	on	the	funding	and	financing	
of the aged care sector.

Over time, each annual report has built upon the last, 
producing a substantial body of in-time as well as 
trend	data	on	the	funding	and	financing	of	the	aged	
care sector. This is the ninth annual report published. 
Although	ACFA	ceased	to	operate	from	30 June 2021,	
all previous ACFA reports provided to the Minister, 
including the nine annual reports, can be accessed 
at https://agedcare.health.gov.au/aged-care-reform/
aged-care-financing-authority. 

1.3.1 Methodology

The 2021 annual report mainly presents and 
analyses 2019-20 data provided by aged care 
providers	and	data	held	by	the	Department	of	
Health. This is supplemented by more recent data 
sources, where available, along with consultations 
with sector participants.

The	principal	data	sources	are	financial	
and administrative data collected by the 
Department	of	Health:

• From	Commonwealth	Home	Support	Programme	
(CHSP)	providers	(Home	and	Community	Care	
providers	in	WA	prior	to	2018-19):

 – CHSP	Data	Exchange;	and

 – Home and Community Care (HACC) Minimum 
Data	Set	(WA)	prior	to	2018-19.

• From home	care	providers:

 – Aged Care Financial Reports (ACFR).

• From residential	care	providers:

 – Aged Care Financial Reports (ACFR);

 – General	Purpose	Financial	Reports	(GPFR)	prior	to	
2016-17;

 – Annual Survey of Aged Care Homes (SACH); and

 – Published	aged	care	accommodation	prices	
(My Aged	Care	website).

• Other	general	data:

 – The 2019-20 Report on the Operation of the Aged 
Care Act 1997 (ROACA), and previous editions;

 – Quarterly home care data reports;

 – The	2016	National	Aged	Care	Workforce	Census	
and Survey; and

 – Relevant supplementary information from sector 
analysts, including StewartBrown.

In	addition	to	these	listed	data	sources,	ACFA	
consulted	with	the	sector,	relevant	financiers	and	
other key stakeholders to gain an insight into current 
factors impacting on the sector, although noting 
that consultations for this report were limited due to 
COVID-19.

When	discussing	the	financial	performance	of	
providers	in	this	report,	Earnings	Before	Interest,	
Tax,	Depreciation	and	Amortisation	(EBITDA)	is	
the	main	measure	used	to	analyse	profitability.	
This	is	because	EBITDA	excludes	items	such	
as interest (both income and expense) and tax 
expenditures, which can vary depending on the 
financing	decisions	of	an	organisation;	and	non-cash	
expenses, such as depreciation and amortisation 
which can vary greatly based on the size and age of 
facilities and other assets, and on ownership type 
and depreciation methods.

EBITDA	therefore	can	be	used	to	compare	
organisations with each other and against industry 
averages	and	is	a	good	measure	of	core	profit	trends	
because it eliminates some of the extraneous factors 
mentioned above. This is particularly important when 
analysing aged care given the diversity of ownership 
and	capital	structures.	EBITDA	helps	to	smooth	
out these factors.

This	report	also	refers	to	Net	Profit	Before	Tax	
(NPBT)	which	also	assists	in	making	comparisons	
between	organisations	that	are	subject	to	
different tax treatments.

Financial information regarding home care and 
residential care reported in this report has been 
collected through the Aged Care Financial Report 
(ACFR). The Accountability Principles 2014, made 
under Section 96-1 of the Aged Care Act 1997,	require	
approved	providers	to	submit	a	financial	report	in	a	
form	approved	by	the	Secretary	of	the	Department	
of Health. For providers of residential care, the ACFR 
must	be	accompanied	by	an	audited	General	Purpose	
Financial Report and accompanying audit opinion. 
The ACFR submitted by home care providers is not 
required	to	be	audited	and	should	not	be	considered	
a	GPFR.	

ACFA notes that changes made for the 2020-21 ACFR 
and	beyond	will	result	in	more	financial	performance	
information being collected at the facility level, which 
had not been possible previously.

The	financial	analysis	and	commentary	in	this	report	
does not include National Aboriginal and Torres Strait 
Islander	Flexible	Care	Program	providers,	providers	
operating	Multi-Purpose	Services	or	providers	under	
the Short Term Restorative Care	Program.
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As discussed in previous annual reports, it is 
important to be mindful of the sector composition 
and	the	varying	objectives	of	providers	when	
interpreting the data. The aged care sector continues 
to	be	dominated	by	not-for-profit	providers.	
Traditional	profit-based	measures	are	not	always	
consistent	with	the	mission	and	objectives	of	not-
for-profit providers.

Considerations and limitations

As	significant	reforms	in	aged	care	continue,	some	
forms of service delivery, and therefore data 
collection, are changing. For this reason, analysis 
is not always directly comparable with analysis 
contained	in	previous	reports.	Where	this	is	the	case,	
it is noted.

Since 2016-17, the Aged Care Financial Reports 
(ACFR) were used by home care and residential care 
providers	to	report	financial	data	to	the	Department	
of	Health.	Providers	previously	reported	their	
financial	information	using	different	methodologies	
meaning comparisons with 2015-16 and earlier years 
are not always possible.

The	vast	majority	of	financial	data	available	to	
ACFA regarding home and residential care is 
at the approved provider level. Because many 
providers have services in multiple locations, ACFA 
is constrained in its ability to analyse performance 
at facility or service level or the impact of locational 
factors	on	funding,	financing	and	financial	
performance of services. ACFA notes however that 
changes	to	financial	data	collection	made	by	the	
Department	of	Health	in	2021	will	result	in	more	
service level data being available for future years.

1.3.2 Navigating the 2021 
annual report

The 2021 annual report is structured	as	follows:

• Chapter 2 – Aged care in Australia:	Provides	an	
overview of the aged care sector in Australia.

• Chapter 3 – Access to aged care:	Discusses	
the supply of, and access to, subsidised aged 
care in Australia.

• Chapter 4 – Home support:	Provides	an	overview	
of home support through the Commonwealth 
Home Support	Programme.

• Chapter 5 – Home care: Provides	an	overview	of	
the	Home	Care	Packages	Program	and	a	summary	
of	financial	performance	of	home	care	providers	in	
2019-20.

• Chapter 6 – Residential care: Provides	an	
overview of residential aged care and a summary of 
financial	performance	of	residential	care	providers	
in 2019-20.

• Chapter 7 – Residential care: capital investment: 
Provides	discussion	and	analysis	of	residential	care	
provider balance sheets and capital investments, as 
well as building trends in the sector.

• Chapter 8 – Future demand for aged care: 
Discusses	the	future	demand	for	aged	care	in	the	
short, medium and long-term.

• Chapter 9 – A reflection, then looking ahead.

Analysis of providers in this report is generally 
presented in	four	ways:

• Whole	of	sector	(refers	to	all	providers	operating	a	
particular type of care);

• Ownership	type	(not-for-profit,	for-profit	or	
government owned);

• Location	(metropolitan,	regional5 or a mix of 
metropolitan and regional); and 

• Scale (number of services6 operated by a home 
care provider or number of facilities operated by a 
residential care provider).

When	referring	to	facility	‘size’	the	report	is	referring	
to the number of beds operated by a single 
residential care facility.

When	referring	to	‘government	owned’,	the	report	is	
referring to services owned and operated by state, 
territory and local governments. The Australian 
Government does not own or operate aged care 
facilities or services.

5	 ‘Regional’	refers	to	all	areas	outside	of	major	cities.

6 A home care service is a location to which a consumer goes 
to interact with an approved home care provider regarding their 
package of services.
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2. Aged care in Australia

This chapter discusses:

• Types of subsidised aged care in Australia;

• providers of aged care;

• the regulation of the supply of subsidised aged 
care services;

• Commonwealth and consumer expenditure on 
aged care; and

• the aged care workforce.

This chapter reports that:

• Australian Government total expenditure on 
aged care was $21.2 billion in 2019-20, up from 
$19.9	billion	in	2018-19;

• total	expenditure	is	expected	to	be	$24.6 billion	
in	2020-21,	and	to	increase	to	$32.8 billion	by	
2024-25;

• services were provided to over 1.3 million 
people	in	2019-20	including:

 – 173,743	consumers	of	home	care,	up	from	
133,439	in	2018-19;

 – 183,989	permanent	residents	as	at	 
30	June	2020,	up	from	182,705	at	30 June 2019;

 – 839,373	consumers	of	CHSP,	down	from	
840,984	in	2018-19.

• services were	provided	by:

 – 1,452	Commonwealth	Home	Support	
Programme	providers,	down	from	1,458	in	
2018-19;

 – 920	home	care	providers,	down	from	928	in	
2018-19;	

 – 845	residential	care	providers,	down	from	
873	in	2018-19.

2.1 Overview
The aged care system has been in a state of reform 
since	2012	when	the	Living	Longer	Living	Better	
reforms were announced. The substantial suite of 
reforms	announced	by	Government	in	the	May 2021	
Budget, in response to the Royal Commission 
into Aged Care Quality and Safety, begins a new 
wave of reforms.

Older Australians can access a spectrum of aged care, 
ranging from home-based care and support through 
to	24-hour	care	provided	in residential settings.

My	Aged	Care,	administered	by	the	Department	of	
Health, is responsible for arranging an assessment of 
a person’s eligibility for Commonwealth subsidised 
aged care services. The assessment determines the 
level of care and support for which the individual 
may be eligible.

Means testing conducted by Services Australia 
(formerly	the	Department	of	Human	Services)	
determines	whether	an	individual	is	required	to	make	
a contribution towards the cost of their care and 
accommodation, and the amount of the contribution.
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2.2 Current aged care
In	this	report,	as	was	the	case	with	previous	ACFA	
annual reports, the aged care sector is discussed in 
terms of the three	main	programs:

• Commonwealth Home Support Programme 
(CHSP): Provides	services	for	those	who	require	
basic services to assist with remaining in their own 
homes.	On	1	July	2015,	the	CHSP	was	implemented,	
combining the previous Commonwealth HACC 
program7,	the	National	Respite	for	Carers	Program,	
Day	Therapy	Centres	and	Assistance	with	Care	and	
Housing	for	the	Aged.	On	1 July 2016,	the	HACC	
Program	in	Victoria	transitioned	to	the	CHSP	and	
on	1	July	2018	HACC	services	in	Western	Australia	
were	also	incorporated	into	the	CHSP.	All	states	and	
territories now operate under the	CHSP.

• Home Care Packages Program:	Provides	services	
for those who have greater care needs and wish to 
remain living at home. Care and support is provided 
through a package of home care services purchased 
using an individual budget.

• Residential care: Provides	accommodation	and	
24-hour	care	for	those	who	have	greater	care	
needs and choose, or need, to be cared for, in an 
aged care facility. Care can be provided on either a 
temporary (respite) or permanent basis.

Table 2.1 shows the number of providers, services, 
places and consumers as well as Commonwealth and 
consumer funding for each of the three care types for 
the	five	years	to	2019-20.

In	addition,	there	are	flexible	care	types	about	which,	
due	to	a	lack	of	financial	data,	ACFA	does	not	provide	
analysis or commentary.	These	include:

• Transition care:  
The	Transition	Care	Programme	(TCP)	provides	
short-term care that seeks to optimise the 
functioning and independence of older people 
after a hospital stay. Transition care is goal-
oriented, time-limited and therapy-focused. The 
Transition	Care	Programme	seeks	to	optimise	the	
functioning and independence of older people 
after a hospital stay, enabling them to return 
home rather than enter residential care. Unlike 
the	STRC,	the	Transition	Care	Programme	is	a	joint	
Commonwealth-State funded program.

7 The Commonwealth Home and Community Care program 
was	created	on	1	July	2012	following	agreement	to	the	transfer	
of	all	formerly	joint	Commonwealth-state/territory	HACC	
programs,	except	Victoria	and	Western	Australia.	All	states	and	
territories	have	now	joined	the	CHSP.

• Restorative care:  
Services that focus on enhancing the physical and 
cognitive function of people who have lost or are 
at risk of losing condition and independence. The 
Short-Term	Restorative	Care	(STRC)	Programme,	
which commenced in February 2017, aims to 
reverse	and/or	slow	‘functional	decline’	in	older	
people and improve their wellbeing through the 
delivery of a time-limited, goal-oriented, multi-
disciplinary and co-ordinated range of services. 

• Multi-Purpose Services:  
The	Multi-Purpose	Services	(MPS)	Program	is	a	
long-standing,	joint	initiative	between	the	Australian	
Government and state and territory governments. 
The	MPS	program	provides	integrated	health	
and aged care services in small rural and remote 
communities in all states, the Northern Territory 
and	Norfolk	Island.	It	focuses	on	providing	health	
and aged care services to older people in the rural 
and remote communities where they live. 

• National Aboriginal and Torres Strait Islander 
Flexible Aged Care Program (NATSIFAC):  
The	NATSIFAC	Program	provides	culturally	safe	
aged care to older Aboriginal and Torres Strait 
Islander	people	to	remain	close	to	home	and	
community.	Providers	are	located	mainly	in	
remote areas. Services can be delivered in either a 
residential or home care setting.

• Innovative care services: 
The	Innovative	Care	Program	supports	the	
development	and	testing	of	flexible	models	of	
service delivery in areas where mainstream aged 
care services may not appropriately meet the needs 
of a location or target group.
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2.3 Australian Government 
expenditure on aged care
The Australian Government spent $21.2 billion on 
aged care in 2019-20, up from $19.9 billion in  
2018-19.		Australian	Government	funding	is	expected	
to	increase	to	$24.6 billion	in	2020-21	with	over	
$32 billion	budgeted	for	2024-25.	Chart 2.1 shows 
Commonwealth funding in aged care since 2016-17 
and	budgeted	expenditure	to	2023-24.

Almost all of the $1.3 billion increase in Australian 
Government funding for aged care during 2019-20 
was for the residential and home care programs. 
Residential care expenditure increased by 
$415 million,	an	increase	of	3.2 per cent,	and	home	
care	expenditure	increased	by	$881 million,	an	
increase	of	36 per cent.

The growth in residential care expenditure can be 
attributed to a 1.0 per cent increase in the number 
of days of care provided during the year due to an 
increase	in	the	number	of	residents	($134 million),	
and a 2.1 per cent increase in average care subsidy 
and	supplement	payments	($278 million),	the	latter	
resulting	primarily	from	the	COVID-19	Support	
Payment	and	increase	to	subsidies	that	formed	
part	of	the	Government’s	COVID-19	Aged	Care	
response	plan.	There	is	also	a	small	interaction	effect	
($3 million)	due	to	the	combined	effect	of	growth	in	
volume and price.

The increase in home care expenditure in 2019-20 is 
mainly due to a 32.1 per cent increase in the number 
of days of care provided during the year (due to the 
rapid expansion in the number of packages being 
released). 

Funding for residential care is by far the largest 
proportion of the Commonwealth expenditure at 
63.3 per cent,	although	noting	this	is	down	from	
around	65-66 per cent	in	recent	years,	due	mainly	
to the rapid increase in the number of home care 
packages. The proportions of Commonwealth 
expenditure in 2019-20 across the sector are 
illustrated in Chart 2.2.

Chart 2.2: Australian Government total aged care 
expenditure, by major program, 2019-20
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Other aged care
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Chart 2.1: Australian Government total aged care expenditure, 2016-17 to 2019-20 and  
total budgeted aged care expenditure, 2020-21 to 2023-24
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Australian Government expenditure on aged care is 
projected	by	the	2021	Intergenerational	Report	to	
nearly double as a share of the economy, from  
1.2	per	cent	currently	to	2.1	per	cent	of	GDP	by	2060-619. 
This	projection	is	based	on	current	policy	settings	and	
therefore includes policy changes announced in the 
Government’s response to the Royal Commission into 
Quality	and	Safety	in	Aged	Care.	The	Intergenerational	
Report also notes that the design of the new in-home 
care program, to which the Government is committed, 
will	require	careful	consideration	to	ensure	the	system	
remains sustainable, and that developments in wages 
for the aged care workforce will be a key determinant 
of system costs.

Costs	of	care	will	also	be	influenced	by	developments	
in labour productivity, techological innovation, 
changes in models of care, the increasing complexity 
of chronic health conditions in ageing populations, 
demand and consumer preferences, all of which 
entail a degree of uncertainty.

ACFA has previously noted that the shift in the 
balance of care in favour of home care over 
residential	care	was	expected	to	improve	affordability	
for taxpayers over the long term. This is because the 
costs of subsidising accommodation associated with 
residential care are not incurred with home care, and 
because, on average, under current policies, higher 
care	subsidies	apply	in	residential	care	where	24	hour	
care is provided. However, the design of the new  
in-home care program could change this situation.

2.4 Consumer contributions
Most aged care consumers contribute to their aged 
care	costs.	The	level	of	contribution	is	subject	to	
an	assessment	of	affordability	and	vary	according	
to cost type.

9	 Department	of	the	Treasury	Intergenerational Report, 2021.

Residential	care	consumers	all	contribute	85	per	cent	
of	the	basic	rate	of	single	age	pension	towards their	
living expenses (through the basic daily fee10) 
and,	subject	to	means	testing,	may	be	required	
to contribute towards their accommodation and 
care costs.	

In	2019-20,	residents	contributed	$3.5 billion	
towards	their	living	expenses,	$845 million	towards	
accommodation costs by those who chose to pay 
through	a	Daily	Accommodation	Payment	(DAP)	
(which excludes those choosing to pay through a 
refundable	lump	sum	deposit)	and	$646	million	
towards care costs. Overall, contributions from 
residents (excluding lump sum deposits) represent 
26.2 per cent	of	total	residential	care	provider	
revenue	(up	from	24.6	per	cent	in	2018-19),	
66 per cent	of	which	comprises	the	basic	daily	fee	 
for everyday living expenses.

Consumers of home care packages contributed 
around $102 million to their care and support 
costs	in	2019-20,	representing	4 per cent	of	home	
care	providers’	revenue,	down	from	4.2	per	cent	in	
2018-19.	Commonwealth	Home	Support	Programme	
consumers contributed $251 million in 2019-20, 
which	represents	9 per cent	of	total	expenditure	
on home support.

Table 2.2 shows the total Government and consumer 
contribution across service types since 2015-16.

Consumers may also pay additional amounts to a 
provider to access additional levels of care or services 
(e.g. for additional care and services that would not 
otherwise	be	covered	by	their	Home	Care	Package,	
or to purchase services in residential care that are 
additional	to	those	required	to	be	provided	under	the	
Aged Care Act 1997).

10 Unless due to hardship they are deemed unable to pay the 
basic daily fee and then the Government pays the provider the 
equivalent	amount.

Table 2.2: Australian Government expenditure and consumer contribution, by service type, 2015-16 to 2019-20

2015-16 2016-17 2017-18 2018-19 2019-20

Home care Government $1.5b $1.6b $2.0b $2.5b $3.4b

Consumer $127m $126m $122m $107m $102m

Residential care Government $11.4b $11.9b $12.2b $13.0b $13.4b

Consumer $4.5b $4.5b $4.5b $4.8b $4.9b

Home support Government $2.2b $2.4b $2.4b $2.5b $2.6b

Consumer N/A $204m $219m $252m $251m

Note:	Consumer	contributions	for	home	support	were	not	available	until	2016-17.
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2.5 Aged care providers
In	this	report,	as	with	previous	annual	reports,	
providers of the three main types of Government 
subsidised aged care in Australia are discussed. 
These are	CHSP,	home	care	and residential care.

There are over 3,000 providers who provide these 
services to older Australians. Table 2.3 shows the 
number of providers over the last seven years. The 
number of home care providers was stable in 2019-20 
after increasing dramatically over the previous three 
years. By contrast, the number of residential care and 
CHSP	providers	have	declined	over	the	seven	years.	
The changing number of home care and residential 
care providers is discussed in Chapter 3.

Table 2.3: Number of aged care providers, 
by service type, 2013-14 to 2019-20

Home 
support

Home  
care

Residential 
care

2013-14 1,676 504 1,016

2014-15 1,628 504 972

2015-16 1,686 496 949

2016-17 1,621 702 902

2017-18 1,547 873 886

2018-19 1,458 928 873

2019-20 1,452 920 845

Chart 2.3: Proportion of aged care providers 
providing more than one type of aged care 
service, 2019-20
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While	the	majority	of	providers	operate	only	one	type	
of aged care service, some operate two or all three 
of	the	major	types.	Chart 2.3 shows the number of 
providers providing only one type, two types and all 
three types of services in 2019-20.11

As shown, and as has been the case in previous 
years, there is a high degree of specialisation in 
terms	of	service	types	offered	by	providers,	partly	
reflecting	the	fact	that	the	three	care	types	evolved	
as separately funded programs. However, the 
proportion	of	providers	who	have	diversified	into	
more than one type of care is continuing to increase, 
albeit very slowly, as shown in Table 2.4.	Of	the	177	
organisations	who	provide	all	three	major	types	of	
care,	only	six	are	for-profit	providers	(four	in	the	
previous two years).

Table 2.4: Proportion of aged care providers 
providing more than one type of service,  
2013-14 to 2019-20

One type 
only

Two  
types 

All three 
types

2013-14 85% 13% 2%

2014-15 84% 14% 2%

2015-16 78% 16% 6%

2016-17 76% 17% 7%

2017-18 74% 19% 7%

2018-19 73% 20% 7%

2019-20 72% 21% 7%

There may be more occurrences of providers 
providing more than one type of service than 
reported here, however as previously noted, separate 
provider	registration	in	the	three	different	sub-sectors	
means this is not always apparent, as providers often 
have	different	ABNs	and	different trading names.

2.6 Aged care	workforce
The availability of an appropriately skilled aged care 
workforce	has	long	been	identified	as	a	key	issue.	
Providers	have	had	difficulty	attracting	and	retaining	
a skilled workforce to meet growing demand. 

ACFA has previously discussed that the aged care 
workforce is a shared responsibility between the 
Australian Government and the aged care sector, 
with	many	of	the	levers	to	influence	the	workforce	
resting with employers/providers. The Australian 

11	 Some	aged	care	providers,	particularly	not-for-profit	
providers, also provide disability services and seniors’ housing.
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Government can support the sector through setting 
policy with appropriate funding that aims to foster 
viability,	flexibility,	responsiveness	and	innovation,	
and	supporting	competitive	labour	markets.	It	
can also support the sector through funding and 
regulating the higher education and the vocational 
education and training systems. 

A	National	Aged	Care	Workforce	Census	and	Survey12 
is	conducted	approximately	every	four	years.	In	its	
2017 annual report, ACFA provided a summary of 
the	findings	of	the	2016	Survey.	The	2016	census	
reported the number of paid workers in the aged 
care sector	was	around	366,000,	with	an	additional	
68,000	volunteers.	

Total paid workers in residential care in 2016 was 
estimated	at	235,764,	of	whom	153,854	were	direct	
care workers. Total paid workers in home support 
and home care were estimated at 130,263, of whom 
86,463	were	in	direct care roles.

Of	the	reported	434,443	people	working	in	aged	care	
in 2016, 60 per cent were in residential care. The 
remainder of the workforce were in home support 
and home care. Chart 2.4	shows	the	composition	of	
the aged care workforce as reported in 2016.

Chart 2.4: Aged care workforce composition, 2016

Residential aged care Home care and home support 
PaidPaid
VolunteersVolunteers

9%
(23,537)

91%
(235,764)

26%
(44,879)

74%
(130,263)

Total all
workers
434,443

60%
(259,301)

40%
(175,142)

The average age of the residential direct care 
workforce	decreased	from	48	to	46	between	2012	
and	2016.	In	contrast,	the	average	age	of	the	direct	
care workforce in home support and home care 
increased from 50 in 2012 to 52 in 2016.

12 https://agedcare.health.gov.au/news-and-resources/
publications/2016-national-aged-care-workforce-census-and-
survey-the-aged-care-workforce-2016

Overseas	born	workers	make	up	a	very	significant	
proportion	of	the	aged	care	workforce.	In	2016,	the	
proportion in residential direct care was highest 
with 32 per cent of workers born overseas, while 
in home support and home care the proportion 
was	23	per	cent.	This	compares	with	35 per cent	in	
residential	care	and	28	per	cent	in	home	support	
and home care in 2012. Given the high proportion 
of overseas born people working in aged care, 
the continuing restrictions on people entering 
Australia	due	to	COVID-19	will	have	an	impact	on	the	
availability of workers.

Although aged care remains a female dominated 
sector, the proportion of males in the workforce is 
continuing to grow, albeit slowly and from a small 
base.	In	residential	care,	13	per	cent	of	direct	care	
workers were male (compared with 11 per cent in 
2012).	In	the	home	support	and	home	care	sectors,	
men represented 11 per cent of all direct care 
workers (10 per cent in 2012).

More detailed information from the 2016 National 
Census	and	Survey	is	provided	in	Appendix D.	The	
next census is planned to commence in late 2021. 

Following the Royal Commission into Aged Care 
Quality and Safety, the Government announced in 
its May 2021 Budget a range of measures designed 
to improve the aged care workforce. The measures 
include funding for more training and incentives 
for aged care workers to remain working in the 
sector, and a campaign to attract more workers to 
the sector. The Government has also mandated 
minimum	average	care	staff	minutes	per	resident	
to	apply	in	residential	care	from	July	2023	and	
announced	a	significant	increase	in	home	care	
packages.	The successful	implementation	of	both	of	
these	measures	will	require	that	a	supply	of	skilled	
workers will	be	available.		

Additionally, in response to the pressures resulting 
from	COVID-19,	the	Government	provided	in	2020,	
funding	of	$440 million	for	a	COVID-19	retention	
bonus to recognise the commitment of direct care 
workers in residential aged care and home care. 

Additional funding was also provided to upskill aged 
care workers in infection control, enable residential 
and home aged care providers to hire extra nurses 
and	aged	care	workers,	and	increase	aged	care	staff	
and training to facilities during an outbreak.

It	is	noteworthy	that	despite	the	Royal	Commission’s	
recommendation	that	the	Australian	Government	join	
with	employers	and	employees	in	a	joint	submission	
to	the	Fair	Work	Commission	to	increase	minimum	
award wages, the Government has opted to allow the 
current	submission	to	the	Fair	Work	Commission	by	
the Health Services Union to take its course.
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2.7 Aged care reforms 
The aged care sector has undergone substantial 
change	since	the	2012	Living	Longer	Living	Better	
package and will continue to undergo further reforms 
as signalled by the Government’s response to the 
Royal Commission into Aged Care Quality and Safety. 
The	aim	of	the	reforms	is	to	improve	the	quality	and	
sustainability of aged care services and to increase 
consumer choice and control.

The	major	changes	since	2012,	and	prior	to	the	major	
changes arising from the Government’s response 
to the Royal Commission, are summarised below 
according	to	the	care	type	they	relate	to,	that	is,	CHSP,	
home care, residential care or cross-program.

Commonwealth Home Support Programme (CHSP)

• From	1	July	2015,	the	CHSP	commenced	by	
combining the former Commonwealth-State Home 
and Community Care (HACC) programs in all 
states	and	territories	except	Victoria	and	Western	
Australia, and the Commonwealth National Respite 
for	Carers,	Day	Therapy	Centres	and	Assistance	
with Care and Housing for the Aged programs;

• Regional Assessment Services established in 2015 
to	assess	eligibility	for	CHSP	services;	and

• Victoria transitioned their HACC services to 
the	CHSP	on	1	July	2016	and	Western	Australia	
transitioned	to	the	CHSP	on	1 July	2018.

Home care

• New	home	care	packages	(levels	1-4)	commenced	
from 1 August 2013;

• income testing with subsidy reduction, including 
annual and lifetime caps, commenced on 
1 July 2014;

• all	packages	required	to	be	consumer	directed	care	
(CDC),	with	individualised	budgets,	from	1 July 2015;

• from 27	February	2017:

 – creation	of	a	consistent	National	Prioritisation	
System	(NPS)	to	assign	home	care	packages;	and

 – home care packages assigned to the consumer 
rather than allocated to the provider;

• home	care	providers	required	to	publish	their	
current pricing information on the My Aged Care 
Service	Finder,	from	30	November	2018;

• home	care	providers	required	to	publish	their	
pricing information in a new standardised schedule 
from	1	July	2019;	

• reduction of the level of basic daily fee to be 
proportionate to the level of home care package 
from	1	July	2019;	

• home care package payments to providers made in 
arrears	from	February 2021;	and

• home care package payments to providers to be 
based on services delivered from September 2021.

Residential care

• New means testing (combining income and 
assets test), including annual and lifetime caps, 
commenced	on	1	July	2014;

• new accommodation payment arrangements 
from	1	July	2014	which	allow	market-based	
accommodation prices for all non-supported 
residents, accompanied by consumer choice to 
pay by	lump	sum,	daily	payment	or	a	combination	
of both;

• requirements	for	providers	to	publish	the	
maximum price they charge for accommodation 
and	extra	services,	from	1	July	2014;

• higher accommodation supplement payable for 
supported residents in residential care facilities that 
were	newly	built	or	significantly	refurbished	since	
20 April 2012;

• creation	of	an	Aged	Care	Pricing	Commissioner	
position in October 2013; and

• rental income from the former home became 
assessable for all residents who enter care from 
1 July 2016	(formerly	exempt	for	residents	who	
made a daily payment for their accommodation).

Cross-program

• Overall target provision ratio for Government 
subsidised aged care places to increase from 
113 places	for	every	1,000	people	aged	70+	to	
125 places	over	the	period	2012-13	to	2021-22;

• creation of a single budget item for home 
care packages and residential care places 
from	1 July 2018	that	allows	flexibility	for	the	
Government to	direct	available	funding	to	
home care	or	residential	care	in	response	to	
consumer preferences;

• establishing the Aged Care Quality and Safety 
Commission	from	January	2019	and	the	
commencement	of	a	single	set	of	quality	standards	
across	all	aged	care	from	1	July	2019;

• from	1	July	2019,	all	Commonwealth	subsidised	
residential	care	facilities	required	to	collect	and	
provide	clinical	quality	indicator	data	to	the	
Department	of	Health	through	the	National	Aged	
Care	Quality	Indicator	Program.	The	program	had	
initially started in 2016 as a voluntary program; and

• from	1	July	2019,	a	new	Charter	of	Aged	Care	
Rights provides the same rights to all consumers, 
regardless of the type of Commonwealth subsided 
care and services they receive.
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2.7.1 Future reform following the 
Royal Commission

The Royal Commission into Aged Care Quality and 
Safety	was	established	in	October	2018	to	examine	
the aged care system in Australia, and to consider 
how to meet the challenges and the opportunities of 
delivering aged care services now and into the future.

The	Royal	Commission	conducted	its	inquiry	
during	2019	and	2020	and	released	its	final	
report	in	February	2021.	The	final	report13 
included 148	recommendations.

In	May	2021	the	Government	announced	its	
response14	to	the	final	report	as	well	as	announcing	
a	significant	suite	of	aged	care	reform	measures	
in the Budget.

The	major	reforms	and	their	cost	over	the	forward	
estimates	are	summarised	below:	

Home Care:	The	main	reforms	include: 	

• 80,000	additional	Home	Care	Packages	–	40,000	
released	in	2021–22	and	40,000	in	2022-23,	
resulting	in	275,598	packages	by	June	2023	
($6.5 billion);

• 8,400	additional	respite	services	each	year	
($798.3 million);	and 

• Enhanced	support	and	face-to-face	services	
to assist in navigating the aged care system 
($272.5 m). 

Residential aged care services and sustainability: 
The	main	reforms	include: 	

• Increased	care	minutes	delivered	to	residents,	
mandated at average of 200 minutes per day, 
including	40	minutes	with	a	registered	nurse	
($3.9 billion); 

• A new basic daily fee supplement of $10 per 
resident	per	day	($3.2 billion); 

• Moving to assigning residential aged care places 
directly to consumers instead of providers, as is 
currently	done	for	home	care	($102.1 million);

• Expand	the	role	of	the	Independent	Hospital	Pricing	
Authority to include aged care. This will help ensure 
that aged care costs are directly related to the care 
provided	($49.1 million); 

13 https://agedcare.royalcommission.gov.au/publications/final-
report

14 https://www.health.gov.au/resources/publications/
australian-government-response-to-the-final-report-of-the-royal-
commission-into-aged-care-quality-and-safety

• The new Australian National Aged Care 
Classification	(AN-ACC)	will	begin	operation	from	
October	2022,	replacing	the	ACFI	($189.3 million).

Residential aged care quality and safety: The main 
reforms	include: 	

• Improved	access	to	primary	care	for	consumers,	
including the transition between aged care and 
health	care	settings	($365.7 million); 

• Improved	capacity	and	powers	for	the	Aged	
Care Quality and Safety Commission (ACQSC) 
($262.5 million);

• Additional resources within residential care for 
residents with dementia, including additional 
funding	for	the	Dementia	Behaviour	Management	
Advisory Service and the Severe Behaviour 
Response	Teams	($74.8 million);	and 

• The introduction of a star rating system to highlight 
the	quality	of	aged	care	services,	to	better	inform	
consumers and their families, including expanding 
advocacy	services	($200.1 million).

Workforce:	The	main	reforms	include: 	

• Additional training for upskilling the existing 
workforce and training of new aged care workers, 
including	33,800	subsidised	Vocational	Education	
and	Training	places	through	JobTrainer; 

• Creation of a single assessment workforce to 
undertake all assessments, simplifying the 
assessment experience for consumers entering he 
aged	care	system	($228.2 million);

• Financial support for aged care nurses of up to 
$3,700 for nursing scholarships and places in 
the	Aged	Care	Transition	to	Practice	Program	
($135.6 million);	and 

• Extending	the	national	recruitment	campaign,	to	
help	increase	the	aged	care	workforce	($9.8 million). 

Governance: The main	reforms	include:

• Establishment	of	new	governance	and	advisory	
structures, including a National Aged Care Advisory 
Council,	and	a	Council	of	Elders,	and	to	work	
towards	establishment	of	an	office	of	the	Inspector-
General	of	Aged	Care	($21.1 million); 

• Additional funding to improve access for consumer 
in regional, rural and remote areas; including those 
with First Nations backgrounds and special needs 
groups	($630.2 million);	and 

• Development	of	a	new	Aged	Care	Act	to	
enshrine the	Government’s	reforms	in	legislation	
by mid-2023. 
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The	reforms	will	be	introduced	through	a	five	year	
plan,	including:

2021

• Release	of	40,000	of	the	80,000	additional	home	
care	packages. 

• Introduction	of	the	new	$10	per	day	basic	
daily fee supplement.

• Establishment	of	the	Independent Pricing	Authority.

• Begin	phasing	in	enhanced	financial	
and prudential oversight.

• Enhanced	regulatory	and	monitoring	powers	for	the	
Aged Care Quality and Safety Commission.

• Additional training places for new and existing 
aged	 care	workers, including scholarships.

• Establishment	of	the	Council	of	the	Elders	and	
Inspector-General	of Aged Care.

2022

• Release	of	the	remaining	40,000	additional	
home care packages.

• Residential aged care transition to AN-ACC funding 
model, including increase in funding base.

• Enhanced	aged	care	quality	and	safety:		Serious	
Incident	Response	Scheme	(SIRS)	expanded	to	
home	and	community	care;	reporting	of	staffing	
hours; worker screening (workforce register) 
and code of conduct introduced; and stage one 
implementation of Star Ratings.

• Workforce	initiatives	including:	single	assessment	
workforce	for	residential	care;	financial	
incentive payments for registered nurses; 
and more additional training places for new 
and existing workers.

2023

• Single in-home care program, combining home care 
and	CHSP. 

• Introduction	of	mandatory	care	time	(average	of	
200	care	minutes) in residential care.

• National	Aged	Care	Minimum	Dataset	and	
expanded	National	Mandatory	Quality	Indicator	
Program	(NMQIP).

• Single assessment workforce model in home care.

• New Aged Care Act commences.

2024

• Reformed residential aged care 
accommodation framework implemented.

• Discontinue	the	Aged	Care	Approvals	Round	
process	from	1	July	2024. 

• Full implementation of Star Ratings 
in residential care.

2025

• Young	People	in	Residential	Aged	Care	targets	due	
to be met – no people under 65 living in residential 
aged	care. 
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3. Access to aged care

This chapter discusses:

• Access to subsidised aged care for older 
Australians;

• the supply of subsidised aged care; and

• usage of aged care by age cohorts.

This chapter reports that:

• The	number	of	consumers	of	CHSP	decreased	
slightly	from	840,984	in	2018-19	to	839,373	in	
2019-20;

• The number of consumers of home care 
increased	from	133,439	in	2018-19	to	173,743	
in 2019-20;

• the number of consumers of residential care 
increased	from	242,612	in	2018-19	to	244,363	
in 2019-20;

• average occupancy in residential care continues 
to	fall;	88.3 per cent	in	2019-20,	down	from	
89.4 per cent	in	2018-19.	Occupancy	has	
decreased	every	year	for	the	last	five	years	
since	it	was	92.4	per	cent	in	2015-16;	

• the proportion of people using home care and 
residential	care	at	age	85	and	over	is	more	than	
three times that of people aged 70 and over, 
which has been the case for several years; and

• the average age of people in permanent 
residential	care	in	2019-20	was	84.9	compared	
with	82.5	in	home	care	and	79.1	in the	CHSP.

3.1 Supply of subsidised 
aged care
Ensuring	access	to	appropriate	quality	care	is	a	
fundamental	policy	objective	for	the	Australian	
Government	in	the	funding	and	financing	of	aged	
care. This was one of the areas addressed by the Royal 
Commission	and	subsequent	Government	response.	

The Government regulates the supply of services 
offered	through	the	Commonwealth	Home	Support	
Programme	(CHSP)	through	a	capped	funding	
amount that is indexed annually. This is discussed 
in Chapter	4.

The Government regulates the supply of home care 
packages and residential aged care places it funds by 
specifying targets. These targets, known as the aged 
care target provision ratios, are based on the number 
of people aged 70 and over.

The overall aged care target provision ratio was 
first	set	in	1985	at	100	operational	residential	care	
places per 1,000 people aged 70 and over. The 
overall	provision	ratio	was	increased	to	108	in	2004,	
further increased to 113 in 2007, and in 2012 was 
adjusted	to	increase	progressively	to	125	operational	
places	by	2021-22.	Home	care	packages	were	first	
introduced into the ratio in the early 1990s and 
since then successive Governments have gradually 
increased home care as a proportion of the overall 
target provision ratio.

This population-based target provision formula is 
designed to allow the overall supply of services to 
increase in line with the ageing of the population, 
while	also	defining	the	total	number	of	places/
packages and, thereby, helping control the 
Commonwealth’s expenditure on aged care.

As set in 2012, within the current overall target 
provision ratio of 125, the mix of home care and 
residential	care	is	being	significantly	rebalanced	in	
favour of home care. Over the period 2012 to 2022 
the target for home care was planned to increase 
from	27	to	45	operational	places,	while	the	residential	
care	target	is	reducing	from	86	to	78.	The	remaining	
two places are for the Short Term Restorative Care 
Programme	(STRC).
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In	response	to	the	large	number	of	people	in	
the	National	Prioritisation	System	for	home	care	
packages, which was introduced in 2017, the 
Government has been progressively releasing 
additional home care packages. As a result, the home 
care target ratio has already been exceeded, reaching 
53.6 mainstream home care packages available for 
every	1,000	people	aged	70	and	over	at	30 June 2020.		

The Government has accepted in-principle the 
Royal Commission’s recommendation that service 
planning be based on need, not rationed, but added 
that the structure of the future planning regime, 
including the role of the aged care provision ratio 
or another mechanism, will be determined as part 
of the design for a new support at home program 
which	will	combine	CHSP	and	home	care	packages.	
It	is	estimated	that	the	additional	80,000	packages	
announced in the 2021-22 Budget will enable the 

current home care provision target to continue to 
be exceeded until the new combined program is 
introduced from July	2023.

Chart 3.1 shows the achieved residential care ratios 
for the eight years to 30 June	2020.

Chart 3.2 shows the number of consumers with a 
home	care	package	as	at	30	June	for	each	of	the	
previous seven years, as well as the target number of 
packages	to	2023-24.	The	target	number	includes	the	
release of an additional 90,000 home care packages 
announced	in	the	2020	MYEFO	and	2021-22	Budget	
in response to the Royal Commission into Aged Care 
Quality	and	Safety.	While	the	historical	and	forward	
estimates numbers are not directly comparable, the 
chart gives some indication of the increase in home 
care packages that has occurred and the increase that 
is planned to be released. 

Chart 3.1: Residential care achieved ratios, 2012-13 to 2019-20
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The target ratio approach applied to home care 
packages and residential care places does not apply 
to	the	supply	of	care	through	the	CHSP.	Instead,	
CHSP	funding	is	subject	to	an	annual	capped	funding	
allocation,	and	CHSP	providers	are	grant	funded	to	
provide contracted home support services. Consumers 
who are assessed as eligible through their Regional 
Assessment	Service	(RAS)	to	receive	CHSP	services	can	
then access those services through a provider who 
delivers the services for which they have been assessed.

In	May	2021	the	Government	announced	its	response	
to the Royal Commission into Aged Care Quality 
and	Safety.	Included	in	the	package	were	a	number	
of measures regarding access to care. These are 
discussed at the end of this chapter. 

3.2 Aged Care Approvals Round
Unlike home care packages, residential care places 
are still currently allocated to providers through a 
competitive Aged Care Approvals Round (ACAR). 
However, the Government announced as part of 
the 2021 Budget, that the current 2020-21 ACAR 
would	be	the	last	and	instead,	from	1	July	2024,	
residential care places will be assigned directly to 
eligible consumers rather than allocated to providers. 
In	the	2018-19 Budget,	the	Government	announced	
in-principle support for this move, and undertook a 
detailed impact analysis to investigate options and 
implications for stakeholders.

The	last	completed	ACAR	was	the	2018-19	ACAR.	
Through that ACAR, 13,500 new residential care 
places were allocated which represented an 
increase of	36 per cent	on	the	2016–17 ACAR.

The 2020	ACAR,	which	was	delayed	due	to	COVID-19,	
opened	in	December	2020	and	closed	in	March 2021.	
It	is	planned	that	it	will	release	significantly	fewer	
new	residential	care	places	(2,000),	1,028	short-term	
restorative care places and up to $150 million in 
capital grants for residential aged care. Results of the 
ACAR are expected around the middle of 2021. 

In	terms	of	provider	ownership,	a	trend	evident	for	
the	last	four	ACARs	is	that	the	for-profit	providers	
have been successful in gaining around two thirds 
of allocated residential care places, as shown in 
Table 3.1.	

3.3 Access to aged care
In	2019-20	over	1.3	million	older	Australians	accessed	
some form of Government subsidised aged care. 
Table 3.2 shows the number of consumers of the 
three types of aged care that this report mainly 
discusses	(CHSP,	home	care	and	residential	care)	
since 2015-16.

3.4 Access to home care
The number of older Australians who received 
subsidised	home	care	during	2019-20	was	173,743,	
an	increase	of	30 per	cent	from	133,439	in	2018-19.	
As	at	30	June	2020	there	were	142,436	consumers	
in	a	package,	up	from	106,707	as	at	30	June	2019.	
Chart 3.3	shows	the	significant	increase	in	overall	
home care consumer numbers, particularly since 
30 June 2017.	Chart 3.4	shows	the	number	of	
consumers,	by	package	levels,	since	2014-15.

Table 3.1: Aged Care Approval Rounds, proportion of allocated places, by ownership, 2012-13 to 2018-19

Allocated places 2012-13 2014 2015 2016-17 2018-19

For-profits 57% 68% 70% 64% 67%

Not-for-profits 42% 31% 30% 35% 32%

Table 3.2: Aged care in Australia, number of consumers, 2015-16 to 2019-20

2015-16 2016-17 2017-18 2018-19 2019-20

Home support 925,432 784,927 847,534 840,984 839,373

Home care 88,875 97,516 116,843 133,439 173,743

Residential care 234,931 239,379 241,723 242,612 244,363

1.	CHSP	client	numbers	for	2018-19	are	not	perfectly	comparable	with	home	support	client	numbers	reported	for	previous	years,	which	combine	
CHSP	client	counts	with	the	HACC	programs	that	operated	in	Victoria	and	Western	Australia. These	HACC	programs	have	now	ceased	providing	
aged	care. The	methods	used	to	collect	data	and	measure	client	numbers	are	different	across	programs,	and	any	comparisons	over	time	should	
be treated with caution.

2. Home support consumers for 2015-16 were likely overstated.
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Chart 3.3: Number of home care consumers in a package, 30 June 2014 to 30 June 2020
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Chart 3.4: Number of home care consumers, by package level, 2014-15 to 2019-20

0

10,000

20,000

30,000

40,000

50,000

60,000

2014-15 2015-16 2016-17 2017-18 2018-19 2019-20

Level 2 Level 3Level 1 Level 4

N
um

be
r 

of
 h

om
e 

ca
re

 c
on

su
m

er
s

3.4.1	 Release	of	home	care	packages

Since February 2017, home care packages have been 
assigned directly to consumers rather than allocated 
to providers. This allows consumers to direct their 
package to the provider of their choice as well as 
to change providers.

Older	Australians	assessed	as	requiring	home	care	
are	placed	on	the	National	Prioritisation	System	
(NPS)	based	on	how	long	they	have	been	waiting	for	
care and their individual needs and circumstances, 
regardless	of	where	they	live.	Packages	are	
periodically released and assigned directly to 
consumers	by	the	Department	of	Health	within	
My Aged	Care.	Packages	are	assigned	to	consumers	
according to when they were approved for home 
care and	urgency of need.

The number of packages released at each level takes 
into account the number of new packages that are 
available (including the number of new packages 
at each package level), the number of packages 
that consumers have exited or not accepted in 
previous weeks, as well as the amount of unspent 
Commonwealth funds that have been returned 
when consumers	leave	home	care.	

3.4.2	 Demand	for	home	care	packages

ACFA has previously noted that unmet demand 
for	home	care	was	not	able	to	be	quantified	until	
implementation	of	the	NPS	for	assigning	packages	
directly to consumers.
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Data	from	the	Department	of	Health	shows	that	
at	31	March	2021,	there	were	87,162	people	in	
the	NPS waiting	for	a	Home	Care	Package	at	their	
approved level. This is a decrease of 9,697 since 
31 December	2020.	There	were	27,131	approvals	for	
home care in the three months to 31 March 2021, 
of	which	58	per	cent	were	for	higher	level	(3	and	4)	
packages.	Around	61 per	cent	of	those	in	the	NPS	also	
had approval for permanent residential care. One of 
the	factors	influencing	declining	occupancy	rates	in	
residential care is the preference of older people for 
home-based aged care services.

Of	the	87,162	people	waiting	for	a	home	care	
package	at	their	approved	level	at	31	March 2021,	
31,679 had been	offered	an	interim	level	package,	
while the remainder were waiting for a package 
offer.	Of	the	87,162	people,	85,238	had	been	
approved for assistance through the Commonwealth 
Home Support	Programme.

Wait	times	for	people	to	be	assigned	a	package	vary	
depending on assessed priority and package level. 
People	assessed	as	a	high	priority	are	being	assigned	
a level 1 or 2 package within a couple of weeks of 
approval	and	a	level	3	or	4	package	within	3	months.	
People	with	a	medium	priority	are	being	assigned	a	
level 1 package within 3-6 months with the wait for a 
level	2,	3	or	4	package	being	between	9-12	months.	
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Chart 3.5: Median and average length of stay in home care, by year of discharge

In	response	to	this	strong	demand	for	packages,	the	
Government announced the release of an additional 
80,000	packages	in	the	2021-22	Budget	at	a	cost	of	
around $6.5 billion. This is in addition to the 10,000 
packages	announced	as	part	of	the	2020-21	MYEFO	
in December	2020.

This investment will bring the total number of 
packages	to	over	275,000	by	June	2023,	and	it	is	
expected	that	all	people	currently	on	the	NPS	will	be	
able to access a package in line with their assessed 
care needs by this time.

3.4.3 Length of stay in home care

In	2019-20,	for	all	home	care	package	levels	
combined, the median time spent in the home care 
program at discharge was around 16 months and the 
average	was	around	27	months	(Chart	3.5). 	

The length of time that people are spending in 
home care	is	likely	to	increase	over	the	next	couple	
of	years.	While	this	is	not	yet	evident	in	the	discharge	
lengths of stay outlined above, it can be seen clearly 
in Chart 3.6 that fewer people from each annual entry 
cohort	are	leaving	home	care	in	their	first	year. This	
is likely because people are accessing home care 
earlier and supported for longer due to the increased 
availability of packages across all care levels.
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Chart 3.6: Cumulative proportion of home care recipients leaving home care during their first year  
by year of entry 
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3.5 Access to residential care
The number of older Australians who received 
permanent residential care during 2019-20 was 
244,363,	up	from	242,612	in	2018-19.	At	30	June	2020	
there	were	183,989	permanent	residents in care.

The number of people who accessed residential 
respite	care	in	2019-20	was	66,873,	an	increase	of	
2.1 per	cent	from	65,523	in	2018-19.	Residential	
respite care usage is discussed later in this chapter.

3.5.1 Occupancy in residential care

Occupancy is measured as the total number of 
days an allocated place is occupied by a resident, 
divided by the total number of days an allocated 
place	was	available	to	be	occupied.	The	subsequent	
rates	therefore	reflect	both	demand	for	care	(i.e.	the	
number of residents accessing places) and the supply 
of places made available by providers.

ACFA	noted	last	year	that	a	major	immediate	risk	
facing residential care providers was the spread of 
COVID-19	within	a	facility	which	has	the	potential	to	
cause a sizeable decline in occupancy through both 
departures and delays in new admissions. A sudden 
decline	in	occupancy	could	have	a	major	impact	on	
the	financial	position	of	the	facility	and	the	provider.	
While	the	risk	of	a	significant	decline	in	sector-wide	
occupancy	due	to	COVID-19	did	not	eventuate,	
there were some providers with services in areas 
of high community transmission who experienced 

severe	outbreaks,	with	consequential	occupancy	and	
financial	pressures,	particularly	in	the	case	where	
providers have a capital structure heavily dependent 
on	RADs.	In	June	2021	the	Government	announced	it	
was	offering	zero-interest	loans	to	eligible	providers	
who	had	experienced	a	significant	decline	in	their	
RAD	balance	due	to	a	sudden	drop	in	occupancy	due	
to	COVID-19.	

In	2019-20,	the	average	occupancy	rate	across	all	
residential	care	places	was	88.3	per	cent,	down	from	
89.4	per	cent	in	2018-19	and	90.3	per	cent	in	2017-18.	
As noted above, a sector-wide sudden decline in 
occupancy	due	to	COVID-19	did	not	eventuate,	
however the sector continues to experience a 
continuation of the decline evident in recent years. 
The recent decline follows relative stability for several 
years	at	above	92	per	cent.	While	the	final	occupancy	
data for 2020-21 is not yet available, initial data from 
the	Department	of	Health	indicates	that	occupancy	
has continued to decline slightly in 2020-21.

The overall average occupancy rate in residential care 
peaked	at	97.1	per	cent	in	2003-04.

The 1.2 percentage point decline in the occupancy 
rate in 2019-20 was contributed to by the growth 
in the number of bed days available (2.6 per cent) 
which grew	at	two	times	the	rate	of	the	growth	in	
care	days	provided	(1.3	per	cent).	Both	the	for-profit	
and	not-for-profit	sectors	had	faster	growth	in	the	
available bed days compared with days of care 
provided (Table 3.3).

2217



23Aged Care Financing Authority | Annual Report on the Funding and Financing of the Aged Care Sector – 2021

Table 3.3: Growth in residential care claims and 
growth in available beds between 2018-19 and 
2019-20 

Provider type Claim day growth Bed day growth

Not-for-profit	 1.0% 2.2%

For-profit 2.1% 3.5%

Government -2.2% 0.2%

All providers 1.3% 2.6%

In	terms	of	ownership	type,	all	three	ownership	types	
reported a decrease in occupancy when compared 
with	2018-19	(Table	3.4).	Not-for-profit	providers	
continue to have the highest occupancy, reporting 
90.5 per cent	in	2019-20,	down	from	91.5 per cent.	
For-profit	providers	recorded	a	similar	decrease,	
down	to	85.3 per cent	from	86.5 per cent	in	2018-19.

There continue to be variations in average occupancy 
by state and territory. The Northern Territory 
continues to have the highest occupancy with 

94.0 per	cent	while	Queensland	again	reported	
the	lowest	with	86.7 per cent.	While	all	states	and	
territories reported a decrease in occupancy in 
2019-20, the decreases in the Northern Territory, 
ACT and South Australia were very small (0.2-0.3 
percentage points) whereas all other states reported 
a decrease of between 1 and 2 percentage points. 
Table 3.5 shows average occupancy by state and 
territory for the last five years.

There also remains a variation in occupancy rates 
by	remoteness	location.	In	2019-20	the	occupancy	
in outer regional and remote areas decreased 
significantly	(around	3	percentage	points)	when	
compared	with	major	cities	and	inner	regional	
areas which	reported	a	decrease	of	around	
1 percentage	point.	Occupancy	in	remote	areas	is	
also	between	3-5 per	cent	lower	than	in	the	cities	
and regional	areas.	

Table 3.6 shows average occupancy in residential care 
by location over the last five years.

Table 3.4: Occupancy rates, by organisation type, 2015-16 to 2019-20

Provider type 2015-16 2016-17 2017-18 2018-19 2019-20

Not-for-profit 94.0% 93.0% 92.1% 91.5% 90.5%

For-profit	 91.0% 90.0% 87.9% 86.5% 85.3%

Government 90.0% 90.0% 90.3% 90.4% 88.3%

All providers 92.4% 91.8% 90.3% 89.4% 88.3%

Table 3.5: Occupancy in residential care, by state and territory, 2015-16 to 2019-20

State/territory 2015-16 2016-17 2017-18 2018-19 2019-20

New	South	Wales 92.3% 91.1% 89.5%	 89.2% 88.0%

Victoria 91.7% 91.1% 90.2%	 89.0% 87.9%

Queensland 92.2% 92.3% 89.1%	 88.3% 86.7%

Western	Australia 94.5% 93.8% 93.2%	 90.3% 89.4%

South Australia 93.7% 93.5% 93.4%	 92.8% 92.5%

Tasmania 91.0% 91.2% 90.2%	 89.9% 88.7%

Australian Capital Territory 88.6% 90.1% 91.0%	 89.6% 89.4%

Northern Territory 95.0% 95.4% 94.4%	 94.3% 94.0%

Australia 92.4% 91.8% 90.3% 89.4% 88.3%
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Table 3.6: Occupancy in residential care, by location, 2015-16 to 2019-20

Provider location 2015-16 2016-17 2017-18 2018-19 2019-20

Major	cities 92.4% 91.4% 90.0%	 88.9%	 88.0%

Inner	regional 92.5% 92.7% 91.4%	 91.1%	 89.8%

Outer regional 92.0% 92.2% 90.8%	 90.0%	 87.2%

Remote 89.7% 91.7% 88.4%	 87.6%	 84.4%

Very remote 80.0% 77.4% 77.1%	 71.9%	 72.6%

Australia 92.4% 91.8% 90.3% 89.4% 88.3%

In	recent	annual	reports	and	in	its	2021	report	
on refundable accommodation deposits15, ACFA 
noted that some providers had expressed concern 
that falling occupancy rates would put pressure 
on their viability. The continued fall in occupancy 
during 2019-20 indicates that this pressure may be 
increasing. The announcement by Government, as 
part of their response to the Royal Commission, 
that residential care places will be assigned directly 
to	consumers	from	1	July	2024,	will	create	greater	
competition for consumer custom. This could 
potentially put further pressure on occupancy 
rates for some providers. The potential impact of 
increased competition on occupancy rates as a 
result of assigning residential places to consumers 
was considered as part of the impact analysis16 of 
this policy change.

15 https://www.health.gov.au/resources/collections/review-
of-the-current-and-future-role-of-refundable-accommodation-
deposits-in-aged-care

16 https://www.health.gov.au/health-topics/aged-care/
aged-care-reforms-and-reviews/impact-analysis-of-alternative-
arrangements-for-allocating-residential-aged-care-places

3.5.2 Admissions to residential care

Elapsed	time	between	when	a	resident	is	assessed	as	
eligible for residential care and entering permanent 
care has been increasing steadily in recent years 
as shown in Chart 3.7, despite declining average 
occupancy rates. This trend has been evident since 
2011-12,	however	stabilised	in	2019-20:

• 7 per cent of people entering care did so within one 
week	of	being	assessed	by	an	ACAT	(18 per cent	in	
2011-12);

• 21	per	cent	did	so	within	one	month	(44	per	cent	in	
2011-12); and

• 59	per	cent	did	so	within	nine	months	(89	per	cent	
in 2011-12).

Chart 3.7: Elapsed time between assessment and entering permanent residential care, 2011-12 to 2019-20 (%)
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ACFA has previously noted that the elapsed time 
between an assessment of eligibility and a person 
entering care could be due to consumer choice 
and not necessarily delays in the system. Also, the 
increasing availability of and preference for home 
care, and the increased usage of residential respite 
care, could be contributing to the longer time 
between assessment and entering permanent care.

Consumers transitioning from home care to 
residential care

Chart 3.8	shows	the	proportion	of	consumers	who	
enter permanent residential care after leaving home 
care. The proportion entering residential care has 

been dropping consistently since 2015-16 and fell to 
58	per	cent	in	2019-20.	This	is	likely	partly	explained	
by	the	significant	increase	in	higher	level	home	care	
packages in recent years, and the number of home 
care packages overall. 

3.5.3 Length of stay in residential care

In	2019-20,	the	average	total	length	of	stay	of	those	
leaving residential care was 2.9 years. As can be seen 
in Chart 3.9, the total length of stay has been around 
this level since 2011-12 with a slight increase evident 
in	2019-20.	Within	this,	females	stay	on	average	
around 13 months longer than males.

Chart 3.8: Proportion of consumers entering permanent residential care after leaving home care, 
2013-14 to 2019-20
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Chart 3.9: Average length of stay in residential care, by gender and year of entry, 2011-12 to 2019-20

2011-12 2012-13 2013-14 2014-15 2015-16 2016-17 2017-18 2018-19 2019-20

Female Male Total

2

2.2

2.4

2.6

2.8

3.0

3.2

3.4

3.6

Av
er

ag
e 

le
ng

th
 o

f s
ta

y

2220



26

The proportion of permanent residents that leave 
within	3,	6	or	12	months	of	first	entry	has	decreased	
slightly since 2012 (Chart 3.10).

Dementia

Since	2008-09,	the	proportion	of	people	entering	
residential care with a diagnosis of dementia has 
been	consistently	between	around	43	per	cent	and	
45 per	cent	of	all	permanent	residents	entering	
care. The average age at admission for people with 
dementia was around six months older than for those 
without a diagnosis of dementia.

Chart 3.11 shows the proportion of people still in care 
over time by dementia status (diagnosis of dementia 
recorded	within	first	28	days	of	admission).	It	shows	
that half of the people entering without a dementia 
diagnosis died or left care within 22 months, 
compared with around 25 months for people entering 
care	with	an	initial	diagnosis	of	dementia.	People	with	
dementia are less likely to die or leave care in the 
initial period after entry, however in the longer-term, 
proportionally fewer people with dementia have 
longer lengths of stays when compared with those 
that do not.

Chart 3.10: Proportion of permanent residents that leave within 3, 6 or 12 months of first entry, 
2011-12 to 2019-20

0% 

10%

5%

15%

20%

25%

30%

35%

40%

Ye
ar

ly
 n

um
be

r 
of

 r
ec

ip
ie

nt
s 

(F
TE

)

3 months 6 months 12 months

2011-12 2012-13 2013-14 2014-15 2015-16 2016-17 2017-18 2018-19 2019-20

Chart 3.11: Proportion of residents in care over time, with and without dementia
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3.6 Residential respite care
Residential respite care is short-term care delivered 
within an aged care facility17 on either a planned or 
emergency	basis.	People	are	assessed	for	eligibility	
by an Aged Care Assessment Team (ACAT), who 
will approve someone for low care respite or high 
care respite. The distinction between high and low 
care was not removed from respite care when it 
was removed from permanent residential care 
on	1	July	2014.	A	consumer	can	access	subsidised	
residential	respite	for	up	to	63 days	per	financial	
year, with extensions possible when an ACAT 
considers it necessary.

As	noted	previously,	a	significant	difference	in	
respite care	compared	with	permanent	residential	
care is that respite residents do not pay any  
means-tested accommodation or care contributions. 
They can however be asked to pay the basic daily 
fee for living expenses, which is at the same rate 
as permanent residents. Respite residents can also 
purchase additional services, in the same manner 
as a permanent resident.

Residential care providers have a proportion of 
their allocated residential care places which may 
be used for the provision of respite care, and it is 
up to each provider what mix of permanent and 
respite	care	that	they	provide.	Providers	can	vary	this	
proportion, however currently they have to contact 
the	Department	of	Health	to seek approval.

17 Other types of respite care can be accessed through the 
CHSP	or	through	a	home	care	package.

Access to respite services will depend on a person’s 
need/choice to access this type of care and on 
an approved provider’s willingness and ability to 
provide respite care.

ACFA notes that changes announced to funding 
arrangements for residential respite as part of the 
new	AN-ACC	classification	and	funding	model	for	
residential aged care should improve consumer 
access to residential respite (see 3.6.2 for details).

3.6.1 Length and frequency of stay 
in residential	respite	care

During	2019-20,	66,873	people	received	residential	
respite care. Of these, on average, each person 
had	1.2 respite	stays18.	Up	until	2018-19	the	
average number of stays per respite resident each 
year	had	been	1.4	but	has	declined	slightly	in	the	
last two years.

On average, each stay was 27.3 days19,	a	significant	
increase	from	25.8	in	2018-19.	Until	2014-15	the	
average	stay	had	been	stable	at	just	below	24	days	
however it has since been rising as shown in 
Chart 3.12.	For	home	care	package	consumers	who	
access residential respite care, the average length 
of stay	is	considerably	shorter.	In	2019-20	the	
average stay	for	home	care	consumers	was	just	under	
20	days.	In	recent	years	it	had	remained	relatively	
stable at around 21 days.

18	 A	residential	respite	‘stay’	refers	to	a	single	stay	and	is	from	
when they enter to when they exit, no matter the duration.

19	 Note	this	figure	excludes	recipients	of	home	care	packages	
who access residential respite care.

Chart 3.12: Average length of stay (days) in residential respite care, 2013-14 to 2019-20
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ACFA has noted previously a clear pattern of respite 
care usage that it is usually for stays of whole weeks 
at a time (Chart 3.13). Two weeks is by far the most 
common residential respite care length of stay. One, 
three and four weeks are the next most common 
lengths	of	stay.	Around	4	per	cent	used	the	maximum	
of 63 days in one stay. These usage trends have been 
stable in recent years.

ACFA	noted	in	its	2018	report	on	respite	care	that	
this pattern of respite use is largely provider driven. 
This is primarily due to the relatively high cost of 
the admission process in residential care. Feedback 
was	that	for	many	providers	offering	respite	care,	
providing less than two weeks of residential respite is 
financially	unviable.	The	feedback	from	consultation	
with consumers, however, suggested they would 
prefer access to shorter periods of respite care.

3.6.2 High and low residential 
respite care

A	trend	that	has	been	occurring	since	2014-15	is	the	
number of respite consumers accessing high level 
respite care is increasing while the number accessing 
low level respite care is decreasing. This trend 
continued	in	2019-20	as	shown	in	Chart	3.14.	This	
was also discussed in ACFA’s report on respite care20, 
with	ACFA	noting	the	significant	difference	in	funding	
for providers between high and low care was likely 
serving as a disincentive to providers taking respite 
consumers who had only been approved for low level 
care. As can be seen, the number of days of high and 
low level respite care provided was almost the same 
in	2013-14,	whereas	in	2019-20,	79 per	cent	of	respite	
days were for high care respite residents.

One	of	the	recommendations	from	ACFA’s	2018	
Respite care report was that funding for respite 
care should be neutral between respite care 
and permanent residential care and also neutral 
between high and low care respite consumers, so 
that	providers	did	not	face	a	financial	disincentive	to	
provide respite care. 

20 https://www.health.gov.au/resources/publications/acfa-
report-on-respite-for-aged-care-recipients

Chart 3.13: Frequency of length of respite care stays, 2019-20
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ACFA notes that from 1 October 2022 funding for 
residential respite care will be more closely aligned 
with funding for permanent residential care under 
the	AN-ACC	model.	Individuals	will	be	independently	
assessed at the time of their approval for respite 
care using a component of the AN-ACC assessment 
tool and will be placed into one of three AN-ACC 
respite classes. Funding for AN-ACC respite classes 
will be commensurate with that provided for 
permanent care for those with similar care needs, 
and	will	be	adjusted	over	time	based	on	advice	from	
the	Independent	Hospital	and	Aged	Care	Pricing	
Authority. ACFA considers that these measures will go 
a long way towards addressing the recommendations 
of	the	2018	Respite	care	report.	

3.7 Supported residents
The Australian Government supports access to 
permanent residential care by consumers who are 
assessed as not being able to meet all or part of 
their own	accommodation	costs	by	paying	providers	
an accommodation supplement on their behalf. 
These residents are known as supported (or  
low-means) residents.

Since	the	aged	care	reforms	of	1	July	2014,	eligibility	
for a full or partial accommodation supplement 
is determined by a combined assessment of an 
individual’s income and assets (the means test).

The amount of accommodation supplement 
received by a provider on behalf of a supported 
resident	depends	on:

• the outcome of the resident’s means test 
assessment;

• whether the residential care facility has been built 
or	significantly	refurbished	since	20 April 2012;	and

• whether	the	facility	provides	more	than	40	per	cent	
of its care days to supported residents.

Providers	have	discretion	to	determine	the	proportion	
of supported residents in their facilities. However, 
providers	with	40	per	cent	or	fewer	supported	
residents in a facility (excluding those residents 
receiving extra services) have the accommodation 
supplement they receive for all supported residents 
in that facility reduced by 25 per cent.

As	shown	in	Table	3.7	and	Table	3.8,	the	proportion	
of supported residents across Australia has been 
consistently	above	40 per cent	since	2014-15,	though	
there has been a slight decrease in recent years, 
including in 2019-20. The trend evident in recent 
years of there being a higher proportion of supported 
residents in regional and remote locations compared 
with metropolitan areas has continued in 2019-20. 
Also,	not-for-profit	providers	continue	to	have	a	
higher proportion of supported residents compared 
with	for-profit	providers.	

The analysis used to determine the proportion of 
supported residents is based on claims submitted by 
providers on behalf of their residents.

Chart 3.14: Number of residential respite care days, by level, 2013-14 to 2019-20
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Table 3.7: Proportion of claims for supported residents, by location, 2014-15 to 2019-20

Location 2014-15 2015-16 2016-17 2017-18 2018-19 2019-20

Metropolitan 49.1% 50.1% 48.7% 47.9% 47.1% 46.2%

Regional 53.2% 54.0% 52.8% 51.8% 50.9% 49.6%

Remote 66.0% 68.1% 67.9% 65.9% 63.6% 63.4%

Australia 50.5% 51.5% 50.2% 49.3% 48.4% 47.4%

Table 3.8: Proportion of claims for supported residents, by ownership type, 2014-15 to 2019-20

Ownership type 2014-15 2015-16 2016-17 2017-18 2018-19 2019-20

Not-for-profit 52.4% 53.1% 51.9% 50.7% 49.9% 48.8%

For-profit 46.3% 47.7% 46.6% 46.2% 45.4% 44.6%

Government 56.5% 57.8% 55.9% 54.6% 53.8% 52.3%

All providers 50.5% 51.5% 50.2% 49.3% 48.4% 47.4%

The relative stability in recent years in the number of 
supported residents in care seems to indicate that the 
incentive of the higher accommodation supplement for 
having	a	resident	profile	with	more	than	40	per	cent	
supported residents, along with the higher 
accommodation supplement payment for facilities 
newly	built	or	significantly	refurbished,	are	combining	
to ensure access to care continues for this cohort of 
older Australians. This is consistent with ACFA’s 
conclusions	in	its	2018	report	on supported residents.

3.8	 Age	profile	across	care types
As consumers of aged care get older, the types of 
care they access changes. Chart 3.15 shows the 
proportion of older Australians using home support 

(CHSP),	home	care	packages	and	residential	care	in	
2019-20, based on age brackets. As has been the 
case previously, the proportion using home care and 
residential care increases around three-fold in the 
85	and	over	age	bracket	compared	with	those	aged	
70 and over.

Chart	3.16	shows	the	age	profile	for	consumers	
of	home	care	over	the	five	years	to	30	June	2020.	
The proportion	of	those	aged	65-74	and	those	aged	
95 and over have been steady in recent years. The 
proportion	of	those	aged	75-84	has	steadily	increased	
in the last 5 years and the proportion of those aged 
85-94	has	been gradually decreasing.

Chart 3.15: Proportion of the population 70+ and 85+ accessing aged care, at 30 June 2020
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In	residential	care,	the	trends	evident	in	recent	years	
have generally continued in 2019-20 (Chart 3.17). 
The proportion	of	people	aged	85-94	has	continued	
to	decrease	gradually,	down	to	47.1 per cent	at	
30 June	2020	(from	49.6 per cent	in	2016),	and	the	
proportion of those aged 95 and over has increased 
every	year	over	the	five	years.	Interestingly,	while	the	
proportion	of	those	aged	85-94	has	gradually	
decreased,	the	proportion	of	those	aged	75-84	has	
slightly increased in the last three years.

Detailed	data	regarding	the	age	of	consumers	in	
CHSP	is	not	readily	available	to	enable	the	same	
level of analysis as undertaken for home care and 
residential care. However, the overall average age of 
consumers	in	CHSP	in	2019-20	was	79.1	compared	
with	80.0	in	2018-19,	79.6	in	2017-18	and	79.5	in	
2016-17. The average age of people in home care 
and residential	care	as	at	30 June 2020	was	82.5	and	
84.9 respectively.

3.9 Access by Culturally and 
Linguistically Diverse and 
Indigenous Australians

3.9.1 Culturally and Linguistically 
Diverse Australians

There	is	significant	cultural	diversity	among	
Australians and many people from culturally and 
linguistically	diverse	(CALD)21 backgrounds are 
seeking culturally appropriate aged care. This is an 
area where aged care is changing and will continue 
to change as providers respond to the cultural 
needs of consumers.

21	 CALD	status	is	derived	from	self-reported	information	
provided by consumers.

Chart 3.16: Age profile of people in home care, 30 June 2016 to 30 June 2020
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Chart 3.17: Age profile of people in residential care, 30 June 2016 to 30 June 2020
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To assist this, the Australian Government provides 
aged care website information for people who do 
not	speak	English,	or	for	whom	English	is	a	second	
language. The My Aged Care website provides 
translated	material	in	18	languages.	In	2019-20,	there	
were	30,402	visits	to	the translation pages.

Chart	3.18	shows	the	number	of	CALD	home	care	
and residential	care	consumers	over	the	last	five	
years	as	well	as	the	number	of	CALD	consumers	of	
the	CHSP	for	the	last	four	years	(as	previous	years	
data was not available).

There	were	38,740	older	Australians	from	CALD	
backgrounds in a home care package as at 
30 June 2020,	up	from	27,427	at	30	June	2019.	This	
represents	around	27 per	cent	of	total	home	care	
consumers,	a	slight	increase	from	around	26 per cent	
in	recent	years.	In	residential	care,	as	at	30	June	2020,	
there	were	36,806	older	Australians	from	CALD	

backgrounds	in	permanent	or	respite	care	(36,344	at	
30 June 2019),	which	represents	around	20 per	cent	
of	all	residents,	stable	from	recent	years.	In	2019-20,	
172,006	consumers	from	a	CALD	background	
accessed	home	support	(21 per cent	of	all	
consumers),	up	from	166,755	in	2018-19.

3.9.2 Indigenous Australians

Chart 3.19	shows	the	number	of	Indigenous	
Australians accessing home care and residential care 
over	the	last	five	years,	and	the	number	accessing	
home support over the last four years (as previous 
years are not available).

The	number	of	Indigenous	Australians	accessing	
all three types of services continued to increase 
gradually in 2019-20. 

Chart 3.18: CALD consumers in aged care, 2015-16 to 2019-20
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Chart 3.19: Indigenous Australians in aged care, 2015-16 to 2019-20
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3.10 Looking	ahead
As part of the response to the Royal Commission, a 
range of measures designed to improve access were 
announced by Government. 

These include supports for consumers to navigate 
the aged care system and to access the services they 
need,	including:

• The creation of a single assessment workforce 
for consumers seeking access to aged care, 
designed	to	improve	the	quality	and	consistency	of	
assessments;

• The creation of new face-to-face services in Services 
Australia service centres designed to make it easier 
for consumers to use My Aged Care and access 
services;

• Additional funding for improvements in information 
provided through advocacy services, as well as an 
expansion to the independent advocacy support 
services; 

• Improved	consumer	transparency	through	the	
introduction of a star rating system, additional 
quality	indicators	and	improved	data	collection;	and

• The introduction of a network of local Community 
Care Finders to improve engagement with 
vulnerable senior Australians (such as people who 
are homeless). 

A	major	change	announced	that	will	improve	
consumer access to their preferred residential aged 
care service is the assigning of residential places to 
consumers	rather	than	providers	from	1 July 2024.	
This will give consumers more choice and control as 
they will be free to choose their preferred residential 
care provider. ACFA notes that the Government 
also announced that supports will be provided to 
residential care providers to assist them move to a 
more competitive market. ACFA has previously noted 
that a move to places being assigned directly to 
consumers	could	be	a	difficult	adjustment	for	some	
providers who are not well versed in competing in 
the market.			

Access to home care will be greatly improved, at least 
in the short-term, by the release of an additional 
80,000	home	care	packages	over	the	next	two	years.	
This increase in packages is designed to allow all 
consumers who are currently waiting for a home care 
package to access a package at their assessed level 
within two years. 

In	addition,	the	Government	announced	measures	
specifically	to	improve	access	for	people	with	a	wide	
range of personal experiences and circumstances 
and from diverse backgrounds. These measures 
include additional translating and interpreting 
services for culturally diverse older Australians and 
certification	for	providers	who	offer	services	that	
meet diverse needs.

The	Government	will	also	invest	$397 million	to	
enable providers of services for First Nations people 
and special needs groups to make improvements 
to their buildings and build new services in areas 
where senior Australians currently do not have 
access,	or	where	staff	caring	for	their	needs	do	not	
have suitable housing.
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4. Home support

This chapter discusses:

• The operation of the Commonwealth Home 
Support	Programme	(CHSP);

• the	supply	and	usage	of	CHSP;	and

• the funding of the	CHSP.

This chapter reports that in 2019-20:

• The	Commonwealth	funded	1,452	providers	to	
deliver	CHSP,	compared	with	1,458	in	2018-19

• the	CHSP	provided	services	to	839,373	older	
Australians	nationally,	compared	with	840,984	
in	2018-19	

• the	Australian	Government	contributed	$2.8	
billion	to	home	support,	up	from	$2.6 billion	
in	2019-20.	This	comprised	$2.6 billion	for	
service	delivery	plus	$158 million	to	support	
access and assessment.

4.1 Introduction
Home support, delivered through the Commonwealth 
Home	Support	Programme	(CHSP),	provides	entry-
level support services for frail, older people aged 65 
years and older (or 50 years and older for Aboriginal 
and	Torres	Strait	Islander	people)	who	need	
assistance to keep living independently at home and 
in	their	community.	CHSP	entry	level	support	is	being	
increasingly	underpinned	by	a	‘wellness	approach’,	
which is about building on older people’s strengths, 
capacity and goals to help them remain independent 
and to live safely at home.

The	CHSP	also	supports	homeless	people,	or	
people at risk of homelessness, to access care and 
housing. To be eligible for assistance with care and 
housing	services	through	the	CHSP,	a	person	must	
be:	prematurely	aged;	50	years	and	over	(45	years	
and	over	for	Aboriginal	and	Torres	Strait	Islander	
people); on a low income; and be homeless or at risk 
of homelessness as a result of experiencing housing 
stress or not having secure accommodation.

My Aged Care is the Australian Government’s single 
entry	point	for	aged	care	services.	Access	to	CHSP	
services is coordinated through My Aged Care and 
Regional Assessment Services.

In	2019-20,	as	it	did	in	2018-19,	the	CHSP	operated	as	
a fully national program. 

4.2 Consumers of the CHSP
The	CHSP	was	formed	in	July 2015	by	combining	
the	following	programs:

• The Commonwealth Home and Community Care 
(HACC)	Program

• The	National	Respite	for	Carers	Program	(NRCP)

• The	Day	Therapy	Centres	(DTC)	Program

• The Assistance with Care and Housing for the Aged 
(ACHA)	Program.

Initially,	HACC	services	for	older	people	aged	65	years	
and over (or 50 years and over for Aboriginal and 
Torres	Strait	Islander	people)	in	Victoria	and	Western	
Australia	remained	separate	from	the	CHSP.	Victorian	
HACC	services	transitioned	to	the	CHSP	in	July	2016	
and	Western	Australian	HACC	services	transitioned	in	
July	2018	making	it	a	fully National program.

In	2019-20	there	were	839,373	consumers	of	the	CHSP,	
down	from	840,984	in	2018-19.	This	slight	decrease	
is	despite	the	total	Government	funding	of	the	CHSP	
increasing	from	$2.6 billion	in	2018-19	to	2.8 billion	in	
2019-20.	ACFA	has	been	unable	definitively	to	discern	
an explanation for this unexpected decline, though 
reluctance	to	access	services	because	of	the	COVID-19	
pandemic may have contributed. 

On	average,	CHSP	consumers	received	services	to	
the value of $3,025 per annum in 2019-20, however 
as	noted	previously,	there	is	significant	variation	in	
funding between consumers.

Table 4.1	sets	out	the	types	of	services	that	may	
be	accessed	through	the	CHSP.	In	2019-20	around	
50 per cent	of	CHSP	consumers	received	one	type	of	
service	(53 per cent	in	2018-19),	43	per cent	received	
between	two	and	four	types	of	service	(41 per cent	
in	2018-19)	and	the	remainder	accessed	five	or	more	
types of services. 
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Table 4.1: CHSP services: by sub-program and service type

Sub-program
Community and home 
support

Care relationships and 
carer support

Assistance with care and 
housing

Service system 
development

Objective To provide entry-level 
support services to assist 
frail, older people to live 
independently at home 
and in the community. 

To support and maintain 
care relationships 
between carers and 
consumers, through 
providing	good	quality	
respite care for frail, 
older people so that 
regular carers can take 
a break. 

To support those who 
are homeless or at risk 
of homelessness, to 
access appropriate and 
sustainable housing 
as well as community 
care and other support 
services,	specifically	
targeted at avoiding 
homelessness or 
reducing the impact of 
homelessness. 

To support the 
development of the 
community aged care 
service system in a 
way that meets the 
aims	of	the	CHSP	and	
broader aged care 
system. 

Service types 
funded

• Meals
• Other food services
• Transport
• Domestic	assistance
• Personal	care
• Home maintenance
• Home	modifications
• Social support-

individual
• Social support-group 

(formerly centre-
based day care)

• Nursing 
• Allied health and 

therapy services
• Goods,	equipment	

and assistive 
technology

• Specialised support 
services

• Flexible respite
• In-home	day	respite
• In-home	overnight	

respite
• Community access – 

individual respite
• Host family day 

respite
• Host family overnight 

respite
• Mobile respite
• Other planned respite
• Centre-based	respite:
• Centre based day 

respite
• Residential day 

respite
• Community access-

group respite
• Cottage respite 

(overnight 
community)

Assistance with care and 
housing (a person must 
be:	prematurely	aged;	50	
years	and	over	(45	years	
and over for Aboriginal 
and	Torres	Strait	Islander	
people); on a low income; 
and be homeless or at 
risk of homelessness as 
a result of experiencing 
housing stress or 
not having secure 
accommodation).

Sector support 
and development 
activities.

4.3 Providers of the CHSP
In	2019-20,	there	were	1,452	providers	delivering	
services	through	the	CHSP,	down	from	1,458	in	 
2018-19.	

CHSP	services	are	predominately	provided	by	 
not-for-profit	organisations.	This	has	been	the	case	
since	inception	of	the	CHSP	in	2015-16,	and	was	the	
case for the former programs that combined to create 
the	CHSP.	In	2019-20,	69 per	cent	of	providers	were	
not-for-profit	(Chart	4.1).	For-profit	providers	make	
up	only	7 per cent	of	all	providers,	with	government	
providers	representing	almost	one-quarter.

Chart 4.1: CHSP providers by ownership type, 
2019-20
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4.4 Funding for the CHSP 
In	2019-20,	total	Commonwealth	expenditure	on	the	
CHSP	was	$2.8 billion,	up	from	$2.6 billion	in	2018-19.	
The	2019-20	total	included	$2.6 billion	for	service	
delivery	with	the	remainder	($158 million)	being	for	
assessment and other support activities. This is up 
from	2018-19	when	expenditure	on	service	delivery	
was	$2.5 billion	with	a	further	$128 million	being	for	
assessment and other support activities. 

Total Commonwealth funding for home support 
continues to increase each year. Chart	4.2 shows 
total expenditure	on	home	support	service	
delivery since	2016-17,	along	with	budgeted	
expenditure	to	2023-24.

Chart 4.3	shows	Commonwealth	expenditure	
for	service	delivery	in	the	CHSP	in	2019-20,	by	
state and territory.

Chart 4.2: Government expenditure and budgeted expenditure for service delivery of CHSP22 and Western 
Australian HACC program23, 2016-17 to 2023-24
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Chart 4.3: Commonwealth expenditure on CHSP services, by state and territory, 2019-20 ($m)
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22	 CHSP	expenditure	here	excludes	expenditure	on	assessment	 
of My Aged Care support services as these are not services to consumers.

23	 The	WA	HACC	services	for	older	Australians	became	part	of	 
the	CHSP	on	1	July	2018.
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As	part	of	the	2014-15	Budget,	the	Australian	
Government announced a reduction in the annual 
real	rate	of	growth	for	the	CHSP	from	6	per	cent	to	
2.8	per	cent	in	2015-16,	1.5	per	cent	in	2016-17,	and	
2.4	per	cent	in	2017-18,	moving	to	3.5	per	cent	in	
each	year	from	2018-19.	This	rate	broadly	aligns	with	
the annual growth in the population aged 65 and 
over. Real growth is in addition to annual indexation. 
Growth	funding	enables	the	CHSP	to	respond	to	the	
changing	needs	of	CHSP	consumers	and	to	align	with	
the growth in Australia’s aged population. Grants 
under	the	CHSP	are	indexed	each	year	by	WCI-324  
(1.5 per cent in 2019-20).

24	 WCI-3	is	a	composite	index	constructed	by	the	Department	
of Finance that comprises a wage cost component (weighted 
at 60 per cent) and a non-wage cost component (weighted at 
40	per	cent).	For	all	Wage	Cost	Indices	the	value	of	the	wage	
cost component is based on the dollar increase in the national 
minimum	wage	(as	determined	annually	by	the	Fair	Work	
Commission) expressed as a percentage of the latest available 
estimate	of	average	weekly	ordinary	time	earnings	(AWOTE)	
published by the ABS as at November of each year. The value of 
the	non-wage	cost	component	of	WCI-3	is	based	on	changes	in	
the	CPI	between	March	quarters	each	year.

Table	4.2	shows	a	breakdown	of	the	size	of	grants	
provided	through	the	CHSP	in	2019-20	by	organisation	
type.	As	has	been	the	case	in	recent	years,	the	majority	
of	grants	to	providers	under	the	CHSP	are	for	less	than	
$1 million.	Aaround	70 per cent	of	providers	received	
less	than	$1 million	and	of	those,	around	75	per	cent	
received less than $500,000. 

CHSP	expenditure	for	2018-19	and	2019-20	on	each	
of	the	major	service	types	is	detailed	in	Table 4.3.

Table 4.2: CHSP grants, by size of grant and provider ownership, 2019-20

Grant size Not-for-profit For-profit Government Total

Less	than	$500,000 614 67 115 796

$500,000 – $1 million 127 17 79 223

$1-10 million 218 26 141 385

$10-50 million 22 1 9 32

Over $50 million 4 1 1 6

Table 4.3: CHSP expenditure by service type 2018-19 to 2019-20

Service  2018-19 ($m) 2019-20 ($m)

Social support $519.4m $527.4m

Domestic	assistance $492.2m $516.6m

Nursing $271.0m $276.5m

Respite $267.9m $277.0m

Allied health and therapy services $237.3m $250.1m

Personal	care $195.9m $203.2m

Transport $184.3m $181.7m

Home	modifications	and	maintenance $161.3m $165.5m

Meals and other food services $85.2m $83.8m

Sector support and development $52.6m $43.7m

Assistance with care and housing $12.8m $13.6m
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4.4.1 Consumer contributions

The Client Contribution Framework and the 
National Guide to the CHSP Client Contribution 
Framework set	out	principles	to	guide	CHSP	
providers in setting and implementing their own 
consumer contribution policy.

The principles are designed to introduce fairness 
and consistency, with a view to ensuring that those 
who	can	afford	to	contribute	do	so,	whilst	protecting	
the most vulnerable.

Recommendation 16 of the Legislated Review of 
Aged Care 2017 recommended that mandatory 
consumer contributions based on an individual’s 
financial	capacity	be	introduced	for	services	under	
the	CHSP.	This	would	bring	the	CHSP	fees	policy	
more in line with those under other aged care 
programs. The Government has not yet responded 
to this recommendation.

In	2019-20,	consumer	contributions	totalled	around	
$251 million,	which	represents	around	9 per cent	
of	total	CHSP	funding.	This	is	relatively	stable	from	
10 per cent	in recent years.

4.5	 Looking	ahead	
In	the	2020-21	Budget,	the	Australian	Government	
extended	funding	agreements	with	CHSP	providers	by	
a further two years, after a similar two year extension 
in	the	2017-18	Budget.	This	means	the	CHSP	and	
Home	Care	Packages	Program	will	continue	to	
operate as separate programs until at least mid-2023. 

As part of its response to the Royal Commission in 
May	2021,	the	Government	reaffirmed	its	intention	
to	integrate	CHSP	and	home	care	into	a	single	home	
care	and	support	program	from	1 July 2023.	This	was	
first	flagged	in	2015-16.	

No decisions have been made about the scope, 
model or funding of the future program, the design 
of	which	still	requires	significant	development	work	
and consultations. The design ultimately settled upon 
for the combined home care and support program, 
including	eligibility	assessment	and	classification,	
funding models, supply regulation and user 
contribution	policies,	will	have	significant	implications	
for the future shape of the aged care system.
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5. Home care

This chapter discusses:

• The	operation	of	the	Home	Care	Packages	
Program;

• the funding of the home care sector; and

• the	financial	performance	of	home	care	
providers in 2019-20.

The chapter reports that:

• There were 920 home care providers as at  
30	June	2020,	down	from	928	at	30	June	2019.	

• the sector continues to be predominately  
not-for-profit	with	52	per	cent	of	providers	who	
service	68 per cent	of	consumers,	although	
there has been a gradual shift in recent years 
to more consumers having their package with 
for-profit	providers;	and

• home	care	services	were	provided	to	173,743	
consumers	during	2019-20,	up	from	133,439	in	
2018-19.

Key findings on financial performance  
in 2019-20:

• Home care providers received an estimated 
$3.13	billion	in	revenue,	paid	$2.99 billion	in	
expenses	and	generated	$145	million	in	profit,	
up	from	$90	million	in	2018-19;

• 72 per cent of home care package providers 
achieved	a	net	profit,	up	from	69 per cent	in	
2018-19;

• average	EBITDA	was	$1,369	per	consumer,	up	
from	$1,211	in	2018-19	and	$1,217	in	2017-18,	
following	a	significant	decline	from	around	
$3,000 for the previous three years;

• EBITDA	margin	was	5.5	per	cent,	up	from	 
4.5	per	cent	in	2018-19;	and

• as	at	30	June	2020	home	care	providers	
held	$1.2 billion	in	unspent	funds,	up	from	
$752 million	at	30 June 2019.

5.1 Overview of the sector

5.1.1	 The	Home	Care	Packages	
Program

The	Home	Care	Packages	Program	commenced	on	 
1 August 2013, replacing the former home care 
programs	–	Community	Aged	Care	Packages	(CACPs),	
Extended	Aged	Care	at	Home	(EACH)	packages	and	
Extended	Aged	Care	at	Home	Dementia	(EACH-D)	
packages.

Home care packages allow consumers to purchase a 
range	of	services	and	equipment	which	assist	them	
living	in	their	own	home.	Packages	are	delivered	on	a	
Consumer	Directed	Care	(CDC)	basis	with	consumers	
having an individualised budget which allows them to 
decide what type of care and services they purchase 
and who delivers the services.

From 27 February 2017, home care packages began 
being assigned directly to the consumer, rather than 
allocated to the provider. This means that consumers 
have the choice of provider to deliver their services 
and can opt to change providers.

Home care consumers may use their package funds 
to purchase	the	following:

• Personal services.	Examples	include	help	with	
showering or bathing, dressing and mobility;

• Support services. Examples	include	help	with	
washing and ironing, house cleaning, gardening, 
basic	home	maintenance,	home	modifications	
related to care needs, transport to help with 
shopping, doctor visits or attending social activities;

• Care related services.	Examples	include	nursing	
and other health support including physiotherapy 
(exercise, mobility, strength and balance), services 
of a dietitian (nutrition assessment, food and 
nutrition advice, dietary changes) and hearing and 
vision services; and

• Care management. Coordinating care and 
services that will help consumers achieve the goals 
identified	in	their care plan.
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In	addition,	providers	may	charge	consumers	a	
package management fee, which covers regulatory-
related	costs	such	as	issuing	monthly	financial	
statements and managing unspent package funds on 
behalf of consumers.

For	many	consumers,	home	care	packages	offer	
an opportunity to remain living at home instead of 
entering	residential	care.	Packages	are	categorised	
into four levels with level 1 being for people with basic 
care	needs	through	to	level	4	which	supports	people	
with higher care needs.

To obtain access to a home care package, individuals 
are	first	assessed	by	an	independent	Aged	Care	
Assessment Team (ACAT) which determines eligibility 
for a package. Many people assessed as eligible to 
receive a package are also assessed as eligible for 
residential care. Once assessed as eligible for home 
care, an individual can elect to opt in to the National 
Priority	System	(NPS).	They	will	be	offered	a	home	
care package when one becomes available. A person’s 
place	in	the	NPS	is	based	on	their	date	of	approval	
and	priority	as	assessed	by	an	ACAT.	The	NPS	is	
discussed later in this chapter.

Due	to	there	being	a	wait	for	packages	once	a	
consumer	is	placed	on	the	NSP,	the	majority	
of	consumers	(97 per cent)	are	offered	basic	
services under	the	Commonwealth	Home	Support	
Programme	in the interim.

5.1.2 Providers and consumers of 
home care

Chart 5.1 shows overall home care provider numbers, 
as well as the proportion by ownership type, over the 
seven	years	to	June	2020.	

In	the	three	years	following	the	changes	in	
February 2017	that	assigned	home	care	packages	
directly to consumers rather than to providers, there 
was	a	significant	increase	in	home	care	providers	with	
many new providers entering the market seeking to 
compete	for	consumers.	During	2019-20,	however,	
the number of providers has stabilised with 920 
providers	at	30	June	2020	compared	with	928	at	
30 June	2019.

Table 5.1 presents a breakdown of home care 
providers by ownership type and location in 2019-20.

As shown in Chart 5.1 and Table 5.2, the mix of 
provider ownership has been stable in the last two 
years following two years of change.

Up until the February 2017 changes, around  
two-thirds	of	home	care	providers	were	not-for-profit	
(Chart 5.1).	However,	following	the	changes,	the	
majority	of	new	providers	entering	the	market	in	
2016-17	and	2017-18	were	for-profit,	which	resulted	
in	the	proportion	of	for-profit	providers	increasing	
from	13 per cent	in	2015-16	to	35 per cent	at	
30 June 2018.	At	30 June	2020,	not-for-profit	providers	
represented	52	per	cent	of	the	sector	while	for-profit	
providers	made	up	36 per cent.

Chart 5.1: Number of home care providers, by proportion of ownership type, 30 June 2014 to 30 June 2020
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Table 5.1: Provider numbers and number of consumers, at 30 June 2020
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331
36%
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512
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10%

Number of consumers 106,707 142,436 96,185
68%

37,043
26%

9,2087 
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50,615 
36%

n/a
n/a

At	30	June	2020,	there	were	142,436	consumers	
in a home care package, compared with 106,707 
at	30 June 2019.	During	2019-20,	173,743	older	
Australians were in receipt of a home care package at 
some	time	(up	from	133,439	in	2018-19).

As	at	30	June	2020,	53 per cent	of	packages	were	
levels	1	or	2	while	47 per cent	were	levels	3	or	4	
(Table 5.3).	This	is	stable	from	2018-19.	However,	as	
shown, the proportion of level 1 packages increased 
by three percentage points with a commensurate 
decrease in the proportion of level 2 packages, 
and the proportion of level 3 packages increased 
by two percentage points with a commensurate 
decrease	in	level	4	packages.	In	recent	years	there	
has been a rebalancing of package level proportions, 

reflecting	recent	Government	policy	to	increase	the	
proportion of higher level packages in response 
to older Australians’ preference to stay living in 
their homes longer.

As shown in Chart 5.2, the proportion of home 
care	consumers	receiving	services	from	for-profit	
providers has been increasing since the changes 
of	February	2017.	In	2019-20	the	proportion	
was	26 per cent,	up	from	21 per cent	in	2018-19	
and	17 per cent	in	2017-18.	There	has	been	
a commensurate decline in the proportion of 
consumers	receiving	services	from	not-for-profit	
providers.	This	continues	the	trend	of	for-profit	
providers increasing their share of the market, 
albeit from	a	relatively small base.

Table 5.2: Change in number of providers and ownership, 30 June 2018 to 30 June 2020

30 June 2018
Proportion 

of total 30 June 2019
Proportion 

of total 30 June 2020
Proportion 

of total

Not-for-profit 461	 53%	 479	 52%	 477	 52%	

For-profit 309 35%	 335 36%	 331 36%	

Government  103 12%	 	114 12%	  112 12%	

Total 873 100% 928 100% 920 100%

Table 5.3: Home care consumers, by package level and proportion of total, 2016-17 to 2019-20

2016-17 % of total 2017-18 % of total 2018-19 % of total 2019-20 % of total

Level	1 1,168 1.6% 4,841 5.3% 8,516 8.0% 16,418 11.5%

Level	2 47,268 66.2% 51,496 56.1% 47,734 44.7% 58,842 41.3%

Level	3 6,750 9.5% 12,693 13.8% 20,193 18.9% 29,336 20.6%

Level	4 16,237 22.7% 22,817 24.8% 30,264 28.4% 37,840 26.6%

Total 71,423 100.0 91,847 100.0 106,707 100.0 142,436 100.0
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Chart 5.2: Home care consumers, by provider ownership type, 30 June 2015 to 30 June 2020
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Across Australia, around 69 per cent of home care 
consumers	are	in	major	cities,	around	23 per cent	
are in	inner	regional	locations,	around	7	per	cent	
are in	outer	regional	locations,	and	the	remaining	
1 per	cent	are	in	remote	and	very	remote	areas.	
These proportions have been steady in recent years.

5.2 Operational performance

5.2.1 Methodology

The	discussion	of	financial	performance	in	this	
chapter	predominantly	relates	to	Earnings	Before	
Interest,	Tax,	Depreciation	and	Amortisation	(EBITDA).	
EBITDA	is	the	commonly	used	metric	for	analysis	
and	comparison	of	the	profitability	of	providers	and	
the	sector.	Net	Profit	Before	Tax	(NPBT),	which	takes	
interest, depreciation and amortisation into the 
calculation, is also used on occasion.

Financial information reported in this chapter has 
been collected through the Aged Care Financial 
Report (ACFR). The Accountability Principles 2014, 
made under Section 96-1 of the Aged Care Act 1997, 
require	each	home	care	provider	to	submit	a	financial	
report in a form approved by the Secretary of the 
Department	of	Health.	The	ACFR	submitted	by	
home	care	providers	is	not	required	to	be	audited	
and should not be considered to be a General 
Purpose Financial Report.

Until	the	2018	ACFA	report,	financial	performance	
of home care providers was largely summarised 
on	a	‘per	package’	basis	as	the	packages	were	
previously allocated to providers after a competitive 
tender through an ACAR. Analysis on this basis 

included the provider’s packages that were not 
fully	utilised	for	whatever	reason	in	a	financial	
year. The reform changes of February 2017 have 
resulted in packages being assigned to consumers 
and as a result, the analysis is now calculated on a 
‘per	consumer’	basis.	EBITDA	calculated	on	a	‘per	
consumer’ basis is generally higher when compared 
with	EBITDA	calculated	on	a	‘per	package’	basis	as	
unutilised	packages	are	excluded.	When	trend	data	
is analysed, previous years have been re-calculated 
on	the	‘per-consumer’	basis	to	allow	for	direct	
comparison between years.

5.2.2	 Analysis	of	2019-20	financial	
performance of home care providers

2019-20 saw a slight improvement in the overall 
financial	performance	of	home	care	providers	
compared with the previous two years. Average 
EBITDA	per	consumer	across	the	sector	was	$1,369,	
up	from	$1,211	in	2018-19	and	$1,217	in	2017-18.	
This followed an annual average over the three years 
to 2016-17 of around $3,000.

Chart 5.3	shows	the	whole	of	sector	average	EBITDA	
per consumer of all home care providers since 
2014-15.

Table 5.4	provides	an	overview	of	the	2019-20	
financial	performance	of	home	care	providers,	
including a breakdown by ownership type, 
location and scale.
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Chart 5.3: Home care providers average EBITDA per consumer per year, 2014-15 to 2019-20
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Table 5.4: Summary of financial performance of home care providers, 2019-20
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Total revenue 
($m)

$3,135.0 $2,176.4	 $767.4	 $191.2 $1,893.3	 $434.2	 $807.5	 $811.7	 $659.1 $1,664.2	

Total expenses 
($m)

$2,989.8 $2,065.5 $747.1	 $177.2 $1,796.0 $402.0	 $791.8	 $768.0	 $605.6 $1,616.2 

Profit	($m) $145.2 $110.89	 $20.34	 $13.96 $97.27 $32.24	 $15.68	 $43.69	 $53.55 $47.96	

EBITDA	($m) $172.0 $125.54	 $31.72 $14.73	 $115.69 $35.32 $20.98	 $51.14	 $58.15	 $62.70 

Average	EBITDA	
per consumer

$1,369 $1,436 $1,063 $1,760 $1,579 $1,899 $622 $1,649 $2,151 $928

Average	NPBT 
per consumer

$1,156 $1,269 $682 $1,668 $1,327 $1,733 $465 $1,409 $1,981 $710

EBITDA	margin 5.5% 5.8% 4.1% 7.7% 6.1% 8.1% 2.6% 6.3% 8.8% 3.8%

NPBT	margin 4.6% 5.1% 2.7% 7.3% 5.1% 7.4% 1.9% 5.4% 8.1% 2.9%

5.2.3 Revenue

Home care revenue consists of Commonwealth 
contributions in the form of subsidies and 
supplements paid on behalf of home care package 
holders, and a small contribution from consumers 
(the basic daily fee and income tested fees). Total 
revenue can also include other revenue sources (such 
as consumer contributions for non-home care related 
services, interest income and state and territory 
government payments).

In	2019-20,	total	Commonwealth	expenditure	
on home care subsidies and supplements was 
$3.4 billion,	up	from	$2.5	billion	in	2018-19.

The basic subsidy for home care is indexed annually 
based	on	Wage	Cost	Index	9	(WCI-9),	the	same	
index as applies for the care subsidy in residential 
care.	WCI-9	is	a	composite	index	constructed	by	the	
Department	of	Finance	that	comprises	a	wage	cost	
component	(weighted	at	75 per cent)	and	a	non-wage	
cost	component	(weighted	at	25	per	cent).	For	all	Wage	
Cost Indices,	the	value	of	the	wage	cost	component	
is based on the dollar increase in the national 
minimum wage (as determined annually by the Fair 
Work	Commission)	expressed	as	a	percentage	of	the	
latest available estimate of average weekly ordinary 
time	earnings	(AWOTE)	published	by	the	Australian	
Bureau of	Statistics	as	at	November	of	each	year.	
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The value	of	the	non-wage	cost	component	of	WCI-9	
is	based	on	changes	in	the	Consumer	Price	Index	(CPI)	
between	March	quarters each year.

Some home care supplements are also indexed by 
WCI-9,	including	the	dementia	and	cognition	and	
Veterans’ supplements, while the remainder, such 
as the oxygen and enteral feeding supplements, 
are indexed	annually	using	the	Consumer	Price	
Index (CPI).

Commonwealth funding (subsidies and 
supplements)

Commonwealth funding is determined per consumer 
based	on	the	level	of	package	accessed.	It	is	
calculated on a daily basis and until February 2021 
was paid to the provider monthly in advance25.	Each	
package	level	has	a	fixed	maximum	amount	of	annual	
funding set by the Commonwealth. Table 5.5 shows 
the maximum annual subsidy applicable for each 
home care level in 2019-20 and 2020-21. Supplements 
can also be paid in circumstances where the 
consumer	requires	additional	care	and/or services.

Table 5.5: Home care basic subsidy payments per 
annum, 2019-20 to 2020-21

Package	
level

Annualised  
subsidy 2019-20

Annualised  
subsidy 2020-21

Level	1 $8,810 $8,928

Level	2 $15,500 $15,706

Level	3 $33,731 $34,175

Level	4 $51,130 $51,808

Note:	The	annualised	subsidy	amounts	above	do	not	account	for	
the temporary	1.2 per cent	increase	to	the	daily	subsidy	rates	from	 
1	March	to	31 August 2020.

Supplements in home care are paid in addition 
to	the amount	of	basic	subsidy	applicable	at	each	
package level. Supplements are paid if a consumer is 
eligible	due	to	a	specific	care	need	or	circumstance.	
The supplements that apply to home care are at 
Appendix K. All supplements payable are included in 
the consumer’s individualised budget.

25	 In	the	2019-20	Budget	the	Government	announced	it	would	
move home care to a payment in arrears arrangement based 
on	services	delivered.	The	first	phase	of	this,	payment	in	arrears	
rather than advance, was implemented in February 2021. 
Payment	in	arrears	based	on	services	delivered	will	apply	from	
September 2021.

Consumer contributions

Depending	on	their	package	level,	consumers	may	be	
asked	to	pay	a	basic	daily	fee	up	to	17.5 per cent	of	
the	single	basic	age	pension	($10.85	a	day/$3,960	per	
annum	as	at	20 March 2021).	The	basic	daily	fee	is	not	
subject	to	an	income	or	asset	test	and	all	consumers	
can	be	asked	to	pay	unless	they	prove	financial	
hardship, in which case the Commonwealth pays the 
provider on their behalf. The basic daily fee, when 
charged by the service provider, must be included in 
the individualised budget for the consumer.

Additionally, consumers may be asked to make a 
contribution towards the cost of their care through an 
income tested fee. The package amount paid by the 
Commonwealth on behalf of a consumer is reduced 
by the amount of the income tested fee regardless of 
whether the fee is collected by the provider or not.

Consumer contributions in 2019-20 reported by 
providers	totalled	around	$102 million,	compared	
with	$107	million	for	2018-19.	This	contribution	
is	made	up	of	$64 million	from	the	basic	daily	fee	
($66	million	in	2018-19)	and	$39 million	in	income-
tested	care	fees	($42 million	in	2018-19).	As	noted	
previously, feedback from providers suggest many 
are foregoing charging their consumers, many of 
whom are pensioners, the basic daily fee, or are 
reducing that fee, likely due to the recent increase 
in competition in the home care market. ACFA 
notes this practice seems to be increasing among 
home care providers.

Unspent funds

Prior	to	the	changes	that	occurred	in	February	
2017, when home care consumers moved between 
providers or exited care (often to enter residential 
care), unspent package funds could be retained 
by their former provider. As part of the changes 
introduced in February 2017, unspent package funds 
now follow the consumer to their new provider or are 
returned to the Commonwealth and the consumer 
(based on their respective proportions paid) when the 
consumer leaves home care.

The unspent home care amount is the total amount 
of each consumer’s individual budget (comprising 
home care subsidy, supplements and home care 
fees) that has not been spent or committed for 
the consumer’s care, less any agreed exit amount. 
Unspent package funds will not generally, and should 
not, be recognised as income by the provider until 
the funds have been spent or are committed for the 
consumer’s care.

Unspent funds are discussed in more detail at 5.2.6.
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Total revenue

In	2019-20,	total	sector	revenue	for	all	home	care	
providers	was	$3.13 billion,	up	from	$2.53 billion	in	
2018-19,	an	increase	of	23.7 per	cent.	The	increase	
mainly	reflects	the	significant	increase	in	the	number	
of home care packages. 

Commonwealth contributions represent more than 
90 per cent	of	the	total	revenue	received	by	home	care	
providers.	Unspent	funds	held	by	providers	($1.2 billion	
at	30	June	2020)	are	not	treated	as	revenue.	

The average income per consumer per day in  
2019-20	was	$68.37	($25,086	per	annum),	a	 
7 per cent	decrease	from	$73.62	($26,871	per	annum)	
in	2018-19.	The	main	drivers	for	the	decrease	are	a	
$2.44	per	consumer	per	day	decline	in	the	income	
received for provision of care services, either direct or 
sub-contracted,	and	a	$3.04	decline	per	consumer	per	
day in administration charges. These are likely, in part 
at least, due to some consumers electing to receive 
fewer services or to put services on hold during the 
COVID-19 pandemic.

Table 5.6 shows provider income per consumer per 
day	for	the	last	three	years,	split	by	the	major	types	
of	income.	As	shown,	there	is	a	significant	amount	
charged for care management and administration 
costs,	similar	to	recent	years.	In	2019-20,	care	
management and administration charges are almost 
29 per cent	of	provider	income.	In	recent	years,	some	
providers have indicated that this relatively high 
proportion of income derived from care management 
and	administration	reflects	the	costs	for	providers	of	
delivering	care	on	a	CDC	basis,	including	regulatory-
related	costs	such	as	providers	being	required	to	
provide consumers with full transparency regarding 
their packages, negotiating an individualised 
budget, providing monthly itemised expenditure 
statements, and having to administer unspent 
funds	in	a	prudentially	appropriate	way.	It	will	be	
worth monitoring whether the move during 2021 to 
providers only being paid for services delivered, and 
the eventual removal of unspent funds being held by 
providers, reduces these administrative costs.

Under the comparative pricing schedule that has 
been	required	to	be	published	on	My	Aged	Care	
since	July	2019,	providers	distinguish	between	care	
management fees and package management fees. 
Normal	business	overheads	are	required	to	be	
included in the fees set for services.

Table 5.6: Home care provider income per consumer per day, 2017-18 to 2019-20

Income type 2017-18 % of total 2018-19 % of total 2019-20 % of total

Provision	of	care/direct	care	service $47.94 66.5 $49.57 67.3 $35.38 51.7

Provision	of	care/sub-contracted	services N/A N/A N/A N/A $11.75 17.2

Care management fees charged to 
consumers

$9.72 13.5 $10.35 14.1 $11.05 16.2

Administration of packages charged 
to consumers

$12.10 16.8 $11.49 15.6 $8.55 12.5

Unspent funds and exit amounts 
deducted

$0.16 0.2 $0.15 0.2 $0.11 0.2

COVID-19	funding N/A N/A N/A N/A $0.56 0.8

Other revenue $2.11 2.9 $2.07 2.8 $0.97 1.4

Total $72.03 100 $73.62 100 $68.37 100

1.	Provision	of	care/services	charged	to	consumers	includes	income	recognised	from	consumers’	packages	and	private	home	care	consumers.	This	
amount will include Government subsidies and supplements, consumer contributions in the form of the basic daily fee, income tested care fees, 
top-ups and private contributions.

2. Care management fees charged to consumers is the amount of income recognised for on-going management and coordination of the 
consumers’	packages	and	care	requirements.

3. Administration fees charged to consumers is the amount of income recognised for on-going administration of consumers’ packages.

4.	 Income	derived	from	unspent	package	funds	reflects	income	remaining	from	a	consumer’s	care	package	when	a	consumer	left	the	home	care	
service	(prior	to	the	February	2017	changes).	No	income	can	be	derived	from	unspent	funds	since	the	change.	Exit	amounts	deducted	by	the	
provider when ceasing to provide home care to a consumer may be charged after this date.

5. Other revenue includes other sources of income generated from running the home care services such as state and territory payments, consumer 
payments	for	non-home	care	services,	trust	distribution,	donations	and	bequests,	interest	earned	on	investments,	insurance	and	gains	from	the	
sale of assets.
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5.2.4 Expenditure

Total	sector	expenditure	in	2018-19	was	$2.99 billion,	
up	from	$2.43	billion	in	2018-19.	The	average	
expenditure per consumer per day in 2019-20 was 
$65.21	($23,802	per	annum),	down	from	$70.89	in	
2018-19	(Table 5.7). The decrease was due to an 
8 per cent	decrease	in	care	costs	and	a	9 per cent	
decrease in administration costs.

Care	related	expenses	represent	68	per	cent	of	total	
expenses per consumer per day, while administration 
costs (which includes care management costs) 
represent 32 per cent of total costs, which is 
significant.	This	is	consistent	with recent years.

Table	5.8 provides a breakdown of expenditure 
according to ownership type, location and scale for 
2019-20. 

In	terms	of	ownership,	not-for-profit	providers	
continue to incur lower expenses per consumer 
than	for-profit	providers,	$64.74	per	day	compared	
with	$68.59.	This	is	the	third	year	in	a	row	this	has	
occurred.	The	main	driver	behind	this	difference	
is the administration and non-care related salaries 
where	not-for-profits	on	average	incurred	around	
$3.50 per day less than for-profit providers.

As has been the case in recent years, regional 
providers reported less average expense per 
consumer per day ($59.21) than their metropolitan 
counterparts ($67.15). 

In	terms	of	scale,	single	service	providers	once	again	
recorded the highest expenses per consumer per 
day	with	$67.84	compared	with	larger	scale	providers	
($61.38	for	two	to	six	services	and	$65.53	for	
providers with seven or more services).

Table 5.7: Home care expenditure per consumer per day, 2016-17 to 2019-20

Expenses 2016-17 2017-18 2018-19 2019-20

Care costs

Wages	and	salaries	–	care	staff $28.78 $29.99 $28.83 $25.49

Subcontracted customer services $10.30 $10.32 $11.47 $11.50

Other care related expenses $5.64 $6.94 $8.01 $7.69

Total care costs $44.72 $47.25 $48.32 $44.68

Administration costs

Wages	and	salaries	–	administration	staff $8.00 $9.26 $9.58 $9.52

Non-wage related administration and 
management costs 

$10.18 $10.26 $10.28 $7.96

Depreciation	and	interest	costs $0.42 $0.74 $0.69 $0.58

COVID-19	expenses - - - $0.39

Motor vehicle expenses - - - $0.62

Other expenses $1.62 $1.94 $2.03 $1.45

Total administration costs $20.22 $22.20 $22.57 $20.52

Total costs $64.94 $69.45 $70.89 $65.21
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Table 5.8: Home care expenditure per consumer per day, by ownership type, location and scale, 2019-20

 
Care related 

salaries

Admin and 
non-care 

related 
salaries

Non-wage 
related 

adminn and 
management 

costs

Other care 
related 

expenses

Other 
expenses and 

non-direct 
costs Total

Ownership            

Not-for-profit			 $25.46 $8.86 $8.62 $18.72 $3.08 $64.74

For-profit $27.72 $12.13 $6.78 $18.79 $3.16 $68.59

Government $17.89 $7.17 $5.26 $25.51 $2.19 $58.02

Location            

Metropolitan $25.65 $9.82 $7.95 $20.89 $2.84 $67.15

Regional $23.09 $8.87 $6.38 $17.60 $3.29 $59.21

Metropolitan & regional $26.46 $9.24 $8.85 $16.39 $3.34 $64.29

Scale            

Single service $28.74 $10.89 $7.47 $17.36 $3.37 $67.84

Two to six services $22.49 $8.61 $6.34 $21.70 $2.24 $61.38

Seven or more services $25.20 $9.26 $8.83 $19.03 $3.21 $65.53

Total sector $25.49 $9.52 $7.96 $19.19 $3.04 $65.21

5.2.5	 Profit

In	2019-20,	home	care	providers	generated	
$145 million	in	total	profit,	up	from	$90	million	in	
2018-19.	In	terms	of	profit	per	consumer	(Table 5.9), 
the	average	EBITDA	increased	to	$1,369	from	$1,211	
in	2018-19	while	the	average	NPBT	increased	to	
$1,156 from $959. 

Prior	to	2017-18,	the	average	EBITDA	per	annum	per	
consumer had been around $3,000 for the previous 
three years. 

Approximately 72 per cent of home care providers 
achieved	a	profit	in	2019-20,	compared	with	
69 per cent	in	2018-19.

Chart 5.4	shows	average	EBITDA	per	consumer	by	
quartile.	As	has	been	the	case	previously,	EBITDA	
varies considerably across the sector with the top 
quartile	of	providers	performing	substantially	better	
than the rest of the home care sector, although 
noting	that	all	but	the	top	quartile	improved	in	
2019-20	compared	to	2018-19.

Table 5.9: Summary of financial performance of home care providers, per consumer per year, 2014-15  
to 2019-20

2014-15 2015-16 2016-17 2017-18 2018-19 2019-20

Average	EBITDA	per	consumer $2,854 $3,055 $2,989 $1,217 $1,211 $1,369

Average	NPBT	per	consumer $2,657 $2,854 $2,832 $947 $959 $1,156
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Chart 5.4: Home care average EBITDA per consumer, by quartile (number of providers in parentheses), 
2016-17 to 2019-20
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Chart	5.5	shows	the	quartile	analysis	of	the	average	
EBITDA	per	consumer	for	home	care	providers	by	
ownership in 2019-20, while Chart 5.6 shows the 
overall	average	EBITDA	per	consumer	by	ownership	
over the last five years.

For	the	third	year	in	a	row	the	for-profit	providers	
reported the worst results in 2019-20 compared with 
not-for-profit	and	government	providers	(Chart	5.6).	

In	2019-20	the	for-profit	providers	recorded	average	
EBITDA	per	consumer	of	$1,063	compared	with	
$1,436	reported	by	the	not-for-profit	providers.	

Despite	the	overall	poor	results	of	for-profit	
providers,	the	88	for-profit	providers	(32 per cent)	
in	the	top	quartile	recorded	average	EBITDA	of	
$7,644	(Chart	5.5)	which	was	above	that	of	the	
96 not-for-profit	providers	in	the	top	quartile	($5,668).	

Chart 5.5: Home care average EBITDA per consumer per year, by quartile and ownership type, 2019-20 
(number of providers in parentheses)
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As	has	been	noted	previously,	the	poorer	financial	
performance	of	for-profit	providers	likely	reflects	that	
the	influx	of	new	providers	following	the	changes	of	
February	2017	was	largely	for-profit	providers	and	it	
could be expected that new entrants into a market 
may make a loss as they seek to establish market 
presence	and	refine	their	operations.	

When	performance	is	considered	by	location,	
providers	in	regional	areas	reported	a	significant	

improvement in performance, achieving an average 
EBITDA	of	$1,899	compared	with	$974	in	2018-19	
(Chart	5.8). Metropolitan providers reported a 
slight	increase,	with	an	average	EBITDA	of	$1,570	in	
2019-20,	up	from	$1,470.	

In	terms	of	quartile	analysis	(Chart 5.7), metropolitan 
providers	in	the	top	quartile	outperformed	regional	
providers but were by far the worst performers in the 
bottom	quartile.	

Chart 5.6: Home care average EBITDA per consumer per year, by ownership type, 2014-15 to 2019-20
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Chart 5.7: Home care average EBITDA per consumer per year, by quartile and provider location, 2019-20 
(number of providers in parentheses)
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Chart 5.8: Home care average EBITDA per consumer, by provider location, 2014-15 to 2019-20
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When	performance	is	considered	by	scale	(Chart 5.9	
and Chart 5.10), for the third year in a row, providers 
who operate seven or more services were the worst 
performers when compared with providers operating 
two to six services and single service providers. 

The providers who operate seven or more services 
reported	an	EBITDA	of	$928	per	consumer	compared	
with	$1,649	for	single	service	providers	and	$2,151	for	
providers with two to six services. 

Chart 5.9: Home care average EBITDA per consumer per annum, 2019-20, by quartile and provider scale 
(number of providers in parentheses)
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Chart 5.10: Home care average EBITDA per consumer per annum, by provider scale, 2014-15 to 2019-20
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5.2.6 Unspent funds

Over the last four years, unspent funds held by 
providers on behalf of consumers have been 
increasing	significantly.	At	30	June	2020,	home	
care providers reported holding unspent funds 
of	$1.2 billion.	This	is	up	from	$751	million	at	
30 June 2019	and	$539	million	at	30	June	2018.	
ACFA noted	last	year	that	based	on	the	current	 
rate of growth of unspent funds, the amount 
could	reach	$1 billion	by	30	June	2020,	especially	
given some consumers were electing to defer or 
reduce	the amount	of	services	they	seek	during	
the COVID-19 pandemic.	

Unspent funds accumulate for a variety of reasons, 
including because consumers wish to save a 
proportion of their budget for future events; the 
services that the consumer wants are not available; 
the consumer is reluctant to allow people into their 
home; misconceptions that the money not spent 
under the package belongs to the consumer; or 
because	the	consumer	does	not	require	all	the	funds	
allocated to them. ACFA commented previously 
that if the consumer does not need all the funds 
they have been allocated, these funds could be 
used	more	effectively	elsewhere,	including	meeting	
unmet demand.	

The	Department	of	Health	does	take	into	account	
unspent Commonwealth funds that are returned 
when a consumer leaves home care as an input in 
determining the number of new home care packages 
to be released.

ACFA notes that the Budget measure which takes 
effect	in	September	2021,	which	will	see	providers	
paid in arrears for services actually provided, will 
eventually lead to all unspent funds being held by the 
Commonwealth instead of providers.

5.3 Developments in 2020-21 
and	looking	ahead	
Home	care	providers	seem	to	be	adjusting	gradually	
to	the	changes	introduced	in	February 2017	which	
assigned home care packages directly to consumers, 
with consumers having a choice of provider and the 
ability to change providers. Following this change, a 
more competitive market saw more providers enter 
the	market	and	profits	declined	significantly.	

However,  the number of home care providers has 
stabilised	and	overall	profits	were	slightly	higher	in	
2019-20 than the previous two years. There has also 
been	a	significant	increase	in	the	number	of	home	
care	consumers	(30 per cent	over	2018-19)	due	to	
Government policy increasing the number of available 
packages, which means there is a larger market for 
the increased number of providers.

From 1 February 2021, home care providers began 
receiving funds in arrears, rather than in advance. 
From 1 September 2021, providers will receive 
funding based on the actual services delivered 
to care recipients. These changes will reduce 
prudential	 risk	over	time	as	holdings	of	unspent	
funds by providers reduce.
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The decision by Government in response to the 
Royal	Commission	to	release	an	additional	80,000	
packages over the next two years, on top of the other 
recently announced additional package releases and 
stability	in	the	provider	profile,	may	mean	that	the	
improvement in performance in 2019-20 will continue 
in coming years.

The Government is also introducing measures to 
put downward pressure on administrative costs by 
conducting  program assurance reviews of providers 
and improved pricing transparency. This will help 
ensure	the	majority	of	home	care	funds	are	spent	
on care and services for older Australians, assisting 
them to remain in their homes for as long as possible. 
In	addition	to	this,	the	Aged	Care	Quality	and	Safety	
Commission received funding in the 2021-22 Budget 
to	increase	resourcing	for	quality	and	safety	checks	
for home care packages. This funding will include 
conducting	more	than	250	additional	quality	reviews	
and assessments each year from 2022. This increase 
in reviews and assessments is roughly proportional to 
the increase in the size of the program.

Also, as part of its response to the Royal Commission, 
the	Government	reaffirmed	its	support	for	the	
combining	of	the	Home	Care	Packages	Program	with	
the	Commonwealth	Home	Support	Program,	Short-
Term Restorative Care and residential respite care. 
This is due to be from July 2023.

ACFA	notes	there	remain	significant	workforce	issues	
in home care, similar to those faced by residential 
care providers. Some home care providers have 
difficulty	recruiting	and	retaining	suitably	qualified	
staff	and	the	additional	packages	coming	in	the	next	
two years will amplify these issues.
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6. Residential care

This chapter discusses:

• The operation of residential care;

• the ownership, locational and scale 
characteristics of residential care providers;

• the funding arrangements in residential care; and

• the	financial	performance	of	residential	care	
providers in 2019-20.

This chapter reports that:

• At	30	June	2020	there	were	217,145	operational	
places,	up	from	213,397	at	30	June	2019;

• during 2019-20 residential care was provided to 
244,363	older	Australians,	up	from	242,612	in	
2018-19;

• at	30	June	2020	there	were	845	residential	
care	providers,	down	from	873	in	2018-19,	
continuing the gradual consolidation of 
providers in recent years; and

• not-for-profit	providers	continue	to	represent	
the largest proportion of ownership type in 
residential care, with 56 per cent of providers 
and 55 per cent of places.

Key findings on financial performance in  
2019-20 compared with 2018-19:

• Total	revenue	of	$20.5 billion,	up	from	
$19.3 billion,	an	increase	of	6.4 per cent,	
equating	to	revenue	of	$296.64	per	resident	 
per	day,	an	increase	of	4.6 per	cent	from	
$283.54;

• total expenses of $21.3 billion, up from 
$19.0 billion, an increase of 11.7 per cent, 
equating	to	$307.27	per	resident	per	day,	
compared with $279.65, an increase of  
9.9 per	cent;

• average	EBITDA	per	resident	per	annum	of	
$6,445	compared	with	$8,523,	a	decrease	of	
24.4 per cent,	noting	without	the	additional	
COVID-19	funding	and	expenses	incurred	the	
EBITDA	would	have	been	$5,950,	or	a	decrease	
of	30.2 per cent;

• total loss	of	$736 million	compared	with	a	total	
profit	of	$264 million;	and

• 46	per	cent	of	providers	achieved	a	net	profit,	
compared	with	58 per cent.

6.1 Overview of the sector

6.1.1 Supply of residential care

The Australian Government uses a population based 
planning ratio (target provision ratio) to determine 
the number of subsidised operational residential care 
places. This is outlined in Chapter 3.

Table 6.1 shows the number of providers, facilities26, 
places	and	residents	since	30 June 2016.	The	number	
of providers continues to decrease each year 
through consolidation, while the number of places 
and residents continues to increase. The number of 
facilities has increased gradually. 

Table 6.1 also shows the achieved provision ratio 
in residential care, as well as provisionally allocated 
places and respite residents. 

26	 In	residential	care,	a	‘facility’	also	refers	to	an	aged	care	
home or service.
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Table 6.1: Number of residential care providers, facilities, places and residents, 30 June 2016 to 30 June 2020

30 June 2016 30 June 2017 30 June 2018 30 June 2019 30 June 2020

Providers 949 902 886 873 845

Facilities 2,669 2,672 2,695 2,717 2,722

Allocated places 238,843 247,907 246,536 258,934 256,986

Operational places 195,825 200,689 207,142 213,397 217,145

Provisionally	allocated	places 35,124 39,294 31,603 36,905 31,234

Provisionally	allocated	places	as	
proportion of allocated places

14.7% 15.9% 12.8% 14.3% 12.2%

Occupancy 92.4% 91.8% 90.3% 89.4% 88.3%

Total residents 181,048 184,077 186,597 188,773 189,954

–	Permanent	residents 175,989 178,713 180,923 182,705 183,989

– Respite residents 5,059 5,364 5,674 6,068 5,965

1.	The	number	of	allocated	residential	care	places	was	less	at	30	June	2018	than	it	was	at	30	June	2017,	and	again	less	at	30	June	2020	than	it	was	
at	30	June	2019.	The	overall	reduction	in	allocated	places	over	these	periods	was	due	to	no	new	places	being	allocated	during	2017-18	or	during	
2019-20	(due	to	there	being	no	ACAR)	and	provisionally	allocated	places	were	either	surrendered	by	providers	or	revoked	by	the	Department	
during that period.

Table 6.2	shows	a	breakdown	of	residential	care	providers	as	at	30 June 2020,	presented	by	ownership	type,	
location and scale.

Table 6.2: Number of providers, facilities, places and residents in residential care, by ownership, location 
and scale, 30 June 2020

Ownership type Location Scale
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Providers 845 473 279 93 430 326 89 534 233 54 24

Facilities 2,722 1,552 935 235 1,709 1,013 N/A 534 668 601 919

Operational 
places

217,145 119,276 89,439 8,430 153,372 63,773 N/A 42,401 47,575 48,802 78,367

Occupancy 88.3% 90.5% 85.3% 88.3% 88.0% 89.0% N/A 87.7% 87.8% 89.4% 88.1%

Total residents 189,954 106,705 75,915 7,334 133,470 56,484 N/A 36,697 41,120 43,415 68,722

–	Permanent	
residents

183,989 103,818 73,043 7,128 129,480 54,509 N/A 35,513 39,771 42,167 66,538

– Respite 
residents

5,965 2,887 2,872 206 3,990 1,975 N/A 1,184 1,349 1,248 2,184
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6.1.2 Residential care providers

At	30 June 2020,	there	were	845	residential	care	
providers	operating	217,145	residential	care	places	in	
Australia.	This	compares	with	873	providers	operating	
213,397	places	at	30 June 2019.	As	has	been	the	case	
in recent years, some providers are continuing to 
expand the scale of their businesses. As a result there 
has been a consolidation of residential care providers 
over a number of years. Chart 6.1 and Chart 6.2 show 
the decreasing provider numbers but increasing 
operational places since 2010-11.

6.1.3 Ownership type

As shown in Chart 6.3, the largest provider group 
remains	the	not-for-profit	group	(religious,	
charitable and	community-based	organisations).	

They represent	56	per	cent	of	providers	and	operate	
55 per cent of all residential aged care places. 
For-profit	providers	account	for	33 per cent	of	
providers	and	41	per	cent	of	places.	The	remaining	
providers and places are state and territory and local 
government-owned providers. This distribution has 
been stable in recent years.

Not-for-profit	providers	continue	to	operate	
proportionally more of the residential care places 
in	rural	and	regional	areas	compared	with	for-profit	
providers.	As	at	30 June 2020,	not-for-profit	providers	
were operating 66 per cent of regional places 
(55 per cent	of	all	places).	Conversely,	and	also	similar	
to	previous	years,	for-profit	providers	operated	
41	per	cent	of	all	places	and	only	24 per cent	of	
regional places. Government providers operated the 
remaining regional places.

Chart 6.1: Number of residential care providers, 2010-11 to 2019-20

0

400

800

1200

200

600

1000

2010-11

1,121

2011-12

1,069

2013-14

1,016

2014-15

972

2015-16

949

2016-17

902

2017-18 2018-19

886 873

2019-20

845

1,048

2012-13

N
um

be
r 

of
 p

ro
vi

de
rs

Chart 6.2: Number of operational residential care places, 2010-11 to 2019-20
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Chart 6.3: Residential care provider and operational places by ownership type, 2016-17 to 2019-20
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6.1.4 Provider scale

The	majority	of	residential	care	providers	(63	per	cent)	
operate only one residential care facility (Chart 6.4). 
These single aged care facility providers account for 
20 per cent of all operational residential care places. 
However this proportion is very gradually declining 
(23 per cent	in	2015-16).	Of	the	63 per cent	of	
providers	operating	one	facility	only,	56 per cent	are	
not-for-profit,	36 per cent	are	for-profit	and	8 per cent	
are government owned.

Chart 6.4: Residential care provider and operational places by provider scale, 2016-17 to 2019-20
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Conversely,	3	per	cent	(24	providers	in	total)	
operate more	than	20	facilities,	but	they	account	for	
36 per cent of operational places. This proportion 
is	gradually	increasing	(27 per cent	in	2015-16).	
Seventeen	of	the	24	larger	providers	are	not-for-profit	
and	the	remaining	seven	are	for-profit.
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As shown in Table 6.3,	for-profit	and	not-for-profit	
providers	have,	on	average,	just	over	three	facilities	
per provider. However within those facilities,  
for-profit	providers,	on	average,	operate	around	
96 residential care places per facility, compared 
with	not-for-profit	providers	who	operate	around	
77	places	per	facility.	This	likely	reflects	both	some	
for-profit	providers	expanding	their	facilities	and	also	
reflecting	the	not-for-profit	sector’s	bigger	presence	in	
regional locations where facility size is usually smaller.

6.1.5 Provider location

ACFA generally categorises residential care providers 
as those operating only in metropolitan areas, those 
operating only in regional27 areas, and those who 
have facilities in both metropolitan and regional 
areas. A provider is categorised as being regional 
if more than 70 per cent of their residents are in 
facilities in regional areas.

27	 In	the	aged	care	context,	‘regional’	includes	rural	and	remote	
aged care areas.

Chart 6.5 shows that 51 per cent of providers operate 
only	in	metropolitan	areas	and	39 per cent	operate	
only in regional areas. This has been steady for the 
last five years.

6.1.6 Residential care facility size and 
room	configuration

The average size of residential care facilities has 
been	increasing	over	the	last	10	years.	In	2009-10,	
44 per cent	of	facilities	had	over	60	places.	This	has	
increased	to	61 per	cent	in	2019-20.	By	contrast,	
the proportion of facilities with 60 places or less 
has	been consistently	decreasing.	This	trend	seems	
particularly	evident	in	the	for-profit	sector,	as	
discussed	in	Section	6.1.4,	with	for-profit	providers	
having, on average, 19 more places per facility than 
the	not-for-profits.

Table 6.3: Number of residential care facilities per provider, by ownership type, 30 June 2020

Organisation 
type

Number of 
providers

Number of 
facilities

Average 
facilities per 

provider

Total 
operational 

places
Average places 

per provider
Average places 

per facility

Not-for-profit 473 1,552 3.3 119,276 252.2 76.9

For-profit 279 935 3.4 89,439 320.6 95.7

Government 93 235 2.5 8,430 90.6 35.9

Chart 6.5: Residential care providers, by location, 2014-15 to 2019-20
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Table 6.4: Size of residential care facilities, 2010 to 2020

Number of places
June 
2010

June 
2011

June 
2012

June 
2013

June 
2014

June 
2015

June 
2016

June 
2017

June 
2018

June 
2019

June 
2020

Proportion of facilities (%)

1–20 places 6.5 6.2 6.2 6.0 5.5 5.4 5.4 5.3 5.0 4.7 4.6

21–40	places 21.1 20.4 19.5 19.4 18.6 18.0 17.2 16.5 16.1 15.6 15.0

41–60	places 28.7 28.2 27.0 26.3 25.0 24.4 23.5 22.5 21.2 19.9 19.3

61+	places 43.7 45.1 47.3 48.4 50.9 52.2 54.0 55.7 57.7 59.7 61.2

There has been an increasing trend in terms of room 
configuration	for	residential	care	facilities	towards	
single-bed	rooms	with	an	ensuite.	In	2019-20,	around	
82	per	cent	of	rooms	were	single-bed	rooms	with	
an ensuite. This proportion had been gradually 
increasing	(80	per	cent	in	2017-18	and	77 per cent	
in	2016-17),	but	has	been	stable	since	2018-19.	
Conversely,	in	2019-20	and	2018-19,	10 per cent	of	
residential	care	rooms	could	be	considered	‘ward	
style’ which are shared and have a common shared 
bathroom.	This	is	down	from	14 per cent	in	2017-18	
and	18 per cent	in	2016-17.

6.1.7 Provisionally allocated places

Under current arrangements, the Commonwealth 
releases residential care places through the ACAR28. 
After a place is allocated to an approved provider, 
there is usually a period during which the place 
is	considered	‘provisional’	while	the	provider	
constructs the	facility	or	extends	the current facility.

28	 In	the	May	2021	Budget	the	Government	announced	the	
2021	ACAR	would	be	the	last	and,	from	1	July	2024,	residential	
places would be assigned directly to consumers who can 
then choose their provider. The current provisional allocation 
arrangements	will	remain	in	place	until	30	June	2024.	

Once the place is available to be occupied by a 
resident,	it	becomes	‘operational’.	The	average	
time it takes providers to bring places online is 
around four years.

At	30 June 2020,	there	were	31,234	provisional	
residential care places. This represents around 
12 per cent	of	all	allocated	places,	and	compares	
with	14 per cent	at	30 June 2019	and	13	per	cent	
at 30 June 2018.	The	provisional	allocations	are	
held by	around	16 per cent	of	all	facilities,	compared	
with	18 per cent	in	2018-19	and	23 per cent	in	
2017-18.

As	has	been	the	case	in	recent	years,	Western	
Australia has the highest proportion of 
provisionally allocated	places	with	23 per cent.	
The ACT	has	also	been	high	in	recent	years	and	
was also	23 per cent	at	30 June 2020.	South	Australia	
and Tasmania have once again the lowest proportion 
of provisionally allocated places with less than 
5 per cent	(Table 6.5).

Table 6.5: Provisionally allocated residential care places, by state and territory, at 30 June 2020

State/territory Provisionally allocated places All allocated places Proportion

New	South	Wales 9,156 85,036 10.8%

Victoria 6,470 66,324 9.8%

Queensland 7,854 51,436 15.3%

Western	Australia 5,723 24,946 22.9%

South Australia 839 19,416 4.3%

Tasmania 265 5,518 4.8%

Australian Capital Territory 812 3,590 22.6%

Northern Territory 115 720 16.0%

Australia 31,234 256,986 12.2%
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Not-for-profit	providers,	who	have	55	per	cent	
of operational places, have only 35 per cent of 
provisionally	allocated	places,	whereas	the	for-profit	
providers,	who	have	41	per	cent	of	operational	places,	
have 65 per cent of the provisionally allocated places. 
This is similar to previous years.

In	addition,	there	were	also	8,619	formerly	
operational	places	that	were	offline29	at	30 June 2020	
pending refurbishment or redevelopment, or pending 
sale to another provider.

Changes introduced in 2016 were designed to 
encourage providers to operationalise their 
provisional places in a timely manner. The changes 
limit the provisional allocation period to four years 
(noting that up to two extensions of 12 months each 
may	be	granted	by	the	Department	of	Health,	and	
further extensions in exceptional circumstances). 
At the end of this time, the provisional allocations 
lapse	and	the	places	return	to	the	Department	for	
redistribution in a future ACAR.

29 This accounts for places where a provider has advised the 
Department	of	Health	the	places	are	offline.	

In	2019-20,	1,359	(657	in	2018-19	and	1,371	in	 
2017-18)	provisionally	allocated	places	were	
surrendered	by	providers.	The	majority	of	these	
were surrendered	as	the	six	years	expired	and	the	
provider did not apply for an extension.

Table 6.6 and Table 6.7 show the distribution of the 
age of provisionally allocated places by location and 
state and territory.

Transferring residential care places

Residential aged care places (both provisionally 
allocated and operational) may be transferred 
between providers. A transfer of places commonly 
occurs as the result of a business transaction 
between two approved providers where a decision 
has been made by the transferor to sell all or some of 
their residential care places. Transfers of places need 
to	be	approved	by	the	Department of Health.

Table 6.6: Provisionally allocated residential care places by location and year of distribution, at 30 June 2020

<1 year old
1-2 

years old
2-4 

years old
4-6 

years old
6-8 

years old
8-10 

years old
10+ 

years Total

Metropolitan 0 7,653 5,099 7,392 1,212 275 317 21,948

Inner	regional 0 4,446 1,705 1,665 175 0 0 7,991

Outer regional 0 475 243 532 0 0 0 1,250

Remote 0 25 0 20 0 0 0 45

Total 0 12,599 7,047 9,609 1,387 275 317 31,234

Table 6.7: Provisionally allocated residential care places by state and territory and year of distribution,  
at 30 June 2020

<1 year old
1-2 

years old
2-4 

years old
4-6 

years old
6-8 

years old
8-10 

years old
10+ 

years Total

NSW 0 3,387 1,761 3,033 693 112 170 9,156

VIC 0 1,371 2,066 2,770 174 89 0 6,470

QLD 0 4,058 1,617 1,873 296 0 10 7,854

WA 0 2,921 1,192 1,306 183 0 121 5,723

SA 0 476 186 177 0 0 0 839

TAS 0 134 81 50 0 0 0 265

ACT 0 202 144 335 41 74 16 812

NT 0 50 0 65 0 0 0 115

Total 0 12,599 7,047 9,609 1,387 275 317 31,234
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As a general rule, when places transfer between 
providers, the planning region in respect of which 
the places are allocated does not change. This rule, 
and	the	need	for	approval	by	the	Department	of	
Health, are designed to discourage attempts to 
subvert the competitive allocation process and to 
maintain care delivery in the region where the places 
were originally allocated.

Data	from	the	Department	of	Health	shows	that	in	
2019-20	around	8,200	operational	places	and	1,100	
provisionally allocated places were transferred 
between	providers.	This	compares	with	5,800	
operational	places	and	800	provisionally	allocated	
places	in	2018-19	and	1,400	provisional	places	
transferred	in	2017-18.

6.1.8 Extra service

Providers	with	extra	service	status	are	able	to	
charge an extra service fee for residents occupying 
an extra service place for the duration of their 
stay.	Extra	service	status	involves	the	provision	
of a higher than average standard of services, 
including	accommodation,	range	and	quality	of	
food, and non-care services such as recreational and 
personal interest activities.

Providers	that	have	been	granted	extra	service	
status	apply	to	the	Aged	Care	Pricing	Commissioner	
for approval of their proposed extra service 
fees, including proposed increases to current 
extra service fees.

For extra service status places that are occupied 
by	a resident	who	was	in	care	prior	to	1	July	2014	
and who is covered under the pre-reform fee 
arrangements, the care subsidy is reduced by 
25 per cent	of	the	approved	extra	service	fee	for	

that	place.	This	is	known	as	the	Extra	Service	Subsidy	
Reduction. The provider can charge a continuing 
care	recipient	an	amount	equal	to	the	extra	service	
fee plus the extra service reduction for receiving 
extra	service.	Extra	service	subsidy	reduction	does	
not apply to residents entering care on or after 
1 July	2014.

There	was	a	significant	decrease	in	2014-15	and	
2015-16 in the number of places with extra service 
status (Chart 6.6). This was likely because changes 
made	to	accommodation	pricing	on	1 July 2014	
reduced the need and motivation for providers to 
have extra service status,	partly	because:

• lump sum accommodation payments can now 
be made for all care types – previously they were 
restricted to low care or high care with extra 
service;

• market-based prices determined by the provider 
apply for all new non-supported residents; and

• providers	can	offer	additional	care	and	services	for	
additional fees outside the extra service framework.

Providers	who	had	relinquished	their	Extra	Service	
places	began	offering	residents	‘fee	for	additional	
service’ arrangements instead. However, ACFA 
notes that due to the ongoing uncertainty about the 
regulation of additional services fees, some providers 
have	reconsidered	letting	their	Extra	Service	places	
lapse in recent years, which has resulted in the 
number	of	active	Extra	Service	places	stabilising	since	
2015-16, though a further small decline was evident 
following	2017-18.	

ACFA	also	notes	that	there	have	been	no	new	Extra	
Service places released through the ACAR since the 
2012	Living	Longer	Living	Better	package	and	that	the	
current 2020-21 ACAR will be the last ACAR, meaning 
that	there	will	no	new	Extra	Service	places in future.

Chart 6.6: Number of operational extra service residential care places, 30 June 2014 to 30 June 2020
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6.1.9 Additional services

Additional services are care and other services that 
residential care providers can make available to 
residents above those that they are legislatively 
required	to	provide	under	the	Schedule	of	Specified	
Care and Services30 for residential care services. 
Additional services vary greatly but may include 
items such as the provision of pay TV, hairdressing, 
additional	beverage	offerings	(e.g.	wine	and	beer)	
and access to a gym. Additional services may 
be	offered	individually	or	as	part	of	a	bundle	
of services. These services incur an additional 
fee for residents.

An additional service fee can only be charged for 
services that have been agreed to by the resident, 
that are over and above those paid for by the 
Commonwealth	under	the	Schedule	of	Specified	Care	
and Services, and from which aged care residents 
receive a direct and tangible benefit.

As noted previously there still remains very limited 
data available on additional services. 

Also as noted previously, there still remains some 
uncertainty for both providers and consumers over 
the regulatory arrangements concerning fees for 
additional services. Nevertheless, this is an area 
that is receiving increasing attention from providers 
and there is an increasing trend towards bundling 
services and	charging	a	packaged	fee	that	is	
compulsory for consumers entering into that facility. 

30 https://www.legislation.gov.au/Details/F2014L00830

Figure 6.1: Residential care services

Commonwealth

Basic care subsidies (ACFI)

Respite care subsidies and supplements 

Residents

Care fees

Accommodation supplements 
for supported residents 

Accommodation payment/contributions 
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Other supplements

Extra and additional service fees

Basic daily fee for living expenses 

The	Department	of	Health	has	been	working	with	the	
sector to provide additional clarity and transparency 
for both providers and residents on the operation 
of additional services.

ACFA notes that policy regarding fees for additional 
services was not addressed in either the Final 
Report of	the	Royal	Commission	into	Aged	Care	
Quality and Safety or the Government’s May 2021 
Budget response. 

6.2 Residential care 
funding sources

6.2.1 Operational funding

Funding for residential care is made up of operational 
funding and capital financing.

Operational funding supports day-to-day services 
such as nursing and personal care, living expenses 
and	accommodation	expenses.	Capital	financing	
supports the construction of new residential care 
facilities and the refurbishment of existing facilities. 
Capital	financing	is	discussed	in	Chapter 7. 

A combination of Australian Government and resident 
contributions provides the operational funding 
for residential care. Figure 6.1	shows	the	different	
funding types from the Commonwealth and residents 
for operational funding.
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The Commonwealth determines its contributions 
on behalf of permanent residents in residential 
care	by	setting:

• A basic care subsidy for personal and nursing care;

• the rates of supplements paid to support aspects 
of residential care that incur higher costs to deliver; 
and

• the maximum rate of accommodation supplement.

With	regard	to	respite	care,	the	Commonwealth	
sets the basic respite care subsidy at two levels 
(low or high) depending on the level of respite care 
the consumer is approved for by the Aged Care 
Assessment Team (ACAT).

The Commonwealth also sets the maximum levels for 
contributions made by residents for	the	following:

• the maximum rate of the basic daily fee for living 
expenses (permanent and respite); and

• the maximum means tested care fee that may be 
charged by providers (permanent only).

6.2.2 Commonwealth operational 
funding

Commonwealth payments for residential care can 
be	classified	as:

• basic care subsidies

• respite care subsidies and supplements

• accommodation supplements

• viability supplements

• other supplements

A full list of subsidies and supplements is 
at Appendix G.

Commonwealth subsidies and supplements are 
generally indexed either biannually (accommodation 
related) or annually (care related).

The indexation currently applied to the basic care 
subsidy	for	residential	care	is	the	Wage	Cost	Index	9	
(WCI-9),	which	is	a	composite	index	constructed	by	
the	Department	of	Finance	that	comprises	a	wage	
cost component (weighted at 75 per cent) and a 
non-wage cost component (weighted at 25 per cent). 
For	all	Wage	Cost	Indices	the	value	of	the	wage	cost	
component is based on the dollar increase in the 
national minimum wage (as determined annually 
by	the	Fair	Work	Commission)	expressed	as	a	
percentage of the latest available estimate of Average 
Weekly	Ordinary	Time	Earnings	(AWOTE)	published	by	
the Australian Bureau of Statistics as at November of 
each year. The value of the non-wage cost component 
of	WCI-9	is	based	on	changes	in	the	Consumer	Price	
Index	between	the	March	quarters each year.

Accommodation related supplements are indexed 
using	the	Consumer	Price	Index	(CPI)	and	are	indexed	
twice a year in line with the age pension.

6.2.3 Basic care subsidies

• The basic care subsidy is a payment to support 
the costs of providing personal and nursing 
services	for	permanent	residents.	It	is	calculated	
based on the assessed need of each permanent 
resident as determined by the provider by applying 
the	Aged	Care	Funding	Instrument31	(ACFI).	The	
Commonwealth determines the level of payments 
on behalf of residents by setting the prices and 
rules	for	claiming	ACFI care subsidies.

• The residential respite subsidy32 is a payment to 
support the costs of providing personal and nursing 
services for respite consumers. Respite consumers 
are	assessed	by	an	ACAT	as	requiring	either	low	or	
high level respite care, with payment amounts for 
each set by the Commonwealth.

The Aged Care Funding Instrument (ACFI)

The	ACFI	is	the	funding	allocation	tool	currently	
used to determine the amount of funding paid 
to a provider on behalf of a resident for their 
care.	It	assesses	the	care	needs	of	permanent	
residents as a basis for allocating care funding by 
focusing the funding allocation around the main 
areas	that	differentiate	relative	care	needs	and	
costs among residents.

The	ACFI	consists	of	12	questions	about	assessed	
care	needs,	each	having	four	ratings	(A,	B,	C	or	D)	
and	two	diagnostic	sections.	ACFI	is	self-assessed	
by providers,	but	is	subject	to	audits	by	the	
Department	of	Health.	

In	the	May	2021	Budget,	Government	announced	the	
ACFI	will	be	replaced	by	a	new	Australian	National	
Aged	Care	Classification	(AN-ACC)	funding	tool	
in October 2022.

31	 As	announced	in	the	May	2021	Budget,	the	ACFI	will	be	
replaced	by	a	new	Australian	National	Aged	Care	Classification	
(AN-ACC) funding tool in October 2022.

32	 In	response	to	the	Royal	Commission,	from	1	October	2022	
under the AN-ACC model, funding for residential respite care will 
be more closely aligned with funding for permanent residential 
care	and	will	be	adjusted	over	time	based	on	advice	from	the	
Independent	Hospital	and	Aged	Care	Pricing	Authority.	ACFA	
considers	that	this	will	give	providers	increased	incentive	to	offer	
residential respite care. 
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6.2.4 Residential care supplements

Residential care supplements are payments by the 
Commonwealth in addition to the basic daily subsidy 
(ACFI).	There	are	two	types	of	supplements:

• primary supplements, which provide additional 
funds	to	meet	specific	care	needs.	These	include	
the oxygen supplement and enteral feeding 
supplement; and

• other supplements, which are accommodation-
based and assist providers with costs related to 
the operation of a residential care facility. Other 
supplements include accommodation supplements, 
the viability supplement and homeless supplement.

The types and amounts of supplements that a 
residential care facility may receive depends on 
the provider and/or resident meeting the eligibility 
requirements	for those supplements.

The	major	supplements	are	summarised	below	
and a full list of supplements, including rates and 
expenditure over the last three years are included at 
Appendices G and H.

Accommodation supplements

Accommodation supplements are paid by the 
Commonwealth to assist with the accommodation 
costs of permanent residents who do not have the 
means to meet all of that cost themselves (supported 
residents). These supplements include both the 
current accommodation supplement and grand-
parented supplements under previous policies. 
Accommodation supplements (or accommodation 
payments) do not apply for consumers accessing 
residential respite care.

The Commonwealth determines the amount of 
accommodation supplement payable by setting the 
maximum rate of accommodation supplement and 
determining the share paid by residents based on 
a means test.

Two	significant	reforms	from	1	July	2014	affected	
accommodation payments. A new means test 
that combined the formerly separate income 
and assets tests was introduced for residents 
entering	residential	care	after	1	July	2014,	and	
the accommodation supplement paid by the 
Commonwealth to a provider on behalf of supported 
residents living in aged care facilities that have been 
built	or	significantly	refurbished	since	20	April	2012	
was significantly increased.

Viability supplement

The	viability	supplement	aims	to	improve	the	financial	
position of smaller, rural and remote residential 
care facilities that incur additional costs due to 
their location and are constrained in their ability to 
realise economies of scale due to smaller numbers 
of	beds.	In	addition,	the	viability	supplement	also	
supports providers who specialise in aged care 
services	for	Indigenous	people,	or	people	who	are	
homeless or who are at risk of becoming homeless, 
in recognition	of	the	often	higher	costs	associated	
with providing these services.

The supplement is available to residential care 
facilities,	home	care	services,	Multi-Purpose	
Services	and	Aboriginal	and	Torres	Strait	Islander	
Flexible	services.	In	2019-20,	on	average,	the	
viability supplement provided around $15,000 per 
resident per annum for residential care facilities in 
remote and very remote areas, directly improving 
their financial results.

At	30 June 2020,	455	residential	services	were	
receiving the viability supplement on behalf of 13,659 
residents.	During	2019-20,	$82.3	million	in	viability	
supplement was paid to providers.

Over the last decade the amount paid per resident 
per day for the viability supplement has increased by 
over	100 per cent.	The	increases	or	expansions	to	the	
viability	supplement	include:

• A	40 per cent	increase	from	2009-10;

• An expansion of the supplement from 2011-12 to 
provide additional support to facilities in  remote 
to moderately accessible locations that target low 
care residents or who provide specialist care to 
Indigenous	Australians	or	people	with	a	history	of	
(or	who	may	be	at	severe	risk	of)	homelessness; 	

• A	20 per cent	increase	from	2014-15;

• A	flat	rate	increase	of	$2.12	per	resident	per	day	
from	2017-18;

• A	30 per cent	increase	from	March	2019;	and

• A	temporary	30 per cent	COVID-related	increase	
from	March	2020	to	June	202133.

Homeless supplement

A homeless supplement is paid to providers for each 
resident	of	an	eligible	aged	care	facility.	Eligibility	
for the supplement is based on the facility having 
more than 50 per cent of its residents with complex 
behavioural	needs	who	are	identified	as	being	
homeless, or at risk of becoming homeless. 

33 As part of the response to the Royal Commission this 
30 per cent	increase	has	been	continued	and	will	be	included	
in the base funding provided through the new AN-ACC funding 
model when it is implemented in October 2022.
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The homeless supplement is in addition to the 
funding provided under the viability supplement.

At	30 June 2020,	40	residential	services	were	receiving	
the	homeless	supplement	on	behalf	of	1,680	
residents.	During	2019-20,	$13.3	million	in	homeless	
supplement was paid to providers.

A 30 per cent increase to the rate of the homeless 
supplement	took	effect	from	March	2019.	As	part	of	the	
response	to	COVID-19,	the	Government	temporarily	
increased the Homeless supplement by an additional 
30 per cent	from	1	March	2020	to	30 June 202134.

6.2.5 Payments for residential 
respite care

The Australian Government pays the provider a 
residential respite subsidy and a respite supplement 
for each eligible respite resident. 

The subsidy and supplement are paid at either a  
low or high rate depending on the level of respite  
care	the consumer	is	approved	for	by	the	ACAT.	

34 As part of the response to the Royal Commission this 
30 per cent	increase	has	been	continued	and	will	be	included	
in the base funding provided through the new AN-ACC funding 
model when it is implemented in October 2022.

Additionally, facilities that use 70 per cent or more 
of their respite allocation over a 12 month period 
receive a higher daily respite supplement rate per 
eligible high care recipient. Respite subsidies are 
indexed	on	1	July	each	year.	Respite	supplements	
are indexed on 20 March and 20 September each 
year in line with pension indexation. Table 6.8	shows	
the residential care respite rates applicable as at 
20 March 2021.

ACFA notes that as part of the Government’s response 
to	the	Royal	Commission,	from	1 October 2022,	
funding for residential respite care will be more 
closely aligned with funding for permanent residential 
care under the AN-ACC model (see 3.6.2 for more 
detail). 

In	addition,	residential	respite	consumers	can	be	
eligible for other supplements, such as oxygen 
supplement, where there is an assessed need.

Chart 6.7 shows total Commonwealth payments for 
residential	respite	care	since	2013-14.	Respite	care	is	
also discussed in Chapter 3.

Table 6.8: Residential respite care subsidies and supplement rates, at 20 March 2021

Daily subsidy Daily supplement Total paid per day

Low	level	respite	care $48.15 $40.21 $88.36

High level respite care $135.01 $56.36 $191.37

High level respite care when a facility uses 
70%	or	more	of	respite	allocation

$135.01 $95.90 $230.91

Chart 6.7: Total residential respite care expenditure, 2013-14 to 2019-20 ($m)
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6.2.6 Resident operational funding

Contributions by permanent residents for 
operational funding are made	up	of:

• A basic daily fee, which is a contribution all 
residents make towards everyday living expenses 
such as meals, laundry services, utilities and 
toiletries. The price is set by the Commonwealth, 
and	is	set	at	a	maximum	of	85	per	cent	of	the	
single basic age pension.

• A means tested care fee, which is a contribution 
some residents make towards their care costs 
(personal and nursing) based on their assessable 
income and assets. Annual and lifetime caps 
on care contributions apply as a consumer 
protection. As at 20 March 2021, the annual cap 
for	a	means	tested	care	fee	was	$28,338.71,	with	
a	lifetime	cap	of	$68,012.98 also applying.

• Accommodation payments, which are daily 
payments for accommodation in an aged care 
facility.	Lump	sum	accommodation	deposits	are	
not	treated	as	revenue,	but	as	capital	financing	
(discussed in Chapter 7).

• Extra service fees, which residents in aged 
care facilities with extra service status may be 
asked	to	pay	for	significantly	higher	standards	
of accommodation, food and non-care 
services. These vary from facility to facility, 
and	are	subject	to	approval	by	the	Aged	
Care Pricing	Commissioner.

• Additional services fees, which are for care and 
services in non-extra service facilities that are 
over	and	above	those	that	providers	are	required	
to	deliver	under	the	Specified	Care	and	Services	
Schedule of the Aged Care Act 1997, and must be 
agreed between the resident and provider. These 
vary from facility to facility, and are not payable 
at all facilities.

6.3 Operational performance 
in 2019-20

6.3.1 Revenue

ACFA broadly describes revenue for residential care 
providers	in	four	categories:	care	related,	living	
expenses, accommodation and other. Table 6.9 
provides a breakdown of the revenue reported by 
residential care providers in 2019-20 compared with 
the previous two years.

In	2019-20,	care	related	revenue	($12.9 billion)	
formed	the	majority	(63 per	cent)	of	total	revenue	
earned by residential care providers. This has been 
the	case	in	previous	years.	Living	related	revenue	
received from residents, which includes the basic 
daily fee, extra services fees and additional service 
fees,	accounted	for	19	per	cent	($3.8	billion)	of	total	
revenue, again similar to previous years.

Table 6.9: Revenue sources for residential care providers, by care, accommodation, living and ‘other’, 
2017-18 to 2019-20 ($m).

Revenue sources
2017-18 

($million)
2018-19 

($million)
Change 

($million)
2019-20 

($million)
Change 

($million)

Care Related          

Basic	care	subsidy	(ACFI) $10,812.3 $11,286.2 $473.9 $11,386.3 $100.1

Respite subsidy & supplements $346.9 $383.0 $36.1 $415.6 $32.6

COVID-19	funding $0.0 $0.0 $0.0 $301.1 $301.1

Other supplements $84.5 $106.5 $22.0 $127.0 $20.5

Resident means tested fee $504.0 $586.0 $82.0 $648.0 $62.0

Resident other care fees $48.7 $79.2 $30.5 $52.3 -$26.9

Total care revenue $11,796.4 $12,440.8 $644.5 $12,930.3 $489.5

Living Related          

Resident basic daily fee $3,253.4 $3,425.8 $172.4 $3,574.0 $148.2

Extra	service	fee $119.3 $118.4 -$0.9 $123.4 $5.0

Additional services fees $96.7 $122.2 $25.5 $158.1 $35.9

Total living related revenue $3,469.4 $3,666.4 $197.0 $3,855.5 $189.1
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Revenue sources
2017-18 

($million)
2018-19 

($million)
Change 

($million)
2019-20 

($million)
Change 

($million)

Accommodation related          

Accommodation supplement $1,008.1 $1,158.6 $150.5 $1,287.8 $129.2

Accommodation payments from residents $781.0 $828.7 $47.7 $847.9 $19.2

Capital Grants $56.5 $70.0 $13.6 $71.4 $1.4

Total Accommodation related revenue $1,845.5 $2,057.3 $211.8 $2,207.0 $149.7

Other income          

Interest $326.2 $334.6 $8.4 $304.4 -$30.2

Donations	and	fundraising $29.0 $24.2 -$4.8 $37.9 $13.7

Gain on sale of assets $23.2 $54.8 $31.6 $45.9 -$8.9

Revaluation of assets $37.9 $108.3 $70.5 $42.2 -$66.1

Imputed	Interest	on	RADs	–	AASB	16	Leases	 $0.0 $0.0 $0.0 $551.4 $551.4

Other $538.6 $615.1 $76.5 $562.0 -$53.1

Total other revenue $954.9 $1,137.1 $182.2 $1,543.7 $406.6

Total residential provider revenue $18,066.2 $19,301.6 $1,235.4 $20,536.5 $1,234.9

1.	COVID-19	funding	includes	the	total	amount	of	funding	received	for	residential	care	operations	through	aged	care	specific	COVID-19	measures	
provided	by	Government,	including	the	Workforce	Retention	Bonus,	as	well	as	non-aged	care	measures,	such	as	Job	Keeper.

2.	 ‘Resident	other	care	fees’	are	fees	and	charges	received	from	a	resident	in	respect	of	occasional	care	services	like	consultation,	medication,	
treatment	or	procedures	provided	in	addition	to	services	required	to	be	delivered	under	Schedule	1	of	the	Aged Care Act 1997.

3.	The	decreases	in	Resident	Other	Care	fees	is	largely	due	to	allocation	into	other	income	categories	such	as	COVID-19	funding	and	 
‘donations	and	fundraising’.

Accommodation payments, consisting of accommodation 
supplements paid by the Government and daily 
accommodation payments paid by residents, accounted 
for 11 per cent ($2.2 billion) of total provider revenue.

Other	income	of	$1.5 billion	made	up	the	remaining	 
8	per	cent	of	total	residential	care	provider	revenue	in	
2019-20.	Interest	revenue	makes	up	around	a	fifth	of	
total	‘other’	income.

Changes	in	accounting	standards	(AASB	16	Leases)	
which	applied	from	the	2019-20	financial	year	resulted	
in	numerous	providers	disclosing	Imputed	Interest	

Income	and	Imputed	Interest	Expense	on	Refundable	
Accommodation	Deposits	(RADs).	Imputed	Interest	
on	RADs	accounts	for	another	third	of	‘Other	Income’.	
The	corresponding	Imputed	Interest	Expense	is	
separately	disclosed	under	Other	Expenses	in	
Chart 6.14.	Some	providers	may	have	netted	off	the	
income and the expense, but this does not impact the 
overall	profitability	of the sector.

Chart 6.8	shows	the	proportions	of	all	revenue	
sources for residential care providers in 2019-20.

Chart 6.8: Proportions of total residential care provider revenue, 2019-20 ($m).
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ACFA also analyses revenue sources in terms of those 
sources provided by the Commonwealth compared 
with those provided by residents. Table 6.10 shows 
provider revenue sources for 2019-20 compared with 
the previous two years.

Overall in 2019-20, the Commonwealth contributed 
66 per	cent	of	total	provider	funding	($13.6 billion)	
and	residents	contributed	26.2 per	cent	($5.4 billion).	
This is consistent with previous years. 

Chart 6.9 shows the proportion of revenue that 
residential care providers received from the 
Commonwealth	in	2019-20.	Basic	subsidies	(ACFI)	
comprised	by	far	the	greatest	share	at	84 per cent.

Chart 6.10 shows the proportion of total revenue 
that residential care providers receive from 
residents. Consistent with previous years, the basic 
daily fee forms the greatest share (66 per cent), 
accommodation	payments	(Daily	Accommodation	
Payments)	formed	a	further	16	per	cent	of	the	
revenue received and means tested care fees 
represented	12 per cent.

Table 6.11 shows total revenue per resident per day 
in 2019-20 compared with the previous two years. 
Total	revenue	per	resident	per	day	was	$296.64,	an	
increase	of	4.6	per	cent	from	2018-19	($283.54).

Table 6.10: Revenue sources for residential care providers, Commonwealth, resident and ‘other’,  
2017-18 to 2019-20 ($m).

Revenue sources
2017-18 

($million)
2018-19 

($million)
Change 

($million)
2019-20 

($million)
Change 

($million)

Commonwealth          

Basic	care	subsidy	(ACFI) $10,812.3 $11,286.2 $473.9 $11,386.3 $100.1

Respite subsidy & supplements $346.9 $383.0 $36.1 $415.6 $32.6

COVID-19	funding – – – $301.1 $301.1

Other supplements $84.5 $106.5 $22.0 $127.0 $20.5

Accommodation supplement $1,008.1 $1,158.6 $150.5 $1,287.8 $129.2

Capital Grants $56.5 $70.0 $13.6 $71.4 $1.4

Commonwealth funding sources $12,308.2 $13,004.3 $696.1 $13,589.2 $584.9

Resident          

Resident basic daily fee $3,253.4 $3,425.8 $172.4 $3,574.0 $148.2

Resident means tested fee $504.0 $586.0 $82.0 $648.0 $62.0

Resident other care fees $48.7 $79.2 $30.5 $52.3 -$26.9

Accommodation payments from residents $781.0 $828.7 $47.7 $847.9 $19.2

Extra	service	fee $119.3 $118.4 -$0.9 $123.4 $5.0

Additional services fees $96.7 $122.2 $25.5 $158.1 $35.9

Resident funding sources $4,803.1 $5,160.3 $357.2 $5,403.6 $243.3

Other income          

Interest $326.2 $334.6 $8.4 $304.4 -$30.2

Donations	and	fundraising $29.0 $24.2 -$4.8 $37.9 $13.7

Gain on sale of assets $23.2 $54.8 $31.6 $45.9 -$8.9

Revaluation of assets $37.9 $108.3 $70.5 $42.2 -$66.1

Imputed	Interest	on	RADs	–	AASB	16	Leases	 $0.0 $0.0 $0.0 $551.4 $551.4

Other $538.6 $615.1 $76.5 $562.0 -$53.1

Other funding sources $954.9 $1,137.1 $182.2 $1,543.7 $406.6

Total revenue $18,066.2 $19,301.6 $1,235.4 $20,536.5 $1,234.9

1.	Extra	service	subsidy	reduction	does	not	apply	to	new	residents	entering	care	from	1	July	2014,	however	it	still	applies	to	residents	in	 
ESS	places	who	were	in	care	prior	to	1	July	2014.
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Chart 6.9: Proportions of provider revenue from 
the Commonwealth, 2019-20 ($m)
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Chart 6.10: Proportions of residential care 
provider revenue from residents, 2019-20 ($m)
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Table 6.11: Residential care provider revenue sources per resident per day, 2017-18 to 2019-20.

  2017-18 2018-19 Change ($) 2019-20 Change ($)

Commonwealth          

Basic	care	subsidy	(ACFI) $162.88 $165.79 $2.91 $164.47 -$1.32

Respite subsidy & supplements $5.23 $5.63 $0.40 $6.00 $0.37

COVID-19	funding – – – $4.35 $4.35

Other supplements $1.27 $1.56 $0.29 $1.83 $0.27

Accommodation supplement $15.19 $17.02 $1.83 $18.60 $1.58

Capital Grants $0.85 $1.03 $0.18 $1.03 $0.00

Commonwealth funding sources $185.42 $191.03 $5.61 $196.29 $5.26

Resident          

Resident basic daily fee $49.01 $50.32 $1.31 $51.62 $1.30

Resident means tested fee $7.59 $8.61 $1.02 $9.36 $0.75

Resident other care fees $0.73 $1.16 $0.43 $0.76 -$0.40

Accommodation payments from residents $11.77 $12.17 $0.40 $12.25 $0.08

Extra	service	fee $1.80 $1.74 -$0.06 $1.78 $0.04

Additional services fees $1.46 $1.80 $0.34 $2.28 $0.48

Resident funding sources $72.36 $75.80 $3.44 $78.05 $2.25

Other          

Imputed	interest	on	RADs	–	AASB	16	Leases	 – – – $7.96 $7.96

Other income 14.38 $16.70 $2.32 $14.33 -$2.37

Other 14.38 $16.70 $2.32 $22.30 $5.60

Total revenue $272.16 $283.54 $11.37 $296.64 $13.10

1.	Extra	service	subsidy	reduction	does	not	apply	to	new	residents	entering	care	from	1	July	2014,	however	it	still	applies	to	residents	in	ESS	places	
who	were	in	care	prior	to	1	July	2014.
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6.3.2 Expenses

Total expenditure in 2019-20 for residential care 
providers	was	$21.3	billion,	up	11.7 per	cent	from	
$19.0 billion in 2019-20. Chart 6.11 shows total 
expenses for the seven years to 2019-20. 

Table 6.12 shows the expenses for residential care 
providers in 2019-20 compared with the previous two 
years. Chart 6.12 presents the expenses for 2019-20 
as a proportion of total expenses.

Employee	costs	represent	66	per	cent	of	the	total	
expenses incurred by providers, an increase of 
7.3 per cent	over	2018-19.	This	followed	a	4.6	per	cent	
increase	from	2017-18.

‘Other’	expenses	represented	25	per	cent	of	total	
costs.	‘Other’	expenses	include	building	repairs	
and maintenance expenses, rent, utilities and costs 
associated with employment support activities, 
cleaning	and	administration.	Depreciation	accounts	
for	6 per cent	of	total	costs,	stable	from	previous	
years while interest costs and revaluation of assets 
account for the remaining 2 per cent.

Chart 6.11: Total expenses, residential care providers, 2013-14 to 2019-20 ($b)
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Table 6.12: Summary of expenses, residential care providers, 2017-18 to 2019-20 ($m) 

Expenses 2017-18 ($m) 2018-19 ($m) Change ($m) 2019-20 ($m) Change ($m)

Employee $12,426.7 $12,994.2 $567.5 $13,965.1 $970.9

Depreciation $968.9 $1,067.0 $98.1 $1,267.3 $200.3

Interest $186.7 $205.7 $19.0 $323.6 $117.9

Revaluation of assets (decrease)/
Impairment

 N/A  N/A N/A $351.6 $351.6

Other expenses $4,048.8 $4,770.4 $721.6 $5,365.3 $594.9

Total expenses $17,631.1 $19,037.3 $1,406.2 $21,272.9 $2,235.6
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Chart 6.12: Proportion of residential care provider 
total expenses, 2019-20 ($m)
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Table 6.13	shows	the	major	expense	types	for	
providers, per resident per day, for the six years 
to 2019-20. Total expenses per resident per day 
have generally increased each year by between 
4-6 per cent	until	2019-20	which	saw	a	significant	
increase	of	9.2 per cent.

As noted in recent annual reports, since 2016-17, 
a new breakdown of expenditure data was 
collected through the introduction of the ACFR. 
This has enabled the collection of more detailed 
expenditure information. Table 6.14	shows	
provider expenditure in 2019-20, compared with 
the previous two years, using the categories 
collected through the ACFR.

Table 6.13: Summary of residential care provider expenses, per resident per day, 2014-15 to 2019-20

Expenses 2014-15 2015-16 2016-17 2017-18 2018-19 2019-20

Employee $157.68 $166.84 $179.01 $187.21 $190.88  $201.72 

Depreciation $11.49 $11.87 $13.59 $14.60 $15.67 	$8.31	

Interest $2.21 $2.30 $2.60 $2.81 $3.02 	$4.67	

Revaluation of assets 
(decrease)/Impairment

N/A N/A N/A N/A N/A $5.08

Other $63.67 $66.57 $59.09 $61.00 $70.08 $77.50

Total expenses $235.05 $247.58 $254.29 $265.61 $279.65 $307.27

Table 6.14: Breakdown of residential care provider expenses, 2017-18 to 2019-20 ($m)

2017-18 
($m)

2018-19    
($m) Change ($m)

2019-20 
($m) Change ($m)

% of total 
expenses

Care

Employee	expenses $8,968.7 $9,449.6 $480.9 $10,162.4 $712.8 47.8%

Contracted services $0.0 $278.0 $278.0 $296.3 $18.3 1.4%

Other $588.4 $594.0 $5.6 $644.8 $50.8 3.0%

Total care expenses $9,557.0 $10,321.6 $764.6 $11,103.5 $781.9 52.2%

Accommodation            

Employee	expenses $283.7 $315.1 $31.4 $320.5 $5.4 1.5%

Repairs & maintenance $477.6 $450.8 -$26.8 $472.6 $21.8 2.2%

Rent $357.0 $423.5 $66.5 $247.0 -$176.5 1.2%

Other $497.8 $530.8 $33.0 $541.3 $10.5 2.5%

Total accommodation expenses $1,616.2 $1,720.2 $104.0 $1,581.4 -$138.8 7.4%
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2017-18 
($m)

2018-19    
($m) Change ($m)

2019-20 
($m) Change ($m)

% of total 
expenses

Hotel            

Employee	expenses $1,600.4 $1,691.7 $91.3 $1,784.7 $93.0 8.4%

Contracted services $495.9 $533.4 $37.5 $561.8 $28.4 2.6%

Other $722.4 $764.9 $42.5 $791.9 $27.0 3.7%

Total hotel expenses $2,818.7 $2,990.0 $171.3 $3,138.4 $148.4 14.8%

Administration            

Employee	expenses $970.4 $967.3 -$3.1 $1,091.5 $124.2 5.1%

Management fees $603.5 $570.4 -$33.1 $606.0 $35.6 2.8%

Other $662.4 $713.2 $50.8 $751.3 $38.1 3.5%

Total administration expenses $2,236.2 $2,251.0 $14.8 $2,448.7 $197.7 11.5%

Financing            

Depreciation $942.9 $1,067.0 $124.1 $1,267.3 $200.3 6.0%

Amortisation $26.0 $52.6 $26.6 $58.4 $5.8 0.3%

Interest $186.7 $205.7 $19.0 $323.6 $117.9 1.5%

Total financing expenses $1,155.6 $1,325.3 $169.7 $1,649.3 $324.0 7.8%

COVID-19            

Labour	Costs  N/A  N/A  N/A $120.4  N/A  N/A 

Resident Support  N/A  N/A  N/A $20.2  N/A  N/A 

Preventative	Measures  N/A  N/A  N/A $53.2  N/A  N/A 

Other	Expenses  N/A  N/A  N/A $13.4  N/A  N/A 

Total COVID-19 expenses  N/A  N/A  N/A $207.2  N/A  N/A 

Other            

Revaluation of assets (decrease)/
impairment

$38.7 $48.3 $9.6 $351.6 $303.3 1.7%

Loss	on	sale	of	assets $9.4 $18.8 $9.4 $17.5 -$1.3 0.1%

Imputed	Interest	Expenses	on	
RADs	-	AASB	16	Leases

– – $0.0 $561.0 $561.0 2.6%

Other $199.3 $362.2 $162.9 $214.2 -$148.0 1.0%

Total other expenses $247.4 $429.2 $181.8 $1,144.3 $715.1 5.4%

Total expenses $17,631.1 $19,037.3 $1,406.2 $21,272.9 $2,028.4 100.0%

Notes:

1. Management fees are expenses that are paid to another person/organisation to govern and manage operations of the facility on behalf of the 
provider (includes management fees paid to both related and non-related parties).

2.	AASB	16	Leases,	a	new	accounting	standard,	now	requires	leasees	to	recognise	most	rental	contracts	on	their	balance	sheets	as	right	of	use	
assets and corresponding lease liabilities.

3. For leased assets recognised in the balance sheet, rent expense is replaced by depreciation and interest expense that is calculated on the value of 
the leased asset.

4.	Short	term	leases	and	low	value	leases	are	exempt	and	can	still	be	shown	as	rent	expense	(similar	to	previous	years).
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Care expenditure relates to the direct costs incurred 
in providing care for residents within residential care 
facilities. Care related employee expenses make up 
93	per	cent	of	total	care	expenses,	and	48	per	cent	
of total expenditure, making it the largest single 
expense for providers. This is consistent with recent 
years.	Employee	expenses	include	payments	made	
to doctors, nursing, therapists, nutritionists, case 
managers, health assistants and support staff.

Other care expenses include items such as resident 
medication,	oxygen	and	related	equipment,	
treatments and procedures, incontinence aids, items 
that assist mobility, recreation and social activities, 
rehabilitation support, personal grooming and 
specific	cultural	and social events.

Accommodation expenditure, which represents  
7	per	cent	of	total	expenses	(9 per cent	in	
2018-19),	relates	to	the	costs	incurred	in	providing	
accommodation to residents. This includes 
accommodation employee expenses, repairs and 
maintenance and rent.

Hotel expenditure (which represents 15 per cent of 
total expenses) relates to the costs incurred in the 
provision of everyday living expenses to residents, 
including employees, contracted services and other. 
Contracted services are payments made to external 
providers or internal divisions for the provision of 
catering, cleaning or laundry. Other expenses consist 
of expenses such as meals, refreshments, other food 
consumables, bedding materials, toiletry and sanitary 
goods, cleaning items and laundry items.

Financing expenditure relates to depreciation incurred 
on	property,	plant	and	equipment,	amortisation	of	
intangible assets, and interest paid on borrowing used 
to	fund	the	capital	requirements	of	facilities.	Financing	
accounted	for	8 per	cent	of	total	expenditure	in	
2019-20,	stable	from	7 per cent	in	2018-19.

Other expenses relate to expenditure not covered in 
any of the above categories.

6.3.3 Financial results

The	financial	performance	of	residential	care	
providers	is	affected	by	variations	in	both	revenue	
and	expenditure.	It	can	also	vary	depending	on	the	
location in which care is delivered.

Chart 6.13	shows	the	average	EBITDA	per	resident	
per annum for all residential care providers since 
2010-11.	Overall,	the	financial	performance	of	
residential care providers continued to fall for 
the	third	year	in	a	row.	The	average	EBITDA	per	
resident	decreased	to	$6,445	from	$8,523	in	
2018-19 (a 24.4 per cent	decrease).	In	2016-17	it	
was	$11,481	and	has	dropped	almost	44 per cent	
in the three years since. ACFA also notes, based 
on	Department	of	Health	analysis	that	excluded	
both	additional	COVID-19	funding	provided	by	
Government	 and	COVID-19	related	expenses35, 
average	EBITDA	per	resident	across	the	sector	would	
have	been	$5,950	(a	decrease	of	30.2 per cent).	

35	 For	2019-20	onwards,	the	ACFR	provided	to	the	Department	
each year by home care and residential care providers was 
amended	so	that	COVID	related	income	and	expenses	could	be	
identified	and	tracked.		

Chart 6.13: Residential care provider average EBITDA per resident per annum, 2010-11 to 2019-20.
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It	should	be	remembered	that	this	analysis	is	based	
on	the	accuracy	of	providers	reporting	their	COVID	
related income and expenses which in some cases, 
particularly expenses, may not be easy to separate 
COVID	related	and	non-COVID	related.

Table 6.15 provides a summary of the overall 
financial performance	of	residential	care	providers	
since	2014-15.	As	shown	the	overall	profit	of	the	
sector	has	been	declining	significantly	since	2017-18	
and was negative	$736 million	in	2019-20,	dropping	
below	zero	for	the	first	time.	The	average	EBITDA	per	
resident	has	also	been	declining	since	2017-18	and	
dropped	again	from	$8,523	in	2018-19	to	$6,445.

Table 6.16	shows	the	financial	performance	of	
providers in 2019-20 by ownership type, location and 
scale.	In	general	terms,	based	on	EBITDA	per	resident,	
for-profit	providers	outperformed	not-for-profit	
providers	and	metropolitan	providers	significantly	
outperformed regional and rural providers. This is 
similar to the last two years. More detailed discussion 
of performance based on ownership, location and 
scale is included later in this section.

As	noted,	the	financial	performance	of	the	
residential care	sector	overall	declined	significantly	in	
2019-20, continuing a general decline in recent years.

Table 6.15: Summary of financial performance of residential care providers, 2014-15 to 2019-20

2014-15 2015-16 2016-17 2017-18 2018-19 2019-20

Revenue ($m) $15,810 $17,172 $17,757 $18,066 $19,302 $20,536

Expenses	($m) $14,903 $16,109 $16,751 $17,631 $19,037 $21,273

NPBT	($m) $907 $1,063 $1,006 $435 $264 -$736

NPBT	margin 5.7% 6.2% 5.7% 2.4% 1.4% -3.6%

EBITDA	($m) $1,776 $1,985 $2,072 $1,591 $1,590 $1,222

Average	EBITDA	p.r.p.a	 $10,222 $11,134 $11,481 $8,746 $8,523 $6,445

EBITDA	margin 11.2% 11.6% 11.7% 8.8% 8.2% 6.0%

Table 6.16: Summary of financial performance of residential care providers, by ownership, 
location and scale, 2019-20
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Revenue ($m) $20,536 $11,125 $8,495 $916 $13,349 $2,887 $4,301 $3,902 $4,381 $4,827 $7,426

Expenses	($m) $21,273 $11,475 $8,718 $1,080 $13,796 $3,058 $4,419 $3,928 $4,644 $4,909 $7,792

Profit	($m) -$736 -$349 -$223 -$164 -$448 -$172 -$117 -$25 -$263 -$82 -$366

EBITDA	($m) $1,222 $598 $726 -$101 $979 $31 $213 $289 $134 $378 $422

EBITDA	 
p.r.p.a ($)

$6,445 $5,593 $9,632 -$13,547 $8,055 $1,138 $5,165 $7,872 $3,247 $8,755 $6,143

EBITDA	margin 6.0% 5.4% 8.5% -11.0% 7.3% 1.1% 4.9% 7.4% 3.0% 7.8% 5.7%

NPBT	margin -3.6% -3.1% -2.6% -17.9% -3.4% -6.0% -2.7% -0.6% -5.99% -1.7% -4.9%
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In	2019-20	providers	reported	an	average	EBITDA	
per	resident	of	$6,445	down	from	$8,523	in	2018-19.	
These	recent	years	of	poorer	financial	performance	
follow	five	years	of	improving	financial	performance	
up	to	2016-17.	Forty-six per cent	of	residential	care	
providers	reported	a	net	profit	in	2019-20,	down	from	
58 per cent	in	2018-19.	This	continues	a	trend	of	a	
decreasing	proportion	of	providers	reporting	a	profit	
in	recent	years	(69 per cent	in	2015-16).

The	EBITDA	margin	was	6.0 per cent,	down	from	
8.2 per	cent	in	2018-19.	The	NPBT	margin	continued	
to decline, to negative	3.6 per cent	in	2018-19,	down	
from	1.4	per	cent	in	2018-19.

Chart 6.14	presents	the	EBITDA	per	resident	for	 
2016-17 to 2019-20 by provider performance 
quartiles.	As	shown,	the	average	EBITDA	per	resident	
declined	in	all	quartiles.	It	is	worth	noting	that	the	

decline over the years since 2016-17 has been far 
greater	for	providers	in	the	bottom	two	quartiles	
(62 per cent	and	132 per cent	respectively)	than	
for	those	in	the	top	two	quartiles	(17 per cent	and	
23 per cent	respectively).	This	indicates	the	better	
performing	providers	have	weathered	the	financial	
pressures of recent years far better.

Operating performance has traditionally varied across 
provider ownership type, location and scale. The 
following commentary provides analysis across the 
segments of providers.

By provider ownership type

Chart 6.15 shows the performance ratios for the last 
three years by ownership type, and Chart 6.16 shows 
the	average	EBITDA	per	resident	per	annum	for	the	
last four years, by ownership type.

Chart 6.14: Residential care provider comparative EBITDA per resident per annum, 2016-17 to 2019-20, by 
quartile.
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Chart 6.15: Residential care provider operating performance ratios, by ownership type, 2017-18 to 2019-20.
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While	the	not-for-profit	providers	reported	a	noticeable	
decline in performance in 2019-20 compared with 
2018-19,	the	for-profits	reported	a	slight	improvement,	
up	to	an	EBITDA	per	resident	of	$9,632	from	
$9,528	in	2018-19.	The	trend	of	for-profit	providers	
outperforming	not-for-profit	providers,	which	has	been	
evident for some time, continued in 2019-20.

However, this measure needs to be considered 
carefully	because	providers	in	the	not-for-profit	and	
government	sectors	often	have	different	business	
motives, business models and funding sources and 
often	operate	in	areas	affected	by	the	impacts	of	
remoteness and facility size.

As noted previously, commentary from the not-
for-profit	sector	indicates	that	the	generally	lower	
operating	financial	results	may	be	consistent	with	
their community or religious missions. They may 
fulfil	their	charters	in	a	range	of	ways	that	might	
be	difficult	or	inappropriate	in	a	more	commercial	
environment where investors are seeking returns.

Specifically,	not-for-profit	providers	may	choose	
to invest in or expend funds on amenities and 
services for which they are not funded through 
regulated	sources.	Not-for-profit	providers	may	

be	assisted	to do	this	through	a	range	of	funding	
pathways	and tax	benefits,	including	payroll	tax	relief,	
income tax	exemptions	and	tax	deductible	donations.	
However, where these costs are not covered by such 
incremental	revenue,	the	comparatively	lower	EBITDA	
for	many	not-for-profit	providers	may	be	the	product	
of	the	delivery	of	additional	“community	benefits”	or	
“social	impacts”	or	returns	which	are	not	recognised	
in the annual financial accounts.

Chart 6.16	shows	the	average	EBITDA	for	the	four	
years	to	2018-19	by	ownership	type.	The	for-profit	
providers reported a slight improvement, with an 
EBITDA	per	resident	of	$9,632,	up	from	$9,528	in	
2018-19.	By	contrast	the	not-for-profit	providers	
reported	a	34 per cent	decrease,	down	to	$5,593	from	
$8,520	in	2018-19.	

As shown in Chart 6.17 and Chart 6.18,	a	significantly	
higher	proportion	(39 per cent)	of	for-profit	providers	
were	present	in	the	top	quartile	of	EBITDA	per	
resident	compared	with	not-for-profit	providers	with	
20 per cent.	This	has	been	the	case	in	recent	years.	

As has been the case with all previous years, there 
is some representation of all ownership types 
in each	quartile.

Chart 6.16: EBITDA per resident, by ownership type, 2016-17 to 2019-20.
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Chart 6.17: Residential care provider average EBITDA per resident per annum, by quartile (number of 
providers in parentheses) – by ownership type, 2019-20.
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Chart 6.18: Residential care provider distribution between quartile of average EBITDA per resident per 
annum – by provider ownership type, 2019-20.
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By provider location

As shown in Chart 6.19, metropolitan providers once 
again	significantly	outperformed	regional	providers	
with	an	EBITDA	per	resident	of	$8,055	compared	
with	only	$1,138	for	regional	providers.	Metropolitan	
providers	did	report	a	decline	in	their	financial	
performance,	down	from	$9,790	in	2018-19	however	
the decline for regional providers was much greater, 
down	from	$4,916.

As with previous years, a higher proportion (30 per cent) 
of metropolitan providers are present in the top 
quartile	of	ranking	by	EBITDA	per	resident	compared	
with regional providers (19 per cent), as shown in 

Chart 6.20 and Chart 6.21. However the regional 
providers	(63	in	total)	that	are	in	the	top	quartile	
reported	a	significantly	higher	EBITDA	($26,896)	than	
the	142	metropolitan	providers	who	were	in	the	top	
quartile	($20,182).	Also	consistent	with	recent	years,	a	
significantly	higher	proportion	of	regional	providers	
(32	per	cent)	were	represented	in	the	bottom	quartile	
compared	with	21 per cent	of metropolitan providers.

As was the case with analysis based on ownership 
type, providers from all locations are present 
in each	quartile.

2274



80

Chart 6.19: Residential care provider EBITDA per resident, by provider location, 2016-17 to 2019-20
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Chart 6.20: Residential care provider average EBITDA per resident per annum, by quartile (number of 
providers in parentheses) – by location, 2019-20.
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Chart 6.21: Residential care provider distribution between quartile of average EBITDA per resident  
per annum – by location, 2019-20.
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By provider scale

In	2019-20,	providers	with	between	7	and	19	facilities	
were the best performing, reporting an average 
EBITDA	of	$8,755.	Single	facility	providers	were	the	
next	best	with	EBITDA	per	resident	of	$7,872.

Interestingly,	providers	with	between	2	and	6	facilities	
were the worst performers for the third year in a row, 
recording	an	average	EBITDA	per	resident	of	only	
$3,247.

In	2019-20,	as	was	the	case	in	2018-19,	more	than	
60 per cent	of	providers	with	between	7	and	19 facilities	
were	in	the	top	two	quartiles	(Chart 6.23 and 
Chart 6.24).	Twelve	of	the	24	providers	(50 per cent)	
who own more than 20 facilities were also in the top 

two quartiles	of	ranking	by	EBITDA	per	resident	per	
annum, although this has been declining from 17 of 
these	providers	who	were	in	the	top	quartile	in	2017-18.

The	149	single	facility	providers	(28 per cent)	who	
were	in	the	top	quartile	of	performers	actually	
reported	a	far	higher	EBITDA	per	resident	than	
the larger scale providers who were also in the 
top	quartile.	This	cohort	of	single	facility	providers	
report	EBITA	of	$26,868	compared	with	the	next	best	
performers	in	the	top	quartile	of	$21,419	for	the	
providers with 2 to 6 facilities. 

As was the case in previous years, providers from 
all	the	scale	classifications	are	represented	in	
all four	quartiles.

Chart 6.22: Residential care provider EBITDA per resident per day, by provider scale, 2016-17 to 2019-20.
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Chart 6.23: Residential care provider average EBITDA per resident per annum, by quartile (number of 
providers in parentheses), by provider scale, 2019-20

-$10,000 

-$15,000 

-$20,000 

-$5,000 

$0

$5,000 

$10,000 

$15,000 

$20,000 

$25,000 

$30,000 

$35,000 

Av
er

ag
e 

EB
IT

D
A 

pe
r 

re
si

de
nt

Top Quartile
(total sector average)

$20,543 (211)

Next top
(total sector average)

$9,091 (210)

Next bottom
(total sector average)

$2,663 (211)

Bottom
(total sector average)

-$12,618 (211)

Total
(total sector average)

$6,855 (843)

Single facility 2 to 6 facilities 7 to 19 facilities 20 or more facilities 

-$15,192
(137)

$26,868
(144)

$21,419
(52) $18,562

(13)
$14,670

(5)
$8,927

(57)
$9,109
(126)

$9,480
(23) $8,935

(8)

$2,349
(141)

$2,573
(52)

$2,962
(7)

$2,477
(14)

-$13,096
(68)

-$16,837
(8)

-$3,421
(2)

$7,876
(548)

$7,274
(22)$3,247

(229)

$8,755
(58)

2276



82

Chart 6.24: Residential care provider distribution between quartile of average EBITDA per resident  
per annum – by provider scale, 2019-20

28.0% 

23.5% 25.8% 

22.7% 

Top quartile 
Next top 

Next bottom 
Bottom 

18.9% 

23.6% 

23.6% 

33.9% 

Top quartile 
Next top 

Next bottom 
Bottom 

29.6% 

37.0% 

18.5% 

14.8% 

Top quartile 
Next top 

Next bottom 
Bottom 

8.3% 

41.7% 
37.5% 

12.5%

Top quartile 
Next top 

Next bottom 
Bottom 

Single facility 2-6 facilities 7-19 facilities 20 or
more facilities

6.3.4 Developments in 2020-21 and 
looking	ahead

There are indications, including through the 
December	2020	quarterly	financial	reports	from	
sector analysts StewartBrown, that the decline in 
financial	performance	seen	in	recent	years	continued	
in	the	first	half	of	2020-21,	albeit	only	slightly.	ACFA	
notes	that	in	the	first	half	of	2020-21,	an	additional	
$245 million	in	COVID-19	support	funding	was	
provided	to	residential	care	providers,	equating	to	
$975	per	resident	in	major	metropolitan	areas	and	
around	$1,435	per	resident	in	all	other	areas.	

The	Government’s	response	to	the	final	report	of	
the Royal Commission into Aged Care Quality and 
Safety announced additional funding for residential 
care	in	response	to	the	current	financial	pressures.	
In	particular,	the	Government	accepted	the	Royal	
Commission’s	recommendation	that	a	new	$10 per	
resident per day basic daily fee supplement should 
be	introduced	to	help	address	immediate	financial	
pressures.	This	will	provide	an	additional	$3.2 billion	
over the next four years and should help relieve some 
of	the	financial	pressure.	

ACFA has pointed out in previous reports that the 
formula used for indexing care payments under 
ACFI does	not	cover	wage	cost	movements	and,	
in	effect,	entails	an	expectation	of	significant	
productivity	improvements.	Pending	the	move	to	
independent price determination based on costing 
studies, the use of the current indexation formula 
will	continue	to	be	a	contributor	to	the	financial	
pressure experienced by providers. A moderating 
factor has been the recent increase in the real growth 
of	ACFI	payments	per	resident	per	day.	After	real	
growth	of	less	than	1 per cent	in	each	of	the	years	
between	2017-18	and	2019-20	(which	includes	a	short	
period when indexation was paused), real growth 
has	steadily	increased	since	January	2020,	averaging	
2.4 per	cent for 2020.

Looking	ahead,	the	move	to	independent	and	
transparent price determination arrangements based 
on regular costing studies, and the introduction of 
AN-ACC	to	replace	the	ACFI,	provides	the	opportunity	
to remove the volatility in funding that has 
characterised	ACFI	and	to	base	price	determination	
on	evidence	of	the	contemporary	cost	of	the	efficient	
delivery of aged care.

ACFA noted last year that an immediate risk facing 
residential	care	providers	was	the	spread	of	COVID-19	
which has the potential to cause a sizeable decline 
in occupancy through both departures and delays 
in	new	admissions,	with	consequential	financial	
pressures.	While	the	risk	of	a	significant	decline	in	
sector-wide	occupancy	due	to	COVID-19	did	not	
eventuate, there were some providers with services 
in areas of high community transmission who 
experienced	severe	outbreaks.	In	June	2021	the	
Government	announced	it	was	offering	zero-interest	
loans to eligible providers who had experienced 
a	significant	decline	in	their	RAD	balance	due	to	a	
sudden	drop	in	occupancy	due	to	COVID-19.	
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7. Residential care: capital investment

This chapter discusses:

• The	sources	of	capital	financing	for	the	
residential care sector, including the role of 
Refundable	Accommodation	Deposits	(RADs)36;

• key balance sheet metrics for residential care 
providers for 2019-20; and

• building and investment trends in the 
residential care sector.

On 30 June 2020, compared with 30 June 2019, 
the residential care sector had:

• Total	assets	of	$56.4	billion,	up	from	 
$52.6	billion,	which	includes:	

• $14.1	billion	of	current	assets,	a	decrease	of	
$100 million;	and

• $42.1	billion	of	non-current	assets,	up	from	
$38.2 billion.

• total	liabilities	of	$44.8 billion,	up	from	
$39.0	billion.	This	includes	$32.2 billion	of	
accommodation deposits held by the sector,  
up from $30.2 billion;

• net assets of $11.5 billion, a decrease of 
$1.1 billion;

• average	return	on	equity	was	10.6 per cent,	
down from 12.5 per cent; 

• average return on assets was 2.2 per cent, 
down from 3.0 per cent; and

• cash held as percentage of accommodation 
deposit	balances	was	19.9 per cent,	down	 
from	20.8 per cent

Recent building trends:

• $5.7 billion of building works were either 
completed	or	in-progress	as	at	30	June	2020	
compared	with	$5.3	billion	at	30	June	2019;	and

• planned building activity remains subdued.

36	 Includes	bonds	prior	to	1	July	2014.

7.1 Capital financing
Capital for residential care providers is	comprised	of:

• equity,	including	retained	earnings;

• loans	from	financial	or	other	institutions;

• interest free loans from residents in the form of 
lump	sum	Refundable	Accommodation	Deposits	
(bonds	pre	1	July	2014);

• capital investment support from Government by 
way	of	capital	grants	for	eligible	projects;	and

• capital endowments.

7.1.1 Residents as a source capital

Lump	sum	Refundable	Accommodation	Deposits	
(RADs)	by	residents,	which	act	as	interest	free	loans	
to	providers,	are	a	significant	source	of	funding	for	
capital	investment	in	residential	care.	At	30	June	2020,	
a	total	of	$32.2 billion	of	accommodation	deposits	was	
held by providers. The investment of accommodation 
deposits held by providers is a source of interest 
income that is included in the other income reported 
by providers in their operating statement.

As	an	alternative	to	RADs,	residents	can	choose	to	
a	pay	a	Daily	Accommodation	Payment	(DAP)	or	a	
combination	of	a	RAD and	DAP.

Partially	supported	residents	contribute	towards	
accommodation as a Refundable Accommodation 
Contribution	(RAC)	or	Daily	Accommodation	
Contribution	(DAC).	In	this	report,	references	
to	RADs	also	include	RACs	and	references	to	
DAPs include	DACs.

In	February	2020,	the	Minister	for	Aged	Care	
tasked	ACFA	with	reviewing	the	role	of	RADs	in	
residential aged care. ACFA’s report on refundable 
accommodation deposits and their use into the 
future37	concluded:

• That	RADs	had,	and	continue	to,	provide	a	low	cost	
and accessible form of capital for many providers 
and	have	contributed	to	the	significant	investment	
in residential aged care in recent years.

37 https://www.health.gov.au/resources/collections/review-
of-the-current-and-future-role-of-refundable-accommodation-
deposits-in-aged-care
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• While	there	has	been	an	overall	shift	away	
from	RADs,	to	date	it	has	been	modest,	
gradual and manageable.

• A	rapid	shift	away	from	RADs	to	DAPs	would	
significantly	impact	the	business	model	of	some	
providers	who	rely	on	RADs,	and	that	the	sector	as	
a whole would be unlikely to be able to sustain a 
rapid shift. 

• There	is	no	immediate	alternative	to	RADs	and	
that	any	move	away	from	RADs	would	need	to	
be gradual and with early sector engagement. 
Additionally, the Government would need to 
provide some support to some providers who may 
face	financial	pressure	if	RADs were ceased.

7.1.2 Commonwealth as a source 
of capital

The Australian Government makes capital grants 
available through the ACAR (via the Rural, Regional 
and Other Special Needs Building Fund) for services 
that target communities and geographic areas where 
there	may	be	insufficient	access	to	capital	from	other	
sources. Through the current 2020-21 ACAR, up to 
$150 million in capital grants has been made available 
under the Fund. 

Additionally, the higher accommodation supplement, 
payable	where	a	facility	has	been	built	or	significantly	
refurbished since 20 April 2012, is encouraging 
investment in residential care. Although not strictly a 
form of capital for providers, it provides an increased 
rate of return on the capital invested.

The	higher	accommodation	supplement	is	$58.69	per	
eligible	resident	per	day	compared	with	$44.02	for	
the standard accommodation supplement (20 March 
2021	rates).	As	at	31 December 2020,	1,818	facilities	
(1,622	at	31	December	2019)	or	61.5	per	cent	of	all	
facilities	qualified	for	the	higher	accommodation	
supplement.	Of	these,	1,612	were	significantly	
refurbished and 206 were newly built facilities.

7.1.3	 Other	sources	of	capital	finance

Residential care providers also obtain capital 
finance from	investors,	loans	from	financial	and	
other institutions	and	donations/endowments.

ACFA does not have data across the sector on debt 
and	equity	financing,	other	than	that	reported	in	
the aggregated balance sheets, which are discussed 
in this chapter.

7.2 Accommodation deposits
At	30	June	2020,	refundable	accommodation	
deposits (including accommodation bonds) held by 
residential	care	providers	totalled	$32.2 billion,	and	
comprised	57 per cent	of	total	assets	($56.4 billion)	
and	79 per cent	of	liabilities	($44.8 billion).

At	30	June	2020,	there	were	96,609	refundable	
accommodation	deposits	held	by	providers	(94,870	
at	30 June 2019),	with	an	average	value	of	$334,000	
($318,000	in	2018-19).	As	shown	in	Table 7.1,	
the average value of accommodation deposits 
continues to increase each year.

Residents	who	are	assessed	as	having	low	financial	
capacity are eligible for Commonwealth assistance 
with their accommodation costs as either a partially 
supported	or	fully	supported	resident.	Partially	
supported residents may be asked to contribute 
towards the cost of accommodation, depending 
on their means. They can choose to pay their 
accommodation contribution by a lump sum 
refundable accommodation contribution (RAC), a daily 
accommodation	contribution	(DAC),	or	a	combination	
of the two. Fully supported residents cannot be 
asked to make a contribution and have their 
accommodation costs met in full by Government. 
In	2019-20,	around	47 per cent	of	all	residents	were	
supported, either fully or partially.

Residents who are not eligible for Commonwealth 
assistance for all of their accommodation costs, 
pay the accommodation price they agreed before 
they entered care. The agreed price cannot exceed 
the published price for the room.

Residents	can	choose	(within	28	days	of	admission)	
to pay their accommodation costs by a lump sum 
refundable accommodation deposit/contribution 
(RAD/RAC),	a	daily	accommodation	payment/
contribution	(DAP/DAC)	or	a	combination	of	the	
two. The	maximum	permissible	interest	rate	(MPIR)	
is	used	to	maintain	equivalence	between	daily	
payments and lump sums38.

38	 The	lump	sum	RAD	amount,	which	is	agreed	between	the	
provider	and	the	resident,	is	multiplied	by	the	MPIR	and	divided	
by	365	days	to	calculate	the	daily	DAP.	Conversely,	a	daily	DAC	
amount, which is advised by Services Australia, is divided by the 
MPIR	and	multiplied	by	365	days	to	calculate	the	lump	sum	RAC.	
The	MPIR	is	determined	quarterly	in	accordance	with	Section	
6 of the Fees and Payments Principles 2014 (No. 2). Current and 
historic	rates	of	the	MPIR	are	available	on	the	Department	of	
Health website.
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Chart 7.1 shows the total pool of accommodation 
deposits	held	by	providers	since	2013-14,	as	well	as	
the number of deposits held.

While	the	pool	of	accommodation	deposits	
continues to	grow,	there	is	a	gradual	trend	away	from	
RADs	in	favour	of	DAPs,	as	shown	in	Chart	7.2.	

The	proportion	of	people	choosing	RAD/RACs	has	
dropped	every	year,	albeit	slightly,	since	2014-15.	

The proportion	of	residents	choosing	DAP/DACs	 
has gradually increased over the four years from 
33	per	cent	in	2014–15	to	43 per	cent	in	2019-20.	
This trend has not been caused by a change 
in the proportion of non-supported residents 
as that has been relatively stable at around 
50 per cent	since	2014-15	(although	did	drop	to	
47.4 per cent	in	2019-20)	which	indicates	a	trend	in	
consumer payment preferences.

Chart 7.1: Total value and total number of accommodation deposits held, 2013-14 to 2019-20
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Table 7.1: Average value of refundable accommodation deposits held by providers, 2013-14 to 2019-20

2013-14 2014-15 2015-16 2016-17 2017-18 2018-19 2019-20

$229,000 $248,000 $267,000 $283,000 $303,000 $318,000 $334,000
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Further, as noted earlier, while ACFA noted the 
overall	shift	away	from	RADs	to	date	has	been	
modest, gradual and manageable, feedback from 
consultations reported that some providers are 
concerned	about	a	move	towards	DAPs.	ACFA	
acknowledged, however, that a rapid shift away from 
RADs	to	DAPs	would	significantly	impact	the	business	
model	of	some	providers	who	rely	on	RADs,	and	that	
the sector as a whole would be unlikely to be able to 
sustain a rapid shift. 

ACFA has previously noted there are several factors 
that a consumer might take into consideration 
when determining how to pay the accommodation 
payment.	These	include:	the	rate	of	the	Maximum	
Permissable	Interest	Rate	(MPIR),	(if	interest	rates	fall,	
equivalent	daily	payments	will	fall	for	non-supported	
residents and vice versa); expected length of stay (if 
shorter, then more likely to pay by daily payment); 
personal	financial	circumstances;	and	the	length	of	
time it takes to sell the family home.

Feedback from providers also suggests that the 
movement in house prices and conditions in the 
housing	market	are	important	factors	in	influencing	
the	choice	between	RADs or	DAPs.

In	terms	of	the	MPIR	influencing	decisions	on	
accommodation payments in aged care, there is 
the potential for movement from lump sums to 
daily	payments	if	the	equivalence	rate	is	set	too	
low. The current record low interest rates have seen 
the	equivalent	daily	accommodation	payment	for	a	
$550,000	RAD	fall	from	$100.89	in	July	2014,	when	
the	equivalence	formula	was	introduced,	to	$60.42	
currently. High interest rates would see a reversal of 
this situation. 

If	all	other	things	are	equal,	and	consumers	can	
achieve a better return, they may be inclined to 
invest the lump sum and pay the daily payment out 
of investment earnings. On the other hand, some 
residents see daily payments as interest charged on 
the outstanding lump sum. From this perspective, 
residents	see	the	MPIR	(4.04 per cent	as	at	 
1	July 2021)	as	a	punitively	high	rate of interest.

As ACFA noted in last year’s annual report, part of the 
reduction in the proportion of residents paying by 
lump	sum	could	also	be	transitional	and	may	reflect	a	
greater understanding by consumers of their ability to 
choose how to pay for their accommodation, as was 
intended by the reforms implemented in	2014.

The	decrease	in	the	proportion	of	RAD/RACs	has	
been most	noticeable	for	not-for-profit	providers,	
where the proportion has dropped steadily from 
42 per cent	in	2014-15	to	30 per cent	in	the	last	two	
years (Chart 7.3).	For	the	for-profit	providers,	the	
proportion	of	residents	choosing	RAD/RACs	has	
consistently	been	higher	than	the	not-for-profits,	
although	is	also	declining	and	was	40 per cent	in	
2019-20	compared	with	46 per cent	in	2014-15	when	
the reforms began. 

When	analysed	in	terms	of	location,	lump	sum	
payments continued to drop, albeit slightly, in 
metropolitan	areas,	falling	to	36 per cent	in	2019-20	
from	37	per	cent	in	2018-19	(45 per cent	in	2014-15)	
(Chart	7.4).	In	regional	areas,	there	was	also	a	drop	in	
the	number	of	residents	choosing	RADs,	29 per cent,	
down	from	32 per cent	in	2018-19.	The	choice	of	
payment type in remote areas was stable. 

Chart 7.3: Resident choice of payment method, by ownership, 2014-15 to 2019-20

0% 

10% 

20% 

30% 

40% 

50% 

60% 

70% 

80% 

90% 

100% 

Not-for-profit For-profit Government 

RAD/RAC DAP/DAC Combination 

42% 

33% 

25% 

20
14

-1
5

20
15

-1
6

20
16

-1
7

20
17

-1
8

20
18

-1
9

20
19

-2
0

20
14

-1
5

20
15

-1
6

20
16

-1
7

20
17

-1
8

20
18

-1
9

20
19

-2
0

20
14

-1
5

20
15

-1
6

20
16

-1
7

20
17

-1
8

20
18

-1
9

20
19

-2
0

36% 

37% 

27% 

34% 

44% 

22% 

46% 

31% 

23% 

48% 

32% 

20% 

46% 

33% 

21% 

35% 

38% 

27% 

27% 

49% 

24% 

29% 

49% 

22% 

34% 

43% 

23% 

30% 

46% 

25% 

30% 

46% 

25% 

43% 

34% 

22% 

44% 

34% 

22% 

40% 

38% 

22% 

28% 

50% 

21% 

27% 

51% 

22% 

28% 

49% 

23% 

Pr
op

or
tio

n 
of

 c
on

su
m

er
s

2282



88

Chart 7.4: Resident choice of payment method, by location, 2014-15 to 2019-20
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Chart 7.5: Resident choice of payment method, by partially supported and non-supported residents,  
2015-16 to 2019-20
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There	continues	to	be	a	very	significant	difference	
in choice of payment between non-supported 
residents and partially supported residents, as shown 
in Chart 7.5.	Forty-two	per	cent	of	non-supported	
residents chose to pay their accommodation payment 
by	a	RAD	whereas	only	4	per	cent	of	partially	
supported residents chose this option, although the 
proportion	of	non-supported	residents	paying	a	RAD	
has also been decreasing steadily over the four years 
since,	from	51 per cent	in	2015-16.	The	proportion	
of residents paying by lump sum may include 
residents who had commenced to pay full or partial 
daily payments, and then paid a lump sum during 
the year. Similarly, residents paying a daily payment 
may subsequently	pay	a	lump	sum	(e.g.	once	their	
house is sold).

7.2.1 Accommodation deposit prices

On	1	July	2014,	new	accommodation	pricing	
arrangements	came	into	effect.	The	changes	were:

• Lump	sum	accommodation	payments	became	
known	as	Refundable	Accommodation	Deposits	
(RADs)	instead	of	Accommodation	Bonds;

• providers	were	able	to	charge	a	RAD	to	any	resident	
whereas they had previously only been able to 
charge an Accommodation Bond for low care 
residents,	or	a	high	care	resident	in	Extra	Service	
facilities;

• providers were no longer able to deduct a retention 
amount	from	the	RAD;

• residents became able to, at their discretion, choose 
to	pay	a	RAD,	a	Daily	Accommodation	payment	(DAP)	
or	any	combination	of	RAD	and	DAP;	and
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• providers	were	required	to	publish	the	maximum	
price for their rooms, or part of a room, in their 
aged care facilities. Residents may negotiate a lower 
price (known as the agreed price) but cannot be 
asked to pay more than the published price.

Charts 7.6 and 7.7 show the average published and 
agreed	accommodation	prices	since	1 July 2014,	
presented by provider ownership type and location. 
This	data	includes	RADs,	DAPs	and	combination	
payments and covers the price of a residential care 
room, not the method of payment.

In	terms	of	provider	ownership	(Chart	7.6),	
agreed prices	for	both	the	for-profit	and	the	
not-for-profit-providers	are	consistently	lower	than	

the	published	prices.	In	2018-19	the	overall	average	
agreed price for the sector was around $60,000 less 
than the average published price. 

Also	as	shown,	for-profit	providers	have	consistently	
higher	published	and	agreed	prices	than	not-for-profit	
providers. The average agreed price is less than the 
average published price because residents may, and 
often do, negotiate a lower price.

In	terms	of	location	(Chart 7.7), as has been the 
case in previous years, the average published and 
agreed	price	in	metropolitan	areas	was	significantly	
higher than in regional and remote areas. This is 
to	be	expected	given	the	difference	in	house	prices	
across these areas.

Chart 7.6: Average agreed and published accommodation prices (lump sum equivalent), by ownership, 
2014-15 to 2019-20
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Chart 7.7: Average agreed and published accommodation prices (lump sum equivalent), by location,  
 2014-15 to 2019-20
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7.3 Financing status – 
balance sheet
This section focuses on the balance sheet of the 
residential care sector, showing the liabilities, assets 
and net assets.

In	2016-17	the	Department	of	Health	began	collecting	
financial	data	from	providers	via	the	Aged	Care	
Financial Report (ACFR). This has allowed greater 
disaggregation of the total assets and liabilities 
compared with earlier years which is used in some 
of the analysis. Table 7.2 shows a high level balance 
sheet summary for residential care providers for the 
last five years.

At	30	June	2020,	the	sector	as	a	whole	had	total	
assets	of	$56.4	billion	(an	increase	of	$3.9 billion	or	
7.4 per cent	since	30	June	2019).	Current	assets	were	
$14.1 billion,	a	slight	decrease	from	2018-19	and	fixed	
assets	decreased	to	$27.7 billion	from	$28 billion.	
Accommodation deposits continued to increased, 
up to	$32.2 billion	from	$30.1 billion	(an	increase	of	
7 per	cent).

Total	liabilities	were	$44.8	billion,	up	from	 
$39.9	billion	in	2018-19.	This	includes	the	$32.2 billion	
of accommodation deposits held by the sector. 
Total liabilities as a proportion of total assets is a 
measure that indicates an organisation’s leverage and 
shows	the	proportion	of	total	assets	financed	through	
borrowings.	As	shown	in	Chart	7.8,	this	proportion	
was	79.5 per cent	in	2019-20	and	has	been	gradually	
increasing	for	four	years	from	73.1 per cent	in	2015-16.

Overall,	net	worth/total	equity	in	the	sector	was	 
$11.6	billion	in	2019-20,	down	from	$12.7 billion	in	
2018-19.

Other liabilities, which include secured bank and 
related party lenders, creditors and provisions, 
increased	to	over	22 per cent	from	around	
18.5 per cent	the	previous	two	years	(Chart	7.8).

Net	worth/total	equity	as	a	proportion	of	assets	
decreased	noticeably	to	20.5 per cent	after	being	
around	24-26 per cent	for	the	previous	four	years.	
This is a measure of the share of an organisation 
which	is	contributed	by	and	held	beneficially	by	the	
owners/shareholders.	The	decrease	in	equity	which	
contributed to reduction in this ratio was a direct 
result of the sector making a large loss ($736 million) 
in 2029-20.

Table 7.2: Balance sheet of residential care providers, 2015-16 to 2019-20

Assets/liabilities 2015-16 ($m) 2016-17 ($m) 2017-18 ($m) 2018-19 ($m) 2019-20 ($m)

Financial assets $5,611 $8,199 $9,047 $9,248 $8,931

Fixed assets $11,455 $22,963 $24,061 $27,997 $27,675

Right of use assets – – – – $2,933

Other assets $23,629 $13,855 $15,292 $15,323 $16,862

Total assets $40,695 $45,017 $48,400 $52,568 $56,401

Refundable accommodation deposits $21,872 $24,710 $27,523 $30,183 $32,205

Lease	liabilities – – – – $2,976

Other liabilities $7,878 $8,981 $9,050 $9,703 $9,663

Total liabilities $29,750 $33,691 $36,573 $39,886 $44,844

Net worth/equity $10,945 $11,326 $11,827 $12,682 $11,557

Notes:

1.	AASB	16	Leases,	a	new	accounting	standard,	now	requires	leasees	to	recognise	most	rental	contracts	on	their	balance	sheets	as	‘right	of	use	
assets’ and corresponding lease liabilities. For leased assets recognise in the balance sheet, rent expense is replaced by depreciation and interest 
expense that is calculated on the value of the leased asset.

2. Short-term leases and low value leases are exempt and can still be shown as rent expense (similar to previous years).
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Chart 7.8: Residential care provider liability types as a proportion of total assets, 2015-16 to 2019-20
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7.3.1 Balance sheet analysis by 
ownership type

Assets and liabilities have been analysed by 
ownership	type	in	order	to	identify	differences	
between	not-for-profit,	for-profit	and	government	
providers. Table 7.3 shows liabilities and  
net	worth/equity	as	a	proportion	of	total	assets	
by ownership type, while Chart 7.9 shows the 
proportions for the past three years.

At	30	June	2020,	for	the	not-for-profit	providers,	
refundable	accommodation	deposits	(RAD)	funded	
57 per cent	of	their	total	assets	of	$29.4	billion.	

This	compares	with	the	for-profit	providers	whose	
RADs	funded	59 per cent	of	their	total	assets	of	
$25.1 billion.	

As has been the case in previous years, the  
for-profit	sector	has	a	significantly	higher	
proportion of	liabilities,	with	their	total	liabilities	
being 94	per	cent	(88	per	cent	in	2018-19)	of	their	
total	assets,	compared	with	the	not-for-profit	
providers	with	70 per	cent	(65 per cent	in	2018-19).	
This	significant	difference	is	representative	of	the	way	
the	for-profits	operate	in	terms	of	higher	leveraging.	
It	is	worth	noting	that	both	the	not-for-profit	and	the	
for-profit	providers	had	an	increase	of	5 per cent.

Table 7.3: Balance sheet, by ownership type, at 30 June 2020 ($m)

Not-for-profit	
($m)

For-profit	 
($m)

Government 
($m)

Total sector  
($m)

Total assets funded by: $29,358 $25,083 $1,961 $56,401

Refundable accommodation deposits $16,620 $14,910 $676 $32,205

Other liabilities $3,881 $8,561 $197 $12,639

Total liabilities $20,501 $23,470 $873 $44,844

Net worth/equity $8,856 $1,612 $1,088 $11,557

As a % of total assets        

Refundable accommodation deposits 56.61% 59.44% 34.46% 57.10%

Other liabilities 13.22% 34.13% 10.06% 22.41%

Total liabilities 69.83% 93.57% 44.51% 79.51%

Net worth/equity 30.17% 6.43% 55.49% 20.49%
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Chart 7.9: Liabilities and net worth as a proportion of total assets, by provider ownership type,  
2017-18 to 2019-20
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Table 7.4	presents	the	consolidated	balance	sheet	at	 
segment and organisation level for 2019-20.

Table 7.4: Disaggregated balance sheet by provider ownership type, at 30 June 2020 ($m) 

Not-for-profit	($m) For-profit	($m) Government ($m) All providers ($m)

Assets

Current assets

Cash $4,538 $1,397 $353 $6,287

Financial assets $1,906 $101 $125 $2,133

Trade receivables $613 $302 $57 $971

RADs	&	RACs	receivable $439 $326 $47 $812

Related party loans $315 $2,949 $0 $3,264

Other current assets $382 $245 $53 $680

Total current assets $8,192 $5,320 $635 $14,147

Non-current assets        

Financial assets $365 $142 $4 $511

Related party loans $258 $3,632 $0 $3,890

Work	in	progress $763 $350 $8 $1,120

Intangibles	–	bed	licences $1,055 $2,389 $26 $3,470

Intangibles	–	other $408 $1,674 $15 $2,097

Fixed assets $17,549 $8,862 $1,264 $27,675

Right of use assets $693 $2,236 $5 $2,933

Other non-current assets $74 $478 $5 $557

Total non-current assets $21,165 $19,762 $1,326 $42,254

Total assets $29,358 $25,083 $1,961 $56,401
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Not-for-profit	($m) For-profit	($m) Government ($m) All providers ($m)

Liabilities        

Current liabilities        

Accommodation deposits (incl. bonds) $16,620 $14,910 $676 $32,205

Bank borrowings $183 $713 $0 $897

Related party loans $185 $1,116 $1 $1,301

Employee	provisions $931 $581 $110 $1,622

Lease	liabilities $135 $240 $3 $379

Other current liabilities $1,013 $1,258 $8 $2,278

Total current liabilities $19,068 $18,817 $797 $38,682

Non-current liabilities        

Bank borrowings $491 $891 $25 $1,407

Related party loans $77 $1,107 $0 $1,184

Employee	provisions $160 $108 $25 $293

Lease	liabilities $463 $2,130 $3 $2,597

Other non-current liabilities $242 $417 $22 $681

Total non-current liabilities $1,434 $4,653 $76 $6,162

Total liabilities $20,501 $23,470 $873 $44,844

Net assets $8,856 $1,612 $1,088 $11,557

As shown in Table 7.3,	fixed	assets	–	predominantly	
residential aged care facilities – are the single largest 
asset	category	held	by	providers	($27.7 billion	or	
49	per	cent	of	total	assets).	This	is	consistent	with	
previous	years.	In	terms	of	ownership	type,	fixed	
assets	represent	60 per cent	of	total	assets	for	
the not-for-profit	providers,	whereas	for	the	 
for-profit	providers	it	represents	35 per cent.	This	
is	also	consistent	with	recent	years.	The	significant	
difference	is	likely	explained	in	part	by	providers	in	
the	for-profit	sector	being	more	likely	to	rent	the	
facilities in which they provide residential services, 
often under arrangements where the facilities are 
rented from related party entities.

For	the	sector,	cash	($6.3	billion)	and	financial	assets	
($2.1	billion)	represent	15 per cent	(16.6 per cent	in	
2018-19)	of	total	assets	and	60 per cent	of	current	
assets.	Again,	there	are	differences	between	
ownership	types	with	the	not-for-profit	providers	
holding	79 per cent	of	current	assets	in	cash	and	
financial	assets,	while	for-profit	providers	hold	only	
30 per	cent.		For-profit	providers	are	more	active	
in placing their funds in other categories of assets, 
including related party entities.

Intangible	assets	make	up	10 per	cent,	or	$5.6	billion	
of total sector assets (stable from recent years). Of 
this, bed licences make up 63 per cent, or $3.5 billion, 
and	other	intangibles	of	$2.1 billion,	consisting	mostly	
of	goodwill	held	by	the	for-profit	sector,	make	up	the	
remainder.	For-profit	providers	hold	73 per cent	of	
the intangibles balance for the sector. 

Fifty-three per	cent	of	for-profit	providers	(52 per cent	
in	2018-19)	have	recognised	the	value	of	bed	
licences.	In	contrast,	only	27	per	cent	of	not-for-profit	
providers	(28 per cent	in	2018-19)	have	recognised	
the value of their bed licences.

ACFA notes the Government’s announcement 
in response to the Royal Commission that, from 
1 July 2024,	residential	care	places	will	be	assigned	
directly to consumers rather than to providers. This 
is a change that Government had been considering 
previously (before the Royal Commission), including 
undertaking an impact analysis to examine the 
potential implications of moving away from allocating 
residential care places to providers. This included 
consideration of the implications for bed licences and 
intangible assets. ACFA notes that proposed changes 
to remove the allocation of places to providers will 
affect	the	intangible	assets	of	those	providers	who	
currently recognise the value of their bed licences.
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7.3.2 Balance sheet performance 
ratios

Balance sheet ratios provide a guide as to the 
financial	health	of	providers	through	an	analysis	of	
their	profitability,	liquidity	and	efficiency	as	well	as	
their net worth.

Balance sheet performance ratios – definitions

Current Ratio

Current ratio is a measure of an organisation’s 
ability to meet its short-term obligations 
(current liabilities) from its current assets. 
The current ratio measures an organisation’s 
liquidity	and	provides	an	indication	of	risk	that	
the organisation may not be able to meet its 
short-term obligations as and when they fall due. 
It	is	calculated	by	dividing	current	assets	of	an	
organisation by its current liabilities.

Generally, a current ratio of at least 1.0, shows 
that	an	organisation	has	sufficient	current	assets	
to meet its short-term obligations. However 
the	requirement	to	categorise	accommodation	
deposits as current liabilities39 on the balance 
sheet of providers means that the current ratio 
needs to be treated with some caution and 
considered	in	conjunction	with	other	financial	
indicators	of	liquidity	for	aged	care	organisations.	
For	example,	although	RADs	are	required	to	be	
repaid when a resident leaves care, they are often 
repaid after a stay of longer than one year. The 
average length of stay for residents is currently 
just	over three years.

Cash as a proportion of accommodation deposits

Cash	and	cash	equivalents	in	the	form	of	
financial	assets,	as	a	proportion	of	refundable	
accommodation deposit balances provides 
an indication of an organisation’s capacity to 
repay the accommodation deposit balances 
with liquid	resources.

39	 The	requirements	for	the	presentation	of	financial	statements	
is set out in AASB 101 and paragraph 69(d) relates to liabilities 
where there is no right to defer settlement of the liability for at 
least 12 months after the reporting period. The average length 
of stay of a resident is three years and as a result, the liability for 
repayment of an accommodation deposit can extend beyond 
12 months after year end if the resident is still in care.

Net Assets Value

The net assets value provides an indication of 
the value of an organisation. The net assets value 
is determined by taking the total assets of an 
organisation and subtracting total liabilities. A low 
net assets value or a decrease in the value over 
time	indicates	higher	levels	of	financial	risk	for	
lenders and consumers.

Debt Ratio

The debt ratio is calculated by dividing an 
organisation’s total liabilities by its total assets 
and provides an indication of the degree of 
financing	of	an	organisation.	Within	the	aged	
care sector, total liabilities will consist of an 
organisation’s refundable accommodation 
deposits as well as other secured and unsecured 
debt balances. An organisation’s total assets 
will include cash and asset balances to which 
the refundable accommodation deposits may 
have been applied. As total liabilities increase 
as a proportion of total assets, the higher 
levels	of	debt	could	reflect	the	use	of	additional	
borrowings used to fund an organisation’s 
improvements and expansions.

EBITDA to total assets ratio

The	EBITDA	to	total	assets	ratio	measures	
the operating return generated from an 
organisation’s total assets. The ratio is a measure 
of	financial	performance	and	is	calculated	
by taking the earnings, before interest, tax, 
depreciation	and	amortisation	(EBITDA)	and	
dividing this by the organisation’s total assets. 
Generally,	the	higher	the	EBITDA	to	total	assets	
ratio, the better the level of return generated 
from the organisation’s total assets.

Equity to total assets ratio

Net	worth/total	equity	as	a	proportion	of	total	
assets provides an indication of solvency. For 
the	for-profit	providers,	it	shows	the	proportion	
of an organisation’s assets which have been 
contributed by the owners/shareholders. For 
the	not-for-profit	and	government	providers,	
equity	typically	consists	of	retained	earnings	and	
revaluation reserves. The lower the ratio suggests 
that an organisation has used more debt to fund 
its asset balances.
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As shown in Chart 7.10 the current ratio for the whole 
sector continued to decrease in 2019-20, down to 
0.37	from	0.40	in	2018-19.	The	sector’s	current	ratio	
had	been	0.48	in	2014-15.	The	decrease	indicates	
a slight increase in the risk that organisations may 
not be able to meet their current liabilities from the 
current asset balances.

In	terms	of	ownership	type,	all	three	ownership	
types recorded decreases in their current ratios in 
2019-20	compared	with	2018-19.	The	current	ratio	for	
not-for-profit	providers	decreased	to	0.43	from	0.47	
in	2018-19.	The	current	ratio	for	for-profit	providers	
dropped	slightly	to	0.28	from	0.30.	As	has	been	the	
case for several years, the current ratio for the  
not-for-profits	was	higher	than	the	current	ratio	
achieved	by	the	for-profits.	

A current ratio of less than 1.0 ordinarily indicates 
an	organisation	has	insufficient	assets	to	meet	their	
obligations when they become due and payable. 
However,	although	RADs	can	become	repayable	at	
any	time	and	are	classified	as	current	liabilities,	in	
practice, the repayment period for accommodation 

deposit balances will vary in line with each resident’s 
tenure. This means that the current ratio result 
should be used with caution and considered 
with	other	financial	indicators	in	the	residential	
aged care sector.

As shown in Chart 7.11,	the	EBITDA	to	total	assets	
has been trending downwards in recent years, falling 
for	the	whole	sector	from	3	per	cent	in	2018-19	to	
2.3 per cent in 2019-20. This is likely due mainly to 
the	deterioration	in	financial	performance	of	the	
sector	in	recent	years.	In	terms	of	ownership,	the	
for-profit	providers	were	steady	at	3.2 per cent	but	
have	generally	declined	in	recent	years	(5.3 per cent	
in 2015-16). The decline has been even greater for 
the	not-for-profit	providers,	down	to	2 per cent	
from	3.2 per cent	in	2018-19	and	4.9 per cent	
in	2015-16.	The	EBITDA	to	total	assets	ratio	
measures the operating return generated from an 
organisation’s total assets.

Chart 7.10: Current ratio, by provider ownership, 2014-15 to 2019-20
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Chart 7.11: EBITDA to total assets, by provider ownership, 2015-16 to 2019-20
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There	continues	to	be	a	significant	difference	between	
provider types when looking at the results for the 
equity	to	total	assets	ratio,	as	shown	in	Chart 7.12. 
Not-for-profit	providers	are	generally	around	20-24	
percentage	points	higher	than	the	for-profits,	with	both	
types reporting a decline in 2019-20 compared with 
2018-19.	The	not-for-profits	dropped	to	30.2 per cent	
from	34 per	cent	and	the	for-profits	reported	
6.4 per cent	from	8.9 per cent.	As	can	be	seen,	the	
results for all provider types have been gradually 
decreasing over a number of years, suggesting a 
preference for debt to fund the growth in assets. 

The average debt ratio across the sector has been 
increasing	gradually	over	the	last	five	years	from	0.70	
in	2014-15	to	0.80	in	2019-20	(Chart 7.13).	Both	the	
for-profit	and	not-for-profit	providers	have	reported	
a	similar	increase	over	the	last	five	years.	In	2019-20	
the	for-profits	reported	a	small	increase	from	0.91	
to	0.94	and	the	not-for-profits	reported	an	increase	
from 0.66 to 0.70. The average debt ratio shows the 
proportion	of	organisational	assets	that	are	financed	
through debt. A ratio of more than 1.0 indicates that 
an organisation has a higher debt level than the value 
of its assets.

Chart 7.12: Equity to total assets, by provider ownership, 2014-15 to 2019-20
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Chart 7.13: Average debt ratio, by provider ownership, 2014-15 to 2019-20
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Chart 7.14: Net assets, by provider ownership, 2014-15 to 2019-20
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The net asset position for the sector as a whole 
had	been	increasing	since	2014-15,	however	it	
declined	from	$12.7 billion	in	2018-19	to	$11.6 billion	
(Chart 7.14).	For-profit	providers	decreased	from	
$2.0 billion	to	$1.6 billion	and	not-for-profit	providers	
decreased	from	$9.6 billion	in	2018-19	to	$8.9 billion	
in 2019-20.

Cash held as a percentage of accommodation 
balances provides an indication of an organisation’s 
capacity to repay the accommodation deposit 
balances	from	liquid	resources	(Chart	7.15).	

The	levels	of	cash	and	cash	equivalents	held	by	
the	for-profit	providers	has	been	around	half	
that	of	the	not-for-profit	providers	but	has	been	
proportionally decreasing	in	recent	years.	In	2019-20	
it	decreased	to	9.4 per cent	from	12.9 per cent	in	
2018-19	and	14.3 per cent	in	2017-18.	Conversely,	the	
not-for–profit	providers	were	stable	at	27.3 per cent	
in 2019-20. This is some indication of the declining 
performance	of	the	for-profit	providers,	although	
noting that all provider types have generally declined 
in	the	last	two	years.	It	should	also	be	noted	that	
for-profit	providers	generally	have	a	greater	appetite	
for	risk	and	therefore	invest	more	of	their	liquid	
assets compared with not-for-profit providers.
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Chart 7.15: Cash held as percentage of accommodation deposit balances, by provider ownership, 
2017-18 to 2019-20
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Chart 7.16	shows	total	assets,	net	worth/equity	
and average accommodation deposit value per 
resident, by ownership type in 2019-20, compared 
with	2018-19.	For	the	whole	sector,	average	
accommodation deposits held increased to $333,931 
per	resident	from	$318,283	in	2018-19,	an	increase	
of	4	per	cent.	This	metric	measures	the	average	value	
of	all	bonds	(pre	1 July 2014)	and	accommodation	
deposits	(post	1	July	2014)	that	providers	hold.	The	
average	value	of	bonds/RADs	has	been	steadily	
increasing in recent years.

In	terms	of	net	worth/equity,	all	providers	recorded	a	
decrease, down to $60,929 in 2019-20 from $69,026 
in	2018-19.		The	value	of	total	assets	per	resident	
for	both	the	for-profit	and	not-for-profit	providers	
increased	in	2019-20	compared	with	2018-19.

7.3.3 Recent trends in building and 
investment in residential care

In	2019-20	the	total	completed	or	in-progress	work	
was	$5.7	billion,	compared	with	$5.3	billion	in	2018-19	
and	$4.9 billion	in	2017-18	(Chart 7.17). This continues 
the trend of increasing value of building works in 
residential care in recent years, despite the trend 
of fewer providers indicating that they are looking 
to build in the near future. This is likely due to the 
number of years between when a provider gains 
a place through an ACAR and when the building is 
complete, which is currently around four years.

Chart 7.16: Total assets, net worth/equity and average accommodation deposit value per resident,  
by ownership type, 2018-19 and 2019-20
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As	noted,	there	remains	a	significantly	lower	
proportion of providers reporting an intention to 
rebuild or upgrade compared with 2016-17 and the 
years	preceding.	In	2019-20,	there	was	a	further	
slight decline in providers reporting that they are 
planning	to	upgrade	(4 per cent	down	from	5 per cent	
in	2018-19),	while	the	proportion	reporting	they	
intend	to	re-build	facilities	was	stable	at	1 per cent	
(Chart 7.18).	In	2015-16	the	proportion	of	facilities	
planning to upgrade or rebuild was at its strongest, 
with	14	per	cent	and	5	per	cent	respectively.	

As noted in ACFA’s last two annual reports, feedback 
from providers indicated that some had curtailed 
or delayed investment plans in the residential care 
sector, citing depressed returns and policy and 
regulatory uncertainty along with the potential 
impact	of	increased	home	care	packages.	Providers	
had indicated that a contributing factor was also 
uncertainty over the future direction of aged care

following the completion of the Royal Commission 
into Aged Care Quality and Safety. 

For-profit	providers	have	previously	emphasised	that	
the current return on capital employed in aged care 
was below the cost of capital and, in the absence of 
any change, this would curtail additional investment in 
the sector. Uncertainty around the implementation of 
reforms following the Royal Commission may continue 
to delay some investment plans in the residential aged 
care	sector.	It	will	be	important	to	monitor	whether	
sentiment changes following the Government’s 
response	to	the	Royal	Commission’s	final	report.	

The decline in planned building activity discussed 
above	is	also	evident,	albeit	less	significantly,	in	data	
regarding aged care building approvals from the 
Australian Bureau of Statistics. The total number of 
builds dropped in 2019-20 for the fourth year in a 
row,	down	to	316	from	336	in	2018-19,	and	a	recent	
peak	of	416	in	2016-17	(Chart 7.19).

Chart 7.17: Residential care building activity (completed or in-progress), 2014-15 to 2019-20
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Chart 7.18: Proportion of facilities planning to either upgrade or rebuild, 2014-15 to 2019-20
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Chart 7.19: Number of building approvals, by value of building work, 2014-15 to 2019-20
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8. Future demand for aged care

This chapter discusses:

• The	factors	that	affect	demand	for	aged	care;

• demand	for	the	different	types	of	subsidised	
aged care;

• changing population of older Australians 
requiring	aged	care;	and

• changing preferences of consumers 
seeking aged care.

8.1 Future demand for aged 
care services
The demand for aged care services will expand with 
the ageing of the population. This chapter discusses 
the	factors	that	affect	demand	for	the	relevant	aged	
care types, how this is likely to look in the future, and 
the investment that is needed to ensure the aged care 
system	can	adequately	cater	for	the	expected	future	
requirements	of	an ageing population.

An investigation into demand and supply of aged care 
services	was	undertaken	by	David	Tune	AO	PSM	in	
the Legislated Review of Aged Care 2017. The Review 
concluded	that	there	was	insufficient	data	available	
and that “robust measures of demand and unmet 
demand	in	aged	care	are	a	significant	way	off”.	The	
Review also noted however that there is no doubt that 
demographic	factors	will	lead	to	significant	growth	in	
service provision and expenditure	requirements.

It	is	still	currently	not	possible	to	accurately	
determine consumer	preference	for	residential	
and home care, due to existing supply constraints. 

However, some better evidence about unmet need 
and consumer preference is being revealed since the 
creation	of	the	National	Prioritisation	System	(NPS)	
for home care packages and the decline in average 
residential care occupancy despite a large proportion 
of	older	people	on	the	home	care	queue	also	being	
approved for permanent residential care, but 
choosing to remain living at home. The introduction 
of	flexibility	to	switch	funding	across	care	types,	
ie. from residential care to home care packages in 
response to consumer demand, may also help to 
inform consumer preferences. 

The other variables include how providers might 
respond to increased consumer choice, such as 
innovation in accommodation options for older 
people and innovation in service delivery models, 
and how consumers might respond to changes 
in entitlements and user contributions across 
different	service	types,	especially	across	home	care	
and residential care.

The	analysis	in	this	chapter	focuses	on	projections	
based on current use of aged care and population 
growth, and should not be treated as forecasts of 
what is likely to happen in terms of future demand 
for types	of aged care.

8.1.1 Determinants of demand

Demand	for	aged	care	services	is	complex	and	
dependent on a range of demographic, service need, 
and	economic	factors.	The	Productivity	Commission	
noted in its 2011 report, Caring for Older Australians, 
that “The demand for aged care services depends on 
the number of older people needing care and support. 

Figure 8.1: Factors affecting the extent and type of aged care service demand

• Population

• Care needs

• Preferences

Influencing factors

• Ability to stay home

• Choice and control

• Capacity to pay

Demand

• Number of people

• Service type 
(including additional 
amenities)

Source:	adapted	from	Caring for older Australians	(Productivity	Commission,	2011)
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However, care needs are not homogenous and the 
nature and location of aged care services demanded 
will depend on the physical and mental health of 
older people, their capacity and willingness to pay, 
their preferences, and the availability of informal 
carers.”

8.1.2 An ageing population – older 
people demand more aged care

The structural ageing of the Australian population 
over the next 20 years will see the size of the 70 
years and over cohort increase by around one million 
people	each	decade;	this	is	on	a	base	of	2.9 million	
people	in	2020	(Chart 8.1).	Underneath	this,	the	older	

age groups will more than double over this period; for 
example,	the	85	years	and	over	cohort	will	increase	
from	just	over	500,000	people	in	2020	to	just	over	one	
million people by	2040.

Because the baby boomers are such a large 
group compared with the pre-war generation, the 
proportion of the 70 and over population who are 
aged	85	and	over	will	actually	reduce	over	the	next	
decade	before	subsequently	increasing,	as	shown	in	
Chart	8.2. This implies that the challenge of ensuring 
there	is	sufficient	aged	care	supply	to	meet	demand	
arising from the baby boomer generation is likely to 
be most strongly felt in 10–15 years (from the late 
2020s) rather than over the next decade.

Chart 8.1: Number of people aged 70 years and over, by 5 year age cohort, 2020 to 2040
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Chart 8.2: Proportion of 70 years and over age group who are aged 85 and over, 2020 to 2040
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8.1.3 Consumer preference

A key characteristic of the baby boomer generation is 
that they are wealthier than previous generations40. 
The bulk of the people likely to be demanding 
care	in	the	next	two	decades	have	benefitted	from	
high growth in property prices while paying down 
their	mortgage,	and	are	the	first	generation	to	
have	compulsory	superannuation.	It	is	reasonable	
to assume that they will both expect and be 
able	to	afford	higher	standards	of	residential	
accommodation,	lifestyle	amenities	and	quality	of	
life than previous generations have been willing to 
accept.	Like	the	current	generation,	however,	baby	
boomers can be expected to prefer to remain living in 
their own home for as long as possible as they age.

The	consequences	of	these	trends	are	that	while	the	
demand for aged care will grow with the ageing of the 
population, consumers may be more demanding in 
the	range	and	quality	of	aged	care	services	they	are	
seeking, along with having a greater capacity to pay 
for	these	services.	Nevertheless,	with	the	Age	Pension	
being the main source of income for current retirees 
and those entering aged care over coming decades, 
maintaining	equity	in	access	to	aged	care	services	will	
continue to be important and a robust safety net will 
continue to be necessary.

ACFA has noted previously that to compete in this 
environment providers will need to be more responsive 
in meeting consumer needs and expectations, including 
in particular the desire to stay at home for as long 
as	possible.	This	may	require	the	introduction	of	
new business models and changes in the interaction 
between retirement living, home care and residential 
care. The aged care regulatory system will also need to 
adapt	to	enable	providers	greater	flexibility	to	pursue	
new business models and innovation.

Reforms as a result of the Royal Commission, such 
as the changes to respite services and the creation of 
a single home-based care and support program, will 
also	influence consumer preferences.

8.1.4 Availability of alternative 
care types

According	to	the	2015	Survey	of	Disability,	Ageing,	
and Carers41,	around	1	in	9	Australians,	or	2.7 million	
people, were informal carers. Almost all carers 
cared for a family member. The assistance provided 
by informal carers can avoid or delay entry into 

40	 ABS,	Household	Income	and	Wealth	2017-18	(Cat	no.	6253.0)

41	 ABS,	2018	Survey of Disability, Ageing and Carers, Australia (Cat 
no.	4430.0)

residential care, including with the support of home-
based care (noting though that informal carers are 
also an important source of support for some in 
residential care).

At the same time that ageing population structures 
(discussed earlier) are putting pressure on the 
demand for care, the relative supply of informal 
carers will be diminishing. This is due to increased 
participation of women in the workforce, and 
changing family structures with fewer children being 
born per family (1.7 babies per woman in 2017 
compared with nearly three in 197042), generational 
differences	in	marriage	and	divorce	rates,	and	more	
people living alone.

All	else	equal,	this	will	increase	the	demand	for	formal	
aged care for older people.

In	terms	of	demand	for	specific	types	of	aged	care,	
the relative availability of places within each care 
type under current regulated supply arrangements 
will	also	affect	the	rates	at	which	people	access	them	
and to the extent they are not available, redirect 
demand across care types. As previously outlined 
in this report, the Government is changing the mix 
of residential and home care over time through 
adjustments	to	the	provisional	target	ratios,	and	
has implemented mechanisms whereby funding for 
unused residential care places can be redirected 
into home care where, at least over the short term, 
demand is expected to be more acute. 

Recent years have also seen a rapid increase in 
home care packages being allocated and an increase 
in the supply of aged care services overall as the 
provision target of 125 places per 1,000 people 
aged 70 and over is exceeded following the Budget 
2021-22	announcement	of	80,000	additional	home	
care packages. The current budgeted levels of 
residential and home care allow for between 150 
and	160	places	per	1,000	people	aged	70+	over	the	
current forward estimates.

In	addition,	a	key	objective	of	the	Legislated Review 
of Aged Care 2017 was “to trigger changes that are 
prerequisites	for	a	fully	consumer-driven	system”,	and	
outlined recommendations that were “intended as 
the	next	steps	on	the	road	to	consumer-driven	care”.	
Most	of	the	Legislated	Review’s	recommendations	in	
this regard have not been acted upon.

The unknown, therefore, is the extent to which the 
modes of delivering care may develop in the future in 
response to consumer preferences, such as further 
relaxation or removal of supply constraints, the 
availability of more higher level home care packages 
and closer integration between retirement living 

42 ABS, Births, Australia, 2018 (Cat no. 3301.0)
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accommodation models and home care. New ways 
of service delivery and innovation may widen the 
scope of aged care services available, which in turn 
may	result	in	significant	shifts	in	demand	for	different	
types of services. 

The direction of future aged care policy regarding the 
regulation of the supply of aged care services and 
service	types	will	be	an	important	influence	in	this	
regard. The Government has accepted in principle 
the Royal Commission’s recommendation that service 
planning be based on need, not rationed, and has 
indicated that the structure of the future planning 
regime, including the role of the aged care provision 
ratio or another mechanism, will be determined as part 
of the design for the new support at home program. 

8.1.5 Economic factors

The	demand	for	different	types	of	care,	and	the	way	
consumers distinguish between services in the same 
type	of	care,	is	affected	by	the	price	they	can	be	asked	
to pay and the perceived value of that contribution. 
Demand	may	also	reflect	the	relative	subsidies	that	
apply	for	different care types.

Consumers of residential and home care are currently 
required	to	make	a	contribution	to	the	cost	of	their	
care (and residential accommodation) if they can 
afford	to	do	so.	However,	as	noted	previously,	the	
amount	and	proportion	of	contribution	required	to	
be made by a consumer varies between residential 

care and home care, including in relation to capacity 
to	pay.	Such	anomalies	have	the	potential	to	influence	
the demand for types of care or additional services.

Nevertheless, a challenge remains for Government to 
establish funding policies that ensure access to aged 
care services for all older Australians needing aged 
care and support at a level that meet the community’s 
quality	of	life	expectations,	irrespective	of	their	means	
and	social	and	cultural	circumstances.	Incentives	
in funding arrangements are also important in 
influencing	the	type	of	care	supplied,	for	example	
if funding arrangements have no incentive for 
reablement services and a provider loses funding if 
there is an improvement in the level of acuity of a 
consumer, then there will likely be limited supply of 
services promoting reablement.

8.2 Current demand for 
aged care
An	understanding	of	the	current	profile	of	aged	
care	usage	is	helpful	for	undertaking	projections	
of future demand.

As shown in Chart	8.3, the proportion of each age 
group who currently use residential and home care 
package services increases dramatically with age. 
By	age	80,	the	proportion	of	people	using	either	
permanent residential care or a home care package is 
around	7	per	cent;	this	doubles	by	aged	85;	and	more	
than doubles again by age 90.

Chart 8.3: Proportion of people of each age using residential care and home care, by gender and age, 
30 June 2020
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This	projection	is	based	on	current	usage,	which	
may	well	not	reflect	the	extent	to	which	consumers	
are having their needs and preferences met by 
current regulated supply. True demand is much 
harder to measure given the current highly 
regulated supply system.

8.2.1 Residential care

There are indicators which suggest that the overall 
demand for residential care is currently being 
met. The average occupancy rate in 2019-20 was 
88.3 per cent.	Occupancy	has	been	declining	since	
2015-16	when	it	was	92.4 per cent.	The	average	
occupancy rate in residential care peaked at 
97.1 per cent	in	2003-04.	There	may,	nevertheless,	be	
pockets or regions of the country where people are 
waiting to access residential care. The Tune Review 
asked stakeholders about the level of unmet demand 
and received little feedback to suggest that there is 
significant unmet demand.

Residential	care	usage	may,	however,	be	artificially	
high as result of people entering residential care 
prematurely as an alternative to waiting on the 
allocation of a home care package, notwithstanding 
that a large number of people waiting for a package 
also have a residential care approval which they are 
choosing not to exercise. Current usage also does not 
reflect	the	potential	for	residential	care	services	in	a	
more	competitive	and	flexible	system	to	offer	a	more	
attractive service that includes more opportunities 
for	higher	quality	and	meaningful	life	delivered	in	
a secure environment.

8.2.2 Home care

ACFA has previously noted there is evidence of unmet 
demand	for	home	care.	As	noted	in	section	3.4.2,	as	
at	31	March	2021	there	was	around	87,000	people	
waiting for their approved level home care package 
(including those already receiving lower level home 
care)	through	the	NPS.	That	section	also	notes	that	
the recent release of an additional 90,000 packages 
–	bringing	the	total	number	to	over	275,000	by	June	
2023 – is expected to ensure that people currently 
on	the	NPS	will	be	able	to	access	a	package	at	their	
assessed care level by this time.

8.3 Projecting future demand 
Previous	ACFA	reports	contained	a	projection	
of demand for residential care over the next 20 
years	based	on	current	age-specific	use	and	the	
current residential aged care target provision ratio 
which is based on the number of people aged 70 
years and over.

A	projection	on	this	basis	suggests	that	the	projected	
number of operational places is likely to exceed 
demand for residential care to 2027. This is because 
places	are	linked	to	growth	in	the	70+	population,	
which due to baby boomers entering their 70s, is 
growing at a faster rate than people who currently are 
using	residential	care,	who	are	the	80	plus	cohort	of	
the population. Following 2027, as the baby boomers 
enter	their	80s,	demand	for	care	is	expected	to	rise	
faster than the release of places in line with the 
provision target ratio.

Care	is	needed	in	interpreting	such	projections	
because they are limited to residential care and 
do not take into account changes in consumer 
preferences and changes in modes of delivery of aged 
care.	In	particular,	no	account	is	taken	for	substitution	
of residential care for home care as the number of 
home care packages continue to expand.

8.3.1 Substitution of residential care 
and home care

One of the factors that has to be taken into account 
in	projecting	demand	for	aged	care	is	the	potential	
substitutability of service types. The introduction of 
the	NPS	indicates	there	is	significant	unmet	demand	
for	home	care	services.	It	is	also	possible	that	some	
people have entered residential care because a home 
care place at a suitable level was not available.

The proportion of people in each age group (age-
specific	use)	who	are	in	either	residential	care	or	
home care has remained stable (Chart	8.4,	first	
column) over a long period of time. However, 
the amount of home care packages available has 
increased	significantly	as	a	share	of	these	two	care	
types (Chart	8.4, second column). As the amount 
of home	care	has	expanded,	there	has	been	a	
reduction	in	the	age-specific	use	of	residential	care	
(Chart	8.4, third column and Chart	8.5 which gives a 
cross-section of Chart	8.4). This would indicate that 
home care is substituting for residential care.
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It	is	not	known	what	the	level	of	home	care	availability	
is that would be needed before all people who wish 
to remain in their home with a home care package 
can do so, and do not have to enter residential care. 
The substantial increase in home care packages 
announced in the 2021-22 Budget will likely go some 
way to ensure that those who wish to remain in their 
home can do so.

The expansion of home care is likely to not only divert 
people from entering residential care for longer 
or at all, but it will also have an impact on people 
receiving care from informal carers and through other 
programs such as the Commonwealth Home Support 
Program	(CHSP).

Chart 8.4: Utilisation of residential care and home care, 2000 to 2020

Chart 8.5: Utilisation of residential care and home care for 85-89 year olds, 2000 to 2020
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8.3.2 Updated projections

The	projected	demand	based	on	the	current	age-sex	
specific	usage	of	residential	care	is	one	approach	
to	projecting	future	demand	for	residential	aged	
care. However, with the expansion of the home 
care program and the concomitant fall in the usage 
of residential care in all age groups (Chart	8.4 and 
Chart 8.5),	such	projections	may	over	estimate	
demand for residential care. Chart	8.6 shows the 
number of people using residential care proportional 
to growth in the population (using Australian Bureau 
of Statistics single-year-age and sex population 
projections).

It	is	evident	from	Chart	8.6 that, if the growth in the 
number of residential care places grows in line with 
the current target provision ratio (purple line) and is 
not impacted by any other factors, occupancy rates 
will continue to fall over the 2020s, before rising 
in the 2030s.

A	projection	of	total	demand	for	home	care	packages	
is	provided	in	Chart 8.7.	It	should	be	noted	however	
that	the	current	Home	Care	Packages	program	will	
not	continue	in	its	current	form	beyond	30	June	2023	
(as	noted	in	section	4.5).	

The	projection	of	demand	is	based	on	the	current	
level	of	expressed	demand	at	June	2021;	this	is	
defined	to	be	all	people	receiving	care,	people	who	
have been assigned a package but are not yet in 
care, and all people with approval for care but not 
receiving	a	package.	It	is	assumed	that	demand	will	
grow	in	line	with	population	projections	at	each	year	

of	age.	The	grey	bars	for	periods	2024	and	beyond	
reflect	projected	demand	for	packages	but	given	the	
proposal to reform the home care support system, 
these should only be considered the sub-group of 
people that would have sought care at the levels 
provided	for	under	the	current	home	care	system.	In	
addition,	it	is	worth	noting	that	these	projections	do	
not include the growth in demand above population 
growth that has been observed since 2017.

Chart 8.7	also	shows	that	the	number	of	packages	
available	(black	line)	following	the	recent	MYEFO	
and Budget announcements is expected to exceed 
demand for packages by 2023. The supply of 
packages	by	2023	is	projected	to	be	sufficient	to	
ensure a package is available for all people expected 
to	be	in	the	NPS.	

The	Government’s	intention	to	integrate	CHSP	and	
home care into a single home care and support 
program	from	1 July 2023	presents	an	opportunity	to	
address the longer term impacts of the high demand 
for care in the home and population ageing. A key 
consideration for policy makers to note is that growth 
in the population of people actually demanding 
care is likely to be higher than allowed for under the 
current planning targets based on the population 
aged 70 and over.

Under	this	projection,	demand	is	expected	to	be	just	
over half a million people by	2040.

Chart 8.7	shows	that	the	number	of	packages	
available	(black	line)	following	the	recent	MYEFO	
and Budget announcement.

Chart 8.6: Projected demand for and supply of residential care places, 2020 to 2040
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Chart 8.7: Projected demand for and supply of home care packages, 2020 to 2040
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8.3.3 Planning for the supply of 
aged care

As noted previously, if residential care places 
increased in line with the current target provision 
ratio	and	current	age-specific	use	rates	continued,	
there would be an excess supply of residential care 
over most of the 2020s. As the baby boomers start 
to	enter	their	80s	in	the	2030s,	this	demand	could	
start to put pressure on the sector and its ability to 
ensure	there	is	adequate	supply	of	residential	care.	
This	has	been	flagged	in	previous	ACFA	reports	and	in	
the Tune Review.

As noted, there is excess demand for home care, and 
this is likely to remain the pressure point in the supply 
of	aged	care	over	the	projection	period.	At	least	part	
of this undersupply can be met through a reduction in 
residential care places as currently provided for in the 
target provision ratio.

The Tune Review report recommended changes 
to the target planning ratio. The current ratio 
denominator	of	the	70+	population	is	not	aligned	to	
the cohort of the population more likely to use aged 
care services, and results in the observed periods of 
relative oversupply and undersupply. ACFA supports 
the Tune Review recommendation to change the 
denominator	in	the	ratio	to	the	75+	cohort	of	the	
population following the achievement of the 125 ratio 
in 2021-22.

Since	2017,	Home	Care	Packages	have	been	allocated	
directly to consumers, rather than to providers, and 
in the Budget 2021-22, Government announced the 
cessation of the Aged Care Allocation Rounds with 
a move to allocate places according to consumer 
preferences. Given this, ACFA notes that the 
target ratio formulation will need to change since 
operational places will no longer exist in the same 
sense as they do currently. ACFA recommends that 
the formula for the provision ratio instead use the 
number of consumers as the numerator – in place 
of operational places – whilst a supply cap remains 
in	place.	ACFA	notes	that	the	figures	for	residential	
care reported against this reframed ratio will be 
around	10 per cent	lower	than	the	current	levels	
reported since not all operational places have 
consumers occupying them.

The following analysis shows the supply of aged care 
places	under	the	70+	population	and	80+	population.	
The	equivalent	rates	(converted	as	at	30	June	2023)	
are	194	per	1,000	people	aged	75+	and	351	per	1,000	
people	aged	80+.	As	can	be	seen	in	Chart	8.8	the	
expected growth in the number of consumers (blue 
line)	more	closely	follows	the	75+	population	growth	
over the medium term to the mid 2030’s.
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Chart 8.8: Cumulative growth in aged care places, 2023 to 2040
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8.4 Investment requirements for 
residential care
As noted above, there are many variables that will 
influence	the	future	demand	for	residential	aged	
care. Nevertheless, it is evident given the ageing 
of the population, along with increasing consumer 
expectations,	that	there	will	need	to	be	significant	
future investment in the residential sector to both 
build new facilities and to refurbish existing facilities.

Based	on	the	current	target	provision	ratio	to	project	
the future supply of residential aged care, and not 
taking into account the impact of increased home care 
on the demand for residential care, the sector will need 
to build nearly 79,000 places over the next decade. 
At the same time, the sector will need to rebuild or 
refurbish a substantial proportion of the current stock 
of	aged	care	facilities.	It	is	assumed	that	over	the	
next	decade	around	a	quarter	of	the	existing	stock	of	
buildings, covering around 60,000 places will need to be 
rebuilt or refurbished (at an even rate over the period). 

Chart 8.9: Number of operational residential aged care places required 2019-20 to 2029-30
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On the basis of the above assumptions, the combined 
total investment for new and rebuilt places over the 
next	decade	would	be	around	$55 billion.	The	net	
present value that is the value in today’s prices, of this 
estimate	is	approximately	$48	billion.	This	compares	
with an estimate of around $20 billion (in present 
value) in building and upgrade work completed 
between 2011 and 2020. However, as previously 
noted,	these	projections	are	based	on	particular	
assumptions and should be treated with care. 

It	is	also	worth	noting	that	while	the	total	number	
of	residential	care	places	increased	from	182,302	
to	217,145	over	the	last	10	years,	the	number	of	
mainstream facilities has remained fairly constant. 
This means that, on average, the investment in new 
places was primarily through expansion of existing 
facilities. There is a limit to how big existing facilities 
can expand and future investment to increase 
the supply of residential places may have to be 
increasingly through greenfield	projects.

Chart 8.10: Future annual investment requirement, 2020-21 to 2029-30 
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The model used to determine the investment 
requirements	was	developed	for	the	Department	
in	2018	by	Deloitte	Access	Economics.	The	
assumptions behind the	analysis	are:

• Total	place	requirements	(i.e.	the	total	of	all	
new and rebuilt stock) that is estimated to be 
operational at each point in the future is based 
on	the	Department’s	projections	which	take	
into account the current stock of provisionally 
allocated places; the historical rate of building; 
and	the	expected	number	of	flexible	residential	
care places that also contribute to the overall 
residential care target.

• The share of places that are rebuilt each year 
is	estimated	using	a	flat	rate	assumption	of	
2.5 per cent	of	the	stock	in	that	year,	i.e.	a	40	
year average building lifetime.

• The	cost	of	construction	differs	by	region.	The	
base	construction	costs	in	2019-20	of	$288,000	
per new place, $213,000 per rebuild, and 
$24,000	per	upgrade	(from	the	Survey	of	Aged	
Care	Homes)	have	been	adjusted	by	using	
indices that scale up costs in regional areas 
relative to the nearest capital city.

• The cost of construction is indexed over time 
using a 10 year average of Rawlinson’s Building 
Cost	Index	for	each	state’s	metropolitan	and	
regional	areas	(averaging	out	at	2.4	per	cent	per	
annum nationally).

• The cost of land is sourced from ABS land price 
data for each state’s metropolitan areas and 
again	adjusted	using	the	relevant	regional	index	
for that state.

• The cost of land is indexed over time using a 
flat	rate	of	4.4	per	cent	per	annum	for	all	areas	
based on ABS residential property price data.
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The value of building work completed and in 
progress during 2019-20, and other indicators of 
construction and investment in the sector is discussed 
in Chapter 7.

8.5 The investment environment
The	significant	capital	investment	needed	to	meet	
the future demand for aged care services will 
largely come from the non-government sector, both 
for-profit	and	not-for-profit	sectors.	As	noted	in	
recent years by ACFA, one of the challenges facing 
the Government is to ensure that the funding and 
regulatory arrangements in the aged sector are 
such that it provides the ongoing environment that 
facilitates	the	needed	investment.	A	key	requirement	
in this regard is that the non-government sector 
has	confidence	in	the	direction	and	stability	of	
Government policies and those providers receive a 
return such that it will attract the necessary capital 
and labour resources. The funding arrangements will 
also	need	to	be	flexible	so	that	providers	can	respond	
and adapt to changes in consumers’ preferences 
for aged care services as well as innovate and 
embrace new technologies.

8.5.1 Access to capital

Capital investment in the residential aged care sector 
is	required	to	expand	and	refurbish	existing	facilities,	
as well as building to meet future capacity. To attract 
investment the sector needs to generate consistent 
rates of return that are appropriate for the risk 
involved and are competitive with returns in other 
sectors that have similar attributes.

Viable and well-run providers are best placed to 
attract	the	financial	capital,	experienced	management	
and	quality	staff	required	to	deliver	long	term	
sector sustainability and growth. Key ingredients 
of well-run providers include the exercise of good 
governance that oversees the implementation 
of strategic investment plans and the ability to 
successfully monitor their operational performance 
against those plans.

To	be	viable,	a	provider,	whether	not-for-profit,	for-
profit	or	government	owned,	must	have	access	to	
sufficient	funds	to	repair	and	replace	their	capital	
stock, be able to maintain working capital to support 
their	operations,	and	use	capital	efficiently	relative	
to the other purposes to which it could be deployed. 
These	outcomes	are	underpinned	by	sound	financial	
management	that	effectively	manages	costs	and	sets	
appropriate pricing strategies to derive the revenue 
stream to support sustainable capital returns.

Investment	activity	requires	equity	investor	and	debt	
provider	confidence	in	the	capacity	of	providers	
to deliver sustainable returns on capital and of 
the sector overall. The amount of (and change in) 
invested capital is one key metric of sustainability.

Capital investment in the residential sector can 
include:	equity	injections	or	retained	earnings;	
loans	from	financial	institutions	or	investors	which	
require	sufficient	profits	to	be	generated	to	meet	the	
interest costs and repayment amounts; and interest-
free loans from residents in the form of lump sum 
accommodation	payments.	Where	providers	are	
unable to meet the whole cost of essential capital 
works, limited capital grant funding is available from 
the Government-funded Rural, Regional and Other 
Special Needs Building Fund.
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9.	A	reflection,	then	looking	ahead

This chapter discusses: 

• The changes that have taken place in the aged 
care sector prior to the Government’s response 
to	the	final	report	of	the	Royal	Commission	
into Aged Care Quality and Safety, and how 
this response addresses current issues relating 
to	the	sector.	Specific	issues	in	focus	are	
financial	pressures	for	providers	and	long	term	
sustainability for Government and taxpayers, 
consumer choice and investment, workforce, 
governance and prudential oversight.

9.1	 A	reflection	on	change	
to date
Ongoing change and reform in response to an ageing 
population and rising community expectations has 
been a feature of the provision of nursing care and 
support for older Australians, with successive changes 
providing the platform for further reform.

In	the	period	prior	to	the	2012 Living Longer Living 
Better package, some of the more notable changes to 
the design and regulation of aged	care	included:

• the integration of regulatory and subsidy 
arrangements for the former hostels and nursing 
homes; 

• the introduction of home care packages as an 
alternative to residential care; 

• introduction of respite services to support home-
based care;

•  nationally consistent eligibility assessment for 
residential care and home care packages; 

• the	introduction	of	care	quality	and	building	
standards, service accreditation and complaints 
handling processes; 

• population based target provision ratios which 
ensured that services expanded in line with the 
ageing of the population and, applied at a regional 
level,	ensured	an	equitable	distribution	of	available	
subsidised services; 

• a more systematic regime of Government subsidies 
for care and accommodation to ensure access by all 
assessed as needing care; and

• regulated user contributions towards 
accommodation and everyday living expenses.

The	major	changes	since	the	2012 Living Longer Living 
Better package and prior to the May 2021 Budget 
focussed on improving consumer choice and control 
and access, improving the viability of residential aged 
care	services	and	improving	the	effectiveness	of	the	
quality	regulatory	framework.	

Access to aged care services and consumer choice 
and control have been improved by increasing the 
target	provision	ratio	which	significantly	increased	
the supply of aged care services (but stopped short of 
removing service rationing); substantially rebalancing 
the supply of aged care services in favour of home-
based	care	to	reflect	consumer	preference	to	
receive services in their own home; assigning home 
care subsidy entitlements (in the form of individual 
budgets) to eligible consumers which they can 
direct to their preferred service provider; legislating 
for consumer choice of accommodation payment 
method (lump sum deposit or daily payment); and 
progressively upgrading My Aged Care to hold system 
and comparative service level information, including 
accommodation prices and home care prices. 

The Government had also given in-principle support 
for assigning residential care entitlements to 
consumers; the integration of the home care package 
program	and	the	CHSP	into	a	single	home-based	
care program; and extending nationally consistent 
eligibility assessment across all aged care services. 
Planning	to	give	effect	to	these	reforms	was	at	
various stages of development prior to the Royal 
Commission. 

Changes	to	improve	the	financial	viability	of	
residential aged care services addressed care 
subsidies and access to capital. 

In	response	to	a	significant	fall	in	investment	in	new	
and rebuilt residential aged care facilities, access to 
capital funding was improved by introducing market-
informed fully refundable accommodation deposits 
(RADs),	accompanied	by	prudential	regulation,	across	
all residential aged care for non-supported residents 
and giving non-supported residents the choice to 
make	accommodation	payments	through	a	RAD	or	a	
daily	payment,	or	a	combination	of	both.	In	addition,	
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the accommodation supplement for supported 
residents	living	in	new	or	significantly	refurbished	
residential	care	facilities	was	increased	significantly.	

Responding to the volatility inherent in the design 
of	ACFI,	the	Department	of	Health	had	substantially	
developed	and	piloted	a	new	classification	and	
funding model for residential aged care (AN-ACC). 

The importance of a more independent and capable 
quality	regulatory	framework	was	recognised	by	
separating	administrative	responsibility	for	quality	
regulation from the policy and funding responsibilities 
of	the	Department	of	Health	by	creating	a	separate	
quality	regulatory	agency,	culminating	in	the	
establishment of the Aged Care Quality and Safety 
Commission.  The capacity of the Commission to 
undertake its role has been progressively increased 
through measures such as unannounced visits, 
strengthened	quality	standards,	compulsory	
reporting	requirements,	enhanced	complaints	
handling processes, an initial set of mandatory 
quality indicators,	regulations	concerning	physical	
and chemical restraint, and increased resourcing. 

9.2 Looking	ahead
In	last	year’s	annual	report,	ACFA	noted	that	although	
COVID-19	represented	a	serious	and	immediate	
threat to aged care and older Australians, the aged 
care	sector	was	also	facing	significant	underlying	
issues that needed to be addressed.  

ACFA	noted	that	COVID-19	was	impacting	an	sector	
that was already facing a period of transformation 
as a result on ongoing reform. Residential care 
providers were also experiencing an unsustainable 
deterioration	in	financial	performance,	which	
deepened further in 2019-20, because expenses 
had been growing faster than revenue from 
Government	ACFI	care	payments	and	the	basic	daily	
fee paid by consumers (and faster than indexation), 
with no prospect of relief under current funding 
arrangements. 

Home care providers were experiencing declining 
financial	performance	as	they	adapted	to	a	more	
competitive operating environment following the 
assignment of home care packages to individuals 
rather than to providers.  

The prospect of further reform following the Royal 
Commission, and doubts about the shape and 
direction that might take, added further uncertainty, 
while at the same time presenting as a potential 
opportunity for positive long-term reform to improve 
the	sustainability	and	quality	of	aged	care	services.	

This margin pressure and uncertainty was being 
reflected	in	many	residential	providers	putting	their	
investment plans on hold. 

Meanwhile, timely access by consumers to subsidised 
aged care services of their choice was not being 
delivered,	starkly	illustrated	by	the	queue	under	the	
National	Prioritisation	System	(NPS)	for	accessing	
home care packages that met individuals’ assessed 
care and support needs. 

These concerns, and others, were documented in 
the Royal Commission’s Final Report, demonstrating 
that the reform process still has a long way to go 
before Australia can be assured that all older people 
assessed as needing care have timely access to high 
quality	care	and	a	high	quality of life.

9.2.1 Attributes of a sustainable 
aged care	system

Mindful	of	these	underlying	issues,	ACFA	had	identified	
in its recent reports and in its submission to the Royal 
Commission	that	a	sustainable	and	high	quality	aged	
care system needed the Government’s response to 
the Royal Commission to result in an aged care system 
with	the	following	inter-related	attributes:

• reduced uncertainty for consumers, providers and 
financiers,	

• stable,	predictable	and	effective	pricing	and	
funding allocation arrangements which create 
an environment that supports investment and 
innovation in aged care, 

• pricing and funding arrangements that enable 
efficient	providers	of	quality	aged	care	services	
that meet community expectations to achieve an 
adequate	rate of return,

• equitable	contributions	by	consumers	towards	the	
cost of their aged care based on their capacity to 
pay, 

• better informed and supported consumers to 
facilitate	more	effective	engagement	with	the	aged	
care system and the exercise of choice and control,

• effective	prudential	oversight,	and	

• sound management and governance arrangements.

In	responding	to	the	Royal	Commission’s	148	
recommendations,	of	which	123	were	joint,	and	
25	were	specific	to	the individual	Commissioners	
requiring	a	decision	by	Government,	Government	
accepted or accepted in-principle 126 
recommendations. The Government supported 
alternative options on four of the recommendations, 
12	recommendations	are	subject	to	further	
consideration and six were not accepted. 
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The Government’s response to the Royal 
Commission’s Final Report is substantial and 
involves	a	very	significant	increase	in	Government	
funding. From the perspective of older Australians, 
the announced reforms are positive and hold 
out the prospect of improved access and 
improved care standards. But these reforms 
come	at	a	considerable	cost.	Without	reform	of	
consumer funding contributions, the Government 
and therefore future taxpayers will be facing 
significant sustainability concerns.

9.2.2 Financial pressures and  
long-term sustainability

There	has	long	been	significant	variation	in	the	
financial	performance	of	aged	care	providers,	with	a	
proportion at any time operating at a loss. However, 
as previously noted by ACFA and the sector and 
confirmed	by	the	Royal	Commission,	the	recent	trend	
of	deteriorating	financial	performance	of	providers,	
especially providers in rural and remote locations, 
was not sustainable and needed immediate attention. 

The Government has responded by introducing a 
Government-paid	$10	per	resident	per	day	Basic	Daily	
Fee Supplement for all residents for everyday living 
expenses	and	by	extending	the	30 per cent	increase	
in the viability and homeless supplements, both 
to	apply	from	1 July 2021.	This	additional	funding	
and other funding and related initiatives discussed 
below should bring some relief for providers for the 
immediate future.  ACFA notes however that given the 
wide range of performance across the sector, some 
providers will continue making a loss unless they 
improve their performance in the short term. 

For	the	longer	term,	the	Government	has	confirmed	
that	it	will	replace	ACFI	with	the	new	AN-ACC	
classification	and	funding	model	from	October 2022	
and will introduce independent and transparent 
price determination arrangements based on periodic 
costing studies to inform price setting by Government 
from	1 July 2023.	These	changes	have	the	potential	
to bring much needed stability in aged care prices 
compared with the volatility experienced under 
ACFI,	as	well	as	prices	that	reflect	the	efficient	cost	
of	delivering	the	quality	of	care	and	quality	of	life	
outcomes expected by the community.  

The	Independent	Hospital	Pricing	Authority,	which	will	
have its remit extended to cover aged care pricing, 
will need to adapt its approach to determining 
prices to take into account the distinctive aged 
care	operating	and	financing	environment.	This	
includes that aged care is provided in a competitive 
environment by a diversity of provider entities and 

types	operating	in	diverse	locations.	The	majority	
need to achieve an ongoing commercial rate of 
return to remain viable and to attract commercial 
finance	and	some	others	in	the	not-for-profit	sector	
cannot cross-subsidise aged care from their other 
funding	sources	forever.	Prices	must	also	take	into	
account	that	quality	must	encompass	quality	of	life	
outcomes in addition to nursing care, and that user 
contributions and fees for additional services have an 
important role in meeting consumer preferences.

ACFA	notes	that	the	$10	Basic	Daily	Fee	Supplement	
will be folded into the AN-ACC care funding base 
when	AN-ACC	is	introduced	from	October 2022,	
leaving the revenue stream for everyday living 
expenses (the basic daily fee paid by all residents) 
anchored	at	85 per cent	of	the	basic	single	age	
pension,	thereby	limiting	quality	of	life	options	
for residents. There is some scope for providers 
to	respond	to	resident	quality	of	life	preferences	
through charging fees for additional services. 
However, the lack of clarity about the regulatory 
arrangements governing what constitutes additional 
services for which additional fees may be charged 
remains unaddressed, with negative implications for 
provider viability and community perceptions about 
the	availability	of	quality	of	life	preferences.	

While	acknowledging	these	initiatives,	ACFA	is	
concerned that the Government’s response does 
not address the long-term sustainability of aged 
care	for	Government	and	taxpayers.	Even	before	the	
Government added substantially to the structural cost 
of the Commonwealth Budget through its response 
to the Royal Commission, it was recognised that the 
combination of current funding arrangements, rising 
community expectations and an ageing population 
meant	that	the	projected	rapidly	increasing	cost	of	
aged care for the Budget and taxpayers was not 
sustainable. ACFA stated that there has to be “an 
appropriate balance between the Government subsidy 
for consumers who cannot afford the aged care services 
they require and those consumers who can afford to 
contribute to the cost of the care and support they want 
as they age, such that the overall cost of aged care to 
taxpayers is sustainable.”

ACFA reiterates the conclusion in its previous reports 
that sustainable aged care funding arrangements 
will	require	consumers	who	can	afford	to	do	so,	to	
make a greater contribution towards the cost of their 
care,	complemented	by	greater	choice	of	high-quality	
services. Given the substantial increase in funding 
announced and the ageing of Australia’s population, 
it is unsustainable to not address the proportion that 
consumers contribute. 
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Moreover, ACFA notes that an aged care system 
which remains overwhelmingly dependent on 
consolidated revenue, and without an appropriate 
balance between Budget and individual contributions, 
perpetuates the risk for the future funding and 
quality	of	aged	care	that	was	clearly	demonstrated	by	
the Royal Commission. 

ACFA has previously suggested that to achieve more 
equitable	treatment	between	homeowners	and	
non-homeowners and to ensure consumers are 
contributing to the cost of their care based on their 
means, the cap on the value of the consumer’s home 
included in the residential means test, along with the 
taper	rates,	needed	to	be	reviewed.	A	benefit	from	
consumers making a larger contribution is not only 
to	reduce	the	fiscal	pressure	on	Government	but	to	
contribute	to	improving	the	overall	efficiency	of	the	
industry as consumers would likely take a more active 
interest in ensuring they are receiving the level and 
quality	of	services	that	meets their needs.

ACFA also considers, however, that given the wide 
range of performance across the sector, many 
providers will need to improve their management, 
overcome	inefficiencies	in	their	operations,	attract	
more permanent and higher skilled workforces and 
be more responsive to consumer preferences. The 
alternative, of continuing to make a loss, would 
inevitably lead to some departing the sector.

9.2.3 Consumer choice and 
investment

In	residential	care,	investment	is	needed	to	continue	
to update existing accommodation and to meet 
increasing demand given the ageing population. 
However, volatility, margin pressure and uncertainty 
have been resulting in some residential care 
providers and	potential	new	investors	putting	
their investment plans on hold while they assess 
the	future direction	of	aged	care	policy.	With	the	
announcement of an increase in funding from  
1	July	2021,	new	funding	arrangements	to	replace	
ACFI	and	policy	changes	relating	to	consumer	choice	
and	the	regulation	of	quality	and	safety,	some	of	this	
uncertainty will be eased.  

One of the Government’s responses that has 
significant	investment	implications	was	the	
announcement that the ACAR that is currently 
underway	will	be	the	last	and	that	from	1	July	2024,	
residential care places will be assigned directly to 
consumers rather than to providers. 

The	removal	of	the	ACAR	will	have	a	positive	effect	
for investment by well managed providers as they 
will be free to build new, or expand existing, aged 
care	accommodation	as	they	see	fit.	However,	a	
consequence	may	be	that	some	providers	may	be	
less successful in attracting residents and face a drop 
in	occupancy.	The	further	significant	expansion	of	
home care packages and changes to respite services 
that were announced as part of the Government’s 
response are likely to put further pressure on 
occupancy.	Lowering	occupancy	has	been	identified	
by providers as being a risk to their business.

ACFA has previously noted that consumers exercising 
choice of services is a key ingredient to driving 
competition between providers, which will help in 
leading	to	improvements	in	efficiency,	innovation	and	
quality.	But	many	consumers	are	vulnerable,	poorly	
prepared, reluctantly accessing aged care and have 
no basis to make comparisons. The measures in the 
Government’s response to the Royal Commission to 
fund more ways for consumers to access information 
and be guided regarding their aged care are essential 
in ensuring that the move to better consumer choice 
in residential care is based on being informed 
and empowered and delivers better outcomes 
for the consumers.

While	the	Government’s	reforms	fall	short	of	
uncapping the supply of aged care services and 
ending	service	rationing,	there	have	been	significant	
steps in that direction. These include the release of 
an	additional	80,000	home	care	packages,	changes	to	
community and residential respite, the assignment 
of residential care subsidies to individuals, and the 
prospect of a new home-based care program which 
extends consumer choice and control. Together, 
these changes will have important implications for 
investment in aged care services, including potentially 
for more innovative and responsive models of care 
and the design of accommodation for older people. 

ACFA also notes that the Government will consider 
options that could reduce the current dependence 
on	RADs	as	a	mechanism	to	raise	capital	in	the	
residential aged care sector, while not putting 
any timeframe on this. ACFA’s recent report to 
Government	on	the	future	role	of	RADs	notes	that	
there appears to be no immediate replacement for 
them.	Any	move	away	from	RADs	would	need	to	be	
gradual so as not to place some providers at risk, and 
there	would	need	to	be	confidence	that	the	financial	
performance	of	efficient	providers	is	capable	of	
attracting and servicing capital on commercial terms.

2312



118

9.2.4	 Workforce

ACFA	identified	the	employment	of	sufficient	
numbers	of	skilled	workers	as	one	of	the	required	
attributes of a successful aged care industry. 
However, the availability of an appropriately skilled 
aged	care	workforce	has	long	been	identified	as	a	key	
issue	and	providers	have	had	difficulty	attracting	and	
retaining such a workforce to meet growing demand.

The Government’s response to the Royal Commission 
includes funding for more training and incentives for 
aged care workers to remain working in the sector, 
and a campaign to attract more workers to the sector. 

In	addition,	the	Government	has	mandated	minimum	
average	care	staff	minutes	per	resident	to	apply	
in	residential	care	from	July	2023	and	announced	
a	significant	increase	in	home	care	packages.	The	
successful implementation of both of these measures 
will	require	a	greater	supply	of	skilled	workers.	

ACFA has previously noted, including in its report 
on Attributes for Sustainable Aged Care, that aged 
care in Australia still had relatively low community 
status and at times esteem, particularly amongst 
aged care workers. This has contributed to the 
sector	struggling	to	attract	and	retain	staff,	including	
managers, when compared with better resourced and 
more dynamic industries.

Another	of	the	factors	influencing	workforce	
supply	is	the	sector’s	capacity	to	offer	competitive	
remuneration	that	reflects	work	value	so	that	workers	
feel recognised and rewarded. ACFA notes that no 
provision was included in the 2021-22 Budget to 
improve the remuneration of workers in the sector. 
Instead,	the	Government	noted	that	a	wage	claim	
has	been	lodged	with	the	Fair	Work	Commission,	
with the implication that the new independent price 
determination arrangements will take into account 
the outcome of the wage claim when it recommends 
care	prices	from	July	2023.	

The	COVID-19	crisis	increased	the	staffing	costs	
for aged care providers as well as the pressure 
aged care workers were under. The Government 
provided	additional	funding	to	assist	staff	and	
providers deal with these pressures, however, 
this funding was temporary and responded to the 
immediate	impact	of	COVID-19,	but	did	not	deal	with	
underlying workforce sustainability.

It	is	also	noteworthy	that	with	over	30 per cent	of	
residential	care	workers	and	over	20 per cent	of	
home care workers born overseas, the prospect of 
continuing border restrictions will have some impact 
on the availability of workers.

Looking	ahead,	the	industry	will	be	relying	on	the	
creation of a workforce planning capacity in the 
Department	of	Health	to	undertake	long-term	
modelling of the supply and demand of aged care 
workers,	and	a	collaborative	effort	across	the	
Department’s	workforce	planning	team,	the	Aged	
Care	Industry	Workforce	Council	and	the	Human	
Services	Skills	Organisation	in	the	Education,	Skills	
and	Employment	portfolio	to	help	ensure	that	skilled	
workers see aged care as a valuable career that is 
appropriately rewarded. 

9.2.5 Governance

Beyond	the	specific	requirements	imposed	on	
providers to deliver aged care in line with the 
responsibilities,	quality	standards	and	safety	
requirements	specified	in	the	Aged Care Act 1997, 
there is a community expectation that providers 
will	operate	efficiently,	effectively	and	ethically	in	
meeting the care needs of older Australians. The 
financial	performance	and	viability	of	each		provider,	
as well as their capacity to meet community 
expectations and the legislated standards, depends 
on their management skills, internal governance 
arrangements and business acumen.

Along	with	the	significant	additional	funding	for	the	
sector in the Government’s response to the Royal 
Commission, there are also measures that will make 
management and governance of residential aged care 
services more demanding, especially for many smaller 
providers who lack economies of scale. 

These measures include greater transparency and 
accountability provisions and increased reporting 
requirements,	as	well	as	increased	regulatory	
activities	and	strengthened	prudential	requirements.		
These will mean that many providers will need to 
strengthen their management and governance.

In	addition,	the	increased	competitive	pressures	
arising	from	the	removal	of	the	ACAR	from	July	2024,	
more opportunities for older people to choose care at 
home as a result of the increased supply of home 
care packages and increased transparency will 
require	providers	to	be	more	responsive	to	consumer	
preferences in order to succeed in the industry. 

It	has	long	been	identified,	including	by	ACFA,	that	
some	structural	adjustment	of	the	sector	was	likely	
as a result of reforms already in train, and indeed 
needed.	The	reforms	flowing	from	the	Government’s	
recent Budget announcements will increase 
pressures for	structural	adjustment.		In	anticipation	
of further	changes	in	the	make-up	of	the	industry,	
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and to avoid unplanned and disruptive exits from 
the industry, more funding has been provided for 
the Business Advisory Service and funding has 
been provided for a Viability Fund and a Structural 
Adjustment	Program	to	support	providers	to	improve	
or change their operations.

9.2.6 Prudential oversight

Effective	prudential	oversight	is	important	to	
maintaining	stability	and	confidence	in	the	aged	
care industry. This is particularly important with the 
current accommodation payment arrangements 
that	include	the	Government’s	guarantee	of	RADs.	
ACFA noted previously that the Government needs 
proactive oversight arrangements that identify 
providers	facing	financial	difficulties	and	has	
arrangements to facilitate the withdrawal of providers 
while protecting consumers. 

The Royal Commission, through its recommendations, 
and the Government through its response, have 
identified	that	providers	should	be	subject	to	
more rigorous regulatory, accountability and 
reporting	requirements.	Reforms	announced	
include	new	financial	monitoring	and	compliance	
arrangements for residential aged care providers, 
including new prudential standards for refundable 
accommodation deposits which includes continuous 
disclosure	provisions	and	minimum	liquidity	and	
capital adequacy	standards.

9.3 Conclusion
The Government’s response to the Royal Commission 
foreshadows	further	significant	reform	and	
transformation of the aged care sector and a period 
of	significant	adjustment	for	the	industry.	While	the	
changes provide the platform for a better resourced 
sector, the operating environment for individual 
providers will become more competitive as consumer 
choice and control is increased and providers 
are	exposed	to	significantly	increased	regulatory,	
accountability, transparency and prudential 
requirements.	

Most	of	the	more	transformative	changes	are	subject	
to considerable design development, consultative 
processes and implementation risk which will need 
to be successfully negotiated before the potential 
benefits	for	future	older	Australians	will	be	realised.	

Overall, providers with the capacity to adapt to the 
demands of the new operating environment can 
expect to do well under the new arrangements. 
Accordingly, the outlook for the delivery of high 
quality,	safe	and	efficient	aged	care	is	promising		for	
older Australians who need publicly subsidised care 
and support. 
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Appendix A: ACFA Membership

Members

ACFA position Name Organisation

Acting Chair Mr Nicolas Mersiades Director	Aged	Care,	Catholic	Health	Australia

Deputy	chair Currently vacant

Member Mr	Ian	Yates	AM Chief	Executive,	COTA	Australia

Member Mr Gary Barnier Partner,	Cooperage	Capital

Member Ms Natalie Smith Head	of	Business	Execution,	Business	and	Private	Bank,	ANZ

Member Prof	Michael	Woods	 Professor,	Centre	for	Health	Economics	Research	and	Evaluation,	 
UTS Business School

Member Dr	Mike	Rungie	 Global Centre for Modern Ageing

Member Ms	Susan	Emerson	 Independent	aged	care	sector	expert

Member Ms	Louise	Biti	 Director,	Aged	Care	Steps

Government representatives

ACFA position Name Organisation

Representative Ms	Eliza	Strapp First Assistant Secretary, Ageing and Aged Care Group,  
Department	of	Health	

Representative Mr	John	Dicer Aged	Care	Pricing	Commissioner43

Representative Ms	Jessica	Clark	 Manager,	Health	and	Disability	Social	Policy	Division,	 
Department	of	the	Treasury	

43	 Mr	John	Dicer	finished	as	the	Aged	Care	Pricing	Commissioner	on	23	May	2021	following	the	Government’s	response	to	the	Royal	
Commission.	Mr	David	Weiss	has	been	appointed	to	the	role	by	the	Minister	for	a	period	of	six	months	from	24 May 2021.	
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Appendix B: ACFA reports 
and Submissions44,45

Work Date of completion

‘The	role	of	the	Basic	Daily	Fee	in	residential	aged	care’ Published	April	2021.

‘Review	of	the	current	and	future	role	of	Refundable	Accommodation	Deposits	in	aged	care’ Published	March	2021.

‘Consideration	of	the	financial	impact	on	home	care	providers	as	a	result	of	changes	in	
payment arrangements’ 

Published	January	2020.

‘Attributes	for	sustainable	aged	care’	 Published	November	2019.

Submission to the Royal Commission into Aged Care Quality and Safety Published	May	2019.

‘Understanding	how	consumers	plan	and	finance	aged	care’ Published	December	2018.

‘Report	on	respite	care	for	aged	care	recipients’ Published	November	2018.

‘Update	on	funding	and	financing	issues	in	the	residential	aged	care	industry’ Published	November	2018.

‘Application	of	the	Base	Interest	Rate’ Published	June	2017.

‘Bond	Guarantee	Scheme’ Published	May	2017.

‘Report	to	Inform	the	2016-17	Review	of	Amendments	to	the	Aged	Care	Act	1997’	 Published	June	2017.

‘Access	to	Residential	Care	by	Supported	residents’ Published	February	2017.

‘Report	on	issues	affecting	the	financial	performance	of	rural	and	remote	providers,	
residential and home care’

Published	February	2016.

‘Factors	influencing	the	financial	performance	of	residential	aged	care	providers’ Published	May	2015.

‘Improving	the	Collection	of	Financial	Data	from	Aged	Care	Providers’ Published	October	2014.

‘The	impact	of	the	July	2014	financial	reforms	on	the	aged	care	sector’ Published	September	2014.

‘Accommodation	Payments	–	Equivalence	Methodology	to	Convert	DAPs	to	RADs’ Published	June	2013.

‘ACFA	Recommendations	on	Accommodation	Payments’	 Published	November	2013.

44	 Excludes	ACFA’s	annual	reports	on	the	funding	and	financing	of	the	aged	care	sector.

45	 Although	ACFA	ceased	to	operate	from	30 June 2021,	all	previous	ACFA	reports	provided	to	the	Minister,	including	the	 
nine annual reports, can be accessed at https://agedcare.health.gov.au/aged-care-reform/aged-care-financing-authority.
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Appendicx	C:	ACFA’s	stakeholder	
engagement

ACFA regularly consults with representatives from 
the	investment	and	financing	industries,	providers	
and consumers. This engagement is critical to ACFA’s 
understanding of the key issues, developments and 
challenges	facing	the	industry.	While	some	of	the	
usual engagement was not possible during 2020 and 
early	2021	due	to	COVID-19,	ACFA	was	able	to	gain	an	
insight of the key issues.
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Appendix	D:	Aged	care	workforce

Table D.1: Full-time equivalent (FTE) direct care employees in the residential aged care workforce, 
by occupation: 2003, 2007, 2012 and 2016 (estimated FTE and per cent)

Occupation 2003 2007 2012 2016

Nurse practitioner n/a n/a 190 293

Registered nurse 16,265 13,247 13,939 14,564

Enrolled	nurse	 10,945 9,856 10,999 9,126

Personal	care	attendant 42,943 50,542 64,669 69,983

Allied health professional
5,776 5,204

1,612 1,092

Allied health assistant 3,414 2,862

Total number of employees (FTE) 75,929 78,849 94,823 97,920

As a % of total employees

Nurse practitioner n/a n/a 0.2% 0.3%

Registered nurse 21.4% 16.8% 14.7% 14.9%

Enrolled	nurse	 14.4% 12.5% 11.6% 9.3%

Personal	care	attendant 56.5% 64.1% 68.2% 71.5%

Allied health professional
7.6% 6.6%

1.7% 1.1%

Allied health assistant 3.6% 2.9%

Table D.2: Size of the home support and home care workforce, all PAYG employees and direct care 
employees: 2007, 2012 and 2016

Occupation 2007 2012 2016

All	PAYG	employees 87,478 149,801 130,263

Direct	care	employees 74,067 93,359 86,463

2320



126

Table D.3: Direct care employees in the home support and home care workforce, by occupation:  
2007, 2012 and 2016 (estimated FTE and per cent)

Occupation 2007 2012 2016

Nurse practitioner n/a 55 41

Registered nurse 6,079 6,544 4,651

Enrolled	nurse	 1,197 2,345 1,143

Community care worker 35,832 41,394 34,712

Allied health professional
2,948

2,618 2,785

Allied health assistant 1,581 755

Total number of employees (FTE) 46,056 54,537 44,087

As a % of total employees

Nurse practitioner n/a 0.1% 0.1%

Registered nurse 13.2% 12.0% 10.5%

Enrolled	nurse	 2.6% 4.3% 2.6%

Community care worker 77.8% 75.9% 78.7%

Allied health professional
6.4%

4.8% 6.3%

Allied health assistant 2.9% 1.7%
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Appendix E: Means testing 
arrangements

Home care
In	addition	to	the	basic	daily	fee,	an	income-
tested care fee was introduced in home care from 
1 July 2014.	Unlike	the	arrangements	for	the	basic	
daily fee, the Commonwealth payment received by 
the provider is reduced by the amount of the income-
tested care fee. Accordingly, to receive an amount 
equivalent	to	the	full	subsidy	the	provider	needs	to	
charge the appropriate income-tested care fee.

Annual income-tested care fees in home care are 
currently capped at $5,667.73 for part-pensioners 
and	$11,335.48	for	non-pensioners	(March	2021	rate).	
A	lifetime	cap	of	$68,012.98	per	consumer	currently	
applies for care contributions across home care and 
residential care (March 2021 rate). Full pensioners are 
not	required	to	contribute	to	their	care	costs	and	may	
only	be	required	to	pay	the	basic	daily	fee.	It	should	
be noted that it is the cap amount current at the time 
the care recipient reaches that cap that applies.

Figure E.1: Current income testing for home care (post 1 July 2014)
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Residential care
Changes	to	residential	care	from	1	July	2014	
introduced more comprehensive means testing 
arrangements by way of a combined assets and 
income assessment and a new fees structure.

Annual and lifetime caps were also introduced, 
with	an	annual	cap	of	$28,338.71	applying	to	
the means-tested care fee and a lifetime cap of 
$68,012.98	for	care	contributions	(March	2021	rate).	
It	is	the	cap	amount	current	at	the	time	the	care	
recipient reaches that cap that applies.

Figure	E.2	demonstrates	how	the	means	testing	
arrangements created three tiers of consumer 
contributions in	residential	care:

• consumers	with	low	means,	who	are	required	to	
pay	only	the	basic	daily	fee	(85	per	cent	of	the	single	
basic age pension) as a contribution towards their 
daily living expenses, while their accommodation 
and care costs are funded by the Australian 
Government;

• consumers with moderate means, who in addition 
to contributing towards their daily living expenses 
by paying the basic daily fee, also make a capped 
contribution towards their accommodation costs; 
and

• consumers with greater means, who in addition 
to contributing towards their daily living expenses, 
also pay the basic daily fee for their accommodation 
costs in full and make a capped contribution 
towards their care costs.

Figure E.2: Current means testing for residential care (post 1 July 2014)
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Appendix F: Financial ratios by 
provider ownership type

Table F.1: Financial ratios of total sector by provider type, 2019-20

  Not-for-profit For-profit Government Total sector

Total	RADs	($m) $16,620 $15,012 $676 $32,308

No. of providers 473 277 93 843

EBITDA	p.r.p.a $5,594 $10,662 -$13,547 $6,855

Capital structure

Assets p.r.p.a $274,788 $333,306 $262,627 $297,563

No.	of	RADs 52,376 42,115 2,840 97,331

Avg	RAD	per	resident $317,325 $356,458 $237,878 $331,940

Net worth p.r.p.a $82,888 $22,411 $145,719 $61,328

Working	capital	p.r.p.a -$101,796 -$177,887 -$21,797 -$128,884

Non-current	liabilities	as	%	of	total	assets 4.88% 18.12% 3.85% 10.74%

RADs	as	%	of	total	assets 56.61% 59.76% 34.46% 57.24%

Net	worth	as	%	total	assets 30.16% 6.72% 55.49% 20.61%

Viability

Current ratio 0.43 0.29 0.80 0.37

Interest	coverage 7.6 times 3.3 times -39.8	times 4.0	times

NPBT	margin -3.1% -1.8% -17.9% -3.2%

Occupancy 90.5% 85.4% 88.3% 88.3%

%	EBITDA	to	total	assets 2.04% 3.20% -5.16% 2.30%

%	EBITDA	to	net	worth 6.75% 47.58% -9.30% 11.18%

RADs	asset	cover	(T.A.) 1.8	times 1.7 times 2.9 times 1.7 times
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Table F.2: Financial ratios for not-for-profit providers, 2019-20

  Top Next top Next bottom Bottom Total

No. of providers 94 131 145 103 473

EBITDA	p.r.p.a $19,062 $8,869 $2,343 -$7,907 $5,594

Capital structure

T. Assets p.r.p.a $284,852 $272,287 $266,822 $286,533 $274,788

No.	of	RADs 7,497 19,147 16,623 9,109 52,376

Avg	RAD	per	resident $338,868 $305,511 $318,793 $321,748 $317,325

Net	Worth	p.r.p.a $92,777 $94,729 $70,585 $70,298 $82,888

Working	Capital	p.r.p.a -$99,291 -$77,792 -$110,755 -$141,827 -$101,796

Non.Curr	Liab	as	%	of	T.Asts. 3.6% 3.9% 6.0% 6.3% 4.9%

RADs	as	%	of	T.	Asts 56.1% 53.7% 59.5% 58.3% 56.6%

Net	Worth	as	%	T.Asts 32.6% 34.8% 26.5% 24.5% 30.2%

Viability

Current ratio 0.45 0.53 0.39 0.28 0.43

Interest	coverage 20.1 times 12.2 times 3.3 times -13.6 times 7.6 times

NPBT	margin 8.4% 0.0% -6.1% -16.7% -3.1%

Occupancy 91.0% 92.3% 90.5% 86.3% 90.5%

%EBITDA	to	T.	Assets 6.7% 3.3% 0.9% -2.8% 2.0%

%EBITDA	to	Net	Worth 20.5% 9.4% 3.3% -11.2% 6.7%

RADs	Asset	Cover	(T.A.) 1.8	times 1.9 times 1.7 times 1.7 times 1.8	times

Table F.3: Financial ratios of government providers, 2019-20

  Top Next Top Next Bottom Bottom Total

No. of providers 8 6 13 66 93

EBITDA	p.r.p.a $37,945 $12,158 $1,519 -$28,134 -$13,547

Capital structure

T. Assets p.r.p.a $305,309 $231,596 $272,216 $266,280 $262,627

No.	of	RADs 130 405 467 1,838 2,840

Avg	RAD	per	resident $198,528 $240,284 $222,197 $244,116 $237,878

Net	Worth	p.r.p.a $211,223 $167,894 $128,945 $138,064 $145,719

Working	Capital	p.r.p.a $3,901 -$5,352 -$44,792 -$23,445 -$21,797

Non.Curr	Liab	as	%	of	T.Asts. 7.5% 0.6% 6.7% 3.7% 3.9%

RADs	as	%	of	T.	Asts 23.8% 30.9% 36.9% 35.7% 34.5%

Net	Worth	as	%	T.Asts 69.2% 72.5% 47.4% 51.8% 55.5%

Viability          

Current ratio 1.05 0.91 0.64 0.80 0.80

Interest	coverage 985.3	times 10.8	times 10.1 times -156.4	times -39.8	times

NPBT	margin 20.5% 0.4% -5.4% -31.7% -17.9%

Occupancy 88.8% 93.8% 89.9% 86.4% 88.3%

%EBITDA	to	T.	Assets 12.4% 5.2% 0.6% -10.6% -5.2%

%EBITDA	to	Net	Worth 18.0% 7.2% 1.2% -20.4% -9.3%

RADs	Asset	Cover	(T.A.) 4.2	times 3.2 times 2.7 times 2.8	times 2.9 times
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Table F.4: Financial ratios of for-profit providers, 2019-20

  Top Next Top Next Bottom Bottom Total

No. of providers 109 73 53 42 277

EBITDA	p.r.p.a $21,312 $9,222 $3,574 -$15,129 $10,662

Capital structure

T. Assets p.r.p.a $356,079 $306,888 $305,542 $545,637 $333,306

No.	of	RADs 12,271 20,449 7,300 2,095 42,115

Avg	RAD	per	resident $355,281 $356,006 $339,018 $428,539 $356,458

Net	Worth	p.r.p.a $42,907 $3,639 $34,178 $38,074 $22,411

Working	Capital	p.r.p.a -$168,294 -$201,561 -$130,155 -$174,235 -$177,887

Non.Curr	Liab	as	%	of	T.Asts. 16.8% 16.7% 14.2% 38.5% 18.1%

RADs	as	%	of	T.	Asts 54.1% 65.9% 62.2% 43.8% 59.8%

Net	Worth	as	%	T.Asts 12.0% 1.2% 11.2% 7.0% 6.7%

Viability

Current ratio 0.34 0.20 0.43 0.41 0.29

Interest	coverage 5.4	times 3.2 times 1.6 times -2.9 times 3.3 times

NPBT	margin 2.6% -1.7% -3.7% -24.8% -1.8%

Occupancy 88.2% 86.8% 83.1% 67.9% 85.4%

%EBITDA	to	T.	Assets 6.0% 3.0% 1.2% -2.8% 3.2%

%EBITDA	to	Net	Worth 49.7% 253.4% 10.5% -39.7% 47.6%

RADs	Asset	Cover	(T.A.) 1.8	times 1.5 times 1.6 times 2.3 times 1.7 times
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Appendix G: Residential care 
subsidies and supplements

Table G.1: Total expenditure for subsidies and supplements in residential care, 2016-17 to 2019-20

2016-17 
$m

2017-18 
$m

2018-19 
$m

2019-20
$m

Basic Care subsidies

Permanent	 11,024.2 11,163.5 11,947.4 12,012.7

Respite 280.6 312.3 348.8 371.3

Primary care supplements

Oxygen 17.5 18.3 18.3 16.8

Enteral	feeding	 5.9 5.9 5.2 5.0

Respite incentive 30.1 34.6 40.6 46.8

Hardship

Hardship 4.9 4.0 3.9 6.5

Accommodation supplements

Accommodation supplement 907.5 1,029.6 1,134.2 1,225.1

Hardship accommodation 2.9 2.6 2.5 1.9

Transitional accommodation Supplement 15.5 10.7 7.6 5.4

Concessional 64.0 55.6 51.3 40.2

Accommodation charge top-up 2.1 1.4 1.0 0.4

Pensioner	supplement	 36.3 27.2 20.7 12.8

Viability Supplement

Viability 43.2 55.8 62.0 82.3

Supplements relating to grand parenting

Transitional 6.0 4.8 3.8 2.6

Charge exempt 3.8 2.0 1.8 1.4

Basic daily fee 0.6 0.4 0.3 0.1

Other supplements

Veterans’ 1.1 1.6 1.7 1.5

Homeless 8.3 8.6 9.8 13.3

Reductions

Means testing reduction -560.8 -564.0 -627.2 -648.2

Other 31.5 42.0 -9.1 231.7

TOTAL 11,903.8 12,204.4 13,014.3 13,429.7
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Appendix H: Residential care 
subsidies and supplements rates

Table H.1: ACFI rates ($ per day), 2018-19 to 2020-21

ACFI 2018-19 2019-20 2020-21

Activities of daily living (ADL)

Low $37.16 $37.68 $38.28

Medium $80.92 $82.05 $83.36

High $112.10 $113.67 $115.49

Behaviour (BEH)

Low $8.49 $8.61 $8.75

Medium $17.60 $17.85 $18.14

High $36.70 $37.21 $37.81

Complex Health Care (CHC)

Low $16.48 $16.71 $16.98

Medium $46.95 $47.61 $48.37

High $67.79 $68.74 $69.84

Interim	rate	for	new	residents	pending	ACFI	assessment $57.01 $57.81 $58.73

Note:	these	rates	do	not	include	a	temporary	additional	daily	amount	of	1.2%	applied	to	these	rates	from	1	March	to	31	August	2020.

Daily residential respite subsidy rates 2018-19 2019-20 2020-21

Low $46.74 $47.39 $48.15

High $131.05 $132.88 $135.01

Note:	these	rates	do	not	include	a	temporary	additional	daily	amount	of	1.2%	applied	to	these	rates	from	1	March	to	31	August	2020.

Table H.2: Residential care supplements table, 2018-19 to 2020-21

Residential care 2018-19 2019-20 2020-21

Oxygen supplement $11.57 $11.72 $11.98

Enteral	Feeding	supplement	–	Bolus $18.33 $18.57 $18.98

Enteral	Feeding	supplement	–	Non-bolus $20.59 $20.86 $21.32

Adjusted	Subsidy	Reduction $13.21 $13.39 $13.60

Veterans’ supplement $7.08 $7.18 $7.29

Homeless supplement $21.01 $21.30 $21.64

Note:	the	homeless	supplement	rate	shown	here	does	not	include	the	temporary	30%	increase	applied	from	1	March	2020	to	30 June 2021.
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Table H.3: Residential care supplements (accommodation and hotel related)

Residential care 20/03/20 20/09/20 20/03/21

Higher	accommodation	supplement	–	newly	built	or	significantly	
refurbished facilities

$58.19 $58.19 $58.69

Accommodation supplement – facilities that are not newly built or 
significantly	refurbished	but	do	meet	set	building	requirements

$37.93 $37.93 $38.26

Accommodation supplement – facilities that are not newly built or 
significantly	refurbished	and	don’t	meet	set	building	requirements	

$31.86 $31.86 $32.13

Concessional resident supplement (concessional and assisted 
residents)	–	newly	built	or	significantly	refurbished	facilities

$58.19 $58.19 $58.69

Concessional resident supplement (concessional residents) – 
facilities that are not newly built or refurbished

$23.19 $23.19 $23.39

Concessional resident supplement (assisted residents) – facilities 
that	are	not	newly	built	or	significantly	refurbished

$9.53 $9.53 $9.61

Transitional Accommodation Supplement

After	19	March	2008	and	before	20	September	2010 $8.67 $8.67 $8.74

After 19 September 2010 and before 20 March 2011 $5.78 $5.78 $5.83

After 19 March 2011 and before 20 September 2011 $2.89 $2.89 $2.91

Transitional supplement $23.19 $23.19 $23.39

Basic	Daily	Fee	supplement $0.61 $0.61 $0.62

Respite	supplement	–	high	level	is	equal	to	or	greater	than	70%	of	
the	specified	proportion	of	respite	care	for	the	approved	provider

$95.08 $95.08 $95.90

Respite	supplement	–	high	level	is	less	than	70%	of	the	specified	
proportion of respite care for the approved provider

$55.88 $55.88 $56.36

Respite supplement – low level $39.87 $39.87 $40.21

Note:	There	was	no	increase	to	rates	on	20 September 2020	due	to	there	being	no	increase	to	the	age	pension.

Table H.4: Residential aged care viability supplement

2017	Scheme	Services	(Modified	Monash	Model) 2018-19 2019-20 2020-21

Eligibility	score	of	100 $73.94 $74.98 $76.18

Eligibility	score	of	95 $65.85 $66.77 $67.84

Eligibility	score	of	90 $59.40 $60.23 $61.19

Eligibility	score	of	85 $51.34 $52.06 $52.89

Eligibility	score	of	80 $43.19 $43.79 $44.49

Eligibility	score	of	75 $33.58 $34.05 $34.59

Eligibility	score	of	70 $25.17 $25.52 $25.93

Eligibility	score	of	65 $18.12 $18.37 $18.66

Eligibility	score	of	60 $15.33 $15.54 $15.79

Eligibility	score	of	55 $11.18 $11.34 $11.52

Eligibility	score	of	50 $8.39 $8.51 $8.65

Eligibility	score	of	45 $0.00 $0.00 $0.00

Eligibility	score	of	40 $0.00 $0.00 $0.00

Less	than	a	score	of	40 $0.00 $0.00 $0.00

Notes:

The	Modified	Monash	Model	classification	scale	was	implemented	on	1	January	2017.

The	rates	shown	here	do	not	include	the	temporary	30%	increase	applied	from	1	March	2020	to	30 June 2021.
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Appendix	I:	Residential	care	financing	
structures and balance sheets

Table I.1: Distribution of average lump sum accommodation deposits by ownership and quartile of EBITDA, 
2019-20

Top Next top Next bottom Bottom Total

Not for Profit

No. of providers 94	 131 146	 103 474	

No.	of	providers	that	held	RADs 91 130 144	 100 465	

Proportion	of	residents	that	paid	RADs	in	
facilities,	where	RADs	were	held

48.4% 49.2% 51.8% 54.2% 50.7%

Avg	RAD	per	resident $338,868 $305,511 $318,793 $321,748 $317,325

For Profit

No. of providers 109 73 53 42	 277 

No.	of	providers	that	held	RADs 108	 73 53 42	 276 

Proportion	of	residents	that	paid	RADs	in	
facilities,	where	RADs	were	held

56.9% 58.5% 58.1% 53.9% 57.7%

Avg	RAD	per	resident $355,281 $356,006 $339,018 $428,539 $356,458

Government

No. of providers 8	 6 13 66 93 

No.	of	providers	that	held	RADs  6   6 13 64	 89	

Proportion	of	residents	that	paid	RADs	in	
facilities,	where	RADs	were	held

45.3% 30.9% 47.4% 41.1% 40.2%

Avg	RAD	per	resident $198,528 $240,284 $222,197 $244,116 $237,878

All providers

No. of providers 211 210 211 211 843	

No.	of	providers	that	held	RADs 205 209 210 206 830	

Proportion	of	residents	that	paid	RADs	in	
facilities,	where	RADs	were	held

53.3% 53.2% 53.4% 51.8% 53.1%

Avg	RAD	per	resident $348,073 $330,664 $322,997 $327,962 $331,940
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Appendix J: Home care revenue 
and expenditure

Table J.1: Financial performance results of home care providers per consumer per day, by ownership type, 
by quartile, 2019-20

Not-for-profit Top quartile Next top Next bottom Bottom Total

Number of providers 96 111 116 112 435

Provision	of	Care	/	Direct	Care	Services $42.64 $31.50 $33.72 $38.31 $35.51

Provision	of	Care	/	Sub-contracted	Services $7.75 $12.37 $10.51 $9.09 $10.27

Client/case management fees charged $11.34 $12.00 $11.74 $13.29 $12.20

Admin and management of packages $9.11 $10.14 $9.35 $6.52 $8.72

Exit	amounts	deducted $0.19 $0.15 $0.11 $0.15 $0.14

COVID-19	Funding $2.36 $0.40 $0.24 $0.25 $0.54

Other income $1.28 $0.87 $0.50 $0.98 $0.83

Total expenses $59.66 $60.64 $64.12 $71.43 $64.74

Net	Profit	Before	Tax $15.02 $6.79 $2.04 -$2.84 $3.48

For-profit

Number of providers 88 68 53 68 277

Provision	of	Care	/	Direct	Care	Services $80.66 $34.26 $22.83 $34.19 $39.17

Provision	of	Care	/	Sub-contracted	Services $4.24 $13.70 $25.67 $10.83 $14.40

Client/case management fees charged $9.01 $7.96 $5.47 $8.04 $7.46

Admin and management of packages $8.67 $6.22 $6.97 $7.27 $7.25

Exit	amounts	deducted $0.08 $0.04 -$0.08 $0.03 $0.01

COVID-19	Funding $1.46 $1.48 $0.34 $0.21 $0.68

Other income $4.61 $1.45 $1.03 $0.34 $1.48

Total expenses $88.86 $58.67 $60.42 $69.73 $68.59

Net	Profit	Before	Tax $19.88 $6.43 $1.80 -$8.82 $1.87

Government

Number of providers 19 24 31 27 101

Provision	of	Care	/	Direct	Care	Services $23.85 $28.34 $11.61 $30.98 $20.43

Provision	of	Care	/	Sub-contracted	Services $17.04 $11.65 $23.81 $10.65 $17.85

Client/case management fees charged $17.46 $12.94 $10.20 $8.90 $11.86

Admin and management of packages $7.73 $8.91 $14.38 $9.72 $11.31

Exit	amounts	deducted $0.26 $0.22 $0.21 $0.12 $0.21

COVID-19	Funding $0.20 $0.67 $0.18 $0.14 $0.31

Other income $1.05 $0.57 $0.08 $2.08 $0.62

Total expenses $52.03 $56.05 $58.40 $67.58 $58.02

Net	Profit	Before	Tax $15.55 $7.25 $2.08 -$4.99 $4.57
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Not-for-profit Top quartile Next top Next bottom Bottom Total

All Providers

Number of providers 203 203 200 207 813

Provision	of	Care	/	Direct	Care	Services $52.97 $31.72 $29.42 $36.86 $35.38

Provision	of	Care	/	Sub-contracted	Services $7.37 $12.54 $14.89 $9.65 $11.75

Client/case management fees charged $11.09 $11.40 $10.29 $11.60 $11.05

Admin and management of packages $8.87 $9.40 $9.32 $6.84 $8.55

Exit	amounts	deducted $0.16 $0.14 $0.08 $0.11 $0.11

COVID-19	Funding $1.92 $0.60 $0.26 $0.23 $0.56

Other income $2.29 $0.94 $0.57 $0.83 $0.97

Total expenses $68.10 $59.99 $62.82 $70.81 $65.21

Net	Profit	Before	Tax $16.56 $6.76 $1.99 -$4.68 $3.17

Table J.2: Financial package results for home care providers per consumer per day, by ownership type,  
by quartile, 2019-20

Top quartile Next top Next bottom Bottom Total

Not-for-profit

Number of providers 96 111 116 112 435

Total revenue per consumer $27,259 $24,612 $24,149 $25,034 $24,899

Total expenses per consumer $21,777 $22,135 $23,405 $26,071 $23,630

NPBT	per	consumer $5,482 $2,477 $744 -$1,036 $1,269

For-profit

Number of providers 88 68 53 68 277

Total revenue per consumer $39,688 $23,761 $22,712 $22,231 $25,716

Total expenses per consumer $32,433 $21,416 $22,053 $25,450 $25,034

NPBT	per	consumer $7,255 $2,346 $659 -$3,219 $682

Government

Number of providers 19 24 31 27 101

Total revenue per consumer $24,669 $23,107 $22,073 $22,844 $22,845

Total expenses per consumer $18,992 $20,459 $21,316 $24,666 $21,177

NPBT	per	consumer $5,677 $2,647 $758 -$1,823 $1,668

Total

Number of providers 203 203 200 207 813

Total revenue per consumer $30,902 $24,363 $23,658 $24,136 $24,956

Total expenses per consumer $24,858 $21,896 $22,931 $25,844 $23,800

NPBT	per	consumer $6,044 $2,468 $728 -$1,709 $1,156
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Appendix K: Home care subsidies 
and supplements

Table K.1: Home care subsidies per day, 2018-19 to 2020-21

Package	level 2018-19 Annual 2019-20* Annual 2020-21* Annual

Level	1 $22.66 $8,270.90 $24.07 $8,809.62 $24.46 $8,927.90

Level	2 $41.22 $15,045.30 $42.35 $15,500.10 $43.03 $15,705.95

Level	3 $90.62 $33,076.30 $92.16 $33,730.56 $93.63 $34,174.95

Level	4 $137.77 $50,286.05 $139.70 $51,130.20 $141.94 $51,808.10

Note:	Figures	for	2019-20	and	2020-21	do	not	include	the	temporary	increase	of	1.2 per cent	of	the	daily	subsidy	rate	that	was	paid	 
for the period 1 March to 31 August 2020.

Table K.2: Home care supplement amounts per day, 2018-19 to 2020-21

Home care supplements 2018-19 2019-20 2020-21

Dementia and Cognition and Veterans’ supplement 
(11.5% of basic care subsidy)

Level	1 $2.67 $2.77 $2.81

Level	2 $4.12 $4.87 $4.95

Level	3 $9.06 $10.60 $10.77

Level	4 $13.78 $16.07 $16.32

Other

Notes:

1.	The	rate	of	both	the	Dementia	and	Cognition	supplement	and	the	Veterans’	supplement	in	home	care	were	increased	from	10 per cent	 
of	the	basic	subsidy	to	11.5 per cent	from	20 March 2019.

2.	Figures	for	2019-20	and	2020-21	do	not	include	the	temporary	increase	of	1.2 per cent	of	the	daily	subsidy	rate	that	was	paid	 
for the period 1 March to 31 August 2020.

EACH-D	Top	Up	supplement $2.73 $2.77 $2.81

Oxygen Supplement $11.57 $11.72 $11.98

Enteral	Feeding	supplement	–	Bolus $18.33 $18.57 $18.98

Enteral	Feeding	supplement	–	Non–bolus $20.59 $20.86 $21.32

Home Care Viability supplement – Modified Monash Model classification

MMM 1,2,3 $0.00 $0.00 $0.00

MMM	4 $1.05 $1.06 $1.08

MMM 5 $2.32 $2.35 $2.39

MMM 6 $15.37 $15.59 $15.84

MMM 7 $18.45 $18.71 $19.01

Notes:

1.	The	MMM	classification	scale	was	implement	on	1	January	2017.

2.		Figures	for	2019-20	and	2020-21	do	not	include	the	temporary	increase	of	30 per cent	applied	to	the	rate	of	Viability	supplement 
for	the	period	1	March	2020	to	30	June	2021.
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Home Care Viability supplement – ARIA value viability supplement amount 2018-19 2019-20 2020-21

ARIA	Score	0	to	3.51	inclusive $0.00 $0.00 $0.00

ARIA	Score	3.52	to	4.66	inclusive $5.45 $5.53 $5.62

ARIA	Score	4.67	to	5.80	inclusive $6.54 $6.63 $6.74

ARIA	Score	5.81	to	7.44	inclusive $9.15 $9.28 $9.43

ARIA	Score	7.45	to	9.08	inclusive $10.99 $11.14 $11.32

ARIA	Score	9.09	to	10.54	inclusive $15.37 $15.59 $15.84

ARIA	Score	10.55	to	12.00	inclusive $18.45 $18.71 $19.01

Note:	Figures	for	2019-20	and	2020-21	do	not	include	the	temporary	increase	of	30 per cent	applied	to	the	rate	of	Viability	supplement	for	the	
period	1	March	2020	to	30	June	2021.

Table K.3: Summary of Australian Government payments of subsidies and supplements of home care, 
2016-17 to 2019-20

Supplement 2016-17 2017-18 2018-19 2019-20

Dementia	and	cognition	supplement $24.7m $29.3m $36.2m $49.5m

Veterans’ supplement $0.2m $0.3m $0.4m $0.5m

Oxygen supplement $2.4m $3.1m $3.7m $4.5m

Enteral	feeding	supplement $0.7m $0.9m $0.9m $0.8m

Viability supplement $11.4m $16.0m $18.1m $25.1m

Hardship supplement $0.2m $0.3m $0.2m $0.1m

Supplements in home care
Dementia and cognition supplement: provides 
additional funding in recognition of the extra costs 
of caring for people with cognitive impairment 
associated with dementia and other conditions. 
This supplement	is	available	across	all	levels	of	home	
care packages. The supplement is payable at a rate 
of 11.5 per cent of the basic subsidy payable for the 
level of home care package.

Veterans’ supplement: provides additional 
funding for veterans with a mental health condition 
accepted	by	the	Department	of	Veterans’	Affairs	
(DVA)	as	related	to	their	service.	This	supplement	
is available across all levels of home care packages. 
The	supplement	is	payable	at	a	rate	of	11.5 per cent	
of the basic subsidy payable for the level of 
home care package.

Oxygen supplement: provides additional funding for 
consumers	who	have	a	specified	medical	need	for	the	
continual administration of oxygen.

Enteral Feeding supplement: provides additional 
funding	for	care	recipients	with	a	specified	medical	
need for enteral feeding.

Viability supplement: is paid in recognition of 
the higher costs of providing services in rural 
and remote areas.

Hardship supplement: is available to home care 
consumers	who	are	having	difficulty	paying	their	 
aged care fees for reasons beyond their control.
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Appendix L: Residential care and 
home	care	financial	data

• Residential	care	and	home	care	providers’	financial	
data is obtained from Aged Care Financial Reports 
(ACFRs)	required	to	be	prepared	and	submitted	
by providers of residential aged care under the 
Accountability Principles 2014 (Section 35, 35A, 36,  
37 and 37A) made under Section 96-1 of the  
Aged Care Act 1997.

• Residential	and	home	care	financial	data	and	
analysis	given	in	this	report	includes	financial	
information for only those services that were 
operational	from	1	July	2019	to	30	June	2020	and	
whose	financial	information	is	received	by	the	
Department of Health.

• Approximately 99 per cent of residential aged care 
and home care providers submitted their ACFRs.

• Financial information contained in ACFRs varies 
from provider to provider. Accounting standards 
are	subject	to	interpretation	and	it	is	possible	that	
interpretations	may	differ	between	providers.	
The	Department	of	Health	has	not	verified	
providers’ interpretation and application of 
the accounting standards.

• The	information	in	the	ACFR	is	not	audited.	It	
is however tested for reasonableness to the 
Approved	Provider’s	audited	General	Purpose	
Financial Report which is also submitted annually. 
Whilst	some	verification	of	data	is	undertaken	
by	the	Department,	a	significant	portion	of	
data submitted through the ACFR has not 
been independently verified.

• Analysis	of	financial	data	may	be	affected	by	
incomplete, aggregated data provided in ACFRs. 
As a	result,	averages	stated	in	the	report	may	not	
fully represent the sector.

• Discrepancies	occur	in	the	ACFR	home	care	
income statement which can impact the overall 
average results of the sector. For example, there 
are instances where the details of the expenses 
are aggregated to other expenses or total 
expenses. There are also instances where income 
and expenditure through brokered services are 
not disclosed in their entirety thus understating 
revenue and expenditure. These instances result 
in inconsistency and limitations in deriving various 
metrics and measurements.

• The ACFR home care income and expenses are 
aggregated for Commonwealth Government 
funded package consumers and private consumers. 
Therefore, the analysis used in this report is not 
interpretable for any particular group of clients who 
are receiving/paying any particular funding type.

• Assets and liabilities reported in the residential 
aged care balance sheet contain, where not already 
fully	verifiable,	some	proportional	allocations	based	
on the historical and sector trends from other 
sources	within	provider	ACFRs	and	GPFRs.	These	
allocations have not been verified.
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Glossary

Term Definition

Accommodation supplement The accommodation supplement is payable on behalf of residents receiving 
permanent residential aged care who do not have the capacity to contribute 
to all or part of the cost of their accommodation.

Aged and Community Services 
Australia (ACSA)

A	national	peak	body	for	not-for-profit	providers	of	aged	and	community	
care in Australia.

Aged Care Act 1997 (the Act) The primary legislation governing the provision of aged care services.  
In	May	2021	the	Government	announced	that	a	new	act	would	be	written	to	
be	operational	by	July	2023.

Aged Care Approvals Round 
(ACAR)

A competitive application process that enables prospective and existing 
approved providers of residential aged care to apply for a range of new 
Australian	Government	funded	aged	care	places	and	financial	assistance	in	
the	form	of	a	capital	grant.	In	May	2021	the	Government	announced	that	
the 2021 ACAR would be the last round held and following this, residential 
care places will be allocated directly to consumers.

Aged Care Assessment Team 
(ACAT)

ACATs are teams of medical and allied health professionals who assess 
the physical, psychological, medical, restorative, cultural and social needs 
of frail older people and help them and their carers to access appropriate 
levels of support.

Aged Care Financial Report 
(ACFR)

A reporting template introduced for the 2016-17 reporting year that 
consolidates	prudential	and	financial	reporting	information	that	was	
previously separately reported. The ACFR consolidates information 
previously	reported	through	the	Annual	Prudential	Compliance	Statement,	
the Survey of Aged Care Homes, the Home Care Financial Report and the 
Short Term Restorative Care Financial Report.

Aged Care Financing Authority 
(ACFA)

ACFA was a statutory committee that provided independent advice to the 
Australian	Government	on	funding	and	financing	issues.	ACFA	operated	
from	2012	following	the	LLLB	reforms	until	30	June	2021	when	it	was	
discontinued. 

Aged	Care	Funding	Instrument	
(ACFI)

The	classification	instrument	currently	used	to	calculate	subsidies	to	
residential aged care facilities. The Government announced in May 
2021	that	the	ACFI	will	be	replaced	by	the	Australian	National	Aged	Care	
Classification	(AN-ACC)	from	October 2022.

Aged	Care	Pricing	
Commissioner	(ACPC)

The	Aged	Care	Pricing	Commissioner	is	an	independent,	statutory	office	
holder	appointed	in	2012	following	the	LLLB	reforms	under	the	Aged Care 
Act 1997 and reports to the Minister for Aged Care. 

Aged Care Sector Committee 
(ACSC)

The ACSC was a representative committee of the aged care sector 
appointed by the Minister for Aged Care that provided advice to 
Government on aged care policy development and implementation.  
I	was	discontinued	on	30	June	2021.

Agreed accommodation price Accommodation prices agreed between providers and prospective residents 
prior	to	entry,	as	reported	by	providers	through	the	Aged	Care	Entry	Record.

Approved provider An approved provider of aged care is an organisation that has been 
approved	by	the	Secretary	of	the	Department	of	Health	to	provide	
residential	care,	home	care	or	flexible	care	under	the	Aged Care Act 1997.
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Term Definition

Assistance with Care and 
Housing for the Aged (ACHA)

ACHA is a program which provides a range of supports for eligible clients, 
who are at risk of becoming homeless or are homeless, to remain in the 
community	through	accessing	appropriate,	sustainable	and	affordable	
housing	and	linking	them	to	community	care.	From	1	July	2015	the	ACHA	
program was incorporated into the new Commonwealth Home Support 
Programme.

Australian Bureau of Statistics 
(ABS)

The Government agency responsible for the production and dissemination 
of statistics in a range of key areas.

Bed days The number of days for which a residential care place was available to be 
occupied by care recipients.

Bond Asset Cover Provides	an	indication	of	the	extent	to	which	the	accommodation	
bond	liability	is	covered	by	assets.	It	is	calculated	as	Total	Assets/Total	
Accommodation Bonds.

Brownfield	site Site where an extension to an existing aged care operation is possible.

Care days The number of days for which care was actually provided to a care recipient 
in an aged care place.

Commonwealth Home Support 
Programme	(CHSP)

This program provides entry-level support services designed to help 
frail	older	people	stay	in	their	homes.	It	was	introduced	on	1	July	2015,	
consolidating	four	former	programs:	Commonwealth	Home	and	Community	
Care	(HACC);	the	National	Respite	for	Carers	Program	(NRCP);	Day	Therapy	
Centres	(DTC);	and	Assistance	with	Care	and	Housing	for	the	Aged	(ACHA).

Community	Aged	Care	Package	
(CACP)

A package of services provided to a person in their own home. This type 
of care was replaced on 1 August 2013 when the new home care package 
levels	1-4	were	introduced.	A	CACP	package	is	generally	consistent	with	the	
level of care provided in a level 2 home care package.

Consumer	Directed	Care	(CDC) Consumer	Directed	Care	in	home	care	gives	consumers	greater	choice	over	
their own lives by allowing them to decide what types of care and services 
they access and how those services are delivered.

Consumer	Price	Index	(CPI) CPI	measures	the	changes	in	the	price	of	a	fixed	basket	of	goods	and	
services,	acquired	by	household	consumers	who	are	resident	in	the	eight	
state and territory capital cities.

Culturally	and	Linguistically	
Diverse	(CALD)

Consumers	who	have	particular	cultural	or	linguistic	affiliations	due	to	their:
• place of birth or ethnic origin;
• main	language	other	than	English	spoken	at	home;	or
• proficiency	in	spoken	English.

Current Ratio Represents the ability to meet short term debt through current assets. 
A current ratio of more than one indicates that an organisation’s current 
assets	exceed	its	current	liabilities.	It	is	calculated	as	Current	Assets/Current	
Liabilities.	In	the	aged	care	context,	current	ratio	needs	to	be	interpreted	
with	caution	given	all	accommodation	deposits	(bonds	pre	1	July	2014)	held	
by providers are treated as current liabilities.

Daily	Accommodation	
Contribution	(DAC)

An amount paid by a partially supported resident as a contribution toward 
their accommodation costs in a residential aged care facility, calculated on a 
daily basis and paid periodically.

Daily	Accommodation	Payment	
(DAP)

An amount paid by a non-supported resident towards their accommodation 
costs in a residential aged care facility calculated on a daily basis and paid 
periodically.
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Term Definition

Day	Therapy	Centres	Program	
(DTC)

The	DTC	program	provides	a	wide	range	of	therapy	and	services	to	
eligible frail, aged people living in the community and to residents in 
Commonwealth	funded	residential	aged	care	facilities.	As	of	1	July	2015	
the	DTC	program	became	part	of	the	new	Commonwealth	Home	Support	
Programme	(CHSP).	

Department	of	Health	 The department that administers the Aged Care Act 1997 and regulates the 
aged care industry on behalf of the Commonwealth.

Earnings	Before	Interest,	Tax,	
Depreciation	and	Amortisation	
(EBITDA)

Net	profit	after	tax	with	interest,	tax,	depreciation,	and	amortisation	added	
back	to	it,	and	can	be	used	to	analyse	and	compare	profitability	between	
companies	and	industries	because	it	eliminates	the	effects	of	financing	and	
accounting decisions.

EBITDA	margin EBITDA	margin	shows	the	average	net	profit	after	tax	(with	interest,	taxes,	
depreciation and amortisation added back into it) generated for each $1 of 
revenue	earned.	It’s	calculated	as	EBITDA/total	revenue.	

Extended	Aged	Care	at	Home 
(EACH)

Services	previously	provided	to	a	person	in	their	own	home,	who	required	
a	high	level	of	care.	This	type	of	care	was	replaced	on	1 August	2013	when	
the	new	home	care	package	levels	1-4	were	introduced.	An	EACH	package	
was	generally	consistent	with	the	level	of	care	provided	in	a	level	4	home	
care package.

Extended	Aged	Care	at	Home	
Dementia	(EACH-D)

Services previously provided to a person in their own home, with dementia, 
who	required	a	high	level	of	care.	This	type	of	care	was	replaced	on	1	August	
2013	when	the	new	home	care	package	levels	1-4	were	introduced.	An	
EACH-D	package	was	generally	consistent	with	the	level	of	care	provided	in	
a	level	4	home	care	package,	with	the	additional	Dementia	and	Cognition	
supplement also being paid.

Facility A residential aged care facility, approved under the Aged Care Act 1997 to 
provide government subsidised accommodation and care. 

Financial Accountability 
Reports (FARs)

FARs	were	non-audited	financial	statements	submitted	by	home	care	
providers	up	until	2014-15	when	they	were	replaced	by	the	new	Home	Care	
Packages	financial	reports.	In	2016-17	the	Home	Care	Packages	financial	
reports	were	subsequently	replaced	by	the	Aged	Care	Financial	Reports.

Flexible care For	those	in	either	a	residential	or	home	care	setting,	that	may	require	a	
different	care	approach	than	that	provided	through	mainstream	residential	
and home care.

General	Purpose	Financial	
Report	(GPFR)

An	audited	financial	report	that	is	submitted	by	providers	with	their	
unaudited	Aged	Care	Financial	Report	(ACFR).	While	the	ACFR	provides	a	
greater	level	of	detail	the	GPFR	is	the	only	audited	report	and	is	used	to	
verify information provided.

Government provider In	the	context	of	this	report,	the	term	references	a	provider	that	is	owned	by	
a local, state or territory government.

Greenfield	site Site	where	an	aged	care	operation	is	built	for	the	first	time.

Gross	Domestic	Product	(GDP) GDP	is	the	market	value	of	all	officially	recognised	final	goods	and	services	
produced within a country in a year, or over a given period of time.

High care facility A	facility	where	over	80	per	cent	of	residents	were	classified	as	‘high	care’.	
The distinction between high care and low care in permanent residential 
care	was	removed	from	1	July	2014.

Higher accommodation 
supplement

A	higher	maximum	accommodation	supplement	was	introduced	on	1	July	
2014	for	aged	care	facilities	that	have	been	built	or	significantly	refurbished	
since 20 April 2012.

2339



145Aged Care Financing Authority | Annual Report on the Funding and Financing of the Aged Care Sector – 2021

Term Definition

Home and Community Care 
(HACC)

A previous program that provided basic support and maintenance to people 
living at home to help avoid premature or inappropriate admission to 
long-term residential care. The former Commonwealth HACC program was 
consolidated	into	the	new	CHSP	from	1	July	2015.

Home care Home based care provided through a home care package to help older 
Australians to remain in their own homes. Home care is provided through 
the	Home	Care	Packages	Program.

Home care package A	package	of	services,	delivered	though	the	Home	Care	Packages	Program,	
tailored to meet the care needs of a person living at home. The package is 
coordinated by an approved home care provider, with funding provided by 
the Australian Government (with some contributions from the consumer). 
Home	care	packages	range	from	level	1	to	4	depending	on	the	care	needs	of	
the consumer. 

Home	Care	Packages	Program An	Australian	Government	funded	program	which	has	as	its	objectives	to	
assist people to remain living at home and enable consumers to have choice 
and	flexibility	in	the	way	that	care	and	support	is	provided	at	home.	The	
Home	Care	Packages	Program	commenced	on	1	August	2013.

Homeless supplement A supplement paid to better support residential aged care facilities that 
specialise in caring for people with a history of, or at risk of, homelessness. 
This funding is in addition to the funding provided under the viability 
supplement. 

Increasing	choice	in	home	care From 27 February 2017, funding for a home care package followed the 
consumer, replacing the former system where home care places were 
allocated to individual approved providers to deliver services in a particular 
location or region. 

Interest	Coverage Shows	the	number	of	times	that	EBITDA	will	cover	interest	expense.	
Indicates	an	organisation’s	ability	to	service	the	interest	on	its	debt.	It	is	
calculated	as	EBITDA/Interest	Expense.

Leading	Age	Services	Australia	
(LASA)

LASA	is	a	peak	body	for	aged	service	providers.

Location	 Indicates	where	a	provider,	service	or	consumer	is	located	based	on	
whether	they	are	metropolitan	or	regional	areas.	Metropolitan	is	all	major	
cities	and	regional	is	any	area	outside	of	a	major	city.	A	provider	is	classified	
as metropolitan if more than 70 per cent of its services are located in 
metropolitan	areas	and	similarly	classified	as	regional	if	more	than	70	per	
cent of its services are located in regional areas. 

Low	care	facility A	facility	where	over	80	per	cent	of	residents	were	classified	as	‘low	care’.	
The distinction between high care and low care in permanent residential 
care	was	removed	from	1	July	2014.

Maximum accommodation 
price

Maximum accommodation prices are set by residential care providers for a 
room (or bed in a shared room) and published on My Aged Care. These are 
maximum prices (providers and residents may agree lower amounts), that 
apply to residents who are not eligible for Government support for their 
accommodation costs.

Maximum	Permissible	Interest	
Rate	(MPIR)

The	MPIR	is	the	rate	used	to	calculate	the	equivalent	daily	payment	of	a	
Refundable	Accommodation	Deposit	(RAD).	The	RAD	is	multiplied	by	the	
MPIR	and	divided	by	365	days.	The	MPIR	is	determined	in	accordance	
with Section 6 of the Fees and Payments Principles 2014 (No. 2).The	MPIR	is	
available	on	the	Department	of	Health	website	and	is	updated	every	three	
months.
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Term Definition

My Aged Care The main entry point to the aged care system in Australia. My Aged Care 
aims to make it easier for older people, their families, and carers to access 
information on ageing and aged care, have their needs assessed and be 
supported	to	find	and	access	services.

National	Disability	Insurance	
Scheme	(NDIS)

The	NDIS	offers	support	for	Australians	who	are	under	65	years	of	age	with	
a	significant	and	permanent	disability,	their	families	and	their	carers.

National Respite for Carers 
Program	(NRCP)

The	NRCP	aims	to	support	caring	relationships	between	carers	and	their	
dependent family members or friends by facilitating access to information, 
respite care and other support appropriate to their individual needs and 
circumstances	and	those	of	the	people	for	whom	they	care.	The	NRCP	was	
integrated	into	the	CHSP	from	1	July	2015.

National	Prioritisation	System People	who	have	been	approved	for	home	care	and	have	indicated	they	are	
actively	seeking	services	are	placed	in	the	National	Prioritisation	System,	
with each person’s place in the system based on the time and date of their 
approval for home care and their priority for service (medium or high). 

Net	Profit	Before	Tax	(NPBT) The	NPBT	is	determined	by	revenue	minus	expenses	for	the	period	except	
for taxes.

Net	Profit	(Before	Tax)	Margin Shows	the	average	profitability	generated	on	each	$1	of	total	revenue.	It	is	
calculated	as	Net	Profit	Before	Tax	/	total	revenue.

Non-supported residents Residents who have been assessed (based on a means test) as able to pay 
the full cost of their accommodation and contribute toward their care costs. 
Non-supported residents pay a basic daily fee, accommodation payment 
and means-tested care fee (may still receive some assistance with care 
costs). 

Offline	residential	care	places Previously	operational	places	that	are	currently	not	being	used	due	to	
renovations or rebuilding of facilities or pending sale to other providers. 
Providers	do	not	receive	Australian	Government	subsidies	while	places	are	
offline.

Operational places Operational place refers to a residential care place that was allocated to a 
provider and has since become available for a person to receive care.

Partially	supported	residents Residents who have been assessed (based on a means test) as eligible for 
full Government assistance with their care costs, but able to make a part 
contribution	to	their	accommodation	costs.	Partially-supported	residents	
pay a basic daily fee and accommodation contribution.

Pay	as	you	go	(PAYG) Pay	as	you	go	(PAYG)	instalments	is	a	system	for	making	regular	payments	
towards an employee’s expected annual income tax liability.

Per	consumer	per	annum	
(pcpa)

An	annual	average	financial	figure	relating	to	home	care	consumers.

Per	consumer	per	day	(pcpd) A	daily	average	financial	figure	relating	to	home	care	consumers.

Per	resident	per	annum	(prpa) An	annual	average	financial	figure	relating	to	residential	aged	care	residents	
that	converts	financial	data	to	daily	amount	per	resident.

Per	resident	per	day	(prpd) A	daily	average	financial	figure	relating	to	residential	aged	care	residents.

Provisionally	allocated	places	 Residential care places allocated through Aged Care Approval Rounds that 
are not yet operational.

Refundable Accommodation 
Contribution (RAC )

An amount paid as a lump sum by a partially supported resident as a 
contribution toward their accommodation costs in a residential aged care 
facility.

Refundable Accommodation 
Deposit	(RAD)

An amount paid as a lump sum by a non-supported resident for their 
accommodation costs in a residential aged care facility.
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Term Definition

Regional Geographic	region	outside	of	a	major	city	and	classified	by	the	Australian	
Bureau of Statistics as inner regional, outer regional, remote and very 
remote. 

Regional Assessment Services 
(RAS)

RAS provides in home, face to face assessments of new and existing clients/
carers	to	assess	their	eligibility	to	access	CHSP	services.

Report on the Operations of 
the Aged Care Act 1997 (ROACA)

A	legal	requirement	under	the	Act,	the	ROACA	is	tabled	in	Parliament	in	
November	each	year	and	presents	an	annual	snapshot	of	facts	and	figures	
on Commonwealth funded aged care services in Australia. 

Resident	Classification	Scale	
(RCS)

The	basic	tool	for	residential	aged	care	funding	prior	to	20 March 2008,	
when	it	was	replaced	by	the	ACFI.	A	very	small	number	of	residents	who	
entered	care	before	20	March	2008	are	still	classified	using	the	RCS	through	
grand-parenting arrangements. 

Residential aged care A program that provides a range of care options and accommodation for 
older people who choose not to continue living in their own homes.

Restorative care Care focusing on enhancing the physical and cognitive function of people 
who have lost or are at risk of losing condition and independence. The 
Short-Term	Restorative	Care	(STRC)	Programme,	which	commenced	in	
February	2017,	is	a	flexible	care	program	to	provide	restorative	care	to	 
older people to improve their capacity to stay independent and living in 
their own homes.

Retained earnings Refers to the percentage of net earnings not paid out as dividends, but 
retained by the company to be reinvested in its core business, or to pay 
debt.	This	is	recorded	under	shareholders’	equity	on	the	balance	sheet.

Retention amounts An amount that an approved provider was allowed to deduct per month 
from	an	accommodation	bond	for	up	to	five	years.	The	maximum	retention	
amount was set by the Australian Government. Retentions were no longer 
permitted	for	residents	entering	residential	aged	care	after	1	July	2014.

Return on Assets Indicates	the	productivity	of	assets	employed	in	the	organisation.	It	is	
calculated	as	EBITDA/total	assets.

Return	on	Equity/	Return	on	
Net	Worth

Indicates	the	productivity	of	equity/net	worth	employed	in	the	organisation.	
It	is	calculated	as	EBITDA/net	worth.

Scale (providers) Refers to the number of facilities operated by a residential care provider or 
the number of services operated by a home care provider.

Services Australia Services	Australia,	formerly	the	Department	of	Human	Services,	is	an	
Executive	Agency	of	the	Australian	Government	responsible	for	delivering	a	
range of welfare, health, child support payments and other services to the 
people of Australia

Size (providers) Refers to the number of beds operated by a single residential aged care facility. 

Supported residents Residents who have been assessed (based on a means test) as eligible 
for full Government assistance with their care and accommodation costs. 
Supported residents only pay a basic daily fee.

Survey of Aged Care Homes 
(SACH)

Each	year	SACH	seeks	information	on	accommodation	payments	and	
planned	and	actual	building	activity	during	the	previous	financial	year	for	
each operating residential aged care service.

Target provision ratio The Australian Government target of subsidised operational residential 
care places and allocated home care packages. These targets are based on 
the number of persons for every 1,000 people aged 70 years or over. The 
population-based provision formula ensures that the supply of services 
increases in line with the ageing of the population.
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Term Definition

Transition care For	those	requiring	time-limited,	goal-oriented	and	therapy-focused	
packages of services after a hospital stay. 

Viability supplement The	viability	supplement	aims	to	improve	the	financial	position	of	smaller,	
rural and remote aged care services that incur additional costs due to their 
location and are constrained in their ability to realise economies of scale 
due to smaller numbers of care recipients. The viability supplement also 
provides additional funding for residential care providers who specialise 
in	services	to	Indigenous	people,	or	people	who	are	homeless	or	who	
are at risk of becoming homeless, in recognition of the often higher costs 
associated with providing care to these people.

Working	Capital	 Defined	as	current	assets	less	current	liabilities.
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Foreword

I am pleased to present the Aged Care Financing 
Authority’s (ACFA) 2020 Report on Funding and 
Financing in the Aged Care Industry. This is ACFA’s 
eighth annual report.

It comes at a particularly challenging time for 
the Australian community as it grapples with the 
consequences	of	the	COVID-19	pandemic.	COVID-19	
has resulted in an unprecedented dislocation to 
the lives of all Australians and to the Australian and 
global	economies.	It	is	impacting	on	the	financial	
position of aged care providers and, depending on 
the spread of the virus, has the potential to cause 
major	financial	problems	for	the	aged	care	industry.	
In	particular,	it	could	significantly	disrupt	the	
financial	position	of	residential	care	providers	who	
are responsible for some of the most vulnerable 
Australians to coronavirus.

This report was compiled before the impact of 
COVID-19	started	to	become	more	evident.	It	
includes	analysis	of	the	financial	data	supplied	by	
aged care providers in their 2018-19 Aged Care 
Financial Reports, supplemented by more recent 
data sources where available and feedback from 
consultations with stakeholders.

While the data collected from the Aged 
Care Financial Reports represent the most 
comprehensive	data	set	available	on	financial	issues	
in the Australian aged care industry, in most cases 
it is nearly a year old at the time of publication 
of ACFA’s annual report. To gain a more updated 
impression	of	the	financial	issues	and	pressures	
confronting providers, ACFA consulted with a wide 
cross section of stakeholders in preparing its 2020 
Annual Report. However events have overtaken 
those consultations which largely took place in 
January, February and early March 2020. While 
COVID-19	was	acknowledged	as	a	risk	at	that	
time, the magnitude of the disruption and costs of 
seeking to contain coronavirus were not evident.

Consequently,	this	report	essentially	outlines	
the	funding	and	financing	issues	confronting	the	
aged	care	industry	prior	to	the	onset	of	COVID-19.	
As	such,	it	provides	an	insight	into	the	financial	
position of aged care providers before they 
were confronted with the costs, challenges and 
uncertainties	of	COVID-19.	

The	overall	financial	performance	of	residential	
aged	care	providers	declined	in	2017-18.	A	major	
factor	influencing	this	outcome	was	the	changes	to	
the Aged Care Financing Instrument (ACFI) that took 
effect	in	2016	and	2017.	Overall,	the	ACFI	changes	
constrained growth in providers’ revenue below 
growth in their costs, particularly staff costs.

The	financial	performance	of	residential	care	
providers broadly stabilised in 2018-19. The 
Average Earnings Before Interest, Tax, and 
Depreciation	(EBITDA)	per	resident	for	residential	
care providers was $8,523 in 2019-18, down slightly 
from	$8,746	in	2017-18.	This	followed	the	24	per	cent	
decrease	from	2016-17.	The	2018-19	financial	
results	incorporate	the	one-off	$320	million	
increase in revenue resulting from the Government’s 
9.5	per cent	increase	in	ACFI	that	applied	between	
20 March	and	30	June	2019.	In	the	absence	of	this	
one-off	increase	in	revenue,	the	overall	financial	
performance of residential care providers in 
2018-19 would have declined considerably to 
around	$7,000	or	a	20 per cent	decrease	on	
2017-18. Although this estimate does not add back 
any extra expense the providers may have incurred 
as a result of utilising the additional funding.

Home	care	providers	continue	to	adjust	to	the	
introduction in February 2017 of home care 
consumers having choice of the services they 
receive through their packages as well as choice of 
the	provider	who	delivers	these	services.	Adjusting	
to this change increased costs for providers, while 
the	significant	increase	in	competition	constrained	
revenue	growth.	Average	EBITDA	per	consumer	fell	
significantly	in	2017-18,	although	it	was	relatively	
stable in 2018-19.

The feedback from consultations with providers 
suggests	that	the	financial	pressure	residential	care	
providers experienced in 2017-18 and 2018-19 
(discounting	for	the	Government’s	one-off	increase	
in ACFI funding in 2018-19) has continued in 
2019-20. Nearly all residential providers consulted 
said	that	their	financial	results	had	deteriorated	in	
2019-20.	This	is	confirmed	in	the	StewartBrown Aged 
Care Financial Performance Surveys undertaken in 
2019-20. 
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While a number of home care providers said that 
they	had	benefited	from	the	increase	in	the	number	
of home care packages in 2019-20, competitive 
pressures continued to constrain margins. 
However, some home care providers reported they 
had	significantly	overhauled	their	businesses	with	
the	aim	of	improving	efficiency	as	well	as	to	be	
more responsive to consumers. These providers 
reported	seeing	the	benefits	of	these	changes	
reflected	in	their	financial	results.	

Uncertainty	was	a	major	theme	raised	in	the	
consultations that took place with providers in early 
2020.	A	major	focus	of	uncertainty	at	that	time	was	
the future direction of the aged care industry and 
reforms that will be recommended by the Royal 
Commission into Aged Care Quality and Safety (the 
Royal Commission), the nature and timing of the 
Government’s response and uncertainty regarding 
the timing and impact of the new funding model 
to replace ACFI. Financial pressure combined with 
uncertainty contributed to a reduction in new 
investment in the residential care sector. 

It is to be expected that the paramount issue 
confronting aged care providers in the second 
half of 2019-20 and into 2020-21 are the costs 
and	uncertainties	associated	with	COVID-19.	
Containing the spread of the virus has increased 
the costs for providers, and in March and May 
2020 the Government announced three temporary 
funding packages to support aged care providers in 
responding	to	COVID-19,	with	specific	mechanisms	
to reinforce the aged care workforce. The further 
spread	of	COVID-19	and	continuation	of	social	
isolation and distancing measures would have 
a	very	significant	financial	impact	on	residential	
care	providers,	including	difficulties	in	maintaining	
staffing,	a	reduction	in	occupancy	rates	and	cash-
outflows	in	refunding	Refundable	Accommodation	
Deposits	(RADs).

In	addition	to	the	financial	pressures	the	aged	
care	industry	was	facing	before	COVID-19,	along	
with	the	potentially	major	financial	implications	
of coronavirus, the industry faces the prospect of 
major	reforms	arising	from	the	Royal	Commission.	
As Commissioners noted in their Interim Report, 
‘It is	clear	that	a	fundamental	overhaul	of	the	
design,	objectives,	regulation	and	funding	of	aged	
care	in	Australia	is	required1.’ 

1 https://agedcare.royalcommission.gov.au/publications/
Documents/interim-report/interim-report-volume-1.pdf

ACFA made a submission to the Royal Commission 
in April 2019. The submission outlined the impact 
of	policy	changes	on	the	financial	performance	of	
aged care providers and issues surrounding the 
outlook for the aged care industry. In October 2019 
ACFA provided the Government with a report on 
the Attributes for Sustainable Aged Care- a Funding 
and Financing Perspective. This report expanded on 
some preliminary comments on this issue which 
were raised in ACFA’s submission to the Royal 
Commission into Aged Care Quality and Safety. 

There	is	likely	to	be	a	significant	period	of	
transformation within the industry, with potentially 
different	models	of	care	across	home	care,	
residential care and independent retirement 
living in the future. Against the background of 
the underlying pressures facing the industry, 
including the potential impact of the Royal 
Commission, Chapter 9 of this report has some 
broad observations on some of the issues to be 
considered in order to place the aged care industry 
on a sustainable path.

In	response	to	a	request	from	the	Minister	for	
Aged Care and Senior Australians, ACFA submitted 
to	the	Government	in	December	2019	a	report	
on	the	potential	financial	impact	on	home	care	
providers of the Government’s 2019-20 Budget 
measure to change the way providers are 
paid Government subsidies.

ACFA will continue to assess the range of factors 
impacting on the aged care industry and advise 
the Government on the likely implications of 
developments on the sustainability and viability of 
the industry. A particular focus in the immediate 
period	ahead	will	be	the	implications	of	COVID-19	
ACFA will seek to provide analysis and commentary 
to	inform	the	medium	and	longer	term	effects	
this is likely to have on the industry. ACFA will 
continue to perform its role through its annual 
report, along with updates on the funding and 
financing	issues	confronting	the	industry,	as	well	
as	projects	it	is	commissioned	to	undertake	by	the	
Minister for Aged Care and Senior Australians. In 
this	regard,	the	Minister	has	requested	that	ACFA	
undertake analysis of the future role of Refundable 
Accommodation	Deposits	and	the	Basic	Daily	
Fee.	These	projects	will	be	completed	in	2020	
or early 2021.
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ACFA would like to acknowledge and thank the 
aged care providers, peak bodies, consumer 
representatives,	financial	institutions	and	other	
parties it has consulted for their input and for their 
submissions to the reports ACFA has prepared. 
As part of its outreach activities, in 2019 ACFA 
held roundtables with stakeholders in Sydney, 
Melbourne and Adelaide. ACFA members continued 
to participate in a wide range of industry forums 
and conferences as well as the proceedings of 
the Royal Commission.

There are currently many challenges confronting 
the Australian community and the aged care 
industry. It is an uncertain outlook for all 
Australians. In this environment, ACFA will seek to 
enhance its role in advising the Government and 
informing	stakeholders	on	funding	and	financing	
issues confronting the aged care industry.

Mike Callaghan AM PSM
Chairman
Aged Care Financing Authority
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Executive Summary

Overview of developments 
in 2018-19
This report was compiled before the magnitude of the 
disruption	and	costs	of	seeking	to	contain	COVID-19	
were	evident.	It	covers	the	financial	data	supplied	
by aged care providers in their 2018-19 Aged Care 
Financial Reports, supplemented by feedback from 
consultations with stakeholders in early 2020. As such 
it	provides	an	insight	into	the	financial	position	of	
aged care providers before they were confronted with 
the	costs,	challenges	and	uncertainties	of	COVID-19,	
an environment that will likely last for the remainder 
of 2020. As noted in the Foreword, ACFA will seek to 
undertake analysis on the longer term impacts of the 
COVID-19	crisis	on	the	aged	care	industry,	particularly	
residential care. 

Following	a	significant	decline	in	the	financial	
performance of both residential and home care 
providers	in	2017-18,	their	financial	results	appeared	
to stabilise in 2018-19. However the underlying 
financial	pressures	confronting	providers,	particularly	
residential care providers, remain and feedback from 
consultations suggest that these pressures have 
continued	in	2019-20.	The	effort	to	contain	COVID-19	
will have added to the costs of aged providers in 2020 
and in turn resulted in additional downward pressure 
on	their	financial	performance.	The	Government	
announced two funding packages in March 2020 and 
an additional funding increase in May 2020 to assist 
the	industry	respond	to	the	pressures	of	COVID-19,	
however	the	financial	impact	of	the	virus	on	providers	
may intensify over the course of 2020. 

The average Earnings Before Interest, Tax and 
Depreciation	(EBITDA)	per	resident	for	residential	
care	providers	fell	by	24	per cent	in	2017-18	and	
decreased	slightly	by	a	further	2.5 per cent	in	 
2018-19. The number of residential providers 
reporting	a	loss	in	2018-19	was	42 per	cent.	The	 
2018-19	financial	results	of	residential	care	providers	
were	supported	by	the	Government’s	one-off	
$320 million increase in the Aged Care Financing 
Instrument	(ACFI)	in	the	final	quarter	of	that	year.	
In	the	absence	of	this	one-off	funding	increase,	
the	overall	financial	performance	of	residential	

care providers would have deteriorated more 
significantly in	2018-19	to	an	EBITDA	of	about	$7,000,	
or a 20 per cent decrease on 2017-18, although this 
estimate does not add back any extra expense the 
providers may have incurred as a result of utilising 
the additional funding. 

Feedback from consultations with providers in 
early 2020, along with other data sources such as 
StewartBrown’s	Aged	Care	Financial	Performance	
Survey,	indicate	that	the	financial	performance	of	
residential care providers continued to deteriorate 
in	2019-20.	The	important	influence	on	the	decline	
in	the	financial	performance	of	residential	aged	care	
providers in 2017-18 was the Government’s change in 
ACFI arrangements in 2016 and 2017 and the pause 
in ACFI indexation in 2017-18. While the Government 
forecast daily average growth in ACFI expenditure in 
2017-18	of	2.4 per cent, there was no growth. 

Providers	indicate	that	the	margin	squeeze	they	have	
been experiencing since 2017-18 has continued, 
with growth in ACFI, which represents the bulk of 
their	revenue,	significantly	below	the	growth	in	their	
costs. The Government’s forecast for average daily 
ACFI	expenditure	for	2018-19	was	1.5	per cent	while	
the	actual	growth	was	0.8	per cent.	Most	providers	
consulted said that they were experiencing little 
or no growth in their ACFI revenue in 2019-20. As 
of	December	2019,	the	growth	was	0.2	per	cent	
compared with forecast annual average growth 
of	1.0 per cent. In contrast to the slow growth 
in revenue, residential care providers said costs 
continue	to	rise,	particularly	staff	costs.	They	
also	note	that	the	introduction	of	the	new	quality	
standards and the stepped-up compliance activities 
of the Aged Care Quality and Safety Commission 
had	significantly	increased	their	costs.	This	feedback	
came	before	the	impact	of	responding	to	COVID-19	
had	intensified.	Dealing	with	COVID-19	will	have	
significantly	added	to	the	costs	for	providers.	

There	was	also	a	significant	deterioration	in	the	
financial	performance	of	home	care	providers	
in 2017-18. After several years of stable returns, 
EBITDA	per	consumer	for	home	care	providers	fell	
by	over	60	per	cent	in	2017-18.	This	was	influenced	
by the introduction in 2017 of home care packages 
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following consumers rather than being allocated to 
providers. This reform allows consumers to direct 
their care package to the provider of their choice as 
well as to change providers, which resulted in a large 
increase in the number of approved providers and 
greater competition between providers. Adapting to 
the	new arrangements	increased	costs	for	providers	
and the	more	competitive	market	put	downward	
pressure on prices.  

Although relative stability returned in 2018-19, 
feedback from most providers suggest that there 
is little	improvement	in	their	financial	results	in	 
2019-20, despite the increase in the number of home 
care packages being released. Some providers did 
indicate	that	they	were	seeing	a	lift	in	their	financial	
results	following	a	significant	restructuring	of	their	
business models, targeted advertising and recruiting 
new	staff,	in	order	to	ensure	that	they	were	more	
efficient	and	responsive	to	consumer	needs.	Most	
providers, however, said trading conditions remained 
difficult	notwithstanding	the	increase	in	the	number	
of	packages	being	released,	and	financial	returns	
remained	flat.	As	with	residential	providers,	COVID-19	
will have posed additional challenges for home care 
providers and added to their costs. 

There continues to be a steady overall decline in 
occupancy rates in residential care facilities. The 
average	occupancy	rate	in	2018-19	was	89.4	per	cent,	
down	from	90.3	per	cent	in	2017-18	and	91.8 per cent 
in 2016-17. For several years prior to 2016-17 the 
occupancy rate had been steady at around  
92	per cent,	but	was	as	high	as	97.1 per cent	in	
2003-04.	A small	decline	in	occupancy	rates	can	have	
a	significant	impact	on	the	financial	results	of	
providers, especially smaller facilities. A number of 
providers consulted said they were experiencing 
further declines in occupancy, while others said their 
occupancy	was	holding	up.	Providers	with	falling	
occupancy rates attributed the decline to the increase 
in home care packages and the concerns raised 
during	the	Royal	Commission	over	the	quality	of	 
care being provided in residential care facilities.  
Some providers said there was an excess supply of 
residential beds in some areas. Older facilities were 
experiencing	the	biggest	falls	in	occupancy,	reflecting	
they have less appeal to consumers when compared 
with	newer	or	refurbished	facilities.	A	major	risk	
facing residential aged care providers is that the 
spread	of	COVID-19	in	a	facility	may	lead	to	a	sizeable	
decline in occupancy if departures are not matched 
by	new	admissions.	This	could	have	a	major	impact	
on	the	financial	performance	of	the	facility	and	
provider	liquidity.	

Feedback from consultations suggests there is a 
growing number of smaller residential care providers, 
particularly in regional and remote areas, facing 
significant	financial	stress	and	seeking	to	leave	
the industry. The impact of the restrictions and 
additional	costs	as	a	result	of	COVID-19	may	have	
particularly disadvantaged smaller providers in 
regional and remote areas given they do not have 
the	same	flexibility	of	larger	providers	to	adjust	to	
changes	and	absorb	additional	costs.	Part	of	the	
Government’s package of support for aged care 
providers	to	deal	with	COVID-19	was	a	30	per	cent	
increase	to	the	Viability	and	Homeless	Supplements	
in residential care and a $205 million payment 
announced in May involving a higher rate of payment 
for	regional,	rural	and	remote	providers.	Prior	to	
COVID-19,	many	providers	reported	having	received	
approaches to takeover a struggling provider. The 
appetite	for	such	acquisitions	was	low,	with	the	
providers being approached saying that they are 
under	financial	pressure	and	the	effort	to	turnaround	
an	underperforming	provider	would	be	a	major	
distraction in management time and resources. It also 
appears that many of the providers seeking to leave 
have older facilities targeting lower care residents 
unsuited	to	the	rising	acuity	of	resident	profiles.	
Given the	additional	costs	and	uncertainties	associated	
with	COVID-19,	there	may	be	little	or	no	appetite	to	
take	over	a	provider	in	financial	difficulties.	

Prior	to	the	uncertainties	arising	from	COVID-19,	there	
was a general expectation that there would be an 
ongoing process of rationalisation and consolidation 
within the residential care sector, a process that might 
accelerate	if	the	Government	confirms	its	in-principle	
support to transition the allocation of subsidised 
residential places to consumers and cease the current 
Aged Care Approvals Round process. The reforms 
following the Royal Commission may also play a 
further role. In this context, a number of providers 
welcomed the announcement of the Government 
Business Improvement Fund for residential care 
which provides assistance to providers at greatest 
risk of service failure, and where the impacts on 
residents	would	be	highest.	The	impact	of	COVID-19	
may accelerate the process of consolidation within 
the sector and result in increased demands on the 
Government’s Business Improvement Fund. 

Prior	to	the	additional	demands	placed	on	aged	care	
workers	as	a	result	of	COVID-19,	most	residential	
care providers reported that they continue to face 
difficulty	in	attracting	and	retaining	skilled	staff.	
They indicated that contributing to this challenge are 
negative community perceptions regarding residential 
aged	care	as	a	consequence	of	the	Royal	Commission.	
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In	addition,	a	combination	of	ongoing	financial	
pressure, rising expectations by residents and their 
families, and the enhanced activities of the Aged 
Care Quality and Safety Commission, have increased 
workloads	and	pressure	on	staff.	Many	providers	said	
that in this environment it was particularly challenging 
to attract and retain registered nurses and 
managerial positions. In response to the pressures 
resulting	from	COVID-19,	the	Government	announced	
in March 2020, funding of $235 million for the 
payment of a retention bonus for direct care workers 
in residential care and home care. Additional funding 
has also been provided to upskill training in infection 
control and to hire additional nurses and aged care 
workers	and	related	costs	in	the	event	of	a	COVID-19	
outbreak in a home. In May an additional $205 million 
was announced to support providers meet increased 
costs	arising	from	COVID-19.		At	this	stage,	it	is	not	
possible to determine whether these allocations will 
be	sufficient	to	cover	the	additional	costs	of	preparing	
for	and	managing	the	spread	of	COVID-19.	

In 2018-19 there continued to be a shift, albeit 
small, in the proportion of people choosing to 
pay	their	residential	accommodation	by	a	Daily	
Accommodation	Payment/Contribution	(DAP/DAC)	
rather	than	a	Refundable	Accommodation	Deposit	
(RAD/RAC).	However,	this	trend	away	from	RAD/
RACs	and	towards	DAP/DACs	has	been	occurring	for	
a number of years. For example, the proportion of 
people	choosing	DAP/DACs	has	risen	from	33	per cent	
in	2014-15	to	41	per	cent	in	2018-19.	A	sustained	
move	away	from	RAD/RACs	will	have	significant	
financial	implications	for	many	residential	care	
providers, depending on how they have structured 
their	business.	However	a	significant	potential	risk	
for	providers	is	a	sizeable	and	quick	cash	outflow	in	
repaying	RADs	in	response	to	the	spread	of	COVID-19	
in a facility. In such a situation, new residents may 
not be replacing departing residents. In addition, a 
downturn	in	the	housing	market	as	a	consequence	of	
COVID-19	would	flow	through	to	lower	use	and	lower	
value	of	RADs.	

The Minister for Aged Care and Senior Australians 
has	requested	ACFA	to	undertake	an	analysis	on	
the future	role	of	RADs	in	the	aged	care	market.	
This report	is	scheduled	to	be	completed	in	2020	
or early	2021.	

The number of residential care providers reporting 
that they planned to rebuild or upgrade their 
facilities	remained	low	in	2018-19,	after	first	falling	
in 2017-18. Feedback from consultations indicates 
that many providers are putting their investment 
plans	on	hold,	influenced	by	the	squeeze	on	
margins and uncertainty as to future funding 

arrangements, particularly the unknown outcome 
of the Royal Commission, the timing and nature of 
the Government’s response and uncertainty about 
the timing and impact of the new funding model to 
replace the ACFI. Analysts advise that potential new 
investors in the aged care industry are also deferring 
any decisions given the extent of uncertainty that 
currently	exists.	The	significant	uncertainty	associated	
with	COVID-19	and	the	pressure	on	the	financial	
position of providers would further deter new 
investment in the industry.

While	there	is	no	data	on	additional	services	offered	
by residential aged care providers, the feedback from 
consultations indicates that there continues to be 
strong interest by providers in introducing additional 
service fees. This is one of the limited measures 
available to providers to lift their revenue. It appears 
that many providers adopt the ‘package’ approach, 
where a fee is charged for a package of additional 
services. In contrast, however, a few providers said 
they were moving away from the package approach 
and introducing a ‘menu’ of additional services for a 
fee. It appears that in many facilities that are charging 
for additional services, the same service was provided 
to all residents but only those assessed as being 
able	to	afford	the	fee	are	being	charged.	A	number	
of other providers said that while they were actively 
considering introducing additional service fees, they 
had not done so because of regulatory uncertainty 
over which additional services could attract a fee. A 
number also said that given the socio economic area 
where some of their facilities were located, there was 
little capacity for residents to pay additional fees. 

The	spread	of	COVID-19	would	significantly	disrupt	
the	aged	care	industry	and	have	a	major	adverse	
impact	on	the	financial	position	of	aged	care	
providers, particularly residential care providers. 
There	would	be	difficulties	in	maintaining	staffing,	
occupancy	rates	would	likely	fall	with	consequential	
large	cash	outflows	in	refunding	RADs.	Some	
providers	are	in	a	better	financial	position	than	
others	to	deal	with	the	immediate	cash	flow	
consequences	of	RAD	outflows,	although,	from	a	
consumer	perspective,	all	RADs	are	guaranteed	by	the	
Government.	Providers	commissioning	new	services	
would	be	particularly	affected.	Home	care	providers	
may	also	be	significantly	affected	with	some	home	
care consumers choosing to put their services on hold 
due	to	COVID-19.

2020 will be a challenging year for the Australian 
community and the Australian economy, and 
will be a particularly challenging year for the 
aged care industry.
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Aged care in Australia
In 2018-19, Government subsidised aged care 
services were provided to around 1.3 million people. 
The	majority	of	these	(1.2	million)	received	services	
through	the	three	major	programs	discussed	in	
this report: The Commonwealth Home Support 
Programme	(CHSP),	the	Home	Care	Packages	
Program	and	residential	care.	It	is	estimated	that	by	
2022-23 around 1.5 million people will be accessing 
subsidised aged care services. Many older Australians 
continue to purchase support services on the open 
market and/or receive assistance from volunteers and 
charitable organisations. 

Australian Government expenditure on aged care 
in	2018-19	was	$19.9	billion,	up	from	$18.1 billion	
in	2017-18.	This	is	projected	to	increase	to	over	
$25 billion	by	2022-23.	The	aged	care	industry	makes	
a	significant	contribution	to	the	Australian	economy,	
representing	more	than	1 per cent	of	Gross	Domestic	
Product	(GDP).

In 2018-19, subsidised aged care services 
were provided by:

• 1,458	CHSP	providers.	In	2017-18	there	were	1,456	
CHSP	providers	and	91	Western	Australian	HACC	
providers2; 

• 928 home care providers (873 in 2017-18); and

• 873 residential care providers (886 in 2017-18).

Consumer expenditure on aged care was around 
$5.1 billion	in	2018-19	(excluding	refundable	
accommodation	deposits),	compared	with	$4.9 billion	
in 2017-18. Fees for everyday living expenses in 
residential care (the basic daily fee) represents  
two-thirds of consumer expenditure.

There are over 366,000 paid workers in aged care 
with a further 68,000 volunteers3.

Access to aged care
In	2018-19	there	was	a	significant	increase	in	the	
number	of	home	care	consumers,	up	to	133,439	from	
116,843	in	2017-18,	an	increase	of	14 per cent.	This	
followed a similar increase from 97,516 in 2016-17. 
The number of consumers of residential care 
increased	marginally	from	241,723	in	2017-18	to	
242,612	in	2018-19,	an	increase	of	0.5	per	cent.  

2	 Due	to	differences	in	counting	methodology	and	some	
providers	being	counted	as	a	CHSP	provider	and	a	Western	
Australian HACC provider in 2017-18, direct comparison between 
2017-18 and 2018-19 is not possible.

3 This is as of 2016 when the most recent Workforce Census 
was conducted.

The	number	of	CHSP	consumers	in	2018-19	was	
840,984,	the	first	year	that	the	CHSP	operated	as	a	
fully national program. In 2017-18, when Western 
Australian HACC operated separately, there were 
64,491	older	Australians	who	received	Western	
Australian	HACC	services	and	783,043	recipients	of	
CHSP	services.	

The overall aged care provision target ratio is being 
adjusted	to	progressively	increase	from	the	target	
of 113 operational places per 1,000 people aged 
70 and over that applied prior to 2012 to 125 by 
2021-22. Over the same period the target for home 
care	packages	is	increasing	from	27	to	45,	while	the	
residential care target will reduce from 86 to 78. 
The remaining two places are for the Short Term 
Restorative	Care	Programme	(STRC).

The proportion of people using home care and 
residential care at age 85 and over is more than three 
times that of people aged 70 and over, as has been 
the case in recent years.

During	2018-19,	across	all	residential	care,	access	to	
services for supported residents (excluding residents 
receiving extra services) was stable, as has been the 
case in previous years.

In residential care, average occupancy continues  
to	fall,	down	to	89.4 per cent	in	2018-19	from	 
90.3 per	cent	in	2017-18	and	91.8	per	cent	in	 
2016-17.	The	spread	of	COVID-19	will	likely	
significantly	impact occupancy rates.

Commonwealth Home 
Support Programme
In	2018-19	the	CHSP	provided	services	to	840,984	
older Australians. Total Australian Government 
expenditure	on	the	CHSP	in	2018-19	was	$2.6	billion,	
with	$2.5 billion	being	for service delivery.

In November 2019 the Government, as part of its 
response to the Royal Commission into Aged Care 
Quality	and	Safety	Interim	Report,	re-affirmed	an	
intention	first	announced	in	the	2015-16	Budget	
to	establish	a	single	unified	system	for	care	of	
older	people	at	home.	The	unified	system	would	
replace the existing Commonwealth Home Support 
Programme	(CHSP)	and	the	Home	Care	Packages	
Program	(HCPP). Final	decisions	by	Government	
about	a	unified	system	will	be	made	following	final	
recommendations	of	the	Royal	Commission. The	
Government therefore announced as part of the 
2019-20 Budget	that	CHSP	contracts	are	being	
extended to June 2022.
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The Western Australian HACC program transitioned 
into	the	CHSP	on	1	July	2018,	making	the	CHSP	
a national program.

Home care
Australian Government expenditure on home care 
packages in 2018-19 was $2.5 billion, up from  
$2.0 billion in 2017-18. Services were provided to 
133,439	consumers,	up	from	116,843.

Consumers of home care contributed $107 million 
toward the cost of their care through the basic daily 
fee and income tested fees.

Not-for-profit	providers	continue	to	be	the	largest	
provider group in the home care sector, with 
52 per cent from this group, stable from 53 per cent 
in	2017-18,	while	72 per cent	of	consumers	had	their	
home	care	package	with	a	not-for-profit	provider	at	
30 June 2019.

Sixty-nine per cent of home care providers achieved  
a	net	profit	in	2018-19,	stable	from	70 per cent	in	
2017-18. Across the sector, providers achieved an 
average	EBITDA	of	$1,211	per	consumer,	relatively	
stable from $1,217 in 2017-18, which followed the 
significant	decline	from	around	$3,000	per	consumer	
over the previous three years.

The	for-profit	providers,	after	being	the	strongest	
performing provider group up to 2016-17, reported 
by far the worst results for the second year in a row. 
The	for-profit	providers	recorded	average	EBITDA	per	
consumer of $728 compared with $1,320 reported by 
the	not-for-profit	providers.		

Unspent	funds	continue	to	increase	significantly	 
with	home	care	providers	holding	$751 million	at	 
30 June 2019, an increase of 39 per cent from  
$539	million	at	30 June 2018.	Based	on	the	current	
rate at which unspent funds are increasing, unspent 
funds	could	be	around	$1 billion	by	30 June 2020,	
although may be even higher due to some consumers 
putting	their	services	on	hold	due	to	COVID-19.	The	
Government had announced that commencing in 
June 2020 home care providers would begin to be 
paid the subsidy and supplements in arrears rather 
than in advance, and then at a later date phase two 
would mean providers would only be paid for services 
provided. This change will eventually lead to the 
Commonwealth holding the unspent funds rather 
than the provider. Implementation of this change has 
been	postponed	due	to	the	COVID-19 pandemic.

Residential care
Australian Government expenditure on residential 
care in 2018-19 was $13.0 billion, up from 
$12.2 billion	in	2017-18.	Services	were	provided	to	
242,612	residents	(an	increase	of	0.5	per	cent).	 
At 30 June 2019 there were 213,397 operational 
places,	up	from	207,142	at	30	June	2018	(an	increase	
of 3 per cent).

In	2018-19,	residents	contributed	$4.8	billion	toward	
their	living	expenses	($3.4 billion),	care	($0.6 billion)	
and	accommodation	($0.8 billion)	(excluding	
refundable lump sum accommodation deposits).  
Fees for everyday living expenses made up  
71 per cent of resident contributions.

As at 30 June 2019, there were 873 residential care 
providers, down from 886 in 2017-18, continuing 
the consolidation of recent years, with the number 
of residential care places increasing while the 
number of providers gradually decreases. Not-for-
profit	providers	continue	to	represent	the	largest	
proportion of ownership type in residential care, with 
56 per cent of providers and 55 per cent of places.

Residential care providers generated total revenue 
of $19.3 billion	in	2018-19,	up	from	$18.1 billion	in	
2017-18, an increase of 6.8 per	cent,	equating	to	
revenue	of	$283.54	per	resident	per	day,	an	increase	
of	4.2	per	cent	from	$272.16	in	2017-18.	

Total expenses were $19.0 billion, up from 
$17.6 billion	in	2017-18,	an	increase	of	8	per	cent,	
equating	to	$279.65	per	resident	per	day,	compared	
with $265.62, an increase of 5.3 per cent. The increase 
in costs continues to outstrip the increase in revenue.

Total	profit	was	$264	million	in	2018-19,	down	from	
$435 million	in	2017-18.	Average	EBITDA	per	resident	
was	$8,523	in	2018-19,	down	from	$8,746	in	2017-18,	
a 2.5 per cent	decrease,	which	follows	a	24 per cent	
decrease	from	2016-17	when	average	EBITDA	was	
$11,481.

ACFA	notes	the	additional	$320 million	paid	to	
providers	through	the	one-off	9.5	per	cent	increase	
in the basic care subsidy (ACFI) between March and 
June 2019. This increase positively impacted on the 
financial	results	of	residential	aged	care	providers	
in	2018-19.	Analysis	from	the	Department	shows	
that	without	this	one-off	injection,	the	number	of	
residential care providers reporting a loss would 
have	been	48 per cent	instead	of	42 per cent,	and	
average	EBITDA	would	have	declined	to	about	$7,000,	
or a 20 per cent decline on 2017-18. Although this 
estimate does not add back any extra expense the 
providers may have incurred as a result of utilising 
the additional funding.

2363



xiiiAged Care Financing Authority | Annual Report on the Funding and Financing of the Aged Care Industry – 2020

Residential care: 
capital investment
At 30 June 2019, the residential care sector held 
total assets of $52.6 billion and total liabilities of 
$39.0 billion. Total liabilities included $30.2 billion of 
refundable accommodation deposits (77 per cent of 
liabilities),	up	from	$27.5	billion	at	30 June 2018.

Residential care providers recorded an average return 
on	equity	of	11.8	per	cent	in	2018-19,	down	from	 
13.4	per	cent	in	2017-18.	The	average	return	on	
assets was 3.0 per cent in 2018-19, down from 
3.3 per cent in 2017-18.

As at 30 June 2019, $5.3 billion of building works 
were either	completed	or	in-progress	compared	with 
$4.9	billion	at	30	June	2018.	However,	planned	
building	activity	remained	significantly	lower	for	the	
second year in a row compared with the previous 
years.	The	uncertainty	associated	with	COVID-19	is	
likely to further depress investment intentions.

Future demand for aged care
While	the	COVID-19	crisis	may	pose	sizeable	
dislocations to both the demand and supply of 
subsidised aged care services in 2020, in the longer 
term the demand for all aged care services and 
support	required	by	older	Australians,	including	
subsidised services, will continue to expand with the 
ageing of the population. However it is not currently 
possible to accurately measure demand or to reliably 
establish consumer preference for residential and 
home care, due to existing supply constraints. 
Better evidence about unmet need and consumer 
preference is, however, being revealed through the 
introduction of the national prioritisation system for 
home care packages. Similarly, should the allocation 
of residential aged care places be transitioned to 
consumers without a cap on supply, demand would 
be better understood (although would continue to be 
distorted by the ongoing cap on the supply of home 
care packages).

The structural ageing of the Australian population 
over the next 20 years will see the size of the 70 years 
and over cohort increase by over 1 million people 
each decade; this is on a base of 2.8 million people 
in 2020. Underneath this, the older age groups will 
more than double over this period; for example, 
the 85 years and over cohort will increase from 
around 500,000 people in 2020 to over 1 million 
people by	2040.

At the same time that population ageing is putting 
pressure on the demand for aged care, the relative 
supply of informal carers is diminishing.

The Legislated Review of Aged Care 2017 (Tune Review) 
recommended changes to the aged care target 
planning ratio. The current ratio denominator (70+ 
population) is not aligned to the older cohort of the 
population who are most likely to use aged care 
services. This is expected to result in a short-term 
oversupply of places (as places are created but not 
required	as	people	enter	their	70s),	and	a	long-term	
undersupply (as the people using aged care start to 
comprise a larger proportion of the 70+ population).

ACFA recommends, while ever the supply of 
residential places remain capped, that the change 
in the denominator be accompanied by a change in 
the target provision ratio formula so that it is based 
on the number of consumers and not the number 
of operational places. This will allow comparable 
reporting and monitoring of the supply of residential 
and home care places, and overall supply against the 
provision targets, and help inform unmet demand 
and consumer preference.

Royal Commission into Aged Care 
Quality and Safety

The Royal Commission into Aged Care Quality 
and Safety was established in October 2018, with 
broad terms of reference to examine the aged care 
system in Australia, and to consider how to meet the 
challenges and the opportunities of delivering aged 
care services now and into the future.

The Royal Commission released its Interim Report 
on	31	October	2019.		Commissioners	identified	three	
areas for urgent attention: providing more home 
care packages to reduce the waiting time for higher 
level care; reducing the over-reliance on chemical 
restraints in aged care; and taking stronger action 
to reduce the number of younger people living in 
residential aged care.

On 25 November 2019, the Government announced a 
funding package totalling $537 million in response to 
the Royal Commission’s Interim Report. This included:

• $496.3	million	for	an	additional	10,000	home	care	
packages;

• $25.5 million to improve medication management 
programs to reduce the use of medication as a 
chemical restraint on aged care residents and 
at home, and new restrictions and education 
for prescribers on the use of medication as a 
chemical restraint;
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• $10 million for additional dementia training and 
support for aged care workers and providers, 
including to reduce the use of chemical restraint; 
and

• $4.7	million	to	help	meet	new	targets	to	
remove younger people with disabilities from 
residential aged care.

In March 2020, the Royal Commission announced that 
it was suspending all hearings and workshops until 
further	notice,	due	to	COVID-19.	The	closing	date	for	
public submissions to the Royal Commission has also 
been	extended	until	at	least	30	June	2020.	The	final	
report	is	now	required	to	be	provided	no	later	than	
12 November 2020, rather than 30 April 2020.

Challenges facing the aged 
care indistry – uncertainty, 
transformation, transition
Against	the	background	of	the	COVID-19	pandemic,	
underlying	financial	pressures	on	providers	and	
the	prospect	that	the	industry	may	undergo	major	
transformation following the Royal Commission, 
ACFA provides some observations on issues to be 
considered to ensure that Australia transitions to a 
sustainable aged care industry.

While	COVID-19	has	placed	added	financial	pressure	
on providers, it comes on the top of a three year 
steady	deterioration	in	the	financial	position	of	
residential care providers. This is not a sustainable 
position if the aged care industry is to meet the needs 
of an ageing society. There is uncertainty among 
providers as to when this trend will be arrested. 
This uncertainty is deterring new investment in the 
industry.	Providers	also	appear	to	be	apprehensive	
of the direction and cost of reforms that may be 
recommended by the Royal Commission, along with 
the timing and nature of the Government’s response. 

While recognising the challenges associated with 
COVID-19,	priority	must	be	given	to	dealing	with	
the	underlying	financial	pressures	and	need	for	
reform in the aged care industry. The delay in the 
Royal Commissions hearings is another source 
of uncertainty. When the Royal Commission does 
finalise	its	report,	it	will	be	important	that	its	
recommendations are evidence-based, clear, precise, 
readily	implementable	and	affordable.	

The Government cannot respond to the Royal 
Commission’s recommendations until they are 
finalised.	But	a	prompt	response	is	required.	In	the	
interim, and given the uncertainty that prevails, 
the Government could reassure both consumers 
and	providers	that	the	COVID-19	crisis	has	not	
diminished the Government’s resolve to advance 
long-term reforms in the industry, including reforms 
to funding arrangements.

Some of the preliminary proposals by Counsel 
Assisting the Royal Commission involve changes that 
would	significantly	increase	the	funding	requirements	
in aged care, including uncapping the supply of 
aged care services. Some factors for Government to 
consider in this regard are:

• When considering the long-term funding 
requirements	of	the	aged	care	industry,	the	
Government	cannot	ignore	fiscal	realities.	Prior	to	
the	impact	of	COVID-19,	a	focus	of	the	Government	
was on ensuring that its expenditure on aged care 
was balanced against other spending priorities 
and was consistent with the sustainability of the 
Government’s	overall	fiscal	position.	That	balancing	
task	will	remain	after	the	COVID-19	crisis,	albeit	in	
more difficult circumstances.

• The conditions for the Government uncapping 
the supply of aged care services as outlined in 
the	Legislated	Review	of	the	Aged	Care	Act	(2017)	
remains, namely: the Government needs an 
accurate understanding of underlying demand, 
consumers	must	make	equitable	and	sufficient	
contributions to the cost of care; there must 
be a robust system for assessing eligibility for 
Government funded aged care and the Government 
needs	to	ensure	the	equitable	supply	of	services	
across population groups.

• Establishing	an	‘efficient’	price	for	aged	care	
services is essential. The Government has to set 
an appropriate overall price for the services it 
subsidises that avoids over generous support for 
inefficient	providers	while	allowing	a	sufficient	
return	for	efficient	providers	such	that	they	will	
invest in the industry.
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1. This report

1.1 Aged care in Australia
The aged care industry in Australia provides services 
to over 1.3 million Australians and generates annual 
revenues	totalling	over	$24.4 billion.	The	industry	
makes	a	significant	contribution	to	the	Australian	
economy,	representing	1	per	cent	of	Gross	Domestic	
Product	(GDP).

The industry is heavily reliant on taxpayer funding, 
receiving $19.9 billion in Commonwealth funding in 
2018-19,	an	increase	of	10 per	cent	from	2017-18.	
Almost 66 per cent of total funding ($13.0 billion) 
was for residential care. Given the amount of 
taxpayer	funding,	objective	and	thorough	analysis	
of	the	funding	and	financing	of	the	industry	is	of	
central importance to the Government, aged care 
consumers and providers.

1.2 About the Aged Care 
Financing Authority
The Aged Care Financing Authority (ACFA), established 
in 2012, is a statutory committee whose role is to 
provide independent, transparent advice to the 
Australian	Government	on	funding	and	financing	
issues in the aged care industry. ACFA considers 
issues in the context of maintaining a viable and 
sustainable aged care industry and accessible services 
that balance the needs of consumers, providers, 
the workforce,	taxpayers,	investors and financiers.

ACFA is led by an independent Chairman (Mike 
Callaghan)	and	Deputy	Chair	(Nicolas	Mersiades)	
complemented by seven members with aged care 
or	finance	industry	expertise.	Figure 1.1 shows the 
ACFA membership and structure. Further details 
about each member are provided in Appendix A. 
There are three non-voting Australian Government 
representatives on ACFA.

Mike Callaghan
Chairman

Nicolas Mersiades
Deputy Chair

Louise Biti
Member

Mike Woods
Member

Gary Barnier
Member

Victoria Wooley
Representative 

Treasury

Jaye Smith
Representative 

Department of Health

John Dicer
Aged Care Pricing 

Commissioner

Mike Rungie
Member

Natalie Smith
Member

Susan Emerson
Member

Ian Yates
Member

Figure 1.1: ACFA Membership
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1.3 The Annual Report on the 
Funding and Financing of the 
Aged Care Industry
Each year ACFA provides the Minister responsible for 
aged	care	with	a	report	on	the	funding	and	financing	
of the aged care industry.

Over time, each annual report builds upon the 
last, producing a substantial body of in-time as 
well	as	trend	data	on	the	funding	and	financing	of	
the aged care industry. This is the eighth annual 
report published.4

1.3.1 Methodology

The 2020 annual report mainly presents and 
analyses 2018-19 data provided by aged care 
providers	and	data	held	by	the	Department	of	Health,	
although this is supplemented by more recent data 
sources where available along with consultations 
with industry participants.

The	principal	data	sources	are	financial	
and administrative data collected by the 
Department of Health:

• From	Commonwealth	Home	Support	Programme	
(CHSP)	providers	(Home	and	Community	Care	
providers in WA prior to 2018-19):

 – CHSP	Data	Exchange;	and

 – HACC	Minimum	Data	Set	(WA)	prior	to	2018-19.

• From home care providers:

 – Aged Care Financial Reports (ACFR).

• From residential care providers:

 – Aged Care Financial Reports (ACFR);

 – General	Purpose	Financial	Reports	(GPFR)	prior	 
to 2016-17;

 – Annual Survey of Aged Care Homes (SACH); and

 – Published	aged	care	accommodation	prices	 
(My Aged Care website).

• Other general data:

 – The 2018-19 Report on the Operation of the  
Aged Care Act 1997 (ROACA), and previous editions;

 – Quarterly home care data reports;

 – The 2016 National Aged Care Workforce Census 
and Survey; and

 – Relevant supplementary information from 
industry analysts, including StewartBrown.

4	 Previous	ACFA	annual	reports	can	be	accessed	at	 
https://agedcare.health.gov.au/aged-care-reform/aged-care-
financing-authority

In addition to these listed data sources, ACFA 
regularly consults with the industry, relevant 
financiers	and	other	key	stakeholders.	The	2020	
report, as was the case in 2019, is supplemented by 
feedback from substantial consultations ACFA has 
conducted with a cross section of stakeholders to 
gain an insight into current factors impacting on the 
industry. The increased consultation for the 2019 and 
2020 annual reports follows the approach undertaken 
in the preparation of ACFA’s Update on funding and 
financing issues in the residential aged care sector that 
was published in November 2018.

When	discussing	the	financial	performance	of	
providers in this report, Earnings Before Interest, 
Tax,	Depreciation	and	Amortisation	(EBITDA)	is	
the	main	measure	used	to	analyse	profitability.	
This	is	because	EBITDA	excludes	items	such	
as interest (both income and expense) and tax 
expenditures, which can vary depending on the 
financing	decisions	of	an	organisation;	and	noncash	
expenses, such as depreciation and amortisation 
which can vary greatly based on the size and age of 
facilities and other assets, and on ownership type 
and depreciation methods.

EBITDA	therefore	can	be	used	to	compare	
organisations with each other and against industry 
averages	and	is	a	good	measure	of	core	profit	trends	
because it eliminates some of the extraneous factors 
mentioned above. This is particularly important when 
analysing aged care given the diversity of ownership 
and	capital	structures.	EBITDA	helps	to	smooth	
out these factors.

This	report	also	refers	to	Net	Profit	Before	Tax	(NPBT)	
which also assists in making comparison between 
organisations	subject	to	different tax treatments.

Financial information reported in this chapter has 
been collected through the Aged Care Financial 
Report (ACFR). The Accountability Principles 2014, made 
under Section 96-1 of the Aged Care Act 1997,	require	
approved	providers	to	submit	a	financial	report	in	a	
form	approved	by	the	Secretary	of	the	Department	
of Health. For providers of residential care, the ACFR 
must	be	accompanied	by	an	audited	General	Purpose	
Financial Report and accompanying audit opinion. 
The ACFR	submitted	by	home	care	providers	is	not	
required	to	be	audited	and	should	not	be	considered	
a	General	Purpose Financial Report.

The	financial	analysis	and	commentary	in	this	report	
does not include National Aboriginal and Torres Strait 
Islander	Flexible	Care	Program	providers,	providers	
operating	Multi-Purpose	Services	or	providers	under	
the Short Term Restorative Care	Programme.
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As discussed in previous annual reports, it is 
important to be mindful of the industry composition 
and	the	varying	objectives	of	providers	when	
interpreting the data. The industry continues to be 
dominated	by	not-for-profit	providers.	Traditional	
profit-based	measures	are	not	always	consistent	with	
the	mission	and	objectives	of	not-for-profit providers.

Considerations and limitations

As reforms in aged care continue, some forms of 
service delivery, and therefore data collection, are 
changing. For this reason, analysis is not always 
directly comparable with analysis contained in 
previous reports. Where this is the case, it is noted.

Since 2016-17, the Aged Care Financial Reports 
(ACFR) were used by home care and residential care 
providers	to	report	financial	data	to	the	Department	
of	Health.	Providers	previously	reported	their	
financial	information	using	different	methodologies	
meaning comparisons with 2015-16 and earlier years 
are not always possible.

The	vast	majority	of	financial	data	available	to	
ACFA regarding home and residential care is 
at the approved provider level. Because many 
providers have services in multiple locations, ACFA 
is constrained in its ability to analyse performance 
at facility or service level or the impact of locational 
factors	on	funding,	financing	and	financial	
performance of services.

1.3.2 Navigating the 2020 
annual report

The 2020 annual report is structured as follows:

• Chapter 2 Aged care in Australia:	Provides	an	
overview of the aged care industry in Australia.

• Chapter 3 Access to aged care:	Discusses	
the supply of, and access to, subsidised aged 
care in Australia.

• Chapter 4 Home support:	Provides	an	overview	
of home support through the Commonwealth 
Home Support	Programme.

• Chapter 5 Home care:	Provides	an	overview	of	the	
Home	Care	Packages	Program	and	a	summary	of	
financial	performance	of	home	care	providers	in	
2018-19.

• Chapter 6 Residential care:	Provides	an	overview	
of residential	aged	care	and	a	summary	of	
financial performance	of	residential	care	providers	
in 2018-19.

• Chapter 7 Residential care: capital investment: 
Provides	discussion	and	analysis	of	residential	care	
provider balance sheets and capital investments,  
as well as building trends in the sector.

• Chapter 8 Future demand for aged care: 
Discusses	the	future	demand	for	aged	care	in	the	
short, medium and long-term.

• Chapter 9 Challenges facing the aged care 
industry – uncertainty, transformation, 
transition: Discusses	the	challenges	facing	the	
aged care industry, now and in the future.

Analysis of providers in this report is generally 
presented in four ways:

• Whole of sector (refers to all providers operating a 
particular type of care);

• Ownership	type	(not-for-profit,	for-profit	or	
government owned);

• Location	(metropolitan,	regional5 or a mix of 
metropolitan and regional); and 

• Scale (number of services6 operated by a home 
care provider or number of facilities operated by a 
residential care provider).

When referring to facility ‘size’ the report is referring 
to the number of beds operated by a single 
residential care facility.

When referring to ‘government owned’, the report is 
referring to services owned and operated by state, 
territory and local governments. The Australian 
Government does not own or operate aged care 
facilities or services.

5	 ‘Regional’	refers	to	all	areas	outside	of	major	cities.

6 A home care service is a location to which a consumer goes 
to interact with an approved home care provider regarding their 
package of services.
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2. Aged care in Australia

This chapter discusses:

• Types of subsidised aged care in Australia;

• providers of aged care;

• the regulation of the supply of subsidised  
aged care services;

• Commonwealth and consumer expenditure  
on aged care; and

• the aged care workforce.

This chapter reports that:

• Australian Government total expenditure  
on aged care was $19.9 billion in 2018-19,  
up from $18.1 billion in 2017-18;

• total expenditure is expected to be $21.7 billion 
in	2019-20,	and	increase	to	$25.4	billion	by	
2022-23;

• services were provided to around 1.3 million7 
people in 2018-19; and is estimated to increase 
to 1.5 million by 2020-21;

• services were provided by:

 – 1,458	Commonwealth	Home	Support	
Programme	providers.	In	2017-18	there	
were	1,456	CHSP	providers	and	91	Western	
Australian HACC providers8;

 – 928 home care providers (873 in 2017-18); 
and

 – 873 residential care providers (886 in  
2017-18). 

7	 The	figure	of	1.3	million	consumers	includes	all	consumers	
of Government funded aged care. Much of this report discusses 
only home support, home care and residential care and 
therefore total consumers reported may not always match. 
Consumers of home support, home care and residential care 
total 1.2 million while consumers of other aged care programs 
total around 100,000.

8	 Due	to	differences	in	counting	methodology	and	some	
providers	being	counted	as	a	CHSP	provider	and	a	Western	
Australian HACC provider in 2017-18, direct comparison between 
2017-18 and 2018-19 is not possible.

2.1 Overview
The aged care system is continuing to undergo reform 
so	that	it	more	effectively	and	efficiently	supports	
older people to live in their homes and communities 
for as long as possible, and enable people to make 
informed decisions about their care, while remaining 
sustainable for taxpayers and service providers. 
Further reform is expected to follow Government 
consideration of the Royal Commission’s Final Report.

Older Australians can access a spectrum of aged 
care, ranging from home-based support through to 
24	hour	care	provided	in	residential	settings.	A	major	
factor impacting on the aged care system in 2020 is 
the	COVID-19 pandemic.

Many aged care services are subsidised and 
regulated by the Australian Government. Figure 2.1 
illustrates the Commonwealth subsidised Australian 
aged care system.

My	Aged	Care,	administered	by	the	Department	of	
Health, is responsible for arranging an assessment of 
a person’s eligibility for Commonwealth subsidised 
aged care services. The assessment determines the 
level of care and support for which the individual 
may be eligible.

Means testing conducted by the Services Australia 
(formerly	the	Department	of	Human	Services)	
determines	whether	an	individual	is	required	to	make	
a contribution towards the cost of their care and 
accommodation, and the amount of the contribution.
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Figure 2.1: Australian aged care system – guide to Australian Government subsidised aged care services.
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Figure 2.1: Australian aged care system – guide to Australian Government subsidised aged care services.
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2.2 Current aged care
In this report, as was the case with previous ACFA 
annual reports, the aged care industry is discussed in 
terms of the three main programs:

• Commonwealth Home Support Programme 
(CHSP):	Provides	services	for	those	who	require	
basic services to assist with remaining in their own 
homes.	On	1	July	2015,	the	CHSP	was	implemented,	
combining the previous Commonwealth HACC 
program9,	the	National	Respite	for	Carers	Program,	
Day	Therapy	Centres	and	Assistance	with	Care	and	
Housing	for	the	Aged.	On	1 July 2016,	the	HACC	
Program	in	Victoria	transitioned	to	the	CHSP	and	
on 1 July 2018 HACC services in Western Australia 
were	also	incorporated	into	the	CHSP.	All	states	and	
territories now operate under the	CHSP.

• Home Care Packages Program: Provides	services	
for those who have greater care needs and wish to 
remain living at home. Care and support is provided 
through a package of home care services.

• Residential care: Provides	accommodation	and	 
24	hour	care	for	those	who	have	greater	care	needs	
and choose, or need to be cared for, in an aged care 
facility. Care can be provided on either a temporary 
(respite) or permanent basis.

Table 2.1 shows the number of providers, services, 
places and consumers as well as Commonwealth and 
consumer funding for each of the three care types for 
the	five	years	to	2018-19.

9 The Commonwealth Home and Community Care program 
was created on 1 July 2012 following agreement to the transfer 
of	all	formerly	joint	Commonwealth-state/territory	HACC	
programs,	except	Victoria	and	Western	Australia.	All	states	and	
territories	have	now	joined	the	CHSP.

In addition there are care types about which, due to a 
lack	of	financial	data,	ACFA	does	not	provide	analysis	
or commentary. These include:

• Flexible care: Services in either a residential 
or	home	care	setting	that,	due	to	difficulties	in	
delivering services in some communities, are 
delivered	using	different	care	approaches	than	
are provided	through	mainstream	residential	and	
home	care.	Examples	of	flexible	care	include	 
Multi-Purpose	Services	in	rural	and	remote	
locations and Aboriginal and Torres Strait 
Islander flexible care.

• Transition and Restorative care: Services 
that focus	on	enhancing	the	physical	and	
cognitive function	of	people	who	have	lost	or	 
are at	risk	of	losing	condition	and	independence.	
The Short-Term Restorative Care (STRC) 
Programme,	which	commenced	in	February	2017,	
aims to reverse and/or slow ‘functional decline’ 
in older	people	and	improve	their	wellbeing	through	
the delivery of a time-limited, goal-oriented,  
multi-disciplinary and co-ordinated range of 
services.	The	Transition	Care	Programme	seeks	to	
optimise the functioning and independence of older 
people after a hospital stay, enabling them to 
return home rather than enter residential care. 
Unlike	the	STRC,	the	Transition	Care	Programme	is	
a	joint	Commonwealth-State funded program.

• Innovative pool: The	Innovative	Care	Programme	
supports the development and testing of 
flexible	models	of	service	delivery	in	areas	
where mainstream aged care services may 
not appropriately meet the needs of a location 
or target group.
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2.3 Australian Government 
expenditure on aged care
The Australian Government spent $19.9 billion on 
aged care in 2018-19, up from $18.1 billion in  
2017-18. In 2019-20, Australian Government 
funding is	expected	to	be	$21.7	billion	with	
$25.4 billion	budgeted	for	2022-23.	Chart 2.1  
shows Commonwealth funding in aged care since 
2015-16 and budgeted expenditure to 2022-23.

More than two-thirds of the 10.2 per cent increase in 
Australian Government funding during 2018-19 
($1.26 billion)	is	attributable	to	increases	in	residential	
and	home	care	expenditure,	$810 million	and	
$437 million	respectively.	The	balance	is	spread	
across	a	mix	of	programs	such	as	CHSP	and	flexible	
aged care programs.

The growth in residential care expenditure can be 
attributed to a 1.9 per cent increase in the number 
of days of care provided during the year due to an 
increase	in	the	number	of	residents	($231 million),	
and	a	4.7	per	cent	increase	in	average	care	subsidy	
and	supplement	payments	($569 million),	the	latter	
resulting	primarily	from	the	one-off	increase	to	care	
subsidies	that	applied	between	March 2019	and	
June	2019.	There	is	also	a	small	interaction	effect	
($11 million)	due	to	the	combined	effect	of	growth	in	
volume and price.

The increase in home care expenditure in 2018-19 is 
mainly due to a 19.5 per cent increase in the number 
of days of care provided during the year (due to the 
increase in the number of packages).

Chart 2.1: Australian Government total aged care expenditure, 2015-16 to 2018-19 and total budgeted  
aged care expenditure, 2019-20 to 2022-23

Funding for residential care is by far the largest 
proportion of the Commonwealth expenditure at 
66 per cent.	The	proportions	of	Commonwealth	
expenditure in 2018-19 across the industry are 
illustrated in Chart 2.2.

Chart 2.2: Australian Government total aged care 
expenditure, by major program, 2018-19
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Home care Other aged care
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Home support
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Australian Government expenditure on aged care is 
projected	to	nearly	double	as	a	share	of	the	economy,	
from	1	per	cent	currently	to	around	1.7	per	cent	of	GDP	
by 205511,	noting	that	this	projection	is	based	on	aged	
care funding policies that were current in 2015. Costs of 
care will continue to rise on account of growth in input 
costs (e.g. wages) and the increasing complexity of 
chronic health conditions in ageing populations.

11	 Department	of	the Treasury Intergenerational Report, 2015.
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ACFA has previously noted that the shift in the 
balance of care in favour of home care over 
residential	care	was	expected	to	improve	affordability	
for taxpayers over the long term. This is because 
the costs of subsidising accommodation associated 
with residential care are not incurred with home 
care, and because, on average, higher care subsidies 
apply in residential	care	where	24	hour	care	is	
provided. As noted in recent ACFA annual reports, 
there are many home care consumers with higher 
care needs who are in receipt of a lower level package 
until a package suitable to their needs becomes 
available, as well as people with assessed needs who 
are	waiting	to	be	offered a package.

2.4 Consumer contributions
Most aged care consumers contribute to their aged 
care	costs.	The	level	of	contribution	is	subject	to	an	
assessment of affordability.

In residential care, consumers contribute 85 per cent 
of the single age pension towards their living expenses 
(through	the	Basic	Daily	Fee)	and,	subject	to	means	
testing,	may	be	required	to	contribute	towards	their	
accommodation and care costs. In 2018-19, residents 
contributed	$3.4 billion	towards	their	living	expenses,	
$822 million	towards	accommodation	costs	by	those	
who	chose	to	pay	through	a	Daily	Accommodation	
Payment	(which	excludes	those	choosing	to	pay	
through a refundable lump sum deposit) and  
$513 million towards care costs. Overall, contributions 
from residents (excluding lump sum deposits) 
represent	24.6 per cent	of	total	residential	care	 
provider revenue (down from 26.6 per cent in 2017-18).

Consumers of home care packages contributed 
around	$107	million	(representing	4.2 per cent	
of home care provider’s revenue (down from 
5.9 per cent in 2017-18) to their care costs in 
2018-19, while Commonwealth Home Support 
Programme	consumers	contributed	$252	million,	
which represents 9.9 per cent of total expenditure 
on home support.

Table 2.2 shows the total Government and consumer 
contribution	across	service	types	since	2014-15.

Consumers may also choose to pay additional 
amounts to a provider to access additional levels 
of care or services (e.g. to ‘top-up’ funding available 
under a home care package, or to purchase services 
in residential care that are additional to those 
required	to	be	provided	under	the	Aged Care Act 1997.

2.5 Aged care providers
In this report, as with previous annual reports, 
providers of the three main types of Government 
subsidised aged care in Australia are discussed.  
These	are	CHSP,	home	care	and residential care.

There are over 3,000 providers who provide these 
services to older Australians. Table 2.3 shows the 
number of providers over the last six years. The 
number of home care providers was stable until  
2015-16 but has since increased dramatically. By 
contrast, the number of residential care providers and 
home support providers have been declining over the 
six years. The changing number of home care and 
residential care providers is discussed in Chapter 3.

Table 2.2: Australian Government expenditure and consumer contribution, by service type,  
2014-15 to 2018-19

2014-15 2015-16 2016-17 2017-18 2018-19

Home care Government $1.3b $1.5b $1.6b $2.0b $2.5b

Consumer $136m $127m $126m $122m $107m

Residential care Government $10.6b $11.4b $11.9b $12.2b $13.0b

Consumer $4.2b $4.5b $4.5b $4.5b $4.8b

Home support Government $1.9b $2.2b $2.4b $2.4b $2.5b

Consumer N/A N/A $204m $219m $252m

Note: Consumer contributions for home support were not available until 2016-17.
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Table 2.3: Number of aged care providers, by 
service type, 2013-14 to 2018-19

Home 
support

Home  
care

Residential 
care

2013-14 1,676 504 1,016

2014-15 1,628 504 972

2015-16 1,686 496 949

2016-17 1,621 702 902

2017-18 1,547 873 886

2018-19 1,458 928 873

While	the	majority	of	providers	operate	only	one	type	
of aged care service, some operate two or all three 
of	the	major	types.	Chart 2.3 shows the number of 
providers providing only one type, two types and all 
three types of services in 2018-19.12

Chart 2.3: Proportion of aged care providers 
providing more than one type of aged care 
service, 2018-19
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347
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Home care 

As shown, and as has been the case in previous years, 
there appears to be a high degree of specialisation 
in	terms	of	service	types	offered	by	providers,	
partly	reflecting	the	fact	that	the	three	care	types	
are separately funded programs. However the 
proportion	of	providers	who	have	diversified	into	
more than one type of care is continuing to increase, 
albeit very slowly, as shown in Table	2.4. Of the 167 
organisations	who	provide	all	three	major	types	of	
care, only four are for-profit providers.

12	 Some	aged	care	providers,	particularly	not-for-profit	
providers, also provide disability services and seniors’ housing.

Table 2.4: Proportion of aged care providers 
providing more than one type of service,  
2013-14 to 2018-19

One type 
only

Two  
types 

All three 
types 

2013-14 85% 13% 2%

2014-15 84% 14% 2%

2015-16 78% 16% 6%

2016-17 76% 17% 7%

2017-18 74% 19% 7%

2018-19 73% 20% 7%

There may be more occurrences of providers 
providing more than one type of service than 
reported here, however as noted in recent annual 
reports, separate provider registration in the three 
different	sub-sectors	means	this	is	not	always	
apparent,	as	providers	often	have	different	ABNs	 
and	different trading names.

2.6 Aged care workforce
The aged care workforce is a shared responsibility 
between the Australian Government and the aged 
care	industry,	with	many	of	the	levers	to	influence	
the workforce resting with employers/providers. The 
Australian Government supports the industry through 
setting policy with appropriate funding that aims 
to	foster	flexibility,	responsiveness	and	innovation,	
and supporting competitive labour markets. It also 
supports the industry through funding and regulating 
the higher education and the vocational education 
and training systems. In response to the pressures 
resulting	from	COVID-19,	the	Government	announced	
in	March	2020,	funding	of	$235 million	for	a	COVID-19	
retention bonus for direct care workers in residential 
aged care and home care. Additional funding was 
also provided to upskill aged care workers in infection 
control, enable residential and home aged care 
providers to hire extra nurses and aged care workers, 
and	increase	aged	care	staff	and	training	to	facilities	
during an outbreak.

The National Aged Care Workforce Census and 
Survey13 is conducted approximately every four years. 
In its 2017 annual report, ACFA provided a summary 
of	the	findings	of	the	2016	Survey.	The	2016	census	
reported the number of paid workers in the aged 
care industry was around 366,000, with an additional 
68,000 volunteers. 

13 https://agedcare.health.gov.au/news-and-resources/
publications/2016-national-aged-care-workforce-census-and-
survey-the-aged-care-workforce-2016

2379

https://agedcare.health.gov.au/news-and-resources/publications/2016-national-aged-care-workforce-census-and-survey-the-aged-care-workforce-2016
https://agedcare.health.gov.au/news-and-resources/publications/2016-national-aged-care-workforce-census-and-survey-the-aged-care-workforce-2016
https://agedcare.health.gov.au/news-and-resources/publications/2016-national-aged-care-workforce-census-and-survey-the-aged-care-workforce-2016


15Aged Care Financing Authority | Annual Report on the Funding and Financing of the Aged Care Industry – 2020

Total paid workers in residential care in 2016 was 
estimated	at	235,764,	of	whom	153,854	were	direct	
care workers. Total paid workers in home support 
and home care were estimated at 130,263, of whom 
86,463	were	in	direct care roles.

Of	the	reported	434,443	people	working	in	aged	care	
in 2016, 60 per cent were in residential care. The 
remainder of the workforce were in home support 
and home care. Chart	2.4 shows the composition of 
the aged care workforce as reported in 2016.

Chart 2.4: Aged care workforce composition, 2016

Residential aged care Home care and home support 
PaidPaid
VolunteersVolunteers

9%
(23,537)

91%
(235,764)

26%
(44,879)

74%
(130,263)

Total all
workers
434,443

60%
(259,301)

40%
(175,142)

The average age of the residential direct care 
workforce	decreased	from	48	to	46	between	2012	
and 2016. In contrast, the average age of the direct 
care workforce in home support and home care 
increased from 50 in 2012 to 52 in 2016.

Overseas	born	workers	make	up	a	very	significant	
proportion of the aged care workforce. In 2016, the 
proportion in residential direct care was highest 
with 32	per	cent	of	workers	born	overseas,	while	in	
home support and home care the proportion was  
23	per	cent.	This	compares	with	35 per cent	in	
residential care and 28 per cent in home support  
and home care in 2012.

Although aged care remains a female dominated 
industry, the proportion of males in the workforce 
is continuing to grow, albeit slowly and from a small 
base. In residential care, 13 per cent of direct care 
workers were male (compared with 11 per cent in 
2012). In the home support and home care sectors, 
men represented 11 per cent of all direct care 
workers (10 per cent in 2012).

More detailed information from the 2016 National 
Census	and	Survey	is	provided	in	Appendix D.	 
The next census is planned to commence in late  
2020 or early 2021.

2.6.1 Aged Care Workforce Strategy

As announced in the 2017-18 Budget, the Australian 
Government established an industry-led Aged Care 
Workforce Strategy Taskforce to develop an Aged 
Care Workforce Strategy. The Taskforce delivered its 
Strategy to the Minister on 29 June 2018.

In September 2018, the Strategy – A Matter of Care: 
Australia’s Aged Care Workforce Strategy – was released 
and the Government announced support for 
industry-led implementation. The Strategy includes 
14	actions14 to grow the professional workforce and 
attract,	train	and	retain	skilled	and	talented	staff	to	
work in aged care services in a variety of settings. 
A new Aged Care Workforce Industry Council, 
established in May 2019, will steward the Strategy and 
is developing an implementation plan.

An Aged Services Industry Reference Committee (IRC) 
has also been established to respond to relevant 
recommendations in the Strategy and to ensure that 
the national education and training system is able 
to deliver an agile workforce that can provide safe 
and	quality	care	in	a	variety	of	settings.	This	includes	
addressing the current and future competencies 
and	skill	requirements	for	new	workers	entering	
the	industry	and	existing	staff	needing	to	upskill	in	
both	the	vocational	education	and	training	(VET)	and	
higher education sectors.

In addition, the Aged Services IRC has established 
a	number	of	‘specific	interest’	advisory	committees	
to provide high-level strategic and policy advice to 
support the work of the IRC.

2.7 Ongoing aged care reforms 
and changes
As ACFA noted last year the aged care industry has 
undergone, and continues to undergo substantial 
change in recent years with a view to improving the 
sustainability of aged care services and increasing 
consumer choice and control. This change 
includes a suite of reforms that have had a phased 
implementation as part of a ten-year transition 
strategy announced in April 2012 and further changes 
announced in subsequent	years.

14 https://agedcare.health.gov.au/sites/default/files/
documents/09_2018/at_a_glance_-_the_fourteen_strategic_
actions_of_the_australias_aged_care_taskforce_strategy.docx
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The changes since 2012 are summarised below 
according	to	the	care	type	they	relate	to,	that	is,	CHSP,	
home care, residential care or cross-program.

Commonwealth Home Support Programme (CHSP)

• From	1	July	2015,	the	CHSP	commenced	by	
combining the former Commonwealth-State Home 
and Community Care (HACC) programs in all 
states	and	territories	except	Victoria	and	Western	
Australia, and the Commonwealth National Respite 
for	Carers,	Day	Therapy	Centres	and	Assistance	
with Care and Housing for the Aged programs;

• Regional Assessment Services established in 2015 
to	assess	eligibility	for	CHSP	services;	and

• Victoria	transitioned	their	HACC	services	to	
the	CHSP	on	1	July	2016	and	Western	Australia	
transitioned	to	the	CHSP	on	1 July 2018.

Home care

• New	home	care	packages	(levels	1-4)	commenced	
from 1 August 2013;

• income testing with subsidy reduction, including 
annual and lifetime caps, commenced on 
1 July 2014;

• all	packages	required	to	be	consumer	directed	care	
(CDC),	with	individualised	budgets,	from	1 July 2015;

• from 27 February 2017:

 – creation	of	a	consistent	National	Prioritisation	
System to assign home care packages; and

 – home care packages assigned to the consumer 
rather than allocated to the provider;

• home	care	providers	required	to	publish	their	
current pricing information on the My Aged Care 
Service Finder, from 30 November 2018;

• 6,000 additional higher level home care packages in 
2017-18 announced in the 2017-18 MYEFO;

• 14,000	additional	higher	level	home	care	packages	
announced in the 2018-19 Budget;

• 10,000 higher level home care packages in 2018-19 
announced in the 2018-19 MYEFO;

• 10,000 home care packages across all levels in 
2019-20 announced as part of the 2019-20 Budget;

• home	care	providers	required	to	publish	their	
pricing information in a new standardised schedule 
from 1 July 2019; 

• Reduction of the level of basic daily fee to be 
proportionate to the level of home care package 
from 1 July 2019; and

• 10,000 home care packages across levels 2, 3, 
and	4	in	2019-20	and	2020-21	announced	in	the	
2019-20 MYEFO.

Residential care

• New means testing (combining income and 
assets test), including annual and lifetime caps, 
commenced	on	1	July	2014;

• new accommodation payment arrangements 
from	1	July	2014	which	allow	market-based	
accommodation prices for all non-supported 
residents, accompanied by consumer choice to pay 
by lump sum, daily payment or a combination of 
both;

• requirements	for	providers	to	publish	the	
maximum price they charge for accommodation 
and	extra	services,	from	1	July	2014;

• higher accommodation supplement payable for 
supported residents in residential care facilities that 
were	newly	built	or	significantly	refurbished	since	
20 April 2012;

• creation	of	an	Aged	Care	Pricing	Commissioner	
position in October 2013; and

• rental income from the former home became 
assessable for all residents who enter care from 
1 July 2016	(formerly	exempt	for	residents	who	
made a daily payment for their accommodation).

Cross-program

• Overall target provision ratio for Government 
subsidised aged care places to increase from 113 
places for every 1,000 people aged 70+ to 125 
places over the period 2012-13 to 2021-22;

• creation of a single budget item for home 
care packages and residential care places 
from	1 July 2018	that	allows	flexibility	for	the	
Government to direct available funding to home 
care or residential care in response to consumer 
preferences;

• establishing the Aged Care Quality and Safety 
Commission from January 2019 and the 
commencement	of	a	single	set	of	quality	standards	
across all aged care from 1 July 2019;

• from 1 July 2019, all Commonwealth subsidised 
residential	care	facilities	required	to	collect	and	
provide	clinical	quality	indicator	data	to	the	
Department	of	Health	through	the	National	Aged	
Care	Quality	Indicator	Program.	The	program	had	
initially started in 2016 as a voluntary program;

• from 1 July 2019, a new Charter of Aged Care 
Rights provides the same rights to all consumers, 
regardless of the type of Commonwealth subsided 
care and services they receive; and

• further improvements to My Aged Care in 2018-19 
and 2019-20.
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2.8 Royal Commission into  
Aged Care Quality and Safety
The Royal Commission into Aged Care Quality 
and Safety was established in October 2018, with 
broad terms of reference to examine the aged care 
system in Australia, and to consider how to meet the 
challenges and the opportunities of delivering aged 
care services now and into the future.

The Royal Commission continued to conduct its 
inquiry	during	2018-19,	with	hearings	across	a	
range of topics. The Royal Commission released its 
Interim Report on 31 October 2019.  Commissioners 
identified	three	areas	for	urgent	attention:	providing	
more home care packages to reduce the waiting time 
for higher level care; reducing the over-reliance on 
chemical restraints in aged care; and taking stronger 
action to reduce the number of younger people living 
in residential aged care.

On 25 November 2019, the Government announced a 
funding package totalling $537 million in response to 
the Royal Commission’s Interim Report. This included:

• $496.3	million	for	an	additional	10,000	home	care	
packages;

• $25.5 million to improve medication management 
programs to reduce the use of medication as a 
chemical restraint on aged care residents and 
at home, and new restrictions and education 
for prescribers on the use of medication as a 
chemical restraint;

• $10 million for additional dementia training and 
support for aged care workers and providers, 
including to reduce the use of chemical restraint; 
and

• $4.7	million	to	help	meet	new	targets	to	
remove younger people with disabilities from 
residential aged care.

In the Interim Report, Commissioners also made 
the following statements about the focus of 
the Final Report:

It is clear that a fundamental overhaul of the 
design, objectives, regulation and funding of aged 
care in Australia is required. This will be the central 
purpose of the Final Report. [Interim Report, Vol.1, 
page 10]

We will recommend comprehensive reform and 
major transformation of the aged care system in 
Australia.  [Interim Report, Vol.1, page 12] 

The scope and complexity of this task are great.  
[Interim Report, Vol.1, page 12]

[The Final] Report will set the framework for a 
complete overhaul of the aged care system – from 
system philosophy and design, to interactions with 
health and disability services, to workforce, funding 
and regulation. [Royal Commission Media Release, 
31 October 2019] 

The Royal Commission indicated it intended to hold 
hearings on a range of matters in 2020, including 
funding	and	financing	issues.	In	March	2020,	the	
Royal Commission announced that it was suspending 
all hearings and workshops until further notice, due 
to	COVID-19.	The	closing	date	for	public	submissions	
to the Royal Commission has also been extended 
until	at	least	30	June	2020.	The	final	report	is	now	
required	to	be	provided	no	later	than	12	November	
2020,	rather	than	30 April 2020.
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3. Access to aged care 

This chapter discusses:

• Access to subsidised aged care for older 
Australians;

• the supply of subsidised aged care; and

• usage of aged care and impacts of 
a changing population.

This chapter reports that:

• The number of consumers of home care 
increased	from	116,843	in	2017-18	to	 
133,439	in	2018-19;

• the number of consumers of residential care 
increased	from	241,723	in	2017-18	to	242,612	
in 2018-19;

• average occupancy in residential care continues 
to	fall;	89.4 per cent	in	2018-19,	down	from	 
90.3 per cent in 2017-18, 91.8 per cent in  
2016-17	and	92.4	per	cent	in	2015-16;	

• the proportion of people using home care and 
residential care at age 85 and over is more than 
three times that of people aged 70 and over; 
and

• the average age of people in permanent 
residential	care	in	2018-19	was	84.8	compared	
with	82.4	in	home	care	and	80	in the	CHSP.

3.1 Supply of subsidised 
aged care
Ensuring	access	to	appropriate	quality	care	remains	
a	fundamental	policy	objective	for	the	Australian	
Government	in	the	funding	and	financing	of	aged	
care. However, as ACFA has previously discussed, 
access to care services needs to be balanced with 
affordability	for	both	consumers and taxpayers.

The Government regulates the supply of services 
offered	through	the	Commonwealth	Home	Support	
Programme	(CHSP)	through	a	capped	funding	
amount that is indexed annually. This is discussed 
in Chapter	4.

The Australian Government regulates the supply of 
home care packages and residential aged care places 
it funds by specifying targets. These targets, known 
as the aged care target provision ratios, are based on 
the number of people aged 70 and over.

The	overall	aged	care	target	provision	ratio	was	first	
set in 1985 at 100 operational residential care places 
per 1,000 people aged 70 and over. The overall 
provision	ratio	was	increased	to	108	in	2004,	further	
increased	to	113	in	2007,	and	in	2012	was	adjusted	to	
increase progressively to 125 operational places by 
2022.	Home	care	packages	were	first	introduced	into	
the ratio in the early 1990s and since then successive 
Governments have gradually increased home care as 
a proportion of the overall target provision ratio.

This population-based target provision formula is 
designed to allow the overall supply of services to 
increase in line with the ageing of the population, 
while	also	defining	the	total	number	of	places/
packages and, thereby, helping control the 
Commonwealth’s expenditure on aged care.

As set in 2012, within the current overall target 
provision ratio of 125, the mix of home care and 
residential	care	is	being	significantly	rebalanced	in	
favour of home care. Over the period 2012 to 2022 
the target for home care is increasing from 27 to 
45 operational	places,	while	the	residential	care	
target is	reducing	from	86	to	78.	The	remaining	
two places are for the Short Term Restorative Care 
Programme	(STRC).
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Chart 3.1 shows the changes in the target ratios since 
1985 and the planned increase through to 2022.

Implementation of the current target provision 
ratio will continue to see an overall increase in the 
supply of home care packages and residential care 
places. However, the changes result in the number 
of home care packages increasing at a faster rate 
than	residential	care	places,	which	reflects	the	
Government’s response to the increasing number of 
consumers wishing to remain in their own homes.

Up	until	2015-16,	the	Department	published	achieved	
ratios for the overall provision target and for both 
home care and residential care in a consistent and 
comparable way, based on the number of operational 
places (operational places included allocated places 
that are vacant). The calculation of this ratio on this 
basis is still possible in residential care, but is no 
longer possible for home care since February 2017 
when packages were directly assigned to consumers. 
As a result, the 2018 ACFA report did not include 
achieved ratios for either the overall target provision 
ratio or the home care target ratio.

The	Department	has	however	since	calculated	and	
published achieved ratios for home care, for 2016-17 
and beyond, based on the number of consumers in a 
package, plus the number of consumers who have 
been	offered	a	package	but	who	have	not	yet	accepted	
the	offer	and	whose	offer	still	remains	open	(i.e.	within	
56	days	of	offer).	The	latter	effectively	substitutes	for	
formerly vacant packages. While not directly 
comparable to previous years, it can be used to 
broadly monitor progress towards the achievement of 
the overall provision target ratio and home care ratio.

Chart 3.2 shows the achieved overall provision ratio 
and the achieved home care and residential care 
ratios for the seven years to 30 June 2019. The chart 
also	shows	the	target	of	45	for	home	care	and	78	for	
residential care to be reached by 2021-22.

 Chart 3.3 shows the number of consumers with 
a home care package as at 30 June for each of the 
previous seven years, as well as the target number of 
packages	to	2023-24.	While	the	historical	and	forward	
estimates numbers are not directly comparable, the 
chart gives some indication of the increase in home 
care packages that has occurred and the increase that 
is planned to be released.

Chart 3.1: Increase in target provision ratios, 1985-2022
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Chart 3.2: Home care and residential care achieved ratios, 2012-13 to 2018-19, and target ratios 2022
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The target ratio approach applied to home care 
packages and residential care places does not apply 
to	the	supply	of	care	through	the	CHSP.	Instead,	
CHSP	funding	is	subject	to	an	annual	capped	funding	
allocation,	and	CHSP	providers	are	grant	funded	
to provide contracted home support services. 
Consumers who are assessed as eligible through 
their Regional Assessment Service (RAS) to receive 
CHSP	services	can	then	access	those	services	through	
a provider who delivers the services for which they 
have been assessed.

3.2 Aged Care Approvals Round
Unlike home care packages, new residential care 
places are still currently allocated to providers through 
a competitive Aged Care Approvals Round (ACAR). 
In	the	2018-19 Budget,	the	Government	announced	
in-principle support to potentially move to allocating 
residential care places to consumers, pending a 
detailed impact analysis to investigate options and 
implications for stakeholders. This was in response 
to recommendations	in	the	Legislated Review of Aged 
Care 2017 to discontinue the ACAR for residential 
care and	instead	assign	places	directly	to	consumers.	
The	impact	analysis	was	led	by	Professor	Michael	
Woods.	The	independent	final	report	of	the	impact	
analysis was provided to Government in early 2020.  
No decisions have been made about any changes to 
the place allocation approach for residential care. 

The next ACAR was to commence in early 2020, but 
has	been	postponed	due	to	the	COVID-19 pandemic.

The results of the 2018-19 ACAR15 were announced by 
the Government in March 2019. Through this ACAR, 
13,500 new residential care places were allocated 
which	represented	an	increase	of	36 per cent	on	
the 9,911 ACAR places allocated in 2016–17. It was 
planned that the 2020 ACAR would release at least 
10,000 residential aged care places, 750 short-term 
restorative care places and up to $60 million in capital 
grants for residential care.

In terms of provider ownership, a trend evident for 
the	last	four	ACARs	is	that	the	for-profit	providers	
have been successful in gaining around two thirds 
of allocated residential care places, as shown in 
Table 3.1.	

15 https://agedcare.health.gov.au/funding/aged-care-
approvals-round-acar/2018-19-aged-care-approvals-round/
results

Chart 3.3: Home care consumers, 2012-13 to 2018-19 and published target packages to be released,  
2019-20 to 2023-24
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Table 3.1: Aged Care Approval Rounds, proportion of allocated places, by ownership, 2012-13 to 2018-19

Allocated places 2012-13 2014 2015 2016-17 2018-19

For-profits 57% 68% 70% 64% 67%

Not-for-profits 42% 31% 30% 35% 32%

3.3 Access to aged care
In 2018-19 around 1.3 million older Australians 
accessed some form of Government subsidised aged 
care. Table 3.2 shows the number of consumers of 
the three types of aged care that this report mainly 
discusses	(CHSP,	home	care	and	residential	care)	
since	2014-15.

3.4 Access to home care
The number of older Australians who received 
subsidised	home	care	during	2018-19	was	133,439,	
an	increase	of	14	per	cent	from	116,843	in	2017-18.	
As at 30 June 2019 there were 106,707 consumers in a 
package,	up	from	91,847	as	at	30	June	2018.	Chart	3.4 
shows	the	significant	increase	in	overall	home	care	
consumer numbers, particularly since 2017-18.  
Chart 3.5 shows the number of consumers, by 
package	levels,	since	2014-15.

Table 3.2: Aged care in Australia, number of consumers, 2014-15 to 2018-19

2014-15 2015-16 2016-17 2017-18 2018-19

Home support 812,384 925,432 784,927 847,534 840,984

Home care 83,838 88,875 97,516 116,843 	 133,439

Residential care 231,255 234,931 239,379 241,723 242,612

1.	CHSP	client	numbers	for	2018-19	are	not	perfectly	comparable	with	home	support	client	numbers	reported	for	previous	years,	which	combine	
CHSP	client	counts	with	the	HACC	programs	that	operated	in	Victoria	and	Western	Australia. These	HACC	programs	have	now	ceased	providing	
aged	care. The	methods	used	to	collect	data	and	measure	client	numbers	are	different	across	programs,	and	any	comparisons	over	time	should	
be treated with caution.

2. Home support consumers for 2015-16 were likely overstated.

Chart 3.4: Number of home care consumers in a package, 30 June 2013 to 30 June 2019
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Chart 3.5: Number of home care consumers, by package level, 2014-15 to 2018-19
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3.4.1 Release of home care packages

Since February 2017, home care packages have been 
assigned directly to consumers rather than allocated 
to providers. This allows consumers to direct their 
package to the provider of their choice as well as 
to change providers.

Older	Australians	assessed	as	requiring	home	care	
are	placed	on	the	National	Prioritisation	System	
based on how long they have been waiting for 
care and their individual needs and circumstances, 
regardless	of	where	they	live.	Packages	are	
periodically released and assigned directly to 
consumers	by	the	Department	of	Health	within	
My Aged	Care.	Packages	are	assigned	to	consumers	
according to when they were approved for home 
care and	urgency of need.

The number of packages released at each level takes 
into account the number of new packages that are 
available (having regard to the phased increase in 
the target home care provision ratio), the number of 
packages that consumers have exited or not accepted 
in previous weeks, as well as the amount of unspent 
Commonwealth funds that have been returned when 
consumers leave home care. While the total number 
of packages will increase each year, the number of 
packages at each funding level will continue to be 
capped in line with the aged care target provision 
ratio and the available budget.

3.4.2 Demand for home care packages

ACFA has previously noted that unmet demand 
for	home	care	was	not	able	to	be	quantified	until	
implementation	of	the	National	Prioritisation	System	
for assigning packages directly to consumers.

Data	from	the	Department	of	Health	shows	that	as	
at	31	December	2019	there	was	a	total	of	104,473	
people waiting for a package. This is a decrease of 
7,764	in	the	three	months	since	30 September 2019. 
There were 28,110 approvals for home care in the 
three months to 31 December 2019, of which  
55	per	cent	were	for	higher	level	(3	and	4)	packages. 	
Around	66.8 per cent	of	the	104,473	people	waiting	for	
a package also had approval for permanent residential 
care.	One	of	the	factors	influencing	declining	
occupancy rates in residential care is the preference  
of older people for home-based aged care services.

At	31	December	2019,	there	were	45,537	people	
who were waiting for a home care package at their 
approved	level,	who	had	been	offered	a	lower	level	
package in the interim. Of these people, 28,206 
had taken up that package and were receiving 
care, 8,515 were deciding on whether to take up a 
package	and	9,320	had	not	taken	up	the	offer(s)	of	a	
lower level package.

At	31	December	2019,	there	were	58,936	people	
waiting on a home care package at their approved 
level,	who	had	not	yet	been	offered	any	level	package.	
Of these people, 96 per cent (56,777) had been 
provided with an approval to access support through 
the	Commonwealth	Home	Support	Program	(CHSP),	
although data regarding how many have actually 
accessed	CHSP	services	is not available.
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Information	from	the	Department	of	Health	indicates	
that waiting times for people to access a package vary 
depending	on	package	level.	People	approved	for	a	
level	4	package	are	waiting	in	excess	of	12	months	to	
be	assigned	a	package	at	any	level.	People	approved	
for a level 3 package can wait up to six months for an 
interim package at level 1, but still wait more than 12 
months for their assigned package level.

3.4.3 Length of stay in home care

Length	of	stay	in	home	care	differs	between	 
package levels.

For people who entered care in 2015-16, around 
half the recipients of level 2 packages stayed at their 
package level for about 17 months.  By contrast the 
length of stay was 21 months at level 2 in 2016-17. 
However, for people who entered home care in  
2017-18, length of stay data was not available for 
more than half the recipients of level 2 packages 
(Table 3.3).

The	length	of	stay	for	people	entering	a	level	4	
package was 15 months in 2015-16, rising to  
18 months in 2016-17 and 22 months in 2017-18. 

The three year trend indicates that length of stay in 
home care is slightly increasing in recent years in all 
levels of care.

In this report, length of stay is reported as the period 
between entry and exit at a single level of care minus 
any gaps between entry and exit, for care recipients 
who had multiple entry and exit dates for the same 
care level. 

Table 3.3: Median length of stay (months) in home 
care, by package entry level cohort, 2015-16 to 
2017-18

2015-16 2016-17 2017-18

Level	1 16 18 N/A

Level	2 17 21 N/A

Level	3 13 14 18

Level	4 15 18 22

Note: The proportion of people in level 1 and 2 packages (2017-18) 
who have left care, and all levels (2018-19) who have left care, are too 
low to calculate a median length of stay.

3.5 Access to residential care
The number of older Australians who received 
permanent residential care during 2018-19 was 
242,612,	up	from	241,723,	in	2017-18.	At	30	June	2019	
there were 182,705 permanent residents in care.

As has been the case in recent years, the number of 
people accessing residential respite care is increasing 
proportionally faster than those accessing permanent 
residential care. The number of people who accessed 
respite care in 2018-19 was 65,523, an increase of  
5.7 per cent from 61,993 in 2017-18. Residential 
respite care usage is discussed later in this chapter.

3.5.1 Occupancy in residential care

Occupancy is measured as the total number of days an 
allocated place is occupied by a resident, divided by the 
total number of days an allocated place was available 
to	be	occupied.	Occupancy	rates	reflect	both demand	
and the number of places available. In 2018-19, the 
average occupancy rate across all residential care 
places	was	89.4	per	cent,	down	from	90.3	per	cent	in	
2017-18 and 91.8 per cent in 2016-17. This continues 
the decline in recent years following relative stability 
for several years at above 92 per cent. 

The overall average occupancy rate in residential care 
peaked	at	97.1	per	cent	in	2003-04.

A	major	immediate	risk	facing	residential	care	
providers	is	the	spread	of	COVID-19	in	a	facility	
which has the potential to cause a sizeable decline 
in occupancy through both departures and delays in 
new	admissions.	This	could	have	a	major	impact	on	
the	financial	position	of the facility.

The occupancy rate is comprised of both a numerator 
and a denominator. The numerator is the number 
of care days provided and the denominator is the 
number of bed days that providers had available 
(based on operational places).

The 0.9 percentage point decline in the occupancy 
rate in 2018-19 was contributed to by the growth 
in the	number	of	bed	days	available	(2.9	per	cent)	
which grew at 1.5 times the rate of the growth in 
care	days	provided	(1.9	per	cent).	Both	the	for-profit	
and	not-for-profit	sectors	had	faster	growth	in	the	
available bed days compared with days of care 
provided	(Table	3.4).
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Table 3.4: Growth in residential care claims and 
growth in available beds between 2017-18 and 
2018-19

Provider type Claim day growth Bed day growth

Not-for-profit	 1.6% 2.2%

For-profit 2.8% 4.4%

Government -2.3% -2.4%

All providers 1.9% 2.9%

In	terms	of	ownership	type,	not-for-profit	providers	
continue to have the highest occupancy at an average 
of 91.5 per cent in 2018-19, although their occupancy 
fell	from	92.1	per	cent	in	2017-18.	For-profit	providers	
once again recorded the biggest drop in occupancy, 
falling	to	86.5 per cent	in	2018-19	from	87.9 per cent	
in 2017-18 (Table 3.5).

There are some variations in occupancy by state and 
territory, as has been the case in previous years.  
The Northern Territory continues to have the highest 
occupancy	with	94.3	per	cent	(94.4 per cent	in	 
2017-18) while Queensland again reported the 
lowest with 88.3 (89.1 in 2017-18). Table 3.6 
shows occupancy by state and territory for the 
last five years.

There also remains variation in occupancy rates 
by remoteness	location.	In	2018-19	the	occupancy	
in	very	remote	areas	was	significantly	less	than	in	
all other	locations,	as	was	the	case	in	previous	years.	 
The occupancy in remote areas is also 
between	1-3 per	cent	lower	than	in	the	cities	
and regional areas.

Table 3.7 shows occupancy in residential care by 
location over the last five years.

Table 3.5: Occupancy rates, by organisation type, 2014-15 to 2018-19

Provider type 2014-15 2015-16 2016-17 2017-18 2018-19

Not-for-profit 94.0% 94.0% 93.0% 92.1% 91.5%

For-profit	  91.0% 91.0% 90.0% 87.9% 86.5%

Government  89.0% 90.0% 90.0% 90.3% 90.4%

All providers 92.5% 92.4% 91.8% 90.3% 89.4%

Table 3.6: Occupancy in residential care, by state and territory, 2014-15 to 2018-19

State/territory 2014-15 2015-16 2016-17 2017-18 2018-19

New South Wales 92.5% 92.3% 91.1% 89.5% 89.2%

Victoria 91.6% 91.7% 91.1% 90.2% 89.0%

Queensland 92.7% 92.2% 92.3% 89.1% 88.3%

Western Australia 94.4%	 94.5% 93.8% 93.2% 90.3%

South Australia 92.3% 93.7% 93.5% 93.4%	 92.8%

Tasmania 90.6% 91.0% 91.2% 90.2% 89.9%

Australian Capital Territory 94.5%	 88.6% 90.1% 91.0% 89.6%

Northern Territory 92.8% 95.0% 95.4% 94.4%	 94.3%

Australia 92.5% 92.4% 91.8% 90.3% 89.4% 

Table 3.7: Occupancy in residential care, by location, 2014-15 to 2018-19

Provider location 2014-15 2015-16 2016-17 2017-18 2018-19

Major	cities 92.6% 92.4% 91.4% 90.0% 88.9% 

Inner regional 92.4% 92.5% 92.7% 91.4%	 91.1% 

Outer regional 92.1% 92.0% 92.2% 90.8% 90.0% 

Remote 86.5% 89.7% 91.7% 88.4%	 87.6% 

Very	remote 84.8% 80.0% 77.4% 77.1% 71.9% 

Australia 92.5% 92.4% 91.8% 90.3% 89.4%
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In last year’s annual report, ACFA noted that some 
providers had expressed concern that falling 
occupancy rates would put pressure on the viability 
of some residential aged care facilities. The continued 
fall in occupancy during 2018-19 indicates this 
issue continues to grow. As noted previously, an 
immediate	risk	for	occupancy	rates	and	the	financial	
position	of	a	facility	is	the	spread	of	COVID-19	in	the	
residential care sector.

As discussed earlier in the report, an independent 
impact analysis was undertaken to examine the 
potential options and implications for stakeholders of 
moving away from allocating residential care places 
to providers. One of the options examined was a 
move to a model, similar to home care, where the 
consumer is assigned a residential care place. ACFA 
considers that this would create greater competition 
for consumer custom, potentially putting further 
pressure on occupancy rates for some providers. 
The possible impact of increased competition 
on occupancy rates was considered as part of 
the impact analysis.

3.5.2 Admissions to residential care

Elapsed time between when a resident is assessed as 
eligible for residential care and entering permanent 
care has been increasing steadily in recent years 
and continued to increase in 2018-19 as shown in 
Chart 3.6. This trend has been evident since 2011-12, 
however	has	been	more	obvious	since	2013-14.	 
In 2018-19:

• 7 per cent of people entering care did so within one 
week	of	being	assessed	by	an	ACAT	(18 per cent	in	
2011-12);

• 21	per	cent	did	so	within	one	month	(44	per	cent	in	
2011-12); and

• 59 per cent did so within nine months (89 per cent 
in 2011-12).

However, as ACFA has previously noted, the delay 
between an assessment of eligibility and a person 
entering care could be due to consumer choice and 
not necessarily delays in the system.

Also, the increasing availability of and preference for 
home care and the increased usage of residential 
respite care could be contributing to the longer time 
between assessment and entering permanent care.

Consumers transitioning from home care to 
residential care

Chart 3.7 shows the proportion of consumers who 
enter permanent residential care after leaving home 
care. The proportion entering residential care was 
relatively stable at around 60 per cent for the years 
leading up to the introduction of the Aged Care 
Funding Instrument (ACFI) in 2008, when it increased 
to	around	63	per	cent.	Since	the	start	of	the	major	
reforms	in	2014,	the	proportion	has	been	dropping	
consistently	and	saw	a	further	significant	drop	to	 
53 per cent in 2018-19.

This	is	likely	partly	explained	by	the	significant	
increase in higher level home care packages in recent 
years, and the number of home care packages overall, 
which would impact on the proportion of package 
holders transferring to residential care.

Chart 3.6: Elapsed time between assessment and entering permanent residential care,  
2011-12 to 2018-19 (%)
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3.5.3 Length of stay in residential care

The	average	length	of	time	between	first	admission	
into	permanent	residential	care	and	final	discharge	
was decreasing gradually from around 3.3 years in 
2003	to	just	below	3	years	in	2012.	Since	then	it	has	
stabilized	and	in	2019	the	average	length	of	stay	(LOS)	
of those leaving residential care was 2.96 years. There 
remains	a	very	significant	difference	between	males	
and females, with females staying in care, on average, 
10 months longer than males (Chart 3.8).

Two	drivers	of	this	decrease	in	LOS	have	been	an	
increasing average age of entry (both male and 
female) and an increasing proportion of male 

residents. Older residents and male residents have 
shorter	average	LOS,	so	increasing	proportions	of	
these	residents	result	in	a	shorter	average	LOS.	
Chart 3.9 shows both of these indicators, with 
the proportion of male entrants increasing from 
36 per cent	in	2003	to	just	over	41	per	cent	in	2019,	
and the average age of entry increasing from 82.7 to 
84.4	over	the same period.

The proportion of permanent residents that leave 
within	three,	six	or	12	months	of	first	entry	increased	
from	2004-05	to	2013-14	(Chart 3.10), which is in line 
with	a	decreasing	average	LOS.	However,	since	1	July	
2014,	this	proportion	has	tended	to	decrease,	which	
will	likely	have	an	upwards	impact	on	average	LOS.	

Chart 3.7: Proportion of consumers entering permanent residential care after leaving home care,  
2008-09 to 2018-19

Chart 3.8: Average length of stay in residential care, by gender and year of entry, 2003 to 2019
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Chart 3.9: Changes in age and gender distribution, 2003 to 2019
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Chart 3.10: Proportion of permanent residents that leave within 3, 6 or 12 months of first entry, 2004-05  
to 2018-19
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Dementia

Since 2008-09, the proportion of people entering 
residential care with a diagnosis of dementia has 
been	consistently	between	around	43	per	cent	and	 
45	per	cent	of	all	permanent	residents	entering	
care. The average age at admission for people with 
dementia was around six months older than for those 
without a diagnosis of dementia.

Chart 3.11 shows the proportion of people still in care 
over time by dementia status (diagnosis of dementia 
recorded	within	first	28	days	of	admission).	It	shows	
that half of the people entering without a dementia 
diagnosis died or left care within 22 months; 
compared with around 25 months for people entering 
care	with	an	initial	diagnosis	of	dementia.	People	with	
dementia are less likely to die or leave care in the 
initial period after entry, however in the longer-term, 
proportionally fewer people with dementia have 
longer lengths of stays when compared with those 
that do not.
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3.6 Residential respite care
Residential respite care is short-term care delivered 
within an aged care facility16 on either a planned or 
emergency	basis.	People	are	assessed	for	eligibility	
by an Aged Care Assessment Team (ACAT), who will 
approve someone for low care respite or high care 
respite. The distinction between high and low care 
was not removed from respite care when it was 
removed from permanent residential care on  
1	July	2014.	A	consumer	can	access	residential	
respite for	up	to	63	days	per	financial	year,	with	
extensions possible when an ACAT considers it 
necessary.	As	a	result	of	COVID-19	pandemic,	there	
may be increased demand for respite care, although 
some consumers may prefer to stay at home rather 
than risk using residential respite care.

As	noted	previously,	a	significant	difference	in	
respite care	compared	with	permanent	residential	
care is that respite residents do not make any 
means-tested accommodation or care contributions. 
They can however be asked to pay the basic daily 
fee for living expenses, which is at the same rate 
as permanent residents. Respite residents can also 
purchase additional services, in the same manner as 
a permanent resident.

16 Other types of respite care can be accessed through the 
CHSP	or	through	a	home	care	package.

Residential care providers have a proportion of 
their allocated residential care places which may 
be used for the provision of respite care, and it is 
up to each provider what mix of permanent and 
respite	care	that	they	provide.	Providers	can	vary	this	
proportion, however currently they have to contact 
the	Department	of	Health	to seek approval.

Access to respite services will depend on a person’s 
need/choice to access this type of care and on 
an approved provider’s willingness and ability to 
provide respite care.

3.6.1 Length and frequency of stay  
in residential respite care

During	2018-19,	65,523	people	received	residential	
respite care. Of these, on average, each person had 
1.3 respite stays17,	down	from	1.4	in	recent	years.	
On average,	each	stay	was	25.8	days,	up	slightly	from	
25.6	in	2017-18.	Until	2014-15	the	average	stay	had	
been	stable	at	just	below	24	days	however	it	has	
since risen to be between 25 and 26 days, as shown 
in Chart 3.12. For home care package consumers who 
access residential respite care, the average length of 
stay is considerably shorter, at around 21 days and 
has	remained	relatively	stable	since	2014-15.

17 A residential respite ‘stay’ refers to a single stay and is from 
when they enter to when they exit, no matter the duration.

Chart 3.11: Proportion of residents in care over time, with and without dementia
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As has been the case in previous years, a clear pattern 
of respite care usage in recent years, and again 
evident in 2018-19, was that it was usually for stays of 
whole weeks at a time (Chart 3.13). Two weeks is by 
far the most common residential respite care length 
of stay. One, three and four weeks are the next most 
common	lengths	of	stay.	Around	4	per	cent	used	the	
maximum of 63 days in one stay. These usage trends 
have been stable in recent years.

ACFA noted in its 2018 report on respite care that, 
in general, this pattern of respite use is provider 
driven, primarily due to the relatively high cost of 
the admission process in residential care. Feedback 
through consultation was that for many providers 
offering	respite	care,	providing	less	than	two	
weeks	of	residential	respite	is	financially	unviable.	
The feedback from consultation with consumers, 
however, suggested they would prefer access to 
shorter periods of respite care.

3.6.2 High and low residential  
respite care

A	trend	that	has	been	occurring	since	2014-15	is	the	
number of respite consumers accessing high level 
respite care is increasing while the number accessing 
low level respite care is decreasing. This trend 
continued	in	2018-19	as	shown	in	Chart	3.14.	This	was	
also discussed in ACFA’s report on respite care, with 
ACFA	noting	the	significant	difference	in	funding	for	
providers between high and low care was potentially 
serving as a disincentive to providers taking respite 
consumers who had only been approved for low level 
care. As can be seen, the number of days of high and 
low level respite care provided was almost the same 
in	2013-14,	whereas	in	2018-19,	75	per	cent	of	respite	
days were for high care respite residents.

Chart 3.12: Average length of stay (days) in residential respite care, 2012-13 to 2018-19

Chart 3.13: Frequency of length of respite care stays, 2018-19
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One of the recommendations from ACFA’s 2018 
Respite care report was that funding for respite 
care should be neutral between respite care 
and permanent residential care and also neutral 
between high and low care respite consumers, so 
that	providers	did	not	face	a	financial	disincentive	to	
provide respite care. 

3.7 Supported residents
The Australian Government supports access to 
permanent residential care by consumers who are 
assessed as not being able to meet all or part of 
their own	accommodation	costs	by	paying	providers	
an accommodation supplement on their behalf. 
These residents are known as supported (or  
low-means) residents.

Since	the	aged	care	reforms	of	1	July	2014,	eligibility	
for a full or partial accommodation supplement 
is determined by a combined assessment of an 
individual’s income and assets (the means test).

The amount of accommodation supplement 
received by a provider on behalf of a supported 
resident depends on:

• the outcome of the resident’s means test 
assessment;

• whether the residential care facility has been built 
or	significantly	refurbished	since	20	April	2012;	and

• whether	the	facility	provides	more	than	40	per	cent	
of its care days to supported residents.

Providers	have	discretion	to	determine	the	proportion	
of supported residents in their facilities. However 
providers	with	40	per	cent	or	fewer	supported	
residents in a facility (excluding those residents 
receiving extra services) have the accommodation 
supplement they receive for all supported residents 
in that facility reduced by 25 per cent.

As shown in Table 3.8 and Table 3.9 the proportion 
of supported residents has been relatively stable 
in recent	years.	The	trend	evident	in	recent	years	 
of a higher proportion of supported residents in 
regional and remote locations compared with 
metropolitan areas has continued in 2018-19. 
Also not-for-profit	providers	continue	to	have	a	
higher proportion	of	supported	residents	compared	
with	for-profit	providers.	

The analysis used in Table 3.8 and Table 3.9 is 
based on	claims	submitted	by	providers	on	behalf	
of their	residents18.

18	 Slight	differences	in	data	analysis	methodology	for	
calculating the supported resident ratios has resulted in some 
difference	in	figures	published	for	2014-15	to	2017-18	in	
previous years.

Chart 3.14: Number of residential respite care days, by level, 2013-14 to 2018-19
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Table 3.8: Proportion of claims for supported residents, by location, 2014-15 to 2018-19

Location 2014-15 2015-16 2016-17 2017-18 2018-19

Metropolitan 49.1% 50.1% 48.7% 47.9% 47.1%

Regional 53.2% 54.0% 52.8% 51.8% 50.9%

Remote 66.0% 68.1% 67.9% 65.9% 63.6%

Australia 50.5% 51.5% 50.2% 49.3% 48.4%

Table 3.9: Proportion of claims for supported residents, by ownership type, 2014-15 to 2018-19

Ownership type 2014-15 2015-16 2016-17 2017-18 2018-19

Not-for-profit 52.4% 53.1% 51.9% 50.7% 49.9%

For-profit 46.3% 47.7% 46.6% 46.2% 45.4%

Government 56.5% 57.8% 55.9% 54.6% 53.8%

All providers 50.5% 51.5% 50.2% 49.3% 48.4%

The relative stability in recent years in the number 
of supported	residents	in	care	seems	to	indicate	
that	the incentive	of	the	higher	accommodation	
supplement	for	having	a	resident	profile	with	
more	than	40	per	cent	supported	residents,	along	
with the higher accommodation supplement 
payment	for	facilities	newly	built	or	significantly	
refurbished, are combining to ensure access to care 
continues for this cohort of older Australians. This is 
consistent with ACFA’s conclusions in its 2018 report 
on supported residents.

3.8 Age profile across care types
As consumers of aged care get older, the types of 
care they access changes. Chart 3.15 shows the 
proportion of older Australians using home support, 
home care and residential care in 2018-19. As has 
been the case previously, the proportion using home 

care and residential care increases around three-fold 
in the 85 and over bracket compared with those aged 
70 and over.

Chart 3.16	shows	the	age	profile	for	consumers	
of	home	care	over	the	five	years	to	30	June	2019.	
The proportion	of	those	aged	65-74	and	those	
aged 95	and	over	have	been	steady	in	recent	years.	
The	proportion	of	those	aged	75-84	has	steadily	
increased in the last 3 years and the proportion of 
those	aged	85-94 was stable.

In residential care, the trends of recent years 
generally continued in 2018-19 (Chart 3.17). 
The proportion	of	people	aged	65-74	in	residential	
care	has	slowly	increased	over	the	five	years	while	the	
proportions	of	those	aged	75-84	have	been	steady.	
The	proportion	of	those	aged	85-94	has	been	falling.	
The proportion of those aged 95 and over has steadily 
increased every year over the five years.

Chart 3.15: Proportion of the population 70+ and 85+ accessing aged care, at 30 June 2019
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Detailed	data	regarding	the	age	of	consumers	in	
CHSP	is	not	readily	available	for	the	same	level	of	
analysis as it is for home and residential care. 
However the overall average age of consumers in 
CHSP	in	2018-19	was	80.0	compared	with	79.6	in	
2017-18 and 79.5 in 2016-17. The average age of 
people in home care and residential care as at  
30	June	2019	was	82.4	and	84.8 respectively.

3.9 Access by Culturally and 
Linguistically Diverse and 
Indigenous Australians

3.9.1 Culturally and Linguistically 
Diverse Australians

There	is	significant	cultural	diversity	among	
Australians and many people from culturally and 
linguistically	diverse	(CALD)19 backgrounds are 
seeking culturally appropriate aged care. This is an 
area where aged care is changing and will continue 
to change as providers respond to the cultural 
needs of consumers.

19	 CALD	status	is	derived	from	self-reported	information	
provided by consumers.

Chart 3.16: Age profile of people in home care, 30 June 2015 to 30 June 2019

Chart 3.17: Age profile of people in residential care, 30 June 2015 to 30 June 2019
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To assist this, the Australian Government provides 
aged care website information for people who do 
not speak English, or for whom English is a second 
language. The My Aged Care website provides 
translated material in 26 languages. In 2018-19, there 
were 25,223 visits to the translation pages.

Chart 3.18	shows	the	number	of	CALD	home	care	and	
residential	care	consumers	over	the	last	five	years	as	
well	as	the	number	of	CALD	consumers	of	the	CHSP	
for the last three years (as previous years data was 
not available).

There	were	27,427	older	Australians	from	CALD	
backgrounds in a home care package as at 
30 June 2019, up from 22,525 at 30 June 2018. This 
represents around 26 per cent of total home care 
consumers which is stable from recent years. In 
residential care, as at 30 June 2019, there were 
36,344	older	Australians	from	CALD	backgrounds	
in permanent or respite care, which represents 

around 20 per cent of all residents. As with home 
care, this proportion has been stable in recent 
years.	In	2018-19,	166,755	consumers	from	a	CALD	
background	accessed	home	support	(20 per cent	of	
all consumers), up from 155,905 in 2017-18.

3.9.2 Indigenous Australians

Chart 3.19 shows the number of Indigenous 
Australians accessing home care and residential care 
over	the	last	five	years,	and	the	number	accessing	
home support over the last three years (as previous 
years are not available).

The number of Indigenous Australians accessing 
home care continued to increase to 3,280 at  
30 June	2019,	up	from	2,866.	The	number	of	
Indigenous	Australians	accessing	the	CHSP	also	
increased	from	21,443	to	22,148.

Chart 3.18: CALD consumers in aged care, 2014-15 to 2018-19
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Chart 3.19: Indigenous Australians in aged care, 2014-15 to 2018-19
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4. Home support 

This chapter discusses:

• The	operation	of	the	CHSP20;

• the	supply	and	usage	of	CHSP;	and

• the funding of the	CHSP.

This chapter reports that in 2018-19:

• The	Commonwealth	funded	1,458	providers	to	
deliver	CHSP.	In	2017-18	there	were	1,456	CHSP	
providers and 91 HACC providers in WA21. 

• the	CHSP	provided	services	to	840,984	older	
Australians nationally. In 2017-18 there were 
783,043	consumers	of	CHSP	and	64,491	older	
Australians received services through the 
Western Australian HACC.

The Australian Government contributed  
$2.6 billion to home support in 2018-19:

• $2.5 billion for service delivery in the 
CHSP	plus	$128 million	to	support	the	
Regional Assessment Service.

20 In last year’s report, ACFA also provided commentary on 
the operation of the Western Australian HACC services. This 
program	was	incorporated	into	the	CHSP	on	1	July	2018	which	
means	the	CHSP	operated	as	fully	National	program	for	the	first	
time during 2018-19. 

21 There may be instances of some providers being counted as 
a	WA	HACC	provider	and	as	a	CHSP	provider	in	2017-18.

4.1 Introduction
The	Commonwealth	Home	Support	Programme	
generally provides small amounts of services (entry-
level services) designed to help older Australians 
continue living in their own homes for as long as 
they can and wish to do so, and delay the need for 
higher level care, including home care packages and 
residential care, through early intervention.

4.2 Commonwealth Home 
Support Programme
The	Commonwealth	Home	Support	Programme	
(CHSP)	provides	entry-level	support	services	for	frail,	
older people aged 65 years and older (or 50 years and 
older for Aboriginal and Torres Strait Islander people) 
who need assistance to keep living independently 
at	home	and	in	their	community.	CHSP	entry	level	
support is underpinned by a ‘wellness approach’, 
which is about building on older people’s strengths, 
capacity and goals to help them remain independent 
and to live safely at home.

The	CHSP	also	supports	homeless	people,	or	
people at risk of homelessness, to access care and 
housing. To be eligible for assistance with care and 
housing	services	through	the	CHSP,	a	person	must	
be:	prematurely	aged;	50	years	and	over	(45	years	
and over for Aboriginal and Torres Strait Islander 
people); on a low income; and be homeless or at risk 
of homelessness as a result of experiencing housing 
stress or not having secure accommodation.

My Aged Care is the Australian Government’s single 
entry	point	for	aged	care	services.	Access	to	CHSP	
services is coordinated through My Aged Care and 
Regional Assessment Services.

Table	4.1 sets out the types of services that may be 
accessed	through	the	CHSP.	Around	53 per cent	
of	CHSP	consumers	receive	one	type	of	service,	
41	per	cent	receive	between	two	and	four	types	of	
service	and	the	remainder	access	five	or	more	types	
of	services.	On	average,	CHSP	consumers	received	
services	to	the	value	of	$2,949	per	annum	in	2018-19,	
however	as	noted	previously,	there	can	be	significant	
variation in funding between consumers. Accurate 
data regarding the range of funding provided 
for	individual	consumers	through	the	CHSP	is	
not currently available.
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Table 4.1: CHSP services: by sub-program and service type

Sub-program
Community and home 
support

Care relationships and 
carer support

Assistance with care 
and housing

Service system 
development

Objective To provide entry-
level support services 
to assist frail, older 
people to live 
independently at home 
and in the community. 

To support and maintain 
care relationships between 
carers and consumers, 
through providing good 
quality	respite	care	for	frail,	
older people so that regular 
carers can take a break. 

To support those who 
are homeless or at risk 
of homelessness, to 
access appropriate and 
sustainable housing 
as well as community 
care and other support 
services,	specifically	
targeted at avoiding 
homelessness or 
reducing the impact of 
homelessness. 

To support the 
development of the 
community aged 
care service system 
in a way that meets 
the	aims	of	the	CHSP	
and broader aged 
care system. 

Service types funded • Meals
• Other food services
• Transport
• Domestic	assistance
• Personal	care
• Home maintenance
• Home	modifications
• Social support-

individual
• Social support-group 

(formerly centre-
based day care)

• Nursing 
• Allied health and 

therapy services
• Goods,	equipment	

and assistive 
technology

• Specialised support 
services

• Flexible respite: 
• In-home day respite
• In-home overnight 

respite
• Community access – 

individual respite
• Host family day respite
• Host family overnight 

respite
• Mobile respite
• Other planned respite
• Centre-based respite:
• Centre based day respite
• Residential day respite
• Community access-group 

respite
• Cottage respite 

(overnight community)

Assistance with care 
and housing (a person 
must be: prematurely 
aged; 50 years and 
over	(45	years	and	
over for Aboriginal 
and Torres Strait 
Islander people); on 
a low income; and be 
homeless or at risk 
of homelessness as a 
result of experiencing 
housing stress or 
not having secure 
accommodation).

Sector support 
and development 
activities.

CHSP	expenditure	in	2018-19	on	each	of	the	major	
service	types	is	detailed	in	Table	4.2.

Table 4.2: CHSP expenditure by service type 2018-19

Service $m

Social support 519.4

Domestic	assistance 492.2

Nursing 271

Respite 267.9

Allied health and therapy services 237.3

Personal	care 195.9

Transport 184.3

Home	modifications	and	maintenance 161.3

Meals and other food services 85.2

Sector support and development 52.6

Assistance with Care and Housing 12.8

Total 2,479.9 

4.3 Home and Community Care 
— Western Australia
Up until 1 July 2018 the HACC program in 
Western Australia	provided	similar	services	for	 
older	people	to	those	provided	under	the	CHSP,	
but also provided support for younger people 
with a disability.

From 1 July 2018 the Western Australian HACC 
services for older people aged 65 years and over  
(and 50 years and over for Aboriginal and Torres 
Strait	Islander	people)	transitioned	to	the	CHSP 
	which	means	that	from	1	July	2018	the	CHSP	 
became a national program.
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4.4 Sector overview

4.4.1 Providers of home support

In	2018-19,	the	first	year	that	the	CHSP	operated	
as	a	fully	national	program,	there	were	1,458	CHSP	
providers. In 2017-18 when the Western Australian 
HACC was still operating separately, there were 
1,456	CHSP	providers	and	91	Western	Australian	
HACC providers. While some of the HACC providers 
in	Western	Australia in	2017-18	would	have	
subsequently	become	part	of	the	CHSP	in	2018-19,	
others would have already been captured in the  
2017-18	CHSP	provider	count	as	they	may	have	
provided services in other states also. Therefore a 
direct comparison between years is not possible.

CHSP	services	are	predominately	provided	by	 
not-for-profit	organisations	(69	per	cent),	as	
shown in Chart	4.1.	For-profit	providers	make	up	
only	7 per cent	of	all	providers	with	government	
providers representing	almost	one-quarter.	This	
has	been	the	case	since	the	inception	of	the	CHSP	in	
2015-16, and was the case for the former programs 
that combined to create the	CHSP.

Chart 4.1: CHSP providers by ownership type, 2018-19
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4.5 Funding for Home Support 
In 2018-19, the Commonwealth contributed  
$2.5	billion	to	service	delivery	in	the	CHSP	(as	well	
as	providing	$128 million	in	assessment	and	other	
support activities). 

Chart	4.2 shows total expenditure on home support 
service delivery since 2016-17, along with budgeted 
expenditure	to	2023-24.

Chart 4.2: Government expenditure and budgeted expenditure of CHSP22 and Western Australian  
HACC program23, 2016-17 to 2023-24

0 

500 

1,000 

1,500 

2,000 

2,500 

3,000 

4,000 

Ex
pe

nd
it

ur
e 

($
m

) 

2020-21 

$2,859.2

2021-22

$3,001.8

2021-22

$3,183.9

2022-23

$3,359.4

CHSP

Expenditure Budgeted

Western Australian HACC

2019-20 

$2,791.9

2016-17

$2,271.3
$187.9

$2,083.4

2017-18 

$194.9

$2,166.0

$2,360.9

2018-19 

$2,489.9

$2,503.0

22	 CHSP	expenditure	shown	here	excludes	the	expenditure	on	RAS	and	My	Aged	Care	support	services	of	$123	million	in	2016-17	and	
$128 million	in	2018-19	as	they	were	not	for	services	to	consumers.

23	 The	Victorian	HACC	services	for	older	Australians	became	part	of	the	CHSP	on	1	July	2016	and	the	WA	HACC	services	for	older	
Australians	became	part	of	the	CHSP	on	1	July	2018.
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Chart 4.3: Commonwealth expenditure on CHSP services, by state and territory, 2018-19 ($m)

Chart	4.3 shows Commonwealth expenditure 
for	service	delivery	in	the	CHSP	in	2018-19,	by	
state and territory.

As	part	of	the	2014-15	Budget,	the	Australian	
Government announced a reduction in the annual 
real	rate	of	growth	for	the	CHSP	from	6	per	cent	to	
2.8 per cent in 2015-16, 1.5 per cent in 2016-17 and 
2.4	per	cent	in	2017-18.	In	2018-19	the	annual	growth	
rate was 3.5 per cent, which broadly aligns with the 
annual growth in the population aged 65 and over. 
Real growth is in addition to annual indexation. 

Growth	funding	enables	the	CHSP	to	respond	to	the	
changing	needs	of	CHSP	consumers	and	to	align	with	
the growth in Australia’s aged population. Grants 
under	the	CHSP	are	indexed	each	year	by	WCI-324  
(1.3 per cent in 2018-19).

Table	4.3 shows a breakdown of the size of 
grants	provided	through	the	CHSP	in	2018-19	by	
organisation type. Results from 2018-19 are similar to 
previous	years.	The	majority	(72 per cent)	of	providers	
receive less than $1 million and of those, 77 per cent 
receive less than $500,000.

24	 WCI-3	is	a	composite	index	constructed	by	the	Department	
of Finance that comprises a wage cost component (weighted 
at 60 per cent) and a non-wage cost component (weighted at 
40	per	cent).For	all	Wage	Cost	Indices	the	value	of	the	wage	
cost component is based on the dollar increase in the national 
minimum wage (as determined annually by the Fair Work 
Commission) expressed as a percentage of the latest available 
estimate of average weekly ordinary time earnings (AWOTE) 
published by the Australian Bureau of Statistics as at November 
of each year. The value of the nonwage cost component of  
WCI-3	is	based	on	changes	in	the	Consumer	Price	Index	between	
March	quarters	each	year.
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Table 4.3: CHSP grants, by size of grant and provider ownership, 2018-19

Grant size Not-for-profit For-profit Government Total

Less	than	$500,000 623 60 118 801

$500,000 – $1 million 140 16 83 239

$1-10 million 222 24 131 377

$10-50 million 15 2 9 26

Over $50 million 4 1 1 6
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4.5.1 Consumer contributions

The Client Contribution Framework and the 
National Guide to the CHSP Client Contribution 
Framework	set	out	principles	to	guide	CHSP	
providers in setting and implementing their own 
consumer contribution policy.

The principles are designed to introduce fairness 
and consistency, with a view to ensuring that those 
who	can	afford	to	contribute	do	so,	whilst	protecting	
the most vulnerable.

Recommendation 16 of the Legislated Review of 
Aged Care 2017 recommended that mandatory 
consumer contributions based on an individual’s 
financial	capacity	be	introduced	for	services	under	
the	CHSP.	This	would	bring	the	CHSP	fees	policy	
more in line with those under other aged care 
programs. The Government has not yet responded 
to this recommendation.

In 2018-19, consumer contributions totalled around 
$252	million,	which	represents	around	10 per cent	of	
total	CHSP	funding.	This	is	stable	from	2017-18.

4.6 Looking forward
In the 2019-20 Budget, the Australian Government 
extended	funding	agreements	with	CHSP	providers	by	
a further two years, after a similar two year extension 
in	the	2017-18	Budget.	This	means	the	CHSP	and	
Home	Care	Packages	Program	will	continue	to	
operate as separate programs until at least mid-2022. 

In the 2015-16 Budget, the Australian Government 
had	announced	an	intention	to	integrate	CHSP	and	
home care into a single home care and support 
program	by	July 2018.	

In November 2019, the Government re-announced 
its	intention	to	establish	the	single	unified	system	for	
care of older people at home as part of the response 
to the Interim Report of the Royal Commission into 
Aged	Care	Quality	and	Safety. No	decisions	have	been	
made about the scope, model or funding of the future 
program	and	significant	consultation	will	be	required	
on	any	option	to	be	considered.	Any	final	decisions	
by	Government	about	a	unified	system	will	be	made	
following the Royal Commission.

Following	the	establishment	of	the	CHSP	as	a	
program with full national coverage in 2018, the 
Department	of	Health	issued	a	new	Program	Manual	
that sets out service providers’ responsibilities, 
including a new emphasis on wellness and 
reablement.	CHSP	providers	are	now	required	to	
submit an annual report outlining service level 
information regarding the implementation of a 
wellness approach within their organisation. These 
reports will be used to measure overall progress 
towards embedding wellness and reablement in 
CHSP service delivery.

The	Department	of	Health	is	also	conducting	pilots	
to further embed wellness and reablement practices 
within	the	CHSP.	The	Department	is	also	considering	
options for simplifying consumer access to home-
based care by combining the current RASs and ACATs 
into a single assessment and referral process across 
CHSP	and	home	care.	

In addition, the 2018-19 Budget provided $29.2 million 
over two years to 30 June 2020 to trial reablement-
based	assessment	for	the	CHSP.	The	assessment	
model being trialled provides a time-limited 
reablement period, usually between ten to twelve 
weeks, prior to being referred for ongoing services. 
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5. Home care

This chapter discusses:

• The	operation	of	the	Home	Care	Packages	
Program;

• the funding of the sector; and

• the	financial	performance	of	home	care	
providers in 2018-19.

The chapter reports that:

• There were 928 home care providers as at  
30 June 2019, up from 873 at 30 June 2018.  
This continues the trend of increasing numbers 
of home care providers since 2017  
(702 providers as at 30 June 2017);

• the sector continues to be predominately  
not-for-profit	with	52	per	cent	of	providers	 
and	72 per cent	of	consumers;	and

• home	care	services	were	provided	to	133,439	
consumers,	up	from	116,843	in	2017-18.

Key findings on financial performance 
in 2018-19:

• Home care providers received an estimated 
$2.53	billion	in	revenue,	paid	$2.43 billion	in	
expenses	and	generated	$90	million	in	profit;

• 69 per cent of home care package providers 
achieved	a	net	profit,	down	slightly	from	
70 per cent	in	2017-18;

• average	EBITDA	was	$1,211	per	consumer,	
steady from $1,217 in 2017-18 following a 
significant	decline	from	$2,989	in	2016-17;

• EBITDA	margin	was	4.5	per	cent,	down	slightly	
from	4.6	per	cent	in	2017-18;	and

• as at 30 June 2019 home care providers 
held $751 million in unspent funds, up from 
$539 million	at	30 June 2018.	

5.1 Overview of the sector

5.1.1 The Home Care Packages 
Program

The	Home	Care	Packages	Program	commenced	
on 1 August 2013, replacing the former home 
care programs	–	Community	Aged	Care	Packages	
(CACPs),	Extended	Aged	Care	at	Home	(EACH)	
packages and Extended Aged Care at Home 
Dementia (EACH-D)	packages.

Home care packages allow consumers to purchase a 
range	of	services	and	equipment	which	assist	them	
living	in	their	own	home.	Packages	are	delivered	on	a	
Consumer	Directed	Care	(CDC)	basis	with	consumers	
having an individualised budget which allows them to 
decide what type of care and services they purchase 
and who delivers the services.

In February 2017, an important change occurred in 
home care in that packages began being assigned 
directly to the consumer, rather than allocated to the 
provider. This meant that consumers have the choice 
of provider to deliver their services and can opt 
to change providers.

Home care consumers may use their package funds 
to purchase the following:

• Personal services. Examples include help with 
showering or bathing, dressing and mobility;

• Support services. Examples include help with 
washing and ironing, house cleaning, gardening, 
basic	home	maintenance,	home	modifications	
related to care needs, transport to help with 
shopping, doctor visits or attending social activities;

• Care related service. Examples include nursing 
and other health support including physiotherapy 
(exercise, mobility, strength and balance), services 
of a dietitian (nutrition assessment, food and 
nutrition advice, dietary changes) and hearing and 
vision services; and

• Care management. Coordinating care and  
services that will help consumers achieve the 
goals	identified	in	their care plan.
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In addition, providers may charge consumers a 
package management fee, which covers regulatory-
related	costs	such	as	issuing	monthly	financial	
statements and managing unspent package funds on 
behalf of consumers.

For	many	consumers,	home	care	packages	offer	
an opportunity to remain living at home instead of 
entering	residential	care.	Packages	are	categorised	
into four levels with level 1 being for people with 
lower	care	needs	through	to	level	4	which	supports	
people with higher care needs.

To obtain access to a home care package, individuals 
are	first	assessed	by	an	Aged	Care	Assessment	Team	
(ACAT) which determines eligibility for a home care 
package. Many people assessed as eligible to receive 
a package are also assessed as eligible for residential 
care. Once assessed as eligible for home care, an 
individual	is	placed	on	the	National	Prioritisation	
System	and	is	offered	a	package	when	one	becomes	
available.	The	National	Prioritisation	System	is	
discussed later in this chapter.

5.1.2 Providers of home care

Chart 5.1 shows overall home care provider numbers, 
as well as the proportion by ownership, over the 
six years to June 2019. As noted last year, there has 
been	a	significant	increase	in	home	care	providers	
since the February 2017 changes that assigned home 
care packages directly to consumers rather than to 
providers. Many new providers have entered the 
market seeking to compete for consumers.

Table 5.1 presents a breakdown of home care providers 
by ownership type, location and scale in 2018-19.

As shown in Chart 5.1 and Table 5.2, the mix of 
provider ownership was stable in 2018-19 compared 
with 2017-18, although the overall number of providers 
did continue to increase (928 compared with 873 in 
2017-18).	The	not-for-profits	represent	52 per	cent	of	
the	sector	while	the	for-profits	make	up	36 per cent.	
The	February	2017	reforms	resulted	in	a	significant	
initial	increase	in	the	proportion	of	for-profit	providers,	
from 13 per cent to 35 per cent by 30 June 2018, but 
the proportions have stabilised since.

Chart 5.1: Number of home care providers, by proportion of ownership type, 30 June 2014 to 30 June 2019
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Table 5.1: Provider numbers, number of services and number of consumers, at 30 June 2019
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Table 5.2: Change in number of providers and ownership, 30 June 2017 to 30 June 2019

30 June 2017
Proportion 

of total 30 June 2018
Proportion 

of total 30 June 2019
Proportion 

of total

Not-for-profit 407 65% 461	 53% 479	 52% 

For-profit 200 21% 309 35% 335 36% 

Government 95 14%  103 12% 	114 12% 

Total 702 100% 873 100% 928 100%

At 30 June 2019 there were 106,707 consumers in 
home	care,	compared	with	91,847	at	30 June 2018.	

During	2018-19,	133,439	older	Australians	were	 
in receipt of a home care package at some time  
(up	from	116,843	in	2017-18).

As	at	30	June	2019,	53 per cent	of	packages	were	
levels	1	or	2	while	47 per cent	were	levels	3	or	4	
(Table 5.3), compared with 68 per cent and  
32 per cent respectively in 2016-17. This rebalancing 
of	package	level	proportions	reflects	recent	
Government policy to increase the proportion of 
higher level packages in response to older Australians’ 
preference to stay living in their homes longer. 

As shown in Chart 5.2, the proportion of home 
care	consumers	receiving	services	from	for-profit	
providers has increased slightly in 2018-19, up 
to	21 per cent	from	17 per cent	in	2017-18	and	
11 per cent	in	2016-17.	There	was	a	commensurate	
decline in the proportion of consumers receiving 
services	from	not-for-profit	providers.	This	continues	
the	trend	of	for-profit	providers	increasing	their	share	
of the market, albeit from a relatively small base, 
since the changes of February 2017. The proportion 
of	for-profit	providers,	however,	is	increasing	
faster than their share of consumers, increasing to 
36 per cent	in	2018-19	from	21 per cent	in	2017-18.

Table 5.3: Home care consumers, by package level and proportion of total, 2016-17 to 2018-19

2016-17 % of total 2017-18 % of total 2018-19 % of total

Level	1 1,168 1.6% 4,841 5.3% 8,516 8.0%

Level	2 47,268 66.2% 51,496 56.1% 47,734 44.7%

Level	3 6,750 9.5% 12,693 13.8% 20,193 18.9%

Level	4 16,237 22.7% 22,817 24.8% 30,264 28.4%

Total 71,423 100.0 91,847 100.0 106,707 100.0

Chart 5.2: Home care consumers, by ownership type, 30 June 2015 to 30 June 2019
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Across Australia, around 68 per cent of home care 
consumers	are	in	major	cities,	around	25 per cent  
are in inner regional locations, around 6 per cent  
are in outer regional locations, and the remaining  
1 per cent are in remote and very remote areas. 
These proportions have been steady in recent years.

5.2 Operational performance

5.2.1 Methodology

The	discussion	of	financial	performance	in	this	
chapter predominantly relates to Earnings Before 
Interest,	Tax,	Depreciation	and	Amortisation	(EBITDA).	
EBITDA	is	the	commonly	used	metric	for	analysis	
and	comparison	of	the	profitability	of	providers	and	
the	sector.	Net	Profit	Before	Tax	(NPBT),	which	takes	
interest, depreciation and amortisation into the 
calculation, is also used on occasion.

Financial information reported in this chapter has 
been collected through the Aged Care Financial 
Report (ACFR). The Accountability Principles 2014, 
made under Section 96-1 of the Aged Care Act 
1997,	require	each	home	care	provider	to	submit	a	
financial	report	in	a	form	approved	by	the	Secretary	
of	the	Department	of	Health.	The	ACFR	submitted	
by	home	care	providers	is	not	required	to	be	
audited and should not be considered a General 
Purpose Financial Report.

Until	the	2018	ACFA	report,	financial	performance	
of home care providers was largely summarised 
on a ‘per package’ basis as the packages were 

previously allocated to providers after a competitive 
tender through an ACAR. Analysis on this basis 
included the provider’s packages that were not 
fully	utilised	for	whatever	reason	in	a	financial	
year. The reform changes of February 2017 have 
resulted in packages being assigned to consumers 
and as a result, the analysis is now calculated on a 
‘per	consumer’	basis.	EBITDA	calculated	on	a	‘per	
consumer’ basis is generally higher when compared 
with	EBITDA	calculated	on	a	‘per	package’	basis	as	
unutilised packages are excluded. When trend data 
is analysed, previous years have been recalculated 
on the ‘perconsumer’ basis to allow for direct 
comparison between years.

5.2.2 Analysis of 2018-19 financial 
performance of home care providers

2018-19 saw a further slight decline in the overall 
financial	performance	of	home	care	providers	
following	the	significant	decline	in	2017-18	compared	
with	recent	years.	Average	EBITDA	per	consumer	
across the sector was $1,211 in 2018-19, down from 
$1,217 in 2017-18. This followed the average over the 
previous three years at around $3,000.

Chart 5.3	shows	the	whole	of	sector	average	EBITDA	
per consumer of all home care providers since  
2014-15.

Table	5.4 provides an overview of the 2018-19 
financial	performance	of	home	care	providers,	
including a breakdown by ownership type, 
location and scale.

Chart 5.3: Home care providers average EBITDA per consumer per year, 2014-15 to 2018-19
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Table 5.4: Summary of financial performance of home care providers, 2018-19
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Total revenue 
($m)

$2,525.3 $1,844.2 $529.4 $151.7 $1,421.6 $427.8 $675.5 $571.1 $552.4 $1,401.8

Total expenses 
($m)

$2,429.1 $1,763.5 $527.3 $140.6 $1,361.0 $415.1 $654.6 $539.5 $517.8 $1,374.2

Profit	($m) $90.14 $80.64 $2.08 $11.09 $60.62 $12.68 $20.91 $31.58 $34.60 $27.63

EBITDA	($m) $113.81 $93.16 $12.83 $11.47 $75.95 $17.12 $24.79 $36.14 $39.07 $42.26

Average	EBITDA	
per consumer

$1,211 $1,321 $728 $1,976 $1,470 $974 $1,003 $1,866 $1,928 $778

Average	NPBT 
per consumer

$959 $1,143 $118 $1,910 $1,173 $721 $846 $1,631 $1,707 $508

EBITDA	margin 4.5% 5.1% 2.4% 7.6% 5.3% 4.0% 3.7% 6.3% 7.1% 3.0%

NPBT	margin 3.6% 4.4% 0.4% 7.3% 4.3% 3.0% 3.1% 5.5% 6.3% 2.0%

5.2.3 Revenue

Home care revenue consists of Commonwealth 
contributions in the form of subsidies and 
supplements, and a lessor contribution from 
consumers (the basic daily fee and income tested 
fees). Total revenue can also include other revenue 
sources (such as consumer contributions for  
non-home care related services, interest income 
and state	and	territory	government	payments).

In 2018-19, total Commonwealth expenditure 
on home care subsidies and supplements was 
$2.5 billion,	up	from	$2.0	billion	in	2017-18.

The basic subsidy for home care is indexed 
annually based	on	Wage	Cost	Index	9	(WCI9),	
the same index as applies for the care subsidy 
in residential care. WCI-9 is a composite index 
constructed	by	the	Department	of	Finance	that	
comprises a wage cost component (weighted at 
75 per cent) and a non-wage cost component 
(weighted at 25 per cent). For all Wage Cost Indices, 
the value of the wage cost component is based on  
the dollar increase in the national minimum wage  
(as determined annually by the Fair Work 
Commission) expressed as a percentage of the latest 
available estimate of average weekly ordinary time 
earnings (AWOTE) published by the Australian Bureau 
of Statistics as at November of each year. The value 
of the nonwage cost component of WCI-9 is based on 
changes	in	the	Consumer	Price	Index	(CPI)	between	
March	quarters each year.

Some home care supplements are also indexed by 
WCI-9, including the dementia and cognition and 
Veterans’	supplements,	while	the	remainder,	such	
as the oxygen and enteral feeding supplements, are 
indexed	annually	using	the	Consumer	Price	Index	(CPI).

Commonwealth funding (subsidies and 
supplements)

Commonwealth funding is determined per consumer 
based on the level of package accessed. It is 
calculated on a daily basis and is currently paid to the 
provider monthly in advance25. Each package level 
has	a	fixed	maximum	amount	of	annual	funding	set	
by the Commonwealth (Table 5.5). Supplements can 
also be paid in circumstances where the consumer 
requires	additional	care	and/or services.

Table 5.5: Maximum home care basic subsidy 
payments per annum, 2019-20

Package level annualised subsidy

Level	1 $8,810

Level	2 $15,500

Level	3 $33,731

Level	4 $51,130

25 In the 2019-20 Budget the Government announced it would 
move home care to a payment in arrears arrangement based 
on	services	delivered.	The	first	phase	of	this,	payment	in	arrears	
rather than advance, was due to be implemented on 1 July 2020 
although	is	on	hold	due	to	the	COVID-19	pandemic.

2411



47Aged Care Financing Authority | Annual Report on the Funding and Financing of the Aged Care Industry – 2020

Supplements in home care are paid in addition 
to	the amount	of	basic	subsidy	applicable	at	each	
package level. Supplements are paid if a consumer is 
eligible	due	to	a	specific	care	need	or	circumstance.	
The supplements that apply to home care are at 
Appendix K. All supplements payable are included in 
the consumer’s individualised budget.

Consumer contributions

Consumers may be asked to pay a basic daily 
fee up to 17.5 per cent of the single basic age 
pension ($10.63	a	day/$3,890	per	annum	as	at	
20 September	201926). The basic daily fee is not 
subject	to	an	income	or	asset	test	and	all	consumers	
can	be	asked	to	pay	unless	they	prove	financial	
hardship, in which case the Commonwealth pays the 
provider on their behalf. The basic daily fee, when 
charged by the service provider, must be included in 
the individualised budget for the consumer.

Additionally, consumers may be asked to make a 
contribution towards the cost of their care through an 
income tested fee. The package amount paid by the 
Commonwealth on behalf of a consumer is reduced 
by the amount of the income tested fee regardless of 
whether the fee is collected by the provider or not.

Consumer contributions in 2018-19 reported by 
providers	totalled	around	$107 million,	compared	
with $122 million for 2017-18. This contribution is 
made up of $66 million	from the basic daily fee  
($78	million	in	2017-18)	and	$42 million	in	income-
tested	care	fees	($44 million	in	2017-18).

As noted last year, feedback from providers suggest 
many are foregoing charging their consumers, many 
of whom are pensioners, the basic daily fee, or are 
reducing that fee, likely due to the recent increase in 
competition in the home care market. The amount 
reported in 2018-19 by home care providers for the 
income tested fees suggests this may also be the case 
for these fees. ACFA notes this practice seems to be 
increasing among home care providers.

Unspent funds

Prior	to	the	changes	that	occurred	in	February	
2017, when home care consumers moved between 
home care providers or exited care (often to enter 
residential care), unspent package funds could be 
retained by their former provider. As part of the 
changes introduced in February 2017, unspent 

26 As of 1 July 2019 the basic daily fee was reduced for level 
one	packages	($400	per	annum),	level	two	packages	($200	
per annum) and level three packages ($100 per annum) with 
a commensurate increase in the basic subsidy paid by the 
Commonwealth.

package funds now follow the consumer to their new 
provider or are returned to the Commonwealth and 
the consumer (based on their respective proportions 
paid) when the consumer leaves home care.

The unspent home care amount is the total amount 
of each consumer’s individual budget (comprising 
home care subsidy, supplements and home care 
fees) that has not been spent or committed for 
the consumer’s care, less any agreed exit amount. 
Unspent package funds will not generally, and should 
not, be recognised as income by the provider until 
the funds have been spent or are committed for the 
consumer’s care.

Unspent funds are discussed in more detail at 5.2.6.

Total revenue

In 2018-19, total sector revenue for all home care 
providers was $2.53 billion,	up	from	$2.07 billion	in	
2017-18, an increase of 22 per cent. Commonwealth 
contributions represent more than 90 per cent of 
the total revenue received by home care providers. 
Unspent funds held by providers ($751 million at  
30 June 2019) are not treated as revenue. The average 
income per consumer per day in 2018-19 was $73.62 
($26,871	per	annum),	a	2 per cent	increase	from	
$72.04	($26,295	per	annum)	in	2017-18.

Table 5.6 shows provider income per consumer 
per	day	since	2016-17,	split	by	the	major	types	of	
income.	As	shown,	there	is	a	significant	amount	
charged for management and administration costs, 
similar to recent years. In 2018-19, management 
and	administration	charges	are	almost	30 per cent	
of provider income. Some providers have indicated 
that this relatively high proportion of income derived 
from	management	and	administration	reflects	the	
costs	for	providers	delivering	care	on	a	CDC	basis,	
including regulatory-related costs such as providers 
being	required	to	provide	consumers	with	full	
transparency regarding their packages, negotiating 
an individualised budget, providing monthly itemised 
expenditure statements, and having to administer 
unspent funds in a prudentially appropriate way.

Under the comparative pricing schedule that has 
been	required	to	be	published	on	My	Aged	Care	
since July 2019, providers distinguish between care 
management fees and package management fees. 
Normal	business	overheads	are	required	to	be	
included in the fees set for services.
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Table 5.6: Home care provider income per consumer per day, 2016-17 to 2018-19

Income type 2016-17 % of total 2017-18 % of total 2018-19 % of total

Provision	of	care	/	service	charged	to	consumers $44.71 61.5 $47.94 66.5 $49.57 67.3

Management fees charged to consumers $10.27 14.1 $9.72 13.5 $10.35 14.1

Administration of packages charged to consumers $12.88 17.7 $12.10 16.8 $11.49 15.6

Unspent funds and exit amounts deducted $2.98 4.1 $0.16 0.2 $0.15 0.2

Other revenue $1.87 2.6 $2.11 2.9 $2.07 2.8

Total $72.71 100 $72.03 100 $73.62 100

1.	Provision	of	care/services	charged	to	consumers	includes	income	recognised	from	consumers’	packages	and	private	home	care	consumers.	This	
amount will include Government subsidies and supplements, consumer contributions in the form of the basic daily fee, income tested care fees, 
top-ups and private contributions.

2. Management fees charged to consumers is the amount of income recognised for on-going management and coordination of the consumers’ 
packages	and	care	requirements.

3. Administration fees charged to consumers is the amount of income recognised for on-going administration of consumers’ packages.

4.	 Income	derived	from	unspent	package	funds	reflects	income	remaining	from	a	consumer’s	care	package	when	a	consumer	left	the	home	care	
service (prior to the February 2017 changes). No income can be derived from unspent funds since the change. Exit amounts deducted by the 
provider when ceasing to provide home care to a consumer may be charged after this date.

5. Other revenue includes other sources of income generated from running the home care services such as state and territory payments, consumer 
payments	for	non-home	care	services,	trust	distribution,	donations	and	bequests,	interest	earned	on	investments,	insurance	and	gains	from	the	
sale of assets.

5.2.4 Expenditure

Total	sector	expenditure	in	2018-19	was	$2.43 billion,	
up from $1.99 billion in 2017-18. The average 
expenditure per consumer per day in 2018-19  
was $70.89 ($25,875 per annum), an increase of 
2.1 per	cent	from	$69.45	in	2017-18	(Table 5.7).  
The main driver of the increase in expenses was a 
$1.07	(2.3 per cent)	increase	in	total care costs.

Care related expenses represent 68 per cent of total 
expenses per consumer per day, while administration 
costs represent 32 per cent of total costs, which is 
significant.	This	is	consistent	with	2017-18.

Table 5.8 provides a breakdown of expenditure 
according to ownership type, location and scale for 
the last two years. 

Table 5.7: Home care expenditure per consumer per day, 2015-16 to 2018-19

Expenses 2015-16 2016-17 2017-18 2018-19

Care costs

Wages	and	salaries	–	care	staff $31.98 $28.78 $29.99 $28.83

Subcontracted or brokered customer services $9.44 $10.30 $10.32 $11.47

Care related expenses $5.01 $5.64 $6.94 $8.01

Total care costs $46.43 $44.72 $47.25 $48.32

Administration costs

Wages	and	salaries	–	administration	staff $8.77 $8.00 $9.26 $9.58

Administration costs and management fees $10.55 $10.18 $10.26 $10.28

Depreciation	and	interest	costs $0.55 $0.42 $0.74 $0.69

Other expenses $2.57 $1.62 $1.94 $2.03

Total administration costs $22.44 $20.22 $22.20 $22.57

Total costs $68.87 $64.94 $69.45 $70.89
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Table 5.8: Home care expenditure per consumer per day, by ownership type, location and scale,  
2017-18 to 2018-19

Care related 
salaries

Admin and 
Mgmt fees

Other care 
related 

expenses

Other expenses 
and non-direct 

costs Total

Ownership Year

Not-for-profit 2017-18 $35.98 $10.43 $17.47 $2.16 $66.03

2018-19 $28.03 $10.05 $19.40 $11.00 $68.49

For-profit 2017-18 $64.29 $10.90 $13.72 $6.06 $94.97

2018-19 $34.83 $8.37 $16.89 $21.90 $81.98

Government 2017-18 $24.51 $6.97 $22.32 $1.54 $55.33

2018-19 $20.44 $7.44 $28.35 $10.12 $66.35

Location

Metropolitan 2017-18 $40.45 $10.72 $19.13 $2.74 $73.04

2018-19 $28.64 $8.69 $21.34 $13.51 $72.19

Regional 2017-18 $35.78 $7.53 $14.73 $3.55 $61.59

2018-19 $24.72 $9.75 $15.91 $14.31 $64.69

Metropolitan  
& regional

2017-18 $38.92 $11.08 $14.84 $1.96 $66.79

2018-19 $32.16 $11.30 $18.14 $10.97 $72.57

Scale

Single service 2017-18 $60.50 $11.45 $14.69 $5.64 $92.28

2018-19 $34.92 $8.24 $17.39 $15.76 $76.31

Two to six 
services

2017-18 $38.01 $8.27 $15.43 $3.04 $64.76

2018-19 $29.25 $8.02 $20.48 $12.24 $69.99

Seven or more 
services

2017-18 $36.47 $10.68 $18.18 $2.13 $67.46

2018-19 $21.21 $8.51 $15.89 $9.83 $55.44

Total sector 2017-18 $39.25 $10.26 $17.26 $2.68 $69.45

Total sector 2018-19 $28.83 $9.58 $19.48 $12.99 $70.89

In	terms	of	ownership,	not-for-profit	providers	
($68.49	per	day)	continue	to	incur	significantly	
lower	expenses	per	consumer	than	the	for-profit	
providers ($81.98 per day), although the latter did 
record	a	significant	decrease	in	expenses	down	from	
$94.97	in	2017-18	per	consumer	per	day.	The	main	
drivers	behind	this	difference	are	the	care	related	
salaries and the other expenses and non-direct 
costs	categories	where	the	not-for-profit	providers	
reported $6.77 and $10.90 less respectively per 
consumer	per	day	reduction.	The	significant	reduction	
in	total	expenses	for	the	for-profit	providers	reflects	
an almost $30 per day reduction in their care related 
salaries,	although	this	was	partially	offset	by	a	$15	per	
day increase in their other expenses and non-direct 
costs, presumably due in part to some contracting out 
of services rather than using direct employees.

As was the case in 2017-18, on average, regional 
providers reported less expense per consumer per 
day	($64.69)	than	their	metropolitan	counterparts	
($72.19). Both metropolitan and regional providers 
reported	significant	reductions	in	their	care	related	
salaries ($11.81 and $11.06 respectively). However 
both reported commensurate increases in their other 
expenses and non-direct costs.

In terms of scale, single service providers once again 
recorded the highest expenses per consumer per 
day	with	$76.31.	Providers	with	7	or	more	services	
recorded	by	far	the	lowest	expenses	at	$55.44,	 
while those operating 2–6 services reported $69.99.
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5.2.5 Profit

In 2018-19, home care providers generated  
$90	million	in	total	profit,	up	from	$74	million	in	
2017-18.	In	terms	of	profit	per	consumer	(Table 5.9), 
the	average	EBITDA	decreased	slightly	to	$1,211	from	
$1,217	in	2017-18	while	the	average	NPBT	increased	
to	$959	from	$947	in	2017-18.	

Prior	to	2017-18,	the	average	EBITDA	per	annum	per	
consumer had been around $3,000 for the previous 
three years. 

Approximately 69 per cent of home care providers 
achieved	a	profit	in	2018-19,	compared	with	
70 per cent	in	2017-18.

Chart	5.4	shows	average	EBITDA	per	consumer	by	
quartile.	As	has	been	the	case	previously,	EBITDA	
varies considerably across the sector with the top 
quartile	of	providers	(although	still	reporting	a	 
decline from 2017-18) performing substantially 

better than	the	rest	of	the	home	care	sector.	The	
average	EBITDA	per	consumer	per	year	for	the	top	
quartile	was	$6,654	compared	with	the	next	top	
quartile	returning	$2,109.

Chart	5.5	shows	the	quartile	analysis	of	the	average	
EBITDA	per	consumer	for	home	care	providers	by	
ownership in 2018-19, while Chart 5.6 shows the 
overall	average	EBITDA	per	consumer	by	ownership	
over the last five years.

After	significantly	outperforming	the	not-for-profits	
and government providers up to 2016-17, the  
for-profits	reported	by	far	the	worst	results	in	 
2017-18 and 2018-19 (Chart 5.6). In 2018-19 the 
for-profit	providers	recorded	average	EBITDA	per	
consumer of $728 compared with $1,321 reported 
by	the	not-for-profit	providers.	The	2018-19	for-profit	
result is, however, a noticeable improvement on 
reported	average	EBITDA	per	consumer	of	$169	in	
2017-18. 

Table 5.9: Summary of financial performance of home care providers, per consumer per year,  
2014-15 to 2018-19

2014-15 2015-16 2016-17 2017-18 2018-19

Average	EBITDA	per	consumer $2,854 $3,055 $2,989 $1,217 $1,211

Average	NPBT	per	consumer $2,657 $2,854 $2,832 $947 $959

Chart 5.4: Home care average EBITDA per consumer, by quartile (number of providers in parentheses), 
2015-16 to 2018-19
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Chart 5.5: Home care average EBITDA per consumer per year, by quartile and ownership type, 2018-19 
(number of providers in parentheses)

Despite	the	overall	poor	results	of	for-profit	
providers, the	86	for-profit	providers	(30 per cent)	in	
the	top	quartile	recorded	average	EBITDA	of	$9,482	
(Chart 5.5) which was well above that of the 96 
not-for-profit	providers	in	the	top	quartile	($8,187).	
However,	as	noted	last	year,	the	overall	significant	
decline	in	the	profitability	of	for-profit	providers	likely	
reflects	that	the	influx	of	new	providers	was	largely	
for-profit	providers	and	it	could	be	expected	that	new	
entrants into a market may make a loss as they seek 
to establish market presence. 

When performance is considered by location, 
providers in regional areas continued to decline, 
reporting	an	average	EBITDA	of	$974	in	2018-19,	
down from $1,555 in 2017-18, and $2,960 in 2016-17 
(Chart 5.8). In contrast, the metropolitan providers 
were the strongest performers in 2018-19, reporting 
an	average	EBITDA	of	$1,470,	up	from	$1,202	in	 
2017-18.	However	this	was	after	a	very	significant	
decline	from	$3,431in	2016-17.
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In	terms	of	quartile	analysis	(Chart 5.7), regional 
providers	in	the	top	quartile	outperformed	the	
metropolitan providers and, as was the case last year, 
metropolitan providers were the worst performers in 
the	bottom	quartile.	

When performance is considered by scale, providers 
who operate seven or more services were once again 
by far the worst performers when compared with 
providers operating two to six services and single 
service	providers	–	average	EBITDA	per	consumer	
of $778 in 2018-19 compared with $1,866 for single 
service providers and $1,928 for providers with two 
to six	services.	

Chart 5.7: Home care average EBITDA per consumer per year, by quartile and provider location, 2018-19 
(number of providers in parentheses)
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5.2.6 Unspent funds

In the last two annual reports, ACFA noted the 
significant	amount	of	unspent	package	funds	held	by	
providers on behalf of consumers. The amount held has 
been	increasing	at	a	significant	rate	over	the	last	three	
years. At 30 June 2019, home care providers reported 
holding unspent funds of $751 million. This is up from 
$539 million at 30 June 2018. The level of unspent funds 
being	held	at	30	June	2019	equates	to	holding	average	
unspent funds per consumer of around $7,100, up from 
$5,900	at	30	June	2018	and	$4,600	as	at	30	June	2017.	

Based on the current rate of growth of unspent funds, 
this	amount	could	reach	around	$1 billion	by	 
30 June 2020, especially with the potential for some 
consumers to defer or reduce the amount of services 
they	seek	during	the	COVID-19	pandemic.	

Unspent funds may accumulate for a variety of 
reasons, including that consumers wish to save a 
proportion of their budget for future events; the 
services that the consumer wants are not available; 
the consumer is reluctant to allow people into their 
home; misconceptions that the money not spent 
under the package belongs to the consumer;  

Chart 5.9: Home care average EBITDA per consumer per annum, 2018-19, by quartile and provider scale 
(number of providers in parentheses)

Chart 5.10: Home care average EBITDA per consumer per annum, by provider scale, 2014-15 to 2018-19
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or	because	the	consumer	does	not	require	all	
the funds allocated to them. ACFA commented 
previously that if the consumer does not need all 
the funds they have been allocated, these funds 
could	be	used	more	effectively	elsewhere,	including	
meeting unmet demand. Unspent package funds 
also raises prudential issues since these funds 
held by providers need to be available should the 
consumer leave their care (either transferring to 
another provider or leaving home care).

The	Department	of	Health	does	take	into	account	
unspent Commonwealth funds that are returned 
when a consumer leaves home care as an input 
in determining the number of new home care 
packages to be released.

In the 2019-20 Budget, the Government announced 
that payment arrangements in home care are to 
be changed from payment in-advance to payment 
upon delivery of service. One of the intentions 
of this change was to avoid Commonwealth 
subsidies and supplements funding being held 
as unspent funds by providers. Consumers 
would still be able to access any unspent funds 
from the Commonwealth.

In October 2019 the Minister for Aged Care and 
Senior Australian’s asked ACFA to examine the 
potential	financial	impact	on	home	care	providers	
of the Government’s 2019-20 Budget measure to 
change the way providers are paid Government 
subsidies	and	to	advise	on	any	significant	impact	
of the new arrangements. ACFA provided a report 
to the Minister in November 2019.27 In preparing 
this report, ACFA consulted with a cross section 
of	provider,	departments	and	software	firms.	
It	assessed	the	potential	financial	impact	on	
providers of each of the proposed phases of the 
implementation of the new arrangements, along 
with	how	consumers	may	be	affected.	ACFA	made	a	
number of recommendations to limit the potential 
impacts and risk of each phase. Below is a summary 
of ACFA’s recommendations.

27 https://www.health.gov.au/resources/publications/
consideration-of-the-financial-impact-on-home-care-
providers-as-a-result-of-changes-in-payment-arrangements

Phase 1 recommendations

Recommendation 1:	Providers	who	consider	
they	would	be	financially	vulnerable	as	a	
result of the change in payment arrangements 
should be encouraged to apply to the Business 
Advisory Service. 

Recommendation 2: Transitional	financial	
support should be available for providers in 
thin	and	difficult	markets,	such	as	regional	and	
remote areas, or those providing specialised 
services	to	vulnerable	consumers.	Providers	
seeking	transitional	financial	support	should	
first	utilise	the	Business Advisory Service.

Recommendation 3: All phases should 
commence	at	the	start	of	a	financial	year	for	
consistent	reporting	within	a	financial	year	and	
to minimise impacts on providers’ end of year 
financial reporting	requirements.

Phase 2 recommendations

Recommendation 4: All aspects of how the 
new payment arrangements will operate need 
to	be	settled	as	quickly	as	possible	to	determine	
the	system	changes	required	by	both	DHS	(now	
Services Australia) and providers. In settling this 
detail, the focus should be on minimising the 
costs to providers and avoiding any reduction 
in	the	flexibility	of	the	current	system	in	
providing goods and services to consumers as 
they need them.

Recommendation 5: Once the details of the 
new arrangements are settled, there need to 
be	consultations	between	DHS	(now	Services	
Australia), providers and software developers 
to determine an appropriate time frame to 
ensure a smooth change to the new funding 
scheme, and also what can be done to minimise 
the administrative burden on providers. 
There should be a reasonable trial period of 
the new systems before full implementation. 
The current time frame for the introduction 
of	Phase	2	(April	2021)	should	be	reviewed	
following these consultations between 
DHS	(now	Services	Australia),	providers	
and software developers.

Recommendation 6: Consideration should be 
given	to	providing	financial	support	to	providers	
operating	in	thin	and	difficult	markets	who	may	
find	it	particularly	challenging	to	adjust	their	
systems	to	deal	with	the	requirements	of	the	
new payment arrangements. 
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Phase 3 recommendation

Recommendation 7: Do	not	proceed	with	
the proposed proportional return of existing 
unspent	funds	under	Phase	3.	Instead	providers	
should have a choice to either: 

a. return the unspent funds of all existing 
consumers	immediately	when	Phase 3	
commences; or 

b. retain the unspent funds of existing 
consumers and allow those funds to be 
drawn down by the recipient or returned to 
the Government when the recipient leaves 
home care. Consideration should be given 
to setting a maximum period that providers 
can retain existing unspent funds.

The	first	stage	of	the	changes,	involving	home	care	
subsidies for consumers being paid to providers 
after the month (in arrears) rather than at the start 
of the month (in advance), was due to commence on 
1 June 2020. Timing of the second phase, involving 
providers only being paid the subsidy for the goods 
and services actually provided to the consumer, and 
a proposed third stage involving the repayment of 
unspent funds still held by the providers, had not 
yet been announced by Government. However the 
implementation has been placed on hold due to 
the	outbreak	of	COVID-19.	The	Government	has	
announced that the timing for the recommencement 
will be determined in consultation with the sector.   

5.3 Feedback from consultations 
and developments in 2019-20
Home	care	providers	are	continuing	to	adjust	to	
the changes introduced in February 2017 which 
assigned home care packages directly to consumers, 
with consumers having a choice of provider and the 
ability to	change	providers.	In	response	to	this	change	
there has been a substantial increase in the number 
of providers, along with greater competition.  
The number of home care providers rose again in 
2018-19	to	928	as	at	June	2019,	compared	with	496	 
as at June 2016.

After	several	years	of	relatively	stable	overall	financial	
performance among home care providers, the 
changes	in	February	2017	contributed	to	a	significant	
decline	in	their	financial	performance	in	2017-18.	

The	EBITDA	for	home	care	providers	fell	by	over	
60	per	cent	in	2017-18.		Their	overall	financial	
performance	in	2018-19	was	broadly	flat,	
notwithstanding the increase in the number of 
home care packages released over the course 
of	2018-19,	from	91,847	as	at	end	June	2018	
to	106,707	as	at	end	June	2019.	Profit	margins	
have been well below the returns being achieved 
before the changes introduced in February 2017. 
Consistent with the feedback from providers 
outlined in ACFA’s 2019 report, the changes 
continue to put upward pressure on their costs,  
and the greater competition puts downward 
pressure on their revenue.

The consultations with home care providers 
took place in early 2020, before the full impact 
of	seeking	to	contain	COVID-19	was	apparent.	
Responding	to	COVID-19	will	have	increased	costs	
for home care providers, including the provision 
of	personal	protective	equipment	and	increased	
cleaning and sanitisation costs. It will also impact 
on the availability of home care workers, for 
example, if they have to self-isolate, resulting in 
back-filling	costs.	The	Government	has	provided	
additional funding to seek to ensure continuity of 
aged care workers.

While	dealing	with	COVID-19	is	the	immediate	
priority of aged care providers, a number of 
home care providers consulted earlier in the year 
observed that over the past 12 months or so 
they	had	significantly	restructured	their	business	
model	and	recruited	new	staff	in	order	to	be	more	
responsive to consumers’ needs. Many also report 
that the introduction of greater price transparency 
has resulted in a re-think of aspects of their 
operations. Some providers said that they were 
being more strategic in marketing their services and 
they believed they were gaining market share and 
that	their	financial	performance	was	picking	up	over	
the course of 2019-20. This was not a uniform view. 
Many providers said competitive pressure remained 
intense and at best they were breaking even. While 
the number of home care providers increased in 
2018-19, some of the providers consulted pointed 
to signs that some recent entrants have dropped 
out of the market. Some of the long established 
providers felt that their reputation and proven 
record	of	delivering	quality	and	consistent	services	
would translate into an improvement in market 
share	as	the	sector	adjusted	to	the	impact	of	the	
February 2017 changes. 
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Notwithstanding the competitive trading conditions in 
home care, a few residential care providers who did 
not	offer	home	care	services	indicated	that	they	were	
considering entering home care. This appeared to 
be related to increased interest among a number of 
residential care providers in investing in independent 
retirement living and the preference of consumers 
that home care services be readily available if they 
moved	to	retirement	accommodation.	Providers	
consulted also suggested that the likely direction 
of	the	aged	care	industry	flowing	from	the	Royal	
Commission into Aged Care Quality and Safety 
would be an increased emphasis on the provision of 
home care services.

As noted in Section 5.2.6, ACFA consulted widely 
with home care providers in the context of the 
report it prepared for the Government on the 
potential	financial	impact	of	the	Government’s	
2019-20 Budget measure to change the payment 
arrangements	for	home	care	subsidies.	During	
the course of the consultations, providers noted 
that while the measure may change who holds the 
unspent funds of consumers, the focus should be on 
addressing the reasons for the growth in unspent 
funds, which continued to rise in 2018-19. While 
the growth of an individual’s unspent funds balance 
will largely be related to how long they are in care, 
providers reported that their unspent funds were 
concentrated on a small number of consumers with 
very large balances. A number of suggestions were 
offered	on	how	to	reduce	the	growth	in	unspent	
funds, predominantly involving changes to the 
assessment process to avoid over assessment 
and to enable downgrading of package levels if a 
consumer’s needs reduce.
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6. Residential care

This chapter discusses:

• The operation of residential care;

• the ownership, locational and scale 
characteristics of residential care providers;

• the funding arrangements in residential care; 
and

• the	financial	performance	of	residential	care	
providers in 2018-19.

This chapter reports that:

• At 30 June 2019 there were 213,397 operational 
places,	up	from	207,142	at	30	June	2018;

• during 2018-19 residential care was provided  
to	242,612	older	Australians,	up	from	241,723	
in 2017-18;

• at 30 June 2019 there were 873 providers, down 
from 886 in 2017-18, continuing the gradual 
consolidation of providers in recent years; and

• not-for-profit	providers	continue	to	represent	
the largest proportion of ownership type in 
residential care, with 56 per cent of providers 
and 55 per cent of places.

Key findings on financial performance in  
2018-19 compared with 2017-18:

• Total	revenue	of	$19.3 billion,	up	from	 
$18.1	billion,	an	increase	of	6.8 per cent,	
equating	to	revenue	of	$283.54	per	resident	 
per	day,	an	increase	of	4.2 per	cent	from	
$272.16;

• total expenses of $19.0 billion, up from  
$17.6 billion, an increase of 8 per cent,  
equating	to	$279.65	per	resident	per	day,	
compared with $265.62, an increase of  
5.3 per	cent;

• average	EBITDA	per	resident	per	annum	of	
$8,523	compared	with	$8,746,	a	decrease	of	
2.5 per cent,	although	ACFA	notes	without	the	
one-off	additional	$320m	paid	in	increased	
subsidies at the end of 2018-19 the average 
EBITDA	would	have	been	around	$7,000	or	a	
20 per cent	decrease	on	2017-18;

• total	profit	of	$264 million	compared	with	 
$435	million,	a	decrease	of	39	per	cent;	and

• 58	per	cent	of	providers	achieved	a	net	profit,	
compared with 56 per cent in 2017-18. 

6.1 Overview of the sector

6.1.1 Supply of residential care

The Australian Government uses a population based 
planning ratio (target provision ratio) to determine 
the number of subsidised operational residential care 
places. This is outlined in Chapter 3.

Table 6.1 shows the number of providers, facilities28, 
places	and	residents	since	30 June 2015.	The	number	
of providers continues to decrease each year 
through consolidation, while the number of places 
and residents continues to increase. The number of 
facilities has increased gradually.

Table 6.1 also shows the achieved provision ratio 
in residential care, as well as provisionally allocated 
places and respite residents.

28 In residential care, a ‘facility’ also refers to an aged care 
home or service.
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Table 6.1: Number of residential care providers, facilities, places and residents, 30 June 2015 to 30 June 2019

30 June 2015 30 June 2016 30 June 2017 30 June 2018 30 June 2019

Providers 972 949 902 886 873

Facilities 2,681 2,669 2,672 2,695 2,717

Allocated places 228,024 238,843 247,907 246,536 258,934

Operational places 192,370 195,825 200,689 207,142 213,397

Achieved residential care ratio 81.1 79.7 77.9 77.2 79.6

Provisionally	allocated	places 28,000 35,124 39,294 31,603 36,905

Provisionally	allocated	places	as	
proportion of allocated places

12.4% 14.7% 15.9% 12.8% 14.3%

Occupancy 92.5% 92.4% 91.8% 90.3% 89.4%

Total residents 177,820 181,048 184,077 186,597 188,773

–	Permanent	residents 172,828 175,989 178,713 180,923 182,705

– Respite residents 4,992 5,059 5,364 5,674 6,068

1.	This	table	excludes	flexible	care	places.

2.	The	number	of	allocated	residential	care	places	was	less	at	30	June	2018	(246,536)	than	it	was	at	30 June 2017	(247,907),	while	the	number	of	
operational	places	increased	by	6,453	as	provisional	allocations	and	offline	places	came	online.	The	overall	reduction	in	allocated	places	was	due	
to no new places being allocated during 2017-18 (as there was no ACAR) and 1,371 provisionally allocated places were either surrendered by 
providers	or	revoked	by	the	Department.	

Table 6.2 shows a breakdown of residential care providers as at 30 June 2019, presented by ownership type, 
location and scale.

Table 6.2: Number of providers, facilities, places and residents in residential care, by ownership,  
location and scale, 2018-19
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Providers 873 488 288 97 441 341 91 547 244 61 21

Facilities 2,717 1,558 922 237 1,697 1,020 N/A 547 681 666 823

Operational 
places

213,397 117,500 87,425 8,472 150,014 63,383 N/A 42,179 47,975 53,833 69,410

Occupancy 89.4% 91.5% 86.5% 90.4% 88.9% 89.7% N/A 88.7% 88.8% 90.2% 89.8%

Total residents 188,773 106,532 74,646 7,595 132,386 56,387 N/A 37,229 42,356 47,662 61,526

–	Permanent	
residents

182,705 103,658 71,658 7,389 128,268 54,437 N/A 35,756 40,942 46,387 59,620

– Respite 
residents

6,068 2,874 2,988 206 4,118 1,950 N/A 1,473 1,414 1,275 1,906
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6.1.2 Residential care providers

At 30 June 2019, there were 873 residential care 
providers operating 213,397 residential care places 
in Australia. This compares with 886 providers 
operating	207,142	places	at	30	June	2018.	As	has	
been the case in recent years, some providers are 
continuing to expand the scale of their businesses. 
As a result there has been a consolidation of 
residential care providers over a number of years. 
Chart 6.1 and Chart 6.2 show the decreasing 
provider numbers	but	increasing	operational	
places since	2010-11.

6.1.3 Ownership type

As shown in Chart 6.3, the largest provider group 
remains	the	not-for-profit	group	(religious,	
charitable and	community-based	organisations).	

They represent 56 per cent of providers and operate 
55 per cent of all residential aged care places. 
For-profit	providers	account	for	33 per cent	of	
providers	and	41	per	cent	of	places.	The	remaining	
providers and places are state and territory and local 
government-owned providers. This distribution has 
been very stable in recent years.

Not-for-profit	providers	continue	to	operate	
proportionally more of the residential care places 
in rural and regional areas compared with the 
for-profits.	As	at	30	June	2019,	not-for-profits	
(55 per cent	of	all	places)	were	operating	66	per	cent	
of all regional places. Conversely, and also similar 
to	previous	years,	for-profit	providers	operated	
41	per	cent	of	all	places	and	only	23 per cent	of	
regional places. Government providers operated 
the remaining	regional	places.	

Chart 6.1: Number of residential care providers, 2010-11 to 2018-19
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Chart 6.2: Number of operational residential care places, 2010-11 to 2018-19
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6.1.4 Provider scale

The	majority	of	residential	care	providers	(63	per	cent)	
operate only one residential care facility (Chart	6.4). These 
single aged care facility providers account for 20 per cent 
of all operational residential care places. However this 
proportion	is	very	gradually	declining	(23 per cent	in	 
2015-16). Conversely, 2 per cent (21 providers in total) 
operate more than 20 facilities, but they account for 
33 per cent of operational places. This proportion is 
gradually	increasing	(27 per cent	in	2015-16).

Chart 6.3: Residential care provider and operational places by ownership type, 2016-17 to 2018-19

Chart 6.4: Residential care provider and operational places by provider scale, 2015-16 to 2018-19

As shown in Table 6.3,	for-profit	and	not-for-
profit	providers	have,	on	average,	just	over	three	
facilities per	provider.	However	within	those	
facilities,	for-profit	providers,	on	average,	operate	
95 residential care places per facility, compared 
with	not-for-profit	providers	who	operate	 
75	places	per	facility.	This	likely	reflects	both	some	
for-profit	providers	expanding	their	facilities and	
also	reflecting	the	not-for-profit’s	bigger	
presence in regional locations where facility size 
is usually smaller.
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Table 6.3: Number of residential care facilities per provider, by ownership type, 30 June 2019

Organisation 
type

Number of 
providers

Number of 
facilities

Average 
facilities per 

provider

Total 
operational 

places
Average places 

per provider
Average places 

per facility

Not-for-profit 488 1,558 3.19 117,500 241 75

For-profit 288 922 3.20 87,425 304 95

Government 97 237 2.44 8,472 87 36
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6.1.5 Provider location

ACFA generally categorises residential care providers 
as those operating only in metropolitan areas, those 
operating only in regional29 areas, and those who 
have facilities in both metropolitan and regional 
areas. A provider is categorised as being regional 
if more than 70 per cent of their residents are in 
facilities in regional areas.

Chart 6.5 shows that 51 per cent of providers operate 
only	in	metropolitan	areas	and	39 per cent	operate	
only in regional areas. This has been steady for the 
last five years.

29 In the aged care context, ‘regional’ includes rural and remote 
aged care areas.

6.1.6 Residential care facility size  
and room configuration

The average size of residential care facilities has been 
increasing	over	the	last	10	years.	In	2008,	39 per cent	
of facilities had over 60 places. This has increased to 
60 per	cent	in	2019.	By	contrast,	the	proportion	of	
facilities	with	40	places	or	less	has	decreased	from	
32	per	cent	in	2008	to	20 per cent	2019.	This	trend	
seems	particularly	evident	in	the	for-profit	sector,	as	
discussed	in	Section	6.1.3,	with	for-profit	providers	
having, on average, 20 more places per facility than 
the	not-for-profits.

The	increasing	trend	for	room	configuration	for	
residential care facilities is a single-bed room  
with an ensuite. In 2018-19, around 82 per cent  
(80	per	cent	in	2017-18	and	77 per cent	in	2016-17)	 
of	rooms are	single-bed	rooms	with	an	ensuite.	

Chart 6.5: Residential care providers, by location, 2014-15 to 2018-19
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Table 6.4: Size of residential care facilities, 2008 to 2019

Number of 
places

June 
2008

June 
2009

June 
2010

June 
2011

June 
2012

June 
2013

June 
2014

June 
2015

June 
2016

June 
2017

June 
2018

June 
2019

Proportion of facilities (%)

1–20 places 7.0 6.6 6.5 6.2 6.2 6.0 5.5 5.4 5.4 5.3 5.0 4.7

21–40	places 24.6 22.5 21.1 20.4 19.5 19.4 18.6 18.0 17.2 16.5 16.1 15.6

41–60	places 29.9 29.5 28.7 28.2 27.0 26.3 25.0 24.4 23.5 22.5 21.2 19.9

61+ places 38.5 41.4 43.7 45.1 47.3 48.4 50.9 52.2 54.0 55.7 57.7 59.7
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Conversely,	10 per cent	of	residential	care	rooms	
could be considered ‘ward style’ which are shared 
and have a common shared bathroom, down from 
14 per cent	in	2017-18	and	18 per cent	in	2016-17.

6.1.7 Provisionally allocated places

Under current arrangements, the Commonwealth 
releases residential care places through the ACAR. 
After a place is allocated to an approved provider, 
there is usually a period during which the place is 
considered ‘provisional’ while the provider constructs 
the facility or extends the current facility. Once the 
place is available to be occupied by a resident, it 
becomes ‘operational’. The average time it takes 
providers to bring places online is around four years.

At 30 June 2019, there were 36,905 provisional 
residential	care	places	reflecting	the	carryover	of	
allocated places from previous ACARs which are yet  
to become operational. This represents around  
14	per	cent	of	all	allocated	places,	which	compares	
with	13	per	cent	at	30	June	2018	and	16 per cent	at	
30 June 2017. The provisional allocations are held by 
around 18 per cent of all facilities.

As was the case last year, Western Australia has the 
highest proportion of provisionally allocated places 
with	27 per cent.	The	ACT	has	the	next	highest	with	
23 per cent.		South	Australia	and	Tasmania	have	once	
again the lowest proportion of provisionally allocated 
places	with	around	5 per cent (Table 6.5).

Not-for-profit	providers,	who	have	55	per	cent	
of operational places, have only 35 per cent of 
provisionally	allocated	places,	whereas	the	for-profit	
providers,	who	have	41	per	cent	of	operational	places,	
have 65 per cent of the provisionally allocated places. 
This is similar to previous years.

In addition, there were also 8,632 formerly 
operational	places	that	were	offline30 at 30 June 2019 
pending refurbishment or redevelopment, or pending 
sale to another provider.

Changes introduced in 2016 were designed to 
encourage providers to operationalise their 
provisional places in a timely manner. The changes 
limit the provisional allocation period to four years 
(noting that up to two extensions of 12 months each 
may	be	granted	by	the	Department	of	Health,	and	
further extensions in exceptional circumstances). 
At the end of this time, the provisional allocations 
lapse	and	the	places	return	to	the	Department	for	
redistribution in a future ACAR.

In 2018-19, 657 (1,371 in 2017-18) provisionally 
allocated places were either surrendered by providers 
or	revoked	by	the	Department.	The	majority	(612)	of	
these provisionally allocated places were surrendered 
by providers or lapsed as the six years expired and 
the provider did not apply for an extension.

Table 6.6 and Table 6.7 show the distribution of the 
age of provisionally allocated places by location and 
state and territory.

30 This accounts for places where a provider has advised the 
Department	of	Health	the	places	are	offline.	

Table 6.5: Provisionally allocated residential care places, by state and territory, at 30 June 2019

State/territory Provisionally allocated places All allocated places Proportion

New South Wales 10,702 85,512 12.5%

Victoria 7,594 66,795 11.4%

Queensland 9,675 52,245 18.5%

Western Australia 6,842 25,131 27.2%

South Australia 868 19,423 4.5%

Tasmania 297 5,518 5.4%

Australian Capital Territory 812 3,590 22.6%

Northern Territory 115 720 16.0%

Australia 36,905 258,934 14.3%
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Table 6.6: Provisionally allocated residential care places by location and year of distribution,  
at 30 June 2019

<1  
year old

1-2 
years old

2-4 
years old

4-6 
years old

6-8 
years old

8-10 
years old

10+ 
years Total

Metropolitan 7,554 60 12,414 5,120 467 587 372 26,574

Inner regional 4,602 0 3,383 649 0 24 52 8,710

Outer regional 602 0 718 233 12 0 0 1,565

Remote 26 0 30 0 0 0 0 56

Total 12,784 60 16,545 6,002 479 611 424 36,905

Table 6.7: Provisionally allocated residential care places by state and territory and year of distribution,  
at 30 June 2019

<1  
year old

1-2 
years old

2-4 
years old

4-6 
years old

6-8 
years old

8-10 
years old

10+ 
years Total

NSW 3,408 0 4,630 1,905 317 300 142 10,702

VIC 1,404 0 4,546 1,540 15 89 0 7,594

QLD 4,117 60 4,050 1,294 0 114 40 9,675

WA 2,973 0 2,413 1,090 32 108 226 6,842

SA 484 0 377 7 0 0 0 868

TAS 146 0 135 16 0 0 0 297

ACT 202 0 329 150 115 0 16 812

NT 50 0 65 0 0 0 0 115

Total 12,784 60 16,545 6,002 479 611 424 36,905

Transferring residential care places

Residential aged care places (both provisionally 
allocated and operational) may be transferred 
between providers. A transfer of places commonly 
occurs as the result of a business transaction 
between two approved providers where a decision 
has been made by the transferor to sell all or some of 
their residential care places. Transfers of places need 
to	be	approved	by	the	Department of Health.

As a general rule, when places transfer between 
providers, the planning region in respect of which the 
places are allocated does not change. This rule, and 
the	need	for	approval	by	the	Department	of	Health,	
are designed to discourage attempts to subvert the 
competitive allocation process and to maintain care 
delivery in the region where the places 
were originally allocated.

Data	from	the	Department	of	Health	shows	
that in 2018-19 around 5,800 operational places 
and 800 provisionally allocated places were 

transferred between providers (through around 110 
transactions).	This	compares	with	4,400	operational	
and	1,400	provisional	places	transferred	in	2017-18	
(through around 100 transactions).

6.1.8 Extra service

Providers	with	extra	service	status	are	able	to	
charge an extra service fee for residents occupying 
an extra service place for the duration of their 
stay. Extra service status involves the provision 
of a higher than average standard of services, 
including	accommodation,	range	and	quality	of	
food, and non-care services such as recreational and 
personal interest activities.

Providers	that	have	been	granted	extra	service	
status	apply	to	the	Aged	Care	Pricing	Commissioner	
for approval of their proposed extra service 
fees, including proposed increases to current 
extra service fees.
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For extra service status places that are occupied by a 
resident	who	was	in	care	prior	to	1	July	2014	and	who	
is covered under the pre-reform fee arrangements, 
the	care	subsidy	is	reduced	by	25 per cent	of	the	
approved extra service fee for that place. This is 
known as the Extra Service Subsidy Reduction.  
The provider can charge a continuing care recipient 
an	amount	equal	to	the	extra	service	fee	plus	the	
extra service reduction for receiving extra service. 
Extra service subsidy reduction does not apply to 
residents entering care on or after 1 July	2014.

There	was	a	significant	decrease	in	2014-15	and	 
2015-16 in the number of places with extra service 
status (Chart 6.6). This was likely because changes 
made	to	accommodation	pricing	on	1 July 2014	
reduced the need and motivation for providers to 
have extra service status, partly because:

• lump sum accommodation payments can now 
be made for all care types – previously they were 
restricted to low care or high care with extra 
service;

• market-based prices determined by the provider 
apply for all new non-supported residents; and

• providers	can	offer	additional	care	and	services	for	
additional fees outside the extra service framework.

Providers	who	had	relinquished	their	Extra	Service	
places	began	offering	residents	‘fee	for	additional	
service’ arrangements instead. However ACFA notes 
that due to the ongoing uncertainty about the 
regulation of additional services fees, some providers 
have reconsidered letting their Extra Service places 
lapse in recent years, which has resulted in the 
number of active Extra Service places stabilising since

2015-16, though a further small decline was evident 
in 2018-19. ACFA also notes that there are currently 
no plans for new Extra Service places to be released 
through future ACAR’s.

6.1.9 Additional services

Additional services are care and services that aged 
care providers can make available to consumers 
above	those	that	they	are	legislatively	required	to	
provide	under	the	Schedule	of	Specified	Care	and	
Services31 for residential care services. Additional 
services vary greatly but may include items such 
as	the	provision	of	pay	TV,	hairdressing,	additional	
beverage	offerings	(e.g.	wine	and	beer)	and	access	to	
a	gym.	Additional	services	may	be	offered	individually	
or as part of a bundle of services. These services 
attract an additional fee for consumers.

An additional service fee can only be charged for 
services that have been agreed to by the resident, 
that are over and above those paid for by the 
Commonwealth	under	the	Schedule	of	Specified	Care	
and Services, and from which aged care residents 
receive a direct and tangible benefit.

As noted previously there remains very limited data 
available on additional services. However this is 
an area that is receiving increasing attention from 
providers.	The	Department	of	Health	is	working	
with the sector to provide additional clarity and 
transparency for both providers and residents on 
the operation of additional services. It is hoped 
that additional data will be available in future years 
to enable analysis.

31 https://www.legislation.gov.au/Details/F2014L00830

Chart 6.6: Number of operational extra service residential care places, 30 June 2014 to 30 June 2019
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6.2 Residential care 
funding sources

6.2.1 Operational funding

Funding for residential care is made up of operational 
funding and capital financing.

Operational funding supports day-to-day services 
such as nursing and personal care, living expenses 
and	accommodation	expenses.	Capital	financing	
supports the construction of new residential care 
facilities and the refurbishment of existing facilities. 
Capital	financing	is	discussed	in	Chapter 7. 

A combination of Australian Government and resident 
contributions provides the operational funding 
for residential care. Figure 6.1	shows	the	different	
funding types from the Commonwealth and residents 
for operational funding.

The Commonwealth determines its contributions 
on behalf of permanent residents in residential 
care by setting:

• A basic care subsidy for personal and nursing care;

• the rates of supplements paid to support aspects of 
residential care that incur higher costs to deliver; and

• the maximum rate of accommodation supplement.

With regard to respite care, the Commonwealth 
sets the basic respite care subsidy at two levels 
(low or high) depending on the level of respite care 
the consumer is approved for by the Aged Care 
Assessment Team (ACAT).

The Commonwealth also sets the maximum  
levels for contributions made by residents 
for the following:

• the maximum rate of the basic daily fee for living 
expenses (permanent and respite); and

• the maximum means tested care fee that may be 
charged by providers (permanent only).

6.2.2 Commonwealth operational 
funding

Commonwealth payments for residential care can 
be classified as:

• basic care subsidies

• respite care subsidies and supplements

• accommodation supplements

• viability supplements

• other supplements

A full list of subsidies and supplements is 
at Appendix G.

Commonwealth subsidies and supplements are 
generally indexed either biannually (accommodation 
related) or annually (care related).

The indexation applied to the basic subsidy for 
residential care is the Wage Cost Index 9 (WCI9), 
which is a composite index constructed by the 
Department	of	Finance	that	comprises	a	wage	 
cost component (weighted at 75 per cent) and a  
non-wage cost component (weighted at 25 per cent). 

Figure 6.1: Residential care services

Commonwealth

Basic care subsidies (ACFI)

Respite care subsidies and supplements 

Residents

Care fees

Accommodation supplements 
for supported residents 

Accommodation payment/contributions 
by non or partially supported residents

Other supplements

Extra and additional service fees

Basic daily fee for living expenses 
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For all Wage Cost Indices the value of the wage cost 
component is based on the dollar increase in the 
national minimum wage (as determined annually 
by the Fair Work Commission) expressed as a 
percentage of the latest available estimate of average 
weekly ordinary time earnings (AWOTE) published by 
the Australian Bureau of Statistics as at November of 
each year. The value of the non-wage cost component 
of	WCI-9	is	based	on	changes	in	the	Consumer	Price	
Index	between	the	March	quarters each year.

Accommodation related supplements are indexed 
using	the	Consumer	Price	Index	(CPI)	and	are	indexed	
twice a year in line with the aged pension.

6.2.3 Basic care subsidies

• The basic care subsidy is a payment to support 
the costs of providing personal and nursing 
services for permanent residents. It is calculated 
based on the assessed need of each permanent 
resident as determined by the provider by applying 
the Aged Care Funding Instrument (ACFI). The 
Commonwealth determines the level of payments 
on behalf of residents by setting the prices and 
rules for claiming ACFI care subsidies.

• The residential respite subsidy is a payment to 
support the costs of providing personal and nursing 
services for respite consumers. Respite consumers 
are	assessed	by	an	ACAT	as	requiring	either	low	or	
high level respite care, with payment amounts for 
each set by the Commonwealth.

The Aged Care Funding Instrument (ACFI)

The ACFI is the funding allocation tool currently 
used to determine the amount of funding paid 
to a provider on behalf of a resident for their 
care. It assesses the care needs of permanent 
residents as a basis for allocating care funding by 
focusing the funding allocation around the main 
areas	that	differentiate	relative	care	needs	and	
costs among residents.

The	ACFI	consists	of	12	questions	about	assessed	care	
needs,	each	having	four	ratings	(A,	B,	C	or	D)	and	two	
diagnostic sections. ACFI is self-assessed by providers, 
but	is	subject	to	audits	by	the	Department of Health.

As discussed in recent reports, during 2015-16, 
real growth of expenditure per resident per day 
through the ACFI was 5.2 per cent, compared with a 
Government	budgeted	real	growth	of	3.2 per cent.	
This resulted in an increase to the Government’s 
forecast	expenditure	over	four	years	of	$3.8 billion.	

The Government responded by announcing changes 
to	the	ACFI	and	indexation	which	took	effect	on	 
1 July 2016 and 1 January 2017. The changes to ACFI 
included a new matrix reducing the rating categories 
for medication under Question 11 of the Complex 
Health Care domain and changes to the scoring and 
eligibility	requirements	for	certain	Complex	Health	
Care procedures. The changes were complemented 
by an indexation pause on all ACFI domains in  
2017-18 and a partial indexation pause in 2018-19.

Annual growth in the daily average ACFI expenditure 
for	2017-18	was	forecast	to	be	around	2.4 per cent	
but the actual growth for the year was around 
0 per cent.	For	2018-19	the	annual	growth	in	the	
daily average ACFI expenditure was forecast to be 
around	1.5 per cent	and	the	actual	growth	for	the	
year	was	0.8 per cent.	For	2019-20,	annual	real	
growth in ACFI is forecast to be 1.2 per cent. Real 
growth	up	to	December	2019	was	0.2 per cent.

Real growth refers to growth in the average ACFI 
above that which can be attributed to the indexation 
applied annually. Separate to the annual indexation 
increases, the Government announced two 
measures that impacted average subsidies paid 
to providers	in	2018-19.	These	are	the	additional	 
$50 million in ACFI funding from September 2018 to 
end June 2019 to assist providers in transitioning to 
the new Quality Standards, and the $320 million 
one-off	increase	in	ACFI	funding	from	March	to	
end June	2019.	These	increases	were	for	the	 
2018-19 year only.

The	Department	of	Health	produces	monthly	
reports regarding actual ACFI expenditure 
compared with Budget estimates. These reports 
can be found at https://agedcare.health.gov.au/
tools-and-resources/aged-care-funding-instrument-
acfi-reports. Chart 6.7 shows the average ACFI 
payment per resident per day that applied in each 
month since January 2016. This is shown in real and 
nominal terms and also shows the impact of the 
one-off	$320 million	increase	as discussed above.

The average ACFI claim per resident per day can 
vary	across	facilities,	reflecting	variations	in	resident	
profile	and	the	claiming	behaviour	of	providers.	
ACFA noted last year that during its consultations 
with providers, a number indicated that they were 
‘under claiming’ ACFI relative to the care needs 
of residents and were seeking to improve their 
ACFI claims process. Chart 6.8 shows the range of 
claims for 2018-19 with some facilities averaging 
less than $70 per day while a number average 
over $210 per day.
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As noted last year, the Government commissioned 
a study on the relative costs of providing care for 
residents	with	differing	care	needs	and	has	been	
consulting with the sector on long-term reform 
options for residential aged care funding. Reports 
from	the	Resource	Utilisation	and	Classification	Study	
(RUCS) were released in March 2019 and included 
evidence on the drivers of costs of care in residential 
care facilities as well as a proposed new funding 
model to replace the ACFI. The Government began 
consulting with the sector on the recommendations 
in the reports.

The RUCS suggested that the ACFI does not 
adequately	distinguish	between	the	fixed	costs	of	
providing residential aged care and the variable costs 

per resident based on individual care needs. As part 
of the RUCS, a new assessment and funding model 
was proposed, known as the Australian National Aged 
Care	Classification	(AN-ACC)	system.	

A trial of the AN-ACC assessment system commenced 
in November 2019, involving over 150 facilities. Over 
7,000 assessments (out of a planned total of 10,000) 
had been completed before the trial was suspended 
due	to	the	COVID-19 pandemic.

The Government has also appointed a Residential 
Aged Care Funding Reform Working Group to discuss 
the practicalities of implementing the AN-ACC and 
strategies	to	support	sector	readiness.	 

Chart 6.7: Average monthly ACFI payments (real and nominal), January 2016 to July 2019

Chart 6.8: Number of residential care facilities in each range of ACFI claims per resident per day, 2018-19
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While consultation is important, and the delay due 
to	COVID-19	is	understandable,	ACFA	notes	the	
delay in responding to the RUCS reports is creating 
considerable uncertainty in the sector and may be 
adversely	affecting investment decisions.

The ACFI does not apply for residential respite care. 
Instead, respite care funding is paid at either a low 
or high rate depending on the level of care for which 
the consumer is approved by the ACAT. Additionally, 
providers who use 70 per cent or more of their 
respite allocation over a 12 month period receive a 
higher payment32.

ACFA considers that future funding for residential 
respite should be incorporated within the proposed 
AN-ACC assessment and funding model.

6.2.4 Residential care supplements

Residential care supplements are payments in 
addition to the basic daily subsidy (ACFI). There are 
two types of supplements:

• primary supplements, which provide additional 
funds	to	meet	specific	care	needs.	These	include	
the oxygen supplement and enteral feeding 
supplement; and

• other supplements, which are accommodation-
based and assist providers with costs related to 
the operation of a residential care facility. Other 
supplements include accommodation supplements, 
the viability supplement and homeless supplement.

The types and amounts of supplements that a 
residential care facility will receive depends on the 
provider and/or residents meeting the eligibility 
requirements	for those supplements.

The	major	supplements	are	summarised	below	
and a full list of supplements, including rates and 
expenditure over the last 3 years are included at 
Appendices G and H.

Accommodation supplements

Accommodation supplements are paid by the 
Commonwealth to assist with the accommodation 
costs of permanent residents who do not have the 
means to meet all of that cost themselves (supported 
residents). These supplements include both the 
current accommodation supplement and grand-
parented supplements under previous policies. 

32 An additional amount is paid to residential care providers if 
they use an average of 70 per cent or more of their respite care 
allocation during the 12 months up to and including the month 
providing respite care. If the 70 per cent target is met, a payment 
is made at the end of the month for each of the high care respite 
days provided during that month.

Accommodation supplements (or accommodation 
payments) do not apply for consumers accessing 
residential respite care.

The Commonwealth determines the amount of 
accommodation supplement payable by setting the 
maximum rate of accommodation supplement and 
determining the share paid by residents based on 
a means test.

Two	significant	reforms	from	1	July	2014	affected	
accommodation payments. A new means test 
that combined the formerly separate income 
and assets tests was introduced for residents 
entering	residential	care	after	1	July	2014,	and	
the accommodation supplement paid by the 
Commonwealth to a provider on behalf of supported 
residents living in aged care facilities that have been 
built	or	significantly	refurbished	since	20	April	2012	
was significantly increased.

Viability supplement

The	viability	supplement	aims	to	improve	the	financial	
position of smaller, rural and remote residential 
care facilities that incur additional costs due to 
their location and are constrained in their ability to 
realise economies of scale due to smaller numbers 
of beds. In addition, the viability supplement also 
supports providers who specialise in aged care 
services for Indigenous people, or people who are 
homeless or who are at risk of becoming homeless, 
in recognition	of	the	often	higher	costs	associated	
with providing these services.

The supplement is available to residential care 
facilities,	home	care	services,	Multi-Purpose	
Services and Aboriginal and Torres Strait Islander 
Flexible services. In 2018-19, on average, the 
viability supplement provided around $10,800 per 
resident per annum for residential care facilities in 
remote and very remote areas, directly improving 
their financial results.

Over the last decade the amount paid per resident 
per day for the viability supplement has increased by 
over	100 per cent.	The	increases	or	expansions	to	the	
viability supplement include:

• A	40 per cent	increase	from	2009-10;

• An expansion of the supplement from 2011-12 to 
provide additional support to facilities in  remote 
to moderately accessible locations that target low 
care residents or who provide specialist care to 
Indigenous Australians or people with a history of 
(or who may be at severe risk of) homelessness;  

• A	20 per cent	increase	from	2014-15;

• A	flat	rate	increase	of	$2.12	per	resident	per	day	
from 2017-18;
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• A	30 per cent	increase	from	March	2019;	and

• A	temporary	30 per cent	increase	for	6	months	
from	March	2020	as	part	of	the	COVID-19 response.

Homeless supplement

A homeless supplement is paid to providers for each 
resident of an eligible aged care facility. Eligibility 
for the supplement is based on the facility having 
more than 50 per cent of its residents with complex 
behavioural	needs	who	are	identified	as	being	
homeless, or at risk of becoming homeless. 

The supplement is in addition to the funding provided 
under the viability supplement.

In	2018-19,	40	residential	services	received	the	
homeless supplement on behalf of more than 1,900 
residents.	During	2018-19	$9.8	million	in	homeless	
supplement was paid to providers.

A 30 per cent increase to the rate of the homeless 
supplement	took	effect	from	March	2019.	As	part	
of	the	response	to	COVID-19,	the	Government	
temporarily increased the Homeless supplement 
by	an	additional	30 per cent	for	six	months	from	
1 March 2020.

6.2.5 Payments for residential 
respite care

The Australian Government pays the provider a 
residential respite subsidy and a respite supplement 
for each eligible respite resident.

The subsidy and supplement are paid at either a low 
or high rate depending on the level of respite care the 
consumer is approved for by the ACAT. Additionally, 
facilities that use 70 per cent or more of their respite 
allocation over a 12 month period receive a higher 
daily respite supplement rate per eligible high care 
recipient. Respite subsidies are indexed on 1 July each 
year. Respite supplements are indexed on 20 March 
and 20 September each year in line with pension 
indexation. Table 6.8 shows the residential care 
respite	rates	applicable	as	at	20 March 202033.

Table 6.8: Residential respite care subsidies and 
supplement rates, at 20 March 2020

Daily  
subsidy

Daily 
supplement

Total paid 
per day

Low	level	 
respite care

$47.39 $39.87 $87.26

High level  
respite care

$132.88 $55.88 $188.76

High level respite 
care when a 
facility uses 
70% or more of 
respite allocation

$132.88 $95.08 $227.96

In addition, residential respite consumers can be 
eligible for other supplements, such as oxygen 
supplement, where there is a need.

Chart 6.9 shows total Commonwealth payments for 
residential respite care since 2012-13. Respite care is 
also discussed in Chapter 3.

33 Note that in April 2020 the Government announced a 
temporary	six	month	increase	of	1.2 per cent	to	subsidies	in	
residential care, including the respite subsidy. This increase is not 
reflected	here	as	it	is	temporary	and	will	cease	in	August	2020.	

Chart 6.9: Total residential respite care expenditure, 2012-13 to 2018-19 ($m)
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6.2.6 Resident operational funding

Contributions by permanent residents for operational 
funding are made up of:

• A basic daily fee, which is a contribution towards 
living expenses such as meals, laundry services, 
utilities and toiletries. The price is set by the 
Commonwealth, and is set at a maximum of  
85 per cent of the single basic age pension.

• A means tested care fee, which is a contribution 
some residents make towards their care costs 
(personal and nursing) based on their assessable 
income and assets. Annual and lifetime caps on 
care contributions apply as a consumer protection. 
As at 20 September 2019, the annual cap for a 
means	tested	care	fee	was	$27,754.52,	with	a	
lifetime cap of $66,610.90 also applying.

• Accommodation payments, which are daily 
payments for accommodation in an aged care 
facility.	Lump	sum	accommodation	deposits	are	
not	treated	as	revenue,	but	as	capital	financing,	
discussed in Chapter 7.

• Extra service fees, which residents in aged 
care facilities with extra service status may be 

asked	to	pay	for	significantly	higher	standards	of	
accommodation, food and non-care services.  
These vary from facility to facility.

• Additional services fees, which are for care and 
services in non-extra service facilities that are 
over	and	above	those	that	providers	are	required	
to	deliver	under	the	Specified	Care	and	Services	
Schedule of the Aged Care Act 1997, and must be 
agreed between the resident and provider. These 
vary from facility to facility, and are not payable 
at all facilities.

6.3 Operational performance 
in 2018-19

6.3.1 Revenue

ACFA broadly describes revenue for residential care 
providers in four categories: care related, living 
expenses, accommodation and other. Table 6.9 
provides a breakdown of the revenue reported by 
residential care providers in 2018-19 compared with 
the previous two years.

Table 6.9: Revenue sources for residential care providers, by care, accommodation, living and ‘other’,  
2016-17 to 2018-19 ($m)

Revenue sources
2016-17 

($million)
2017-18 

($million)
Change 

($million)
2018-19 

($million)
Change 

($million)

Care Related

Basic care subsidy (ACFI) $10,741.7 $10,812.3 $70.60 $11,286.2 $473.9

Respite subsidy & supplements $301.4 $346.9 $45.50 $383.0 $36.1

Other supplements $89.3 $84.5 -$4.80 $106.5 $22.0

Resident means tested fee $468.9 $504.0 $35.10 $586.0 $82.0

Resident other care fees $61.2 $48.7 -$12.50 $79.2 $30.5

Total care revenue $11,662.5 $11,796.4 $133.90 $12,440.8 $644.5

Living Related        

Resident basic daily fee $3,186.7 $3,253.4 $66.70 $3,425.8 $172.4

Extra service fee $157.5 $119.3 -$38.20 $118.4 -$0.9

Additional services fees N/A $96.7 $96.70 $122.2 $25.5

Total living related revenue $3,344.2 $3,469.4 $125.20 $3,666.4 $197.0

Accommodation related        

Accommodation supplement $929.7 $1,008.1 $78.40 $1,158.6 $150.5

Accommodation payments from residents $778.4 $781.0 $2.60 $828.7 $47.7

Capital Grants $61.7 $56.5 -$5.20 $70.0 $13.6

Total Accommodation related revenue $1,769.8 $1,845.5 $75.70 $2,057.3 $211.8
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Revenue sources
2016-17 

($million)
2017-18 

($million)
Change 

($million)
2018-19 

($million)
Change 

($million)

Other income        

Interest $313.8 $326.2 $12.40 $334.6 $8.4

Donations	and	fundraising $32.3 $29.0 -$3.30 $24.2 -$4.8

Gain on sale of assets $29.1 $23.2 -$5.90 $54.8 $31.6

Revaluation of assets $130.4 $37.9 -$92.50 $108.3 $70.5

Other $474.4 $538.6 $64.20 $615.1 $76.5

Total other revenue $980.0 $954.9 -$25.10 $1,137.1 $182.2

Total residential provider revenue $17,756.5 $18,066.2 $309.70 $19,301.6 $1,235.4

1. ‘Resident other care fees’ are fees and charges received from a resident in respect of occasional care services like consultation, medication, 
treatment	or	procedures	provided	in	addition	to	services	required	to	be	delivered	under	Schedule	1	of	the	Aged	Care	Act	1997.

2. The inclusion of a line item for additional services fees since 2017-18 has resulted in a decrease in extra services fees, resident other care fees, 
and comparative decrease in accommodation payments from residents. 

In	2018-19,	care	related	revenue	($12.4 billion)	formed	
the	majority	(64.5 per cent) of total revenue earned 
by residential care providers ($12.8 billion), which has 
been	the	case	in	previous	years.	Living related revenue 
received from residents, which includes the basic 
daily fee, extra services fees and additional service 
fees, accounted for 19.0 per cent ($3.7 billion) of total 
revenue, again similar to previous years.

Accommodation payments, consisting of 
accommodation supplements paid by the 
Government and daily accommodation payments 
paid by residents, accounted for 10.7 per cent  
($2.1 billion) of total provider revenue.

Other	income	of	$1.1 billion	made	up	the	remaining	
5.9 per cent of total residential care provider revenue 
in 2018-19. Interest revenue, which makes up a third 
of total ‘other’ income may include interest earned on 
lump sum deposits less any interest payments made 
on borrowings (providers may show these separately 
in their balance sheets or may combine them as ‘net’).

Chart 6.10 shows the proportions of all revenue 
sources for residential care providers in 2018-19.

ACFA also analyses revenue sources in terms of those 
sources provided by the Commonwealth compared 
with those provided by residents. Table 6.10 shows 
provider revenue sources for 2018-19 compared with 
the previous two years.

Overall in 2018-19, the Commonwealth  
contributed	67.4	per	cent	of	total	provider	
funding ($13.0 billion)	and	residents	contributed	 
26.7 per cent ($5.2 billion). This is comparable  
with 2017-18 when the Commonwealth’s share  
was 68.1 per cent and residents contributed 
26.6 per cent.

Chart 6.11 shows the proportion of revenue that 
residential care providers received in 2018-19 from 
the Commonwealth. Basic subsidies (ACFI) comprised 
by far the greatest share at 87 per cent.

Chart 6.10: Proportions of total residential care provider revenue, 2018-19 ($m)
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Table 6.10: Revenue sources for residential care providers, Commonwealth, resident and ‘other’,  
2016-17 to 2018-19 ($m)

Revenue sources
2016-17 

($million)
2017-18 

($million)
Change 

($million)
2018-19 

($million)
Change 

($million)

Commonwealth

Basic care subsidy (ACFI) $10,741.7 $10,812.3 $70.60 $11,286.2 $473.9

Respite subsidy & supplements $301.4 $346.9 $45.50 $383.0 $36.1

Other supplements $89.3 $84.5 -$4.80 $106.5 $22.0

Accommodation supplement $929.7 $1,008.1 $78.40 $1,158.6 $150.5

Capital Grants $61.7 $56.5 -$5.20 $70.0 $13.6

Commonwealth funding sources $12,123.8 $12,308.2 $184.40 $13,004.3 $696.1

Resident        

Resident basic daily fee $3,186.7 $3,253.4 $66.70 $3,425.8 $172.4

Resident means tested fee $468.9 $504.0 $35.10 $586.0 $82.0

Resident other care fees $61.2 $48.7 -$12.50 $79.2 $30.5

Accommodation payments from residents $778.4 $781.0 $2.60 $828.7 $47.7

Extra service fee $157.5 $119.3 -$38.20 $118.4 -$0.9

Additional services fees N/A $96.7 $96.70 $122.2 $25.5

Resident funding sources $4,652.7 $4,803.1 $150.40 $5,160.3 $357.2

Other income        

Interest $313.8 $326.2 $12.40 $334.6 $8.4

Donations	and	fundraising $32.3 $29.0 -$3.30 $24.2 -$4.8

Gain on sale of assets $29.1 $23.2 -$5.90 $54.8 $31.6

Revaluation of assets $130.4 $37.9 -$92.50 $108.3 $70.5

Other $474.4 $538.6 $64.20 $615.1 $76.5

Other funding sources $980.0 $954.9 -$25.10 $1,137.1 $182.2

Total revenue $17,756.5 $18,066.2 $309.70 $19,301.6 $1,235.4

1.	Extra	service	subsidy	reduction	does	not	apply	to	new	residents	entering	care	from	1	July	2014,	however	it	still	applies	to	residents	in	ESS	places	
who	were	in	care	prior	to	1	July	2014.

2. Additional services fees were not reported for 2016-17 so no comparison between 2016-17 and 2017-18 is possible.

Chart 6.11: Proportions of provider revenue from the Commonwealth, 2018-19 ($m)

$106.5m

Basic care subsidy (ACFI) 

Respite subsidy and supplement

Other supplements

Accommodation supplements – Commonwealth 
Capital grants

 

0.8% 

$11,286.2m
86.8% 

$383m
2.9% 

$1,158.6m  
8.9% 

$70.0m
0.5% 

Total 
Commonwealth

2018-19
$13,004m

2438



74

Chart 6.12 shows the proportion of total revenue that 
residential care providers receive from residents. The 
basic daily fee forms the greatest share (67 per cent). 
Accommodation payments formed a further  
16 per cent of the revenue received and means  
tested	care	fees	represented	11 per cent.

Table 6.11 shows total revenue per resident  
per day in 2018-19 compared with the previous  
two years. Total revenue per resident per day  
was	$283.54,	an	increase	of	4.2	per	cent	from	 
2017-18 ($272.16).

Chart 6.12: Proportions of residential care provider revenue from residents, 2018-19 ($m)
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Table 6.11: Residential care provider revenue sources per resident per day, 2016-17 to 2018-19

2016-17 2017-18 Change ($) 2018-19 Change ($)

Commonwealth

Basic care subsidy (ACFI) $163.07 $162.88 -$0.19 $165.79 $2.91

Respite subsidy & supplements $4.58 $5.23 $0.65 $5.63 $0.40

Other supplements $1.36 $1.27 -$0.09 $1.56 $0.29

Accommodation supplement $14.11 $15.19 $1.08 $17.02 $1.83

Capital Grants $0.94 $0.85 -$0.09 $1.03 $0.18

Commonwealth funding sources $184.06 $185.42 $1.36 $191.03 $5.61

Resident      

Resident basic daily fee $48.38 $49.01 $0.63 $50.32 $1.31

Resident means tested fee $7.12 $7.59 $0.47 $8.61 $1.02

Resident other care fees $0.93 $0.73 -$0.20 $1.16 $0.43

Accommodation payments from residents $11.82 $11.77 -$0.05 $12.17 $0.40

Extra service fee $2.39 $1.8 -$0.59 $1.74 -$0.06

Additional services fees $0 $1.46 $1.46 $1.80 $0.34

Resident funding sources $70.64 $72.36 $1.72 $75.80 $3.44

Other      

Other income $14.88 14.38 -$0.50 $16.70 $2.32

Total revenue $269.58 $272.16 $2.58 $283.54 $11.37

1.	Extra	service	subsidy	reduction	does	not	apply	to	new	residents	entering	care	from	1	July	2014,	however	it	still	applies	to	residents	in	ESS	places	
who	were	in	care	prior	to	1	July	2014.
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6.3.2 Expenses

Total expenditure in 2018-19 for residential care 
providers was $19.0 billion, up 8 per cent from  
$17.6 billion in 2017-18. Chart 6.13 shows total 
expenses for the seven years to 2018-19. 

Table 6.12 shows the expenses for residential care 
providers in 2018-19 compared with the previous  
two years. Chart	6.14 presents the expenses for  
2018-19 as a proportion of total expenses.

Employee costs represent 68 per cent of the total 
expenses incurred by providers, an increase of  
4.6	per	cent	over	2017-18,	following	a	similar	
increase over	2016-17.

‘Other’ expenses represented 25 per cent of 
total costs, up slightly from 2017-18 when it was 
23 per cent.	‘Other’	expenses	include	building	
repairs and maintenance expenses, rent, 
utilities and	costs	associated	with	employment	
support activities, cleaning and administration. 
Depreciation	and	interest	costs	account	for	the	
remaining 6 per cent and 1 per cent respectively, 
similar to 2017-18.

Table 6.13	shows	the	major	expense	types	for	
providers, per resident per day, for the six years 
to 2018-19. Total expenses per resident per day 
have generally increased each year by between 
4-6 per cent.

Chart 6.13: Total expenses, residential care providers, 2012-13 to 2018-19 ($b)
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Table 6.12: Summary of expenses, residential care providers, 2016-17 to 2018-19 ($m) 

Expenses 2016-17 ($m) 2017-18 ($m) 2018-19 ($m) Change ($m) Change (%)

Employee $11,792.1 $12,426.7 $12,994.2 $567.5 4.6%

Depreciation $895.3 $968.9 $1,067.0 $98.1 10.1%

Interest $171.1 $186.7 $205.7 $19.0 10.2%

Other expenses $3,892.3 $4,048.8 $4,770.4 $721.5 17.8%

Total expenses $16,750.8 $17,631.1 $19,037.3 $1,406.2 8.0%
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$12,994.2m

$4,770.4m

$1,067.0m
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2018-19

$19,037m
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1% 
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25% 
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Interest expenses
Other expenses

Table 6.13: Summary of residential care provider expenses, per resident per day, 2013-14 to 2018-19

Expenses 2013-14 2014-15 2015-16 2016-17 2017-18 2018-19

Employee $148.81 $157.68 $166.84 $179.01 $187.21 $190.88 

Depreciation $11.56 $11.49 $11.87 $13.59 $14.60 $15.67 

Interest $2.34 $2.21 $2.3 $2.6 $2.81 $3.02 

Other 6$2.81 $63.67 $66.57 $59.09 $61.00 $70.08 

Total expenses $225.52 $235.05 $247.58 $254.29 $265.61 $279.65 

As noted previously, since 2016-17, a new breakdown 
of expenditure data was collected through the 
introduction of the ACFR. This has enabled the 
collection of more detailed expenditure information. 

Table	6.14 shows provider expenditure in 2018-19, 
compared with the previous two years, using the  
new categories collected through the ACFR.

Chart 6.14: Proportion of residential care provider total expenses, 2018-19 ($m)

Table 6.14: Breakdown of residential care provider expenses, 2016-17 to 2018-19 ($m)

2016-17 
($m)

2017-18  
($m)

2018-19 
($m)

Change  
($m)

Change  
(%)

% of total 
expenses

Care

Employee expenses $8,549.9 $8,968.7 $9,449.6 $480.9 5.4% 49.6%

Contracted services $0.0 $0.0 $278.0 $278.0 100.0% 1.5%

Other $536.1 $588.4 $594.0 $5.6 0.9% 3.1%

Total care expenses $9,086.0 $9,557.0 $10,321.6 $764.5 8.0% 54.2%

Accommodation          

Employee expenses $364.1 $283.7 $315.1 $31.3 11.0% 1.7%

Repairs & maintenance $470.3 $477.6 $450.8 -$26.8 -5.6% 2.4%

Rent $342.1 $357.0 $423.5 $66.5 18.6% 2.2%

Other $455.4 $497.8 $530.8 $33.0 6.6% 2.8%

Total accommodation expenses $1,631.9 $1,616.2 $1,720.2 $104.1 6.4% 9.0%

Hotel          

Employee expenses $1,463.0 $1,600.4 $1,691.7 $91.3 5.7% 8.9%

Contracted services $445.9 $495.9 $533.4 $37.5 7.6% 2.8%

Other $712.1 $722.4 $764.9 $42.4 5.9% 4.0%
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2016-17 
($m)

2017-18  
($m)

2018-19 
($m)

Change  
($m)

Change  
(%)

% of total 
expenses

Total hotel expenses $2,621.0 $2,818.7 $2,990.0 $171.3 6.1% 15.7%

Administration  

Employee expenses $922.6 $970.4 $967.3 -$3.0 -0.3% 5.1%

Management fees $492.5 $603.5 $570.4 -$33.0 -5.5% 3.0%

Other $594.0 $662.4 $713.2 $50.9 7.7% 3.7%

Total administration expenses $2,009.1 $2,236.2 $2,251.0 $14.8 0.7% 11.8%

Financing  

Depreciation $874.5 $942.9 $1,067.0 $124.1 13.2% 5.6%

Amortisation $20.8 $26.0 $52.6 $26.6 102.2% 0.3%

Interest $171.2 $186.7 $205.7 $19.0 10.2% 1.1%

Total financing expenses $1,066.5 $1,155.6 $1,325.3 $169.7 14.7% 7.0%

Other  

Revaluation of assets (decrease) $32.2 $38.7 $48.3 $9.6 24.7% 0.3%

Loss	on	sale	of	assets $9.5 $9.4 $18.8 $9.4 99.6% 0.1%

Other $294.9 $199.3 $362.2 $162.9 81.8% 1.9%

Total other expenses $336.6 $247.4 $429.2 $181.9 73.5% 2.3%

Total expenses $16,751.1 $17,631.1 $19,037.3 $1,406.2 8.0% 100%

Note: Management fees are expenses that are paid to another person/organisation to govern and manage operations of the facility on behalf of the 
provider (includes management fees paid to both related and non-related parties).

Care expenditure relates to the direct costs incurred 
in providing care for residents within residential care 
facilities. Care related employee expenses make up 
92 per cent of total care expenses, and 50 per cent of 
total expenditure, making it the largest single expense 
for providers. Employee expenses include payments 
made to doctors, nursing, therapists, nutritionists, 
case managers, health assistants and support staff.

Other care expenses include items such as resident 
medication,	oxygen	and	related	equipment,	
treatments and procedures, incontinence aids, items 
that assist mobility, recreation and social activities, 
rehabilitation support, personal grooming and 
specific	cultural	and social events.

Accommodation expenditure, which represents  
9 per cent of total expenses, relates to the costs 
incurred in providing accommodation to residents. 
This includes accommodation employee expenses, 
repairs and maintenance and rent.

Hotel expenditure (which represents 16 per cent of 
total expenses) relates to the costs incurred in the 
provision of everyday living expenses to residents, 
including employees, contracted services and other. 
Contracted services are payments made to external 
providers or internal divisions for the provision of 

catering, cleaning or laundry. Other expenses consist 
of expenses such as meals, refreshments, other food 
consumables, bedding materials, toiletry and sanitary 
goods, cleaning items and laundry items.

Financing expenditure relates to depreciation 
incurred	on	property,	plant	and	equipment,	
amortisation of intangible assets, and interest paid on 
borrowing	used	to	fund	the	capital	requirements	of	
facilities.	Financing	accounted	for	7 per	cent	of	total	
expenditure in 2018-19.

Other expenses relate to expenditure not covered in 
any of the above categories.

6.3.3 Financial results

The	financial	performance	of	residential	care	
providers	is	affected	by	variations	in	both	revenue	
and expenditure. It can also vary depending on the 
location in which care is delivered.

Chart 6.15	shows	the	average	EBITDA	and	average	
NPBT	per	resident	per	annum	for	all	residential	
care providers since 2010-11. Overall, residential 
care providers performed slightly worse in 2018-19 
compared	with	2017-18.	The	average	EBITDA	per	
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resident decreased to $8,523 (a 2.5 per cent	decrease)	
in	2018-19	after	it	had	dropped	by	24 per cent from 
$11,481	in	2016-17	to	$8,746	in	2017-18.	Providers	
continue	to	face	increased	financial	pressure	as	
discussed further in this chapter and in Chapter 9.

Table 6.15 provides a summary of the overall 
financial performance	of	residential	care	providers	
since	2013-14.	The	overall	profit	of	the	sector	was	
$264 million,	down	from	$435 million	in	2017-18.	 
The	average	EBITDA	per	resident	declined	slightly	
from	$8,746	in	2017-18	to	$8,523.

Table 6.16	shows	the	financial	performance	of	
providers in 2018-19 by ownership type, location 
and	scale.	In	general	terms,	for-profit	providers	
outperformed	not-for-profit	providers	and	
metropolitan providers outperformed regional 
and rural providers. This is similar to 2017-18. 
More detailed discussion of performance based 
on ownership, location and scale is included later 
in this section.

Chart 6.15: Residential care provider average EBITDA and average NPBT per resident per annum,  
2010-11 to 2018-19
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Table 6.15: Summary of financial performance of residential care providers, 2013-14 to 2018-19

2013-14 2014-15 2015-16 2016-17 2017-18 2018-19

Revenue ($m) $14,826 $15,810 $17,172 $17,757 $18,066 $19,302

Expenses ($m) $14,115 $14,903 $16,109 $16,751 $17,631 $19,037

NPBT	($m) $712 $907 $1,063 $1,006 $435 $264

NPBT	margin 4.8% 5.7% 6.2% 5.7% 2.4% 1.4%

EBITDA	($m) $1,582 $1,776 $1,985 $2,072 $1,591 $1,590

Average	EBITDA	per	resident	per	annum	 $9,224 $10,222 $11,134 $11,481 $8,746 $8,523

EBITDA	margin 10.7% 11.2% 11.6% 11.7% 8.8% 8.2%
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Table 6.16: Summary of financial performance of residential care providers, by ownership, location and 
scale, 2018-19
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Revenue ($m) $19,302 $10,585 $7,755 $962 $12,668 $2,898 $3,736 $4,329 $4,108 $4,498 $6,367

Expenses ($m) $19,037 $10,463 $7,547 $1,027 $12,370 $2,943 $3,724 $4,224 $4,107 $4,468 $6,238

Profit	($m) $264 $122 $208 -$66 $297 -$45 $12 $105 $1 $30 $129

EBITDA	($m) $1,590 $900 $698 -$8 $1,180 $136 $273 $378 $282 $371 $558

EBITDA	 
p.r.p.a ($)

$8,523 $8,520 $9,528 -$1,036 $9,790 $4,916 $7,146 $8,907 $7,212 $8,852 $8,861

EBITDA	margin 8.2% 8.5% 9.0% -0.8% 9.3% 4.7% 7.3% 8.7% 6.9% 8.2% 8.8%

NPBT	margin 1.4% 1.1% 2.7% -6.8% 2.3% -1.6% 0.3% 2.4% 0.0% 0.7% 2.0%

As	noted,	the	financial	performance	of	the	residential	
care sector overall declined very slightly in 2018-19 
after	reporting	a	very	significant	decline	in	2017-18	
compared with 2016-17. In 2018-19 providers 
reported	an	average	EBITDA	per	resident	of	$8,523	
down	from	$8,746	in	2017-18.	These	two	years	of	
poorer	financial	performance	follow	five	years	of	
improving	financial	performance	since	2012-13.	
Fifty-eight per cent of residential care providers 
reported	a	net	profit	in	2018-19,	up	slightly	from	
56 per cent	in	2017-18.	This	follows	the	decline	from	
68	per	cent	in	2016-17	and	69 per cent	in	2015-16.

The	EBITDA	margin	was	8.2 per cent,	down	slightly	
from	8.8	per	cent	in	2017-18.	The	NPBT	margin	
continued	to	decline	to	1.4 per cent	in	2018-19,	 
after	dropping	significantly	to	2.4	per	cent	from	
5.7 per	cent	in	2017-18.

Chart 6.16	presents	the	EBITDA	per	resident	for	 
2016-17 to 2018-19 by provider performance 
quartiles.	As	shown,	the	average	EBITDA	per	resident	
improved slightly in all but the bottom	quartile.

Chart 6.16: Residential care provider comparative EBITDA per resident per annum, 2016-17 to 2018-19
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Operating performance has traditionally varied 
across provider	ownership	type,	location	and	scale.	
The following commentary provides analysis across 
the segments of providers.

By provider ownership type

Chart 6.17 shows the performance ratios for the last 
three years by ownership type, and Chart 6.18 shows 
the	average	EBITDA	per	resident	per	annum	for	the	
last four years, by ownership type.

Not-for-profit	providers	reported	a	slight	
improvement in performance in 2018-19, up to an 
EBITDA	per	resident	of	$8,571	from	$7,916	in	 
2017-18.	This	was	after	a	very	significant	decline	from	
$11,408	in	2016-17.	The	for-profit	providers	recorded	
a	significant	decline	in	2018-19,	down	to	$9,528	from	
$11,634	in	2017-18.	The	trend	of	for-profit	providers	
outperforming	not-for-profit	providers,	which	has	
been evident for some time, continued in 2018-19.

However, this measure needs to be considered 
carefully	because	providers	in	the	not-for-profit	and	
government	sectors	often	have	different	business	
motives, business models and funding sources and 
often	operate	in	areas	affected	by	the	impacts	of	
remoteness and facility size.

Commentary	from	the	not-for-profit	sector	indicates	
that	the	generally	lower	operating	financial	results	
may be consistent with their community or religious 
missions.	They	may	fulfil	their	charters	in	a	range	
of	ways	that	might	be	difficult	or	inappropriate	in	
a more commercial environment where investors 
are seeking returns.

Specifically,	not-for-profit	providers	may	choose	
to invest	in	or	expend	funds	on	amenities	and	
services for which they are not funded through 
regulated	sources.	Not-for-profit	providers	
may be assisted to do this through a range of 
funding pathways	and	tax	benefits,	including	
payroll tax relief, income tax exemptions and 
tax deductible	donations.	However,	where	
these costs	are	not	covered	by	such	incremental	
revenue,	the	comparatively	lower	EBITDA	for	many	
not-for-profit	providers	may	be	the	product	of	
the	delivery	of	additional	“community	benefits”	
or “social	impacts”	or	returns	which	are	not	
recognised in the annual financial accounts.

Chart 6.18	shows	the	average	EBITDA	for	the	four	
years	to	2018-19	by	ownership	type.	The	for-profit	
providers	reported	a	decrease	in	EBITDA	per	
resident,	down	to	$9,528	from	$11,634	in	2017-18.	
The	not-for-profits	on	the	other	hand	reported	a	
7.6 per cent	increase,	up	to	$8,520	from	$7,916	 
in 2017-18. 

As has been the case in recent years, a higher 
proportion	(31	per	cent)	of	for-profit	providers	were	
present	in	the	top	quartile	of	EBITDA	performance	
per resident (Chart 6.19 and Chart 6.20), compared 
with	not-for-profit	providers	(22	per	cent).

As has been the case with all previous years, there 
is some representation of all ownership types 
in each	quartile.

Chart 6.17: Residential care provider operating performance ratios, by ownership type, 2016-17 to 2018-19
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Chart 6.18: EBITDA per resident, by ownership type, 2015-16 to 2018-19
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Chart 6.19: Residential care provider average EBITDA per resident per annum, by quartile (number of 
providers in parentheses) – by ownership type, 2018-19
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Chart 6.20: Residential care provider distribution between quartile of average EBITDA per resident per 
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By provider location

As shown in Chart 6.21, metropolitan providers 
significantly	outperformed	regional	providers	
with	an	EBITDA	per	resident	per	annum	of	$9,790	
compared	with	$4,916.	This	is	consistent	with	recent	
years although regional providers did record an 
improvement after reporting $2,702 for 2017-18.

As with previous years, a higher proportion (30 per cent) 
of metropolitan providers are present in the top 

quartile	of	ranking	by	EBITDA	per	resident	compared	
with regional providers (20 per cent), as shown in 
Chart 6.22 and Chart 6.23. Conversely, and consistent 
with	recent	years,	a	significantly	higher	proportion	of	
regional providers (33 per cent) were represented in 
the	bottom	quartile	compared	with	20 per cent	
of metropolitan providers.

As was the case with analysis based on ownership 
type, providers from all locations are present 
in each	quartile.

Chart 6.21: Residential care provider EBITDA per resident, by provider location, 2015-16 to 2018-19
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Chart 6.22: Residential care provider average EBITDA per resident per annum, by quartile (number of 
providers in parentheses) – by location, 2018-19
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By provider scale

In 2018-19, single facility providers were the best 
performing	providers,	reporting	an	average	EBITDA	
of	$8,907,	up	from	$7,110	in	2017-18.	Providers	with	
20	or	more	facilities	were	the	next	best	with	EBITDA	
per resident of $8,861, but this was well down from 
$10,622 in 2017-18.

Providers	with	between	2	and	6	facilities	were	
the worst performers for the third year in a row, 
recording	an	average	EBITDA	per	resident	of	$7,212,	
although	this	was	an	improvement	from	$6,340	in	
2017-18.

In	2018-19,	more	than	60 per cent	of	providers	
with between 7 and 19 facilities were in the top two 
quartiles	(Chart 6.25 and Chart 6.26). Thirteen of the 

22	providers	(64 per cent)	who	own	more	than	20	
facilities	were	also	in	the	top	two	quartiles	of	ranking	
by	EBITDA	per	resident	per	annum,	although	is	
noticeably down from 17 of these providers who were 
in	the	top	quartile	in	2017-18.	Also	noticeable	is	that	
the	average	EBITDA	per	resident	per	annum	for	the	
20+	facility	providers	in	the	top	quartile	was	$15,406	
compared	with	the	top	quartile	providers	from	all	
other	scales	whose	average	EBITDA	was	over	$20,000.

Providers	with	between	2	and	6	facilities	have	the	
largest	representation	in	the	bottom	quartile,	at	
almost	30 per cent.

As was the case in previous years, providers from 
all	the	scale	classifications	are	represented	in	
all four	quartiles.

Chart 6.23: Residential care provider distribution between quartile of average EBITDA per resident per 
annum – by location, 2018-19

Chart 6.24: Residential care provider EBITDA per resident per day, by provider scale, 2015-16 to 2018-19
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6.3.4 Feedback from consultations and 
developments in 2019-20

The immediate focus of residential providers is 
dealing	with	the	challenges	posed	by	COVID-19,	which	
is	impacting	on	their	financial	performance	and	has	
the	potential	to	pose	significant	financial	difficulties	
for providers. The discussion with residential 
providers as part of the preparation of this report 
took place in early 2020, before the full impact of the 
COVID-19	was	apparent.	

The	COVID-19	related	financial	pressures	come	
on	top	of	a	continuation	of	the	financial	pressures	
experienced in 2017-18 and 2018-19 into 2019-20, 
albeit temporarily relieved somewhat by a  
one-off	$320	million	subsidy	increase	in	2018-19.	

In	the	absence	of	this	one-off	increase	in	ACFI,	the	
overall	financial	position	of	providers	would	have	
fallen	further,	which	follows	the	significant	decline	in	
their results in 2017-18. 

While providers welcomed the $320 million increase 
in ACFI funding, they noted in consultations that it 
did	not	address	the	significant	underlying	margin	
pressure they are experiencing which is continuing 
in	2019-20.	The	COVID-19	pandemic	will	have	added	
to these pressures. In the consultations that took 
place in early 2020, most providers said that their 
financial	position	was	continuing	to	deteriorate.	Many	
providers said that there was little or no growth in 
ACFI	revenue	while	their	expenses,	particularly	staff	
costs, continued to rise. A few providers said that 
they had devoted additional resources to reviewing 
their ACFI claiming procedures, believing they may be 

Chart 6.25: Residential care provider average EBITDA per resident per annum, by quartile (number of 
providers in parentheses), by provider scale, 2018-19

Chart 6.26: Residential care provider distribution between quartile of average EBITDA per resident  
per annum – by provider scale, 2018-19
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under-claiming ACFI, while others saw little upside to 
their	existing	ACFI	revenue.	As	noted,	COVID-19	will	
have added to these financial pressures.

As discussed earlier, ACFA notes the delay in 
responding to the RUCS reports and the uncertainty 
of the future of the funding arrangements is adding 
to uncertainty in the sector and may be adversely 
affecting investment decisions.

ACFA observes that the Counsel Assisting the Royal 
Commission into Aged Care Quality and Safety has 
effectively	endorsed	a	funding	model	along	the	lines	
of AN-ACC by indicating that implementation of an 
appropriate	case-mix	base	funding	classification	for	
residential	aged	care,	with	resident	classification	
derived from independent assessment, be a 
consideration for the future state of residential aged 
care in Australia.

Most	providers	said	they	were	making	every	effort	
to restrain costs, with some pointing to sizeable 
reductions	in	administrative	staff	and	others	investing	
in	technology	in	order	to	improve	the	efficiency	
of their operations and reduce ongoing operating 
expenses. However, the overwhelming comment 
was that there was little scope for further reductions 
in costs. All providers noted that the enhanced 
activities of the Quality and Safety Commission, 
along	with	the	new	quality	standards,	had	increased	
their compliance costs. A number of the larger 
providers also referred to costs associated with 
the Royal Commission into Aged Care Quality and 
Safety.	Responding	to	COVID-19	will	have	increased	
costs for providers and posed additional demands 
in managing facilities. In March and May 2020, the 
Government has announced a number of temporary 
funding packages to help providers with the 
additional	costs	due	to	COVID,	maintain	continuity	of	
staff,	deliver	additional	training,	and	if	needed	hire	
additional	nurses	and	aged	care	workers.	If	COVID-19	
continues to spread to more residential facilities, 
the	financial	position	of	more	providers	will	come	
under significant pressure.

Many of the providers consulted said that the drop 
in	occupancy	rates	was	one	of	their	major	concerns	
and	was	having	a	significant	adverse	impact	on	
their	financial	results.	They	believed	the	increase	in	
home care packages and adverse publicity regarding 
residential aged care coming from the hearings of the 
Royal Commission were contributing to the decline 
in occupancy rates. In addition, some providers 
felt that there was excess capacity in some areas, 
and older facilities were experiencing the biggest 
falls in occupancy. As noted earlier there is also 
a	potential	that	COVID-19	may	result	in	a	further	
decline in occupancy.

A number of providers said that they had 
introduced	additional	services	fees	in	an	effort	to	
increase revenue, and some said that these fees 
were	the	main	reason	they	were	not	making a	
loss. Some providers said that while they were 
considering introducing additional service fees, 
they were	concerned	about	the	regulatory	
uncertainty as to what would be considered to 
be an additional service. Most of the providers 
who had additional service fees supplied the 
same service to supported and non-supported 
residents, but only charged those residents who 
they	assessed	could	afford	to	pay.	A	few	providers	
said that because of pressure to lift occupancy, the 
additional	service	fee	was	often	reduced	in	an	effort	
to attract residents.

Nearly all providers consulted said that they 
had delayed or deferred new investment in the 
residential care sector given pressure on margins 
and the uncertainty around the future direction of 
reforms, particularly following the completion of the 
Royal	Commission.	However	both	not-for-profit	and	
for-profit	providers	said	that	they	were	increasingly	
looking to invest in independent retirement living 
with the provision of home care services. They 
believed that this would be an important aspect of 
the future direction of aged care. The uncertainties 
associated	with	COVID-19	are	likely	to	further	
depress investment plans.

Many providers suggested that there was 
an increasing number of smaller providers, 
particularly	in	regional	areas,	in	financial	difficulty	
and seeking to leave the sector. There was a 
widespread	view	that	one	of	the	consequences	
from the outcome of the Royal Commission 
would be an accelerated rationalisation of the 
residential care sector. In the current environment 
of	margin	pressure	and	significant	uncertainty,	
there	is	significant	reluctance	for	providers	
to	take	over	a	provider	facing	major	financial	
problems.	Moreover,	a	provider	under	financial	
pressures	often	has	problems	meeting	quality	
standards.	The	impact	of	COVID-19	is	likely	to	
have	further	depressed	the	appetite	to	acquire	
an underperforming residential facility.

A number of providers welcomed the 
announcement of the Government’s Business 
Advisory Services (BAS) program for residential 
care and home care providers, which provides 
access to independent advice services at no cost to 
the provider. This program has been designed to 
help providers review their operations and identify 
strategies	to	support	their	financial	improvement.	
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The BAS program is available to residential and 
home care providers until June 2021 and is 
complemented by the recent announcement of a 
Business Improvement Fund (BIF) for residential 
providers, which is directed at struggling residential 
providers, particularly those in regional and remote 
areas. As at 30 April 2020, 210 applications for 
assistance had been received under the Business 
Advisory	Services	program.	Of	these,	30 per cent	
were	residential	care	providers,	20 per cent	
were	home	care	providers	and	50 per cent	were	
from	providers	who	offered	both	residential	
and home care.

The BIF will support improvements in the provider’s 
operations	where	the	benefit	can	be	linked	to	
improving the provider’s ongoing viability. The 
BIF	is	also	aimed	at	structural	adjustment	in	
the industry by providing funding for providers 
seeking to transition or leave the sector. Funding 
can support the transition of a facility to another 
provider	through a	procurement	arrangement,	or	
the safe transition of residents to alternative facilities 
where no other option exists to improve ongoing 
viability. Providers can	access	both	programs	on	a	
voluntary	basis.	The	fallout	from	COVID-19	may	see	a	
significant	increase	in	assistance	for	providers	whose	
ongoing viability is at risk. 

It was evident in the consultations with providers 
that	there	was	significant	uncertainty	as	to	when	the	
pressure on margins would be eased and the overall 
future direction of the aged care industry, particularly 
following the completion of the Royal Commission. 
COVID-19	will	have	added	to	providers’	concerns	
as	to	the	uncertainty	over	the	financial	outlook	
for the industry.
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7. Residential care: 
capital investment

This chapter discusses:

• The	sources	of	capital	financing	for	the	
residential care sector, including the role of 
Refundable	Accommodation	Deposits34;

• key balance sheet metrics for residential care 
providers for 2018-19; and

• building and investment trends in the 
residential care sector.

On 30 June 2019, compared with 30 June 2018, 
the residential care sector had:

• Total assets of $52.6 billion, up from  
$48.4	billion,	which	includes:	

 – $14.4	billion	of	current	assets,	an	increase	 
of	$300 million;	and

 – $38.2 billion of non-current assets, up from 
$34.3 billion.

• total	liabilities	of	$39.0 billion,	up	from	
$36.6	billion.	This	includes	$30.2 billion	of	
accommodation deposits held by the sector,  
up from $27.5 billion;

• net assets of $13.5 billion, an increase of 
$1.7 billion;

• average	return	on	equity	was	11.8 per cent,	
down	from	13.4	per	cent;	

• average return on assets was 3.0 per cent, 
down from 3.3 per cent; and

• cash held as percentage of accommodation 
deposit	balances	was	20.8 per cent,	down	from	
22.1 per cent

Recent building trends:

• $5.3 billion of building works were either 
completed or in-progress as at 30 June 2019 
compared	with	$4.9	billion	at	30	June	2018;	and

• planned building activity remains subdued.

34	 Includes	bonds	prior	to	1	July	2014

7.1 Capital financing
Capital for residential care providers is comprised of:

• equity,	including	retained	earnings;

• loans	from	financial	or	other	institutions;

• interest free loans from residents in the form of 
lump	sum	Refundable	Accommodation	Deposits	
(bonds	pre	1	July	2014);

• capital investment support from Government by 
way	of	capital	grants	for	eligible	projects;	and

• capital endowments.

7.1.1 Residents as a source capital

Lump	sum	accommodation	payments	by	residents	is	
a	significant	source	of	funding	for	capital	investment	
in residential care. Refundable Accommodation 
Deposits	(RADs)	act	as	an	interest	free	loan	to	
providers, paid by residents. At 30 June 2019, a total 
of $30.2 billion of accommodation deposits was held 
by providers. The investment of accommodation 
deposits held by providers is a source of interest 
income that is included in the other income reported 
by providers in their operating statement.

As	an	alternative	to	RADs,	residents	can	choose	to	
pay	a	Daily	Accommodation	Payment	(DAP)	or	a	
combination	of	a	RAD and	DAP.

Partially	supported	residents	contribute	towards	
accommodation as a Refundable Accommodation 
Contribution	(RAC)	or	Daily	Accommodation	
Contribution	(DAC).	In	this	report,	references	
to	RADs	also	include	RACs	and	references	to	
DAPs include	DACs.

7.1.2 Commonwealth as a source 
of capital

The Australian Government makes capital grants 
available through the ACAR (via the Rural, Regional 
and Other Special Needs Building Fund) for services 
that target communities and geographic areas 
where	there	may	be	insufficient	access	to	capital	
from other sources.
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The 2018-19 ACAR allocated $60 million in capital 
grants under the Fund to successful approved 
providers, following a competitive application 
process. In addition to the ACAR, through a 
separate announcement in the 2018-19 Budget, 
one-off	funding	of	$40	million	was	allocated	for	
infrastructure investment and distributed on a 
competitive application process.

Additionally, the higher accommodation supplement, 
payable	where	a	facility	has	been	built	or	significantly	
refurbished since 20 April 2012, is encouraging 
investment in residential care. Although not strictly a 
form of capital for providers, it provides an increased 
rate of return on the capital invested.

The higher accommodation supplement is $58.19 per 
eligible resident per day compared with $37.93 for 
the	standard	accommodation	supplement	(20 March	
2020	rates).	As	at	31 December 2019,	1,622	facilities	
(1,395	at	31	December	2018)	or	60	per	cent	of	all	
facilities	qualified	for	the	higher	accommodation	
supplement.	Of	these,	1,432	were	significantly	
refurbished and 190 were newly built facilities.

7.1.3 Other sources of capital finance

Residential	care	providers	also	obtain	capital	finance	
from	investors,	loans	from	financial	and	other	
institutions and donations/endowments. ACFA does 
not	have	data	across	the	sector	on	debt	and	equity	
financing,	other	than	that	reported	in	the	aggregated	
balance sheets, which are discussed in this chapter.

7.2 Accommodation deposits
At 30 June 2019, refundable accommodation deposits 
(including bonds) held by residential care providers 
totalled	$30.2 billion,	and	comprised	57	per	cent	of	
total	assets	($52.6 billion)	and	74 per cent	of	liabilities	
($39.0 billion).

At	30	June	2019,	there	were	94,870	refundable	
accommodation deposits held by providers (90,899 
at	30 June 2018),	with	an	average	value	of	$318,000	
($303,000 in 2017-18). As shown in Table 7.1 the 
average value of accommodation deposits has 
steadily increased over the last six years.

Residents	who	are	assessed	as	having	low	financial	
capacity are eligible for Commonwealth assistance 
with their accommodation costs as either a partially 
supported	or	fully	supported	resident.	Partially	
supported residents may be asked to contribute 
towards the cost of accommodation, depending 
on their means. They can choose to pay their 
accommodation contribution by a lump sum 
refundable accommodation contribution (RAC),  
a	daily	accommodation	contribution	(DAC),	or	a	
combination of the two. Fully supported residents 
cannot be asked to make a contribution and 
have their accommodation costs met in full by 
Government.	In	2018-19,	48 per cent	of	all	residents	
were supported, either fully or partially.

Residents who are not eligible for Commonwealth 
assistance with their accommodation costs pay 
the accommodation price they agree with their 
provider before they enter care and can choose 
(within 28 days of admission) to pay by a lump sum 
refundable	accommodation	deposit	(RAD),	a	daily	
accommodation	payment	(DAP)	or	a	combination	
of the two. The maximum permissible interest rate 
(MPIR)	is	used	to	maintain	equivalence	between	daily	
payments and lump sums35.

Chart 7.1 shows the total pool of accommodation 
deposits held by providers since 2012-13.

While the pool of accommodation deposits continues 
to grow, ACFA noted in last year’s report that there is 
a	trend	emerging	of	a	move	away	from	RADs	in	favour	
of	DAPs.	Chart 7.2 shows that this trend continued in 
2018-19.	The	proportion	of	people choosing	RAD/RACs	
has	dropped	every	year,	albeit	slightly,	since	2014-15.	

35	 The	lump	sum	RAD	amount,	which	is	agreed	between	the	
provider	and	the	resident,	is	multiplied	by	the	MPIR	and	divided	
by	365	days	to	calculate	the	daily	DAP.	Conversely,	a	daily	DAC	
amount,	which	is	advised	by	the	Department	of	Human	Services,	
is	divided	by	the	MPIR	and	multiplied	by	365	days	to	calculate	
the	lump	sum	RAC.	The	MPIR	is	determined	quarterly	in	
accordance	with	Section	6	of	the	Fees	and	Payments	Principles	
2014	(No.	2).	Current	and	historic	rates	of	the	MPIR	are	available	
on	the	Department	of	Health	website.

Table 7.1: Average value of refundable accommodation deposits held by providers, 2013-14 to 2018-19

2013-14 2014-15 2015-16 2016-17 2017-18 2018-19

$229,000 $248,000 $267,000 $283,000 $303,000 $318,000
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The	proportion	of	residents	choosing	DAP/DACs	 
has gradually increased over the four years from  
33	per	cent	in	2014–15	to	41	per	cent	in	2018-19.	 
This trend has not been caused by a change in the 
number of non-supported residents as that has been 
stable	at	around	50-52 per cent	since	2014-15.

While	the	overall	shift	away	from	RADs	is	modest,	
feedback from consultations for the preparation 
of the 2020 ACFA annual report suggested that 
this is a concern for some providers, (including the 
cash	flow	implications	of	a	shift	away	from	RADs).		
Providers	noted,	however,	the	use	of	RADs	was	
directly related to the state of the housing market 
and the recent improvement in the housing market 
in Sydney in Melbourne up until the emergence 

of	COVID	corresponded	with	a	rise	in	RAD	inflows.	
Nevertheless, some providers said they welcomed 
a move towards	DAPs	because	DAPs	were	included	
in	their	profit	results.	A	sustained	shift	away	from	
RADs	to	DAPs	would	significantly	impact	the	business	
model	of	some	providers	who	have	relied	significantly	
on	continuing	growth	in	RADs.	The	COVID-19	
pandemic	has	the	potential	to	significantly	disrupt	
the	position	of	providers’	RAD	balances.	The	spread	
of the virus in a facility could result in large cash 
outflows	as	RADs	are	repaid,	but	there	may	not	be	a	
corresponding	inflow	of	RADs	from new residents.

In February 2020, the Minister for Aged Care tasked 
ACFA	with	reviewing	the	role	of	RADs	in	residential	
aged care. ACFA will deliver its report in late 2020. 

Chart 7.1: Total pool of accommodation deposits held, 2012-13 to 2018-19

Chart 7.2: Resident method of accommodation payment, 2014-15 to 2018-19
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ACFA has previously noted there are several factors 
that a consumer might take into consideration 
when determining how to pay the accommodation 
payment, including in its report Understanding 
how consumers plan and finance aged care36. These 
include;	the	rate	of	the	MPIR,	(if	interest	rates	fall,	
equivalent	daily	payments	will	fall	and	vice	versa),	
expected length of stay (if shorter, then more 
likely	to	pay	by	daily	payment),	personal	financial	
circumstances and the length of time it takes to sell 
the family home.

ACFA also notes that an expected fall in property 
prices	since	the	emergence	of	COVID	and	a	likely	
reluctance of residents to sell their house in a 
declining market may also result in a further  
decline	in	RADs.	

Feedback from providers suggest that the 
movement in house prices and conditions in the 
housing	market	are	important	factors	in	influencing	
the	choice	between	RADs or	DAPs.

In	terms	of	the	MPIR	influencing	decisions	on	
accommodation payments in aged care, there is 
the potential for movement from lump sums to 
daily	payments	if	the	equivalence	rate	is	set	too	
low. The current record low interest rates has 
seen the	equivalent	daily	accommodation	payment	
for	a	$550,000	RAD	fall	from	$100.89	in	July	2014,	
when the	equivalence	formula	was	introduced,	to	
$63.89 currently. Of course, a rise in interest rates 
would see a reversal of this situation. 

36 https://agedcare.health.gov.au/reform/acfas-report-on-
understanding-how-consumers-plan-and-finance-aged-care

If	all	other	things	are	equal,	and	consumers	can	
achieve a better return, they may be inclined to 
invest the lump sum and pay the daily payment out 
of investment earnings. On the other hand, some 
residents see daily payments as interest charged on 
the outstanding lump sum. From this perspective, 
residents	see	the	MPIR	as	a	punitively	high	
rate of interest.

As noted last year, part of the reduction in the 
proportion of residents paying by lump sum could 
also	be	transitional	and	may	reflect	a	greater	
understanding by consumers of their ability to choose 
how to pay for their accommodation, as was intended 
by the reforms implemented in	2014.

The	decrease	in	the	proportion	of	RAD/RACs	has	been	
most	noticeable	in	the	not-for-profit	providers,	where	
the	proportion	has	dropped	steadily	from	42 per cent	
in	2014-15	to	30 per cent	in	2018-19	(Chart 7.3). 
For	for-profit	providers,	the	proportion	of	residents	
choosing	RAD/RACs	was	slightly	higher	(44 per cent)	
in	2018-19	compared	with	43 per cent	in	2017-18	
after declining in the previous two years. 

When analysed in terms of location, lump sum 
payments continued to drop in metropolitan areas 
to	37	per	cent	in	2018-19,	dropping	from	45 per cent	
over the last four years (Chart	7.4). In regional and 
remote areas, there was also a drop in the number 
of	residents	choosing	RADs.	In	regional	areas,	
32 per cent	chose	to	pay	by	a	RAD,	down	from	
35 per cent	in	2017-18.	In	remote	areas,	25 per cent	
chose	to	pay	by	a	RAD,	down	from	29 per cent.

Chart 7.3: Resident choice of payment method, by ownership, 2014-15 to 2018-19

0% 

10% 

20% 

30% 

40% 

50% 

60% 

70% 

80% 

90% 

100% 

Not-for-profit For-Profit Government 

RAD/RAC DAP/DAC Combination 

42% 

33% 

25% 

2014-15

36% 

37% 

27% 

2015-16

34% 

44% 

22% 

2016-17

46% 

31% 

23% 

48% 

32% 

20% 

46% 

33% 

21% 

35% 

38% 

27% 

27% 

49% 

24% 

29% 

49% 

22% 

34% 

43% 

23% 

30% 

46% 

25% 

2017-18 2018-19 2014-15 2015-16 2016-17 2017-18 2018-19 2014-15 2015-16 2016-17 2017-18 2018-19

43% 

34% 

22% 

44% 

34% 

22% 

28% 

50% 

21% 

27% 

51% 

22% 

Pr
op

or
tio

n 
of

 c
on

su
m

er
s

2456

https://agedcare.health.gov.au/reform/acfas-report-on-understanding-how-consumers-plan-and-finance-aged-care
https://agedcare.health.gov.au/reform/acfas-report-on-understanding-how-consumers-plan-and-finance-aged-care


92

0% 

10% 

20% 

30% 

40% 

50% 

60% 

70% 

80% 

90% 

100% 

Metropolitan Regional Remote

2015-16

45% 

32% 

23% 

2016-17

41% 

38% 

21% 

2017-18

35% 

40% 

25% 

34% 

43% 

24% 

29% 

46% 

25% 

26% 

49% 

25% 

39% 

39% 

22% 

37% 

40% 

23% 

2018-19 2015-16 2016-17 2017-18 2018-19 2015-16 2016-17 2017-18 2018-19

35% 

42% 

24% 

32% 

43% 

24% 

29% 

47% 

24% 

25% 

50% 

25% 

Pr
op

or
tio

n 
of

 c
on

su
m

er
s

RAD/RAC DAP/DAC Combination 

As noted in ACFA’s 2019 report, feedback from 
providers indicated that a decline in the housing 
market in 2018-19 was contributing to a shift 
away	from	RADs	to	DAPs,	particularly	where	the	
individual entering residential care is very frail 
and the expected stay is short. The feedback was 
that many families were not prepared to sell a 
house when prices are falling. However a number 
of providers noted that the recent pick up in 
the housing market up until the emergence of 
COVID,	particularly	in	Sydney	and	Melbourne,	was	
contributing	to	greater	interest	in	RADs.	Should	
the	fallout	from	the	COVID-19	pandemic	result	in	a	
decline in the housing market, this will likely impact 
on	inflow of	RADs.

There	continues	to	be	a	very	significant	difference	
in choice of payment between non-supported 
residents and	partially	supported	residents,	as	shown	
in Chart 7.5. Forty-three per cent of non-supported 
residents chose to pay their accommodation payment 
by	a	RAD	whereas	only	7	per	cent	of	partially	
supported residents chose this option, although the 
proportion	of	nonsupported	residents	paying	a	RAD	
has also been decreasing steadily over the four years 
since,	from	51 per	cent	in	2015-16	to	43 per cent	in	
2018-19. The proportion of residents paying by lump 
sum may include residents who had commenced to 
pay full or partial daily payments, and then paid a 
lump sum during the year. Similarly, residents paying 
a	daily	payment	may	subsequently	pay	a	lump	sum	
(e.g. once their house is sold).

Chart 7.4: Resident choice of payment method, by location, 2015-16 to 2018-19

Chart 7.5: Resident choice of payment method, by partially supported and non-supported residents,  
2015-16 to 2018-19
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7.2.1 Accommodation deposit prices

On	1	July	2014,	new	accommodation	pricing	
arrangements	came	into	effect.	The changes were:

• Lump	sum	accommodation	payments	became	
known	as	Refundable	Accommodation	Deposits	
(RADs)	instead	of	Accommodation	Bonds;

• providers	were	able	to	charge	a	RAD	to	any	eligible	
resident whereas they had previously only been 
able to charge an Accommodation Bond for low 
care residents, or a high care resident in Extra 
Service facilities;

• providers were no longer able to deduct a retention 
amount	from	the	RAD;

• residents became able to, at their discretion, 
choose	to	pay	a	RAD,	a	Daily	Accommodation	
payment	(DAP)	or	any	combination	of	RAD	and	 
DAP;	and

• providers	were	required	to	publish	the	maximum	
price for their rooms, or part of a room, in their 
aged care facilities. Residents may negotiate a lower 
price (known as the agreed price) but cannot be 
asked to pay more than the published price.

Charts 7.6 and 7.7 show the average published and 
agreed	accommodation	prices	since	1 July 2014,	
presented by provider ownership type and location. 
This	data	includes	RADs,	DAPs	and	combination	
payments and covers the price of a residential care 
room, not the method of payment.

Chart 7.6: Average agreed and published accommodation prices (lump sum equivalent), by ownership, 
2014-15 to 2018-19
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Chart 7.7: Average agreed and published accommodation prices (lump sum equivalent), by location,  
2014-15 to 2018-19
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In terms of provider ownership (Chart 7.6), the 
for-profit	providers	have	average	published	prices	
around	$40-50,000	higher	than	the	not-for-profit	
providers.	Since	2014-15	the	average	published	price	
by	for-profit	providers	has	increased	faster	than	those	
of the not-for-profit providers.

As	shown,	agreed	prices	for	both	the	for-profit	and	
the not-for-providers are consistently higher than 
the published prices and the gap is getting bigger. 
In 2018-19 the overall average agreed price for the 
sector was around $50,000 less than the average 
published price. The average agreed price is less than 
the average published price because residents may, 
and often do, negotiate a lower price.

In terms of location (Chart 7.7), as has been the case 
in previous years, the average published and agreed 
price	in	metropolitan	areas	was	significantly	higher	
than in regional and remote areas. This is to be 
expected	given	the	difference	in	house	prices	across	
these areas. 

7.3 Financing status – 
balance sheet
This section focuses on the balance sheet of the 
residential care sector, showing the liabilities, assets 
and net assets.

In	2016-17	the	Department	of	Health	began	 
collecting	financial	data	from	providers	via	the	 
Aged Care Financial Report (ACFR). This allows greater 
disaggregation of the total assets and liabilities 
compared	with	earlier	years.	Therefore	the	majority	
of analysis in this section is restricted to 2016-17 to 
2018-19. Some longer term trends are presented at 
the higher aggregate level.

At 30 June 2019, the sector as a whole had total assets 
of	$52.6	billion	(an	increase	of	$4.2 billion	since	 
30 June 2018). Current assets increased by 1.9 per cent, 
fixed	assets	increased	by	16.4 per cent	and	
accommodation deposits increased by 9.7 per cent.

Total liabilities were $39.0 billion (compared with  
$36.6	billion	in	2017-18).	This	includes	the	$30.2 billion	
of accommodation deposits held by the sector. Since 
2013-14	and	up	until	2017-18,	growth	in	liabilities	had	
exceeded the growth in assets. In 2018-19, liabilities 
grew	by	6.8 per cent	compared	with	an	8.6 per	cent	
increase	in	total	assets.	Liabilities	as	a	proportion	of	
total assets is a measure that indicates an 
organisation’s leverage and shows the proportion of 
total	assets	financed through borrowings.

Overall,	net	worth/total	equity	in	the	sector	was	 
$13.5	billion	in	2018-19,	up	from	$11.8 billion	in	
2017-18.

As shown in Chart 7.8, accommodation deposits as  
a proportion of total assets has been increasing 
gradually	over	the	last	five	years	from	49.8	per	cent	 
in	2014-15	to	57.4	per	cent	in	2018-19,	increasing	the	
rate of leveraging.

Other liabilities, which include secured bank and 
related party lenders, creditors and provisions, 
dropped	to	17 per cent	in	2018-19	after	being	 
relatively	stable	at	around	20 per cent	for	the	
previous four years.

Net	worth/total	equity	as	a	proportion	of	assets	
increased	slightly	from	24 per cent	in	2017-18	to	
25 per cent	in	2018-19.	This	is	a	measure	of	the	share	
of an organisation which is contributed by and held 
beneficially	by	the	owners/shareholders.	Previous	
to 2018-19	there	had	been	a	gradual	decline	from	 
33	per	cent	in	2013-14.

Table 7.2: Balance sheet of residential care providers, 2016-17 to 2018-19

Assets/Liabilities 2016-17 ($m) 2017-18 ($m) Change (%) 2018-19 ($m) Change (%)

Current assets $13,138 $14,101 7.33% $14,367 1.89%

Fixed assets $22,963 $24,061 4.78% $27,997 16.36%

Other non-current assets $8,916 $10,238 14.83% $10,203 -0.34%

Total assets $45,017 $48,400 7.52% $52,568 8.61%

Accommodation deposits $24,710 $27,523 11.39% $30,183 9.67%

Other liabilities $8,981 $9,050 0.76% $8,866 -2.03%

Total liabilities $33,691 $36,573 8.55% $39,049 6.77%

Net worth/equity $11,326 $11,827 4.42% $13,519 14.30%
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Table 7.3: Balance sheet of residential care providers 2014-15 to 2018-19 ($m)

Assets/liabilities 2014-15 ($m) 2015-16 ($m) 2016-17 ($m) 2017-18 ($m) 2018-19 ($m)

Financial assets $5,170 $5,611 $8,199 $9,047 $9,248

Fixed assets $10,674 $11,455 $22,963 $24,061 $27,997

Other assets $20,742 $23,629 $13,855 $15,292 $15,323

Total assets $36,586 $40,695 $45,017 $48,400 $52,568

Refundable accommodation deposits $18,213 $21,872 $24,710 $27,523 $30,183

Other liabilities $7,472 $7,878 $8,981 $9,050 $8,866

Total liabilities $25,685 $29,750 $33,691 $36,573 $39,049

Net worth/equity $10,901 $10,945 $11,326 $11,827 $13,519

Chart 7.8: Residential care provider liability types as a proportion of total assets, 2014-15 to 2018-19
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7.3.1 Balance sheet analysis by 
ownership type

Assets and liabilities have been analysed by 
ownership	type	in	order	to	identify	differences	
between	not-for-profit,	for-profit	and	government	
providers. Table	7.4 shows liabilities and net  
worth/equity	as	a	proportion	of	total	assets	
by ownership type, while Chart 7.9 shows the 
proportions for the past three years.

At	30	June	2019,	for	the	not-for-profit	providers,	
refundable	accommodation	deposits	(RAD)	funded	
55 per cent	of	their	total	assets	of	$28.2	billion.	
This	compares	with	the	for-profit	providers	whose	
RADs	funded	62 per cent	of	their	total	assets	of	
$22.4 billion.	

As has been the case in previous years, the  
for-profit	sector	has	a	significantly	higher	
proportion of	liabilities,	with	their	total	liabilities	
being 88	per	cent	(91	per	cent	in	2017-18)	of	their	
total	assets,	compared	with	the	not-for-profit	
providers	with	65 per	cent	(66 per cent	in	2017-18).	
This	significant difference	is	representative	of	the	way	
the	for-profits	operate	in	terms	of higher leveraging.
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Table 7.4: Balance sheet, by ownership type, at 30 June 2019 ($m)

Not-for-profit ($m) For-profit ($m) Government ($m) Total sector ($m)

Total assets funded by: $28,174 $22,416 $1,979 $52,568

Refundable accommodation deposits $15,490 $14,003 $690 $30,183

Other liabilities $2,895 $5,698 $272 $8,866

Total liabilities $18,385 $19,701 $962 $39,049

Net	worth/equity $9,788 $2,714 $1,016 $13,519

As a % of total assets

Refundable accommodation deposits 55.0% 62.5% 34.9% 57.4%

Other liabilities 10.3% 25.4% 13.8% 16.9%

Total liabilities 65.3% 87.9% 48.6% 74.3%

Net worth/equity 34.7% 12.1% 51.4% 25.7%

Chart 7.9: Liabilities and net worth as a proportion of total assets, by provider ownership type,  
2016-17 to 2018-19
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Table 7.5 presents the consolidated balance sheet at 
segment and organisation level for 2018-19.

As shown in Table 7.5,	fixed	assets	–	predominantly	
residential aged care facilities – are the single 
largest asset	category	held	by	providers	($28	billion	
or 53	per	cent	of	total	assets).	This	is	up	from	
48 per cent	in	2017-18.	It	is	also	the	largest	asset	
category based on ownership type, although for  
not-for-profit	providers,	fixed	assets	represent	 
62	per	cent	of	total	assets	whereas	for	the	for-profit	
providers	it	represents	41	per	cent.	The	significant	
difference	is	likely	explained	in	part	by	providers	in	
the	for-profit	sector	being	more	likely	to	rent	the	
facilities in which they provide residential services, 
often under arrangements where the facilities are 
rented from related party entities.

Cash	($6.3	billion)	and	financial	assets	($2.5	billion)	
represent $8.8 billion (16.6 per cent) of total assets. 
Not-for-profit	providers	hold	77	per	cent,	or	 
$6.4	billion	of	current	assets	in	cash	and	financial	
assets,	while	for-profit	providers	hold	36	per	cent,	
or	$1.9	billion.	For-profit	providers	are	more	active	
in placing their funds in other categories of assets, 
including related parties entities.

Intangible assets make up 11 per cent, or $5.6 billion 
of total sector assets (same as in 2017-18). Of the  
$5.6 billion, bed licences make up 60 per cent, or  
$3.4	billion,	and	other	intangibles	of	$2.2 billion,	
consisting	mostly	of	goodwill	held	by	the	for-profit	
sector,	make	up	the	remainder.	For-profit	providers	
hold	77 per cent	($4.1	billion)	of	the	intangibles	
balance for the sector. 
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Table 7.5: Disaggregated balance sheet by provider ownership type, at 30 June 2019 ($m)

Not-for-profit ($m) For-profit ($m) Government ($m) All providers ($m)

Assets

Current assets

Cash $4,181 $1,808 $287 $6,276

Financial assets $2,242 $112 $122 $2,476

Trade receivables $459 $227 $33 $719

RADs	&	RACs	receivable $627 $350 $33 $1,010

Related party loans $230 $2,445 $0 $2,675

Work in progress $39 $1 $2 $42

Other current assets $583 $437 $149 $1,169

Total currents $8,362 $5,380 $625 $14,367

Non-current assets        

Financial assets $380 $108 $7 $495

Related party loans $131 $2,770 $0 $2,901

Work in progress $210 $326 $6 $542

Intangibles – bed licences $1,056 $2,317 $10 $3,383

Intangibles – other $400 $1,813 $1 $2,214

Fixed assets $17,521 $9,168 $1,308 $27,997

Other non-current assets $113 $532 $22 $668

Total non-current assets $19,812 $17,035 $1,354 $38,201

Total assets $28,174 $22,416 $1,979 $52,568

Liabilities        

Current liabilities        

Accommodation deposits (incl. bonds) $15,490 $14,003 $690 $30,183

Bank borrowings $151 $495 $1 $647

Related party loans $174 $1,042 $0 $1,216

Employee provisions $856 $494 $102 $1,451

Other current liabilities $875 $926 $53 $1,854

Total current liabilities $17,545 $16,960 $846 $35,351

Non-current liabilities        

Bank borrowings $391 $1,042 $63 $1,496

Related party loans $78 $1,036 $0 $1,114

Employee provisions $153 $99 $27 $279

Other non-current liabilities $218 $564 $27 $809

Total non-current liabilities $840 $2,741 $117 $3,698

Total liabilities $18,385 $19,701 $962 $39,049

Net assets $9,788 $2,714 $1,016 $13,519
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Fifty-two per	cent	of	for-profit	providers	(58 per cent	
in 2017-18) have recognised the value of bed 
licences.	In	contrast,	only	28	per	cent	of	not-for-profit	
providers (stable from 2017-18) have recognised the 
value of their bed licences.

As noted previously, an independent impact 
analysis has examined the potential implications of 
moving away from allocating residential care places 
to providers. This included consideration of the 
implications for bed licences and intangible assets. 
ACFA notes that if there are changes to the ACAR then 
this may have some bearing on the valuations currently 
attributed to bed licences (intangible) in the future.

7.3.2 Balance sheet performance ratios

Balance sheet ratios provide a guide as to the 
financial	health	of	providers	through	an	analysis	of	
their	profitability,	liquidity	and	efficiency	as	well	as	
their net worth.

Balance sheet performance ratios – definitions

Current Ratio

Current ratio is a measure of an organisation’s 
ability to meet its short term obligations (current 
liabilities) from its current assets. The current 
ratio	measures	an	organisation’s	liquidity	
and provides an indication of risk that the 
organisation may not be able to meet its short 
term obligations as and when they fall due. It 
is calculated by dividing current assets of an 
organisation by its current liabilities.

Generally, a current ratio of at least 1.0, shows 
that	an	organisation	has	sufficient	current	assets	
to meet its short term obligations. However 
the	requirement	to	categorise	accommodation	
deposits as current liabilities37 on the balance 
sheet of providers means that the current 
ratio needs to be treated with some caution 
and	considered	in	conjunction	with	other	
financial	indicators	of	liquidity	for	aged	care	
organisations. For example, although refundable 
accommodation	deposits	(RADs)	are	required	to	
be repaid when a resident leaves care, they are 
more often than not, repaid after a stay of longer 
than one year. The average length of stay for 
residents	is	currently	just	over three years.

37	 The	requirements	for	the	presentation	of	financial	statements	
is set out in AASB 101 and paragraph 69(d) relates to liabilities 
where there is no right to defer settlement of the liability for at 
least 12 months after the reporting period. The average length 
of stay of a resident is three years and as a result, the liability for 
repayment of an accommodation deposit can extend beyond  
12 months after year end if the resident is still in care.

Cash as a proportion of accommodation 
deposits

Cash	and	cash	equivalents	in	the	form	of	
financial	assets,	as	a	proportion	of	refundable	
accommodation deposit balances provides 
an indication of an organisation’s capacity to 
repay the accommodation deposit balances 
with liquid	resources.

Net Assets Value

The net assets value provides an indication of 
the value of an organisation. The net assets value 
is determined by taking the total assets of an 
organisation and subtracting total liabilities. A low 
net assets value or a decrease in the value over 
time	indicates	higher	levels	of	financial	risk	for	
lenders and consumers.

Debt Ratio

The debt ratio is calculated by dividing an 
organisation’s total liabilities by its total assets and 
provides	an	indication	of	the	degree	of	financing	
of an organisation. Within the aged care sector, 
total liabilities will consist of an organisation’s 
refundable accommodation deposits as well as 
other secured and unsecured debt balances. 
An organisation’s total assets will include cash 
and asset balances to which the refundable 
accommodation deposits may have been applied. 
As total liabilities increase as a proportion of total 
assets,	the	higher	levels	of	debt	could	reflect	the	
use of additional borrowings used to fund an 
organisation’s improvements and expansions.

EBITDA to total assets ratio

The	EBITDA	to	total	assets	ratio	measures	the	
operating return generated from an organisation’s 
total	assets.	The	ratio	is	a	measure	of	financial	
performance and is calculated by taking the 
earnings, before interest, tax, depreciation 
and	amortisation	(EBITDA)	and	dividing	this	
by the organisation’s total assets. Generally, 
the	higher	the	EBITDA	to	total	assets	ratio,	the	
better the level of return generated from the 
organisation’s total assets.

Equity to total assets ratio

Net	worth/total	equity	as	a	proportion	of	total	
assets provides an indication of solvency. For the 
for-profit	providers,	it	shows	the	proportion	of	an	
organisation’s assets which have been contributed 
by	the	owners/shareholders.	For	the	not-for-profit	
and	government	providers,	equity	typically	consists	
of retained earnings and revaluation reserves. The 
lower the ratio suggests that an organisation has 
used more debt to fund its asset balances.
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As shown in Chart 7.10 the current ratio for the 
whole sector continued to gradually decrease in 
2018-19,	down	to	0.41	from	0.42	in	2017-18.	The	
decrease indicates a slight increase in the risk that 
organisations may not be able to meet their current 
liabilities from the current asset balances.

In terms of ownership type, in 2018-19, the current 
ratio	for	not-for-profit	providers	decreased	to	0.48	
compared	with	0.49	in	2017-18.	As	has	been	the	 
case	for	the	last	five	years,	the	current	ratio	for	the	
not-for-profits	was	higher	than	the	current	ratio	
achieved	by	the	for-profit	providers	which	decreased	
again	to	0.32	from	0.34	in	2017-18.	

A current ratio of less than 1.0 ordinarily indicates 
an	organisation	has	insufficient	assets	to	meet	their	
obligations when they become due and payable. 
However, although refundable accommodation 
deposits can become repayable at any time and 
are	classified	as	current	liabilities,	in	practice,	the	
repayment period for accommodation deposit 
balances will vary in line with each resident’s tenure. 
This means that the current ratio result should be 
used with some caution and considered with other 
financial	indicators	in	the	residential	aged care sector.

As shown in Chart 7.11	the	EBITDA	to	total	assets	has	
been trending downwards in recent years. 

Chart 7.10: Current ratio, by provider ownership, 2012-13 to 2018-19
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Chart 7.11: EBITDA to total assets, by provider ownership, 2014-15 to 2018-19
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This continued	in	2018-19	with	a	decline	to	
3.0 per cent	from	3.3 per cent	in	2017-18.	In	terms	
of	ownership,	the	for-profit	providers	continued	
to decline,	as	they	have	over	the	previous	four	
years,	down	to	3.11 per cent	from	3.99 per cent	
in	2017-18.	The	not-for-profit	providers	were	
relatively	steady	at	3.19 per cent	compared	with	
3.13 per cent	in	2017-18.	The	EBITDA	to	total	assets	
ratio measures the operating return generated from 
an organisation’s total assets.

There	continues	to	be	a	significant	difference	
between provider types when looking at the results 
for	the	equity	to	total	assets	ratio,	as	shown	in	 
Chart 7.12.	Not-for-profit	providers	were	relatively	
steady	at	35	per	cent	whereas	the	for-profit	providers	

reported	12 per	cent	in	2018-19,	although	this	was	
an	increase	from	9 per cent	in	2017-18.	The	results	
for all provider types had been gradually decreasing 
over a number of years, suggesting a preference for 
debt to fund the growth in assets, however in 2018-19 
increased	to	26 per cent	from	24 per cent	in	2017-18.

The average debt ratio across the sector decreased 
slightly	from	0.76	in	2017-18	to	0.74	in	2018-19.	 
This follows a trend increase in each of the 
previous five	years	(Chart	7.13).	Both	the	for-profit	
and	not-for-profit	providers	reported	a	decrease.	
The average debt ratio shows the proportion of 
organisational	assets	that	are	financed	through	debt.	
A ratio of more than 1.0 indicates that an organisation 
has a higher debt level than the value of its assets. 

Chart 7.12: Equity to total assets, by provider ownership, 2013-14 to 2018-19
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The net asset position increased for the sector from 
$11.8 billion	in	2017-18	to	$13.5 billion	in	2018-19	
(Chart	7.14).	For-profit	providers	increased	from	
$1.9 billion	to	$2.7 billion	and	not-for-profit	providers	
increased	from	$9.0 billion	to	$9.8 billion.	The	net	
asset position of the sector as a whole has been 
increasing	since	2014-15.

Cash held as a percentage of accommodation 
balances provides an indication of an organisation’s 
capacity to repay the accommodation deposit 
balances	from	liquid	resources	(Chart	7.15).	The	levels	
of	cash	and	cash	equivalents	held	by	the	for-profit	
providers	is	around	half	that	of	the	not-for-profit	
providers	and	decreased	slightly	to	12.9 per cent	

in	2018-19	from	14.3 per cent.	The	not-for-profit	
providers	also	reported	a	decrease	from	29.3 per cent	
in	2017-18	to	27 per cent	in	2018-19.	

Chart 7.16	shows	total	assets,	net	worth/equity	 
and average accommodation deposit value per 
resident, by ownership type in 2018-19, compared 
with 2017-18. For the whole sector, average 
accommodation deposits held increased to $318,283 
per resident from $303,107 in 2017-18, an increase 
of 5 per cent. This metric measures the average value 
of	all	bonds	(pre	1 July 2014)	and	accommodation	
deposits	(post	1	July	2014)	that	providers	hold.	 
The	average	value	of	bonds/RADs	has	been	steadily	
increasing in recent years.

Chart 7.14: Net assets, by provider ownership, 2013-14 to 2018-19
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Chart 7.15: Cash held as percentage of accommodation deposit balances, by provider ownership,  
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In	terms	of	net	worth/equity,	for-profit	providers	
recorded	a	significant	increase,	up	to	$37,159	from	
$27,357 in 2017-18. This follows two years of decline. 
The	not-for-profits	recorded	an	increase	for	the	third	
year	in	a	row,	increasing	to	$94,600	from	$87,262	
in 2017-18. The value of total assets per resident 
for	both	the	for-profit	and	not-for-profit	providers	
increased in 2018-19 compared with 2017-18 by  
5.3	and	5.5 per cent respectively.

7.3.3 Recent trends in building and 
investment in the residential care sector

In 2018-19 the total completed or in-progress work 
was	$5.3	billion,	compared	with	$4.9	billion	in	2017-18	
(Chart 7.17).

However,	there	remains	a	significantly	lower	
proportion of providers reporting their intention to 
rebuild or upgrade compared with 2016-17 and the 
years preceding. In 2018-19, there was a further slight 
decline in providers reporting they were planning to 
rebuild, and the proportion reporting they intended 
to upgrade their facilities was stable (Chart 7.18). In 
2015-16 the proportion of facilities planning to rebuild 
or upgrade was at its strongest, with 5 per cent and 
14	per	cent	respectively.	In	2018-19,	following	a	
third year of declining intentions, only 1 per cent of 
facilities are reporting they are planning rebuilding 
works and 5 per cent planning to upgrade.

As noted in ACFA’s 2019 Report, feedback from 
consultations with providers indicated that many 
had curtailed or delayed investment plans in the 
residential care sector, citing depressed returns and 
policy and regulatory uncertainty along with the 

potential impact of increased home care packages.  
In the consultations undertaken for this year’s report, 
providers indicate that the same factors are curtailing 
their investment plans. The degree of uncertainty 
over the future direction of aged care following the 
completion of the Royal Commission into Aged Care 
Quality	and	Safety	was	often	cited	as	a	major	factor	
influencing	future	investment	decisions.	

Consistent with the feedback reported in last year’s 
report,	many	providers,	both	for-profit	and	not-for-
profit,	say	their	immediate	plans	would	be	directed	
to retirement living rather than residential care. 
Factors	cited	in	influencing	this	decision	included:	
the considerable policy and regulatory uncertainty in 
the aged care sector; the desirability of diversifying 
income streams given the volatility in residential aged 
care; and the advantages of establishing an integrated 
aged care operation that involved retirement living, 
home care and residential aged care.  

For-profit	providers	continue	to	emphasise	that	the	
current return on capital employed in aged care was 
below the cost of capital and, in the absence of any 
change, this would curtail additional investment in the 
sector.	The	uncertainty	associated	with	COVID-19	is	
likely to cause further delayed investment plans in the 
residential aged care sector.

The decline in planned building activity discussed 
above	is	also	evident,	albeit	less	significantly,	in	data	
regarding aged care building approvals from the 
Australian Bureau of Statistics. There were 351 and 
336 building approvals for aged care facilities in  
2017-18 and 2018-19 respectively after the previous 
two	years	had	seen	over	400	approvals	(Chart 7.19).

Chart 7.16: Total assets, net worth/equity and average accommodation deposit value per resident,  
by ownership type, 2017-18 and 2018-19
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Chart 7.17: Residential care building activity (completed or in-progress), 2013-14 to 2018-19
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Chart 7.18: Proportion of facilities planning to either upgrade or rebuild, 2013-14 to 2018-19
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Chart 7.19: Number of building approvals, by value of building work, 2013-14 to 2018-19
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8. Future demand for aged care

This chapter discusses:

• The	factors	that	affect	demand	for	aged	care;

• demand	for	the	different	types	of	subsidised	
aged care;

• changing population of older Australians 
requiring	aged	care;	and

• changing preferences of consumers 

seeking aged care.

8.1 Future demand for aged 
care services
The demand for aged care services will expand with 
the ageing of the population. This chapter discusses 
the	factors	that	affect	demand	for	the	relevant	aged	
care types, how this is likely to look in the future, and 
the investment that is needed to ensure the aged care 
system	can	adequately	cater	for	the	expected	future	
requirements	of	an ageing population.

An investigation into demand and supply of aged care 
services	was	undertaken	by	David	Tune	AO	PSM	in	
the Legislated Review of Aged Care 2017. The Review 
concluded	that	there	was	insufficient	data	available	
and that “robust measures of demand and unmet 
demand	in	aged	care	are	a	significant	way	off”.	The	
Review also noted however that there is no doubt that 
demographic	factors	will	lead	to	significant	growth	in	
service provision and expenditure	requirements.

It is also currently not possible to accurately 
determine consumer preference for residential 
and home care, due to existing supply constraints. 

However some better evidence about unmet need 
and consumer preference is being revealed since 
the	creation	of	the	National	Prioritisation	System	
for home care packages and the decline in average 
residential care occupancy despite a large proportion 
of	older	people	on	the	home	care	queue	also	being	
approved for permanent residential care, but 
choosing to remain living at home. The introduction 
of	flexibility	to	switch	funding	across	care	types	in	
response to consumer demand will also help to 
inform consumer preferences. The other variable is 
how providers might respond to increased consumer 
choice, such as innovation in accommodation 
options for older people and innovation in 
service delivery models.

The	analysis	in	this	chapter	focuses	on	projections	
based on current use of aged care and population 
growth, and should not be treated as forecasts of 
what is likely to happen in terms of future demand 
for types	of aged care.

8.1.1 Determinants of demand

Demand	for	aged	care	services	is	complex	and	
dependent on a range of demographic, service need, 
and	economic	factors.	The	Productivity	Commission	
noted in its 2011 report, Caring for Older Australians, 
that “The demand for aged care services depends on 
the number of older people needing care and support. 
However, care needs are not homogenous and the 
nature and location of aged care services demanded 
will depend on the physical and mental health of older 
people, their capacity and willingness to pay, their 
preferences,	and	the	availability	of	informal	carers.”

Figure 8.1: Factors affecting the extent and type of aged care service demand

• Population

• Care needs

• Preferences

Influencing factors

• Ability to stay home

• Choice and control

• Capacity to pay

Demand

• Number of people

• Service type 
(including additional 
amenities)

Source: adapted from Caring for older Australians	(Productivity	Commission,	2011)
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8.1.2 An ageing population – older 
people demand more aged care

The structural ageing of the Australian population 
over the next 20 years will see the size of the 70 years 
and over cohort increase by around 1 million people 
each	decade;	this	is	on	a	base	of	2.9 million	people	
in 2020. Underneath this, the older age groups will 
more than double over this period; for example, 
the	85	years	and	over	cohort	will	increase	from	just	
over	500,000	people	in	2020	to	just	over	1	million	
people by	2040.

Because the baby boomers are such a large 
group compared with the pre-war generation, 
the proportion	of	the	70	and	over	population	who	
are aged 85 and over will actually reduce over the 
next	decade	before	subsequently	increasing,	as	
shown in Chart 8.2. This implies that the challenge 
of	ensuring	there	is	sufficient	aged	care	supply	
to meet demand arising from the baby boomer 
generation is likely to be most strongly felt in 
10–15 years (from the late 2020s) rather than 
over the next decade.

Chart 8.1: Number of people aged 70 years and over, by 5 year age cohort, 2020 to 2040
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Chart 8.2: Proportion of 70 years and over age group who are aged 85 and over, 2020 to 2040
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8.1.3 Consumer preference

A key characteristic of the baby boomer generation is 
that they are wealthier than previous generations38. 
The bulk of the people likely to be demanding 
care	in	the	next	two	decades	have	benefitted	from	
high growth in property prices while paying down 
their	mortgage,	and	are	the	first	generation	to	
have compulsory superannuation. It is reasonable 
to assume that they will both expect and be 
able	to	afford	higher	standards	of	residential	
accommodation,	lifestyle	amenities	and	quality	of	
life than previous generations have been willing to 
accept.	Like	the	current	generation,	however,	baby	
boomers can be expected to prefer to remain living in 
their own home for as long as possible as they age.

The	consequences	of	these	trends	are	that	while	the	
demand for aged care will grow with the ageing of the 
population, consumers may be more demanding in 
the	range	and	quality	of	aged	care	services	they	are	
seeking, along with having a greater capacity to pay 
for	these	services.	Nevertheless,	with	the	Age	Pension	
being the main source of income for current retirees 
and those entering aged care over coming decades, 
maintaining	equity	in	access	to	aged	care	services	will	
continue to be important and a robust safety net will 
continue to be necessary.

ACFA noted last year that to compete in this 
environment providers will need to be more 
responsive in meeting consumer needs and 
expectations, including in particular the desire 
to stay at home for as long as possible. This may 
require	the	introduction	of	new	business	models	
and changes in the interaction between retirement 
living, home care and residential care. The aged care 
regulatory system will also need to adapt to enable 
providers	greater	flexibility	to	pursue	new	business	
models and innovation.

8.1.4 Availability of alternative 
care types

According	to	the	2015	Survey	of	Disability,	 
Ageing, and Carers39, around 1 in 9 Australians, or 
2.7 million people, were informal carers. Almost all 
carers cared for a family member. The assistance 
provided by informal carers can avoid or delay entry 
into residential care, including with the support of 
home-based care, and is also an important source of 
support for those in residential care.

38 ABS, Household Income and Wealth 2017-18 (Cat no. 6253.0)

39 ABS, 2018 Survey of Disability, Ageing and Carers, Australia  
(Cat	no.	4430.0)

At the same time that ageing population structures 
(discussed earlier) are putting pressure on the 
demand for care, the relative supply of informal 
carers will be diminishing. This is due to increased 
participation of women in the workforce, and 
changing family structures with fewer children 
being born per family (1.7 babies per woman 
in 2017 compared with nearly 3 in 197040), 
generational	differences	in	marriage	and	divorce	
rates, and more people living alone.

All	else	equal,	this	will	increase	the	demand	for	
formal aged care for older people.

In	terms	of	demand	for	specific	types	of	aged	care,	
the relative availability of places within each care 
type under current regulated supply arrangements 
will	also	affect	the	rates	at	which	people	access	
them and to the extent they are not available, 
redirect demand across care types. As previously 
outlined in this report, the Government is gradually 
changing the mix of residential and home care over 
time	through	adjustments	to	the	provisional	target	
ratios, and has implemented mechanisms whereby 
funding for unused residential care places can be 
redirected into home care where, at least over the 
short term, demand is expected to be more acute.

In	addition,	a	key	objective	of	the	Legislated Review 
of Aged Care 2017 was “to trigger changes that 
are	prerequisites	for	a	fully	consumer-driven	
system”,	and	outlined	recommendations	that	
were “intended as the next steps on the road to 
consumer-driven	care”.	Most	of	the	Legislated	
Review’s recommendations in this regard have not 
been acted upon.

The unknown, therefore, is the extent to which 
the modes of delivering care may develop in the 
future in response to consumer preferences, 
such as further relaxation or removal of supply 
constraints, the availability of more higher level 
home care packages and closer integration 
between retirement living and home care. New 
ways of service delivery and innovation may widen 
the scope of aged care services available, which in 
turn	may	result	in	significant	shifts	in	demand	for	
different	types	of	services.	The	direction	of	aged	
care policy following the completion of the Royal 
Commission into Aged Care Quality and Safety will 
be	an	important	influence	in this regard.

40 ABS, Births, Australia, 2018 (Cat no. 3301.0)
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8.1.5 Economic factors

The	demand	for	different	types	of	care,	and	the	way	
consumers distinguish between services in the same 
type	of	care,	is	affected	by	the	price	they	can	be	asked	
to pay and the perceived value of that contribution. 
Demand	may	also	reflect	the	relative	subsidies	that	
apply	for	different care types.

Consumers of residential and home care are 
currently	required	to	make	a	co-contribution	to	the	
cost of their care (and residential accommodation) if 
they	can	afford	to	do	so.	However	the	amount	and	
proportion	of	contribution	required	to	be	made	by	a	
consumer varies between residential care and home 
care, including in relation to capacity to pay. Such 
anomalies have the potential to distort the demand 
for types of care or additional services.

Nevertheless a challenge remains for Government to 
establish funding policies that ensure access to aged 
care services for all older Australians needing aged 
care and support at a level that meet the community’s 
quality	of	life	expectations,	irrespective	of	their	means	
and social and cultural circumstances. Incentives 
in funding arrangements are also important in 
influencing	the	type	of	care	supplied,	for	example	
if funding arrangements have no incentive for 
reablement services and a provider loses funding if 
there is an improvement in the level of acuity of a 
consumer, then there will likely be limited supply of 
services promoting reablement.

8.2 Current demand for 
aged care
An	understanding	of	the	current	profile	of	aged	
care	usage	is	helpful	for	undertaking	projections	
of future demand.

As shown in Chart 8.3, the proportion of each age 
group who use residential and home care package 
services increases dramatically with age. By age 80, 
the proportion of people using either permanent 
residential care or a home care package is around 
7 per cent; this doubles by aged 85; and more than 
doubles again by age 90.

This	projection	is	based	on	current	usage,	which	
may	well	not	reflect	the	extent	to	which	consumers	
are having their needs and preferences met by 
current regulated supply. True demand is much 
harder to measure given the current highly 
regulated supply system.

8.2.1 Residential care

There are indicators which suggest that the overall 
demand for residential care is currently being met. 
The	occupancy	rate	in	2018-19	was	89.4 per cent,	
down from 90.3 per cent in 2017-18, 91.8 per cent in 
2016-17	and	92.4 per cent in 2015-16. The average 
occupancy rate in residential care peaked at  
97.1	per	cent	in	2003-04.	There	may,	nevertheless,	

Chart 8.3: Proportion of people of each age using residential care and home care, by gender and age, 
30 June 2019
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be pockets or regions of the country where people 
are waiting to access residential care. The Tune 
Review asked stakeholders about the level of unmet 
demand and received little feedback to suggest that 
there	is	significant unmet demand.

Residential	care	usage	may,	however,	be	artificially	
high as result of people entering residential care 
prematurely as an alternative to waiting on the 
allocation of a home care package, notwithstanding 
that a large number of people on the home care 
queue	also	have	a	residential	care	approval	which	
they are choosing not to exercise. Current usage also 
does	not	reflect	the	potential	for	residential	care	
services	in	a	more	competitive	and	flexible	system	
to	offer	a	more	attractive	service	that	includes	more	
opportunities	for	higher	quality	and	meaningful	life	
delivered in a secure environment.

8.2.2 Home care

There is evidence of unmet demand for home care. 
As	noted	in	section	3.4.2,	as	at	31	December	2019	
there	was	a	total	of	104,473	people	waiting	for	their	
approved level home care package (including those 
already receiving lower level home care) through the 
National Prioritisation	System.

8.3 Projecting future demand 
Previous	ACFA	reports	contained	a	projection	of	
demand for residential care over the next  
20	years	based	on	current	age-specific	use	and	
the current	residential	aged	care	target	provision	
ratio which is based on the number of people  
aged 70 years and over.

A	projection	on	this	basis	suggests	that	the	projected	
number of operational places is likely to exceed 
demand for residential care to 2027. This is because 
places are linked to growth in the 70+ population, 
which due to baby boomers entering their 70s, is 
growing at a faster rate than people who currently are 
using residential care, who are the 80 plus cohort of 
the population. Following 2027, as the baby boomers 
enter their 80s, demand for care is expected to rise 
faster than the release of places in line with the 
provision target ratio.

Care	is	needed	in	interpreting	such	projections	
because they are limited to residential care and 
do not take into account changes in consumer 
preferences and changes in modes of delivery of aged 
care. In particular, no account is taken for substitution 
of residential care for home care as the number of 
home care packages continue to expand.

8.3.1 Substitution of residential care 
and home care

One of the key factors that has to be taken into 
account	in	projecting	demand	for	aged	care	is	
the potential substitutability of service types. 
The	introduction	of	the	National	Prioritisation	
System	indicates	there	is	significant	unmet	
demand for home care services. It is also possible 
that some people have entered residential care 
because a home care place at a suitable level 
was not available.

The proportion of people in each age group  
(age-specific	use)	who	are	in	either	residential	
care or home care has remained stable (Chart	8.4, 
first	column)	over	a	long	period	of	time.	However,	
the amount of home care packages available has 
increased	significantly	as	a	share	of	these	two	care	
types (Chart	8.4, second column). As the amount 
of home care has expanded, there has been a 
reduction	in	the	age-specific	use	of	residential	care	
(Chart	8.4, third column and Chart 8.5 which gives a 
cross-section of Chart	8.4). This would indicate that 
home care is substituting for residential care.

It is not known what the level of home care 
availability is that would be needed before 
all people who wish to remain in their home 
with a home care package can do so, and do 
not have to enter residential care. In addition, 
the substitutability between residential and 
home care will also change if, for example, the 
government were to introduce a new higher level 
package as recommended by The Tune Review 
(Recommendation 7). It is possible that the 
introduction of higher level home care packages 
could	see	the	age-specific	use	of	residential	care	
potentially reduce. Similarly, other possible policy 
changes, such as consumer contribution policies 
and support available for informal carers (such as 
improved	respite	services),	could	influence	value	for	
money and consumer choice.

The expansion of home care is likely to not 
only divert people from entering residential 
care for longer or at all, but it will also have an 
impact on people receiving care from informal 
carers and through other programs such as the 
Commonwealth	Home	Support	Program	(CHSP).	
It	is	estimated	that	94.3	per	cent	of	people	waiting	
for a home care package as at September 2019 
had been provided with approval to access 
support through	CHSP.
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8.3.2 Updated projections

The	projected	demand	from	the	current	age-sex	
specific	usage	of	residential	care	is	one	approach	
to	projecting	future	demand	for	residential	aged	
care. However, with the expansion of the home care 
program and the concomitant fall in the usage of 
residential care in all age groups (Chart	8.4 and  
Chart 8.5),	such	projections	may	over	estimate	
demand for residential care. Chart 8.6 shows the 

number of people using residential care proportional 
to growth in the population (using ABS single-year-age 
and	sex	population	projections).

It is evident from Chart 8.6 that, if the growth in the 
number of residential care places grows in line with 
the current target provision ratio (purple line) and is 
not impacted by any other factors, occupancy rates 
will continue to fall over the 2020s, before rising 
in the 2030s.

Chart 8.4: Utilisation of residential care and home care, 2000 to 2019

Chart 8.5: Utilisation of residential care and home care for 85-89 year olds, 2000 to 2019
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There remains excess demand for home care. 
Consequently,	projections	based	on	the	current	usage	
of home care, which is constrained by current supply, 
are not going to give a meaningful guide as to future 
demand.	In	addition,	the	current	profile	of	assessment	
for	home	care	could	be	influenced	by	the	number	of	
people waiting for home care through the National 
Prioritisation	System	and	prospect	of	long wait times.

With this in mind, Chart 8.7 shows the number of 
people in the home care system at 30 June 2019 
proportional to growth in the population using the 
ABS	single-year-age	and	sex	population	projections.	
People	in	the	home	care	system	are	reported	
according to those who have a home care package 

(either receiving care at their assessed level, and 
those receiving care through an interim package), 
and those not yet receiving care (either waiting for 
a	package	to	be	offered,	or	those	who	have	been	
offered	a	package	but	have	not	yet	taken	it	up).

It is evident from this chart that the growth in the 
number of packages (denoted by the line) as the 
provision	target	of	45	by	2020	is	achieved	will,	in	
the	short-term,	significantly	reduce	the	number	of	
people waiting for home care through the National 
Prioritisation	System	who	have	not	yet	been	offered	
a	package.	However,	there	will	still	be	a	significant	
number of people without a package and over time 
the number of people waiting will grow again.

Chart 8.6: Projected demand for and supply of residential care places, 2019 to 2040

Chart 8.7: Projected demand for and supply of home care packages, 2019 to 2040

0

100,000

200,000

350,000

50,000

150,000

250,000

300,000

400,000

20
19

20
20

20
21

20
22

20
23

20
24

20
25

20
26

20
27

20
28

20
29

20
30

20
31

20
32

20
33

20
34

20
35

20
36

20
37

20
38

20
39

20
40

Package at assessed level Interim package No offer of a packageOffered interim package, but not in care

2476



112

8.3.3 Planning for the supply of 
aged care

As noted previously, if residential care places 
increased in line with the current target provision 
ratio	and	current	age-specific	use	rates	continued,	
there would be an excess supply of residential care 
over most of the 2020s. As the baby boomers start 
to enter their 80s in the 2030s, this demand could 
start to put pressure on the sector and its ability to 
ensure	there	is	adequate	supply	of	residential	care.	
This	has	been	flagged	in	previous	ACFA	reports	and	in	
the Tune Review.

There is excess demand for home care, and this is 
likely to remain the pressure point in the supply of 
aged	care	over	the	projection	period.	At	least	part	of	
this undersupply can be met through a reduction in 
residential care places as currently provided for in the 
target provision ratio.

The Tune Review report recommended changes 
to the target planning ratio. The current ratio 
denominator of the 70+ population is not aligned 
to the cohort of the population more likely to use 
aged care services, and results in the observed 
periods of relative oversupply and undersupply. 

ACFA supports the Tune Review recommendation 
to change the denominator in the ratio to the 75+ 
cohort of the population following the achievement 
of the 125 ratio in 2021-22.

ACFA also recommends that the change in the 
denominator be accompanied by a change in 
the target provision ratio formula so that it is 
based on the number of consumers and not the 
number of operational places. This will allow 
comparable reporting and monitoring of the supply 
of residential and home care places against the 
provision targets, and help inform unmet demand 
and consumer preference.

The following analysis shows the supply of aged 
care places under the 70+ population and 80+ 
population.	The	equivalent	rates	(converted	as	at	
30	June	2023)	are	194	per	1,000	people	aged	75+	
and 351 per 1,000 people aged 80+. As can be seen 
in Chart 8.8 the expected growth in the number of 
consumers (blue line) more closely follows the 75+ 
population growth over the medium term to the 
mid 2030’s.

Chart 8.8: Cumulative growth in aged care places, 2023 to 2040
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8.4 Investment requirements 
for residential care
As noted above, there are many variables that will 
influence	the	future	demand	for	residential	aged	
care. Nevertheless, it is evident given the ageing 
of the population, along with increasing consumer 
expectations,	that	there	will	need	to	be	significant	
future investment in the residential sector to both 
build new facilities and to refurbish existing facilities.

Using	only	the	current	target	provision	ratio	to	project	
the future supply of residential aged care, and not 
taking into account the impact of increased home 
care on the demand for residential care, the sector 
would need to build over 80,000 places over the next 
decade. At the same time, the sector would need to 
rebuild or refurbish a substantial proportion of the 
current stock of aged care facilities. It is assumed that 
over	the	next	decade	around	a	quarter	of	the	existing	

stock of buildings, covering around 56,000 places, 
would need to be rebuilt or refurbished (at an even 
rate over the period).

On the basis of the above assumptions, the combined 
total investment for new and rebuilt places over 
the next decade would be around $56 billion. The 
net present value of this estimate is approximately 
$51 billion. This compares with an estimate of 
around $19 billion (in present value) in building and 
upgrade work completed between 2010 and 2019. 
As	previously	noted,	however,	these	projections	
are based on particular assumptions and should be 
treated with care.

While the total number of residential care places 
increased	from	179,749	to	213,397	over	the	last	
10 years,	the	number	of	mainstream	facilities	
decreased from 2,772 to 2,717. This means that, 
on average,	the	investment	in	new	places	was	
primarily through expansion of existing facilities. 

Chart 8.9: Number of operational residential aged care places required 2018-19 to 2028-29
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Chart 8.10: Future annual investment requirement, 2019-20 to 2028-29 
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There is a limit to how big existing facilities can 
expand and future investment to increase the supply 
of residential care places may have to be increasingly 
through greenfield	projects.

The model used to determine the investment 
requirements	was	developed	for	the	Department	
in	2018	by	Deloitte	Access	Economics.	The	
assumptions behind the analysis are:

• Total	place	requirements	(i.e.	the	total	of	all	
new and rebuilt stock) that is estimated to be 
operational at each point in the future is based 
on	the	Department’s	projections	which	take	
into account the current stock of provisionally 
allocated places; the historical rate of building; 
and	the	expected	number	of	flexible	residential	
care places that also contribute to the overall 
residential care target.

• The share of places that are rebuilt each year  
is	estimated	using	a	flat	rate	assumption	of	 
2.5 per cent of the stock in that year, i.e.  
a	40	year	average building lifetime.

• The	cost	of	construction	differs	by	region.	The	
base construction costs in 2018-19 of $260,700 
per new place, $221,200 per rebuild, and 
$27,700 per upgrade (from the Survey of Aged 
Care	Homes)	have	been	adjusted	by	using	
indices that scale up costs in regional areas 
relative to the nearest capital city.

• The cost of construction is indexed over time 
using a 10 year average of Rawlinson’s Building 
Cost Index for each state’s metropolitan and 
regional	areas	(averaging	out	at	2.4	per	cent	 
per annum nationally).

• The cost of land is sourced from ABS land price 
data for each state’s metropolitan areas and 
again	adjusted	using	the	relevant	regional	index	
for that state.

• The cost of land is indexed over time using a 
flat	rate	of	4.4	per	cent	per	annum	for	all	areas	
based on ABS residential property price data. 
The value of building work completed and in 
progress during 2018-19, and other indicators 
of construction and investment in the sector is 
discussed in Chapter 7.

8.5 The investment environment
The	significant	capital	investment	needed	to	meet	
the future demand for aged care services will 
largely come	from	the	non-government	sector,	
both	for-profit	and	not-for-profit	sectors.	As	noted	
in Chapter 9, one of the challenges facing the 
Government is to ensure that the funding and 

regulatory arrangements in the aged industry sector 
are such that it provides the ongoing environment that 
facilitates	the	needed	investment.	A	key	requirement	
in this regard is that the non-government sector 
has	confidence	in	the	direction	and	stability	of	
Government policies and those providers receive a 
return such that it will attract the necessary capital 
and labour resources. The funding arrangements will 
also	need	to	be	flexible	so	that	providers	can	respond	
and adapt to changes in consumers’ preferences 
for aged care services as well as innovate and 
embrace new technologies.

8.5.1 Access to capital

Capital investment in the residential aged care 
industry	is	required	to	expand	and	refurbish	existing	
facilities, as well as building to meet future capacity. 
To attract investment the industry needs to generate 
consistent rates of return that are appropriate for the 
risk involved and are competitive with returns in other 
sectors that have similar attributes.

Viable	and	well-run	providers	are	best	placed	to	attract	
the	financial	capital,	experienced	management	and	
quality	staff	required	to	deliver	long	term	industry	
sustainability and growth. Key ingredients of well-run 
providers include the exercise of good governance that 
oversees the implementation of strategic investment 
plans and the ability to successfully monitor their 
operational performance against those plans.

To	be	viable,	a	provider,	whether	not-for-profit,	 
for-profit	or	government	owned,	must	have	access	
to	sufficient	funds	to	repair	and	replace	their	capital	
stock, be able to maintain working capital to support 
their	operations,	and	use	capital	efficiently	relative	
to the other purposes to which it could be deployed. 
These	outcomes	are	underpinned	by	sound	financial	
management	that	effectively	manages	costs	and	sets	
appropriate pricing strategies to derive the revenue 
stream to support sustainable capital returns.

Investment	activity	requires	equity	investor	and	debt	
provider	confidence	in	the	capacity	of	providers	to	
deliver sustainable returns on capital and of the sector 
overall. The amount of (and change in) invested capital 
is one key metric of sustainability.

Capital investment in the residential sector can 
include:	equity	injections	or	retained	earnings;	
loans	from	financial	institutions	or	investors	which	
require	sufficient	profits	to	be	generated	to	meet	the	
interest costs and repayment amounts; and interest-
free loans from residents in the form of lump sum 
accommodation payments. Where providers are 
unable to meet the whole cost of essential capital 
works, limited capital grant funding is available from 
the Government-funded Rural, Regional and Other 
Special Needs Building Fund.
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9. Challenges facing the  
aged care industry – uncertainty, 
transformation, transition

This chapter discusses 

some of the issues that need to be considered 
in ensuring the sustainability of the aged care 
industry	against	the	background	of	COVID-19,	
existing	and	continuing	underlying	financial	
pressures on providers and the prospect that 
the	industry	may	undergo	major	transformation	
following the Royal Commission into Aged Care 
Quality and Safety. 

9.1 The aged care industry 
faces many challenges 
and uncertainties
The immediate challenge facing the aged care 
industry	is	combatting	the	spread	of	COVID-19.	It	is	
imposing additional costs on providers and has the 
potential	to	cause	significant	financial	disruption	as	
well	as	bring	into	question	the	viability	of	a	number	
of providers. The Government has provided some 
temporary funding increases to help the sector 
respond to the demands from the coronavirus 
pandemic. However the pressures, challenges and 
uncertainties	posed	by	COVID-19	are	impacting	on	an	
aged care industry that was already facing a period 
of transformation. The direction, shape and timing of 
the transformation was and remains uncertain.

The	underlying	difficulties	confronting	the	aged	care	
industry	have	not	diminished	as	a	result	of	COVID-19,	
rather	they	have	intensified.	And	these	underlying	
difficulties	still	need	to	be	addressed.	

There	is	significant	variation	in	the	financial	
performance of aged care providers, however the 
overall trend, particularly in the residential care 
sector, is not sustainable. Since 2017-18, the  
non-accommodation revenue of residential 
providers,	which	primarily	reflects	ACFI	payments	
from the Government and the basic daily fee paid 
by consumers, has been growing substantially 
slower than the growth in expenses which are 

primarily employee costs. The result has been a 
significant	deterioration	in	the	financial	performance	
of residential care providers. This deterioration is 
expected to continue, if not accelerate in 2019-20 
with	the	onset	of	the	COVID-19	pandemic.	Aged	
care providers in regional and remote areas face 
particularly	pronounced	financial	pressures.	An	
increasing number of residential care providers are 
making a loss, and it appears that a growing number 
of	smaller	providers	are	facing	significant	financial	
difficulties	and	are	seeking	to	leave	the	industry.	 
The	COVID-19	impact	is	likely	to	accelerate this trend.

The	financial	performance	of	home	care	providers	
fell	significantly	in	2017-18	following	the	reforms	in	
February 2017 that saw home care packages being 
assigned to consumers rather than allocated to 
providers, and consumers being able to direct their 
care package to the provider of their choice as well 
as to change providers. These factors have led to 
a	significant	increase	in	competition	and	choice	in	
the home care market, and also has contributed 
to	the	fall	in	financial	performance.	The	financial	
performance of providers stabilised in 2018-19 as 
they	continue	to	adjust	to	the	new	arrangements.	

In residential aged care, investment is needed 
to continue to meet demand given the ageing 
population. However, volatility, margin pressure and 
uncertainty have resulted in many residential aged 
care providers putting their investment plans on hold 
while they assess the future direction of aged care 
policy. Some are instead investing outside the aged 
care industry where they can obtain higher returns as 
well as diversify income streams in order to reduce 
their	exposure	to	volatility	in	aged	care.	Potential	new	
investors	in	aged	care	are	also	holding	off	investing	
given	the	uncertain	environment.	The	COVID-19	
pandemic would have further contributed to a delay 
in new investment in the industry.

As noted in ACFA’s report on Attributes for Sustainable 
Aged Care, a legacy of a highly regulated system, 
funding pressures, low community status and 
at times esteem, incentives that do not reward 
innovation, together with elements of ageism in 
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society, have combined with the result that the aged 
care industry has struggled to attract management 
and leadership skills compared with better resourced 
and more dynamic industries. The coronavirus 
crisis	has	added	to	staff	costs	and	to	the	pressure	
aged care workers are under. The Government has 
provided additional funding to assist aged care 
workers and providers deal with these pressures, 
although the funding is temporary and is in response 
to	the	immediate	impact	of	COVID-19,	rather	than	
dealing with underlying issues.

9.2 Setting a future direction 
Abstracting from the immediate pressures caused by 
COVID-19,	which	may	remain	and	intensify	over	the	
course of 2020, the position of the aged care industry 
was not sustainable and was not consistent with an 
industry that is capable of meeting the future demand 
for aged care services. The Australian population is 
ageing and there will be a commensurate increase 
in demand for aged care services. The aged care 
regulatory system and funding arrangements need 
to transform so that the industry attracts the capital 
to	finance	increased	investment	along	with	an	
expansion in a dedicated and skilled workforce to 
meet	the	rising	demand	for	quality	aged	care.	

Prior	to	the	impact	of	COVID-19,	providers	indicated	
that they were looking for a ‘circuit breaker’ that 
would see an improvement in their funding, 
reverse	the	current	trend	decline	in	their	financial	
performance, and provide more certainty on the 
future direction of aged care policy. 

Feedback from consultations suggest some providers 
were looking for the Royal Commission to be the 
circuit breaker, while others were concerned that the 
Royal Commission process may delay a much needed 
increase in aged care funding. 

Both camps appeared to be disappointed when the 
Royal Commission noted in its Interim Report:

 ‘Since the Royal Commission began its work, 
there have been calls from several quarters 
for government funding to aged care to be 
significantly increased , without waiting for 
our Final Report and recommendations. These 
interventions are essentially variations on a theme 
which has haunted this area of government policy 
for far too long: short-term solutions which will 
at best temporarily stave off the worst problems 
and, at worst, produce another set of unintended 
outcomes requiring further inquiries and reviews 
and further injections 

Council Assisting the Royal Commission have made 
a number of submissions to the Commissioners 
suggesting their thinking in terms of the future 
direction of aged care. The Commission has 
foreshadowed	the	need	for	significant	additional	
funding, but is yet to examine in detail issues related 
to	the	funding	and	financing	of	aged	care.	In	March	
2020, the Royal Commission announced that it was 
suspending all hearings and workshops until further 
notice,	due	to	COVID-19.	The	closing	date	for	public	
submissions to the Royal Commission has also 
been extended	until	at	least	30	June	2020.	The	final	
report	is	now	required	to	be	provided	no	later	than	
12 November 2020, rather than 30 April 2020.

Many providers appear to be apprehensive as to the 
direction of the reforms that the Royal Commission 
may recommend. They also expressed concern about 
how long it may take for the Government to respond 
to the Royal Commission’s recommendations. There 
is also a concern among some providers that the 
Royal Commission’s recommendations may raise 
expectations	regarding	the	level	and	quality	of	aged	
care services, but this may not be matched with the 
increase in funding necessary to meet the cost of 
delivering those raised expectations.

As noted, the immediate focus of aged care providers 
and	the	Government	is	dealing	with	COVID-19.	
However	the	underlying	financial	pressures	in	the	
aged care industry need to be addressed and there 
is	the	prospect	that	aged	care	may	undergo	a	major	
transformation following the completion of the Royal 
Commission.	Against	this	background,	ACFA	offers	
some observations on the considerations that need to 
be taken into account to ensure the sustainability of 
the industry as it transitions and adapts to changing 
circumstances. These observations draw on ACFA’s 
report on the Attributes of Sustainable Aged Care – a 
funding and financing perspective.

Reducing uncertainty must be a priority

Not	only	is	the	trend	deterioration	in	the	financial	
performance of residential care providers not 
sustainable, but there is also considerable uncertainty 
as to when this deterioration will be arrested and 
what will be the future direction of Government 
policy.	COVID-19	will	be	contributing	to	this	
uncertainty, although all aspects of Australian society 
remain uncertain as to the impact of the virus.  

Even	before	the	impact	of	COVID-19,	uncertainty	was	
delaying and deterring investment in the residential 
care sector. If the margin pressure remains, the 
overall	financial	position	of	providers	will	continue	
to deteriorate	and	the	viability	of	an	increasing	
number	of	providers	will	come	into	question.	
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This	trend	could	be	accelerated	if	COVID-19	takes	
hold in more aged care residential facilities, as has 
occurred in some other countries. 

The viability of providers is varied. Some 
rationalisation in the industry is needed, and while 
poorly performing providers should exit, disruptive 
and disorderly closure of services needs to be 
avoided. The recently announced Government 
Funded Business Improvement Fund for residential 
aged care provides grants to facilitate struggling 
providers to improve their viability and, if that is not 
possible, to facilitate the transition of services to 
a new provider or the closure of the business in a 
safe and orderly fashion. This is a welcome initiative, 
however,	if	the	financial	performance	of	residential	
care continues to deteriorate, which may accelerate 
with	the	spread	of	COVID-19,	the	size	of	the	Fund	will	
need	to	be	significantly	increased.	More	importantly,	
unless the uncertainty over the outlook for the 
industry is not reduced, providers will be increasingly 
reluctant to take over a provider experiencing 
significant	financial	difficulties	regardless	of	any	
financial	incentive	offered	by	the	Government.	

The temporary funding increases provided by the 
Government to the aged care industry to deal with 
COVID-19	would	be	welcomed	by	the	community	as	
an appropriate response. However, given the issues 
and concerns raised in the proceedings of the Royal 
Commission, the public would likely expect that any 
ongoing additional funding to the aged care industry 
would be linked to an improvement in the aged care 
system,	particularly	to	enhance	the	quality	and	safety	
of care, and to improve access to and choice of care. 
The nature of the reforms being contemplated by the 
Royal Commission is still being developed, although 
consultation papers from the Royal Commission 
and submissions from Counsel Assisting indicate 
the Commission’s preliminary thinking on some 
matters and possible recommendations. They 
also	acknowledge	that	the	significant	reforms	will	
be expensive and take time to implement, and in 
some	areas	further	analysis	will	be	required,	along	
with impact studies.

Of course, the Royal Commission only makes 
recommendations. It will be up to the Government to 
decide which recommendations will be implemented 
and their timing. While this process will take time, the 
Royal Commission, and the Government, must give 
a priority to reducing the uncertainty that currently 
prevails in the aged care industry. The impact of 
COVID-19	has	added	to	the	uncertainty	confronting	
the industry and the delay in the proceedings of the 
Royal Commission may have increased concerns over 
when the fundamental issues facing the industry 
will be addressed. When the Royal Commission 
does finalise	its	report,	to	reduce	uncertainty,	 

it will be important that its recommendations 
are based on sound evidence, clear and precise 
and most importantly, are readily implementable 
and affordable. 

In addition, any transition arrangements need to be 
carefully	considered	and	clearly	specified.	

The	COVID-19	pandemic	significantly	adds	to	the	
uncertainty confronting the aged care industry. The 
unprecedented nature of the pandemic makes it 
impossible to know when it will be resolved and the 
uncertainty removed. However another source of 
uncertainty impacting on the industry is the Royal 
Commission, and perhaps more importantly, the 
Government’s response. The Government cannot 
respond to the Royal Commission’s recommendations 
until	they	are	finalised,	and	given	the	delay	in	the	
Royal	Commission’s	processes,	it	is	difficult	for	the	
Government to give any indication as to the timing of 
its response. But in order to give some guidance to 
the industry against this background of uncertainty, 
the Government could reassure both consumers 
and	providers	that	COVID-19	has	not	diminished	its	
commitment to advancing the long-term reforms in 
aged care. In providing such reassurance, it could 
acknowledge that there will be permanent additional 
funding for aged care services, both Government and 
consumer contributions (discussed further below), 
and this increase in funding will be accompanied by 
significant	improvements	in		safety	and	quality	of	
care, access to care and overall accountability and 
efficiency	of	the	industry.	

Establishing an environment that supports 
investment in aged care

One of the reasons for emphasising the priority for 
reducing uncertainty over the future direction of 
aged care reforms is the necessity to improve the 
environment for investment in the industry. 

While the Government is the main source of funding 
for aged care, the services are primarily delivered by 
the	non-government	sector,	both	for-profit	and	not-
for-profit	providers.	These	providers	will	not	invest	in	
the aged care industry, nor will they be able to attract 
and	retain	the	required	management	teams	and	
staff,	unless	they	have	confidence	in	the	direction	and	
stability of policy settings, particularly regulatory and 
funding structures. As noted previously, this needs 
to be a key consideration of the Royal Commission 
in approaching its recommendations, and for the 
Government in considering the timing and nature of 
its response to the Commission’s recommendations. 
In this regard, it will be important that providers 
understand the rationale for changes and have 
the	opportunity	to	inject	their	perspective	on	the	
implications of the proposed changes. 
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Promoting innovation and technology

The need for social distancing, isolation and 
visit restrictions are some of the outcomes from 
the	COVID-19	crisis	that	are	forcing	aged	care	
providers to	innovate	processes	and	access	
technology to create solutions. Some of these ideas 
may be developed internally, others by external 
service providers. 

The sector was already making changes and will 
continue to do so. Changes seen so far include: 
use of technology to deliver services and connect 
people;	combining	service	offerings;	new	forms	of	
engagement	of	families	and	volunteering;	different	
delivery arrangements in home care; use of generic 
services;	joint	venturing	between	service	providers	
and product providers; take up of new products 
by consumers and families; product providers 
changing	their	service	offering;	new	procurement	
networks; and, older people making their own 
priority	decisions.	Providers	are	also	starting	to	
reconsider residential care design that would 
better support	frail	residents	in	future	pandemics.	
The aged care industry likely continue to embrace 
many of these changes. Stewardship, incentives, 
funding and regulation will all need to support 
these new practices. 

This process could be facilitated through aged 
care incubator	programs	that	bring	together	aged	
care entrepreneurs and start-ups with mentors, 
investors and support networks to fast-track ideas 
into the market. Such programs may also encourage 
aged care providers tap in to additional revenue 
streams through the commercialisation of new 
technology solutions.  

The Government’s fiscal constraints cannot 
be ignored

In preliminary submissions on program re-design, 
Counsel Assisting the Royal Commission has 
proposed a future system where there is a  
needs-based entitlement to aged care, where 
funding levels are linked to actual costs, and where 
the supply of aged care is not capped or rationed. 
Counsel Assisting’s submissions also propose 
mandatory	minimum	staffing	levels	in	residential	
aged care, along with enhanced training, skills 
and	qualifications,	and	improved	remuneration	
for workers. If these proposals are agreed and 
implemented	this	would	require	a	very	large	
increase in the funding for aged care providers, 
particularly Government funding. 

The	Government’s	response	to	the	COVID-19	crisis	
has already led to a very large increase in the Budget 
deficit	and	the	level	of	Australian	Government	debt.	

This was essential given the potential magnitude of 
the	economic	downturn	as	a	consequence	of	the	
steps taken to contain the spread of the virus. The 
Government has emphasised, however, that the 
measures are temporary and that there has not been 
a structural increase in Government spending. 

When considering the long-term funding 
requirements	of	the	aged	care	industry,	the	
Government	cannot	ignore	fiscal	realities.	In	fact,	
once the crisis has passed there may be a strong 
focus on containing Government expenditure in 
order	to	restore	fiscal	sustainability.	Should	the	Royal	
Commission recommend changes that involve a very 
substantial increase in Government outlays on aged 
care, there needs to be an assessment as to whether 
this can be accommodated within the Government’s 
fiscal	settings.	Prior	to	the	impact	of	COVID-19,	a	
focus of the Government was on ensuring that its 
expenditure on aged care was balanced against 
other spending priorities and consistent with the 
sustainability	of	the	Government’s	overall	fiscal	
position. That balancing task will remain once the 
coronavirus crisis has passed. A recommendation 
from the Royal Commission for an ‘aspirational’ aged 
care	system	that	is	not	anchored	in	fiscal	realities	will	
not provide the certainty that the industry needs.

The Legislated Review of Aged Care 2017 (the Tune 
Review), noted that there are four key conditions that 
must be met before removing regulatory controls to 
uncap supply of aged care. These are:

• Government needs an accurate understanding for 
the underlying demand for aged care services.

• Consumers	must	make	equitable	and	sufficient	
contributions to the costs of their care, without 
those contributions being so high that they create a 
barrier to accessing care.

• There must be a robust system for 
assessing eligibility for Government funded 
aged care services.

• Government	policy	needs	to	ensure	equitable	
supply	of	services	across	different	population	
groups, and in settings where there is limited choice 
or competition, such as remote locations.

It will be important that these conditions are met 
before the Government uncaps the supply of aged 
care services as recommended by the Counsel 
Assisting the Royal Commission.

Counsel Assisting acknowledged that a reliable 
understanding of demand for aged care services 
is needed for budgeting and planning and an 
understanding of the supply side to avoid bottlenecks. 
Counsel also said that pre-conditions should include 
robust	quality	assurances	and	arrangements	for	
ensuring accountability for expenditure on care.

2484



120

With an ageing population, expenditure on aged 
care, along with age pensions and age-related health 
costs, will be an increasingly important component 
of the Federal Budget. The Government will need to 
have an accurate understanding of future demand 
for Government subsidised aged care services in 
order	to	prepare	its	Budget	and	set	fiscal	policy.	The	
Productivity	Commission’s	2011	report	Caring for 
Older Australians and the Legislated Review of Aged 
Care 2017 both observed that estimating demand 
for aged care services is complex, there are data 
limitations and accurate assessments of demand are 
yet to be developed. They are important because 
no government wants an unexpected ‘blow out’ 
in its budget. Before fully uncapping supply, the 
Government	will	have	to	have	confidence	in	its	ability	
to estimate the future demand for aged care services.

Another of the conditions for uncapping supply set 
by the Tune Review was that there must be a robust 
system for assessing eligibility for government funded 
aged care services. It will also be important to ensure 
that	Government	funding	is	accurately	reflective	of	
the actual cost of care, and that the care is delivered 
in	the	most	efficient	and	cost	effective	manner.	It	is	
important	that	the	Government	has	confidence	that	
its care assessment arrangements and its tool for 
allocating funding is robust. If there is an increase in 
Government expenditure beyond what is forecast 
in	the	Budget,	the	Government	has	to	be	confident	
that	this	reflects	growth	in	the	underlying	need	for	
aged	care	services	and	is	not	driven	by	deficiencies	
in the assessment process or the funding tool. 
The recent	ad	hoc	changes	in	policy	and	ACFI	funding	
are examples of the ongoing cycle of policy changes 
and uncertainty.	

Setting the ‘price’ for aged care services

The preliminary submission from Counsel Assisting 
the Royal Commission envisaged a redesigned aged 
care	program	where	aged	care	funding	reflects	
the actual cost of providing necessary care, which 
would be set by an independent authority on the 
basis	of	efficient	standardised	costs	ascertained	at	
regular intervals. It is important that the funding 
arrangements are stable, for this is fundamental 
to	ensuring	overall	confidence	in	the	aged	care	
industry. The funding arrangements also have to be 
consistent	with	achieving	ongoing	equity	of	access	for	
all consumers that does not incentivise outmoded or 
inefficient	care	practices	and	use of resources.

Government subsidies for aged care have to support 
the	delivery	of	quality	aged	care	services,	but	they	
should	not	support	inefficient	and	poorly	managed	
services. Nor should the overall arrangements provide 
higher than necessary funding. However a key aspect 

of ensuring the overall funding pool is appropriate 
is	to	ensure	that	it	not	only	adequately	covers	the	
actual cost of care but also allows providers to 
achieve	an	adequate	rate	of	return.	As	noted,	the	
preliminary submission by Counsel Assisting the 
Royal Commission is envisaging that the ‘cost’ of care 
would be set by an independent authority. In its 2011 
report on Caring for Older Australians, the	Productivity	
Commission recommended that an independent 
Australian Aged Care Commission set the ‘price’ for 
aged care services as well as recommending the 
level of consumer co-contribution. The Aged Care 
Roadmap refers to establishing a ‘market informed 
price that the Government is prepared to pay’ for 
subsidising the delivery of aged care services.

It is not a simple matter, however, for the 
Government to set an appropriate overall price 
for aged care services that avoids over generous 
support	for	inefficient	providers	and	does	not	provide	
a rate of return greater than that necessary for 
providers to maintain their involvement in the aged 
care industry. The industry is very diverse and the 
financial	results	of	providers	vary	greatly	depending	
on business structures, business acumen, location, 
financing	arrangements,	and	motivations,	including	
those who are mission based. Nevertheless, while a 
difficult	task,	establishing	the	efficient	‘price’	for	aged	
care is fundamental to ensuring the sustainability 
of the industry. Towards reducing uncertainty in 
the industry, priority has to be given to establishing, 
in consultations with providers, arrangements for 
determining the ‘price’ for aged care services.

Equitable contributions by consumers for the 
costs of their aged care

One of the key considerations before uncapping 
supply for aged care services, as noted by the 
Legislated Review of Aged Care 2017, is consumers 
making	equitable	and	sufficient	contribution	to	
the cost of their care. The Royal Commission’s 
Consultation	Paper	1	released	in	December	2019	
noted	the	Australian	Government’s	financial	support	
for health needs of older people relies on several 
principles, including; the cost of care should be 
affordable	to	individuals,		underwriting	some	of	the	
cost of essential care for all people, and supplying 
additional assistance where individuals are unable to 
afford	the	cost	of	their	care;	and	individuals	should	
be given a sense of personal and social responsibility 
through, for example, the use of co-payments.

As outlined in ACFA’s report on Attributes for 
Sustainable Aged Care, the Government has to clarify 
its role, and the role of the consumer, in funding aged 
care. The Government has to clarify whether its role 
is to provide subsidised aged care to all Australians, 
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with a limited contribution from consumers who can 
afford	to	do	so,	or	whether	the	Government’s	primary	
role is to provide a safety net for those Australians 
who cannot meet some or all of their aged care costs, 
while those with means taking greater responsibility 
for their care costs. 

The current system is closer to the former situation. 
While	those	who	can	afford	to	make	a	contribution	
to their care costs do so, this contribution is minimal 
and capped by annual and lifetime limits. Also, while 
a resident’s principal home is included in the means 
test to determine a resident’s contribution to their 
accommodation and care costs, if it is unoccupied 
by a protected person, the cap is set at a low level 
($170,000). At such a low level, the cap is regressive, 
representing	a	significant	proportion	of	the	value	of	
a resident’s home in a regional area, but a fraction 
of the value of a home in metropolitan areas. 
Residents with a greater proportion of their wealth 
in a home will contribute relatively less to the cost 
of care than a person with wealth in other areas. 
Moreover,	regardless	of	the	resident’s	financial	
circumstances, the basic daily fee is set at 85 per cent 
of the single person’s pension. Such a situation is 
inequitable and regressive.

The Royal Commission process has highlighted 
that the Australian community is expecting a 
higher	level	and	quality	of	aged	care	than	currently	
available.	The cost	of	funding	these	services	will	be	
substantially higher	than	current	funding	levels.	
Sustainable aged care funding arrangements will 
require	that	consumers	who	can	afford	to	do	so	
make a greater contribution towards the cost of the 
services they receive in aged care (complemented by 
a	greater	choice	of	higher	quality	services).	This	would	
involve stronger means testing arrangements for 
care fees. This should include increasing the cap on 
the value of the home in the residential care means 
test and/or introducing a threshold beyond which 
the home value becomes assessable. In addition, 
attention should be directed towards accessing the 
value	of	the home,	such	as	through	equity	release	
arrangements along the lines of the Government’s 
Pension	Loans	Scheme,	which	will	allow	residents	
to pay for aged care services without having to sell 
their	home.	The Legislated Review of Aged Care 2017 
recommended including the full value of the home 
in the means test for residential care when there is 
no protected person in that home. The Review also 
recommended removing the annual and lifetime caps 
on means-tested care fees.

A further step would be to uncap the basic daily fee 
for	residential	care	for	consumers	who	can	afford	
to pay. This would boost the revenue of residential 
care providers and allow older people increased 

choice of everyday living conditions. The Government 
should also implement the recommendation of the 
Legislated	Review	of	Aged	Care	2017	and	require	
providers to charge the basic daily fee and income-
tested care fee in home care. As noted previously, 
signalling such changes would help improve 
confidence	in	the	aged care industry.

Much of the current focus in the aged care program 
has been on achieving viability and sustainability 
within the current service models. However changes 
to service models could reduce the demand for aged 
care services and increase consumer’s preparedness 
to pay. The implications of the development of new 
service models will need to be carefully monitored.

Better engagement of consumers in the role 
they play

As noted above, consumers who have the capacity 
to contribute to the cost of their aged care services 
should	do	so.	For	this	to	be	achieved,	it	will	require	
greater consumer acceptance of their need and 
ability to contribute higher fees. The core to 
achieving this acceptance is to improve consumers’ 
access to information.

While information sources such as MyAgedCare 
help in identifying what fees are payable, most 
people come into aged care decisions in a period 
of high stress with limited time to make decisions. 
There is a pressing need to help consumers make 
more informed decisions.

There is currently no clear pathway for consumers 
to readily access unbiased advice. ACFA’s report 
Understanding How Consumers Plan and Finance  
Aged Care highlighted that consumers consult a 
variety of sources including aged care providers, 
friends	and	family,	financial	planners,	accountants,	
placement agencies, Centrelink Financial Information 
Services	officers	and	websites.	

Further research is needed to unpack and understand 
the consumer decision process and the role that 
advice plays. Many of the sources from which 
consumers currently seek advice do not have 
adequate	skills	or	modelling	tools	to	consider	not	
only consumers immediate needs but also the impact 
of future changes throughout the person’s life. Aged 
care	advice	should	be	better	defined	by	Government	
and regulators to clarify its connection to advice 
requirements	under	the	Corporations	Act.	This	could	
be	facilitated	by	considering	the	classification	of	a	
refundable	accommodation	deposit	(RAD)	and	its	
payment option of a daily accommodation payment 
(DAP)	–	as	well	as	the	low-means	resident	equivalents	
–	as	a	financial	product.	
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Consideration and research may also include 
understanding how to reposition government 
messages to highlight that aged care is an individual 
and community problem, and the role of government 
is to ensure everyone has access at a level that is 
affordable	rather	than	to	be	the	core	funder.	In	the	
minds of consumers and their families, this may help 
to shift the focus of Government subsidies to be a 
concession they can access, rather than the fees they 
contribute being a penalty. This may also help to 
refocus that the consumer is the client for aged care 
services rather than the Government.

A challenging year ahead

As	a	result	of	COVID-19,	2020	is	proving	to	be	a	
difficult	and	challenging	year	for	all	aspects	of	
Australian society, and this includes the aged care 
industry.	The	consequences	and	uncertainties	
associated	with	COVID-19	can	be	overwhelming	and	
all consuming. Yet as noted in this report, the need 
for a sustainable aged care industry remains. Among 
the challenges facing providers, consumers and the 
Government is to continue to advance the reforms 
needed	to	ensure	that	Australia	has	an	efficient,	
equitable	and	sustainable	aged	care	industry	which	
delivers safe, quality	care.
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Appendix A: ACFA Membership

Members

ACFA position Name Organisation

Chairman Mr	Mike	Callaghan	AM	PSM Economic consultant

Deputy	chair Mr Nicolas Mersiades Director	Aged	Care,	Catholic	Health	Australia

Member Mr Ian Yates AM Chief Executive, COTA Australia

Member Mr Gary Barnier Partner,	Cooperage	Capital

Member Mrs Natalie Smith Head	of	Business	Execution,	Business	and	Private	Bank,	ANZ

Member Prof	Michael	Woods	 Professor,	Centre	for	Health	Economics	Research	and	Evaluation,	
UTS Business School

Member Dr	Mike	Rungie	 Global Centre for Modern Ageing

Member Ms Susan Emerson General	Manager	Equip	for	living	and	Leef	Independent	Living	
Solutions SA/NT

Member Ms	Louise	Biti	 Director,	Aged	Care	Steps

Government representatives

ACFA position Name Organisation

Representative Mr Jaye Smith First Assistant Secretary, Ageing and Aged Care Group, 
Department	of	Health	

Representative Mr	John	Dicer Aged	Care	Pricing	Commissioner

Representative Ms	Victoria	Wooley	 Manager,	Health	and	Disability	Social	Policy	Division,	 
Department	of	the	Treasury	
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Appendix B: Recent work 
completed by ACFA41

Work Date of completion

‘Consideration	of	the	financial	impact	on	home	care	providers	as	a	result	of 
changes in payment arrangements’ report

Published	8	January	2020.

‘Attributes for sustainable aged care’ report Published	22	November	2019.

2019 Annual Report on Funding and Financing of the Aged Care Industry Published	5	July	2019.

ACFA provided its Submission to the Royal Commission into  
Aged Care Quality and Safety

29 April 2019.

ACFA’s	report	on	understanding	how	consumers	plan	and	finance	aged	care Published	24	December	2018.

ACFA’s report on respite for aged care recipients Published	28	November	2018.

ACFA’s Update on Funding and Financing issues in residential aged care industry Published	5	November	2018.

2018 ACFA Annual Report on Funding and Financing of the Aged Care Sector Published	28	August	2018.

2017 Annual Report on Funding and Financing of the Aged Care Sector Published	in	August	2017.

Application of the Base Interest Rate Published	in	June	2017.

Bond Guarantee Scheme Published	in	May	2017.

Report to Inform the 2016-17 Review of Amendments to the Aged Care Act 1997 Published	in	June	2017.

Access to Residential Care by Supported residents Published	in	February	2017.

2016 Annual Report on Funding and Financing of the Aged Care Sector Published	in	August	2016.

Report	on	Issues	Affecting	the	Financial	Performance	of	Rural	and	Remote	Providers,	
Residential and Home Care

Published	in	February	2016.

2015 Annual Report on Funding and Financing of the Aged Care Sector Published	in	August	2016.

41 Past	ACFA	Advice	
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Appendix C: ACFA’s stakeholder 
engagement

ACFA holds meetings and forums with representatives 
from	the	investment	and	financing	industries,	
providers and consumers. This engagement is 
critical to ACFA’s understanding of the key issues, 
developments and challenges facing the industry. 
Since July 2018, ACFA’s consultations with industry 
have	increased	significantly	as	noted	in Chapter 1.

In preparation for its 2020 annual report, ACFA has 
once again consulted heavily with consultations 
held in January, February and early March 2020. 
Consultations included a wide range of aged care 
providers	(residential	and	home	care),	financial	
institutions and analysts and included providers in 
metropolitan and regional areas. This additional 
consultation allows ACFA to present an updated 
view of	both	the	home	care	and	residential	care	
sectors in 2019-20.

ACFA Roundtables
In August and September 2019, ACFA held 
Roundtables in Sydney, and Melbourne and 
Adelaide with aged care providers and members of 
the	investment	and	financing	community	to	share	
the	findings	of	its	2019	annual	report	and	to	hear	
their views on key issues facing the industry. These 
roundtables were also used as consultations for 
ACFA’s ‘Attributes for Sustainable Aged Care’ report, 
provided to Government in October 2019.

More than 50 representatives from various 
organisations participated in the roundtables and 
a diverse range of issues and views were discussed 
regarding	the	current	financial	situation	in	the	
aged care Industry, current and future investment 
challenges and workforce issues.

Presentations
Since its last annual report, ACFA has presented at 
the various forums:

• Criterion Conference on Financial Transformation in 
Aged Care on 29 April 2020.

• ACFA	Chair	consultations	on	funding	and	financing	
issues January to March 2020

• Aged Care Guild Board Meeting January 2020

• StewartBrown workshops in Sydney, Melbourne 
and Brisbane ‘Funding and Financing Challenges in 
Aged Care’ in October 2019

• Criterion Conference on ‘Funding and Financing 
Challenges in Aged Care’ in September 2019

• ACFA Roundtables in Sydney, Melbourne and 
Adelaide in August and September 2019
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Appendix D: Aged care workforce

Table D.1: Full-time equivalent (FTE) direct care employees in the residential aged care workforce, by 
occupation: 2003, 2007, 2012 and 2016 (estimated FTE and per cent)

Occupation 2003 2007 2012 2016

Nurse practitioner n/a n/a 190 293

Registered nurse 16,265 13,247 13,939 14,564

Enrolled nurse 10,945 9,856 10,999 9,126

Personal	care	attendant 42,943 50,542 64,669 69,983

Allied health professional
5,776 5,204

1,612 1,092

Allied health assistant 3,414 2,862

Total number of employees (FTE) 75,929 78,849 94,823 97,920

As a % of total employees

Nurse practitioner n/a n/a 0.2% 0.3%

Registered nurse 21.4% 16.8% 14.7% 14.9%

Enrolled nurse 14.4% 12.5% 11.6% 9.3%

Personal	care	attendant 56.5% 64.1% 68.2% 71.5%

Allied health professional
7.6% 6.6%

1.7% 1.1%

Allied health assistant 3.6% 2.9%

Table D.2: Size of the home support and home care workforce, all PAYG employees  
and direct care employees: 2007, 2012 and 2016

Occupation 2007 2012 2016

All	PAYG	employees 87,478 149,801 130,263

Direct	care	employees 74,067 93,359 86,463
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Table D.3: Direct care employees in the home support and home care workforce,  
by occupation: 2007, 2012 and 2016 (estimated FTE and per cent)

Occupation 2007 2012 2016

Nurse practitioner n/a 55 41

Registered nurse 6,079 6,544 4,651

Enrolled nurse 1,197 2,345 1,143

Community care worker 35,832 41,394 34,712

Allied health professional
2,948

2,618 2,785

Allied health assistant 1,581 755

Total number of employees (FTE) 46,056 54,537 44,087

As a % of total employees

Nurse practitioner n/a 0.1% 0.1%

Registered nurse 13.2% 12.0% 10.5%

Enrolled nurse 2.6% 4.3% 2.6%

Community care worker 77.8% 75.9% 78.7%

Allied health professional
6.4%

4.8% 6.3%

Allied health assistant 2.9% 1.7%
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Appendix E: Means testing 
arrangements

Home care
In addition to the basic daily fee, an income-
tested care fee was introduced in home care from 
1 July 2014.	Unlike	the	arrangements	for	the	basic	
daily fee, the Commonwealth payment received by 
the provider is reduced by the amount of the income-
tested care fee. Accordingly, to receive an amount 
equivalent	to	the	full	subsidy	the	provider	needs	to	
charge the appropriate income-tested care fee.

Annual income-tested care fees in home care are 
currently	capped	at	$5,617.47	for	part-pensioners	
and	$11,234.96	for	non-pensioners	(March	2020	
rate).	A	lifetime	cap	of	$67,409.85	per	consumer	
currently applies for care contributions across 
home care and residential care (March 2020 rate). 
Full	pensioners	are	not	required	to	contribute	to	
their	care	costs	and	may	only	be	required	to	pay	
the basic daily fee

Figure E.1: Current income testing for home care (post 1 July 2014)
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Residential care
Changes	to	residential	care	from	1	July	2014	
introduced more comprehensive means testing 
arrangements by way of a combined assets and 
income assessment and a new fees structure.

Annual and lifetime caps were also introduced, 
with	an	annual	cap	of	$28,087.41	applying	to	the	
meanstested	care	fee	and	a	lifetime	cap	of	$67,409.85	
for care contributions (March 2020 rate).

Figure E.2 demonstrates how the means testing 
arrangements created three tiers of consumer 
contributions in residential care:

• consumers	with	low	means,	who	are	required	
to pay only the basic daily fee (85 per cent of 
the	single basic	age	pension)	as	a	contribution	
towards their daily living expenses, while their 
accommodation and care costs are funded by the 
Australian Government;

• consumers with moderate means, who in 
addition to	contributing	towards	their	daily	living	
expenses by paying the basic daily fee, also make a 
capped contribution towards their accommodation 
costs; and

• consumers with greater means, who in addition 
to contributing towards their daily living expenses, 
also pay the basic daily fee for their accommodation 
costs in full and make a capped contribution 
towards their care costs.

Figure E.2: Current means testing for residential care (post 1 July 2014)
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Appendix F: Financial ratios by 
provider ownership type

Table F.1: Financial ratios of total sector by provider type, 2018-19

Not-for-profit For-profit Government Total sector

Total	RADs	($m) $15,490 $14,003 $690 $30,183

No. of providers 488 276 93 857

EBITDA	p.r.p.a $8,520 $9,528 -$1,036 $8,523

Capital structure

Assets p.r.p.a $265,812 $304,923 $259,862 $280,920

No.	of	RADs 51,345 40,453 3,072 94,870

Avg	RAD	per	resident $301,683 $346,156 $224,678 $280,920

Net worth p.r.p.a $90,520 $27,832 $147,326 $68,244

Working capital p.r.p.a -$89,963 -$160,540 -$15,013 -$114,592

Non-current liabilities as % of total assets 2.7% 12.2% 5.9% 6.8%

RADs	as	%	of	total	assets 55.2% 62.7% 34.7% 57.6%

Net worth as % total assets 34.1% 9.1% 56.7% 24.3%

Viability

Current ratio 0.47 0.33 0.85 0.41

Interest coverage 13.7 times 5.0 times -7.4	times 7.7 times

NPBT	margin 1.1% 2.7% -6.8% 1.4%

Occupancy 91.6% 86.8% 90.4% 89.6%

%	EBITDA	to	total	assets 3.2% 3.1% -0.4% 3.0%

%	EBITDA	to	net	worth 9.4% 34.2% -0.7% 12.5%

RADs	asset	cover	(T.A.) 1.8 times 1.6 times 2.9 times 1.7 times
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Table F.2: Financial ratios for not-for-profit providers, 2018-19

Top Next top Next bottom Bottom Total

No. of providers 106 130 143 109 488

EBITDA	p.r.p.a $21,503 $9,889 $3,874 -$6,701 $8,520

Capital structure

T. Assets p.r.p.a $296,782 $244,470 $259,391 $293,568 $265,812

No.	of	RADs 11,091 18,376 15,572 6,306 51,345

Avg	RAD	per	resident $312,047 $287,020 $310,900 $303,423 $301,683

Net Worth p.r.p.a $109,419 $83,868 $77,985 $109,437 $90,520

Working Capital p.r.p.a -$92,819 -$76,332 -$108,474 -$80,558 -$89,963

Non.Curr	Liab	as	%	of	T.Asts. 2.2% 2.8% 2.5% 3.4% 2.7%

RADs	as	%	of	T.	Asts 52.7% 55.3% 58.7% 51.4% 55.2%

Net Worth as % T.Asts 36.9% 34.3% 30.1% 37.3% 34.1%

Viability

Current ratio 0.49 0.50 0.38 0.54 0.47

Interest coverage 45.8	times 16.5 times 5.4	times -9.5 times 13.7 times

NPBT	margin 12.0% 2.6% -2.8% -14.7% 1.1%

Occupancy 93.6% 92.3% 90.9% 87.9% 91.6%

%EBITDA	to	T.	Assets 7.2% 4.0% 1.5% -2.3% 3.2%

%EBITDA	to	Net	Worth 19.7% 11.8% 5.0% -6.1% 9.4%

RADs	Asset	Cover	(T.A.) 1.9 times 1.8 times 1.7 times 1.9 times 1.8 times

Table F.3: Financial ratios of government providers, 2018-19

Top Next top Next bottom Bottom Total

No. of providers 22 12 6 53 93

EBITDA	p.r.p.a $44,030 $10,742 $3,922 -$21,831 -$1,036

Capital structure

T. Assets p.r.p.a $280,874 $236,590 $319,000 $256,480 $259,862

No.	of	RADs 739 483 116 1,734 3,072

Avg	RAD	per	resident $206,671 $196,512 $226,444 $240,079 $224,678

Net Worth p.r.p.a $142,065 $172,387 $218,935 $134,240 $147,326

Working Capital p.r.p.a -$31,998 $1,840 -$6,150 -$15,970 -$15,013

Non.Curr	Liab	as	%	of	T.Asts. 5.8% 1.8% 1.7% 7.7% 5.9%

RADs	as	%	of	T.	Asts 36.1% 25.3% 24.9% 38.3% 34.7%

Net Worth as % T.Asts 50.6% 72.9% 68.6% 52.3% 56.7%

Viability

Current ratio 0.74 1.03 0.93 	0.84	 0.85

Interest coverage 309.5 times 248.3	times	 18.2 times -129.8 times -7.4	times	

NPBT	margin 22.0% 2.2% -4.4% -26.3% -6.8%

Occupancy 92.1% 90.7% 91.6% 89.6% 90.4%

%EBITDA	to	T.	Assets 15.7% 4.5% 1.2% -8.5% -0.4%

%EBITDA	to	Net	Worth 31.0% 6.2% 1.8% -16.3% -0.7%

RADs	Asset	Cover	(T.A.) 2.8 times 3.9 times 4.0	times	 2.6 times 2.9 times 
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Table F.4: Financial ratios of for-profit providers, 2018-19

Top Next Top Next Bottom Bottom Total

No. of providers 86 72 65 53 276

EBITDA	p.r.p.a $21,738 $9,956 $5,189 -$10,305 $9,528

Capital structure

T. Assets p.r.p.a $328,318 $287,018 $224,989 $376,612 $304,923

No.	of	RADs 14,412	 11,176 7,083 7,782 40,453

Avg	RAD	per	resident $371,270 $307,943 $326,536 $372,384 $346,156

Net Worth p.r.p.a $28,988 $37,286 $15,393 $23,697 $27,832

Working Capital p.r.p.a -$175,389 -$189,547 -$92,497 -$158,612 -$160,540

Non.Curr	Liab	as	%	of	T.Asts. 9.8% 8.8% 7.7% 23.5% 12.2%

RADs	as	%	of	T.	Asts 64.9% 56.7% 72.8% 60.0% 62.7%

Net Worth as % T.Asts 8.8% 13.0% 6.8% 6.3% 9.1%

Viability

Current ratio 	0.34 0.16 0.52 0.40 0.33

Interest coverage 10.9 times 6.7 times 4.6	times	 -3.2 times 5.0 times 

NPBT	margin 12.8% 2.7% 1.8% -18.1% 2.7%

Occupancy 87.8% 88.8% 86.2% 82.7% 86.8%

%EBITDA	to	T.	Assets 6.6% 3.5% 2.3% -2.7% 3.1%

%EBITDA	to	Net	Worth 75.0% 26.7% 33.7% Note 1 34.2%

RADs	Asset	Cover	(T.A.) 1.5 times 1.8 times 1.4	times	 1.7 times 1.6 times 

Note	1	–	The	bottom	quartile	of	the	for-profit	sector	has	been	distorted	by	a	number	of	providers	who	have	significant	deficits	in	their	net	assets,	
which	has	resulted	in	the	total	net	assets	of	that	quartile	being	negative.	The	%EBITDA	to	Net	Worth	calculation	does	not	return	a	useful	amount,	
and therefore has not been published.
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Appendix G: Residential aged care 
subsidies and supplements

Table G.1: Total expenditure for subsidies and supplements in residential care, 2016-17 to 2018-19

2016-17 
$m

2017-18 
$m

2018-19 
$m

Basic Care subsidies

Permanent	 11,024.2 11,163.5 11,947.4

Respite 280.6 312.3 348.8

Primary care supplements

Oxygen 17.5 18.3 18.3

Enteral feeding 5.9 5.9 5.2

Respite incentive 30.1 34.6 40.6

Hardship

Hardship 4.9 4.0 3.9

Accommodation supplements

Accommodation supplement 907.5 1,029.6 1,134.2

Hardship accommodation 2.9 2.6 2.5

Transitional accommodation Supplement 15.5 10.7 7.6

Concessional 55.6 51.3 46.5

Accommodation charge top-up 1.4 1.0 0.7

Pensioner	supplement	 27.2 20.7 16.3

Viability Supplement

Viability	 43.2 55.8 62.0

Supplements relating to grand parenting

Transitional 4.8 3.8 3.2

Charge exempt 2.0 1.8 1.7

Basic daily fee 0.4 0.3 0.2

Other supplements

Veterans’	 1.1 1.6 1.7

Homeless 8.3 8.6 9.8

Reductions

Means testing reduction -560.8 -564.0 -627.2

Other 31.5 42.0 -9.1

TOTAL 11,903.8 12,204.4 13,014.3
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Appendix H: Residential care 
subsidy and supplements rates

Table H.1: ACFI rates ($ per day), 2017-18 to 2019-20

ACFI 2017-18 2018-19 2019-20

Activities of daily living (ADL)

Low $36.65 $37.16 $37.68

Medium $79.80 $80.92 $82.05

High $110.55 $112.10 $113.67

Behaviour (BEH)

Low $8.37 $8.49 $8.61

Medium $17.36 $17.60 $17.85

High $36.19 $36.70 $37.21

Complex Health Care (CHC)

Low $16.37 $16.48 $16.71

Medium $46.62 $46.95 $47.61

High $67.32 $67.79 $68.74

Interim rate for new residents pending ACFI assessment $56.22 $57.01 $57.81

Daily residential respite subsidy rates 2017-18 2018-19 2019-20

Low $46.09 $46.74 $47.39

High $129.24 $131.05 $132.88

Table H.2: Residential care supplements table, 2017-18 to 2019-20

Residential care 2017-18 2018-19 2019-20

Oxygen supplement* $11.35 $11.57 $11.72

Enteral Feeding supplement – Bolus* $17.99 $18.33 $18.57

Enteral Feeding supplement – Non-bolus* $20.21 $20.59 $20.86

Adjusted	Subsidy	Reduction $13.03 $13.21 $13.39

Veterans’	supplement $6.98 $7.08 $7.18

Homeless supplement $15.94 $21.01 $21.30

* These supplements are payable in respect of eligible residential respite care recipients.
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Table H.3: Residential care supplements (accommodation and hotel related)

Residential care 20/03/19 20/09/19 20/03/20

Higher	accommodation	supplement	–	newly	built	or	significantly	
refurbished facilities

$57.14 $57.49 $58.19

Accommodation supplement – facilities that are not newly built or 
significantly	refurbished	but	do	meet	set	building	requirements

$37.24 $37.47 $37.93

Accommodation supplement – facilities that are not newly built or 
significantly	refurbished	and	don’t	meet	set	building	requirements	

$31.29 $31.48 $31.86

Concessional resident supplement (concessional and assisted 
residents)	–	newly	built	or	significantly	refurbished	facilities

$57.14 $57.49 $58.19

Concessional resident supplement (concessional residents) – 
facilities that are not newly built or refurbished

$22.77 $22.91 $23.19

Concessional resident supplement (assisted residents) –  
facilities	that	are	not	newly	built	or	significantly	refurbished

$9.36 $9.42 $9.53

After 19 March 2008 and before 20 September 2010 $8.52 $8.57 $8.67

After 19 September 2010 and before 20 March 2011 $5.68 $5.71 $5.78

After 19 March 2011 and before 20 September 2011 $2.84 $2.86 $2.89

Transitional supplement $22.77 $22.91 $23.19

Basic	Daily	Fee	supplement $0.60 $0.60 $0.61

Respite	supplement	–	high	level	is	equal	to	or	greater	than	70%	of	
the	specified	proportion	of	respite	care	for	the	approved	provider

$93.36 $93.94 $95.08

Respite	supplement	–	high	level	is	less	than	70%	of	the	specified	
proportion of respite care for the approved provider

$54.87 $55.21 $55.88

Respite supplement – low level $39.15 $39.39 $39.87

Table H.4: Residential aged care viability supplement

Residential care viability supplement 2017-18 2018-19 2019-20

2017 Scheme Services (Modified Monash Model)

Eligibility score of 100 $56.09 $73.94 $74.98

Eligibility score of 95 $49.95 $65.85 $66.77

Eligibility score of 90 $45.06 $59.40 $60.23

Eligibility score of 85 $38.94 $51.34 $52.06

Eligibility score of 80 $32.76 $43.19 $43.79

Eligibility score of 75 $25.47 $33.58 $34.05

Eligibility score of 70 $19.09 $25.17 $25.52

Eligibility score of 65 $13.75 $18.12 $18.37

Eligibility score of 60 $11.63 $15.33 $15.54

Eligibility score of 55 $8.48 $11.18 $11.34

Eligibility score of 50 $6.36 $8.39 $8.51

Eligibility	score	of	45	# $0.00 $0.00 $0.00

Eligibility	score	of	40	# $0.00 $0.00 $0.00

Less	than	a	score	of	40 $0.00 $0.00 $0.00

Note:	the	Modified	Monash	Model	classification	scale	was	implemented	on	1	January	2017
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Appendix I: Residential care financing 
structures and balance sheets

Table I.1: Distribution of average lump sum accommodation deposits by ownership and quartile  
of EBITDA, 2018-19

Top Next top Next bottom Bottom Total

Not-for-profit

No. of providers 106 130 143 109 488

No.	of	providers	that	held	RADs 102 129 141 105 477

Proportion	of	residents	that	paid	RADs	in	
facilities,	where	RADs	were	held

49.6% 46.9% 48.3% 51.0% 48.4%

Average	RAD	per	resident $312,047 $287,020 $310,900 $303,423 $301,683

For-profit

No. of providers 86 72 65 53 276

No.	of	providers	that	held	RADs 85 72 64 53 274

Proportion	of	permanent	residents	that	paid	
RADs	in	facilities,	where	RADs	were	held

56.2% 50.0% 49.2% 60.3% 53.8%

Average	RAD	per	resident $371,270 $307,943 $326,536 $372,384 $346,156

Government

No. of providers 22 12 6 53 93

No.	of	providers	that	held	RADs 21 12 5 51 89

Proportion	of	permanent	residents	that	paid	
RADs	in	facilities,	where	RADs	were	held

49.6% 30.6% 41.1% 41.5% 40.8%

Average	RAD	per	resident $206,671 $196,512 $226,444 $240,079 $224,678

Total

No. of providers 214 214 214 215 857

No.	of	providers	that	held	RADs 208 213 210 209 840

Proportion	of	permanent	residents	that	paid	
RADs	in	facilities,	where	RADs	were	held

53.1% 47.6% 48.5% 53.7% 50.2%

Average	RAD	per	resident $341,605 $293,350 $315,333 $330,399 $318,153
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Appendix J: Home care revenue 
and expenditure

Table J.1: Financial performance results of home care providers per consumer per day, by ownership type, 
by quartile, 2018-19

Top quartile Next top Next bottom Bottom Total

Not-for-profit

Number of providers 96 117 125 109 447

Provision	of	care/services	charged $54.72 $43.38 $46.51 $47.77 $47.04

Client/case management fees charged $8.60 $10.97 $13.41 $10.03 $11.03

Admin and management of packages $15.32 $12.86 $9.76 $9.85 $11.73

Exit amounts deducted $0.16 $0.19 $0.14 $0.25 $0.19

Other income $1.27 $0.81 $1.92 $2.75 $1.63

Total expenses $65.00 $63.02 $71.16 $75.90 $68.49

Net	Profit	Before	Tax $15.08 $5.21 $0.58 -$5.24 $3.13

For-profit

Number of providers 86 72 56 71 285

Provision	of	care/services	charged $115.79 $59.27 $50.12 $42.87 $61.35

Client/case management fees charged $9.17 $5.01 $5.34 $8.39 $7.09

Admin and management of packages $12.40 $9.31 $8.70 $9.24 $9.73

Exit amounts deducted $0.15 $0.08 -$0.48 $0.01 -$0.01

Other income $12.38 $4.10 $3.82 $0.65 $4.15

Total expenses $125.75 $72.82 $67.08 $74.91 $81.98

Net	Profit	Before	Tax $24.14 $4.95 $0.42 -$13.75 $0.32

Government

Number of providers 25 17 25 27 94

Provision	of	care/services	charged $60.05 $41.76 $39.63 $37.68 $44.52

Client/case management fees charged $20.69 $6.38 $11.77 $10.49 $11.89

Admin and management of packages $17.00 $16.30 $11.17 $10.29 $13.88

Exit amounts deducted $0.38 $0.19 $0.22 $0.28 $0.26

Other income $1.05 $1.47 $0.38 $1.25 $1.03

Total expenses $76.99 $60.25 $62.50 $68.95 $66.35

Net	Profit	Before	Tax $22.18 $5.86 $0.68 -$8.96 $5.23

Total
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Top quartile Next top Next bottom Bottom Total

Number of providers 207 206 206 207 826

Provision	of	care/services	charged $67.11 $45.93 $46.43 $45.91 $49.57

Client/case management fees charged $9.73 $9.72 $12.41 $9.58 $10.35

Admin and management of packages $14.89 $12.47 $9.74 $9.70 $11.49

Exit amounts deducted $0.18 $0.17 $0.08 $0.19 $0.15

Other income $3.42 $1.40 $2.02 $2.09 $2.07

Total expenses $77.89 $64.49 $70.12 $75.29 $70.89

Net	Profit	Before	Tax $17.45 $5.20 $0.57 -$7.83 $2.73

Table J.2: Financial package results for home care providers per consumer per day, by ownership type,  
by quartile, 2018-19

Top quartile Next top Next bottom Bottom Total

Not-for-profit

Number of providers 96 117 125 109 447

Total revenue per consumer $29,228 $24,902 $26,184 $25,789 $26,141

Total expenses per consumer $23,725 $23,001 $25,973 $27,702 $24,998

NPBT	per	consumer $5,503 $4,069 $356 -$2,759 $7,169

For-profit

Number of providers 86 72 56 71 285

Total revenue per consumer $54,710 $28,385 $24,638 $22,323 $30,042

Total expenses per consumer $45,899 $26,579 $24,484 $27,342 $29,924

NPBT	per	consumer $8,811 $1,806 $153 -$5,019 $118

Government

Number of providers 25 17 25 27 94

Total revenue per consumer $36,197 $4,029 $28,273 -$2,513 $4,826

Total expenses per consumer $28,102 $3,672 $27,968 -$2,888 $4,474

NPBT	per	consumer $8,095 $357 $305 $375 $353

Total

Number of providers 207 206 206 207 826

Total revenue per consumer $34,797 $25,437 $25,801 $24,623 $26,872

Total expenses per consumer $28,429 $23,539 $25,593 $27,481 $25,873

NPBT	per	consumer $6,368 $1,898 $207 -$2,858 $998
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Appendix K: Home care subsidies 
and supplements

Table K.1: Home care subsidies per day, 2017-18 to 2019-20

Package level 2017-18 Annual 2018-19 Annual 2019-20 Annual

Level	1 $22.35 $8,157.75 $22.66 $8,270.90 $24.07 $8,809.62

Level	2 $40.65 $14,837.25 $41.22 $15,045.30 $42.35 $15,500.10

Level	3 $89.37 $32,620.05 $90.62 $33,076.30 $92.16 $33,730.56

Level	4 $135.87 $49,592.55 $137.77 $50,286.05 $139.70 $51,130.20

Table K.2: Home care supplement amounts per day, 2017-18 to 2019-20

Home care supplements 2017-18 2018-19 2019-20

Dementia and Cognition and Veterans’ supplement (11.5% of basic care subsidy)

Level	1 $2.24 $2.67 $2.77

Level	2 $4.07 $4.12 $4.87

Level	3 $8.94 $9.06 $10.60

Level	4 $13.59 $13.78 $16.07

Other

Note:	the	rate	of	both	the	Dementia	and	Cognition	supplement	and	the	Veterans’	supplement	in	home	care	were	increased	
from	10%	of	the	basic	subsidy	to	11.5%	from	20 March 2019

EACH-D	Top	Up	supplement $2.69 $2.73 $2.77

Oxygen Supplement $11.35 $11.57 $11.72

Enteral Feeding supplement – Bolus $17.99 $18.33 $18.57

Enteral Feeding supplement – Non–bolus $20.21 $20.59 $20.86

Home Care Viability supplement – Modified Monash Model classification

MMM 1,2,3 $0.00 $0.00 $0.00

MMM	4 $1.04 $1.05 $1.06

MMM 5 $2.29 $2.32 $2.35

MMM 6 $15.16 $15.37 $15.59

MMM 7 $18.20 $18.45 $18.71

Note:	the	MMM	classification	scale	was	implement	on	1	January	2017
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Home Care Viability supplement – ARIA value viability supplement amount 2017-18 2018-19 2019-20

ARIA Score 0 to 3.51 inclusive $0.00 $0.00 $0.00

ARIA	Score	3.52	to	4.66	inclusive $5.37 $5.45 $5.53

ARIA	Score	4.67	to	5.80	inclusive $6.45 $6.54 $6.63

ARIA	Score	5.81	to	7.44	inclusive $9.02 $9.15 $9.28

ARIA	Score	7.45	to	9.08	inclusive $10.84 $10.99 $11.14

ARIA	Score	9.09	to	10.54	inclusive $15.16 $15.37 $15.59

ARIA Score 10.55 to 12.00 inclusive $18.20 $18.45 $18.71

Note:	the	MMM	classification	scale	was	implement	on	1	January	2017

Table K.3: Summary of Australian Government payments of subsidies and supplements of home care, 
2016-17 to 2018-19

Supplement 2016-17 2017-18 2018-19

Dementia	and	cognition	supplement $24.7m $29.3m $36.2m

Veterans’	supplement $0.2m $0.3m $0.4m

Oxygen supplement $2.4m $3.1m $3.7m

Enteral feeding supplement $0.7m $0.9m $0.9m

Viability	supplement $11.4m $16.0m $18.1m

Hardship supplement $0.2m $0.3m $0.2m

Supplements in home care:
Dementia and cognition supplement: provides 
additional funding in recognition of the extra costs 
of caring for people with cognitive impairment 
associated with dementia and other conditions. 
This supplement	is	available	across	all	levels	of	home	
care packages. The supplement is payable at a rate 
of 11.5 per cent42 of the basic subsidy payable for the 
level of home care package.

Veterans’ supplement: provides additional 
funding for veterans with a mental health condition 
accepted	by	the	Department	of	Veterans’	Affairs	
(DVA)	as	related	to	their	service.	This	supplement	
is available across all levels of home care packages. 
The	supplement	is	payable	at	a	rate	of	11.5 per cent	
of the basic subsidy payable for the level of 
home care package.

42 the rate of both the dementia and cognition supplement 
and the veterans’ supplement in home care were increased from 
10%	of	the	basic	subsidy	to	11.5%	from	20 March 2019.

Oxygen supplement: provides additional funding for 
consumers	who	have	a	specified	medical	need	for	the	
continual administration of oxygen.

Enteral Feeding supplement: provides additional 
funding	for	care	recipients	with	a	specified	medical	
need for enteral feeding.

Viability supplement: is paid in recognition of 
the higher costs of providing services in rural 
and remote areas.

Hardship supplement: is available to home care 
consumers	who	are	having	difficulty	paying	their	aged	
care fees for reasons beyond their control.
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Appendix L: Residential care and 
home care financial data

Residential	care	and	home	care	providers’	financial	
data is obtained from Aged Care Financial Reports 
(ACFRs)	required	to	be	prepared	and	submitted	
by providers of residential aged care under the 
Accountability Principles 2014 (Section 35, 35A, 36, 37 
and 37A) made under Section 96-1 of the  
Aged Care Act 1997.

• Residential	and	home	care	financial	data	and	
analysis	given	in	this	report	includes	financial	
information for only those services that were 
operational from 1 July 2018 to 30 June 2019 and 
whose	financial	information	is	received	by	the	
Department of Health.

• Approximately 99 per cent of residential aged care 
providers and 97 per cent of home care providers 
submitted their ACFRs.

• Financial information contained in ACFRs 
varies from provider to provider. Accounting 
standards	are	subject	to	interpretation	and	it	is	
possible	that	interpretations	may	differ	between	
providers.	The	Department	has	not	verified	
providers’ interpretation and application of 
the accounting standards.

• The information in the ACFR is not audited. It 
is however tested for reasonableness to the 
Approved	Provider’s	audited	General	Purpose	
Financial Report which is also submitted annually. 
Whilst	some	verification	of	data	is	undertaken	
by	the	Department,	a	significant	portion	of	
data submitted through the ACFR has not 
been independently verified.

• Analysis	of	financial	data	may	be	affected	by	
incomplete, aggregated data provided in ACFRs.  
As a result, averages stated in the report may not 
fully represent the sector.

• Discrepancies	occur	in	the	ACFR	home	care	
income statement which can impact the overall 
average results of the sector. For example, there 
are instances where the details of the expenses 
are aggregated to other expenses or total 
expenses. There are also instances where income 
and expenditure through brokered services are 
not disclosed in their entirety thus understating 
revenue and expenditure. These instances result 
in inconsistency and limitations in deriving various 
metrics and measurements.

• The ACFR home care income and expenses are 
aggregated for Commonwealth Government 
funded package consumers and private consumers. 
Therefore, the analysis used in this report is not 
interpretable for any particular group of clients who 
are receiving/paying any particular funding type.

• Assets and liabilities reported in the residential 
aged care balance sheet contain, where not already 
fully	verifiable,	some	proportional	allocations	based	
on the historical and sector trends from other 
sources	within	provider	ACFRs	and	GPFRs.	These	
allocations have not been verified.
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Glossary

Term Definition

Accommodation supplement The accommodation supplement is payable on behalf of residents receiving 
permanent residential aged care who do not have the capacity to contribute 
to all or part of the cost of their accommodation.

Aged and Community Services 
Australia (ACSA)

A	national	peak	body	for	not-for-profit	providers	of	aged	and	community	
care in Australia.

Aged Care Act 1997 (the Act) The primary legislation governing the provision of aged care services.

Aged Care Approvals Round 
(ACAR)

A competitive application process that enables prospective and existing 
approved providers of residential aged care to apply for a range of new 
Australian	Government	funded	aged	care	places	and	financial	assistance	in	
the form of a capital grant.

Aged Care Assessment Team 
(ACAT)

ACATs are teams of medical and allied health professionals who assess 
the physical, psychological, medical, restorative, cultural and social needs 
of frail older people and help them and their carers to access appropriate 
levels of support.

Aged Care Financial Report 
(ACFR)

A reporting template introduced for the 2016-17 reporting year that 
consolidates	prudential	and	financial	reporting	information	that	was	
previously separately reported. The ACFR consolidates information 
previously	reported	through	the	Annual	Prudential	Compliance	Statement,	
the Survey of Aged Care Homes, the Home Care Financial Report and the 
Short Term Restorative Care Financial Report.

Aged Care Financing Authority 
(ACFA)

ACFA is a statutory committee that provides independent advice to the 
Australian	Government	on	funding	and	financing	issues,	informed	by	
consultation	with	consumers,	and	the	aged	care	and	finance	sectors.

Aged Care Funding Instrument 
(ACFI)

The	classification	instrument	used	to	calculate	subsidies	to	residential	aged	
care facilities.

Aged	Care	Pricing	
Commissioner 

The	Aged	Care	Pricing	Commissioner	is	an	independent,	statutory	office	
holder appointed under the Aged Care Act 1997 and reports to the Minister 
for Aged Care.

Aged Care Sector Committee

(ACSC)

The ACSC is a representative committee of the aged care sector appointed 
by the Minister for Aged Care that provides advice to Government on aged 
care policy development and implementation and helps to guide future 
reform of the aged care system.

Agreed accommodation price Accommodation prices agreed between providers and prospective residents 
prior to entry, as reported by providers through the Aged Care Entry Record.

Approved provider An approved provider of aged care is an organisation that has been 
approved	by	the	Secretary	of	the	Department	of	Health	to	provide	
residential	care,	home	care	or	flexible	care	under	the Aged Care Act 1997.

2509



145Aged Care Financing Authority | Annual Report on the Funding and Financing of the Aged Care Industry – 2020

Term Definition

Assistance with Care and 
Housing for the Aged (ACHA)

ACHA is a program which provides a range of supports for eligible clients, 
who are at risk of becoming homeless or are homeless, to remain in the 
community	through	accessing	appropriate,	sustainable	and	affordable	
housing and linking them to community care. From 1 July 2015 the 
ACHA program	was	incorporated	into	the	new	Commonwealth	Home	
Support	Programme.

Australian Bureau of Statistics 
(ABS)

The Government agency responsible for the production and dissemination 
of statistics in a range of key areas.

Bed days The number of days for which a residential care place was available to be 
occupied by care recipients.

Bond Asset Cover Provides	an	indication	of	the	extent	to	which	the	accommodation	
bond liability is covered by assets. It is calculated as Total Assets/Total 
Accommodation Bonds.

Brownfield	site Site where an extension to an existing aged care operation is possible.

Care days The number of days for which care was actually provided to a care recipient 
in an aged care place.

Commonwealth Home Support 
Programme	(CHSP)

This program provides entry-level support services designed to help 
frail older people stay in their homes. It was introduced on 1 July 2015, 
consolidating four former programs: Commonwealth Home and Community 
Care	(HACC);	the	National	Respite	for	Carers	Program	(NRCP);	Day	Therapy	
Centres	(DTC);	and	Assistance	with	Care	and	Housing	for	the	Aged	(ACHA).

Community	Aged	Care	Package	
(CACP)

A package of services provided to a person in their own home. This type 
of care was replaced on 1 August 2013 when the new home care package 
levels	1-4	were	introduced.	A	CACP	package	is	generally	consistent	with	the	
level of care provided in a level 2 home care package.

Consumer	Directed	Care	(CDC) Consumer	Directed	Care	in	home	care	gives	consumers	greater	choice	over	
their own lives by allowing them to decide what types of care and services 
they access and how those services are delivered.

Consumer	Price	Index	(CPI) CPI	measures	the	changes	in	the	price	of	a	fixed	basket	of	goods	and	
services,	acquired	by	household	consumers	who	are	resident	in	the	eight	
state and territory capital cities.

Culturally	and	Linguistically	
Diverse	(CALD)

Consumers	who	have	particular	cultural	or	linguistic	affiliations	due to their:

• place of birth or ethnic origin;
• main language other than English spoken at home; or
• proficiency	in	spoken	English.

Current Ratio Represents the ability to meet short term debt through current assets. 
A current ratio of more than one indicates that an organisation’s current 
assets exceed its current liabilities. It is calculated as Current Assets/Current 
Liabilities.	In	the	aged	care	context,	current	ratio	needs	to	be	interpreted	
with	caution	given	all	accommodation	deposits	(bonds	pre	1	July	2014)	held	
by providers are treated as current liabilities.

Daily	Accommodation	
Contribution	(DAC)

An amount paid by a partially supported resident as a contribution toward 
their accommodation costs in a residential aged care facility, calculated on a 
daily basis and paid periodically.

2510



146

Term Definition

Daily	Accommodation	Payment	
(DAP)

An amount paid by a non-supported resident towards their accommodation 
costs in a residential aged care facility calculated on a daily basis and paid 
periodically.

Day	Therapy	Centres	Program	
(DTC)

The	DTC	program	provides	a	wide	range	of	therapy	and	services	to	
eligible frail, aged people living in the community and to residents in 
Commonwealth funded residential aged care facilities. It assists them to 
regain or maintain physical and cognitive abilities which support them to 
either maintain or recover a level of independence. As of 1 July 2015 the 
DTC	program	became	part	of	the	new	Commonwealth	Home	Support	
Programme	(CHSP).	

Department	of	Health	 The department that administers the Aged Care Act 1997 and regulates the 
aged care industry on behalf of the Commonwealth.

Earnings Before Interest, Tax, 
Depreciation	and	Amortisation	
(EBITDA)

Net	profit	after	tax	with	interest,	tax,	depreciation,	and	amortisation	added	
back	to	it,	and	can	be	used	to	analyse	and	compare	profitability	between	
companies	and	industries	because	it	eliminates	the	effects	of	financing	and	
accounting decisions.

EBITDA	margin EBITDA	margin	shows	the	average	net	profit	after	tax	(with	interest,	taxes,	
depreciation and amortisation added back into it) generated for each $1 of 
revenue	earned.	It’s	calculated	as	EBITDA/total	revenue.	

Extended Aged Care at Home

(EACH)

Services	previously	provided	to	a	person	in	their	own	home,	who	required	 
a	high	level	of	care.	This	type	of	care	was	replaced	on	1 August	2013	when	
the	new	home	care	package	levels	1-4	were	introduced.	An	EACH	package	
was	generally	consistent	with	the	level	of	care	provided	in	a	level	4	home	
care package.

Extended Aged Care at Home 
Dementia	(EACH-D)

Services previously provided to a person in their own home, with dementia, 
who	required	a	high	level	of	care.	This	type	of	care	was	replaced	on	1	August	
2013	when	the	new	home	care	package	levels	1-4	were	introduced.	An	
EACH-D	package	was	generally	consistent	with	the	level	of	care	provided	in	
a	level	4	home	care	package,	with	the	additional	Dementia	and	Cognition	
supplement also being paid.

Facility A residential aged care facility, approved under the Aged Care Act 1997 to 
provide government subsidised accommodation and care. 

Financial Accountability Reports 
(FARs)

FARs	were	non-audited	financial	statements	submitted	by	home	care	
providers	up	until	2014-15	when	they	were	replaced	by	the	new	Home	Care	
Packages	financial	reports.	In	2016-17	the	Home	Care	Packages	financial	
reports	were	subsequently	replaced	by	the	Aged	Care	Financial	Reports.

Flexible care For	those	in	either	a	residential	or	home	care	setting,	that	may	require	a	
different	care	approach	than	that	provided	through	mainstream	residential	
and home care.

General	Purpose	Financial	
Report	(GPFR)

An	audited	financial	report	that	is	submitted	by	providers	with	their	
unaudited Aged Care Financial Report (ACFR). While the ACFR provides a 
greater	level	of	detail	the	GPFR	is	the	only	audited	report	and	is	used	to	
verify information provided.

Government provider In the context of this report, the term references a provider that is owned by 
a local, state or territory government.

Greenfield	site Site	where	an	aged	care	operation	is	built	for	the	first	time.
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Gross	Domestic	Product	(GDP) GDP	is	the	market	value	of	all	officially	recognised	final	goods	and	services	
produced within a country in a year, or over a given period of time.

High care facility A	facility	where	over	80	per	cent	of	residents	were	classified	as	‘high	care’.	
The distinction between high care and low care in permanent residential 
care	was	removed	from	1	July	2014.

Higher accommodation 
supplement

A higher maximum accommodation supplement was introduced on 1 July 
2014	for	aged	care	facilities	that	have	been	built	or	significantly	refurbished	
since 20 April 2012.

Home and Community Care 
(HACC)

A previous program that provided basic support and maintenance to people 
living at home to help avoid premature or inappropriate admission to long-
term residential care (WA only in 2016-17). The former Commonwealth 
HACC	program	was	consolidated	into	the	new	CHSP	from	1	July	2015.

Home care Home based care provided through a home care package to help older 
Australians to remain in their own homes. Home care is provided through 
the	Home	Care	Packages	Program.

Home care package A	package	of	services,	delivered	though	the	Home	Care	Packages	Program,	
tailored to meet the care needs of a person living at home. The package is 
coordinated by an approved home care provider, with funding provided by 
the Australian Government (with some contributions from the consumer). 
Home	care	packages	range	from	level	1	to	4	depending	on	the	care	needs	of	
the consumer. 

Home	Care	Packages	Program An	Australian	Government	funded	program	which	has	as	its	objectives	to	
assist people to remain living at home and enable consumers to have choice 
and	flexibility	in	the	way	that	care	and	support	is	provided	at	home.	The	
Home	Care	Packages	Program	commenced	on	1	August	2013.

Homeless supplement A supplement paid to better support residential aged care facilities that 
specialise in caring for people with a history of, or at risk of, homelessness. 
This funding is in addition to the funding provided under the viability 
supplement. 

Increasing choice in home care From 27 February 2017, funding for a home care package followed the 
consumer, replacing the former system where home care places were 
allocated to individual approved providers to deliver services in a particular 
location or region. 

Interest Coverage Shows	the	number	of	times	that	EBITDA	will	cover	interest	expense.	
Indicates an organisation’s ability to service the interest on its debt. It is 
calculated	as	EBITDA/Interest	Expense.

Leading	Age	Services	Australia	
(LASA)

LASA	is	a	peak	body	for	aged	service	providers.

Location	 Indicates where a provider, service or consumer is located based on 
whether	they	are	metropolitan	or	regional	areas.	Metropolitan	is	all	major	
cities	and	regional	is	any	area	outside	of	a	major	city.	A	provider	is	classified	
as metropolitan if more than 70 per cent of its services are located in 
metropolitan	areas	and	similarly	classified	as	regional	if	more	than	70	per	
cent of its services are located in regional areas. 

Low	care	facility A	facility	where	over	80	per	cent	of	residents	were	classified	as	‘low	care’.	
The distinction between high care and low care was removed from  
1	July	2014.
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Term Definition

Maximum accommodation 
price

Maximum accommodation prices are set by residential care providers for a 
room (or bed in a shared room) and published on My Aged Care. These are 
maximum prices (providers and residents may agree lower amounts), that 
apply to residents who are not eligible for Government support for their 
accommodation costs.

Maximum	Permissible	Interest	
Rate	(MPIR)

The	MPIR	is	the	rate	used	to	calculate	the	equivalent	daily	payment	of	a	
Refundable	Accommodation	Deposit	(RAD).	The	RAD	is	multiplied	by	the	
MPIR	and	divided	by	365	days.	The	MPIR	is	determined	in	accordance	 
with Section 6 of the Fees and Payments Principles 2014 (No. 2).The	MPIR	 
is	available	on	the	Department	of	Health	website	and	is	updated	every	 
three months.

My Aged Care The main entry point to the aged care system in Australia. My Aged Care 
aims to make it easier for older people, their families, and carers to access 
information on ageing and aged care, have their needs assessed and be 
supported	to	find	and	access	services.

National	Disability	Insurance	
Scheme	(NDIS)

The	NDIS	offers	support	for	Australians	who	are	under	65	years	of	age	with	
a	significant	and	permanent	disability,	their	families	and	their	carers.

National Respite for Carers 
Program	(NRCP)

The	NRCP	aims	to	support	caring	relationships	between	carers	and	their	
dependent family members or friends by facilitating access to information, 
respite care and other support appropriate to their individual needs and 
circumstances	and	those	of	the	people	for	whom	they	care.	The	NRCP	was	
integrated	into	the	CHSP	from	1	July	2015.

National	Prioritisation	System People	who	have	been	approved	for	home	care	and	have	indicated	they	are	
actively	seeking	services	are	placed	in	the	National	Prioritisation	System,	
with each person’s place in the system based on the time and date of their 
approval for home care and their priority for service (medium or high). 

Net	Profit	Before	Tax	(NPBT) The	NPBT	is	determined	by	revenue	minus	expenses	for	the	period	except	
for taxes.

Net	Profit	(Before	Tax)	Margin Shows	the	average	profitability	generated	on	each	$1	of	total	revenue.	It	is	
calculated	as	Net	Profit	Before	Tax	/	total	revenue.

Non-supported residents Residents who have been assessed (based on a means test) as able to 
pay the	full	cost	of	their	accommodation	and	contribute	toward	their	care	
costs. Non-supported residents pay a basic daily fee, accommodation 
payment and means-tested care fee (may still receive some assistance  
with care costs). 

Offline	residential	care	places Previously	operational	places	that	are	currently	not	being	used	due	to	
renovations or rebuilding of facilities or pending sale to other providers. 
Providers	do	not	receive	Australian	Government	subsidies	while	places	 
are	offline.

Operational places Operational place refers to a residential care place that was allocated to a 
provider and has since become available for a person to receive care.

Partially	supported	residents Residents who have been assessed (based on a means test) as eligible for 
full Government assistance with their care costs, but able to make a part 
contribution	to	their	accommodation	costs.	Partially-supported	residents	
pay a basic daily fee and accommodation contribution.

Pay	as	you	go	(PAYG) Pay	as	you	go	(PAYG)	instalments	is	a	system	for	making	regular	payments	
towards an employee’s expected annual income tax liability.
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Per	consumer	per	annum	
(pcpa)

An	annual	average	financial	figure	relating	to	home	care	consumers.

Per	consumer	per	day	(pcpd) A	daily	average	financial	figure	relating	to	home	care	consumers.

Per	resident	per	annum	(prpa) An	annual	average	financial	figure	relating	to	residential	aged	care	residents	
that	converts	financial	data	to	daily	amount	per	resident.

Per	resident	per	day	(prpd) A	daily	average	financial	figure	relating	to	residential	aged	care	residents.

Provisionally	allocated	places	 Residential care places allocated through Aged Care Approval Rounds that 
are not yet operational.

Refundable Accommodation 
Contribution (RAC )

An amount paid as a lump sum by a partially supported resident as a 
contribution toward their accommodation costs in a residential aged  
care facility.

Refundable Accommodation 
Deposit	(RAD)

An amount paid as a lump sum by a non-supported resident for their 
accommodation costs in a residential aged care facility.

Regional Geographic	region	outside	of	a	major	city	and	classified	by	the	Australian	
Bureau of Statistics as inner regional, outer regional, remote and very remote. 

Regional Assessment Services 
(RAS)

RAS provides in home, face to face assessments of new and existing clients/
carers	to	assess	their	eligibility	to	access	CHSP	services.

Report on the Operations 
of the Aged Care Act 1997 
(ROACA)

A	legal	requirement	under	the	Act,	the	ROACA	is	tabled	in	Parliament	in	
November	each	year	and	presents	an	annual	snapshot	of	facts	and	figures	
on Commonwealth funded aged care services in Australia. 

Resident	Classification	Scale	
(RCS)

The basic tool for residential aged care funding prior to 20 March 2008, 
when it was replaced by the ACFI. A very small number of residents who 
entered	care	before	20	March	2008	are	still	classified	using	the	RCS	through	
grand-parenting arrangements. 

Residential aged care A program that provides a range of care options and accommodation for 
older people who choose not to continue living in their own homes.

Restorative care Care focusing on enhancing the physical and cognitive function of people 
who have lost or are at risk of losing condition and independence. The 
Short-Term	Restorative	Care	(STRC)	Programme,	which	commenced	in	
February	2017,	is	a	flexible	care	program	to	provide	restorative	care	to	 
older people to improve their capacity to stay independent and living in 
their own homes.

Retained earnings Refers to the percentage of net earnings not paid out as dividends, but 
retained by the company to be reinvested in its core business, or to pay 
debt.	This	is	recorded	under	shareholders’	equity	on	the	balance	sheet.

Retention amounts An amount that an approved provider was allowed to deduct per month 
from	an	accommodation	bond	for	up	to	five	years.	The	maximum	retention	
amount was set by the Australian Government. Retentions were no longer 
permitted	for	residents	entering	residential	aged	care	after	1	July	2014.

Return on Assets Indicates the productivity of assets employed in the organisation. It is 
calculated	as	EBITDA/total	assets.

Return	on	Equity/	Return	on	
Net Worth

Indicates	the	productivity	of	equity/net	worth	employed	in	the	organisation.	
It	is	calculated	as	EBITDA/net	worth.
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Term Definition

Scale (providers) Refers to the number of facilities operated by a residential care provider or 
the number of services operated by a home care provider.

Services Australia Services	Australia,	formerly	the	Department	of	Human	Services,	is	an	
Executive Agency of the Australian Government responsible for delivering a 
range of welfare, health, child support payments and other services to the 
people of Australia

Size (providers) Refers	to	the	number	of	beds	operated	by	a	specific	residential	aged	 
care facility. 

Supported residents Residents who have been assessed (based on a means test) as eligible 
for full Government assistance with their care and accommodation costs. 
Supported residents only pay a basic daily fee.

Survey of Aged Care Homes 
(SACH)

Each year SACH seeks information on accommodation payments and 
planned	and	actual	building	activity	during	the	previous	financial	year	for	
each operating residential aged care service.

Target provision ratio The Australian Government target of subsidised operational residential 
care places and allocated home care packages. These targets are based on 
the number of persons for every 1,000 people aged 70 years or over. The 
population-based provision formula ensures that the supply of services 
increases in line with the ageing of the population.

Transition care For	those	requiring	time-limited,	goal-oriented	and	therapy-focused	
packages of services after a hospital stay. 

Viability	supplement The	viability	supplement	aims	to	improve	the	financial	position	of	smaller,	
rural and remote aged care services that incur additional costs due to their 
location and are constrained in their ability to realise economies of scale 
due to smaller numbers of care recipients. The viability supplement also 
provides additional funding for residential care providers who specialise 
in services to Indigenous people, or people who are homeless or who 
are at risk of becoming homeless, in recognition of the often higher costs 
associated with providing care to these people.

Working Capital Defined	as	current	assets	less	current	liabilities.
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Disclaimer
Findings in this report are based primarily on responses from the  
2020 Aged Care Workforce Census. 

The Census responses were weighted to reflect sector-wide results. This report has 
been compiled on the assumption that providers’ responses are unbiased and factual 
as at the time of Census completion. Aside from the data corrections explicitly 
mentioned in Appendix 2: Technical Compendium, no further changes have been 
made to any of the raw response data collected. It has been assumed that other 
responses have been reported correctly.

Supplementary data sources include the 2016 Aged Care Workforce Census, ABS 
2016 Census of Population and Housing, the national health workforce dataset and 
internal Australian Government Department of Health (Department) data assets. 
These data sources have been assumed to be correct and fit for purpose where used 
throughout this report.

Responses were collected at the provider level for each service care type, and hence 
workers may be counted more than once across providers as well as across service 
care types.
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Glossary
ABS Australian Bureau of Statistics

ACPR Aged Care Planning Region

AH Allied Health

AHA Allied Health Assistant 

AHP Allied Health Professional

ASGS Australian Statistical Geography Standard

CALD Culturally and linguistically diverse

CENSUS Unless otherwise stated, this refers to the 2020 Aged Care 
Workforce Census

CHSP Commonwealth Home Support Programme

DIRECT CARE Direct Care employees provide care directly to care recipients as 
a core component of their work and includes Nurses, PCWs and 
Allied health

DVA Department of Veterans’ Affairs

EN Enrolled Nurse

FTE Full-time equivalent 

HCPP Home Care Packages Program

HEADCOUNT Refers to an individual in a single role employed by a single aged 
care service

HOME CARE/ 
CHSP PROVIDER

For the purposes of this report, a provider is a Home Care or CHSP 
provider’s operations registered with an address in individual 
aged care planning regions. See section 1.3 Data collection and 
limitations for further explanation. 

IPC Infection Prevention and Control

NDIS National Disability Insurance Scheme

NP Nurse Practitioner

PCW Personal Care Worker

RAC Residential Aged Care

RN Registered Nurse

SECTOR Sector refers to the three aged care service care types including 
Residential Aged Care, Home Care and CHSP

SERVICE CARE 
TYPE

Any of the three major components that comprise the aged care 
sector (Residential Aged Care, Home Care and CHSP) 

2
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1. Executive summary
1.1 Background
This report presents the findings of the 2020 Aged Care Workforce Census (Census) 
conducted by the Australian Government Department of Health (Department).  
It follows four previous similar reports on workforce data in 2003, 2007, 2012 and 2016. 

1.2 Introduction
The 2020 Aged Care Workforce Census is designed to provide periodic overview 
of the aged care sector workforce. Importantly, it provides a benchmark to inform 
the Australian Government and the sector on the size and growth of the aged care 
workforce and the attributes and skills of the workforce which are central to the delivery 
of quality aged care services. 

Since the last report on the aged care workforce in 2016, the aged care sector has been 
impacted by various policy, economic and environmental changes. Most notably,  
these include:

• Impact of the COVID-19 global pandemic. In Australia, the pandemic 
disproportionately affected both consumers and the workforce in the aged care 
sector during 2020. RAC facilities in Victoria were particularly affected compared to 
other states. The pandemic has elevated community concerns about staff working at 
multiple sites and increasing the risk of spreading disease. 

• Royal Commission into Aged Care Quality and Safety. The Royal Commission into 
Aged Care Quality and Safety continued its inquiry into the sector in 2020 and 
released its Final Report to the public on 1 March 2021.

• National Disability Insurance Scheme. The NDIS is expected to be one of the largest 
job creation opportunities in Australian history with an additional 83,000 FTE 
employees needed by 20241. The majority of the NDIS workforce are employed as 
disability support workers providing supports to people with disability like those that 
PCWs provide to aged care services recipients.             

• A Matter of Care: Australia’s Aged Care Workforce Strategy (Strategy)2. Developed 
by a Government-convened taskforce starting in 2017 and introduced in 2018, the 
Strategy represents a shared commitment by the Australian Government and the aged 
care industry to generate transformational change for the workforce. The Strategy 
comprises 14 strategic actions, designed to improve the quality of care delivered to 
older Australians. The Aged Care Workforce Industry Council has a leadership and 
stewardship role in delivery of the Strategy. 
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1 NDIS National Workforce Plan: 2021–2025, Commonwealth of Australia  
(Department of Social Services) 2021.

2 A Matter of Care: Australia’s Aged Care Workforce Strategy, Aged Care Workforce Strategy Taskforce,  
June 2018.
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The report is divided into three sections addressing each of the key industry service 
care types – Residential Aged Care (RAC), Home Care (HCPP) and the Commonwealth 
Home Support Programme (CHSP). Each section looks at: 

• Workforce characteristics, including size, occupation types, employment types, nurse 
time working overnight (RAC only), age and gender distribution, Aboriginal and/or 
Torres Strait Islander distribution, CALD distribution and qualification levels.

• Facility or provider characteristics, including direct care position vacancies, 
volunteer support, and facilities providing services under NDIS and DVA. 

• The impact of COVID-19 on direct care staffing and volunteer levels.

1.3 Data collection and limitations
The 2020 Aged Care Workforce Census was sent to in-scope providers3 nation-wide 
across the three key aged care service types4 on 7 December 20205. These included: 

• 2,716 Residential Aged Care (RAC) facilities;

• 834 Home Care (HCPP) providers, that were asked to complete a separate response for 
each of the aged care planning regions they operated through (a total of  
1,308 responses); and 

• 630 Commonwealth Home Support Programme (CHSP) providers, that were asked 
to complete a separate response for each of the aged care planning regions they 
operated through (a total of 1,340 responses).

Organisations providing services through HCPP and CHSP may have reporting addresses 
located throughout different aged care planning regions (ACPRs). In this Census, providers 
were asked to complete a combined response for all services reporting through each 
ACPR. For example, a provider may operate services across 30 different ACPRs but 
administer them all through addresses in 10 different ACPRs. In this case, the provider was 
asked to complete 10 responses which included their workforce across 30 ACPRs.

Throughout this report, for simplicity an HCPP or CHSP “provider” refers to each of 
these provider-ACPR Census responses. 

HCPP and CHSP ACPRs and remoteness indicators are mapped to the provider address 
for all staff included in each Census response. Consequently, depending on the business 
model of the provider, the remoteness indicator may not fully reflect the remoteness 
level of the area in which staff operate.

The remoteness indicator for RAC is based on the individual facility address and 
therefore more accurately represents the remoteness of staff work location. 

3 In-scope providers for this survey included all active registered providers who employed staff involved in 
direct care services (nurses, personal care workers or allied health staff). CHSP providers who solely provided 
non direct care services such as gardening, cleaning, and meals (referred to as ancillary staff in this report) 
were not in-scope for the Census. In-scope providers with staff in both direct care and ancillary roles were 
asked about the number they employed. Thus, the number of staff working in ancillary roles, particularly in 
CHSP, is likely an under-estimate.

4 The 2020 Aged Care Workforce Census did not include National Aboriginal and Torres Strait Islander Flexible 
Aged Care and Transition Care Program with residential places which were included in the 2016 Aged Care 
Workforce Census.

5 Services completed the census predominantly online on behalf of their workers over the period from  
7th December 2020 to 23rd January 2021. For services who could not access the survey online, a spreadsheet 
version was distributed. 
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Providers completed the Census in relation to their workforce current in the month of 
November 2020. Due to impacts of COVID-19, the 2020 Census did not collect data from 
any individual aged care workers. Demographic details are therefore reported as known 
by providers. Responses were received from 1,329 RAC facilities (49 per cent), 616 HCPP 
(47 per cent) and 505 CHSP providers (38 per cent) across aged care planning regions. 
Providers operating both HCPP and CHSP were asked to complete a separate response 
for each service care type. Therefore, it is possible for an individual staff member 
working for one provider to have their hours split between the two programs.

Responses were weighted according to combinations of provider remoteness (as per 
ABS ASGS) and provider size to derive a representative sample of each service care 
type. In addition, some outlier responses were adjusted to make them logical. All results 
presented in this report are based on these weighted, adjusted responses. Weighting and 
adjustment methodologies are discussed in more detail in Appendix 2 and Appendix 5. 

Weightings are based on providers who responded to any part of the Census, though 
some questions may have been left unanswered by these providers. Where proportions 
are reported on in the document, only providers who responded to the particular 
question are included in the proportion total. For this reason, the total number of 
providers is less than the full population. Where possible, the 2020 Census results were 
compared to 2016 results. All cited comparisons to the 2016 data are taken from  
‘The Aged Care Workforce, 2016’6 unless otherwise stated. While every effort has been 
made to ensure comparisons are valid, there are differences between the methodologies 
and questions asked which may influence the results. This is particularly the case with 
comparisons for HCPP and CHSP. In the 2016 Aged Care Workforce Census, HCPP and 
home support were treated as one service care type, and the survey was sent to HCPP 
and home support providers under a broader range of programs7. Differences between 
the 2020 and 2016 Censuses are discussed in more detail in the Appendix 3. 

6 Mavromaras, K., Knight, G., Isherwood, L.< Crettenden, A., Flavel, J., Karme, T., Moskos, M., Smith, L., 
Walton, H., and Wei, W., ‘The Aged Care Workforce, 2016’, March 2017, THE AGED CARE WORKFORCE, 
2016 (gen-agedcaredata.gov.au) (18/6/2021)

7 Including Home Care Packages program, the new Commonwealth Home Support Programme, HACC in 
Victoria and Western Australia, Multi-Purpose Services, National Aboriginal and Torres Strait Islander 
Flexible Aged care and Transition Care Program with home care/home support places.
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1.4 Key findings

1.4.1 Size of workforce

In 2020, the total number of workers in:

• Residential Aged Care (RAC) is 277,671. Of these, 267,751 are permanent or  
casual/contractor positions – 14 per cent more than in 2016. 208,903 staff are in direct 
care roles8, and 201,542 of these are employed on permanent or casual/contractor 
basis. This represents 129,151 full time equivalent (FTE) positions, an increase of  
32 per cent since 2016. 

• Home Care Packages Program (HCPP) is 80,340. Of these, 64,019 (80 per cent) are 
direct care staff. 

• The Commonwealth Home Support Programme (CHSP) is 76,096. Of these, 
59,029 (or 78 per cent) are direct care staff. 

Personal care workers (PCWs) make up the largest group of direct care workers across 
each of the three service care types. These numbers may overstate the size of the 
workforce in cases where staff work for multiple providers or across service care types.

Employment types

In all three service care types, most direct care staff work in permanent part-time 
positions, consistent with 2016. Staff employed through an agency or subcontractor are 
largely allied health professionals.

Workforce demographics

The age of RAC direct care workers is younger than in previous Census years, continuing 
the downward trend seen in 2016. Around half are aged under 40 years, up from around 
one-third in 2016. HCPP and CHSP direct care staff are older than those working in RAC, 
with 33 per cent and 30 per cent respectively younger than 40 years old. 

Providers that have higher proportions of Aboriginal and/or Torres Strait Islander 
clients have more direct care workers who identify as Aboriginal and/or Torres Strait 
Islander. Similarly, providers with more clients from CALD backgrounds have more direct 
care workers who identify as being from CALD backgrounds.

Workforce qualifications

Managers of RAC facilities are more likely to have a nursing qualification than a business 
qualification. The most common qualifications for care managers in HCPP were also in 
nursing while the most common qualification for CHSP care managers was business 
management. However, a large proportion of HCPP and CHSP providers indicated that 
their managers had qualifications in areas other than those listed. These included 
community services qualifications and Certificate III in Individual Support (Ageing)  
(or equivalent).

In RAC, 66 per cent of PCWs hold a Certificate III or higher in a relevant direct care field 
with a further two percent studying at the time. In HCPP this proportion was just above 
60 per cent while in CHSP this was just above 70 per cent. 

8 Includes nurses, PCWs and allied health staff.
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Training and skills

In terms of specialist skills, IPC is the most common additional skill area held by direct 
care workers in the sector. It is also the area in which providers most commonly offer 
training, particularly in RAC. 

Vacancies

At the time of the Census there were an estimated 22,000 vacancies in direct care roles 
across the sector. 

Volunteers

The number of volunteers providing support in RAC facilities per fortnight in 2020 
was 11,980 – almost half of the number in 2016. This decrease is likely a result of the 
COVID-19 pandemic and, had the Census been conducted in the first quarter of the year, 
the numbers may have been very different. While some HCPP and CHSP providers also 
reported a decrease in the number of volunteers due to the pandemic, the extent was 
not as large as for RAC. 

The most common role played by volunteers across all three service care types was 
social activity support.

NDIS and DVA 

Around two thirds of providers across all three service care types provide services to 
NDIS and/or DVA clients.

Impact of COVID-19

The impact of the COVID-19 pandemic has been particularly felt among the aged care 
sector, as older Australians are more at risk of becoming seriously ill from the virus. 
While Australia has minimised deaths from the pandemic, those that have occurred 
were disproportionately among residents in aged care facilities. The pandemic has also 
raised issues about staff working at multiple sites, and levels of staff training in infection 
prevention and control. 

Providers were asked whether they had experienced an increase, decrease or no change9 
in worker levels due to COVID-19 across various job roles. For direct care staff, the 
largest impact for all three service care types was on PCWs however the degree of this 
impact varied between service care types:

• Over 40 per cent of RAC facilities indicated an increase in PCWs.

• Nearly a fifth of HCPP providers (18 per cent) reported an increase in PCWs and  
21 per cent recorded a decrease with the majority reporting no change. 

• 28 per cent of CHSP providers reported a decrease in PCWs.

9 Compared to the same time in the previous year
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2. Residential aged care
2.1  Introduction
The Census was sent to 2,716 RAC facilities across Australia. Of these, 1,329 (49 per cent) 
responded. Their responses were weighted10 to estimate results for all RAC facilities.  

Key findings

• There were 277,67111 staff in RAC, of which 267,751 are employed on a permanent or 
casual/contractor basis – an increase of 14 per cent from 2016.

• 208,903 staff were direct care workers.

• There were 129,151 direct care permanent or casual/contractor FTE positions,  
an increase of 32 per cent from 2016.

• There were 52,801 staff working in ancillary roles such as cooks, cleaners, and  
laundry assistants. 

• RAC direct care workers comprise 70 per cent PCWs, 23 per cent nurses and seven per 
cent allied health professionals.

• Most direct care roles (71 per cent) are permanent part-time positions.

• Around half of direct care workers (52 per cent) are under 40 years of age, an increase 
from 35 per cent in 2016.

• Managers of RAC facilities are more likely to come from a nursing background than a 
business background.

• About two thirds (66 per cent) of PCWs hold a Certificate III or higher in a relevant 
direct care field.

• IPC is the most commonly reported specialist skill among direct care workers.

• COVID-19 appears to have had a significant impact on the number of volunteers in 
RAC facilities, with volunteer levels approximately half of those in 2016.

• Around two thirds of facilities (62 per cent) provide services under either the NDIS, 
DVA or both

2.2 Residential aged care workforce characteristics 

2.2.1 Size of workforce

The total number of staff in RAC in November 2020 was 277,671 (based on permanent, 
casual/contractor and agency/sub-contractor jobs across administration, direct care and 
ancillary/pastoral care roles). Of these, 267,751 are in permanent or casual/contractor 
positions – 14 per cent more than in 2016, and 32 per cent more than in 2012. 

8

10  Refer to Appendix 2 for further details.
11  This number may include duplicates from people working across multiple facilities.
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There are 208,903 direct care staff in total. Of these, 201,543 are in permanent or 
casual/contractor positions – an increase of 31 per cent since 2016, and 37 per cent  
since 2012. 

Of the remaining 68,768 staff, 52,801 worked in ancillary roles such as cleaners, cooks, 
and laundry assistants. The remaining staff were in management and administrative 
roles (14,021) and pastoral care and educational roles (1,946).

Figure 2.1: RAC – Total permanent or casual/contractor staff in 2020, compared to 
previous Census years

 

2020

2016

2012

202

147

236

154

268

202
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ar

Source:  Aggregation of number of employees reported by facilities across all permanent or casual roles and 
direct care roles from the 2020 Aged Care Workforce Census. 2012 and 2016 figures obtained from  
the 2016 Census report. Refer to Appendix 2 for further information about FTE.

On an FTE basis, the total number of direct care permanent and casual/contractor 
roles in 2020 was 129,151, a 32 per cent increase from 2016. Nurses and PCWs account 
for 96 per cent of direct care FTE and 93 per cent of staff. Allied health staff are more 
likely to be part-time than nurses and PCWs accounting for 4.5 per cent of the FTE 
compared with 6.5 per cent of staff. However, some providers did not provide data for 
hours worked and this was more common for allied health professionals than for nurses 
and PCWs. Therefore, in addition to potential over counting in the headcount due to 
staff working in multiple jobs, the FTE totals may underrepresent the true figure due to 
unknown hours worked by all staff. 

Table 2.1 shows that the proportion of the total direct care worker permanent and 
casual/contractor FTEs in each state or territory is broadly in line with the proportion of 
the total aged population in that jurisdiction. 
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Table 2.1:  RAC – Direct care FTE positions compared to population aged 70+ by state

Direct care (FTE) Aged population (‘000s)
S

ta
te

NSW 44,742 (35%) 997 (33%)

VIC 29,312 (23%) 745 (25%)

QLD 26,151 (20%) 603 (20%)

WA 11,460 (9%) 290 (10%)

SA 12,376 (10%) 245 (8%)

TAS 2,568 (2%) 81 (3%)

ACT 1,984 (2%) 41 (1%)

NT 558 (<1%) 24 (1%)

Total 129,151 (100%) 3,024 (100%)

Source:  2020 Aged Care Workforce Census figures for hours worked by staff were converted to FTE using ABS 
standard 35 hour weeks. Aged population as per Report on Government Services 14A (2020), the total 
of persons aged 70+ and Aboriginal and/or Torres Strait Islander persons aged 50-69.  
See Appendix 1: Job groups. Refer to Appendix 2 for further information about FTE.
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2.2.2 Occupation types 

Table 2.2 shows the direct care workforce by occupation type. PCWs account for around 
70 per cent of the total direct care workforce in 2020, consistent with 2016. Workers may 
be duplicated in headcount totals if they work across multiple facilities.

2.2.3 Employment types

Most (77 per cent) RAC direct care staff in 2020 are employed in a permanent position 
with 19 per cent employed in casual or contract positions and four per cent employed 
as agency staff or sub-contractors. Figure 2.2 shows the proportion of the workforce 
employed in non-permanent positions varies by job role, and the highest proportion is 
among allied health professionals.

Figure 2.2:  RAC – Proportion of direct care staff by job role

Casual/ContractorPermanent Employee

Allied Health Assistant

Allied Health Professional

Personal Care Worker

Enrolled Nurse

Registered Nurse

Nurse Practitioner 17%81% 2%

22%77% 1%

18%82% 1%

20%79% 1%

55%39% 6%

13%83% 4%

Agency/Sub-contractor

Job role

203

32,726

16,000

146,378

10,604

2,992

Proportion of job role

Source:  2020 Aged Care Workforce Census. See Appendix 1: Job groups for roles considered allied health 
professionals. Note: As workers are reported at a facility level, they may work multiple part-time jobs 
and work a full-time capacity. In this chart, PCWs include PCWs (formal traineeship). Some rows may 
not add to 100 per cent due to rounding. 

Most direct care permanent staff work part time (93 per cent). This is higher than in 
2016, when this figure was 87 per cent. 

Figure 2.3 shows that among direct care permanent roles, PCWs are the most likely to 
be working part-time (96 per cent), an increase since 2016 when 90 per cent of PCWs 
were in permanent part-time as opposed to full-time positions. Some workers may have 
several part-time positions which when combined are equivalent to or greater than  
one FTE.
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Figure 2.3:  RAC – Permanent direct care workforce working full-time and  
part-time permanent 

Allied Health Assistant

Allied Health Professional

Personal Care Worker

Enrolled Nurse

Registered Nurse

Nurse Practitioner

Total direct care 93%7%

36%64%

84%16%

93%7%

75%25%

96%4%

90%10%

Part-TimeFull-Time

164

160,823

25,304

13,102

115,592

4,185

2,476

Proportion of job roleJob role

Source:  2020 Aged Care Workforce Census. Note: as workers are reported at a facility level, they may work 
multiple part-time jobs and work a full-time capacity. See Appendix 1: Job groups. PCWs include  
PCWs (formal traineeship). 

2.2.4 Nurses working overnight 

Most facilities (80 per cent) reported that they had an RN rostered on duty overnight 
every day in the last fortnight, while a further nine per cent said they had an RN on call 
overnight every day in this period.

Table 2.3:  RAC – Facilities with a registered nurse rostered on duty and/or on call 
overnight every day for the last fortnight

  Number of facilities 

On call and on duty overnight 972 (36%)

Only on duty overnight 1,190 (44%)

Only on call overnight 239 (9%)

Neither on call nor on duty overnight 126 (5%)

Unknown or non-applicable 190 (7%)

Source:  2020 Aged Care Workforce Census. Total in the table adds up to 2,717 facilities due to rounding.

2.2.5 Age and gender distribution

The 2016 Aged Care Workforce Census report stated that previous iterations of the 
Census had shown that the RAC workforce was ageing and was older than the national 
workforce. In 2016, however, the age of the RAC workforce was younger than in previous 
years. The 2020 data shows that this trend has continued. Figure 2.4 shows around half 
these workers were aged under 40 years, an increase from around one-third in 2016.
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Figure 2.4:  RAC – Age of direct care workforce in 2016 and 2020 

20202016*

1%1%

18%

19%

28%

10%

23%15%

13%

19%

24%

29%

Under 20

20-29 years

30-39 years

40-49 years

50-59 years

60+ years

Source:  2020 Aged Care Workforce Census. *2016 age brackets were regrouped to 2020 age brackets by 
distributing workers across ages in line with 2016 national census RAC direct care worker ages.  
2016 age totals excluded agency/subcontractor roles, while 2020 responses did not differentiate  
these roles.

Looking at the age distribution across role types (Figure 2.5), RNs are the youngest, with 
around 60 per cent of these workers aged below 40 years.

Figure 2.5:  RAC – Age of RNs, ENs and PCWs by role type

60+ yrs50–59 yrs40–49 yrs

30–39 yrs20–29 yrs< 20 yrs

Personal Care Worker

Enrolled Nurse

Registered Nurse 20%

19%

24%

41%

23%

26%

17% 12% 10%

10%

19% 23% 15%

20% 18%

0%

0%

2% 145,756

15,883

62,616

Proportion of job role Total workers 
responded

Job role

Source:  2020 Aged Care Workforce Census aggregate workers in each age bracket by job role across facilities.
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The aged care workforce remains a largely female workforce in 2020, with about  
86 per cent of the RAC workforce across direct care roles identifying as female.  
For RNs, ENs and PCWs (roles for which 2016 data is available), the gender distribution 
is consistent across 2016 and 2020, noting that in 2016 gender distributions excluded 
agency/subcontractor roles, while 2020 responses did not differentiate these roles.

2.2.6 Aboriginal and/or Torres Strait Islander distribution

The number of direct care workers employed in RAC facilities who identify as Aboriginal 
and/or Torres Strait Islander in 2020 was 3,298. This represents 1.9 per cent of the total 
direct care workforce in these facilities, a slight increase from one per cent in 2016.  
The 2016 distributions excluded agency/subcontractor roles, while 2020 responses did 
not differentiate the basis on which staff were employed.

Table 2.4 shows facilities grouped by their proportion of Aboriginal and/or Torres Strait 
Islander clients, based on the national proportion of the Aboriginal and/or Torres Strait 
Islander population to the national population of Australia (3.3 per cent12). 

For facilities with more than 3.3 per cent Aboriginal and/or Torres Strait Islander clients, 
the proportion of Aboriginal and/or Torres Strait Islander nurses increases from  
1.5 per cent to 2.3 per cent. A similar trend was seen for PCWs and allied health workers. 
The majority of Aboriginal and/or Torres Strait Islander staff are PCWs (78 per cent) with 
19 per cent working as nurses and three per cent working as allied health professionals. 
The proportion of Aboriginal and/or Torres Strait Islander PCWs is higher than the  
70 per cent of PCWs in the overall RAC workforce. 

12  Proportion of 3.3 per cent was taken from the national population of Aboriginal and/or Torres Strait Islander 
population to the Australian population (https://www.abs.gov.au/statistics/people/aboriginal-and-torres-strait-
islander-peoples/estimates-aboriginal-and-torres-strait-islander-australians/latest-release).
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Table 2.4:  RAC – Direct care workforce who identify as Aboriginal and/or Torres Strait 
Islander working at facilities with lower and higher levels of Aboriginal and/or 
Torres Strait Islander clients

  Proportion of Aboriginal and/or Torres Strait Islander clients 
(facility grouping)

0-3.3% Above 3.3% Unknown All facilities 

N
u

rs
es

Aboriginal 
and/or Torres 
Strait Islander

584 (1.5%) 51 (2.3%) 2 (1.5%) 637 (1.5%)

Total 39,637 (100%) 2,281 (100%) 139 (100%) 42,057 (100%)

P
C

W
s Aboriginal 

and/or Torres 
Strait Islander

2,206 (1.9%) 359 (5.1%) 2 (0.6%) 2,568 (2.1%)

Total 115,373 (100%) 6,996 (100%) 313 (100%) 122,682 (100%)

A
lli

ed
  

H
ea

lt
h Aboriginal 

and/or Torres 
Strait Islander

79 (0.8%) 12 (2.6%) 2 (9.5%) 93 (0.9%)

Total 10,420 (100%) 463 (100%) 21 (100%) 10,904 (100%)

Total staff (Aboriginal 
and/or Torres Strait 
Islander staff)

 165,430 (2,869)  9,739 (402)  474 (6)  175,643 (3,298)

Facilities 2,076 201 16 2,293

Source:  2020 Aged Care Workforce Census. Client data as per Dept. of Health facility resident records as at  
June 2020. Proportions taken only for facilities that answered this Census question.  
See Appendix 1: Job groups. 

2.2.7 Culturally and linguistically diverse distribution

The number of direct care workers who identify as being from a CALD background in 
2020 was 49,475 or 35 per cent of the total RAC direct care workforce. This is an increase 
from 26 per cent in 2016, although the 2016 distributions excluded agency/subcontractor 
roles, whereas 2020 responses did not differentiate these roles.

Table 2.5 shows facilities grouped based on whether the proportion of clients who 
identify as being from a CALD background is higher or lower than the national 
proportion of 29.8 per cent13. The proportions of CALD workers increased in facilities 
with a higher proportion of CALD residents (from 30 per cent to 57 per cent). The 
majority of CALD staff are PCWs (72 per cent) with 24 per cent nurses and four per cent 
allied health professionals, which is broadly in line with the overall composition of the 
RAC direct care workforce. However, the degree of concordance between the CALD 
background of staff and the CALD background of residents is not known. 

16

13  Proportion of 29.8 per cent was taken from the national proportion of Australians who were born overseas 
(https://www.abs.gov.au/statistics/people/population/migration-australia/2019-20).
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Table 2.5:  RAC – Direct care workforce who identify as CALD working at facilities with 
lower and higher levels of CALD residents

Proportion of CALD clients (facility grouping)

  0-29.8% Above 29.8% Unknown All facilities 

Nurses
CALD 8,541 (30%) 3,435 (60%) 33 (24%) 12,009 (35%)

Total 28,475 (100%) 5,697 (100%) 139 (100%) 34,311 (100%)

PCWs
CALD 25,510 (32%) 10,042 (58%) 40 (13%) 35,592 (36%)

Total 80,736 (100%) 17,224 (100%) 313 (100%) 98,274 (100%)

Allied 
Health

CALD 1,195 (16%) 675 (39%) 4 (19%) 1,874 (20%)

Total 7,587 (100%) 1,712 (100%) 21 (100%) 9,320 (100%)

Total staff  
(CALD staff)  116,798 (35,246)  24,632 (14,152)  474 (77)  141,905 (49,475) 

Facilities 1,928 347 16 2,291

Source:  2020 Aged Care Workforce Census. Client data as per Dept. of Health facility resident records as at  
June 2020. Proportions taken only for facilities that answered this Census question.  
See Appendix 1: Job groups. 

2.2.8 Qualification levels 

In 2020, facilities reported that 66 per cent of PCWs held a Certificate III or higher in a 
relevant direct care field, and another two per cent were studying for a Certificate III or 
higher. PCWs without a response are assumed not to hold or not currently be studying 
for a Certificate III in a relevant direct care field and account for 26 per cent of all PCWs. 
The qualifications of the remaining seven per cent were reported as unknown by  
their employer. 

According to the 2016 report, 67 per cent of PCWs had a Certificate III in Aged Care. 
However, care must be taken when comparing between 2016 and 2020, as the two 
surveys were collected on a different basis:

• The 2016 qualification levels were self-reported by workers themselves, whereas the 
2020 figures were reported by facilities on behalf of their workforce.

• The 2016 Aged Care Workforce Census surveyed 25 different specific qualifications, 
whereas the 2020 Census surveyed Certificate III or higher qualifications in a related 
direct care field.

• The 2016 Aged Care Workforce Census excluded agency/subcontractor roles, while 
2020 responses did not differentiate these roles.

Managers of RAC facilities are much more likely to come from a nursing background 
than a business background, with a bachelor’s degree in nursing or postgraduate nursing 
qualifications more common than business management or administration. 

17
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Figure 2.6:  RAC – Facilities reporting qualifications of facility managers 
 

Number of facilitiesQualification

Don't Know

Other

Property Management

Allied Health

Health Service Management

Financial Management

Administration

Business Management

Postgraduate Nursing

Bachelors in Nursing 1,532

1,054

767

422

372

340

179

58

176

267

Source:  2020 Aged Care Workforce Census. Note that a manager may possess more than one qualification and 
multiple managers at the same facility may be accounted for.

Facilities were asked whether their direct care workforce had any of 22 additional skills 
which allowed them to provide specialised care supports. Table 2.6 shows results for 
key skill areas. (A full list is available at Appendix 4). Providers were given the option to 
report their workers had none of the listed additional skills (‘None’).

In 2020, all RAC facilities were required to have a dedicated onsite, clinical IPC Lead that 
had completed specialist IPC training. In addition, following the 21 August 2020  
National Cabinet commitment to enhance aged care preparedness, jurisdictions have 
undertaken work to uplift IPC capacity across the residential aged care sector. The 
impact of these measures can be seen in both the reported specialist skills and the 
training conducted in facilities over the previous 12 months.

18
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Table 2.6:  RAC – Number of facilities that report having direct care staff with additional 
skills to provide specialist care supports

  Nurse 
Practitioner

Registered 
Nurse

Enrolled 
Nurse

Personal 
Care 

Worker

Allied  
Health 

Professional

Facilities 
with at 

least one 
specialist 

staff 
member

IPC 116 (81%) 2,037 (86%) 1,275 (76%) 1,684 (73%) 949 (53%) 2,089 (88%)

Dementia 
Care 92 (64%) 1,927 (82%) 1,248 (75%) 1,740 (75%) 887 (49%) 2,011 (85%)

Medications 94 (66%) 1,929 (82%) 1,228 (73%) 1,362 (59%) 391 (22%) 2,037 (86%)

Elder Abuse 78 (55%) 1,898 (81%) 1,194 (71%) 1,706 (74%) 931 (52%) 1,954 (82%)

Wound 
Care* 82 (57%) 1,882 (80%) 1,101 (66%) 968 (42%) 562 (31%) 1,930 (81%)

Palliative 
Care 73 (51%) 1,806 (77%) 1,061 (63%) 1,333 (58%) 524 (29%) 1,866 (79%)

Falls Risk 112 (78%) 1,793 (76%) 1,120 (67%) 1,532 (66%) 973 (54%) 1,874 (79%)

Diversity 
Awareness 49 (34%) 1,442 (61%) 863 (52%) 1,314 (57%) 761 (42%) 1,529 (64%)

None 11 (8%) 170 (7%) 177 (11%) 251 (11%) 457 (25%) N/A

Source:  2020 Aged Care Workforce Census. Note: The percentage represents the proportion of facilities that 
indicated having staff in that job role and completed this Census question and the percentage for all job 
roles is the proportion of facilities that indicated having one of these job roles and completed this Census 
question. *Wound Care: Wound Assessment/Care, Pressure Injury Risk Assessment & Skin Integrity

Facilities were asked about the types of training (or continuous professional 
development) they offered to their nurses and PCWs in 2020, and how many of their 
direct care workers had completed each type of training. 

Table 2.7 shows that training in IPC was the most common, followed by training in elder 
abuse. More than 85 per cent of facilities reported they offered these training types,  
and a high proportion of workers have completed them. Five per cent of facilities 
reported offering no training to direct care workers.

The number of IPC training places per worker is greater than one across all worker 
types. There may be several reasons for this. Facilities may have offered the training 
at multiple times during the year and staff undertook the training on more than one 
occasion. Numbers may include staff who left the facility after doing the training. It is 
also possible that some facilities offered the training to staff from other facilities where 
it was not available.  
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Table 2.7:  RAC – Areas of training delivered to nurses and PCWs through continuous 
professional development in the last 12 months

  Number of 
facilities 
(proportion)

Number of workers  
(number of training places per worker)

Registered 
Nurse

Enrolled  
Nurse

Personal Care 
Worker

IPC 2,291 (90%) 49,176 (1.60) 26,743 (1.74) 189,501 (1.37)

Dementia Care 2,094 (82%) 14,289 (0.46) 6,790 (0.44) 64,641 (0.47)

Medications 2,094 (82%) 17,898 (0.58) 8,719 (0.57) 34,709 (0.25)

Elder Abuse 2,222 (88%) 19,923 (0.65) 11,693 (0.76) 96,942 (0.70)

Wound Care* 1,801 (71%) 14,023 (0.46) 6,310 (0.41) 33,488 (0.24)

Palliative Care 1,623 (64%) 10,323 (0.34) 4,534 (0.30) 28,415 (0.21)

Falls Risk 1,634 (64%) 11,825 (0.38) 5,754 (0.38) 46,486 (0.34)

Diversity Awareness 1,582 (62%) 13,203 (0.43) 6,089 (0.40) 58,625 (0.42)

None 134 (5%) N/A N/A N/A

Total facilities and 
staff in each role 2,540 (100%) 30,733 (100%) 15,338 (100%) 138,304 (100%)

Source:  2020 Aged Care Workforce Census. The facility proportions were taken from the 2,540 facilities that 
responded to this question in the Census. The number of training places per worker was calculated with 
the total headcount of each job role for facilities that responded to this Census question. *Wound Care: 
Wound Assessment/Care, Pressure Injury Risk Assessment & Skin Integrity

2.3 Residential aged care facilities

2.3.1 Direct care position vacancies 

Facilities reported a total of 9,404 vacancies in direct care roles at the time of the 
Census. As Table 2.8 shows facilities were most likely to have PCW vacancies. Almost half 
reported at least one PCW position vacant, and the average number of positions vacant 
across these facilities was five. 
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Table 2.8:  RAC – Proportion of facilities with vacant direct care positions and average 
number of vacancies by role type

Job role
Proportion of 
facilities with 

vacancies

Average 
number of 

vacancies at 
facility*

Total 
vacancies

Vacancies as  
a proportion  

of jobs

Nurse Practitioner 1% 1 21 13%

Registered Nurse 38% 2   1,995 7%

Enrolled Nurse 18% 2 829 5%

Personal Care Worker 51% 5 6,212 5%

Allied Health Professional 5% 2 202 4%

Allied Health Assistant 4% 1 145 5%

Source:  2020 Aged Care Workforce Census. Facilities reporting any vacancies were aggregated by role type and a 
proportion taken of the total facilities that responded to this Census question. Vacancies as a proportion 
of jobs for facilities that answered this Census question, not total jobs in the service care type. *Average 
vacancies is for facilities reporting at least one vacancy. Includes full-time and part-time permanent and 
casual vacancies.

In addition, facilities were asked to report on the direct care workforce attrition over the 
12 months from November 2019 to November 2020. They reported that 29 per cent of all 
workers they employed in these roles as at November 2019 had left their employment as 
at November 2020. These workers may have taken up employment at another aged care 
facility as opposed to leaving the workforce altogether.

Table 2.9 shows the workforce attrition segmented by role type. It indicates that the 
turnover of NPs and RNs was higher than that of other roles, with 37 per cent having left 
their employment over the 12-month period. 
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Table 2.9:  RAC – Direct care workforce attrition by role type over Nov 2019 to Nov 2020

Job role Employees who left between 
Nov 2019 and Nov 2020

Proportion of Nov 2019 
employees

Nurse Practitioner 185 37%

Registered Nurse 10,206 37%

Enrolled Nurse 4,200 28%

Personal Care Worker 36,039 28%

Allied Health Professional 1,097 25%

Allied Health Assistant 862 28%

Total 52,588 29%

Source:  2020 Aged Care Workforce Census total employees who left within the last 12 months. Attrition rate is 
calculated as the proportion of employees who left within the last 12 months to total employees as  
at November 2019 by job role

2.3.2 Volunteer support

Facilities reported that they were supported by 11,980 volunteers in the last fortnight of 
November 2020. This is a 49 per cent reduction from the 23,537 volunteers reported  
in 2016. 

74 per cent of facilities responded that COVID-19 decreased their number of volunteers, 
a greater impact than for paid job roles. 

Volunteers in RAC facilities primarily helped with social activity support, companionship, 
and planned group activities. 

2.3.3 Facilities also providing services under the National Disability 
Insurance Scheme and Department of Veterans’ Affairs

Facilities were asked whether they offered services under the NDIS and DVA.  
Almost two-thirds (62 per cent) of all facilities provide services under either the  
NDIS, DVA or both. 
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Table 2.10: RAC – Facilities providing services under NDIS and/or DVA by state

NSW VIC QLD WA SA TAS ACT NT NAT

NDIS and 
DVA

248 
(27%)

158 
(22%)

192 
(39%)

48 
(20%)

61 
(24%)

4   
(7%)

8  
(26%)

0   
(0%)

719 
(26%)

NDIS only 183 
(20%)

221 
(31%)

127 
(26%)

19  
(8%)

39 
(15%)

9  
(17%)

0   
(0%)

2  
(15%)

600 
(22%)

DVA only 135 
(15%)

69 
(10%)

28  
(6%)

81 
(34%)

39 
(15%)

7  
(14%)

11 
(34%)

0   
(0%)

370 
(14%)

Neither 329 
(36%)

224 
(32%)

138 
(28%)

91 
(38%)

85 
(34%)

27 
(52%)

13 
(40%)

12 
(85%)

919 
(34%)

Unknown 31  
(3%)

36  
(5%)

6   
(1%)

0   
(0%)

30 
(12%)

6  
(10%)

0  
 (0%)

0   
(0%)

109 
(4%)

Total 926 708 491 239 253 53 32 14 2716

Source:  2020 Aged Care Workforce Census were aggregated by state. Proportions taken from totals  
within each state.

2.4 Impact of COVID-19 on staffing levels
Facilities were asked whether they experienced an increase, decrease or no change in 
their direct care staffing and volunteer levels due to the COVID-19 pandemic. Overall,  
9 per cent of facilities reported a decrease in their total direct care workforce (including 
volunteers), while 44 per cent reported an increase, and 47 per cent reported no change. 
The most significant staffing impacts were in volunteers (with 74 per cent of facilities 
reporting a decrease) and PCWs (with 43 per cent of facilities reporting an increase). 
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3. Home Care Packages 
Program

3.1 Introduction
The Census was sent to 834 providers nationally. Providers were asked to complete a 
separate response for each service operating in an aged care planning region, resulting 
in 1,308 survey requests in total. Of these, responses were received for 616 (47 per cent) 
of responses. Provider responses were weighted to estimate results for all of home care. 

Accurate comparisons of the 2020 findings to Aged Care Workforce Census data from 
previous years is not possible as the 2020 Census treated HCPP and CHSP as separate 
service care types compared to the 2016 Aged Care Workforce Census which treated 
and reported on HCPP and home support as one care type. Additionally, providers which 
offer services under both HCPP and CHSP were asked to complete a separate survey for 
each service care type. 

Key Findings

• 80,340 staff in HCPP in 202014.

• 64,019 were direct care roles.

• Direct care jobs comprise six per cent nurses, 88 per cent PCWs and six per cent allied 
health professionals and assistants. 

• Over half of direct care staff were employed in permanent positions.

• 3,268 staff worked in ancillary roles such as cooks, cleaners, and gardeners.

• Around one third of direct care staff were under the age of 40.

• 63 per cent of PCWs in HCPP services hold a Certificate III or higher in a relevant 
direct care field. 

• IPC is the most commonly reported specialist skill among direct care staff.

• 33 per cent of providers reported a decrease in volunteer levels due to COVID-19.

• 21 per cent of services reported a decrease in PCWs due to COVID-19.

• Over 60 per cent of all providers also provide services under either the NDIS, DVA  
or both. 

24

14  Based on a headcount of workers across administration, direct care workers, ancillary and other roles
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3.2 Workforce characteristics

3.2.1 Size of workforce 

The total number of staff in HCPP in November 2020 was 80,340 (includes permanent, 
casual/contractor and agency/sub-contractor across administration, direct care, and 
ancillary/pastoral care roles). Of these, 64,019 (or 80 per cent) were direct care workers. 
Of the remaining staff, 3,268 worked in ancillary roles such as cooks, cleaners, and 
gardeners and 13,002 worked in administration and managerial roles, including care 
managers, and 50 worked in pastoral care and educational roles.  

Providers were asked to report on the hours worked by staff and, where not possible, to 
report on the number of sessions worked. Based on hours worked, the number of direct 
care FTEs working in HCPP is 25,308, the vast majority of which are PCWs (90 per cent).  

However, FTE could not be calculated for approximately four per cent of workers as 
either the provider did not respond to this question, or only details of sessions were 
provided. Sessions could not be converted to FTE as session times vary considerably 
both in terms of time spent with the client and travel time. The true FTE count is 
therefore higher than shown in Table 3.1. 

Table 3.2 shows in some states and territories, the proportion of the total direct care 
FTEs is notably different from the proportion of the total aged population in those 
jurisdictions. This difference is most significant in:

• Victoria, which has 12 per cent of the national direct care FTEs, but 25 per cent of the 
national aged population, and

• Queensland, which has 31 per cent of the national direct care FTEs, but 20 per cent of 
the national aged population.

Other administrative data resources do not support this marked difference seen in 
the 2020 Aged Care Workforce Census HCPP data. As such, all jurisdictional findings 
should therefore be interpreted with extreme caution. While no one reason has been 
found to account for the large difference there are several factors which may have had a 
combined effect. 

• Victoria’s response rate is lower than other states and the effect on the data is not 
fully rectified by weighting15. 

• Victoria was particularly hard hit by the pandemic and capability and capacity to 
deliver HCPP services may have been impaired by the lengthy periods of lockdown 
leading to attrition of HCPP staff. 

• In Victoria, the CHSP has higher activity than HCPP

• Responding Victorian providers which offered both HCPP and CHSP services were 
slightly more likely to respond on behalf of their CHSP service. 

15  Inclusion of state as a factor in the weighting algorithm was investigated but did not make a significant 
difference so was not adopted.
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Table 3.2:  HCPP – Direct care FTE positions compared to population aged 70+ by state

Direct care (FTE) Aged population (‘000s)
S

ta
te

NSW 10,308 (41%) 997 (33%)

VIC 2,911 (12%) 745 (25%)

QLD 7,887 (31%) 603 (20%)

WA 2,051 (8%) 290 (10%)

SA 744 (3%) 245 (8%)

TAS 532 (2%) 81 (3%)

ACT 685 (3%) 41 (1%)

NT 190 (1%) 24 (1%)

Total 25,308 (100%) 3,024 (100%)

Source:  2020 Aged Care Workforce Census figures for hours worked by staff were converted to FTE using ABS 
standard 35 hour weeks. Aged population as per Report on Government Services 14A (2020), the total 
of persons aged 70+ and Aboriginal and/or Torres Strait Islander persons aged 50-69. See Appendix 1:  
Job groups. PCWs includes PCWs (formal traineeship). Allied Health Professionals includes Allied 
Health Assistants.

Table 3.3:  HCPP – Additional sessions provided by nurses, PCWs, and allied health staff  
by state 

 Nurses and PCWs (Sessions) Allied health (Sessions)

S
ta

te

NSW 12,787 1,079 

VIC 573 1,490 

QLD 3,069 3,900 

WA 1,198 298 

SA 78 208 

TAS -   -   

ACT -   23 

NT 295 -   

Total 17,999 6,997

Source:  The number of sessions reported by providers were aggregated by state and job groups. Note: Includes 
permanent and casual/contractor staff. See Appendix A: Job groups. Nurses and PCWs: Nurse 
Practitioners, RNs, ENs, PCWs, PCWs (formal traineeship). Allied Health: Allied Health Professionals 
and Allied Health Assistants.

3.2.2 Occupation types

PCWs account for 88 per cent of total direct care workforce in 2020 (Table 3.1). The 
majority of nurses are RNs, representing 76 per cent of all nurses, while physiotherapists 
account for 22 per cent of allied health workers. Workers may be duplicated in job counts 
if they work across multiple providers.
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3.2.3 Employment types 

More than half (55 per cent) of the direct care workforce staff were employed on a 
permanent basis with six per cent being agency staff/sub-contractors. However, as 
Figure 3.1 shows, the proportion of the workforce employed on an agency/sub-contractor 
basis varies by job role with the highest proportion being among  
allied health professionals (46 per cent).

Figure 3.1:  HCPP – Proportion of direct care permanent, casual and agency staff  
by job role

Agency/Sub-contractorCasual/ContractorPermanent Employee

Allied Health Assistant

Allied Health Professional

Personal Care Worker

Enrolled Nurse

Registered Nurse

Nurse Practitioner 61% 35%4%

68% 29% 3%

72% 26% 2%

54% 44% 2%

42% 52%6%

87% 11% 2%

60

3,022

887

56,242

3,375

432

Proportion of job role Total jobsJob role

Source:  2020 Aged Care Workforce Census. See Appendix 1: Job groups Note: PCWs include PCWs  
(formal traineeship) 

Figure 3.2 shows that direct care workers employed in permanent positions were 
predominantly employed on a part time basis (91 per cent) with PCWs most likely to  
be working part-time (95 per cent). 
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Figure 3.2:  HCPP – Direct care workforce full-time and part-time  
permanent staff

Part-TimeFull-Time

Allied Health Assistant

Allied Health Professional

Personal Care Worker

Enrolled Nurse

Registered Nurse

Nurse Practitioner

Total direct care

75%

9%

25%

24%

5%

41%

22%

25%

91%

75%

76%

59%

95%

78%

37

35,122

2,069

641

30,568

1,431

376

Proportion of job role Total jobsJob role

Source:  2020 Aged Care Workforce Census. Note: workers are reported at a provider level. Therefore, these 
workers may work multiple part-time jobs and work a full-time capacity. See Appendix 1: Job groups for 
roles considered Allied Health Professionals. PCWs include PCWs (formal traineeship). 

3.2.4 Age and gender distribution

Around 33 per cent of all direct care workers in HCPP are younger than 40 years old. 
Figure 3.3 shows a similar age distribution across RNs, ENs and PCWs.

Figure 3.3:  HCPP – Age of RNs, ENs and PCWs 

Personal Care Workers

Enrolled Nurses

Registered Nurses

56,198

877

3,01311%

11%

13%

23%

24%

18%

26% 26% 14%

16%

22% 25% 17%

23% 29%1%

1%

0%

60+ yrs50–59 yrs40–49 yrs

30–39 yrs20–29 yrs< 20 yrs

Proportion of job role Total workers 
responded for

Job role

Source:  2020 Aged Care Workforce Census aggregate workers in each age bracket by job role across providers.
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In 2016, the median ages of RNs, ENs and PCWs in HCPP and home support were 48,  
51 and 52 years respectively. In 2020, the median age for PCWs and ENs in both HCPP 
and CHSP was younger than in 2016 and lies between 40-49 years as per Figure 3.3  
(50 per cent of workers in these job roles were aged 40-49 years or younger). Estimated 
median ages for RNs in HCPP and CHSP appear to be in line with 2016 figures16.

In line with previous Census data, most direct care workers in HCPP identify as female. 
However, more allied health professionals identify as male than workers in other aged 
care job roles. PCWs (11 per cent) were slightly more likely to identify as male than RNs 
(seven per cent). 

The proportions of male nurses (six per cent) and PCWs (11 per cent) in HCPP were lower 
than for those in RAC (14 per cent for both). The proportions for both RAC and HCPP are 
similar to those in the 2016 Aged Care Workforce Census.

3.2.5 Aboriginal and/or Torres Strait Islander distribution

The number of direct care workers employed in HCPP who identify as Aboriginal and/or 
Torres Strait Islander in 2020 is 1,263, representing two per cent of the total direct care 
health workforce. 

Table 3.4 shows providers grouped by their proportion of Aboriginal and/or Torres Strait 
Islander clients, based on the national proportion of Aboriginal and/or Torres Strait 
Islanders to the national population of Australia (3.3 per cent17).

For providers that had more than 3.3 per cent Aboriginal and/or Torres Strait Islander 
clients, the proportion of Aboriginal and/or Torres Strait Islander PCWs increased from 
1.1 per cent to 5.7 per cent. A similar trend was seen for nurses and allied health workers.

16  2020 RN ages were distributed between the 40-49-year group based on National Registration RN Community 
health care service settings ages

17  Proportion of 3.3 per cent was taken from the national population of Aboriginal and/or Torres Strait Islander 
population to the Australian population (https://www.abs.gov.au/statistics/people/aboriginal-and-torres-strait-
islander-peoples/estimates-aboriginal-and-torres-strait-islander-australians/latest-release). 
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Table 3.4:  HCPP – Direct care workforce who identify as Aboriginal and/or Torres Strait 
Islander working at providers with lower and higher levels of Aboriginal and/or 
Torres Strait Islander clients

  Proportion of Aboriginal and/or Torres Strait Islander  
clients (provider grouping)

0-3.3% Above 3.3% Unknown All facilities 

N
u

rs
es

Aboriginal and/
or Torres Strait 
Islander

38 (1.1%) 7 (1.8%) 0 (0%) 45 (1.1%)

Total 3,502 (100%) 390 (100%) 46 (100%) 3,938 (100%)

P
C

W
s Aboriginal and/

or Torres Strait 
Islander

485 (1.1%) 664 (5.7%) 36 (9.5%) 1,184 (2.1%)

Total 43,649 (100%) 11,574 (100%) 375 (100%) 55,598 (100%)

A
lli

ed
 

H
ea

lt
h Aboriginal and/

or Torres Strait 
Islander

12 (0.4%) 21 (3.7%) 0 (0%) 34 (0.9%)

Total 3,183 (100%) 585 (100%) 11 (100%) 3,779 (100%)

Total Staff (Aboriginal 
and/or Torres Strait 
Islander staff)

 50,334 (535)  12,549 (692)  431 (36)  63,314 (1,263) 

Providers 892 319 28 1,239

Source:  2020 Aged Care Workforce Census. Client data as per Dept. of Health facility resident records as at 
December 2020. Proportions taken only for facilities that answered this Census question. See Appendix 1: 
Job groups. 
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3.2.6 Culturally and linguistically diverse distribution

The number of direct care workers who identify as being from a CALD background in 
2020 was 13,192, representing 21 per cent of the total direct care workforce.

PCWs account for 91 per cent of all CALD direct care workers with 65 per cent of these, 
working for providers with a higher CALD base. For providers that had more than  
29.8 per cent18 of clients from a CALD background, the proportion of CALD staff 
increased from 10 per cent to 58 per cent for PCWs. 

Table 3.5: HCPP – Direct care workforce who identify as CALD working at providers with 
lower and higher levels of CALD clients

  Proportion of CALD clients (provider grouping)

0-29.8% Above 29.8% Unknown All providers

N
u

rs
es CALD 361 (11%) 285 (46%) 17 (37%) 664 (17%)

Total 3,189 (100%) 620 (100%) 46 (100%) 3,855 (100%)

P
C

W
s CALD 4,170 (10%) 7,841 (58%) 51 (14%) 12,061 (22%)

Total 41,367 (100%) 13,594 (100%) 374 (100%) 55,335 (100%)

A
lli

ed
 

H
ea

lt
h CALD 143 (5%) 323 (33%) 1 (9%) 467 (13%)

Total 2,727 (100%) 986 (100%) 11 (100%) 3,724 (100%)

Total staff  
(CALD staff)  47,283 (4,674)  15,200 (8,449)  431 (69)  62,915 (13,192) 

Providers 865 348 28 1,241

Source:  2020 Aged Care Workforce Census. Client data as per Dept. of Health Home Care client records as at 
December 2020. Proportions taken only for facilities that answered this Census question.  
See Appendix 1: Job groups.

3.2.7 Qualification levels

Providers reported that 63 per cent of their PCWs employed at the time of the census 
held a Certificate III or higher in a relevant direct care field, and another four per cent 
were reported as studying for a Certificate III or higher. PCWs without a response were 
assumed not to hold, or not currently be studying for a Certificate III in a relevant direct 
care field. 

32

18  Proportion of 29.8 per cent was taken from the national proportion of Australians who were born overseas 
in non-English speaking countries (https://www.abs.gov.au/statistics/people/population/migration-
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Care managers of HCPP service providers are much more likely to come from a nursing 
background with 352 providers reporting employing staff with bachelor’s degree 
in nursing. Additionally, 204 providers reported care managers with post graduate 
nursing qualifications19. There were 355 providers that reported care managers having 
qualifications in an area other than those specifically asked about. The most commonly 
reported qualifications in the “other” category were Community Services qualifications 
(116 providers) and Certificate III in Individual Support (Ageing) (84 providers). 

Providers were asked whether any of their direct care workforce had any of 22 formally 
attained specialist skills. Table 3.6 shows the most common. Refer to Appendix 4 for the 
full list. 

Table 3.6:  HCPP – Number and percentage of providers that report having direct care 
workers with formally obtained specialist skills

  Nurse 
Practitioner

Registered 
Nurse

Enrolled 
Nurse

Personal 
Care 

Worker

Allied  
Health 

Professional

Facilities 
with at 

least one 
skilled 

worker

IPC 30 (80%) 511 (77%) 200 (71%) 810 (71%) 238 (56%) 905 (77%)

Dementia Care 27 (74%) 460 (69%) 182 (64%) 772 (68%) 161 (38%) 871 (75%)

Medications 23 (61%) 494 (74%) 199 (70%) 707 (62%) 58 (14%) 862 (74%)

Elder Abuse 32 (86%) 434 (65%) 193 (68%) 737 (65%) 189 (44%) 811 (69%)

Wound Care* 23 (61%) 485 (73%) 182 (64%) 271 (24%) 117 (27%) 664 (57%)

Palliative Care 18 (49%) 388 (58%) 128 (45%) 400 (35%) 113 (27%) 620 (53%)

Falls Risk 20 (55%) 411 (62%) 177 (63%) 564 (49%) 207 (48%) 713 (61%)

Diversity 
Awareness 20 (55%) 385 (58%) 174 (61%) 612 (54%) 200 (47%) 717 (61%)

None 3 (7%) 45 (7%) 40 (14%) 111 (10%) 93 (22%) N/A

Source:  2020 Aged Care Workforce Census. Only includes providers who employ staff in the specific job role 
and responded to this question in the Census. *Wound Care: Wound Assessment/Care, Pressure Injury 
Risk Assessment & Skin Integrity

Between March and April 2020, the Commonwealth released a range of IPC e-learning 
modules. These included a foundation IPC e-learning course tailored for health and 
community workers, including aged care workers, and nine aged care IPC training 
modules to provide additional IPC training to aged care providers and workers in all 
states and territories.

Consistent with RAC data, the most commonly reported specialist skill and training was 
in IPC although the proportions are not as high as for RAC where training was targeted 
and supported through the introduction of IPC Lead roles. 
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Providers were asked about the types of training (or continuous professional 
development) they offered to their direct care workers (nurses and PCWs) in 2020, and 
how many of their direct care workers had completed each type of training. Table 3.7 
shows that training in IPC was the most common, followed by training in dementia care. 
Seven per cent of providers responded ’none’ to this question. 

The number of training places per worker may be affected by training being offered 
multiple times during the year or staff undertaking the training on more than  
one occasion.

Table 3.7:  HCPP – Areas of training delivered to nurses and PCWs through continuous 
professional development in the last 12 months

Number of 
providers 

(Proportion)

Number of workers (number of training places per 
worker)

  Registered Nurse Enrolled Nurse Personal Care 
Worker

IPC  965 (80%)  5,715 (1.89)  4,736 (5.34)  44,247 (0.79) 

Dementia Care  660 (55%)  927 (0.31)  373 (0.42)  15,549 (0.28) 

Medications  755 (62%)  1,461 (0.48)  549 (0.62)  24,315 (0.43) 

Elder Abuse  711 (59%)  1,595 (0.53)  1,005 (1.13)  22,457 (0.4) 

Wound Care*  406 (34%)  1,160 (0.38)  354 (0.4)  5,753 (0.1) 

Palliative Care  286 (24%)  571 (0.19)  122 (0.14)  3,785 (0.07) 

Falls Risk  456 (38%)  972 (0.32)  424 (0.48)  13,009 (0.23) 

Diversity 
Awareness  521 (43%)  753 (0.25)  300 (0.34)  14,113 (0.25) 

None  80 (7%)  N/A  N/A  N/A 

Total providers 
and staff in 
each role

1,209 (100%) 3,022 (100%) 887 (100%) 56,071 (100%)

Source:  2020 Aged Care Workforce Census. The provider proportions were taken from the 1,209 providers 
that responded to this question and employs one of these role types. The number of training places per 
worker was calculated with the total headcount of each job role for providers that responded to this 
Census question. *Wound Care: Wound Assessment/Care, Pressure Injury Risk Assessment  
& Skin Integrity
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3.3  Home Care Packages Program providers

3.3.1 Direct care position vacancies 

HCPP providers reported a total of 6,479 vacancies in direct care roles at the time of 
the Census. As the largest proportion of workers, PCW positions comprise the largest 
number of vacancies with over half of all providers reporting they had at least one PCW 
position vacant. However, Table 3.8 shows there are a greater proportion of vacancies to 
headcount for NPs and ENs.

The average number of PCW vacancies per provider (eight) was higher than for RAC (five). 
However, HCPP providers were notably less likely to report vacancies for RN and EN 
positions (15 per cent and four per cent respectively) than RAC (38 per cent and  
18 per cent respectively). High vacancies as a proportion of jobs is in part due to relatively 
low numbers of nurse practitioners in the workforce. Additionally, some providers 
advertising for these roles did not have nurse practitioners among their current staff.  

Table 3.8:  HCPP – Proportion of providers with vacant direct care positions and average 
number of vacancies by role type

Job role

Proportion 
of providers 

with 
vacancies

Average 
number of 

vacancies at 
providers*

Total 
vacancies

Vacancies as  
a proportion 

of jobs

Nurse Practitioner 1%  2 24 62%

Registered Nurse 15%  1 297 10%

Enrolled Nurse 4%  3 124 14%

Personal Care Worker 58%  8 5,817 11%

Allied Health Professional 8%  2 197 12%

Allied Health Assistant 1%  1 20 5%

Source:  2020 Aged Care Workforce Census. Providers reporting any vacancies were aggregated by role type 
and a proportion taken of the 1,299 providers that responded to the question. *Average vacancies is 
calculated for providers reporting at least one vacancy. The proportion of job roles was taken from the 
total jobs for each job role that responded to this question in the Census. Both full-time and part-time 
permanent and casual vacancies are included.

Providers also reported on the direct care workforce attrition over the 12 months from 
November 2019 to November 2020. In the 12 months to November 2020, 34 per cent of all 
workers employed in these roles as at November 2019 had left their employment.  
Table 3.9 shows that the turnover of RNs and PCWs was higher than that of other roles, 
with 30 per cent and 35 per cent respectively having left their employment over the  
12-month period.  

Workers may have taken up employment with a different care type service or provider as 
opposed to leaving the aged care sector.
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Table 3.9:  HCPP – Direct care workforce attrition by role type over Nov 2019 to Nov 2020

Role type Employees who left between 
Nov 2019 and Nov 2020

Proportion of Nov 2019 
employees

Nurse Practitioner 14 13%

Registered Nurse 712 30%

Enrolled Nurse 222 24%

Personal Care Worker 17,770 35%

Allied Health Professional 389 26%

Allied Health Assistant 71 23%

Total 19,177 34%

Source:  2020 Aged Care Workforce Census total employees who left within the last 12 months. Attrition rate 
is calculated as the proportion of employees who left within the last 12 months to total employees as at 
November 2019 by job role. Employees who left sums to 19,178 due to rounding.

3.3.2 Volunteer support

The reported number of volunteers providing support in HCPP is 8,74820, equivalent to 
454 FTE positions.  

Sixteen per cent of providers responded that COVID-19 decreased their number of 
volunteers. However, the reported effect of COVID-19 on volunteers is significantly lower 
than for both RAC and CHSP with 81 per cent of HCPP providers reporting no change.

HCPP volunteers most commonly assisted with social activities, companionship,  
and transport. 

3.3.3 Providers also providing services under the National Disability 
Insurance Scheme and Department of Veterans’ Affairs

Over 60 per cent of all HCPP providers also offered services under either the NDIS, 
DVA or both. Apart from the ACT, more than half of the HCPP providers in all states and 
territories offer services under NDIS, DVA or both. Nearly three quarters (72 per cent) 
of HCPP providers in Queensland offer services under NDIS and 40 per cent of HCPP 
providers in WA offer services for DVA. Nationally, 52 per cent of HCPP providers offer 
NDIS services and 33 per cent offer DVA services with 37 per cent offering only  
HCPP services. 
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Table 3.10:  Home care – HCPP providers offering services under NDIS and/or DVA by state

NSW VIC QLD WA SA TAS ACT NT Nat

NDIS and 
DVA

107 
(21%)

36  
(17%)

96 
(33%)

18  
(13%)

17  
(25%)

15  
(31%)

4  
(18%)

4  
(17%)

297 
(23%)

NDIS only 136 
(27%)

68  
(32%)

114 
(39%)

34  
(26%)

9  
(13%)

9  
(18%)

2  
(9%)

9  
(36%)

381 
(29%)

DVA only 51  
(10%)

21  
(10%)

8   
(3%)

36  
(27%)

10  
(15%)

2   
(4%)

5  
(21%)

2   
(9%)

135 
(10%)

Neither 208 
(41%)

90  
(42%)

71  
(24%)

44 
(33%)

29  
(44%)

22  
(46%)

12  
(52%)

10  
(39%)

486 
(37%)

Unknown 0   
(0%)

0   
(0%)

2   
(1%)

2   
(2%)

2   
(3%)

0   
(0%)

0
(0%)

0   
(0%)

6  
(0%)

Total 502 216 291 133 66 48 24 26 1,308

Source:  Provider responding ‘Yes’ to providing services under NDIS and DVA in the 2020 Aged Care Workforce 
Census were aggregated by state. Proportions taken from total providers within each state. Providers 
may be double-counted across states if they operate in Aged Care Planning Regions in multiple states. 
The ‘Unknown’ category includes providers that did not respond to this question in the census. The 
number of total providers does not add to 1,308 due to rounding.

3.4 Impact of COVID-19 on staffing levels
Providers were asked whether they experienced an increase, decrease or no change 
in their direct care staffing and volunteer levels due to the COVID-19 pandemic. Most 
providers (60 per cent) reported no change in their total care workforce, 18 per cent 
reported a decrease, while 21 per cent reported an increase. The most significant 
staffing impacts were in PCWs (with 21 per cent of providers reporting a decrease)  
and volunteers (with 33 per cent of providers reporting a decrease).
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4. Commonwealth Home 
Support Programme

4.1 Introduction
The Census was sent to 630 CHSP providers nationally, who were asked to complete 
a separate response for each of the aged care planning regions they operated in. This 
represents a total of 1,340 Census requests, of which 505 (38 per cent) responded. 
Responses were weighted to estimate results for the whole CHSP service care type. In 
this section, CHSP providers are counted separately for each aged care planning region 
as described in Section 1.2. 

Accurate comparisons of the 2020 Census findings with Aged Care Workforce Census 
data from previous years is not possible as the 2020 Census treated HCPP and CHSP as 
separate service care types as opposed to the 2016 Census which treated and reported 
on them as one care type. Additionally, providers who offer services under both HCPP 
and CHSP were asked to complete a separate response for each service care type.

Key Findings

• 76,096 staff in CHSP in 202021.

• 59,029 were direct care staff.

• Direct care staff comprise 12 per cent nurses, 80 per cent PCWs and 8 per cent allied 
health professionals. 

• Almost three quarters of direct care jobs were permanent positions, and the majority 
of these (92 per cent) were part-time. 

• 2,889 staff worked in ancillary roles such as cooks, cleaners, and gardeners. 

• 30 per cent of direct care workers were under the age of 40. 

• 71 per cent of PCWs in CHSP hold a Certificate III or higher in a relevant direct  
care field.

• IPC is the most commonly reported specialist skill among direct care workers.

• Over 60 per cent of all CHSP providers provide services under either the NDIS, DVA  
or both. 

• 57 per cent of providers reported a decrease in volunteer levels due to COVID-19.

• 28 per cent of providers reported a decrease in PCWs due to COVID-19. 
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4.2 Workforce characteristics

4.2.1 Size of the workforce

The total number of staff in the CHSP service care type in 2020 was 76,096 (based 
on permanent, casual/contractor and agency/sub-contractor workers across all roles). 
Of this total, 59,029 (or 78 per cent) were direct care staff. Of the remaining staff,  
2,889 worked in ancillary roles such as cooks, cleaners, and gardeners and 14,132 worked in 
administration and managerial roles, including care managers and 46 worked in pastoral care 
and educational roles.  

Providers were asked to report the hours worked by employees and, where this was not 
possible, to report on the number of sessions worked. Based on hours worked only, the number 
of direct care FTEs working in the service care type was 21,141. However, FTE could not be 
calculated for approximately four per cent of workers as either the provider did not respond to 
this question, or only details of sessions were provided. Sessions could not be converted to FTE 
as session times vary considerably both in terms of time spent with the client and travel time. 
The true FTE count is therefore higher than shown in Table 4.2. 

For CHSP, the direct care FTE distribution across jurisdictions is more closely aligned to 
the total aged population distribution than for HCPP. However, as Table 4.2 shows, there are 
differences for some jurisdictions including: 

• New South Wales, which has 26 per cent of national direct care FTEs, while having  
33 per cent of the aged population, and

• Western Australia, which has 18 per cent of national direct care FTEs and 10 per cent of the 
national aged population.

Table 4.2:  CHSP - Direct care FTE positions compared to population aged 70+ by state

Direct Care (FTE) Aged population (‘000s)

S
ta

te

NSW 5,501 (26%) 997 (33%)

VIC 5,997 (28%) 745 (25%)

QLD 4,461 (21%) 603 (20%)

WA 3,834 (18%) 290 (10%)

SA 502 (2%) 245 (8%)

TAS 349 (2%) 81 (3%)

ACT 247 (1%) 41 (1%)

NT 249 (1%) 24 (1%)

Total 21,141 (100%) 3,024 (100%)

Source:  2020 Aged Care Workforce Census figures for hours worked by staff were converted to FTE using ABS 
standard 35 hour weeks. Aged population as per Report on Government Services 14A (2020), the total of 
persons aged 70+ and Aboriginal and/or Torres Strait Islander persons aged 50-69.  
See Appendix 1: Job groups

The FTE count would be higher if sessions could be included. As outlined in Table 4.3, providers 
reported that direct care staff provided a total of 33,533 sessions not accounted for in the FTE 
figures above. The majority of these are due to nurse and PCW sessions in Victoria. 
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Table 4.3:  CHSP – Additional sessions provided by nurses, PCWs and allied health staff  
by state 

 Nurses and PCWs (Sessions) Allied health (Sessions)

S
ta

te

NSW  7,458  2,346 

VIC  12,881  169 

QLD  5,898  4,421 

WA  -    99 

SA  -    -   

TAS  -    -   

ACT  10  134 

NT  118  -   

Total 26,364 7,169

Source:  2020 Aged Care Workforce Census. See Appendix 1: Job groups. 

4.2.2 Occupation types

PCWs account for 80 per cent of CHSP total direct care roles in 2020 (Table 4.3). Almost 
three-quarters of nurse positions are RNs and one-quarter of allied health positions are 
occupational therapists. Workers may be duplicated in job counts if they work for more 
than one CHSP provider or service.

4.2.3 Employment types

Three-quarters of direct care roles in 2020 were permanent positions with agency staff/
sub-contractors accounting for only three per cent of all CHSP jobs. Figure 4.1 shows the 
proportion of non-permanent positions varies by job role with the highest proportion 
among PCWs (27 per cent). 
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Figure 4.1:  CHSP – Proportion of direct care permanent, casual and agency staff  
by job role

Allied Health Assistant

Allied Health Professional

Personal Care Worker

Enrolled Nurse

Registered Nurse

Nurse Practitioner 184

5,008

1,699

47,128

4,305

705

Agency/Sub-contractorCasual/ContractorPermanent Employee

93% <1% 7%

82% 16% 2%

80% 19% 2%

73% 25% 2%

79% 13%8%

89% 11% 0%

Proportion of job role Total jobsJob role

Source:  2020 Aged Care Workforce Census. See Appendix 1: Job groups Personal care workers includes personal 
care workers (formal traineeship). Some rows may add to 99 or 101 per cent due to rounding. 

More than 90 per cent of direct care permanent positions were filled on a part-time 
basis (Figure 4.2), with PCW roles the most likely to be part-time (97 per cent). Workers 
may be employed by multiple providers or service care types and work full-time hours 
but be counted as part-time at each. This is consistent with findings in RAC and HCPP.

Figure 4.2:  CHSP – Direct care workforce full time and part time  
permanent staff

Allied Health Assistant

Allied Health Professional

Personal Care Worker

Enrolled Nurse

Registered Nurse

Nurse Practitioner

Total direct care

172

44,065

4,098

1,351

34,423

3,392

629

53%

8%

21%

13%

3%

39%

19%

47%

92%

79%

87%

61%

97%

81%

Part-TimeFull-Time

Proportion of job role Total jobsJob role

Source:  2020 Aged Care Workforce Census. See Appendix 1: Job groups PCWs includes personal care workers 
(formal traineeship).

42

2567



4.2.4 Age and gender distribution

Among RNs, ENs and PCWs in the CHSP workforce, 28 per cent are younger than 
40 years old. CHSP has greater proportions of the workforce aged 40 years or older 
compared to RAC and HCPP.

Figure 4.3:  CHSP – Age of RNs, ENs and PCWs

60+ yrs50–59 yrs40–49 yrs

30–39 yrs20–29 yrs< 20 yrs

Personal Care Worker

Enrolled Nurse

Registered Nurse

Proportion of job role

46,970

1,697

5,0039%

15%

10%

19%

22%

17%

25% 35% 13%

18%

19% 33% 11%

23% 31%1%

<1%

<1%

Job role

Source:  2020 Aged Care Workforce Census. 

In 2016, the median ages of RNs, ENs and PCWs in HCPP and home support were  
48, 51 and 52 years respectively. In 2020, the median age for PCWs and ENs in both HCPP 
and CHSP is younger than in 2016 and lies between 40-49 years as per Figure 4.3  
(50 per cent of workers in these job roles are aged 40-49 years or younger). Estimated 
median ages for Registered Nurses in HCPP and CHSP appear to be in line with  
2016 figures22.

In line with previous Census data, most direct care workers in CHSP identify as female. 
However, allied health professionals are more likely to identify as male than workers in 
other job roles. PCWs (11 per cent) are slightly more likely to identify as male than RNs 
(seven per cent).  

4.2.5 Aboriginal and/or Torres Strait Islander distribution

At the time of the Census, there were 1,025 CHSP direct care workers who identify 
as Aboriginal and/or Torres Strait Islander, representing 1.8 per cent of the 
CHSP total direct care workforce.  

22  2020 RN ages were distributed between the 40-49-year group based on National Registration RN Community 
health care service settings ages
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Table 4.4 shows providers grouped by their proportion of Aboriginal and/or Torres 
Strait Islander clients, based on the national proportion of Aboriginal and/or Torres 
Strait Islanders to the national population of Australia (3.3 per cent23). The majority of 
Aboriginal and/or Torres Strait Islander direct care workers (84 per cent) worked as 
PCWs. Just over half of these PCWs (68 per cent) worked for providers with more than a 
3.3 per cent Aboriginal and/or Torres Strait Islander client base. For providers with more 
than 3.3 per cent Aboriginal and/or Torres Strait Islander clients, the proportion  
of Aboriginal and/or Torres Strait Islander PCWs increased from 0.9 per cent to  
4.7 per cent. A similar trend was seen for nurses and allied health workers.

Table 4.4:   CHSP – Direct care workforce who identify as Aboriginal and/or Torres Strait 
Islander working at providers with lower and higher levels of Aboriginal and/or 
Torres Strait Islander clients

Proportion of Aboriginal and/or Torres Strait Islander clients 
(provider grouping)

  0-3.3% Above 3.3% Unknown All facilities 

N
u

rs
es

Aboriginal and/
or Torres Strait 
Islander

18 (0.3%) 108 (7.5%) 0 (0%) 125 (1.8%)

Total 5,263 (100%) 1,428 (100%) 200 (100%) 6,891 (100%)

P
C

W
s Aboriginal and/

or Torres Strait 
Islander

258 (0.9%) 580 (4.7%) 20 (0.3%) 858 (1.8%)

Total 28,343 (100%) 12,388 (100%) 5,945   (100%) 46,676 (100%)

A
lli

ed
 

H
ea

lt
h

Aboriginal and/
or Torres Strait 
Islander

15 (0.4%) 28 (5.8%) 0 (0%) 42 (0.9%)

Total 4,170 (100%) 474 (100%) 347 (100%) 4,991 (100%)

Total staff (Aboriginal 
and/or Torres Strait 
Islander staff)

37,775 (291) 14,290 (716) 6,492 (20) 58,558 (1,025)

Providers 889 268 147 1,304

Source:  2020 Aged Care Workforce Census. Client data as per Dept. of Health provider records as at June 2020 
(client data was at the provider level and not the provider aged care planning region level). Proportions 
taken only for providers that answered this Census question. Numbers may not add up to totals due to 
rounding. See Appendix 1: Job groups.
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23  Proportion of 3.3 per cent was taken from the national population of Aboriginal and/or Torres Strait Islander 
population to the Australian population (https://www.abs.gov.au/statistics/people/aboriginal-and-torres-strait-
islander-peoples/estimates-aboriginal-and-torres-strait-islander-australians/latest-release).
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4.2.6 Culturally and linguistically diverse distribution

The number of CHSP direct care workers who identify as being from a 
CALD background in 2020 is 9,231, representing 16 per cent of the total 
CHSP direct care workforce. 

The higher proportion of CALD clients was based on the national proportion of  
29.8 per cent24 of Australians who were born overseas. PCWs account for 90 per cent 
of all CALD direct care workers with 57 per cent of these, working for providers with a 
higher CALD client base. The proportion of CALD PCWs working for providers with more 
than 29.8 per cent of clients from CALD backgrounds increased from 8.1 per cent  
to 62.2 per cent. 

Table 4.5:   CHSP – Direct care workforce who identify as CALD working at providers with 
lower and higher levels of CALD clients

Proportion of CALD clients (provider grouping)

  0-29.8% Above 29.8% Unknown All facilities 

N
u

rs
es CALD 152 (4%) 317 (15%) 20 (10%) 489 (8%)

Total 4,105 (100%) 2,151 (100%) 200 (100%) 6,456 (100%)

P
C

W
s

CALD 2,673 (8%) 4,776 (62%) 894 (15%) 8,342 (18%)

Total 32,838 (100%) 7,679 (100%) 5,930 (100%) 46,446 (100%)

A
lli

ed
 

H
ea

lt
h CALD 189 (5%) 104 (12%) 107 (31%) 400 (8%)

Total 3,732 (100%) 847 (100%) 342 (100%) 4,921 (100%)

Total staff (CALD staff) 40,675 (3,014) 10,677 (5,197) 6,472 (1,021) 57,823 (9,231)

Providers 923 233 147 1303

Source:  2020 Aged Care Workforce Census. Client data as per Dept. of Health provider records as at June 2020 
(client data was at the provider level and not the provider aged care planning region level). Proportions 
taken only for providers that answered this Census question. Numbers may not add up to totals due to 
rounding. See Appendix 1: Job groups.

4.2.7 Qualification levels

Almost three quarters (71 per cent) of PCWs hold a Certificate III or higher in a relevant 
direct care field, and another two per cent were studying for a Certificate III or higher 
qualification. PCWs without a response provided were assumed not to hold or be 
currently studying for a Certificate III in a relevant direct care field. 

The most commonly reported qualification among CHSP care managers was business 
management qualifications. Nearly one quarter of care managers were reported as 
having qualifications in an area other than those specifically asked in the Census, 
most commonly Certificate III in Individual Support (Ageing) (83 care managers) and 
Certificate IV in Aged Care (56 care managers). 
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Providers were asked whether any of their direct care workers had one or more of  
22 formally attained specialised skills. Table 4.6 shows the most commonly reported skill 
areas for all roles was IPC, consistent with RAC and HCPP. Refer to Appendix 4 for the 
full list of skills. 

Table 4.6:  CHSP –Providers with direct care workers with formally obtained 
specialist skills 

  Nurse 
Practitioner

Registered 
Nurse

Enrolled 
Nurse

Personal 
Care 

Worker

Allied  
Health 

Professional

Providers 
with at 

least one 
skilled 

worker

IPC 47 (74%) 397 (75%) 175 (62%) 744 (70%) 299 (50%) 902 (70%)

Dementia 
Care 27 (42%) 295 (56%) 143 (51%) 632 (60%) 176 (30%) 790 (61%)

Medications 17 (28%) 372 (70%) 184 (65%) 617 (58%) 68 (11%) 801 (62%)

Elder Abuse 47 (74%) 350 (66%) 168 (59%) 594 (56%) 263 (44%) 773 (60%)

Wound 
Care* 20 (32%) 362 (68%) 154 (54%) 172 (16%) 165 (28%) 538 (42%)

Palliative 
Care 9 (15%) 295 (56%) 109 (39%) 286 (27%) 79 (13%) 521 (40%)

Falls Risk 18 (29%) 304 (57%) 137 (48%) 434 (41%) 266 (45%) 697 (54%)

Diversity 
Awareness 38 (60%) 267 (50%) 127 (45%) 593 (56%) 240 (40%) 739 (57%)

None 15 (23%) 41 (8%) 46 (16%) 124 (12%) 82 (14%) N/A

Source:  2020 Aged Care Workforce Census. The proportions were taken from the number of providers that 
employed staff in that job role and responded to this question in the Census. The number of providers 
that responded none were only those who employed staff in that job role. *Wound Care: Wound 
Assessment/Care, Pressure Injury Risk Assessment & Skin Integrity

Between March and April 2020, the Commonwealth released a range of IPC e-learning 
modules. These included a foundation IPC control e-learning course tailored for health 
and community workers, including aged care workers, and nine aged care IPC training 
modules to provide additional IPC training to aged care providers and workers in all 
states and territories.

Consistent with RAC data, the most commonly reported specialist skill and training was 
in IPC. However the proportion of direct care CHSP workers reporting this specialist 
skill was  not as high as for RAC, where training was targeted and supported through  
the introduction of IPC Lead roles. 

Providers were also asked about the types of training (or continuous professional 
development) they offered to their nurses and PCWs in 2020, and how many of their 
workers had completed each type of training. As Table 4.7 shows, IPC was the most 
commonly offered type of training. Four per cent of providers reported offering no 
training to direct care workers.
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Table 4.7:  CHSP –Training providers offered to nurses and in the last 12 months

Number of 
providers 
(Proportion)

Number of workers  
(average number of training places per worker)

Registered Nurse Enrolled Nurse Personal Care 
Worker

IPC  929 (80%)  4,320 (0.86)  1,372 (0.81)  38,570 (0.82) 

Dementia Care  644 (55%)  693 (0.14)  248 (0.15)  15,338 (0.33) 

Medications  690 (59%)  1,714 (0.34)  564 (0.33)  25,134 (0.53) 

Elder Abuse  657 (56%)  2,502 (0.5)  747 (0.44)  22,663 (0.48) 

Wound Care*  336 (29%)  2,005 (0.4)  806 (0.47)  4,960 (0.11) 

Palliative Care  231 (20%)  1,048 (0.21)  213 (0.13)  2,456 (0.05) 

Falls Risk  395 (34%)  1,320 (0.26)  547 (0.32)  10,550 (0.22) 

Diversity 
Awareness  472 (40%)  450 (0.09)  170 (0.1)  12,481 (0.26) 

None  49 (4%)  N/A  N/A  N/A 

Total providers 
and staff in 
each role

 1,168 (100%)  5,008 (100%)  1,699 (100%)  47,128 (100%) 

Source:  2020 Aged Care Workforce Census. The provider proportions were taken from the 1,168 providers that 
responded to this question of the census and employed one of these job roles. The number of training 
places per worker was calculated with the headcount of each job role that responded to this question in 
the census. *Wound Care: Wound Assessment/Care, Pressure Injury Risk Assessment & Skin Integrity
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4.3 Commonwealth Home Support Programme providers

4.3.1 Direct care position vacancies

There was an estimated total of 6,117 vacancies in direct care roles at the time of the 
Census. As Table 4.8 shows, providers were most likely to have PCW vacancies.  
Over half of providers reported at least one PCW position vacant, and the average 
number of positions vacant across these providers was 8. 

Table 4.8:  CHSP – Proportion of providers with vacant direct care positions and average 
number of vacancies by role type 

Job role
Proportion 

of providers 
with vacancies

Average 
number of 

vacancies at 
providers*

Total 
vacancies

Vacancies as a 
proportion of 

jobs

Nurse Practitioner 1%  2 20 12%

Registered Nurse 8%  3 282 6%

Enrolled Nurse 2%  6 154 9%

Personal Care Worker 53%  8 5,307 11%

Allied Health Professional 11%  2 327 9%

Allied Health Assistant 2%  1 27 4%

Source:  2020 Aged Care Workforce Census. Proportion based on 1,334 providers that responded to this 
question in the Census. The proportion of jobs was calculated from the total job count for providers that 
responded to this question. *Average vacancies is for providers reporting at least one vacancy. Both full-
time and part-time permanent and casual vacancies are included. 

Providers reported 26 per cent of all direct care workers they employed as at November 
2019 had left their employment as at November 2020. These workers may have taken up 
employment with another aged care provider as opposed to leaving the aged care sector 
or workforce altogether.

As Table 4.9 shows, the rate of attrition of RNs and ENs was lower than that of other roles.  
PCW attrition was lower for CHSP than for HCPP but similar to that of RAC.
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Table 4.9:  CHSP – Direct care workforce attrition by role type over Nov 2019 to Nov 2020

Role type Employees who left between 
Nov 2019 and Nov 2020

Proportion of Nov 2019 
employees

Nurse Practitioner 53 27%

Registered Nurse 718 17%

Enrolled Nurse 284 15%

Personal Care Worker 12,833 27%

Allied Health Professional 907 26%

Allied Health Assistant 184 30%

Total 14,980 26%

Source:  2020 Aged Care Workforce Census total employees who left within the last 12 months. Attrition rate 
is calculated as the proportion of employees who left within the last 12 months to total employees 
as at November 2019 by job role. 

4.3.2 Volunteer support

In November 2020, 10,15525 volunteers provided support within CHSP. 

A significant number of providers reported that COVID-19 had decreased their number 
of volunteers. 

Volunteers were most likely to assist with social activities, transport and planned 
activities support. 

4.3.3 Providers offering services under the National Disability Insurance 
Scheme and Department of Veterans’ Affairs

Providers were asked whether they offered services under the NDIS and DVA. Around 
63 per cent of providers reported offering services under either the NDIS, DVA, or both. 
Nationally, 37 per cent reported offering only CHSP services.
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Table 4.10:  CHSP – CHSP providers offering services under NDIS and/or DVA by state 

NSW VIC QLD WA SA TAS ACT NT NAT

NDIS and 
DVA

97  
(30%)

104 
(34%)

113 
(36%)

15  
(10%)

5   
(4%)

19  
(34%)

2  
(12%)

2   
(8%)

357 
(27%)

NDIS only 82  
(25%)

37  
(12%)

92  
(29%)

51  
(36%)

12  
(9%)

7  
(13%)

11  
(54%)

20  
(62%)

312 
(27%)

DVA only 35  
(11%)

39  
(13%)

21  
(7%)

37  
(26%)

36  
(26%)

2  
(4%)

0   
(0%)

2   
(8%)

172 
(13%)

Neither 110 
(34%)

127 
(42%)

93  
(29%)

40  
(28%)

81  
(58%)

26  
(48%)

7  
(35%)

7  
(23%)

491 
(37%)

Unknown 0   
(0%)

0   
(0%)

0   
(0%)

0   
(0%)

5   
(4%)

0   
(0%)

0   
(0%)

0   
(0%)

5  
(0%)

Total 324 306 319 143 138 55 21 32 1,340

Source:  2020 Aged Care Workforce Census. Providers may be double-counted across states if they operate in 
Aged Care Planning Regions which cover multiple states. The total number of providers do not add to 
1,340 due to rounding.

4.4 Impact of COVID-19 on staffing levels
Providers were asked to report whether they experienced an increase, decrease or no 
change in their direct care staffing and volunteer levels due to the COVID-19 pandemic. 
Sixty-five per cent of providers reported no change in their total care workforce,  
20 per cent reported a decrease, while 15 per cent reported an increase. The most 
significant staffing impacts were in volunteers (with 57 per cent of providers reporting  
a decrease) and PCWs (with 28 per cent of providers reporting a decrease). 

50

2575



Appendices
Appendix 1: Job groups 

Job Group Job Role

Nurses

Nurse Practitioner

Registered Nurse

Enrolled Nurse

PCWs
Personal Care Worker

Personal Care Worker (formal traineeship)

Allied health

Occupational Therapist

Physiotherapist

Dietitian

Exercise Physiologist

Speech Therapist

Diversional Therapist

Aboriginal and Torres Strait Islander Health Worker/Practitioner

Podiatrist

Psychologist

Pharmacist

Social Worker

Allied Health - Other

Allied Health Assistant

Administration

Management

Administration

Quality and Education Coordinator (Residential Care only)

Care Manager (Home Care only)

Other
Pastoral / Spiritual care worker

Ancillary Care
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Appendix 2: Technical Compendium
Between collection and analysis, the 2020 Aged Care Workforce Census data underwent 
cleaning and transformation processes. Changes between the raw and cleaned  
data include: 

• The addition of weights – this ensures that final responses are representative of the 
whole population rather than of providers that responded to the survey. 

• The creation of derived variables such as FTE. 

• Identification and correction of data that is not logical

More information about the process of weighting the data is available in Appendix 5. 

FTE was derived by multiplying the number of roles identified by each provider by the 
number of hours and then dividing by 35 hours, the ABS standard hours in a full-time 
working week. 

In the RAC questionnaire, providers were asked to provide the number of hours worked 
by permanent and casual/contractor staff only. However, some providers responded 
on behalf of their agency/sub-contractor staff as well despite the question wording. 
Additionally, many providers who had staff in particular job roles did not provide the 
corresponding hours for those staff. Due to difficulties in separating which hours 
corresponded to agency/sub-contractor staff, FTE figures have been derived using all 
hours reported regardless of the employment types of those staff.  This has the effect of 
FTE being potentially over-reported if considered on a permanent and casual/contractor 
only basis, or potentially under-reported if considered to include agency/sub-contractor 
staff as well.

Corrections needed to be made to some responses to ensure that the relationship 
between count of jobs and FTE were reasonable. There were two main causes of this 
problem of mismatch between headcount for job role and FTE. 

1. Headcount for a job role was zero, but the FTE was a greater than zero

2. The FTE as a proportion of headcount was excessively high

In cases where there was no headcount and a positive FTE, corrections were made on a 
case by case basis. As summarised in Table A.2.1, the most common correction made was 
the reallocation of responses between job roles. This indicates that a relatively common 
response error was mistakenly entering worker headcount or worker hours in the wrong 
row, leading to a mismatch in responses for headcount and hours worked by job role.
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Table A.2.1: Data corrections – Category one corrections

Correction Number of 
corrections

Reallocation between job roles
Reallocating headcount based on job role position in Census

32

Correct hours to zero
Response for hours worked was deemed incorrect, and corrected to zero

18

Assign headcount from other questions
Other questions, e.g., worker age, were used to assign new  
headcount values

8

Custom correction 44*

Total 102

Source:  Corrections were made at the provider job role level. *All 44 corrections were from a single provider 
who did not enter agency staff in headcount figures but did provide hours worked.

In cases where the FTE was excessively high, (e.g., a provider reporting 29 RNs and  
1,015 RN FTE as in one response) a scaling methodology was applied to cap FTE based on 
selected FTE to headcount ratios by service care type and direct care job role. .

The FTE caps were based on outlier percentile analysis by service care type and job role. 
The table below summarises the caps applied. For nurses working in RAC, it was found 
that the working hours were higher for facilities in regional and remote areas and hence 
a higher cap has been set for these job roles.
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Table A.2.2: Data corrections – Category two FTE to headcount ratio caps

RAC 
Major Cities

RAC 
Regional/Remote HCPP CHSP

J
o

b
 r

o
le

Nurse 1.4 1.5 1.2 1.2

Personal Care Worker 1.4 1.4 1.2 1.2

Allied Health Assistant 1.2 1.2 1.2 1.2

Allied Health - Other 1.3 1.3 1.1 1.1

Aboriginal and/or Torres 
Strait Islander Health 
Worker/Practitioner

1.0 1.0 1.0 1.0

Dietitian 1.0 1.0 1.0 1.0

Diversional Therapist 1.3 1.3 1.2 1.2

Exercise Physiologist 1.2 1.2 1.2 1.2

Occupational Therapist 1.2 1.2 1.2 1.2

Pharmacist 1.0 1.0 1.0 NA

Physiotherapist 1.3 1.3 1.2 1.2

Podiatrist 1.0 1.0 1.0 1.0

Psychologist 1.1 1.1 1.1 1.1

Speech Therapist 1.0 1.0 1.0 1.0

Social Worker 1.0 1.0 1.1 1.1

Source:  FTE to headcount ratio caps set using outlier percentile analysis. NA indicates there were no hours 
worked reported for that job role and hence no cap has been applied. The ABS definition of a 35-hour 
workweek was assumed to convert hours worked to FTE.

Applying these caps to FTE following the mismatch corrections reduced outlier FTE for 
all three service care types. Table E.3 summarises the FTE differences between changes. 
The largest difference from data corrections was for HCPP, where outlier providers 
reported unreasonable FTE to headcount proportions of up to 9973 per cent.

Table A.2.3: Data corrections – Category two FTE

 Service care type

RAC HCPP CHSP

Pre-scaling correction 134,370 32,868 21,373

Post-scaling correction 129,151 25,308 21,141

Difference -4% -23% -1%
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Appendix 3: 2016 and 2020 Census and Survey 
participants
The 2016 survey was sent to 2,952 residential services (RAC facilities, National Aboriginal 
and Torres Strait Islander Flexible Aged Care and Transition Care Program with 
residential places) and 5,442 home care/home support services (Home Care Packages 
Program, the new Commonwealth Home Support Programme, HACC in Victoria and 
Western Australia, Multi-Purpose Services, National Aboriginal and Torres Strait 
Islander Flexible Aged care and Transition Care Program with home care/home support 
places). The 2016 survey was also sent to workers as well as providers. The total number 
of workers selected to receive a survey was 17,717 for the Residential Worker Survey and 
27,206 for the Home Care and Home Support Worker Survey.

The 2020 Census only requested responses directly from providers, not individual 
workers. National Aboriginal and Torres Strait Islander Flexible Aged Care and  
Transition Care Program were not included in the RAC survey.

As responses were submitted by providers not workers, workers will be duplicated 
within service care type results if they work at more than one service and could also  
be duplicated across service care types.
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Appendix 4: All training and skills 
Table A.4.1: RAC – Number of facilities that report having direct care workers with formally 

obtained specialist skills in all areas 

Nurse 
Practitioner

Registered 
Nurse

Enrolled 
Nurse

Personal 
Care 

worker

Allied  
Health 

Professional

Facilities 
with at 

least one 
skilled 

worker

ICT/IT 56 (39%) 1,112 (47%) 626 (37%) 984 (42%) 614 (34%) 1,199 (50%)

Dementia Care 92 (64%) 1,927 (82%) 1,248 (75%) 1,740 (75%) 887 (49%) 2,011 (85%)

Behaviour 
Support 93 (65%) 1,750 (74%) 1,098 (66%) 1,511 (65%) 755 (42%) 1,833 (77%)

Palliative Care 73 (51%) 1,806 (77%) 1,061 (63%) 1,333 (58%) 524 (29%) 1,866 (79%)

Medications 94 (66%) 1,929 (82%) 1,228 (73%) 1,362 (59%) 391 (22%) 2,037 (86%)

Mental Health 75 (52%) 1,276 (54%) 661 (40%) 833 (36%) 492 (27%) 1,412 (59%)

Clinical skills for 
high and complex 
care needs

63 (44%) 1,704 (72%) 749 (45%) 329 (14%) 410 (23%) 1,750 (74%)

Assessment of 
the Older Person 70 (49%) 1653 (70%) 790 (47%) 533 (23%) 625 (35%) 1,734 (73%)

IPC 116 (81%) 2,037 (86%) 1,275 (76%) 1684 (73%) 949 (53%) 2,089 (88%)

Parkinson’s 
Care 35 (25%) 1,152 (49%) 569 (34%) 749 (32%) 483 (27%) 1,242 (52%)

Elder Abuse 78 (55%) 1,898 (81%) 1,194 (71%) 1,706 (74%) 931 (52%) 1,954 (82%)

Falls Risk 112 (78%) 1,793 (76%) 1,120 (67%) 1,532 (66%) 973 (54%) 1,874 (79%)

Nutrition and 
Hydration 91 (64%) 1,733 (74%) 1,054 (63%) 1,408 (61%) 696 (39%) 1,822 (77%)

Oral Hygiene 47 (33%) 1,451 (62%) 886 (53%) 1,290 (56%) 390 (22%) 1,581 (67%)

Hearing 
Impairment 39 (27%) 1,242 (53%) 731 (44%) 1,097 (47%) 453 (25%) 1,380 (58%)

Diabetes 55 (39%) 1,609 (68%) 901 (54%) 981 (42%) 527 (29%) 1,697 (71%)

Wound Care* 82 (57%) 1,882 (80%) 1,101 (66%) 968 (42%) 562 (31%) 1,930 (81%)

Cultural Safety 49 (34%) 1,379 (59%) 847 (51%) 1,223 (53%) 769 (43%) 1,503 (63%)

Diversity 
Awareness 49 (34%) 1,442 (61%) 863 (52%) 1,314 (57%) 761 (42%) 1,529 (64%)

Leadership 71 (50%) 1,571 (67%) 573 (34%) 469 (20%) 400 (22%) 1,634 (69%)

Resilience 32 (23%) 934 (40%) 464 (28%) 685 (30%) 440 (24%) 1,010 (42%)

Other 6 (4%) 265 (11%) 140 (8%) 262 (11%) 113 (6%) 329 (14%)

None 11 (8%) 170 (7%) 177 (11%) 251 (11%) 457 (25%) N/A

Source:  Facilities were asked if staff in each job role held skills in 22 areas that enable them to provide specialised 
care supports. Note: The percentage represents the proportion of facilities that indicated having staff 
in that job role and completed this question of the Census and the percentage for all job roles is the 
proportion of facilities that indicated having one of these job roles and completed this question of the 
Census. *Wound Care: Wound Assessment/Care, Pressure Injury Risk Assessment & Skin Integrity
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Table A.4.2: RAC – All areas of training delivered to nurses and PCWs through continuous 
professional development in the last 12 months

Number of 
facilities 

(proportion)

Number of workers (number of training places 
per worker)

  Registered 
Nurse Enrolled Nurse Personal Care 

Worker

ICT/IT 1,238 (49%) 11,727 (0.38) 5,057 (0.33) 49,907 (0.36)

Dementia Care 2,094 (82%) 14,289 (0.46) 6,790 (0.44) 64,641 (0.47)

Behaviour Support 1,646 (65%) 10,169 (0.33) 5,274 (0.34) 41,297 (0.3)

Palliative Care 1,623 (64%) 10,323 (0.34) 4,534 (0.3) 28,415 (0.21)

Medications 2,094 (82%) 17,898 (0.58) 8719 (0.57) 34,709 (0.25)

Trauma informed care 330 (13%) 1,709 (0.06) 618 (0.04) 2,820 (0.02)

Mental Health 946 (37%) 5,032 (0.16) 2,169 (0.14) 16,678 (0.12)

Clinical skills for high/
complex care needs in 
older people

1,322 (52%) 11,890 (0.39) 4,535 (0.3) 21,500 (0.16)

IPC 2,291 (90%) 49,176 (1.6) 26,743 (1.74) 189,501 (1.37)

Healthy Ageing 624 (25%) 3,348 (0.11) 1,451 (0.09) 14,388 (0.1)

Parkinson’s Care 652 (26%) 2,814 (0.09) 988 (0.06) 8,828 (0.06)

Elder Abuse 2,222 (88%) 19,923 (0.65) 11,693 (0.76) 96,942 (0.7)

Falls Risk 1,634 (64%) 11,825 (0.38) 5,754 (0.38) 46,486 (0.34)

Nutrition and Hydration 1,500 (59%) 10,573 (0.34) 4,739 (0.31) 44,798 (0.32)

Oral Hygiene 1,191 (47%) 6,804 (0.22) 2,832 (0.18) 30,188 (0.22)

Hearing Impairment 749 (29%) 3,817 (0.12) 1,402 (0.09) 13,287 (0.1)

Diabetes 1,079 (42%) 6,036 (0.2) 3,037 (0.2) 10,902 (0.08)

Wound Care 1,801 (71%) 14,023 (0.46) 6,310 (0.41) 33,488 (0.24)

Cultural Safety 1,538 (61%) 19,751 (0.64) 7,630 (0.5) 66,427 (0.48)

Diversity Awareness 1,582 (62%) 13,203 (0.43) 6,089 (0.4) 58,625 (0.42)

Leadership 998 (39%) 4,349 (0.14) 1,170 (0.08) 4,922 (0.04)

Resilience 651 (26%) 2,443 (0.08) 967 (0.06) 8,084 (0.06)

Other 993 (39%) 36,570 (1.19) 20,125 (1.31) 161,335 (1.17)

None 134 (5%) N/A N/A N/A

Total facilities and sttaff 
in each role 2,554 (100%) 30,733 (100%) 15,338 (100%) 138,304 (100%)
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Table A.4.3: HCPP – Number of providers that report having direct care workers with 
formally obtained specialist skills in all areas 

  Nurse 
Practitioner

Registered 
Nurse

Enrolled 
Nurse

Personal 
Care 

Worker

Allied  
Health 

Professional

Facilities 
with at 

least one 
skilled 

worker

ICT/IT 17 (45%) 217 (33%) 90 (32%) 284 (25%) 166 (39%) 377 (32%)

Dementia Care 27 (74%) 460 (69%) 182 (64%) 772 (68%) 161 (38%) 871 (75%)

Behaviour 
Support 13 (34%) 301 (45%) 119 (42%) 476 (42%) 136 (32%) 602 (52%)

Palliative Care 18 (49%) 388 (58%) 128 (45%) 400 (35%) 113 (27%) 620 (53%)

Medications 23 (61%) 494 (74%) 199 (70%) 707 (62%) 58 (14%) 862 (74%)

Mental Health 16 (43%) 266 (40%) 105 (37%) 381 (33%) 110 (26%) 555 (47%)

Clinical skills 
for high/
complex care 
needs

16 (44%) 417 (63%) 120 (43%) 186 (16%) 159 (37%) 585 (50%)

Assessment 
of the Older 
Person

13 (35%) 437 (66%) 151 (53%) 300 (26%) 194 (45%) 649 (56%)

IPC 30 (80%) 511 (77%) 200 (71%) 810 (71%) 238 (56%) 905 (77%)

Parkinson’s 
Care 7 (19%) 245 (37%) 91 (32%) 252 (22%) 130 (31%) 423 (36%)

Elder Abuse 32 (86%) 434 (65%) 193 (68%) 737 (65%) 189 (44%) 811 (69%)

Falls Risk 20 (55%) 411 (62%) 177 (63%) 564 (49%) 207 (48%) 713 (61%)

Nutrition and 
Hydration 12 (32%) 370 (56%) 150 (53%) 428 (38%) 146 (34%) 618 (53%)

Oral Hygiene 8 (21%) 302 (45%) 130 (46%) 372 (33%) 55 (13%) 487 (42%)

Hearing 
Impairment 4 (9%) 239 (36%) 100 (35%) 270 (24%) 97 (23%) 401 (34%)

Diabetes 21 (56%) 411 (62%) 158 (56%) 391 (34%) 84 (20%) 649 (56%)

Wound Care* 23 (61%) 485 (73%) 182 (64%) 271 (24%) 117 (27%) 664 (57%)

Cultural Safety 18 (49%) 379 (57%) 156 (55%) 564 (50%) 194 (45%) 696 (60%)

Diversity 
Awareness 20 (55%) 385 (58%) 174 (61%) 612 (54%) 200 (47%) 717 (61%)

Leadership 19 (52%) 246 (37%) 71 (25%) 187 (16%) 91 (21%) 437 (37%)

Resilience 8 (21%) 216 (32%) 85 (30%) 249 (22%) 109 (25%) 354 (30%)

Other 2 (6%) 115 (17%) 32 (11%) 200 (18%) 54 (13%) 260 (22%)

None 3 (7%) 45 (7%) 40 (14%) 111 (10%) 93 (22%) N/A
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Table A.4.4: HCPP – All areas of training delivered to nurses and PCWs through continuous 
professional development in the last 12 months

Number of 
facilities 

(proportion)

Number of workers (number of training places 
per worker)

  Registered 
Nurse Enrolled Nurse Personal Care 

Worker

ICT/IT 235 (19%) 830 (0.27) 678 (0.76) 7,545 (0.13)

Dementia Care 660 (55%) 927 (0.31) 373 (0.42) 15,549 (0.28)

Behaviour Support 407 (34%) 888 (0.29) 750 (0.85) 7,796 (0.14)

Palliative Care 286 (24%) 571 (0.19) 122 (0.14) 3,785 (0.07)

Medications 755 (62%) 1,461 (0.48) 549 (0.62) 24,315 (0.43)

Trauma informed care 56 (5%) 48 (0.02) 27 (0.03) 664 (0.01)

Mental Health 304 (25%) 307 (0.1) 160 (0.18) 5,125 (0.09)

Clinical skills for high/
complex care needs in 
older people

316 (26%) 686 (0.23) 177 (0.2) 4,564 (0.08)

IPC 965 (80%) 5,715 (1.89) 4,736 (5.34) 44,247 (0.79)

Healthy Ageing 185 (15%) 302 (0.1) 111 (0.12) 4,388 (0.08)

Parkinson’s Care 99 (8%) 104 (0.03) 45 (0.05) 1,704 (0.03)

Elder Abuse 711 (59%) 1,595 (0.53) 1,005 (1.13) 22,457 (0.4)

Falls Risk 456 (38%) 972 (0.32) 424 (0.48) 13,009 (0.23)

Nutrition and Hydration 353 (29%) 495 (0.16) 248 (0.28) 6,249 (0.11)

Oral Hygiene 165 (14%) 136 (0.04) 67 (0.08) 3,324 (0.06)

Hearing Impairment 105 (9%) 61 (0.02) 29 (0.03) 1,382 (0.02)

Diabetes 299 (25%) 387 (0.13) 137 (0.15) 5,910 (0.11)

Wound Care 406 (34%) 1,160 (0.38) 354 (0.4) 5,753 (0.1)

Cultural Safety 516 (43%) 1,396 (0.46) 732 (0.83) 13,615 (0.24)

Diversity Awareness 521 (43%) 753 (0.25) 300 (0.34) 14,113 (0.25)

Leadership 150 (12%) 169 (0.06) 91 (0.1) 792 (0.01)

Resilience 123 (10%) 118 (0.04) 47 (0.05) 2,720 (0.05)

Other 409 (34%) 7,852 (2.6) 7,555 (8.52) 22,178 (0.4)

None 80 (7%) N/A N/A N/A

Total facilities and staff 
in each role 1,209 (100%) 3,022 (100%) 887 (100%) 56,071 (100%)
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Table A.4.5: CHSP – Number of providers that report having direct care workers with 
formally obtained specialist skills in all areas 

  Nurse 
Practitioner

Registered 
Nurse

Enrolled 
Nurse

Personal 
Care 

Worker

Allied  
Health 

Professional

Facilities 
with at 

least one 
skilled 

worker

ICT/IT 42 (66%) 173 (33%) 82 (29%) 315 (30%) 176 (30%) 388 (30%)

Dementia Care 27 (42%) 295 (56%) 143 (51%) 632 (60%) 176 (30%) 790 (61%)

Behaviour 
Support 5 (8%) 141 (27%) 74 (26%) 349 (33%) 108 (18%) 466 (36%)

Palliative Care 9 (15%) 295 (56%) 109 (39%) 286 (27%) 79 (13%) 521 (40%)

Medications 17 (28%) 372 (70%) 184 (65%) 617 (58%) 68 (11%) 801 (62%)

Mental Health 0 (0%) 115 (22%) 56 (20%) 260 (25%) 121 (20%) 397 (31%)

Clinical skills 
for high/
complex care 
needs

12 (19%) 288 (54%) 100 (35%) 151 (14%) 210 (35%) 473 (37%)

Assessment 
of the Older 
Person

16 (25%) 321 (60%) 129 (46%) 212 (20%) 236 (40%) 571 (44%)

IPC 47 (74%) 397 (75%) 175 (62%) 744 (70%) 299 (50%) 902 (70%)

Parkinson’s 
Care 12 (19%) 128 (24%) 54 (19%) 153 (14%) 127 (21%) 312 (24%)

Elder Abuse 47 (74%) 350 (66%) 168 (59%) 594 (56%) 263 (44%) 773 (60%)

Falls Risk 18 (29%) 304 (57%) 137 (48%) 434 (41%) 266 (45%) 697 (54%)

Nutrition and 
Hydration 17 (26%) 246 (46%) 122 (43%) 346 (33%) 150 (25%) 564 (44%)

Oral Hygiene 12 (19%) 197 (37%) 96 (34%) 174 (16%) 42 (7%) 340 (26%)

Hearing 
Impairment 14 (23%) 128 (24%) 63 (22%) 163 (15%) 59 (10%) 279 (22%)

Diabetes 23 (36%) 298 (56%) 124 (44%) 289 (27%) 110 (19%) 580 (45%)

Wound Care* 20 (32%) 362 (68%) 154 (54%) 172 (16%) 165 (28%) 538 (42%)

Cultural Safety 12 (19%) 265 (50%) 135 (48%) 515 (49%) 221 (37%) 666 (52%)

Diversity 
Awareness 38 (60%) 267 (50%) 127 (45%) 593 (56%) 240 (40%) 739 (57%)

Leadership 37 (59%) 153 (29%) 45 (16%) 151 (14%) 139 (23%) 386 (30%)

Resilience 14 (23%) 136 (26%) 63 (22%) 249 (24%) 126 (21%) 351 (27%)

Other 2 (3%) 113 (21%) 19 (7%) 197 (19%) 131 (22%) 353 (27%)

None 15 (23%) 41 (8%) 46 (16%) 124 (12%) 82 (14%) N/A
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Table A.4.6: CHSP – All areas of training delivered to nurses and PCWs through continuous 
professional development in the last 12 months

Number of 
facilities 

(proportion)

Number of workers (number of training places 
per worker)

  Registered 
Nurse Enrolled Nurse Personal Care 

Worker

ICT/IT 273 (23%) 1,634 (0.33) 675 (0.4) 10,741 (0.23)

Dementia Care 644 (55%) 693 (0.14) 248 (0.15) 15,338 (0.33)

Behaviour Support 297 (25%) 205 (0.04) 132 (0.08) 5,983 (0.13)

Palliative Care 231 (20%) 1,048 (0.21) 213 (0.13) 2,456 (0.05)

Medications 690 (59%) 1,714 (0.34) 564 (0.33) 25,134 (0.53)

Trauma informed care 62 (5%) 37 (0.01) 20 (0.01) 775 (0.02)

Mental Health 273 (23%) 125 (0.03) 48 (0.03) 4,548 (0.1)

Clinical skills for high/
complex care needs in 
older people

249 (21%) 942 (0.19) 127 (0.07) 2,415 (0.05)

IPC 929 (80%) 4,320 (0.86) 1,372 (0.81) 38,570 (0.82)

Healthy Ageing 147 (13%) 111 (0.02) 31 (0.02) 2,792 (0.06)

Parkinson’s Care 41 (4%) 40 (0.01) 12 (0.01) 680 (0.01)

Elder Abuse 657 (56%) 2,502 (0.5) 747 (0.44) 22,663 (0.48)

Falls Risk 395 (34%) 1,320 (0.26) 547 (0.32) 10,550 (0.22)

Nutrition and Hydration 266 (23%) 280 (0.06) 95 (0.06) 4,261 (0.09)

Oral Hygiene 126 (11%) 54 (0.01) 15 (0.01) 2,000 (0.04)

Hearing Impairment 73 (6%) 29 (0.01) 10 (0.01) 788 (0.02)

Diabetes 246 (21%) 392 (0.08) 187 (0.11) 3,865 (0.08)

Wound Care 336 (29%) 2,005 (0.4) 806 (0.47) 4,960 (0.11)

Cultural Safety 481 (41%) 1,317 (0.26) 251 (0.15) 11,245 (0.24)

Diversity Awareness 472 (40%) 450 (0.09) 170 (0.1) 12,481 (0.26)

Leadership 126 (11%) 800 (0.16) 95 (0.06) 402 (0.01)

Resilience 175 (15%) 142 (0.03) 67 (0.04) 3,516 (0.07)

Other 342 (29%) 837 (0.17) 82 (0.05) 11,207 (0.24)

None 49 (4%) N/A N/A N/A

Total facilities and staff 
in each role 1,168 (100%) 5,008 (100%) 1,667 (100%) 47,128 (100%)
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Appendix 5: Weighting methodology
1. Introduction

A census approach was adopted for the 2020 Aged Care Workforce Census in which all 
aged care providers were asked to provide the required information for all facilities and 
services in the relevant population that they manage. However, there was a degree of 
non-response and data was not provided for all the facilities and services in the scope 
of the Census. If there are substantial differences in the demographic variables between 
the responding and non-responding facilities and services, estimates obtained from the 
Census may be biased, resulting in possible under or overestimation of the features of 
the population of aged care providers. Adjustments to reduce the effect of non-response 
on estimates were made using weights to reduce potential biases. A similar weighting 
process to that used in 2016 was developed and implemented. Estimates from the 2020 
data were produced using these weights.

The 2016 Census was conducted as a complete enumeration of all relevant facilities and 
services, although due to the level of non-response it was effectively a survey.  
Estimates were produced using a sample weighting process, which involved weights at 
the service and employee level. Further details of the weighting used in the 2016 Census 
can be found in Mavromaras, K, et al. (2017)26. The 2016 Census involved the selection of a 
sample of employees from the responding facilities. For the 2020 Census all the relevant 
data was collected from the management of the provider for the facilities and services 
and there was no sampling of employees and so no weighting at the employee level  
was needed.

Planning region estimates are a key output from the 2020 Census. Each provider was 
asked to give data broken down by planning region, so the reporting unit is the  
provider-region, which is the level at which the weights were calculated. The weight for 
a cell is the inverse of the response rate. This approach assumes that within a weighting 
cell the average of any variable or characteristic for responding and non-responding 
units is the same, except for random variation. Essentially the responding sample in 
a weighting cell is equivalent to a simple random sample of the units within that cell. 
This approach adjusts the sample so that each weighting cell contributes to the overall 
estimate proportionally to its number of population units. Ideally, weighting cells are 
formed to be homogeneous. To avoid issues with unstable weights that are relatively high 
or low, weighting cells were generally formed to give approximately 20 units or more and 
10 or more respondents. 

The use of weights in the calculation of estimates should reduce but may not eliminate 
biases due to differences between respondents and non-respondents within  
weighting cells.

Some responding units may not provide all the information requested. For characteristics 
for which there are some missing values in the responding sample, further adjustments 
may be required.

Each service care type is considered separately for weighting purposes. As in the  
2016 Census weighting cells in 2020 were formed using a remoteness classification and a 
relevant and available measure of size.

26  Mavromaras, K, et al. (2017). The Aged Care Workforce 2016. https://gen-agedcaredata.gov.au/Resources/
Reports-and-publications/2017/March/The-aged-care-workforce,-2016
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2. Residential Facilities 

The population consisted of 2716 units of which 1329 responded giving an overall 
response rate of 48.8 per cent. Weighting cells were formed according to remoteness 
classification for the facility and its size. Three size ranges were used based on the 
number of places: small (0 - 80), medium (81-120) and large (121 and above). These size 
ranges accounted for approximately the same total number of places. Due to the small 
number of units, the remote and very remote categories were combined, and no size 
cells were formed in that category. 

The resulting weights are summarised in Table A.5.1

Table A.5.1: Weighting for Residential Facilities

Weighting Cell Population 
Units

Responding 
Units

Response  
Rate Weight

Very remote & Remote 42 20 47.6 2.100

Small in major city 808 379 46.9 2.132

Medium in major city 523 260 49.7 2.012

Large in major city 373 171 45.8 2.181

Small in inner regional 417 207 49.6 2.014

Medium in inner 
regional 165 87 52.7 1.897

Large in inner regional 69 42 60.9 1.643

Small in outer regional 259 132 51.0 1.962

Medium in outer 
regional 43 21 48.8 2.048

Large in outer regional 17 10 58.8 1.700

Total 2716 1329 48.9 N/A
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3. Home Care Packages Program Providers

The initial population consisted of 1469 units of which 616 responded, which is an  
overall response rate of 41.9 per cent. The measure of size was the number of clients.  
In 190 units the size was zero and of these 29 responded, a response rate of only  
15.3 per cent. Most of the 161 non-responding units with zero clients would not be 
operating or in the early stage of operation but registered with the department as an 
approved provider. These 161 units with zero size were deemed as out of scope and 
the 29 that responded were each given a weight of 1, implying that they represent 
themselves. 

Of the 1279 units with non-zero size 587 responded giving an overall response rate of 
45.9 per cent. Including the 29 zero-size respondents, the overall response rate was  
1308 or 47 per cent

Three size ranges were used based on the number of places: small (1 - 100), medium  
(101 - 200) and large (201 and above). The distribution of the numbers of places was 
very skewed. While the mean number of places was 103, the maximum was 5654. The 
size ranges were chosen by putting the top one per cent (i.e. 15) of units aside and then 
determining ranges with approximately the same total number of places. Due to the small 
number of units in the remote and very remote categories no size cells were formed in 
those categories. The small number of units and respondents led to merging medium and 
large size cells in outer regional and no size cells in very remote and remote areas. The 
resulting weights are summarised in Table A.5.2.

Table A.5.2: Weighting for Home Care Packages Program Providers

Weighting Cell Population 
Units

Responding 
Units

Response  
Rate Weight

Zero size 29(a) 29 N/A 1.000

Very remote 27 18 66.7 1.500

Remote 34 17 50.0 2.000

Small in major city 450 178 39.6 2.528

Medium in major city 143 65 45.5 2.200

Large in major city 157 81 51.6 1.938

Small in inner regional 212 106 50.0 2.000

Medium in inner 
regional 74 41 55.4 1.805

Large in inner regional 38 20 52.6 1.901

Small in outer regional 116 50 43.1 2.320

Medium & large in outer 
regional 28 11 39.3 2.545

Total 1308 616 47.1 N/A

(a) 161 non-responding units with zero size treated as out of scope
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4. Commonwealth Home Support Programme.

The population consisted of 1340 units of which 505 responded, an overall response rate 
of 37.7 per cent.

The size measure, the number of clients, was not available for 342 units, which is  
25.5 per cent of the population. The units with no size measures were treated as a 
separate weighting cell. This cell has a lower response rate with 70 respondents out of 
342, a response rate of 20.5 per cent. The contribution of this cell to estimates should be 
treated with caution given the lower response rate.

For those units for which the size variable is available the distribution of clients is very 
skewed. While the mean clients are 445, there are ten units with more than 6000 clients.

Three weighting cells by size, as measured by clients, were produced as indicated in the 
Table 3. The size ranges were determined by putting the top five per cent (i.e. 67) of units 
aside and diving the remaining units so that each cell accounts for the same number  
of clients.

As in the 2016 Census a remoteness indictor was not available and so was not used in the 
weighting for the CHSP sector.

Table A.5.3: Weighting for CHSP

Weighting Cell Population 
Units

Responding 
Units

Response  
Rate Weight

Small 0-1100 813 333 41.0 2.4414

Medium 1101 -2200 84 51 60.7 1.6471

Large 2201+ 101 51 50.5 1.9804

Unknown 342 70 20.5 4.8857

Total 1340 505 37.7 N/A
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Minister’s Foreword

Minister’s Foreword
By the Minister for Senior Australians and Aged Care Services  
Senator the Hon Richard Colbeck

I am pleased to present the 2020–21 Report on the Operation  
of the Aged Care Act 1997.

The past year has been extraordinarily difficult for all Australians as  
the COVID-19 pandemic has forced us to adapt the way we live in order to save lives.

Families have been separated by border closures and the elderly in residential 
aged care facilities have endured visitor restrictions as providers act to protect  
the most vulnerable.

I want to thank senior Australians and their families for their determined spirit 
during such a challenging time and all those who work in aged care for their care 
and compassion.

The Australian Government has worked to support the sector through the pandemic 
with one aim in mind, and that has been to protect the most vulnerable. We provided 
more than $2.1 billion in aged care specific measures to support residential aged care 
providers and staff, and ensure quality of care for older Australians.

This support has been wide-ranging, including improved infection-control 
management and training, workforce support, extra funding to cover the increased 
costs of caring for older Australians during the pandemic, and additional funding for 
better communication with older Australians and their families, as well as improved 
support for their mental health and well-being.

While managing the immediate threat from COVID-19, the Government has also 
responded swiftly and decisively to the Final Report of the Royal Commission into 
Aged Care Quality and Safety with a comprehensive $17.7 billion package which will 
support a once-in-a-generation reform of aged care in Australia.

The reforms will be built on five pillars – Home Care, Residential aged care 
services and sustainability, Residential aged care quality and safety, 
Workforce, and Governance. Progress has already been made in all these areas, 
including the release of an average of 3,000 Home Care Packages each week, 
resulting in a significant reduction in waiting times for high care packages, 
and new legislation, which will deliver risk-based assurance reviews of 500 home 
care providers every 12 months, to improve the safety and quality of services 
provided to older Australians.
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Underpinning these reform pillars are the principles of genuine two-way 
engagement with all involved parties, combined with a commitment to absolute 
transparency in reporting from providers, in order to strengthen the financial 
oversight of the aged care sector.

To facilitate this, an Engagement Hub has been established, to make it easier for 
consumers, their families and carers, the workforce, and the sector more broadly, 
to ensure they have a voice in the implementation of aged care reforms and can 
easily access information on progress to date.

Strong, independent oversight of the system is essential for good governance and 
transparency, and to that end, the Government has committed $262.5 million to 
ensure the Aged Care Quality and Safety Commission is well equipped to safeguard 
the quality, safety and integrity of aged care services, and can effectively address 
any failures in care which do occur.

This Government’s commitment to the well-being of senior Australians and the 
integrity of the aged care system is absolute, and I look forward to continuing to 
work with the sector in this once in a lifetime opportunity to implement reforms 
which will ensure Australia’s aged care system is second to none.

Richard Colbeck 
Minister for Senior Australians and Aged Care Services
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Nearly 60 per cent of aged care expenditure 
was on residential aged care.

TOTAL 
EXPENDITURE:  

$23.6 b

RESIDENTIAL 
CARE:  

$14.1 b

HOME  
SUPPORT

HOME  
CARE

FLEXIBLE  
CARE

OTHER  
AGED CARE

There were 830 approved providers of 
residential aged care and 939 approved 
providers of home care packages.

RESIDENTIAL CARE: 830 HOME CARE: 939 FLEXIBLE CARE: 128
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More than 1,430 
organisations were funded  
to deliver CHSP services. 

HOME SUPPORT: 1,432

Almost two thirds of aged 
care consumers accessed 
basic support at home.

Home Support

Residential Care

Home Care

Restorative Care
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Introduction

xv

Introduction

Purpose of this report
This report details the operation of Australia’s aged care system during the 2020–21 
financial year. It is the twenty-third report in the series. The report is delivered to Parliament  
by the Minister in accordance with section 63-2 of the Aged Care Act 1997 (the Act).

Scope
In addition to meeting the reporting requirements specified in the Act, the report 
provides an overview of the components of the Australian aged care system 
(including those not governed by the Act), in order to present a comprehensive  
snapshot of the system as a whole during the 2020–21 financial year.

Structure of the report
Chapter 1 provides an overview of the structure, operation and funding of the aged  
care system in Australia.

Chapter 2 describes the systems and resources available to ensure consumers have 
access to information about aged care services, and describes the processes through 
which they gain access to those services.

Chapters 3 to 7 describe the various types of service provision on a continuum from entry level 
community care to permanent residential care, including flexible care options and respite care.

Chapter 8 describes the provisions made to support people who are designated as 
having diverse needs.

Chapter 9 summarises the Australian Government’s contribution to aged care  
workforce measures.

Chapter 10 gives an overview of the regulatory and prudential frameworks to ensure 
compliance by providers with the provisions of the Act, and to ensure consumers  
receive quality services.

Appendix A addresses the reporting requirements specified in s63-2 of the Act.

Data sources
Data in this report was collected from departmental information systems and records.

On 15 August 2017, a new, user-friendly, interactive website targeted to a wide audience 
was launched. The GEN Aged Care Data website (GEN) is Australia’s only central, 
independent repository of national aged care data and is managed and regularly 
updated by the Australian Institute of Health and Welfare.1

1  https://www.gen-agedcaredata.gov.au/
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1. Overview of the Australian Aged 
Care System

1.1. Introduction
The traditional image of aged care is often associated with residential care. 
While it is true that the majority of expenditure is in the residential care sector, in fact, 
the majority of people remain independent and stay in their home, connected to 
family and community, for the duration of their lives. For some, home support and 
home care packages provide the support they need to maintain independent living. 
Only a small proportion of older Australians are accessing residential care at any  
point in time.

The aged care system offers a continuum of care under three main types of service: 
Commonwealth Home Support, home care packages, and residential care. 
There are also several types of flexible care available to consumers (and their carers) 
that extend across the spectrum from home support to residential aged care.

Commonwealth Home Support Programme

The Commonwealth Home Support Programme (CHSP) provides entry-level services 
focussed on supporting individuals to undertake tasks of daily living to enable 
them to be more independent at home and in the community. Services under the 
program are provided on an on-going or episodic basis, depending on need.

For more information on the CHSP, see Chapter 3.

Home Care

This is a more structured, more comprehensive package of home-based support, 
provided over four levels:

	• Level 1 – to support people with basic care needs
	• Level 2 – to support people with low level care needs
	• Level 3 – to support people with intermediate care needs
	• Level 4 – to support people with high care needs.

For more details on home care, see Chapter 4.
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Respite Care

Respite care is an important support service for frail people and their carers,  
and is provided in a number of settings to allow flexibility for users.

For more details on respite care, see Chapter 5.

Residential Care

Residential care provides support and accommodation for people who have been 
assessed as needing higher levels of care than can be provided in the home, 
and, where required, 24-hour nursing care. Residential care is provided on either 
a permanent, or a temporary (respite) basis.

For more information on residential care, see Chapter 6.

Flexible Care

Flexible care acknowledges that in some circumstances an alternative to mainstream 
residential and home care is required. There are five types of flexible care:

	• Transition Care
	• Short-Term Restorative Care
	• Multi-Purpose Services
	• National Aboriginal and Torres Strait Islander Flexible Aged Care
	• Innovative Care.

For more information on flexible care, see Chapter 7.

Summary

While the components of the system represent a continuum of care from low-level 
(possibly temporary) to high-level, permanent care, a consumer’s progression 
through the system is not necessarily linear.

When and where on the care-spectrum a person enters the system (and indeed 
whether they ever enter it), and their progression through it, is determined by 
the complex interaction of intrinsic and extrinsic factors. These include the social 
determinants of health, physical and mental health and well-being, social support 
and inclusion.

Each person’s life experience is unique and therefore there is no ‘typical’ aged 
care consumer. The aged care system is designed to be flexible and responsive  
to these varying needs.
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1.2. Managing supply and demand

Supply

The Australian Government’s needs-based planning framework aims to grow the 
supply of aged care places in proportion to the growth in the aged population. 

It also seeks to ensure balance in the provision of services between metropolitan, regional, 
rural and remote areas, as well as among people needing differing levels of care.

The Australian Government manages the supply of aged care places by specifying 
a national target provision ratio (the ratio) of subsidised aged care places. 
At 30 June 2021, the ratio is 76.4 operational aged care places for every 1,000 people 
aged 70 years and over.

While the overall target provision ratio comprises residential care, home care, 
and, since 2016, restorative care places, the reported ‘operational provision ratio’ 
refers only to places assigned to approved providers. Since the introduction of 
the Increasing Choice in Home Care reforms on 27 February 2017, home care 
packages can no longer be defined as ‘operational places’ as they are not assigned 
to the provider, but to the consumer, and are therefore no longer included in the 
operational provision ratio.

As the number of places increases, the balance of care types within the ratio will 
also change. The change in mix of care-types is intended to respond to the reported 
consumer preference to stay at home, where possible, and, to accommodate the 
inclusion of the recently introduced Short-Term Restorative Care (STRC) program.

The Australian Government does not regulate the supply of home support services 
in the same way as it does home care and residential care, as these services are 
provided through grant-funding arrangements, although the supply is affected by 
overall funding levels.

Current provision

The total number of operational residential and flexible aged care places at 
30 June 2021 was 229,547. This represents an increase of 2,013 residential  
and flexible aged care places since 30 June 2020.

At 30 June 2021, there were 176,105 people in a home care package, an increase  
of 33,669 since 30 June 2020.
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Allocation of residential aged care places

The Aged Care Approvals Round (ACAR) is a competitive application process that 
enables prospective and existing approved providers of aged care to apply for a 
range of new Australian Government-funded aged care places (residential care 
places and STRC places), and may also offer financial assistance in the form of 
capital grants for eligible aged care providers.

As part of the 2021–22 Budget, the Australian Government announced that no 
further ACARs for permanent residential aged care would be held following the 
conclusion of the 2020 ACAR. Instead, from 1 July 2024 residential care places will 
be assigned directly to older Australians, giving them more control to choose an 
approved provider that they deem is best able meet their care needs.

This will restructure residential aged care and generate a more consumer-driven 
market where the success of individual providers will be determined by their quality 
and responsiveness to clients.

The Department of Health will undertake wide-ranging consultation over the next 
12 to 18 months, allowing the opportunity for all interested stakeholders to help 
guide the implementation of this reform. This will include consultation papers, 
workshops, and other targeted activities with providers, older Australians, 
carers and peak bodies. 

Access to residential respite care will occur as part of the new support-at-home 
arrangements. Separate processes will continue for the allocation of STRC places 
and capital grants.

2020 Aged Care Approvals Round

Following delays caused by the pandemic response, the application period for  
the 2020 ACAR was open from 18 December 2020 to 18 March 2021.

The 2020 ACAR allocated 4,098 residential care places, 1,028 STRC places and 
$150 million in capital grant funding for residential care services. 

For residential care places, the 2020 ACAR prioritised applications that demonstrated 
they could bring the new places into effect either immediately or within 18 months 
of allocation. These places are therefore anticipated to take effect prior to 1 July 2024, 
when the allocation of places will change from being assigned to providers, to being 
assigned directly to consumers.
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Table 1: Results of the 2020 ACAR by state and territory

State/ 
territory

Residential 
places

STRC places Estimated annual 
recurrent funding $M*

Capital 
grants $M

NSW 1,391 297 125.2 24.0

Vic 1,289 252 114.2 28.0

Qld 917 218 84.3 43.3

WA 239 104 25.6 4.5

SA 157 60 16.2 17.8

Tas 16 42 4.4 19.9

ACT 29 40 5.2 -

NT 60 15 5.6 12.5

Australia 4,098 1,028 380.7 150.0

*Estimated annual recurrent funding values once residential and STRC places have taken effect.

Allocation of home care packages

Under the Act, the Australian Government provides a subsidy to an approved 
provider of home care, chosen by the client, to coordinate a package of care, 
services and case management to meet their individual needs.

Individuals approved for a home care package are placed on a national queue until 
a package becomes available and is assigned to them. Consumers are placed on the 
queue according to the date they were approved for home care, and their priority 
for home care services, ensuring a consistent and equitable national approach. 
They are assigned a package when they are the next eligible consumer on the queue 
at a particular level and priority.
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Table 2:  Number of people in a home care package on 30 June each year from 
2017 to 2021

State/territory 2017 2018 2019 2020 2021

NSW 23,403 30,418 35,863 48,270 59,283

Vic 18,541 23,449 27,776 39,425 50,011

Qld 13,293 18,514 21,562 27,560 32,389

WA 6,752 8,246 8,999 11,049 13,911

SA 5,609 6,855 7,758 10,254 13,597

Tas 1,907 2,330 2,626 3,428 4,060

ACT 1,141 1,316 1,464 1,810 2,079

NT 777 719 659 640 775

Australia 71,423 91,847 106,707 142,436 176,105

Note: Location of home care consumers is based on the physical address of the service delivering the care.

Demand

Age

The ageing of the population and the associated increasing number of people with 
dementia are the two main factors driving increased demand for aged care services. 
As age increases, the likelihood of needing care increases, as shown in Figure 1.

Figure 1: Age-specific usage rates of residential aged care, 30 June 2021
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At 30 June 2021, 16.2 per cent of Australia’s population was aged 65 years and over 
(4.3 million people) and 2.0 per cent was aged 85 years and over (529,000 people). 
By 2031, it is estimated that 18.2 per cent of the population will be aged 65 years 
and over (5.5 million people) and 2.5 per cent (753,000 people) will be 85 years and over.

While older age groups have greater utilisation of aged care services, it is not age 
per se that determines access, rather, assessed need.2

Access to home care packages and residential aged care services is through a 
comprehensive assessment performed by one of the 80 Aged Care Assessment 
Teams (ACAT) which operate in all states and territories. ACATs are funded by the 
Australian Government and administered by the relevant state/territory government. 
In 2020–21, a total of 185,605 ACAT assessments were administered. If a person 
has been assessed as eligible for a particular level of home care package, but there 
are none available, the person can be offered a lower level package as an interim 
measure until a higher level package is available. This connects them with care as 
soon as possible, given package availability.

Access to CHSP is through an assessment by a Regional Assessment Service (RAS).

Dementia

Dementia is an umbrella term describing conditions associated with an ongoing 
decline of the brain and its abilities, characterised by the impairment of 
brain function, including language, memory, perception, personality and 
cognitive skills. Dementia is a terminal condition and the second most common 
underlying cause of death in Australia.

Dementia usually occurs in people who are aged 65 and over. After the age of 
65 the likelihood of developing dementia doubles every five years. Currently the 
prevalence of dementia in Australia is 10 per cent of people aged 65 and over, 
rising to 40 per cent of people 90 years and over.3

2  However certain age cohorts are typically used for planning purposes and are referenced in 
this report: 65 years plus (50 years plus for Aboriginal and Torres Strait Islander people) - is the 
‘traditional’ definition of an older person and constitutes the aged care target population that 
the Australian Government has sole responsibility for funding; 70 years plus is used for planning 
purposes, such as determining ratios of residential care places; and 85 years plus is considered  
‘very old’ and more closely reflects the target population of the high-end of aged care.

3  Australian Institute of Health and Welfare 2021. Dementia in Australia 2021: Summary report.  
Cat. no. DEM 3. Canberra: AIHW.
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In 2021, there were an estimated 386,000 Australians with dementia, over 40 per cent 
of whom were aged 85 years and over. The number of people with dementia is 
anticipated to grow to around 782,000 by 2051.4

At 30 June 2021, just over half of all residential aged care residents with an 
Aged Care Funding Instrument (ACFI) assessment had a diagnosis of dementia.

Figure 2: Permanent residents by dementia status, at 30 June 2021
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1.3. Legislative framework

The Aged Care Act 1997

The Act and delegated legislation – Aged Care Principles and Determinations – 
provide the regulatory framework for Australian Government-funded  
aged care providers.

The legislative framework sets out the requirements for the allocation of aged 
care places, the approval and classification of care recipients, the responsibilities 
of approved providers, and the subsidies paid by the Australian Government. 
The framework also sets out the responsibilities of providers.

4  Australian Institute of Health and Welfare 2021. Dementia in Australia Cat no. DEM 2 Canberra: AIHW
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Aged Care Principles

Aged Care Principles are made under subsection 96–1 of the Act. The Act enables 
the Minister to make Principles that are required or permitted under the Act, or that 
the Minister considers necessary or convenient to carry out or give effect to a Part 
or section of the Act.

There are currently 16 sets of Principles made under the Act. In addition, 
the Aged Care (Transitional Provisions) Principles 2014 were made under the Aged Care 
(Transitional Provisions) Act 1997. These Principles may be amended at any time.

Aged Care Quality and Safety Commission Act 2018

This Act provides for the establishment of the Aged Care Quality and Safety 
Commission (the Commission). The Commission is responsible for assisting the Aged 
Care Quality and Safety Commissioner (Commissioner) with their functions. The Aged 
Care Quality and Safety Commission Rules 2018 (the Rules) give operational effect to the 
processes of the Commission. The Rules replaced a number of Principles including 
the Quality Agency Principles 2013.

Outside the Act

The operation of the CHSP is governed by the CHSP Program Manual 2020–22.

1.4. Funding
The Australian Government is the major funder of aged care, with aged care 
consumers contributing to the cost of their care where able to do so.

Australian Government expenditure for aged care throughout 2020–21 totalled 
$23.6 billion, an increase of 11.4 per cent from the previous year.
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Figure 3: Australian Government outlays for aged care, 2016–17 to 2020–21
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Funding reform

The Australian Government has approved the Australian National Aged Care 
Classification (AN-ACC) as the new residential aged care funding model from 
1 October 2022, replacing the current Aged Care Funding Instrument (ACFI). 
Developed by the University of Wollongong, the AN-ACC is based on real evidence 
on what drives relative care costs, has an evidence-based methodology for 
determining funding increases, and is less resource-intensive on provider-staff  
than the ACFI.

Independent assessments of all residents in Government-funded aged 
care facilities, using the AN-ACC assessment tool, commenced in April 2021. 
These ‘shadow assessments’ will take place in parallel to ACFI assessments 
undertaken by providers, and there will be no change to ACFI processes until 
1 October 2022. After that date, funding for all residential aged care providers  
will be calculated based only on AN-ACC assessments.

As announced in the 2020–21 Budget, in response to the Royal Commission 
into Aged Care Quality and Safety, AN-ACC will be the main mechanism to 
deliver additional funding to the residential aged care sector. This includes a new 
Government Basic Daily Fee supplement from 1 July 2021 (which will be rolled into 
AN-ACC funding from 1 October 2022), and additional funding from 1 October 2022, 
paid through the AN-ACC funding model, to enable residential aged care providers 
to meet a new mandatory care-time standard. 

More information on residential aged care funding reform and the AN-ACC shadow 
assessment process can be found here.5

5  www.health.gov.au/health-topics/aged-care/aged-care-reforms-and-reviews/residential-aged-care-
funding-reform
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1.5. Aged care consumer
In 2020–21, approximately 1.5 million people received some form of aged care, 
the great majority receiving home-based care and support, while relatively few lived 
in residential care.

	– 825,383 people received home support through the CHSP

	– 212,293 people received care through a home care package

	– 67,775 people received residential respite care, of whom 39,404  
(approximately 58.1 per cent) were later admitted to permanent care

	– 243,117 people received permanent residential aged care.

People also accessed care through flexible-care programs and other aged 
care services. Some people received care through more than one program.

Figure 5: Consumers of aged care by service type, 2020–21

Basic support at home

Home Care

Residential Care

Restorative Care

62%

16%

20%

2%

Average age on entry

The average age on admission to permanent residential aged care was 82.9 years 
for men and 85.0 years for women.

For entry to a home care package the average was 81.3 years for both men and women.
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People with diverse needs

Older Australians display the same diversity in race, religion, language, gender, health, 
economic status, and geographic location as the broader Australian population. 
While aged care consumers with diverse needs have access to mainstream services, 
there are also special provisions and funding mechanisms to ensure that they can 
access appropriate care.

For more information on provision of services for people with diverse needs,  
see Chapter 8.

1.6. Informed access for consumers
My Aged Care provides a clear entry point to the aged care system through:

	• information about aged care services and how to access them for consumers, 
family members and carers

	• a Find a Provider tool (service finder) that provides information about aged care 
service providers, including costs and compliance history

	• a fee estimator for pricing on home care packages and residential care
	• an eligibility checker and the ability to apply for an assessment online
	• tailored information for people with diverse needs, including resources  

in other languages.

For more information on how consumers can access information about aged care, 
see Chapter 2.

1.7. Support for consumers

National Advocacy Scheme

The Australian Government funds the National Aged Care Advocacy Program 
(NACAP) which provides free, confidential and independent advice to consumers, 
their families and carers.

Community Visitors Scheme

The Australian Government funds community-based organisations to recruit 
volunteers to make regular visits to aged care consumers of Australian 
Government-subsidised residential aged care services and home care packages.

For more information on services which support consumers, see Chapter 2.
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1.8. Aged care workforce
The aged care workforce numbers over 370,0006 and includes nurses, 
personal care workers, and allied health professionals, as well as administrative 
and ancillary staff. Workforce training and education is a shared responsibility 
between government and industry, with providers having obligations under the 
Act to ensure that there are adequate numbers of appropriately skilled staff to 
meet the individual care needs of consumers. Volunteer workers also make a 
significant contribution across the sector.

In 2020, the fifth National Aged Care Workforce Census7 was conducted on 
behalf of the department. The report contains information about the size and 
composition of the workforce, training and education, the characteristics of aged 
care workers and the organisations in which they work, and factors related to staff 
recruitment and retention.

For more information on the aged care workforce, see Chapter 9.

1.9. Regulatory, quality and prudential oversight
There are strict prudential requirements related to the accounting and handling of 
bonds and refundable accommodation deposits collected by approved providers. 
The department closely monitors how effectively providers are meeting these 
requirements and conducts an annual review of providers’ prudential arrangements.

Providers of Australian Government-funded aged care services must comply 
with responsibilities specified in the Act and the Aged Care Principles. 
These responsibilities encompass quality of care, user rights, accountability and 
allocation of places. The Commission monitors the compliance of aged care services 
against their responsibilities under the Act and the Rules.

For more information about governance and quality, see Chapter 10.

6  This estimate is not comparable to the estimate of 366,000 reported in 2019–20 and prior ROACA, 
and derived and reported in the 2016 National Aged Care Workforce Census and Survey. Amongst 
other differences, since the 2016 Census and Survey, more contemporaneous methodologies are 
available to reliably estimate duplication of worker counts in the workforce such as where a worker 
has multiple job roles across the aged care sector.

7  https://www.health.gov.au/resources/publications/2020-aged-care-workforce-census

2623

https://www.health.gov.au/resources/publications/2020-aged-care-workforce-census


16

2020–21 Report on the Operation of the Aged Care Act 1997 

1.10. Aged Care Pricing Commissioner
Throughout the year, the Aged Care Pricing Commissioner received applications 
from providers who wished to charge an accommodation price above the threshold 
determined by the Minister (currently $550,000). Further information on the Aged 
Care Pricing Commissioner’s operations for the year is available from the Aged Care 
Pricing Commissioner’s Annual Report.8

1.11. Aged Care Quality and Safety Commission
On 1 January 2019, the Australian Government established an independent Aged 
Care Quality and Safety Commission. The Commission has combined the functions 
of the former Australian Aged Care Quality Agency, and the former Aged Care 
Complaints Commissioner. The aged care regulatory functions of the Department of 
Health joined the Commission from 1 January 2020.

1.12. Royal Commission into Aged Care Quality and Safety
The Royal Commission into Aged Care Quality and Safety (the Royal Commission) 
was announced by the Prime Minister, the Hon Scott Morrison MP, 
on 16 September 2018, and established on 8 October 2018. The Royal 
Commission’s Final Report (Final Report)9 was made public on 1 March 2021.

On 11 May 2021, the Australian Government responded to the Final Report 
with a comprehensive $17.7 billion package announced in the 2021–22 Budget. 
The Government’s response includes a five-year implementation plan, underpinned by 
five pillars: home care, residential aged care services and sustainability, residential aged 
care quality and safety, workforce, and governance. 

The package includes:

	• $7.5 billion over five years to address critical and immediate needs for home-based care
	• $7.8 billion over five years to improve and simplify residential aged care services 

and access
	• $942 million over four years to improve residential aged care quality and safety
	• $652.1 million over four years to grow and upskill the aged care workforce to drive 

improvements to the safety and quality of care experienced by older Australians
	• $698.3 million over five years for improvements to governance of the aged care system.

8  https://www.acpc.gov.au/resources/aged-care-pricing-commissioner-annual-report-2020-21
9  https://agedcare.royalcommission.gov.au/publications/final-report
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1.13. Aged care services and the COVID-19 pandemic
Australia has been facing an extraordinary health challenge from the COVID-19 
pandemic. COVID-19 has proven to be much more serious for those who are 
vulnerable, particularly older Australians. This has required a specific response for 
the aged care sector.

From early in the pandemic the Australian Government worked with the aged care 
sector and state and territory public health authorities to support arrangements to 
increase infection control measures, manage cases of COVID-19 and to minimise 
transmission, in order to ensure a safe environment within aged care services.

A key consideration and acknowledgement has been the significant contribution of 
aged care workers during the COVID-19 pandemic, and the care they continue to 
provide for the most vulnerable Australians every day.

Since the COVID-19 pandemic began, the Government has funded more than 
$2.1 billion in aged care-specific measures to support residential aged care 
providers and staff and ensure quality of care for our vulnerable older Australians.

Support for the aged care sector
	• $61.3 million for the COVID-19 Aged Care Support Program grant, (part of the 

$101.2 million Aged Care COVID-19 Preparedness measure), was announced 
on 11 March 2020. The program supported aged care providers by reducing the 
financial cost of managing direct impacts of COVID-19 through reimbursing eligible 
costs incurred between 24 February 2020 and 31 May 2021:

	– Additional funding of $29.9 million was announced on 2 June 2021 for the 
COVID-19 Aged Care Support Extension Program grant. The program supports 
aged care providers by reducing the financial cost of managing direct impacts 
of COVID-19 reimbursing eligible costs incurred between 28 May 2021 and 
31 March 2022.

	• On 20 March 2020, the Government announced:

	– A temporary 1.2 per cent increase to the basic subsidy from March to August 
2020 paid to all residential aged care services and home care package providers 
to support continuity of workforce supply; $78.3 million was allocated to 
residential aged care providers and $22.1 million to home care providers

	– $26.9 million for a temporary 30 per cent increase to the viability supplement 
payable to rural and remote providers and the homeless supplement payable to 
providers that specialise in services to the homeless. A six-month extension of 
the temporary increase worth $27.4 million (from September 2020 through to 
February 2021) was announced on 31 August 2020.
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	• Support for Commonwealth Home Support Programme (CHSP) providers include:

	– An additional $30 million in 2019–20 and $20 million in 2020–21 for CHSP meals 
providers to address the impact of COVID-19

	– Additional funding of $40 million in 2019–20, $101.6 million in 2020–21 and 
$8 million in 2021–22, has been allocated to fund short-term support for CHSP 
service providers to respond to the impact of COVID-19, including support for 
aged care residents returning to the community 

	– From 24 April 2020, providers with unspent 2019–20 grant funds could 
purchase up to $1,000 in technology-based personal monitoring systems for 
vulnerable clients.

	• On 1 May 2020, the Government announced a $205 million COVID-19 support 
supplement. Lump sum payments were provided to all residential aged care 
providers to support additional costs of caring for the health and wellbeing of 
residents during the pandemic:

	– Additional funding of $217.6 million was provided on 31 August 2020 for a second 
lump sum payment for all residential aged care providers to support additional 
costs of caring for the health and wellbeing of residents during the pandemic. 

Surge workforce support and training for aged care workers 
	• On 11 March 2020, as part of the $101.2 million Aged Care COVID-19 

Preparedness measure, $43 million of funding was provided over two years for 
workforce surge support and training. Subsequently:

	– on 21 August 2020, a further $81 million was announced for additional surge 
workforce and increased training for aged care workers

	– on 2 June 2021, additional funding of $28.3 million was made available to 
ensure providers affected by an outbreak can access surge workforce staff until 
30 June 2022.

	• On 20 March 2020 the Government announced funding of $234.9 million to ensure 
continuity of workforce in both residential and home care through a retention 
payment for direct care workers in residential and home care. Subsequently:

	– on 21 August 2020, further funding of $50.6 million was announced to meet 
demand within the existing eligibility

	– on 31 August 2020, additional funding of $154.5 million was announced for a 
third payment based on employment at 30 November 2020.
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	• A total of $93 million to deliver the Support for Aged Care Workers in COVID 
(SACWIC) grant opportunity to financially support residential and home care 
providers to implement single site worker arrangements in COVID-19 hotspots and 
high-risk areas. $92.4 million was announced on 31 August 2020 and an additional 
$0.6 million was announced as part of the 2021–22 Budget. The grant opened on  
4 August 2020 and closes on 31 December 2021

	• On 21 August 2020, $9.1 million was announced for the Victorian Aged Care 
Response Centre (VACRC), established with the Victorian Government, providing a 
workforce that could quickly respond to outbreaks in aged are services. A further 
$8.4 million funding was announced on 1 December 2020

	• As part of the 1 October 2020 response to the Royal Commission’s ‘Aged Care and 
COVID-19: a special report’, $10.8 million was announced to enhance the skills and 
leadership qualities of aged care nurses:

	– $2.3 million to expand the Australian College of Nursing (ACN) scholarship 
program and introduce a completion bonus 

	– $2.4 million to establish an Aged Care Transition to Practice Program

	– $5.3 million to establish a skills development program for nurses and personal 
care workers in aged care

	– the remaining funding is for departmental costs to support the operation of 
these programs.

	• $57.8 million was announced on 1 December 2020, under the National Partnership 
on COVID-19 Response, for jurisdictions to support infection prevention and 
control (IPC) training, and outbreak management preparedness within residential 
aged care facilities (RACF).

Support for older Australians
	• On 20 March 2020, the Government announced funding of $12.3 million for the  

My Aged Care Contact Centre to support increased call volumes and respond to 
the needs of older Australians

	• $50 million was provided in temporary funding to ensure more prepared-meals, 
food staples and essential daily items are delivered to those who need them the most

	• $9.3 million in temporary funding was set aside to provide an urgent food parcel 
delivered to older Australians at home

	• On 31 August 2020, the Government announced $71.4 million for short-term home 
support for older Australians who temporarily relocated from residential aged care 
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	• $4.4 million was provided to expand the National Aged Care Advocacy Program 
to meet increased demand and need for additional education and information 
services due to the impacts from the COVID-19 pandemic 

	• $19.12 million was provided in temporary funding to support Indigenous older 
people (not currently receiving aged care services) in urban areas who are socially 
isolated at home. The initiative commenced in April 2020 and will conclude in 
October 2021.

Supporting aged care mental health and wellbeing during COVID-19
	• On 29 March 2020, an additional $10 million over two years for the Community 

Visitors Scheme (CVS) was announced to support the mental health of older 
Australians who are socially isolated due to distancing measures

	• On 3 June 2021, $690,000 was provided to continue the standard inbound/outbound 
functions of the Older Persons COVID-19 Support Line until 31 December 2021. 
The CALD service element will be supported through the CALD navigator services, 
led by the Federation of Ethnic Communities Councils of Australia (FECCA)

	• On 21 August 2020 the Prime Minister announced $12.4 million for the Grief and 
Trauma package for COVID-19, (as part of the $103.4 million extension of the Aged 
Care COVID-19 Preparedness Measure) 

	• On 30 November 2020, the Government announced $63.3 million to support 
increased access to allied health services and improved mental health care 
supports for people in residential aged care in response to recommendations from 
the Royal Commission’s ‘Aged Care and COVID-19: a special report’. This includes:

	– Expanded Better Access to Psychiatrists, Psychologists and General Practitioners 
through the Medicare Benefits Schedule (MBS) initiative (Better Access) to allow 
eligible aged care residents to access up to 20 individual Medicare subsidised 
psychological services each calendar year between 10 December 2020 and  
30 June 2022, and, an evaluation of Better Access (total cost of $35.5 million)

	– New MBS items that support access to allied health for residents of aged care 
facilities. The temporary MBS items are available until 30 June 2022 (at a cost  
of $12.1 million)

	– Additional allied health group physical therapy services for aged care residents 
in facilities affected by COVID-19 outbreaks. This measure provides funding to 
Public Health Networks (PHN) to commission physiotherapists, occupational 
therapists and/or exercise physiologists to deliver group physical therapy for 
people living in COVID-19 affected RACF (at a cost of $15.7 million). 
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Protecting aged care recipients during COVID-19
	• The Government has established a dedicated ‘in-reach’ pathology service for the 

rapid collection and testing of suspected cases of COVID-19 in residents and 
staff of RACF. The service, provided through Sonic Healthcare, commenced on 
22 April 2020 and is available until 31 December 2021

	• On 21 August 2020, $9 million was announced ensure quality care is maintained 
by supporting the Aged Care Quality and Safety Commission to continue its critical 
work supporting aged care providers across the country to prepare for and 
respond to COVID-19 outbreaks

	• As part of the 1 October 2020 Response to the Royal Commission’s ‘Aged Care 
and COVID-19: a special report’, the Government introduced the Serious Incident 
Response Scheme (SIRS), with additional funding of $29.8 million for residential 
aged care:

	– On 1 December 2020, a further $11.1 million in funding over five years was 
announced. This brings the investment in SIRS in response to COVID-19 to 
$31.9 million

	– As part of the 2021–22 Budget, the Government announced that the SIRS would 
be expanded to home and community aged care with an initial investment of 
$14 million, bringing the total investment to $81.2 million.
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Over 4.2 million   
website visits  
and 1.5 million  
calls answered

Nearly 2 million 
My Aged Care 
information products 
distributed

17 RAS organisations 
and 80 ACATs delivered 
assessment services
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2. Informed Access to Aged Care
The Australian Government provides support to older Australians, their families, 
representatives and carers to access reliable and trusted information about aged 
care services.

My Aged Care is the entry point to access Australian Government-subsidised aged 
care services. My Aged Care information and assessments can be accessed from 
the dedicated contact centre and website, including an option to apply for an 
assessment online, with the support of general practitioners. The My Aged Care 
contact centre (1800 200 422) operates nationally from 8am-8pm weekdays and 
10am-2pm on Saturdays. A separate phone line is available to support My Aged 
Care assessors and service providers.

In 2020–2021, the department increased efforts to build the capability of the 
contact centre staff with the implementation of targeted training packages with 
a strong focus on supporting clients within specified groups, such as those with 
dementia or cognitive impairment, and Forgotten Australians. Other tailored 
programs have provided staff with strategies to improve client conversations and 
understand their requests, ultimately providing better client outcomes and tailored 
support to navigate the aged care system.

In response to the Aged Care Royal Commission, the Australian Government 
committed $272.5 million through the 2020–21 Budget to support older 
Australians to access the aged care services they need, and to navigate the system. 
This investment includes a range of supports for people who may need additional 
assistance to access My Aged Care:

	• face-to-face support in Services Australia service-centres to help older Australians 
navigate and connect to government-funded aged care services

	• a network of care-finders to provide specialist assistance to older Australians who 
need intensive support to understand and access aged care services, and who 
might otherwise fall through the cracks

	• an 18-month extension of the Aged Care System Navigator trials to provide service 
continuity until care finders are in place.

2.1. Enabling people to make informed choices
Ongoing enhancements to the My Aged Care website have been made in response 
to consumer and stakeholder feedback. Key improvements in the last year include: 

	• a new ‘My Guide to Aged Care’ tool that allows users to create and save a tailored guide 
to help them understand how to apply for and access government-funded aged care
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	• further enhancements to the ‘Find a Provider’ tool, to allow users to search for 
multiple services at once

	• interactive and improved information on how to appoint or become a representative
	• updates to tools and information to better support users to understand how costs 

are determined and how much they may need to pay for their care
	• the introduction of a News and Updates section, to share timely stories and 

information that consumers may find useful. News topics include COVID-19 
announcements, updates on the Royal Commission, and announcements of new 
policies and support services.

The department has also made improvements to the My Aged Care client portal 
(which is accessed through myGov), to make it easier to use, including renaming 
it ‘Online Account’ to help consumers understand its purpose. In addition, 
information about how to use and access the Online Account was updated on 
the My Aged Care website, and new user-guides and videos added, to assist 
consumers to use their account.

Calls, correspondence and website data

In 2020–21, the My Aged Care contact centre received 1,557,471 calls, and provided 
practical support by connecting services and providing information and advice.  
The My Aged Care website had a total of 4,273,662 visits.

Publications

The department continues to disseminate a range of printed aged care materials, 
including information booklets and brochures for older Australians, their families 
and carers.

In 2020–21, nearly two million My Aged Care information products were distributed 
including:

	• nearly 600,000 brochures explaining the range of Australian Government-funded 
aged care services available and how to access them

	• more than 500,000 detailed booklets about accessing specific Australian 
Government-funded aged care programs. This included the Charter of Aged Care 
Rights, which describes the rights of aged care consumers who receive Australian 
Government-funded aged care services.

From July 2021, this was complemented by the introduction of personalised 
welcome packs that are mailed to new clients and/or their representatives, after 
registering with My Aged Care. 
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In addition to printed resources, the department produces a fortnightly 
e-Newsletter and distributes regular email announcements to over 26,000 aged 
care sector subscribers, including service providers, assessors, peak bodies and 
health professionals.

These resources are regularly reviewed and updated to ensure the information 
remains accurate and is easy to understand. Translated versions of many of 
the resources, in 18 Culturally and Linguistically Diverse (CALD), and four Aboriginal 
and Torres Strait Islander languages, are also available to view and download.

2.2. Support for consumers

National Aged Care Advocacy Program

The Australian Government funds the National Aged Care Advocacy Program 
(NACAP) which provides free, confidential and independent advice to consumers, 
their families and carers. Since 1 July 2017, NACAP has been delivered by a single 
national provider, the Older Persons Advocacy Network (OPAN). In 2020–21, 
OPAN delivered 1,310 education sessions and 20,675 instances of advice or 
individual advocacy. OPAN also received an additional $3.1 million to deliver 
information promoting aged care consumer rights to older people, and undertake 
outreach/outbound activities to connect with older people in residential and home 
care in response to the COVID-19 pandemic.

Community Visitors Scheme

The Community Visitors Scheme (CVS) provides friendship and companionship 
through one-on-one volunteer visits to consumers of residential aged care, 
home care packages and groups in residential aged care who are socially isolated 
or are at risk of social isolation or loneliness. In 2020–21, funding of $23.4 million 
was provided, which includes $5 million in supplementary funding to support 
providers in responding to the challenges of the COVID-19 pandemic. During 2020–21, 
approximately 10,300 volunteers conducted an estimated 148,500 visits, with the 
number of visits significantly impacted by COVID-19 restrictions.

National Dementia Support Program

In 2020–21, the National Dementia Support Program (NDSP) provided education, 
resources, counselling and support to people living with dementia, their families and 
carers, to help improve their lives and increase awareness and understanding about 
the disease. The NDSP offers a website and national helpline, where professional 
counselling or group and individual support sessions can be scheduled. These help 
people living with dementia, and their families and carers, with support strategies 
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to cope with dementia, and provide advice on what to expect once a diagnosis 
of dementia is received. The NDSP also offers education and training to family 
members and carers of people living with dementia to help the person with 
dementia remain in their own homes for longer, where appropriate, and help 
ensure the family members and carers are supported in their caring role.

In 2020–21 the core NDSP program was delivered by Dementia Australia. This followed 
a program redesign, and a 2019 open competitive grant round to find a national 
provider to deliver the redesigned program. The NDSP includes five elements:

Element 1: Information and Foundation Supports

This includes the National Dementia Helpline and website, and provision of advice to 
local service delivery and support networks. In December 2020, Dementia Australia 
received additional funding to provide an outbound call service.

Element 2: Awareness and Stigma Reduction

This includes consumer-focused and GP/health professional-focused awareness  
and stigma reduction campaigns.

Element 3: Outreach – Targeted Supports

This includes the delivery of culturally appropriate education and support to both 
CALD and Aboriginal and Torres Strait Islander communities.

Element 4: Early Intervention Supports

This includes education, counselling, planning support, and other psychosocial 
supports to help people living with dementia to live well with the disease, and help 
carers and families maintain their caring role as long as practical. 

Element 5: Innovation and Technology

This element incorporates the 2018–19 Federal Budget measure “Better Ageing – 
better care for people living with dementia”, which supported the design and 
implementation of a pilot program aimed at improving care for people living with 
dementia, and their carers, and which emphasised using innovative technologies.  
In 2020–21, $14.6 million was allocated for these activities under the five elements.

During 2020–21 Dementia Australia, Perx Health, and the Digital Development 
Factory continued their development of innovative projects, including:

	• a “chatbot” to help people access dementia-related information in a format and at  
a time more convenient for their needs

	• an app to promote medication adherence for people living with dementia 
	• an app to help carers and family members of people living with dementia 

coordinate informal help around the home for people living with dementia by 
building a trusted network of individuals willing to help.
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In 2020–21, the National Dementia Helpline and referral service received over 
33,255 contacts. More than 443,500 dementia resources were downloaded from 
the Dementia Australia national website, of which over 18,146 were targeting 
people from diverse-needs groups. More than 4,780 hours of counselling and  
284 education sessions were delivered.

EnCOMPASS: Multicultural Aged Care Connector

In May 2019, the Australian Government made an election commitment to invest 
$10 million in a dedicated network of navigators to assist older people from CALD 
backgrounds and their families navigate the aged care system.

In February 2021, following consultation, the department engaged the Federation of 
Ethnic Communities Councils of Australia (FECCA) to deliver a CALD Navigator program. 
The EnCOMPASS: Multicultural Aged Care Connector Program (EnCOMPASS) will enable 
CALD consumers, their families and carers to understand and engage with the aged 
care system and access services that are appropriate to their needs. People from 
CALD backgrounds will be empowered to contact and engage with the My Aged 
Care call centre and website. The measure responds to the complexity of the aged 
care system and that people from CALD backgrounds may find it more difficult to 
understand what services are available, to navigate the system, and to be able to 
access the services they need.

2.3. Access to subsidised care

Regional Assessment Service

The Regional Assessment Service (RAS) delivers assessments of people seeking 
entry-level support at home, provided under the Commonwealth Home Support 
Programme (CHSP).

In 2020–21, the Australian Government allocated funding of approximately 
$115.6 million for 17 RAS providers to deliver assessment services in all states  
and territories. RAS providers completed 265,750 assessments in 2020–21.

Aged Care Assessment Program

The Australian Government engages states and territories to manage and 
administer the Aged Care Assessment Program (ACAP), which includes 
80 individual ACATs to deliver comprehensive assessment services across 
Australia. Approximately $129.6 million was allocated for ACAT purposes  
in 2020–21. ACATs completed 185,605 assessments in 2020–21.
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ACATs comprehensively assess the aged care needs of older Australians by building 
on the information collected in the My Aged Care contact-centre screening and 
home support assessment (if applicable). This process includes approving the person 
as eligible for Australian Government-subsidised aged care services funded under 
the Act, such as residential care, a Home Care Package and/or flexible care services. 
ACATs make referrals to aged care services or provide the person with a referral code 
for them to self-manage their referral.

Assessments are conducted in accordance with the requirements for the approval 
of care recipients outlined in Part 2.3 of the Act and in the Approval of Care Recipients 
Principles 2014.

Table 3: ACAT assessments by state and territory: 2016–17 to 2020–21

State/territory 2016–17 2017–18 2018–19 2019–20 2020–21

NSW 53,727 61,018 60,031 63,805 63,233

Vic 46,409 52,219 49,044 49,524 46,835

Qld 28,378 34,714 31,354 32,230 33,727

WA 14,794 15,885 15,026 16,945 16,896

SA 13,040 14,771 15,625 16,948 16,968

Tas 4,003 4,735 4,649 4,648 4,635

ACT 1,963 1,840 1,791 1,775 2,158

NT 893 946 843 1,016 1,153

Australia 163,207 186,128 178,363 186,891 185,605

The data includes reassessments.
Notes: Data was extracted from the Ageing and Aged Care Data Warehouse in July 2021. Future extracts 
of this data may change and thus alter final numbers. The table includes total number of assessments. 
Expanded data regarding completed assessments and approvals are published on the GEN Aged Care 
Data website and in the Productivity Commission Report on Government Services.
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1,432  
funded CHSP 
organisations

825,383  
CHSP clients 
across 2020–21

$2.7 billion  
for CHSP service  
delivery activities
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3. Home Support
The Australian Government provides a range of entry-level home support services 
through the Commonwealth Home Support Programme (CHSP) designed to help 
people aged 65 years and older (50 years and older for Aboriginal and Torres Strait 
Islander people) to continue living in their own homes for as long as they can.

To access the CHSP, people are first assessed by a Regional Assessment Service 
(RAS), or an Aged Care Assessment Team (ACAT), to determine their eligibility and 
service requirements.

3.1. What was provided?
The CHSP helps frail older people living in the community to maximise their 
independence through the delivery of timely, high-quality, entry-level support 
services taking into account each person’s goals. CHSP support is underpinned by a 
wellness approach, which is about building on each person’s strengths, capacity and 
goals to help them remain independent and to live safely at home.

Through the Better Ageing – Promoting Independent Living Budget measure, 
the Australian Government has increased the focus on reablement under the CHSP, 
which includes the provision of advice and short-term support for older Australians 
to retain their independence for as long as possible. A national online CHSP 
reablement training program has been established to help CHSP support workers, 
allied health professionals and team leaders to embed wellness and reablement 
into everyday service delivery approaches. A reablement Community of Practice was 
also established for CHSP providers to share experiences and approaches.

Following a national review of assistive technology, a national Goods, 
Equipment and Assistive Technology (GEAT) provider has also been contracted 
to meet increased demand for assistive technology and support access for older 
Australians across all states and territories
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Table 4: CHSP services by sub-programme and service type

Sub-programme
Community and 
home support

Care relationships and 
carer support

Assistance with care 
and housing

Service system 
development

O
bj

ec
ti

ve

To provide 
entry-level 
support services 
to assist frail, older 
Australians to live 
independently at 
home and in the 
community.

To support and 
maintain care 
relationships between 
carers and clients, 
through providing good 
quality respite care for 
frail older Australians so 
that regular carers can 
take a break.

To support those who 
are homeless or at 
risk of homelessness, 
to access appropriate 
and sustainable 
housing, as well as 
community care 
and other support 
services, specifically 
targeted at avoiding 
homelessness, or 
reducing the impact 
of homelessness.

To support the 
development of 
the home support 
service system and 
enable CHSP service 
providers to operate 
effectively in line 
with the objectives 
of the CHSP and 
within the context 
of the broader aged 
care system.

Se
rv

ic
e 

ty
pe

s 
fu

nd
ed

	• Allied health and 
therapy services

	• Domestic 
assistance

	• Goods, equipment 
and assistive 
technology

	• Home 
maintenance

	• Home 
modifications

	• Meals
	• Nursing
	• Other food 

services
	• Personal care
	• Social support-

individual
	• Social support-

group
	• Specialised 

support services
	• Transport

	• Centre-based respite:
	– Centre based day 

respite
	– Residential day 

respite
	– Community 

access - group 
respite

	• Flexible respite: 
	– In-home day 

respite
	– In-home 

overnight respite
	– Community 

access – 
individual respite

	– Host family day 
respite

	– Host family 
overnight respite

	– Mobile respite
	– Other planned 

respite
	• Cottage respite 

(overnight 
community)

Assistance with care 
and housing activities:
	• Assessment – 

referrals
	• Advocacy – 

financial, legal
	• Hoarding and 

squalor
(A person must be 
aged 50 years or over 
(45 years or over for 
Aboriginal and Torres 
Strait Islander people), 
or prematurely aged, 
on a low income, and 
be homeless or at risk 
of homelessness as a 
result of experiencing 
housing stress or 
not having secure 
accommodation).

Sector support 
and development 
activities.

2641



34

2020–21 Report on the Operation of the Aged Care Act 1997 

3.2. Who provided care?
In 2020–21, a total of 1,432 aged care organisations were funded to deliver CHSP 
home support services to clients. CHSP providers include government,  
non-government and not-for-profit organisations.

3.3. Who received care?
The CHSP provided support to 825,383 clients through delivery of home 
support services. Access to CHSP services is coordinated through My Aged Care. 
For consumers this means entry and assessment through My Aged Care and 
referral to the RAS for a face-to-face assessment. In 2020–21, the average age of 
access to the CHSP was 80.2 years.

3.4. How were these services funded?

What the Australian Government pays

The CHSP is a grant-funded program. During 2020–21, the Australian Government 
provided $2.7 billion for the delivery of CHSP services to assist eligible clients to 
remain living independently in their homes, including emergency COVID-19 funding. 
The Australian Government also provided $148.9 million to My Aged Care, RAS, 
and Emergency COVID-19 funding and other initiatives in support of the CHSP. In total, 
Australian Government expenditure for the program in 2020–21 was $2.9 billion.

Table 5:  Australian Government expenditure for CHSP services in 2020–21,  
by state and territory

State/territory 2020–21 $M

NSW 710.5

Vic 760.2

Qld 663.4

WA 251.9

SA 202.3

Tas 65.6

ACT 36.2

NT 21.9

Australia 2,712.0
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What the consumer pays

The Client Contribution Framework and the National Guide to the CHSP Client 
Contribution Framework were implemented in October 2015. The Framework outlines 
a number of principles that CHSP providers should adopt in setting and implementing 
their own client contribution policy. The principles are designed to introduce fairness 
and consistency, with a view to ensuring that those who can afford to contribute 
do so, while protecting the most vulnerable. Consumer contributions support the 
financial sustainability of the program and CHSP providers to grow and expand their 
business. It is expected that contributions towards the cost of care will move towards 
a nationally consistent approach over time.
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939  
operational home 
care providers

176,105  
home care 
consumers  
at 30 June

$4.2 billion  
in home care subsidies  
and supplements
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4. Home Care
The Australian Government recognises that people want to remain living 
independently in their own home for as long as possible. To support this, 
the Government subsidises Home Care Packages (HCPs) to provide comprehensive 
home-based care that can improve older Australians’ quality of life and help them  
to remain active and connected to their communities.

To access a HCP, people are first assessed by an ACAT, which determines eligibility. 
Once assessed as eligible for home care, a person is placed on the National Priority 
System and is offered a HCP when one becomes available.

4.1. What was provided?
The HCP Program provides four levels of support:

	• Home Care Level 1 – to support people with basic care needs
	• Home Care Level 2 – to support people with low level care needs
	• Home Care Level 3 – to support people with intermediate care needs
	• Home Care Level 4 – to support people with high care needs.

Under a HCP, a range of personal care, support services, clinical services and other 
services are tailored to meet the assessed needs of the consumer. A summary list of 
the types of services available can be found on the My Aged Care website.10

4.2. Who provided care?
HCPs are delivered by service providers who have been approved under the Act. 
This approval requires providers to comply with conditions relating to quality of care, 
consumer rights and accountability.

Between 30 June 2020 and 30 June 2021, the number of operational approved 
providers of home care grew from 920 to 939, representing a 2.1 per cent increase.

At 30 June 2021, there were 176,105 people who were in a HCP (Table 6). 
The not-for-profit group (comprising religious, charitable and community-based 
providers) delivered care to 63.8 per cent of people, while for-profit providers delivered 
care to 30.1 per cent, and government providers delivered care to 6.1 percent.

10  https://www.myagedcare.gov.au/help-at-home
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Table 6:  Number of people in a HCP, by provider type and state and territory, at 30 June 2021

State/ 
territory

Religious Charitable Community 
based

For 
profit

State/
territory 

and Local 
Govt

Total

NSW 8,439 14,856 13,519 21,539 930 59,283

Vic 8,563 9,817 8,904 15,324 7,403 50,011

Qld 11,677 5,963 6,008 8,325 416 32,389

WA 2,465 5,924 1,344 3,760 418 13,911

SA 2,370 5,657 1,526 2,643 1,401 13,597

Tas 601 1,283 1,139 1,018 19 4,060

ACT 403 841 617 218 . . 2,079

NT 188 6 312 115 154 775

Australia 34,706 44,347 33,369 52,942 10,741 176,105

% of Total 19.7% 25.2% 18.9% 30.1% 6.1% 100.0%

Note: Location of home care consumers is based on the physical address of the service delivering the care.
. . Not applicable

4.3. Who received care?
There were 176,105 people in a HCP at 30 June 2021 (Table 7).

This was an increase of 33,669 (or 23.6 per cent) from 30 June 2020 (142,436). 
The number of people in a Level 3 or 4 HCP grew from 67,176 at 30 June 2020  
to 87,680 at 30 June 2021, an increase of 30.5 per cent.

In 2020–21, the average age of access to a HCP was 81.3 years.
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Table 7:  Number of people in a HCP, by current care level and by state and territory,  
at 30 June 2021

State/territory Level 1 Level 2 Level 3 Level 4 Total % of Total

NSW  8,142  24,817  15,167  11,157  59,283 33.7

Vic  4,362  22,291  11,709  11,649  50,011 28.4

Qld  2,896  12,416  8,952  8,125  32,389 18.4

WA  589  3,768  3,754  5,800  13,911 7.9

SA  1,037  4,951  4,193  3,416  13,597 7.7

Tas  274  1,682  1,188  916  4,060 2.3

ACT  88  797  457  737  2,079 1.2

NT  17  298  183  277  775 0.4

Australia  17,405  71,020  45,603  42,077 176,105 100.0

% of Total  9.9  40.3  25.9  23.9  100.0 

Note: Location of home care consumers is based on the physical address of the service delivering the care.

4.4. How were these services funded?

What the Australian Government pays

The Australian Government is the main contributor to the cost of HCPs. 
Government assistance is predominantly provided in the form of a subsidy to providers, 
with the amount increasing as the level of HCP rises (from Level 1 to Level 4).

The Minister determines the rates for subsidies and care-supplements to be 
paid from 1 July of each year. The current rates of payment are available on the 
department’s website.11

As part of the Australian Government’s response to the COVID-19 pandemic, 
the following time-limited additional funding was made available in the HCP Program:

	• 1.2 per cent increase in the basic subsidy (March – August 2020)
	• 30 per cent increase in the viability supplement for home care (March 2020 – 

February 2021).

11  https://www.health.gov.au/resources/publications/schedule-of-subsidies-and-supplements-for-aged-care
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Table 8: Home Care supplements available in 2020–21

Supplement type Description

Primary supplements

Oxygen supplement A supplement paid on behalf of eligible care 
recipients to reimburse costs associated with 
provision of oxygen therapy.

Enteral feeding supplement A supplement paid on behalf of eligible care 
recipients to reimburse costs associated with 
provision of enteral feeding.

Dementia and cognition supplement A supplement paid on behalf of eligible 
care recipients assessed as having cognitive 
impairment due to dementia or other conditions.

Veterans’ supplement in home care A supplement paid on behalf of care recipients 
with a mental health condition related to their 
service. Eligibility for the supplement is determined 
by the Department of Veterans’ Affairs.

Top-up supplement A supplement paid on behalf of care recipients 
formerly in receipt of an Extended Aged Care 
at Home Dementia (EACHD) package prior to 
1 August 2013, to ensure no disadvantage in 
funding as a result of the transition to  
the HCP Program.

Other supplements

Hardship supplement A supplement paid on behalf of post-1 July 2014 
care recipients in financial hardship who are 
unable to pay their aged care costs.

Viability supplement A supplement paid on behalf of eligible care 
recipients living in regional and remote areas to 
assist with the extra costs of providing services in 
those areas.

The Australian Government’s expenditure on subsidies and supplements  
for HCPs increased from $3.4 billion in 2019–20 to $4.2 billion in 2020–21,  
an increase of 25.2 per cent.
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Table 9:  Australian Government expenditure for home care packages 2016–17 to 2020–21, 
by state and territory

State/
territory

2016–17  
$M

2017–18 
$M

2018–19 
$M

2019–20 
$M

2020–21 
$M

NSW 483.8 619.8 753.1 1,025.1 1,241.2

Vic 388.6 497.9 605.0 820.8 1,027.3

Qld 301.4 386.1 469.2 636.5 796.7

WA 198.3 254.0 308.7 418.8 524.1

SA 114.2 146.3 177.8 241.2 301.9

Tas 39.7 50.8 61.7 83.8 104.8

ACT 36.5 46.7 56.8 77.1 138.4

NT 22.2 28.4 34.6 46.9 58.7

Australia 1,586.2 2,032.1 2,469.3 3,350.1 4,193.1

Note: The totals may include expenditure that cannot be attributed to an individual state or territory.

What the consumer pays

Consumers who have taken up a HCP on or after 1 July 2014, can be asked to pay: 

	• a basic daily fee – depending on HCP level, the current maximum basic daily fee ranges 
between 15.68 per cent and 17.50 per cent of the single rate of the basic age pension

	• an income-tested fee – if they are assessed as having sufficient income to 
contribute to the cost of their care. The income-tested fee reduces the amount  
of the subsidy paid by the Australian Government to the provider 

	• amounts for additional care and services that the HCP would not otherwise cover.

The basic daily fee is indexed on 20 March and 20 September each year,  
at the same time as changes to the age pension.

There are annual and lifetime limits to how much a person has to pay in 
income-tested care fees. Once these limits have been reached, the Australian 
Government will pay the person’s share of income-tested care fees to the provider.

These fee arrangements do not apply to people who were receiving a HCP on  
or before 30 June 2014.

Further information on the fee arrangements for HCPs can be found on the 
department’s website.12

12  http://www.health.gov.au/initiatives-and-programs/home-care-packages-program/charging-for-home-
care-package-services
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586 funded CHSP 
organisations and 
2,613 residential aged 
care homes delivered 
respite care

46,527 CHSP respite 
clients and 67,775 
residential respite 
clients across 2020–21

$301.2 million in CHSP 
grants and $458.0 million 
in residential subsidies 
and supplements
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5. Respite Care
The Australian Government recognises the vital role that carers play by providing 
care and support to family and friends who are frail-aged, disabled, or have a 
mental or physical illness. Respite care is an important support service for frail 
people and their carers, and is provided in a number of settings to allow greater 
flexibility for carers and consumers.

5.1. What was provided?

Residential respite care

Residential respite provides short-term care in Australian Government-subsidised 
aged care homes, with the primary purpose of giving a carer, or the person being 
cared for, a break from their usual care arrangements. Residential respite may be 
used on a planned or emergency basis. To access residential respite a person must 
be assessed as eligible by an ACAT. Eligible people may receive residential respite 
in aged care homes for up to 63 days in each financial year, with the possibility 
of extension, where approved by an ACAT.

An ACAT will determine whether a person is eligible for high-care or low-care 
residential respite. The determination of care levels does not affect the type of 
care provided but can impact the applicable fees and government subsidies. 
People receiving residential respite are entitled to receive the same services 
as someone receiving permanent residential aged care, including assistance 
with meals, laundry, room cleaning, personal grooming, and nursing care.

Commonwealth Home Support Programme

The CHSP provides a range of in-home and centre-based respite services to support 
the carer relationship by giving them a break. The types of respite services include:

	• flexible respite – in-home day or overnight respite
	• cottage respite – overnight respite in a community setting
	• centre-based respite – day-based activities and supports in a centre or community club.
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5.2. Who provided care?

Residential respite care

Residential respite is delivered through permanent residential aged care places.  
It is a matter for the provider as to what mix of respite and permanent residential 
care places they deliver within the financial year. In 2020–21 there were 
2,613 residential aged care homes which provided residential respite services.

Table 10: Residential respite service providers 2020–21, by state and territory

State/territory Residential respite providers

NSW 870

Vic 726

Qld 462

WA 210

SA 241

Tas 68

ACT 24

NT 12

Australia 2,613

Commonwealth Home Support Programme 

In 2020–21, 586 aged care organisations were funded to deliver CHSP respite 
services to clients. These providers range from small not-for-profit organisations  
to government and non-government organisations.

5.3. Who received care?

Residential respite care

The number of residential respite days used in 2020–21 was 2.4 million, an increase 
of 102,000 days from 2019–20. On average, each recipient received 1.2 episodes 
of residential respite care during 2020–21, and their average length of stay per 
episode was 28.6 days.
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Table 11: Residential respite days by level of care, during 2020–21, by state and territory

State/territory High care respite Low care respite Total

NSW 791,923 127,632 919,555 

Vic 299,362 198,590 497,952 

Qld 399,678 65,996 465,674 

WA 100,387 17,912 118,299 

SA 279,634 14,910 294,544 

Tas 32,817 10,591 43,408 

ACT 13,552 3,849 17,401 

NT 12,140 2,159 14,299 

Australia 1,929,493 441,639 2,371,132 

Commonwealth Home Support Programme

In 2020–21, 46,527 clients received CHSP respite services.

5.4. How were these services funded?

What the Australian Government pays

Residential respite care

In 2020–21, the Australian Government provided subsidies and supplements 
totalling $458.0 million to service providers who delivered residential respite care.

As part of the government’s response to the COVID–19 pandemic, additional 
funding for residential respite care was made available through a 1.2 per cent 
increase to the basic respite subsidy from 1 March to 31 August 2020 inclusive.

Commonwealth Home Support Programme

In 2020–21, the Australian Government provided grant funding of $301.2 million  
to service providers who delivered respite services under the CHSP.
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What the consumer pays

Residential respite care

The Australian Government sets the maximum level of the basic daily fee that 
providers may ask residential respite care recipients to pay, which equates to 
85 per cent of the single rate of the basic age pension. The maximum basic daily fee 
is indexed on 20 March and 20 September each year, at the same time as changes 
to the age pension.

A booking fee may be charged to secure a period of respite care which is deducted 
from the daily fees once the respite care recipient enters care. The booking fee 
cannot exceed whichever is lower of:

	• one week’s fee for respite care
	• 25 per cent of the fee for the proposed period of respite care.

Commonwealth Home Support Programme 

CHSP service providers can charge a client contribution for respite services in 
accordance with a client contribution framework and the National Guide to the 
CHSP client contribution framework. CHSP service providers are responsible for 
setting their own client contribution policies, with a view to ensuring those who  
can afford to contribute do so, while protecting the most vulnerable.
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830  
operational 
residential aged 
care providers

183,894  
permanent residents  
at 30 June

$14.1 billion  
in residential care 
subsidies and 
supplements
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6. Residential Care
Residential aged care services provide 24-hour care and accommodation for older 
people who are unable to continue living independently in their own home,  
and need assistance with everyday tasks.

A person who has been assessed as eligible to receive residential aged care may be 
admitted to any residential aged care home of their choice, provided that the aged 
care home has an available place, agrees to admit them, and is able to meet the 
required care needs of that person.

6.1. What was provided?
Under the Quality of Care Principles 2014, approved providers of residential 
aged care are required to provide a range of care and services to residents, 
whenever they may need them. The type of care and services provided include:

	• hotel-like services (e.g. bedding, furniture, toiletries, cleaning, meals)
	• personal care (e.g. showering, dressing, assisting with toileting)
	• clinical care (e.g. wound management, administering medication, nursing services)
	• social care (e.g. recreational activities, emotional support).

All care and services are required to be delivered in accordance with the resident’s 
care needs and clearly outlined in their resident agreement and care plan.

6.2. Who provided care?
Approved providers of residential aged care can be from a range of sectors, including 
religious, charitable, community, for-profit and government. All providers must 
be approved under the Act and are required to adhere to the Aged Care Quality 
Standards when delivering care. At 30 June 2021, there were 2,704 residential aged 
care services, operated by 830 approved residential aged care providers.

In order to deliver care and services, an approved provider must have an allocation 
of residential aged care places, which are distributed through the competitive Aged 
Care Approvals Round. Places are allocated on a provisional basis until they can 
be made operational. At 30 June 2021, there were 26,280 provisionally allocated 
residential aged care places and 219,105 operational places, with an occupancy rate 
of 86.8 per cent through 2020–21. This does not include flexible aged care places.
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Table 12:  Operational residential care places, other than flexible care places, 
by provider type, at 30 June 2021, by state and territory

State/ 
territory

Religious Charitable Religious/ 
charitable

Community 
based

For 
profit

State/ 
territory govt

Local 
govt

Total

NSW 17,242 17,847 0 10,616 26,080 350 417 72,552

Vic 7,181 7,306 77 7,803 30,585 4,947 143 58,042

Qld 12,565 6,526 0 3,385 19,393 992 141 43,002

WA 5,369 3,278 0 2,327 7,690 56 258 18,978

SA 5,233 3,990 0 2,199 5,728 781 214 18,145

Tas 1,583 1,609 0 1,209 668 57 0 5,126

ACT 719 1,090 0 479 413 0 0 2,701

NT 85 0 0 339 135 0 0 559

Australia 49,977 41,646 77 28,357 90,692 7,183 1,173 219,105

% of Total 22.8% 19.0% 0.0% 12.9% 41.4% 3.3% 0.5% 100.0%

6.3. Who received care?
In 2020–21:

	• 243,117 people received permanent residential aged care at some time during  
the year, an increase of 1,246 from 2019–20

	• the average age (on entry) was 82.9 years for men, 85.0 years for women 
	• the average completed length of stay was 36.0 months.

On 30 June 2021, there were 183,894 people receiving permanent residential care.

Table 13: Number of permanent residents on 30 June 2021, by state and territory

State/territory Permanent residents
NSW 60,287
Vic 47,495
Qld 36,273
WA 16,334
SA 16,233
Tas 4,516
ACT 2,267
NT 489
Australia 183,894

2661



54

2020–21 Report on the Operation of the Aged Care Act 1997 

6.4. How were these services funded?
The cost of residential aged care is met by both public (Australian Government) and 
private (individual) funding. The arrangements for funding are set out in the Act or 
in the Transitional Provisions, with some of the arrangements differing depending 
on when a person entered care.

Typically, residential aged care homes fund their operational and capital expenses from 
pooled public and private funding received on behalf of all residents in the service.

What the Australian Government pays

During 2020–21, the Australian Government paid $14.1 billion for residential care 
subsidies and supplements, an increase of 4.8 per cent over the previous year.

Table 14:  Australian Government recurrent residential care funding, 2016–17 to 2020–21, 
by state and territory

State/ 
territory

2016–17 
$M

2017–18 
$M

2018–19 
$M

2019–20 
$M

2020–21 
$M

%Change  
2019-20 to 

2020-21

NSW 3,992.5  4,053.9 4,270.3 4,376.7  4,575.4 4.5

Vic 3,144.8  3,247.6 3,465.5 3,573.2  3,630.1 1.6

Qld 2,189.1  2,274.2 2,465.8 2,592.3  2,790.8 7.7

WA 996.4  1,029.8 1,120.0 1,168.3  1,251.4 7.1

SA 1,116.6  1,126.9 1,194.0 1,208.6  1,273.6 5.4

Tas 290.9  295.0 312.0 318.4  342.2 7.5

ACT 134.2  137.9 144.3 146.5  157.3 7.4

NT 39.1  38.9 42.6 45.7  52.6 15.2

Australia 11,903.8 12,204.2 13,014.5 13,429.7  14,073.4 4.8

Note: Totals may not sum exactly, due to rounding. This table includes funding through the Department 
of Veterans’ Affairs. This table presents recurrent funding to residential care providers using accrual 
based reporting. Due to accrual adjustments, for smaller jurisdictions in particular, this can lead to 
significant year-on-year variation. Based on claims data between 2019–20 and 2020–21, the growth in 
recurrent funding for each state and territory ranged from 1.8 per cent to 14.7 per cent.
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Subsidies and supplements

The Minister determines the rates for subsidies and care-linked supplements to be 
paid from 1 July each year, and the rates of accommodation-linked supplements on 
20 March and 20 September each year. The current rates of payment are available 
on the Schedule of Subsidies and Supplements on the department’s website,  
and from My Aged Care.

The majority of Australian Government funding is made up of the basic subsidy, 
which for permanent residential care, is determined through the appraised 
care-needs of a resident by applying the Aged Care Funding Instrument (ACFI). 
The ACFI consists of 12 questions about assessed care needs, some of which are 
supported by specified assessment tools and two diagnostic sections. The questions 
are rated by the aged care home on a scale of A, B, C, or D then used to determine 
an individual’s ACFI score. In addition to the subsidy determined by the ACFI, 
supplements may be payable.

A new residential care support supplement was introduced in 2020–21. A lump 
sum payment of this supplement of approximately $760 per resident in 
metropolitan areas, and $1,145 per resident in non-metropolitan areas, was paid 
for residential and respite care recipients who received care during February 2021. 
The higher supplement in non-metropolitan areas was in recognition of the 
additional costs experienced by approved providers of residential and flexible 
aged care in regional, rural and remote areas of Australia. Multi-Purpose Service 
(MPS) and National Aboriginal and Torres Strait Islander Flexible Aged Care 
(NATSIFAC) program providers received an equivalent amount, taking into account 
the number of residential care places allocated to MPS and NATSIFAC services 
during the specified months.

COVID-19 funding increases

Due to the COVID-19 pandemic, residential care basic subsidy rates were temporarily 
increased by 1.2 per cent for six months from 1 March 2020 to 31 August 2020.

The residential care viability supplement and the residential care homeless 
supplement were also both temporarily increased by 30 per cent from 
1 March 2020 to 28 February 2021. The temporary 30 per cent increases to 
the residential care viability supplement and homeless supplement were both 
subsequently extended to 30 June 2021 as part of the Government’s initial response 
to the Royal Commission’s Final Report.
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A new COVID-19 support supplement was introduced in 2019–20, which provided 
two lump sum payments of additional funding for residential care. The first 
COVID-19 support supplement payment was paid for permanent care and respite 
care recipients who received residential care during February 2020. The second 
COVID-19 support supplement was paid for permanent care and respite care 
recipients who received residential care during June 2020.

The second COVID-19 support supplement was approximately $975 per resident in 
metropolitan areas and $1,435 per resident in non-metropolitan areas. The higher 
supplement amounts in non-metropolitan areas was in recognition of the additional 
costs experienced by approved providers of residential and flexible aged care in 
regional, rural and remote areas of Australia.

Multi-Purpose Service (MPS) and National Aboriginal and Torres Strait Islander 
Flexible Aged Care (NATSIFAC) program providers received an equivalent amount 
taking into account the number of residential care places allocated to MPS and 
NATSIFAC services during the specified months.

Table 15: Supplements available for residential aged care 2020–21

Supplement 
Type

Description

Primary supplements

Respite 
supplement

A supplement paid to residential care services for provision of 
residential respite care to eligible care recipients who normally live 
in the community.

Oxygen 
supplement 

A supplement paid to residential care services on behalf of eligible care 
recipients to reimburse costs associated with providing oxygen therapy.

Enteral feeding 
supplement

A supplement paid to residential care services on behalf of eligible care 
recipients to reimburse costs associated with providing enteral feeding.

Other supplements

Accommodation 
supplement

A means-tested supplement paid to residential care services on 
behalf of care recipients who entered care on or after 20 March 2008 
who are eligible for assistance with their accommodation costs.

Hardship 
supplement

A supplement paid on behalf of care recipients in financial hardship 
who are unable to pay their aged care costs.

The Veterans’ 
supplement in 
residential care

A supplement paid on behalf of residents with a mental health 
condition related to their service. Eligibility for the supplement is 
determined by the Department of Veterans’ Affairs.
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Supplement 
Type

Description

Viability 
supplement

A supplement paid to aged care services in rural and remote locations 
to assist with the extra cost of delivering services in those locations.

Homeless 
supplement

A supplement paid to aged care services that specialise in caring for 
people with a history of, or who are at risk of, homelessness.

Concessional 
supplement

A means-tested supplement paid on behalf of concessional and 
assisted residents who entered residential care between 1 October 
1997 and 19 March 2008 who are eligible for assistance with their 
accommodation costs.

Transitional 
supplement

A supplement paid on behalf of pre-2008 reform care recipients 
who were residents in an aged care home on 30 September 1997 
or who entered the service after 30 September 1997 but before it 
was certified, and who have remained in the same home.

Charge exempt 
supplement

A supplement paid on behalf of residents who were in high care on 
30 September 1997 and who have subsequently moved to another 
home where they would be eligible to pay an accommodation 
charge.

Transitional 
accommodation 
supplement

A supplement paid on behalf of residents who entered low level 
care between 20 March 2008 and 19 September 2011, to ensure 
no financial disadvantage from changes to the accommodation 
supplement which were introduced on 20 September 2011.

Accommodation 
charge top-up 
supplement

A supplement paid on behalf of high care residents who entered 
care from 20 March 2008 to 19 March 2010 and who were on 
income support.

Basic daily fee 
supplement

A supplement paid on behalf of certain care recipients in permanent 
care on 1 July 2012 to ensure no financial disadvantage resulting 
from the increase of the basic daily fee from that date.

Pensioner 
supplement

A supplement payable for pre-March 2008 reform residents who 
either have a dependent child or receive an income support 
payment but have not agreed to pay a large accommodation bond. 

COVID-19 
support 
supplement

A supplement payable for residential care and residential respite 
care recipients who received care during February 2020 and during 
June 2020.

Residential 
care support 
supplement

A supplement payable for residential care and residential respite 
care recipients who received care during February 2021.
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A detailed breakdown of the amount of payments for each of these subsidies and 
supplements in 2020–21 is shown in Table 24 in Appendix A.

The following information relates to residents who entered care on or after 
1 July 2014 (new residents). For information on the payment arrangements for those 
who entered care prior to that date (continuing-care residents) please see section 
7.4 of the 2014–15 Report on the Operation of the Aged Care Act 1997.

Figure 6: Process for determining the payments for care recipients

Basic 
subsidy

Primary 
supplements

Subsidy  
reductions

Any 
other 

supplements

Total  
subsidy  

paid

New residents are subject to the arrangements outlined in the Act. The Act 
sets out the following process for determining the payments for care recipients 
(as illustrated in Figure 6):

	• a basic subsidy amount determined, for permanent residents, by the resident’s 
classification under the ACFI or, for respite residents, by the resident’s ACAT approval

	• plus any primary supplements including respite, oxygen and enteral feeding
	• less any reductions in subsidy resulting from adjusted subsidies for 

government-owned aged care homes or the receipt of a compensation payment
	• less any reduction resulting from the income and asset testing of residents who 

entered residential care on or after 1 July 2014
	• plus any other supplements, including the accommodation supplement, viability 

supplement, veterans’ supplement, homeless supplement and the hardship 
supplement (the last of which reduces fees and accommodation payments for 
residents who would otherwise experience financial hardship).

What residents pay

Depending on their income and assets, residents may be asked to make a 
contribution to their accommodation costs. The following information explains  
the arrangement for new residents.
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Fees

Basic daily fee

All residents in aged care homes can be asked to pay a basic daily fee, which 
equates to 85 per cent of the single rate of the basic age pension. The basic daily 
fee is indexed on 20 March and 20 September each year, at the same time as 
changes to the age pension. The Australian Government sets the maximum levels 
for the basic daily fee that providers can ask residents to pay.

Means-tested care fee

Means-tested care fees are calculated based on a means assessment, 
(combined income and asset assessment). Significant safeguards, including annual 
and lifetime caps on the means-tested care fees payable by residents, apply to the 
post 1 July 2014 fee arrangements to limit the amount a person can be asked to pay.

Extra service fees

The extra service fee is the maximum amount a provider can charge a resident 
for receiving extra service in a residential care home which has been approved for 
extra service status.

Extra service status in residential aged care involves the provision of additional 
hotel-type services, including a higher standard of accommodation, food and 
services than the average provided by residential aged care homes which do not 
have extra service status. A residential aged care service can have extra service 
status for the whole service or a distinct part, or parts, of the service.

Additional service fees

An approved provider may also charge a resident for additional services 
(e.g. hairdressing), which the resident has asked the provider to provide. The amount 
of any charge for additional services must be agreed with the resident before services 
are delivered, with an itemised account given to the resident once the service has 
been provided. Fees for other care or services cannot be charged unless the resident 
receives direct benefit or has the capacity to take up or make use of the services.
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Payments

Accommodation payments

Accommodation payments are a contribution to the cost of accommodation in 
an aged care home. Accommodation payments are means-tested. Residents 
with income below $28,048.80 and assets below $51,000.00 (single rate, 
at 30 June 2021) are not required to make an accommodation contribution.  
In these circumstances, the Australian Government pays the full accommodation 
cost for the resident.

Some residents pay an accommodation contribution, with the Australian 
Government paying the remainder. Those residents with higher levels of 
income/assets, are required to pay the full cost of their accommodation through  
an accommodation payment which is negotiated with the provider.

Residents have the option of paying for their accommodation as:

	• a lump-sum refundable deposit or 
	• a daily payment or 
	• a combination of both.

Australian Government contributions towards accommodation costs are by way 
of accommodation supplements. There is a range of accommodation supplement 
rates set by Ministerial determination. At 30 June 2021, the highest of these, 
the maximum accommodation supplement amount, was $58.69 per day for new 
homes or those which have been significantly refurbished since 20 April 2012.

Providers determine the maximum prices they wish to charge for their 
accommodation (for residents who do not receive any government assistance with 
the cost of their accommodation) and publish these prices, along with information 
about the key features of the room, on My Aged Care, on their own website and in 
their printed materials.

More information about accommodation prices and choice of payment is available 
from the Aged Care Financing Authority’s (ACFA) Annual Report on the Funding and 
Financing of the Aged Care Sector – July 2021 available on the department’s website.13

13  www.health.gov.au/resources/publications/ninth-report-on-the-funding-and-financing-of-the-aged-
care-industry-july-2021
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10,442  
operational flexible 
care places across 
five programs

23,802 people  
received transition 
care and 6,227 
received Short-Term 
Restorative Care

$638.2 million  
in Australian 
Government funding
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7. Flexible Care
The aged care needs of older Australians vary and will often require different care 
approaches to those provided through residential aged care or home care.  
To accommodate this range of needs, there are five different types of flexible care:

	• Transition Care
	• Short-Term Restorative Care
	• Multi-Purpose Services
	• National Aboriginal and Torres Strait Islander Flexible Aged Care14

	• Innovative Care.

At 30 June 2021, there were 10,442 operational flexible care places. In 2020–21, 
Australian Government funding across these programs totalled $638.2 million.

Figure 7: Operational flexible care places at 30 June each year between 2017 and 2021
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14  Services funded under this program are administered outside the Aged Care Act 1997.
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7.1. Transition Care
The Transition Care Programme (TCP) provides short-term care that seeks to 
optimise the functioning and independence of older people after a hospital stay. 
Transition care is goal-oriented, time-limited and therapy-focused. The TCP seeks to 
enable older people to return home after a hospital stay rather than to prematurely 
enter residential aged care.

What was provided?

Older Australians may receive transition care for up to 12 weeks (with a possible 
extension of another six weeks) in either a community setting, such as their own 
homes, or a residential care setting, or a combination of both. To be assessed for 
TCP support, a person must be admitted to hospital at the time of the assessment. 
Once a client enters the TCP, they receive a package of services that includes 
low-intensity therapy, such as physiotherapy and occupational therapy, as well 
as social-work, and nursing support, or personal care, to maintain and improve 
physical and/or cognitive functioning.

Who provided care?

Transition care service delivery is managed by state and territory governments,  
who are the approved providers of the programme.

At 30 June 2021, there were 4,180 transition care places nationally.

Table 16:  Number of operational transition care places at 30 June 2021,  
by state and territory

State/territory Operational transition care places

NSW 1,408

Vic 1,025

Qld 753

WA 406

SA 362

Tas 119

ACT 68

NT 39

Australia 4,180
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Who received care?

At 30 June 2021, 3,661 people were receiving transition care. During 2020–21,  
a total of 23,802 people received transition care.

Table 17:  Number of transition care recipients by state and territory, at 30 June 2021  
and during 2020–21

State/territory Number of people receiving 
transition care  
at 30 June 2021

Number of people who 
received transition care 

during 2020–21

NSW 1,247 7,638

Vic 847 5,528

Qld 679 4,587

WA 349 2,512

SA 351 2,406

Tas 85 614

ACT 65 335

NT 38 196

Australia 3,661 23,802

How were these services funded?

The TCP is jointly funded by the Australian Government and state and territory 
governments. Australian Government funding is provided in the form of a flexible 
care subsidy, payable on a per-client, per-day basis for each TCP place. The daily rate 
for the subsidy in 2020–21 was $212.05. In 2020–21, the Australian Government 
provided $276.9 million in funding for the TCP.

In addition, TCP service providers can charge clients a daily care fee, if the client is 
in a financial position to be able to contribute to their care. Client contributions are 
calculated as follows:

	• 85 per cent of the aged pension for care delivered in a residential setting
	• 17.5 per cent of the aged pension for care delivered in a home.

2674



67

Flexible Care 

7.2. Short-Term Restorative Care
The Short-Term Restorative Care (STRC) programme is an innovative flexible-care 
programme which provides early intervention care that aims to reverse and/or 
slow functional decline in older people and improve overall health and wellbeing. 
Through a tailored package of services, STRC enables older people to regain 
independence and autonomy, thereby delaying their need for more intensive  
aged care supports such as home care and residential aged care.

What was provided?

Each episode of STRC delivers a time-limited, multidisciplinary package of services, 
for a period of eight weeks. The care plan and range of services is designed by a 
team of three allied health professionals in consultation with the client, and can 
include such things as physiotherapy, minor home modification, nursing support, 
personal care and the provision of assistive technologies. STRC can be delivered in 
either a community setting, such as the client’s own home, a residential care setting, 
or a combination of both.

Who provided care?

At 30 June 2021, there were 93 operational STRC services being delivered by  
58 approved providers.

Table 18: Number of operational STRC places by state and territory, at 30 June 2021

State/territory Number of operational STRC places

NSW 329

Vic 311

Qld 276

WA 158

SA 75

Tas 32

ACT 30

NT 30

Australia 1,241
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Who received care?

At 30 June 2021, 859 people were receiving STRC. During 2020–21, 6,227 people 
received care in the STRC program.

Table 19:  Number of STRC recipients by state and territory, at 30 June 2021,  
and during 2020–21

State/territory Number of people receiving 
STRC at 30 June 2021

Number of people who 
received STRC in 2020–21

NSW 205 1,444

Vic 243 1,702

Qld 198 1,485

WA 97 794

SA 51 378

Tas 27 164

ACT 17 127

NT 21 133

Australia 859 6,227

How were these services funded?

The STRC program is funded through a flexible care subsidy payable to the provider 
on a per-client, per-day basis for each STRC place. The daily rate for the subsidy 
in 2020–21 was $212.05. The Australian Government contributed $67.3 million for 
STRC services in that period.

In addition, STRC service providers can charge clients a daily care fee, if the client is 
in a financial position to be able to contribute to their care. Client contributions are 
calculated as follows: 

	• 85 per cent of the aged pension for care delivered in a residential setting
	• 17.5 per cent of the aged pension for care delivered in the home.
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7.3. Multi-Purpose Services
The Multi-Purpose Services (MPS) Program is a long-standing joint initiative between 
the Australian Government and state and territory governments. MPS provide 
integrated health and aged care services in small rural and remote communities in 
all states, the Northern Territory and Norfolk Island. This allows people to stay in 
their own communities as they get older, close to their families and community ties.

Table 20:  Number of operational Multi-Purpose Services and places, at 30 June 2021, 
by state and territory

State/ 
territory

Multi-purpose 
services with 

operational 
places

Operational 
high care 

residential 
care places 

Operational 
low care 

residential 
care places

Operational 
home care 

places

Total 
operational 

places

NSW* 64 1,073 1 139 1,213

Vic 11 267 92 19 378

Qld 36 332 118 141 591

WA 38 347 280 159 786

SA 26 531 67 14 612

Tas 3 66 15 21 102

ACT . . . . . . . . . .

NT 1 4  0 2 6

Australia 179 2,620 573 495 3,688

*Norfolk Island is included in NSW. Australian Government funding for Multi-Purpose Services is provided 
as a flexible care subsidy under the Act and is based on the number of flexible care places allocated to 
each Multi-Purpose Service.
. . Not applicable

How were these services funded?

The program is jointly funded by the Australian Government and state and territory 
governments. There was continued growth in Australian Government expenditure 
for the MPS, from $200.2 million in 2019–20 to $216.5 million in 2020–21.  
These funds included an additional $19.6 million in COVID-19 related support.
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Table 21:  Australian Government expenditure for Multi-Purpose Services from 2016–17  
to 2020–21, by state and territory

State/ 
territory

2016–17  
$M

2017–18 
$M

2018–19 
$M

2019–20  
$M

2020–21 
$M

% Increase 
2019–20 to 

2020–21

NSW 56.9 61.0 64.5 73.2 77.7 6.2

Vic 14.6 15.0 15.6 17.5 18.8 7.4

Qld 24.6 26.3 28.1 31.7 34.1 7.6

WA 29.0 29.7 30.5 34.5 37.8 9.5

SA 29.9 32.2 34.0 38.3 41.2 7.6

Tas 4.2 4.3 4.4 4.7 4.9 4.8

ACT . . . . . . . . . . . .

NT 0.3 0.3 0.4 0.4 0.4 7.9

OT . . . . . . . . 1.6 . . 

Australia 159.5 168.8 177.3 200.2 216.5 8.1

2020-21 funding for services provided on Norfolk Island is included in the totals for Other Territories (OT). 
Prior to 2020-21, funding for these services have been included under NSW totals.
. . Not applicable

7.4. National Aboriginal and Torres Strait Islander 
Flexible Aged Care Program

In addition to flexible care provided through the legislative arrangements, 
the National Aboriginal and Torres Strait Islander Flexible Aged Care (NATSIFAC) 
Program funds organisations to provide culturally-safe aged care services to 
Aboriginal and Torres Strait Islander people close to home and community.  
Services funded under this program are administered outside the Act.

In 2020–21, 42 aged care services were funded to deliver 1,304 aged care places 
under the NATSIFAC Program. This is an increase of 40 operational places from 
the 2019–20 financial year. The total expenditure for this program in 2020–21 was 
$76.8 million. Under this program, services can be delivered in either a residential 
or home care setting.
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Table 22:  Number of operational National Aboriginal and Torres Strait Islander Flexible 
Aged Care Program services and places at 30 June 2021, by state and territory

State/
territory

Operational 
services

Operational 
high care 

residential 
care places

Operational 
low care 

residential 
care places

Operational 
home care 

places

Total 
operational 

places

NSW 2 1 12 14 27

Vic 2 40 15 69 124

Qld 6 79 12 72 163

WA 5 71 0 73 144

SA 6 82 22 81 185

Tas 3 0 0 47 47

ACT 0 0 0 0 0

NT 18 91 55 468 614

Australia 42 364 116 824 1,304

7.5. Innovative care services
Innovative care was originally established in 2001–02 to pilot new approaches to 
providing aged care. The current innovative care program is an extension of pilots 
established in 2003 to support people with aged care needs who lived in state or 
territory-funded supported accommodation homes, who were at risk of entering 
residential aged care.

At 30 June 2021, there were eight projects, delivered through three services in 
New South Wales, two in South Australia, and one each in Tasmania, Victoria and 
Western Australia. No new clients have been accepted into the program since 2006, 
so their number is gradually decreasing as people leave. At 30 June 2021, there were 
29 operational innovative care places, compared to 36 at 30 June 2020.

Throughout 2020–21, the Australian Government provided $0.7 million for  
these services, in the form of a flexible care subsidy specific to each service.
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Specialist advice, assistance 
and funding to eligible aged 
care providers to support 
Indigenous aged care services

An improved scheme for 
the viability supplement 
in residential care and 
home care

$17.5 million  
in hardship  
supplements
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8. Support for People with Diverse Needs
One of the objectives of the Act is to facilitate access to aged care services by those 
who need them, regardless of race, culture, language, gender, economic circumstance 
or geographic location. To give effect to this objective, and to ensure services are 
appropriate to the needs of all consumers, the Act makes provision to accommodate 
the needs of the following groups under section 11–3:

	• people from Aboriginal and Torres Strait Islander communities
	• people from culturally and linguistically diverse backgrounds
	• people who live in rural or remote areas
	• people who are financially or socially disadvantaged
	• veterans
	• people who are homeless or at risk of becoming homeless
	• care-leavers
	• parents separated from their children by forced adoption or removal
	• lesbian, gay, bisexual, transgender and intersex (LGBTI) people.

On 6 and 7 May 2021, the Aged Care Sector Committee’s Diversity Sub-group held 
a forum with key stakeholders from diverse groups and Department of Health and 
Aged Care Quality and Safety Commission representatives. The forum aimed to 
explore ways and inform the department about how diversity and inclusion for older 
people can be embedded into the aged care sector in a meaningful way following 
the final report of the Royal Commission into Aged Care Quality and Safety.

As part of the 2021–22 Budget, the Australian Government announced a range of 
reforms to ensure older people have equitable access to safe and inclusive aged care, 
including people from diverse backgrounds, characteristics and life experiences. 
In addition to the development of a new Aged Care Act, which will place older people 
at the centre of the reformed system, the new measures include funding to:

	• increase access to translating and interpreting services
	• certify providers where specific services to meet diverse needs are offered
	• assist aged care providers to understand and respond to the diversity of their 

community and address barriers
	• provide capital investment to improve access, with initial priority areas of First 

Nations peoples, homelessness providers and rural and remote areas
	• expand the Serious Incident Response Scheme from residential care into home 

and community care to provide greater protections to consumers receiving home 
and community aged care services
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	• A National Aged Care Data Strategy to identify, improve and better use aged care data 
to inform current and future service demand, workforce, health interface interaction, 
quality and safety and outcomes of care, including for people with diverse needs 
through better data collection and use of diversity identifiers

	• support First Nations older people to be informed about available services, and 
build capability and viability of Aboriginal and Torres Strait Islander organisations to 
deliver skilled and culturally safe care.

The 2021–22 Budget also included additional service delivery funding for National 
Aboriginal and Torres Strait Islander Flexible Aged Care (NATSIFAC) Services. 
This funding will assist NATSIFAC providers in meeting the costs of delivering 
high quality, culturally safe residential care services to Aboriginal and Torres Strait 
Islander people, including the costs of maintaining cultural connections. Funding has 
also been provided to assist Indigenous organisations with governance, business, 
training and leadership and build capacity to deliver aged care services.

8.1. People from Aboriginal and Torres Strait  
Islander communities

Broadly speaking, older Aboriginal and Torres Strait Islander people have 
proportionally higher representation in non-flexible home care services and 
proportionally lower representation in non-flexible residential care services,  
relative to the total aged care target population.

Figure 8:  Index of equity of access for non-flexible aged care services for older Australians 
from Aboriginal and Torres Strait Islander backgrounds, 30 June 2021
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In 2019, an action plan to address the specific needs of older Aboriginal and 
Torres Strait Islander people was developed under the Framework. The Provider 
Guide sets out what aged care providers can do to deliver inclusive care that 
is appropriate and sensitive to the needs of older Aboriginal and Torres Strait 
Islander people. The Consumer Guide helps older Aboriginal and Torres Strait 
Islander people to express their needs when speaking with aged care providers. 
It can also help people working in aged care to better understand the needs of 
Aboriginal and Torres Strait Islander people.

The National Advisory Group for Aboriginal and Torres Strait Islander Aged Care 
(NAGATSIAC) was established in early 2019 and is an Australian Government 
commitment under the Australian Government Diversity Action Plan. NAGATSIAC is 
an expert advisory group comprising academics and aged care providers funded 
to advise the Australian Government on the multiple social and cultural challenges 
faced by older Aboriginal and Torres Strait Islander people in attempting to access 
and navigate aged care services.

To improve equity of access and increase representation of older Aboriginal and 
Torres Strait Islander people in the aged care system, the Australian Government is 
implementing a new national support service. The new service will provide intensive 
face-to-face support for older Indigenous Australians and their families to help 
them access care, make sure that care meets their physical and cultural needs, 
and provide guidance to providers on cultural safety and working with Indigenous 
care- recipients. The new service is expected to start in early 2022 in a staged 
roll-out, and offer employment to around 250 Indigenous Australians nationally.

8.2. People from culturally and linguistically  
diverse backgrounds

Australia is one of the most culturally diverse nations in the world with an estimated 
one in five people aged 65 and over born in a non-English speaking country.15

Broadly speaking, people from CALD backgrounds have proportionally higher 
representation in home care services and proportionally lower representation in 
residential care services.

15  Australian Institute of Health and Welfare 2018. Older Australia at a glance. Cat. no. AGE 87. 
Canberra: AIHW.
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Figure 9:  Index of equity of access for non-flexible aged care services for older Australians 
from CALD backgrounds, 30 June 2021
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The Australian Government funds the long-standing Partners in Culturally 
Appropriate Care (PICAC) program to support the sector in its care of people from 
CALD backgrounds. The PICAC Program provides guidance, resources and training 
to assist aged care providers respond to the needs of older CALD Australians.

Additionally, the Australian Government also funds the Federation of Ethnic 
Communities Councils of Australia (FECCA) to provide aged care policy advice to 
Government, contribute to the aged care sector reform agenda and promote the 
views and aspirations of the constituencies of aged care consumer peak bodies 
with respect to ageing and aged care. In addition, as outlined in Chapter 2.2, 
the department has also engaged FECCA to deliver the EnCOMPASS program to 
enable CALD consumers, their families and carers to understand and engage with 
the aged care system and access services that are appropriate to their needs.

The Australian Government offers interpreting support to people from CALD 
backgrounds via free access to the Translating and Interpreting Service (TIS National). 
TIS National’s interpreting services are available 24 hours a day, seven days a week, 
and can be accessed for free by telephone or in face-to-face sessions.

TIS National can be used to contact My Aged Care and for aged care assessments. 
The service also exists as a support mechanism for specific circumstances, 
for example to assist consumers to understand the services they are receiving,  
their care agreement, or their individualised budget and monthly statements.
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8.3. People who live in rural or remote areas
Providers of aged care services located in remote areas face particular challenges 
in service provision. These challenges can include issues related to the operation 
of small services which may be remote from professional assistance and support. 
There may also be higher infrastructure and supply costs and difficulties in 
attracting and retaining staff.

The Australian Government continues to support consumers in rural and remote 
areas to access aged care services, and strengthen the viability of locally-based 
services in several ways.

These include:

	• the viability supplement scheme for small, remote and very remote residential care 
services as well as for eligible home care recipients. The residential care viability 
supplement was increased by 30 per cent from 20 March 2019

	• an additional, temporary 30 per cent increase to the viability supplement applied from 
1 March 2020 to 18 February 2021 as part of the Australian Government’s COVID-19 
specific support to the aged care sector. This increase has since been continued 
as part of the Government’s response to the Royal Commission’s Final Report, until 
October 2022 at which time the funding will be rolled into the new Australian National 
Aged Care Classification (AN-ACC) funding model on an ongoing basis

	• a new COVID-19 support supplement, introduced in 2019–20. Two lump sum 
payments of this supplement were paid for residential and respite care recipients 
who received care during February 2020 and June 2020. This supplement was 
50 per cent higher in non-metropolitan areas in recognition of the additional costs 
experienced by approved providers of residential and flexible aged care in regional, 
rural and remote areas of Australia

	• a new Residential care support supplement, introduced in 2020–21. A lump sum 
payment of this supplement was paid for residential and respite care recipients 
who received care during February 2021. This supplement was 50 per cent higher 
in non-metropolitan areas in recognition of the additional costs experienced by 
approved providers of residential and flexible aged care in regional, rural and 
remote areas of Australia

	• flexible aged care programs such as the Multi-Purpose Services Program and the 
National Aboriginal and Torres Strait Islander Flexible Aged Care Program  
(see Chapter 7)
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	• funds provided through the Dementia and Aged Care Services (DACS) Fund, 
including the Remote and Aboriginal and Torres Strait Islander Aged Care Service 
Development Assistance Panel program (see Chapter 9)

	• Capital funding grants to improve infrastructure and service delivery, particularly 
targeted at rural and remote services, through the Rural, Regional and Other 
Special Needs Building Fund.

8.4. People who are financially or socially disadvantaged
Arrangements established under the Act mean that older Australians can access 
residential care, irrespective of their capacity to make accommodation payments. 
Assistance is provided to low-means, supported, concessional and assisted residents, 
and certain residents approved under the hardship provisions. An accommodation 
supplement is payable for people who are unable to pay all or part of their 
accommodation costs. To receive the maximum amount of accommodation 
supplement payable for a supported resident, a service must have a 
supported-resident ratio (counting all residents defined as relevant residents as 
per the Subsidy Principles 2014, but excluding extra service places) of more than 
40 per cent of total residents. If a service does not meet this ratio, then the amount  
of accommodation supplement paid is reduced by 25 per cent.

Financial hardship assistance provisions under the Act cater for the minority of 
people who have difficulty paying fees and/or accommodation costs. Applicants for 
financial hardship assistance may seek assistance with their contribution to their aged 
care costs. Hardship assistance is payable if the person can demonstrate to Services 
Australia that they are in financial hardship as a result of paying their aged care fees 
and essential expenses. The Australian Government provided $17.5 million  
in hardship supplements for residential care and home care during 2020–21.

8.5. Veterans
The Department of Veterans’ Affairs issues gold and white treatment cards to 
veterans, their war widows and widowers and dependents, and offers programs to 
ensure that veterans have access to health and other care services that promote 
and maintain self-sufficiency, well-being and quality of life.

There were 9,619 gold or white treatment card holders in residential care at 
30 June 2021, a decrease of 1,386 from 30 June 2020.
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8.6. People who are homeless or at risk of 
becoming homeless

For older Australians who are homeless, or at risk of becoming homeless, there are 
aged care services that can provide support and help deal with housing problems. 
These services were funded through the Commonwealth Home Support Programme 
(see Chapter 3) and residential aged care (see Chapter 6).

As part of the viability supplement, support is available for eligible residential 
services specialising in care for people at risk of homelessness, low-care in rural 
and remote areas, and care for Aboriginal and Torres Strait Islander Australians. 
In addition, the homeless supplement is paid to support eligible aged care 
homes that specialise in caring for people with a history of, or who are at risk of, 
homelessness. From 20 March 2019, the rate of homeless supplement paid to 
eligible residential services was increased by 30 per cent. An additional, temporary, 
30 per cent increase in the rate of homeless supplement (on top of the ongoing 
30 per cent increase) applied from 1 March 2020 to 28 February 2021 as part of 
the Australian Government’s COVID-19-specific support to the aged care sector. 
This temporary additional 30 per cent increase has since been extended until 
October 2022 as part of the Government’s response to the Royal Commission’s 
Final Report, after which time the funding will be rolled into the new Australian 
National Aged Care Classification (AN-ACC) funding model on an ongoing basis.

8.7. Care-leavers
A Care Leaver is a person who spent time in institutional settings as a child (under the 
age of 18). Between the 1920s and 1980s, more than 500,000 children in Australia 
were placed in institutions (for example, orphanages) and out of home care 
arrangements, through no fault of their own. They may be known as Care Leavers, 
Forgotten Australians, Former Child Migrants or Stolen Generations. Approximately 
440,000 were non-indigenous children called the Forgotten Australians; an estimated 
50,000 were Indigenous children, some from the Stolen Generations; and up to 
10,000 were former child migrants from Britain, Ireland and Malta.

Many in this group experienced social isolation, neglect, control, emotional, physical and 
sexual abuse, and had their basic rights taken from them, and as a result, many suffer 
lifelong consequences. Many are now reaching an age where they may require aged 
care services, and they may have significant anxieties about entering aged care.
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The department funded Helping Hand Aged Care for a project aimed at building 
the capacity of Care Leavers/Forgotten Australians to better communicate and 
engage with aged care services, and assist aged care providers understand and 
respond appropriately to their needs. The project builds on an information package 
launched by the Australian Government in 2016 for aged care providers to help 
them understand and support Care Leavers caring for Forgotten Australians, 
Former Child Migrants and Stolen Generations.

8.8. Parents separated from their children by forced 
adoption or removal

The Australian Government provides funding to improve access to specialist support 
services for this group, in recognition of the traumatic experiences, health issues 
and socio-economic disadvantage that these parents are likely to face.

8.9. Lesbian, gay, bisexual, transgender and 
intersex people

It is recognised that people who identify as LGBTI have specific needs, particularly as 
they age, stemming from decades of inequitable treatment and isolation because 
of stigma, prejudice, discrimination and social exclusion, which rendered them invisible.

Funding is provided to LGBTIQ+ Health Australia to undertake national co-ordination 
and support activities to promote the well-being of older LGBTI people and deliver 
national LGBTIQ+ aged care awareness training. Sponsorship was provided to 
LGBTIQ+ Health Australia for the 2021 National LGBBTIQ+ Ageing and Aged Care 
Conference. Funding to better support services targeting older LGBTIQ+ people is 
also provided through the DACS fund (see Chapter 9).
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Over 370,000  
in the aged care 
workforce

$327.9 million  
allocated over  
2020–2024 for the  
DACS fund

SBRTs provided  
long-term case 
management for  
1,478 cases
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9. Aged Care Workforce and  
Sector Support

On 11 May 2021, the Australian Government announced a once-in-a-generation, 
five year, five-pillar reform to aged care to deliver respect, care and dignity to 
older Australians. The aged care workforce will be central to this reform agenda, with a 
pillar specifically dedicated to growing a skilled and compassionate aged care workforce.

This reform, supported by the Government’s 2021–22 Budget announcement, 
takes material steps in addressing recommendations from the final report of the 
Royal Commission into Aged Care Quality and Safety, and will support workers and 
providers in providing high-quality, person-centred care to older Australians.

While the reform provides enhanced support and new requirements for aged care 
providers, they will continue to have obligations under the Act to ensure there 
are adequate numbers of appropriately skilled staff to meet individual care needs 
of residents. Volunteer workers also continue to make a significant contribution 
across the sector.

9.1. Aged care workforce and health workforce 
activities funded in 2020–21

The Aged Care Workforce Industry Council (ACWIC), was formally established in 
May 2019 as the industry body responsible for stewarding implementation of the 
strategic actions identified in A Matter of Care: Australia’s Aged Care Workforce 
Strategy (the Strategy).

In 2020–21, $9.4 million over three years was provided to the ACWIC for activities 
to support implementation of the Strategy. Key achievements by ACWIC include the 
development of an industry social campaign starting in March 2021, which aims to 
attract new workers to the sector. ACWIC also released a Voluntary Industry Code 
of Practice in October 2020. The design of the Aged Care Centre for Growth and 
Translational Research, recommended in the Strategy, was progressed in 2020–21 
with an operational model and first year research priorities developed through 
stakeholder consultation. The Centre is scheduled to be established in the  
second half of 2021.

In 2020–21, $10.8 million over four years was provided to increase the skills 
and capabilities of the aged care workforce. This included the establishment of 
an Aged Care Transition to Practice Program; additional funding to expand the 
Australian College of Nursing scholarship program; and the establishment of a skills 
development program for nurses and personal-care workers in aged care.
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Three suppliers were selected to run Aged Care Transition to Practice Programs 
which will support new aged care registered nurses by developing their knowledge, 
skills and competences in the delivery of quality aged care services. Participants will 
start in the program in 2021–22.

The Australian College of Nurses held a round of aged care nurse scholarships which 
opened in September 2020. A total of 324 scholarships were offered, of which eight 
were from applicants from an Aboriginal and Torres Strait Islander background.

Consultations occurred to help identify training topics, existing best-practice 
training, any gaps in available training and consider the format and approach to 
delivery of the skills development program.

In May 2021, the department published the results of a scoping study conducted 
in 2019–20 which considered the benefits of establishing a centralised 
worker-screening and/or registration scheme for aged care workers. Building on the 
outcomes of the scoping study, in December 2020, the department commissioned 
further analysis of the legislative and financial implications of implementing worker 
screening and code-of-conduct arrangements for aged care workers. This included 
consultation with the Departments of Social Services and Veterans’ Affairs, 
respectively, on options for achieving alignment of worker regulation arrangements 
across the broader care and support sector.

9.2. Dementia and Aged Care Services Fund
The Australian Government has allocated $327.9 million over the 2020–24 financial years 
for the Dementia and Aged Care Services fund (DACS). The DACS fund provides support 
for existing and emerging priorities in dementia care, special measures to support 
Aboriginal and Torres Strait Islander people, and initiatives to ensure people from diverse 
backgrounds receive the same quality of aged care as other older Australians.

Two key initiatives funded through DACS are the Dementia Training Program 
($12.5 million in 2020–21) and the Dementia Behaviour Management Advisory 
Service ($20.7 million in 2020–21).

The Dementia Training Program

The Dementia Training Program (DTP) offers a national approach to accredited 
education, upskilling, and professional development in dementia care. In 2020–21, 
the DTP provided more than 34,804 occasions of targeted dementia training for 
staff in residential and in-home care, as well as in the acute and primary care 
health sectors.
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The Dementia Behaviour Management Advisory Service 

The role of the Dementia Behaviour Management Advisory Services (DBMAS) is to 
provide support and advice to service providers and individuals caring for people 
living with dementia where behavioural and psychological symptoms of dementia 
are affecting a person’s care or quality of life. They work to understand the 
causes and/or triggers of behaviours and develop strategies to optimise function, 
reduce pain or other unmet needs and improve engagement. In 2020–21, 
DBMAS provided support for 28,481 cases (a 28.4 per cent increase on  
the previous year).

9.3. Severe Behaviour Response Teams
Complementing the DBMAS, the Severe Behaviour Response Teams (SBRT) 
support residential aged care providers with residents experiencing more severe 
behavioural and psychological symptoms of dementia.

In 2020–21, the Australian Government provided $22.45 million for the SBRT and 
this service provided case management to 1,478 cases (a 9.7 per cent increase 
on the previous year). This involved a mobile workforce providing detailed clinical 
assessment and recommendations for intervention across multiple on-site visits.

Both DBMAS and the SBRT are delivered by Dementia Support Australia, which ensures 
close coordination between the programs. Feedback via surveys found 97.3 per cent 
of clients were satisfied with DBMAS and SBRT services. Approximately 72 per cent of 
referrals were from major cities and 28 per cent from regional and remote areas.

During the COVID-19 pandemic, DBMAS and SBRT remained open to support the 
aged care and health sectors and carers in the community. Dementia Support 
Australia has actively reached out to aged care providers with information and 
advice on caring for people living with dementia in lockdown situations.
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9.4. Specialist Dementia Care Program
The Specialist Dementia Care Program (SDCP) is an Australian Government program 
that funds specialist dementia care units in residential aged care homes. The units 
provide specialised care to people with very severe behavioural and psychological 
symptoms of dementia, with the aim of reducing or stabilising symptoms so that 
people can move into less intensive care settings. Clinical in-reach to the units is 
facilitated through agreements with the state and territory governments.

Ten operational units have been established across Australia since 2019. The care 
setting for the SDCP is a dedicated dementia friendly environment, operating as a 
unit within a larger residential aged care facility, and operates under the Act.

The SBRT provide needs-based assessment of referrals to the program. From the start 
of the program in September 2019, to 30 June 2021, there have been 536 referrals.
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Aged care regulatory 
functions transferred to 
the Aged Care Quality 
and Safety Commission

Service Compliance 
Rating for residential 
aged care services 
introduced

Serious Incident 
Response Scheme 
commenced 1 April 2021
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10. Quality and Regulation

10.1. Approved provider regulation
In order to receive Australian Government funding for the provision of aged care 
services, an organisation must be approved to provide that care; and residential 
and flexible aged care services must hold an allocation of places.

On 1 January 2020, legislative authority for the approval of approved providers of 
aged care, and compliance arrangements, transferred from the Secretary of the 
Department of Health to the Commissioner of the Aged Care Quality and Safety 
Commission (the Commission). More information is available from the Commission’s 
Annual Report.16

10.2. The Aged Care Quality and Safety Commission
The Commission operates independently and objectively in performing its functions 
and exercising its powers, as set out in the Aged Care Quality and Safety Commission 
Act 2018 (ACQSC Act) and, the Aged Care Quality and Safety Commission Rules 2018 
(the Rules).

The Commission’s roles

As the national regulator of Australian Government-subsidised aged care services, 
the Commission’s role is to:

	• approve providers’ entry to the aged care system
	• to accredit, assess and monitor aged care services against requirements
	• to hold services to account for meeting their obligations.

The Commission seeks to resolve complaints about aged care services and to 
provide education and information about its functions. It also engages with 
consumers to understand their experiences, and to provide advice to providers 
about working with consumers in designing and delivering best-practice care.

The Commission delivers regulation that is proportionate, risk-based, responsive 
and intelligence-led. The Commission’s regulatory approach enables it to focus 
activities on the areas of greatest risk to the safety, health and well-being of aged 
care consumers, and on those providers providing care and services that fall short 
of legislated standards.

16  https://www.agedcarequality.gov.au/about-us/corporate-documents#annual-report
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The Commission uses education, information and targeted communications to support 
its regulatory objectives, including publishing outcomes of regulatory activities to 
promote greater transparency and accountability, and highlighting best practice.

The Commission’s functions

The Commission’s functions are set out in the ACQSC Act and the Rules, and drives 
their priorities under this Corporate Plan. They are:

	• protecting and enhancing the safety, health, well-being and quality of life of aged 
care consumers

	• approving providers of aged care
	• imposing sanctions on approved providers, and lifting sanctions
	• ensuring compliance with the aged care responsibilities of approved providers 
	• promoting the provision of quality care and services by:

	– approved providers of aged care services; and

	– service providers of Australian Government-funded aged care services.

	• developing, in consultation with aged care consumers and their representatives, 
best practice models for the engagement of providers with their aged care 
consumers and promoting those models to providers

	• dealing with complaints made, or information given to the Commissioner in 
accordance with the Rules, about an approved provider’s responsibilities under the 
Act or funding agreement

	• regulating aged care services according to the Rules by accrediting, conducting quality 
reviews, monitoring the quality of care and services and registering quality assessors

	• providing education and information about matters relating to one or more of the 
Commissioner’s functions to consumers and their representatives, providers of 
aged care services and the public.
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10.3. National Aged Care Mandatory Quality  
Indicator Program

From 1 July 2019, the Aged Care Legislation Amendment (Quality Indicator Program) 
Principles 2019 took effect, and the National Aged Care Mandatory Quality Indicator 
Program (QI Program) began. All government-subsidised residential aged care 
services must collect, and submit to the department, data against three quality 
indicators (from the previous voluntary program since 2016):

	• pressure injuries
	• use of physical restraint
	• unplanned weight loss.

Quality indicators measure aspects of service provision which contribute to the 
quality of care and services given by the provider, and care recipients’ quality of 
life and experiences. They relate to care events where improvement in the quality 
of care can be made and measured. The objectives of the QI Program are for 
providers to have robust, valid data to measure and monitor their performance 
and support continuous quality improvement; and over time, to give consumers 
transparent, comparable information about quality in aged care to aid decision 
making. The QI Program de-identified data is published quarterly by provider, 
at a national, state and territory level on the GEN Aged Care Data website by 
the Australian Institute of Health and Welfare (AIHW).

As part of the implementation of the 2019–20 Budget measures, More Choices 
for a Longer Life – reducing the misuse of medicines in residential aged care, 
and, More Choices for a Longer Life – mandatory national quality indicators, 
the department worked in close consultation with a range of sector and technical 
experts to develop two new quality indicators – falls and fracture, and medication 
management, and to update the existing three. From 1 July 2021, all Australian 
Government-subsidised residential aged care services must collect, and submit to 
the Department of Health, data against five quality indicators.

10.4. Compliance
Approved providers of Australian Government-funded aged care services must 
comply with responsibilities specified in the Act, the associated Aged Care Principles, 
and the Aged Care Quality and Safety Commission Rules. These responsibilities 
encompass quality of care, user rights, accountability and allocation of places.

When non-compliance is identified, appropriate regulatory action is taken to bring 
providers back into compliance as quickly as possible. This action may include 
imposing sanctions or issuing various formal notices. 
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Access to compliance information

Information is available on the My Aged Care website in relation to compliance 
action taken against aged care providers of residential and home care services. 
This information is published so that consumers can make informed choices about 
their care needs and having these needs met.

Information about compliance action taken by the Commission in 2020–21  
is available in its Annual Report.17

Service compliance ratings

On 1 July 2020, the Service Compliance Rating for residential aged care was released 
on the My Aged Care website. The rating reflects the current compliance status of 
each service, provides information on the most recent assessments against the 
Quality Standards, and, allows consumers to compare services on a regional basis. 

10.5. Protecting residents’ safety

Reportable assaults

Approved providers of residential services must report suspicions or allegations 
of assaults to local police and the Commission within 24 hours of becoming aware 
or suspecting a reportable assault. This requirement ensures that those affected 
receive timely help and support. The police are responsible for substantiating the 
allegation. Providers are responsible for ensuring they have systems in place to help 
maintain a safe and secure environment for residents.

A reportable assault is an allegation, a witnessed incident, or suspicion of:

	• unreasonable use of force on a resident, ranging from deliberate and violent 
physical attacks on residents to the use of unwarranted physical force

	• unlawful sexual contact, meaning any sexual contact with residents where there 
has been no consent.

17  https://www.agedcarequality.gov.au/about-us/corporate-documents#annual-report
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A resident is considered missing when they are absent and the service is unaware 
of any reason for the absence. The Commission must also be informed within 
24 hours by providers about missing residents in circumstances where:

	• a resident is absent from a residential aged care service 
	• the absence is unexplained, and 
	• the absence has been reported to police.

Serious Incident Response Scheme

On 1 April 2021, the Serious Incident Response Scheme (SIRS) came into effect. 
The SIRS complements existing provider obligations under the Act and strengthens 
responsibilities for providers to prevent and manage incidents, focusing on the 
safety and wellbeing of consumers. It requires providers to use incident data to 
drive quality improvement, and to report serious incidents to the Commission.

Residential aged care providers are required to prevent incidents and manage 
those that do occur effectively. The requirements about reporting incidents to the 
Commission have increased from previous compulsory reporting arrangements. 
Reportable incidents now include: 

	• unreasonable use of force
	• unlawful sexual contact or inappropriate sexual conduct
	• psychological or emotional abuse 
	• unexpected death
	• stealing or financial coercion by a staff member
	• neglect
	• inappropriate use of restrictive practices
	• unexplained absence of a resident.

Information about the number of serious incidents reported to the Commission  
in 2020–21 is available in its annual report.18

18  https://www.agedcarequality.gov.au/about-us/corporate-documents#annual-report
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10.6. Prudential
Refundable Accommodation Deposits (RADs), (which include accommodation 
bonds and/or entry contributions) must comply with the prudential requirements 
stated in the Act and set out in the Fees and Payments Principles 2014 (No.2). 
The prudential requirements aim to protect RADs paid to providers by recipients 
of aged care services.

The four Prudential Standards (Liquidity, Records, Disclosure, and Governance) seek 
to reduce the risk of providers defaulting on their RAD balance refund obligations to 
care recipients, by requiring providers to:

	• systematically assess their future obligations with RADs and the associated funding 
implications to ensure that they are able to meet their refund obligations as they 
fall due

	• establish and maintain a register that records information about RADs and the care 
recipients who pay them

	• establish and document governance arrangements for the management and 
expenditure of RADs (only to be used for permitted uses)

	• promote transparency of their financial management by disclosing information 
to care recipients, prospective care recipients and the department about their 
financial information and prudential compliance, and how they manage the RADs.

Providers who have charged RADs are required to complete and submit an 
Annual Prudential Compliance Statement (APCS) within four months of the end 
of their financial year (31 October for most providers), disclosing RAD holdings 
and compliance with charging, managing and refunding RADs against the 
prudential requirements. In 2019–20, 863 providers were asked to complete  
and lodge an APCS by 31 October 2020.

Business Improvement Fund

The Business Improvement Fund (BIF) has been established to provide almost 
$50 million to support residential aged care providers experiencing financial 
difficulty, including prioritisation for small to medium sized providers in regional, 
rural and remote areas. The BIF targeted support will help each eligible residential 
aged care provider manage costs without compromising the care of residents. 
Grants were available through the BIF Residential Aged Care Grant Opportunity 
until the end of April 2021. From 2021–22, the BIF will be replaced by a new 
Structural Adjustment Program, which includes additional grants to support 
providers in financial difficulty.

2703



96

2020–21 Report on the Operation of the Aged Care Act 1997 

Accommodation Payment Guarantee Scheme

The Accommodation Payment Guarantee Scheme (Guarantee Scheme) was 
established under the Aged Care (Accommodation Payment Security) Act 2006. 
When a provider becomes insolvent and defaults on its obligation to refund an 
accommodation lump sum payment balance, the Guarantee Scheme enables 
the Commonwealth to refund residential aged care residents (or their estate) an 
amount equal to each accommodation payment balance. The Guarantee Scheme 
is triggered when a provider is placed in bankruptcy or liquidation and there 
is at least one outstanding accommodation payment balance. The Secretary of 
the Department of Health must then make a default event declaration and a 
refund declaration in order to enable refund payments to be made. The rights 
of each resident to recover the amount from the provider are transferred to the 
Commonwealth so it can pursue recovery of the funds.

The Guarantee Scheme was not triggered in 2020–21. However, from trigger events 
in the preceding financial year, $3.3 million was refunded.

Validation of providers’ appraisals under the Aged Care Funding Instrument

Approved providers receive Australian Government funding for aged care 
service- provision based on ACFI appraisals of their care recipients’ level of care 
need. To protect public expenditure, the department conducted 1,127 reviews of 
ACFI claims in 2020–21. Of these reviews, 431 (38.2 per cent) resulted in reductions 
in funding and two (0.2 per cent) resulted in increased funding. 

If a provider is dissatisfied with the outcome of a review decision, they can request 
reconsideration. In 2020–21, providers requested reconsiderations of 54 review 
decisions. Of these, 41 requests were finalised in the financial year. The outcomes of 
these finalised reconsiderations were: 30 (73 per cent) confirmed the department’s 
review decision; nine (22 per cent) reinstated the provider’s original classification; 
two (5 per cent) resulted in a new decision that reduced the original classification.
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Appendix A: Report against s63-2 of 
the Aged Care Act 1997
The Act specifies the following annual reporting requirement:

63-2 Annual report on the operation of the Act

(1)  The Minister must, as soon as practicable after 30 June but before 30 November in 
each year, cause to be laid before each House of the Parliament a report on the 
operation of this Act during the year ending on 30 June of that year.

(2)  A report under subsection (1) must include information about the following matters:

(a) the extent of unmet demand for places; and

(b)  the adequacy of the Commonwealth subsidies provided to meet the care needs 
of residents; and

(c)  the extent to which providers are complying with their responsibilities under this 
Act and the Aged Care (Transitional Provisions) Act 1997; and

(ca)  the amounts of accommodation payments and accommodation 
contributions paid; and

(cb)  the amounts of those accommodation payments and accommodation 
contributions paid as refundable deposits and daily payments; and

(d)  the amounts of accommodation bonds and accommodation charges 
charged; and

(e)  the duration of waiting periods for entry to residential care; and

(f)  the extent of building, upgrading and refurbishment of aged care facilities; 

but is not limited to information about those matters.

63-2 (2) (a) the extent of unmet demand for places

Data is not available which provides an accurate measure of any unmet demand for 
residential aged care places. 

The Australian Government’s needs-based planning framework is designed to 
increase the supply of residential and home care places in line with the growth in 
the aged population. In calculating this growth, the Australian Government takes 
into account population data from the Australian Bureau of Statistics and demographic 
data on previous years’ utilisation. This produces a national provision target. 
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For residential care, the places are allocated through an open, competitive round 
where aged care providers apply for the available places. This allocation process 
aims to ensure a sufficient supply of residential aged care places, and achieve 
equitable access to services between metropolitan, regional, rural and remote areas. 
There is strong demand among providers to supply these places. (See 1.2 Managing 
supply and demand)

To adjust for any market failures in this process, the Australian Government 
provides a range of subsidies to ensure that people living in regional/remote areas 
and those with diverse needs are adequately catered for. 

This process is subject to review and is responsive to adjustment when required. 
While this does not guarantee that every individual will be able to immediately 
access the particular service of their choice, at a population level, it has been shown 
to be a robust and effective method for identifying and managing demand.

From June 2011 to June 2021, residential aged care occupancy in Australia has 
fallen from 93.1 per cent to 86.8 per cent.

Since 27 February 2017, there has been a consistent national approach to 
prioritising access to home care packages through the national prioritisation system. 
This allows for a more equitable and flexible distribution of home care packages 
based on the individual needs and circumstances of consumers, and the time 
they have been waiting for care, regardless of where they live. For the first time, 
the queue system allows the government to track demand for home care and adjust 
supply where required.

63-2 (2) (b) the adequacy of the Commonwealth subsidies provided to meet 
the care needs of residents

The average level of Australian Government payments for permanent residents in 
aged care in 2020–21 was $71,900 per resident, an increase of 4.1 per cent per 
resident from 2019–20.

Table 23:  Average Australian Government payments (subsidies plus supplements)  
for each permanent aged care resident 2016-17 to 2020–21

2016–17 2017–18 2018–19 2019–20 2020–21 Increase 
2019–20 to  

2020–21

$65,500 $65,600 $69,100 $69,055 $71,900 4.1% 

Note: The arrangements for the calculation of the subsidy differ for continuing care recipients  
(pre-1 July 2014) and new residents (post-1 July 2014).
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Table 24:  Summary of Australian Government payments by subsidies and supplements  
for residential aged care, 2016–17 to 2020–21

Type of payment 2016–17  
$M

2017–18  
$M

2018–19  
$M

2019-20 
$M

2020–21 
$M

Basic Subsidy Permanent 11,024.2 11,163.5 11,947.4 12,012.7 12,392.2

Respite 280.6 312.3 348.8  371.3 401.6

Primary Care 
Supplements

Oxygen 17.5 18.3 18.3  16.8 16.1

Enteral Feeding 5.9 5.9 5.2  5.0 4.5

Respite Incentive 30.1 34.6 40.6  46.8 51.9

Other 
Supplements

Viability 43.2 55.8 62.0  82.3 99.7

Veterans’ 1.1 1.6 1.7  1.5 1.3

Homeless 8.3 8.6 9.8  13.3 18.4

Hardship Hardship 4.9 4.0 3.9  6.5 15.7

Hardship 
Accommodation

2.9 2.6 2.5  1.9 1.6

Accommodation 
Supplements

Accommodation 
Supplement

907.5 1,029.6 1,134.2  1,225.1 1,277.9

Supplements 
subject to 
Grandfathering

Concessional 64.0 55.6 51.3  40.2 33.8

Transitional 6.0 4.8 3.8  2.6 2.2

Accommodation 
Charge Top-up

2.1 1.4 1.0  0.4 0.3

Charge Exempt 3.8 2.0 1.8  1.4 1.2

Pension 36.3 27.2 20.7  12.8 10.1

Basic Daily Fee 0.6 0.4 0.3  0.1 0.1

Transitional 
Accommodation 
Supplement

15.5 10.7 7.6  5.4 3.8

Reductions Means Testing 
Reduction

-560.8 -564.0 -627.2 -648.2 -655.2

Other 31.5 42.0 -9.1 231.7 396.2

Total ($million) 11,903.8 12,204.2 13,014.5 13,429.7 14,073.4
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Table 25:  Summary of Australian Government payments by subsidies and supplements 
for home care, 2016–17 to 2020–21

Type of payment 2016–17  
$M

2017–18  
$M

2018–19 
$M

2019–20 
$M

2020–21 
$M

Subsidy Home care subsidy 1,627.9 2,074.8 2,586.0 3,498.4 4,389.0

Supplements Oxygen 2.4 3.1 3.7 4.5 5.4

Enteral Feeding 0.7 0.9 0.9 0.8 0.9

Dementia and 
Cognition

24.7 29.3 36.2 49.5 62.0

Veterans’ 0.2 0.3 0.4 0.5 0.7

Hardship 0.2 0.3 0.2 0.1 0.2

Viability 11.4 16.0 18.1 25.1 33.3

Reductions Income testing 
reduction

-21.3 -36.2 -48.8 -65.9 -73.3

Other -60.0 -56.2 -127.4 -163.1 -225.0

Total 
($million)

1,586.2 2,032.1 2,469.3 3,350.1 4,193.1

63-2 (2) (c) the extent to which providers are complying with their responsibilities 
under this Act and the Aged Care (Transitional Provisions) Act 1997

Providers funded by the Australian Government to deliver aged care services must 
continue to meet legislative and funding agreement/contract responsibilities. If a 
provider is not meeting its obligations, the Commission may take regulatory action.

Providers who have charged RADs are required to complete and submit an Annual 
Prudential Compliance Statement (APCS) within four months from the end of their 
financial year. In 2019–20, 863 providers were asked to complete and lodge an 
APCS by 31 October 2020. 

The ACQSC is responsible for the regulation of approved providers in relation to 
their prudential responsibilities. Historical APCS outcomes for 2018–19 and earlier 
are reported in the relevant ROACA.
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63-2 (2) (ca) the amounts of accommodation payments and accommodation 
contributions paid

The closing balance of RADS held by providers at 30 June 2020 was $32.3 billion. 
There was a $2.1 billion (6.9 per cent) increase in RADS held by aged care homes 
across the 2019–20 financial year.

63-2 (2) (cb) the amounts of those accommodation payments and 
accommodation contributions paid as refundable deposits and daily payments19

In 2019–20, a total of $2.9 billion was paid to providers in accommodation 
payments and accommodation contributions.

A total of $851 million was received in Daily Accommodation Payments (DAPs)/
Daily Accommodation Contributions, and approximately $2.1 billion was received 
in net RADs. The 836 providers who held RADs at 30 June 2020 reported through 
their APCS that they held a total of 96,609 RADs with a total value of approximately 
$32.3 billion. These figures include the RADs held by five providers who reported on 
an alternate financial year. This is an increase of almost 1,750 RADS. The average 
RAD holding per provider was 116 RADs valued at $38.6 million.

63-2 (2) (d) the amounts of accommodation bonds and accommodation 
charges charged

The average accommodation price agreed with a new non-supported resident in 
2019–20 was a RAD of $449,000, equivalent to a DAP of $60.16 at 30 June 2020. 
42 per cent of non-supported residents chose to pay by RAD, 31 per cent by DAP, 
and 27 per cent by combination of both.

63-2 (2) (e) the duration of waiting periods for entry to residential care

Table 26 shows the proportion of residents placed in permanent residential 
care within a specified time period after assessment (and recommendation for 
residential care) by an ACAT.

This entry period measure is not a proxy for waiting time for admission to a 
residential aged care service. The ACAT recommendation is simply an option for that 
person. Many people who receive a recommendation for residential care may also 
receive and accept a recommendation for a home care package, or, they may simply 
choose not to take up residential care at that time. The increased availability of 
home care, restorative care and respite care has a significant effect in delaying entry 
to residential care.

19  When available, 2020–21 data will be published on GEN, in ACFA’s reports, and in the 2021–22 ROACA.
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Table 26:  Proportion of new entrants to permanent residential care entering within a 
specified period after an ACAT assessment during 2020–21

2 days or less 7 days or less Less than 
1 month

Less than 
3 months

Less than 
9 months

1.6% 5.7% 19.2% 41.1% 57.0%

63-2 (2) (f) the extent of building, upgrading and refurbishment of aged 
care facilities

Estimated building works completed during 2019–20, or in progress at June 2020, 
exceeded $5.6 billion, up from $5.3 billion in 2018–19. When available, 2020–21 
data will be published on GEN, in ACFA’s reports and in the 2021–22 ROACA.

Table 27: Consolidated building activity report 2015–16 to 2019–20

    2015–16 2016–17 2017–18 2018–19 2019–20

Building 
work

Estimated building 
works completed 
during the year or in 
progress at June ($m)

$4,535.9 $4,715.4 $4,912.0 $5,334.0 $5,661.3

Proportion of homes 
that completed any 
building work during 
the year

24.3% 20.8% 19.2% 19.4% 14.7%

Proportion of homes 
with any building 
work in progress at 
the end of the year

17.8% 13.1% 13.9% 14.5% 10.0%
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    2015–16 2016–17 2017–18 2018–19 2019–20

New 
building 
work

Proportion of homes 
that completed new 
building work during 
the year

2.0% 2.2% 2.6% 1.7% 1.5%

Proportion of homes 
with new building 
work in progress at 
the end of the year

2.6% 2.2% 2.3% 1.7% 1.8%

Estimated new 
building work 
completed during the 
year ($m)

$820.6 $1,198.5 $1,243.0 $1,721.2 $1,468.0

Estimated new 
building work in 
progress at the end 
of the year ($m)

$1,075.5 $1,042.0 $1,086.0 $1,005.8 $1,739.8

Proportion of homes 
that were planning 
new building work

4.9% 2.2% 2.7% 2.7% 1.5%

Rebuilding 
work

Proportion of homes 
that completed 
rebuilding work 
during the year

1.1% 1.0% 0.9% 0.7% 0.8%

Proportion of homes 
with rebuilding work 
in progress at the 
end of the year

1.6% 1.5% 1.2% 1.6% 1.2%

Estimated rebuilding 
work completed 
during the year

$250.4 $403.9 $497.0 $353.0 $398.5

Estimated rebuilding 
work in progress at 
the end of the year 
($m)

$1,042.0 $650.0 $649.0 $932.2 $1,037.1

Proportion of homes 
that were planning 
rebuilding work

4.5% 2.0% 1.8% 1.2% 0.7%
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    2015–16 2016–17 2017–18 2018–19 2019–20

Upgrading 
work

Proportion of homes 
that completed 
upgrading work 
during the year

20.7% 17.8% 16.2% 11.5% 12.6%

Proportion of homes 
with upgrading work 
in progress at the 
end of the year

13.9% 10.0% 10.8% 5.3% 7.3%

Estimated upgrading 
work completed 
during the year ($m)

$483.3 $539.7 $666.0 $638.9 $384.1

Estimated upgrading 
work in progress at 
the end of the year 
($m)

$864.2 $881.4 $770.0 $691.9 $633.7

Proportion of homes 
that were planning 
upgrading work

14.0% 8.8% 5.4% 5.3% 3.9%
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Glossary
Term Definition

ACAP Aged Care Assessment Program

ACAR Aged Care Approvals Round

ACAT Aged Care Assessment Team

ACFA Aged Care Financing Authority

ACFI Aged Care Funding Instrument

ACN Australian College of Nursing

ACQSC Act Aged Care Quality and Safety Commission Act 2018

Act, the The Aged Care Act 1997, the primary legislation governing 
the provision of aged care services

ACWIC Aged Care Workforce Industry Council 

Aged Care Principles Subordinate legislation made by the Minister under 
subsection 96 1(1) of the Act

AIHW Australian Institute of Health and Welfare

AN-ACC Australian National Aged Care Classification

APCS Annual Prudential Compliance Statement

BIF Business Improvement Fund

CALD Culturally and Linguistically Diverse

CHSP Commonwealth Home Support Programme

CVS Community Visitors Scheme

DAP Daily Accommodation Payments

DACS Dementia and Aged Care Services

DBMAS Dementia Behaviour Management Advisory Services

department, the The Department of Health

DTP Dementia Training Program

FECCA Federation of Ethnic Communities Councils of Australia

GEAT Goods, Equipment and Assistive Technology
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Term Definition

IPC Infection prevention and control

LGBTIQ+ Lesbian, Gay, Bisexual, Transgender, Intersex, Queer and 
other diverse sexualities

Minister, the The Minister for Aged Care and Senior Australians

MBS Medicare Benefits Schedule

MPS Multi-Purpose Services 

NACAP National Aged Care Advocacy Program

NAGATSIAC National Advisory Group for Aboriginal and Torres Strait 
Islander Aged Care 

NATSIFAC National Aboriginal and Torres Strait Islander Flexible Aged 
Care

NDSP National Dementia Support Program

OPAN Older Persons Advocacy Network

PHN Public Health Network

PICAC Partners in Culturally Appropriate Care

RACF Residential Aged Care Facilities

RAD Refundable Accommodation Deposit

RAS Regional Assessment Service

ROACA Report on the Operation of the Aged Care Act 1997

SACWIC Support for Aged Care Workers in COVID

SBRT Severe Behaviour Response Teams

SIRS Serious Incident Response Scheme

STRC Short-Term Restorative Care

TCP Transition Care Programme

TIS Translating and Interpreting Service

VACRC Victorian Aged Care Response Centre
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Ahpra acknowledges the Traditional Owners of Country throughout Australia and their continuing 
connection to lands, waters and communities. We pay our respect to Aboriginal and Torres Strait 

Islander cultures and Elders past, present and emerging.
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The regulated health workforce in 2020/21

825,720 registered health practitioners

1 in 16 people employed in Australia 
is a registered health practitioner

Age

825,720 registered health practitioners 
at 30 June

14,895 (1.8%) 
in ACT

18,390 (2.2%) 
in Tas

216,134 
(26.2%) in Vic

233,387 (28.3%) 
in NSW

19,741 (2.4%) registered health 
practitioners have no principal  

place of residence  
(includes overseas-based registrants)

168,279 (20.4%)  
in Qld

82,411 (10.0%) 
in WA

8,653 (1.0%) 
in NT

63,830 (7.7%) 
in SA

Gender

75.4% 
female

24.5% 
male

0.004% 
identified as 
intersex or 

indeterminate

26,595 total practitioners:

  22 (0.1%) Aboriginal and 
Torres Strait Islander 
Health Practitioners

  3,186 (12.0%) medical 
practitioners

 2,805 (10.5%) midwives

  18,824 (70.8%) nurses

  1,758 (6.6%) pharmacists

Pandemic sub-register 2020
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What we do
Ahpra has five core functions.

Professional standards
We provide policy advice to the National Boards 
about registration standards, codes and guidelines 
that they establish for health practitioners.

Accreditation
We work with accreditation authorities and 
committees to ensure graduating students are 
suitably qualified and skilled to apply to register as 
a health practitioner.

Registration
We ensure that only health practitioners with the 
skills and qualifications to provide competent and 
ethical care are registered to practise.

Notifications
We manage complaints and concerns raised about 
the health, performance and conduct of individual 
health practitioners.

Compliance
We monitor and audit registered health 
practitioners to make sure they are complying with 
Board requirements.

For more information visit www.ahpra.gov.au  
and the linked National Board websites.

This report provides Ahpra data, unless stated otherwise. As in 2019/20, the 2020/21 data include practitioners 
registered on the temporary pandemic sub-register. This affects some percentages.

Supplementary data tables are available online and are the source for some of the statistics cited. Some other 
statistics are drawn from internal reports.

Due to rounding (to one decimal place), percentages may not add up exactly to 100%.

The ‘Most common types of complaint’ bar graphs in the Board reports are based on the main reason for a 
notification. In the notifications section we also report on multiple concerns in a notification. 

We refine our data collection and reporting each year so data may not directly correlate across annual reports. 

For definitions of words and phrases, refer to Common abbreviations and the Glossary. 

You will see photos of some of the health practitioners who serve our community and some of our staff on the 
pages throughout this report. For staff in some offices these were rare days in the office.

About us

Our purpose

Safe and professional health 
practitioners for Australia

Our vision

Our communities have trust and confidence 
in regulated health practitioners

Our values

Integrity

 

Respect

 

Collaboration

 

Achievement

Working in partnership with 15 National Boards, the Australian Health Practitioner Regulation Agency (Ahpra) 
implements the National Registration and Accreditation Scheme (the National Scheme). The National Scheme 
regulates 16 health professions. 

Public safety is our priority. Every decision we make is guided by the Health Practitioner Regulation National Law, 
as in force in each state and territory (the National Law).
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In 2020/21

Registration

Compliance

24,061 (3.0%) more registrants than last year

26,595 registrants on the pandemic sub-register

8,311 health practitioners identify as Aboriginal 
and/or Torres Strait Islander

84,607 applications for registration

189,786 students studying to be  
health practitioners

69,571 criminal history checks made

Over 860 approved programs 
of study delivered by more 
than 130 education providers

Accreditation

3,516 practitioners were 
monitored by Ahpra for health, 
performance and/or conduct 
during the year

825,720 registered health practitioners 
in Australia, across 16 professions
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Notifications

Legal

1.6% of all registered health practitioners

10,147 notifications about 7,858 
practitioners were received by Ahpra

The most common complaints:
• clinical care 
• medication
• communication

597 immediate actions were taken 

96.7% resulted in disciplinary action

106 appeals lodged in tribunals

95 appeals finalised:
• 15 no change 
• 47 withdrawn
• 16 amended or substituted
• 17 dismissed

16 successful prosecutions

343 title protection complaints

386 advertising complaints

121 matters determined by tribunals

13,483 practitioners had a notification 
made about them nationally
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Health practitioner regulation in Australia

The National Scheme
The National Scheme operates Australia-wide and is a 
vital part of the Australian health system. It is governed 
by a nationally consistent law passed by each state 
and territory parliament - the National Law. There 
is oversight by a Ministerial Council made up of all 
Australia’s Health Ministers.

The National Scheme regulates individual health 
practitioners, not health services themselves.

Ahpra and the National Boards
Fifteen National Boards are responsible for the 
regulation of 16 health professions. Supported by 
Ahpra, the Boards’ responsibilities include setting 
standards that practitioners must meet to be registered, 
developing regulatory policy and guidance, and 
regulatory decision-making about complaints and 
concerns raised about registered health practitioners. 

Ahpra and the National Boards are responsible for the 
registration of every practitioner in the registered health 
professions across Australia.

If someone wants to make a complaint or raise a 
concern about a registered health practitioner in most 
states and territories, they can visit our complaints 
portal. However, in New South Wales (NSW) or 
Queensland the process is different.

New South Wales
Fifteen health professional councils - supported by 
the Health Professional Councils Authority (HPCA) and 
working with the Health Care Complaints Commission 
(HCCC) - assess and manage complaints about 
registered health practitioners’ conduct, health and 
performance.

The National Boards don’t handle notifications in 
NSW. Ahpra has a limited role in accepting mandatory 
notifications and referring them to the HCCC.

Queensland
The Office of the Health Ombudsman (OHO) receives 
complaints about registered health practitioners that 
arise in Queensland. It may refer a complaint to Ahpra 
and the National Boards. 

Ahpra ensures that all NSW and Queensland 
notifications and their outcomes are recorded to ensure 
the national register is accurate and complete.

In addition to receiving complaints about registered 
health practitioners, the HCCC and OHO also handle 
complaints about unregistered health practitioners 
and can provide a range of outcomes not available to 
National Boards.

Other states and territories
Ahpra and the National Boards work with health 
complaints entities (HCEs) to decide which organisation 
should take responsibility for, and manage, a complaint 
or concern.

HCEs also handle complaints about unregistered health 
practitioners, and can provide outcomes that Ahpra and 
the National Boards cannot, such as:
• an apology or explanation
• access to health records
• compensation or a refund
• an improvement for a hospital, clinic, pharmacy or 

community health service.

HCEs in these states and territories are:
Australian Capital Territory Health Services, 
Discrimination, Disability and Community Services 
Commissioner
Northern Territory Health and Community Services 
Complaints Commission
South Australia Health and Community Services 
Complaints Commission
Tasmania Health Complaints Commissioner
Victoria Health Complaints Commissioner
Western Australia Health and Disability Services 
Complaints Office.

Accreditation authorities

Each profession has an accreditation authority, either 
an external council or a committee established by a 
National Board, that accredits programs of study.

Independent ombudsman
The National Health Practitioner Ombudsman (NHPO) 
provides an independent ombudsman, privacy and 
freedom of information oversight of the National 
Scheme, the work of Ahpra and the National Boards, 
and the administrative processes experienced by 
practitioners and the public.

Figure 1. Who’s who in the National Scheme

Agency Management 
Committee

Ministerial Council

National Boards

State/territory/regional boards

Ahpra

Accreditation authorities

National Health Practitioner 
Ombudsman
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Introduction
The COVID-19 pandemic had significant implications for 
our work as a national regulatory scheme. We’ve done 
everything we can to continue our focus on patient and 
public safety, while supporting health practitioners and 
the health systems in which they work. 

We’ve made many operational and policy changes 
to ensure we are responsive and regulating health 
practitioners effectively. Many of our hardworking staff 
have continued to work remotely through lockdowns. 
National Boards and committees have worked online 
throughout the year. 

Despite these challenges, the number of registered 
health practitioners has increased by 3% to 825,720. 
Through partnerships with education providers, 
accreditation authorities and National Boards, students 
have been able to graduate with the required clinical 
experience. More than 41,500 graduates were registered 
in our most successful graduate registration campaign 
ever.

We continued our temporary pandemic sub-register, 
which has shifted in focus to provide access to health 
practitioners to support 
the vaccine program. 
Border restrictions 
have meant fewer 
internationally trained 
health practitioners were able to come to Australia. 
We continued to work closely with governments, 
professional groups and other stakeholders to respond 
to workforce needs. 

Registered health practitioners are rightly some of 
the most trusted professions in Australia. Most health 
practitioners practise safely and well - 98.4% of all 
registered health practitioners did not have any 
concerns reported about their conduct, health or 
performance. 

The number of notifications we received decreased 
by just under 1% to just over 10,000. After assessment, 
and investigation when required, regulatory action 
was taken on 14.2% of all notifications completed. Of 
practitioners with notifications received this year, nearly 
62% were the subject of one for the first time; around 
38% had had a notification made about them before.

We recognise the significant stress experienced by 
health practitioners who have a notification made about 
them and by those who make that notification. We 
continue to implement improvements to our processes, 

communication, timeframes and access to information 
and support services. We improved the confidentiality 
safeguards for notifiers. We published a framework for 
identifying and dealing with vexatious notifications. Also 
we significantly overhauled our approach to assessment 
and investigation to ensure a sharper focus on risks that 
may require regulatory action.

Students are the health practitioners of the future 
and our work with accreditation authorities is an 
important focus. We embraced the policy direction 
from the Ministerial Health Council to establish a new 
accreditation committee to provide independent and 
expert advice on accreditation systems reform.

Improving cultural safety and eliminating racism in 
the health system is a vital part of our commitment 
to improve health outcomes for Aboriginal and Torres 
Strait Islander Peoples. We are enormously proud that 
we were able to start to roll out the Moong-moong-gak 
Aboriginal and Torres Strait Islander health and cultural 
safety training for staff and Board and committee 
members. 

The work of the National 
Scheme not only involves close 
partnership between Ahpra and 
the 15 National Boards, but also 
collaboration with governments, 

professional and consumer organisations, and health 
services to keep the public safe.

Board and committee members have gone to great 
effort to ensure flexible and appropriate regulatory 
decisions to support the health workforce. 

We particularly want to acknowledge and thank Ahpra 
staff who have demonstrated such commitment, 
resilience and flexibility in a challenging and uncertain 
year. Tested by the pandemic, we have seen teams 
come together like never before, collaborating to solve 
problems at pace. You will read some of their stories 
and achievements throughout this report.

Staff and Board and committee members have 
demonstrated a deep commitment to doing all they can 
to meet our mandate to protect the public and sustain a 
health workforce for Australia.

Few of us could have anticipated COVID-19 and its 
ongoing impact. In so many ways registered health 
practitioners have done exceptional work in very 
challenging times. They have our admiration and thanks. 

Mr Martin Fletcher 

Chief Executive Officer, Ahpra

Ms Gill Callister PSM

Co-convenor, Forum of National 
Registration and Accreditation Chairs 

Chair, Agency Management 
Committee, Ahpra

Mr Brett Simmonds

Co-convenor, Forum of National 
Registration and Accreditation Chairs

Chair, Pharmacy Board  
of Australia

Registered health practitioners have done 
exceptional work in very challenging times.
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Agency Management Committee

Our Agency Management Committee is our governing body

The Agency Management Committee is the governing board for Ahpra and members are appointed by the Ministerial 
Council. 

The Committee ensures that Ahpra performs its functions in a proper, effective and efficient way. It is responsible for 
determining Ahpra policies, setting the strategic direction for the National Scheme and assuring its performance. This 
year we farewelled one member and welcomed three. 

Agency Management Committee members

 
Ms Gill Callister PSM 

Chair

 
Dr Peggy Brown AO 

 
Adjunct Professor  

Karen Crawshaw PSM

 
Emeritus Professor  
Arie Freiberg AM  

(from Oct) 

 
Mr Jeff Moffet  

(from Oct)

 
Mr Lynton Norris  

(from Oct) Ms Philippa Smith AM  
(to Sep)

 
Ms Jenny Taing OAM

 
Ms Barbara Yeoh AM

 
Dr Susan Young

What stands out

Through partnerships 
with education 
providers, accreditation 
authorities and National 
Boards, students have 
been able to graduate 
with the required 
clinical experience.

We are enormously proud 
that we could roll out 
the Moong-moong-gak 
Aboriginal and Torres 
Strait Islander health and 
cultural safety training 
for staff and Board and 
committee members.

Few of us could have 
anticipated COVID-19 
and its ongoing 
impact. In so many 
ways registered health 
practitioners have done 
exceptional work in very 
challenging times.
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National Boards for the regulated health professions
The National Boards work to ensure safe, quality healthcare across Australia. All Chairs are registered health 
practitioners in their profession. We farewelled two Chairs and welcomed two this year.

 
Ms Renee Owen  

Chair, Aboriginal and Torres Strait 
Islander Health Practice Board of 

Australia

 
Distinguished Professor  

Charlie C. Xue 
Chair to 8 Feb, Chinese Medicine 

Board of Australia

 
Professor Chi Eung Danforn Lim 

Chair from 17 Feb, Chinese 
Medicine Board of Australia

 
Dr Wayne Minter AM  

Chair, Chiropractic Board of 
Australia

 
Dr Murray Thomas 

Chair, Dental Board of Australia

 
Dr Anne Tonkin  

Chair, Medical Board of Australia

 
Mr Mark Marcenko  

Chair, Medical Radiation Practice 
Board of Australia

 
Associate Professor  

Lynette Cusack  
Chair to 2 Oct, Nursing and 
Midwifery Board of Australia

 
Adjunct Professor  

Veronica Casey AM  
Chair from 2 Oct, Nursing and 
Midwifery Board of Australia

 
Ms Julie Brayshaw  

Chair, Occupational Therapy 
Board of Australia

 
Mr Ian Bluntish  

Chair, Optometry Board of 
Australia

 
Dr Nikole Grbin  

Chair, Osteopathy Board of 
Australia

 
Professor Stephen Gough ASM  

Chair, Paramedicine Board  
of Australia

 
Mr Brett Simmonds  

Chair, Pharmacy Board  
of Australia

 
Ms Kim Gibson  

Chair, Physiotherapy Board  
of Australia

 
Associate Professor  

Cylie Williams  
Chair, Podiatry Board of Australia

 
Ms Rachel Phillips  

Chair, Psychology Board of 
Australia
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Aboriginal and Torres Strait Islander Health Practitioners

From the Chair

Issues this year
During this pandemic year, we have seen Aboriginal 
and Torres Strait Islander Health Practitioners utilised in 
flexible roles, both clinical and non-clinical, that suit the 
needs of the service provider, as was intended when the 
profession was first regulated nationally.

Our registrants’ 
involvement in the 
COVID-19 vaccine 
roll-out illustrates the 
unique nature of how 
Australia regulates 
its health professions 
by not defining 
what a practitioner 
can or cannot do in their practice, and so facilitates a 
flexible and mobile health workforce that can pivot and 
be used in a broad range of clinical and non-clinical 
roles to suit service needs. As long as the employer is 
satisfied that an Aboriginal and Torres Strait Islander 
Health Practitioner whom they employ is qualified 
and competent to practise in the role they want them 
to (e.g. by successfully completing the government 
training programs for vaccinating), from the regulator’s 
point of view, that is that practitioner’s chosen scope of 
practice.

All Australians should know that Aboriginal and Torres 
Strait Islander Health Practitioners and workers build 
trust and understanding in the communities they serve 
and can practise in very diverse roles, both clinical and 
non-clinical, in every health setting. Aboriginal and 
Torres Strait Islander Health Practitioners are central to 
providing culturally safe health services that strengthen 
health outcomes for Aboriginal and Torres Strait Islander 
Peoples.

Regulatory response to COVID-19
Our profession was highlighted by governments as a 
priority workforce to be ready to respond to COVID-19 
outbreaks in the communities where Aboriginal and 
Torres Strait Islander Health Practitioners work. We 
established a sub-register of eligible practitioners who 
were no longer registered but had been recently. Those 
practitioners who opted in to the sub-register were re-
registered for up to 12 months.

The sub-register has now been extended for those 
practitioners wishing to continue to work in a role 
related to the COVID-19 vaccination roll-out across the 
country.

Accreditation
The Aboriginal and Torres Strait Islander Health Practice 
Board of Australia approved a revised accreditation 
standard for implementation from 1 July. The revised 
standard expands the eligibility criteria for programs 
of study to seek accreditation for courses leading to 
registration for practitioners.

The Aboriginal and Torres Strait Islander Health Practice 
Accreditation Committee (ATSIHPAC) is a committee of 
the Board. The ATSIHPAC monitored and reported to the 

Board on the accredited programs of study. Guidance 
for clinical placements during the pandemic year was 
published on the Board’s website.

New standards, codes or guidelines
The Board contributed to the work of revising its Code 
of conduct, which is shared with 11 other regulated 
health professions. No new or revised standards, codes 
or guidelines were published.

The Board acknowledged the 
extensive work and thought that 
went into developing the agreed 
definition of cultural safety that is 
being included in all professions’ 
codes of conduct. This means that 
all registered health practitioners’ 
professional obligations will include 

providing culturally safe care and ensuring they can be 
held to account if a complaint is made.

Stakeholder engagement
The Board conducts extensive visits and engagements 
when it is able to meet face-to-face four times a year. 
We look forward to re-engaging with our stakeholders 
in person when we can.

The Board publishes three newsletters a year for its 
stakeholders and students.

Ms Renee Owen

Aboriginal and Torres Strait 
Islander Health Practice Board 
members
• Ms Renee Owen (practitioner), Chair
• Mr Bruce Brown (community)
• Ms Karrina DeMasi (community), Deputy Chair 

- to 8 Feb
• Ms Celia Harnas (practitioner)  

- to 8 Feb
• Ms Veronica (Bonny) King (practitioner)  

- to 15 Dec
• Ms Margaret McCallum (community)
• Mr David Nicholls (practitioner)
• Mr Christopher O’Brien (practitioner)  

- from 22 Feb
• Ms Leanne Quirino (practitioner)
• Ms Kim Schellnegger (practitioner)  

- to 8 Feb
• Ms Abbey Shillingford (community)  

- from 22 Feb
• Mr Kenton Winsley (practitioner)  

- from 13 Mar

Ms Jill Humphreys is the Executive Officer, Aboriginal 
and Torres Strait Islander Health Practice.

For more information, see the appendices and  
www.atsihealthpracticeboard.gov.au.

Aboriginal and Torres Strait Islander Health 
Practitioners are central to providing 

culturally safe health services that 
strengthen health outcomes for Aboriginal 

and Torres Strait Islander Peoples.
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Snapshot

829 Aboriginal and Torres Strait Islander Health 
Practitioners

 → Up 2.1% from 2019/20
 → 0.1% of all registered health practitioners

100% identified as Aboriginal and/or Torres Strait 
Islander

77.3% female; 22.7% male

Figure 2. Age

<25 25-34 35-44 45-54 55-64 65-74 >75
4.6% 22.9% 22.9% 25.6% 20.4% 3.6% 0.0%

Regulating

Notifications

9 notifications lodged with Ahpra
 → 9 registered Aboriginal and Torres Strait Islander 

Health Practitioners Australia-wide, including 
HPCA and OHO data, had notifications made 
about them

 → 1.1% of the profession

Figure 3. Sources of notifications

Employer  44.4%

Patient, relative or 
member of the public  22.2%

Other practitioner  11.1%

Other  22.2%

No immediate action taken

4 mandatory notifications received
 → 3 about professional standards

Figure 4. Most common types of complaints

Offence against  
other law  44.4%

Confidentiality  22.2%

Health impairment  11.1%

Documentation  11.1%

Boundary violation  11.1%

Figure 5. Notifications closed

9 notifications closed

  55.6% received a caution 
or reprimand

  33.3% registration 
suspended

  11.1% no further action 

Monitoring

6 practitioners monitored for health, performance 
and/or conduct during the year

3 cases being monitored at 30 June:
 → 1 for health reasons
 → 2 for prohibited practitioner/student

Criminal offence complaints

1 criminal offence complaint made
 → about advertising breaches

2 were closed

Referred to an adjudication body

3 matters decided by a tribunal

No matters decided by a panel

No appeals
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Chinese medicine practitioners

From the Chair

Issues this year
This year saw the reshaping of the Chinese Medicine 
Board of Australia and its way of working, due to 
both the ongoing disruption of COVID-19 and the 
appointment of five new Board 
members, including a new Board 
Chair. The new membership of the 
Board continued improving clinical 
practice standards and working 
towards greater integration with 
other health professions.

Regulatory response to COVID-19
COVID-19 affected the Board’s work, with the usual 
roadshows being replaced by a virtual webinar in 
October. In July, the Board published guidance on how 
Chinese medicine practitioners can use telehealth in 
the context of the COVID-19 pandemic and in March the 
Board, together with Ahpra, published a joint statement 
on expectations of practitioners for the COVID-19 
vaccination.

Policy updates
In Sydney in February, the Board held a pilot of the 
multiple-choice exam that forms part of the Board’s new 
regulatory examinations. While the project continued to 
be impacted with COVID-19 closing examination centres 
across the globe, the Examination Committee met for 
the first time in April. 

In May, the Board published its revised statement on use 
of the protected title ‘acupuncturist’. 

Accreditation
The Chinese Medicine Accreditation Committee carried 
out accreditation functions for Chinese medicine. 
Following public consultation, the accreditation 
committee’s new Chinese medicine accreditation 
standards, Accreditation standards 2019, took effect on 
1 June, superseding the 2013 standards. All education 
providers wishing to seek accreditation of Chinese 
medicine programs of study will be assessed against 
these accreditation standards and the professional 
capabilities for Chinese medicine practitioners. 

Stakeholder engagement
In October, the Board held a webinar on Chinese 
medicine regulation in Australia. This webinar was 
attended by more than 550 practitioners and replaced 
the Board’s usual annual stakeholder engagement 
roadshow, which could not go ahead due to the 
COVID-19 restrictions.

Other news
The Board’s membership substantially changed in 
February, with the appointment of five new Board 
members, including myself as the new Board Chair. 
We warmly welcomed practitioner members Ms Dina 
Tsiopelas, Mr Luke Hubbard and Dr Johannah Shergis, 
and community member Ms Sophy Athan. Mr Roderick 

Martin and Mr David Brereton were also reappointed for 
a further three-year term in February.

The Board thanks outgoing chair Distinguished Professor 
Charlie Xue for his outstanding commitment, leadership, 
dedication and contribution to the National Scheme 
and health practitioner regulation. We recognise also 
the contributions of retiring members Ms Di Wen Lai, Dr 

David Graham, Dr Liang 
Zhong Chen and Ms 
Christine Berle.

The Board also bade 
farewell to its long-
time Executive Officer 
Ms Debra Gillick, who 

retired after almost 20 years’ service to the Chinese 
medicine profession. 

Professor Danforn Lim

Chinese Medicine Board 
members
• Professor Chi Eung Danforn Lim (practitioner), 

Chair from 17 Feb
• Distinguished Professor Charlie C. Xue 

(practitioner), Chair to 8 Feb
• Ms Sophy Athan (community)  

- from 18 Feb
• Ms Christine Berle (practitioner)  

- to 8 Feb
• Mr David Brereton (community)
• Ms Stephanie Campbell (community)
• Dr Liang Zhong Chen PhD (practitioner)  

- to 8 Feb
• Dr David Graham PhD (community)  

- to 8 Feb
• Mr Luke Hubbard (practitioner)  

- from 17 Feb
• Dr Di Wen Lai (practitioner)  

- to 8 Feb
• Mr Roderick Martin (practitioner)
• Dr Johannah Shergis (practitioner)  

- from 18 Feb
• Mrs Bing Tian (practitioner)
• Ms Dina Tsiopelas (practitioner)  

- from 18 Feb

Ms Sangeetha Masilamani was the Acting 
Executive Officer from April to October 2020, Ms 
Jill Humphries from October to November and Ms 
Sylvia Sanders was appointed to the position in 
December.

For more information, see the appendices and 
www.chinesemedicineboard.gov.au.

This year saw the reshaping of the 
Chinese Medicine Board of Australia ... 

and the appointment of five new Board 
members, including a new Board Chair. 
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Snapshot

4,863 Chinese medicine practitioners
 → Down 1.2% from 2019/20
 → 0.6% of all registered health practitioners

0.5% identified as Aboriginal and/or Torres Strait 
Islander

57.3% female; 42.7% male

Figure 6. Age

<25 25-34 35-44 45-54 55-64 65-74 >75
0.3% 9.9% 23.5% 27.2% 25.3% 12.2% 1.6%

Figure 7. Divisions

Registered as:

Acupuncturist 98.0%
Chinese herbal medicine practitioner 64.1%
Chinese herbal dispenser 22.4%

Registered in one division 36.8%
Registered in two divisions 42.0%
Registered in three divisions 21.2%

Regulating

Notifications

33 notifications lodged with Ahpra
 → 49 registered Chinese medicine practitioners 

Australia-wide, including HPCA and OHO data, 
had notifications made about them

 → 1.0% of the profession

Figure 8. Sources of notifications

Patient, relative or 
member of the public  39.4%

HCE  27.3%

Other practitioner  9.1%

Board’s own motion  3.0%

Other  21.2%

2 immediate actions taken

1 mandatory notification received
 → about professional standards

Figure 9. Most common types of complaints

Clinical care  21.2%

Breach of non-offence 
provision - National Law  12.1%

Medication  6.1%

Health impairment  6.1%

Documentation  6.1%

Boundary violation  6.1%

Confidentiality  6.1%

Other  36.4%

Figure 10. Notifications closed

32 notifications closed

  6.3% conditions imposed 
on registration or an 
undertaking accepted

  6.3% received a caution or 
reprimand

  3.1% registration suspended

  3.1% retained by a health 
complaints entity

  81.3% no further action

Monitoring

27 practitioners monitored for health, performance 
and/or conduct during the year

786 cases being monitored at 30 June:
 → 5 for conduct
 → 1 for health reasons
 → 2 for performance
 → 5 for prohibited practitioner/student
 → 773 for suitability/eligibility for registration

Criminal offence complaints

9 criminal offence complaints made
 → 8 about title protection
 → 1 about advertising breaches

14 were closed

Referred to an adjudication body

1 matter decided by a tribunal

No matters decided by a panel

No appeals
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Chiropractors

From the Chair
The Chiropractic Board of Australia continued to 
build on initiatives from the previous year to meet our 
strategic objectives. After considering several analyses, 
the Board announced a reduced registration fee while 
ensuring that finances were sustainable.

Regulatory response to COVID-19
The Board continued to work with Ahpra to provide 
information to the profession. Together with the other 
14 National Boards and Ahpra, the Board published 
a joint vaccination position 
statement to help practitioners 
and students understand what’s 
expected of them in giving, 
receiving, advising on and sharing 
information about COVID-19 
vaccines.

In response to the initial national COVID-19 emergency, 
the Board eased the requirements for continuing 
professional development and recency of practice for 
the 2020 renewal year.

The Board received regular updates from its 
stakeholders and regulatory partners, including 
professional associations, the Chiropractic Council 
of NSW and the Council on Chiropractic Education 
Australasia, about the impact of the pandemic on the 
profession, approved programs and students. 

Standards, codes, guidelines and policies
Together with National Boards and Ahpra, the Board 
jointly revised the Guidelines for advertising a regulated 
health service and the Advertising and compliance 
enforcement strategy for the National Scheme. The 
guidelines were finalised after an extensive review, 
including public consultation, to ensure they effectively 
and clearly explain the requirements for advertising a 
regulated health service. 

The Board began public consultation on a revised Code 
of conduct, jointly with 11 National Boards and Ahpra. 
The Code of conduct sets out the expected professional 
behaviour and conduct for chiropractors and promotes 
safe care to help protect the public. Chiropractors 
were part of multi-profession focus groups to provide 
feedback on the Code of conduct. 

The Board, jointly with National Boards and Ahpra, 
carried out a public consultation on revised Regulatory 
principles for the National Scheme and released 
a position statement: No place for sexism, sexual 
harassment or violence in healthcare.

Stakeholder engagement
The Board held two virtual information forums during 
May for chiropractors in Queensland, South Australia 
and the Northern Territory. To support the information 
forums, the Board released a video to provide 
information about what is expected of chiropractors, 
with a focus on continuing professional development, 
advertising and use of social media. The virtual forums 
gave chiropractors an opportunity to engage with the 
Board after the face-to-face forums were cancelled due 
to COVID-19 restrictions. 

We continued 
our program of 
presentations to 
final-year students 
throughout the year to 
welcome them to the 
profession and help 
them understand the 

expectations and requirements. Students of chiropractic 
programs now receive the Board’s newsletter, which is 
issued to practitioners three times per year.

The Board was pleased to be asked to participate in the 
Responsible advertising by regulated health services 
episode of Ahpra’s Taking care podcast to highlight the 
importance of responsible advertising and the risks and 
opportunities in advertising a regulated health service.

Other news
The Board supports the National Scheme’s Aboriginal 
and Torres Strait Islander health and cultural strategy 
2020–2025 and is pleased that members have had the 
opportunity to start the Moong-moong-gak cultural 
safety training program. 

Dr Wayne Minter AM

Chiropractic Board members
• Dr Wayne Minter AM (practitioner), Chair
• Dr Michael Badham (practitioner)
• Ms Anne Burgess AM (community)
• Dr Abbey Chilcott (practitioner)
• Mr Frank Ederle (community)
• Associate Professor Anna Ryan (practitioner 

and medical practitioner)
• Dr Arcady Turczynowicz (practitioner)
• Ms Alison von Bibra (community)
• Dr Ailsa Wood (practitioner)

Ms Kirsten Hibberd is the Executive Officer, 
Chiropractic.

For more information, see the appendices and 
www.chiropracticboard.gov.au.

The Board released a video about what 
is expected of chiropractors, with a focus 
on continuing professional development, 

advertising and use of social media.
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Snapshot

5,968 chiropractors

Up 3.3% from 2019/20
 → 0.7% of all registered health practitioners

0.6% identified as Aboriginal and/or Torres Strait 
Islander

41.6% female; 58.4% male

Figure 11. Age

<25 25-34 35-44 45-54 55-64 65-74 >75
3.1% 30.7% 26.5% 21.8% 12.0% 4.9% 1.0%

Regulating

Notifications

99 notifications lodged with Ahpra
 → 140 registered chiropractors Australia-wide, 

including HPCA and OHO data, had notifications 
made about them

 → 2.3% of the profession

Figure 12. Sources of notifications

Patient, relative or 
member of the public 57.6%  

Other practitioner  18.2%

HCE  14.1%

Employer  1.0%

Other  9.1%

12 immediate actions taken

5 mandatory notifications received
 → 3 about professional standards

Figure 13. Most common types of complaints

Clinical care  27.3%

Boundary violation  12.1%

Communication  9.1%

Health impairment  7.1%

Breach of non-offence 
provision - National Law  7.1%

Documentation  3.0%

Other  34.3%

Figure 14. Notifications closed

80 notifications closed

  23.8% conditions imposed 
on registration or an 
undertaking accepted

  12.5% received a caution 
or reprimand

  1.3% registration 
cancelled

  8.8% referred to another 
body or retained by a health complaints entity

  53.8% no further action

Monitoring

53 practitioners monitored for health, performance 
and/or conduct during the year

41 cases being monitored at 30 June:
 → 9 for conduct
 → 4 for health reasons
 → 9 for performance
 → 8 for prohibited practitioner/student
 → 11 for suitability/eligibility for registration

Criminal offence complaints

18 criminal offence complaints made
 → 10 about title protection
 → 4 about practice protection
 → 4 about advertising breaches

15 were closed

Referred to an adjudication body

2 matters decided by a tribunal

No matters decided by a panel

1 appeal
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Dental practitioners

From the Chair
This year the Dental Board of Australia improved 
collaboration and coordination with our stakeholders 
and partners to build better understanding of regulation 
and our role in protecting the public. A focus has been 
on working together to support professional practice.

Highlights this year
The Board reviewed several standards and guidelines, 
released guidance and information, and launched 
a national health and wellbeing support service for 
dental practitioners. A review of the Board’s decision-
making committees resulted in a new national structure, 
contributing to greater regulatory effectiveness. 
The Board focused on improving how guidance is 
presented, with a plain English review of its fact sheets. 
Updated versions will 
be released in 2021/22, 
starting with a fact sheet 
on teeth whitening.

Regulatory response to COVID-19
Our response to the COVID-19 pandemic and support 
for practitioners to comply with their regulatory 
obligations in a rapidly changing environment continued 
this year. The Board contacted practitioners directly to 
explain the evolving advice about state and territory 
governments’ public health orders and our response to 
COVID-19 and the challenges it continues to present.

Dental Practitioner Support
Dental Practitioner Support, launched on 6 July, is the 
first 24/7, free, confidential, nationwide telephone and 
online service for all dental practitioners and students.

Stakeholder engagement
The Dental Stakeholder Liaison Group was established 
due to COVID-19 and the extraordinary challenges it 
posed. These challenges continued into 2020/21. The 
group stayed active, meeting under a broader scope 
to include topics beyond COVID-19 and of interest and 
relevance to the group.

The past year also saw the first in a series of planned 
roundtables, held on 21 March, to discuss how we could 
collectively clarify for practitioners our roles and the 
role of practitioner regulation. 

Accreditation
In 2020, the Australian Dental Council (ADC) reviewed 
the accreditation standards. The Board approved 
the standards with effect from 1 January. Any dental 
practitioner program submitted for accreditation after 
this date will be assessed using the revised standards.

An ADC review of the competencies for newly qualified 
dental practitioners is due to be finalised in 2021/22.

Standards, guidelines and codes
The revised Scope of practice registration standard 
came into effect on 1 July, following approval by 
Ministerial Council. A ‘Know your scope’ online hub was 
launched to hold information and resources to support 
dental practitioners’ understanding of their obligations 
under the revised standard.

Following a review, the 
Guidelines for dental records 
were retired, as the Code of 
conduct contains adequate 

guidance about health record management. A fact 
sheet and self-reflective tool were published to support 
practitioners practising safely.

New Guidelines for blood-borne viruses for registered 
health practitioners and students came into effect on 
6 July. The Board’s guidelines (for practitioners and 
students who perform exposure-prone procedures) 
apply to health practitioners who treat registered health 
practitioners or students living with a blood-borne virus.

The review of the Guidelines on infection control was 
begun, with a public consultation scheduled for late 
2021.

Dr Murray Thomas

Dental Board members
• Dr Murray Thomas (practitioner), Chair
• Winthrop Professor Paul Abbott AO 

(practitioner)
• Mr Robin Brown (community)
• Dr Penelope Burns (practitioner)
• Ms Alison Faigniez (community)
• Ms Jacqui Gibson-Roos (community)
• Mrs Kim Jones (community)
• Professor Richard Logan (practitioner)
• Mr Tan Nguyen (practitioner)
• Mrs Janice Okine (practitioner)
• Dr Kate Raymond (practitioner)
• Ms Carolynne Smith (practitioner)

Ms Luisa Interligi is the Executive Officer, Dental.

For more information, see the appendices and  
www.dentalboard.gov.au.

A focus has been on working together to 
support professional practice.
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Snapshot

24,984 dental practitioners
 → Up 2.4% from 2019/20
 → 3.0% of all registered health practitioners

0.5% identified as Aboriginal and/or Torres Strait 
Islander

53.4% female; 46.6%male

Figure 15. Age

<25 25-34 35-44 45-54 55-64 65-74 >75
3.2% 29.3% 27.2% 17.7% 15.2% 6.4% 1.0%

Figure 16. Divisions

 74.4% dentists

 9.4% oral health therapists

 5.9% dental hygienists

 5.1% dental prosthetists

 3.2% dental therapists

  2.2% registered in 
multiple divisions

Regulating

Notifications

710 notifications lodged with Ahpra
 → 1,035 registered dental practitioners Australia-

wide, including HPCA and OHO data, had 
notifications made about them

 → 4.1% of the profession

Figure 17. Sources of notifications

Patient, relative or 
member of the public 55.4%

HCE  26.2%

Other practitioner  8.2%

Employer  1.8%

Board’s own motion  1.5%

Other  6.9%

25 immediate actions taken

38 mandatory notifications received
 → 19 about professional standards

Figure 18. Most common types of complaints

Clinical care 57.5%

Communication  7.9%

Behaviour  4.1%

Documentation  3.8%

Offence against other 
law  2.1%

Breach of non-offence 
provision - National Law  2.1%

Other  22.5%

Figure 19. Notifications closed

757 notifications closed

  11.4% conditions imposed 
on registration or an 
undertaking accepted

  3.0% received a caution or 
reprimand

  0.1% registration cancelled

  20.7% referred to another 
body or retained by a health complaints entity

  64.7% no further action

Monitoring

233 practitioners monitored for health, performance 
and/or conduct during the year

165 cases being monitored at 30 June:
 → 14 for conduct
 → 17 for health reasons
 → 86 for performance
 → 9 for prohibited practitioner/student
 → 39 for suitability/eligibility for registration

Criminal offence complaints

22 criminal offence complaints made
 → 14 about title protection
 → 2 about practice protection
 → 6 about advertising breaches

32 were closed

Referred to an adjudication body

4 matters decided by a tribunal

1 matter decided by a panel

9 appeals
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Medical practitioners

From the Chair

Issues this year
The Medical Board of Australia is proud to have run 
another successful Medical Training Survey and we are 
grateful for the support of doctors in training and other 
stakeholders. The results will help to improve medical 
training and the culture of medicine in Australia.

The Board continued its work on the Professional 
Performance Framework, dealt with a number of issues 
related to COVID-19, and progressed its policy agenda. 

Policy updates

Medical Training Survey
We were delighted to more than double the response 
rate for the second Medical Training Survey (MTS) 
compared with the first survey in 2019. More than 21,000 
(57%) doctors in training provided feedback about the 
quality of their training. They told us that there is a lot 
going well in training, with 87% who responded to the 
survey rating the quality of their clinical supervision and 
training very highly, and 81% saying that they would 
recommend their current training position to other 
doctors.

Revised questions about the culture of medicine painted 
a disappointing picture: 34% of doctors in training 
reported they had experienced and/or witnessed 
bullying, harassment or discrimination. We all need to 
do more to build a culture of respect in healthcare.

We asked about the effect of 
the COVID-19 pandemic. About 
80% of respondents told us 
that the pandemic had had an 
impact on their training with 
46% reporting the impact as a 
mix of positive and negative, 
while one-third reported it 
having had only a negative effect.

Results can be found at  
www.medicaltrainingsurvey.gov.au. We published more 
than 30 reports by jurisdiction, specialty and type of 
doctor. We also have an online dashboard for anyone to 
produce customised reports and have published case 
studies about how stakeholders are using MTS data to 
improve and strengthen medical training.

Professional Performance Framework
The Board’s Professional Performance Framework is a 
long-term project that, when implemented, will help 
ensure all registered medical practitioners in Australia 
practise competently and ethically throughout their 
careers. 

The framework is integrated, builds on existing 
initiatives and is evidence-based. It has five pillars:
1. strengthened CPD requirements
2. active assurance of safe practice
3. strengthened assessment and management of 

practitioners with multiple substantiated complaints

4. guidance to support practitioners - regularly 
updated professional standards that support good 
medical practice

5. collaborations to foster a culture of medicine that is 
focused on patient safety, is based on respect and 
encourages doctors to take care of their own health 
and wellbeing.

CPD registration standard
The Board submitted a revised registration standard for 
continuing professional development (CPD) to Health 
Ministers for approval. The proposed CPD standard 
includes a requirement for medical practitioners to:
• complete at least 50 hours of CPD each year with 

a prescribed mix of activities including educational 
activities, reviewing performance and measuring 
outcomes

• have a CPD home
• do CPD that is relevant to their scope of practice
• base their CPD on a personal professional 

development plan.

If approved, there will be a long implementation 
phase to enable the establishment and accreditation 
of CPD homes and to support medical practitioners to 
understand what they need to do to meet the standard.

Health checks for late career practitioners
The Board previously announced a plan to require 
practitioners aged 70 and over to have regular health 
checks. This was based on expert advice that increasing 

age is a known risk factor for 
poor performance. The Board 
expects that the vast majority 
of late career practitioners 
will continue to practise in 
their usual way. The Board 
worked on a registration 
standard about these health 

checks. It will consult widely with stakeholders about 
the proposal.

Complementary and unconventional 
medicine and emerging treatments
Over six months in 2019, the Board consulted on options 
for clearer regulation of medical practitioners who 
provide complementary and unconventional medicine 
and emerging treatments. It looked at options to best 
protect patients and minimise the risk of harm to them, 
without stifling innovation, making a judgement about 
specific clinical practices or limiting patients’ right to 
choose their healthcare.

The Board received more than 13,000 submissions, the 
majority of which it published during 2020. The Board 
considered all the submissions and decided that it will 
not issue guidelines but rather, continue to rely on the 
existing standards framework set out in Good medical 
practice.

34% of doctors in training reported 
they had experienced and/or witnessed 
bullying, harassment or discrimination. 

We all need to do more to build a 
culture of respect in healthcare.
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Through the consultation feedback it became clear 
that the proposed solution did not match the problem 
the Board was trying to solve. The persisting issue of 
patients being offered high-risk treatments that do 
not have an evidence base of safety and efficacy is 
not limited to complementary and unconventional 
medicine and emerging treatments. Also, the problem 
of vulnerable patients not being provided with the 
information they need to give genuinely informed 
consent is not limited to a specific area of practice.

The Board will continue to refine its risk-based 
regulatory approach, so that regulatory safeguards 
match the risks to patients across all areas of practice. 
This work will not be limited to specific areas of practice 
and will be developed over time.

Standards, codes and 
guidelines

A code of conduct for 
doctors in Australia

The Board issued an updated 
version of Good medical 
practice: a code of conduct 
for doctors in Australia that 
took effect on 1 October. It 
describes what is expected of all doctors registered to 
practise medicine in Australia. It sets out the principles 
that characterise good medical practice and makes 
explicit the standards of ethical and professional 
conduct expected of doctors by their professional peers 
and the community.

The changes do not significantly change expected 
professional standards. Updates include:
• strengthened guidance about discrimination, 

bullying, sexual harassment and vexatious 
complaints

• an expanded section on cultural safety, including a 
new definition agreed across the National Scheme

• more information on patient safety and clinical 
governance

• a new section on career transitions for doctors.

Guidelines for advertising regulated health services

Jointly with the other 14 National Boards, the Medical 
Board developed Guidelines for advertising regulated 
health services that were issued on 14 December. The 
guidelines were developed to help practitioners and 
other advertisers understand their obligations when 
advertising a regulated health service.

National Boards and Ahpra also published other useful 
information about advertising for registered health 
practitioners and consumers in the Advertising hub on 
the Ahpra website.

Standards: Specialist international medical graduates

Revised standards to guide how specialist medical 
colleges assess international medical graduates (IMGs) 
took effect on 1 January.

The updated Standards for specialist medical college 
assessment of specialist international medical 
graduates aim to improve transparency and procedural 
fairness and make the requirements of the assessment 
clearer. They do not significantly change the previous 
approach to the assessment of specialist IMGs.

Consultation: Endorsement of registration for 
acupuncture for registered medical practitioners

Medical practitioners who want to use the protected 
title ‘acupuncturist’ must have their registration 
endorsed for acupuncture by the Medical Board of 
Australia, or also be registered with the Chinese 
Medicine Board of Australia. The Medical Board’s 
registration standard for Endorsement of registration 
for acupuncture for registered medical practitioners 
defines the requirements for granting endorsement of 
registration for acupuncture to medical practitioners.

The Board consulted on a revised registration standard 
as the existing standard was due for review. 

Regulatory responses to COVID-19
The Board acknowledges the 
important role and enormous 
contribution of doctors as 
they deal with the COVID-19 
pandemic. 

Most of the Board’s 
regulatory responses to 
COVID-19 were made early 
in the pandemic and aimed 
to alleviate some of the 

bureaucratic burden on practitioners. The Board has:
• extended the pandemic response sub-register for 

a further 12 months at the request of the Australian 
Governments, to support the national COVID-19 
vaccination effort

• with Ahpra and the other National Boards, published 
a position statement about COVID-19 vaccination

• introduced flexibility for 2021 interns whose 
internship has been disrupted directly as a result of 
COVID-19

• confirmed that international medical graduates who 
were scheduled but unable to sit an examination 
or assessment from March 2020 will not have their 
registration refused solely because they have been 
unable to sit examinations and assessments in 2020.

Stakeholder engagement

Newsletters for medical practitioners
The Board published 10 regular editions of the Medical 
Board Update and one newsletter dedicated to the 
Medical Training Survey and its results.

Newsletter for medical students
The Board published its first edition of a medical 
student update in April. This is part of a broader 
engagement strategy with students. The newsletter 
included information about student registration, the 
Medical Training Survey and the importance of looking 
after yourself. 

Media
The Board responds to many media requests for 
comment on a range of issues. We also receive requests 
for comment about individual practitioners, but the 
information we can provide is limited by law.

 Good medical practice sets out the 
principles that characterise good medical 
practice and makes explicit the standards 

of ethical and professional conduct 
expected of doctors by their professional 

peers and the community.
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Meetings with stakeholders
The Board has an active program of stakeholder 
engagement that includes regular meetings with the:
• Australian Medical Association (AMA)
• Australian Medical Council (AMC)
• Medical Council of New South Wales
• Medical Council of New Zealand
• specialist colleges through the Council of Presidents 

of Medical Colleges.

The Board held a forum with stakeholders about the 
results of the MTS and also met with all the professional 
indemnity insurers. We held our regular annual meeting 
with representatives of the AMA to discuss initiatives 
introduced to improve the notifications process.

Internal engagement
The Board has a program of internal stakeholder 
engagement to promote consistency of decision-
making and respond to feedback from our decision-
makers. This includes regular meetings with the Chairs 
of state and territory boards and the Chair of the 
National Board visiting each state and territory board. 

Accreditation
The Board considered each of the AMC’s accreditation 
reports and decided whether to approve the relevant 
accredited program of study for registration.

Managing complaints
The Medical Board and Ahpra appreciate the enormous 
stress that many medical practitioners experience when 
a notification (complaint) is made about them. 

The Board has been working with Ahpra to improve the 
notifications process and, where possible, to deal with 
low-risk matters quickly to allow us to focus on high-
risk matters and to reduce the duration of stress for 
practitioners. 

We employ medically qualified clinical advisors who 
review all complaints early and apply a clinical lens to 
each complaint. We also schedule six meetings each 
week of the Notifications Assessment Committee, 
which includes medical practitioners and community 
members, and can deal with notifications quickly.

The Board worked with Ahpra on a revised approach to 
notifications. While the most serious of cases continue 
to be investigated in the traditional way, the new 
approach for lower risk matters (which are the majority 
of cases we receive) involves speaking directly to the 
practitioner so we can gather early information about 
the practitioner’s individual practice, reflection and their 
actions in response to notified events. We assess the 
notification before deciding whether there is ongoing 
risk that requires regulatory intervention. 

We also commissioned Professor Ron Paterson, who 
authored the 2017 Independent review of the use of 
chaperones to protect patients in Australia, to assess 
what had been achieved and identify what more could 
be done to improve the handling of sexual misconduct 
allegations. Professor Paterson reported that the 
processes had greatly improved over the past years.

Dr Anne Tonkin

Medical Board members
• Dr Anne Tonkin (practitioner), Chair
• Associate Professor Stephen Adelstein 

(practitioner)
• Mr Mark Bodycoat (community)
• Dr Kerrie Bradbury (practitioner)
• Professor Richard Doherty (practitioner)
• Dr Samuel Goodwin (practitioner)
• Ms Eileen Jerga AM (community)
• Associate Professor Hannah McGlade 

(community)
• Professor Constantine Michael AO (practitioner)
• Dr Andrew Mulcahy (practitioner)
• Dr Susan O’Dwyer (practitioner)
• Ms Fearn (Michelle) Wright (community)

Dr Joanne Katsoris is the Executive Officer, Medical.

For more information, see the appendices and  
www.medicalboard.gov.au.

Snapshot

129,066 medical practitioners 
 → Up 2.7% from 2019/20
 → 15.6% of all registered health practitioners

0.4% identified as Aboriginal and/or Torres Strait 
Islander

44.4% female; 55.6% male

Figure 20. Specialties

194 addiction medicine
5,736 anaesthesia

621 dermatology
2,885 emergency medicine

33,896 general practice
1,069 intensive care medicine

356 medical administration
2,250 obstetrics and gynaecology

328 occupational and environmental medicine
1,090 ophthalmology
3,452 paediatrics and child health

357 pain medicine
432 palliative medicine

2,348 pathology
12,364 physician
4,314 psychiatry

457 public health medicine
442 radiation oncology

2,873 radiology
590 rehabilitation medicine
137 sexual health medicine
151 sport and exercise medicine

6,445 surgery
82,787 medical practitioners with specialties

This figure was updated to show the correct numbers 
for ‘Specialties’ post-publication.
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Figure 21. Age

<25 25-34 35-44 45-54 55-64 65-74 >75
1.1% 26.0% 26.1% 19.4% 15.2% 8.9% 3.3%

Regulating

Notifications

5,516 notifications lodged with Ahpra
 → 7,379 registered medical practitioners Australia-

wide, including HPCA and OHO data, had 
notifications made about them

 → 5.7% of the profession

Figure 22. Sources of notifications

Patient, relative 
or member of 

the public
59.5%

HCE  19.8%

Other 
practitioner  7.6%

Employer  3.0%

Board’s own 
motion  1.2%

Other  8.9%

195 immediate actions taken

375 mandatory notifications received
 → 164 about professional standards

Figure 23. Most common types of complaints

Clinical care  45.3%

Communication  11.1%

Medication  9.8%

Documentation  6.6%

Boundary violation  4.8%

Health impairment  3.4%

Other  19.0%

Figure 24. Notifications closed

5,445 notifications closed

  6.1% conditions imposed on 
registration or an undertaking 
accepted

  3.7% received a caution or 
reprimand 

  0.4% registration surrendered, 
suspended or cancelled

  0.1% fined

  18.6% referred to another body or 
retained by a health complaints entity

  71.0% no further action

Monitoring

1,224 practitioners monitored for health, 
performance and/or conduct during the year

1,209 cases being monitored at 30 June:
 → 139 for conduct
 → 175 for health reasons
 → 268 for performance
 → 103 for prohibited practitioner/student
 → 524 for suitability/eligibility for registration

Criminal offence complaints

104 criminal offence complaints made
 → 69 about title protection
 → 11 about practice protection
 → 22 about advertising breaches
 → 1 directing or inciting unprofessional conduct/

professional misconduct
 → 1 other offence

105 were closed

Referred to an adjudication body

48 matters decided by a tribunal

9 matters decided by a panel

57 appeals
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Medical radiation practitioners

From the Chair

Issues this year
This year was again a busy one, and while we were 
getting on with the business of regulation it was 
entwined with the continuing impact of the COVID-19 
pandemic. The Medical Radiation Practice Board of 
Australia conducted its business through video link.

Accreditation
In March, the Board approved 
updates to accreditation 
standards relating to the National 
Scheme’s definition of cultural 
safety, and information relevant 
to the quality use of medicines. 
The Board also requested the 
Accreditation Committee consult 
on accreditation fees for the 
purpose of ensuring the costs of accreditation are 
distributed evenly. The Board approved a revised fee 
schedule at its May meeting. 

The Accreditation Committee annually monitors 25 
accredited programs in medical radiation practice from 
11 education providers across Australia.

Policy and project updates

Financial hardship policy
To counter some of the impact of COVID-19, the 
Board established a financial hardship policy. This 
policy was established to enable those who wished 
to be registered to practise but may have been 
disproportionately affected by the COVID-19 pandemic 
or otherwise have difficulty in paying registration fees.

Supervised practice
The Board modified supervised practice arrangements 
to allow more flexible arrangements in response to the 
pandemic. These changes have been retained and allow 
supervised practitioners to move through the program 
more quickly while still ensuring that supervised 
practitioners meet the standards of practice necessary 
for general registration.

Videos developed to support practice
The Board developed a video on the Professional 
capabilities for medical radiation practice requirements 
around cultural competency and cultural safety.

Pandemic sub-register for diagnostic 
radiographers
In April 2020, a pandemic response sub-register for 
diagnostic radiographers was established to support 
Australia’s health workforce for a period of 12 months. 
In April 2021, the Board agreed that the sub-register for 
diagnostic radiographers had fulfilled its purpose and 
was no longer required. Over 60 practitioners returned 
to the main register following the closing of the 
pandemic sub-register. 

Stakeholder engagement
Like so many organisations, the way we engaged with 
stakeholders changed throughout 2020 and 2021 due to 
limits on movement and in-person meetings. A positive 
impact of this change is a greater willingness by the 
Board and its stakeholders to engage through video 
conferencing, which has significant benefits for time, 
travel and costs. 

The Board met with Medical Radiations Australia, the 
Australian Society of Medical Imaging and Radiation 

Therapy, the Australian and 
New Zealand Society of 
Nuclear Medicine, Australian 
Sonographers Association 
and others to discuss issues 
in medical radiation practice, 
particularly the impact of 
COVID-19 on practice and 
education. 

Other news
The ease of video conferencing enabled more regular 
engagement with some stakeholders. For programs 
like Teaching on the Run supervisor training, the 
move to online learning has been both challenging 
and rewarding for learners and facilitators. The Board 
thanks the current facilitators for the time and their 
commitment to helping deliver the program.

Mr Mark Marcenko

Medical Radiation Practice 
Board members
• Mr Mark Marcenko (practitioner), Chair
• Mr Richard Bialkowski (community)
• Ms Joan Burns (community)
• Mr Anthony Buxton (practitioner)  

- from 22 Feb
• Ms Donisha Duff (community)  

- to 8 Feb
• Dr Susan Gould PhD (community)
• Mr James Green (practitioner)
• Ms Renea Hart (community)  

- from 24 Feb
• Mr Christopher Hicks (practitioner)  

- to 8 Feb
• Mr Brendan McKernan (practitioner)
• Ms Cara Miller (practitioner)
• Mr Travis Pearson (practitioner)  

- from 26 Feb
• Ms Tracy Vitucci (practitioner)  

- to 8 Feb
• Mr Roger Weckert (practitioner)
• Dr Caroline Wright PhD (practitioner)

Mr Adam Reinhard is the Executive Officer, Medical 
Radiation Practice.

For more information, see the appendices and  
www.medicalradiationpracticeboard.gov.au.

Like so many organisations, the 
way we engaged with stakeholders 

changed throughout 2020 and 
2021 due to limits on movement 

and in-person meetings.
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Snapshot

17,844 medical radiation practitioners
 → Down 2.2% from 2019/20
 → 2.2% of all registered health practitioners

0.6% identified as Aboriginal and/or Torres Strait 
Islander

68.5% female; 31.5% male

Figure 25. Age

<25 25-34 35-44 45-54 55-64 65-74 >75
8.6% 36.1% 25.8% 16.0% 10.5% 2.8% 0.1%

Figure 26. Divisions

13,946 diagnostic radiographers
13 diagnostic radiographers and nuclear medicine 

technologists
2 diagnostic radiographers and radiation therapists

1,252 nuclear medicine technologists
2,631 radiation therapists

17,844 total

Regulating

Notifications

40 notifications lodged with Ahpra
 → 39 registered medical radiation practitioners 

Australia-wide, including HPCA and OHO data, 
had notifications made about them

 → 0.2% of the profession

Figure 27. Sources of notifications

Patient, relative or 
member of the public  37.5%

Other practitioner  15.0%

Employer  15.0%

HCE  7.5%

Board’s own motion  5.0%

Other  20.0%

6 immediate actions taken

7 mandatory notifications received
 → 2 about professional standards

Figure 28. Most common types of complaints

Clinical care  27.5%

Health impairment  15.0%

Boundary violation  15.0%

Communication  10.0%

Offence against 
other law  7.5%

Confidentiality  7.5%

Other  17.5%

Figure 29. Notifications closed

31 notifications closed

  16.1% conditions imposed 
on registration or an 
undertaking accepted

  9.7% received a caution 
or reprimand

  9.7% referred to another 
body or retained by a 
health complaints entity

  64.5% no further action 

Monitoring

27 practitioners monitored for health, performance 
and/or conduct during the year

63 cases being monitored at 30 June:
 → 3 for conduct
 → 8 for health reasons
 → 2 for performance
 → 6 for prohibited practitioner/student
 → 44 for suitability/eligibility for registration

Criminal offence complaints

3 criminal offence complaints made
 → 2 about title protection
 → 1 about advertising breaches

6 were closed

Referred to an adjudication body

No matters decided by a tribunal

No matters decided by a panel

1 appeal
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Nurses and midwives

From the Chair

New Chair gives thanks in pandemic-
affected Year of the Nurse and the 
Midwife
In October, nurse and midwife Adjunct Professor 
Veronica Casey AM was appointed Chair of the Nursing 
and Midwifery Board of Australia (NMBA). Adjunct 
Professor Casey began her tenure by thanking nurses 
and midwives for their service to their communities, in 
recognition of 2020 being the Year of the Nurse and the 
Midwife. 

The NMBA supported the professions and the public 
health response to COVID-19, working with state and 
territory health departments to uphold vaccination 
efforts with a national survey of nurses’ and midwives’ 
vaccination experience. 

The NMBA also offered consideration of financial 
hardship for registration renewal fees in 2021 for 
those affected financially by 
the pandemic and temporarily 
amended some registration 
requirements. The pandemic 
response sub-register, initially due 
to end in April, was extended for 
a year to support the COVID-19 
vaccination effort. 

New assessment model for IQNMs
The NMBA successfully delivered the first objective 
structured clinical exam (OSCE) for registered nurses 
in February, as part of its new assessment model 
for internationally qualified nurses and midwives 
(IQNMs). The OSCE is a clinical exam to assess whether 
candidates demonstrate the knowledge, skills and 
competence of a graduate-level nurse or midwife from 
an Australian NMBA-approved program of study.

The NMBA also released new guidelines for employers 
on best practice for orienting IQNMs to the Australian 
healthcare context. Using the NMBA guidelines 
to shape the content of local (employer-based) 
orientation programs will enable IQNMs to have the 
best opportunity to start practice in Australia safely, 
effectively and professionally. The guidelines, An 
employer and manager’s guide to registration and 
orientation for internationally qualified nurses and 
midwives, are available on the Orientation Part 1 and 
Part 2 sections of the NMBA website. 

Celebrating four years of national health 
support for nurses and midwives
Nurses, midwives and students have had access to 
free nationwide health support for the past four years 
through Nurse & Midwife Support. 

Launched in March 2017, Nurse & Midwife Support offers 
24/7 phone and online health support, delivered for 
and by nurses and midwives. It also provides support 
for employers of nurses and midwives. The NMBA 
acknowledged the Nurse & Midwife Support team for 
their outstanding service to the nursing and midwifery 
professions in times of most need. To find out more 
about the service, visit www.nmsupport.org.au.

NP standards for practice
Revised Nurse practitioner standards for practice 
took effect on 1 March. These standards build and 
expand on the practice standards required of a 
registered nurse and set the expectations of nurse 
practitioner (NP) practice in all contexts. The standards 

inform the education 
accreditation standards 
for NPs, the regulation of 
NPs and determine an NP’s 
capability for practice. The 
standards are used to guide 
consumers, employers and 
other stakeholders on what to 

reasonably expect from an NP regardless of their area of 
practice or their years of experience.

Recent developments in the theory and practice 
of NPs, including the key concepts and definitions, 
have been incorporated into the revised standards. 
The revised standards also include culturally safe 
and respectful practice, and consider the impact the 
standards could have on people’s health and safety, 
particularly for members of the community with limited 
support, and Aboriginal and Torres Strait Islander 
Peoples. The presentation of the revised standards 
has been improved and aligns with the presentation of 
the Registered nurse standards for practice and the 
Midwife standards for practice.

Recency
The NMBA consulted on the proposed revised 
Registration standard: Recency of practice. The 
proposed revised standard gives practitioners more 
flexibility to meet the recency of practice requirements: 
these can now be met over two, three or five years. 
This aligns the NMBA with other National Boards 
and international regulators. The proposed revised 
standard incorporates changes to recency of practice 
requirements for recent graduates, clarity for deferred 
graduates and for those who have been absent from 
the profession for 10 or more years. The standard is with 
Health Ministers for approval. 

Adjunct Professor Veronica Casey AM

The NMBA also offered consideration 
of financial hardship for registration 

renewal fees for those impacted 
financially by the pandemic.
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Nursing and Midwifery Board 
members
• Adjunct Professor Veronica Casey AM 

(practitioner), Chair from 2 Oct
• Associate Professor Lynette Cusack 

(practitioner), Chair to 2 Oct
• Mr David Carpenter (practitioner)
• Ms Nicoletta (Maria) Ciffolilli (community)
• Ms Melodie Heland (practitioner)
• Dr Christopher Helms PhD (practitioner)
• Mr Max Howard (community)
• Dr Jessica (Jessa) Rogers PhD (community)
• Ms Catherine Schofield (practitioner)
• Associate Professor Linda Starr (practitioner)  

- from 2 Oct
• Ms Annette Symes (practitioner)
• Mrs Allyson Warrington (community)
• Mrs Jennifer Wood (practitioner)

Ms Tanya Vogt is the Executive Officer, Nursing and 
Midwifery.

For more information, see the appendices and 
www.nursingmidwiferyboard.gov.au.

1 The 2019/20 annual report omitted dual-registered nurses and midwives from two totals in this corresponding display. The 
correct figures were 445,169 and 55.5%; 415,433 and 51.8% were nurse-only registered. The tables in the report were correct.

Snapshot nursing

458,506 nurses1

 → Up 3.0% from 2019/20
 → 55.5% of all registered health practitioners
 → 29,248 also hold registration in midwifery

1.3% identified as Aboriginal and/or Torres Strait 
Islander

The number of nurse-only registered is up 3.3% from 
2019/20

Nurses, including dual registered, 88.4% female; 
11.6% male

Nurse-only registered, 87.8% female; 12.2% male

The number of dual-registered nurses and midwives 
is down 1.6% from 2019/20

Dual-registered nurses and midwives are 3.5% of all 
registered health practitioners and 98.3% female; 
1.7% male

Figure 30. Age

<25 25-34 35-44 45-54 55-64 65-74 >75
6.3% 26.3% 22.1% 20.0% 18.4% 6.5% 0.4%

Figure 31. Divisions, dual registration and 
endorsements

Nurses by division
74,059 enrolled nurses
10,050 enrolled nurses and registered nurses

345,149 registered nurses
429,258 total

Nurses and midwives
118 enrolled nurses and midwives
91 enrolled nurses and registered nurses  

and midwives
29,039 registered nurses and midwives
29,248 total

Nurses with endorsements
2,251 nurse practitioners
1,295 scheduled medicines
3,546 total

This figure was updated to show the correct categories 
for ‘Nurses with endorsements’ post-publication.
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Regulating nurses

Notifications

2,080 notifications lodged with Ahpra
 → 2,483 registered nurses Australia-wide, 

including HPCA and OHO data, had notifications 
made about them 

 → 0.5% of the profession

Figure 32. Sources of notifications

Employer  25.3%

Patient, relative or member 
of the public  24.6%

Other practitioner  15.7%

HCE  8.5%

Board’s own motion  1.5%

Other  24.3%

246 immediate actions taken

602 mandatory notifications received
 → 284 about professional standards

Figure 33. Most common types of complaints

Clinical care  20.7%

Health impairment  14.7%

Offence against other law  11.7%

Medication  9.4%

Behaviour  7.3%

Breach of non-offence 
provision - National Law  5.0%

Communication  4.7%

Other  26.5%

Figure 34. Notifications closed

2,021 notifications closed

  12.4% conditions imposed 
on registration or an 
undertaking accepted

  4.8% received a caution 
or reprimand 

  1.4% registration 
suspended or cancelled 

  8.4% referred to another 
body or retained by a health complaints entity 

  72.9% no further action

Monitoring

1,255 practitioners monitored for health, 
performance and/or conduct during the year

1,519 cases being monitored at 30 June:
 → 114 for conduct
 → 232 for health reasons
 → 100 for performance
 → 240 for prohibited practitioner/student
 → 833 for suitability/eligibility for registration

Criminal offence complaints

89 criminal offence complaints made
 → 70 about title protection
 → 9 about practice protection
 → 9 about advertising breaches
 → 1 directing or inciting unprofessional conduct/

professional misconduct

72 were closed

Referred to an adjudication body

40 matters decided by a tribunal

4 matters decided by a panel

15 appeals
 → Also 1 appeal from a dual-registered nurse and 

midwife
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Snapshot midwives

36,033 midwives
 → Down 0.03% from 2019/20
 → 4.4% of all registered health practitioners 
 → 6,785 hold registration as a midwife only 
 → 0.8% of all registered health practitioners

The number of midwife-only registered is up 7.5% 
from 2019/20

1.4% identified as Aboriginal and/or Torres Strait 
Islander

Midwives, including dual-registered, 98.5% female; 
1.5% male

Midwife-only registered, 99.6% female; 0.4% male

Figure 35. Age

<25 25-34 35-44 45-54 55-64 65-74 >75
8.4% 33.4% 27.3% 18.8% 8.8% 3.2% 0.2%

Figure 36. Midwives with endorsements

1 midwife practitioner
705 scheduled medicines
706 total

Regulating midwives

Notifications

111 notifications lodged with Ahpra
 → 135 registered midwives Australia-wide, 

including HPCA and OHO data, had notifications 
made about them

 → 0.4% of the profession

Figure 37. Sources of notifications

Employer  29.7%

Patient, relative or 
member of the public  27.0%

Other practitioner  18.9%

HCE  8.1%

Board’s own motion  1.8%

Other  14.4%

10 immediate actions taken

31 mandatory notifications received
 → 12 about professional standards

Figure 38. Most common types of complaints

Clinical care  39.6%

Health impairment  11.7%

Communication  6.3%

Breach of non-offence 
provision - National Law  6.3%

Documentation  5.4%

Offence against other law  5.4%

Other  25.2%

Figure 39. Notifications closed

116 notifications closed

  14.7% conditions imposed 
on registration or an 
undertaking accepted 

  0.9% received a caution or 
reprimand 

  2.6% registration suspended 
or cancelled 

  6.0% referred to another body or retained 
by a health complaints entity 

  75.9% no further action 

Monitoring

34 practitioners monitored for health, performance 
and/or conduct during the year

49 cases being monitored at 30 June:
 → 3 for conduct
 → 4 for health reasons
 → 10 for performance
 → 4 for prohibited practitioner/student
 → 28 for suitability/eligibility for registration

Criminal offence complaints

6 criminal offence complaints made
 → about title protection

6 were closed

Referred to an adjudication body

3 matters decided by a tribunal

No matters decided by a panel

1 appeal from a dual-registered nurse and midwife
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Occupational therapists

From the Chair

Regulatory response to COVID-19
It’s been a challenging time for the profession given 
the restrictions that practitioners have had to adapt 
to. The Occupational Therapy Board of Australia 
supported practitioners in continuing 
to provide safe care in changing work 
environments. 

Competency standards
The Board developed and published 
case studies to help practitioners 
understand how the Australian 
occupational therapy competency 
standards can be applied in practice. The Board started 
engagement work with the National Aboriginal and 
Torres Strait Islander Occupational Therapy Network 
to better understand how it can promote improved 
culturally safe occupational therapy practice with 
Aboriginal and Torres Strait Islander Peoples. 

Joint reviews
The Board participated in a joint review of the Code 
of conduct shared with 11 other National Boards. The 
Board also contributed to the scheduled review of 
the Registration standard: English language skills and 
to the development of a revised Supervised practice 
framework. 

Accreditation
The Board approved one program of study. There 
are now 44 occupational therapy programs of study 
delivered across 22 education providers. 

Stakeholder engagement
The Board held regular meetings with Occupational 
Therapy Australia (the national professional association) 
and the Occupational Therapy Council of Australia 
Limited. These meetings also provided the opportunity 
to discuss the impact of the pandemic, and to better 
understand how the Board could respond to emerging 
issues. 

The Board held a webinar in August on the registration 
standards for continuing professional development, 
recency of practice and professional indemnity 
insurance arrangements. The webinar outlined the 
changes in the standards and how these will affect the 
profession. The webinar was attended by almost 800 
practitioners and included a live Q&A session with Board 
members. 

In September, the Board held its fifth successful webinar 
for new and soon-to-be graduates to help them 
understand their obligations on becoming a registered 
occupational therapist. The webinar was attended 
by almost 400 students and provided a valuable 
opportunity to answer questions about the registration 
process. 

Other news
The Board commissioned Ahpra to conduct a review 
of notifications about occupational therapists received 
and closed between 2012 and 2019. The final report, 
considered by the Board in December, provided 
some invaluable findings about the main drivers 

of notifications that may be 
amenable to regulatory response. 
The Board is now considering 
how best to communicate the 
findings. 

The Board supports the National 
Scheme’s Aboriginal and Torres 
Strait Islander health and cultural 
safety strategy 2020–2025. 

Members are participating in the Moong-moong-gak 
cultural safety training program. 

Ms Julie Brayshaw

Occupational Therapy Board 
members
• Ms Julie Brayshaw (practitioner), Chair
• Mr Darryl Annett (community)  

- from 23 Feb
• Mr James Carmichael (practitioner)  

- to 8 Feb
• Ms Sally Cunningham (practitioner)
• Mrs Rachael Kay (practitioner)  

- to 8 Feb
• Ms Roxane Marcelle-Shaw (community)
• Dr Areti Metuamate PhD (community)  

- to 8 Feb
• Miss Jennifer Morris (community)
• Dr Claire Pearce PhD (practitioner)  

- from 26 Feb
• Mrs Terina Saunders (practitioner)  

- to 8 Feb
• Dr Justin Scanlan PhD (practitioner)
• Ms Rebecca Singh (practitioner)  

- from 22 Feb
• Ms Angela Thynne (practitioner)  

- from 22 Feb

Ms Vathani Shivanandan is the Executive Officer, 
Occupational Therapy. 

For more information, see the appendices and 
www.occupationaltherapyboard.gov.au.

The Board developed and 
published case studies to help 
practitioners understand how 

the Australian occupational 
therapy competency standards 

can be applied in practice. 
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Snapshot

25,632 occupational therapists
 → Up 6.8% from 2019/20
 → 3.1% of all registered health practitioners

0.6% identified as Aboriginal and/or Torres Strait 
Islander

90.4% female; 9.6% male

Figure 40. Age

<25 25-34 35-44 45-54 55-64 65-74 >75
8.9% 41.3% 26.5% 14.6% 7.3% 1.4% 0.0%

Regulating

Notifications

79 notifications lodged with Ahpra
 → 124 registered occupational therapists Australia-

wide, including HPCA and OHO data, had 
notifications made about them

 → 0.5% of the profession

Figure 41. Sources of notifications

Patient, relative or 
member of the public 50.6%  

Other practitioner  17.7%

Employer  16.5%

HCE  6.3%

Board’s own motion  1.3%

Other  7.6%

3 immediate actions taken

13 mandatory notifications received
 → 7 about professional standards

Figure 42. Most common types of complaints

Documentation  21.5%

Clinical care  16.5%

Communication  8.9%

Boundary violation  8.9%

Health impairment  7.6%

Confidentiality  5.1%

Other  31.6%

Figure 43. Notifications closed

70 notifications closed

  4.3% conditions imposed 
on registration or an 
undertaking accepted

  2.9% received a caution 
or reprimand

  7.1% referred to another 
body or retained by a 
health complaints entity

  85.7% no further action

Monitoring

16 practitioners monitored for health, performance 
and/or conduct during the year

87 cases being monitored at 30 June:
 → 3 for conduct
 → 5 for health reasons
 → 1 for performance
 → 1 for prohibited practitioner/student
 → 77 for suitability/eligibility for registration

Criminal offence complaints

14 criminal offence complaints made
 → 12 about title protection
 → 1 about practice protection
 → 1 about advertising breaches

10 were closed

Referred to an adjudication body

No matters decided by a tribunal

No matters decided by a panel

No appeals
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Optometrists

From the Chair

Issues this year
The year was a challenging one for optometrists and 
students in the face of COVID-19. The Optometry 
Board of Australia worked with other National Boards 
and Ahpra to support health practitioners during the 
pandemic. Regulatory approaches were modified to 
accommodate exceptional circumstances, and the 
Board continued to carry out its work remotely.

Regulatory response to COVID-19
The pandemic continued to create issues, including 
the completion of clinical placements by optometry 
students. The Board maintained its oversight, ensuring 
that alternative teaching strategies and equivalent 
learning experiences deployed by approved programs 
were fit for purpose.

We encouraged practitioners to continue to complete 
continuing professional development (CPD), while 
recognising the difficulty in meeting CPD requirements 
due to COVID-19. The Board issued an assurance that it 
would not take action if practitioners could not meet 
the CPD registration standard due to the pandemic and 
also introduced a policy on financial hardship due to 
COVID-19.

Stakeholder engagement
The Board convened its annual meeting of the 
Optometry Regulatory Reference Group in October. This 
was the first time that the group had met virtually. 

Members of the Board provided virtual lectures on 
professional obligations to final-year optometry 
students graduating from a number of Board-approved 
courses in 2020.

Revised CPD standard
On 1 December, the Board’s revised Continuing 
professional development registration standard came 
into effect. The new requirements were a departure 
from the points-based system previously used by the 
profession. The revised CPD registration standard 
meant that CPD courses were no longer accredited 
by the Board, but allowed greater flexibility in choice 
of learning activities. The emphasis on identifying 
individual learning goals meant that practitioners are 
able to plan their CPD activities so that they can focus 
on their individual requirements based on their practice 
setting, professional interests and patient needs. 

Resources included templates, fact sheets and tips 
sheets, and FAQs were published to help optometrists 
comply with the requirements.

Revised advertising guidelines
On 14 December, the Board’s revised Guidelines for 
advertising a regulated health service came into effect. 
Resources were published to help make it easier for the 
public, practitioners and other advertisers to advertise 
responsibly. 

Accreditation
The Board approved its accreditation agreement’s 
third year of funding with the Optometry Council of 
Australia and New Zealand (OCANZ). The agreement’s 
contemporary framework addresses accreditation 
issues such as cultural safety, safety and quality, and 
reducing regulatory burden, and aims to strengthen 
accountability and transparency of accreditation.

Mr Ian Bluntish

Optometry Board members
• Mr Ian Bluntish (practitioner), Chair
• Mr Stuart Aamodt (practitioner)
• Dr Carla Abbott PhD (practitioner)
• Mr Anthony Evans (community)
• Ms Adrienne Farago (community)
• Associate Professor Daryl Guest (practitioner)
• Mrs Judith Hannan (practitioner)
• Associate Professor Rosemary Knight 

(community)
• Associate Professor Ann Webber (practitioner)

Ms Lynda Pham is the Executive Officer, Optometry.

For more information, see the appendices and  
www.optometryboard.gov.au.

Regulatory approaches were 
modified to accommodate 

exceptional circumstances, and 
the Board continued to carry 

out its work remotely.
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Snapshot

6,288 optometrists
 → Up 4.1% from 2019/20
 → 0.8% of all registered health practitioners

0.1% identified as Aboriginal and/or Torres Strait 
Islander

56.9% female; 43.1% male

Figure 44. Age

<25 25-34 35-44 45-54 55-64 65-74 >75
5.4% 33.7% 21.9% 18.9% 14.9% 4.8% 0.4%

Regulating

Notifications

38 notifications lodged with Ahpra
 → 44 registered optometrists Australia-wide, 

including HPCA and OHO data, had notifications 
made about them 

 → 0.7% of the profession

Figure 45. Sources of notifications

Patient, relative or 
member of the public 55.3%  

HCE  13.2%

Other practitioner  7.9%

Employer  7.9%

Other  15.8%

1 immediate action taken

6 mandatory notifications received
 → 2 about professional standards

Figure 46. Most common types of complaints

Clinical care  52.6%

Communication  10.5%
Boundary 
violation  5.3%

Medication  2.6%

Health 
impairment  2.6%

Documentation  2.6%

Other  23.7%

Figure 47. Notifications closed

50 notifications closed

  6.0% conditions imposed 
on registration or an 
undertaking accepted 

  6.0% received a caution 
or reprimand 

  2.0% registration 
cancelled

  12.0% referred to another 
body or retained by a health complaints entity 

  74.0% no further action 

Monitoring

12 practitioners monitored for health, performance 
and/or conduct during the year

13 cases being monitored at 30 June:
 → 2 for conduct
 → 4 for performance
 → 1 for prohibited practitioner/student
 → 6 for suitability/eligibility for registration

Criminal offence complaints

3 criminal offence complaints made
 → 2 about title protection
 → 1 about advertising breaches

5 were closed

Referred to an adjudication body

1 matter decided by a tribunal

No matters decided by a panel

2 appeals
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Osteopaths

From the Chair

Issues this year
The COVID-19 pandemic temporarily changed the way 
we work as a Board. All Board and stakeholder meetings 
were held via Zoom, and face-to-face events, which 
had previously been well-attended in capital cities, 
have been suspended until travel and public events are 
safe. Conversely, it has been easier to attend regular 
Think Tank virtual meetings of osteopathy stakeholders 
from across Australia. Communication with registrants 
on social media and video continues to have very high 
open and click-through rates. 

Regulatory response to COVID-19
During the year, the Board continued to contact 
registrants directly by newsletters and email with 
information about the impact of COVID-19 and the 
regulatory response for osteopaths, including some 
extensions of regulatory requirements and introducing 
hardship provisions for fees.

Standards and guidelines
The Board carried out a joint public consultation with 
other National Boards on the review of the shared Code 
of conduct; and was also involved in the release of the 
revised Guidelines for advertising a regulated health 
service with other Boards.

Accreditation
The Australian Osteopathic Accreditation Council 
(AOAC) consulted in three stages and presented the 
Osteopathic accreditation standards to the Board 
for approval. The major changes are: adopting a 
five-domain framework; including English language 
proficiency as a requirement for entry to an education 
program; and increasing emphasis on cultural safety 
that is integrated throughout the revised standards. 
The revised Osteopathic accreditation standards 
(2021) were approved by the Board in June. The 
AOAC also developed an essential evidence guide for 
accreditation. 

The AOAC reviewed the Standard pathway assessment 
for registration in Australia (SPA) and the changes 
were approved by the Board in April. The revised 
Standard pathway assessment contains newly formatted 
assessments and examinations that have greater 
alignment to contemporary assessment practices and 
are more accessible for candidates to undergo. Further 
information about these assessments is on the AOAC 
website.

Stakeholder engagement

Local
The Osteopathy Think Tank is organised by the 
Osteopathy Association, which holds meetings every 
two to three months with stakeholders regarding 
issues, updates, projects and information sharing. The 
Board and Ahpra have supplied registration growth and 
attrition data.

As Chair, I presented information on regulation and 
Board requirements for registration to final-year 
students in the osteopathy programs by online 
presentations.

International
I attended the annual Osteopathic International Alliance 
(OIA) Annual General Meeting, which was held virtually 
this year, and I continue as a member of the Public 
Relations Committee of the OIA. 

We celebrated International Osteopathic Healthcare 
Week in early May after it was postponed last year.

Dr Nikole Grbin

Osteopathy Board members
• Dr Nikole Grbin (practitioner), Chair
• Dr Pamela Dennis (practitioner)
• Ms Judith Dikstein (community)
• Ms Julia Duffy (community)
• Mr Joshua Hatten (community)
• Dr Timothy McNamara (practitioner)  

- from 26 Sep
• Dr Paul Orrock PhD (practitioner)
• Dr Patricia Thomas (practitioner)  

- to 10 May
• Dr Andrew Yaksich (practitioner)

Dr Cathy Woodward PhD is the Executive Officer, 
Osteopathy.

For more information, see the appendices and 
 www.osteopathyboard.gov.au.

The Australian Osteopathic 
Accreditation Council (AOAC) consulted 

in three stages and presented the 
Osteopathic accreditation standards to 

the Board for approval. 

2755

http://www.osteopathyboard.gov.au


 33  

Snapshot

2,951 osteopaths
 → Up 7.2% from 2019/20
 → 0.4% of all registered health practitioners

0.8% identified as Aboriginal and/or Torres Strait 
Islander

54.6% female; 45.4% male

Figure 48. Age

<25 25-34 35-44 45-54 55-64 65-74 >75
4.6% 39.9% 29.8% 14.6% 6.9% 3.7% 0.5%

Regulating

Notifications

22 notifications lodged with Ahpra
 → 30 registered osteopaths Australia-wide, 

including HPCA and OHO data, had notifications 
made about them 

 → 1.0% of the profession

Figure 49. Sources of notifications

Patient, relative 
or member of 

the public
63.6%  

HCE  9.1%

Employer  4.5%

Other  22.7%

3 immediate actions taken

1 mandatory notification received

Figure 50. Most common types of complaints

Clinical care   27.3%

Communication  9.1%

Documentation  9.1%

Health impairment  4.5%

Boundary violation  4.5%

Offence against other 
law  4.5%

Confidentiality  4.5%

Other  36.4%

Figure 51. Notifications closed

19 notifications closed

  10.5% conditions imposed 
on registration or an 
undertaking accepted 

  5.3% received a caution  
or reprimand 

  5.3% referred to another 
body

  78.9% no further action 

Monitoring

10 practitioners monitored for health, performance 
and/or conduct during the year

13 cases being monitored at 30 June:
 → 5 for conduct
 → 1 for health reasons
 → 1 for prohibited practitioner/student
 → 6 for suitability/eligibility for registration

Criminal offence complaints

4 criminal offence complaints made
 → 3 about title protection
 → 1 about advertising breaches

5 were closed

Referred to an adjudication body

No matters decided by a tribunal

No matters decided by a panel

No appeals
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Paramedics

From the Chair

Issues this year
The Paramedicine Board of Australia’s work to further 
implement the regulation of the profession continued 
into the 2020/21 year. As Chair I am fortunate to have 
had all of the inaugural members 
reappointed for another term 
by the Ministerial Council. This 
stability is important to ensure 
the Board’s ongoing work to 
oversee the completion of the 
grandparenting provision for entry 
into the profession and to finalise the 
implementation and consolidation 
of other key elements of paramedic 
regulation.

Regulatory response to COVID-19
The impact of the COVID-19 pandemic continued into 
this year and the ongoing ability of Board members 
to be flexible and adapt to remote ways of working 
without interruption to the work of the Board has been 
a credit to their professionalism and commitment to 
their regulatory responsibilities.

The Board continued to find regulatory approaches 
that could be modified, provided public safety was 
not compromised. Where the Board was satisfied that 
the clinical governance arrangements and supervised 
practice protocols of an organisation are likely to 
meet the Board’s requirements and expectations, the 
Board agreed to pre-approve that organisation as an 
‘authorised body’ for recency of practice purposes. 
This has the effect of reducing the burden of regulation 
on major employers, enabling workforce flexibility and 
streamlining case management.

New standards, code and guidelines
Two pieces of work critical to the implementation of 
the regulation of paramedics were completed and 
published this year. The Professional capabilities 
for paramedicine practitioners (the professional 
capabilities) and Standards for accreditation of 

paramedicine education 
programs (the 
accreditation standards) 
were both approved 
and came into effect on 
1 June. The work done 
by the Paramedicine 
Accreditation Committee 
to develop, consult 
upon and submit the 
accreditation standards 
for approval was 
outstanding.

The professional capabilities identify the knowledge, 
skills and professional attributes needed to safely and 
competently practise as a paramedic in Australia, as well 
as complementing the accreditation standards that are 
used to support and guide the delivery of education 
and training programs for paramedics. 

Other
On behalf of the Board, I thank everyone who has 
contributed to the regulation of paramedics during 
what was another difficult and challenging year for all 
of us. Board members, Ahpra, the profession, employers 
and government have all played a critical role in further 
developing the regulation of paramedicine as a health 
profession.

Professor Stephen Gough ASM

Paramedicine Board members
• Professor Stephen Gough ASM (practitioner), 

Chair
• Ms Jeanette Barker (community)
• Ms Clare Beech (practitioner)
• Mr Keith Driscoll ASM (practitioner)
• Associate Professor Ian Patrick ASM 

(practitioner)
• Ms Linda Renouf (community)
• Ms Tiina-Liisa Sexton (community)
• Mr Howard Wren ASM (practitioner)
• Ms Angela Wright (practitioner)

Mr Paul Fisher is the Executive Officer, Paramedicine.

For more information, see the appendices and  
www.paramedicineboard.gov.au.

Two pieces of work critical to the 
implementation of the regulation 

of paramedics were completed and 
published. The Professional capabilities 

for paramedicine practitioners 
and Standards for accreditation of 
paramedicine education programs 

were both approved.
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Snapshot

21,492 paramedics
 → Up 8.3% from 2019/20
 → 2.6% of all registered health practitioners

1.7% identified as Aboriginal and/or Torres Strait 
Islander

46.1% female; 53.9% male

Figure 52. Age

<25 25-34 35-44 45-54 55-64 65-74 >75
11.2% 37.4% 21.2% 19.0% 10.1% 1.1% 0.0%

Regulating

Notifications

167 notifications lodged with Ahpra
 → 215 registered paramedics Australia-wide, 

including HPCA and OHO data, had notifications 
made about them 

 → 1.0% of the profession

Figure 53. Sources of notifications

Employer   36.5%

Patient, relative or 
member of the public  18.0%

Other practitioner  18.0%

HCE  4.2%

Board’s own motion  1.8%

Other  21.6%

23 immediate actions taken

50 mandatory notifications received
 → 26 about professional standards

Figure 54. Most common types of complaints

Clinical care   21.0%

Offence against other law  15.0%

Health impairment  10.8%

Breach of non-offence provision - 
National Law  7.8%

Behaviour  7.2%

Boundary violation  6.6%

Communication  4.8%

Other  26.9%

Figure 55. Notifications closed

126 notifications closed

  7.9% conditions imposed 
on registration or an 
undertaking accepted 

  11.9% received a caution 
or reprimand 

  5.6% retained by a health 
complaints entity 

  74.6% no further action 

Monitoring

72 practitioners monitored for health, performance 
and/or conduct during the year

240 cases being monitored at 30 June:
 → 4 for conduct
 → 18 for health reasons
 → 12 for prohibited practitioner/student
 → 206 for suitability/eligibility for registration

Criminal offence complaints

18 criminal offence complaints made
 → 16 about title protection
 → 2 about practice protection

21 were closed

Referred to an adjudication body

No matters decided by a tribunal

1 matter decided by a panel

1 appeal
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Pharmacists

From the Chair

Regulatory response to COVID-19
In response to a request by the Australian Government, 
the Board enabled the continuing registration of 
pharmacists on the pandemic sub-register to provide 
additional support for the COVID-19 
vaccination roll-out. To help states 
and territories in their preparation 
for delivering the COVID-19 
vaccination strategy, the Board also 
conducted a survey of pharmacists 
who have completed immunisation 
training.

The Board confirmed ongoing measures to support 
pharmacists to meet their regulatory obligations during 
the COVID-19 pandemic, including:
• the reduction in the total number of supervised 

practice hours required for general registration and 
advice on modifications to the arrangements for 
supervision of interns

• the delivery of oral and written examinations using 
an online platform where required, given the need 
for social distancing.

Issues this year

Analysis of notifications involving oral 
methotrexate
The Pharmacy Board of Australia published an analysis 
of notifications involving oral methotrexate. In sharing 
these findings, the Board reminded pharmacists 
about the need for extra vigilance when supplying 
methotrexate given the types of errors in practice that 
have resulted in poor and, in some cases, catastrophic 
outcomes for the public.

The Board started stakeholder engagement to explore 
opportunities for collaborative work to support greater 
awareness of the risks that must be mitigated in 
practice when supplying methotrexate. The Board will 
continue its engagement on this issue during the next 
12 months and share the outcomes with the profession, 
stakeholders and the public. The outcomes of the 
analysis will also inform the Board’s upcoming review of 
its guidelines for pharmacists. 

Intern assessment
The Board continued to modify the intern-assessment 
process, informed by the work of the Intern Year 
Blueprint Implementation Working Group, a 
collaboration between the Board and the Australian 
Pharmacy Council. Modifications were made to 
remove unnecessary duplication from the oral and 
written examinations, and examinations are being held 
according to a revised schedule. The working group 
has oversight of the delivery of a project to develop 
and trial workplace-based assessment tools for interns. 
The Board also conducted a survey of examiners as 
part of its intern-assessment quality improvement work 
program.

Contribution to the Pharmacists’ Support 
Service
The Board confirmed funding ($30,000 annually for 
three years) to the Pharmacists’ Support Service 
(PSS), a long-established service staffed by volunteer 
pharmacists who provide crisis telephone counselling 

and that offers valuable 
health support services 
to pharmacists and 
students across Australia. 
The funding will support 
PSS to raise awareness 
with pharmacists, interns, 
students and employers 
of pharmacists about the 

health issues that impact the profession and to develop 
information, educational materials and a database of 
health services available to pharmacists with, or at risk 
of, impairment. The decision of the Board to provide 
funding accords with provisions in the National Law to 
provide financial support to a health program for the 
profession.

Mr Brett Simmonds, Chair

Pharmacy Board members
• Mr Brett Simmonds (practitioner), Chair
• Mrs Elise Apolloni (practitioner)
• Ms Melissa Cadzow (community)
• Dr Alice Gilbert PhD (practitioner)
• Ms Joy Hewitt (practitioner)
• Mr Mark Kirschbaum (practitioner)
• Ms Hannah Mann (practitioner)
• Dr Suzanne Martin (veterinarian) (community)
• Dr Cameron Phillips PhD (practitioner)
• Dr Janet Preuss PhD (community - acting)  

- from 23 Feb
• Dr Rodney Wellard PhD (community)  

- to 17 Aug
• Mr Rodney Wellington (community)
• Mr Laurence (Ben) Wilkins (practitioner)

Mr Joe Brizzi is the Executive Officer, Pharmacy.

For more information, see the appendices and  
www.pharmacyboard.gov.au.

The Board confirmed funding to 
the Pharmacists’ Support Service, a 
long-established service staffed by 
volunteer pharmacists who provide 

crisis telephone counselling ...
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Snapshot

35,262 pharmacists
 → Up 2.2% from 2019/20
 → 4.3% of all registered health practitioners

0.3% identified as Aboriginal and/or Torres Strait 
Islander

63.0% female; 37.0% male

Figure 56. Age

<25 25-34 35-44 45-54 55-64 65-74 >75
5.2% 36.6% 28.8% 13.6% 9.5% 4.6% 1.7%

Regulating

Notifications

405 notifications lodged with Ahpra
 → 634 registered pharmacists Australia-wide, 

including HPCA and OHO data, had notifications 
made about them 

 → 1.8% of the profession

Figure 57. Sources of notifications

Patient, relative 
or member of the 

public
54.3%  

Other practitioner  14.1%

HCE  12.1%

Employer  4.4%

Board’s own 
motion  2.5%

Other  12.6%

27 immediate actions taken

42 mandatory notifications received
 → 21 about professional standards

Figure 58. Most common types of complaints

Medication 58.0%   

Communication  7.4%

Offence against 
other law  6.4%

Behaviour  5.2%

Health impairment  3.7%

Clinical care  3.7%

Other  15.6%

Figure 59. Notifications closed

476 notifications closed

  6.5% conditions imposed 
on registration or an 
undertaking accepted

  12.8% received a caution 
or reprimand

  0.8% registration 
suspended or cancelled 

  0.2% fined

  9.2% referred to another body or retained by a health 
complaints entity 

  70.4% no further action 

Monitoring

253 practitioners monitored for health, performance 
and/or conduct during the year

145 cases being monitored at 30 June:
 → 17 for conduct
 → 17 for health reasons
 → 23 for performance
 → 29 for prohibited practitioner/student
 → 59 for suitability/eligibility for registration

Criminal offence complaints

16 criminal offence complaints made
 → 11 about title protection
 → 2 about practice protection
 → 3 about advertising breaches

16 were closed

Referred to an adjudication body

11 matters decided by a tribunal

1 matter decided by a panel

9 appeals
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Physiotherapists

From the Chair

Issues this year
The Physiotherapy Board of Australia continued to 
build on last year’s work, as COVID-19 interrupted 
progress of our strategic projects, and particularly 
their intended timeline. An extensive program of 
stakeholder engagement was a high priority due to 
the unpredictable nature of 
the pandemic and its impact 
on healthcare services. The 
Board met online each month 
for the entire year due to the 
pandemic. 

Regulatory response to COVID-19
The Board continued to respond to the needs of the 
profession, healthcare services and the public by 
modifying our regulatory approach to support the 
profession through the pandemic and contribute to the 
national response. A series of modifications were made 
to procedures such as introducing a financial hardship 
policy, a fully online registration process and a flexible 
approach to continuing professional development and 
recency of practice requirements.

Pandemic response sub-register
On 20 April, approximately 2,051 physiotherapists 
who were added to the pandemic sub-register in 
April 2020 were removed from the sub-register. All of 
those on the sub-register were given the opportunity 
to reinstate their registration; however, only a small 
proportion (approximately 6.3%) decided to retain their 
registration.

Policy updates
The Board participated in several multi-profession 
policy reviews, including a revised supervised practice 
framework and code of conduct, as well as the 
revised advertising guidelines. The Board has also 
supported several position statements such as the 
Registered health practitioners and students and 
COVID-19 vaccination and the joint statement with 
the Therapeutic Goods Administration Promotion 
of COVID-19 vaccinations: further information for 
healthcare practitioners and other advertisers.

Stakeholder engagement
Given the ongoing and fluctuating travel restrictions, 
the Board moved to online engagement. It held several 
webinars for practitioners, including one focused on 
new graduates and another on recency of practice, as 
well as engaging with state and territory jurisdictions.

The Board valued increased engagement and 
partnership with its stakeholders, including the 
Australian Physiotherapy Association, the Australian 
Physiotherapy Council, the NSW Physiotherapy Council 
and the Council of Physiotherapy Deans of Australia and 
New Zealand (CPDANZ). These partnerships have been 
critical to our pandemic response and remain pertinent 
to progressing the Board’s strategic projects. 

Strategic projects
The Board developed a background paper, building on 
the literature review and exploration report previously 
completed, on whether to endorse prescribing for 
physiotherapists. The next step will be to engage  
with stakeholders. 

To improve its understanding of the 
characteristics of physiotherapy 
registrants and the workforce, 
the Board produced a workforce 
analysis report and snapshot of 
the physiotherapy profession in 

Australia. It will share this information with stakeholders.

The Board has been working with the New Zealand 
Physiotherapy Board on a first review of the bi-national 
practice thresholds, with a focus on cultural safety and 
digital competence. As the thresholds have only been in 
place for a short time, this will be a minor review with a 
more comprehensive review to come.

Ms Kim Gibson

Physiotherapy Board members
• Ms Kim Gibson (practitioner), Chair
• Ms Sally Adamson (practitioner)
• Mrs Janet Blake (community)
• Mr David Cross (practitioner)
• Mrs Lynette Green (community)
• Dr Paula Harding PhD (practitioner)
• Ms Cherie Hearn (practitioner)
• Mr Peter Kerr AM (community)
• Emeritus Professor Sheila Lennon 

(practitioner)
• Mr Noel McRoberts (practitioner - acting) 

- from 22 Feb
• Mr Lachlan Mortimer (practitioner)  

- to 10 Aug
• Ms Elizabeth Trickett (practitioner)
• Ms Katherine Waterford (community)

Ms Alison Abud is the Executive Officer, 
Physiotherapy. 

For more information, see the appendices and 
www.physiotherapyboard.gov.au.

The Board developed a background 
paper ... on whether to endorse 
prescribing for physiotherapists.
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Snapshot

37,650 physiotherapists
 → Up 1.4% from 2019/20
 → 4.6% of all registered health practitioners

0.7% identified as Aboriginal and/or Torres Strait 
Islander

65.1% female; 34.9% male

Figure 60. Age

<25 25-34 35-44 45-54 55-64 65-74 >75
6.9% 41.0% 24.5% 14.4% 10.0% 2.9% 0.3%

Regulating

Notifications

140 notifications lodged with Ahpra
 → 201 registered physiotherapists Australia-wide, 

including HPCA and OHO data, had notifications 
made about them 

 → 0.5% of the profession

Figure 61. Sources of notifications

Patient, relative or 
member of the public 50.0%   

HCE  14.3%

Other practitioner  11.4%

Employer  7.9%

Board’s own motion  2.9%

Other  13.6%

8 immediate actions taken

18 mandatory notifications received
 → 7 about professional standards

Figure 62. Most common types of complaints

Clinical care  27.1%

Boundary violation  14.3%

Communication  7.9%

Breach of non-offence 
provision - National Law  6.4%

Documentation  5.7%

Health impairment  5.0%

Offence against other law  4.3%

Other  29.3%

Figure 63. Notifications closed

130 notifications closed

  9.2% conditions imposed 
on registration or an 
undertaking accepted

  9.2% received a caution  
or reprimand

  0.8% registration 
cancelled

  9.2% referred to another 
body or retained by a health complaints entity

  71.5% no further action 

Monitoring

48 practitioners monitored for health, performance 
and/or conduct during the year

61 cases being monitored at 30 June:
 → 11 for conduct
 → 4 for health reasons
 → 7 for performance
 → 7 for prohibited practitioner/student
 → 32 for suitability/eligibility for registration

Criminal offence complaints

25 criminal offence complaints made
 → 19 about title protection
 → 6 about advertising breaches

31 were closed

Referred to an adjudication body

2 matters decided by a tribunal

1 matter decided by a panel

No appeals
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Podiatrists

From the Chair

Issues this year
The COVID-19 pandemic continued to have an impact 
on the podiatry profession. The Board recognised 
the professionalism of practitioners during the ever-
changing public health requirements so the public could 
safely access essential podiatry care. 

All meetings of the Board and its committees were held 
virtually. 

Regulatory response to COVID-19
We temporarily modified some of our regulatory 
requirements to support practitioners during 
the pandemic while still ensuring public safety. 
Modifications included providing extensions for 
practitioners working towards endorsement for 
scheduled medicines, and some requirements for 
registration, such as: 
• adopting a flexible 

approach to 
continuing professional 
development (CPD) 
and recency of practice 
(RoP), and not taking 
action if a practitioner 
was unable to meet the 
CPD and RoP standards 

• offering a payment plan for registration fees for 
practitioners experiencing financial hardship.

The Board worked with Ahpra to provide information 
on COVID-19 including answering common questions 
and publishing guidance on telehealth use. National 
Boards and Ahpra published a joint statement to help 
practitioners and students understand what’s expected 
of them in giving, receiving, advising on and sharing 
information about COVID-19 vaccination.

New and revised code and guidelines
Revised advertising guidelines and new Guidelines for 
blood-borne viruses for registered health practitioners 
and students took effect during the year. We consulted 
on a revised shared Code of conduct together with 
some other National Boards.

Accreditation
The Podiatry Accreditation Committee reported to the 
Board on the monitoring of podiatry programs and 
consulted on professional capabilities and accreditation 
standards for the podiatry profession.

Stakeholder engagement
The Board’s program of stakeholder engagement 
includes regular meetings with the Australian Podiatry 
Association, the Podiatry Council of New South Wales, 
and the Podiatry Accreditation Committee.

We put on hold some of our planned face-to-face 
engagement activities and engaged virtually instead. 
Engagements included: discussions with podiatrists 
in Tasmania; a video message from the Chair on social 
media during Foot Health Week; and a discussion with 
a member of the Aboriginal and Torres Strait Islander 
Heath Practice Board who told us about practitioner 
roles and how our professions can work together to 
improve healthcare for Indigenous Australians.

In June, Ahpra and National Boards published a joint 
statement reminding practitioners that there is no place 
for sexism, sexual harassment or gendered violence in 
healthcare. 

Engaging with students and 
graduates
Students have now begun receiving 
the Board’s newsletter. We published 
a video for new graduates about the 
Board’s role, registration standards, 
staying connected with the profession 
and lifelong, reflective learning.

Other news
The Board welcomed new community member 
Professor Andrew Taggart, who was appointed in 
September. 

Associate Professor Cylie Williams

Podiatry Board members
• Associate Professor Cylie Williams 

(practitioner), Chair
• Dr Paul Bennett (practitioner)
• Mrs Maria Cosmidis (community)  

- to 17 Aug
• Dr Janice Davies OAM (community)
• Miss Julia Kurowski (practitioner)
• Dr Kristy Robson (practitioner)
• Ms Shellee Smith (community)
• Mrs Kathryn Storer (practitioner)
• Professor Andrew Taggart (community)  

- from 25 Sep
• Mr Andrew van Essen (practitioner)

Ms Jenny Collis is the Executive Officer, Podiatry.

For more information, see the appendices and  
www.podiatryboard.gov.au.

We published a video for new 
graduates about the Board’s role, 

registration standards, staying 
connected with the profession 

and lifelong, reflective learning.

2763

http://www.podiatryboard.gov.au


 41  

Snapshot

5,783 podiatrists1 
 → Up 3.1% from 2019/20
 → 0.7% of all registered health practitioners

0.8% identified as Aboriginal and/or Torres Strait 
Islander

59.0% female; 41.0% male

Figure 64. Age

<25 25-34 35-44 45-54 55-64 65-74 >75
5.9% 39.9% 24.3% 18.1% 9.8% 1.7% 0.2%

Figure 65. Registration status

5,604 general
143 non-practising
36 general and specialist

5,783 total

Regulating

Notifications

43 notifications lodged with Ahpra
 → 63 registered podiatrists Australia-wide, 

including HPCA and OHO data, had notifications 
made about them

 → 1.1% of the profession

Figure 66. Sources of notifications

Patient, relative 
or member of the 

public
53.5%  

Other practitioner  11.6%

Employer  11.6%

HCE  7.0%

Other  16.3%

3 immediate actions taken

6 mandatory notifications received
 → 3 about professional standards

1 Includes podiatric surgeons

Figure 67. Most common types of complaints

Clinical care  41.9%

Breach of non-offence 
provision - National Law  11.6%

Communication  7.0%

Offence against other 
law  7.0%

Health impairment  4.7%

Confidentiality  4.7%

Other  23.3%

Figure 68. Notifications closed

44 notifications closed

  15.9% conditions imposed 
on registration or an 
undertaking accepted 

  20.5% received a caution 
or reprimand 

  9.1% referred to another 
body or retained by a 
health complaints entity 

  54.5% no further action 

Monitoring

25 practitioners monitored for health, performance 
and/or conduct during the year

21 cases being monitored at 30 June:
 → 1 for conduct
 → 3 for health reasons
 → 7 for performance
 → 1 for prohibited practitioner/student
 → 9 for suitability/eligibility for registration

Criminal offence complaints

No criminal offence complaints made

1 was closed

Referred to an adjudication body

No matters decided by a tribunal

No matters decided by a panel

2 appeals
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Psychologists

From the Chair

Key projects

Developing a code of conduct 
This year we started developing a code of conduct to 
apply to all registered psychologists. 
Codes of conduct are used as 
regulatory instruments to protect 
the public. Our code will be based 
on the shared code that is used by 
most other healthcare professions. 

Developing a code of conduct will be a priority for us 
over the next two years. We have planned a rigorous 
development process that will involve engagement with 
code experts, key stakeholders, psychologists and the 
public. Our aim is to develop a contemporary, evidence-
based code that reflects the standards expected of 
psychologists by the Australian community and peers.

The Board will no longer adopt the Australian 
Psychological Society’s Code of ethics once we 
have implemented a code of conduct. Until then, 
complying with the Code of ethics will continue to be a 
requirement for registration as a psychologist.

Education and training reform
Our education and training reform work continued 
this year, with the aim of reviewing and clarifying 
the competencies for general registration and area 
of practice endorsement (AoPE) for psychologists in 
Australia. This is the first time that competencies have 
been thoroughly reviewed since the beginning of the 
National Scheme. We are reviewing the competencies 
for general registration first.

Over the last 12 months our work has included:
• Seeking views - we conducted a series of 

stakeholder engagement webinars to understand 
stakeholder views on our Green paper. A wide 
range of stakeholder groups was represented at 
the webinars, including key industry and employer 
groups, psychology professional bodies, national 
and international regulators, and government. 

• Competency mapping - we appointed consultants 
with expertise in education, accreditation, higher 
education reforms and competent writing to 
carry out an objective and impartial review of our 
current competencies, and to map these against 
international comparisons and the Australian 
Psychology Accreditation Council (APAC) standards.

• Psychology-specific advice - we appointed a 
Psychology Expert Reference Group (PERG) to 
work with the consultants and provide advice 
on competencies for general registration. PERG 
members were selected for their expertise in 
training and supervising provisional psychologists, 
psychology regulation and psychology 
accreditation. 

We will shortly be considering a draft of the revised 
general registration competencies before sending it out 
for consultation.

Regulatory response to COVID-19
We continued to modify some of our regulatory 
requirements for psychologists due to the continuing 
impact of the COVID-19 pandemic. This included 
continuing to deliver the national psychology exam 
by online proctoring (rather than sitting the exam in 

a testing centre) and permanently 
allowing psychologists to complete 
Board-approved supervisor training 
online. 

A hardship policy was also put 
in place for psychologists and 

provisional psychologists who are experiencing genuine 
financial hardship due to COVID-19. 

The temporary pandemic sub-register for psychologists 
was closed in April.

Ms Rachel Phillips

Psychology Board members
• Ms Rachel Phillips (practitioner), Chair
• Ms Mary Brennan (community)
• Ms Jade Gooding (practitioner)  

- from 22 Feb
• Ms Marion Hale (community)
• Ms Vanessa Hamilton (practitioner)
• Mr Peter Hooker (community)
• Dr Melissa Hughes (DPsych) (practitioner)
• Mr Christopher Joseph (community)
• Mr Timothy Ridgway (practitioner)
• Professor Jennifer Scott (practitioner)
• Dr Jennifer Thornton PhD (practitioner)
• Professor Kathryn von Treuer (practitioner)

Ms Angela Smith is the Executive Officer, 
Psychology.

For more information, see the appendices and  
www.psychologyboard.gov.au.

Developing a code of conduct 
will be a priority for us over 

the next two years. 
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Snapshot

41,817 psychologists
 → Up 3.2% from 2019/20
 → 5.1% of all registered health practitioners

0.7% identified as Aboriginal and/or Torres Strait 
Islander

80.4% female; 19.6% male

Figure 69. Age

<25 25-34 35-44 45-54 55-64 65-74 >75
3.1% 24.9% 27.0% 21.2% 14.1% 8.3% 1.5%

Regulating

Notifications

655 notifications lodged with Ahpra
 → 903 registered psychologists Australia-wide, 

including HPCA and OHO data, had notifications 
made about them 

 → 2.2% of the profession

Figure 70. Sources of notifications

Patient, 
relative or 

member of 
the public

65.8%

Other 
practitioner  15.0%

HCE  6.6%

Employer  4.1%

Board’s 
own motion  1.2%

Other  7.3%

33 immediate actions taken

67 mandatory notifications received
 → 35 about professional standards

Figure 71. Most common types of complaints

Clinical care  23.1%

Communication  11.5%

Documentation  11.0%

Boundary violation  10.1%

Confidentiality  8.9%

Health impairment  5.6%

Behaviour  4.9%

Other  25.0%

Figure 72. Notifications closed

715 notifications closed

  10.8% conditions imposed 
on registration or an 
undertaking accepted

  8.3% received a caution 
or reprimand

  0.3% registration 
suspended or cancelled

  7.1% referred to another 
body or retained by a health complaints entity

  73.6% no further action

Monitoring

221 practitioners monitored for health, performance 
and/or conduct during the year

235 cases being monitored at 30 June:
 → 66 for conduct
 → 18 for health reasons
 → 44 for performance
 → 20 for prohibited practitioner/student
 → 87 for suitability/eligibility for registration

Criminal offence complaints

119 criminal offence complaints made
 → 101 about title protection
 → 3 about practice protection
 → 14 about advertising breaches
 → 1 other offence

121 were closed

Referred to an adjudication body

6 matters decided by a tribunal

2 matters decided by a panel

8 appeals
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Supporting the Boards

Appointments
National Board members are appointed by the 
Ministerial Council and state, territory and regional 
board members by the relevant Minister for Health in 
each jurisdiction.

The regulatory work of the National Scheme is not 
possible without the right people serving on boards 
and committees. Ahpra provided administrative support 
for 693 statutory appointments (see Table 1), which 
included: National Boards; National Board committees 
and panels (including advisory assessor panels); and 
state, territory and regional boards and committees.

Table 1. Statutory appointments

National Boards 52
National Board committees and panels 312
State, territory and regional boards 108
State, territory and regional committees 221
Total 693

The data cover all appointments made within the 
financial year.

We are working to increase the participation of 
Aboriginal and Torres Strait Islander Peoples through 
advertising and engagement strategies, and six 
appointments were made.

Payment to Board Chairs
Board members are entitled to remuneration, including 
travelling and subsistence allowances, within the 
framework determined by the Ministerial Council. 
In addition to sitting fees for scheduled Board and 
committee meetings, Chairs may also be remunerated 
for the additional work required. 

Table 2. Payments to Board Chairs

Range
Number of 

Chairs¹
2020/21 

payments ($)2

$0-$20,000 3 26,006
$20,001-$40,000 3 70,117
$40,001-$60,000 6 285,478
$60,001-$80,000 2 133,431
$80,000 plus 4 358,602
Total 182 873,634

1. Payments to Chairs, including the Agency Management 
Committee, under the approved remuneration framework.

2. Two new Chairs were appointed to replace those whose 
terms of appointment had concluded.

Supporting good governance
The Board Governance program has three areas of 
focus, aligned to the three-year regulatory ‘life cycle’ of 
members and Boards:
• orientation, induction and professional 

development, including member skills development 
support

• board effectiveness reviews
• documentation to support good governance.

Orientation and induction
All new National Board members are provided with an 
orientation to the National Scheme and to the Board(s) 
to which they have been appointed, usually before 
they attend their first meeting. Four sessions were held, 
orienting 21 new National Board members.

This is a half-day program aimed at giving members 
an overview of the National Scheme, its legislative 
and governance frameworks, how the partnership 
arrangements between the entities in the National 
Scheme work in practice and the role of regulatory 
boards in that environment. It is complemented by 
Board-specific orientation activities and briefings.

Professional development
To support Board effectiveness and strengthen the 
partnership with National Boards, Ahpra provides 
governance professional development for Board 
members aligned to the specific governance 
arrangements of the National Scheme. This is a 
key element in optimising Board performance and 
enhancing the effectiveness of individual members, the 
Board as a whole and the quality of engagement with 
partners across the scheme.

In collaboration with an external provider, Effective 
Governance, a customised two-day professional 
development program, Governance and decision-
making in the National Scheme, has been developed 
and delivered to members.

The program was held five times virtually: 36 National 
Board members and seven Ahpra staff participated.

Board effectiveness reviews
Board evaluations and reviews are another key 
enabler of Board effectiveness. They help members 
in developing a shared understanding of both their 
individual roles and responsibilities and those of the 
Board, set expectations around Board performance and 
scope the potential for improvement. 

The current review framework requires Boards to 
formally review their effectiveness on a triennial basis, 
interspersed with mini or informal reviews in other 
years. Five Boards conducted formal reviews.

Program development
In April, we started a procurement process to seek 
providers of governance consultancy and advisory 
services, including specialist services and professional 
development program delivery. 
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Accreditation is a way to assure that 
people seeking registration are suitably 
trained, qualified and competent to 
practise as health practitioners 

Accreditation
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Ensuring the future health practitioner workforce is competent 

National Boards and accreditation authorities have separate but complementary functions. For example, an 
accreditation authority accredits a program of study and the relevant National Board approves it as a basis for 
registration. Accreditation authorities can be an external council or a committee.

• Over 189,786 registered students are studying 
to be health practitioners in accredited 
programs.

• Over 860 programs of study are now accredited 
and approved.

• More than 130 education providers deliver 
accredited and approved programs of study.

• Approved programs of study can be searched 
on our website.

Figure 73. The accreditation process

Education provider applies to accreditation authority for 
accreditation of a program

Assessors meet with the education provider, complete their 
assessment and draft report

Assessors finalise assessment report, with recommendations, 
for consideration by the accreditation authority

Accreditation authority 
satisfied the program and 
education provider meet 

all accreditation standards 

Accreditation 
authority 

accredits program

Accreditation authority notifies National Board and education 
provider about decision

Accreditation 
authority 

accredits program 
with conditions

Accreditation 
authority refuses 

to accredit 
program 

Accreditation authority not 
satisfied the program and 
education provider meet 

all accreditation standards 

Propose to impose 
conditions or to refuse 

accreditation

Consider any response 
from education provider

Assessors send draft assessment report to education provider 
to comment on its factual accuracy and any errors are 

corrected

Accreditation assessors evaluate the application and assess 
the program and provider against the accreditation standards 

for the relevant profession

A new, independent accreditation 
committee
In February, we received a Ministerial policy direction 
(see Appendix 7) requiring Ahpra to establish an 
independent accreditation committee as a new 
committee of the Agency Management Committee. The 
committee must have broad stakeholder membership 
and will provide independent and expert advice to 
National Scheme bodies on accreditation reform and 
other National Scheme accreditation matters. We 
began setting up the new committee in line with the 
Ministers’ request, including consultation with relevant 
stakeholders and jurisdictions on the terms of reference 
and proposed membership. 

Oversight
The Accreditation Advisory Committee, a subcommittee 
of the Agency Management Committee, provides 
a whole-of-scheme perspective on: accreditation 
through oversight of financial and reporting matters; 
accreditation governance, accountability and 
transparency issues; and accreditation agreements. 

Our work with the committee focused on preparing 
for the expected policy direction from Health Ministers 
with details about the new independent accreditation 
committee (as foreshadowed in Ministers’ response 
to the independent review of accreditation systems 
in the National Scheme, Australia’s health workforce: 
strengthening the education foundation). 

As the COVID-19 pandemic continued, we supported 
the committee to monitor the broader impact of 
pandemic restrictions that are likely to present 
significant challenges for the National Scheme, including 
changes to program delivery and risks that some 
students may not achieve the required capabilities 
before graduation. 

The Agency Management Committee will discontinue 
the Accreditation Advisory Committee when the new 
independent accreditation committee is established. 
Oversight of relevant accreditation matters, including 
governance and performance reporting, will revert to 
the Agency Management Committee.
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Developing standards
We completed reviewing and updating the procedures 
for developing accreditation standards in mid-2020 and 
published the revised version in August.

The procedures set out issues that:
• an accreditation authority should consider when 

developing or changing accreditation standards
• an accreditation authority should explicitly address 

when submitting accreditation standards to a 
National Board for approval

• a National Board should consider when deciding 
whether to approve accreditation standards 
developed by the accreditation authority

• a National Board should raise with the Ministerial 
Council, and when they should be raised.

Funding
Ten National Boards exercise accreditation functions 
through external councils. Five National Boards - 
Aboriginal and Torres Strait Islander Health Practice, 
Chinese Medicine, Medical Radiation Practice, 
Paramedicine and Podiatry - exercise accreditation 
functions through a committee established by the 
Board. The National Boards contributed over $10.8 
million funding to these accreditation authorities.

Table 3. National Board funding contributions

Board
2020/21 

$’0001
2019/20 

$’0001

ATSIHPBA 136 149
CMBA 91 93
ChiroBA 226 192
DBA 454 447
MBA 3,829 3,648
MRPBA 125 196
NMBA 2,8752 2,832²
OTBA 19 0
OptomBA 333 323
OsteoBA 1992 186
ParaBA 2912 199²
PharmBA 660 595
PhysioBA 331 325
PodBA 2362 201²
PsyBA 1,038 1,013
Total 10,843 10,399

1. These are actual amounts. Requirements of the accounting 
standards may result in differences between these and the 
amounts stated in our financial statements.

2. These amounts include funding for the review of 
accreditation standards.

The work of the committees
Ahpra supported the five accreditation committees to:
• assess and accredit programs of study
• monitor approved programs of study
• develop and/or review accreditation standards for 

paramedicine and podiatry
• develop and implement consistent guidelines for 

accreditation of education and training programs in 
these professions.

Accrediting and monitoring programs
At 30 June, the accreditation committees have 
accredited these programs of study:
• 16 for Aboriginal and Torres Strait Islander Health 

Practice 
• 9 for Chinese medicine 
• 34 for medical radiation practice
• 15 for podiatry, with two accreditation assessments 

in progress into the next financial year.

The Paramedicine Accreditation Committee monitored 
26 Board-approved programs and started to accredit 
these programs against newly developed paramedicine 
accreditation standards from 1 July 2021.

New and revised standards
We worked in collaboration with paramedicine and 
podiatry committees to draft accreditation standards 
that are consistent with the standards for 11 other 
professions, reflecting current and emerging trends in 
education and practice.

We also consulted widely on draft accreditation 
standards for podiatry and podiatric surgery, including 
endorsement for scheduled medicines, and this work 
has since been completed. 

Policy and process
We supported the accreditation committees to: 
• develop and implement specific monitoring to 

assure the relevant National Boards that all students 
are achieving the capabilities required for safe and 
competent practice before graduation, despite 
significant changes to program delivery under the 
COVID-19 public health restrictions 

• apply a flexible approach to monitoring education 
providers’ compliance with accreditation 
standards, based on specific issues and risk 
profile - this flexible, risk-based model enabled 
COVID-responsive approaches to assessment and 
monitoring activities

• implement consistent cross-profession guidelines 
for accreditation, complemented by profession-
specific processes (such as establishing assessment 
teams)

• collaborate to implement consistent cross-
profession processes and tools to collect data from 
more than 45 education providers delivering over 
90 approved programs across the five professions.

This work provides an opportunity for multi-profession 
approaches to accreditation.

Collaborative forum
The accreditation committees, with Ahpra, collaborated 
with the other 10 accreditation authorities through the 
Health Professions Accreditation Collaborative Forum 
(HPACF). This collaboration reflects the HPACF’s multi-
profession and multi-entity nature and its consideration 
of issues affecting all accreditation entities.
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Figure 74. Number of accredited courses since the National Scheme began

2010/11 
547

2014/15 
736

2018/19 
820

2012/13 
592

4 more Boards joined 
the National Scheme

Paramedicine joined 
the National Scheme

2016/17 
820

2020/21 
860

2011/12 
552

2015/16 
746

2019/20 
850

2013/14 
652

2017/18 
815

Saving paramedicine students – 
so they can save us

A COVID story about responding quickly:

The Paramedicine Accreditation Committee had 
planned to begin its first accreditation assessment 
schedule in mid-2020. Then came COVID and its 
resulting disruption. The committee decided to delay 
the start to assessing programs and to cancel its 
routine annual monitoring. 

But how could education providers ensure the 
committee that final-year students would be ready 
to graduate at the end of 2020 having attained the 
necessary professional capabilities required to be 
eligible for registration with the National Board? 

Working with education providers, the committee 
started contingency planning and initiated special 
COVID monitoring. 

Education providers moved the theoretical 
components online. For the practical components, 
they held extended summer schools to ensure 
students could have the necessary time on clinical 
placements, and slightly delayed some graduations 
to the end of December or January to enable 
students to qualify.

Education providers worked closely with 
jurisdictional ambulance services to adapt clinical 
placement blocks. Some placements were more 
intensive than usual, but students got the time 
allocation they needed to complete the placement 
requirements. 

Dr Paul Simpson, the Chair of the Australasian 
Council of Paramedicine Deans, the national 
collaboration that brings together the 17 universities 
offering paramedicine programs, said: ‘It was 
an extraordinary example of collaboration and 
cooperation between stakeholders and of being 
steadfast in our commitment to ensure the best 
outcomes both for our students and for the public in 
the newest regulated profession.’
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Registration supports access to safe 
healthcare

Registration
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In Australia, you have to be registered to use a protected title in any of 
the 16 regulated health professions

Registration snapshot

There are more than 825,000 registered 
health practitioners in Australia

• Including practitioners on the pandemic 
response sub-register, the number of registered 
health practitioners grew by 3.0% this year, to 
825,720.

• Without the inclusion of the practitioners on the 
pandemic response sub-register, the number of 
health practitioners grew by 4.2% this year to 
801,750.

• The pandemic response sub-register was 
extended for some professions for a further 12 
months to help with the COVID-19 vaccination 
program.

• 97.6% hold some form of practising registration.

• 84,706 practitioners hold specialist registration 
in an approved specialty.

• 24,036 practitioners hold endorsement to 
extend their scope of practice in a particular 
area because of an additional qualification.

You can check our national online register 
of practitioners to see if someone is 
registered and if there are any special 
requirements on their registration

Pandemic sub-register
The pandemic response sub-register was set up 
last year to fast track the return to the workforce of 
experienced and qualified health practitioners to help 
in the response to the COVID-19 pandemic. It was 
intended to remain in place for 12 months. In early April 
2021, at the request of Health Ministers, National Boards 
agreed that medical practitioners, nurses, midwives, 
pharmacists and Aboriginal and Torres Strait Islander 
Health Practitioners would remain on the sub-register 
for up to another 12 months (to 5 April 2022) to help 
with the COVID-19 vaccination program.

The sub-register for psychologists, physiotherapists 
and diagnostic radiographers closed on 19 April 2021. 
All professions could apply for ongoing registration 
through a transition pathway before the sub-register 
closed. Practitioners who did not apply cannot practise.

There are 26,595 Aboriginal and Torres Strait Islander 
Health Practitioners, medical practitioners, midwives, 
nurses and pharmacists on the sub-register.

Figure 75. Registration numbers since the National Scheme began

2010/11 
530,115

2014/15 
637,218

2018/19 
744,437

2012/13 
592,470

4 more Boards joined 
the National Scheme

Paramedicine joined 
the National Scheme

Pandemic 
sub-register 
established

2016/17 
678,938

2020/21 
825,720

2011/12 
548,528

2015/16 
657,621

2019/20 
801,659

2013/14 
619,509

2017/18 
702,741
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Table 4. Registered health practitioners (including pandemic sub-register), 30 June

Profession  ACT  NSW  NT  QLD  SA  TAS  VIC  WA
No 

PPP1
Total 

2020/212
Total 

2019/202

% Change 
2019/20-
2020/21

Aboriginal and 
Torres Strait 
Islander Health 
Practitioner 

1 179 205 155 87 2 35 165 829 812 2.1%

Chinese medicine 
practitioner

70 1,959 14 894 198 45 1,300 260 123 4,863 4,921 -1.2%

Chiropractor 69 1,945 27 943 381 69 1,577 758 199 5,968 5,777 3.3%
Dental practitioner 453 7,420 157 5,123 2,085 399 5,900 2,850 597 24,984 24,406 2.4%
Medical 
practitioner

2,444 38,874 1,482 26,178 9,089 2,822 31,974 13,109 3,094 129,066 125,641 2.7%

Medical radiation 
practitioner 

306 5,931 134 3,712 1,396 360 4,257 1,500 248 17,844 18,243 -2.2%

Midwife 218 1,677 104 1,540 819 69 1,650 518 190 6,785 6,309 7.5%
Nurse 7,246 115,353 4,763 88,544 36,041 10,480 113,366 41,830 11,635 429,258 415,433 3.3%
Nurse and midwife3 512 8,123 518 6,079 1,932 671 8,100 3,054 259 29,248 29,736 -1.6%
Occupational 
therapist 

427 7,015 209 5,159 1,998 365 6,611 3,489 359 25,632 23,997 6.8%

Optometrist 110 2,064 33 1,264 399 115 1,671 477 155 6,288 6,043 4.1%
Osteopath 47 632 6 271 45 53 1,779 66 52 2,951 2,753 7.2%
Paramedic 336 5,525 200 5,526 1,403 607 6,181 1,399 315 21,492 19,838 8.3%
Pharmacist 714 10,509 285 7,034 2,473 891 9,047 3,764 545 35,262 34,512 2.2%
Physiotherapist 769 11,009 214 7,265 2,928 596 9,268 4,305 1,296 37,650 37,113 1.4%
Podiatrist4 76 1,631 30 999 534 119 1,818 512 64 5,783 5,608 3.1%
Psychologist 1,097 13,541 272 7,593 2,022 727 11,600 4,355 610 41,817 40,517 3.2%
Total 2020/21 14,895 233,387 8,653 168,279 63,830 18,390 216,134 82,411 19,741 825,720

3.0%
Total 2019/20 14,209 227,530 8,445 161,813 62,047 17,540 210,730 79,568 19,777 801,659

1. No principal place of practice: includes practitioners with an overseas or unknown address.
2. Include practitioners registered on the temporary pandemic sub-register.
3. Registrants who hold dual registration as both a nurse and a midwife.
4. Throughout this report, the term ‘podiatrist’ refers to both podiatrists and podiatric surgeons unless otherwise specified.

Table 4A. Registered health practitioners (excluding pandemic sub-register), 30 June

Profession  ACT  NSW  NT  QLD  SA  TAS  VIC  WA
No 

PPP1
Total 

2020/21
Total 

2019/20

% Change 
2019/20-
2020/21

Aboriginal and Torres 
Strait Islander Health 
Practitioner 

1 174 202 152 86 2 34 156 807 791 2.0%

Chinese medicine 
practitioner

70 1,959 14 894 198 45 1,300 260 123 4,863 4,921 -1.2%

Chiropractor 69 1,945 27 943 381 69 1,577 758 199 5,968 5,777 3.3%
Dental practitioner 453 7,420 157 5,123 2,085 399 5,900 2,850 597 24,984 24,406 2.4%
Medical practitioner 2,383 37,949 1,457 25,530 8,843 2,747 31,244 12,685 3,077 125,915 122,249 3.0%
Medical radiation 
practitioner 

306 5,931 134 3,711 1,396 360 4,257 1,500 248 17,843 17,134 4.1%

Midwife 215 1,632 99 1,515 794 66 1,601 494 188 6,604 6,193 6.6%
Nurse 6,997 110,898 4,621 85,176 34,390 10,064 109,266 40,018 11,617 413,047 396,454 4.2%
Nurse and midwife 460 7,306 479 5,521 1,685 613 7,496 2,805 255 26,620 26,881 -1.0%
Occupational 
therapist 

427 7,015 209 5,159 1,998 365 6,611 3,489 359 25,632 23,997 6.8%

Optometrist 110 2,064 33 1,264 399 115 1,671 477 155 6,288 6,043 4.1%
Osteopath 47 632 6 271 45 53 1,779 66 52 2,951 2,753 7.2%
Paramedic 336 5,525 200 5,526 1,403 607 6,181 1,399 315 21,492 19,838 8.3%
Pharmacist 680 9,923 275 6,643 2,351 849 8,650 3,585 542 33,498 32,559 2.9%
Physiotherapist 769 11,009 214 7,263 2,926 596 9,266 4,304 1,296 37,643 35,041 7.4%
Podiatrist 76 1,631 30 999 534 119 1,818 512 64 5,783 5,608 3.1%
Psychologist 1,097 13,540 272 7,592 2,022 727 11,600 4,352 610 41,812 38,785 7.8%
Total 2020/21 14,496 226,553 8,429 163,282 61,536 17,796 210,251 79,710 19,697 801,750

4.2%
Total 2019/20 13,649 218,111 8,151 155,283 59,200 16,805 202,416 76,059 19,756 769,430

1. No principal place of practice: includes practitioners with an overseas or unknown address.
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How registration works

Figure 76. Granting general registration

Applicant applies for registration

The application is assessed against the requirements
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Does the Board grant general 
registration? 

Does the Board grant general 
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Aboriginal and Torres Strait Islander Peoples are under-represented in 
our health workforce

This is something we are 
working with others to change

• Aboriginal and/or Torres Strait Islander 
participation in the regulated health professions 
was 1.1%.

• This is well short of the 3.3% Aboriginal and 
Torres Strait Islander representation in the 
general population.

• Increasing participation in the registered 
health workforce is a goal of the Aboriginal and 
Torres Strait Islander Health and Cultural Safety 
Strategy.

• 100% of Aboriginal and Torres Strait Islander 
Health Practitioners identified as being 
Aboriginal and/or Torres Strait Islander. It is a 
requirement for registration in that profession.

• Paramedicine had the second highest 
representation with 1.7% of their workforce 
identifying as Aboriginal and/or Torres Strait 
Islander.

• Midwifery (including dual-registered midwives 
and nurses) was next with 1.4%, closely followed 
by nursing (including dual-registered) with 1.3%.

In the graduate customer experience survey 
we asked how can we improve the process for 
Aboriginal and Torres Strait Islander applicants.

Survey participants who identified as Aboriginal 
and/or Torres Strait Islander (2.6%) suggested:

• an Aboriginal and/or Torres Strait Islander Liaison 
Officer as an alternative contact

• additional information and support for Aboriginal 
and/or Torres Strait Islander registrants entering the 
health workforce.

Table 5. Health practitioners who identified as Aboriginal and/or Torres Strait Islander, 2015 to 2020

Profession1

Registrants
2015 % 2016 % 2017 % 2018 % 2019 % 2020 %

Aboriginal and Torres Strait Islander 
Health Practitioner2

 514 100.0%  549 100.0%  584 100.0%  647 100.0%  670 100.0%  760 100.0%

Chiropractor  17 0.3%  17 0.3%  25 0.5%  23 0.4%  23 0.4%  33 0.6%
Chinese medicine practitioner  19 0.4%  19 0.4%  15 0.3%  21 0.4%  21 0.4%  25 0.5%
Dental practitioner  73 0.3%  79 0.4%  98 0.4%  108 0.5%  121 0.5%  131 0.5%
Medical practitioner  302 0.3%  348 0.3%  399 0.4%  467 0.4%  519 0.4%  528 0.4%
Medical radiation practitioner  64 0.4%  60 0.4%  80 0.5%  95 0.6%  114 0.7%  111 0.6%
Nurse and midwife 3,428 1.0% 3,740 1.0%  4,136 1.1% 4,707 1.2% 5,094 1.3% 5,521 1.3%

Nurse (including dual registered)  3,374 0.9%  3,676 1.0% 4,053 1.1%  4,613 1.2% 4,982 1.2% 5,393 1.3%
Midwife (including dual registered)  304 0.9%  311 1.0%  336 1.0%  375 1.2%  417 1.3%  441 1.4%

Occupational therapist  76 0.4%  77 0.4%  89 0.4%  111 0.5%  137 0.6%  162 0.6%
Optometrist  16 0.3%  13 0.2%  11 0.2%  7 0.1%  12 0.2%  8 0.1%
Osteopath  16 0.8%  15 0.7%  17 0.7%  16 0.6%  18 0.7%  22 0.8%
Paramedic  287 1.6%  355 1.7%
Pharmacist  68 0.2%  73 0.2%  79 0.3%  80 0.3%  98 0.3%  93 0.3%
Physiotherapist  142 0.5%  157 0.5%  191 0.6%  213 0.7%  239 0.7%  245 0.7%
Podiatrist  30 0.7%  35 0.7%  30 0.6%  30 0.6%  38 0.7%  43 0.8%
Psychologist  167 0.5%  192 0.6%  199 0.6%  218 0.6%  246 0.7%  274 0.7%
Total of overall health workforce3 4,932 0.8% 5,374 0.8% 5,953 0.9% 6,743 1.0% 7,637 1.0% 8,311 1.1%

Source: National Health Workforce Data Set (NHWDS) medical practitioners, nursing and midwifery, allied health, 2015–20
1. Practitioners who identified themselves as being born in Australia and Aboriginal and/or Torres Strait Islander in a workforce 

survey conducted at renewal of registration.
2. The number in Table 5 is different from Table 4 due to when the data were extracted.
3. The workforce survey has very high response rates, making it a good source of information. However, accuracy is not  

guaranteed as it is voluntary. A small number will hold dual registration and may be counted twice.
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Students are the health practitioners of the future

• 189,786 students were studying to be health 
practitioners through an approved program of 
study or clinical training program

All National Boards, except the Psychology Board, 
register students. Psychology students receive 
provisional registration. The student register isn’t public.

Education providers supply 
student information so students 
can be registered

Table 6. Registered students

Students by profession1
Approved program of study2 students 

by expected completion date
Clinical training3 students by 

expected completion date
Total 

2020/214
Total 

2019/20
Aboriginal and Torres Strait 
Islander Health Practice

529 56 585 548

Chinese medicine 1,528 1,528 1,556 
Chiropractic 2,294 28 2,294 2,147
Dental 4,531 4,531 4,416
Medical 20,891 51 20,942 22,415
Medical radiation practice 4,849 343 5,192 5,670
Midwifery5 4,129 4,129 4,135
Nursing5 109,396 635 110,031 111,746
Occupational therapy 10,141 10,141 9,843
Optometry 1,747 9 1,756 1,746
Osteopathy 1,481 1,481 1,885
Paramedicine5 8,454 8,454 9,026
Pharmacy 7,298 7,298 7,147
Physiotherapy 9,883 261 10,144 10,167
Podiatry 1,280 1,280 1,353
Total 2020/21 188,431 1,383 189,7866

Total 2019/20 192,084 1,716 193,8006

1. Students reported as enrolled in an approved program of study/clinical training program (accurate at 1 July 2021 and does not 
account for fluctuations throughout 2020/21). This may include ongoing students or students with a completion date falling 
within the period. These data reflect the information received from education providers, and as such have limitations if being used 
as a comprehensive, comparative or planning tool.

2. Refers to those students enrolled in a course approved by a National Board and that leads to a qualification for registration. 
3. Defined as any form of clinical experience that does not form part of an approved program of study.
4. Due to ongoing improvements in validation and reporting, these data should not be objectively compared to previous years.
5. To avoid double-counting, 3,665 students who were studying an approved double degree involving more than one profession 

(nursing/midwifery and nursing/paramedicine) have only been assigned to a single profession (nursing [2,005]/midwifery [202] 
and nursing [1,458]/paramedicine [0]).

6. Data have been adjusted to remove duplicate students who meet the 100% match criteria, based on full name, date of birth, 
education provider, email address and program of study name.
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Over 84,000 people applied to 
be registered this year

All applications
• Ahpra received 84,607 applications for 

registration
 − this is an increase of 3.9% from last year.

• 91.7% (77,566 applicants) sought practising 
registration.

• Applications for registration as a specialist in 
the medical profession increased by 116.7% 
from 4,122 to 8,931 applications as a result of 
changes to the Health Insurance Act 1973.

• We finalised 84,232 applications
 − Of these, 2.3% resulted in conditions being 

placed or a refusal of registration.
 − There was an 87.0% reduction in the 

refusals of registration (353 this year 
compared to 2,713 last year) as only 
229 nurses were refused registration 
compared to 2,579 nurses last year. This 
decrease was expected and likely due to 
the new registration application process 
for internationally qualified nurses, which 
enables an initial self-assessment before 
lodging an application. 

• The time to decide the outcome of an 
application for registration was reduced:

 − median time of 2 days (4 days in 2019/20)
 − average of 17 days (19 days in 2019/20).

Figure 76 (page 52) shows how we decide an 
application for general registration.

Specialist registration of GPs
• We experienced a significant short-term increase 

in medical specialist applications from general 
practitioners (GPs) because of Commonwealth 
Government changes to the Health Insurance Act 
1973. 

• From 16 June 2021, Services Australia started using 
Ahpra’s Register of practitioners to confirm GP 
specialist registration, required so their patients 
were eligible to retain access to Medicare rebates. 

• We identified approximately 3,400 GPs as likely 
to be qualified for specialist registration because 
they were qualified for Fellowship of the Royal 
Australian College of General Practitioners (FRACGP) 
or Fellowship of the Australian College of Rural and 
Remote Medicine (FACRRM) but had never applied 
for specialist registration. 

• This led to a surge in specialist applications. At 24 
June, 99.3% of the affected GPs had applied for and 
were granted specialist GP registration. On average, 
applications were finalised in two days from receipt.

1 Candidates who have sat and passed the National Council Licensure Examination - Registered Nurse (NCLEX-RN) in the past 10 
years are not required to re-sit the exam.

Arrivals of overseas graduates
The number of new registration applications received 
from overseas qualified applicants was affected by the 
Australian border closures. It continues to be difficult 
for applicants to travel to Australia, so the number of 
overseas applicants with in-principle approval who are 
waiting to travel to Australia to finalise proof of identity 
requirements continues to be higher than before the 
pandemic.

We received 2,531 applications from international 
medical graduates (IMGs), 22.6% fewer than the 3,271 
applications received last year. 

The number of requests from IMGs currently working 
in Australia, with limited or provisional registration, to 
change their employment circumstances has dropped 
by 11.9%. A request for a change in circumstances is 
typically made when an IMG with limited or provisional 
registration seeks a change to their approved 
employment and/or supervision arrangements. A 
streamlined process enables eligible IMGs with limited 
or provisional registration to be redeployed without 
a formal application to the Medical Board of Australia. 
This measure continues to facilitate IMGs being quickly 
available to work where the Australian health system 
needs them.

Some applicants sit an exam

Internationally qualified nurses and 
midwives
From March 2020, internationally qualified nurses and 
midwives (IQNMs) who wish to apply for registration in 
Australia are required to complete an online assessment 
of their qualifications. Those who hold qualification/s 
that are substantially equivalent or based on similar 
competencies to an Australian graduate (and who meet 
the mandatory registration standards) progress to an 
application for registration.

IQNMs who hold relevant but not equivalent 
qualification/s must successfully complete an 
outcomes-based assessment before being eligible to 
apply. These IQNMs complete two exams: 
• a multiple-choice question examination (MCQ ) 

(knowledge test) 
• an objective structured clinical examination (OSCE) 

(behavioural test). 

The MCQ examinations are:
• enrolled nurse (EN) - a paper-based exam 

coordinated by Ahpra that is yet to be delivered 
• registered nurse (RN) - an online exam, the National 

Council of State Boards of Nursing (NCSBN) National 
Council Licensure Examination - Registered Nurse 
(NCLEX-RN)1 conducted at Pearson VUE testing 
centres in more than 20 countries including Australia 
- 1,799 candidates sat the exam 

• midwife - an online exam conducted at Aspeq 
managed facilities in Australia, New Zealand and 
internationally - 16 candidates sat the exam. 
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The OSCEs for IQNMs are coordinated by Ahpra at 
Adelaide Health Simulation. A total of 109 internationally 
qualified registered nurses participated in the RN OSCE 
offered in February, April and June. The EN OSCE and a 
midwife OSCE are yet to be delivered. 

The delivery of all these exams has, to varying extents, 
been affected by restrictions related to the COVID-19 
pandemic. 

Pharmacy, psychology and medical 
radiation practice exams
Ahpra coordinated the following exams:
• 1,873 pharmacy interns were assessed in the oral 

examination (practice) in October, February and 
June. Victorian candidates sat the exam online in 
October 2020. NT candidates sat the exam online 
throughout 2020/21 as examiners have not been 
able to travel due to COVID-19.

• 67 oral exams were held for pharmacy practitioners 
holding limited or general registration with 
conditions on their registration requiring the 
completion of an examination in practice, or in law 
and ethics. These exams were offered monthly.

• 927 candidates sat the quarterly national 
psychology examination. These exams were offered 
by dual delivery, meaning candidates could choose 
to sit the exam in a test centre (where available) or 
by online supervision.

• 54 candidates sat the quarterly national medical 
radiation practice examination. The exams were 
offered by dual delivery, meaning candidates could 
choose to sit the exam in a test centre (where 
available) or by online supervision.

New graduate applications
• 41,548 applications were from new graduates, 

including nearly 23,300 nursing applications.
• We received 31,577 applications for registration 

(an 8.6% increase from the previous year) during 
mid-September to March, the peak registration 
period for new graduates. On average the: 

 − time taken to decide the outcome of a 
graduate application reduced to 9 days 
(down from 10 days) on receipt of a 
graduate list from education providers 
confirming qualification

 − time to finalise a graduate application from 
receipt was 52 days (up from 42 days last 
year). This increase was related to opening 
the application period earlier than last 
year. We can only complete applications 
on receipt of graduate lists from education 
providers, so we held applications for 
longer. 

An early start to the new graduate 
campaign
The graduate campaign opened two weeks earlier 
(in mid-September) in response to advice from 
stakeholders that clinical placements for some students 
may be delayed due to COVID-19, which in turn could 
affect graduation dates and potentially employment 
start dates. 

By opening the graduate campaign early,  
our aim was to:
• more evenly spread out the applications received 

in the peak registration period for new graduates 
qualifying at the end of the calendar year

• still meet our goal of registering graduates within 
two weeks of receiving their graduate results

• get health practitioners registered (and into the 
health workforce) earlier and in greater numbers 
than in previous years.

Our early preparations focused on recruiting and 
training new staff and supporting students with new 
resources, including an animated video to help them 
complete their applications correctly. 

Targeted communication strategies also included:
• a direct email campaign to nursing, medicine and 

pharmacy students asking them to apply early
• a series of webinars for nursing and pharmacy 

students
• some frequently asked questions and answers 

published on the website. 

The webinars were well attended with registrations 
for the nursing webinars reaching the 1,000-maximum 
capacity. The webinars were then published on our 
website.

We successfully conducted our second ‘applicant 
experience’ survey of graduates with 27,275 registrants 
invited to participate in the voluntary survey and 
we achieved an improved response rate of 22.4% 
(compared to 15.8% last year). Overall the feedback was 
positive, with almost 80% of respondents satisfied with 
how their application was managed.

Most respondents commented favourably on the 
timeliness of their assessment, felt they were generally 
well informed about their application status, had 
positive interactions with our Customer Service team 
and found the online form, process and website easy to 
understand.
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Before starting a career as a 
registered health practitioner an 
applicant must provide evidence that 
they are eligible to be registered, and 
registration must be granted

One of our checks is of criminal history

• 69,571 results received from domestic and 
international criminal history checks of 
practitioners and/or applicants

 − this decrease of 10.4% was likely due to 
reduced applications from internationally 
qualified practitioners linked to COVID-19, 
specialist registration applications from 
GPs, and other registration changes where 
a check is not required.

• 3.9% indicated a disclosable court outcome
 − three cases where the check resulted in 

registration being granted with conditions
 − two cases where the check resulted in 

refusal to grant registration
 − one case where the check resulted in a 

refusal to renew registration.

Table 7. Criminal history checks and disclosable 
court outcomes

State/
territory

2020/21 2019/20
Number of 

criminal 
history 
checks1

Number of 
disclosable 

court 
outcomes

Number of 
criminal 
history 
checks1

Number of 
disclosable 

court 
outcomes

ACT 1,504 37 1,345 41
NSW 18,584 680 20,559 851
NT 695 44 836 43
QLD 13,221 521 13,736 632
SA 5,414 260 5,511 287
TAS2 1,424 300 1,344 330
VIC 17,369 461 19,526 493
WA 6,943 401 7,194 414
No PPP3 4,417 19 7,626 40
Total 20/21 69,571 2,723
Total 19/20 77,677 3,131

1. Includes both domestic and international criminal history 
checks.

2. The National Law requires that all criminal history be 
released. In Tasmania, police include traffic offences such 
as speeding and seatbelt use in their definition of ‘criminal 
history’, while other states do not.

3. No principal place of practice: includes practitioners with an 
overseas or unknown address.

Only practitioners who are suitably trained and qualified to practise in 
a competent manner are registered 

National Boards can place conditions on a practitioner’s registration or refuse an application entirely.

Table 8. Applications finalised, by profession and outcome

Profession Register
Register with 

conditions
Refuse 

application1 Withdrawn2
Total 

2020/21
Total 

2019/20
Aboriginal and Torres Strait Islander 
Health Practitioner

122 23 145 238

Chinese medicine practitioner 354 30 8 102 494 609
Chiropractor 401 6 3 18 428 452
Dental practitioner 1,542 31 15 82 1,670 1,716
Medical practitioner 20,699 267 37 773 21,776 17,514
Medical radiation practitioner 1,371 41 9 97 1,518 1,621
Midwife 1,781 20 7 213 2,021 2,055
Nurse 33,216 800 229 2,361 36,606 38,272
Occupational therapist 2,398 87 1 54 2,540 2,577
Optometrist 385 2 1 15 403 403
Osteopath 304 5 5 314 330
Paramedic 2,371 117 15 148 2,651 3,482
Pharmacist 3,266 49 4 106 3,425 3,588
Physiotherapist 3,246 28 10 156 3,440 3,514
Podiatrist 358 7 3 21 389 464
Psychologist 6,137 65 11 199 6,412 5,685
Total 2020/21 77,951 1,555 353 4,373 84,232
Total 2019/20 73,541 1,574 2,713 4,692 82,520

1. If an applicant can’t demonstrate that they meet the eligibility, suitability and/or qualification requirements their application will 
be refused.

2. When an applicant withdraws their application for registration before a final decision is made.
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Caught out!

A registration officer's keen eye pays off:

An overseas-qualified dental practitioner applied 
for general registration with the Dental Board 
of Australia. They provided the required and 
independently certified documentation from the 
Australian Dental Council (ADC) stating that they 
had successfully completed the required written and 
clinical exam. 

Something about the certificate didn’t look right to 
the registration officer who assessed the application.

First, they checked ADC’s portal, but couldn’t find 
the applicant’s name. Documentation was being 
submitted electronically due to COVID-19, so they 
couldn’t view physical documentation. 

Next, they asked the ADC whether their website was 
fully operational and up to date. It was.

They then elevated the matter within their team and 
a formal letter was prepared for the ADC. In response, 
the ADC categorically stated that they had not issued 
the documentation. Subsequent enquiries established 
that the applicant had previously sat their written 
exam but had failed the clinical component. A valid 
certificate had been obtained, copied and altered 
with intent to deceive.

The application for registration was refused and 
Ahpra referred the matter to the police. The applicant 
was charged on summons for making a false or 
misleading statement for authority/benefit and 
sentenced in the court to an 18-month Community 
Correction Order.

The Registration Committee considered it important 
that the refusal of registration was on the record, not 
just that the application was withdrawn. In its refusal, 
the committee referred to the deception and stated 
that the applicant was not a fit and proper person to 
hold registration.
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Health practitioners apply to renew their registration yearly

1 This was incorrectly reported in last year's report as 693,751 practitioners, as we inadvertently missed including paramedics in 
the total. With paramedics, 713,402 practitioners renewed their registration in 2019/20.

Practitioners are required 
to make declarations and 
disclosures when applying to 
renew their registration

Renewals

• Ahpra renewed registration for 738,659 
practitioners.1

• 99.6% of all eligible practitioners renewed 
online.

Changes to renewals
• We updated the online renewal information and 

the renewal questions on the online form to help 
practitioners better understand what they need to 
do to renew their registration. 

• For the first time, we asked practitioners to make a 
declaration about their compliance with advertising 
requirements. 

• A new risk-assessment model is proving to be very 
successful in identifying risk early and in timely 
decision-making about declarations made by 
practitioners when renewing.

• For the first time, health practitioners in all 
professions did not receive a paper registration 
certificate at renewal. Instead all registered 
practitioners can print a registration certificate 
from their online services account after they have 
renewed. 

A service for employers to check 
registration
• 136 government departments, public and private 

hospitals, healthcare businesses, pharmaceutical 
companies, medical insurers, and nursing and 
aged care agencies subscribed to the Practitioner 
Information Exchange (PIE), a secure web-based 
system that enables bulk checking of registration 
status.

Financial hardship support
• In June, we introduced the Policy – financial 

hardship for payment of registration fee for all 
professions. 

• People are considered to be experiencing financial 
hardship when they are unable to provide for 
themselves, their family or other dependants: food, 
accommodation, clothing, medical treatment, 
education, and/or other basic necessities.

• Applicants and practitioners can apply for financial 
hardship support before applying for registration or 
renewal of registration. This doesn’t apply to recent 
graduates for Chinese medicine, medical, nursing 
or midwifery because a reduced application or 
registration fee already applies.

• The policy balances both the needs of people who 
are keen, but not able, to easily register or renew so 
they can be part of Australia’s health workforce, and 
that the scheme is funded through practitioner fees. 

Online upload service to continue
Ahpra offices have remained closed to the 
public due to ongoing public health restrictions. 
Applicants and registered health practitioners 
continue to submit applications and other forms 
online, along with supporting documents. This 
process has significantly reduced hardcopy 
submissions and enables practitioners to join the 
healthcare workforce sooner by reducing the time 
required to mail and process information, so we will 
continue with this approach.
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Christmas is our busiest time of the year

Bernie Thomson, National Manager - Registration 
(Express) explains:

At the end of each year, applications for registration 
from new graduates flood in. It’s a busy time for the 
registration team with over 30,000 applications to be 
assessed in as short a time as possible. 

Applicants are anxious, some impatient. Employers 
are waiting. We rely on 130 educational institutions 
to provide evidence of qualifications. The Boards 
are wanting things to go smoothly for their new 
registrants. There are a lot of eyes on us. And lots of 
people wanting their application prioritised!

Each application is assessed and, while it’s unusual 
for someone not to gain registration, we often need to 
follow up with applicants who don’t always provide 
enough information, or the right sort.

This happens a lot with evidence of identity. Either 
applicants don’t provide all the evidence, or the 
evidence is expired (like an old passport), or they 
don’t get their ID certified correctly.

We also obtain a national criminal history check. If an 
applicant has lived overseas as an adult, we do an 
international criminal history check. If an applicant 
has a criminal record, the Board may need to review 
it. Sometimes it’s not relevant to the applicant’s 
ability to practise; other times the Board may place 
conditions on an applicant’s registration.

All professions have an English language evidence 
requirement, and we need to check we have been 
provided with sufficient and accurate evidence. 

We employ extra staff and train them to focus on 
these applications. We closely monitor the number 
of incoming applications to ensure we have them 
assessed as quickly as possible.

In 2020, we received 7,441 graduate lists from 
education institutions providing student results that 
we then matched to graduate applications. It’s a 
major coordination task and a sustained effort.
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Ahpra audits practitioners to check that they comply with registration 
standards – the overwhelming majority do

Audits

• The timing of audits was affected by COVID-19. 
We completed 1,055 audits. 

• 97.9% of practitioners were found to be in full 
compliance with the registration standards 
being audited.

• 0.1% of practitioners did not quite meet the 
registration standard, but were able to provide 
evidence of achieving full compliance during 
the audit period.

• 0.9% of practitioners required no audit action
 − 0.8% changed their registration type 

to non-practising or failed to renew 
their registration; usually these were 
practitioners residing overseas, and those 
no longer practising but maintaining 
registration

 − 0.1% were referred to a co-regulatory 
jurisdiction to manage.

• 1.0% were found to be non-compliant with one 
or more standards.

The standards that may be audited are:
• continuing professional development
• recency of practice
• professional indemnity insurance arrangements
• criminal history.

Figure 77. Audit outcomes

  97.9% compliant

  0.1% compliant 
(education)

  1.0% non-compliant

  0.9% no audit action 
required by the National 
Board

Challenging a Board 
decision about registration

One applicant's successful outcome:

When Laura applied for registration as a nurse 
after being out of practice for just over 10 years, her 
case for re-entry into the profession, without some 
formal retraining, was considered borderline as 
she hadn’t worked as a nurse for a long time. The 
Board refused to grant her re-entry with supervised 
practice. Instead they preferred she take a re-entry 
pathway that involved a six-month period of study 
and structured learning.

Where an applicant has worked outside the 
profession in a role where they may have exercised 
skill and judgement relevant to the profession, 
they are asked to demonstrate that by completing 
a mapping tool that compares that work to the 
relevant domains of practice. The Board also 
considers previous experience and postgraduate 
education. When a Board makes a proposal 
to refuse registration or impose conditions, the 
applicant is given an opportunity to provide further 
evidence in an effort to convince the Board to make 
a different decision in a show cause process.

Laura was very disappointed, and she sought 
to understand better what additional evidence 
could be presented to the Board. While she had 
substantial previous experience working as a theatre 
nurse, Laura’s mapping tool was considered to lack 
sufficient evidence. Laura discussed her application 
with her case manager in the registration team. 
She was then able to demonstrate more fully that 
her recent employment working for a surgical 
supply company involved going into theatres and 
demonstrating how to fit prosthetic equipment. She 
also had a supportive prospective employer.

The Board discussed her case at some length, 
mindful of its responsibilities to protect the public 
and provide a safe and qualified workforce.

After considering Laura’s show cause submission, 
Laura was pleased that the Board determined that 
supervised practice was the appropriate pathway 
back to general registration. And, in equally good 
news, her prospective employer is holding open 
her position as a nursing unit manager in a small 
day surgery until she completes her 450 hours of 
supervised practice.
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Notifications provide a way for anyone 
to notify a board if they have concerns 
about a practitioner's or student’s 
health, performance or conduct

Notifications
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Notifications

What we do when someone raises a concern about a health practitioner

People share their concerns about 
practitioners with us. We call this ‘making 
a notification’ and refer to the person 
who raises the concern as a ‘notifier’.

We receive more than 10,000 notifications a year. 

Notifications are a source of information about 
practitioners registered in the scheme. They help us 
identify when a practitioner might not be practising 
safely or professionally. 

They prompt us to reach out: 

• to the person who told us about the problem

• to the practitioner who they are concerned 
about.

Notifications don’t automatically mean that we will 
take regulatory action. 

There is no ‘threshold’ that needs to be met by 
someone who wants to make a notification. We see 
a significant number of notifications that, while they 
are important for the person raising the concern, 
are of a relatively less serious nature in terms of the 
need for regulatory action. 

We know that practitioners are often confused 
by this. Most practitioners assume that we can 
only accept serious cases and are often frustrated 
when we contact them to let them know we have 
received a notification. 

We have made significant changes to the way 
we handle notifications to improve the way 
most practitioners and notifiers experience their 
interactions with us when we need to discuss a 
concern with them.

Figure 78. Who makes notifications?

  50.8% patient, relative or 
member of the public

  16.0% patients via a  
health complaints  
entity

  10.6% other  
practitioners

  8.8% employers

  1.4% Boards’  
own motions

  12.5% other

Talk to us if you have a concern 
about the health, conduct or 
performance of a registered 
health practitioner

We are not a complaints resolution 
agency, so we can’t help you get a refund 
or an apology. But we can take action to 
keep future patients safe.

Figure 79. How Ahpra and the National Boards 
manage complaints about health practitioners

Receive and understand a concern  
about a practitioner 

Review information we hold about the  
practitioner, including regulatory history 

Review and consider information about the 
practitioner’s practice setting, context and 

relevant Board standards and codes

Consider whether there is any further action 
required and use regulatory powers to ensure 

action is taken

Understand any steps taken by the practitioner or 
their employer to manage any risk to the public
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Who makes notifications? 
We receive most notifications (50.8%) from 
patients, their families and friends, and other 
members of the public; this is similar to last year 
(51.6%).

We receive some notifications (19.4%) from health 
practitioners and employers.

We received 1,862 confidential and anonymous 
notifications. Confidential notifications are when we 
know the identity of the notifier and are asked not 
to disclose it. Anonymous notifications are when we 
don’t know the identity of the notifier.
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What are notifications about?
We have changed the way we report the most common 
types of concern. 

In previous years, we only reported one concern raised 
per notification, even though we may have been 
working on multiple concerns raised. This year for the 
first time, we can report 6,800 (67.0%) notifications 
received were about a single concern, 2,149 
notifications (21.2%) were about two concerns, and  
1,198 (11.8%) about three or more concerns.

Clinical care was the most common type of complaint 
received either as a single concern or one of multiple 
concerns in a notification.

Table 9. The number of concerns raised

Number of concerns raised Number of notifications
1 6,800
2 2,149
3-4 1,031
5-7 143
8-14 24

Table 10. The five most common concerns

Complaint category¹
Number of times the concern 

was raised
Clinical care 5,359
Communication 1,689
Medication 1,386
Health impairment 950
Documentation 937

1. Either as a single concern or one of multiple concerns 
received in a notification.

Over 10,000 notifications were 
made this year

• 10,147 notifications were received, which is
 − 0.9% fewer than we received in 2019/20 

(10,236)
 − 8.7% more than in 2018/19 (9,338).

• 1.6% of all registered health practitioners had 
notifications made about them, including the 
practitioners on the pandemic response sub-
register. 

• 1.7% of registered health practitioners had 
notifications made about them, excluding the 
practitioners on the pandemic response sub-
register. It was 1.7% in 2019/20 and 2018/19.

Explaining the data in our tables
While this is a national scheme, Ahpra does not manage 
all notifications made about health practitioners 
in Australia. We only manage a small number of 
notifications about NSW practitioners and only those 
referred to us in Queensland. 

In this report, we mostly report on those notifications 
received and managed by Ahpra and the National 
Boards. When we have data to include about matters 
received and managed by the HPCA in NSW and 
by OHO in Queensland, they are either provided in 
separate columns or, if incorporated, acknowledged in 
the table title.

Figure 80. Notifications received by Ahpra since the National Scheme began

2010/11 
5,297

2017/18 
7,276 

(+5.5%)2013/14 
6,811 

(+21.5%) 2015/16 
6,056 

(+24.0%)

2011/12 
4,616 

(-12.9%)

2018/19 
9,338 

(+28.3%)

2020/21 
10,147 

(-0.9%)

2014/15 
4,884 

(-28.3%)

4 more Boards joined 
the National Scheme

Paramedicine joined 
the National SchemeCommencement of OHO in Qld

2016/17 
6,898 

(+13.9%)2012/13 
5,607 

(+21.5%) Pandemic 
sub-register 
established

2019/20 
10,236 
(+9.6%)
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Figure 81. The notifications process

Preliminary assessment 
within 60 days

• Contact the notifier

• May seek a response 
from the practitioner

• Assess risk (consider 
immediate action)

Joint consideration 
with a health 
complaints entity

National 
Board 
decision

No further action

Refer matter to another entity

Conditions or requirements placed 
on public register and employer 
advised

Complete the 
notification with action

• caution

• conditions

• undertakings

Further 
enquiries 
required by 
investigation, 
health 
assessment or 
performance 
assessment

Practitioner and notifier informed and updated at least every 90 days

National 
Board 
decision

No further action
Refer matter to another entity

Refer to Performance 
and Professional 
Standards Panel

Refer to tribunal

Conditions or 
requirements placed 
on public register and 
employer advised

Complete the 
notification with action

• caution

• conditions

• undertakings

Table 11. Notifications received, by profession and state or territory

Profession

Ahpra

A
hp

ra
 

su
b

to
ta

l 
20

20
/

21

H
PC

A
4

O
H

O
5

To
ta

l 
20

20
/

21

To
ta

l 
20

19
/

20
6

ACT NSW1 NT QLD2 SA TAS VIC WA
No 

PPP3

Aboriginal and Torres Strait 
Islander Health Practitioner

 3  1  4  1 9  1 10 10

Chinese medicine practitioner  3  2  10  13  2  3 33  23  8 64 75
Chiropractor  4  1  1  26  7  1  31  24  4 99  55  32 186 162
Dental practitioner  23  2  12  217  57  12  283  75  29 710  438  202 1,350 1,375
Medical practitioner  164  70  63  1,422  552  141 2,203  624  277 5,516  3,022  1,260 9,798 9,477
Medical radiation practitioner  2  7  3  1  14  2  11 40  14  1 55 47
Midwife  5  2  1  25  12  4  28  21  13 111  55  17 183 140
Nurse  28  13  48  561  290 104  564  262  210 2,080  819  384 3,283 2,822
Occupational therapist  2  15  13  2  37  8  2 79  45  11 135 97
Optometrist  8  10  9  7  4 38  11  6 55 67
Osteopath  1  3  17  1 22  9  4 35 37
Paramedic  2  1  3  62  22  7  34  19  17 167  74  49 290 192
Pharmacist  11  6  2  70  30  12  132  50  92 405  463  57 925 928
Physiotherapist  2  3  31  21  3  55  20  5 140  82  28 250 211
Podiatrist  4  2  12  4  1  11  8  1 43  24  12 79 82
Psychologist  26  13  9  160  75  18  245  84  25 655  356  137 1,148 1,136
Total 2020/21 273 117 144 2,630 1,096 306 3,676 1,210 695 10,147 5,491 2,208 17,846
Total 2019/20 227 220 151 2,644 930 283 4,178 1,221 382 10,236 5,050 1,572 16,858

1. Matters managed by Ahpra where the conduct occurred outside NSW.
2. Matters referred by the Office of the Health Ombudsman (OHO) to Ahpra and the National Boards, where the practitioner's 

principal place of practice is in Qld.
3. No principal place of practice: includes practitioners with an overseas or unknown address.
4. Matters received and managed by the Health Professional Councils Authority (HPCA) in NSW.
5. Matters received and managed by OHO in Qld.
6. Includes matters managed by the HPCA and OHO.
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Table 12. Number of practitioners with notifications (includes HPCA and OHO)

Profession1 ACT NSW2 NT QLD3 SA TAS VIC WA
No 

PPP4
Total 

2020/215
Total 

2019/205

Aboriginal and Torres Strait 
Islander Health Practitioner

1 3 1 1 3  9  6 

Chinese medicine practitioner 3 17 12 15 2  49  66 
Chiropractor 2 49 1 33 7 1 28 18 1  140  137 
Dental practitioner 20 357 7 284 48 11 237 67 4  1,035  1,010 
Medical practitioner 129 2,320 47 1,962 477 131 1,750 544 19  7,379  7,254 
Medical radiation practitioner 12 11 2 1 11 2  39  35 
Midwife6 5 43 2 23 11 3 27 20 1  135  122 
Nurse7 30 664 53 639 256 95 505 237 4  2,483  2,266 
Occupational therapist 41 2 25 11 2 34 9  124  81 
Optometrist 1 6 11 10 11 5  44  55 
Osteopath 1 9 4 16 0  30  29 
Paramedic 2 59 3 74 22 6 30 19  215  152 
Pharmacist 14 304 89 32 11 140 44  634  649 
Physiotherapist 2 68 42 19 4 46 20  201  176 
Podiatrist 2 21 17 5 1 10 7  63  73 
Psychologist 20 289 8 226 69 14 211 66  903  895 
Total 2020/21  231  4,260  126  3,453  970  280  3,071  1,063  29  13,483 
Total 2019/20  199  3,958  127  3,522  857  250  3,028  1,034  31  13,006 

1. Registrants whose profession has been identified and whose principal place of practice (PPP) is an Australian state or territory. 
Registrants whose PPP is not in Australia are represented in the ‘No PPP’ section.

2. Includes matters managed by the HPCA, as well as notifications managed by Ahpra about a practitioner with a PPP in NSW.
3. Includes matters managed by OHO, as well as those referred to Ahpra by OHO about a practitioner with a PPP in Qld.
4. No principal place of practice: includes practitioners with an overseas or unknown address.
5. Includes practitioners with notifications managed by the HPCA and OHO.
6. Includes registrants with midwifery or with nursing and midwifery registration.
7. Includes registrants with nursing registration or with nursing and midwifery registration.

Table 13. Percentage of all registered health practitioners with notifications  
(including pandemic sub-register and HPCA and OHO)

Profession1 ACT NSW2 NT QLD3 SA TAS VIC WA
No 

PPP4
Total 

2020/21⁵
Total 

2019/20⁵
Aboriginal and Torres Strait 
Islander Health Practitioner

0.6% 1.5% 0.6% 1.1% 1.8% 1.1% 0.7%

Chinese medicine practitioner 4.3% 0.9% 1.3% 1.2% 0.8% 1.0% 1.3%
Chiropractor 2.9% 2.5% 3.7% 3.5% 1.8% 1.4% 1.8% 2.4% 0.5% 2.3% 2.4%
Dental practitioner 4.4% 4.8% 4.5% 5.5% 2.3% 2.8% 4.0% 2.4% 0.7% 4.1% 4.1%
Medical practitioner 5.3% 6.0% 3.2% 7.5% 5.2% 4.6% 5.5% 4.1% 0.6% 5.7% 5.8%
Medical radiation practitioner 0.2% 0.3% 0.1% 0.3% 0.3% 0.1% 0.2% 0.2%
Midwife6 0.7% 0.4% 0.3% 0.3% 0.4% 0.4% 0.3% 0.6% 0.2% 0.4% 0.3%
Nurse7 0.4% 0.5% 1.0% 0.7% 0.7% 0.9% 0.4% 0.5% 0.0% 0.5% 0.5%
Occupational therapist 0.6% 1.0% 0.5% 0.6% 0.5% 0.5% 0.3% 0.5% 0.3%
Optometrist 0.9% 0.3% 0.9% 2.5% 0.7% 1.0% 0.7% 0.9%
Osteopath 2.1% 1.4% 1.5% 0.9% 1.0% 1.1%
Paramedic 0.6% 1.1% 1.5% 1.3% 1.6% 1.0% 0.5% 1.4% 1.0% 0.8%
Pharmacist 2.0% 2.9% 1.3% 1.3% 1.2% 1.5% 1.2% 1.8% 1.9%
Physiotherapist 0.3% 0.6% 0.6% 0.6% 0.7% 0.5% 0.5% 0.5% 0.5%
Podiatrist 2.6% 1.3% 1.7% 0.9% 0.8% 0.6% 1.4% 1.1% 1.3%
Psychologist 1.8% 2.1% 2.9% 3.0% 3.4% 1.9% 1.8% 1.5% 2.2% 2.2%
Total 2020/21 1.6% 1.8% 1.5% 2.1% 1.5% 1.5% 1.4% 1.3% 0.1% 1.6%
Total 2019/20 1.4% 1.7% 1.5% 2.2% 1.4% 1.4% 1.4% 1.3% 0.2% 1.6%

1. Registrants whose profession has been identified and whose principal place of practice (PPP) is an Australian state or territory. 
Registrants whose PPP is not in Australia are represented in the ‘No PPP’ section.

2. Includes matters managed by the HPCA, as well as notifications managed by Ahpra about a practitioner with a PPP in NSW.
3. Includes matters managed by OHO, as well as those referred to Ahpra by OHO about a practitioner with a PPP in Qld.
4. No principal place of practice: includes practitioners with an overseas or unknown address.
5. Includes practitioners with notifications managed by the HPCA and OHO. 
6. Includes registrants with midwifery or with nursing and midwifery registration.
7. Includes registrants with nursing registration or with nursing and midwifery registration.
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Table 13A. Percentage of registered health practitioners with notifications  
(excluding pandemic sub-register, including HPCA and OHO)

Profession1 ACT NSW2 NT QLD3 SA TAS VIC WA
No 

PPP4
Total 

2020/21⁵
Total 

2019/20⁵
Aboriginal and Torres Strait 
Islander Health Practitioner

0.6% 1.5% 0.7% 1.2% 1.9% 1.1% 0.8%

Chinese medicine practitioner 4.3% 0.9% 1.3% 1.2% 0.8% 1.0% 1.3%
Chiropractor 2.9% 2.5% 3.7% 3.5% 1.8% 1.4% 1.8% 2.4% 0.5% 2.3% 2.4%
Dental practitioner 4.4% 4.8% 4.5% 5.5% 2.3% 2.8% 4.0% 2.4% 0.7% 4.1% 4.1%
Medical practitioner 5.4% 6.1% 3.2% 7.7% 5.4% 4.8% 5.6% 4.3% 0.6% 5.9% 5.9%
Medical radiation practitioner 0.2% 0.3% 0.1% 0.3% 0.3% 0.1% 0.2% 0.2%
Midwife6 0.7% 0.5% 0.3% 0.3% 0.4% 0.4% 0.3% 0.6% 0.2% 0.4% 0.4%
Nurse7 0.4% 0.6% 1.0% 0.7% 0.7% 0.9% 0.4% 0.6% 0.6% 0.5%
Occupational therapist 0.6% 1.0% 0.5% 0.6% 0.5% 0.5% 0.3% 0.5% 0.3%
Optometrist 0.9% 0.3% 0.9% 2.5% 0.7% 1.0% 0.7% 0.9%
Osteopath 2.1% 1.4% 1.5% 0.9% 1.0% 1.1%
Paramedic 0.6% 1.1% 1.5% 1.3% 1.6% 1.0% 0.5% 1.4% 1.0% 0.8%
Pharmacist 2.1% 3.1% 1.3% 1.4% 1.3% 1.6% 1.2% 1.9% 2.0%
Physiotherapist 0.3% 0.6% 0.6% 0.6% 0.7% 0.5% 0.5% 0.5% 0.5%
Podiatrist 2.6% 1.3% 1.7% 0.9% 0.8% 0.6% 1.4% 1.1% 1.3%
Psychologist 1.8% 2.1% 2.9% 3.0% 3.4% 1.9% 1.8% 1.5% 2.2% 2.3%
Total 2020/21 1.6% 1.9% 1.5% 2.1% 1.6% 1.6% 1.5% 1.3% 0.1% 1.7%
Total 2019/20 1.5% 1.8% 1.6% 2.3% 1.4% 1.5% 1.5% 1.4% 0.2% 1.7%

1. Registrants whose profession has been identified and whose principal place of practice (PPP) is an Australian state or territory. 
Registrants whose PPP is not in Australia are represented in the ‘No PPP’ section.

2. Includes matters managed by the HPCA, as well as notifications managed by Ahpra about a practitioner with a PPP in NSW.
3. Includes matters managed by OHO, as well as those referred to Ahpra by OHO about a practitioner with a PPP in Qld.
4. No principal place of practice: includes practitioners with an overseas or unknown address.
5. Includes practitioners with notifications managed by the HPCA and OHO.
6. Includes registrants with midwifery or with nursing and midwifery registration.
7. Includes registrants with nursing registration or with nursing and midwifery registration.
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Improvements in managing 
notifications

Our risk-assessment approach includes 
consideration of risk controls
The information we consider when deciding how 
to approach a practitioner who is the subject of 
a notification continues to evolve. We look at a 
practitioner’s overall regulatory history, practice 
context and setting information. For lower level 
conduct concerns and concerns about a practitioner’s 
performance, we also consider individual and 
organisational risk controls. 

Individual risk controls are put in place by practitioners. 
They can include: 
• appropriately reflecting on the cause of an issue 

that led to a notification and taking steps to reduce 
the likelihood of it occurring again

• engaging in further education that would improve 
the practitioner’s practice in the future

• working with a peer, mentor or supervisor to 
improve the way the practitioner practises.

Organisational risk controls are put in place by an 
employer or workplace. They can include supervision 
arrangements, provision of additional training, clinical 
governance systems and team-based care.

Health practitioner regulation literature and our own 
experience shows that an overwhelming proportion of 
health practitioners maintain safe, professional practice. 

Health practice has inherent risks, and most health 
practitioners constantly screen for and take steps to 
mitigate those risks.

When things go wrong, most practitioners respond in 
ways that maintain safety and professionalism.

When concerns are raised with us, it is important that 
we take into account the way a practitioner responded. 
The need for us to intervene can be reduced when 
we identify that the practitioner is implementing 
appropriate risk controls to prevent a repeat of the 
incident or experience.

The risk of harm to patients can also be significantly 
influenced by the organisation where a practitioner 
practises. We seek to identify organisational risk 
controls through our enquiries with practitioners and 
the places at which they practise. 

When there are strong individual and organisational 
risk controls in place, the need for us to take regulatory 
action about the performance of a health practitioner is 
reduced.

Engaging with notifiers
We are doing more than ever to make sure notifiers 
know their concerns are heard and contribute to safer 
practice.

When a notification is made, we aim to speak to 
notifiers quickly. We check we have understood the 
notifier’s concerns properly. We seek to understand the 
context in which the notifier’s concern arose. 

If we don’t think the notification is one that will need 
regulatory action, we try to identify other ways that the 
concern can be addressed.

We make records of every concern in case we receive 
more notifications that could indicate a pattern of 
behaviour that requires action by us, by an employer or 
by another regulator.

We provide notification outcomes in writing for all 
notifications. In addition, wherever it is possible, we 
also provide decisions and explanations over the 
phone.  If we have relied on individual or organisational 
risk controls in our decisions, we tell the notifier what 
those risk controls are. This helps us explain how the 
notification process contributes to safer professional 
services provided by practitioners.

Engaging with practitioners to support 
safe, professional practice
Our preferred method of engagement with practitioners 
who are the subject of a notification has changed. We 
made investigations into less complex performance 
concerns about practitioners less adversarial - by 
scheduling early, in-depth discussions with them.

When we are assessing whether we need to intervene 
in a practitioner’s practice, hearing firsthand reflections 
from a practitioner really helps. 

Understanding and validating the steps practitioners 
take to ensure their practice continues to be safe 
and professional has become an important role for 
our frontline staff. We’re working to ensure our team 
members have the skills and confidence to engage 
practitioners in reflective conversations focused on 
ways to ensure future practice protects the public.

Surveying notifiers and practitioners
We made significant changes to the survey questions 
for notifiers and practitioners to allow us to get 
feedback, identify issues and track improvements.

In addition to ensuring feedback was attributable to 
a specific matter (to identify our activities that were 
more often leading to poor experiences) we worked 
with the NSW Health Care Complaints Commission 
(HCCC) to benchmark experience data across our two 
organisations. We changed our survey questions to 
align with survey questions sent by the HCCC to enable 
us to compare results.

Benchmarking with another regulator helps to interpret 
results and set targets for improvement with a 
comparable organisation.
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Confidentiality safeguards for notifiers
We continued to strengthen confidentiality safeguards 
for notifiers by acting on the recommendations of the 
independent review by the National Health Practitioner 
Ombudsman (NHPO) Review of confidentiality 
safeguards for people making notifications about 
health practitioners. We requested the review after the 
conviction of a medical practitioner for the attempted 
murder of a pharmacist who raised concerns about the 
practitioner’s prescribing practices.

The review made 10 recommendations, and we 
have now implemented most of them. Of the two 
outstanding recommendations, one is waiting on a 
change to the National Law, and the other involves an IT 
system upgrade, which is scheduled for completion by 
mid-2022.

In a very small number of 
complaints we find the person 
who complained was wanting to 
do harm. Vexatious complaints 
are rare, but they can cause 
enormous damage.

Vexatious complaints 
We consulted on and published a Framework for 
identifying and dealing with vexatious notifications. The 
framework supports our identification and management 
of potentially vexatious complaints.

This resource was developed based on 
recommendations outlined in the Review of 
confidentiality safeguards for people making 
notifications about practitioners conducted by the 
NHPO. 

It builds on a research report published in 2018, 
Reducing, identifying and managing vexatious 
complaints: Summary report of a literature review 
prepared for the Australian Health Practitioner 
Regulation Agency. This research was the first 
international literature review of vexatious complaints in 
health practitioner regulation. The report found that the 
number of vexatious complaints dealt with in Australia 
and internationally is very small, representing less than 
1.0%, but concluded that these complaints have a big 
effect on everyone involved.

Sharing information with employers
We engaged with major public and private health 
services who employ health practitioners to talk about 
our joint roles in protecting the public through ensuring 
practitioners’ delivery of safe care. 

This was the start of a broader campaign to ensure 
that our role as regulator in the broader patient safety 
network is better understood and the information-
sharing provisions of the National Law are maximised. 

Assessing the risk

Matthew Hardy, Notifications National Director, 
explains:

A psychologist's client made a notification about 
the way she had been treated following her recent 
relationship breakdown. 

The concerns raised were about the practitioner’s 
communication, whether it was appropriate for the 
practitioner to contact the notifier’s former partner  
and that the practitioner had failed to tell her client 
that she had treated the client’s former partner.

The practitioner has been registered since 2001 and 
has had no previous notifications. The clinical input 
team provided information about the clinical aspects 
of the notification and we sought to understand more 
about the practitioner, how she practises and what  
the risk for other clients was.

The practitioner subsequently provided her 
version of events, accepting that the notifier 
experienced distress and, although unintended, 
the practitioner had now reflected on this. The 
practitioner acknowledged that with hindsight her 
communication was inappropriate, and provided 
evidence of education she had undergone through 
the Australian Psychological Society. 

The matter was considered by the Psychology Board 
of Australia and the Board decided that no further 
action was required. The Board was satisfied that the 
steps taken by the practitioner, including her insight, 
reflection, remorse, engagement with her supervisor 
about the matter and completion of education 
in ethics and communication, demonstrated a 
commitment to safe, professional practice. 

We explained these outcomes to the notifier in 
a telephone conversation and followed up the 
explanation with written notice of the actions 
implemented by the practitioner and her supervisor.

We understand that even safe, professional 
practitioners will have things that go wrong – but 
will respond to those issues in safe and professional 
ways. The Board could be satisfied that the 
practitioner’s own reflections and actions were 
enough to address any possible shortcomings in her 
practice. 
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Investigating a notification 

Monica Lambley, National Manager, Notifications 
(Program Support) explains:

We considered three notifications about a general 
surgeon who was offering a high-risk surgical 
procedure in a remote location. When successful, 
the surgery could be lifesaving. However, it was not 
uncommon for the surgery to be stopped midway 
through if the surgeon assessed it was too dangerous. 

The surgeon was the only practitioner performing 
this surgery in the remote location. If they stopped 
doing it, seriously ill patients would have to travel 
to a larger centre and undergo surgery without the 
support of family and friends.

Given the town’s small population, the procedure 
was not performed often.

Two of the notifications related to events that 
occurred in 2016 and 2017.

In 2019, the surgeon’s employer conducted an 
extensive review of the procedure to determine 
whether it should be performed in this location. They 
have since taken action to mitigate identified risks 
with the surgeon’s performance, and the surgeon has 
also implemented appropriate individual risk controls 
including working with other surgeons to improve 
their skills and knowledge.

When the notifications were made, the hospitals 
where the procedures were performed did not have 
extensive support from intensive care and other 
surgeons.

In our investigations we interviewed the employer 
to discuss organisational risk controls and we 
interviewed the practitioner to discuss individual risk 
controls.

Due to the extensive organisational and individual 
risk controls put in place, the Medical Board then 
determined that no further action needed to be 
taken. The Board also considered and gave positive 
feedback about this approach.

The information we received from the notifiers in 
these cases gave us a trigger to make enquiries and 
satisfy ourselves this practitioner was not putting 
patients at risk of harm. We investigated whether the 
practitioner posed an ongoing risk to the public  – 
rather than just focusing on the incidents that had led 
to the notifications. 

This approach is part of a strategy to transform the 
way we investigate practitioners who are subject to 
performance concerns. 

It is consistent with Ahpra’s primary purpose 
to protect the public by supporting safe and 
professional practitioners delivering healthcare.

We updated and republished the Regulatory 
guide, which is a comprehensive guide on how 
we manage notifications about the health, 
performance and conduct of practitioners under 
Part 8 of the National Law.
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Notifications are made about 
students too

• 42 notifications were made to Ahpra about 
students; this is down from 44 last year.

• 11.6% increase in the proportion of notifications 
resulting in conditions or undertakings affecting 
a student’s registration compared to last year.

Table 14. Student notifications received
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ACT NSW NT QLD SA TAS VIC WA
No 

PPP1

Aboriginal and Torres Strait 
Islander Health Practitioner

0 0 1

Chinese medicine practitioner 0 1 1 0
Chiropractor 1 1 1 0
Dental practitioner 2 2 1 3 3
Medical practitioner 4 4 7 1 12 11
Medical radiation practitioner 3 3 3 4
Midwife 1 1 1 4
Nurse 4 2 18 24 26 1 51 49
Occupational therapist 1 1 1 6
Optometrist 0 0 0
Osteopath 0 0 1
Paramedic 0 2 2 1
Pharmacist 1 4 5 2 7 5
Physiotherapist 1 1 1 1
Podiatrist 0 0 0
Psychologist 0 1 1 0
Total 2020/21 0 0 0 4 0 0 1 2 35 42 40 2 84
Total 2019/20 0 0 0 0 2 0 4 2 36 44 42 86

1. No principal place of practice: includes students with an overseas or unknown address.
2. Matters received and managed by the HPCA in NSW.
3. Matters received and managed by OHO in Qld.
4. Includes matters managed by Ahpra and HPCA.

Table 15. Outcomes of notifications about students by stage at closure

Stage at closure Assessment
Health or performance 

assessment Investigation
Panel 

hearing
Tribunal 
hearing

Total 
2020/21

Total 
2019/20

No further 
action

Ahpra 22 1 8 31 41
HPCA1 7 2 3 12 15

Impose 
conditions

Ahpra 6 1 7 2
HPCA 4 4 6

Accept 
undertaking

Ahpra 0 1
HPCA 0 0

Caution
Ahpra 0 0
HPCA 0 0

Cancel 
registration

Ahpra 0 0
HPCA 0 0

No jurisdiction
Ahpra 0 0
HPCA 1 1 10

Refer to other 
entity

Ahpra 0 0
HPCA 1 2 3 0

Discontinue
Ahpra 0 0
HPCA 25 25 13

Counselling
Ahpra 0 0
HPCA 0 0

Surrender
Ahpra 0 0
HPCA 0 0

Withdrawn
Ahpra 0 0
HPCA 0 0

Total 2020/21 56 9 11 7 0 83
Total 2019/20 57 14 12 5 0 88

1. Matters managed by the HPCA in NSW.
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Where applicable, practitioners and employers must tell 
us if they think another practitioner’s conduct, health 
impairment or performance places their patients at risk

They have mandatory reporting 
obligations.

Mandatory notifications made up 12.5% of 
notifications received.

We received 1,266 mandatory notifications; 14.4% 
more (159 notifications) than in 2019/20.
• 29.6% were about medical practitioners
• 47.6% were about nurses
• the number of mandatory notifications about 

impairment (453) is up from 322 in 2019/20
• immediate action arising from mandatory 

notifications was considered on 351 occasions 
and taken 271 times.
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Table 16. Mandatory notifications received

Profession
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ACT NSW1 NT QLD2 SA TAS VIC WA
No 

PPP3

Aboriginal and Torres Strait 
Islander Health Practitioner

2 1 1 4 1 5 1

Chinese medicine practitioner 1 1 1 2 4
Chiropractor 2 1 2 5 4 9 9
Dental practitioner 3 1 4 5 1 13 7 4 38 4 42 51
Medical practitioner 15 10 5 65 54 16 133 69 8 375 128 19 522 450
Medical radiation practitioner 1 1 1 1 2 1 7 4 11 12
Midwife 1 1 9 2 1 11 5 1 31 14 45 36
Nurse 7 5 12 130 103 39 194 99 13 602 251 44 897 799
Occupational therapist 1 1 3 6 2 13 6 19 8
Optometrist 1 3 2 6 2 8 2
Osteopath 1 1 1 2 5
Paramedic 1 1 17 5 6 10 9 1 50 23 13 86 71
Pharmacist 1 2 4 6 15 11 3 42 25 1 68 71
Physiotherapist 2 5 4 6 1 18 8 3 29 25
Podiatrist 1 4 1 6 3 9 5
Psychologist 3 1 1 13 7 1 25 16 67 35 102 95
Total 2020/21 29 20 23 247 192 72 420 230 33 1,266 509 81 1,856
Total 2019/20 37 28 35 174 176 56 369 210 22 1,107 489 48 1,644

1. Matters managed by Ahpra where the conduct occurred outside NSW.
2. Matters referred by OHO to Ahpra and the National Boards where the practitioner's principal place of practice is in Qld.
3. No principal place of practice: includes practitioners with an overseas or unknown address.
4. Mandatory notifications received and managed by the HPCA in NSW.
5. Matters received and managed by OHO in Qld.
6. Includes matters managed by the HPCA and OHO.

Table 17. Grounds for mandatory notification by profession

Profession
Standards Impairment Alcohol or drugs

Sexual 
misconduct Total 2020/21 Total 2019/20

Ahpra HPCA1 Ahpra HPCA Ahpra HPCA Ahpra HPCA Ahpra HPCA Ahpra HPCA
Aboriginal and 
Torres Strait Islander 
Health Practitioner 

3 1 1 4 1 1 0

Chinese medicine 
practitioner

1 1 1 1 4 0

Chiropractor 3 2 1 1 1 1 5 4 8 1
Dental practitioner 19 3 18 1 1 38 4 32 17
Medical practitioner 164 83 114 24 25 7 72 14 375 128 325 107
Medical radiation 
practitioner 

2 3 4 1 1 7 4 6 6

Midwife 12 10 16 3 3 1 31 14 23 13
Nurse 284 169 241 42 53 25 24 15 602 251 533 245
Occupational 
therapist

7 5 2 1 2 2 13 6 4 4

Optometrist 2 2 2 2 6 2 2 0
Osteopath 1 1 0 2 2
Paramedic 26 12 10 4 9 3 5 4 50 23 41 27
Pharmacist 21 23 18 1 3 1 42 25 46 24
Physiotherapist 7 4 4 2 7 2 18 8 14 10
Podiatrist 3 1 2 1 1 1 6 3 2 3
Psychologist 35 25 20 5 1 2 11 3 67 35 64 30
Total 2020/21 589 343 453 86 99 41 125 39 1,266 509
Total 2019/20 633 317 322 131 92 3 60 38 1,107 489

1. Matters managed by the HPCA in NSW.
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The often serious nature of mandatory notifications is 
reflected in the outcomes.
• 31.3% of completed mandatory notifications 

resulted in regulatory action being taken (compared 
to 14.2% for all notification categories).

Regulatory action taken about mandatory notifications 
is down from 35.8% in 2019/20.

Table 18. Outcomes of mandatory notifications closed, by profession
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Discontinued/
proceedings 
withdrawn

Ahpra 0 0
HPCA 1 3 38 1 1 31 2 1 1 1 9 89 114

Changed to  
non-practising

Ahpra 0 0
HPCA 1 8 9 5

Other/no 
jurisdiction

Ahpra 0 0
HPCA1 1 1 8 1 15 2 4 2 34 48

Counselling
Ahpra 0 0
HPCA 1 1 1 13 1 1 18 29

No further action
Ahpra 2 3 24 177 4 17 363 9 1 1 24 33 9 4 47 718 653
HPCA 1 1 4 24 4 9 83 1 10 3 2 9 151 165

Refer 
notification to 
another body

Ahpra 3 7 1 11 16
HPCA 3 6 6 1 4 1 3 24 29

Health 
complaints 
entity to retain

Ahpra 0 2
HPCA 0 0

Fine registrant
Ahpra 3 3 1
HPCA 0 0

Orders - no 
conditions

Ahpra 0 0
HPCA 0 0

Caution or 
reprimand

Ahpra 1 2 1 2 16 1 33 10 6 5 77 95
HPCA 1 3 3 7 7

Accept 
undertaking

Ahpra 10 1 18 1 1 1 32 34
HPCA 0 0

Impose 
conditions

Ahpra 3 5 47 1 5 119 1 3 4 1 4 193 221
HPCA2 1 3 18 2 69 10 4 1 2 3 113 109

Accept surrender 
of registration

Ahpra 0 0
HPCA 2 1 1 4 7

Suspend 
registration

Ahpra 2 3 4 2 11 6
HPCA 1 3 4 8

Cancel 
registration/ 
disqualify

Ahpra 5 10 1 16 17
HPCA 5 9 14 23

Total 2020/21
Ahpra 3 4 7 31 264 6 23 554 10 2 1 38 46 10 4 58 1,061
HPCA 1 2 4 13 105 6 13 241 4 1 1 22 16 8 4 26 467

Total 2019/20
Ahpra 2 3 3 40 326 8 16 499 4 3 3 20 36 14 8 60 1,045
HPCA 0 0 4 19 97 6 15 298 7 0 0 30 17 12 2 37 544

1. Includes practitioners who failed to renew.
2. Includes conditions by consent.
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National Boards can take 
immediate action when serious 
concerns are raised

This interim action protects the 
public while more information is 
obtained.

• Immediate action was taken 597 times, 2.9% (17) 
more times than in 2019/20.

• Immediate action was taken on 5.9% of 
notifications received.

• This is a similar proportion of immediate action 
taken as a percentage of notifications received 
in previous years (5.7% in 2019/20 and 4.1% in 
2018/19).

Table 19. Immediate action taken

Type of immediate action taken 2020/21 2019/20 2018/19 2017/18 2016/17 2015/16
Registration surrendered 3.4% 2.6% 2.9% 0.2% 0.3% 1.6%
Accept undertaking 21.9% 23.4% 29.9% 27.3% 21.6% 17.8%
Impose conditions 31.2% 34.7% 33.9% 42.0% 45.9% 60.9%
Suspended 43.6% 39.3% 33.3% 30.4% 32.2% 19.7%

Table 20. Immediate action cases

Profession

No action 
taken

Action taken1

Decision 
pending2

Total 
2020/21

Total  
2019/20

Suspend 
registration

Accept 
surrender of 
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Impose 
conditions
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Aboriginal and 
Torres Strait 
Islander Health 
Practitioner 

1 1 1 1 0 0 0 0

Chinese 
medicine 
practitioner

3 2 1 1 1 1 4 1 1 1 6 8 2 2 11 0

Chiropractor 8 1 8 2 4 2 1 2 22 5 1 10 2 0
Dental 
practitioner

8 7 1 7 9 1 9 3 1 8 3 36 19 2 46 39 2

Medical 
practitioner

126 33 6 81 25 9 11 69 103 7 36 50 1 371 172 14 340 181 49

Medical radiation 
practitioner 

2 3 1 2 1 8 1 0 4 0 0

Midwife 3 3 4 1 1 2 5 1 14 6 0 10 4 1
Nurse 65 29 6 123 33 3 6 1 48 91 10 69 30 2 341 154 21 296 156 28
Occupational 
therapist 

1 2 1 4 4 4 0 2 3 0

Optometrist 1 1 2 0 0 1 0 0
Osteopath 3 1 1 2 6 1 0 2 1 1
Paramedic 5 2 3 6 4 2 11 5 1 4 1 1 29 11 5 21 12 6
Pharmacist 4 10 3 14 27 1 1 8 54 4 1 31 91 5 50 83 1
Physiotherapist 3 2 2 5 6 1 1 1 12 6 3 14 6 6
Podiatrist 1 2 1 3 4 3 0 1 2 1
Psychologist 9 3 3 6 3 2 24 11 3 3 2 1 44 19 7 38 17 5
Total 2020/21 243 91 24 260 106 4 20 16 186 288 25 131 0 91 0 7 931 501 60
Total 2019/20 175 113 58 228 79 9 15 23 201 302 25 136 0 82 0 8 837 517 100

1. Cases where immediate action has been initiated under Part 8, Division 7 of the National Law.
2. Where immediate action was initiated towards the end of the reporting year and a decision has not been finalised.
3. Matters managed by the HPCA in NSW.
4. Excludes matters that were considered for immediate action but did not proceed to a hearing; includes matters where the case 

did not proceed because the practitioner surrendered registration.
5. Matters received and managed by OHO in Qld.
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There must be proper boundaries in a practitioner–patient relationship

The small number of practitioners who breach appropriate professional 
boundaries with patients cause immense harm.
We received 568 notifications involving a possible 
failure to maintain appropriate professional boundaries. 
These can range from comments made by a practitioner 
to a patient during a consultation, or even online, that 
are deemed inappropriate when considered against 
the relevant National Board's Code of conduct, to 
inappropriate sexual relationships or even unlawful 
sexual acts. This was:
• 22.4% more than we received last year (464) 
• 83.5% were made about practitioners in three 

professions:
 − medical practitioners (53.2%)
 − nurses (19.5%)
 − psychologists (10.7%).

Boundary notifications received were:
• 5.5% of all medical practitioner notifications
• 5.3% of all nurse notifications
• 9.3% of all psychologist notifications.

Immediate action was considered on 258 occasions and 
taken 161 times, with 34 matters yet to be decided at 30 
June. Of the immediate action taken:
• 52.2% was about medical practitioners
• 19.9% was about nurses
• 10.6% was about psychologists.

Boundary notifications had a higher proportion 
of suspensions through immediate action (34.9%) 
compared to all notifications (27.9%). National Boards:
• imposed conditions (16.7%)
• accepted an undertaking (7.0%)
• after consideration, decided not to take immediate 

action (24.4%).

The serious nature is reflected in the outcomes. Action 
was taken more often about boundary notifications:
• 10.3% resulted in a caution or reprimand  

(compared to 5.0% for all notifications)
• 12.8% resulted in conditions being imposed on a 

practitioner’s registration  
(compared to 7.2% for all)

• 5.0% resulted in a practitioner’s registration being 
surrendered, suspended or cancelled  
(compared to 0.7% for all).

The higher risk profile of boundary matters is also 
reflected in the stage of closure:
• 53.5% closed following an investigation  

(compared to 24.5% for all notifications) 
• 34.5% closed at assessment  

(compared to 72.5% for all notifications).
• 9.2% closed after referral to a tribunal  

(compared to 1.2% for all notifications).

Table 21. Boundary notifications received

Profession ACT NSW1 NT QLD2 SA TAS VIC WA
No 

PPP3
Total 

2020/21
Total 

2019/20
Aboriginal and Torres Strait 
Islander Health Practitioner

0 0

Chinese medicine practitioner  2  1 3 5
Chiropractor  3  2  9  1 15 11
Dental practitioner  3  1  3 7 4
Medical practitioner  12  6  5  58  27  12  134  40  8 302 209
Medical radiation practitioner  1  6  1 8 1
Midwife  1  1  1 3 2
Nurse  2  22  25  5  37  11  9 111 100
Occupational therapist  3  3  1 7 4
Optometrist  1  2 3 2
Osteopath  2 2 6
Paramedic  1  5  1  3  5  3 18 11
Pharmacist  2  2 4 6
Physiotherapist  1  3  4  11  5 24 19
Podiatrist 0 3
Psychologist  9  2  19  4  1  20  5  1 61 81
Total 2020/21 25 7 9 119 65 21 225 73 24 568
Total 2019/20 14 5 6 93 58 20 193 64 11 464

1. Matters managed by Ahpra where the conduct occurred outside NSW.
2. Matters referred by OHO to Ahpra and the National Boards, where the practitioner's principal place of practice is in Qld.
3. No principal place of practice: includes practitioners with an overseas or unknown address.
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Some practitioners have several 
notifications made about them 
over time

We received 10,147 notifications about 7,858 
practitioners: 4,839 practitioners (61.6%) hadn’t had a 
notification made about them before and 3,019 (38.4%) 
had had a notification made about them in previous 
reporting years.

Table 22 looks at the notifications received about the 
practitioners in each profession and gives a percentage 
breakdown as to whether:
• it was the first time we had received a notification 

about the practitioner or 
• the practitioner had been notified to us previously.

Of those medical practitioners who received a 
notification this year, 51.3% (2,172) had had a notification 
made about them in previous years. For dental 
practitioners who received a notification this year, 
45.5% (251) had had a notification made about them in 
previous years. 

Table 22. Practitioners with a notification 
received this year and whether we had 
received a notification about them before – by 
percentage

Profession
First-time 

notified1
Notified in a 

previous year Total
Aboriginal and Torres Strait 
Islander Health Practitioner

85.7% 14.3% 100%

Chinese medicine 
practitioner

68.0% 32.0% 100%

Chiropractor 69.1% 30.9% 100%
Dental practitioner 54.5% 45.5% 100%
Medical practitioner 48.7% 51.3% 100%
Medical radiation 
practitioner

96.3% 3.7% 100%

Midwife 85.9% 14.1% 100%
Nurse 84.5% 15.5% 100%
Occupational therapist 88.6% 11.4% 100%
Optometrist 78.1% 21.9% 100%
Osteopath 90.0% 10.0% 100%
Paramedic 97.0% 3.0% 100%
Pharmacist 67.7% 32.3% 100%
Physiotherapist 86.4% 13.6% 100%
Podiatrist 73.0% 27.0% 100%
Psychologist 69.1% 30.9% 100%
Total 61.6% 38.4% 100%

1. Where a notification was received about the practitioner 
for the first time this year and subsequent notifications 
were also received about the practitioner this year, the 
practitioner is included as ‘first-time notified’.

Of the 3,019 practitioners who had had a notification 
made about them in a previous reporting year, 71.9% 
(2,172) were medical practitioners, 8.5% (256) were 
nurses and 8.3% (251) were dental practitioners.

For 80% of the practitioners who 
were the subject of a regulatory 
action it was for the first time

Regulatory action was taken about 1,213 practitioners. 
The notification may have been received in a previous 
year and the action taken may have been about one or 
more notifications. 

Most regulatory action (80.5%) was taken about a 
practitioner who had not had regulatory action taken 
about them before. A regulatory action was taken about 
976 practitioners for the first time, and 237 practitioners 
(19.5%) had been subject to a regulatory action before.

In very serious cases, multiple notifications about 
a practitioner can be referred to a tribunal for it to 
make a decision about all open notifications about the 
practitioner at the same time.

We take every notification 
seriously – we assess them all

In 70% of cases, after our initial 
assessment, we had enough 
information to close the notification. 
Following an assessment, 70.8% of notifications were 
closed and did not require an investigation:
• in 73.4% of these cases the National Board decided 

that regulatory action was not required
• in 15.8% of these cases, it was decided that a 

complaint raised with a health complaints entity 
(HCE) would be retained by it

• in 10.7% of these cases, the National Board took 
regulatory action by: referring the notification 
to another body, cautioning the practitioner, 
imposing conditions on registration, or accepting 
an undertaking.

When a National Board decided after the initial 
assessment that regulatory action was not required, 
common reasons included:
• a reasonable standard had been met by the 

practitioner
• when we consider it in the context of everything we 

know about the practitioner and their practice, we 
have confidence that patients will be able to safely 
access services from the practitioner in the future

• when we consider the response to the concerns 
from the practitioner, including their reflections 
on what could be done better and any changes to 
practice they have implemented, there is no need 
for further action by the National Board

• when we consider the environment in which the 
concern arose, we have confidence that employers 
and other health service organisations who have 
important roles to play in patient safety have 
taken proper steps to ensure future patients are 
protected.
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Does the Board always decide to 
investigate?
• No - a National Board decides to investigate 

practitioners only when there is a potential risk and 
insufficient information to make a properly informed 
decision.

• 27.4% of notifications progressed from assessment 
to investigation because the National Board 
required more information before it could make an 
informed decision (26.2% in 2019/20 and 29.6% in 
2018/19).

• 3,172 notifications about 2,447 practitioners were 
referred for investigation.

How long does it take to close 
notifications?
• We closed 10,121 notifications:

 − 8.9% more than in 2019/20 (9,291)
 − the highest number since the National Scheme 

started
 − 14.2% resulted in regulatory action about a 

practitioner
 − 14.7% were referred to another body; or to a 

health complaints entity for consideration of 
early resolution, conciliation or other complaint 
resolution outcome

 − 71.1% resulted in the National Board deciding 
that regulatory action was not required:

 → while there is no threshold that needs to 
be met to make a notification, National 
Boards can elect to close a notification if 
it considers it unlikely to result in action 
- this happened in about 50% of these 
notifications

 → in 9.0% of these cases, the practitioner 
had taken steps to address the concerns 
expressed in the notification, or steps that 
meant that any risk to future patients was 
being adequately addressed

 → in 23.7% of these cases no action was 
required after an investigation

• 37.0% of all notifications were closed in less than 
three months

• 72.0% were closed in less than six months:
 − this is a slight improvement on last year (71.6% 

in 2019/20) and the year before that (68.2% in 
2018/19)

• the average time taken to close matters in 
assessment increased to 105 days, from 100 days

• 21.1% of notifications were open for longer than 12 
months, up from 15.4%

• 1.7% increase in the average time taken to complete 
notifications, from 177 to 180 days

• 19.6% increase in the average age of open 
notifications, from 209 to 250 days.

Figure 82. Average time to close notifications

Less than 
3 months

 37.0% 2020/21

 41.8% 2019/20

3-6 
months

 35.0% 2020/21

 29.8% 2019/20

6-9 
months

 14.3% 2020/21

 14.6% 2019/20

9-12 
months

 5.9% 2020/21

 6.5% 2019/20

12-24 
months

 6.2% 2020/21

 5.5% 2019/20

More than 
24 months

 1.5% 2020/21

 1.8% 2019/20

Table 23. Closed notification outcomes

Closed 
notification 
outcomes 20

15
/

16

20
16

/
17

20
17

/
18

20
18

/
19

20
19

/
20

20
20

/
21

No further 
action

66.5% 68.6% 72.0% 69.5% 69.5% 71.1%

Caution or 
reprimand

13.8% 14.2% 11.5% 7.4% 4.6% 5.0%

Impose 
conditions

11.1% 10.6% 9.7% 8.0% 7.3% 7.2%

Accept 
undertaking

3.5% 2.2% 2.2% 1.2% 1.1% 1.3%

Refer to an 
HCE or other 
entity

3.3% 3.2% 3.4% 12.9% 16.5% 14.7%

Registration 
surrendered, 
suspended or 
cancelled

1.9% 1.2% 1.0% 0.9% 0.9% 0.7%

Registrant 
fined

0.2% 0.1% 0.1% <0.1%

Table 24. Timeframes for matters in assessment

Average time 
(in days) to: 20

15
/

16

20
16

/
17

20
17

/
18

20
18

/
19

20
19

/
20

20
20

/
21

Close matters 
in assessment

82 84 82 70 100 105

Complete 
assessments 
and move to 
another stage

48 51 42 39 53 46
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Table 25. Notifications closed, by stage at closure

Profession

 Assessment Investigation

Health or 
performance 
assessment

Panel 
hearing

Tribunal 
hearing

Subtotal 
2020/21 
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/

21
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A
1
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A

A
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H
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A

A
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H
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A

A
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H
PC

A
4

A
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ra

H
PC

A

Aboriginal and Torres Strait 
Islander Health Practitioner 

6 1 3 9 1 10 11

Chinese medicine 
practitioner 

20 16 11 3 1 8 1 32 28 60 75

Chiropractor 42 56 34 3 1 1 1 80 58 138 138
Dental practitioner 562 382 187 12 4 19 36 4 4 757 453 1,210 1,190
Medical practitioner 4,204 2,267 1,132 19 54 199 7 108 48 64 5,445 2,657 8,102 8,113
Medical radiation 
practitioner 

22 8 8 1 2 31 10 41 49

Midwife 69 50 39 5 1 3 3 116 54 170 113
Nurse 1,220 598 676 4 79 61 4 83 42 34 2,021 780 2,801 2,435
Occupational therapist 59 26 9 2 1 2 70 29 99 83
Optometrist 40 11 9 1 50 11 61 60
Osteopath 12 7 7 19 7 26 23
Paramedic 76 47 43 6 5 1 15 126 67 193 121
Pharmacist 348 280 110 11 6 14 1 15 11 17 476 337 813 646
Physiotherapist 103 65 23 1 5 1 3 2 130 73 203 166
Podiatrist 29 14 15 2 3 44 19 63 83
Psychologist 529 276 169 10 10 2 8 5 715 294 1,009 918
Total 2020/21 7,335 4,103 2,478 49 171 322 16 285 1212,3 119 10,121 4,878 14,999
Total 2019/20 6,842 4,200 2,014 71 264 330 25 218 1465 114 9,291 4,933 14,224

1. Matters managed by the HPCA in NSW.
2. Excludes six matters that proceeded from compliance monitoring.
3. One matter closed at tribunal stage didn’t progress to a tribunal. This was due to a data entry error.
4. Excludes appeals.
5. The number of cases closed at tribunal stage included five matters that did not progress to a tribunal. Two were due to data entry 

errors and in three matters a Board decided not to proceed to filing in the tribunal.

Table 26. Notifications closed, by outcome, Ahpra
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To
ta

l 
20

20
/

21
2

To
ta

l 
20

19
/

20
Aboriginal and Torres Strait 
Islander Health Practitioner

1 5 3 9 9

Chinese medicine practitioner 26 1 2 2 1 32 38
Chiropractor 43 1 6 1 10 18 1 80 84
Dental practitioner 490 33 124 6 23 80 1 757 730
Medical practitioner 3,868 216 799 61 202 3 272 1 10 13 5,445 5,498
Medical radiation practitioner 20 2 1 2 3 3 31 30
Midwife 88 3 4 2 1 15 1 2 116 56
Nurse 1,473 52 118 31 98 1 220 9 19 2,021 1,624
Occupational therapist 60 1 4 2 3 70 45
Optometrist 37 2 4 3 3 1 50 36
Osteopath 15 1 1 2 19 15
Paramedic 94 7 1 15 9 126 65
Pharmacist 335 21 23 9 61 1 22 3 1 476 336
Physiotherapist 93 3 9 1 12 11 1 130 101
Podiatrist 24 2 2 1 9 6 44 44
Psychologist 526 17 34 13 59 64 1 1 715 580
Total 2020/21 7,193 354 1,136 128 506 5 730 1 28 40 10,121
Total 2019/20 6,460 177 1,353 99 430 8 682 4 37 41 9,291

1. Health complaints entity.
2. A matter may result in more than one outcome. Only the most serious outcome from each closed notification has been noted.
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Table 27. Notifications closed by outcome, HPCA
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To
ta

l 2
0

20
/

21

To
ta

l 2
0

19
/

20

No further action¹ 1 9 4 171 315 5 19 211 4 3 5 22 65 9 4 63 910  925 
No jurisdiction2 3 3 3 36 2 31 2 2 6 4 6 2 12 112  126 
Discontinued 5 29 188 1,897 3 31 335 21 5 2 17 139 42 10 177 2,901 2,908 
Withdrawn 1 2 21 91 4 1 3 21 2 17 163  115 
Make a new 
complaint

0 0

Refer all or part 
of the notification 
to another body

7 21 93 1 6 1 23 6 13 171  334 

Caution 8 3 1 12  14 
Reprimand 1 1 5 8 1 16  37 
Orders - no 
conditions

0  1 

Finding - no 
orders

1 1  2 

Counselling/
interview

2 12 12 5 1 42 1 3 46 7 1 132  103 

Resolution/
conciliation by 
HCCC

2 2  3 

Fine 0 0
Refund/
payment/
withhold fee/ 
re-treat

0 0

Conditions by 
consent

5 1 4 66 1 92 13 1 2 185  107 

Order - impose 
conditions; would 
be conditions if 
registered

1 19 93 1 6 1 14 11 1 2 4 153  178 

Accept surrender 2 4 15 2 1 1 3 28  31 
Accept 
registration type 
change to  
non-practising

6 3 13 22  16 

Suspend 23 7 30  26 
Cancelled 
registration/
disqualified from 
registering

4 37 27 14 82  59 

Total 2020/21 1 28 58 462 2,678 10 54 783 29 11 7 67 345 73 19 295 4,920
Total 2019/20 2 37 55 470 2,642 19 57 819 38 24 8 56 315 65 39 339  4,985 

Source: Data supplied by the HPCA. NSW legislation provides for a range of different outcomes for complaints in NSW. Some 
map to outcomes available; others are specific to the NSW jurisdiction. Each notification may have more than one outcome; all 
outcomes have been included.
1. Includes: Resolved before assessment, Apology, Advice, Council letter, Comments by Health Care Complaints Commission 

(HCCC), Deceased, Interview.
2. Includes practitioners who failed to renew.
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Table 28. Open notifications by length of time at each stage, 30 June

Current stage of open notification
Less than 
3 months

3-6 
months

6-9 
months

9-12 
months

12-24 
months

More than 
24 months

Total 
2020/21

Total 
2019/20

Assessment 1,418 526 75 18 2 2,039 2,342
Health or performance assessment 104 71 38 26 37 10 286 210
Investigation 759 455 378 335 604 287 2,818 2,579
Panel hearing 1 1 12
Subtotal 2020/21 2,282 1,052 491 379 643 297 5,144
Subtotal 2019/20 2,187 1,387 565 325 509 170 5,143
Tribunal hearing1 41 38 28 40 122 102 371 348²
Total 2020/21² 2,323 1,090 519 419 765 399 5,515
Total 2019/203 2,249 1,420 615 363 611 233 5,491

1. Tribunal proceedings are conducted in accordance with timetables set by the responsible tribunal in each jurisdiction.
2. There were also three compliance breaches before the tribunal at 30 June 2021.
3. There were also ten compliance breaches before the tribunal at 30 June 2020.

Table 29. Open notifications by profession and state or territory, 30 June

Profession

Ahpra

A
hp

ra
 

su
b

to
ta

l 
20

20
/

21

H
PC

A
²

To
ta

l 
20

20
/

21

To
ta

l 
20

19
/

20

ACT NSW NT QLD SA TAS VIC WA
No 

PPP¹
Aboriginal and Torres Strait Islander 
Health Practitioner

 2  1  1  1  5 1  6  6 

Chinese medicine practitioner  3  6  13  1  1  24 21  45  49 
Chiropractor  2  2  1  23  8  1  30  23  3  93 22  115  99 
Dental practitioner  10  8  124  33  10  127  54  6  372 292  664  725 
Medical practitioner  97  45  29  706  272  79  1,132  415  66  2,841 1,493  4,334  3,964 
Medical radiation practitioner  1  1  5  4  1  9  5  26 6  32  20 
Midwife  2  2  15  6  2  14  13  5  59 15  74  80 
Nurse  25  8  36  314  162  55  375  137  58  1,170 388  1,558  1,459 
Occupational therapist  7  6  2  16  7  38 24  62  38 
Optometrist  4  3  3  2  1  13 3  16  28 
Osteopath  1  3  15  19 13  32  27 
Paramedic  4  1  3  41  13  5  19  10  4  100 39  139  93 
Pharmacist  7  1  1  45  18  11  86  41  21  231 461  692  658 
Physiotherapist  1  2  1  17  16  3  38  16  2  96 43  139  121 
Podiatrist  1  6  1  1  11  5  25 12  37  33 
Psychologist  19  9  7  92  34  12  163  63  4  403 154  557  559 
Total 2020/21³  173  71  88 1,409  577  182 2,051  788  176  5,515  2,987  8,502 
Total 2019/204  166  93  90 1,458  579  150 2,006  833  116  5,491  2,468  7,959 

1. No principal place of practice: includes practitioners with an overseas or unknown address.
2. Matters managed by the HPCA in NSW.
3. There were also three compliance breaches before the tribunal at 30 June 2021.
4. There were also ten compliance breaches before the tribunal at 30 June 2020.
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What practitioners and notifiers tell us

We received 1,948 responses to our post-notifications surveys, 59.3% were from practitioners.

Practitioners tend to think we 
are on the side of the patient.
It’s not uncommon for practitioners to feel 
judged when we tell them someone has made a 
notification. We’re making changes to the language 
we use to explain notifications based on surveys of 
practitioners who have been through a notification 
process.

One practitioner told us that seeing a patient’s 
allegation repeated in our initial letter made them 
feel that we accepted what the patient had told us 
as fact. 

‘[Complainants] can say untruthful things with 
personal bias and insult me professionally. I would 
have liked to challenge that person and ask them 
to justify their comments.’

We attempt to contact every practitioner who is 
the subject of a notification by phone. That way we 
have the opportunity to explain what a notification 
is - and what it isn’t. 

Practitioners are responding to this change 
positively. Practitioner satisfaction with the 
notification process overall increased to 59% in 
comparison to 53% last year. 

‘The matter was resolved quickly and not in a 
punitive way. I think Ahpra handled the whole 
matter in a kind and expeditious manner. It was 
nothing like I imagined it to be.

Notifiers tend to think we side 
with the practitioner.
Many notifications end without us taking regulatory 
action about the practitioner. Notifiers felt that this 
was because we represented practitioners and 
protected them from the complaint.

‘I am disappointed that there was no consequence 
nor penalty for [the practitioner] whatsoever.’

Our risk assessment and controls approach helps us 
share information with notifiers about actions that a 
practitioner or their employer has taken to prevent 
a similar incident arising again. 

Notifiers are letting us know, in our post-notification 
outcome surveys, that knowing about these actions 
can make a difference.

‘The notification officer took details by phone. 
I got regular communications by email about 
progress and felt officers made adjustments to 
help me understand, which was appreciated. It 
was helpful to know that [the practitioner] made 
sure no one else would go through what I did.’

'Knowing that the practitioner as well as their 
employer was taking what I reported seriously 
showed the system was working.'

Practitioners are acknowledging the benefits of this 
approach as well!

‘The outcome was fair and reasonable and Ahpra 
recognised the large effort I put into my response 
and into my self-improvement.’
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It can be confronting and feel 
overwhelming to be the subject 
of a notification.
Practitioners often tell us that they thought 
notifications were only about very serious concerns.

‘When I received the notification, even though 
I was told there was no case against me, I felt 
very anxious until I could contact someone the 
next day. I had never received even an informal 
complaint against me in 30 years. I was worried 
what the complainant’s issue was that was so bad 
it went to Ahpra.’

Practitioners tell us that hearing from us directly 
helps. They also have helpful advice about seeking 
support from peers, professional associations and 
indemnity providers early.

‘The lady who conducted the initial contact 
explained how it would work and she helped ease 
my shock and anxiety.’

‘It is a fair process and just hang in there. It gives 
[practitioners] an opportunity to reflect on their 
practices and improve … take it as constructive 
criticism though it is very stressful to wait for the 
outcome.’

‘The process can take an extremely long period. 
Seek the assistance of your PI provider early.’

Sometimes we refer serious 
matters to the police.
It’s important to understand that we are a regulator 
of professional standards. When a practitioner’s 
conduct has the potential to amount to criminal 
conduct, having the police investigate and then 
charge and prosecute is important. It is the role 
of the criminal justice process to investigate and, 
where relevant, punish individuals for criminal 
behaviour. 

We explain the role of 
regulation to notifiers. 
Sometimes notifiers expect that a practitioner will 
suffer a punishment when something has gone 
wrong.

‘Nothing was resolved … I see no transparency or 
accountability in this case. [The practitioner] is 
still able to practise and wasn’t punished in any 
way for what they did wrong.’

It’s important to know what our role is, and what 
it isn’t. We’re here to make sure that risk to future 
patients is minimised. We use concerns notifiers tell 
us about as a trigger to check whether things need 
to be done to ensure that.

‘The eventual outcome was everything that I had 
hoped for – education, not punishment (though 
initially I was very angry with the person under 
investigation).’

Practitioners can be relieved 
when they hear that we won’t 
take any further action but 
they can find the process very 
stressful.
‘I found my experience stressful and bewildering. 
I had been contacted by phone initially and 
informed about the notification. I heard nothing 
more for months until [I] received a notification 
stating no further action.’

‘Ahpra was objective in their review and tried to 
balance the issues raised. Although I may not have 
agreed with the whole of the outcome, Ahpra was 
reasonable and endeavoured to be fair as much as 
possible to all parties concerned.’
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Legal action

Independent tribunals and panels decide the most serious allegations

• 374 matters (371 notifications, 3 compliance 
breaches) were the subject of ongoing tribunal 
proceedings at 30 June, compared with 358 
matters last year.

• 126 tribunal matters were finalised:
 − 121 matters were decided by a tribunal, 

96.7% resulting in disciplinary action; 
National Boards continue to appropriately 
identify the thresholds for referring a 
matter to a tribunal to protect the public

 − 5 matters were withdrawn or did not 
proceed to a tribunal because: the 
practitioner was deceased (4 matters), and 
a separate tribunal matter was withdrawn 
in Western Australia when it became clear 
that co-regulatory authorities in New South 
Wales had addressed the same conduct in 
separate proceedings (1 matter). 

• 19 matters were decided by panels with more 
than 80% resulting in regulatory action.

Tribunal decisions
National Boards refer serious matters to tribunals in 
each state and territory. Only a tribunal can cancel a 
practitioner’s registration, disqualify a person from 
applying for registration for a time or prohibit a person 
from using a specified title or providing a specified 
health service.

We include links to published adverse tribunal 
(disciplinary) decisions and court outcomes for a 
practitioner on the online Register of practitioners, if the 
name of the practitioner has not been suppressed by 
the court or tribunal.

When a court or tribunal cancels a practitioner’s 
registration or disqualifies them from applying for 
registration, or using a specified title, or providing a 
specified health service, this is recorded in the online 
Register of cancelled practitioners.

When a tribunal reprimands, suspends or places 
conditions on the registration of a practitioner, this is 
recorded on the online Register of practitioners.

Figure 83. Matters decided by tribunals

 96.7% disciplinary action

 3.3% no further action

Panel decisions
A National Board establishes health or professional 
standards panels to decide matters when appropriate. 
Panels must include members from the relevant health 
profession and community members. All health panels 
must include a medical practitioner.

Figure 84. Matters decided by panels

  52.6% caution or 
reprimand

  31.6% conditions 
imposed

  5.3% referred to another 
body 

 10.5% no further action

Some serious allegations are 
referred to tribunals

Matters included findings of professional 
misconduct involving:
• family violence offending and other serious 

criminal offending
• sexual boundary breaches and other general 

boundary breaches such as inappropriate 
relationships with patients

• misappropriating or prescribing of ‘peptides’ or 
other drugs that are at risk of misuse/abuse, for 
non-therapeutic purposes

• failure to comply with conditions imposed on 
registration by a Board or a panel

• continuing to practise when registration has 
lapsed or not been renewed

• inappropriate commentary on social media
• providing treatments for which the practitioner 

was not qualified.

Significant periods of disqualification were imposed 
in appropriate matters, including in matters 
involving:
• misappropriation of drugs by a registered nurse 

(three years)
• a former dental practitioner who maintained 

false, misleading and inaccurate records and 
recorded procedures or tests that had not been 
performed and who made fraudulent claims to a 
health insurer for those procedures (five years).
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To create opportunities for 
professional learning we publish 
court and tribunal summaries

We published 103 summaries of decisions. Some 
decisions are not published for privacy reasons or 
due to suppression orders applied by the tribunal 
or court.

Decisions can be appealed

• 106 appeals were lodged nationally about 
decisions made by National Boards.

• The number of appeals lodged this year was the 
same as in 2019/20.

• The majority of appeals were from professions 
that have a higher number of regulatory 
decisions such as medical practitioners (57) and 
nurses (16).

• 95 appeals were finalised.
• 84 appeals were not yet decided at 30 June.

Figure 85. Appeals managed

  31.1% decision to suspend a 
person’s registration

  30.2% decision to impose 
or change a condition on 
a person’s registration or 
endorsement

   17.0% decision to refuse 
registration, refuse renewal 
of registration, or refuse an 
endorsement on registration

  11.3% appeals against other decisions

  10.4% decision to refuse to change or remove a 
condition imposed on a person’s registration, or 
an undertaking given by the practitioner, or the 
endorsement of a person’s registration

Figure 86. Appeals finalised

  15.8% original decision 
confirmed

  49.5% withdrawn by the 
appellant and did not proceed, 
meaning the original decision 
remained in place

  16.8% original decision 
substituted with a new decision 
(12 matters) or the original decision amended  
(4 matters)

  17.9% dismissed on administrative grounds

Table 30. Appeals lodged, by profession and jurisdiction

Profession
Ahpra Ahpra subtotal 

2020/21 HPCA1
Total 

2020/21
Total 

2019/20ACT NSW NT QLD SA TAS VIC WA
Aboriginal and Torres Strait 
Islander Health Practitioner

0 0 0

Chinese medicine practitioner 0 1 1 1
Chiropractor 1 1 1 1
Dental practitioner 1 1 1 5 1 9 4 13 5
Medical practitioner 1 3 17 5 1 26 4 57 18 75 67
Medical radiation practitioner 1 1 1 0
Midwife 0 0 0
Nurse 2 1 4 1 7 15 4 19 27
Nurse and midwife 1 1 1 4
Occupational therapist 0 0 0
Optometrist 2 2 2 0
Osteopath 0 0 0
Paramedic 1 1 1 4
Pharmacist 3 1 2 3 9 14 23 12
Physiotherapist 0 1 1 1
Podiatrist 2 2 2 0
Psychologist 1 1 1 2 1 1 1 8 8 12
Total 2020/21 2 6 2 29 12 2 43 10 106 42 148
Total 2019/20 5 7 1 21 16 3 38 15 106 28 134

1. In NSW Ahpra manages appeals of registration decisions and the HPCA manages appeals of notification matters.

2808



86  Ahpra Annual Report 2020/21

Table 31. Nature of decision appealed where the appeal was finalised through consent order or 
contested hearing or was withdrawn

Nature of decision appealed

Original 
decision 

confirmed

Original 
decision 
amended

Original 
decision 

substituted 
for a new 
decision Withdrawn

Dismissed - 
administrative

Total 
2020/21

Total 
2019/20
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Appeal against a tribunal 
decision

1 3 1 2 6 1 4 1

Decision to impose conditions 
on a person's registration 
under section 178 

4 3 5 15 1 7 34 1 22 0

Decision to impose or 
change a condition on a 
person's registration or the 
endorsement of the person's 
registration

1 1 1 1 3 12 1 5 15 12 10

Decision to refuse to change 
or remove a condition imposed 
on the person's registration 
or the endorsement of the 
person's registration

1 2 4 3 1 2 6 7 2 1

Decision to refuse to endorse a 
person's registration

0 0 1 0

Decision to refuse to register 
a person

2 8 1 3 13 1 6 1

Decision to refuse to renew a 
person's registration

2 2 0 1 0

Decision to reprimand a person 0 0 0 0
Decision to suspend a person's 
registration

6 2 4 4 15 8 2 27 14 23 10

Other 1 1 1 2 1 1 0
Not an appellable decision 0 0 0 0
Judicial review 0 0 1 0
Total 2020/21 15 5 4 1 12 6 47 25 17 3 95 40
Total 2019/20 10 1 8 3 11 4 33 9 11 6 73 23

1. Ahpra manages appeals of registration decisions in NSW.
2. Notification matters managed by the HPCA in NSW.
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Any person or company can be fined if found guilty of a criminal 
offence, and people can be jailed

We investigate and, where appropriate, prosecute 
allegations of criminal offences. 

• 451 criminal offence complaints were received 
 − 76.1% related to alleged unlawful use of 

title and unlawful claims to registration.
• 462 criminal offence complaints were 

considered and closed, some from the last year.
• 215 open criminal offence complaints were still 

under review at 30 June.
• 70 new complaints about advertising were 

considered and managed where advertising 
was assessed as unlawful - most related to the 
advertising of corporate entities or unregistered 
persons.

 − 87 complaints were closed, some from last 
year.

Types of criminal offence
• Unlawful use of protected titles
• Unlawful claims that a person is registered 
• Performing a restricted act
• Unlawful advertising.

Figure 87. Offence complaints received

  76.1% title protection offences

  15.5% advertising offences by 
corporate entities or  
unregistered persons

  7.5% practice protection offences

  0.4% directing or inciting 
unprofessional conduct/
professional misconduct

  0.4% other offences

Figure 88. Offence complaints open, 30 June

  68.8% title protections 
offences

  25.6% advertising breaches 
by corporate entities or 
unregistered persons

  4.7% practice protection 
offences

  0.5% directing or inciting unprofessional conduct/
professional misconduct

  0.5% failing to cooperate with investigators and 
inspectors

Table 32. Criminal offence complaints received and closed, by type of offence and profession1

Profession

Title 
protections  
(ss. 113-120)

Practice 
protections  
(ss. 121-123)

Advertising 
breach  
(s. 133)

Directing or inciting 
unprofessional 

conduct/professional 
misconduct (s. 136)

Other 
offence 

Total 
2020/21

Total 
2019/20
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Aboriginal and Torres Strait 
Islander Health Practitioner

0 1 0 0 1 1 0 0 0 0 1 2 1 2

Chinese medicine practitioner 8 11 0 1 1 2 0 0 0 0 9 14 16 15
Chiropractor 10 8 4 1 4 6 0 0 0 0 18 15 15 20
Dental practitioner 14 15 2 1 6 16 0 0 0 0 22 32 80 68
Medical practitioner 69 73 11 3 22 26 1 1 1 2 104 105 162 176
Medical radiation practitioner 2 5 0 0 1 1 0 0 0 0 3 6 3 0
Midwife 6 5 0 0 0 0 0 0 0 1 6 6 9 8
Nurse 70 55 9 3 9 12 1 2 0 0 89 72 82 81
Occupational therapist 12 9 1 0 1 1 0 0 0 0 14 10 7 8
Optometrist 2 3 0 0 1 2 0 0 0 0 3 5 6 4
Osteopath 3 4 0 0 1 1 0 0 0 0 4 5 7 13
Paramedic 16 20 2 1 0 0 0 0 0 0 18 21 26 24
Pharmacist 11 13 2 0 3 3 0 0 0 0 16 16 13 8
Physiotherapist 19 25 0 0 6 6 0 0 0 0 25 31 35 33
Podiatrist 0 0 0 0 0 1 0 0 0 0 0 1 5 4
Psychologist 101 109 3 1 14 9 0 0 1 2 119 121 132 130
Unknown 0 0 0 0 0 0 0 0 0 0 0 0 6 8
Total 2020/21 343 356 34 11 70 87 2 3 2 5 451 462
Total 2019/20 412 420 13 13 172 150 7 4 1 15 605 602

1. All offences under the National Law, not only offences about advertising, title and practice protection.
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We prosecute people who pretend to be 
registered health practitioners when they are not

1 See Glossary

Figure 89. Prosecution outcomes

  all prosecutions finalised 
resulted in a finding 
of guilt against the 
defendant on one or more 
charges, with penalties 
imposed ranging from a 
good behaviour bond to 
fines of up to $30,000

Significant prosecutions this year demonstrate the 
importance of criminal offence provisions for the 
protection of the public.
• 16 proceedings completed in the courts for offences 

across five jurisdictions (including 2 appeals)
• 1 matter pending appeal at 30 June.

Outcomes show that Ahpra continues to identify 
appropriate thresholds for referring offence complaints 
for prosecution.
• 7 prosecutions and 1 appeal ongoing at 30 June.

Table 33. Completed prosecutions

Defendant Date of decision Jurisdiction Relevant Board Type of offence Outcome 
Russell John 
Menzies

9 July 2020 NSW Nursing and 
Midwifery

Holding out as being 
a registered health 
practitioner

Convicted and fined $3,000 
and ordered to pay $4,400 in 
costs to Ahpra.

Melissa Madex 3 September 
2020

SA Nursing and 
Midwifery

Holding out as being 
a registered health 
practitioner

Convicted and fined 
$3,500 and ordered to pay 
prosecution costs of $1,210 
and a compulsory victims of 
crime levy of $640.

Name withheld 25 September 
2020

Qld Medical Appeal against findings of 
guilt

Appeal dismissed. The original 
sentence of a fine of $15,000 
with no conviction recorded1 
and the order for the offender 
to pay Ahpra’s costs of 
$10,000 remains in place.

Praveen Kumar 18 December 
2020

Vic Medical Holding out as being 
a registered health 
practitioner

Fined $20,000 and ordered 
to pay $27,121 in legal costs 
to Ahpra. No conviction was 
recorded.

Ieuan Lakay 17 December 
2020

WA Physiotherapy Holding out as being 
a registered health 
practitioner

Convicted and sentenced 
to a 12-month community- 
based order with supervision 
and 200 hours of community 
service and ordered to pay 
$10,000 in legal costs to 
Ahpra.

Michael 
Dempsey

22 December 
2020

Vic Physiotherapy 
and 
Occupational 
Therapy

Holding out other persons 
as being registered health 
practitioners

Convicted and fined $2,500 
for each offence, making a 
total fine of $10,000, and 
ordered to pay Ahpra’s entire 
legal costs of the prosecution, 
$50,685.

Name withheld 3 February 2021 Qld Medical Holding out other person 
as being registered health 
practitioner

Convicted on one charge, 
13 charges dismissed, fined 
$6,000 with no conviction 
recorded. 

Appeal against conviction 
pending.

Brian Hickman 4 February 2021 NSW Psychology Holding out as being 
a registered health 
practitioner

Convicted and fined $20,000 
and ordered to pay Ahpra’s 
legal costs of $39,176.

Brian Hickman 10 February 2021 Vic Psychology Holding out as being 
a registered health 
practitioner

Convicted and sentenced 
to an 18-month community 
correction order and ordered 
to pay Ahpra’s legal costs of 
$30,000.
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Defendant Date of decision Jurisdiction Relevant Board Type of offence Outcome 
Sara Matthews 11 February 2021 NSW Dental Appeal against conviction 

and sentence imposed 
in 2019 for performing 
restricted dental acts

Appeal dismissed. 

Tanya Bechara 22 February 2021 Vic Nursing and 
Midwifery

Holding out as being 
a registered health 
practitioner

Fined $5,000, no conviction 
recorded.

Name withheld 22 March 2021 SA Medical Holding out as being 
a registered health 
practitioner

Two-year, $5,000 good 
behaviour bond, no conviction 
recorded, ordered to pay 
Ahpra’s legal costs of $1,210 
and a compulsory victims of 
crime levy of $240.

Name withheld 15 April 2021 WA Dental Holding out as being 
a registered health 
practitioner, performing 
restricted dental acts

$10,000 fine and ordered to 
pay $2,500 in costs to Ahpra. 
A spent conviction order2 was 
also made.

Albert Young 21 April 2021 NSW Pharmacy Holding out as being 
a registered health 
practitioner

Convicted and sentenced to 
a total fine of $38,000 ($2,000 
per charge), ordered to pay 
$2,500 in legal costs to Ahpra 
and $3,230 in court costs.

Jeremy Chan 20 May 2021 NSW Optometry Holding out as being 
a registered health 
practitioner and unlawful 
prescription of optical 
appliances

Convicted and fined $7,700 
and ordered to pay Ahpra’s 
legal costs of $4,813.

Aliaa Mohammad 
Elmetwally 
Ismaeli Sherif

22 June 2021 Vic Medical Holding out as being 
a registered health 
practitioner

Convicted and fined $15,000 
and ordered to pay Ahpra’s 
costs (yet to be assessed)

Hard work and collaboration catch an unregistered person

Katherine Mackenzie, the National Manager of Ahpra’s 
Criminal Office Unit reports:

In the face of fraud, harm and repeat offending, Ahpra 
maintained a strong approach in a serious matter 
involving a person holding themselves out to be a 
medical practitioner. It took over three years from 
the start of the investigation to reach a successful 
conclusion. COVID-19 was only one of the inherent 
challenges involved in finally prosecuting this case. 

In 2018, Ahpra obtained a warrant to search a 
cosmetic clinic following a tip-off that Schedule 4 
(prescription only) cosmetic injectables were on the 
premises. The clinic was run by a person who held 
themselves out as a medical practitioner, despite 
never being registered with the Medical Board of 
Australia and not being authorised to possess or 
administer these drugs.

When charges were laid in 2019, they related to a 
range of activities including injecting patients with 
dermal fillers and botox, providing medical advice, 
providing unapproved antibiotics (from overseas) and 
producing a fraudulent registration certificate when 
trying to expand their business. 

The unregistered person went on to treat others, 
despite warnings from Ahpra, their premises being 
searched and charges being laid. One patient, 
who believed she was being treated by a medical 
practitioner, made a complaint after suffering adverse 
reactions from the cosmetic treatment.

In the course of the investigation, Ahpra liaised with 
the Victorian Department of Health and Human 
Services (now known as the Department of Health), 
the Health Care Complaints Commission in NSW, 
the Therapeutic Goods Administration, the Health 
Complaints Commissioner in Victoria and the 
Australian Border Force.

In June 2021, the person was convicted of 10 charges 
by the Magistrates’ Court of Victoria, fined, and 
ordered to pay Ahpra’s costs. The magistrate 
commented that the offending was wilful and 
planned, and a persistent course of conduct.

Many people worked hard to bring about this 
outcome, all of whom were motivated to secure public 
health and safety in the face of persistent offending. 
We hope this case serves as a deterrent to others, 
and a reminder to the public that they can always 
check the registration of their health practitioners on 
our website for themselves at any time.

2 See Glossary
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Compliance

Monitoring restrictions

Monitoring streams

Health
 

Performance
 

Conduct
 

Suitability/eligibility
 

Prohibited practitioner/student
 

We monitor restrictions and requirements that have 
been placed on practitioners to check that they are 
complying.
• 4,650 cases related to 4,648 registered 

practitioners who were being actively 
monitored at 30 June

 − 1,467 cases (31.6%) were about conduct, 
health or performance

 − 2,734 cases (58.8%), the majority, were 
about suitability/eligibility for registration

 − 449 cases (9.7%) related to prohibited 
practitioners/students.

• 3,516 practitioners were monitored by Ahpra 
to ensure health, performance and/or conduct 
requirements were being met during the year.

Table 34. Active monitoring cases at 30 June, by profession and stream
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Aboriginal and Torres Strait 
Islander Health Practitioner 

1 1 2 3 1 0 4 1 0

Chinese medicine 
practitioner

5 10 3 1 1 2 7 1 5 773 786 18 4 818 14 3

Chiropractor 9 7 1 4 2 9 8 11 41 9 1 39 5 0
Dental practitioner 14 19 2 17 16 86 30 1 9 39 165 65 3 137 74 4
Medical practitioner 139 192 23 175 127 268 168 6 103 524 1,209 487 29 1,118 413 35
Medical radiation 
practitioner 

3 8 1 2 6 44 63 1 0 41 3 0

Midwife 3 2 4 4 10 3 4 28 49 9 0 31 8 1
Nurse 114 100 20 232 163 100 85 3 240 833 1,519 348 23 1,404 327 21
Occupational therapist 3 3 5 2 1 1 77 87 5 0 79 3 0
Optometrist 2 1 4 1 6 13 1 0 9 1 0
Osteopath 5 3 1 1 1 6 13 3 1 8 4 1
Paramedic 4 7 2 18 15 12 206 240 22 2 168 14 2
Pharmacist 17 98 1 17 17 23 33 29 59 145 148 1 125 134 0
Physiotherapist 11 8 4 4 3 7 7 32 61 11 4 56 7 4
Podiatrist 1 3 6 7 1 1 9 21 7 0 17 4 0
Psychologist 66 12 5 18 17 44 12 20 87 235 41 5 161 40 2
Total 2020/21 396 462 62 508 375 0 563 339 11 449 2,734 4,650 1,176 73
Total 2019/20 284 422 64 494 367 0 535 263 9 382 2,520 4,215 1,052 73

1. Ahpra monitors compliance cases in the ‘suitability/eligibility’ stream in every jurisdiction.
2. Ahpra reports by monitoring of established cases, rather than by the number of registrants being monitored. A registrant may 

have a set of restrictions (conditions or undertakings) in more than one stream. The 4,650 Ahpra monitoring cases relate to 4,648 
registrants. The HPCA reports on the number of registrants being monitored.

3. In Qld, Ahpra monitors all cases except where the restrictions are imposed by OHO as immediate registration actions. OHO 
counts each of these actions separately, and not by practitioner being monitored. In a small number of instances, one practitioner 
may be monitored about more than one immediate registration action. A single immediate registration action may be about more 
than one stream. Cases have been categorised according to the stream that comprises the bulk of the immediate registration 
action. This excludes interim prohibition orders against registered practitioners who are currently being monitored.
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Table 35. Active monitoring cases at 30 June, by state or territory

Stream

Ahpra Ahpra 
subtotal 

2020/213 HPCA4 OHO5
Total 

2020/21
Total 

2019/20ACT NSW1 NT QLD SA TAS VIC WA
No 

PPP2

Conduct 13 1 12 77 69 12 148 63 1 396 462 62 920 769
Health 13 4 11 188 57 21 134 72 8 508 375 883 862
Performance 12 10 12 178 81 19 169 82 563 339 11 913 807
Prohibited 
practitioner/student

6 1 9 90 76 18 185 53 11 449 449 382

Suitability/eligibility6 49 1,043 21 463 179 42 570 286 81 2,734 2,734 2,520
Total 2020/21  93  1,059  65  996  462  112  1,206  556  101 4,650 1,176 73 5,899
Total 2019/20  96  1,010  48  843  434  91  996  452  245 4,215 1,052 73 5,340

1. Includes cases to be transferred from Ahpra to the HPCA for conduct, health and performance streams.
2. No principal place of practice: includes practitioners with an overseas or unknown address.
3. Ahpra reports by monitoring established cases, rather than by the number of registrants being monitored. A registrant may have 

a set of restrictions (conditions or undertakings) in more than one stream. The 4,650 Ahpra monitoring cases relate to 4,648 
registrants. The HPCA reports on the number of registrants being monitored.

4. The HPCA monitors practitioners in relation to health, performance and conduct in NSW.
5. In Qld, Ahpra monitors all cases except where the restrictions are imposed by OHO as immediate registration actions. OHO 

counts each of these actions separately, and not by practitioner being monitored. In a small number of instances, one practitioner 
may be monitored about more than one immediate registration action. A single immediate registration action may be about more 
than one stream. Cases have been categorised according to the stream that comprises the bulk of the immediate registration 
action. This excludes interim prohibition orders against registered practitioners who are currently being monitored.

6. Ahpra monitors compliance cases in the ‘suitability/eligibility’ stream in every jurisdiction.

What aeroplane safety and health regulation have in common

Jason McHeyzer joined Ahpra in 2020 as our National 
Director, Compliance

I bring my regulatory and leadership experience from 
aviation safety to my role at Ahpra. 

Both industries have a relatively high consequential 
risk. And the public threshold for failure is very low. On 
the flip side, health practitioners and pilots are highly 
trusted.

Both regulators face similar binds. If we shut down 
everyone who ever made a mistake or was subject to 
a complaint then we would shut down aviation or our 
health system would slow down so much that patients 
would miss out on care, so the overall outcome would 
be less safe.

Keeping the system going has a real value. We have 
to find that delicate balance. When something goes 
wrong, Ahpra and the Boards can put additional risk 
controls in place. We also consider the other systems, 
organisations and regulatory agencies that seek to 
control risks. Sometimes we require a practitioner to 
do something different to keep practising: undergo 
education, limit or modify their practice, be screened 
regularly for drugs or be supervised.

Compliance is where we make sure those controls 
are working. For example, we can look at billing and 
prescribing data to confirm practitioners aren’t seeing 
patients that they aren’t permitted to. 

The vast majority of practitioners want to comply with 
their restrictions, and we aim to support them and get 
them back to normal practice. 

Unfortunately, a minority seek to avoid restrictions, 
and to hide their non-compliance. They are motivated 
to work their way around the system. This means that 
we sometimes require detailed records that may seem 
‘over the top’ to compliant practitioners.
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Compliance activities and 
initiatives

Additional guidance to practitioners
Some of the restrictions placed on practitioners require 
them to provide a report reflecting on the original issue 
that led to the condition or undertaking and how they 
would approach the same situation differently following 
the education or mentoring they were required to 
complete. We have published additional guidance, 
including an example approach, to help in practitioner 
reflection to help minimise unnecessary additional work 
by the practitioner. 

Compliments
One of our most onerous conditions is Urine Drug 
Screening, used to ensure that practitioners with 
historical health impairments are not taking restricted 
substances. Practitioners are required to present to 
a pathology collection centre on random days, up to 
12 times per month, and provide a urine sample with 
someone watching. It is always great to receive positive 
feedback from practitioners, and even more pleasing 
when someone subject to onerous requirements has 
something nice to say about our staff:

The case officer has connected with me on many 
occasions with regular updates, just to ‘check in’ 
and is there when difficult news has to be delivered. 
She has made herself accessible and available 
to my prospective employers, assisted with the 
mountain of forms and given support wherever it’s 
required. So, I basically want to express not only 
my gratitude and appreciation to the case officer 
for her dedication as a compliance officer, but I 
want it brought to the attention of her superior to 
alert them to what an amazing and outstanding 
job she is doing.

Reviewing our performance
Two performance and quality assurance reviews were 
carried out:
• Recording regulatory action arising from a 

monitoring case - we evaluated how staff were 
recording information on key decisions made about 
monitored cases. The review found that the policy 
and procedure was not as clear as it could be and 
that staff were required to record some information 
that was unnecessary. Policies have been updated 
and additional staff training completed.

• Use of delegations and authorisations - we 
evaluated the use of delegations and authorisations 
that permit specified Ahpra staff to make certain 
decisions on behalf of the National Boards. The 
review identified that the majority of decisions 
made were consistent with procedures and 
identified opportunities to improve reporting 
to National Boards. The report also identified 
efficiencies and faster decision-making when 
delegations and authorisations were used.

Restrictions most often placed on 
practitioners
The top 10 restriction categories by volume being 
monitored by Ahpra at 30 June equate to 6,702 
restrictions. Although 4,650 cases were being actively 
monitored, each case may have more than one 
restriction category requiring compliance by the 
practitioner.
• 69.8% (4,679) of restrictions in the top 10 restriction 

categories were imposed as a result of the routine 
process of a health practitioner obtaining or 
renewing registration with a National Board.

• 30.2% (2,023) of the restrictions in the top 10 
restriction categories were imposed as a result 
of a finding made by a National Board, panel or 
tribunal about a practitioner’s health, performance 
or conduct.

Table 36. Top 10 restriction categories, 30 June

Restriction category Total
Restriction on practice and employment 1,958
Requirement for supervision 1,461
Undertake assessment 817
Undertake education 553
Attend treating practitioner 444
Restriction on scope of practice 443
Prohibition on practice 331
Restriction on workplace location 264
Requirement to practise under indirect and 
remote supervision

231

Restriction on work type 200
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Investigating complaints about advertising

We received 386 advertising complaints. Of these:
• 70 were complaints about corporate entities or 

unregistered persons, or assessed as serious-risk 
complaints (see page 87)

• 316 were lower risk complaints about registered 
health practitioners and assessed under the 
Advertising compliance and enforcement strategy:

 − 157 were assessed as potential breaches (412 
in 2019/20); the reduction of about 60% is 
unusual and may be related to the COVID-19 
pandemic

 − 152 cases had no breach identified
 − 7 are awaiting initial assessment.

When we identify that advertising by registered health 
practitioners is not compliant with the Guidelines for 
advertising a regulated health service, we initially 
provide practitioners with an opportunity to correct 
their advertising and only take further regulatory action 
when this is unsuccessful. There were no instances of 
continued non-compliant advertising that required 
regulatory action.

Proactive advertising strategy
We have historically relied on complaints to identify 
advertising that doesn’t meet our guidelines. We are 
now supplementing this approach with a proactive 
audit of advertising from a sample of practitioners in 
every profession. This approach is helping us understand 
the rates of advertising and common issues in each 
profession. We will be using this information to make 
further improvements to the dedicated advertising 
pages on our website and will engage with each 
profession through Board newsletters and professional 
associations. The overall objective is to identify issues 
and make it easy for practitioners to comply.

Sometimes practitioners don’t realise what they are 
not allowed to claim when they advertise. We provide 
information to help them.

Advertising 
We reviewed the Guidelines for advertising a 
regulated health service and evaluated the Advertising 
compliance and enforcement strategy for the National 
Scheme. The revised guidelines and updated strategy 
took effect on 14 December. To support understanding 
and compliance with the advertising requirements, 
we redeveloped existing web resources to create an 
Advertising hub on our website. 
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Insights to help practitioners better manage risk
Through our work, we have data and insights into some 
of the challenges and opportunities for registered health 
practitioners and, more broadly, for the healthcare 
system in Australia. 

We want to use this knowledge and experience to 
support practitioners to practise professionally and so 
they can identify and manage risk in their practice. Our 
aim in sharing these insights is to promote a culture of 
reflection and continuous improvement for practitioners 
that protects the public and contributes to the safety 
and quality of healthcare. 

We are exploring opportunities to share more detailed 
insights directly with health practitioners, such as 
through profession-specific newsletters and case 
studies. We will also look for ways to share relevant 
insights with consumers and our health system partners.

Our data show there are risks to the public and for 
practitioners in the following areas.

Health and wellbeing
• Staying healthy and well maintains a 

practitioner’s ability to provide safe, 
professional healthcare. 

• There has been an increase in self-reported 
notifications from practitioners experiencing 
mental health issues over the last two years, 
and an increase in reports about practitioners 
misusing drugs and alcohol. 

• Consistent with international experience, these 
are potential indicators of increased stress from 
working as a health practitioner during the 
pandemic. For example, from frontline exposure 
or through impact on practitioner businesses 
affected by shutdowns.

To manage this risk
Practitioners are encouraged to look after their 
own health and support their health practitioner 
colleagues. Practitioners who have concerns about 
their own or a colleague’s health are encouraged 
to seek support. For many practitioners (dentists, 
doctors, pharmacists, nurses and midwives), free 
and confidential support services are available from 
their profession’s dedicated practitioner health 
service.

Respectful practice
• Practitioners must always treat patients, 

consumers, students, employees and 
colleagues with respect. This includes 
communicating professionally and respectfully 
with and about others.

• Being respectful and culturally safe towards 
patients and colleagues supports a positive 
patient experience and can reduce the 
likelihood of a notification.

• Discrimination in healthcare, such as sexual 
harassment, racism or bullying, is a barrier 
to better health outcomes. This includes care 
provided to Aboriginal and Torres Strait Islander 
Peoples, which must be culturally safe. 

To manage this risk
Practitioners can invite feedback from patients 
and colleagues. They can reflect on any feedback 
received and consider the expectations set out in 
their code of conduct or equivalent. Practitioners 
can learn or refresh themselves on what is involved 
in culturally safe healthcare and reflect on whether 
they are providing culturally safe healthcare and 
what changes they could make to overcome any 
unintentional shortcomings (remembering that only 
Aboriginal and Torres Strait Islander Peoples can 
define whether care is culturally safe). 

Complaints handling
• Feedback and complaints play an important 

role in the safety and quality of healthcare.
• Practitioners with a sound patient complaint 

system are more likely to resolve a complaint 
successfully and less likely to have action taken 
on their registration.

• Many notifications involve concerns such as 
communication or billing that don’t meet our 
regulatory threshold and can often be resolved 
at the local health provider level. Practitioners 
who try to manage patient complaints before 
they become a notification had the notification 
closed at an early, assessment stage in 96% of 
cases.

• Notifiers often tell us the outcome they were 
looking for is an apology or an explanation, 
which are not areas that we can help with. 
Resolving complaints at the local level is 
usually the best and most timely outcome 
for consumers, and also has benefits for 
practitioners. 

To manage this risk
Practitioners and employers can reflect on their 
process for managing complaints, improve it 
where necessary, and check whether they are 
clearly communicating with patients about how 
they can provide feedback, including making 
complaints. When dealing with a person who has 
made a complaint, practitioners can use this as 
an opportunity to reflect on how they could have 
managed the interaction differently.
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Managing health records
• Maintaining clear and accurate patient health 

records is essential for the continuing good 
care of patients. 

• When a notification is made, the relevant 
patient health records are often a key piece of 
further information National Boards will seek 
from a practitioner. 

• Many practitioners who have been through the 
notifications process report that they would 
recommend ‘good record keeping’ to other 
practitioners, as a way to help in responding to 
a complaint.

To manage this risk
Practitioners could reflect on their processes for 
maintaining health records, ensuring that they are 
sufficient to support the care being provided. There 
are resources that practitioners can access to help 
them, including guidance resources and electronic 
record-keeping programs. 

Communication
• Effective and respectful communication is 

critical to providing safe healthcare.
• Communication continues to be a strong theme 

in notifications.
• Patients who are dissatisfied with the 

communication of their healthcare provider are 
more likely to complain to both their provider 
and us.

To manage this risk
Practitioners can reflect on their communication 
with patients and colleagues, and identify and 
quickly address communication breakdowns in 
their practice. This can support better relationships 
and more engaged patients who have a deeper 
understanding of their care.

Informed consent
• Informed consent is a critical part of the 

practitioner-patient relationship.
• Managing informed consent well can prevent 

misunderstandings. What a practitioner might 
consider as adequate communication to gain 
informed consent can be different from the 
client’s or patient’s expectations, particularly 
where the examination or procedure to be done 
involves physical contact with a patient.

• There continues to be a gap between 
contemporary consumer expectations of 
informed consent and the approach to consent 
taken by many health practitioners.

• A physical examination that is poorly 
conducted or not supported by clear 
communication and consent can be 
distressing, alienating and harmful for patients. 
Such an exam may be considered assault and 
result in serious consequences, including police 
investigations and prosecutions.

To manage this risk
Practitioners can reflect on their approach to 
informed consent - and the expectations set out in 
their code of conduct or equivalent, and consider 
whether their communication or documentation 
of consent can be strengthened. Remember 
that informed consent is individual and different 
people may need more information and time to 
consider it than others. Practitioners should use 
simple language to explain what is involved in the 
physical examination, and check that the patient 
has understood. What has worked in the past with 
one person may not be effective or appropriate 
for another. In some circumstances, recording that 
a patient has consented to the specific, physical 
contact that will occur during the examination can 
be helpful evidence of informed consent. 
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Research and evaluation to improve regulation
Our research and evaluation work improves our 
regulatory effectiveness and helps us become an 
evidence-informed regulator. 

Projects

Research projects focused on were:
• finishing a cross-profession study of health 

practitioners with repeat notifications
• evaluating the first phase of the pandemic 

response sub-register
• a study of whether notification rates vary by 

the pathways practitioners use to meet English 
language skills registration standards 

• developing snapshots of trend data for National 
Scheme professions, with snapshots to be 
published soon

• literature and rapid evidence reviews on:
 − continuing professional development and 

recency of practice requirements to inform 
registration standard reviews

 − professionalism, to support further work on 
protective factors of professional practice 
and reflection

 − global health workforce regulatory 
responses to COVID-19

• initial research on possible ways augmented 
intelligence could provide additional 
information to help human judgement in our 
regulatory processes: 

 − developing a proof of concept approach 
using augmented intelligence to help 
in identifying lower and higher risk 
notifications to help human judgement in 
the triage process 

 − a collaboration with Royal Holloway 
University of London, the Nursing and 
Midwifery Council (UK) and the Texas Board 
of Nursing on artificial intelligence research 
to support regulatory decision-making in 
complaints about nurses in the US, UK and 
Australia

• initial work analysing notifications related to 
racism and Aboriginal and Torres Strait Islander 
Peoples

• an initial exploration of the prevalence of 
notifications in recently graduated health 
practitioners

• supporting our regulatory functions in 
developing evaluations. 

Research framework
We reviewed and revised the current research 
framework to better align research and evaluation 
projects to the overall National Scheme objectives and 
strategy.

Research ethics
To implement the National Scheme research ethics 
position statement, we now have a formal arrangement 
with Queensland Health’s Prince Charles Hospital to 
use their National Health and Medical Research Council-
registered human research ethics committee (HREC). 

Publications and presentations
The National Scheme’s Combined Meeting's program 
incorporated research and evaluation, discussing the 
potential use of augmented intelligence in regulation.

We participated in the Digital Health Cooperative 
Research Centre’s Telehealth Datathon. In this 
competition, participants use real data to answer real 
questions, solve health management challenges and 
produce data visualisations and models that can be 
applied to support business processes and decision-
making. Ahpra was the only regulator participating and 
we won the retrospective analysis section. 

We produce publications for peer-reviewed health 
journals, to share knowledge. Publications were:
• Gee C, Tonkin A, Gaby S, Urh V, Anderson S, Hardy H 

& Fletcher M (2021). 'Responding to sexual boundary 
notifications: the evolving regulatory approach in 
Australia', Journal of Medical Regulation, 107(2), 
25-31.

• Leslie K, Moore J, Robertson C, Bilton D, Hirschkorn 
K, Langelier MH, & Bourgeault IL (2021). 'Regulating 
health professional scopes of practice: comparing 
institutional arrangements and approaches in the 
US, Canada, Australia and the UK', Human Resources 
for Health, 19(1), 1-12.

• Fletcher M, Anderson S, Townley H & Simmonds B 
(2020) 'Reflections from Australia: how regulators 
have responded to the pandemic', Healthcare 
Professionals Crossing Borders, Winter edition issue 
49, 15.

Access to data for research
While the comprehensive national regulation data that 
Ahpra collects have registration, workforce planning, 
demographic, commercial and research value, the 
National Law and the Privacy Act 1988 (Cth) impose 
strict limits on their use. Our data access and research 
policy focuses on helping researchers and other parties 
to better understand the process for considering 
requests for data and research. 

Ahpra’s website outlines the data already available and 
how to access them, the processes for accessing data 
not publicly available, and the policies and legislation 
that govern what can and cannot be released. 

Table 37. Data access requests

Data access requests by type Number
Request to contact or survey practitioners 4
Copies or extracts of the Register of practitioners 24
Quantitative statistics (regulatory data) 51
Research data 4
Other (general information) 20
Total 103
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Collaborating on shared policy issues
National Boards and Ahpra regularly collaborate on 
shared policy issues, when the issue involved affects 
professions similarly. This collaboration facilitates 
effective, collaborative care, supports good inter-
professional practice and helps to simplify the 
regulatory landscape. It makes it easier for the public, 
practitioners and employers to know what to expect of 
registered health practitioners. 

We have continued to explore and expand how our 
work as a health practitioner regulator can support 
registered health practitioners to provide safe and 
effective care in their professional practice. 

Responses to the pandemic
Registered health practitioners continued to play a vital 
role in treating and containing COVID-19 and supporting 
the national vaccination program. We continued to 
develop, review and refine policy advice to National 
Boards to support timely, proactive regulatory 
responses to the COVID-19 pandemic. 

As part of our efforts to support health practitioners, we 
developed temporary policy positions to support:
• a temporary modification to the National Boards’ 

English language skills standard test pathway
• flexible recency of practice requirements for 

professions whose renewal period ended 30 
November 2020.

We also reviewed and updated our telehealth guidance 
for practitioners to support the provision of safe virtual 
care, and are working with National Boards to monitor 
the need for further guidance. 

Supporting professional practice 
We issued several position statements to provide 
further advice and guidance on National Boards’ 
expectations of registered health practitioners in 
response to emerging issues, including:
• COVID-19 and appropriate use of social media 
• COVID-19 vaccination, including guidance about 

being vaccinated, administering vaccines and giving 
advice and information about vaccination

• a joint statement with the Therapeutic Goods 
Administration on promoting COVID-19 vaccination 
and complying with the advertising requirements of 
the National Law 

• sexism, sexual harassment and gendered violence in 
healthcare. 

Policy support and coordination
Ahpra develops policy resources and tools to 
support regulatory policy development and provides 
policy advice to National Boards. Together with the 
National Boards, we provided input to external policy 
consultations and reviews for:
• National Prescribing Service MedicineWise’s review 

of the Prescribing Competencies Framework
• National Skills Commission’s Skills Priority List 

Stakeholder Survey

• Victorian Department of Health and Human 
Services’ consultation on options to respond to 
the independent review of Chiropractic Spinal 
Manipulation of Children Under 12 Years

• Australian Commission on Safety and Quality in 
Health Care’s proposed National Safety and Quality 
Primary Healthcare Standards

• Australian Commission on Safety and Quality in 
Health Care’s draft resource, Credentialing and 
Defining Scope of Clinical Practice

• House of Representatives’ terms of reference for 
a Select Committee on Mental Health and Suicide 
Prevention

• Safer Care Victoria’s consultation on a proposed 
statutory duty of candour and protections for 
clinical incident reviews.

Work progressed 
So that National Boards’ regulatory requirements remain 
contemporary and relevant, we continued our work:
• finalising a review of the supervised practice 

guidelines used by some National Boards to 
establish a Supervised Practice Framework to 
allow for a responsive and risk-based approach to 
supervised practice across the National Scheme 
(with some profession-specific exclusions)

• on the joint review of the Code of conduct shared 
by 12 National Boards, most in an identical form with 
some minor variations for several National Boards; 
an eight-week public consultation on the shared 
code started in May

• coordinating reviews for some National Boards’ 
English language skills, continuing professional 
development and recency of practice registration 
standards.
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Strategy 

The new National Scheme Strategy 2020–25 launched in July 2020

Our strategy describes the vision, purpose, values 
and strategic themes that guide our work as we 
continue to evolve and meet the needs of our 
stakeholders. As always, public protection remains 
our foremost priority.

Martin Fletcher 
Chief Executive Officer

A strong evidence base and cross-professional 
consistency will contribute to a regulatory 
framework that works effectively in the public 
interest.

Brett Simmonds 
Chair, Pharmacy Board of Australia   

Co-convenor, Forum of National Registration  
and Accreditation Scheme Chairs
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Arranging our strategy into themes helps us to 
communicate how we will achieve our vision

Regulatory effectiveness
To protect the public, we must maintain a strong 
focus on having efficient and effective core 
regulatory functions. This includes being responsive 
to the rapidly evolving nature and scope of health 
practitioner practice and ensuring that our financial 
planning and management approaches achieve 
long-term financial sustainability.

Initiatives
• Implementing a risk-assessment and control 

framework to manage investigations at the 
team, delegate and practitioner level. The 
operation reset initiative in notifications, 
was implemented from October to May, and 
has strengthened our risk-based regulatory 
practices.

• Providing greater transparency and visibility 
to stakeholders on costs, informing National 
Boards on financial decision-making and 
financial strategies, and helping in the 
determination of costs in our co-regulatory 
environments in our cost-allocation project.

• Building a contemporary and user-friendly 
technological interface for our regulatory 
operations in the transformation project. 

Evidence and innovation
We use our data to understand critical issues in 
health practitioner regulation and the healthcare 
environment and make sure our standards, codes 
and guidelines continue to be supported by strong 
evidence. We are developing and improving our 
systems and processes to identify risk and make 
sure we have a strong, reliable and consistent 
framework for data, analysis, evaluation and 
reporting. 

Initiatives
• Building a modern data platform from which 

other initiatives and programs can leverage 
data and services in the data and integration 
program.

• Improving and promoting the search function 
of the online public register and improving 
the quality of the published information on 
registered health practitioners in the public 
register enhancement project. This will also 
provide us with better data and analytics to 
inform our future direction. 

Trust and confidence
We are focused on building the trust and 
confidence that the public, health practitioners, 
organisational partners and other stakeholders have 
in the National Scheme. 

Initiatives
• Providing Moong-moong-gak cultural safety 

training as part of our commitment to improve 
Aboriginal and Torres Strait Islander Peoples’ 
health equity and increase the trust and 
confidence of the community in our ability to 
provide culturally safe regulatory practices. All 
Ahpra staff, Board and committee members in 
Tasmania, ACT, Queensland, Northern Territory 
and South Australia have now completed the 
training. Our people in the remaining states will 
finish the training by the end of 2021.

Capability and culture
We are focused on creating a workplace that is: 
psychologically and physically safe for all; enhances 
the capability, learning and development of our 
people; and embeds a culture that motivates our 
people to actively participate and achieve positive 
outcomes in all that we do.

Initiatives
• Scoping a ‘culture roadmap’ that defines our 

aspirational culture and key drivers to enable 
delivery of the National Scheme Strategy.

• Implementing a Leadership Development 
Framework and supporting programs to 
continuously improve our management and 
leadership capabilities.

• Implementing a new flexible working policy 
and other initiatives across our workspaces to 
better enable our flexible ways of working, and 
continue supporting our staff to better balance 
their work and personal commitments. 

• Exploring options to expand our current 
wellbeing, offering to create psychologically 
safe workplaces and ensure easily accessible 
programs and support services are in place.

• Continuing to implement actions from the 
Ahpra Aboriginal and Torres Strait Islander 
employment strategy 2020–2025 to create 
a culturally safe work environment that 
encourages increased Aboriginal and Torres 
Strait Islander workforce participation rates 
and long-term retention, and that reflects the 
communities in which we operate and serve. 
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Communicating and engaging

1 Web statistics include staff working remotely as well as external visitors.
2 Practitioners also search the register to check the status of their registration.

We are committed to providing 
accessible, timely and 
appropriate information

• The Ahpra website was viewed over 29 million 
times.1 The most frequently visited section was 
‘Registration’ with almost 16 million unique 
page views, then ‘About Ahpra’ with 770,000 
unique views. The Register of practitioners was 
the most popular page with 5.3 million unique 
views, followed by the home page with 3.8 
million unique views.

• Our social media posts were seen over  
3 million times and received 109,135 interactions 
(likes, shares and comments). We had 35,528 
Facebook likes, 10,559 Twitter followers, 
89,839 LinkedIn followers and 1,939 Instagram 
followers.

• More than 2.5 million searches were made of 
the Register of practitioners.2

• Every business day, 935 calls were answered 
and 222 web enquiries responded to by our 
national Customer Service team. People who 
need an interpreter or are more comfortable 
speaking in their own language can contact 
us through the Translating and Interpreting 
Service (TIS) and those with hearing or speech 
impairments through National Relay Service.

• We published 633 news items, including 51 
media releases.

• We responded to 316 media enquiries. 
• We published 54 National Board newsletters, 

with a median open rate of 63.7%, and three 
issues of the Ahpra Report for stakeholders.

• We published 23 episodes of our Taking 
care podcast on topics including kindness in 
healthcare, how the pandemic is changing 
healthcare systems and practitioner and 
patients’ experiences, advocating for kids, 
mental healthcare, sexual misconduct, aged 
care, and advertising. The podcasts had over 
21,000 listens, with an average of 58 per day. 
The most popular episode was ‘Brett Sutton 
and Jeannette Young in the spotlight’ with over 
2,800 listens.

Success in the media

Communications Adviser (media relations) Gemma 
Williams reports on a media story.

The chief health officers from Victoria and 
Queensland, Professor Brett Sutton and Dr Jeanette 
Young PSM, spoke candidly on our Taking care 
podcast about the professional challenges they 
faced and the responsibility they felt making those 
big decisions at the height of the pandemic. 

Preparing for the episode’s release meant working 
closely with the media. We had to consider which 
journalists and outlets would be most interested. We 
also considered the timing, to ensure good coverage, 
as well as who we might suggest for spokespeople if 
asked. 

On the day it went live, I unlocked my phone at 
5.30am hoping the story had been picked up. A 
quick search found the ABC story and news.com.au 
coverage. By 6am I was getting texts about the story 
on ABC breakfast radio. By 8am Professor Sutton had 
tweeted about it. By 10am the story was on all the 
major newspaper homepages. At the end of that day, 
the story had more than 200 overwhelmingly positive 
media mentions and huge social media interest. Our 
eight social media posts were shared widely. Over 
19,000 people saw them on Twitter, 6,000 in LinkedIn, 
1,600 on Facebook and 1,200 on Instagram. 

It’s always a relief when hard work pays off. Working 
in the media space, there’s never any guarantees 
despite all your good work and planning. The success 
of this episode was a reminder to me of the power of 
good stories and great storytelling. Being vulnerable 
is a strength and a powerful way to connect, 
especially with those we’ve never met. 

Being part of the campaign was an honour and one 
of my proudest work moments at Ahpra.
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Success in the media

Communications Adviser (media relations) Gemma 
Williams reports on a media story.

The chief health officers from Victoria and 
Queensland, Professor Brett Sutton and Dr Jeanette 
Young PSM, spoke candidly on our Taking care 
podcast about the professional challenges they 
faced and the responsibility they felt making those 
big decisions at the height of the pandemic. 

Preparing for the episode’s release meant working 
closely with the media. We had to consider which 
journalists and outlets would be most interested. We 
also considered the timing, to ensure good coverage, 
as well as who we might suggest for spokespeople if 
asked. 

On the day it went live, I unlocked my phone at 
5.30am hoping the story had been picked up. A 
quick search found the ABC story and news.com.au 
coverage. By 6am I was getting texts about the story 
on ABC breakfast radio. By 8am Professor Sutton had 
tweeted about it. By 10am the story was on all the 
major newspaper homepages. At the end of that day, 
the story had more than 200 overwhelmingly positive 
media mentions and huge social media interest. Our 
eight social media posts were shared widely. Over 
19,000 people saw them on Twitter, 6,000 in LinkedIn, 
1,600 on Facebook and 1,200 on Instagram. 

It’s always a relief when hard work pays off. Working 
in the media space, there’s never any guarantees 
despite all your good work and planning. The success 
of this episode was a reminder to me of the power of 
good stories and great storytelling. Being vulnerable 
is a strength and a powerful way to connect, 
especially with those we’ve never met. 

Being part of the campaign was an honour and one 
of my proudest work moments at Ahpra.

We seek feedback on an ongoing basis

What do practitioners and the 
community think about us?
We surveyed a random sample of health practitioners 
and community members for a third year. More than 
10,200 practitioners and 2,000 people from the broader 
community responded. The high levels of general public 
confidence and trust in Ahpra to keep the public safe 
that were first benchmarked in 2018 were sustained 
(over 70%). A total of 73% of the broader community 
said they trust a National Board and 68% were confident 
the Board (of which they were aware) was doing 
everything it could to keep the public safe. Practitioners 
who expressed trust in Ahpra increased to 58%, and 
to 63% for trust in National Boards. Perhaps due to 
community focus on the COVID-19 pandemic for much 
of 2020, overall knowledge of Ahpra among the broader 
community dropped to 43% but remained constant 
among practitioners at 78%. 

Consulting with advisory groups

Professions Reference Group
'The Professions Reference Group (PRG) provides 

an excellent forum for the exchange of information 
and ideas between Ahpra and practitioners via the 

professional associations. This has been all the more 
critical during the pandemic, which has highlighted 

the importance of the collaborative and consultative 
approach under which the PRG is conducted.'  

Mr Nello Marino, Chair, PRG 
CEO, Australian Podiatry  Association

With a membership representing the professional 
associations for each of the regulated professions, the 
PRG met seven times. It discussed consultations, gave 
feedback to projects and was updated on operational 
changes across Ahpra. Feedback on policy consultations 
included a framework for identifying and dealing with 
vexatious notifications, an update on implementation 
of policy directions issued by the Health Council, 
the shared revised Code of conduct preliminary 
consultation, user testing of advertising compliance 
and enforcement strategy documents, and revised 
regulatory principles for the National Scheme. 

Ahpra updated PRG members on the National 
Scheme's Aboriginal and Torres Strait Islander health 
and cultural safety strategy 2020–2025, National 
Scheme strategy 2020–2025 and work to improve 
management of notifications. PRG members shared 
Ahpra information on their organisations’ websites, 
with their members and stakeholders and social media 
networks. Information shared included Taking care 
podcasts, a public statement on No place for sexism, 
sexual harassment or violence in healthcare, guidance 
on COVID-19 vaccinations, the pandemic response 
sub-register extension and a call for applications to the 
National Boards. The PRG publishes a communiqué after 
each of its meetings.

Community Reference Group
The Community Reference Group (CRG) worked with 
the Agency Management Committee to strengthen the 
connection between the two groups. This included 
revising CRG's terms of reference to put a greater 
emphasis on its role in amplifying the voice of the 
community within the National Scheme. 

The CRG provided advice and feedback on a range of 
consultations, including the shared Code of conduct, 
the tranche 2 amendments to the National Law, the 
National Boards’ work to support professional practice, 
Ahpra’s data strategy and the review of the English 
language skills registration standards.

Members represented the community and consumer 
view on the various working groups including the 
Forum of National Registration and Accreditation Chairs 
and the Accreditation Liaison Group, and nominated a 
representative for the new independent Accreditation 
Committee. The CRG publishes a communiqué after 
each of its meetings.
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Solving callers’ queries

Customer Experience Manager Melita Fusco explains:

Ahpra’s Customer Service team is busy all year 
around, taking over 1,000 calls many days. The 
nature and volume of the calls can fluctuate, with 
the new graduate season and nursing and midwifery 
renewal period being particularly busy.

Every call is important, and callers want an answer 
straightaway. Some callers do hang up if they can’t 
wait for their call to be answered. We offer a callback 
service now, so callers can hang up and receive a call 
back while maintaining their position in the queue.

We hear stories every day of applicants feeling 
stressed about getting registered in time for 
a potential job or anxious about getting their 
documents and applications correct. We often need 
to reassure them that we will be in touch if we need 
any further information.

Every day we get a small number of calls that are 
very serious, such as where the caller has made a 
notification or been the subject of one. Even if the 
outcome of a notification is to take no further action 
after an investigation, it can be a stressful experience 
for the practitioner. Practitioners often feel a 
notification can affect their reputation if others find 
out. Notifiers often feel they haven’t been heard.

Our priority is to support the caller. We have a robust 
escalation process that helps us handle calls, and, if 
needed, to transfer a distraught caller to someone 
who is familiar with their case or to Lifeline or to 000 
when a caller is suicidal and/or at risk of immediate 
harm. After doing our best to help the caller, we 
also need to support the customer service officer, 
floor support and team leaders. We have a strong 
employee assistance program, and encourage staff 
to use it. 

We are a committed crew. We care and go to as 
much effort as we can to resolve a caller’s query.

Trust is fundamentally important 
to being an effective regulator

Our goals for effective 
engagement

Elicit and understand 
community and 

practitioner 
expectations 

So that we can address 
expectations

Promote informed 
practices to regulate 
more effectively and 

efficiently

For safer healthcare 

Build interest in and 
understanding of 
regulation by the 
community and 

practitioners

To build trust in the 
scheme

Our policies and 
programs are based on 
best available evidence 
and reflect the relevant 

expertise of our key 
stakeholders 

So that we can be 
effective

Improved collaboration 
and coordination with 

partners in patient 
safety

For patient safety

Provide more positive 
experiences of our 

processes

So that people are 
not discouraged from 

engaging with us 
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Towards a culturally safe and racism-free health system
One year in, important progress has been achieved in 
implementing the Aboriginal and Torres Strait Islander 
Health and Cultural Safety Strategy.

Aboriginal and Torres Strait Islander 
Health Strategy Group
The Aboriginal and Torres Strait Islander Health 
Strategy Group provided strategic advice during the 
implementation of the National Scheme’s Aboriginal 
and Torres Strait Islander health and cultural safety 
strategy 2020–2025.

Embedding cultural safety into codes, 
standards and guidelines
The Wordsmithing working group, a small group of 
strategy group members, has reviewed and provided 
feedback to embed cultural safety into profession codes 
of conduct, accreditation standards and profession 
guidelines. The group has embedded cultural safety in 
15 of the 16 regulated health professions.

Aboriginal and Torres Strait Islander 
Employment Strategy
In late 2020, the inaugural Ahpra Aboriginal and Torres 
Strait Islander employment strategy 2020–2025 was 
released. Alongside this strategy, Ahpra welcomed 
an identified role to lead the implementation of the 
strategy. The strategy focuses on creating a culturally 
safe work environment that increases our Aboriginal 
and Torres Strait Islander workforce and reflects the 
communities in which we operate and serve.

Reconciliation Action Plan
In April, Ahpra launched its second Reconciliation Action 
Plan (RAP) - this time at Innovate level. Our RAP sits 
under the National Scheme’s Aboriginal and Torres 
Strait Islander health and cultural safety strategy 
2020–2025 and is led by Ahpra’s National RAP Working 
Group as well as local RAP working groups in every state 
and territory office. The RAP is a framework of practical 
actions that drives our contribution to reconciliation 
and guides us toward respectful relationships and 
meaningful opportunities with Aboriginal and Torres 
Strait Islander Peoples.

Our vision for reconciliation is a healthcare system in 
which Aboriginal and Torres Strait Islander Peoples 
receive care that is culturally safe and meets their 
needs. Our vision is for a healthcare system that is 
also culturally safe for Aboriginal and Torres Strait 
Islander health practitioners, in any profession, in 
any setting.

Moong-moong-gak cultural safety 
training
PwC Indigenous Consulting (PIC) started delivering the 
Moong-moong-gak cultural safety training program in 
February to 1,400 Ahpra staff, Board and committee 
members. PIC is providing the program with online 
and face-to-face components, true to the intentions 
of the procurement and integrity of the National 
Aboriginal Community Controlled Health Organisation 
(NACCHO) cultural respect framework, all while 
adapting to real-time lockdowns and jurisdictional 
safety measures. By 30 June, 1,159 people had enrolled 
in the training and 556 participants from ACT, Northern 
Territory, Queensland, South Australia and Tasmania had 
completed it.

The Moong-moong-gak cultural safety training provides 
participants with knowledge, skills and capabilities to 
critically reflect on themselves as individuals, and how 
to identify and respond to racism. Ahpra staff, Board 
and committee members are required to complete 
the program and critically reflect on work and Board 
practices to embed culturally safe practices into the 
everyday workplace and Board business. The feedback 
from participants is very positive.

‘It was a revelation. The Moong-moong-gak training 
was new to me and I was genuinely educated by the 
content. It is without doubt the most transformative 
education I have done in many years.’

‘I found the Moong-moong-gak cultural safety 
training particularly resonated with me as a person 
of colour. The training provided me with insight into 
the hidden histories and stories of Aboriginal and 
Torres Strait Islander Peoples, a subject I didn’t have 
the opportunity of learning about in school. I found 
the content beneficial and necessary.’

‘The clear message for me was that Australian 
history was never taught in Australian schools, with 
the focus being on colonial history. That hidden 
history is so important in understanding the strengths 
of our First Nations peoples and the struggles that 
they continue to experience.’

Artwork (this page and opposite) by Leon Design
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Working with governments
Ahpra maintains a strong working relationship with 
Commonwealth, state and territory health departments, 
primarily through its Jurisdictional Advisory Committee.

National Law amendments
Ahpra and the National Boards welcomed the 
opportunity to provide feedback on a targeted 
consultation draft amendment Bill. The Bill proposes 
reforms to the National Law that have been agreed by 
Health Ministers to update the guiding principles and 
objectives of the National Scheme to strengthen public 
protections, improve governance arrangements and 
registration processes, and to increase the regulatory 
responses that are available to respond to risks to the 
public.

Government inquiries
National Boards and Ahpra have contributed to a 
number of inquiries. Of particular note are:

Royal Commission into Aged Care Quality 
and Safety 
The Australian Government’s response to the final 
report of the Royal Commission was published on 11 
May. Ahpra and the National Boards will continue to 
work with the Australian Government as it progresses 
a new regulatory scheme - National care and support 
worker regulation. We expect there will be interactions 
between our schemes and appreciate the opportunity 
for early engagement with the Australian Government.

Royal Commission into Violence, Abuse, 
Neglect and Exploitation of People with 
Disability
National Boards and Ahpra welcomed the invitation from 
the Commissioners to contribute to a public hearing 
that examined the education and training of health 
professionals in relation to the healthcare and treatment 
of people with cognitive disability. 

Senate inquiry into the administration of 
registration and notifications by Ahpra and 
related entities
In May, Ahpra and the National Boards made a joint 
submission to the inquiry about our administration of 
the National Scheme to protect the public. We work 
hard to be transparent about the operations and 
performance of the National Scheme and do not shy 
away from public scrutiny. Our submission highlighted 
improvements that have been made and emphasised 
our continuous improvement agenda to further 
strengthen public protections and ensure the scheme is 
efficient, effective and fair.

Contributing internationally

World Health Organization
Ahpra has continued its work as a recognised World 
Health Organization (WHO) Collaborating Centre for 
Health Workforce Regulation. The centre works in 
partnership to strengthen the capacity and skills of 
regulators in the Western Pacific Region of WHO. 

The Western Pacific Regional Network of Health 
Workforce Regulators, with members from 
approximately 20 countries, held three regional network 
webinars on health workforce regulation topics. 

In February, Ahpra's CEO accepted an invitation to join 
the global WHO Technical Expert Group (TEG) on Health 
Practitioner Regulation. The TEG is an advisory body 
that is developing guidance on the design, reform and 
implementation of good practice health practitioner 
regulation in member states of WHO.

In June, the Western Pacific Region of WHO hosted 
a virtual meeting, chaired by Ahpra, to consult with 
member states on the draft regional framework for 
strengthening traditional medicine systems. 

CLEAR

Ahpra staff have shared in the Council for Licensure, 
Enforcement and Regulation (CLEAR) webinars, 
discussion groups and podcasts. In September, Ms Kym 
Ayscough, Ahpra’s Executive Director for Regulatory 
Operations, completed her term as President of CLEAR.

IAMRA
Ahpra's CEO served as a member of the Management 
Committee of the International Association of Medical 
Regulatory Authorities (IAMRA). 

REAG
The International Regulatory Expert Advisory Group 
(REAG), chaired by Ahpra’s CEO, aims to provide and 
share multi-disciplinary knowledge and expert advice to 
support the development of strategies and approaches 
to challenging contemporary regulatory issues. 

This year, meetings have centred on developing 
responses to challenging strategic issues, including the 
continuing impact of COVID-19, supporting practitioner 
health and wellbeing, and addressing changing 
community expectations around diversity, equity and 
inclusion. Its most recent meeting focused on the role 
of regulators in addressing the important social issue of 
racism, including what it means for our own operations 
and what it means for our regulation of the professions. 
Outcomes for implementing our scheme and Aboriginal 
and Torres Strait Islander health strategies include:
• the importance of active involvement in decision-

making by the peoples who are affected by racism
• an acknowledgement that regulation can be a 

tool to challenge healthcare injustice; however, 
regulation needs to understand its place in tackling 
these issues on personal, moral, organisational and 
legislative levels

• the potential to identify and harness people of 
goodwill who are already working in the system and 
who want to challenge and to do things differently.
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Combined meeting to share and improve

Disruption prompting discussion 
and transformative change

The annual All Boards Combined Meeting of the National 
Scheme was held virtually in March with the theme of 
Emerging stronger and better together.

The broad context for the meeting was to acknowledge 
the many ways in which 2020 was a year that was not 
only unexpected, but also brought to the fore issues 
that many within the health system had been grappling 
with for years. When will our next pandemic be and 
how will we respond when it occurs? How can we work 
together to quickly and safely respond to the immediate 
public health crisis, protect our frontline health workers, 
and ensure the broader sustainability of our health 
system in both the immediate and longer term?

The year also brought into plain view questions 
of systemic racism, equity and trust - in access to 
healthcare and vaccines - and also fundamental 
questions about the nature of our health system, and 
our roles, as health practitioners and regulators, in 
ensuring safe, accessible and equitable health outcomes 
and care for all. 

Opening session: Who are we here for?

Black Lives Matter: How should regulators 
respond?

Neglect: The need for major change in aged 
care

Can AI transform notifications?

What does it mean to be a truly accessible 
regulator?

Telehealth: Is the onsite visit to your health 
practitioner so 2019?

2828



106  Ahpra Annual Report 2020/21

Leading, directing and managing

Agency Management Committee 
The Agency Management Committee, Ahpra's governing 
body, meets up to 11 times per year. The Committee 
publishes a communiqué of meetings that summarises 
issues discussed and decisions made.

It has established four committees:
• Finance, Audit and Risk Management Committee  

is responsible to the Agency Management 
Committee for the oversight of risk and to provide 
advice on the effectiveness of the corporate 
assurance framework and risk management, 
financial strategy, sustainability and internal audit 
functions. The Committee also provides oversight of 
the external audit process.

• Regulatory Performance Committee is responsible 
for making recommendations to the Agency 
Management Committee to: strengthen the 
performance culture across the National Scheme; 
provide oversight and scrutiny of regulatory 
performance measures and data; and provide 
assurance that any organisational performance-
related issues, including the consistency of data and 
statistics, are being well managed.

• People and Remuneration Committee was 
established to help the Agency Management 
Committee to effectively discharge its functions 
by providing governance oversight of strategy and 
performance in relation to people, capability and 
culture within the National Scheme. 

• Accreditation Advisory Committee was established 
by the Agency Management Committee to 
provide oversight and leadership on accreditation 
governance, accountability and transparency issues, 
and a whole-of-scheme perspective on Ahpra’s 
management of contracts for the performance of 
the accreditation functions.

National Executive
The National Executive is Ahpra’s national leadership 
group. Its members were: 
• Mr Martin Fletcher 

Chief Executive Officer 
• Ms Kym Ayscough 

Executive Director, Regulatory Operations 
• Ms Elizabeth Davenport 

Chief Finance Officer, Finance and Risk
• Mr Mark Edwards 

Executive Director, People and Culture 
• Mr Chris Robertson 

Executive Director, Strategy and Policy 
• Mr Clarence Yap 

Chief Information Officer, Information Technology. 

Directorates

Ahpra has five directorates:

Regulatory Operations carries out Ahpra’s core 
regulatory functions - registration, notifications 
and compliance - and includes the national legal 
practice. It continues to mature in the application of 
risk-based assessment of regulatory matters, so we 
can focus our regulatory efforts and resources on 
matters of high risk and high complexity and resolve 
other matters more quickly wherever possible.

Strategy and Policy’s purpose is to protect the 
public through effective and responsive strategy, 
policy, engagement and regulatory governance. 
It provides high-quality national services that 
are multi-profession in their focus. It works in 
partnership with National Boards and collaboratively 
with accreditation authorities and partners to fulfil 
our regulatory functions.

People and Culture is accountable for whole-of-
organisation people initiatives that drive employee 
engagement and include services such as learning 
and organisational capability, health, safety and 
wellbeing, recruitment, payroll and property and 
facilities. 

Finance and Risk comprises business professionals 
responsible for efficient and effective financial 
strategy and management, procurement, risk 
management and assurance and audit programs.

Information Technology partners with all internal 
and external stakeholders in providing the required 
technology and services to support health 
practitioner regulation in Australia.
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How Ahpra is structured

Executive Director 
Regulatory 
Operations

National Director 
Notifications

National Director 
Compliance

National 
Complaints 

Manager

National Director 
Registration

General Counsel

National Business 
Coordinator 
Strategy and 

Policy

National Manager 
Business 

Transformation

National Business 
Coordinator  
Regulatory 
Operations

Executive Director 
People and 

Culture

National Director 
Employee Services

Chief Information 
Officer

National Director 
IT Strategy and 

Architecture

Chief Executive Officer

Executive Director 
Strategy and 

Policy

National Director 
Policy and 

Accreditation

National Director 
Regulatory 
Governance

National Director 
IT Service 

Management and 
Operations

Senior People and 
Culture Business 

Partners

Executive Officer 
Medical

National Director 
Strategy

National Director 
IT Service 

Development

National Director 
Organisational 

Capability

National Director 
Organisational Risk 

and Resilience

National Director 
Business 

Transformation

National Director 
Engagement 

and Government 
Relations

National Director 
IT Management

Executive Officer 
Nursing and 
Midwifery

Chief Financial 
Officer

Deputy Chief 
Financial Officer

Table 38. Staff, 30 June

Directorate Full-time equivalent staff
Regulatory Operations 711
Strategy and Policy 198
Information Technology 105
Finance and Risk 42
People and Culture 42
Office of the CEO 2
Total 1,100

State and territory managers
Our state and territory managers are our senior leaders 
in each jurisdiction, and are based at each of our offices: 
• Australian Capital Territory: Mr Anthony McEachran 
• New South Wales: Ms Jane Eldridge
• Northern Territory: Ms Helen Egan
• Queensland: Ms Heather Edwards
• South Australia: Ms Sheryle Pike
• Tasmania: Mr David Clements
• Victoria: Dr Clarissa Martin PhD
• Western Australia: Mrs Karen Banks.
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Financial management
Ahpra and the National Boards work in partnership to deliver financial performance. The financial statements section 
of this report describes the performance in more detail, including the net result and equity position for each National 
Board.

Financial overview
Key results for the past five years are summarised in Table 39.

Both total income and expenses from transactions have steadily increased since 2016/17. The fluctuation in the net 
result for each period reflects growing business operations to support the scheme and phasing of investment in 
technology programs. The overall net result of $17.3 million in 2020/21 is an increase from $6.7 million in 2019/20.

Fluctuations in net cash flows reflect the timing and any changes in registration renewals, employee and vendor 
payments and operating results. 

Table 39. Financial results, 2017–21

Five-year financial summary
2021 

($ million)
2020 

($ million)
2019 

($ million)
2018 

($ million)
2017 

($ million)
Income from government grants 4.6 1.7 1.6
Income from operating activities 230.6 218.8 203.2 183.2 173.2
Total income from transactions 235.2 220.4 203.2 184.8 173.2
Total expenses from transactions 217.8 213.8 209.0 196.6 179.2
Net result for the period 17.3 6.7 (5.8) (11.8) (6.0)
Net cash flow from operating activities 37.7 24.4 20.0 2.7 3.9
Income collected on behalf of 
government agencies

39.3 37.1 34.3 31.3 30.9

Total assets 284.7 266.4 208.1 196.4 192.1
Total liabilities 197.9 196.9 145.3 113.4 104.3

Financial performance
The National Scheme income for the full financial year to 
30 June was $235.2 million, an increase of $14.8 million 
from 2019/20. The growth was due to an increase in 
registration income and government grants. Fees are 
set for each National Board to meet the full costs of 
regulation for each profession. Five National Boards 
froze their registration renewal fees, eight Boards 
increased their fees by 2.5% or 3.0%, and two Boards 
reduced them. 

The scheme income sources for 2020/21 and the prior 
year are summarised below.

Table 40. Income

Income
2020/21 

($ million)
2019/20 

($ million)
Registration and application fee 
income

222.4 210.5

Interest income 2.6 4.0
Grant income 4.6 1.7
Accreditation 0.3 0.5
Certificate of registration status 0.2 0.3
Legal fee recovery and fines 1.7 0.7
Examinations 1.7 1.2
Practitioner Information Exchange 1.1 0.9
Application for registrar program 0.3 0.3
Other 0.3 0.4
Total 235.2 220.4

Grant funding from the Commonwealth Department 
of Health provided $4.6 million in support to Ahpra 
and National Boards to increase the number of health 
practitioners registered and available to work in the 
health system in response to COVID-19.

Total expenses from transactions were $217.8 million, 
an increase of $4.0 million from 2019/20. The higher 
net result realised this year was due to increased 
income and reductions in expenditure from the impact 
of COVID-19 on business as usual and project delivery, 
offset by enterprise agreement wage increases, 
additional resource and technology costs of business 
continuity and the response to increase Australia’s 
health workforce capacity. 
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Financial position
The balance sheet remains healthy at 30 June 2021, with 
the largest contributor to this being both cash and term 
deposits held that includes $109.5 million registration 
fees paid in advance. Overall net assets (equity) 
increased by $17.3 million to $86.9 million.

The financial statements provide disclosure of income 
and expenditure by each National Board for the year 
and the equity balances held at year end. The amounts 
held are assessed against equity targets, based on 
independently developed actuarial models.

Equity serves several important purposes, including: 
• mitigating against unexpected loss not covered by 

the National Scheme’s comprehensive insurance 
• funding capital and strategic projects that support 

the effective and efficient operation of Boards and 
the Scheme

• offsetting the impact to the financial position due to 
variance in the operating result.

The equity balance at June 2021 includes funding for 
strategic projects that were deferred by 12 to 24 months 
due to restrictions or other consequences of COVID-19. 
These projects have been committed to by Boards and 
the Scheme to support effective and efficient operation. 

Assets
Current assets increased by $53.5 million to $137.0 
million in 2021, largely offset by the $27.5 million 
reduction in long-term investments and the $8.7 million 
consumption of right-of-use property lease assets. As 
term deposit rates decline, a change to investment 
policy is being considered and we made more short-
term investments to ensure funds can be readily 
accessed at maturity for transition to new types of 
investments, which will be beneficial to realise early 
improvement to return on assets. 

Capital expenditure
Capital expenditure was below anticipated levels 
with several approved projects being delayed. IT 
capital projects were delayed as the team prioritised 
requirements for work from home, implementation of 
the second stage of the IT restructure and adjustment 
to the lead-in phase of our transformation program. 

Liabilities
The significant increase in employee benefits provisions 
arises from business growth, maturity in years of service, 
wage inflation and economic revaluation of long service 
leave and lower than accrued levels of annual leave 
taken due to pandemic restrictions.

The year ahead
We expect the overall financial performance in 2021/22 
to be a smaller operating surplus, then to stabilise over 
the coming years consistent with our five-year financial 
plan.

Risk management
Ahpra’s Corporate assurance framework aims to 
provide sufficient, continuous and reliable assurance on 
the management of major risks to continuously improve 
regulatory services to the Australian community. Ahpra, 
in partnership with National Boards, seeks to manage 
risks in ways that allow us to meet the objectives of the 
National Scheme Strategy.

During 2020/21, the National Scheme managed its risks 
within the following risk themes:
• Regulatory performance
• Business transformation, continuity and resilience
• Improving the health of Aboriginal and Torres Strait 

Islander Peoples and protecting all vulnerable 
communities 

• Financial sustainability
• Public confidence/trust
• Data governance
• People and culture
• Health practitioner workforce sustainability. 

Risks are managed in accordance with the Australian 
and New Zealand Standard (AS/NZS ISO 31000:2018) 
and the risk management processes are an element 
of Ahpra’s Corporate assurance framework. The 
corporate assurance and risk management processes 
are integrated with the strategic and business planning 
processes and come from many sources within the 
organisation.

Insurance policies are in place to adequately mitigate 
the risk of financial losses arising from an (insured) 
event. 

Corporate legal compliance
In addition to regular reporting to Finance, Audit 
and Risk Management Committee (FARMC), we have 
undertaken the following tasks to improve governance 
and compliance:
• a review of Ahpra’s Procedure to respond to a 

breach of privacy in consultation with the National 
Health Practitioner Ombudsman (NHPO) to ensure 
it reflects best practice and encourages open 
reporting of privacy breaches by staff

• a review and re-draft of Ahpra’s Privacy policy to 
implement recommendations made by the NHPO in 
its Review of confidentiality safeguards for people 
making notifications about health practitioners 
December 2019 report

• amendment of Ahpra’s Fraud and corruption control 
framework to include clear reference to ethical 
issues and community expectations, and to clarify 
the interaction between the framework and Ahpra’s 
Public interest disclosure policy

• starting the roll-out of an Ahpra-wide legislative 
compliance program using existing technology to 
automate reporting.

Ahpra’s Public interest disclosure policy is for the use 
of Ahpra staff as well as members of the public. Nine 
referrals were received by Ahpra’s whistleblower hotline 
provider, Deloitte. After an assessment, none of these 
referrals were found to meet the criteria of public 
interest disclosures. No matters were referred to the 
Independent Broad-based Anti-corruption Commission 
IBAC (Vic) or Independent Commissioner Against 
Corruption ICAC (NT).
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Administrative complaints

When – and why – people complain about us 

Ahpra aims to listen to the concerns that people raise, 
respond to complaints promptly, empathetically and 
fairly, and to learn from the issues raised. 

Administrative complaints relate to concerns about the 
service delivery, policies, procedures and decisions 
of Ahpra, National Boards and Committees, and the 
Agency Management Committee. 

Straightforward complaints (stage 1) are handled by the 
Ahpra area that receives them, and complex complaints 
(stage 2) are managed by a National Complaints team. 
Stage 3 complaints are investigated or reviewed 
externally by the National Health Practitioner 
Ombudsman (NHPO). 

We have improved the information we collect about 
complaints. This year’s increase in the number of 
complaints received is attributed to:
• implementing online submission of complaints in 

July 2020, which has made it easier for people to 
make a complaint

• reporting stage 1 complaints that are submitted 
online; previously these were not included.

Table 41 outlines who raised complaints. Most 
complaints - 536 - were received from health 
practitioners. People who had made a notification 
about a health practitioner made 149 complaints. Ahpra 
also received 48 complaints made as a result of public 
campaigns encouraging people to raise an issue with 
Ahpra. We received public campaign complaints about 
statements made by Ahpra and the National Boards 
in support of the COVID-19 vaccination program and 
about regulatory action taken about specific health 
practitioners.

Table 41. Source of administrative complaints

Who made the complaint? Number
Employer 14
Health practitioner (applicant) 373
Health practitioner (notification) 89
Health practitioner (other) 64
Member of Parliament 1
Member of the public 74
Notifier 149
Public campaign 48
Total 812

Issues raised
Table 42 shows the issues raised. A complaint may 
include more than one issue.

Table 42. Administrative complaints by issue

Issues raised Number
Dissatisfaction with regulatory outcome 253
Delay 241
Communication 188
Process/policy 187
Fees 44
COVID-19 35
Privacy breach 15
Other 70

Table 43 shows the number of complaints (812) we 
received by profession, with information about the 892 
issues raised. A complaint may include more than one 
issue.

Table 43. Stage 1 and 2 administrative complaints by profession
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Aboriginal and Torres Strait Islander Health 
Practice

2 2 2

Chinese medicine 6 2 4 6
Chiropractic 6 2 4 4 4 1
Dental practice 32 8 24 17 13 3 2 1
Medical practice 323 123 200 99 221 6 9 5 24
Medical radiation practice 9 3 6 10 2 1 1
Nursing and midwifery 232 103 129 177 38 9 6 4 15
Occupational therapy 7 3 4 5 0 1 1
Optometry 4 4 1 3
Osteopathy 1 1 1 1
Paramedicine 20 4 16 15 3 1 1
Pharmacy 19 10 9 18 2 1
Physiotherapy 15 7 8 12 3 1 1
Podiatry 4 2 2 2 1 3
Psychology 132 40 92 78 43 7 4 3
Total 812 307 505 445 332 25 30 16 44
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Registration complaints – top 4 issues
In the 445 complaints received about registration, 
perceived delay in our management of applications 
was raised 174 times, policies or processes 118 times, 
communication 87 times, and the outcome 65 times.

Notification complaints – top 4 issues
In the 332 complaints received about notifications, 
dissatisfaction with the outcome was raised 218 times, 
communication 56 times, policies or processes 49 times, 
and the time taken to finalise a notification 48 times.

Resolving complaints
We responded to 798 complaints. When we receive a 
complaint, we carefully review the information provided 
and how people would like their complaint resolved. 
We then conduct a review of the information we hold 
and endeavour to respond in a way that meaningfully 
addresses the concerns raised. 

Table 44 outlines the actions we took to resolve 
complaints this year. A complaint may include more than 
one issue.

Table 44. Action taken on the issues raised

Action taken to resolve issues Number
Provided further explanation to complainant 517
Offered apology 256
Provided an update on progress of regulatory matter 160
Corrected an error 16
Arranged for a regulatory matter to be reconsidered 6
Offered a refund 9
Undertook to review a process or policy 81
Other 121

Performance
We aim to respond to complaints within 20 business 
days. Figure 90 shows that our average time to respond 
was consistently below the expected timeframes. 

Figure 90. Time to finalise complaints (days)
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Engaging with the NHPO
The NHPO receives complaints and helps people 
who think they may have been treated unfairly in 
administrative processes by the national agencies in the 
National Scheme. We engage collaboratively with the 
NHPO to resolve complaints and value its contribution.

Under our early resolution transfer process with the 
NHPO, 143 complaints were handed to us to resolve 
directly.

We responded to 81 enquiries received from the NHPO 
seeking preliminary information about a complaint. 
We also provided documents and other information in 
response to 96 notices of investigation from the NHPO. 

A complaint can be reported more than once if a person 
complains to both Ahpra and the NHPO.

Listening to complaints

Amanda Watson, National Complaints Manager, 
explains:

The work of our National Complaints team is busy 
and diverse. We manage complex concerns that 
relate to all areas of our regulatory work. 

Sometimes it is difficult to resolve complaints to 
everybody’s satisfaction if people are hoping for 
an outcome that we can’t provide, like overturning 
a decision to take no further action regarding a 
notification. We always do our best to provide 
people with a response to their complaint that better 
explains the way we work to protect the public and 
how their matter was handled. 

In this last year we learnt that a document on our 
website had a link that wasn’t working. We heard 
again that sometimes our notifications process 
can feel cold and impersonal and that small efforts 
to personalise our communication with people 
goes a long way to address this. After reviewing 
themes from a cohort of complaints from registered 
health practitioners about renewals we learnt that 
sometimes people forget to renew their registration 
and then fall off the register, unintentionally causing 
disruption for themselves and their patients when 
they cannot practise. 

We address issues to ensure that in the future people 
have a better experience with us. It was easy to 
fix the broken document link on our website once 
we knew about it. We trialled sending an SMS to 
registered health practitioners who had not yet 
renewed a few days before their renewal ended 
to see if this reduced the number of ‘fast track’ 
applications for registration received shortly after the 
renewal ended. 

We recognised that there are improvements we 
could make to how we communicate with people 
during the notifications process. We work with 
our notifications team to embed a more personal 
communication style to ensure that we communicate 
with people in a way that makes our notifications 
process as accessible and transparent as possible.
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Freedom of information requests

Ahpra received:
• 204 valid applications for access to documents 

under the Freedom of Information Act 1982 (FOI 
Act)

• 13 applications for internal review of an FOI 
decision.

The National Health Practitioner Privacy 
Commissioner (NHPPC) notified Ahpra that:
• 9 applications for external review of an Ahpra 

FOI decision had been made
• 7 external reviews had been closed because 

they were withdrawn. 

The NHPPC provided notice that Ahpra’s FOI decision 
had been affirmed in three matters. In another two 
matters, the NHPPC notified Ahpra that a decision about 
not releasing documents was being upheld, but that the 
reasons for withholding access had been varied. Ahpra 
was advised that five applicants had withdrawn their 
applications for external review.

During the year, 248 FOI applications were finalised. 
Outcomes are shown in Table 45. At 30 June, 42 FOI 
matters were open and had not been finalised.

Table 45. Finalised FOI applications

Application outcome Number
Granted in full 23
Granted in part 117
Access refused 51
Withdrawn 35
Internal review 13
External review 9

Table 46 describes the nature of the documents sought 
by FOI applicants.

Table 46. Documents sought by FOI applicants

Document type
Number of FOI 

applications
Notifications/complaints 207
Registration applications and decisions 24
Monitoring and compliance of registration 
restrictions

9

Criminal offences 2
Coroner’s matter 1
Statistics and general data 2
Request to correct a record 1

Evidentiary certificates
Ahpra issued 155 evidentiary certificates, most in 
response to requests from our co-regulatory partners, 
health complaints entities and police, to help them to 
perform their functions in the community.

Production of documents
We responded to 105 subpoenas and orders to 
produce documents issued by courts, tribunals and law 
enforcement bodies about proceedings in which neither 
Ahpra nor a National Board was a party. 

'Good humaning'

Annabelle, Senior Freedom of Information Officer, 
says:

Ahpra is a complex organisation. Our team decides 
whether Ahpra’s documents can be released 
externally. Our National Information Release Unit 
(NIRU) receives hundreds of formal requests for 
access to documents each year. It’s clear that a lot 
of the people asking for these documents are going 
through tough times – for example, they may have 
lost a loved one, or something has happened to them 
personally and they are trying to find answers to 
explain their situation. 

One of the great things about NIRU is the humanistic 
approach the team takes to dealing with people. 
My predecessor coined the phrase ‘good humaning’. 
Good humaning involves making decisions in a way 
that weighs up other people’s needs. I interpret this 
as looking behind an individual’s behaviour and 
asking what I can do to help. The process of releasing 
documents under the Freedom of Information Act 
means I must work within a statutory framework. 
However, applying the principle of ‘good humaning’ 
means I take the time to talk to people, listen to 
their story, be respectful of their experience, treat 
them with dignity, and have the hard conversations 
upfront. It can be difficult and time-consuming to 
do, particularly when trying to get work done and 
deadlines are looming, but good humaning means 
that I ask myself what can I do to help and how 
would I like to be treated in this situation.
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Evidentiary certificates
Ahpra issued 155 evidentiary certificates, most in 
response to requests from our co-regulatory partners, 
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of the people asking for these documents are going 
through tough times – for example, they may have 
lost a loved one, or something has happened to them 
personally and they are trying to find answers to 
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One of the great things about NIRU is the humanistic 
approach the team takes to dealing with people. 
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that weighs up other people’s needs. I interpret this 
as looking behind an individual’s behaviour and 
asking what I can do to help. The process of releasing 
documents under the Freedom of Information Act 
means I must work within a statutory framework. 
However, applying the principle of ‘good humaning’ 
means I take the time to talk to people, listen to 
their story, be respectful of their experience, treat 
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Declaration by Chair of the Agency Management 
Committee, Chief Executive Officer and  
Chief Financial Officer
The attached financial statements for the Australian Health Practitioner Regulation Agency have been prepared in 
accordance with Part 3 of Schedule 3 to the Health Practitioner Regulation National Law (the National Law), as in force 
in each state and territory, Australian Accounting Standards and Interpretations, and other mandatory professional 
reporting requirements.

We further state that, in our opinion, the information set out in the Statement of comprehensive income, Statement 
of financial position, Statement of changes in equity, Statement of cash flow, and accompanying notes, presents 
fairly the financial transactions during the year ended 30 June 2021 and financial position of the Australian Health 
Practitioner Regulation Agency at 30 June 2021.

At the time of signing, we are not aware of any circumstance that would render any particulars included in the 
financial statements to be misleading or inaccurate.

We are authorised by the Agency Management Committee to issue the attached financial statements on this day.

Gill Callister PSM

Chair, Agency Management Committee

26 August 2021

Martin Fletcher

Chief Executive Officer

26 August 2021

Elizabeth Davenport FCPA

Chief Financial Officer

26 August 2021
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Independent Auditor’s Report 
To the Agency Management Committee of the Australian Health Practitioner Regulation Agency 

Opinion I have audited the financial report of the Australian Health Practitioner Regulation Agency (the 
agency) which comprises the: 

• statement of financial position as at 30 June 2021 
• statement of comprehensive income for the year then ended 
• statement of changes in equity for the year then ended 
• statement of cash flows for the year then ended 
• notes to the financial statements, including significant accounting policies 
• declaration by chair of the agency management committee, chief executive officer and 

chief financial officer. 

In my opinion the financial report presents fairly, in all material respects, the financial position of 
the agency as at 30 June 2021 and their financial performance and cash flows for the year then 
ended in accordance with the financial reporting requirements of Part 3 of the Health 
Practitioner Regulation National Law Act and applicable Australian Accounting Standards.   

 

Basis for 
Opinion 

I have conducted my audit in accordance with the Audit Act 1994 which incorporates the 
Australian Auditing Standards. I further describe my responsibilities under that Act and those 
standards in the Auditor’s Responsibilities for the Audit of the Financial Report section of my 
report.  

My independence is established by the Constitution Act 1975. My staff and I are independent of 
the agency in accordance with the ethical requirements of the Accounting Professional and 
Ethical Standards Board’s APES 110 Code of Ethics for Professional Accountants (the Code) that 
are relevant to my audit of the financial report in Victoria. My staff and I have also fulfilled our 
other ethical responsibilities in accordance with the Code. 

I believe that the audit evidence I have obtained is sufficient and appropriate to provide a basis 
for my opinion. 

 

Agency 
Management 
Committee’s 
responsibilities 
for the 
financial 
report 

The Agency Management Committee of the agency is responsible for the preparation and fair 
presentation of the financial report in accordance with Australian Accounting Standards and the 
Health Practitioner Regulation National Law Act, and for such internal control as the Agency 
Management Committee determines is necessary to enable the preparation and fair 
presentation of a financial report that is free from material misstatement, whether due to fraud 
or error. 

In preparing the financial report, the Agency Management Committee is responsible for 
assessing the agency’s ability to continue as a going concern, disclosing, as applicable, matters 
related to going concern and using the going concern basis of accounting unless it is 
inappropriate to do so. 
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2 

Auditor’s 
responsibilities 
for the audit 
of the financial 
report 

As required by the Audit Act 1994, my responsibility is to express an opinion on the financial 
report based on the audit. My objectives for the audit are to obtain reasonable assurance about 
whether the financial report as a whole is free from material misstatement, whether due to 
fraud or error, and to issue an auditor’s report that includes my opinion. Reasonable assurance is 
a high level of assurance, but is not a guarantee that an audit conducted in accordance with the 
Australian Auditing Standards will always detect a material misstatement when it exists. 
Misstatements can arise from fraud or error and are considered material if, individually or in the 
aggregate, they could reasonably be expected to influence the economic decisions of users taken 
on the basis of this financial report.  

As part of an audit in accordance with the Australian Auditing Standards, I exercise professional 
judgement and maintain professional scepticism throughout the audit. I also:  

• identify and assess the risks of material misstatement of the financial report, whether due 
to fraud or error, design and perform audit procedures responsive to those risks, and 
obtain audit evidence that is sufficient and appropriate to provide a basis for my opinion. 
The risk of not detecting a material misstatement resulting from fraud is higher than for 
one resulting from error, as fraud may involve collusion, forgery, intentional omissions, 
misrepresentations, or the override of internal control. 

• obtain an understanding of internal control relevant to the audit in order to design audit 
procedures that are appropriate in the circumstances, but not for the purpose of 
expressing an opinion on the effectiveness of the agency’s internal control 

• evaluate the appropriateness of accounting policies used and the reasonableness of 
accounting estimates and related disclosures made by the Agency Management 
Committee 

• conclude on the appropriateness of the Agency Management Committee’s use of the 
going concern basis of accounting and, based on the audit evidence obtained, whether a 
material uncertainty exists related to events or conditions that may cast significant doubt 
on the agency’s ability to continue as a going concern. If I conclude that a material 
uncertainty exists, I am required to draw attention in my auditor’s report to the related 
disclosures in the financial report or, if such disclosures are inadequate, to modify my 
opinion. My conclusions are based on the audit evidence obtained up to the date of my 
auditor’s report. However, future events or conditions may cause the agency to cease to 
continue as a going concern.  

• evaluate the overall presentation, structure and content of the financial report, including 
the disclosures, and whether the financial report represents the underlying transactions 
and events in a manner that achieves fair presentation.  

I communicate with the Agency Management Committee regarding, among other matters, the 
planned scope and timing of the audit and significant audit findings, including any significant 
deficiencies in internal control that I identify during my audit. 

 

 

MELBOURNE 
15 September 2021 

Travis Derricott 
as delegate for the Auditor-General of Victoria 
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Australian Health Practitioner Regulation Agency

Statement of comprehensive income  
for the year ended 30 June 2021

Continuing operations Note
2021

$'000
2020

$'000
Revenue and income from transactions
Registration and application fee A1  222,369  210,464 
Interest income A2  2,589  3,977 
Grant income A3  4,581  1,679 
Other income A4  5,638  4,311 
Total revenue and income from transactions 235,177 220,431
Expenses from transactions
Employee costs B1.1  140,707  130,552 
Board and committee sitting fees  5,881  6,188 
Legal and notification costs  12,854  12,487 
Accreditation expenses  9,893  9,535 
Other operating expenses B2  34,862  41,981 
Depreciation and amortisation C4  12,804  12,092 
Finance costs - leases E1  837  941 
Total expenses from transactions 217,838 213,776
Net result for the year 17,339 6,655

This statement should be read in conjunction with the accompanying notes.
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Australian Health Practitioner Regulation Agency

Statement of financial position as at 30 June 2021

Note
2021

$'000
2020

$'000
Current assets
Cash and cash equivalents E2 10,661 15,812
Receivables D1 2,990 2,379
Investments C1 120,500 63,000
Prepayments D3 2,871 2,313
Total current assets 137,022 83,504
Non-current assets
Long-term investments C1 89,000 116,500
Property, plant and equipment C2 49,347 58,090
Intangible assets C3 9,396 8,312
Total non-current assets 147,743 182,902
Total assets 284,765 266,406
Current liabilities
Payables and accruals D2 10,808 7,873
Income in advance A1 109,538 107,062
Employee benefits B1 24,267 21,439
Lease liability E1 7,576 7,191
Other provisions D4 194 921
Total current liabilities 152,383 144,486
Non-current liabilities
Employee benefits B1 4,115 3,855
Lease liability E1 40,654 47,728
Make good provision D4 754 817
Total non-current liabilities 45,523 52,400
Total liabilities 197,906 196,886
Net assets 86,859 69,520
Equity
Contributed capital G7 43,895 43,895
Accumulated surplus G7 42,964 25,625
Total equity 86,859 69,520
Commitments E3
Contingent assets and liabilities F3

This statement should be read in conjunction with the accompanying notes.
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Australian Health Practitioner Regulation Agency

Statement of changes in equity  
for the year ended 30 June 2021

Note
Contributed capital 

$'000
Accumulated surplus 

$'000
Total equity 

$'000
Balance at 1 July 2019 43,895 18,970 62,865
Net result for the year 6,655 6,655
Balance at 30 June 2020 43,895 25,625 69,520
Net result for the year 17,339 17,339
Balance at 30 June 2021 G7 43,895 42,964 86,859

This statement should be read in conjunction with the accompanying notes.
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Australian Health Practitioner Regulation Agency

Statement of cash flows for the year ended 30 June 2021

Note
2021

$'000
2020

$'000
Cash flows from operating activities
Payments to suppliers, employees and others (204,258) (212,346)
Receipts relating to registrant fees 229,426 216,725
Receipts from government grant A3 0 6,260
Net Goods and Services Tax (GST) received from the 
Australian Taxation Office (ATO)

5,755 6,344

Other receipts 5,529 4,547
Interest received 2,089 3,771
Interest paid (837) (941)
Net cash flows from operating activities E2 37,704 24,360
Cash flows from investing activities
Payments for plant and equipment, intangibles and 
work-in-progress

(5,907) (7,265)

Purchase of investments (108,000) (87,500)
Proceeds of investments  78,000  82,000 
Receipts for property, plant and equipment disposal C4(2)  44  0   
Net cash flows used in investing activities (35,863) (12,765)
Cash flows from financing activities
Repayment of principal portion of lease liabilities (6,993) (5,953)
Net cash flows used in financing activities (6,993) (5,953)
Net increase/(decrease) in cash and cash equivalents (5,152) 5,642
Cash and cash equivalents at the beginning of the year 15,812 10,170
Total cash and cash equivalents at end of the year E2 10,661 15,812

All amounts are inclusive of GST.

This statement should be read in conjunction with the accompanying notes.
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About this report

Reporting entity
Ahpra is a statutory body governed by the National Law, 
which came into effect in most states and territories on 
1 July 2010 and in Western Australia on 18 October 2010. 
This law means that registered health professions are 
regulated by nationally consistent legislation.

Ahpra supports the National Boards in the 
administration of the National Scheme across Australia. 
National Boards are responsible for regulating their 
respective health professions. The primary role of 
the National Boards is to protect the public and 
set standards and policies that all registered health 
practitioners must meet. 

The Agency Management Committee oversees the 
work of Ahpra. The Chair of the Agency Management 
Committee is Ms Gill Callister PSM. The Chief Executive 
Officer is Mr Martin Fletcher.

The financial statements include activities of Ahpra and 
National Boards. 

Ahpra’s corporate address is 111 Bourke Street, 
Melbourne, Victoria, 3000.

Basis of accounting preparation 
and measurement
The financial statements have been prepared on a 
going-concern basis. 

These financial statements are in Australian dollars and 
the historical cost convention is used unless a different 
measurement basis is specifically disclosed in the note 
associated with the item measured on a different basis. 

The accrual basis of accounting has been applied in 
preparing these financial statements, except for the 
cash flow information, whereby assets, liabilities, equity, 
income or expenses are recognised in the reporting 
period to which they relate, regardless of when cash is 
received or paid.

Judgements, estimates and assumptions are required to 
be made about financial information being presented. 
The significant judgements made in the preparation 
of these financial statements are disclosed in the 
notes where amounts affected by those judgements 
are disclosed. Estimates and associated assumptions 
are based on professional judgements derived from 
historical experience and various other factors that are 
believed to be reasonable under the circumstances. 
Actual results may differ from these estimates. The 
estimates and underlying assumptions used in preparing 
these financial statements are reviewed on an ongoing 
basis. Revisions to accounting estimates are recognised 
in the period in which the estimate is revised and also in 
future periods that are affected by the revision. 

Judgements and assumptions made by management in 
the application of Australian Accounting Standards (AAS) 
that have significant effects on the financial statements 
and estimates relate to:
• the applicable accounting standard in determining 

revenue and income recognition (refer to Note A1)
• assumptions for employee benefit provisions based 

on likely tenure of existing staff, patterns of leave 
claims, future salary movements and future discount 
rates (refer to Note B1)

• the fair value of intangible assets (refer to Note C3)
• the fair value measurement of financial assets and 

liabilities (refer to Note F1)
• the determination, in accordance with AASB 16 

Leases, of the lease term, the estimation of the 
discount rate when not implicit in the lease and 
whether an arrangement in is substance short term 
or low value (refer to Note E1).

All amounts in the financial statements have been 
rounded to the nearest thousand dollars unless 
otherwise stated.

All regulatory fees are exempt from GST legislation. 
Revenue, expenses and assets are recognised net of 
GST except where the amount of GST incurred is not 
recoverable, in which case it is recognised as part of 
the cost of acquisition of an asset or part of an item of 
expense or revenue. GST receivable from or payable to 
the Australian Taxation Office (ATO) is included in the 
Statement of financial position. The GST component of 
a receipt or payment is recognised on a gross basis in 
the Statement of cash flows in accordance with AASB 
107 Statement of Cash Flows.

Income tax effect accounting has not been applied as 
Ahpra is exempt from income tax under section 50-25 of 
the Income Tax Assessment Act 1997.

Statement of compliance 
These financial statements are referred to as general 
purpose financial statements which have been prepared 
in accordance with AAS and Interpretations and other 
mandatory requirements. 

The financial statements have also been prepared in 
accordance with the relevant requirements of the Health 
Practitioner Regulation National Law (the National Law), 
as in force in each state and territory.

For the purpose of preparing the financial statements, 
Ahpra is a not-for-profit entity. 

Accounting policies selected and applied in preparing 
the financial statements for the year ended 30 June 
2021 ensure that the resulting financial information 
satisfies the concepts of relevance and reliability, 
thereby ensuring that the substance of the underlying 
transactions or other events is appropriately reported. 

These financial statements were authorised to be issued 
by the Agency Management Committee on 26 August 
2021.
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Note A: Funding the 
delivery of our services

Introduction
Ahpra supports the National Boards in the 
administration of the National Scheme across Australia. 
National Boards are responsible for regulating their 
respective health professions. The primary role of 
the National Boards is to protect the public and 
set standards and policies that all registered health 
practitioners must meet. 

Ahpra is predominantly funded by registration-related 
fees to deliver services in partnership with the National 
Boards.

Income is recognised to the extent that it is probable 
that the economic benefits will flow to Ahpra and it can 
be reliably measured. Income over which Ahpra does 
not have control is disclosed as administered income 
(see Note G8).

Structure
A1. Registration and application fee

A2. Interest income

A3. Grant income

A4. Other income

Note A1: Registration and 
application fee
Ahpra has assessed AASB 15 Revenue from Contracts 
with Customers as the applicable standard and 
determined registration revenue as a non-IP licence 
providing the right to practise. 

Applying the low-value licences and short-term 
licences (with a term of 12 months or less) exemptions 
under AASB 15 to the recognition of registration and 
application fee, Ahpra will continue to recognise 
registration fees over the term of the registration and 
recognise application fees upfront. 

Registrations are payable periodically in advance. Only 
those registration fees that are attributable to the 
current financial year are recognised as revenue. 

When a person pays an application fee, the fee is 
recognised in the financial year in which it is received.

2021 
$'000

2020 
$'000

Registration fees 206,989 195,509
Application fees 15,380 14,955
Total registration and application 
fee revenue

222,369 210,464

Registration fees that relate to future periods are 
recorded as income in advance within the Statement of 
financial position.

Income in advance Note
2021 

$'000
2020 

$'000
Aboriginal and Torres Strait Islander 
Health Practice Board of Australia 
(ATSIHPBA)

51  49 

Chinese Medicine Board of Australia 
(CMBA)

714  850 

Chiropractic Board of Australia 
(ChiroBA)

 1,055  1,095 

Dental Board of Australia (DBA)  5,109 4,839
Medical Board of Australia (MBA)  20,200 19,123
Medical Radiation Practice Board of 
Australia (MRPBA)

 1,188  1,125 

Nursing and Midwifery Board of 
Australia (NMBA)

 62,197 57,568

Occupational Therapy Board of 
Australia (OTBA)

 1,097  999 

Optometry Board of Australia 
(OptomBA)

 716  661 

Osteopathy Board of Australia 
(OsteoBA)

 414  371 

Paramedicine Board of Australia 
(ParaBA)

 2,233  2,049 

Pharmacy Board of Australia 
(PharmBA)

 4,668  4,448 

Physiotherapy Board of Australia 
(PhysioBA)

 1,860  1,721 

Podiatry Board of Australia (PodBA)  790  763 
Psychology Board of Australia 
(PsyBA)

 7,246  6,820 

Government grant A3 0  4,581 
Total income in advance 109,538 107,062

Note A2: Interest income
Interest income is accrued by reference to the principal 
of a financial asset at the effective interest rate when 
earned.

2021 
$'000

2020 
$'000

Interest on term deposits 2,589 3,977
Total interest income 2,589 3,977

Note A3: Grant income
Income from grants that are enforceable and with 
sufficiently specific performance obligations are 
accounted for under AASB 15 Revenue from Contracts 
with Customers, with revenue recognised as these 
performance obligations are met. 

During 2019/20, a $6.26 million grant consideration 
was received from the Commonwealth Government in 
supporting Ahpra to increase the pool of appropriately 
trained health practitioners registered and available 
to work in COVID-19-related roles, or to backfill where 
needed. Other work, related to communicating with 
practitioners on changes to standards of practice as 
determined by the National Cabinet, is also supported 
through this grant. 

The grant encompasses activities with measurable 
performance indicators. 

Grant income in advance includes grant consideration 
received by Ahpra in 2019/20 (Note A1). Grant income is 
recognised when the relevant services are provided and 
service obligations are met.
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In 2020/21, Ahpra has recognised the remaining $4.581 
million grant received as income. All work covered by 
the grant was delivered by 7 April 2021. 

Grant income in advance
2021 

$'000
2020 

$'000
Opening balance  4,581 0
Add: Grant 0  6,260 
Less: Income recognised from performance 
obligations satisfied 

(4,581) (1,679)

Total payments received for performance 
obligations yet to be completed 

 0  4,581 

Represented by
Current liabilities 0  4,581 

0  4,581 

Note A4: Other income
Other income includes income that is not registration 
fees or interest. Key items of other income include 
certificates of registration status requested by 
registrants, legal fee recoveries and fees related to the 
examinations.

2021 
$'000

2020 
$'000

Accreditation 295 490
Certificate of registration status 216 302
Legal fee recoveries and fines 1,692  744 
Examinations 1,704  1,195 
Practitioner Information Exchange (PIE) 1,123 888
Application for registrar program 294 283
Other 314  409 
Total other income 5,638 4,311

Note B: The cost of 
delivering services

Introduction
This section provides an account of the expenses 
incurred by Ahpra in delivering services.

Judgement required
Judgements have been applied in the calculations of 
employee benefits provisions based on likely tenure 
of existing staff, patterns of leave claims, future salary 
movements and future discount rates.

Structure
B1. Employee benefits

 B1.1 Employee costs

  B1.2 Employee benefits in the Statement of financial 
position

 B1.3 Superannuation contributions

B2. Other operating expenses

Expenses from transactions are recognised in the 
Statement of comprehensive income when they are 
incurred. 

Expenses from transactions Note
2021 

$'000
2020 

$'000
Employee costs B1.1 140,707 130,552
Board and committee sitting fees 5,881 6,188
Legal and notification costs 12,854 12,487
Accreditation expenses 9,893 9,535
Other operating expenses B2 34,862 41,981

Board and committee sitting fees
Board and committee sitting fee costs include 
national, state and regional board expenditure relating 
to meetings held by the National Boards and their 
committees. 

Legal and notification costs
Legal costs include external costs relating to managing 
the notification (complaint) process by Ahpra. These 
costs include legal fees paid to external firms and 
costs of civil tribunals. They do not include the costs 
associated with Ahpra staff in the assessment and 
investigation of notifications, or the cost of legal staff 
employed by Ahpra. 

Accreditation expenses
Accreditation expenses relate to payments to external 
accreditation bodies to exercise accreditation functions, 
as defined in section 42 of the National Law. Staff 
costs and committee sitting fees when these functions 
are carried out by accreditation committees are not 
included.

Five boards have assigned accreditation functions 
under section 42 of the National Law to accreditation 
committees administered by Ahpra. 

Accrediting activities relating to registration of health 
practitioners under section 52 of the National Law 
are disclosed separately as funding for intern training 
accreditation authorities under other operating 
expenses. 

Note B1: Employee benefits
Employee costs relate to all Ahpra employment costs, 
including wages and salaries, fringe benefits tax, leave 
entitlements and on-costs, termination payments, 
WorkCover premiums, superannuation and contractor- 
cost.

Note B1.1 Employee costs

Note
2021 

$'000
2020 

$'000
Salaries and related on-costs  111,628  103,159 
Leave entitlements  12,280  11,671 
Superannuation expenses B1.3  11,258  10,496 
Termination benefits  250  673 
Contractors  4,044  4,064 
Staff development and amenities  1,247  489 
Total employee benefit expenses 140,707  130,552 
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Note B1.2 Employee benefits in the 
Statement of financial position
Provision is made for benefits accruing to employees 
in respect of annual leave and long service leave for 
services rendered to the reporting date and recorded as 
an expense during the period the services are delivered.

Current employee benefits provisions
2021 

$'000
2020 

$'000
Annual leave
Unconditional and expected to be settled 
within 12 months

8,028 7,420

Unconditional and expected to be settled 
after 12 months

2,825 2,048

Long service leave
Unconditional and expected to be settled 
within 12 months

1,696 1,710

Unconditional and expected to be settled 
after 12 months

8,555 7,475

Provision for on-costs
Unconditional and expected to be settled 
within 12 months

1,468 1,352

Unconditional and expected to settle after 
12 months

1,695 1,434

Total current provisions for employee 
benefits and on-costs

24,267 21,439

Non-current employee benefits provisions
2021 

$'000
2020 

$'000
Conditional long service leave entitlements 
expected to be settled after 12 months

3,322 3,358

On-costs 793 497
Total non-current provisions for employee 
benefits and on-costs

4,115 3,855

Total provisions for employee benefits and 
on-costs

28,382 25,294

Reconciliation of movement in provisions 
and on-costs

Annual 
leave 
$’000

Long service 
leave 
$’000

On-
costs 
$’000

Total 
$’000

Carrying amount 
at the beginning of 
the year 

9,520 12,445 3,329 25,294

Additional 
provisions 
recognised

9,154 3,121 627 12,902

Reductions arising 
from payments

(7,822) (1,369) 0 (9,191)

Reductions 
resulting from 
settlement without 
cost

0 (293) 0 (293)

Effect of changes in 
the discount rate

33 (331) 0 (298)

Carrying amount at 
the end of the year

10,853 13,573 3,956 28,382

(a) Annual leave
Liabilities for annual leave are recognised in the 
provision for employee benefits as current liabilities, 
because Ahpra does not have an unconditional right to 
defer settlements of these liabilities. 

The liabilities for salaries are recognised in the 
Statement of financial position at remuneration rates 
which are current at the reporting date.

When the annual leave is expected to wholly settle 
within 12 months of the reporting date, it is measured 
at its nominal value. Those liabilities not expected to 
be wholly settled within 12 months of the reporting 
date are measured at the present value of the amounts 
expected to be paid when the liabilities are settled 
using remuneration rates expected to apply at the time 
of settlement. 

(b) Sick leave
No provision has been made for sick leave as all sick 
leave is non-vesting. An expense is recognised in the 
Statement of comprehensive income as it is taken. 

(c) Long service leave
The long service leave entitlement is recognised 
from an employee’s start date and becomes payable 
according to the employment arrangements in place. 
The classification of long service leave for employees 
who have met the conditions of service to take long 
service leave is recognised as a current liability, while 
the classification for those employees still to meet the 
conditions of service is recognised as a non-current 
liability.

Part of the current liability is measured at nominal value 
when it is expected to wholly settle within 12 months of 
the reporting date. When liabilities are not expected to 
wholly settle within 12 months of the reporting date, it 
is measured at the present value of the expected future 
payments to be made in respect of services provided 
by employees up to the reporting date. Consideration 
is given to expected future wage and salary levels, 
experience of employee departures, and periods of 
service. Expected future payments are discounted using 
the Reserve Bank of Australia's 10-year rate for semi-
annual coupon bonds.

(d) Employee benefits on-costs
Employee benefits on-costs such as payroll tax, 
WorkCover insurance premium and superannuation 
entitlements are not employee benefits. They are 
recognised as liabilities when the employee benefits to 
which they relate are recognised. 

(e) Termination benefits
Termination benefits are payable when employment is 
terminated before the normal retirement date or when 
an employee accepts voluntary redundancy in exchange 
for these benefits. Ahpra recognises termination 
benefits when it is demonstrably committed to either 
terminating the employment of current employees 
according to a detailed formal plan without possibility 
of withdrawal or providing termination benefits as 
a result of an offer made to encourage voluntary 
redundancy. 
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Note B1.3 Superannuation contributions
The amount expensed in respect of superannuation 
represents Ahpra contributions for members of 
both defined benefit and defined contribution 
superannuation plans that are paid or payable during 
the reporting period. 

Employees of Ahpra are entitled to receive 
superannuation benefits and Ahpra contributes to both 
defined benefit and defined contribution plans. The 
defined benefit plans provide benefits based on years of 
service and final average salary.

Ahpra does not recognise any defined benefit 
liability in respect of the plans because it has no legal 

or constructive obligation to pay future benefits 
relating to its employees; its only obligation is to pay 
superannuation contributions as they fall due. 

Superannuation contributions paid or payable for the 
reporting period are included as part of employee costs 
in Ahpra's Statement of comprehensive income.

The reported contributions reflect gross superannuation 
payments to each of the funds, inclusive of 
superannuation guarantee contributions.

The name, details and amounts expensed in relation 
to the major employee superannuation funds and 
contributions made by Ahpra are as follows:

Fund

Paid contribution for the year Contribution outstanding at year end
2021 

$'000
2020 

$'000
2021 

$'000
2020 

$'000
Defined benefit plans:
Southern State Superannuation Scheme 221 211 1 0
Qsuper 110 132 0 0
Other (5 funds) 109 165 7 0
Defined contribution plans:
Australian Super 4,016 3,688 0 0
First State accumulation 521 468 0 0
HESTA 437 387 0 0
VicSuper 385 377 0 0
QSuper accumulation 472 403 0 0
UniSuper 441 428 0 0
Sunsuper 483 424 0 0
Other (about 200 funds) 3,994 3,785 66 13
Total 11,189 10,468 74 13

Note B2. Other operating expenses

Note
2021 

$'000
2020 

$'000
Systems and communications  9,941  11,461 
Travel and accommodation  1,033  5,547 
Property expenses  2,569  2,708 
Strategic and project consultant 
costs

 2,323  2,467 

Office of the Health Ombudsman 
(OHO, in Queensland)

G8  4,532  5,684 

National Health Practitioner 
Ombudsman and Privacy 
Commissioner Office

 2,570  2,200 

Health programs  3,808  3,380 
External contract services  504  484 
Bank charges and merchant fees  1,129  1,213 
Insurance  908  907 
Criminal history checks  1,199  1,283 
Printing, postage and publications  1,006  1,730 
Funding for intern training 
accreditation authorities (section 52)

 925  907 

Internal audit fees  310  311 
Other  2,105  1,699 
Total other operating expenses 34,862 41,981

Systems and communication
Systems and communication costs relate to the 
technology systems of Ahpra.

Travel and accommodation
Travel and accommodation relates to flights, taxis and 
hotel costs incurred by Ahpra, National Boards and their 
committees for travel attending scheduled board and 
committee meetings. 

Property expenses
Property expenses include maintenance of leased 
properties, variable lease payments such as rates and 
outgoings and offsite storage costs. 

In accordance with the AASB 16 Leases, lease payments 
for office rental previously classified under property 
expenses are accounted as depreciation of right-of-
use assets and interest on leases (Note E1.2). Variable 
lease payments, such as rates and outgoings, which do 
not depend on an index or a rate and which are not in 
substance fixed, are recognised in the period in which 
they are incurred as property expenses. 

Strategic and project costs
Strategic and project costs relate to project costs 
incurred in the year for both National Boards and Ahpra 
projects. These expenses are assessed as not meeting 
the definition of asset under AASB 138 Intangible Assets. 

Health programs
Health programs are national schemes financially 
supported by Boards and operated at arm’s length. A 
health program provides telephone and online services 
offering health support to practitioners, contributing to 
better health and wellbeing for practitioners, and safer 
care for the public. 
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Note C: Key assets 
available

Introduction
Ahpra controls property, plant and equipment that are 
used in fulfilling our objectives and conducting our 
activities. Along with financial assets, they represent a 
key resource used in the delivery of services. 

Judgement required
The assets included in this section are carried at cost, 
less accumulated depreciation and impairment. 

Judgement has been applied in assessing the useful 
lives of plant and equipment. Assessment of intangible 
assets resulted in a change to their useful lives in 
2019/20.

Structure
C1. Investments

C2. Property, plant and equipment (PPE)

C3. Intangible assets

C4. Depreciation, amortisation and impairment 

Note C1: Investments
Investments include term deposits that Ahpra has the 
positive intent and ability to hold to maturity at fixed or 
repricing interest rates. Ahpra manages its investments 
in accordance with the investment policy. Investments 
are classified as current with original maturity dates of 
three to 12 months, whilst term deposits with original 
dates in excess of 12 months are classified as non-
current.

2021 
$'000

2020 
$'000

Current
Bank term deposits maturing less 
than 90 days

27,500 28,000

Bank term deposits maturing more 
than 90 days but less than 1 year 

93,000 35,000

Total current investments 120,500 63,000
Non-current
Bank term deposits maturing greater 
than 1 year 

89,000 116,500

Total non-current investments 89,000 116,500
Total investments 209,500 179,500

Note C2: Property, plant and equipment (PPE)
Right-of-use 

property 
$'000

Leasehold 
improvements 

$'000

Furniture 
and fittings 

$'000

Computer 
equipment 

$'000

Office 
equipment 

$'000

Total property, plant 
and equipment 

$'000
At cost
Balance at 30 June 2019¹ 56,473 14,967 1,472 6,946 439 80,297
Additions 343 85 43 1,322 108 1,901
Disposals/write-offs 0 (810) 0 0 0 (810)
Balance at 30 June 2020 56,816 14,242 1,515 8,268 547 81,388
Additions 433 821 28 679 57 2,018
Disposals/write-offs (388) (12) 0 (252) (3) (655)
Balance at 30 June 2021 56,861 15,051 1,543 8,695 601 82,751
Accumulated depreciation 
Balance at 30 June 2019 0 (7,604) (466) (4,406) (231) (12,707)
Depreciation charge during the year (7,826) (1,110) (177) (1,778) (50) (10,941)
Disposals/write-offs 0 350 0 0 0 350
Balance at 30 June 2020 (7,826) (8,364) (643) (6,184) (281) (23,298)
Depreciation charge during the year (7,756) (1,099) (179) (1,561) (59) (10,654)
Disposals/write-offs 342 6 0 198 2 548
Balance at 30 June 2021 (15,240) (9,457) (822) (7,547) (338) (33,404)
Net book value
At 30 June 2020 48,990 5,878 872 2,084 266 58,090
At 30 June 2021 41,621 5,594 721 1,148 263 49,347

1. This balance of right-of-use property represents the recognition of right-of-use assets recorded on balance sheet on 1 July 2019 on 
initial application of AASB 16.

Items of plant, equipment and leasehold improvements, are measured at cost less accumulated depreciation and impairment. 
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Note C2.1 Right-of-use assets
For any contracts entered into or changed, Ahpra 
considers whether a contract is, or contains, a lease. A 
contract is, or contains, a lease if the contract conveys 
the right to control the use of an identified asset for a 
period of time in exchange for consideration. To apply 
this definition Ahpra assesses whether the contract 
meets three key criteria which are: 
• The contract involves the use of an identified asset.
• Ahpra has the right to obtain substantially all of the 

economic benefits from use of the asset throughout 
the period of use.

• Ahpra has the right to direct the use of the asset. 

As a lessee, Ahpra recognises a right-of-use asset and 
a lease liability at the lease commencement date. The 
right-of-use asset is initially measured at cost which 
comprises the initial amount of the lease liability 
adjusted for:
• less any lease payments made at or before the 

commencement date adjusted for any lease 
incentives received

• plus any initial direct costs incurred
• plus any estimate of costs to dismantle and remove 

the underlying assets or to restore the underlying 
asset or the site the asset is located on

• less any lease incentive received.

Note C3: Intangible assets
Purchased intangible assets are initially recognised 
at cost. When the recognition criteria in AASB 138 
Intangible Assets are met, internally generated 
intangible assets are recognised and measured at 
cost less accumulated amortisation and accumulated 
impairment.

An internally generated intangible asset arising from 
development (or from the development phase of an 
internal project) is recognised if, and only if, all of the 
following are demonstrated:
1. the technical feasibility of completing the intangible 

asset so that it will be available for use or sale
2. an intention to complete the intangible asset and 

use it
3. the ability to use the intangible asset
4. the intangible asset will generate probable future 

economic benefits
5. the availability of adequate technical, financial and 

other resources to complete the development and 
to use the intangible asset

6. the ability to measure reliably the expenditure 
attributable to the intangible asset during its 
development.

Expenditure on research activities is recognised as an 
expense in the period in which it is incurred.

Intangible assets not yet available for use are tested 
annually for impairment and whenever there is an 
indication that the asset may be impaired.

Computer 
software 

$'000

Work in 
progress 

$'000
Total 

$'000
At cost
Balance at 30 June 2019 15,450 1,474 16,924
Additions 0 5,706 5,706
Disposals/write-offs 0 (105) (105)
Transfer to additions 4,945 (5,238) (293)
Balance at 30 June 2020 20,395 1,837 22,232
Additions 0 4,322 4,322
Disposals/write-offs 0 (274) (274)
Completed projects 1,988 (2,802) (814)
Balance at 30 June 2021 22,383 3,083 25,466
Accumulated amortisation
Balance at 30 June 2019 (12,769) 0 (12,769)
Amortisation charge 
during the year

(1,151) 0 (1,151)

Balance at 30 June 2020 (13,920) 0 (13,920)
Amortisation charge 
during the year

(2,150) 0 (2,150)

Balance at 30 June 2021 (16,070) 0 (16,070)
Net book value
At 30 June 2020 6,475 1,837 8,312
At 30 June 2021 6,313 3,083 9,396

Note C4: Depreciation, 
amortisation and impairment
Plant and equipment are measured at cost less 
accumulated depreciation and impairment. These assets 
are depreciated at rates based on their expected useful 
lives, using the straight-line method, which is reviewed 
annually.

Intangible assets are amortised annually at a rate of 
between 20% and 40% depending on their useful life. 
Work in progress is not depreciated until it reaches 
service delivery capacity.

The annual depreciation rates and estimated assets' 
useful lives used for major assets in each class for 
current and prior years are included in the table below:

2021 2020
Furniture and fittings 13% 7 years 13% 7 years
Computer equipment 20-40% 2.5-5 

years
20-40% 2.5-5 

years
Office equipment 15% 7 years 15% 7 years
Intangibles 20-40% 5 years 20-40% 5 years

Leasehold improvements are depreciated over the 
shorter of the remaining term of the lease or their 
estimated useful lives.

The right-of-use asset is depreciated using the straight-
line method from the commencement date to the 
earlier of the end of the useful life of the right-of-use 
asset or the end of the lease term, ranging from 2 to 12 
years. The estimated useful lives of right-of-use assets 
are determined on the same basis as those of property, 
plant and equipment. In addition, the right-of-use asset 
is periodically reduced by impairment losses, if any, and 
adjusted for certain measurements of the lease liability.
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Note C4.1: Depreciation and 
amortisation charged for the  
reporting period

2021 
$'000

2020 
$'000

Depreciation
Leasehold improvements 1,099 1,110
Furniture and fittings 179 177
Computer equipment 1,561 1,778
Office equipment 59 50
Right-of-use assets 7,756 7,826
Amortisation
Computer software 2,150 1,151
Total depreciation and amortisation 12,804 12,092

Note C4.2: Impairment
All non-financial assets are assessed annually for 
indications of impairment. If there is an indication of 
impairment, the asset concerned is tested as to whether 
its carrying amount exceeds its possible recoverable 
amount. The difference is written off as an expense 
(Other operating expenses - other) except to the 
extent that the write-down can be debited to an asset 
revaluation surplus account applicable to that same 
class of asset. 

The net gain or loss arising from the sale of non-
financial assets is included as revenue (Other income) 
or expenses (Other operating expenses - other) at 
the date control passes to the buyer; usually when an 
unconditional contract of sale is signed.

The net gain or loss on disposal is calculated as the 
difference between the carrying amount of the asset 
at the time of the disposal and the net proceeds on 
disposal. 

Ahpra has concluded that the recoverable amount of 
property, plant and equipment which are regularly 
revalued is expected to be materially consistent with 
the current fair value. As such, there were no indications 
of property, plant and equipment being impaired at 
balance date. 

Written-down value of non-financial 
assets written off

2021 
$'000

2020 
$'000

Right-of-use assets 46 0
Computer equipment 54 0
Office equipment 1 0
Leasehold improvement 6 460
Total written-down value of non-financial 
assets written off

107 460

Net gain/(loss) on disposal of  
non-financial assets

2021 
$'000

2020 
$'000

Proceeds from disposals of non-financial assets 
Computer equipment 44 0
Total proceeds from disposal 44 0
Less: written down value of assets sold
Right-of-use assets (46) 0
Computer equipment (54) 0
Office equipment (1) 0
Leasehold improvement (6) 0
Net gain/(loss) on disposal (63) 0

Note D: Other assets and 
liabilities

Introduction
This section sets out other financial and non-financial 
assets arising from Ahpra's operations. It also includes 
information on Ahpra's financial liability towards external 
suppliers. 

Judgement required
Judgement has been exercised in estimating the 
provision for expected credit losses. Significant 
judgement and estimates have been applied to 
determine the present value of Ahpra's obligation to 
restore leased assets to their original condition at the 
end of a lease term. 

Structure
D1: Receivables
D2: Payables and accruals 
D3: Other non-financial assets 
D4: Other provisions 

Note D1: Receivables 

Note
2021 

$'000
2020 

$'000
Contractual
Trade receivables 2,580 1,943
Credit loss allowance E2 (1,854) (1,375)
Accrued income 1,589 1,334
Statutory
GST receivable 675 477
Total receivables 2,990 2,379

Movement in the loss allowance for 
contractual receivables

2021 
$'000

2020 
$'000

Balance at beginning of year 1,375 1,401
Increase in allowance recognised in net 
result for the year

610 0

Reversal of provision of receivables written 
off during the year

(131) (26)

Balance at end of year 1,854 1,375

Contractual receivables are classified as financial 
instruments and categorised as ‘financial assets at 
amortised costs’. They are initially recognised at fair 
value plus any directly attributable transaction costs. 
Ahpra holds the contractual receivables with the 
objective of collecting the contractual cash flows and 
subsequently they are measured at amortised cost using 
the effective interest method, less any impairment.

Statutory receivables do not arise from contracts and 
are recognised and measured similarly to contractual 
receivables (except for impairment), but are not 
classified as financial instruments for disclosure 
purposes. Ahpra applies AASB 9 Financial Instruments 
for initial measurement of the statutory receivables and, 
as a result, they are initially recognised at fair value plus 
any directly attributable transaction cost. 

Details about Ahpra's impairment policies, its exposure 
to credit risk, and the calculation of the credit loss 
allowance are set out in Note F1.2.
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Note D2: Payables and accruals
2021 

$'000
2020 

$'000
Contractual
Trade creditors 2,310 757
Accrued expenses 8,030 6,686
Statutory
Payroll tax and other payables 468 430
Total payables and accruals 10,808 7,873
Represented by:
Current payables 10,646 7,711
Non-current payables 162 162

10,808 7,873

Contractual payables are classified as financial 
instruments and measured at amortised cost. Accounts 
payable represent liabilities for goods and services 
provided to Ahpra prior to the end of the financial year 
that are unpaid.

Statutory payables are recognised and measured 
similarly to contractual payables, but are not classified 
as financial instruments and not included in the 
category of financial liabilities at amortised cost, 
because they do not arise from contracts. 

Payables for suppliers and services have an average 
credit period of 30 days. No interest is charged on the 
trade creditors. 

Terms and conditions of amounts payable to the 
government and agencies vary according to the 
particular agreements. 

Note D3: Other non-financial 
assets
Other non-financial assets include prepayments, 
which represent payments made in advance of receipt 
of goods or services or expenditure made in one 
accounting period that covers a term extending beyond 
that period. It is then recognised as expenditure in the 
period to which the service relates.

Note D4: Other provisions
2021 

$'000
2020 

$'000
Current provisions
Other contractual provisions 0 921
Make-good provisions 194 0
Total current provisions 194 921
Non-current provisions
Make-good provisions 754 817
Total non-current provisions 754 817
Total other provisions 948 1,738

Provisions are recognised when Ahpra has a present 
obligation, the future sacrifice of economic benefits 
is probable, and the amount of the provision can be 
measured reliably. The amount recognised as a provision 
is the best estimate of the consideration required 
to settle the present obligation at the reporting 
date, taking into account the risks and uncertainties 
surrounding the obligation. 

Where a provision is measured using the cash flows 
estimated to settle the present obligation, its carrying 
amount is the present value of those cash flows, using a 
discount rate that reflects the time value of money and 
risks specific to the provision. 

Make-good provisions are recognised when Ahpra 
has contractual obligations to remove leasehold 
improvements from leased properties and restore the 
leased premises to their original condition at the end 
of the lease term. During the calculation of make-good 
provisions, assumptions and estimations have been 
applied to work out the average make-good cost per 
square metre when on-going maintenance and updating 
is committed to, and/or the local market conditions in 
re-negotiating an incentive at lease expiration for each 
office is considered. 

The make-good provision is recognised in accordance 
with the lease agreement over the offices' leases. 

Restructure and other contractual provisions have been 
fully utilised in 2020/21.

Reconciliation of movements in provisions
Make 
good 
$'000

Restructure 
$'000 

Other 
contractual 

$'000

Total 
 

$'000 
Opening balance 
at 30 June 2020

817 363 558 1,738

Additional 
provisions 
recognised

131 0 0 131

Reductions arising 
from payments

0 (326) (558) (884)

Reductions due to 
transfer out

0 (37) 0 (37)

Closing balance at 
30 June 2021

948 0 0 948

Current 194 0 0 194
Non-current 754 0 0 754
Total 948 0 0 948
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Note E: Financing our 
operations

Introduction
This section provides information on the sources of 
finance utilised by Ahpra during its operations and other 
information related to financing activities of Ahpra. 

Judgement required
Ahpra applies judgement to determine if a contract is 
or contains a lease and whether the lease meets the 
short-term or low-value asset lease exemption. Ahpra 
estimates the discount rate applied to future lease 
payments and assesses the lease term when there is an 
option to extend or terminate leases.

Structure
E1. Leases

E2. Cash flow information and balances 

E3. Commitments 

Note E1: Leases 
A lease is defined as a contract, or part of a contract, 
that conveys the right for Ahpra to use an asset for a 
period of time in exchange for payment.

To apply this definition, Ahpra ensures the contract 
meets the following criteria:
• The contract contains an identified asset, which 

is either explicitly identified in the contract or 
implicitly specified by being identified at the time 
the asset is made available to Ahpra and for which 
the supplier does not have substantive substitution 
rights.

• Ahpra has the right to obtain substantially all of the 
economic benefits from use of the identified asset 
throughout the period of use, considering its rights 
within the defined scope of the contract, and Ahpra 
has the right to direct the use of the identified asset 
throughout the period of use.

• Ahpra has the right to take decisions in respect 
of 'how and for what purpose' the asset is used 
throughout the period of use. 

Ahpra's lease arrangements consist mainly of various 
properties for office operations in each state and 
territory. The lease contracts are typically made for fixed 
periods of 3 to 10 years with an option to renew the 
lease after that date. 

All leases are recognised on the balance sheet, with the 
exception of low-value leases (less than $10,000) and 
short-term leases of less than 12 months. The payments 
in relation to these are recognised as an expense on a 
straight-line basis over the lease term. 

Note E1.1 Right-of-use assets
Right-of-use assets are presented in Note C2.1. 

Note E1.2 Other presentation of leases in 
financial statements 
The following amounts are recognised in the Statement 
of comprehensive income relating to leases:

2021 
$'000

2020 
$'000

Interest expense on lease liabilities 837 941
Variable lease payments, not included in 
the measurement of lease liabilities

1,577 1,619 

Total amount recognised in the Statement 
of comprehensive income

2,414 2,560 

The following amounts are recognised in the Statement 
of cash flows relating to leases:

2021 
$'000

2020 
$'000

Interest paid 837 941
Repayment of principal portion of lease 
liabilities 

6,993 5,953

Total cash outflow for leases 7,830 6,894

The following amounts are recognised as lease liabilities 
in the Statement of financial position at 30 June:

Lease liabilities
2021 

$'000
2020 

$'000
Current 7,576 7,191
Non-current 40,654 47,728
Total lease liabilities recognised in the 
Statement of financial position

48,230 54,919

Note E1.3 Recognition and measurement 
of leases as a lessee
The lease liability is initially measured at the 
present value of the lease payments unpaid at the 
commencement date, discounted using Ahpra's 
incremental borrowing rate.

Lease payments included in the measurement of  
the lease liabilities comprise fixed payments less any 
lease incentive receivable plus payments arising from 
lease extension options that are reasonably certain to 
be exercised. Variable lease payments are not included 
in the measurement of the lease liability or the carrying 
amount of right-of-use asset. 

In determining the lease term, management considers 
all facts and circumstances that create an economic 
incentive to exercise an extension option. South 
Australia and Tasmania office leases contain 5-year 
extension options which have been included in the lease 
term and lease liability because the lease is reasonably 
certain to be extended.

The assessment is reviewed if a significant event or a 
significant change in circumstances occurs which affects 
this assessment and is within the control of the lessee. 
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Lease liabilities reported on the balance sheet at  
30 June 2021 include lease liabilities $4.187 million from 
lease fit-out incentives and $44.042 million from lease 
accounting implementation, both to be amortised over 
the lease terms.

Subsequent to initial measurement, the liability will 
be reduced for payments made and increased for 
interest. It is remeasured to reflect any reassessment 
or modification to lease contract that changes 
fixed periodic payment. When the lease liability is 
remeasured, a corresponding adjustment is made to the 
carrying amount of the right-of-use asset, or is recorded 
in profit or loss if the carrying amount of the right-of-use 
asset is already reduced to zero.

Minimum future lease payments 
(undiscounted)
Repayments in relation to leases are 
payable as follows:

2021 
$'000

2020 
$'000

Less than one year 7,477 7,278
One to five years 29,998 32,363
More than five years 9,654 14,652
Total undiscounted lease liabilities  
as at 30 June

47,129 54,293

Note E2: Cash flow information 
and balances
Cash and cash equivalents include cash on hand and 
cash at bank, deposits held at call, and other short-term 
liquid deposits with an original maturity of three months 
or less, which are readily convertible to known amounts 
of cash with an insignificant risk of changes in value.

2021 
$'000

2020 
$'000

Cash and cash equivalents, at bank 10,661 15,812
Total cash and cash equivalents 10,661 15,812

Reconciliation of net result for the period to 
cash flow from operating activities

2021 
$'000

2020 
$'000

Net result for the year 17,339 6,655
Adjustments for:
Depreciation and amortisation 12,804 12,092
Loss on disposal of assets 63 0
Other provisions 0 558
Provision for doubtful debts (131) (26)
Changes in assets and liabilities
(Increase)/Decrease in receivables (225) 532

(Increase) in prepayments (558) (524)
(Increase) in accrued income (254) (473)
Increase in income in advance 2,476 10,840
Increase/(Decrease) in payables and 
accruals

4,023 (7,594)

Increase in employee benefits 3,088 3,051
(Decrease) in other provisions (921) (751)
Net cash flows from operating activities 37,704 24,360

Note E3: Commitments 
Commitments for future expenditure include operating 
commitments arising from non-cancellable contractual 
or statutory obligations. These commitments are 
recorded below at their nominal value and inclusive of 
GST. The future expenditures cease to be disclosed as 
commitments once the related liabilities are recognised 
in the Statement of financial position. 

Ahpra does not have capital commitments.

Commitments in relation to non-cancellable contractual 
obligations are disclosed as:

Nominal amounts

Not later 
than 1 

year 
$'000

1-5 
years 
$'000

5+ 
years 
$'000

Total 
$'000

Non-cancellable:
2021
Other commitments 
payable (inclusive of GST)

1,828  1,980 0 3,808 

Less: GST recoverable (166) (180) 0 (346)
Total commitments 
(exclusive of GST)

1,662  1,800 0  3,462 

2020
Other commitments 
payable (inclusive of GST)

2,353  3,808 0  6,161 

Less: GST recoverable (214) (346) 0 (560)
Total commitments 
(exclusive of GST)

2,139  3,462 0  5,601 

(a) The present value of the minimum lease payments for 
leased properties are recognised on the Statement of 
financial position. 

(b) The year-on-year reduction in the nominal amounts 
of the other commitments reflects the payments made.

(c) The total commitments will not equal the sum of 
the minimum lease payments and other commitments 
because they are at present value, whereas total 
commitments are at nominal value.
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Note F: Risks, 
contingencies and 
valuation

Introduction
Ahpra is exposed to risk from its activities and outside 
factors. In addition, it is often necessary to make 
judgements and estimates associated with recognition 
and measurement of items in the financial statements. 
This section sets out financial-instrument-specific 
information, including exposures to financial risks, as 
well as those items that are contingent in nature or 
require a higher level of judgement to be applied, which 
for Ahpra related mainly to fair value determination. 

Structure
F1. Financial instruments

F2. Financial risk management 

F3. Contingent assets and liabilities

Note F1: Financial instruments
Financial instruments arise out of contractual 
agreements that give rise to a financial asset of one 
entity and a financial liability or equity instrument of 
another entity. Certain financial assets and financial 
liabilities arise under statute rather than contract. Such 
financial assets and financial liabilities do not meet the 
definition of financial instruments in AASB 132 Financial 
Instruments: Presentation.

Note F1.1: Categories of contractual 
financial instruments
Categories of contractual financial instruments under 
AASB 9 include:

Financial assets at amortised cost
Financial assets in this category are held by Ahpra to 
collect the contractual cash flows, and the assets' 
contractual terms give rise to cash flows that are 
solely payments of principal and interest. These assets 
are initially recognised at fair value plus any directly 
attributable transaction costs and subsequently 
measured at amortised costs using the effective interest 
method less any impairment. 

Ahpra recognises the following financial assets at 
amortised cost:
• cash and cash equivalents 
• term deposit investments
• contractual receivables
• accrued investment income.

Ahpra does not hold financial assets within the two 
other categories i.e. financial assets at fair value through 
other comprehensive income such as unlisted equity 
instruments and financial assets at fair value through net 
result such as listed equity securities. 

Financial liabilities at amortised cost
Financial instrument liabilities are recognised on the 
date they originate. They are initially measured at fair 
value plus any directly attributable transaction costs. 
Subsequent to initial recognition, these liabilities 
are measured at amortised cost with any difference 
between the initial recognised amount and the 
redemption value being recognised in the Statement 
of comprehensive income over the period of the 
interest-bearing liability, using the effective interest rate 
method. 

A financial liability is derecognised when the obligation 
under the liability is discharged, cancelled or expires. 

Ahpra recognises the following as financial liabilities at 
amortised cost: 
• contractual payables
• lease liabilities.

Note F1.2: Impairment of financial assets
Ahpra records the allowance for expected credit loss 
for the relevant financial instruments applying AASB 9's 
Expected Credit Loss (ECL) approach. Subject to AASB 
9, impairment assessment includes Ahpra's contractual 
receivables. Cash and cash equivalents are also subject 
to the impairment requirements of AASB 9, but the 
identified impairment loss was immaterial. 

Credit loss allowance is classified as other economic 
flows in the net result. Contractual receivables are 
written off when there is no reasonable expectation 
of recovery and impairment losses are classified as a 
transaction expense. Subsequent recoveries of amounts 
previously written off are credited against the same line 
item. 

Ahpra applies AASB 9 simplified approach for 
contractual receivables to measure expected credit 
losses using a lifetime expected loss allowance 
based on the assumptions about risk of default and 
expected loss rates. The loss allowance is measured 
in the same period as an asset is recognised. Ahpra 
has grouped contractual receivables on shared credit 
risk characteristics and days past due and selected 
the expected credit loss rate based on the agency's 
past history, existing market conditions, as well as 
forward-looking estimates at the end of the financial 
year.
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Note F2: Financial risk 
management
The main purpose in holding financial instruments is to 
prudentially manage Ahpra's financial risks within the 
financial risk management policy parameters. Ahpra's 
main financial risks include credit risk, liquidity risk and 
interest rate risk. Ahpra has no exposure to foreign 
exchange rate risk and equity price risk. 

(a) Credit risk exposure
Credit risk is the risk that a party will fail to fulfil its 
obligations to Ahpra, resulting in financial loss. The 
maximum exposure to credit risk, excluding the value of 
any collateral or other security at balance date, is the 
carrying amount, net of any provisions for impairment of 
those assets, as disclosed in the Statement of financial 
position and notes to the financial statements. Credit 
risk associated with Ahpra’s contractual financial assets 
is minimal because Ahpra mainly obtains contractual 
financial assets that are term deposits and cash at bank. 
As with the policy for investment, Ahpra’s policy is to 
deal only with banks with high credit ratings. As a result, 
Ahpra does not have any material credit risk exposure 
to any single receivable or group of receivables under 
financial instruments entered into by the entity.

Ahpra monitors the credit risk by actively assessing the 
rating quality and liquidity of counterparties. Except as 
otherwise detailed in the table opposite, the carrying 
amount of contractual financial assets recorded in the 
financial statements, net of any allowances for losses, 
represents Ahpra’s maximum exposure to credit risk. 

There has been no material change to Ahpra’s credit risk 
profile in 2020/21.

1 Standard & Poor’s rate AA-. Moody’s Investors Service rate Aa3. Fitch ratings A+.

Credit quality of contractual financial 
assets(a)

2021

Financial 
institutions

(AA- credit rating)1

$’000
Other 
$’000

Total 
$’000

Financial assets with loss allowance measured at 12 month 
expected credit loss:
Cash and cash 
equivalents 

10,661 0 10,661

Investments 209,500 0 209,500
Accrued income 1,589 0 1,589
Financial assets with loss allowance measured at lifetime 
expected credit loss:
Contractual 
receivables applying 
the simplified 
approach for 
impairment

0 726 726

Total financial assets 221,750 726 222,476

2020

Financial 
institutions

(AA- credit rating)1

$’000
Other 
$’000

Total 
$’000

Financial assets with loss allowance measured at 12 month 
expected credit loss:
Cash and cash 
equivalents

15,812 0 15,812

Investments 179,500 0 179,500
Accrued income 1,334 0 1,334
Financial assets with loss allowance measured at lifetime 
expected credit loss:
Contractual 
receivables applying 
the simplified 
approach for 
impairment

0 568 568

Total financial assets 196,646 568 197,214

(a) The total amount disclosed here excludes statutory 
amounts (e.g. GST input tax credit recoverable).

Ahpra determines the loss allowance at end of the financial year as follows:

30 June 2021
Current 

$'000
Less than 1 month  

$'000
1-3 months  

$'000
3-12 months  

$'000
More than 1 year  

$'000
Total 

$'000
Expected loss rate 0% 18% 20-58% 11-63% 17-97%
Contractual receivables 123 167 232 569 1,489 2,580
Loss allowance 0 (30) (84) (349) (1,391) (1,854)

30 June 2020
Current 

$'000
Less than 1 month  

$'000
1-3 months  

$'000
3-12 months  

$'000
More than 1 year  

$'000
Total 

$'000
Expected loss rate 5% 20% 17-36% 41% 94%
Contractual receivables 115 340 94 84 1,310 1,943
Loss allowance (5) (69) (31) (34) (1,236) (1,375)

Reconciliation of the movement in the loss allowance for contractual receivables can be found in Note D1.

Contractual receivables are written off when there is no reasonable expectation of recovery and impairment losses are 
classified as a transaction expense. Subsequent recoveries of amounts previously written off are credited against the 
same line item.

Ahpra's statutory receivable relates to GST input tax receivables. It is considered to have low credit risk. No loss 
allowance recognised at 30 June 2021 under AASB 9 Financial Instruments. 
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(b) Liquidity risk exposure
Liquidity risk is the risk that an entity will encounter 
difficulty in meeting obligations associated with 
financial liabilities as they fall due. Ahpra manages 
liquidity risk by monitoring cash flows’ forecast and 
ensuring that adequate liquid funds are available to 
meet current obligations.

Ahpra's exposure to liquidity risk is deemed insignificant 
based on prior period's data and current assessment of 
risk. Cash for unexpected events is generally sourced 
from liquidation of available-to-recall term deposits. 

These tables disclose the maturity analysis of Ahpra’s 
financial liabilities. The maximum exposure to liquidity 
risk is the total carrying amount of the financial liabilities 
as shown below.

1. Standard & Poor’s rate AA-. Moody’s Investors Service rate Aa3. Fitch ratings A+.

2021 Payables(a)

Maturity dates
Carrying amount 

$’000
Less than 1 month 

$’000
1-3 months 

$’000
3 months-1 year 

$’000
1-5 years 

$’000
More than 5 years 

$’000
Trade creditors 2,310 2,045 94 9 0 162
Accrued expenses 8,030 8,030 0 0 0 0
Lease liabilities(b) 47,129 0 0 7,477 29,998 9,654
Total 57,469 10,075 94 7,486 29,998 9,816

2020 Payables(a)

Maturity dates
Carrying amount 

$’000
Less than 1 month 

$’000
1-3 months 

$’000
3 months-1 year 

$’000
1-5 years 

$’000
More than 5 years 

$’000
Trade creditors 757 575 2 18 0 162
Accrued expenses 6,686 6,686 0 0 0 0
Lease liabilities(b) 54,293 0 0 7,278 32,363 14,652
Total 61,736 7,261 2 7,296 32,363 14,814

(a) The total amount disclosed here excludes statutory amounts (e.g. payroll tax payable).

(b) Contractual amounts disclosed in the maturity analysis are the contractual undiscounted cash flows. For lease liabilities, it is gross 
lease obligation before deducting finance charge.

(c) Market risk exposure
Currency risk

Ahpra had no exposure to currency risk at 30 June 2021 
or at 30 June 2020.
Equity price risk

Ahpra had no exposure to equity price risk at 30 June 
2021 or at 30 June 2020. 
Interest rate risk

Exposure to interest rate risk is limited to assets bearing 
variable interest rates. Ahpra has a combination of 
deposits with floating and fixed interest rates. Exposure 
to variable interest rate risk is with financial institutions 
with AA- credit rating.1
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Interest rate exposure of financial instruments

2021
Weighted average 

interest rate
Non- interest bearing 

$'000
Floating interest rate  

$'000
Fixed interest rate  

$'000
Total 

$'000
Financial assets
Cash and cash equivalents 0.05% 573 10,088 0 10,661
Investments 1.37% 0 36,500 173,000 209,500
Receivables 0.00% 2,580 0 0 2,580
Accrued income 0.00% 1,589 0 0 1,589
Total financial assets 4,742 46,588 173,000 224,330
Financial liabilities
Payables (a) 0.00% 2,310 0 0 2,310
Accrued expenses 0.00% 8,030 0 0 8,030
Lease liabilities (b) 1.28-2.09% 0 0 44,041 44,041
Total financial liabilities 10,340 0 44,041 54,381

2020
Weighted average 

interest rate
Non- interest bearing 

$'000
Floating interest rate  

$'000
Fixed interest rate  

$'000
Total 

$'000
Financial assets
Cash and cash equivalents 0.31% 0 0 15,812 15,812
Investments 2.15% 0 75,500 104,000 179,500
Receivables 0.00% 1,943 0 0 1,943
Accrued income 0.00% 1,334 0 0 1,334
Total financial assets 3,277 75,500 119,812 198,589
Financial liabilities
Payables(a) 0.00% 757 0 0 757
Accrued expenses 0.00% 6,686 0 0 6,686
Lease liabilities(b) 1.28-2.09% 0 0 50,402 50,402
Total financial liabilities 7,443 0 50,402 57,845

(a) The total amount disclosed here excludes statutory amounts (e.g. payroll tax payable).

(b) Lease liabilities subject to interest rate risk excludes lease fit-out incentive $4.187m.

Sensitivity analysis
Taking into account past performance, future 
expectations, economic forecasts, and management’s 
knowledge and experience of the financial markets, 
Ahpra believes the following movements are ‘reasonably 
possible’ over the next 12 months:

A parallel shift of +0.25% and -0.05% (2020: +0.25% 
and -0.25%) in market interest rates (AUD) from year-
end rates of 1.37% and 0.05% due to current historical 
low interest rate and central bank's intention to keep 
interest rates low to stimulate the economy. 

This table discloses the impact on net operating result 
and equity for each category of financial instrument held 
by Ahpra at year end. Investments which have fixed rate 
of return over the next 12 months are assessed as not 
subject to the market interest rates shift. Investments 
which will mature during the next 12 months or invested 
in floating rate of return are assessed accordingly for 
the impact on net operation result and equity.

2021 financial assets 
Carrying amount 

$'000

At +0.25%  
$'000 

Surplus

At +0.25%  
$'000 

Equity

At -0.05%  
$'000 

Surplus

At -0.05%  
$'000 

Equity
Cash and cash equivalents 10,661 27 27 (5) (5)
Investments 209,500 189 189 (37) (37)

216 216 (42) (42)

2020 financial assets 
Carrying amount 

$'000

At +0.25%  
$'000 

Surplus

At +0.25%  
$'000 

Equity

At -0.25%  
$'000 

Surplus

At -0.25%  
$'000 

Equity
Cash and cash equivalents 15,812 40 40 (40) (40)
Investments 179,500 240 240 (240) (240)

280 280 (280) (280)

Other market risk
Ahpra had no exposure to other market risk at 30 June 2021 or at 30 June 2020.
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Note F2.1: Fair value determination
The fair values and net fair values of financial instrument 
assets and liabilities are determined as follows: 
• Level 1 - the fair value of financial instruments with 

standard terms and conditions and traded in active 
liquid markets are determined with reference to 
quoted market prices.

• Level 2 - the fair value is determined using inputs 
other than quoted prices that are observable for 
the financial asset or liability, either directly or 
indirectly.

• Level 3 - the fair value is determined in accordance 
with generally accepted pricing models based on 
discounted cash flow analysis using unobservable 
market inputs.

Ahpra considers that the carrying amount of financial 
instrument assets and liabilities recorded in the financial 
statements to be a fair approximation of their fair 
values, because of the short-term nature of the financial 
instruments and the expectation that they will be 
settled in full.

This table shows that the fair values of the contractual 
financial assets and liabilities are the same as the 
carrying amounts. 

Comparison between carrying amount and fair value

Note

Carrying amount 
2021 

$’000

 Fair value 
2021 

$’000

Carrying amount 
2020 

$’000

 Fair value 
2020 

$’000
Contractual financial assets
Cash and cash equivalents 10,661 10,661 15,812 15,812
Investments 209,500 209,500 179,500 179,500
Receivables D1 726 726 568 568
Accrued income  1,589  1,589  1,334  1,334 
Total contractual financial assets 222,476 222,476 197,214 197,214
Contractual financial liabilities
Payables D2 2,310 2,310 757 757
Accrued expenses 8,030 8,030 6,686 6,686
Lease liabilities 44,041 44,041 50,402 50,402
Total contractual financial liabilities 54,381 54,381 57,845 57,845

Note F3: Contingent assets and liabilities

Contingent assets
2021 

$'000
2020 

$'000
Legal proceedings and disputes 0 0

No claim for damages was lodged during the year.

Contingent liabilities
2021 

$'000
2020 

$'000
Legal proceedings and disputes 0 0

Contingent assets and contingent liabilities are not 
recognised in the Statement of financial position, but 
are disclosed by way of note and, if quantifiable, are 
measured at nominal value. Contingent assets and 
contingent liabilities are presented inclusive of GST 
receivable or payable respectively.

Contingent assets and liabilities are possible assets and 
obligations that arise from past events, whose existence 
will be confirmed only by the occurrence or non-
occurrence of one or more uncertain future events not 
wholly within the control of Ahpra. 

Contingent liabilities could also be present obligations 
arising from past events but are not recognised, when it 
is not probable that an outflow of resource embodying 
economic benefits will be required to settle the 
obligations, or the amount of the obligations cannot be 
measured with sufficient reliability. 

Claims for damages were lodged during the year. 
Liabilities have been disclaimed and the actions have 
been defended. Insurers are involved in defending 
these matters. The extent to which an outflow of funds 
is required in excess of insurance is dependent on the 
case outcomes being less favourable than currently 
expected.
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Note G: Other disclosures

Introduction
This section includes additional material disclosures 
required by accounting standards or otherwise, for the 
understanding of this financial report.

Structure
G1. Related party disclosures

G2. Remuneration of executives

G3.  Remuneration of external auditor for the audit of 
the financial statements

G4.  Australian Accounting Standards issued that are 
not yet effective

G5. Changes in accounting policy

G6. Events occurring after the balance sheet date

G7. Equity by board

G8. Co-regulatory jurisdictions

Note G1: Related party disclosures 
Key management personnel (KMP) of Ahpra include 
the responsible Minister in each jurisdiction that forms 
part of the Ministerial Council under the National Law, 
members of the Agency Management Committee, 
Chief Executive Officer and members of the National 
Executive team.

(a) Ministerial Council
The Ministerial Council comprises Ministers of the 
governments of the participating jurisdictions and the 
Commonwealth with portfolio responsibility for health. 
The following Ministers were members of the Ministerial 
Council (formally known as the Australian Health 
Workforce Ministerial Council) during the year 1 July 
2020 to 30 June 2021, unless otherwise noted.

Name Portfolio Jurisdiction
Ms Rachel Stephen-Smith MLA Minister for Health

Minister for Children, Youth and Families

Minister for Aboriginal and Torres Strait Islander Affairs

Australian Capital Territory

The Hon Greg Hunt MP Minister for Health (to December 2020)

Minister Assisting the Prime Minister for the Public Service and 
Cabinet (to December 2020)

Minister for Health and Aged Care (from December 2020)

Commonwealth

The Hon Bradley Hazzard MP Minister for Health 

Minister for Medical Research 

New South Wales

The Hon Natasha Fyles MLA Attorney-General and Minister for Justice

Minister for Health

Minister for Arafura Games

Minister for Disabilities

Northern Territory

The Hon Dr Steven Miles MP  
(to November 2020)

Deputy Premier 

Minister for Health and Minister for Ambulance Services 

Queensland

The Hon Yvette D'Ath MP  
(from November 2020)

Minister for Health and Ambulance Services Queensland

The Hon Stephen Wade MLC Minister for Health and Wellbeing South Australia
The Hon Sarah Courtney MP  
(to May 2021)

Minister for Health 

Minister for Strategic Growth

Minister for Women

Minister for Small Business, Hospitality and Events

Tasmania

The Hon Jeremy Rockliff, MP  
(from May 2021)

Deputy Premier and Minister for Health 

Minister for Mental Health and Wellbeing 

Minister for Community Services and Development

Minister for Advanced Manufacturing and Defence Industries

Tasmania

The Hon Jenny Mikakos MP  
(to September 2020)

Minister for Health 

Minister for Ambulance Services 

Victoria

The Hon Martin Foley MP  
(from September 2020)

Minister for Health 

Minister for Ambulance Services 

Victoria

The Hon Roger Cook MLA Deputy Premier

Minister for Health; Medical Research; State Development, Jobs 
and Trade; Science

Western Australia

Amounts relating to responsible ministers' remuneration are reported in the financial statements of the relevant 
minister’s jurisdiction.
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(b) Agency Management Committee 
members

Period
Ms Gill Callister PSM, Chair 01/07/2020-30/06/2021
Dr Peggy Brown AO 01/07/2020-30/06/2021
Adjunct Professor Karen 
Crawshaw PSM

01/07/2020-30/06/2021

Ms Philippa Smith AM 01/07/2020-31/10/2020
Ms Jenny Taing OAM 01/07/2020-30/06/2021
Ms Barbara Yeoh AM 01/07/2020-30/06/2021
Dr Susan Young 01/07/2020-30/06/2021
Professor Arie Freiberg AM, 
FASSA, FAAL

30/09/2020-30/06/2021

Mr Lynton Norris 01/10/2020-30/06/2021
Mr Jeffrey Moffet 30/09/2020-30/06/2021

(c) Chief Executive Officer and National 
Executive team 
• Chief Executive Officer, Martin Fletcher
• Executive Director, Regulatory Operations, Kym 

Ayscough
• Executive Director, Strategy and Policy, Chris 

Robertson 
• Executive Director, People and Culture, Mark 

Edwards
• Chief Information Officer, Clarence Yap 
• Chief Financial Officer, Elizabeth Davenport 

(d) Remuneration of KMP
Other than the responsible ministers, the remuneration 
for KMP is disclosed as follows:

2021 
$

2020 
$

Short-term employee benefits 2,099,367 1,887,681
Long-term employee benefits 52,811 21,211
Post-employment benefits 152,475 136,326
Termination benefits 0 76,856
Total 2,304,653 2,122,074

Outside of normal citizen type transactions with Ahpra, 
there were no related party transactions that involved 
KMP, their close family members and their personal 
business interests. No provision has been required, nor 
any expense recognised, for impairment of receivables 
from related parties.

There were no transactions involving the Ministerial 
Council during 2020/21.

Note G2: Remuneration of 
executives 

Remuneration of Chief Executive Officer 
and Executive Directors
The Chief Executive Officer (CEO) is Mr Martin Fletcher 
who held the position throughout the period 1 July 2020 
to 30 June 2021. 

The aggregate compensation made to the CEO and 
National Executive team is set out below:

2021 
$

2020 
$

Short-term employee benefits 1,991,107 1,790,370
Long-term employee benefits 52,811 21,211
Post-employment benefits 142,589 127,121
Termination benefits 0 76,856
Total 2,186,507 2,015,558
Total number of executives 6 7
Total annualised employee equivalents 6 5.4

Note G3: Remuneration of external 
auditor for the audit of the 
financial statements

2021 
$'000

2020 
$'000

Victorian Auditor-General's Office 160 169
160 169

Note G4: Australian Accounting Standards issued that are not yet 
effective 
This table outlines the accounting pronouncements that have been issued but are not effective for 2020/21, which 
may result in potential impact for future reporting periods. AASB 108 requires disclosure of the impact on Ahpra’s 
financial statements of these changes. These are set out below.

Standard/interpretation Summary

Applicable for annual 
reporting periods beginning 
on or after

Impact on Ahpra financial 
statements

AASB 2020-1 Amendments 
to Australian Accounting 
Standards – Classification 
of Liabilities as Current or 
Non-Current 

This standard amends AASB 101 
to clarify requirements for the 
presentation of liabilities in the 
Statement of financial position as 
current or non-current. A liability is 
classified as non-current if an entity has 
the right at the end of the reporting 
period to defer settlement of the 
liability for at least 12 months after 
the reporting period. The meaning of 
settlement of a liability is also clarified.

1 January 2022. However, 
ED 301 has been issued 
with the intention to defer 
application to 1 January 
2023.

The standard is not 
expected to have a 
significant impact on Ahpra.
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Note G5: Changes in accounting 
policy
There were no changes in accounting policies in 
preparing the financial statements.

Note G6: Events occurring after 
the balance sheet date
Assets, liabilities, income or expenses arise from past 
transactions or other past events. 

Where the transactions result from an agreement 
between Ahpra and other parties, the transactions are 
only recognised when the agreement is irrevocable at 
or before the end of the reporting period. 

For events that occur between the end of the reporting 
period and the date when the financial statements 
are authorised for issue, where those events provide 
information about conditions that existed at the 
reporting date, adjustments are made to amounts 
recognised in the financial statements.

Note disclosure is made about events between the 
end of the reporting period and the date the financial 
statements are authorised for issue where the events 
relate to conditions that arose after the end of the 
reporting period, and which are considered to be of 
material interest.

While the COVID-19 pandemic has created 
unprecedented economic uncertainty, it is not expected 
that economic events and conditions will be materially 
different from those observed by Ahpra at the reporting 
date.

No subsequent events are identified for disclosure in 
this report. 

Note G7: Equity by board
Note G7.1: Summary of income and 
expenses by board
The Ahpra annual financial statements are a report of 
the Agency Fund under the National Law and include 
transactions of all 15 National Boards administered by 
Ahpra. 

Under the National Law, the National Boards are unable 
to enter into transactions themselves, with Ahpra 
administering all revenue and expense transactions on 
behalf of each National Board, as set out in each Health 
Profession Agreement. 

The total amount transacted is reflected in the 
Statement of comprehensive income and accompanying 
notes. The aggregated total revenue and total expenses 
transacted and attributed to each National Board are 
shown in the table below. 

National Board

2021
Revenue

$'000

2021
Expenses

$'000

2021
Net result

$'000

2020
Revenue

$'000

2020
Expenses

$'000

2020
Net result

$'000
ATSIHPBA 607 607 0 543 543 0
CMBA 2,031 1,615 416 2,312 1,871 441
ChiroBA 2,940 1,740 1,200 2,813 1,784 1,029
DBA 12,556 12,487 69 12,077 11,968 109
MBA 82,597 81,041 1,556 78,119 80,578 (2,459)
MRPBA 3,285 3,546 (261) 3,219 3,550 (331)
NMBA 76,404 69,148 7,256 71,972 67,979 3,993
OTBA 2,879 3,126 (247) 2,716 3,549 (833)
OptomBA 1,950 1,711 239 1,677 1,790 (113)
OsteoBA 1,082 887 195 1,003 907 96
ParaBA 5,751 3,645 2,106 5,505 3,550 1,955
PharmBA 12,627 11,331 1,296 12,037 11,528 509
PhysioBA 4,887 4,903 (16) 4,573 4,797 (224)
PodBA 2,028 1,681 347 2,045 1,843 202
PsyBA 18,648 15,465 3,183 17,856 15,575 2,281
Other 4,905 4,905 0 1,964 1,964 0
Total 235,177 217,838 17,339 220,431 213,776 6,655
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Note G7.2: Summary of equity by board
Consistent with the requirements of AASB 1004 Contributions, contributions by owners (that is, contributed capital) 
are treated as equity transactions and, therefore, do not form part of the income and expenses of Ahpra.

Additions to net assets designated as contributions by all former boards at transition to Ahpra are recognised as 
contributed capital. 

Summary of contributed capital, equity and accumulated surplus/(deficit) by board ($’000)

National 
Board

Contributed 
capital

Accumulated 
surplus/(deficit) 
to 30 June 2020

Equity at 30 
June 2020

2020/21 net 
result

2020/21 net 
result funded 

from equity

Accumulated 
surplus/(deficit) 
to 30 June 2021

Equity at 30 
June 2021

ATSIHPBA 276 (276) 0 0 0 (276) 0
CMBA 1,293 5,112 6,405 416 0 5,528 6,821
ChiroBA 1,164 3,986 5,150 1,200 0 5,186 6,350
DBA 3,120 1,363 4,483 69 0 1,432 4,552
MBA 12,257 1,010 13,267 1,557 0 2,567 14,824
MRPBA 2,218 1,314 3,532 0 (261) 1,053 3,271
NMBA 12,816 (4,894) 7,922 7,256 0 2,362 15,178
OTBA 3,574 1,335 4,909 0 (247) 1,088 4,662
OptomBA 1,061 606 1,667 239 0 845 1,906
OsteoBA 996 358 1,354 194 0 552 1,548
ParaBA 0 5,098 5,098 2,106 0 7,204 7,204
PharmBA 2,716 (106) 2,610 1,296 0 1,190 3,906
PhysioBA 2,728 473 3,201 0 (16) 457 3,185
PodBA 420 2,898 3,318 347 0 3,245 3,665
PsyBA 2,194 4,410 6,604 3,183 0 7,593 9,787
Other (2,938) 2,938 0 0 0 2,938 0
Total 43,895 25,625 69,520 17,863 (524) 42,964 86,859

2021 
$'000

2020 
$'000

Contributed capital
Balance at the beginning of the financial 
year

43,895 43,895

Capital contributions from former boards 0 0
Balance at end of the financial year 43,895 43,895
Accumulated surplus 
Balance at the beginning of the financial 
year

25,625 18,970

Net result for the year 17,339 6,655
Balance at end of the financial year 42,964 25,625

Note G8: Co-regulatory 
jurisdictions
The Health Practitioner Regulation National Law (NSW) 
No. 86a and the Queensland Health Ombudsman 
Act 2013 allow for co-regulation of registered health 
practitioners at the discretion of the respective member 
jurisdictions. Both New South Wales (NSW) and 
Queensland (Qld) have determined that co-regulation 
applies. 
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NSW Health Professional Councils Authority (HPCA)
In NSW, the Health Minister informs Ahpra and the National Boards of the amount to be collected per registrant on 
behalf of the NSW Health Professional Councils Authority (HPCA), for the purpose of handling notifications related to 
NSW-based practitioners. Ahpra collects these amounts and passes them on to the various Health Profession Councils, 
via the HPCA. As this amount is set per registrant and collected by Ahpra and remitted to the HPCA within seven days 
after the end of the month, it is treated as an administered item in these financial statements. These amounts are not 
recorded within the Statement of comprehensive income and Statement of cash flows. 

Transactions relating to this activity are reported as administered (non-controlled) items in this table.

Summary of HPCA fee collected and payable

National Board
2021 

$'000
2020 

$'000
ATSIHPBA 8  8 
CMBA 381  357 
ChiroBA 449  424 
DBA 4,132  3,917 
MBA 16,432  15,392 
MRPBA 212  292 
NMBA 10,617  9,953 
OTBA 262  248 
OptomBA 256  247 
OsteoBA 217  206 
ParaBA 718  645 
PharmBA 3,164  3,054 
PhysioBA 517  483 
PodBA 275  266 
PsyBA 1,713  1,638 
Total  39,353  37,130 

Office of the Health Ombudsman (OHO) Queensland
In Queensland, the Health Minister informs Ahpra and the National Boards of the amount to be paid to the Office of 
the Health Ombudsman (OHO). This payment is included in the Statement of comprehensive income as an expense. In 
2020/21, Ahpra was required to pay $4.24 million (2019/20: $4.14 million) to OHO under these arrangements. 

A further $0.93 million (2019/20: $1.94 million) accrual has been made for additional Queensland Civil and 
Administrative Tribunal (QCAT) cases occurring during this financial year, which is over and above the costs included 
in the Minister's determination of $4.24 million. Along with the final 2019/20 reconciliation adjustment $0.64 million 
credit processed in 2020/21, total reported expenses in 2020/21 is $4.53 million. The breakdown of the payment and 
accrual is shown in this table.

National 
Board

Minister's determination for 2021 
$'000

QCAT accrual for 2021 
$'000

Reconciliation adjustment for 2020 
$'000

2021 
$'000

2020 
$'000

ATSIHPBA 1 (1) (1) (1) 3
CMBA 35 35 (39) 31 41
ChiroBA 6 (4) (19) (17) 20
DBA 163 1 (34) 130 320
MBA 2,457 (49) (323) 2,085 2,703
MRPBA 19 1 17 36 1
NMBA 939 846 (177) 1,608 1,637
OTBA 10 (6) 0 4 9
OptomBA 6 0 0 6 8
OsteoBA 38 29 0 67 64
ParaBA 67 22 0 89 10
PharmBA 159 (4) (37) 118 332
PhysioBA 134 39 2 175 120
PodBA 41 (30) 6 17 112
PsyBA 169 47 (32) 184 304
Total 4,244 926 (637) 4,532 5,684
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Appendix 1: Structure of the National Boards

National 
Board National committees Regional boards

State and 
territory 
boards

State and territory/ 
regional committees

ATSIHPBA Immediate Action Committee1

Registration and Notifications Committee
N/A N/A N/A

CMBA Examination Committee (from 1 Oct)
Immediate Action Committee1

Policy, Planning and Communications Committee
Registration and Notifications Committee

N/A N/A N/A

ChiroBA Immediate Action Committee1

Registration, Notifications and Compliance Committee
N/A N/A N/A

DBA Notifications Committee: Assessment
Registration and Compliance Committee (from 1 Feb)
Notification and Compliance Committee (from 1 Feb)
Immediate Action Committee (from 1 Sep)

N/A N/A Immediate Action Committee  
(to 1 Feb) (excluding NSW)
Registration Committee (to 1 Feb)  
(NSW only)
Registration and Notifications  
Committee (to 1 Feb)  
(excluding NSW)

MBA Finance Committee
Notifications Committee: Assessment 
Sexual Boundaries Notifications Committee
Standing Notifications Committee: Assessment

N/A All states 
and 
territories

Immediate Action Committee  
(excluding NSW)
Notifications Committees  
(excluding NSW)
Registration Committees

MRPBA Immediate Action Committee1

National Examination Committee
Registration and Notifications Committee 
Supervised Practice Committee
Policy Committee

N/A N/A N/A

NMBA Accreditation Committee (Assessment of Overseas 
Qualified Nurses and Midwives)
Finance, Governance and Communications Committee 
Notifications Committee Midwifery Assessment
Notifications Committee Nursing Assessment
Program Approval Committee
Registration and Notifications Committee
State and Territory Chairs’ Committee

N/A All states 
and 
territories

Immediate Action Committee  
(excluding NSW)
When required:
Notifications Committee  
(excluding NSW)
Registration Committee

OTBA Immediate Action Committee1

Registration and Notifications Committee
N/A N/A N/A

OptomBA Finance and Risk Committee 
Immediate Action Committee1

Policy and Education Committee
Registration and Notifications Committee 
Scheduled Medicines Advisory Committee

N/A N/A N/A

OsteoBA Immediate Action Committee1

Registration and Notifications Committee
N/A N/A N/A

ParaBA Immediate Action Committee1

Registration, Notifications and Compliance Committee
Notifications Committee: Assessment

N/A N/A N/A

PharmBA Finance, Risk and Governance Committee
Immediate Action Committee
Notifications Committee
Notifications Committee: Assessment
Policies, Codes and Guidelines Committee
Registration and Examinations Committee

N/A N/A N/A

PhysioBA Immediate Action Committee1

Registration and Notifications Committee
N/A N/A N/A

PodBA Immediate Action Committee1

Registration and Notifications Committee
Strategic Planning and Policy Committee

N/A N/A N/A

PsyBA Immediate Action Committee
Notification Committee: Assessment

ACT, Tas and Vic 

NT, SA and WA

NSW

Qld

N/A

1 As part of the Multi-Profession Immediate Action Committee. See page 152.
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Appendix 2: Meetings of Boards and committees
This table details the number of National Board, national committee, state/territory board and committee meetings 
held. Each Board has different committee structures to support their day-to-day regulatory decision-making and 
policy work, largely determined by both the volume and the risk profile of the tasks.

The purpose of the committees varies, and includes decision-making about individual practitioners (e.g., registration, 
notifications, immediate action and compliance matters); finance and policy-oriented committees look at standards, 
codes and guidelines for the profession.

All of the meetings listed as either state/territory board or state/territory committee, along with the majority of 
national committee meetings, were engaged in regulatory decision-making affecting individual practitioners. Numbers 
include out-of-session and immediate action committee meetings where those occurred.

National Board
National Board 

meetings

National 
committee 

meetings
Total national 

meetings

State/
territory board 

meetings

State/territory 
committee 

meetings

Total state/ 
territory 

meetings Total
ATSIHPBA 10 8 18 0 18
CMBA 13 27 40 0 40
ChiroBA 17 32 49 0 49
DBA 12 97 109 42 42 151
MBA 15 357 372 128 390 518 890
MRPBA 12 24 36 0 36
NMBA 17 45 62 108 327 435 497
OTBA 11 30 41 0 41
OptomBA 14 22 36 0 36
OsteoBA 11 18 29 0 29
ParaBA 18 85 103 0 103
PharmBA 14 130 144 0 144
PhysioBA 12 55 67 0 67
PodBA 13 28 41 0 41
PsyBA 11 101 112 59 59 171
Total 200 1,059 1,259 295 759 1,054 2,313
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Appendix 3: State, territory and regional board, 
committee, panel and group members
The members of state, territory and regional boards, committees, panels, and working, reference and advisory groups 
make an enormous and valued contribution.

Members appointed for the entire or part of 2020/21 are listed, so some committees appear to have a larger 
membership than they actually do at any given time. Part-year term dates are only shown for Chairs.

All boards have practitioner and community members. One third of all National Board positions are filled by 
community members: 52 of 156 positions. On state, territory and regional boards, 34.3% of positions are filled by 
community members: 68 of 198 positions.

Aboriginal and Torres Strait 
Islander Health Practice 
Board of Australia: National 
committee members
Registration and Notifications 
Committee
Ms Renee Owen (practitioner),  
Chair
Members are the National Board

Chinese Medicine Board 
of Australia: National 
committee and reference 
group members
Examination Committee (from 1 Oct)
Professor Brian Jolly (community), 
Chair
Dr Liming (Henry) Liang (practitioner)
Professor Chi Eung Danforn Lim 
(practitioner), Deputy Chair 
Miss Yu-Ting Sun (practitioner)
Mr Brett Vaughan (community)
Policy, Planning and Communication 
Committee
Ms Sophy Athan (community), 
Chair, from 23 Mar
Dr David Graham PhD (community), 
Chair, to 8 Feb
Ms Christine Berle (practitioner) 
Dr Liang Zhong Chen PhD 
(practitioner)
Mr Luke Hubbard (practitioner) 
Mr Roderick Martin (practitioner), 
Deputy Chair
Ms Glenys Savage (practitioner)
Ms Dina Tsiopelas (practitioner) 
Registration and Notifications 
Committee
Mr David Brereton (community), 
Chair
Ms Stephanie Campbell (community), 
Deputy Chair
Dr Di Wen Lai (practitioner) 
Dr Li Mei-Kin Rees PhD (practitioner)
Ms Jacinta Ryan (practitioner)
Dr Johannah Shergis PhD 
(practitioner) 
Ms Bing Tian (practitioner)

Chinese Medicine Reference Group
Individual practitioner members
Dr Kevin Ryan
Ms Honglin (Linda) Yang
Dr Shengxi (George) Zhang
Community representatives
Ms Patricia (Tricia) Greenway
Dr Cheryl McRae PhD, Assistant 
Secretary, Complementary & Over 
the Counter Medicines Branch, 
Therapeutic Goods Administration
Professional association 
representatives
Ms Donna Chew, Federation of 
Chinese Medicine & Acupuncture 
Societies of Australia (FCMA)
Ms Kaitlin Edin, Australian Natural 
Therapists Association (ANTA)
Ms Waveny Holland, Australian 
Acupuncture and Chinese Medicine 
Association (AACMA)
Dr Max Ma, Chinese Medicine Industry 
Council of Australia (CMIC)
Education institution 
representatives
Dr Greg Cope
Associate Professor Xiaoshu Zhu
Graduate representative
Ms Laura Sutton

Chiropractic Board of 
Australia: National committee 
members
Registration, Notifications and 
Compliance Committee
Dr Michael Badham (practitioner), 
Chair, from 6 Jul
Mr Frank Ederle (community)
Ms Anne Burgess (community)
Dr Abbey Chilcott (practitioner), 
Deputy Chair 
Dr Wayne Minter AM (practitioner)
Dr Arcady Turczynowicz (practitioner)
Ms Alison von Bibra (community)
Dr Ailsa Wood (practitioner)

Dental Board of Australia: 
State, territory and national 
committee members
ACT Registration and Notifications 
Committee (to 1 Feb)
Dr Peter Wong (practitioner), Chair
Professor Craig Zimitat (community) 
Dr Kerrie O’Rourke (practitioner) 
NSW Registration Committee  
(to 1 Feb)
Professor Iven Klineberg 
(practitioner), Chair
Dr Alexander Holden (practitioner) 
Mr Michael Miceli (community) 
Dr Philippa Sawyer (practitioner)
NT Registration and Notification 
Committee (to 1 Feb)
Dr Erna Melton (practitioner), Chair
Mrs Megan Lawton (community)
Dr Quentin Rahaus (practitioner)
Dr Michael Rees (practitioner)
Qld Registration and Notifications 
Committee and Immediate Action 
Committee (to 1 Feb)
Dr Robert McCray (practitioner), 
Chair
Mrs Brydget Barker-Hudson 
(community) 
Professor Robert Love (practitioner)
Dr Bruce Newman (practitioner) 
Mr Stuart Unwin (community)
SA Registration and Notifications 
Committee (to 1 Feb)
Dr Cosimo Maiolo (practitioner), 
Chair
Ms Michelle Kuss (practitioner) 
Dr Sophia Matiasz PhD (community)
Dr Heidi Munchenberg (practitioner)
Ms Joanna Richardson (community)
Dr Michael Rees (practitioner)
Tas Registration and Notifications 
Committee (to 1 Feb)
Dr Ioan Jones (practitioner), Chair
Mr Leigh Gorringe (practitioner)
Mr Nikolas Peacock (practitioner)
Professor Craig Zimitat (community)

2868



146  Ahpra Annual Report 2020/21

Vic Registration and Notifications 
Committee and Immediate Action 
Committee (to 1 Feb)
Dr Werner Bischof (practitioner), 
Chair
Dr Janice Davies PhD (community)
Professor Lesleyanne Hawthorne 
(community)
Dr Ioan Jones (practitioner)
Dr Rachel Martin (practitioner) 
WA Registration and Notifications 
Committee (to 1 Feb)
Dr Simon Shanahan (practitioner), 
Chair
Dr Erna Melton (practitioner) 
Ms Yvonne Parnell (community)
Dr Bernadette Pilkington 
(practitioner) 
Professor Craig Zimitat (community) 
Immediate Action Committee (from 
1 Sep)
Dr Werner Bischof (practitioner), 
Chair
Dr Ioan Jones (practitioner), Chair
Dr Kerrie O’Rourke (practitioner), 
Chair 
Professor Craig Zimitat 
(community), Chair
Mrs Brydget Barker-Hudson 
(community)
Mr Leigh Gorringe (practitioner)
Professor Lesleyanne Hawthorne 
(community)
Dr Sophia Matiasz PhD (community)
Mr Nikolas Peacock (practitioner)
Dr Quentin Rahaus (practitioner)
Notifications Committee: 
Assessment
Mrs Brydget Barker-Hudson 
(community)
Dr Werner Bischof (practitioner)
Dr Ioan Jones (practitioner)
Mrs Megan Lawton (community)
Professor Robert Love (practitioner)
Dr Sophia Matiasz PhD (community)
Dr Erna Melton (practitioner)
Mr Michael Miceli (community)
Mr Nikolas Peacock (practitioner)
Dr Simon Shanahan (practitioner)
Professor Craig Zimitat (community)

Notification and Compliance 
Committee (from 1 Feb)
Dr Ioan Jones (practitioner), Chair
Professor Robert Love (practitioner), 
Chair
Dr Rachel Martin (practitioner), 
Chair
Dr Simon Shanahan (practitioner), 
Chair
Mrs Brydget Barker-Hudson 
(community)
Dr Werner Bischof (practitioner), 
Deputy Chair
Mr Leigh Gorringe (practitioner)
Professor Lesleyanne Hawthorne 
(community)
Dr Robert McCray (practitioner)
Dr Cosimo Maiolo (practitioner), 
Deputy Chair
Dr Erna Melton (practitioner)
Dr Kerrie O’Rourke (practitioner), 
Deputy Chair
Mr Nikolas Peacock (practitioner)
Dr Bernadette Pilkington 
(practitioner)
Dr Michael Rees (practitioner)
Mr Stuart Unwin (community)
Dr Peter Wong (practitioner),  
Deputy Chair
Professor Craig Zimitat (community)
Registration and Compliance 
Committee (from 1 Feb)
Dr Werner Bischof (practitioner), 
Chair
Mr Leigh Gorringe (practitioner)
Professor Iven Klineberg 
(practitioner), Deputy Chair
Dr Sophia Matiasz PhD (community)
Dr Erna Melton (practitioner)
Dr Philippa Sawyer (practitioner)
Mr Stuart Unwin (community)
Dr Peter Wong (practitioner),  
Deputy Chair 

Medical Board of Australia: 
State and territory board, 
national committee and 
group members
Australian Capital Territory
Professor Peter Warfe (practitioner), 
Chair, from 1 Jun
Dr Kerrie Bradbury (practitioner), 
Chair, to 31 May
Mrs Gulnara Abbasova (community)
Dr Emma Adams (practitioner)
Dr Iain Dunlop (practitioner)
Ms Catherine (Kate) Gauthier 
(community)
Associate Professor Boon Lim 
(practitioner)
Mr Robert Little (community)
Associate Professor Rodney Petersen 
(practitioner)
Mr Aasish Ponna (community)
Dr Louise Stone (practitioner) 
Dr Jill Van Acker (practitioner)
New South Wales
Dr Sergio Diez Alvarez (practitioner), 
Chair, from 24 Aug
Associate Professor Stephen 
Adelstein (practitioner),  
Chair, to 23 Aug
Dr Costa Boyages (practitioner)
Dr Jennifer Davidson (practitioner)
Dr Maria (Tessa) Ho (practitioner)
Dr Amanda Mead PhD (community)
Professor Abdullah Omari 
(practitioner)
Ms Jebby Phillips (community)
Professor Allan Spigelman 
(practitioner)
Ms Amanda Wilson (community)
Northern Territory
Dr Hemanshu Patel (practitioner), 
Chair
Mrs Lea Aitken (community)
Mrs Julia Christensen (community)
Dr Tamsin Cockayne (practitioner)
Dr Henry Duncan (practitioner)
Ms Annette Flaherty (community)
Dr Sarah Giles (practitioner)
Dr Paul Helliwell (practitioner)
Dr Verushka Krigovsky (practitioner)
Associate Professor Dianne Stephens 
(practitioner)
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Queensland
Dr Philip Richardson (practitioner), 
Chair
Dr Cameron Bardsley (practitioner)
Dr Anelisa Dazzi Chequer De Souza 
(practitioner)
Dr Patrick Clancy (practitioner)
Mr Timothy Cole (community)
Dr Caron Forde (practitioner)
Ms Christine Gee (community)
Dr Genevieve Goulding (community)
Dr Gordon McGurk PhD (community)
Professor Eleanor Milligan 
(community)
Ms Megan O’Shannessy (community)
Dr Morgan Windsor (practitioner)
South Australia
Dr Mary White (practitioner), Chair 
Professor Andrew (Simon) Carney 
(practitioner)
Dr Daniele (Daniel) Cehic 
(practitioner)
Dr Carolyn Edmonds (practitioner)
Dr Catherine Gibb (practitioner)
Ms Kate Ireland (community)
Ms Louise Miller-Frost (community)
Dr Bruce Mugford (practitioner)
Dr Lynne Rainey (practitioner)
Ms Katherine Sullivan (community)
Mr Thomas Symonds (community)
Dr Melanie Turner (practitioner)
Tasmania
Dr Kristen Fitzgerald (practitioner), 
Chair
Mrs Kristen Adams (community)
Dr Colin Chilvers (practitioner)
Mr Fergus Leicester (community)
Dr Katja Lindemann (practitioner)
Ms Louise Mason (community)
Dr Gavin Mackie (practitioner)
Professor Peter McMinn (practitioner)
Dr Colin Merridew (practitioner)
Dr Brooke Sheldon (practitioner)
Associate Professor Stuart Walker 
(practitioner)
Mrs Joan Wylie (community)

Victoria
Dr Debra O’Brien (practitioner), 
Chair
Mrs Jennifer Barr (community)
Dr Christine Bessell (practitioner)
Professor George Braitberg 
(practitioner)
Dr John Carnie PSM (practitioner)
Ms Jane (Meredith) Carter 
(community)
Dr Anthony Cross (practitioner)
Dr Nicola Cunningham (practitioner)
Ms Jacqueline Gibson (community)
Dr Susan Gould PhD (community)
Ms Louise Johnson (community)
Associate Professor Vinay Lakra 
(practitioner) 
Associate Professor Jenepher (Jenny) 
Martin (practitioner)
Associate Professor Solomon 
Menahem (practitioner) 
Dr Pamela Montgomery PhD 
(community)
Dr Ines Rio (practitioner)
Dr Abhishek (Abhi) Verma 
(practitioner)
Dr Ruth Vine (practitioner)
Dr Miriam Weisz OAM (DBA) 
(community)
Western Australia
Professor Mark Edwards 
(practitioner), Chair, from 18 Apr
Professor Constantine (Con) Michael 
AO (practitioner), Chair, to 17 Apr
Dr Richelle Douglas (practitioner)
Dr Alan Duncan (practitioner)
Dr Pathma Edge (practitioner)
Dr George Eskander (practitioner)
Dr Michael Levitt (practitioner)
Dr Clare Matthews (practitioner)
Ms Sonia McKeiver (community)
Ms Meneesha Michalka (community)
Mr Liam Roche (community)
Non-Board members appointed to 
national committees
ACT
Ms Vicki Brown (community)
Qld
Dr Charles Kilburn (practitioner)
Mr Geoff Rowe (community)
Dr Samuel Stevens (practitioner)
Dr Susan Young (Doctor of Education) 
(community)
SA
Mr Paul Laris (community)
Tas
Ms Leigh Mackey (community)

Medical Training Survey Advisory 
Group
Associate Professor Stephen 
Adelstein (practitioner), Chair
Dr Mohamed Abdeen (practitioner)
Dr Monica Chen (practitioner)
Dr Dean Choong (practitioner)
Dr Jeanette Conley (practitioner)
Ms Helen Craig (community)
Dr Marco Giuseppin (practitioner)
Dr James Edwards (practitioner)
Mr Warwick Hough (community)
Dr Kym Jenkins (practitioner)
Mr Oliver Jones (community)
Dr Joanne Katsoris (practitioner)
Ms Sophie Keen (practitioner)
Professor Robyn Langham 
(practitioner)
Mr John McGurk (community)
Dr David Mountain (practitioner)
Dr Susan O’Dwyer (practitioner)
Dr Annette Pantle (practitioner)
Dr Andrew Singer (practitioner)
Professor Richard Tarala (practitioner)
Professor Susan Wearne (practitioner)
Dr Christopher (Chris) Wilson 
(practitioner)
Ms Fearn (Michelle) Wright 
(community)
Ms Jessica Yang (community)
Dr John Zorbas (practitioner)
Mr Daniel Zou (practitioner)
Medical Training Survey Steering 
Committee
Associate Professor Stephen 
Adelstein (practitioner), Chair
Dr Joanne Katsoris (practitioner)
Dr Linda MacPherson (practitioner)
Dr Bavahuna Manoharan (practitioner)
Dr Susan O’Dwyer (practitioner)
Ms Theanne Walters (community)
Ms Kirsty White (community)
Ms Fearn (Michelle) Wright 
(community)
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National Specialist International 
Medical Graduate Committee
Dr Susan O’Dwyer (practitioner), 
Chair
Ms Sophy Athan (community)
Dr Sergio Diez Alvarez (practitioner)
Ms Kym Ayscough (community)
Associate Professor Terry Brown 
(practitioner)
Professor Gavin Frost (practitioner)
Dr Patrick Giddings (practitioner)
Ms Lynne Gillam (community)
Dr Paul Helliwell (practitioner)
Dr Jon Hodge (practitioner)
Dr Joanne Katsoris (practitioner)
Ms Megan Lewis (community)
Dr Andrew Mulcahy (practitioner)
Dr Bruce Mugford (practitioner)
Dr Hemanshu Patel (practitioner)
Mr Philip Pigou (community)
Dr Diane Neill (practitioner)
Adjunct Associate Professor Andrew 
Singer AM (practitioner)
Dr Janaka Tennakoon (practitioner)
Professional Performance 
Framework Implementation Working 
Group
Dr Anne Tonkin (practitioner), Chair
Mr Mark Bodycoat (community)
Associate Professor David Hillis 
(practitioner)
Professor Katherine (Kate) Leslie 
(practitioner)
Professor Constantine (Con) Michael 
AO (practitioner)
Dr Joanne Katsoris (practitioner)

Sexual Boundaries Notifications 
Committee
Ms Christine Gee (community),  
Chair
Professor Peter Warfe (practitioner), 
Deputy Chair
Mr Mark Bodycoat (community)
Mrs Julia Christensen (community) 
Dr Anthony Cross (practitioner)
Dr Sergio Diez Alvarez (practitioner)
Dr Alan Duncan (practitioner)
Dr Kristen Fitzgerald (practitioner)
Dr Janelle Hamilton (practitioner)
Dr Maria (Tessa) Ho (practitioner)
Dr Verushka Krigovsky (practitioner)
Mr Fergus Leicester (community)
Associate Professor Hannah McGlade 
(community)
Ms Meneesha Michalka (community)
Dr Debra O’Brien (practitioner)
Dr Susan O’Dwyer (practitioner)
Dr Kim Rooney OAM (practitioner)
Ms Katherine Sullivan (community)
Dr Anne Tonkin (practitioner)
Dr Abhishek (Abhi) Verma 
(practitioner)
Dr Miriam Weisz OAM (DBA) 
(community) 
Mrs Joan Wylie (community)

Medical Radiation Practice 
Board of Australia: National 
committee and group 
members
Finance Working Group
Ms Cara Miller (practitioner), Chair
Mr Richard Bialkowski (community)
Dr Susan Gould PhD (community)
Mr Mark Marcenko (practitioner)
Mr Travis Pearson (practitioner)
Mr Roger Weckert (practitioner)
National Examination Committee
Dr Susan Gould PhD (community), 
Chair
Mr Anthony Buxton (practitioner)
Mr James Green (practitioner)
Mr Travis Pearson (practitioner)
Mr Roger Weckert (practitioner)
Dr Caroline Wright PhD (practitioner)

Policy Committee
Ms Joan Burns (community),  
Chair, from 1 Jun
Mr Christopher Hicks (practitioner), 
Chair, to 8 Feb
Ms Donisha Duff (community)
Mr James Green (practitioner)
Dr Susan Gould PhD (community)
Ms Renea Hart (community)
Mr Mark Marcenko (practitioner)
Mr Travis Pearson (practitioner)
Ms Tracy Vitucci (practitioner)
Mr Roger Weckert (practitioner)
Dr Caroline Wright PhD (practitioner)
Registration and Notifications 
Committee
Mr Brendan McKernan (practitioner), 
Chair, from 1 Jun
Mr Mark Marcenko (practitioner) 
Chair, to 31 May
Mr Richard Bialkowski (community)
Mr Anthony Buxton (practitioner)
Mr James Green (practitioner)
Dr Susan Gould PhD (community)
Ms Renea Hart (community)
Ms Cara Miller (practitioner)
Mr Roger Weckert (practitioner)
Supervised Practice Committee
Ms Caroline Wright (practitioner), 
Chair, from 1 Jun
Mr Brendan McKernan (practitioner), 
Chair, to 31 May
Mr Gerard Amirtham (practitioner) 
Mr Richard Bialkowski (community)
Mrs Nainaben Dhana (practitioner)
Mrs Kelly Elsner (practitioner)
Ms Fiona Franklin (practitioner)
Mr Simon Lejcak (practitioner)
Ms Cara Miller (practitioner)
Miss Lauren Moon (practitioner)
Mr John Tessier (practitioner)
Mr Glenn Trainor (practitioner)
Mr Roger Weckert (practitioner)
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Nursing and Midwifery 
Board of Australia: State and 
territory board and national 
committee members
State and Territory Chairs’ 
Committee 
Adjunct Professor Veronica Casey 
AM, Chair, from 2 Oct
Associate Professor Lynette Cusack, 
Chair, to 2 Oct
Mrs Sharon Bingham (practitioner) 
(Tas)
Ms Angela Bull (practitioner) (NT)
Ms Felicity Dalzell (practitioner) (ACT)
Ms Michelle Garner (practitioner) 
(Qld)
Associate Professor Bethne Hart 
(Nursing and Midwifery Council of 
NSW)
Mrs Eithne Irving (practitioner) (NSW)
Ms Marie Louise MacDonald 
(practitioner) (WA)
Ms Paula Medway (practitioner) (SA)
Ms Amanda Singleton (practitioner) 
(Vic)
Australian Capital Territory
Ms Felicity Dalzell (practitioner), 
Chair
Mrs Gulnara Abbasova (community)
Mrs Alison Archer (community)
Ms Marjorie Atchan (practitioner)
Ms Janet (Emma) Baldock 
(practitioner)
Dr Katrina Cubit PhD (practitioner)
Ms Catherine (Kate) Gauthier 
(community)
Ms Eileen Jerga AM (community)
Mr Rory Maguire (practitioner)
Ms Kelley Stewart (practitioner)
Professor Karen Strickland 
(practitioner)
New South Wales
Mrs Eithne Irving (practitioner), 
Chair
Ms Kathryn (Kate) Adams 
(practitioner)
Ms Alison Barnes (practitioner)
Ms Katherine Becker (practitioner)
Mr Bruce Brown (community)
Mr Roderick (Rod) Cooke 
(community)
Mrs Maria Cosmidis (community)
Ms Adrienne Farago (community)
Dr Joanne Gray PhD (practitioner)
Mrs Susan (Sue) Greig (practitioner)
Ms Melissa Maimann (practitioner)
Mrs Annette (Anne) Moehead 
(practitioner)

Northern Territory
Ms Angela Bull (practitioner), Chair
Mrs Leanne Chapman (practitioner)
Mrs Emma Childs (practitioner)
Ms Heather King (community)
Ms Aislinn McIntyre (community)
Mrs Priscilla Moore (practitioner) 
Dr Brian Phillips PhD (practitioner)
Ms Alison Phillis (community)
Dr Joanne Seiler (Doctorate Business 
Administration) (practitioner)
Mrs Helen (Nell) Stonham 
(community)
Mr Jonathan Wright (practitioner)
Queensland
Ms Michelle Garner (practitioner), 
Chair, from 23 Dec
Professor Patsy Yates (practitioner), 
Chair, to 30 Dec
Ms Jacinta Ashton (practitioner)
Ms Suzanne (Sue) Cadigan 
(practitioner)
Mrs Karen (Kaz) Dolci (community)
Ms Tracey Duke (practitioner)
Dr Amanda Henderson PhD 
(practitioner)
Mr Stanley Macionis (community)
Ms Catherine Mickel (community)
Ms Helen Towler (practitioner)
South Australia
Ms Paula Medway (practitioner), 
Chair, from 26 Jan
Associate Professor Linda Starr 
(practitioner), Chair, to 23 Nov
Mr Mark Bodycoat (community)
Mrs Zinta Docherty (community)
Ms Elisa Gardiner (practitioner)
Mrs Gillian Homan (practitioner)
Mrs Margaret McCallum (community)
Dr Philippa Rasmussen PhD 
(practitioner)
Mr Thomas Symonds (community)
Mrs Lisa Turner (practitioner)
Ms Kellie Whelan (practitioner)
Tasmania
Ms Carol Baines (practitioner), 
Presiding Member, to 30 Dec
Mrs Sharon Bingham (practitioner), 
Chair, from 1 Jan
Mrs Briony (Bebe) Brown 
(practitioner)
Professor Rosalind Bull (practitioner)
Ms Hazel Bucher (practitioner)
Mrs Lucy Byrne (community)
Mr Stephen Carey (community)
Miss Aleara Crichton-Gill 
(practitioner)

Ms Christine Schokman (community)
Mrs Lynette Staff (practitioner)
Ms Belinda Webster (community)
Victoria
Ms Amanda Singleton (practitioner), 
Chair
Dr Leslie Cannold PhD (community)
Professor Maxine Duke (practitioner)
Mr Matthew Grace (practitioner)
Associate Professor David Hills 
(community)
Ms Helen Karagiozakis (community)
Mrs Joanne Mapes (practitioner)
Ms Thilaka Sathananthavel 
(community)
Adjunct Professor Paula Stephenson 
(practitioner)
Mrs Brenda Waites (practitioner)
Dr Miriam Weisz OAM (DBA) 
(community)
Western Australia
Ms Marie Louise MacDonald 
(practitioner), Chair
Dr Sara Bayes PhD (practitioner)
Ms Justine Burg (practitioner)
Dr Margaret Crowley PhD 
(community)
Ms Michelle Dillon (practitioner)
Adjunct Associate Professor Karen 
Gullick (practitioner)
Mrs Linda Hadfield (community)
Dr Yvonne Hauck PhD (practitioner)
Mr John (Kim) Laurence (community)
Ms Margaret Lundy (community)
Mrs Kristian Malic (practitioner)
Miss Kathryn Pedler (practitioner)
Mr Michael Piu (community)
Accreditation Committee 
(Assessment of Overseas Qualified 
Nurses and Midwives)
Professor Denise Fassett 
(practitioner), Chair
Mr Ian Frank AM (community)
Ms Marie Heartfield (practitioner)
Dr Daniel Malone PhD (community)
Professor Catherine Nagle 
(practitioner)
Ms Fiona Stoker (practitioner)
Mr Brett Vaughan (community)
Finance, Governance and 
Communications Committee
Ms Melodie Heland (practitioner), 
Chair, from 1 Jan
Mrs Allyson Warrington (community), 
Chair, to 31 Dec
Mr David Carpenter (practitioner)
Dr Jessica (Jessa) Rogers PhD 
(community)
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Ms Catherine Schofield  
(practitioner)
Notifications Committee Midwifery
Ms Paula Medway (practitioner), 
Chair, from 26 Jan
Mrs Gulnara Abbasova (community)
Dr Sara Bayes PhD (practitioner)
Mr Stephen Carey (community)
Dr Amanda Henderson PhD 
(practitioner)
Mr Stanley Macionis (community)
Ms Amanda Singleton (practitioner)
Notifications Committee Nursing 
Assessment
Dr Sara Bayes (practitioner)
Ms Felicity Dalzell (practitioner)
Ms Michelle Garner (practitioner)
Ms Paula Medway (practitioner)
Ms Amanda Singleton (practitioner)
Associate Professor Linda Starr 
(practitioner)
Ms Paula Stephenson (practitioner)
Mrs Brenda Waites (practitioner)
Program Approval Committee
Associate Professor Linda Starr 
(practitioner), Chair, from 1 Jan
Adjunct Professor Veronica Casey 
AM (practitioner), Chair, to 31 Dec
Dr Christopher Helms PhD 
(practitioner)
Mr Max Howard (community)
Mrs Jennifer Wood (practitioner)
Registration and Notifications 
Committee
Ms Annette Symes (practitioner), 
Chair
Mr David Carpenter (practitioner)
Ms Maria Ciffolilli (community)
Dr Christopher Helms PhD 
(practitioner)
Ms Catherine Schofield (practitioner)
Associate Professor Linda Starr 
(practitioner)
Mrs Jennifer Wood (practitioner)
RN OSCE Examination Committee 
of the Nursing and Midwifery 
Accreditation Committee  
(from 12 Oct)
Dr Jane Frost (Doctorate Nurse 
Practitioner) (practitioner), Chair
Ms Leah Bradley (practitioner)
Dr Ylona Chun Tie PhD (practitioner)
Dr Paul (John) Glew (EdD) 
(practitioner)
Dr Alexander (Curtis) Lee PhD 
(practitioner)
Mr Mark Rosenthal (practitioner)

Non-Board members appointed to 
committees
Vic Registration Committee and 
Notifications Committee
Mrs Jennifer Gilmartin (practitioner) 
Ms Karen Sawyer (practitioner)

Occupational Therapy 
Board of Australia: National 
committee members
Registration and Notifications 
Committee
Ms Roxane Marcelle-Shaw 
(community), Chair
Mr Darryl Annett (community)
Ms Julie Brayshaw (practitioner)
Mr James Carmichael (practitioner)
Ms Sally Cunningham (practitioner)
Mrs Rachael Kay (practitioner)
Dr Catherine McBryde PhD 
(practitioner)
Mr Areti Metuamate (community) 
Miss Jennifer Morris (community)
Dr Claire Pearce PhD (practitioner)
Mrs Terina Saunders (practitioner)
Dr Justin Scanlan PhD (practitioner), 
Deputy Chair
Ms Rebecca Singh (practitioner)
Mrs Angela Thynne (practitioner) 

Optometry Board of 
Australia: National committee 
members
Finance and Risk Committee
Mr Anthony Evans (community), 
Chair
Mr Stuart Aamodt (practitioner)
Associate Professor Ann Webber 
(practitioner)
Policy and Education Committee
Associate Professor Ann Webber 
(practitioner), Chair
Dr Carla Abbott (practitioner)
Associate Professor Daryl Guest 
(practitioner)
Ms Adrienne Farago (community)
Associate Professor Rosemary Knight 
(community)
Registration and Notifications 
Committee
Mr Ian Bluntish (practitioner), Chair
Mrs Nancy Atkinson (practitioner)
Ms Adrienne Farago (community)
Mrs Judith Hannan (practitioner)
Mr Kenneth Ingram (practitioner)
Mr Neville Turner (practitioner)

Scheduled Medicines Advisory 
Committee
Associate Professor Daryl Guest 
(practitioner), Chair
Dr Carla Abbott (practitioner)
Professor Alex Gentle (practitioner)
Mr Benjamin Hamlyn (practitioner)
Dr Graham Lakkis (practitioner)
Professor Danny Liew (practitioner)
Ms Angela Stathopoulos (practitioner)
Associate Professor Robert (Andrew) 
Symons (practitioner)
Associate Professor James Ziogas 
(community)

Osteopathy Board of 
Australia: National committee 
members
Registration and Notifications 
Committee
Dr Nikole Grbin (practitioner), Chair
Members are the National Board.

Paramedicine Board of 
Australia: National committee 
members
Notifications Committee: 
Assessment
Mr Keith Driscoll ASM
Associate Professor Ian Patrick ASM 
Ms Angela Wright
Mr Howard Wren ASM
Registration, Notifications and 
Compliance Committee
Ms Linda Renouf (community), Chair
Members are the National Board.

Pharmacy Board of Australia: 
National committee members
Finance, Risk and Governance 
Committee
Mr Laurence (Ben) Wilkins 
(practitioner), Chair
Dr Alice Gilbert PhD (practitioner)
Ms Joy Hewitt (practitioner)
Mr Mark Kirschbaum (practitioner)
Ms Hannah Mann (practitioner)
Dr Suzanne Martin (veterinarian) 
(community)
Mr Brett Simmonds (practitioner)
Mr Rodney Wellington (community)
Immediate Action Committee
All members of the Pharmacy 
Board of Australia are eligible for 
appointment to the Immediate 
Action Committee.
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Notifications Committee
Mr Mark Kirschbaum (practitioner), 
Chair
Ms Melissa Cadzow (community)
Dr Alice Gilbert PhD (practitioner)
Ms Hannah Mann (practitioner), 
Deputy Chair 
Dr Suzanne Martin (veterinarian) 
(community)
Dr Cameron Phillips PhD 
(practitioner) 
Mr Brett Simmonds (practitioner) 
Mr Rodney Wellington (community)
Mr Laurence (Ben) Wilkins 
(practitioner)
Notifications Committee: 
Assessment (from 1 Jul)
Mr Mark Kirschbaum (practitioner), 
Alternate Chair
Mr Laurence (Ben) Wilkins 
(practitioner), Alternate Chair
Ms Melissa Cadzow (community)
Dr Suzanne Martin (veterinarian) 
(community)
Mr Brett Simmonds (practitioner)
Policies, Codes and Guidelines 
Committee
Mr Brett Simmonds (practitioner), 
Chair
Mrs Elise Apolloni (practitioner)
Ms Melissa Cadzow (community)
Dr Alice Gilbert PhD (practitioner)
Ms Joy Hewitt (practitioner)
Dr Suzanne Martin (veterinarian) 
(community)
Dr Cameron Phillips PhD 
(practitioner)
Mr Laurence (Ben) Wilkins 
(practitioner)
Registration and Examinations 
Committee
Ms Joy Hewitt (practitioner), Chair
Mrs Elise Apolloni (practitioner)
Dr Alice Gilbert PhD (practitioner)
Mr Mark Kirschbaum (practitioner)
Ms Hannah Mann (practitioner)
Dr Suzanne Martin (veterinarian) 
(community) 
Dr Cameron Phillips PhD 
(practitioner)
Dr Janet Preuss PhD (community - 
acting)
Mr Brett Simmonds (practitioner)
Dr Rodney Wellard PhD (community)
Mr Rodney Wellington (community) 

Physiotherapy Board of 
Australia: National committee 
members
Registration and Notifications 
Committee
Ms Fiona McKinnon (practitioner), 
Chair
Ms Sally Adamson (practitioner)
Ms Maureen Capp OAM (community)
Mr David Cross (practitioner)
Mr Mark Hindson (practitioner)
Mr Peter Kerr AM (community)
Mr Lachlan Mortimer (practitioner) 
Ms Elizabeth Soderholm (practitioner)

Podiatry Board of Australia: 
National committee members
Registration and Notifications 
Committee
Dr Janice Davies PhD (community), 
Chair
Dr Paul Bennett PhD (practitioner)
Miss Julia Kurowski (practitioner)
Dr Kristy Robson PhD (practitioner), 
Deputy Chair
Mr Anthony Short (practitioner)
Ms Shellee Smith (community)
Strategic Planning and Policy 
Committee
Mrs Kathryn (Kate) Storer 
(practitioner), Chair
Professor Andrew Taggart 
(community)
Mr Andrew van Essen (practitioner)
Dr Cylie Williams PhD (practitioner)

Psychology Board of 
Australia: Regional board and 
national committee members
ACT/Tas/Vic Regional Board
Dr Joel Godfredson (practitioner), 
Presiding Member, from 29 May
Dr Melissa Casey (practitioner), 
Chair, to 18 Dec
Associate Professor Rubina Alpitsis 
(practitioner)
Dr Ann Boonzaier (practitioner)
Mr Robin Brown (community)
Mr Carl Buik (community)
Dr Simon Crisp (practitioner)
Ms Vicki de Prazer (practitioner)
Dr Sally Kalek (practitioner) 
Dr Elke Kellis (practitioner)
Dr Rosamond Lethbridge 
(practitioner)
Ms Lisa Wardlaw-Kelly (community)
Dr Miriam Weisz OAM (DBA) 
(community)

New South Wales Regional Board
Associate Professor Christopher 
Wilcox (practitioner), 
Chair, from 24 Aug
Associate Professor Michael Kiernan 
(practitioner), Chair, to 23 Aug
Mr Yat Sang (Sang) Cheung 
(practitioner)
Mr Roderick (Rod) Cooke 
(community)
Mrs Margo Gill (community)
Mr Timothy Hewitt (practitioner)
Mr Robert Lagaida (community)
Ms Maralean (Maz) McCalman 
(community)
Ms Pauline O’Connor (community)
Ms Alison O’Neill (practitioner)
Professor Nickolai Titov (practitioner) 
Ms Lila Vrklevski (practitioner)
Dr Ann Wignall (practitioner)
NT/SA/WA Regional Board
Mr Neil McLean (practitioner), 
Chair, from 29 Jun
Ms Cathy Beaton (community)
Ms Carolyn Bright (practitioner)
Ms Jacqueline Fidler (practitioner)
Mrs Megan Lawton (community)
Mr Colby Pearce (practitioner) 
Ms Elizabeth Pritchard (practitioner)
Ms Claire Simmons (practitioner)
Mr Theodore Sharp (community)
Queensland Regional Board
Dr Fiona Black (practitioner),  
Chair, from 23 Dec
Ms Kathryn Bekavac (practitioner)
Mr Robert Blin (community)
Ms Julia Duffy (community)
Ms Karen Dunshea (practitioner)
Associate Professor Gene Moyle 
(practitioner)
Ms Ylishavai Ngateejah (practitioner)
Ms Linda Renouf (community)
Mr David Rodwell (practitioner)
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Immediate Action Committee
Ms Mary Brennan (community),  
Chair
Dr Fiona Black (practitioner)
Ms Carolyn Bright (practitioner)
Dr Melissa Casey (practitioner)
Ms Julia Duffy (community)
Dr Joel Godfredson (practitioner)
Dr Sally Kalek (practitioner) 
Dr Elke Kellis (practitioner)
Associate Professor Michael Kiernan 
(practitioner)
Mr Neil McLean (practitioner)
Professor Jennifer Scott (practitioner)
Mr Theodore Sharp (community)
Ms Claire Simmons (practitioner)
Dr Miriam Weisz OAM (DBA) 
(community)
Associate Professor Christopher 
Wilcox (practitioner)
Notifications Committee: 
Assessment 
Dr Haydn Till (practitioner), Chair
Dr Fiona Black (practitioner)
Ms Carolyn Bright (practitioner)
Ms Angela Marie Davis (practitioner)
Mr John Gardiner (practitioner)
Mr Neil McLean (practitioner)
Dr Shirley Morrissey (practitioner)
Ms Claire Simmons (practitioner)
Associate Professor Christopher 
Wilcox (practitioner)
Dr Sarah Wrigley (practitioner)

Multi-Profession Immediate 
Action Committee
Mr Bruce Brown (ATSIHPBA) 
(community), Chair, to 7 May
Dr Janice Davies PhD (PodBA) 
(community), Alternate Chair
Ms Linda Renouf (ParaBA) 
(community), Alternate Chair
Ms Sally Adamson (PhysioBA) 
(practitioner)
Dr Michael Badham (ChiroBA) 
(practitioner)
Dr Paul Bennett PhD (PodBA) 
(practitioner)
Mr Ian Bluntish (OptomBA) 
(practitioner)
Mr James Carmichael (OTBA) 
(practitioner)
Dr Abbey Chilcott (ChiroBA) 
(practitioner)
Mr David Cross (PhysioBA) 
(practitioner)
Ms Sally Cunningham (OTBA) 
(practitioner)
Dr Pamela Dennis (OsteoBA) 
(practitioner)

Mr Keith Driscoll (ParaBA) 
(practitioner)
Dr Nikole Grbin (OsteoBA) 
(practitioner)
Mr James Green (MRPBA) 
(practitioner)
Mrs Judith Hannan (OptomBA)
Ms Celia Harnas (ATSIHPBA) 
(practitioner)
Mr Christopher Hicks (MRPBA)
(practitioner)
Miss Julia Kurowski (PodBA) 
(practitioner)
Dr Di Wen Lai (CMBA) (practitioner)
Mr Mark Marcenko (MRPBA) 
(practitioner)
Mr Brendan McKernan (MRPBA) 
(practitioner)
Dr Timothy McNamara (OsteoBA) 
(practitioner)
Ms Cara Miller (MRPBA) (practitioner)
Dr Wayne Minter AM (ChiroBA) 
(practitioner)
Mr Lachlan Mortimer (PhysioBA) 
(practitioner)
Dr Paul Orrock PhD (OsteoBA) 
(practitioner)
Ms Renee Owen (ATSIHPBA) 
(practitioner)
Associate Professor Ian Patrick 
(ParaBA) (practitioner)
Dr Johannah Shergis PhD (CMBA) 
(practitioner)
Mrs Angela Thynne (OTBA) 
(practitioner)
Ms Bing Tian (CMBA) (practitioner)
Mr Arcady Turczynowicz (ChiroBA) 
(practitioner)
Associate Professor Ann Webber 
(OptomBA) (practitioner)
Dr Cylie Williams PhD (PodBA) 
(practitioner)
Mr Kenton Winsley (ATSIHPBA) 
(practitioner)
Dr Ailsa Wood (ChiroBA) 
(practitioner)
Ms Angela Wright (ParaBA) 
(practitioner)
Mr Andrew Yaksich (OsteoBA) 
(practitioner)

Accreditation Committees
Aboriginal and Torres Strait Islander 
Health Practice Board of Australia 
Accreditation Committee
Professor Elaine Duffy (community), 
Chair
Mrs Elizabeth Shuttle (community)
Mrs Norma Solomon (practitioner)
Ms Sharon Wallace (practitioner)

Chinese Medicine Board of Australia 
Accreditation Committee
Dr Meeuwis Boelen PhD 
(community), Chair
Mrs Suzi Mansu (practitioner)
Mr David Schievenin (practitioner)
Dr Wei Hong (Angela) Yang 
(practitioner), Deputy Chair
Associate Professor Christopher 
Zaslawski (practitioner)
Medical Radiation Practice Board of 
Australia Accreditation Committee
Professor Brian Jolly (community), 
Chair
Mrs Allison Dry (practitioner)
Dr Daphne James PhD (practitioner)
Dr Sarah Lewis PhD (practitioner), 
Deputy Chair
Dr Louise McCall PhD (community) 
Ms Natalie Pollard (practitioner)
Mrs Jane Shepherdson (practitioner)
Paramedicine Board of Australia 
Accreditation Committee
Professor Eileen Willis (community), 
Chair
Mr Anthony Hucker (practitioner)
Mr Richard Larsen (practitioner)
Dr William Lord PhD (practitioner), 
Deputy Chair
Mr Alan Morrison (practitioner), 
Deputy Chair
Mr Martin Nichols (practitioner)
Dr Helen Webb PhD (practitioner)
Podiatry Board of Australia 
Accreditation Committee
Dr Meeuwis Boelen PhD 
(community), Chair
Ms Alison Bell (community)
Dr Vivienne Chuter PhD (practitioner)
Mr Mark Gilheany (practitioner), 
Deputy Chair
Dr Sara Jones AM PhD (practitioner)
Dr Lloyd Reed PhD (practitioner)
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Appendix 4: Attendance at Agency Management 
Committee and its subcommittee meetings
This table shows how many meetings of the Agency Management Committee and its subcommittees each member 
attended, compared with the total number of meetings those members were eligible to attend. Members who left or 
joined during 2020/21 were eligible to attend a smaller number of meetings. Not all Agency Management Committee 
members are members of each subcommittee. Non-Agency Management Committee members, including National 
Board Chairs and members and some external experts, have also been appointed to its subcommittees and these 
members are listed at the end of each committee list.

Name

Number of 
meetings attended/

eligible to attend
Agency Management Committee
Ms Gill Callister PSM, Chair 11/11
Dr Peggy Brown AO 11/11
Adjunct Professor Karen Crawshaw 
PSM

11/11

Emeritus Professor Arie Freiberg AM 8/8
Mr Jeff Moffet 7/8
Mr Lynton Norris 7/8
Ms Philippa Smith AM 3/3
Ms Jenny Taing OAM 11/11
Ms Barbara Yeoh AM 11/11
Dr Susan Young 11/11
Mr Brett Simmonds 10/11
Accreditation Advisory Committee
Ms Gill Callister PSM, Chair 3/3
Adjunct Professor Karen Crawshaw 
PSM

2/3

Dr Susan Young 2/3
Adjunct Professor Veronica Casey AM 2/2
Associate Professor Lynette Cusack 1/1
Emeritus Professor Christine Ewan 3/3
Dr Susan Gould 2/3
Mr Brett Simmonds 1/3
Finance, Audit and Risk Management Committee
Ms Barbara Yeoh AM, Chair 6/6
Mr Lynton Norris 3/3
Ms Jenny Taing 6/6
Mr David Balcombe 6/6
Mr Anthony Evans 6/6
Ms Kim Jones 6/6
Ms Allyson Warrington 5/6
Pandemic Preparedness Oversight Group
Ms Gill Callister PSM, Chair 5/7
Dr Peggy Brown AO 6/7
Dr Susan Young 7/7
Adjunct Professor Veronica Casey AM 2/3
Associate Professor Lynette Cusack 2/4
Ms Kim Gibson 6/7
Mr Brett Simmonds 7/7
Dr Murray Thomas 7/7
Dr Anne Tonkin 6/7

Name

Number of 
meetings attended/

eligible to attend
Regulatory Performance Committee
Dr Peggy Brown AO, Chair 6/6
Adjunct Professor Karen Crawshaw 
PSM

6/6

Emeritus Professor Arie Freiberg AM 4/4
Ms Philippa Smith AM 2/2
Dr Susan Young 5/6
Ms Jeanette Barker 3/5
Mr Ian Bluntish 5/6
Adjunct Professor Veronica Casey AM 3/4
Associate Professor Lynette Cusack 2/2
Ms Rachel Phillips 5/6
Ms Tiina Liisa Sexton 3/3
Mr Brett Simmonds 6/6
Dr Murray Thomas 6/6
Dr Anne Tonkin 5/6
People and Remuneration Committee
Ms Gill Callister PSM, Chair 4/4
Adjunct Professor Karen Crawshaw 
PSM

4/4

Ms Jenny Taing OAM 4/4
Ms Susie George 1/1
Dr Wayne Minter 4/4
Dr Murray Thomas 4/4
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Appendix 5: National Board consultations
National Board Name of consultation Start date End date
All National Boards Public consultation on revised Regulatory 

principles for the National Scheme
23 March 2021 18 May 2021

ATSIHPBA, CMBA, ChiroBA, DBA, 
MRPBA, OTBA, OptomBA, OsteoBA, 
ParaBA, PharmBA, PhysioBA, PodBA

Shared Code of conduct 11 May 2021 6 July 2021

MBA Draft revised registration standard: 
Endorsement of registration for 
acupuncture for registered medical 
practitioners

8 February 2021 5 April 2021

MRPBA Revised National medical radiation 
practice exam guidelines

28 April 2021 25 June 2021

NMBA Public consultation on the proposed 
changes to the Nurse practitioner 
standards for practice

13 July 2020 31 August 2020

NMBA Public consultation on the proposed revised 
Registration standard: Recency of practice

13 July 2020 31 August 2020

Appendix 6: Registration standards, codes and guidelines
Registration standards are approved by the Ministerial Council after submission by the relevant National Board.

Codes or guidelines are developed and approved by the relevant National Boards. 

Before approval there must be public consultation. 

See the Board reports for updates about professional standards, capabilities, and accreditation standards.

National Board
Registration standard, code or 
guideline

Approved and/or came 
into effect in 1 July 
2020 to 30 June 2021 Approved by

Date of 
approval

Status:  
effective from

All Boards Guidelines for advertising a 
regulated health service

Came into effect All National 
Boards

April 2020 14 December 
2020

DBA, MBA, NMBA, 
ParaBA, PodBA

Guidelines: Registered health 
practitioners and students in 
relation to blood-borne viruses

Came into effect All National 
Boards

26 February 
2020

6 July 2020

DBA Revised scope of practice 
guidelines

Came into effect Dental Board 
of Australia

22 November 
2019

1 July 2020

DBA Revised scope of practice 
registration standard

Came into effect Ministerial 
Council

5 November 
2019

1 July 2020

MBA Good medical practice: A 
code of conduct for doctors in 
Australia

Came into effect Medical Board 
of Australia

27 May 2020 1 October 2020

MBA Standards: Specialist 
medical college assessment 
of specialist international 
medical graduates

Came into effect Medical Board 
of Australia

24 June 2020 1 January 2021

OptomBA Continuing professional 
development registration 
standard (Optometry)1 

Came into effect Ministerial 
Council

30 June 2019 1 December 2020

1 Revised as part of a multi-profession review but implemented at a later date by the OptomBA.

2877



 155  

Appendix 7: Policy direction
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Common abbreviations

National Board abbreviations

ATSIHPBA
Aboriginal and Torres Strait Islander Health Practice 
Board of Australia

CMBA
Chinese Medicine Board of Australia

ChiroBA
Chiropractic Board of Australia

DBA
Dental Board of Australia

MBA
Medical Board of Australia

MRPBA
Medical Radiation Practice Board of Australia

NMBA
Nursing and Midwifery Board of Australia

OTBA
Occupational Therapy Board of Australia

OptomBA
Optometry Board of Australia

OsteoBA
Osteopathy Board of Australia

ParaBA
Paramedicine Board of Australia

PharmBA
Pharmacy Board of Australia

PhysioBA
Physiotherapy Board of Australia

PodBA
Podiatry Board of Australia

PsyBA
Psychology Board of Australia

Acronyms

Ahpra
Australian Health Practitioner Regulation Agency 
Established by section 23(1) of the National Law 
www.ahpra.gov.au

CRG
Community Reference Group 
ahpra.gov.au/About-Ahpra/Our-engagement-activities/
Advisory-groups/Community-Reference-Group

HCCC
Health Care Complaints Commission  
Manages complaints about health service providers in 
NSW 
www.hccc.nsw.gov.au

HCE
Health complaints entity 
An entity that is established by or under an Act of a 
participating jurisdiction, and whose functions include 
conciliating, investigating and resolving complaints 
made against health service providers and investigating 
failures in the health system 
ahpra.gov.au/notifications/further-information/health-
complaints-organisations

HCEF
Health Chief Executives Forum 
Formerly the Australian Health Ministers’ Advisory 
Council (AHMAC), is the advisory and support body to 
the Health Council 
www.coaghealthcouncil.gov.au/Health-Chief-
Executives-Forum/Introduction

HPCA
Health Professional Councils Authority 
Manages complaints and concerns about practitioners 
in NSW 
www.hpca.nsw.gov.au

NHPO
National Health Practitioner Ombudsman 
www.nhpo.gov.au

NRAS
National Registration and Accreditation Scheme 
(referred to as the National Scheme) 
www.ahpra.gov.au/About-Ahpra/What-We-Do/FAQ

OHO
Office of the Health Ombudsman 
Manages complaints and concerns about practitioners 
in Queensland 
www.oho.qld.gov.au

PRG
Professions Reference Group 
ahpra.gov.au/About-Ahpra/Our-engagement-activities/
Advisory-groups/Professions-Reference-Group
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Glossary
Accreditation
Accreditation ensures the education and training leading to 
registration as a health practitioner meets approved standards 
and prepares graduates to practise a health profession 
safely and competently. The accreditation authority may be 
a committee established by a National Board, or a separate 
organisation.

Adjudication body
A health panel, a performance and professional standards panel, 
a responsible tribunal, a Court or an entity in a co-regulatory 
jurisdiction that is declared to be an adjudication body.

Appeals
A person may appeal to a tribunal against a decision by 
a National Board, a health panel or a performance and 
professional standards panel as set out in section 199 of the 
National Law. Decisions may also be judicially reviewed if 
there is a perceived flaw in the administrative decision-making 
process, as opposed to a concern about the merits of the 
individual decision itself.

Board’s own motion
A National Board may decide on its own motion to investigate 
a practitioner or require a practitioner to attend a health 
assessment or performance assessment. For example, a 
National Board may decide to investigate on its own motion 
after a practitioner or student informs the National Board of 
certain events under section 130 of the National Law, or to 
ensure a practitioner or student is complying with a condition 
or undertaking. 

Breach of non-offence provision under the National Law
Ahpra receives notifications alleging that a practitioner has 
breached a relevant registration standard or endorsement, 
breached a condition on registration or an undertaking 
accepted by a National Board, or provided care beyond scope 
of practice. These matters are dealt with under Part 8 (where 
the Board has the option to take regulatory action) because 
they are not offences under the National Law. 

Caution
A formal caution may be issued by a National Board or an 
adjudication body. A caution is intended to act as a deterrent 
so that the practitioner does not repeat the conduct. A caution 
is not usually recorded on the Register of practitioners. 
However, a National Board can require a caution to be recorded 
on the Register of practitioners.

Condition
A National Board or an adjudication body can impose a 
condition on the registration of a practitioner or student, or on 
an endorsement of registration. A condition aims to restrict a 
practitioner’s practice in some way, to protect the public.

Current conditions that restrict a practitioner’s practice of the 
profession are published on the Register of practitioners. When 
a National Board or adjudication body decides the conditions 
are no longer required to ensure safe practice, they are 
removed and no longer published.

Examples of conditions include requiring a practitioner to:
• complete specified further education or training within a 

specified period
• complete a specified period of supervised practice
• do, or refrain from doing, something in connection with 

the practitioner’s practice
• manage their practice in a specified way
• report to a specified person at specified times about the 

practitioner’s practice, or
• not employ, engage or recommend a specified person, or 

class of persons.

There may also be conditions related to a practitioner’s health 
(such as psychiatric care or drug screening).

The details of health conditions are not usually published on the 
Register of practitioners. Also see the definition of Undertaking.

Criminal offences under the National Law 
Criminal offences under the National Law by a person (including 
registered health practitioners and unregistered individuals) 
and/or corporate entities predominantly relate to breaching 
prohibition orders, inappropriate use of protected titles, 
unlawful claims as to registration, performing restricted acts, 
and advertising of regulated health services. 

Disciplinary action
Disciplinary action is regulatory action taken by a performance 
and professional standards panel or a responsible tribunal after 
it decides that: 
• a practitioner has engaged in unprofessional conduct, 

unsatisfactory professional performance or professional 
misconduct

• a practitioner’s registration was improperly obtained.

Division
Part of a health profession. A practitioner can be registered in 
more than one division within a profession. Not all professions 
have divisions. 

For more information, please refer to the list published online 
at www.ahpra.gov.au/registration/registers-of-practitioners/
professions-and-divisions.

Education provider
A university, tertiary education institution, specialist medical 
or other health-profession college that provides a program of 
study.

Endorsement
An endorsement of registration recognises that a person has an 
extended scope of practice in a particular area because they 
have an additional qualification that is approved by the National 
Board.

There is a number of different types of endorsement available 
under the National Law, including:
• scheduled medicines
• nurse practitioner
• acupuncture
• approved area of practice.

In psychology, these are divided into ‘subtypes’ that describe 
additional qualifications and expertise. An endorsement can 
include more than one ‘subtype’.

Health complaints entity (HCE)
National Boards are provided copies of all concerns about a 
registered health practitioner that are made to an HCE. On 
receipt of a notification a National Board can decide to talk to 
the HCE about the complaint and refer it to the HCE if they are 
the appropriate entity to deal with a concern.

The HCEs in each state and territory are listed on page 6.

Decisions, made on receipt of concerns, are not defined as 
regulatory action and are counted and reported on separately 
in the report.

Health impairment
Physical or mental impairment, disability, condition or disorder 
(including substance abuse or dependence) that detrimentally 
affects, or is likely to detrimentally affect, a registered health 
practitioner’s capacity to safely practise the profession or a 
student’s capacity to do clinical training.

Immediate action
Immediate action (also referred to as interim action) can be 
taken as an interim step to restrict a practitioner’s registration 
while a complaint is investigated. Immediate actions include:
• the suspension of, or imposition of a condition on, a 

registered health practitioner’s or student’s registration
• accepting an undertaking from a registered health 

practitioner or student
• accepting the surrender of a registered health 

practitioner’s or student’s registration.
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Mandatory notifications
Notification that an entity is required to make to Ahpra under 
Division 2 of Part 8 of the National Law. It is mandatory that 
colleagues, employers or education providers of a registered 
practitioner or student submit a notification about them if they 
have behaved in a way that constitutes notifiable conduct. 
Refer to each Board’s website for Guidelines for mandatory 
notifications.

Ministerial Council
Ministerial Council, as defined in the National Law, is ‘the 
COAG [Council of Australian Governments] Health Council or a 
successor of the Council by whatever name called, constituted 
by Ministers of the governments of the participating 
jurisdictions and the Commonwealth with portfolio 
responsibility for health’.

National Board
Appointed by the Ministerial Council to regulate the profession 
in the public interest and meet the responsibilities set down 
in the National Law. Comprising practitioner members and 
community members, National Boards and/or state boards 
and/or committees are delegated the functions/powers of the 
National Board.

National Law
The Act, adopted in each state and territory, setting out the 
provisions of the Health Practitioner Regulation National Law. 
The National Law has been adopted by the parliament of each 
state or territory through adopting legislation. The National 
Law is generally consistent in all states and territories. NSW did 
not adopt Part 8 of the National Law.

National Restrictions Library (NRL)
The National Restrictions Library documents common 
restrictions (conditions or undertakings) used across the 
regulatory functions of the National Boards to support:
• consistency in recommendations from Ahpra to the 

National Boards and delegates
• consistency in the restrictions appearing on the national 

public register of health practitioners
• a best practice approach to monitoring compliance with 

restrictions.

The NRL is available at www.ahpra.gov.au/registration/
monitoring-and-compliance/national-restrictions-library.

National Scheme
The National Registration and Accreditation Scheme 
for registered health practitioners was established by 
the Council of Australian Governments (COAG). In 2010, 
under the National Law, 10 professions became nationally 
regulated by a corresponding National Board. In 2012, four 
additional professions joined the National Scheme. In 2017 
the Paramedicine Board of Australia was established and the 
regulation of paramedics began in late 2018.

No conviction recorded
No conviction recorded is an outcome that is available to a 
court after either a plea or finding of guilt. This is a common 
outcome for first offenders for ‘low level’ offences, which 
reflects the willingness of the legislature and the community to 
give first offenders, in certain circumstances, a second chance 
to maintain a reputation of good character.

No further action
No further action is taken when, based on the available 
information, the Board determines there is no risk to the public 
that requires regulatory action.

Notation
Records a limitation on the practice of a registrant. Used 
by National Boards to describe and explain the scope of 
a practitioner’s practice by noting the limitations on that 
practice. The notation does not change the practitioner’s 
scope of practice but may reflect the requirements of a 
registration standard.

Notifiable conduct
When a registered health practitioner has:
• practised their profession while intoxicated by alcohol or 

drugs
• engaged in sexual misconduct in connection with the 

practice of their profession
• placed the public at risk of substantial harm in the practice 

of their profession because they have an impairment, or
• placed the public at risk of harm because the practitioner 

has practised the profession in a way that constitutes 
a significant departure from accepted professional 
standards.

Notification
The National Board is ‘notified’ of an issue. The word 
‘notification’ is deliberate and reflects that the Boards are not 
complaint resolution agencies.

A notification is a concern:
• about a practitioner or student, and
• that is about a matter that is a ground for a notification.

Notifications are raised with Ahpra on behalf of a National 
Board. Each notification must be assessed by a National Board.

National Boards gather information contained in notifications 
to help identify risks in the way an individual practitioner is 
practising a health profession.

Anyone can make a notification by raising a concern. 
Notifications can be made by contacting Ahpra on 1300 419 495 
(within Australia), +61 3 9285 3010 (outside Australia) or visiting 
our complaints portal at www.ahpra.gov.au/notifications.

Raising a notification prompts a National Board to carry out 
a risk assessment. It uses the information provided in a single 
notification, together with other known information about a 
practitioner’s type of practice, practice setting and history.

In response to a notification, a Board may:
• store the information provided in a notification, and take 

no further action on that occasion, or
• make further enquiries in relation to a practitioner, by 

investigating the practitioner, or requiring the practitioner 
to attend a health or performance assessment.

After making necessary enquiries in response to a notification 
and considering the information, a National Board or 
independent adjudication body may decide to take regulatory 
action. 

The role of National Boards is to set standards that ensure 
safe practice. Notifications let us know when someone has 
a concern about the way a practitioner is practising. We 
respond to notifications with action to protect the public when 
a National Board believes, based on a risk assessment of the 
practitioner, this is necessary.

The Let’s talk about it video series explains what happens 
when concerns are raised with us. The videos provide easy-to-
follow information about the notifications process and address 
common questions from the public and practitioners. They can 
be accessed from www.ahpra.gov.au/notifications.

Notifier
A person or entity who makes a notification to Ahpra.

Offence against another law
Ahpra receives notifications about practitioners who have been 
charged or convicted of an offence contained in a law other 
than the National Law (that is, a criminal law). A Board may 
take action if committing that offence is conduct below the 
standard expected of a health practitioner or is otherwise in 
the public interest.
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Practice
This definition of practice is used in a number of National Board 
registration standards. It means any role, whether remunerated 
or not, in which an individual uses their skills and knowledge 
as a practitioner in their regulated health profession. Practice 
is not restricted to the provision of direct clinical care. It also 
includes using professional knowledge in a direct non-clinical 
relationship with patients or clients, working in management, 
administration, education, research, advisory, regulatory or 
policy development roles and any other roles that impact 
on safe, effective delivery of health services in the health 
profession.

Some National Boards have also issued guidance about when 
practitioners need to be registered.

Principal place of practice
The location declared by a practitioner as the address at which 
they mostly practise their profession. If the practitioner is not 
practising, or not practising mostly at one address, then the 
practitioner’s principal place of residence is used.

If the location of the principal place of practice is in Australia, 
the following information is displayed on the Register of 
practitioners:
• suburb
• state
• postcode.

If the location is outside Australia, the following information is 
displayed on the Register of practitioners:
• international state/province
• international postcode
• country.

In rare cases, when a practitioner has demonstrated that their 
health and safety may be at risk from the publication of this 
information about their principal place of practice, a National 
Board may choose to not publish this information.

Qualifications
Professional qualifications that a practitioner must have 
to meet the requirements for registration in a profession. 
Undergraduate and postgraduate Australian qualifications 
recognised by National Boards are published on the National 
Boards’ websites. Individual practitioners’ approved 
qualifications are published on the Register of practitioners.

Prohibited practitioner/student
A prohibited practitioner or student is a person who is being 
monitored because they are subject to a cancellation order, 
suspension or a restriction not to practise. Alternatively, as 
an outcome of a notification they may have surrendered their 
registration or changed to non-practising registration.

Register of practitioners
Also known as the public register, the online national Register 
of practitioners is a publicly accessible database of all currently 
registered health practitioners with a principal place of 
practice in Australia. Ahpra also maintains a list of cancelled 
practitioners and a list of practitioners who have given an 
undertaking not to practise. You can search these databases at 
www.ahpra.gov.au/registration/registers-of-practitioners.

Registered health practitioner
An individual who is registered under the National Law to 
practise a health profession, other than as a student, or who 
holds a non-practising registration in a health profession under 
the National Law.

Registration expiry date
Date when a practitioner’s current registration expires. 
Practitioners must apply to renew their registration annually. 
If the practitioner’s name appears on the register, they 
are registered and can practise within the scope of their 
registration, consistent with any conditions or undertakings 
that apply.

Under the National Law, registrants who apply to renew on 
time can practise while their annual renewal application is 
being processed. Practitioners remain registered for one month 
after their registration expiry date. If they apply to renew their 

registration during this period, they are required to pay a late 
fee and can continue to practise while their application is 
being processed.

Registration number
Since March 2012, practitioners have been allocated one unique 
registration number for each profession in which they are 
registered. This number stays with the practitioner for life, even 
if they have periods when they are not registered. Practitioners 
registered in more than one profession have one registration 
number for each profession.

Registration status
The status of a registration can be:
• Registered: The practitioner is registered.
• Suspended: The registration has been suspended and the 

practitioner is not permitted to practise while suspended. 
The practitioner’s name is published on the Register of 
practitioners.

• Cancelled: The registration has been cancelled and the 
practitioner is not permitted to practise. The practitioner’s 
name is not published on the Register of practitioners but 
is published on the list of cancelled practitioners.

Registration type
The National Law defines the type of registration that a 
National Board can grant to an eligible practitioner. More 
information is available on the Ahpra website at  
www.ahpra.gov.au/support/glossary.

Regulatory action
Regulatory action is action taken by a National Board that 
affects a practitioner’s registration. 

It can be taken if a Board reasonably believes that a 
practitioner:
• has practised in a way that is or may be below the 

standard reasonably expected
• has behaved in a way that is or may be below the standard 

reasonably expected of the practitioner by the public or 
the practitioner’s peers

• has or may have an impairment that could detrimentally 
affect a practitioner’s ability to practise safely.

The regulatory actions that can be taken by a National Board 
are:
• cautioning a practitioner
• accepting an undertaking 
• imposing a condition.

Regulatory action can also be taken by a health panel, a 
performance and professional standards panel (PPSP) or a 
responsible tribunal after it decides that: 
• a practitioner has an impairment
• a practitioner has engaged in unprofessional conduct or 

unsatisfactory professional performance
• a practitioner has engaged in professional misconduct 

(tribunal only) 
• a practitioner’s registration was improperly obtained 

(tribunal only). 

The regulatory actions that can be taken by a health panel, 
PPSP or a responsible tribunal are:
• imposing a condition
• cautioning a practitioner (PPSP or tribunal)
• reprimanding a practitioner for practising or behaving in a 

certain way (PPSP or tribunal)
• requiring a practitioner to pay a fine (tribunal only)
• suspending a practitioner’s registration for a period of 

time (health panel or tribunal)
• cancelling a practitioner’s registration, either temporarily 

or permanently (tribunal only)
• disqualifying a person from applying for registration for a 

specified time (tribunal only)
• prohibiting the person from providing a health service, or 

using a title (tribunal only).

A National Board can also refer a matter to another entity, 
including an HCE, if it thinks that another entity should be 
responsible for managing a concern. 

Referrals of concerns to another entity are counted and 
reported on separately in this report. 
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Reprimand
A reprimand is a chastisement for conduct; a formal rebuke. 
Reprimands issued since the start of the National Scheme  
(1 July 2010, or 18 October 2010 in WA) are published on the 
Register of practitioners.

Specialty
There are currently three professions with specialist 
registration under the National Law: dental, medical and 
podiatry. The Ministerial Council is responsible for approving a 
list of specialties for each profession and for approving one or 
more specialist titles for each specialty on the list. The National 
Boards each decide the requirements for specialist registration 
in their profession.

Requirements for specialist registration vary across the 
professions that have specialist recognition (dental, medical 
and podiatry).

Spent conviction order
A spent conviction order is a court order that a criminal 
conviction is spent immediately. This means that the conviction 
does not need to be disclosed in many circumstances and 
the conviction will never appear on a standard National Police 
Clearance. However, the conviction still needs to be disclosed 
in some circumstances e.g. Working with Children Checks and 
when applying for registration as a health practitioner. 

Standards
Standards refer to the registration standards for National 
Boards that define the requirements that applicants, registrants 
or students need to meet to be registered.

Student
A person whose name is entered in a student register as 
being currently registered as a student practitioner under the 
National Law.

Suspension
If a practitioner’s registration is suspended, they are not 
eligible to practise. A tribunal has the power to suspend a 
practitioner’s registration as a result of a hearing. A National 
Board also has the power to suspend a practitioner’s 
registration pending other assessment or action, if it believes:
• there is serious risk to the health and safety of the 

public from the practitioner’s continued practice of the 
profession, and that suspension is necessary to protect the 
public from that risk, or

• there are public interest grounds for suspending a 
practitioner’s registration, because, for example, the 
practitioner has been charged with serious criminal 
conduct.

A health panel can suspend a practitioner’s registration if the 
panel finds that the practitioner (or student) has an impairment 
and it is necessary to suspend the practitioner’s registration to 
protect the public.

Undertaking
National Boards can accept an undertaking from a practitioner 
to limit their practice in some way if this is necessary to protect 
the public. The undertaking means the practitioner agrees to 
do, or to not do, something in relation to their practice of the 
profession. Current undertakings that restrict a practitioner’s 
practice of the profession are published on the Register of 
practitioners. When a National Board or adjudication body 
decides the undertakings are no longer required to ensure 
safe practice, they are revoked and are no longer published. 
Current undertakings that relate to a practitioner’s health are 
mentioned on the public register but details are not provided.

An undertaking is voluntary (but enforceable), whereas a 
condition is imposed on a practitioner’s registration.

Unprofessional conduct
Unprofessional conduct is conduct that is of a lesser standard 
than that which might reasonably be expected of a health 
practitioner by the public or the practitioner’s professional 
peers. A more extensive definition is available under section 5 
of the National Law.

Each profession has a set of standards and guidelines that 
clarify the acceptable standard of professional conduct.

Unsatisfactory professional performance
This is when the knowledge, skill or judgement possessed, 
or care exercised by, a practitioner in the practice of the 
health profession in which they are registered is below the 
standard reasonably expected for a health practitioner with an 
equivalent level of training or experience.

Voluntary notification
A notification made on a voluntary basis. The grounds for a 
voluntary notification are set out in section 144 of the National 
Law.
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Index
Not indexed: names and position titles, 
table and figure footnotes, financial 
statements, and appendices.

A
Aboriginal and/or Torres Strait Islander

2, 7, 8, 10, 11, 13, 15, 17, 20, 23, 24, 25, 27, 
28, 29, 31, 33, 35, 37, 39, 41, 43, 44, 53, 
94, 96, 99, 103, 104, 109

Aboriginal and Torres Strait Islander 
Health Practice/Practitioner

10-11, 47, 50, 51, 53, 54, 57, 65, 66, 67, 71, 
73, 74, 75, 76, 77, 79, 80, 81, 85, 87, 90, 
103, 110

Aboriginal and Torres Strait Islander 
Health Practice Board of Australia 
(ATSIHPBA)

9, 10-11, 40, 47

Aboriginal and Torres Strait Islander 
health and cultural safety strategy

14, 28, 53, 101, 103, 104

Accreditation
1, 2, 6, 7, 10, 12, 16, 18, 20, 22, 24, 28, 30, 
32, 34, 40, 42, 45-48, 103, 106, 108, 158

Administrative complaints
85, 86, 110-111

Advertising (of health services)
3, 11, 13, 14, 15, 17, 19, 21, 23, 26, 29, 30, 
31, 32, 33, 37, 38, 39, 40, 43, 59, 87, 93, 
97, 100, 101

Agency Management Committee
6, 8, 44, 46, 101, 106, 110

Appeals
3, 11, 13, 15, 17, 21, 23, 26, 27, 29, 31, 33, 
35, 37, 39, 41, 43, 52, 85, 86, 88-89, 158

Applications (for registration)
2, 52, 55, 56, 57, 58, 59, 60, 61, 102, 111

Applications (freedom of information)
112

Approved program(s) of study
2, 14, 24, 30, 46, 47, 54

Audit (corporate)
106

Audit (of practitioners)
1, 61, 93

Australian Capital Territory (ACT)
6, 51, 57, 65, 66, 67, 71, 73, 76, 81, 85, 91, 
99, 103, 107

B
Board chairs - payments

44

C
Cancel registration

15, 17, 21, 26, 27, 31, 37, 39, 43, 71, 74, 76, 
78, 79, 80, 84

Chinese medicine
12-13, 47, 51, 53, 54, 57, 59, 65, 66, 67, 
71, 73, 74, 75, 76, 77, 79, 80, 81, 85, 87, 
90, 110

Chinese Medicine Board of Australia 
(CMBA)

9, 12-13, 19, 47

Chiropractor/chiropractic
14-15, 51, 53, 54, 57, 65, 66, 67, 71, 73, 74, 
75, 76, 77, 79, 80, 81, 85, 87, 90, 97, 110

Chiropractic Board of Australia 
(ChiroBA)

9, 14-15, 47

Code(s) of conduct
10, 16, 19, 28, 32, 38, 40, 42, 76, 94, 95, 
97, 101, 103

Communication(s) (by Ahpra/Boards)
7, 32, 56, 82, 100, 110, 111

Communication(s) (by health 
practitioners)

3, 15, 17, 21, 23, 26, 27, 29, 31, 33, 35, 37, 
39, 41, 43, 64, 69, 94, 95

Community Reference Group (CRG)
101

Complaints portal
6

Compliance
1, 2, 59, 61, 84, 90-93, 101, 106, 110, 112

Condition(s)
13, 15, 17, 21, 23, 26, 27, 29, 31, 33, 35, 37, 
39, 41, 43, 46, 52, 55, 56, 57, 60, 61, 65, 
71, 74-80, 84, 85, 86, 92, 158

Conduct (see also codes of conduct, 
misconduct, unprofessional conduct)

1, 2, 6, 7, 11, 13, 14, 15, 17, 19, 21, 23, 26, 
27, 29, 31, 33, 35, 37, 39, 41, 43, 63, 68, 
70, 72, 83, 90, 91, 92

Co-regulation/co-regulatory
61, 84, 99, 112

COVID-19
7, 8, 10, 12, 14, 16, 18, 19, 22, 24, 28, 30, 
32, 34, 36, 38, 40, 42, 44, 46, 47, 48, 50, 
56, 57, 58, 61, 89, 93, 96, 97, 101, 104, 
108, 109, 110

Criminal history
2, 52, 57, 60, 61

Criminal offence(s)
11, 13, 15, 17, 21, 23, 26, 27, 29, 31, 33, 35, 
37, 39, 41, 43, 87-88, 112, 158

Cross-profession (see multi-profession)
Customer Service Team (CST)

56, 100, 102, 110

D
Decisions appealed (see also appeals)

86

Dental/dental practitioner/dentist
16-17, 51, 53, 54, 57, 58, 65, 66, 67, 71, 
73, 74, 75, 76, 77, 79, 80, 81, 84, 85, 87, 
90, 110

Dental Board of Australia (DBA)
9, 16-17, 47, 58, 89

E
Eligibility (for registration) (see also 
suitability)

13, 15, 17, 21, 23, 26, 27, 29, 31, 33, 35, 37, 
39, 41, 43, 90, 91

Endorsement
19, 25, 27, 40, 42, 47, 50, 85, 86, 158

Enterprise agreement
108

Equity (social)
99, 104, 105

Examinations
12, 19, 24, 32, 36, 42, 52, 55-56, 58, 108

Expenditure
108, 109

F
Fee(s) (registration)

14, 22, 24, 32, 40, 59, 108, 109, 110

Financial management
108-109

Freedom of information (FOI)
6, 112

G
Graduate (also: graduating)

1, 7, 8, 19, 24, 28, 30, 38, 40, 46, 47, 48, 
53, 55-56, 59, 60

Guidelines
1, 10, 14, 16, 19, 24, 30, 32, 34, 36, 38, 40, 
47, 93, 97, 99, 103

H
Health complaints entities (HCEs)

6, 13, 15, 17, 21, 23, 26, 27, 29, 31, 33, 35, 
37, 39, 41, 43, 63, 65, 74, 77, 78, 79, 112, 
158

Health Practitioner Regulation National 
Law (see National Law)
Health Professional Councils Authority 
(HPCA)

6, 64, 65, 71, 73, 74, 75, 79, 80, 81, 85, 
86, 90, 91
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I
Immediate action

3, 11, 13, 15, 17, 21, 23, 26, 27, 29, 31, 33, 
35, 37, 39, 41, 43, 65, 72, 75-76, 158

Impose conditions
13, 15, 17, 21, 23, 26, 27, 29, 31, 33, 35, 37, 
39, 41, 43, 46, 52, 55, 56, 57, 60, 62, 65, 
71, 74, 75, 76, 77, 78, 79, 80, 84, 86, 92

Independent review (of accreditation 
systems in the National Scheme)

46

Independent review (of confidentiality 
safeguards)

69

Independent review (of the use of 
chaperones)

20

L
Legal action (regulatory)

3, 84-89, 108

Legal services (corporate)
109

M
Media relations

19, 100

Medical Board of Australia (MBA)
9, 18-21, 55, 70, 88, 89

Medical practitioner/medical practice
18-21, 50, 51, 53, 54, 55, 57, 59, 65, 66, 
67, 69, 71, 72, 73, 74, 75, 76, 77, 79, 80, 
81, 84, 85, 87, 89, 90, 110

Medical Radiation Practice Board of 
Australia (MRPBA)

9, 22-23, 47

Medical radiation practitioner/medical 
radiation practice

22-23, 47, 51, 53, 54, 56, 57, 65, 66, 67, 
71, 73, 74, 75, 76, 77, 79, 80, 81, 85, 87, 
90, 110

Midwife/midwifery/midwives
24-27, 50, 51, 53, 54, 55, 57, 59, 65, 66, 
67, 71, 73, 74, 75, 76, 77, 79, 80, 81, 85, 
87, 90, 94, 102, 110

Ministerial Council
6, 7, 8, 16, 34, 44, 47, 159

Misconduct
20, 21, 26, 73, 84, 87, 100

Monitor/monitoring
1, 2, 11, 13, 15, 17, 21, 23, 26, 27, 31, 33, 
35, 37, 39, 41, 43, 90-92, 112

Moong-moong-gak cultural safety
7, 8, 14, 28, 99, 103

Multi-profession (also cross-profession)
14, 38, 47, 96, 97, 98, 106

N
National Boards

1, 6, 7, 8, 9, 14, 19, 24, 28, 30, 32, 40, 44, 
46, 47, 50, 54, 57, 63, 64, 75, 76, 78, 84, 
85, 92, 95, 97, 99, 101, 104, 106, 108, 109, 
110, 159

National Health Practitioner 
Ombudsman (NHPO)

6, 69, 109, 110

National Law (Health Practitioner 
Regulation National Law)

1, 6, 36, 69, 70, 96, 97, 101, 104, 159

National Registration and Accreditation 
Scheme (the National Scheme)

1, 6, 7, 8, 12, 19, 22, 42, 44, 46, 48, 50, 
64, 78, 96, 97, 98, 99, 101, 104, 105, 106, 
108, 109, 111, 159

National Restrictions Library (NRL)
159

New South Wales (NSW)
6, 14, 20, 28, 40, 51, 57, 64, 65, 66, 67, 
68, 71, 73, 76, 81, 84, 85, 88, 89, 91, 107

New Zealand
20, 22, 30, 38, 55, 109

No further action
11, 13, 15, 17, 21, 23, 26, 27, 29, 31, 33, 35, 
37, 39, 41, 43, 65, 69, 70, 71, 74, 78, 79, 
80, 83, 84, 102, 111, 159

Non-compliant
61, 91, 93

Non-practising
41, 61, 74, 80

Northern Territory (NT)
6, 14, 51, 56, 57, 65, 66, 67, 71, 73, 76, 81, 
85, 91, 109

Notification (complaint)
1, 3, 6, 7, 11, 13, 15, 17, 20, 21, 23, 26, 
27, 28, 29, 31, 33, 35, 36, 37, 39, 41, 43, 
63-83, 84, 94-95, 96, 99, 101, 102, 104, 
105, 106, 110, 111, 159

Nurse/nursing
24-27, 50, 51, 53, 54, 55, 56, 57, 59, 61, 
65, 66, 67, 71, 72, 73, 74, 75, 76, 77, 79, 
80, 81, 84, 85, 87, 90, 94, 96, 102, 110

Nursing and Midwifery Board of 
Australia (NMBA)

9, 24-27, 47, 61, 88, 89

O
Obligations

10, 16, 19, 28, 30, 36, 72

Occupational therapist/occupational 
therapy

28-29, 51, 53, 54, 57, 65, 66, 67, 71, 73, 
74, 75, 76, 77, 79, 80, 81, 85, 87, 90, 110

Occupational Therapy Board of Australia 
(OTBA)

9, 28-29, 47, 88

Office of the Health Ombudsman (OHO)
6, 64, 65, 71, 73, 75, 90, 91

Optometrist/optometry
30-31, 51, 53, 54, 57, 65, 66, 67, 71, 73, 
74, 75, 76, 77, 79, 80, 81, 85, 87, 90, 110

Optometry Board of Australia 
(OptomBA)

9, 30-31, 47, 89

Osteopath/osteopathy
32-33, 51, 53, 54, 57, 65, 66, 67, 71, 73, 
74, 75, 76, 77, 79, 80, 81, 85, 87, 90, 110
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Chair’s Preface 
Tho’ much is taken, much abides; and tho’  
We are not now that strength which in old days  
Moved earth and heaven, that which we are, we are;  
One equal temper of heroic hearts,  
Made weak by time and fate, but strong in will  
To strive, to seek, to find, and not to yield. 

Alfred, Lord Tennyson, Ulysses 

These six lines from a poem written in 1833 continue to speak with force and vigour. Some 
have found in them inspiration in the face of adversity. These words have been used as 
calls for action in popular culture. The words convey the hope, vigour and commitment to 
life ascribed by a poet to an elderly hero whose hopes, vigour and commitment to life had 
diminished, but had not disappeared, with advancing age. In many ways the purpose of 
this Royal Commission is about how the hopes, vigour and commitment to life of ageing 
Australians can best be sustained and supported by the nation. Throughout our inquiry 
we frequently met with older people who every day lived their hopes and planned their 
future with the modest request for some support. 

The aged care system in Australia today has many flaws. There are, no doubt, some 
instances of wrongful or inappropriate behaviour, but the system as a whole is a product 
of different elements frequently acting as expected and intended, but not producing the 
best outcomes for those in need.1 The point was eloquently reiterated by Counsel Assisting 
at the final hearing by reference to a Cabinet Memorandum of 1997.2 That paper showed 
the Government being advised by an independent public service about the unenviable 
trade-off between health for older Australians and the desire to save on public expenditure 
for that help. That paper, and the continued implementation of the aged care system 
introduced in 1997, has been part of the cause of the need for this Royal Commission. 

Royal Commissions in Australia are the highest form of inquiry into matters of public 
importance. Commissioner Briggs has described this as a ‘policy’ Royal Commission 
and there is, no doubt, an important aspect of policy for consideration in our Terms of 
Reference. A fundamental aspect of all Royal Commissions, however, is that they are 
independent of Government to ensure that their inquiries and recommendations are not 
merely those that might suit Government and, if need be, for Government to be brought 
to account. There can be no doubt of the public importance of the Australian aged 
care system for every Australian of every age; nor can there be any doubt that a Royal 
Commission with the independence that it entails was needed to inquire into the quality 
and safety of the system that in the Interim Report was described generally as besieged 
by neglect. 
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Commissioner Briggs has had the benefit of having been appointed at the outset of this 
Royal Commission. I was appointed later, but I have had the benefit of access to the 
Interim Report, transcripts and recordings of oral evidence and the vast written material 
that was received before my appointment and, of course, many long and detailed 
discussions with our many advisors and those assisting us. 

Each of us was charged personally with the responsibility for this report and 
recommendations arising from what has been a complex and difficult undertaking.  
We have reached different conclusions on some matters which may in part reflect our 
different perspectives, but it reflects also how we have differently seen and evaluated 
the vast amount of material we have considered and the accounts we have heard. 
Commissioner Briggs refers in her overview below to some of her relevant experience  
upon which she has drawn in developing the reforms she recommends. Naturally, I have 
drawn upon my experience which has come primarily from practise as a lawyer and  
judge, but also in chairing a number of not-for-profit organisations over many years. In  
the end, what matters is the force and cogency of the recommendations themselves. 

We agree that there have been many failures and shortfalls in the Australian aged care 
system. We agree also about many of the causes of those failures and shortfalls, and about 
many of the means through which to remedy them. We agree that fundamental reform to 
the Australian aged care system is required, but we differ sharply in our opinion on certain 
aspects of the arrangements necessary to give effect to our common purpose of the new 
aged care system, which is: 

to ensure that older people have an entitlement to high quality aged care and support  
and that they must receive it. Such care and support must be safe and timely and must  
assist older people to live an active, self-determined and meaningful life in a safe and  
caring environment that allows for dignified living in old age. 

Many of our recommendations and observations are made jointly, but there are some 
instances where we make differing recommendations and observations. We have agreed, 
with some misgivings and not without anxious consideration, to make some separate 
recommendations and to express different views where we diverge. But we both strongly 
conclude that fundamental change is needed. In the end, the differences between us may 
add to the strength of the reforms which are to be made. 

I recommend, in accepting the submissions of Counsel Assisting, an Independent 
Commission model, whilst Commissioner Briggs recommends a Government Leadership 
model. Our respective reasons are set out in the chapter on governance of the new aged 
care system. The adoption of one model over the other will have consequences for many, 
but not all, of the recommendations we make. Ultimately, the Australian Government will 
have to determine which of the alternative models is likely to avoid the pitfalls of the past 
and to drive robust and genuine change. Government will also have to decide which model 
will best ensure high quality and safe aged care for older people now and into the future. 
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The role of Government, and its need to make decisions between competing governmental 
priorities is at the heart of the failures and shortfalls in the aged care system we have in 
Australia today. The role of Government in aged care in Australia goes well beyond, and 
must go well beyond, putting in place a framework for market forces to provide individuals 
with care choices matching their care needs whilst ensuring an effective safety net for 
those with little ability to pay. We do not have an ideal market economy for the provision of 
aged care in Australia and we need Government to participate fully and proactively in the 
provision of the care which people need and which they may obtain through the complex 
system that has developed over many years. 

Mere adjustments and improvements to the current system will not achieve what is 
required to provide high quality care that is predictable, reliable and delivered through a 
system which is sustainable. A profound shift is required in which the people receiving care 
are placed at the centre of a new aged care system. In the words of one commentator, 
aged care does not ‘need renovations, it needs a rebuild’.3 Fortunately, the rebuild that  
is needed has many firm foundations that can be used. The present aged care system  
has a workforce whose dedication to care is impressive and worthy of more praise and 
reward. There are informal carers whose personal connection with the person cared for  
is immediate and strong. What is needed is for these positive foundations to be used  
for a rebuilding of the aged care system needed now and for the future. 

This has been an unusual Royal Commission in many ways. I was first appointed as an 
additional member on 13 September 2019, after the inquiry had been ongoing for nearly 
twelve months. My fellow Commissioner, Ms Lynelle Briggs AO, was first appointed a 
member of the Royal Commission on 8 October 2018, and on 12 October 2019 the then 
Chair, the Honourable Richard Ross Sinclair Tracey AM RFD QC, died. The work of the 
Royal Commission was then substantially interrupted by the outbreak of the COVID-19 
pandemic which delayed our work and put unexpected pressures on governments, 
providers, workers, and the many others who were to assist our inquiry during 2020. 
Our staff and advisors throughout these difficulties deserve special thanks and mention. 
Amongst them, of course, as mentioned above, are the team of Counsel Assisting, upon 
whose submissions I have largely relied in reaching my recommendations, the team of 
Solicitors Assisting, and the team of dedicated policy and other advisors as well as the 
many support staff. Each has made a contribution and has worked with a dedication to 
make us proud. There are three in particular, however, that I must mention for constant 
assistance and counsel. The first is Peter Gray QC, who, with Peter Rozen QC, led the 
team of Counsel Assisting and provided me with robust, sound and well considered 
counsel throughout my time as Commissioner. The second is Louise Amundsen, who as 
Co-Solicitor Assisting with Rodger Prince, heading the Office of the Solicitor Assisting 
worked with tireless dedication and impeccable attention to detail. The third is Dr David 
Cullen, whose wealth of knowledge of the aged care system, deep conceptual and 
analytical skills and commitment to better outcomes were invaluable to me in forming  
my recommendations. There were many others who have been invaluable to our work  
who should not be forgotten, and whose contribution was profound, including the many 
direct evidence witnesses who opened their lives and their hearts to us and to the public  
at large. At a personal level I should also express my thanks to my fellow Commissioner, 
Ms Briggs, from whom I have learned much. 
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I heard evidence in my first hearing in this Commission from Uncle Brian Campbell.  
At the end of his evidence he asked politely if he could ask one question, which was: 

I’ve sat with Royal Commissions into deaths in custody. I’ve sat with the Bringing 
Them Home hearing; right? And out of all of them hardly anything gets done, and 
is this one going to be the same?4 

In this report we present different mechanisms through which we see how the system  
can be fundamentally improved. Our disagreement about the best way for improvement  
to be achieved is not a justification for doing nothing. 

GT Pagone 
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Endnotes 
1  Transcript, Sydney Hearing 2, 10 August 2020, T8365.5–8. 
2  Exhibit 22-1, Final Hearing, Residential aged care – long term, RCD.9999.0539.0001. 
3  S Duckett, ‘Australia’s aged care industry needs to be rebuilt from the ground up’, Canberra Times,  

28 December 2020, https://www.canberratimes.com.au/story/7063604/we-need-to-rebuild-aged-care-in-australia-
not-renovate/, viewed 25 January 2021. 

4 Transcript, Melbourne Hearing 2, Brian Campbell, 11 October 2019 at T5712.23–25. 
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What is to be Done— 
an Overview |
The Hon GT Pagone QC 
The very first of the matters that we were required to inquire into by our Terms of 
References was: 

the quality of aged care services provided to Australians, the extent to which those services 
meet the needs of the people accessing them, the extent of substandard care being provided, 
including mistreatment and all forms of abuse, the causes of any systemic failures, and any 
actions that should be taken in response.1 

Throughout this inquiry we have heard from many people about substandard care—from 
those who experienced it and from those who witnessed it. We have also heard from those 
who are responsible for regulating aged care and from many experts. We commissioned 
several studies and surveys that have increased the evidence base, but we do not 
have a complete picture of substandard care. We do know, however, that the extent of 
substandard care in the current aged care system is unacceptable, deeply concerning, 
and has been known for many years. 

Old age may come upon us as something unexpected but it is a predictable phenomenon, 
with far-reaching implications for our social and economic future, and as a nation we 
cannot fail to consider the implications of ageing without provoking serious consequences. 

The key to any lasting reform is understanding why the aged care system has been failing 
us. There have, of course, been incidents of knowing neglect and wilful failure to do the 
right thing; but that does not explain the problem. Frequently I heard evidence of failure 
where those who were failing would not have seen themselves at fault when frustrations, 
lack of understanding, competing demands and human failings resulted in an older person 
being treated badly. Collecting particulars of failings is important but so too is learning from 
the particular to understand the general. 

We set out in Volume 2 what we have identified as systemic problems; that is, those 
features of the system which cause unacceptable outcomes. We have mentioned more 
than once the Cabinet Memorandum of 1997 but it is worth dwelling upon it once more in 
this outline—not to lay blame but to shed light upon how systems working well can cause 
harm. The Cabinet Memorandum presented options for Government to consider, including 
that of capping care packages: it saved public expenditure but it meant that care would 
be withheld from some who were in need and would cause their care needs to increase. 
It is instructive to revisit that memorandum because it was produced at the inception of 
the current form of the system. The 1997 Act was thought to provide solutions to the then 
increasing social need to deal with care for our ageing population. The Act was expressed 
with high-sounding aspirations and sought to do many of the things we say in this report 
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need to be done which were not done. The people given the task of implementing  
the changes no doubt did their best, but the system has come to its present state in an 
entirely foreseeable manner, given its basic structure and the constraints and influences  
on its governance. 

We set out in Volume 2 the many systemic problems that we have identified, but I will 
mention five of the many in this outline. 

First, too many older people are not getting the Home Care Package they need at the time 
and level they need it. The capping of the number of packages means that many people 
cannot access a package even when they are approved for one. People must, therefore, 
wait for the care that they need, and that has meant waiting a long time: about seven 
months for the lowest levels of need and about 34 months for those with the highest levels 
of need. Something has gone badly wrong when those most in need are forced to wait the 
longest for care. In any case, even seven months is simply too long for older people to wait 
for care. The consequences of forcing older people to wait for the care that they need are 
serious. Many die or have to enter residential care while waiting; and informal carers are 
burnt out as they struggle to fill the gap. These are results of the structure of the system  
as it is made to operate. 

Second, the amount funded for Home Care Packages is insufficient to meet the care 
needs of many. People receiving the highest level of care at home, on average, get only 
eight hours and 45 minutes of service a week. In other wor  ds, people who have been 
assessed as having care needs at least as high as those who are eligible for residential 
aged care are provided with slightly more than one hour of care per day. That is not enough 
time to provide quality care to someone who is very frail and disabled. People who need 
assistance with bathing, with dressing, with moving and with eating cannot reasonably 
be cared for in less than an hour per day. But those people may be ‘the lucky ones’ when 
compared with a person receiving a lower-level Home Care Package who, on average, 
receives three hours of personal care and less than 20 minutes of clinical car e each week. 
That is, less than half an hour a day. Half an hour a day seems far too little time to provide 
meaningful assistance. This is particularly so when many people are forced to take a 
package at a lower level than they have been assessed as needing. 

We have been told that the total care hours provided across all Home Care Package levels 
has declined, and that over a decade ago more than double the current amount of care 
was possible from the funding provided. That has happened because the level of funding 
per package provided by the Australian Government has reduced significantly in real terms. 
The Australian Government is providing less funding (in real terms) and so less care at the 
same time as older people who access aged care from home are becoming increasingly 
frail with higher rates of comorbidities 

Third, the staffing levels are too low. Research on residential aged care staffing levels that 
we commissioned from the University of Wollongong found more than half of Australian 
aged care residents were living in facilities with unacceptable levels of staffing. One of 
the consequences of these low levels of staffing is that staff simply do not have time to 
interact meaningfully and compassionately with older people. Care therefore becomes 
merely transactional rather than based upon relationships. We may use different words to 
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describe the human face of that kind of ‘care’; some of us would see it as inhuman; but it 
is also inefficient. Knowing those they care for helps care staff to understand how someone 
would like to be cared for and what is important to them. It helps staff to care—and to care 
in a way that reinforces that person’s sense of self and maintains their dignity. This type of 
person-centred care takes time. The evidence is that current funding levels in residential 
aged care do not allow workers the time to provide high quality relationship-based care. 
There is in that context, to be sure, occasional inexcusably culpable conduct, but the 
root of that conduct is the system and all of the opprobrium which we might direct at the 
particular conduct will do little to improve the general from incubating more particulars  
in the future. 

We have heard that there has never been an assessment of how much money is required 
to deliver high quality care. Moreover, as discussed below, the indexation arrangements 
applied to aged care payments over the last twenty years have systematically reduced 
the real value of the funding that is available. These limitations on funding have been a 
major contributor to the substandard care so many older Australians experience. In simple 
terms, quality care has decreased, at least in part, because we, through the Australian 
Government, have decreased funding levels in real terms over the last twenty years. 

Fourth, the current system is largely failing those Australians who are identified by the 
current legislation itself as having ‘special needs’. People living in regional, rural and 
remote areas, for example, have significantly less access to aged care than people living 
in major cities. There is strong evidence that Aboriginal and Torres Strait Islander people 
do not access aged care at a rate commensurate with their level of need and often do 
not have access to culturally safe care. After a lifetime of experiencing marginalisation, 
discrimination, disadvantage and racism, the Elders and the older people descendent 
of the first inhabitants of this ancient land deserve better than this. People experiencing 
homelessness, and those at risk of homelessness, are also poorly served by the current 
arrangements––mainly because of a lack of integration between aged care and other 
support services. 

Fifth, the aged care system is not well integrated with the health care system. People 
receiving aged care should have the same access to health services, such as medical 
services, hospital services, specialist palliative care services and subacute rehabilitation 
services, as other people in Australia. This does not seem to be the case. We heard 
evidence, for example, that older people who currently receive aged care services do not 
receive adequate levels of subacute rehabilitation following a major injury or illness. This 
seems to be particularly true for those who reside in residential aged care. One study 
that was brought to our attention found that of those patients who were discharged from 
hospital after a hip fracture, those who lived in residential aged care were far less likely to 
receive subacute rehabilitation than those who lived in the community (18% compared 
to 51%). It is in that context that there is also a need for improved communication and 
collaboration between people working in the aged care system and people working in the 
health care system. We were told much about inadequate sharing of health information 
about older people as they move between the health and aged care systems and of the 
detrimental consequences that this can have for older people. 
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The critical issue for this report is how we as a nation are to avoid a repetition of the 
tragedy of the past. The task, in the words of our Terms of Reference, is what the 
Australian Government, aged care sector, Australian families and the wider community 
can do to strengthen the system of aged care services to ensure that the services 
provided are of high quality and safe. 

To do this, we must ask two questions: First, why is it so: how can it be that Australia’s 
aged care system delivers the kinds of experience that we have heard about during our 
investigations? Second, what is to be done: what structural reforms are necessary to 
transform the aged care system into one of which Australians can be justly proud? Our 
answers to these questions are set out in detail in Volume 3 of this report. In the remainder 
of this overview, I seek to highlight the fundamental building blocks of our proposed 
reforms––the key structural changes that are necessary if the reforms are to have the 
desired effect. 

Context 
Ageing affects every person throughout their lifespan at different rates and in different 
ways. It is normal and not necessarily an indication of frailty. Normal ageing slows 
functionality but age-related physical, emotional and social changes can be anticipated 
and managed by understanding the ageing process, adopting a healthy approach to 
ageing throughout life, and adapting to specific changes. Care available from within the 
community can support adaptation, but chronic conditions such as obesity, dementia, and 
arthritis can diminish functionality. Supportive environments and integrated care systems 
can help to ensure that older people whose capacity has diminished live with dignity. 

Older people, like everyone, need many different types of support at different times and 
for differing periods. These can include income assistance, accommodation, health care, 
rehabilitation support, personal care, psychological or behavioural support, and social 
interaction. Older people needing help rarely require only one form of help; and their 
needs will often increase over time. Some of the conditions associated with advanced 
age become progressively worse—for example, Alzheimer’s disease—but there are 
often interventions that, if made in time, can greatly benefit older people. Short-term 
rehabilitation and support, for example, can improve or restore independence. Ultimately, 
however, the emphasis in treating older people with chronic conditions is often necessarily 
on caring, rather than curing. 

Aged care has a number of characteristics that both connect it to, and separate it from, 
health care. Much of aged care is about social functioning. It is providing the help needed to  
cope when physical and mental decline impairs the capacity to perform everyday activities 
such as eating, bathing, dressing, shopping and managing money. These declines can  
be the consequence of diseases such as osteoporosis, cardiovascular illnesses, multiple 
sclerosis and Alzheimer’s disease, but aged care has been principally about managing and 
reducing functional impairments rather than managing disease processes. A great deal  
of aged care has tended not to involve highly technical medical services that need to be 
provided by specialist physicians or registered nurses. Instead, services have been provided  
by relatively low level-trained staff members who account for the majority of paid carers.  
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Aged care needs to connect with primary and acute care. People with long-term care 
needs are not necessarily sick and do not necessarily require intensive medical services 
most of the time, but they tend to see the doctor more often and are frequent users of 
acute care services. Consequently, coordination and integration with the medical care 
sector is important to meet the needs of older people. The receipt of aged care services 
is intensely personal and can involve intimate tasks like assistance with going to the toilet, 
bathing and dressing over extended periods. Such care becomes integral to how people 
live their lives. 

From the point of view of Australia’s economy, the aged care sector is already one of 
Australia’s largest service industries. The sector accounted for about 1.4% of gross 
domestic product in 2018–19.2 More than 3200 aged care providers delivered services to 
around 1.3 million people. That is, more than one in 20 people in Australia receive some 
assistance with aged care needs. About 3% of the Australian workforce is employed by 
the aged care sector. 

Aged care services are funded by the Australian Government and by individuals. A small 
amount of top-up funding is also provided by the States and Territories to the aged care 
services that they operate. For the Australian Government, this includes expenditure 
administered by the Department of Health (home support, home care, residential aged 
care, flexible care) and the Department of Veterans’ Affairs (Veterans’ Home Care and 
Community Nursing). In 2018–19, which is the last year for which all relevant aged care 
data is currently available, a total of $27.0 billion was spent on aged care by governments 
and individuals, including $19.9 billion by the Australian Government. 

Aged care is not the only form of government assistance provided to older people. In 
2017–18, the Australian Government spent $97.8 billion on care and support for older 
people, which represented 21.4% of all Australian Government expenditure. As well as 
expenditure on aged care and support for carers of older people, this includes income 
support and concessions for older people and expenditure on health care for older people. 
The Australian Government also spent a further $36.9 billion on the needs of older people 
through taxation concessions, including $33.9 billion on the concessional treatment of 
superannuation. Taking both direct expenditure and tax expenditure into account, aged 
care accounts for 15.9% of all Australian Government assistance for older people, whereas 
health and income support account for respectively for 25.2% and 58.9% of all Australian 
Government assistance for older people. 

An ageing population means that more people in Australia will need aged care and that 
there will be relatively fewer people to pay for that care and to provide that care. These are 
problems that will affect all of us. Currently, about 80% of Australians use an aged care 
program at some stage before their death. The Australian Treasury’s 2015 Intergenerational 
report projected that the Australian Government’s expenditure on aged care would increase 
significantly in real terms in the four decades between 2014–15 and 2054–55 because of 
population ageing. At the same time, it was projected that the Australian Government’s 
expenditure on age and service pensions would actually decrease in real terms, largely 
because of the increase in self-provision through superannuation. The Intergenerational 
Report forecast that Australian Government expenditure on health would also significantly 
increase in real terms, but most of this increase would be due to technological changes.  
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It was projected that population ageing would account for only about 10% of the real 
growth in Australian Government expenditure on health care per person. In other words, 
aged care is the part of the Australian Government’s budget that is most affected by 
population ageing. This part of the Budget is subject to different pressures and rhythms 
than the rest of government expenditure and government revenue. Because of this,  
as I discuss in this report, it needs to be financed differently from the rest of the Budget. 

Why is it so? 
The Australian Government currently bears the primary burden of funding aged care, even 
where people receiving care are capable of meeting those costs. That funding is drawn 
from general revenue but the Government also extensively regulates the provision of 
care, including by controlling the number, composition and location of the places made 
available: places are rationed and access to those rationed places is controlled through 
a process of needs assessment and classification. The Australian Government also 
determines the prices that aged care providers can charge for the care that they deliver 
and regulates the prices that providers can levy on their residents. 

Australia’s aged care system, however, is failing its older people notwithstanding the  
extent of the Australian Government’s involvement, regulation, participation and control. 
The flaws in the current system arise, in my view, to a significant extent from the decisions 
by successive governments to consider aged care as a form of welfare for the very  
needy, to be provided to the bare minimum extent required. As discussed in Chapter 1  
of Volume 2 of this report, the history of aged care policy is a history of decisions about 
how much the Australian Government is willing to spend on the care of older people,  
and it is understandable that there has been caution about the expenditure of public  
funds for personal needs of a section of the public. 

In the early 1960s, the Australian Government adopted the aged care program at a time 
of pressure to increase the age pension for older people so that those who were living in 
nursing homes could pay the high personal fees that were then charged. At the same time, 
the funding arrangements for public hospitals, which were providing free care to older 
people, were also drawing large numbers of chronically ill older people towards the public 
system so they did not have to pay the fees of private nursing homes. The Government  
of the time seems to have been of the view that the then standard rate for hospital care, 
36 shillings a day, was a disproportionate and overgenerous subsidy for nursing home 
care for older people. The Commonwealth addressed the pressures at that time, in part, 
by introducing a new nursing home benefit of £1 (20 shillings) per day payable to approved 
nursing homes in respect of each qualified resident. 

This same concern to control costs drove later policy developments in aged care. In 1969, 
the Australian Government introduced tiered nursing home benefits, with the highest 
payments restricted to a few residents. The Government also required that an independent 
assessment of need occur before payment at the higher rate could be made. In 1986, the 
needs-based planning arrangements were introduced to ensure a fairer distribution of 
services but this was designed to restrict the growth of the number of nursing home beds 
by rationing supply. 
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The current Aged Care Act is focused on the financial relationship between the Australian 
Government and the providers, and, in particular, on restraining expenditure rather than on 
the rights of older people to the care that they need. The significance of budgetary policy 
was evident from the commencement of the 1997 Act in the advice that was provided to 
Government by the Australian Department of Health and Family Services and the Australian 
Department of Finance in the Cabinet Memorandum of 1997. The memorandum is not 
primarily concerned with the quality of care or with ensuring that older people can access 
the care that they need, but identifies the ‘billions’ in savings that had been achieved to 
that time by ‘capping service provision’ and the ‘risks’ to the Government’s budgetary 
position presented by the new arrangements which might, if not carefully managed,  
undo some of the longstanding fiscal constraints that were operating in aged care. 

Staff of the Royal Commission have carefully studied the impact of the decisions that 
were made by the Australian Government to apply an efficiency dividend to aged care 
funding and to ration care. They estimate that because of the efficiency dividend, the level 
of Australian Government expenditure on aged care is 22.4% lower than it would have 
been if the efficiency dividend had not been applied. On top of this, they estimate that the 
rationing of places has further reduced Australian Government expenditure on aged care 
by 25.7% from what it would have been if demand had been met by an unrationed supply 
of places. In total, it appears that the collective decisions of successive governments  
have cut more than $9.8 billion from the budget for aged care in 2018–19. It is no wonder 
that there are waiting lists for home care and serious deficiencies in the quality of care. 

I do not criticise the officials for providing the advice they gave to Government, nor do I 
critique the Government for seeking this advice. But it is essential in understanding why 
the system has developed as it has to realise that decisions made by Government, when 
working as it should, are influenced by costs. It is natural for Government to seek to have 
as much control over costs as it can and that governments will have many competing 
priorities that need to be balanced. But the consequences of these decisions can be 
serious, especially for the marginalised and disadvantaged. This is why I argue that aged 
care must have an independent champion for high quality and safe care so that the key 
decisions are not made by the very people who must compromise between competing 
Government and political priorities. 

What is to be done? 
The three key building blocks of the reforms proposed in this report to address the current 
situation, in my view, are: 

• a rights foundation for high quality aged care

• independence from Government

• a secure source of funding

We have made other reform recommendations, but I consider that these are the key 
changes necessary to create a bedrock for an aged care system of which we can 
be proud. 
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A rights foundation for high quality aged care 
We recommend that the new system for aged care should be based on the protection 
and promotion of the rights of the people who require support and care. The rights of 
older people who are seeking or receiving aged care should be enshrined in legislation so 
as to leave no doubt about the importance placed on these rights. We propose that this 
rights-based approach should guarantee universal access to the supports and services 
that an older person is assessed as needing based on the core human right described 
in the International Covenant on Economic, Social and Cultural Rights ‘of everyone 
to the enjoyment of the highest attainable standard of physical and mental health’. 

We intend that the rights that we propose should be enshrined in the new Act may be 
invoked by individuals seeking protection from neglect, and its effects, by providers or 
governments in the implementation of the new system. This is in line with the International 
Covenant on Economic, Social and Cultural Rights, which provides that governments must 
use ‘all appropriate means’ to work towards the stated ends, ‘particularly the adoption 
of legislative measures’, and opens avenues for their enforcement. 

We envisage a system of aged care that is based on a universal right to high quality, safe 
and timely support and care. A system that ensures that all older people can, without 
prejudice, receive high quality care in a safe and caring environment. A system that 
protects older people from mistreatment and neglect, and that protects them from harm. 
Such a system will provide older people with agency––with choice and control; and it will 
provide advocacy and complaint mechanisms to support them in exercising their rights. 
We also envisage a system that is dynamic rather than static. A system that promotes 
innovation in aged care based on research and that is subject to regular and independent 
review so that it continues to be fit for purpose. 

Recognising that older people have a right to aged care raises other issues of inequality. 
This is why we have also recommended that older people with disability should have 
access to the same level of supports in aged care as would be available under the National 
Disability Insurance Scheme to a person under the age of 65 years, regardless of when 
a person acquired disability. This change is necessary to remedy a grossly unfair gap 
in access to supports for older people with disability. 

Duties 
Rights are, of course, of little use if they are not enforceable. We have therefore also 
recommended that the new Act should impose a general, positive and non-delegable 
statutory duty on approved providers of aged care to ensure that the nursing and personal 
care they provide is safe and of high quality so far as is reasonable. This will require that 
regard be paid to the wishes of any person for whom the provider provides that care and 
any reasonably foreseeable risks to any person to whom the provider provides that care. 
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Approved providers currently have a non-delegable common law duty to exercise 
reasonable care for the health and safety of residents. The duty we are proposing is in 
addition to this common law duty and is inspired by, in part, an employer’s duty under 
occupational health and safety law—a duty that the vast majority of approved providers 
already owe to their employees and contractors. 

We believe the imposition of this duty will encourage an approved provider to do 
more than the minimum. It will focus them on providing the highest quality care that is 
reasonable, while also requiring them to respect the dignity and choices of those who 
are receiving care. The duty will provide clarity to providers and to older people. It will 
also provide a focus for the compliance and enforcement work of the aged care regulator 
based in broad concepts familiar to all in Australia, rather than in technical rules. 

The nature of work within the Australian economy is changing with the development of the 
‘gig economy’. We have heard about the risks that these arrangements can pose for care; 
but we have also heard of ways in which older people have been reportedly empowered 
to better control their own care. To protect against these risks, without disempowering 
those who wish to manage their own care, we have recommended that any entity that 
facilitates the provision of aged care services should have a duty to ensure that any worker 
whom it makes available to perform personal care or nursing work has the experience, 
qualifications, skills and training to perform the particular personal care or nursing care 
work the person is being asked to perform. A failure to comply with these duties will 
expose a provider, and its key personnel, to a civil penalty. The duty we have in mind  
is similar to the duty such entities already owe to third parties under work health and  
safety legislation as the conductors of businesses or undertakings. 

Independence from Government 
The problems in the aged care system are neither new nor unknown. There have been 
more than twenty substantial official inquiries into aspects of the aged care system over 
the past twenty years. Many of these inquires have made similar findings and offered 
similar recommendations for improvement to those that we make in this report. The 
responses by successive governments have failed to tackle the underlying problems.  
There is, in my view, little point in repeating the same process again by asking the  
same Department that has overseen the current failings to build and run the new  
aged care system. 

This is why I recommend that the Australian Government implement governance 
arrangements for the aged care system that are independent of Ministerial direction, and 
that involve an independent statutory body––the Australian Aged Care Commission––as 
system governor, administrator and regulator. The independence of the Commission  
will mean that it can give undivided attention and focus to its task of being an effective 
system governor of aged care. The same cannot be said of a department of state subject 
to Ministerial direction. Such a body will always face conflicting or competing demands 
that it will seek to balance through compromise. The evidence to date is that when  
these compromises are made, older people tend to lose out. A pious requirement  
that the Minister make aged care a priority is unlikely to undo this system failure. 
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Central to the Australian Aged Care Commission will be a number of independent, 
statutory officers (commissioners) each with defined areas of responsibility. While 
these commissioners will often act together to manage the aged care system, their 
independence from each other will provide a set of checks and balances to the system  
that is currently lacking. 

At the heart of its duties, the Australian Aged Care Commission should be responsible  
to older people who need, or may need, aged care. Parliament ought to define its 
objectives in the new Act and hold the Australian Aged Care Commission accountable  
for its performance in meeting those objectives. 

A recommendation for a dedicated, separate and independent agency to manage aged 
care was made by the Productivity Commission in its 2011 report Caring for Older 
Australians. It was rejected then by the Australian Government and the problems of aged 
care have deepened. The rationale for the rejection of the proposal––that similar outcomes 
could be achieved at lower cost by modifying the current arrangements—has not been 
vindicated. The recommendation ought to have been accepted in 2011 and I make  
it again now. 

To ensure that the Australian Aged Care Commission does not fall foul of the same 
conflicts as the system governor (the Australian Department of Health) in the current 
arrangements I have also proposed several other independent bodies (many of  
which already exist) to provide checks and balances within the regulatory system. 

An independent Inspector-General of Aged Care should be established to provide 
independent oversight of the aged care system. The primary functions of the proposed 
Inspector-General of Aged Care should be to identify and investigate systemic issues in 
the provision or regulation of aged care, to make and publish reports of its findings, and to 
make recommendations to the System Governor and the Minister. The Inspector-General 
should have a broad scope to review all aspects of the aged care system, including the 
functions and processes of the System Governor, the Quality Regulator and the Prudential 
Regulator, and systemic issues relating to the performance of providers and treatment  
of people who need care. 

An independent Aged Care Pricing Authority should be established to determine the 
schedule of prices that the Australian Aged Care Commission should pay for care based 
on analysis of the efficient costs of providing safe and high quality care. I consider that  
it is prudent for a body other than the one regulating approved providers, administering 
funding to them, and managing the performance of the system to be responsible for 
determining how much money should be available to them. This is a part of the checks  
and balances that I have sought to build into the new arrangements. The introduction  
of independent pricing is critical to restore or to instil confidence and trust between  
the sector and Government, and to instil confidence in the sustainability of the system  
in the wider community. 
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It has been suggested that the Independent Hospitals Pricing Authority could undertake 
this role. I do not agree because there are very significant differences between hospital 
admissions and aged care. The Aged Care Pricing Authority should be free to focus on 
the specific challenges of aged care without any budgetary or governance pressures to 
adopt similar methodological approaches to those adopted in hospital funding. Moreover, 
I am also proposing that the Aged Care Pricing Authority should have broader economic 
regulatory functions specific to the aged care sector. The Independent Hospitals Pricing 
Authority has no expertise or experience in this role. 

The Australian Commission on Safety and Quality in Health Care should be renamed 
the Australian Commission on Safety and Quality in Health and Aged Care and should 
have responsibility for the review and setting of quality and safety standards and quality 
indicators. 

A national registration scheme should be established for the personal care workforce. The 
Australian Health Practitioner Regulation Agency should continue to have responsibility for 
the registration of health professionals working in aged care and consideration should be 
given to regulating the occupation of ‘personal care worker (health)’ or ‘assistant in nursing’ 
under the National Registration and Accreditation Scheme, established and governed 
under the Health Practitioner Regulation National Law. 

An Aged Care Advisory Council should be established to provide advice on aged care 
policy, service arrangements and any aspect of the performance of the aged care system, 
to the Australian Aged Care Commission. The Council should be appointed by the Minster 
(not the Australian Aged Care Commission) and should be constituted by people of 
eminence, expertise and knowledge of aged care services drawn from all relevant aspects 
of the aged care system, including people receiving aged care, representatives of the aged 
care workforce, approved providers, health and allied health professionals, specialists in 
training and education, and independent experts. 

The Australian Institute of Health and Welfare should be given expanded powers and 
resources to manage, analyse and report on aged care data and to undertake studies 
designed to assess the provision, use, cost and effectiveness of aged care services and 
aged care technologies and to conduct and promote research into aged care services 
in Australia. 

An Aged Care Research and Innovation Council should be established to provide 
leadership to the sector and to advise the Australian Aged Care Commission on support 
for research into, and innovation in, the delivery of aged care, including through co-funding 
arrangements with industry and aged care providers, and through workforce-related 
research and technology. The Council should also provide such leadership and advice 
on research into the socioeconomics of ageing, and research into, and innovation in, 
the prevention and treatment of ageing-related health conditions. 
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High-level policy development and law reform, including continuing reform of the way 
aged care interacts with other human services, will remain the responsibility of the 
Australian Department of Health. There should be a committee of the National Cabinet 
on ageing and older Australians to harness the resources of all levels of government 
to develop an integrated system for the long-term support and care of older people. 

A secure source of funding 
Under current policy settings, Australian Government expenditure on aged care is 
projected to increase from 0.97% of gross domestic product in 2018–19 to 1.34% 
in 2049–50. 

Modelling undertaken for the Royal Commission implies that Australian Government 
expenditure on aged care in 2050 is likely to be 2.75% of gross domestic product in total–– 
or 1.41% of gross domestic product higher than it would be if the current policy settings 
were maintained. 

This is a significant additional outlay. Research we commissioned suggests that there is a 
reasonable level of support to devote public funds to achieving high quality aged care. In 
particular, a study conducted by the Caring Futures Institute for us asked respondents to 
the survey whether they thought that the Government should spend a greater proportion 
of taxpayers’ dollars on aged care than the current 4% of tax collected and less on other 
public services. In total, 59% of respondents agreed with this statement and only 9% 
disagreed. Of those who agreed with this statement, the mean percentage of tax collected 
that respondents indicated should be spent on aged care (as opposed to other public 
services) was around 8% on average. This equates to a doubling of the current proportion 
of taxpayers’ dollars allocated to support the funding of Australia’s aged care system. 

Of those respondents to the survey who indicated that they currently pay income tax, 
some 61% indicated that they would be willing to pay an additional amount in income 
tax to ensure that all Australians have access to a satisfactory level of quality aged care. 
The mean additional tax rate per year that respondents indicated they were willing to 
pay to ensure a satisfactory level of quality aged care was 1.4% of their taxable income. 
More than half of respondents (55%) indicated that they would be willing to pay a higher 
additional amount in income tax (beyond that previously indicated to achieve satisfactory 
quality aged care) to ensure that all Australians have access to what they would consider to 
be a high level of quality aged care. The mean additional income tax rate per year to move 
from a satisfactory level to high level of quality in aged care was a further 1.7%, providing 
a combined total of 3.1%. This would be a very significant amount of additional funding, 
which shows the community sees quality aged care as very important to achieve. 

Australia’s current spending on aged care, expressed as a percentage of gross domestic 
product, is relatively low compared with many other Organisation for Economic 
Co-operation and Development countries. The additional funding implied by our 
recommendations, even though it is significant, would still leave Australia well  
behind the levels of expenditure in the Netherlands, Japan, Denmark and Sweden. 
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It should, moreover, be recalled, as discussed above, that at least half of the increase that 
we are recommending in expenditure is to undo the actions of successive governments 
over the last few decades to restrain expenditure on aged care by rationing access to care 
and by underfunding the sector. This must stop if older Australians are to receive the care 
that they deserve. 

In my view, the aged care system needs a financing source that is as predictable, reliable, 
objective, and economically sound as possible, without compromising on the quality 
and safety of aged care, or the equity of financing arrangements. It also needs to be 
accountable and transparent. The funding arrangements should ensure that people’s 
expectations for high quality aged care are met as assessed and when they are needed. 
People should not have to worry that they may face high personal costs in the future if 
they need aged care. The arrangements should also ensure that the funds necessary for 
timely and equitable access to high quality aged care are available as assessed and, when 
they are needed, based on an independent objective actuarial assessment of future costs. 
Funding for aged care should not be subject to the fiscal priorities of the government of 
the day. The arrangements should ensure that there will be sufficient funds raised to meet 
expected expenditure. They should also be publicly visible and accountable so that the 
Australian community can see the connection between their contributions and the effective 
operation of the aged care system. Finally, the financing arrangements should maintain  
the general progressivity in the current taxation system. 

Under the arrangements that I propose, each person will contribute toward the financing 
of the aged care system through their working life, and having so contributed their right 
to assistance when they need it, should not, just as it is not in health care, be subject 
to a means test. Instead, people should contribute to financing the aged care system in 
accordance with their income over their entire lives. Moreover, as they do now for aged 
care and government services in general, the more financially fortunate should continue  
to pay a greater share. 

I also propose, for the reasons that I have discussed above, that the future financing of 
aged care should also, as far as possible, be independent of Ministerial direction. This  
too is an area where older people need greater certainly. The financing of aged care must 
no longer be subject to decisions on indexation and funding levels that are tied to the 
annual budget cycle; fiscal priorities of the day must not be allowed to take precedence.  
It is appropriate for government to set priorities, but quality aged care is not a priority  
that can be traded off on an annual basis. 

I am satisfied that there is a persuasive case for the adoption of a levy-based financing 
scheme. However, there remain many complicated issues concerning the amount of the 
levy and how it should be administered. I set out in Chapter 20 of this report some details 
of the manner in which a new ‘Aged Care Levy’ could work and illustrative calculations  
of some different options for the design of the proposed levy. 
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To address these technical design questions, I therefore recommend that, by 1 July 
2021 the Australian Government should refer to the Productivity Commission for inquiry 
and report under section 11 of the  Productivity Commission Act 1998 (Cth) the potential 
benefits and risks of adoption of an appropriately designed financing scheme based upon 
the imposition of a hypothecated levy through the taxation system. 

Conclusion 
The current aged care system and its weak and ineffective regulatory arrangements did 
not arise by accident. The move to ritualistic regulation was a natural consequence of the 
Government’s desire to restrain expenditure in aged care. In essence, having not provided 
enough funding for good quality care, the regulatory arrangements could only pay lip 
service to the requirement that the care that was provided be of high quality. We have 
proposed a new regulatory system that will be more rigorous and more vigilant. Providers 
will need to demonstrate their suitability and capacity to deliver high quality care before 
they are allowed to deliver care and the regulator will be more assiduous in assessing 
the performance of providers. This new regulatory system will only be possible if it is 
built on the bedrock of the other structural and institutional reforms we are proposing. 

It has been argued that the creation of the new institutions that I have proposed will slow 
the pace of change and possibly create destructive instability, confusion and uncertainty. 
I disagree. The alternative, that the institutional arrangements that have by design created 
the issues that we have identified should be expected to be able to fix the issue, is surely 
fraught with danger. We cannot keep doing the same thing over and over again and 
expecting different results. 

The benefits of the Independent Commission model can in part be seen in the National 
Disability Insurance Scheme, which has ushered world-leading improvements in the 
governance of the system for the provision of benefits for people with disability. The 
model proposed for aged care goes further by providing a secure source of funding for the 
reforms while the budget of the National Disability Insurance Scheme is subject to funding 
decisions by Government. The proposed Commission must be free to act in the interests 
of older people but, of course, as an entity of the Australian Government it will ultimately 
be responsible to the taxpayers of Australia: independent of government but responsible  
to government. 

Change is needed but the change must be real. We hear often the laconic lament that 
the more things change, the more things remain the same. The Sicilian author Lampedusa 
in the book Il Gattopardo put the idea more cynically when a character in the novel says 
that ‘Everything must change for everything to remain the same’. We must ensure that 
neither occurs in the outcome of this Royal Commission: the change must be real, it 
must not be more of the same or a change calculated to keep things as they are. 
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Piecemeal adjustments and improvements are unlikely to achieve what is required. It is an 
important task because the challenges are very great. The challenges are great because 
they arise in all sorts of ways that are sometimes difficult to deal with. We have seen 
many failures and many shortfalls. But the ones that are most difficult to overcome are the 
failures that occur when the things are working as you would expect them to be working. 
Good people, well intentioned, doing the best they can, may unwittingly cause the biggest 
problems. Such people cannot fix the system without a complete overhaul of its structure. 

A philosophical shift is required that places the people receiving care at the centre of 
quality and safety regulation. This means a new system empowering them and respecting 
their rights. An independent Aged Care Commission with guaranteed funding though 
a hypothecated Aged Care Levy will, in my view, create the substrate upon which this 
change in philosophy can flourish. 
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Endnotes 
1 Commonwealth of Australia, Letters Patent, 6 December 2018, paragraph (a). 
2 See Exhibit 21-1, Sydney Hearing 5, general tender bundle, tab 134, RCD.9999.0530.0002 (excluding expenditure 

on carer support for older people by the Australian Department of Social Services). 
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Care, Dignity and Respect—
an Overview | Commissioner
Lynelle Briggs AO 
Few words sum up the potential of the Australian aged care system as well as ‘care,  
dignity and respect’. Few words articulate what needs to happen in aged care as well  
as ‘put older people first’. 

Older Australians like mum have given of their bodies, minds and spirits to grow a future  
for their families and communities and have laid the foundations of a society we enjoy  
today. Growing old should be a dignified experience where self-respect can be maintained.  
The next generation must have confidence that their basic physical, psychological and  
human needs will be met and hopefully exceeded when they are at their most vulnerable.1 

We are all growing older and, excepting misadventure, we can expect to live into our 80s. 
Many of us will then experience chronic illness, physical frailty, and cognitive decline,  
and we will need to be supported and cared for by others. We all need to be confident  
that the aged care system will provide for our care needs and our wellbeing, so that we  
can see out our lives in peace. 

As Australians, we live in one of the wealthiest countries in the world, with a long history  
of social action to address the needs of less fortunate members of society. We were one of 
the first countries in the world to introduce the old age pension. The Australian Government 
began its involvement in aged care almost 70 years ago, and it now spends on behalf of 
every Australian about $800 per year on aged care. 

While many people receive good care, many do not. Even people who receive adequate 
physical care can find that they are not treated as an individual with thoughts and 
feelings—they feel that they are treated as objects to be managed. This is not good 
enough. We should expect better for our parents and grandparents, our friends and 
partners. And we should expect better for ourselves when we reach an age when we  
need care. 

This Final Report is about the fundamental reform to the aged care system to make sure 
it delivers the quality of aged care we expect as a nation. In developing these reforms, 
I have drawn on the evidence, information and research findings available to me since 
the Royal Commission started in October 2018 as well as the extensive experience that I 
have had working in policy, program delivery, regulation, service delivery, governance and 
human services in the Australian Public Service and since that time on boards, reviews and 
committees ranging from planning, through early learning, construction, superannuation 
and insurance. The comprehensive reform plan outlined here recognises that the aged care 
system is large, complex and multi-faceted, with many challenges that need addressing 
and many opportunities that must be taken up. 
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Background to reform 
The challenges facing the aged care system are well known—an ageing population, 
increased demand for services, confusing and fragmented service delivery, waiting lists, 
widespread abuse and substandard care, a lack of transparency about the quality of 
services, a seemingly ineffective regulatory system that fails to hold under-performing 
providers to account, an under-resourced and under-skilled workforce. Too often, the 
aged care system seems deaf to older peoples’ needs and preferences. Each of these 
and other problems need to be addressed. 

The demographic changes leading to increasing demand for aged care over the coming 
decades are widely understood. The generation of children born following World War II are 
now beginning to enter aged care. At the same time, life expectancy for people aged 65 
years is increasing.2 As a result, the number of people aged 85 years and over is projected 
to increase from around 500,000 or 2.0% of the total population in 2018 to 1.5 million or 
3.7% of the population in 2058.3 Combined with other demographic changes, this increase 
in the number of people potentially requiring care will be accompanied by a decline in the 
number of people available to provide care to them. 

The average complexity of the care needs of older Australians is also increasing. Advances 
in medical treatment are extending the life expectancy of older Australians, but they 
are also supporting them in living with more chronic conditions and disabilities. As our 
Background Paper 2 observed, older people in the future are likely to spend more years 
living with disability than is the case today.4 It is clear that older people in need of care 
prefer to receive that care in their homes in the community, not in an institution, and there 
is no reason to expect that preference to change in the future. It is important, therefore, 
that quality services that support their health and wellbeing are available as well as other 
supports to help them live independently. Delayed entry to residential care will mean that 
people will be frailer and sicker when they do enter residential care, and will need more 
skilled workers to look after them. The challenge for the aged care system of the future 
will, thus, be to deliver care to more people with greater needs, and attract and retain 
a skilled workforce from a relatively smaller working population. 

Many older people find it hard to access aged care services that meet their needs. Their 
difficulties begin when they try to obtain information about how to access care and what 
care is available through My Aged Care. While the Australian Government continues to 
make improvements to My Aged Care, there is still no physical presence. Older people 
cannot sit down with a staff member and have a face-to-face discussion about their 
circumstances and options. People with language or literacy problems, and those with 
limited access to technology, struggle with My Aged Care. Many people without family  
or friends to assist them may be unable to manage. Even if people are able to use  
My Aged Care, it does not provide useful information about the quality and characteristics  
of different providers and services. 
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Once people are assessed as requiring a Home Care Package, they are required to wait for 
one to become available. Despite a series of announcements in recent years, over 102,000 
people were waiting for a package at their approved level on 30 June 2020.  Many people 
assessed as requiring a Level 4 package worth around $52,000 a year are offered an 
interim Level 2 package of a little under $16,000. Those people who do receive a package 
find between one-quarter and one-third of the funding is used up by administration and 
care management fees. Indeed, according to the StewartBrown provider survey, people  
on a Level 4 package receive over three times as much care management per week as 
nursing and allied health care combined.6 

5

The lack of access to home care leads people to enter residential care when that is not 
their preference. So can a lack of access to respite care. There are numerous barriers to 
respite care—services are in short supply, they need to be booked months in advance, 
or they are only available for periods of several weeks when people and their carers need 
a shorter time. Respite care offered by residential care providers is often ‘a try before you 
buy’ introduction to residential care, rather than a service intended to assist people to 
remain in the community. 

People receiving aged care do not get access to services they need to maintain their 
function and health. There is a wealth of evidence on the importance of various allied 
health interventions in maintaining or enhancing people’s mobility, dexterity, and cognitive 
function. However, only limited allied health is provided under the Commonwealth Home 
Support Programme or through Home Care Packages. While some residential care 
services offer a range of allied health services, many provide only the limited range 
of physiotherapy services that lead to increased Government funding. 

People living in residential aged care services do not receive the medical services 
they need. Medicare is designed for people going to the doctor, and does a poor job 
of encouraging doctors to go to people living in aged care. Despite their poor health 
status, less than one-third of aged care residents see a specialist during a year, 
compared with more than two-thirds of older people living in the community.7 

As well as these general access problems, particular groups have additional problems. 
People living in outer regional and remote areas have less access to aged care services 
than their counterparts in metropolitan and inner regional areas. In remote areas, access 
to services has declined over the last five years. Some Aboriginal and Torres Strait Islander 
people find it particularly difficult to access My Aged Care, while there is a shortage  
of services and workers who are culturally competent. Older people who migrated to 
Australia from non-English speaking countries find it hard to access care that meets their 
cultural and language needs. Older people with disability receiving aged care do not have 
access to services and supports at the same level as those provided to people through  
the National Disability Insurance Scheme. Other groups that have experienced trauma, 
such as veterans, people from LGBTI communities, and care leavers, find it difficult to  
find care that meets their needs. 
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The reasons for these problems are covered in great detail in Volume 2. The Australian 
Government provides about three-quarters of the funding for aged care. Yet in order to 
keep its costs down in the wake of demographic change, the Government has failed to 
fund the aged care system at a level sufficient to provide uniformly consistent high quality 
and safe aged care. It has done this through savings measures, limitations on indexation, 
and the rationing of services, and it has shifted the capital investment costs of aged care 
onto older people. It has failed to do the work necessary to determine the right level of 
funding based on the actual cost of providing high quality services. The Government’s 
failure to require information from providers on what is happening in aged care services 
and its ‘light touch’ approach to regulation has hidden these problems for many years.  
The upshot of this is that even the officials said to be in charge of overseeing the aged  
care system know surprisingly little about how it is working on the ground. 

The absence of Government leadership and stewardship of the aged care system has 
meant that obvious and longstanding problems with aged care have not been dealt with, 
and necessary adjustments to the system have not been introduced. In many ways, this 
largely Government-funded system has grown topsy-turvy without enough Government 
attention—leading to increasing commercialisation of the sector, growth in the market 
share of large-scale for-profit providers and a loss of focus on the sector’s social ‘mission’ 
to provide high quality and safe care for older people. The aged care system has suffered 
from sequential attempts by governments to define it as a market in its own right, which 
can and should behave like any other market in our economy. Unfortunately, these  
market-based reforms that redefine the people who use aged care as ‘consumers’ who 
‘direct’ their own care by purchasing services from businesses in a ‘competitive market’ 
have resulted in more confusion than before and certainly have not improved quality  
or transparency. 

At various times during our inquiry, I found myself asking ‘why are we as a community 
prepared to accept this?’ and ‘have we lost our moral compass?’—and I expect some of 
the answer lies in the fact that most aged care is largely hidden and out of sight of the rest 
of the community, so the community is unaware of what has been going on. That points 
clearly to the need for more openness and transparency about the aged care system, 
and for strong regulation that safeguards the quality and safety of the system. Beyond 
this, I fear that society as a whole undervalues older people and their contribution. The 
acceptance of poorer service provision in aged care reflects an undervaluing of the worth 
of older people, assumptions and stereotypes about older people and their capabilities, 
and ageism towards them. This must change. 

It is necessary to start with aged care providers and their workforce and with health 
professionals, because they are responsible for care delivery. Aged care providers hold  
an important position of trust that they will provide timely, high quality and safe aged 
care—and yet large numbers of them do not do so. Providers need to shoulder some  
of the responsibility for the systemic problems of the aged care system. Specifically, 
providers have not focused sufficiently on the provision of high quality and safe care,  
on older people’s wellbeing, on service innovation and excellence, on listening to older 
people and hearing their complaints, on effective clinical governance of their services,  
and on workforce leadership, development, skills and culture. Like older people, the 
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aged care workforce has been undervalued. It is underpaid and under-skilled, and has 
been undermined by the replacement of qualified staff by less qualified and unregistered 
workers. There are not enough qualified and well trained people working in aged care. 

After years of critical reviews, it took the Oakden catastrophe in South Australia to expose 
again the cracks in the aged care system. Over the two years of our inquiry, we have 
catalogued the failures of the system, shining a light on the egregious abuse, mistreatment 
and neglect that we discovered. The COVID-19 pandemic reminded us all again of the 
crisis in aged care in this country and of the failure of our leaders to take responsibility 
for what happens in this system. 

Substandard care in the aged care system takes myriad forms. We have heard compelling 
and distressing evidence of physical and sexual abuse occurring in the aged care system. 
We heard about excessive use in the aged care system of physical or chemical restraints, 
which rob our elders of their dignity and autonomy, and which can result in serious physical 
and psychological harm, increased health complications and in some cases death. 

We heard many examples of inexpert dementia care that caused unnecessary distress and 
left pain untreated. Too few people receive evidence-based end-of-life and palliative care, 
and instead experience unnecessary pain or indignity in their final days. Older people with 
mental health issues are often heavily medicated, but do not receive access to preventative 
care and other treatments. 

We heard terrible examples of substandard incontinence care, inadequate wound care 
leading to horrific pressure injuries and infections, and inattention to oral health leading  
to rotting teeth and difficulties eating. We heard about malnutrition and dehydration of 
people in aged care who were given poor quality and unappetising food. We also heard 
about incorrect administration of medicines, and of poor prescribing and dispensing 
practices. These included overuse of medication in lieu of more suitable treatments,  
and the prescription of medications that have negative interactions with each other. 

And there have been many examples of aged care that did not support, or actively harmed, 
older people’s quality of life. This has included where aged care providers did not prioritise 
supporting people to maintain or regain their mobility, continence or independence. It 
has included care that did not meet older people’s social and emotional needs, that was 
dehumanising, failed to recognise individual needs and failed to support older people 
to make meaningful choices. We heard about a loss of dignity and privacy, carelessness 
and unkindness. And we heard devastating evidence about older people feeling isolated, 
lonely and bored, without engaging or meaningful activities. 

As Brian Harvey, a resident of Southern Cross Care Tasmania said: 

In my whole precious life, I cherished my individuality and independence, so I find these current 
restrictions devastating. Everything is passed to others. My so-called ‘quality of life’ is controlled 
by the priority timelines of others…8 
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He also said: 

I can confirm that we, the ancient ones, cry out to be treated as adults who have lived  
useful lives, had wide ranging experiences, and contributed to our communities and society. 
Non-mobile residents need a flexible array of choices of ways to spend time left to us in  
these declining years. Otherwise, the truly boring void of passing time finally makes death  
a preferred option.9 

In many ways, the magnitude of substandard care unfolded throughout our inquiry like 
the peeling of an onion—layer by layer, example after example, statistic by statistic. From 
the initial suggestion from the Australian Department of Health that ’serious incidents 
of substandard care do not appear to be widespread or frequent’,10 the actual extent of 
substandard care revealed itself over the course of our inquiry to be much more than this. 

Surprisingly, there is no simple, reliable measure of substandard care available. Quality 
data is not routinely collected in a way that makes it easy to determine whether people 
are receiving substandard or high quality care. However, we have received substantial 
evidence and undertaken and commissioned research to inform our understanding 
of the extent of substandard care. 

In our Interim Report, Commissioner Tracey and I outlined expert evidence on the extent 
of substandard care.11 This included evidence that 22–50% of people in residential aged 
care were malnourished;12 that 75–81% were incontinent;13 that pressure injuries occur in a 
third of the most frail residents towards the end of their lives;14 and that 61% were regularly 
taking psychotropic agents—with 41% prescribed antidepressants, 22% antipsychotics 
and 22% benzodiazepines.15 

In October 2020, we published the results of surveys of people receiving aged care, 
commissioned by us from the National Ageing Research Institute. These surveys, which 
reached a representative sample of respondents, capture the experiences and impressions 
of people accessing the aged care system. The surveys showed that 1 in 3 people using 
residential care, well over 2 in 5 people using home care and residential respite care, 
and over 1 in 2 people using community respite care believed that one or more of their 
care needs, across a number of areas of care, were only sometimes, rarely or never 
met.16 These areas of care covered dignity and choice, being involved in making one’s 
own decisions about care and services, having appropriately skilled staff providing care, 
receiving appropriate personal and clinical care for their health and wellbeing, and being 
supported in their social relationships and connections. These areas of care align with  
the elements of our definition of high quality care. 

The surveys also asked people about their particular areas of concern. Across all care 
types, at least 3 in every 5 respondents had one or more main concerns.17 While not 
all concerns were indicative of substandard care, the vast majority were either directly 
indicative of substandard care (for example, medication management and loneliness 
and boredom) or were about matters that often cause substandard care (for example, 
understaffing and communication issues). 
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Accreditation data is an incomplete measure of substandard care, but is still instructive. 
About 1 in 5 residential aged care service audits in 2018–19 concluded that the service 
failed to meet at least one expected outcome under the former aged care Accreditation 
Standards.  Similarly, about 1 in 5 quality reviews of home care providers in 2018–19 
concluded that the provider failed to meet at least one home care outcome. Accreditation 
data for the 2019–20 financial year was affected by a pause in some activities due to 
the COVID-19 pandemic. However, about 2 in 5 residential care audits and 2 in 5 quality 
reviews or quality audits of home care services found that at least one requirement was  
not met.20 

19 

18

In 2019, we commissioned research on residential aged care staffing levels by the 
University of Wollongong. This research found that when Australian staffing levels were 
compared with benchmarks set by comparable countries such as the United States,  
more than half of Australian aged care residents were living in facilities with what the 
authors considered to be unacceptable levels of staffing.21

Other data relevant to measuring substandard care includes: 

• An estimated incidence of physical and sexual assault of 13–18 per 100 residents, 
when assaults that are exempt from reporting are included.22 

• In the last quarter of 2019–20, residential aged care services across Australia made 
24,681 reports of intent to restrain and 62,800 reports of physical restraint devices.23 

• In the last quarter of 2019–20, the national quality indicator data showed there was 
an average of 6.79 observations of pressure injuries per 100 residents assessed 
(or 11,988 observations out of 176,657 residents).24 

• In the last quarter of 2019–20, a total of 8% of people in residential care assessed 
experienced significant unplanned weight loss (13,239 out of 165,560 people). 
In the same period, 8% of those assessed experienced consecutive unplanned 
weight loss (12,820 out of 161,496 people).25 

The combined impact of the available data leads me to the devastating conclusion 
that substandard care is widespread in Australia’s aged care system. I conclude that 
substandard care has affected over 30% of older people accessing aged care. It is 
shocking to think that at least 1 in every 3 older people using aged care has experienced 
substandard care. It is dispiriting to understand the range and extent of that failure.  
Behind the statistics are countless older people who did not receive the care they  
needed. As Ms Helen Valier said: 

A model of care that depends on the constant vigilance of family and representatives  
is unsustainable. Such a model is exhausting for family members…and unsafe for those  
not fortunate enough to have someone to advocate on their behalf.26 

Aged care should be a service, a fundamental element of the closely woven social support 
system of which Australia is justly proud. However, Australia’s aged care system is not 
worthy of our nation. Far too many people experience it as unkind, uncaring in its response 
to them and indifferent to their needs. The Australian aged care system is unacceptable 
and unsustainable in its current form. 
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Perhaps the most shocking part of this is that the problems in our aged care system  
are not new. There have been more than twenty substantial official inquiries into aspects  
of the aged care system over the past twenty years. Many of these inquires have made 
similar findings and offered similar recommendations for improvement. The responses  
by successive governments have failed to tackle the underlying problems. 

The condition of the Australian aged care system is the responsibility of us all. 
Governments, providers, taxpayers and the community at large must all take some 
responsibility for dodging the issue and leaving aged care to decline into the parlous  
state that it is in today. Equally, we must all take responsibility for fixing it. It is only by 
taking collective responsibility that we can all move forward together and do what needs  
to be done. This will require sacrifices on all our parts. 

Our approach 
The Royal Commission into Aged Care Quality and Safety is a policy commission, 
and differs from other Royal Commissions that are intended to seek out and correct 
wrongdoing. Policy Royal Commissions have to weigh up evidence and opinion and  
make judgements about the best way forward; often these judgements are fine points  
of difference, and sometimes they involve important philosophical questions. 

Aged care issues are complicated and sometimes there is no single cause of the problems 
and no single best solution. In a system as complex and as interwoven as aged care, 
reasonable people can come to different conclusions around the best course of action.  
In our case, we have elected to provide the Government with two options for the 
governance of the aged care system, and the impact of those options necessarily  
flows through into other recommendations. 

However, this is a secondary issue to the quality and safety task at hand, which dominates 
our recommendations and, importantly, on which we agree. We are confident that we have 
found the best solution to achieving high quality and safe aged care. 

I have also made some extra recommendations. Wherever I possibly could, I have 
tried to provide clear direction in recommendations as to what needs to be done to 
address specific issues. My knowledge of technology has led me to recommend explicit 
improvements in the use of technology and an industry strategy. Areas such as workforce, 
leadership at provider level, improved governance by providers, transparency, and better 
stewardship by government must be practically reformed and I have recommended 
accordingly. I have gone to a greater level of detail in my recommendations because 
without clear direction from the Royal Commission, I am not confident that the necessary 
level of reform will actually be implemented. All too often, the Government and the aged 
care sector have avoided change and hidden their poor performance, and we cannot  
allow that to continue. 

In the discussion that follows, I have presented my perspective about what needs  
to be done to transform the Australian aged care system. 
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Care, dignity and respect 
At its heart, our inquiry has revealed that people receiving aged care want to be treated 
with care, dignity and respect. Individual needs and preferences vary, but compassionate 
care, dignity and respect are the building blocks of an aged care system worthy of our 
nation. At their simplest, care, dignity and respect are about how we would want ourselves 
and our loved ones to be supported as we age. 

There are inevitably going to be challenges that come with growing older. The aged  
care system should not be contributing to these. People should not be asked to trade 
dignity and respect for safety and assistance. Instead, aged care should be a service  
that preserves and enhances a person’s sense of identity and worth. It should show  
older people that they do matter and that they have not been forgotten. 

It has been too easy for older people and their families to become disempowered in what 
can be a depersonalised, confusing and overly bureaucratic aged care system. In this,  
our Final Report, we set out extensive and ambitious reforms to change this situation.  
It is critical that these changes are underscored by an approach to care that is grounded  
in dignity and respect. 

Care should begin with an understanding of the experience through the eyes of each older 
person. Every person’s story is different. Some people will arrive at the aged care system 
following a difficult life transition, such as ailing health or the loss of a partner, while others 
arrive with different histories, jobs, beliefs and traditions, and some will carry the burden 
of life’s trauma. Understanding and respecting the unique life experiences of people 
accessing care is affirming. The message it sends is—you are seen, heard, and you  
matter. Everyone has their own needs, preferences, values, feelings and expectations. 
These should be put at the centre of a person’s experience of care. 

Failing to appreciate the vast diversity within older people in care can make people 
feel like one of many in a homogenous group of ‘care recipients’ or ‘consumers’. It is 
dehumanising. But making a person feel valued for who they are can protect them from 
feeling like a passive recipient of care, and support them to feel recognised as a person 
with a past, a present and a future. 

The experience of aged care is inevitably shaped by interactions between people. The 
small things matter—for instance, referring to a person by their preferred name, looking  
at each older person when talking rather than automatically deferring to a son or daughter, 
or taking the time to help them eat and drink. Care delivered through trusting, respectful 
relationships can help mitigate the feelings of helplessness a person may feel as living 
independently becomes more difficult. It can help ensure that the balance of power within 
the aged care system falls in favour of the older person. 
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People need high quality clinical and personal care and they need to be safe. That is vital. 
But we need much more than that. Aged care should support people to live a satisfying 
and fulfilling life. Like all of us, older people deserve opportunities to do things that make 
life worth living and provide meaning. Rather than shutting older people away, we should 
be grabbing the opportunity with both hands to benefit from the sharing of a lifetime of 
experience, wisdom and stories. This is what helps give a rich tapestry to our community. 

Old age is a part of the lifespan that can hold as much promise and meaning as all other 
stages of life. Later life should be appreciated as a time for living, not biding time. This will  
help move the concept of aged care towards something more fulfilling and empowering  
for older people. 

Transformational reform 
The aged care system requires transformational reform. Our comprehensive reform 
program is summarised in this volume and set out in depth in Volume 3. Here, I attempt to 
draw out the main elements of the reforms, as I see them. The reform plan is the creation 
of an aged care system that is based firmly on the following fundamental elements. 

Clarity of purpose 
A new Aged Care Act is needed, which is based around the support and care needs 
of older people and their right to high quality and safe aged care. 

For too long, legislation has focused on the funding requirements of aged care providers 
rather than the genuine care needs of older people. The purpose of aged care needs  
to be clear: 

To deliver an entitlement to high quality care and support for older people, and to ensure  
that they receive it. The care and support must be safe and timely and must assist older  
people to live an active, self-determined and meaningful life in a safe and caring environment 
that allows for dignified living in old age. 

The needs and aspirations of each older person using the aged care system are unique. 
The aged care system needs to be sufficiently accommodating and flexible to meet the 
diverse needs and respect the particular life experiences of all older people. The new 
Act will enshrine a set of rights for older people, which are designed to enunciate the 
fundamental rights that an older person of any background, situation or income should 
expect will be respected by the aged care system. 

Aged care is all about people, and relationships are the foundation of all human 
engagement. High quality care requires social connection as well as professional health 
and personal care. Strong relationships built on dignity, trust and respect are central to 
physical and emotional wellbeing. Such relationships make a huge difference to older 
people’s happiness, quality of life and care outcomes. We have, therefore, defined high 
quality aged care in terms not only of clinically safe care, but also of care that is designed 
to meet the social and psychological needs and aspirations of each person receiving care, 
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so that their physical, cognitive and mental health is maintained and their lives are enriched 
by engagement with others. 

Two foundational principles in the Act will guide the transformation of the aged care system 
to deliver high quality and safe aged care: 

1. to ensure the safety, health and wellbeing of people receiving aged care, and 

2. to put older people first so that their preferences and needs drive the delivery 
of services. 

These principles should provide the basis for high quality and safe aged care, and should 
be used by all aged care providers, governments, and health and aged care professionals. 
We have also provided a suite of additional principles for the new Act, which provide 
further clarity as to what needs to be done to respect, support, protect, and care safely 
for older people. 

On a day-to-day basis, those who work within the system need clear and simple ‘memory 
joggers’ to help guide their activities as well as provide the necessary ethical constraints 
on their actions. I delineate these as six core values: 

1. to put older people first 

2. equitable: to provide fair and equal access to high quality aged care 

3. effective: to provide effective care that delivers the best quality care and 
outcomes for older people 

4. to be ambitious so that the aged care system is the best it can be and keeps 
on improving 

5. accountable: an aged care system that is open, honest and answerable 
to the community for the care it delivers 

6. sustainable: the aged care system is adequately funded, resilient and enduring. 

The more these values are practiced, and are seen to be practiced, the more likely it 
will be that the aged care system will deliver high quality care that respects older people, 
and enhances their health, safety and wellbeing. The values seek to culturally enshrine 
what is acceptable, and also unacceptable, care and support practice in aged care. 

A say and a voice 
if a lesson is to be learnt, it is that resident-centred care means everyone’s voice must 
be heard and respected regardless of being verbal, nonverbal, advocated, evidenced or 
witnessed…they must be given an opportunity to be heard and they must be listened to.27 
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One of the great joys of our inquiry has been providing the opportunity for older people to 
have a voice and to be heard. It was, at times, quite confronting to hear how powerless, 
disregarded and overlooked many older people and their families felt and how vulnerable 
older people were to the actions of others, many of whom they depended on for support, 
care and their quality of life. 

While representative organisations do a very important job in advancing the policy interests 
of older people, it is evident to me that using legislation to put older people’s needs and 
wishes first and at the centre of their support and care is a practical and important way 
for each older person to have a say in how they are cared for. The rights framework will 
provide a clear statement of expectation that older people are listened to. 

These arrangements will be further strengthened through: the consultation process we 
recommend for the development and implementation of the strategy for integrated care  
for older people; the much more engaged care finder network and aged care program  
and regulatory arrangements we propose; and the stronger advocacy arrangements  
we recommend. 

The new Council of Elders will hear regularly from older people and keep older people’s 
views and needs under the spotlight, as will the Inspector-General of Aged Care in their 
reports to Ministers and Parliament. A strengthened and empowered advocacy network 
will help give a voice to those older people confronted by a complex and sometimes 
intimidating system: 

After my first experience of having my service cut off by the provider after complaining, I’ve  
been a bit fearful that I could lose my package if I complain. The providers have a lot of power.  
I had to really fight hard to get my package reinstated. I felt hopeless and disempowered  
after that experience and it felt like there was no point raising issues or complaining.28 

It is a sad fact that many older people, their families and care workers are reluctant 
to speak up about the quality and safety of care because of the fear of reprisal from 
providers or their staff members. This is a longstanding problem. Our recommendations 
to strengthen and make more transparent the complaints process and to strengthen 
whistleblower protections will go some way to address this issue. I would also expect  
the regulator to be closely examining the complaints-handling arrangements maintained 
by providers and to be talking to more older people about their experiences of care when 
assessing the performance of providers. 

There are some things that you cannot make recommendations for, and that includes 
getting older people to actively engage in community, social, group and family occasions. 
What I can do, though, is to encourage each and every person aged over 60 years to plan 
for their future, to consider how they wish to be cared for, to think about what inspires or 
interests them, and to do it. If we are inspired, we will do things or take action and that,  
in turn, will serve to keep us engaged, to have a say and be listened to. Everyone needs  
to feel confident that their voice and presence will make a difference. 
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Entitlement to care 
In any usual system of social welfare, the concepts of access and adequacy sit alongside 
equity as important tenets of policy. Aged care is unusual in that the design of the system 
has been driven structurally over the last 25 years by fiscal parameters rather than by these 
important policy foundations. There is no universal entitlement to aged care. Aged care 
services are strictly rationed and access depends on the luck or good fortune of where  
you live, your aged care needs, how many places are available and whether providers  
are available to meet your needs. This is unacceptable. 

Australians expect that older people will receive the level of aged care they need, and  
are deeply concerned when they don’t. We have heard that people have been forced  
to go into residential care because suitable home care services were not available and  
that others have died before services were available for them. People are right to be 
outraged about this. 

The system fails to provide home care and respite to people who need it; it is so starved 
of funds that unacceptably poor standards of care and living have become commonplace; 
and it neglects, or simply does not have the resources to engage with, older people. 
Hence, there is a pressing need to reset the parameters of the aged care system and 
establish new foundational principles and core values based on a clear purpose—the 
provision of high quality and safe aged care. It is difficult to overstate the importance  
of this foundation. 

We recommend a universal entitlement to aged care, which guarantees access to the  
level of care and supports each older person is assessed as needing. The reconfiguring  
of the system as one of an entitlement to care deliberately mirrors Medicare entitlements. 
It is a major reform, designed to drive access, adequacy, equity and funding improvements 
by establishing the level of care that is to be supported. 

In the first instance, we expect that the universal entitlement will provide the basis for  
the removal of the home care waiting list, the expansion of access to social supports, 
respite and home modifications and technical supports, and the reform of aged care 
funding arrangements based on the actual cost of delivering high quality care. Over  
time, it will facilitate increases in the maximum level of funding for care at home. 

A new aged care program 
The aged care program is the vehicle for delivering the principles and values of the new  
Act as well as people’s entitlement to care. A new aged care program is required to support 
people to function independently for as long as possible, and work with people’s physical 
as well as social, psychological, cultural and spiritual needs. The new program should 
provide care and supports to older people to preserve and restore their independence  
and their capacity for dignified living. 

The way aged care has been organised and run in Australia is fragmented and far too 
complex. The existing range of programs overlap in some ways and leave gaps in others. 
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Programs are not easy to use or even understand. The new arrangements for aged  
care service delivery—the new program design—should be simpler and fairer. Program 
design should feature a single set of arrangements for getting into aged care, using aged 
care and changing between different aged care options when there is a need to do so.  
The new program should provide the support and care people are assessed as needing, 
and take into account their location and identity. 

Access to services should be based on assessed need and not rationed. The use of 
the Aged Care Target Provision Ratio as a tool for limiting and apportioning subsidies 
should be ceased, and a new planning regime should be developed––one that ensures 
adequate coverage of services and a diverse mix of capable providers across the breadth 
of our nation. This is a necessity to underpin a universal entitlement to aged care. 

There should be a single, scalable assessment process so that older people are clear 
about what services they are entitled to receive. The process of understanding aged care 
and how to find the most suitable services should be supported by the introduction of 
care finders—people who are carefully trained to work with older people and their families 
to navigate the aged care system and work out with assessors what services the person 
needs, and where and when these are needed. 

We know that everybody’s need for aged care is different and changes over time. The aged 
care program has to be built around the needs of older people. Aged care is an intensely 
personal experience. Building genuine relationships will help those providing support to 
understand a person’s history, goals, values and preferences. This approach is no less 
important when an older person has a cognitive impairment. At all times, care and support 
should be respectful, engaging and kind. 

In the new aged care program, older people should not have to make choices and trade-
offs between the types of care and supports that they have been assessed as needing. 
They should be able to access the social supports, assistive technology and home 
modifications and respite that they require. For those that also have personal and clinical 
care needs, these support services should be provided in addition to that care. Aged care 
should address people’s needs comprehensively to support their quality of life. Having 
quality of life is broader than physical health. It is also about social and psychological 
fulfilment, and a life enjoyed to the fullest extent possible. 

Older people and their carers should be supported to balance their care needs. If older 
people wish to undertake social and community-based activities, or access equipment  
and technology to make life easier, they should be able to do so. They should have access 
to a wide range of allied health services to maintain or improve their capacities and prevent 
deterioration as far as practicable. 

For too long the residential side of care has dominated the public conversation about  
aged care and determined the calls on the public purse. Our inquiry has confirmed over 
and over again that people do not want to live or die in institutions. 
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Older people should be supported to remain in their own homes for as long as possible, 
because this is where they want to be. The new program design will put much greater 
emphasis on care at home. A comprehensive suite of care at home services will be 
available to help older people manage independently for as long as possible. The services 
will include personal, clinical, enabling and therapeutic care, living supports such as 
cleaning, laundry, shopping for groceries, light gardening and home maintenance, 
and care management. Subsidy levels will be raised progressively to enable more 
home-based support to be provided and remove incentives to institutionalisation. 

When it is no longer possible to remain at home due to more complex, severe and 
subacute needs, residential care should be in buildings that resemble people’s homes. 
New residential care funding arrangements will encourage small-scale congregate living 
and dementia-friendly design, which enhance older people’s wellbeing and care quality. 
My vision is that, over time, large aged care ‘facilities’ will give way to smaller, more 
personal residential care accommodation, located within communities, towns and suburbs. 
Residential care will involve supports and care appropriate to chronic and complex 
conditions and, where possible, maintain capacity for meaningful and dignified living  
in a safe and caring environment. Funding will be sufficient to enable approved providers  
to deliver that high level of quality care. 

Getting the program design right should inspire public confidence and ensure the credibility 
of our aged care system. But this will require some fresh thinking and active management 
of the aged care program, both locally on the ground and from Canberra. The concept that 
system management, the use of technologies or workforce reforms are outside the remit  
of the responsible Department has been shown to be deficient, and I would expect them  
to be an important part of program management. 

Those working in the aged care system should be thinking ahead, planning and working 
together to address gaps or limits in care, to foster innovation and to bring about positive 
change that delivers on the outcomes we have outlined in our recommendations. 

The circumstances of people with diverse and different life experiences should be a 
particular concern. For too long, people have been expected to ‘make do’ with access 
to aged care services that do not suit their needs. The new entitlement to care should 
force much more active forward planning of different kinds of service provision. People’s 
life histories, their experiences of trauma, the language they speak or their cultural needs 
should be recognised and responded to appropriately. Diversity should become core 
business in aged care. Data should be collected and training provided in cultural safety 
and trauma-informed care. New arrangements should be put in place to ensure that people 
with different life experiences and those living in rural and remote areas get their fair share 
of aged care services. The Multi-Purpose Services Program will be expanded. A dementia 
support pathway will be introduced. 

A Commissioner of Aboriginal and Torres Strait Islander Aged Care will oversee the 
transformation of aged care services for Aboriginal and Torres Strait Islander people and 
create a new flexibly-funded Aboriginal and Torres Strait Islander run service pathway 
within the aged care program to deliver culturally safe care. 
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Younger people will not enter residential aged care and will be supported to move to more 
suitable accommodation over the next couple of years as the National Disability Insurance 
Scheme and the Australian and State and Territory Governments provide more appropriate, 
alternative accommodation and support services for them. 

For those older people with disability, our recommendations will ensure that they have 
access to the same level of supports in aged care as would be available under the National 
Disability Insurance Scheme to a person under the age of 65 years, regardless of when 
the disabilities were acquired. This remedies a grossly unfair gap in access to supports 
for older people with disabilities. 

Love, commitment and service 
Throughout this inquiry, I have been touched by the love and commitment to older 
people from families, friends, volunteers, and others who take on an informal caring role. 
It was through their efforts that this Royal Commission was established, and it is to their 
efforts that I return in our recommendations. 

The aged care system depends on the contributions of informal carers. It should not take 
for granted their willingness to contribute. The importance of informal carers to the people 
they care for and to the aged care system more broadly needs to be better recognised. 
The caring role can have a profound impact on the lives of informal carers. While I have 
heard that caring for an older person can be a privilege, I have also heard that it comes 
with real sacrifice. Carers have described feelings of exhaustion, grief and sometimes 
frustration. Informal carers have reduced opportunities to participate in paid work and 
manage their financial and other responsibilities. Their own health and social needs are 
often compromised as the needs of those they care for increase. 

There needs to be proper support for informal carers. The future aged care program  
should ensure that informal carers are helped to look after their own health and wellbeing. 
Informal carers need access to support services early in their caring role. My Aged Care 
and the Carer Gateway should be linked so that informal carers need only use one system 
to secure respite and the full range of information, training and support services available 
to them. This should be complemented by the creation of a community-based carers  
hub network which will provide access to information, advice and practical support  
in local communities. 

The needs of informal carers should be recognised in their own right as part of the 
assessment of the care needs of the older person. This will add significantly to the  
holistic nature of the assessment and planning process. 

Respite care must be seen as a core part of the aged care system. A new respite support 
category should be created in the aged care program to ensure respite is properly 
resourced and delivered. Greater availability of respite will mean that carers can have 
regular breaks that allow them to attend to other responsibilities or to sustain their personal 
wellbeing through leisure, interests and self-care without worrying about who will care  
for the older person. This in turn will sustain and support the caring relationship. 
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There are currently no provisions in the National Employment Standards for an employee to 
take extended unpaid leave for the purpose of caring for an older family member or close 
friend. Flexibility of this nature could relieve some of the burden on informal carers. As the 
population ages, the availability of informal carers for periods of one or two years will be 
even more important as workers will be reluctant to leave the workforce if they cannot be 
guaranteed their job later. That is why I recommend that the Australian Government should 
examine the potential impact of amending the National Employment Standards of the 
Fair Work Act 2009 (Cth) to provide an additional entitlement to unpaid carer’s leave. 

We also recommend that aged care volunteers be supported and trained to work with  
older people so that they might reduce older people’s social isolation and help them to  
live a dignified and meaningful life. 

Care standards, the duty of care and integrated care 
The standard of care generally available to older people needs to be improved. In research 
work commissioned by us, the University of Queensland found that 11% of residential 
care services delivered poor quality care, 78% delivered average quality care, and only 
11% delivered high quality care.  In research also commissioned by us, the University of 
Wollongong found that almost 58% of residential care services had ‘unacceptable’ staffing 
levels.  According to the Australian Department of Health, Home Care Packages deliver 
only half the hourly value in care services that they did ten years ago.  Our 2019 hearings 
highlighted the paucity of care in a number of areas, the level of substandard care, the 
‘time-clock’-driven nature of much care delivery to the exclusion of engagement with older 
people, and the failure of providers to prioritise care levels above financial motivations and 
profits. This is unacceptable in a wealthy country like Australia. 

31

30

29

The new Act will include a duty to be imposed on approved providers to ensure that the 
nursing and personal care they provide is safe and of high quality so far as is reasonable, 
and that their workers providing nursing and personal care services have the experience, 
qualifications, skills, knowledge and training required to perform the work that they are 
doing. A failure to comply with this duty will expose a provider, and its key personnel, 
to a civil penalty. This powerful new duty will, for the first time, make clear to approved 
providers and the regulator that their primary responsibility is to protect the health, safety 
and wellbeing of the older people entrusted to their care and oversight. The duty will 
provide a level playing field, in which good providers are incentivised to prosper. 

It is apparent that there is not the same level of effort being put into setting aged care 
standards as there is in the health system, and that the current system is subject to a 
great deal of provider influence under the guise of ‘red tape removal’. We consider that 
the setting of aged care quality and safety standards should be the responsibility of the 
independent health standard setting body, to be renamed the Australian Commission  
on Safety and Quality in Health and Aged Care. 
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The expanded Commission should be tasked with the immediate review of the Aged 
Care Quality Standards to raise the bar in terms of best practice oral care, medication 
management, pressure injury prevention, wound management, continence care, falls 
prevention and mobility, infection control, palliative care, dementia care, provider 
governance, and nutrition. The standards should be regularly reviewed and expanded  
with a view to raising the bar even further over time. They should incorporate staffing 
levels, staff development and training requirements, advance care plans, diversity  
and quality of life requirements. Severe limitations should be imposed on the use of 
physical and chemical restraints. 

The Commission should also take carriage of the setting of quality indicators for all aged 
care services. Access to reliable and consistent quality indicator data will assist older 
people and their families to decide which providers deliver the best care services in the 
most dignified and respectful way. It will enable policymakers and regulators to benchmark 
performance against the quality indicators, inform their decisions about pricing services 
and regulating them, and provide the basis for a system of star ratings that will further 
assist older people and their families to make decisions about their care. Over time,  
poorer-performing services will be exposed and either be rejuvenated or closed down. 

We further recommend that the Australian and State and Territory Governments establish a 
new National Cabinet Reform Committee on Ageing and Older Australians. This Committee 
will have a key role in the implementation of those critical elements of our reforms that 
will require the cooperation of the States and Territories. While aged care is an Australian 
Government responsibility, essential elements of the care for older Australians, such as 
housing, allied health and hospital care and palliative care, are delivered by State and 
Territory Governments. All levels of government need to be working together if we are  
to rise to this national challenge. 

The Committee should oversee cross-jurisdictional implementation of our 
recommendations and be tasked with the development of a strategy to deliver an 
integrated system for the long-term care and support of older people, providing for 
their needs for welfare support, community services directed at enhancing their social 
participation, housing, health and aged care, in an integrated way. Key objectives would 
be: to encourage people as they age to take active steps to preserve and maintain their 
health and wellbeing in later life; to enhance ways within local communities to foster 
inclusion and encourage older people to engage with their friends, neighbours and 
community; and to put in place arrangements to facilitate the provision of a complete  
suite of supportive services that will enable older people to have the best life possible. 

Care workers are properly valued 
Most of the money spent in aged care is spent on the workforce. More needs to be spent 
to deliver better quality and safe aged care. Aged care is a worthy profession, and it needs 
to be appreciated as the key means to keep the aged care system safe and of high quality. 
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A sufficient, committed and high quality workforce is one of the main factors affecting  
the quality and safety of aged care. If an aged care worker is well educated and trained, 
has the right attitude of respect towards older people and their supportive caring work,  
and is increasingly experienced, older people will receive better care. As a society,  
we cannot continue to undervalue the work performed in aged care. 

One of the great tragedies of the aged care system is that, due to the weakening of 
qualified staff requirements, providers have been able to reduce the number and proportion 
of nurses working in the system and increase the proportion of lowly paid care workers. 
This extraordinary state of affairs has been identified in a series of inquiries but has largely 
gone unnoticed publicly, except by the families and friends of older people receiving care, 
who constantly pointed us to deficiencies in nurse coverage, training, staff shortages,  
and low wage levels throughout our inquiry. 

The conjunction of COVID-19 with our inquiry created impetus to rethink and consider 
restructuring the aged care workforce. The community as a whole needs to reflect upon the 
value of aged care workers and the essential nature of the work they do, and to pay them 
accordingly. The pay gap between nurses and personal care workers in aged care and in 
the health system should be addressed through the Pricing Authority initially, then through 
structured work value cases led by the Government and employers. Staff ratios should  
be introduced to ensure that there are sufficient nursing and other care workers present  
at all times in residential aged care. 

The aged care workforce must be ‘professionalised’ if its true value is to be appreciated 
fully and if there are to be sufficient numbers of these essential workers in the future. By 
this, I mean that the aged care workforce should develop as a profession, with properly 
structured career paths and consistent occupational groups, job design, job pathways, 
training and development programs, and leadership training which support the various 
occupational groupings. Award wages could then be linked directly to occupational 
classes. While the Aged Care Workforce Industry Council Limited is best placed to 
lead this work, the development of a professionalised aged care workforce should be 
sponsored and supported by the Australian Government providing associated training 
and development, clinical placements and other requirements through a new Aged Care 
Workforce Fund. 

We found to our surprise that most health and aged care education pays insufficient 
attention to age-related conditions and the complexities of associated health and personal 
care requirements. This is despite the fact that a high proportion of older people receive 
both health and aged care services. We make recommendations to improve education 
courses and training arrangements, including through mandatory units in areas such as 
dementia and palliative care. 

To protect older people, all aged care workers should be registered, as they would be in 
other health professions. Registration will deliver national standardisation of entry-level and 
ongoing qualifications and development requirements for personal care workers, as it does 
for health care workers such as doctors, nurses and allied health care workers. I consider 
that the Australian Health Practitioners Regulation Authority is the body best equipped to 
perform this important function for personal care workers. 
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Older people get the best care from regular workers they know, who respect them and 
offer continuity of care as well as insights into their changing care needs and health 
requirements. That is why I have recommended that aged care providers preference  
the direct employment of workers, rather than use casuals who may be unable  
to provide continuity of care and form ongoing relationships with older people. 

All of these measures are essential in order to lay the basis for resetting society’s view  
of aged care as an attractive place to work, and which delivers high quality care. They  
are particularly important at this time when the aged care sector will be in great need  
of a significantly expanded local workforce due to the ageing of the population and  
the recommendations we make which will increase staffing levels across the board. 

I am, however, very concerned that there are already shortages of nurses, allied health 
workers and personal care workers in many parts of the country. Workforce supply issues 
must be dealt with now. New workforce planning arrangements need to be set in place to 
provide for the projected additional 80,000 workers we will need by 2030 and 180,000 by 
2050. The aged care system of the future will offer lots of new jobs for nurse practitioners, 
registered and enrolled nurses, allied health workers and personal care workers. Steps 
need to be taken now to ensure that there is a supply of well-trained people ready to  
enter this important profession. 

Many of these new workers will be locally engaged and will need to be educated and 
trained. There may well be work opportunities for school leavers and people who have lost 
jobs due to COVID-19, so the Government and the aged care sector need to move quickly 
to expand aged care education and training opportunities. Special visa arrangements will 
also need to be considered because there is likely to be a need to bring in people from 
overseas to help meet the challenge. 

Smarter ways of working 
If the aged care sector is to provide high quality care, continuous improvement and 
innovation should be a part of everyday practice. This must be informed by the best 
available evidence from research and the means to apply it to the everyday practice  
of aged care. Ideally, there would be a virtuous cycle where the ambition and curiosity  
of those working in aged care alerts providers, researchers and government to problems  
and potential solutions and, together, they pursue better practice care. To make  
continuous improvement a reality in aged care, robust research and its translation  
into innovative ways of doing things are sorely needed and should be funded. 

There are many areas where the aged care sector needs to innovate, and that requires a 
flexible and adaptive mindset within both government and the aged care sector to design 
and provide appropriate new services and solutions.32 

Research will have a positive impact on the lives of older people if the right projects are 
funded. Research funding should be allocated to projects that have strong potential to 
impact on aged care policy, care practices and the quality of life of older people. For 
research and innovation to be truly beneficial for people who provide and receive aged 
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care, it should not be conducted distantly from the direct delivery of care. Our vision is for 
universities, independent research institutes, training authorities and approved providers to 
work together to create places where research, evaluation, training and real-world practice 
can intersect. As well as being places of care, education and training, there should be 
places where researchers and technology developers can access real care environments 
and work directly with people receiving care, employees, training and education specialists 
and students to co-design and evaluate new and innovative care models and technological 
support and solutions. We have recommended a new Aged Care Research and Innovation 
Fund to lead and coordinate this important work. 

The immense power of data to produce a comprehensive picture of changes in a person’s 
health, service use and wellbeing needs to be harnessed by the aged care sector. Data 
collection and analysis can support comparisons of providers across the sector, through 
benchmarking and star ratings. It can improve the safety of medicine use, promote 
accountability, and improve decision-making within the aged care system. Without 
adequate data, longer-term improvements in the quality and safety of care cannot be 
properly measured or evaluated. 

The existing data sources and repositories about the aged care system are varied in terms 
of scope, purpose, accessibility and usefulness in assessing the performance of the aged 
care sector. Despite the number and sophistication of these existing data sources and 
integration projects, no single, reliable data source exists that is accessible to all who have 
a need or a right to know about the quality and safety of aged care services in Australia. 

Aged care researchers should be able to draw on a national data system. We recommend 
a purpose-built national aged care data asset to be run by the Australian Institute of 
Health and Welfare, which would be required to collect, store and maintain the data, create 
minimum data sets, analyse the data and make it available publicly in a timely manner. 
It is only in this way that the Australian public will be able to understand the needs of 
older people and monitor the quality and safety of aged care services. A reliable base 
of data is essential to support proper accountability measures for the system. 

The new aged care system will need to be supported by an information and 
communications system that is vastly evolved from the systems that exist now. New 
information and communications technology architecture is needed to define and connect 
nodes within the aged care system and enable data and information to efficiently flow 
between all users. Given the fragmented nature of the aged care system, the role of 
developing a modern information and communications strategy for the sector should 
be driven by the Australian Government. It is most important in light of the rapid pace 
of technological change and the advances in data analytics over recent years that the 
Government draws on a wide range of resources and experience in developing the new 
information technology and communications architecture for the sector. 

There are many digital technologies that can support aged care providers and their 
employees to deliver high quality and safe care. These include tools that assist in 
human resource management, staff communication and training and education. These 
technologies are particularly valuable when they enhance the relationship-centred nature 
of care by reducing the time workers spend on non-direct care tasks. It is evident, however, 
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that the aged care system does not adopt new technologies quickly enough or widely 
enough. In fact, we encountered a reluctance from some providers to see such investment 
as part of their core business. Being a ‘people business’ does not mean that aged care can 
avoid being a ‘technically enabled business’. 

Aged care providers should be actively supported to adopt new technology and to support 
older people to engage with technology that improves their quality of life, wellbeing and 
care. The workforce will also need to be supported and encouraged to embrace the shift 
toward new technology and electronic information and data collection. 

Technology can help older people to remain living at home for longer and enhance their 
quality of life. Through supporting older people and their carers to engage with technology, 
it may be possible to delay, or in some cases avoid altogether, entry into residential care. 
Technology should also be front and centre when an older person is being assessed 
for their eligibility for aged care. When an Aged Care Assessment Team assessor is 
assessing a person for care—irrespective of whether it is home care or residential care— 
consideration should be given to how assistive technology can improve their care and 
support their quality of life, and if the older person is open to using it or being trained 
to do so, because many are very willing. 

A fair share of health care 
Under Medicare, all Australians are entitled to receive the health care that they need.  
Older people have higher than average health care needs, yet many struggle to receive 
health care proportionate to their needs because they cannot get to see a doctor or their 
needs are given less priority than younger, fitter people. 

At community forums and public hearings, we heard many stories about older people 
not receiving the medical care they needed as and when they needed it, with a number 
experiencing horrific pain, being hospitalised or dying as a result. Medical specialists, such 
as specialist physicians, virtually never visit residential care, and older people struggle 
to get out to see them. The Australian Medical Association told us that 1 in 3 general 
practitioners are intending to stop taking on new patients in residential aged care, reduce 
their visits or stop visiting nursing homes. There is insufficient funding to entice doctors 
to visit older people where they live. The fee-for-service payment system is not delivering 
the coordinated and team-based care that is needed to optimally manage chronic 
and complex conditions. In the words of the then President of the Australian Medicare 
Association, Dr Antony Bartone: 

What we’re seeing now is an increased…understanding that fee for service alone will  
not support the increase in chronicity of care, the increased complexity of care and the  
increase in non-face-to-face care… 

So, not only in aged care, but right across the whole primary care spectrum, we’re now  
looking at a blended payment of funding. More so than any of those other spectrums…  
aged care would really be a screaming example, in my opinion, of where that blended  
approach needs to be considered even more so.33 
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Something has to be done urgently to make the Medicare system work for frail and 
vulnerable older people. The only way to do this is to adopt different ways of supporting 
and delivering health care for older people receiving aged care. 

We have developed a new, generously funded and voluntary primary health care 
arrangement that extends the reach of Medicare to accredited general practices to meet 
the primary health needs of older people receiving residential care or personal care at 
home. In the model we recommend, doctors will agree with each older person choosing 
to participate and their aged care provider how their health care will be provided, and 
put in place an ‘Aged Care Plan’ with a focus on active prevention and management of 
ill health and complex conditions. Other health professionals, such as physiotherapists, 
may also be included in an interdisciplinary team as required to deliver health care. The 
holistic, team-based care will be funded through a capitation model, based on each older 
person’s assessed need, which will be developed with the medical profession. The new 
Medicare strand of primary health care should not be trialled, but implemented in full. 
We know that fee-for-service medicine is failing older people receiving care; we know 
how to address complex health care needs; we know what needs to be done; and we 
should do it––implement in full the new primary health care model that we recommend. 

Proactive local health networks in the States and Territories have developed 
multidisciplinary hospital outreach teams of medical specialists and other health 
practitioners who visit residential care services to deliver more complex health care, 
including palliative care. They are successful, but there are nowhere near enough of them. 
We recommend that the National Health Care Reform Agreement be amended so that all 
people receiving residential care or personal care at home have access to these invaluable 
services, and that the range of specialist services is extended to enable the full range of 
conditions to be covered. 

Older people are more likely than others to have poor oral health. Many of them cannot 
afford private dental care and must wait years for public dental health care; others 
have reduced capacity to undertake oral hygiene routines. The neglect of oral health 
in residential aged care was among the many terrible stories we heard over months of 
hearings in 2019. Poor oral health is very serious medically because it can contribute to 
chronic medical conditions, such as diabetes, respiratory diseases and cerebrovascular 
diseases, as well as to severe pain, discomfort, functional impairment and restrict an older 
person’s ability to eat, speak and socialise. Older people can be freed from much of this 
pain through the new Senior Dental Benefits Scheme that we recommend. The scheme  
will fund dental services for people who live in residential care and older people who live 
in the community and receive the age pension or have a Commonwealth Seniors Health 
Card. It will be limited to treatment required to maintain functional dentition and will be  
an important health prevention intervention. 

We also recommend a number of changes: to improve older people’s access to mental 
health services and rehabilitation; to improve transitions between aged care and hospital 
care; to provide comprehensive medication management reviews by pharmacists to 
prevent harmful medicine interactions, overuse of medication or chemical restraint 
via inappropriate use of antipsychotics; to have more rural health outreach services; 
and to improve data sharing to facilitate better health care for older people. 
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A step up for Government 
There are two main problems with the governance of the aged care system—that 
successive governments have misunderstood and not fulfilled their responsibilities, and 
that the institutional structure is inadequate to ensure the delivery of high quality aged  
care. At times in this inquiry, it has felt like the Government’s main consideration was what 
was the minimum commitment it could get away with, rather than what should be done  
to sustain the aged care system so that it is enabled to deliver high quality and safe care. 
This must change. 

The Government must step up and embrace its responsibilities for aged care. Aged care  
is a social service, not a commodity that can be outsourced so that it can be bought 
or sold at the lowest price. The Australian Government has a responsibility to lead and 
manage the delivery of this important service, and it must fund the system at a level 
sufficient to provide high quality and safe aged care. After all, the Government performs 
these roles on the behalf of the entire community. 

It is clear that successive governments have not understood that responsibility for a 
distributed system like aged care requires hands-on management on the ground, including 
meaningful engagement with providers and centralised system stewardship, as well as 
effective governance institutions. Importantly, it requires the Government to accept its 
responsibility to lead the aged care sector and to drive continuing reform of the sector 
so that reforms to improve the aged care system are rolled out progressively and driven 
in such a way that they are successful in delivering, and sustaining, high quality and safe 
aged care. 

In my view, only Government can do this in a system as large, complex and fragmented 
as the aged care system. Only Government can wield the resources and system oversight 
to make it happen. Only Government has the cut-through capability to motivate and 
direct transformational change of the magnitude we recommend. Not the private sector, 
not the insurance sector, and not a progressively privatised administration, distant and 
unaccountable to the community. Only the Government; just as only the Government 
delivers Medicare and the social security system. 

The success of our reforms will require purposeful and strategic governance from the 
Australian Government to steer the aged care system in the desired direction, and  
constant monitoring and refinement of arrangements for the continued effectiveness of 
high quality care into the future. I propose a Government Leadership model for governance 
of the aged care system. The institutions within this system are set out in Figure 1. 
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Figure 1: Main features of the Government Leadership model 

The new, enriched role for Government in the aged care system should be focused on 
ensuring the safety, health and wellbeing of people receiving aged care and that older 
people come first, so that their preferences and needs drive the delivery of supports and 
care services. They should do so in ways that reflect the core values of putting older 
people first, in a system of care that is equitable, effective, ambitious, accountable and 
sustainable. The Minister responsible for aged care must be in Cabinet as the Minister  
for Health and Aged Care, maintaining the critical and close links between health and  
aged care. 

The next step is for a renamed Department of Health and Aged Care to also step up and 
embrace the role of steward of the aged care system. It can no longer be a distant and 
seemingly disengaged player, providing commentary to Ministers but not driving the aged 
care system forward. It should partner with older people and service providers to discover 
and embed best practice or to develop and foster the energy and curiosity that looks for 
new and better ways to do things that improve the lives of older people. 

Minister for Health and Aged Care

Inspector-General 
of Aged Care
Investigate system

Assure system 
accountability

Australian Health 
Practitioner  
Regulation Agency
Professional regulation

Australian Institute  
of Health and Welfare
Data manager

Australian Commission  
on Safety and Quality  
in Health and Aged Care
Standard-setting      
(Clinical and non-clinical)

Aged Care Safety  
and Quality Authority
Quality and Safety Regulation

Approval, accreditation 
and deregistration  
of providers

Compliance monitoring

Enforcement and sanctions

Complaints handling 
and resolution

Independent Hospital 
and Aged Care  
Pricing Authority
Price-setting

Cost studies

Cost review and analysis

New body/function

Existing/amended body/function

Key Regional arm  
of Department
Care finders and assessment

Local system management

Local program management
Existing body/function

Department of Health 
and Aged Care
Support for the Minister

System stewardship 
and governance

System management
Sector capacity and capability 
building, and education

Provider distribution 
and coverage

Workforce modelling 
and planning

Aged care policy

Program management
Planning

Funding processes

Contract and performance 
management

Funding arrangements

Prudential regulation

Evaluation

2946



48 

Royal Commission into Aged Care Quality and Safety  Final Report Volume 1

Befitting the precious and highly valued nature of aged care services to older people and 
Australians generally, the Department’s system stewardship and leadership role needs to 
be purposeful, active and engaged in the quality and effectiveness of the system. It will 
need to not only oversee, but also to nurture the system. It can do this by: listening first to 
older people; facilitating research and innovation; ensuring the development of workforce 
capabilities; carefully educating and assisting providers to deliver better services; leading 
other government agencies and coordinating reforms with stakeholders; establishing  
a local network of people to assess and assist older people and work with providers;  
and reviewing the system for necessary improvements and then implementing them. 
This will require a change in mindset, in culture and direction for the Department. It will 
necessarily greatly involve increased resources, capability enhancements and a dual  
policy development and localised program delivery focus, as well as high level networking 
and coordination. 

I am confident that the transformation of the Department is achievable. It is also necessary, 
to ensure that the transformation of the aged care sector that we recommend occurs 
quickly and effectively. 

The alternative of establishing a new Australian Aged Care Commission will only delay the 
important reforms that are required for the delivery of aged care services. I have observed 
and participated in many machinery of government changes over the years, with agencies 
moved in and out of ‘core government’ and combined and separated. They create 
destructive instability, confusion and uncertainty which distracts leadership and workers 
alike and diverts attention from reform. This cannot be allowed to occur in aged care where 
the level of substandard care is so high as to be completely unacceptable; where the 
extent, depth and spread of reform and change necessary to fix the system is enormous; 
and where sensible and timely action on many fronts is required. The Department of 
Health and Aged Care is the only agency with the expertise and experience to lead the 
implementation of our recommendations, but it needs to be better funded to be able  
to do so. 

In addition to the cost and inevitable delays in setting up a new body, I am concerned 
that the creation of a new, arms-length Commission to oversee the delivery of aged care 
services would weaken the direct accountability of Ministers for the quality of aged care. 
While the Independent Commission model acknowledges that there would continue to 
be a Minister responsible for aged care, it also requires that the Commission should be 
independent of the Minister. One of the problems with the aged care system as we found 
it was the reluctance of successive Australian Government Ministers to take responsibility 
for the quality and safety outcomes of the aged care system or to lead and manage the 
delivery of better services. In a democracy, the ultimate accountability for the performance 
of government has to rest with Ministers through the Parliament. Ministers should be 
responsible for deciding on the balance between competing social values and objectives, 
not non-elected technocrats operating behind a corporate veil. The last thing the aged care 
system needs is an arms-length body that can be blamed for service delivery while the 
Minister retains the funding and policy powers that largely determine the outcomes that  
the agency can achieve. Ministerial accountability for aged care needs to be strengthened, 
not weakened. 
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I am also concerned that the structure of the new body will lead to dysfunctional 
governance. It is proposed that the Commission would subsume many of the functions 
currently performed by the Department and the Aged Care Quality and Safety Commission 
and take on some new or enhanced roles. These functions would be divided between 
Assistant Commissioners who would be appointed as statutory office holders. I am  
not aware of any other Australian service delivery agency organised along these lines.  
In my view, the organisation of aged care functions in this way would further fragment  
the delivery of aged care services and stymie necessary reforms. 

It also seems to me unacceptable that decisions about the regulation of the quality 
and safety of aged care, including the sanctioning of providers, or the management of 
complaints, should be made by a Presiding Commissioner or its executive board, which 
would also have system management and program delivery functions that could conflict 
with those regulatory responsibilities. The Australian Government deserves some credit  
for establishing an aged care regulator separate from the program delivery agency,  
and combining these functions again would be a retrograde step. 

In our inquiry, we found that a number of other important system governance functions 
are either not being done or are done suboptimally. My focus has been on improving 
the quality and safety of aged care quickly and effectively, rather than on creating new 
institutional structures with associated problems of overlapping functions, inconsistency 
of approach, and fragmentation of expertise. Wherever desirable and feasible, I have 
prioritised enhancing well-performing, independent and expert Government organisations 
by giving them new aged care functions. I recommend that: 

• aged care standards setting be allocated to the renamed Australian Commission 
on Safety and Quality in Health and Aged Care 

• the costing of, and associated pricing and funding arrangements for, aged 
care services be allocated to the renamed Independent Hospital and Aged 
Care Pricing Authority 

• aged care data management functions be allocated to the Australian Institute 
of Health and Welfare 

• professional registration of personal care workers be allocated to the Australian 
Health Practitioner Regulation Agency. 

Quality and safety regulation deserves particular attention. World best practice involves the 
structural separation of policy and funding from regulation. The Government recognised 
this when it established the current quality regulator, the Aged Care Quality and Safety 
Commission, in January 2019. The Aged Care Quality and Safety Commission has been 
under-resourced and lacks the capacity and capability to perform its functions. It also lacks 
the independence that this important function requires. I propose that it be replaced by a 
stronger, independent regulator, whose role would be to safeguard the quality and safety 
of the aged care system. There should be a strong focus on gatekeeping, complaints 
investigation, compliance monitoring and enforcement. The regulator would exercise 
tight controls on the suitability and capacity of providers entering the system and would 
exercise vigorous sanctions against those providers failing to meet high quality care 
standards and their duty of care, including withdrawal of their accreditation and approved 
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provider status so that they can no longer endanger the safety and wellbeing of the older 
people entrusted to their care. Its independence from Government would be increased by 
establishing it as the Aged Care Safety and Quality Authority, answerable to a governing 
board (with clinical and regulatory expertise and community representation), by fully 
funding it from Government appropriations, and by requiring it to report publicly on its 
performance, operations and effectiveness. 

We also recommend that an independent Inspector-General of Aged Care be established 
to conduct systemic reviews and provide independent oversight of the aged care system. 
It will hold other institutions operating in the system to account, and report annually to the 
Parliament on systemic issues and the extent to which the aged care system meets the 
objectives of the new Act. 

Provider governance 
We were unable to consider market dynamics to any great extent in our inquiry, but 
several issues did emerge. First, the market share of profit-making providers has increased 
substantially in the last ten years to 40% of residential care places and 21% of Home Care 
Packages. This means that mission-based, social purpose and government aged care 
services have lost out to the expansion of the private sector. Second, market consolidation 
has quickened, with extremely large providers now holding 39% of all residential care 
places and providing 47% of all paid Home Care Packages. This has reduced competition, 
especially in rural areas. These trends are important when matched against quality 
indicators because private providers have much worse quality outcomes than government 
and not-for-profit providers. In effect, the increasingly private composition of the market 
has placed further pressure on quality and safety in aged care. 

I was told repeatedly in community forums that aged care should not be seen simply as 
an opportunity to make money and that quality and safety should never be traded off for 
profit. I agree. The Australian Government has a critical stewardship role in determining 
who should be allowed to deliver aged care on its behalf. The Government needs to take 
a more active role in guiding and shaping the aged care system to ensure an appropriate 
mix of suppliers and to avoid undue consolidation. It should be actively supporting social 
impact investment and increased social purpose and mission-based aged care. 

The current system provides few incentives to motivate good providers to continue to 
provide high quality care when they are undercut by poor providers, who get away with 
providing lower standards of care. The Government therefore also needs to do more 
to ensure that there is alignment between its objectives in maintaining high quality and 
safe aged care and the operational incentives that drive the day-to-day decisions that 
determine the quality of care actually experienced by older people and their families and 
carers. It should be vigilant as a gatekeeper and in keeping providers up to the mark.  
It should reward good providers. 

The investors and managers who provide aged care services also need to take 
responsibility for the choices that are made in how aged care services are delivered. If 
aged care service providers are not prepared to operate as social enterprises, I am not sure 
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that they should be in the business. An aged care provider’s most important objectives 
should be to enhance the wellbeing of older people by providing them with safe and high 
quality care and to put the older person’s wishes and needs first. This should be the case 
irrespective of the size of a provider’s ownership and business models. Organisational 
culture and governance arrangements must be designed around this core purpose. 

Our recommendations to establish a statutorily based duty of care send a clear message 
to providers, the community and the regulator about the primary duty of an approved 
provider––to protect the health, wellbeing and safety of its residents. In the future, the 
leaders of aged care providers will have an obligation to deliver high quality and safe  
care, and they will be expected to demonstrate to the regulator that they have the 
necessary systems, structures and skills to meet this obligation. They will need to  
establish appropriate care and clinical governance arrangements and ensure access  
to skilled and well-trained staff. 

Every single provider should be thinking about, and talking with the older people in their 
care and their workforce about, what they need to do to improve their care and to make  
a genuine difference to the lives of older people. The rewards will be immeasurable. 

Providers will need to lift their game to meet these new requirements. They will also need 
to embrace the concept of accountability and its benefits including by promoting  open 
disclosure and good complaint handling within their organisations. Poor complaint handling 
and a lack of open disclosure can be a reflection of the poor culture of an approved 
provider, or a particular service. 

Increasingly, aged care providers are represented and supported by several industry 
bodies, which are very effective lobby groups for industry interests. There are also a few 
aged care organisations that have the size, leadership and capacity to participate actively 
in aged care policy discussions and who drive reform. Too often the voices of powerful 
lobby groups have stymied reform that would improve the quality and safety of aged 
care. As Professor Ron Paterson ONZM observed, the voices of providers are prominent 
in the Australian aged care system but the voices of older people, families and consumer 
advocates are relatively weak.34 

Australia needs more approved providers who strive for excellence, who are driven by 
social purpose and who share their insights into how to achieve aged care quality and 
safety on the ground. The aged care system needs highly committed and active leaders 
from within the system—Chairs, CEOs and Directors of Nursing who are prepared to 
accept that the aged care system is in crisis and who want to commit to implementing 
not only the reforms advocated by us in this report, but to driving further reforms. The 
recommendations from our Royal Commission give providers a once in a generation 
opportunity to make a fundamental difference to the quality and safety of aged care.  

We considered provider governance extensively, and we have made a series of 
recommendations for improvements which reinforce the need for boards and executives  
to act responsibly and appropriately; to lead their services with the interests of older 
people at heart; and to be more open and transparent about the quality performance  
of their services. 
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 We recommend a new governance standard and governance support for providers. 
And I recommend that the quality regulator considers in its approval and accreditation 
processes the leadership, cultural and workforce development actions of providers. 

Open, accountable and honest 
A lack of transparency and accountability is a pervasive feature of the current aged care 
system. The consequences for the quality and safety of care have been profound. The age 
care system needs to be far more open to feedback on its own performance and more 
accountable to older people receiving care and the community more generally. Aged care 
providers must acknowledge their shortfalls openly before they can begin to change. 

Dr Ben Gauntlett, Disability Discrimination Commissioner, told us that transparency can 
allow light to be shone on practices that may otherwise remain hidden.  It is disturbing 
that the numbers of young people in residential aged care, the prevalence of the use 
of physical and chemical restraints, the frequency of assaults in aged care and other 
instances of abuse and substandard care that we have uncovered in the course of our 
inquiry have remained hidden for so long in this opaque system. Professor Debora Picone 
AO, Chair of the Australian Commission on Safety and Quality in Healthcare, said: 

35

There’s strong evidence that promoting transparency will also inform the choice of the consumer 
by providing them with direct information. It certainly stimulates improvements in quality and 
safety and it also holds the provider accountable for the delivery of health services.36 

It is critical that the public has access to information that provides a meaningful overview 
of the performance of individual services and providers, in an accessible and easy-to-
understand form. Without this information, older people are unable to exercise the choice 
that would drive improved performance over time. If this is information is not routinely 
available, it is difficult to see how the Government can effectively manage the system and 
how older people and the wider community can hold government agencies and service 
providers to account for the quality of the care for which they have been responsible. 

We recommend a series of reforms that should make the aged care system more 
open, transparent and accountable. This will require an investment in transparency and 
culture change that favours open access to information over secrecy, and continuous 
improvement over denial. 

In the first instance, the Australian Government should facilitate the development of an 
authoritative data collection on the needs and preferences of older people and on their 
experiences of aged care. That database should be routinely available to researchers and 
commentators so that they can understand what is happening inside the aged care system 
and to assess alternative policy and service delivery options. 

Existing secrecy provisions that are ‘hardwired’ into the aged care system that 
unnecessarily limit access to the performance of service providers should be removed. 
This should be accompanied by the mandatory publication of information about the 
governance and capabilities of service providers, and about the performance of individual 
providers and of the aged care system as a whole. 
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The star ratings system—with one to five stars and five being the highest—will provide  
the public with graded assessments of services’ performance against standards, as well  
as information on services’ performance against relevant clinical and quality indicators, 
their staffing levels and robust information from people receiving aged care services,  
their families and advocates, when available. 

The star rating system should, in my view, be supported by more transparent information 
on regulatory strategies and outcomes. The quality regulator needs to be more 
accountable for its performance and be ready to adjust its strategies on the basis of 
experience. This should provide service providers with a more predictable regulatory 
environment while informing older people about the quality of the service they should 
expect to receive.  

Better information needs to be provided for older people on opportunities within the 
system for complaints and redress against poor care, including access to advocates.  
The quality regulator also needs to provide much more detailed information on the number 
and nature of complaints against specific providers or services and on the outcome of 
those complaints. 

The Inspector-General of Aged Care will report annually on administration and governance 
of the aged care system, and the Department of Health and Aged Care will provide a 
triennial report to Parliament on aged care system performance, including directions  
for future reform, both of which will increase accountability and transparency and,  
in turn, honesty. 

Regulation that works 
Aged care regulation is about protecting and safeguarding older people receiving supports 
and care. It needs to be both effective and fit for its purpose. Older people need to have 
confidence that the aged care system will be effectively regulated against high standards, 
and that the regulator will act promptly and will deal severely with substandard care. 

The current regulatory arrangements lack the effectiveness that should be expected of a 
contemporary regulatory regime. The oversight of residential providers relies too much on 
a cycle of accreditation audits that is inefficient and ineffective in preventing, detecting or 
responding adequately to instances of substandard care, and sanctioning arrangements 
are ineffective. Compliance monitoring of home care providers is virtually non-existent, 
despite the obvious risks to people receiving care in the home. The experience of older 
people receiving care has been pushed to the edge of this system, with their concerns  
too often dismissed or ignored in the complaints process. 

Overall, the system has failed to provide the assurance of quality and safety of care that 
older people and the community at large would reasonably expect—it is not fit-for-purpose. 
The regulatory regime and the approach of the quality regulator to its responsibilities need 
to be fundamentally redesigned so that regulation guides and shapes the performance of 
the aged care system. 
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Aged care service providers have a duty to ensure high quality and safe care delivered in 
a respectful and compassionate way that maintains the dignity and wellbeing of the older 
person. It is clear that people receiving aged care and their families want to see a regulator 
that is a ‘tough cop on the beat’ to ensure that service providers meet their obligation to 
provide appropriate standards of quality and safety of care. 

The regulator needs to put much more emphasis on its gatekeeper functions so that older 
people can have greater assurance that new providers are equipped to deliver high quality 
and safe care before they are approved to provide services. This should include stronger 
tests of the suitability of key personnel to provide aged care services. 

Once providers are approved, the oversight arrangements should shift from a standard 
accreditation cycle to ongoing accreditation with regular monitoring. The regulator needs 
to be out and about, observing and visiting approved providers to make sure that they 
understand their obligations and are meeting them. The monitoring and assessments 
of providers should be based on a much broader range of intelligence, such as the 
experience of people receiving care, complaints, reports of serious abuse or assaults, 
coronial reports and signs of provider financial distress, and not just on template,  
tick and flick inspections. 

The regulator needs to be in direct and continuous contact with people receiving care, 
and to engage with them in assessing the quality of care they receive. It is not good 
enough to deal only with providers or to engage only with people receiving care through 
providers. The regulator should build networks with complainants, advocacy organisations 
and community visitors, and should supplement the views of these stakeholders with 
information derived from quality indicators and other sources, such as direct observation, 
to build a sense of the quality of care and the risks in the system that may threaten 
the quality of care in particular providers, regions or areas of care.  As Professor John 
Braithwaite said, the regulator needs to take a ‘detective-oriented’ approach, by using 
available intelligence in a strategic way to build a picture of possible concerns with an 
approved provider and the risks they pose to the future delivery of high quality and safe 
aged care.38 

37

A wider range of enforcement powers should be available to the regulator. The regulator 
needs to be supported and encouraged when it uses these powers to sanction under-
performing providers who are placing the health, safety and wellbeing of older people 
at risk. More providers should be expelled from the provision of aged care. 

Under the current system, providers have not been effectively held to account for their 
performance. The approach to regulation of the sector has failed to encourage good 
providers or apply effective sanctions to providers who have failed in their obligations to 
older people.   This must change. Genuine accountability for those responsible for poor 
care is vital to the health of the system. There needs to be much more transparency around 
the performance of providers and the regulator needs to act much more decisively against 
poor providers.   
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There is a place for working with a well-intentioned provider with a good track record 
that is experiencing difficulties for a time, but the regulator also needs to be prepared to 
exercise tough sanctions when providers are placing the health and safety of older people 
at risk. The focus of the quality regulator should not be to educate approved providers and 
‘manage them back to compliance’. It must be to make sure that older people get the care 
that they deserve. 

Fit-for-purpose funding and financing

In summary, the new regulatory system needs to be: 

• much more rigorous in only letting into the system those providers that can 
demonstrate their suitability and capacity to deliver high quality care 

• more vigilant and energetic in assessing the performance of providers, and 

• more determined to remove from the system providers that are either unable 
or unwilling to deliver consistently high quality and safe care. 

Much of the evidence we have received during our inquiry has pointed to the inadequate 
funding available to provide high quality care. There are not enough staff, and many of 
those that are available are inadequately trained. Care has been reduced to a mechanistic 
process. Older people with challenging behaviours are tied up or drugged because there 
are not enough staff to provide proper care. Continence pads are rationed, or re-used. 
Unplanned weight loss is rife, because there is not enough money to buy and prepare 
nutritious food and not enough staff to help people who need assistance with eating. 
Tens of thousands of people are waiting to receive the care they need to stay at home 
because the number of packages has been rationed. And when they do receive a package, 
the most expensive package only funds eight hours of care a week—down from 18 hours 
when this form of care was introduced in 2001.39 

We were told that there has never been an assessment of how much money is required 
to deliver high quality care. The indexation arrangements applied to aged care payments 
over the last twenty years have systematically reduced the real value of the funding that 
is available. To make matters worse, the Australian Government has intervened from 
time to time to reduce indexation further to reduce growth in outlays. These limitations 
on funding have been a major contributor to the substandard care so many older 
Australians experience. 

We recommend that an independent body should establish the costs of providing safe and 
high quality care, and determine the schedule of prices the Australian Government should 
pay care providers. It should base its assessment on the costs of providing care. It should 
also work in line with policy guidance from the Government on the improvements required 
to deliver high quality care. Such an independent body should also determine the funding 
models to be used for different kinds of care, using a mix of block and activity based 
funding to ensure service availability and to enhance equity. 
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While it is important for funding decisions to be made at arm’s length from the 
Government, I consider that the Government should be able to override this independent 
determination if Parliament approves. This will ensure public scrutiny of, and accountability 
for, any attempt to reduce the level of funding required to deliver high quality care. 

The current arrangements for determining the contribution people are required to make 
to the costs of the aged care services they receive have evolved in a piecemeal fashion 
over many years, and now produce results that are grossly unfair. Pensioners with private 
income of between $23,000 and $45,000 face an effective marginal tax rate of 99.5%. 
People with incomes over $130,000 pay marginal tax rates that are lower than 50%. It is 
hard to imagine how these arrangements were developed. The aged care means test used 
to determine user contributions to these costs should be reformed to remove the double 
counting of income and assets that currently applies, reduce the inequitable impacts on 
part pensioners, and smooth transitions. 

Consistent with the Medicare principle of universal access to health care without 
compulsory co-payments, people receiving aged care should not be required to contribute 
to the costs of care. I draw a distinction between care and the ordinary costs of living 
or the costs of accommodation, where I think older people should contribute to these 
services. Everybody in the community meets these costs from their income, and there 
is no reason why people living in residential aged care should be treated any differently. 

Residential aged care providers are empowered by law to require interest free loans in 
the form of Refundable Accommodation Deposits of up to $550,000 from people who 
do not meet the aged care means test. Even though there is an option to make Daily 
Accommodation Payments instead of a lump sum, we were told of providers pressuring 
people and their families into paying a Refundable Accommodation Deposit.40 

While access to free capital has allowed the upgrading and refurbishing of many services, 
we heard that ‘the residential aged care sector has effectively become a property industry 
rather than a care industry’.  We also heard that free capital may be encouraging 
overinvestment in residential care, which flies in the face of truly rational planning, 
especially given older people’s clear preference to receive care in their own homes. We 
were advised that the current financial reporting arrangements do not provide a reliable 
basis for determining how these funds have been used by many providers. I consider 
that Refundable Accommodation Deposits should be phased out, and that the Australian 
Government should establish an aged care accommodation capital facility to replace  
this source of capital as well as return to making capital grants available to incentivise 
small-scale and congregate living. 

41

The nature and extent of the transformational reforms that we recommend to ensure 
the aged care system delivers the high quality of care that reflects the values of modern 
Australia and the love and respect Australians have for their parents, grandparents,  
friends and partners will have a significant financial cost. 

2955



57 

Care, Dignity and Respect—an Overview | Commissioner Briggs

 
 

 

 

Many of our recommendations will have financial implications in the order of hundreds 
of millions of dollars per year.  These include more and better paid staff, better access 
to more comprehensive home care, removal of co-contributions to the costs of care, 
equality of access for people with disability receiving aged care, an immediate increase 
in the Government subsidy for basic living costs, and a senior dental benefits scheme. 
Given the interactions between a number of these measures, we have not attempted 
a comprehensive costing of the full suite of recommendations. However, the extent of 
the reforms and size of their financial impact is so significant that they will stand beside 
Medicare and the National Disability Insurance Scheme as landmark Australian social 
policy reforms. 

In my view, the additional revenue to fund the aged care reforms we are recommending 
should be sourced from an ongoing earmarked levy on personal taxable income of 1% to 
be known as the ‘aged care improvement levy’. The visibility of this levy will help taxpayers 
hold the Government to account as it implements reforms to improve the quality and safety 
of aged care in this country. 

Much of the additional expenditure required is essentially catching up on the delayed 
indexation and inadequate level of service provision that has applied for the last twenty 
years. The Australian Government has enjoyed the fiscal benefit of underfunding during 
this time, and there is an argument that it should now make up the shortfall from general 
revenue. The Government must commit to improving the quality and safety of aged care  
as part of the Australian social contract. 

The Government should, therefore, commit to cover the increasing costs of aged care 
above and beyond that funded by the aged care improvement levy. It should also 
fund the health care and disability reforms we recommend, the aged care costs of 
demographic changes, and further enhancements to aged care in the future in line with 
recommendations from Ministers for Health and Aged Care and independent agencies  
on standards, prices, regulation and data requirements and movements in aged care 
sector wages and salaries. 

Thank you 
It has been an enormous privilege to be a Royal Commissioner. It has provided me 
with a very great opportunity to make a difference to the lives of all Australians, and 
I am hopeful that we have delivered on your expectations. 

I am grateful to many people for the opportunity. I would like to thank the people of 
Australia and the Australian Government for supporting and contributing to the work 
of this Royal Commission. I especially want to thank all of the people and organisations 
who appeared before us in hearings, workshops, community forums and roundtables, 
and who provided submissions and ideas about the aged care system. Your contributions 
have been invaluable to our work. 
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Thank you to my three Commission Chairs, especially Commissioners Tracey and Pagone, 
for their fellowship and engagement. Our staff—our official secretary James Popple, the 
barristers and solicitors, the senior advisers and consultants, and the policy and research 
and corporate staff—have worked around the clock to make the Royal Commission 
effective and to deliver all of our reports. People like Patrick Allington, Zoë Gill, Peter Gray, 
Meredith Hagger, Sue Jarrad, Richard Knowles, Rachel McDonald, Peter Meere, Beth 
Midgley, Mary Ann O’Loughlin, Tara Philip, Rodger Prince, Nikki Prouse, Peter Rozen, 
Cabrini Shepherd, Carolyn Smith, Chloe Stoddart, Sam Thorpe and Grant Whitesman 
deserve special mention. Their passion for older people and their circumstances has been 
exemplary. I thank you all sincerely. 

Finally, and at a very personal level, there have been some people who have gone above 
and beyond the call of duty to support me and who have moved mountains to deliver our 
very best work—Louise Amundsen, Barbara Carney, Roger Fisher, Rod Halstead, Charles 
Maskell-Knight and Sara Samios. I am indebted to you for your considerable contributions, 
your intellect, your knowledge, and to your good spirits and perseverance. Thank you. 

Conclusion 
In our Interim Report, Commissioner Tracey and I said: 

This cruel and harmful system must be changed. We owe it to our parents, our grandparents, 
our partners, our friends. We owe it to strangers. We owe it to future generations. Older people 
deserve so much more. 

We have found that the aged care system fails to meet the needs of our older, often very 
vulnerable citizens. It does not deliver uniformly safe and quality care for older people.  
It is unkind and uncaring towards them. In too many instances, it simply neglects them.42 

Life is to be lived. No matter how old we are, how frail or incapacitated we might be, how 
rich or poor, we all have the fundamental right to wellbeing, enjoyment and fulfilment as we 
age. In order for this aspiration to become reality, our aged care system must be founded 
on the principles of unfailing compassion—care, dignity and respect. In the words of our 
oldest witness, Ms Eileen Kramer: 

I don’t feel old. I don’t want to behave old. But I realise that the spirit has a house to live in  
and that house is our body, so we have to look after that. And that’s what aged care is about,  
in a way. We have to look after that house so that our spirit can enjoy life. Mine does.43 

In this, our Final Report, Commissioner Pagone and I present a comprehensive plan 
for reform of the aged care system designed to deliver high quality and safe aged care 
with dignity and respect. We encourage the community to maintain their interest in this 
important area of public policy and to continue to press for improvements in the care  
of our elders in their most vulnerable years. 

It is really important to remember that this Final Report is just the beginning. It is now 
time for the Australian people, governments, providers, workers, carers and volunteers 
to take our recommendations forward in the spirit with which they are intended, and truly 
transform Australia’s aged care system. And keep on doing so! 
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 1.2.1 A look at the aged care system 

1.  A Summary of the
Final Report 

1.1  Introduction 
This Volume 1 provides an overview of Volumes 2 and 3 of our Final Report and of our 
special report on COVID-19, and details our approach to our inquiry. It contains a complete 
list of our recommendations. Volume 4 details some of what we heard in public hearings 
and Volume 5 contains appendices, including details of our community forums and a 
reproduction of our special report on COVID-19. Volumes 4 and 5 are not summarised 
here. 

Our Final Report is generally about the future: tomorrow, a decade from now, twenty years 
from now, and beyond. To envisage a new aged care system, we need to understand 
the aged care system as it exists today, including the problems in the system. That is the 
purpose of Volume 2. In Volume 3 we shift our focus to solutions—our recommendations 
for action in response to the problems we identify. It is here that we set out our vision for 
the future of aged care in Australia. 

1.2  The current system 

The Australian aged care system provides subsidised care and support to older people. 
It is a large and complex system that includes a range of programs and policies. It has 
evolved over time, including during our inquiry. Some changes to the system have been 
far-reaching and others incremental, but all have contributed to the piecemeal development 
of the aged care system. 

Changing demographics 
Australia’s changing demographics significantly influence the demand for and provision 
of aged care. The aged care sector is facing an ageing population with increasing frailty. 
Australians are living longer than ever before. It is projected that the number of Australians 
aged 85 years and over will increase from 515,700 in 2018–19 (2.0% of the Australian 
population) to more than 1.5 million by 2058 (3.7% of the population). With advanced age 
comes greater frailty. Older people are more likely to have more than one health condition 
(comorbidity) as their life expectancy increases. As the population of older people 
increases, more people are expected to have memory and mobility disorders. 
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In 2019, there were 4.2 working age (15–64 years) people for every Australian aged 65 
years or over. By 2058, this will have decreased to 3.1. This decline has implications  
not only for the financing of the aged care sector but also for the aged care workforce. 
There will be relatively fewer people of working age available to pay taxes to fund the  
aged care system and to meet the growing demand for services. 

Aged care services 

These changing demographics, together with changes in the patterns of disease and 
dependency, and in the expectations of older people and society, will impact on demand 
for aged care in a number of ways. These include the length of stay in residential aged 
care, the increase in care needs, the demand for a variety of care choices, and the  
desire of older people to remain in their own homes for as long as possible. 

Aged care is not a single service. It is provided over a range of programs and services. 
The care ranges from low-level support to more intensive services. Aged care includes: 

• assistance with everyday living activities, such as cleaning, laundry, 
shopping, meals and social participation 

• respite 

• equipment and home modifications, such as handrails 

• personal care, such as help getting dressed, eating and going to the toilet 

• health care, including nursing and allied health care 

• accommodation. 

Aged care is provided in people’s homes, in the community and in residential aged care 
settings. People commonly think of nursing homes, or residential care, when they think 
about aged care. However, while most of the aged care budget is spent on residential aged 
care, more than two-thirds of people using aged care services do so from home. 

The aged care system offers care under three main types of service: the Commonwealth 
Home Support Programme, Home Care Packages, and residential care. 

The Commonwealth Home Support Programme is intended to provide entry-level services 
focused on supporting older people to maintain their health, independence and safety at 
home and in the community. 

Home Care Packages can, and often do, contain many of the same support services 
that are available under the Commonwealth Home Support Programme, but they may be 
provided as a more structured and comprehensive bundle of services. They are delivered 
on a ‘consumer directed care’ basis. This means that people can choose the provider 
to deliver their services and can choose to change providers. There are four levels of 
assistance from basic care needs to high care needs. 

2961



63 

A Summary of the Final Report

 

 
 

Respite care provides short-term support and care services for older people and their 
carers. Its primary purpose is to give a carer or the person being cared for a break from 
the usual care arrangements. 

Residential aged care provides support and accommodation for older people who are 
unable to continue living independently in their own homes and who need ongoing help 
with everyday tasks. Approved providers of residential aged care must provide a range 
of care and services to residents, including social care, accommodation services and 
help with day-to-day tasks, personal care, and clinical care.  

In 2018–19, aged care services were delivered to around 1.3 million people. The most 
commonly used service in 2018–19 was the Commonwealth Home Support Programme 
(about 841,000 people), followed by residential aged care (about 243,000 people) and 
Home Care Packages (about 133,000 people). 

Funding 
The Australian Government is the main funder of aged care. In 2018–19, which is the last 
year for which all data is currently available, a total of $27.0 billion was spent on aged 
care, including $19.9 billion by the Australian Government. In 2019–20, the Australian 
Government’s expenditure on aged care programs administered by the Department of 
Health was $21.2 billion. Older people are required to contribute to the costs of their care 
and accommodation if they can afford to do so through co-payments and means tested 
fees. People receiving aged care services contributed $5.6 billion to the cost of their aged 
care in 2018–19. 

The Parliamentary Budget Office has projected that, over the next decade, Australian 
Government spending on aged care will increase by 4.0% a year, after correcting for 
inflation. This increase will mean that aged care spending will be growing significantly 
faster than the rate of all Australian Government spending (2.7%). By 2030–31, aged  
care will account for 5.0% of all Australian Government expenditure compared to 4.2%  
in 2018–19. 

Workforce and providers 
Aged care is one of Australia’s largest service industries. The most recent National  
Aged Care Workforce Census and Survey found there were around 366,000 paid workers 
(84%) and 68,000 volunteers (16%) in the aged care sector in 2016. The data on the  
paid workforce excluded non-pay as you go workers—that is, agency, brokered and  
self-employed workers. During the relevant fortnight of the survey, about 28,000  
non-pay as you go staff were engaged across the aged care sector. 

In 2016, the majority of paid workers, 240,000 (or 66%), were in direct care roles. 
Registered nurses comprised 21% of the residential direct care workforce in 2003, but by 
2016 this had dropped to around 15%. The proportion of enrolled nurses also dropped, 
from 13% to 10%. Over the same period, the proportion of the residential direct care 
workforce who were personal care workers increased from around 58% to around 70%.  
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Informal carers are a critical element of the care system for older people. They reduce the 
need for formal care, supplement the care provided by aged care services, and maintain 
critical social and community connections. In 2018, around 428,500 people were informal 
primary carers for someone aged 65 years or older. 

Regulation of aged care 

The Aged Care Financing Authority reported that in 2018–19, there were over 3000 
providers of aged care services. This included 873 residential aged care providers, 
928 home care providers (as at 30 June 2019) and 1458 Commonwealth Home Support 
Programme providers. 

Most aged care providers are organisations owned by community, charity or religious 
organisations—‘not-for-profits’, though they may or may not be run like a commercial 
business—or are privately owned organisations run as a commercial business. In addition, 
there is a smaller group of State and Territory Government and local government providers. 
There has been a shift towards consolidation of the aged care sector in the hands of fewer 
large-scale operators. In 2009–10, there were just two very large providers or groups in 
residential care, operating 16% of all places, whereas by 2018–19 this had grown to 10, 
operating 39% of all places. 

According to the Aged Care Financing Authority, approximately 31% of home care 
providers and 42% of residential aged care providers reported an operating loss in 2018– 
19. Results for related parties are not accounted for in this reporting. The impact of the 
COVID-19 pandemic on the financial performance of aged care providers is not known at 
the time of writing. The Aged Care Financing Authority has suggested that the pandemic 
may increase pressure on the sector, particularly for providers in regional, rural and  
remote Australia. 

The Aged Care Quality and Safety Commissioner is the national regulator of aged care 
services. The Commissioner’s functions include: 

• approving aged care providers to receive subsidies under the Aged Care Act 

• regulating providers through accrediting aged care services, conducting quality 
reviews, and monitoring the quality of care 

• imposing sanctions 

• handling complaints 

• undertaking consumer engagement 

• providing education. 
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The Aged Care Act and the Aged Care Principles together set out providers’ obligations 
and responsibilities. The Aged Care Act describes the quality of care approved providers 
must provide, including: 

1.2.2 Problems of access 

• providing the care and services specified in the Quality of Care Principles 

• maintaining an adequate number of appropriately skilled staff to meet the care 
needs of people 

• providing care and services of a quality that is consistent with any rights and 
responsibilities of people receiving care, as specified in the User Rights Principles. 

Approved providers must comply with the Aged Care Quality Standards. These Standards 
apply to residential care, home care and flexible care. The eight Standards cover provision 
of care and support and the management and governance of an organisation. 

It should be easy for older people to access the aged care they need. Having easy access 
means a person can get the information, support or care they need, when they need it. It 
also includes getting aged care appropriate to a person’s individual needs, including care 
that is culturally appropriate and safe. Ineffective arrangements for older people to access 
aged care services mean that people may not know where to turn for help. They may 
have to make decisions which are difficult emotionally, financially and practically, without 
the benefit of accurate and timely information and support. In some cases, people do not 
receive the care they need, when they need it. 

Entering and navigating the system 
The aged care system is difficult to access and navigate. People trying to get aged 
care have reported the experience as time-consuming, overwhelming, frightening and 
intimidating. The availability of helpful and comprehensive information is critical to ensuring 
older people get timely access to the care they need and to empowering them to make 
choices about their care. 

My Aged Care is the single entry point to aged care subsidised by the Australian 
Government. It is a contact centre and website with no local ‘shopfront’ or face-to-face 
assistance. Aged care is a personal experience, and there needs to be personalised 
information and support for people seeking to access and use aged care services.  
The current aged care system does not deliver this. 

We are particularly concerned that it is difficult for people to make informed decisions 
about aged care services from the information available. People seeking services are  
not able to find out from My Aged Care whether a service will meet their specific needs. 
There is also very limited information available about the quality of services provided  
and other information which could help people meaningfully compare different services 
and providers. 
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Accessing care 
There are many problems with accessing aged care services. Here we highlight problems 
in three key areas of care: home care, respite care and allied health care. 

Most older people want to remain living in their own homes, rather than moving to 
residential aged care. However, in the current aged care system, older people often 
wait too long to get access to care at home. For example, in 2018–19, the waiting times 
between being assessed as eligible for a Home Care Package to being assigned a 
package ranged from seven months for a Level 1 package to 34 months for a Level 4 
package. As at 30 June 2020, 102,081 older people were waiting for a package at their 
approved level. When they do eventually get access to care at home, older people may 
receive less care than they need, or they may not have access to specific services they 
need. Without access to home care services that meet their assessed needs, people face 
risks of declining function, preventable hospitalisation, carer burnout, premature entry to 
residential aged care, and even death. 

Too often, older people and their informal carers do not receive quality respite care when 
they need it. Respite care can provide a ‘circuit breaker’ for both an older person and 
their carer. It can provide an opportunity for an older person’s rehabilitation, reablement 
or medication review. We heard of many problems with accessing respite care, including 
carers not knowing where to go for support, difficulty navigating between My Aged Care 
and the Carer Gateway, a lack of respite services generally, and a lack of access to 
services of the right type and duration. 

People in aged care have limited access to services from allied health professionals, 
including dietitians, exercise physiologists, mental health workers, occupational therapists, 
physiotherapists, podiatrists, psychologists, speech pathologists and specialist oral 
and dental health professionals. A survey found that in 2018–19, only 2% of Home Care 
Package funding was spent on allied health. Under the Commonwealth Home Support 
Programme in 2018–19, while 29% of people received services categorised as allied health 
and therapy services, more than half of the people received fewer than five allied health 
services per year. Allied health care in residential aged care is also insufficient and we are 
concerned that the type of service provided may be influenced by funding arrangements. 

Access for groups already at a disadvantage 
People in aged care have diverse backgrounds and life experiences. Some groups of 
people have particular needs, which are too often not being met by the current aged 
care system. We heard of numerous access issues experienced by people with diverse 
backgrounds and life experiences. 

We are particularly concerned about access to aged care services in regional, rural and 
remote areas. Older people make up a greater share of the population in these areas than 
in major cities. Furthermore, people in regional, rural and remote areas experience multiple 
disadvantages, which can magnify the need for support in older age. The data shows that 
the availability of aged care in outer regional and remote areas is significantly lower than  
in major cities, and has declined in recent years. 
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We are also concerned that Aboriginal and Torres Strait Islander people do not access 
aged care at a rate commensurate with their level of need. A combination of factors creates 
barriers to Aboriginal and Torres Strait Islander people’s access to the aged care system. 
These arise from social and economic disadvantage, a lack of culturally safe care, and the 
ongoing impacts of colonisation and prolonged discrimination. Access issues are further 
compounded by Aboriginal and Torres Strait Islander people’s additional vulnerability 
arising from higher rates of disability, comorbidities, homelessness and dementia. To 
feel secure and obtain culturally safe services, many Aboriginal and Torres Strait Islander 
people prefer to receive services from Aboriginal and Torres Strait Islander people and from 
Aboriginal and Torres Strait Islander organisations. However, there are currently not enough 
Aboriginal and Torres Strait Islander people, and other people with high levels of cultural 
competency, employed across the aged care system. 

Many people who come from diverse backgrounds and have had varied life experiences 
have problems accessing aged care services that meet their particular needs. This includes 
people from culturally and linguistically diverse backgrounds, veterans, people who are 
homeless or at risk of becoming homeless, care leavers, and people from the lesbian, gay, 
bisexual, transgender and/or intersex (LGBTI) communities. The existing aged care system 
is not well equipped to provide care that is non-discriminatory and appropriate for people’s 
identity and experience. We heard about aged care providers that do not provide culturally 
safe care, that is, care that acknowledges, respects and values people’s diverse needs. 
Across the aged care system, staff are often poorly trained in culturally safe practices, 
with little understanding of the additional needs of people from diverse backgrounds. 

Access to health care and disability services 
Problems may also arise when a person’s access to quality aged care is dependent on 
their access to another government-subsidised system. This is particularly the case where 
the aged care system interacts with the health care system and the National Disability 
Insurance Scheme. 

People receiving aged care, particularly those in residential aged care, do not consistently 
receive the health care they need. This includes doctor visits, mental health services, oral 
and dental health care, and preventative and holistic care. This is a result of a number of 
factors. People in aged care have increasing health care needs. Their care needs are often 
not identified or are identified late. Older, frail people often cannot travel to access health 
care services and yet health care providers, particularly specialists, are reluctant to provide 
their services in a person’s place of residence.  

Some people living with disability cannot access the level of services they need. There 
are two key problems. First, some older people in aged care cannot receive the services 
they need because they are not eligible for or cannot use fully their entitlements under the 
National Disability Insurance Scheme. It is apparent that older people with disability do not 
have equitable access to disability services. Second, some younger people with disability 
enter residential aged care because they do not have access to the level of disability 
services they need. More than 1000 younger people with a disability were admitted to 
residential aged care in the year to 30 September 2020. Residential aged care is inherently 
unsuitable for younger people. 
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1.2.3  Uncovering substandard care 
Over the course of 2019, we heard from many people about substandard care—those who 
experienced it, family members or loved ones who witnessed it or heard about it, aged 
care workers, service providers, peak bodies, advocates and experts. We heard about 
substandard care during hearings and community forums. We also were informed about it in 
public submissions. Substandard care and abuse pervades the Australian aged care system. 

The accounts of substandard care were always sad and confronting. They were no doubt 
difficult to tell, and very difficult to hear and read. We acknowledge the courage people 
have shown in sharing their experiences with us. Their contributions have been essential  
to our inquiry and we are grateful. 

What we learned about substandard care 
Substandard care can occur in both routine areas of care, like food, medication 
management and skin care, as well as in complex care, such as the management of 
chronic conditions, dementia or palliation. Substandard care can also take the form 
of deliberate acts of harm and forms of abuse—including physical and sexual abuse 
and abuse from inappropriate restrictive practices. Abuse is an extreme example of 
substandard care and reaches into the realm of criminal behaviour. 

We analysed qualitative and quantitative information and evidence from hearings,  
public submissions, community forums, the Service Provider Survey and research and 
identified 15 common areas where substandard care occurs in the provision of complex 
and routine care. 

Abuse 
The abuse of older people in residential care is far from uncommon. In 2019–20, residential 
aged care services reported 5718 allegations of assault under the mandatory reporting 
requirements of the Aged Care Act. A study conducted by consultancy firm KPMG for 
the Australian Department of Health estimated that, in the same year, a further 27,000 to 
39,000 alleged assaults occurred that were exempt from mandatory reporting because 
they were resident-on-resident incidents. In our inquiry, we heard of physical and sexual 
abuse that occurred at the hands of staff members, and of situations in which residential 
aged care providers did not protect residents from abuse by other residents. This is a 
disgrace and should be a source of national shame. Older people receiving aged care 
should be safe and free from abuse at all times. 

Our analysis of abuse also focused on restrictive practices, which are activities or 
interventions, either physical or pharmacological, that restrict a person’s free movement 
or ability to make decisions. Where this occurs without clear justification and clinical 
indication, we consider this to be abuse. Restrictive practices can result in serious physical 
and psychological harm and, in some cases, death. Restrictive practices have been 
identified as a problem in aged care in Australia for more than 20 years. The inappropriate 
use of unsafe and inhumane restrictive practices in residential aged care has continued, 
despite multiple reviews and reports highlighting the problem. It must stop now. 
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Complex care 
Many people living in residential aged care have care needs that extend beyond assistance 
with day-to-day self-care. Complex care needs arise when people require support that is 
less predictable or requires more skilful care. We heard that residential aged care providers 
often fail to deliver, facilitate or coordinate care to meet the complex care needs of 
residents. The most common areas of substandard complex care we heard about 
involve dementia and challenging behaviours, mental health, and palliative care. 

Dementia care should be core business for aged care services, and particularly residential 
aged care services. Over half of people living in residential aged care have a diagnosis 
of dementia. Yet substandard dementia care was a persistent theme in our inquiry. We 
are deeply concerned that so many aged care providers do not seem to have the skills 
and capacity required to care adequately for people living with dementia. 

We heard that the needs of older people with mental health conditions are not being 
adequately addressed across the aged care system. Depression is very common. Older 
people should have access to the same mental health support as all members of the 
community, but they do not. It is often difficult for people living in residential aged care 
to access specialist mental health services, such as psychologists and psychiatrists. 
Furthermore, many staff members working in aged care are not sufficiently skilled or 
trained to identify and support people living with mental health conditions. 

Residential aged care is often a person’s final place of residence before they die. Palliative 
and end-of-life care, like dementia care, should be considered core business for aged care 
providers. People at the end of their lives should be treated with care and respect. Their 
pain must be minimised, their dignity maintained, and their wishes respected. Their families 
should be supported and informed. However, throughout our inquiry we heard examples 
where the care provided to people in their last weeks and days of life was severely lacking 
and fell well short of community expectations. 

Routine care 
As people get older, they may require assistance to care for themselves. The types of 
assistance needed vary for each individual and are commonly referred to as help with 
the ‘activities of daily living’. 

The routine daily living care that older people receive should be predictable and reliable. 
People should be able to trust that each day they will be able to brush their teeth, eat 
nutritious and appetising meals, go to the toilet, and feel connected and mentally stimulated. 

Care should enhance a person’s health and wellbeing and avoid reasonably preventable 
harm. Our inquiry has shown that the routine care of older people, particularly in residential 
aged care, often does not meet these expectations. We have found many examples 
of substandard care in providing for the most basic of human needs, such as diet and 
nutrition, oral health, skin care, mobility, medication and prescription management, 
continence and incontinence, infection control, social and emotional needs, and diversity 
and cultural needs. 
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Diet, nutrition and hydration are critical to the health of older people. Food is also 
important to wellbeing, providing enjoyment through taste and smell. Too often we 
heard that residential aged care providers failed to meet the nutritional needs of people 
for whom they care and that they provided poor quality and unappetising food. A lack 
of assistance to eat and drink, leading to malnutrition and dehydration, was a common 
issue raised by witnesses and in submissions. Studies have revealed that as many as 
68% of people receiving residential aged care are malnourished or at risk of malnutrition. 
The consequences of poor nutrition are significant and often irreversible for older people. 
Malnutrition is associated with many other health risks, including an increased incidence  
of falls and fractures, increased time for pressure injuries to heal, and increased risk  
of infection. 

Poor oral health can have far reaching consequences for general health and wellbeing. 
We heard consistently that oral and dental health care needs of people living in residential 
aged care are not treated as priorities. Daily oral health care is often not undertaken and 
access to oral and dental health practitioners is limited. Much of what we heard about the 
failures in oral and dental health care focused on lack of staff time and inadequate training, 
as well as a lack of access to oral and dental health professionals, but there can be 
no excuse for failing to brush older people’s teeth and clean their dentures daily. 

Mobility is closely linked with people’s health and their quality of life. However, we heard 
numerous examples of aged care providers not supporting people to maintain and improve 
their mobility—including limited access to allied health professionals critical to promoting 
mobility, such as physiotherapists. Poor mobility increases the risk of falls and fall-related 
injuries due to deconditioning and reduced muscle strength. 

We heard horrific accounts of substandard skin care, especially about the lack of 
prevention, and poor treatment, of pressure injuries. It takes time and skill to care for  
older people’s skin and to protect them from developing injuries. We heard that staff 
members often do not have adequate knowledge and training to prevent pressure  
injuries and wounds from occurring, nor for treating them effectively when they do  
occur. The consequences for people receiving aged care are painful, distressing  
and can have immense health implications, which sometimes lead to early death. 

Incontinence is an intensely personal and often stigmatising condition that requires time 
and the right skills to manage appropriately. We were disturbed to hear that 71% of people 
in residential aged care have experienced incontinence. Negative effects of incontinence 
can include increased risk of depression, reduced quality of life and increased risk of 
pressure injuries and infections. The evidence indicates that some residential aged care 
providers unintentionally contribute to incontinence by adopting flawed approaches 
to its management. We also heard that staff members do not have the time needed to 
assist residents to go to the toilet in a timely manner. Too often there is a routine use of 
incontinence pads to manage workload. Where older people are reliant on incontinence 
aids, there may not be a sufficient supply. Not only does this risk adverse health outcomes, 
including creating or exacerbating incontinence, it impacts on older people’s dignity, 
quality of life and wellbeing. 
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With people living longer and the increasing prevalence of multi-morbidity, older people 
are more likely to be taking medicines and, in some cases, more likely to be taking 
multiple medicines daily. Often, older people need assistance to take medicines correctly. 
Medicines clearly have beneficial effects and can improve health and wellbeing, but 
some may also have harmful unintended consequences. We heard numerous instances 
of inappropriate management of medication regimens. We heard about aged care staff 
members failing to administer medicines correctly or administering medicines but failing to 
ensure residents swallow them. We heard of failures to administer medicines at the correct 
time or in the correct dose, and of residents being administered incorrect medicines. 

Infection control should be a central feature of care for aged care providers. In residential 
aged care, an infection outbreak has the potential to cause serious illness and death 
among vulnerable older people and staff. We received public submissions that raised 
concerns about staff training in infection control and hygiene, as well as limited access 
to gloves, wipes and personal protective equipment. We made recommendations to 
improve infection control in residential aged care homes in our special report on COVID-19. 
These included increased infection control expertise in all aged care homes. 

We have heard about care that did not meet people’s social and emotional needs. This 
included care that was dehumanising or that failed to recognise individual needs or to 
support people to make meaningful choices. We heard that the task-based focus of work 
in aged care does not sufficiently allow consideration for the person who is being cared 
for, their wants or social and emotional needs. We also heard numerous examples of 
what we call small oversights, such as a cup of tea placed just out of reach, a request 
not acknowledged or call bells unanswered. In isolation, these ‘oversights’ may not be 
considered significant instances of substandard care. But when repeated over time,  
they can be more than just unkind; they can amount to neglect. 

People receiving aged care are not always supported to remain socially connected to the 
broader community. Staying actively involved in the community is an important component 
of helping people live at home for as long as possible. And whether a person is receiving 
aged care at home or in a residential setting, social connection is a key part of a fulfilled 
and meaningful life. The current aged care system leaves too many older people isolated 
and disconnected. 

The aged care system often struggles to provide appropriate care to people with diverse 
needs. We heard evidence in this regard from people with culturally and linguistically 
diverse backgrounds, people who identify as part of the LGBTI communities, care leavers, 
Aboriginal and Torres Strait Islander people living in major cities and in rural and remote 
communities, veterans, and people who are experiencing, or are at risk of, homelessness. 
The aged care system should be equally welcoming and supportive of everyone needing 
care. But we heard there can be a lack of understanding and respect for people’s culture, 
background and life experiences. 
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Extent of substandard care 
Discovering the extent of substandard care in any human service should be quite 
straightforward. In Australia’s aged care system, it is exceedingly difficult. Those who run 
the aged care system do not seem to know about the nature and extent of substandard 
care, and have made limited attempts to find out. There has been a reluctance to  
measure quality. 

We have considered existing data on substandard care, and we have also conducted 
and commissioned our own research to supplement this material. There are a number of 
challenges in analysing the data. The data is variable and inconsistent. It does not share  
a definition of substandard or high quality care. It focuses on different aspects of care,  
and was often gathered for an unrelated administrative purpose. In some instances,  
it is of poor quality. 

Analysing this data has been a complex and resource-intensive task, but an important one. 
Viewed as a whole, the data tells a story of unacceptably high levels of substandard care. 

Commissioner Briggs concludes that at least 1 in 3 people accessing residential aged 
care and home care services—or over 30%—have experienced substandard care. 
Among the data, she notes the following disturbing themes: 

• the incidence of assaults may be as high as 13–18% in residential aged care 

• there is a clear overuse of physical and chemical restraint in residential aged care 

• in residential aged care, some 47% of people have concerns about staff,  
including understaffing, unanswered call bells, high rates of staff turnover,  
and agency staff not knowing the residents and their needs 

• in home care, one-third of people have concerns about staff, including 
continuity of staff and staff not being adequately trained 

• in respite care in residential facilities and in the Commonwealth Home  
Support Programme, about 30% of people have concerns about staff,  
including understaffing, continuity, training and communication 

• substandard care has become normalised in some parts of the aged care 
system, such that people have low expectations of the quality of their care. 

Commissioner Briggs further notes that the extent of substandard care differs across 
different provider types, including the organisation type—for-profit, not-for-profit, 
government—as well as the size and business model of the provider. In summary: 

• According to a range of measures of quality and residents’ outcomes,  
government-run residential aged care providers perform better on average  
than both not-for-profit and, in particular, for-profit aged care providers. 

• Research indicates that quality in residential aged care services is highly correlated 
with size, with on average small residential care services (fewer than 30 beds) 
performing better than larger services. 
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Commissioner Pagone does not believe that it is currently possible to ascertain the precise 
extent of substandard care in aged care. This itself is a major deficiency in the current 
arrangements that must be addressed urgently. Nevertheless, it is clear from the evidence 
that there is too much substandard aged care. Each case of substandard care is a case 
that should not have happened. We both agree that there is no threshold under which the 
community should tolerate substandard aged care. 

We consider that the extent of substandard care in Australia’s aged care system is deeply 
concerning and unacceptable by any measure. We also consider that it is very difficult to 
measure precisely the extent of substandard care, and that this must change. Australians 
have a right to know how their aged care system is performing; their government has  
a responsibility to design and operate a system that tells them; and aged care providers  
have a responsibility to monitor, improve and be transparent about the care they provide. 

The extent of substandard care in Australia’s aged care system reflects both poor quality 
on the part of some aged care providers and fundamental systemic flaws with the way 
the Australian aged care system is designed and governed. People receiving aged care 
deserve better. The Australian community is entitled to expect better. 

1.2.4  Investigating systemic problems 
Systemic problems are serious and recurrent issues that stem from problems inherent in 
the design and operation of the aged care system. They may be funding, policy, cultural 
or operational issues. These systemic problems are interconnected. None of them exist 
in isolation and they often have a compounding effect on the quality and accessibility 
of aged care. 

The systemic problems we have identified include inadequate funding, variable provider 
governance and behaviour, absence of system leadership and governance, and poor 
access to health care. 

The common characteristic of these problems is that, in our view, they are problems that 
significantly and repeatedly contribute to the aged care system not providing consistently 
high quality care to the people who need it. The purpose of identifying the systemic 
problems is to inform an understanding of how the aged care system should be redesigned 
to ensure it provides high quality care in the future. 

Systemic problems in aged care 
Our investigation of systemic problems begins with those ultimately responsible for aged 
care in Australia—the Minister responsible for the aged care portfolio, and, through the 
Minister, the Australian Government. The Minister and the Government are supported 
by the Australian Department of Health. Over the last several decades, successive 
Australian Governments have brought a level of ambivalence, timidity and detachment 
to their approach to aged care. Responsibility for critical governing functions of setting 
goals, close monitoring and timely interventions has not been articulated adequately. 
The absence of leadership at a system level is at the heart of many of the other systemic 
problems we outline below. 
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Aged care has often been treated by the Australian Government as a lower order priority. 
In recent years, it has rarely been seen to merit its own Minister at Cabinet level and this 
has contributed to the extent of current problems. The Minister for Health often has also 
had responsibility for aged care, but Commissioner Pagone considers that, given the 
breadth of the portfolio, perhaps they necessarily paid it little notice. The Prime Minister 
announced the elevation of the aged care portfolio into Cabinet on 18 December 2020. 

Funding for aged care is insufficient, insecure, and subject to the fiscal priorities of 
the Australian Government of the day. For several decades, one of the priorities for 
governments dealing with the aged care system has been to restrain the growth in 
aged care expenditure in light of demographic changes. This priority has been pursued 
irrespective of the level of need for care, and without sufficient regard to whether the 
funding is adequate to deliver high quality and safe care. The consequence of these 
funding arrangements for older people is that they may not be able to access care when 
they need it due to rationing of services, and when they do access care, funding may not 
be sufficient to meet the cost of providing the high quality care they need. The current  
state of Australia’s aged care system is a predictable outcome of these measures to  
limit expenditure and ignore the actual cost of delivering aged care. 

Commissioner Pagone considers that a continuation of the current arrangement of 
financing aged care through general revenue will not support a sustainable system into 
the future. Aged care expenditure is projected to grow at a significantly faster rate than 
overall Australian Government expenditure due to projected demographic changes and 
subsequent increasing demand for aged care services. Commissioner Pagone considers 
that ongoing financing of the aged care system through general revenue exposes the 
sector to the annual budget cycle and fiscal priorities of the government of the day. 
Commissioner Briggs considers that Government funding of the aged care system is  
the only viable option currently. In either case, we agree that funding must be based  
on objective and independent advice on the cost of providing care universally to those  
who need it. 

The Australian Government has undertaken little active management or shaping of the 
market for aged care services. The Government has control over decisions relating to 
entering and exiting the market, the response to changes in demand, and broader changes 
in market conditions. But these strategies are not being used effectively. The approach has 
generally been that the market will take care of itself without the need for monitoring and 
management by the Government. The result is that the Government has not adequately 
responded to the changing composition and risk profile of aged care providers. It has 
allowed the network of providers to become more concentrated over the last decade,  
with a significant expansion in very large providers. There has also been a rapid expansion 
in home care providers, with limited scrutiny applied to their suitability. Effective market 
governance requires local capacity and engagement with local networks, but aged care 
remains highly centralised within the Government and there is little presence at the  
regional and local level. This has led to gaps in planning, development and management  
of services. 
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Reform of aged care has been reactive, responding to financial, demographic or  
other concerns of the time. This has triggered repeated reviews, which have tended  
to be confined to particular areas of focus. The same issues have arisen repeatedly  
in these reviews without being resolved. It is clear to us that piecemeal adjustments  
and improvements have not achieved, and will not achieve, the change that is required  
to ensure high quality care in the future. 

We heard that the absence of a strong consumer voice is a notable feature of aged care  
in Australia. When the design and delivery of a service or system does not take account of 
people’s needs, preferences and circumstances, it can exclude and alienate the people it 
seeks to assist. It can lead to a one-size-fits-all approach to program design and delivery. 
In overhauling the aged care system, the voices of people receiving care must be heard to 
ensure that the system is relevant and appropriate for the people it is intended to support. 

Attitudes and assumptions about older people and aged care can affect the delivery of 
aged care. Assumptions about the natural process of ageing may contribute to a lack 
of attention to prevention and reablement. When it comes to improving health, some 
conditions, such as back pain or feelings of depression, may be put down to ‘old age’. 
Assumptions about an older person’s cognitive capacity may lead to them being excluded 
from conversations, staff members talking about them as if they are not there, and their 
privacy not being respected. Commissioner Briggs considers that ageism is a systemic 
problem in the Australian community that must be addressed. 

Provider governance and management directly impact on all aspects of aged care. 
Deficiencies in the governance and leadership of some approved providers have resulted 
in shortfalls in the quality and safety of care. Some boards and governing bodies lack 
professional knowledge about the delivery of aged care, including clinical expertise. There 
is a risk that they may focus on financial risks and performance, without a commensurate 
focus on the quality and safety of care. There is sometimes a lack of accountability, 
particularly when things go wrong. Poor workplace culture has also contributed to poor 
care. The values and behaviour of people in senior positions have a significant impact 
on workplace culture and the quality of care that is delivered. When these values and 
behaviours are poor, so may be the care that people receive. 

Commissioner Pagone considers providers could do more to improve leadership and 
culture, while acknowledging that many providers have been exemplary in prioritising 
quality care within the funds available. 

Commissioner Briggs considers that providers have been critical contributors to the 
systemic problems of the aged care system. Some approved providers’ leadership and 
culture appear not to align with their mission and certainly not with the purpose of the aged 
care system. With some notable exceptions, Commissioner Briggs observes that providers 
have demonstrated little curiosity or ambition for care improvement, and have not 
prioritised enablement and allied health care. As a group, providers have not sufficiently 
valued nor invested in the aged care workforce. When substandard care is at inexcusably 
high levels, she considers that it must reflect on the providers who deliver that care. 
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Our inquiry has revealed that the prevailing model of care in the current aged care 
system is largely reactive. Aged care services are not generally geared towards people’s 
enablement and do not maximise the maintenance and improvement of people’s health. 
Deficits in care planning reduce the ability of care staff to deliver appropriate care. We 
have heard that some care plans may prioritise funding considerations over care, that 
they may be insufficiently detailed and rarely updated, and they may not be adhered 
to. The dominant models of care delivery in aged care are task-based and focused on 
standardised processes. The task-based approach reflects a misplaced belief that care is 
adequate so long as a person’s medical and physical needs are met. The current system 
does not sufficiently recognise the importance of proactively supporting older people’s 
social and emotional wellbeing. 

We have found that Australia’s aged care system is understaffed and the workforce 
underpaid and undertrained. Too often there are not enough staff members, particularly 
nurses, in home and residential aged care. In addition, the mix of staff who provide aged 
care is not matched to the needs of older people. Aged care workers often lack sufficient 
skills and training to cater for the needs of older people receiving aged care services. 
Inadequate staffing levels, skill mix and training are principal causes of substandard care 
in the current system. The sector has difficulty attracting and retaining well-skilled people 
due to: low wages and poor employment conditions; lack of investment in staff and, in 
particular, staff training; limited opportunities to progress or be promoted; and no career 
pathways. All too often, and despite best intentions, aged care workers simply do not  
have the requisite time, knowledge, skill and support to deliver high quality care. 

One of the key causes of substandard care in aged care, particularly residential aged care, 
is that people do not consistently receive the health care they need. The reasons for poor 
access to health care include lack of funding for proactive health care services provided 
to people at their place of residence, and an unwillingness by some health care providers 
to attend a person at their residence. There is also poor clarity about the responsibilities 
of aged care providers and health care providers to deliver health care for people in aged 
care, and inadequate communication between them. These systemic issues are partly 
a result of the split in responsibilities for health care and aged care between Australian 
and State and Territory Governments. 

Commissioner Briggs observes that a lack of transparency is a pervasive feature of the 
current aged care system. It has been an important contributing cause of a number of 
the quality problems. Useful and relevant information on aged care services and the 
performance of services and providers is hard to come by. It remains difficult for people to 
make informed decisions about aged care services they are likely to receive. Similarly, the 
Australian Government needs access to comprehensive data to assess the performance 
and impact of services provided to older people, yet the available information is often 
surprisingly limited. Difficulties in obtaining reliable information limits the scope for aged 
care providers to benchmark their performance against their peers, and prevents the 
community at large from holding governments and service providers to account for the 
quality of the care they deliver. 
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We both consider that the Aged Care Quality and Safety Commission and its predecessors 
have not demonstrated strong and effective regulation. The regulator adopted a light 
touch approach to regulation when a more rigorous system of continuous monitoring and 
investigation was required for aged care. Current regulation policies and processes have 
many deficiencies. The regulatory framework is overly concerned with processes, not 
focused enough on outcomes, and does not provide enough safeguards to protect older 
people and provide reassurance to their families that they will receive safe and high quality 
aged care. The system is insufficiently responsive to the experiences of older people. The 
oversight of home care is particularly underdeveloped. There is a poor track record—in 
both home care and residential care—on enforcement, and the approach to monitoring 
and compliance is overly reactive. The regulatory arrangements lack the transparency, 
accountability and responsiveness that would be expected of a contemporary regulatory 
regime. Overall, the system has not provided the assurance of high quality and safe care 
that older people and the community reasonably expect. 

There have been many missed opportunities in research and innovation in the aged care 
sector. First, compared with health research, the field of aged care research struggles to 
compete for research funding grants. Second, there is no strategy for the translation of 
research outputs into evidence-based best practice and continuous improvement that 
benefits the whole aged care sector. Third, the current funding and service models do not 
support providers who wish to try new practices, products, technologies and models of 
care. Fourth, the absence of quality data about older people and their experiences of aged 
care impedes the research, evaluation and quality monitoring needed for the aged care 
sector to develop and safely adopt new and better care practices. Finally, the aged care 
system is well behind other sectors in the use and application of technology, and has no 
clear information and communications technology strategy. This mix of factors has resulted 
in an aged care sector that is behind the research, innovation and technological curves. 

The complex capital financing arrangements for residential aged care accommodation 
can distort incentives for older people and providers, and can impose a large cost burden 
on older people and their families. The sector has become too reliant on Refundable 
Accommodation Deposits. The increasing proportion of people choosing to make Daily 
Accommodation Payments is increasing the difficulty for providers to secure loans. 
Providers in regional and remote areas are at a particular disadvantage in attracting high 
accommodation payments, which affects lending decisions. We have heard there is a 
power imbalance during payment negotiations between providers and incoming residents. 

The means testing arrangements for aged care funding are insufficiently progressive, 
affecting equitable access to care. While means testing should ensure that services and 
payments are directed towards those who need them the most, the current arrangements 
have a disproportionate impact on people with medium-level assets compared with 
wealthier people. The means testing arrangements can also result in very high effective 
marginal tax rates for some people. 
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Conclusion to systematic problems 
Our examination of systemic problems in the Australian aged care system cannot help  
but paint a gloomy picture. The current state of the aged care system is a fairly predictable 
outcome of the various systemic problems we have identified. This is why significant 
change is required. The delivery of aged care in Australia is not intended to be cruel or 
uncaring. Many of the people and institutions in the aged care sector want to deliver the 
best possible care to older people, but are overwhelmed, underfunded or out of their 
depth. We have not set out the problems with the current system gratuitously. We see  
this as a necessary part of explaining how the future aged care system can and should  
be so much better. 

1.3  A new aged care system 

1.3.1  Foundations of the new aged care system:  
A new Act, purpose and principles 

Placing people at the centre of aged care 
Much has been said during our inquiry about the need to ‘place people at the centre’ of 
aged care. To achieve this, we are convinced that a new Act is needed as a foundation  
of a new aged care system. The new Act must focus on the safety, health and wellbeing 
of older people and put their needs and preferences first. It should provide an entitlement 
to the support and care each individual needs to prevent and delay the impairment of their 
capacity to live independently. 

Framing the reform agenda as one based on entitlement is essential. Approaching reform 
in this way will focus on the interests of people who need or receive aged care being 
embedded in all key aspects of the new system. It will guide policy development and 
program administration; it will govern regulatory approaches and workforce development; 
and it will inform the approaches taken by approved providers to their internal governance, 
organisational culture and care delivery. 

Common themes for reform of aged care 
Over the course of our inquiry, we have identified clear common themes in what the 
community expects from the aged care system: dignity and respect, control and choice, 
the importance of relationships and connections to communities, and the desire for  
a good quality of life and ageing at home. 

We have heard repeatedly about the importance of dignity and respect in aged care. 
People, regardless of their age or level of frailty, want to be valued as a person and as an 
individual. Mr Barrie Anderson spoke movingly about Grace, his wife, and her experience 
of living with dementia in the palliative care stage. He said that when people asked him 
how to care for his wife, he replied: 
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It’s a fairly simple message, actually, to walk in Grace’s shoes, to recognise that she’s 
had a rich past, that there’s a present and that she has an evolving future.1 

Self-determination is about autonomy, and having control and choice over your own life. 
Choice and control, and involvement in decision-making, promote dignity. 

Quality of life should be the constant and predominant aim of the aged care system. The 
desire for a good quality of life may change in content but does not diminish with age. 

Caring, by its very nature, depends upon relationships between people. Caring 
relationships that leave older people feeling heard and seen and respected are essential 
to maintaining dignity. 

It has been made plain throughout our inquiry that older people who need care want 
to receive it in their own homes. Ageing at home can be central to a person’s sense of 
identity and independence. 

Whether people are receiving aged care in their homes or in residential care, they are 
still members of our community. It is important that they remain engaged, valued and 
socially connected. 

A new Act: a rights-based approach 
A new Act is required to achieve the fundamental reforms we envisage to put older 
people’s needs and wellbeing first. We define aged care as support and care for people 
to maintain their independence as they age, including support and care to ameliorate 
age-related deterioration in their social, mental and physical capacities to function 
independently. It also includes supports for informal carers of people receiving aged care, 
recognising their integral role in aged care. 

We propose a number of objects for the new Act, including: to provide a system of care 
based on a universal right to high quality, safe and timely support and care; to enable 
people to exercise choice and control; to ensure equity of access; and to provide for 
regular and independent review of the system. 

The new Act must enshrine the rights of older people who are seeking or receiving aged 
care. This will leave no doubt to all involved in the system about the importance placed on 
these rights. A rights-based approach must guarantee universal access to the supports 
and services that an older person is assessed as needing. 

The proposed rights are elements of a core human right from Article 12(1) of the 
International Covenant on Economic, Social and Cultural Rights ratified by Australia in 
1972: ‘the right of everyone to the enjoyment of the highest attainable standard of physical 
and mental health’.2 
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For people seeking aged care, those rights include the right to equitable access to care 
services in accordance with needs and the right to exercise choice between available 
services. For people receiving aged care, they include: the right to freedom from degrading 
treatment, or any form of abuse; the right to liberty; the right of autonomy and to make 
decisions about their care; the right to fair and non-discriminatory treatment; and the right 
to voice opinions and make complaints. For people providing informal care, the rights 
include the right to reasonable access to supports in accordance with needs and to 
enable reasonable enjoyment of the right to social participation. 

The new Act should articulate the purpose and guiding principles of the new aged 
care system. 

Purpose of the aged care system 
The purpose of the aged care system must be to ensure that older people have  
an entitlement to high quality aged care and support and that they must receive it. 
Such care and support must be safe and timely and must assist older people to  
live an active, self-determined and meaningful life in a safe and caring environment 
that allows for dignified living in old age. 

This purpose should be the touchstone for the administration of the new system. 

We have identified two paramount principles for the administration of the new Act: to 
ensure the safety, health and wellbeing of people receiving aged care, and to put older 
people first so that their preferences and needs drive the delivery of care. The purpose  
and the guiding principles should be embedded and evident in every part of the system, 
from aged care policy development through to on-the-ground aged care service delivery. 

The principles are mandatory and provide high-level guidance to all the participants in  
the aged care system about what is important. Commissioner Briggs has developed a 
simple guide to the principles, with which Commissioner Pagone agrees. This should  
help everyone working in aged care to keep the principles at the centre of their thoughts  
on a day-to-day basis. Put simply, the aged care system should put older people first  
and it should be equitable, effective, ambitious, accountable and sustainable. 

Supporting people to age well 
The experience of ageing is different for everyone. Some people are fit and healthy well 
into their 80s, while others may experience cognitive decline or frailty well before then. 
Their experience is influenced as much by social expectations as by the biological process 
of ageing. There is much that can be done to help people live a more active, healthy and 
engaged lifestyle as they age. 
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 The aged care system is only one component of what is needed to support people to 
age well. There are other government strategies and policies that can complement formal 
aged care to help people live a long life in good health. These strategies include designing 
age-friendly communities that support people to stay in their own homes into later life, 
age-friendly city and town design, and fostering more positive attitudes and beliefs about 
older people. 

Beyond this, there are everyday things that all of us can do to enable older people to live 
their lives to the fullest extent possible, to be less isolated, and to be happier. We urge all 
Australians to talk to their older relatives, friends or neighbours about what they can do for 
them. Older people should also be encouraged to think about what it is that would make 
them happy, and to have some goals or objectives for each day or week that give purpose 
to their lives. 

There is a tendency to think of ‘aged care’ in isolation rather than as part of a spectrum 
of supports and care that can assist older people. We consider that there should be an 
integrated system for the long-term support and care of older people and their ongoing 
community engagement. 

The potential for an integrated system of supports should be the focus of a new National 
Cabinet Reform Committee on Ageing and Older Australians. The Australian Government’s 
role is clear––national leadership is required on these matters, alongside its responsibilities 
for age pensions and the aged care system. State and Territory Governments also have a 
critical role to play in helping people age well, especially through housing and health care. 
Placing this issue on the National Cabinet agenda will open the avenues needed for holistic 
attention to be given to the current patchwork of arrangements across housing, welfare, 
retirement incomes policy, health and aged care. 

The challenges presented by forging a new aged care system for Australia extend beyond 
the Government to the entire community. Only the community can bring to bear the desire 
and will for lasting change. It is a change that sees growing older as a normal part of life— 
as a stage of life that holds the potential for happiness and fulfilment. We are confident that 
the community supports this fundamental change for aged care. That change should take 
as its foundation the new Act, with its purpose, outcomes and principles, and the universal 
rights that we propose. 

All the participants in the aged care system should then adopt these aged care 
foundations, and take the necessary steps to transform the aged care system and deliver 
greatly enhanced high quality and safe aged care for older people so that they are able  
to live a meaningful and dignified life. 
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1.3.2  Governing for older Australians 
Better system governance is crucial to the reform of aged care. Effective governance 
of the aged care system requires ongoing guidance and direction, steering the system 
towards long-term policy outcomes, monitoring performance, addressing emerging issues 
and holding players in the system accountable for performance. The overall objective 
of system governance must be to ensure that people receive safe and high quality aged 
care according to their needs. 

We use the term ‘aged care system’ to describe all the entities, structures, people and 
processes contributing to how care to older people is provided, regulated and funded 
and the policies that shape that care. 

The Australian aged care system has been under prolonged stress and has reached 
crisis point. The tragic impact of the COVID-19 pandemic highlighted weaknesses 
and shortcomings in the system, especially the reactive nature of its governance. 

The Australian Government has policy and administrative responsibilities for aged care 
exclusive of the States and Territories. Responsibility for quality and safety and prudential 
regulation sits with the independent Aged Care Quality and Safety Commission. All other 
responsibilities relating to management and governance remain with the Minister for Health 
and Aged Care and the Australian Department of Health. 

The Minister and the Department (and their predecessor Ministers and Departments) have 
over many years had the means available to achieve effective leadership of the aged care 
system, but failed to do so. The Australian Government has been the dominant funder of 
aged care services, but it has not funded the system adequately. It has been in a position 
to create mechanisms for measuring performance of the aged care system and identifying 
areas for improvement. It has been responsible for design of an effective regulatory 
system. It has failed to discharge these responsibilities adequately. 

Policy developments over recent decades have aimed to encourage competition between 
providers of aged care services in the expectation that competitive market forces would 
lead to innovation and improvements in quality and safety outcomes. Consistent with a 
market-based perspective, the Australian Government has not taken an active system 
governance role. Instead, it has tended to react to adverse developments, often belatedly. 
There has been a vacuum in leadership of the entire aged care system and an unspoken 
assumption that market forces should generally be left to themselves, subject to quality 
regulation of the providers. 

It is clear to us that a thorough systemic redesign is required to improve the aged 
care system. To deliver this, we recommend there should be new, robust governance 
arrangements, including the establishment of the institutions necessary to drive 
improvements to the aged care system. 
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We differ, however, on the institutional form that certain aspects of these governance 
arrangements should take. The model that Commissioner Pagone prefers involves greater 
independence from the Australian Government of the institutions that he proposes should 
govern the system. While Commissioner Briggs supports greater independence in certain 
areas such as quality regulation, she believes that reforming existing institutions will deliver 
aged care reform more quickly and effectively in an environment of greater transparency 
about system performance. Commissioner Pagone is concerned that the cultural issues 
in the current institutions that have led to the problems we have observed in the system 
are engrained in the nature of an organisation subject to Ministerial direction. While the 
models that we propose are different, they have many similarities, such as a strong regional 
presence and active intervention in the market to ensure the delivery of high quality and 
safe aged care. We both recommend stronger accountability through the establishment 
of an Inspector-General of Aged Care. 

We recognise that the design of Australian Government institutions is a matter for 
the Government. We therefore offer in good faith two models for the Government to 
consider, together with associated changes to institutional arrangements, on many 
of which we agree. 

Institutional arrangements: terminology 
Commissioner Pagone recommends an Independent Commission model that involves 
greater independence from the Australian Government of the institutions to govern the 
system. He recommends establishing a new independent Commission—the Australian 
Aged Care Commission. This newly created body should perform the roles of System 
Governor, Quality Regulator and Prudential Regulator. Aged care pricing should be carried 
out by a new body—the Australian Aged Care Pricing Authority. 

Commissioner Briggs recommends a Government Leadership model that supports greater 
independence in certain areas such as quality regulation and pricing, but maintains a 
strong Australian Government system leadership and stewardship role. Commissioner 
Briggs proposes that a reformed Department of Health and Aged Care should perform 
the roles of System Governor and Prudential Regulator. Quality regulation should be the 
responsibility of a reconstituted Aged Care Safety and Quality Authority. Aged care pricing 
will be included in the responsibilities of the renamed the Independent Hospital and Aged 
Care Pricing Authority. 
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To assist with readability, throughout the text of this report, unless otherwise specified,  
we use the shorthand terms ‘System Governor’, ‘Quality Regulator’, ‘Prudential Regulator’ 
and ‘Pricing Authority’ which have the meanings as set out in the following table: 

Term Independent Commission model Government Leadership model 

System
Governor 

Australian Aged Care Commission Australian Department of Health 
and Aged Care 

Quality
Regulator 

Australian Aged Care Commission Aged Care Safety and Quality Authority 

Prudential  
Regulator 

Australian Aged Care Commission Australian Department of Health   
and Aged Care 

Pricing
Authority 

Australian Aged Care Pricing Authority Independent Hospital and Aged Care 
Pricing Authority 

Independent Commission model | Commissioner Pagone 
The Australian Government should implement governance arrangements for the aged 
care system that are independent of Ministerial direction. An independent, dedicated 
statutory body should be established as system governor, administrator and regulator— 
the Australian Aged Care Commission. A specialist Australian Aged Care Commission 
can give undivided attention and focus to its task of being an effective system governor 
of aged care to ensure that high quality aged care reaches those who need it. 

The barriers to effective governance in the current system include the concentration of 
powers and functions in the Minister for Health and the Department of Health. Prior to 
administrative arrangements changes in late 2020, the Minister for Aged Care had been 
junior to the Minister for Health. Aged care responsibilities were not directly represented 
in Cabinet but folded in amongst the wider responsibilities of the Minister for Health. 
This reflected the lower significance, budgetary weight and prestige that successive 
Australian Governments have attributed to aged care, relative to other citizen services 
and government priorities. The care of older Australians should not be overwhelmed by 
the Departmental of Health’s priorities, bureaucracy and budgets. Neither should it be 
overwhelmed by the Government’s other priorities and budget considerations. Although 
recent changes have given greater priority to aged care, making this a responsibility  
of a Commission rather than the current department will ensure a dedicated focus on  
aged care and single-minded attention to implementing the reforms we recommend. 

The weight of evidence before me is that the current departmental arrangements fail to 
meet Australians’ expectations for a reliable well-governed aged care system. The extent 
of the problems documented in this report is such that incidental changes to the way the 
system is structured and governed will not be sufficient to build a better, sustainable long-
term care system. Some of the issues that we have identified––including the waiting lists 
for care and the real reductions in the funding of care––came about because the system 
was working as it was designed to work and not because the system was not working.  
A fundamental redesign is required. 
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I recommend that the key functions of system management, regulation and system 
governance should be brought within the one organisation, the Australian Aged 
Care Commission: 

• System management includes the approval of providers, receiving and acting 
on feedback and complaints, funding administration, workforce planning and 
development, provider capacity-building, service coverage and market evaluation, 
and special interventions in ‘thin’ markets. 

• Regulatory functions include quality and safety monitoring and compliance,  
financial risk monitoring, and prudential regulation of providers. 

• System governance involves providing overall direction in steering the system 
toward the achievement of long-term policy outcomes, constantly monitoring 
the performance of the system for emerging issues, and proactively addressing 
issues before they become problematic. 

Currently, the Aged Care Quality and Safety Commission is independent from the 
Australian Department of Health. Under the Australian Aged Care Commission model,  
the regulatory functions would remain independent from Government but would 
be exercised within the same organisation as that which is responsible for system 
management. Conferral of discrete responsibilities for regulation, system management  
and other functions on different appointed commissioners within that organisation  
would ensure that the goals of quality and safety regulation are never compromised.  
The advantage in consolidating these functions in the one organisation is that many  
of them are interrelated and should benefit from coordinated attention. 

System management and quality regulation should be directed to the same goals,  
namely, the protection and advancement of the interests, health and wellbeing of people 
who need and receive aged care. The same is true of oversight of financial risk, prudential 
regulation, the approval of providers, and complaints handling. Consolidation within one 
organisation would limit the risks of delay in identifying emerging problems or inaction  
in addressing them. 

I propose that the Australian Aged Care Commission should have a network of regional 
or local offices throughout Australia. To give impetus to decentralisation of its operations, 
I recommend that its headquarters should not be in Canberra. This regional presence will 
enable allocation and integration of resources according to the identified needs of the  
local population. 

The Australian Aged Care Commission should be prepared to, and be equipped to, 
intervene proactively in the aged care ‘quasi-market’. The Commission should use its 
powers, including for the approval, commissioning and funding of providers, to ensure 
an adequate coverage of services to meet needs across Australia and an adequate 
number and mix of providers to enable older people seeking services to exercise an 
informed choice. 
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I propose that the Australian Aged Care Commission’s operating budget should be  
by way of special appropriation from the Consolidated Revenue Fund. While this might  
not always insulate it entirely from annual budget pressures, it would create a clearly 
identified, separate and dedicated stream of funding, and variations to the funding  
would be highly visible. 

The Australian Aged Care Commission should consist of a governing board, which 
includes its commissioners, a chief executive officer, and staff. The board would consist 
of a number of commissioners, one of whom (the Presiding Commissioner) would be the 
chair, and a small number of non-executive board members. The board should be given 
responsibility for: the strategic direction of the Commission; governance of the structures 
and processes adopted for the proper discharge of its functions; and for intervening if 
the performance of the Commission, or that the aged care system as a whole, is below 
reasonable expectations. To promote independence from the sector, members of the board 
must be independent of current involvement in the aged care sector. The Secretary of the 
Department responsible for aged care should be an ex officio member of the board. 

The Presiding Commissioner should have an overarching role, and special responsibility 
for system governance. Specific responsibilities for the important functions should be 
assigned to the other commissioners, as follows: 

• quality, safety and prudential regulation––to a Quality Commissioner 

• system management functions and funding administration––to a System 
Commissioner 

• ensuring that appropriate aged care services are widely available for 
Aboriginal and Torres Strait Islander people––to an Aboriginal and Torres 
Strait Islander Commissioner 

• planning and development of the aged care workforce––to a Workforce 
Development and Planning Commissioner 

• investigation and resolution of complaints––to a Complaints Commissioner. 

The Minister should appoint an Aged Care Advisory Council to advise the System 
Governor on policy matters concerning the performance of the aged care system and on 
matters of importance from the perspectives of older people who need and use aged care 
services, the workforce, providers, educators, and professionals involved in the provision 
of aged care. Its membership should be drawn from all relevant aspects of the aged care 
system, including people receiving aged care, representatives of the aged care workforce, 
approved providers, health and allied health professionals, specialists in training and 
education, and independent experts. 

Responsibility and accountability under the Australian Aged Care Commission model 
are important issues. At the heart of its duties, the Australian Aged Care Commission 
should be responsible to older people who need, or may need, aged care. Parliament 
should define its objectives in the new Act and hold the Australian Aged Care Commission 
accountable for its performance in meeting those objectives. Taxpayers expect that the 
funds that they provide will be handled carefully and in accordance with their wishes. 
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The new Act will clearly set out the principles that will guide the Australian Aged Care 
Commission and its operations. 

The Australian Government and relevant Minister maintain ultimate accountability to 
the Parliament and to the public. There would continue to be a Minister responsible for 
aged care, supported by an Australian Government department. The Minister would 
be responsible for law reform, policy development and critical appointments, including 
making recommendations to the Governor-General about appointments to the board of the 
Australian Aged Care Commission, and appointing the members of the Advisory Council. 

Government Leadership model | Commissioner Briggs 
On receiving the Royal Commission’s Final Report, the Australian Government will be  
faced with a very major decision which will set the scene for the most significant shift  
in the aged care system in decades—taking it to a rights-based and entitlement-based 
system, with a considerable increase in aged care expenditure and taxpayer obligations. 
Such a decision can only be taken responsibly by, and its implementation led by, the 
Australian Government. 

In our Westminster system of government, responsibility for deciding on national values, 
interests and priorities rests with the elected government, through its Cabinet processes. 
Decisions about aged care involve social values and preferences. These are matters 
for collective consideration by the Cabinet and Parliament, as representatives of the 
people. They are not matters for arms-length agencies independent of the Government 
to determine. 

I consider that aged care entitlements should be funded through a Special (Standing) 
Appropriation.  This would mean that aged care entitlements could be paid without the 
need to go back to Parliament each year seeking additional funds. This requires that aged 
care funding be managed by a Department of State.  It would not meet the Government’s 
financial management arrangements, and it would not be acceptable to taxpayers, for 
more than $30 billion of taxpayer funds to be handed over every year to non-elected 
individuals operating outside the direct control of Ministers to be spent as they see  
fit. Recent experience with the Australia Post and ASIC expenses scandals points to 
the difficulties with arms-length bodies in maintaining the tight controls over corporate 
expenses that would be expected of a Department of State. 

In concluding that Ministers and their Departments should continue to be responsible 
for the management and delivery of aged care, I am not arguing for the status quo. 
Experience over the past 20 years has shown that Ministers and their Departments have 
not always demonstrated the compassion and concern for the interests of older people 
that the public would expect.  It is fair to say that many people have lost confidence in the 
leadership and oversight of the aged care sector.  There is, therefore, a great and pressing 
need to strengthen the current arrangements if the trust and confidence of the Australian 
community in the Government’s stewardship of the aged care system is to be rebuilt  
and maintained.  
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It is vital that Ministerial responsibility for the aged care system should rest with a Cabinet 
Minister for Health and Aged Care so that the health and aged care systems can be as 
integrated as possible and aligned with relevant State and Territory arrangements, thereby 
delivering the best outcomes for older people. The Government’s recent decision to make 
Aged Care a Cabinet-level responsibility is welcome. 

In our system of government, Ministers are supported by a Department of State. This 
is a key part of collective decision-making. What a Department can do well, in a way that 
is not open to a separate agency, is to lead policy and to coordinate its work with that 
of other departments and State and Territory Governments. Interactions with other areas 
of Government policy matter to the quality of aged care. This is especially true of health, 
but also of other areas important to older people, such as housing, education and training, 
infrastructure, and transport. 

Urgent reform of aged care is needed. Further delays while changes to institutional 
structures are rolled out would leave these urgent problems unaddressed for too long. 
The example of the National Disability Insurance Agency is a case in point. The Department 
of Health and Aged Care can hit the ground running and make an immediate start on 
implementing and embedding lasting reform, in a way that an off-site implementation 
unit will never achieve. 

In the new aged care system, the Department will need to be a proactive system leader 
that drives reform of the sector. This will necessarily involve cultural change. I am therefore 
proposing an explicit and stronger role for the Department in governance of the aged care 
system and the establishment of an Office of Aged Care. The Department’s role should be 
based on the concept of stewardship—the Department as steward of the public resources 
applied to the aged care system, with an overriding aim of ensuring that the component 
parts of the aged care system work together in an efficient and effective way to achieve 
high quality and safe care for older people. 

Stewardship requires a governance system that is characterised by active engagement 
to ensure that the aged care system is the very best that it can be. An important part 
of stewardship is evaluation and continuous improvement of the delivery of aged care 
services. This should include building the capacity of providers, promotion and sharing 
of best practice, and targeted investments to support the development of workforce and 
provider capabilities. 

Policy development happens nationally, but aged care is always delivered locally, so the 
Department will need a well-resourced and locally-based regional arm. Local approaches 
to system management are key to achieving lasting change. Through the regional network, 
the Department will maintain a local presence to ensure that it is able to listen to the local 
community, match service solutions to local needs, and provide personal support for 
older people. 
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The functions of the Department should include: 

• policy advice and support to the Minister for Health and Aged Care 

• program design and implementation 

• funding and system financing 

•  oversight and management of the delivery through the network of service providers 

• evaluating the performance of the system and continuous improvement of services 

• prudential oversight and regulation 

• workforce planning and management. 

In undertaking their functions, the Minister and the Department will need to engage directly 
with older people to ensure aged care meets their needs. I propose that a high level and 
influential body, the Council of Elders, be established. The Council of Elders would speak 
truth to power and provide a continuing voice to Government from older people. The 
Council should have a wide remit to consult older Australians and advise the Minister  
and Department on aged care from the perspective of the quality and safety of care  
and the rights and dignity of older people. 

The current quality regulator, the Aged Care Quality and Safety Commission, is 
independent from the Department of Health. This is consistent with the general practice 
in government that regulators should not develop the legislation they are expected to 
enforce. The Productivity Commission in 2011 and the Carnell-Paterson review in 2017 
both recommended the separation of the quality regulator from the Department’s policy 
and funding responsibilities. 

Under my governance model, I propose that this independence is maintained and built 
upon. The Aged Care Quality and Safety Commission should be reconstituted and 
revitalised as an independent Aged Care Safety and Quality Authority. The Authority would 
work to an independent governing board. Its charter would be more tightly targeted to 
it being the ‘tough cop on the beat’, with responsibility for approval and accreditation of 
providers, monitoring and enforcing compliance, and handling complaints about provider 
non-performance within the regulatory framework. 

Pricing Authority 
One of the longstanding shortfalls in the aged care system is the absence of any firm basis 
on which to adequately fund the sector. Funding levels are based largely on historical 
precedents and ad hoc decisions, which bear little direct relevance to the actual cost  
of delivering care. We both agree that it is very important that an independent pricing 
agency should be responsible for determining the costs of providing safe and high quality 
aged care services. 

While we both consider that a Pricing Authority should be established that is independent 
from the aged care sector and the Government, we differ on the detail of how this should 
be achieved. 
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Commissioner Pagone recommends the establishment of a new pricing authority 
specifically for aged care. The function of determining the prices and subsidies for aged 
care services calls for highly specialised capabilities. The Independent Hospitals Pricing 
Authority, even if expanded with a focus on aged care, is not the best model for aged care 
because there are very significant differences between the costing studies undertaken by 
the Independent Hospitals Pricing Authority and the type of economic regulator role that is 
proposed for aged care. The Australian Government should establish an Aged Care Pricing 
Authority and confer on it all necessary functions for determining prices for specified aged 
care services to meet the reasonable and efficient costs of delivering those services. 

Commissioner Briggs recommends expansion of the functions of the existing Independent 
Hospital Pricing Authority, and renaming it as the Independent Hospital and Aged Care 
Pricing Authority. The Independent Hospital Pricing Authority has considerable expertise 
in collecting and analysing cost data and developing and refining classification systems 
for public hospitals. All these tasks would be involved in establishing a robust system for 
determining the costs of aged care, and the Authority’s current expertise could be readily 
built upon to bring in aged care. The alternative of establishing a new agency would be 
inefficient, take considerable time and delay urgently needed accurate assessments  
of the costs of the component parts of the aged care system. 

Inspector-General of Aged Care 
We both recommend the establishment of an independent office of the Inspector-General 
of Aged Care. The primary functions of the proposed Inspector-General of Aged Care 
should be to identify and investigate systemic issues in the provision or regulation of aged 
care, to make and publish reports of its findings, and to make recommendations to the 
System Governor and the Minister. 

The Inspector-General should have a broad scope to review all aspects of the aged 
care system, including the functions and processes of the System Governor and Quality 
Regulator, and systemic issues relating to the performance of providers and treatment 
of people who need care. The Inspector-General of Aged Care would also perform 
a critical role in monitoring and reporting on progress with the implementation 
of our recommendations. 

Conclusion to governing for older Australians 
Although we differ on certain details of the institutional arrangements that we recommend 
for the future aged care system, we are united in urging the Australian Government to 
establish an enduring institutional framework that will provide proactive system governance 
to deliver high quality and safe care in the interests of older people. 

During our last series of hearings, in September 2020, Mrs Rosemary Milkins PSM 
reminded us of how important it is to achieve the kind of system governance that older 
Australians deserve: 
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It should be brave, it should be innovative. It should actually fix some of the issues that  
people constantly talk about, rather than pointing at others: it’s not me, it’s yours. It needs  
to be more audacious than it is. It clearly is the lost land. And that really is an indictment  
of our values. It needs, above all, stronger leadership.3 

We urge the Australian Government to take this advice to heart in its deliberations on 
the models we have offered, and to be brave and innovative in its response. We urge 
the Australian Government to implement one of our models promptly and in full, providing 
all the necessary resourcing and political support that will be required to achieve this, 
and then to continue providing the ongoing support needed to embed the reforms 
that our elders so richly deserve and to take them even further over time. 

1.3.3  Ensuring quality and safety: the imperative 
Our Terms of Reference task us with advising on what can be done to ensure that aged 
care services are ‘high quality and safe’.4 This is the driving imperative for our Final Report. 

We draw particular attention to the expression ‘high quality’. Our recommendations are 
directed to establishing an aged care system that will consistently deliver high quality aged 
care to older people in Australia, rather than merely meeting accreditation standards. 

High quality care must be the foundation of aged care. There must be a universally shared 
understanding by government, providers, and by older people and their family and friends 
of what high quality aged care means in Australia. We propose the following definition: 

High quality aged care puts older people first. It assists older people to live a self-determined 
and meaningful life through expert clinical and personal care services and other support, 
provided in a safe and caring environment. High quality aged care is respectful, timely and 
responsive to older people’s preferences and needs and assists them to live a dignified life. 

High quality aged care is provided by caring and compassionate people who are educated 
and skilled in the care they provide. It enables older people to maintain their capacities for 
as long as possible, while supporting them when they experience functional decline or need 
end-of-life care. 

High quality aged care delivers a high quality of life. It enables people to engage in meaningful 
activities that provide purpose, and provides the opportunity for people to remain connected to 
their community. 

Currently, there is no clear statement in the Aged Care Act of the basic responsibility of 
approved providers to ensure that the care provided to residents is safe and of high quality. 
This is a major gap in the legislation. 

We recommend that there should be a general duty on an approved provider to ensure, 
so far as is reasonable, the quality and safety of its aged care services. A failure to comply 
with this duty where that failure exposes residents to a risk of harm, will expose a provider, 
and its key personnel, to a civil penalty at the suit of the Quality Regulator. The provider 
may also be required to compensate a resident harmed by the failure. This will send a 
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clear message to providers, their key personnel, the community and the regulator that 
the primary duty of an approved provider is to ensure the health, wellbeing and safety 
of its residents. 

Areas for immediate attention 
While the evidence before us has reflected a wide range of concerns about aged care 
quality and safety, we have singled out four concerns for immediate attention: food  
and nutrition, dementia care, the use of restrictive practices, and palliative care. 

Many witnesses gave evidence about the inadequacy of the quality and quantity of food in 
residential care. This is an area in urgent need of improvement. A representative study of 
60 Australian residential aged care services conducted in 2017 concluded that a staggering 
‘68% of residents were malnourished or at risk of malnutrition’.5 Poor nutrition in aged 
care is related to falls, fractures, pressure injuries and unnecessary hospitalisation. 

The current Aged Care Quality Standard for meals stipulates that ‘where meals are 
provided, they are varied and of suitable quantity and quality’. This leaves much to the 
discretion of the provider and is not easily enforceable. How ‘varied’ do meals have to be? 
What does ‘suitable’ mean? 

The standard for the provision of meals in aged care facilities should be reviewed as part 
of the review of the Aged Care Quality Standards we are recommending. As a critical first 
step, increased spending to improve the quality of food can be achieved as part of an 
immediate conditional increase in the Basic Daily Fee of $10 per resident per day that we 
recommend. The additional funds are to be spent on daily living needs, especially nutrition. 

It is estimated that more than half of the people living in permanent residential aged care in 
2019 had a diagnosis of one of the forms of dementia. The real percentage is likely higher, 
given the prevalence of undetected dementia. 

Despite this, our inquiry has revealed that the quality of aged care that people living with 
dementia receive is, at times, abysmal. We heard time and time again that staff members 
do not have the time or the skills to deliver the care that is needed. The quality of dementia 
care in the aged care system needs significant and immediate improvement. 

All mainstream aged care services should have the capacity to deliver high quality aged 
care for most people living with dementia—dementia care should be core business. This 
includes having the right number and mix of staff who are trained in dementia care, having 
the right physical environment (in residential care), and having the right model of care. We 
recommend mandatory dementia training in residential aged care and in care at home.  

Ensuring people living with dementia receive the support and services that they need 
does not begin when they access aged care services. Dementia care extends across a 
continuum from diagnosis through to palliative care, and includes prevention, primary 
care and hospital care. 
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We recommend that the Australian Government should establish a comprehensive and 
accessible post-diagnosis support pathway for people living with dementia and their carers 
and families. A national dementia support pathway should assist people to navigate the 
complex systems through which care is provided—the information, coordination, care, 
education and social support services. 

Even with additional training on dementia and the introduction of a dementia support 
pathway, the aged care sector will continue to require specialist support and advice on 
dementia care, particularly to assist people with complex symptoms. The Australian 
Government has recently established the Specialist Dementia Care Program to support 
people exhibiting severe changed behaviours associated with dementia who are unable 
to be appropriately cared for in mainstream aged care services. It comprises a national 
network of Specialist Dementia Care Units. It is expected there will be 35 units of about 
eight beds each, with at least one unit operating in each of the 31 Primary Health Networks 
by 2022–23. 

Because the Specialist Dementia Care Program was introduced as this inquiry was being 
conducted, we have not had the opportunity to consider its effectiveness. It is not clear if 
the program will be sufficient to meet demand. We therefore recommend a review of the 
size and effectiveness of the program, once the rollout is complete, with the Australian 
Government to implement any findings urgently. 

The overuse of restrictive practices in aged care is a major quality and safety issue. 
Restrictive practices impact the liberty and dignity of people receiving aged care. Urgent 
reforms are necessary to protect older people from unnecessary, and potentially harmful, 
physical and chemical restraints. 

Deficiencies in regulation of restrictive practices have been identified as a significant 
human rights issue in Australia. A strong and effective regulatory framework to control the 
use of restrictive practices should be implemented as a matter of priority. The Australian 
Law Reform Commission has recommended that there should be a nationally consistent 
approach to the regulation of restrictive practices. It has also said that a consistent 
approach to restrictive practices in aged care and disability services is desirable ‘both  
as a matter of principle and pragmatism’.6 

Regulation of restrictive practices should be informed by respecting and supporting 
people’s rights, dignity and personal autonomy, while providing clarity about the 
circumstances in which care or treatment, including restrictive practices, may be 
authorised. We recommend that the Australian Government should amend the Quality of 
Care Principles 2014 (Cth) to provide that the use of restrictive practices in aged care must 
be based on an assessment by an independent expert. It should be subject to ongoing 
monitoring and reporting, with a behaviour support plan lodged with the Quality Regulator. 
Restrictive practices should only be used where alternative strategies to meet the person’s 
needs have been tried and found unsuccessful. Any exception that applies if a restrictive 
practice is necessary in an emergency should only apply for a short period, for as long  
as needed to prevent significant harm. 
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High quality palliative care is essential to ensuring that an older person can live their 
life as fully and as comfortably as possible as they approach death. Compassionate, 
respectful and individualised support for older people approaching the end of their 
lives is a necessary component of aged care services. 

A number of our recommendations will contribute to ensuring high quality palliative care 
becomes core business for aged care services. These include a right to fair, equitable and 
non-discriminatory access to palliative and end-of-life care, improved access to specialist 
palliative care services and requirements for regular staff training. Urgent consideration 
should also be given to how palliative care is reflected in the Aged Care Quality Standards. 

Quality standards 
Quality standards are a powerful tool to maintain and improve quality of aged care. They 
are statutory-based obligations of services, which identify the characteristics of aged care 
and the care environment that contribute positively to, or alternatively place at risk, the 
safety, health, wellbeing and quality of life of people receiving care. Such standards can 
motivate providers to achieve the expectations for quality. They also set the regulatory 
parameters for assessment of provider performance. The formulation of suitable quality 
standards is central to achieving and measuring high quality care. 

The existing Aged Care Quality Standards do not define quality, or high quality, aged care. 
By their nature, they set out the minimum acceptable standards for accreditation. The 
Australian Department of Health develops the Standards for the Minister’s consideration, in 
consultation with the aged care sector and the aged care regulator. While the Department 
consults relevant experts, the evidence suggests that the views of such experts are not 
always followed. 

By contrast, quality standards for the health sector are set by a specialist statutory 
body, the Australian Commission on Safety and Quality in Health Care. The Standards 
prepared by that Commission appear to us to be far more comprehensive, rigorous and 
detailed than the existing Aged Care Quality Standards. The Chief Executive Officer of the 
Australian Commission on Safety and Quality in Health Care, Professor Debora Picone AO, 
considers that there should be ‘greater harmonisation between the quality standards that 
apply in health care and those standards that apply in aged care’.  We agree. 7

We recommend that the Australian Commission on Safety and Quality in Health Care 
should be renamed the ‘Australian Commission on Safety and Quality in Health and 
Aged Care’, and its role expanded to include formulating standards, guidelines and 
indicators relating to aged care safety and quality. The Commission should undertake 
periodic reviews of the Aged Care Quality Standards. It should also urgently review and, 
if it considers appropriate, amend the Standards in the areas of nutrition, dementia care, 
palliative care and other clinical care priorities, and provider governance. Further, the 
Commission should progressively review standards for staffing, diversity, aged care plans, 
quality of life and wellbeing. 
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Quality measurement and reporting 
It is difficult to measure quality in the current aged care system. This is a major failing.  
A comprehensive approach to quality measurement and reporting has three linked 
elements: indicators to measure quality, benchmarking for continuous improvement,  
and a star rating system for comparing the performance of providers. 

If the Aged Care Quality Standards set the rules for the quality of aged care, quality 
indicators enable that quality to be measured. As explained by Professor Picone: 

Measurement of indicators…is fundamental to advancing safety and quality improvement— 
meaningful metrics are required to understand what the major safety issues are across the 
care continuum, to proactively mitigate patient safety risks and stimulate improvement.8 

Lack of quality indicator data is a significant impediment to understanding the performance 
of the aged care system and providers, and ensuring accountability for that performance. 
As we explain above, although it is a crucial part of our Terms of Reference, we have 
found it very difficult to assess the extent of substandard aged care in Australia due to 
insufficient quality indicator data. Similarly, without quality indicators, comparing providers’ 
performance with each other and over time is very difficult. 

Quality is not adequately measured in the Australian aged care system. Until 2019, there 
were no mandatory quality indicators. Under the National Aged Care Mandatory Quality 
Indicator Program, residential aged care services are now required to report on only three 
indicators: pressure injuries, use of physical restraint and unplanned weight loss. There 
are still no quality indicators for home care. 

We heard criticisms of the limited scope of the National Aged Care Mandatory Quality 
Indicator Program. Following a 2019 review, the Australian Government has advised 
that it plans to introduce two new quality indicators relating to medication management 
and falls and fractures. 

While these are positive steps, they are not enough. We recommend that the proposed 
Australian Commission on Safety and Quality in Health and Aged Care should develop 
a more comprehensive suite of quality indicators for residential aged care and aged care 
in the home. This should include a quality of life assessment tool for people receiving 
aged care. Quality of life is a measurable outcome of good person-centred care, and 
good quality of life is shown to have positive impact on clinical outcomes. 

Benchmarking is a powerful component of a quality measurement system. Benchmarks 
allow providers to compare their performance against reasonable expectations, providing 
an impetus for continuous improvement. They also allow the Quality Regulator to judge 
performance across the system. 

We recommend that the Australian Government should implement reporting and 
benchmarking of provider performance against quality indicators. The proposed 
Australian Commission for Safety and Quality in Health and Aged Care should develop a 
methodology to enable providers to be benchmarked against similar providers. Using these 
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benchmarks, the System Governor should track sector and provider performance and set 
progressive improvement targets to raise performance against quality indicators over time. 
The System Governor should also publicly report on sector and provider performance 
against the benchmarks. 

Star ratings are the third element of our proposed comprehensive approach to quality 
measurement and reporting. It is critical that the public has access to information about the 
performance of individual services, in a way that is accessible and easy to understand—a 
system of star ratings enables this. It is an essential tool for differentiating between aged 
care services. 

This is particularly important for older people who are choosing an aged care provider. 
Equally, people who are receiving care have a right to know about the performance of their 
service provider and alternatives so that they can make informed decisions about whether 
to change providers. It is also important that families and friends of older people, advocacy 
organisations, policymakers, legislators and the media have access to this information. 

The Service Compliance Ratings system recently introduced by the Australian Government 
falls well short of the system that we consider is needed. Under that system, services that 
meet all minimum standards, and have no current sanctions, will automatically be given 
the highest rating. The ratings do not differentiate between providers who just meet the 
standards and those who are outstanding. This is far from adequate information. 

We recommend that the Australian Government should develop and publish a system 
of star ratings based on measurable indicators that allow older people and their families 
to make meaningful comparisons of the quality and safety performance of providers. 

Graded assessment against the Aged Care Quality Standards should be a central part 
of the new star rating scheme. The scheme should also incorporate a wider range of 
measurable data and information to allow meaningful comparisons which reflect the 
elements of high quality care. This should include performance against clinical and  
quality indicators, staffing levels, and robust consumer experience data. 

1.3.4  An entitlement to care: a new aged care program 
Older Australians should have an entitlement to aged care. Alongside Medicare, the 
Pharmaceutical Benefits Scheme and the age pension, older Australians should be  
able to rely on the aged care program for support when and where they need it. 

The central task of our inquiry is to recommend ways to improve aged care for Australians. 
This must include a redesigned program of funded services to deliver high quality and  
safe care to older people in their homes, in the community and in residential facilities.  
Our recommendations are informed by evidence about what works under the current 
programs and related administrative arrangements and what does not. They reflect our 
vision for better outcomes for older people who need care, and the beneficial impact  
on our communities and society when older people are supported to live independent  
and meaningful lives. 
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We have heard of the challenges posed by the current multiplicity of programs and services 
in aged care, each with their particular eligibility criteria, assessment processes and budget 
allocations. The disparate aged care programs should be consolidated and simplified  
in a new aged care program. 

We recommend a new aged care program aimed at achieving seven essential outcomes: 

• person-first—care and supports which address physical, social, psychological, 
cultural and spiritual needs, supporting people to function independently for as 
long as possible 

• simplicity—one aged care program, one set of eligibility criteria and one 
assessment process 

• accessibility—information that is easy to locate and understand with 
face-to-face supports 

• universal entitlement—once entitled to care, guaranteed access to the care 
and supports assessed as needed 

• timeliness—assessments and reassessments of need occur when required 
and services commence within one month of assessment 

• choice of settings—in the home, community and residential care 

• inclusiveness—recognition of a person’s diverse characteristics and 
delivery of culturally safe and trauma-informed care. 

Access to the new aged care program should be facilitated by better information, 
a single avenue of assessment and personalised assistance to gain services. 

Information about aged care services should be easy to understand, access and use.  
To ensure that people have a genuine entitlement to aged care, older people must be able 
to find and use the care and supports that they are assessed as needing. We recommend 
that the System Governor should fund and support strategies to: 

• improve public awareness of the resources available to assist people to plan for 
ageing and potential aged care needs 

• improve knowledge about aged care among health professionals with whom 
older people have frequent contact, particularly general practitioners 

• encourage public discussion about, and consideration of, aged care needs. 

The official government information service for the aged care system is My Aged Care, 
which provides information on aged care and helps people find care services in their local 
area. While the Australian Government has recently made improvements to My Aged Care, 
more remains to be done. To improve My Aged Care, the System Governor should include 
useful information about the relative performance of approved providers. This should help 
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people to make informed choices about the right services and the best providers 
to meet their needs and circumstances. 

People seeking aged care should receive timely access to assessment of their needs 
through a streamlined, single assessment process, conducted by competent independent 
assessors. The assessment should be forward-looking, and promote an older person’s 
autonomy and self-determination. It should be scalable according to the complexity of 
the older person’s needs. It should focus on the older person’s needs—social, emotional 
and clinical—as well as their goals in accessing aged care. It should also include an 
assessment of the need for services of any informal carer. 

An independent assessment should establish funding for those seeking access to 
aged care services. Funding of a person’s aged care should be driven by their individual 
care needs, assessed in a convenient and timely manner, and provide access to all the 
aged care services that the person might need. 

Personalised assistance should be available to each person seeking aged care to help 
access aged care services in their area. People should not have to fend for themselves 
when starting out with aged care. 

We have heard throughout this inquiry that aged care should have a much greater face-to-
face presence. We agree. A workforce of personal advisers to older people, their families 
and carers, called ‘care finders’, should be established. Care finders should assist older 
people and their carers to receive the information they need to engage with their local 
assessment team, approved providers, and aged care services and supports. They should 
provide additional case management assistance, appropriate to each older person’s 
circumstance and wishes. 

The day-to-day coordination of care through care management can be essential to 
achieving good outcomes in aged care. It is especially important for people who have 
complex needs or needs that require multiple or intensive responses. We recommend that 
approved providers should assign a care manager to people receiving aged care (unless a 
person is receiving home care and has been assessed as not needing care management). 
Care management should be scaled to match the complexity of the older person’s needs. 

The care manager should consult with the person and, if applicable, their carer, to 
develop a comprehensive support and care plan that addresses their strengths, capability, 
aspirations and goals. The plan should include activities to enhance an older person’s 
health and wellbeing and their ability to live or participate in the community. The plan 
should be regularly reviewed and adjusted as appropriate. 

To deliver high quality and safe care, those providing services must respect the diverse 
backgrounds and life experiences of every older person, and tailor the delivery of care 
to meet their needs. Diversity should be core business in aged care. 

We recommend measures to ensure the aged care system is designed for diversity, 
difference, complexity and individuality. As the foundation to wellbeing, the System 
Governor should require that training in cultural safety and trauma-informed service 
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delivery is provided for all workers who are involved in direct contact with people 
seeking or receiving services in the aged care system. Provision of this training should 
be a condition of approval of providers. Comparable training should be given to people 
providing care finder and assessment services. 

We heard that data collection is paramount to break the ‘cycle of invisibility’ for people 
with diverse backgrounds and life experiences. The Australian Government acknowledged 
that the lack of data collection limits the understanding of how people with diverse 
needs access and experience the aged care system. We recommend that the System 
Governor should collect, monitor and analyse data about the diverse backgrounds 
and life experiences of older people seeking or receiving aged care. 

The System Governor should also complete a national audit evaluating regional and local 
variation in levels of services for people from diverse backgrounds and life experiences. 
The findings of the audit should inform commissioning arrangements to address deficits  
in meeting the needs of people from diverse backgrounds on a regional and local basis. 
The System Governor should also report to the Inspector-General of Aged Care and the 
public on the extent to which the needs of diverse older people are being met by the aged 
care system. 

Aged care service categories 
The new aged care program aims to simplify the current system. The current system 
includes 17 Commonwealth Home Support Programme services, 11 forms of respite care, 
four levels of Home Care Package, and residential aged care. Our recommended system 
has just five service categories of care and support, which are designed to operate in a 
complementary way to meet an older person’s needs: 

• respite supports 

• social supports 

• assistive technology and home modifications 

• care at home 

• residential care. 

Respite care that is responsive to needs and circumstances is essential to maintain  
the wellbeing of carers and to help sustain the caring relationship. We have heard that 
carers’ experience of respite is mixed. People have told us that respite is difficult to 
access, conditions imposed upon its use are too restrictive, and it does not adequately 
support carers. 

The failings of the aged care system to provide adequate support to informal carers must 
be rectified. We recommend that the Australian Government should implement a respite 
supports category that ensures respite is available for the carers of older people earlier 
and more often to provide timely assistance. It should offer people up to 63 days of respite 
per year with greater freedom in how the time is used, and assessors should be able to 
approve further days if needed. There should be a greater range of high quality respite 
support in people’s homes, in cottages and in purpose-built facilities. 
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The aged care program needs to emphasise personal, social and community connections, 
as well as clinical care. Our research has shown that older people place high value 
on belonging and a sense of community, and that they particularly value and prefer 
in-person interactions. 

The Australian Government should implement a social supports category within the 
aged care program that provides supports that reduce and prevent social isolation 
and loneliness among older people. Services available should include social activities, 
transport, delivered meals and centre-based day care. 

Ageing brings changes in functioning that can impact on people’s ability and capacity to 
live independently. Small adjustments, new appliances, technologies or minor alterations 
to the home can enhance older people’s independence, mobility and quality of life. If older 
people knew earlier about the availability and benefits of those supports, they might be 
encouraged to make decisions to adapt the home or to try new equipment or technologies, 
enabling them to remain at home. 

The Australian Government should implement an assistive technology and home 
modifications category within the aged care program that provides goods, aids,  
equipment, technologies and services that promote a level of independence in daily  
living tasks and reduces risks to living safely at home. 

A constant theme we have heard throughout our inquiry is that people want to remain at 
home. For older people to remain safely in their homes, they must have access to aged 
care that meets their assessed needs. 

We recommend a category of care at home. The care at home category should support 
older people living at home to preserve and restore capacity for independent and 
dignified living and prevent inappropriate admission to long-term residential care. Based 
on assessed need, it should provide an entitlement to care at home with a personalised 
budget which allows for a coordinated and integrated range of care and supports. These 
could include: care management; living supports (for example, cleaning, preparation of 
meals, shopping, gardening and home maintenance); personal, clinical, enabling and 
therapeutic care; and palliative and end-of-life care. There should be a lead provider, 
chosen by the older person, who would be responsible for ensuring that services are 
delivered and for adjusting the care to meet the older person’s changing needs. 

Residential care must meet the full range of older people’s physical, emotional, mental and 
spiritual needs. It must provide care that preserves each person’s capacity for dignified 
living to the greatest extent possible in their circumstances, and enable each older person 
to have what they consider to be a good death. 

The residential aged care setting has changed over the years. People now enter residential 
services later in their lives. Consequently, many more are frail or have chronic or complex 
health conditions, including high levels of dementia. Currently, however, the delivery of 
care in residential aged care is influenced by the funding arrangements, which are aimed 
at tasks and not a person’s care needs. We heard complaints that funding is reactive and 
does not incentivise or support a preventative approach to care. 
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We recommend that the System Governor should implement a residential care category 
that provides high quality and safe care based on assessed needs. It should allow for 
personalised care and an integrated range of supports across these domains: care 
management; social supports; personal, clinical, enabling and therapeutic care and 
support; and palliative and end-of-life care. 

Reablement and rehabilitation need to be a central focus of aged care. We recommend 
that care at home should include the allied health care that an older person needs to 
restore their physical and mental health to the highest level possible—and to maintain 
it at that level for as long as possible—to maximise their independence and autonomy. 

Throughout our inquiry, many witnesses described the crucial role of allied health in 
maintaining mobility and functionality and providing restorative care in response to acute 
events. We also learned that many people receiving aged care services do not have 
sufficient access to allied health services. 

We recommend that the benefits of allied health services should be considered in an 
assessment of a person’s aged care needs, and that the person’s aged care entitlement 
should adequately reflect those needs. For care at home, funding assigned for the older 
person should include an amount to meet any identified need for allied health care and the 
lead home care provider should be responsible for ensuring that allied health services are 
delivered. For residential care, we recommend that the System Governor should ensure 
providers provide allied health care in accordance with each older person’s individual care 
plan, and should monitor the level of allied health services that are actually delivered.  
Allied health should become an intrinsic part of residential care. 

Challenges of planning, transition and implementation 
The Australian Government currently funds aged care subject to financial controls based 
on rationing of aged care residential places and Home Care Packages to a fixed proportion 
of the population aged 70 years and over. This creates waiting lists and means people 
miss out on care they need. The effect of a lengthy wait can be profound—there is a 
clear danger of declining function, inappropriate hospitalisation, carer burnout, premature 
admission to a residential facility or even death. 

Wait times for the assignment of Home Care Packages have been unacceptably long 
for several years. According to the most recent estimate of wait times published by 
the Australian Government, the estimated waiting time for people entering the Home 
Care Packages Program at any level has not improved over the 12-month period to 
30 June 2020. Older people needing care do not have the luxury of time to wait for 
care to be delivered. This must be addressed urgently. 
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We recommend that the Australian Government should clear the Home Care Package 
waiting list by immediately increasing the packages available. A package should be 
allocated to all people on the waiting list who do not have a package or do not have a 
package at the level they have been approved for. The Government should keep the 
waiting list clear by allocating a Home Care Package at the approved level to any new 
entrants to the waiting list within one month of the date of their assessment. Furthermore, 
the Government should publicly report, each quarter, on the status of the waiting list, 
showing progress in clearing the waiting list at a national, State or Territory, and regional 
level. The report should include reasons for any delays in clearing the waiting list and 
actions being taken to address the delay. 

Under the new aged care program, older people should have a universal entitlement 
to high quality and safe aged care in accordance with their need. This will require a 
new planning and funding regime. Currently, there are population-based limits on the 
availability of subsidies. The new aged care program must be based on assessed need 
and not rationed. 

The System Governor should implement a new planning regime which supports a funding 
allocation that is sufficient to meet people’s entitlements. Funding should be based on the 
costs of providing high quality and safe care according to assessed need. It should not be 
influenced by the Australian Government’s fiscal policies, or be limited to past spending 
levels. An important element in achieving this goal is the independent pricing process  
we recommend, which will determine the levels of funding for particular service types  
and bundles of services. 

We are not confident that there is adequate capacity to supply all the services that should 
be funded under a needs-based system. It will be necessary for supply-side capacity to be 
assessed and, where necessary, grown, so that aged care services are available when and 
where they are needed. This requires detailed planning. 

We recommend that the System Governor should develop and implement a new planning 
regime that replaces the current planning arrangements with planning undertaken both 
nationally and at the local level. The System Governor should ensure: 

• an adequate coverage of services to meet the population needs for major 
cities, rural, regional and remote Australia 

• an adequately diverse mix and adequate number of providers to enable 
older people seeking services to exercise an informed choice, where possible, 
between available providers 

• the capacity and capability of new and existing providers to deliver more 
aged care services 

• continuity of service for older people. 
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1.3.5  Giving thanks and giving back: support
for informal carers and volunteers 

Informal carers 
Family, friends and community are a crucial part of the aged care system. They are integral 
to the wellbeing of older people, and to ensuring safe and high quality care. They nurture, 
they support, they care, they advocate, and they speak up when something’s not right. 

The value of informal carers to the sustainability of the aged care system is difficult  
to overstate, but their work is largely invisible. From the number of informal carers,  
the economic value they contribute, and the important care and support they provide,  
there is no doubt the aged care system depends on the contribution of informal carers. 

Providing informal care for an ageing family member or friend can bring personal rewards 
and satisfaction. But we learned that a caring role can also have detrimental effects on  
the health, wellbeing and financial security of the carer. Over time, this can affect the 
quality of care an older person receives and the sustainability of the caring relationship. 

The Australian Government should ensure that informal carers are properly supported. 
The current aged care system fails to do so and provides reactive, inadequate support. 
Supports are often not provided until the strain on a caring relationship has already 
reached crisis point. 

We propose instead a preventative approach to support informal carers. A preventative 
approach would equip carers with skills at an early stage in their caring role, and access 
to timely, well-coordinated supports and respite throughout. Early access to services 
is critical to supporting the wellbeing of the informal carer as well as the sustainability 
of the caring relationship.  

High quality respite is an important and highly valued support service for informal carers.  
It improves the emotional wellbeing and physical health of carers, as well as presenting  
an opportunity to benefit the person receiving care. 

Carers face many challenges with accessing services. The first is that there is no formal 
mechanism to link carers to services. Rather, the system relies on a carer self-identifying as 
a ‘carer’ and knowing where to go for support. But many people providing care to friends, 
partners or parents do not identify with the term ‘carer’. We recommend that informal 
carers are identified by My Aged Care, care finders and assessment services when an 
older person is assessed for aged care. 

The second challenge with accessing support services is the assessment process. 
Informal carers are required to undertake separate intake and assessment processes if 
they are seeking supports for themselves as well as for the person they care for. This is an 
administrative burden for carers who have to provide information to different services and 
government agencies. We recommend that care finders should be able to refer informal 
carers to services for assessment and access to respite care and other supports. 
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The third challenge with access to support services is that informal carers are required to 
navigate complex and fragmented systems. There are currently two distinct systems in 
place that provide information for informal carers of older people—Carer Gateway and My 
Aged Care, which operate in different departments. There is no interoperability between 
the two systems. They are accessed through separate online portals and helplines and 
do not share information or data. It is left to carers to try to match availability of respite 
via My Aged Care with the availability of other support services via the Carer Gateway. 

We recommend that My Aged Care and the Carer Gateway should be linked so that 
informal carers need only use one system to secure respite care and the full range of 
information, training and support services available on both sites. We also recommend 
that My Aged Care should provide accurate and up-to-date information about the range 
of supports locally available to informal carers, including training, education, counselling, 
income support, and respite. There should also be direct referral and information sharing 
for informal carers between My Aged Care, care finders, assessment services and the 
Carer Gateway. 

Commissioners Tracey and Briggs heard about the benefits of shared spaces where 
informal carers can come together, such as the Mildura Carers Hub and the Home 
and Community Care Centre in Bidyadanga. Community-based carers hubs can be an 
important way for informal carers to access information and advice. They enable carers to 
talk about the challenges they face and to find practical solutions and support available 
locally. We recommend that the Australian Government should fund a community-based 
carers hub network. 

The employment and working lives of informal carers are frequently affected by their caring 
role. Many informal carers need to make changes to their working arrangements, including 
reducing work hours or levels of responsibility and taking time off work to care. 

In Australia there are no provisions in the National Employment Standards for an employee 
to take extended unpaid leave for the purpose of caring for an elderly family member or 
close friend. We heard evidence that an option may be to amend the Fair Work Act 2009 
(Cth) to extend an entitlement to leave to care for an older family member, on the same 
basis that employees are currently entitled to leave to care for a newborn or newly adopted 
child. We acknowledge that a change of this kind would have economy-wide impacts 
and would require careful evaluation. However, this change will likely be necessary as the 
population ages and people remain in the workforce longer, reducing the pool of available 
informal carers. We support further work on the potential costs, benefits and impacts  
of improving leave arrangements for those employees providing care to older people. 

Volunteers 
Volunteers are another integral part of the aged care system. For older people receiving 
care in their own homes, volunteers provide social support and companionship and help 
with household activities, transport and shopping. Older people in residential aged care 
receive help with the activities of daily living and companionship. Volunteers are also 
important connections for older people from diverse backgrounds. We heard evidence 
about the importance of volunteers who spoke the same language as older people from 
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 1.3.6 Designing accommodation for quality of life 

culturally and linguistically diverse backgrounds. We also heard about the importance of 
LGBTI volunteers for people from LGBTI communities receiving aged care, helping reduce 
their isolation and maintain connection to their LGBTI identity and communities. 

We consider that aged care providers should increase their support for volunteering and 
volunteers. For providers who operate a volunteer program, it should be a condition of their 
approval that a staff member is assigned to the role of volunteer coordination. Providers 
should provide training to volunteers and supervise their activities. Providers should also 
give induction and ongoing training to volunteers in caring for and supporting older people, 
diversity and inclusion, complaints management, and reporting abuse or neglect. 

The Community Visitors Scheme, which is funded by the Australian Government, arranges 
visits by volunteers to older people who use aged care services to provide companionship 
and friendship. A recent review noted that the scheme is seen as highly successful, 
bringing substantial benefits to both visitors and older people alike. However, the review 
identified that lack of awareness is a key barrier to full use of the scheme. To address this, 
we recommend that the Australian Government should rename the scheme the ‘Aged 
Care Volunteer Visitors Scheme’ and promote it to increase awareness and participation. 
Additional funding should also be given to provide extended support for older people 
receiving aged care who are at risk of social isolation. 

Where older people live affects their sense of security and their quality of life. 
Accommodation that is well designed to meet people’s needs can improve their lives 
and their wellbeing. 

Most older people choose to remain at home as they age. But for some older people, 
it is necessary or desirable to move into residential aged care to receive the support 
and care that they need. It is essential that the built environment of residential aged care 
is suitable to meet their needs. People living with dementia are particularly sensitive 
to their environment because dementia can change the way in which they perceive 
their surroundings. The built environment can be supportive, familiar and therapeutic, 
or it can be a barrier to independent functioning and to a high quality of life. 

In broad terms, the evidence before us is that good design in residential aged care, 
particularly for people living with dementia, usually involves smaller, lower-density 
congregate living arrangements rather than larger, more institutional settings. Smaller, 
lower-density congregate living arrangements generally promote better quality of life for 
everyone. Large, noisy institutional environments can worsen the adverse consequences 
of dementia. 
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The average size of residential aged care facilities has increased in recent years. In 2008, 
39% of facilities had over 60 places; by 2019, 60% of facilities had over 60 places. We 
consider that, in general, residential aged care services should transition progressively 
away from large institutional design settings. Accessible and dementia-friendly design 
should be the norm for new or substantially refurbished residential aged care buildings. 

To build awareness and ensure greater consistency of standards, the Australian 
Government should develop and publish a comprehensive set of national aged care design 
principles and guidelines on accessible and dementia-friendly design for residential aged 
care. The National Aged Care Design Principles and Guidelines should permit flexibility 
in their application in different circumstances. The Australian Government should actively 
promote and encourage their adoption by approved providers, builders, architects and 
others. Financial incentives should be paid to providers that demonstrate the adoption  
of the Design Principles and Guidelines for their residential aged care buildings. 

The National Aged Care Design Principles and Guidelines should be voluntary. If, however, 
accessible and dementia-friendly design principles remain voluntary for an indefinite time, 
there is a very real risk that, without more, their adoption will not be sufficiently widespread. 
Class 9c of the National Construction Code sets out building specifications for residential 
aged care buildings. We have heard that those building specifications may work against 
the adoption of innovative models of residential aged care. The Australian Government 
should advance a proposal to the National Federation Reform Council for any amendments 
to the National Construction Code deemed necessary to reflect accessible and dementia-
friendly design standards for new residential aged care buildings, or those proposed to be 
substantially refurbished, according to specifications informed by the National Aged Care 
Design Principles and Guidelines. 

Creating ‘familiar households’ facilitates the provision of person-centred care. We have 
heard that for residential aged care, there is significant benefit to a domestic setting 
instead of a traditional institutional model. Small household models usually involve housing 
eight to 10 people receiving aged care services, and sometimes up to 16 people, within a 
home-like environment. Common features include ‘a focus on domestic, homelike, familiar 
or normalised environment with medical equipment hidden’.  Regular staff are employed 
and they do not wear uniforms. 

9

Without wishing to limit innovation, we consider that the small household model is 
one way in which residential aged care can adopt dementia-friendly and accessible 
design principles. 

At the same time, Commissioner Pagone considers that there may be other ways, in 
addition to the small household model, of providing appropriate accommodation for those 
who need residential aged care. The focus of planning appropriate accommodation should 
always be on providing the best option to meet the needs of those to be accommodated. 
Commissioner Pagone therefore considers that it would be wrong to substitute the current 
or outmoded prescriptions with other rigid prescriptions. But he nonetheless sees that 
the small household model is clearly established as among the models which need 
to be available and which require more, and immediate, attention. 
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Commissioner Briggs believes that small household models of design are the best option 
for future residential aged care and that, in the absence of government action to steer 
the sector toward smaller-scale accommodation, providers and developers will continue 
to build larger facilities. She considers that strong leadership and appropriate financial 
incentives will be required to encourage the construction of more appropriate residential 
aged care accommodation. Commissioner Briggs considers that rapid growth and 
development in the area of small home or household models of design would provide 
significant benefits for older people and deliver much-needed improvements in the  
quality of aged care. 

We both recommend that the Australian Government should support the building or 
upgrading of residential aged care facilities to provide small-scale congregate living which 
facilitates the small household model of care. One way in which that support should 
be provided is through capital grants for projects of this kind. Commissioner Briggs 
recommends that the amount of annual grant funding should be increased to $300 million 
in 2021–22, $600 million in 2022–23 and $1 billion in 2023–24, and should be indexed  
for inflation in subsequent years. 

More generally, there is a need for coordinated intergovernmental policy, planning and 
action relating to housing and accommodation for Australia’s ageing population. As a 
matter of priority, governments should work together to improve access to accommodation 
in which people can age and, as necessary, receive aged care services. Older people living 
in unsuitable housing face greater risk of falls, injury and immobility, and the prospect of 
premature entry into residential aged care. 

People’s accommodation should, where possible, cater to their changing needs. 
Accommodation with accessible and dementia-friendly design features will allow older 
people to remain in familiar surroundings if they become frail or if they begin to develop 
symptoms of dementia. Accommodation located close to shops and other amenities is not 
only convenient but may also help to maintain social engagement with the local community. 

Older people who are at risk of not having secure and accessible accommodation are 
especially at risk of not being able to receive aged care services in their homes or to age 
in place. Special attention should be paid to the needs of these people, including through 
integration of the aged care and affordable housing programs, and through increased aged 
care support for people in insecure housing who want to remain in the community. 

We note that there is currently no discernible connection between the Australian 
Government aged care program and any Australian or State or Territory Government 
housing program. This must change. We urge that the National Cabinet Reform Committee 
on Ageing and Older Australians, which we have recommended be established, work 
with housing ministers on options to provide for more integrated solutions to the housing 
and care needs of older people who are experiencing homelessness or are at risk 
of homelessness. 
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Aboriginal and Torres Strait Islander people occupy a unique place in what is now 
known as Australia. They descend from the first inhabitants of the land we now know as 
Australia, having developed, over millennia, a rich, varied and unique cultural heritage. In 
contemporary Australia, Elders and older Aboriginal and Torres Strait Islander people are 
‘cultural knowledge holders’. They provide the ‘social glue’ within their communities.
They are central to the continuation of Aboriginal and Torres Strait Islander cultures  
and communities. 

10 

Aboriginal and Torres Strait Islander people who require aged care should be embraced 
by an aged care system that shows respect for their cultures and heritage. This Royal 
Commission is the opportunity to design a new national aged care system that has the 
capacity and flexibility to respond to the needs and aspirations of Aboriginal and Torres 
Strait Islander people. 

We provide a blueprint for significant change to Aboriginal and Torres Strait Islander  
aged care. A key reason for this change is the projected rapid growth of the Aboriginal  
and Torres Strait Islander population aged over 50, with most of the growth in the major 
cities and regional areas. 

Aboriginal and Torres Strait Islander people who require care are, and should continue to 
be, eligible for aged care from the age of 50 years because they experience earlier onset of 
ageing-related conditions and disability compared to the rest of the Australian population. 
Long-term health conditions affect 88% of Aboriginal and Torres Strait Islander people 
over the age of 55 years. Dementia is also more prevalent. By any objective measure, 
they should be receiving proportionately higher levels of aged and health care. 

The current aged care system does not ensure culturally safe care for Aboriginal and 
Torres Strait Islander people. Unless things change, it will be unable to meet the growth 
in demand that will accompany the increase in the eligible population. 

An Aboriginal and Torres Strait Islander aged care pathway 
We propose a new approach—an Aboriginal and Torres Strait Islander aged care pathway. 
The pathway should incorporate the best aspects of the National Aboriginal and Torres 
Strait Islander Flexible Aged Care Program (NATSIFACP), including pooled and flexible 
funding. Currently, however, NATSIFACP delivers services to few Aboriginal and Torres Strait  
Islander people, with places predominantly allocated to remote and very remote settings. 

The proposed Aboriginal and Torres Strait Islander aged care pathway should be 
embedded in a single national system available across Australia, bringing culturally safe 
and flexible aged care that meets the needs of Aboriginal and Torres Strait Islander people 
wherever they live. 
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Aboriginal and Torres Strait Islander people aged between 50 and 65 years who are eligible 
for both the National Disability Insurance Scheme and aged care should receive funding 
for services from the system that best meets their needs. It is important that Aboriginal 
and Torres Strait Islander people in this cohort are not automatically moved straight into 
the aged care system. Where this happens, people miss out on the full range of assistance 
under the National Disability Insurance Scheme that they would otherwise be entitled to. 

To achieve the necessary change and embed the pathway, we recommend the 
appointment of a dedicated Aboriginal and Torres Strait Islander Aged Care Commissioner, 
who should be an Aboriginal or Torres Strait Islander person. It is essential that the sector 
is supported by an Aboriginal and Torres Strait Islander person with a broad range of 
responsibilities to ensure that the voices of Aboriginal and Torres Strait Islander people 
are heard and acted upon. The Commissioner should identify the local and regional aged 
care needs of Aboriginal and Torres Strait Islander people and develop strategies to meet 
those needs in a culturally appropriate way across the country. 

Embedding cultural safety 
The aged care system must reflect the fact that for many Aboriginal and Torres Strait 
Islander people, health is grounded in connection to Country, culture, family and 
community. Each of these elements is capable of affecting the social, emotional and 
physical wellbeing of older Aboriginal and Torres Strait Islander people and, in turn, 
determining their health outcomes. 

As the National Aboriginal Community Controlled Health Organisation put it, cultural safety 
‘must be both the starting point and central to any aged care offerings for our people’.
Ms Olga Havnen, a Western Arrernte descendent and Chief Executive Officer of Danila 
Dilba Health Service in Darwin, described a culturally safe environment as ‘one where 
we feel safe and secure in our identity, culture and community’.  Cultural safety must be 
embedded throughout aged care—from initial contact with the system, during assessment, 
and when an older person receives aged care services at home, in their community  
or in a residential setting. The pressing need for trauma-informed care is also relevant 
 to cultural safety. 

12

11 

Trauma-informed approaches are particularly important to the care of members of the 
Stolen Generations. By 2023, all Stolen Generations survivors will aged over 50 years 
and potentially eligible for aged care services. Their childhood experiences further 
compromise their ability to seek services and should dictate and inform how such 
services should be provided. 

It is essential that there are accessible pathways linking Aboriginal and Torres Strait 
Islanders to the care that they need. To deliver culturally safe pathways to aged care, 
we recommend that the Australian Government should ensure that care finders serving 
Aboriginal and Torres Strait Islander communities are local Aboriginal and Torres Strait 
Islander people. 
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Similarly, Aboriginal and Torres Strait Islander people need, and are entitled to receive, 
culturally safe aged care assessments. The Australian Government should ensure, 
wherever possible, that aged care assessments of Aboriginal and Torres Strait Islander 
people are conducted by assessors who are Aboriginal or Torres Strait Islander people, or 
others who have undertaken training in cultural safety and trauma-informed approaches. 

The need to communicate in a language other than English can be an insurmountable 
barrier to accessing and using the aged care system. This can be particularly acute for 
Aboriginal and Torres Strait Islander people who do not speak English as their first language.  

Free interpreter services are not available for older Aboriginal and Torres Strait Islander 
people as they are for members of culturally and linguistically diverse communities. The 
ability to be understood and to understand is central to a person’s sense of independence 
and wellbeing. We recommend that Aboriginal and Torres Strait Islander people should 
be given access to interpreters for free when seeking or obtaining aged care services. 
In response to our concerns, the Australian Government advised us that a National 
Indigenous Interpreting Service is being progressed. This must be prioritised. 

To help make culturally safe aged care a reality, we further recommend that the Australian 
Government should require all of its employees who are involved in the aged care system 
to undertake regular training about cultural safety and trauma-informed service delivery. 
All aged care providers that promote their services to Aboriginal and Torres Strait Islander 
people should also be required to train their staff in culturally safe and trauma-informed care. 

Empowering Aboriginal and Torres Strait Islander people 
Aboriginal and Torres Strait Islander people wish to plan, run and deliver aged care services 
for themselves. This extends not only to the leadership and governance of providers but 
also to the staff who are engaged in the face-to-face delivery of care. We support this 
ambition and propose ways to help achieve it. 

Currently, there are insufficient numbers of Aboriginal and Torres Strait Islander aged care 
providers. We wish to see more Aboriginal and Torres Strait Islander organisations deliver 
aged care services. Services that have the trust of the Aboriginal and Torres Strait Islander 
people they serve should be prioritised when consideration is being given to assisting 
expansion into aged care services, particularly where those services are community 
controlled. The same priority should extend to services that are delivered to Aboriginal  
and Torres Strait Islander people by staff members ‘who speak their language and 
understand their culture and their circumstances’.13 

Older Aboriginal and Torres Strait Islander people prefer to receive aged care services and 
support from other Aboriginal and Torres Strait Islander people. To respect their wishes and 
help deliver culturally safe aged care, the Australian Government should develop a national 
Aboriginal and Torres Strait Islander Aged Care Workforce Plan. There should be targets 
for the training and employment of Aboriginal and Torres Strait Islander people across 
the full range of aged care roles. The necessary funds should be available to implement 
the plan and meet the targets. 
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The new aged care system must provide for the changing and diverse needs of Aboriginal 
and Torres Strait Islander people. There should be a focus on providing services within, or 
close to, Aboriginal and Torres Strait Islander populations while maximising opportunities 
for people to remain on, and maintain connection with, their Country and community. 

Flexible funding 
We recommend improved funding arrangements to support this approach. Funding for 
home and community care and for residential and respite care should be able to be pooled, 
recognising the flexibility that is needed by providers to deliver care in this space. Funding 
for capital should be available to enable the development of the infrastructure needed to 
deliver aged care, particularly residential aged care, and to establish respite facilities. 

We also support funding to assist in the organisational development of aged care 
providers. Regional cooperatives would be funded to provide workforce training, career 
development, and integrated service delivery across health, disability, aged care and 
social services. 

Many Aboriginal and Torres Strait Islander people have a connection to Country that is 
central to their ability to live, age and die well. We recommend provision of funding for 
retaining connection to Country to assist Aboriginal and Torres Strait Islander people 
to return to their Country or community if they have left to receive aged care. 

The level of commitment required on the part of providers to establish infrastructure and 
operate in more remote locations should not be understated. We support block funding 
that covers the actual costs to provide culturally safe and high quality aged care services 
to Aboriginal and Torres Strait Islander people. Such an approach would account for the 
additional costs associated with providing care to Aboriginal and Torres Strait Islander 
people wherever they live. 

We also support funding for Aboriginal and Torres Strait Islander services being provided 
for longer terms, with the possibility of grants of between three and seven years. This 
would enable aged care providers to plan effectively and build capability to establish 
and deliver services. 

1.3.8 Fairness and flexibility: aged care in regional, 
rural and remote Australia 

The availability of aged care in regional, rural and remote areas is poor—and it is worsening. 

There are around 1.4 million people aged over 65 years living in regional, rural and remote 
Australia. On average, they have lower incomes, poorer education, and poorer health 
outcomes. These relative disadvantages can increase the need for support in older age. 
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Australia is a large and sparsely settled country. We heard evidence about the difficulties 
older people face in regional, rural and remote areas when trying to access high quality 
aged care. Witnesses have told us of the scarcity of local services, greater travel times, 
higher costs to access and provide services, difficulties recruiting and retaining service 
providers, and a lack of access to health professionals. 

People living in regional, rural and remote areas should have better access to aged  
care than they do. Our recommendation for a universal entitlement to aged care will  
lay the basis for them to receive their fair share of aged care. Equitable access should 
be achieved through better planning, costing and funding, and more flexible, integrated 
service provision. 

Comprehensive planning and management 
The aged care system needs comprehensive planning and management. The Australian 
Government’s projections of demand for aged care in regional, rural and remote locations 
are population-based and do not take into account the levels of health care needs in 
a community. Further, there is no targeted strategy for providing aged care in remote 
and very remote areas. In short, the evidence shows that planning to meet the needs of 
people in regional, rural and remote Australia is either not happening or, if it is happening, 
is not working. 

There should be improved analysis of unmet need and future demand, accurate costing 
of the provision of care, and increased use of flexible funding to supplement gaps in 
services. The System Governor must better assess the aged care needs of older people 
in geographic areas, the services required to meet those needs, and the extent to which 
services are not available and needs are not being met. It should have a transparent plan  
to meet those unmet needs. 

Proper management for the provision of aged care services also requires an understanding 
of the actual costs of providing services in different areas. It costs more to provide aged 
care services to a person living in a regional, rural or remote area than it does in a major 
city. Accurately costing and funding the provision of services in regional, rural and remote 
Australia will attract more providers to these areas by ensuring that they are paid fairly 
in line with their costs. The Pricing Authority should have responsibility for determining 
the costs of service provision in different geographical areas in Australia. 

Flexible service delivery 
For regional, rural and remote areas, the aged care system and funding must be flexible to 
account for smaller and dispersed populations and fewer aged care providers. The Multi-
Purpose Services Program is an example of this flexible approach. This is a longstanding 
joint initiative between the Australian and State and Territory Governments which provides 
integrated health and aged care for regional, rural and remote communities in both 
residential aged care and home care settings. 
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The program enables health and aged care services to operate in areas that could not 
support a viable standalone hospital or residential aged care facility. Aged care funding 
from the Australian Government is pooled with funding for health care from the State 
or Territory Government. Through pooled funding, Multi-Purpose Services can provide 
innovative, flexible and integrated health and aged care services to local communities. 

We have received generally positive evidence about the Multi-Purpose Services model.  
A 2019 evaluation identified the social and economic value of the program and concluded 
that it was a sound model of aged care service provision. Given the benefits of Multi-
Purpose Services, we recommend that the program should be expanded and improved. 
New Multi-Purpose Services should be established if local needs for aged care services 
are not being met, even if there are existing aged care services in the region. Governments 
should also consider establishing new Multi-Purpose Services in areas which do not have 
a local public hospital. 

We received evidence that the Australian Government’s funding for the Multi-Purpose 
Services Program has failed to keep pace with need. We recommend that the Pricing 
Authority should develop a new funding model for Multi-Purpose Services which reflects 
the changing number and acuity of people receiving care and maintains certainty of 
funding. People accessing aged care through Multi-Purpose Services should undergo 
the same assessment processes and make the same co-contributions as people in 
mainstream aged care. 

We heard that many existing buildings that house Multi-Purpose Services are outdated 
and need improvements, particularly for the provision of high quality residential aged care 
for people living with dementia. We recommend that the Australian and State and Territory 
Governments should together contribute to the cost of ensuring that the infrastructure is 
up-to-date and able to support high quality aged care. 

It may not always be possible to deliver aged care services in an older person’s local 
community. In some communities, the provision of certain aged care services may not 
be feasible, and an older person may have to travel or relocate to receive services. This 
is not desirable and should only occur when it is unavoidable. In most cases where there 
are few or no aged care providers, the System Governor should commission a provider 
of last resort. 

1.3.9 Securing better access to health care 
All too often, people receiving aged care miss out on access to adequate health care. 
This is the case even although the health care needs of people receiving aged care are, 
on average, greater and more complex than those of the general population. Complex 
needs require a coordinated, multidisciplinary response involving people from across 
both the health care and aged care systems. 
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A new primary health care model 
We heard from many people that the level of service provision by general practitioners 
is not adequate to meet the needs of people receiving aged care. Primary health care 
practitioners are either not visiting people receiving aged care at their residences, or not 
visiting enough, or not spending enough time with them to provide the care required. 
Access to general practitioners will continue to be a challenge for people receiving aged 
care unless something significant is done to fix it. 

General practitioners are primarily funded by fee-for-service. We heard evidence about the 
problems with the fee-for-service funding model, particularly that it creates an incentive for 
care that responds to an episode of ill health, rather than encouraging care that proactively 
attempts to reduce the risk of ill health. The fee-for-service model is considered by some 
to be ‘in conflict with the proactive, coordinated and ongoing team based approaches that 
are needed to support the prevention and optimal management of chronic and complex 
conditions’.   14

We agree that part of the access problem is the amount of funding available for general 
practitioners providing care to people receiving aged care. Commissioner Briggs 
considers that another part of the problem is the way in which, and the amount that, 
general practitioners are funded. Commissioner Pagone agrees that the funding of 
general practitioners for people in aged care is insufficient and is an issue that requires 
consideration. 

We recommend the development of a new primary care model to encourage the provision 
of holistic, coordinated and proactive health care for the growing complexity of the needs 
of people receiving aged care. Such a model would have the following characteristics: 

• general practices could apply to the Australian Government to become 
accredited aged care general practices 

• each accredited practice would enrol people receiving residential care 
or personal care at home who choose to be enrolled with that practice 

• each accredited practice would receive an annual capitation payment 
for every enrolled person, based on the person’s level of assessed need 

• the accredited practice would be required to meet the primary health 
care needs of each enrolled older person, including through cooperative 
arrangements with other general practices to provide after-hours care 

• participation would be voluntary for general practices and patients. 

Commissioner Pagone recommends that the Australian Government should trial such a 
model for six to ten years, after which time the Australian Government should undertake 
a thorough evaluation of the model. He considers that a trial is necessary to determine 
whether it is viable to adopt a different model to improve access to health care for people 
receiving aged care. 
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Commissioner Briggs recommends that the Australian Government should implement 
the new voluntary primary care model for people receiving aged care. Commissioner 
Briggs considers that the new primary care model for older people using aged care 
should be adopted now as it is the only viable option to address older people’s health 
access problems and will provide for better management of chronic and complex health 
conditions. She recommends that the model should be reviewed for enhancements 
progressively. 

Multidisciplinary outreach services 
Throughout our inquiry, we heard that multidisciplinary care teams are fundamental 
in the care of people with chronic complex health conditions. 

Multidisciplinary outreach services typically work out of a hospital to deliver specialist 
health care in the community. Currently, most, if not all, States and Territories have some 
form of hospital-based outreach service into aged care facilities and older people’s homes. 
However, outreach programs are not available to all people receiving aged care—coverage 
is patchy, haphazard, and subject to local funding restrictions. 

We recommend that the Australian and State and Territory Governments should introduce 
multidisciplinary outreach services accessible to all people receiving residential care 
or personal care at home, based on clinical need. The services would be operated by 
geographically-based Local Hospital Networks responsible for managing the delivery of 
public hospital services and associated health services. The key features of the model 
would be: 

• multidisciplinary teams, including nurse practitioners, allied health 
practitioners and pharmacists 

• access to a core group of relevant specialists, including geriatricians, 
psychogeriatricians and palliative care specialists, and escalation to 
other relevant specialists 

• provision of services in a person’s place of residence wherever possible 

• 24 hour per day on-call services 

• proactive care and rehabilitation. 

Older Persons Mental Health Services 
All State and Territory Governments, except the Northern Territory Government, provide a 
mental health service specifically for older people with severe and complex mental health 
conditions. However, the adequacy of delivery of mental health services to people living  
in residential aged care varies. There are differences in eligibility criteria, including whether 
services are provided to people in residential care and whether they are provided to  
people with severe changed behaviours associated with dementia. Under-funding of  
Older Persons Mental Health Services is also a major problem. 
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We recommend that the Australian and State and Territory Governments should fund 
older persons mental health outreach services to people receiving residential aged care 
or personal care at home. People receiving this care and living with dementia should also 
have access to the services. 

A Senior Dental Benefits Scheme 
Older people are far more likely to have poor oral health and be affected by its 
consequences, including social isolation, functional impairment, pain and discomfort, ill 
health and even death. Older people with a low socioeconomic status and people receiving 
residential aged care are at particularly high risk of experiencing oral health problems due 
to barriers in accessing dental care, such as public dental service wait lists and private 
dental costs. People often arrive in residential care with oral health problems. 

Older people need improved access to the full range of oral and dental services, including 
those provided by oral health practitioners, general and specialist dentists, and dental 
prosthetists. We recommend that the Australian Government should establish a Senior 
Dental Benefits Scheme which would fund dental services to people who live in residential 
aged care and people who live in the community and receive the age pension or qualify 
for the Commonwealth Seniors Health Card. The scheme would cover services necessary 
to maintain a functional dentition—that is, 20 or more teeth—and to maintain and replace 
dentures. 

Other health care reforms 
The proposed improvements to access to primary health care, specialists and mental  
and dental health care will take time to develop and implement. In the short term,  
we recommend the Australian Government should as a matter of priority amend the 
Medicare Benefits Schedule to provide benefits for: 

• comprehensive health assessments when a person begins to receive residential 
aged care or personal care at home and at six month intervals thereafter 

• GP Mental Health Treatment for patients at a residential aged care facility 

• a mental health assessment, and subsequent development of a treatment 
plan, by a general practitioner or psychiatrist within two months of a person’s 
entry into residential aged care, and subsequent reassessments or reviews 

• allied mental health practitioners providing services to people in residential 
aged care. 

The Australian Government’s Rural Health Outreach Fund is intended to improve access 
to services provided by medical specialists, general practitioners, nurses, allied health 
professionals and multidisciplinary teams in regional, rural and remote areas of Australia. 
At present, there are four priorities: chronic disease management, eye health, maternity 
and paediatric health, and mental health. We recommend that the Australian Government 
should include geriatrician services and medical specialist services to people receiving 
aged care as priorities under the Fund, and increase funding accordingly. 
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Telehealth is a means of avoiding the potential harm and distress for frail older people 
caused by travel to receive medical care. The use of telehealth has become widespread 
as a result of the COVID-19 pandemic in 2020, and on 27 November 2020, the Australian 
Minister for Health announced that ‘telehealth will become a permanent part of the 
Medicare system’.  Subsidised specialist telehealth services are currently available to 
people living in residential aged care. They are not available, however, to older people 
who access aged care from their homes, unless they live in remote Australia or access an 
Aboriginal Medical Service. We recommend that the Australian Government should expand 
access to subsidised specialist telehealth services to older people receiving personal care 
at home, and require aged care providers to have the necessary equipment and capable 
staff to support telehealth services. 

15

The Australian Government subsidises Medication Management Reviews, which involve 
an assessment of whether the medicines that a person is taking are still necessary or 
appropriate, and if they are interacting with other medicines or causing potentially harmful 
side effects. In aged care, medication management reviews are critical to reduce chemical 
restraints and other inappropriate use of medications. 

People living in residential aged care are entitled to only one Residential Medication 
Management Review every 24 months, unless there are significant changes to their 
medical condition or medication regimen. We recommend that the Australian Government 
should improve access to medication management reviews for people receiving aged care 
by funding pharmacists to undertake reviews on a person’s entry to residential care and 
annually thereafter, or more often if there has been a significant change to the person’s 
condition or medication regimen. Residential Medication Management Reviews should  
also be available to people who receive respite care or transition care in a residential aged 
care facility. 

The Interim Report identified widespread use of chemical restraints in the purported  
‘care’ of many older people in residential aged care. In its response, the Australian 
Government announced changes intended to address problems with medication 
management. These measures are commendable, but they do not go far enough  
to address a problem that has persisted for decades. 

The Australian Government should introduce stricter requirements for prescribing 
antipsychotic medicines for people in residential aged care. Under the Pharmaceutical 
Benefits Scheme Schedule, risperidone is only subsidised for the treatment of autism in 
children when under the supervision of a paediatrician or psychiatrist. We recommend a 
similar practice should apply to residential aged care: only a psychiatrist or a geriatrician 
should be able to initiate treatment with antipsychotic medicines for people in residential 
aged care. This will ensure that every person in residential aged care is reviewed by  
a specialist before antipsychotic medicines are begun. 
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Better information and clearer responsibilities 
Any breakdown in the relationship or ‘interface’ between the aged care and health  
care systems is likely to have significant, and adverse, impacts on the health of people 
receiving aged care. The respective roles of the health and aged care systems in delivering 
health care to people receiving aged care must be clearly defined, well understood,  
and effectively carried out. 

There should be improved communication and collaboration between people working 
in the aged care system and people working in the health care system. We have heard 
evidence that there is inadequate sharing of health information about older people as they 
move between the health and aged care systems. When older people are being transferred 
from hospital to residential aged care, the quality of the information provided in discharge 
summaries can be variable and the clinical handover processes unclear. We recommend 
nationally consistent hospital discharge protocols should be developed and implemented 
to ensure that discharges to residential aged care only occur once appropriate clinical 
handover and discharge summaries have been provided to and acknowledged by the 
residential care service. 

There is also significant variation in the information staff at residential aged care facilities 
provide to paramedics or hospitals when residents are transferred to hospital. Hospitals 
should receive information to support safe and effective continuity of care. We recommend 
that staff of aged care services, when calling an ambulance for a resident, should provide 
the paramedics with an up-to-date summary of the resident’s health status, including 
medications and advance care directives. 

The Australian Government currently spends around $45 billion every year on benefits 
for medical services and pharmaceuticals and around $21 billion on aged care each year. 
Despite this significant investment, the Australian Government is unable to determine 
precisely how much of the spending on health care is used by people receiving aged care. 
Similarly, State and Territory Governments are unaware of the extent of use by people 
receiving aged care of the hospitals and other health services they operate. As a result, 
there is no proper basis for assessing whether health programs are meeting the needs  
of older people receiving aged care. This needs to be rectified, and we make a number  
of recommendations to improve data collection, reporting and analysis. 

Aged care providers should be using digital care management systems. Paper-
based systems are outdated, inefficient, and can lead to errors during the transfer of 
residents between residential aged care and hospital settings. Transition to a digital care 
management system interoperable with My Health Record will result in a safer, more 
efficient and more comprehensive transfer of critical information relating to a person’s 
relevant care and medical history. In October 2019, only 247 out of a possible 1800 aged 
care residential and home care providers (14%) were registered for My Health Record. 
We recommend universal adoption by approved providers of My Health Record to ensure 
that multiple health care and aged care providers can access one central source of health 
information about people receiving aged care. 
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There is a lack of clarity about the respective roles and responsibilities of aged care and 
health care providers among staff at aged care services, people receiving aged care and 
their families and carers, and health care providers. While the Quality of Care Principles 
2014 (Cth) set out in broad terms the care and services that should or may be provided 
by approved providers, they do not provide sufficient detail or clarity about where 
responsibility lies for different aspects of care provided to older people. We recommend 
that the Australian Government should amend the Quality of Care Principles to clarify  
the role and responsibilities of approved providers to deliver health care to people receiving 
aged care, including allied health services, mental health care, and dental health care. 

The interface between the aged care and health care systems is complicated by Australia’s 
federal system of government. While the Australian Government is responsible for the 
funding of primary care programs, including the Medicare Benefits Schedule and the 
Pharmaceutical Benefits Scheme, and the national aged care system, State and Territory 
Governments are responsible for the management of public hospitals and population 
health. The Australian Government and the State and Territory Governments are jointly 
responsible for the funding of public hospitals. 

This split of responsibilities is reflected in different streams of funding for different aspects 
of health care and aged care. The different funding streams for particular types of care, 
such as general practice, aged care, mental health and public hospital care, can lead to 
fragmentation of care provision and service providers seeking to pass responsibility for 
care to other parts of the system. 

The fragmentation and passing of responsibilities between the aged care and health care 
systems should be dealt with by the Australian and State and Territory Governments by 
amending the National Health Reform Agreement to include an explicit statement of the 
respective roles and responsibilities of aged care providers and State and Territory health 
care providers to deliver health care to people receiving aged care. The Agreement should 
also make it clear that State and Territory health services, such as hospital services, 
specialist palliative care services and subacute rehabilitation services, are to be available 
to people receiving aged care on the same basis as they are available to other people. 

Many of our recommendations directed to improving access to health care for people 
receiving aged care require close cooperation between the Australian and State and 
Territory Governments. We recommend that the Australian Health Ministers’ Advisory 
Council should consider our recommendations related to the interface of the aged care 
and health care systems, and report to the Health National Cabinet Reform Committee 
with an approach to implementation. 

The Australian Health Ministers’ Advisory Council should also include an item in all future 
meetings on problems with the interface between the aged care system and the health 
care system and how those problems are to be resolved. We agree with Professor Leon 
Flicker when he said that: 
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I have no doubt that without coordination of all levels of government that we will continue 
to see substandard and inappropriate care for the health issues for older people and this 
will be manifested by completely unacceptable sentinel events.16 

1.3.10 Righting a wrong: services for older people 
with disability 

The National Disability Insurance Scheme has transformed the way in which disability 
services are provided for hundreds of thousands of Australians. But the National Disability 
Insurance Scheme by design discriminates against older people. 

The National Disability Insurance Scheme does not provide supports to people who 
acquire a disability after they turn 65 years old. Nor does it provide supports to people 
with disability, whenever acquired, who had already turned 65 years old when the National 
Disability Insurance Scheme came into operation in their local area—including people with 
lifelong disability. Furthermore, the National Disability Insurance Scheme ceases to provide 
supports to people with disability who first receive residential or home care services,  
on a permanent basis, after turning 65. 

Despite the landmark contribution made by the National Disability Insurance Scheme to 
the lives of people with disability, many people with disability aged 65 years and over are 
prevented from accessing the National Disability Insurance Scheme and obtaining the 
benefits of an individualised plan of supports. Mrs Elizabeth Karn, who was ineligible for 
support under the National Disability Insurance Scheme due to her age, described the 
effect that differences between the aged care and disability systems had on her: 

As a Deaf Elder, I’m exhausted. I feel broken-hearted. So many of my friends are in the same 
situation as me. We feel excluded, ignored and isolated. Because of our age and our disability, 
we are forgotten. Where do we belong? When are we going to be included and accepted as a 
valued part of the Australian citizen?    17

As Australia’s population ages, it is likely that a larger number of older people with disability 
will have to access aged care to obtain the supports and services they need. It would 
be manifestly unfair if those services were less adequate than what others in similar 
circumstances can access under the National Disability Insurance Scheme. 

We have received evidence about inconsistencies between the supports and services 
available under the National Disability Insurance Scheme and those available in the aged 
care system. Compared to aged care, under the National Disability Insurance Scheme 
more comprehensive supports are available; there is greater access to specialised care, 
aids, equipment and therapy; and the average amount of available funding is often greater. 
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We recommend that every person receiving aged care with disability, regardless of when 
acquired, should receive through the aged care program living supports equivalent to 
those available under the National Disability Insurance Scheme to a person aged under 65 
years with the same or substantially similar conditions, so that they can achieve the same 
outcomes. It is a matter of equity. It would also accord with one object of the proposed 
new Act: to provide for ‘a system of aged care based on a universal right to high quality, 
safe and timely support and care to assist older people to live an active, self-determined 
and meaningful life’. 

We also recommend that the Australian Government should be held to account for the 
outcomes of the proposed changes to aged care services for people with disability. This 
should be part of the new National Disability Strategy being developed by the Government. 
The Disability Discrimination Commissioner and the Age Discrimination Commissioner 
should be required to report annually to the Parliament on the numbers and circumstances 
of all people with disability who are 65 years or older and receiving aged care. This should 
include reporting on the ability of older people with disability to access through the aged 
care program daily living supports and outcomes equivalent to those available under the 
National Disability Insurance Scheme. 

1.3.11 Action for younger people in residential aged care 
No younger person should have to live in residential aged care. Many younger people 
living in residential aged care experience isolation, desperation and loneliness. Australia’s 
Disability Discrimination Commissioner, Dr Ben Gauntlett, put it well: 

younger people in Australia living in old age care institutions, because of their disability or 
medical condition, is a dark and inappropriate circumstance for this country to have allowed  
to occur. It is a significant human rights issue that we allow this position to be maintained.18 

Delivering on commitments 
In its November 2019 response to our Interim Report, the Australian Government 
committed to ensure that, apart from in exceptional circumstances: 

• no person under the age of 65 years enters residential aged care from 2022 

• no person under the age of 45 years lives in residential aged care from 2022 

• no person under the age of 65 years lives in residential aged care from 2025. 

The Australian Government has made some progress toward its commitments. Between  
30 December 2019 and 30 September 2020, the number of younger people in residential 
aged care fell from 5297 to 4588. But still, every month, dozens of younger people continue 
to enter residential aged care. To fulfil its commitments, the Australian Government will  
be required to take decisive action, invest significant resources, and stay the course. 
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There can be compassionate reasons for younger people going into residential aged  
care. Many younger people enter residential aged care to receive necessary supports  
that have not been made available to them locally or in sufficient time after they leave 
hospital for them to avoid institutionalisation. Similarly, younger people at the end of their 
lives may enter residential aged care to receive palliative care unavailable elsewhere. 

The National Disability Insurance Scheme offers the promise of a different world with 
access to accommodation, services and supports to prevent younger people having to live 
in residential aged care. However, there are significant gaps in National Disability Insurance 
Scheme coverage, including for terminally ill younger people. There is an urgent need to 
improve the availability of palliative care for younger people. 

The Australian Government’s Younger People in Residential Aged Care: Strategy 
2020–2025 refers to some exceptional circumstances in which a younger person might 
enter residential aged care. We agree that there may be some limited and exceptional 
circumstances in which a younger person enters and remains in residential aged care. 
For example, an adult with disability might wish to join a caregiver parent who enters 
residential aged care. An Aboriginal or Torres Strait Islander person, who is aged between 
50 and 64 years, and therefore eligible for aged care services, might elect to live in 
residential aged care because of their need for care due to premature ageing or a particular 
aged care service’s connection to community. 

Safeguards will, however, be required to ensure that exceptions are limited and do not 
become the rule. A younger person must have choice and control about where they live, 
aided by informed and supported decision-making, and a clear understanding of the 
options and alternatives available. Regular monitoring and review of younger people living 
in residential aged care, recognising changes in circumstances and service availability are 
also essential. 

We have learned that who assesses a younger person, and when, has a significant 
influence on whether the younger person enters residential aged care. Most younger 
people entering residential aged care are assessed in hospital or admitted from an 
inpatient setting because alternative accommodation or the necessary living supports are 
unavailable. Where possible, assessments should be undertaken much earlier in a younger 
person’s treatment, so that there is time to find suitable accommodation and supports. 

The gateway to aged care is the Aged Care Assessment Team. A younger person 
discharged from hospital is more likely to enter residential aged care if they are assessed 
by an Aged Care Assessment Team. Assessments of younger people with significant 
care needs should be undertaken by assessors with expertise and knowledge of service 
options. We recommend that younger people at risk of entering residential aged care 
should be assessed by an appropriate agency, such as the National Disability Insurance 
Agency, and not an Aged Care Assessment Team. 
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Improved accommodation options 
For those eligible, the National Disability Insurance Scheme has accommodation options 
and supports for younger people who live in, or are at risk of entering, residential aged 
care. Specialist Disability Accommodation provides long-term accommodation for people 
who require a specialist dwelling that reduces their need for person-to-person supports, 
or improves the efficiency of the delivery of person-to-person supports. The Medium Term 
Accommodation program provides transitional accommodation for National Disability 
Insurance Scheme participants who are preparing to move into a more permanent home. 
Equally important are the services and supports available through Supported Independent 
Living and Assistive Technology. 

Specialist Disability Accommodation is particularly important to prevent younger people 
living in residential aged care. However, it has limitations, with an estimated shortfall of 
around 9000 places in 2019. To address this problem, the Australian Government should 
develop a Specialist Disability Accommodation National Plan that includes strategies  
to build a sufficient supply of Specialist Disability Accommodation or viable alternatives  
in the areas of need. The plan should be updated annually. 

To encourage the proper planning of services, the Australian Government should provide 
comprehensive information on the supply of, and demand for, Specialist Disability 
Accommodation. The Australian and State and Territory Governments should foster 
innovation by directly commissioning Specialist Disability Accommodation developments 
or acting as a service provider in places where the market is unlikely to respond. The 
Australian and State and Territory Governments might, for example, offer grants to social 
housing providers to construct suitable accommodation. 

Many younger people living in, or at risk of entering residential aged care are not eligible 
for the National Disability Insurance Scheme or, if they are, they are not specifically eligible 
for Specialist Disability Accommodation. We therefore recommend that the Australian 
Government should develop, fund and implement, with State and Territory Governments, 
short-term, long-term and transitional accommodation and care options for this group 
of younger people. Social and community housing has the potential to deliver more 
accommodation for younger people at risk, particularly for more vulnerable younger 
people, including those with psychosocial disabilities or experiencing homelessness. 

Advocacy and accountability 
Navigation of the interfaces between the health care, aged care and disability services 
systems is complicated. The complexity is even more pronounced for younger people with 
a cognitive impairment or without a family advocate or who are struggling to come to terms 
with a newly acquired disability or illness. We recommend that the Australian Government 
should fund dedicated advocacy services for younger people who are living in, or at risk 
of entering residential aged care. 

3022



124 

Royal Commission into Aged Care Quality and Safety  Final Report Volume 1

 

 

 

 
 

 

Improved information and data are essential to monitor the Australian Government’s 
progress towards the achievement of its commitments to ensure that younger people 
are not forced to live in residential aged care. They are also essential for service planning 
and delivery. There has been a longstanding lack of detailed and reliable information on 
younger people in residential aged care. We recommend that the Australian Government 
should regularly collect and publish data, for each State and Territory, on the number, 
ages, length of stay and admissions and discharges of younger people living in residential 
aged care. 

For public and political accountability, the responsible Minister should report biannually 
to the Australian Parliament. The Minister should account for the Australian Government’s 
progress towards ensuring that younger people do not live in residential aged care. 

1.3.12 A workforce to deliver quality, safe care 
A highly skilled, well rewarded and valued aged care workforce is vital to the success 
of any future aged care system. We have heard about the dedication and passion of 
aged care workers. While many excellent people work in aged care, there are systemic 
workforce problems that must be addressed. 

In a large number of residential aged care facilities there are not enough workers to provide 
high quality, person-centred care. In many cases the mix of staff who provide aged care  
is not appropriately matched to the care needs of older people. The staff in aged care  
are poorly paid for their difficult and important work. 

The evidence is clear that the quality of care and the quality of jobs in aged care are 
inextricably linked. This points to the need for policies and practices to drive a ‘virtuous 
circle’, where good working conditions, supportive and visionary management, an 
empowering work culture, collaborative teams, relevant education and training, structured 
career progression, and job satisfaction among care workers underpin high quality, 
person-centred care. 

Our recommendations seek to build on the good work of the sector-led Aged Care 
Workforce Industry Council. The Council was established in 2019 to implement the 
strategic actions in the report of the 2018 Aged Care Workforce Strategy Taskforce chaired 
by Professor John Pollaers AOM. A reconstituted, properly funded Council can play an 
important part in the implementation of our recommendations. We consider that both 
the Australian Government and the aged care workforce should be properly represented 
on the Council for it to be effective. 

Strategic leadership and workforce planning 
The number of older people in Australia will grow significantly in the next 30 years, resulting 
in a substantial increase in people needing different types of aged care. This will have a big 
impact on the number of people necessary to deliver that care and the required size of  
the aged care workforce. Australia is likely to have an undersupply of aged care workers, 
and measures will need to be put in place to deal with it. 
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Modelling by Deloitte Access Economics estimated that the number of direct care workers 
needed to maintain current staffing levels would be around 316,500 full-time equivalent 
by 2050, based on demographic trends and rates of use of aged care. This is a 70% 
increase—more than 130,000 additional workers—compared with the current baseline 
number of 186,100 full-time equivalent in 2020. The number will be significantly higher  
if our recommended reforms are implemented. 

There is a need for strategic workforce planning to meet the medium- and long-term 
demand for a skilled aged care workforce. We recommend that the Australian Government 
should establish an Aged Care Workforce Planning Division within the System Governor. 
The Division should be responsible for developing workforce strategies to ensure an 
appropriate distribution of health professionals and care workers to meet the needs of 
the aged care sector, particularly in regional, rural and remote Australia. Its tasks should 
include: monitoring up-to-date data on the aged care workforce; long-term modelling on 
the supply of and demand for health professionals and care workers; consultation with 
tertiary education providers and State and Territory Governments; and aged care workforce 
planning, including taking account of immigration. 

The Aged Care Workforce Planning Division should prepare an interim workforce 
strategy and planning framework for 2022–25 and a 10-year strategy for 2025–35. 
The Division should have access to an Aged Care Workforce Fund that can be used 
to support training, clinical placements, scholarships and other initiatives to respond 
to the workforce challenges. 

Building an aged care profession 
The Australian Council of Professions defines a ‘profession’ as: 

a disciplined group of individuals who adhere to ethical standards and who hold themselves 
out as, and are accepted by the public as possessing special knowledge and skills in a widely 
recognised body of learning derived from research, education and training at a high level, and 
who are prepared to apply this knowledge and exercise these skills in the interest of others...19 

The Australian Government, the aged care sector and unions must work together 
to professionalise the personal care workforce. This will require cultural change and 
improvements to education, training, wages and labour conditions for nurses and 
personal care workers. 

Aged care workers should have a clear vision for career progression, and importantly, 
clarity about what they need to do to progress. We heard that ‘current career paths are 
non-existent in aged care for most direct care staff’.  We encourage a collaborative 
approach between the Australian Government, tertiary education providers, aged care 
providers and unions to consider how jobs should be valued and redesigned across the 
aged care sector and how roles might come together to provide career paths. The creation 
of rewarding career paths will be a key component in improving the attraction and retention 
of aged care workers. To inform this, existing job classifications should be reviewed and 
new career pathways mapped to facilitate opportunities for nurses, personal care workers 
and other workers to advance in the aged care sector. Commissioner Briggs recommends 
that the Aged Care Workforce Industry Council should take a leadership role in this. 

20
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As the Australian Medical Association noted, personal care workers spend proportionately 
more time caring for older people than any other staff type. They are ‘a crucial component 
to the aged care workforce and a crucial component in influencing safety and quality 
issues’.  The Association proposes that, like health professionals, personal care workers 
should be subject to a regulatory scheme which features minimum education and English 
language proficiency requirements. 

21

Regulation of personal care workers by registration will help to professionalise and improve 
the quality of the personal care workforce. We recommend that the Australian Government 
should establish a national registration scheme for the personal care workforce with the 
following key features: 

• a mandatory minimum qualification of a Certificate III 

• ongoing training requirements 

• minimum levels of English language proficiency 

• criminal history screening requirements 

• a code of conduct and power for a registering body to investigate complaints 
into breaches of the Code of Conduct and take appropriate disciplinary action. 

There are a number of ways in which such a registration scheme could be set up. 
Commissioner Briggs recommends that the Australian Health Practitioners Regulation 
Authority be asked to establish a National Board to examine the feasibility of a registration 
scheme under the National Registration and Accreditation Scheme for ‘personal care 
worker (health)’ or ‘assistant in nursing’ occupations, and advise Ministers. 

There is currently no formal industry standard for an entry-level qualification to work as 
a personal care worker. We recommend the aged care Certificate III qualification as the 
mandatory minimum to ensure care workers have a broad range of knowledge and skills 
in varied aged care contexts and to provide a pathway for further learning. For existing 
personal care workers who do not meet the minimum qualification requirements, there 
should be transitional arrangements that allow them to apply for registration based  
on their experience and prior learning. 

We heard harrowing stories of abuse in aged care perpetrated by care workers. We also 
heard of the anguish of the families of the victims that there is nothing currently in place 
that enables the perpetrators to be excluded from the sector. A registration scheme 
will enable those who are not suited to care work to be excluded from the sector. 

The ability of an older person to develop quality relationships with their carers is central to 
high quality care. We consider that it is vital to the provision of high quality and safe care 
that personal care workers can communicate effectively with older people, their families 
and their colleagues. Minimum levels of English language proficiency should therefore be 
part of the registration standard for personal care workers, although we recognise having 
additional language capability beyond English is also helpful for Aboriginal and Torres  
Strait Islander people, ethnic communities and people with a hearing impairment. 
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Educating and training 
We are keen to ensure that all care workers, but particularly personal care workers, are 
equipped with the skills and knowledge needed for current and future aged care needs. 

Although significant numbers of personal care workers and home care workers hold a 
Certificate III qualification or equivalent, we have heard about inconsistency in the quality, 
delivery and duration of the courses leading to that qualification. The Aged Care Services 
Industry Reference Committee has responsibility for developing training packages to 
ensure that industry skill requirements are reflected in the national training system. We 
recommend that the Committee should review the need for specialist aged care Certificate 
III and IV courses. It should also regularly review the content of the Certificate III and IV 
courses to determine if any additional units of competency should be included in the core 
modules of the courses. 

Commissioner Briggs observes that the Certificate III has not been changed substantively 
since 2015, despite aged care being a constantly changing care environment. She 
recommends, as part of its review, the Aged Services Industry Reference Committee 
should consider if the following units of competency should be included as core 
competencies: 

• personal care modules, including trauma-informed care, cultural safety, mental 
health, physical health status, wound care, oral health, palliative care, falls 
prevention, first aid, monitoring medication, and dysphagia management 

• quality of life and wellbeing, including the use of technology, interventions 
for older people at risk, and recognising and responding to crisis situations. 

As many as 70% of people in residential aged care could be living with dementia. We have 
been told that many nurses and general practitioners do not have a full understanding of the 
symptoms and needs of people living with dementia. While this is presently of greater need 
in the residential aged care sector, over time it will become more important in home care. 

We also heard that residential aged care staff tend to be under-skilled and under-educated 
in palliative care, and there is a lack of suitably qualified staff to manage palliative care 
adequately. 

High quality dementia and palliative care should be considered core business for aged care 
providers. The Australian Government should implement as a condition of approval of aged 
care providers that all workers who are involved in direct contact with people seeking or 
receiving services in the aged care system undertake regular training about dementia care 
and palliative care. 

Aged care workers should have good quality, and easily accessible, ongoing training and 
professional development opportunities available to them. We recommend that the Skills 
National Cabinet Reform Committee should fast-track the development of accredited, 
nationally recognised short courses, skills sets and micro-credentials for the aged care 
workforce. The courses should be designed to improve opportunities for learning and 
professional development, and upgrade the skills and knowledge of the existing workforce. 
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The changing profile of health and ageing within Australia presents challenges and 
opportunities for both undergraduate and postgraduate medical, nursing and allied health 
training. A paradigm shift is required. Curricula should be developed to equip the health 
professionals of the future with the skills and attributes they need for their core patient 
groups of tomorrow. 

Accordingly, we recommend that the undergraduate curricula for health professionals 
should be reviewed by the relevant accreditation authorities. The reviews should consider 
changes to the knowledge, skills and professional attributes so that the care needs of 
older people are met by health professionals. The reviews should cover the professions 
of nursing, medicine, audiology, optometry, dietetics, dental practice, psychology, social 
work, occupational therapy, osteopathy, podiatry, physiotherapy and speech therapy. 

Clinical placements are an important part of quality education programs for health care 
professionals. They enable students to practice their skills and learn through real life 
experiences, supported by other health professionals. In contrast to the health sector, 
aged care offers very few such experiences. This limits the number of professionals with 
the experience and interest to work in aged care because they are not presented with an 
opportunity to do so during their undergraduate training. 

We recommend that the Australian Government should fund teaching aged care programs 
for delivery to students in both residential aged care and home care settings. The programs 
should facilitate clinical placements based on partnerships between aged care and tertiary 
education providers. This will make the programs well placed not only to build the aged 
care workforce, by way of placements and education, but also to support research and 
innovation. The programs should act as a hub for approved providers in a particular region 
and support training of aged care workers from surrounding aged care services. 

Improving pay 
A wages gap exists between aged care workers and workers performing equivalent 
functions in the acute health sector. Successive governments have made several failed 
attempts to address that gap by providing additional funds to providers in the hope that 
they would be passed on to aged care workers by way of increased wages. They were not. 

The Aged Care Workforce Strategy Taskforce recommended in 2018 that the ‘industry 
develop a strategy to support the transition of personal care workers and nurses to pay 
rates that better reflect their value and contribution to delivering care outcomes’.  Apart 
from the wage increases that have flowed as a result of the annual award reviews by the 
Fair Work Commission, and some minor improvements to penalty rates, there has been no 
discernible increase in aged care wage rates in the more than two and a half years since 
the Taskforce report was published. The Taskforce’s proposal of an industry-led process 
leading to substantial increases in aged care wages rates seems to have limited prospects 
of success. 

22

In our view, the Australian Government, providers and unions must work together to 
improve pay for aged care workers. We put forward two recommendations to facilitate this. 
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First, we recommend that the Australian Government, providers and unions should 
collaborate on a work value case and equal remuneration application to the Fair Work 
Commission. We are pleased to see that the Health Services Union has already made 
such an application for its aged care members. If successful, such applications will 
increase the minimum wages payable to personal care workers and nurses in both 
residential and home care. 

Second, wage increases should be an explicit policy objective of aged care funding. 
As part of the new aged care funding system we propose, we are recommending the 
establishment of a Pricing Authority to set prices for high quality and safe aged care. 
We consider that an important part of that work will be to price aged care at a level that 
enables workers to be remunerated to reflect what similar workers are paid in similar 
sectors, such as health and disability. In setting prices for aged care, the Pricing Authority 
should take into account the need to attract sufficient staff with the appropriate skills  
to the sector, noting that relative remuneration levels are an important driver of  
employment choice. 

Getting staffing right 
There are many ingredients that enable the provision of high quality and safe aged care, 
but it cannot be achieved without having enough staff with the skills and time to care. 

The introduction of the Aged Care Act in 1997 r emoved the obligation of aged care 
providers to spend a dedicated portion of their government funding on direct care 
staffing. Since 1997, providers are free to judge for themselves what staffing numbers are 
‘adequate’ and what skill levels are ‘appropriate’. The 1997 changes effectively ‘enabled 
cost savings through replacement of nursing staff with care workers’, and has resulted in 
compromised care for older people in residential care.  There is effectively no regulation  
of aged care staffing levels or skill mixes. 

23

In 2011, the Productivity Commission identified that the largely unregulated aged care 
sector provided an incentive to aged care providers to replace higher paid and skilled 
nurses with lower paid and semi-skilled personal care workers. This is what happened  
and the trend continues. This trend is the opposite of what should have occurred. While  
the capacity and capability of the residential aged care workforce have been eroded,  
the needs of people in their care have increased. 

The status quo is unacceptable. The current requirements have not prevented inadequate 
staffing nor substandard care and may in fact have encouraged these outcomes. 

The evidence is compelling that overall staffing levels in aged care are linked to quality  
of care, and that registered nurse numbers are particularly important. We were informed  
by a highly credentialed international nursing home expert that: 

the most important policy measure for ensuring appropriate staffing levels is  
to adopt a regulatory requirement that establishes a minimum staffing level.   24
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A report for us by the University of Wollongong’s Centre for Health Service Development 
found that, on average, each resident in a residential aged care facility receives  
180 minutes of care per day, of which 36 minutes are provided by registered nurses.  
It concluded that staffing levels within large parts of Australian residential aged care  
fall well short of good or even acceptable practice standards.   25

We recommend that the Australian Government should require approved providers of 
residential aged care facilities to meet a minimum quality and safety standard for staff time. 
The standard should set required daily minimum staff time for registered nurses, enrolled 
nurses and personal care workers for each resident, over two stages—with 200 minutes 
of care per day of which 40 minutes are provided by registered nurses by 2022, and 215 
minutes of care per day by 2024, of which 44 minutes are provided by registered nurses. 
In addition, when fully implemented in 2024, the standard should require at least one 
registered nurse on site at each residential aged care facility at all times. 

The standard should allow approved providers some flexibility to select the appropriate 
skills mix for delivering high quality care in accordance with their model of care. It should 
be linked to the casemix-adjusted activity based funding model for residential aged care 
facilities, which means that providers with a higher than average proportion of high needs 
residents would be expected to engage additional staff. 

The standard should be phased in to give providers and government adequate time to 
prepare. To meet the legitimate concerns about the inability of some providers to meet  
the new standard and the need not to stifle innovation by being overly prescriptive,  
a time-limited exemption mechanism should apply in narrow circumstances. 

If older people are to live well in their own homes for longer, personal care workers and 
health professionals need adequate time to attend to their health, social, emotional and 
domestic needs. This is particularly important when we consider the likely changes 
in future of the needs of people who access aged care services in their own homes. 

The role of the personal care worker entails physical care, emotional care, housekeeping 
and daily living assistance, and documenting and reporting. Their work includes assisting 
people with personal hygiene, eating, position change and movement, exercise, leisure 
activities, shopping, cleaning and home maintenance. 

It will be necessary to ensure that older people who are receiving care at home receive the 
care to which they are entitled and for which they have been assessed. We acknowledge 
that care time will vary significantly based on the circumstances and needs of the older 
person being assessed and it may well range across clinical and non-clinical care streams. 

Commissioner Briggs considers that there should be processes and reporting obligations 
developed for checking that care being provided at home is consistent with the assessed 
need and care plan. Where this is not occurring, there should be a trigger for review or 
reassessment by the care finder and assessment service. 
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Commissioner Briggs notes that good quality supervision and support can improve 
working conditions and the performance and wellbeing of home care workers. She 
considers that all personal care workers providing care in the home should be supervised 
by a registered nurse or allied health professional. This does not mean that a registered 
nurse will accompany them as they work. It means that there is a health professional 
that they can go to for advice and support and who can provide appropriate supervision 
and training. 

As part of our recommendations on quality and safety, we recommend that there should 
be an independent review of Aged Care Quality Standards. This review should consider 
how the Standards can be strengthened in relation to human resources to ensure that 
aged care providers supervise and support their employees, and in particular home care 
workers, for performance and health and safety outcomes. 

A significant trend in recent years has been the use of ‘independent contractors’ in aged 
care. We consider permanent employment as a mode of engagement of the workforce is 
more compatible with achievement of our broad objectives of developing a skilled, career-
based, stable and engaged workforce providing high quality aged care. Older people report 
that continuity of care provided by the same workers enables better care and improves 
wellbeing. Employees are, by definition, required contractually to comply with any lawful 
and reasonable directions they are given about the performance of their work. If a provider 
directs an employed care worker to provide care through a relationship-based model of 
care, for example, the employee is required to do so. 

Leadership and culture 
Good leadership and culture provide a necessary foundation for workforce development 
and growth—to being an employer of choice. 

Leaders in aged care have a shared responsibility to help the sector emerge from what 
Professor Pollaers described as a state of ‘adolescence’.  We agree with his observation 
that the sector’s leadership capability has not kept pace with the growing size and 
complexity of organisations within it. 

26

The challenge for strategic and operational leaders and managers within aged care 
organisations will be to lead their organisations through the reform process in the years 
to come with confidence. To support and drive the reforms we envisage, consistent and 
confident leadership at all levels of aged care organisations is essential. While this is 
reinforced through strategies, policies, practices and behaviours, it begins with a genuine 
commitment to the core values and philosophies on which high quality and safe care  
are built. 
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The Government workforce | Commissioner Briggs 
The Australian Department of Health and Aged Care will need to step up to the 
requirements of a major hands-on service delivery agency if it is to lead and guide the aged 
care sector effectively through the reforms we recommend. This will necessarily require 
a fundamental change in the culture, leadership and management of the Department of 
Health and Aged Care. 

Government workers are essential both to the delivery of care and to the management 
and oversight of the aged care system. The Government aged care workforce is a critical 
conduit between older Australians and their families and access to care. They are often 
the first point of contact for many people with the aged care system. We know from the 
evidence we have received that, more often than not, the first interaction with the aged 
care system is during an anxious or crisis time in a person’s life. 

The interactions between people receiving care and Australian Government aged care 
employees can play an important role in determining the quality of that care. It is therefore 
essential that the Government workforce has the experience, knowledge and skills to 
ensure that it plays its part in guaranteeing that the care provided by the aged care system 
is high quality and safe. Unfortunately, the evidence and information we received in our 
inquiry suggests that there are too few highly skilled and knowledgeable Government 
aged care workers and too much reliance on external contractors. 

Throughout our Final Report, we make a number of recommendations which will affect the 
Australian Government workforce. Some of the recommendations will directly impact the 
Government’s workforce, like the introduction of thousands of care finders and reforms 
to My Aged Care. The impact of others will be as a result of new or expanded institutional 
models, like the expansion of the Australian Quality and Safety Authority and the creation 
of a new Inspector-General for Aged Care. Others will be as a result of increased access  
to aged care and changes to aged care services. All these will require a professional cadre 
of public servants, sensitively recruited, trained and educated to meet the needs of our 
most vulnerable older people. 

1.3.13 Responsibility and accountability: good
provider governance 

Good provider governance is essential for the delivery of high quality aged care. The 
evidence before us has shown that the level of substandard care in the aged care sector  
is unacceptably high. If all aged care providers had good governance arrangements in 
place, it is highly likely that the level of substandard care would reduce significantly. 

Governance arrangements provide for the systems by which an organisation is controlled 
and operates, and the mechanisms by which the organisation and its people are held 
to account. They are set by the leaders of an organisation, in particular the board or 
governing body. They are implemented by executive leaders and workers who report 
to those executive leaders. They involve everyone in an organisation. 
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Culture is the key determinant of an organisation’s performance and ability to meet 
its objectives. As the Governance Institute of Australia explains, values and behaviour 
determine and define organisational culture. Governance arrangements reflect and 
promote the culture of an organisation. 

An aged care provider’s most important objectives should be to enhance the wellbeing 
of older people by providing them with safe and high quality care, and to put the older 
person’s wishes and needs first. Governance arrangements for aged care providers must 
be designed around these core objectives. 

The existing governance requirements in aged care legislation do not provide a sufficiently 
strong basis for the governance and leadership of aged care providers. We consider that 
changes need to be made to improve the governance and leadership of aged care providers.  

Good governance practice 
Contemporary good governance practice in Australia is to have, where possible, a majority 
of members on an organisation’s governing body who are independent of the organisation. 
An independent member of an organisation’s governing body is one who is free of  
any interests that might influence, or might reasonably be perceived to influence, their 
capacity to bring an independent judgment to issues and to act in the best interests  
of the organisation. 

This good governance practice should apply to approved aged care providers providing 
personal care services. The dire consequences for people receiving poor personal 
care warrant independent input into, and scrutiny of, decisions that are likely to have 
a systemic effect on the provision of that care. We recommend that the governing 
body of an organisation providing personal care must have a majority of independent 
non-executive members, unless an exemption has been granted. 

We also have concerns about the board independence of organisations that are 
subsidiaries of other entities. Board members have a duty to act in good faith in the 
best interests of the organisation. However, the Corporations Act permits a director in 
certain circumstances to discharge the duty to act in the best interests of a wholly-owned 
subsidiary company by acting in the best interests of its holding company. We do not 
consider it appropriate that directors of an aged care provider should be permitted by law 
to give priority to the interests of another company that does not have any responsibilities 
under aged care legislation. Aged care legislation should specify that the constitution 
of an approved provider may not authorise a member of its board to act in the best 
interests of another entity. 

While the current regulatory regime defines the key personnel of aged care providers, 
it does not expressly require the Quality Regulator to be kept informed of who these 
key personnel are. Furthermore, there is no mechanism for considering the fitness and 
propriety of people seeking to become key personnel. We are recommending that the 
Quality Regulator is kept informed of key personnel and changes to key personnel,  
and that key personnel are subject to a fit and proper person test. 
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Strengthening accountability and transparency 
Accountability and transparency are critical features of good governance. They are 
particularly important in the case of approved providers of aged care that receive most of 
their funding from taxpayers and provide care to vulnerable people. Approved providers 
should be required to provide ready access to information about their staffing and 
operations to enable proper scrutiny. We recommend that approved providers should  
be required to provide an annual report for publication on the My Aged Care website. 

Our recommendations for a new aged care system are wide-ranging and will lead to reform 
of the sector. This will result in major changes in policies and practices for providers and 
those who work in aged care. Many will find this challenging. 

To support and drive the reforms that we recommend, consistent and confident leadership 
at all levels of aged care organisations will be essential. It begins with a genuine 
commitment by boards, executives and staff to the core values and philosophies on  
which high quality and safe care are built. This should be reinforced through strategies, 
policies, practices and behaviours. 

We both understand the importance of leadership and culture to the delivery of high quality 
and safe aged care. Commissioner Pagone encourages providers to have regard to this as 
a matter of internal pride, governance and visibility. In his view, the values, attitudes and 
standards that leaders need to instil as the culture of an organisation are something for 
encouragement rather than imposition by obligation. 

Commissioner Briggs agrees that while good providers will show such leadership, the 
experience of the Royal Commission is that many do not take leadership, effective staff 
management and culture seriously. She considers that the transformational nature of the 
changes envisaged will require a significant step-up in leadership quality and expectations. 
She recommends that the Australian Government should require that aged care providers 
implement arrangements to support staff in adopting a new caring culture and managing 
the necessary workforce changes as the aged care system is transformed. 

Aged care providers need the right governance systems to support boards. The Aged 
Care Quality Standards in place since July 2019 include a governance standard. However, 
we consider there is scope for improvement. We recommend that any governance 
standard for aged care providers should include several key matters. 

Specifically, all approved providers should have members of their governing body with the 
mix of skills, experience and knowledge of governance responsibilities required to ensure 
the safety and high quality of the care they deliver. They should have a care governance 
committee to monitor and ensure accountability for the quality of care delivered. They 
should also have effective risk management systems and practices covering care risks  
as well as financial and other risks, and give particular consideration to ensuring continuity  
of care. 
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Feedback mechanisms are an important means by which aged care providers can learn 
about day-to-day practices in their services. Any new governance standard should require 
approved providers to allocate resources and implement mechanisms to support regular 
feedback from, and engagement with, people receiving aged care, their families, their 
advocates, and staff. Feedback should be sought on their views on the quality and safety 
of the services being delivered and ways to improve the delivery of those services. 

People receiving aged care, their family members and their advocates have described the 
powerlessness, despair, anger and frustration that they have felt when confronted with 
providers’ resistance to feedback and complaints. Providers should have a system for 
receiving and dealing with complaints. This should include regular reports to the governing 
body about complaints and their resolution and an analysis of the patterns of and 
underlying reasons for complaints. 

Finally, the governance standard should include a requirement that a nominated member of 
the governing body must attest annually, on behalf of the members of the governing body, 
that they are satisfied that the provider has in place the structures, systems and processes 
to deliver safe and high quality care. Professor Picone gave evidence that: 

It has been one of our observations, that often in—when there have been failures, the boards 
will tell you they had no idea these problems were going on, which quite frankly I don’t accept 
on any of the times I’ve been told that. So we wanted to make safety and quality as important 
as finance and as general performance. So we now require each member of the governing body 
to sign an attestation statement to say that they’re satisfied that a whole range of issues are in 
place for safety and quality.  27

Support for improving governance 
The governing bodies of approved providers vary significantly in their size, expertise  
and resources. Providers of all sizes and kinds and in all locations can struggle to 
implement good governance arrangements. In regional and remote areas, providers  
may face challenges in recruiting members for their governing bodies with the right  
skills and experience to deliver effective governance of an approved provider. 

At present, there are a number of Australian Government programs available to providers 
to improve their operations, including governance arrangements. While these are useful, 
they are limited by either the range of providers that can access them or the forms 
of assistance that they fund. We recommend that the Australian Government should 
establish an ongoing program to assist approved providers to improve all aspects 
of their governance arrangements. 
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1.3.14 Lifting the bar: regulating for quality and safety 
We want people who receive aged care, and their families and friends, to be 
at the heart of aged care regulation. We agree with the observations of Professor 
Ron Paterson ONZM that: 

the regulation of aged care in Australia has paid lip-service to the welfare of care  
recipients. The system fails to ensure the provision of safe, high quality care and  
pays insufficient attention to the quality of life of aged care users.   28

The primary function of the aged care regulator is to protect and enhance the safety, 
health, wellbeing and quality of life of people receiving aged care. Ineffective regulation has 
been one of the contributing factors to the high levels of substandard care in Australia’s 
aged care system. Regulation should seek to prevent harm to people receiving aged care 
services and ensure that instances of substandard care are detected and addressed. 
Where people have been harmed as a result of substandard care, the regulator should 
ensure that measures are put in place to prevent future harm, and that those responsible 
are held to account. 

Aged care quality and safety regulation has been marked by frequent reviews and slow 
and piecemeal adjustments for at least a decade. If the systemic failures of Australia’s 
aged care system are to be addressed, a meaningful shift in the regime and culture of aged 
care regulation is required. We are recommending changes to approval and accreditation, 
monitoring of quality and safety, complaints handling, serious incident reporting, 
enforcement powers, and regulatory capability. 

Regulation of home care is particularly inadequate. This was the case when we 
commenced our inquiry; two years later, it remains the case. This needs to be addressed 
urgently, especially in light of our recommendation that there be a significant expansion  
of the home care sector. 

Approval and accreditation 
A rigorous assessment of those wanting to provide Australian Government-funded aged 
care services is the first and best opportunity to ensure that they are competent to provide 
high quality and safe care to older people. If organisations that are unlikely to be able to 
meet those high standards are not approved, there should be a reduced need to take 
corrective regulatory action in the future. 

Under the new aged care program, we are recommending that all providers of subsidised 
aged care services should be required to be approved. In addition, all providers of 
residential and high-level home care should be required to be accredited. This scrutiny is 
essential to ensure the suitability, viability and capability of providers to deliver the kinds 
of services for which they receive subsidies. 

Our recommendations on approval and accreditation will have significant implications for 
the home and community care sector. Currently, organisations providing aged care services 
under the Commonwealth Home Support Programme are not approved, unlike providers of 
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Home Care Package services. Our recommendation to integrate the Commonwealth Home 
Support Programme with the Home Care Packages Program as part of the new aged care 
program will require new approval arrangements to be put in place. In 2018–19, there 
were about 905 organisations that only provided services under the Commonwealth Home 
Support Programme, many of which are small organisations. There should be a careful 
transition of these organisations to the new approval process. 

Given the diversity of organisations and services, a robust but flexible approval system is 
required. We recommend that initially home care providers should be able to seek approval 
for only a limited scope of services, and the regulator should be able to adjust the approval 
process to reflect the risk attached to different levels of service. 

Unlike residential aged care services, home care services are not accredited. Although 
‘home services’ are subject to a quality review at least once every three years, as at 
30 June 2019, 159 approved providers had never had a quality review conducted on 
any of their active home care services. In 2018–19 the median time before a quality 
review of a new home care service was undertaken was 201 days. 

We recommend accreditation for home care services that provide care management, 
personal care or clinical care to address this gap in the regulatory arrangements. Service-
level accreditation will provide an additional level of quality assurance for higher risk 
services. This will become increasingly important as more older people remain at home 
for longer and there is a consequential increase in the frailty of people receiving more 
complex care at home. Accreditation periods should vary based on an analysis of 
performance and risk. Initial accreditation should be for no more than one year. 

Monitoring quality and safety 
In monitoring the quality and safety of care, an effective regulator must be able to identify 
risks and areas where care could be improved in a timely and effective way, drawing on all 
relevant sources of information. This might include information obtained from inspections, 
through the approvals and accreditation processes, from the complaints and serious 
incident reporting schemes, and from prudential regulation and financial oversight. 

The Carnell-Paterson review in 2017 made a number of recommendations to improve 
compliance monitoring. Some of these have been or are in the process of being 
implemented, but overall progress in implementing the recommendations has been 
slow. They should be progressed as a matter of priority. 

We make further recommendations to improve the monitoring and compliance of aged care 
services. We recommend that a general duty to provide high quality and safe care should 
be imposed on providers. In addition to changing the way providers work, the inclusion 
of such a duty in aged care legislation should provide a focus for the compliance and 
enforcement work of the regulator. The regulator should not only assess compliance with 
the specific quality standards, but should also assess whether providers are being ‘active, 
imaginative and flexible’ in ensuring the quality and safety of the care they provide.29 
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The most valuable feedback on the quality and safety of care comes from people receiving 
aged care and their families and advocates. We make a number of recommendations 
to give greater weight to the voice of people receiving aged care. The regulator should 
report on the experience of people receiving aged care and ensure that these reports are 
informed by interviews with at least 20% of people receiving care at a service (or their 
nominated representative). The regulator should also establish channels to allow people 
receiving aged care and their families and advocates to report their experiences of aged 
care and the performance of aged care providers all year round. 

There is a need for much better information about the quality of care. The Aged Care 
Quality and Safety Commission currently assesses providers against the Quality Standards 
on a binary ‘met’ or ‘not met’ basis. This does not permit a meaningful comparison of the 
performance of different services. A pass or fail assessment does not measure the extent 
to which care exceeds or fails the minimum standard. The assessments do not provide 
meaningful information for older people and their families or offer incentives for providers 
to strive for excellence, or do more than deliver adequate care. 

We recommend that the regulator should adopt a more rigorous, graded assessment of 
service performance against the Aged Care Quality Standards. Rather than a pass or 
fail, there should be a range of outcomes. These outcomes could, for example, range 
from ‘very poor performance that fails to meet the standard’ to ‘excellent—exceeds the 
standard in all respects’. 

We also recommend that the powers of the regulator to enter the premises of an approved 
provider and obtain information, documents and evidence should be strengthened. 
Unannounced visits are an important tool in assessing care. While the Aged Care Quality 
and Safety Commission is able to conduct unannounced visits, it does not have the power 
to enter premises without the consent of the provider. 

We consider that regulatory officials should have the power to enter the premises of 
an approved provider at all reasonable times without a warrant or consent. In addition, 
regulatory officers should have the power to enter premises at other times if the regulator 
reasonably believes that there is an immediate and severe risk to the safety, health and 
wellbeing of people receiving aged care. When on the premises, regulatory officials should 
have full and free access to documents, goods or other property. 

Complaints handling 
The importance of a transparent and effective complaints handling process cannot be 
overstated. A complaint can be a window into the quality and safety of care. It provides an 
opportunity to improve the care of an individual, address systemic issues with the provision 
of care, and remedy the consequences of poor care before things go badly wrong. The 
complaints system should be capable of providing answers and redress when there have 
been failures in the quality and safety of care provided. 

We heard evidence of a lot of dissatisfaction with the current complaints processes. Some 
witnesses gave evidence about a lack of transparency in the complaints process. Others 
told us about being given the run-around when they tried to get a satisfactory response to 
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their concerns. A complaints scheme that is ineffective or that does not engender trust 
will diminish the supply of important information about the quality and safety of care. 
It is a lost opportunity to improve the system. 

Effective complaints management requires a dedicated focus on resolving and 
investigating complaints. We recommend that the role of Complaints Commissioner 
should be a statutory appointment and should be operationally separate from other 
regulatory functions. We agree with the evidence of Professor Paterson: 

Consumers and their families must be confident that there is a strong, independent complaints 
handling function...The Complaints Commissioner must be highly visible in the aged care sector 
and more broadly in the community; it must be, and be seen to be, rigorously independent  
from regulatory functions; its complaint handling must be skilled, timely and effective;  
and the lessons and trends from complaints must be well publicised…for consumers,  
providers and the community.   30

The Complaints Commissioner should be able to deal with a broad range of complaints 
about aged care, including complaints about providers and their staff, and other people 
working in the aged care system, such as assessors, care finders, and inspectors. It 
is important that there is a single authority that can receive complaints from people 
interacting with the aged care system, including older people, their family and advocates, 
and workers. It must be as easy as possible for people to make a complaint about aged 
care, and there must be no risk of complaints falling through the cracks. 

The Complaints Commissioner should be able to respond to complaints in ways that are 
meaningful to people receiving care and those complaining on their behalf. This should 
include an ability to direct providers and others to take specified action to remedy an 
issue that is the subject of a complaint. Other appropriate responses could include issuing 
directives to provide an apology or an explanation for an incident to the complainant. 

The Complaints Commissioner should be required to advise a complainant of the proposed 
outcome of a complaint and seek their views, before deciding to close that complaint. If a 
complainant or a respondent is not satisfied with the Commission’s handing of a complaint 
or the outcome, they may refer the matter to the Inspector-General of Aged Care. 

The Aged Care Quality and Safety Commission currently publishes a quarterly report 
on sector performance. The report contains information on the number of complaints 
received, the nature of complaints, and the number of notices and directions issued as 
a result of complaints. We consider this report could be enhanced by the publication of 
additional information, including redress outcomes arising from complaints and service 
improvements implemented as a result of a complaint. We also believe that the Complaints 
Commissioner should publish information about the number and nature of complaints 
made about individual providers or services. Publishing more information about complaints 
will provide greater transparency about the extent to which the complaints system is 
achieving satisfactory outcomes for complainants. 

The Aged Care Quality and Safety Commission aims to resolve 80% of complaints within 
60 days. The Commission met this objective for 75% of complaints in 2019–20. However, 
this means that fully one-quarter of the complaints were not resolved within the targeted 
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timeframe. Commissioner Briggs considers that the Aged Care Safety and Quality Authority 
should aim to resolve all complaints within 60 days and should report on performance 
against this standard. Aged care services are essential to the lives of older people and 
their families. Older people who are expressing concerns about their care do not have 
the time or luxury to wait for a long drawn-out complaints process to work its way 
through the bureaucracy. Their concerns need to be responded to with some urgency. 

We have heard that older people and their families and aged care workers may be reluctant 
to raise concerns due to a fear of retribution. Comprehensive whistleblower protection 
provisions should be implemented in aged care legislation to protect people who make 
complaints or report suspected breaches of legislative requirements to the Quality 
Regulator, the Inspector-General of Aged Care or key personnel of an approved provider. 

Serious incident reporting 
The level of neglect and abuse in aged care is unacceptably high. In 2018–19, the number 
of alleged assaults in residential aged care is estimated at between 32,193 and 44,131. 
The estimated number of alleged incidents of unlawful sexual contact in 2018–19 could 
be as high as 2520, or almost 50 per week. This is a disgrace and should be a source of 
national shame. 

A serious incident reporting scheme is an important way to ensure that approved providers 
respond appropriately to incidents of abuse and neglect. The existing compulsory reporting 
scheme in aged care is unsatisfactory. It has a limited scope of incidents that must be 
reported, and information reported by approved providers is not used effectively. 

In 2017, the Australian Law Reform Commission and the Carnell-Paterson review 
expressed similar concerns about the existing scheme and recommended that a new 
serious incident scheme for aged care be introduced. The Australian Government has 
announced a new scheme will commence on 1 July 2021. This scheme will require 
reporting of a much wider range of incidents than is currently the case. The expanded 
scope of incidents covered is a welcome development and will greatly improve the 
regulator’s oversight of abuse and neglect in residential aged care. 

However, expansion of the coverage of the scheme only addresses one of the defects in 
the current arrangements. Without an expansion of the scheme to home care, purposeful 
action on the reports of serious incidents, and greater transparency around the scheme, 
the abuse will continue. 

Further improvements are required. The objectives of the new Serious Incident Response 
Scheme should be clearly set out in legislation. In our view, the central object of any 
serious incident reporting scheme must be to protect people receiving aged care services 
from harm. 
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The new Serious Incident Response Scheme must be extended to cover allegations of 
certain serious incidents perpetrated by aged care workers against people receiving aged 
care in home settings. It is hard to justify the lack of oversight of allegations of abuse and 
neglect in home settings. The need for oversight of serious incidents in home settings will 
increase as more people receive aged care in their homes for longer. People receiving aged 
care at home will also most likely have increased levels of frailty, cognitive impairment or 
both. Frailty is directly linked to vulnerability. 

Any serious incident response scheme must have the capability to detect patterns in 
reports that indicate an ongoing risk to the safety of people receiving aged care services. 
This is a critical tool in enabling the regulator proactively to identify risk. When a new report 
is received by the regulator, the initial assessor should be able to identify immediately 
whether an aged care worker named in that report has been the subject of an earlier report. 
The current compulsory reporting scheme does not have this capability. The Australian 
Government should ensure that when the new Serious Incident Response Scheme is 
introduced, the regulator has the capability to undertake this and other basic risk detection. 

We consider that a provider should be required to provide the regulator with a plan 
detailing the action it intends to take in response to a reported incident. The regulator 
should have powers to scrutinise a provider’s response to a serious incident, including 
through obtaining information and imposing reporting obligations. The regulator should 
also be able to require a provider to take specified remedial action within a specified 
period. 

Enforcement 
Enforcement is an important part of ensuring that the regulatory system deters poor  
quality or unsafe care. It must be credible and effective. Existing enforcement options 
do not meet community expectations. Professor John Braithwaite, a leading expert in 
regulation, has described aged care enforcement in Australia as ‘enfeebled’.    31

In its 2011 report Caring for Older Australians, the Productivity Commission recommended 
that the aged care quality and safety regulator be provided with a broader range of 
enforcement tools to ensure that penalties are proportional to the severity of non-
compliance. However, there have been few substantive changes to the regulator’s 
enforcement options since that time. 

Analysis of the sanctions imposed in relation to residential aged care services between 
July 2015 and March 2019 reveals a remarkably uniform response to non-compliance. 
Such a ‘one size fits all’ approach to enforcement means that the regulator either lacks an 
appropriate range of enforcement tools or lacks the necessary flexibility and imagination  
to deploy the right sanction to fit an individual case. 

We recommend a broader range of enforcement powers to give the regulator greater 
scope to impose proportionate penalties and real deterrence where needed. These 
include powers to accept an enforceable undertaking, impose an infringement notice, 
ban individuals from providing aged care services, limit the ability of a provider to expand 
its services, and appoint an external manager to a provider. 

3040



142 

Royal Commission into Aged Care Quality and Safety  Final Report Volume 1

 

 
 

 

 

We also recommend the introduction of civil penalties for a breach by a provider of the 
general duty to provide high quality safe aged care. Civil penalty proceedings are one of 
the more serious forms of enforcement action available to a regulator. They are ‘primarily  
if not wholly protective in promoting the public interest in compliance’.   32

Individual accountability, particularly for those in positions of leadership, is important. 
As the Quality Standards recognise, the governing body of an aged care provider is 
responsible for delivering quality and safe care. We consider that the regulator should have 
the option of commencing civil penalty proceedings against one or more key personnel, 
in addition to the approved provider, in appropriate cases. 

Remedies for people who have been harmed because of unsafe or poor quality care 
are important. We recommend that where a provider or person has been found by a 
court to have contravened a civil penalty provision, the court should be able to award 
compensation to a person receiving aged care services who has suffered harm as a 
result of that contravention. The regulator should be able to make an application for such 
compensation at the request of the person harmed. An older person who has suffered 
harm, or someone acting on their behalf, should also be able to make such an application. 

The capability of the regulator 
A competent, vigorous and well-resourced regulator is critical to the success of any 
regulatory regime. The systemic failures we have identified in the aged care system  
raise concerns about the capability, leadership and culture of the regulator. 

We recommend that the regulator be given additional functions and powers, including 
in the areas of provider governance, serious incident reports and complaints handling. 
This will lead to an increase in the regulator’s workload. The introduction of civil penalties 
will require increased legal capacity within the regulator. 

We also recommend that the Australian Government should commission an independent 
review of the capabilities of the Aged Care Quality and Safety Commission. Following 
the review, the Australian Government should provide the resources recommended to 
ensure the regulator can develop a skilled and dedicated compliance and enforcement 
workforce, with the necessary regulatory and investigatory skills and clinical knowledge 
to meet its mandate. 

Advocacy 
One of the best ways of safeguarding older people is to make sure that ‘their voices are 
heard and their preferences acknowledged’.  Advocacy services play an essential role in 
ensuring that this occurs. Professor Paterson described the aged care sector in Australia 
as being characterised by a ‘relatively weak’ consumer voice when compared with that of 
providers.  Advocacy services are an important mechanism for correcting this balance. 34

33
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Supporting older people through the formal complaints process is an important role for 
advocacy services. We have heard that many people who receive aged care are fearful of 
making a complaint. Most complaints are made by family members or supporters on behalf 
of the older person. This points to the importance of access to advocates for older people 
who may not have family or others who are able to advocate on their behalf. The role of 
advocacy services in complaints handling should be formally recognised in the aged 
care legislation. 

Advocacy should extend beyond individual advocacy to information and education 
programs so that older people are aware of their rights and how advocacy can help 
them. There should also be ‘systemic advocacy’ to advance the interests of older people 
as a group. 

Older people receiving or applying for subsidised aged care are eligible to receive 
assistance from a formal advocacy service through the National Aged Care Advocacy 
Program. However, the evidence before us suggests that the funding is inadequate. In 
2018–19, the Older Persons Advocacy Network supported just over 1% of the number 
of people receiving aged care in Australia. It reported a 67% increase in demand for 
information and advocacy support over the preceding two years.  We consider that the 
advocacy network should be strengthened to ensure that older people and their families 
are supported to understand their rights and to raise concerns. The advocacy network 
should be able to reach more older people, to undertake systemic as well as personal 
advocacy and to offer an expanded range of education and information services for  
older people, their carers and families. 

35

We recommend that the Australian Government should complete a consultation with 
service providers under the National Aged Care Advocacy Program to determine the 
extent of unmet demand for advocacy services by people seeking or receiving aged care 
services. The consultation should also consider the additional funding required for the 
provision of education, ‘systemic advocacy’ and capacity-building of advocacy services. 

In response to the consultation, the Australian Government should increase the funding 
of the National Aged Care Advocacy Program to establish a sustainable funding base. 
The funding should provide for increased coverage of the program to meet unmet demand 
for prompt advocacy services, including education and ‘systemic advocacy’, and the 
infrastructure required to support an effective national network of advocacy organisations. 

In the interim, we recommend an immediate funding boost to support an expanded 
coverage of advocacy services. As an initial investment, we recommend an increase in 
funding to enable at least 5% of people receiving aged care to access advocacy services. 
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1.3.15  Improving aged care through data, research  
and technology 

Understanding how the aged care system works now, and how it might work in the future, 
requires reliable data and careful research. Data and research will help to inform and 
evaluate the delivery of aged care, and to support the adoption of improved models 
of care and new technologies. 

Aged care data 
Governments, aged care providers and health professionals routinely collect data about 
their clients and services, but that data is not adequately integrated and analysed to inform 
how to achieve improvements in care. 

We are concerned that reliable, accessible and comprehensive data on safety and quality 
is not available in the aged care sector. At a system level, there is ‘no comprehensive data 
on the outcomes of care’.  This cannot continue. The Australian Government cannot 
effectively regulate or develop responsive policy for a system about which it remains 
partially ignorant. The Australian public is entitled to expect comprehensive, up-to-date 
data to be available to help them evaluate the safety and quality of the aged care system. 

36

The Australian Institute of Health and Welfare has acknowledged that current aged care 
data is fragmented and incomplete: 

There is limited integration across data sets to enable a person centred view of pathways and 
outcomes across aged care, health and other support systems. There are also notable data 
gaps (e.g. workforce, finance, regular assessment of care needs, quality of life, quality of care) 
and no agreed common data definitions in use across the aged care sector.37 

It is not merely a matter of collecting missing data: all data must also be of a high quality 
and the capacity must be built to use it effectively. Data systems need to be able to work 
together and share information—also called being ‘interoperable’—and the infrastructure 
must be sufficient to serve the purposes of collecting data. 

We recommend that the Australian Institute of Health and Welfare should undertake critical 
aged care data governance and management functions. It should be required to: 

• collect, store and manage aged care-related information and statistics 

• coordinate the collection, production and publication of that material 

•  oversee the development of a standard format for presentation of aged care 
data, including consideration of interoperability with the health care sector 

• develop and publish a National Aged Care Data Asset, comprising a number 
of national minimum aged care datasets. 
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National Aged Care Data Asset 
Australia does not have a national aged care data asset to inform assessment of how 
the aged care sector performs for the benefit of older people. We recommend that the 
Australian Institute of Health and Welfare should curate and make publicly available a 
National Aged Care Data Asset. 

A National Aged Care Data Asset will provide a better understanding of the life 
experiences, pathways and outcomes of people receiving aged care and the operation 
and performance of the aged care system. It should link or be linkable with data collected 
on primary and acute health care as well as disability care. 

The System Governor should determine the national minimum aged care datasets to be 
included in the National Aged Care Data Asset. The datasets should include data on: 

• the demographics, clinical characteristics and care needs of people receiving 
aged care, and the aged and health care services they use 

• the demographics, skills and wages and conditions of the aged care workforce 

• the financial performance of aged care providers, the quality of care provided, 
and their ownership types, operating segments, size and any other relevant 
characteristics. 

Commissioner Pagone recommends that the System Governor should establish and 
chair a management group to develop the national minimum aged care datasets and the 
strategy and agenda for aged care data. The group should include senior representatives 
of the Australian Institute of Health and Welfare, the Pricing Authority, the Australian 
Commission on Safety and Quality in Health and Aged Care, and the Australian Bureau 
of Statistics. Commissioner Briggs considers that the existing data management 
arrangements could be extended to accommodate these changes. 

Data standards and approvals 
We received a number of submissions supporting implementation of standardised data 
collection and the ‘collect once, use many times’ principle. This should be a fundamental 
principle for data management in aged care. To use data many times, the original collection 
must be high quality and reliable. This means that aged care data, and its collection, must 
meet minimum standards. 

Data about aged care comes from several different government agencies that do not have 
common data standards and systems. Minimum datasets must be based on common data 
standards so that they yield meaningful and reliable information. The Aged Care Industry 
Information Technology Council stated in 2017 that: 

the absence of common standards, sector-level policies and common data collection…means 
it is difficult for individual organisations to benchmark their performance and identify needed 
improvements.  38 
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An important task for aged care data management is to establish a ‘common language’ 
for aged care data. Attention should be paid to the intersection between aged care, health 
care and disability services, and the importance of common terms to enable the systems 
to communicate. 

The Australian Government announced the ‘Aged Care Data Compare’ project in June 
2020. This project aims to resolve technical difficulties with the standardisation and 
sharing of valuable data recorded as part of everyday practice in residential aged care. 
This includes the possible use of aged care data interoperability standards and protocols. 
The Australian Department of Health should continue this work and make sure that it is 
resourced adequately and given priority. 

Data and information are frequently subject to statutory protections, including privacy, 
limiting disclosure other than for the purpose they were collected. These protections 
exist for a reason. However, we consider that limited exceptions should be enacted for 
the National Aged Care Data Asset, so that data can be made available for research and 
analysis in a way that does not identify individuals. The Australian Government, together 
with the State and Territory Governments, should work to identify and remove legislative 
barriers to collection and linkage of identified data about individuals by the Australian 
Institute of Health and Welfare. 

A key issue for future research will be to ensure timely access to data. Data custodians 
are responsible for approving access to, and use of, the data collections for which they 
have authority. We heard evidence about the administrative burden of obtaining access to 
data from the Australian Institute of Health and Welfare, and particularly the lack of timely 
access to valuable data. Long delays in securing access to data can adversely affect the 
ability to monitor trends in care quality and to provide timely information about risks in 
the health and aged care sectors. Delays in accessing aged care data from the Australian 
Institute of Health and Welfare must be minimised in future. 

Aged care research 
Considering the number of people accessing aged care services and the challenges facing 
the aged care sector, aged care research is not given sufficient priority or funding. This 
needs to change. A new approach to aged care research and its funding is required. 

There is no dedicated funding for research into the delivery of high quality and safe aged 
care. Professor Briony Dow, Director of the National Ageing Research Institute, told us that 
there has been a lack of investment in research into delivery of aged care due to a societal 
view that aged care is not ‘particularly important’. She said that the problem is circular: 
societal attitudes filter down, aged care research is not seen as a particularly attractive 
area by educators and researchers, and this is reinforced by a lack of funding.  39 

We recommend that to ensure an enduring focus on the needs of the aged care system, 
a dedicated Aged Care Research and Innovation Fund should be established. It should 
be funded in addition to and administered independently of existing research funds. 
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The amount of investment in aged care research needs to reflect the Australian 
Government’s expenditure on aged care, the importance of high quality and safe care for 
vulnerable people, and the research work necessary to support the new aged care system. 
We consider that, at least in the short to medium term, annual aged care research funding 
should be fixed and equal to 1.8% of the Australian Government’s total expenditure on 
aged care. 

In addition to dedicated funding, new administrative infrastructure is required to ensure 
that the public investment in aged care research and innovation is directed to practical and 
beneficial outcomes. We recommend that an Aged Care Research and Innovation Council 
should be established. The new Council should set the strategy and agenda for aged care 
research and development and should make recommendations to the System Governor  
on expenditure from the Aged Care Research and Innovation Fund. 

The research and development strategy should not only be focused on health-related, 
clinical or medical matters relating to aged care. It should extend to research on, for 
instance, the delivery of aged care, application of technological developments in aged 
care, better governance of aged care providers, and the socioeconomics of ageing. 
It should also extend to workforce-related research, and the application of technology 
to improve workforce productivity and care quality, and testing innovative and creative 
ways to improve the quality and safety of aged care. 

The Aged Care Research and Innovation Council should give priority in its 
recommendations on funding to research that is co-designed with older people and their 
families, and with aged care providers and the aged care workforce. Professor Alison 
Kitson advised that if the aim of research is to translate knowledge into practice, then 
‘involving stakeholders right at the beginning is the most important factor for success’.40 

Dr Robert Grenfell, Director of Health and Biosecurity at the Commonwealth Scientific  
and Industrial Research Organisation, told us that research should be for solving problems 
that need to be solved.  We agree. The Aged Care Research and Innovation Council 
should adopt a priority-driven approach to research. The allocation of funding should 
be strategically directed to identified problems and gaps to ensure that funded research 
delivers the greatest benefit for end users. The focus on priority-driven, co-designed 
research will distinguish the new Aged Care Research and Innovation Council from other 
research bodies. 

41

Information and communications technology 
The aged care system that we envisage will need to operate in a technology-enabled 
environment for efficient clinical, business and operational systems. These need to be 
designed to identify older people’s needs and preferences and to provide care tailored 
most effectively to their needs. Our data recommendations are dependent on information 
and communications systems that can harness data and information from across the aged 
care system and coordinate that information to support the new aged care arrangements 
we recommend. 
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The System Governor should support the development of information and communications 
technology capability in the aged care sector. This should include the secure use of data 
throughout the system and solutions to reduce the administrative burden of data collection. 
Real-time or near real-time data sharing should be standard within government, with the 
capacity for approved providers to upload data. 

Information and communications systems used by approved providers of aged care 
should operate so that information that is routinely collected for their own purposes 
can assist them to meet responsibilities to provide data, including for the National Aged 
Care Data Asset. 

We consider that the System Governor should facilitate the development of software and 
systems to enable automatic reporting by approved providers on mandatory reporting 
obligations, quality indicators, prudential arrangements and data for the Aged Care 
National Data Asset. It should also establish arrangements consistent with the ‘collect 
once, use many times’ principle, including: 

• integrating Australian Government systems to enable sharing of aged care data 

• ensuring mechanisms exist for the transfer of clinical records where required 
for the continuity of care 

• investment in new infrastructure to support that principle being put into practice. 

Arrangements should also be established by the System Governor to: 

• ensure relevant administrative data, such as assessment data, is available 
to providers 

• ensure a mechanism exists for approved providers to transfer information about an 
individual effectively and securely when the individual changes service providers. 

Architecture and investment in technology 
Commissioner Briggs highlights major problems and limitations with the current technology 
infrastructure and architecture for aged care. These include the variable use of digital 
record keeping for clinical and administrative information management, including of My 
Health Record. This is inefficient and often means there is duplicative record keeping. Also, 
the current systems that are supposed to support the aged care sector are either designed 
to support specific administrative and financial reporting requirements or are program-
centric. They are not focused on the person. Furthermore, information and communications 
systems across government, aged care services, hospitals and other health care providers 
are not interoperable. This is not only inefficient but increases the risk of errors. 

Commissioner Briggs considers that the new aged care system needs an information 
and communications system that is vastly evolved from that which currently exists. 
She recommends that the Australian Government should invest in technology, 
information and communications systems in three key areas. 
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First, the systems should be designed to enable better services for older people. This 
should include a new service-wide client relationship management system for care 
management, case monitoring and reporting systems built around older people’s care. 
Data and information should be accessible, accurate and up-to-date, and there should  
be standardised systems and tools to make the user experience easy and efficient. 

Second, increased investment is needed in pre-certified assistive technologies and smart 
technology to support care and functional needs of older people, and help manage their 
safety and contribute to their quality of life. 

Third, there should also be investment in systems that talk to each other and allow for 
seamless systems for reporting. There should be interoperability of information and 
communications systems. This would enable the sharing of data and information about 
people accessing aged care between aged care and health care providers and relevant 
government agencies. 

Commissioner Briggs also recommends that the System Governor should develop 
an Aged Care Information and Communications Technology Strategy in consultation 
with older people and various stakeholders to provide a road map to implement these 
and related initiatives. 

1.3.16  Funding for the new aged care system 
Public funding is critical to the aged care system. The Australian Government spent 
$19.9 billion on aged care payments in 2018–19, and $21.2 billion on aged care payments 
in 2019–20. Despite these large expenditures, the current system delivers services that 
are all too often substandard, and sometimes unsafe. In many instances, the current 
system fails to deliver services simply because there is not enough funding to meet 
the assessed need. 

A sustainable aged care system 
There is an important point of tension in the task we are required to perform. Under 
our Terms of Reference, we are required to inquire into actions that should be taken 
in response to systemic causes of substandard care, and advise what the Australian 
Government and others can do to ensure that the services provided are of high quality 
and safe. We recommend many reforms, and almost all of them have funding implications. 
At the same time, we are acutely conscious that under our Terms of Reference, we are 
also required to inquire into how best to deliver aged care services in a sustainable way. 

We have carefully considered ways in which funding arrangements should be improved 
to ensure the economic sustainability of the aged care system. This includes the need to 
ensure value and accountability for public expenditure, while also ensuring that there is a 
sufficient number of providers to supply the increasing aged care needs of our community. 
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In 2019, the Aged Care Financing Authority identified what it considered to be the 
characteristics of ‘a viable and sustainable aged care system’. These included: 

confidence and trust in policy settings; stable, predictable, efficient, equitable and effective 
arrangements for allocating Government funding; appropriate overall funding; funding 
arrangements that are flexible and adaptable to changing demographics and demands; 
equitable contribution to costs by consumers; effective prudential oversight; and sound 
management and governance arrangements.42  

Subject to the need to consider the principle of contributions from people receiving 
services in the light of the universal entitlement to aged care which we recommend, 
the design of the funding arrangements for a reformed aged care system should have 
these attributes. We also consider that funding arrangements should be transparent— 
the basis for funding allocations should be clear—and should support accountability 
for the use of funding, whether from the Government or from service users. 

We recommend a revolution in the way that funding levels are determined for aged care. 
The funding levels payable to approved providers for aged care services should be 
determined by a body that is independent of both the Australian Government and the 
aged care sector, based on analysis of the costs of providing high quality and safe aged 
care. Independent pricing would provide a foundation to underpin a new form of casemix 
funding for residential care, appropriate staffing levels and skill mixes in residential care, 
and appropriately tailored forms of funding for other aged care services. 

Independent Pricing Authority 
The introduction of independent pricing is critical to instil and restore confidence in the 
funding of aged care services. The general concept of some form of independent review of 
costs is uncontroversial, and is supported by the Secretary of the Australian Treasury and 
the Department of Health, as well as eminent economists. Professor Flavio Menezes, Chair 
of the Queensland Competition Authority and former Head of the School of Economics at 
the University of Queensland, said the current arrangements involve a conflict of interest 
for the Australian Government because it is simultaneously trying to ensure the provision 
of high quality care while constraining costs. The Secretary of the Australian Treasury, 
Dr  Steven Kennedy, gave evidence that an aged care system based on an independent 
assessment of costs would contribute towards all governments being able to trust and 
fund that system. A wide range of aged care providers and their peak representative 
organisations also told us that independently assessed funding levels would be important 
for ensuring they are adequately funded to deliver high quality care. 

We recommend that the key functions of the Pricing Authority should include: 

• providing expert advice to the System Governor on optimal forms for funding 
arrangements for particular types of aged care services and in particular market 
circumstances 

• reviewing data and conducting studies relating to the costs of providing 
aged care services 
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• determining prices for particular aged care services based on estimates of the 
amounts appropriate to the provision of high quality and safe aged care services 

• evaluating, or assisting the System Governor to evaluate, the extent of competition 
in particular areas and markets 

• advising on appropriate forms of economic regulation, and implementation 
of such regulation where necessary. 

In undertaking its functions, the Pricing Authority should be guided by the following objects: 

• to ensure the availability and continuity of high quality and safe aged care 
services for people in need of them 

• to ensure the efficient and effective use of public funding and private user 
contributions in the provision of high quality and safe aged care services 

• to promote efficient investment in the supply of high quality and safe aged 
care services 

• to promote the development and retention of a highly motivated and skilled 
workforce necessary for the provision of high quality and safe aged care services. 

Consideration needs to be given as to whether the pricing function undertaken by the 
Pricing Authority should be binding on the Australian Government—and hence determine 
the prices for aged care services—or be advisory to it. 

We both agree that the Pricing Authority should have a determinative pricing power. 
However, Commissioner Pagone considers that the Pricing Authority’s power to determine 
prices should be binding on the Australian Government, and not merely advisory. In his 
view, a binding power on prices is necessary to insulate the funding of the aged care 
sector from the influence of broader fiscal considerations on the government of the day,  
as well as to ensure a thoroughly transparent pricing process. This will provide confidence 
for older people and their families and allow providers to undertake long-term planning  
and make the necessary investment decisions to ensure access to high quality aged  
care services. 

Commissioner Briggs considers that a balance needs to be struck between independence 
in price setting and budgetary control by the government of the day by making the 
schedule setting out the Pricing Authority’s determinations an instrument that is 
disallowable in Parliament. This would ensure that, in a case where the Government 
wishes to depart from the prices determined by the Pricing Authority, it would have to 
obtain a motion from either House of Parliament to disallow the schedule in an open 
and accountable manner. 

Commissioner Briggs also recommends that a renamed Independent Hospital and Aged 
Care Pricing Authority assume the Pricing Authority function from 1 July 2021 so that work 
on these very important costing and funding issues can begin immediately. People with the 
expertise needed to carry out this work are in short supply, and she considers it would be 
inefficient to establish a new agency which would compete to obtain staff from the same 
limited pool of people. Commissioner Pagone does not support this recommendation. He 
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considers that the Pricing Authority must be free to focus on the specific challenges of 
aged care without any budgetary or governance pressures to adopt similar methodological 
approaches to those adopted in hospital funding. He also notes that the Independent 
Hospitals Pricing Authority has no expertise or experience in the economic regulatory 
functions that are proposed for the Pricing Authority. 

To support the pricing function, it will be necessary for the Pricing Authority to obtain  
cost data from the sector. We recommend that, as a condition of approval, aged care 
providers should be required to provide financial information and participate in cost  
studies and surveys that the Pricing Authority requires to undertake its functions. 

Funding arrangements for particular services 
We have heard a wide range of evidence on the preferred way in which aged care services 
should be funded, ranging from outcomes based funding, to block funding and activity 
based funding. In our recommendations about funding arrangements, we have followed 
our principle of putting people first, and striving as far as possible for arrangements that 
are simple, practical, equitable, efficient, consistent, and responsive or ‘agile’. We also 
took into account the need to create explicit relationships between people’s needs, costs, 
prices and outcomes. 

As Professor Henry Cutler told us, all funding models have their advantages and 
disadvantages. He argued that there are benefits in combining approaches to funding 
model design: 

Funding models can also be combined to mitigate disadvantages or introduce further 
advantages associated with using only one funding model. While this increases the 
administrative burden, benefits associated with better targeted funding and subsequent 
improved outcomes can outweigh these costs.43 

We agree. Our view is that the primary approach for funding providers for the aged care 
services they deliver should be based on the volume of activity each provider performs. 
Activity based funding should be supplemented with block funding where required to 
ensure area coverage, continuity of service, and service viability. This approach combines 
the access, efficiency and transparency advantages of activity based funding, with the 
greater flexibility and confidence provided by block funding. 

We are recommending funding arrangements to apply to each of the five service categories 
in our new program design: social supports, respite supports, assistive technologies and 
home modifications, care at home, and residential care. 

We recommend that the Australian Government should fund social supports, respite 
supports and assistive technologies and home modifications in a combination of block 
funding and activity based funding. This is intended to achieve a number of objectives. The 
first objective is to ensure area coverage across Australia. Grant funding should ensure that 
everyone who needs to can access these supports, irrespective of how widely dispersed 
the population might be, or how scarce the number of organisations willing to supply 
services might be. While area coverage is an important consideration, ensuring there is 
sufficient capacity and service availability to meet demand are also significant objectives. 
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As part of its advisory function on funding arrangements for aged care services, the 
Pricing Authority should advise on the appropriate combination of block and activity based 
payments in the grants for social supports, respite, and assistive technologies and home 
modifications. The block funding component will cover the fixed costs of operating the 
service plus a minimum number of services that must be delivered. This will give both 
providers and individuals requiring care some certainty that a minimum level of services  
will be provided. 

In relation to the care at home service category, the Australian Department of Health is 
currently developing a model for assessment, classification and funding within a unified 
home care program. We support the continuation of the Department’s work on these 
issues. We further consider that the model should begin with a process by which the needs 
of older people would be assessed and classified. Each classification would be linked  
to an entitlement to care that would be expressed in terms of the hours of support that 
would be provided within specified domains: care management; living supports; personal, 
clinical, enabling and therapeutic care; and palliative and end-of-life care. 

Older people overwhelmingly prefer to remain living in their own homes. In the current 
system, however, older people are not well supported in this preference. Significantly  
more funding will need to be available to older people to allow them to access more  
care in the home for longer. 

While we have recommended a universal entitlement to aged care, this is not an absolute 
right to have that care delivered in a particular setting. Care provided to a person in a 
congregate setting may be more cost-effective than care provided to that person in their 
own home. We consider that the most appropriate limit to be placed on the funding a 
person should be entitled to receive for care at home is the value of the care component 
of the funding that the Australian Government would provide for them in a residential care 
setting. This level of funding may mean a person will be able to remain longer at home, 
and may be able to remain at home until the end of their life. 

For residential aged care, we recommend a new activity based casemix funding model 
based on the assessment of needs and classification of individuals to one of a number 
of funding categories, each of which reflects the costs of caring for a person classified 
to that level of need. An example of the new model is the Australian National Aged Care 
Classification, which is currently in trials. There is a clear case, supported by the Australian 
Department of Health, to transition away from the Aged Care Funding Instrument.  
Such a transition needs to be implemented at the earliest reasonable opportunity. 

The aged care system should help people to maintain independence, and the funding 
arrangements for residential aged care should be aligned with this goal. Currently, however, 
if a provider assists a person to regain some of their independence or improve their health 
condition, their funding is reduced after that person is reassessed. We recommend funding 
incentives for providers to invest in restorative care and reablement. This should include, 
as an incentive to restore health and wellbeing, reforms to the assessment process 
such that providers retain the previous level of funding if a resident becomes healthier 
or less dependent. 
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Accountability 
Transparency and accountability should be embedded in the new aged care system. 
We make a number of recommendations to enhance accountability for the expenditure 
of government funding. 

The current aged care system is not well designed to ensure that the care being provided 
meets people’s needs. Residential care providers receive approximately $11.7 billion 
in Australian Government care subsidies. However, there is no specific requirement on 
residential aged care providers to spend any portion of the money they receive on care. 

We recommend that all approved providers of residential aged care should report, on a 
quarterly basis, the total direct care staffing hours provided each day at each facility they 
conduct. The report should specify the different employment categories, including personal 
care workers, enrolled nurses, registered nurses, and allied healthcare professionals. The 
System Governor should assess the reports against the minimum staffing requirements, 
and initiate appropriate action in cases on non-compliance. 

At present, home care providers are paid subsidies for each month in advance, regardless 
of the services actually provided. This means the Australian Government is wholly reliant 
on approved providers for accurate financial reporting and reconciliation of funds. This 
arrangement has several undesirable effects, including the accumulation of ‘unspent 
funds’ and a lack of clarity regarding what services are delivered. To increase efficiency, 
transparency and accountability in the system, we recommend that home care providers 
should be paid from Home Care Packages on accrual for services once they have been 
delivered or the liability to deliver them has been incurred. Commissioner Briggs also 
recommends that home care providers should be required to report regularly to the 
Australian Government on the hours of each type of care that they deliver to people. 

Immediate funding measures 
The introduction of independent pricing will take some time to implement, even if the 
Pricing Authority starts on 1 July 2021. So, it is important to provide some immediate 
relief to support the aged care sector in providing safe and high quality care. 

The Australian Government’s approach to indexation of funding levels for aged care 
services has been inadequate to keep up with real cost increases over many years. We 
recommend short-term measures to address the inadequacy of indexation of aged care 
funding levels in the next few years, until the independent pricing of aged care services 
by the Pricing Authority can begin. 

There are three further areas where we propose urgent interim action to ensure the financial 
viability of approved providers of residential care. 
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The first of these recommendations is an increase in the revenues available to providers 
to meet residents’ ordinary living needs. The Basic Daily Fee—currently about $52 per 
day—is intended to cover everyday living expenses such as food, laundry, cleaning, and 
utilities. The goods and services that depend on this revenue stream are essential to meet 
everyday living needs. A failure to provide these services at an acceptable level has an 
impact on the overall quality and safety of the care provided to older people living in aged 
care residences. 

It is clear from the evidence before us that the revenue from the Basic Daily Fee is 
inadequate to provide these services at an adequate standard. In recommending additional 
interim funding, we have sought to balance urgency, simplicity, ease of administration, and 
accountability. Balancing these considerations, we recommend an immediate conditional 
increase in the Basic Daily Fee of $10 per resident per day, to be funded by the Australian 
Government. 

It is necessary, in our view, that approved providers who wish to receive this additional 
revenue should face an enhanced accountability measure. This will require reporting of 
the levels of expenditure they have had in the recent past on the basic living needs of 
residents, and the changes in expenditure resulting from the additional revenue, particularly 
on nutritional requirements. In short, improved accountability will be a necessary condition 
of receiving this increase in funding. 

The second area where we propose urgent interim action is to ensure the financial 
viability of aged care providers in regional, rural and remote Australia. The costs of goods 
and services are higher in these areas. We have heard uncontested evidence that this 
negatively affects the financial performance and stability of providers. 

Under current arrangements, the Australian Government pays a Viability Supplement to 
residential and home care providers in these areas. The Australian Government announced 
a 30% increase to this supplement in December 2018, and an additional temporary 30% 
increase in March 2020. We recommend the increases to the Viability Supplement should 
be maintained until the Pricing Authority is established and undertakes its independent 
cost analysis and pricing processes. 

The third area for an immediate funding increase is for education and training to improve 
the quality of care. We recommend that the Australian Government should urgently 
establish a scheme to improve the quality of the current aged care workforce. The scheme 
should reimburse providers of home support, home care and residential aged care for the 
cost of education and training of the direct care workforce employed. Eligible education 
and training should include Certificate III in Individual Support and Certificate IV in Ageing 
Support, as well as continuing education and training courses relevant to direct care skills, 
including dementia care, palliative care, oral health, mental health, pressure injuries and 
wound management. 
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Personal contributions and means testing 
Under current arrangements, older people who use aged care services pay for about one-
quarter of the total cost of those services, through a complex mix of co-contributions and 
means tested fees. Subject to means testing, people contribute to the costs of their care 
in residential aged care, and can be asked to do so in the Home Care Packages Program 
and by Commonwealth Home Support Programme providers. People using residential care 
also contribute to the cost of their accommodation and associated living expenses. 

We heard a lot about the existing co-contribution and means testing arrangements during 
our inquiry. Witnesses described these arrangements as inequitable and confusing. 
Some considered that they contributed to perverse incentives around the types of aged 
care services people accessed. The Productivity Commission’s 2011 Caring for Older 
Australians inquiry report stated that the system of co-contributions was ‘often arbitrary 
in nature, lacking any obvious rationale and relationship to a person’s capacity to pay’.   
While a number of changes have been made since that report, problems persist and the 
arrangements are in need of significant reform. 

44

Fundamental to our vision of aged care is a system of universal entitlement to high quality 
aged care based on assessed need. Although there are some differences between us on 
matters of implementation of this principle, we agree that this should guide the approach 
to contributions and means testing. 

Guided by our principle of entitlement to aged care, we agree that, in the new aged care 
system, there should be no requirement to pay a co-contribution toward care (as distinct 
from the ordinary costs of living or accommodation costs) in any community setting or 
residential aged care, including respite. Like the provision of health care to public patients in  
public hospitals, personal care services and clinical care services should be available free of  
service charges in aged care. In our view, because all Australians should have an entitlement  
to aged care, the costs of care should be distributed equitably across the community. They 
should not be imposed disproportionately on the people who need and receive aged care 
services. This reform represents a significant departure from current arrangements. 

Similarly, we do not consider that contributions or fees should be charged for social 
support (including transport), home modifications and assistive technologies, and domestic 
assistance (including cleaning and gardening) where these services are being supplied as 
elements of aged care provided to a person who has been assessed as needing that care. 

We also consider that people should not be required to pay for the respite care they 
receive, nor for associated accommodation costs. Respite is intended to sustain the long-
term capability of people to remain in their own home and to receive care there. Where 
people and their carers have been assessed as needing respite, access to respite care 
should be easy and affordable. This is particularly because of the important role respite 
can play in sustaining the care relationship and delaying or preventing entry to permanent 
residential aged care. Furthermore, people receiving respite care are highly likely to have 
accommodation-related costs to bear for their own homes which they will still incur 
while they are receiving respite care. They should not be required to meet two sets of 
accommodation costs at the same time. 
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In relation to residential aged care, we consider that people who receive residential 
aged care should not be responsible for their care costs, and we agree that they should 
be required to contribute to their ordinary costs of living and (under current financing 
arrangements) accommodation. This includes meeting costs related to food, cleaning, 
laundry and utilities. This would be consistent with arrangements in the general community 
where the ordinary costs of living and accommodation are funded by individuals who  
live in their own home, with any Australian Government assistance provided through  
the age pension. 

To cover the ordinary costs of living, people who receive residential care should still be 
required to contribute a base fee equal to 85% of the single basic age pension. The Pricing 
Authority should determine the maximum amount payable for the ordinary costs of living 
based on an analysis of the efficient costs of delivering the required high quality goods 
and services. The maximum level of the fee that a resident can be asked to pay toward the 
ordinary costs of living should equal the base fee plus a means tested fee. The Australian 
Government should pay the difference between the resident contribution and the maximum 
amount set by the Pricing Authority. 

Like the ordinary costs of living, accommodation has been regarded by many as primarily 
the responsibility of the person receiving care, provided they have the means to pay  
for it. We agree that for the time being, under current system financing arrangements 
people receiving residential aged care should be required to contribute to the costs  
of their accommodation, subject to a means test. Under the means test, fully supported 
residents should not be required to contribute to accommodation costs. 

During our inquiry, we heard that means testing needs to be ‘simplified and equitable’, 
‘fair and sustainable’ and ‘robust and consistently applied’.  We agree. While we differ 
on details, we both recommend changes to means testing arrangements to make them 
fairer and simpler and to reduce the high effective marginal tax rates that apply to many 
individuals receiving residential aged care. 

45

Commissioner Pagone sees a connection between arrangements for the long-term 
financing of the aged care system and the continuation of means tested contributions 
for ordinary costs of living and accommodation. Both of us consider that some form of 
aged care levy should be introduced, although we differ on the scope of the financing role 
to be performed by a levy and whether it should be formally hypothecated to aged care 
expenditures. Commissioner Pagone further considers that the Productivity Commission 
should be tasked with inquiring and reporting into a proposal for financing the system 
entirely from a hypothecated aged care levy. We address these matters in separate 
chapters in Volume 3 on Financing the New Aged Care System. 

Commissioner Pagone considers that if aged care in the future is to be funded through 
a hypothecated levy on personal income tax, means testing arrangements should be 
phased out and eventually removed. 
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1.3.17  More	 sustainable	 capital	 financing	 for	 residential	 
aged care 

Current arrangements 
Residential aged care providers require access to significant start-up and ongoing 
refurbishment capital financing. Currently, there are two main sources of capital to fund 
investment in residential aged care accommodation: 

• equity capital, equal to $13.5 billion, or 25.7% of total provider assets in 2018–19 

• interest-free loans from residents through Refundable Accommodation Deposits, 
equal to $30.2 billion or 57.4% of provider assets in 2018–19. 

The revenue that approved providers receive must be able to service the costs of capital, in 
addition to other costs. Capital costs are not limited to the costs of establishing  
debt facilities and interest payable on debt financing; equity investors too will require  
a reasonable return on their investment. 

Evaluating whether accommodation charging and funding arrangements are appropriate to 
meet providers’ cost of capital investment is complicated by the fact that there are different 
arrangements for different categories of residents, depending on their eligibility to receive 
subsidised accommodation. The Australian Government pays all of the accommodation 
costs of a ‘supported’ resident, some of the costs of a ‘partially supported’ resident, and 
none of the costs of an ‘unsupported’ resident. Whether a resident is supported, partially 
supported or unsupported depends on a means test. 

The Accommodation Supplement is the maximum amount of subsidy that the Australian 
Government will pay, and sets the price that may be charged for supported and partially 
supported residents. We recommend that the Pricing Authority should determine 
the Accommodation Supplement on the basis of its review of the costs of providing 
accommodation. This should mean that the Accommodation Supplement will be well 
calibrated to provide an appropriate return on capital investment in accommodation assets. 

Unsupported residents are subject to different arrangements, in which Refundable 
Accommodation Deposits play a prominent role. Refundable Accommodation Deposits 
are lump sum deposits from residents to providers in return for accommodation. These 
deposits are refunded when people leave residential aged care, less any allowable 
deductions. The average value of Refundable Accommodation Deposits has steadily 
increased over the last six years, and was $318,000 at 30 June 2019. The total value 
of all accommodation deposits has almost doubled since 2013–14. 

As an alternative to a Refundable Accommodation Deposit, unsupported residents can 
choose to pay a Daily Accommodation Payment, or a combination of the two. Under 
the rate for conversion of a Refundable Accommodation Deposit to a Daily 
Accommodation Payment in effect in January 2021, an approved provider would 
receive a Daily Accommodation Payment of $35.72 based on the average value 
of a Residential Accommodation Deposit of $318,000 (as at 30 June 2019). 
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Phasing out Refundable Accommodation Deposits 
Refundable Accommodation Deposits lower the cost of capital for residential aged care 
providers and appear to have supported the expansion of the residential aged care sector 
in recent years. However, we received evidence about problems with them and their 
limitations. We heard that the sustainability of the Refundable Accommodation Deposit 
model is questionable given the trend in people electing to pay Daily Accommodation 
Payments. This makes it harder for providers to attract replacement funds when required 
to repay Refundable Accommodation Deposits. 

Refundable Accommodation Deposits are also not particularly reliable as a capital 
financing mechanism for certain segments of the aged care sector, such as providers 
operating in regional, rural and remote Australia. Furthermore, heavy reliance on 
Refundable Accommodation Deposits introduces risks to providers’ liquidity. An event  
like COVID-19 potentially exacerbates the risks as it puts pressure on providers’ 
occupancy rates and generates unpredictability about property market outcomes. 

Investment in aged care accommodation infrastructure should be subject to the 
rigours and disciplines of the ordinary capital markets. We consider that the Australian 
Government should phase out Refundable Accommodation Deposits. Commissioner 
Briggs goes further and recommends that the Government should phase out Refundable 
Accommodation Deposits for new entrants from 1 July 2025. Commissioner Pagone 
considers that it is important to sequence the reforms recommended in this report, by 
allowing a period for the implementation of higher staff levels in residential aged care and 
the independent determination by the Pricing Authority of the prices of aged care services 
before commencing the phase out of Refundable Accommodation Deposits. This would 
allow for any initial instability caused by other reforms that we are recommending to 
be resolved before turning to the question of Refundable Accommodation Deposits. 

Transition arrangements 
The Government should implement a transitional mechanism supporting provider  
liquidity and viability while the sector transitions away from Refundable Accommodation 
Deposits. The Grattan Institute advises that without Refundable Accommodation  
Deposits, new forms of Government support for capital financing would be required,  
with transition arrangements. 

The Grattan Institute proposes that the Australian Government should create a financing 
facility to fund capital investment in residential aged care through concessional loans, 
where the funds are raised through government bonds. Providers would apply to the facility 
for capital grants, which would finance new residential aged care services and upgrades.  
It would also fund providers’ repayment of Refundable Accommodation Deposits to enable 
a smooth transition to the new model. At the same time, all new residents to residential 
care services would make rental payments.46 
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Development of a suitable transitional mechanism is integral to the reform of capital 
financing. While there are various options for the transition and many details that would 
need to be finalised, we are inclined to support the Grattan Institute’s proposal and urge 
the Australian Government to give it serious consideration. 

Commissioner Pagone considers that an Australian Government-backed loan facility 
should be temporary for the transition period for the purpose of repaying Refundable 
Accommodation Deposits. Commissioner Pagone considers that there is a case for the 
Australian Government to provide loan guarantees during this transition period while 
providers and financial institutions adjust to the absence of Refundable Accommodation 
Deposits to support the construction of new, and to update existing, residential aged 
care services. The loan guarantees would be a temporary transitional measure to ensure 
continued development of residential aged care services while providers and financial 
institutions adjust to and develop confidence in the new capital financing arrangements. 

Commissioner Briggs has an alternative view and recommends that the Australian 
Government should establish an ongoing aged care accommodation capital facility to 
support the construction of new, and to update existing, residential aged care services. 
Furthermore, she recommends that the capital facility’s terms and conditions of 
assistance should be designed to create incentives for providers to develop or refurbish 
residential aged care services to provide lower-density congregate living or smaller-scale 
accommodation. She also recommends a much larger Australian Government capital 
grants program. 

1.3.18  Strengthening prudential regulation  
and	 financial	 oversight 

A rigorous system of prudential regulation and financial oversight of service providers 
should be a critical component of the Australian Government’s oversight of the aged care 
sector. Effective financial oversight provides protection for taxpayers’ investment in aged 
care services and a means of identifying potential risks to the quality and safety of care. 

The need for reform 
Under current arrangements, financial oversight in aged care is focused on managing 
the risk to the Australian Government associated with the Aged Care Accommodation 
Payment Guarantee Scheme. Refundable Accommodation Deposits, which at 30 June 
2019 totalled $30.2 billion across the sector, must be repaid to residents (or their estates) 
when they leave residential aged care, less any amounts they have agreed to be deducted. 
The repayment of Refundable Accommodation Deposits is guaranteed by the Australian 
Government under the Aged Care Accommodation Payment Guarantee Scheme. 

The Australian Government has an interest in managing its prudential risk. It also has 
a broader financial oversight responsibility with respect to aged care providers. This is 
because the financial health of providers is crucial to the continuity of the essential aged 
care services they provide, and to their ability to provide those services safely and to  
a high quality. This is equally true for residential care and home care. 
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Numerous reviews of the prudential regulatory function have been carried out in recent 
years. While the detailed findings and recommendations of these reviews differed,  
there is agreement on the need for prudential reform. In particular, there is a need for: 

• more comprehensive financial reporting

• more regular and timely reporting

• liquidity and capital adequacy standards

• improved capacity within the regulator to use the information effectively.

Despite the consistent call for stronger prudential regulation and financial reporting 
arrangements in aged care, there has been limited prudential reform in recent years. 
However, in evidence to us, the Australian Government and the Department of Health 
accepted that the prudential framework for aged care is not currently fit for purpose  
and requires fundamental reform to make sure that it can meet contemporary needs. 

Improving prudential regulation 
We are recommending several reforms to improve prudential regulation. 

The System Governor should be given responsibility as Prudential Regulator for financial 
oversight and prudential regulation of the aged care sector. As the aged care funding 
body, the System Governor is responsible for the prudent management of the Australian 
Government’s substantial financial exposure to Refundable Accommodation Deposits 
under the Aged Care Accommodation Payment Guarantee Scheme. Perhaps even more 
importantly, the System Governor has responsibility for overall management of the aged 
care system and should be seeking to satisfy itself that providers have the financial 
strength to provide a continuity of high quality and safe aged care. If the financial position 
of a provider changes in ways that might present a risk to the ongoing quality and safety 
of care, the System Governor needs to be in a position to act quickly to safeguard the 
interests of older people in the provider’s care. 

The prudential and financial reporting objectives of the Prudential Regulator should include 
proactive, effective, risk-based and timely oversight of the financial sustainability of all 
providers. The key aim of prudential oversight should be to identify providers that are at 
risk of not having the financial capacity to repay their financial obligations and to provide 
ongoing and high quality care to older people. Prudential oversight should also inform 
remedial action by those responsible for system management and quality regulation.  
The new system of prudential regulation should apply to all providers of aged care 
services, including providers of home care. 

The Prudential Regulator should set and enforce prudential standards that must be 
complied with by approved aged care providers. The new standards should address the 
deficiencies of the current prudential standards. They should make certain the regulator 
has sufficient information to assess the financial viability of providers and ensure continuity 
of care for people receiving aged care services. The Prudential Regulator should also be 
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able to impose further prudential standards if necessary. A risk-based and proportionate 
approach to financial oversight would imply that different requirements may apply 
depending upon the location, size, performance and regulatory history of aged  
care providers. 

Improving financial reporting 
Access to the right financial and corporate information of providers, the timeliness of 
that information, and the ability to analyse it are critical to good prudential regulation and 
financial oversight. The Australian Department of Health has acknowledged the inadequacy 
of the financial information it receives for the purposes of risk assessment. A recent review 
by EY Australia also found that: 

The data that the Department is given is inadequate for it to assess whether or not Approved 
Providers comply with the Prudential Standards.47 

Prudential and financial risks occur in real time. This means that information relevant to 
these risks must be identified by the regulator in real time as well. Regular reporting— 
for example, on a monthly or quarterly basis—would provide the regulator with relevant 
information that could identify risks more promptly and before they pose a risk to the 
continuity of care to people receiving aged care services. However, we recognise that  
a blanket approach in this manner could impose an unnecessary regulatory burden  
on providers. 

We consider that the balance is to be found in establishing a continuous disclosure 
obligation triggered by significant events that provide a reliable indicator of impending risk. 
We recommend that the Prudential Regulator should have the power to designate events, 
facts or circumstances that may give rise to continuous disclosure obligations. 

Effective financial oversight and prudential regulation require stronger information 
gathering powers than are currently available. Part 8 of the Aged Care Quality and Safety 
Commission Act 2018  (Cth) permits, in a range of circumstances, authorised officers of 
the Aged Care Quality and Safety Commission to enter any premises, exercise a range 
powers of search, and ask questions of persons at the premises. Despite this, the occupier 
of the premises can simply refuse consent to entry of the premises and any person to 
whom questions are directed can simply refuse to answer. Moreover, the Aged Care Quality 
and Safety Commission currently does not have power to conduct inquiries, which is an 
essential function for a prudential regulator. 

The Australian Department of Health appears to agree that the Prudential Regulator needs 
increased powers to seek information from providers and investigate issues relating to 
prudential and financial management. Consistent with our recommendations for effective 
regulation, we recommend that the Prudential Regulator should have strengthened powers 
to undertake investigations and inquiries. 
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Improved liquidity and capital adequacy requirements 
The financial oversight and prudential regulation of aged case providers should include 
specific and enforceable liquidity and capital requirements. These arrangements would 
apply to residential and home care providers. Consistent with a risk-based approach  
to regulation, the liquidity and capital adequacy ratios would be expected to differ  
between providers. 

We recommend that in setting liquidity and capital adequacy requirements for residential 
and home care providers, the decisions of the Prudential Regulator should be based on 
clear and transparent criteria, including: 

• the provider’s business circumstances, including its capital requirements  
and the size of its financial liabilities

• the provider’s financial risk, balance sheet strength and financial viability

• the nature of the provider’s services—residential care only, home care only,
residential care combined with home care, residential or home care combined
with other non-aged care services.

Enforcement tools 
The Prudential Regulator must be able to intervene where required to manage financial 
risk and safeguard the interests of people receiving aged care services. Good prudential 
regulation and financial oversight should be agile and responsive. The regulator should 
have a cascading range of powers enabling it to take corrective action promptly to deal 
with any breach of the new prudential standards or financial reporting requirements. 
Consistent with our recommendations for effective regulation, these powers should include 
the power to give directions, ability to issue infringement notices, accept enforceable 
undertakings, impose administrative penalties as well as sanctions, and apply to a court  
for a civil penalty. 

Increasing capability 
The Prudential Regulator must be adequately resourced to carry out its functions.  
Those resources should include well trained staff with specialised skills, and processes  
and systems to allow these staff to build a picture of prudential and financial risk within  
the sector. 

A number of recent reviews, and the evidence we have heard, lead us to the conclusion 
that the existing aged care functional areas do not possess the capabilities or capacity  
to perform the level of prudential regulation and financial oversight required for this sector 
adequately. 

The development of these capabilities will take a significant investment and a sustained 
management focus over a considerable period of time. While recent injections of funding 
are welcome, additional investment is required to ensure that the Prudential Regulator has 
access the people, skills, systems and other resources required to perform its functions. 
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1.3.19  Financing aged care: investing in an entitlement  
to care 

Fundamental to our vision of aged care is an entitlement to high quality aged care based 
on need. We envisage a system in which every person can have confidence that if they 
need aged care, they will receive it. The aged care system requires a clear and transparent 
source of public funding that is adequate to deliver high quality aged care for everyone. 

A new aged care financing system 
The financing of aged care refers to the raising of money for the purpose of funding the 
provision of aged care services. For many decades, aged care in Australia has been 
financed by a mix of public funding, sourced through the general taxation system, private 
contributions in the forms of means tested fees and co-payment for certain services,  
and public and private capital financing. 

The operating costs of the aged care system in Australia are financed on a ‘pay as you 
go’ basis from the Consolidated Revenue Fund, which includes all revenue raised by the 
Australian Government. In the context of financing ongoing services, pay as you go refers 
to arrangements whereby expenditure in any given period (for example, a year) is generally 
sourced from revenue raised in the same period. 

Under current arrangements, the allocation of funding for aged care has been subject  
to decisions in the annual budget process and one-off additional top-ups or cuts agreed 
from time to time outside the Budget. This has provided considerable flexibility for 
governments. However, it has also meant that funding for aged care has been determined 
through a series of trade-offs and compromises between aged care and other fiscal 
priorities. Over time, it is clear that the availability of funding has not kept pace with  
the need for aged care. 

We know that most people agree that there is a need for additional funding from taxpayers 
and the Government to improve the aged care system. A study undertaken on our 
behalf by Flinders University found that most current taxpayers (61%) indicated that 
they would be willing to pay more income tax to support a quality aged care system. 

To increase the sustainable funding for high quality aged care, we both support 
consideration of the introduction of a levy on taxable income to finance aged care. 
However, we differ on the optimum design of a levy, particularly about how much of  
the costs of the aged care system a levy should cover, and the form of a levy, whether  
it should be hypothecated or non-hypothecated. 

Funds raised by a hypothecated levy are paid into a dedicated account within the 
Consolidated Revenue Fund, established for the specific purposes for which the levy is 
imposed and can only be used for those purposes. Non-hypothecated levies are also paid 
into Consolidated Revenue. However, with non-hypothecated levies, although the funds 
raised are notionally ‘earmarked’, the Australian Government is not legally obliged to  
spend the funds only on the identified purpose. The Medicare Levy is an example of  
a non-hypothecated levy. 
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Commissioner Pagone recommends consideration by the Productivity Commission of a 
hypothecated levy for the provision of the full long-term financing of aged care services. 
Commissioner Briggs recommends an ongoing, non-hypothecated levy to make a 
significant contribution to meeting the costs of the Royal Commission’s recommendations 
for a new aged care system. We set out the details of our respective approaches below. 

A hypothecated Aged Care Levy | Commissioner Pagone 
In my view, the aged care system needs a financing source that is as predictable, 
reliable, objective and economically sound as possible, without compromising the quality 
and safety of aged care, or the equity of financing arrangements. It also needs to be 
accountable and transparent. 

Under my vision, the optimal approach is likely to be achieved by a different mechanism 
from the current financing approach: a hypothecated aged care levy. There are many 
options for the design and imposition of a hypothecated levy. One option would be to 
require taxpayers to pay an additional percentage of personal income tax. The additional 
percentage rate could be a uniform, flat levy, like the Medicare Levy, or there could be 
graduated rates for different taxable income brackets (a progressive levy). 

It has not been possible within the time available to the Royal Commission to research, 
model and test the various parameters and models that would need to be considered to 
design a levy for the reliable and sustainable financing of aged care. For these reasons, 
it has not been possible to make formal recommendations for the adoption of a specific 
financing mechanism. Instead, I recommend that the Australian Government should 
commission the Productivity Commission to investigate and report on the potential  
benefits and risks of adoption of an appropriately designed financing scheme for the  
aged care system based upon the imposition of a hypothecated levy. 

Potential approach 

I consider that an approach based on hypothecation of revenue from a levy imposed 
through the tax system would have significant advantages for the long-term financing of 
the aged care system. The Aged Care Levy I envisage would finance an Aged Care Fund 
on a long-run, pay as you go basis over, say, a thirty-year horizon, based on actuarial 
principles. The overarching elements of my proposed approach are: 

• Each individual should have a universal entitlement to receive high quality
aged care based on assessed need.

• To support that entitlement, there should be unrationed provision of funding
that is based on independent pricing of aged care services. The Pricing Authority
will determine the levels of funding required to meet the reasonable costs of high
quality aged care services.

• It will be necessary to forecast the likely aggregate funding requirements for
the system for an extended period of, say, thirty years. This will be done on
actuarial principles considering data on demand for relevant services and the
forecast prices for them.
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• It will be necessary to calculate the rate or rates of a levy that are needed to
generate revenue that will meet those system funding requirements. This will be
done on actuarial principles taking account of economic forecasts and tax data.

• These actuarial calculations will be constantly under review, and the levy rates
will be revised every three years.

Although the calculation of levy rates should be performed independently of the Australian 
Government’s fiscal processes, the Government would be responsible for bringing a tax 
Bill to Parliament to set the levy for each three-year period, and would therefore retain 
ultimate control over the amount of the levy. 

Under this proposed approach, I envisage a greater role for contributions by each person 
toward the financing of the aged care system through that person’s working life, and a 
greatly diminished or non-existent role for mandatory means tested fees and co-payments 
by people when they are receiving aged care later in life. Through the tax system, people 
will have contributed to financing the aged care system in accordance with their income 
over their entire lives, and so should not be required to pay means-tested fees and co-
payments if and when they need aged care. This does not mean that the more financially 
fortunate should pay the same share as the less financially fortunate. As they do now 
for aged care and government services in general, the more financially fortunate should 
continue to pay a greater share. 

There are several arguments in favour of hypothecation. The first is about accountability 
and trust: since hypothecated levies are directed to a specific and identifiable fund, and 
cannot be spent for other purposes not specified in legislation, they provide taxpayers 
with some assurance about how their contributions will be used. The second argument is 
about transparency: hypothecated levies can educate people about the cost of particular 
services. Taxpayers can then make better decisions about the balance between their 
contributions and the level of services provided. A final argument is about public support: 
in some cases, hypothecation can generate public support for increased contributions 
where the benefits gained from the increased funding are considered worthwhile. 

I am satisfied that there is a persuasive case for adoption of a levy-based financing 
scheme for the aged care system. However, there remain many complicated issues 
concerning the amount of the levy and how it should be administered that the Productivity 
Commission has the capabilities and expertise to investigate. 

In Volume 3, I set out some illustrative options to demonstrate how a hypothecated Aged 
Care Levy could be constructed and work in practice. I am not recommending that the levy 
should be constructed in these ways, but modelling of indicative options is useful because 
it shows that a hypothecated aged care levy is workable. 

These calculations show how the current financing arrangements in aged care can be 
replaced with predictable, known tax levies payable during the working lives of Australians. 
I see a hypothecated Aged Care Levy as the best way to engender stability and confidence 
in the future of aged care financing. I also consider it likely to change the way the 
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community perceives aged care for the better so that it is seen as something valuable 
in which we all have a stake. This will lead to greater scrutiny and accountability 
in the way money is raised and spent on aged care into the future. 

Financing the new aged care system | Commissioner Briggs 
To date, the financing of aged care has relied on Australian Government payments funded 
by general taxation and other revenue supported by contributions from older people 
receiving care. Most of the funds have come from the Australian Government. This has 
proven to be a remarkably flexible and resilient means of financing the growth in aged care 
expenditures over the past 60 years and could be expected to continue to work effectively 
into the future. 

Aged care services are one of the few Australian Government services universally available 
to everyone, irrespective of their means. Funding through the general revenue system 
reflects the nature of aged care as an entitlement supported by the general community, 
and spreads the risk of incurring aged care costs late in life across the population  
as a whole. 

The problem with the current arrangements is not the nature of the financing arrangements 
or the way in which funds destined for aged care are collected, but the clarity and 
transparency of the arrangements for allocating those funds. 

We have recommended that aged care should be established as a universal entitlement 
based on independent and clinically informed assessments of need and the price of the 
provision of that care. With appropriate legislation to ensure that funds flow in accordance 
with these assessments, the universal entitlement should ensure that ongoing aged care 
needs are fully resourced. 

To complement these measures, there would also be value in an earmarked aged care levy. 
This would provide a clear and public commitment to the ongoing funding of Australia’s 
aged care obligations. It would establish an important social contract for the provision 
of high quality aged care, consistent with the recommendations in this report. 

An aged care improvement levy 

I am conscious that the recommendations we make to improve the safety and quality of 
aged care will require a substantial increase in Australian Government expenditure. I am 
recommending that a substantial contribution toward the additional revenue to meet this 
expenditure should be raised through a non-hypothecated, earmarked levy on personal 
taxable income to be known as the ‘aged care improvement levy’. It should be set at a 
sustainable rate and clearly related to the cost of the new aged care measures we have 
recommended.  In my opinion, an appropriate rate for the new aged care improvement 
levy would be 1% of taxable personal income. 

3066



168 

Royal Commission into Aged Care Quality and Safety  Final Report Volume 1

 

 

 

 
 

 
 

It is not necessary to hypothecate this levy. The Medicare levy operates effectively as  
a non-hypothecated levy. Taxpayers understand and appreciate the commitment made  
to all Australians through the Medicare levy and I am confident that they would accept  
an aged care improvement levy in the same spirit. 

A levy of this nature would strengthen the commitment to improving the quality and 
safety of aged care as part of the Australian social contract. Australians are a generous 
people who will willingly contribute to improvements to the aged care system if they are 
convinced that the funds will be well directed. But they will want to see how their taxes 
are being used. 

An aged care improvement levy of 1% designed to fund a substantial part of the 
improvement that we are seeking in quality and safety will provide assurance for the public 
that the necessary investments in aged care will be made. The Australian Government 
should fund the rest of the improvement we recommend in view of the need to make up  
for the shortfall in the level of funding it has provided over many years. Like the Medicare 
levy, the aged care improvement levy will provide transparency about how these funds  
are spent. Implementation of the levy alongside the current taxation system would retain 
the simplicity, flexibility and efficiency of the existing funding arrangements. 

Under my proposal, the Australian Government would continue to finance aged care 
services from general revenue, providing additional funds to cover demographic changes, 
wage and cost increases and other system enhancements over time. People receiving 
aged care services would continue to contribute to the costs of accommodation and  
living expenses as their means permit. 

Our recommendations are designed to deliver high quality and safe aged care. The current 
level of Australian Government aged care funding is inadequate and does not cover 
the cost of providing high quality aged care. Our research has shown that Australians 
understand this and are prepared to support additional funding to finance the aged care 
system appropriately. The most straightforward way to do this is to introduce a new aged 
care improvement levy. 

1.3.20  Getting it done and getting it right: oversight,
implementation and monitoring 

Implementation of its recommendations is the primary measure of the effectiveness 
of a royal commission or public inquiry. 

Since the enactment of the Aged Care Act in 1997, there have been numerous inquiries 
into the aged care system. Government implementation of the recommendations of 
these inquiries has been patchy and often slow. This has been caused, at least in part, 
by inadequate implementation and monitoring mechanisms. The public is entitled to 
know how the recommendations we have made as a result of our long and thorough 
inquiry are being implemented. 
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Oversight 
We recommend ongoing monitoring and reporting arrangements to support the effective 
and transparent implementation of our recommendations. First, we recommend that the 
Australian Government should report by 31 May 2021 to Parliament about its response to 
each of the recommendations in our final report. The report should indicate whether each 
recommendation directed to the Government is accepted, accepted in principle, rejected 
or subject to further consideration. The report should also include some detail of how the 
recommendations that are accepted will be implemented and should explain the reasons 
for any rejections. 

Second, we recommend that the independent Inspector-General of Aged Care which we 
propose should be responsible for monitoring the implementation of the recommendations. 
The Inspector-General should report to the responsible Minister and directly to the 
Parliament at least every six months. 

Third, the Inspector-General of Aged Care should undertake independent evaluations of 
the effectiveness of the measures and actions taken in response to the recommendations 
of the Royal Commission, especially the impact on the health, aged care and wellbeing 
outcomes for older people. These evaluations should occur five and 10 years after the 
tabling of the Final Report and should be made publicly available. 

Implementation 
Implementation of reform on the scale that we propose is transformational, and will take 
genuine commitment by aged care providers, other stakeholders and the Australian 
Government. The attention of political leadership will likely shift with crises, elections and 
other pressing challenges, but securing Government and ministerial engagement for seeing 
the change through is essential. 

Reforms of the magnitude we propose are complex and their implementation requires 
careful planning. A dedicated implementation unit is vitally important. Because we propose 
different institutional arrangements for governance of the future aged care system, we 
recommend two versions of this implementation mechanism, with each approach designed 
to align with the respective governance model. 

Commissioner Pagone proposes a new unit dedicated to the specific task of 
implementation of system-wide reform. To underline the importance of its work, the unit 
should be part of the Department of the Prime Minister and Cabinet. In due course, if the 
Australian Aged Care Commission is formally established, that body will carry on the work 
of implementation. 

Consistent with Commissioner Briggs’s recommendation that the Department of Health 
and Aged Care step up and take a much stronger leadership and stewardship role of the 
aged care system, she considers that an implementation taskforce should be established 
within the Department. The taskforce should be responsible for implementation of the 
recommendations and should report directly to the Cabinet Minister for Health and 
Aged Care. 
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The National Cabinet Reform Committee on Ageing and Older Australians has an important 
role in overseeing cross-jurisdictional implementation of our recommendations as part of 
developing an integrated system for the long-term support and care of older people. 

We have put forward a framework to guide the implementation of our recommendations. 
It will be necessary for those implementing our recommendations to have a clear 
understanding of the evidence and policy basis for each recommendation. This 
understanding allows for an adaptive approach to implementation as the policy is shaped 
and reshaped in implementation. The Australian Government will need to communicate its 
intentions frequently, clearly and in a timely manner. The Australian Government must also 
consult with those receiving aged care, their families, their carers, their friends and their 
advocates, as well as with aged care and health care providers, the workforce, and State 
and Territory Governments. 

The reforms that we recommend will require major changes in policy and operations for 
the entire aged care system over an extended period of time, and their implementation 
will need to be carefully managed. The transition to the new aged care system must, 
above all, ensure continuity of aged care services for all who need them. To ensure this, 
we consider that a phased approach should be adopted in the implementation of our 
recommendations. We have detailed the reforms to be implemented in four phases, 
beginning with the implementation of urgent reforms in 2021 in Phase 1. This phased 
approach should be guided by a transparent, flexible transition and implementation plan. 

1.4  Aged care and COVID-19:  
a special report 

When the Royal Commission was established in October 2018, nobody could have 
foreseen that the aged care sector would be in the grip of the COVID-19 pandemic in 2020. 
COVID-19 presents heightened risks to older people, who are particularly vulnerable to 
respiratory diseases. As at 31 December 2020, 685 people in Australian residential aged 
care had died due to COVID-19. At that time, there had been 2049 infections among 
residents in aged care. 

The COVID-19 pandemic has been the greatest challenge Australia’s aged care sector has 
faced. Residents, their families and aged care staff have all suffered. The suffering has not 
been confined to those homes which have experienced outbreaks. Thousands of residents 
in homes that have not suffered outbreaks have endured months of isolation which has 
had, and continues to have, a terrible effect on their physical, mental and emotional 
wellbeing. 

Although the COVID-19 pandemic continues, we decided to release a special report on 
1 October 2020 to take stock of the lessons that had been learned to that time. We put 
forward recommendations to better prepare and support the aged care sector, its staff 
and most importantly the residents of residential aged care. The full report is reproduced 
at Appendix 8 of Volume 5. 
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To inform our report, we held a dedicated hearing into the impact of COVID-19 on aged 
care. We are greatly indebted to the many people—including people receiving aged care 
services and their loved ones, some of whom were recently bereaved—who shared with 
us their stories and experiences, both at the hearing and by making written submissions. 
We also heard evidence of the effect of the pandemic on those working in aged care. Care 
workers develop close relationships with residents. Many are grieving for residents who 
have died after contracting COVID-19. Others are anxious about bringing the virus into their 
workplace or home. We pay tribute to aged care workers and to the vital work they do. 

1.4.1  Recommendations 
We made six recommendations in our report. The first recommendation emphasised  
the importance of accountability to the public for implementation. 

Recommendation 1—The Australian Government should report to Parliament by 
no later than 1 December 2020 on the implementation of these recommendations. 

Australian Government response: On 30 November 2020, the Australian Government
tabled its response in Parliament, and accepted all the recommendations.  48 

We welcome the Government’s response. 

The other five recommendations addressed four areas for immediate action to support 
the aged care sector. We set them out below and include the Australian Government’s 
response, while noting that we have not had a chance to assess the measures taken  
by the Government. 

Visitors and quality of life 
We focused a lot in our report on the measures necessary to restore physical connection 
between older people in aged care homes and their families and friends. Older people 
must always be at the heart of the aged care sector and of any response to any event 
affecting their physical and mental wellbeing. The understandable restriction of visits to 
older people due to the pandemic has had tragic, irreparable and lasting effects which 
must immediately be addressed. Visits from family and friends are critical to the physical, 
mental and emotional health and wellbeing of people living in residential aged care, 
and also to the health and wellbeing of family and friends. 

Recommendation 2—The Australian Government should immediately fund providers 
to 	ensure 	there 	are 	adequate 	staff 	available 	to 	allow 	continued 	visits 	to 	people 	living	
in residential aged care by their families and friends. 

Australian Government response: The Australian Government accepted this
recommendation. The Government advised that it delivered $450 million in 2020 to 
residential aged care providers to support preparedness and response to COVID-19, 
including visitation to aged care facilities by families and friends. On 14 October 2020, 
the Minister for Aged Care and Senior Australians, Minister Colbeck, wrote to all providers 
reinforcing expectations with regard to visitation, noting that the Australian Government 
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agrees with our emphasis on ensuring aged care residents are able to see their loved ones. 
In addition, updated Australian Health Protection Principal Committee Visitation Guidelines 
for Residential Aged Care Facilities were issued on 20 November 2020. 

Allied health 
Levels of depression, anxiety, confusion, loneliness and suicide risk among aged care 
residents have increased since March 2020. Some of this can be attributed to missing 
family, changed routines, concern about catching the virus or fear of being isolated in 
their rooms. In some cases, people are no longer doing the incidental exercise they 
were previously doing. We urged additional measures for aged care residents to prevent 
deterioration in physical and mental health. 

Recommendation 3—The Australian Government should urgently create Medicare 
Benefits	 Schedule	 items	 to	 increase	 the	 provision	 of	 allied	 health	 services,	 
including mental health services, to people in aged care during the pandemic. 

Australian Government response: The Australian Government accepted the
recommendation and created two new Medicare Benefits Schedule items at a cost  
of $47.6 million for mental health and allied health services for residential aged care 
residents. The items commenced from 10 December 2020. 

National advisory body and plan 
Confused and inconsistent messaging from providers, the Australian Government, and 
State and Territory Governments emerged as themes in the submissions we received on 
COVID-19. All too often, providers, people receiving care and their families, and health 
workers did not have an answer to the critical question: who is in charge? At a time of 
crisis, such as this pandemic, clear leadership, direction and lines of communication 
are essential. 

In our report, we argued that there was a need for a defined, consolidated, national aged 
care COVID-19 plan. Advice for government about the response to the pandemic must be 
given by a dedicated national aged care advisory body. Such a body must have members 
with expertise in aged care, health care, infection control, the operational requirements  
of aged care settings, and the characteristics of the aged care workforce.  

Recommendation 4 – We recommended that the Australian Government should 
establish a national aged care plan for COVID-19 through the National Cabinet 
in consultation with the aged care sector. 

Australian Government response: The Australian Government accepted the
recommendation. The Updated National COVID-19 Aged Care Plan was endorsed by 
the Australian Health Protection Principal Committee and noted at National Cabinet on 
13 November 2020. The Aged Care Advisory Group was made a permanent advisory body 
to the Australian Health Protection Principal Committee on 1 October 2020. The Aged Care 
Advisory Group’s membership includes people with critical expertise about the aged care 
sector, infection control and emergency preparedness, consumer advocacy, and public 
health response. 
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Infection control expertise and personal protective equipment 
There is nothing more important to help providers prepare for, and respond to, COVID-19 
outbreaks than access to high-level infection prevention and control expertise. This is 
especially so given the challenges associated with infection control in aged care homes 
for COVID-19, including its high transmissibility. Infection control is important not only for 
the health, safety and wellbeing of residents, but also for those who work in aged care. 

Based on the findings of expert reports, it is apparent that high-level infection control 
expertise is needed by aged care homes: 

• to assist with the preparation and implementation of outbreak management plans

• to provide training to staff on the use of personal protective equipment
and infection prevention and control

• to provide assistance on day one of an outbreak.

Recommendation 5—All residential aged care homes should have one or more 
trained	 infection	 control	 officers	 as	 a	 condition	 of	 accreditation. 	The 	training	
requirements	 for	 these	 officers 	should	 be	 set	 by	 the	 aged	 care	 advisory	 body. 

Australian Government response: The Australian Government accepted the
recommendation. The Government provided funding of $217.6 million to residential 
aged care providers in October 2020 to be used for COVID-19 preparedness and 
response, including to support the costs of engaging an Infection, Prevention Control 
lead. The Government also agreed that residential aged care providers will be required 
to demonstrate, as part of the accreditation process, evidence relating to Infection, 
Prevention Control leads. The Aged Care Advisory Group advised on training parameters. 

Recommendation 6 – The Australian Government should arrange with the States 
and Territories to deploy accredited infection prevention and control experts 
into residential aged care homes to provide training, assist with the preparation 
of outbreak management plans and assist with outbreaks. 

Australian Government response: the Australian Government accepted the
recommendation. The Government increased its contribution under the National 
Partnership on COVID-19 Response from 50% to 100% for activity by the States and 
Territories to support aged care services, particularly infection and prevention control 
training, and co-ordinated preparedness and response. 
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2. Approach to the Inquiry
2.1  Introduction 
The Royal Commission into Aged Care Quality and Safety was established on 8 October 
2018 by Letters Patent issued by the then Governor-General of the Commonwealth of 
Australia, His Excellency General the Honourable Sir Peter Cosgrove AK MC (Retd). The 
Letters Patent required the Royal Commission to inquire into the quality and safety of care 
provided in residential aged care facilities and community and flexible aged care settings. 
They formally appointed the Royal Commissioners and outlined the Royal Commission’s 
key areas of inquiry, which we refer to throughout this report as our Terms of Reference. 
These were developed by the Australian Government, following a consultation process 
announced by the Prime Minister on 16 September 2018. 

The Letters Patent of 8 October 2018 appointed the Honourable Justice Joseph McGrath 
as Chair and Ms Lynelle Briggs AO as Royal Commissioner. Those Letters Patent were 
revoked and replaced on 6 December 2018, when Justice McGrath stepped down 
from his position as Chair. The replacement Letters Patent appointed the Honourable 
Richard Tracey AM RFD QC as Chair and Ms Briggs as Royal Commissioner. 

The Letters Patent of 8 October and 6 December 2018 required delivery of the Final Report 
no later than 30 April 2020. On 29 July 2019, Commissioners Tracey and Briggs wrote to 
the Prime Minister requesting an extension of time. On 13 September 2019, the Governor-
General, His Excellency General the Honourable David Hurley AC DSC (Retd), issued 
further Letters Patent. These amended Letters Patent extended the date for delivery 
of the Final Report until 12 November 2020. The amending Letters Patent also appointed 
a third Commissioner, the Hon Gaetano (Tony) Pagone QC, including to act as the Chair 
of the Royal Commission during any period, or during all periods, when Commissioner 
Tracey was absent from duty or from Australia or was, for any reason, unable to perform 
the duties of the Chair. 

Commissioner Tracey died on 11 October 2019. On 14 October 2019, we spoke in 
honour of Commissioner Tracey at a hearing of the Royal Commission held in Melbourne. 
Commissioner Pagone said: 

He had, by any measure, a distinguished career as a lawyer, as a jurist and, I must say,  
from my experiences of him, he was a remarkable friend. He had a selfless drive and energy 
which he blended with good humour and compassion…His work on this Commission has  
also been solid, selfless and significant. 

Commissioner Briggs said: 

Few people ever have the privilege to be a Royal Commissioner but Richard was made for it. 
He was experienced. He was wise. He was admired. He knew the law like the back of his hand. 
He was prepared to take a punt if it meant getting a better outcome for older Australians. 
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On 31 October 2019, Commissioner Briggs presented the Interim Report to the 
Governor-General. The Interim Report was authored by Commissioners Tracey 
and Briggs. This Final Report is authored by Commissioners Pagone and Briggs. 

On 20 March 2020, we had to suspend hearings, workshops and group consultations due 
to the COVID-19 pandemic. The need to suspend hearings recognised that meaningful 
engagement with the aged care sector, paramount to our work, could not proceed given 
that aged care providers, the Australian Government, including the Department of Health, 
and other key stakeholders were focused on the pandemic. Also because of the COVID-19 
pandemic, we extended the deadline for public submissions from 30 April to 31 July 2020. 
Submissions relating specifically to COVID-19 were open until 4 September 2020. 

On 20 April 2020, we wrote to the Prime Minister, requesting a further extension of 
time. We sought this extension because of delays in public hearings and other public 
consultations caused by the pandemic. We also needed time to consider the impact of  
the COVID-19 pandemic on older people and the aged care sector. On 25 June 2020,  
the Governor-General issued further Letters Patent. These amending Letters Patent 
extended the date for delivery of the Final Report until 26 February 2021. The Letters 
Patent also confirmed Commissioner Pagone as Chair of the Royal Commission. 

The three extant Letters Patent—those of 6 December 2018, 13 September 2019 
and 25 June 2020—are reproduced below. 

On 15 July 2020, public hearings recommenced. Due to the ongoing impact of the 
COVID-19 pandemic, witnesses generally appeared via video link. Although hearings 
from this time on were closed to the public and the media for public health reasons, 
they were live-streamed from the Royal Commission’s website. 

General submissions closed on 31 July 2020, although submissions continued  
to be accepted on several specific topics after that date. 

On 30 September 2020, we presented a special report on COVID-19 to the 
Governor-General. The special report is republished in Volume 5 of this report. 

On 22–23 October 2020, Counsel Assisting presented their final submissions at a hearing. 
Some 376 public submissions were received in response to Counsel Assisting’s final 
submissions. We have considered both Counsel Assisting’s submissions and those 
responses in finalising our recommendations. 

2.2  Staffing	 and	 structure 
The Office of the Royal Commission was established in October 2018 to support us to 
complete our inquiry. The Office was led by an Official Secretary, who was supported by 
a team of Senior Executive Officers. A small group of Senior Advisers was engaged to 
provide strategic and expert advice to Commissioners. A small group of Clinical Advisors 
was also engaged. 
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Counsel Assisting were responsible for preparing for, and leading the evidence at, 
public hearings, workshops and roundtables, as well as formulating submissions for the 
Commissioners’ consideration and providing general legal advice to Commissioners. 

The Office of the Solicitor Assisting was responsible for providing the Royal Commission 
with legal and investigatory support for Counsel Assisting, including the planning, 
preparation and delivery of public hearings. Solicitors Assisting worked directly with 
witnesses and offered strategic advice to Commissioners and other branches of the  
Royal Commission. 

The Policy and Research branch developed policy options, worked across various 
hearings, coordinated community and stakeholder engagement, and managed data 
and research projects under the direction of the Commissioners. 

The Community Engagement team was responsible for the four major elements in 
the community engagement plan: engagement with individuals, community forums, 
roundtables and site visits. 

The Operations branch provided corporate services and logistical support, including 
human resources, records management, media and communications, correspondence, 
enquires and information line management, witness support, finance, property, security, 
information and communications technology support, travel and hearings coordination. 

Volume 5 contains a list of staff across the life of the Royal Commission. It also contains 
financial information relating to the Royal Commission. 

2.3  Engagement 
We employed a number of strategies to engage with the community, media, service 
providers, government and other interested parties. In addition to holding public hearings 
and receiving submissions, we held a range of structured community engagement events, 
had an ongoing media and communication presence, and allowed for direct engagement 
with the public via telephone, online and hard copy correspondence. The Community 
Engagement program offered many opportunities for the public to connect with the 
Royal Commission. In turn, this informed the way we undertook our inquiries. 

Media and communication strategies were critical in informing the public and the media 
of the Royal Commission’s work. 

2.3.1  Enquiries and counselling 
The Counselling, Enquiries and Correspondence team had a daily link to the community. 
This team partnered with the public to assist them to share their story. There were two 
arms to the team: Enquires and Correspondence and Counselling and Support. 
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The Enquiries and Correspondence team provided an avenue for people to tell their  
stories and to explain their concerns and hopes for aged care. This connection with  
the public assisted all teams across the Royal Commission because potential witnesses 
were identified and knowledge received from the public was shared. 

The team provided an in-house information line to answer enquiries from members of the 
public. Skilled listeners showed compassion and empathy while recording people’s stories. 
As appropriate, the team also provided referral and navigation options for the public to 
connect with services and support when required. 

The telephone enquiry service was initially outsourced and then a dedicated team was 
appointed to manage this work in-house. This enabled a stronger link between the various 
elements of community engagement and the broader work of the Royal Commission. 
Callers inquired about a wide range of matters. Some gave submissions over the phone. 
When a caller was distressed, they could be referred to a counsellor for support, funded 
by the Royal Commission. A witness support and counselling service was available, 
especially for members of the public who gave evidence about their direct experience. 

Across the life of the Royal Commission, 6821 telephone calls were received by the 
information line, providing these callers with the opportunity to share their personal 
stories—often for the first time. General information, phone submissions, support related  
to hearings, and counselling support were provided. 

The Counselling and Support Team supported 345 people on 904 occasions. They 
provided support to distressed callers, witness support at hearings, support at community 
forums and internal staff support. The team supported witnesses in the lead up to, during, 
and after the hearing. This support was vital to those people who were engaging with 
the Royal Commission in stressful, challenging and upsetting circumstances. 

Media and communications 
The Media and Communications team conveyed information on Royal Commission 
activities using the Royal Commission’s website, social media, broadcast and print 
media advertising, newsletters, and email lists for media and members of the public. This 
included publication of five newsletters and almost 200 social media posts. Strategies 
were developed for communicating with the public, including culturally and linguistically 
diverse groups, and the team used a variety of platforms to reach urban, rural and remote 
communities. Media and Communications engaged with Australian media to provide 
updates through media alerts and media releases, and by responding to media enquiries 
via email and telephone. During hearings, staff engaged with media directly usually  
within a dedicated media room. 

Translations, accessibility and cultural outreach 
A third-party provider was engaged to translate information about the Royal Commission 
into 31 languages, which was made available on the website and promoted through social 
media channels. Select content on the website itself was translated into 18 languages. 
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Communications material was developed in concert with organisations representing 
culturally and linguistically diverse groups to increase awareness of the Royal 
Commission’s work and encourage individuals and minority communities to participate  
and share their experiences and views, regardless of their first language or background. 

2.4  Forms of inquiry 
Given the complexity of our task, we adopted eight key methods for our inquiry: 

• a call for public submissions, including targeted calls for submissions in response 
to hearings or published reports 

• public hearings, where Counsel Assisting asked questions of individuals and panels 

• notices under the Royal Commissions Act 1902 (Cth) requiring the production 
of documents, information or statements in writing 

• community forums 

• targeted consultations, including expert roundtable discussions, facilitated 
by Commissioners and the Office of the Royal Commission 

• visits to service providers 

• research conducted by the Office of the Royal Commission 

• research commissioned from external providers. 

Key aspects of each of these methods are described below. Each method informed,  
and was informed by, the others. 

2.5  Submissions 
Submissions from individuals and organisations provided information that helped 
us identify issues that we should consider, including at public hearings. 

Public submissions were made in the following formats: 

•  online via the website (web submission) 

• email submissions 

• hard copy submissions (letters / mail) 

• phone submissions 

• community forum submissions. 

We received a total of 10,574 public submissions. Of these, 4890 were submitted directly 
via the internet, 3618 by email, 801 by telephone, 236 from forums, and 1029 by hard copy. 
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 2.5.1 General submissions 
   

 

 2.5.2 Targeted submissions 

These submissions provided the views of people, including older people, service providers, 
peak organisations and other experts. They helped form our views and helped Solicitors 
Assisting identify witnesses for public hearings and Counsel Assisting devise their 
questions and plan hearings. Making a submission to a Royal Commission, and revisiting 
traumatic events, can be daunting. We acknowledge and thank everyone who made a 
submission. 

One of the first activities of the Royal Commission was to invite each approved provider 
under the Aged Care Act 1997 (Cth) to make an early written submission in relation to each 
aged care service or outlet they operated. As part of this process, the Office of the Royal 
Commission asked approved providers to complete a detailed Service Provider Survey. 

The request sought information about a number of specific matters and gave providers 
an opportunity to identify the areas they thought needed to be changed, and how those 
changes might be implemented. A total of 1029 approved aged care providers responded 
to the voluntary Royal Commission ‘Service Provider Survey’, which was 60% of the aged 
care service providers active as at 30 November 2018. 

Public submissions of a general nature were received from 24 December 2018 until 
31 July 2020. People made submissions online, by phone or email, or through mail. 
Interpreter services were available for those with a primary language other than English. 
Funds were also allocated by the Australian Government to the Australian Attorney-General’s 
Department to contract organisations to support older people and people with a disability 
using aged care services to make submissions. In addition, the Australian Department 
of Health funded a number of organisations to facilitate submissions for, or on behalf of, 
people facing barriers that could prevent their participation in the process. 

From time to time, including after 31 July 2020 when general submissions closed, 
submissions were sought from the sector and the public on particular topics. This included 
invitations to respond to consultation papers that had been published on the Royal 
Commission website. 

Counsel Assisting the Royal Commission made submissions on the aged care workforce 
(26 February) and program design (4 March 2020). Counsel Assisting made their final 
submissions for our consideration on 22 and 23 October 2020. On each occasion, a call 
was made for submissions in response to Counsel Assisting’s submissions. We are grateful 
to the many individuals and organisations who provided detailed responses all of which 
have been considered. 
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Although the Office of the Royal Commission was based in Adelaide, public hearings  
and workshops were held in every capital city and various regional and remote locations 
across Australia. In all, well over 600 witnesses gave evidence across 99 hearing days. 

The following institutions and organisations acted with generosity and professionalism 
to make court rooms and other facilities available for our hearings: 

• Roma Mitchell Commonwealth Law Courts Building, Adelaide, South Australia

• Family Court of Australia, Lionel Bowen Building, Sydney, New South Wales

• Broome Civic Centre, Western Australia

• Peter Durack Commonwealth Law Courts Building, Perth, Western Australia

• Supreme Court of the Northern Territory, Darwin, Northern Territory

• Cairns Convention Centre, Cairns, Queensland

• Mildura Arts Centre, Mildura, Victoria

• Harry Gibbs Commonwealth Law Courts Building, Brisbane, Queensland

• County Court of Victoria, Melbourne, Victoria

• Owen Dixon Commonwealth Law Courts Building, Melbourne, Victoria

• Parklands Resort and Conference Centre, Mudgee, New South Wales

• Derwent Room, Wrest Point, Sandy Bay, Hobart, Tasmania

• The Vibe Hotel, Canberra, Australian Capital Territory

• Adelaide Convention Centre, Adelaide, South Australia

• InterContinental, Adelaide, South Australia

• Australian Government Solicitor’s offices in Melbourne and Canberra

• Fair Work Commission, Sydney, New South Wales

Early in the Royal Commission’s operation, the Commissioners decided that each 
public hearing would focus on a particular theme or themes associated with our 
Terms of Reference. 

The location and themes of each hearing were announced progressively as arrangements 
were finalised. Hearings were open to the public and the media up until Adelaide Workshop 
2, in March 2020, after which time witnesses appeared remotely. 

At public hearings, we heard from people receiving aged care, and the families and friends 
of people receiving care, about their direct experiences of aged care. We also heard from a 
range of expert witnesses, including academics, clinicians, representatives of peak bodies, 
advocates, service providers and government agencies. We have drawn upon these 
experiences and this expertise in this report. 
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While every person’s story is important, not every personal account could be presented at 
a public hearing. We are especially grateful to all those people who contributed to hearings 
and appreciative of the courage people showed to tell their stories and provide important 
information about the way the aged care system works in practice and the way it should 
work in future. 

When considering the approach to hearings, Counsel Assisting and Solicitors Assisting 
the Royal Commission recommended that, where appropriate, case studies would be 
used to illustrate the themes to be examined in the hearings. 

The investigation of case studies for examination at public hearings involved a number 
of steps, including: 

• detailed review of submissions from the public and other information 
held by the Royal Commission 

• interviewing potential witnesses 

• issuing notices to relevant entities and comprehensively reviewing 
the material returned. 

Following this process, Counsel and Solicitors selected the case studies that proceeded 
to examination at a hearing. Counsel Assisting presented 19 case studies in 2019. 
Following the conclusion of the Hobart Hearing in November 2019, we decided it was 
unnecessary to hear further case studies with the focus shifting to the recommendations 
we might make in this report. 

Volume 4 of this report contains hearing overviews and case studies. Table 1 contains 
a list of the hearings and their themes. 

Table 1 – HEARINGS 
Location Date Theme 

Adelaide (Preliminary) 18 January 2019 Operation of the Royal Commission 

Adelaide 1 11–13 February 2019 Perspectives on the aged care system 
as it exists 

Adelaide 2 18–22 March 2019 Aged care in the home 

Sydney 1 6–8 May 2019 Dementia care and residential care 

13–17 May 2019 

Broome 17–19 June 2019 Access and inclusion 

Perth 24–28 June 2019 Person-centred care 

Darwin 8–12 July 2019 Access to aged care and clinical care 

Cairns 15–17 July 2019 Access to aged care and clinical care 

Mildura 29–31 July 2019 Carers for older Australians 

3083



185 

Approach to the Inquiry

 

  

 

 

 2.5.4 Notices 

Table 1 – HEARINGS 
Location Date Theme 

Brisbane 5–9 August 2019 Regulation of aged care 

Melbourne 1 9–11 September 2019 Younger people in residential aged care 

13 September 2019 

Melbourne 2 7–11 October 2019 Diversity in aged care 

Melbourne 3 14–18 October 2019 Aged care workforce 

Mudgee 4–6 November 2019 Provision of aged care in regional areas 

Hobart 11–15 November 2019 Aged care operations of selected approved 
providers 

Canberra 9–13 December 2019 Interfaces between the aged care and the 
health care systems 

Adelaide Workshop 1 10–11 February 2020 Redesign of the aged care system 

Adelaide 3 21 February 2020 The future of the aged care workforce 

Adelaide 4 4 March 2020 Future aged care program redesign 

Adelaide Workshop 2 16–17 March 2020 Research, innovation and technology 

Melbourne 4 15–17 July 2020 Mental health, oral health and allied health care 

Sydney 2 10–13 August 2020 The response to COVID-19 in aged care 

Sydney 3 13–14 August 2020 Accommodation 

Sydney 4 31 August–2 September 
2020 

Home Care 

Sydney 5 14–18 September 2020 Funding, financing and prudential regulation 

21–22 September 2020 

Final Hearing 22–23 October 2020 Counsel Assisting’s final submissions 

As Commissioners, we had a number of compulsory powers to gather evidence and 
information. These powers included the power to require the production of documents and 
things and the power to require individuals to give information or a statement in writing. 
This inquiry was the first Royal Commission to exercise the power to require giving of 
information in writing, following amendment to the Royal Commissions Act 1902 (Cth). 
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The community forums provided an opportunity for members of the public to tell their 
stories or provide their perspective to the Commissioners in town hall-like public forums. 

Twelve community forums were held between March and November 2019 in a mix of 
major cities, regional and remote areas. Forums were held in Bankstown (Sydney, NSW), 
Bendigo (Vic), Wollongong (NSW), Maidstone (Melbourne, Vic), Broome (WA), Townsville 
(Qld), Adelaide (SA), Brisbane (Qld), Rockhampton (Qld), Launceston (Tas), Canberra (ACT) 
and Newcastle (NSW). 

Approximately 20 people were offered the opportunity to speak at each forum. In total, 
228 people told their stories and around 2416 people attended the 12 forums. The average 
attendance was about 235 people. Some of those attending had travelled considerable 
distances from a regional location or interstate, which demonstrates their commitment 
and passion for reform. 

The community forums were very valuable to the inquiry, as Commissioners were able 
to hear directly from the community. The accounts that people shared gave a direct and 
immediate picture of the aged care experience. Many of the stories told at community 
forums were sad and confronting. They made a lasting impression. We are grateful to 
everyone who attended and appreciate the courage people showed in telling and hearing 
difficult personal and family stories. 

All the speakers at forums helped to shape our understanding of the reality of aged 
care in Australia. The deep love and dedication of family and friends of older people 
was abundantly clear in the stories that people told. 

Volume 5 of this report includes summaries of the community forums, as well 
as a summary of the results of a questionnaire provided to attendees of forums. 
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2.6 Targeted engagement 

2.6.2 Consultation by Royal Commission staff

Commissioners attended 13 roundtable discussions with invited experts on a range of 
themes in Sydney, Melbourne, Adelaide and Canberra. These included two roundtables  
in Canberra with officers from Australian Government agencies with responsibility for,  
or an interest in, aged care. 

Roundtable discussions were smaller forums, based on selected themes. At the  
roundtable discussions, experts in different fields shared their knowledge and opinions, 
and responded to policy issues arising from research and submissions. Attendance at  
the roundtable discussions was by invitation. 

The roundtable discussions formed part of an approach that encouraged frank, 
spontaneous and detailed conversations about aged care with those who have both 
expertise and ideas about specific issues within our Terms of Reference. Where referring  
to outcomes of roundtable discussions in this report, comments are not attributed to 
specific participants. 

Volume 5 of this report includes a list of roundtable topics and participants, together
 with a list of other key consultations we engaged in. 

Royal Commission staff members also conducted meetings with members of the public, 
advocates and service providers in specific locations as part of preparation for hearings. 
The need for, and scope of these activities, was identified on a case-by-case basis, 
depending on the themes of a hearing and particular information gaps requiring attention. 

Examples of this engagement included: 

• a series of consultations, in Canberra in February 2020, about the Royal
Commission’s consultation paper on aged care program redesign. Participants were
chosen for their expertise and previous engagement with the Royal Commission

• meetings with Aboriginal health services, community organisations, public servants,
local researchers and members of the Broome and Bidyadanga communities in
Western Australia

• a site visit and meetings with advocacy groups and government and non-government
service providers in Darwin

• community meetings focused on local issues and informal carers in Mildura

• site visits and meetings with community members in Mudgee and Dubbo.
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2.6.3 Service provider visits 

 

Visits to aged care service providers enabled the Commissioners and Royal Commission 
staff members to see a range of different care settings and services provided to older 
people. The sites visited were diverse in size, specialty and innovation in residential,  
home care and respite service settings. Each site visit was pre-arranged with the provider. 
The selection of a service for a visit did not reflect any judgement, positive or negative, 
about the safety and quality of a service. 

2.7.1 International research 

2.6.4 Royal Commission into Violence, Abuse, Neglect 
and Exploitation of People with Disability 

Commissioners conducted 34 service visits in seven States and Territories. A list of these 
is included in Volume 5 of this report. 

Throughout the course of our inquiry, we noted a number of issues that had relevance to 
Terms of Reference for both this Royal Commission and those of the Royal Commission 
into Violence, Abuse, Neglect and Exploitation of People with Disability. We agreed 
that each inquiry would identify issues that were likely to be of interest to the other 
and, as appropriate, share relevant information or identify a lead on particular issues. 
Commissioners from both inquiries met a number of times in 2019 and 2020 to discuss 
issues in common, such as the impact of COVID-19 and the treatment of older people 
with disability. Staff members from the respective offices of the Royal Commissions also 
consulted from time to time, to discuss practical issues such as hearing schedules, the 
calling of common witnesses and the findings of research reports or background papers. 

2.7 Research and publications 

In January 2020, we undertook focused international research to examine approaches 
to aged care design and funding in different countries and to consider their relevance 
to Australia. We met with experts on ageing, aged care design and delivery, quality 
and measurement of quality, governance, system design, funding models, and the 
implementation of transformational change. We were able to view examples of innovative 
aged care services, and to consider their relevance for our recommendations about  
the future aged care system in Australia. The research included meetings and site  
visits in Canada, Denmark, France, Germany, Japan, the Netherlands, Sweden,  
the United Kingdom, and the United States. 

Details of our international research are included in Volume 5 of this report. 
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2.7.2 Internal and commissioned research 

 

 

 

 

  

 
 

The Royal Commission completed and commissioned a wide range of innovative research 
that answered important policy questions and informed the recommendations in this report.  
This internal and commissioned research included economic modelling, surveys, focus  
groups, analysis of industry finances, calculation of quality indicators, and research into  
international practice and benchmarks. As part of the research, a huge volume of data was  
acquired from different parts of the aged care system that had previously been inaccessible  
to researchers. Key commissioned research projects were documented in papers on the  
Royal Commission website and will continue to inform policy for years to come. Published  
commissioned research is listed in Appendix 6 in Volume 5 of this report. We are grateful   
to the many dedicated people who gave their expertise to this challenging work.  

The Royal Commission produced eight background papers, two consultation papers, 
and other research relevant to our Terms of Reference. These papers provided critical 
background information on key issues within aged care in Australia. A list of background 
papers is included in Volume 5 of this report and are published on the website. The 
background papers do not represent the Royal Commission’s direction or position, and 
any views expressed in these papers are not necessarily our views as Commissioners. 

2.8 Costing of recommendations 
To assist our consideration of the issues and policy responses, we prepared indicative 
estimates of the possible cost of a range of propositions and scenarios.* We used these 
indicative costings to inform our deliberations and have taken them into account when 
finalising our recommendations. 

However, we do not consider that it would be useful to publish the cost estimates 
of individual recommendations. We are mindful that: 

• Costings are highly dependent on their underlying assumptions and can vary
considerably, even with minor changes to those assumptions. Where multiple
assumptions have to be made, uncertainties around each assumption can
aggregate to create broad cost ranges.

• The costings were developed on a standalone basis that does not take into
account the interactions between the reforms we recommend. Recommendations
interact, so implementing some may either increase or decrease the costs of
others. The indicative cost estimates of individual recommendations cannot
simply be added together to reach an aggregated total.

*  We were fortunate to be assisted in this by Mr Stephen Bartos, a former NSW Parliamentary Budget Officer and
Deputy Secretary in the Australian Department of Finance. The methodology we used was based on the approach
taken by the fiscal agencies and Parliamentary Budget Offices of the Australian Government and some State
Governments in assessing the costs of proposed policies.
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• Cost estimates, as with the Australian Government’s own forward estimates,
become more uncertain the further out in time they extend. Over the implementation
timeframe, costs are likely to vary considerably due to external factors such as
changes in technology, the economy and social preferences.

• Final costings will require information on how the Australian Government proposes
to implement the measure we recommend. That information is not available to us.

We recognise that the costs of our recommendations will rise progressively over five years 
as they are implemented, and that this is likely to require a very substantial increase in 
expenditure on aged care over coming years. 

We consider that the Australian Government should itself establish the costings of the 
measures we have recommended. The Government is in a better position than us to 
complete that work, on the advice of the agencies responsible for their implementation. 

2.9 Out-of-scope themes 
We received over 10,000 submissions. Many were within our Terms of Reference 
and highlighted the multiple themes and topics we discuss in this report. 

We also received submissions that highlighted a mix of issues. These submissions 
were partly within and partly outside our Terms of Reference. A smaller proportion of 
submissions, approximately 10%, fell outside the scope of our Terms of Reference. 

Some submissions raised out-of-scope concerns about hospital care—care or services 
within hospitals rather than the interactions between the aged care sector and health 
care sector (which is the subject of Chapter 9 in Volume 3 of this report). This included 
complaints about the care older people receive in hospitals as well as the absence of 
follow-up after a person has left hospital. 

Guardianship was another out-of-scope issue prominent in submissions. There were 
concerns raised in relation to urgent guardianship and administrative (public trustee) orders 
being implemented in hospitals and aged care settings, without the involvement of family 
members. Some noted the lack of a complaints process once a person is the subject 
of such orders. Other guardianship-related matters included financial mismanagement 
by appointed guardians and powers of attorney, primary decision-making queries and 
compliance with protocols, palliative care issues and decisions about medication. 
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Family disputes featured prominently in out-of-scope submissions and covered a wide 
range of issues, including: 

• financial mismanagement, misappropriation and disputes about estates

• identifying who was the primary decision-maker

• lack of consultation

• provision of palliative care for loved ones

• medication management, types and doses of medicines

• whether treatment should be provided and if it is in the best interests of the person

• human rights in a family context.

Some submissions also raised issues related to retirement villages. This included concerns 
about contracts—understanding them, their long-term implications, and being ‘locked in’ 
to agreements—and financial arrangements, fees and charges. 

Mental health and older people was another matter raised in submissions. This included 
issues relating to older people living at home and the challenges of social isolation. Some 
older people and their families expressed uncertainty about what mental health services 
are available. 

We received submissions relating to the situation of older people in prisons. This included 
concerns about the lack of services within the prison system given its separation from 
mainstream health and aged care services. Other submissions focused on the future needs 
of older people who leave correctional services, including the need to connect to aged 
care services. 

Other submissions raised concerns about disadvantage faced by older people when 
dealing with some services. These submissions raised such problems as a lack of 
access to information, difficulty in navigating services, and a lack of assistance to do 
so. The submissions made mention of both the public and private sectors, including 
telecommunications companies, financial institutions, Australian, State and Territory  
and local Government agencies. 

While not directly related to the aged care sector, some members of the community felt 
that they had experienced elder abuse—that they were disrespected and not heard. 

We cannot deal with issues or themes raised in submissions that fall outside our Terms 
of Reference. However, we wish to acknowledge people who made these submissions, 
even though it was not possible for us to investigate or make recommendations about 
their submissions. 
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ELIZABETH THE SECOND, by the Grace of God Queen of Australia and 
Her other Realms and Territories, Head of the Commonwealth 

TO 

The Honourable Richard Ross inclair Tracey AM RfD QC, and 

s LyneI le Jann Briggs AO 

GREETI G 

RE OG I I G the contribution of older Australian· to society, and that
older Australians deserve high quality car in a safe environment that protects 
their wellbeing and dignity. 

A D the importance of building a national culture of respect for ageing and
older persons . 

A D [hat Ausrralia's population is ageing and the proportion and number of 
people accessing and needing care i · increasing. 

A D the many positive examples of high quality care within the Australian
aged care sector which engages thousands of d dicated p ople providing aged 
care services every day, complemented by the important contribution of 
families and volunteers. 
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/\ND that as a community all Australians expect high standards of qualii, and 
safety from our aged care services, and it is important that the Australian 
Government has the best reg,ilatory and policy framework lo provide a 
sustainable aged care system that meets the needs of older Au tralians in the 
future. } 

(7

t 

AND that it is important that frail, older people needing care should receive
services that reflect and address their care needs. 

A D that the Commonwealth provides funding to, and regulates, providers of 
aged care services. 

A D that orne people residing in aged care facilities, including younger 
I eople, or otherwise receiving ag d care services, have disabilities and 
Au. tralia ha� undertaken relevant international obligations, including to take 
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a l l  appropr iate l eg i s lat ive, admin i strat ive and other measures for the 
implementat ion of the rights of people with disab i l i t ies . 

NOW TH EREFORE We do, by Our Letters Patent issued i n Our name by Our 
Governor-General of the Commonwealth of A ustral i a  on the advice of the 
Federa l Execut ive Counc i l  and under the Consti tut ion of the Commonweal th 
of A ustra l ia, the Royal Commissions Act 1 902 and every other enabl ing 
power·, appo int you to be a Commission of inquiry,  and requ i re and authorise 
you, to inqu i re into the fol lowing matters : 

(a) the qua l i ty of aged care services p rov i ded to Austra l i ans, the extent  to 
wh ich those serv ices meet the needs of the people access i ng them,  the
xtent of substandard care being provided, inc l ud i ng m istreatment

and al l fonns of abuse, the causes of any systemic fai lures, and any
act ions that shou ld be taken in response;

(b) how best to de l i ve r  aged care serv ices to : 

( i ) people with disab i l i t i es res iding in aged care fac i l i t i es, 
i nc l ud i ng younger people; and

( i i ) the increasing number of A ustral ians li ing wi th dement ia, 
having regard to the importance of dement ia care for the fu ture 
of aged care serv i ce ; 

(c) the future chal lenges and opport umt1es for del ivering accessible,
affordable and high quality aged care serv ices in Austral ia, inc luding:

(i) in the context of changing demographics and preferences, in
particular people's des i re to rem ain l i v ing at home as they age;
and

(ii) in remote, rural and regional Austra l ia;

(d) what the Austra l ian Government, aged care industry, Austra l ian
fam i l i es and the wider community can do to strengthen the system of
aged car serv i ces to ensure that the serv i ces provided are of high
qual i ty and safe;

(e) how to ensure that aged care services are person-centred, incl uding
through allowi ng people to exerc ise greater choice, control and
i ndependence in relation to the i r  care, and improv ing engagement
with fa m i l ies and carers on care-related matters ;

(I) how be t to del i ver aged care services i n  a susta inabl e way, i ncl ud i ng
through i nnovative model of care, increased use of technology, and
i nvestment in  the aged care workforce and capi tal i n frastructure;

(g) any matter reasonably inc idental to a matter referred to in paragraph
(a) to (f) or that you be l ieve is  reasonably relevant to the i nqu i ry .
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AND We d i rect you  to make any recommendations arising out of your inq u i ry 
that you con ider appropriate, i ncl u d i ng recommendations about any pol icy, 
l egislat i ve, adm i n ist rat i ve or structural reforms.

AND, without l im i t ing the scope of your i nquiry or the scope of any 
recommendations arising out of your inquiry that you may cons i der 
appropriate, We d i rect yo,1 , for the purposes of your inq u i ry and 
recommendations , to have regard lo !he fol lowing matters :  

(h) all forms of Commonweal th- funded aged care services, whatever the
sett ing or environment in which those services are del ivered ;

(i ) al l aspects of the qual ity and safety of aged care services, including
but not l im ited to the follow ing:

( i ) d ign ity ; 

( i i )  choice and contro l ;  

( i i i) c l in ical care; 

(iv) medication management;

(v) mental health;

(v i )  personal care ;  

(vi i )  nutr i t i on; 

(vi i i) pos i t i v e  behav iour supports lo reduce or el i m i nate the use of 
restr ict ive pract ices ;  

( i x) end of l ife care; 

(x) systems to ensure that h igh qual i ty care is del i vered, such as
governance arrangements and management support systems;

U) the cr i tical ro le of the aged care workforce in de l ivering high qua l i ty ,
safe, person-centred care, and the need for c lose partnersh ips with
fami l i es ,  carers and others provid ing care and support;

(k) the wide divers i ty of older A ust ral ians and the barrier they face i n
accc si ng and rece i v i ng h igh q ua l ity aged car serv ices. Th is should
take i nto account the i ncreas i ng i ncidence of ch ron ic and complex
conditions;

( I ) the i nterface with other serv ices accessed by people rece i v i ng aged
care servi ces, i nc l ud i ng pr imary health care serv ices , acute care and
disab i l ity serv ices, and relevant regu latory systems. This shou l d  take

Page 3 
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into accouni how people transi t ion from other care environments or 
between aged care sett ings; 

examples of good practice and innovat ive models in del ivering aged 
care services; 

( n )  the findings and recommendations of  prev i ous re levant reports and 
i nq ui r ies .  

A D We further declare that you are not requ i red by these Ou r Letters Patent 
lo i nqu ire, or lo conl inu to i nqu ire, i n to a part i cu l ar matter to the extent that 
you are sat isfied that the matte r has been , is be i ng, or w i l l  be, sufficient ly and 
appropr iate ly dealt with by another i nqu i ry or i nvest igat ion or a crim i nal or 
c i v i l proceed i ng. 

AND, without l imit ing the scope of your inqu iry or the scope of any 
recommendat ions aris ing out of your i nqu i ry that you may cons id r 
appropriate, We di rect you, for the purposes o f  your inq u iry and 
recommendat ions, to cons ider the fol lowing matters, and We authorise you, as 
you cons ider appropri ate, to take (or refrain from taking) any act ion ari i ng 
out of your considerat ion :  

(o) the need to establ i  h mechanisms to faci l i t,l le the t i mely
communication of information, or ! he furn ishing of ev idence,
documents or th i ngs, in accordance w i th sect ion 6P of the Royal 

Commissions Act l 902 or any other re levant l aw, i nc l ud i ng, for 
exampl e, for the purpose of enabl i ng the ti 1ne ly i nvest igat ion and
prosecution of offi nces;

(p) the need to ensure that evidence that may be rece i ved by you that
ident i fies particular ind iv id uals as hav i ng been subject to
inappropriate treatment is  dealt wi th in a way that does not prejudice
current or future cr i m i nal or c iv i l proceedi ngs or other
contemporaneous i nqu i r i e ;

(q) the need to establ i sh appropr iate ar rangements in re lat ion to cu rrent
and prev ious i nqu i ries, in Au t ra l ia and e l sewhere, for evidence and
in format ion to be shared w i t h  you in ways cons istent with re levant
obl igat ions so that the work of those i nqu i ri s, i nc l ud i ng, with any
necessary consents, the tes t imony of w itnesses,  can be taken i nto
account by you i n  a way that avoid unnece ary dupl icat ion,
improves e fficiency and avoids unnecessary t rauma to wi tnesses;

(r) the need to establ ish, a you see fi t and havi ng regard to the date by
whi ch  you are requ i red lo submit your fi nal report, appropriate 
arrangements for ev i dence and i nformat i on to be shared with you by 
peop l e about the i r  expe r i ences , i nc l ud i ng people rece iv i ng aged care
se1vices, the ir fam i l ies, carers and others who p rovide care and
support, recogn is i ng that some peop l e  w i l l  need spec ia l  support to
share thei r experiences.
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A N D  We appo in t  you, the Honourable R i chard Ross S inc la i r  Tracey A M  
R F D  QC, t o  b e  the Chai r of the Commiss ion .  

AND We declare that you arc  a relevant  Com m i ss i o n  for  the  purposes o f  
·ect ion · 4 and 5 or the Royal Commfa�·ium· Act 1 902.

A D We declare that, in exercis ing your powers under Part 2 of the Royal 
Commissions Act 1902, you are lo inqu i rt: into the mat ters fal l i ng with in the 
scope of paragraphs (a) to (g) only to the extent that Commonwealth 
const i tu t ional power extend to those subj ects or inqu iry .  

A D We decl are that you are a Royal Commission to  which item 5 of the 
table in subsection 3 55-70( 1) in  Schedule l to the Taxation Adminislralion 
Act 1 953 app l i es. 

A D Werd c lare that in these Our Letters Patent : 

aged care services means serv ices provided by any of the 
fol lowing: 

(a) approved prov iders with i n  the mean ing of the Aged Care
Act 1997;

(b) cnt i t ic  to wh ich a grant i payable under C h apter 5 of the
Aged Care Ac/ I 997;

(c) ent i t ies to which fund i ng is payable under a program 
re lati ng lo aged care spec i fied in Schedu le I AA or ! A B  lo
the Financial Framework (Supplememwy l'ower:s) 
Regulations 1997;

(d) ent i t ies that receive fund ing for the purposes of the 
Veterans'  Home Care Program established under the 
Veteranst' Entitlements Act 1986.

AN D We: 

(s) require you to begi n your inquiry as soon as practicab le ;  and

(1) requi re you to make your i nq u i ry as expedi t iou. ly  as po s ib lc ;  and

(u) requi re you to submi t  to Our Governor-Genera l an i nter im  report that
you cons ider appropriate not later than 3 1  October 20 1 9; and

(v) requi re you to submi t  to Our Governor-General a final report of the 
results of your inquiry, and your recommendations,  not later than 
3 0  April  2020. 

Page 5 
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IN WITNESS, We have cau�d tm:s_r. O�r Letters to be made Patent. 

WITNESS Ge11e1t1l the He11etut1l,!e Sir Pete1 Ce9gie.e AK M:C 
(�t'd), Ge1e111er GeMr!!I of the Commonwealth of Austral ia, 

Admin trator otthe Government 
Dated c;,t_ � 20 1 8  

Ge ,e1na1 Gene1n:l 

t . . me Gove rn en
nistrator o f thAdmi

of Austra l i aa Ith 
of the Co monwem

Attorney-General 
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ELIZABETH THE SECOND, by the Grace of God Queen of Aust ral ia and 
Her other Realms and Territories, Head of the Commonwealth 

TO 

The Honourable Richard Ross S inc lair Tracey AM RFD QC, 

Ms Lynel le Jann Briggs AO, and 

The Honourable Gaetano Tony Pagone QC 

GREET G 

WHEREAS, by Letters Patent issued in Our name and entered i n  the Register 
of Patents on 6 December 201 8, We appointed you: 

(a) The Honourable Richard Ross Sinclair T racey AM RFD QC; and 

(b) Ms Lynelle Jann Briggs AO; 

to be a Commission of inquiry, required and authorised you to inquire into 
certain matters, and required you to submit to Our Governor-General a final 
report of the resu lts of your i nquiry, and your recommendat i ons, not l ater than 
30 Apr i l 2020; 

AND WHEREAS it is desired to amend Our Letters Patent ; 

NOW THEREFORE We do, by these Our Letters Patent issued in Our name 
by Our Governor-General of the Commonwealth of Austra l i a  on the advi ce of 
the Federal Executive Counc i l  and under the Constitut ion of the 
Commonwealth of Austral ia, the Royal Commissions Act 1902 and every 
other enabl ing power, amend those Letters Patent: 

' 
(c) by appoint ing you, the Honourable Gaetano Tony Pagone QC, to be 

an addi t i onal member of this Commission of inquiry; and 

(d) so that those Letters Patent apply to you in a corresponding way to the 
way those Letters Patent apply to Ms Lynel le Jann Briggs AO, ubject 
to paragraph (e); and 
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(e) by insert i ng the fol l owi ng paragraphs after the paragraph "A D We
appo int you, the Honourable Richard Ross S i nclair Tracey AM RF D
QC, to be the Chair of the Commiss ion ." in those Letters Patent:

"A We appoint you, the Honourable Gaetano Tony Pagone QC to
act as the Chair of the Commission during any period, or during all
periods, when the Honourable R ichard Ross Si nc lai r  Tracey AM RFD
QC is  absent from duty or from Australia or  is, for  any reason, unable
to perform the duties of the Chair.

AND We declare that while you, the Honourable Gaetano Tony
Pagone QC, are acting as the Chair of the Commission:

(ra) you have and may xerc i ctal l the powers, and must perform al l
the functions and duties, of the Chair of the Commission; and 

(rb) the Royal Commissions Act 1 902, or any other Act, applies in 
relation to you as if you were the Chair of the Commission."; 
and 

(f) by omitting from paragraph (v) of the Letters Patent "30 Apri l 2020"
and subst ituti ng " 1 2  November 2020".

Page 2 
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IN WITNESS, We have caused these Our Letters to be made Patent .  

WITNESS General the Honourable David Hurley AC D C 
(Retd), Governor-Gene ra l  of the Commonwealth of A ustral ia. 

Dated 20 19 

By H i s  Exce ll ency ' s  Com mand 

Page 3 
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ELIZABETH THE SECOND, by the Grace of God Queen of Australia and 
Her other Realms and Territories, Head of the Commonwealth 

TO 

The Honourable Gaetano Tony Pagone QC, and 

Ms Lynelle Jann Briggs AO 

GREETING 

WHEREAS, by Letters Patent issued in Our name and entered in the Register 
of Patents on 6 December 20 I 8 and amended by Our Letters Patent and 
entered in the Register of Patents on 13 September 20 1 9  We appointed you, 
and the Honourable Richard Ross Sinclair Tracey AM RFD QC who is now 
deceased, to be a Commission of inquiry, required and authorised you to 
inquire into certain matters, and required you to submit to Our 
Governor-General a report of the results of your inquiry, and your 
recommendations, not later than 1 2  November 2020; 

00 

0 
::, 

u
V1 
c... 
C z.,...

AND WHEREAS it is desired to further amend Our Letters Patent; 

NOW THEREFORE We do, by these Our Letters Patent issued in Our name 
by Our Governor-General of the Commonwealth of Austral ia on the advice of 
the Federal Executive Council and under the Constitution of the
Commonwealth of Australia, the Royal Commissions Act 1 902 and every 
other enabling power, further amend those Letters Patent : 

(a) by omitting the following paragraphs :

"AND We appoint you, the Honourable Richard Ross Sinclair Tracey
AM RFD QC, to be the Chair of the Commission.

AND We appoint you, the Honourable Gaetano Tony Pagone QC to 
act as the Chair of the Commission during any period, or during all
periods, when the Honourable Richard Ross Sinclair Tracey AM RFD
QC is  absent from duty or from Australia or is; for any reason, unable
to perform the duties of the Chai r.
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AND We declare that whi l e  you, the Honourable Gaetano Tony 
Pagone QC, are acti ng as the Chair of the Commission: 

(ra) you have and may exercise all the powers, and must perform all 
the functions and duties, of the Chai r of the Commiss ion; and 

(rb) the Royal Commissions Act 1902, or any other Act, appl ies in 
relation to you as if you were the Chair of the Commission."; 
and" 

and subst ituting the following paragraph : 

"AND We appoint you, the Honourable Gaetano Tony Pagone QC, to 
be the Chair of the Commission." 

(b) by omitting from paragraph (v) of the Letters Patent " 1 2  November
2020" and substituting "26 February 202 1 ".

OPC 64665-B Page 2 
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TN WITNESS, We have caused these Our Letters to be made Patent. 

WITNESS General the Honourable David Hurley AC DSC 
(Retd), Governor-General of the Commonwea of Austral ia . 

Dated 25 �\,.lrl\e..-- 2020

Attorney-General 

OPC 64665-B Page 3 
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3. Recommendations
Chapter 1: Foundations of the New Aged
Care System 

Recommendation 1: A new Act 

1. The Aged Care Act 1997 (Cth) should be replaced with a new Act to come
into force by no later than 1 July 2023.

2. The new Act should define aged care as:

a. support and care for people to maintain their independence as they
age, including support and care to ameliorate age-related deterioration
in their social, mental and physical capacities to function independently

b. supports, including respite for informal carers of people receiving aged care.

3. The objects of the new Act should be to:

a. provide a system of aged care based on a universal right to high quality,
safe and timely support and care to:
i. assist older people to live an active, self-determined and meaningful

life, and
ii. ensure older people receive high quality care in a safe and caring

environment for dignified living in old age

b. protect and advance the rights of older people receiving aged care
to be free from mistreatment and neglect, and harm from poor quality
or unsafe care, and to continue to enjoy rights of social participation
accessible to members of society generally

c. enable people entitled to aged care to exercise choice and control in the
planning and delivery of their care

d. ensure equity of access to aged care
e. provide advocacy and complaint mechanisms for people receiving aged care
f. provide for regular and independent review of the aged care system
g. promote innovation in aged care based on research
h. promote positive community attitudes to enhance social and economic

participation by people receiving aged care.

4. Unless indicated otherwise, the new Act should incorporate provisions
giving effect to amendments to the Aged Care Act 1997 (Cth) and the Aged
Care Quality and Safety Commission Act 2018 (Cth) (as well as to delegated
legislation made under those Acts) the subject of other recommendations.
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Recommendation 2: Rights of older people receiving aged care 

The new Act should specify a list of rights of people seeking and receiving 
aged care, and should declare that the purposes of the Act include the purpose of 
securing those rights and that the rights may be taken into account in interpreting 
the Act and any instrument made under the Act. The list of such rights should be: 

a. for people seeking aged care:

i. the right to equitable access to care services

ii. the right to exercise choice between available services

b. for people receiving aged care

i. the right to freedom from degrading or inhumane treatment, or any
form of abuse

ii. the right to liberty, freedom of movement, and freedom from restraint

iii. the right of autonomy, the right to the presumption of legal capacity,
and in particular the right to make decisions about their care and
the quality of their lives and the right to social participation

iv. the right to fair, equitable and non-discriminatory treatment
in receiving care

v. the right to voice opinions and make complaints

c. for people receiving end-of-life care, the right to fair, equitable and
non-discriminatory access to palliative and end-of-life care

d. for people providing informal care, the right to reasonable access
to supports in accordance with needs and to enable reasonable enjoyment
of the right to social participation.

Recommendation 3: Key principles 

The new Act should: 

a. provide that the paramount considerations in the administration of the Act
should be:

i. ensuring the safety, health and wellbeing of people receiving aged care

ii. putting older people first so that their preferences and needs drive the
delivery of care

b. specify the following principles that should also guide the administration
of the Act:
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i. older people should have certainty that they will receive timely high
quality support and care in accordance with assessed need

ii. informal carers of older people should have certainty that they will receive
timely and high quality supports in accordance with assessed need

iii. older people should be supported to exercise choice about their own
lives and make decisions to the fullest extent possible, including being
able to take risks and be involved in the planning and delivery of their care

iv. older people should be treated as individuals and be provided with
support and care in a way that promotes their dignity and respects
them as equal citizens

v. older people are entitled to pursue (and to be supported in pursuing)
physical, social, emotional and intellectual development and to be
active and engaged members of the community, regardless of their
age or level of physical or cognitive capability

vi. the relationships that older people have with significant people
in their lives should be acknowledged, respected and fostered

vii. to the fullest extent possible, older people should receive support and
care in the location they choose or, where that is not possible, in the
setting most appropriate to their circumstances and preferences

viii. older people are entitled to receive support and care that
acknowledges the aged care setting is their home and enables them
to live in security, safety and comfort with their privacy respected

ix. older people should have equal access to support and care
irrespective of their location or personal circumstances or preferences

x. care should be provided in an environment which protects older
people from risks to their health

xi. care and supports should, as far as possible, emphasise restoration
and rehabilitation, with the aim of maintaining or improving older
people’s physical and cognitive capabilities and supporting their
self-determination

xii. Aboriginal and Torres Strait Islander people are entitled to receive
support and care that is culturally safe and recognises the importance
of their personal connection to community and Country

xiii. the system should support the availability and accessibility of aged
care for all older people, including people of diverse backgrounds
and needs and vulnerable people

xiv. the aged care system should be transparent and provide public access
to meaningful and readily understandable information about aged care
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xv. government entities, providers, health care professionals and aged
care workers operating in the aged care system should be open,
honest and answerable to older people and the wider community
for their decisions and actions

xvi. innovation, continuous improvement and contemporary best practice
in aged care are to be promoted

xvii. older people should be supported to give feedback and make
complaints free from reprisal or adverse impacts

xviii. people receiving aged care should respect the rights and needs of
other people living and working within their environment, and respect
the general interests of the community in which they live; the rights
and freedoms of people receiving aged care should be only limited by
the need to respect the rights of other members of their community

xix. the Australian Government will fund the aged care system at the
level necessary to deliver high quality and safe aged care and ensure
the aged care system’s sustainability, resilience and endurance.

Recommendation 4: Integrated long-term support and care 
for older people 

1. The Australian Government should coordinate the development of an
integrated system for the long-term support and care of older people
providing for their needs for welfare support, community services directed
at enhancing social participation, affordable and appropriate housing, high
quality health care, and aged care. This should be achieved through a new
National Cabinet Reform Committee on Ageing and Older Australians, to be
established between the Australian and State and Territory Governments,  
and composed of the highest-ranking ministers whose primary responsibility
is the care, health and wellbeing of older people.

2. Work on a strategy to develop the integrated system for the long-term support
and care of older people should begin immediately. That work should:

a. involve consultation with older people; and

b. include measures to support the wellbeing of people receiving aged
care by connecting and integrating aged care services with the broader
community.

3. The strategy should provide for implementation of an integrated system
for the long-term support and care of older people within a 10-year period.
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Chapter 2: Governance of the New Aged 
Care System 

Recommendation 5: Australian Aged Care Commission 

1. By 1 July 2023, the Australian Aged Care Commission  
should be established under the new Act as a corporate  
Commonwealth entity within the meaning of the Public Governance,
Performance and Accountability Act 2013 (Cth) and:

Commissioner  
Pagone 

a. be a body corporate, with perpetual succession;

b. have a common seal;

c. be able to acquire, hold and dispose of real and personal property; and

d. be able to sue and be sued in its corporate name.

2. The Australian Aged Care Commission:

a. should be constituted by a board appointed to their respective roles
by the Governor-General as full-time or part-time members, namely:

i. a Presiding Commissioner, who must be appointed as a
full-time member

ii. a System Commissioner, who must be appointed as a
full-time member

iii. a Quality Commissioner, who must be appointed as a full-time
member, and who acts as Presiding Commissioner in the absence
of the Presiding Commissioner

iv. a Complaints Commissioner

v. a Workforce Development and Planning Commissioner

vi. an Aboriginal and Torres Strait Islander Commissioner

vii. the Secretary of the Department administered by the responsible
Minister, who shall be an ex officio member of the board

viii. two additional part-time members who are to be chosen for their
integrity, eminence and public standing, each of whom must be
independent of any current involvement in the aged care sector,
and who should have experience and proven capacity in: aged
care, clinical services, human services, legal services, or corporate
governance; or in finance, accounting or general business

b. shall appoint a Chief Executive Officer and staff, all of whom are to be
employed or engaged by the Commission (whether under the provisions
of the Public Service Act 1999 (Cth) or otherwise).
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3. The functions of the Australian Aged Care Commission should be:

a. to maintain and operate a distributed network of offices, including  
regional offices, to deliver or manage the delivery of assessment and  
care finding services, administer the aged care program, and provide
general assistance to the public

b. to manage the system, including support and funding of local assessment
and care finding teams and personnel, provision of information on services
and providers, system data management, ensuring service availability
for all aged care services to which people are assessed as eligible,
commissioning and funding of providers to provide aged care services  
in all locations, analysis of information relating to financial risk presented
by approved providers, providing assistance to providers to build capacity
where appropriate, and managing the orderly exit of consistently poor-
performing providers

c. the following particular functions:

i. approval of service providers as providers eligible to receive subsidies
for providing aged care

ii. financial risk monitoring of providers, and prudential regulation
of providers

iii. approval of the scope of subsidised services approved providers
may provide, and accreditation of the services provided

iv. payment of subsidies to approved providers of aged care

v. quality and safety regulation of approved providers and their services

vi. ensuring that appropriate aged care services are widely available
for Aboriginal and Torres Strait Islander people

vii. workforce planning and development, including setting and refining
requirements for minimum staffing levels and minimum qualifications
for staff providing care, and (through a workforce planning division
within or operated by the Australian Aged Care Commission) ongoing
development of workforce capacity through requirements for training
and professional development

viii. consulting with the Australian Commission on Safety and Quality
in Health and Aged Care (which is to be responsible under the new
Act for review and setting of quality and safety standards and quality
indicators) on reviews and revisions of the standards and indicators
for the provision of safe and high quality aged care

ix. management of complaints about providers, staff, assessors
and care finders
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d. system governance, including the responsibility of continuously monitoring
the performance of the system, informing the responsible Minister and
Department about new policy and reform proposals for improvement of
the performance of the system, limited authority to make subordinate
instruments about the details of arrangements for the administration
of funding and service delivery, and the ability to raise and recommend
amendments of legislation and delegated legislation to the responsible
Minister and Department.

4. The responsibilities and functions of the Commissioners should be as follows:

a. the Presiding Commissioner should:

i. be the senior member of the Commission and chair of the board

ii. be responsible for managing the performance of all of the
Commission’s functions, subject to the joint responsibility of other
Commissioners for management of the performance of certain
functions specified in subparagraphs b–e below

iii. be responsible for governance and direction of the Chief Executive
Officer as to the management of the administration of the Commission

iv. be, for the purposes of the Public Governance, Performance
and Accountability Act 2013 (Cth), the accountable authority
of the Commission

b. the System Commissioner should be responsible for managing
the performance of the Commission’s functions of, and relating to,
general management of the system, as described in paragraph 3.b

c. the Quality Commissioner should be responsible for managing the
performance of the Commission’s functions of and relating to:

i. the approval of the scope of subsidised services approved providers
may provide, and accreditation of the services provided

ii. the quality and safety regulation, prudential regulation and financial
risk monitoring of approved providers and their services

d. the Complaints Commissioner should be responsible for managing  
the performance of the Commission’s functions of, and relating to,  
the management of complaints about providers, staff, assessors  
and care finders

e. the Workforce Development and Planning Commissioner should
be responsible for managing the performance of the Commission’s
functions of, and relating to, workforce planning and development

f. the Aboriginal and Torres Strait Islander Commissioner should be
responsible for managing the performance of the Commission’s functions
and relating to ensuring that appropriate aged care services are widely
available for Aboriginal and Torres Strait Islander people
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and the Commissioners should have the powers to do all things necessary 
or convenient to be done for or in connection with the performance of 
their functions. 

5. The Remuneration and allowances of the Commissioners should be
determined by the Remuneration Tribunal.

6. The Chief Executive Officer should:

a. be appointed by the Presiding Commissioner on the advice of the board
of the Commission

b. have their remuneration and entitlements determined by the
Remuneration Tribunal

c. in relation to matters not covered by the Act, hold office on the terms
and conditions (if any) that are determined by the Presiding Commissioner
on the advice of the board of the Commission

d. be required to comply with any written direction by the Presiding
Commissioner about the duties of the Chief Executive Officer

e. for the purposes of the Public Service Act 1999 (Cth), and together with
the staff of the Australian Aged Care Commission, constitute a Statutory
Agency of which the Chief Executive Officer is the ‘Agency Head’.

7. The Commission should be independent of Ministerial direction, and there
should be a requirement that any expectations or advice provided by the
responsible Minister to the Australian Aged Care Commission should be  
made public.

8. The Commission should be required to:

a. report quarterly to the Inspector-General of Aged Care and to the
responsible Minister on the performance of its functions, and to publish
these reports within one month of being provided to the responsible
Minister subject to redaction of contents that are subject to public
interest immunity

b. lay before the Parliament and to publish an annual report on such aspects
of the operation of the Act as the Australian Aged Care Commission
considers relevant to ensure an accurate understanding of the operation
of the Act, including:

i. the extent to which providers are complying with their responsibilities
under the Act

ii. the amounts paid by people receiving residential care in connection
with their care, including amounts paid for accommodation
and daily living needs and amounts provided by way of
accommodation deposits.
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Commissioner 
Pagone

Recommendation 8: Cabinet Minister and Department 
of Health and Aged Care 

The Australian Government should establish an Aged Care Pricing Authority and 
confer on it all necessary functions for determining prices (inclusive of subsidies 
and user contributions) for specified aged care services so as to meet the 
reasonable and efficient costs of delivering those services. Its functions should 
include the function of identifying and recommending to the Australian Aged Care 
Commission the aged care services for which price cap determinations or other 
forms of economic regulation may be appropriate. 

Recommendation 7: Aged Care Advisory Council 

1. The Minister should appoint an Aged Care Advisory  
Council, to be constituted by such people of eminence,  
expertise and knowledge of aged care services as the Minister sees fit, drawn
from all relevant aspects of the aged care system, including people receiving
aged care, representatives of the aged care workforce, approved providers,
health and allied health professionals, specialists in training and education,
and independent experts.

Commissioner  
Pagone 

2. The Advisory Council should be established with its own secretariat, funded
by the Australian Government.

3. The Advisory Council’s function should be to provide advice on aged care
policy, service arrangements and any aspect of the performance of the aged
care system, to the System Governor

4. The Advisory Council should convene itself regularly, and should have
authority to provide advice to the System Governor on its own initiative.

5. The System Governor should have authority to convene the Advisory Council
on reasonable notice, and may refer particular issues to it for advice.

Commissioner 
Briggs

1. The Australian Government should ensure in all future
Ministerial arrangements that there is a senior Cabinet Minister, preferably
the Minister for Health and Aged Care, responsible for aged care.

2. The Department of Health should immediately be renamed the Department  
of Health and Aged Care.
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3. The Department should have an Associate Secretary tasked with day-to-
day responsibility for aged care, acting as the principal policy adviser to the
Minister and the Secretary, leader of aged care administration, and member
of the Aged Care Workforce Industry Council.1 

4. The Administrative Arrangements Orders should be amended to provide
for the Department to also be responsible for the education, training,
development and supply of the aged care workforce.

5. The Department of Health and Aged Care should have a focus on:

a. aged care system renewal consistent with the recommendations of the
Royal Commission

b. personal engagement with older people

c. promoting positive attitudes towards ageing and encouraging social
and community engagement

d. stewardship of the aged care system and all of its component parts,
including:

i. guiding the aged care sector in the delivery of safe and high
quality care

ii. building providers’ capacity and where necessary managing the exit
of poor performers

iii. fostering innovation and continuous improvement

iv. leadership in support of all Government agencies and aged care and
other service providers to ensure that the aged care system as a whole
delivers safe and high quality aged care

v. proactive management of the interface between aged care services,
health services, accommodation services, homelessness and disability
services and services for those with diverse needs to ensure that
barriers to older people receiving fair and equal access to services
are removed, and

vi. performance of the aged care system, including whether it is meeting
the objects and principles of the Act

e. a proactive and ambitious ongoing aged care policy reform agenda

f. the planning and delivery of safe and high quality aged care

g. program design, development and delivery

h. research, evaluation and statistical analysis

i. funding for the aged care system

j. determining user contributions to the cost of aged care services
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k. prudential oversight and approval of providers, and

l. public information and disclosure, including the star rating system.

6. The Department of Health and Aged Care should have a network of up
to 50 small and dedicated regional offices responsible for local planning,
engagement with older people, information provision, care finding,
assessment, engagement with, and education and support for, providers.

7. The fundamental restructuring of the Department of Health and Aged Care
should be supported by an immediate capacity and capability review carried
out by an eminent person with experience in public sector administration
to determine the nature and level of the resources required to fulfil these
functions.

8. The Department will report annually to Parliament on all important aspects
of the operation of the new Act, including:

a. the extent of unmet demand for aged care, including unmet demand for
particular services or in particular places

b. the adequacy of the Australian Government subsidies provided
to meet the care needs of people needing or receiving aged care

c. the extent to which providers are complying with their responsibilities
under the Act

d. the amounts paid by people receiving residential care in connection
with their care, including amounts paid for accommodation and daily
living needs

e. the amounts paid for accommodation in the form of lump sum deposits
and in the form of daily payments

f. the duration of waiting periods for assessment, and between assessment
and commencement of provision of particular services, including respite
and residential care

g. the extent of building, upgrading and refurbishment of aged care facilities,
and

h. such other aspects of the operation of the Act as the Department
considers relevant to ensure an accurate understanding of the operation
of the Act.

9. Commencing in 2024, the Department should provide a triennial ‘state of the
aged care sector’ report to the Australian Parliament on aged care system
performance, which would also identify directions for further aged care reform.
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Recommendation 9: The Council of Elders 

The Australian Government should, by 1 July 2021, establish  
a high-level older people’s advisory body—The Council of Elders—  
with a wide remit to consult older people and advise the Minister and Department 
on any aspect of aged care from the perspective of the quality and safety of care 
and the rights and dignity of older people. 

Commissioner  
Briggs 

Commissioner 
Briggs

1. The Aged Care Quality and Safety Commission should be abolished by  
1 July 2022 and replaced by an independent Aged Care Safety and Quality
Authority, overseen by a board made up of up to five members, with a Chief
Executive Officer responsible to the Authority.

2. The Authority should have the overarching purpose of safeguarding the
quality and safety of aged care through enforcing compliance with the Act
and Standards. In carrying out this purpose, the Authority should actively
engage with older people and their families and carers to ensure that their
views are incorporated in the Authority’s compliance and decision-making,
and are kept informed of the outcome of regulatory activities.

3. The functions of the Authority are to:

a. approve and accredit providers

b. monitor and assess compliance with the quality and safety obligations
required of providers under the new Aged Care Act

c. address non-compliance with quality and safety obligations by taking
enforcement action including:

i. enforceable undertakings

ii. directions

iii. civil penalties on directors

iv. amending approval or accreditation conditions

v. appointing an administrator to assume responsibility
for the conduct of a service

vi. revocation of approval as an approved provider or withdrawal
of accreditation of a service

d. investigate and respond to complaints about the aged care system

3115



217 

Recommendations

  
 
 

 

 

 

  
 

 
 

  
 

 

 

 

 

 

e. 

Recommendation 11: Independent Hospital 
and Aged Care Pricing Authority 

provide timely and accurate data as specified by the Department 
for inclusion in the national information service, including information 
on compliance and accreditation activities, serious incident reporting 
and complaints by provider and service 

f. publish information on the outcomes of regulatory actions, including
information on system-wide regulatory activity and outcomes, and
publication of enforcement action taken against individual providers

g. do anything incidental or conducive to the performance of any of the
above functions.

4. The Authority should be fully funded from Budget appropriations.

5. The Authority’s staff will be employed under the Public Service Act 1999
(Cth).  The Authority should ensure that it maintains an appropriate regulatory
capability, including regulatory and investigatory skills, clinical skills,
assessment skills, and enforcement skills.

Commissioner 
Briggs

The legislation establishing the Independent Hospital Pricing Authority should 
be amended by 1 July 2021 to rename the Authority as the Independent Hospital 
and Aged Care Pricing Authority and confer upon it the functions relating to aged 
care set out in Recommendation 115. 

Recommendation 12: Inspector-General of Aged Care 

1. The Australian Government should establish an independent office of the
Inspector-General of Aged Care to investigate, monitor and report on the
administration and governance of the aged care system. This should be done by:

a. conducting reviews on its own motion and/or at the request of the System
Governor or the Minister or Parliament to ensure the quality and safety of
aged care

b. reviewing regulator decisions on a systematic basis to ensure regulator
integrity and performance

c. reviewing the performance of functions by the System Governor, the
Quality Regulator, the Prudential Regulator and the Pricing Authority

d. monitoring the adequacy of aged care data collection and analysis
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e. monitoring the implementation of the reforms recommended by the
Royal Commission, and

f. reporting annually to the Australian Parliament on systemic issues in the
aged care system and the extent to which the aged care system attains
the objects of the new Act.

2. The Inspector-General should have a statutory right of access to all
documents and data related to aged care held by the System Governor,
the Quality Regulator, the Prudential Regulator and the Pricing Authority.

3. The Inspector-General of Aged Care should have responsibility for dealing
with complaints about the System Governor, the Quality Regulator, the
Prudential Regulator and the Pricing Authority.

4. An Inspector-General should be appointed under interim administrative
arrangements, and should in due course be established formally under
the new Act.

5. The Inspector-General should have a separate appropriation and its
own staffing, and be housed separately from the System Governor.

Chapter 3: Quality and Safety 

Recommendation 13: Embedding high quality aged care 

1. The Aged Care Act 1997 (Cth) should be amended to provide that the
Australian Commission on Safety and Quality in Health and Aged Care,  
in setting and amending safety and quality Standards for aged care (under
the functions referred to in Recommendation 18), give effect to the following
characteristics of high quality aged care:

a. diligent and skilful care

b. safe and insightful care

c. caring and compassionate relationships

d. empowering care

e. timely care.
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2. ‘High quality’ care puts older people first. It means a standard of care
designed to meet the particular needs and aspirations of the people receiving
aged care. High quality care shall:

a. be delivered with compassion and respect for the individuality and dignity
of the person receiving care

b. be personal and designed to respond to the person’s expressed personal
needs, aspirations, and their preferences regarding the manner by which
their care is delivered

c. be provided on the basis of a clinical assessment, and regular clinical
review, of the person’s health and wellbeing, and that the clinical
assessment will specify care designed to meet the individual needs of
the person receiving care, such as risk of falls, pressure injuries, nutrition,
mental health, cognitive impairment and end-of-life care

d. enhance to the highest degree reasonably possible the physical and
cognitive capacities and the mental health of the person

e. support the person to participate in recreational activity and social
activities and engagement.

Recommendation 14: A general duty to provide high quality and safe care 

1. The new Act should include a general, positive and non-delegable statutory duty
on any approved provider to ensure that the personal care or nursing care they
provide is of high quality and safe so far as is reasonable, having regard to:

a. the wishes of any person for whom the provider provides, or is engaged
to provide, that care

b. any reasonably foreseeable risks to any person to whom the provider
provides, or is engaged to provide, that care, and

c. any other relevant circumstances.

2. Any entity that facilitates the provision of aged care services funded in
whole or in part under the new Act should have a duty to ensure that any
worker whom it makes available to perform personal care work has the
experience, qualifications, skills and training to perform the particular
personal care or nursing care work the person is being asked to perform.
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Recommendation 15: Establishment of a dementia support pathway 

1. By 1 January 2023, the Australian Government should establish a
comprehensive, clear and accessible post-diagnosis support pathway for
people living with dementia, their carers and families. This should involve:

a. providing information and advice on dementia and support services,
including the aged care system

b. facilitating access to peer support networks

c. providing education courses, counselling and support services

d. providing assistance with planning for continued independent living
and access to care, including regular and planned respite for carers.

2. The Australian Government should provide information and material to
general practitioners and geriatricians about the pathway and encourage
them to refer people to the pathway at the point of diagnosis.

Recommendation 16: Specialist dementia care services 

1. By 1 July 2023, the Australian Government should review and publicly
report on:

a. whether the number of Specialist Dementia Care Units established or
planned to be established is sufficient to address need within the areas
and populations they are designed to cover

b. the capacity of those Units to address the needs of people exhibiting
extreme changed behaviour and whether any further resources are
required, and

c. the suitability of the Units for shorter-stay respite for people living
with moderate to extreme changed behaviour

2. The outcome of the review should be implemented by the Australian
Government as a matter of urgency.

3. The Australian Government should immediately ensure that the specialist
dementia service it funds provides treatment to people with a mental  
health condition if they meet other eligibility criteria (including, for instance,  
a diagnosis of dementia).
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Recommendation 17: Regulation of restraints 

1. The Quality of Care Principles 2014 (Cth) should be amended by 1 January
2022 to provide that the use of restrictive practices in aged care must be
based on an independent expert assessment and subject to ongoing reporting
and monitoring. The amendments should reflect the overall principle that
people receiving aged care should be equally protected from restrictive
practices as other members of the community. In particular, restrictive
practices should:

a. be prohibited unless:

i. recommended by an independent expert, accredited for the purpose
by the Quality Regulator, as part of a behaviour support plan lodged
with the Quality Regulator and reviewed quarterly by the expert,
with reports on implementation of the behaviour support plan being
provided to the Quality Regulator on a monthly basis, or

ii. when necessary in an emergency to avert the risk of immediate
physical harm, with any further use subject to recommendation by
an independent expert under Recommendation 17(1)(a)(i), and with a
report of the restraint to be provided with reference to the matters in
Recommendation 17(1)(b) as soon as practicable after the restraint
starts to be used; and

b. only be used:

i. as a last resort to prevent serious harm after the approved service
provider has explored, applied and documented alternative, evidence-
based strategies to mitigate the risk of harm

ii. to the extent necessary and proportionate to the risk of harm

iii. for the shortest time possible to ensure the safety of the person or
others

iv. subject to monitoring and regular review (to be stipulated in the
behaviour support plan) by an approved health practitioner

v. in accordance with relevant State or Territory laws and with the
documented informed consent of the person receiving care or
someone authorised by law to give consent on that person’s behalf

vi. in the case of chemical restraint, if prescribed by a doctor who has
documented the purpose of the prescription.

2. In making these amendments, the Australian Government should consider
whether any adjustments or additions are warranted as a result of the
statutory review of Part 4A of the Quality of Care Principles 2014 (Cth).
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3. The amendments should also provide that:

a. any use of restrictive practices that is not in accordance with the statutory
scheme should be reportable under the updated serious incident reporting
scheme, and

b. any breach of the statutory requirements should expose the approved
provider to a civil penalty at the suit of the regulator. If a person directly
affected by the breach wants to be compensated, the regulator or the
person should have the power to seek an order for compensation.

4. In the interim, the repeal of Part 4A of the Quality of Care Principles 2014 (Cth)
should be delayed until 31 December 2021.

5. Following the conclusion of the Royal Commission into Violence, Abuse,
Neglect and Exploitation of People with Disability, the Australian Government
should consider the applicability to aged care of any findings from that
Royal Commission about restrictive practices and make further legislative
amendments required to ensure that the treatment of people receiving
aged care services is consistent with the treatment of other members
of the community.

Recommendation 18: Aged care standard-setting by the renamed 
Australian Commission on Safety and Quality in Health and Aged Care 

1. Section 9 of the National Health Reform Act 2011 (Cth) should be amended to:

a. rename the Australian Commission on Safety and Quality in Health Care
as the ‘Australian Commission on Safety and Quality in Health and Aged
Care’, and

b. confer upon that body the functions of formulating standards, guidelines
and indicators relating to aged care safety and quality.

2. Amendments to section 10 of the National Health Reform Act 2011
(Cth) should also be made to provide for a consultation process for the
Commission’s aged care functions.
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Recommendation 19: Urgent review of the Aged Care Quality Standards 

1. By 15 July 2021, the responsible Minister should refer to the Australian
Commission on Safety and Quality in Health and Aged Care the following
matters for urgent review and, if the Commission considers appropriate,
amendment of the Aged Care Quality Standards:

a. requiring best practice oral care, medication management, pressure
injury prevention, wound management, continence care, falls prevention
and mobility, and infection control, and providing sufficient detail on
what these requirements involve and how they are to be achieved

b. imposing appropriate requirements to meet resident nutritional needs and
ensure meals are desirable to eat, having regard to a person’s preferences
and religious and cultural considerations

c. sufficiently reflecting the needs of people living with dementia and
providing high quality dementia care

d. provider governance, and

e. high quality palliative care in residential aged care, including staff
capacity (number, skill and type), processes and clinical governance,
for recognising deterioration and dying.

2. The Australian Commission on Safety and Quality in Health and Aged Care
should complete its review by 31 December 2022.

Recommendation 20: Periodic review of the Aged Care Quality Standards 

The renamed Australian Commission on Safety and Quality in Health and Aged 
Care should complete a comprehensive review of the Aged Care Quality Standards 
within three years of taking on the standard-setting function and every five years 
after that. It should also be empowered to undertake ad hoc reviews and make 
corresponding amendments either of its own motion or where issues are referred 
to it for consideration by the System Governor, the Inspector-General of Aged Care 
or the responsible Minister. 
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Recommendation 21: Priority issues for periodic review of the Aged Care 
Quality Standards 

By 1 July 2022, the responsible Minister should refer the following matters for the 
Australian Commission on Safety and Quality in Health and Aged Care to consider 
as part of its first comprehensive review of the Aged Care Quality Standards: 

a. imposing appropriate requirements relating to the professional
development and training for staff

b. including sufficient reference to and delineation between staff practice
roles and responsibilities

c. requiring providers to assist people receiving care to make and update
advance care plans if they wish to, and ensuring that those plans are
followed

d. reflecting the Aged Care Diversity Framework and underlying Action Plans,
including considering making them mandatory

e. incorporating elements of care delivery which reflect a focus on the quality
of life of people receiving care.

Recommendation 22: Quality indicators 

1. By 15 July 2021, the responsible Minister should refer to the Australian
Commission on Safety and Quality in Health and Aged Care responsibility
for the introduction, implementation and amendment of aged care quality
indicators, including:

a. ongoing research into the use and evidence basis for quality indicators

b. publication of guidance on use of indicator data to identify risks and
to undertake evidence-based risk management.

2. By 1 July 2023, the Australian Commission on Safety and Quality in Health  
and Aged Care should:

a. expand the quality indicators for care in residential aged care

b. develop quality indicators for care at home, and

c. implement a comprehensive quality of life assessment tool for people
receiving aged care in residential care and at home.

3. In the interim, in addition to the existing commitment to implement quality
indicators in the new domains of falls and fractures and medication
management, the Australian Government should expand the National
Mandatory Indicator Program, as set out in the 2019 PwC Consultation
Paper ‘Development of Residential Aged Care Quality Indicators’, to
use more comprehensive indicators for the existing domains of pressure
injuries, physical restraint and unplanned weight loss.
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Recommendation 23: Using quality indicators for continuous improvement 

By 1 July 2022, the Australian Government should implement reporting and 
benchmarking of provider performance against quality indicators. To achieve this: 

a. the Australian Commission for Safety and Quality in Health and Aged Care
should develop a methodology to enable providers to be benchmarked
against similar providers

b. the Australian Government should track sector and provider performance
and set progressive improvement targets to raise performance against
quality indicators over time

c. the Australian Government should publicly report on sector and provider
performance against benchmarks.

Recommendation 24: Star ratings: performance information 
for people seeking care 

1. By 1 July 2022, the Australian Government should develop and publish
a system of star ratings based on measurable indicators that allow older
people and their families to make meaningful comparisons of the quality
and safety performance of services and providers. The star ratings and
accompanying material should be published on My Aged Care.

2. The star ratings should incorporate a range of measurable data and
information, including, at a minimum:

a. graded assessment of service performance against Standards

b. performance against relevant clinical and quality indicators

c. staffing levels

d. robust information from people receiving aged care services, their families
and advocates, when available.

3. The overall star rating should be accompanied by appropriate additional
information on performance and outcomes, in a readily understandable form
and capable of comparison across services and providers. This should include
all performance information that is relevant to the performance of a service,
even if it is not reflected in the overall star rating outcome. For example,
it should include:

a. details about current and previous assessment by the Quality Regulator,
including notices of non-compliance, sanctions, withdrawal of
accreditation or approved provider status

b. benchmarked performance for all quality indicators that are suitable
for publication, including changes in performance over time
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c. information from older people, their families and advocates

d. serious incident reports data

e. complaints data.

4. The Australian Aged Care Commission should  
assume responsibility for the star ratings system  
from 1 July 2023 onwards.

Commissioner  
Pagone 

Chapter 4: Program Design 

Recommendation 25: A new aged care program 

By 1 July 2024, the System Governor should implement a new aged care program 
that combines the existing Commonwealth Home Support Programme, Home Care 
Packages Program, and Residential Aged Care Program, including Respite Care 
and Short-Term Restorative Care. The new program should retain the benefits of 
each of the component programs, while delivering comprehensive care for older 
people with the following core features: 

a. a common set of eligibility criteria identifying a need (whether of a social,
psychological or physical character) to prevent or delay deterioration
in a person’s capacity to function independently, or to ameliorate the
effects of such deterioration, and to enhance the person’s ability to live
independently as well as possible, for as long as possible

b. an entitlement to all forms of support and care which the individual
is assessed as needing

c. a single assessment process based upon a common assessment
framework and arrangements followed by all assessors

d. certainty of funding and availability based upon assessed need

e. genuine choice and flexibility accorded to each individual about how
their aged care needs are to be met (including choice of provider and
level of engagement in managing care, and appropriate and adapted
supports to enable people from diverse backgrounds and experiences
to exercise choice)

f. access to one or multiple categories of the aged care program
simultaneously, based on need

g. portability of entitlement between providers throughout Australia.
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Recommendation 26: Improved public awareness of aged care 

1. By 1 July 2022, the System Governor in cooperation with other levels of
government, and working with health professionals, aged care providers
and Primary Health Networks, should fund and support education, and
the dissemination of information, and strategies to:

a. improve public awareness of the resources available to assist people
to plan for ageing and potential aged care needs

b. improve knowledge about aged care among those responsible
professionals with whom older people have frequent contact

c. encourage public discussion about and consideration of aged care needs.

2. These strategies should be implemented by 1 July 2022 and should:

a. support continual planning for ageing, including consideration of health
care preferences, finances, housing and social engagement

b. bring older people’s general practitioners to the centre of planning for
ageing and aged care; and

c. be evaluated and revised annually by the System Governor.

Commissioner 
Briggs 

Recommendation 27: More accessible and 
usable information on aged care 

The Australian Government should continue to enhance My Aged Care to ensure it 
is the Government’s official source of consistent, accessible, inclusive, reliable and 
useful information about the aged care system and aged care providers. This should 
include developing a comprehensive provider search function on My Aged Care that 
allows people to review and compare: 

a. information on the kinds of services the provider delivers, including
whether providers of home care services offered in regional, rural and
remote areas are locally available.

b. information on service capacity and use

c. information on star ratings and other performance indicators (as  
detailed in Recommendation 24 in the quality and safety chapter)

d. annual reports from approved providers about their operations and
performance (as detailed in Recommendation 88 in the provider
governance chapter)

e. all information at (a) to (d) will be standardised and verified by the
System Governor.
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Recommendation 28: A single comprehensive assessment process 

1. By 1 July 2023, the Australian Government should replace the Aged Care
Assessment Program and the Regional Assessment Services with one
assessment process. That assessment process should:

a. be undertaken by an assessor who is independent from approved
providers, so that a person’s level of funding should be determined
independently of the approved provider

b. occur, wherever possible, before funded services commence, although
funded services may be offered on an interim basis pending assessment
where this is necessary in the opinion of a care finder

c. be efficient and scalable according to the complexity of needs and
vulnerability of the older person

d. be forward-looking and promote older people’s autonomy and self-
determination

e. include assessment of the need for care management and the intensity
and complexity of that need

f. include an assessment of any informal carer’s needs

g. use multidisciplinary teams for more complex needs.

2. People should be provided with details of their assessed need and funding
level at the conclusion of the assessment process.

3. Reasonable requests for reassessment of need can be made by a person
receiving care (or their informal carer, close family or other representative),
their care finder, or their approved provider.

4. The determination referred to in 1.a may involve  
consultation with providers or prospective providers,  
provided final assessment decisions affecting eligibility  
for funding are made by independent assessors.

Commissioner  
Pagone

Commissioner 
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Recommendation	 29:	 Care	 finders	 to	 support	  
navigation of aged care 

1. From 1 July 2023, the Australian Government should fund the engagement
of a workforce of personal advisers to older people, their families and carers,
called ‘care finders’.

2. The function of care finders will be to assist older people seeking aged care
services with information about the aged care system and case management
services by:
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a. providing face-to-face support to older people to help them identify the
best options for care to meet their individual needs and goals, to exercise
informed choice, and to understand their entitlements. That support
should be scalable and proportionate to need and vulnerability

b. assisting older people to understand, gain access to and participate
in assessments and reassessments of needs and eligibility for aged
care, and work closely with the local assessment team to facilitate the
assessment process

c. ascertaining the best options for services in the local area and link them
to these options. This may also involve linking the older person to services
outside the aged care system, such as housing, mental health or health
care more generally

d. following up to make sure that referrals have been accepted and the
support and care identified in the assessment is in place

e. conducting regular check-ins with the older person to ensure that the
services are meeting their needs

f. where changes in needs occur, or services are not meeting needs, taking
the necessary steps in consultation with the older person, including
reassessment or referrals to services.

3. Care finders will be employees of the System Governor, a State or Territory or
a local government body, who are suitably qualified in aged care, health care
or social work.

Recommendation	 30:	 Designing	 for	 diversity,	 difference,	 complexity	  
and individuality 

1. From 1 July 2022, the System Governor should:

a. require that:

i. as a condition of approval or continued approval of providers, training
on cultural safety and trauma-informed service delivery be provided
for all workers engaged by providers who are involved in direct contact
with people seeking or receiving services in the aged care system

ii. comparable training be provided for people engaged to provide care
finder and assessment services

iii. as a condition of approval or continued approval, providers verify to
the satisfaction of the System Governor that the provider has proper
grounds for making any representation of being able to provide
specialised services for groups of people with diverse backgrounds
and life experiences
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b. formulate a standard dataset and data collection mechanism for
collecting, monitoring, analysing and using data about the diverse
backgrounds and life experiences of older people seeking or receiving
aged care, including, as considered appropriate, people whose
circumstances are not currently included in the ‘special needs’ provision,
such as those living with mental illness, dementia or disability, and

c. commence collection and analysis of those data for the purpose of
identifying variations in and improving equity of access to, and use of,
aged care by people of diverse backgrounds and experiences (subject
to the operation of the Privacy Act 1988 (Cth)).

2. The System Governor should:

a. by 1 July 2024, in consultations with representative and peak
organisations, complete a national audit evaluating regional and local
variation in levels of services for people from diverse backgrounds and
life experiences, including consumer experience information, and, in light
of the outcomes of the national audit, thereafter undertake commissioning
arrangements to address deficits in meeting the needs of people from
diverse backgrounds on a regional and local basis as required

b. by 31 December 2024, report to the Inspector-General and the public
on the extent to which the needs of diverse older people are being met
by the aged care system and what further steps need to be taken for
the aged care system to meet the needs of diverse older people.

Recommendation 31: Approved provider’s responsibility 
for care management 

1. From 1 July 2022, a person’s approved provider must assign a care manager
to the person unless an assessment team has assessed the person as
eligible for home care and, in future, ‘care at home’ without the need for
any care management.

2. In the case of home care and, in future, ‘care at home’, if the person has
more than one approved provider, the person’s lead provider must assign
a care manager to the person.

3. Care management should be scaled to match the complexity of the older
person’s needs and should be provided in a manner that respects any wishes
of the person to be involved in the management of their care.

4. The care manager should:

a. have relevant qualifications and experience suitable for the range and
complexity of the care needs of the people to whom the care manager
provides care management
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b. consult with the person and, if applicable, their carer, to develop a
comprehensive support and care plan, including activities to promote
various aspects of health and wellbeing and to enhance their ability
to live or participate in the community and address their strengths,
capability, aspirations and goals

c. implement, monitor and review the support and care plan, and adjust
as appropriate

d. meet the requirements for care management set out in the person’s care
plan and (if applicable) personalised budget for home care and, in future,
‘care at home’

e. for residential care:

i. identify when the older person accessing aged care services
requires additional care beyond the usual services provided by
the approved provider

ii. take reasonable steps to ensure that the older person in aged care
accesses appropriate health care at an appropriate time

iii. take reasonable steps to ensure that any health care plan is
implemented on an ongoing basis and updated as required

iv. liaise with general practitioners, other primary health care providers,
including allied health care providers, specialists and multidisciplinary
outreach services; and take reasonable steps to ensure that staff of
the provider are available to support visiting health practitioners

v. liaise with the person’s family and staff of the aged care provider.

Recommendation 32: Respite supports category 

From 1 July 2022, the Australian Government should implement a respite supports 
category within the aged care program that: 

a. supports the availability of respite for the carers of older people earlier
and more often to maintain their wellbeing and to sustain the caring
relationship

b. provides a greater range of high quality respite support in people’s homes,
in cottages and in purpose-built facilities

c. provides people with up to 63 days of respite per calendar year

d. is grant funded with a potential capital component in areas where supply
is inadequate.
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Recommendation 33: Social supports category 

From 1 July 2022, the Australian Government should implement a social 
supports category within the aged care program that: 

a. provides supports that reduce and prevent social isolation and loneliness
among older people

b. can be coordinated to the greatest practicable extent in each location with
services and activities provided by local government, community organisations
and business designed to enhance the wellbeing of older people

c. includes centre-based day care and the social support, delivered
meals and transport service types from the Commonwealth Home
Support Programme

d. is grant funded.

Recommendation 34: Assistive technology and home  
modifications	 category	 

From 1 July 2022, the Australian Government should implement an assistive 
technology and home modifications category within the aged care program that: 

a. provides goods, aids, equipment and services that promote a level
of independence in daily living tasks and reduces risks to living safely
at home

b. includes the assistive technology, home modifications and hoarding and
squalor service types from the Commonwealth Home Support Programme

c. is grant funded.

Recommendation 35: Care at home category 

The System Governor should be in a position to commence payment of subsidies 
for service provision within a new care at home category by 1 July 2024. This 
category should be developed and iteratively refined in consultation with the 
aged care sector and older people. The starting point for this consultation and 
refinement process should be that this category: 

a. supports older people living at home to preserve and restore capacity
for independent and dignified living to the greatest extent and prevents
inappropriate admission to long-term residential care
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b. offers episodic or ongoing care from low needs (for example, one hour
of domestic assistance per week) to high needs (for example, multiple
hours of personal care and nursing care)

c. provides a form of entitlement (such as, for example, a budget) based
on assessed needs which allows for a coordinated and integrated range
of care and supports across the following domains:

i. care management

ii. living supports, including cleaning, laundry, preparation of meals,
shopping for groceries, gardening and home maintenance

iii. personal, clinical, enabling and therapeutic care, including nursing
care, allied health care and restorative care interventions

iv. palliative and end-of-life care

d. requires a lead provider to be chosen by the older person. The lead
provider will:

i. be responsible for ensuring that services are delivered to address
the assessed needs

ii. monitor the status of people receiving care and adjust the nature
and intensity of the care to meet the person’s needs

iii. seek a reassessment if an increased need persists beyond three
months.

Recommendation 36: Care at home to include allied health care 

1. From 1 July 2023, the System Governor should ensure care at home
includes a level of allied health care appropriate to each person’s needs.

2. From 1 July 2024, System Governor should:

a. ensure that the assessment process for eligibility for care at home
identifies any allied health care that an older person needs to restore
their physical and mental health to the highest level possible (and maintain
it at that level for as long as possible) to maximise their independence
and autonomy

b. ensure that the funding assigned to the older person following the
assessment includes an amount to meet any identified need for allied
health care, whether episodic or ongoing. This allocation must be spent
on allied health care and be consistent with practice guidelines developed
by the System Governor
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c. require the older person’s lead home care provider to:

i. be responsible for ensuring that these services are delivered

ii. monitor the status of people receiving care and adjust the nature
and intensity of the care provided to meet their needs

iii. seek a new aged care assessment if an increased need persists
beyond three months

d. reimburse the provider for the cost of any additional allied health care
needed by the older person through an adjusted Home Care Package,
without the need for a new aged care assessment, for a period of up
to three months, and undertake a new aged care assessment if the
need for additional services persists beyond three months.

Recommendation 37: Residential care category 

1. From 1 July 2024, the System Governor should implement a category within
the new aged care program for residential care that:

a. provides older people with:

i. goods, aids, equipment and services to meet daily living needs

ii. accommodation

iii. care and support to preserve and, where possible, restore capacity
for meaningful and dignified living in a safe and caring environment

b. ensures care is available for people who can no longer live at home due
to their frailty, vulnerability or behavioural and psychological symptoms
of dementia, or other reasons

c. provides integrated and high quality and safe care based on assessed
needs, which allows for personalised care, regular engagement, and a
coordinated and integrated range of supports across the following domains:

i. care management

ii. social supports, including support for psychological, cultural
and (if applicable) spiritual wellbeing

iii. personal, clinical, enabling, therapeutic care and support,
including nursing care and allied health care

iv. palliative and end-of-life care.
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Recommendation 38: Residential aged care to include allied health care 

To ensure residential aged care includes a level of allied health care appropriate to 
each person’s needs, the System Governor should, by no later than 1 July 2024: 

a. require providers to have arrangements with allied  
health professionals to provide services to people  
receiving care as required by their assessment or  
care plan

Commissioner  
Pagone 

b. require approved providers to: Commissioner 
Briggsi. employ, or otherwise retain, at least one of each

of the following allied health professionals: an oral 
health practitioner, a mental health practitioner, a podiatrist, a 
physiotherapist, an occupational therapist, a pharmacist, a speech 
pathologist, a dietitian, an exercise physiologist, and a music 
or art therapist 

ii. have arrangements with optometrists and audiologists to provide
services as required to people receiving care

c. provide funding to approved providers for the engagement of allied health
professionals through a blended funding model, including:

i. a capped base payment per resident designed to cover about
half of the costs of establishing ongoing engagement of allied health
professionals

ii. an activity based payment for each item of direct care provided

with the Pricing Authority determining the quantum of funding for the 
base payment and the level of activity based payments, including by 
taking into account the extra costs of providing services in regional, 
rural and remote areas 

d. ensure that providers provide allied health services to residents in
accordance with their individual care plans through the strict monitoring
of the level of allied health services that are actually delivered, including
the collection and review of data on:

i. the number of full-time equivalent allied health professionals
delivering services

ii. the number of current allied health assessments

iii. the volume of service provision, and

iv. expenditure on allied health services.
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Recommendation 39: Meeting preferences to age in place 

The Australian Government should clear the Home Care Package waiting list, 
otherwise known as the National Prioritisation System, by: 

a. immediately increasing the Home Care Packages available and allocating
a package to all people on the waiting list that do not yet have a package
or do not yet have a package at the level they have been approved for
(as set out in their letter from the Aged Care Assessment Team / Service).
The package allocated should be at the level the person was approved for
(Level 1, 2, 3 or 4). This must be completed by 31 December 2021

b. keeping the waiting list clear by allocating a Home Care Package at the
approved level to any new entrants to the waiting list within one month of
the date of their assessment. This must occur between 1 January 2022
and 1 July 2024

c. publicly reporting, each quarter, the status of the waiting list, showing
progress in clearing the waiting list as set out in paragraphs a. and b.
above, at a national, State or Territory, and regional level. This report
should include reasons for delay in clearing the waiting list and actions
being taken to address the delay. This must occur every quarter from
31 March 2021 to 1 July 2024

d. pending the establishment of the care finder workforce, the Government
should immediately establish a short-term program to link people
allocated a Home Care Package with appropriate providers and to
encourage the expansion of the home care sector. The 50-day requirement
to accept a Home Care Package should be increased to 150 days.

Recommendation 40: Transition to care at home 

1. The Australian Government should commence the transition to the care
at home category by ensuring:

a. from 1 July 2022, any older person that is accessing the Home Care
Packages Program can also access supports from the new respite or
social support grant categories. These supports should be in addition to
the Home Care Package and not be paid for from Home Care Package
funds. This should also apply to the assistive technology and home
modifications category, but a short assessment should be undertaken
to determine the needs of older people for this category

b. from 1 December 2023, all older people who are assessed for aged care
in their home, should be assessed for a Home Care Package level as
well as the equivalent classification in the new care at home category
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c. between 1 July 2024 and 1 July 2025, any older people who are still
accessing the Home Care Packages Program (and do not yet have
a care at home classification) should be assessed for a care at home
classification, so long as the classification does not disadvantage
the person (for example, it does not offer lower funding than they
had been receiving under the Home Care Packages Program).

2. To support this transition, the Australian Government should increase
the assessment workforce between 1 July 2023 and 1 July 2025.

Recommendation 41: Planning based on need, not rationed 

By 1 July 2024, the System Governor should replace the Aged Care Provision 
Ratio with a new planning regime which: 

a. supports a funding allocation that is sufficient to meet people’s
entitlements for their assessed need

b. provides for demand-driven access to aged care based on assessed need

c. funds cost-effective enabling care in the interests of people
who need such care

d. collects data to monitor outputs and outcomes, and

e. aligns planning boundaries for Aged Care Planning Regions with
boundaries based on Primary Health Network regions so that aged care
planning is aligned with primary health care and hospital planning.

Chapter 5: Informal Carers and Volunteers 

Recommendation 42: Support for informal carers 

The Australian Government should improve services and support for informal 
carers by: 

a. linking My Aged Care and the Carer Gateway by 1 July 2022, so that
informal carers need only use one system to secure respite care and the full
range of information, training and support services available on both sites

b. on and from 1 July 2022:

i. enabling direct referral and information sharing for informal carers
between My Aged Care, care finders, assessment services and the
Carer Gateway
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ii. providing accurate and up-to-date information on My Aged Care
about the range of supports locally available to informal carers,
including training, education, counselling, respite, income support,
and, access to the Carers Hub network (once established)

c. on and from 1 July 2023:

i. requiring My Aged Care, care finders and assessment services to identify 
the primary informal carer when assessing a person for aged care

ii. enabling care finders to refer the primary informal carer to assessment
services for assessment for, and access to, formal respite care and
other supports available

iii. establishing and funding a community-based Carers Hub network.

Commissioner 
Briggs 

Recommendation 43: Examination of Leave for  
Informal Carers 

1. By 30 September 2022, the Australian Government should examine the
potential impact of amending the National Employment Standards under
Part 2-2 of the Fair Work Act 2009 (Cth) to provide for an additional
entitlement to unpaid carer’s leave.

2. The results of this investigation should be made public by 31 December 2022.

Recommendation 44: Volunteers and Aged Care Volunteer 
Visitors Scheme 

From 1 July 2021, the Australian Government should promote volunteers and 
volunteering in aged care to support older people to live a meaningful and dignified 
life and supplement the support and care provided to them through the aged care 
system, whether in their own home or in a residential care home, by: 

a. increasing the funding to the Volunteer Grants under the Families and
Communities Program – Volunteer Grants Activity in 2021–22 to support
organisations and community groups to recruit, train and support
volunteers who provide assistance to older people

b. requiring, as a condition of approval and continuing approval of all
approved providers, that all aged care services which use volunteers to
deliver in-house coordinated and supervised volunteer programs must:

i. assign the role of volunteer coordination to a designated staff member
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ii. provide induction training to volunteers and regular ongoing training
to volunteers in caring for and supporting older people, complaints
management and the reporting of reasonably suspected abuse
or neglect

iii. retain evidence of provision of such training

c. providing additional funding, and expanding the Community Visitors
Scheme and changing its name to the Aged Care Volunteer Visitors
Scheme, to provide extended support for older people receiving aged
care who are at risk of social isolation.

Chapter 6: Aged Care Accommodation 

Recommendation 45: Improving the design of aged care accommodation 

The Australian Government should guide the design of the best and most 
appropriate residential aged care accommodation for older people by: 

a. developing and publishing by 1 July 2022 a comprehensive set of National
Aged Care Design Principles and Guidelines on accessible and dementia-
friendly design for residential aged care, which should be:

i. capable of application to ‘small household’ models of accommodation
as well as to enablement and respite accommodation settings

ii. amended from time to time as necessary to reflect contemporary
best practice

b. implementing by no later than 1 July 2023 a program to promote adoption
of these National Aged Care Design Principles and Guidelines in design
and construction of residential aged care buildings, which should include:

i. industry education, including sharing of best practice models

ii. financial incentives, whether by increased accommodation
supplements or capital grants or other measures or a combination
of such measures, for residential aged care buildings that comply
with the Guidelines

c. advancing to the National Federation Reform Council by 1 July 2025 a
proposal for any amendments to Class 9c of the National Construction
Code to reflect accessible and dementia-friendly design standards for
new residential aged care buildings, or those proposed to be substantially
refurbished, according to specifications informed by the National Aged
Care Design Principles and Guidelines.
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Recommendation 46: Capital grants for ‘small household’ 
models of accommodation 

1. From 1 January 2022, the Australian Government should provide additional
capital grants for building or upgrading residential aged care facilities to
provide small-scale congregate living.

2. The amount of annual grant funding should be increased
to $300 million in 2021–22, $600 million in 2022–23 and
$1 billion in 2023–24, and should be indexed for inflation
in subsequent years.

Commissioner 
Briggs

3. Priority for these capital grants should be given to approved providers
whose premises have or will have a majority of aged care residents who are
(within the meaning of section 7 of the Grant Principles 2014 (Cth)) in one or
more of the following categories:

a. low-means care recipients, supported residents, concessional residents
or assisted residents

b. people with special needs

c. people who live in a location where there is a demonstrated need for
additional residential care services

d. people who do not live in a major city.

4. The capital grants program for building or upgrading residential aged care
facilities to provide small-scale congregate living should continue after the
introduction of the new Act.

Chapter 7: Aged Care for Aboriginal 
and Torres Strait Islander People 

Recommendation 47: Aboriginal and Torres Strait Islander 
aged care pathway within the new aged care system 

The Australian Government should ensure that the new aged care system makes 
specific and adequate provision for the diverse and changing needs of Aboriginal 
and Torres Strait Islander people and that: 

a. Aboriginal and Torres Strait Islander people receive culturally respectful
and safe, high quality, trauma-informed, needs-based and flexible aged
care services regardless of where they live
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b. priority is given to existing and new Aboriginal and Torres Strait Islander
organisations, including health, disability and social service providers,
to cooperate and become providers of integrated aged care services

c. regional service delivery models that promote integrated care are
deployed wherever possible

d. there is a focus on providing services within, or close to, Aboriginal
and Torres Strait Islander populations while maximising opportunities
for people to remain on, and maintain connection with, their Country
and communities

e. aged care is available and providers are engaged at the local aged care
planning region level on the basis of objectively established need that
is determined in consultation with Aboriginal and Torres Strait Islander
populations and communities, and recognising that aged care needs
and service delivery preferences may vary between locations and
population centres

f. older Aboriginal and Torres Strait Islander people are given access to
interpreters on at least the same basis as members of culturally and
linguistically diverse communities when seeking or obtaining aged care,
including health care services.

Recommendation 48: Cultural safety 

1. By 1 July 2022, the Australian Government and the System Governor should:

a. require all of its employees who are involved in the aged care system,
and any care finders who are not its employees, to undertake regular
training about cultural safety and trauma-informed service delivery

b. require all aged care providers which promote their services to
Aboriginal and Torres Strait Islander people to:

i. train their staff in culturally safe and trauma-informed care, and

ii. demonstrate to the System Governor that they have reached an
advanced stage of implementation of the Aboriginal and Torres Strait
Islander Action Plan under the Diversity Framework.

2. From 1 July 2023, the System Governor should:

a. ensure care finders serving Aboriginal and Torres Strait Islander
communities are local Aboriginal and Torres Strait Islander people who
are culturally trained and familiar with existing Aboriginal and Torres Strait
Islander service providers who are trusted by the local population
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b. ensure, wherever possible, that aged care assessments of Aboriginal
and Torres Strait Islander people are conducted by assessors who are
Aboriginal or Torres Strait Islander people, or others who have undertaken
training in cultural safety and trauma-informed approaches

c. work with State and Territory Governments to establish culturally
appropriate advance care directive processes, guidance material and
training for aged care providers that account for the diversity of cultural
practices and traditions within each State and Territory.

3. From 1 July 2023, the System Governor should require its employees, and
any care finders who are not its employees, to undertake regular training about
cultural safety and trauma-informed service delivery.

Recommendation 49: An Aboriginal and Torres Strait Islander 
Aged Care Commissioner 

1. By 1 July 2023, there should be within the System Governor a statutory
role that involves the ongoing fostering, promotion and development of
culturally safe, tailored and flexible aged care services for Aboriginal and
Torres Strait Islander people across the country. The person appointed
to this role shall be an Aboriginal or Torres Strait Islander person.

2. A person should be appointed by 31 December 2021 under interim
administrative arrangements to perform relevant functions and exercise
relevant powers.

Recommendation 50: Prioritising Aboriginal and Torres Strait Islander 
organisations as aged care providers 

1. The Australian Government should assist Aboriginal and Torres Strait Islander
organisations to expand into aged care service delivery, whether on their
own or in partnership with other organisations, including with Aboriginal
Community Controlled Organisations and existing Aboriginal and Torres
Strait Islander providers.

2. The Australian Government and the System Governor should encourage
and support additional Aboriginal and Torres Strait Islander aged care
providers by flexible approval and regulation of them to ensure:

a. existing Aboriginal and Torres Strait providers are not disadvantaged
and should continue to provide high quality and safe aged care while
being assisted to meet the new provider requirements
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b. other organisations that wish to move into aged care to enhance
services to Aboriginal and Torres Strait Islander people across Australia
are given special consideration.

3. Flexibility in approval and regulation should extend to such matters as: additional
time to meet new requirements; alternative means of demonstrating the
necessary capability or requirement; and, in some very limited cases, exemptions.
Assistance should include financial assistance for capacity-building.

Recommendation 51: Employment and training for Aboriginal 
and Torres Strait Islander aged care 

1. By 1 December 2022, the Australian Government should:

a. develop a comprehensive national Aboriginal and Torres Strait Islander
Aged Care Workforce Plan in consultation with the National Advisory
Group for Aboriginal and Torres Strait Islander Aged Care, including:

i. the refinement of existing Aboriginal and Torres Strait Islander
training and employment programs

ii. targets for the training and employment of Aboriginal and Torres
Strait Islander people across the full range of aged care roles

b. provide the funds necessary to implement the Plan and meet
the training and employment targets

c. work with the State and Territory Governments to implement the
Plan, which should include making available vocational educational
training facilities, teachers and courses available in urban, rural,
regional and remote Australia.

2. In the interim, the Australian Government should ensure, in consultation with
the National Advisory Group for Aboriginal and Torres Strait Islander Aged
Care, that the existing employment programs and initiatives for Aboriginal
and Torres Strait Islanders are aligned to the needs of the aged care sector.
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Recommendation 52: Funding cycle 

1. The Australian Government should block fund providers under the Aboriginal
and Torres Strait Islander aged care pathway (see Recommendation 47) on a
three-to seven-year rolling assessment basis.

2. The Pricing Authority should:

a. set the funding of the Aboriginal and Torres Strait Islander aged care
pathway following advice from the Aboriginal and Torres Strait Islander
Commissioner, and

b. annually assess and adjust the block funding on the basis of the actual
costs incurred while providing culturally safe and high quality aged
care services to Aboriginal and Torres Strait Islander people in the
preceding year.

Recommendation 53: Program streams 

1. Under the Aboriginal and Torres Strait Islander aged care pathway, the
Australian Government and the System Governor should:

a. provide flexible grant funding streams that are able to be pooled for:

i. home and community care

ii. residential and respite care, including transition

b. establish funding streams under the Aboriginal and Torres Strait Islander
aged care pathway that allow Aboriginal and Torres Strait Islander aged
care pathway providers to apply for funding for:

i. capital development and expenditure

ii. provider development

c. make funds available, on application, for any residential aged care
provider that has Aboriginal and Torres Strait Islander residents who
require assistance to retain connection to their Country, including
meeting the costs of:

i. travel to and from Country, as well as the costs of any people needed
to provide clinical or other assistance to the resident to make the trip

ii. a family member travelling to and from the older person at a distant
residential facility

iii. establishing, maintaining and using infrastructure that facilitates
connection between the residential facility and communities on
Country, such as videoconferencing technology.
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Chapter 8: Aged Care in Regional, Rural 
and Remote Areas 

Recommendation 54: Ensuring the provision of aged care in regional, 
rural and remote areas 

The System Governor should ensure that older people in regional, rural and 
remote locations are able to access aged care in their community equitably with 
other Australians by: 

a. identifying areas where service supply is inadequate, and

b. actively responding by planning for, and supplementing services  
to meet entitlements and needs.

Recommendation 55: The Multi-Purpose Services Program 

From 1 December 2021, the Australian Government, working together with 
State and Territory Governments, should maintain and extend the Multi-Purpose 
Services Program by: 

a. establishing new Multi-Purpose Services in accordance with community
need as identified by the System Governor, including:

i. in areas where there is an existing aged care provider, if the System
Governor advises that the demographic and market profile justify
increased access to aged care services

ii. in areas where there is not an existing acute health service, but
governments agree that a combined aged care and health service
would address local needs

b. ensuring that people entering Multi-Purpose Services are subject to
the same eligibility and needs assessments as all other people receiving
aged care

c. requiring people accessing Multi-Purpose Services to make contributions
to the cost of their care and accommodation on the same basis as all
other people receiving aged care (with appropriate protections for people
currently accessing Multi-Purpose Services)

d. permitting Multi-Purpose Service providers to access all aged care
funding programs on the same basis as other aged care providers
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e. developing a funding model for Multi-Purpose Services which reflects
the changing number and acuity of people receiving care over time while
maintaining certainty of funding over the course of a financial year

f. establishing a cost-shared capital grants program to rebuild or refurbish
older Multi-Purpose Services to ensure that the infrastructure meets
contemporary aged care design standards, particularly to support the
care of people living with dementia.

Chapter 9: Better Access to Health Care 

Recommendation 56: A new primary care model to improve access 

1. Commencing by no later than 1 January 2024, the
Australian Government should trial for six to ten years
a new voluntary primary care model for people receiving
aged care.

Commissioner  
Pagone

2. Commencing by no later than 1 January 2024, the
Australian Government should implement a new
voluntary primary care model for people receiving
aged care.

Commissioner  
Briggs

3. The new primary care model would have the following characteristics:

a. general practices may, if they choose, apply to the Australian Government
to become accredited aged care general practices

b. the initial accreditation criteria would be:

i. accreditation with the Royal Australian College of General Practitioners

ii. participation in after-hours cooperative arrangements, and

iii. use of My Health Record

c. over time, as aged care general practices mature, the accreditation
requirements could be strengthened

d. each accredited aged care general practice would enrol people receiving
residential care or personal care at home who choose to be enrolled with
that practice

e. each accredited aged care general practice would receive an annual
capitation payment for every enrolled person, based on the person’s level
of assessed need
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f. an accredited aged care general practice would agree with each enrolled
person and the person’s aged care provider on how care will be provided,
including by any use of telehealth services and nurse practitioners

g. the accredited aged care general practice would be required to:

i. meet the primary health care needs of each enrolled older person
(including through any cooperative arrangements with other general
practices to provide after-hours care if required)

ii. use My Health Record in conjunction with aged care providers

iii. initiate and take part in regular medication management reviews

iv. prepare an ‘Aged Care Plan’ (in collaboration with a geriatrician
and the aged care provider and others) for each enrolled person

v. accept any person who wishes to enrol with it (subject to geography)
to avoid practices accepting only patients with less complex care
needs, and

vi. report on performance against a range of performance indicators,
including immunisation rates and prescribing rates

h. the capitation payment would be reduced by the value of benefits paid
when an enrolled person sees a general practitioner in another practice.

4. The Australian Government should undertake a thorough evaluation of the
new primary care model, including any trial, in 2030 and make appropriate
adjustments to the model at that time.

Recommendation 57: Royal Australian College of General Practitioners 
accreditation requirements 

By 31 December 2021, the Royal Australian College of General Practitioners should 
amend its Standards for general practices to allow for accreditation of general 
practices which practise exclusively in providing primary health care to people 
receiving aged care in residential aged care facilities and in their own homes. 

3146



248 

Royal Commission into Aged Care Quality and Safety  Final Report Volume 1

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Recommendation 58: Access to specialists and other health practitioners 
through Multidisciplinary Outreach Services 

1. By 1 January 2022, the Australian and State and Territory Governments should
introduce Local Hospital Network-led multidisciplinary outreach services.

2. These services should be funded through amendment of the National Health
Reform Agreement, and all people receiving residential care or personal care
at home should have access based on clinical need.

3. The amended National Health Reform Agreement should include a recurrent
and sustainable funding mechanism to stimulate outreach services. The
level of funding should be based on underlying costs as determined by the
Independent Hospital Pricing Authority.

4. The key features of the model should include:

a. provision of services in a person’s place of residence wherever possible

b. multidisciplinary teams, including nurse practitioners, allied health
practitioners and pharmacists

c. access to a core group of relevant specialists, including geriatricians,
psychogeriatricians and palliative care specialists

d. embedded escalation to other specialists (including endocrinologists,
cardiologists, infectious disease specialists and wound specialists), who
are already salaried within the hospital and assigned to the model for part
of their work

e. 24 hour a day on-call services available to:

i. people receiving residential care or personal care at home

ii. the families of those people receiving aged care, and

iii. staff of aged care services

f. proactive care and rehabilitation

g. a focus, where feasible, on skills transfer to staff working in aged care

h. a specific focus on palliative care outreach services

i. clinical governance arrangements involving Local Hospital Networks and
relevant aged care and primary care providers.
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Recommendation 59: Increased access to Older Persons Mental 
Health Services 

By 1 January 2022, the Australian and State and Territory Governments should: 

a. fund separately, under the National Health Reform Agreement, outreach
services delivered by State and Territory Government Older Persons
Mental Health Services to people receiving residential aged care or
personal care at home

b. introduce performance measures and benchmarks for these outreach
services

c. promulgate standardised service eligibility criteria for hospital, community-
based, and aged care Older Persons Mental Health Services that do not
exclude people living with dementia from eligibility for such services.

Recommendation 60: Establish a Senior Dental Benefits Scheme 

The Australian Government should establish a new Senior Dental Benefits Scheme, 
commencing no later than 1 January 2023, which will: 

a. fund dental services to people who:

i. live in residential aged care, or

ii. live in the community and receive the age pension or qualify for the
Commonwealth Seniors Health Card

b. include benefits set at a level that minimises gap payments, and includes
additional subsidies for outreach services provided to people who are
unable to travel, with weightings for travel in remote areas

c. provide benefits for services limited to treatment required to maintain
a functional dentition (as defined by the World Health Organization) with
a minimum of 20 teeth, and to maintain and replace dentures.
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Recommendation	 61:	 Short-term	 changes	 to	 the	 Medicare	 Benefits	 
Schedule to improve access to medical and allied health services 

The Australian Government should: 

a. create specific Medicare Benefits Schedule items by 1 November 2021
to allow for a benefit to be paid for a comprehensive health assessment,
whether conducted by a general practitioner or a nurse practitioner,
when a person receiving aged care begins to receive residential aged
care or personal care at home and at six month intervals thereafter, or
more frequently if there is a material change in a person’s circumstances
or health

b. immediately amend the Medicare Benefits Schedule to allow benefits
to be paid under the GP Mental Health Treatment items 2700 to 2717
to patients receiving these services at a residential aged care facility

c. create specific Medicare Benefits Schedule items by 1 November 2021 for:

i. a mental health assessment, and subsequent development of a
treatment plan, by a general practitioner or psychiatrist, within two
months of a person’s entry into residential aged care

ii. three-monthly reassessments or reviews of a mental health
assessment by a general practitioner, psychiatrist, or psychologist

d. create new Medicare Benefits Schedule items by 1 November 2021, with
the value of the benefit aligned with recommended professional fees, for
allied mental health practitioners (including psychologists, occupational
therapists and social workers) providing services to people in residential
aged care and:

i. the number of services for which a benefit is payable should be based
on clinical advice

ii. these benefits should cease on 30 June 2024, when the aged care
allied health funding arrangement is established

e. amend the General Practitioner Aged Care Access Incentive payment to:

i. increase the minimum annual number of services required by general
practitioners to qualify for the payment and the amount of the
corresponding payment

ii. introduce incremental increases to the amount of the payment for
general practitioners who deliver more than the minimum annual
number of services

and index these amounts on the same basis as Medicare Benefits 
Schedule general practitioner attendance items. 
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Recommendation 62: Enhance the Rural Health Outreach Fund to 
improve access to medical specialists for people receiving aged care 

The Australian Government should: 

a. amend the priorities of the Rural Health Outreach Fund by 1 July 2021
to include delivery of:

i. geriatrician services in regional, rural and remote Australia, and

ii. medical specialist services to people receiving aged care in regional,
rural and remote Australia

b. increase, for these additional priorities, the annual funds available by
$9.6 million, starting in the 2021–22 financial year, and

c. ensure that these additional priorities of the Fund are maintained on an
ongoing basis.

Recommendation 63: Access to specialist telehealth services 

By 1 November 2021, the Australian Government should: 

a. expand access to Medicare Benefits Schedule-funded specialist telehealth
services to older people receiving personal care at home

b. require aged care providers delivering residential care or personal care
at home to have the necessary equipment and clinically and culturally
capable staff to support telehealth services.

Recommendation 64: Increased access to medication 
management reviews 

The Australian Government should immediately improve access to quality 
medication management reviews for people receiving aged care by: 

a. allowing and funding pharmacists from 1 January 2022 to conduct reviews
on entry to residential care and annually thereafter, or more often if there
has been a significant change to the person receiving care’s condition or
medication regimen

b. amending the criteria for eligibility for residential medication management
reviews to include people in residential respite care and transition care

c. monitoring quality and consistency of medication management reviews.
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Recommendation 65: Restricted prescription of antipsychotics 
in residential aged care 

By 1 November 2021, the Australian Government should amend the 
Pharmaceutical Benefits Scheme Schedule so that: 

a. only a psychiatrist or a geriatrician can initially prescribe antipsychotics as
a pharmaceutical benefit for people receiving residential aged care, and

b. for those people who have received such an initial prescription from
a psychiatrist or a geriatrician, general practitioners can issue repeat
prescriptions of antipsychotics as a pharmaceutical benefit for up  
to a year after the date of the initial prescription.

Recommendation 66: Improving the transition between residential 
aged care and hospital care 

The Australian and State and Territory Governments should: 

a. by 1 July 2022, implement, and commence publicly reporting on
compliance with, hospital discharge protocols that ensure that discharge
to residential aged care from hospital should only occur once appropriate
clinical handover and discharge summary (including medications list) has
been provided to and acknowledged by the residential care service, and
provided to the person being discharged

b. by 1 December 2021, require staff of aged care services, when calling
an ambulance for a resident, to provide the paramedics on arrival with an
up-to-date summary of the resident’s health status, including medications
and advance care directives.

Recommendation 67: Improving data on the interaction between 
the health and aged care systems 

The Australian Government and State and Territory Governments should improve 
the data available to monitor the interaction between the health and aged care 
systems and improve health and aged care planning and funding decisions. 
In particular: 

a. the Australian Government should implement an aged care identifier
by no later than 1 July 2022 in the Medicare Benefits Schedule and
Pharmaceutical Benefits Scheme Schedule datasets to allow regular
public reporting on the number and type of medical and pharmaceutical
services provided to people receiving aged care
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b. by no later than 1 July 2023, all health National Minimum Data Sets
reported to the Australian Institute of Health and Welfare (other than those
relating to maternity, neonatal and paediatric care) should include an item
identifying whether a person is receiving aged care services and the type
of aged care the person is receiving

c. National Minimum Data Sets covering all State and Territory Government-
funded health services should be implemented by no later than 1 July 2023

d. all governments should implement a legislative framework by no later than
1 July 2023 for health and aged care data to be directly linked, shared and
analysed to understand the burden of disease of current and prospective
people receiving aged care and their current and future health needs

e. the Australian Government should direct the Australian Institute of  
Health and Welfare to include data tabulated on the basis of aged
care recipient status in any relevant health statistical publications, and
make the de-identified data publicly available through the Australian
Government’s data portal data.gov.au.

Recommendation 68: Universal adoption by the aged care sector 
of digital technology and My Health Record 

The Australian Government should require that, by 1 July 2022: 

a. every approved provider of aged care delivering personal care or clinical
care:

i. uses a digital care management system (including an electronic
medication management system) meeting a standard set by the
Australian Digital Health Agency and interoperable with My Health
Record

ii. invites each person receiving aged care from the provider to consent
to their care records being made accessible on My Health Record

iii. if the person consents, places that person’s care records (including,
at a minimum, the categories of information required to be
communicated upon a clinical handover) on My Health Record
and keeps them up to date

b. the Australian Digital Health Agency immediately prioritises support for
aged care providers to adopt My Health Record.
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Recommendation	 69:	 Clarification	 of	 roles	 and	 responsibilities 	 
for delivery of health care to people receiving aged care 

1. By 31 December 2021, the Australian and State and Territory Governments should 
amend the National Health Reform Agreement to include an explicit statement 
of the respective roles and responsibilities of approved aged care providers and 
State and Territory health care providers to deliver health care to people receiving 
aged care, similar to the Applied Principles and ‘tables of supports’ for the
National Disability Insurance Scheme, on the basis that, among other things:

a. allied health care should generally be provided by aged care providers

b. specialist services, including specialist palliative care and subacute
rehabilitation, should be provided by State and Territory health care
providers, even if these services involve allied health practitioners

c. less complex health conditions should be managed by aged care
providers’ staff, particularly nurses.

2. By 31 December 2021, the Australian Government should amend the Quality
of Care Principles 2014 (Cth) to clarify the role and responsibilities of approved
providers to deliver health care to people receiving aged care, including but
not limited to their particular role and responsibilities to deliver allied health
care, mental health care, and oral and dental health care.

Recommendation 70: Improved access to State and Territory health 
services by people receiving aged care 

By 1 July 2022, the Australian and State and Territory Governments should amend 
the National Health Reform Agreement or any future health funding agreement to 
include explicit commitments by State and Territory Governments to provide: 

a. access by people receiving aged care to State and Territory Government-
funded health services, including palliative care services, on the basis of
the same eligibility criteria that apply to residents of the relevant State and
Territory more generally

b. clinically appropriate subacute rehabilitation for patients who:

i. are receiving residential aged care or personal aged care at home, or

ii. may need such aged care services if they do not receive rehabilitation,

as well as performance targets and reporting requirements on the 
provision of subacute rehabilitation care to people receiving aged care. 
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Recommendation 71: Ongoing consideration by the Health National 
Cabinet Reform Committee 

The Health National Cabinet Reform Committee should require the Australian 
Health Ministers’ Advisory Council to: 

a. consider the full suite of the Royal Commission’s recommendations related
to the interface of the health care and aged care systems and report to the
next meeting of the Committee

b. include a standing item in all future meetings of the Council on the aged
care system and its interface with the health care system.

Chapter 10: Aged Care for Older People 
with Disability 

Recommendation 72: Equity for people with disability receiving aged care 

By 1 July 2024, every person receiving aged care who is living with disability, 
regardless of when acquired, should receive through the aged care program 
daily living supports and outcomes (including assistive technologies, aids and 
equipment) equivalent to those that would be available under the National 
Disability Insurance Scheme to a person under the age of 65 years with the 
same or substantially similar conditions. 

Recommendation 73: Annual reporting to Parliament by the Disability 
Discrimination Commissioner and the Age Discrimination Commissioner 

By 1 July 2024, the Disability Discrimination Commissioner and the Age 
Discrimination Commissioner should be required, as part of the new National 
Disability Strategy, to report annually to the Parliament on the number of people 
receiving aged care with disability who are aged 65 years or older and their ability 
to access daily living supports and outcomes (including assistive technologies, 
aids and equipment) equivalent to those available under the National Disability 
Insurance Scheme. 
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Chapter 11: Younger People in Residential 
Aged Care 

Recommendation 74: No younger people in residential aged care 

The Australian Government should immediately put in place the means to achieve, 
and to monitor and report on progress towards, the commitments announced by 
the Australian Prime Minister on 25 November 2019 to ensure that: 

a. no person under the age of 65 years enters residential aged care
from 1 January 2022

b. no person under the age of 45 years lives in residential aged care
from 1 January 2022

c. no person under the age of 65 years lives in residential aged care
from 1 January 2025

by: 

d. referring for assessment by the agency most appropriate for the
assessment of the person concerned, such as the National Disability
Insurance Agency, and not an Aged Care Assessment Team or Aged
Care Assessment Service, any younger person who is at risk of entering
residential aged care

e. developing hospital discharge protocols with State and Territory
Governments to prevent discharge into residential aged care of any
younger person

f. developing, funding and implementing with State and Territory
Governments programs for short-term and long-term accommodation
and care options for any younger person who is:

i. living in or at risk of entering residential aged care and

ii. not eligible to be a participant in the National Disability Insurance
Scheme

g. requiring the National Disability Insurance Agency to publish an annual
Specialist Disability Accommodation National Plan setting out, among
other things, priority locations and proposed responses to thin or
underdeveloped markets
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h. providing directly for, where appropriate and necessary, accommodation
in the Specialist Disability Accommodation market, particularly in thin or
underdeveloped markets

i. funding dedicated and individualised advocacy services for younger
people who are living in, or at risk of entering, residential aged care

j. collecting data on an ongoing basis, and publishing up-to-date collected
data each quarter, on, for each State and Territory, the number of younger
people living in residential aged care and, among other things:

i. their age ranges

ii. the average length of time in residential aged care

iii. the numbers of admissions into and discharges from residential
aged care, and

iv. the reasons for younger people exiting from residential aged care,
such as death, turning 65 years or moving into the community

k. having the responsible Minister report to the Parliament every six months
about progress towards achieving the announced commitments, and

l. ensuring that a younger person will only ever live in residential aged
care if it is in the demonstrable best interests of the particular person
(and is independently certified to be such by someone with suitable
skills, experience, training and knowledge of the person) in limited and
exceptional circumstances such as, for instance, where:

i. the person will turn 65 years within a short period of time, being no
more than three months, after entering into residential aged care

ii. the person’s close relatives over 65 years live in a residential aged
care facility and the person would suffer serious hardship on being
separated from those relatives

iii. an Aboriginal or Torres Strait Islander person between the age
of 50 and 64 years elects to live in residential aged care.
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Chapter 12: The Aged Care Workforce 

Recommendation 75: Aged care workforce planning 

1. The Australian Government should establish an Aged Care Workforce Planning
Division within the Australian Department of Health by 1 January 2022. If an
Australian Aged Care Commission is established, the Aged Care Workforce
Planning Division should be transferred into that Commission upon its
establishment. The Division should be responsible for developing workforce
strategies for the aged care sector through:

a. obtaining up to date data about the aged care workforce with a census
that Commissioner Briggs recommends takes place every 2 years

b. long-term workforce modelling on the supply of and demand for health
professionals, including allied health professionals, and care workers

c. consultation with the providers of education and training for health
professionals and personal care workers, in partnership with the State
and Territory Governments, universities, registered training organisations,
National Boards, professional associations, and colleges

d. ensuring an appropriate distribution of health professionals and care
workers to meet the needs of the aged care sector, particularly in regional,
rural and remote Australia

e. aged care workforce planning, including through modelling, consultation
with providers and consideration of immigration.

2. By 1 July 2022, the Aged Care Workforce Planning Division should prepare  
an interim workforce strategy and planning framework for 2022–25.

3. By 1 July 2025, the Aged Care Workforce Planning Division within the
System Governor should prepare a 10-year workforce strategy and planning
framework for 2025–35, following the interim 3-year Workforce Strategy.

4. The Aged Care Workforce Planning Division should be supported by an Aged 
Care Workforce Fund, which Commissioner Briggs recommends should be $100 
million per year in line with previous arrangements, that can be used to support 
training, clinical placements, scholarships and other initiatives to respond in a 
targeted manner to the workforce challenges that the Division identifies.
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Recommendation 76: Aged Care Workforce Industry Council Limited 

1. By 1 July 2021, the Aged Care Workforce Industry Council Limited should:

a. invite the Australian Government to become a member

b. review membership of the Council to ensure it is comprised of individuals,
including worker representatives, who represent the breadth and
diversity of the aged care workforce with an appropriate mix of skills
and experience to lead and drive change across the sector.

2. By 30 June 2022, the Aged Care Workforce  
Industry Council Limited should:

Commissioner  
Briggs 

a. review the qualifications and skills framework to
address current and future competency and skill requirements and to
create longer-term career paths for aged care workers, in conjunction
with the work to be undertaken to seek review of award rates in aged care

b. review all aged care occupational groups, jobs and job grades to ensure
they reflect the skills, capabilities, knowledge and competencies as well
as the structure required in the new aged care system

c. revise the competency and accreditation requirements for all job grades
in the aged care sector to ensure education and training builds the
required skills and knowledge

d. standardise job titles, job designs, job grades and job definitions for the
aged care sector, and

e. lead the Australian Government and the aged care sector to a consensus
to support applications to the Fair Work Commission to improve wages
based on work value and/or equal remuneration, which may include
redefining job classifications and job grades in the relevant awards.

3. The Aged Care Workforce Council Limited should work collaboratively
with the Aged Care Workforce Planning Division so that its work
complements aged care workforce design and planning.

4. From 1 July 2022, the Aged Care Workforce Industry Council Limited should
map career pathways for the aged care sector. These career pathways should:

a. highlight opportunities for nurses to advance in clinical and managerial
roles in the aged care sector

b. facilitate personal care workers having opportunities to move laterally
across aged care, disability care, community care and primary health care
and vertically in aged care by advancing into nursing, specialist care roles
and supervisory or managerial roles

c. develop and document career opportunities in the aged care sector
for non-direct care workers, including kitchen hands, cooks, cleaners,
gardeners, drivers, security and people performing administrative roles.
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5. By 1 July 2022, the Aged Care Workforce Industry Council Limited should lead
a national multimedia campaign aimed at raising awareness of career paths
and opportunities in aged care.

6. The Australian Government should provide the necessary funding and
resources to enable the Aged Care Workforce Industry Council Limited
to implement the workforce recommendations of this Royal Commission
and to build on its work implementing the Aged Care Workforce Strategy
Taskforce’s strategic actions.

Recommendation 77: National registration scheme 

1. By 1 July 2022, the Australian Government should establish a national
registration scheme for the personal care workforce with the following
key features:

a. a mandatory minimum qualification of a Certificate III

b. ongoing training requirements

c. minimum levels of English language proficiency

d. criminal history screening requirements

e. a code of conduct and power for a registering body to investigate
complaints into breaches of the Code of Conduct and take appropriate
disciplinary action.

2. For existing personal care workers who do not meet the minimum qualification
requirements, there should be transitional arrangements that allow them
to apply for registration based on their experience and prior learning.

3. By 1 July 2021, the Australian Health Practitioner  
Regulation Agency should start a process to examine  
the feasibility of a registration scheme under the National  
Registration and Accreditation Scheme for the occupation  
of ‘personal care worker (health)’ or ‘assistant in nursing’, to inform the 
National Cabinet Health Council deliberations in Recommendation 77.4. 
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4. By 1 July 2023, the Australian Government should request that the National
Cabinet Health Council determine whether to regulate the occupation of
‘personal care worker (health)’ or ‘assistant in nursing’ under the National
Registration and Accreditation Scheme, established and governed under
the Health Practitioner Regulation National Law.
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Recommendation	 78:	 Mandatory	 minimum	 qualification	 for	 personal	  
care workers 

1. A Certificate III should be the mandatory minimum qualification required
for personal care workers performing paid work in aged care.

2. If a Personal Care Worker National Board is established,  
it should establish an accreditation authority to:
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a. develop and review accreditation standards for
the mandatory minimum qualification

b. assess programs of study and education providers against the standards,
and

c. provide advice to the National Board on accreditation functions.

3. The National Board should approve the accredited program of study, and
review the need for personal care workers in home care to have specialised
skills or competencies.

Recommendation 79: Review of certificate-based courses for aged care 

1. By January 2022, the Aged Care Services Industry Reference Committee,
working with the Australian Government Human Services Skills Organisation
as required, should:

a. review the need for specialist aged care Certificate III and IV courses, and

b. regularly review the content of the Certificate III and IV courses and
consider if any additional units of competency should be included.

2. As part of any such review, the Aged Services Industry  
Reference Committee, working with the Australian  
Government Human Services Skills Organisation as  
required, should consider if any of the following additional  
units of competency should be included as core competencies:

Commissioner  
Briggs

a. personal care modules, including trauma-informed care, cultural  
safety, mental health, physical health status, wound care, oral health,
palliative care, falls prevention, first aid, monitoring medication and
dysphagia management

b. quality of life and wellbeing, including the use of technology,  
interventions for older people at risk, and recognising and responding  
to crisis situations.
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Recommendation 80: Dementia and palliative care training for workers 

By 1 July 2022, the Australian Government should implement as a condition of 
approval of aged care providers, that all workers engaged by providers who are 
involved in direct contact with people seeking or receiving services in the aged 
care system undertake regular training about dementia care and palliative care. 

Recommendation 81: Ongoing professional development 
of the aged care workforce 

From 1 July 2021, the Australian Government and the States and Territories, 
through the Skills National Cabinet Reform Committee, should fast-track the 
development by the Australian Industry and Skills Committee of accredited, 
nationally recognised short courses, skills sets and micro-credentials for 
the aged care workforce. The courses should be designed to: 

a. improve opportunities for learning and professional development, and

b. upgrade the skills, knowledge and capabilities of the existing workforce.

Recommendation 82: Review of health professions’ 
undergraduate curricula 

In conducting their regular scheduled reviews of accreditation standards, the 
relevant accreditation authorities should consider any changes to the knowledge, 
skills and professional attributes of health professionals so that the care needs 
of older people are met. 

Recommendation 83: Funding for teaching aged care programs 

By 1 July 2023, the Australian Government should fund teaching aged care 
programs for delivery to students in both residential aged care and home care 
settings. The teaching aged care programs should have designated catchment 
areas and should: 

a. collaborate with educational institutions and research entities

b. facilitate clinical placements for university and vocational education  
and training sector students
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c. act as a centre of research and training for aged care in a catchment area

d. act as a hub for approved providers in a particular region and support
training of aged care workers from surrounding aged care services.

Recommendation 84: Increases in award wages 

Employee organisations entitled to represent the industrial interests of aged care 
employees covered by the Aged Care Award 2010, the Social, Community, Home 
Care and Disability Services Industry Award 2010 and the Nurses Award 2010 
should collaborate with the Australian Government and employers and apply 
to vary wage rates in those awards to: 

a. reflect the work value of aged care employees in accordance with
section 158 of the Fair Work Act 2009 (Cth), and/or

b. seek to ensure equal remuneration for men and women workers for
work of equal or comparable value in accordance with section 302 of the
Fair Work Act 2009 (Cth).

Recommendation 85: Improved remuneration for aged care workers 

In setting prices for aged care, the Pricing Authority should take into account the 
need to deliver high quality and safe care, and the need to attract sufficient staff 
with the appropriate skills to the sector, noting that relative remuneration levels  
are an important driver of employment choice. 

Recommendation 86: Minimum staff time standard for residential care 

1. The Australian Government should require approved providers of residential
aged care facilities to meet a minimum staff time quality and safety standard.
This requirement should take the form of a quality and safety standard for
residential aged care. The minimum staff time standard should allow approved
providers to select the appropriate skills mix for delivering high quality  
care in accordance with their model of care.

2. From 1  July  2022, the minimum staff time standard should require approved
providers to engage registered nurses, enrolled nurses, and personal care
workers for at least 200 minutes per resident per day for the average resident,
with at least 40 minutes of that staff time provided by a registered nurse.
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3. In addition, from 1 July 2022, the minimum staff time standard should
require at least one registered nurse on site per residential aged care facility
for the morning and afternoon shifts (16 hours per day).

4. From 1 July 2024, the minimum staff time standard should increase to
require approved providers to engage registered nurses, enrolled nurses,
and personal care workers for the average resident for at least 215 minutes
per resident per day for the average resident, with at least 44 minutes
of that staff time provided by a registered nurse.

5. In addition, from 1 July 2024, the minimum staff time standard should
require at least one registered nurse on site per residential aged care
facility at all times.

6. The minimum staff time standard should be linked to the casemix-adjusted
activity based funding model for residential aged care facilities. This means
that approved providers with a higher than average proportion of high needs
residents would be required to engage additional staff, and vice versa.

7. Approved providers should be able to apply to the System Governor for an
exemption from the quality and safety standard relating to staff skills mix,
but not the standard relating to numbers of staff. Any exemption should be
granted for a limited time, and details of the exemption should be published
on My Aged Care. The grounds for granting an exemption should include:

a. specific purpose residential aged care facilities, such as specialist
homeless facilities, where the profile of the residents is such that it
may be appropriate to substitute a registered nurse with another qualified
health professional

b. residential aged care facilities that are co-located with a health service,
such as Multi-Purpose Services, where registered and enrolled nurses
are present at the co-located health service

c. regional, rural and remote residential aged care facilities, where
the approved provider can demonstrate it has been unable to recruit
sufficient numbers of staff with the requisite skills, and

d. residential aged care facilities where an alternative skills mix is being
trialled and it would be appropriate to substitute a registered nurse with
another qualified health professional. There should be a requirement for
any such trial to be comprehensively evaluated and publicly reported.

8. The Australian Commission on Safety and Quality in Health and Aged Care
should review and update this standard as appropriate. At a minimum, this
should occur in line with significant revisions of the casemix classification
for residential aged care facilities, or at least every five years.
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Recommendation 87: Employment status and  
related labour standards as enforceable standards 

1. By 1 January 2022, the Australian Government should require as an ongoing 
condition of holding an approval to provide aged care services that
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a. approved providers: have policies and procedures that preference the
direct employment of workers engaged to provide personal care and
nursing services on their behalf

b. where personal care or nursing work is contracted to another entity, that
entity has policies and procedures that preference direct employment of
workers for work performed under that contract.

2. From 1 January 2022, quality reviews conducted by the Quality Regulator must
include assessing compliance with those policies and procedures and record
the extent of use of independent contractors.

Chapter 13: Provider Governance 

Recommendation 88: Legislative amendments to improve 
provider governance 

1. By 1 January 2022, the Aged Care Act 1997 (Cth) and the Aged Care Quality
and Safety Commission Act 2018 (Cth) should be amended to require that:

a. the governing body of an approved provider providing personal care
services must have a majority of independent non-executive members
(unless the provider has applied to the Aged Care Quality and Safety
Commissioner for an exemption and the exemption has been granted)

b. the constitution of an approved provider must not authorise a member of
the governing body to act other than in the best interests of the provider

c. an applicant for approval to provide aged care services must notify
the Aged Care Quality and Safety Commissioner of its key personnel,
and an approved provider must notify the Commissioner of any change
to key personnel within 10 business days of the change

d. a ‘fit and proper person’ test (as set out in the text below) apply to key
personnel in place of the ‘disqualified individual’ test

e. an approved provider must provide an annual report to the Secretary of
the Australian Department of Health containing information (as set out
in the text below) to be made publicly available through My Aged Care.
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2. By 1 January 2022, the Freedom of Information Act 1982 (Cth) should be
amended to remove from Schedule 3 to that Act references to provisions
in the Aged Care Act 1997 (Cth) and the Aged Care Quality and Safety
Commission Act 2018 (Cth), thereby ensuring that the exemption in section
38 of the Freedom of Information Act 1982 (Cth) does not apply to ‘protected
information’ under aged care legislation merely on the grounds that it is
information that relates to the affairs of:

a. an approved provider

b. an applicant for a grant under Chapter 5 of the Aged Care Act 1997 (Cth)

c. a service provider of a Australian Government-funded aged care service, or

d. an applicant for approval under section 63B of the Aged Care Quality and
Safety Commission Act 2018 (Cth).
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Recommendation 89: Leadership responsibilities  
and accountabilities 

By 1 July 2021, the Aged Care Quality and Safety Commission 
(and any successor body) should, as part of its approval of aged care providers 
and accreditation of aged care services, require governing bodies to: 

a. ensure that their leaders and managers have professional qualifications  
or high-level experience in management roles

b. ensure that employment arrangements for the executive and other senior
managers include performance appraisal against the demonstration of
leadership, team development and support for organisational culture and
practice consistent with the new Act, and

c. adopt and implement a plan to manage and support staff training,
professional development and continuous learning, staff feedback and
engagement, and team building.
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Recommendation 90: New governance standard 

Any governance standard for aged care providers developed by the Australian 
Commission on Safety and Quality in Health and Aged Care should require every 
approved provider to: 

a. have members of the governing body who possess between them the
mix of skills, experience and knowledge of governance responsibilities,
including care governance, required to provide governance over the
structures, systems and processes for ensuring the safety and high
quality of the care delivered by the provider

b. have a care governance committee, chaired by a non-executive member
with appropriate experience in care provision, to monitor and ensure
accountability for the quality of care provided, including clinical care,
personal care and services, and supports for daily living

c. allocate resources and implement mechanisms to support regular
feedback from, and engagement with, people receiving aged care, their
representatives, and staff to obtain their views on the quality and safety
of the services that are delivered and the way in which they are delivered
or could be improved

d. have a system for receiving and dealing with complaints, including
regular reports to the governing body about complaints, and containing,
among other things, an analysis of the patterns of, and underlying reasons
for, complaints

e. have effective risk management practices covering care risks as well
as financial and other enterprise risks, and give particular consideration
to ensuring continuity of care in the event of default by contractors
or subcontractors

f. have a nominated member of the governing body:

i. attest annually on behalf of the members of the governing body
that they have satisfied themselves that the provider has in place
the structures, systems and processes to deliver safe and high
quality care, and

ii. if such an attestation cannot be given, explain the inability
to do so and how it will be remedied.
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Recommendation 91: Program of assistance to improve 
governance arrangements 

The Australian Government should establish an ongoing program, commencing in 
the 2021–22 financial year, to provide assistance to approved providers to improve 
their governance arrangements, including their care governance arrangements. 

Chapter 14: Quality Regulation and Advocacy 

Recommendation 92: Approval of providers 

1. The new Act should provide for the commencement by 1 July 2024 of
new approval requirements for all aged care providers to ensure their
suitability, viability and capability to deliver the kinds of services for which
they receive subsidies.

2. Applicants for approval as a provider or existing approved providers may
seek approval from the Quality Regulator to provide particular kinds of aged
care services, or general approval to provide all kinds of aged care services
attracting Australian Government funding.

3. An existing approved provider should be taken to be approved to provide
the kinds of services it has been regularly providing in the 12 months prior
to the commencement of the new Act (or since their approval, whichever
is more recent), and there should be an administrative process to record
each such approved provider’s scope of approval.

4. When assessing the suitability of new or existing providers, the Quality
Regulator should consider (in addition to the matters referred to in sections
63D and 63J of the Aged Care Quality and Safety Commission Act 2018 (Cth)),
the fitness and propriety of the provider and its key personnel, the provider’s
capacity to deliver high quality and safe services within its scope of approval,
and, where relevant, the provider’s performance in delivering high quality
and safe services of the kinds for which they are approved.
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Recommendation 93: Accreditation of high-level home care services 

1. By 1 July 2024, the new Act should require a home care service that provides
care management, personal care, clinical care, enabling and therapeutic care,
or palliative and end-of-life care to be accredited in order to receive Australian
Government subsidies.

2. Accreditation periods should vary based on an analysis of performance and
risk. Initial accreditation for a new home care service should be for no more
than one year, and subsequent accreditation should be for no more than
three years.

3. The Quality Regulator should have the power to limit the range of aged
care services that a provider may deliver through the approval, accreditation
and sanctions processes.

Recommendation 94: Greater weight to be attached to the experience 
of people receiving aged care 

From 1 July 2021 onwards, the Aged Care Quality and Safety Commissioner 
(and from the commencement of a successor body, that body) should: 

a. periodically publish a report on the experience of people receiving care
from an aged care service

b. ensure that these reports are informed by interviews with at least 20%
of people receiving aged care through the service (or their nominated
representative)

c. take into account information from people receiving aged care services
and their representatives in accreditation assessments and other
compliance monitoring processes

d. establish channels (including an online mechanism) to allow people
receiving aged care services and their families to report their experiences
of aged care and the performance of aged care providers, year round.

Recommendation 95: Graded assessments and performance ratings 

From 1 July 2022, the Quality Regulator should adopt a graded assessment 
of service performance against the Aged Care Quality Standards. 
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Recommendation 96: Responding to Coroner’s reports 

The new Act should provide that the System Governor is required to: 

a. maintain a publicly available register of reports sent to the relevant
body by a State or Territory Coroner that concern the death of a person
in connection with the receipt of aged care services

b. where a Coroner has made a recommendation to the relevant body in
the report, within three months of receiving the report, publish a response
to the recommendation stating what action it has taken, or intends to take,
in relation to the recommendation

c. in any other case, publish a response to the report on the register within
three months of its receipt

d. provide annual reports to the Inspector-General of Aged Care detailing
any action taken in response to Coroner’s reports, and an assessment
of the impact of such action.

Recommendation 97: Strengthened monitoring powers 
for the Quality Regulator 

From 31 December 2021, the Aged Care Quality and Safety Commission Act 
2018 (Cth) should be amended to confer on the Aged Care Quality and Safety 
Commissioner (and from the commencement of a successor body, that body)  
the following additional statutory functions and powers, to be exercised in 
connection with, or for the purposes of, its functions conferred by that Act: 

a. the function of conducting inquiries into issues connected with the
quality and safety of aged care, including matters raised in complaints
or reported serious incidents

b. a power to authorise in writing an officer to enter and remain on any
premises of an approved provider at all reasonable times without warrant
or consent, and a power to enter premises at other times if the regulator
reasonably believes that there is an immediate and severe risk
to the safety, health and wellbeing of people receiving aged care

c. full and free access to documents, goods or other property of an
approved provider, and powers to inspect, examine, make copies
of or take extracts from any documents.
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Recommendation 98: Improved complaints management 

1. Complaints about aged care should be managed by a Complaints
Commissioner in the Quality Regulator, who should

a. be designated to exercise and perform the functions of:

i. handling complaints about an issue arising in connection with the
provision of aged care services

ii. complaints referral and coordination

iii. promoting open disclosure and better practice in complaint handling

iv. consideration and determination of requests to maintain confidentiality
of the identity of complainants

b. in relation to these functions, have powers to:

i. accept enforceable undertakings, under which the respondent agrees
to take certain steps or actions

ii. issue directions to respondents to remedy an issue

iii. refer complaints to a more appropriate complaints body or regulator,
and to obtain information on the action taken, if any, by that
complaints body or regulator

c. before deciding to close a complaint after undertaking a resolution
process, have a duty to advise a complainant of the proposed outcome
of the complaint, and seek their views on:

i. the way the process has been handled by the Commission

ii. the respondent’s response to the process

iii. the proposed outcome of the process.

2. The new Act should provide that complaints may be made to the Quality
Regulator. If a complainant or a respondent is not satisfied with the
Complaints Commissioner’s handing of a complaint or the outcome, the
complainant or respondent may refer the matter to the Inspector-General. The
Commissioner should refer to the Inspector-General any complaints about the
Quality Regulator, its performance of its functions and exercise of its powers.

3. The Inspector-General should have the same powers and be subject
to the same requirements as the Complaints Commissioner in relation
to complaint handling.
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4. The Complaints Commissioner should have a duty to publish a report at least
every six months on:

a. the number of complaints received and dealt with by the Quality Regulator
and the Inspector-General at first instance and on review

b. the subject matter of complaints by general topic

c. the number of complaints by provider and service

d. the average time for conclusion of complaints, against the standard
of a substantive response within 60 days

e. the outcomes of complaints

f. satisfaction with the outcomes of the complaint handling process

g. requests for review.

5. The new Act should set out the role of advocacy services in the complaint
handling processes of approved providers, the Quality Regulator and the
Inspector-General.

Recommendation 99: Protection for whistleblowers 

The new Act should contain comprehensive whistleblower protections for: 

a. a person receiving aged care, their family, carer, independent advocate
or significant other

b. an employee, officer, contractor, or member of the governing body of an
approved provider

who makes a complaint or reports a suspected breach of the Quality Standards  
or another requirement of or under the Act. 

Recommendation 100: Serious incident reporting 

The Australian Government should, in developing a new and expanded  
serious incident reporting scheme: 

a. ensure that the scheme:

i. addresses all serious incidents, including in home care, regardless of
whether the alleged perpetrator has a cognitive or mental impairment

ii. enables the matching of names of individuals accused of being
involved in a serious incident with previous serious incident reports
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b. require the Quality Regulator to publish the number of serious incident
reports on a quarterly basis at a system-wide level, at a provider level,
and at a service or facility level

c. impose a requirement on an approved provider to provide a plan detailing
the action it intends to take in response to a reported incident and the
report of any investigation of the incident the provider has undertaken
or caused to be undertaken

d. confer statutory powers on the Quality Regulator to enable it to:

i. require a provider to take specified remedial action in relation to an
incident within a specified period

ii. require a provider to investigate an incident in a manner and within
a timeframe specified

iii. oversee the investigation of and response to a serious incident
by a provider

iv. require a provider to take other action in relation to the incident that
the Quality Regulator considers reasonable in the circumstances

v. investigate the circumstances surrounding the incident.

Recommendation 101: Civil penalty for certain contraventions of the 
general duty 

1. The new Act should provide that, on application by the Quality Regulator
to a court of competent jurisdiction, a breach by an approved provider
of the general duty to provide high quality safe aged care is a contravention
of the Act attracting a civil penalty if:

a. the act, omission or conduct giving rise to the breach also gives rise to
a failure to comply with one or more of the Aged Care Quality Standards,
and

b. the breach gives rise to harm, or a reasonably foreseeable risk of harm,
to a person to whom the provider is providing care or engaged under a
contract or understanding to provide care.

2. The new Act should also provide that such a contravention attracts
accessorial liability for key personnel who:

a. aids, abets, counsels or procures the approved provider to commit
the contravention, or

b. is in any other way, directly or indirectly, knowingly concerned in,
or party to, the contravention by the approved provider.
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Recommendation 102: Compensation for breach of certain civil 
penalty provisions 

The new Act should provide: 

a. that an order may be made on the application of the Quality Regulator
to a court of competent jurisdiction that an approved provider that
has contravened a civil penalty provision, or a person involved in the
contravention, pay damages for any loss and damage suffered by a person
receiving aged care services as a direct result of the contravention, and

b. for a private right of action for damages in a court of competent
jurisdiction by, or on behalf of, a person receiving aged care services who
has suffered loss and damage as a direct result of a contravention of a
civil penalty provision, in which proceeding any findings or admissions  
of the contravention in another proceeding may be adduced in evidence
as proof that the contravention occurred.

Recommendation 103: A wider range of enforcement powers 

The new Act should confer on the Quality Regulator: 

a. a wider range of enforcement powers, including enforceable
undertakings, infringement notices and banning orders

b. the power to suspend or remove one or more of the people responsible
for the executive decisions of a provider in response to non-compliance,
where the Quality Regulator is satisfied that there is an immediate and
severe risk to the safety, health and wellbeing of one or more people
receiving care, and appoint an external manager

c. the power to impose a sanction revoking the provider’s approval unless
the provider agrees to the appointment of an external manager.
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Recommendation 104: Aged Care Quality and Safety Commission 
capability review 

1. By 1 May 2021, the Australian Government should commission
an independent review of the capabilities of the Aged Care Quality
and Safety Commission.

2. By 1 January 2022, the Australian Government should implement the
recommendations of the review and provide the resources identified in the
review that are needed for the Quality Regulator to engage and develop
a skilled and dedicated compliance and enforcement workforce, with the
regulatory and investigatory skills, clinical knowledge, assessment skills,  
and enforcement skills required for it to meet its regulatory mandate.

Commissioner 
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Recommendation 105: Transparency around  
the performance of the Quality Regulator 

1. By 1 July 2021, the Aged Care Quality and Safety Commission (and from the
commencement of a successor body, that body) should provide additional
information in its public reporting on the effectiveness of the regulatory system
and its performance in safeguarding the quality of life and quality of care
provided to people receiving aged care. This reporting should include:

a. performance against a standard suite of commonly applied measures
of regulatory performance, such as complaints, serious incident
reports, reviews and inquiries, enforceable undertakings, notices of
non-compliance, sanctions including civil penalties, disqualification of
individuals, appointment of administrators, withdrawal of accreditation  
or approved provider status

b. information on the experience of people receiving care and their families

c. actions taken to improve the quality and safety of services, including
those directed to Aboriginal and Torres Strait Islander people and other
vulnerable groups

d. information on enforcement actions against regulated entities

e. measurable indicators on the outcomes of the regulatory actions taken
by the regulator, and

f. changes in regulatory outcomes over time.

2. There should be a statutory obligation on the Aged Care Safety and Quality
Authority to provide information to the System Governor, for inclusion in
the national information service, on compliance and enforcement, serious
incident reporting and complaints by provider and service.
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Recommendation 106: Enhanced advocacy 

1. By 1 July 2022, the Australian Government should, through the implementation
unit responsible for implementation of the Royal Commission’s
recommendations, complete a consultation with the contracted provider of
services under the National Aged Care Advocacy Program to determine the
extent of unmet demand for prompt advocacy services by people seeking
or receiving aged care services. The consultation should also consider the
need for:

a. additional funding for the provision of education and systemic
advocacy by the contracted provider of services.

b. capacity building of advocacy services.

2. In light of the conclusions reached by the implementation unit after that
consultation, the Australian Government should increase the funding of the
National Aged Care Advocacy Program to establish a sustainable funding base
that provides for increased coverage of the program to meet currently unmet
demand for prompt advocacy services, including education, and systemic
advocacy, as well as the infrastructure required to support an effective
national network of advocacy organisations.

3. As an interim measure, by 1 July 2021 the Australian Government should
provide additional funding and other supports to enable the development of
an effective national advocacy network. To this end, the National Aged Care
Advocacy Program should be provided with an immediate funding increase to:

a. enable a minimum of 5% of older people to access advocacy services

b. enable advocacy networks to

i. provide education;

ii. undertake systemic advocacy

c. support capacity building of the advocacy network through training of
formal advocates and the development of clear guidelines and processes
to support a nationally consistent advocacy service.
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Chapter 15: Research and Development and 
Aged Care Data | Commissioner Pagone 

Recommendation 107: Aged Care Research and Innovation Fund 

1. The new Act should provide for the establishment of an Aged Care Research
and Innovation Fund to be administered by the System Governor.

2. The Australian Government should provide funding equal to 1.8% of total
Australian Government expenditure on aged care to the Aged Care Research
and Innovation Fund each year, without derogating from the amount of funding
available for research and innovation through the Australian Research Council
and the National Health and Medical Research Council. Researchers in ageing
and aged care should continue to have equal right of access to the funds
administered by these other research councils.

3. By 1 July 2022, the Australian Government should establish and fund
a dedicated Aged Care Research and Innovation Council.

4. The Aged Care Research and Innovation Council should be funded to:

a. make recommendations to the System Governor on expenditure from
the Aged Care Research and Innovation Fund

b. set the strategy and agenda for:

i. research into, and innovation in, the delivery of aged care, including
workforce-related research and technology

ii. research into the socioeconomics of ageing

iii. research into, and innovation in, the prevention and treatment of
ageing-related health conditions

c. facilitate networks between research bodies, academics, community
organisations, industry, government and the international community
for research, technology pilots and innovation projects, to assist with
the translation of research into practice to improve aged care and to
address issues associated with ageing in Australia

d. work with the Australian Research Council, the National Health and
Medical Research Council, participants in teaching aged care programs,
and health and research networks to facilitate the sharing and application
of research outcomes with policymakers, research bodies, health care
bodies, approved providers and the community.

3176



278 

Royal Commission into Aged Care Quality and Safety  Final Report Volume 1

 

  

 

 

 

 

 

 

  

 

 

 

 
 

5. The Aged Care Research and Innovation Council should be chaired by a
member appointed by the majority of Council members. The Council should
consist of eight members appointed by the Australian Government for
(renewable) periods of up to three years on the basis of their distinguished
research records or achievements in research and development. The
remuneration of the members of the Aged Care Research and Innovation
Council should be determined by the Remuneration Tribunal.

6. On the advice of the Aged Care Research and Innovation Council, the
System Governor should make grants from the Aged Care Research and
Innovation Fund to support:

a. research into, and innovation in, the delivery of aged care, including
through co-funding arrangements with industry and aged care providers,
and through workforce-related research and technology

b. research into the socioeconomics of ageing

c. research into, and innovation in, the prevention and treatment of ageing-
related health conditions.

7. The Aged Care Research and Innovation Council and  
the System Governor should, in performing their functions  
in relation to grants from the Aged Care Research and  
Innovation Fund, be guided by the following aims:

Commissioner  
Pagone

a. about half of the funding allocated at any given time should be for
research into, and innovation in, the delivery of aged care, with:

i. about half of that funding allocated to projects supported by
substantial co-funding arrangements with industry and aged care
providers, and

ii. priority given to research and innovation that involves co-design
with older people, their families and the aged care workforce

b. about 10% of the funding allocated at any given time should be for
research into the socioeconomics of ageing

c. about 20% of the funding allocated at any given time should be for
research into, and innovation in, the prevention and treatment of ageing-
related health conditions.

8. The Aged Care Research and Innovation Council and  
the System Governor should, in performing their functions  
in relation to grants from the Aged Care Research and  
Innovation Fund, be guided by the following aims:

Commissioner  
Briggs

a. the total funding allocated to the Aged Care Research and Innovation
Fund should be split equally between ageing-related health research
and aged care-related research

3177



279 

Recommendations

 

 

 

 

 

 

 

 

 

  

 

 

b. the aged care-related research funding should be allocated in the
following way:

i. about two-thirds of the funding allocated at any given time should be
for research into, and innovation in, the delivery of aged care, with:

A. about half of that funding allocated to projects supported by
substantial co-funding arrangements with industry and aged care
providers, and

B. priority given to research and innovation that involves co-design
with older people, their families and the aged care workforce, and

ii. about one-third of the funding allocated at any given time should be
for research into the socioeconomics of ageing.

Recommendation 108: Data governance and a National Aged Care 
Data Asset 

1. By 1 July 2022, the Australian Institute of Health and Welfare Act 1987 (Cth)
should be amended to require and empower the Australian Institute of Health
and Welfare to perform the below functions, which should be funded from the
Aged Care Research and Innovation Fund.

2. The new functions of the Australian Institute of Health and Welfare will be:

a. to collect (directly or in association with other bodies or people), store and
manage aged care-related information and statistics (including information
on the aged care workforce, the economics of aged care, the operation
of the aged care market, and the delivery of aged care services), in
consultation with the Australian Bureau of Statistics if necessary

b. to coordinate the collection and production of aged care-related
information and statistics by other bodies or persons

c. to publish aged care-related information and statistics, whether
by itself or in association with other bodies or persons

d. subject to the enactment and commencement of the proposed Data
Availability and Transparency Act (Cth), to develop and enter into
data sharing agreements, in accordance with that proposed Act, with
accredited users and data service providers to obtain and provide
access to the use of aged care-related data
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e. to develop methods and undertake studies designed to assess the
provision, use, cost and effectiveness of aged care services and aged  
care technologies

f. to conduct and promote research into aged care services in Australia

g. to develop, in consultation with the Australian Bureau of Statistics and
the Australian e-Health Research Centre, specialised statistical standards
and classifications relevant to aged care services (including national
minimum datasets), and to advise the Bureau on the data to be used
by it for the purposes of aged care-related statistics

h. to oversee the development of a standard format for presentation
of aged care data, including consideration of data interoperability with
the health care sector

i. to curate and make publicly available a National Aged Care Data Asset,
which should at a minimum include data on:

i. the demographics, clinical characteristics and care needs of aged
care recipients, and the aged and health care services they use

ii. the demographics, skills and wages and conditions of the aged care
workforce

iii. the financial performance of aged care providers, the quality of care
provided, and their ownership types, operating segments, size and
any other characteristics deemed relevant by the Australian Institute
of Health and Welfare to analyse the aged care sector’s functioning

j. to publish information about the quality and safety of aged care services
at facility or service level

k. to ensure that Australian Government entities with responsibility for or
involvement in aged care, researchers, and other bodies as appropriate,
have access to aged care-related information and statistics held by the
Institute or by bodies or persons with whom contracts or arrangements
have been entered into by the Institute

l. to publish methodological and substantive reports on work carried
out by or in association with the Institute under this recommendation

m. to make recommendations to the System Governor, as well as to the
responsible Minister, on the improvement and promotion of aged care
services in Australia.

3. The Australian Institute of Health and Welfare should have appropriate
government funding and resourcing for the employees and information
and communications technology needed to perform its functions, including
‘business to government’ and ‘government to government’ data sharing
in or near real time.
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4. For the avoidance of doubt, nothing in the above is intended to prevent the
System Governor or the Quality Regulator from collecting and analysing data
in administering the aged care system, or commissioning research on the
aged care system.

5. The new Act should require that:

a. the System Governor

b. the Quality Regulator

c. the Pricing Authority, and

d. approved providers of aged care

provide data to the Australian Institute for Health and Welfare in accordance 
with its requirements within three months of the end of the relevant reporting 
period, and that they respond to other requests for aged care-related data 
by the Australian Institute for Health and Welfare in a timely manner. 

6. The Australian Institute of Health and Welfare should store, manage and refine
for presentation, and regularly publish, the National Aged Care Data Asset,
with the first such publication by 1 July 2025. The Institute is to accredit
software used for collection of data for the data asset, quality indicator data
and data relating to compliance with the Aged Care Quality Standards.

7. The System Governor should be responsible for the following additional
functions:

a. to facilitate the development of software and Information and
Communications Technology systems to enable automatic reporting by
approved providers on mandatory reporting obligations, quality indicators,
prudential arrangements, data for the Aged Care National Data Asset and
other responsibilities

b. to establish arrangements consistent with the ‘collect once,
use many times’ principle, including:

i. information and communications technology interoperability
arrangements between the System Governor and the Australian
Commission on Safety and Quality in Health and Aged Care
to enable the sharing of data related to aged care

ii. ensuring administrative data relevant to approved providers,
such as assessment data, is made available to providers

iii. ensuring a mechanism exists for approved providers to transfer,
in an effective and secure manner, information about an individual
when the individual changes service providers.
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8. In carrying out its functions, the Australian Institute of Health and Welfare
should be guided by the principle that de-identified data is to be made
publicly available to support research into, and scrutiny of, the provision  
of aged care services, but personal information must not be released. 

9. From 1 July 2022, the System Governor should establish  
and chair a ‘management group’ of senior representatives  
from: 

Commissioner  
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a. the Australian Institute of Health and Welfare

b. the Pricing Authority

c. the Australian Commission on Safety
and Quality in Health and Aged Care

d. the Australian Bureau of Statistics

to manage the development of a framework for the national minimum aged 
care datasets, informed by reference to the aged care quality indicators that 
are to be developed by the Australian Commission on Safety and Quality in 
Health and Aged Care, and the development of the datasets themselves. 

Chapter 16: Data, Research, Innovation 
and Technology | Commissioner Briggs 

Recommendation 108: Data governance and a National Aged Care 
Data Asset 
See above. 

Recommendation 107: Aged Care Research and Innovation Fund 
See above. 
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Recommendation 109: ICT Architecture and  
investment in technology and infrastructure 

1. From 1 July 2022, the Australian Government should invest in technology
and information and communications systems to support the new aged care
system. That investment should have the following elements:

a. systems that are designed to enable better services for older people,
including

i. a new service-wide client relationship management system
interoperable with My Health Record for care management, case
monitoring and reporting systems built around older people’s care,
that would move progressively to real-time and automated reporting
within five years

ii. data and information that is accessible, complete, accurate and up
to date, and

iii. standardised systems and tools to make the user experience easy
and efficient, with minimal separate portals and a single point of entry
for older people and approved providers

b. pre-certified assistive technologies and smart technology to support both
care and functional needs and manage safety, and to support the quality
of life of older people. These technologies are to:

i. be universally available and enabled through internet and wifi access,
and funded by the Australian Government

ii. be put into older people’s homes to help in the provision of care
and improve older people’s level of social engagement, and

iii. support the development and use of mobile care finder and mobile
assessment applications

c. interoperability of information and communications systems to enable
the sharing of data and information about people receiving care between
aged care and health care providers and relevant government agencies.
Where appropriate, this interoperability should be enabled by expanding
the scope of the Aged Care Data Compare project to encompass care in
the home so that a full set of Fast Health Care Interoperability Resources
data standards is developed for aged care assessment and services.

2. By July 2022, the System Governor should develop an Aged Care Information
and Communications Technology Strategy in consultation with older people
and various stakeholders to provide a road map to implement these and
related initiatives.
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Chapter 17: Funding the Aged Care System | 
Commissioner Pagone 

Recommendation 110: Amendments to residential aged care 
indexation arrangements 

1. Commencing with effect on 1 July 2021, the Australian Government should
amend the indexation arrangements for residential aged care so that all care
subsidies, and the viability supplement, are increased on 1 July each year
by the weighted average of:

a. 60% of the yearly percentage increase to the minimum wage for an Aged
Care employee – Level 3 under the Aged Care Award 2010 (clause 14.1)
that is determined by the Fair Work Commission immediately prior
to 1 July as part of the annual review of award minimum wages

b. 30% of the yearly percentage increase to the minimum wage for a
Registered nurse Level 2 – pay point 1 under the Nurses Award 2010
(clause 14.3) that is determined by the Fair Work Commission immediately
prior to 1 July as part of the annual review of award minimum wages

c. 10% of the yearly percentage (to the 31 March immediately preceding the
indexation date) increase to the Australian Bureau of Statistics Consumer
Price Index.

2. Whenever the Fair Work Commission makes a change to a minimum wage in
either the Aged Care Award 2010 or the Nurses Award 2010 other than as part
of the annual review of award minimum wages, subsidies should be indexed
from the operative date of those increases by the weighted average of:

a. 60% of the percentage increase to the minimum wage for an Aged Care
employee – Level 3 under the Aged Care Award 2010 (clause 14.1) that
is determined by the Fair Work Commission

b. 30% of the percentage increase to the minimum wage for a Registered
nurse Level 2 – pay point 1 under the Nurses Award 2010 (clause 14.3)
that is determined by the Fair Work Commission.

3. The increases based on these arrangements should apply to the financial year
commencing 1 July 2021 and continue until such time as the Pricing Authority
has commenced independent determination of prices for residential care.

3183



285 

Recommendations

 

 

 

 

 

 

 

  

 

Recommendation 111: Amendments to aged care in the home and 
Commonwealth Home Support Programme indexation arrangements 

1. Commencing with effect on 1 July 2021, the Australian Government should
amend the indexation arrangements for home care and the Commonwealth
Home Support Programme so that subsidy rates are increased on 1 July  
each year by the weighted average of:

a. 55% of the yearly percentage increase to the minimum wage for a  
Home Care employee – Level 3 pay point 1 under the Social, Community,
Home Care and Disability Services Industry Award 2010 (clause 17.3)  
that is determined by the Fair Work Commission immediately prior to  
1 July as part of the annual review of award minimum wages

b. 15% of the yearly percentage increase to the minimum wage for a
Registered Nurse Level 2 – pay point 1 under the Nurses Award 2010 
(clause 14.3) that is determined by the Fair Work Commission immediately
prior to 1 July as part of the annual review of award minimum wages

c. 30% of the yearly percentage (to the 31 March immediately preceding the
indexation date) increase to the Australian Bureau of Statistics Consumer
Price Index.

2. Whenever the Fair Work Commission makes a change to a minimum wage
in either the Social, Community, Home Care and Disability Services Industry
Award 2010 or the Nurses Award 2010 other than as part of the annual review
of award minimum wages, subsidies should be indexed from the operative
date of those increases by the weighted average of:

a. 55% of the percentage increase to the minimum wage for a Home Care
employee – Level 3 pay point 1 under the Social, Community, Home
Care and Disability Services Industry Award 2010 (clause 17.3) that is
determined by the Fair Work Commission

b. 15% of the percentage increase to the minimum wage for a Registered
Nurse Level 2 – pay point 1 under the Nurses Award 2010 (clause 14.3)
that is determined by the Fair Work Commission.

3. The increases based on these arrangements should apply to the financial
year commencing 1 July 2021 and continue until such time as the Pricing
Authority has commenced independent determination of prices for aged
care in the home.
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Recommendation 112: Immediate changes to the Basic Daily Fee 

1. The Australian Government should, no later than 1 July 2021, offer to provide
funding to each approved provider of residential aged care adding to the base
amount for the Basic Daily Fee by $10 per resident per day, for all residents.
The additional funding should be provided only on a written undertaking that:

a. the provider will conduct an annual review of the adequacy of the goods
and services it has provided to meet the basic living needs of residents,
and in particular their nutritional requirements, throughout the preceding
12 months, and prepare a written report of the review

b. the review report will set out:

i. details of the provider’s expenditure to meet the basic needs
of residents, especially their nutritional needs, and will include
spending on raw food, pre-processed food, bought-in food, kitchen
staff (costs and hours), and the average number of residents

ii. changes in expenditure compared with the preceding financial year

iii. the number of residents who have experienced unplanned weight
loss or incidents of dehydration

c. by 31 December each year, commencing in 2021, the governing body of
the provider will attest that the annual review has occurred, and will give
the review report and a copy of the attestation, to the System Governor

d. the System Governor should make the
annual review report publicly available

Commissioner 
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e. in the event of failure to comply with the above requirements, the provider
will be liable to repay the additional funding to the Australian Government,
and agrees that this debt may be set-off against any future funding as a
means of repayment.

2. The Australian Government will commence payment of the additional funding
to a provider within one month of the provider giving its written undertaking.

3. The results of any review may be taken into account in any reviews of the
compliance of the provider with the Aged Care Quality Standards.

4. This measure should continue until such time as the Pricing Authority has
commenced its independent determination of prices for aged care.
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Recommendation 113: Amendments to the Viability Supplement 

1. With immediate effect, the Australian Government should continue the 30%
increase in the Viability Supplement that commenced in March 2020, as paid
in respect of each residential aged care service and person receiving home
care, until the Pricing Authority has determined new arrangements to cover
the increased costs of service delivery in regional, rural and remote areas
and has commenced independent determination of prices.

2. The increased indexation arrangements proposed in Recommendations 110
and 111 should apply in addition to the measure in this recommendation.

Recommendation 114: Immediate funding for education and training 
to improve the quality of care 

1. The Australian Government should establish a scheme, commencing on
1 July 2021, to improve the quality of the current aged care workforce. The
scheme should operate until independent pricing of aged care services by
the Pricing Authority commences. The scheme should reimburse providers of
home support, home care and residential aged care for the cost of education
and training of the direct care workforce employed (either on a part-time or
full-time basis, or on a casual basis for employees who have been employed
for at least three months) at the time of its commencement or during the
period of its operation. Eligible education and training should include:

a. Certificate III in Individual Support (residential care and home care
streams) and Certificate IV in Ageing Support

b. continuing education and training courses (including components of
training courses, such as ‘skill sets’ and ‘micro-credentials’) relevant to
direct care skills, including, but not limited to, dementia care, palliative
care, oral health, mental health, pressure injuries and wound management.

2. Reimbursement should also include the costs of additional staffing hours
required to enable an existing employee to attend the training or education.
The scheme should be limited to one qualification or course per worker.
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Recommendation 115: Functions and objects of the Pricing Authority 

1. Before the commencement of independent pricing of  
aged care services by the Pricing Authority, preliminary  
work on estimating the costs of providing high quality  
aged care should be undertaken by or at the direction  
of the implementation unit or taskforce referred to elsewhere
in these recommendations.

Commissioner  
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2. Upon its establishment, by 1 July 2023, under the new Act, the Pricing
Authority should take over that work and all resources developed by the
implementation unit.

3. The functions of the Pricing Authority should include:

a. providing expert advice to the System Governor on optimal forms
for funding arrangements for particular types of aged care services
and in particular market circumstances

b. reviewing data and conducting studies relating to the costs of providing
aged care services

c. determining prices for particular aged care services based on estimates
of the amounts (whether constituted by government subsidies or user
payments or both) appropriate to the provision of high quality and safe
aged care services

d. evaluating, or assisting the System Governor to evaluate, the extent
of competition in particular areas and markets

e. advising on appropriate forms of economic regulation, and, where
necessary, implementation of such regulation.

4. In undertaking its functions, the Pricing Authority should be guided by the
following objects:

a. ensuring the availability and continuity of high quality and safe aged
care services for people in need of them

b. ensuring the efficient and effective use of public funding and private
user contributions in the provision of high quality and safe aged care
services, taking into account the principles of competitive neutrality

c. promoting efficient investment in the means of supply of high quality
and safe aged care services in the long-term interests of people in need
of them

d. promoting the development and retention of a highly motivated and
appropriately skilled and numerous workforce necessary for the provision
of high quality and safe aged care services in the long-term interests of
people in need of them.
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Recommendation 116: Requirement to participate in Pricing 
Authority activities 

1. By 1 July 2022, the Accountability Principles 2014 (Cth) should be amended
to require participation by approved providers in cost data reviews.

2. By 1 July 2023, the new Act should require that as a condition of approval
or continued approval, aged care providers are required to participate
in any activities the Pricing Authority requires to undertake its functions,
including transmitting cost data in a format required by the Authority for
the purposes of costing studies. The Authority should take costs associated
with these activities into account when determining funding levels.

Recommendation 117: Grant funding for support services to be 
funded through a combination of block and activity based funding 

1. The Pricing Authority should advise the System Governor on the combination
and form of block and activity based grants that should be adopted for social
supports, respite, and assistive technology and home modifications, having
regard to the characteristics of these services and market conditions where
they are delivered.

2. Growth funding of 3.5% should continue to be provided for these service
categories until a demand-driven planning regime is in place.

3. The Australian Government should grant  
fund these services from 1 July 2022. 

Commissioner  
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Recommendation 118: New funding model for care at home 

1. By 1 July 2024, the Australian Government should pay subsidies for service
provision within the care at home category through a new funding model
that takes the form of an individualised budget or casemix classification.
The new funding model should provide an entitlement to care based on
assessed need across the following domains:

a. care management

b. living supports—cleaning, laundry, preparation of meals, shopping for
groceries, gardening and home maintenance
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c. personal, clinical, enabling and therapeutic care, including nursing care,
allied health care and restorative care interventions

d. palliative and end-of-life care.

2. The funding model should be developed as part of the development of the
new care at home category (see Recommendation 35). Ongoing evidence-
based reviews should be conducted thereafter to refine the model iteratively,
and ensure that it provides accurate classification and funding to meet
assessed needs.

Recommendation 119: Maximum funding amounts for care at home 

1. With effect from 1 July 2024, the Australian Government should provide
funding for a person receiving care at home in accordance with their assessed
needs, subject to the following limitation.

2. The funding available for a person receiving care at home should be no more
than the funding amount that would be made available to provide care for
them if they were assessed for care at a residential aged care service.

Recommendation 120: Casemix-adjusted activity based funding 
in residential aged care 

By 1 July 2022, the Australian Government should fund approved providers for 
delivering residential aged care through a casemix classification system, such as 
the Australian National Aged Care Classification model. The classification system 
should take into account the above recommendations for high quality aged care. 
Ongoing evidence-based reviews should be conducted thereafter to refine the 
model iteratively, for the purpose of ensuring that the model provides accurate 
classification and funding to meet assessed needs. 
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Recommendation 121: Incentives for an enablement approach 
to residential care 

From 1 July 2022, the following incentives should be incorporated into the rules, 
principles and guidelines for assessment and funding eligibility: 

a. an approved provider should be paid retrospectively from the date when
a reassessment was requested where it is determined on reassessment
that a person is entitled to a higher level of funding, and the provider can
demonstrate that it has been providing the higher level of care

b. a resident should not be required to be reassessed for funding eligibility
if their condition improves under the care of a provider.

Recommendation 122: Reporting of staffing hours 

1. From 1 July 2022, the Accountability Principles 2014 (Cth) should be amended
to require all approved providers of residential aged care to report, on a
quarterly basis, setting out total direct care staffing hours provided each day
at each facility they conduct, specifying the different employment categories
(including personal care workers, enrolled nurses engaged in direct care
provision, registered nurses engaged in direct care provision, and allied
health care professionals engaged in direct care provision).

2. The System Governor should assess the reports against the minimum staffing
requirements, and initiate appropriate action in cases of non-compliance.

Recommendation 123: Payment on accruals basis for care at home 

The Australian Government should pay home care providers for services 
delivered or liabilities incurred from Home Care Packages on accrual. 
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Recommendation 124: Standardised statements on services delivered 
and costs in home care 

1. The Australian Government should develop and implement a standardised
statement format for home care providers to record services delivered and
costs incurred on behalf of Home Care Package holders.

2. From 1 July 2022, providers should be required to issue completed statements
in the standardised format to people receiving their care on a monthly basis.

3. From 1 July 2022, providers should be required to provide  
reports on a quarterly basis in a standard format setting  
out total direct care staffing hours provided each day at  
each home they service, specifying the different employment categories
(including personal care workers, enrolled nurses engaged in direct care
provision, registered nurses engaged in direct care provision, and allied health
care professionals engaged in direct care provision).

Commissioner  
Briggs

Recommendation 125: Abolition of contributions for certain services 

1. Individuals who are assessed as needing social supports, assistive
technologies and home modifications, or care at home should not be
required to contribute to the costs of that support.

2. Individuals who are assessed as needing residential care should not be
required to contribute to the costs of the care component of that support.

Recommendation 126: Fees for respite care 

1. Individuals receiving respite care under the new Act should only be required
to contribute to the costs of the services that they receive associated with
ordinary costs of living (as defined in Recommendation 127, below) up to
a maximum of 85% of the single basic age pension, and any additional
services they choose to receive. They should not be required to contribute
to the costs of the accommodation and care services that they receive.

2. The level of the maximum amount that respite providers may recover for
the ordinary costs of living should be determined by the Pricing Authority.

3191



293 

Recommendations

  

  

 
 

 

 
 

 

 
 

 

 

  

  

 

3. The new Act should also contain provisions that ensure that individuals
who are unable to pay the co-payments toward the ordinary costs of living
are not denied access to the high quality respite care that they have been
assessed as needing.

4. The Australian Government should pay each approved provider of respite
to a person an amount representing the difference between the contribution
the person makes to their ordinary costs of living in accordance with
paragraph 126.1 and the amount that the respite provider may recover
(which may not exceed the amount calculated by the Pricing Authority
in accordance with paragraph 126.2).

Recommendation 127: Fees for residential aged care—ordinary 
costs of living 

1. Individuals receiving residential aged care under the new Act should be
required, subject to the other parts of this recommendation, to contribute
to the costs of the goods and services that they receive to meet their ordinary
living needs, comprising all the goods and services currently specified in
Part 1 of Schedule 1 of the Quality of Care Principles 2014 (Cth) (the ordinary
costs of living).

2. The Pricing Authority should determine the maximum amount payable for
residents’ ordinary costs of living based on an analysis of the efficient costs
of delivering high quality goods and services to meet their ordinary living
needs (the Services Fee Amount).

3. The maximum level of the fee that an individual resident can be asked to pay
toward the ordinary costs of living (Basic Daily Fee) should be determined in
accordance with provisions in the new Act and should equal the sum of:

a. a base fee equal to 85% of the maximum amount of the basic age
pension, and

b. a means tested amount determined in accordance with
Recommendation 129 or 141,

and must not exceed the Services Fee Amount most recently determined by 
the Pricing Authority in accordance with Recommendation 127.2 above. 

4. The new Act should contain provisions that ensure that individuals who
are unable to pay the Basic Daily Fee are not denied access to high quality
residential aged care.
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5. The new Act should also provide that where:

a. an approved provider provides residential care to an individual and
charges an amount for that individual’s ordinary costs of living, and

b. the amount charged does not exceed the Services Fee Amount most
recently determined by the Pricing Authority in accordance with
Recommendation 127.2, and

c. the Basic Daily Fee payable by the individual is below the amount charged
by the approved provider for the individual’s ordinary costs of living,

then 

d. the Australian Government will pay the approved provider the difference
(Ordinary Cost of Living Top-up Subsidy) between:

i. the Basic Daily Fee for the individual, and

ii. the amount charged by the approved provider for the individual’s
ordinary costs of living.

Commissioner 
Pagone

Recommendation 128: Fees for residential aged  
care accommodation 

1. Individuals receiving residential aged care under the new Act should be
required, subject to the other parts of this recommendation, to contribute
to the costs of their accommodation.

2. The new Act should recognise two categories of residents for the purposes
of regulation of amounts payable for accommodation: residents for whose
accommodation the Australian Government will pay or contribute (eligible
residents) and residents for whose accommodation the Australian Government
will not make any contribution.

Eligible residents 

3. The Pricing Authority should from time to time determine the maximum
amount or amounts payable for the accommodation of eligible residents,
based on an analysis of the efficient costs of delivering high quality
accommodation and a reasonable rate of return on capital investment
(Accommodation Supplement). In doing so, the Pricing Authority may at its
discretion determine one uniform amount to apply in all cases, or a number
of different amounts based on factors such as the date of construction or
refurbishment of the facility, the size or other features of the room, and the
region or degree of remoteness of the location of the facility.
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4. Subject to Recommendation 128.6, the new Act should provide that the
maximum amount an approved provider may receive for the accommodation
of a resident should be the Accommodation Supplement determined by  
the Pricing Authority in Recommendation 128.3 above, payment of which  
will comprise:

a. a means tested fee for accommodation determined in accordance with
Recommendation 129, payable directly by the individual resident, and

b. funding of the difference between the means tested fee for
accommodation and the maximum level determined by the Pricing
Authority in Recommendation 128.3 above, payable by the Australian
Government (Accommodation Top-up Supplement).

5. The new Act should contain provisions that ensure that individuals who  
are unable to pay for accommodation are not denied access to high quality
residential aged care.

Other residents 

6. Where an individual is determined in accordance with Recommendation 129 to
have a means tested fee for accommodation greater than the Accommodation
Supplement determined by the Pricing Authority in accordance with
Recommendation 128.3 above, then

a. no Accommodation Top-Up Supplement is payable in respect of such
a resident, and

b. the fee that the individual may be charged is not limited to the
Accommodation Supplement, but subject to Recommendation 128.7
should be subject to a provisional upper limit (to be determined by
the Pricing Authority from time to time) (Provisional Accommodation
Charge Limit).

7. The Pricing Authority:

a. should from time to time determine the Provisional Accommodation
Charge Limit, based on an analysis of the efficient costs of delivering
high quality accommodation and a reasonable rate of return on capital
investment, being either a uniform amount that will apply in all cases,  
or a number of different amounts that will apply in different cases, based  
on factors such as the date of construction or refurbishment of the  
facility, the size or other features of the room, and the region or degree  
of remoteness of the location of the facility

b. may, on the application of an approved provider, and after consideration
of factors including the cost of investment and any particular constraints
on supply of residential aged care services in the relevant area, determine
that the Provisional Accommodation Charge Limit for one or more rooms
of a facility should be varied to a different amount.
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Recommendation 129: Changes to the means test 

1. For each individual receiving residential aged care  
under the new Act, a means tested amount should be  
determined in accordance with the following parts  
of this recommendation.

Commissioner  
Pagone 

2. If the individual is in receipt of an income support payment or a service
pension or an income support supplement or a veteran payment (as defined
in the Social Security Act 1991 (Cth) and the Veterans’ Entitlements Act 1991
(Cth)), then their means tested amount is zero.

3. If the individual is not in receipt of an income support payment or a  service
pension or an  income support supplement or a  veteran payment, then  
their means tested amount is determined as the maximum of the following  
two amounts:

a. the income tested amount referred to in Recommendation 129.4 below,
and

b. the asset tested amount referred to in Recommendation 129.5 below.

4. The income tested amount for the individual is calculated as follows:

a. the income tested amount is equal to 50% of the difference between the
individual’s total assessable income  and the individual’s total assessable
income-free area 

where: 

b. the individual’s total assessable income is the amount that would be
worked out as the care recipient’s ordinary income for the purpose of
applying Module E of Pension Rate Calculator A at the end of section 1064
of the Social Security Act 1991 (Cth)

c. the individual’s total assessable income-free area is the maximum level
that a person’s ordinary income could be for the purpose of applying
Module E of Pension Rate Calculator A at the end of section 1064 of
the Social Security Act 1991 (Cth) where that person remains eligible
for a pension.

5. The asset tested amount is calculated as follows:

a. The annual asset tested amount is equal to 7.8% of the difference
between the individual’s total assessable assets and the individual’s
total assessable asset free area
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where: 

b. the individual’s total assessable assets is the amount that would be
worked out as the care recipient’s ordinary income for the purpose
of applying Module G of Pension Rate Calculator A at the end of
section 1064 of the Social Security Act 1991 (Cth)

c. the individual’s total assessable asset free area is the maximum level
that a person’s assessable assets could be for thepurpose of applying
Module G of Pension Rate Calculator A at the end of section 1064 of
the Social Security Act 1991 (Cth) where that person remains eligible
for a pension.

6. Where that means tested amount is less than or equal to the maximum
rate of the Ordinary Cost Of Living Top-up Subsidy (as determined under
Recommendation 127) then:

a. the individual is required to pay a means tested ordinary cost of living
fee for the purpose of Recommendation 127.3 equal to the means
tested amount

b. the individual is not required to pay a means tested accommodation
fee for the purpose of Recommendation 128.4

c. the approved provider receives an Ordinary Cost of Living Top-up Subsidy
equal to the difference between the maximum rate of the top-up subsidy
and the means tested amount, and

d. the provider receives the maximum rate of the Accommodation Top-up
Supplement.

7. Where that means tested amount is greater than the maximum rate
of the Ordinary Cost of Living Top-up Subsidy (as determined under
Recommendation 127) and less than or equal to the sum of the maximum
rates of the Ordinary Cost of Living Top-up Subsidy and the Accommodation
Top-up Supplement then:

a. the individual is required to pay a means tested ordinary cost of living fee
for the purpose of Recommendation 127.3 equal to the maximum rate of
the Ordinary Cost of Living Top-up Subsidy

b. the individual is required to pay a means tested accommodation fee for
the purpose of Recommendation 128.4 equal to the means tested amount
minus the maximum rate of the Ordinary Cost of Living Top-up Subsidy

c. the provider receives no Ordinary Cost of Living Top-up Subsidy, and

d. the provider receives an Accommodation Top-up Supplement equal to  
the difference between the sum of the maximum rates of the Ordinary  
Cost of Living Top-up Subsidy and the Accommodation Top-up Subsidy
and the means tested amount.
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8. Where that means tested amount is greater than sum of the maximum rates
of the Ordinary Cost of Living Top-up Subsidy and the Accommodation Top-up
Supplement then:

a. the individual is required to pay a means tested ordinary cost of living fee
for the purpose of Recommendation 127.3 equal to the maximum rate of
the Ordinary Cost of Living Top-up Subsidy, and

b. the individual’s accommodation fees are subject to Recommendations
128.6 and 128.7 above, and

c. the provider receives no Ordinary Cost of Living Top-up Subsidy, and

d. the provider receives no Accommodation Top-up Supplement.

Chapter 19: Prudential Regulation and
Financial Oversight | Commissioner Pagone 

Recommendation 130: Responsibility for prudential regulation 

1. From 1 July 2023, the System Governor should be given by statute the role
of the Prudential Regulator for aged care with responsibility for ensuring that,
under all reasonable circumstances, providers of aged care have the ongoing
financial capacity to deliver high quality care and meet their obligations to
repay accommodation lump sums as and when the need arises.

2. The System Governor should also be given by statute the role of developing
and implementing an effective financial reporting framework for the aged  
care sector that complements the purposes of the prudential standards.

Recommendation 131: Establishment of prudential standards 

From 1 July 2023, the Prudential Regulator should be empowered under statute to 
make and enforce standards relating to prudential matters that must be complied 
with by approved providers, relating to: 

a. the conduct of the affairs of providers in such a way as to:

i. ensure that they remain in a sound financial position, and

ii. ensure continuity of care in the aged care system, or 

b. the conduct of the affairs of approved providers with integrity, prudence
and professional skill.
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Recommendation 132: Liquidity and capital adequacy requirements 

From 1 July 2023, the Prudential Regulator should be empowered under 
statute to impose liquidity and capital adequacy requirements on approved 
providers, for the purpose of identifying and managing risks relating to whether: 

a. providers have the financial viability to deliver ongoing high quality care

b. providers of residential care services that hold Refundable
Accommodation Deposits are able to repay those deposits promptly
as and when required.

Recommendation 133: More stringent financial reporting requirements 

1. From 1 July 2023, the Prudential Regulator should be empowered under
statute to require approved providers to submit financial reports.

2. The frequency and form of the reports should be prescribed by the  
Prudential Regulator.

Recommendation 134: Strengthened monitoring powers for the 
Prudential Regulator 

From 1 July 2023, the Prudential Regulator should have the following additional 
statutory functions and powers, to be exercised in connection with, or for  
the purposes of, its prudential regulation and financial oversight functions: 

a. the power to conduct inquiries into issues connected with prudential
regulation and financial oversight in aged care

b. the power to authorise in writing an officer to enter and remain on any
premises of an approved provider at all reasonable times without warrant
or consent

c. full and free access to documents, goods or other property of an approved
provider, and powers to inspect, examine, make copies of or take extracts
from any documents.
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Recommendation 135: Continuous disclosure requirements 
in relation to prudential reporting 

1. From 1 July 2023, every approved provider should be required under statute
to comply with continuous disclosure requirements to inform the Prudential
Regulator of material information of which the provider becomes aware that:

a. affects the provider’s ability to pay its debts as and when they become
due and payable, or

b. affects the ability of the provider or any contractor providing services on
its behalf to continue to provide aged care that is safe and of high quality
to individuals to whom it is currently contracted or otherwise engaged to
provide aged care.

2. The Prudential Regulator should also have the power under statute to
designate events, facts or circumstances that may give rise to continuous
disclosure obligations.

Recommendation 136: Tools for enforcing the prudential standards  
and 	guidelines 	and 	financial 	reporting 	obligations 	of 	providers 

1. From 1 July 2023, the Prudential Regulator should have the powers to  
take such action, and impose such obligations upon approved providers,  
as it considers necessary to deal with any breach of the new prudential
standards or the financial reporting requirements, including a failure to  
comply with the continuous disclosure requirements.

2. The powers which the Prudential Regulator should be given should include:

a. the power to give directions to a provider that mirror those that can
be made by the Australian Prudential Regulation Authority pursuant
to the Private Health Insurance (Prudential Supervision) Act 2015 (Cth)

b. the power to impose administrative penalties in respect of any breach

c. the power to apply to a court of competent jurisdiction for a civil
penalty in respect of any relevant alleged contravention

d. the ability to accept enforceable undertakings

e. the ability to impose sanctions to limit the ability of the provider  
to expand its services, revoke accreditation for a service, or revoke
approved provider status.
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Recommendation 137: Building the capability of the regulator 

The Australian Government should ensure that the Prudential Regulator has 
prudential capability in relation to the aged care sector that includes the following: 

a. an effective program to recruit and retain senior forensic accountants  
and specialists with prudential regulatory experience, and sufficient
numbers of supporting employees who have either accounting
qualifications or other financial skills

b. systems and processes to capture, collate, analyse and share regulatory
intelligence from internal and external sources to build a risk profile of
approved providers

c. a system and processes to monitor indicators of risk revealed by
providers’ financial reporting tailored to the aged care sector and to
respond to them in a timely manner

d. an electronic forms and lodgement platform for the use of all large
operators, with an optional alternative electronic filing system available  
for smaller operators

e. appropriate resourcing of the above system and processes, including
design expertise, information and communications technology
requirements, technical support, and recruitment and training of sufficient
numbers of appropriately skilled staff.

Chapter 20: Financing the New Aged Care 
System | Commissioner Pagone 

Commissioner 
Pagone

Recommendation 138: Productivity Commission  
investigation	 into	 financing	 of	 the	 aged	 care	 system	  
through an Aged Care Levy 

By 1 July 2021, the Australian Government should refer to the Productivity 
Commission for inquiry and report under the Productivity Commission Act 1998 
(Cth) s 11 the potential benefits and risks of adoption of an appropriately designed 
financing scheme based upon the imposition of a hypothecated levy through the 
taxation system. 
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Chapter 21: Funding the Aged
Care System | Commissioner Briggs 

Recommendation 115: Functions and objects of the Pricing Authority 
See above. 

Commissioner 
Briggs

Recommendation 139: Parliamentary scrutiny  
of determinations by the Pricing Authority 

1. The determination of prices by the Pricing Authority under Recommendation
115.3(c) should be in the form of a legislative instrument subject to
Parliamentary disallowance.

2. If the determination by the Pricing Authority is disallowed, legislation should
provide for the Minister to make a new determination in the form of a
legislative instrument subject to Parliamentary disallowance.

Recommendation 116: Requirement to participate in Pricing 
Authority activities 
See above. 

Recommendation 117: Grant funding for support services to be 
funded through a combination of block and activity based funding 
See above. 

Recommendation 118: New funding model for care at home 
See above. 

Recommendation 119: Maximum funding amounts for care at home 
See above. 
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Recommendation 120: Casemix-adjusted activity based funding in 
residential aged care 
See above. 

Recommendation 121: Incentives for an enablement approach to 
residential care 
See above. 

Recommendation 122: Reporting of staffing hours 
See above. 

Recommendation 123: Payment on accruals basis for care at home 
See above. 

Recommendation 124: Standardised statements on services delivered 
and costs in home care 
See above. 

Recommendation 110: Amendments to residential aged care 
indexation arrangements 
See above. 

Recommendation 111: Amendments to aged care in the home and 
Commonwealth Home Support Programme indexation arrangements 
See above. 

Recommendation 112: Immediate changes to the Basic Daily Fee 
See above. 
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Recommendation 113: Amendments to the Viability Supplement 
See above. 

Recommendation 114: Immediate funding for education and training 
to improve the quality of care 
See above. 

Chapter 22: Personal Contributions and
Means Testing | Commissioner Briggs 

Recommendation 125: Abolition of contributions for certain services 
See above. 

Recommendation 126: Fees for respite care 
See above. 

Recommendation 127: Fees for residential aged care—ordinary costs of living 
See above. 

Commissioner 
Briggs

Recommendation 140: Fees for residential aged  
care accommodation 

1. Individuals receiving residential aged care under the new Act should be
required, subject to the other parts of this recommendation, to contribute
to the costs of their accommodation.

2. The Pricing Authority should from time to time determine the Accommodation
Supplement as the maximum amount or amounts payable for the accommodation
of a resident eligible to receive the supplement under the means test (an eligible 
resident), based on an analysis of the efficient costs of delivering high quality
accommodation and a reasonable rate of return on capital investment. The
Pricing Authority may determine one uniform amount to apply in all cases,  
or  a  number of different amounts based on factors such as the date of 
construction or refurbishment of the facility, the size or other features of the 
room, and the region or degree of remoteness of the location of the facility.
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3. The new Act should provide that the maximum amount an approved
provider may receive for the accommodation of an eligible resident should
be the Accommodation Supplement determined by the Pricing Authority in
Recommendation 140.2 above, payment of which will comprise:

a. a means tested amount paid for accommodation determined in
accordance with Recommendation 141, payable directly by the individual
resident, and

b. funding of the difference between the means tested fee for
accommodation and the maximum level determined by the Pricing
Authority in Recommendation 140.2 above, payable by the Australian
Government (Accommodation Top-up Supplement).

4. The Pricing Authority should:

a. from time to time determine the Provisional Accommodation Charge Limit
(as a lump sum or an equivalent daily amount) applicable to a facility
based on factors such as the date of construction or refurbishment of the
facility, the size or other features of the room, and the region or degree
of remoteness of the location of the facility. The daily amount of the
Provisional Accommodation Charge Limit should be based on an analysis
of the efficient costs of delivering high quality accommodation and a
reasonable rate of return on capital investment

b. on the application of an approved provider, and after consideration of
factors including the cost of investment and any particular constraints
on supply of residential aged care services in the relevant area, determine
that the Provisional Accommodation Charge Limit for one or more rooms
of a facility should be varied to a different amount.

5. Until Refundable Accommodation Deposits are phased out under
Recommendation 142, approved providers may charge residents who are not
eligible for the Accommodation Supplement a Refundable Accommodation
Deposit (or an equivalent Daily Accommodation Payment) up to the Provisional
Accommodation Charge Limit.

6. After Refundable Accommodation Deposits are phased out under
Recommendation 142, approved providers may charge residents who are
not eligible for the Accommodation Supplement a Daily Accommodation
Payment up to the level of the Provisional Accommodation Charge Limit.

7. The new Act should contain provisions that ensure that individuals who are
unable to pay for accommodation are supported by the Australian Government
and not denied access to high quality residential aged care.
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Recommendation 141: Changes to the means test 

1. The means test will determine a means tested amount for  
each individual receiving residential aged care under the  
new Act who is not in receipt of an income support payment or a service 
pension or an  income support supplement or a  veteran payment (as defined  
in the Social Security Act 1991 (Cth) and the Veterans’ Entitlements Act  
1991 (Cth)).

Commissioner  
Briggs 

2. An individual’s means tested amount will be the greater of an amount worked
out under the income test or the asset test.

3. An individual’s means tested amount under the income test is 25% or 50% of
the amount by which their assessable income exceeds the maximum income
point at which a part pension is payable.

4. An individual’s means tested amount under the assets test is 3.9% or 7.8%
of the amount by which their assessable assets exceed the maximum level
of assets at which a part pension is payable.

5. The means tested amount is applied first to reduce the Ordinary Cost of Living
Top-up Subsidy (as determined under Recommendation 127).

6. If the means tested amount is greater than the maximum rate of the Ordinary
Cost of Living Top-up Subsidy it is then applied to reduce the Accommodation
Top-up Supplement (as determined under Recommendation 140).

7. If the means tested amount is greater than sum of the Ordinary Cost of
Living Top-up Subsidy and the Accommodation Top-up Supplement then
the individual’s accommodation fees are subject to Recommendations
140.5 and 140.6 above.

8. The lifetime caps on the amount of means tested contributions payable by  
an individual should be removed.
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Chapter 23 Capital Financing for Residential
Aged Care | Commissioner Briggs 

Recommendation 142: Phasing out of Refundable  
Accommodation Deposits 

The Australian Government should: 

Commissioner  
Briggs 

a. from 1 July 2025, begin to phase out Refundable Accommodation
Deposits for new residents

b. assist providers with the transition away from Refundable Accommodation
Deposits as a source of capital by establishing an aged care
accommodation capital facility, with the terms and conditions of
assistance designed to create incentives for providers to develop small
household models of accommodation.

Chapter 24: Financial Oversight and Prudential
Regulation | Commissioner Briggs 

Recommendation 130: Responsibility for prudential regulation 
See above. 

Recommendation 131: Establishment of prudential standards 
See above. 

Recommendation 133: More stringent financial reporting requirements 
See above. 

Recommendation 134: Strengthened monitoring powers for the 
Prudential Regulator 
See above. 
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Recommendation 135: Continuous disclosure requirements 
in relation to prudential reporting 
See above. 

Recommendation 132: Liquidity and capital adequacy requirements 
See above. 

Recommendation 136: Tools for enforcing the prudential standards 
and guidelines and financial reporting obligations of providers 
See above. 

Recommendation 137: Building the capability of the regulator 
See above. 

Commissioner 
Briggs

Recommendation 143: Implementation of new  
arrangements 	for 	financial 	oversight 	and 	prudential 	 
regulation 

If the Government Leadership model is adopted, implement the reforms to financial 
oversight and prudential regulation arrangements set out in Recommendations 
130, 131, 132, 133, 134, 135, 136, and 137 from 1 July 2022. 

3207



309 

Recommendations

 

 

Chapter 25: Financing the New Aged Care 
System | Commissioner Briggs 

Recommendation 144: Introduce a new earmarked  
aged care improvement levy 

1. By 1 July 2022, the Australian Government should introduce legislation to
Parliament to establish an aged care improvement levy of a flat rate of 1%  
of taxable personal income. The levy imposed should be levied, and paid,  
for the financial year commencing on 1  July 2023 and for all subsequent
financial years until the Parliament otherwise provides.

Commissioner  
Briggs 

2. The legislation introducing the levy should be based on the Medicare Levy  
Act 1986 (Cth).

Chapter 26: Oversight, Implementation
and Monitoring 

Recommendation 145: Report on recommendations 

By 31 May 2021, the Australian Government should report to Parliament about 
its response to the recommendations in our final report. The report should 
indicate whether each recommendation directed to the Australian Government is 
accepted, accepted in principle, rejected or subject to further consideration. The 
report should also include some detail about how the recommendations that are 
accepted will be implemented and should explain the reasons for any rejections. 

Recommendation 146: An implementation unit 

1. Pending the establishment under the new Act of the  
Australian Aged Care Commission, an administrative unit or body should
forthwith be established by the Australian Government (through the Australian
Department of the Prime Minister and Cabinet) and properly staffed and
resourced to implement and direct implementation of the Royal Commission’s
recommendations (implementation unit).

Commissioner  
Pagone 

2. From the commencement of the new Act, the Australian Aged Care
Commission should implement and direct implementation of the
recommendations of the Royal Commission.
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Recommendation 147: An implementation taskforce 

The Australian Department of Health and Aged Care should  
promptly establish a taskforce to implement and direct implementation of the 
Royal Commission’s recommendations, supported by a cross-department Deputy 
Secretary Steering Committee on Aged Care Reform. 

Commissioner  
Briggs 

Recommendation 148: Evaluation of effectiveness 

1. The Inspector-General of Aged Care should monitor the implementation
of recommendations and should report to the responsible Minister and
directly to the Parliament at least every six months on the implementation
of the recommendations.

2. The Inspector-General of Aged Care should undertake independent
evaluations of the effectiveness of the measures and actions taken in
response to the recommendations of the Royal Commission, five and
10 years after the tabling of the Final Report.

3. The Inspector-General of Aged Care should report on these evaluations  
five and 10 years after the tabling of the Final Report.
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4. Glossary
Note: the definitions in this glossary are not legal definitions but general usage definitions. 

accommodation bond 
A lump sum payment for accommodation in a residential care facility paid  
by a person who first entered permanent residential care before 1 July 2014. 

Accommodation Payment Guarantee Scheme 
An Australian Government scheme providing a guarantee to all residential 
aged care consumers that the value of any lump sum accommodation 
payments they have paid to an aged care provider will be returned to them, 
in the event that the provider becomes insolvent. 

Accommodation Supplement 
A means tested supplement paid to residential aged care providers by the 
Australian Government on behalf of some residents to assist with some 
or all of their accommodation costs. 

activities of daily living 
A core set of self-care or personal care activities that include bathing and 
washing, dressing, feeding, getting in and out of bed, getting to and from 
the toilet and continence management. 

activities of daily living domain 
A domain under the Aged Care Funding Instrument which assesses 
a person’s capacity in relation to nutrition, mobility, personal hygiene, 
toileting and continence. 

Aged Care Advisory Council 
See Recommendation 7. 

Aged Care Approvals Round 
An application process which enables aged care providers to apply 
for a limited number of Australian Government-subsidised places and/or 
capital grants. 

Aged Care Assessment Service 
See Aged Care Assessment Team. 
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Aged Care Assessment Team 
A team of medical and allied health professionals employed by State and 
Territory Governments who assess older people for eligibility and level of 
subsidised aged care services. In Victoria, it is known as the Aged Care 
Assessment Service. 

Aged Care Diversity Framework 
An Australian Government strategy aimed at ensuring aged care 
services meet the needs of people from diverse backgrounds. 

Aged Care Financial Report 
An annual financial report that all approved providers must provide  
to the Australian Government. 

Aged Care Financing Authority 
A Committee, established under the Aged Care Act 1997 (Cth), to provide 
independent advice to the Australian Government on aged care funding  
and financing in consultation with people in aged care, the aged care sector 
and the finance sectors. 

Aged Care Funding Instrument 
A tool used to determine the basic subsidy amount a residential aged care 
provider receives in relation to a resident in its care. 

Aged Care Pricing Authority 
See Recommendation 6. 

Aged Care Pricing Commissioner 
An independent statutory office holder who reviews and approves 
Refundable Accommodation Deposits in residential aged care that are  
more than $550,000 and extra service fee increases or decreases. The  
office is established under Part 6.7 of the Aged Care Act 1997 (Cth). 

Aged Care Principles 
A series of legislative instruments made under the Aged Care Act 1997 (Cth) 
that set out the rules for government-funded aged care, including in relation 
to funding, allocation of places, approval of providers, quality standards, user 
rights, complaints and sanctions. They include the Accountability Principles 
2014 (Cth), the Quality of Care Principles 2014 (Cth) and the User Rights 
Principles 2014 (Cth). 

Aged Care Quality and Safety Commission 
A Commonwealth entity established by the Aged Care Quality and Safety 
Commission Act 2018 (Cth) to assist the Aged Care Quality and Safety 
Commissioner in the performance of the Commissioner’s functions. 
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Aged Care Quality and Safety Commissioner 
A person appointed under the Aged Care Quality and Safety Commission 
Act 2018 (Cth) to regulate and promote quality and safety in the aged care 
system. 

Aged Care Quality Standards 
A set of standards for the provision of aged care that apply to all Australian 
Government subsidised aged care services. The standards are set out in 
Schedule 2 to the Quality of Care Principles 2014 (Cth). 

Aged Care Research and Innovation Council 
See Recommendation 107. 

Aged Care Research and Innovation Fund 
See Recommendation 107. 

Aged Care Safety and Quality Authority 
See Recommendation 10. 

Aged Care Target Provision Ratio 
A target set by the Australian Government for the number of home care, 
residential care, and restorative care places for every 1000 people aged 
70 years or over. 

Annual Prudential Compliance Statement 
An annual report residential aged care providers must submit to the 
Australian Government if they held a Refundable Accommodation Deposit, 
accommodation bond, or entry contribution during the reporting period. 

approved provider 
An organisation approved under Part 7A of the Aged Care Quality and 
Safety Commission Act 2018 (Cth) to receive subsidies from the Australian 
Government for providing home care, residential aged care or flexible care 
services, or a combination of these. 

assistive technology 
Devices and technologies that maintain or improve an older person’s 
functioning to facilitate safety, independence, social inclusion and enhance 
overall wellbeing. Examples include walking frames, shower chairs, 
pressure-relieving mattresses, personal and location monitoring technology 
or specialised software and hardware that increase hearing, vision, 
communication, social interaction or cognitive stimulation capacities. 

Australian Aged Care Commission 
See Recommendation 5. 
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Australian Affordable Housing Bond Aggregator 
Loans provided by the National Housing Finance and Investment Corporation 
to registered community housing providers that are low cost, long-term 
loans to support the provision of more social and affordable housing. 

Australian Commission on Safety and Quality in Health Care 
A Commonwealth entity established by the National Health Reform Act 2011 
(Cth) to promote the quality and safety of the health care system. 

Australian Commission on Safety and Quality in Health and Aged Care 
See Recommendation 18. 

Australian National Aged Care Classification (AN-ACC) 
A proposed new assessment and funding model for residential aged care 
developed by the Australian Health Services Research Institute (AHSRI)  
at the University of Wollongong for the Australian Department of Health  
as part of the Resource Utilisation and Classification Study. 

Basic Daily Fee 
The fee people receiving a Home Care Package or residential aged care 
may pay for day-to-day services. 

behaviour domain 
A domain under the Aged Care Funding Instrument which assesses 
a person’s cognitive skills, ‘wandering’, verbal behaviour, physical 
behaviour and level of depression. 

care finders 
A proposed workforce of personal advisers to older people, their families and 
carers that work face-to-face. Care finders will assist people seeking aged 
care to understand, identify and access care and supports in their local area, 
including following up and checking in when people commence using aged 
care. See Recommendation 29. 

care leaver 
An adult who spent time in institutional or out-of-home care as a  
child, including the Forgotten Australians and former child migrants. 

care management 
The day-to-day coordination of care, which includes creating a care plan 
(in conjunction with the older person and their carer), managing and 
organising services, monitoring the services delivered, reviewing the care 
plan as needs change and referring the older person for reassessment 
when their needs change. 
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Carer Gateway 
A service funded by the Australian Department of Social Services 
which helps carers access practical information and advice and connect 
with services in their local area. 

carer leave 
Leave provided for in the National Employment Standards to allow 
employees to provide care or support to a member of the employee’s 
immediate family, or a member of the employee’s household, who requires 
care or support because of a personal illness, injury or because of an 
emergency affecting the member. 

carers hub 
Community-based hubs providing information and support for informal 
carers which can help reduce stress and feelings of isolation. 

centre-based respite 
Daytime respite delivered in a group-based setting, such as a community 
centre or residential aged care home. 

changed behaviour 
Changes in a person’s behaviour that are caused by dementia. In medical 
literature this is sometimes referred to as ‘behavioural and psychological 
symptoms of dementia’ or BPSD. 

Commonwealth Continuity of Support Programme 
A government support service for people with disability who do not qualify 
for the National Disability Insurance Scheme and are an existing client of 
state-managed specialist disability services at the time the programme 
commenced in their region. It provides accommodation support, community 
support, community access and respite services. It will be replaced 
by the Disability Support for Older Australians Program in July 2021. 

Commonwealth Home Support Programme 
An entry-level program that is intended to provide ongoing or short-term care 
and support services to older people such as help with housework, personal 
care, meals, shopping, allied health, social support and planned respite. 

Community controlled health service 
An incorporated organisation initiated by and based in a local Aboriginal 
community, governed by an Aboriginal body which is elected by the local 
Aboriginal community, and that delivers holistic and culturally appropriate 
health care. 

3216



318 

Royal Commission into Aged Care Quality and Safety  Final Report Volume 1

 

 

 

 
 

 

	 	 	 	 	 	 	 	 	
 

 
 
 

 

Community Visitors Scheme 
Australian Government scheme that arranges visits by volunteers 
to older people who use aged care services. 

Community Visitors Scheme auspices 
Organisations that receive funding from the Community Visitor Scheme 
to recruit, train and support volunteers, conduct police checks, match 
volunteers to older people receiving care, and support relationships 
between volunteers and the people they visit. 

complex health care domain 
A domain under the Aged Care Funding Instrument which assesses 
a person’s need for ongoing complex health procedures and activities. 

compulsory reporting scheme 
A scheme under the Aged Care Act 1997 (Cth) requiring approved 
providers of residential aged care to report alleged or suspected assaults 
and circumstances when a resident is absent without explanation. 
See reportable assaults. 

cottage respite 
Usually overnight respite delivered in a cottage-style or home-like setting. 

Council of Elders 
See Recommendation 9. 

Country (in relation to Aboriginal and Torres Strait Islander people) 
A term indicating interlinked concepts of people, community, culture, 
nature, history, law and land. 

Daily Accommodation Contribution 
A method of payment for residential aged care accommodation that accrues 
daily and is paid by periodic payment (as opposed to paying a Refundable 
Accommodation Contribution which is paid in a lump sum). It is a rental-
style payment to a residential aged care provider for the agreed daily cost 
of accommodation. Only partially supported residents can be asked to pay 
a Daily Accommodation Contribution. 

Daily Accommodation Payment 
A method of payment for residential aged care accommodation that accrues 
daily and is paid by periodic payment (as opposed to paying a Refundable 
Accommodation Payment which is paid in a lump sum). It is a rental-style 
payment to a residential aged care provider for the agreed daily cost of 
accommodation. Only non-supported residents can be asked to pay a 
Daily Accommodation Payment. 
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Disability Support for Older Australians Program 
An Australian Government program to replace the Commonwealth  
Continuity of Support Programme, due to commence on 1 July 2021. 

Elder (in relation to Aboriginal and Torres Strait Islander people) 
A person identified and respected as a custodian of traditional language, 
knowledge or wisdom, who has permission to speak about these;  
not necessarily defined by age. 

flexible care services 
Flexible care services include care provided through the Multi-Purpose 
Services Program, Transition Care Program, Short-Term Restorative Care 
Program and the National Aboriginal and Torres Strait Islander Flexible 
Aged Care Program. 

Forgotten Australians 
People (including former child migrants) who as children experienced care 
in institutions or outside a home setting in Australia in the twentieth century. 

former child migrants 
More than 7000 children—mainly from the United Kingdom and a small 
number from Malta—who migrated to Australia under assisted child 
migration schemes during the twentieth century and who were adopted  
or lived in children’s homes, institutions, orphanages or foster care. 

fully supported residents 
Residents of aged care facilities whose income and assets are assessed as 
falling below the means testing threshold so they do not have to contribute 
to their accommodation or care costs. 

general duty to provide high quality and safe care 
See Recommendation 14. 

General Purpose Financial Report or General Purpose Financial Statement 
An annual financial report or statement all non-government residential aged 
care providers must submit to the Australian Government. 

Home and Community Care Program 
Former program for aged care home support administered by State and 
Territory Governments. Replaced by the Commonwealth Home Support 
Programme from 2012. 
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home care 
Care consisting of a package of personal care services and other 
personal assistance provided to a person who is not being provided 
with residential care. 

Home Care Package 
See Home Care Packages Program. 

Home Care Packages Program 
An Australian Government program that provides people with in-home aged 
care services by assigning funding directly to people receiving care (rather 
than to care providers). It provides four levels of supports ranging from those 
for people with basic care needs to those for people with high care needs. 

home modifications 
In an aged care context, home modification services can include installing 
grab and shower rails, easy-to-use tap sets, hand rails, ramps and other 
mobility aids, installing an emergency alarm and other safety aids, and other 
minor renovations. 

homeless supplement 
An Australian Government payment for aged care providers who specialise 
in caring for people who are experiencing homelessness, or are at risk of 
homelessness, at the time they entered permanent residential care. 

Independent Hospital Pricing Authority 
An agency established under the National Health Reform Act 2011 (Cth) to 
determine the ‘national efficient price’ for health care services provided by 
public hospitals. 

Independent Hospital and Aged Care Pricing Authority 
See Recommendation 11. 

informal carer 
A family member or friend of an older person who provides regular, ongoing 
assistance with everyday personal activities. 

Inspector-General of Aged Care 
See Recommendation 12. 

Integrated Carer Support Service 
Ongoing Australian Department of Social Services program commenced 
1 July 2015 aiming to consolidate a wide range of carer support services. 
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interim Home Care Package 
A Home Care Package of a lower level than the one approved to be received. 

LGBTI 
Lesbian, Gay, Bisexual, Trans and Intersex. 

Local Hospital Network 
A government-funded entity established by a State or Territory Government 
to manage a single public hospital service or a small group of public hospital 
services. Local Hospital Network is the term mainly used in the report and, 
unless otherwise indicated, is inclusive of Local Health Districts, Local Health 
Networks, Hospital and Health Services, and Health Services. 

long-term care 
A term used in some overseas jurisdictions for aged care. It often also 
includes disability care. 

lump sum deposits 
See Refundable Accommodation Deposit. 

mandatory quality indicators 
See National Aged Care Mandatory Quality Indicator Program. 

Maximum Permissible Interest Rate 
An Australian Government-set maximum interest rate a residential aged care 
provider can use to calculate daily accommodation rates based on agreed 
room price. 

Multi-Purpose Services Program 
A program combining funding for aged care services from the Australian 
Government and State and Territory health services, to support small regional 
and remote communities to offer flexible aged care services. 

My Aged Care 
An Australian Government service providing a single entry-point to aged 
care. It includes a national contact centre with a single phone number, a 
website describing services, assessment forms and guidelines, centralised 
client records, and web based portals for clients, assessors and service 
providers. 

My Health Record 
A national digital health record system containing information about 
individuals’ health care assessments, procedures, treatments and 
consultations that is administered by the Australian Digital Health Agency. 
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National Aged Care Advocacy Program 
An Australian Department of Health initiative that provides free and 
confidential advocacy support to older people and their carers. 

National Aged Care Mandatory Quality Indicator Program 
A program that collects certain quality indicator data from residential aged 
care services. 

National Health Reform Agreement 
An agreement between the Australian Government and all State and Territory 
Governments under which the Australian Government contributes funds to 
State and Territories for public hospital services. 

National Prioritisation System for Home Care Packages 
A process used by the Australian Government to prioritise and allocate Home 
Care Packages to people who have been assessed eligible for a package. 
The system commenced on 27 February 2017. 

National Safety and Quality Health Service Standards 
The standards established by the Australian Commission on Safety 
and Quality in Health Care that apply to all health service providers in 
Australia, designed to protect the public from harm and improve the 
quality of service provision. 

NATSIFACP (National Aboriginal and Torres Strait Islander Flexible Aged Care 
Program) 

The program that provides flexible, block funding for provision of culturally 
safe aged care services to Aboriginal and Torres Strait Islander people in 
home, community and residential settings. 

NDIS (National Disability Insurance Scheme) 
A national scheme established by the National Disability Insurance Scheme 
Act 2013 (Cth) that provides support to eligible people with intellectual, 
physical, sensory, cognitive and psychosocial disability. 

non-supported residents 
See unsupported residents. 

partially supported residents 
Residents of aged care facilities whose income and assets are assessed 
under the means test as high enough to require them to pay for some 
of their accommodation costs, but not their care costs. 
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personal care worker 
An occupational title assigned to people who provide care to older people, 
people with disability and health care patients in a range of settings, 
including private homes, hospitals and residential aged care facilities. 
Personal care workers are not registered health practitioners. A wide variety 
of other titles are used to describe personal care workers, including personal 
care attendant, assistant in nursing, community care worker, home support 
worker and home care employee. 

Pricing Authority 
See explanation on pages 83–84 of Volume 1. 

Primary Health Network 
An administrative health region established to deliver access to primary  
care services (such as general practitioners) and coordinate with local 
hospitals to improve the overall operational efficiency of the network. 

protected person 
A person, such as a partner of an aged care resident, whose presence 
in the aged care resident’s principal residence enables that residence 
to be exempted from the aged care assets test (See s 44-26A(6) of the 
Aged Care Act 1997). 

Prudential Regulator 
See explanation on pages 83–84 of Volume 1. 

Quality Regulator 
See explanation on pages 83–84 of Volume 1. 

Quality Review 
A process of reviewing the quality of home care services, Commonwealth 
Home Support Programme services and flexible care services against the 
Aged Care Quality Standards. 

Quality Standards 
See Aged Care Quality Standards. 

Rainbow Tick 
National accreditation program for organisations committed to safe 
and inclusive practice and service delivery for the LGBTI community. 
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Refundable Accommodation Contribution 
A method of payment for residential aged care accommodation that does 
not accrue daily and is paid as a lump sum. The balance is repaid to the 
person in residential aged care when they leave that aged care residence. 
Only partially supported residents can be asked to pay a refundable 
accommodation contribution. 

Refundable Accommodation Deposit 
A method of payment for residential aged care accommodation that does 
not accrue daily and is paid as a lump sum. The balance is repaid to 
the person in residential aged care when they leave that aged care 
residence. Only unsupported residents can be asked to pay a refundable 
accommodation deposit. 

Regional Assessment Service 
An assessment service which assesses people seeking entry-level support 
at home provided under the Commonwealth Home Support Programme. 

reportable assault 
Under the compulsory reporting scheme approved providers of residential 
care must notify the police and the Aged Care Quality and Safety 
Commission of reportable assaults. A ‘reportable assault’ is defined in the 
Aged Care Act 1997 (Cth) as unlawful sexual contact, an unreasonable  
use of force, or an assault specified in the Accountability Principles and  
constituting an offence against a law of the Commonwealth or a State  
or Territory that is inflicted on a person receiving aged care services. 

reportable incident 
National Disability Insurance Scheme providers must notify the NDIS 
Commission of all reportable incidents. A ‘reportable incident’ is defined  
in the National Disability Insurance Scheme Act 2013 (Cth) as including  
the death, serious injury, abuse or neglect, of a person with disability. 

residential aged care 
An Australian Government-funded and regulated service under the 
Aged Care Act 1997 (Cth) that provides accommodation and aged 
care to people requiring ongoing health and nursing care. 

Resource Utilisation and Classification Study (RUCS) 
A national study undertaken by the Australian Health Services Research 
Institute at the University of Wollongong (and commissioned by the  
Australian Department of Health) to: consider the cost of aged care; 
determine which characteristics of residents and services drive costs;  
create a new assessment, classification and funding model (see Australian 
National Aged Care Classification); and develop an assessment tool. 

3223



325 

Glossary

 
 

 
 

 
 

 

 

respite care 
Short-term support and care services for older people and their carers. 
The services can be provided in the home, in cottages, in residential 
facilities, or in purpose-built facilities. 

Review Audit 
An onsite assessment of the quality of care and services provided to people 
receiving aged care by an accredited service, conducted by the Aged Care 
Quality and Safety Commissioner. 

Serious Incident Response Scheme 
An Australian Government scheme intended to commence in 2021 for 
the reporting of abuse and neglect in residential aged care. It will replace 
the compulsory reporting scheme. 

Short-term Restorative Care Programme 
A flexible care service program that provides care and services to  
a person for up to eight weeks to help improve their physical functioning, 
wellbeing and independence. 

site audit 
An unannounced comprehensive performance assessment against 
the Quality Standards undertaken for the purpose of informing a 
decision whether to re-accredit a residential aged care service. 

Specialist Disability Accommodation 
Accommodation for people with disability, generally with extreme functional 
impairment or high care needs, funded through a separate component 
of the National Disability Insurance Scheme. 

stewardship 
Conducting, supervising or managing something:  the careful and 
responsible management of something entrusted to one’s care. 

Stolen Generations 
Aboriginal and Torres Strait Islander people who as children were removed 
from their families by Australian Government and State Government agencies 
and church missions. 

supported residents 
Residents of aged care facilities whose income and assets are assessed as 
falling below the means testing threshold so they do not have to contribute 
to their care costs. 
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System Governor 
See explanation on pages 83–84 of Volume 1. 

Transition Care Programme 
A short-term aged care program to support older people recover after 
a hospital stay. It can be provided in residential aged care, in a person’s 
home or in the community. 

unsupported residents 
Residents of aged care facilities who pay the full cost of their 
accommodation and contribute to their care costs because their income 
and assets are over the means tested threshold. 

Veterans’ Supplement 
A supplement payable to aged care providers who care for veterans 
with service-related mental health conditions.  

Viability Supplement 
An additional payment the Australian Government makes to eligible aged 
care providers to assist with the additional cost of providing services in 
remote and some regional areas and to particular disadvantaged groups. 

younger person in residential aged care 
See Chapter 11 of Volume 3. 
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Introduction to Volume 2 
In this volume, we focus on the current aged care system. We outline the key structures 
and services within the current system. We identify circumstances where older people  
have had difficulty in accessing those services. We consider the standard of aged care, 
and the circumstances in which it falls short. Building on that, we identify systemic 
problems in Australian aged care. 

Central to this volume is our obligation, under our Terms of Reference, to inquire into: 

the quality of aged care services provided to Australians and the extent to which those services 
meet the needs of people accessing them, the extent of substandard care being provided, 
including mistreatment and all forms of abuse, the causes of any systemic failures, and any 
actions that should be taken in response.1 

This, our Final Report, is generally about the future: tomorrow, a decade from now, twenty 
years from now, and beyond. It is about setting a course for a new aged care system. 
It is also about recognising the complex interconnections between the many elements 
of the aged care system and between the aged care system and other systems. 

Volume 3 of this report focuses on solutions—our recommendations for action in response 
to the problems we identify. To arrive at those recommendations, we need to understand 
the aged care system as it exists today, including the problems in the system. That is the 
purpose of this volume. 

The problems we identify in this volume are widespread, and hence systemic. Our focus 
is not on simple error. We have heard about failures in the delivery of aged care caused 
by accident, mistake and human error. These may occur in any system despite excellent 
governance and systemic design, good policy, thorough training, adequate staffing and  
the best of intentions. Isolated errors may result in unnecessary suffering, even tragedy,  
but they are not the primary focus of our inquiry. 

Systemic failures are serious and recurrent failures: they stem from problems inherent in 
the system. They may be caused by faults embedded in its structural design, or the lack 
of any discernible design. They may be caused by funding, policy, cultural or operational 
issues. Commissioner Briggs notes they may also be caused by a lack of focus on 
purpose, values and mission. The common characteristic of the problems we identify  
is that, in our view, they significantly and consistently contribute to the system failing  
to deliver high quality care and support to older people. 

Systemic problems must be thoroughly understood if they are to be effectively corrected. 
It is possible to simply list every error or fault. But faults are not necessarily causes, let 
alone the root causes of systemic failures. Issues identified as problems or failures may 
be the inescapable results of government policy decisions and under-funding. Poor policy, 
honestly and diligently administered, may cause serious but unintended consequences. 
Persisting with poor policy, in ignorance of its effect or in the face of clear evidence  
of its failure, is another matter. 
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Competing interests and needs converge within the aged care system. What is needed  
is a deep understanding of—and, at times, empathy for—the difficulties experienced 
by various actors within the system, while remembering that the system’s pre-eminent 
purpose is to facilitate high quality, safe and compassionate care for older people. 
Commissioner Briggs observes that it should not, of course, be forgotten that all providers 
of aged care have particular responsibilities to provide high quality and safe aged care,  
and they need to attend to those responsibilities vigilantly. 

This volume concentrates necessarily on negatives but not everything about Australia’s 
aged care system is bad. It is important to bear in mind the many good things done, 
frequently by carers within the system who labour for relatively little reward, doing the 
best they can. We heard from Ms EA, whose partner, Ms EB, suffered from younger 
onset Alzheimer’s disease. Ms EA paid honour to the thoughtful and sensitive care 
that Ms EB received. Ms EB’s statement was motivated by a desire, and a conviction 
that Ms EA would share this desire, ‘to contribute to building the knowledge of the 
Royal Commission about what good care and good work looks like’.2 

Ms Elsie Scott described how her residential care was not provided in a bulk institutional 
setting but in one of several individual houses, each with a small number of people living 
together: ‘I live here, happily, because I am just old. I turn 90 this year, with gratitude’.3 

In her view, the familial form of residential care she enjoyed is ‘light years ahead in 
concept and reality’.4 

We also heard from aged care workers who were passionate about their work and 
genuinely respected and cared for the people they supported. Ms Sharai Johnson, Aged 
Care Coordinator at Larrakia Nation Aboriginal Corporation in the Northern Territory, 
described the personal rewards she experienced when one of Larrakia Nation’s social 
support programs produced positive outcomes for their clients with dementia: 

And what we’ve found with clients of ours who have dementia is taking them out of their 
homes into public places or places that would be fairly familiar to them and it brings 
back positive memories of theirs that they wouldn’t generally discuss on a daily basis. 
So reminiscing about things in their past, people that they have met, being in a certain 
place could remind them of what they were doing at a certain time in their lives. It has 
been a wonderful experience to watch a lot of our clients show positive—positive signs. 
So that’s because we have had such a positive outcome in doing that that’s something 
that we are now providing regularly and it has been great.5 

Ms Michelle McCall, Aged and Disability Program Manager at Larrakia Nation Aboriginal 
Corporation, agreed. She said that the social support program had resulted in a ‘stark 
improvement’ in an older person who had previously displayed significant complex 
behaviour on a daily basis: ‘we can’t remember the last time that client actually had 
a complex behaviour issue’.6 
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We are profoundly grateful for the opportunity to learn from the direct experiences of older 
people, their families and carers, and aged care workers. These positives, set in balance 
with the negatives, provide an encouraging start to building a better system. They are 
concrete examples of what works well. The formulation of practical recommendations 
depends on developing insights into how aged care can work better. That is the purpose 
of this volume. 

It is necessary for us to focus on problems in the aged care system from different 
perspectives. In Chapter One, we describe the current aged care system and identify 
key changes since the inception of this current system in 1997. This is a descriptive 
chapter, providing the context for the following chapters and the report as a whole. 

In Chapter 2, we describe problems older people and their carers have in accessing the 
care and support they need. The ability to access the aged care system is a prerequisite 
for receiving high quality care. Here, we identify three areas where there are problems of 
access. First, different parts of the aged care system are difficult to access. This includes 
difficulties: entering aged care through My Aged Care; accessing the right type of home 
care services when it is needed; problems accessing respite care; and problems accessing 
allied health across the system. Second, we identify inequities of access for people with 
diverse characteristics, backgrounds and experiences, including people in regional, rural 
and remote Australia and Aboriginal and Torres Strait Islander people. Third, we look at 
issues of access that are dependent on other systems and programs, such as health care 
or disability services. 

In Chapter 3, we outline our conclusions about the nature and extent of substandard care. 
We give voice to the personal experiences of people who have provided and received care 
to understand the common stories of the substandard care they receive. This can include 
abuse and inappropriate use of restrictive practices. It can also occur in the provision 
of complex care, such as dementia care, mental health care and palliative and end-of-
life care. We also identify the nature of poor care in routine care, such as in the care for 
wounds, oral health, and food and nutrition. We then turn to exploring what the available 
data can tell us about the extent of substandard care. The data is variable, inconsistent 
and often of poor quality. It does not build on a clear understanding of substandard or 
high quality care. Viewed as a whole, however, it tells a story of unacceptably high levels 
of substandard care. We conclude that the number of people who have experienced 
substandard care is inexcusably high. 

In Chapter 4, we identify the contributing factors to poor quality and safety in the current 
system. We outline numerous systemic problems in the aged care system, in the areas 
of funding and finance, system governance and leadership, workforce, culture, policy, 
and interactions with other systems. The extent of these problems necessitates a 
comprehensive overhaul of the aged care system. The existing piecemeal approach  
is not sufficient. 

The aged care system exists to provide care for people in older age: our grandparents, 
parents, partners, wives and husbands, our entire extended family and friends, 
and, ultimately, ourselves and our descendants. It can, and must, be better. 

3240



4 

Royal Commission into Aged Care Quality and Safety  Final Report Volume 2

1 Commonwealth of Australia, Letters Patent, 6 December 2018, paragraph (a). 
2 Transcript, Perth Hearing, EA, 25 June 2019 at T2426.7–10. 
3 Exhibit 6-51, Darwin and Cairns Hearing, Statement of Elsie Scott, 17 July 2019, WIT.0266.0001.0001 at 0004 [32]. 
4 Exhibit 6-51, Darwin and Cairns Hearing, Statement of Elsie Scott, 17 July 2019, WIT.0266.0001.0001 at 0004 [32]. 
5 Transcript, Darwin Hearing, Sharai Johnson, 12 July 2019 at T3427.7–15. 
6 Transcript, Darwin Hearing, Michelle McCall, 12 July 2019 at T3427.7–15; T3428.1–5. 

Endnotes 

3241



 
 

 
 

 

1.  The Current System 
1.1  Introduction 
The Australian aged care system provides subsidised care and support through a range 
of services to older people. It has evolved over time, including during our inquiry. Some 
changes to the system have been far-reaching and others incremental, but all have 
contributed to the piecemeal development of the aged care system. It is evident that 
the current system is complex and difficult to navigate. These factors have hindered the 
smooth administration of the system. They have made it more difficult to provide high 
quality and safe services. Critically, they have operated as a barrier to those seeking  
to access aged care services. 

The Interim Report and Background Paper 2 discuss in detail the demographic factors 
affecting aged care. In summary, the aged care sector is facing an ageing population 
with increasing frailty. Australians are living longer than ever before. It is projected 
that the number of Australians aged 85 years and over will continue to increase, 
from 515,700 in 2018–19 (2.0% of the Australian population) to more than 1.5 million 
by 2058 (3.7% of the Australian population).1 

Although the projected increases are significant, it is important to note that the rates of 
increase in the absolute number of Australians aged 85 years and over, and in the share 
of the Australian population aged 85 years or older, will both be lower in the next 40 years 
than in the last 40 years. The share of the Australian population aged 85 years or older will 
increase by 83% in the next 40 years, compared with 216% in the last 40 years. Hence, 
although the magnitude of population ageing is such that there will have to be significant 
adjustments to the Australian economy and systems that support older people over the 
next 40 years, the size of these are unlikely to be any greater than those that have occurred 
over the last 40 years.2 

In 2019, there were 4.2 working age (15–64 years) people for every Australian aged 65 
years or over. By 2058, this will have decreased to 3.1.3 This decline has implications not 
only for the financing of the aged care sector, but also for the aged care workforce. There 
will be relatively fewer workers available to pay taxes to fund the aged care system and 
to meet the growing demand for services.4 Again, although this is a significant change, 
it is not insurmountable. In particular, the magnitude of the decrease over the next four 
decades is smaller than that which occurred over the last four decades, noting that the 
ratio of working age people to Australians aged 65 years or over was 7.0 in 1978.5 

With advanced age comes greater frailty. Older people are more likely to have more than 
one health condition (comorbidity) as their life expectancy increases.6 As the population of 
older people increases, more people are expected to have memory and mobility disorders. 
About 550,000 to 559,000 Australians are expected to be living with dementia by 2030 
compared to the estimated 400,000 to 459,000 Australians who were living with dementia 
in 2020.7 These changing demographics, together with changes in the patterns of disease 
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and dependency, and in the expectations of older people and society, will affect the future 
demand for aged care in a number of ways, including: the length of stay in residential aged 
care; the type of care that will be required; the increase in care needs; the demand for  
a variety of care choices; and the desire of older people to remain in their own homes  
for as long as possible. 

Our report is necessarily focused on the future. But to appreciate the recommendations 
we make, it is necessary to understand the aged care system as it existed during our 
inquiry, and how it came to be what it is. In this chapter, we describe the fundamental 
elements of the current aged care system. In the rest of this volume, we turn our attention 
to deficiencies and systemic flaws in the current system. 

1.2  What is aged care? 
Aged care is not a single service. It is a large and complex system that includes a range 
of programs and policies designed to support older people.8 It is one of Australia’s largest 
service industries and represented more than 1.6% of the gross domestic product in 
2018–19.9 In that year, services were delivered to around 1.3 million people through over 
3200 aged care providers.10 In 2016, there were over 366,000 paid workers and 68,000 
volunteers in the sector.11 

The care that is provided ranges from low-level support to more intensive services. 
Aged care includes: 

• assistance with everyday living activities, such as cleaning, laundry, 
shopping, meals and social participation 

• equipment and home modifications, such as handrails 

• personal care, such as help getting dressed, eating and going to the toilet 

• health care, including nursing and allied health care 

• accommodation.12 

Aged care is provided in people’s homes, in the community and in residential aged care 
settings. People commonly think of nursing homes, or residential care, when they think 
about aged care.13 While the bulk of the aged care budget is spent on residential aged 
care, more than two-thirds of people using aged care services do so from home.14 

Aged care services are funded by the Australian Government, the States and Territories 
and by individuals. Australian Government outlays include expenditure administered by 
the Department of Health (home support, home care, residential aged care, flexible care) 
and the Department of Veterans’ Affairs (Veterans’ Home Care and Community Nursing). 
In 2018–19, which is the last year for which all data is currently available, a total of $27.0 
billion was spent on aged care, including $19.9 billion by the Australian Government (see 
Table 1). This means that total expenditure on aged care from all sources in 2018–19 
(excluding spending on carer support) accounted for 1.4% of gross domestic product.15 
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Table 1. Expenditure on aged care from all sources 2018–19 

Area of  
expenditure

 Australian  
Government 

State and  
Territory 
Governments 

Individuals Others Total   
$m 

Assessment and 
information services 

229.7 229.7 

Home support services 3432.8 252.0 3684.8 

Home care 2469.3 107.0 74.5 2650.8 

Residential care 13,015.3 179.2 5160.3 1137.1 19,491.9 

Residential 
care capital 

78.1 79.6 157.7 

Flexible care services 519.4 117.9 637.4 

Aged care quality 146.9 146.9 

Total expenditure 
on aged care 

19,891.1 258.8 5637.2 1211.6 26,999.2 

Source: Exhibit 21-1, Sydney Hearing 5, general tender bundle, tab 134, RCD.9999.0530.0002. 

It is also important to note, for context, that aged care is not the only form of government 
assistance provided to older people. In 2017–18, the Australian Government spent 
$97.8 billion on care and support for older people, which represented 21.4% of all 
Australian Government expenditure.16 As well as expenditure on aged care and support 
for carers of older Australians, this includes income support and concessions for older 
people and expenditure on health care for older people. 

1.2.1 Historical development of aged care 
Australia’s aged care system has developed in an ad hoc and piecemeal way over 
time, reflecting the circumstances and concerns of the day. Until the second half of the 
nineteenth century, the prevailing view in Australia was that families were responsible 
for providing care for older people. Older people without family support, or whose care 
needs exceeded their family’s capacity, had few options except to live in ‘asylums for 
the destitute’.17 Towards the end of the nineteenth century, a number of official inquiries 
investigated the conditions of older people living in these asylums and found them 
unsatisfactory.18 A desire to provide a non-institutional way of supporting older people 
led to the introduction of old-age pensions.19 By 1909, the Australian Government had 
taken responsibility for payments under the non-contributory Old-Age Pension Program.20 

Australia’s old-age pension was means tested and paid at the age of 65 years, or 60 years 
for women and for people who were permanently incapacitated for work. At this time, 
men had a life expectancy of 55 years and women 59 years.21 
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Until the Second World War, income support was the primary contribution that the 
Australian Government made to older people. During the war, and in the decade following, 
the Government started to subsidise health care, such as through a Pharmaceutical 
Benefits Scheme to subsidise the cost of medicines.22 In 1954, with the introduction of 
the Aged Persons Homes Act 1954 (Cth), the Australian Government began supporting 
accommodation for older people by providing capital grants to religious and charitable 
organisations to cover the costs of building ‘homes for the aged’.23 In 1956, the Australian 
Government first became involved in community care by providing assistance to home 
nursing organisations.24 In the late 1960s, it began to provide grants to State and 
Territory Governments to support the delivery of care services into people’s homes 
and in the community.25 

In 1963, the Australian Government began to pay a subsidy for care services to approved 
nursing homes for each qualified resident.26 Known as the Nursing Home Benefit, 
this resulted in a shift away from hospitals and asylums looking after older people 
to an ‘immediate and dramatic increase in the provision of nursing home care’.27 

In 1970, a review found that the care needs of almost 25% of residents were not high 
enough to warrant their admission to a nursing home.28 In an effort to control the expansion 
of nursing home beds, the Australian Government ‘introduced growth and admission 
controls, and fee control arrangements’ such as the Participating Nursing Home Scheme.29 

In that scheme, the resident paid fees and the Government made a contribution. The 
maximum level of fees paid by a resident was 87.5% of the sum of the maximum age 
pension and rent assistance.30 

The Australian Government also made changes to address the issue of nursing homes 
being used by people who did not need them. It did this through providing recurrent 
support for another level of residential care through the payment of Personal Care Subsidy 
to the residents of approved hostels. This change was made to enable frail older people 
who might otherwise enter nursing homes to continue to live in more homelike conditions, 
with lower costs both for them and for the Australian Government.31 

The Aged Persons Hostels Act 1972 (Cth) responded to a shortage of suitable 
accommodation for older people. The Honourable William Wentworth, the then Minister 
for Social Services, explained that the primary intention for the Act was to ‘stimulate the 
building of additional hostel accommodation in order to reduce admissions to nursing 
accommodation of people who have no real medical need for nursing care’.32 

In 1972, the Australian Government introduced a Domiciliary Nursing Home Benefit 
to support carers to care for older people in their own homes.33 

The Australian Government introduced the Deficit Financed Nursing Home Scheme 
in 1975. Through this scheme it provided ‘recurrent funding for nursing homes operated 
by non-profit religious, charitable or benevolent organisations’.34 
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In the mid-1980s, there were major changes to aged care following a 1982 review of 
aged care, known as the McLeay Report. In 1985, in response to the McLeay report, 
the Australian Government and the State and Territory Governments brought together 
disparate existing community-based services into a single jointly-funded Home and 
Community Care Program. The program provided a range of support services, such 
as ‘home help or personal care’, ‘home maintenance or modification’, transport, 
meals, ‘community respite’, a ‘community paramedical service’, ‘community nursing’, 
‘assessment or referral’ and education, information and coordination.35 One objective of 
the consolidation was to promote a comprehensive range of care services to enhance the 
independence of older people and, as the Act put it, ‘avoid their premature or inappropriate 
admission to long term residential care’.36 

In 1986, the Australian Government introduced multidisciplinary geriatric assessment 
teams. The teams assessed a person’s care needs to determine whether it was appropriate 
for the person to enter a nursing home.37 These were the forerunners of the current Aged 
Care Assessment Teams. Prior to this, there was no satisfactory way to assess people’s 
care needs.38 

Also in 1986, the Australian Department of Community Services conducted a Nursing 
Homes and Hostels Programs Review. The review found that the significant expansion of 
nursing homes and hostels that followed the introduction of the nursing home benefits in 
1963 was largely ‘unseen, unplanned and unco-ordinated’ by the Australian Government.39 

The review made recommendations aimed at ‘redistributing resources away from intensive 
residential care towards a higher quality of care in less institutionalised hostel settings or 
through enhance community services’.40 It also recommended that there should be ratios 
set for new places in hostels and nursing homes.41 This would set a target on the number 
of aged care places subsidised by the Australian Government. 

The Australian Government adopted this recommendation. It set an initial target ratio 
of 100 residential aged care places, comprised of 40 nursing home places and 60 
hostel places, for every 1000 people aged 70 years or over.42 Over time, the Australian 
Government used the target ratio to rebalance what it considered to be an excessive 
reliance on nursing homes. This reduced the number of nursing home beds from 
67 per 1000 in 1985 to 51 in 1995, and increased hostels from 33 per 1000 in 1985 
to 43 in 1995.43 

In 1987, the Australian Government introduced specific outcome standards and quality of 
care requirements for nursing homes to address inadequate quality of care and quality of 
life. It also, in the same year, introduced uniform funding for costs across nursing homes to 
encourage efficiency, and nursing homes were allowed to retain unspent funds as profit.44 

In 1991, standards monitoring was introduced for hostels.45 
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In 1988, the Australian Government introduced resident classifications as a way of directly 
linking nursing home benefits with the level of a resident’s need. These classifications also 
created an incentive for nursing homes to admit the frailest older people, due to the higher 
level of funding attached to higher categories of care need.46 

Following a review in 1989, Ms Chris Ronalds recommended a series of initiatives aimed 
at promoting the rights of older people, which were implemented. This included a charter 
of residents’ rights, phased introduction of advocacy mechanisms and a Community 
Visitors Scheme.47 

In the 1992–93 Budget, the Australian Government introduced the Respite for Carers 
Program. In 1996, the program was changed to the National Respite for Carers Program. 
This program facilitated access for carers to respite services, information and other 
support or assistance. It provided grants for respite services and a national network 
of ‘Carer Respite Centres’ and ‘Carer Resource Centres’.48 These forms of respite care 
are now provided under the Commonwealth Home Support Programme. Respite care 
is also provided in residential aged care facilities. 

The provision of care services for older people at home increased in the early- to mid-
1990s. In 1992, the Australian Government introduced Community Aged Care Packages.49 

Expenditure on Community Aged Care Packages was $3.3 million in 1992–93.50 From 
1993, an intensive package of care services was trialled in South Australia. It was 
introduced nationally in 1997 as the Extended Aged Care at Home Program. The Australian 
Government intended these packages as an alternative to nursing home care.51 

In the 1996–97 Budget, the Australian Government announced a major structural change 
to aged care. The Aged Care Bill 1997 was introduced. The Bill replaced the provisions of 
the National Health Act 1953 (Cth) and the Aged or Disabled Persons Care Act 1954 (Cth) 
under which nursing homes and hostels were administered. The Aged Care Act 1997 (Cth) 
came into force on 1 October 1997. It made fundamental changes and set the foundation 
for the current aged care system, including combining hostels and nursing homes into 
what became known as residential aged care. This change meant a person could stay in 
one location as their care needs increased—or ‘age in place’, as it has become known. 
Previously, there had been complaints from providers that the people in hostels had become 
increasingly dependent—in some cases, more so than those in nursing homes—and that 
the level of government funding was not adequate to meet their increased care needs.52 

Internal quality assurance measures were replaced with external accreditation.53 In 1998, 
the Aged Care Standards and Accreditation Agency started managing accreditation, which 
was linked to payment of government subsidies.54 From 2001, services that were not 
accredited did not receive government subsidises. 

People who entered residential aged care after 1 March 1998 were subject to income 
testing, as a result of which some residents were required to pay additional income tested 
care fees. All residents were required to pay daily fees as a contribution to daily costs  
of living, such as nursing and personal care, meals, and heating and cooling.55 High-care 
residents with sufficient means were required to pay a daily accommodation charge as 
well as the Basic Daily Fee.56 
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The Aged Care Act also introduced refundable accommodation bonds for people receiving 
low-level care, in line with the entry contribution arrangements that had existed in hostels 
before the reforms.57 A refundable accommodation ‘bond’ or ‘deposit’ is a lump sum 
payment for accommodation in residential aged care. It effectively acts as a loan from 
a resident to an aged care provider. 

Care at home continued to increase during the late 1990s. The Community Aged 
Care Packages program grew steadily. The Australian National Audit Office indicated 
this program was a cost-effective option, being one-third of the equivalent residential 
care subsidy.58 In 2000–01, the Australian Government expanded the Extended Aged 
Care at Home packages program to 290 packages.59 In 2006, Extended Aged Care at 
Home Dementia Packages provided higher funding for people with the behavioural and 
psychological symptoms of dementia.60 

The Australian Government introduced Home Care Packages into the target ratio in the 
early 1990s. The Government took two of the hostel places and allocated them to Home 
Care Packages, but kept the target the same.61 In the mid- to late-2000s, the Government 
increased the target ratio a number of times. This increased the number of actual care 
places. In 2004, the target ratio increased to 108 per 1000 people aged 70 years and over. 
In 2007, it increased to 113. In 2012, it was adjusted to increase progressively to 125 
operational places by 2022. Home care has gradually increased as a proportion of the 
overall target provision ratio since that time.62 

In 2011, under the National Health Reform Agreement, the State and Territory Governments 
and the Australian Government agreed that the Australian Government would take full 
responsibility for the public funding of aged care.63 In 2012, the Australian Government 
assumed funding, policy and administrative responsibility for older people using the Home 
and Community Care program in all States and Territories, except Victoria and Western 
Australia.64 Victoria joined in 2016 and it was fully implemented in 2018 when Western 
Australia joined the national framework.65 This change meant that, for the first time, the 
Australian Government controlled all policy, administration, funding and planning for all 
aged care services. 

In 2011, the Productivity Commission finalised its review into the aged care system. 
It concluded that the aged care system required ‘fundamental reform’ to address the 
challenges facing it.66 The Productivity Commission found that the aged care system 
was difficult to navigate, services and consumer choice were limited, quality was variable, 
and the coverage of needs, pricing, subsidies and user contributions were inconsistent 
or inequitable.67 
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The Australian Government introduced significant changes in 2012, under the 
‘Living Longer. Living Better’ package.68 Key changes included introduction of: 

• a single point of entry to the aged care system through the establishment of 
My Aged Care69 

• home care to replace community aged care packages and certain types of flexible 
care delivered in the home, including a decision to introduce more levels of Home 
Care Packages. This was provided on a ‘consumer directed care’ basis, which 
means, in this context, that people receiving care receive an individual budget 
which allows them to decide what type of care and services they purchase and 
who delivers those services.70 

In 2015, the Commonwealth Home Support Programme was introduced. It consolidated 
the Commonwealth Home and Community Care Program, the planned respite component 
of the National Respite for Carers Program, the Day Therapy Centres Program, and the 
Assistance with Care and Housing for the Aged Program.71 The Home and Community 
Care programs in Victoria and Western Australia transitioned to the Commonwealth Home 
Support Programme in 2016 and 2018 respectively.72 From 2017, Home Care Package 
funding was allocated to older people receiving care, rather than providers. 

While there have been changes to the system in the last 25 years, including a continued 
rebalancing of the system towards home care, the broad architecture of the system as 
it is in 2021 has its foundations in the 1997 changes, as well as the 2012 ‘Living Longer. 
Living Better’ package of reforms. 

1.3 Accessing aged care 
Eligibility for aged care depends on an assessment of whether someone needs care 
services. While there is no formal age of eligibility in the Aged Care Act, generally a person 
needs to be aged 65 years or older to receive government-subsidised aged care services. 
Aboriginal and Torres Strait Islander people can access aged care services from the age of 
50 years. People aged under 65 years who are facing homelessness may also be able to 
access some aged care services.73 A person who is not an aged person can only be found 
eligible for aged care if ‘there are no other care facilities or care services more appropriate 
to meet the person’s needs’.74 
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1.3.1 Allocating places 
The Australian Government uses what is now called the ‘Aged Care Target Provision Ratio’ 
to control the supply of subsidised aged care places. The ratio caps the number of aged 
care places available in Home Care Packages, residential care and restorative aged care. 
For 2022, the overall Target Provision Ratio is 125 aged care places per 1000 people 
aged over 70 years of age. Home Care Packages are increasing as a proportion of the 
Target Provision Ratio. Between 2012 and 2022, the target for Home Care Packages will 
increase from 27 to 45 places per 1000 people aged over 70 years. In contrast, the ratio for 
residential care will reduce from 86 to 78 places per 1000 people aged over 70 years. The 
remaining two places are for the Short-Term Restorative Care Programme.75 

Residential aged care places are allocated to approved providers through a process 
called the Aged Care Approvals Round. This is a competitive application process under 
which approved aged care providers apply for new or additional Australian Government-
funded residential and restorative aged care places.76 In the 2018–19 Aged Care Approvals 
Round, the Australian Government allocated 13,500 new residential aged care places.77 

Applications were received for a total of 37,802 residential aged care places.78 

The Australian Government also allocated 775 short-term restorative care places in the 
2018-19 Aged Care Approvals Round. These were expected to take effect in 2018–19 
(350 places) and 2019–20 (425 places). Applications were received for 11,289 short-term 
restorative care places.79 

There was no Aged Care Approvals Round in 2019–20 and the 2020 process was 
postponed due to the COVID-19 pandemic. Applications opened on 18 December 2020, 
for 2000 residential aged care places and 1028 short-term restorative care places.80 

Since February 2017, Home Care Package places are not included in the approval 
rounds, although the Australian Government still manages the supply of these services. 
People who are approved to receive a Home Care Package are placed on the National 
Prioritisation System, which is a queue for services based on when they applied for a 
Home Care Package, their level of need, and their assessed priority for services.81 As 
at 30 June 2020, about 142,000 people were receiving a Home Care Package.82 While 
the number of packages may increase each year, the total number of packages at each 
funding level is capped in line with the Target Provision Ratio and the available budget.83 

Approximately 1.3 million people accessed Australian Government-funded aged care 
services in 2018–19.84 The most commonly used service was the Commonwealth Home 
Support Programme (about 841,000 people), followed by residential aged care (about 
243,000 people) and Home Care Packages (about 133,000 people)—see Table 2.85 (It is 
notable that between 2013–14 and 2018–19, the number of people receiving Home Care 
Packages increased by 60%. We discuss this increase below. 
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Table 2. Number of people cared for by residential aged care,
home care, and home support between 2013–14 and 2018–1986 

2013–14 2014–15 2015–16 2016–17 2017–18 2018–19 
Increase  
(2013–14  
to 2018–19) 

Residential  
aged care  

231,515  
(21.2%) 

231,255  
(20.5%) 

234,931  
(18.8%) 

239,379  
(21.3%) 

241,723  
(20.0%) 

242,612  
(19.9%) 

4.8% 

Home Care  
Package 

83,144  
(7.6%) 

83,838  
(7.4%) 

88,875  
(7.1%) 

97,516  
(8.7%) 

116,843  
(9.7%) 

133,439  
(11%) 

60.5% 

Home  
support  *

775,959  
(71.1%) 

812,384  
(72.1%) 

925,432   
(74.1%) 

** 784,927  
(70.0%) 

847,534  
(70.3%) 

840,984
(69.1%) 

***  8.4% 

Sources: The Aged Care Financing Authority’s third and eighth annual reports on funding and financing  
of the aged care sector. 

* including Commonwealth Home Support Programme and the Commonwealth, Victorian and Western 
Australian Home and Community Care program 

** Home support users for 2015–16 were likely overstated.87 

*** Commonwealth Home Support Programme client numbers for 2018–19 are not perfectly comparable 
with home support client numbers reported for previous years, which combine Commonwealth Home Support 
Programme client counts with the Home and Community Care programs that operated in Victoria and Western 
Australia. These Home and Community Care programs have now ceased providing aged care. The methods 
used to collect data and measure client numbers are different across programs, 
and any comparisons over time should be treated with caution.88 

On 30 June 2020, the total number of flexible care places, under the various flexible  
care programs outlined in Table 3, was just over 10,000. 

Table 	3. 	Number 	of 	flexible 	care 	places 	as 	at 	30 	June 	each 	year	 
from 2014 to 202089 

2014 2015 2016 2017 2018 2019 2020 

Transition care 4000 4000 4000 4019 4060 4060 4180 

Short-term  
restorative care 

N/A N/A N/A 400 475 825 1241 

Multi-Purpose  
Service  

3525 3545 3592 3636 3624 3646 3668 

Innovative care 92 84 7590 62 54 41 36 

NATSIFACP  739 802 820 820 860 1072 1264 

Total 8356 8431 8487 8937 9073 9644 10,389 

Sources: Data collated from 2013–14 Report on the Operation of the Aged Care Act 1997 to the 2019–20 
Report on the Aged Care Act 1997 inclusive. 
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1.3.2  People with diverse backgrounds 
An object of the Aged Care Act is ‘to facilitate access to aged care services by those 
who need them, regardless of race, culture, language, gender, economic circumstance 
or geographic location’.91 Section 11-3 of the Aged Care Act gives effect to this object, 
listing the following groups as having ‘special needs’: 

• people from Aboriginal and Torres Strait Islander communities 

• people from culturally and linguistically diverse backgrounds 

• people who live in ‘rural or remote’ areas 

• people who are financially or socially disadvantaged 

• veterans 

• people who are homeless or at risk of becoming homeless 

• care leavers 

• parents separated from their children by forced adoption or removal 

• lesbian, gay, bisexual, transgender and intersex people.92 

The Secretary of the Australian Department of Health is required to take into consideration 
the particular needs of these groups of people when planning and allocating aged care 
places.93 The Department also takes these groups into consideration for the payment of 
flexible care subsidies.94 

The same diversity groups are also recognised through the Commonwealth Home 
Support Programme Guidelines and in the Aged Care Diversity Framework. These 
documents also mention other diverse communities, including people with disability, 
people with mental health problems and mental illness, and people living with cognitive 
impairment, including dementia.95 

1.3.3 My Aged Care 
To access Australian Government-subsidised aged care, people use the single entry 
point known as My Aged Care. My Aged Care is a contact centre and website, with no 
local ‘shopfront’ or physical infrastructure. My Aged Care provides information on aged 
care and helps people find appropriate care services in their local area. My Aged Care 
is also responsible for referring people for assessment of their eligibility for Australian 
Government-subsidised aged care services. Such an assessment determines the level 
of care and support for which the person may be eligible.96 

My Aged Care is administered by the Australian Department of Health. In 2019–20, the 
My Aged Care contact centre answered about 1.5 million calls and the website had about 
four million visits.97 
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1.3.4  Assessing eligibility 
When a person wants to access aged care services that are subsidised by the Australian 
Government, they first undergo an eligibility check. Typically, an older person, or their 
family member or carer, will have an initial conversation with a staff member from the 
national My Aged Care contact centre. The My Aged Care staff member will usually 
ask questions about the person’s health, current support, and how they are managing 
at home.98 

If a My Aged Care employee decides that a person is eligible for aged care services, that 
person is referred for a face-to-face assessment. This is generally done at the person’s 
home or in a hospital for those who are hospitalised and need an urgent assessment.99 

The Regional Assessment Service assesses people seeking entry-level support at home 
provided under the Commonwealth Home Support Programme. In 2019–20, the Australian 
Government allocated funding of about $114.4 million for 17 Regional Assessment Service 
providers to deliver assessment services in all States and Territories. In 2019–20, those 
service providers completed almost 243,000 assessments.100 

Aged Care Assessment Teams undertake comprehensive assessments to determine 
eligibility for residential aged care, transition care, Home Care Packages and residential 
respite care. The Australian Government engages State and Territory Governments to 
manage and administer Aged Care Assessment Teams. In 2019–20, about $129 million 
was allocated to 80 Aged Care Assessment Teams to deliver these comprehensive 
assessments. In 2019–20, Aged Care Assessment Teams completed close to 187,000 
assessments.101 

1.4  What care is available? 
The aged care system offers care under three key types of service: the Commonwealth 
Home Support Programme, Home Care Packages and residential care. There are also 
several models of flexible care available to people receiving aged care and, in some 
circumstances, their carers. We provide an overview of these below. 

1.4.1  Care at home 
There are two main programs through which care and support for older people is provided 
to help them continue living in their homes. Depending on their care needs, a person 
can access services through the Commonwealth Home Support Programme or through 
a Home Care Package, or both. 
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Commonwealth Home Support Programme 
The majority of older people who receive support services at home do so through the 
Commonwealth Home Support Programme. An Australian Institute of Health and Welfare 
study found that 76% of people accessing aged care used this program before any 
other aged care program.102 In 2019–20, the Commonwealth Home Support Programme 
provided support to about 839,000 people. The average age of access to the programme 
was 80.1 years.103 

The Commonwealth Home Support Programme is intended to provide entry-level services 
focused on supporting older people to maintain their health, independence and safety at 
home and in the community. It also aims to keep people connected with their community. 
Services under the program are provided on an ongoing or short-term basis depending on 
a person’s needs. They can include: 

• allied health and therapy services 

• domestic assistance 

• goods, equipment and assistive technology 

• home maintenance 

• home modifications 

• meals and other food services 

• nursing 

• personal care 

• social support 

• specialised support services 

• transport 

• centre-based respite, flexible respite and cottage respite.104 

People most commonly access assistance with housekeeping (domestic assistance), 
followed by allied health and therapy services, transport to places out of walking distance, 
home maintenance, social support (group or individual), nursing and meals delivered to 
their home.105 In 2018–19, about 330,000 people received assistance with housekeeping, 
accounting for nearly 20% of all service contacts in home support. The second most used 
service was allied health and therapy services, with close to 245,000 people using this 
service. While many people used allied health and therapy services, they tended to 
use a limited range of service types and received few services of each type over the 
12-month period.106 

Home Care Packages Program 
Home Care Packages are delivered on a ‘consumer directed care’ basis. Since February 
2017, Home Care Packages have been assigned directly to people receiving care rather 
than allocated to providers. This means that people can choose the provider to deliver their 
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services and can choose to change providers.107 Services that may form part of a 
Home Care Package include: 

• support services, such as help with washing and ironing, house cleaning, 
gardening, basic home maintenance, home modifications related to care needs, 
transport to help with shopping, doctor visits or attending social activities 

• personal services, such as help with showering or bathing, dressing and mobility 

• care-related services, such as nursing and other health support, including 
physiotherapy (exercise, mobility, strength and balance), services of a dietitian 
(nutrition assessment, food and nutrition advice, dietary changes) and hearing 
and vision services 

• care management, such as coordinating care and services.108 

A Home Care Package can, and often does, contain many of the same support services 
that are available under the Commonwealth Home Support Programme. However, Home 
Care Packages are provided as a more structured and comprehensive bundle of services. 

The Home Care Packages Program has four levels: 

• Level 1—to support people with basic care needs 

• Level 2—to support people with low care needs 

• Level 3—to support people with intermediate care needs 

• Level 4—to support people with high care needs.109 

A StewartBrown summary of average hours of service per Home Care Package in 2018–19 
shows that personal care represented the largest share of total package hours, at 27%. 
The proportion of average hours spent on personal care increases with package level. 
For Level 1, in 2018–19, it was 16% of total care hours, while Level 2 was 19%, Level 3 
was 26% and Level 4 was 33%. Cleaning and household tasks represented the second 
largest share of total package hours, at 22%. Here, the proportion of average hours spent 
on cleaning and household tasks decreases with package level. For Level 1, it was 31% 
of total care hours, while Level 2 was 29%, Level 3 was 21% and Level 4 was 17%. The 
proportion of the hours that were spent on social supports and community access was 
reasonably constant across package levels, varying between 15% and 19%.110 

Services that represented the lowest portion of average package hours were nursing care, 
in-home respite (overnight), and allied health practitioners. Each of these represented 1% 
or less of the hours of service per Home Care Package. Nursing care and allied health use 
do not appear to increase as the package level increases. Care management represented 
13% of the hours of service per Home Care Package. The proportion of average hours 
spent on care management decreases with package level from 21% for Level 1 to 11% 
for Level 4, but the absolute number of hours spent on care management increased 
from 0.65 hours per fortnight for Level 1 to 2.01 hours per fortnight for Level 4.111 
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Once assessed as eligible for a Home Care Package, a person is placed on the National 
Prioritisation System and is offered a package when one becomes available.112 Home Care 
Packages are tightly rationed and periodically released and assigned directly to people 
by the Australian Department of Health through My Aged Care. Packages are assigned to 
people according to when their entitlement for home care was approved and the urgency 
of their need.113 

In 2019–20, the average age of people accessing a package was 81 years.114 At 30 June 
2020, there were about 142,000 people with a Home Care Package. The total number of 
Home Care Packages has significantly increased over recent years, as Table 2 illustrates. 

Despite the increase in the number of packages, about 102,000 people were waiting 
for care at their assessed level of need as at 30 June 2020.115 People may be offered an 
interim package at a lower level while they wait for their assessed package. At 30 June 
2020, people approved for a Level 4 package could wait over 12 months to be assigned a 
package at any level. People approved for a Level 3 package could wait up to six months 
for an interim package at Level 1, but still wait more than 12 months for their assigned 
package level.116 Table 4 shows that reported waiting times for interim and approved 
packages were unchanged between September 2018 and June 2020. 

Table 4: Estimated wait time for people entering the Home
Care Package Program by package level117 

30 September 2018 
Package
level 

Interim package
assigned 

Time to interim 
package 

Time to approved
package 

Level 1 Level 1 3–6 months 3–6 months 

Level 2 Level 1 3–6 months 12+ months 

Level 3 Level 1 3–6 months 12+ months 

Level 4 Level 2 12+ months 12+ months 

30 June 2020 

Package
level 

Interim package
assigned 

Time to interim 
package 

Time to approved
package 

Level 1 Level 1 3–6 months 3–6 months 

Level 2 Level 1 3–6 months 12+ months 

Level 3 Level 1 3–6 months 12+ months 

Level 4 Level 2 12+ months 12+ months 

Source: Australian Department of Health, Home Care Packages Program: Data Report 2nd Quarter 2018–19, 
2019 and Home Care Packages Program: Data Report 4th Quarter 2019–20, 2020. 
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The available data as at 30 June 2020 is inadequate as it does not indicate exactly how 
long people can wait for a package, with wait times reported in three-month blocks and 
with no indication if a person waits longer than a year. The Australian Department of Health 
told Commissioners Tracey and Briggs that in 2017–18, one-quarter of people eligible 
for a Level 4 package waited more than 30 months to get a Level 4 package.118 

Veterans’ programs 
The Veterans’ Home Care Program provides practical help at home for eligible veterans 
to continue to live independently in their own homes. Carers and family members of 
eligible veterans may also receive assistance under the Veterans’ Home Care Program. 
Services available under this program include domestic assistance, personal care, respite 
care, and safety-related home and garden maintenance. The program is not designed to 
meet complex or high-level care needs.119 People are eligible for an assessment if they 
have a Veteran Gold Card or Veteran White Card for a service-related injury or condition. 
Carers and family members of Gold Card and White Card holders may be eligible for 
an assessment.120 

The Australian Department of Veterans’ Affairs Community Nursing Program offers 
nursing and personal care services provided by qualified nurses and support staff to 
eligible veterans. Services can include help with medication, wound care, hygiene, 
showering and dressing.121 

In 2018–19, over 40,200 older veterans were approved for Veterans’ Home Care 
services—around 32% of older eligible veterans. In the same year, over 15,600 veterans 
received community nursing services—around 12% of older eligible veterans.122 

Veterans can receive care from both the designated veterans’ programs and from 
mainstream aged care programs, including the Commonwealth Home Support 
Programme and the Home Care Packages Program. 

1.4.2 Respite care 
Respite care provides short-term support and care services for older people and their 
carers. Its primary purpose is to give a carer or the person being cared for a break 
from the usual care arrangements. Respite is available in the community through the 
Commonwealth Home Support Programme, and for stays in residential facilities through 
the provisions of the Aged Care Act.123 

Community respite is provided under the Commonwealth Home Support Programme, 
which provides flexible planned respite services, including flexible respite, cottage respite, 
and centre-based respite. Flexible respite is available during the day or overnight. It can 
be provided in an older person’s home or in the community. It usually involves a paid 
carer coming to the home of the person receiving care so that the usual carer can take 
a short break.124 
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Centre-based respite is available during the day. It provides older people with the 
opportunity to talk and interact with other people, and usually takes place at a day 
centre, club or residential aged care setting. Cottage respite is available overnight 
or over a weekend. It takes place in the community or in the home of a host family. 
It can be taken for two to three days at a time.125 In 2019–20, nearly 51,000 people 
received Commonwealth Home Support Programme respite services.126 

Residential respite provides short-term care in Australian Government-subsidised aged 
care homes. It may be used on a planned or emergency basis. It is available for a few 
days through to a few weeks at a time. It is best suited for people who need ongoing, 
continuous carer support for most tasks.127 To access residential respite, a person must 
be assessed as eligible by an Aged Care Assessment Team, and will be approved for 
either low- or high-level care. This will determine the level of respite subsidy the aged care 
provider will receive. Being approved for high-level care allows people to access low-
level care.128 A person receiving care can access residential respite for up to 63 days per 
financial year, with extensions possible when an Aged Care Assessment Team considers 
it necessary.129 According to the Australian Department of Health: 

People receiving residential respite are entitled to receive the same services as someone 
receiving permanent residential aged care, including assistance with meals, laundry, room 
cleaning, personal grooming, and nursing care.130 

In 2019–20, close to 67,000 people received residential respite care. During 2019–20, the 
average length of stay per episode of residential respite care was just over 27 days. Most 
people only have one respite stay per year, but about one in five have two or more respite 
stays per year.131 In the same year, after a period of residential respite care, around 58% 
of people exited either back to their home or community, 6% to hospital, 5% to other 
residential aged care, and 3% died (28% other).132 

The Aged Care Financing Authority has reported a noticeable increase in the use of 
residential respite care in recent years.133 It identified a significant increase in the proportion 
of people who were admitted to permanent residential care on the same day they were 
discharged from residential respite. In 2017–18, 44% of all admissions to permanent 
residential aged care were people who were receiving respite care on the day before their 
admission to permanent care.134 This reflects, at least in part, a demand for the use of 
respite as a ‘try before you buy’ test before a person enters permanent residential care, 
rather than a break from usual care arrangements.135 In his Legislated Review of Aged 
Care 2017 report, Mr David Tune AO PSM made similar observations.136 
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1.4.3  Residential aged care 
Residential aged care provides support and accommodation for older people who are 
unable to continue living independently in their own homes and who need ongoing 
help with everyday tasks. It assists people who have been assessed by an Aged Care 
Assessment Team as needing higher levels of care than can be provided in the home. 
After a person has been assessed as eligible for residential aged care, they may choose 
a residential aged care facility. This is subject to the aged care facility having an available 
place, agreeing to admit them, and being able to meet their care needs. Residential care 
is provided on either a permanent or a temporary (respite) basis.137 

Under the Quality of Care Principles 2014 (Cth), approved providers of residential aged 
care must provide a range of care and services to residents, whenever they may need 
them. The type of care and services provided include: 

• social care, such as recreational activities and emotional support 

• accommodation services and help with day-to-day tasks—often referred 
to as ‘hotel-like services’—such as bedding, furniture, toiletries, cleaning, 
cooking, and laundry 

• personal care, such as bathing, dressing, grooming, and assisting with going 
to the toilet 

• clinical care, such as wound care and management, help with administering 
medication, and nursing services.138 

In 2019–20, just over 244,000 people received permanent residential aged care at some 
time during the year. At 30 June 2020, almost 184,000 people were receiving permanent 
residential care.139 

People entering residential aged care have the highest average age of any of the three 
mainstream programs of aged care.140 In 2019–20, the average age, on entry, was 
82.5 years for men and 84.8 years for women.141 The average length of stay for long-term 
residential care was almost 30 months.142 

With the increase in the availability of support in the community, the average frailty of 
people receiving permanent residential aged care has increased significantly in recent 
years. Since 2009, the proportion of people with high care needs has generally increased 
in each care domain under the Aged Care Funding Instrument. The biggest overall change 
was in complex health care, which rose from 13% in 2009 to 61% in 2016, and then fell 
to 52% in 2019. This fall followed changes to the rating method for complex health care 
that applied from January 2017.143 In 2019, some 31% of permanent residents were 
classified as having the highest care needs in all three care domains: activities of daily 
living, cognition and behaviour, and complex health care. Some 85% of all permanent 
residents were classified as having the highest care needs in at least one of the three 
care domains.144 

3259



23 

The Current SystemChapter 1

 

 

 

 

 

 
 

 

 

  

1.4.4  Flexible care 
There are five ‘flexible care’ programs that respond to the needs of older people who may 
require a care approach that is different to what is provided through mainstream residential 
and home care services. These programs are: 

• Transition Care 

• Short-Term Restorative Care 

• Innovative Care 

• Multi-Purpose Services 

• National Aboriginal and Torres Strait Islander Flexible Aged Care Program services, 
known as NATSIFACP. 

At 30 June 2020, there were just over 10,000 operational flexible care places.145 We provide 
a brief outline of the five flexible care programs below. 

Transition Care Program 
The Transition Care Program helps older people recover after a hospital stay. The program 
provides short-term specialised care and support to help older people regain their 
functional capacity, improve their levels of independence and avoid the need for longer-
term care and support services.146 

Older people may receive transition care for up to 12 weeks, with a possible extension 
of another six weeks, in either a home or residential aged care setting. To be assessed 
for transition care, older people must be in hospital at the time of the assessment. Once 
they enter the Transition Care Program, they may receive a range of goal-oriented and 
therapy-focused support services, such as allied health services, nursing support and 
personal care.147 

At 30 June 2020, there were close to 4200 transition care places nationally, with almost 
3500 people receiving transition care. During 2019–20, about 24,800 people received 
transition care.148 

The Transition Care Program is jointly funded by the Australian Government and State 
and Territory Governments, which manage the program in their respective jurisdictions as 
the approved providers of transition care.149 Most State and Territory Governments then 
subcontract and fund health services and aged care providers to deliver these services. 

Short-Term Restorative Care Program 
The Short-Term Restorative Care Program, which is funded by the Australian Government, 
provides early intervention care to help older people improve their physical functioning, 
wellbeing and independence. It may also help to reduce or delay an older person’s need 
for further aged care services and reverse or slow functional decline.150 
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The Short-Term Restorative Care Program can be delivered in a home care setting, a 
residential care setting, or a combination of both. The care provider will typically work 
with an older person to identify their goals and then put together a tailored package of 
care and services that is delivered over a period of eight weeks. Support services might 
include rehabilitative therapy services, personal care, assistance with preparing meals, 
minor home modifications, emotional support and arranging social activities.151 

At 30 June 2020, there were 94 operational Short-Term Restorative Care services being 
delivered by 58 approved providers to 809 people. During 2019–20, over 4500 people 
received care under the Short-Term Restorative Care program.152 

Innovative Care Programme 
The Australian Government established the Innovative Care Programme in 2001–02 to pilot 
new approaches to providing aged care where mainstream programs were not meeting 
the needs of a particular group of people.153 The current Innovative Care Program is an 
extension of pilots established in 2003.154 These projects were designed for younger 
people living with disability who: 

• lived in state-funded supported accommodation services 

• were at risk of entering residential aged care.155 

The program stopped funding new projects on 25 May 2006.156 Since then, no new 
entrants have been accepted into the program. This means that the number of people 
receiving such care is gradually decreasing as people leave the projects. At 30 June 2020, 
there were eight projects operating under the program, with 36 operational innovative 
care places.157 

Multi-Purpose Services Program 
The Multi-Purpose Services Program is a joint initiative between the Australian and State 
and Territory Governments. One of its primary objectives is to provide integrated health 
and aged care services for regional, rural and remote communities in both residential aged 
care and home care settings. The program helps older people living in regional, rural and 
remote areas to receive the aged care services they need in their own community.158 It 
operates in all States, the Northern Territory and the External Territories (Norfolk Island).159 

The majority of services are co-located with a hospital or health service. The Multi-Purpose 
Services Program facilitates the presence of health and aged care services in regions that 
could not viably support a standalone hospital or residential aged care facility.160 It seeks 
to provide: 

• improved access to a mix of health and aged care services that meet community 
needs 

• more innovative, flexible and integrated service delivery 

• flexible use of funding and/or resource infrastructure within integrated service 
planning 
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• improved quality of care 

• improved cost-effectiveness and long-term viability of services in rural, 
regional and remote areas.161 

At 30 June 2020, there were 179 Multi-Purpose Services across Australia offering close 
to 3700 residential care and home care places.162 

NATSIFACP 
The National Aboriginal and Torres Strait Islander Flexible Aged Care Program, known as 
NATSIFACP, also provides a type of flexible aged care. Under this program, the Australian 
Government funds aged care services to provide culturally appropriate aged care to older 
Aboriginal and Torres Strait Islander people and to allow them to remain close to home and 
community.163 Services can be delivered in either a residential or home care setting and are 
administered outside the Aged Care Act.164 Most of these services are delivered in remote 
and very remote areas.165 

As at 30 June 2020, NATSIFACP funded 1264 residential and home care places across 
Australia.166 

1.4.5 Dementia support 
The Australian Government funds various programs and services that aim to improve 
understanding and awareness of dementia and to increase the skills of health 
professionals, volunteers and people who care for people living with dementia. 
The programs include: 

• National Dementia Support Program167 

• Dementia Training Program168 

• Dementia Behaviour Management Advisory Service169 

• Severe Behaviour Response Teams170 

• Specialist Dementia Care Program.171 

The National Dementia Support Program funds information, education programs, 
services and resources about dementia. Initiatives funded under this program aim to: 

• improve awareness and understanding about dementia 

• empower people living with dementia, and their carers and families, to make informed 
decisions about the support services they access.172 
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The Australian Government has allocated $326.6 million over the 2019–23 financial years 
for the Dementia and Aged Care Services fund. This fund provides support for existing 
and emerging programs in dementia care, including funding for the Dementia Training 
Program and Dementia Behaviour Management Advisory Service.173 The Dementia Training 
Program provides: 

• continuing professional development training on dementia assessment, 
diagnosis and management 

• accredited dementia care vocational level training courses 

• tailored onsite training to aged care providers who request assistance, including 
a dementia skills and environment audit, followed by a tailored training package.174 

The Dementia Behaviour Management Advisory Service is the first tier in the Australian 
Government’s set of support programs for carers of people experiencing behavioural and 
psychological symptoms of dementia. The service provides free support and advice to aged 
care providers and individuals caring for people living with dementia. Services can include: 

• assessment of the person with dementia, and their carer and support network 

• clinical support, information and advice 

• care planning, case conferences, referrals and short-term case management 

• mentoring and clinical supervision for care providers 

• building care providers’ capacity and knowledge 

• help to link to current research, literature and evidence-based practice guidelines 

• translation and interpreting services for clients from culturally and linguistically 
diverse backgrounds 

• behaviour consultants with Aboriginal and Torres Strait Islander and culturally 
and linguistically diverse portfolios 

• advice and support that is relevant to other special needs groups (for example, 
younger or working-age dementia, learning disability and dementia) 

• referrals to the Severe Behaviour Response Teams.175 

Severe Behaviour Response Teams build on the work of the Dementia Behaviour 
Management Advisory Service. They are a mobile workforce of clinical experts who 
provide advice to residential aged care providers who request assistance to care for 
people with the most severe behavioural and psychological symptoms of dementia. 
The Severe Behaviour Response Teams can provide expert support, including: 

• assessing the causes of the behaviours 

• assisting care staff until the immediate crisis is resolved 

• developing a care plan to address and deal with behaviours 

• providing follow-up assistance.176 

3263



27 

The Current SystemChapter 1

 

 

 
 

 
 

  
 

 

 

 

The Specialist Dementia Care Program provides specialised care for people: 

• who live with very severe dementia complicated by physical aggression or other behaviours 

• whose residential care facility or carers cannot manage the behaviours, even with help from 
other services.177 

The Australian Department of Health estimates that up to 1% of all people living with 
dementia are in this target group. The Department expects that by 2022–23, there will be at 
least one Specialist Dementia Care Program unit in each of the 31 Primary Health Network 
regions across Australia.178 A prototype Specialist Dementia Care Program unit was 
established in 2019 at Brightwater Care Group’s The Village, a residential aged care facility 
in Western Australia. In 2020, nine more units opened across Australia in New South Wales, 
Victoria, South Australia, Queensland and the Australian Capital Territory, with another 
scheduled to open in South Australia in 2021. The next round of funding for more units 
is scheduled for 2021–22.179 

1.4.6  Community Visitors Scheme 
The Community Visitors Scheme program supports volunteer visits to older people 
who are socially isolated or at risk of social isolation or loneliness. It is a free service 
that aims to provide friendship and companionship to older people and help develop 
social connections.180 

The Australian Government funds community-based organisations to recruit, train and 
support volunteers to make regular visits to people living in residential aged care services 
or receiving Home Care Packages.181 These visits can take the form of one-on-one or 
group visits to residential aged care homes or one-on-one visits to people receiving Home 
Care Packages. Volunteers visit each person or group of people about 20 times per year.182 

Older people can refer themselves to the Community Visitors Scheme, which also accepts 
referrals from aged care providers, family members and friends.183 

In 2019–20, approximately 11,000 volunteers conducted around 221,000 visits.184 

1.5  Who provides care 
The aged care workforce makes a valuable and sustained contribution to the care of older 
people. Older people in Australia are often reliant on their loved ones—informal carers— 
or volunteers to care for them or to supplement the care provided to them by those in the 
paid aged care workforce. 

The COVID-19 pandemic gave rise to unprecedented challenges for the paid aged care 
workforce as well as for informal carers and volunteers. These challenges highlighted the 
existing stressors on the workforce, which we examine in greater detail in Chapter 4 of this 
volume, on systemic problems. 
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1.5.1  The aged care workforce and volunteers 
The National Aged Care Workforce Census and Survey is conducted around every four 
years, most recently in 2016.185 Previous surveys were conducted in 2003, 2007 and 2012. 
The next one was scheduled to take place in late 2020 or early 2021, but at the time of 
writing had not occurred. 

The 2016 results revealed there were around 434,000 people working in the aged care 
sector (see Table 5). Of these, there were around 366,000 paid workers (84%) and 68,000 
volunteers (16%). Sixty per cent of these people worked in a residential aged care setting 
and 40% in home care and home support outlets.186 

This data on the paid workforce excludes non-pay as you go workers—that is, agency, 
brokered and self-employed workers. During the relevant fortnight of the survey, about 
28,000 non-pay as you go staff were engaged across the aged care sector. About 27% of 
home care and home support outlets reported engaging one or more non-pay as you go 
workers in the relevant fortnight, compared with 50% of residential aged care providers.187 

There was a greater percentage of home care and home support outlet volunteers (26%) 
compared with residential aged care volunteers (9%). The average hours worked per 
volunteer per fortnight was similar for both home care and home support outlets (4.6 hours) 
and residential aged care volunteers (4.9 hours), equalling a total of almost 207,000 and 
115,000 hours volunteered per fortnight respectively. 

Table 5: Paid workers and volunteers in the aged care workforce 

Residential aged care Home care & home support outlets Total 

Paid workers 235,764 130,263 366,027 

Volunteers 23,537 44,879 68,416 

Total 259,301 175,142 434,443 

Source: National Aged Care Workforce Census and Survey – The Aged Care Workforce, 2016 

The remainder of our discussion in this section focuses on pay as you go workers, 
based on the available data. 

The bulk of the aged care workforce is comprised of people in direct care roles. In 2016, 
of the approximately 366,000 paid workers, around 240,000 (or 66%) were in direct care 
roles.188 Table 6 shows the number of direct care workers in residential aged care and 
home care in 2016.189 
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Table 6: Direct care workers in the residential aged care and
home care and home support outlets by occupation, 2016 

Residential   
Aged care 

Home care & home  
support outlets 

Total 

Nurse practitioner 386 53 439 

Registered nurse 22,455 6969 29,424 

Enrolled nurse 15,697 1888 17,585 

Personal care attendant/
Community care worker 

108,126 72,495 180,621 

Allied health professional 2210 4062 6272 

Allied health assistant 4979 995 5974 

Total* 153,853 86,463 240,317 

Source: National Aged Care Workforce Census and Survey – The Aged Care Workforce, 2016. 

The aged care workforce is predominantly made up of women, although more men are 
working in aged care than previously. The 2016 Workforce Census and Survey showed that 
87% of direct care workers in residential care and 89% of direct care workers in home care 
were women.190 

The median age of direct care workers in residential care is 46 years, and 52 years in 
home care.191 The median age for all workers in Australia is 39 years.192 The direct care 
residential workforce is getting younger, while the home care and home support workforce 
is getting older.193 

The 2016 Workforce Census and Survey estimated that the residential aged care workforce 
grew by 17% between 2012 and 2016 and by about 50% since 2003.194 This can be 
compared with the number of residential care places available, which increased by 44% 
between 2003 and 2020.195 However, the estimated proportion of the residential aged 
care workforce in direct care roles fell significantly. In 2016, 65% of residential aged care 
employees worked in direct care roles, compared with 74% in 2003.196 

Registered nurses comprised 21% of the residential direct care workforce in 2003, but by 
2016 this had dropped to around 15%. The proportion of enrolled nurses dropped from 
13% to 10% over the same period. The proportion of direct care employees working in 
allied health roles also dropped from around 7% to around 5%. Over the same period, 
the proportion of the residential direct care workforce who were personal care workers 
increased from around 58% to around 70%.197 

In home care and home support, the total workforce decreased by 13% between 2012 
and 2016. During the same period, the overall direct care workforce in home care and 
home support fell by 7%.198 

3266



30 

Royal Commission into Aged Care Quality and Safety  Final Report Volume 2

 

 

 

In 2016, most aged care workers in residential and home care services were permanent 
part-time (78% and 75% respectively).199 The remainder were either permanent full-time 
(12% in residential care and 11% in home care) or employed on a casual or contract basis 
(10% in residential care and 14% in home care).200 As this data is limited to the pay as you 
go workforce and excludes the agency, brokered and self-employed staff, this does not 
present a complete picture of the extent of casual employment in the aged care sector. 

1.5.2  Informal carers 
Informal carers are a critical element of the care system for older people. They reduce the 
need for formal care, supplement the care provided by aged care services, and maintain 
critical social and community connections. Not only is their role important, the scale of the 
assistance provided by informal carers is significant. 

In 2018, of 2.65 million carers in Australia, one-third (861,000) were the primary carers 
who provided the most informal support to a family member or friend. Around 428,500 
primary carers provided care to someone aged 65 years or older. Seven out of 10 primary 
carers were women.201 A 2013 report estimated that between one-quarter and one-third 
of informal carers were from culturally and linguistically diverse backgrounds.202 

Older people receive informal care from a number of sources, and often from more than 
one source. About half (46.7%) receive it from a partner, 29.6% from a daughter and 23.8% 
from a son. In addition, 14.3% receive assistance from a more distant female relative or 
friend and 17.8% receive assistance from a more distant male relative or friend.203 

Deloitte Access Economics estimate the replacement value of unpaid care across the total 
carer population in 2020 at nearly $80 billion.204 The replacement cost method measures 
the cost of ‘buying’ an equivalent amount of care from the formal sector if the informal 
care were not supplied. Another important measure of the cost of informal care is the 
opportunity cost method, which measures the formal sector productivity losses associated 
with caring, as time devoted to caring responsibilities is time that cannot be spent in the 
paid workforce. The earnings foregone for primary and non-primary carers in 2020 has 
been estimated to be $11.4 billion and $3.8 billion respectively.205 

The Australian Government pays the Carer Payment and the Carer Allowance to informal 
carers who spend a considerable amount of time providing informal care. The Department 
of Social Services reports that some 270,694 people aged over 65 years were being 
assisted by people in receipt of the Carer Allowance and 119,895 people aged over 
65 years were being assisted by people in receipt of the Carer Payment in June 2020. 
About 40% of the people who receive informal care from a person receiving Carer 
Allowance or Carer Payment are aged 65 years or older.206 In 2018–19, the Australian 
Government spent $3.4 billion on Carer Payments, Carer Allowances and Carer 
Supplements for informal carers of older people.207 
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1.5.3  Aged care providers 
The Aged Care Financing Authority reported that in 2018–19, there were over 3000 
providers of aged care services. This included 873 residential aged care providers, 
928 home care providers (as at 30 June 2019) and 1458 Commonwealth Home Support 
Programme providers.208 

Most aged care providers are organisations owned by community, charity or religious 
organisations—‘not-for-profits’, though they may or may not be run like a commercial 
business—or are privately owned organisations that run as a commercial business. In 
addition, there is a smaller group of State and Territory Government and local government 
providers.209 Research indicates these structural factors play a role in quality outcomes.210 

Table 7 shows the number of aged care providers operating in each care program by 
ownership type. 

Table 7. Number of providers by ownership and program,
2018–19  *

Program For-profit Not-for-profit State, Territory or 
local government 

Total 

Residential  288 488 97 873 

Home Care Packages   
(at	 30	 June	 2019) 

335 479 114 928 

Commonwealth Home  
Support Programme 

102 1006 350 1458 

Source: Aged Care Financial Authority, Eighth Report on the Funding and Financing of the Aged Care Sector, 
2020.211 

* Providers can operate in more than one program 

There has been a shift towards consolidation of the aged care sector in the hands of fewer 
large-scale operators. 

In residential and home care, some providers are associated by joint ownership and/or 
religious denomination. Taking these associations into account, in 2018–19 there were a 
small number of large providers or provider groups that accounted for close to half of all 
services nationwide.212 In 2009–10, there were just two very large providers or groups in 
residential care, operating 16% of all places, whereas by 2018–19 this had grown to 10, 
operating 39% of all places (see Figure 1, below). Aged Care Financing Authority data 
suggests that there are also a large number of single facility operators in residential aged 
care (547 in 2018–19), although their potential affiliations are unknown.213 
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Figure 1: Share of residential care operational places by size
of the provider or associated provider group 

Source: Office of the Royal Commission into Aged Care Quality and Safety, Picture of the residential aged care 
and home sector, 2020.214 

Note: The size ranges in brackets are the number of residential care operational places 

In home care, the change from 2009–10 to 2018–19 is less pronounced because the 
dramatic increase in Home Care Packages, discussed above, has increased the number 
of providers or provider groups of all sizes (see Figure 2). In 2009–10, there were five very 
large providers or groups delivering 37% of all Home Care Packages. In 2018–19, there 
were 16 very large providers or groups delivering 47% of all Home Care Packages.215 

Figure 2: Share of Home Care Packages places or recipients
by size of provider or associated provider group 

Source: Office of the Royal Commission into Aged Care Quality and Safety, Picture of the residential 
aged care and home sector, 2020.216 
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Note: The size ranges in brackets are the number of Home Care Package places or recipients. From 27 
February 2017, all Home Care Packages have been provided to individuals. Previously, Home Care Packages 
were awarded to approved providers. Accordingly, information up to and including 2015–16 is for Home Care 
Program operational places, while from 2016–17 it is for individuals who have been assigned a package. 

The larger, for-profit providers now represent a greater share of the market, while the 
proportion of not-for-profit and government providers has declined. The market share of 
for-profit providers of residential aged care has increased from 34% in 2009–10 to 40% 
in 2018–19, taking share from the not-for-profits and government services. In home care, 
the shift is even more marked, increasing from 6% in 2009–10 to 21% in 2018–19. 217 

1.6 Who pays, and for what? 
The Australian Government subsidises the majority of aged care services in Australia. Older 
people are currently required to contribute to the costs of their care and accommodation 
if they can afford to do so. People contribute to the cost of their care and accommodation 
in the form of co-payments and means tested fees. Co-payments are the fixed fees paid 
by people towards the services that are subsidised by the Australian Government. Means 
tested fees are determined through a combined assessment of a person’s income and 
assets. Funds for aged care are also raised through public and private capital financing. 

People receiving aged care services contributed $5.6 billion to the cost of their aged care 
in 2018–19, of which $5.2 billion was spent on residential aged care.218 

In 2019–20, the Australian Government’s total expenditure on aged care programs 
administered by the Department of Health was $21.2 billion. Residential aged care 
accounted for 64%, or $13.4 billion, of this spend.219 The Australian Government’s total 
expenditure on aged care programs administered by the Department was $18.1 billion 
in 2017–18 and $19.9 billion in 2018–19.220 

According to the Aged Care Funding Authority, growth in residential care expenditure from 
2017–18 to 2018–19 was largely driven by a 1.9% increase in the number of days of care 
provided due to an increase in residents and a 4.7% increase in average care subsidy and 
supplement payments. Growth in home care expenditure from 2017–18 to 2018–19 was 
driven by a 19.5% increase in the number of days of care provided due to an increasing 
number of Home Care Packages.221 While at the time of writing the Aged Care Funding 
Authority had not released its report on aged care funding for 2019–20, we understand 
Australian Government expenditure was impacted during this period by large releases of 
Home Care Packages and increased funding in response to the COVID-19 pandemic.222 

The Australian Government announced that it would increase its total funding for aged 
care in the context of the COVID-19 pandemic, to $23.9 billion funding for the aged care 
programs administered by the Department of Health for 2020–21, $24.5 billion in 2021–22, 
$25.9 billion in 2022–23 and $27.1 billion in 2023–24.223 

Australian Government spending on aged care as a proportion of gross domestic product 
is less than government spending in many other developed countries that are part of the 
Organisation for Economic Cooperation and Development. 224 In this context, Australia has 
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a relatively younger population than many other developed countries.225 However, 
an increasing proportion of the Australian population is made up of older people. This 
trend is projected to continue.226 The Aged Care Financing Authority has indicated that 
the cost of aged care will continue to grow over time due to the combined effects of this 
demographic change, the increasing costs of services, and expectations of improvements 
in the quality of services from older people and their families.227 It has also identified 
other contributing factors, including increasing complexity of chronic health conditions 
in ageing populations.228 

In 2020, the Parliamentary Budget Office projected that, over the next decade, Australian 
Government spending on aged care will increase by 4.0% a year, after correcting for 
inflation. This increase will mean that aged care spending will be growing significantly 
faster than the rate of all Australian Government spending (2.7%). The Parliamentary 
Budget Office predicts that by 2030–31, aged care will account for 5.0% of all Australian 
Government expenditure compared to 4.2% in 2018–19.229 Aged care spending is 
projected to increase by 0.3% of gross domestic product over the next decade, 
from 1.0% of gross domestic product in 2018–19 to 1.3% by 2030–31.230 

The Aged Care Financing Authority reports on the profitability of the aged care sector 
based on audited data on revenue and expenditure provided by aged care providers, 
although results for any related parties are not accounted for in this reporting. According 
to the Aged Care Financing Authority, approximately 25% of home care providers and 
42% of residential aged care providers reported an operating loss in 2018–19.231 The 
Aged Care Financing Authority reports that the financial performance of residential aged 
care providers would have been significantly worse but for the Australian Government’s 
one-off $320 million increase in the Aged Care Financing Instrument in the final quarter 
of the 2018–19 financial year.232 The impact of the COVID-19 pandemic on the financial 
performance of aged care providers is not known at the time of writing. The Aged Care 
Financing Authority has suggested that the pandemic may increase pressure on the 
sector, particularly for providers in regional, rural and remote Australia.233 

1.6.1 Residential care funding 
Residential aged care is proportionally more costly than other forms of care, with almost 
two-thirds of all aged care funding being directed to 21% of the people receiving aged 
care.234 This is at least partly attributable to the relatively higher care needs of people in 
residential aged care. Australian Government funding for residential aged care is made 
up of: 

• operational funding, which supports day-to-day services such as nursing 
and personal care, living expenses and accommodation expenses 

• capital financing, which supports the construction of new residential 
aged care facilities and the refurbishment of existing facilities.235 

The operational funding in residential aged care is made up of Australian Government 
funding and resident contributions. 
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The Government determines its funding by setting: 

• a basic care subsidy for personal and nursing care 

• the rates of supplements paid to support aspects of residential care that incur 
higher costs to deliver 

• the maximum rate of accommodation supplement for those residents who cannot 
afford to pay their accommodation costs.236 

The relevant Australian Government Minister determines the rates for subsidies and care 
supplements to be paid from 1 July each year, and the rates of accommodation-linked 
supplements on 20 March and 20 September each year.237 

An older person living in an aged care facility has both their income and assets means 
tested to determine the fees they can be asked to pay. A resident may be required to 
pay a number of fees and costs that relate to their care, accommodation and any other 
services they may receive. In 2018–19, residents in aged care contributed $3.4 billion 
towards their living expenses, $822 million towards accommodation costs by way of 
Daily Accommodation Payments, and $513 million towards care costs.238 

Paying for care 
The majority of residential aged care funding is made up of the basic care subsidy which 
supports the costs of providing personal and nursing care to people living in residential 
care. The Aged Care Funding Instrument is the funding tool used to determine the amount 
of funding paid to a residential aged care provider on behalf of a resident for their care. It 
is used to assess the relative care needs of residents to allocate government funding.239 

Providers undertake their own Aged Care Funding Instrument assessments by assessing 
care needs across three funding domains: activities of daily living, behaviour, and complex 
health care. A resident is allocated a nil, low, medium or high classification (A, B, C or D) 
across these domains, which determines the level of subsidies provided to the aged care 
provider for that resident.240 

The Australian Government sets the prices and rules for claiming Aged Care Funding 
Instrument care subsidies.241 At 1 July 2020, the daily Aged Care Funding Instrument 
subsidy rates ranged from $0.00 a day (for someone rated as nil in all three domains) 
to $223.14 a day (for someone rated as high in all three domains).242 

There is variability in the average Aged Care Funding Instrument claim per resident per day 
between providers. This reflects differences in resident profiles and the claiming processes 
of providers. Data from the Aged Care Financing Authority showed that in 2018–19 some 
facilities averaged less than $70 per day in Aged Care Funding Instrument payments while 
others averaged over $210 per day.243 
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In addition to payments under the Aged Care Funding Instrument, a provider may receive 
residential care supplements depending on the provider / residents meeting eligibility 
criteria. For example, an accommodation supplement assists residents who do not have 
the means to meet that cost themselves; a viability supplement assists providers that 
are smaller or in rural and remote areas; and a homeless supplement exists for eligible 
facilities. There are other supplements based on high clinical needs.244 

All older people living in residential aged care can be asked by their aged care provider 
to pay a basic daily fee to cover day-to-day living costs. This equates to 85% of the single 
rate of the basic age pension. In September 2020, the basic daily fee was $52.25 a day, 
or just over $19,000 a year.245 The Australian Government sets this maximum charge, 
but it is at a residential aged care provider’s discretion whether they charge the maximum 
level of fees.246 

Means tested care fees are designed to ensure that wealthier older people contribute to 
the cost of their personal and clinical care. The fees are calculated quarterly by Services 
Australia based on an assessment of a person’s income and assets, including a part of 
the value of their family home (except where it continues to be occupied by a protected 
person). There are annual and lifetime caps on means tested fees, which are indexed twice 
a year. Older people do not have to pay more than these caps in care fees. In September 
2020, there was an annual cap of $28,087.41, and a lifetime cap of $67,409.85.247 

Paying for accommodation 
Residential aged care providers charge for accommodation. People living in residential 
aged care may choose to pay for accommodation through a lump sum Refundable 
Accommodation Deposit, a Daily Accommodation Payment or a combination of the 
two.248 Residents with low means have their accommodation costs subsidised by 
the Australian Government.249 

A Refundable Accommodation Deposit is a lump sum payment from an older person to an 
approved provider for accommodation. A Refundable Accommodation Deposit effectively 
acts as an interest-free loan from the person living in aged care to an aged care provider. 
These lump sum payments are refunded when the person leaves residential aged care.250 

Providers must publish the maximum ‘accommodation price’ that they propose to charge 
for each room on My Aged Care and their own website.251 The ‘accommodation price’ is 
the amount of the Refundable Accommodation Deposit that the provider is seeking from 
the resident. The amount of the Refundable Accommodation Deposit agreed between the 
provider and the resident is often below the level of the published accommodation price.252 

The average accommodation cost in 2013–14 was $296,000 for people entering residential 
care. By February 2017, the Aged Care Financing Authority reported that the average had 
increased to $350,000.253 
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Prices above a threshold of $550,000 must be approved by the Aged Care Pricing 
Commissioner.  The Aged Care Pricing Commissioner receives applications from 
residential aged care providers to charge accommodation prices above the threshold.  
The Commissioner reviews and approves these prices, as well as applications for changes 
to extra services fees. In 2018–19, the Commissioner received 230 new applications from 
residential aged care providers for accommodation costs above $550,000, and approved 
just over 400 applications, some of which were received in the previous financial year.
Accommodation costs above $550,000 were approved in relation to 8117 rooms in  
that year.256 

255 

254

The average refundable accommodation deposit held by providers in 2018–19 was 
$318,000. This had increased from $229,000 in 2013–14.257 

Refundable Accommodation Deposits play a role in funding a residential aged care 
provider’s capital investment to build new facilities and refurbish older ones. Refundable 
Accommodation Deposits accounted for around 57% of residential aged care providers’ 
total reported assets in 2018–19.258 

At 30 June 2019, the residential aged care sector held $30.2 billion in Refundable 
Accommodation Deposits.  The total number of these deposits held by providers 
at 30 June 2019 was almost 95,000.260 

259

A person may also choose to pay their accommodation costs through a rental-style Daily 
Accommodation Payment. If a person is eligible (through means testing) for Australian 
Government assistance, they need only pay a contribution to this daily fee.261 

Accommodation costs are income and asset means tested. People with an income below 
$27,840.80 and assets below $50,500, at September 2020, are not required to pay for their 
accommodation.  Some people will pay a partial contribution to their accommodation, 
and those with higher income (above $70,320) or assets (above $171,535.20) are required 
to pay the full cost of their accommodation.  There is a limit on the value of the family 
home that can be considered as part of the means test, set at $171,535.20. The value of 
the home above this amount is excluded from the calculation of a residential aged care 
resident’s assets.  Different thresholds may apply for couples. 264

263

262

The Australian Government pays accommodation supplements to assist with the 
accommodation costs of people living in residential aged care who do not have the 
means to pay for all of these costs themselves. The Government determines the amount 
of accommodation supplement payable by setting the maximum rate of accommodation 
supplement and determining the share paid by residents based on a means test.265 

Fees for extra and additional services 
Under the Aged Care Act, approved providers may charge extra service fees.  These 
fees are set by individual providers, based on the extra services they wish to provide, 
and include services such as higher standards of accommodation, a broader range 
and higher quality of food, and non-care services such as recreational and personal 
interest activities.  The Aged Care Pricing Commissioner must approve the fees.268 267

266
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Aged care providers may also charge for additional services, provided they have the 
agreement of the person who is to receive them. There are limits on what can be provided 
as an ‘additional service’. An aged care provider can only charge an additional service 
fee for services that: 

• it can demonstrate are better than what must be provided under Schedule 1 
of the Quality of Care Principles 

• are not specified care and services in Schedule 1 of the Quality of Care Principles 

• are not covered by the payment of an extra services fee or accommodation payment 

• are not services that a provider is required to deliver.269 

There has been a significant decrease in recent years in the number of places with extra 
service status. The Aged Care Financing Authority has indicated that this is likely to be 
because the changes that were made to the accommodation pricing arrangements on 
1 July 2014 reduced the need and motivation for providers to seek extra service status, 
and that providers can offer additional care and services for additional fees outside the 
extra service framework.270 

1.6.2 Home care funding 
Home Care Packages 
In 2019–20, the Australian Government spent a total of $3.4 billion on Home Care 
Packages.  This sum mainly consisted of subsidies to home care providers. 
At 20 September 2020, the basic subsidies for home care per person were: 

271

• Level 1—to support people with basic care needs—$24.46 a day 

• Level 2—to support people with low care needs—$43.03 a day 

• Level 3—to support people with intermediate care needs—$93.63 a day 

• Level 4—to support people with high care needs—$141.94 a day.272 

In addition to the basic subsidy, there are a number of supplements available depending 
on care need, such as for dementia care or for the provision of oxygen therapy.273 

People who receive a Home Care Package can be asked to pay a basic daily fee and 
an income-tested care fee by their home care provider. These fees are charged for every 
day a person is on a package, irrespective of whether they receive a service that day. 
In 2018–19, these contributions to home care totalled approximately $107 million.
People may also pay an additional fee for services that are not covered by their package. 

274 

The maximum basic daily fee that may be charged by a home care provider is 17.5% of 
the basic single age pension for a Level 4 Home Care Package.275 This is $10.75 a day, as 
of 1 July 2020. The basic daily fees for lower-level packages are capped at only marginally 
lower rates: $10.48 a day for a Level 3 package, $10.19 a day for a Level 2 package, and 
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$9.63 a day for a Level 1 package.276 This means that people on a lower care package may 
contribute a proportionately higher amount to their cost of care. 

A person on a Level 1 package, worth around $9000 per year in Australian Government 
contributions, may pay up to an additional 39% of the value of their package. A person on 
a Level 4 package, worth about $52,000 per year, may pay up to an additional 8% of the 
value of their package. 

The amount of Australian Government contribution to the package is reduced by the 
amount of the assessed income-tested care fee, irrespective of whether the provider 
actually charges that fee.  There are annual and lifetime limits to how much a person  
has to pay in income-tested care fees. As at 20 September 2020, the maximum annual 
amount of income-tested care fees a person can be asked to pay is: 

277

• $15.43 per day or $5617.47 per year for people with incomes below $53,731.60 
(single person income rate) 

• $30.86 per day or $11,234.96 per year for people with incomes above $53,731.60 
(single person income rate).278 

The lifetime cap for income-tested care fees is $67,409.85, for home care and residential 
care combined. This means any income-tested care fees paid while a person is receiving 
home care will be counted towards the cap if that person moves into residential care.
People on a full age pension do not pay an income-tested care fee.280 

279 

The Aged Care Financing Authority reported that in 2018–19, it was likely many providers 
were not charging basic daily fees and income tested fees for home care.  Similarly, the 
Tune review noted in 2017: 

281

Well over 80 per cent of consumers of home care are pensioners, and contribute only a very 
small proportion of the costs of care. Most providers are not charging consumers the full basic 
daily care fee, despite it being a modest amount, while consumers are contributing less than 
3 per cent of the income-tested component of care costs.282 

While noting the limitations of the data, the Aged Care Financing Authority reported that 
there was a significant decline in the financial performance of home care providers in 
2017–18, with the mean operating income per person more than halving from $2989 in 
2016–17 to $1217. In 2018–19, this stabilised to $1211.  The drop in operating income 
corresponds with the transfer, in 2017, of funding for Home Care Packages to the older 
person instead of the provider.  During this time, there was also a significant increase 
in the number of home care providers, from 496 providers as at 30 June 2016 to 928 
as at 30 June 2019.285 

284

283

The rise of ‘unspent funds’ is a significant issue from both a service delivery and financial 
performance perspective.  Prior to 2017, when people receiving home care moved 
between home care providers or exited care (often to enter residential care), unspent 
package funds could be retained by their former provider. Since 2017, unspent package 
funds follow the older person to their new provider or are returned to the Australian 
Government and the older person, based on their respective proportions paid.  This 287

286
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means that home care providers’ income streams have become less stable because 
people receiving care can move between providers. It also means that care providers need 
to ensure good prudential arrangements so that they are able to repay unspent funds. 

According to the Aged Care Financing Authority, at 30 June 2019, home care providers 
reported holding unspent funds of $751 million. This is an increase from $539 million at 
30 June 2018.  The Aged Care Financing Authority has explained that unspent funds 
may accumulate for a number of reasons, including that: 

288

consumers wish to save a proportion of their budget for future events; the services that the 
consumer wants are not available; the consumer is reluctant to allow people into their home; 
misconceptions that the money not spent under the package [Home Care Package] belongs 
to the consumer; or because the consumer does not require all the funds allocated to them.289 

The Aged Care Financing Authority has also commented that: 

if the consumer does not need all the funds they have been allocated, these funds could be 
used more effectively elsewhere, including meeting unmet demand. Unspent package [Home 
Care Package] funds also raises prudential issues since these funds held by providers need 
to be available should the consumer leave their care (either transferring to another provider 
or leaving home care).290 

In the 2019–20 Budget, the Australian Government announced that payment arrangements 
in home care would be changed from payment in advance to payment in arrears for 
services delivered—that is, payment for service already delivered. This change is intended 
to avoid Australian Government funding for subsidies and supplements being held as 
unspent funds by providers.  At time of writing, this change was intended to begin 
in February 2021.292 

291

Commonwealth Home Support Programme 
During 2019–20, the Australian Government provided $2.6 billion for the delivery of 
services under the Commonwealth Home Support Programme, which provides grants 
to service delivery organisations, often not-for-profit community groups.  Periodically, 
organisations can apply for grants on the Grant Connect website to fund services under 
the Commonwealth Home Support Programme.  In 2019–20, the Australian Government 
also provided just under $160 million to My Aged Care, the Regional Assessment Service, 
and other initiatives in support of the program. In total, with these other initiatives included, 
Government expenditure for the program in 2019–20 was nearly $2.8 billion.295 

294

293

The Commonwealth Home Support Programme has no formal means testing for 
contributions from people receiving care. Instead, a Client Contribution Framework 
outlines a number of principles that providers should adopt when setting and implementing 
their own client contribution policy. The principles seek fairness and consistency, 
aiming to ensure that those who can afford to contribute to their cost of care do so.296 

In 2018–19, contributions from older people to the Commonwealth Home Support 
Programme totalled $252 million, around 10% of the program’s total funding. This 
is a stable proportion from the previous year.297 

3277



41 

The Current SystemChapter 1

The 2017 Legislated Review of Aged Care recommended that mandatory contributions 
based on a person’s financial capacity be introduced for services under the 
Commonwealth Home Support Programme.  This would introduce means testing 
to the program and bring it more in line with the funding regimes of home care and 
residential care. The Government is yet to respond to this recommendation. 

298

1.6.3 Other programs 
The Australian Department of Health refers to a number of other services as ‘flexible care’. 
In 2019–20, Australian Government funding for flexible care programs exceeded $575 
million.  Funding for these programs, with the exception of NATSIFACP, is by way of 
the Flexible Care Subsidy.  These initiatives, other than NATSIFACP and the Short-Term 
Restorative Care Program, are jointly funded by the Australian Government and State 
and Territory Governments.301 

300

299

Transition Care Program providers and Short-Term Restorative Care providers may charge 
people a daily care fee, if the person is in a financial position to contribute to their care. 
Contributions are charged at 85% of the aged pension for care delivered in a residential 
aged care setting, or 17.5% for care delivered in the person’s home. This aligns these 
two programs’ daily care fees with the basic daily fees in residential and home care 
respectively.302 

NATSIFACP is administered outside of the Aged Care Act, and is grant funded by the 
Australian Government.  In 2019–20, NATSIFACP providers received nearly $60 million 
in grant funding.304 

303

1.7 How aged care is regulated 
In Australia’s federal system of government, administration of aged care falls within 
the Australian Government’s health portfolio.  The Minister for Health and Aged Care, in 
Cabinet, and the Minister for Senior Australians and Aged Care Services have responsibility 
for the policy, program and regulatory oversight of the quality and safety of Australian 
Government-funded aged care services, assisted by the Australian Department of 
Health.  Prior to the ministerial reshuffle announced on 18 December 2020, the aged 
care portfolio was assigned to the Minister for Aged Care and Senior Australians, 
outside of the Cabinet.307 

306

305

On 1 January 2019, the Aged Care Quality and Safety Commission was established as 
an independent statutory body, replacing the Australian Aged Care Quality Agency and 
the Aged Care Complaints Commissioner.  Additional regulatory functions previously 
carried out by the Secretary of the Australian Department of Health were transferred 
to the Aged Care Quality and Safety Commissioner on 1 January 2020. 

308
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1.7.1 The statutory framework 
The statutory framework of the aged care system sets out the requirements to 
be an approved provider, for the allocation of aged care places and the eligibility 
and classification of people receiving care. It also sets out the responsibilities 
of approved providers, including in relation to aged care quality and safety. 

The statutory framework is a patchwork of legislation and other instruments. The Aged 
Care Act and the Aged Care Quality and Safety Commission Act 2018 (Cth) are the primary 
pieces of legislation governing aged care in Australia. The Aged Care Act permits the 
Minister to make Principles about various matters.309 

The Aged Care Quality and Safety Commission Act establishes the Aged Care Quality and 
Safety Commission and, together with the Aged Care Quality and Safety Commission Rules 
2018 (Cth), sets out the functions of the Aged Care Quality and Safety Commissioner. The 
Commissioner’s functions include ‘protecting and enhancing the safety, health, well-being 
and quality of life of aged care consumers’. Other functions include approving aged 
care providers, regulating them, imposing sanctions, handling complaints, undertaking 
consumer engagement, and providing education.  The Commissioner’s regulatory 
functions include accrediting aged care services, conducting quality reviews, and 
monitoring the quality of care.311 

310

1.7.2 Approval of providers 
An entity must be approved as a provider of aged care services to receive subsidies 
under the Aged Care Act.  Since 1 January 2020, the Aged Care Quality and Safety 
Commissioner has been responsible for the approval of providers. Before this, 
the Secretary of the Australian Department of Health held this responsibility. 

312

The requirement to be an approved provider does not apply to services under the 
grant-funded Commonwealth Home Support Programme and NATSIFACP. However, 
these providers are subject to quality reviews by the Aged Care Quality and Safety 
Commissioner.313 

To be approved as a provider, a non-government applicant must satisfy the Commissioner 
that it is a corporation, is ‘suitable to provide aged care’, and that none of its ‘key 
personnel’ is a ‘disqualified individual’.  The Commissioner must consider a range of 
factors when deciding whether an applicant is ‘suitable to provide aged care’. These 
include the applicant’s experience in delivering aged care, or any other relevant form of 
care, its demonstrated understanding of its responsibilities as an aged care provider, and 
the systems it has, or will have, in place to meet its obligations. Key among these are 
systems to ensure sound financial management. The Commissioner must also consider, 
among other factors, the applicant’s conduct in delivering aged care, or any other type 
of relevant care, including its compliance with its obligations and responsibilities. 315 

314
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The Commissioner must revoke a provider’s approval if they are satisfied that the approved 
provider is no longer suitable to provide aged care, and may revoke approval if satisfied 
that the provider has not complied with one or more of its responsibilities.316 

The decision not to approve a provider or to revoke the approval of a provider is subject 
to review. In the first instance, the review of the decision is undertaken by an internal 
decision reviewer as a delegate of the Commissioner. Applications may be made to the 
Administrative Appeals Tribunal for review of a reconsideration decision of an internal 
decision reviewer. 317 

1.7.3 Provider responsibilities 
The Aged Care Act and the Aged Care Principles together set out providers’ obligations 
and responsibilities. These obligations and responsibilities span the quality of care 
that must be provided, the rights of those receiving care, described as ‘user rights’, 
and accountability for the care provided and the suitability of key personnel.318 

Quality of care 
Part 4.1 of the Aged Care Act describes the quality of care approved providers must 
provide, including: 

• providing the care and services specified in the Quality of Care Principles, 
including complying with the Aged Care Quality Standards 

• maintaining an adequate number of appropriately skilled staff to meet the care 
needs of people 

• providing care and services of a quality that is consistent with any rights and 
responsibilities of people receiving care, as specified in the User Rights Principles.319 

The Quality of Care Principles set out the care a provider must or may provide in different 
care settings and for people with different levels of need. The Principles also set out 
whether the provider can charge a fee for those services. The Principles provide that 
physical and chemical restraint should only be used as a last resort.320 

Aged Care Quality Standards 

Approved providers must comply with the Aged Care Quality Standards. These Standards, 
contained in a schedule to the Quality of Care Principles, apply to residential care, home 
care and flexible care.  The Standards came into force on 1 July 2019, replacing the 
Accreditation Standards, the Home Care Standards and those that previously applied to 
NATSIFACP and Transition Care. Providers of services under the Commonwealth Home 
Support Programme are also required to meet the Aged Care Quality Standards as a 
condition of their grant agreements.322 

321
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The eight Standards are: 

• Standard 1—consumer dignity and choice 

• Standard 2—ongoing assessment and planning with consumers 

• Standard 3—personal care and clinical care 

• Standard 4—services and supports for daily living 

• Standard 5—organisation’s service environment 

• Standard 6—feedback and complaints 

• Standard 7—human resources 

• Standard 8—organisational governance.323 

Each standard includes a statement of outcome for the person receiving care; a statement 
of expectation for the provider; and the requirements a provider must demonstrate in order 
to meet the Standard. 

The Aged Care Quality and Safety Commissioner can monitor the compliance of approved 
providers with their responsibilities and performance against the Aged Care Quality 
Standards.  Failure to meet these Standards may lead to sanctions being imposed 
under the Aged Care Quality and Safety Commission Act.325 

324

User rights 
Part 4.2 of the Aged Care Act and the User Rights Principles set out the general 
responsibilities an aged care provider has to people receiving care and to people preparing 
to enter aged care. Failure to meet those responsibilities may lead to sanctions being 
imposed under the Aged Care Quality and Safety Commission Act.  The User Rights 
Principles require an approved provider to give each person receiving care, and help 
them to understand, a copy of the Charter of Aged Care Rights.  The Charter states: 327

326

I have the right to: 

1. safe and high quality care and services; 

2. be treated with dignity and respect; 

3. have my identity, culture and diversity valued and supported; 

4. live without abuse and neglect; 

5. be informed about my care and services in a way I understand; 

6. access all information about myself, including information about my rights, 
care and services; 

7. have control over and make choices about my care, and personal and social life, 
including where the choices involve personal risk;

8. have control over, and make decisions about, the personal aspects of my daily life, 
financial affairs and possessions; 

9. my independence; 
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10. be listened to and understood; 

11. have a person of my choice, including an aged care advocate, support me or speak 
on my behalf; 

12. complain free from reprisal, and to have my complaints dealt with fairly and promptly; 

13. personal privacy and to have my personal information protected; 

14. exercise my rights without it adversely affecting the way I am treated. 328 

Accountability 
Part 4.3 of the Aged Care Act, together with the Accountability Principles, details 
various responsibilities of approved providers, including in relation to: complying with 
record keeping, data collection and financial reporting requirements; cooperating with 
anyone exercising powers under the Aged Care Act or the Aged Care Quality and Safety 
Commission Act; and ensuring the suitability of any key personnel, staff members and 
volunteers. Approved providers are required to inform the Secretary of the Australian 
Department of Health of any changes in circumstances that may materially affect their 
suitability to provide aged care. They must also conduct appraisals and reappraisals of 
people’s care needs as required.329 

Since 1 July 2007, the Australian Government has required approved providers of 
residential aged care to report certain alleged or suspected physical and sexual assaults 
against residents.  This requirement does not apply if the alleged perpetrator is a fellow 
resident with a diagnosed cognitive or mental impairment and the provider puts in place 
arrangements to manage the alleged perpetrator’s behaviour.331 

330

In June 2020, the Australian Government announced that it would introduce a Serious 
Incident Response Scheme from July 2021.  This scheme will require reporting of a 
broader range of serious incidents, including incidents of abuse in aged care where the 
resident who allegedly commits an incident has a cognitive or mental impairment.333 

332

National Aged Care Mandatory Quality Indicator Program 

On 1 July 2019, the National Quality Indicator Program became mandatory. Previously, this 
was voluntary. Approved providers of residential care are required to provide information 
on three quality indicators to the Australian Department of Health. These are:  334 

• pressure injuries 

• use of physical restraint 

• unplanned weight loss.335 

From 1 July 2021, providers will also be required to report against falls and major injury 
indicators and medication management indicators.336 

The quality indicators are reported at a national and State and Territory level on the 
Australian Institute of Health and Welfare GEN Aged Care Data website. 
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 1.7.4 Accreditation and quality monitoring 
The Aged Care Quality and Safety Commissioner is responsible for accrediting and  
re-accrediting residential aged care services. The Commissioner is also responsible  
for conducting quality reviews of home care services and for monitoring the quality  
of care and services.337 

Residential aged care services are required to be accredited by the Aged Care Quality 
and Safety Commission to receive Australian Government subsidies. Once an aged 
care provider is approved, it can apply to the Commissioner for accreditation (or re-
accreditation) of a service.  Applications for accreditation and re-accreditation must 
include an undertaking that the ‘provider will undertake continuous improvement in  
relation to the service as measured against the Aged Care Quality Standards’.339 

338

The Aged Care Quality and Safety Commissioner conducts periodic full audits of an aged 
care provider’s compliance against the Aged Care Quality Standards. When considering 
whether to re-accredit a residential aged care service, the Commissioner must arrange a 
site visit and meeting with the person in charge of the service and at least 10% of people 
receiving care or their representatives. The Commissioner must deliver a performance 
report to the provider and decide whether to re-accredit the service. If the Commissioner 
decides to re-accredit a service, he or she must specify the period for re-accreditation.340 

There is no accreditation requirement for home care services. An approved provider is 
able to begin providing home care services before the Aged Care Quality and Safety 
Commissioner undertakes any quality review. In this context, home care services are 
those services delivered under a Home Care Package, the Commonwealth Home Support 
Programme, or a flexible care service where restorative care is provided in a home care 
setting.  The Commissioner must ensure that a quality review of a home care service  
is conducted at least once every three years.342 

341

Quality reviews must include site visits of the premises of the provider and may include  
a site visit of the premises where the service is provided.  The assessors assess the 
quality of care against the Aged Care Quality Standards. They must meet with the provider. 
Unlike residential care accreditation assessments, home care service assessors are only 
required to meet with the person receiving care, or their representative, if a request has 
been made by, or on behalf of, that person. Otherwise, the assessor is dependent on  
the service for information from people receiving care.  After the audit, the assessment 
team must prepare a quality audit report and the Commissioner then produces a 
performance report.345 

344

343

The Commissioner conducts quality reviews of NATSIFACP services in accordance with 
the Quality and Safety Commission Rules and the NATSIFACP Quality Framework.346 

In between accreditation or quality review cycles, representatives of the Aged Care Quality 
and Safety Commissioner—regulatory officials—may make an assessment contact with 
a provider.  Any form of contact between a regulatory official and an aged care provider, 
other than a site audit, review audit or quality audit, is an assessment contact. Assessment 
contacts may or may not include a site visit and may be announced or unannounced.348 

347
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Following an assessment contact, the regulatory official must prepare an assessment contact  
report and the Commissioner must produce a performance report giving the provider written  
notice of any areas for improvement by reference to the Aged Care Quality Standards.349 

For NATSIFACP services, the Aged Care Quality and Safety Commissioner must monitor 
a service in accordance with the Quality Framework. The NATSIFACP Quality Review 
Guidelines allow for an assessment contact outside of the quality review process.  
Site visits to NATSIFACP services require 14 days’ notice.350 

If the provider has provided notification of a change in circumstances that materially affects 
its suitability to be a provider of aged care services, or if the Aged Care Quality and Safety 
Commissioner has reasonable grounds to believe that a provider might not be complying 
with the Aged Care Quality Standards, the Commissioner may arrange for a review audit  
to occur at the provider’s premises.351 

On receiving a review audit report, the Commissioner has 28 days to provide a 
performance report to the provider and a further 7 days to decide whether to revoke the 
accreditation of the service. A decision to r evoke accreditation must be published on the 
Aged Care Quality and Safety Commission’s website. Alternatively, the Commissioner  
may vary the service’s period of accreditation.352 

Consequences of non-compliance 
Since 1 January 2020, the Aged Care Quality and Safety Commissioner has had the power 
to impose sanctions on an approved provider that has not complied, or is not complying, 
with its aged care responsibilities.  Previously, and for much of our inquiry, the Secretary 
of the Australian Department of Health held that power. 

353

In deciding whether to impose sanctions, the Commissioner must consider the seriousness 
of the non-compliance, whether it has occurred before, and whether it threatens the health, 
welfare or other interests of people receiving care. The latter must be the Commissioner’s 
paramount consideration and applies to people receiving care at the time or in the future.354 

There are a range of sanctions that may be imposed on an approved provider, including: 

• revoking, suspending or restricting an approved provider’s approval 

• restricting the payment of a subsidy to people receiving care prior to receiving notice 
of the sanction 

• revoking, suspending or prohibiting the allocation of places to the approved provider 

• varying conditions on the allocation of places 

• revoking, suspending or prohibiting permission for an approved provider to provide 
extra services that they charge the care recipient for 

• prohibiting charging for accommodation payments, contributions or bonds 

• requiring repayment of grants to the Australian Department of Health or refund 
of money to a person receiving care.355 
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 1.7.5 Complaints handling 

Unless there is an immediate and severe risk to the safety, health or wellbeing of people 
receiving care, the Aged Care Quality and Safety Commissioner must give notice of 
the intention to impose a sanction. The approved provider can make submissions in 
response. Having considered any submissions made in accordance with the notice, 
the Commissioner may require the approved provider to give an undertaking to remedy 
the non-compliance or impose sanctions.  The decision to impose sanctions can be 
reviewed. In the first instance, the review of the decision is undertaken by an internal 
decision reviewer as a delegate of the Commissioner. Applications may be made to the 
Administrative Appeals Tribunal for review of a reconsideration decision of an internal 
decision reviewer.357 

356

The Aged Care Quality and Safety Commission handles complaints about the 
responsibilities of approved providers of aged care services under the Aged Care Act 
or the Aged Care Principles, or the responsibilities of service providers of Australian 
Government-funded aged care services under the funding agreement that relates  
to the service.358 

The Commissioner can, amongst other things, investigate a complaint or undertake  
a conciliation or mediation process between the complainant and the provider.359 

The Commissioner has the power to issue directions to an approved provider if satisfied 
that the provider is not meeting its responsibilities. The directions can require the approved 
provider to take specified action.360 

The Aged Care Quality and Safety Commissioner may decide to close a complaint the 
Commissioner determines is better dealt with by another person or body, such as the 
Australian Health Practitioner Regulation Agency, or where a coronial inquiry is underway.361 

1.8 Conclusion 
In recent decades, the aged care system in Australia has evolved and has been changed 
in a myriad ways. During the course of our inquiry, as new initiatives and policies were 
announced by the Australian Government, the system has changed further. Some changes 
to the system have been large, some incremental, but all have contributed to the piecemeal 
development of the aged care system. 

Here, we have described the fundamental elements of the current aged care system. 
In the rest of this volume, we explain why the aged care system needs fundamental 
reform. We also examine the interface between the aged care system and other systems, 
particularly the health and disability sectors. In Volume 3 of this report, we make 
recommendations for a new aged care system that puts older people first. 
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 2.2.1 Problems entering and navigating the system 

2.  Problems of Access 
2.1  Introduction 
It should be easy for older people to access the aged care they need. Having easy access 
means a person can get the information, support or care they need, when they need it. It 
also includes getting aged care appropriate to a person’s individual needs, including care 
that is culturally appropriate and safe. Ease of access is not a feature of the current aged 
care system. At best, the effect of failing to provide easy access to aged care services is 
that people may not know where to turn for help. They may have to make decisions which 
are difficult emotionally, financially and practically, without the benefit of accurate and 
timely information and support. At worst, people do not receive the care they need,  
when they need it. These outcomes are unacceptable. 

Problems of access have been raised throughout the life of this Royal Commission. In this 
chapter, we highlight what we see as the problems of access in the aged care system. 
First, we highlight the key problems with accessing different parts of the aged care 
system. Second, we highlight the particular difficulties specific groups have in accessing 
the aged care they need. Third, we look at where access issues are dependent on other 
systems and programs, such as health care or disability services. Together, these issues 
demonstrate the breadth of circumstances in which access may be a problem for older 
people who need aged care services. 

2.2  Accessing aged care 
The aged care system is difficult to access and navigate. People accessing the aged  
care system have reported the experience as time-consuming, overwhelming, frightening 
and intimidating.1 

The time of first contact with the aged care system is often stressful for older people and 
their loved ones. The availability of helpful and comprehensive information is critical to 
ensuring older people get timely access to the care they need and to empowering them  
to make choices about their care. The current aged care system does not do this well. 

The time of first contact with the aged care system is often stressful for older people and 
their loved ones. The availability of helpful and comprehensive information is critical to 
ensure that older people get timely access to the care they need and to empower them  
to make choices about their care. The current aged care system does not do this. 
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Problems entering and navigating Australia’s aged care system are not new. In its 2011 
inquiry report, Caring for Older Australians, the Productivity Commission noted that older 
people ‘face a complex and confusing array of entry points into the aged care system 
and multiple sources of information about ageing and how they can best manage their 
own ageing’.  The Productivity Commission recommended the establishment of a single 
gateway through which people could obtain information about, and access to, aged care 
services, with local infrastructure and face-to-face support.3 

2

The Australian Government announced, in its response to the Productivity Commission’s 
report, that My Aged Care would be established in 2013. The Government agreed that 
My Aged Care needed to be responsive to local needs. However, the Government 
considered that beyond the new website and call centre, it was ‘premature’ to establish 
new local physical infrastructure. It argued there was ‘potential for the Department of 
Human Services (Medicare and Centrelink offices) to contribute to facilitating access to 
the Gateway’.  About eight years after the establishment of My Aged Care, there is still 
no government ‘shopfront’ or physical infrastructure at the local level. A 2019 national 
study showed that carers need to access information from four or more sources to 
navigate the system successfully.5 

4

In the Interim Report, Commissioners Tracey and Briggs outlined numerous problems 
with My Aged Care.  At that time the evidence showed that information on the My Aged 
Care website was inconsistent, incomplete, lacked sufficient information about the quality 
of services, and had limited functionality.  There has been similar variability with the 
information provided through the call centre.  Ms Rita Kersnovske gave evidence about 
her experience seeking help from the My Aged Care call centre after she had a fall: 

8

7

6

And they just quoted me numbers. They—they said ‘You’ve been assessed’ and quoted 
me numbers…And, you know, I got really upset on the phone call and just—I actually ended 
the call by saying, ‘I will just sit here and starve to death.’ And I just got no help—no help 
whatever from My Aged Care.9 

The Australian Government has made a number of changes to My Aged Care since our 
inquiry commenced.  Key changes include: improved readability; the capacity to search 
providers by location; a self-service online registration and screening system; a client 
dashboard or summary page with a journey tracker; automatic email notifications at key 
stages as a person accesses care; and the introduction of an e-Referral system which 
allows general practitioners to send referrals to My Aged Care directly from their practice 
management systems to request an aged care assessment.  We welcome these recent 
changes, but some problems remain. 

11

10

We are particularly concerned that it remains difficult for people to make informed 
decisions about aged care services. No one who needs aged care supports and 
services should ever feel the way Ms Marie Dowling felt after months of trying to 
navigate the system: 

Look, I felt, really, absolutely at a loss and unable—being unable initially to find help, it was so 
stressful. And I really felt—sorry, I’ve got a word and it will come in a minute—depersonalised, 
worthless, unable of course to organise my own care, and I really felt demoralised by the 
entire process.12 
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Dr Lyn Phillipson, a researcher and Dementia Fellow at the University of Wollongong, 
reported that ‘the government, whilst it had intended to introduce choice, hadn’t really 
established the preconditions for what we understand people need to exercise choice, 
which is accessible information’.  There is no way for people seeking services to know, 
from My Aged Care, whether a service will meet their specific needs. While a service may 
state that it caters for particular communities and cultural groups on the My Aged Care 
website, or that they are specialists in the provision of care to ‘particular diversity groups’, 
there is no process to ensure the accuracy of those claims.14 

13

There is also very limited information available about the quality of services provided. 
Only two measures are available: Aged Care Quality Standards ratings and, since June 
2020, Service Compliance ratings have been published for all residential care services.
However, these ratings offer few details about the performance of services and providers. 
While they identify services that have not met minimum standards, they do not differentiate 
between services that barely meet those minimum standards and those that have achieved 
excellence. Information about the quality of care is essential for older people making 
important life decisions such as who they let into their homes to deliver personal care or 
which residential aged care facility they will move to. Information about the quality of care 
is essential for older people making important life decisions such as who they let into their 
homes to deliver personal care or which residential aged care facility they will move to. 

15 

There is no other information available directly from My Aged Care that could help 
people meaningfully compare different services and providers. There is no consumer 
experience information.  Important information about the nature, number and disposition 
of complaints and the number of reportable assaults that would alert older people to 
service problems is not accessible at either the provider or service level. Mr Glenn Rees 
AM, Chairman of Alzheimer’s Disease International, testified that lack of information 
like this makes it very difficult for people to make informed decisions: 

16

it seems to me sad that consumers don’t know in a timely way which services are under 
investigation in a serious way. It seems to me bad that you can’t go to a website and see 
what the psychotropic levels of medication administration are. You can’t go to a website 
and look at the skills and staffing mix…and get reassurance about the extent to which the 
staff are trained. They may have palliative care skills or other things. I think for the consumer 
it is very, very difficult to know where to go.17 

This is basic information about the quality and safety of care. It is not good enough that 
older people are having to make decisions about care without access to this information. 

Access issues related to sources of information about aged care are compounded for 
people from diverse backgrounds and with diverse life experiences. For many, language 
and literacy barriers are an issue. People who are more socially disadvantaged than the 
general population, or who are located in regional, rural and remote areas, may not have 
ready access to technology and the internet.  Mistrust and fear of government and 
organisations can be an issue, and socially isolating circumstances may leave people 
without the support and assistance required to overcome difficulties accessing and 
navigating the system.19 

18
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Throughout our inquiry, we have heard that irrespective of education levels, means, 
background or circumstances, it is very difficult for most people to navigate all aspects 
of the aged care system. The My Aged Care entry system lacks local, face-to-face 
assistance, including coordination to help plan and manage people’s care.  Mrs Catharina 
Nieuwenhoven, a community liaison officer with a Home Care Package, explained that 
older people in her Dutch community in Adelaide often do not know how to access aged 
care services and do not always realise what services they can receive when they are 
allocated a package.21 

20

The Australian Government is trialling different models of an aged care system navigator 
to assist people to understand and engage with the aged care system.  The findings of 
an interim report of the evaluation of the system navigator trials, undertaken by Australian 
Healthcare Associates for the Australian Department of Health, were that ‘many older 
people—particularly those who face additional barriers or are vulnerable—require face-to-
face engagement, with repeated interactions over time’.23 

22

Aged care is a personal experience, and there needs to be personalised information 
and support for people seeking to access and use aged care services. The current 
aged care system does not deliver this. 

2.2.2 Accessing home care 
There are several access issues within the two programs for care at home, the Home 
Care Packages Program and the Commonwealth Home Support Programme. 

Too many older people are not getting the Home Care Package they need at the time and 
level they need it. Many people cannot access a package even when they are approved for 
one because the supply of packages is capped by the Australian Government. In 2018–19, 
the waiting times between being assessed as eligible for services to being assigned a 
package ranged from seven months for a Level 1 package to 34 months for a Level 4 
package.  This is simply too long for older people to wait for care, as many die or have 
to enter residential care while waiting.25 

24

Since the Royal Commission commenced, the Australian Government has released 
a number of additional packages, but as at 30 June 2020, 102,081 older people were 
still waiting for a package at their approved level.26 

The waiting times are greatest for people requiring higher levels of care, yet the additional 
packages announced since February 2019 have predominantly been lower-level 
packages.  In the June 2020 quarter, only 6400 of 39,000 new packages were Level 4 
packages.  There were still almost 16,000 people waiting for a Level 4 package.  The 
number of people waiting for care is still too high and they are waiting for too long. 

2928

27

Too many older people are receiving lower levels of care than they are assessed as 
needing. Some 40,744 of the 102,081 people on the waiting list had been offered, although 
had not necessarily accepted, an interim package at a lower level than their assessed 
need.30 People assessed as needing a Level 4 package of approximately $52,000 a year 
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are often offered an interim Level 2 package of approximately $15,750 a year.31 This is 
meant to tide them over until the National Prioritisation System allocates them a Level 4 
package from the rationed pool of Home Care Packages. It is dependent on packages 
becoming available either through current package holders dying or commencing 
residential care, or on the Australian Government funding more packages. 

Without access to home care services that meet their assessed needs, people risk  
and face declining function, preventable hospitalisation, carer burnout, premature  
entry to residential aged care, and death.  The impact can be devastating, especially 
when an older person has high care and support needs.  One person making a public 
submission described the personal toll on her as a carer when her mother waited for  
a Home Care Package: 

33

32

Over the next six months mum deteriorated as we waited for the Home Care Package,  
I did as much as I could. I hardly slept and spent most of my spare time with mum while  
my husband looked after our two children. My health suffered and I was barely coping.34 

Even when people are allocated a Home Care Package at their assessed level, they may 
not receive the actual level of care they need. We have heard that a considerable portion 
of an older person’s Home Care Package allocation often goes to care management and 
administrative fees, rather than to its intended purpose of direct care.35 

A number of witnesses gave evidence about Home Care Package fees and charges. 
Ms Lynda Henderson explained that 35% of the fees charged to her friend Veda’s Home 
Care Package was for ‘administration costs’ and ‘case management’.  This amounted to 
approximately $58,000 over three years.  Ms Raelene Ellis said that her mother’s Level 
4 Home Care Package provider charged 38% in administration fees, almost $19,000 a 
year.  Mr Josef Rack said that his first home care provider charged ‘about half’ of the 
Government funding for his Home Care Package on fees.  He said that ‘the management 
fee paid for access to physiotherapy, a coffee machine, a registered nurse and a bus. 
…I never used any of these services’.  StewartBrown’s analysis of collected home care 
data indicated that, across all package levels, care management and administration fees 
accounted for an average of 28% of the total package funding in 2018–19, increasing as 
the package level increases.  That analysis also indicated that care management fees had 
increased as a proportion of all fees from 2017–18 to 2018–19 despite pricing transparency 
measures introduced by the Department of Health.42 

41

40

39

38

37

36

It is likely that the level of Home Care Package funding is insufficient to meet the care 
needs of many package holders. In 2018–19, the highest Home Care Package, Level 4, 
allowed an average of only eight hours and 45 minutes of service a week.  This includes 
care management, nursing care, personal care, cleaning and household tasks, and social 
support. On average, each package provides only three hours of personal care and less 
than 20 minutes of clinical care each week.44 

43

The total care hours provided across all Home Care Package levels has declined.
Over a decade ago, more than double this volume of care was possible from the funding 
provided, which has reduced significantly in real terms. In 2008, 16.2 hours, which 
included 14.1 hours of direct assistance, was offered to people with the equivalent 

45 
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of a Level 4 package.  The March 2020 StewartBrown Aged Care Financial Sector Report 
indicated that the average weekly direct care hours a person received declined by 13% 
between March 2019 and March 2020.  This decrease in care is very concerning because 
packages are now delivering less care than intended by the Government and because 
older people who access aged care from home are increasingly frail and have high  
rates of comorbidities.   The aged care system is failing to deliver on their care needs. 48

47

46

Some older people do not receive the types of services they need because of funding 
limitations in the package levels, and the way the Home Care Package Program and the 
Commonwealth Home Support Programme interact.  One person in their submission 
described how the limited funding allowed ‘two hours of domestic assistance and two 
hours of “everything else” (gardening, window cleaning, transporting to appointments, 
physiotherapy, speech pathology, podiatry)’.  Dementia Australia explained how, due 
to limited funding, people tend to prioritise care services and house cleaning over other 
supports that have the potential to improve their wellbeing: 

50

49

the majority of consumers will tend to choose home care services over counselling or social 
support because they do not have enough funding for both. The immediate need for, say, domestic  
support is prioritised over activities that have the potential to improve wellbeing in the long term.51 

The Australian Government now allows some group social activities to be used by people 
with Home Care Packages that commenced after 1 July 2020, if the person was engaging 
in those activities before accepting the package.  This is just one of many supports that 
people access, and that they must choose between when they are using a package. 
Assistive technologies and home modifications are other examples—as is access  
to respite, which is only available under a package in limited circumstances.53 

52

People using Home Care Packages or residential aged care do not have access to the 
broad array of supports under the Commonwealth Home Support Programme, unless 
they can pay ‘full cost recovery’ or the unsubsidised cost of the support charged by 
the provider.  While this may prevent ‘double dipping’, it means those with less ability 
to pay will always have less access to aged care. 

54

Similar concerns about continued access to social supports as care needs increase were 
raised in connection with people using aged care at home and in a residential facility.
Personal and clinical care are not substitutes for other types of support people may need, 
such as social support, assistive technologies and home modifications, and respite care. 
Both care and other types of support are important to ensure an older person’s health 
and wellbeing. And people should be able to access both. In the current system, people 
too often have to choose between care and other supports. These are difficult choices 
which older people and their families should not be asked to make. 

55 

We are concerned that people may not be accessing key home modification and assistive 
technology needs under their Home Care Packages. Home modification and assistive 
technology do not play a significant role in the amounts charged against Level 1 packages, 
but become more significant from Level 2 packages. Overall, the most popular item 
purchased by volume was a washing machine (18%), closely followed by a television 
(17%)—while assistive beds featured very low on the list (1.3%).56 
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This is very different to the former Community Aged Care Package program data captured 
in the 2008 Community Care Census. At that time, prior to consumer directed care, older 
people generally purchased or hired equipment from the provider; and older people most 
commonly used walking aids (48%), shower chairs (40%), and toilet modifications (23%). 
A similar trend was also found in the Extended Aged Care at Home program, where 
the most common item was shower chairs (68%), followed by continence aids (57%) 
and toilet modifications (56%).  While we understand the importance of older people 
making choices about their care, it is concerning that investment in home modification 
and assistive technology has declined so significantly under the Home Care Packages 
Program. 

57

Aged care is not designed to replace State and Territory equipment programs. However, 
as COTA Australia has noted, the different eligibility requirements and budgets of these 
programs can mean that people receiving aged care may go without necessary assistive 
technologies. People may not be able to access their State program but their aged care 
funding does not cover the cost of the equipment as well as their care.  At the Mildura 
Hearing, Ms Nicole Dunn explained how her grandmother was not eligible to receive a 
personal alarm because Ms Dunn was living with her, even though she was working full-
time.  In his 2017 Legislated Review, Mr David Tune AO PSM recommended that the 
different levels of government work together to increase access and increase focus on 
assistive technologies, noting the importance of these supports for staying at home: 

59

58

One of the key issues for some groups of older people with a disability is timely and affordable 
access to aids and equipment, which may mean the difference between remaining independent 
or requiring ongoing aged care services.60 

Due to historical arrangements, each State and Territory has a different range of services 
available under the Commonwealth Home Support Programme. For example, Victoria has 
over double the number of people accessing allied health and personal care services as 
New South Wales. Queensland has more people accessing home modification and home 
maintenance services than any other State. 61 

South Australia has almost as many people accessing assistive technology as the 
rest of the States and Territories combined.  Access to assistive technology is further 
complicated by related State and Territory assistive technology and home modification 
schemes. This has resulted in a complex patchwork of supports.  The evidence and 
information before us shows the importance of securing better assessment processes  
and broader eligibility for assistive technologies and home modifications.64 

63

62

Most older people want to remain living in their own homes, rather than moving to 
residential aged care.  However, in the current aged care system, older people often  
wait too long to get access to care at home. When they do get access to care, they  
may receive less care than they need or they may not have access to specific services  
they need. This must change. 

65
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 2.2.3 Respite care 
Too often, older people and their carers do not receive quality respite care when they 
need it. Respite care can provide a ‘circuit breaker’ for both an older person and their 
carer. When done well, it can provide an opportunity for an older people’s rehabilitation, 
reablement or medication review. Respite may offer short, regular breaks for a carer to 
attend to their own health needs or manage their household, or less frequent, longer 
periods that enable a carer to refresh or take a holiday. 

For people with a Home Care Package, respite care tends to be allocated only if there 
are funds left over after other services are in place.  Dr Phillipson expressed her concern 
about how the current assessment process leaves carers waiting until they are desperate 
for assistance: 

66

to leave the assessment of carers just at that level of is this in crisis? Is this carer kind  
of at breaking point? really does show a problem with the system if our goal is to be  
maintaining people to live well at home, and also to maintaining the wellbeing of carers  
as part of that situation.67 

The system relies on an informal carer self-identifying as a ‘carer’ and knowing where to 
go for support. It is also difficult for carers to access respite care for those that they care 
for and other support for themselves. We know that accessing support services early in 
the caring role is critical to support carer wellbeing and to increase the sustainability of the 
arrangement.  The Carer Gateway, administered by the Australian Department of Social 
Services, provides and connects carers to many services, including coaching, counselling, 
respite care, connecting with other carers, online skills courses and financial support. 
However, the Carer Gateway and My Aged Care are not joined up, and direct people  
and carers to separate intake and assessment processes.  Witnesses described the lack  
of communication between the two separate and disconnected systems as frustrating  
to navigate and a significant barrier to carer awareness and engagement.70 

69

68

Older people and their carers can be deterred from seeking respite care if they have 
had negative experiences. Some witnesses described poor quality services and service 
arrangements that did not meet older people’s needs, which contributed to their reluctance 
to use them again.  Respite delivered in a residential care setting is subject to all the 
deficiencies we outline in our analysis of the nature and extent of substandard care  
(see Chapter 3 of this volume). 

71

Poor quality respite care can create more problems than it solves. Mrs Lillian Reeves gave 
evidence that her husband, Mr Terance Reeves, became permanently incontinent during 
his stay in respite care and that ‘he never came back 100%’. She said Mr Reeves’s time 
in respite care caused increased stress for her and for their children.  Commissioners 
Tracey and Briggs did not accept that the approved provider had caused Mr Reeves’ 
deconditioning, but found that the approved provider had provided substandard care that 
put the health, safety and wellbeing of Mr Reeves at serious risk.  Carers can lack trust in 
the respite providers—they do not think a facility is able to care for their loved one as well 
as they do.  This, combined with poor experiences, results in people not accessing these 
services when they need them. 

74

73

72

3303



67 

Problems of AccessChapter 2

 2.2.4 Allied health care in aged care 

We also heard about families who desperately needed respite but were unable to find any 
appropriate services. This is particularly the case for older people living with dementia and 
their carers. Ms Rosemary Cameron described her experience of seeking respite care for 
her husband, Mr Don Cameron, who had Lewy body dementia. She said that a respite 
provider required her to take Mr Cameron home as they could not manage his behaviour: 

You know, I just remember feeling so extremely sad for Don, to be almost rejected when  
he needed help the most. And I think walking out of the facility with Don in one hand and his 
goods in the other, and I hopped in the car and I thought I can’t rely on anybody. I just don’t 
think there’s anything out there, and I was so exhausted and I thought I’m failing him as well. 
And I thought if I can’t look after him nobody else certainly is showing me they can do that too, 
and I just cried silently all the way home so Don couldn’t see. And I just thought well maybe  
I just end it for both of us.75 

Respite care is not sufficiently flexible to meet the needs of older people and their carers. 
Cottage-based respite offers flexible overnight care in a home-like environment with a 
small number of people. Research suggests carers prefer this type of respite and that  
it has better outcomes for the person receiving care.  While this type of respite does 
currently exist, providers are very limited, particularly in regional areas.77 

76

Residential respite tends to be offered in prescribed timeframes that suit the provider rather 
than the person receiving care and their carer. When Ms Dorothy Holt wanted to travel 
for one week, an aged care provider told her that she could have four weeks of respite or 
nothing.  Ms Joan Rosenthal also recounted how difficult it was to plan in advance for her 
husband, Ian, to have a short respite stay. She saw the need for greater access to quality 
respite and improved information about the availability of respite options.  We have heard 
from representatives of aged care providers that they prefer people to spend a minimum  
of two weeks in respite care.  This is despite evidence that more flexible forms of respite, 
or a preventative, restorative approach such as short-term and regular cottage-based 
respite, can be more beneficial for carers and older people.81 

80

79

78

High quality, accessible and flexible respite options are core services within an effective 
aged care system. For too many older people and their carers, the current aged care 
system does not meet these needs. 

People receiving aged care have limited access to services from allied health professionals, 
including dietitians, exercise physiologists, mental health workers, occupational therapists, 
physiotherapists, podiatrists, psychologists, speech pathologists and specialist oral and 
dental health professionals.  Allied Health Professions Australia stated that ‘allied health 
service provision in aged care is predominantly not a matter of an aged care / health 
interface but an integral part of aged care’.  We agree. 83

82
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Research demonstrates the benefits of allied health services for older people. For example: 

• podiatry services are associated with a 36% reduction in the rate of falls 
in older people84 

• physiotherapy is effective at reducing older people’s back pain and restoring 
their ability to move freely85 

• physiotherapy programs can improve functional independence and quality 
of life for people receiving palliative care at home86 

• music therapy can improve motor function for people with Parkinson’s Disease87 

• occupational therapy and exercise can prevent or slow functional decline  
of older people with dementia living in the community.88 

Mrs Rosalie and Mr Rod Foreman’s evidence demonstrates the impact that good allied 
health care can have. Mrs Foreman had a stroke. Her transfer notes from her rehabilitation 
service to the aged care provider said she would ‘never walk again’.  Mr and Mrs Foreman 
engaged a physiotherapist privately to provide extra support and after a number of months 
Mrs Foreman was able to walk with support.90 

89

There are a number of exemplary multidisciplinary allied health services in aged care.
However, multidisciplinary allied health care is not consistently provided in aged care as it 
should be. In some instances, it appears that very little allied health care is being provided. 
The Australian Government commissioned the StewartBrown 2018–19 survey on home 
care, which reported that only 2% of Home Care Package funding was spent on allied 
health during that period.  Dr Nicholas Hartland PSM, First Assistant Secretary, In Home 
Aged Care Division, Australian Department of Health, said that, ideally, more people would 
access allied health (and nursing) services through their Home Care Packages.93 

92

91 

Australian Department of Health 2018–19 data on the Commonwealth Home Support 
Programme indicated that, across Australia, 29% of people received services categorised 
as allied health and therapy services.  However, for each type of allied health and therapy 
service, the most common number of times a person received that type of service in a 
year was once, and more than half of them received fewer than five allied health services 
a year in total.  Nearly two-thirds of all allied health and therapy services were provided 
in Victoria (41%) or Queensland (22%), with rates of access in other States and Territories 
much lower.96 

95

94

Allied health care in residential aged care is also insufficient. We are concerned that, in 
practice, residential aged care providers are incentivised to provide only the types of 
allied health care that can generate additional funding under the Aged Care Funding 
Instrument.  If a person in residential care is receiving ‘complex pain management 
and practice undertaken by an allied health professional or registered nurse’, they are 
categorised as needing ‘complex health care’ under the Aged Care Funding Instrument 
and the provider receives additional funding. These pain management services are not 
evidence-based.  A number of allied health professionals, particularly physiotherapists, 
described their frustration at not being able to provide the allied health care they knew their 

98

97
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client needed because they were required, by the aged care provider, to provide a limited 
range of non-evidence-based pain management services to ensure retention of funding 
under the Aged Care Funding Instrument.99 

Professor Esther May spoke of her struggles to get access to allied health care for her 
mother in residential aged care: 

So I have had to fight for her to get one podiatry assessment over the, what is it, six, seven, 
eight months that she’s been within aged care. So there is no systematic way that that facility 
is able to draw upon allied health services. …I think it’s her right to have that but it has not been 
something that has been offered. It was not prioritised within her care plan that was developed 
by a clinical nurse, and there was no discussion with the family about what her needs were in 
relation to allied health services.100 

Some people receiving aged care fund their own allied health services, but many people 
cannot afford to do this. If they have a chronic disease, they may qualify for five Medicare-
subsidised allied health services annually under the Chronic Disease Management 
program.  This level of service provision is inadequate.102 101

The lack of value placed on allied health services in aged care was apparent during 
the COVID-19 pandemic. It took a series of changes to the Industry Code for Visiting 
Residential Aged Care Homes during COVID-19 to ensure allied health professionals could 
continue to visit facilities and provide care.  This was a time of increased need for people 
in residential aged care, due to isolation and reduced mobility. Yet we heard that there 
was reduced access to allied health services in some residential aged care facilities.
Allied health services should play a central role in providing care to older people. 

104 

103

2.3 Access for groups already at a greater 
disadvantage 

People receiving aged care have diverse backgrounds and life experiences. Some groups 
of people have particular needs, which are too often not being met by the current aged 
care system. 

The Aged Care Act 1997 (Cth) identifies people with ‘special needs’, commonly referred to 
as the ‘special needs provisions’. The current list identifies nine groups of people as having 
needs that warrant special consideration, including: Aboriginal and Torres Strait Islander 
people; people living in rural or remote areas; people from culturally and linguistically 
diverse backgrounds; veterans; people experiencing homeless or at risk of homelessness; 
care leavers; parents forcibly separated from their children; and lesbian, gay, bisexual, 
transgender and intersex people.105 
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 2.3.1 Older people in regional, rural and remote areas 

While people within the groups listed are referred to as having ‘special needs’ under the 
Aged Care Act, we refer to them as people with diverse backgrounds and life experiences. 
We believe this better captures the unique and complex experience of each person, and 
acknowledges that each person may identify with one or more of the groups listed in the 
Aged Care Act. This is aptly described in the Aged Care Diversity Framework, which states: 

Older people with diverse needs, characteristics and life experiences can share the experience 
of being part of a group or multiple groups that may have experienced exclusion, discrimination 
and stigma during their lives. However, they are not a homogenous group. There are some 
similarities within groups in relation to the barriers and difficulties they may face in accessing 
the aged care system but additionally, each person may have specific social, cultural, linguistic, 
religious, spiritual, psychological, medical, and care needs. 

In addition to common challenges, social differences often overlap as people identify with more 
than one characteristic, exacerbating already complex issues. There is no limit to the number of 
different characteristics a person holds and no two people’s lived experiences are the same.106 

We heard of numerous access issues experienced by people with diverse backgrounds 
and life experiences. In this section, we discuss the particular access problems for older 
people in regional, rural and remote areas, for older Aboriginal and Torres Strait Islander 
people, and for disadvantaged groups. While these groups, and individuals within these 
groups, have diverse experiences and needs, they each point to the need for an aged care 
system that genuinely can respond to them as people, understanding that a ‘one size fits 
all’ system is not enough. 

There are three reasons why we are particularly concerned about access to aged care 
services in regional, rural and remote areas (or areas outside major cities).  First, older 
people make up a greater share of the population in regional, rural and remote Australia 
than in major cities.  One study suggests that, over time, the level of frailty is expected to 
increase in regional, rural and remote Australia. From 2017 to 2027, the fastest projected 
growth of frail older people will be in regional, rural and remote areas, as well as the outer 
areas of major cities.109 

108

107

Second, people in regional, rural and remote areas experience multiple disadvantages, 
which can magnify the need for support in older age. These disadvantages include lower 
incomes, lower education levels, and poorer health outcomes, including higher rates of 
disease and injury.  People in regional, rural and remote areas also have poorer access 
to primary health care, which increases pressure on the aged care system.111 

110

About 32% of people living with dementia live in regional, rural and remote Australia.
We heard evidence that residential aged care facilities in regional, rural and remote areas 
find it difficult to meet the needs of people living with dementia who display complex 
behaviour. The difficulties they face can include inadequate infrastructure and capital 
works, inadequate staff training, inability to carry out strategies in dementia care and 
management practice, and difficulties in accessing expert support.113 

112 
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The third reason is that availability of aged care in regional, rural and remote areas is 
significantly lower than in major cities. We are also concerned that the availability of  
these scarce resources has worsened since 2014 in remote areas, as Table 1 shows. 

Table 1: People receiving residential and community aged care /
places per 1000 people in the aged care planning population
by remoteness (at 30 June)114 

REMOTENESS 
AREA 

CARE 
TYPE 

2014 2015 2016 2017 2018 2019 DECREASE/
INCREASE 

Major cities Residential 
aged care 

83.8 82.2 80.8 79.6 79.4 79.2 5.5% 
decrease 

Community 
aged care 

30.9 31.2 34.3 35.3 40.2 30.1% 
increase 

Total 114.7 113.4 115.1 114.7 119.4 4.1% increase 

Inner regional
and outer 
regional 

Residential 
aged care 

Community 
aged care 

73.3 

25.8 

72.2 

25.6 

70.9 

28.4 

68.3 66.7 

33.1 

67.6 

36.4 

7.8% 
decrease 

41.1% 
increase 

Total 99.1 97.8 99.3 99.8 104.0 4.9% increase 

Remote and 
very remote 

Residential 
aged care 

50.6 49.0 46.5 23.1 43.0 44.3 12.5% 
decrease 

Community 
aged care 

33.4 31.9 30.9 24.2 29.1 12.9% 
decrease 

Total 84 80.9 77.4 67.2 73.4 12.6% 
decrease 

Source: Productivity Commission, Report on Government Services series, Part F, 2015–2020.115 

The Productivity Commission’s Report on Government Services data, summarised in 
Table 1, shows that there are fewer residential aged care places per 1000 people in the 
aged care planning population (70 years or over) in regional, rural and remote areas than 
in major cities, with services particularly scarce in remote areas. For instance, in 2019 there 
were only 44.3 residential aged care places per 1000 people aged over 70 years in remote 
areas, but there were 79.2 places per 1000 people aged over 70 years in major cities. 
Since 2014, residential aged care services have been decreasing at a faster rate in remote 
Australia (12.5%) than in major cities (5.5%) and regional areas (7.8%). 

Although data for inner regional and outer regional areas is combined in Table 1, there is 
a significant difference in access between these two location types. For example, there 
has been a disparity in the rates of growth of numbers of Home Care Packages in inner 
regional and outer regional areas. The numbers of Home Care Packages in outer regional 
areas have not kept track with overall growth in the home care program, and the proportion 
of Home Care Packages in outer regional areas declined significantly from 30 June 2016 to 
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Table 2: Hospital patient days used by those eligible and
waiting for residential aged care, rate per 1000 patient days,
by remoteness 

30 June 2019.  The disparity between access to aged care in outer regional and remote 
areas compared with other areas is demonstrated by another indicator of unmet need in 
residential aged care, which is the number of hospital patient days used by people who are 
eligible and waiting for residential aged care.  In 2017–18, people living in outer regional 
(24.2), remote (38.7) and very remote (32.2) areas had much higher rates per 1000 hospital 
patient days used by those eligible and waiting for residential aged care compared with 
major cities (7.1) and inner regional areas (7.8) (see Table 2). 

117

116

2013–14 2014–15 2015–16 2016–17 2017–18 DECREASE/
INCREASE 

Major cities 7.3 7.7 8.5 8.5 7.1 
2.7%
decrease 

Inner regional 8.6 8.7 9.8 9.9 7.8 
9.3%
decrease 

Outer regional 21.8 26.3 28.8 30.5 24.2 
11.0%
increase 

Remote 30.4 29.1 47.2 35.2 38.7 
27.3%
increase 

Very remote 31.3 13.8 22.0 36.4 32.2 
2.9%
increase 

Source: Productivity Commission, ‘Part F, Chapter 14 - Aged Care Services’, Report on Government Services 
2020, Table 14A.33 

While the decrease in residential aged care places in major cities and regional areas 
from 2014 to 2019 is being offset by an increase in people receiving community-based 
aged care services, this is not happening in remote and very remote areas, and is not 
happening in outer regional areas proportionally with major cities and inner regional areas. 
We acknowledge that from 2018 to 2019, there was an increase of services in nearly all 
locations for both residential and community aged care services. The only exception was 
residential aged care in major cities, which had a less than 1% decrease. The increase for 
residential care appears to be the result of the 2018–19 Aged Care Allocation Round that 
prioritised regional, rural and remote areas. This is encouraging, but more is needed. 

People living in rural and remote Australia often have to travel much further to access 
services. The Office of the Royal Commission analysed data from the Australian 
Department of Health to establish the distance people travel to access aged care 
services.118 The data indicates that the further a person lived from a major city, the more 
likely they were to have to travel long distances to access residential aged care.119 
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Ms Barbara McPhee AM, a carer for her mother in regional New South Wales, said that  
the ‘lack of respite care beds in our area created great stress for my sister and me’.120   
Ms McPhee explained that the two aged care facilities in the area each only had one 
respite room: ‘We had to book five months in advance for one or two-week stays but  
at certain times, such as Easter, we needed to book further ahead than that.’121 

A number of witnesses described the scarcity of aged care services and the limited choice 
in regional, rural and remote locations.122 

There are low numbers of people with a Home Care Package in remote areas. Since 
Home Care Packages began being allocated to people rather than providers in 2017, 
access to home care services has reduced for people living in outer regional, remote 
and very remote communities as a proportion of the number of available Home Care 
Packages.  Mr Jaye Smith, First Assistant Secretary, Residential and Flexible Aged Care 
Division, Australian Department of Health, said the Department was concerned that remote 
and very remote areas had experienced the lowest relative growth in people on Home Care 
Packages between 31 March 2017 and 31 December 2018.  He said that the Department 
was also concerned that from 27 February 2017 to 31 December 2018, people living in 
these areas had a considerably lower ‘take-up’ of Home Care Packages for which they 
had been assessed as eligible.125 

124

123

Ms Jaclyn Attridge, Head of Home and Community Care Operations at the aged care 
provider Uniting NSW.ACT, said the impact of wait times for Home Care Package services 
are amplified in regional, rural and remote areas. She explained that if a person’s condition 
deteriorates while they wait for a package, they may need to move to residential aged care 
away from their community and support network.  Ms McPhee said that her mother was 
assessed for a higher-level Home Care Package in regional New South Wales, but that 
services did not follow: 

126

we were told that packages were not available from local providers and she might have 
to wait two years. Fourteen months after she died someone rang me from My Aged Care 
(or the Department of Human Services) to say that a package had become available.127 

2.3.2 Aboriginal and Torres Strait Islander people 
Aboriginal and Torres Strait Islander people experience access issues in the Australian 
aged care system. As we explain in more detail in Chapter 7 of Volume 3, we are 
concerned that Aboriginal and Torres Strait Islander people do not access aged care at 
a rate commensurate with their level of need. A combination of factors create barriers 
to Aboriginal and Torres Strait Islander people’s access to the aged care system. These 
arise from social and economic disadvantage, a lack of culturally safe care and the 
ongoing impacts of colonisation and prolonged discrimination.  Access issues are further 
compounded by Aboriginal and Torres Strait Islander people’s additional vulnerability 
arising from higher rates of disability, comorbidities, homelessness and dementia.129 

128
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Entering and navigating aged care is difficult for many Aboriginal and Torres Strait Islander 
people. Mr Graham Aitken, a Yankunytjatjara descendent and Chief Executive Officer of 
Aboriginal Community Care SA, said that Aboriginal and Torres Strait Islander people do 
not understand aged care or where to start getting help with aged care.  We heard about 
the complexity of My Aged Care for Aboriginal and Torres Strait Islander people, with 
witnesses and submissions describing difficulties accessing and navigating the system.131 

130

We were told about numerous assumptions built into My Aged Care which may impede 
Aboriginal and Torres Strait Islander people from gaining access. These assumptions 
include that people: 

• reside in a fixed location, have access to mail delivery, a reliable phone, 
computer or the internet132 

• are sufficiently literate and computer literate133 

• have access to records and identification documents134 

• will trust strangers with sensitive information135 

• have ‘lived experience of self-determination in choosing their own decisions in life’.136 

Mr Craig Barke, Chief Executive Officer of UnitingCare Queensland, noted that the 
complexities of My Aged Care can cause distress and confusion that may result in 
Aboriginal and Torres Strait Islander people disengaging and not accessing the services 
they need.137 

Many Aboriginal and Torres Strait Islander people experience marginalisation, 
discrimination, disadvantage and racism and, as a consequence, may not trust 
government and government systems. This further undermines the efficacy of My Aged 
Care.  Without trust, Aboriginal and Torres Strait Islander people may not engage with 
aged care providers.  Ms Moreen Lyons, a Jaadwa woman of the Wotjobaluk nations and 
Chief Executive Officer of aged care provider Aboriginal Community Elders Services Inc, 
described Aboriginal and Torres Strait Islander people accessing their services as ‘wary’ 
and wanting flexibility to test services before making a decision to move permanently into 
residential options.  Similarly, members of the Stolen Generations—Aboriginal and Torres 
Strait Islander people who as children were forcibly removed from their families and often 
institutionalised—may have a ‘fear of being caged in’.  This fear may affect whether 
people choose to access aged care services even when such services are needed. 
Aged care needs to be holistic and culturally safe.142 

141

140

139

138

To feel secure and obtain culturally safe services, many Aboriginal and Torres Strait 
Islander people prefer to receive services from Aboriginal and Torres Strait Islander people 
and from Aboriginal and Torres Strait Islander organisations.  There are not currently 
enough Aboriginal and Torres Strait Islander people, and other people with high levels 
of cultural competency, employed across all roles in aged care.144 

143
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When Aboriginal and Torres Strait Islander people overcome the initial difficulties and 
do get to the point of assessment by the Regional Assessment Service or Aged Care 
Assessment Team, these assessments may not be culturally safe or sensitive to the 
complex trauma experienced by so many Aboriginal and Torres Strait Islander people. The 
assessments may also re-traumatise people or result in incorrect assessments because 
cultural sensitivities and a lack of trust inhibit the quality of information the assessors 
obtain.  For example, home care assessments are completed at, and based on, the 
person’s functioning at home. This is not appropriate in many Aboriginal and Torres Strait 
Islander communities where it is not common practice ‘for a stranger to be invited into the 
home’.  These experiences may deter other Aboriginal and Torres Strait Islander people 
from applying for aged care. Some providers noted that it can take a lot of joint, unfunded 
effort by a trusted organisation to get to a point where an assessment can occur.
Ms Noeleen Tunny, Acting Director Policy and Advocacy Unit at the Victorian Aboriginal 
Community Controlled Health Organisation, explained that those people who are trusted 
by, and connected to, the community provide vital workarounds for Aboriginal and Torres 
Strait Islander people who need to deal with My Aged Care. She also said My Aged Care 
has ‘proved disastrous for Aboriginal people’.148 

147

146

145

Regardless of the region of Australia that Aboriginal and Torres Strait Islander people 
reside in, they experience limited or no choice of specialised service providers. Even in 
major cities, where there are many mainstream services available, those services may 
not be culturally safe.  It follows that if there appear to be few services that are suitable 
for Aboriginal and Torres Strait Islander people’s needs, then they have little reason to 
apply for aged care services. 

149

Many Aboriginal and Torres Strait Islander people want to stay on, or near, Country when 
they age and may choose not to access services if they are unable to stay connected 
to Country.  For Aboriginal and Torres Strait Islander people, there may be external 
influences that impact on their access to aged care services, including cultural practices, 
distances between services and communities, environmental conditions, economic barriers 
and insecure or overcrowded housing.  These obstacles may be magnified for Aboriginal 
and Torres Strait Islander people living in geographically remote settings.  Aboriginal 
and Torres Strait Islander people need better, more consistent access to aged care. 

152

151

150

2.3.3 Other disadvantaged groups with diverse needs 
Many people who come from a range of diverse backgrounds and have had varied life 
experiences have problems accessing aged care services that meet their particular needs. 
This includes people from culturally and linguistically diverse backgrounds, veterans, 
people who are experiencing homelessness or are at risk of becoming homeless, care 
leavers, and lesbian, gay, bisexual, transgender and intersex people. The existing aged 
care system is not well equipped to provide care that is non-discriminatory, culturally 
safe and appropriate for people’s identity and experience. 
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We heard about aged care providers that actively work to meet the needs of diverse 
groups.  However, we also heard about aged care providers that do not acknowledge 
the complexity of people’s lives. These providers do not provide culturally safe care, 
that is, care that acknowledges, respects and values people’s diverse needs.  Across 
the aged care system, staff members are poorly trained in culturally safe practices, with 
little understanding of the broad additional needs of people from diverse backgrounds.
Language and culture are often a source of difficulty for people receiving aged care.  
Ms Mary Patetsos, Chairperson of the Federation of Ethnic Communities’ Councils 
of Australia, said that the issues for people from culturally and linguistically diverse 
backgrounds receiving aged care include: 

156 

155

154

153

(a) Limited or no opportunities to speak their own language on a daily basis; 

(b) Being subject to racial discrimination or harassment from staff or other consumers; 

(c) Specific conditions which limit cost-free access to interpreters; 

(d) Lack of essential in-language information to enable full participation; 

(e) Inability to maintain links with local cultural/social organisations; 

(f) Barriers to practising cultural, religious or end of life practices and traditions; and 

(g) Limited provision of cultural or traditional food preferences.157 

Mr George Akl described the importance of maintaining cultural practices for his father 
in residential aged care: 

During my father’s illness, having familiar cultural norms and food made a big impact on his 
mental health and stabilised his moods. Connection with culture had a significant impact  
on my father’s quality of life outcomes.158 

Mr Akl said that in his experience there was little support for maintaining a connection 
to culture in aged care.  A lack of culturally safe care can mean that older people from 
diverse groups avoid or delay seeking aged care or, worse, are discriminated against 
through the process of seeking aged care.  For example, Ms Samantha Jewell, Executive 
Manager – Sales & Marketing at Lifeview Residential Care, recounted the humiliation, 
shame, and isolation a transgender woman experienced when accessing aged care 
prior to ‘living as herself’ in Lifeview.161 

160

159

We heard that many aged care providers are not equipped to provide trauma-informed 
care.  While many people have experienced trauma, which may be triggered or 
exacerbated in aged care, people from diverse backgrounds and life experiences are more 
likely to have experienced trauma.  This is also true for people with mental health conditions 
and people with disability.  Ms Janette McGuire, who was moved into a state-controlled 
child-welfare institution at the age of 14 years, emphasised the need for understanding 
and trauma-informed care within the community and by carers of survivors of trauma: 

164

163

162

Forgotten Australians don’t want much. We just want the government and the community 
to understand the trauma we suffered as children. This will inform people’s ability to care for 
us when we again enter into a vulnerable time of our lives in old age. We continue to try to 
move on with our lives. But being a Forgotten Australian means the trauma is always with 
you. As we get older, our fears become worse. We are becoming more and more terrified 
of entering aged care.165 
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Appropriate communication is necessary for effective assessment, quality of life and care, 
and safety. Ms Catharina Nieuwenhoven, who had good English proficiency, told us she 
found it hard to understand the entitlements in her Home Care Package agreement due 
to the language used.  Mr Angelos Angeli said his mother had little access to interpreters 
in aged care and so had little say in, or understanding of, the care being delivered. This 
resulted in social isolation.167 

166

Ms Jaklina Michael, Diversity Manager at Bolton Clarke, described the critical nature of an 
interpreter to a person’s admission and/or assessment to enable effective communication 
and understand a person’s needs. However, she said there is a waiting time to access 
interpreting services, with possible delays in services.  Ms Ruth Crawford, Manager of 
Kimberley Aged and Community Services, gave evidence that while interpreting services 
for culturally and linguistically diverse languages are free, that is not so for Aboriginal 
languages.  Dr Sarah Giles, Clinical Director at Danila Dilba Health Service, described 
this as a ‘shameful inequity’. She said that the same funding should be available for 
Aboriginal languages as it is for other languages.  In response to Counsel Assisting’s 
final submissions, the Australian Government advised us that a National Indigenous 
Interpreting Service is being progressed.171 

170

169

168

People without secure housing can also face problems accessing aged care. 
Ms Fiona York, Executive Officer at Housing for the Aged Action Group, said there is 
an assumption built into the aged care system that older people have secure housing 
to receive home care services, that this housing is owned by the person and, when the 
time comes to enter residential aged care, it can be sold to fund entry. These assumptions 
can create barriers to accessing aged care services for those who do not own a home or 
have stable or appropriate accommodation. Commonwealth Home Support Programme 
and Home Care Package services can also be difficult to access when a person has 
insecure or inappropriate accommodation. Ms York said that this can result from a person 
having no security of tenure, landlords being unwilling to allow home modifications, 
unaffordability of rent or a perception by the older person of not being able to afford 
services. It may also be difficult to keep receiving services where a provider deems 
a home inappropriate or unsafe for its staff.172 

In 2017, the Australian Government published the Aged Care Diversity Framework, and 
it has developed subsequent Action Plans. The Framework and Action Plans emerged 
from broad consultation with people receiving aged care, providers, peak bodies and 
the then Aged Care Quality Agency.  These are nuanced and encouraging documents. 
However, they are voluntary. The Framework has now been in place for a number of years. 
Its introduction has not been a panacea to solve problems in the care received by some 
people who have diverse needs.  It is clear more needs to be done to promote the 
uptake and proliferation of best practice. 

174

173
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 2.4.1 Access to health care 

2.4  Aged care and other systems 
This chapter deals primarily with problems of access to aged care. However, when  
a person’s access to quality care is dependent on their access to another government-
subsidised system, problems may also arise. This is particularly the case where the  
aged care system interacts with the health care system and the National Disability 
Insurance Scheme. 

People receiving aged care, particularly those living in residential aged care, do not 
consistently receive the health care they need. This is a result of a number of factors. 
People receiving aged care have increasing health care needs.  Their care needs are 
often not identified or are identified late.  Older, frail people often cannot travel to access 
health care services and yet health care providers, particularly specialists, are reluctant 
to provide their services in a person’s place of residence.  Lack of adequate access 
to health care affects a person’s health and wellbeing and puts pressure on the acute 
health care system.178 

177

176

175

People receiving aged care have poor access to all types of health care. We heard 
evidence about problems accessing general practitioners.  These problems include 
general practitioners not visiting aged care, not visiting enough, not visiting in a timely 
manner, and not spending enough time to provide the type of preventative and holistic 
care provided. When people move into residential care, they may need to change general 
practitioners because not all general practitioners visit residential aged care facilities.180 

179

Without timely access to general practitioners, people with high care needs can suffer. 
One anonymous submitter described the lack of a timely general practice visit and their 
mother’s painful death: 

As it was a Sunday we could not get in contact with her regular medical practitioner 
(GP) and instead requested that the Aged Care Facility call a doctor at 3.00pm. 

We were told that a locum doctor was called and at irregular intervals between 
4.00pm and 9.00pm we inquired as to the doctor’s whereabouts…. 

At 9.30pm we could not bear to see mum suffering anymore and requested the aged 
care facility to call an ambulance. The ambulance arrived at approx, 9.40 and after 
examining mum determined that should would not make it to hospital and it was 
decided to ease her pain with morphine. She died shortly after 10.00pm.181 

In a submission, a community health nurse outlined her concerns about access 
to medical care. She said, for example, that local general practitioners: 

often refuse new patients as they have large patient lists and my clients are often reduced to 
walk in GP [general practitioner] practices where they do not get the necessary consistency 
of GP to provide the overarching management of their many chronic health conditions. What 
is worse is when my aged clients become housebound due to poor mobility, frailty, dementia, 
progressive neurological conditions causing physical disability or end of life care. Unless they 
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have been fortunate to have been seeing a local GP for many years—they will not be able 
to access consistent GP care at home. GP’s will not take on a new client if they are not able 
to attend the local clinic and even if the clients have been visiting for a period of some years 
and are now unable to get into the clinic, many GP practices will still refuse, advising that the 
patients should now contact locum after hours home Dr services. Such after-hours medical 
services are not a viable option for aged people requiring chronic health management as the 
clients do not get the same Dr and there is no access to full medical notes. Clients and their 
families are not easily able to articulate their needs and there is no follow up medical care to 
evaluate any proposed treatment. After hours locums are useful for emergency care, such [as] a 
script for antibiotics if an ulcer has developed an infection—but not for management of chronic 
diseases, such as heart failure, diabetes, ischaemic heart disease and chronic obstructive 
pulmonary disease.182 

People in residential aged care find it difficult to access specialist health practitioners such 
as geriatricians, psychiatrists, cardiologists, and specialist palliative care practitioners.
The Australian Institute of Health and Welfare data shows that older people living in 
residential aged care have less access to specialist health care than their peers in the 
community, despite them having much higher levels of care needs. In 2016–17, only 
32% of people living in residential aged care facilities received at least one medical 
specialist consultation, funded by the Medicare Benefits Schedule. During the same 
period, 74% of older people receiving home support and 65% of older people receiving 
aged care at home had at least one medical specialist consultation funded by the 
Medicare Benefits Schedule.184 

183 

Mr Hamish MacLeod, an aged care resident, explained that even though he needed 
to see a number of specialists, none had ever come to the aged care facility in which 
he lived.  We also heard that people in residential aged care are sometimes denied 
access to the State and Territory public health services they need.  Ms Catherine Davis 
and Ms Shannon Ruddock spoke about the inability to access specialist palliative care 
in residential aged care. This resulted in their family members being unable to access 
adequate pain medication and experiencing considerable, and avoidable, pain and 
discomfort.187 

186

185

Given their high use of medicines, people receiving aged care services, particularly in 
residential aged care, have inadequate access to pharmacists and medication reviews. 
Data from the Australian Institute of Health and Welfare shows, for example, that the 
median number of different medicines taken by people receiving residential aged care in 
2016–17 was 11.  When a person takes more than one medicine, there is an increased 
risk of medication side effects, including that one drug may reduce the effectiveness of 
another or that the combination of drugs may be dangerous.189 

188

In 2016–17, only 31% of people in residential aged care and 4% of people living in 
the community and accessing aged care had a medication management review by a 
pharmacist.  A report released by the Pharmaceutical Society of Australia in February 
2020 states that over 95% of aged care residents have at least one problem with their 
medicines detected at the time of a medicines review and over half of residents are 
prescribed medicines that are considered potentially inappropriate in older people.
There should be a much greater involvement of pharmacists in aged care, particularly 
residential aged care, to ensure that people do not have adverse events related to poor 
medication management. 

191 

190
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People receiving aged care, particularly residential aged care, have poor access to 
mental health services, despite having high rates of mental illness. In 2018–19, about 
half of people living in residential aged care (49%) had a diagnosis of depression.  The 
prevalence of depression among this group is much higher than the same age group living 
in the community, where the depression rate for people aged 75 years and over was 7% 
for men and 12% for women.  People receiving aged care also have the same broad 
range of mental health conditions as others in the community, including schizophrenia, 
bipolar disorder, obsessive compulsive disorders, psychotic disorders, autism spectrum 
disorder, and personality disorders.194 

193

192

Suicide rates in residential aged care are also high. A 2018 study by Briony Murphy and 
colleagues identified 141 suicide deaths in residential aged care in Australia between 
2000 and 2013.195 

People may develop mental health conditions while accessing aged care or enter aged 
care with pre-existing conditions.  Many people receiving aged care experience a loss of 
identity.  Many of them experience loneliness and disengagement.  These early signs 
of ill health should be identified and addressed early through targeted, evidence-based 
interventions. This requires access to mental health services. 

198197

196

Submissions made to us by aged care providers, health professionals, peak bodies, people 
receiving aged care and their families have identified problems with the mental health 
services available to older people receiving aged care, particularly residential aged care.
This poor access to services can be due to a number of factors, including: 

199 

• a lack of understanding of mental health issues by aged care staff members, 
including personal care workers, nurses and management200 

• assumptions by staff members and others that loneliness and sadness 
are the natural results of ageing201 

• a lack of mental health practitioners trained in older age mental health202 

• explicit rules preventing people receiving residential aged care from 
accessing services available to people in the community203 

• eligibility criteria based on an artificial distinction between mental health 
and dementia204 

• limited public funding.205 

The model of service provision that has emerged focuses on acute, severe or complex 
mental health problems at the expense of prevention, early intervention or treating milder 
forms of mental illness.206 

People receiving aged care sometimes lack access to oral and dental health services, 
which is partly due to a lack of outreach services.  Lack of access can also be a result of 
prohibitive costs.  For example, Ms Beryl Hawkins, who waited two years before receiving 
a Level 3 Home Care Package, described how the cost of, and a lack of access to, public 
dental services affected her overall wellbeing and quality of life. We heard that less than 209 

208

207
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half of people who enter residential aged care receive an oral health assessment on entry 
into residential aged care and that a large number of residential aged care facilities do not 
have processes in place for dental professionals to visit residents. Assessments should 
be undertaken by oral health professionals, who are trained to undertake this task.   
Dr Martin Dooland AM, a retired dentist and dental health administrator, said there is  
not sufficient funding for dental services, which means there is not an effective referral 
pathway for care: 

211 

210 

medical practitioners who do visit nursing homes tell me that they look in the mouth at their peril 
because they might find something for which they have no referral pathway and they tend to go 
blind, in a sense, and not look for oral health issues. There does need to be a referral pathway 
funded sufficiently to manage the conditions that will be found by regular assessment. The same 
is true of the aged care sector. Registered nurses caring for their clients may well do all things 
we would wish them to do, but if there is no referral pathway of sufficient scale, it won’t happen. 
It will wither on the vine and, eventually, that assessment process will fail because you’re 
assessing things and finding things you can’t do anything about.212 

People living in residential aged care have unequal or insufficient access to health services 
to meet their high health care needs. This is particularly concerning given that people living 
in residential care often experience high rates of complex health conditions. The health 
and aged care systems are not meeting the expectation that they will provide appropriate 
health care for older people. 

2.4.2  Accessing care for people with disability 
Some people living with disability cannot access the level of services they need. The 
introduction of the National Disability Insurance Scheme has led to positive changes for 
many people living with disability. However, eligibility is dependent on the nature of a 
person’s disability, their date of birth, postcode or citizenship status.213 There are two key 
problems. First, some older people receiving aged care cannot receive the services they 
need because they are not eligible for, or cannot use fully, entitlements under the National 
Disability Insurance Scheme. Second, more than 1000 younger people with a disability 
were admitted to residential aged care in the year to 30 September 2020, because they 
do not have access to the level of disability services they need.214 

Older people with a disability in aged care may miss out on the disability services they 
need. This is particularly the case if their disability was acquired after the age of 65 years, 
if they turned 65 years before the National Disability Insurance Scheme was established 
in their area, if they are not an Australian citizen, or if their disability does not meet the 
definition in the National Disability Insurance Scheme Act 2013 (Cth).215 

There are inconsistencies between services available under the National Disability 
Insurance Scheme and those available in the aged care system, especially in terms of 
access to supported accommodation, aids and equipment. There is much higher funding 
available for people in the National Disability Insurance Scheme than through aged care. 
MS Australia observed that, compared with someone aged over 65 years with multiple 
sclerosis in the aged care system, a younger person with multiple sclerosis ‘would be a 
whole lot better off’ because they are in the National Disability Insurance Scheme.216 
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There are also stark differences in the level of care available under each system. Spinal 
Cord Injuries Australia submitted that the value of a package of care available to someone 
following a spinal cord injury may be affected by the person’s date of birth.217 If the person 
is aged under 65 years, they may be eligible for the National Disability Insurance Scheme 
and have access to a tailored package. But if they are aged over 65 years, they may only 
have a capped Home Care Package. We note the evidence of Ms Lynda Henderson, who 
said that because of the phased rollout of the National Disability Insurance Scheme, the 
level of care available to her friend Veda was much lower in the aged care system than it 
would have otherwise been had she accessed the National Disability Insurance Scheme. 
She described this as ‘cruel’ and ‘unfair’.218 It is apparent that older people with a disability 
do not have equitable access to disability services. 

Unlike other access issues discussed in this chapter, the problem of younger people 
in residential aged care is about people who should not need to access the aged care 
system at all. There were 4588 people under the age of 65 years living in residential aged 
care at 30 September 2020.  This included around about 800 people under the age of 
55 years, 119 of whom were aged under 45 years.  Younger people should not be living 
in residential aged care, save for very limited exceptional circumstances. The aged care 
system is not designed, staffed or managed to care for younger people. 

220

219

The fact that younger people are in residential aged care is not a failure of the aged care 
system as such, but rather a failure of care systems more broadly. Aged care legislation 
is deliberately drafted to provide a safety net for people who cannot get services in 
other places. However, residential aged care has become a default for younger people 
in circumstances where a better option should be available. Every quarter, over 200 
younger people enter residential aged care.221 

We acknowledge that since the publication of the Interim Report, the Australian 
Government has committed to stop the stream of younger people entering residential 
aged care.222 However, until this recent change, many younger people who fell through 
the cracks of the disability system were left with little or no choice but to accept services 
in residential aged care. 

A number of younger people who had lived, or were living, in residential aged care gave 
evidence about their experiences. They said that they did not want to live in residential 
aged care, that younger people should not be in residential aged care and that there 
should be alternate and appropriate accommodation for them.223 We agree. 

Ms Kirby Littley, who lived in residential aged care in her twenties after an acquired 
brain injury, said: 

I remember feeling like nobody wanted me and that is why I had to go into aged care. 

Mum and Dad had attempted to get me into various rehabilitation centres…No one would 
take me.224 
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Residential aged care is not designed to cater for the needs of younger people.225 Younger 
people typically have different goals and ambitions to older people in residential aged care. 
Often these goals are to become more independent and to live in the community. Some 
witnesses described the negative impact on their mental health of being surrounded daily 
by people who are dying or nearing the end-of-life, as well as feelings of disconnection 
from their own generation.226 Mr James Nutt, who moved into aged care when he was 
aged 21 years, described the experience of mourning friends he had made in residential 
aged care: 

you make a friend or two, but within a couple of weeks, a week, that would be it. 
They’d no longer—they would be dead. It’s very soul destroying.227 

Younger people who lived in residential aged care, and their families, described the 
profound loss of independence and lack of choice when living in residential aged care.
In aged care, they did not have choice about when they woke up and what they got to do 
each day, when and what they ate, what they wore. Younger people said they experienced 
loneliness and social and physical isolation in aged care.  They lacked socialisation and 
suitable leisure and recreation activities.  Some younger people likened the aged care 
environment to living in prison.  Some said that aged care staff members infantilised 
younger people in residential aged care or treated them as though they had dementia or a 
cognitive impairment.  We acknowledge that these experiences of poor care—isolation, 
disrespect and neglect—are not fit for any person, older or younger. These experiences 
represent substandard care that is unacceptable regardless of age. More fundamentally, 
as we discuss elsewhere in this report, as a general proposition aged care is inherently 
unsuitable for younger people. 

232

231

230

229

228 

2.5  Conclusion 
Too often, older people are not able to access the care they need. The aged care system 
remains difficult to enter and navigate, particularly for those people with communication 
difficulties. There are not enough Home Care Packages or respite services to meet 
demand. Allied health services are underused and undervalued across the aged care 
system. People from groups already at a greater disadvantage are at risk of missing  
out on care that meets their particular needs. It is also difficult to access a broad range  
of health services for many people receiving aged care, and older people with a disability 
do not have equitable access to the care they need. 

One of the key measures of success for the future aged care system will be that every 
older person can access the care they need, of the appropriate type, when they need it. 
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3.  The Nature and Extent  
of Substandard Care 

3.1  Introduction 
Our Terms of Reference require us to inquire into: 

the quality of aged care services provided to Australians and the extent to which those 
services meet the needs of people accessing them, the extent of substandard care being 
provided, including mistreatment and all forms of abuse, the causes of any systemic failures, 
and any actions that should be taken in response.1 

To do this, we needed to understand people’s experiences of aged care. Many older 
people and their loved ones have said that aged care has not met their needs and 
expectations: that it was substandard. Understanding the extent of substandard care 
across the aged care system has been an important part of our work. We have identified 
key areas where older people are receiving substandard care, and why this is so.  
This chapter sets out our conclusions on these issues. 

At the beginning of this inquiry, Ms Glenys Beauchamp PSM, the then Secretary of 
the Australian Department of Health, said that based on the ‘evidence and information 
available to the Department…serious instances of substandard care do not appear to 
be widespread or frequent’ and that ‘the aged care system broadly does meet the needs 
of older Australians’.2 We disagree. 

We heard from many people about substandard care—those who experienced it, family 
members or loved ones who witnessed it or heard about it, aged care workers, service 
providers, peak bodies, advocates and experts. We heard about substandard care during 
hearings and community forums. We also heard about it in public submissions. 

The accounts of substandard care were often sad and confronting. They were often difficult 
to tell and difficult to hear and read. We acknowledge the courage people have shown in 
sharing their experiences with us. Their contributions have been essential to our inquiry 
and we are grateful. 

The extent of substandard care in the current aged care system is deeply concerning  
and unacceptable by any measure. The current system is deficient in its ability to measure 
the quality of care. Based on the available data, Commissioner Briggs concludes that at 
least 1 in 3 people accessing aged care has experienced substandard care. Commissioner 
Pagone does not put a specific figure on the extent of substandard care. We both consider 
that the extent of substandard care is inexcusably high. 
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In this chapter, we first explain what we heard about substandard care from those who 
experienced or witnessed it. We then set out our conclusions on the extent of substandard 
care in the current aged care system. Our analysis of the nature and extent of substandard 
care informs our conclusions about the systemic problems within the Australian aged care 
system, which we discuss in Chapter 4 of this volume. Our recommendations for change 
are outlined in Volume 3. 

3.2  What is substandard care? 
The term ‘substandard care’ appears in our Terms of Reference, and has a commonly 
understood meaning as care which is inadequate or inferior. But it is not a term formally 
defined or used in aged care policy in Australia. So, there are inherent challenges in 
identifying and quantifying the extent of substandard care. 

Both Ms Beauchamp and the Aged Care Quality and Safety Commissioner, Ms Janet 
Anderson PSM, said that ‘substandard care’ is not a term used in Australian aged care 
policy and regulatory settings.3 Ms Beauchamp said that the Australian Department of 
Health ‘understands “substandard care” to mean care provided by an approved provider 
which does not meet the quality standards’, which are set out in the Quality of Care 
Principles 2014 (Cth) or ‘relevant quality standards’.4 Ms Anderson had a similar view.5 

In our view, substandard care has a broader meaning than care that does not meet 
the requirements of the Australian legislative framework for aged care. Our Terms of 
Reference state that Australians ‘expect high standards of quality and safety from our 
aged care services’.  The current Aged Care Quality Standards or the previous Aged Care 
Accreditation Standards do not set a sufficiently high bar. 

6

For the purpose of the Service Provider Survey that Commissioners McGrath and Briggs 
initiated, substandard care was defined as: 

• care (or complaints about care) which did not meet the relevant quality standards under 
the Quality of Care Principles and other obligations under the Aged Care Act 1997 (Cth) 

• care (or complaints about care) which, although meeting the relevant quality 
standards under the Quality of Care Principles and other obligations under the 
Aged Care Act, was not of a standard that would meet the high standards of 
quality and safety that the Australian community expects of aged care services.7 

This was also the definition adopted by Commissioners Tracey and Briggs in the Interim 
Report.8 In applying this definition of substandard care: 

• we do not consider that there needs to be a risk of harm to the health or safety 
of a person for care to be substandard 

• we take substandard care to be something less than would be required for a finding 
under section 63N(3)(c) or (d) of the Aged Care Quality and Safety Commission Act 
2018 (Cth), that a provider’s conduct has threatened or would threaten the health, 
welfare or interests of people receiving care 
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• we have taken into account findings from the Caring Futures Institute survey which 
Commissioners Tracey and Briggs commissioned to look into people’s views on aged 
care quality and funding.9 

In Volume 3, Chapter 3, we define the concept of high quality aged care, taking into 
account the community’s expectations. In summary, high quality aged care puts older 
people first. It is a standard of care that meets the particular needs, aspirations and 
preferences of people receiving aged care. To achieve this, it needs to: 

• be delivered with compassion and respect for the individuality and dignity of the 
recipient of care 

• be personal to the person receiving care and designed to respond to their expressed 
personal needs, aspirations, and their preferences regarding the manner by which 
their care is delivered 

• be provided on the basis of a clinical assessment, and regular clinical review, of  
the older person’s health and wellbeing, and that the clinical assessment will specify 
care designed to meet the individual needs of the person receiving care, such as risk 
of falls, pressure injuries, nutrition, mental health, cognitive impairment and end-of-
life care 

• enhance to the highest degree reasonably possible the physical and cognitive 
capacities and the mental health of the person 

• support the person to participate in recreational activity and social activities 
and engagement. 

3.3  What we heard about substandard care 
Experiences of substandard care are varied. We have analysed the qualitative information 
and evidence from hearings, public submissions, community forums, the Service 
Provider Survey and our research program and have identified 15 common areas where 
substandard care occurs in the aged care system. These areas relate to both the routine 
care that people receive, such as oral and dental health, as well as more complex care 
required for people living with dementia and those requiring palliative and end-of-life care. 

We also consider abuse in this discussion of substandard care because our Terms of 
Reference require us to inquire into ‘the extent of substandard care being provided, 
including mistreatment and all forms of abuse’ (emphasis added). In our view, abuse is an 
extreme example of substandard care and reaches into the realm of criminal behaviour. 
As the Australian Law Reform Commission noted in its report into elder abuse, Elder 
Abuse—A National Legal Response, mistreatment is more likely to be a cultural issue  
than a ‘bad apple’ problem and ensuring quality of care ‘is perhaps the best safeguard 
against abuse and neglect’.10 

Our analysis of areas of substandard care is not intended to be exhaustive. Many people 
have experienced care that did not meet their expectations in ways that are not included 
here. 
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 3.3.1 Abuse 

The accounts we received at hearings and in public submissions rarely raised only one 
form of substandard care, and often highlighted the compounding impact of poor care. 
We know that poor care in one area can affect many others, creating more complex 
care needs. Dr Sandra Iuliano, Senior Research Fellow at the Department of Medicine, 
University of Melbourne, explained that malnutrition can lead to reduced muscle strength 
and increased frailty.  Ms Sharon Lawrence, an Accredited Practising Dietitian with the 
Dietitians Association of Australia, noted the link between poor nutrition and pressure 
injuries due to a lack of protein, resulting in loss of muscle mass, reduction in the body’s 
ability to repair skin and a compromised immune system, which increases the risk of 
infection.  Dr Joan Ostaszkiewicz, Research Fellow at Deakin University in the Centre  
for Quality and Patient Safety Research, explained that pressure injuries can result  
from poor continence management due to incontinence-associated dermatitis.13 

12

11

In presenting people’s accounts, we recognise the inherent connection between a person’s 
health and their quality of life. Clinical and personal care can enable better health, which 
will lead to an improved quality of life. Care that enables a better quality of life is associated 
with better health outcomes. We also recognise that even where people may receive 
adequate clinical care, this care may be delivered in such a way that lacks respect or 
empathy and does not meet their social and emotional needs. 

In this chapter, we highlight accounts we received as well as expert evidence to reach 
general conclusions about particular types of substandard care. We do not make any 
findings about specific instances of substandard care. However, we have made findings 
about particular instances of substandard care in case studies and we draw on that  
work here. Case study findings are set out in Volume 4 of this report. 

In its report on elder abuse, the Australian Law Reform Commission highlighted the 
prevalence of abusive practices within the aged care system and criticised gaps  
in the regulatory and reporting systems that allowed these practices to persist.14 

The abuse of older people in residential care is far from uncommon. In 2019–20, residential 
aged care services reported 5718 allegations of assault under the mandatory reporting 
requirements in section 63-1AA of the Aged Care Act.  A study conducted by consultancy 
firm KPMG for the Australian Department of Health estimated that a further 27,000 to 
39,000 assaults occurred that were exempt from mandatory reporting.  We detail more 
about this data in our examination of the extent of substandard care later in this chapter. 

16

15

Most of what we heard about abuse related to people living in residential aged care. 
However, the Hon Dr Kay Patterson AO, Age Discrimination Commissioner at the Australian 
Human Rights Commission, highlighted that abuse is also perpetrated against people 
receiving aged care in the home. She said attention must be given to how to protect 
people who receive services in their own homes, given there are no other staff members 
around to identify and report potential abuse.  Several public submissions highlighted  
this issue.18 

17
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Our analysis of abuse below focuses on physical abuse, sexual abuse and restrictive 
practices. However, it is also important to acknowledge the impact of other forms of abuse. 
For example, Ms Gwenda Darling, an Aboriginal woman who received care at home, 
relayed her experience of being racially abused by a care worker: 

l was called a ‘boong’ on a couple of occasions by the care worker who would come  
to my house…To me, calling a person a ‘boong’ is one of the most offensive things you  
can say to an Aboriginal person.19 

Physical abuse 
We heard of physical abuse that occurred at the hands of staff members, and of situations 
in which aged care providers did not protect residents from abuse by workers or 
other residents. Ms Noleen Hausler gave evidence about the experience of her father, 
Mr Clarence Hausler, who was living with dementia. Because Ms Hausler held suspicions 
about the care her father was receiving, she installed a hidden camera in his room. The 
footage revealed that her father was physically assaulted three times over 10 days. On 
one occasion, a personal care worker made aggressive physical contact with Mr Hausler’s 
head. Another incident involved the same carer’s use of unreasonable force while he was 
changing Mr Hausler’s continence pad.20 On a different occasion, an agency nurse, while 
feeding Mr Hausler, repositioned him by wrenching his right arm to pull him into an upright 
position. She then jerked his head sideways to put the pillow behind his head, then pushed 
his head back using the palm of her hand on his forehead to hyperextend his head.21 

Commissioners Tracey and Briggs found that Mr Hausler was ‘the subject of a series 
of degrading assaults’. They said: 

beyond the indignity and criminality of the assaults committed against her father, Ms Hausler 
had to contend with an organisation determined to avoid accountability for its actions.22 

Ms Lisa Backhouse gave evidence that three months after her mother, Mrs Christine 
Weightman, had moved into a new facility, Ms Backhouse received a call to advise her that 
one of the carers had hit her mother. A few weeks later, another carer hit Mrs Weightman 
twice on her upper leg, with intent and force.23 

Public submissions described examples of physical abuse in residential aged care.  
One woman, whose father lived in residential aged care, wrote that the facility did not  
take seriously her complaint about rough handling of her father.24 

We received submissions from people who, as students or employees in residential aged 
care, had witnessed abuse.  One work experience student gave the following account: 25

One of the staff was trying to undress a very frail lady who only weighed about 45kgs. Her night 
dress was literally being yanked off her. The lady was wincing in pain and was thrown around  
like a rag doll. Arms and legs were flying in all directions and she was picked up and literally 
thrown down on the bed. All the time she was yelled at. The lady was whimpering like a 
wounded animal.26 
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Ms DF gave evidence about two incidents involving her mother, Mrs CA, who was living 
with dementia.  In the first incident, Mrs CA sustained a cut to her mouth after another 
resident struck her following an altercation over clothing. The second incident occurred 
when Mrs CA entered another resident’s bedroom. It is unclear exactly what occurred 
because the residents were not under ‘immediate supervision’ at the time. Mrs CA’s  
head and body made forceful contact with the floor, resulting in heavy bleeding from 
her head.  Both incidents involved residents living with dementia and living in a secure 
dementia section. 

28

27

Ms Kathryn Nobes, a personal care worker, described an incident in which one resident 
killed another at the facility where she worked. She said she had been standing in  
a corridor with another care worker when she saw a resident come towards them  
‘holding a walking stick in his right hand like it was a club’. He had blood on his knees, 
face and hands.29 

We received many public submissions that raised concerns about a failure to protect 
residents from other residents. Submissions frequently referenced a lack of staff 
members available to prevent resident on resident abuse. One person told us: 

Assault on my mother by another resident: My mother was hit twice by another resident  
quite harshly. The facility failed to isolate the issue when it first happened and therefore it 
happened twice. Both times occurred on Public Holidays when they had limited staff.30 

Another submission stated: 

My father told me that when the man entered his room, he told the man to leave his room.  
The man then hit my father over his head several times with a plastic doll, resulting in a small  
cut to my father’s forehead, bruising across the bridge of his nose and defensive bruising  
on his forearms. There were no staff around at the time the incident occurred.31 

Sexual abuse 
The accounts of sexual abuse that we heard about were deeply concerning.  
Ms Lisa Corcoran, who moved into residential aged care when she was in her late 30s, 
gave evidence that she was sexually and physically assaulted while living in aged care.
‘Elizabeth’, a registered nurse, recounted an incident where a female resident living  
with dementia wandered into another resident’s room and was sexually assaulted.
Ms Susan Walton, an assistant in nursing, gave evidence about a resident living with 
dementia who was ‘wandering, sexually advancing towards ladies’.34 

33 

32 

A number of public submissions included accounts of sexual abuse of people by 
residential aged care staff members. The following account was provided by the wife 
of a man living in residential care: 

My 71 year old husband is a resident in aged care because of advanced Parkinson’s disease.  
On the night of December 31 2018 he was horrifically sexually abused by 2 night duty staff 
resulting in a very red, swollen and grazed penis. 1 nurse a female held him down while  
the other, a male masturbated him. He is frightened, withdrawn and very distressed.35 
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One woman wrote to tell us that her mother was the victim of sexual assault in residential 
aged care: 

she was repeatedly subjected to sexual assault by the night staff. She was so terrified of them 
that she would not tell me at first about what was happening. The men involved had threatened 
to kill her if she spoke about what they were doing. This was also happening to the woman in 
the room with her. Sexual assault in nursing homes is something that needs to be brought into 
open discussion.36 

A number of public submissions outlined incidents of sexual abuse between residents. 
One person who made a submission said a staff member had told her: 

As she [staff member] moved closer, she saw that the male person, who she recognised as the 
man who occupies the room across the hallway, had his hand placed inside the incontinence 
pad and underwear that our mother was wearing.37 

Another person described an incident where his mother was sexually assaulted: 

The latest was a sexual assault which occurred whilst she was in her room in her bed, 
perpetrated by one of the other residents who was able to wander freely into her room 
and assault her.38 

The use of restrictive practices 
Restrictive practices have been identified as a problem in aged care in Australia for more 
than 20 years. Their use has been considered in several reviews. Many recommendations 
for reform have been made but not fully implemented.  Restrictive practices are activities 
or interventions, either physical or pharmacological, which restrict a person’s free 
movement or ability to make decisions.  Where this occurs without clear justification 
and clinical indication, we consider this to be abuse. Not only do restrictive practices 
have questionable success in minimising changed behaviours, they can result in serious 
physical and psychological harm, potentially increasing health complications and, in some 
cases, can cause death.  Their inappropriate use is substandard care. Physical restraint 
should be used only where it is absolutely necessary to protect a person from a serious 
and imminent risk of harm. The Australian Commission on Safety and Quality in Health 
Care recommends that prescribing antipsychotic medicines for older people as a form  
of restrictive practice should only occur as a last resort.42 

41

40

39

Aged care providers, as well as prescribers of medication, sometimes misuse restraints  
in place of other more resource-intensive interventions that would maintain the dignity  
and personal autonomy of residents.  For example, the approved provider of the Earle 
Haven aged care facility on the Gold Coast disclosed, when asked in June 2019, that 71% 
of its residents received psychotropic medication and 50% were physically restrained.
We discuss the extent of the use of physical restraint in our examination of the extent  
of substandard care later in this chapter. 

44 

43
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Chemical restraint 

Particular medicines may be prescribed for treating psychotic symptoms in residents 
of aged care. However, we heard that in many cases these medicines are used 
inappropriately to restrict a person’s movements if they are experiencing changed 
behaviours because of dementia.  These medicines also restrict a person’s ability to make 
decisions. The most common type of medicines that can have this effect are psychotropic 
medicines, which are capable of affecting the mind, emotions and behaviours of a person. 
These medicines include sedatives, antidepressants, antipsychotics, mood stabilisers and 
anti-anxiety agents. Antipsychotics and benzodiazepines are most commonly referred  
to in the context of ‘chemical restraint’ in residential aged care.46 

45

We heard many instances of antipsychotic drugs, such as risperidone, and a range of 
sedatives, being used to manage changed behaviours of people living with dementia.  
Mrs Barbara Spriggs gave evidence about the experience of her husband, Mr Robert 
Spriggs, at the Oakden Older Persons Mental Health Service. Mrs Spriggs said  
Mr Spriggs received medicine to sedate him and that other patients ‘appeared sedated’. 
In Mrs Spriggs’s view, ‘this was done by staff to ease the management of residents’.
Ms Rosemary Camer on gave evidence about an incident involving her husband,  
Mr Don Cameron, who lived with Lewy body dementia, when he was in respite care: 

47

I found him face down on the floor, out to it. And…he was so heavily sedated, they had left 
him in an upright chair in the lounge area and he had just fallen forward out. His face was quite 
bruised, and he was in a really bad way. And often when I would ask, ‘Has he had any extra 
medication?’ I would be told that they, no, they didn’t think so, that he had just had a bad night, 
and he was very tired. But then when I would check closer and ask to see what the medications 
had been I would find that that was quite different, that he had, in fact, had extra.48 

Many family members told us about the effects of inappropriate medication use for  
their relatives. We received public submissions saying aged care residents had at times 
been over medicated.  One woman described the effects of increased medication  
on her mother: 

49

What I do know for absolutely sure now is that mum, who three weeks ago waited in  
anticipation for family to arrive, spent every day talking, laughing, reminiscing and going  
on outings and being engaged with life, is now drugged to the eyeballs.50 

Another woman detailed the medication her father was prescribed when he was in 
respite care. She said that he was prescribed multiple medications, including risperidone, 
quetiapine, oxazepam, haloperidol and temazepam, despite him not having any psychotic 
symptoms. The aged care and medical staff members did not obtain informed consent 
from the family prior to prescribing and administering these medications. The woman said 
her father was so heavily ‘sedated that he could hardly move’, was confused and agitated, 
unsteady on his feet and non-interactive.51 

Many other submissions suggested that medication was used as a strategy to manage 
workload and changed behaviour.  One woman described her father being chemically 
restrained ‘to manage the workload’ while he was living in residential aged care in  
New South Wales. She called this ‘appalling’ and suggested that ‘no one cares’.53 

52
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An anonymous submission from a woman described the effects of chemical restraint, 
including the loss of her mother’s independence: 

For the first week mum was in the high care ward she was heavily sedated—I mean couldn’t talk 
and couldn’t keep her eyes open or head up! which was a shock as just the day before she was 
having very normal conversations and meeting with her friends out in the general area. When 
I questioned staff, they said she was unsettled so they gave her some drops on her tongue to 
keep her calm. Of course you believe them as they are the professionals with training to look 
after our elderly…Mum never recovered back to where she was the day before she went into 
the high care area, she couldn’t walk unassisted, she couldn’t talk or communicate in any way, 
couldn’t eat.54 

Physical restraints 

Witnesses at hearings described traumatic experiences of seeing loved ones physically 
restrained in residential aged care. Ms Michelle McCulla said that despite being assured 
that her father, Mr Terance Reeves, would only be restrained for short periods of time 
and in ‘last resort’ circumstances, he was routinely restrained.  A number of public 
submissions also detailed people’s experiences with physical restraints.  One woman 
wrote that her husband was restrained for much longer periods of time than what she  
was led to believe would be the case when she gave consent for the use of a lap belt: 

56

55

I sign permission for [name removed] to have a seatbelt on his wheelchair, expecting it to  
be used only when he is in transit. I am assured that it will not be left on him all day, but every 
time I go to see him, at different times every day, he is strapped down. It looks like the staff,  
at each new shift, just leave him as they find him. He is trussed tightly around his legs and  
body, the strap in the middle biting deeply into him. This makes it extremely difficult for me  
to take him to the bathroom, or for him to eat at table. He has no exercise, and his mobility 
 is affected. He is constantly agitated, asking me and others to set him free.57 

The following submission from a friend of an aged care resident explained the distress 
experienced by the restrained person, as well as the reasoning a staff member used to 
justify the restraints: 

While many of the staff seemed caring, one day I arrived to find [name removed] in  
a chair with a bar put down across it. She kept trying to get out and sliding down.  
She seemed distressed. She was effectively trapped in the chair and could not get out. 

One of the staff came along while I was trying to work out what was happening and said  
that it was ‘easier’ to do this at change of shift, to stop [name removed] ‘wandering’.58 

Conclusion: abuse and restrictive practices 
Australians deserve an aged care system that protects older people from abuse and 
inappropriate restrictive practices. The evidence about abuse of vulnerable people in aged 
care has been some of the most difficult for us to hear. The aged care system must have 
safeguards built in to protect older people from abuse. 

The inappropriate use of unsafe and inhumane restrictive practices in residential 
aged care has continued, despite multiple reviews and reports highlighting the problem. 
It must now be stopped. 
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 3.3.2 Complex care 
Many people living in residential aged care will have care needs that extend beyond 
assistance with day-to-day self-care. Complex care needs arise when people require 
support that is less predictable or requires more skilful care. This includes, for example, 
escalations in clinical conditions such as changed behaviour associated with dementia, 
chronic disease, pain management, or palliative care and end-of-life care. 

An older person’s complex care needs are likely to require input from health care 
specialists as well as members of their family and community. This input may be required 
in all or only some aspects of the assessment, planning, provision and review of care. We 
heard that residential aged care facilities often fail to deliver, facilitate or coordinate care 
to meet the complex care needs of residents. The most common areas of substandard 
complex care we heard about involve dementia and changed behaviours, mental health, 
and palliative care. 

Dementia 
Dementia is an umbrella term which describes symptoms associated with a group of major 
neurocognitive conditions or disorders of the brain. It results in deterioration in memory, 
thinking, behaviour, communication and the ability to perform day-to-day activities. 
Changed behaviours are a varied group of behaviours and symptoms that are common to 
many people as the severity of their dementia advances. Changed behaviours may include 
agitation or extreme restlessness, physical and verbal aggression, wandering, social and/ 
or sexual disinhibition, delusions, apathy, depression, and/or anxiety. These actions and 
behaviours may be mild, moderate or severe in nature and are unique to each person. 

Dementia care should be part of the core business of aged care services, and particularly 
residential aged care services. This is because over half of people living in residential 
aged care have a diagnosis of dementia.  Associate Professor Stephen Macfarlane, 
Head of Clinical Services at HammondCare, said he thought the proportion of people with 
dementia in residential care could be as high as 70%, given the prevalence of undiagnosed 
dementia.  Yet substandard dementia care was a persistent theme in our inquiry. We are 
deeply concerned that so many aged care providers do not seem to have the skills and 
capacity to care adequately for people with dementia. 

60

59

Poor dementia care 

Much of what we heard about substandard dementia care related to the ways in which 
staff members treated people living with dementia. In some cases, this involved the 
application of restrictive practices. Poor responses by staff members to changes in 
behaviour were exemplified by Ms McCulla’s evidence about an incident she witnessed 
involving her father, Mr Reeves: 

As I was walking him out I noticed his pants were wet, and that he was wet. This was the first 
time I had noticed he was in an incontinence pad. He was toileting himself the last time I had 
seen him. I told the nurse he is wet through and would need to be changed, and she took him 
away and she said, ‘Okay, we’ll sort that out’. So I went and sat outside in the courtyard with 
my girlfriend and waited. And then another nurse, different from the first two that I had seen that 
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day, called for me from a resident’s window, I think, called me and said ‘Can you please come 
inside and see this.’ As I quickly jumped up and rushed inside and had to go out of the locked 
East Wing and into a corridor and into a bathroom, she said, ‘Don’t be upset by what you see’, 
and by that stage I could hear dad yelling, saying, ‘Stop it, stop it’. 

I walked in and there would have been about six—six nurses hanging onto him. He had one on 
each leg, one on—holding both his arms, and this other nurse said to me, ‘Maybe if he sees  
you he will settle down.’ And another one was grabbing his pants and pulling them down. They 
were just all hanging off him. There was a lot of yelling and screaming and dad saw me and…  
he got an arm free and grabbed hold of my arm and he started saying ‘No. No. Stop it.’ It was 
very traumatic for him and for me. They sort of rushed, got it all finished, pulled his pants back 
up. When I turned around my girlfriend was standing in the doorway of the bathroom, and  
all the nurses left and dad grabbed my arm and said, ‘How would you like it?’ and my girlfriend 
said to him ‘No, I wouldn’t like it either.’ And that was that.61 

Public submissions also expressed concerns about staff treatment of people living  
with dementia.  One woman described how she witnessed a nurse being rough with  
her father, who lived with dementia: 

62

I witnessed a nurse’s aggressive behavior of my Dad whilst she was trying to take his 
temperature in his ear to which he kept putting up his hand to brush away whatever it was that 
was getting in his ear, not unlike anyone brushing away an annoying fly. The nurse had tried a 
few times and got to a point where by she aggressively grabbed my Dad’s hand and shoved it 
away whilst chastising him for his behavior. It bothered me to the point that I said to her ‘Excuse 
me, that’s a [bit] rough don’t you think’ to which she replied. ‘It’s okay, we know how to treat 
them here’ to which I then bent down, looked her squarely in the face and replied, ‘NOT LIKE 
THAT YOU DON’T’. I later made it known to a senior staff member in Dad’s section only  
to find out weeks later that absolutely no report had been made whatsoever.63 

Staff members and other health practitioners detailed the difficulties they face in 
responding to aggression from people living with dementia. Many felt that they are  
not appropriately trained or supported. Ms Nobes recounted her experience of being 
assaulted by a resident living with dementia and raising it with her employer: 

When I informed my In-Charge that I had been assaulted by a resident, the In-charge shrugged 
their shoulders and said ‘That’s dementia’. This has happened on different occasions; I think 
there’s an overriding culture in aged care of simply shrugging it off.64 

We heard about some providers not addressing the unmet needs of people living with 
dementia, which can give rise to changed behaviour. Mrs Annunziata Santoro was 
diagnosed with dementia after she entered Assisi Aged Care. To help her mother adjust 
to life at Assisi Centre, Ms Anamaria Ng made a ‘social story’ for Mrs Santoro. It was 
a photograph album designed to help Mrs Santoro understand who she was and who 
the people around her were. Ms Ng found that going through the album with her mother 
helped to settle her. Ms Ng said that although she encouraged staff members to look at 
the album with her mother, particularly when her mother was upset, she never once saw 
them do so.  Commissioners Tracey and Briggs found that staff members ‘did not make 
use of all available means to properly manage Mrs Santoro’s agitation and other behaviour 
associated with dementia’.66 

65
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Ms Tamar Krebs, Co-Chief Executive Officer of Groups Homes Australia, gave this evidence: 

we had…a 74 year old gentleman who was living in residential aged care. And the facility  
called us and said he was displaying severe BPSD, behavioural and psychological symptoms  
of dementia, and that he was throwing furniture, he was scaling fences. …when he moved  
in we identified that this was a tradesperson and he was used to waking up very early in the 
morning and doing physical activities. 

And what was happening in the facility that he was living, he was sitting idle and playing 
bingo, and so he was becoming more aggressive. And so the environment and activities were, 
essentially, triggering him. And so we brought him a small bucket of paint and a small paint 
brush and we asked him to paint the fence of the home, in consultation, obviously, with the 
family and them agreeing. And he ended up doing physical work. Every day he would wake  
up really early in the morning, he would do the fence, he would do—we have a pool in that 
house, and so he would tend to the pool, do gardening.67 

Ms Kate Swaffer said that when her father-in-law, who was diagnosed with dementia, 
entered respite care he was not allowed to go outside, even though he had always been 
a very active man who wanted to continue to enjoy the outside world. Ms Swaffer, who 
herself lives with dementia, explained that her father-in-law’s behaviour was misunderstood 
and he was labelled an ‘absconder’.68

Experts and academic witnesses described the aged care system as failing to manage 
changed behaviours associated with dementia. According to Associate Professor 
Macfarlane, ‘In general terms, the more severe’ the behavioural and psychological 
symptoms of dementia, ‘the less likely the person living with dementia is receiving  
quality and safe care’.69 

Changes in behaviour are usually an expression of unmet need, including untreated pain, 
interaction with the physical environment and unmet psychological needs.  It is clear 
to us that environmental factors such as too much stimulation or lack of privacy or an 
institutionalised environment, commonplace problems in Australian residential aged care 
homes, have an exacerbating effect.  Many residential facilities are not suited to providing 
care for people with dementia despite the prevalence of dementia in residential aged care. 

71

70

Associate Professor Edward Strivens, President of the Australian and New Zealand Society 
for Geriatric Medicine, explained that the starting point for addressing changed behaviour 
should always be non-pharmacological management based around identification of the 
areas of unmet needs and enablement principles.  The growing body of evidence and 
consensus about best practices indicates that, throughout all stages of dementia, people 
can respond favourably to exercise, eating well, and staying as independent and socially 
connected as possible, along with the provision of caring and supportive relationships  
and meaningful activities in safe and pleasant environments.73 

72

Conclusion: dementia care 

Dementia care in the aged care system needs significant improvement. Staff often do not 
have the time or the skills to deliver the care that is needed. The response is often to rely 
on restrictive practices, which restrict a person’s freedom and diminish their quality of life. 
Older people living with dementia deserve far better. 
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Mental health 
We heard that the needs of older people with mental health conditions are not being 
adequately addressed across the aged care system. Professor Strivens said that about 
10% of older people in Australia have symptoms of depression and anxiety, but that rises 
to up to 50% in residential aged care.  Mr Harry Lovelock, Director of Policy and Projects 
at Mental Health Australia, said that about half of all clinical cases of depression amongst 
people in residential aged care go undetected and untreated.  We refer to data relating 
to the prevalence of pharmacological interventions to treat mental health conditions in 
residential care in our examination of the extent of substandard care later in this chapter. 

75

74

Promoting mental health in the aged care system 

Caring for and ensuring older people’s social and emotional wellbeing contributes to 
positive mental health and prevents mental illness. Physical wellness, and interventions  
to promote social and emotional wellbeing, such as opportunities for social engagement, 
can help prevent loneliness, boredom, depression and anxiety.76 

Various psychological interventions and therapies can be effective in treating mental health 
conditions in older people. Generally, these are provided through consultation with a 
psychologist.  Treatments include reminiscence, life review, life review therapy, cognitive 
behaviour treatment and behavioural activation.  Medicines can also be beneficial for 
some older people experiencing mental illness. However, treatment should be clinically 
indicated and there should not be an over-reliance on medicines. It is extremely important 
for older people to have access to medical professionals such as psychiatrists, who have  
a deep understanding of the complex interaction between physical and mental illness  
and of potential side effects of different medications, including psychotropic medication.   

People living in residential age care should have access to the same mental health  
support as all members of the community. 

79
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Identifying and responding to mental health conditions 

We heard a number of accounts describing problems associated with identifying and 
responding to mental health needs. Dr Alison Argo, clinical neuropsychologist, told us  
that without appropriately skilled staff, mental health conditions in older people living  
in the community and in residential aged care will continue to be under-identified.
Ms UX described her mother’s struggles with mental illness. Ms UX’s mother was admitted 
to an Older Person’s Mental Health Unit on various occasions and had difficulty getting  
an accurate diagnosis and treatment for her condition. In 2010, Ms UX’s mother moved 
into residential aged care.  Ms UX told us: 81

80 

the staff often seem slow to pick up on changes in Mum’s moods or behaviour. It seems  
to me that there is an assumption that if a person has mental health issues, it is dementia  
and there is nothing staff can do other than make the person comfortable.82 
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Ms UX explained that her family have ‘had to play the role of care coordinator for Mum’s 
access to ongoing mental health care’, monitoring their mother’s mood changes, notifying 
aged care staff and arranging for treatment from mental health professionals. Ms UX 
emphasised the importance of behavioural cues in monitoring and managing her mother’s 
mental illness.83 

In public submissions, family members described difficulties in getting support and care 
for people in residential aged care with mental health needs.  A daughter described her 
mother’s entry into residential aged care: 

84

She entered the home as low care despite being blind and suffering from clinical depression.  
To have her re-assessed as high care was extremely difficult despite the fact that she was 
obviously incapable of looking after herself and low care was totally inadequate for her  
health and safety. …It was obvious that the medical staff were treating her as a demented 
individual when she was of sound mind. A good reason to be clinically depressed!85 

Another family member, who also worked in aged care, said: 

staff also need to be aware of those who are experiencing depression and who have become 
withdrawn and have the overwhelming desire to isolate themselves, and have sufficient training 
to be able to address issues such as this and provide encouragement and support to residents 
to attend and participate in social get togethers. My mother was in a severe depression, and  
she was left alone to deteriorate even further, to the extent she stopped eating and simply  
shut down, thus dying within several months of being placed into the Aged Care Centre.  
This was distressing to witness, and we all felt powerless to assist my mother.86 

Access to mental health treatment 

We heard that it is often difficult for people living in residential aged care to access 
specialist mental health services, such as psychologists and psychiatrists. This can be 
particularly difficult for people living with dementia. We received evidence about a man 
who was turned away from a mental health service because he had dementia, but the 
aged care service where he lived was unable to care for his specific needs and ensure 
his safety.  Ms Cameron, whose evidence we discussed above, struggled to access 
good quality specialist mental health services for her husband who lived with Lewy body 
dementia.  Associate Professor Macfarlane told us that there was no consistency both 
between and within the States about which services are responsible for mental health 
treatment for people living with dementia.  He also said there are complexities for  
people who have pre-existing mental illness or acquired brain injuries: 

89

88

87

If you’ve had somebody with a head injury, for example, who is in residential care and has 
disinhibited or regressive behaviours, aged persons mental health might reasonably take the 
view that that’s not a mental illness. It’s an organic brain syndrome following a head injury. 
And dementia support services may equally take the view that their specialist services and 
behavioural interventions that are targeted specifically towards the needs of people with 
dementia may well not be applicable to that client group either. 

So large groups of people with psychiatric comorbidities where there’s some debate about 
whether any given behaviour reflects dementia or the comorbidity may often fall between  
the gaps.90 
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Public submissions also highlighted difficulties in accessing specialist support. Family 
members recounted poor experiences of care and described no service delivery or 
inadequate care for mental health needs due to lack of skills and poor communication.  
One submission from a family member described the difficulties she had in gaining   
a diagnosis and support for her father: 

Mental health for the elderly are more than senility and dementia, trying to have my father 
assessed for Asperger’s syndrome is proving impossible. I go through the correct channels,  
first his GP [general practitioner] who refers him to a Geriatric Memory clinic. Three times the 
clinic refused, then after a change of doctors we get an appointment with the new  
GP questioning ‘why isn’t your 91 year old father under a geriatrician?’91 

We received submissions from health care professionals and aged care workers detailing 
the difficulties people in residential aged care face to access mental health services. One 
submission from a doctor working in aged care said: 

For many elderly getting to community services such as allied health is not an option as they 
are frail and cannot easily get out and about. Anxiety and depression are common in the 
elderly population especially when you add in factors such as losing independence, not always 
recognising your environment, the death of a loved one or losing your home. Despite this there 
is no funding for psychology in facilities. …Psychology services need to be accessible without 
costs to resident.92 

An aged care worker said psychological services should be more accessible for people 
in residential aged care: 

The issue of psychologists providing services in residential aged care facilities under  
a Medicare mental health plan appears to be a grey area with confusing and contradictory 
information provided by Medicare which does not make logical sense.93 

Veterans’ mental health 

In 2019, the Department of Veterans’ Affairs estimated that there were around 631,800 
veterans in Australia, with almost 44% aged over 65 years.  Generally, the health care 
needs of older veterans are broadly consistent with the needs of older non-veterans.
However, we heard that veterans have particular mental health needs. Dr Duncan McKellar, 
psychogeriatrician and Head of Unit of the Older Persons’ Mental Health Service in the 
Northern Adelaide Local Health Network, told us that veterans have a high prevalence of 
post-traumatic stress disorder symptoms.  Mr Nathan Klinge, Chief Executive Officer of 
RSL Care SA, explained that compared to conditions such as dementia, the aged care 
sector is less well informed and resourced to manage other mental health issues such  
as post-traumatic stress disorder.97 

96

95

94

Mr Brian Lynch, a Vietnam War veteran, gave evidence of his experience accessing aged 
care as a veteran with post-traumatic stress disorder. Mr Lynch told us that he had no 
recollection of living in residential care for about five years, and the documentation from 
his time in the facility showed he was heavily medicated.  When Mr Lynch moved to a 
different facility that knew how to care for veterans, Mr Lynch said he started to regain 
some of his memory and his cognitive condition improved.99 

98
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Conclusion: mental health 

Mental health conditions are not adequately identified or addressed in the aged care 
system. Older people should have access to the same mental health support as all 
members of the community, but they do not. The aged care system is often ineffective in 
addressing the complexities associated with older people’s mental health, including mental 
health conditions in people with dementia and the mental health needs of veterans. Many 
staff working in aged care are not sufficiently skilled or trained to identify and support 
people living with mental health conditions. This results in care that falls below the high 
standard that Australians expect from aged care services. It should be addressed. 

Palliative and end-of-life care 
The majority of people who receive aged care services continue to do so for the remainder 
of their lives. Residential aged care is often a person’s final place of residence before 
they die.  Palliative and end-of-life care, like dementia care, should be considered core 
business for aged care providers.  However, throughout our inquiry we heard examples 
where the care provided to people in their last weeks and days of life was severely lacking 
and fell well short of community expectations. 

101

100

Best practice end-of-life care 

Palliative care is an approach to end-of-life care that aims to improve the quality of life of 
people who have an active, progressive, advanced disease, who have little or no prospect 
of cure, and who are expected to die.102 All people receiving aged care services should 
receive care that is informed by palliative care principles where appropriate. For people 
reaching the end-of-life with highly complex and persistent needs, specialist palliative 
teams, funded and provided by State and Territory Governments, need to provide 
support to aged care services. Specialist palliative care involves a multidisciplinary team 
with specialised skills, training and experience.103 Not all people at end-of-life will need 
specialist palliative care, but all people deserve respectful, high quality palliative care, 
regardless of whether they are in the community, hospital or residential aged care. 

Mr Joshua Cohen, a Palliative Care Nurse Practitioner, described some key elements of 
best practice palliative care in residential aged care, including having access to screening 
and assessment tools, timely prescribing, and access to palliative care equipment.
Dr Jane Fischer, Board Chair for Palliative Care Australia and palliative medical specialist, 
noted the importance of a responsive approach to the individual. She described good 
palliative care as ‘holistic, person and family-centred care that is responsive to the clinical, 
physical, emotional, and psychological needs of a person and their family’. Dr Fischer 
emphasised that palliative care is not one-size-fits-all and must be tailored to each 
person’s needs and preferences.105 

104 

The evidence suggests that palliative care is not sufficiently embedded in residential aged 
care services.  Mr Cohen said that, in his experience, residential aged care staff members 
often mistakenly believe palliative care is only needed when death is imminent, and are  
not sufficiently trained, or present in sufficient numbers, to meet the needs of a person  
at the end-of-life.  There is also a lack of coverage of specialist palliative care services, 
and they may not always be available to people receiving aged care.108 

107
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Palliative care plans and care 

One of the most common issues throughout our inquiry involved a failure by providers 
to implement palliative care plans for residents. Ms Shannon Ruddock described the 
substandard palliative care received by her father, Mr Vincent Paranthoiene, at Alkira 
Gardens residential aged care in southern Sydney. Ms Ruddock explained that her father’s 
pain management needs were not adequately met following his return from hospital.109 

Commissioners Tracey and Briggs found that Alkira Gardens ‘lacked the physical and 
organisational capacity to provide Mr Paranthoiene with either adequate or quality 
palliative care’.110 

Public submissions included accounts from people who said that they were unable to 
locate staff members, were uninformed and unaware of what was happening, and were  
not offered comfort or support. People described the added emotional burden of this lack 
of support during a time of grief and loss.  Mrs DJ said that on the evening her mother, 
Mrs DE, died, her laboured breathing could be heard from down the corridor. Mrs DJ and 
her sister spent half an hour seeking assistance from staff members. Two nurses, when 
finally located, offered little support or comfort and only administered medication when 
requested to do so. Mrs DJ recalled feeling that she had to ‘beg’ the staff to follow  
Mrs DE’s palliative care plan: 

111

That whole evening of Mum’s passing was a farce and, honestly, an absolute disgrace. 
There was not enough staff. The staff who were there did not seem to know what was going 
on and we were in the dark the entire time.112 

Ms Helen Valier described how she had difficulties in gaining access to and clarity about 
her late husband Mr Brian Harvey’s palliative care plan in the final month of his life.  
Ms Valier was advised by a registered nurse in May 2019 that Mr Harvey was ‘on a 
palliative care plan’. However, Ms Valier received no clarity about what was in the plan, 
who had devised it and whether she could access it.  She said that Mr Harvey: 113

had an agonising death, which, on the information available to me and subsequently checked, 
was avoidable, inexcusable and unforgiveable. Brian, a very tactile, caring, loving individual, 
who was a big huggy kind of person, and he couldn’t bear to be touched. So I couldn’t hold 
him in my arms. I couldn’t—I couldn’t comfort him. I just had to watch him…in agony.114 

Many public submissions described situations where people at the end-of-life in residential 
aged care did not have access to sufficient pain relief. Inadequate pain management was 
frequently associated with a failure to respect a person’s dignity.  One person said: 115

My mum passed away on the Wednesday (24 September 2014). She suffered pain, indignity, 
lack of compassion and basic care in the…nursing home. At counselling afterwards I was told 
that ‘mum fell through the cracks’.116 

A number of public submissions highlighted the lack of capacity of residential aged care 
to implement palliative care plans. This was usually attributed to a lack of time to spend 
with a resident who is actively dying or a lack of training in palliation.117 
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Support for family and friends 

We heard about a lack of support for family and friends of people who were dying.  
Mrs Sandra Nisi described the final days of her father’s life in a residential aged care 
facility. Three weeks before her father died, Mrs Nisi was told by a staff member over  
the phone that her father would be receiving palliative care. But care staff did not explain 
this term to her. Nor did care staff enact a palliative care plan. Mrs Nisi said she did  
not understand that her father was in the final stages of his life—no one took the time  
to explain this to her.118 

In one public submission, a person described the experience of her brother dying 
in residential aged care, aged 52 years: 

So instead of [being] with my brother and comforting my mother, my father was in the corridor  
of the facility trying to find a staff member to help them and my brother. He ended up saying ‘can 
someone please help us, my son is dying’. It is sad that their last memories are of my brother 
struggling and looking in pain and them trying to get a staff member to assist. After he passed 
away, no one closed his eyes or did anything in the room other than open the doors. No staff 
member or manager came to the room to tell us what happens next. I had to go looking for staff 
to see what happened next.119 

Access to specialist palliative care services 

Dr Elizabeth Reymond, Deputy Director of Metro South Palliative Care Service, described 
the lack of access to specialist palliative care services. Dr Reymond explained that most 
residential aged care services do not have access to specialist palliative care teams. 
She said that this means that residents rely on their general practitioners for end-of-life 
care which, she said, ‘is often a less than ideal arrangement’.120 

Mr Peter Jenkin, a palliative care nurse practitioner, said that ‘there is not sufficient 
certainty as to the responsibilities for PC [palliative care] and EoL [end-of-life] care between 
health and aged care services’.  Mr Jenkin said that he agreed with Palliative Care 
Australia’s view that: ‘there is a need for silos and system impediments to be minimised  
if equitable access to quality palliative care is to be realised’.122

121

This issue was further highlighted in public submissions and evidence. One person 
described the challenges people faced when seeking these services for their loved one: 

After many phone calls, emails and a lot of detective work, I accessed the only private palliative 
care unit on the entire [Gold Coast].123 

Another person’s submission outlined the difficulty they had obtaining palliative care 
services at home for their husband: 

For the inexperienced carer like myself, it is like negotiating a red tape nightmare. If my husband 
had been delivered proper nursing and medical care at home, then the outcome may have been 
different. He may have been able to die as he wished…at home, and not at a hospital facility.124 
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 3.3.3 Routine care 

In its response to the Service Provider Survey, Uniting NSW.ACT highlighted the variable 
nature of State and Territory specialist palliative care services: 

There is a lack of reliable outreach palliative care from Local Hospital Districts (LHD) within NSW. 
Approaches vary by LHD, some do not support RAC [residential aged care] services at all, and 
some do not have any outreach services. This lack of consistency results in a ‘post code lottery’ 
of sorts for clients seeking palliative care support.125 

Dr David Panter, Chief Executive Officer of ECH Inc, told us: 

we had a debate the other day with a public hospital provider because they told us that the 
person we were providing services to on a level 4 package in the home who was dying was 
ineligible for state-funded palliative care because they were on a home care package.126 

Conclusion: palliative and end-of-life care 

It is clear to us that too few people accessing aged care receive the evidence-based, 
end-of-life care they need. People at the end of their lives should be treated with care and 
respect. Their pain must be minimised, their dignity maintained and their wishes respected. 
Their families should be supported and informed. 

As people get older, they may require assistance to enable them to care for themselves. 
The types of assistance needed vary for each individual and are commonly referred to 
as help with the ‘activities of daily living’. The activities of daily living generally relate to 
moving, eating, using the toilet, personal hygiene, which includes bathing and showering, 
dressing, brushing hair and brushing teeth. They may also include a person receiving 
support to socialise or to take medicines or exercise. 

The routine daily living care that older people receive should be predictable and 
reliable. They should be able to trust that each day they will be able to brush their teeth, 
eat nutritious and appetising meals, go to the toilet, and feel connected and mentally 
stimulated. Our inquiry has shown that the routine needs of older people, particularly 
in residential aged care, are often substandard in the following areas: skin care, 
mobility, nutrition, oral health, medication management and prescribing, continence 
and incontinence, infection control, social and emotional needs, and diversity and 
cultural needs. 

Skin care 
The most common form of substandard skin care we heard about related to the lack of 
prevention, and poor treatment, of pressure injuries. Pressure injuries—also known as 
decubitus ulcers, pressure sores, pressure ulcers or bedsores—are localised injuries to the 
skin or underlying tissue caused by pressure or friction.  Pressure injuries, while common 
in older people, are generally preventable with adequate care and intervention.  Despite 
this, we heard numerous accounts of people in residential aged care developing serious 
pressure injuries. In some cases, staff members had not identified them as injuries. In 
other cases where they had been identified, providers had not treated them well.  Failure 129

128

127
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to treat wounds appropriately can have serious adverse consequences and can lead to 
amputation of a limb or death.130 People living in residential aged care often do not receive 
adequate clinical care for wounds which arise from pressure injuries and other causes.131 

Best practice skin care 

As people age, their skin loses integrity and can become susceptible to tears and injury. 
In a statement on behalf of Wounds Australia, Associate Professor Geoffrey Sussman 
and Ms Hayley Ryan noted that a good skin care regime for older people revolves around 
protecting the skin from tears.132 When a proactive and preventative approach does not 
occur, wounds can quickly become life-threatening. 

A number of experts emphasised that implementation of preventative measures is key 
to maintaining skin care, treating pressure injuries and proper wound management.
Associate Professor Sussman explained that good quality moisturisers can prevent skin 
tears.  Dr Iuliano highlighted the importance of good nutrition for skin care. She explained 
that without sufficient protein in the diet, skin cannot heal, weight loss results in less 
padding between pressure points and bone, and a compromised immune system leaves 
the body more susceptible to infection.135 

134

133 

Associate Professor Sussman and Ms Ryan described the key features of pressure injury 
prevention programs as ‘risk assessment, skin assessment and protection, pressure 
redistribution, nutrition assessment and optimisation and patient education’. According 
to Associate Professor Sussman and Ms Ryan, these features can be used to develop 
an individualised plan to meet the needs of residents and to reduce the incidence of 
pressure injuries.136 

Identifying and preventing wounds 

A number of witnesses and submissions from members of the public described 
circumstances where pressure injuries and wounds were not identified and worsened over 
time. In the Assisi Case Study, there was evidence about delayed treatment of a pressure 
injury on Mrs Santoro’s right heel. Facility staff members consulted a wound specialist two 
and a half months after the wound was first noticed and several weeks after it had begun 
to deteriorate seriously. By then, the injury was chronic and irreversible.  Ms Ng said that 
her mother suffered excruciating pain because of the way the wound had been dressed, 
and that she had no relief from the pain.  By the time Mrs Santoro died, the wound on her 
heel had not healed. Mrs Santoro’s doctor gave evidence that a bone infection associated 
with the wound on Mrs Santoro’s heel contributed to her death.139 

138

137

Some public submissions described times when residential aged care staff members did 
not detect pressure injuries. In some cases, people receiving care displayed signs of pain 
and discomfort which were noted by family members but dismissed by staff members.
In one submission, a woman had been complaining to care staff of pain for three weeks 
before her general practitioner identified a pressure injury.141 

140 

3347



111 

The Nature and Extent of Substandard CareChapter 3

Adequate treatment 

A number of witnesses and public submissions raised concerns about the adequacy 
of treatments for pressure injuries and wounds. An inability to access the services of 
wound specialists was an issue for some. Ms Johanna Aalberts-Henderson described 
the experience of her mother, Mrs Bertha Aalberts, at Avondrust Lodge. Mrs Aalberts had 
developed a serious wound on her lower right leg. Although Avondrust knew the wound 
was serious and would require high-level clinical care from competent nursing staff, it did 
not involve a wound consultant nurse for two weeks.142 Avondrust also failed to follow 
its own ‘Wound Assessment and Management Plan’ that required the wound dressing 
to be changed daily by an enrolled or registered nurse.143 

Ms Kristine Stevens described the experience of her mother, Nena, who developed a 
pressure injury while in residential care. Ms Stevens had believed that care staff members 
were adequately managing the wound.144 She only became aware that the wound was 
seriously deteriorating when, approximately a year later, her mother moved to a new facility 
and was subsequently transferred to hospital. Ms Stevens said she was told by hospital 
staff members that her mother was suffering from a life-threatening pressure wound that 
was likely causing her great pain.145 

Some submissions described instances where aged care providers delivered inadequate 
clinical care, including failing to seek specialist wound management services. They also 
described horrific deterioration of injuries and excruciating pain.146 As one submission 
outlined: 

We watched my father pass away in 2016 from a Bed sore that was not attended to, after an 
operation—the huge [hole] in his back was distressing, it was too late the infection had spread 
into his bones diagnosis Osteomyelitis—it was a horrible, slow and painful death. It should not 
have happened if the carers and nurses attended to his needs in a professional manner.147 

Conclusion: skin care 

These failures in skin care, particularly the identification, prevention and treatment of 
pressure injuries and wounds, are unacceptable. Pressure injuries are preventable. When 
identified and treated appropriately and in a timely manner, these wounds can heal. It takes 
time and skill to care for older people’s skin and to protect them from developing injuries. 
We heard that staff members often do not have adequate knowledge and training to 
prevent pressure injuries and wounds from occurring, nor for treating them effectively when 
they do occur.  The consequences for people receiving aged care are painful, distressing 
and can have immense health implications, which sometimes lead to early death. 

148

Mobility 
Mobility is closely linked with people’s health and their quality of life.  However, we  
heard numerous examples of aged care providers not supporting people to maintain  
and improve their mobility—including limited access to allied health professionals critical  
to promoting mobility, such as physiotherapists. In our view, aged care providers, and  
the aged care system more broadly, do not invest sufficiently in maintaining and improving 
people’s mobility. 

149
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Mobility is defined as a person’s ability to move, either independently or with assistive 
devices or transportation, within their home and in the broader community.  Reduced 
mobility affects people’s sense of independence, their ability to undertake activities of  
daily living and to participate in social activities. Being able to walk is a critical factor  
in determining whether a person can remain at home or may need to live in residential  
aged care. 

150

A failure to support and promote older people’s mobility can have significant implications 
for their health. Poor mobility increases the risk of falls and fall-related injuries due to 
deconditioning and reduced muscle strength.  People living in residential aged care are  
at particular risk of falling.  Substandard care in a range of areas can increase this risk. 
For example, poor nutrition and weight loss can reduce a person’s muscle mass and 
strength and make them more unsteady on their feet.  Certain medications and both 
physical and chemical restraint can also increase this risk.  The prevalence of falls among 
people who are receiving residential aged care compared with those that occur among 
people who are living in their own homes is discussed in our examination of the extent  
of substandard care later in this chapter. 
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Best practice in mobility support 

Exercise and movement can have an important role in preventing or slowing decline and 
improving mobility. They can improve brain function and emotional wellbeing and reduce 
risks of other illness. This applies especially to those people who have multiple underlying 
health conditions and people living in residential aged care.155 Allied health professionals 
can play a key role in ensuring older people are independent and mobile for as long as 
possible. Allied health services can support people to engage in social opportunities, 
maintain and improve function and improve quality of life. Allied health services, in 
combination with medical, nursing and support for activities of daily living, can maintain 
and enhance mobility in older people.156 

Supporting people’s mobility 

We received evidence that aged care providers often do not support older people to 
maintain their mobility. In many cases, people reported that staff members in residential 
aged care did not encourage residents to walk or to be as active as possible. Ms Diane 
Daniels said that her mother lost the ability to walk, became a ‘two person assist’ and 
lost her independence due to a lack of movement on returning to residential care after 
hospitalisation.157 Ms Judith King said she believed staff members thought it was 
quicker and easier to put her husband in a wheelchair rather than let him walk: 

He’s a man who can walk, who enjoys walking, but he doesn’t have the option to walk. …When 
I saw them automatically coming in to put him into the wheelchair, the carers, I would speak 
to them and say, ‘Neville is able to walk. Could you please walk him to the dining room.’ Some 
would, some wouldn’t. I think they had instructions that they had to have two people to walk 
him. And they were worried about falls. And this is me surmising, because no one actually told 
me that. So they were putting him into the wheelchair. He hasn’t fallen when I’m walking him 
to the dining room.158 
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Ms Lyndall Fowler, whose mother developed contractures in her legs while in care, 
said that a staff member told her that personal care workers cannot support residents 
to complete exercises: 

I consulted an external physiotherapist about my mother’s contractures and was told that 
simple guided exercise, assisting the movement of the knees, could slow the development 
of leg contractures. When I asked about potential for this to be done, a Team Leader at the 
facility told me that Care Workers are not trained to facilitate exercise and that this was a 
physiotherapist’s role.159 

We also received public submissions about a lack of mobility support. One person 
told us about how her father was discouraged from being active: 

Allan was labelled a ‘falls risk’ from the day he entered the residence and this meant that 
any independent movement was discouraged. He was walking on crutches when he entered 
care in December last year but was quickly discouraged from using them due to the risk 
of a fall. He progressed to a wheelie walker but was discouraged from using this without 
accompanying staff.160 

Another person noted the lack of exercise equipment in their father’s residential facility: 

Gerontology for decades now has emphasised the importance of exercise for the elderly. 

Yet the facility provided no exercise equipment…This absence is a blatant failure to provide 
the basic requirements of health for institutionalised people.161 

Minimising the risk of falling 

Aged care providers often fail to minimise the risk of residents falling. When providers 
do try to minimise this risk, their response can be ineffective or restrictive to the older 
person. Some witnesses have attributed falls to a lack of staff and supervision. 

Ms Ruddock said that when her father, Mr Paranthoiene, was a resident at Alkira Gardens, 
she received regular phone calls about him falling when he tried to get out of bed. 
Ms Ruddock explained that he had a bed alarm, but this did not stop the falls.162 

Ms Eresha Dassanayake said that her mother had a number of falls while living in 
residential aged care. Ms Dassanayake believed these falls occurred due to a lack of staff, 
as one fall occurred when her mother was unable to get assistance to go to the toilet.163 

Ms FA said that her father had a number of unwitnessed falls in residential aged care.164 

Other witnesses also described unwitnessed falls, which they attributed to a lack of care 
staff.165 Ms Kristine Stevens told us how her mother deteriorated following a series of falls: 

Well, she was unsteady on her feet so she was sort of placed in a chair and because residents 
are often placed in chairs and then put in the corner of the room and left unattended they often 
try to get out of the chair because—in my mum’s case she wasn’t used to not being able to walk 
so she experienced a series of falls and the last of those falls resulted in a fairly severe gash 
to the back of her head and that’s the one that really I believe was the last straw, basically, 
in terms of her being able to communicate and participate.166 
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Public submissions described similar experiences. Many described unwitnessed falls in 
residential aged care.167 One person told us that pain and fear from previous falls impaired 
their father’s mobility.168 Others described the lack of staff assistance to encourage and 
assist mobility, which resulted in falls.169 Another put it like this: 

The Home promised access to physiotherapy to help maintain her independence but the reality 
was that, apart from an initial assessment, Mum spent most of her days sitting in her chair, as 
there were not enough available therapists for ongoing maintenance. Instead of staff assisting 
Mum to mobilise independently, they transferred her ‘because it was quicker’ and very soon the 
mobility she did have started to deteriorate. She had TEN falls in less than 3 months at this care 
home and she was deemed unsafe to walk—even supervised walking to the dining room was 
prohibited-despite the fact that my sister and I had no problems transferring and walking her.  
I believe the falls related to inexperienced staff, with poor transfer skills and the fact that she  
was not provided with sufficient support to maintain her mobility.170 

Access to allied health services 

A number of witnesses and public submissions described the limited access people living 
in residential aged care have to allied health services, particularly physiotherapy. In some 
cases, residential aged care providers simply did not provide such access. In others, 
access was limited. 

Ms Ng explained that she thought that her mother would receive physiotherapy in 
residential aged care. However, she was told that physiotherapy was only provided 
as a pain management option for residents suffering chronic pain.171 Family members 
of people in residential aged care gave evidence that access to physiotherapists was 
not a standard service. It was often left to family members to arrange private services.172 

We heard that even when physiotherapy assistants are employed in residential aged care, 
the services are often not accessible to residents with cognitive impairment. Ms FA said: 

When Dad was finally assessed by a physiotherapist at Facility 1 I was told there would be 
limited point in Dad having physio, as at this stage of his Alzheimer’s he could not follow 
instructions well enough to make any worthwhile progress. Dad was now bedbound and  
had to be hoisted into a ‘bed chair’ to get him out of bed. 

Within three months of being admitted to residential aged care, our Dad had gone from 
being an active and able-bodied man, to being bedridden and unable to even feed himself.173 

Conclusion: mobility 

Too many older people do not receive the assistance they need to promote and maintain 
their mobility. Walking is an important element of good health and wellbeing for most 
people. Some aged care providers consider older people’s mobility as an imposition or a 
risk, rather than something that should be encouraged and supported. Others are missing 
falls, sometimes because of a lack of staff. A lack of support to maintain or restore mobility 
can also lead to premature entry to residential aged care. Allied health professionals, 
who could help prevent falls or help recovery after a fall, are too rarely used to improve 
and maintain mobility. 
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Nutrition 
Diet, nutrition and food are critical to the health and wellbeing of older people. Food must 
meet the body’s needs to maintain organs and body systems, to repair injury, to fight off or 
recover from illness or infection and to maximise physical and cognitive capacity. People 
with higher levels of frailty require greater levels of protein and other nutrients to reduce the 
rate of decline.  Food is also important to provide enjoyment through taste and smell.
It stimulates memories.  Too often we heard that residential aged care providers fail  
to meet the nutritional needs of people and that poor quality and unappetising food  
was provided.177 

176

175 174

The consequences of poor nutrition are significant and often irreversible for older people. 
As noted above, malnutrition is associated with an increased incidence of falls and 
fractures and increased time for pressure injuries to heal.  Weight loss in older people  
can increase the risk of infection, impair the body’s ability to repair wounds, decrease 
muscle mass and affect the ability to sit and to eat, as well as increase the risk of 
pneumonia. In extreme cases, it can result in multiple organ failure.179 

178

The Dietitians Association of Australia estimated that 8% of older people living in the 
community and between 22% and 50% of older people living in residential care are 
malnourished.180 We discuss data about poor nutrition in our analysis of the extent of 
substandard care later in this chapter. 

The quality of food 

A number of witnesses and public submissions raised the quality of food as a key concern. 
Ms Dassanayake told us about her mother’s experience of food in residential aged care: 

until about, say, six months ago, dinner, it was normal to have party pies, sausage rolls, and 
just sausages. Mashed potatoes is the norm, and as the first witness said, I don’t think there’s 
anything in there except a whole lot of potato and I’m not sure even if there’s milk in there,  
so it’s not very appetising.181 

Many public submissions described poor quality food and a lack of nutritional value in the 
food older people received in residential aged care.182 According to one submission, the 
meals contained ‘nothing nutritious at all, very few vegetables which were all over cooked 
and very small meals’.183 Submissions described texture-modified meals as unappealing, 
inedible and ‘like dog food’.184 Some people told us they took food to a person living 
in residential aged care to supplement what the facility provided or because the food 
provided was of poor quality or unappealing.185 

Aged care workers gave their perspective on the impact food can have on residents. 
Ms Patti Houston, a personal care worker, put it like this: 

Imagine having to eat your meals (modified diet) at the same times every day. Imagine  
sitting every meal time in a community dining room with people you do not know or may not 
even like. …I challenge you to have someone puree your meal and spoon feed it to you.186 
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Ms Gaye Whitford, a residential aged care coordinator, described the importance of food 
preparation for residents: 

Unfortunately our kitchen was closed a few years ago, so we get all of our meals delivered from 
the hospital. We fought that move very hard; a kitchen is about more than just producing food.  
A kitchen promotes atmosphere and energy with sounds and smells and movement. For many of 
our residents, they have extraordinary practical skills. Some of our women used to live on farms 
and cook for shearers and workers. They know how to make a great cream puff. I think a kitchen 
can be used to promote person centred care, and it is disappointing that ours has gone.187 

Mr Timothy Deverell and Mr Nicholas Hall, chefs who worked in aged care food services, 
said that residents’ satisfaction, or lack thereof, in the food they provide greatly impacts 
on their own job satisfaction.188 According to Mr Deverell: 

the whole resident’s day is structured around their meal periods. It’s the one thing that 
they get to look forward to every day. …So their happiness and getting a decent meal 
is huge. It’s very important to them.189 

We recognise that in some cases food cannot be provided in its normal state because a 
person may have difficulty swallowing. We have received evidence that this may affect up 
to 50% of people living in residential aged care.  Associate Professor Lynette Goldberg, 
from the Wicking Dementia Research and Education Centre at the University of Tasmania, 
said that neurological changes associated with dementia can affect an individual’s interest 
in eating and drinking and the physical ability to use eating utensils and lift food to the 
mouth. She said that people with dementia may need food de-texturised and their drinks 
thickened to help them swallow safely.  However, these foods are often not appetising. 
The thickened fluids feel different in the mouth, and flavour and appearance can be altered. 
All this decreases the likelihood of people consuming them.192 

191
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Ms Maggie Beer AM, who established the Maggie Beer Foundation ‘to provide the 
pleasure of a good food life for all, regardless of age or health restrictions’, said there is 
a systemic issue in relation to the quality and ‘appetite appeal’ of the foods provided in 
residential aged care.193 She said that the Maggie Beer Foundation receives complaints 
from residents, relatives of residents, chefs, cooks and nurses, expressing concern about 
the quality of food that is served in residential aged care.194 

Mr Robert Hunt and Ms Lawrence from the Dietitians Association of Australia gave 
evidence that nutrition should be overseen by an accredited practising dietitian.195 In 
their view, dietitians in residential facilities should not merely respond to consequences 
of inadequate nutrition. Rather, a dietitian can ensure: 

not only the accurate and timely assessment of nutritional need, but also oversee the provision 
of high quality, nutritious meals, drinks and snacks, ensure prompt efficient delivery of these 
to each and every resident and, through onsite education, engage all staff to share the 
responsibility for achieving nutrition care.196 

The quality of food provided to older people living in residential facilities is limited by the 
budgets allocated to kitchens. Witnesses gave evidence about a study showing that the 
average food budget in residential aged care is $6.08 per resident per day.197 Ms Beer said 
that quality food can be provided for $10–$14 per resident per day.198 Facilities with higher 
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food budgets can purchase better quality ingredients and therefore provide residents 
with quality meals and larger portion sizes. 

Assistance with eating 

We also heard that the lack of training, knowledge and qualifications of staff, and the 
lack of staff and their high workload, contribute to the substandard food and nutrition for 
people in aged care.  The most common issue related to food raised by witnesses and 
in submissions was a lack of assistance to eat and drink. Ms DI and Ms DJ gave evidence 
about their mother, Mrs DE, who was a resident of Bupa Aged Care Willoughby. Mrs DE 
needed full assistance with her meals.  But Ms DI said that on most occasions when she 
visited her mother, who she described as bed-bound, there was a tray of food beside the 
bed that was usually untouched and cold.  Commissioners Tracey and Briggs found that 
the care provided to Mrs DE to meet her nutritional needs, as observed by her daughters, 
was substandard.202 

201

200

199

Ms Aalberts-Henderson described her concerns about the quality and the quantity of 
meals her mother received at Avondrust Lodge. She said her mother had her arm in plaster 
and did not receive assistance to eat, and was given breakfast at 11am and then did not 
receive lunch because she ‘wasn’t hungry at lunchtime’.203 Ms Jo-Ann Lovegrove said that 
her father, who lived in residential aged care in Darwin, required help to eat: ‘They think 
he’s full, and they’ll take the meal away. He’s not. He’s just very slow.’204 

We received public submissions that described instances of staff members disposing of 
partially eaten or untouched meals provided to people who required, but did not receive, 
assistance to eat.205 Many said people lost weight after entering residential aged care.206 

Some believed this was due to residents not receiving adequate assistance during meal 
times.207 In some submissions, family members said that without family intervention people 
living in residential aged care would starve or go hungry.208 

Conclusion: nutrition 

The quality of food that people in residential aged care receive is often substandard. It is 
unacceptable that food is unappetising and does not meet the nutritional needs of older 
people. The lack of assistance provided to people who need help to eat their meals is 
unacceptable. Food can be a source of enjoyment and happiness, and it is critical to 
overall health and wellbeing. Meals should be a time to look forward to, not a process 
people are rushed through as quickly as possible. 

Oral health 
As people become physically frail or develop cognitive impairment or multi-morbidity (the 
prevalence of multiple health conditions), their risk of oral health problems —mainly tooth 
decay, gum disease and tooth loss— increases.209 Poor oral health can lead to a number 
of other health problems. While the need for high quality oral and dental health care for 
older people is essential, we heard consistently that oral and dental health care is not 
treated as a priority for people living in residential aged care. Daily oral health care is 
often not undertaken and access to oral and dental health practitioners is limited. 
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Oral and dental health care ranges from daily tasks such as teeth brushing and cleaning 
and assisting people with dentures, to preventative dental care conducted by an oral or 
dental health professional, to treatment services for disease or teeth and gum damage. 
Under the Quality of Care Principles, residential aged care providers are required to provide 
assistance with personal hygiene for all residents. This includes basic oral and dental care, 
although this is not explicitly stated. Providers are also required to provide assistance for 
residents to obtain dental health services.210

Poor oral health can have far reaching consequences. Professor Strivens said that there is 
a strong link between oral health and general health and wellbeing. He said that poor oral 
health can lead to pain, preventing the ability to eat normal food or swallow medication.211 

It can also lead to malnutrition because people cannot eat properly. Other associated 
health conditions, such as cardiovascular disease, may arise.212 

Ms Adrienne Lewis of the South Australian Dental Service described the effects that 
poor oral health can have on an older person’s quality of life, including their ability to 
eat and enjoy their meals, as well as their appearance and their interaction with others. 
Ms Lewis explained that a simple check of oral health can have a profound effect on 
health generally and the quality of life for an older person.213 

Dr Janet Wallace, Associate Professor in Oral Health, University of Newcastle, told us that 
the best way to manage oral heath in residential aged care is to have qualified oral health 
practitioners—dental hygienists, dental therapists, and oral health therapists—provide 
leadership, training and daily support to staff, residents and family members.  Dr Kerrie 
Punshon, President of the Australian Society of Special Care in Dentistry, explained that for 
older people living in the community, clinical protocols recommend high quality daily home 
care and frequent dental checks, every three to six months.  Ms Nicole Stormon, an oral 
health therapist and Vice President of the Australian Dental and Oral Health Therapists’ 
Association Inc, said that ‘complete oral health care for older Australians’ requires both 
prevention and treatment, with funding to support both.216 

215

214

Preventative oral and dental health care 

We heard that a lack of preventative oral health care and accessible oral and dental care 
are common across residential aged care.  Ms DM and Ms DL gave evidence about care 
received by their mother, Mrs CO. Ms DM said the dentist found her mother’s gums had 
eroded significantly and her teeth were rotting: 

217

According to the dentist, the problem was simple. The carers at Brian King Gardens were 
not taking her denture plate out each night. They were also not cleaning it. The dentist told 
DL that this was obvious because of where the sores and abscesses were in Mum’s mouth— 
these wouldn’t have occurred if the dentures were being taken out at night.218 

Commissioners Tracey and Briggs found that that Mrs CO’s oral and dental care fell well 
short of the appropriate standard.219 
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Ms Kristine Stevens said she was concerned that without her advocacy, her parents’  
oral and dental care needs would have been overlooked in residential aged care because 
of insufficient staff: 

my father indicated that he had a toothache at one stage and so I arranged to take both my 
parents to the dentist, and then I asked the dentist to write a report…to take back to the facility, 
which indicated that they had very poor oral hygiene. So that’s another thing that’s overlooked 
because there’s a lack of staffing levels. You know, there’s inadequate staffing levels to look after 
high needs people.220 

We received public submissions describing inadequate oral and dental health care in 
residential aged care, which was often attributed to staffing levels, heavy workloads and 
inadequate staff training.  Ms Prue Kelly detailed a ‘number of issues’ with her mother’s 
provider, including lack of attention to personal hygiene: 

221

I am concerned my mother is not getting personal and oral hygiene on, at least, [a] daily 
basis as she often has strong body odours and her teeth are lined with food.222 

Another person described providing oral care for a family member because they did not 
believe staff members were doing so.223 

We also received submissions from aged care workers. One worker told us that low 
staffing levels meant that many activities of daily living, including dental hygiene, shaving  
or hair washing, may be missed.  Another submission from an aged care worker said: 224

I don’t know a single staff member who brushes resident’s teeth or dentures besides myself. 
Our residents have teeth literally falling out and nothing is done to try to slow the decay. I do not 
believe prompting is even attempted for residents who refuse staff help but could brush their 
own teeth.225 

Access to oral and dental health care 

People in residential aged care often lack access to oral and dental health services. 
We heard that in some areas dentists rarely visit residential aged care services and 
that residents rely on family or carers to arrange dental appointments and organise 
transportation.226 Not all residents have families with the capacity to take on these 
tasks. This creates inequality in accessing health care. Ms Rhonda McIntosh illustrated 
this point when remembering an incident experienced by her father: 

the facility rang me and said that…in the morning the care staff had noticed that he had some 
blood in his mouth and somebody looked in his mouth and saw that he had a decayed tooth, 
and they suggested to me that I needed to take him to a dentist, which I subsequently did. I 
asked them, what would happen if I was unable to take him? And they said that in the past they 
had volunteers that used to do that but they don’t do that anymore. So it was up to me to take 
him to the dentist which was difficult because at that time he was in a wheelchair, so we had to 
call a disabled taxi to get him there.227 
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Some public submissions described challenges of organising oral and dental health care 
for family members in residential aged care.228 One woman said that her mother could no 
longer access specialist services because she had limited mobility.229 An aged care worker 
explained in a submission: 

Dental care is pretty much non-existent in every facility I have worked at unless family can 
transport to the dentist. We NEED mobile dental clinics set up to cater for frail people and those 
people in wheelchairs. Without good dental care we have worse health outcomes for those who 
already have multiple co morbidities and unnecessary pain and discomfort.230 

While our hearings largely focused on the oral health issues that people face in residential 
aged care settings, people who are receiving aged care in their own homes may also 
struggle to access appropriate oral and dental care. Ms Beryl Hawkins described her 
difficulty in accessing affordable dental treatment while receiving a Home Care Package, 
with a two-year wait list for dentures through the public dental system.  The Australian 
Dental Association told us in their submission that there is: 

231

relatively little evidence available in relation to the quality of oral and dental health care provided 
by home care providers. However, available evidence suggests that substandard oral health care 
provision is likely to be common in aged home care as a result of the same systemic factors 
found to operate in residential aged care.232 

Conclusion: oral health 

Oral and dental care for people in residential aged care needs to improve significantly. 
Much of what we heard about the factors that contribute to failures in oral and dental 
health care focused on staff time and training, as well as a lack of access to oral and dental 
health professionals.  Older people are often reliant on care staff to maintain their oral 
health. They should be assisted to ensure their teeth are brushed or their dentures removed 
and cleaned twice daily, as is common practice for us all. Staff often lack the training and 
time to meet the oral and dental needs of people living in residential aged care. 

233

Older people should also have equitable access to oral and dental health professionals, 
regardless of whether they live in the community or in residential care. These expectations 
are often not being met. 

Medication management and prescribing 
With people living longer and the increasing prevalence of multi-morbidity, older people 
are more likely to be taking medicines and, in some cases, more likely to be taking 
multiple medicines daily. Generally, people in residential aged care take a median of 11 
medicines.  Often, older people need assistance to take medicines correctly, whether 
they live in their own home or in residential aged care. Medicines have beneficial effects 
and can improve health and wellbeing. However, some medicines have harmful unintended 
consequences, including increasing the risk of falls, urinary incontinence, antimicrobial 
resistance, weight loss, and impacts on diabetes management.  We heard numerous 
instances of inappropriate management of medication regimens. 

235

234
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Between January and March 2020, the most frequent complaints made to the Aged Care 
Quality and Safety Commission were about medication management.  Much of what 
we heard about the failures in medication management were due to inadequate staffing 
levels and skills.  We review additional data about use of medicines by people living in 
residential aged care compared with those living in the community in our analysis of the 
extent of substandard care later in this chapter. 

237

236

Best practice medication management 

Dr Janet Sluggett, a consultant pharmacist and a National Health and Medical Research 
Fellow at the Centre for Medicine Use and Safety at Monash University, said that best 
practice medication and prescription management involves a multidisciplinary approach 
across registered nurses, general practitioners and pharmacists.  She said it is essential 
to review residents’ medicines, consider input from other health professionals providing 
care, and consider the person’s health status and goals of care to determine whether  
all prescribed medicines are appropriate.  In the 2016–17 financial year, only one-third  
of people receiving residential aged care had a Residential Medication Management 
Review, which is a comprehensive assessment of a resident’s medication management 
needs conducted by an accredited pharmacist in collaboration with the resident’s  
general practitioner.240

239

238

In May 2019, Professor Brendan Murphy, then Chief Medical Officer for the Australian 
Government, gave evidence that the Australian Government was considering embedding 
pharmacists in residential aged care to help improve medication management issues and 
that a recent trial had indicated positive results.  A trial to embed part-time pharmacists  
in all residential aged care facilities in the Australian Capital Territory was announced  
in the 2019–20 Budget and will proceed in 2021–22.242 

241

Administering medicines 

We heard about aged care staff members failing to administer medicines correctly or 
administering medicines but failing to ensure residents swallow them. We heard of failures 
to administer medicines at the correct time or in the correct dose, and of residents being 
administered incorrect medicines. 

Ms DI and Ms DJ gave evidence that their mother, Mrs DE, was transferred to hospital less 
than 36 hours after moving into Bupa Aged Care Willoughby, where unchewed food and 
medicines were found in her mouth.243 Commissioners Tracey and Briggs found that the 
care provided to Mrs DE to ensure she had cleared her mouth was substandard.244 Bupa 
Aged Care accepted that this could have led to harm, loss or damage to Mrs DE.245 

We received a number of submissions from members of the public describing residents 
receiving medicines unsupervised, and in some cases, as a consequence, medicines being 
found on the floor in residents’ rooms.246 For example: 

His medication would be left with him and they would expect him to take it unsupervised but due  
to his poor eye sight and motor skills, tablets were often dropped and not taken. As well as this,  
some of the tablet he believed he did not need and at times we believe he may not have taken  
any of them. We commonly found these tablets on the floor when visited and informed staff.247 
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Ms Sarah Holland-Batt gave evidence about her father, who had Parkinson’s disease 
and lived in residential aged care. Ms Holland-Batt explained that her father’s general 
practitioner had emphasised the importance of her father receiving his medicines at exact 
intervals to avoid the increasing of symptoms, including difficulties with coordination, 
balance and gait.  Ms Holland-Batt said that her father did not receive medicines at 
correct times. She described the persistent discussions she and her mother had with staff 
members to ensure her father was given Madopar, a medicine to increase mobility and 
reduce Parkinsonian symptoms, at exact intervals. Ms Holland-Batt said that when she 
noticed that staff members were not administering the medicine in accordance with the 
general practitioner’s directions, they would give excuses such as the error being a result 
of agency staff members or that staff members were busy with other residents.249 

248

A number of public submissions described similar errors or omissions in the administering 
of medicines.250 A former aged care employee described their observation of a staff 
member: 

I observed a Cert III AIN [assistant in nursing] who had completed an online medication 
competency give a resident blood pressure medication without checking her blood pressure 
first. The blood pressure was already low and the patient collapsed on the way to the toilet  
and fractured her hip. I asked if he knew what he was giving, and he replied it’s in the webster 
pack so she must need it.251 

Conversely, there are instances when residents should be free to self-administer 
medicines.252 Ms Darryl Melchhart described her lack of autonomy with medication 
management while living in residential aged care in Victoria. Ms Melchhart gave evidence 
about a glyceryl trinitrate spray that she self-administers for her angina. She said that if she 
is unable to administer this medicine when she needs it, there is a risk of hospitalisation or 
death. Ms Melchhart described an incident in late 2018 or early 2019 when staff members 
took this medicine away from her.253 

Prescribing and dispensing 

We heard evidence about concerns with the prescription of medicines by health 
professionals. This often took the form of unnecessary prescribing of a medicine, and 
failures to consider issues about polypharmacy—the use of nine or more medicines. 
Many of these issues were explored in the context of psychotropic medicine and restraint. 
Here we focus on general prescribing issues. 

Ms Holland-Batt gave evidence about an incident in 2016 when a general practitioner 
prescribed her father with a medication to assist with nausea. This medication was 
contraindicated—medicines that should not be prescribed to an individual due to existing 
circumstances—with his Parkinson’s medication.254 

We also received public submissions describing situations where medication was used 
when other interventions would have been more appropriate.255 A number described 
circumstances where they felt residents were overmedicated. For example: 
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Mum has been over medicated with narcotic medications. These medications were prescribed 
to provide pain relief for her arthritis that occasionally flares up. Nursing staff were unable to 
provide alternative non-opioid analgesics such as paracetamol as they felt obliged to provide 
whatever pain medication was prescribed, without any indication or second thought whether  
she actually required them. In one case that we documented, mum complained of a stiff neck 
and was given Endone.256 

The Brian King Gardens Case Study included evidence about general practitioners 
prescribing outside of guidelines and failing to consider polypharmacy. Mrs CO’s general 
practitioner prescribed Mrs CO 45mg of the anti-depressant mirtazapine due to agitation, 
distress and signs of depression. This was contrary to professional guidelines and advice 
that mirtazapine is not appropriate or effective for people with dementia and depression.257 

Following this prescription, nursing staff informed Mrs CO’s general practitioner that 
Mrs CO was ‘increasingly drowsy’, although by the time the general practitioner attended 
she was ‘responsive and talking’.258 According to her daughter, Ms DM, on one occasion 
Mrs CO was ‘out of it’.259 

We also received evidence about the process of dispensing medicines. This is usually 
completed by a community pharmacist. The traditional model of community pharmacy 
involves the opportunity for a face-to-face discussion with the patient or family member. 
Where a patient lives in residential aged care, community pharmacists often dispense 
medicines into a dose administration aid such as a blister pack. They then supply the 
blister pack to the aged care provider. In this scenario, pharmacists often have very limited 
clinical information provided to them about the residents for whom they are dispensing 
medicines, and may never actually meet those residents.  Dr Sluggett warned that 
there is no system in place to flag important information—for example, if a medicine is 
associated with an increased risk of falls.  Dr Juanita Westbury (now Breen), a registered 
pharmacist and senior lecturer in dementia care at the University of Tasmania, said that  
as a community pharmacist, she has identified incidents where residents of aged care  
have been prescribed high doses and medicines that have negative interactions with  
other prescribed medicines.262 

261

260

Ms Judith King, a witness from the Hobart Hearing, said that a particular medicine her 
husband was prescribed after a heart attack for a blood clot deteriorates after being 
removed from its foil seal and becomes ineffective. Despite the manufacturer’s instructions 
stating this, the medication continued to be dispensed outside its foil packaging and 
in Webster packs under the direction of the Clinical Care Coordinator because it was, 
Ms King said, ‘easier for the nursing staff’.263 

Public submissions also highlighted problems with dispensing medicines. Some submitters 
told us that pharmacies sometimes dispensed incorrect medicines.264 

Conclusion: medication management and prescribing 

Much of what we heard about the problems in medication management was as a 
consequence of inadequate staffing levels and skills, and inadequate supervision by 
pharmacists. Medicines are overused and prescribed unnecessarily, when alternative 
interventions can often improve older people’s quality of life. 
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Continence and incontinence 
Urinary incontinence and faecal incontinence are conditions that are defined by an 
accidental or involuntary loss of control of the bladder and bowel respectively.  It is an 
intensely personal and often stigmatising condition that requires time and the right skills 
to manage appropriately. The evidence indicates that far from appropriately managing the 
condition or promoting continence, some residential aged care providers unintentionally 
contribute to incontinence. They do not provide sufficient resources or allow enough time 
for staff members to assist people to go to the toilet. Incontinence products are overused 
in aged care, often as a substitute toilet.266 

265

Urinary incontinence is divided into subtypes: stress incontinence, urge incontinence, 
overflow incontinence (also known as urinary retention with overflow), mixed incontinence 
and socially engineered incontinence (also known as functional incontinence or disability 
incontinence).  These subtypes are dependent on what is causing the incontinence. 
Stress incontinence is associated with coughing or sneezing and is caused by a loss of 
function of the pelvic floor muscles. Urge incontinence occurs when a person does not 
get to the toilet in time and the urge to void cannot be overruled or suppressed. Mixed 
incontinence involves a mix of causes. Socially engineered incontinence is when a person 
cannot get to the toilet because of a lack of assistance or because the environment is not 
conducive to the easy use of a toilet. Where a person is living in residential aged care, 
socially engineered incontinence should not occur.  Medication has been shown to cause 
and exacerbate stress, urge, and overflow incontinence.  It can also reduce a person’s 
ability to manage their continence by, for example, preventing a person from getting out  
of bed.270 

269

268

267

High quality continence care is critical because 71% of people in residential aged care 
have experienced urinary or faecal incontinence, or both.271 Incontinence has negative 
effects on people’s lives, including increasing the risk of depression and reduced quality 
of life.272 It can undermine a person’s dignity and wellbeing as well as increase the 
likelihood of pressure injuries and infections.273 Poor continence care can lead to urinary 
tract infections, incontinence-associated dermatitis, constipation and faecal impaction.274 

Incontinence is also associated with an increased risk of falls, if a person cannot wait for 
assistance to go to the toilet.275 Incontinent episodes also increase the risk of falls because 
they create slipping hazards.276 

Promoting continence 

Dr Ostaszkiewicz explained that good continence management and promotion of 
continence includes evidence-based assessments to identify individual continence care 
needs and to identify and treat reversible causes of incontinence.277 Good continence care, 
according to Associate Professor Michael Murray, National President of the Continence 
Foundation of Australia, ‘should be based on people’s preferences and needs, with their 
dignity maintained and choice optimised’.278 
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Dr Ostaszkiewicz explained that current guidelines emphasise multidisciplinary screening 
and assessment to identify and treat potentially reversible causes, followed by conservative 
interventions—such as pelvic floor muscle training, lifestyle changes, incontinence aids— 
and/or pharmacological treatments. In her opinion, continence care in residential aged care 
facilities is not best practice.  279 

Assistance with using the toilet 

A number of witnesses and public submissions identified issues with a lack of assistance 
given to aged care residents wanting to use the toilet. Nursing staff and personal care 
workers, as well as older people and their family and friends, told us in submissions that 
often facilities were too understaffed or staff too overworked to assist older people to go 
to the toilet.  We received multiple submissions describing occasions where a person 
pressed their call bell or requested to go to the bathroom, but had to wait for such a 
long time that they experienced incontinence.  Several members of the public making 
submissions said that the wait for assistance to go to the bathroom could be up to  
40 minutes.282 

281

280

We heard evidence about older people being told to urinate or defecate in incontinence 
aids because care staff did not have time to assist them. Dr Ostaszkiewicz said that 
incontinence aids are often used as a substitute for helping people get to and use the 
toilet—or as the pragmatic solution to time pressures associated with helping people use 
the toilet.283 Ms Aalberts-Henderson, whose mother was in residential aged care, said: 

You know, we teach children to be continent. It’s part of growing up. Mum was put into an adult 
diaper and one nurse said, ‘Just poo in your pants’ which was just so undignified for my very 
dignified mother, and in a way putting a continent [person] into diapers infantilises them. For 
what purpose? It’s inhumane, and of course they didn’t want to stand her up, because they 
couldn’t. It seemed it became a problem, a staffing issue. Did they have the staff that were  
tall enough or willing enough to bring in even a commode or even walk her to the bathroom?  
It wasn’t going to happen. And she said to me one night she used the diaper and I said,  
‘Mum, why didn’t you ring the bell?’ and she said, ‘I did ring the bell, but nobody came’.284 

Ms King told us that it was rare for her husband, Neville, to be incontinent when she cared 
for him at home.285 She said that this changed when Mr King entered residential aged care: 

When he first got there and he had the pull-up pants, he was told not to worry about the  
toilet, because he was wearing pull-ups. And it was alarming. And it was said in such a casual 
way, that that was just normal practice. … 

It was really bothering Neville. You know, nobody would choose to be incontinent because 
they can’t get to the bathroom. And to have that ability taken from you when you’re aware, 
it’s horrible. It’s just one of the many things that crushed people when they go into care 
processes.286 

Many public submissions similarly described situations where people requested help 
to use the toilet, but were denied this assistance and told to use an incontinence pad 
instead of a toilet.287 
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Rationing and changing incontinence aids 

A number of witnesses and public submissions referred to inadequate supplies of 
incontinence pads. Ms Melchhart gave evidence that she found it ‘a constant battle’ to 
get enough incontinence pads from her aged care provider.288 According to Ms Melchhart, 
one of her friends at the facility told her that they did not participate in a happy hour 
because they did not have access to incontinence pads.289 Ms Melchhart said, ‘I have 
observed this is a continuing battle for my friends in the facility who don’t have someone 
to advocate for them. As a result, they have to sit in wet pads’.290 

A number of people making submissions said that some residential aged care providers 
limit the number of incontinence aids to three or four per person per day.291 A former 
registered nurse who worked in residential aged care made the point that incontinence 
pads ‘were never meant to be a substitute for toileting…I have witnessed a carer remove 
the faeces from a soiled pad only to then put the soiled pad back on the resident’.292 

Several former aged care workers said that incontinence pads were sometimes kept 
in locked cupboards.293 Some described situations when staff members had to fill out 
paperwork to justify the use of an additional pad. For example: 

continence pads were now limited to 3 per day, and the pad storeroom was kept locked so  
we couldn’t access the supply for more. We were told pads needed to be 3/4 full before they 
should be changed. Imagine, a heavily incontinent person having to tolerate a big fat heavy  
pad for 8 hours! And faecally incontinent residents? We had to beg for extra pads and sign  
a form explaining why we needed the extra pad, which was stored under lock and key. And  
if the pad supply ran low before end of month, then we had 50kg residents in XXL pads!294 

Many witnesses and public submissions raised issues about changing incontinence 
aids, often in connection with rationing. Ms Lisa Backhouse described visiting her mother 
in hospital after a fall in residential aged care. Hospital staff members showed her an 
incontinence aid that her mother had been wearing for an extended period of time before 
the transfer: 

Mum was surprisingly calm on my arrival, but the nursing staff were not. They had just finished 
changing her into a hospital robe and replacing her incontinence aid. There were hushed voices 
from behind the curtain and a discreet cautious sharing of information; tentative, in breach 
perhaps of some unspoken policy, but the furrowed brows and low tones illustrated the  
gravity of concern. The incontinence aid was removed from the waste with the explanation,  
‘I’m so sorry but I need to show you this, it’s important that you are aware.’ 

I stood for a moment, gaping at the item which clearly had been in use for an unacceptably 
extended period of time. An item that, in its current condition, breached all levels of basic 
hygiene and human standards. The ambulance officers had noted the strong odour on entry  
to mum’s room in their paperwork.295 

Some people who made submissions described the negative impact being left in 
incontinence aids had on residents’ dignity, as well as their health and wellbeing.296 

One submission detailed the lack of care and dignity provided to his wife when she 
entered residential aged care: 
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Kathy had been left in her wheelchair until 5pm while staff organised a different bed and 
mattress, this meant she was in her chair for over 9 hours. …By the time that Kathy was 
put into bed Martha advised that her wheelchair was ‘putrid’. She had been left in the same 
incontinence aid that I had put on her before taking her to the facility and she was very obviously 
in pain. There was no care and no dignity. 297 

Conclusion: continence and incontinence 

Continence and incontinence care in residential aged care often do not afford respect and 
dignity to older people. Staff do not have the time needed to assist residents to go to the 
toilet in a timely manner. Too often there is a routine use of incontinence aids to manage 
workload. Where people are reliant on incontinence aids, they may not have a sufficient 
supply. Not only does this risk adverse health outcomes, including creating or exacerbating 
incontinence, it impacts on older people’s dignity, quality of life and wellbeing. 

Infection prevention and control 
Infection control should be a central feature of care for aged care providers. In residential 
aged care, an infection outbreak has the potential to cause serious illness and death 
among vulnerable older people. Influenza and gastroenteritis are common infectious 
illnesses that occur in residential aged care. Influenza, commonly known as the flu, 
is a contagious disease of the respiratory tract caused by a virus.  Gastroenteritis, 
sometimes referred to as gastro, is a highly infectious illness triggered by the infection and 
inflammation of the digestive system.  In 2017–18, 45% of aged care services reported 
at least one potential influenza outbreak and 31% reported at least one gastroenteritis 
outbreak.300 Influenza and gastroenteritis outbreaks can be life threatening for older people, 
particularly those receiving aged care. Between January and July 2020, 28 of the 36 deaths 
associated with influenza in Australia were older people.301 

299
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On 11 March 2020, coronavirus disease (COVID-19) was declared a pandemic by the 
World Health Organization.  COVID-19 is caused by the severe acute respiratory 
syndrome coronavirus 2 and is highly infectious. People aged over 80 years are most 
at risk of death from COVID-19, followed by people aged between 60–79 years. As at 9 
December 2020, there were 685 people living in residential aged care in Australia who had 
died due to COVID-19. At that time, there had been 2049 infections among people living 
in residential aged care.  The independent review into the outbreak at Anglicare Sydney’s 
Newmarch House facility found that ‘imperfect’ infection prevention and control practices 
led to transmission of the virus to staff members and other residents.  Seventeen deaths 
‘were directly attributed to COVID-19’ at Newmarch House.  This is but one example. In 
our special report, Aged care and COVID-19, we noted that some measures the Australian 
Government had taken with respect to supporting the aged care sector were insufficient to 
ensure preparedness of the sector for dealing with an outbreak of a pandemic infection.  306 

305

304
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302
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Best practice 

According to the World Health Organization, infection prevention and control is a ‘practical, 
evidence-based approach preventing patients and health workers from being harmed by 
avoidable infections’.307 Standard 3 of the Aged Care Quality Standards requires service 
providers to minimise ‘infection-related risks’. Aged care providers are expected to achieve 
this in two ways: through infection control and reducing the risk of antibiotic resistance. 
They are expected to ‘assess the risk of, and take steps to prevent, detect and control 
the spread of infections’ and minimise infection-related risks by implementing ‘standard 
and transmission-based precautions to prevent and control infection’.308 

Preventing and managing outbreaks 

While we did not hear substantial evidence about influenza or gastroenteritis outbreaks 
in residential aged care in our hearings, Ms Virginia Clarke gave evidence about her late 
father’s experience as a resident at Newmarch House: 

The only time my family ever had issues at Newmarch House before the COVID-19 pandemic 
was when there were lockdowns for things like the flu and gastro. I used to get an email  
from Newmarch House to say they would be going into lockdown, and we knew that we 
wouldn’t be able to visit Dad or take him out. My family wouldn’t get a lot of time to act after 
the notification, but we could drop things off for Dad during these lockdowns, like his washing, 
by leaving them outside the door. The staff would then drop them off to Dad. I would receive 
another email from Newmarch House when the lockdown was lifted, and that would be the 
extent of the communication. 

These lockdowns were short—the longest was around two weeks. I thought that Dad was 
always okay during them, because my family could still talk to him over the phone. I thought 
he seemed happy during these lockdowns because he knew the reason for why they were 
happening, and he would still be getting his meals on time. Provided Dad had his usual  
routine, I know he would be fine during lockdowns.309 

We received some public submissions that raised concerns, however, about how 
residential aged care facilities manage influenza and gastroenteritis. Some submissions 
raised concerns about staff training in infection control and hygiene, as well as limited 
access to gloves, wipes and personal protective equipment.  Others told us that during 
winter, influenza outbreaks ‘rapidly spread through nursing homes’ and staff shortages  
can result.311 

310

Some submissions described the lack of concern for older people who exhibited  
‘flu-like symptoms’: 

Recently I requested for an RN [registered nurse] to view my father after several days  
of him deteriorating with flu like symptoms. Note here that several days had passed  
and no one had noticed he was sick, coughing and sneezing around the facility...312 

Another said: 

Staff were supportive and respectful of her decisions and she died at the facility. Unfortunately 
not peacefully as she wanted but gasping [for] every breath due to an Influenza A virus 
introduced to the facility by a returning resident from a public hospital—it took 5 days  
to confirm that this returning patient did indeed have the virus.313 
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One person expressed concern about aged care staff members who were unwell still being 
required to attend work and care for residents.314 Another said: 

The staff are rewarded for not having any ‘sick days’ off, whereby they are given a bonus by 
management, if you have a sick day, you do not receive the bonus. This is against public policy 
for immunocompromised people, where by if you have a cold or flu, you should not present to 
an aged care facility, as this could harm the residents and even result in death. There are posters 
everywhere for this in the facility but at the end of the day, management is putting profit over 
care of residents.315 

How facilities respond to outbreaks of infection can impact the quality of care they provide. 
Some facilities introduce lockdown measures, which can be detrimental to the health and 
wellbeing of residents. One person described her mother as dying ‘from neglect’ during 
a lockdown period: 

My mother, suffering dementia, and was unable to eat or drink for herself. My father lived 
directly behind the care home … They had been inseparable since marriage. 

He fed and gave her water 3 times a day, every day. The staff just did not do it. The care  
home was private at a large cost. What were we paying for? Unsure. 

The care home enforced a shutdown due to internal infections prevention for 2 weeks. 
Dad, WWII injured veteran, was not allowed in. Mum died from neglect inside the two weeks. 
(and not from an infection!)316 

Ms UY gave evidence of the mental health impacts that COVID-19 restrictions had on her 
father. Her father died in residential aged care in June 2020. He did not have COVID-19. 
Ms UY told us that due to her father’s diagnosis with motor neurone disease, he was not 
able to speak. She said that touch was vital to him: ‘contact by hands and hugs became 
important ways to communicate’.317 Ms UY described the decline in her father’s mental  
and physical health during COVID-19 isolation—she said he became unhappy, seemed  
to lose his purpose and sense of life, and was physically getting sicker.  Ms UY told us: 318

I believe Dad gave up wanting to live because his family support and connection was 
disconnected. As an Italian man, he had lost what he called his ‘blood support’. Without this, 
he did not have meaning. This is not what my family had signed up for, however I felt as though 
we were all trapped by rules and the fear of catching the virus.319 

Ms Merle Mitchell AM, who lives in residential aged care in Victoria, anticipated that 
mental health issues would arise following the lockdown and ban on visitors in aged 
care. She said that mental health needed to be considered more by aged care providers 
during lockdown and isolation periods: 

I think mental health needs to be much more deeply addressed at this time. I have thought 
‘you’re looking after my physical health, but what are you doing about my mental health?’320 

Ms Mitchell told us that she noticed deterioration in other residents, particularly those 
living with dementia. She also commented on the lack of access to health professionals, 
particularly physiotherapists. Ms Mitchell acknowledged the success of her facility in 
keeping the virus out, but asked ‘at what cost?’321 
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Many public submissions echoed the concerns about the impact COVID-19 restrictions 
had on older people’s mental health.322 Some people said that their loved ones in aged 
care, particularly those living with dementia, were confused and struggled to understand 
what was going on.323 One person’s submission said: ‘If COVID19 doesn’t kill my Dad 
the isolation will’.324 

Public submissions suggested a number of areas for improvement in infection control and 
management in aged care, including employing staff members with infectious disease 
expertise and training.325 Other evidence and information highlighted the importance of 
having a clinical governance framework that included infection control and the importance 
of clinical governance expertise at the board or management level.326 Several witnesses 
agreed that access to accredited infection control and prevention specialists could assist 
the aged care sector.327 

Our special report on aged care and COVID-19 identified four areas for immediate action 
and made six recommendations to the Australian Government, including for immediate 
measures to address problems in infection control. We recommended, amongst other 
things, that residential aged care homes should have one or more trained infection control 
officer as a condition of accreditation.  On 30 November 2020, the Australian Government 
announced that it had allocated additional funding for infection control and that by  
1 December 2020, all residential aged care facilities must have an infection prevention 
control lead staff member.329 

328 

Conclusion: infection prevention and control 

Without adequate infection prevention and control strategies, vulnerable older people 
are at increased risk of serious illness and death. There should be a proactive approach 
to preventing infections in aged care. When infection prevention and control measures 
are implemented, aged care providers should consider the impacts these measures can 
have on residents’ health and quality of life. 

Social and emotional needs 
We have heard about care that did not meet people’s social and emotional needs. We 
heard numerous examples throughout our inquiry about care that was dehumanising 
or that failed to recognise individual needs or to support people to make meaningful 
choices. We also heard numerous examples of what we call small oversights, such 
as a cup of tea placed just out of reach or a request not acknowledged. 

In isolation, these ‘oversights’ may not be considered significant instances of substandard 
care. But when repeated over time, they can be more than just unkind, they can amount  
to neglect. They can have significant implications for a person’s health and wellbeing.  
A failure to meet people’s social and emotional needs can lead to poor mental health, 
which can reduce motivation to eat and maintain mobility. In severe cases, the failure  
to meet a person’s social and emotional needs constitutes abuse. 
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A person’s social and emotional needs refer to the circumstances that are required for 
them to feel connected to others and happy. As people age, their social and emotional 
needs can change. This may be especially true for people experiencing cognitive 
decline, an increase in care needs, or a move to permanent residential care. As 
Mr Jason Burton, Head of Dementia Practice and Innovation at Alzheimer’s WA, 
explained, care environments often lead to a diminished sense of personhood where 
people ‘give up on life and deteriorate very quickly’.330 

Supporting social and emotional needs in aged care 

Meeting people’s individual social and emotional needs in an aged care context can be 
achieved through an approach to care delivery that acknowledges the individual ways 
that people respond to ageing. An important part of meeting individual needs involves 
maintaining and protecting people’s sense of self and their right to make meaningful 
choices.  Care should be delivered in a way that is ‘respectful of, and responsive to the 
preferences, needs and values of those receiving care and those who care for them’.
Mr  Bryan Lipmann, Chief Executive Officer at Wintringham Aged Care, described the  
value of encouraging genuine relationships between staff and residents in aged care.333 

332 

331

We commissioned the National Ageing Research Institute to conduct a study about the 
extent to which people’s social and emotional needs are met in residential aged care in 
terms of measurable quality of life factors. While most residents surveyed reported high 
satisfaction with their quality of life, there was a significant share (17%) of residents who 
rated their life satisfaction as ‘low’.334 Further analysis of these results is in the discussion 
of the extent of substandard care later in this chapter. Some aged care services in Australia 
do not meet the individual social and emotional needs of older people. This is often a result 
of overworked and under-skilled staff. 

Choice and control 

We heard that when people enter residential care they can lack opportunities and support 
to make meaningful choices about their lives. Their right to take risks and exercise control 
over their lives can be overridden because ‘safe care’ is prioritised. 

Mr Bernard Cooney summed up his experience of residential aged care towards the end 
of his life: ‘Not much empathy is needed to appreciate that it is hard to retain a sense of 
personal dignity when, little by little, individual autonomy is lost.’335 Ms Melchhart described 
feeling that her wishes about privacy are mostly disregarded.336 Ms Emma-Kaitlin Murphy, 
a registered nurse, spoke about a married couple who lived in the same residential facility 
but in different wings: 

He’s allocated one hour twice a day to see his wife and he will come and ask us many times a 
day to come and see her, and often due to time constraints we have to let him know that he has 
already seen her twice today, he has to wait until tomorrow or it’s not his time yet. Or sometimes 
staff might be busy and he might only be able to see her once a day.337 
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An aged care worker said this in a public submission: 

All residents were put into bed in the evening by 7pm, without any choice or decision 
in relation to what they wanted. There was 2 to a bed room with the smallest wardrobe 
and a small bedside table with curtains to divide the room, it did not present a home 
environment or even a personalized space for the residents to make [their] own.338 

A younger woman living in residential aged care told us that the lack of individualised 
personal care resulted in a loss of identity. She said: 

I was no longer Kate, I was room number 15.339 

Connections between staff and people receiving care 

A lack of connection between staff members and people receiving care, including people 
being ignored or not communicated with, also emerged as a common experience.  
Ms Mitchell said that given the structure of the aged care system ‘staff cannot implement 
compassionate person-centred care’.340 She gave the example of staff members harassing 
people to finish their food. She said that some people who struggle to eat quickly will 
say they are finished so as not to be a problem. A public submission also highlighted 
mealtimes as a missed opportunity for staff to connect with residents: 

Many staff have no connection to the person they are feeding. I have seen staff standing next to 
a resident who is sitting down low in a chair and feeding them with a spoon …. Much like when 
you go to a petrol station and stand near your car when filling up with petrol. There was no eye 
contact to see if the resident was enjoying the meal or ready for the next spoon of food and no 
communication to see if they were still hungry or wanted a drink of water between mouthfuls. 
Just silence and the [shovelling] of food as quickly as possible into the resident’s mouth…341 

One man said that his mother’s 90th birthday highlighted to him a significant lack  
of personalised care and attention: 

the sudden increase of visitors by relatives & friends visibly improved her mood and 
cognitive awareness. Symptoms of her vascular dementia seemed to evaporate as she 
became more lucid and happy. This was further evidence to us that Mary is not experiencing 
any level of stimulating engagement from the [facility name removed] environment. 

Sadly, [facility name removed] staff were also totally unaware of her 90th birthday—such 
a significant milestone and totally unacknowledged until family members alerted them  
to her special day.342 

Mr Cooney gave an example of the sense of helplessness that can arise from staff members 
completing tasks with carelessness or a lack of thought for the needs of each person: 

Each day, cups of coffee are brought to my room at the appropriate time by a kitchen staff 
member. The cup is then placed on a trolley or small table. I cannot move my chair to reach for 
it and even if I could do so I would be unable to hold the cup or drink without assistance. It does 
not seem to me to be unreasonable to expect, given that my physical condition is well known to 
the facility’s administrators, that this assistance would be automatically provided. That does not 
happen and I find myself disinclined to press my buzzer for a cup of coffee, when it is difficult 
enough to secure a response at times when I am experiencing severe discomfort and require 
staff members to readjust my position. The coffee will usually remain on the trolley or table  
until the cup is removed or I am assisted to drink by a visitor.343 
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Ms DI described the night her mother died in residential care. She said staff members 
were ‘too busy’ to provide any support or comfort for her: 

they seemed to rush in and out of the room. They seemed to be very busy and run off 
their feet. …[name removed] said to me later, ‘We’re so busy tonight. There’s too many issues. 
We’re so understaffed.’344 

Ms Murphy explained that time constraints are a significant barrier to providing  
holistic care: 

Unfortunately, I often do not have time to provide additional personal or emotional care  
to those who seek it. I simply do not believe it’s possible for anyone to provide safe, holistic, 
person-centred care to upwards of 30 people within the time constraints. Let alone ensuring 
every resident feels they are much more than a task to complete in a workplace.345 

Ms Bethia Wilson AM, Wilson and Webster Consultancy Services and a former Victorian 
Health Services Commissioner, explained the importance of creating a supportive culture 
for both staff and residents in aged care: 

Lack of friendliness and kindness could be driven by poor staffing management practices. If 
staff are not treated with kindness, that is with flexibility and concern about their professional 
and personal well-being, then this tends to flow on to how they treat the residents.346 

We also heard about older people in residential care who have been verbally disrespected 
by staff members, as well as being left unattended during times of distress. Ms Sarah 
Holland-Batt described her father’s experience in residential care. A staff member told 
Ms Holland-Batt’s mother that one of the carers had been deliberately victimising her 
husband by isolating him for hours, knowing that he needed to go to the toilet.347 

We received many public submissions from people who gave accounts of staff members 
who were rude and generally unpleasant.348 One woman told us: 

On a multitude of occasions, I have overheard interactions between staff members and mum. 
They’re rude, abrupt, shouting, abusive, and generally unpleasant. Until, that is, they become 
aware of my presence and their entire disposition changes.349 

Much of what we heard about failures to meet people’s social and emotional needs related 
to the time that staff had to provide care. We heard that a high workload results in a busy, 
task-orientated workplace in residential aged care. People have told us that staff rushing 
about completing task after task leaves little time or value to be placed on the activities 
that facilitate genuine caring and trusting relationships.350 The aged care system should 
be able to deliver compassionate and kind care built on respectful relationships. 

Isolation, boredom and lack of meaningful activities 

When people enter residential care, they often lack the support and opportunity to engage 
in meaningful activities and stay connected to the broader community. This can result in 
isolation, boredom and lack of engagement. 
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Ms Janette McGuire, a Forgotten Australian who spent two weeks in a short-term aged 
care facility, said: 

The facility would have silly games like bingo and things. Some people might have liked it, 
but it wasn’t right for me. It was patronising. We are people with minds and brains. I tried to 
get used to the way I was treated at the facility. I don’t think I could ever get used to it.351 

A number of people told us in submissions that there is a lack of meaningful and varied 
activities on offer to people living in residential care. A woman described the impact of 
a lack of choice in activities on her mother: 

There is no stimulation as the residents in the Memory Support Unit just sit in the lounge  
in front of a television and stare. It makes me very sad to see my mother’s dignity being 
destroyed…The carers do not have the time to listen to Mum and try to understand what  
she is asking and the more she is hurried the more she gets confused.352 

Another person making a submission said: 

I know mum’s depression could be fixed with a cat. Or a dog. …my sister does take her  
dog to visit occasionally (which the staff support). Essentially to improve mum’s wellbeing  
she needs to build a relationship with an animal, a cat at the end of her bed. …Mum doesn’t 
leave her room, a lot of the activities are linked to the common areas, like the virtual reality  
room (that is never open, and you need to book an appointment).353 

People receiving aged care are not always supported to remain socially connected  
to the broader community. Staying actively involved in the community is an important 
component of helping people live at home for as long as possible.  And whether a person 
is receiving aged care at home, or in a residential setting, social connection is a key part 
of a fulfilled and meaningful life. Mr Robert Fitzgerald AM, the NSW Ageing and Disability 
Commissioner, when talking about ‘community inclusiveness’ said: 

354

COVID has demonstrated, beyond any shadow of a doubt, that a society doesn’t function 
well when that’s gone. And in the case of older people, those community connectedness, 
the neighbourhood connectedness, is very important.355 

Ms Elizabeth Drozd, Chief Executive Officer of Australian Multicultural Community Services 
Incorporated, gave evidence about the needs of people with culturally and linguistically 
diverse backgrounds. She said: 

Community connection, time together, speaking a common language with peers, maintaining 
relationships and a sense of purpose at a time described as much more valuable than cleaning 
or visiting services.356 

Without adequate support, remaining engaged in the community can be difficult for 
some older people. Increased frailty, loss of mobility or bereavement can make people 
particularly vulnerable to social isolation. Some people may find that their existing 
networks fall away as it becomes more challenging to maintain hobbies and social 
circles.  Professor Henry Brodaty AO, a psychogeriatrician, physician, psychiatrist and 
Scientia Professor of Ageing and Mental Health at the University of New South Wales, said: 

357
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We see that residents are very lonely in nursing homes. I had a PhD student who, her thesis 
was on social relationships in nursing home. The median number of relationships that a person 
in a nursing home had was one. That means 50 per cent had zero, and most of the relationships 
are with the staff.358 

The risk of isolation is more significant for people without family and friends to visit.  
Mr Kevin Littley, who spoke about his daughter’s experience as a younger person  
in residential aged care, said: 

So, yes, she was pretty much—very lonely. If it wasn’t for Carol and myself and her sister, 
she wouldn’t have had any visitors and any outside contact because she was pretty much 
in her room.359 

The COVID-19 pandemic and the restrictions put on visitation highlighted the importance 
of social connection in residential care. Ms Julie Kelly, a psychologist, said that ‘loneliness 
has had a real impact on their [residents’] mood and, especially, on depression’.360 

A lack of community connectedness can be even more of an issue in home care. Professor 
Johanna Westbrook, a Professor of Health Informatics and Patient Safety, said that social 
isolation and loneliness pose one of the biggest challenges to providing high quality care in 
a person’s home.  People can be very isolated in their home, and those in need of social 
support can fall through the cracks and be ‘left to fend for themselves’.  Sometimes the 
only social contact a person has is with a service provider.  Ms Beryl Hawkins, a recipient 
of home care, said: 

363

362

361

I don’t have many visitors, really—I used to, but my life has changed completely. 

I think that there is a whole generation of people who are 80, 90 and 100 years old, 
sitting with their eyes closed, waiting to die.364 

Reflecting on what could have been done to help her and others, she said: 

What I love most of all is when someone walks into my unit and says ‘would you like a 
cup of tea?’…I think that if you could get volunteers that would come to you with a dog 
or a child and take you down to the park for half an hour, that sort of thing could help.365 

Social connection and engagement in the community is a vital part of high quality 
aged care. But the current aged care system is leaving too many older people isolated 
and disconnected. 

Conclusion: social and emotional needs 

The lack of care and support for people’s social and emotional needs is a consequence of 
a number of problems in the current aged care system. Staff do not have the time or skills 
to provide individualised care to people in residential aged care. The task-based focus of 
work in residential aged care does not sufficiently allow consideration for the person who  
is being cared for, their wants or social and emotional needs. There is an inadequate focus 
on helping people receiving aged care services stay connected to the broader community. 
The personhood of people receiving aged care is too often disregarded. This, too,  
must change. 
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Diversity and cultural needs 
The aged care system often struggles to provide appropriate care to people with diverse 
needs. There can be a lack of understanding and respect for people’s culture, background 
and life experiences and how this can impact on how they want to receive care. Care that 
does not acknowledge and respect different life experiences is substandard. We discuss 
the problems people with diverse needs face in accessing the aged care system in Chapter 
2 of this volume. Many of these same issues—poor communication, a lack of culturally 
safe care and trauma informed care—also affect the quality of care provided to people 
once they are in care. There is some overlap in our discussion in these chapters but it 
is important to identify these problems as affecting both access to, and the quality of, 
care people receive. 

In our hearings, we heard evidence from people with culturally and linguistically diverse 
backgrounds, people who identify as part of the LGBTI communities, care leavers, 
Aboriginal and Torres Strait Islander people living in urban areas and in rural and remote 
communities, people who are or are at risk of becoming homeless, and veterans. 

Best practice 

Given the breadth and diversity of people’s needs, there is no one-size-fits-all aged care 
model. Some aged care providers meet the needs of people with diverse backgrounds. 
They may provide strong communication and translation services, employ bilingual staff 
and have mechanisms for communicating with people with limited English or who are 
nonverbal.  Care should be non-discriminatory and culturally safe. We heard about the 
importance, to meet people’s needs, of recognising their culture and background and 
making extra effort to acknowledge people as individuals. It is also important to have 
trained members from diverse groups among staff, as well as to train all staff about  
cultural safety.367 

366

Aged care needs to be trauma-informed at all levels. Trauma-informed care is care that 
understands and recognises how trauma affects people’s lives, service needs and the 
way they interact with services, and seeks to avoid re-traumatising people.  It can be 
beneficial for providers to partner with peak bodies and advocacy groups who can share 
specialist knowledge to assist in the provision of good care in these cases and to prevent 
social isolation.369 

368

Communication 

Communication barriers may exist due to differences in language or the need for 
augmented communicative methods. Augmented communication may include hand,  
facial and body signals and simplified communication for people with cognitive impairment. 
Language is one of the major barriers for many Aboriginal and Torres Strait Islander 
communities and people from culturally and linguistically diverse backgrounds who have 
little or no English proficiency. We heard that communication barriers can make providing 
care more difficult and can also lead to social isolation, mental illness, discrimination,  
lack of cultural safety and abuse. 
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We heard that older people can lose the ability to retain language learnt later in their 
lives because of dementia-related disease.370 Mr George Akl described his late father’s 
experience in residential aged care. Mr Akl’s father was born in Egypt and his first language 
was Arabic, but he spoke fluent English. In 2016, Mr Akl’s father was diagnosed with 
Lewy body dementia. His ability to speak English subsequently decreased considerably. 
According to Mr Akl, this inability to communicate exacerbated his father’s symptoms  
of dementia.  Mr Akl raised the matter with the provider: 371

Not quite brushed to the side, the matter seemed to be beyond the scope of their system. 
Short of the volunteers and strategies like drawings that Dad could point to when his English 
becomes incomprehensible, there appeared to be no effective policy or resources relating to 
the complex communication issues for ESL [English as a Second Language] people.372 

Mr Angelos Angeli described the home care services received by his mother, a Greek 
Cypriot who had a low level of English proficiency. He said his mother was socially  
isolated due to the communication barriers between her and the care staff.373 

We received many public submissions highlighting failures of services to provide adequate 
measures of communication for people who have limited English.374 One person’s 
submission said: 

Her stroke has left her speaking Italian (her first language) she spoke and understood English 
very well now she is yelled at ‘ENGLISH LUCY, I CAN’T UNDERSTAND YOU’! she is ashamed 
and embarrassed as she feels like they treat her like she is doing it on purpose or that she is 
somehow now an idiot gibbering to them.375 

Ms Jaklina Michael, Diversity Manager at Bolton Clarke Aged Care Services, said 
that there are many situations when an interpreter is critical to understand the needs 
of a person from a culturally and linguistically diverse background.376 

Culturally safe care 

‘Cultural safety’ aims to ensure people of a different cultural background to the caregiver 
or provider can feel safe in their experience of care.377 One definition of cultural safety is: 

an environment which is safe for people; where there is no assault, challenge or denial of their 
identity, of who they are and what they need. It is about shared respect, shared meaning,  
shared knowledge and experience, of learning together with dignity, and truly listening.378 

While aged care services should meet the cultural safety needs of all older people, we 
heard numerous examples of failure to do so.  Ms Moreen Lyons, then Chief Executive 
Officer at Aboriginal Community Elder Services, told us: 

379

I’ve had residents come back, really distressed from quite blunt interactions with culturally-
insensitive providers…Understanding the ceremonies are vital, or—people will not feel settled 
and cared for appropriately, if those things are not in place and not understood. And a part of 
that is having Aboriginal employees working at the service.380 
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Some public submissions addressed concerns about cultural safety for Aboriginal 
and Torres Strait Islander people in aged care: 

Far too often elderly women are receiving ‘women’s business’ care performed by young male 
carers who often can’t speak enough English to understand let alone understand the elderly 
Indigenous resident or their cultural requirements.381 

A submission from an aged care worker described an Aboriginal person who lived in 
a residential aged care facility ‘where there were no programs for him, no therapy, and 
stuck in the room constantly. Dignity and respect should be priorities for residents’.382 

Ms Anne Tudor described her and her partner Ms Edie Mayhew’s experience, as a lesbian 
couple, with home care. Ms Tudor’s partner, Ms Mayhew, was diagnosed with younger 
onset dementia in 2010 and, in May 2015, accepted a Home Care Package. Ms Tudor 
described what she felt was a lack of acknowledgement of their relationship from the home 
care provider, including a lack of careful consideration about the carers they provided.383 

She also told us that some workers made her and Ms Mayhew feel uncomfortable: 

There were some carers that were sent to our home that I did not feel comfortable around.  
Edie is spontaneous, when she wants to physically hug me or tell me how much she loves  
me, she should feel free to do that, especially in her own home. …Several workers who came  
to our home dampened Edie’s spontaneity and this frustrated me as she withdrew into herself. 
Our whole lives had to fit around the availability of [home care program] staff and over the  
years we faced disappointment after disappointment with them.384 

Ms Tudor said that while this experience was not an example of ‘shocking overt 
discrimination’, it illustrated a lack of effort to ensure their needs as members of 
the LGBTI community were acknowledged and met.385 

Ms Samantha Jewell, Executive Manager of Sales & Marketing at Lifeview Residential 
Aged Care, gave an example of lack of cultural safety and discrimination towards a 
transgender woman when she was receiving home care: 

A lot of the staff that would come and care for her would say, ‘But you’re a male, you’re  
not a female’ and that was quite disturbing to her. A lot of her paperwork used to come  
in her former male name even though she had changed her name quite a few years ago;  
there was no recognition of that.386 

Conclusion: diversity and cultural needs 

The aged care system is often unable to care appropriately for older people with diverse 
needs. There can be a lack of understanding and respect for people’s culture, background 
and life experiences and how this can impact on how they want to receive care. As a result, 
some older people in aged care are not supported to make meaningful choices that reflect 
their individual backgrounds, beliefs and needs. This is unacceptable. The aged care 
system should be equally welcoming and supportive of everyone needing care. 
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 3.3.4 Conclusion: nature of substandard care 

 

In this part of the chapter we have identified the nature of substandard aged care.  
We outlined the experiences of people in care, and those of their families and friends.  
We have also captured the experiences of staff, students, and health professionals who 
were likewise concerned about the quality of care people were receiving. Substandard  
care can take the form of deliberate acts of harm and forms of abuse—physical, sexual  
or through inappropriate restrictive practices. It can also occur in complex and routine 
areas of care—from dementia care to the daily food and nutrition provided to people. 

In this chapter, we have sought to give voice to those in the aged care system. Their 
experiences have common themes: staff who are overworked, rushed and generally 
under pressure; a lack of clinical skills and failures to identify care needs; staff responding 
and reacting to crises, rather than promoting wellbeing and maintaining function; 
patronising attitudes and lack of respect; restrictions on resources, including appropriate 
aids, equipment and nutritious food; poor care planning and communication; and poor 
leadership and management. 

The experiences recounted in this chapter are those of individual people—they are 
instances of substandard care. But they are reflective of so many others. We received  
a vast number of submissions and heard numerous people at forums tell similar stories. 
People have told us that, far too often, substandard care is a problem across the aged care 
system and that older people are suffering as a result. In the next section, we identify what 
the available data can tell us about the extent and distribution of this substandard care. 

3.4  Extent of substandard care in the aged 
care sector | Commissioner Pagone 

Our Terms of Reference require us to inquire into the extent to which aged care services 
meet the needs of people accessing them and the extent to which substandard care is 
being provided.387 

We received a lot of evidence and many public submissions. We commissioned research 
and commissioned our own analysis to try to understand the extent of substandard care. 
Further, many moving personal accounts of poor care were described at community 
forums. It is clear to us from all this effort the extent of substandard aged care is too 
high and is unacceptable. 

While we differ in our approach about ascertaining the extent of substandard care,  
I agree with Commissioner Briggs’s description of the processes we have used to inquire 
into the issues and her summation of the research findings in parts 3.5 and 3.6.6 of this 
chapter. Accordingly, I will not repeat that content other than to provide context for my  
own remarks. 
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Commissioner Briggs has sought to express numerically the extent of substandard aged 
care but I am not able to conclude from the material that the extent of substandard care 
can be expressed numerically in a way that is meaningful to me, and which represents 
adequately the evidence and extensive materials I have seen. A National Ageing Research 
Institute report, for example, concluded that more than 30% of respondents to a survey 
indicated that some aspect of the quality of their care and services was failing them, 
but such a finding may imply more than it establishes.388 The experience of a survey 
population of 391 needs to be treated with caution. It also cannot be understood to mean 
that about one in three people across the entire sector was experiencing the same level 
of substandard care for the entirety of their time. Questions of quality, time and reliability 
of a sample are all relevant to the extent of substandard care and all are apt to be obscured 
by expressing the care as a number. 

The fact is that each case we heard of substandard care was a case that should not have 
happened. Service providers should not tolerate any degree of substandard aged care, 
especially to those who may be frail, vulnerable or dependent. There is, in my view, no 
threshold under which the community should tolerate substandard aged care. Even if 5% 
of people receiving aged care endured substandard care, that would still be unacceptable. 

I do not believe it is currently possible to ascertain the precise extent of substandard care 
in aged care. For the reasons set out by Commissioner Briggs, I consider that the data is 
not always complete, reliable or capable of verification. Each dataset produces a different 
measure of the level of substandard care. The administrative data Commissioner Briggs 
summarises was not collected for the purpose of ascertaining the extent of substandard 
care. The absence of a shared understanding of what constitutes ‘substandard care’ 
is another barrier to accurate quantification. While all of the research demonstrates an 
unacceptable level of substandard care in the system, it does not produce a consistent 
explanation of the extent of substandard care. 

The National Ageing Research Institute, in partnership with Ipsos and the Social Policy 
Research Centre of the University of New South Wales, undertook two surveys of 391 
residential aged care residents and 1223 people receiving home care or respite care,  
or their proxies. The surveys show that 33% of people who received residential care, 
44% of people who accessed home care, 51% of people who received community respite 
care, and 46% of people who received residential respite believed that one or more of their 
care needs, across a number of areas, were sometimes, rarely or never met.  Analysis 
of this data by Flinders University suggests these figures may be understated—that is, 
more people’s needs were only sometimes met—if the adequacy of complaints handling is 
taken into account for home care and residential care.  This research and analysis points 
to a significant issue, but in my view it does not provide an adequate basis to determine 
objectively the extent of substandard care. 

391

390

389 

Complaints data shows that the number of complaints made about residential aged care 
and home care increased significantly between 2014–15 and 2019–20. Those increases 
exceeded what would be expected from the increase in the numbers of people receiving 
care. In 2019–20, there were an average of 2.59 formal complaints made to the Aged 
Care Quality and Safety Commission per 100 people receiving permanent residential aged 
care.  On the basis of the findings in the National Ageing Research Institute research to 392
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which I referred above, I doubt the complaints data accurately represents the extent of 
substandard aged care. I agree with Commissioner Briggs that there are several reasons 
for this, one of which is fear of reprisal. 

Accreditation data provides a high-level point-in-time view of the potential extent of 
substandard care across the aged care sector. Approximately one in five audits in 2018–19 
concluded that the residential aged care service failed to meet at least one expected 
outcome under the former aged care Accreditation Standards.  Similarly, about one 
in five quality reviews of home care providers in 2018–19 concluded that the provider 
failed to meet at least one home care outcome.  Of course, a provider that has met all 
accreditation requirements may still be providing substandard care that has not been 
identified by the regulator. 

394

393

In 2019–20, following the introduction of the new Aged Care Quality Standards, there  
was a significant increase in the proportion of residential site audits that concluded  
that providers did not meet accreditation requirements.  During this time, two in five 
residential audits identified that at least one requirement was not met. Similarly, during 
the same period, over two in five quality reviews or quality audits of home care services 
identified that at least one requirement was not met.  Accreditation data shows non-
compliance by aged care providers with expected standards. It is likely to be indicative  
of substandard care. However, it is not a comprehensive and reliable measure of 
substandard care because it is conceivable that a provider that fails to meet a standard  
is not providing substandard care.  397 

396

395

The service provider survey that Commissioners McGrath and Briggs conducted 
demonstrated that there is no shared view among aged care providers of what 
‘substandard care’ is.398 For example, one provider reported that a resident’s friend  
being unhappy with the way he was informed of the resident’s death was an incident  
of substandard care. Other providers applied a more restrictive definition, capturing far
fewer incidents of self-identified substandard care.399 

 

Even so, residential aged care providers reported a total of 272,546 incidents of 
substandard care for the five-year period to June 2018. For the 2017–18 financial year, 
residential aged care providers reported an average of 260 occasions of substandard  
care per 1000 people receiving permanent residential care.  400 

Similar issues arise in relation to using public submissions to this inquiry to gauge the 
extent of substandard care. We received 9282 general public submissions that were 
within our Terms of Reference.401 A total of 42% of the online public submissions within 
our Terms of Reference were marked as relating to substandard or unsafe care. This 
likely understates the true proportion, because 32% of the online public submissions that 
referred to abuse or neglect were not marked by their submitters as relating to substandard 
care. I regard abuse or neglect as clear examples of substandard care. There were 
other submissions that described circumstances that I would generally consider to be 
substandard care, such as the use of restraints (39%). 
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In 2019–20, residential aged care facilities reported 5718 allegations of assault.  During 
this time, 244,363 people received permanent residential care. This means that the 
incidence of reports of suspected or alleged assaults was 2.3%.  The average number 
of service providers that reported allegations of assault increased over the past six years; 
so, too, have the number of reports per provider. In 2014–15, 45% of residential aged care 
services reported an allegation of assault, a figure that increased to 64% in 2019–20.
Over the same period, the number of reports per service increased from 0.98 to 2.10. 

404 

403

402

The number of allegations of sexual assault has increased over the past six years in 
line with overall assaults. There were 426 allegations of sexual assault in 2014–15, 
which increased to 851 reports in 2019–20.405 

As concerning as these figures are, they significantly understate the true extent of alleged 
assaults in residential aged care because resident-on-resident alleged assaults are 
generally not reportable. A 2019 report by KPMG analysed assault data submitted by 178 
residential aged care services. Its analysis found that resident-on-resident alleged assaults 
were significantly more prevalent than suggested by publicly available figures.  The 
estimate was that 26,960 to 38,898 physical or sexual assaults per year were occurring 
that were exempt from reporting across Australia.  When these estimates are added to 
the existing assault allegations for the 2018–19 financial year, the incidence of assaults 
increases from 2.16 to 13–18 per 100 residents. Alarmingly, the report indicated that 
as many as 1730 additional reports of sexual assault may result if a broader definition of 
reportable assault was applied.  Again, the data shows a significant problem, but it does 
not provide an adequate basis to ascertain the extent of substandard care principally 
because the reports are of unproven allegations which are rarely investigated. 

409

408 

407

406

It is evident from this short summary of the evidence and material before us that there is 
too much substandard aged care: the problem is clear. It is necessary to introduce lasting 
reform to ensure substandard care is no longer a feature of aged care in Australia. 

3.5  Extent of substandard care in the aged 
care system | Commissioner Briggs 

Our Terms of Reference require us to inquire into the extent to which aged care services 
meet the needs of people accessing them and the extent to which substandard care is 
being provided. This was a difficult task, but it is something that I have considered for  
over two years. The evidence on substandard care that Commissioner Tracey and I  
heard about in the hearings from May to August 2019 has been particularly striking to  
me. My conclusions are also informed by the nature and number of distressing stories  
I heard at community forums around the country—these have left an indelible impression. 

The sheer number of submissions and evidence about negative experiences of aged care, 
and the consistency of their accounts tell us that too often aged care services are not 
meeting the needs of people. They also tell us that too often there is substandard care 
across the aged care sector. It is clear this substandard care is widespread. It is harder 
to quantify the extent of this substandard care. 
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To answer this question of how often aged care is substandard, Commissioner Pagone 
and I have considered a number of existing data sources, including Australian Government 
administrative data. The Victorian Government holds more extensive data about its public 
sector residential aged care facilities and we considered this as a valuable source of 
supplementary data. We have also conducted our own research projects or commissioned 
others to do so. Earlier in this chapter, we referred to some of this data when it was 
relevant to the specific area of care we were discussing. Here, I focus on the system-wide 
data and what it can tell us more generally about substandard care. 

Analysing this data has been a complex and resource-intensive task, but an important 
one. There are a number of challenges in analysing this data. The data is variable and 
inconsistent, does not share a definition of substandard or high quality care, focuses on 
different aspects of care, was often gathered for an unrelated administrative purpose, 
and is, in some instances, of poor quality. We also found that there there is not a shared 
understanding of substandard care across the aged care system. In addition, quality data 
is not routinely collected in a way that makes it easy to determine whether people are 
receiving substandard or high quality care. 

We received sufficient evidence, however, to be assured that some people receive high 
quality aged care, albeit that the quality of care is variable across the aged care sector— 
with the type of aged care service provided, organisation type, and size of provider all likely 
to affect the quality of care. 

Viewed as a whole, however, the data tells a story of unacceptably high levels of 
substandard care. 

A number of very disturbing themes are apparent from my analysis: 

• It is likely that at least 1 in 3, or over 30%, of people in aged care have experienced 
substandard care. 

• In some areas of care, the data is clearer about the extent of substandard 
care, including: 

o the incidence of assaults may be as high as 13–18% in residential aged care 

o there is a clear overuse of physical restraint in residential aged care 

o in residential aged care, some 47% of people have concerns about staff,  
including understaffing, unanswered call bells, high rates of staff turnover,  
and agency staff not knowing the residents and their needs 

o in home care, one-third of people have concerns about staff, including continuity 
of staff and staff not being adequately trained 

o similarly, in residential respite care and the Commonwealth Home Support 
Program respite care, about 30% of people have concerns about staff, including 
understaffing, continuity, unanswered call bells, training and communication. 

• Substandard care has become normalised in some parts of the aged care system, 
such that people have low expectations of the quality of their care. 
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 3.5.1 Administrative data and research 
 

 

 
 

 

  
 

 

 

 
 

 

In subsections 3.5.1–3.5.5 and section 3.6, I explain the basis for my conclusion that 
substandard care has been experienced by one-third of all older people in aged care. 
I present a large number of statistics relating to substandard care. It is important to 
remember that behind the statistics are real people—people who did not receive the 
care that they needed, and whose health and wellbeing may have suffered as a result. 
Irrespective of the precise proportion of people who are affected, the extent of substandard 
care in Australia’s aged care system is inexcusable. Swift and deliberate action is needed 
to fix this situation for the current generation of older people and for future generations. 

In reaching my conclusions on the extent of substandard care, I have considered 
a number of data sources. 

Through the life of our inquiry, a substantial amount of administrative data was obtained 
from government bodies and we supplemented this with publicly available data. 
This has included: 

• Aged Care Complaints Data—quantitative data on the number of complaints 
submitted to the Australian Government about aged care services, 1 July 2014 
to 30 June 2020 

• Aged Care Accreditation Data—quantitative data on the number of times accreditation  
activities were carried out and the outcomes of these activities and on whether service  
providers were unable to meet specific accreditation standards during two separate 
periods, 1 July 2014 to 30 June 2019 and 1 July 2019 to 30 June 2020 

• Aged care compliance data—quantitative data on the number of times aged 
care services were sanctioned or issued a notice of non-compliance, 1 July 2014 
to 30 June 2020 

• Compulsory Reporting data on assaults and unexplained absences—quantitative 
data on the number of times residential aged care facilities reported allegations of 
assault, and missing residents, 1 July 2014 to 30 June 2020 

• National Aged Care Mandatory Quality Indicator Program data—quantitative data 
on the number of times residential aged care services had residents who had 
experienced a pressure injury, significant or consecutive weight loss or physical 
restraint, 1 July 2019 to 30 June 2020 

• Consumer Experience Report Data—qualitative interviews about people’s 
experiences of aged care based on responses to 10 questions, 1 May 2017 
to 17 July 2019 

• Victorian Public Sector Residential Aged Care Service Quality Indicator Data— 
quantitative data on the number of times residential aged care services had residents 
who had experienced a pressure injury, significant or consecutive weight loss,  
or physical restraint, 1 October 2006 to 30 June 2020. 
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• State and Territory Health departments—quantitative data on hospital admissions 
and emergency department presentations for people aged 65 years or over, 
1 July 2013 to 30 June 2019 

• Medicare and Pharmaceutical Benefits Scheme data—quantitative data on the 
proportion of the population that accessed mental health services and mental health 
prescriptions, 1 July 2018 to 30 June 2019 

To supplement this material, we generated our own data. At the commencement of this 
inquiry, Commissioner McGrath and I invited all approved Australian aged care service 
providers to take part in a Service Provider Survey.  As part of the survey, providers were 
asked to report on occasions of substandard care and complaints about substandard care 
over the five-year period from 1 July 2013 to 30 June 2018. 

410

I have also considered qualitative data on the public submissions people made to us. 
Of the 10,197 submissions we received (excluding submissions in response to Counsel 
Assisting’s final submissions), 9282 (90.6%) were within our Terms of Reference. 
Submitters themselves could code their online submissions (which made up 48% of all 
submissions) as relating to one or all of the Terms of Reference. The staff of the Office  
of the Royal Commission performed additional coding to ensure that online submissions 
and those received through other channels were within our Terms of Reference and could 
be categorised into different areas of care (although many submissions discussed more 
than one area of care). 

The following approach was taken to analysing the data: 

• identifying year-on-year trends and points of comparison where available 

• taking account of changes to data collection practices, such as when the 
accreditation and compliance data changed according to the changes in 
the Aged Care Quality Standards 

• exploring factors that led to service providers receiving high numbers of 
complaints, or being subject to high levels of regulatory or other activity 

• categorising the data by organisation type (for-profit / not-for-profit / government), 
size (small, medium and large) and location (regional / remote / metropolitan). 

To supplement this analysis, significant mixed methods research were commissioned. 
The National Ageing Research Institute, in partnership with Ipsos and the Social Policy 
Research Centre of the University of New South Wales, was engaged to undertake two 
large surveys of residential aged care residents and people receiving home care or respite 
care, or their proxies. These surveys explored the prevalence of aspects of substandard 
care and reasons that incidents of substandard care go unreported; people’s satisfaction 
with their care; and people’s views on their quality of life. The first survey was of people 
receiving residential aged care in January–March 2020 and the second was of people 
receiving home and respite care in 16 April 2020–4 June 2020.  411 
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 3.5.2 Poor quality data 

Both research projects adopted rigorous methodologies, including using validated survey 
tools, a large sample size, and representative samples with good response rates. These 
studies confirmed the other evidence and data I have considered. They showed that 33% 
of people who received residential care, 44% of people who accessed home care, 51% of 
people who received community respite care, and 46% of people who received residential 
respite believed that one or more of their care needs, across a number of areas, were 
sometimes, rarely or never met.  Analysis of this data by Flinders University indicates 
these figures worsen—that is, more people’s needs were only sometimes met—when the 
adequacy of complaints handling was taken into account for home care and residential 
care.  I discuss these results in more detail below. 413

412

The University of Queensland was commissioned to conduct an analysis in 2020 of the 
costs of delivering quality of care in residential aged care. The study considered clinical 
health outcomes of residents, process accreditation standards, regulatory compliance data 
and sanctions, and service experience indicators.  The study divided residential aged 
care services into three different bands based on available linked administrative data— 
higher quality, middle quality and lower quality.  This study also used rigorous research 
methods. It provides a tool to compare trends between providers, including different types 
of providers. It suggests that government and not-for-profit providers perform better than 
private providers, as do small providers compared to larger providers.416 Again, I discuss 
this research in detail below. 

415

414

The commissioned research is published on the website for the Royal Commission. 

Defining and measuring substandard care is challenging. While Commissioner Pagone 
and I have obtained and made use of research and administrative data to gain an 
understanding of the extent of substandard care in the sector, this has taken a large 
amount of effort and resources. 

There will naturally be limitations to what administrative datasets can reveal. They were 
not designed for the purpose of measuring substandard care. Administrative datasets are 
created when governments complete functional tasks. These tasks may involve making 
payments to people or service providers, processing complaints and reports, or performing 
accreditation activities. The collection of data is often a secondary benefit. This means that 
these datasets are not usually validated or standardised. 

In my analysis, I identified issues with both the collection and validation of the data in 
administrative datasets. Some relied on self-reporting by members of the public or having 
members of the public respond to non-validated surveys or questions. This means that 
issues such as English language proficiency, technology savviness, and knowledge of how 
to navigate the aged care system can affect responses. Complaints data and Consumer 
Experience Report data may not be representative of the extent of problems within the 
aged care sector. I cannot underestimate the effect that fear of reporting might have on 
respondents, specifically for those who might be worried that providers would treat them 
poorly, following a report. 
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There are also problems with data that relied on self-reporting by service providers. 
Responses to the Service Provider Survey were highly variable. We observed similar trends 
in data on national aged care quality indicators, assaults and unexplained absences, 
which showed subjectivity in what providers understood to be reportable incidents. Some 
providers clearly took much too restricted a view of what ought to be reported. With 
assault data, we also recognise that vulnerable older people may face significant barriers 
to reporting an assault to their provider, especially if it was at the hands of a staff member. 

 3.5.3 Extent of high quality care 

Cultural representation in data collection is another point of concern. The Residential Care 
Survey had an under-representation of culturally and linguistically diverse residents and 
Aboriginal and Torres Strait Islander people. Their views on quality of life and satisfaction 
with their care might have been different from the general experience represented in the 
survey results. 

A final comment on the limitations of datasets relates to the availability of data for aged 
care services that operate in the home and community, or through flexible programs.  
We know that the Australian Department of Health and the Aged Care Quality and Safety 
Commission are taking some steps to address this, although they are at an early stage 
of development. In 2019, the Aged Care Quality and Safety Commission pilot-tested 
Consumer Experience Interviews and Reports in home care settings. We also know that 
the Department of Health is exploring options for a Serious Incident Response Scheme 
within home care.417 

The research we have commissioned provides a good indication of the extent of 
substandard care. But the system needs to be able to identify substandard care on an 
ongoing basis. The process we have undertaken to measure the extent of substandard 
care reinforces our view that the poor quality of data in the Australian aged care system 
is systemic. 

Some people report having positive experiences of aged care. We have received 
many examples of good practice throughout our inquiry and they should be celebrated. 
We recount some of these in the introduction to this volume. 

Of the public submissions we received that were within our Terms of Reference, less than 
2% (174) were positive about aged care and 11% (983) described a mix of positive and 
negative experiences. Of these submissions, 56% were written by older people, or their 
family and friends. I acknowledge that people who were happy with aged care services 
may have been less likely to engage with us. It is important to recognise excellent work 
being done by many individuals and providers within a difficult system. 

The National Ageing Research Institute surveys, which I discuss in more detail below, 
highlighted that some people were happy with all aspects of their care. These surveys 
found that 28% of people who received residential care, 27% of people who accessed 
residential respite, 23% of people who accessed a Home Care Package, and 14% people 
who accessed Commonwealth Home Support Programme respite services said they 
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‘always’ received care that met their needs across all areas of care within the survey.

 3.5.4 Extent of substandard care 

418 

However, when data about the adequacy of complaints handling was taken into account, 
the number of people whose care needs were always met was lower.419 

The Australian Department of Health has cited the Consumer Experience Reports to 
support its view that people living in residential aged care are satisfied with their care.
The Consumer Experience Report data (2017–19) does suggest that people’s experiences 
in residential aged care are generally positive, although these reports may not be 
representative. The approach to coding these reports is such that if a respondent said ‘most  
of the time’ or ‘always’, this was considered a positive response. In our view, feeling safe or 
respected ‘most of the time’ is not good enough.  The former Secretary of the Australian 
Department of Health, Ms Beauchamp, agreed that for some aspects of quality care ‘most 
of the time’ or less than 100% is not at all an acceptable result.  For example, for the 
question ‘do you feel safe here’, 17% responded ‘most of the time’ and 81% responded 
‘always’. Similarly, 24% responded ‘most of the time’ when asked if staff treat them with  
respect and 28% answered ‘yes’ when asked if staff meet their health care needs.424  

423 

422

421

420 

I also hold concerns about the quality of these interviews. In addition to factors such as  
service size, English proficiency and who responded to the survey (resident or proxy),  
a significant limitation to this dataset is the potential impact of what is known as ‘social  
desirability bias’—where survey respondents choose responses that are socially acceptable  
rather than the response that accurately reflects their experience. This may have influenced  
the residents’ willingness to report negative experiences in residential facilities, specifically  
for residents who might feel disempowered or afraid of retaliatory action if they report  
negative experiences. For these reasons we are pleased that since 9 December 2019 the  
Aged Care Quality and Safety Commission is exploring options for Consumer Experience  
Interviews to become part of ongoing monitoring rather than part of site audits.  We expect  
that these surveys in the future will address the concerns we have raised. 

425

The National Ageing Research Interview surveys and the Consumer Experience Reports 
suggest that some people have a high degree of satisfaction with the quality of aged care. 
But it is also true that many people do not and that these surveys may underestimate the 
proportion of dissatisfaction due to comparatively low expectations of care and reluctance 
to raise issues. 

At least 1 in 3 people accessing aged care services have experienced substandard care. 

There are a number of data sources that I have used to inform my understanding of the 
extent of substandard care. In the Interim Report, Commissioner Tracey and I outlined 
expert evidence on the extent of substandard care.  This included evidence that 22–50% 
of people in residential aged care were malnourished;  75-81% were incontinent;
pressure injuries occur in a third of the most frail residents towards the end of their 
lives;  and 61% were regularly taking psychotropic agents—with 41% prescribed 
antidepressants, 22% antipsychotics and 22% benzodiazepines.  Building on this,  
I have examined a number of additional data sources below. 

430

429

428  427

426
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Experiences of people in care 
The National Ageing Research Institute surveys of people receiving aged care are the most 
direct measure of substandard care available to us. These surveys asked people receiving 
aged care or their proxies about different areas of quality care, including whether they 
were treated with respect and dignity, being supported to make one’s own decisions about 
care and services, receiving care from appropriately skilled staff, receiving supports for 
daily living that met their health and wellbeing needs, and being supported in their social 
relationships and connection. 

The National Ageing Research Institute surveys of older people receiving care suggested 
that 1 in 3 people using residential care (33%), over 2 in 5 people using home care (44%) 
and residential respite care (46%), and over 1 in 2 people using community respite care 
(51%) believed that one or more of their care needs, across a number of areas, were 
sometimes, rarely or never met (see Table 1).  These areas of care covered dignity and 
choice, being involved in making one’s own decisions about care and services, having 
appropriately skilled staff providing care, receiving appropriate personal and clinical  
care for their health and wellbeing, and being supported in their social relationships  
and connections. These areas of care align with the elements of our definition of high 
quality care. 

431

The people surveyed by the National Ageing Research Institute may also experience 
occasions of good or high quality care, but they experience substandard care more often 
than is acceptable. As the authors of the report noted, this is ‘a significant minority whose 
needs are not met to a considerable extent’.  They summarised their results in relation to 
residential aged care in the following terms: 

432

If it is believed that RACFS [Residential Aged Care Facilities] should meet the needs of each 
resident all of the time, then nearly 75% of residents feel that some aspect of the quality of  
their care and service is failing them in one or more areas. If it is instead believed that RACFs 
should only be required to meet the needs of each resident most of the time, then around  
33% of residents feel that some aspect of the quality of their care and service is failing them. 

The authors made similar observations in relation to home care, Commonwealth Home 
Support Programme respite services and residential respite care, although with even  
higher levels of care needs not being met.  433 

On a conservative reading of these results, at least 1 in 3 people in residential care, 
and more people receiving other types of care, receive care that does not meet their 
needs too often. In short, too many people are receiving substandard care too often 
and too few people are receiving high quality care often enough. 
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Table 1: Percentage of clients who felt their care needs were
met across six domains of quality care, in a survey of people
receiving aged care434

‘always’  
in all areas 

 at least ‘mostly’ in all  
areas (but excluding  
‘always’ in all areas) 

‘sometimes’
or less in   
any area 

 

Home Care Package clients 23.4 32.5 44.1 

Commonwealth Home   
Support Programme  
respite clients 

14.1 35.2 50.7 

Residential respite clients 26.9 27.4 45.7 

Residential care clients 27.6 39.0 33.4 

Source: National Ageing Research Institute, Inside the system: aged care residents’ perspectives, 2020. 

# Excludes responses to the complaints related domains in the survey and excludes ‘don’t know’ answers. 

Results of the quality of care questionnaire in residential aged care showed that 7% of 
residents felt they were only sometimes, rarely or never treated with respect and dignity. 
A total of 13% said they only sometimes, rarely or never received the support to make 
their own decisions about the care and services they received and 16% said they only 
sometimes, rarely or never received care and support from appropriately skilled and 
trained staff. A total of 8% said they only sometimes, rarely or never received the support 
and services they felt were important for their health and wellbeing and 17% said they 
only sometimes, rarely or never felt supported in maintaining their social relationships 
and community connections.435 

Two-thirds of the surveyed residents identified at least one main concern with the care 
that they received. Of all surveyed residents, the two most common concerns related to 
staff (47%) and services and fees (40%).  Concerns about staff included understaffing, 
high turnover, and staff members not answering call bells. Concerns about services 
and fees related to poor food and catering, feelings of loneliness and boredom, and the 
quality of laundry services. Just over one-quarter of residents (26%) had concerns related 
to their medical and health care.  These included falls and fall prevention, medication 
management and access to medical professionals (including general practitioners and 
dentists). Almost one-quarter of residents (24%) expressed concerns about dignity and 
respect, and 18% had concerns about being given choice.  These concerns included 
feeling forced to be dependent on staff or wear continence pads, being treated like a child 
or shouted at by staff members, not having specific care needs thought about or listened 
to, and lack of choice about timing of meals, personal care and lifestyle activities.439 

438

437

436

Care type % of clients answering in all areas#
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From the home care component of the home and respite care survey, 6% of the 
respondents said that they were sometimes, rarely or never treated with respect. 
Responses for other care areas were less positive, with 31% of respondents saying that 
they were only sometimes, rarely or never supported to maintain their social relationships 
and connections with the community. About 15% of respondents said that they were 
sometimes, rarely or never supported to make their own decisions about care and services. 
Close to 13% of respondents said that they sometimes, rarely or never received care and 
support from aged care staff with appropriate skills or training.440 

Three-fifths of the home care respondents identified at least one main concern.  The 
most common concerns related to finance and administration (45%) and staff (33%). 
Concerns about finance and administration included value for money, service coordination 
and rostering, and transparency around fees and charges. Concerns about staff included 
continuity, training, poor communication, punctuality and cancellations, and staff attitude. 
Concerns about choice were raised by 27% of respondents, covering lack of clarity  
about entitlements, inability to negotiate costs or choose who provides care, and lack  
of activities to choose from. A further 21% raised concerns about services including 
domestic assistance and transport, and 16% raised concerns about personal or medical 
care, including mobility and falls prevention and access to other health professionals  
(for example, allied health).  442 

441

For respondents who accessed residential respite services or Commonwealth Home 
Support Programme respite services, 10% and 4% respectively said they were sometimes, 
rarely or never treated with respect. Of particular concern, 25% of people who accessed 
residential respite and 24% of people who accessed Commonwealth Home Support 
Programme respite services said they were sometimes, rarely or never supported to make 
their own decisions about care and services. A total of 28% of people who accessed 
residential respite and 30% of people who accessed Commonwealth Home Support 
Programme respite services said they were only sometimes, rarely or never supported  
to maintain their social relationships and connections with the community. 

About two-thirds of people who accessed residential respite identified at least one main 
concern.  The most common concerns related to services and fees (39%) and staff 
(31%). Concerns about fees and services included feeling lonely or bored, food catering 
and dining experiences and availability of interesting lifestyle activities. Concerns about 
staff included understaffing, call bells not being answered, communication issues and 
adequacy of training. A total of 29% raised concerns about medical and health care 
including medication management, and access to and quality of allied health. A total of 
28% raised concerns about choice, including lifestyle activities and choices about personal 
care. A total of 27% raised concerns about respect and dignity including not being allowed 
to do certain things, needs and wishes not being considered and being treated like a child. 
A further 25% raised concerns about their room, 19% raised concerns about the facility, 
and 18% raised concerns about personal care.444 

443
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Similarly, about two-thirds of people who accessed Commonwealth Home Support 
Programme respite services identified at least one main concern.  The most common 
concerns related to finance and administration (47%) and staff (31%). Concerns about 
finance and administration included value for money, service coordination and rostering 
and transparency about fees and charges. Concerns about staff included continuity, 
training, punctuality and cancellations and communication. Concerns about services were 
raised by 30% of respondents, including loneliness and boredom, transport, and being 
connected with the community. A further 29% raised concerns about choice, including not 
being about to choose when and how services are provided, lack of activities to choose 
from, and lack of clarity about entitlements. A total of 24% raised concerns about the 
respite facility, 11% raised concerns about personal or medical care, and 10% raised 
concerns about dignity and respect.446 

445

The survey results across the six domains of care are indicative of significant levels of 
substandard care across all four respondent groups. The data on concerns adds more 
detail and context to build my understanding, with at least three-fifths of respondents 
across all care types having at least one main concern. I acknowledge that not every 
type of concern raised was indicative of substandard care—for example, value for money 
concerns or concerns about transparency of fees and charges may not be a reflection 
on the quality of care. However, the vast majority of concerns raised were either directly 
indicative of substandard care—such as medication management, falls and fall prevention, 
and all other concerns about medical and personal care, a lack of choice, being treated 
like a child, concerns about food, loneliness or boredom, and access to medical services— 
or were about concerns that often lead to substandard care such as understaffing, staff 
training, continuity of staff, unanswered call bells, communication issues, lack of clarity 
about entitlements, and inability to make choices about care. 

The representative sample of respondents reached by these surveys captures the 
experiences and impressions of people accessing the aged care system. Sadly, the survey 
results are consistent with the evidence of direct experience witnesses, and stories told to 
us in community forums and submissions. They indicate inexcusable levels of substandard 
care in Australia’s aged care system. 

Complaints 
The dataset relating to formal complaints provides an opportunity to identify individual 
instances of substandard care. Residential aged care services are over-represented in 
complaints data compared with home care, home support (the Commonwealth Home 
Support Programme) and flexible care (see Figure 1). In 2019–20, 74% of all complaints 
were associated with residential care.  In 2019–20, there were an average of 2.59  
formal complaints made to the Aged Care Quality and Safety Commission per 100  
people receiving permanent residential aged care.  This equates to an average of  
2.33 complaints raised per residential service.449 

448

447
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Figure 1: Complaints made to the Aged Care Quality and  
Safety Commission and its predecessor by aged care program, 
five 	years 	to 	2019–20   450 

Source: Annual reports of the Aged Care Complaints Commissioner, Aged Care Quality and Safety 
Commission and the Productivity Commission, Report on Government Services. 

Approximately two-thirds (66.6%) of residential aged care services had two or fewer 
complaints raised against them in 2019–20.451 However, about 2% of residential aged 
care services had 10 or more complaints each.452 The most frequent types of residential 
aged care complaints were about health care, particularly medication administration 
and management.453 

The number of complaints made about residential aged care and home care increased 
significantly between 2014–15 and 2019–20, with smaller increases observed in the 
complaints about flexible care and home support services.454 The Aged Care Quality and 
Safety Commission has attributed this growth to increased public awareness of its role.
It could also be because people have increased concerns about the quality of their care. 

455  

The rates of formal complaints are unlikely to be representative of the quality of care 
provided. Almost 60% of Home Care Package respondents to the National Ageing 
Research Institute survey reported at least one ‘main concern’ but less than 1% of 
respondents reported their concerns to the Aged Care Quality and Safety Commission 
or other organisations such as My Aged Care or the National Aged Care Advocacy 
Program.456 Respondents who received residential aged care, Commonwealth Home 
Support Programme respite and residential respite did not report any concerns to 
these bodies.457 
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Complaints are an important feedback mechanism and provide some insight into concerns 
held by people receiving care and their families. However, I do not believe that the 
complaints data accurately represents the extent of substandard care in aged care. 
There are several reasons for this, one of which is fear of reprisal. 

Accreditation data 
Accreditation data is another source of data that informs our understanding of the extent 
of substandard care across the system. This data provides a high-level point-in-time view 
of the potential extent of substandard care across the aged care sector. I consider it likely 
that where a service provider fails to meet accreditation requirements, they are providing 
or have at times provided substandard care. The converse is not the case. A provider that 
has met all accreditation requirements may still be providing substandard care that has not 
been identified by the regulator. Accreditation outcomes are shaped by the approach of the 
regulator—the more inquisitive and thorough a regulator is, the more likely they are to find 
non-compliance where it exists. 

Approximately one in five audits in 2018–19 concluded that the residential aged care service  
failed to meet at least one expected outcome under the former aged care Accreditation 
Standards.  During audits, the most common issues that had not previously been identified  
by the regulator (‘new’ issues) were for the outcomes ‘human resource management’, 
‘information systems’ and ‘clinical care’. These are outlined in Figure 2, below. 

458

Figure 	2: 	Top 	five 	new 	expected 	outcomes 	not 	met 	during 	site	
and review audits of residential aged care services in 2018–19 
(total audits: 1248) 

Source: Based on aggregated 2018–19 sector performance data published by the Aged Care Quality and 
Safety Commission.  459 

About one in five quality reviews of home care providers in 2018–19 concluded that the 
provider failed to meet at least one home care outcome.  The most common outcomes
that were identified as new issues during quality reviews were regulatory compliance, 
reassessment of service users and care plan development (see Figure 3). 

460  
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Figure 	3: 	Top 	five 	new 	expected 	outcomes 	not 	met 	during 	quality	
reviews of home care services in 2018–19 (Total audits: 602)461 

Source: Based on aggregated 2018–19 sector performance data published by the Aged Care Quality 
and Safety Commission. 

We also reviewed accreditation data for the 2019–20 financial year to identify changes  
that occurred following the introduction of the new Aged Care Quality Standards on  
1 July 2019. In 2019–20, there was a significant increase in the proportion of residential 
site audits that concluded that providers did not meet accreditation requirements.462 During 
this time, two in five residential audits identified that at least one requirement was not met. 
Similarly, over two in five quality reviews or quality audits of home care services identified 
that at least one requirement was not met. However, I note that there were significantly 
fewer audits carried out during 2019–20 than previous years due to a pause in face-to-face 
audits in response to COVID-19.463 

Ms Anderson, the Aged Care Quality and Safety Commissioner, explained one of the 
limitations of using accreditation data to determine the extent of substandard care: 

Identified failures in meeting expected outcomes could result in a number of regulatory 
outcomes, including serious risk decisions, timetables for improvement and, in respect 
of residential services, decisions regarding the service’s accreditation status and period 
of accreditation. Importantly, these statistics do not necessarily indicate that instances of 
substandard care have in fact occurred in respect of an individual care recipient. This is because 
many of the current standards go to organisational and governance processes which seek to 
prevent instances of substandard care from occurring in the first place.  464 

While I accept that not all instances of regulatory action indicate that instances of 
substandard care have occurred, historically the most common areas in which residential 
aged care services did not meet accreditation outcomes were human resource 
management, information systems, clinical care, behavioural management and medication 
management. I consider that failures to meet these outcomes have direct effects on the 
care that people received. 
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Far from overstating the extent of substandard care, accreditation data is likely to 
understate the extent of substandard care being provided. In the IRT William Beach 
Gardens Case Study, Commissioner Tracey and I found that IRT William Beach Gardens 
failed to provide appropriate care to Ms Shirley Fowler in relation to the detection of her 
contractures, had failings in record keeping and documentation in relation to wound charts 
and allergies, and had unacceptably provided her with food containing lactose.  The 
provider was, during the relevant time, assessed by the regulator as meeting all of their 
expected outcomes and was deemed to have met 44 out of 44 expected outcomes.  This 
was not an isolated occurrence. Mr Clarence Hausler was subject to a series of degrading 
assaults at Japara Mitcham in 2015.  Japara Mitcham was audited in 2015 and 2016  
and on both occasions was assessed as meeting 44 out of 44 expected outcomes.468 

467

466

465

While a finding of non-compliance is necessarily limited to the date(s) of the audit, the 
evidence before us shows that, at least on some occasions, a non-compliance finding 
on a particular date may reveal a longer period of non-compliance and substandard care 
for a period of time leading up the date of the audit. On 18 October 2018, the regulator 
determined that the Bupa South Hobart residential service did not meet 32 of the 44 
expected outcomes.  Evidence before us showed that Bupa had conducted its own 
internal ‘mock audit’ between 22 and 24 February 2016 which examined Bupa South 
Hobart’s compliance with the same expected outcomes.  In the mock audit, Bupa South 
Hobart had failed to meet a number of the same outcomes that the later official audit 
assessed it as failing. Therefore, the period of non-compliance may have extended  
back at least as far as the mock audit in February 2016. 

470

469

Accreditation data shows significant non-compliance by aged care providers with 
expected standards, which is likely to be indicative of substandard care. However,  
this data is not a comprehensive measure of substandard care. 

Service provider survey 
The service provider survey showed that the amount of substandard care reported  
by residential aged care providers was higher than that identified by accreditation  
and complaints data. The survey confirmed that there is not a shared understanding 
of substandard care. My analysis focused on residential care, where 81% of providers 
responded, because of low response rates in other areas of care.471 

In responses to the service provider survey, residential aged care providers reported  
a total of  272,546 incidents of substandard care for the five-year period to June 2018.  
For the 2017–18 financial year, residential aged care providers reported an average of 
260 occasions of substandard care per 1000 people receiving permanent residential care. 
The service provider survey leads to the conclusion that residential aged care providers 
in Australia have widely varying understandings of what ‘substandard care’ means.  For 
example, one provider reported that a resident’s friend being unhappy with the way he was 
informed of the resident’s passing was an incident of substandard care. Other providers 
applied a more restrictive definition, capturing far fewer incidents of self-identified 
substandard care.473 

472
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At one end of the spectrum, a residential care provider reported over 15 occasions of 
substandard care per resident over a five-year period from 1 July 2013 to 30 June 2018 
while at the other end a different residential care provider reported 0.01 occasions of 
substandard care per resident over the same period. 

My review of the material provided suggests that neither of these figures is likely to be a 
true representation of substandard care. The residential care provider that reported the 
higher figure appears to have taken a broad view of substandard care. This is a good thing, 
as it means that they are proactively identifying and addressing issues, but is unfair to  
them in making direct comparisons. In contrast, the provider identifying 0.01 incidents  
per person receiving care is likely to be using a very high bar for ‘substandard care’, which 
may indicate a defensive approach that does not seek opportunities for improvement. 

Public submissions 
Of the 9282 public submissions within our Terms of Reference (excluding submissions 
made in response to Counsel Assisting’s final submissions), 74% (6831) related to 
residential aged care and 23% (2153) addressed care in the home or community, including 
12% (1124) that addressed both home and residential care. The remainder of the 
submissions related to other aspects of aged care. 

A total of 77% of the submissions within our Terms of Reference highlighted concerns, 
complaints and problems, and a further 11% included a mix of positive and negative 
experiences. Submissions that were neither positive nor negative accounted for 11% of 
the total, while less than 2% were about the positive experiences people had with the 
aged care system.  Of the 77% of submissions that raised only concerns and complaints, 
many areas of care were raised including workforce issues, provider governance, 
communication difficulties and social and clinical direct care. Direct social and clinical  
care concerns included: 

474

• neglect (28%) 

• clinical care (28%) 

•  dignity (27%) 

•  medication (26%) 

•  control (25%) 

•  nutrition (24%) 

•  dementia care (24%).475 

Over two in five (42%) of the online public submissions within our Terms of Reference were 
marked by their submitter as relating to substandard or unsafe care. This likely understates 
the proportion, as we know that the term ‘substandard care’ is not well understood in 
either the aged care sector or the wider community. For example, 32% of the online 
public submissions that referred to abuse or neglect were not marked by their submitters 
as substandard care. This was also the case for some submissions that described other 
issues we would generally consider to be substandard care, such as use of restraint (39%). 
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The purpose of our public submissions was not to provide conclusive data about the 
extent of substandard care. However, the remarkable response to our call for submissions 
demonstrates extensive community experience of, and concern about, substandard care 
in Australia. 

 3.5.5 Low expectations of care 
I am concerned that substandard care might sometimes be accepted as normal and that 
some people have low expectations of care. This is apparent from the National Ageing 
Research Institute’s findings in relation to concerns and complaints. Very few respondents 
who had concerns about their care used the formal complaints handling processes. This 
is also evident in the administrative complaints dataset discussed above, which shows a 
relatively low rate of external complaints in home care, home support (the Commonwealth 
Home Support Programme) and flexible care compared with residential care. 

Even though two-thirds of people in residential care had at least one main concern, just 
under half of those main concerns were not shared with anyone.  The main reasons 
people in residential care did not share concerns were because they believed they were 
‘too minor’ to report or they felt that ‘nothing would change’ if they were reported.
However, these included things we consider to be substandard care, such as being hurt, 
shouted at by staff members, or treated roughly. It also suggests that older people may  
be prepared to accept quite low standards of care. 

477  

476

Just over 30% of the main concerns raised by home care respondents were not shared 
with anyone.  People receiving Home Care Packages said that the main reasons that 
they did not report concerns were: they ‘did not think anything would change’ (17%); 
the concern was ‘too minor’ (14%); or they ‘didn’t want to be a nuisance or make a fuss’ 
(14%).  However, these unreported concerns included key indicators of substandard  
care, including continuity of staff and staff training, and matters suggestive of a lack of 
choice and control, including value for money and lack of clarity about entitlements. 

479

478

With respect to the two respite care programs, 40–42% of main concerns were not 
shared with anyone.  The most common reasons for not reporting concerns among 
Commonwealth Home Support Programme respite and residential respite clients were:  
the client was ‘only there for a short time, not worth complaining’ (70%–72%); the client 
had ‘no capacity to complain’ (19%–25%); or the client ‘didn’t want to be a nuisance 
or make a fuss’ (9%–22%).  These unreported concerns included key indicators of 
substandard care including complaints about staff training, understaffing, loneliness  
and boredom.  482 

481

480

All of this data suggests that some people receiving aged care services have low 
expectations of aged care, and may therefore put up with substandard care because  
they do not expect any better. It is important that people receiving aged care understand 
that they are entitled to high quality care and that they are encouraged to speak up when 
care is not up to scratch. 
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 3.6.1 Assault—mandatory reporting data 
 

 

 
 

 
 
 
 

  
 

 
  

3.6  Extent of substandard care in particular 
areas of care 

We both agree that in some areas of care, clearer data about the extent of substandard 
care in residential aged care is available. This is the case for assaults, restrictive practices, 
medication management, hospitalisation and falls. 

Since 1 July 2007, the Australian Government has required approved residential aged 
care providers to report allegations or suspicions of physical and sexual assault that occur 
in their facilities.483 

In 2019–20, residential aged care facilities reported 5718 allegations of assault.484 During this 
time, 244,363 people received permanent residential care. This means that the incidence 
of reports of suspected or alleged assaults was 2.3%.485 The average number of service 
providers that reported allegations of assault increased over the past six years, as has the 
number of reports per provider. In 2014–15, 45% of residential aged care services reported 
an allegation of assault, increasing to 64% in 2019–20.486 Over the same period, the number 
of reports per service increased from 0.98 to 2.10. This is illustrated in Figure 4, below. 

Figure 4: Incidence of reportable assaults per 100 people
in permanent residential care and incidence of reportable
assaults per residential service, 2014–15 to 2019–20 
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Source: Report on the Operation of the Aged Care Act 1997 for financial years 2014–15 to 2019–20.  487 

3396



160 

Royal Commission into Aged Care Quality and Safety  Final Report Volume 2

 
 

 

The number of allegations of sexual assault have increased over the past six years 
in line with overall assaults. There were 426 allegations of sexual assault in 2014–15, 
which increased to 851 reports in 2019–20.488 This is deeply concerning. 

This increase in the reporting of allegations of assault, including sexual assault, was 
far greater than could be accounted for by the increase in permanent residents over the 
same time period. Many of these reports alleged serious instances of substandard care, 
with the accused abusers consisting of staff members, family members and strangers. 

The number of reportable assaults may be underestimated due to some poor reporting 
practices. A representative for Japara Mitcham explained that an incident had not been 
reported because she considered it to be ‘rough handling’ rather than assault, despite 
evidence from the Chief Executive Officer of Japara that ‘there are no separate criteria 
applied in distinguishing rough handling from reportable assaults’.489 

The actual rate of assaults is likely to be much higher than is captured in this data because 
not all assaults are required to be reported. Allegations of assault where the victim is a 
staff member, family member or other non-resident are not included within the data. Most 
significantly, the reporting requirement does not apply if the alleged perpetrator is a fellow 
resident with a diagnosed cognitive or mental impairment and the provider puts in place 
arrangements to manage the alleged perpetrator’s behaviour.  Yet, we know that over  
half of all permanent residents had a diagnosis of dementia in 2019 (53%).  Instances of 
this type of assault could be indicative of poor care for people with complex behaviours. 

491

490

As an example, the residential care service with the highest number of reports in 2018–19 
(42 reports during the year) reported allegations of abuse that involved residents with a 
diagnosed cognitive impairment.  The residential service explained that it had an internal 
policy to report all assaults affecting residents, even if these assaults were exempt from 
reporting. In contrast to this conscientious reporting, many other providers only report 
those assaults they are required to report. For example, between 10 July 2015 and 6 
February 2019, Oberon Village recorded 82 assaults in its reportable assault register. 
Only 10 of these were reported to the Australian Department of Health. The remaining  
72 assaults involved residents with a diagnosed cognitive impairment, making them 
exempt from reporting requirements. 

493  

492

In 2019, the Australian Department of Health engaged consultancy firm KPMG to complete 
an analysis of assault data submitted by 178 residential aged care services. Its analysis 
found that resident-on-resident assaults were significantly more prevalent than suggested 
by publicly available figures.  KPMG estimated that 26,960 to 38,898 physical and/or  
sexual assaults per year were occurring that were exempt from reporting across 
Australia.  When these estimates are added to the existing assault allegations for the 
2018–19 financial year, the incidence of assaults increases from 2.16 to 13–18 per 100 
residents.  This is much higher than the incidence of 2.4% for allegations of assault 
reported by people over 15 years of age who live in the wider community.  Alarmingly,  
the KPMG report indicated that as many as 1730 additional reports of sexual assault  
may result if a broader definition of reportable assault was applied.  498 

497

496

495

494
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We heard that in some cases family members encourage their loved ones to move 
into residential care because they felt that it would be safer for them or because safety 
was a concern.

 3.6.2 Quality indicator data 

499 But on the contrary, people living in residential aged care likely face 
a much higher risk of assault than people living in the community. 

The National Aged Care Mandatory Quality Indicator Program data provides some insight 
into the extent of substandard care in some areas—restraints, pressure injuries and 
unplanned weight loss—in residential aged care. This program became mandatory for all 
residential aged care providers from 1 July 2019. In Victoria, government-run residential 
aged care facilities have been required to report on quality indicators since 2006.500 

National quality indicators are reported publicly as an incidence per 1000 days in care.
In reality, not all residents are assessed, but their days in care are still counted, potentially 
resulting in underestimates. Using number of days in care also implies residents in a facility 
are assessed every day, however those that are assessed are only checked one day a 
month for restraints and once per quarter for pressure injuries.  Where possible, to assist 
with clarity, we have calculated and expressed national quality indicator data as an average 
per 100 people receiving residential care or as a proportion of people receiving residential 
care.  We have used the denominator of ‘1000 days in care claimed from the Australian 
Government’ in reporting on restraint because reporting on number of actual residents 
assessed was not available. 

503

502

501 

Not all instances of physical restraint, pressure injury and unplanned weight loss represent 
instances of substandard care. Generating accurate quality indicator data relies on staff 
members having the ability and time to make the observations. As a result, quality indicators 
data may underestimate the total number of incidents. Professor Sussman and Ms Ryan 
of Wounds Australia said that some staff lack the knowledge and skill to recognise a 
deteriorating wound or wound of concern, leading to a lack of wound diagnosis.504 

Physical restraint—quality indicator data 

The mandatory national quality indicators include two measures for physical restraint. One 
is ‘intent to restrain’, which refers to whether a resident’s movement has been intentionally 
restricted by the use of a device, removal of mobility aid, use of physical force, or actions 
that limit the resident to a particular environment. The second measure is ‘physical restraint 
devices’. This refers to a device that can impede a person’s movement, which may include 
bedrails, chairs with locked tables, seatbelts other than those used in active transport, 
safety vests, shackles and manacles.505 

The use of physical restraint is too high at a national level across the aged care sector. 
This is clear when comparing the national quality indicators data with the Victorian quality 
indicator data on restraints. As noted, Victorian public sector residential aged care services 
have been collecting quality indicator data, including on restraint, for over 10 years. 
This is collected in a similar fashion to the national data. 
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In the last quarter of 2019–20, residential aged care services across Australia made 
24,681 reports of intent to restrain and 62,800 reports of physical restraint devices.506 

When adjusted for the number of occupied bed days, the use of restraints was significantly 
higher at a national level than in Victorian public sector residential aged care services.
This is outlined in Figure 5, below. 

507 

Figure 5: Use of restraint in residential aged care as reported
through quality indicator data 2019–20 

Source: Quality indicator data published by the Australian Institute of Health and Welfare and confidential 
response provided by the Victorian Department of Health and Human Services. 

Victorian public sector residential aged care services have arrangements in place that may 
reduce the use of physical restraint, such as the existence of mandated nurse ratios. The 
level of oversight posed by the recording of quality indicators may also have contributed 
to the low levels of physical restraint in Victorian public sector residential services. When 
Victoria first began collecting quality indicator data, use of physical restraint was higher 
than current national figures, with intent to restrain reaching a high of four reports per 1000 
occupied bed days in 2007–08.  This represents a 91% reduction in the use of physical 
restraints over the past decade in Victorian public sector residential aged care services.509 

508

The inappropriate use of physical restraint is widespread in residential aged care facilities 
in Australia. All unnecessary restraint is substandard care. 

Pressure injuries—quality indicator data 

A pressure injury is an injury to the skin that can involve the underlying tissue. Current 
guidelines grade pressure injuries into six different categories or ‘stages’.510 

3399



163 

The Nature and Extent of Substandard CareChapter 3

 3.6.3 Medication management 

 

In the last quarter of 2019–20, the national quality indicator data showed there was an 
average of 6.79 observations of pressure injuries per 100 residents assessed (or 11,988 
observations out of 176,657 residents). Of these, 42% (5027) were recorded as stage 1 
pressure injuries, 42% (5077) as stage 2 pressure injuries, 6% (718) as stage 3 pressure 
injuries, 2% (248) as stage 4 pressure injuries, 5% (596) as un-staged pressure injuries 
and 3% (322) as deep tissue injuries. The total number of pressure injuries reported did 
not change significantly over the 2019–20 financial year.511 We are concerned by the 
prevalence of pressure injuries in residential aged care throughout Australia. The persistent 
reports of stage 3, 4, and un-staged or deep tissue injuries are of particular concern. 

Unplanned weight loss—quality indicator data 

There are two measures for weight loss recorded through the National Aged Care 
Mandatory Quality Indicator Program: ‘significant unplanned weight loss’ and ‘consecutive 
unplanned weight loss’. Significant unplanned weight loss involves a resident losing three 
kilograms of weight or more over a three-month period. Consecutive unplanned weight 
loss involves a resident experiencing consecutive weight loss over three successive 
months. Exclusions apply for residents who are in hospital, receiving respite care or 
receiving end-of-life or palliative care. 

In the last quarter of 2019–20, a total of 8% of people assessed experienced significant 
unplanned weight loss (13,239 out of 165,560 people). In the same period, 8% of those 
assessed experienced consecutive unplanned weight loss (12,820 out of 161,496 
people).  The proportion of residents that experienced significant unplanned weight 
loss and consecutive unplanned weight loss fluctuated throughout 2019–20. Significant 
unplanned weight loss is generally an indication of substandard care, and data about its 
prevalence builds on the evidence about problems with food and nutrition we explored 
earlier. This is an area requiring substantial improvement across the aged care sector. 

512

There is no current medication management quality indicator. The Australian Government 
has announced plans to introduce a medication management quality indicator for 
residential care with effect from 1 July 2021.513 

Analysis from the Australian Institute of Health and Welfare identified that medications  
such as antipsychotics that cause sedation were frequently used in residential care, 
especially when compared with use for people who were receiving aged care in their 
homes. It found that in 2016–17, over 1 in 4 people in residential care were dispensed an 
antipsychotic medicine.  Comparatively, fewer than 1 in 12 people who received home 
care services had an antipsychotic prescription dispensed, and only 1 in 25 people who 
received home support had an antipsychotic prescription dispensed.  Unless people  
have been prescribed these medications in accordance with clinical criteria and guidelines,  
we consider that this constitutes chemical restraint.516 

515

514
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 3.6.4 Hospitalisation data 

In 2019, the Australian Government’s Aged Care Clinical Advisory Panel, comprised of 
experts from across the health and aged care sectors, estimated that only about one in 
10 of the antipsychotic medications and benzodiazepines used in residential aged care 
was clearly justified in the treatment of mental illness and some rare, acute psychotic 
manifestations of dementia.  Dr Westbury (now Breen) gave evidence that rates of 
antipsychotic use in residential care have ranged from 13% to 42% of residents from  
2001 to 2017 in published studies.  The significant use of antipsychotics and other 
medicines such as benzodiazepines in residential care strongly suggests that many  
of these medications are being used as chemical restraint. This is substandard care. 

518

517

We are also concerned that older people are disproportionately likely to be prescribed 
medicines over other treatments for mental health conditions such as depression. Analysis 
of 2018–19 data by the Australian Institute of Health and Welfare identified that use of 
government-funded mental health services decreases with age, while use of mental health 
prescription medicines increases. Figure 6 suggests that there is a tendency towards 
medicating older people, rather than enabling them to access other health services. 

Figure 6: Proportion of Australian population who accessed
subsidised mental health-related services and medications 
by age group, 2018–19 

Source: Data tables released by the Australian Institute of Health and Welfare, Mental health services 
in Australia, 2020.519 

There is a large number of people aged 65 years or over in residential care who are being 
hospitalised, some for reasons that are potentially preventable. By matching records from 
State and Territory hospital and emergency data and Australian Government aged care 
records, we have identified that 37% of residents presented to an emergency department 
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at least once in 2018–19, and 31% of residents were admitted to a public hospital 
at least once.

3.6.5 Staffing data 

520 The dataset shows some people are being hospitalised for reasons 
that are potentially preventable. For example, in 2018–19: 

• 10.5% of residents had one or more hospitalisations for a fall 

• 5.4% of residents had one or more hospitalisations for a fracture 

• 1.9% of residents had one or more hospitalisations with weight loss/malnutrition 

• of the residents with a dementia diagnosis, 4.1% had a hospitalisation  
with dementia or delirium 

• 0.5% of residents had a hospitalisation for an adverse medication event 

• of the residents entering or re-entering an aged care facility from hospital,  
22.2% had an emergency department re-presentation within 30 days 

• 3.4% of residents had one or more hospitalisations with a pressure injury.521 

This dataset is the first time residential aged care data has been linked to hospital data 
for all States and Territories. We are unable to draw specific conclusions about the extent 
of substandard care from this data alone, but over time it has the potential to be a useful 
quality indicator. There is significant variability in hospitalisation rates between residential 
aged care facilities, even after accounting for differences in resident age, gender and health 
conditions. This suggests the data could be used to identify facilities at risk of delivering 
poor quality care, as well as enabling facilities to compare their performance.  It will also 
assist in establishing benchmarks for acceptable rates of transfers to hospital for particular 
conditions. 

522

Accreditation data for residential aged care services shows that the most common outcome  
that was not met in 2018–19 related to ‘human resource management’. Many of the other 
outcomes that were frequently not met, including clinical care, behavioural management 
and medication management, can also be linked to staffing levels and skills. Incidents  
of substandard care are often associated with understaffing or poorly trained staff. 

While issues with staffing were not as clearly reflected in accreditation data for home 
care services, data from the National Ageing Research Institute’s home and respite 
care survey indicated that one-third of respondents (33.4%) had concerns about staff, 
including continuity of staff (18.0%) and staff not being adequately trained (15.0%).  In 
their residential care survey, about 46.7% of residents had concerns about staff, including 
understaffing, unanswered call bells, high rates of staff turnover, and agency staff not 
knowing the residents and their needs.  A total of 41% had experienced times when  
they were not satisfied with the amount of time that staff spent with them.  Inflexibility  
in staff care routines was noted by 44% of residents.526 

525

524

523

3402



166 

Royal Commission into Aged Care Quality and Safety  Final Report Volume 2

3.6.6 Extent of substandard care in particular 
provider types | Commissioner Briggs 

In 2019, Commissioners Tracey and Briggs commissioned research on residential aged 
care staffing levels by the University of Wollongong. This research found that when 
Australian staffing levels were compared to benchmarks set by comparable countries such 
as the United States, more than half of Australian aged care residents (57.6%) were living 
in residential aged care facilities with what the authors considered to be unacceptable 
levels of staffing.  527 

The extent of substandard care varies across different provider types, including the 
organisation type—for-profit, not-for-profit, government—as well as the size of the provider 
and type of service provided. Differences between service types are discussed elsewhere 
in this chapter. Here, I focus on differences between residential aged care providers by 
organisation type and size, noting that there are some differences in resident demographics 
within different organisation types. It is not possible to draw a strong link between care 
quality in home care settings and the type of aged care provider. This is unsurprising given 
the lack of quality data in the home care setting. There is also insufficient data to draw 
conclusions about the extent of substandard care in flexible care settings. 

Organisation type 
In residential aged care, government-run service providers perform better on average than 
both for-profit and not-for-profit aged care providers. The University of Queensland study 
on the costs of delivering care concluded that government-owned facilities were more 
likely to be higher quality facilities (Q1), with for-profit providers overrepresented in the 
lower quality (Q3) group, followed by not-for-profit providers.  This is outlined in Table 2. 528

Table 2: Number and proportion of residential services across 
different 	quality 	levels 	by 	service 	provider 	type529 

Quality levels 
Service provider type, n (%) Q1 Q2 Q3 Total 

Not-for-profit 207 (13%) 1,273 (78%) 

For-profit 35 (4%) 793 (82%) 

Government 60 (24%) 166 (68%) 

Total 302 (11%) 2,232 (78%) 

Q1: quality level 1; Q2: quality level 2; Q3: quality level 3 

162 (10%) 

132 (14%) 

19 (8%) 

313 (11%) 

1,642 (100%) 

960 (100%) 

245 (100%) 

2,847 (100%) 

Source: University of Queensland, The cost of residential aged care, 2020. 
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These findings were broadly consistent with the National Ageing Research Institute 
surveys. The Residential Care Survey highlighted that for-profit aged care services had 
poorer performance in terms of residents’ satisfaction with their lives and the care that 
they received. Residents with the greatest number of concerns were living in for-profit 
residential care services. Strikingly, life satisfaction was highest in government-run services 
(with an average of 8.5 out of 10), followed by not-for-profit (7.9) and then for-profit (7.0).530 

A review of accreditation data also supports the suggestion that government-run providers 
generally do better than other services in residential aged care. In 2018–19, a higher 
proportion of for-profit residential aged care services (18%) did not comply with the 
applicable accreditation standards during unannounced site visits when compared  
with government-run (13%) and not-for-profit services (16%).531 

Government residential care services were also less likely to have a finding of serious 
risk made against them. These findings are made when there is a potential failure in the 
standard of care that may place a person’s safety, health or wellbeing at risk. In 2018–19, 
a higher proportion of unannounced site visits conducted at for-profit residential aged care 
services (7%) resulted in a serious risk decision compared with those in government-run 
(4%) and not-for-profit (5%) residential care services.532 

Aged care compliance data also indicates that for-profit residential services were over-
represented among those that received sanctions. In 2018–19, the Australian Department 
of Health issued 53 Notices of Decisions to Impose Sanctions to residential aged care 
approved providers.  Twenty-eight of these notices were issued to for-profit residential 
care providers, 24 to not-for-profit providers, and one to a State Government-run 
provider.  Though the majority of notices (53%) were issued in relation to services run  
by for-profit residential care providers, they represented only 33.9% of total residential  
care services in 2018–19.535 

534

533

Government-operated residential aged care services were on average less likely to have 
residents affected by pressure injuries. In the first quarter of 2018–19, an average of 7.21 
pressure injuries were observed per 100 residents assessed in government-operated 
residential care services. For-profit residential aged care services observed an average  
of 8.23 pressure injuries per 100 residents assessed, and not-for-profit residential aged 
care services observed an average of 8.44 pressure injuries per 100 residents assessed. 

Similar findings applied to weight loss, with people living in government run residential 
aged care services on average less likely to experience significant unplanned weight loss. 
In the first quarter of 2018–19, an average of 1 in every 15.6 residents in government-
operated residential aged cares services experienced significant unplanned weight loss, 
compared with 1 in every 11.8 residents in not-for-profit residential aged care services  
and 1 in every 11.1 residents in for-profit residential aged care services.  536 
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Service size 
There is also a difference in the average performance of aged care providers based on 
their size. This analysis has largely focused on residential care services and the number 
of care places they have been allocated. The average size of residential care services has 
increased over the past decade. Only about 39% of residential services had over 60 places 
in 2008, compared with 60% in 2019.537 

The University of Queensland research suggests that quality in residential aged care 
services is highly correlated with size.  Small residential care services perform better than 
larger residential services in terms of quality. The research classified a high proportion of 
very small and small services, defined as those with fewer than 30 beds, as higher quality. 
This is outlined in Table 3. 

538

Table 3: Quality of care provided in residential aged care
services across Australia by service size539 

Quality levels 
Facility size Q1 Q2 Q3 Total 

1–15 places 33 (41%) 47 (59%) 0 (0%) 80 (100%) 

16–30 places 66 (26%) 177 (68%) 15 (6%) 258 (100%) 

31–60 places 129 (17%) 569 (75%) 57 (8%) 755 (100%) 

61–120 places 63 (5%) 1018 (83%) 150 (12%) 1231 (100%) 

121–200 places 11 (2%) 394 (81%) 84 (17%) 489 (100%) 

Over 200 places 0 (0%) 27 (79%) 7 (21%) 34 (100%) 

Total 302 (11%) 2232 (78%) 313 (11%) 2847 (100%) 

Q1: quality level 1; Q2: quality level 2; Q3: quality level 3 
Source: University of Queensland, The cost of residential aged care, 2020. 

Similar conclusions can be drawn from the National Ageing Research Institute’s residential 
care survey, where the rate of concerns for residents living in medium-sized services 
(61–100 places) and large services (100+) were 50% and 16% higher respectively than for 
residents living in smaller services (0–60). Further, the number of main concerns increased 
as the size of the service increased. The residents from smaller residential services had a 
statistically significantly lower number of main concerns (average of 1.31) compared with 
residents from medium-sized services (1.74) and large services (1.70). Residents in smaller 
facilities also rated their general life satisfaction (average of 8.1 out of 10) as statistically 
significantly higher than those living in medium-sized (7.4) and larger-sized (7.5) residential 
aged care facilities. Additionally, residents from smaller-sized facilities had greater self-
reported quality of life (average of 37.8 out of 48) than residents from medium-sized (36.5) 
or large facilities (36.6).540 
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3.7  Conclusion 
Our inquiry has shown unacceptable levels of substandard care in Australia’s aged 
care system. 

The breadth of the evidence and the consistency of people’s experiences suggest that  
high quality aged care is not being delivered consistently in our aged care system, 
particularly in residential aged care. Looking at people’s experience of substandard care 
and the available data about quality, people in aged care cannot be confident that they  
will receive the care that they need, whether it be in relation to their health, social, cultural 
or emotional needs, or that they will avoid experiencing restrictive practices or abuse. 

The extent of substandard care in Australia’s aged care system is inexcusable. On the best 
evidence available, Commissioner Briggs concludes that at least 1 in 3 people accessing 
residential aged care and home care services have experienced substandard care. 
Commissioner Pagone does not put a specific figure on the extent of substandard care. 
However, we agree that the extent of substandard care in the current aged care system  
is deeply concerning and unacceptable by any measure. 

Discovering the extent of substandard care in any human service should be quite 
straightforward. In Australia’s aged care system it is exceedingly difficult. Those who run the  
aged care system do not seem to know about the nature and extent of substandard care,  
and have made limited attempts to find out. There has been a reluctance to measure quality.  

Australians have a right to know how their aged care system is performing; their 
government has a responsibility to design and operate a system that tells them; and  
aged care providers have a responsibility to monitor, improve and be transparent about  
the care they provide. 

The extent of substandard care in Australia’s aged care system reflects both poor quality 
on the part of some aged care providers and fundamental systemic flaws with the way 
the Australian aged care system is designed and governed. People receiving aged care 
deserve better. The Australian community is entitled to expect better. In the following 
chapter we explore the widespread problems in the aged care system that contribute  
to this substandard care. 
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4.  Systemic Problems in  
the Aged Care System 

4.1  Introduction 
Our Terms of Reference require us to inquire into ‘the causes of any systemic failures’ in 
the quality and safety of aged care services.1 In this chapter, we identify systemic problems 
in the aged care system. We do this to share what we have learned, and to inform an 
understanding of how a redesigned aged care system might do better in the future. 

In the previous two chapters, we have examined the aged care system from the 
experiences of those seeking or receiving care. Here, we direct our attention to problems 
with the design and operation of the aged care system. The systemic problems identified 
in this chapter are serious and recurrent issues that stem from problems inherent in 
the system. They may be faults embedded in its structural design or by the lack of any 
discernible design. They may be funding, policy, cultural or operational issues. The 
common characteristic of the problems we identify is that, in our view, they are problems 
that significantly and repeatedly contribute to the system not providing consistently high 
quality care to the people who need it. These systemic problems are interconnected. None 
of them exist in isolation and they often have a compounding effect on the quality and 
accessibility of aged care. 

Systemic problems in aged care exist for many reasons. They often result from unintended 
consequences or arise over time as a result of inattention or inaction. But in some cases 
the systemic problems we identify are deliberate choices in the design of the system.  

The challenge for systemic redesign of the aged care system is to understand the interests, 
measures and complexity involved. To seek reform by focusing upon perceived failures 
would be like having the tiger by its tail. What is needed is a deep understanding of and, 
at times, empathy with each of the parts of the system and how those parts have worked 
and how they may be made to work better. In this chapter, we dwell upon what have 
been presented as failures, challenges and systemic problems, but we do so to gain an 
understanding of what may be done better. 

Commissioner Pagone considers that Senior Counsel Assisting in submissions correctly 
observed that the aged care system that we now have is operating as it was designed 
to operate.  A feature of that system is that it is primarily designed to limit government 
expenditure and is based on the premise that the role of government is limited to funding 
and quality regulation. An understandable need to marshal government expenditure has 
led to rationing of benefits and limiting the needs that have been met. The funding of 
providers has not encouraged or permitted expenditure on such things as leadership and 
governance or, critically, workforce development. The fear of opening the Pandora’s Box 
of reform has atrophied innovation and ritualised regulation. The system adopted by the 

2

3422



186 

Royal Commission into Aged Care Quality and Safety  Final Report Volume 2

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Government has relied too heavily upon an assumption that the aged care system can be 
left to the operation of an ordinary market—the assumption being that a market for supply 
of aged care services exists and will provide market-based solutions obviating the need for 
active governance. 

The systemic problems addressed in this chapter include: 

• an absence of leadership and governance at a system level 

• insecure, insufficient funding 

• financing arrangements that do not support a sustainable sector 

• inequitable means testing 

• inattention to market structure, evolution and local conditions 

• piecemeal approach to reform 

• variable provider governance, management and leadership 

• an undervalued aged care workforce 

• attitudes and assumptions about ageing and aged care 

• a reactive model of care 

• the lack of voices of older people and diverse communities 

• ineffective regulation 

• a lack of transparency in the system 

• a lack of research translation and innovation 

• poor cooperation across the health and aged care systems. 

4.2  An absence of leadership and
governance at the system level 

The Minister responsible for the aged care portfolio, and, through the Minister, the 
Australian Government, is ultimately responsible for aged care in Australia. The Minister 
and the Government are supported in this by the Australian Department of Health. 

Over the last several decades, successive Australian Governments have brought a level 
of ambivalence, timidity and detachment to their approach to aged care—even though 
the aged care system cares for more than 1.3 million older people  and employs another 
360,000 people.  Access to high quality aged care is an essential part of living well into 
older age, and yet, aged care is often treated by the Australian Government as a lower 
order priority. It has rarely been seen to merit its own Minister at Cabinet level. There  
has been little vision and a tendency to avoid frank and difficult discussions about  
what high quality care looks likes and what it costs. 

3

3423



187 

Systemic Problems in the Aged Care SystemChapter 4

 
 

 

 

 

 

 

Ms Claerwen Little, National Director of UnitingCare Australia, said: 

We believe that the country is at a point where we need a Cabinet Minister…a Minister for 
Longevity…we need leadership from our politicians to help us as a country understand that 
we are ageing. We have a national anthem that says we are young and free, and we need to 
understand that we are young in age as in maturity possibly as a country but we are an ageing 
population and we have not come to terms with that.4 

We are pleased that the Prime Minister announced the elevation of the aged care portfolio 
into Cabinet on 18 December 2020.5 

The Australian Department of Health has a critical role in supporting and advising the 
Minister for Health and Aged Care and the Australian Government. The Department’s 
approach has typically reflected a narrow view of its role, namely to assist Ministers and 
Government as required, to perform statutory functions and to perform some limited role 
as a market steward. This is clearly not enough in a policy area where the Government 
provides about three-quarters of the funding.6 

The aged care system requires both a steering wheel and a driver. 

The aged care system is complex and constantly evolving; it is not ‘set and forget’. It 
requires clear goals, close monitoring and timely interventions, both nationally and locally, 
to ensure that high quality care is provided to those who need it. Responsibility for these 
critical governing functions has not been articulated adequately. Throughout our inquiry, it 
has been apparent to us that this work is simply not done. Instead, the system is governed 
in a reactive fashion, with action that is fragmented and generally overdue and/or limited. 

The governance of the system is characterised by a lack of curiosity, particularly when 
it comes to data and information about the aged care system and the people who use 
it. The Australian Department of Health must have access to comprehensive data to 
assess the performance and impact of services provided to older people. It does not. 

The lack of data collection, poor interoperability between databases and the absence 
of data analysis are systemic problems that have been raised repeatedly in our inquiry. 
Examples of key data gaps include data about: 

• the provision of health services to people receiving aged care7 

• how people with diverse needs access and experience aged care8 

• the characteristics of younger people living in residential aged care9 

• what services are purchased through Home Care Packages.10 

Ms Mary Patetsos, Chairperson, Federation of Ethnic Communities’ Councils of Australia, 
highlighted the critical nature of data in plain terms: ‘without it we don’t know what’s 
going on’.  Even where data is collected, it is not brought together and translated into 
meaningful metrics that can be used to drive change in the aged care sector.12 
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This absence of leadership at a system level is at the heart of many of the problems 
that we outline below. For example: 

While individual needs in the aged care system have changed, and acuity  
in residential care has increased, controls over the supply of services and  
the standards of services have not properly reflected these changes. 

• Despite longstanding problems with staffing levels, remuneration and skills, 
responsibility for responding to workforce challenges has primarily been left 
with the aged care sector, which is fragmented and uncoordinated. 

• The Australian Government and the Australian Department of Health have 
tended to listen to the same limited group of stakeholders on aged care, 
and have not prioritised the voices of older people receiving care. 

• Reform has been reactive. Responses to the numerous reviews that have 
recommended change have been slow and confined in scope, and have  
often avoided the most difficult issues. 

•

• No attempt has been made to understand the actual cost of providing high 
quality aged care. Rather, the focus has been on constraining expenditure. 

• There has been continued fragmentation and passing of responsibilities 
between the aged care and health care systems. 

Any comprehensive response to the problems we have found in Australia’s aged care 
system requires us to tackle this absence of leadership. The future aged care system 
requires a model for system governance that provides leadership, vision and ambition,  
and exemplifies curiosity and accountability. 

4.3  Insecure, 	insufficient	 Government 	
funding 

Funding for aged care is insufficient, insecure and subject to the fiscal priorities and  
wide-ranging responsibilities of the Australian Government. This affects access to,  
and the quality and safety of, care. 

The aged care system has been affected by piecemeal approaches and policy 
compromises that detract from quality care. For several decades, one of the priorities for 
governments dealing with the aged care system has been to restrain the growth in aged 
care expenditure. This priority has been pursued irrespective of the level of need, and 
without sufficient regard to whether the funding is adequate to deliver quality care. This has 
occurred through limiting expenditure without accounting for the actual cost of delivering 
services, rationing access to services, and neglecting reform of the funding model.  
Each of these topics is explored below. 

These should not be thought of as inadvertent errors in the design of the aged care system 
in Australia. These are design features. For example, a Cabinet Memorandum dated 
27  March  1997 and now available from the National Archives, identifies billions in savings 
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that had been achieved to that point by capping service provision.  It goes on to describe 
the other mechanisms that the Australian Government has at its disposal to control costs: 

13

Government has total control over all of its parameters—the number of care classifications, 
the number of residents in each of them and the amount of funding that attaches to each 
classification—and so total control of its theoretical cost.14 

The funding arrangements for aged care have been deliberately designed to constrain 
costs, and access to care and the quality of care have been compromised as a result. 

4.3.1  Limiting expenditure and rationing access 
Since at least 1984–85, the Australian Government’s level of expenditure on aged care has 
not kept pace with demand. Insufficient funding affects almost every aspect of care, from 
the numbers and skill mix of the workforce, to infrastructure and physical environments,  
to access to technology and effective linkages between systems. These, in turn, impact  
on the quality and safety of care. 

The amount the Australian Government expends on aged care has continued to increase, 
but the rate of that increase has slowed since around 1984–85. Figure 1 shows the growth 
in expenditure on aged care, including as a proportion of gross domestic product (GDP) 
since 1954–55. After a period of rapid initial growth in expenditure, growth since 1984–85 
has averaged 8.4% per year.  In 2018–19, the Australian Government spent $19.9 billion 
(or 1.02% of gross domestic product) on aged care services. There has also been an 
ageing population—in 1927, people aged 65 years and over made up 5% of Australia’s 
population. By 1977, that figure was 9%; in 2017, it was 15%.16 

15

Figure 	1: 	Australian	 Government	 expenditure	 in 	aged 	care	  
1954–55 to 2018–1917 
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Source: Office of the Royal Commission, Expenditure, Constraints and Major Budget Measures, 2020. 

3426



190 

Royal Commission into Aged Care Quality and Safety  Final Report Volume 2

100.00% 

90.00% 

80.00% 

70.00% 

60.00% 

50.00% 

40.00% 

30.00% 

20.00% 

10.00% 

0.00% 

1.5% 

1.2% 

0.9% 

0.6% 

0.3% 

0.0% 
1955 1965 1975 1985 1995 2005 2015 

Expenditure per person 70+ (as a share of GDP per capita) (Left Axis) 
Expenditure per person 80+ (as a share of GDP per capita) (Left Axis) 
Share of GDP (Right Axis) 

Source: Office of the Royal Commission, Expenditure, Constraints and Major Budget Measures, 2020. 

 

 

 

 
 
 

 

Figure 2 sets out the history of Australian Government spending on the three major aged 
care programs—residential aged care, Home Care Packages and the Commonwealth 
Home Support Programme and predecessors—against three metrics: 

• expenditure as a share of gross domestic product 

• expenditure per person aged over 70 years expressed as a share of gross domestic 
product per capita 

• expenditure per person aged over 80 years expressed as a share of gross domestic 
product per capita.18 

Figure 	2: 	Australian	 Government	 expenditure	 in 	aged 	care	  
1954–55 to 2018–1919 

Between 1963–64 and 2018–19, Australian Government expenditure on aged care grew 
from 0.12% of gross domestic product to 1.02% of gross domestic product.20 However, 
a change in the share of gross domestic product spent on an activity is not necessarily 
associated with a commensurate change in the quality or coverage of the services that 
is supported by the expenditure. This is especially true if the population who requires 
or are likely to require those services—referred to as the ‘demand population’—grows 
at a different rate to the population as a whole. 

Commissioner Pagone notes the following additional matters evident from Figure 2. Gross 
domestic product per capita shows a country’s gross domestic product divided by its 
total population. All other things being equal, an increase in gross domestic product per 
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capita is correlated to a real increase in standards of living. On average, total expenditure 
in respect to an individual cannot, across the entire economy, be greater than 100% of 
gross domestic product per capita. Quantifying expenditure on an individual for a particular 
purpose—for example, aged care—in terms of the share of gross domestic product per 
capita represented by the expenditure therefore allows for an analysis of the extent to 
which the quality of the services supported by that expenditure, in terms of quality or 
quantity / coverage, has moved in line with general living standards. Moreover, normalising 
the expenditure by the size of demand population for the services controls for increases 
in expenditure driven by increases in the demand population. As a result, identifying 
a variable such as ‘Government expenditure per person in the demand population 
(for example, people aged 80+ years), expressed as a share of gross domestic product 
per capita’ allows an analysis of the extent to which expenditure has increased in line 
with demand from a quantitative perspective and in line with community standards 
from a qualitative perspective. 

Australian Government expenditure on aged care per person in the 70+ years population 
(measured as share of gross domestic product per capita) grew between 1963–64 and 
2018–19, from 2.21% of gross domestic product per capita to 8.35% of gross domestic 
product per capita. However, as Figure 2 shows, expenditure per person in the 70+  
years population (as a share of gross domestic product) was relatively constant between 
1981–82 and 2009–10, fluctuating between 6.5% and 7.5% of gross domestic product  
per capita. Over the last four years, since 2015–16, expenditure per person in the 70+ 
years population (as a share of gross domestic product per capita) has been declining. 

The decline in Australian Government expenditure per person in the 80+ years 
population (as a share of gross domestic product per capita) since the mid-1980s 
is even more apparent. 

There are three primary reasons that expenditure has not kept up with costs and demand: 

• the rationing of access, including through the Aged Care Target Provision Ratio, 
which is poorly targeted to capture growth in demand 

• indexation of funding is not well matched with provider input costs 

• various measures explicitly intended to achieve savings to the budget bottom line. 

Access to aged care is controlled by the Australian Government. With respect to the 
Commonwealth Home Support Programme, the Australian Government provides grants 
to service providers, effectively limiting services to within that grant funding. With respect 
to home care, residential care and restorative care, the Australian Department of Health 
rations access according to the Aged Care Target Provision Ratio. The ratio was introduced 
in 1984–85, with a commitment to 100 residential aged care places for every 1000 people 
aged 70 years or older within a region.21 In the early 1990s, Home Care Packages were 
introduced to the Target Provision Ratio and have progressively increased as a proportion 
of the overall target.22 The current ratio is 125 places per 1000 people aged 70 years 
and over, split into 78 residential care places, 45 Home Care Package places and two 
restorative care places.23 
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Planning ratios can be an effective method to estimate the demand for aged care. 
However, the Target Provision Ratio has been set on an inappropriate basis and, 
as a result, serves to limit access to care. Commissioner Briggs notes that the effect 
has been to shift the burden of ageing onto older people and their families, with terrible 
consequences for many older people and their loved ones. 

While aged care should be available for all older people, we do not accept that the age 
of 70 years is still the correct age group from which to determine the aged care needs 
of the population, and it has not been for some time. 

The majority of people receiving residential and home care are aged over 80 years.24 This 
group is expected to continue to increase significantly in raw numbers and as a proportion 
of the population.25 As Figure 2 above shows, the expenditure on aged care per person 
aged over 80 years has declined significantly and fairly consistently since the mid-1980s. 
Between 1984–85 and 2018–19, the population aged over 80 years increased by 240%, 
compared with 162% for the population aged over 70 years.26 If the aged care supply in 
1984–85 had been expressed as an Aged Care Target Provision Ratio for the over-80 age 
group and used to determine subsequent supply, an additional $4.7 billion would have 
been available for aged care in 2018–19.27 Continuing to link the Target Provision Ratio  
to people aged over 70 years obscures the care needs of the majority of people receiving 
residential aged care and home care. 

One consequence of this is that there are not enough Home Care Packages for the number 
of people assessed as needing them. This is both because the proportion of home care 
places to residential care places is not reflective of relative demand for the programs and 
because the Target Provision Ratio does not reflect need. Since February 2017, Home 
Care Packages have been assigned through a National Prioritisation System that equates 
to a national waiting list. Until the implementation of the National Prioritisation System, 
unmet demand for home care was not quantified or visible.28 In late 2018, when this Royal 
Commission was established, there were only 90,646 people with a Home Care Package 
and the number of people on the waiting list was greater than the number of people 
actually receiving a Home Care Package at their approved level.29 

The waiting list has been reducing in size and the numbers of packages allocated has 
gone up, but assessed demand still exceeds supply. By 30 June 2020, there were 142,436 
people with a package, including 27,005 interim packages at a lower level than the person 
was assessed as eligible for. A total of 102,081 people had not yet been offered a package 
at their assessed level.30 

The gap between the number of packages and the number of people waiting remains 
enormous. While they wait, older people are at risk of a deterioration in their health  
and wellbeing. The longer that people wait on the list, the greater the risk of mortality.    

The rationing of Home Care Packages is, at least in part, a consequence of a Target 
Provision Ratio that has not been properly adjusted to match demand or meet need. 

31
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Similar to the Aged Care Target Provision Ratio, the Australian Government’s approach 
to indexation of funding levels for all aged care services has not kept up with real cost 
increases over many years.  Subsidy levels have been consistently indexed each year at 
a lower rate than provider input costs. Figure 3 shows how this disparity has restricted the 
indexing of the aged care subsidy paid to providers to a rate that is lower than providers’ 
input costs, such as wages and goods. Between 1999–2000 and 2018–19, subsidy  
levels increased by 70.3%, in nominal terms, but the providers’ input costs increased  
by 116.3%.33 

32

Figure 3: Comparison of the rates of growth of subsidy levels
and provider input costs34 
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Source: Office of the Royal Commission, Expenditure, Constraints and Major Budget Measures, 2020. 

The estimated combined effects of inadequate indexation of Australian Government 
subsidies since 1999–2000 and the rationing of access to aged care since 1984–85 
are summarised in Table 1. It shows that 2018–19 expenditure on aged care would 
have been $9.791 billion (53.9%) higher if planning arrangements had been targeted 
to the population that generates residential aged care demand, and if subsidies had 
been appropriately indexed. 
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Table 1: Impact of constraints on aged care expenditure35 

Expenditure %	 of	 GDP Increase 

2018–19 expenditure  $18.180 b 0.93% 

Adjust for 80+ years population growth $22.851 b 1.17% 25.7% 

Adjust for 80+ years population growth  
and indexation disparity 

$27.971 b 1.44% 53.9 % 

Source: Office of the Royal Commission, Expenditure, Constraints and Major Budget Measures, 2020. 

These long-term constraints on aged care expenditure have left the aged care sector with 
substantially less funding than an analysis of increased costs or increased needs would 
have indicated. This effect has been compounded by changes to the funding available 
under different sections, or domains, of the Aged Care Funding Instrument. Professor  
Mike Woods, Professor of Health Economics at the University of Technology Sydney, 
described these actions as ‘directly related to the very parlous state of many providers  
in being able to provide adequate levels of staffing and care’.36 

In 2012–13, the Australian Government made matters worse by changing the indexation 
of funding levels and the Aged Care Funding Instrument scoring criteria to reduce growth 
in aged care expenditure to approximately the amounts that had been forecast in budget 
estimates.  Similarly, after aged care expenditure exceeded the budget forecasts in  
2014–15 and 2015–16, in 2016 the Australian Government again altered a domain of the 
Aged Care Funding Instrument, and suspended indexation increases to the amounts paid 
under the Aged Care Funding Instrument for 2017–18.  The Minister’s media release  
at the time said: 

38

37

The current aged care funding model will also be improved by redesigning certain aspects  
of the Aged Care Funding Instrument (ACFI) to stabilise higher than expected growth. 
Expenditure on the ACFI is expected to blow out by $3.8 billion over the next four years  
without action. This reform aims to maintain sustainable funding growth for the residential  
aged care sector and will save taxpayers $1.2 billion over four years.39 

These measures were intended to slow the increase in the amount of funding that 
providers were claiming under the Aged Care Funding Instrument. The measures achieved 
the objective, but caused significant financial difficulty for many residential aged care 
providers, with 2017–18 marking a significant deterioration in the financial performance  
of aged care providers.  For people receiving care, these measures also impacted on  
the amount of funding available for care, without reference to the actual cost of care. 

40

The consequence of these funding arrangements for older people is that they may not 
be able to access care when they need it, due to rationing of services, and when they do 
access care, funding may not be sufficient to meet the cost of providing the high quality 
care they need. The current state of Australia’s aged care system is a predictable outcome 
of these measures to limit expenditure. 
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Commissioner Briggs observes that for the last 30 or so years, Governments have lost 
sight of the value of provision of high quality and safe aged care and have neglected it in 
favour of fiscal objectives. This must be turned around. It does not match the attitudes of 
the general public to the funding of aged care. Research conducted for us by the Caring 
Futures Institute shows the general public ‘believe significantly more government funding 
should be allocated to achieve higher quality aged care’ and ‘a majority of current income 
taxpayers would be willing to pay more income tax to ensure a high-quality aged care 
system is achieved’.41 

4.3.2  Funding models and funding levels 
There is no mechanism for the independent review of the costs of providing high quality 
aged care. In its 2011 report, the Productivity Commission recommended the introduction 
of an independent authority to bring transparency to price setting.  The Australian 
Government did not accept that recommendation because the ‘benefits of an independent 
regulatory agency are unlikely to outweigh the substantial start-up costs of establishing 
such an agency and its ongoing operation’.43 

42

At no point has the level of funding for aged care in Australia been determined by the 
actual cost of delivering aged care services to a specified quality standard. The amount 
spent on aged care services in Australia reflects the available funding envelope rather 
than the cost of delivering high quality care. This has had serious consequences for older 
people and the aged care sector. 

According to the Australian Department of Health, the Aged Care Funding Instrument is 
intended to reflect the costs of care in a residential environment.  However, the instrument 
lacks a mechanism to link residents’ care needs to the cost of providing that care.45 

44

We heard evidence that a better understanding of the true costs of aged care is required.
Mr David Hallinan, Acting Deputy Secretary of Aged Care Group, Australian Department 
of Health, agreed that ‘there is a case for annual cost studies or cost studies on a regular 
basis that would inform the basis under which the services are funded’.47 

46 

It follows that changes to aged care funding models in recent years have largely been 
reactive and intended to limit expenditure in response to increased costs. They were not 
made in response to structural issues within the sector and did not address the reasons 
behind increasing costs. 

One of these structural issues is the changing demographics of the people who access 
aged care. The evidence provided to us by multiple witnesses, ranging from service 
providers, academics and health care professionals, suggests that there has been an 
increase in the acuity of people receiving care over time.  Recent research by the Registry 
of Senior Australians also indicates that people receiving aged care are increasingly frail 
and have high rates of comorbidities.49 

48

We can see this increase in frailty reflected in claims for care subsidies through the Aged 
Care Funding Instrument, although the Australian Government has suggested this is driven 
by ‘higher than appropriate claiming’ rather than reflecting an actual increase in frailty.50 
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Some combination of these factors is possible. When the Aged Care Funding Instrument 
was introduced in 2008, the average care subsidy for a permanent resident was 55.6% 
of the maximum possible care subsidy. In 2018, the average care subsidy was 80.8% of 
the maximum. With the current distribution across the 64 Aged Care Funding Instrument 
casemix groups—that is, cohorts of people with similar care needs—the majority of people 
are assigned to a small number of more expensive categories, and 24 out of 64 categories 
have almost no claims. As a result, the Aged Care Funding Instrument is not an effective 
casemix model for the current cohort of people in residential aged care.51 

In the home care sector, block funding for the Commonwealth Home Support Programme 
limits service provision to the ‘specified number of outputs per type of service for which 
funding is received’.  Funding does not correspond to individualised need. Home Care 
Packages are available at four different levels, which are attached to different levels of 
funding. These funding levels have not changed significantly since they were introduced.  
In addition, indexation increases have remained low. Paul Sadler, Chief Executive Officer  
of Presbyterian Aged Care, described the effect that this has had on care delivery: 

52

The result has been a gradual but inexorable erosion in the relative purchasing power of both 
HCP individual budgets and CHSP grants…In the case of HCPs, an Extended Aged Care at 
Home package some 15 to 20 years ago would provide around 20 hours of direct care per 
week. Today, a Level 4 HCP will provide around 10–12 hours of direct care per week.53 

A further example is funding for residential respite care, which continues to be paid in 
accordance with high and low classifications.  This funding scheme is based on the 
Resident Classification Scale which was used prior to the adoption of the Aged Care 
Funding Instrument and has not been used for any new permanent residents for over 
a decade.  Before the introduction of the Aged Care Funding Instrument in 2008, the 
maximum subsidies for respite care were higher than the average payments that providers 
received for people living in permanent care.  Over time, the subsidy rates for residential 
respite care have increased at a slower rate, which has acted as a disincentive to deliver 
respite care.57 

56

55

54

In the absence of an understanding of the actual costs of delivering care, funding for aged 
care over the years has been poorly directed and has led to unintended consequences. 
Funding for delivering care should cover the costs of care delivery, and funding for 
accommodation should cover the costs of delivering accommodation. However, it is 
unclear if this is actually the case because of the lack of transparency in the financial 
reporting arrangements. The Aged Care Financing Authority’s latest report suggests that 
in 2018–19, residential care providers had profits of around $2.8 billion on care and living 
(dropping to $544 million when administration expenses are included) and $337 million 
on accommodation.  In contrast, the StewartBrown June 2020 Aged Care Financial 
Performance Survey Sector Report suggests that on average, during the first wave  
of COVID-19, aged care providers made $15.33 per bed day on care and living,  
which became a loss of $21.56 when administration costs of $36.88 were deducted.  
There was an average profit of $11.71 per bed day on accommodation.59 

58
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One reason for the different profit and loss results for care and for accommodation is 
that care expenses have risen at a faster rate than accommodation expenses. The Aged 
Care Financing Authority reported that between 2017–18 and 2018–19, residential care 
expenses rose by 8%, while accommodation expenses rose by 6.4% and administrative 
expenses rose by 0.7%.60 

When providers are forced to cross-subsidise the costs of delivering care by using funding 
allocated to accommodation, the ability to fund future refurbishments of facilities may be 
affected.  Funding shortfalls that require organisations to cross-subsidise under-funded 
services from more profitable services make it less likely that purpose-built facilities 
and innovative services will be developed.  They also mean that residential aged care 
providers may focus on aspects of the business that generate a profit, at the expense  
of those that do not. 

62

61

In the absence of an informed assessment of the cost of delivering high quality care,  
there can be no confidence that funding for aged care will meet actual care needs,  
or that it will be well targeted. 

4.4  Financing arrangements that do not
support sustainability 

Commissioner Pagone considers that the financing of aged care is not well set up 
to support a sustainable system into the future. Financing of the aged care sector is 
characterised by a fairly rudimentary approach to financing operational costs, through 
general revenue. We both consider that the complex capital financing arrangements for 
residential aged care accommodation can distort incentives for older people and providers. 

Historically, general taxation has proven to be resilient in financing the growth in aged care 
expenditures. However, aged care expenditure is projected to grow at a significantly faster 
rate than overall Australian Government expenditure.  This growth is a result of projected 
demographic changes and subsequent increasing demand for aged care services. Even 
as aged care expenditure is expected to grow, the number of working Australians for every 
Australian aged over 65 years is expected to decline from 4.2 in 2019 to 3.1 by 2058.
These competing trends create a sustainability challenge for aged care funding. 

64 

63

Commissioner Pagone considers that ongoing financing of the aged care system through 
general revenue exposes the sector to the annual budget cycle and fiscal priorities of 
the Government of the day. The existing financing arrangements place aged care in a 
vulnerable position to future cost control measures. This approach is inadequate and  
puts the sustainability, quality, and safety of the aged care sector at risk. 
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In terms of capital financing for residential aged care, providers access capital from  
two main sources: 

• equity capital invested in residential aged care providers 
($13.5 billion or 25.7% of total provider assets in 2018–19) 

• debt capital as follows: 

o interest-free loans from residents receiving care in the form of Refundable 
Accommodation Deposits ($30.2 billion, which represents liabilities 
corresponding to 57.4% of the value of total provider assets in 2018–19) 

o loans from banks ($2.1 billion, corresponding to 4.1% of total provider 
assets in 2018–19) 

o loans from related parties ($2.3 billion, corr esponding to 4.4%  
of total provider assets in 2018–19).65 

Providers also receive some limited capital funding from grants and philanthropic 
donations. 

Refundable Accommodation Deposits are by far the largest source of capital. They have 
played a central role in funding residential aged care accommodation, and have facilitated 
significant investment in the sector. However, as explored below, we both consider that  
the sector has become too reliant on them.  

As an alternative to Residential Accommodation Deposits, people receiving residential 
aged care services can pay a Daily Accommodation Payment, or a combination of the 
two. Refundable Accommodation Deposit values are converted to Daily Accommodation 
Payments using the Maximum Permissible Interest Rate, which is currently set at 4.02%.
Over time, an increasing proportion of residents have chosen to pay Daily Accommodation 
Payments rather than Refundable Accommodation Deposits. Between 2014–15 and  
2018–19, the proportion of people choosing to pay Daily Accommodation Payments  
(or Daily Accommodation Contributions when only a part Refundable Accommodation 
Deposit is paid) increased from 33% to 41%.  This is making it harder for providers to 
attract replacement funds when they are required to repay a Refundable Accommodation 
Deposit when a resident dies or leaves care. 

67

66 

The move away from Refundable Accommodation Deposits also makes it difficult for  
providers to secure loans from financial institutions. Both the banks and approved 
providers gave evidence about the role of Refundable Accommodation Deposits in 
supporting the development of new residential aged care homes. The Australian and 
New Zealand Banking Group told us that Refundable Accommodation Deposits are 
‘fundamental’ to aged care development lending.  A provider’s ability to attract Refundable 
Accommodation Deposits is currently a key lending criterion applied by the banks.69 

68
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A further issue is that there is a greater preference for Daily Accommodation Payments 
(or Daily Accommodation Contributions) in regional and remote areas compared with 
metropolitan areas.  The National Australia Bank said that this impacted lending decisions, 
stating that: 

70

In general terms NAB considers providers operating in metropolitan areas to be lower risk 
than providers operating in regional, rural or remote areas, given metropolitan operators can 
generally attract higher RAD / DAP paying residents (in line with higher median house prices 
of metropolitan areas), have access to a larger resident catchment area, and can more readily 
attract and retain staff. Regional providers also have potentially diminishing future demand.71 

A number of submissions raised concerns about the impact of Refundable 
Accommodation Deposits on people receiving care. The Grattan Institute said that ‘there 
is a power imbalance during payment negotiations between providers and incoming 
residents’.  COTA Australia told us that providers use this power imbalance to pressure 
older people and their families into paying a Refundable Accommodation Deposit: 

72

Despite the fact that legally residents are required; to have free choice as to whether  
they pay by RAD or DAP or a combination, there are many providers that require a RAD  
or they will not accept the new resident. They may be informed that they have a choice  
but then then it will be made clear that a place in this facility is only possible if they pay  
a RAD. This pressure is inevitable when providers are over-dependent on RADs.73 

In addition, there is some evidence that Refundable Accommodation Deposits 
are encouraging business models that are built around property rather than care. 
Ms Julie-Anne Mizzi, Partner and Global Co-Head of Social Care at AMP Capital 
and a Board Member of Opal Aged Care, told us that Refundable Accommodation 
Deposits have been so successful in attracting capital that: 

accommodation is currently the only component on which aged care providers are able  
to earn a return, the aged care sector has effectively become a property industry rather  
than a care industry.74 

The Grattan Institute submitted to us that Refundable Accommodation Deposits 
encourage undesirable investment, in light of the preference of older people to remain 
in their own home: 

The vast majority of older Australians want to receive care at home, rather than in a residential 
care facility. Yet the current financing model encourages a growing residential aged care sector. 
The interest-free financing for residential care providers encourages reinvestment of these funds 
into yet more residential care infrastructure.75 

Capital financing arrangements should not disadvantage people in regional and remote 
areas, nor should they provide incentives for residential aged care providers to focus  
on the provision of accommodation at the expense of the provision of care that will  
meet older people’s needs now and into the future. 
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4.5  Inequitable means testing 
While means testing should ensure that services and payments are directed towards 
those that need them the most, the current aged care means testing arrangements are 
insufficiently progressive. They are not well set up to achieve equitable access to care. 
The arrangements include separate income and asset tests, and the amount of Australian 
Government subsidy payable by an individual is reduced by the sum of the results of the 
two tests. There are also daily, yearly and lifetime limits on the amounts of means tested 
contributions people can be required to pay. 

The current arrangements are inequitable in three ways. First, the assets test in particular 
is insufficiently progressive. Individuals with assets just above the threshold of $50,500 are 
required to pay 17.5 cents in aged care contributions for every dollar in assets. By contrast, 
under the pension assets test, pensions are reduced by 7.8 cents for every dollar in assets 
in excess of about $268,000 for a single non-home owner, or $482,500 for a home owner.76 

Second, the current settings have a disproportionate impact on people with assets in the 
range from $171,535 to about $500,000 compared with wealthier individuals. For example, 
a single pensioner who owns a house valued at more than $171,535 and has no other 
assets will be required to pay the Basic Daily Fee of $19,019 per annum, and will almost 
certainly be asked by their provider to pay a daily accommodation payment at least as high 
as the full accommodation supplement payable by the Government for some residents 
of $21,181 per annum. This will leave them paying $15,648 more per annum than their 
pension of $24,552 per annum. If the pensioner has any additional assets, they will face 
uncapped accommodation charges and their financial position will be even worse.77 

Third, the means test can result in very high effective marginal tax rates for some people. 
For example, a person with no assets and a private income of $20,000 will pay $90.80 in 
increased taxes and aged care contributions if their income increases by $100 (an effective 
marginal tax rate of 90.8%). Pensioners with a private income of between $23,000 and 
$45,000 face an effective marginal tax rate of 99.5%.78 

A self-funded retiree with a taxable income of $55,000 and no assets is not entitled to a 
pension. If their taxable income increases by $100 then their income tax and aged care 
contributions will increase by $86.00. Self-funded retirees with taxable incomes between 
$96,000 and $126,000 face an effective marginal tax rate of 92.0%. However, the effect 
of the annual cap on means tested fees means that the effective marginal tax rate of 
self-funded retirees with taxable incomes between $126,500 and $180,000 is only 39%.79 

Insufficiently progressive means testing impacts on equitable access to quality aged care. 
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4.6  Inattention to market structure, 
evolution and local conditions 

The Australian Government has done little active management or shaping of the market for 
aged care services. With the exception of regulating the quality of services, the Australian 
Government’s approach has generally been that the market will take care of itself without 
the need for the Government’s monitoring and management. 

It is not correct to assume that the aged care system is a functioning market in all places 
for aged care services. Rather, the current aged care system is better seen as a quasi-
market. A quasi-market can be defined as a ‘set of market-based policies in social policy 
which are often underwritten by public money that introduces market based competition 
into contracting and/or individual budget arrangements’.80 

Quasi-markets require active monitoring and management to guard against the risks 
posed by market gaps and failures. Associate Professor Gemma Carey, Research Director 
at the Centre for Social Impact, told us that ‘there has long been acknowledgement 
that quasi-markets will require more attentive regulation from government than regular 
private markets...The role of central government in stewarding quasi-markets cannot 
be understated’.  Mr Mike Callahan AM PSM, former Chair of the Aged Car e Financing 
Authority, said: 

81

My interpretation of ‘market management’ in the aged care sector involves implementing the 
necessary steps to help encourage a stable, efficient and competitive market for all aspects  
of aged care services. This stems from the view that appropriately regulated market forces  
are an important aspect of ensuring that the aged care sector can efficiently meet the needs  
of the Australian community.82 

In a true functioning market, quality is usually assumed to be protected through consumer 
choice, with consumers choosing not to use poor services. In aged care, consumer choice 
can be limited because some care services are rationed and in short supply and older 
people often access aged care in unplanned stressful circumstances, where decisions 
need to be made quickly. It is also not easy for many people to change services. As a 
result, in quasi-markets, effective quality regulation and monitoring becomes central  
to maintaining quality services.83 

There is a clear absence of market management by the Australian Government. Some 
market governance functions are not included in current Government activities or are  
vastly underdone. Price regulation and costing studies, planning and demand modelling, 
research and data collection, standard setting, quality monitoring and complaints 
management are not at the level required for a properly functioning system. There  
is only a rudimentary and general financial reporting system and monitoring of the  
financial management of providers. 

The Australian Government’s tendency has been to respond to individual instances of 
market failures one by one. This approach has not been successful. The reliance on market 
forces to put downwards pressure on prices or upwards pressure on quality has been 
misplaced. Professor Kathy Eagar, Director of the Australian Health Services Research 
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Institute at the University of Wollongong, said that ‘After more than two decades, the 
private market model has not resulted in the improvements that were expected—more 
competition, more choice, improved efficiency, improved access and so on’.84 

Effective leadership of systems, such as the aged care system, is no simple matter. 
Approved providers have responsibilities for ensuring the quality of their services, and the 
autonomy providers have presents special challenges for the way this leadership should 
be exercised. However, aged care services are defined, regulated and about three-quarters 
funded by the Australian Government, providing a number of levers to shape the market. 
The Australian Government has control over decisions relating to entering and exiting the 
market, the response to changes in demand, and broader changes in market conditions.
But these strategies are not being used effectively. For example, we outline below key 
areas of risk for changes in market structure and composition, and particular local market 
issues that have not been effectively managed. 

85 

4.6.1  Changes in market structure and composition 
The Australian Government has not adequately responded to the changing composition 
and risk profile of aged care providers. It has allowed the network of providers to become 
more concentrated over the last decade, with a significant expansion in very large 
providers.  This creates regulatory risk as providers become ‘too big to fail’. 86

In traditional markets, it is expected that poorer performing providers will fail and exit the 
market. Managing out poor providers and encouraging better providers to enter the market 
is a normal feature of market governance. But in a care context, unsuccessful providers 
are a risk to the reliable provision of care—and as the market becomes more concentrated, 
that risk may increase because failure of a single provider may affect thousands of 
vulnerable people receiving care across many locations. 

Another area of risk arises from the rapid expansion in home care providers, with limited 
scrutiny applied to assess their suitability. Such a rapid expansion can be seen over recent 
years. The number of approved providers of home care increased by 42% between 30 
June 2016 to 30 June 2017 and by another 24% by 30 June 2018 (with a nominal decrease 
in 2019–20).  An employee of the Australian Department of Health, who gave evidence 
under the pseudonym of BE, said that the number of applications for approval as a home 
care provider since 2017 had been relentless, the standard of applications for approval 
were not always good and consultants may have been selling ‘off-the-shelf’ applications.
Mr Graeme Barden, Assistant Secretary, Residential and Flexible Care Branch, Australian 
Department of Health, confirmed that the Department assessed applicants on the basis of 
a written application and supporting documents together with some limited research.89 

88 

87

Another area where governance of the market has been ineffective is the use of the 
Aged Care Approvals Round process to ensure the needs of diverse groups are met. The 
Australian Government allocates particular places for people in what the Aged Care Act 
1997 (Cth) calls ‘special needs’ groups in the Aged Care Approval Rounds in an attempt 
to provide equity of access to services for those people.  But the Australian Department 
of Health does not follow up on whether the allocation of those places actually leads to 

90
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people in that group getting the places, and whether they are getting the specialist care 
they need. Mr Jaye Smith, First Assistant Secretary, Residential and Flexible Aged Care 
Division, confirmed the Department does not undertake monitoring to understand whether 
the allocation of places was improving access for those diverse groups, nor to ensure that 
approved providers were complying with the conditions imposed under the Aged Care 
Approvals Round allocations.91 

4.6.2  Limited focus on local and regional context 
There are wide variations in local conditions and resources that affect the delivery of aged 
care. Effective market governance requires local capacity and engagement with local 
networks. Instead, aged care remains highly centralised within the Australian Government 
and there is little presence at the regional and local level.92 

The centralised process for Commonwealth Home Support Programme grants, without 
sufficient knowledge of local conditions and links to local networks, has resulted in non-
responsiveness and a disconnect from what is happening on the ground. Since assuming 
responsibility for all forms of home-based care from 2012, the Australian Government 
has failed to establish local systems to replace the roles previously played by States and 
Territories under the former Home and Community Care Program. This has led to gaps in 
planning, development and management of services.  These gaps create inconsistency  
in service distribution. 

93

For example, South Australia has over double the number of people accessing assistive 
technology as each of the remaining States and Territories. South Australia has 7136 
distinct clients accessing this service as opposed to only 386 in New South Wales. Victoria 
has over double the number of clients accessing allied health and personal care services 
as New South Wales does.  Despite New South Wales having the largest population, it 
does not always have the home support services to match. The Australian Government  
has not steered the market to ensure an even and comprehensive distribution of home 
support services. 

94

Another example of the limited focus on local issues is the underserviced markets in 
regional, rural and remote areas. Services in certain places, or for certain groups of 
people, may lack viable market forces to ensure good services are available.  In regional, 
rural and remote areas, and even in more populated regions where there are fewer or 
no trusted organisations, there can be little to no market within which to make a choice 
about services. This is sometimes referred to as a ‘thin market’. In outer regional or remote 
locations, providers may operate on a smaller scale, which is associated with higher 
relative operating costs, an inability to achieve efficiencies through economies of scale  
and increased vulnerability to unpredictable income streams.  The Older Persons 
Advocacy Network said: 

96

95

the aged care system is big-city focused. It is not responsive, nor does it recognise the nuances 
of smaller communities in regional, rural and remote areas. If we leave planning for services 
delivery and making decisions around the service delivery model to the market the “market”  
will go to where they can make the money.97 
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Service availability in rural and remote areas is an example of a potential mismatch 
between incentives for providers and the objectives of the Australian Government. 
And yet, the Australian Government has not actively monitored these vulnerable 
markets—as Professor Hjalmar Swerissen from the Grattan Institute said: 

regional system governance is needed for market management to identify and rectify market  
failures…Where there is insufficient demand for services (e.g. geographically dispersed  
populations), service intervention is necessary to encourage the development of viable services.98 

There are a number of clear examples of markets that are not workably competitive, 
whether in particular locations or for particular groups.  However, data about unmet 
demand is limited. Without reliable data, risks will inevitably be missed or mismanaged. 
The data that does exist suggests that specific planning or incentives to meet the needs of 
people in regional, rural and remote locations is not happening to the extent necessary.100 

99

In the case of home care, Mr Barden acknowledged that the 2017 introduction of the 
National Prioritisation System has resulted in a reduction in Home Care Packages for 
people in remote and very remote areas.  The potential risks of this policy change for 
access in outer regional and remote locations were foreseeable and capable of mitigation, 
but would have required local intelligence, monitoring of developments and swift action 
to address emerging risks. This did not occur. Commissioner Briggs observes that it was 
a mystery to many people who appeared before us as to how the National Prioritisation 
System works—and why it fails to deliver equal access to aged care services.102 

101

The Australian Government has not taken responsibility for shaping the market for aged 
care. A stronger system management approach is required to ensure that older people 
can get the services they need, wherever they live and whatever their needs may be. 

4.7  Piecemeal approach to reform 
Aged care reforms have been reactive, responding to financial, demographic or other 
concerns of the time. This has triggered repeated reviews, which have tended to be 
confined to particular areas of focus.  Many of these previous reviews have examined  
the same issues that have arisen in our inquiry, including: 

103

• the difficulty people have in understanding and navigating the aged care system104 

• poor access to care, especially for people with chronic conditions or complex needs, 
and long waiting times for access to services for many people, especially those who 
seek care at home105 

• the excessive and inappropriate use of chemical and physical restraints on people 
who live in residential aged care106 

• serious current and projected shortages of appropriately skilled and qualified nurses 
and personal care workers107 

• ineffective regulatory oversight of aged care providers, and a lack of focus on the 
quality of care.108 
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Throughout these many reviews, a consistent underlying concern has been that the system 
has not delivered the care and outcomes that it should. The Australian Government has 
responded with ad hoc changes to elements of the system, adopting limited aspects of 
the recommendations made.  However, governments have not successfully resolved 
the underlying problems with a system that has not provided the Australian community 
with the high quality and safety in aged care that Australians want. It is clear to us that 
piecemeal adjustments and improvements have not achieved, and will not achieve,  
the change that is required to ensure high quality care in the future. 

109

While we acknowledge that the Australian Government is not obliged to adopt all of the 
recommendations in any review, there have been some instances of significant delay 
in addressing or implementing important and urgent recommendations. A conspicuous 
example is the Australian Government’s delay in implementing the ten recommendations 
of the Carnell-Paterson review, Review of the National Aged Care Quality Regulatory 
Processes, which concluded in October 2017.110 

The Carnell-Paterson review, carried out by Ms Kate Carnell AO and Professor Ron 
Paterson ONZM, was a focus of the Brisbane Hearing in August 2019. At the time, 
the recommendations from the Carnell-Paterson review had been with the Australian 
Government for almost two years. A number of witnesses described progress of the 
implementation of these ten recommendations, including Professor Paterson. He described 
the degree of progress as ‘disappointing’.  Ms Amy Laffan, then Assistant Secretary 
of the Aged Care Quality Regulatory Design and Implementation Branch, Australian 
Department of Health, said that ‘all ten recommendations of the Carnell-Paterson review 
have been adopted in whole or in part by the government’.  But she agreed that, at the 
time of the hearing, there were still pending decisions as to whether and, if so, how the 
Australian Government might implement some of the recommended actions.  There 
should be no delay in implementing recommendations that will improve the aged care 
system. 

113

112

111

The Carnell-Paterson review is an example of the concerns we hold about a piecemeal 
approach to review and reform. We do not propose to repeat the analysis in Chapter 2  
of Volume 1 of the Interim Report or the Royal Commission’s background paper about  
a history of aged care reviews.  There are many examples of significant policy reviews 
that have met with a limited response from governments, prioritising implementation  
of the easiest recommendations without tackling the longer-term systemic problems.  
The sheer volume of problems with the aged care system we outline in this chapter 
warrants a systematic response and fundamental reform. 

114
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4.8  Variable provider governance, 
management and leadership |
Commissioner Pagone 

Provider management and governance has a direct relationship with all aspects of care. 
When the people in charge of an aged care service do not have the appropriate skills, do 
not prioritise high quality care and are not accountable for their actions, the quality of care 
may be compromised. Direct care staff need their leaders to empower them to take the 
time to put the person at the centre of care. 

Deficiencies in the governance and leadership of some approved providers have resulted 
in shortfalls in the quality and safety of care.  Some boards and governing bodies lack 
professional knowledge about the delivery of aged care including clinical expertise.
There is a risk that governing bodies may focus on financial risks and performance, without 
a commensurate focus on the quality and safety of care.117 In the Bupa South Hobart Case 
Study, Bupa accepted in its submissions that its strategies in the past to reduce staffing 
levels, together with cultural and governance deficiencies, contributed to instances of 
substandard care.

116 

118 

115

Poor workplace culture has also contributed to poor care. Dr Duncan McKellar, Head  
of the Unit for Older Persons’ Mental Health Services in the Northern Adelaide Local  
Health Network, speaking of the failures of care at Oakden Older Persons Mental Health 
Service, emphasised that it was ‘critical to understand’ that it was a ‘cultural failing’  
of the ‘organisation and…the people that worked within it’ and that this was ‘at the  
core of what went wrong’.119 

There are not always structures in place to ensure that governing bodies are properly 
informed of care deficiencies and risks, and can take appropriate and timely action to 
address them. Some providers did not encourage complaints and a culture of learning 
from these.  The former Chief Executive Officer of Southern Cross Care (Tas), Mr Richard 
Sadek, acknowledged that no complaint was ever referred to him and accepted that the 
complaints process at the Southern Cross Care (Tas) Yaraandoo facility was ‘virtually non-
existent’.  People receiving care, families and staff members sometimes did not make 
complaints to providers because they believed providers failed to respect and value their 
opinion, and were sometimes fearful of negative repercussions from making a complaint.122 

121

120

From the research we commissioned, it appears that deficiencies in complaints 
management processes are not limited to a small number of providers. The National 
Ageing Research Institute found, through the surveys it conducted, that a large number of 
people accessing aged care had concerns about complaint management. Between 18% 
and 23% of respondents in residential care ‘were satisfied only sometimes (or less often) 
that they knew how to lodge a complaint, were comfortable lodging a complaint, and were 
confident that appropriate action’ would be taken in response to a complaint.  Between 
23% and 39% of respondents accessing home care identified similar experiences.
People in respite care had even less positive experiences of complaints processes.125 

124 

123
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When people receiving home care or respite services did make a formal complaint, 
mostly to their care provider, less than half were resolved to the person’s satisfaction. The 
National Ageing Research Institute found that only 48% of Home Care Package recipients 
who raised complaints felt that these had been resolved, with even lower responses for 
other types of aged care. Around one-third of people who received respite care through 
the Commonwealth Home Support Programme (35%) and residential respite (37%) felt 
that their complaints were resolved to their satisfaction. Barely over one-quarter (27%) 
of people living in permanent residential care felt that their complaints were adequately 
resolved. These figures suggest that aged care providers across all service types are not 
using complaints to identify and address issues with the care and services they provide.126 

There is sometimes a lack of accountability, particularly when things go wrong.  In the 
Japara Mitcham Case Study, Commissioners Tracey and Briggs described Japara Mitcham 
as an organisation that was ‘determined to avoid accountability for its actions’, including 
the ‘degrading assaults’ that Mr Clarence Hausler experienced while in its care.128 

127

It is clear that provider management and governance needs to be addressed. 
Dr Penny Webster of Wilson and Webster Consultancy Services made the following 
observation about Bupa South Hobart: 

I kept seeing the same problems over and over again, and a lot of the problems…arose out  
of the same kinds of issues, which was a lack of accountability, lack of people management 
skills, lack of placing the resident as central to the decision-making…and that focus on finances. 
To me that indicated that there was a systemic problem that was sitting underneath some  
of the smaller things that we that we saw.129 

Accountability begins and ends with the leaders of an organisation, the board and senior 
management.  If boards and governing bodies do not have the knowledge or skills to 
understand the care that is being delivered, they are unable to ensure that this care is 
high quality and safe. The values and behaviour of people in these senior positions have 
a significant impact on workplace culture and the quality of care that is delivered. When 
these values and behaviours are poor, so may be the care that people receive. Boards and 
governing bodies have the responsibility to listen and respond appropriately to complaints 
about their services. 

130

I agree with Commissioner Briggs that more could be done to improve leadership and 
culture, but consider that there has been much done within the confines of the system  
as it has existed and the funds available. More particularly, in my view, many providers 
have been exemplary in prioritising quality care despite restricted financial resources. 

I do not otherwise share the criticism by Commissioner Briggs of the providers in the 
terms below. The evidence available to us, in my view, does not support the breadth 
of those conclusions. 
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4.9  Provider behaviour |  
Commissioner Briggs 

When someone receives care at home or in residential care, they and their families expect 
to receive high quality care. Older people and their loved ones hold approved providers in 
a position of trust, and they rely on providers to look after and care for them. Many have 
been let down. 

In 2019 hearings and community forums, Commissioner Tracey and I heard many cases 
of alleged inappropriate and substandard care that resulted from the action or inaction 
of providers.   Our hearings featured some disturbing examples of the poor practice 
by approved providers, including: poor responses to abuse; widespread use of physical 
restraints; overprescribing of sedative drugs to keep people quiet and compliant; poor 
continence management; failure to keep people clean; poor quality food; poor wound 
care; depression; oral and mental health not being attended to; discrimination; poor 
communication; patchy palliative care; and so on. The examples in chapters 2 and 3  
of this volume, and those published in Commissioner Tracey and my Interim Report, 
highlight the consequences for older people.132 

131

When leaders of approved providers turn a blind eye to substandard care, they provide 
the enabling environment for it to flourish. Collectively and individually, approved providers 
must take responsibility for what has happened on their watch. Their actions have 
contributed to many of the systemic problems in the delivery of aged care that we  
see today. 

Provider management and governance has a direct relationship with all aspects of care. 
The extent of substandard care that Commissioner Tracey and I observed could not 
have taken place in a sector with robust provider governance arrangements focused 
on delivering safe and high quality care. 

It emerged in evidence that some governing bodies are too often unaware or unresponsive 
to emerging and significant risks to the safety and wellbeing of older people receiving care 
from the provider.  They are disengaged from care governance, relying on the executive 
and management to ensure care quality.  Deficiencies in governance and leadership of 
some providers, across all types and sizes, have caused serious shortfalls in the safety  
and quality of aged care . 135

134

133

Some boards and governing bodies lack professional knowledge about the delivery  
of aged care including clinical expertise.  When the people in charge of an aged  
care service do not have the appropriate skills, do not prioritise high quality care  
and are not accountable for their actions, the quality of care may be compromised. 

136

There is a culture in some aged care services of a lack of accountability and an apparent 
indifference to the concerns of older people receiving care, their representatives, and 
staff.  Over the course of our inquiry, the level of frustration and bewilderment older 
people and their families have at the lack of accountability within aged care for the 
standard of care provided was obvious. 

137
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I regret to say that some approved providers’ leadership and culture appears not to be 
aligned with their mission and certainly not with the purpose of the aged care system. 
Boards and governing bodies are responsible for setting the values, mission and strategy 
of their aged care services. They should set out what is permissible and what is not 
acceptable, and they should be held to account for those decisions. For some providers, 
the members of their governing bodies have not demonstrated the integrity, skills and 
independence to enable them to act, first and foremost, in the best interests of the people 
receiving that care.138 

Direct care staff must be empowered by their leadership team to put older people at the 
centre of care arrangements. There is insufficient evidence across the aged care system 
that approved providers are seeking to develop and maintain an adequate and well 
qualified workforce. We have heard that ongoing training and continuing professional 
development is not readily available.  Approved providers have not invested in training or 
leadership to the extent needed to enable their services to function at the level necessary 
to provide high quality care. With some notable exceptions, providers have demonstrated 
little curiosity or ambition for care improvement, and have not prioritised enablement  
and allied health care. As a group, providers have not sufficiently valued nor invested  
in the aged care workforce. 

139

It is evident that some governing bodies have focused on financial risks and performance, 
without a commensurate focus on the quality and safety of care.  As a result, care has 
become a series of transactions rather than a process of personal interaction, engagement, 
and compassionate and safe care.  In the Bupa South Hobart Case Study, Bupa 
accepted in its submissions that its strategies in the past to reduce staffing levels together 
with cultural and governance deficiencies contributed to instances of substandard care.142 

141

140

Poor workplace culture has contributed to poor care. Dr Duncan McKellar, Head of Unit, 
Older Persons’ Mental Health Service in the Northern Adelaide Local Health Network, 
speaking of the failures of care at Oakden Older Persons Mental Health Service, 
emphasised that it was ‘critical to understand’ that it was a ‘cultural failing’ of the 
‘organisation and…the people that worked within it’ and that this was ‘at the core  
of what went wrong’.143 

There are not always structures in place to ensure that governing bodies are properly 
informed of care deficiencies and risks, and can take appropriate and timely action to 
address them. Some providers did not encourage complaints and a culture of learning 
from these.  The former Chief Executive Officer of Southern Cross Care (Tas), Mr Richard 
Sadek, acknowledged that no complaint was ever referred to him and accepted that the 
complaints process at the Southern Cross Care (Tas) Yaraandoo facility was ‘virtually non-
existent’.  People receiving care, families and staff sometimes did not make complaints  
to providers because they believed providers failed to respect and value their opinion,  
and were sometimes fearful of negative repercussions from making a complaint.146 

145

144

Deficiencies in complaints management processes are not limited to a small number of 
providers. The National Ageing Research Institute found, through the surveys it conducted 
for us, that a large number of people accessing aged care had concerns about complaint 
management. Between 18% and 23% of respondents in residential care ‘were satisfied 
only sometimes (or less often) that they knew how to lodge a complaint, were comfortable 
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lodging a complaint, and were confident that appropriate action’ would be taken in 
response to a complaint.  Between 23% and 39% of respondents accessing home care 
identified similar experiences.  People in respite care had even less positive experiences 
of complaints processes.149 

148

147

When people receiving home care or respite services did make a formal complaint, 
mostly to their care provider, less than half were resolved to the person’s satisfaction. The 
National Ageing Research Institute found that only 48% of Home Care Package recipients 
who raised complaints felt that these had been resolved, with even lower responses for 
other types of aged care. Around one-third of people who received respite care through 
the Commonwealth Home Support Programme (35%) and residential respite (37%) felt 
that their complaints were resolved to their satisfaction. Barely over one-quarter (27%) 
of people receiving permanent residential care felt that their complaints were adequately 
resolved. These figures suggest that aged care providers across all service types are not 
using complaints to identify and address issues with the care and services they provide.150 

There is sometimes a lack of accountability, particularly when things go wrong.  In the 
Japara Mitcham Case Study, Commissioner Tracey and I described Japara Mitcham  
as an organisation that was ‘determined to avoid accountability for its actions’, including  
the ‘degrading assaults’ that Mr Clarence Hausler experienced while in its care.152 

151

It is clear to me that provider management and governance needs to be addressed. 
Dr Penny Webster, of Wilson and Webster Consultancy Services, made the following 
observation about Bupa South Hobart: 

I kept seeing the same problems over and over again, and a lot of the problems…arose out  
of the same kinds of issues, which was a lack of accountability, lack of people management 
skills, lack of placing the resident as central to the decision-making…and that focus on finances. 
To me that indicated that there was a systemic problem that was sitting underneath some  
of the smaller things that we that we saw.153 

Accountability begins and ends with the leaders of an organisation, the board and senior 
management.  If boards and governing bodies do not have the knowledge or skills to 
understand the care that is being delivered, they are unable to ensure that this care is 
high quality and safe. The values and behaviour of people in these senior positions have 
a significant impact on workplace culture and the quality of care that is delivered. When 
these values and behaviours are poor, so may be the care that people receive. Boards  
and governing bodies have the responsibility to listen and respond appropriately to 
complaints about their services. 

154

I consider that providers have been critical contributors to the systemic problems of the 
aged care system. When substandard care is at inexcusably high levels, this must reflect 
on the providers who deliver that care. It is clear that no amount of additional funding 
and improved regulation will be sufficient to achieve high quality care if providers do not 
do their part too, to ensure that the aged care system works appropriately on the ground 
and actually delivers on the promise of this report of high quality and safe aged care. 
Individually and as a group, providers must embrace their responsibility to lead, must 
be ambitious and innovative, and must make delivering high quality care their central 
objective. If they choose not to do so, they should lose their approved provider status. 
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4.10  An undervalued aged care workforce 
We both consider that Australia’s aged care is understaffed and the workforce underpaid 
and undertrained. Too often there is not enough staff, particularly nurses, in home and 
residential aged care. In addition, the mix of staff who provide aged care is not matched to 
need. Inadequate staffing levels, skill mix and training are principal causes of substandard 
care in the current system.155 

These are not new issues. Funding changes that occurred with the introduction of the  
Aged Care Act r emoved the obligation on approved aged care providers to spend a 
dedicated portion of their Australian Government funding on direct care staffing. The  
Aged Care Act requires providers only to ‘maintain an adequate number of appropriately 
skilled staff to ensure that the needs of care recipients are met’.  Providers are to  
decide what an ‘adequate number’ is and what constitutes ‘appropriately skilled’ staff. 

156

As a consequence, many aged care providers contain their labour costs by reducing their 
overall direct care staffing or replacing more expensive nurses with lower paid personal 
care workers.  For some years there has been a relative decline in the proportion of 
nurses in the residential aged care workforce and a corresponding increase of personal 
care workers. The proportion of registered nurses in the workforce dropped from 21% in 
2003 to 14.6% in 2016, and enrolled nurses dropped from 13.1% to 10.2%. In the same 
period, personal care worker representation has increased from 58.5% to 70.3% of the 
workforce.  The 1997 changes resulted in providers replacing nursing staff with personal 
care workers to reduce costs. There has also been a decline in the proportion of the 
workforce who are allied health professionals or assistants, from 7.4% in 2003 to 4.6%  
in 2016.159 

158

157

Aged care is part of the health care and social assistance sector, which has been the 
fastest-growing industry every year in Australia since 2015. Research from the Australian 
Government projects that there will be 129,100 new jobs for community and personal 
service workers in the five years to May 2023, an increase of 23.6%. In the same period, 
the overall projected growth for all occupations is 7.1%.160 

Several witnesses in the Southern Cross Care (Tas) and Bupa South Hobart case studies 
shared their perception that a reduction of staffing levels had a detrimental impact on the 
quality of care and quality of life of the residents.161 Mr Brian Harvey, who was a resident at 
the Southern Cross Care facility, Yaraandoo, in Tasmania, described the impact that short 
staffing had on his quality of life: 

When neglected like that, I feel I have been dehumanised: left as a carcase in an aged care 
abattoir; ready to be processed like a slab of meat in a sausage processing factory at some 
future time.162 

In 2019, the Centre for Health Service Development of the Australian Health Services 
Research Institute at the University of Wollongong, headed by Professor Eagar, produced 
a report for us entitled How Australian residential aged care staffing levels compare with 
international and national benchmarks (‘the University of Wollongong Report’).  The 
report’s findings present a sobering picture of the state of staffing in Australia’s residential 
aged care facilities. 

163

3448



212 

Royal Commission into Aged Care Quality and Safety  Final Report Volume 2

 

  
 

 

The researchers compared staffing levels—direct care hours overall and direct care  
hours delivered by registered nurses—in Australian residential aged care facilities with  
the staffing levels applied under the CMS Nursing Home Compare rating system used 
in the United States. This rating system gives facilities a rating from 1 to 5 stars. The 
researchers found that: 

• More than half (57.6%) of Australian residents receive care in aged care homes  
that have unacceptable levels of staffing (1 and 2 stars).164 

• To bring staffing levels up to an acceptable level would require an increase 
of 37.3% of staff hours in those facilities that had unacceptable staffing levels.165 

• Only 1.4% of older people in residential aged care are in facilities rated 5 star  
(best practice care) for registered nurse staffing.166 

The University of Wollongong’s research shows that by 2019, staffing levels within large 
parts of Australian residential aged care had fallen well short of what the researchers 
described as ‘acceptable’ practice standards, let alone high quality.167 

The 1997 changes were made in the context of a philosophical repositioning of residential 
aged care as a person’s home. In relation to this, Professor Eagar said: 

If I go back 20 years homes were criticised because they were institutional, and this was a 
whole policy shift to say let’s move away from an institutional model and feel and make them 
more homely. But I don’t think anyone ever intended that you would move away from a clinically 
competent model towards more of an unskilled model, but that is actually what’s happened.168 

As Professor Eagar said, people working in residential aged care today need ‘more 
clinical skills, not less’.  Professor Charlene Harrington, Professor Emeritus of Sociology 
and Nursing at the University of California, San Francisco, and an elected fellow in the 
American Academy of Nursing and the National Academies of Medicine, told us that  
‘Nurse staffing levels are the most important factor that determines the quality of care 
provided by nursing homes’.170 

169

A lack of nurses featured in many of our case studies.  For example, in the Bupa South 
Hobart case study, Ms Carolyn Cooper, Managing Director of Bupa Villages and Aged Care 
New Zealand, acknowledged that Bupa’s policy of reducing nurse numbers had impacted 
on the quality of care and quality of life of residents.  A lack of appropriately qualified 
staff means that clinical care tasks are left to personal care workers, sometimes without 
supervision.  In the MiCare Case Study, personal care workers undertook wound care  
for Mrs Bertha Aalberts’s serious leg wound, even though it required high-level clinical  
care from nursing staff.174 

173

172

171

At times, people have had to wait too long for staff members to assist them, or have gone 
without care because no qualified staff were available.  In the Alkira Gardens Case Study, 
Commissioners Tracey and Briggs found that there were not enough suitably qualified 
staff to provide an adequate standard of care for Mr Vincent Paranthoiene.  Ms Shannon 
Ruddock, Mr Paranthoiene’s daughter, said she was concerned there were not enough 
staff who were ‘trained to provide appropriate palliative care, including how to administer’ 
medications as necessary.177 

176

175
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Some aged care providers said that they have difficulty attracting sufficient numbers of 
people with the right skills to work in aged care.178 This is consistent with the findings of 
the 2016 Workforce Census and Survey, which indicated that skill shortages and difficulties 
filling positions are common, particularly in regional, rural and remote areas.179 

Not surprisingly, inadequate staffing is one of the issues that needs to be addressed to 
make the sector more attractive. High workloads and time pressures have been identified 
as key factors behind job dissatisfaction and intentions to leave the aged care sector. 
A University of Adelaide working paper, prepared for the Aged Care Workforce Strategy 
Taskforce, said that: 

Inadequate numbers of staffing and the complex care needs of residents within residential 
settings, and travel time between appointments and a lack of adequate time allocated to tasks 
in community aged care contributed to workload pressures. High levels of, and inefficiencies 
in, administrative paperwork were also frequently reported across both settings. Consequently, 
workers frequently described a lack of time with clients, being unable to take breaks and 
undertaking considerable amounts of unpaid work.180 

A 2019 survey conducted by a research team from the University of New South Wales, 
Macquarie University and the Royal Melbourne Institute of Technology, and commissioned 
by United Voice, found that 74% of people who were working in home care reported that 
they had insufficient time ‘to listen and connect with older people’. The impact of time 
pressure on the capacity of personal care workers to provide high quality care may be 
compounded by challenges associated with unpaid travel time between clients, safety 
hazards in client’s homes, working in isolation with limited or no supervision and finding  
the time to undertake training and administrative tasks. We have heard that many home 
care workers are not adequately compensated for their travel time.182 

181

This reinforces the need for system-wide workforce changes to support high quality and 
safe care. The workforce will not stay in aged care if, day-to-day, the system in which they 
work is so inadequately funded or does not have the right funding incentives in place to 
promote and enable the workforce to be trained and educated, to provide safe and high 
quality care. As Professor Harrington said: 

until nursing homes have adequate staffing levels, they are unlikely to be able to stabilize the 
workforce sufficiently to take advantage of better training and management programs.183 

There are other reasons why the sector as a whole has had difficulties attracting and 
retaining well-skilled people to work in aged care. These include low wages and poor 
employment conditions, lack of investment in staff and, in particular, staff training,  
limited opportunities to progress or be promoted, and no career pathways. 

Many aged care workers would be paid more if they left aged care and went to work in 
other sectors, such as health or disability. The aged care sector does not offer competitive 
pay and employment conditions. Personal care workers and nurses in aged care are paid 
comparatively less than their counterparts in other health and social service sectors.184 
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Underemployment is also a common problem. According to the 2016 National Aged Care 
Workforce Census and Survey, 30% of the residential direct care workforce and 40% of the 
home care workforce work fewer hours than they would like to.  The survey showed that 
a desire for better pay and preferred working hours are among the most common reasons 
that aged care workers leave their jobs.  Aged care is widely perceived to be a low 
status job which offers poor rates of pay.  We heard that in the context of the COVID-19 
pandemic, the strategy employed by one provider to attract more staff to assist during the 
pandemic was to increase pay rates and align them with acute sector pay rates. We heard 
that this strategy worked.188 

187

186

185

Mr Charles Wann, First Assistant Secretary, Aged Care Reform and Compliance, Australian 
Department of Health, emphasised that ‘issues relating to remuneration and working 
conditions are matters for providers as employers’.189 This is true, but the way the 
Australian Government funds the aged care sector directly impacts on how employers 
can negotiate pay and conditions. The Australian Government has, in the past, made 
some attempts to direct a portion of funding towards wages for aged care workers.190 

In announcing one initiative to increase wages, the former Minister for Mental Health 
and Ageing, the Hon Mark Butler MP, said: 

Aged care workers don’t tend to work in the aged care sector for the money, they do 
it because they love the work. But that in itself has to stop being an excuse for paying 
such low wages for such important work.191 

However, these initiatives did not translate into increased wages across the board.192 

Both the Australian Government and providers have a responsibility to lift the employment 
conditions and the status of aged care workers. We cannot rely on the commitment and 
goodwill of workers to build the aged care workforce. The sector needs to work harder to 
be attractive to a broad range of people. It needs to attract people with aptitude for aged 
care work and ensure that they have adequate training. 

The bulk of the aged care workforce does not receive wages and enjoy terms and 
conditions of employment that adequately reflect the important caring role they play. 

About three-quarters of the direct care workforce in aged care are employed on a 
permanent part-time basis. Casual and contract employment is also common.193 In home 
care, in particular, workers have ‘fragmented working hours’, shorter shifts and hold 
multiple jobs.194 Across the economy, participation in on-demand work—also referred to 
as platform or gig economy work—is growing.195 A recent inquiry found that ‘Platform 
work is a statistically small but significant and growing part of the labour market’.196 A shift 
toward this mode of engagement in aged care would mean fewer staff directly employed 
by providers, which has the potential to impact on the consistency and cohesion of care. 
There is limited investment by providers in the workforce to develop the skills of the aged 
care workforce, to nurture them, or to build a workplace culture or multi-disciplinary 
in-house care teams. 
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Aged care workers often lack sufficient skills and training to cater for the needs of older 
people receiving aged care services. Existing training and education systems for personal 
care workers and health professionals do not provide the specific knowledge and skills 
to meet to the needs of older people who require care. We have heard that personal care 
workers often lack skills and have little opportunity for effective training in dementia care, 
palliative care, trauma-informed care, nutrition, medication and falls management.  We  
have also heard that nurses working in aged care may lack sufficient skills and knowledge 
in relation to dementia and geriatrics.   We have heard calls for increased education and 
training for allied health professionals so that they are better equipped to support the 
physical, social and emotional wellbeing of older people.  Peak bodies for dentistry and 
oral health experts want dental practitioners to be better trained to cater to the needs of 
older people.200 

199

198

197

There is no requirement for undergraduate nursing and medicine students to undertake 
placements in aged care during their training—and many do not.201 Their preparedness can 
be greatly enhanced when they undertake good quality clinical placements in aged care.202 

This does not occur enough. As a result, health care is often delivered by professionals 
with little understanding of the particular needs of older people, which can affect the 
quality of care provided. 

There is no minimum mandatory qualification for personal care workers. This means that 
some personal care workers have no formal training. It is certainly the case that not all 
personal care workers have the level of education and training required to provide safe and 
effective care services to older people. Mr Jason Burton from Alzheimer’s WA summarised 
the implications of this for care quality and the ability of staff to provide care that focused 
on the person receiving care: 

Staff training in aged care remains sporadic with no minimum training requirement and no 
national applied competency framework. Despite the complexity of providing high quality 
person centred care to a vulnerable older person, staff are often lacking in the knowledge 
and skills that are required to provide care outside of a task focused institutional paradigm.203 

We heard about the implications of a lack of minimum qualification, or any ongoing training 
or refresher requirement, for personal care workers. For example, Ms Rosemary Dale, a 
personal care worker, expressed concern that a lack of adequately trained workers places 
additional pressure on those who are qualified.  Ms Dale told us about her role training 
new workers through a buddy system. She said that new workers without Certificate III 
training are ‘not aware of what they’re coming for’ and suggested that they need some  
sort of ‘grounding’ or training before they start.205 

204
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Even where personal care workers have undertaken training, witnesses told us that the 
quality and overall duration of vocational education and training courses for personal care 
workers are inconsistent and too often do not focus on the needs of the student and the 
aged care sector.  For example, palliative care is not a core requirement within the current 
Certificate III aged care qualification.  Personal care workers are often required to perform 
the task of nurses but lack the qualifications, training, skills, knowledge and experience to 
do that work appropriately.  As Mr Robert Bonner, Director, Operations and Strategy at 
Australian Nursing and Midwifery Federation (SA Branch), said, ‘we are preparing workers 
at a cert 3 level for roles that are requiring skills, knowledge and competence that are far 
beyond that’.  This has a profound impact on care. 209

208

207

206

In addition to there being poor training, we heard that the aged care sector is one without 
clear career pathways. As Ms Sandra Hills OAM, Chief Executive Officer of Anglican Aged 
Care Services (Benetas), said: 

The aged care sector needs to become a primary and attractive sector for talented individuals 
rather than secondary to the acute sector. This can partly be achieved through the deliberate 
creation of long and rewarding career paths.210 

A recent discussion paper prepared on behalf of the Aged Services Industry Reference 
Committee noted that: ‘Currently it’s challenging for those already within the industry 
to be able to use their existing experience or education to move beyond initial roles’.211 

This needs to change. 

Finally, a key factor relevant to retaining staff members is the level of worker engagement 
in the organisations for which they work. This was one of the findings of the Aged Care 
Workforce Strategy Taskforce, which noted that drawing on staff insights and perspectives 
on the organisation can promote job satisfaction and retention.  Research in the 
early childhood education sector has found that listening to employees can aid in staff 
retention.  This is an area where providers can make immediate changes on the ground 
for their workforce. To do so will require strong leadership and management. Strong 
leadership from within providers is required to attract, engage, develop and retain the  
aged care workforce for the future. 

213

212

The message we have heard is clear: aged care quality and safety is directly dependent 
on the number and quality of the people who provide it. It is clear to us that the quality of 
care that older people receive has been compromised because, all too often and despite 
best intentions, those people who work in aged care simply do not have the requisite time, 
knowledge, skill and support. 
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4.11  Attitudes and assumptions about ageing 
and aged care 

Attitudes and assumptions about older people and aged care can affect the delivery of 
aged care. While there is no doubt that older people are valued, there is some evidence 
that, as a society, we underestimate and devalue older people’s contributions to the 
community.214 Commissioner Briggs considers that ageism is a systemic problem 
in the Australian community that must be addressed. 

Dr Kate Barnett OAM, a social gerontologist, said: 

ageism is just such a prevalent issue in our community and it, I believe, underlies a lot of 
the issues we have with aged care, the system and how it’s designed and what might be 
the implicit meanings behind the way the funding goes…It’s there under the surface the 
whole time. People usually don’t come out and say it like I am now, but there you go.215 

Older people with a disability may receive fewer services through aged care than if 
they qualified for the National Disability Insurance Scheme. Similarly, older people are 
sometimes being refused access to health services, such as Medicare-subsidised mental 
health services or specialist palliative care services, simply because they are in aged 
care.  This is discriminatory. Unlike de-institutionalisation reforms in the disability system,  
institutionalisation and segregation of older people in the aged care system has persisted. 217 

216

Assumptions in society and the aged care sector about the natural process of ageing may 
contribute to a lack of attention on prevention, reablement and maintenance. Some people 
working in the aged care sector may tend to accept that decline is inevitable, and that  
the most that people can wish for as they become more frail and dependent is to be kept 
safe and comfortable. There is a widespread view in the community that living in residential 
aged care will lead to an inevitable decline in control and quality of life as well as general 
unhappiness.218 

A counterpoint to this approach is the disability sector, which has a greater focus on not 
allowing a person’s disability to be a barrier to fuller participation in life.  Ms Kate Swaffer, 
who gave evidence both as a person with direct experience in the aged care system and 
as the Chair and Chief Executive Officer at Dementia Alliance International, described  
her transition from aged care services to the National Disability Insurance Scheme: 

 219

Since transitioning to the National Disability Insurance Scheme (NDIS), which due to all the 
negative media, I was dreading, I can honestly say, for me, it has been an exceptionally positive 
experience...I have been supported to live positively, not only die from dementia. The focus of 
my first assessment was on my goals to live a good life, not just my activities of Daily Living;  
for example, not just a shower rail, or ramp, for when I would need it, which is what the aged 
care sector provided advice on.220 
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When it comes to improving health, some conditions, such as back pain or feelings of 
depression, may be put down to ‘old age’.221 Dr Diane Corser, a clinical psychologist 
working in aged care, said of starting her role: 

It was also challenging overcoming ageism where staff, family, and people residing in aged 
care centre thought mental illness (e.g. depression/anxiety) was a normal part of ageing.222 

Associate Professor Michael Murray, Head of Geriatric Medicine at Austin Health, believed 
that ageism contributed to poor continence care in aged care because incontinence is 
sometimes considered a normal part of ageing.  Dr Joan Ostaszkiewicz, registered nurse 
and Research Fellow at Deakin University in the Centre for Quality and Patient Safety 
Research, referred to research that suggested that incontinence products were being  
used in subacute care on older people who had not had episodes of incontinence: 

223

So I suspect the same is happening in an aged care facility where we have ageist attitudes 
predominate, as they do in society more broadly, and we all know lots of examples of people 
admitted to hospital who are automatically put on a continence product with the assumption  
of just in case or, you know, they’re elderly.224 

Commissioner Briggs notes that the provision of health care more generally may 
also be affected by health practitioner’s prioritising younger people. Mr Ian Yates AM, 
Chief Executive of COTA Australia, expressed ‘concern about discrimination’ in the 
health system. He said: 

Older people are principal customers of that system, but there has been a slow process 
of recognising that they are equal citizens in that system.225 

Mr Yates noted that health practitioners, such as general practitioners and specialists, 
sometimes do not give people in residential aged care the priority they should. 226 

Commissioner Briggs observes that during COVID-19, there were different approaches 
to whether people in residential aged care were transferred to hospital.227 In our special 
report on aged care and COVID-19, we noted that the ‘starting point’ in deciding whether 
a person with COVID-19 is transferred to hospital ‘must be to recognise that equal 
access to the hospital system is the fundamental right of all Australians young or 
old and regardless of where they live’.228 

Associate Professor Lee-Fay Low, Faculty of Medicine and Health at the University of 
Sydney, noted the ‘assumption of narrative foreclosure’ that underlies residential aged 
care—this is the idea ‘that a resident has lived a good life and their life story is over—and 
they are to be maintained safely until death’.  In contrast to this more common approach, 
Ms Josephine Boylan-Marsland and Dr Tim Henwood, both from the home and residential 
aged care provider Southern Cross Care (SA, NT and VIC), told us of their focus on 
maintaining and increasing function through their multidisciplinary allied health program.   

Ms Boylan-Marsland said she believes this approach offers people a ‘better quality  
of life right up until they die. So my goal is to keep people walking until they die’.231 
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Witnesses called for a system that embraced ‘dignity of risk’—one that allows older people 
to make choices about their day-to-day activities, such as going for a walk even though 
they have an increased risk of falls, or eating a soft-boiled egg.232 Associate Professor 
Stephen Macfarlane, Head of Clinical Services at the Dementia Centre, HammondCare, 
said that the current aged care system sometimes focuses on safety at the expense of 
a quality aged care experience that would allow people to take reasonably controlled 
risks to maximise their quality of life.233 

Stereotypes about older people can lead to carers making assumptions about a person’s 
cognitive capacity. Ms  UX told us that staff members assumed that her mother had 
dementia because she was frail and in her 80s.  Ms Daryl Melchhart said: 234

Living in an aged care facility, I have a never ending battle to be seen as a fully competent 
adult. My thoughts and wishes are mostly disregarded by some of the staff and I am treated 
by some of the staff as if I am a child or have dementia.235 

Assumptions about an older person’s cognitive capacity may lead to them being 
excluded from conversations, staff members talking about them as if they are not there, 
not respecting their privacy and speaking about their private medical information in front 
of others. Ms Janette McGuire, a Forgotten Australian, spoke about the lack of dignity, 
privacy and respect she experienced when she spent two weeks in a short-term residential 
aged care facility: 

on several occasions, the social worker based at the facility came up to my bed and talked 
loudly about my personal business in front of other patients and their visitors. People could hear 
what the social worker was saying. I felt this was a breach of my privacy and my dignity.236 

Ms Beryl Hawkins, who receives home care, said: ‘In my experience, people talk 
around me or to my carers as though I can’t understand them. It makes me feel alone’.237 

Ms Beverley Johnson, a woman living in residential aged care, said: ‘Frequently, 
new staff do not introduce themselves and when asked their name, their reply can be, 
“You won’t remember it, dear”’.238 

Some have seen attitudes and assumptions about older people in the language used in 
aged care. Examples of this include when people describe ‘toileting’ a person rather than 
helping them go to the toilet, or when a person going for a walk is ‘wandering’. This kind of 
language is seen by some to position the older person as an object or a ‘job’ that someone 
must complete. Dr Lisa Trigg, Assistant Director of Research, Data & Intelligence at Social 
Care Wales, said: 

‘Abscond, wander, BPSD [behavioural and psychological symptoms of dementia],’ you know, 
these are people who are reacting to what’s going on around them. So those sorts of—that sort 
of language happens—matters. ‘The floor, feeding, toileting,’ you know. How would you feel if 
someone said they were going to toilet you, not help you go to the bathroom?…it’s essentially 
very ageist and very—yeah very inhumane.239 
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The evidence we heard suggests that the approach of many Aboriginal and Torres Strait 
Islander communities to their Elders provides a valuable lesson for all of us. As was 
observed in the Interim Report, Aboriginal and Torres Strait Islander people see Elders as 
central to the future of culture, deserving of respect and entitled to be looked after with 
dignity.240 The wider Australian community can learn from this deep appreciation of older 
people. At the Broome Hearing, Ms Venessa Curnow, an Ait Keodal and Sumu woman and 
the Executive Director of Aboriginal and Torres Strait Islander Health at Torres and Cape 
Hospital and Health Service, said: 

the old people are the ones that teach you how to go out on Country. They teach you all the 
songs, they teach you languages. So you have an innate respect for them and their place in 
community…we…wouldn’t be here without the older people…looking after our older people 
is part of who we are…It’s like our connection to their mother, and their mother before, 
and that’s how we pass down our knowledge through the generations.241 

We would like to see an aged care system in which older people are consistently treated 
equally, with respect, dignity and independence. 

4.12  A reactive model of care 
Our inquiry has revealed that the prevailing model of care in the current aged care 
system is largely reactive. Aged care services are not generally geared towards people’s 
enablement and do not maximise the maintenance and improvement of people’s health.242 

Dr Jennifer Hewitt, a Clinical Physiotherapist and Senior Lecturer and Clinical Educator  
at the University Centre for Rural Health, the University of Sydney, said that in aged care, 
maintenance is ‘something to celebrate’ and that maintaining older people’s ability to 
function is an important goal.  This approach should affect the care people receive. 
Unfortunately, intervention often only occurs when issues arise, and the focus of care  
is on symptoms, not causes. 

243

There have been many examples of reactive care presented through the life of this Royal 
Commission. Physiotherapists were brought in to manage residents’ pain rather than 
being actively involved in maintaining and restoring mobility.  Nutritionists tend to be 
contacted when individual people have a special dietary requirement, or they have a ‘red 
flag’ or ‘trigger’ event, rather than to assist in the development of meal planning to meet 
the specific needs of older people.  Pressure injuries were viewed as typical and to be 
expected in residential care, when they could have been prevented.  Dr Ostaszkiewicz 
expressed concern that the manufacturers of continence products were filling a void in 
continence education, which resulted in promoting the use of incontinence products,  
such as pads, over preventative strategies.247 
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Some expert witnesses and providers said that the current funding structure provides 
incentives for reactive care rather than proactive care.  That is, the current funding 
structure is based on episodic care which does not meet complex health care needs of 
many people in aged care. It is geared toward support that addresses deficits rather than 
building capability. Reactive episodic care is vital and necessary in any well-ordered health 
and care system, but attention needs also to be given to preventative care that could avoid 
the episode occurring in the first place. Ms Lucille O’Flaherty, Chief Executive Officer of 
Glenview Community Services, explained: 

248

we are funded for the amount of medications we’re giving, how many times we shower 
someone, what meals we provide. We’re not funded for how happy a resident is and 
how we’ve reduced their sleep medication because they’re happier and sleeping better.249 

A reactive approach can reduce access to health care services.250 For example, 
Ms Rhonda Payget said that staff members at her mother’s aged care service responded 
to the family’s queries, but lacked the capacity to provide high quality care and attention 
due to the number of residents they had to care for. As a result, a number of Ms Payget’s 
mother’s care needs were only met when family members raised them.251 Ms Payget gave 
an example of a ‘reactive referral’ to a skin specialist only being made after the family 
raised its concern about a skin lesion.252 

Poor and ineffective care planning, particularly in residential aged care, is another sign of 
a system that does not prioritise proactive and planned care. Aged care providers have 
obligations under aged care legislation and the Quality Standards to produce and maintain 
a care plan for people receiving care.253 That plan should be used to determine the health 
and wellbeing needs, goals and preferences of people and to outline how best to meet 
those needs.254 

Yet care plans, at times, are either not made at all, not updated, have errors or gaps in 
information, are not used to inform the delivery of care, or are not well understood by the 
person receiving care and their loved ones. In the Bupa Willoughby Case Study, Ms DI 
explained that she did not realise that her mother had a palliative care plan until a staff 
member mentioned it at a meeting. She said that when she asked for a copy, the care 
plan ‘was just handwritten notes made by the palliative nurse in Mum’s progress notes’.255 

Ms Helen Valier described her experience of a lack of clarity around care plans when her 
late husband was in residential aged care: 

Then I started to become concerned about the lack of a care plan. We didn’t know what 
it involved. He did have a mobility plan. It was tacked to his bathroom door…When we 
did ask staff, they didn’t seem to know…the advice that we got variously was there were 
a number of plans, but nobody seemed to know what they covered.256 

Some family members said they had not been involved in the development of care 
plans, despite having valuable knowledge about the needs of their family members in 
aged care.257 Even when care plans are documented, it does not necessarily equate to 
care provided—just because something is written down in a care plan, does not mean 
a resident actually receives that care.258 
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Too often, witnesses said that in residential aged care, the care plans were prepared 
primarily for the purpose of accessing funding under the Aged Care Funding Instrument.259 

A number of physiotherapists told us of their frustration at not being able to provide the 
allied health care they knew their client needed because they were required to provide a 
limited range of non-evidence based pain management services that were covered under 
the Aged Care Funding Instrument.260 

Deficits in care planning reduce the ability of care staff to deliver appropriate care.261 For 
example, witnesses said that failing to plan for pain management, including appropriate 
medications, can cause people unnecessary pain and suffering.262 Ineffective care planning 
is not good enough in a high quality aged care system. Dr Lisa Studdert, then Deputy 
Secretary, Ageing and Aged Care Group, Australian Department of Health, said that the 
absence of a care plan was a ‘great cause for concern because there is no documentation 
by which you could verify that a recipient—a client was getting appropriate care’.263 

We agree. We are also concerned that care plans may prioritise funding considerations 
over care, are insufficiently detailed and rarely updated, and are not adhered to. 

Older people need and deserve a proactive and preventative approach to their care. 
In the current system, the approach to care does not adequately prevent, support, identify 
and address the underlying causes of health concerns. 

Commissioner Briggs observes that the reactive model of care also extends to an 
insufficient focus on the emotional and social needs of older people. We both agree 
that the dominant models of care delivery in aged care are task-based and focused 
on standardised processes.  This approach to caring can leave people feeling 
depersonalised and like a passive object, rather than as a whole person with emotional and 
social needs. Ms Johnson, who lives in residential aged care, described occasions where 
staff members would enter her room as if she was not there, continuing their conversations 
with each other: ‘Often not a word is said to me. I feel as though I am just an object that 
has to be moved from A to B’.265 

264

A person’s physical and medical care needs may be met, but they may still feel isolated, 
forgotten or bored.266 Mr Anthony O’Donnell, who lives in residential aged care, said: 

The definition of care on both daytime shifts seems to be centred on making sure that there 
is something formally set down to do as a series of tasks. Actual care, as in the connecting 
with residents in order to see to their needs and to interact with them as people, left to the 
summoning of the Carer, or floating carers, by the resident pressing a button and once the 
resident’s immediate need is satisfied it’s off to the next most urgent task or call—leaving the 
parties neither satisfied nor fulfilled. 

In one sense while immediate needs may well be met in this way, if considered objectively  
and without any intrusive thoughts about costs and the like, then such a definition of care  
is little more than is given to our sheep or cattle in the export business.267 

The task-based approach to care reflects a misplaced belief that care is adequate  
so long as a person’s medical and physical needs are met. 
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This issue is exacerbated by demanding workloads for staff which limit opportunities for 
conversation and connection. Staff members can find it distressing that they are not able 
to spend time with the people to whom they provide care.  Most aged care staff want to 
do the best for older people, but find themselves without enough time to provide adequate 
emotional and social support.269

268

 Ms Emma-Kaitlin Murphy, a registered nurse, said: 

I became a nurse because I want to care for people…We’re doing documentation, we’re doing 
medications, and while they’re all equally important parts of a person’s care, it’s fundamental to 
be able to look after and nurture their emotional wellbeing.270 

We conclude that the current system does not sufficiently recognise the importance of 
proactively supporting an older people’s social and emotional wellbeing, instead taking  
a largely ‘hands off’ approach to this aspect of care. 

4.13  The lack of voices of older people
and diverse communities 

When the design and delivery of a service or system does not take account of people’s 
needs, preferences and circumstances, they can exclude and alienate the people they 
seek to assist. This can lead to a one-size-fits-all approach to program design and delivery. 
People receiving aged care and their local communities are not well represented in the 
aged care system. Professor John Pollaers OAM, former Chair of the Aged Care Workforce 
Strategy Taskforce, described aged care as a ‘highly fragmented industry’ with: 

lots of different groups that…hadn’t taken the time to listen to each other’s opinions and points 
of view…and in many ways locked into a contest between government, industry and the unions, 
without really involving the community or the residents and the consumers themselves.271 

This was starkly illustrated by an aged care resident, Ms Johnson, who described  
the difficulties she had being heard and respected in the aged care facility where she  
lived. When asked about representation of residents in aged care facilities, she said: 

Well, I would say, ‘What representation?’ There seems to be very little of it. And, like anyone  
in the community [residents] should have a right as to how you’re treated. And residents,  
it would appear, once they pass through the front door of the facility, give up that right.272 

Ms Noleen Hausler, speaking about her father’s experiences in residential aged care, said: 

The Royal Commission has given an unprecedented voice and opportunity to residents 
and families, and advocates in a safe, respectful environment to be heard and valued.273 

Such a voice should not be unprecedented. It should be routine and used to ensure that 
the system is fulfilling the needs of the people it is designed to provide care for. 
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Other witnesses also commented on the lack of older people’s influence in aged care 
policy development. Mr Glenn Rees, Chair of Alzheimer’s Disease International, said that 
the voice of older people does not reach the Australian Department of Health and that 
some of the documents from national organisations do not always represent the values of 
people who receive aged care and their carers.  According to Mr Rees, ‘the government 
of the day has to look for mechanisms, however difficult, which bring the department  
and the political process face to face with people with dementia, with older people  
more generally’.275 

274

Mr Geoffrey Rowe, Chief Executive Officer at Aged and Disability Advocacy Australia, 
said that the voice of older people is not represented compared with the interests of other 
parties, at both the service and system level.  Mr Rowe said this was apparent in the 
development of the Aged Care Standards: 

276

when I went to consultations and I looked at who was around the table, the minority group were 
the consumers. The majority group were the service providers and other interest groups. And, 
you know, putting it bluntly, I saw people who were wanting to use that instrument not as a tool 
for the aged care consumer, but as a tool that the service provider could use to hold the aged 
care consumer for paying their fees. And that was completely the wrong intent of the document. 
And I think that’s indicative of some of the issues that we’re seeing in the aged care system.277 

Some advocacy groups for older people told us they are often not consulted. For example, 
Ms Swaffer claimed that Dementia Alliance International is ‘almost never consulted by the 
government’.278 Ms Swaffer also said: 

Dementia Alliance International is not influenced by anybody else’s agenda. We’re not influenced 
by what funding or getting funding because we don’t have very much funding. We really are an 
authentic voice, and we’re not out to make friends. We’re out to try and change the world.279 

It is particularly important that the policy developers and aged care providers listen to 
voices from, and community representatives for, groups that are already disadvantaged. 
Ms Samantha Edmonds, Chair of the Aged Care Diversity Sub-Group and Policy and 
Research Manager of the National LGBTI Health Alliance, acknowledged the Australian 
Department of Health’s central role in supporting the work of the Sub-Group but said 
that she ‘sometimes felt that the provider peaks’ voices were given greater consideration 
than the voices of the consumers’.  The Australian Department of Health acknowledges 
that there is disparity in the information it has about access to aged care available 
across different cohorts of people with diverse backgrounds and life experiences.  For 
example, there is limited data on veterans, people experiencing homelessness or at risk 
of homelessness, and people who are financially and socially disadvantaged. There is no 
data on care leavers, parents separated from their children by forced adoption or removal, 
or people from the LGBTI communities.  In the absence of data, it is even more important 
that policy developers work with local communities and representative groups. 

282

281

280

There are many examples of the problems which can be caused by a one-size-fits-all 
approach. For example, much about the design and delivery of home care appears to be 
predicated on the assumption that people own their own home or have safe and secure 
housing.  People working in the aged care sector may also assume an older person is 
able to rely upon the support of friends and family, when this is not always the case.284 

283
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Even when data about disadvantaged groups does exist, it is not sufficient for the 
system manager to rely on this alone. For example, we know that in 2018, the Australian 
Department of Veterans’ Affairs estimated that there were 641,000 living Australian 
veterans.  Of these, approximately 165,000 were Department clients and 55% of those 
were aged 70 years and over.  Mr Nathan Klinge, Chief Executive Officer of RSL Care SA 
Inc., said that while many of the care needs of veterans in aged care align with those of the 
broader population, there are a number of specific differences and challenges to providing 
aged care for veterans.  These factors, which can both predicate and be a barrier to  
entry into aged care, include entry to aged care at a younger age, substance abuse,  
family breakdown, post-traumatic stress disorder and social isolation.288 

287

286

285

While the Veterans’ Supplement in Residential Care is available to aged care providers  
to ensure a veteran’s mental health does not act as a barrier to accessing care, a number 
of factors inhibit the effectiveness of this Supplement. The Supplement is only provided 
for veterans who have a diagnosed service-related mental health condition, yet both 
anecdotal and research evidence suggest that older veterans in particular are more likely 
to deny mental health and psychiatric symptoms.  In any event, we received evidence 
that the $7.08 per resident per day Supplement is not sufficient for an aged care provider 
with extensive knowledge and experience in veteran issues to care properly for this 
population—let alone enough for providers without this specialist capacity.  Closer 
collaboration with veterans and their broader community would assist the Australian 
Government to develop a more proportionate response. 

290

289

Professor Paterson said: 

The absence of strong consumer voice in the aged care system is a notable feature of aged  
care in Australia. The voices of providers are prominent in the Australian system—and appear  
to be highly influential in policy debates, with Ministers, departments, agencies and officials— 
but the voices of consumers, families and consumer advocates are relatively weak.291 

We agree with that view. In overhauling the aged care system, the voices of people 
receiving care must be a priority to ensure that the system remains relevant and 
appropriate for the people it is intended to support. 

An important part of ensuring that people receiving aged care have a strong voice in 
the aged care system, and that they are supported to complain and provide feedback, 
is robust and well-funded advocacy services. However, in Queensland, the aged care 
advocacy services were ‘only supporting less than one per cent of aged care users’, and 
that there was a wait list for advocacy services of up to six weeks.  Without adequate 
advocacy services to support feedback from people receiving care, substandard care may 
not be identified and opportunities to improve services may be missed, contributing to 
systemic failures in aged care. 

292
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4.14  	Ineffective	 regulation	 
The Aged Care Quality and Safety Commission and its predecessors have not 
demonstrated strong and effective regulation. The regulatory framework is overly 
concerned with processes and is not focused enough on outcomes. The system is 
insufficiently responsive to the experiences of older people. The oversight of home care is 
underdeveloped. There is a poor track record—in both home care and residential care— 
on enforcement, and a reactive approach to monitoring and compliance. In the words 
of Pr ofessor Paterson: 

the regulation of aged care in Australia has paid lip-service to the welfare of care recipients.  
The system fails to ensure the provision of safe, high quality care and pays insufficient attention 
to the quality of life of aged care users.293 

The regulatory arrangements lack the transparency, accountability and responsiveness that 
would be expected of a contemporary regulatory regime.294 Overall, the system has not 
provided the assurance of high quality and safe care that older people and the community 
would reasonably expect. 

The oversight of residential providers has relied far too heavily on a three-year cycle of 
accreditation audits against fixed standards.  The three-year cycle of audits is inefficient 
and is not risk-based. It has not been effective in preventing, detecting or responding 
adequately to instances of poor quality care.296 

295 

The current approach to regulation takes insufficient account of other intelligence that 
might point to substandard care, such as the experience of people receiving care, 
complaints, reports of serious abuse or assaults, coronial reports and signs of provider 
financial distress.  Where problems have been identified, the regulator has lacked 
curiosity about underlying patterns of performance and has been too ready to accept  
the assurances of providers in relation to their own performance.298 

297 

The assessments of residential aged care providers are based on a binary ‘met’ or ‘not  
met’ basis.   Assessments of this kind do not permit a meaningful comparison of the 
performance of different services. This is particularly the case in circumstances where 
a high percentage of providers has historically been assessed as meeting all minimum 
standards and outcomes.  As Professor Paterson observed, the binary assessment 
approach does not meet the ‘minimum standards’ of information.  The assessments  
fail to provide enough information to encourage providers to pursue excellence or to 
provide older people with the information they need to judge the quality of care they  
might receive.301 

300 

299

The quality and safety regulatory framework for home care is not strong, despite the 
risks of poor care or abuse being high. The New South Wales Ageing and Disability 
Commissioner, Robert Fitzgerald AM, told us that: 
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The highest risk for older people in the aged care system is within the home. I know all of the 
attention focuses in on the residential settings, and there are high risks in those…But the risks 
that occur at home are quite substantial because there is not the line of sight that you normally 
see in residential services.302 

Ms Janet Anderson PSM, Aged Care Quality and Safety Commissioner, agreed that home 
care services have a risk to clients related to a lack of visibility of the service. She said: 
‘I’m not convinced that our regulatory gaze in home care is as strong as it needs to be’.303 

This is despite the Aged Care Quality and Safety Commission and its predecessors having 
responsibility for home care regulation since 1 July 2014.304 

Ms Gwenda Darling, a person receiving home care, gave evidence that ‘the home care 
system is broken and it seems totally unregulated’.305 In August 2019, Ms Amy Laffan, 
then Assistant Secretary of the Aged Care Quality Regulatory Design and Implementation 
Branch, Australian Department of Health, outlined some gaps and weaknesses in the 
regulation of home care. These included: 

• the absence of any requirement for accreditation against the standards before 
a provider commences providing services 

• quality reviews happen at the providers’ premises rather than in a place 
where the provider delivers care and services 

• the results of quality reviews are not published, while accreditation results 
and re-accreditation audit reports in the residential care context are published 

• an absence of information sharing with other social care systems, 
such as the National Disability Insurance Scheme.306 

In addition, some key quality and safety regulatory tools that are used in residential 
care are either taking longer to be developed in home care or not developed at all. 
These include: 

• quality indicators, which exist for residential care but not home care307 

• differentiated performance ratings, which have been introduced in residential 
aged care, but not home care308 

• a new serious incident response scheme, which is to be introduced in residential 
care in 2021, while work is still ongoing on options for extending the scheme 
to home care309 

• risk profiling tools, where development has been prioritised for residential aged 
care (to commence by 1 July 2020) over home care (not due to commence until 
December 2022)310 

• no accreditation of home care services. 

Ms Anderson also told us in September 2020 that ‘regulatory activity, insofar as you 
would include quality reviews and assessment contacts, have declined’ in relation 
to home care.311 
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It is important that the regulation of home care is effective, particularly given that older 
people want to remain in their homes for as long as possible. That care should be high 
quality and safe. Vulnerable older people living at home have a right to be safe and free 
from abuse. In 2018–19, the Aged Care Quality and Safety Commission conducted 
602 quality reviews of home care services.312 In comparison, it conducted 1248 audits 
of residential aged care services during that time.313 This is despite there being similar 
numbers of services / facilities operating during this period.314 

Another key problem is a weak approach to enforcing the responsibility of providers to 
provide high quality and safe care. The regulator is, amongst other things, an enforcement 
body. It has a responsibility to hold providers to account against the quality and safety 
standards that are set. Exercising enforcement power is an important part of ensuring that 
the regulatory system deters poor quality or unsafe care, and is credible and effective. 
Professor John Braithwaite, a leading expert in regulation, has described aged care 
enforcement in Australia as ‘enfeebled’.315 Providing poor care has rarely had serious 
consequences for providers.316 Governments typically play both a regulation and a funding 
role for aged care. These are different roles and need to be performed with functional 
separation so that concentration on funding does not diminish the regulatory role. 

As discussed above, Ms Carnell and Professor Paterson undertook a review of aged care 
quality regulatory processes in 2017 (the Carnell-Paterson review). They observed that 
only a small number of aged care providers had faced revocation of approved provider 
status, and that ‘severe compliance action is very seldom used in the Australian aged 
care system’.317 

The regulator has rarely used its powers to sanction providers. When it has moved to 
sanction providers, the regulator has applied a remarkably uniform response to non-
compliance that generally focuses on managing the provider back to compliance.   

The one-size-fits-all approach to enforcement suggests a regulator that either lacks an 
appropriate range of enforcement tools or the necessary flexibility and imagination to 
deploy the right sanction to fit the individual case. 

318

Figure 4 illustrates the use of key enforcement powers by the Aged Care Quality and Safety 
Commission and the Australian Department of Health between 2008–09 and 2018–19 
across all types of aged care.319 
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Figure 4: Enforcement options used by the Aged Care
Quality and Safety Commission and the Australian Department
of Health 2008–09 to 2018–19 

Source: Analysis of Exhibit 8-27, Brisbane Hearing, general tender bundle, tab 146, CTH.0001.1000.8094. 

Analysis of the enforcement activity by the quality and safety regulators over time suggests 
a highly varied approach to enforcement in aged care. There is a noticeable dip in 
enforcement activity from 2009–10 to 2015–16. Commissioner Pagone is more concerned 
with the increased activity appearing after 2016–17. The decline before then is consistent 
with the system working effectively such that enforcement had been less necessary. The 
more concerning feature, in Commissioner Pagone’s view, is the sharp increase in 2016, 
which seems to coincide with a freeze on indexation which necessarily resulted in less 
funding being available. That we cannot tell if the drop in enforcement was a good 
or bad sign is itself an indictment of the current arrangements.320 

Commissioner Briggs understands from the evidence available to us that the dip in 
enforcement activity through to 2015–16 is not a sign of a system working effectively. It 
coincided with a significant across-the board reduction in key compliance and monitoring 
activities, specifically a significant drop in the number of review audits and assessment 
contacts, particularly unannounced audits. Over the same period, the number of reportable 
assaults and missing resident reports grew, and the number of complaints remained 
fairly steady.  With this context, the reduction of enforcement activity is suggestive of 
a regulator that has taken its hands off the wheel. It also coincided with the regulatory 
framework’s failure to detect significant failures of care at Oakden Older Persons Mental 
Health Service. The Carnell-Paterson review found that the regulatory system at the time 
was fragmented and inadequate.322 

321
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Since the 2017–18 financial year, there has been a significant increase in the use of the 
regulator’s power to revoke a provider’s accreditation. And, since the 2015–16 financial 
year, there has been an increase in the use of all enforcement powers. Nevertheless,  
it remains the case that the regulator’s approach to enforcement over recent years has  
been relatively weak when considered in light of the harm done to some older people  
as a consequence of poor quality care. 

In addition, the regulator’s enforcement efforts to date have been hampered by the lack  
of flexible enforcement tools and powers. We have heard that the regulatory model would 
be strengthened by having access to a wider range of sanctions, including powers to  
hold directors to account.  We make recommendations to address this in Volume 3.  323

We are concerned that the regulator has had a mindset of managing every provider back  
to compliance. Professor Paterson gave evidence that he thinks this mindset ‘holds  
grave dangers’. Reflecting on the Earle Haven Case Study, Professor Paterson said: 

I think that’s something we were very much aware of in the context of Oakden in 2017, during the 
time of our review, and I have to say, having sat through the evidence on Monday, having looked 
at the transcript for yesterday and then having sat through the evidence this morning, it does feel 
as if there’s still this whole idea that we have a compliance model where we’re trying to manage 
providers back to compliance and we’re very reluctant to go to the apex of the triangle.324 

The Earle Haven Case Study provided an example of where a stronger response by the 
regulator may have resulted in a different outcome. In that case, the approved provider, 
People Care, had a sustained history of far-reaching non-compliance. Mr Anthony 
Speed, the then Acting Assistant Secretary of the Australian Department of Health’s 
Aged Care Compliance Branch, accepted that some of the matters in this case should 
have led to further investigation and consideration of People Care’s suitability as an 
approved provider.325 

We heard evidence that more timely regulatory interventions are required. Ms Bethia Wilson 
AM, Principal of Wilson and Webster Consultancy Services and former Health Services 
Commissioner, Victoria, had been engaged by Bupa to undertake a consumer engagement 
process with older people and their families at a number of Bupa services in Victoria and 
Tasmania. She observed that: 

I think that the regulators…in the cases that we’ve seen were a bit slow to act. It wasn’t until 
the Royal Commission was announced that the sanctions began to be placed on the facilities 
that we visited, and that all happened very, very quickly once it started. So I guess I’m going 
back to that question of why weren’t they sanctioned earlier rather than why are we being 
sanctioned now…I think there needs to be much more scrutiny of the regulator who should be… 
the window to Commonwealth accountability.326 

It is also important for the regulator to take strong enforcement action to send a clear 
message to the sector that substandard care is not acceptable. There should be a 
demonstrated willingness by the regulator to resort to the most serious enforcement 
measures, which in the aged care context are revoking accreditation or approval or 
otherwise taking poor performers out of the system. An underuse of these powers 
risks service providers viewing compliance as voluntary, and the regulator as lacking 
in credibility.327 
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As Dr Trigg said: 

the new Aged Care Quality Standards will only result in better outcomes if other issues are 
addressed, for example, the legislative and enforcement powers of the Quality and Safety 
Commission and the appetite of the Australian government to close poor providers.328 

Enforcement needs to be seen as the key function of the quality regulator. When 
appropriate, the quality regulator must be prepared to flex its ‘regulatory muscle’  
and to impose sanctions for non-compliance.329 

This underuse of enforcement powers provides an example of a lack of energy and drive 
from the regulator. Another example is in its approach to monitoring and compliance 
activities. 

Professor John Braithwaite said the regulator needed to take an inquisitive or ‘detective 
oriented’ approach: 

taking the initiative to seek out evidence from complainants, to seek out evidence from 
advocacy organisations, from community visitors, looking diagnostically at the quality indicators, 
coming to a view holistically about whether this is a high risk facility or not and having those 
conversations.330 

Professor Paterson, reflecting on evidence received in the Earle Haven Case Study,  
said that: 

I think there has been a total lack of curiosity. I think there has been a mechanistic approach 
to the role. It feels as if people have been going through the motions and not looking at what’s 
right there in front of their noses.331 

The requirement to assess against the quality standards on a pass / fail or met / not met 
basis does not encourage, reward or showcase best practice. It does not differentiate 
between ‘the people who have just passed and the people who are excellent’.332 

Proactively seeking the views of older people receiving aged care services is an area 
where the regulator has been slow to implement change. The consumer experience 
interview and report process has the potential to be a powerful tool for the regulator 
to hear from older people about their experiences in aged care. Rather than wait for 
complaints to be made or issues to arise, the regulator can engage directly and proactively 
with people on the ground.333 However, the current consumer experience interview and 
report process provides quite limited opportunities for older people to provide input or 
feedback about their care. We have already outlined the problems in its ability to represent 
the views of people receiving residential aged care accurately. In residential care, there 
is a requirement to interview 10% of people during site audits and review audits.334 A 
recommendation by the Carnell-Paterson review that this should be increased to 20% has 
not been implemented. Ms Laffan said that the 20% requirement was too ‘prescriptive’.335 

The regulator should talk to more people, more often and in ways that elicit accurate 
information about the quality of their care. It should publish the outcomes. 
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In home care, there is no requirement to interview care recipients at all. During the Brisbane 
Hearing, a number of witnesses called for improvements to understanding older people’s 
experience in home care. Ms Gwenda Darling, who accessed home care, said home care 
users should be surveyed for their views on the quality of service as part of the quality 
review process.336 Professors John and Valerie Braithwaite and Professor Toni Makkai 
encouraged the questioning of people receiving home care via phone calls to gauge the 
standard of service.337 We understand that, in the context of the COVID-19 pandemic, 
there have been over 5000 telephone calls made to people receiving home care services.338 

This is a step in the right direction. 

The regulator has recently implemented changes to the consumer experience interview 
process, and changes to the consumer experience report process are anticipated in 2021 
that will enable the reports to be published.339 We hope that these changes will give greater 
voice to older people in aged care and, in particular, home care. 

The compulsory reporting scheme for suspected or alleged assaults in residential aged 
care facilities is another example of a lack of proactive investigation in regulatory practices. 
The compulsory reporting scheme requires approved providers to report suspected or 
alleged assaults to the Aged Care Quality and Safety Commission within 24 hours of 
receiving the allegation.340 Before 1 January 2020, these compulsory reports were made to 
the Australian Department of Health. We heard that information provided to the Australian 
Department of Health was often accepted at face value, without investigation.341 There 
was no requirement on a provider to name alleged offenders, so the Australian Department 
of Health was unable to identify alleged offenders of multiple allegations of assault. This 
approach left older people vulnerable to assault and unsafe practices. There have been 
some changes to the processes around compulsory reporting as part of the transfer of 
those functions to the Aged Care Quality and Safety Commission, but the inability to 
match alleged offender names in reports across the system persists.342 The Australian 
Government recently introduced legislation to replace the existing compulsory reporting 
scheme with a new Serious Incident Response Scheme for residential care.343 

While there have been some recent improvements in the regulatory framework for aged 
care, there are still problems. In particular, there is insufficient regulation of home care, there  
is a need for a consistently proactive and inquisitive approach by the regulator and more 
effort is required to obtain reliable information about older people’s experiences of care. 
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4.15  An absence of transparency | 
Commissioner Briggs 

A lack of transparency is a pervasive feature of the current aged care system. 
The consequences for the quality and safety of care have been profound. 

Useful and relevant information on aged care services is difficult to come by. It remains 
difficult for people to make informed decisions about aged care services they are likely 
to receive. The importance of individual choice has been an enduring theme in aged care 
policy over the past decade or more. However, the exercise of choice requires information 
to inform a conscious selection between alternatives. The limited measures available offer 
few details about the performance of services and providers. 

During the Brisbane Hearing, Professor Paterson criticised the amount of generally 
available information on the quality and safety of services and questioned the ‘secrecy’ of 
information regarding publicly funded providers ‘caring for the most vulnerable members 
of our community’.344 He said that drawing on restricted sources of information led to 
information asymmetry, especially when those sources were the approved providers, and 
where people needed good information they were otherwise ‘completely in the dark’.345 

Without reliable information to support the comparative assessment of providers, 
older people are unable to exercise the choice that would drive improved performance 
over time. But the lack of transparency goes beyond the need to support older people 
to make choices about their care, important though that may be. 

As Dr Ben Gauntlett, Disability Discrimination Commissioner, told us that transparency 
can allow a light to be shone on practices that may otherwise remain hidden.346 Public 
reporting can give a voice to people and provide a force for change. It is disturbing that 
the numbers of young people in residential aged care, the prevalence of the use of physical 
and chemical constraints, the frequency of assaults in aged care and other instances of 
abuse and substandard care have for so long been opaque. 

Information on the outcomes achieved by the aged care system and the performance of 
individual service providers should also be of vital interest to the Australian Government 
and its agencies. Dr Ken Henry AC, a former Secretary of the Treasury, said: 

the sector is not very transparent. I mean, as a client of the system, you wouldn’t know 
the relationship between what you’re paying for and how much it’s costing the provider, 
but then the Government probably doesn’t have much idea either. It does with respect 
to some things but not with respect to everything.347 

The Australian Government needs access to comprehensive data to assess the 
performance and impact of services provided to older people, yet the information on which 
the Australian Government makes aged care decisions is often surprisingly limited. 
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For example, there has been a longstanding lack of detailed and reliable information on 
younger people in residential aged care.348 This information is essential to form a proper 
understanding of the reasons why younger people live in residential aged care, how they 
can be assisted to leave and the policy changes required to ensure that they are not 
forced to return to aged care. 

Dr Bronwyn Morkham, National Director for Younger People in Nursing Homes National 
Alliance, explained: 

The data that is collected is insufficient, it’s not giving us the information we need to know.  
The Australian Institute of Health and Welfare has an aged care data clearing house now which 
takes information that nursing homes submit quarterly on the number of residents they have  
and it provides very imperfect information about these younger people. We don’t know enough 
about them. We don’t know enough about where they came from to go into nursing homes,  
we don’t know what conditions they present with, acutely. We know something but not enough. 
We don’t know if they would like to leave residential aged care, and if they do, where they would 
like to go.349 

Without that understanding, it is more difficult to achieve long-lasting solutions to this 
important issue. 

Despite the direction of billions of dollars of taxpayer and private funds into the aged care 
sector mandated by the Australian Government, there is limited public information on the 
governance and financial position of aged care providers. It is surprisingly difficult to find 
information about the skills and experience of the key personnel responsible for directing 
the delivery of care quality or about the internal governance arrangements and business 
models of aged care providers. 

Financial information that providers are required to supply to the Australian Department 
of Health is not sufficient to enable timely and accurate assessments to be made of the 
financial health of the organisations to which the Australian community has entrusted 
billions of dollars and the care of some of our most vulnerable citizens.  Much of this 
information remains inaccessible to the older people who have been required to invest  
their life savings in Refundable Accommodation Deposits held by providers.  

350

Some of the difficulties in obtaining reliable information on the aged care sector are 
structural. The data is held in a range of systems and repositories controlled by a range 
of bodies from the Australian Government, State and Territory Governments and private 
organisations. The key Australian Government body responsible for integrating data about 
the aged care sector, the Australian Institute of Health and Welfare, acknowledges that 
current data is fragmented and incomplete.  Despite various integration projects across 
these data sources, no single, reliable source exists that is accessible to all who need  
to know about the quality and safety of aged care services in Australia. 

351

The dissemination of information about the aged care sector has also been influenced  
by policy and design choices. Access to the information that does exist is too often 
restricted, or access is bound up in red tape, limiting the scope for external researchers 
and commentators to understand what is happening inside the aged care system and  
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to assess alternative policy and service delivery options. According to Ms Louise York, 
Head of Community Services Group, Australian Institute of Health and Welfare, a key issue 
is not around authority to collate data but authority to release it to an external party.352 

In some cases, secrecy has been hardwired into the system. Under the current 
arrangements, secrecy provisions in aged care legislation restrict disclosure of ‘protected 
information’ about providers.  One of the consequences is that when a complaint is  
made to the Aged Care Quality and Safety Commission about an approved provider,  
the provider’s response is not given to the complainant unless the provider consents.    

Ms Shona Reid from the Aged Care Quality and Safety Commission explained that 
providers are often reluctant to consent to release of the response: 

354

353

it’s not an open and transparent complaints-management kind of best practice if you like, 
within services generally. They are a bit defensive and feel threatened by doing that sometimes, 
and that’s about open disclosure.355 

In other cases, a preference against transparency appears to have been a policy choice 
by governments or their agencies. The need for the quality regulator to have clear 
performance measures and to be assessed against them has been a theme in external 
reports of the aged care sector for almost 20 years.356 Despite this, the quality regulator 
has, until recently, published very little useful information on its regulatory strategies or the 
outcomes it has achieved. The information that it currently provides falls well short of what 
I would regard as acceptable for a contemporary regulator. During the course of this Royal 
Commission, we have required the Australia Government to provide us with up-to-date 
information on compliance and enforcement outcomes and statistics that should already 
have been publicly available. 

The lack of transparency in the aged care system is not a new phenomenon and I am not 
the first to comment on it. Previous reviews and inquiries into aged care have identified 
various information gaps and urged action by the Australian Government.357 

For example, successive reviews and inquiries into the aged care system, since at least 
2004, have proposed better access to provider performance information. These include 
the Hogan review in 2004, the Senate Community Affairs in 2005, the National Health 
and Hospitals Reform Commission in 2009, the Productivity Commission in 2011 and 
the Carnell-Paterson review in 2017.358 The Carnell-Paterson review recommended a star 
rating system that would incorporate information from accreditation audits and Consumer 
Experience Reports into an overall score for each facility.359 

In April 2018, the Australian Government announced that it would increase transparency 
through a publicly available rating against the quality standards.  The Service Compliance 
Ratings system subsequently introduced is far from enough. It does not provide any 
indication of performance against relevant clinical and quality indicators, information on 
staffing levels or information on the experience of older people, their families or advocates, 
as recommended by Carnell-Paterson. 

360
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It is difficult to understand why the Australian Government and the aged care sector  
have been reluctant to introduce measures that would increase transparency about aged 
care for older people. The Government and the aged care sector would also benefit  
from the performance insights that this additional transparency would provide. As 
Professor Paterson told us, the dissemination of performance information encourages 
better performing service providers and puts pressure on poorer-performing facilities  
to improve.361 

The absence of transparency is a significant problem in the aged care system. I consider 
that it has been an important contributing cause of a number of the quality problems that 
we have observed. It has adversely impacted on the choices available to people receiving 
aged care and their families, limited the scope for aged care providers to benchmark 
their performance against their peers, and prevented the community at large from holding 
governments and service providers to account for the quality of the care they deliver. 

4.16  Missed opportunities for research  
and innovation 

Research, evaluation, quality assurance and innovation help to build and maintain high 
quality care. When these activities are not given priority, the quality of care suffers. Aged 
care providers may make decisions about care without an appropriate evidence base.  
They may unwittingly use unproven or unsafe practices. They may miss opportunities  
to improve and excel. At a sector level, research, evaluation and quality assurance can  
help to identify and understand systemic problems and find solutions to them. The current 
aged care system has not adapted well to changing big-picture circumstances, such as  
in the age and health characteristics of those receiving care and the increasing prevalence 
of dementia. 

There have been a number of missed opportunities in research and innovation in the aged 
care sector. First, compared with health research, the field of aged care research struggles 
to compete for research funding grants.  A very small proportion of grants from the major 
government research funds go to research projects that focus on aged care quality and 
safety.  Often innovative models of aged care are not evaluated to assess their safety and 
effectiveness.  Existing evaluations of technological interventions are generally of poor 
quality, limiting an understanding of the usefulness of the intervention for older people.365 

364

363

362

Research on ageing and aged care is a national priority for the Medical Research 
Future Fund, but grant allocations from this fund favour medical and health research.  
Projects that explore the safety and quality of aged care often do not fit neatly within the 
medical and health research field. Research on aged care quality and safety may include 
consideration of medical, health, technological, organisational, environmental, cultural, 
ethical and social issues—or a combination of these. Objectives, questions and methods 
are often co-designed with older people and others who will benefit from the research.  
This makes it valuable because it is driven by the interests of older people and care 
providers to get the most meaningful outcomes for them.  The limited funding available 
for this type of work undermines the volume, scale and impact of it. 

367

366 
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Second, there is no strategy for the translation of research outputs into evidence-based 
best practice and continuous improvement that benefits the whole aged care sector.  
Despite the funding constraints, there are examples of valuable research on aged care 
quality and safety.  But the aged care sector is slow to adapt in response to research, 
partly because it has not had a national, coordinated aged care research strategy and  
a body or network to facilitate research and its translation into everyday practice. 

369

368 

In October 2020, the Australian Government awarded a contract to Flinders University 
to establish the model for an Aged Care Centre for Growth and Translation Research.   
The centre has been designed to ‘address long-standing barriers to the development, 
evaluation and uptake of aged care workforce research’.  While this centre has potential 
to boost research and development into how to improve aged care services, its focus on 
the aged care workforce is too narrow. We are concerned that its research activity will 
exclude other factors that contribute to aged care quality and safety. These include health, 
technological, organisational, environmental, cultural and socioeconomic factors. 

371

370 

A further missed opportunity in the translation of research into practice is that the current 
funding and service models do not support providers who wish to try new practices, 
products, technologies and models of care. We heard that providers are concerned 
about costs, and also see little incentive to accept the risks associated with innovation.372 

Those who do innovate have no incentive to share it with the sector.373 

The adoption of technology in particular is impeded because the cost of initial investment 
can be significant. There are some government grants that providers can access to 
assist with small-scale and short-term innovation projects. However, the current aged 
care funding model does not adequately account for the costs of innovation.  Costs 
may include the purchase of new technological devices and systems and the research, 
evaluation and quality assurance to assess their benefits, as well as training for staff. 
This means that the current funding model does not adequately recognise continuous 
improvement as a general operating cost. On top of these financial barriers, there is no 
particular regulatory incentive for approved providers to strive for more than compliance 
with the minimum care quality standards. There is no system-wide approach to fostering 
innovation that benefits all providers, regardless of their size and means. 

374

Finally, the absence of quality data about older people and their experiences of aged care 
and other related services impedes the research, evaluation, and quality monitoring needed 
for the aged care sector to develop and safely adopt new and better care practices.   

In comparison with other sectors, such as health, the aged care sector has fallen behind 
in the basic measurement of quality of care and outcomes as well as access to data for 
research purposes. Until recently, the Australian Government has not captured robust 
data for the purpose of quality and safety monitoring and to inform continuous quality 
improvement of aged care services.  Since 2019, approved providers of residential care 
have been required to provide information about three quality indicators to the Australian 
Department of Health in accordance with the National Aged Care Mandatory Quality 
Indicator Program.  A further two indicators of quality will be added to the Program 
from July 2021.  However, these provide inadequate insight into aged care quality and 
safety, and data on home care quality is still not collected for basic regulatory purposes. 

378

377
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375
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As we discuss in Chapter 3 of this volume, the Consumer Experience Interviews need 
improvement and there could be better ways to measure quality of life. Data on other 
aspects of the aged care system, such as its workforce and financial performance is 
fragmented and incomplete.379 

This mix of factors has resulted in an aged care sector that is behind the research, 
innovation and technological curves. 

4.17  Poor cooperation across the health 
and aged care systems 

One of the key causes of substandard care in aged care, particularly residential aged care, 
is that people are not consistently receiving the health care they need. As people age they 
are more likely to require the services of primary and allied health professionals. A lack of 
consistent access to appropriate preventative health care will result in avoidable health 
problems and reduce quality of life. 

There are a number of causes for the systemic failures of access to health care, including: 

• a lack of funding for proactive general health care services provided to people 
at their place of residence 

• poor clarity about the respective roles and responsibilities of aged care providers 
and health care providers to deliver health care for people in aged care, particularly 
residential aged care 

• an unwillingness by health care providers to provide their services at a person’s  
place of residence, even though many people receiving aged care find it difficult  
to travel to services 

• poor quality or incomplete clinical handover and communication between 
hospitals and aged care providers, which can result in clinical decisions 
based on misinformation. 

These systemic issues are partially a result of dispersed responsibilities for health care and 
aged care between Australian and State and Territory Governments, within the Australian 
Government, and between health care providers and aged care providers. The Australian 
Government is responsible for the ‘planning, funding, policy, management and delivery of 
the national aged care system’.380 Aged care is delivered by individual private providers and 
community organisations, as well as the States and Territories. The Australian Government 
is also responsible for the funding of large primary care programs, including the Medicare 
Benefits Schedule and the Pharmaceutical Benefits Scheme.381 These schemes provide 
subsidised funding for, respectively, general practitioner consultations and medicines. 
The Australian Government also jointly funds public hospitals and dental services with 
the State and Territory Governments, although the State and Territory Governments are 
responsible for the system management of these.382 The Australian and State and Territory 
Governments separately fund and deliver different aspects of mental health services. 
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This split of responsibilities is reflected in different streams of funding for different aspects 
of health care and aged care. These funding streams for particular types of care, such as 
general practice, aged care, mental health and public hospital care, can become siloed, 
particularly in resource-constrained environments. When this occurs, care provision 
becomes fragmented and service providers pass responsibility for care to other parts of 
the health and aged care system. For example, we heard evidence that State and Territory 
health services do not, at times, provide services to people in residential aged care 
because they see this as an Australian Government responsibility.  Ms Nikki Johnston  
OAM, palliative care nurse practitioner at Clare Holland House, Calvary Public Hospital, 
said that: 

383

Specialist palliative care in Australia is, generally, funded by the States. Commonwealth funds 
home-care packages and residential aged-care. So at the moment there’s many State-run 
services that won’t walk through the front door of a residential-aged-care facility. There’s other 
services that won’t as well—community nursing, wound care, lots of other people that just 
don’t—so that reduces access.384 

The fragmentation between the health care and aged care systems occurs even in areas 
where the Australian Government has sole responsibility. For example, some Medicare 
funded services, such as mental health treatment plans developed by general practitioners, 
are usually not available to people living in residential aged care. Professor Sunil Bhar,  
a psychologist at the Swinburne University of Technology, reflected on this situation: 

The inequity and division between community-dwelling older adults and residential aged  
care residents in accessing Medicare benefits for psychological treatment must cease. 
The division has created confusion in the sector, and an unintended perception that aged 
care residents’ needs for such treatment are less important compared to the needs of their 
community dwelling counterparts.385 

The Australian Government has temporarily allowed access to these Medicare subsidies 
as part of its response to our special report about aged care and COVID-19.386 

The lack of coordination between the health care and aged care systems reflects a focus 
on funding and resource allocation, at the expense of people and people’s health care 
needs. Dr Ellen Burkett, a Fellow of the Australasian College of Emergency Medicine,  
told us that there is a lack of clarity about who was responsible for a resident’s health  
care at any particular point. She said that: 

across the care continuum, at any juncture in the resident’s aged care facility or health care 
journey, it must be clear where the governance for that particular episode of care lies. And there 
must be good and clear handover of governance from one party of responsibility to the other, 
across the transitions of care. …that’s not happening optimally across the country.387 

Dr Nigel Lyons, Deputy Secretary of New South Wales Ministry of Health, similarly outlined 
the importance of clarifying roles and responsibilities across the whole suite of health care 
and aged care services, noting that it is ‘critical…to designing a system that can best 
support the care needs of the residents’.388 The focus of health care providers must be 
on the health care needs of people using aged care. In discussing aged care provided 
in residential care and in a home or community setting, Dr Hewitt said: 
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One factor missing from both settings is the integration of evidence- based management 
strategies that assess the person where they are, with all their health and psychosocial 
needs taken into consideration and developed with the person at the centre of the plan, 
rather than the funding mechanism.389 

People in aged care deserve better than this. They deserve well-coordinated care across 
the aged care and health care systems on an ongoing basis. Ms Jennifer Walton, who 
believed that her mother, when in residential aged care, struggled to access appropriate 
care from general practitioners and to access specialist rehabilitation, told us: 

continuity of care should be the standard, not the exception and it shouldn’t be a fight to get 
consistent care across aged care and health settings. They should work together and provide 
wrap around support for people.390 

It is clear to us that fragmentation and the passing of responsibilities between the aged 
care and health care systems must be dealt with initially at a national, interjurisdictional 
level.391 As Professor Leon Flicker, Professor of Geriatric Medicine, University of Western 
Australia, said: 

In general, one of the things I’ve noticed over the years that if you want something done you 
have to make it very clear at the national level—at the higher levels exactly who’s responsible 
for what and where the money is coming from, otherwise people will retreat from the space.392 

Dr John Wakefield PSM, Director-General of Queensland Health, said that in terms of 
accountability and responsibility for aged and health care, the system is currently designed 
to achieve the adverse outcomes that the Royal Commission has revealed, noting that 
funding drives behaviour.  We agree. 393

As Professor Flicker said, in relation to acute and subacute care, ‘without constant 
attention to this interface there will be a tendency for both Commonwealth and State 
Governments to withdraw’ resources from older people in aged care.  He considered  
that any assumptions that aged care providers would take charge of the provision of  
health care was ‘highly dangerous’ because they have neither the expertise nor the  
desire to do so.  Professor Flicker concluded: 395

394

I have no doubt that without coordination of all levels of government that we will continue 
to see substandard and inappropriate care for the health issues for older people and this 
will be manifested by completely unacceptable sentinel events.396 

We are encouraged that the Australian and State and Territory Governments, under the 
2020–25 National Health Reform Agreement, have agreed to better coordination between 
the ‘health, primary care, disability and aged care systems’ to support ‘positive outcomes 
for people through access to appropriate services, and reductions in avoidable hospital 
admissions, time spent in hospital and premature residential care admissions’.397 This 
is new language at a national level. But language change alone is not enough. We need 
to see this aspirational language implemented. We need to see better service provision. 
Governments, health professionals, health care providers and aged care providers must 
ensure improved access to health care for people in aged care. 
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4.18  Conclusion 
Our examination of systemic problems in the Australian aged care system cannot help  
but paint a gloomy picture. The current state of the aged care system is a fairly predictable 
outcome of the various systemic problems we have identified. This is why significant 
change is required. 

We have not set out the problems with the current system gratuitously. We see this volume 
as a necessary part of explaining how the future aged care system can and should be so 
much better. In examining the systemic failures and the substandard care that flows from 
them, we seek to honour older people and their carers and loved ones who told us about 
their experiences. We also offer our thanks to the many dedicated and compassionate 
people who work in aged care. The current system is failing those people too. 

The delivery of aged care in Australia is not intended to be cruel or uncaring. Many of 
the people and institutions in the aged care sector want to deliver the best possible care 
to older people, but are overwhelmed, underfunded or out of their depth. Their good 
intentions and dedication are a key reason why we have such hope for the future. 

We firmly believe in the potential for a future aged care system that Australia can be  
proud of. Through our recommendations set out in Volume 3, we reimagine and redesign 
the aged care system. Informed by our analysis of the past, the primary building blocks  
of this new aged care system are: 

• an overarching vision for aged care that puts people first 

• a System Governor providing leadership and oversight, and shaping 
the aged care system 

• entitlement to care based on need through an aged care program that is 
responsive to individual circumstances and provides an intuitive care structure 

• a clear understanding of what high quality aged care is, how to deliver 
it and how to measure it 

• a valued, expert workforce of an adequate size 

• access for older people to the primary and allied health care they need 

• a focus on research and innovation 

• an inquisitive and proactive regulator 

• funding that meets the cost of high quality care 

• financing that delivers appropriate funding on a sustainable basis. 
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Commentary

The Survey for the 12 month period ending June 2021 shows a continuing decline 
in the underlying financial performance and sustainability of the residential aged 
care sector. The average operating results for homes in all geographic sectors 
was an operating loss of $8.43 per bed per day after net COVID-19 funding 
support of $3.71 per bed per day (which is unlikely to continue in FY22). 
 
The $10 basic daily fee supplement introduced on 1 July 2021 is welcome relief 
to residential aged care providers, however a component will be required to be 
utilised to supplement additional compliance costs as a requirement of obtaining 
the supplement, and providers will need to ensure that the quality and 
nutritional components of resident food is meeting expectations and is 
continually improved. 
 
Despite the basic daily fee supplement, FY22 is posed to be another challenging 
year for residential aged care providers.  

The COPE (indexation) increase of 1.1% is offset against the Superannuation 
Guarantee Scheme increase of 0.5%, workforce award increases ranging 
between 1.75% to 3.5%, and higher inflation (3.8% for June year-on-year). 
 
Additional specific targeted funding and structural reform is required, and in 
particular with respect to the  accommodation pricing model. The present model 
is inequitable for consumers where there is a distinct financial benefit if an 
incoming resident has access to funding a RAD, and a similar reduced revenue 
stream for providers. The deregulation of the Basic Daily Fee  is also a reform that 
requires further strong consideration. 
 
The home care operating results have improved for FY21, however much of this 
has been driven by reduced costs, particularly direct care staff costs and hours. 
Revenue per client day has marginally increased by 1.4% and revenue utilisation 
has increased by 2.5% (still being a low 87.3%) with unspent funds increasing to 
be an average of $9,855 per consumer (over $1.6 billion in total).  
 
The major reform required for home care is in relation to the funding model, with 
the current arrangements of having large funding differentials between each of 
the package levels being a major contributor to the exponential increase in 
unspent (unutilised) subsidy funding.    

COVID-19 Funding - Financial Effect

Based on the data provided, for residential aged care, COVID-19 revenue exceeded 
COVID-19 expenditure by an average of $3.71 per bed day at the aged care home 
level in the June 2021 12 month period. (for June 2020, revenue exceeded 
expenditure by an average of $2.88 per bed day). 

Table 1: Net COVID-19 benefit/(cost)

  FY20 FY21 

COVID-19 support subsidies and grants $4.48 $11.23

Less Additional COVID-19 Expenditure $1.60 $7.52 

Net COVID-19 benefit (cost) $2.88 $3.71
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FY21 Financial Performance Analysis 

Approved Provider (Organisation) Results 

Net Profit Before Tax (NPBT) The average result (NPBT) per Approved Provider was a $56k surplus. This is an improvement on the prior year average 
result per provider which was deficit of $1,157k. The improvement in total result has been driven by improvement in 
operating result ($464k), increase in net COVID-19 funding ($395k), and increase in net non-recurrent result ($354k). 

Net COVID Result The average net COVID result per provider for FY21 was a surplus of $929k. The FY21 COVID-19 grants were a significant 
support for aged care providers during the pandemic.   

Operating Result The average financial performance continued to remain at unsustainable levels for many providers. The FY21 results show 
that the average operating result per provider was a deficit of $2,055k. This result means that the operations of the sector 
are not recovering the cost of the capital employed. 

The FY21 operating deficit is an improvement of $464k on the FY20 result due to a combination of revenue growth (4.96%) 
and minor staffing and administration efficiencies to reduce costs. 

Operating EBITDA The average operating average EBITDA (cash) result was a small surplus of $941k, which is not sufficient to maintain the 
standard of accommodation and care delivery. Due to the operating result being in deficit the depreciation and financing 
costs are not being recovered. 

The very low EBITDA return is a significant deterrent to future investment in the sector.  
Staff Costs as % of Operating Revenue Aged care operators have managed minor staffing and roster efficiencies for FY21, with staffing costs as a percentage of 

operating revenue being 71.9%. This ratio is marginally down from 72.1% for FY20.  
Depreciation Rate Average depreciation rate of 3.2% (31.25 years effective life) has reduced by 0.2%. We would assess that the depreciation 

rate is low and should be at least 4% pa for buildings and 10% for furniture and equipment.
Profitability Ratios From an investment perspective, the operating surplus return on assets ratio has marginally improved to be negative 

1.28% for FY21 (FY20 negative 1.64%), which places a potential burden on required future capital and equity. The operating 
EBITDA (cash) return on assets has also marginally increased from 0.36% (FY20) to 0.58% (FY21). 

 
Aged Care Financial Report (ACFR) Comparison for FY20

Financial Performance The ACFR aggregate result shows that FY20 was a particular challenging financial year for approved providers, with an 
average NPBT deficit of $637k per provider organisation. The operating result (excludes non-recurrent revenues and 
expenses) was an average deficit per provider of $1.431 million. 

Balance Sheet Liquidity for the ACFR aggregate results has deteriorated to 27.8% in FY20 from 29.6% in FY19. Expectations are that 
liquidity levels are likely to have been maintained for FY21 results due to the COVID-19 financial relief. 
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Listed Entities FY21 Results 

Financial Performance The listed entities average results show that the operating result has declined from $12.36m surplus for FY20 to an 
aggregate $1.87m loss for FY21. The FY21 operating loss has been driven by operating expenditure growth of 4.3%, 
compared to operating revenue growth of 1.6%. 

The net COVID-19 funding of $3.7m and net non-recurrent activities of $5.5m improved the Net Profit Before Taxation 
result to a $6.37m surplus. This is significantly favourable compared to the FY20 NPBT result of a  $131.98m loss. The FY20 
losses were predominantly driven by intangible asset impairments. 

Liquidity Average liquidity for the three listed entities remains highly leveraged, with a 2.5% cash and financial assets coverage to 
total debt at FY21. This level of liquidity remains unchanged compared to the FY20 ratio, also at 2.5% cash and financial 
asset coverage to total debt.  

The COVID-19 support package appears to have protected the listed entities from potential deterioration of their liquidity 
levels. The nature of residential aged care, particularly regarding refundable lump sum accommodation deposits, means 
that liquidity is a very dynamic metric and needs to be monitored. Profitability of the sector is marginal, and resident 
accommodation payment trends have been showing a trend towards shifting from refundable deposits (RADs) to daily 
accommodation payments (DAPs). These payment trends have the potential to apply pressure to the listed entities 
liquidity levels due to the increasing likelihood of net resident liability outflows, caused by RAD paying residents being 
progressively replaced by DAP paying residents, or a combination of both payment types. 

Net Tangible Assets The listed entities have an average net tangible asset deficiency of $254m. They reported an average of $226m in bed 
licenses, and an average of $320m in goodwill. In addition, intangible assets made up approximately 33% of the assets on 
their balance sheets. The listed entities’ aggregate balance sheet position is at a potential risk of deterioration, should 
future aged care reforms cause significant impairment to bed licenses.  

 
Residential Aged Care Results 

Revenue Average ACFI was $187.73 pbd an increase of 3.4% from FY20 ($181.49 pbd)
Everyday living revenue was $54.79 pbd an increase of $1.67% from FY20 ($53.89 pbd) 
Accommodation revenue was $32.86 pbd an increase of 0.89% from FY20 ($32.57 pbd) 
Covid funding support was $11.23 pbd (FY20 $4.48 pbd) 

Expenses Direct care labour costs averaged $134.60 pbd an increase 2.9% from FY20 ($130.83 pbd)
Other direct care costs averaged $29.45 pbd an increase of 12.2%, in part due to effects of additional medical supplies 
relating to covid-19 and to further meet the new quality standards 
Everyday living costs was $64.57 pbd (excluding administration) an increase of 2.3%  (FY20 $63.09 pbd) 
Administration costs was $37.20 pbd an increase of 1.3% (FY20 $36.71 pbd) 
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Operating Result ACFI result declined by $0.91 pbd to a surplus of $9.93 pbd (decline 8.4%) 
Everyday Living result declined by $0.75 pbd to a deficit of $22.29 pbd (including administration) (decline 3.5%)
Accommodation result declined by $0.71 pbd to a surplus of $0.22 pbd (decline 76.3%) 
Operating result was a deficit of $8.43 pbd (FY20 operating deficit $6.90 pbd) 
Operating EBITDAR decreased by $417 per bed per annum to $3,924 pbpa (FY20 EBITDAR $4,341 pbpa)

Additional Trends Direct care minutes (RN/EN/PCA) was 175.81 minutes per resident per day (FY20 was 174.31 minutes)
Occupancy for mature homes declined to 92.4% (FY20, 93.58%) (occupancy based on actual available beds)
Occupancy for all homes decreased to 90.2% (FY20 91.4%) (occupancy based on approved places) 
Supported resident ratio increased by 0.2% to 47.0% (FY20 46.8%)  
Average full RAD received for FY20 was $448,532 (FY20 $433,252) 
Proportion of full RADs received was 27%, full DAPs was 49% and Combinations (RAD/DAP) was 24%

 
Home Care Package (HCP) Results 

Revenue Revenue was $72.08 per client per day an increase of 1.4% from FY20 ($71.08 pcpd) 
Revenue utilisation increased by 2.5% to 87.3% of funding received for FY21 (84.8% for FY20)  

Expenses Direct service costs decreased by $0.35 pcpd (58.4% of total revenue compared to 59.8% at FY20) 
Cost of direct service and brokered/sub-contracted as % of revenue has decreased by 1.3% to 58.4%   
Case management cost as % of revenue has marginally declined to 10.5% of revenue (FY20 10.8% of revenue)   
Administration and support costs represent 22% of revenue (FY20 with 23.7%)

Unspent Funds The amount of unspent funds per client (care recipient) has continued to rise and now averages $9,855 per client (FY20 
$8,841 per client). In aggregate across the sector, this represents in excess of $1.6 billion of funds that have not been 
utilised.

Operating Result Operating results have improved from $3.59 per client per day for FY20 to $6.05 per client per day for FY21. The 
profitability margin has improved from 5.1% for FY20 to 8.4% for FY21. Profitability improvements are being driven by a 
$1 increase in package revenue per client per day, in parallel with efficiency gains in direct service delivery, care 
management and administration.  

Other Trends Average staff hours per week was 5.36 hours (FY20 5.45 hours)
The number of packages has increased 17% (24,688 packages) from Jun-20 to Mar-21
In the same period the number of approved home care operators has increased marginally by 5 approved home care 
providers. There were 934 approved home care providers as at 31 March 2021 
The median package growth rate was 13.8%. The weighted average growth rate of packages was 15.9%
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Equity Summary at FY21 

Table 3: Summary Equity (Balance Sheet) comparison 

 
 
Brief Commentary
Operating Results 

The operating result includes investment income and excludes non-recurrent 
other income (e.g., COVID subsidy, fair value revaluations, donations, 
fundraising etc). Non-recurrent expenses (such as COVID related expenses, 
fair value losses, impairment) have been offset against other non-recurrent 
income 
The operating result has marginally improved, achieving an average deficit by 
approved providers of $2.1m for FY21 (FY20: deficit of $2.5m) 
The improvement is as a direct result of the net covid-19 funding support

The operating result excluding investment income and finance costs was a 
deficit by approved providers of $2.60m for Jun-21 period (deficit of $2.94 for 
Jun-20) 
Operating EBITDA was a surplus of $941k for the 12 months to Jun-21 ($550k 
for 12 months to Jun-20) 
Employee expenses as a percentage of operating revenue remained steady at 
around 71.9% (Jun-20, 72.1%) 

 
Equity 

Net assets and net tangible assets have marginally increased (0.5%) 
Liquid cash assets to debt ratio remains steady at around 32.7%, with the 
increase in refundable loans from residents amounting to a $6.2 million 
increase (7.2% increase) 
Borrowings have increased by $0.4 million (6.5% increase) 
Property assets have increased by $5.4 million per provider (5.0% increase) 
(funded from the growth in resident refundable loans and borrowings) 
The results for the sector indicate that the operating surplus expressed as a 
return on assets employed by approved providers continues to stress the 
ongoing financial sustainability challenges of the current operating 
environment 
COVID-19 stimulus and other non-current activities have helped to offset the 
operating shortfalls for FY21. The average Net Profit before Tax (NPBT) is a 59k 
surplus. This is a $1.2m improvement on the FY20 result which was a $1.16m 
NPBT loss 
For survey approved providers Intangible bed licences have reduced $270k 
(negative 9% decrease on FY20). This indicates some approved providers are 
recognising that future reforms around the allocation of bed licenses will likely 
result the future devaluation of bed licenses held on the balance sheet.  
The listed entities hold significant amounts of intangible assets in the form of 
goodwill and bed licenses. They have an average Net Tangible Assets of 
negative $223m 
The listed entity liquidity levels remain extremely leveraged with 2.5% cash and 
financial asset coverage to debt. In the month of July 2021, Japara was acquired 
by Calvary Care, a large Not-for-Profit Provider 
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5. GLOSSARY 
Accommodation Result  
Accommodation Result is the net result of accommodation revenue 
(DAPs/DACs/Accommodation supplements) and expenses related to capital items 
such as depreciation, property rental and refurbishment costs.  It no longer 
includes costs associated with recurrent repairs and maintenance and motor 
vehicles. 

ACFA  
Aged Care Financing Authority - the (former) statutory authority which provides 
independent advice to the government on funding and financing issues, informed 
by consultation with consumers, and the aged care and finance sectors. 

ACFI Revenue  
Aged Care Funding Instrument (ACFI) revenue includes the subsidy received from 
the Commonwealth and the means-tested care fee component levied to the 
resident. ACFI revenue includes the additional care supplement subsidies and 
some specific grant (not capital) funding.  

ACFI Result 
ACFI Result represents the net result from revenue and expenses directly 
associated with care. It includes ACFI and Supplements (including means-tested 
care fee) revenue less total care expenditure, and this includes an allocation of 
workers compensation and quality and education costs.   

ACH (Facility) Result 
This refers to the Operating Result may also be referred to as the net result or the 
NPBT Result.  

ACH EBITDAR 
The same as Facility EBITDAR. The starting point for this calculation is the Aged 
Care Home (Facility) Result which is the combination of the Care and 
Accommodation results. It excludes all “provider revenue and expenditure” 
including fundraising revenue, revaluations, donations, capital grants and sundry 
revenue. It also excludes those items excluded from the EBITDAR calculation 
above.  

This measure is more consistent across the aged care homes (facilities) because it 
excludes all those items which are generally allocated at the aged care home 
(facility) level on an inconsistent and arbitrary basis depending on the policies of 
the individual provider. 

Administration Costs  
Administration Costs includes the direct costs related to administration and 
support services and excludes the allocation of workers compensation and quality 
and education costs to ACFI and everyday living.  

Aged Care Home 
Individual discrete premises that an approved provider uses for residential aged 
care. “Aged Care Home” is the term approved at the Department of Health; in 
some contexts, “facility” is used, with an identical meaning. 

Averages 
For residential care all averages are calculated using the total of the raw data 
submitted for any one-line item and then dividing that total by the total occupied 
bed days for the aged care homes in the group. For example, the average for 
contract catering across all homes would be the total amount submitted for that 
line item divided by the total occupied bed days for all aged care homes in the 
Survey. 

For home care all averages are calculated using the total of the raw data submitted 
for any one-line item and then dividing that total by the total client days for the 
programs in the group. For example, the average for sub-contracted and brokerage 
costs across all programs would be the total amount submitted for that line item 
divided by the total client days for all programs in the Survey. 

Average by line item 
This measure is averaged across only those aged care homes that provide data for 
that line item.  All other measures are averaged across all the homes in the 
particular group. The average by line item is particularly useful for line items such 
as contract catering, cleaning and laundry, property rental, extra service revenue 
and administration fees as these items are not included by everyone. 
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Bed Day 
The number of days that a residential care place is occupied in the Survey period. 
Usually represents the days for which an ACFI subsidy or equivalent respite subsidy 
has been received. 

Benchmark 
We consider the benchmark to be the average of the First 25% in the group of 
programs being examined. For example, if we are examining the results for aged 
care homes (facilities) / programs in Band 4, then the benchmark would be the 
average of the First 25% of the aged care homes (facilities) / programs in Band 4. 

Benchmark Bands 
Residential Care 
Based on Average ACFI + Care Supplements (including respite) ($ per bed day): 

Band 1 - Over $195 
Band 2 - Between $180 and $195 
Band 3 - Between $165 and $180 
Band 4 - Under $165 

Home Care 
Based on Total Revenue (Direct Care + Brokered + Case Management + 
Administration) ($ per client day): 

Band 1 - Under $47 
Band 2 - Between $47 and $67 
Band 3 - Between $67 and $87 
Band 4 - Over $87   

Care Result  
This is the element of the aged care home (facility) result that includes the direct 
care expenses and everyday living costs and administration and support costs. It is 
calculated as ACFI Result plus Everyday Living Result minus Administration Costs.  

Dollars per bed day 
This is the common measure used to compare items across aged care homes 
(facilities). The denominator used in this measure is the number of occupied bed 
days for any home (facility) or group of homes (facilities). 

Dollars per client day 
This is the common measure used to compare items across programs. The 
denominator used in this measure is the number of client days for any programs 
or group of programs. 

EBITDAR 
This measure represents earnings before interest (including investment revenue), 
taxation, depreciation, amortisation and rent. The calculation excludes interest 
(and investment) revenue as well as interest expense on borrowings. EBITDAR is 
used for residential care analysis only, whereas Home Care uses EBITDA only. 

The main reason for this is to achieve some consistency in the calculation. Different 
organisations allocate interest and investment revenue differently at the “aged 
care home (facility) level”. To ensure that the measure is consistent across all 
organisations we exclude these revenue and expense items. 

EBITDAR per bed per annum  
Calculation of the overall aged care home (facility) EBITDAR for the financial year 
to date divided by the number of operational beds in the aged care home (facility).   

NPBT  
Net Profit Before Tax. For the context of the Survey reports, NPBT is referred to as 
Operating Result or net result or, in the aged care home (facility) analysis, as the 
ACH Result (Aged Care Home, or Facility) Result.  

Facility 
An aged care home is sometimes called a “facility” for convenience. The Facility 
Result is the result for each aged care home being considered. Often called Aged 
Care Home and abbreviated to ACH. 

Everyday Living Result  
Revenue from Basic Daily Fee plus Extra or Optional Service fees less Hotel Services 
(catering, cleaning, laundry), Utilities, Motor Vehicles and regular Property & 
Maintenance (includes allocation of workers compensation premium and quality 
and education costs to hotel services staff). 
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Home Care Packages (HCP)
Home Care results (NPBT) are distributed for the Survey period from highest to 
lowest by $ per client per day ($pcd). This is then divided into quartiles - the First 
25% is the first quartile, second 25%, third 25%, fourth 25% and the average of 
each quartile is reported. The First 25% represents the quartile of programs with 
the highest NPBT result. 

Residential Care 
The Residential Care results are distributed for the Survey period from highest to 
lowest by Care Result. This is then divided into quartiles - the First 25% (the first 
quartile), second 25%, third 25%, fourth 25% and the average of each quartile is 
reported. The First 25% represents the quartile of homes with the highest Care 
Result.  

Location - City 
Aged care homes have been designated as being city based according to the 
designation by the Department of Health in their listing of aged care services. 
Those that were designated as being a “Major City of Australia” have been 
designated City. 

Location - Regional 
Aged care homes have been designated as being regionally based according to the 
designation by the Department of Health in their listing of aged care services. 
Those that were designated as being an “Inner Regional”, “Outer Regional” or 
“Remote” have been designated as Regional. 

Survey is the abbreviation used in relation to the Aged Care Financial Performance 
Survey. 
 
 
 
 
 
 
 
 

Data Collection Process 

Data Cleansing Process 
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Survey Data and Metrics 

Residential Data Set
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Home Care Data Set 

 
 

3527



Aged Care Financial Performance Survey Sector Report (June 2021)
© 2021 StewartBrown       Page | 33 

StewartBrown Contact Details 
 
For further analysis of the information contained in the Survey report please contact our specialist analyst team 
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Key changes for providers from 1 January 2020:  

Aged Care Quality and Safety Commission Rules 

From 1 January 2020, the Aged Care Quality and Safety Commission 

Rules 2018 (Commission Rules) have changed. 

The aged care regulatory functions of the Secretary of the Department of Health have been 

transferred to the Aged Care Quality and Safety Commissioner (the Commissioner), 

establishing a new regulatory framework for the Commission. This ensures that the 

Commissioner has the full suite of regulatory functions from entry, quality monitoring and 

compliance to exit (if required) for providers of aged care services. 

Amendments to the Commission Rules have been implemented to support the transition of 

regulatory functions. The amendments focus on the following key outcomes: 

• integrate and remove duplication in the management of non-compliance with the Aged

Care Quality Standards (Quality Standards)

• establish a regulatory framework with graduated and escalating responses to non-

compliance

• streamline existing performance assessment processes, providing greater clarity to

consumers and transparency of decision making for providers.

Who do the Commission Rules apply to? 

• Approved providers of residential aged care services, home care services and short-

term restorative care services.

• Service providers of Commonwealth-funded aged care services (this includes

Commonwealth Home Support Programme and National Aboriginal and Torres Strait

Islander Flexible Care Program (NATSIFACP) services).

What are the changes from previous regulatory arrangements? 

The key changes to the Commission Rules are outlined below. More detailed information 

and fact sheets on these changes will be progressively added to the Commission’s website. 

TAB 9
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1. Quality Assessment and Monitoring  

Assessment team and Commission reports 

• Arrangements for reporting about performance assessments are now more consistent. 

• New terminology has been implemented to delineate between the report developed by 

the Assessment Team and the final performance report developed by the Commissioner.   

• Following a performance assessment, the assessment team will prepare either a site 

audit report, review audit report, quality audit report or assessment contact report. 

The report will outline the team’s assessment of performance against the Quality 

Standards (Not Met/Met findings at the Standard and requirement level). The report will 

be given to the Commission and to the provider for a response.  

• Within 28 days after the Commissioner is given a copy of the relevant report, the 

Commission prepares a ‘performance report’. The performance report will outline the 

delegate’s decisions regarding compliance against the Quality Standards (Non-

compliant/Compliant at the Standard and requirement level). The report may also 

include areas for improvement.  

• From 1 January 2020, the performance report is published on the Commission website 

following a site audit or a review audit. 

• From 1 July 2020, all performance reports developed following an assessment contact 

(performance assessment) or quality review will also be published on the Commission 

website.  

Quality Reviews of home services 

• The terminology used to describe the process for assessing a home service provider’s 

performance during a quality review has changed from ‘site visit’ to ‘quality audit’.  

• The quality audit process is more closely aligned to the process for site audits and review 

audits. 

• At the completion of the quality audit, the Assessment Team develops a ‘quality audit 

report’ (previously termed an ‘interim report’).  

Assessment contacts  

• Assessment contacts will be used to assess a provider’s performance against the Quality 

Standards or to monitor the quality of care and services provided by a provider. This 

change more directly supports the Commissioner’s monitoring regulatory functions. 

• The Commission is now able to make assessment contacts with any provider of any 

service, including a previously accredited service. This change allows the Commission to 

monitor approved providers whose accreditation has been revoked but where they are 

still delivering care. 
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• For providers operating a residential service and a home service, a single assessment 

contact covering all those services may be conducted at the same time.  

• The Commission may notify providers of arrangements for assessment contacts, but this 

is no longer a requirement under the Commission Rules. 

 

2. Dealing with Non-Compliance  

Directions relating to areas for improvement and plans for continuous    

improvement 

• The Commission Rules no longer require that providers are notified of a timetable for 

improvement (TFI) when areas for improvement are identified in order for the Quality 

Standards to be met.  This provision has been removed from the Rules.  

• As a transition arrangement, any TFI set under the previous Commission Rules will 

continue to be managed administratively and services can expect a performance 

assessment after the previously advised TFI expiry date.  

• The Commission may identify areas for improvement that a provider must make to 

ensure the Quality Standards are complied with, and where necessary, direct the 

provider to revise its plan for continuous improvement (PCI).  

• Risk-based monitoring and management of the non-compliance is then determined 

based on the nature of non-compliance and the level of risk to consumers, what is 

known about the provider, and the information in the providers revised PCI.  

Notices of Non-compliance and enforceable sanctions  

• The Commission’s response to non-compliance is proportionate to the level of assessed 

risk. A direction to revise the PCI will not be issued where a risk assessment indicates 

that other compliance pathways are more appropriate. These other pathways include 

enforceable regulatory actions taken by the Commission such as issuing a Non-

Compliance Notice or Notice of Decision to Impose Sanctions. This removes duplicative 

processes. 

Escalating non-compliance where there is risk of harm to consumers  

• The serious risk provisions have been removed from the Commission Rules as the 

Commission has new powers for monitoring and enforcing compliance under the Aged 

Care Quality and Safety Commission Act 2018 (as amended). These new powers include 

identifying where there is immediate and severe risk to consumers and considering 

whether to impose sanctions. This removes duplication in considering evidence of 

potential harm to consumers. 

• Assessment teams continue to be alert to potential failure in the quality of care and 

services, and risk of harm to consumers. They will escalate to a delegate of the 
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Commissioner, evidence regarding risk. This may result in a risk assessment and 

escalation for consideration of immediate and severe risk and enforceable regulatory 

actions. 

3. Accreditation  

Reaccreditation of certain previously accredited services (recommencing  

services) 

• Certain previously accredited services (i.e. those with no consumers) may now be 

re-accredited as if they were a commencing service, removing the need for a site audit 

to be conducted for re-accreditation. 

Deemed accredited services 

• A flexible care service providing short-term restorative care in a residential setting may 

now be a ‘deemed accredited service’ in circumstances where the provider of a flexible 

care service is allocated flexible care places under Div 14 of the Aged Care Act 1997, and 

the flexible care places are being provided in an accredited service. 

Reconsideration timeframes 

• The timeframe for reconsideration of certain regulatory reviewable decisions has been 

extended from 14 to 28 days. 

Where can I find out more? 

You can read the Commission Rules here. 

Refer to the Commission’s website for updates and additional fact sheets on the key 

changes to the Commission Rules.  
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Person-centred care

A person’s care experience is influenced by the way they are treated as a person, and
by the way they are treated for their condition. The ultimate goal of our health system
is to deliver high-quality care that is safe, of value and to provide an ideal experience
for patients, their carers and family.

Person-centred care is widely recognised as a foundation to safe, high-quality
healthcare. It is care that is respectful of, and responsive to, the preferences, needs
and values of the individual patient.

It involves seeking out, and understanding what is important to the patient, fostering
trust, establishing mutual respect and working together to share decisions and plan
care.

Key dimensions of person-centred care include respect, emotional support, physical
comfort, information and communication, continuity and transition, care coordination,
involvement of carers and family, and access to care.

There is good evidence that person-centred approaches to care can lead to
improvements in safety, quality and cost effectiveness, as well as improvements in
patient and staff satisfaction. More information about the evidence for person-centred
approaches to care can be found in Patient-centred care: Improving quality and safety
through partnerships with patients and consumers.

To achieve person-centred care healthcare providers, organisations and policy-makers
need to work in partnership with consumers.

Partnering with consumers recognises the value of the consumer voice, and the need
for consumer experience and expertise to help shape decisions about health care at
the level of the system, service and individual.

Topics

Back to top

TAB 10
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Health literacy  NSQHS Standards (second edition)  Partnering with consumers

Person-centred health care

Back to top
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Serious Incident Response Scheme

If you have a Serious Incident Response Scheme (SIRS) enquiry, you can:

call us for free on 1800 081 549 9 am to 5 pm (AEST) Monday to Friday; 8 am to 6 pm
(AEST) Saturday to Sunday

email us at sirs@agedcarequality.gov.au

On this page:

New SIRS decision support tool

What is the Serious Incident Response Scheme (SIRS)?

Why is the SIRS important?

How does the SIRS work?

What is a reportable incident?

Reporting timeframes

How do I report an incident?

When did the SIRS commence?

The role of the Commission under the SIRS

Guidance material for aged care providers

How the SIRS relates to other aged care requirements

SIRS resources

Contact

This page details the Serious Incident Response Scheme (SIRS) for aged care providers.

For information on SIRS for aged care consumers please visit the SIRS consumers page

New SIRS decision support tool

TAB 113535
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On 1 October 2021, we launched the SIRS decision support tool to make it easier and faster for
you to determine the difference between Priority 1 and Priority 2 reportable incidents.

The tool asks you a series of simple questions about an incident to help you decide whether it
must be reported to the Commission.

Go to the SIRS decision support tool

What is the Serious Incident Response Scheme
(SIRS)?
The Serious Incident Response Scheme (SIRS) is an initiative to help prevent and reduce
incidents of abuse and neglect in residential aged care services subsidised by the Australian
Government.

The SIRS sets out arrangements for approved providers of residential aged care and �exible
care delivered in a residential setting to manage and take reasonable action to prevent
incidents with a focus on the safety, health, well-being and quality of life of consumers.

Approved providers must have an effective incident management system (IMS) in place and to
use this to continuously improve the management and prevention of incidents.

In addition to the IMS, providers must notify the Commission when 8 types of reportable
incidents occur.

Reportable incidents must always be reported within set timeframes depending on the level of
impact to the consumer. Please refer to the ‘How does the SIRS work?’ section below for more
details.

My Aged Care Provider Portal

These reportable incidents must be lodged on the new SIRS tile on the My Aged Care Provider
Portal

For information on using the My Aged Care Provider Portal visit the Department of Health's My
Aged Care – Service Provider Portal Resources

Why is the SIRS important?
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Senior Australians have the right to feel safe and live digni�ed, self-determined lives free from
exploitation, violence and abuse.

In addition, there are also speci�c rights and protections for consumers who are receiving
government-subsidised aged care services.

The SIRS aims to:

strengthen aged care systems to reduce the risk of abuse and neglect

build providers’ skills so they can better respond to serious incidents

enable providers to review incident information to drive improvements in quality and
safety

reduce the likelihood of preventable incidents from reoccurring

ensure people receiving aged care have the support they need.

How does the SIRS work?
The SIRS has 2 key components:

incident management obligations

reportable incident obligations.

Incident management obligations

The SIRS requires every residential aged care service to have in place an effective incident
management system – a set of protocols, processes, and standard operating procedures that
staff are trained to use.

This means adopting a systematic approach to minimising the risk of, and response to,
incidents that occur in a residential care setting.

An incident management system is vital in supporting residential age care services to
effectively manage risks and protect the safety of their consumers, visitors and staff.

Reportable incident obligations

There are 8 types of reportable incidents involving aged care consumers that must be reported
to the Commission and the police if the incident is of a criminal nature.
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What is a reportable incident?
Under the SIRS, there are 8 types of reportable incidents:

Unreasonable use of force – for example, hitting, pushing, shoving, or rough handling a
consumer

Unlawful sexual contact or inappropriate sexual conduct – such as sexual threats against
a consumer, stalking, or sexual activities without consumer consent

Neglect of a consumer – for example, withholding personal care, untreated wounds, or
insuf�cient assistance during meals

Psychological or emotional abuse – such as yelling, name calling, ignoring a consumer,
threatening gestures, or refusing a consumer access to care or services as a means of
punishment

Unexpected death – where reasonable steps were not taken by the provider to prevent
the death, the death is the result of care or services provided by the provider or a failure
by the provider to provide care and services

Stealing or �nancial coercion by a staff member – for example, if a staff member coerces
a consumer to change their will to their advantage, or steals valuables from the consumer

Inappropriate use of restrictive practices – where it is used in relation to a consumer in
circumstances such as:

where a restrictive practice is used without prior consent or without notifying the
consumer’s representative as soon as practicable

where a restrictive practice is used in a non-emergency situation, or

when a provider issues a drug to a consumer to in�uence their behaviour as a form
of restrictive practice

Unexplained absence from care – where the consumer is absent from the service without
explanation and there are reasonable grounds to report the absence to the police.

The Commission must be noti�ed of all reportable incidents. This includes incidents that occur,
or are alleged or suspected to have occurred, and includes incidents involving a care recipient
with cognitive or mental impairment (such as dementia).

Incidents that are not one of the 8 reportable incident types listed above are not required to
be reported to the Commission. However, depending on the circumstances, they may need to
be reported to another government body.

Approved providers should always consider their local regulatory environment when
determining whether an incident must be reported and to whom.
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All incidents that occur in the provision of care, whether reportable or non-reportable, must be
managed in line with a service’s incident management system.

Reporting timeframes
If a reportable incident occurs or is alleged or suspected to have occurred, the provider must
immediately act to protect the safety and wellbeing of those involved.

The approved provider must classify the incident as either Priority 1 or Priority 2 based on:

the incident type

the impact on the consumer

whether there are reasonable grounds to report the incident to the police.

The priority of the incident determines when it must be reported to the Commission.

Priority 1 reportable incidents

Priority 1 reportable incidents must be reported to the Commission within 24 hours of the
provider becoming aware of the incident.

Priority 1 reportable incidents are reportable incidents:

that have caused or could reasonably have been expected to cause, a consumer physical
or psychological injury or discomfort that requires medical or psychological treatment to
resolve, or

if there are reasonable grounds to contact the police, or

when there is the unexpected death of a consumer or a consumer’s unexplained absence
from the service.

Reporting to the police

All reportable incidents involving instances of unexplained absence from care, unexpected
death of a consumer, or where there are reasonable grounds to report the incident to the
police, must be classi�ed as Priority 1 reportable incidents.

For example, an incident involving unlawful sexual contact is always a Priority 1 incident which
must be reported to the Commission within 24 hours of the incident, or the provider becoming
aware of the incident, and should be reported to the police.
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Priority 2 reportable incidents

Priority 2 reportable incidents are those that do not meet the criteria for a Priority 1 reportable
incident.

Providers must report Priority 2 reportable incidents to the Commission within 30 days of
becoming aware of it occurring.

How do I report an incident?
Providers must report incidents using the SIRS tile on the My Aged Care Provider Portal.

Providers should make sure staff have training and access to the portal to submit reports on
time.

For information on using the My Aged Care Provider Portal visit the Department of Health's My
Aged Care – Service Provider Portal Resources

When did the SIRS commence?
The SIRS was introduced in two stages.

Stage 1

The �rst stage came into effect on 1 April 2021 and requires residential aged care providers to
have an effective incident management system in place and to report all Priority 1 reportable
incidents to the Commission within 24 hours of becoming aware of them occurring.

Stage 2

The second stage began on 1 October 2021 and requires residential aged care providers to
report all Priority 2 reportable incidents to the Commission within 30 days of becoming aware
of them occurring, as well as Priority 1 reportable incidents.

The role of the Commission under the SIRS
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The Commission is responsible for administering the SIRS and receives and assesses reportable
incident notices from residential aged care providers to determine the type of response
required.

The Commission has the power to take regulatory action(s) if appropriate to address non-
compliance with provider responsibilities.

It also has new powers to issue compliance notices for suspected non-compliance with the
SIRS obligations.

The Commission will continue to publish information regularly on the operation of the SIRS,
and these updates will be expanded over time.

Guidance material for aged care providers

Serious Incident Response Scheme: Guidelines for residential
aged care providers

Guidelines for residential aged care providers describes the responsibilities of providers in
relation to the SIRS. It includes information on:

the requirements relating to incident management, response, and prevention

the types of reportable incidents that must be noti�ed to the Commission

the requirements for making a noti�cation, including what must be noti�ed and when

the role of the Commission in managing reports and ensuring providers are notifying and
responding to reportable incidents.

Effective incident management systems: Best practice guidance

This guidance provides information for providers to help them to develop and embed a best
practice incident management system which enables them to respond to and manage speci�c
incidents and near misses by assessing:

what happened

how and why it happened

what can be done to reduce the risk of recurrence and support safer care

what was learned

how the learning can be shared.
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Insight reports

This is a series of reports drawing on information from serious incident noti�cations of the
SIRS.

We always encourage providers to examine their own reporting patterns and arrangements in
comparison with sector averages.

Provider roundtable outcome summaries

The Commission hosted virtual provider roundtables on 9 June 2021 and 9 November 2021.

The SIRS provider roundtable outcomes summaries below document the key issues, ideas and
comments that emerged from this event.

June 2021 roundtable

November 2021 roundtable

How the SIRS relates to other aged care
requirements
The SIRS sits alongside, and complements, other legislative requirements that aged care
providers must meet.

All providers must comply with the Aged Care Quality Standards which clearly outline the
standards of care a person can expect as an aged care consumer.

For example:

Standard 8: Organisational governance requires approved providers to have in place
effective risk management systems and practices that enable them (among other things)
to manage high-impact risks associated with the care of consumers, and to identify and
respond to abuse and neglect of consumers

Standard 6: Feedback and complaints requires approved providers to demonstrate
(among other things) that an open disclosure process is used when things go wrong in
providing care for consumers

A provider is also legally required to help consumers understand their rights under the Charter
of Aged Care Rights.
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Taken together, these requirements reinforce the importance of aged care providers having an
effective incident management system in place to better protect the safety, health, well-being
and quality of life of its consumers.

SIRS resources
Visit our dedicated SIRS provider resources page.

Contact
If you have an enquiry about the SIRS, you can:

call us for free on 1800 081 549 between 9 am and 5 pm (AEST) Monday to Friday or 8 am
to 6 pm (AEST) Saturday to Sunday

email us at sirs@agedcarequality.gov.au
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People's care needs in aged care

Australia’s aged care system o�ers a variety of services to support people as

their care needs change.

Last updated: 22 June 2021.
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For a downloadable summary of the information in this topic, view the People's care needs in

aged care factsheet. 

Types of aged care available in Australia

The aged care system o�ers a continuum of care under three main types of service (for

more information on any of these services see the Report on the Operation of the Aged

Care Act):

There are also several types of �exible care available that extend across the spectrum from

home support to residential aged care:

For more information on aged care services in Australia see the Report on the Operation

of the Aged Care Act, or visit the Department of Health website.

Home support (Commonwealth Home Support Programme), which provides entry-level

services focused on supporting individuals to undertake tasks of daily living to enable

them to be more independent at home and in the community.

Home care (Home Care Packages Program), which is a more structured, more

comprehensive package of home-based support, provided over four levels.

Residential aged care, which provides support and accommodation for people who have

been assessed as needing higher levels of care than can be provided in the home, and the

option for 24-hour nursing care. Residential care is provided on either a permanent, or a

temporary (respite) basis.

Transition care, which provides short-term care to restore independent living after a

hospital stay

Short-term restorative care, which expands on transition care to include anyone whose

capacity to live independently is at risk

Multi-purpose services, which o�er aged care alongside health services in regional and

remote areas

Innovative Care Programme which includes a range of programs to support �exible ways

of providing care to target population groups

National Aboriginal and Torres Strait Islander Flexible Aged Care Program, which provides

culturally-appropriate aged care at home and in the community.
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Care needs in the community

Some aged care services provide care to people while they live in the community. In general,

individuals receiving these services have lower-level care needs than those living in permanent

residential care.

Home support provides mostly entry-level care services to people requiring extra assistance at

home. For more information about home support, visit the home support dashboard.

In 2019–20:

Home care provides varying levels of care to individuals based on their assessed care needs.

Home care packages are available at 4 levels, from Level 1 (suitable for basic care needs) through

to Level 4 (suitable for high-level care needs).

At 30 June 2020:

The most commonly used home support service was domestic assistance (22% of people), and

the least used were personal care (5% of people) and specialised support services including

continence, dementia, vision and hearing advisory services and client advocacy (4% of people).
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The majority of home care was delivered in Level 2 packages (41%), followed by Level 4 (27%),

Level 3 (21%), and Level 1 (12%).
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The distribution of home care packages was similar across Australian states and territories,

although Level 4 packages were most common in Western Australia (44% of packages) and least

common in New South Wales (23% of packages).
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Care need assessments for community-based aged care

The My Aged Care platform is a website and contact centre that serves as the starting point

for accessing Government-subsidised aged care services in Australia. Following an initial

screening through My Aged Care, people may be directed to a home support or

comprehensive assessment.

Home support assessments are conducted by Regional Assessment Services (RAS) for

people seeking low-level support for independent living. Comprehensive assessments are

conducted by Aged Care Assessment Team (ACAT) assessors for people seeking support for

care needs greater than the Commonwealth Home Support Programme can provide for.

The ACAT can assess for entry to Home Care Packages, short-term care options, and

residential aged care.

For more information regarding aged care assessments, visit the My Aged Care

assessments page.
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Care needs in permanent residential care

Permanent residential care provides up to 24-hour care for people who need ongoing assistance

with everyday tasks and health care, and who can no longer live independently in the community.

At 30 June 2020:

Return to content list

Just over 183,700 people living in permanent residential care had a current Aged Care Funding

Instrument (ACFI) assessment.

Almost everyone living in permanent residential care was assessed as having some care needs

for activities of daily living and complex health care, and 96% of people had some care needs for

cognition and behaviour.

Most people in permanent residential care had high care need ratings in at least one care

domain (63% of people for activities of daily living, 65% of people for cognition and behaviour,

and 54% of people for complex health care).

High care need ratings when �rst entering permanent residential care were most common for

activities of daily living (54% of people), followed by cognition and behaviour (49% of people) and

complex health care (42% of people).

Care need ratings in permanent residential care

The Aged Care Funding Instrument (ACFI) is a tool for assessing the care needs of people

entering and living in permanent residential aged care. The tool is used to allocate

government funding to residential aged care service providers based on the needs of the

people in their care, regardless of the actual care planning or care provided by the service

to the assessed individual.

The ACFI contains 12 questions and two diagnostic sections used to assess how much

assistance a person needs in a range of areas. The ACFI is not a comprehensive assessment;

it is focused on factors that a�ect the cost of care. Needs are classi�ed under the 3 funding

domains

with four ratings for each domain

activities of daily living (ADL), including questions relating to nutrition, mobility, personal

hygiene, toileting and continence,

cognition and behaviour (BEH), including questions relating to cognitive skills, wandering,

verbal behaviour, physical behaviour and depression,  and

complex health care (CHC), including questions relating to the need for assistance with

administering medications, and need for management of complex health care

procedures,
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Residential care needs by age

Although the majority of people using aged care services are aged 65 and over, younger people

can also access these services. In permanent residential care, people in di�erent age groups have

di�erent patterns of care needs.

with four ratings for each domain

The rating on each of the ACFI domains is based on the scores on the 12 underlying

questions. The ratings across the ACFI domains determine the amount of funding the

residential aged care provider receives per day per person in their care. People assessed as

having nil or minimal care needs in a particular domain receive no funding for that domain.

Reappraisals can be undertaken as a person’s needs change.

To �nd out more about the ACFI and subsidy amounts, see the Department of Health

website.

nil

low

medium

high
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At 30 June 2020:

Return to content list

Residential care needs by sex

Men and women living in permanent residential care di�er in their care needs. Compared with

men, women have a greater proportion of high care ratings in most domains.

At 30 June 2020:

High care need ratings for activities of daily living were most common among older people (80%

of people aged 100 and over) and least common among younger people (55% of people aged

65–69).

High care need ratings for cognition and behaviour were most common among younger people

(76% of people aged 55–59) and least common among older people (59% of people aged 100

and over).

High care need ratings for complex health care were highest among both the youngest (61% of

people 0–49) and the oldest (65% of people aged 100 and over) age groups.
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Residential care needs by age and sex

The age pro�les of men and women in permanent residential care di�er. This is re�ected in their

di�ering care needs.

At 30 June 2020:

Twice as many women had an ACFI assessment on record than men (122,200 compared with

61,500).

Compared with men, women were more likely to have high care need ratings for activities of

daily living (65% compared with 59%) and complex health care (55% compared with 51%).

Women and men had a similar proportion of high care ratings for cognition and behaviour (65%

and 64%, respectively).

The increase in high care need ratings associated with older age in both activities of daily living

and complex health care was more noticeable for women than men—71% of men aged 100 and

over had high care need ratings in activities of daily living compared with 82% of similarly aged

women.

In cognition and behaviour, the decrease in high care need ratings associated with older age was

more noticeable for men than women—61% of women aged 100 and over had high care need

ratings compared with 49% of similarly aged men.
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Residential care needs over time (�rst assessment)

The proportion of people assessed as having high care needs when they �rst enter permanent

residential care has increased. Expand the Care need ratings in permanent residential

care section for more on the limitations of ACFI. See also COVID-19 and people's care needs. 

Trends over the decade from 2010–11 indicate that:

Return to content list

High care ratings when �rst entering permanent residential care have become more common

for activities of daily living (from 35% to 54% of people) and cognition and behaviour (from 33%

to 49% of people). Ratings for complex health care have �uctuated.

Low and nil care need ratings became less common in all three domains, with the largest

decrease in nil care ratings for complex health care (from 14% to less than 1% of people), and

the largest decrease in low care ratings for activities of daily living (from 33% to 12%).
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Residential care needs by dementia status

People with dementia tend to have higher care needs than people without dementia. These

di�erences are also re�ected in care need ratings as assessed by the ACFI.

To learn more about how dementia a�ects people in Australia, see the AIHW Dementia webpage.

At 30 June 2020:

Return to content list

The majority of people with dementia (80%) and almost half (46%) of people without dementia

were assessed as having high care needs for cognition and behaviour.

The proportion of high care need ratings for activities of daily living was also greater among

people with dementia (67% compared with 58%).

The smallest di�erence in care need ratings was for complex health care—55% of people

without dementia and 52% of people with dementia received a high rating.
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Residential care needs of Aboriginal and Torres Strait

Islander people

The target population for aged care (that is, all people aged 65 years and over and Aboriginal and

Torres Strait Islander people aged 50–64) acknowledges the younger age structure and di�ering

care needs of the Aboriginal and Torres Strait Islander population in Australia.  Indigenous and

non-Indigenous Australians using aged care services di�er in their age and sex pro�les.

You can learn more about these di�erences on the People using aged care GEN topic page. You

can also learn more about Indigenous Australians in aged care by viewing the Indigenous

Australians Dashboard, or learn about the health and welfare of Indigenous Australians on the

AIHW website.

At 30 June 2020:

Return to content list

Compared with non-Indigenous people, Indigenous people had lower assessed care needs for

activities of daily living (57% compared with 63% high care ratings) and complex health care (45%

compared with 54%).

The proportion of high care need ratings in cognition and behaviour was similar for both

Indigenous and non-Indigenous people (66% and 65%).
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Residential care needs of people from culturally and

linguistically diverse backgrounds

Many older Australians, including those living in permanent residential care, were born overseas,

speak a variety of languages, may not speak English �uently or have di�erent religious or cultural

practices. These can in�uence how people access and engage with aged care services, as well as

how their care needs are assessed while using aged care. Expand the Care need ratings in

permanent residential care section for more on the limitations of ACFI assessments. Due to data

availability, this section focuses on country of birth and preferred language as measures of cultural

and linguistic diversity.

At 30 June 2020:
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Compared with people born in Australia or other English-speaking countries, people born in

non-English-speaking countries were assessed as having higher care needs in each domain. For

example, in cognition and behaviour, high care needs were recorded for 72% of people born in

non-English speaking countries, compared with 62% of people born in Australia and 66% of

people born in other English-speaking countries.

Similarly, care need ratings were highest among people who preferred to speak languages other

than English—74%, 68% and 57% of people were assessed as having high care needs in

cognition and behaviour, activities of daily living, and complex health care, respectively.
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Residential care needs in states and territories

The care need ratings of people living in permanent residential care vary across Australia, although

variability in how ACFI assessments are used may also contribute to these di�erences.

At 30 June 2020:

Return to content list

Western Australia had the highest proportion of high care need ratings for activities of daily

living (70% of people) and cognition and behaviour (75% of people), while Victoria and South

Australia had the highest proportions of high care need ratings for complex health care (both

59% of people).

Medium and low care need ratings were most common for activities of daily living in the

Australian Capital Territory (46% of people), for cognition and behaviour in South Australia and

Tasmania (both 42% of people), and for complex health care in New South Wales (51% of

people).
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Explore people’s care needs

Use the interactive table below to explore the care needs of people using permanent residential

care by age group, sex, Indigenous status, preferred language, country of birth and geography

(state and territory).

If you are interested in accessing a con�dentialised data set that includes selected information

about care needs in permanent residential aged care in Australia by state and territory please see

the relevant Con�dentialised Unit Record File available on GEN.

Return to content list
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COVID-19 and people’s care needs

Australia has faced signi�cant challenges during the COVID-19 pandemic. COVID-19 illness can be

more serious for people who have pre-existing health conditions, including older Australians.

COVID-19 a�ected health care services in many ways. Residential aged care services locked down

and restricted visitors throughout much of 2020. This reduced activity and social interaction is

likely to have negatively a�ected the wellbeing and functional abilities of people using aged care

services, especially those living in residential care where lockdowns were strictest. COVID-19 also

particularly a�ected people with dementia, and the con�nement measures brought about

accelerated cognitive and psychological declines among some in this group.

The data presented here are to 30 June 2020, spanning the early months of the COVID-19

pandemic and associated restrictions in Australia. The extent of pandemic-related impacts will be

clearer in future data releases.
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For further information related to aged care and COVID-19, including access to advice and support

resources, see the Australian Government’s My Aged Care website. To access additional

information about types of care and the care needs they cater for, see My Aged Care’s types of

care page. For more information on COVID-19-related changes to aged care assessments, see the

My Aged Care assessment page.

Back to top of page
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This publication provides the complete set of AQF 
policies and objectives and information about the 
governing and monitoring arrangements for the AQF.

The primary audiences for the publication are organisations that develop qualifications and those that are
authorised through government legislation in Australia to accredit and/or issue AQF qualifications and must
use the AQF for these purposes.

For these uses, the publication should be read in conjunction with the guiding resources provided by the
AQF Council. These are available on the AQF website.

Other AQF stakeholders will use this document for information about Australian qualifications.  
AQF Council resources that provide introductory information about the AQF are also available on 
the AQF website.

The publication may be copied and printed, in full or part, if used for its intended purposes. The publication
can be obtained from the AQF website in print ready format.

Permission to use any part of the document for other purposes must be granted by the AQF Council.  
An application for the use of components of the document or the graphics can be obtained from the AQF
website.

Permission to use the AQF logo for certification documentation (see AQF Qualifications Issuance Policy) is
automatically granted to any organisation authorised under Australian legislation to issue AQF qualifications.
Specifications for the reproduction of the AQF logo must be obtained from the AQF website.

The Australian Qualifications Framework Second Edition January 2013 is the current edition of the AQF and
is effective from 1 January 2013. It includes amended Graduate Certificate and Graduate Diploma
qualification types, updated information on the regulatory arrangements for the AQF, and minor editorial
changes.  

Introduction
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Australian Qualifications Framework

Objectives of the AQF

The objectives of the AQF are to provide a contemporary and flexible
framework that: 

• accommodates the diversity of purposes of Australian education
and training now and into the future

• contributes to national economic performance by supporting
contemporary, relevant and nationally consistent qualification
outcomes which build confidence in qualifications

• supports the development and maintenance of pathways which
provide access to qualifications and assist people to move easily
and readily between different education and training sectors and
between those sectors and the labour market

• supports individuals’ lifelong learning goals by providing the basis for
individuals to progress through education and training and gain
recognition for their prior learning and experiences

• underpins national regulatory and quality assurance arrangements
for education and training

• supports and enhances the national and international mobility of
graduates and workers through increased recognition of the value
and comparability of Australian qualifications

• enables the alignment of the AQF with international qualifications
frameworks.
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Australian Qualifications Framework

The AQF was first introduced in 1995 to underpin the
national system of qualifications in Australia encompassing
higher education, vocational education and training and
schools.

The users of the AQF span each education and training
sector: schools, vocational education and training and
higher education and include the accrediting authorities
and institutions providing education and training. The many
AQF stakeholders include industry and its representative
bodies, unions, professional associations and licensing
authorities and governments. Ultimately students,
graduates and employers, both Australian and international,
benefit from the quality qualifications that are built on the
requirements of the AQF.

In Australia, education and training is a shared responsibility
of all Commonwealth, State and Territory governments.
Education, training and employment ministers collectively
own and are responsible for the AQF.

In 2011, under the leadership of the AQF Council, the AQF
was revised to ensure that qualification outcomes remain
relevant and nationally consistent, continue to support
flexible qualifications linkages and pathways and enable
national and international portability and comparability of
qualifications.

At this time, education, training and employment ministers
approved the revisions to the AQF and re-confirmed that it
is Australia’s national qualifications policy and its
importance in underpinning confidence in Australia’s
education and training system.

The objectives of the AQF are to provide a contemporary
and flexible framework that: 

• accommodates the diversity of purposes of Australian
education and training now and into the future

• contributes to national economic performance by
supporting contemporary, relevant and nationally
consistent qualification outcomes which build
confidence in qualifications

• supports the development and maintenance of
pathways which provide access to qualifications and
assist people to move easily and readily between
different education and training sectors and between
those sectors and the labour market

• supports individuals’ lifelong learning goals by providing
the basis for individuals to progress through education
and training and gain recognition for their prior learning
and experiences

• underpins national regulatory and quality assurance
arrangements for education and training

• supports and enhances the national and international
mobility of graduates and workers through increased
recognition of the value and comparability of Australian
qualifications

• enables the alignment of the AQF with international
qualifications frameworks.

The AQF provides the standards for Australian
qualifications. It is an integrated policy that comprises: 

• The learning outcomes for each AQF level and
qualification type

• The specifications for the application of the AQF in the
accreditation and development of qualifications

• The policy requirements for issuing AQF qualifications
• The policy requirements for qualification linkages and

student pathways
• The policy requirements for the registers of:

- organisations authorised to accredit AQF
qualifications

- organisations authorised to issue AQF qualifications
- AQF qualifications and qualification pathways

• The policy requirements for the addition or removal of
qualification types in the AQF, and

• The definitions of the terminology used in the policy.

The accreditation of AQF qualifications, the authorisation of
organisations to issue them and the ongoing quality
assurance of qualifications and issuing organisations is
legislated within Australian jurisdictions.

Verification of AQF qualifications and the organisations
authorised to issue them is through the AQF Register.

The Australian Qualifications Framework (AQF) is the national
policy for regulated qualifications in Australian education and
training.  It incorporates the qualifications from each education 
and training sector into a single comprehensive national
qualifications framework.
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AQF Levels Criteria and 
AQF Qualification Type Descriptors
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The AQF levels define the relative complexity and depth of
achievement and the autonomy required of graduates to
demonstrate that achievement. In the AQF there are 
10 levels with level 1 having the lowest complexity and 
AQF level 10 the highest complexity. The levels are defined
by criteria expressed as learning outcomes.

AQF qualification type is the nomenclature used in the 
AQF to describe each discipline-free category of AQF
qualifications. Each qualification type is defined by a
descriptor expressed as learning outcomes. There are 
14 AQF qualification types from across all education and
training sectors and each, with the exception of the Senior
Secondary Certificate of Education, is located at one of the
10 levels.

The learning outcomes are constructed as a taxonomy of
what graduates are expected to know, understand and be
able to do as a result of learning. They are expressed in
terms of the dimensions of knowledge, skills and the
application of knowledge and skills.

Knowledge is what a graduate knows and understands. It
is described in terms of depth, breadth, kinds of knowledge
and complexity, as follows:

• depth of knowledge can be general or specialised
• breadth of knowledge can range from a single topic to

multi-disciplinary area of knowledge
• kinds of knowledge range from concrete to abstract,

from segmented to cumulative
• complexity of knowledge refers to the combination of

kinds, depth and breadth of knowledge.

Skills are what a graduate can do. Skills are described in
terms of the kinds and complexity of skills and include:

• cognitive and creative skills involving the use of intuitive,
logical and critical thinking

• technical skills involving dexterity and the use of
methods, materials, tools and instruments

• communication skills involving written, oral, literacy and
numeracy skills

• interpersonal skills and generic skills.

Application of knowledge and skills is the context in which
a graduate applies knowledge and skills. Specifically:

• application is expressed in terms of autonomy,
responsibility and accountability

• the context may range from the predictable to the
unpredictable, and the known to the unknown, while
tasks may range from routine to non routine.

The criteria for each level and the descriptor for each
qualification type include the three dimensions of the
learning outcomes.  The levels criteria are expressed
broadly to allow for more than one qualification type to be
located at the same level. The descriptor for each
qualification type is more specific to underpin consistency
in graduate outcomes for the qualification type regardless
of the discipline.

A volume of learning is included as an integral part of the
descriptor for each qualification type. The volume of
learning is a dimension of the complexity of the qualification
type. It identifies the notional duration of all activities
required for the achievement of the learning outcomes
specified for a particular AQF qualification type. It is
expressed in equivalent full-time years.

Generic learning outcomes are incorporated into
qualifications in the development process and their
application is specific to the education or training sector.
Generic learning outcomes are the transferrable, non
discipline specific skills a graduate may achieve through
learning that have application in study, work and life
contexts. The four broad categories of generic learning
outcomes recognised in the AQF are:

• fundamental skills, such as literacy and numeracy
appropriate to the level and qualification type

• people skills, such as working with others and
communication skills

• thinking skills, such as learning to learn, decision
making and problem solving

• personal skills, such as self direction and acting with
integrity.

AQF Levels Criteria and 
AQF Qualification Type Descriptors

The organising framework for the AQF is a taxonomic structure 
of levels and qualification types each of which is defined by a
taxonomy of learning outcomes. The taxonomic approach is
designed to enable consistency in the way in which qualifications
are described as well as clarity about the differences and
relationships between qualification types.

Australian Qualifications Framework Second Edition January 2013 11
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AQF levels summaries and learning outcomes criteria

Summary

Knowledge

Skills

Application

of

knowledge

and skills

Graduates at this level
will have knowledge and
skills for initial work,
community involvement
and/or further learning

Graduates at this level
will have foundational
knowledge for everyday
life, further learning and
preparation for initial
work

Graduates at this level
will have foundational
cognitive, technical and
communication skills to:
• undertake defined

routine activities
• identify and report

simple issues and
problems

Graduates at this level
will apply knowledge and
skills to demonstrate
autonomy in highly
structured and stable
contexts and within
narrow parameters 

Graduates at this level
will have knowledge and
skills for work in a
defined context and/or
further learning 

Graduates at this level
will have basic factual,
technical and procedural
knowledge of a defined
area of work and learning

Graduates at this level
will have basic cognitive,
technical and
communication skills to
apply appropriate
methods, tools, materials
and readily available
information to: 
• undertake defined

activities
• provide solutions to a

limited range of
predictable problems

Graduates at this level
will apply knowledge and
skills to demonstrate
autonomy and limited
judgement in structured
and stable contexts and
within narrow
parameters 

Graduates at this level
will have theoretical and
practical knowledge and
skills for work and/or
further learning 

Graduates at this level
will have factual,
technical, procedural and
some theoretical
knowledge of a specific
area of work and learning

Graduates at this level
will have a range of
cognitive, technical and
communication skills to
select and apply a
specialised range of
methods, tools, materials
and information to: 
• complete routine

activities
• provide and transmit

solutions to predictable
and sometimes
unpredictable problems

Graduates at this level
will apply knowledge and
skills to demonstrate
autonomy and judgement
and to take limited
responsibility in known
and stable contexts
within established
parameters 

Graduates at this level
will have theoretical and
practical knowledge and
skills for specialised
and/or skilled work
and/or further learning

Graduates at this level
will have broad factual,
technical and some
theoretical knowledge of
a specific area or a broad
field of work and learning

Graduates at this level
will have a broad range
of cognitive, technical
and communication skills
to select and apply a
range of methods, 
tools, materials and 
information to: 
• complete routine and

non-routine activities
• provide and transmit

solutions to a variety 
of predictable and
sometimes unpredictable
problems

Graduates at this level
will apply knowledge and
skills to demonstrate
autonomy, judgement
and limited responsibility
in known or changing
contexts and within
established parameters 

Graduates at this level
will have specialised
knowledge and skills for
skilled/paraprofessional
work and/or further
learning  

Graduates at this level
will have technical and
theoretical knowledge in
a specific area or a broad
field of work and learning

Graduates at this level
will have a broad range
of cognitive, technical
and communication skills
to select and apply
methods and
technologies to: 
• analyse information to

complete a range of
activities

• provide and transmit
solutions to sometimes
complex problems

• transmit  information
and skills to others

Graduates at this level
will apply knowledge and
skills to demonstrate
autonomy, judgement
and defined responsibility
in known or changing
contexts and within
broad but established
parameters 

Level Level 1 Level 2 Level 3 Level 4 Level 5
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Graduates at this level
will have systematic and
critical understanding of
a complex field of
learning and specialised
research skills for the
advancement of learning
and/or for professional
practice 

Graduates at this level
will have systemic and
critical understanding 
of a substantial and
complex body of
knowledge at the frontier
of a discipline or area of
professional practice 

Graduates at this level
will have expert,
specialised cognitive,
technical and research
skills in a discipline area
to independently and
systematically: 
• engage in critical

reflection, synthesis
and evaluation 

• develop, adapt and
implement research
methodologies to
extend and redefine
existing knowledge or
professional practice  

• disseminate and
promote new insights
to peers and the
community

• generate original
knowledge and
understanding to make
a substantial
contribution to a
discipline or area of
professional practice

Graduates at this level
will apply knowledge and
skills to demonstrate
autonomy, authoritative
judgement, adaptability
and responsibility as an
expert and leading
practitioner or scholar 

Graduates at this level
will have broad
knowledge and skills for
paraprofessional/highly
skilled work and/or
further learning  

Graduates at this level
will have broad
theoretical and technical
knowledge of a specific
area or a broad field of
work and learning 

Graduates at this level
will have a broad range
of cognitive, technical
and communication skills
to select and apply
methods and
technologies to:
• analyse information 

to complete a range 
of activities

• interpret and transmit
solutions to
unpredictable and
sometimes complex
problems

• transmit information
and skills to others

Graduates at this level
will apply knowledge and
skills to demonstrate
autonomy, judgement
and defined
responsibility: 
• in contexts that are

subject to change 
• within broad

parameters to provide
specialist advice and
functions 

Graduates at this level
will have broad and
coherent knowledge and
skills for professional
work and/or further
learning 

Graduates at this level
will have broad and
coherent theoretical and
technical knowledge with
depth in one or more
disciplines or areas of
practice 

Graduates at this level
will have well-developed
cognitive, technical and
communication skills to
select and apply
methods and
technologies to:
• analyse and evaluate

information to complete
a range of activities

• analyse, generate and
transmit solutions to
unpredictable and
sometimes complex
problems 

• transmit  knowledge,
skills and ideas to
others

Graduates at this level
will apply knowledge and
skills to demonstrate
autonomy, well-
developed judgement
and responsibility: 
• in contexts that require

self-directed work and
learning 

• within broad
parameters to provide
specialist advice and
functions

Graduates at this level
will have advanced
knowledge and skills for
professional/highly skilled
work and/or further
learning 

Graduates at this level
will have advanced
theoretical and technical
knowledge in one or
more disciplines or areas
of practice 

Graduates at this level
will have advanced
cognitive, technical and
communication skills to
select and apply
methods and
technologies to:
• analyse critically,

evaluate and transform
information to complete
a range of activities

• analyse, generate and
transmit solutions to
complex problems 

• transmit knowledge,
skills and ideas to
others

Graduates at this level
will apply knowledge and
skills to demonstrate
autonomy, well-
developed judgement,
adaptability and
responsibility as a
practitioner or learner

Graduates at this level
will have specialised
knowledge and skills for
research, and/or
professional practice
and/or further learning 

Graduates at this level
will have advanced and
integrated understanding
of a complex body of
knowledge in one or
more disciplines or areas
of practice 

Graduates at this level
will have expert,
specialised cognitive and
technical skills in a body
of knowledge or practice
to independently: 
• analyse critically, reflect

on and synthesise
complex information,
problems, concepts
and theories 

• research and apply
established theories to
a body of knowledge or
practice 

• interpret and transmit
knowledge, skills and
ideas to specialist and
non-specialist
audiences  

Graduates at this level
will apply knowledge and
skills to demonstrate
autonomy, expert
judgement, adaptability
and responsibility as a
practitioner or learner 

AQF levels summaries and learning outcomes criteria 

Summary

Knowledge

Skills

Application

of

knowledge

and skills

Level Level 6 Level 7 Level 8 Level 9 Level 10
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Qualification type      Senior Secondary Certificate      Certificate I Certificate II                            Certificate III
of Education

The Certificate I qualifies
individuals with basic functional
knowledge and skills to
undertake work, further learning
and community involvement

Graduates of a Certificate I will
have basic fundamental
knowledge and understanding in
a narrow area of work and
learning 

Graduates of a Certificate I 
will have:
• basic skills to participate in

everyday life and further
learning

• cognitive and communication
skills to receive, pass on and
recall information in a narrow
range of areas

• technical skills involving the
use of tools appropriate to the
activity and use of basic
communication technologies

Graduates of a Certificate I 
will demonstrate the application
of knowledge and skills:
• with some autonomy in defined

contexts and within established
parameters

• in contexts that may include
preparation for further learning,
life activities and/or a variety of
initial routine and predictable
work-related activities including
participation in a team or work
group 

The volume of learning of a
Certificate I is typically 
0.5 – 1 year

The Certificate II qualifies
individuals to undertake mainly
routine work and as a pathway
to further learning

Graduates of a Certificate II will
have basic factual, technical and
procedural knowledge in a
defined area of work and
learning 

Graduates of a Certificate II 
will have:
• cognitive skills to access,

record and act on a defined
range of  information from a
range of sources

• cognitive and communication
skills to apply and
communicate  known solutions
to a limited range of
predictable problems 

• technical skills to use a limited
range of equipment to
complete tasks involving
known routines and
procedures with a limited
range of options 

Graduates of a Certificate II 
will demonstrate the application
of knowledge and skills:
• with some accountability for

the quality of own outcomes
and  some responsibility for
own outputs in work and
learning

• with limited autonomy and
judgement in the completion of
own defined and routine tasks
in known and stable contexts 

• with limited autonomy and
judgement to complete routine
but variable tasks in
collaboration with others in a
team environment 

The volume of learning of a
Certificate II is typically
0.5 – 1 year

The Certificate III qualifies
individuals who apply a broad
range of knowledge and skills in
varied contexts to undertake
skilled work and as a pathway
for further learning

Graduates of a Certificate III 
will have factual, technical,
procedural and theoretical
knowledge in an area of work
and learning 

Graduates of a Certificate III 
will have:
• cognitive, technical and

communication skills to
interpret and act on available
information 

• cognitive and communication
skills to apply and
communicate known solutions
to a variety of predictable
problems and to deal with
unforseen contingencies using
known solutions

• technical and communication
skills to provide technical
information to a variety of
specialist and non-specialist
audiences

• technical skills to undertake
routine and some non-routine
tasks in a range of skilled
operations

Graduates of a Certificate III 
will demonstrate the application
of knowledge and skills:
• with discretion and judgement

in the selection of equipment,
services or contingency
measures 

• to adapt and transfer skills and
knowledge within known
routines, methods, procedures
and time constraints

• in contexts that include taking
responsibility for own outputs
in work and learning including
participation in teams and
taking limited responsibility for
the output of others within
established parameters

The volume of learning of a
Certificate III is typically 1 - 2
years.  Up to 4 years may be
required to achieve the learning
outcomes through a program of
indentured training/employment

AQF qualification type learning outcomes descriptors

Level Level 1 Level 2 Level 3

Purpose

Knowledge

Skills

Application

of

knowledge

and skills

Volume of

learning

The Senior Secondary Certificate
of Education qualifies individuals
with knowledge, skills and values
for diverse pathways to further
learning, work and effective
participation in civic life

Graduates of a Senior Secondary
Certificate of Education will have
foundational knowledge across a
range of learning areas and some
specialist discipline or technical
knowledge 

Graduates of a Senior Secondary
Certificate of Education will have:
• literacy, numeracy  and

communication skills and use
information communication
technologies skills to present
knowledge and ideas to others

• cognitive skills to access, record
and act on information from
varied sources appropriate to
subject disciplines and to move
across subject disciplines to
develop new expertise

• cognitive, technical,
communication and creative
skills for particular disciplines
and to integrate disciplines to
solve problems, to underpin
flexible and analytical thinking
and to work with others

Graduates of a Senior Secondary
Certificate of Education will
demonstrate the application of
knowledge and skills:
• with depth in some areas to

tasks or functions in known or
changing contexts

• in particular contexts within civic
life, work and lifelong learning as
successful learners, confident
individuals and team members
and active and informed citizens

• in contexts that include taking
individual responsibility with
some direction and some
accountability for the quality of
outcomes

The volume of learning of a Senior
Secondary Certificate of
Education is typically 2 years 
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AQF qualification type learning outcomes descriptors 

Qualification type      Certificate IV Diploma                                 Advanced Diploma                   Associate Degree

The Diploma qualifies individuals
who apply integrated technical
and theoretical concepts in a
broad range of contexts to
undertake advanced skilled or
paraprofessional work and as a
pathway for further learning

Graduates of a Diploma will have
technical and theoretical
knowledge and concepts, with
depth in some areas within a field
of work and learning

Graduates of a Diploma will have:
• cognitive and communication

skills to identify, analyse,
synthesise and act on
information from a range of
sources

• cognitive, technical and
communication skills to analyse,
plan, design and evaluate
approaches to unpredictable
problems and/or management
requirements

• specialist technical and creative
skills to express ideas and
perspectives

• communication skills to transfer
knowledge and specialised skills
to others and demonstrate
understanding of knowledge

Graduates of a Diploma will
demonstrate the application of
knowledge and skills:
• with depth in some areas of

specialisation, in known or
changing contexts

• to transfer and apply theoretical
concepts and/or technical
and/or creative skills in a range
of situations

• with personal responsibility and
autonomy in performing
complex technical operations
with responsibility for own
outputs in relation to broad
parameters for quantity and
quality

• with initiative and judgement to
organise the work of self and
others and plan, coordinate and
evaluate the work of teams
within broad but generally well-
defined parameters

The volume of learning of a
Diploma is typically 1 – 2 years

The Advanced Diploma qualifies
individuals who apply specialised
knowledge in a range of contexts
to undertake advanced skilled or
paraprofessional work and as a
pathway for further learning

Graduates of an Advanced
Diploma will have specialised and
integrated technical and
theoretical knowledge with depth
within one or more fields of work
and learning 

Graduates of an Advanced
Diploma will have:
• cognitive and communication

skills to identify, analyse,
synthesise and act on
information from a range of
sources

• cognitive and communication
skills to transfer knowledge and
skills to others and to
demonstrate understanding of
specialised  knowledge with
depth in some areas

• cognitive and communication
skills to formulate responses to
complex problems

• wide-ranging specialised
technical, creative or
conceptual skills to express
ideas and perspectives

Graduates of an Advanced
Diploma will demonstrate the
application of knowledge and
skills:
• with depth in areas of

specialisation, in contexts
subject to change

• with initiative and judgment in
planning, design, technical or
management functions with
some direction 

• to adapt a range of fundamental
principles and complex
techniques to known and
unknown situations

• across a broad range of
technical or management
functions with accountability for
personal outputs and personal
and team outcomes within
broad parameters 

The volume of learning of an
Advanced Diploma is typically 
1.5 – 2 years

The Associate Degree qualifies
individuals who apply
underpinning technical and
theoretical knowledge in a range
of contexts to undertake
paraprofessional work and as a
pathway for further learning

Graduates of an Associate Degree
will have broad theoretical and
technical knowledge with some
depth in the underlying principles
and concepts in one or more
disciplines

Graduates of an Associate Degree
will have:
• cognitive skills to identify,

analyse and evaluate information
and concepts from a range of
sources

• cognitive, technical and creative
thinking skills to demonstrate a
broad understanding of
knowledge and ideas with some
depth in a discipline 

• cognitive, communication and
analytical skills to interpret and
transmit responses to
sometimes complex problems  

• communication skills to make a
clear and coherent presentation
of knowledge and ideas with
some intellectual independence

Graduates of an Associate Degree
will demonstrate the application of
knowledge and skills:
• with initiative and judgement in

planning, problem solving and
decision making in
paraprofessional practice

• to adapt knowledge and skills in
a range of contexts and/or for
further studies in one or more
disciplines

• to adapt fundamental principles,
concepts and techniques to
known and unknown situations 

• with responsibility and
accountability for own learning
and work and in collaboration
with others within broad
parameters

The volume of learning of an
Associate Degree is typically 
2 years

Level                          Level 4 Level 5 Level 6 Level 6

Purpose

Knowledge

Skills

Application

of

knowledge

and skills

Volume of

learning

The Certificate IV qualifies
individuals who apply a broad
range of specialised knowledge
and skills in varied contexts to
undertake skilled work and as a
pathway for further learning

Graduates of a Certificate IV will
have broad factual, technical and
theoretical knowledge in a
specialised field of work and
learning

Graduates of a Certificate IV will
have:
• cognitive skills to identify,

analyse, compare and act on
information from a range of
sources

• cognitive, technical and
communication skills to apply
and communicate technical
solutions of a non-routine or
contingency nature to a defined
range of predictable and
unpredictable problems 

• specialist technical skills to
complete routine and non-
routine tasks and functions

• communication skills to guide
activities and provide technical
advice in the area of work and
learning 

Graduates of a Certificate IV will
demonstrate the application of
knowledge and skills:
• to specialised tasks or functions

in known or changing contexts
• with responsibility for own

functions and outputs, and may
have limited responsibility for
organisation of others

• with limited responsibility for the
quantity and quality of the
output of others in a team within
limited parameters

The volume of learning of a
Certificate IV is typically 0.5 – 2
years.  There may be variations
between short duration specialist
qualifications that build on
knowledge and skills already
acquired and longer duration
qualifications that are designed as
entry level requirements for work
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AQF qualification type learning outcomes descriptors

Qualification type      Bachelor Degree Bachelor Honours Degree     Graduate Certificate Graduate Diploma

Vocational Graduate Diploma

The Bachelor Honours Degree
qualifies individuals who apply a
body of knowledge in a specific
context to undertake professional
work and as a pathway for
research and further learning

Graduates of a Bachelor Honours
Degree will have coherent and
advanced knowledge of the
underlying principles and
concepts in one or more
disciplines and knowledge of
research principles and methods

Graduates of a Bachelor Honours
Degree will have: 
• cognitive skills to review,

analyse, consolidate and
synthesise knowledge to
identify and provide solutions 
to complex problems with
intellectual independence

• cognitive and technical skills 
to demonstrate a broad
understanding of a body of
knowledge and theoretical
concepts with advanced
understanding in some areas

• cognitive skills to exercise
critical thinking and judgement
in developing new understanding

• technical skills to design and
use research in a project

• communication skills to present
a clear and coherent exposition
of knowledge and ideas to a
variety of audiences

Graduates of a Bachelor Honours
Degree will demonstrate the
application of knowledge and
skills:
• with initiative and judgement in

professional practice and/or
scholarship 

• to adapt knowledge and skills in
diverse contexts

• with responsibility and
accountability for own learning
and practice and in collaboration
with others within broad
parameters

• to plan and execute project
work and/or a piece of research
and scholarship with some
independence

The volume of learning of a
Bachelor Honours Degree is
typically 1 year following a
Bachelor Degree. A Bachelor
Honours Degree may also be
embedded in a Bachelor Degree,
typically as an additional year

The Graduate Certificate qualifies
individuals who apply a body of
knowledge in a range of contexts
to undertake professional/highly
skilled work and as a pathway for
further learning

Graduates of a Graduate
Certificate will have specialised
knowledge within a systematic
and coherent body of knowledge
that may include the acquisition
and application of knowledge and 
skills in a new or existing 
discipline or professional area

Graduates of a Graduate
Certificate will have:
• cognitive skills to review, 

analyse, consolidate and
synthesise knowledge and
identify and provide solutions to
complex problems

• cognitive skills to think critically
and to generate and evaluate
complex ideas 

• specialised technical and
creative skills in a field of highly
skilled and/or professional
practice

• communication skills to
demonstrate an understanding
of theoretical concepts 

• communication skills to transfer
complex knowledge and ideas
to a variety of audiences

Graduates of a Graduate
Certificate will demonstrate the
application of knowledge and
skills:
• to make high level, independent

judgements in a range of
technical or management
functions in varied specialised
contexts

• to initiate, plan, implement and
evaluate broad functions within
varied specialised technical
and/or creative contexts

• with responsibility and
accountability for personal
outputs and all aspects of the
work or function of others within
broad parameters

The volume of learning of a
Graduate Certificate is typically 
0.5 – 1 year

The Graduate Diploma qualifies
individuals who apply a body of
knowledge in a range of contexts
to undertake professional/
highly skilled work and as a
pathway for further learning

Graduates of a Graduate Diploma
will have advanced knowledge
within a systematic and coherent
body of knowledge that may
include the acquisition and
application of knowledge and
skills in a new or existing
discipline or professional area

Graduates of a Graduate 
Diploma will have:
• cognitive skills to review,

analyse, consolidate and
synthesise knowledge and
identify and provide solutions to
complex problems

• cognitive skills to think critically
and to generate and evaluate
complex ideas 

• specialised technical and
creative skills in a field of highly
skilled and/or professional
practice

• communication skills to
demonstrate an understanding
of theoretical concepts 

• communication skills to transfer
complex knowledge and ideas
to a variety of audiences

Graduates of a Graduate Diploma
will demonstrate the application of
knowledge and skills: 
• to make high level, independent

judgements in a range of
technical or management
functions in varied specialised
contexts

• to initiate, plan, implement and
evaluate broad functions within
varied specialised technical
and/or creative contexts

• with responsibility and
accountability for personal
outputs and all aspects of the
work or function of others within
broad parameters

The volume of learning of a
Graduate Diploma  is typically 
1 – 2 years

Level                          Level 7 Level 8 Level 8 Level 8

Purpose

Knowledge

Skills

Application

of

knowledge

and skills

Volume of

learning

The Bachelor Degree qualifies
individuals who apply a broad and
coherent body of knowledge in a
range of contexts to undertake
professional work and as a
pathway for further learning

Graduates of a Bachelor Degree
will have a broad and coherent
body of knowledge, with depth in
the underlying principles and
concepts in one or more
disciplines as a basis for
independent lifelong learning

Graduates of a Bachelor Degree
will have:
• cognitive skills to review

critically, analyse, consolidate
and synthesise knowledge

• cognitive and technical skills to
demonstrate a broad
understanding of knowledge
with depth in some areas

• cognitive and creative skills to
exercise critical thinking and
judgement in identifying and
solving problems with
intellectual independence 

• communication skills to present
a clear, coherent and
independent exposition of
knowledge and ideas

Graduates of a Bachelor Degree
will demonstrate the application 
of knowledge and skills:
• with initiative and judgement in

planning, problem solving and
decision making in professional
practice and/or scholarship 

• to adapt knowledge and skills in
diverse contexts

• with responsibility and
accountability for own learning
and professional practice and in
collaboration with others within
broad parameters

The volume of learning of a
Bachelor Degree is typically 
3 – 4 years
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AQF qualification type learning outcomes descriptors 

Level                          Level 9 Level 9 Level 9 Level 10

Purpose

Knowledge

Skills

Application

of

knowledge

and skills

Volume of

learning

The Masters Degree (Research)
qualifies individuals who apply an
advanced body of knowledge in a
range of contexts for research and
scholarship and as a pathway for
further learning

Graduates of a Masters Degree
(Research) will have:
• a body of knowledge that

includes the understanding of
recent developments in one or
more disciplines 

• advanced knowledge of research
principles and methods
applicable to the field of work or
learning

Graduates of a Masters Degree
(Research) will have:
• cognitive skills to demonstrate

mastery of theoretical knowledge
and to reflect critically on theory
and its application 

• cognitive, technical and creative
skills to investigate, analyse and
synthesise complex information,
problems, concepts and theories
and to apply established theories
to different bodies of knowledge
or practice

• cognitive, technical and creative
skills to generate and evaluate
complex ideas and concepts at
an abstract level

• cognitive and technical skills to
design, use and evaluate
research and research methods

• communication and technical
skills to present a coherent and
sustained argument and to
disseminate research results to
specialist and non-specialist
audiences

• technical and communication
skills to design, evaluate,
implement, analyse, theorise 
and disseminate research that
makes a contribution to
knowledge

Graduates of a Masters Degree
(Research) will demonstrate the
application of knowledge & skills:
• with creativity and initiative to

new situations and/or for further
learning

• with high level personal
autonomy and accountability

• to plan and execute a substantial
piece of research

The volume of learning of a
Masters Degree (Research) is
typically 1 – 2 years; in the same
discipline 1.5 years following a
level 7 qualification or 1 year
following a level 8 qualification; 
in a different discipline 2 years
following a level 7 qualification or
1.5 years following a level 8
qualification

Qualification type       Masters Degree                       Masters Degree                     Masters Degree Doctoral Degree 
(Research)                                        (Coursework)                                (Extended)

The Masters Degree (Coursework)
qualifies individuals who apply an
advanced body of knowledge in a
range of contexts for professional
practice or scholarship and as a
pathway for further learning

Graduates of a Masters Degree
(Coursework) will have:
• a body of knowledge that

includes the understanding of
recent developments in a
discipline and/or area of
professional practice

• knowledge of research principles
and methods applicable to a
field of work and/or learning

Graduates of a Masters Degree
(Coursework) will have:
• cognitive skills to demonstrate

mastery of theoretical knowledge
and to reflect critically on theory
and professional practice or
scholarship

• cognitive, technical and creative
skills to investigate, analyse and
synthesise complex information,
problems, concepts and theories
and to apply established
theories to different bodies of
knowledge or practice

• cognitive, technical and creative
skills to generate and evaluate
complex ideas and concepts at
an abstract level

• communication and technical
research skills to justify and
interpret theoretical propositions,
methodologies, conclusions and
professional decisions to
specialist and non-specialist
audiences

• technical and communication
skills to design, evaluate,
implement, analyse and theorise
about developments that
contribute to professional
practice or scholarship

Graduates of a Masters Degree
(Coursework) will demonstrate the
application of knowledge & skills:
• with creativity and initiative to

new situations in professional
practice and/or for further learning

• with high level personal
autonomy and accountability

• to plan and execute a
substantial research-based
project, capstone experience
and/or piece of scholarship

The volume of learning of a
Masters Degree (Coursework) is
typically 1 – 2 years; in the same
discipline 1.5 years following a
level 7 qualification or 1 year
following a level 8 qualification; in
a different discipline 2 years
following a level 7 qualification or
1.5 years following a level 8
qualification

The Masters Degree (Extended)
qualifies individuals who apply an
advanced body of knowledge in a
range of contexts for professional
practice and as a pathway for
further learning

Graduates of a Masters Degree
(Extended) will have:
• a body of knowledge that

includes the extended
understanding of recent
developments in a discipline and
its professional practice

• knowledge of research principles
and methods applicable to the
discipline and its professional
practice

Graduates of a Masters Degree
(Extended) will have:
• cognitive skills to demonstrate

mastery of theoretical knowledge
and to reflect critically on theory
and professional practice

• cognitive, technical and creative
skills to investigate, analyse and
synthesise complex information,
problems, concepts and theories
and to apply established theories
to different bodies of knowledge
or practice

• cognitive, technical and creative
skills to generate and evaluate
complex ideas and concepts at
an abstract level

• communication and technical
research skills to justify and
interpret theoretical propositions,
methodologies, conclusions and
professional decisions to
specialist and non-specialist
audiences

• technical and communication
skills to design, evaluate,
implement, analyse and theorise
about developments that
contribute to professional 
practice 

The Doctoral Degree qualifies
individuals who apply a substantial
body of knowledge to research,
investigate and develop new
knowledge, in one or more fields of
investigation, scholarship or
professional practice 

Graduates of a Doctoral Degree will
have:
• a substantial body of knowledge

at the frontier of a field of work or
learning, including knowledge
that constitutes an original
contribution

• substantial knowledge of research
principles and methods
applicable to the field of work or
learning

Graduates of a Doctoral Degree 
will have:
• cognitive skills to demonstrate

expert understanding of
theoretical knowledge and to
reflect critically on that theory 
and practice

• cognitive skills and use of
intellectual independence to think
critically, evaluate existing
knowledge and ideas, undertake
systematic investigation and
reflect on theory and practice to
generate original knowledge

• expert technical and creative
skills applicable to the field of
work or learning

• communication skills to explain
and critique theoretical propositions,
methodologies and conclusions

• communication skills to present
cogently a complex investigation
of originality or original research
for external examination against
international standards and to
communicate results to peers 
and the community

• expert skills to design, implement,
analyse, theorise and communicate
research that makes a significant
and original contribution to
knowledge and/or professional
practice 

Graduates of a Doctoral Degree 
will demonstrate the application of
knowledge and skills:
• with intellectual independence 
• with initiative and creativity in new

situations &/or for further learning
• with full responsibility and

accountability for personal outputs
• to plan and execute original research
• with the ongoing capacity to

generate new knowledge,
including in the context of
professional practice 

The volume of learning of a
Doctoral Degree is typically 
3 – 4 years 

Graduates of a Masters Degree
(Extended) will demonstrate the
application of knowledge and skills:
• with creativity and initiative to

new situations in professional
practice and/or for further
learning

• with high level personal
autonomy and accountability

• to plan and execute a substantial
research-based project,
capstone experience and/or
professionally focused project

The volume of learning of a
Masters Degree (Extended) is
typically 3 – 4 years following
completion of a minimum of a 3
year level 7 qualification
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Location of AQF qualification types in the levels structure

Summary

Qualification Type

Graduates at this level
will have knowledge and
skills for initial work,
community involvement
and/or further learning

Certificate I

Graduates at this level
will have knowledge and
skills for work in a
defined context and/or
further learning 

Certificate II

Graduates at this level
will have theoretical and
practical knowledge and
skills for work and/or
further learning

Certificate III

Graduates at this level
will have theoretical and
practical knowledge and
skills for specialised
and/or skilled work
and/or further learning

Certificate IV

Graduates at this level
will have specialised
knowledge and skills for
skilled/paraprofessional
work and/or further
learning

Diploma

Level Level 1 Level 2 Level 3 Level 4 Level 5

Summary

Qualification Type

Graduates at this level
will have broad
knowledge and skills for
paraprofessional/highly
skilled work and/or
further learning

Advanced Diploma

Associate Degree

Graduates at this level
will have broad and
coherent knowledge and
skills for professional
work and/or further
learning 

Bachelor Degree

Graduates at this level
will have specialised
knowledge and skills for
research, and/or
professional practice
and/or further learning

Masters Degree

Graduates at this level
will have systematic and
critical understanding of
a complex field of
learning and specialised
research skills for the
advancement of learning
and/or for professional
practice 

Doctoral Degree

Level Level 6 Level 7 Level 8 Level 9 Level 10

Graduates at this level
will have advanced
knowledge and skills for
professional highly skilled
work and/or further
learning

Bachelor Honours
Degree

Graduate Certificate

Graduate Diploma
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Location of AQF qualification types in the levels structure    
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1 In the specifications the term ‘authorised issuing organisation’ is abbreviated to ‘issuing organisation’.
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AQF Qualification Type Specifications

Purpose
The purpose of the AQF Qualification Type Specifications is to provide the requirements for the construction of AQF

qualifications.

Scope
The Specifications cover all education and training sectors that issue AQF qualifications.

The terminology used in the Specifications is not sector-specific. To support consistency of understanding and
interpretation, definitions of the terminology are provided in the AQF Glossary of Terminology.

Users
The principal users of the AQF Qualification Type Specifications are the accrediting authorities in each education and
training sector which are responsible for the accreditation of AQF qualifications, the developers of AQF qualifications in
each education and training sector and the authorised issuing organisations1 in each education and training sector.

The accrediting authorities, currently (2013) in place are:

• State and territory government authorised statutory bodies responsible for the Senior Secondary Certificate of
Education in their own state or territory.

• The Australian Skills Quality Authority (ASQA) and the state government accrediting authorities in Victoria and
Western Australia responsible for accrediting AQF qualifications and for authorising registered training organisations
(RTOs) to issue AQF qualifications for vocational education and training.

• The National Skills Standards Council (NSSC), a committee of the Standing Council on Tertiary Education Skills and
Employment (SCOTESE), responsible for the endorsement of AQF qualifications in national Training Packages for
vocational education and training.

• The Tertiary Education Quality and Standards Agency (TEQSA) responsible for accrediting AQF qualifications for 
non-self-accrediting higher education providers and for authorising higher education providers, including universities,
to issue AQF qualifications in higher education.

• Self-accrediting universities and higher education providers responsible for accrediting their own AQF qualifications
for their own use in higher education.

The developers of AQF qualifications for accreditation currently (2013) in place are:

• State and territory government authorised statutory bodies responsible for the Senior Secondary Certificate of
Education in their own state or territory.

• Industry Skills Councils in the vocational education and training sector responsible for developing AQF qualifications
in national Training Packages for endorsement by the National Skills Standards Council (NSSC). 

• Registered Training Organisations (RTOs) and other vocational education and training stakeholder groups responsible
for developing AQF qualifications for their own use for accreditation by government accreditiong authorities for
vocational education and training.

• Non-self-accrediting higher education providers in the higher education sector responsible for developing AQF
qualifications for their own use for accreditation by the Tertiary Education Quality and Standards Agency (TEQSA). 

• Self-accrediting universities and higher education providers responsible for developing and accrediting their own 
AQF qualifications for their own use in higher education.
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AQF Qualification Type Specifications

The authorised issuing organisations for AQF qualifications currently (2013) in place are: 

• State and territory government authorised statutory bodies responsible for issuing the Senior Secondary Certificate
of Education in their own state or territory. 

• Registered Training Organisations (RTOs) authorised by the Australian Skills Quality Authority (ASQA) and the
government accrediting authorities in Victoria and Western Australia to issue AQF qualifications in vocational
education and training.

• Non-self-accrediting higher education providers authorised by the Tertiary Education Quality and Standards Agency
(TEQSA) to issue AQF qualifications in higher education. 

• Self-accrediting universities and higher education providers authorised by the Tertiary Education Quality and
Standards Agency (TEQSA) to issue AQF qualifications in higher education.  

The other users of the Specifications are industry and professional bodies, licensing and regulatory bodies, students,
graduates and employers. 

Monitoring
The accrediting authorities in each education and training sector are responsible for the implementation and monitoring
of the use of these Specifications.
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AQF specification for the Senior
Secondary Certificate of Education

This Specification informs the design and accreditation of Senior Secondary Certificate of Education qualifications.

The principal users of the AQF Qualification Type Specifications are the accrediting authorities in each education and training
sector which are responsible for the accreditation of AQF qualifications and the developers of AQF qualifications in each
education and training sector.

The other users of the Specifications are the authorised issuing organisations, industry and professional bodies, licensing
and regulatory bodies, students, graduates and employers.

The purpose of the Senior Secondary Certificate of Education qualification type is to qualify individuals with knowledge, skills
and values for diverse pathways to further learning, work and effective participation in civic life.

Senior Secondary Certificate of Education qualifications are not located at a particular level in the Australian Qualifications
Framework.

Senior Secondary Certificate of Education qualifications must be designed and accredited to enable graduates to
demonstrate the learning outcomes expressed as knowledge, skills and the application of knowledge and skills specified in
the Senior Secondary Certificate of Education descriptor.

Senior Secondary Certificate of Education qualification type descriptor

Purpose The Senior Secondary Certificate of Education qualifies individuals with knowledge, skills and
values for diverse pathways to further learning, work and effective participation in civic life

Knowledge Graduates of a Senior Secondary Certificate of Education will have foundational knowledge
across a range of learning areas and some specialist discipline or technical knowledge 

Skills Graduates of a Senior Secondary Certificate of Education will have:
• literacy, numeracy and communication skills and use information communication

technologies skills to present knowledge and ideas to others
• cognitive skills to access, record and act on information from varied sources appropriate to

subject disciplines and to move across subject disciplines to develop new expertise
• cognitive, technical, communication and creative skills for particular disciplines and to

integrate disciplines to solve problems, to underpin flexible and analytical thinking and to
work with others

Application of Graduates of a Senior Secondary Certificate of Education will demonstrate the application 
knowledge of knowledge and skills:
and skills • with depth in some areas to tasks or functions in known or changing contexts

• in particular contexts within civic life, work and lifelong learning as successful learners,
confident individuals and team members and active and informed citizens

• in contexts that include taking individual responsibility with some direction and some
accountability for the quality of outcomes

Volume of The volume of learning of a Senior Secondary Certificate of Education is typically 2 years
learning
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AQF specification for the Senior 
Secondary Certificate of Education 

Qualification nomenclature
The title used for the Senior Secondary Certificate of Education must be consistent with the AQF Qualifications Issuance
Policy.

Pathways
Each qualification accredited as a Senior Secondary Certificate of Education will include documented pathways
consistent with the AQF Qualifications Pathways Policy.

Issuing organisations offering a Senior Secondary Certificate of Education qualification must meet the requirements of the
AQF Qualifications Pathways Policy.

Responsibility for accreditation and development
Accrediting authorities and those developing qualifications for accreditation must adhere to the AQF specification for this
qualification type and any government accreditation standards for schools when accrediting a Senior Secondary
Certificate of Education qualification.

Accrediting authorities are responsible for monitoring the quality of issuing organisations against any government
regulatory and quality assurance arrangements.

When accrediting Senior Secondary Certificate of Education qualifications accrediting authorities must ensure that:

• Graduates of a Senior Secondary Certificate of Education qualification will achieve the learning outcomes of the
qualification type descriptor.

• All the learning outcomes (knowledge, skills and the application of knowledge and skills) of the Senior Secondary
Certificate of Education qualification type are evident in each qualification accredited as this type. Some may have
more emphasis than others in different Senior Secondary Certificate of Education qualifications depending on their
purpose.

• Generic learning outcomes are explicitly identified in the qualification and align with the qualification type, the purpose
of the qualification and the discipline. Generic learning outcomes fall into four broad categories: fundamental skills;
people skills; thinking skills; and personal skills. 

• The relationship between the learning outcomes in the qualification type descriptor and the various disciplines is clear.
• The design of the components of the qualification will provide coherent learning outcomes for the qualification type

and will enable graduates to demonstrate them.
• The volume of learning is sufficient for graduates to achieve the learning outcomes for a qualification of this type.

Once a qualification is accredited it must be placed on the AQF Register in a form consistent with the AQF Qualifications
Register Policy.

Authority to issue the qualification
A Senior Secondary Certificate of Education qualification may only be issued by an organisation that is authorised for that
purpose by the relevant government and meets any government standards for the sector.

Assessment leading to the award of the qualification lies with the issuing organisation. The issuing organisation is
responsible for ensuring the quality of the learning outcomes and that the graduate has satisfactorily completed any
requirements for the awarding of the qualification.

Issuing organisations must issue qualifications consistent with the AQF Qualifications Issuance Policy.

Issuing organisations will maintain a register of the AQF qualifications they have issued consistent with the 
AQF Qualifications Register Policy.
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This Specification informs the design and accreditation of Certificate I qualifications.

The principal users of the AQF Qualification Type Specifications are the accrediting authorities in each education
and training sector which are responsible for the accreditation of AQF qualifications and the developers of AQF
qualifications in each education and training sector.

The other users of the Specifications are the authorised issuing organisations, industry and professional bodies,
licensing and regulatory bodies, students, graduates and employers.

The purpose of the Certificate I qualification type is to qualify individuals with basic functional knowledge and
skills to undertake work, further learning and community involvement.

Certificate I qualifications are located at level 1 of the Australian Qualifications Framework.

Certificate I qualifications must be designed and accredited to enable graduates to demonstrate the learning
outcomes expressed as knowledge, skills and the application of knowledge and skills specified in the level 1
criteria and the Certificate I descriptor.

AQF specification for the 
Certificate 1

AQF level 1 criteria

Summary Graduates at this level will have knowledge and skills for initial work, community involvement and/or
further learning

Knowledge Graduates at this level will have foundational knowledge for everyday life, further learning and
preparation for initial work

Skills Graduates at this level will have foundational cognitive, technical and communication skills to:
• undertake defined routine activities
• identify and report simple issues and problems

Application Graduates at this level will apply knowledge and skills to demonstrate autonomy in highly 
of knowledge structured and stable contexts and within narrow parameters
and skills
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AQF specification for the 
Certificate 1

Qualification nomenclature
The title used for the Certificate I must be consistent with the AQF Qualifications Issuance Policy.

Pathways
Each qualification accredited as a Certificate I will include documented pathways consistent with the AQF Qualifications
Pathways Policy.

Issuing organisations offering a Certificate I qualification must meet the requirements of the AQF Qualifications Pathways
Policy.

Responsibility for accreditation and development
Accrediting authorities and those developing qualifications for accreditation must adhere to the AQF specification for this
qualification type and any government accreditation standards for vocational education and training when accrediting a
Certificate I qualification.

Accrediting authorities are responsible for monitoring the quality of issuing organisations against any government
regulatory and quality assurance arrangements.

Certificate I qualification type descriptor

Purpose The Certificate I qualifies individuals with basic functional knowledge and skills to undertake work, further
learning and community involvement

Knowledge Graduates of a Certificate I will have basic fundamental knowledge and understanding in a narrow area of
work and learning

Skills Graduates of a Certificate I will have:
• basic skills to participate in everyday life and further learning
• cognitive and communication skills to receive, pass on and recall information in a narrow range of areas
• technical skills involving the use of tools appropriate to the activity and use of basic communication

technologies

Application Graduates of a Certificate I will demonstrate the application of knowledge and skills:
of knowledge • with some autonomy in defined contexts and within established parameters
and skills • in contexts that may include preparation for further learning, life activities and/or a variety of initial routine

and predictable work-related activities including participation in a team or work group

Volume of The volume of learning of a Certificate I is typically 0.5 – 1 year
learning
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AQF specification for the 
Certificate 1

When accrediting Certificate I qualifications accrediting authorities must ensure that:

• Graduates of a Certificate I qualification will achieve learning outcomes at level 1.

• All the learning outcomes (knowledge, skills and the application of knowledge and skills) of the Certificate I qualification
type are evident in each qualification accredited as this type. Some may have more emphasis than others in different
Certificate I qualifications depending on their purpose.

• Generic learning outcomes are explicitly identified in the qualification and align with the level of the qualification type, the
purpose of the qualification and the discipline. Generic learning outcomes fall into four broad categories: fundamental
skills; people skills; thinking skills; and personal skills. In the vocational education and training sector they are expressed
as foundation skills.

• The relationship between the learning outcomes in the level 1 criteria, the qualification type descriptor, and the discipline
is clear.

• The design of the components of the qualification will provide coherent learning outcomes for the level and qualification
type and will enable graduates to demonstrate them.

• The volume of learning is sufficient for graduates to achieve the learning outcomes for a qualification of this level and
type.

Once a qualification is accredited it must be placed on the AQF Register in a form consistent with the AQF Qualifications
Register Policy.

Authority to issue the qualification
A Certificate I qualification may only be issued by an organisation that is authorised by an accrediting authority to do so,
and meets any government standards for the sector.

Assessment leading to the award of the qualification lies with the issuing organisation. The issuing organisation is
responsible for ensuring the quality of the learning outcomes and that the graduate has satisfactorily completed any
requirements for the awarding of the qualification. 

Organisations authorised to issue AQF qualifications must do so consistent with the AQF Qualifications Issuance Policy.

Organisations authorised to issue AQF qualifications will maintain a register of the AQF qualifications they have issued
consistent with the AQF Qualifications Register Policy.
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This Specification informs the design and accreditation of Certificate II qualifications.

The principal users of the AQF Qualification Type Specifications are the accrediting authorities in each education
and training sector which are responsible for the accreditation of AQF qualifications and the developers of AQF
qualifications in each education and training sector.

The other users of the Specifications are the authorised issuing organisations, industry and professional bodies,
licensing and regulatory bodies, students, graduates and employers.

The purpose of the Certificate II qualification type is to qualify individuals to undertake mainly routine work and as
a pathway to further learning.

Certificate II qualifications are located at level 2 of the Australian Qualifications Framework.

Certificate II qualifications must be designed and accredited to enable graduates to demonstrate the learning
outcomes expressed as knowledge, skills and the application of knowledge and skills Specified in the level 2
criteria and the Certificate II descriptor.

AQF specification for the 
Certificate II

AQF level 2 criteria

Summary Graduates at this level will have knowledge and skills for work in a defined context and/or further learning

Knowledge Graduates at this level will have basic factual, technical and procedural knowledge of a defined area of
work and learning

Skills Graduates at this level will have basic cognitive, technical and communication skills to apply appropriate
methods, tools, materials and readily available information to:
• undertake defined activities
• provide solutions to a limited range of predictable problems

Application Graduates at this level will apply knowledge and skills to demonstrate autonomy and limited judgement 
of knowledge in structured and stable contexts and within narrow parameters
and skills
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AQF specification for the 
Certificate II

Qualification nomenclature
The title used for the Certificate II must be consistent with the AQF Qualifications Issuance Policy.

Pathways
Each qualification accredited as a Certificate II will include documented pathways consistent with AQF Qualifications
Pathways Policy.

Issuing organisations offering a Certificate II qualification must meet the requirements of the AQF Qualifications Issuance
Policy.

Responsibility for accreditation and development
Accrediting authorities and those developing qualifications for accreditation must adhere to the AQF specification for this
qualification type and any government accreditation standards for vocational education and training when accrediting a
Certificate II qualification.

Accrediting authorities are responsible for monitoring the quality of issuing organisations against any government
regulatory and quality assurance arrangements.

Certificate II qualification type descriptor

Purpose The Certificate II qualifies individuals to undertake mainly routine work and as a pathway to further learning

Knowledge Graduates of a Certificate II will have basic factual, technical and procedural knowledge in a defined area
of work and learning

Skills Graduates of a Certificate II will have:
• cognitive skills to access, record and act on a defined range of information from a range of sources
• cognitive and communication skills to apply and communicate known solutions to a limited range of

predictable problems
• technical skills to use a limited range of equipment to complete tasks involving known routines and

procedures with a limited range of options

Application Graduates of a Certificate II will demonstrate the application of knowledge and skills:
of knowledge • with some accountability for the quality of own outcomes and some responsibility for own outputs in 
and skills work and learning

• with limited autonomy and judgement in the completion of own defined and routine tasks in known and
stable contexts

• with limited autonomy and judgement to complete routine but variable tasks in collaboration with others
in a team environment

Volume of The volume of learning of a Certificate II is typically 0.5 – 1 year
learning
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AQF specification for the 
Certificate II

When accrediting AQF Certificate II qualifications accrediting authorities must ensure that: 

• Graduates of a Certificate II qualification will achieve learning outcomes at level 2.

• All the learning outcomes (knowledge, skills and the application of knowledge and skills) of the Certificate II qualification
type are evident in each qualification accredited as this type. Some may have more emphasis than others in different
Certificate II qualifications depending on their purpose.

• Generic learning outcomes are explicitly identified in the qualification and align with the level of the qualification type, the
purpose of the qualification and the discipline. Generic learning outcomes fall into four broad categories: fundamental
skills; people skills; thinking skills; and personal skills. In the vocational education and training sector they are expressed
as foundation skills.

• The relationship between the learning outcomes in the level 2 criteria, the qualification type descriptor, and the discipline
is clear.

• The design of the components of the qualification will provide coherent learning outcomes for the level and qualification
type and will enable graduates to demonstrate them.

• The volume of learning is sufficient for graduates to achieve the learning outcomes for a qualification of this level and
type. Learning outcomes for Certificate II qualifications may be achieved through a program of indentured
training/employment or a program of learning in an institution which may include work placements.

Once a qualification is accredited it must be placed on the AQF Register in a form consistent with the AQF Qualifications
Register Policy.

Authority to issue the qualification
A Certificate II qualification may only be issued by an organisation that is authorised by an accrediting authority to do so, and
meets any government standards for the sector.

Assessment leading to the award of the qualification lies with the issuing organisation. The issuing organisation is responsible
for ensuring the quality of the learning outcomes and that the graduate has satisfactorily completed any requirements for the
awarding of the qualification.

Issuing organisations must issue qualifications consistent with the AQF Qualifications Issuance Policy.

Issuing organisations will maintain a register of the AQF qualifications they have issued consistent with the AQF Qualifications
Register Policy.
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This Specification informs the design and accreditation of Certificate III qualifications.

The principal users of the AQF Qualification Type Specifications are the accrediting authorities in each education
and training sector which are responsible for the accreditation of AQF qualifications and the developers of AQF
qualifications in each education and training sector.

The other users of the Specifications are the authorised issuing organisations, industry and professional bodies,
licensing and regulatory bodies, students, graduates and employers.

The purpose of the Certificate III qualification type is to qualify individuals who apply a broad range of knowledge
and skills in varied contexts to undertake skilled work and as a pathway for further learning.

Certificate III qualifications are located at level 3 of the Australian Qualifications Framework.

Certificate III qualifications must be designed and accredited to enable graduates to demonstrate the learning
outcomes expressed as knowledge, skills and the application of knowledge and skills specified in the level 3
criteria and the Certificate III descriptor.

AQF specification for the 
Certificate III

AQF level 3 criteria

Summary Graduates at this level will have theoretical and practical knowledge and skills for work and/or further learning

Knowledge Graduates at this level will have factual, technical, procedural and some theoretical knowledge of a specific
area of work and learning

Skills Graduates at this level will have a range of cognitive, technical and communication skills to select 
and apply a specialised range of methods, tools, materials and information to:
• complete routine activities
• provide and transmit solutions to predictable and sometimes unpredictable problems

Application Graduates at this level will apply knowledge and skills to demonstrate autonomy and judgement and to take 
of knowledge limited responsibility in known and stable contexts within established parameters
and skills
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AQF specification for the 
Certificate III

Qualification nomenclature
The title used for the Certificate III must be consistent with the AQF Qualifications Issuance Policy.

Pathways
Each qualification accredited as a Certificate III will include documented pathways consistent with the  AQF Qualifications
Pathways Policy.

Issuing organisations offering a Certificate III qualification must meet the requirements of the  AQF Qualifications Pathways
Policy.

Responsibility for accreditation and development
Accrediting authorities and those developing qualifications for accreditation must adhere to the AQF specification for this
qualification type and any government accreditation standards for vocational education and training when accrediting a
Certificate III qualification.

Accrediting authorities are responsible for monitoring the quality of issuing organisations against any government regulatory and
quality assurance arrangements.

Certificate III qualification type descriptor

Purpose The Certificate III qualifies individuals who apply a broad range of knowledge and skills in varied contexts
to undertake skilled work and as a pathway for further learning

Knowledge Graduates of a Certificate III will have factual, technical, procedural and theoretical knowledge in an 
area of work and learning

Skills Graduates of a Certificate III will have:
• cognitive, technical and communication skills to interpret and act on available information
• cognitive and communication skills to apply and communicate known solutions to a variety of

predictable problems and to deal with unforseen contingencies using known solutions
• technical and communication skills to provide technical information to a variety of specialist and 

non-specialist audiences
• technical skills to undertake routine and some non-routine tasks in a range of skilled operations

Application Graduates of a Certificate III will demonstrate the application of knowledge and skills:
of knowledge • with discretion and judgement in the selection of equipment, services or contingency measures
and skills • to adapt and transfer skills and knowledge within known routines, methods, procedures and time

constraints
• in contexts that include taking responsibility for own outputs in work and learning including participation

in teams and taking limited responsibility for the output of others within established parameters

Volume of The volume of learning of a Certificate III is typically 1 – 2 years. Up to 4 years may be required to achieve 
learning the learning outcomes through a program of indentured training/employment
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AQF specification for the 
Certificate III

When accrediting Certificate III qualifications accrediting authorities must ensure that:

• Graduates of a Certificate III qualification will achieve learning outcomes at level 3.

• All the learning outcomes (knowledge, skills and the application of knowledge and skills) of the Certificate III
qualification type are evident in each qualification accredited as this type. Some may have more emphasis than
others in different Certificate III qualifications depending on their purpose.

• Generic learning outcomes are explicitly identified in the qualification and align with the level of the qualification type,
the purpose of the qualification and the discipline. Generic learning outcomes fall into four broad categories:
fundamental skills; people skills; thinking skills; and personal skills. In the vocational education and training sector
they are expressed as foundation skills.

• The relationship between the learning outcomes in the level 3 criteria, the qualification type descriptor, and the
discipline is clear.

• The design of the components of the qualification will provide coherent learning outcomes for the level and
qualification type and will enable graduates to demonstrate them.

• The volume of learning is sufficient for graduates to achieve the learning outcomes for a qualification of this level and
type. Learning outcomes for Certificate III qualifications may be achieved through a program of indentured
training/employment or a program of learning in an institution which may include work placements.

Once a qualification is accredited it must be placed on the AQF Register in a form consistent with the AQF Qualifications
Register Policy.

Authority to issue the qualification
A Certificate III qualification may only be issued by an organisation that is authorised by an accrediting authority to do
so, and meets any government standards for the sector.

Assessment leading to the award of the qualification lies with the issuing organisation. The issuing organisation is
responsible for ensuring the quality of the learning outcomes and that the graduate has satisfactorily completed any
requirements for the awarding of the qualification.

Issuing organisations must issue qualifications consistent with the AQF Qualifications Issuance Policy.

Issuing organisations will maintain a register of the AQF qualifications they have issued consistent with the 
AQF Qualifications Register Policy.
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This Specification informs the design and accreditation of Certificate IV qualifications.

The principal users of the AQF Qualification Type Specifications are the accrediting authorities in each education
and training sector which are responsible for the accreditation of AQF qualifications and the developers of AQF
qualifications in each education and training sector.

The other users of the Specifications are the authorised issuing organisations, industry and professional bodies,
licensing and regulatory bodies, students, graduates and employers.

The purpose of the Certificate IV qualification type is to qualify individuals who apply a broad range of specialised
knowledge and skills in varied contexts to undertake skilled work and as a pathway for further learning.

Certificate IV qualifications are located at level 4 of the Australian Qualifications Framework.

Certificate IV qualifications must be designed and accredited to enable graduates to demonstrate the learning
outcomes expressed as knowledge, skills and the application of knowledge and skills specified in the level 4
criteria and the Certificate IV descriptor.

AQF specification for the 
Certificate IV

AQF level 4 criteria

Summary Graduates at this level will have theoretical and practical knowledge and skills for specialised and/or skilled
work and/or further learning

Knowledge Graduates at this level will have broad factual, technical and some theoretical knowledge of a specific area or
a broad field of work and learning

Skills Graduates at this level will have a broad range of cognitive, technical and communication skills to select and
apply a range of methods, tools, materials and information to:
• complete routine and non-routine activities
• provide and transmit solutions to a variety of predictable and sometimes unpredictable problems

Application Graduates at this level will apply knowledge and skills to demonstrate autonomy, judgement and limited 
of knowledge responsibility in known or changing contexts and within established parameters
and skills
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AQF specification for the 
Certificate IV

Qualification nomenclature
The title used for the Certificate IV must be consistent with the AQF Qualifications Issuance Policy.

Pathways
Each qualification accredited as a Certificate IV will include documented pathways consistent with AQF Qualifications
Pathways Policy.

Issuing organisations offering a Certificate IV qualification must meet the requirements of the AQF Qualifications
Pathways Policy.

Responsibility for accreditation and development
Accrediting authorities and those developing qualifications for accreditation must adhere to the AQF specification for
this qualification type and any government accreditation standards for vocational education and training when
accrediting a Certificate IV qualification.

Accrediting authorities are responsible for monitoring the quality of issuing organisations against any government
regulatory and quality assurance arrangements.

Certificate IV qualification type descriptor

Purpose The Certificate IV qualifies individuals who apply a broad range of specialised knowledge and skills in
varied contexts to undertake skilled work and as a pathway for further learning

Knowledge Graduates of a Certificate IV will have broad factual, technical and theoretical knowledge in a specialised
field of work and learning

Skills Graduates of a Certificate IV will have:
• cognitive skills to identify, analyse, compare and act on information from a range of sources
• cognitive, technical and communication skills to apply and communicate technical solutions of a 

non-routine or contingency nature to a defined range of predictable and unpredictable problems
• specialist technical skills to complete routine and non-routine tasks and functions
• communication skills to guide activities and provide technical advice in the area of work and learning

Application Graduates of a Certificate IV will demonstrate the application of knowledge and skills:
of knowledge • to specialised tasks or functions in known or changing contexts
and skills • with responsibility for own functions and outputs, and may have limited responsibility for organisation

of others
• with limited responsibility for the quantity and quality of the output of others in a team within limited

parameters

Volume of The volume of learning of a Certificate IV is typically 0.5 – 2 years. There may be variations between short 
learning duration specialist qualifications that build on knowledge and skills already acquired and longer duration

qualifications that are designed as entry level requirements for work
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AQF specification for the 
Certificate IV

When accrediting Certificate IV qualifications accrediting authorities must ensure that:

• Graduates of a Certificate IV qualification will achieve learning outcomes at level 4.

• All the learning outcomes (knowledge, skills and the application of knowledge and skills) of the Certificate IV qualification
type are evident in each qualification accredited as this type. Some may have more emphasis than others in different
Certificate IV qualifications depending on their purpose.

• Generic learning outcomes are explicitly identified in the qualification and align with the level of the qualification type, the
purpose of the qualification and the discipline. Generic learning outcomes fall into four broad categories: fundamental
skills; people skills; thinking skills; and personal skills. In the vocational education and training sector they are expressed
as foundation skills.

• The relationship between the learning outcomes in the level 4 criteria, the qualification type descriptor, and the discipline
is clear.

• The design of the components of the qualification will provide coherent learning outcomes for the level and qualification
type and will enable graduates to demonstrate them.

• The volume of learning is sufficient for graduates to achieve the learning outcomes for a qualification of this level 
and type. Learning outcomes for Certificate IV qualifications may be achieved through a program of indentured
training/employment or a program of learning in an institution which may include work placements.

Once a qualification is accredited it must be placed on the AQF Register in a form consistent with the AQF Qualifications
Register Policy.

Authority to issue the qualification
A Certificate IV qualification may only be issued by an organisation that is authorised by an accrediting authority to do so,
and meets any government standards for the sector.

Assessment leading to the award of the qualification lies with the issuing organisation. The issuing organisation is responsible
for ensuring the quality of the learning outcomes and that the graduate has satisfactorily completed any requirements for the
awarding of the qualification.

Issuing organisations must issue qualifications consistent with the AQF Qualifications Issuance Policy.

Issuing organisations will maintain a register of the AQF qualifications they have issued consistent with the AQF Qualifications
Register Policy.
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AQF specification for the Diploma

AQF level 5 criteria

Summary Graduates at this level will have specialised knowledge and skills for skilled/paraprofessional work and/or
further learning

Knowledge Graduates at this level will have technical and theoretical knowledge in a specific area or a broad field 
of work and learning

Skills Graduates at this level will have a broad range of cognitive, technical and communication skills to select and
apply methods and technologies to:
• analyse information to complete a range of activities
• provide and transmit solutions to sometimes complex problems
• transmit information and skills to others

Application Graduates at this level will apply knowledge and skills to demonstrate autonomy, judgement and defined 
knowledge responsibility in known or changing contexts and within broad but established parameters
and skills

This Specification informs the design and accreditation of Diploma qualifications.

The principal users of the AQF Qualification Type Specifications are the accrediting authorities in each education and
training sector which are responsible for the accreditation of AQF qualifications and the developers of AQF qualifications
in each education and training sector.

The other users of the Specifications are the authorised issuing organisations, industry and professional bodies, licensing
and regulatory bodies, students, graduates and employers.

The purpose of the Diploma qualification type is to qualify individuals who apply integrated technical and theoretical
concepts in a broad range of contexts to undertake advanced skilled or paraprofessional work and as a pathway for
further learning.

Diploma qualifications are located at level 5 of the Australian Qualifications Framework.

Diploma qualifications must be designed and accredited to enable graduates to demonstrate the learning outcomes
expressed as knowledge, skills and the application of knowledge and skills specified in the level 5 criteria and the
Diploma descriptor.

Diploma qualifications are available for accreditation and issuance in both higher education and vocational education and
training.
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AQF specification for the Diploma

Diploma qualification type descriptor

Purpose The Diploma qualifies individuals who apply integrated technical and theoretical concepts in a broad range
of contexts to undertake advanced skilled or paraprofessional work and as a pathway for further learning

Knowledge Graduates of a Diploma will have technical and theoretical knowledge and concepts, with depth in some
areas within a field of work and learning

Skills Graduates of a Diploma will have:
• cognitive and communication skills to identify, analyse, synthesise and act on information from a range

of sources
• cognitive, technical and communication skills to analyse, plan, design and evaluate approaches to

unpredictable problems and/or management requirements
• specialist technical and creative skills to express ideas and perspectives
• communication skills to transfer knowledge and specialised skills to others and demonstrate

understanding of knowledge

Application Graduates of a Diploma will demonstrate the application of knowledge and skills:
of knowledge • with depth in some areas of specialisation, in known or changing contexts
and skills • to transfer and apply theoretical concepts and/or technical and/or creative skills in a range of situations

• with personal responsibility and autonomy in performing complex technical operations with responsibility
for own outputs in relation to broad parameters for quantity and quality

• with initiative and judgement to organise the work of self and others and plan, coordinate and evaluate
the work of teams within broad but generally well-defined parameters

Volume of The volume of learning of a Diploma is typically 1 – 2 years
learning

 Qualification nomenclature
The title used for the Diploma must be consistent with the AQF Qualifications Issuance Policy.

Pathways
Each qualification accredited as a Diploma will include documented pathways consistent with AQF Qualifications Pathways
Policy.

Issuing organisations offering a Diploma qualification must meet the requirements of the AQF Qualifications Pathways Policy.

Responsibility for accreditation and development
Accrediting authorities and those developing qualifications for accreditation must adhere to the AQF specification for this
qualification type and any government accreditation standards for vocational education and training or higher education
when accrediting a Diploma qualification.

Accrediting authorities are responsible for monitoring the quality of issuing organisations against any government regulatory
and quality assurance arrangements. 
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AQF specification for the Diploma

When accrediting AQF Diploma qualifications accrediting authorities must ensure that:

• Graduates of a Diploma qualification will achieve learning outcomes at level 5.

• All the learning outcomes (knowledge, skills and the application of knowledge and skills) of the Diploma qualification type
are evident in each qualification accredited as this type. Some may have more emphasis than others in different Diploma
qualifications depending on their purpose.

• Generic learning outcomes are explicitly identified in the qualification and align with the level of the qualification type, the
purpose of the qualification and the discipline. Generic learning outcomes fall into four broad categories: fundamental
skills; people skills; thinking skills; and personal skills. In the vocational education and training sector they are expressed
as foundation skills. In the higher education sector they are generally known as graduate attributes and are defined by
each higher education provider.

• The relationship between the learning outcomes in the level 5 criteria, the qualification type descriptor, and the discipline
is clear.

• The design of the components of the qualification will provide coherent learning outcomes for the level and qualification
type and will enable graduates to demonstrate them.

• The volume of learning is sufficient for graduates to achieve the learning outcomes for a qualification of this level and
type.

Once a qualification is accredited it must be placed on the AQF Register in a form consistent with the AQF Qualifications
Register Policy.

Authority to issue the qualification
A Diploma qualification may only be issued by an organisation that is authorised by an accrediting authority to do so, and
meets any government standards for the sector.

Assessment leading to the award of the qualification lies with the issuing organisation. The issuing organisation is responsible
for ensuring the quality of the learning outcomes and that the graduate has satisfactorily completed any requirements for the
awarding of the qualification.

Issuing organisations must issue qualifications consistent with the AQF Qualifications Issuance Policy.

Issuing organisations will maintain a register of the AQF qualifications they have issued consistent with the AQF Qualifications
Register Policy.
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AQF specification for the 
Advanced Diploma

AQF level 6 criteria

Summary Graduates at this level will have broad knowledge and skills for paraprofessional/highly skilled work and/or
further learning

Knowledge Graduates at this level will have broad theoretical and technical knowledge of a specific area or a broad 
field of work and learning

Skills Graduates at this level will have a broad range of cognitive, technical and communication skills to select and
apply methods and technologies to:
• analyse information to complete a range of activities
• interpret and transmit solutions to unpredictable and sometimes complex problems
• transmit information and skills to others

Application Graduates at this level will apply knowledge and skills to demonstrate autonomy, judgement and 
knowledge defined responsibility:
and skills • in contexts that are subject to change

• within broad parameters to provide specialist advice and functions

This Specification informs the design and accreditation of Advanced Diploma qualifications.

The principal users of the AQF Qualification Type Specifications are the accrediting authorities in each education and
training sector which are responsible for the accreditation of AQF qualifications and the developers of AQF qualifications
in each education and training sector.

The other users of the Specifications are the authorised issuing organisations, industry and professional bodies, licensing
and regulatory bodies, students, graduates and employers.

The purpose of the Advanced Diploma qualification type is to qualify individuals who apply specialised knowledge in a
range of contexts to undertake advanced skilled or paraprofessional work and as a pathway for further learning.

Advanced Diploma qualifications are located at level 6 of the Australian Qualifications Framework.

Advanced Diploma qualifications must be designed and accredited to enable graduates to demonstrate the learning
outcomes expressed as knowledge, skills and the application of knowledge and skills specified in the level 6 criteria and
the Advanced Diploma descriptor.

Advanced Diploma qualifications are available for accreditation and issuance in both higher education and vocational
education and training.
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AQF specification for the 
Advanced Diploma

Advanced Diploma qualification type descriptor

Purpose The Advanced Diploma qualifies individuals who apply specialised knowledge in a range of contexts to
undertake advanced skilled or paraprofessional work and as a pathway for further learning

Knowledge Graduates of an Advanced Diploma will have specialised and integrated technical and theoretical
knowledge with depth within one or more fields of work and learning

Skills Graduates of an Advanced Diploma will have:
• cognitive and communication skills to identify, analyse, synthesise and act on information from a range

of sources
• cognitive and communication skills to transfer knowledge and skills to others and to demonstrate

understanding of specialised knowledge with depth in some areas
• cognitive and communication skills to formulate responses to complex problems
• wide-ranging specialised technical, creative or conceptual skills to express ideas and perspectives

Application Graduates of an Advanced Diploma will demonstrate the application of knowledge and skills:
of knowledge • with depth in areas of specialisation, in contexts subject to change
and skills • with initiative and judgment in planning, design, technical or management functions with some direction

• to adapt a range of fundamental principles and complex techniques to known and unknown situations
• across a broad range of technical or management functions with accountability for personal outputs and

personal and team outcomes within broad parameters

Volume of The volume of learning of an Advanced Diploma is typically 1.5 – 2 years
learning

Qualification nomenclature
The title used for the Advanced Diploma must be consistent with the AQF Qualifications Issuance Policy.

Pathways
Each qualification accredited as an Advanced Diploma will include documented pathways consistent with 
AQF Qualifications Pathways Policy.

Issuing organisations offering an Advanced Diploma qualification must meet the requirements of the AQF Qualifications
Pathways Policy.

Responsibility for accreditation and development
Accrediting authorities and those developing qualifications for accreditation must adhere to the AQF specification for
this qualification type and any government accreditation standards for vocational education and training or higher
education when accrediting an Advanced Diploma qualification.

Accrediting authorities are responsible for monitoring the quality of issuing organisations against any government
regulatory and quality assurance arrangements.
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AQF specification for the 
Advanced Diploma

When accrediting AQF Advanced Diploma qualifications accrediting authorities must ensure that:

• Graduates of an Advanced Diploma qualification will achieve learning outcomes at level 6.

• All the learning outcomes (knowledge, skills and the application of knowledge and skills) of the Advanced Diploma
qualification type are evident in each qualification accredited as this type. Some may have more emphasis than others 
in different Advanced Diploma qualifications depending on their purpose.

• Generic learning outcomes are explicitly identified in the qualification and align with the level of the qualification type, the
purpose of the qualification and the discipline. Generic learning outcomes fall into four broad categories: fundamental
skills; people skills; thinking skills; and personal skills. In the vocational education and training sector they are expressed
as foundation skills. In the higher education sector they are generally known as graduate attributes and are defined by
each higher education provider.

• The relationship between the learning outcomes in the level 6 criteria, the qualification type descriptor, and the discipline
is clear.

• The design of the components of the qualification will provide coherent learning outcomes for the level and qualification
type and will enable graduates to demonstrate them.

• The volume of learning is sufficient for graduates to achieve the learning outcomes for a qualification of this level and
type.

Once a qualification is accredited it must be placed on the AQF Register in a form consistent with the AQF Qualifications
Register Policy.

Authority to issue the qualification
An Advanced Diploma qualification may only be issued by an organisation that is authorised by an accrediting authority to do
so, and meets any government standards for the sector.

Assessment leading to the award of the qualification lies with the issuing organisation. The issuing organisation is responsible
for ensuring the quality of the learning outcomes and that the graduate has satisfactorily completed any requirements for the
awarding of the qualification.

Issuing organisations must issue qualifications consistent with the AQF Qualifications Issuance Policy.

Issuing organisations will maintain a register of the AQF qualifications they have issued consistent with the AQF Qualifications
Register Policy.
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AQF specification for the 
Associate Degree

AQF level 6 criteria

Summary Graduates at this level will have broad knowledge and skills for paraprofessional/highly skilled work and/or
further learning

Knowledge Graduates at this level will have broad theoretical and technical knowledge of a specific area or a broad field
of work and learning

Skills Graduates at this level will have a broad range of cognitive, technical and communication skills to select 
and apply methods and technologies to:
• analyse information to complete a range of activities 
• interpret and transmit solutions to unpredictable and sometimes complex problems
• transmit information and skills to others

Application Graduates at this level will apply knowledge and skills to demonstrate autonomy, judgement and 
knowledge defined responsibility:
and skills • in contexts that are subject to change

• within broad parameters to provide specialist advice and functions

This Specification informs the design and accreditation of Associate Degree qualifications.

The principal users of the AQF Qualification Type Specifications are the accrediting authorities in each education and
training sector which are responsible for the accreditation of AQF qualifications and the developers of AQF qualifications
in each education and training sector.

The other users of the Specifications are the authorised issuing organisations, industry and professional bodies, licensing
and regulatory bodies, students, graduates and employers.

The purpose of the Associate Degree qualification type is to qualify individuals who apply underpinning technical and
theoretical knowledge in a range of contexts to undertake paraprofessional work and as a pathway for further learning.

Associate Degree qualifications are located at level 6 of the Australian Qualifications Framework.

Associate Degree qualifications must be designed and accredited to enable graduates to demonstrate the learning
outcomes expressed as knowledge, skills and the application of knowledge and skills specified in the level 6 criteria and
the Associate Degree descriptor.
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AQF specification for the 
Associate Degree

Qualification nomenclature
The title used for the Associate Degree must be consistent with the AQF Qualifications Issuance Policy.

Pathways
Each qualification accredited as an Associate Degree will include documented pathways consistent with 
AQF Qualifications Pathways Policy.

Issuing organisations offering an Associate Degree qualification must meet the requirements of the AQF Qualifications
Pathways Policy.

Responsibility for accreditation and development
Accrediting authorities and those developing qualifications for accreditation must adhere to the AQF specification for this
qualification type and any government accreditation standards for higher education when accrediting an Associate
Degree qualification.

Accrediting authorities are responsible for monitoring the quality of issuing organisations against any government
regulatory and quality assurance arrangements. 

Associate Degree qualification type descriptor

Purpose The Associate Degree qualifies individuals who apply underpinning technical and theoretical knowledge 
in a range of contexts to undertake paraprofessional work and as a pathway for further learning

Knowledge Graduates of an Associate Degree will have broad theoretical and technical knowledge with some depth in
the underlying principles and concepts in one or more disciplines

Skills Graduates of an Associate Degree will have:
• cognitive skills to identify, analyse and evaluate information and concepts from a range of sources
• cognitive, technical and creative thinking skills to demonstrate a broad understanding of knowledge and

ideas with some depth in a discipline
• cognitive, communication and analytical skills to interpret and transmit responses to sometimes complex

problems
• communication skills to make a clear and coherent presentation of knowledge and ideas with some

intellectual independence

Application Graduates of an Associate Degree will demonstrate the application of knowledge and skills:
of knowledge • with initiative and judgement in planning, problem solving and decision making in paraprofessional practice
and skills • to adapt knowledge and skills in a range of contexts and/or for further studies in one or more disciplines

• to adapt fundamental principles, concepts and techniques to known and unknown situations
• with responsibility and accountability for own learning and work and in collaboration with others within

broad parameters

Volume of The volume of learning of an Associate Degree is typically 2 years
learning
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AQF specification for the 
Associate Degree

When accrediting AQF Associate Degree qualifications accrediting authorities must ensure that:

• Graduates of an Associate Degree qualification will achieve learning outcomes at level 6.

• All the learning outcomes (knowledge, skills and the application of knowledge and skills) of the Associate Degree
qualification type are evident in each qualification accredited as this type. Some may have more emphasis than others in
different Associate Degree qualifications depending on their purpose.

• Generic learning outcomes are explicitly identified in the qualification and align with the level of the qualification type, 
the purpose of the qualification and the discipline. Generic learning outcomes fall into four broad categories: fundamental
skills; people skills; thinking skills; and personal skills. In the higher education sector they are generally known as 
graduate attributes and are defined by each higher education provider.

• The relationship between the learning outcomes in the level 6 criteria, the qualification type descriptor, and the discipline
is clear.

• The design of the components of the qualification will provide coherent learning outcomes for the level and qualification
type and will enable graduates to demonstrate them.

• The volume of learning is sufficient for graduates to achieve the learning outcomes for a qualification of this level and
type.

Once a qualification is accredited it must be placed on the AQF Register in a form consistent with the AQF Qualifications
Register Policy.

Authority to issue the qualification
An Associate Degree qualification may only be issued by an organisation that is authorised by an accrediting authority to do
so, and meets any government standards for the sector.

Assessment leading to the award of the qualification lies with the issuing organisation. The issuing organisation is responsible
for ensuring the quality of the learning outcomes and that the graduate has satisfactorily completed any requirements for the
awarding of the qualification.

Issuing organisations must issue qualifications consistent with the AQF Qualifications Issuance Policy.

Issuing organisations will maintain a register of the AQF qualifications they have issued consistent with the AQF Qualifications
Register Policy.
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AQF specification for the 
Bachelor Degree

AQF level 7 criteria

Summary Graduates at this level will have broad and coherent knowledge and skills for professional work 
and/or further learning

Knowledge Graduates at this level will have broad and coherent theoretical and technical knowledge with depth in one or
more disciplines or areas of practice

Skills Graduates at this level will have well-developed cognitive, technical and communication skills to select 
and apply methods and technologies to:
• analyse and evaluate information to complete a range of activities
• analyse, generate and transmit solutions to unpredictable and sometimes complex problems
• transmit knowledge, skills and ideas to others

Application Graduates at this level will apply knowledge and skills to demonstrate autonomy, well-developed judgement 
of knowledge and responsibility:
and skills • in contexts that require self-directed work and learning

• within broad parameters to provide specialist advice and functions

This Specification informs the design and accreditation of Bachelor Degree qualifications.

The principal users of the AQF Qualification Type Specifications are the accrediting authorities in each education and
training sector which are responsible for the accreditation of AQF qualifications and the developers of AQF qualifications
in each education and training sector.

The other users of the Specifications are the authorised issuing organisations, industry and professional bodies, licensing
and regulatory bodies, students, graduates and employers.

The purpose of the Bachelor Degree qualification type is to qualify individuals who apply a broad and coherent body of
knowledge in a range of contexts to undertake professional work and as a pathway for further learning.

Bachelor Degree qualifications are located at level 7 of the Australian Qualifications Framework.

Bachelor Degree qualifications must be designed and accredited to enable graduates to demonstrate the learning
outcomes expressed as knowledge, skills and the application of knowledge and skills specified in the level 7 criteria and
the Bachelor Degree descriptor.
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AQF specification for the 
Bachelor Degree

Bachelor Degree qualification type descriptor

Purpose The Bachelor Degree qualifies individuals who apply a broad and coherent body of knowledge in a range of
contexts to undertake professional work and as a pathway for further learning

Knowledge Graduates of a Bachelor Degree will have a broad and coherent body of knowledge, with depth in the
underlying principles and concepts in one or more disciplines as a basis for independent lifelong learning

Skills Graduates of a Bachelor Degree will have:
• cognitive skills to review critically, analyse, consolidate and synthesise knowledge
• cognitive and technical skills to demonstrate a broad understanding of knowledge with depth in some

areas
• cognitive and creative skills to exercise critical thinking and judgement in identifying and solving problems

with intellectual independence
• communication skills to present a clear, coherent and independent exposition of knowledge and ideas

Application Graduates of a Bachelor Degree will demonstrate the application of knowledge and skills:
of knowledge • with initiative and judgement in planning, problem solving and decision making in professional practice
and skills and/or scholarship

• to adapt knowledge and skills in diverse contexts
• with responsibility and accountability for own learning and professional practice and in collaboration with

others within broad parameters

Volume of The volume of learning of a Bachelor Degree is typically 3 – 4 years
learning

Qualification nomenclature
The title used for the Bachelor Degree must be consistent with the AQF Qualifications Issuance Policy.

Pathways
Each qualification accredited as a Bachelor Degree will include documented pathways consistent with AQF Qualifications
Pathways Policy.

Issuing organisations offering a Bachelor Degree qualification must meet the requirements of the AQF Qualifications
Pathways Policy.

Responsibility for accreditation and development
Accrediting authorities and those developing qualifications for accreditation must adhere to the AQF specification for this
qualification type and any government accreditation standards for higher education when accrediting a Bachelor Degree
qualification.

Accrediting authorities are responsible for monitoring the quality of issuing organisations against any government
regulatory and quality assurance arrangements. 
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AQF specification for the 
Bachelor Degree

When accrediting AQF Bachelor Degree qualifications accrediting authorities must ensure that: 

• Graduates of a Bachelor Degree qualification will achieve learning outcomes at level 7.

• All the learning outcomes (knowledge, skills and the application of knowledge and skills) of the Bachelor
Degree qualification type are evident in each qualification accredited as this type. Some may have more
emphasis than others in different Bachelor Degree qualifications depending on their purpose.

• Generic learning outcomes are explicitly identified in the qualification and align with the level of the
qualification type, the purpose of the qualification and the discipline. Generic learning outcomes fall into four
broad categories: fundamental skills; people skills; thinking skills; and personal skills. In the higher education
sector they are generally known as graduate attributes and are defined by each higher education provider.

• The relationship between the learning outcomes in the level 7 criteria, the qualification type descriptor, and
the discipline is clear.

• The design of the components of the qualification will provide coherent learning outcomes for the level and
qualification type and will enable graduates to demonstrate them.

• The volume of learning is sufficient for graduates to achieve the learning outcomes for a qualification of this
level and type.

Once a qualification is accredited it must be placed on the AQF Register in a form consistent with the 
AQF Qualifications Register Policy.

Authority to issue the qualification
A Bachelor Degree qualification may only be issued by an organisation that is authorised by an accrediting
authority to do so, and meets any government standards for the sector.

Assessment leading to the award of the qualification lies with the issuing organisation. The issuing organisation is
responsible for ensuring the quality of the learning outcomes and that the graduate has satisfactorily completed
any requirements for the awarding of the qualification.

Issuing organisations must issue qualifications consistent with the AQF Qualifications Issuance Policy.

Issuing organisations will maintain a register of the AQF qualifications they have issued consistent with the 
AQF Qualifications Register Policy.
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AQF specification for the 
Bachelor Honours Degree

AQF level 8 criteria

Summary Graduates at this level will have advanced knowledge and skills for professional or highly skilled work 
and/or further learning

Knowledge Graduates at this level will have advanced theoretical and technical knowledge in one or more disciplines or
areas of practice

Skills Graduates at this level will have advanced cognitive, technical and communication skills to select and apply
methods and technologies to:
• analyse critically, evaluate and transform information to complete a range of activities
• analyse, generate and transmit solutions to complex problems
• transmit knowledge, skills and ideas to others

Application Graduates at this level will apply knowledge and skills to demonstrate autonomy, well-developed judgement, 
knowledge  adaptability and responsibility as a practitioner or learner
and skills

This Specification informs the design and accreditation of Bachelor Honours Degree qualifications.

The principal users of the AQF Qualification Type Specifications are the accrediting authorities in each education and
training sector which are responsible for the accreditation of AQF qualifications and the developers of AQF qualifications
in each education and training sector.

The other users of the Specifications are the authorised issuing organisations, industry and professional bodies, licensing
and regulatory bodies, students, graduates and employers.

The purpose of the Bachelor Honours Degree qualification type is to qualify individuals who apply a body of knowledge
in a specific context to undertake professional work and as a pathway for research and further learning.

Bachelor Honours Degree qualifications are located at level 8 of the Australian Qualifications Framework.

Bachelor Honours Degree qualifications must be designed and accredited to enable graduates to demonstrate the
learning outcomes expressed as knowledge, skills and the application of knowledge and skills specified in the level 8
criteria and the Bachelor Degree descriptor.
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AQF specification for the 
Bachelor Honours Degree

Qualification nomenclature
The title used for the Bachelor Honours Degree must be consistent with the AQF Qualifications Issuance Policy.

Pathways
Each qualification accredited as a Bachelor Honours Degree will include documented pathways consistent with 
AQF Qualifications Pathways Policy.

Issuing organisations offering a Bachelor Honours Degree qualification must meet the requirements of the AQF Qualifications
Pathways Policy.

Responsibility for accreditation and development
Accrediting authorities and those developing qualifications for accreditation must adhere to the AQF specification for this
qualification type and any government accreditation standards for higher education when accrediting a Bachelor Honours
Degree qualification.

Accrediting authorities are responsible for monitoring the quality of issuing organisations against any government regulatory
and quality assurance arrangements. 

Bachelor Honours Degree qualification type descriptor

Purpose The Bachelor Honours Degree qualifies individuals who apply a body of knowledge in a specific context to
undertake professional work and as a pathway for research and further learning

Knowledge Graduates of a Bachelor Honours Degree will have coherent and advanced knowledge of the underlying
principles and concepts in one or more disciplines and knowledge of research principles and methods

Skills Graduates of a Bachelor Honours Degree will have:
• cognitive skills to review, analyse, consolidate and synthesise knowledge to identify and provide

solutions to complex problems with intellectual independence
• cognitive and technical skills to demonstrate a broad understanding of a body of knowledge and

theoretical concepts with advanced understanding in some areas
• cognitive skills to exercise critical thinking and judgement in developing new understanding
• technical skills to design and use research in a project
• communication skills to present a clear and coherent exposition of knowledge and ideas to a variety of

audiences

Application Graduates of a Bachelor Honours Degree will demonstrate the application of knowledge and skills:
of knowledge • with initiative and judgement in professional practice and/or scholarship
and skills • to adapt knowledge and skills in diverse contexts

• with responsibility and accountability for own learning and practice and in collaboration with others
within broad parameters

• to plan and execute project work and/or a piece of research and scholarship with some independence

Volume of The volume of learning of a Bachelor Honours Degree is typically 1 year following a Bachelor Degree. A 
learning Bachelor Honours Degree may also be embedded in a Bachelor Degree, typically as an additional year
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When accrediting AQF Bachelor Honours Degree qualifications accrediting authorities must ensure that: 

• Graduates of a Bachelor Honours Degree qualification will achieve learning outcomes at level 8.

• All the learning outcomes (knowledge, skills and the application of knowledge and skills) of the Bachelor Honours
Degree qualification type are evident in each qualification accredited as this type. Some may have more
emphasis than others in different Bachelor Honours Degree qualifications depending on their purpose.

• Generic learning outcomes are explicitly identified in the qualification and align with the level of the qualification
type, the purpose of the qualification and the discipline. Generic learning outcomes fall into four broad
categories: fundamental skills; people skills; thinking skills; and personal skills. In the higher education sector
they are generally known as graduate attributes and are defined by each higher education provider.

• The relationship between the learning outcomes in the level 8 criteria, the qualification type descriptor, and the
discipline is clear.

• The design of the components of the qualification will provide coherent learning outcomes for the level and
qualification type and will enable graduates to demonstrate them.

• The volume of learning is sufficient for graduates to achieve the learning outcomes for a qualification of this level
and type.

Once a qualification is accredited it must be placed on the AQF Register in a form consistent with the 
AQF Qualifications Register Policy.

Authority to issue the qualification
A Bachelor Honours Degree qualification may only be issued by an organisation that is authorised by an accrediting
authority to do so, and meets any government standards for the sector.

Assessment leading to the award of the qualification lies with the issuing organisation. The issuing organisation is
responsible for ensuring the quality of the learning outcomes and that the graduate has satisfactorily completed any
requirements for the awarding of the qualification.

Issuing organisations must issue qualifications consistent with the AQF Qualifications Issuance Policy.

Issuing organisations will maintain a register of the AQF qualifications they have issued consistent with the 
AQF Qualifications Register Policy.
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Graduate Certificate1

AQF level 8 criteria

Summary Graduates at this level will have advanced knowledge and skills for professional or highly skilled work 
and/or further learning

Knowledge Graduates at this level will have advanced theoretical and technical knowledge in one or more 
disciplines or areas of practice

Skills Graduates at this level will have advanced cognitive, technical and communication skills to select 
and apply methods and technologies to:
• analyse critically, evaluate and transform information to complete a range of activities
• analyse, generate and transmit solutions to complex problems
• transmit knowledge, skills and ideas to others

Application Graduates at this level will apply knowledge and skills to demonstrate autonomy, well-developed 
of knowledge judgement, adaptability and responsibility as a practitioner or learner 
and skills

This Specification informs the design and accreditation of Graduate Certificate qualifications.

The principal users of the AQF Qualification Type Specifications are the accrediting authorities in each education and
training sector which are responsible for the accreditation of AQF qualifications and the developers of AQF qualifications
in each education and training sector.

The other users of the Specifications are the authorised issuing organisations, industry and professional bodies, licensing
and regulatory bodies, students, graduates and employers.

The purpose of the Graduate Certificate qualification type is to qualify individuals who apply a body of knowledge in a
range of contexts to undertake professional or highly skilled work and as a pathway for further learning.

Graduate Certificate qualifications are located at level 8 of the Australian Qualifications Framework.

Graduate Certificate qualifications must be designed and accredited to enable graduates to demonstrate the learning
outcomes expressed as knowledge, skills and the application of knowledge and skills specified in the level 8 criteria and
the Graduate Certificate descriptor.

Graduate Certificate qualifications are available for accreditation and issuance in both higher education and vocational
education and training.
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Graduate Certificate 

Qualification nomenclature
The title used for a Graduate Certificate must be consistent with the AQF Qualifications Issuance Policy.

Pathways
Each qualification accredited as a Graduate Certificate will include documented pathways consistent with AQF
Qualifications Pathways Policy.

Issuing organisations offering a Graduate Certificate qualification must meet the requirements of the AQF Qualifications
Pathways Policy.

Responsibility for accreditation and development
Accrediting authorities and those developing qualifications for accreditation must adhere to the AQF specification for this
qualification type and any government accreditation standards for higher education or for vocational education and training
when accrediting a Graduate Certificate qualification. 

Accrediting authorities are responsible for monitoring the quality of issuing organisations against any government regulatory
and quality assurance arrangements. 

Graduate Certificate qualification type descriptors

Purpose The Graduate Certificate qualifies individuals who apply a body of knowledge in a range of contexts to
undertake professional or highly skilled work and as a pathway for further learning

Knowledge Graduates of a Graduate Certificate will have specialised knowledge within a systematic and coherent body
of knowledge that may include the acquisition and application of knowledge and skills in a new or existing
discipline or professional area

Skills Graduates of a Graduate Certificate will have:
• cognitive skills to review, analyse, consolidate and synthesise knowledge and identify and provide

solutions to complex problems
• cognitive skills to think critically and to generate and evaluate complex ideas
• specialised technical and creative skills in a field of highly skilled and/or professional practice
• communication skills to demonstrate an understanding of theoretical concepts
• communication skills to transfer complex knowledge and ideas to a variety of audiences

Application Graduates of a Graduate Certificate will demonstrate the application of knowledge and skills:
of knowledge • to make high level, independent judgements in a range of technical or management functions in varied

specialised contexts
• to initiate, plan, implement and evaluate broad functions within varied specialised technical and/or 

creative contexts
• with responsibility and accountability for personal outputs and all aspects of the work or function of 

others within broad parameters

Volume of The volume of learning of a Graduate Certificate is typically 0.5 – 1 year
learning
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Graduate Certificate 

When accrediting AQF Graduate Certificate qualifications accrediting authorities must ensure that:

• Graduates of a Graduate Certificate qualification will achieve learning outcomes at level 8.

• All the learning outcomes (knowledge, skills and the application of knowledge and skills) of the Graduate Certificate
qualification type are evident in each qualification accredited as this type. Some may have more emphasis than others in
different Graduate Certificate qualifications depending on their purpose. A Graduate Certificate may be designed to
provide a program of learning for either deepening of knowledge and skills in the same discipline or profession or for
broadening of knowledge and skills in a different discipline or profession.

• Generic learning outcomes are explicitly identified in the qualification and align with the level of the qualification type, the
purpose of the qualification and the discipline. Generic learning outcomes fall into four broad categories: fundamental
skills; people skills; thinking skills; and personal skills. In the vocational education and training sector they are expressed
as foundation skills. In the higher education sector they are generally known as graduate attributes and are defined by
each higher education provider.

• The relationship between the learning outcomes in the level 8 criteria, the qualification type descriptor, and the discipline
is clear.

• The design of the components of the qualification will provide coherent learning outcomes for the level and qualification
type and will enable graduates to demonstrate them.

• The volume of learning is sufficient for graduates to achieve the learning outcomes for a qualification of this level and
type. The volume of learning must take into account the level of the previous qualification and/or expierence required for
entry and whether the purpose is for deepening or broadening of knowledge and skills.

  
Once a qualification is accredited it must be placed on the AQF Register in a form consistent with the AQF Qualifications
Register Policy.

Authority to issue the qualification
A Graduate Certificate qualification may only be issued by an organisation that is authorised by an accrediting authority to
do so, and meets any government standards for the sector.

Assessment leading to the award of the qualification lies with the issuing organisation. The issuing organisation is
responsible for ensuring the quality of the learning outcomes and that the graduate has satisfactorily completed any
requirements for the awarding of the qualification.

Issuing organisations must issue qualifications consistent with the AQF Qualifications Issuance Policy.

Issuing organisations will maintain a register of the AQF qualifications they have issued consistent with the AQF
Qualifications Register Policy.
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Graduate Diploma1

AQF level 8 criteria

Summary Graduates at this level will have advanced knowledge and skills for professional or highly skilled 
work and/or further learning

Knowledge Graduates at this level will have advanced theoretical and technical knowledge in one or more 
disciplines or areas of practice

Skills Graduates at this level will have advanced cognitive, technical and communication skills to select 
and apply methods and technologies to:
• analyse critically, evaluate and transform information to complete a range of activities
• analyse, generate and transmit solutions to complex problems
• transmit knowledge, skills and ideas to others

Application Graduates at this level will apply knowledge and skills to demonstrate autonomy, well-developed judgement, 
of knowledge  adaptability and responsibility as a practitioner or learner
and skills

This Specification informs the design and accreditation of Graduate Diploma qualifications.

The principal users of the AQF Qualification Type Specifications are the accrediting authorities in each education and
training sector which are responsible for the accreditation of AQF qualifications and the developers of AQF qualifications
in each education and training sector.

The other users of the Specifications are the authorised issuing organisations, industry and professional bodies, licensing
and regulatory bodies, students, graduates and employers.

The purpose of the Graduate Diploma qualification type is to qualify individuals who apply a body of knowledge in a
range of contexts to undertake professional or highly skilled work and as a pathway for further learning.

Graduate Diploma qualifications are located at level 8 of the Australian Qualifications Framework.

Graduate Diploma qualifications must be designed and accredited to enable graduates to demonstrate the learning
outcomes expressed as knowledge, skills and the application of knowledge and skills specified in the level 8 criteria and
the Graduate Diploma descriptor.

Graduate Diploma qualifications are available for accreditation and issuance in both higher education and vocational
education and training.
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Graduate Diploma 

Qualification nomenclature
The title used for a Graduate Diploma must be consistent with the AQF Qualifications Issuance Policy.

Pathways
Each qualification accredited as a Graduate Diploma will include documented pathways consistent with AQF Qualifications
Pathways Policy.

Issuing organisations offering a Graduate Diploma qualification must meet the requirements of the AQF Qualifications
Pathways Policy.

Responsibility for accreditation and development
Accrediting authorities and those developing qualifications for accreditation must adhere to the AQF specification for this
qualification type and any government accreditation standards for higher education or for vocational education and
training when accrediting a Graduate Diploma qualification.

Accrediting authorities are responsible for monitoring the quality of issuing organisations against any government
regulatory and quality assurance arrangements. 

Graduate Diploma qualification type descriptors

Purpose The Graduate Diploma qualifies individuals who apply a body of knowledge in a range of contexts to
undertake professional or highly skilled work and as a pathway for further learning

Knowledge Graduates of a Graduate Diploma will have advanced knowledge within a systematic and coherent body of
knowledge that may include the acquisition and application of knowledge and skills in a new or existing
discipline or professional area

Skills Graduates of a Graduate Diploma will have:
• cognitive skills to review, analyse, consolidate and synthesise knowledge and identify and provide

solutions to complex problems
• cognitive skills to think critically and to generate and evaluate complex ideas
• specialised technical and creative skills in a field of highly skilled and/or professional practice
• communication skills to demonstrate an understanding of theoretical concepts
• communication skills to transfer complex knowledge and ideas to a variety of audiences

Application Graduates of a Graduate Diploma will demonstrate the application of knowledge and skills:
of knowledge • to make high level, independent judgements in a range of technical or management functions in varied

specialised contexts.
• to initiate, plan, implement and evaluate broad functions within varied specialised technical and/or creative

contexts
• with responsibility and accountability for personal outputs and all aspects of the work or function of others

within broad parameters

Volume of The volume of learning of a Graduate Diploma is typically 1 – 2 years
learning

Australian Qualifications Framework Second Edition January 2013 57

and skills

3616



When accrediting AQF Graduate Diploma qualifications accrediting authorities must ensure that:

• Graduates of a Graduate Diploma qualification will achieve learning outcomes at level 8.

• All the learning outcomes (knowledge, skills and the application of knowledge and skills) of the Graduate Diploma
qualification type are evident in each qualification accredited as this type. Some may have more emphasis than others in
different Graduate Diploma qualifications depending on their purpose. A Graduate Diploma may be designed to provide a
program of learning for either deepening of knowledge and skills in the same discipline or profession or for broadening of
knowledge and skills in a different discipline or profession.

• Generic learning outcomes are explicitly identified in the qualification and align with the level of the qualification type, the
purpose of the qualification and the discipline. Generic learning outcomes fall into four broad categories: fundamental
skills; people skills; thinking skills; and personal skills. In the vocational education and training sector they are expressed
as foundation skills. In the higher education sector they are generally known as graduate attributes and are defined by
each higher education provider.

• The relationship between the learning outcomes in the level 8 criteria, the qualification type descriptor, and the discipline
is clear.

• The design of the components of the qualification will provide coherent learning outcomes for the level and qualification
type and will enable graduates to demonstrate them.

• The volume of learning is sufficient for graduates to achieve the learning outcomes for a qualification of this level and
type. The volume of learning must take into account the level of the previous qualification and/or expierence required for
entry and whether the purpose is for deepening or broadening of knowledge and skills.

Once a qualification is accredited it must be placed on the AQF Register in a form consistent with the AQF Qualifications
Register Policy.

Authority to issue the qualification
A Graduate Diploma qualification may only be issued by an organisation that is authorised by an accrediting authority to do
so, and meets any government standards for the sector.

Assessment leading to the award of the qualification lies with the issuing organisation. The issuing organisation is responsible
for ensuring the quality of the learning outcomes and that the graduate has satisfactorily completed any requirements for the
awarding of the qualification.

Issuing organisations must issue qualifications consistent with the AQF Qualifications Issuance Policy.

Issuing organisations will maintain a register of the AQF qualifications they have issued consistent with the AQF 
Qualifications Register Policy.

AQF specification for the
Graduate Diploma 
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Masters Degree

AQF level 9 criteria

Summary Graduates at this level will have specialised knowledge and skills for research, and/or professional
practice and/or further learning

Knowledge Graduates at this level will have advanced and integrated understanding of a complex body of
knowledge in one or more disciplines or areas of practice

Skills Graduates at this level will have expert, specialised cognitive and technical skills in a body of
knowledge or practice to independently:
• analyse critically, reflect on and synthesise complex information, problems, concepts and theories
• research and apply established theories to a body of knowledge or practice
• interpret and transmit knowledge, skills and ideas to specialist and non-specialist audiences

Application Graduates at this level will apply knowledge and skills to demonstrate autonomy, expert judgement, 
of knowledge adaptability and responsibility as a practitioner or learner
and skills

This Specification informs the design and accreditation of Masters Degree qualifications.

The principal users of the AQF Qualification Type Specifications are the accrediting authorities in each education and
training sector which are responsible for the accreditation of AQF qualifications and the developers of AQF qualifications
in each education and training sector.

The other users of the Specifications are the authorised issuing organisations, industry and professional bodies, licensing
and regulatory bodies, students, graduates and employers.

There are three main forms of Masters Degrees within the Masters Degree qualification type: the Masters Degree
(Research), the Masters Degree (Coursework) and the Masters Degree (Extended).

The purpose of the Masters Degree (Research) is to qualify individuals who apply an advanced body of knowledge in a
range of contexts for research and scholarship and as a pathway for further learning.

The purpose of the Masters Degree (Coursework) is to qualify individuals who apply an advanced body of knowledge in
a range of contexts for professional practice or scholarship and as a pathway for further learning.

The purpose of the Masters Degree (Extended) is to qualify individuals who apply an advanced body of knowledge in a
range of contexts for professional practice and as a pathway for further learning. 

Masters Degree qualifications are located at level 9 of the Australian Qualifications Framework.

Masters Degree qualifications must be designed and accredited to enable graduates to demonstrate the learning
outcomes specified in the level 9 criteria and either the Masters Degree (Research) descriptor, the Masters Degree
(Coursework) descriptor or the Masters Degree (Extended) descriptor.
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Masters Degree qualification type descriptors

Summary

Knowledge

Skills

Application of
knowledge 
and skills

Volume of
learning

Masters Degree (Research)

The Masters Degree (Research) qualifies

individuals who apply an advanced body of

knowledge in a range of contexts for research

and scholarship and as a pathway for further

learning

Graduates of a Masters Degree (Research) will

have:

• a body of knowledge that includes the

understanding of recent developments in

one or more disciplines 

• advanced knowledge of research principles

and methods applicable to the field of work

or learning

Graduates of a Masters Degree (Research) will

have:

• cognitive skills to demonstrate mastery of

theoretical knowledge and to reflect critically

on theory and its application 

• cognitive, technical and creative skills to

investigate, analyse and synthesise complex

information, problems, concepts and

theories and to apply established theories to

different bodies of knowledge or practice

• cognitive, technical and creative skills to

generate and evaluate complex ideas and

concepts at an abstract level

• cognitive and technical skills to design, use

and evaluate research and research

methods

• communication and technical skills to

present a coherent and sustained argument

and to disseminate research results to

specialist and non-specialist audiences

• technical and communication skills to

design, evaluate, implement, analyse,

theorise and disseminate research that

makes a contribution to knowledge

Graduates of a Masters Degree (Research) will

demonstrate the application of knowledge and

skills:

• with creativity and initiative to new situations

and/or for further learning

• with high level personal autonomy and

accountability

• to plan and execute a substantial piece of

research

 

The volume of learning of a Masters Degree

(Research) is typically 1 – 2 years; in the same

discipline 1.5 years following a level 7

qualification or 1 year following a level 8

qualification; in a different discipline 2 years

following a level 7 qualification or 1.5 years

following a level 8 qualification

Masters Degree (Coursework)

The Masters Degree (Coursework) qualifies

individuals who apply an advanced body 

of knowledge in a range of contexts for

professional practice or scholarship and as a

pathway for further learning

Graduates of a Masters Degree (Coursework)

will have:

• a body of knowledge that includes the

understanding of recent developments in 

a discipline and/or area of professional

practice

• knowledge of research principles and

methods applicable to a field of work 

and/or learning

Graduates of a Masters Degree (Coursework)

will have:

• cognitive skills to demonstrate mastery of

theoretical knowledge and to reflect critically

on theory and professional practice or

scholarship

• cognitive, technical and creative skills to

investigate, analyse and synthesise complex

information, problems, concepts and

theories and to apply established theories to

different bodies of knowledge or practice

• cognitive, technical and creative skills to

generate and evaluate complex ideas and

concepts at an abstract level

• communication and technical research skills

to justify and interpret theoretical

propositions, methodologies, conclusions

and professional decisions to specialist and

non-specialist audiences

• technical and communication skills to

design, evaluate, implement, analyse and

theorise about developments that contribute

to professional practice or scholarship

Graduates of a Masters Degree (Coursework)

will demonstrate the application of knowledge

and skills:

• with creativity and initiative to new situations

in professional practice and/or for further

learning

• with high level personal autonomy and

accountability

• to plan and execute a substantial research-

based project, capstone experience and/or

piece of scholarship

The volume of learning of a Masters Degree

(Coursework) is typically 1 – 2 years; in the

same discipline 1.5 years following a level 7

qualification or 1 year following a level 8

qualification; in a different discipline 2 years

following a level 7 qualification or 1.5 years

following a level 8 qualification

Masters Degree (Extended)

The Masters Degree (Extended) qualifies

individuals who apply an advanced body 

of knowledge in a range of contexts for

professional practice and as a pathway for

further learning

Graduates of a Masters Degree (Extended) will

have:

• a body of knowledge that includes the

extended understanding of recent

developments in a discipline and its

professional practice

• knowledge of research principles and

methods applicable to the discipline and its

professional practice

Graduates of a Masters Degree (Extended) will

have:

• cognitive skills to demonstrate mastery of

theoretical knowledge and to reflect critically

on theory and professional practice

• cognitive, technical and creative skills to

investigate, analyse and synthesise complex

information, problems, concepts and

theories and to apply established theories to

different bodies of knowledge or practice

• cognitive, technical and creative skills to

generate and evaluate complex ideas and

concepts at an abstract level

• communication and technical research skills

to justify and interpret theoretical

propositions, methodologies, conclusions

and professional decisions to specialist and

non-specialist audiences

• technical and communication skills to

design, evaluate, implement, analyse and

theorise about developments that contribute

to professional practice 

Graduates of a Masters Degree (Extended) will

demonstrate the application of knowledge and

skills:

• with creativity and initiative to new situations

in professional practice and/or for further

learning

• with high level personal autonomy and

accountability

• to plan and execute a substantial research-

based project, capstone experience and/or

professionally focused project

The volume of learning of a Masters Degree

(Extended) is typically 3 – 4 years following

completion of a minimum of a 3 year level 7

qualification
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Masters Degree

Qualification nomenclature
The title used for Masters Degree (Research, Coursework or Extended) qualifications must be consistent with the 
AQF Qualifications Issuance Policy. 

The title ‘Master of …’ is the title used for the Masters Degree. Exceptions may be permitted in accordance with the 
AQF Qualifications Issuance Policy.  

For exceptions:
• The qualification title and a statement that the qualification is an ‘AQF level 9 Masters Degree’ will appear on relevant

certification documents, on any national, state/territory or institutional registers of qualifications, and in institutional
information and promotional materials.

• The qualification may not be referred to as a Doctoral Degree in any written, oral or electronic information.

Pathways
Each qualification accredited as a Masters Degree will include documented pathways consistent with the AQF 
Qualifications Pathways Policy.

Issuing organisations offering a Masters Degree qualification must meet the requirements of the AQF Qualifications
Pathways Policy.

Responsibility for accreditation and development
Accrediting authorities and those developing qualifications for accreditation must adhere to the AQF specification for this
qualification type and any government accreditation standards for higher education when accrediting a Masters Degree
qualification.

Accrediting authorities are responsible for monitoring the quality of issuing organisations against any government
regulatory and quality assurance arrangements.

When accrediting AQF Masters Degree qualifications accrediting authorities must ensure that: 

• Graduates of a Masters Degree qualification will achieve learning outcomes at level 9. 

• All the learning outcomes (knowledge, skills and the application of knowledge and skills) of the Masters Degree
qualification type (either Research, Coursework or Extended) are evident in each qualification accredited as this type.
Some may have more emphasis than others in different Masters Degree qualifications depending on their purpose.

• The Masters Degree (Research) is designed so that graduates will have undertaken supervised study and research of
which two thirds will be devoted to research, research training and independent study.

• The Masters Degree (Coursework) is designed so that graduates will have undertaken a program of structured
learning with some independent research, and project work or practice-related learning. If this qualification is to
prepare graduates for a profession a significant component of structured learning will be developed in collaboration
with a relevant professional, statutory or regulatory body. 

• The Masters Degree (Extended) is designed so that graduates will have undertaken a program of structured learning
with some independent research and a significant proportion of practice-related learning. As this qualification is
designed to prepare graduates to engage in a profession, the practice-related learning must be developed in
collaboration with a relevant professional, statutory or regulatory body. 
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• Generic learning outcomes are explicitly identified in the qualification and align with the level of the qualification type, the
purpose of the qualification and the discipline. Generic learning outcomes fall into four broad categories: fundamental
skills; people skills; thinking skills; and personal skills. In the higher education sector they are generally known as
graduate attributes and are defined by each higher education provider.

• The relationship between the learning outcomes in the level 9 criteria, the qualification type descriptor, and the discipline
is clear.

• The design of the components of the qualification will provide coherent learning outcomes for the level and qualification
type and will enable graduates to demonstrate them. 

•   The volume of learning is sufficient for graduates to achieve the learning outcomes for a qualification of this level and
type.

Once a qualification is accredited it must be placed on the AQF Register in a form consistent with the AQF Qualifications
Register Policy.

Authority to issue the qualification
A Masters Degree qualification may only be issued by an organisation that is authorised by an accrediting authority to do so,
and meets any government standards for the sector.

Assessment leading to the award of the qualification lies with the issuing organisation. The issuing organisation is responsible
for ensuring the quality of the learning outcomes and that the graduate has satisfactorily completed any requirements for the
awarding of the qualification.

Issuing organisations must issue qualifications consistent with the AQF Qualifications Issuance Policy.

Issuing organisations will maintain a register of the AQF qualifications they have issued consistent with the AQF Qualifications
Register Policy.
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Doctoral Degree 

This Specification informs the design and accreditation of Doctoral Degree qualifications.

The principal users of the AQF Qualification Type Specifications are the accrediting authorities in each education and
training sector which are responsible for the accreditation of AQF qualifications and the developers of AQF qualifications
in each education and training sector.

The other users of the Specifications are the authorised issuing organisations, industry and professional bodies, licensing
and regulatory bodies, students, graduates and employers.

The purpose of the Doctoral Degree is to qualify individuals who apply a substantial body of knowledge to research,
investigate and develop new knowledge, in one or more fields of investigation, scholarship or professional practice.

Doctoral Degree qualifications are located at level 10 of the Australian Qualifications Framework.

There are two forms of Doctoral Degree with the same descriptor within the Doctoral Degree qualification type: the
Doctoral Degree (Research) and the Doctoral Degree (Professional).

Research is the defining characteristic of all Doctoral Degree qualifications. The research Doctoral Degree (typically
referred to as a Doctor of Philosophy) makes a significant and original contribution to knowledge; the professional
Doctoral Degree (typically titled Doctor of [field of study]) makes a significant and original contribution to knowledge in the
context of professional practice. The emphasis in the learning outcomes and research may differ between the different
forms of Doctoral Degree qualifications but all graduates will demonstrate knowledge, skills and the application of the
knowledge and skills at AQF level 10.

Doctoral Degree qualifications must be designed and accredited to enable graduates to demonstrate the learning
outcomes specified in the level 10 criteria and the Doctoral Degree. 

AQF level 10 criteria

Summary Graduates at this level will have systematic and critical understanding of a complex field of learning and
specialised research skills for the advancement of learning and/or for professional practice

Knowledge Graduates at this level will have systemic and critical understanding of a substantial and complex body of
knowledge at the frontier of a discipline or area of professional practice

Skills Graduates at this level will have expert, specialised cognitive, technical and research skills in a discipline
area to independently and systematically:
• engage in critical reflection, synthesis and evaluation
• develop, adapt and implement research methodologies to extend and redefine existing knowledge or

professional practice
• disseminate and promote new insights to peers and the community
• generate original knowledge and understanding to make a substantial contribution to a discipline or

area of professional practice

Application Graduates at this level will apply knowledge and skills to demonstrate autonomy, authoritative 
of knowledge judgement, adaptability and responsibility as an expert and leading practitioner or scholar
and skills
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An additional kind of Doctoral Degree, the Higher Doctorate, may be awarded by an issuing organisation on the basis
of an internationally recognised original contribution to knowledge rather than through the process of supervised
independent study.

Qualification nomenclature
The title used for Doctoral Degree qualifications must be consistent with the AQF Qualifications Issuance Policy.

Pathways
Each qualification accredited as a Doctoral Degree will include documented pathways consistent with the 
AQF Qualifications Pathways Policy.

Issuing organisations offering a Doctoral Degree qualification must meet the requirements of the AQF Qualifications
Pathways Policy.

Doctoral Degree qualification type descriptor

Purpose The Doctoral Degree qualifies individuals who apply a substantial body of knowledge to research, investigate
and develop new knowledge, in one or more fields of investigation, scholarship or professional practice 

Knowledge Graduates of a Doctoral Degree will have:
• a substantial body of knowledge at the frontier of a field of work or learning, including knowledge that

constitutes an original contribution
• substantial knowledge of research principles and methods applicable to the field of work or learning

Skills Graduates of a Doctoral Degree will have:
• cognitive skills to demonstrate expert understanding of theoretical knowledge and to reflect critically on

that theory and practice
• cognitive skills and use of intellectual independence to think critically, evaluate existing knowledge and

ideas, undertake systematic investigation and reflect on theory and practice to generate original
knowledge

• expert technical and creative skills applicable to the field of work or learning
• communication skills to explain and critique theoretical propositions, methodologies and conclusions
• communication skills to present cogently a complex investigation of originality or original research for

external examination against international standards and to communicate results to peers and the
community

• expert skills to design, implement, analyse, theorise and communicate research that makes a significant
and original contribution to knowledge and/or professional practice 

Application Graduates of a Doctoral Degree will demonstrate the application of knowledge and skills:
of knowledge • with intellectual independence 
and skills • with initiative and creativity in new situations and/or for further learning

• with full responsibility and accountability for personal outputs
• to plan and execute original research
• with the ongoing capacity to generate new knowledge, including in the context of professional practice

Volume of The volume of learning of a Doctoral Degree is typically 3 – 4 years 
learning

Australian Qualifications Framework Second Edition January 2013 64

3623



AQF specification for the 
Doctoral Degree 

Responsibility for accreditation and development
Accrediting authorities and those developing qualifications for accreditation must adhere to the AQF specification for
this qualification type4 and any government accreditation standards for higher education when accrediting a Doctoral
Degree qualification.

Accrediting authorities are responsible for monitoring the quality of issuing organisations against any government
regulatory and quality assurance arrangements. 

When accrediting Doctoral Degree qualifications accrediting authorities must ensure that:

• Graduates of a Doctoral Degree qualification will achieve learning outcomes at level 10.

• All the learning outcomes (knowledge, skills and the application of knowledge and skills) of the Doctoral Degree
qualification type are evident in each qualification accredited as this type. Some may have more emphasis than
others in different Doctoral Degree qualifications depending on their purpose.

• Research is the defining characteristic of the Doctoral Degree qualification. 

• The Doctoral Degree (Research) qualification (leading to the award of a Doctor of Philosophy) is designed so that
graduates will have undertaken a program of independent supervised study that produces significant and original
research outcomes culminating in a thesis, dissertation, exegesis or equivalent for independent examination by at
least two external expert examiners of international standing. 

Research in the program of learning will be for at least two years and typically two-thirds or more of the
qualification. The program of learning may also include advanced coursework to enhance the student’s capacity to
make a significant contribution to knowledge in the discipline (or cross-disciplinary field). The advanced coursework
may support but not replace the research outcomes.

• The Doctoral Degree (Professional) qualification is designed so that graduates will have undertaken a program of
structured learning and independent supervised study that produces significant and original research outcomes
culminating in a thesis, dissertation, exegesis or equivalent for independent examination by at least two external
expert examiners of international standing.

Research in the program of learning will be typically for at least two years of the qualification. The program of
structured learning typically will include advanced coursework designed to enhance the student’s capacity to make
a significant contribution to original knowledge in the discipline (or cross-disciplinary field) and/or research-
integrated practice developed in collaboration with a relevant professional, statutory or regulatory body. The
advanced coursework and research-integrated practice will support the research outcomes. 

• Generic learning outcomes are explicitly identified in the qualification and align with the level of the qualification
type, the purpose of the qualification and the discipline. Generic learning outcomes fall into four broad categories:
fundamental skills; people skills; thinking skills; and personal skills. In the higher education sector they are generally
known as graduate attributes and are defined by each higher education provider.

• The relationship between the learning outcomes in the level 10 criteria, the qualification type descriptor, and the
discipline is clear.

4 Guidance provided by the Council of Australian Deans and Directors of Graduate Studies (DDoGS) should be considered when accrediting a Doctoral Degree qualification.
www.ddogs.edu.au
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• The design of the components of the qualification will provide coherent learning outcomes for the level and
qualification type and will enable graduates to demonstrate them.

• The volume of learning is sufficient for graduates to achieve the learning outcomes for a qualification of this level and
type.

Once a qualification is accredited it must be placed on the AQF Register in a form consistent with the AQF Qualifications
Register Policy.

Authority to issue the qualification
A Doctoral Degree qualification may only be issued by an organisation that is authorised by an accrediting authority to 
do so, and meets any government standards for the sector.

Assessment leading to the award of the qualification lies with the issuing organisation. The issuing organisation is
responsible for ensuring the quality of the learning outcomes and that the graduate has satisfactorily completed any
requirements for the awarding of the qualification. 

Issuing organisations must issue qualifications consistent with the AQF Qualifications Issuance Policy.

Issuing organisations will maintain a register of the AQF qualifications they have issued consistent with the 
AQF Qualifications Register Policy.
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1    INTRODUCTION

The integrity of Australian Qualifications Framework (AQF) qualifications is protected by:

• legislation that provides for the accreditation of qualifications and organisations authorised to issue
qualifications by accrediting authorities1

• quality assurance arrangements for qualifications and authorised issuing organisations2

• nationally consistent use of certification documentation, and
• nationally consistent and correct use of AQF qualification titles.

1.1 Purpose
The purpose of the AQF Qualifications Issuance Policy is to ensure that:

• graduates receive the certification documentation to which they are entitled
• AQF qualifications are correctly identified in certification documentation
• AQF qualifications are protected against fraudulent issuance
• a clear distinction can be made between AQF qualifications and non-AQF qualifications
• certification documentation is used consistently across the education and training sectors, and
• graduates and others are confident that the qualifications they have been awarded are part of

Australia’s national qualifications framework – the AQF.

1.2 Scope
The policy covers all education and training sectors that issue AQF qualifications. It covers all AQF
qualifications and, through the issuance of a statement of attainment, accredited units regardless of where
and how they are delivered (for example onshore, off shore, on the job, in the classroom, through formal
study or assessment).

The terminology used in the AQF policies is not sector-specific. To support consistency of understanding
and interpretation, definitions of the terminology are provided in the AQF Glossary of Terminology.

1.3 Users
The principal users of the policy are the issuing organisations and the accrediting authorities for each
education and training sector.

The other users are students, graduates, employers, industry and professional bodies, and licensing and
regulatory bodies. Other countries may use the policy to authenticate AQF qualifications.

1.4 Monitoring
The accrediting authorities in each education and training sector are responsible for the implementation 
and monitoring of the use of this policy.

1 The accrediting authorities are listed on page 21
2 In this policy the term ‘authorised issuing organisation’ is abbreviated to ‘issuing organisation’.
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2    POLICY

2.1 Issuing AQF qualifications

2.1.1 All graduates who have completed a program of learning that leads to the award of an AQF qualification
are entitled to receive the following certification documentation on award of the qualification:

• a testamur, and
• a record of results.

A graduation statement will also be issued as its usage is adopted across the education and training
sectors.3

2.1.2 Students who complete part of the requirements of an AQF qualification in which they are enrolled are
entitled to receive a record of results.

2.1.3 Graduates are entitled to retain testamurs and records of results once they have been issued unless the:

• AQF qualification builds on a lower level qualification in the same discipline at the same issuing
organisation and it has a policy regarding the surrender of certification documentation, or

• AQF qualification is revoked under the terms of the issuing organisation’s policy.

2.1.4 If any part of the qualification has been delivered and/or assessed in a language other than English, a
statement that this has occurred will be included on the testamur, the record of results or the graduation
statement.4 This does not preclude the use of languages other than English for the delivery and/or
assessment of a program of learning leading to a qualification provided that the level of English language
proficiency is appropriate for the intended use of the qualification.

2.1.5 The testamur or graduation statement for all AQF qualifications issued will identify the qualification as an
AQF qualification either by the words ‘The qualification is recognised within the Australian Qualifications
Framework’ or the use of any AQF logo authorised by the AQF Council. The AQF logo or these words
must not be used on certification documentation for non-AQF qualifications.

2.1.6 Sufficient information must be provided on a testamur, record of results and graduation statement to
ensure that the documentation is able to be authenticated and to reduce fraudulent use.

The testamur will contain sufficient information to identify correctly the:

• issuing organisation
• graduate who is entitled to receive the AQF qualification
• awarded AQF qualification by its full title
• date of issue/award/conferral
• person(s) in the organisation authorised to issue the documentation, and
• authenticity of the document, in a form to reduce fraud such as the issuing organisation’s seal,

corporate identifier or unique watermark.
  

3 The Australian Higher Education Graduation Statement is currently (2013) implemented in the higher education sector.
4 This does not include the use of another language to develop proficiency in that language.
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The graduation statement will contain sufficient information about the issuing organisation, the
qualification, the graduate and the graduate’s academic achievement and relevant other activities; a
description of the Australian Qualifications Framework and any AQF logo authorised by the AQF
Council; and a description of the Australian education and training system. It may include details 
about delivery and assessment methodologies, any industry or professional accreditation and any 
negotiated equivalences with international qualifications.

 
2.1.7 Accrediting authorities may require issuing organisations to include additional information on the

certification documentation. Accrediting authorities will be responsible for developing policies for this,
making them available to issuing organisations and monitoring the use of the policies.

2.2 Responsibility for issuing and authenticating AQF qualifications

2.2.1 AQF qualifications will only be issued by organisations authorised by legislation to do so.5

2.2.2 The protection of AQF qualifications requires that any issuing organisation delivering, assessing and
issuing AQF qualifications adheres to any government regulatory and quality assurance arrangements
for each qualification type and compliance is monitored by the relevant accrediting authority.

2.2.3 The issuing organisation is responsible for authentication and verification of a graduate’s certification
documentation. The issuing organisation is responsible for ensuring that it has in place mechanisms to
reduce fraudulent reproduction and use of the AQF qualifications it issues.

2.2.4 The issuing organisation will have a policy that permits the replacement of certification documentation.
The issuing organisation is responsible for authentication and verification of any replacement
certification documentation.

2.2.5 Registers of AQF qualifications enhance the ability of national and international stakeholders to
authenticate and verify the legitimacy of AQF qualifications and the organisations authorised to issue
them.

In accordance with the AQF Qualifications Register Policy, issuing organisations will:

• maintain a register of all AQF qualifications they are authorised to issue, and
• maintain a register of all AQF qualifications they issue to graduates.

5 The authorised issuing organisations for AQF qualifications are listed on page 22
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2.3 AQF qualification titles

Titles of AQF qualifications are the representation of the qualification type, level and field of study/discipline of
the qualification and provide the basis for national and international recognition. AQF qualifications will have
titles that unambiguously identify the qualification type, level and field of study/discipline as follows:

*Exceptions:6 

i The use of the qualification title ‘Juris Doctor’ is permitted for a Masters Degree (Extended) for legal
practice.

ii The use of the qualification title ‘Doctor of …’ is permitted for a Masters Degree (Extended) for five
professions: medical practice; physiotherapy; dentistry; optometry and veterinary practice.

iii Further exceptions may be permitted in accordance with the AQF Qualification Type Addition and 
Removal Policy. 

AQF level Qualification Type Qualification Title

Senior Secondary Certificate Titles will vary across jurisdictions; the use of the titles will be
of Education accompanied by the statement: ‘(Certificate Title) is a Senior

Secondary Certificate of Education within the Australian
Qualifications Framework.’

1 Certificate I Certificate I (Field of study/discipline)

2 Certificate II Certificate II (Field of study/discipline)

3 Certificate III Certificate III (Field of study/discipline)

4 Certificate IV Certificate IV (Field of study/discipline)

5 Diploma Diploma (Field of study/discipline)

6 Advanced Diploma Advanced Diploma (Field of study/discipline)

6 Associate Degree Associate Degree (Field of study/discipline)

7 Bachelor Degree Bachelor (Field of study/discipline)

8 Bachelor Honours Degree Bachelor (Field of study/discipline) (Honours)

8 Graduate Certificate Graduate Certificate (Field of study/discipline)

8 Graduate Diploma Graduate Diploma (Field of study/discipline)

9 Masters Degree (Research) Master (Field of study/discipline)

9 Masters Degree (Coursework) Master (Field of study/discipline)

9 Masters Degree (Extended) Master (Field of study/discipline) 
For exceptions that may be used, see below*

10 Doctoral Degree Doctor (Field of study/discipline)

10 Higher Doctoral Degree Doctor (Field of study/discipline)

6 Ministerial Council for Tertiary Education and Employment (MCTEE), 19 November 2010.
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For exceptions:

• The qualification title and a statement that the qualification is an ‘AQF level 9 Masters Degree’ will
appear on relevant certification documents, on any national, state/territory or institutional registers of
qualifications, and in institutional information and promotional materials.

• The qualification may not be referred to as a Doctoral Degree in any written, oral or electronic
information.

While it is common to list the qualification title before the field of study/discipline, the reverse order may be
used. The field of study/discipline may be expressed broadly or explicitly and may also include sub-categories.

The order and form of the title used for more than one qualification of the same or a different type offered
simultaneously will unambiguously represent what the graduate has achieved.

In the higher education sector qualifications titles may indicate if the qualification has been achieved through
research or coursework.

2.4 Use of titles by graduates

2.4.1 Postnominals use the abbreviation for the qualification type and field of study/discipline of the
qualification. They are usually placed immediately following the graduate’s title and name.

2.4.2 Individuals who have been awarded a Doctoral Degree at Level 10 on the AQF are entitled to use the
title ‘Doctor’. The title ‘Doctor’ will not be used by those who hold an honorary award.

2.4.3 An honorary award is not an AQF qualification. It is usually awarded by an issuing organisation to
recognise a person’s public service or service to the organisation, or in recognition of distinguished
contribution by the person in a field of academic endeavour.

As such any certification documentation issued to an honorary award recipient will specify that the
award is honorary.

2.5 Issuing statements of attainment

The issuance of a statement of attainment recognises that students do not always study a whole AQF
qualification. They may choose to complete only a unit or units of competence or study from an accredited
qualification or an accredited short course.

Through the use of the statement of attainment, the AQF acknowledges that completion of accredited units7

contributes to the progression towards achievement of an individual’s lifelong learning goals.

2.5.1 Students who have completed an accredited unit(s) in these circumstances are entitled to receive a
statement of attainment.8 A record of results may also be issued.

2.5.2 Statements of attainment will only be issued by organisations authorised by legislation to do so.9

2.5.3 Any issuing organisation issuing statements of attainment for accredited units is required to adhere to
any government regulatory and quality assurance arrangements and compliance is monitored by the
relevant accrediting authority.

7 Accreditation must follow the same process as for an AQF qualification.
8 In the vocational education and training sector issuance of a statement of attainment in these circumstances is considered mandatory.
9 Authorisation of organisations to issue statements of attainment must follow the same process as for an AQF qualification.
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2.5.4 The statement of attainment must correctly identify the person entitled to receive the statement of
attainment, the accredited units by their full title and the date issued. Accrediting authorities may
require issuing organisations to include additional information on the statement of attainment.
Accrediting authorities will be responsible for developing, providing information and monitoring
policies for this.

2.5.5 The statement of attainment must be in a form that ensures it cannot be mistaken for a testamur
for a full AQF qualification. It must include the statement ‘A statement of attainment is issued when
an individual has completed one or more accredited units’.

2.5.6 Students are entitled to retain the statement of attainment once it has been issued unless it is
revoked under the terms of an issuing organisation’s policy.

2.5.7 If any of the accredited units has been delivered and/or assessed in a language other than English,
a statement that this has occurred will be included on the statement of attainment.10 This does not
preclude the use of languages other than English for the delivery and/or assessment of accredited
units provided that the level of English language proficiency is appropriate for the intended use of
the units.

2.5.8 The issuing organisation is responsible for authentication and verification of a student’s statement
of attainment. The issuing organisation is responsible for ensuring that it has in place mechanisms
to reduce fraudulent reproduction and use of the statements of attainment it issues.

2.5.9 The issuing organisation will have a policy that permits the replacement of a statement of
attainment. The issuing organisation is responsible for authentication and verification of any
replacement certification documentation.

10 This does not include the use of another language to develop proficiency in that language.
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1    INTRODUCTION

The AQF Qualifications Pathways Policy builds into the Australian Qualifications Framework (AQF) the capacity
to genuinely support students’ lifelong learning. It is Australia’s national policy on qualifications pathways.

1.1 Purpose
The purpose of the policy is to maximise the credit that students can gain for learning already
undertaken. It aims to:

• enhance student progression into and between AQF qualifications
• recognise the multiple pathways that students take to gain AQF qualifications and that learning can

be formal, non-formal or informal, and
• support the development of pathways in qualifications design.

1.2 Scope
This policy covers all education and training sectors that issue AQF qualifications and the responsibilities
for making qualification pathways accessible to students.

The terminology used in the AQF policies is not sector-specific. To support consistency of understanding
and interpretation, definitions of the terminology are provided in the AQF Glossary of Terminology.

1.3 Users
The principal users of this policy are the authorised issuing organisations1, accrediting authorities
including self-accrediting organisations, students and graduates in each education and training sector.

The other users of this policy are employers, industry and professional bodies, and licensing and
regulatory bodies who may use this policy as a guide to the role of credit in developing learning pathways
and achieving learning outcomes.

1.4 Monitoring
Accrediting authorities in each education and training sector are responsible for the implementation and
monitoring of the use of this policy.

1 In this policy the term ‘authorised issuing organisation’ is abbreviated to ‘issuing organisation’.
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2    POLICY

This policy is underpinned by the principles that pathways:

• are clear and transparent to students
• are systemic and systematic
• enable flexible qualification pathways 
• may be horizontal across AQF qualifications at the same level as well as vertical between qualifications at

different levels
• can facilitate credit for entry into, as well as credit towards, AQF qualifications, and
• eliminate unfair or unnecessary barriers for student access to AQF qualifications.

2.1 Responsibilities of issuing organisations

2.1.1 All issuing organisations2 will have clear, accessible and transparent policies and processes to provide
qualifications pathways and credit arrangements for students.

2.1.2 These policies and processes will:

• ensure that pathways into and between qualifications are available to all students for all relevant
qualifications

• be made publicly available, widely promoted and easily accessible to all prospective and existing
students to enable them to:
- make well-informed choices between alternative pathways
- take into account the credit that may be available to them, and

• be regularly reviewed to maximise applicability to new and updated qualifications and to student
and industry needs.

2.1.3 Issuing organisations’ decisions regarding the giving of credit into or towards AQF qualifications will:

• be evidence-based, equitable and transparent
• be applied consistently and fairly with decisions subject to appeal and review
• recognise learning regardless of how, when and where it was acquired, provided that the learning

is relevant and current and has a relationship to the learning outcomes of the qualification
• be academically defensible and take into account the students’ ability to meet the learning

outcomes of the qualification successfully
• be decided in a timely way so that students’ access to qualifications is not unnecessarily inhibited
• allow for credit outcomes to be used to meet prerequisites or other specified requirements for

entry into a program of study leading to a qualification or for the partial fulfillment of the
requirements of a qualification, and

• be formally documented for the student including any reasons for not giving credit.

2.1.4 Giving credit into or towards an AQF qualification should not impinge upon:

• the integrity of qualification outcomes and discipline requirements, or
• the responsibility of issuing organisations to make decisions on admission, prerequisites or

programs of study, and the students’ likely successful completion of the qualification.

2 The authorised issuing organisations for AQF qualifications are listed on page 22

Australian Qualifications Framework Second Edition January 2013 78

3637



AQF Qualifications Pathways Policy

2.1.5 Credit will be given on the basis of formal individual negotiations between students and issuing
organisations or formal negotiated agreements between issuing organisations.

2.1.6 Recognition of prior learning or advanced standing for relevant and current informal or non-formal
learning will be available for students and may be used for entry requirements or credit towards an
AQF qualification.

2.1.7 Credit can be given to students in the form of block, specified or unspecified credit.

2.1.8 Issuing organisations will systematically negotiate credit agreements with other issuing organisations
for any AQF qualifications to maximise the credit available to eligible students for both entry into and
credit towards AQF qualifications.

2.1.9 Credit agreements negotiated between issuing organisations for credit for students towards AQF
qualifications at any level, vertical or horizontal, will take into account the comparability and
equivalence of the:

• learning outcomes
• volume of learning
• program of study, including content, and
• learning and assessment approaches.

2.1.10 Credit agreements negotiated between issuing organisations for credit for students towards higher
level AQF qualifications in the same or a related discipline, having taken into account 2.1.9, should
use the following as the basis of negotiations:

• 50% credit for an Advanced Diploma or Associate Degree linked to a 3 year Bachelor Degree
• 37.5% credit for an Advanced Diploma or Associate Degree linked to a 4 year Bachelor Degree
• 33% credit for a Diploma linked to a 3 year Bachelor Degree
• 25% credit for a Diploma linked to a 4 year Bachelor Degree.

2.1.11 These agreements do not preclude any further institutional or individual student negotiations for
additional credit.
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2.2 Responsibilities of accrediting authorities and qualification developers

2.2.1 Accrediting authorities4 and organisations developing qualifications5  will have policies and processes
that facilitate and promote qualification pathways and these policies and processes will be publicly
available.

2.2.2 Accrediting authorities and organisations developing qualifications will identify, negotiate and
document effective articulation arrangements between AQF qualifications.

2.2.3 Specific attention will be given to identifying, developing and documenting qualification pathways:

• between access qualifications such as Certificate I and Certificate II to Certificate III qualifications
• from Diploma, Advanced Diploma and Associate Degree to Bachelor Degree in the same

discipline to provide ‘Diploma to Degree pathways’ taking into account the percentages in
2.1.10, and

• to create integrated qualifications at different AQF levels.
 

2.3 Registers

2.3.1 Issuing organisations will maintain publicly available registers of their credit transfer agreements
linked to the AQF Register. 

2.3.2 Accrediting authorities will maintain publicly available registers of articulation arrangements
incorporated into qualifications linked to the AQF Register

2.3.3 These registers will link to any future national registers of articulation and credit transfer
arrangements.
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1    INTRODUCTION

Registers facilitate the public identification and verification of Australian Qualifications Framework (AQF)
qualifications and contribute to the protection of AQF qualifications.

1.1 Purpose
The purpose of the AQF Qualifications Register Policy is to:

• ensure that information about AQF qualifications and authorised issuing organisations1 is publicly
available

• ensure that a clear distinction is made between AQF and non-AQF qualifications
• ensure that any publicly available registers, databases and other information based on data derived from

the AQF Register, or purporting to be about AQF qualifications and the organisations authorised to issue
them, accurately represents the AQF

• facilitate the comparison of AQF qualifications and authorised issuing organisations to enable consumers
of AQF qualifications to make informed choices, and

• ensure records of AQF qualifications issued are kept.

1.2 Scope
The policy covers all education and training sectors that issue AQF qualifications and the responsibilities for
the provision and management of registers of AQF qualifications and the organisations that issue them.

The terminology used in the AQF policies is not sector-specific. To support consistency of understanding and
interpretation, definitions of the terminology are provided in the AQF Glossary of Terminology.

1.3 Users
The principal users of the policy are the AQF Council, accrediting authorities including self-accrediting
organisations and issuing organisations that have responsibility for maintaining parts of the AQF register.

The other users are those who utilise the AQF register to gain information about AQF qualifications and
qualification pathways, accrediting authorities and issuing organisations such as students and prospective
students, graduates, employers, industry and professional bodies, licensing and regulatory bodies, migrants
and migration advisors, qualifications developers, researchers, international education agencies and the
general public.

1.4 Monitoring
The AQF Council and accrediting authorities in each education and training sector are responsible for the
implementation and monitoring of the use of this policy.

1 In this policy the term ‘authorised issuing organisation’ is abbreviated to ‘issuing organisation’.
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2    POLICY

2.1 AQF Register

2.1.1 The AQF Register2 is the official national public record of all AQF qualifications and qualification
pathways, accrediting authorities, organisations authorised to issue AQF qualifications, and all AQF
qualifications issued.

2.1.2 The AQF Council is responsible for providing a web-based portal for entry to any registers that are
part of the AQF Register.3

2.1.3 The registers that comprise the AQF Register are the: 

• Register of accrediting authorities 
• Registers of AQF qualifications and authorised issuing organisations
• Registers of issued AQF qualifications. 

2.1.4 Any register that comprises part of the AQF Register will contain accurate, current and verifiable
information. It will enable easy access for all types of users to gain information about AQF
qualifications and issuing organisations.

2.2 Register of accrediting authorities4

2.2.1 The AQF Council will maintain a publicly accessible and web-based register of all authorities that:

• accredit qualifications including those responsible for self-accrediting their own qualifications,
and/or

• authorise organisations to issue qualifications.

2.2.2 The register will contain the:

• name and contact details of each authority, and
• legislative base for each authority and the scope of its authority.

2.2.3 The register will provide archival details of accrediting authorities that are no longer active.

2 The AQF Register is accessed at www.aqf.edu.au
3 The registers that currently (2013) make up the AQF Register are:

• State and territory registers of the Senior Secondary Certificate of Education qualifications. 
• Training.gov.au – a national register of all endorsed AQF qualifications in national Training Packages, qualifications accredited by the Australian Skills Quality Authority (ASQA)

and state accrediting authorities in Victoria and Western Australia; and registered training organisations (RTOs) and the qualifications they are authorised to issue.
• The Tertiary Education Quality Standards Agency (TEQSA) register of higher education providers and the qualifications they are authorised to issue.

4 The accrediting authorities are listed on page 21
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2.3 Registers of AQF qualifications and authorised issuing organisations

2.3.1 All accrediting authorities will maintain a register of organisations they have authorised to issue AQF
qualifications and the qualifications they are authorised to issue. Self-accrediting issuing organisations will
maintain a register of the AQF qualifications they are authorised to issue. These registers will clearly
distinguish AQF qualifications from non-AQF qualifications.

2.3.2 The registers will contain sufficient information to identify correctly the:

• authorised issuing organisation
• responsible person or persons and contact details of the organisation, including contact details for

public enquiries, and
• AQF qualifications the organisation is authorised to issue, including the full and correct AQF

qualification title, the accreditation period, and any caveats.

2.3.3 The registers will provide archival details of issuing organisations that are no longer active and of the
qualifications they were authorised to issue.

2.4 Registers of issued AQF qualifications

2.4.1 All issuing organisations5 will maintain an auditable-quality register of the AQF qualifications that they have
issued.

2.4.2 The registers will contain sufficient information to identify correctly the:

• holder of the qualification
• AQF qualification by its full title, and
• date of issue/award/conferral.

2.5 Registers of AQF qualification pathways

2.5.1 In accordance with the AQF Qualifications Pathways Policy:

• issuing organisations will maintain publicly available registers of their credit transfer agreements linked
to the AQF Register, and 

• accrediting authorities will maintain publicly available registers of articulation arrangements
incorporated into qualifications linked to the AQF Register.
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1    INTRODUCTION

1.1 Purpose
The purpose of the AQF Qualification Type Addition and Removal Policy is to ensure that:

• the Australian Qualifications Framework (AQF) has the flexibility to respond to Australia’s changing education 
and training needs, and

• changes to AQF structure do not compromise the stability or integrity of the AQF.

This policy sets out the requirements for the addition and the removal of qualification types from the AQF. 
It also includes the requirements for the addition of qualification titles.

1.2 Scope
The policy covers all education and training sectors that issue AQF qualifications.

The terminology used in the AQF policies is not sector-specific. To support consistency of understanding and
interpretation, definitions of the terminology are provided in the AQF Glossary of Terminology.

1.3 Users
The principal user of the policy is the AQF Council.

The other users of the policy are accrediting authorities including self-accrediting organisations, authorised
issuing organisations, students, graduates, employers, industry and professional bodies, and licensing and
regulatory bodies.

1.4 Monitoring
The AQF Council is responsible for the implementation and ongoing use of this policy.
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and Removal Policy

2    POLICY

2.1 Addition of qualification types
Qualification types can be added to the AQF by the AQF Council if there is a clear industry, professional or
community need and a sound educational rationale.

2.1.1 To be included in the AQF a new qualification type will:

• be able to be quality-assured by government approved standards
• be able to be accredited by an authority authorised under legislation to accredit AQF qualifications
• be described according to the AQF taxonomy of learning outcomes (knowledge, skills, the

application of knowledge and skills and generic learning outcomes)
• be able to be located at an existing AQF level, and
• have clear pathways within the AQF

2.1.2 Any organisation may put forward a request for inclusion of a new qualification type, in writing, to the
AQF Council following comprehensive consultation with and support from the relevant industry,
professional, provider and government stakeholders.

2.1.3 The AQF Council will make a decision about the addition of a new qualification type based on 
robust evidence that there is a sound educational reason for its addition and the new qualification
type:

• does not duplicate an existing AQF qualification type, and
• meets a defined industry, professional or community need.

2.2 Removal of qualification types
Qualification types can be removed from the AQF by the AQF Council if there is a clear industry, professional
or community need and a sound educational rationale.

2.2.1 Any organisation may put forward a request for removal of an existing qualification type, in writing, to
the AQF Council following comprehensive consultation with and support from the relevant industry,
professional, provider and government stakeholders.

2.2.2 The AQF Council will make a decision to remove an existing qualification type based on robust
evidence that:

• the qualification type is redundant
• there is agreement from the relevant education and training sector(s)
• transition arrangements and pathways have been developed for any students who may still be

enrolled as the qualification type is phased out, and
• an equivalence with a remaining AQF qualification type is agreed.

2.2.3 The AQF Council will retain the qualification type descriptor and specification for any qualification type
removed from the AQF to allow for ongoing recognition of any qualifications of this type awarded to
graduates.
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and Removal Policy

2.3 Addition of alternative qualification titles for level 9 Masters Degree (Extended)
The use of the qualification title ‘Doctor of …’ is permitted for level 9 Masters Degree (Extended)
qualifications if there is a clear industry, professional or community need and a sound educational rationale.

2.3.1 Any organisation may put forward a request for the addition of a profession/discipline for which the
alternative title ‘Doctor of …’ may be used for a level 9 Masters Degree (Extended) qualification, in
writing, to the AQF Council following comprehensive consultation with and support from the relevant
industry, professional, provider and government stakeholders.

2.3.2 The AQF Council will make a decision about the addition of the alternative title based on robust
evidence that:

• the qualification for which the title will be applied meets the AQF specifications for the level 
9 Masters Degree (Extended)

• the use of the title is justified against demonstrated and reputable practice for the profession in
Australia and/or internationally and it is in the best interest of graduates

• there is defined industry, professional or community need, and
• there is a sound educational reason for the addition. 
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Academic transcript

Accountability in the application 
of knowledge and/or skills

Accredited unit

Accredited short course

Accreditation

Accrediting authority

Advanced knowledge and/or skills

Term AQF definition

See record of results

Accountability in the application of knowledge and/or skills refers to the degree that
a person is required to account for their own conduct in work or learning contexts
appropriate for the level of the qualification

An accredited unit is a single component of a qualification, or a stand-alone unit,
that has been accredited by the same process as for a whole AQF qualification. In
Australia an accredited unit may be called a ‘module’, ‘subject’, ‘unit of
competency’ or ‘unit’

An accredited short course is a program of learning that comprises one or more
components (e.g. units of competency, modules or subjects) that has been
accredited by an accrediting authority

Accreditation is the process for approval by an accrediting authority of a program of
learning leading to an AQF qualification using the quality assurance standards for
the relevant education and training sector

An accrediting authority is either authorised under legislation or has been given
responsibility to accredit programs of learning leading to AQF qualifications and/or
to register providers to issue AQF qualifications1

Advanced knowledge and skills are those that have been developed beyond the
attainment of a previous level

A

AQF Glossary of Terminology

The Australian Qualifications Framework (AQF) includes qualifications across the different education 
and training sectors and in a broad range of fields of study/disciplines. 

The terms used in the AQF are not sector specific and do not preclude sector-specific terms being used
in the different education and training sectors provided that there is consistency in application of the
concept.

To maximise consistency in understanding and interpretation of the terminology used in the AQF, the
terminology is defined in this glossary. The terminology is an essential component of the levels criteria,
qualification type descriptors and policies which cannot be correctly used without the use of the
definitions in the glossary.

All of the terms in the glossary are defined in the context of their use in AQF policies. Only those words 
or phrases that occur in the AQF levels criteria, qualification type specifications or policies are included 
in the glossary.

1 The accrediting authorities are listed on page 21
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Advanced standing

Application of knowledge 
and/or skills

AQF qualification

AQF register

Area of learning or work

Articulation arrangements

Assessment

Authorised issuing organisation

Authoritative judgement

Autonomy in the application of
knowledge and/or skills

Award of a qualification

Term AQF definition

Advanced standing is a form of credit for any previous learning. 
See also articulation arrangements, credit transfer, recognition of prior learning

Application of knowledge and/or skills refers to how a graduate applies knowledge
and skills in context and in terms of autonomy, responsibility and accountability

An AQF qualification is the result of an accredited complete program of learning that
leads to formal certification that a graduate has achieved learning outcomes as
described in the AQF

The AQF register is the official national public record of Australian accrediting
authorities, AQF qualifications accredited and organisations authorised to issue
qualifications

Area of learning or work is a sub-category of a field of learning or work

Articulation arrangements enable students to progress from a completed
qualification to another with admission and/or credit in a defined qualification
pathway. See also credit transfer

Assessment is a process to determine a student’s achievement of expected
learning outcomes and may include a range of written and oral methods and
practice or demonstration

An authorised issuing organisation either is authorised through
Commonwealth, state or territory legislation to issue AQF qualifications or has been
given responsibility to issue its own AQF qualifications 2

Authoritative judgement is the highest degree of judgement exercised by graduates
of level 10 qualifications

Autonomy in the application of knowledge and/or skills is the ability to apply
knowledge and/or skills with an appropriate degree of independence for the level of
the qualification

Award of a qualification occurs when a student has met the requirements of the
qualification and the qualification is certified through the provision of a testamur. The
term ‘conferral’ may also be used to describe this process

A

2 The authorised issuing organisations for AQF qualifications are listed on page 22
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Basic knowledge and/or skills

Block credit

Body of knowledge

Broad knowledge and/or skills

Term AQF definition

Basic knowledge and/or skills include those that form a starting point or
basis for development of learning and work

Block credit is credit granted towards whole stages or components of a
program of learning leading to a qualification

A body of knowledge refers to the complete set of concepts, terms and
activities that make up a field of study

Broad knowledge and/or skills describe a general or extensive area of
learning or work

B

Certification

Certification documentation

Cognitive skills

Coherent knowledge and/or skills

Communication skills

Complex/complexity

Components of a qualification

Comprehensive knowledge 
and/or skills

Context of learning and/or work

Course

Coursework

Term AQF definition

Certification is the verification and authentication of a student’s entitlement to a
qualification

Certification documentation is the set of official documents that confirms that a
qualification has been completed and awarded to an individual

Cognitive skills include the mental skills that are used in the process of acquiring
and applying knowledge and include reasoning, perception and intuition

Coherent knowledge and/or skills include those that are logically ordered, sound
and/or integrated

Communication skills are the skills that enable a person to convey information so
that it is received and understood and include written and oral skills appropriate for
the level of the qualification

Complex/complexity describes information, problems, situations and theories that
are made up of complicated and inter-related parts

Components of a qualification include modules, subjects, units of competency or
units, the completion of which leads to an AQF qualification

Comprehensive knowledge and/or skills are knowledge or skills that cover a
complete area or field of work or learning

The context of learning and/or work is the circumstance within which a graduate
applies knowledge and skills

See program of learning, accredited unit and accredited short course

Coursework is a method of teaching and learning that leads to the acquisition of
skills and knowledge that does not include a major research component

C
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Creative skills

Credit

Credit arrangements

Credit outcomes

Credit transfer

Term AQF definition

Creative skills are those that may lead to innovative, imaginative and artistic outputs

Credit is the value assigned for the recognition of equivalence in content and
learning outcomes between different types of learning and/or qualifications. Credit
reduces the amount of learning required to achieve a qualification and may be
through credit transfer, articulation, recognition of prior learning or advanced
standing

Credit arrangements are formal negotiated arrangements within and between
issuing organisations or accrediting authorities and are about student entitlement to
credit. They may also be formal arrangements made between issuing organisations
and students

Credit outcomes are the results of a process of determining a student’s application
for credit or credit transfer

Credit transfer is a process that provides students with agreed and consistent credit
outcomes for components of a qualification based on identified equivalence in
content and learning outcomes between matched qualifications

C

Depth of knowledge/skills

Defined activities and/or contexts

Discipline

Term AQF definition

Depth of knowledge/skills indicates an advanced degree of difficulty or complexity

Defined activities and/or contexts refer to definite and clear activities and/or contexts
within distinct boundaries

Discipline refers to a defined branch of study or learning. See also field of study, work
and/or learning

D

Employability skills

Expert knowledge and/or skills

External examiner

Term AQF definition

See generic learning outcomes

Expert knowledge and/or skills are the highest level of skills underpinned by extensive
knowledge or ability based on research, experience or occupation in a particular area
of study

An external examiner for higher research degrees is one who is not connected to the
university or student’s research

E
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General capabilities

Generic learning outcomes

Graduate

Graduate attributes/capabilities

Graduation statement

Term AQF definition

See generic learning outcomes

Generic learning outcomes refer to transferable, non-discipline specific skills a
graduate may achieve through learning that have application in study, work and life
contexts. The four broad categories in the AQF are: fundamental skills; people
skills; thinking skills and personal skills

A graduate is a person who has been awarded a qualification by an authorised
issuing organisation

See generic learning outcomes

A graduation statement is a supplementary statement to the testamur and record of
results that provides additional information to enhance understanding of the
qualification by students, employers, industry, professional associations and
internationally

G

AQF Glossary of Terminology

Field of study, work and/or learning

Formal learning

Foundation skills

Foundational knowledge and skills

Term AQF definition

A field of study, work and/or learning refers to the main focus of work activities and/or
a learning program. See also discipline

Formal learning is the learning that takes place through a structured program of
learning that leads to the full or partial achievement of an officially accredited
qualification. See also informal and non-formal learning

Foundation skills are the combination of English language, literacy and numeracy skills
and employability skills required for participation in work, the community and
education and training (adapted from the Standing Council on Tertiary Education Skills
and Employment, National Foundation Skills Strategy for Adults, September 2012).
See generic learning outcomes

Foundational knowledge and skills are initial or introductory knowledge and skills upon
which further development can be built

F
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Informal learning

Integrated knowledge

Integrated qualification

Issuing organisation

Term AQF definition

Informal learning is learning gained through work, social, family, hobby or leisure
activities and experiences. Unlike formal or non-formal learning, informal learning 
is not organised or externally structured in terms of objectives, time or learning
support. See also formal and non-formal learning

Integrated knowledge combines two or more kinds of knowledge and concepts
(e.g. technical and theoretical)

Integrated qualifications are purposely designed qualifications that enable explicit
articulation pathways and encompass more than one AQF level and/or qualification
type and/or education and training sector. See also nested qualifications

See authorised issuing organisation

I

Judgment in the application of
knowledge and/or skills

Term AQF definition

Judgement in the application of knowledge and skills includes the ability to apply
knowledge to form opinions or to evaluate work and/or learning activities
appropriate for the level of the qualification

J

Knowledge

Term AQF definition

Knowledge refers to what a graduate knows and understands and it can be
described in terms of depth, breadth, kinds of knowledge and complexity

K
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Higher education provider

Term AQF definition

A higher education provider is a body that is established or recognised by the
Commonwealth or a state or territory government to issue qualifications in the higher
education sector. It may be a university, self-accrediting institution or non-self-
accrediting institution

H
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Leading practitioner and/or scholar

Learner

Learning

Learning outcomes

Levels

Levels criteria

Levels summaries

Lifelong learning

Term AQF definition

A leading practitioner and/or scholar is a person at the forefront of a field of 
work and/or learning

See student

Learning is a process by which a person assimilates information, ideas, actions
and values and thus acquires knowledge, skills and/or the application of the
knowledge and skills

Learning outcomes are the expression of the set of knowledge, skills and the
application of the knowledge and skills a person has acquired and is able to
demonstrate as a result of learning

AQF levels are an indication of the relative complexity and/or depth of
achievement and the autonomy required to demonstrate that achievement. AQF
level 1 has the lowest complexity and AQF level 10 has the highest complexity

AQF levels criteria describe the relative complexity and/or depth of achievement
and the autonomy required to demonstrate that achievement for each AQF level
from 1 – 10

AQF levels summaries are statements of the typical achievement of graduates
who have been awarded a qualification at a certain level in the AQF

Lifelong learning is the term used to describe any learning activities that are
undertaken throughout life to acquire knowledge, skills and the application of
knowledge and skills within personal, civic, social and/or employment-related
contexts

L

Mastery of knowledge

Term AQF definition

Mastery of knowledge refers to the attributes of a graduate who demonstrates
comprehensive knowledge and understanding of a field of work or learning

M

AQF Glossary of Terminology
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Parameters

Paraprofessional work
and/or learning

Pathways

Postnominals

Practical knowledge and skills

Professional work and/or learning

Program of learning

Term AQF definition

Parameters refers to the boundaries that define the context of learning and/or work

Paraprofessional work and/or learning are work contexts that generally support
professional practice

Pathways allow students to move through qualification levels with full or partial
recognition for the qualifications and/or learning outcomes they already have. 
See also credit, credit transfer, recognition of prior learning and articulation

Postnominals are the abbreviated forms of an AQF qualification type and field of
study/discipline used by graduates to identify their qualification

Practical knowledge and skills are concrete or hands-on knowledge and skills

Professional work and/or learning are contexts requiring specialised knowledge,
advanced learning, responsibility and autonomy, and require intensive preparation
through learning

A program of learning is a course, curriculum, training package, units of study, or
structured workplace learning that leads to the award of a qualification

P

Nested qualifications

Non-formal learning

Non-self-accrediting provider

Term AQF definition

Nested qualifications are qualifications that include articulated arrangements from
a lower level qualification into a higher level qualification to enable multiple entry
and exit points. See also integrated qualifications

Non-formal learning refers to learning that takes place through a structured
program of learning but does not lead to an officially accredited qualification. See
also formal and informal learning

A non-self-accrediting provider is a higher education provider that does not have
responsibility for accrediting its own qualifications

N

Outcomes

Term AQF Definition

See learning outcomes

O
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Qualification

Qualification title

Qualification type

Qualification type descriptor

Qualification type specification

Term AQF definition

See AQF qualification

Qualification title is the nomenclature used for an AQF qualification that denotes
the type, level and field of study/discipline of the qualification

Qualification type refers to the broad discipline-free nomenclature used in the AQF
to describe each category of AQF qualification

A qualification type descriptor is the set of statements that describes the learning
outcomes of each of the AQF qualification types in terms of knowledge, skills and
the application of knowledge and skills

An AQF qualification type specification is a detailed statement of the requirements
for development and accreditation of a qualification of a particular AQF type

Q

AQF Glossary of Terminology

Range

Record of results

Recognition of prior learning (RPL)

Register

Registered training organisation (RTO)

Registering authority

Term AQF definition

Range is the area between the limits of variation as in a narrow or a broad or limited
range of knowledge/skills

A record of results is a record of all learning leading to an AQF qualification or an
accredited unit in which a student is enrolled and is issued by an authorised issuing
organisation. In Australia this may be called a ‘transcript of results’, ‘academic
transcript’, ‘record of achievement’ or ‘statement of results’

Recognition of prior learning is an assessment process that involves assessment of
an individual’s relevant prior learning (including formal, informal and non-formal
learning) to determine the credit outcomes of an individual application for credit
(National Quality Council Training Packages glossary)

See AQF register

A registered training organisation is a vocational education and training organisation
registered by a state or territory registering body in accordance with the Australian
Quality Training Framework (AQTF) Essential Standards for Registration within a
defined scope of registration (National Quality Council Training Packages glossary)

See accrediting authority

R
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Research

Responsible person

Responsibility in the application of
knowledge and/or skills

Term AQF definition

Research comprises systematic experimental and theoretical work, application
and/or development that results in an increase in the dimensions of knowledge

A responsible person is an individual in an organisation who has the responsibility,
or delegated responsibility, to act officially on behalf of the organisation

Responsibility in the application of knowledge and/or skills refers to the degree of
accountability in applying knowledge and/or skills in work and/or learning contexts
appropriate for the level of the qualification

R

Self-accrediting provider

Skilled work

Skills

Specialised knowledge 
and/or skills

Specialised qualification

Specified credit

Statement of attainment

Student

Substantial body of knowledge
Substantial original contribution

Systematic knowledge and/or skills

Term AQF definition

A self-accrediting provider is one which has been given responsibility to accredit
its own qualifications

Skilled work is an outcome that requires specific sets of knowledge and skills and
specialised training

Skills refer to what a graduate can do. They can be described in terms of kinds
and complexity and include cognitive skills, technical skills, communication skills,
creative skills, interpersonal skills and generic skills

Specialised knowledge and/or skills refers to the depth and specificity of
knowledge and/or skills required at a particular AQF level

A specialised qualification is one of short duration that builds on the knowledge
and skills already acquired

Specified credit is credit granted towards particular or specific components of a
qualification or program of learning

A statement of attainment recognises that one or more accredited units has been
achieved

A student is a person enrolled in a formal program of learning in an educational
institution and/or a workplace setting

A substantial body of knowledge and/or a substantial original contribution is the
extensive and significant knowledge and outputs at the highest level of the AQF
and characteristic of graduates of a level 10 qualification

Systematic knowledge and/or skills are those that are coherent and well-ordered

S
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Taxonomy

Technical skills

Testamur

Theoretical knowledge and concepts

Term AQF definition

A taxonomy refers to the system of classification of learning outcomes in a
qualifications framework

Technical skills are the operational skills necessary to perform certain work and
learning activities

A testamur is an official certification document that confirms that a qualification
has been awarded to an individual. In Australia this may be called an ‘award’,
‘parchment’, ‘laureate’ or ‘certificate’

Theoretical knowledge and concepts are those knowledge requirements relating
to or having the character of theory rather than practical application

T

Unit

University

Unspecified credit

Volume of learning

Term AQF definition

See accredited unit and program of learning

A university is a higher education provider that is established by the
Commonwealth or a state or territory government as a university

Unspecified credit  is credit granted towards elective components of a
qualification or program of learning

The volume of learning is a dimension of the complexity of a qualification. It is
used with the level criteria and qualification type descriptor to determine the depth
and breadth of the learning outcomes of a qualification. The volume of learning
identifies the notional duration of all activities required for the achievement of the
learning outcomes specified for a particular AQF qualification type. It is expressed
in equivalent full-time years

U-Z
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Implementation Arrangements

The AQF is a revision of the AQF originally implemented in
1995. The revisions were approved by the national ministerial
council in 2011 with the following implementation
arrangements.

1 Implementation of the AQF commences on 1 July 2011.

For the higher education sector, use of the AQF commences from the date of commencement of the regulatory
functions of the Tertiary Education Quality and Standards Agency. Prior to this, implementation may commence
voluntarily.

For the vocational education and training sector, use of the AQF commences from 1 July 2011.

For the school sector, use of the AQF in the school sector may commence voluntarily prior to 1 January 2015.

2 All requirements of the AQF will be met from 1 January 2015.

3 From 1 January 2015, all new enrolments will be in qualifications that meet the requirements of the AQF. From
this date, students already enrolled in qualifications may complete the qualification in which they enrolled or may
transfer without disadvantage to an equivalent qualification that meets the requirements of the AQF. Authorised
issuing organisations will have publicly available policies or procedures to assist with this transition.

4 Accrediting authorities and developers of AQF qualifications will have in place policies and processes in sufficient
time to ensure that the implementation arrangements are met.

5 The Vocational Graduate Certificate and Vocational Graduate Diploma qualification types are removed from the
AQF effective from 1 January 2013. 

The amended Graduate Certificate and Graduate Diploma qualification types, available for accreditation and
issuance in higher education and vocational education and training, are available for use from 1 January 2013. 

Holders of Vocational Graduate Certificates and Vocational Graduate Diplomas are considered to hold,
respectively, a Graduate Certificate or Graduate Diploma.  

The AQF Specification for the Vocational Graduate Certificate and the AQF Specification for the Vocational
Graduate Diploma are available in the Australian Qualifications Framework First Edition July 2011. 

Guidance resources to support accrediting authorities, issuing organisations and qualification developers with
implementing the AQF are available on the AQF website.

Copies of the previous editions of the AQF Implementation Handbook (1995 – 2007) and the AQF First Edition 
July 2011 are available on the AQF website for reference during implementation.
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Governing and Monitoring the AQF

The Australian Qualifications Framework Council was
established to govern and monitor the AQF. 

The AQF Council is a council of the national Ministers responsible for tertiary education, skills and employment
and is established under its authority. It is also responsible for reporting to the national Ministers responsible for
education.

The AQF Council is responsible to its ministerial council for providing strategic and authoritative advice on the
AQF to ensure it is nationally and internationally robust and supports flexible cross-sectoral linkages and
pathways. The AQF Council has delegated authority to monitor and maintain the AQF, support its users and
promote AQF qualifications to the community. 

The AQF Council was initially established in 2008 and its terms of reference were revised in 2011 as part of the
revision to the AQF. The AQF Council Object and Terms of Reference are available on the AQF website.

The AQF Council is comprised of members with expertise and experience in the following sectors: higher
education, vocational education and training, schools, employers, unions and governments.  Membership is non-
representative with an independent chair to ensure that its advice benefits Australia’s education system as a
whole.  Details of AQF Council membership are available on the AQF website.
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Principles and Processes for the Alignment of the
AQF with International Qualifications Frameworks

Background
The AQF Council’s first term of reference requires it to provide policy advice to the Ministers responsible for tertiary
education, skills and employment on ‘national and international recognition and comparability of qualification
standards and alignment of qualification standards / frameworks’ and on ‘strategic strengthening of the AQF
required to meet identified needs such as improving national consistency and contemporary relevance, including
national and international portability’.

International comparability of qualifications and alignment with other qualifications frameworks are important national
objectives. The international mobility of graduates and workers is significant. To support this mobility, recognition of
the relationship of qualifications in the national qualifications frameworks of other countries or regions with the AQF
may be beneficial. The AQF Council has developed principles and processes for guiding discussions about
alignment of the AQF with other national qualifications frameworks.

Benefits of alignment of the AQF
The benefits of alignment between the AQF and national or regional qualifications frameworks are at several levels.
These range from economic benefits at a national or regional level to benefits for individuals. 

The benefits of alignment include:

• providing a systematic basis for improving mutual trust and the recognition of qualifications between nations
or regions 

• facilitating transparency and reliability of information about qualifications and the qualifications framework in
each nation or region

• increasing international understanding, comparability, confidence and recognition of qualifications for both
study and employment

• contributing to the credibility and robustness of each nation’s or region’s qualifications systems, including
knowledge and understanding of the various quality assurance systems and processes supporting the
qualifications frameworks

• assisting the international mobility of students and skilled workers by increasing confidence that their
qualifications will be understood and recognised in Australia and other countries

• improving employers’ understanding of qualifications to assist with skills supply, and
• providing a comparative benchmark for the AQF.

  
Principles for alignment of the AQF
The overarching principles are core considerations for Australia in any alignment process. The general alignment
principles set out the expectations for each nation or region (including Australia) in the alignment process.

Overarching principles:

• Alignment of the AQF with other nations’ or regions’ qualifications frameworks will be undertaken only where
there is a demonstrable benefit to Australia.

• Alignment between the AQF and national or regional qualifications frameworks should enhance any existing
relationships and arrangements between these nations or regions.

• The AQF will not be adapted to suit another nation’s or region’s requirements.
• Alignment of national or regional qualifications frameworks with the AQF will not result in the automatic

recognition of the nation’s or region’s qualifications as AQF qualifications.
• Alignment will usually be between the AQF and another national or regional qualifications framework.

However if the nation or region does not yet have a formal national or regional qualifications framework, the
national or regional qualifications system may be used for alignment of qualifications.
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Principles and Processes for the Alignment of
the AQF with International Qualifications
Frameworks

General alignment principles:

• The legitimacy and responsibilities of all relevant national or regional and Australian bodies involved in the
alignment process are clearly determined and transparent.

• The Australian, national or regional quality assurance system for education and training are integral to the
qualifications framework and is consistent with international quality assurance principles.

• There is a clear and demonstrable link between the qualifications levels in the AQF and the levels in the national
or regional qualifications framework.

• The national or regional qualifications framework and its qualifications are based on the principles and objectives
of learning outcomes that are comparable to the learning outcomes in the AQF.

• The procedures for inclusion of qualifications in the Australian, national or regional qualifications framework
and/or describing the place of qualifications in the qualifications system are transparent. 

• National or regional policies for the validation of all learning, and credit systems where these exist, are an integral
component of the national or regional qualifications frameworks.

• The alignment process includes the stated agreement of the relevant accrediting and/or quality assurance
bodies for each nation or region.

• The alignment process involves international experts to support and assist the development of trusted
outcomes.

• One comprehensive report, setting out the alignment and the evidence supporting it is jointly published by the
relevant national authorities in each nation or region and addresses separately each of the principles.

Processes for alignment of the AQF
In Australia international alignment of the AQF with other national or regional qualifications frameworks will be
undertaken by the following bodies with specified responsibilities.

Australian Government

The alignment of qualifications frameworks is a negotiated agreement with other nations or regions for which the
Australian Government is the lead agent.  The Australia Government is responsible for:

• Signing any multilateral or bilateral agreements to commence alignment.
• Agreeing to formal commencement of the alignment.
• Leading the negotiation process using the expert and technical advice of the AQF Council.
• Signing the final alignment agreement.

Australian Qualifications Framework Council

As the national body with the delegated responsibility to maintain, monitor and promote the AQF and provide advice
on international alignment, the AQF Council is responsible for:

• Recommending potential alignment opportunities.
• Managing the development of expert and technical advice on alignment, through the AQF International

Alignment Committee and its projects, and providing this advice to the Australian Government as part of its
negotiation process.

• Coordinating the involvement of an international expert to validate the technical advice.
• Publishing and disseminating the final alignment report.
• Maintaining the register of final reports and arrangements.
• Providing guidance on the use of the resulting arrangements by education and training institutions such as

facilitating inclusion of relevant information in graduation statements.
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Principles and Processes for the Alignment of
the AQF with International Qualifications
Frameworks

AQF International Alignment Committee

The AQF International Alignment Committee is a representative committee established to undertake the technical
alignment of the AQF with other nations or regions with which the Australian Government has signed an agreement. 
It is responsible for:

• Undertaking the activities required to align the AQF with the qualifications framework of another nation or region
under the guidance of the AQF Council using agreed and transparent processes.

• Ensuring participation of people with an interest in the alignment through a comprehensive communication
strategy to ensure widespread and open consultation and dissemination of the final report.

• Coordinating alignment project teams and/or consultants.

Membership of the AQF International Alignment Committee includes representation from the following bodies:

• AQF Council
• Commonwealth department responsible for education, training and employment
• Education experts from the relevant various education and training sector(s) including qualification developers,

providers and their peak bodies, and students and their peak bodies
• Social partners including employer representative bodies, unions, industry and professional representative

bodies and occupational licensing bodies
• Relevant government agencies including Australian Education International-NOOSR 
• Regulatory and quality assurance authorities 
• International expert
• Country expert (as required).
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Overview of Qualifications Frameworks
in Australia

Australia has a long history of qualification standards.

The AQF was developed in the early 1990s building on previous qualifications standards and implementation
commenced in 1995. During 2009 and 2010, the AQF Council worked with AQF users and stakeholders to update 
the AQF. The revisions were approved in 2011. Details of the process for strengthening the AQF are available on the
AQF website.

The predecessors of the AQF were the:
• Australian Council on Awards in Advanced Education Nomenclature and Guidelines for Awards in Advanced

Education (1972-1985) 
• Australian Council on Tertiary Awards Guidelines for the National Registration of Awards (1986-1990) 
• Australian Education Council Register of Australian Tertiary Education (1991-1994). 

The Australian Council on Awards in Advanced Education (ACAAE) Nomenclature and Guidelines for Awards in
Advanced Education was implemented in 1972 to promote consistency in the nomenclature of qualifications in the
advanced education sector and to assist in the development of meaningful relationships between levels of
qualifications. The following categories of awards were defined: Master’s Degree, Graduate Diploma, Bachelor’s
Degree, Diploma and Associate Diploma. Named Australian qualifications were included on the national Register of
Awards in Advanced Education. The number of named qualifications was expanded in 1983 and 1984.

This was replaced by the Australian Council on Tertiary Awards (ACTA) Guidelines for the National Registration of
Awards which was implemented in 1986. The ACAAE award nomenclature was retained by ACTA. In 1987 ACTA
added the Certificate, Advanced Certificate, Associate Diploma and Graduate Diploma awards. ACTA guidelines for the
Doctor of Philosophy Degree and a course assessment policy were included in 1989.

The Australian Education Council Register of Australian Tertiary Education (RATE) was established in January 1990. It
was a single national register of authorities (including institutions) empowered by the jurisdictions to accredit tertiary
education qualifications. The qualification types included in RATE were: Certificate, Advanced Certificate, Associate
Diploma, Diploma, Bachelor Degree, Graduate Certificate, Graduate Diploma, Masters Degree and Doctoral Degree.
The Honours Degree and Degree with Honours were included in RATE.

The Australian Qualifications Framework created a national system of cross sectoral qualifications capable of
supporting the increasingly diverse needs of the workforce and students in education and training. It was introduced in
1995 and fully implemented from 2000. The AQF included guidelines for each qualification type and protocols for
issuing qualifications. National guidelines for cross-sector linkages, developed jointly with the Australian Vice-
Chancellors Committee and the Australian National Training Authority, were included in 2002 and national principles
and operational guidelines for recognition of prior learning were added in 2002-2003. Four editions of the AQF
Implementation Handbook were published between 1995 and 2007. 

The qualifications included in the AQF in 1995 were: Certificate I, Certificate II, Certificate III, Certificate IV, Diploma,
Advanced Diploma, Bachelor Degree (including Bachelor Honours Degree), Graduate Certificate, Graduate Diploma,
Masters Degree and Doctoral Degree. The Associate Degree was added in 2004 and the Vocational Graduate
Certificate and Vocational Graduate Diploma in 2005.

Following a review of the Australian Qualifications Framework in 2009 - 2010, the Australian Qualifications Framework
First Edition July 2011 was implemented in 2011. 

The Vocational Graduate Certificate and Vocational Graduate Diploma were removed from the AQF in 2013, allowing
the Graduate Certificate and Graduate Diploma to be accredited and issued in both the vocational education and
training and higher education sectors.  With the inclusion of these changes, the Australian Qualifications Framework
Second Edition January 2013 became effective from 1 January 2013. 
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What is the AQF

Jump to What the AQF is not

The Australian Qualifications Framework (AQF) is the policy for regulated qualifications
in the Australian education and training system. The AQF was first introduced in 1995
to underpin the national system of qualifications in Australia, encompassing higher
education, vocational education and training (VET), and schools. The AQF is the
agreed policy of Commonwealth, State and Territory ministers, and is administered by
the Department of Education, Skills and Employment.

The AQF provides an integrated policy that comprises:

the learning outcomes for each AQF level and qualification type
the specifications for the application of the AQF in the accreditation and
development of qualifications
the policy requirements for issuing AQF qualifications
the policy requirements for qualification linkages and student pathways
AQF qualifications and qualification pathways
the policy requirements for the addition or removal of qualification types in the
AQF, and the definitions of the terminology used in the policy.

Objectives of the AQF 

One of the key objectives of the Australian Qualifications Framework is to
facilitate pathways to, and through, formal qualifications.

Other objectives of the AQF are to provide a contemporary and flexible framework
that:

TAB 14
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accommodates the diversity of purposes of Australian education and training now
and into the future
contributes to national economic performance by supporting contemporary,
relevant and nationally consistent qualification outcomes which build confidence in
qualifications
supports the development and maintenance of pathways which provide access to
qualifications and assist people to move easily and readily between different
education and training sectors, and between those sectors and the labour market
supports individuals’ lifelong learning goals by providing the basis for individuals
to progress through education and training and gain recognition for their prior
learning and experiences
complements national regulatory and quality assurance arrangements for
education and training
enables the alignment of the AQF with international qualifications frameworks.

What the AQF is not 

As the national policy of Commonwealth, State and Territory ministers, the AQF has no
legislative powers or authority to assess qualifications, certify courses or provide
advice on visas.

The AQF:

is not a provider of education or an educational institution
does not provide assessments or recognition of overseas qualifications
does not hold individual student records
is not an education sector regulator with enforcement powers
does not have expert knowledge of specific occupations or industries
does not handle licensing, registration or accreditation for trades/professions
can not provide advice about employment awards/agreements, pay or conditions
is not an authority for immigration or visa matters
can not provide career or specific course advice

For guidance on where to access these types of services, please view our Where can I
get further help? page.
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About

What is the AQF

Governance

Logo and Copyright

The Framework

The Australian Qualifications Framework

Qualifications

AQF Levels and criteria

Policies

Previous versions and pre-AQF qualifications

The AQF Second Edition provides the complete set of AQF policies and objectives,
and information about the governing and monitoring arrangements for the AQF.

Read more
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Help with Qualifications

Help with Qualifications

Accreditation for providers

Accreditation for course seekers

Certification for individuals

Recognition of prior learning

Undergraduate certificate

Legal

Copyright

Disclaimer

Privacy statement
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Site Information and assistance
Get assistance with this site (https://education.gov.au/using-site)
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Jump to content
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 (/)

Home (/)

Equivalency of pre-AQF qualifications
Provided below is an equivalency table showing how pre-AQF qualifications correspond with current AQF awards.

Please note that individual industries value older qualifications differently and, as such, the table below is an approximate
guide only. 

Some qualifications are never considered outdated, whereas certain occupations/industries may require refresher training
or requalification at specific intervals or after a period of time.  

It is up to prospective employers or educational institutions to determine the value of your older qualifications.

AQF 1995-
current

RATE
1990–1999

ACTA
1985–1989

ACAAE
1971–1984

Doctoral Degree Doctoral Degree Doctoral Degree

Master Degree Master Degree Master Degree Master Degree

(PG2)

Graduate Diploma Graduate Diploma Graduate Graduate Diploma

Vocational Graduate
Diploma

Diploma (PG1)

Graduate Certificate Graduate Certificate Graduate

Vocational  Graduate
Certificate

Certificate

Bachelor Honours Degree

Bachelor Degree Bachelor Degree Bachelor Degree Bachelor Degree
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   Degree)

Associate Degree Diploma Stream 3600 Diploma Diploma (UG2)

Advanced Diploma    

Diploma Associate Diploma Associate Associate Diploma

 Stream 3500 Diploma (UG3)

 Associate Diploma   

 Stream 3400   

Certificate IV Advanced Certificate Advanced  

 Stream 3300 Certificate  

Certificate III
Certificate Stream
3200

  

Certificate II
Certificate Stream
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Certificate I    

 
Certificate Stream
2200

  

 
Certificate Stream
2100
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03 March 2022
Coronavirus (COVID-19) health alert

About nurses and midwives

Nursing and midwifery job titles are protected by law. Learn what nurses and
midwives do, what you need to do to become one, and what the different titles
mean.

What a nurse is
Nurses are essential health professionals who care for people (individuals, families, groups and
communities) in all health care settings.

In Australia, nurses are regulated health professionals who go through approved training pathways to
become registered to practice with the Nursing and Midwifery Board of Australia (NMBA).

The NMBA works with the Australian Health Practitioner Regulation Agency (Ahpra) to regulate the
nursing profession.

People must be registered with the NMBA before they can use any of the following protected titles to
describe themselves:

enrolled nurse

registered nurse

nurse practitioner.

You can check if a nurse is registered by searching the national register of nurses and midwives registered
with the NMBA.

Nurses work with many other health professionals in the public or private health sectors. Settings where
nurses work include:

public hospitals

private hospitals
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emergency care

aged care

general practice clinics

community health services

schools

rural and remote communities.

Types of nurse in Australia
There are several different types of nurse in Australia. The main differences involve the type of training
they have done and their scope of practice.

Enrolled nurse
Enrolled nurses (ENs) complete a 2-year Diploma of Nursing through a vocational education provider, to
meet the EN standards for practice. ENs work under the supervision of a registered nurse and cannot act
alone. Typical duties include:

regularly recording patients’ temperature, pulse, blood pressure, respiration and so on

providing interventions, treatments and therapies from patient care plans

assisting registered nurses and other team members with health education activities

helping patients with their activities of daily life.

An enrolled nurse can become a registered nurse by doing further training.

Registered nurse
Registered nurses (RNs) complete a 3-year Bachelor of Nursing through a university to meet the RN
standards for practice. They have more responsibilities than an EN, and their scope of practice can
include:

assessing patients

developing a nursing care plan

administering medicine

providing specialised nursing care

working in multidisciplinary teams

supervising ENs and junior RNs

undertaking regular professional development

performing leadership roles such as nursing unit manager or team leader.

Nurse practitioner
Nurse practitioners (NPs) are RNs who have been endorsed as an NP by the NMBA. NPs practice
independently in an advanced and extended clinical role, and can prescribe some medicines.

To be eligible for an NP endorsement, a nurse must:

be a registered nurse with no restrictions on practice
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have 5,000 hours of experience at the advanced clinical nursing practice level within the past 6
years 

have completed an approved program of study at a master degree level

comply with the NMBA’s nurse practitioner standards for practice.

Most NPs are employed by state and territory governments in acute care settings. NPs are also employed
in private settings, either as an employee or in their own practice.

What a midwife is
Midwives are registered health professionals who care for women’s health and wellbeing during
pregnancy, birth and the first few weeks after birth.

Midwife
In Australia, midwives must have completed an approved course in midwifery through a university and be
registered with the NMBA. The titles ‘midwife’ and ‘midwife practitioner’ are protected under the Health
Practitioner Regulation National Law. A midwife is not the same as a doula.

A midwife’s scope of practice includes:

providing health support, care and advice to women before conception, and during pregnancy,
labour, birth and the postnatal period

promoting natural childbirth and identifying complications for the woman and her baby

consulting with other health professionals and referring to medical care or other appropriate
assistance when required

implementing emergency measures.

Endorsed midwife
An endorsed midwife has done additional training and can prescribe certain medications.

To become an endorsed midwife, a registered midwife must:

meet the registration standards

have successfully completed an NMBA-approved program of study that leads to an endorsement
for scheduled medicines, or a substantially equivalent program as determined by the NMBA

be currently registered as a midwife in Australia without conditions or unsatisfactory performance

have completed the equivalent of 3 years full-time clinical practice (that is, 5,000 hours) within the
past 6 years across the full continuity of midwifery care or within a specified context of practice.
Recognised contexts of practice include antenatal, postnatal and ante and postnatal combined.

You can check if a midwife is registered by searching the national register of nurses and midwives
registered with the NMBA.

Last updated: 
12 May 2021

Tags: 
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Aged Care Funding Instrument (ACFI) 

Answer Appraisal Pack
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This ACFI Answer Appraisal Pack applies to ACFI appraisals with a date of effect on or after  
1 January 2017.  

For earlier appraisals, refer to previous versions of the Answer Appraisal Pack.  
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Mental and Behavioural Diagnosis  

Indicate which sources of evidence have been filed in the ACFI Appraisal Pack Tick if yes 

Aged Care Client Record (ACCR) / National Screening and Assessment Form (NSAF)  D1.1 

GP comprehensive medical assessment  D1.2 

General medical practitioner notes or letters  D1.3 

Geriatrician notes or letters  D1.4 

Psychogeriatrician notes or letters  D1.5 

Psychiatrist notes or letters  D1.6 

Other medical specialist notes or letters  D1.7 

Other–please describe  D1.8 

gfh 

 

 Mental and Behavioural Disorders Checklist Tick if YES 

0 No diagnosed disorder currently impacting on functioning  

500 Dementia, Alzheimer’s disease including early onset, late onset, atypical or mixed 
type or unspecified 

 

510 Vascular dementia e.g. multi-infarct, subcortical, mixed  

520 Dementia in other diseases, e.g. Pick’s Disease, Creutzfeldt-Jakob, Huntington’s, 
Parkinson’s, HIV 

 

530 Other dementias, e.g. Lewy Body, alcoholic dementia, unspecified  

540 Delirium  

550A Depression, mood and affective disorders, Bi-Polar  

550B Psychoses e.g. schizophrenia, paranoid states  

560 Neurotic, stress related, anxiety, somatoform disorders e.g. post traumatic stress 
disorder, phobic and anxiety disorders, nervous tension/stress, obsessive-
compulsive disorder 

 

570 Intellectual and developmental disorders e.g. intellectual disability or disorder, 
autism, Rhett’s syndrome, Asperger’s syndrome etc 

 

580 Other mental and behavioural disorders e.g. due to alcohol or psychoactive 
substances (includes alcoholism, Korsakov’s psychosis), adult personality and 
behavioural disorders. 

 

 

Evidence requirement 
Enclose diagnostic source material. 
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Note: For categories 540, 550A, 550B, and 560 the diagnosis/ provisional diagnosis or reconfirmation 
of the diagnosis must have been completed in the past twelve months. 

Medical Diagnosis 

Indicate which sources of evidence have been filed in the ACFI Appraisal Pack Tick if YES 

Aged Care Client Record (ACCR) / National Screening and Assessment Form (NSAF)  D2.1 

GP comprehensive medical assessment  D2.2 

General medical practitioner notes or letters  D2.3 

Geriatrician notes or letters  D2.4 

Psychogeriatrician notes or letters  D2.5 

Psychiatrist notes or letters  D2.6 

Other medical specialist notes or letters  D2.7 

Other–please describe  D2.8 

 

Medical Diagnosis Checklist: see Appendix 1 of the ACFI User Guide for ACAP 
medical condition codes–long 

CODE If no diagnosis tick one of the following, otherwise provide full details below 

0  No diagnosed disorder currently impacting 

9998  No formal diagnosis available 

9999  Not stated or inadequately described 

CODE Description of condition(s) / disease(s) 

  

  

  

  

  

  

  

  

  

 

Evidence requirement 
Enclose diagnostic source material. 
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ACFI 1 Nutrition 

Nutrition 
Checklist 

Checklist must be 
completed 

Assistance level 

(Tick one per care need) 

1. Readiness to 
eat 

 0 (Independent/NA) 

 1 (Supervision) 

 2 (Physical assistance) 

2. Eating  0 (Independent/NA) 

 1 (Supervision) 

 2 (Physical assistance) 

 

ACFI 1 Rating key Rating: 

RATING A = 0 in both care needs (readiness to eat 
and eating) 

RATING B = 0 in readiness to eat AND 1 in eating  

RATING B = 1 in readiness to eat AND 0 in eating  

RATING B = 1 in readiness to eat AND 1 in eating  

RATING B = 2 in readiness to eat AND 0 in eating  

RATING C = 2 in readiness to eat AND 1 in eating  

RATING C = 0 in readiness to eat AND 2 in eating  

RATING C = 1 in readiness to eat AND 2 in eating  

RATING D = 2 in readiness to eat AND 2 in eating 

ACFI 2 Mobility 

Mobility 
Checklist 

Checklist must be 
completed 

Assistance level 

(Tick one per care need) 

1. Transfers  0 (Independent/NA) 

 1 ( Supervision) 

 2 (Physical assistance) 

 3 (Mechanical Lifting 

Equipment) 

2. Locomotion  0 (Independent/NA) 

 1 (Supervision) 

 2 (Physical assistance) 

 

ACFI 2 Rating key Rating: 

RATING A = 0 in both care needs (transfers and 
locomotion) 

RATING B = 1 or 2 in transfers AND 0 in locomotion 

RATING B = 0 in transfers AND 1 or 2 in locomotion 

RATING C = 1 or 2 in transfers AND 1 in locomotion  

RATING C = 1 in transfers AND 2 in locomotion 

RATING D = 2 in transfers AND 2 in locomotion 

RATING D = 3 in transfers 

Checklist must be completed against assessed care needs for ACFI 1 and ACFI 2 

Evidence requirement 
For a rating of B, C or D in ACFI 1 and ACFI 2 a supporting assessment must have been completed 
no more than six months prior to the ACFI submission date and must be enclosed. 

Physical assistance is the requirement for individual physical assistance from another person or 
persons with a minimum one to one staffing effort, throughout the specified activity. The activities that 
are taken into account are defined for each question.
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ACFI 3 Personal Hygiene 

Personal  
Hygiene Checklist 

Checklist must be 
completed 

Assistance level 

(tick one per care need) 

1. Dressing and 
undressing 

 0 (Independent/ NA) 

 1 (Supervision) 

 2 (Physical assistance) 

2. Washing and 
drying 

 0 (Independent/ NA) 

 1 (Supervision) 

 2 (Physical assistance) 

3. Grooming  0 (Independent/ NA) 

 1 (Supervision) 

 2 (Physical assistance) 

 

ACFI 3 Rating key Rating:  

RATING A = 0 in all care needs (dressing and washing 
and grooming) 

RATING B = 1 in any of the three care needs 
(dressing, washing, grooming)  

RATING C = 2 in any of the three care needs 
(dressing, washing, grooming) 

RATING D = 2 in all three care needs (dressing and 
washing and grooming) 

ACFI 4 Toileting 

Toileting 
Checklist 

Checklist must be 
completed 

Assistance level 

(tick one per care need) 

1. Use of toilet  0 (Independent/ NA) 

 1 (Supervision) 

 2 (Physical assistance) 

2. Toilet 
completion  

 0 (Independent/ NA) 

 1 (Supervision) 

 2 (Physical assistance) 

 

ACFI 4 Rating key Rating: 

RATING A = 0 in both care needs (use of toilet and 
toilet completion) 

RATING B = 1 in one or two care needs (use of toilet, 
and/ or toilet completion) 

RATING C = 2 in one care need (use of toilet or toilet 
completion) 

RATING D = 2 in both care needs (use of toilet and 
toilet completion)

Checklist must be completed against assessed care needs for ACFI 3 and ACFI 4 

Evidence requirement 
For a rating of B, C or D in ACFI 3 and ACFI 4 a supporting assessment must have been completed 
no more than six months prior to the ACFI submission date and must be enclosed. 

Physical assistance is the requirement for individual physical assistance from another person or 
persons with a minimum one to one staffing effort, throughout the specified activity. The activities that 
are taken into account are defined for each question 
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ACFI 5 Continence 

Continence Assessment Summary Tick if YES 

No incontinence recorded  5.1 

Three-day Urine Continence Record  5.2 

Seven-day Bowel Continence Record  5.3 

 

Checklist must be completed 
You must tick one selection from items 1–4 and one selection from items 5–8. 

Evidence requirement 
For a rating of B, C or D you must complete and enclose the Continence Record 

 

Continence Checklist Tick if YES 

Urinary continence 

No episodes of urinary incontinence or self-manages continence devices  1 

Incontinent of urine less than or equal to once per day  2 

2 to 3 episodes daily of urinary incontinence or passing of urine during scheduled toileting  3 

More than 3 episodes daily of urinary incontinence or passing of urine during scheduled 
toileting 

 4 

Faecal continence 

No episodes of faecal incontinence or self-manages continence devices  5 

Incontinent of faeces once or twice per week  6 

3 to 4 episodes weekly of faecal incontinence or passing faeces during scheduled toileting  7 

More than 4 episodes per week of faecal incontinence or passing faeces during scheduled 
toileting 

 8 

 

ACFI 5 Rating key Rating: 

RATING A = yes to (item 1) and (item 5) 
RATING B = yes to (item 2) or (item 6): You must complete and enclose the Continence Record  
RATING C = yes to (item 3) or (item 7): You must complete and enclose the Continence Record  
RATING D = yes to (item 4) or (item 8): You must complete and enclose the Continence Record 
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ACFI 6 Cognitive Skills 

Cognitive Skills Assessment Summary  

must be completed 

Tick if yes  

No PAS -CIS undertaken–and nil or minimal cognitive impairment  6.1  

Cannot use PAS -CIS due to severe cognitive impairment or 
unconsciousness or have a diagnosis of 520, 530, 570, or 580 

 6.2  

Cannot use PAS - CIS due to speech impairment  6.3  

Cannot use PAS - CIS due to cultural or linguistic background  6.4  

Cannot use PAS - CIS due to sensory impairment  6.5  

Cannot use PAS - CIS due to resident’s refusal to participate  6.6  

Clinical report provides supporting information for the ACFI 6 appraisal  6.7  

Psychogeriatric Assessment Scales–Cognitive Impairment Scale (PAS -
CIS): 

enter score 

 6.8 SCORE 

 

 

Cognitive Skills Checklist 

Checklist must be completed 

Tick if yes 

1. No or minimal impairment 

PAS - CIS = 0–3 including a decimal fraction below 4 

 1 

2. Mild impairment 

PAS - CIS = 4–9 including a decimal fraction below 10 

 2 

3. Moderate impairment 

PAS - CIS = 10–15 including a decimal fraction below 16 

 3 

4. Severe impairment 

PAS - CIS = 16–21 

 4 

 

ACFI 6 Rating key Rating: 

RATING A = yes to (item 1)  
RATING B = yes to (item 2)  
RATING C = yes to (item 3)  
RATING D = yes to (item 4) 

Evidence requirement 
For a rating of B, C or D you must complete and enclose the PAS - CIS (if appropriate). 
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ACFI 7 Wandering 

Wandering 

Assessment Summary 

Tick if yes 

No behaviours recorded  7.1 

Interfering while wandering  7.2 

Trying to get to inappropriate places  7.3 

Evidence requirement: 

• Assessment summary must be completed 

• Checklist must be completed 

• For a rating of B, C or D you must complete and 
enclose the Wandering Behaviour Record. 

Wandering Checklist Tick if yes 

Problem wandering does not occur or 
occurs less than two days per week 

 1 

Problem wandering occurs at least 
two days per week 

 2 

Problem wandering occurs at least 
six days in a week 

 3 

Problem wandering occurs twice a 
day or more, at least six days in a 
week 

 4 

ACFI 7 Rating key Rating:  

RATING  A = yes to item 1 
RATING  B = yes to item 2: you must complete and 
enclose the behaviour record 
RATING  C = yes to item 3: you must complete and 
enclose the behaviour record 
RATING  D = yes to item 4: you must complete and 
enclose the behaviour record.

 

ACFI 8 Verbal Behaviour 

Verbal Behaviour 

Assessment Summary 

Tick if yes 

No behaviours recorded  8.1 

Verbal refusal of care  8.2 

Verbal disruption to others  8.3 

Paranoid ideation that disturbs others  8.4 

Verbal sexually inappropriate 
advances 

 8.5 

Evidence requirement: 

• Assessment summary must be completed 

• Checklist must be completed 

• For a rating of B, C or D you must complete and 
enclose the Verbal Behaviour Record. 

Verbal Behaviour Checklist Tick if yes 

Verbal behaviour does not occur or 
occurs less than two days per week 

 1 

Verbal behaviour occurs at least two 
days per week 

 2 

Verbal behaviour occurs at least six 
days in a week 

 3 

Verbal behaviour occurs twice a day 
or more, at least six days in a week 

 4 

ACFI 8 Rating key Rating:  

RATING A = yes to item 1 
RATING B = yes to item 2: you must complete and 
enclose the behaviour record 
RATING C = yes to item 3: you must complete and 
enclose the behaviour record 
RATING D = yes to item 4: you must complete and 
enclose the behaviour record
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ACFI 9 Physical Behaviour 

Physical Behaviour 

Assessment Summary 

Tick if yes 

No behaviours recorded  9.1 

Physically threatening or doing harm 
to self, others or property 

 9.2 

Socially inappropriate behaviour 
impacts on other residents 

 9.3 

Constantly physically agitated  9.4 

Evidence requirement: 

• Assessment summary must be completed 

• Checklist must be completed 

• For a rating of B, C or D you must complete and 
enclose the Physical Behaviour Record. 

Physical Behaviour Checklist Tick if yes 

Physical behaviour does not occur or 
occurs less than two days per week 

 1 

Physical behaviour must occur at 
least two days per week 

 2 

Physical behaviour occurs at least six 
days in a week 

 3 

Physical behaviour occurs twice a 
day or more, at least six days in a 
week 

 4 

ACFI 9 Rating key Rating: 

RATING A = yes to item 1 
RATING B = yes to item 2: you must complete and 
enclose the behaviour record 
RATING C = yes to item 3: you must complete and 
enclose the behaviour record 
RATING D = yes to item 4: you must complete and 
enclose the behaviour record
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ACFI 10 Depression 

Symptoms of Depression Assessment Summary 

Assessment summary must be completed 

Tick if yes Score 

No Cornell Scale for Depression (CSD) undertaken  10.1  

CSD–enter score  10.2  

Clinical report provided supporting information for the ACFI 10 appraisal 

Note: CSD must be completed 

 10.3  

 

 

Symptoms of Depression Checklist 

Checklist must be completed 

Tick if yes 

CSD = 0–8 or no CSD completed 

Minimal symptoms or symptoms did not occur 

 1 

CSD = 9–13 

Symptoms caused mild interference with the person’s ability to participate in their regular 
activities 

 2 

CSD = 14–18 

Symptoms caused moderate interference with the person’s ability to function and participate 
in regular activities 

 3 

CSD = 19–38 

Symptoms of depression caused major interference with the person’s ability to function and 
participate in regular activities 

 4 

There is a diagnosis or provisional diagnosis of depression completed or reconfirmed in the 
past twelve months (diagnosis evidence required as per Mental and Behavioural Diagnosis) 

 5 

Diagnosis or provisional diagnosis of depression being sought and will be made available on 
request within three months of the appraisal date 

 6 

 

ACFI 10 Rating key Rating: 

RATING A = yes to (item 1) 
RATING B = yes to (item 2): you must complete and enclose the CSD 
RATING C = yes to (item 3) AND (item 5 or item 6): you must complete and enclose the CSD  
RATING D = yes to (item 4) AND (item 5 or item 6): you must complete and enclose the CSD 

Evidence requirement 
For a rating of B, C or D you must complete and enclose the CSD. 
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ACFI 11 Medication 
Source materials 

Medication chart to be filed with ACFI Appraisal Pack 

Name of person(s) authorising medication(s) 

Profession 

Date completed 

 

 

Medication Checklist 

Checklist must be completed 

Tick if yes 

No medication  1 

Self-manages medication  2 

Application of patches at least weekly, but less frequently than daily  3 

Needs assistance with daily medications  4 

Needs daily administration of a subcutaneous drug  5 

Needs daily administration of an intramuscular drug  6 

Needs daily administration of an intravenous drug  7 

 

ACFI 11 Rating key Rating 

RATING A = yes to (item 1) or (item 2) 
RATING B = yes to (item 3) or (item 4): you must enclose a copy of the medication chart 
RATING C = yes to (item 5) or (Item 6) or (Item 7): you must enclose a copy of the medication chart 

Evidence requirement 
For a rating of B or C you must enclose a copy of the medication chart. 
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ACFI 12 Complex Health Care 

Complete all complex health care procedures relevant to the resident 

ACFI 12 Rating key Rating: 

RATING A = score of 0 (no procedures) 
RATING B = score of 1–4: enclose evidence for procedures as described in the requirements column  
RATING C = score of 5–9: enclose evidence for procedures as described in the requirements column  
RATING D = score of 10 or more: enclose evidence for procedures as described in the requirements 
column 

Evidence requirement: 
For a rating of B, C or D enclose evidence for procedures as described in the ‘Evidence 
Requirements’ column on the next page. 
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Complete all complex health care procedures relevant to the resident 

Score Complex health care procedures Evidence Requirements Tick if 
yes 

1 Blood pressure measurement for diagnosed hyper/ 
hypotension is a usual care need  

AND  

Frequency at least daily 

1. Medical practitioner directive 

AND 

on request: record 

 1 

3 Blood glucose measurement for the monitoring of a 
diagnosed medical condition e.g. diabetes, is a usual 
care need  

AND  

Frequency at least daily 

1. Medical practitioner directive 

AND 

on request: record 

 2 

1 Pain management involving therapeutic massage or 
application of heat packs  

AND 

Frequency at least weekly  

AND 

Involving at least 20 minutes of one on one staff time 
in total 

1. Directive [registered nurse or 
medical practitioner or allied 
health professional] 

AND 

2. Evidence based pain 
assessment 

AND 

on request: record 

 3 

3 Complex pain management and practice undertaken 
by an allied health professional or registered nurse. 
This will involve therapeutic massage and/ or pain 
management involving technical equipment 
specifically designed for pain management  

AND 

Frequency at least weekly  

AND 

Involving at least 20 minutes of one on one staff time 
in total. 

You can only claim one item 4–either 4a or 4b 

1. Directive [registered nurse or 
medical practitioner or allied 
health professional] 

AND 

2. Evidence based pain 
assessment 

AND 

on request: record 

 4a 

6 Complex pain management and practice undertaken 
by an allied health professional. This will involve 
therapeutic massage and/ or pain management 
involving technical equipment specifically designed for 
pain management  

AND 

Ongoing treatment as required by the resident, at least 
4 days per week, 

AND 

Involving at least 80 minutes of one on one staff time 
in total. 

You can only claim one item 4–either 4a or 4b 

1. Directive [medical practitioner 
or allied health professional] 

AND 

2. Evidence based pain 
assessment 

AND 

on request: record 

 4b 

3 Complex skin integrity management for residents with 
compromised skin integrity who are usually confined to 
bed and/ or chair and cannot self-ambulate. The 
management plan must include repositioning at least  
4 times per day. 

1. Directive [registered nurse or 
medical practitioner or allied 
health professional] 

AND 

2. Skin integrity assessment 

 5 
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Score Complex health care procedures Evidence Requirements Tick if 
yes 

3 Management of special feeding undertaken by an RN, 
on a one-to-one basis, for people with severe 
dysphagia, excluding tube feeding. 

Frequency at least daily. 

1. Diagnosis  

AND 

2. Directive [registered nurse or 
medical practitioner or allied 
health professional] 

AND 

3. Swallowing assessment 

 6 

1 Administration of suppositories or enemas for bowel 
management is a usual care need. The minimum 
required frequency is ‘at least weekly’. 

1. Directive [registered nurse or 
medical practitioner] 

AND 

on request: record 

 7 

3 Catheter care program (ongoing); excludes temporary 
catheters e.g. short term post-surgery catheters. 

1. Diagnosis  

AND 

2. Directive [registered nurse or 
medical practitioner] 

 8 

6 Management of chronic infectious conditions 

• Antibiotic resistant bacterial infections 

• Tuberculosis 

• AIDS and other  immune-deficiency conditions 

• Infectious  hepatitis 

1. Diagnosis  

AND 

2. Directive [registered nurse or 
medical practitioner] 

 9 

6 Management of chronic wounds, including varicose 
and pressure ulcers, and diabetic foot ulcers. 

1. Diagnosis  

AND 

2. Directive [registered nurse or 
medical practitioner or allied 
health professional] 

AND 

3. Wound assessment 

AND 

on request: record 

 10 

6 Management of ongoing administration of intravenous 
fluids, hypodermoclysis, syringe drivers and dialysis. 

1. Directive/ prescription 
[authorised nurse practitioner 
or medical practitioner] 

 11 

1 Management of arthritic joints and oedema related to 
arthritis by the application of tubular and/or other 
elasticised support bandages. 

Note: The maximum score for claiming both items 

12.12a and 12.12b is 3 points. 

1. Diagnosis  

AND 

2. Directive [registered nurse or 
medical practitioner or allied 
health professional] 

 12a 

3 Management of; 

• non-arthritic oedema OR deep vein thrombosis by 
the fitting and removal of compression garments 
and/or compression bandages,  

OR 

• chronic skin conditions by the application and 
removal of dry dressings and/or protective 
bandaging. 

Note: The maximum score for claiming both items 

12.12a and 12.12b is 3 points. 

1. Diagnosis  

AND 

2. Directive [registered nurse or 
medical practitioner or allied 
health professional] 

 12b 
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Score Complex health care procedures Evidence Requirements Tick if 
yes 

3 Oxygen therapy not self-managed. 1. Diagnosis  

AND 

2. Directive [registered nurse or 
medical practitioner] 

 13 

10 Palliative care program involving End of Life care 
where ongoing care will involve very intensive clinical 
nursing and/ or complex pain management in the 
residential care setting. 

1. Directive by CNC/ CNS in 
pain or palliative care or 
medical practitioner 

AND 

2. Pain assessment 

 14 

1 Management of ongoing stoma care. 

Excludes temporary stomas e.g. post-surgery. 
Excludes supra pubic catheters (SPCs) 

1. Diagnosis  

AND 

2. Directive [registered nurse or 
medical practitioner] 

 15 

6 Suctioning airways, tracheostomy care. 1. Diagnosis  

AND 

2. Directive [registered nurse or 
medical practitioner] 

 16 

6 Management of ongoing tube feeding. 1. Diagnosis  

AND 

2. Directive [registered nurse or 
medical practitioner or allied 
health professional] 

 17 

3 Technical equipment for continuous monitoring of vital 
signs including Continuous Positive Airway Pressure 
(CPAP) machine. 

1. Directive [registered nurse or 
medical practitioner] 

AND 

on request: record 

 18 

 

ACFI 12 rating key 

RATING A = score of 0 (no procedures)  
RATING B = score of 1–4 
RATING C = score of 5–9 
RATING D = score of 10 or more 
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as a Nurse Practitioner.

What is a Nurse Practitioner? 
A Nurse Practitioner (NP) is a Registered Nurse (RN) 
experienced in their clinical specialty, educated at Masters 
Level, and who is endorsed by the Nurses and Midwives 
Board of Australia (NMBA) to provide patient care in an 
advanced and extended clinical role. Nurse practitioners have 
provided health care around the world since the 1960s. 

NPs provide safe, high quality care in the assessment 
and management of patients. The clinical and academic 
education undertaken by NPs prepares them to expand the 
boundaries of nursing practice and to incorporate extensions 
to their clinical practice such as assessing patients and 
diagnosing health problems, in order to provide complete 
episodes of care. 

The development of the NP role is responsive to increasing 
demands on healthcare and the need to improve access 
to care, particularly in rural and remote areas. The NP role 
encapsulates advanced nursing knowledge and expanded 
skills to meet the service demands while aiming to address 
gaps in existing health care services often providing services 
where none currently exist. The role also enables clinicians 
to further their career while maintaining valuable expertise 
within the clinical setting. 

While autonomy enables NPs to deliver flexible and 
responsive care, working together with other health care 
professionals is an important part of NP practice.

The title ‘Nurse Practitioner’ or ‘NP’ is protected by law and 
may only be used by a RN who has met the criteria set by the 
NMBA and been endorsed to do so.

What does a Nurse Practitioner do?
There are several ways in which the practice of NPs differs 
from traditional models of care. Examples are:

•  Perform advanced health assessments;
•  Initiate and interpreting diagnostic investigations such as

pathology and diagnostic imaging;
•  Diagnosing health problems;
•  Design, implement and monitor therapeutic regimens in

collaboration with patients, families/careers and other
health professionals;

•  Prescribe medications;
•  Initiate and receive appropriate referrals to and from other

health professionals

Careers Fact Sheet Becoming a Nurse Practitioner
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Become a Nurse Practitioner and  
see the difference you make, everyday.

Where do Nurse Practitioners practice? 
NPs work with families, individuals and communities 
within a variety of health care settings including hospitals, 
community health settings and in private practice. There 
is no limit to where NP services may be established in NSW. 
For example there are currently NPs working in the following 
specialty areas:

•  Emergency    
•  Aged Care
•  Private Practice
•  Drug and Alcohol
•  Medical
•  Surgical
•  Rural and Remote
•  Women’s Health
•  Community
•  Mental Health
•  Chronic & Complex Care
•  Paediatrics

How do I become a Nurse Practitioner? 
Experienced RNs who have become experts in their field 
of practice and wish to become an NP need to meet the 
endorsement requirements of the NMBA. These requirements 
include a relevant Master’s degree and at least 3 years full 
time advanced practice experience (within the last 6 years) 
which demonstrates that they meet the NMBA National 
Practice Standards for the NP. Endorsement is separate to 
gaining employment as a NP. Once endorsed NPs are able 
to apply for NP positions within their specialty throughout 
Australia. More information on the endorsement process can 
be obtained from the NMBA website.

Study support: 
Scholarships are available to RNs who are working in full 
or part time permanent positions in the NSW Public Health 
System. Application can be made for a scholarship if you 
are undertaking an NP study programs. See the Nursing and 
Midwifery Office website for application information and 
closing dates.

Useful contacts:
Nursing and Midwifery Office 
www.health.nsw.gov.au/nursing

Nursing and Midwifery Board of Australia 
www.nursingmidwiferyboard.gov.au

Australian College of Nurse Practitioners 
www.acnp.org.au

Australian Nursing and Midwifery Accreditation Council 
www.anmac.org.au

Further information:
Principal Advisor Nursing Practice
Nursing and Midwifery Office NSW Health
Tel. (02) 93919490

Careers Fact Sheet SHPN (NM) 200222 © NSW Health Becoming a Nurse Practitioner
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Registered Nurses (RN) are skilled professionals providing 
compassionate nursing care for patients. Registered Nurses  
have a fast paced, challenging and rewarding role that allows 
you to choose from a wide range of career opportunities.

Working as part of a team of skilled professionals, nurses 
have the privilege of supporting patients at critical times in 
their lives. A career as an RN will provide you with ongoing 
education, support, rewarding working relationships and the 
opportunity to work in a wide range of environments with 
good financial rewards.

What studies do I need to undertake?
The most common entry point to become a Registered Nurse 
is completion of a Bachelor of Nursing course at university. 
There are a number of universities in NSW offering Bachelor 
of Nursing courses (usually three years full-time or the 
equivalent part-time).

To apply for the Bachelor of nursing, you need to have 
completed your High School Certificate (HSC) with the 
required subjects and an appropriate Australian Tertiary 
Admission Rank (ATAR) or equivalent. Check with the 
Universities Admissions Centre (UAC) for each university’s 
entry prerequisites.

Most universities require you to have studied English, 
Mathematics and at least one Science subject as part of your 
HSC. In some cases, you may also need a First Aid Certificate.

If you don’t have a HSC then you will need to talk directly to 
the university about other entry pathways such as Tertiary 
Preparation Courses (TPC) and Special Tertiary Admissions 
Tests (STAT).

The alternative entry point to becoming an RN is completion 
of the Master of Nursing (Graduate Entry) Program. This 
program is a two-year degree for students with previous 
tertiary qualifications who wish to become an RN.

Nursing programs leading to registration provide a mixture 
of theory and nursing clinical experience in a range of 
settings, including medical and surgical wards, emergency 
departments, paediatric wards, operating theatres, mental 
health units, rehabilitation, aged care facilities, Aboriginal 
health and community health.

You will also gain some of your experience in simulation 
laboratories, practising your clinical skills on ‘high tech’ 
simulation mannequins, under the guidance of university 
educators.

As a student you will be exposed to a broad range of clinical 
areas and settings, giving you the chance to discover what 
area of nursing you like the best.
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Become a Registered Nurse and  
see the difference you make, everyday.

What happens when I finish at University?
Once you graduate, an application is made to the Nursing 
and Midwifery Board of Australia (NMBA), to practise as a 
Registered Nurse. Nurses must renew their registration 
annually with the NMBA in order to practise in Australia.

As a Registered Nurse you will work as part of a team, with 
other skilled healthcare professionals, such as specialist 
nurses, doctors, physiotherapists, occupational therapists, 
paramedics and pharmacists.

There are opportunities to further your career 
in a diverse range of clinical specialities and 
settings such as but not limited to:
• Medical Nursing
• Aged Care
• Mental Health
• Community Health
• Oncology
• Surgical Nursing
• Operating Theatres
• Paediatrics
• Rural & Remote
• Rehabilitation
• Intensive Care
• Aboriginal Health

Within nursing there are also options of moving into 
education, research or a management role. 

Nursing is a career that can match your lifestyle by offering 
varied working hours and the flexibility of working full 
or part time leaving time for family life, travel and other 
commitments.

If you’re interested in an exciting and dynamic  
career in nursing or simply want more 
information, you may find the following helpful:
Nursing & Midwifery Office 
www.health.nsw.gov.au/nursing

Nursing Midwifery Board Australia (NMBA) 
www.nursingmidwiferyboard.gov.au

NSW Aboriginal Nursing & Midwifery Strategy 
aboriginalnursing@doh.health.nsw.gov.au

Universities Admissions Centre 
www.uac.edu.au

The following universities in NSW  
offer undergraduate nursing courses:

Metropolitan Universities
Australian Catholic University 
www.acu.edu.au

Avondale College 
www.avondale.edu.au

Sydney Nursing School 
www.sydney.edu.au/medicine-health/schools/susan-wakil-
school-of-nursing-and-midwifery.html

University of Newcastle 
www.newcastle.edu.au

University of Notre Dame 
www.notredame.edu.au

University of Technology Sydney 
www.westernsydney.edu.au

Western Sydney University 
www.uws.edu.au

University of Wollongong 
www.uow.edu.au

University of Tasmania (Sydney campus) 
www.utas.edu.au

Rural Universities
Charles Sturt University 
www.csu.edu.au

Southern Cross University 
www.scu.edu.au

University of New England 
www.une.edu.au

Master of Nursing (Graduate Entry) program:  
Sydney Nursing School  
www.sydney.edu.au/courses/courses/pc/master-of-nurs-
ing-graduate-entry.html
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Working as part of a team of skilled professionals, enrolled  
nurses provide clinical care and emotional support for patients.  
As an enrolled nurse you will have a rewarding career and have 
opportunities for ongoing education, fulfilling work and the chance 
to work across a range of clinical and community environments. 

What does an enrolled nurse do?
As an Enrolled Nurse, your duties will range from 
providing physical and emotional care, to more 
complex duties such as giving medications.  
You will also have the opportunity to work in a range 
of different clinical specialities including medical, 
surgical, mental health, paediatrics, orthopaedics, 
rehabilitation, oncology, operating theatres,  
rural and remote, emergency and in community  
health care settings.

How to become an enrolled nurse? 

Qualification
Diploma of Nursing (Enrolled Nurse).

Admission 
The Diploma of Nursing HLT54115 (Enrolled Nurse) 
program is not based on the Australian Tertiary 
Admissions Rank (ATAR) but admission requirements 
are set by the individual course providers.

Length 
The Diploma of Nursing (Enrolled Nurse) program takes 
18-24 months to complete. There may be the option to
study either full time or part-time depending on where
you enrol.

Finding a Provider 
The Diploma of Nursing (Enrolled Nurse) program is 
offered at a number of Registered Training 
Organisations (RTO’s), such as TAFE, NSW Health  
RTO and private training organisations. These courses 
can be studied at a variety of locations across NSW.

To ensure the program you are interested in studying  
is approved by the Nursing and Midwifery Board of 
Australia (NMBA), it is recommended that you check 
the list of Board-approved programs on the NMBA 
website. nursingmidwiferyboard.gov.au/Accreditation/
Approved-programs-of-study.aspx 

Registration requirements 
To register as an enrolled nurse with NMBA each 
applicant must meet the standards for registration  
as set out by the NMBA. These standards are available 
on the NMBA website. nursingmidwiferyboard.gov.au/
Registration-Standards.aspx

career
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What do I need to know?

Cost 
Government supported places now known as ‘smart and skilled’ costs: There  
are full fee paying places and government supported places, available. To find 
out more about the government supported places that are available throughout  
NSW check the ‘Smart and Skilled’ website. smartandskilled.nsw.gov.au 

NSW Health offer scholarship positions each year to study to be an enrolled 
nurse. Details can be found on the Nursing & Midwifery Office, NSW Health 
website. health.nsw.gov.au/nursing/scholarship/Pages/enrolled-nurse-
scholarships.aspx

Mode 
The course is offered in a variety of modes including face to face classroom  
and distance learning. This will vary depending on where you choose to study.

Clinical Placement 
The course requires a minimum of 400 clinical placement hours for clinical skills 
acquisition and registration. The RTO will place you at a facility to support this learning. 
To find out more about when and where you would complete clinical placement you 
would need to contact the RTO.  

What happens when you finish the course?
When you have completed all the required components of the course,  
you can apply to the NMBA for registration to practice as an enrolled nurse.  
The application process can be found on the NMBA website.  
nursingmidwiferyboard.gov.au 

Where can I work?
Enrolled nurses work in a wide range of clinical specialties and environments. 
Enrolled nurses are employed in a variety of healthcare settings including 
hospitals, aged care services, General Practitioner (medical) clinics and in the 
private health sector.
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Please remember 
that prior to 
enrolling into a 
course it is highly 
recommended that 
you visit the 
Nursing and 
Midwifery Board  
of Australia (NMBA) 
website and check 
the list of Board-
approved programs.

Become an enrolled nurse and see the difference you make, everyday.

Further Information
Nursing & Midwifery  
Office, NSW Health 
health.nsw.gov.au/nursing

Nursing Midwifery  
Board Australia (NMBA) 
nursingmidwiferyboard.gov.au 

Smart and Skilled 
smartandskilled.nsw.gov.au 

NSW Aboriginal Nursing  
and Midwifery Strategy 
Email: MOH-AboriginalNursing@
health.nsw.gov.au 

TAFE NSW 
www.tafensw.edu.au

NSW Health RTO – Liverpool 
swslhd.health.nsw.gov.au/cewd

NSW Health RTO – Rozelle 
slhd.nsw.gov.au/cewd

myfuture 
myfuture.edu.au

For more information on  
the types of employment 
opportunities available  
for Enrolled Nurses in  
the NSW public health 
system, you can go to  the 
employment section of the 
NSW Health website at:        
health.nsw.gov.au/jobs
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01 March 2022
Coronavirus (COVID-19) health alert

National Aged Care Mandatory Quality Indicator Program (QI
Program)

Find out more about the National Aged Care Mandatory Quality Indicator Program.
Learn what the quality indicators are and how the program works.

About the program
The National Aged Care Mandatory Quality Indicator Program (QI Program) started on 1 July 2019.

The program collects quality indicator data from residential aged care services every 3 months. Over time,
this data will provide an evidence base that can be used to improve the quality of services provided to
care recipients.

The Australian Institute of Health and Welfare (AIHW) publish quarterly quality indicator data, de-
identified by provider, at a national, state and territory level on the GEN Aged Care Data website.

Why it is important
Quality indicators measure important aspects of quality of care that can affect a care recipient’s health
and wellbeing.

The program helps:

aged care service providers to measure, monitor, compare and improve the quality of their services

provide older people with more information about the quality of aged care services when making
choices about their care.

How the program works

Understanding the quality indicators

TAB 213707

https://www.health.gov.au/health-alerts/covid-19
https://www.health.gov.au/
https://www.gen-agedcaredata.gov.au/


From 1 July 2021, residential aged care providers are required to collect and report on 5 quality indicators
for each care recipient:

The first quarter of data for the new quality indicators is due in the 1 to 21 October 2021 reporting period.

To make sure the data is consistent, providers must report data in the same way according to the
requirements of the QI Program.

Read our manual so you understand how to collect and record quality indicator data according to
QI Program requirements.

This image hasn'tloaded yet. Close theprint dialog and tryagain.
National Aged Care Mandatory Quality Indicator Program Manual

This manual for government-subsidised residential aged care providers
covers: the aged care quality indicators, how to collect and submit your
data; a range of tools and resources to support continuous improvement;
information on how to access and use the QI Program tools in the My
Aged Care portal.
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Reporting quality indicator data
Approved providers of government-subsidised residential aged care services must submit quality
indicator data.

You must submit data for each residential aged care service, even if you’re part of a larger provider
group.

The following services are excluded and do not need to report data:

Flexible care including transition care

Short-Term Restorative Care Programme

Multi-Purpose Services Program

National Aboriginal and Torres Strait Islander Flexible Aged Care Program

Innovative Care Programme.

Submitting the data
Data recording templates have been developed to support providers to record data from 1 July 2021.
These templates automatically calculate and summarise data for each quality indicator for submission
through the My Aged Care provider portal.

A commercial benchmarking company can submit quality indicator data on your behalf. You’re
responsible for making sure they submit by the deadline as required by law.

Developing the program
As part of the 2019–20 Budget Measure More Choices for a Longer Life – Mandatory National Quality
Indicators and Reducing the Misuse of Medicines in Residential Aged Care, we have developed new
quality indicators relating to medication management and falls and major injury, as well as updated the
pressure injuries, physical restraint and unplanned weight loss quality indicators.

The process of developing the new quality indicators, and reviewing the existing quality indicators,
included:

an evidence-based literature review

national face-to-face and written consultations with the aged care sector

expert consultations

trial in residential aged care services.

The Development of Aged Care Quality Indicators - Summary Report, (June 2020), outlines the extensive
work undertaken to develop the new and updated quality indicators, to be included in the QI Program
from 1 July 2021.

Previous work undertaken to develop the quality indicators and the QI Program is outlined in the
following reports:

National Aged Care Quality Indicator Program - Consumer Experience and Quality of Life Pilot
Outcomes for Residential Care (March 2017)

National Aged Care Quality Indicator Program – Consumer Experience and Quality of Life Pilot
Outcomes for Home Care (March 2017)
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National Aged Care Quality Indicator Program - Residential Care Pilot Outcomes (March 2016)

Legislation
The Aged Care Legislation Amendment (Quality Indicator Program) Principles 2021 took effect on 1 July
2021.

This amendment updated the following principles under the Aged Care Act 1997 to expand the program: 

Accountability Principles 2014

Records Principles 2014

QI Program resources
QI Program poster

This poster is for government-subsidised residential aged care providers. The poster outlines the QI
Program quality indicators and is available for residential aged care providers to download, print and
display.

QI Program Manual 2.0 – Part A (Final version)

This manual is for government-subsidised residential aged care providers. Part A includes the definitions
of each quality indicator and describes how to collect and submit your quality indicator data. The manual
includes the updated physical restraint quality indicator, which aligns with new restrictive practice
legislation in the Aged Care Legislation Amendment (Royal Commission Response No. 1) Principles 2021.

QI Program Manual 2.0 – Part B

This manual is for government-subsidised residential aged care providers. Part B includes a range of tools
and resources to support continuous quality improvement for each of the QI Program quality indicators.

QI Program Manual 2.0 – Part C

This manual is a guide for government-subsidised residential aged care providers. Part C includes
information for approved providers to access and use the QI Application in the My Aged Care provider
portal as well as submit quality indicator data and access QI Program reports.

QI Program Data Recording Templates

These data recording templates are for government-subsidised residential aged care providers to record
QI Program data. These templates automatically calculate and summarise data for each quality indicator
for submission through the My Aged Care provider portal.

QI Program file upload template

This file upload template is for government-subsidised residential aged care providers to upload QI
Program data through the provider portal for multiple services at a time. This template can also be used
by a commercial benchmarking company to submit QI Program data on behalf of their clients.

Quick reference guides

These guides are for government-subsidised residential aged care providers. The quick reference guides
provide an overview of each of the five quality indicators and include examples of recording data.

QI Program interactive modules

These interactive modules are for government-subsidised residential aged care providers. The modules
will support providers of residential aged care to understand the requirements of the QI Program.
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Frequently Asked Questions

This document is for government-subsidised residential aged care providers. The document details a
range of frequently asked questions and answers to support residential aged care providers to
understand and meet the requirements of the QI Program.

QI Program webinar

This webinar is for government-subsidised residential aged care providers. The webinar recording details
the quality indicator definitions and collection and reporting requirements of the QI Program from
1 July 2021.

QI Program information sheets

These information sheets are for various aged care stakeholders. The information sheets provide an
overview of the QI Program and the quality indicators.

QI Program data elements summary

This summary provides a summary of data elements for each of the 5 QI Program quality indicators from
1 July 2021.

Contact

Last updated: 
27 September 2021

Tags: 

Aged care  Residential aged care

This image hasn'tloaded yet. Close theprint dialog and tryagain.
My Aged Care service provider and assessor helpline

This helpline is for government-subsidised aged care service providers and
assessors. It can help you with the provider and assessor portals and the
National Aged Care Mandatory Quality Indicator Program. Call from 8am to
8pm Monday to Friday or 10am to 2pm Saturday.

1800 836 799

View contact
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Pay Guide 

Manufacturing and Associated Industries and Occupations Award 

[MA000010] 

Published 1 December 2021 

Pay rates change from 1 July each year, the rates in this guide apply from the first full pay period on or after 01 July 2021. 

Information about the definition and operation of allowances, penalties and overtime can be found in the award and the Pay and Conditions Tool. 

The best way to get general pay and conditions advice is to register for My account on our website. Once you have registered you can ask questions 

and save replies, view tailored information relevant to you and save pages, pay rates and awards. 

TAB 223712

https://www.fairwork.gov.au/awards-and-agreements/awards/list-of-awards
https://calculate.fairwork.gov.au/
https://www.fairwork.gov.au/my-account/registerpage.aspx


Rates of pay 
Note: Trade qualified juniors must be paid the appropriate adult rate. 

General manufacturing (not Vehicle manufacturing) 

Adult - General Manufacturing - Full-time & part-time 

Table 1 of 5 

Classification Weekly pay 
rate 

Hourly pay 
rate 

Saturday 
(agreement 
to work 
ordinary 
hours) day 
worker 

Sunday 
(agreement 
to work 
ordinary 
hours) day 
worker 

Public 
holiday - day 
worker and 
non-
continuous 
shiftworker 

Less than 
10 hour 
break 
between 
shifts 

Less than 8 
hour break 
between 
shifts - 
change to 
shift 

C14 - Engineering/manufacturing 
employee - level I 

$772.60 $20.33 $30.50 $40.66 $50.83 $40.66 $40.66 

C13 - Engineering/manufacturing 
employee - level II 

$794.80 $20.92 $31.38 $41.84 $52.30 $41.84 $41.84 

C12 - Engineering/manufacturing 
employee - level III 

$825.20 $21.72 $32.58 $43.44 $54.30 $43.44 $43.44 

C11 - Engineering/manufacturing 
employee - level IV 

$853.60 $22.46 $33.69 $44.92 $56.15 $44.92 $44.92 

C11 - Laboratory tester $853.60 $22.46 $33.69 $44.92 $56.15 $44.92 $44.92 

C10 - Engineering/manufacturing 
tradesperson - level I 

$899.50 $23.67 $35.51 $47.34 $59.18 $47.34 $47.34 

C10 - Engineering/manufacturing 
systems employee - level V 

$899.50 $23.67 $35.51 $47.34 $59.18 $47.34 $47.34 

C9 - Engineering/manufacturing 
tradesperson - level II 

$927.70 $24.41 $36.62 $48.82 $61.03 $48.82 $48.82 

C9 - Engineering/laboratory 
technician - level I 

$927.70 $24.41 $36.62 $48.82 $61.03 $48.82 $48.82 

C8 - Engineering/manufacturing 
tradesperson -special class level I 

$955.90 $25.16 $37.74 $50.32 $62.90 $50.32 $50.32 

C8 - Engineering/laboratory 
technician - level II 

$955.90 $25.16 $37.74 $50.32 $62.90 $50.32 $50.32 

C7 - Engineering/manufacturing 
tradesperson - special class level II 

$981.50 $25.83 $38.75 $51.66 $64.58 $51.66 $51.66 
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Classification Weekly pay 
rate 

Hourly pay 
rate 

Saturday 
(agreement 
to work 
ordinary 
hours) day 
worker 

Sunday 
(agreement 
to work 
ordinary 
hours) day 
worker 

Public 
holiday - day 
worker and 
non-
continuous 
shiftworker 

Less than 
10 hour 
break 
between 
shifts 

Less than 8 
hour break 
between 
shifts - 
change to 
shift 

C7 - Engineering/laboratory 
technician - level III 

$981.50 $25.83 $38.75 $51.66 $64.58 $51.66 $51.66 

C6 - Engineering/laboratory 
technician - level IV 

$1,031.30 $27.14 $40.71 $54.28 $67.85 $54.28 $54.28 

C6 - Advanced engineering 
tradesperson - level I 

$1,031.30 $27.14 $40.71 $54.28 $67.85 $54.28 $54.28 

C5 - Engineering/laboratory 
technician - level V 

$1,052.40 $27.69 $41.54 $55.38 $69.23 $55.38 $55.38 

C5 - Advanced engineering 
tradesperson - level II 

$1,052.40 $27.69 $41.54 $55.38 $69.23 $55.38 $55.38 

C4 - Engineering 
associate/laboratory technical officer 
- level I 

$1,080.60 $28.44 $42.66 $56.88 $71.10 $56.88 $56.88 

C3 - Engineering 
associate/laboratory technical officer 
- level II 

$1,137.20 $29.93 $44.90 $59.86 $74.83 $59.86 $59.86 

C2(a) - Principal engineering 
supervisor/trainer/coordinator 

$1,165.60 $30.67 $46.01 $61.34 $76.68 $61.34 $61.34 

C2(a) - Leading technical officer $1,165.60 $30.67 $46.01 $61.34 $76.68 $61.34 $61.34 

C2(b) - Principal technical officer $1,216.50 $32.01 $48.02 $64.02 $80.03 $64.02 $64.02 

Advanced Certificate or National 
Diploma - 0 years of relevant work 
experience 

$810.35 $21.33 $32.00 $42.66 $53.33 $42.66 $42.66 

Advanced Certificate or National 
Diploma - 1 year of relevant work 
experience 

$894.54 $23.54 $35.31 $47.08 $58.85 $47.08 $47.08 

Advanced Certificate or National 
Diploma - 2 years of relevant work 
experience 

$1,010.30 $26.59 $39.89 $53.18 $66.48 $53.18 $53.18 

Advanced Certificate or National 
Diploma - 3 years of relevant work 
experience 

$1,052.40 $27.69 $41.54 $55.38 $69.23 $55.38 $55.38 
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Classification Weekly pay 
rate 

Hourly pay 
rate 

Saturday 
(agreement 
to work 
ordinary 
hours) day 
worker 

Sunday 
(agreement 
to work 
ordinary 
hours) day 
worker 

Public 
holiday - day 
worker and 
non-
continuous 
shiftworker 

Less than 
10 hour 
break 
between 
shifts 

Less than 8 
hour break 
between 
shifts - 
change to 
shift 

Associate Diploma or National 
Advanced Diploma - 0 years of 
relevant work experience 

$818.78 $21.55 $32.33 $43.10 $53.88 $43.10 $43.10 

Associate Diploma or National 
Advanced Diploma - 1 year of 
relevant work experience 

$898.39 $23.64 $35.46 $47.28 $59.10 $47.28 $47.28 

Associate Diploma or National 
Advanced Diploma - 2 years of 
relevant work experience 

$1,012.11 $26.63 $39.95 $53.26 $66.58 $53.26 $53.26 

Associate Diploma or National 
Advanced Diploma - 3 years of 
relevant work experience 

$1,057.60 $27.83 $41.75 $55.66 $69.58 $55.66 $55.66 

Associate Diploma or National 
Advanced Diploma - 4 years of 
relevant work experience 

$1,137.20 $29.93 $44.90 $59.86 $74.83 $59.86 $59.86 

Technical field - No qualification - 0 
years of relevant work experience 

$769.99 $20.26 $30.39 $40.52 $50.65 $40.52 $40.52 

Technical field - No qualification - 1 
year of relevant work experience 

$816.38 $21.48 $32.22 $42.96 $53.70 $42.96 $42.96 

Technical field - No qualification - 2 
years of relevant work experience 

$881.32 $23.19 $34.79 $46.38 $57.98 $46.38 $46.38 

Technical field - No qualification - 3 
years of relevant work experience 

$927.70 $24.41 $36.62 $48.82 $61.03 $48.82 $48.82 

Completed Diploma of Engineering - 
1st year after completion of 
apprenticeship 

$999.78 $26.31 $39.47 $52.62 $65.78 $52.62 $52.62 
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Table 2 of 5 

Classification Afternoon 
shift 

Night shift Afternoon or 
night shift - 
less than 5 
successive 
shifts (or 6 
shifts in a 6 
day 
workshop) - 
first 3 hours 

Afternoon or 
night shift - 
less than 5 
successive 
shifts (or 6 
shifts in a 6 
day 
workshop) - 
after 3 hours 

Night shift - 
non-rotating 

Saturday - 
shiftworker 

Sunday - 
shiftworker 

C14 - Engineering/manufacturing 
employee - level I 

$23.38 $23.38 $30.50 $40.66 $26.43 $30.50 $40.66 

C13 - Engineering/manufacturing 
employee - level II 

$24.06 $24.06 $31.38 $41.84 $27.20 $31.38 $41.84 

C12 - Engineering/manufacturing 
employee - level III 

$24.98 $24.98 $32.58 $43.44 $28.24 $32.58 $43.44 

C11 - Engineering/manufacturing 
employee - level IV 

$25.83 $25.83 $33.69 $44.92 $29.20 $33.69 $44.92 

C11 - Laboratory tester $25.83 $25.83 $33.69 $44.92 $29.20 $33.69 $44.92 

C10 - Engineering/manufacturing 
tradesperson - level I 

$27.22 $27.22 $35.51 $47.34 $30.77 $35.51 $47.34 

C10 - Engineering/manufacturing 
systems employee - level V 

$27.22 $27.22 $35.51 $47.34 $30.77 $35.51 $47.34 

C9 - Engineering/manufacturing 
tradesperson - level II 

$28.07 $28.07 $36.62 $48.82 $31.73 $36.62 $48.82 

C9 - Engineering/laboratory 
technician - level I 

$28.07 $28.07 $36.62 $48.82 $31.73 $36.62 $48.82 

C8 - Engineering/manufacturing 
tradesperson -special class level I 

$28.93 $28.93 $37.74 $50.32 $32.71 $37.74 $50.32 

C8 - Engineering/laboratory 
technician - level II 

$28.93 $28.93 $37.74 $50.32 $32.71 $37.74 $50.32 

C7 - Engineering/manufacturing 
tradesperson - special class level II 

$29.70 $29.70 $38.75 $51.66 $33.58 $38.75 $51.66 

C7 - Engineering/laboratory 
technician - level III 

$29.70 $29.70 $38.75 $51.66 $33.58 $38.75 $51.66 

C6 - Engineering/laboratory 
technician - level IV 

$31.21 $31.21 $40.71 $54.28 $35.28 $40.71 $54.28 
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Classification Afternoon 
shift 

Night shift Afternoon or 
night shift - 
less than 5 
successive 
shifts (or 6 
shifts in a 6 
day 
workshop) - 
first 3 hours 

Afternoon or 
night shift - 
less than 5 
successive 
shifts (or 6 
shifts in a 6 
day 
workshop) - 
after 3 hours 

Night shift - 
non-rotating 

Saturday - 
shiftworker 

Sunday - 
shiftworker 

C6 - Advanced engineering 
tradesperson - level I 

$31.21 $31.21 $40.71 $54.28 $35.28 $40.71 $54.28 

C5 - Engineering/laboratory 
technician - level V 

$31.84 $31.84 $41.54 $55.38 $36.00 $41.54 $55.38 

C5 - Advanced engineering 
tradesperson - level II 

$31.84 $31.84 $41.54 $55.38 $36.00 $41.54 $55.38 

C4 - Engineering 
associate/laboratory technical 
officer - level I 

$32.71 $32.71 $42.66 $56.88 $36.97 $42.66 $56.88 

C3 - Engineering 
associate/laboratory technical 
officer - level II 

$34.42 $34.42 $44.90 $59.86 $38.91 $44.90 $59.86 

C2(a) - Principal engineering 
supervisor/trainer/coordinator 

$35.27 $35.27 $46.01 $61.34 $39.87 $46.01 $61.34 

C2(a) - Leading technical officer $35.27 $35.27 $46.01 $61.34 $39.87 $46.01 $61.34 

C2(b) - Principal technical officer $36.81 $36.81 $48.02 $64.02 $41.61 $48.02 $64.02 

Advanced Certificate or National 
Diploma - 0 years of relevant work 
experience 

$24.53 $24.53 $32.00 $42.66 $27.73 $32.00 $42.66 

Advanced Certificate or National 
Diploma - 1 year of relevant work 
experience 

$27.07 $27.07 $35.31 $47.08 $30.60 $35.31 $47.08 

Advanced Certificate or National 
Diploma - 2 years of relevant work 
experience 

$30.58 $30.58 $39.89 $53.18 $34.57 $39.89 $53.18 

Advanced Certificate or National 
Diploma - 3 years of relevant work 
experience 

$31.84 $31.84 $41.54 $55.38 $36.00 $41.54 $55.38 
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Classification Afternoon 
shift 

Night shift Afternoon or 
night shift - 
less than 5 
successive 
shifts (or 6 
shifts in a 6 
day 
workshop) - 
first 3 hours 

Afternoon or 
night shift - 
less than 5 
successive 
shifts (or 6 
shifts in a 6 
day 
workshop) - 
after 3 hours 

Night shift - 
non-rotating 

Saturday - 
shiftworker 

Sunday - 
shiftworker 

Associate Diploma or National 
Advanced Diploma - 0 years of 
relevant work experience 

$24.78 $24.78 $32.33 $43.10 $28.02 $32.33 $43.10 

Associate Diploma or National 
Advanced Diploma - 1 year of 
relevant work experience 

$27.19 $27.19 $35.46 $47.28 $30.73 $35.46 $47.28 

Associate Diploma or National 
Advanced Diploma - 2 years of 
relevant work experience 

$30.62 $30.62 $39.95 $53.26 $34.62 $39.95 $53.26 

Associate Diploma or National 
Advanced Diploma - 3 years of 
relevant work experience 

$32.00 $32.00 $41.75 $55.66 $36.18 $41.75 $55.66 

Associate Diploma or National 
Advanced Diploma - 4 years of 
relevant work experience 

$34.42 $34.42 $44.90 $59.86 $38.91 $44.90 $59.86 

Technical field - No qualification - 0 
years of relevant work experience 

$23.30 $23.30 $30.39 $40.52 $26.34 $30.39 $40.52 

Technical field - No qualification - 1 
year of relevant work experience 

$24.70 $24.70 $32.22 $42.96 $27.92 $32.22 $42.96 

Technical field - No qualification - 2 
years of relevant work experience 

$26.67 $26.67 $34.79 $46.38 $30.15 $34.79 $46.38 

Technical field - No qualification - 3 
years of relevant work experience 

$28.07 $28.07 $36.62 $48.82 $31.73 $36.62 $48.82 

Completed Diploma of Engineering 
- 1st year after completion of 
apprenticeship 

$30.26 $30.26 $39.47 $52.62 $34.20 $39.47 $52.62 
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Table 3 of 5 

Classification Public 
holiday - 
non-
continuous 
shiftworker 

Public 
holiday - 
continuous 
shiftworker 

Shifts other 
than rostered 
shifts - non-
continuous 
shiftwork - 
first 3 hours 

Shifts other 
than rostered 
shifts - non-
continuous 
shiftwork - 
after 3 hours 

Shifts 
other than 
rostered 
shifts - 
continuous 
shiftwork 

Overtime - 
Monday to 
Friday - first 
3 hours 

Overtime - 
Monday to 
Friday - after 
3 hours 

C14 - Engineering/manufacturing 
employee - level I 

$50.83 $40.66 $30.50 $40.66 $40.66 $30.50 $40.66 

C13 - Engineering/manufacturing 
employee - level II 

$52.30 $41.84 $31.38 $41.84 $41.84 $31.38 $41.84 

C12 - Engineering/manufacturing 
employee - level III 

$54.30 $43.44 $32.58 $43.44 $43.44 $32.58 $43.44 

C11 - Engineering/manufacturing 
employee - level IV 

$56.15 $44.92 $33.69 $44.92 $44.92 $33.69 $44.92 

C11 - Laboratory tester $56.15 $44.92 $33.69 $44.92 $44.92 $33.69 $44.92 

C10 - Engineering/manufacturing 
tradesperson - level I 

$59.18 $47.34 $35.51 $47.34 $47.34 $35.51 $47.34 

C10 - Engineering/manufacturing 
systems employee - level V 

$59.18 $47.34 $35.51 $47.34 $47.34 $35.51 $47.34 

C9 - Engineering/manufacturing 
tradesperson - level II 

$61.03 $48.82 $36.62 $48.82 $48.82 $36.62 $48.82 

C9 - Engineering/laboratory 
technician - level I 

$61.03 $48.82 $36.62 $48.82 $48.82 $36.62 $48.82 

C8 - Engineering/manufacturing 
tradesperson -special class level 
I 

$62.90 $50.32 $37.74 $50.32 $50.32 $37.74 $50.32 

C8 - Engineering/laboratory 
technician - level II 

$62.90 $50.32 $37.74 $50.32 $50.32 $37.74 $50.32 

C7 - Engineering/manufacturing 
tradesperson - special class level 
II 

$64.58 $51.66 $38.75 $51.66 $51.66 $38.75 $51.66 

C7 - Engineering/laboratory 
technician - level III 

$64.58 $51.66 $38.75 $51.66 $51.66 $38.75 $51.66 

C6 - Engineering/laboratory 
technician - level IV 

$67.85 $54.28 $40.71 $54.28 $54.28 $40.71 $54.28 

C6 - Advanced engineering 
tradesperson - level I 

$67.85 $54.28 $40.71 $54.28 $54.28 $40.71 $54.28 
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Classification Public 
holiday - 
non-
continuous 
shiftworker 

Public 
holiday - 
continuous 
shiftworker 

Shifts other 
than rostered 
shifts - non-
continuous 
shiftwork - 
first 3 hours 

Shifts other 
than rostered 
shifts - non-
continuous 
shiftwork - 
after 3 hours 

Shifts 
other than 
rostered 
shifts - 
continuous 
shiftwork 

Overtime - 
Monday to 
Friday - first 
3 hours 

Overtime - 
Monday to 
Friday - after 
3 hours 

C5 - Engineering/laboratory 
technician - level V 

$69.23 $55.38 $41.54 $55.38 $55.38 $41.54 $55.38 

C5 - Advanced engineering 
tradesperson - level II 

$69.23 $55.38 $41.54 $55.38 $55.38 $41.54 $55.38 

C4 - Engineering 
associate/laboratory technical 
officer - level I 

$71.10 $56.88 $42.66 $56.88 $56.88 $42.66 $56.88 

C3 - Engineering 
associate/laboratory technical 
officer - level II 

$74.83 $59.86 $44.90 $59.86 $59.86 $44.90 $59.86 

C2(a) - Principal engineering 
supervisor/trainer/coordinator 

$76.68 $61.34 $46.01 $61.34 $61.34 $46.01 $61.34 

C2(a) - Leading technical officer $76.68 $61.34 $46.01 $61.34 $61.34 $46.01 $61.34 

C2(b) - Principal technical officer $80.03 $64.02 $48.02 $64.02 $64.02 $48.02 $64.02 

Advanced Certificate or National 
Diploma - 0 years of relevant 
work experience 

$53.33 $42.66 $32.00 $42.66 $42.66 $32.00 $42.66 

Advanced Certificate or National 
Diploma - 1 year of relevant work 
experience 

$58.85 $47.08 $35.31 $47.08 $47.08 $35.31 $47.08 

Advanced Certificate or National 
Diploma - 2 years of relevant 
work experience 

$66.48 $53.18 $39.89 $53.18 $53.18 $39.89 $53.18 

Advanced Certificate or National 
Diploma - 3 years of relevant 
work experience 

$69.23 $55.38 $41.54 $55.38 $55.38 $41.54 $55.38 

Associate Diploma or National 
Advanced Diploma - 0 years of 
relevant work experience 

$53.88 $43.10 $32.33 $43.10 $43.10 $32.33 $43.10 

Associate Diploma or National 
Advanced Diploma - 1 year of 
relevant work experience 

$59.10 $47.28 $35.46 $47.28 $47.28 $35.46 $47.28 
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Classification Public 
holiday - 
non-
continuous 
shiftworker 

Public 
holiday - 
continuous 
shiftworker 

Shifts other 
than rostered 
shifts - non-
continuous 
shiftwork - 
first 3 hours 

Shifts other 
than rostered 
shifts - non-
continuous 
shiftwork - 
after 3 hours 

Shifts 
other than 
rostered 
shifts - 
continuous 
shiftwork 

Overtime - 
Monday to 
Friday - first 
3 hours 

Overtime - 
Monday to 
Friday - after 
3 hours 

Associate Diploma or National 
Advanced Diploma - 2 years of 
relevant work experience 

$66.58 $53.26 $39.95 $53.26 $53.26 $39.95 $53.26 

Associate Diploma or National 
Advanced Diploma - 3 years of 
relevant work experience 

$69.58 $55.66 $41.75 $55.66 $55.66 $41.75 $55.66 

Associate Diploma or National 
Advanced Diploma - 4 years of 
relevant work experience 

$74.83 $59.86 $44.90 $59.86 $59.86 $44.90 $59.86 

Technical field - No qualification - 
0 years of relevant work 
experience 

$50.65 $40.52 $30.39 $40.52 $40.52 $30.39 $40.52 

Technical field - No qualification - 
1 year of relevant work 
experience 

$53.70 $42.96 $32.22 $42.96 $42.96 $32.22 $42.96 

Technical field - No qualification - 
2 years of relevant work 
experience 

$57.98 $46.38 $34.79 $46.38 $46.38 $34.79 $46.38 

Technical field - No qualification - 
3 years of relevant work 
experience 

$61.03 $48.82 $36.62 $48.82 $48.82 $36.62 $48.82 

Completed Diploma of 
Engineering - 1st year after 
completion of apprenticeship 

$65.78 $52.62 $39.47 $52.62 $52.62 $39.47 $52.62 
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Table 4 of 5 

Classification Overtime - 
Saturday - 
first 3 
hours - day 
worker 

Overtime - 
Saturday - 
after 3 hours 
- day worker 

Overtime 
- Sunday 

Overtime - 
continuous 
shiftworker 

Overtime - 
public 
holiday - 
continuous 
shiftworker 

Call 
back - 
first 3 
hours 

Call 
back - 
after 3 
hours 

Call back - 
continuous 
shiftworker 

C14 - Engineering/manufacturing 
employee - level I 

$30.50 $40.66 $40.66 $40.66 $40.66 $30.50 $40.66 $40.66 

C13 - Engineering/manufacturing 
employee - level II 

$31.38 $41.84 $41.84 $41.84 $41.84 $31.38 $41.84 $41.84 

C12 - Engineering/manufacturing 
employee - level III 

$32.58 $43.44 $43.44 $43.44 $43.44 $32.58 $43.44 $43.44 

C11 - Engineering/manufacturing 
employee - level IV 

$33.69 $44.92 $44.92 $44.92 $44.92 $33.69 $44.92 $44.92 

C11 - Laboratory tester $33.69 $44.92 $44.92 $44.92 $44.92 $33.69 $44.92 $44.92 

C10 - Engineering/manufacturing 
tradesperson - level I 

$35.51 $47.34 $47.34 $47.34 $47.34 $35.51 $47.34 $47.34 

C10 - Engineering/manufacturing 
systems employee - level V 

$35.51 $47.34 $47.34 $47.34 $47.34 $35.51 $47.34 $47.34 

C9 - Engineering/manufacturing 
tradesperson - level II 

$36.62 $48.82 $48.82 $48.82 $48.82 $36.62 $48.82 $48.82 

C9 - Engineering/laboratory 
technician - level I 

$36.62 $48.82 $48.82 $48.82 $48.82 $36.62 $48.82 $48.82 

C8 - Engineering/manufacturing 
tradesperson -special class level I 

$37.74 $50.32 $50.32 $50.32 $50.32 $37.74 $50.32 $50.32 

C8 - Engineering/laboratory 
technician - level II 

$37.74 $50.32 $50.32 $50.32 $50.32 $37.74 $50.32 $50.32 

C7 - Engineering/manufacturing 
tradesperson - special class level II 

$38.75 $51.66 $51.66 $51.66 $51.66 $38.75 $51.66 $51.66 

C7 - Engineering/laboratory 
technician - level III 

$38.75 $51.66 $51.66 $51.66 $51.66 $38.75 $51.66 $51.66 

C6 - Engineering/laboratory 
technician - level IV 

$40.71 $54.28 $54.28 $54.28 $54.28 $40.71 $54.28 $54.28 

C6 - Advanced engineering 
tradesperson - level I 

$40.71 $54.28 $54.28 $54.28 $54.28 $40.71 $54.28 $54.28 

C5 - Engineering/laboratory 
technician - level V 

$41.54 $55.38 $55.38 $55.38 $55.38 $41.54 $55.38 $55.38 
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Classification Overtime - 
Saturday - 
first 3 
hours - day 
worker 

Overtime - 
Saturday - 
after 3 hours 
- day worker 

Overtime 
- Sunday 

Overtime - 
continuous 
shiftworker 

Overtime - 
public 
holiday - 
continuous 
shiftworker 

Call 
back - 
first 3 
hours 

Call 
back - 
after 3 
hours 

Call back - 
continuous 
shiftworker 

C5 - Advanced engineering 
tradesperson - level II 

$41.54 $55.38 $55.38 $55.38 $55.38 $41.54 $55.38 $55.38 

C4 - Engineering 
associate/laboratory technical 
officer - level I 

$42.66 $56.88 $56.88 $56.88 $56.88 $42.66 $56.88 $56.88 

C3 - Engineering 
associate/laboratory technical 
officer - level II 

$44.90 $59.86 $59.86 $59.86 $59.86 $44.90 $59.86 $59.86 

C2(a) - Principal engineering 
supervisor/trainer/coordinator 

$46.01 $61.34 $61.34 $61.34 $61.34 $46.01 $61.34 $61.34 

C2(a) - Leading technical officer $46.01 $61.34 $61.34 $61.34 $61.34 $46.01 $61.34 $61.34 

C2(b) - Principal technical officer $48.02 $64.02 $64.02 $64.02 $64.02 $48.02 $64.02 $64.02 

Advanced Certificate or National 
Diploma - 0 years of relevant work 
experience 

$32.00 $42.66 $42.66 $42.66 $42.66 $32.00 $42.66 $42.66 

Advanced Certificate or National 
Diploma - 1 year of relevant work 
experience 

$35.31 $47.08 $47.08 $47.08 $47.08 $35.31 $47.08 $47.08 

Advanced Certificate or National 
Diploma - 2 years of relevant work 
experience 

$39.89 $53.18 $53.18 $53.18 $53.18 $39.89 $53.18 $53.18 

Advanced Certificate or National 
Diploma - 3 years of relevant work 
experience 

$41.54 $55.38 $55.38 $55.38 $55.38 $41.54 $55.38 $55.38 

Associate Diploma or National 
Advanced Diploma - 0 years of 
relevant work experience 

$32.33 $43.10 $43.10 $43.10 $43.10 $32.33 $43.10 $43.10 

Associate Diploma or National 
Advanced Diploma - 1 year of 
relevant work experience 

$35.46 $47.28 $47.28 $47.28 $47.28 $35.46 $47.28 $47.28 

Associate Diploma or National 
Advanced Diploma - 2 years of 
relevant work experience 

$39.95 $53.26 $53.26 $53.26 $53.26 $39.95 $53.26 $53.26 
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Classification Overtime - 
Saturday - 
first 3 
hours - day 
worker 

Overtime - 
Saturday - 
after 3 hours 
- day worker 

Overtime 
- Sunday 

Overtime - 
continuous 
shiftworker 

Overtime - 
public 
holiday - 
continuous 
shiftworker 

Call 
back - 
first 3 
hours 

Call 
back - 
after 3 
hours 

Call back - 
continuous 
shiftworker 

Associate Diploma or National 
Advanced Diploma - 3 years of 
relevant work experience 

$41.75 $55.66 $55.66 $55.66 $55.66 $41.75 $55.66 $55.66 

Associate Diploma or National 
Advanced Diploma - 4 years of 
relevant work experience 

$44.90 $59.86 $59.86 $59.86 $59.86 $44.90 $59.86 $59.86 

Technical field - No qualification - 0 
years of relevant work experience 

$30.39 $40.52 $40.52 $40.52 $40.52 $30.39 $40.52 $40.52 

Technical field - No qualification - 1 
year of relevant work experience 

$32.22 $42.96 $42.96 $42.96 $42.96 $32.22 $42.96 $42.96 

Technical field - No qualification - 2 
years of relevant work experience 

$34.79 $46.38 $46.38 $46.38 $46.38 $34.79 $46.38 $46.38 

Technical field - No qualification - 3 
years of relevant work experience 

$36.62 $48.82 $48.82 $48.82 $48.82 $36.62 $48.82 $48.82 

Completed Diploma of Engineering 
- 1st year after completion of 
apprenticeship 

$39.47 $52.62 $52.62 $52.62 $52.62 $39.47 $52.62 $52.62 

Table 5 of 5 

Classification Rostered 
day off - 
unrelieved 
shiftworker 

Ship trials 
at wharf - 
technical 
field 

Ship trials 
in harbour 
or at sea - 
technical 
field 

Working 
through 
a meal 
break - 
Other 

Working 
through a 
meal break 
- Saturday 
or Sunday 

Working through 
a meal break - 
employee entitled 
to 15% loading 
(afternoon and 
night shift) 

Working through 
a meal break - 
employee 
entitled to 30% 
loading (night 
shift only) 

C14 - Engineering/manufacturing 
employee - level I 

$40.66 $25.41 $30.50 $30.50 $40.66 $33.54 $36.59 

C13 - Engineering/manufacturing 
employee - level II 

$41.84 $26.15 $31.38 $31.38 $41.84 $34.52 $37.66 

C12 - Engineering/manufacturing 
employee - level III 

$43.44 $27.15 $32.58 $32.58 $43.44 $35.84 $39.10 

C11 - Engineering/manufacturing 
employee - level IV 

$44.92 $28.08 $33.69 $33.69 $44.92 $37.06 $40.43 
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Classification Rostered 
day off - 
unrelieved 
shiftworker 

Ship trials 
at wharf - 
technical 
field 

Ship trials 
in harbour 
or at sea - 
technical 
field 

Working 
through 
a meal 
break - 
Other 

Working 
through a 
meal break 
- Saturday 
or Sunday 

Working through 
a meal break - 
employee entitled 
to 15% loading 
(afternoon and 
night shift) 

Working through 
a meal break - 
employee 
entitled to 30% 
loading (night 
shift only) 

C11 - Laboratory tester $44.92 $28.08 $33.69 $33.69 $44.92 $37.06 $40.43 

C10 - Engineering/manufacturing 
tradesperson - level I 

$47.34 $29.59 $35.51 $35.51 $47.34 $39.06 $42.61 

C10 - Engineering/manufacturing 
systems employee - level V 

$47.34 $29.59 $35.51 $35.51 $47.34 $39.06 $42.61 

C9 - Engineering/manufacturing 
tradesperson - level II 

$48.82 $30.51 $36.62 $36.62 $48.82 $40.28 $43.94 

C9 - Engineering/laboratory 
technician - level I 

$48.82 $30.51 $36.62 $36.62 $48.82 $40.28 $43.94 

C8 - Engineering/manufacturing 
tradesperson -special class level I 

$50.32 $31.45 $37.74 $37.74 $50.32 $41.51 $45.29 

C8 - Engineering/laboratory 
technician - level II 

$50.32 $31.45 $37.74 $37.74 $50.32 $41.51 $45.29 

C7 - Engineering/manufacturing 
tradesperson - special class level II 

$51.66 $32.29 $38.75 $38.75 $51.66 $42.62 $46.49 

C7 - Engineering/laboratory 
technician - level III 

$51.66 $32.29 $38.75 $38.75 $51.66 $42.62 $46.49 

C6 - Engineering/laboratory 
technician - level IV 

$54.28 $33.93 $40.71 $40.71 $54.28 $44.78 $48.85 

C6 - Advanced engineering 
tradesperson - level I 

$54.28 $33.93 $40.71 $40.71 $54.28 $44.78 $48.85 

C5 - Engineering/laboratory 
technician - level V 

$55.38 $34.61 $41.54 $41.54 $55.38 $45.69 $49.84 

C5 - Advanced engineering 
tradesperson - level II 

$55.38 $34.61 $41.54 $41.54 $55.38 $45.69 $49.84 

C4 - Engineering 
associate/laboratory technical 
officer - level I 

$56.88 $35.55 $42.66 $42.66 $56.88 $46.93 $51.19 

C3 - Engineering 
associate/laboratory technical 
officer - level II 

$59.86 $37.41 $44.90 $44.90 $59.86 $49.38 $53.87 
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Classification Rostered 
day off - 
unrelieved 
shiftworker 

Ship trials 
at wharf - 
technical 
field 

Ship trials 
in harbour 
or at sea - 
technical 
field 

Working 
through 
a meal 
break - 
Other 

Working 
through a 
meal break 
- Saturday 
or Sunday 

Working through 
a meal break - 
employee entitled 
to 15% loading 
(afternoon and 
night shift) 

Working through 
a meal break - 
employee 
entitled to 30% 
loading (night 
shift only) 

C2(a) - Principal engineering 
supervisor/trainer/coordinator 

$61.34 $38.34 $46.01 $46.01 $61.34 $50.61 $55.21 

C2(a) - Leading technical officer $61.34 $38.34 $46.01 $46.01 $61.34 $50.61 $55.21 

C2(b) - Principal technical officer $64.02 $40.01 $48.02 $48.02 $64.02 $52.82 $57.62 

Advanced Certificate or National 
Diploma - 0 years of relevant work 
experience 

$42.66 $26.66 $32.00 $32.00 $42.66 $35.19 $38.39 

Advanced Certificate or National 
Diploma - 1 year of relevant work 
experience 

$47.08 $29.43 $35.31 $35.31 $47.08 $38.84 $42.37 

Advanced Certificate or National 
Diploma - 2 years of relevant work 
experience 

$53.18 $33.24 $39.89 $39.89 $53.18 $43.87 $47.86 

Advanced Certificate or National 
Diploma - 3 years of relevant work 
experience 

$55.38 $34.61 $41.54 $41.54 $55.38 $45.69 $49.84 

Associate Diploma or National 
Advanced Diploma - 0 years of 
relevant work experience 

$43.10 $26.94 $32.33 $32.33 $43.10 $35.56 $38.79 

Associate Diploma or National 
Advanced Diploma - 1 year of 
relevant work experience 

$47.28 $29.55 $35.46 $35.46 $47.28 $39.01 $42.55 

Associate Diploma or National 
Advanced Diploma - 2 years of 
relevant work experience 

$53.26 $33.29 $39.95 $39.95 $53.26 $43.94 $47.93 

Associate Diploma or National 
Advanced Diploma - 3 years of 
relevant work experience 

$55.66 $34.79 $41.75 $41.75 $55.66 $45.92 $50.09 

Associate Diploma or National 
Advanced Diploma - 4 years of 
relevant work experience 

$59.86 $37.41 $44.90 $44.90 $59.86 $49.38 $53.87 
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Classification Rostered 
day off - 
unrelieved 
shiftworker 

Ship trials 
at wharf - 
technical 
field 

Ship trials 
in harbour 
or at sea - 
technical 
field 

Working 
through 
a meal 
break - 
Other 

Working 
through a 
meal break 
- Saturday 
or Sunday 

Working through 
a meal break - 
employee entitled 
to 15% loading 
(afternoon and 
night shift) 

Working through 
a meal break - 
employee 
entitled to 30% 
loading (night 
shift only) 

Technical field - No qualification - 0 
years of relevant work experience 

$40.52 $25.33 $30.39 $30.39 $40.52 $33.43 $36.47 

Technical field - No qualification - 1 
year of relevant work experience 

$42.96 $26.85 $32.22 $32.22 $42.96 $35.44 $38.66 

Technical field - No qualification - 2 
years of relevant work experience 

$46.38 $28.99 $34.79 $34.79 $46.38 $38.26 $41.74 

Technical field - No qualification - 3 
years of relevant work experience 

$48.82 $30.51 $36.62 $36.62 $48.82 $40.28 $43.94 

Completed Diploma of Engineering 
- 1st year after completion of 
apprenticeship 

$52.62 $32.89 $39.47 $39.47 $52.62 $43.41 $47.36 

Adult - General manufacturing - Supervisor/Trainer/Coordinator - Full-time & part-time 

Classification Hourly base rate 

Supervisor/trainer/coordinator - level I 122% of the minimum hourly wage paid to the highest technically qualified employee 
supervised or trained, or $24.69, whichever is higher 

Supervisor/trainer/coordinator - level II 115% of the minimum hourly wage paid to the highest technically qualified employee 
supervised or trained, or $26.77, whichever is higher 

Supervisor/trainer/coordinator - technical 107% of the minimum hourly wage applicable to the employee's technical classification 
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Adult - General Manufacturing - Casual 

Table 1 of 5 

Classification Hourly pay 
rate 

Saturday 
(agreement 
to work 
ordinary 
hours) day 
worker 

Sunday 
(agreement 
to work 
ordinary 
hours) day 
worker 

Public 
holiday - 
day worker 
and non-
continuous 
shiftworker 

Afternoon 
shift 

Night 
shift 

Afternoon or 
night shift - less 
than 5 
successive shifts 
(or 6 shifts in a 6 
day workshop) - 
first 3 hours 

C14 - Engineering/manufacturing 
employee - level I 

$25.41 $38.12 $50.82 $63.53 $29.22 $29.22 $38.12 

C13 - Engineering/manufacturing 
employee - level II 

$26.15 $39.23 $52.30 $65.38 $30.07 $30.07 $39.23 

C12 - Engineering/manufacturing 
employee - level III 

$27.15 $40.73 $54.30 $67.88 $31.22 $31.22 $40.73 

C11 - Engineering/manufacturing 
employee - level IV 

$28.08 $42.12 $56.16 $70.20 $32.29 $32.29 $42.12 

C11 - Laboratory tester $28.08 $42.12 $56.16 $70.20 $32.29 $32.29 $42.12 

C10 - Engineering/manufacturing 
tradesperson - level I 

$29.59 $44.39 $59.18 $73.98 $34.03 $34.03 $44.39 

C10 - Engineering/manufacturing 
systems employee - level V 

$29.59 $44.39 $59.18 $73.98 $34.03 $34.03 $44.39 

C9 - Engineering/manufacturing 
tradesperson - level II 

$30.51 $45.77 $61.02 $76.28 $35.09 $35.09 $45.77 

C9 - Engineering/laboratory 
technician - level I 

$30.51 $45.77 $61.02 $76.28 $35.09 $35.09 $45.77 

C8 - Engineering/manufacturing 
tradesperson -special class level I 

$31.45 $47.18 $62.90 $78.63 $36.17 $36.17 $47.18 

C8 - Engineering/laboratory 
technician - level II 

$31.45 $47.18 $62.90 $78.63 $36.17 $36.17 $47.18 

C7 - Engineering/manufacturing 
tradesperson - special class level II 

$32.29 $48.44 $64.58 $80.73 $37.13 $37.13 $48.44 

C7 - Engineering/laboratory 
technician - level III 

$32.29 $48.44 $64.58 $80.73 $37.13 $37.13 $48.44 

C6 - Engineering/laboratory 
technician - level IV 

$33.93 $50.90 $67.86 $84.83 $39.02 $39.02 $50.90 
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Classification Hourly pay 
rate 

Saturday 
(agreement 
to work 
ordinary 
hours) day 
worker 

Sunday 
(agreement 
to work 
ordinary 
hours) day 
worker 

Public 
holiday - 
day worker 
and non-
continuous 
shiftworker 

Afternoon 
shift 

Night 
shift 

Afternoon or 
night shift - less 
than 5 
successive shifts 
(or 6 shifts in a 6 
day workshop) - 
first 3 hours 

C6 - Advanced engineering 
tradesperson - level I 

$33.93 $50.90 $67.86 $84.83 $39.02 $39.02 $50.90 

C5 - Engineering/laboratory 
technician - level V 

$34.61 $51.92 $69.22 $86.53 $39.80 $39.80 $51.92 

C5 - Advanced engineering 
tradesperson - level II 

$34.61 $51.92 $69.22 $86.53 $39.80 $39.80 $51.92 

C4 - Engineering 
associate/laboratory technical officer 
- level I 

$35.55 $53.33 $71.10 $88.88 $40.88 $40.88 $53.33 

C3 - Engineering 
associate/laboratory technical officer 
- level II 

$37.41 $56.12 $74.82 $93.53 $43.02 $43.02 $56.12 

C2(a) - Principal engineering 
supervisor/trainer/coordinator 

$38.34 $57.51 $76.68 $95.85 $44.09 $44.09 $57.51 

C2(a) - Leading technical officer $38.34 $57.51 $76.68 $95.85 $44.09 $44.09 $57.51 

C2(b) - Principal technical officer $40.01 $60.02 $80.02 $100.03 $46.01 $46.01 $60.02 

Advanced Certificate or National 
Diploma - 0 years of relevant work 
experience 

$26.66 $39.99 $53.32 $66.65 $30.66 $30.66 $39.99 

Advanced Certificate or National 
Diploma - 1 year of relevant work 
experience 

$29.43 $44.15 $58.86 $73.58 $33.84 $33.84 $44.15 

Advanced Certificate or National 
Diploma - 2 years of relevant work 
experience 

$33.24 $49.86 $66.48 $83.10 $38.23 $38.23 $49.86 

Advanced Certificate or National 
Diploma - 3 years of relevant work 
experience 

$34.61 $51.92 $69.22 $86.53 $39.80 $39.80 $51.92 

Associate Diploma or National 
Advanced Diploma - 0 years of 
relevant work experience 

$26.94 $40.41 $53.88 $67.35 $30.98 $30.98 $40.41 
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Classification Hourly pay 
rate 

Saturday 
(agreement 
to work 
ordinary 
hours) day 
worker 

Sunday 
(agreement 
to work 
ordinary 
hours) day 
worker 

Public 
holiday - 
day worker 
and non-
continuous 
shiftworker 

Afternoon 
shift 

Night 
shift 

Afternoon or 
night shift - less 
than 5 
successive shifts 
(or 6 shifts in a 6 
day workshop) - 
first 3 hours 

Associate Diploma or National 
Advanced Diploma - 1 year of 
relevant work experience 

$29.55 $44.33 $59.10 $73.88 $33.98 $33.98 $44.33 

Associate Diploma or National 
Advanced Diploma - 2 years of 
relevant work experience 

$33.29 $49.94 $66.58 $83.23 $38.28 $38.28 $49.94 

Associate Diploma or National 
Advanced Diploma - 3 years of 
relevant work experience 

$34.79 $52.19 $69.58 $86.98 $40.01 $40.01 $52.19 

Associate Diploma or National 
Advanced Diploma - 4 years of 
relevant work experience 

$37.41 $56.12 $74.82 $93.53 $43.02 $43.02 $56.12 

Technical field - No qualification - 0 
years of relevant work experience 

$25.33 $38.00 $50.66 $63.33 $29.13 $29.13 $38.00 

Technical field - No qualification - 1 
year of relevant work experience 

$26.85 $40.28 $53.70 $67.13 $30.88 $30.88 $40.28 

Technical field - No qualification - 2 
years of relevant work experience 

$28.99 $43.49 $57.98 $72.48 $33.34 $33.34 $43.49 

Technical field - No qualification - 3 
years of relevant work experience 

$30.51 $45.77 $61.02 $76.28 $35.09 $35.09 $45.77 

Completed Diploma of Engineering - 
1st year after completion of 
apprenticeship 

$32.89 $49.34 $65.78 $82.23 $37.82 $37.82 $49.34 
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Table 2 of 5 

Classification Afternoon or 
night shift - 
less than 5 
successive 
shifts (or 6 
shifts in a 6 
day workshop) 
- after 3 hours 

Night shift 
- non-
rotating 

Saturday - 
shiftworker 

Sunday - 
shiftworker 

Public 
holiday - 
non-
continuous 
shiftworker 

Public 
holiday - 
continuous 
shiftworker 

Shifts other 
than 
rostered 
shifts - non-
continuous 
shiftwork - 
first 3 hours 

C14 - Engineering/manufacturing 
employee - level I 

$50.82 $33.03 $38.12 $50.82 $63.53 $50.82 $38.12 

C13 - Engineering/manufacturing 
employee - level II 

$52.30 $34.00 $39.23 $52.30 $65.38 $52.30 $39.23 

C12 - Engineering/manufacturing 
employee - level III 

$54.30 $35.30 $40.73 $54.30 $67.88 $54.30 $40.73 

C11 - Engineering/manufacturing 
employee - level IV 

$56.16 $36.50 $42.12 $56.16 $70.20 $56.16 $42.12 

C11 - Laboratory tester $56.16 $36.50 $42.12 $56.16 $70.20 $56.16 $42.12 

C10 - Engineering/manufacturing 
tradesperson - level I 

$59.18 $38.47 $44.39 $59.18 $73.98 $59.18 $44.39 

C10 - Engineering/manufacturing 
systems employee - level V 

$59.18 $38.47 $44.39 $59.18 $73.98 $59.18 $44.39 

C9 - Engineering/manufacturing 
tradesperson - level II 

$61.02 $39.66 $45.77 $61.02 $76.28 $61.02 $45.77 

C9 - Engineering/laboratory 
technician - level I 

$61.02 $39.66 $45.77 $61.02 $76.28 $61.02 $45.77 

C8 - Engineering/manufacturing 
tradesperson -special class level I 

$62.90 $40.89 $47.18 $62.90 $78.63 $62.90 $47.18 

C8 - Engineering/laboratory 
technician - level II 

$62.90 $40.89 $47.18 $62.90 $78.63 $62.90 $47.18 

C7 - Engineering/manufacturing 
tradesperson - special class level II 

$64.58 $41.98 $48.44 $64.58 $80.73 $64.58 $48.44 

C7 - Engineering/laboratory 
technician - level III 

$64.58 $41.98 $48.44 $64.58 $80.73 $64.58 $48.44 

C6 - Engineering/laboratory 
technician - level IV 

$67.86 $44.11 $50.90 $67.86 $84.83 $67.86 $50.90 

C6 - Advanced engineering 
tradesperson - level I 

$67.86 $44.11 $50.90 $67.86 $84.83 $67.86 $50.90 
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Classification Afternoon or 
night shift - 
less than 5 
successive 
shifts (or 6 
shifts in a 6 
day workshop) 
- after 3 hours 

Night shift 
- non-
rotating 

Saturday - 
shiftworker 

Sunday - 
shiftworker 

Public 
holiday - 
non-
continuous 
shiftworker 

Public 
holiday - 
continuous 
shiftworker 

Shifts other 
than 
rostered 
shifts - non-
continuous 
shiftwork - 
first 3 hours 

C5 - Engineering/laboratory 
technician - level V 

$69.22 $44.99 $51.92 $69.22 $86.53 $69.22 $51.92 

C5 - Advanced engineering 
tradesperson - level II 

$69.22 $44.99 $51.92 $69.22 $86.53 $69.22 $51.92 

C4 - Engineering 
associate/laboratory technical officer 
- level I 

$71.10 $46.22 $53.33 $71.10 $88.88 $71.10 $53.33 

C3 - Engineering 
associate/laboratory technical officer 
- level II 

$74.82 $48.63 $56.12 $74.82 $93.53 $74.82 $56.12 

C2(a) - Principal engineering 
supervisor/trainer/coordinator 

$76.68 $49.84 $57.51 $76.68 $95.85 $76.68 $57.51 

C2(a) - Leading technical officer $76.68 $49.84 $57.51 $76.68 $95.85 $76.68 $57.51 

C2(b) - Principal technical officer $80.02 $52.01 $60.02 $80.02 $100.03 $80.02 $60.02 

Advanced Certificate or National 
Diploma - 0 years of relevant work 
experience 

$53.32 $34.66 $39.99 $53.32 $66.65 $53.32 $39.99 

Advanced Certificate or National 
Diploma - 1 year of relevant work 
experience 

$58.86 $38.26 $44.15 $58.86 $73.58 $58.86 $44.15 

Advanced Certificate or National 
Diploma - 2 years of relevant work 
experience 

$66.48 $43.21 $49.86 $66.48 $83.10 $66.48 $49.86 

Advanced Certificate or National 
Diploma - 3 years of relevant work 
experience 

$69.22 $44.99 $51.92 $69.22 $86.53 $69.22 $51.92 

Associate Diploma or National 
Advanced Diploma - 0 years of 
relevant work experience 

$53.88 $35.02 $40.41 $53.88 $67.35 $53.88 $40.41 
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Classification Afternoon or 
night shift - 
less than 5 
successive 
shifts (or 6 
shifts in a 6 
day workshop) 
- after 3 hours 

Night shift 
- non-
rotating 

Saturday - 
shiftworker 

Sunday - 
shiftworker 

Public 
holiday - 
non-
continuous 
shiftworker 

Public 
holiday - 
continuous 
shiftworker 

Shifts other 
than 
rostered 
shifts - non-
continuous 
shiftwork - 
first 3 hours 

Associate Diploma or National 
Advanced Diploma - 1 year of 
relevant work experience 

$59.10 $38.42 $44.33 $59.10 $73.88 $59.10 $44.33 

Associate Diploma or National 
Advanced Diploma - 2 years of 
relevant work experience 

$66.58 $43.28 $49.94 $66.58 $83.23 $66.58 $49.94 

Associate Diploma or National 
Advanced Diploma - 3 years of 
relevant work experience 

$69.58 $45.23 $52.19 $69.58 $86.98 $69.58 $52.19 

Associate Diploma or National 
Advanced Diploma - 4 years of 
relevant work experience 

$74.82 $48.63 $56.12 $74.82 $93.53 $74.82 $56.12 

Technical field - No qualification - 0 
years of relevant work experience 

$50.66 $32.93 $38.00 $50.66 $63.33 $50.66 $38.00 

Technical field - No qualification - 1 
year of relevant work experience 

$53.70 $34.91 $40.28 $53.70 $67.13 $53.70 $40.28 

Technical field - No qualification - 2 
years of relevant work experience 

$57.98 $37.69 $43.49 $57.98 $72.48 $57.98 $43.49 

Technical field - No qualification - 3 
years of relevant work experience 

$61.02 $39.66 $45.77 $61.02 $76.28 $61.02 $45.77 

Completed Diploma of Engineering - 
1st year after completion of 
apprenticeship 

$65.78 $42.76 $49.34 $65.78 $82.23 $65.78 $49.34 
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Table 3 of 5 

Classification Shifts other 
than rostered 
shifts - non-
continuous 
shiftwork - 
after 3 hours 

Shifts other 
than rostered 
shifts - 
continuous 
shiftwork 

Overtime - 
Monday to 
Friday - 
first 3 
hours 

Overtime - 
Monday to 
Friday - after 
3 hours 

Overtime - 
Saturday - 
first 3 hours 
- day worker 

Overtime - 
Saturday - 
after 3 
hours - day 
worker 

Overtime - 
Sunday 

C14 - Engineering/manufacturing 
employee - level I 

$50.82 $50.82 $38.12 $50.82 $38.12 $50.82 $50.82 

C13 - Engineering/manufacturing 
employee - level II 

$52.30 $52.30 $39.23 $52.30 $39.23 $52.30 $52.30 

C12 - Engineering/manufacturing 
employee - level III 

$54.30 $54.30 $40.73 $54.30 $40.73 $54.30 $54.30 

C11 - Engineering/manufacturing 
employee - level IV 

$56.16 $56.16 $42.12 $56.16 $42.12 $56.16 $56.16 

C11 - Laboratory tester $56.16 $56.16 $42.12 $56.16 $42.12 $56.16 $56.16 

C10 - Engineering/manufacturing 
tradesperson - level I 

$59.18 $59.18 $44.39 $59.18 $44.39 $59.18 $59.18 

C10 - Engineering/manufacturing 
systems employee - level V 

$59.18 $59.18 $44.39 $59.18 $44.39 $59.18 $59.18 

C9 - Engineering/manufacturing 
tradesperson - level II 

$61.02 $61.02 $45.77 $61.02 $45.77 $61.02 $61.02 

C9 - Engineering/laboratory technician 
- level I 

$61.02 $61.02 $45.77 $61.02 $45.77 $61.02 $61.02 

C8 - Engineering/manufacturing 
tradesperson -special class level I 

$62.90 $62.90 $47.18 $62.90 $47.18 $62.90 $62.90 

C8 - Engineering/laboratory technician 
- level II 

$62.90 $62.90 $47.18 $62.90 $47.18 $62.90 $62.90 

C7 - Engineering/manufacturing 
tradesperson - special class level II 

$64.58 $64.58 $48.44 $64.58 $48.44 $64.58 $64.58 

C7 - Engineering/laboratory technician 
- level III 

$64.58 $64.58 $48.44 $64.58 $48.44 $64.58 $64.58 

C6 - Engineering/laboratory technician 
- level IV 

$67.86 $67.86 $50.90 $67.86 $50.90 $67.86 $67.86 

C6 - Advanced engineering 
tradesperson - level I 

$67.86 $67.86 $50.90 $67.86 $50.90 $67.86 $67.86 

C5 - Engineering/laboratory technician 
- level V 

$69.22 $69.22 $51.92 $69.22 $51.92 $69.22 $69.22 
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Classification Shifts other 
than rostered 
shifts - non-
continuous 
shiftwork - 
after 3 hours 

Shifts other 
than rostered 
shifts - 
continuous 
shiftwork 

Overtime - 
Monday to 
Friday - 
first 3 
hours 

Overtime - 
Monday to 
Friday - after 
3 hours 

Overtime - 
Saturday - 
first 3 hours 
- day worker 

Overtime - 
Saturday - 
after 3 
hours - day 
worker 

Overtime - 
Sunday 

C5 - Advanced engineering 
tradesperson - level II 

$69.22 $69.22 $51.92 $69.22 $51.92 $69.22 $69.22 

C4 - Engineering associate/laboratory 
technical officer - level I 

$71.10 $71.10 $53.33 $71.10 $53.33 $71.10 $71.10 

C3 - Engineering associate/laboratory 
technical officer - level II 

$74.82 $74.82 $56.12 $74.82 $56.12 $74.82 $74.82 

C2(a) - Principal engineering 
supervisor/trainer/coordinator 

$76.68 $76.68 $57.51 $76.68 $57.51 $76.68 $76.68 

C2(a) - Leading technical officer $76.68 $76.68 $57.51 $76.68 $57.51 $76.68 $76.68 

C2(b) - Principal technical officer $80.02 $80.02 $60.02 $80.02 $60.02 $80.02 $80.02 

Advanced Certificate or National 
Diploma - 0 years of relevant work 
experience 

$53.32 $53.32 $39.99 $53.32 $39.99 $53.32 $53.32 

Advanced Certificate or National 
Diploma - 1 year of relevant work 
experience 

$58.86 $58.86 $44.15 $58.86 $44.15 $58.86 $58.86 

Advanced Certificate or National 
Diploma - 2 years of relevant work 
experience 

$66.48 $66.48 $49.86 $66.48 $49.86 $66.48 $66.48 

Advanced Certificate or National 
Diploma - 3 years of relevant work 
experience 

$69.22 $69.22 $51.92 $69.22 $51.92 $69.22 $69.22 

Associate Diploma or National 
Advanced Diploma - 0 years of 
relevant work experience 

$53.88 $53.88 $40.41 $53.88 $40.41 $53.88 $53.88 

Associate Diploma or National 
Advanced Diploma - 1 year of relevant 
work experience 

$59.10 $59.10 $44.33 $59.10 $44.33 $59.10 $59.10 

Associate Diploma or National 
Advanced Diploma - 2 years of 
relevant work experience 

$66.58 $66.58 $49.94 $66.58 $49.94 $66.58 $66.58 
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Classification Shifts other 
than rostered 
shifts - non-
continuous 
shiftwork - 
after 3 hours 

Shifts other 
than rostered 
shifts - 
continuous 
shiftwork 

Overtime - 
Monday to 
Friday - 
first 3 
hours 

Overtime - 
Monday to 
Friday - after 
3 hours 

Overtime - 
Saturday - 
first 3 hours 
- day worker 

Overtime - 
Saturday - 
after 3 
hours - day 
worker 

Overtime - 
Sunday 

Associate Diploma or National 
Advanced Diploma - 3 years of 
relevant work experience 

$69.58 $69.58 $52.19 $69.58 $52.19 $69.58 $69.58 

Associate Diploma or National 
Advanced Diploma - 4 years of 
relevant work experience 

$74.82 $74.82 $56.12 $74.82 $56.12 $74.82 $74.82 

Technical field - No qualification - 0 
years of relevant work experience 

$50.66 $50.66 $38.00 $50.66 $38.00 $50.66 $50.66 

Technical field - No qualification - 1 
year of relevant work experience 

$53.70 $53.70 $40.28 $53.70 $40.28 $53.70 $53.70 

Technical field - No qualification - 2 
years of relevant work experience 

$57.98 $57.98 $43.49 $57.98 $43.49 $57.98 $57.98 

Technical field - No qualification - 3 
years of relevant work experience 

$61.02 $61.02 $45.77 $61.02 $45.77 $61.02 $61.02 

Completed Diploma of Engineering - 
1st year after completion of 
apprenticeship 

$65.78 $65.78 $49.34 $65.78 $49.34 $65.78 $65.78 

Table 4 of 5 

Classification Overtime - 
continuous 
shiftworker 

Overtime - 
public holiday 
- continuous 
shiftworker 

Call back - 
first 3 hours 

Call back - 
after 3 hours 

Call back - 
continuous 
shiftworker 

Rostered day 
off - 
unrelieved 
shiftworker 

C14 - Engineering/manufacturing 
employee - level I 

$50.82 $50.82 $38.12 $50.82 $50.82 $50.82 

C13 - Engineering/manufacturing 
employee - level II 

$52.30 $52.30 $39.23 $52.30 $52.30 $52.30 

C12 - Engineering/manufacturing 
employee - level III 

$54.30 $54.30 $40.73 $54.30 $54.30 $54.30 

C11 - Engineering/manufacturing 
employee - level IV 

$56.16 $56.16 $42.12 $56.16 $56.16 $56.16 

C11 - Laboratory tester $56.16 $56.16 $42.12 $56.16 $56.16 $56.16 
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Classification Overtime - 
continuous 
shiftworker 

Overtime - 
public holiday 
- continuous 
shiftworker 

Call back - 
first 3 hours 

Call back - 
after 3 hours 

Call back - 
continuous 
shiftworker 

Rostered day 
off - 
unrelieved 
shiftworker 

C10 - Engineering/manufacturing 
tradesperson - level I 

$59.18 $59.18 $44.39 $59.18 $59.18 $59.18 

C10 - Engineering/manufacturing 
systems employee - level V 

$59.18 $59.18 $44.39 $59.18 $59.18 $59.18 

C9 - Engineering/manufacturing 
tradesperson - level II 

$61.02 $61.02 $45.77 $61.02 $61.02 $61.02 

C9 - Engineering/laboratory 
technician - level I 

$61.02 $61.02 $45.77 $61.02 $61.02 $61.02 

C8 - Engineering/manufacturing 
tradesperson -special class level I 

$62.90 $62.90 $47.18 $62.90 $62.90 $62.90 

C8 - Engineering/laboratory 
technician - level II 

$62.90 $62.90 $47.18 $62.90 $62.90 $62.90 

C7 - Engineering/manufacturing 
tradesperson - special class level II 

$64.58 $64.58 $48.44 $64.58 $64.58 $64.58 

C7 - Engineering/laboratory 
technician - level III 

$64.58 $64.58 $48.44 $64.58 $64.58 $64.58 

C6 - Engineering/laboratory 
technician - level IV 

$67.86 $67.86 $50.90 $67.86 $67.86 $67.86 

C6 - Advanced engineering 
tradesperson - level I 

$67.86 $67.86 $50.90 $67.86 $67.86 $67.86 

C5 - Engineering/laboratory 
technician - level V 

$69.22 $69.22 $51.92 $69.22 $69.22 $69.22 

C5 - Advanced engineering 
tradesperson - level II 

$69.22 $69.22 $51.92 $69.22 $69.22 $69.22 

C4 - Engineering 
associate/laboratory technical officer 
- level I 

$71.10 $71.10 $53.33 $71.10 $71.10 $71.10 

C3 - Engineering 
associate/laboratory technical officer 
- level II 

$74.82 $74.82 $56.12 $74.82 $74.82 $74.82 

C2(a) - Principal engineering 
supervisor/trainer/coordinator 

$76.68 $76.68 $57.51 $76.68 $76.68 $76.68 

C2(a) - Leading technical officer $76.68 $76.68 $57.51 $76.68 $76.68 $76.68 

C2(b) - Principal technical officer $80.02 $80.02 $60.02 $80.02 $80.02 $80.02 
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Classification Overtime - 
continuous 
shiftworker 

Overtime - 
public holiday 
- continuous 
shiftworker 

Call back - 
first 3 hours 

Call back - 
after 3 hours 

Call back - 
continuous 
shiftworker 

Rostered day 
off - 
unrelieved 
shiftworker 

Advanced Certificate or National 
Diploma - 0 years of relevant work 
experience 

$53.32 $53.32 $39.99 $53.32 $53.32 $53.32 

Advanced Certificate or National 
Diploma - 1 year of relevant work 
experience 

$58.86 $58.86 $44.15 $58.86 $58.86 $58.86 

Advanced Certificate or National 
Diploma - 2 years of relevant work 
experience 

$66.48 $66.48 $49.86 $66.48 $66.48 $66.48 

Advanced Certificate or National 
Diploma - 3 years of relevant work 
experience 

$69.22 $69.22 $51.92 $69.22 $69.22 $69.22 

Associate Diploma or National 
Advanced Diploma - 0 years of 
relevant work experience 

$53.88 $53.88 $40.41 $53.88 $53.88 $53.88 

Associate Diploma or National 
Advanced Diploma - 1 year of 
relevant work experience 

$59.10 $59.10 $44.33 $59.10 $59.10 $59.10 

Associate Diploma or National 
Advanced Diploma - 2 years of 
relevant work experience 

$66.58 $66.58 $49.94 $66.58 $66.58 $66.58 

Associate Diploma or National 
Advanced Diploma - 3 years of 
relevant work experience 

$69.58 $69.58 $52.19 $69.58 $69.58 $69.58 

Associate Diploma or National 
Advanced Diploma - 4 years of 
relevant work experience 

$74.82 $74.82 $56.12 $74.82 $74.82 $74.82 

Technical field - No qualification - 0 
years of relevant work experience 

$50.66 $50.66 $38.00 $50.66 $50.66 $50.66 

Technical field - No qualification - 1 
year of relevant work experience 

$53.70 $53.70 $40.28 $53.70 $53.70 $53.70 

Technical field - No qualification - 2 
years of relevant work experience 

$57.98 $57.98 $43.49 $57.98 $57.98 $57.98 
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Classification Overtime - 
continuous 
shiftworker 

Overtime - 
public holiday 
- continuous 
shiftworker 

Call back - 
first 3 hours 

Call back - 
after 3 hours 

Call back - 
continuous 
shiftworker 

Rostered day 
off - 
unrelieved 
shiftworker 

Technical field - No qualification - 3 
years of relevant work experience 

$61.02 $61.02 $45.77 $61.02 $61.02 $61.02 

Completed Diploma of Engineering - 
1st year after completion of 
apprenticeship 

$65.78 $65.78 $49.34 $65.78 $65.78 $65.78 

Table 5 of 5 

Classification Ship trials at 
wharf - 
technical 
field 

Ship trials in 
harbour or at 
sea - technical 
field 

Working 
through a meal 
break - Other 

Working 
through a 
meal break - 
Saturday or 
Sunday 

Working through 
a meal break - 
employee 
entitled to 15% 
loading 
(afternoon and 
night shift) 

Working 
through a meal 
break - 
employee 
entitled to 30% 
loading (night 
shift only) 

C14 - Engineering/manufacturing 
employee - level I 

$31.76 $38.12 $38.12 $50.82 $41.93 $45.74 

C13 - Engineering/manufacturing 
employee - level II 

$32.69 $39.23 $39.23 $52.30 $43.15 $47.07 

C12 - Engineering/manufacturing 
employee - level III 

$33.94 $40.73 $40.73 $54.30 $44.80 $48.87 

C11 - Engineering/manufacturing 
employee - level IV 

$35.10 $42.12 $42.12 $56.16 $46.33 $50.54 

C11 - Laboratory tester $35.10 $42.12 $42.12 $56.16 $46.33 $50.54 

C10 - Engineering/manufacturing 
tradesperson - level I 

$36.99 $44.39 $44.39 $59.18 $48.82 $53.26 

C10 - Engineering/manufacturing 
systems employee - level V 

$36.99 $44.39 $44.39 $59.18 $48.82 $53.26 

C9 - Engineering/manufacturing 
tradesperson - level II 

$38.14 $45.77 $45.77 $61.02 $50.34 $54.92 

C9 - Engineering/laboratory 
technician - level I 

$38.14 $45.77 $45.77 $61.02 $50.34 $54.92 

C8 - Engineering/manufacturing 
tradesperson -special class level I 

$39.31 $47.18 $47.18 $62.90 $51.89 $56.61 
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Classification Ship trials at 
wharf - 
technical 
field 

Ship trials in 
harbour or at 
sea - technical 
field 

Working 
through a meal 
break - Other 

Working 
through a 
meal break - 
Saturday or 
Sunday 

Working through 
a meal break - 
employee 
entitled to 15% 
loading 
(afternoon and 
night shift) 

Working 
through a meal 
break - 
employee 
entitled to 30% 
loading (night 
shift only) 

C8 - Engineering/laboratory 
technician - level II 

$39.31 $47.18 $47.18 $62.90 $51.89 $56.61 

C7 - Engineering/manufacturing 
tradesperson - special class level II 

$40.36 $48.44 $48.44 $64.58 $53.28 $58.12 

C7 - Engineering/laboratory 
technician - level III 

$40.36 $48.44 $48.44 $64.58 $53.28 $58.12 

C6 - Engineering/laboratory 
technician - level IV 

$42.41 $50.90 $50.90 $67.86 $55.98 $61.07 

C6 - Advanced engineering 
tradesperson - level I 

$42.41 $50.90 $50.90 $67.86 $55.98 $61.07 

C5 - Engineering/laboratory 
technician - level V 

$43.26 $51.92 $51.92 $69.22 $57.11 $62.30 

C5 - Advanced engineering 
tradesperson - level II 

$43.26 $51.92 $51.92 $69.22 $57.11 $62.30 

C4 - Engineering 
associate/laboratory technical 
officer - level I 

$44.44 $53.33 $53.33 $71.10 $58.66 $63.99 

C3 - Engineering 
associate/laboratory technical 
officer - level II 

$46.76 $56.12 $56.12 $74.82 $61.73 $67.34 

C2(a) - Principal engineering 
supervisor/trainer/coordinator 

$47.93 $57.51 $57.51 $76.68 $63.26 $69.01 

C2(a) - Leading technical officer $47.93 $57.51 $57.51 $76.68 $63.26 $69.01 

C2(b) - Principal technical officer $50.01 $60.02 $60.02 $80.02 $66.02 $72.02 

Advanced Certificate or National 
Diploma - 0 years of relevant work 
experience 

$33.33 $39.99 $39.99 $53.32 $43.99 $47.99 

Advanced Certificate or National 
Diploma - 1 year of relevant work 
experience 

$36.79 $44.15 $44.15 $58.86 $48.56 $52.97 
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Classification Ship trials at 
wharf - 
technical 
field 

Ship trials in 
harbour or at 
sea - technical 
field 

Working 
through a meal 
break - Other 

Working 
through a 
meal break - 
Saturday or 
Sunday 

Working through 
a meal break - 
employee 
entitled to 15% 
loading 
(afternoon and 
night shift) 

Working 
through a meal 
break - 
employee 
entitled to 30% 
loading (night 
shift only) 

Advanced Certificate or National 
Diploma - 2 years of relevant work 
experience 

$41.55 $49.86 $49.86 $66.48 $54.85 $59.83 

Advanced Certificate or National 
Diploma - 3 years of relevant work 
experience 

$43.26 $51.92 $51.92 $69.22 $57.11 $62.30 

Associate Diploma or National 
Advanced Diploma - 0 years of 
relevant work experience 

$33.68 $40.41 $40.41 $53.88 $44.45 $48.49 

Associate Diploma or National 
Advanced Diploma - 1 year of 
relevant work experience 

$36.94 $44.33 $44.33 $59.10 $48.76 $53.19 

Associate Diploma or National 
Advanced Diploma - 2 years of 
relevant work experience 

$41.61 $49.94 $49.94 $66.58 $54.93 $59.92 

Associate Diploma or National 
Advanced Diploma - 3 years of 
relevant work experience 

$43.49 $52.19 $52.19 $69.58 $57.40 $62.62 

Associate Diploma or National 
Advanced Diploma - 4 years of 
relevant work experience 

$46.76 $56.12 $56.12 $74.82 $61.73 $67.34 

Technical field - No qualification - 0 
years of relevant work experience 

$31.66 $38.00 $38.00 $50.66 $41.79 $45.59 

Technical field - No qualification - 1 
year of relevant work experience 

$33.56 $40.28 $40.28 $53.70 $44.30 $48.33 

Technical field - No qualification - 2 
years of relevant work experience 

$36.24 $43.49 $43.49 $57.98 $47.83 $52.18 

Technical field - No qualification - 3 
years of relevant work experience 

$38.14 $45.77 $45.77 $61.02 $50.34 $54.92 
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Classification Ship trials at 
wharf - 
technical 
field 

Ship trials in 
harbour or at 
sea - technical 
field 

Working 
through a meal 
break - Other 

Working 
through a 
meal break - 
Saturday or 
Sunday 

Working through 
a meal break - 
employee 
entitled to 15% 
loading 
(afternoon and 
night shift) 

Working 
through a meal 
break - 
employee 
entitled to 30% 
loading (night 
shift only) 

Completed Diploma of Engineering 
- 1st year after completion of 
apprenticeship 

$41.11 $49.34 $49.34 $65.78 $54.27 $59.20 

Adult - General manufacturing - Supervisor/Trainer/Coordinator - Casual 
Classification Hourly base rate 

Supervisor/trainer/coordinator - level I 122% of the minimum hourly wage paid to the highest technically qualified employee 
supervised or trained, plus 25% casual loading, or $30.86, whichever is higher 

Supervisor/trainer/coordinator - level II 115% of the minimum hourly wage paid to the highest technically qualified employee 
supervised or trained, plus 25% casual loading, or $33.46, whichever is higher 

Supervisor/trainer/coordinator - technical 107% of the minimum hourly wage applicable to the employee's technical classification (plus 
25% casual loading) 
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Junior - General manufacturing - Full-time & part-time 
Table 1 of 5 

Classification Hourly pay 
rate 

Saturday 
(agreement to 
work ordinary 
hours) day 
worker 

Sunday 
(agreement to 
work ordinary 
hours) day 
worker 

Public holiday - 
day worker and 
non-continuous 
shiftworker 

Less than 10 
hour break 
between shifts 

Less than 8 
hour break 
between shifts - 
change to shift 

Under 16 years - not in a foundry $7.70 $11.55 $15.40 $19.25 $15.40 $15.40 

Under 16 years - in a foundry $7.70 $11.55 $15.40 $19.25 $15.40 $15.40 

16 years - not in a foundry $9.90 $14.85 $19.80 $24.75 $19.80 $19.80 

16 years - in a foundry $9.90 $14.85 $19.80 $24.75 $19.80 $19.80 

17 years - not in a foundry $12.09 $18.14 $24.18 $30.23 $24.18 $24.18 

17 years - in a foundry $14.29 $21.44 $28.58 $35.73 $28.58 $28.58 

18 years - not in a foundry $14.29 $21.44 $28.58 $35.73 $28.58 $28.58 

18 years - in a foundry $17.36 $26.04 $34.72 $43.40 $34.72 $34.72 

19 years - not in a foundry $17.26 $25.89 $34.52 $43.15 $34.52 $34.52 

19 years - in a foundry $20.67 $31.01 $41.34 $51.68 $41.34 $41.34 

20 years - not in a foundry $20.44 $30.66 $40.88 $51.10 $40.88 $40.88 

Table 2 of 5 

Classification Afternoon 
shift 

Night 
shift 

Afternoon or night 
shift - less than 5 
successive shifts 
(or 6 shifts in a 6 
day workshop) - 
first 3 hours 

Afternoon or night 
shift - less than 5 
successive shifts 
(or 6 shifts in a 6 
day workshop) - 
after 3 hours 

Night shift 
- non-
rotating 

Saturday - 
shiftworker 

Sunday - 
shiftworker 

Under 16 years - not in a foundry $8.86 $8.86 $11.55 $15.40 $10.01 $11.55 $15.40 

Under 16 years - in a foundry $8.86 $8.86 $11.55 $15.40 $10.01 $11.55 $15.40 

16 years - not in a foundry $11.39 $11.39 $14.85 $19.80 $12.87 $14.85 $19.80 

16 years - in a foundry $11.39 $11.39 $14.85 $19.80 $12.87 $14.85 $19.80 

17 years - not in a foundry $13.90 $13.90 $18.14 $24.18 $15.72 $18.14 $24.18 

17 years - in a foundry $16.43 $16.43 $21.44 $28.58 $18.58 $21.44 $28.58 

18 years - not in a foundry $16.43 $16.43 $21.44 $28.58 $18.58 $21.44 $28.58 

18 years - in a foundry $19.96 $19.96 $26.04 $34.72 $22.57 $26.04 $34.72 

19 years - not in a foundry $19.85 $19.85 $25.89 $34.52 $22.44 $25.89 $34.52 

19 years - in a foundry $23.77 $23.77 $31.01 $41.34 $26.87 $31.01 $41.34 

20 years - not in a foundry $23.51 $23.51 $30.66 $40.88 $26.57 $30.66 $40.88 
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Table 3 of 5 

Classification Public 
holiday - 
non-
continuous 
shiftworker 

Public 
holiday - 
continuous 
shiftworker 

Shifts other 
than rostered 
shifts - non-
continuous 
shiftwork - 
first 3 hours 

Shifts other 
than rostered 
shifts - non-
continuous 
shiftwork - 
after 3 hours 

Shifts other 
than rostered 
shifts - 
continuous 
shiftwork 

Overtime - 
Monday to 
Friday - first 
3 hours 

Overtime - 
Monday to 
Friday - 
after 3 
hours 

Under 16 years - not in a foundry $19.25 $15.40 $11.55 $15.40 $15.40 $11.55 $15.40 

Under 16 years - in a foundry $19.25 $15.40 $11.55 $15.40 $15.40 $11.55 $15.40 

16 years - not in a foundry $24.75 $19.80 $14.85 $19.80 $19.80 $14.85 $19.80 

16 years - in a foundry $24.75 $19.80 $14.85 $19.80 $19.80 $14.85 $19.80 

17 years - not in a foundry $30.23 $24.18 $18.14 $24.18 $24.18 $18.14 $24.18 

17 years - in a foundry $35.73 $28.58 $21.44 $28.58 $28.58 $21.44 $28.58 

18 years - not in a foundry $35.73 $28.58 $21.44 $28.58 $28.58 $21.44 $28.58 

18 years - in a foundry $43.40 $34.72 $26.04 $34.72 $34.72 $26.04 $34.72 

19 years - not in a foundry $43.15 $34.52 $25.89 $34.52 $34.52 $25.89 $34.52 

19 years - in a foundry $51.68 $41.34 $31.01 $41.34 $41.34 $31.01 $41.34 

20 years - not in a foundry $51.10 $40.88 $30.66 $40.88 $40.88 $30.66 $40.88 

Table 4 of 5 

Classification Overtime - 
Saturday - 
first 3 hours 
- day worker 

Overtime - 
Saturday - 
after 3 hours 
- day worker 

Overtime - 
Sunday 

Overtime - 
continuous 
shiftworker 

Overtime - 
public holiday 
- continuous 
shiftworker 

Call back - 
first 3 hours 

Call back - 
after 3 
hours 

Under 16 years - not in a foundry $11.55 $15.40 $15.40 $15.40 $15.40 $11.55 $15.40 

Under 16 years - in a foundry $11.55 $15.40 $15.40 $15.40 $15.40 $11.55 $15.40 

16 years - not in a foundry $14.85 $19.80 $19.80 $19.80 $19.80 $14.85 $19.80 

16 years - in a foundry $14.85 $19.80 $19.80 $19.80 $19.80 $14.85 $19.80 

17 years - not in a foundry $18.14 $24.18 $24.18 $24.18 $24.18 $18.14 $24.18 

17 years - in a foundry $21.44 $28.58 $28.58 $28.58 $28.58 $21.44 $28.58 

18 years - not in a foundry $21.44 $28.58 $28.58 $28.58 $28.58 $21.44 $28.58 

18 years - in a foundry $26.04 $34.72 $34.72 $34.72 $34.72 $26.04 $34.72 

19 years - not in a foundry $25.89 $34.52 $34.52 $34.52 $34.52 $25.89 $34.52 

19 years - in a foundry $31.01 $41.34 $41.34 $41.34 $41.34 $31.01 $41.34 

20 years - not in a foundry $30.66 $40.88 $40.88 $40.88 $40.88 $30.66 $40.88 
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Table 5 of 5 

Classification Call back - 
continuous 
shiftworker 

Rostered 
day off - 
unrelieved 
shiftworker 

Ship trials 
at wharf - 
technical 
field 

Ship trials 
in harbour 
or at sea - 
technical 
field 

Working 
through 
a meal 
break - 
Other 

Working 
through 
a meal 
break - 
Saturday 
or 
Sunday 

Working 
through a 
meal break - 
employee 
entitled to 
15% loading 
(afternoon 
and night 
shift) 

Working 
through a 
meal break 
- employee 
entitled to 
30% 
loading 
(night shift 
only) 

Under 16 years - not in a foundry $15.40 $15.40 $9.63 $11.55 $11.55 $15.40 $12.71 $13.86 

Under 16 years - in a foundry $15.40 $15.40 $9.63 $11.55 $11.55 $15.40 $12.71 $13.86 

16 years - not in a foundry $19.80 $19.80 $12.38 $14.85 $14.85 $19.80 $16.34 $17.82 

16 years - in a foundry $19.80 $19.80 $12.38 $14.85 $14.85 $19.80 $16.34 $17.82 

17 years - not in a foundry $24.18 $24.18 $15.11 $18.14 $18.14 $24.18 $19.95 $21.76 

17 years - in a foundry $28.58 $28.58 $17.86 $21.44 $21.44 $28.58 $23.58 $25.72 

18 years - not in a foundry $28.58 $28.58 $17.86 $21.44 $21.44 $28.58 $23.58 $25.72 

18 years - in a foundry $34.72 $34.72 $21.70 $26.04 $26.04 $34.72 $28.64 $31.25 

19 years - not in a foundry $34.52 $34.52 $21.58 $25.89 $25.89 $34.52 $28.48 $31.07 

19 years - in a foundry $41.34 $41.34 $25.84 $31.01 $31.01 $41.34 $34.11 $37.21 

20 years - not in a foundry $40.88 $40.88 $25.55 $30.66 $30.66 $40.88 $33.73 $36.79 
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Junior - General manufacturing - Casual 
Table 1 of 5 

Classification Hourly pay 
rate 

Saturday 
(agreement 
to work 
ordinary 
hours) day 
worker 

Sunday 
(agreement 
to work 
ordinary 
hours) day 
worker 

Public 
holiday - day 
worker and 
non-
continuous 
shiftworker 

Afternoon 
shift 

Night 
shift 

Afternoon or night 
shift - less than 5 
successive shifts 
(or 6 shifts in a 6 
day workshop) - 
first 3 hours 

Under 16 years - not in a foundry $9.63 $14.45 $19.26 $24.08 $11.07 $11.07 $14.45 

Under 16 years - in a foundry $9.63 $14.45 $19.26 $24.08 $11.07 $11.07 $14.45 

16 years - not in a foundry $12.38 $18.57 $24.76 $30.95 $14.24 $14.24 $18.57 

16 years - in a foundry $12.38 $18.57 $24.76 $30.95 $14.24 $14.24 $18.57 

17 years - not in a foundry $15.11 $22.67 $30.22 $37.78 $17.38 $17.38 $22.67 

17 years - in a foundry $17.86 $26.79 $35.72 $44.65 $20.54 $20.54 $26.79 

18 years - not in a foundry $17.86 $26.79 $35.72 $44.65 $20.54 $20.54 $26.79 

18 years - in a foundry $21.70 $32.55 $43.40 $54.25 $24.96 $24.96 $32.55 

19 years - not in a foundry $21.58 $32.37 $43.16 $53.95 $24.82 $24.82 $32.37 

19 years - in a foundry $25.84 $38.76 $51.68 $64.60 $29.72 $29.72 $38.76 

20 years - not in a foundry $25.55 $38.33 $51.10 $63.88 $29.38 $29.38 $38.33 

Table 2 of 5 

Classification Afternoon or night 
shift - less than 5 
successive shifts 
(or 6 shifts in a 6 
day workshop) - 
after 3 hours 

Night 
shift - 
non-
rotating 

Saturday - 
shiftworker 

Sunday - 
shiftworker 

Public 
holiday - 
non-
continuous 
shiftworker 

Public 
holiday - 
continuous 
shiftworker 

Shifts other 
than rostered 
shifts - non-
continuous 
shiftwork - first 
3 hours 

Under 16 years - not in a foundry $19.26 $12.52 $14.45 $19.26 $24.08 $19.26 $14.45 

Under 16 years - in a foundry $19.26 $12.52 $14.45 $19.26 $24.08 $19.26 $14.45 

16 years - not in a foundry $24.76 $16.09 $18.57 $24.76 $30.95 $24.76 $18.57 

16 years - in a foundry $24.76 $16.09 $18.57 $24.76 $30.95 $24.76 $18.57 

17 years - not in a foundry $30.22 $19.64 $22.67 $30.22 $37.78 $30.22 $22.67 

17 years - in a foundry $35.72 $23.22 $26.79 $35.72 $44.65 $35.72 $26.79 

18 years - not in a foundry $35.72 $23.22 $26.79 $35.72 $44.65 $35.72 $26.79 

18 years - in a foundry $43.40 $28.21 $32.55 $43.40 $54.25 $43.40 $32.55 

19 years - not in a foundry $43.16 $28.05 $32.37 $43.16 $53.95 $43.16 $32.37 

19 years - in a foundry $51.68 $33.59 $38.76 $51.68 $64.60 $51.68 $38.76 
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Classification Afternoon or night 
shift - less than 5 
successive shifts 
(or 6 shifts in a 6 
day workshop) - 
after 3 hours 

Night 
shift - 
non-
rotating 

Saturday - 
shiftworker 

Sunday - 
shiftworker 

Public 
holiday - 
non-
continuous 
shiftworker 

Public 
holiday - 
continuous 
shiftworker 

Shifts other 
than rostered 
shifts - non-
continuous 
shiftwork - first 
3 hours 

20 years - not in a foundry $51.10 $33.22 $38.33 $51.10 $63.88 $51.10 $38.33 

Table 3 of 5 

Classification Shifts other 
than rostered 
shifts - non-
continuous 
shiftwork - after 
3 hours 

Shifts other 
than rostered 
shifts - 
continuous 
shiftwork 

Overtime - 
Monday to 
Friday - first 3 
hours 

Overtime - 
Monday to 
Friday - after 3 
hours 

Overtime - 
Saturday - first 
3 hours - day 
worker 

Overtime - 
Saturday - after 
3 hours - day 
worker 

Under 16 years - not in a foundry $19.26 $19.26 $14.45 $19.26 $14.45 $19.26 

Under 16 years - in a foundry $19.26 $19.26 $14.45 $19.26 $14.45 $19.26 

16 years - not in a foundry $24.76 $24.76 $18.57 $24.76 $18.57 $24.76 

16 years - in a foundry $24.76 $24.76 $18.57 $24.76 $18.57 $24.76 

17 years - not in a foundry $30.22 $30.22 $22.67 $30.22 $22.67 $30.22 

17 years - in a foundry $35.72 $35.72 $26.79 $35.72 $26.79 $35.72 

18 years - not in a foundry $35.72 $35.72 $26.79 $35.72 $26.79 $35.72 

18 years - in a foundry $43.40 $43.40 $32.55 $43.40 $32.55 $43.40 

19 years - not in a foundry $43.16 $43.16 $32.37 $43.16 $32.37 $43.16 

19 years - in a foundry $51.68 $51.68 $38.76 $51.68 $38.76 $51.68 

20 years - not in a foundry $51.10 $51.10 $38.33 $51.10 $38.33 $51.10 

Table 4 of 5 

Classification Overtime - 
Sunday 

Overtime - 
continuous 
shiftworker 

Overtime - 
public holiday 
- continuous 
shiftworker 

Call back - 
first 3 hours 

Call back - 
after 3 hours 

Call back - 
continuous 
shiftworker 

Rostered day 
off - 
unrelieved 
shiftworker 

Under 16 years - not in a foundry $19.26 $19.26 $19.26 $14.45 $19.26 $19.26 $19.26 

Under 16 years - in a foundry $19.26 $19.26 $19.26 $14.45 $19.26 $19.26 $19.26 

16 years - not in a foundry $24.76 $24.76 $24.76 $18.57 $24.76 $24.76 $24.76 

16 years - in a foundry $24.76 $24.76 $24.76 $18.57 $24.76 $24.76 $24.76 

17 years - not in a foundry $30.22 $30.22 $30.22 $22.67 $30.22 $30.22 $30.22 

17 years - in a foundry $35.72 $35.72 $35.72 $26.79 $35.72 $35.72 $35.72 
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Classification Overtime - 
Sunday 

Overtime - 
continuous 
shiftworker 

Overtime - 
public holiday 
- continuous 
shiftworker 

Call back - 
first 3 hours 

Call back - 
after 3 hours 

Call back - 
continuous 
shiftworker 

Rostered day 
off - 
unrelieved 
shiftworker 

18 years - not in a foundry $35.72 $35.72 $35.72 $26.79 $35.72 $35.72 $35.72 

18 years - in a foundry $43.40 $43.40 $43.40 $32.55 $43.40 $43.40 $43.40 

19 years - not in a foundry $43.16 $43.16 $43.16 $32.37 $43.16 $43.16 $43.16 

19 years - in a foundry $51.68 $51.68 $51.68 $38.76 $51.68 $51.68 $51.68 

20 years - not in a foundry $51.10 $51.10 $51.10 $38.33 $51.10 $51.10 $51.10 

Table 5 of 5 

Classification Ship trials 
at wharf - 
technical 
field 

Ship trials in 
harbour or at 
sea - technical 
field 

Working 
through a meal 
break - Other 

Working 
through a meal 
break - Saturday 
or Sunday 

Working 
through a meal 
break - 
employee 
entitled to 15% 
loading 
(afternoon and 
night shift) 

Working 
through a meal 
break - 
employee 
entitled to 30% 
loading (night 
shift only) 

Under 16 years - not in a foundry $12.04 $14.45 $14.45 $19.26 $15.89 $17.33 

Under 16 years - in a foundry $12.04 $14.45 $14.45 $19.26 $15.89 $17.33 

16 years - not in a foundry $15.48 $18.57 $18.57 $24.76 $20.43 $22.28 

16 years - in a foundry $15.48 $18.57 $18.57 $24.76 $20.43 $22.28 

17 years - not in a foundry $18.89 $22.67 $22.67 $30.22 $24.93 $27.20 

17 years - in a foundry $22.33 $26.79 $26.79 $35.72 $29.47 $32.15 

18 years - not in a foundry $22.33 $26.79 $26.79 $35.72 $29.47 $32.15 

18 years - in a foundry $27.13 $32.55 $32.55 $43.40 $35.81 $39.06 

19 years - not in a foundry $26.98 $32.37 $32.37 $43.16 $35.61 $38.84 

19 years - in a foundry $32.30 $38.76 $38.76 $51.68 $42.64 $46.51 

20 years - not in a foundry $31.94 $38.33 $38.33 $51.10 $42.16 $45.99 
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Apprentice - General manufacturing - Started before 1 Jan 2014 - Completed Year 10 or less - Full-time & part-

time 

Table 1 of 5 

Classification Hourly pay 
rate 

Saturday 
(agreement to 
work ordinary 
hours) day 
worker 

Sunday 
(agreement to 
work ordinary 
hours) day 
worker 

Public holiday 
- day worker 
and non-
continuous 
shiftworker 

Less than 10 
hour break 
between 
shifts 

Less than 8 
hour break 
between shifts 
- change to 
shift 

Afternoon 
shift 

Apprentice - stage 1 $9.94 $14.91 $19.88 $24.85 $19.88 $19.88 $11.43 

Apprentice - stage 2 $13.02 $19.53 $26.04 $32.55 $26.04 $26.04 $14.97 

Apprentice - stage 3 $17.75 $26.63 $35.50 $44.38 $35.50 $35.50 $20.41 

Apprentice - stage 4 $20.83 $31.25 $41.66 $52.08 $41.66 $41.66 $23.95 

Higher engineering 
apprentice - stage 4 

$22.73 $34.10 $45.46 $56.83 $45.46 $45.46 $26.14 

Advanced engineering 
apprentice - stage 4 

$24.37 $36.56 $48.74 $60.93 $48.74 $48.74 $28.03 

Table 2 of 5 

Classification Night shift Afternoon or 
night shift - 
less than 5 
successive 
shifts (or 6 
shifts in a 6 
day 
workshop) - 
first 3 hours 

Afternoon or 
night shift - 
less than 5 
successive 
shifts (or 6 
shifts in a 6 
day 
workshop) - 
after 3 hours 

Night shift - 
non-rotating 

Saturday - 
shiftworker 

Sunday - 
shiftworker 

Public holiday 
- non-
continuous 
shiftworker 

Apprentice - stage 1 $11.43 $14.91 $19.88 $12.92 $14.91 $19.88 $24.85 

Apprentice - stage 2 $14.97 $19.53 $26.04 $16.93 $19.53 $26.04 $32.55 

Apprentice - stage 3 $20.41 $26.63 $35.50 $23.08 $26.63 $35.50 $44.38 

Apprentice - stage 4 $23.95 $31.25 $41.66 $27.08 $31.25 $41.66 $52.08 

Higher engineering 
apprentice - stage 4 

$26.14 $34.10 $45.46 $29.55 $34.10 $45.46 $56.83 

Advanced engineering 
apprentice - stage 4 

$28.03 $36.56 $48.74 $31.68 $36.56 $48.74 $60.93 

  

3749



Table 3 of 5 

Classification Public holiday - 
continuous 
shiftworker 

Shifts other 
than rostered 
shifts - non-
continuous 
shiftwork - 
first 3 hours 

Shifts other 
than rostered 
shifts - non-
continuous 
shiftwork - 
after 3 hours 

Shifts other 
than rostered 
shifts - 
continuous 
shiftwork 

Overtime - 
Monday to 
Friday - first 3 
hours 

Overtime - 
Monday to 
Friday - after 
3 hours 

Overtime - 
Saturday - 
first 3 hours - 
day worker 

Apprentice - stage 1 $19.88 $14.91 $19.88 $19.88 $14.91 $19.88 $14.91 

Apprentice - stage 2 $26.04 $19.53 $26.04 $26.04 $19.53 $26.04 $19.53 

Apprentice - stage 3 $35.50 $26.63 $35.50 $35.50 $26.63 $35.50 $26.63 

Apprentice - stage 4 $41.66 $31.25 $41.66 $41.66 $31.25 $41.66 $31.25 

Higher engineering 
apprentice - stage 4 

$45.46 $34.10 $45.46 $45.46 $34.10 $45.46 $34.10 

Advanced engineering 
apprentice - stage 4 

$48.74 $36.56 $48.74 $48.74 $36.56 $48.74 $36.56 

Table 4 of 5 

Classification Overtime - 
Saturday - after 
3 hours - day 
worker 

Overtime - 
Sunday 

Overtime - 
continuous 
shiftworker 

Overtime - 
public holiday 
- continuous 
shiftworker 

Call back - 
first 3 hours 

Call back - 
after 3 hours 

Call back - 
continuous 
shiftworker 

Apprentice - stage 1 $19.88 $19.88 $19.88 $19.88 $14.91 $19.88 $19.88 

Apprentice - stage 2 $26.04 $26.04 $26.04 $26.04 $19.53 $26.04 $26.04 

Apprentice - stage 3 $35.50 $35.50 $35.50 $35.50 $26.63 $35.50 $35.50 

Apprentice - stage 4 $41.66 $41.66 $41.66 $41.66 $31.25 $41.66 $41.66 

Higher engineering 
apprentice - stage 4 

$45.46 $34.10 $45.46 $45.46 $34.10 $45.46 $34.10 

Advanced engineering 
apprentice - stage 4 

$48.74 $36.56 $48.74 $48.74 $36.56 $48.74 $36.56 
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Table 5 of 5 

Classification Rostered day 
off - 
unrelieved 
shiftworker 

Ship trials at 
wharf - 
technical field 

Ship trials in 
harbour or at 
sea - 
technical field 

Working 
through a 
meal break - 
Other 

Working 
through a 
meal break - 
Saturday or 
Sunday 

Working 
through a 
meal break - 
employee 
entitled to 
15% loading 
(afternoon 
and night 
shift) 

Working 
through a 
meal break - 
employee 
entitled to 
30% loading 
(night shift 
only) 

Apprentice - stage 1 $19.88 $12.43 $14.91 $14.91 $19.88 $16.40 $17.89 

Apprentice - stage 2 $26.04 $16.28 $19.53 $19.53 $26.04 $21.48 $23.44 

Apprentice - stage 3 $35.50 $22.19 $26.63 $26.63 $35.50 $29.29 $31.95 

Apprentice - stage 4 $41.66 $26.04 $31.25 $31.25 $41.66 $34.37 $37.49 

Higher engineering 
apprentice - stage 4 

$45.46 $28.41 $34.10 $34.10 $45.46 $37.50 $40.91 

Advanced engineering 
apprentice - stage 4 

$48.74 $30.46 $36.56 $36.56 $48.74 $40.21 $43.87 
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Apprentice - General manufacturing - Started before 1 Jan 2014 - Completed Year 11 - Full-time & part-time 

Table 1 of 5 

Classification Hourly pay 
rate 

Saturday 
(agreement to 
work ordinary 
hours) day 
worker 

Sunday 
(agreement to 
work ordinary 
hours) day 
worker 

Public holiday 
- day worker 
and non-
continuous 
shiftworker 

Less than 
10 hour 
break 
between 
shifts 

Less than 8 
hour break 
between shifts - 
change to shift 

Afternoon 
shift 

Apprentice - stage 1 $11.43 $17.15 $22.86 $28.58 $22.86 $22.86 $13.14 

Apprentice - stage 2 $13.02 $19.53 $26.04 $32.55 $26.04 $26.04 $14.97 

Apprentice - stage 3 $17.75 $26.63 $35.50 $44.38 $35.50 $35.50 $20.41 

Apprentice - stage 4 $20.83 $31.25 $41.66 $52.08 $41.66 $41.66 $23.95 

Higher engineering 
apprentice - stage 4 

$22.73 $34.10 $45.46 $56.83 $45.46 $45.46 $26.14 

Advanced engineering 
apprentice - stage 4 

$24.37 $36.56 $48.74 $60.93 $48.74 $48.74 $28.03 

Table 2 of 5 

Classification Night shift Afternoon or 
night shift - 
less than 5 
successive 
shifts (or 6 
shifts in a 6 
day 
workshop) - 
first 3 hours 

Afternoon or 
night shift - 
less than 5 
successive 
shifts (or 6 
shifts in a 6 
day 
workshop) - 
after 3 hours 

Night shift - 
non-rotating 

Saturday - 
shiftworker 

Sunday - 
shiftworker 

Public holiday 
- non-
continuous 
shiftworker 

Apprentice - stage 1 $13.14 $17.15 $22.86 $14.86 $17.15 $22.86 $28.58 

Apprentice - stage 2 $14.97 $19.53 $26.04 $16.93 $19.53 $26.04 $32.55 

Apprentice - stage 3 $20.41 $26.63 $35.50 $23.08 $26.63 $35.50 $44.38 

Apprentice - stage 4 $23.95 $31.25 $41.66 $27.08 $31.25 $41.66 $52.08 

Higher engineering 
apprentice - stage 4 

$26.14 $34.10 $45.46 $29.55 $34.10 $45.46 $56.83 

Advanced engineering 
apprentice - stage 4 

$28.03 $36.56 $48.74 $31.68 $36.56 $48.74 $60.93 
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Table 3 of 5 

Classification Public holiday 
- continuous 
shiftworker 

Shifts other 
than rostered 
shifts - non-
continuous 
shiftwork - 
first 3 hours 

Shifts other 
than rostered 
shifts - non-
continuous 
shiftwork - 
after 3 hours 

Shifts other 
than rostered 
shifts - 
continuous 
shiftwork 

Overtime - 
Monday to 
Friday - first 3 
hours 

Overtime - 
Monday to 
Friday - after 
3 hours 

Overtime - 
Saturday - 
first 3 hours - 
day worker 

Apprentice - stage 1 $22.86 $17.15 $22.86 $22.86 $17.15 $22.86 $17.15 

Apprentice - stage 2 $26.04 $19.53 $26.04 $26.04 $19.53 $26.04 $19.53 

Apprentice - stage 3 $35.50 $26.63 $35.50 $35.50 $26.63 $35.50 $26.63 

Apprentice - stage 4 $41.66 $31.25 $41.66 $41.66 $31.25 $41.66 $31.25 

Higher engineering 
apprentice - stage 4 

$45.46 $34.10 $45.46 $45.46 $34.10 $45.46 $34.10 

Advanced engineering 
apprentice - stage 4 

$48.74 $36.56 $48.74 $48.74 $36.56 $48.74 $36.56 

Table 4 of 5 

Classification Overtime - 
Saturday - 
after 3 hours - 
day worker 

Overtime - 
Sunday 

Overtime - 
continuous 
shiftworker 

Overtime - 
public holiday 
- continuous 
shiftworker 

Call back - 
first 3 hours 

Call back - 
after 3 hours 

Call back - 
continuous 
shiftworker 

Apprentice - stage 1 $22.86 $22.86 $22.86 $22.86 $17.15 $22.86 $22.86 

Apprentice - stage 2 $26.04 $26.04 $26.04 $26.04 $19.53 $26.04 $26.04 

Apprentice - stage 3 $35.50 $35.50 $35.50 $35.50 $26.63 $35.50 $35.50 

Apprentice - stage 4 $41.66 $41.66 $41.66 $41.66 $31.25 $41.66 $41.66 

Higher engineering 
apprentice - stage 4 

$45.46 $45.46 $45.46 $45.46 $34.10 $45.46 $45.46 

Advanced engineering 
apprentice - stage 4 

$48.74 $48.74 $48.74 $48.74 $36.56 $48.74 $48.74 
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Table 5 of 5 

Classification Rostered day 
off - 
unrelieved 
shiftworker 

Ship trials at 
wharf - 
technical field 

Ship trials in 
harbour or at 
sea - 
technical field 

Working 
through a 
meal break - 
Other 

Working 
through a 
meal break - 
Saturday or 
Sunday 

Working 
through a 
meal break - 
employee 
entitled to 
15% loading 
(afternoon 
and night 
shift) 

Working 
through a 
meal break - 
employee 
entitled to 
30% loading 
(night shift 
only) 

Apprentice - stage 1 $22.86 $14.29 $17.15 $17.15 $22.86 $18.86 $20.57 

Apprentice - stage 2 $26.04 $16.28 $19.53 $19.53 $26.04 $21.48 $23.44 

Apprentice - stage 3 $35.50 $22.19 $26.63 $26.63 $35.50 $29.29 $31.95 

Apprentice - stage 4 $41.66 $26.04 $31.25 $31.25 $41.66 $34.37 $37.49 

Higher engineering 
apprentice - stage 4 

$45.46 $28.41 $34.10 $34.10 $45.46 $37.50 $40.91 

Advanced engineering 
apprentice - stage 4 

$48.74 $30.46 $36.56 $36.56 $48.74 $40.21 $43.87 
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Apprentice - General manufacturing - Started before 1 Jan 2014 - Completed Year 12 - Full-time & part-time 

Table 1 of 5 

Classification Hourly pay 
rate 

Saturday 
(agreement to 
work ordinary 
hours) day 
worker 

Sunday 
(agreement to 
work ordinary 
hours) day 
worker 

Public holiday 
- day worker 
and non-
continuous 
shiftworker 

Less than 10 
hour break 
between 
shifts 

Less than 8 
hour break 
between 
shifts - 
change to 
shift 

Afternoon 
shift 

Apprentice - stage 1 $11.98 $17.97 $23.96 $29.95 $23.96 $23.96 $13.78 

Apprentice - stage 2 $13.94 $20.91 $27.88 $34.85 $27.88 $27.88 $16.03 

Apprentice - stage 3 $17.75 $26.63 $35.50 $44.38 $35.50 $35.50 $20.41 

Apprentice - stage 4 $21.72 $32.58 $43.44 $54.30 $43.44 $43.44 $24.98 

Higher engineering 
apprentice - stage 4 

$22.73 $34.10 $45.46 $56.83 $45.46 $45.46 $26.14 

Advanced engineering 
apprentice - stage 4 

$24.37 $36.56 $48.74 $60.93 $48.74 $48.74 $28.03 

Table 2 of 5 

Classification Night shift Afternoon or 
night shift - 
less than 5 
successive 
shifts (or 6 
shifts in a 6 
day 
workshop) - 
first 3 hours 

Afternoon or 
night shift - 
less than 5 
successive 
shifts (or 6 
shifts in a 6 
day 
workshop) - 
after 3 hours 

Night shift - 
non-rotating 

Saturday - 
shiftworker 

Sunday - 
shiftworker 

Public holiday 
- non-
continuous 
shiftworker 

Apprentice - stage 1 $13.78 $17.97 $23.96 $15.57 $17.97 $23.96 $29.95 

Apprentice - stage 2 $16.03 $20.91 $27.88 $18.12 $20.91 $27.88 $34.85 

Apprentice - stage 3 $20.41 $26.63 $35.50 $23.08 $26.63 $35.50 $44.38 

Apprentice - stage 4 $24.98 $32.58 $43.44 $28.24 $32.58 $43.44 $54.30 

Higher engineering 
apprentice - stage 4 

$26.14 $34.10 $45.46 $29.55 $34.10 $45.46 $56.83 

Advanced engineering 
apprentice - stage 4 

$28.03 $36.56 $48.74 $31.68 $36.56 $48.74 $60.93 
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Table 3 of 5 

Classification Public 
holiday - 
continuous 
shiftworker 

Shifts other 
than rostered 
shifts - non-
continuous 
shiftwork - 
first 3 hours 

Shifts other 
than rostered 
shifts - non-
continuous 
shiftwork - 
after 3 hours 

Shifts other 
than rostered 
shifts - 
continuous 
shiftwork 

Overtime - 
Monday to 
Friday - first 3 
hours 

Overtime - 
Monday to 
Friday - after 
3 hours 

Overtime - 
Saturday - 
first 3 hours - 
day worker 

Apprentice - stage 1 $23.96 $17.97 $23.96 $23.96 $17.97 $23.96 $17.97 

Apprentice - stage 2 $27.88 $20.91 $27.88 $27.88 $20.91 $27.88 $20.91 

Apprentice - stage 3 $35.50 $26.63 $35.50 $35.50 $26.63 $35.50 $26.63 

Apprentice - stage 4 $43.44 $32.58 $43.44 $43.44 $32.58 $43.44 $32.58 

Higher engineering 
apprentice - stage 4 

$45.46 $34.10 $45.46 $45.46 $34.10 $45.46 $34.10 

Advanced engineering 
apprentice - stage 4 

$48.74 $36.56 $48.74 $48.74 $36.56 $48.74 $36.56 

Table 4 of 5 

Classification Overtime - 
Saturday - 
after 3 hours - 
day worker 

Overtime - 
Sunday 

Overtime - 
continuous 
shiftworker 

Overtime - 
public holiday 
- continuous 
shiftworker 

Call back - 
first 3 hours 

Call back - 
after 3 hours 

Call back - 
continuous 
shiftworker 

Apprentice - stage 1 $23.96 $23.96 $23.96 $23.96 $17.97 $23.96 $23.96 

Apprentice - stage 2 $27.88 $27.88 $27.88 $27.88 $20.91 $27.88 $27.88 

Apprentice - stage 3 $35.50 $35.50 $35.50 $35.50 $26.63 $35.50 $35.50 

Apprentice - stage 4 $43.44 $43.44 $43.44 $43.44 $32.58 $43.44 $43.44 

Higher engineering 
apprentice - stage 4 

$45.46 $45.46 $45.46 $45.46 $34.10 $45.46 $45.46 

Advanced engineering 
apprentice - stage 4 

$48.74 $48.74 $48.74 $48.74 $36.56 $48.74 $48.74 
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Table 5 of 5 

Classification Rostered day 
off - 
unrelieved 
shiftworker 

Ship trials at 
wharf - 
technical field 

Ship trials in 
harbour or at 
sea - 
technical field 

Working 
through a 
meal break - 
Other 

Working 
through a 
meal break - 
Saturday or 
Sunday 

Working 
through a 
meal break - 
employee 
entitled to 
15% loading 
(afternoon 
and night 
shift) 

Working 
through a 
meal break - 
employee 
entitled to 
30% loading 
(night shift 
only) 

Apprentice - stage 1 $23.96 $14.98 $17.97 $17.97 $23.96 $19.77 $21.56 

Apprentice - stage 2 $27.88 $17.43 $20.91 $20.91 $27.88 $23.00 $25.09 

Apprentice - stage 3 $35.50 $22.19 $26.63 $26.63 $35.50 $29.29 $31.95 

Apprentice - stage 4 $43.44 $27.15 $32.58 $32.58 $43.44 $35.84 $39.10 

Higher engineering 
apprentice - stage 4 

$45.46 $28.41 $34.10 $34.10 $45.46 $37.50 $40.91 

Advanced engineering 
apprentice - stage 4 

$48.74 $30.46 $36.56 $36.56 $48.74 $40.21 $43.87 
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Adult apprentice - General manufacturing - Started before 1 Jan 2014 - Full-time & part-time 

Table 1 of 5 

Classification Hourly pay 
rate 

Saturday 
(agreement to 
work ordinary 
hours) day 
worker 

Sunday 
(agreement to 
work ordinary 
hours) day 
worker 

Public holiday 
- day worker 
and non-
continuous 
shiftworker 

Less than 10 
hour break 
between 
shifts 

Less than 8 
hour break 
between 
shifts - 
change to 
shift 

Afternoon 
shift 

Apprentice - stage 1 $17.94 $26.91 $35.88 $44.85 $35.88 $35.88 $20.63 

Apprentice - stage 2 $20.33 $30.50 $40.66 $50.83 $40.66 $40.66 $23.38 

Apprentice - stage 3 $20.92 $31.38 $41.84 $52.30 $41.84 $41.84 $24.06 

Apprentice - stage 4 $21.72 $32.58 $43.44 $54.30 $43.44 $43.44 $24.98 

Higher engineering 
apprentice - stage 4 

$22.73 $34.10 $45.46 $56.83 $45.46 $45.46 $26.14 

Advanced engineering 
apprentice - stage 4 

$24.37 $36.56 $48.74 $60.93 $48.74 $48.74 $28.03 

Table 2 of 5 

Classification Night shift Afternoon or 
night shift - 
less than 5 
successive 
shifts (or 6 
shifts in a 6 
day 
workshop) - 
first 3 hours 

Afternoon or 
night shift - 
less than 5 
successive 
shifts (or 6 
shifts in a 6 
day 
workshop) - 
after 3 hours 

Night shift - 
non-rotating 

Saturday - 
shiftworker 

Sunday - 
shiftworker 

Public holiday 
- non-
continuous 
shiftworker 

Apprentice - stage 1 $20.63 $26.91 $35.88 $23.32 $26.91 $35.88 $44.85 

Apprentice - stage 2 $23.38 $30.50 $40.66 $26.43 $30.50 $40.66 $50.83 

Apprentice - stage 3 $24.06 $31.38 $41.84 $27.20 $31.38 $41.84 $52.30 

Apprentice - stage 4 $24.98 $32.58 $43.44 $28.24 $32.58 $43.44 $54.30 

Higher engineering 
apprentice - stage 4 

$26.14 $34.10 $45.46 $29.55 $34.10 $45.46 $56.83 

Advanced engineering 
apprentice - stage 4 

$28.03 $36.56 $48.74 $31.68 $36.56 $48.74 $60.93 
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Table 3 of 5 

Classification Public holiday 
- continuous 
shiftworker 

Shifts other 
than rostered 
shifts - non-
continuous 
shiftwork - 
first 3 hours 

Shifts other 
than rostered 
shifts - non-
continuous 
shiftwork - 
after 3 hours 

Shifts other 
than rostered 
shifts - 
continuous 
shiftwork 

Overtime - 
Monday to 
Friday - first 3 
hours 

Overtime - 
Monday to 
Friday - after 
3 hours 

Overtime - 
Saturday - 
first 3 hours - 
day worker 

Apprentice - stage 1 $35.88 $26.91 $35.88 $35.88 $26.91 $35.88 $26.91 

Apprentice - stage 2 $40.66 $30.50 $40.66 $40.66 $30.50 $40.66 $30.50 

Apprentice - stage 3 $41.84 $31.38 $41.84 $41.84 $31.38 $41.84 $31.38 

Apprentice - stage 4 $43.44 $32.58 $43.44 $43.44 $32.58 $43.44 $32.58 

Higher engineering 
apprentice - stage 4 

$45.46 $34.10 $45.46 $45.46 $34.10 $45.46 $34.10 

Advanced engineering 
apprentice - stage 4 

$48.74 $36.56 $48.74 $48.74 $36.56 $48.74 $36.56 

Table 4 of 5 

Classification Overtime - 
Saturday - 
after 3 hours - 
day worker 

Overtime - 
Sunday 

Overtime - 
continuous 
shiftworker 

Overtime - 
public holiday 
- continuous 
shiftworker 

Call back - 
first 3 hours 

Call back - 
after 3 hours 

Call back - 
continuous 
shiftworker 

Apprentice - stage 1 $35.88 $35.88 $35.88 $35.88 $26.91 $35.88 $35.88 

Apprentice - stage 2 $40.66 $40.66 $40.66 $40.66 $30.50 $40.66 $40.66 

Apprentice - stage 3 $41.84 $41.84 $41.84 $41.84 $31.38 $41.84 $41.84 

Apprentice - stage 4 $43.44 $43.44 $43.44 $43.44 $32.58 $43.44 $43.44 

Higher engineering 
apprentice - stage 4 

$45.46 $45.46 $45.46 $45.46 $34.10 $45.46 $45.46 

Advanced engineering 
apprentice - stage 4 

$48.74 $48.74 $48.74 $48.74 $36.56 $48.74 $48.74 
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Table 5 of 5 

Classification Rostered day 
off - 
unrelieved 
shiftworker 

Ship trials at 
wharf - 
technical field 

Ship trials in 
harbour or at 
sea - 
technical field 

Working 
through a 
meal break - 
Other 

Working 
through a 
meal break - 
Saturday or 
Sunday 

Working 
through a 
meal break - 
employee 
entitled to 
15% loading 
(afternoon 
and night 
shift) 

Working 
through a 
meal break - 
employee 
entitled to 
30% loading 
(night shift 
only) 

Apprentice - stage 1 $35.88 $22.43 $26.91 $26.91 $35.88 $29.60 $32.29 

Apprentice - stage 2 $40.66 $25.41 $30.50 $30.50 $40.66 $33.54 $36.59 

Apprentice - stage 3 $41.84 $26.15 $31.38 $31.38 $41.84 $34.52 $37.66 

Apprentice - stage 4 $43.44 $27.15 $32.58 $32.58 $43.44 $35.84 $39.10 

Higher engineering 
apprentice - stage 4 

$45.46 $28.41 $34.10 $34.10 $45.46 $37.50 $40.91 

Advanced engineering 
apprentice - stage 4 

$48.74 $30.46 $36.56 $36.56 $48.74 $40.21 $43.87 
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Apprentice - General manufacturing - Started after 1 Jan 2014 - Did not complete year 12 - Full-time & part-

time 
Table 1 of 5 

Classification Hourly pay 
rate 

Saturday 
(agreement to 
work ordinary 
hours) day 
worker 

Sunday 
(agreement to 
work ordinary 
hours) day 
worker 

Public holiday 
- day worker 
and non-
continuous 
shiftworker 

Less than 10 
hour break 
between 
shifts 

Less than 8 
hour break 
between 
shifts - 
change to 
shift 

Afternoon 
shift 

Apprentice - stage 1 $11.84 $17.76 $23.68 $29.60 $23.68 $23.68 $13.62 

Apprentice - stage 2 $14.20 $21.30 $28.40 $35.50 $28.40 $28.40 $16.33 

Apprentice - stage 3 $17.75 $26.63 $35.50 $44.38 $35.50 $35.50 $20.41 

Apprentice - stage 4 $20.83 $31.25 $41.66 $52.08 $41.66 $41.66 $23.95 

Higher engineering 
apprentice - stage 4 

$22.73 $34.10 $45.46 $56.83 $45.46 $45.46 $26.14 

Advanced engineering 
apprentice - stage 4 

$24.37 $36.56 $48.74 $60.93 $48.74 $48.74 $28.03 

Table 2 of 5 

Classification Night shift Afternoon or 
night shift - 
less than 5 
successive 
shifts (or 6 
shifts in a 6 
day 
workshop) - 
first 3 hours 

Afternoon or 
night shift - 
less than 5 
successive 
shifts (or 6 
shifts in a 6 
day 
workshop) - 
after 3 hours 

Night shift - 
non-rotating 

Saturday - 
shiftworker 

Sunday - 
shiftworker 

Public holiday 
- non-
continuous 
shiftworker 

Apprentice - stage 1 $13.62 $17.76 $23.68 $15.39 $17.76 $23.68 $29.60 

Apprentice - stage 2 $16.33 $21.30 $28.40 $18.46 $21.30 $28.40 $35.50 

Apprentice - stage 3 $20.41 $26.63 $35.50 $23.08 $26.63 $35.50 $44.38 

Apprentice - stage 4 $23.95 $31.25 $41.66 $27.08 $31.25 $41.66 $52.08 

Higher engineering 
apprentice - stage 4 

$26.14 $34.10 $45.46 $29.55 $34.10 $45.46 $56.83 

Advanced engineering 
apprentice - stage 4 

$28.03 $36.56 $48.74 $31.68 $36.56 $48.74 $60.93 
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Table 3 of 5 

Classification Public holiday 
- continuous 
shiftworker 

Shifts other 
than rostered 
shifts - non-
continuous 
shiftwork - 
first 3 hours 

Shifts other 
than rostered 
shifts - non-
continuous 
shiftwork - 
after 3 hours 

Shifts other 
than rostered 
shifts - 
continuous 
shiftwork 

Overtime - 
Monday to 
Friday - first 3 
hours 

Overtime - 
Monday to 
Friday - after 
3 hours 

Overtime - 
Saturday - 
first 3 hours - 
day worker 

Apprentice - stage 1 $23.68 $17.76 $23.68 $23.68 $17.76 $23.68 $17.76 

Apprentice - stage 2 $28.40 $21.30 $28.40 $28.40 $21.30 $28.40 $21.30 

Apprentice - stage 3 $35.50 $26.63 $35.50 $35.50 $26.63 $35.50 $26.63 

Apprentice - stage 4 $41.66 $31.25 $41.66 $41.66 $31.25 $41.66 $31.25 

Higher engineering 
apprentice - stage 4 

$45.46 $34.10 $45.46 $45.46 $34.10 $45.46 $34.10 

Advanced engineering 
apprentice - stage 4 

$48.74 $36.56 $48.74 $48.74 $36.56 $48.74 $36.56 

Table 4 of 5 

Classification Overtime - 
Saturday - 
after 3 hours - 
day worker 

Overtime - 
Sunday 

Overtime - 
continuous 
shiftworker 

Overtime - 
public holiday 
- continuous 
shiftworker 

Call back - 
first 3 hours 

Call back - 
after 3 hours 

Call back - 
continuous 
shiftworker 

Apprentice - stage 1 $23.68 $23.68 $23.68 $23.68 $17.76 $23.68 $23.68 

Apprentice - stage 2 $28.40 $28.40 $28.40 $28.40 $21.30 $28.40 $28.40 

Apprentice - stage 3 $35.50 $35.50 $35.50 $35.50 $26.63 $35.50 $35.50 

Apprentice - stage 4 $41.66 $41.66 $41.66 $41.66 $31.25 $41.66 $41.66 

Higher engineering 
apprentice - stage 4 

$45.46 $45.46 $45.46 $45.46 $34.10 $45.46 $45.46 

Advanced engineering 
apprentice - stage 4 

$48.74 $48.74 $48.74 $48.74 $36.56 $48.74 $48.74 
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Table 5 of 5 

Classification Rostered day 
off - 
unrelieved 
shiftworker 

Ship trials at 
wharf - 
technical field 

Ship trials in 
harbour or at 
sea - 
technical field 

Working 
through a 
meal break - 
Other 

Working 
through a 
meal break - 
Saturday or 
Sunday 

Working 
through a 
meal break - 
employee 
entitled to 
15% loading 
(afternoon 
and night 
shift) 

Working 
through a 
meal break - 
employee 
entitled to 
30% loading 
(night shift 
only) 

Apprentice - stage 1 $23.68 $14.80 $17.76 $17.76 $23.68 $19.54 $21.31 

Apprentice - stage 2 $28.40 $17.75 $21.30 $21.30 $28.40 $23.43 $25.56 

Apprentice - stage 3 $35.50 $22.19 $26.63 $26.63 $35.50 $29.29 $31.95 

Apprentice - stage 4 $41.66 $26.04 $31.25 $31.25 $41.66 $34.37 $37.49 

Higher engineering 
apprentice - stage 4 

$45.46 $28.41 $34.10 $34.10 $45.46 $37.50 $40.91 

Advanced engineering 
apprentice - stage 4 

$48.74 $30.46 $36.56 $36.56 $48.74 $40.21 $43.87 
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Apprentice - General manufacturing - Started after 1 Jan 2014 - Completed year 12 - Full-time & part-time 

Table 1 of 5 

Classification Hourly pay 
rate 

Saturday 
(agreement to 
work ordinary 
hours) day 
worker 

Sunday 
(agreement to 
work ordinary 
hours) day 
worker 

Public holiday 
- day worker 
and non-
continuous 
shiftworker 

Less than 10 
hour break 
between 
shifts 

Less than 8 
hour break 
between 
shifts - 
change to 
shift 

Afternoon 
shift 

Apprentice - stage 1 $13.02 $19.53 $26.04 $32.55 $26.04 $26.04 $14.97 

Apprentice - stage 2 $15.39 $23.09 $30.78 $38.48 $30.78 $30.78 $17.70 

Apprentice - stage 3 $17.75 $26.63 $35.50 $44.38 $35.50 $35.50 $20.41 

Apprentice - stage 4 $21.72 $32.58 $43.44 $54.30 $43.44 $43.44 $24.98 

Higher engineering 
apprentice - stage 4 

$22.73 $34.10 $45.46 $56.83 $45.46 $45.46 $26.14 

Advanced engineering 
apprentice - stage 4 

$24.37 $36.56 $48.74 $60.93 $48.74 $48.74 $28.03 

Table 2 of 5 

Classification Night shift Afternoon or 
night shift - 
less than 5 
successive 
shifts (or 6 
shifts in a 6 
day 
workshop) - 
first 3 hours 

Afternoon or 
night shift - 
less than 5 
successive 
shifts (or 6 
shifts in a 6 
day 
workshop) - 
after 3 hours 

Night shift - 
non-rotating 

Saturday - 
shiftworker 

Sunday - 
shiftworker 

Public holiday 
- non-
continuous 
shiftworker 

Apprentice - stage 1 $14.97 $19.53 $26.04 $16.93 $19.53 $26.04 $32.55 

Apprentice - stage 2 $17.70 $23.09 $30.78 $20.01 $23.09 $30.78 $38.48 

Apprentice - stage 3 $20.41 $26.63 $35.50 $23.08 $26.63 $35.50 $44.38 

Apprentice - stage 4 $24.98 $32.58 $43.44 $28.24 $32.58 $43.44 $54.30 

Higher engineering 
apprentice - stage 4 

$26.14 $34.10 $45.46 $29.55 $34.10 $45.46 $56.83 

Advanced engineering 
apprentice - stage 4 

$28.03 $36.56 $48.74 $31.68 $36.56 $48.74 $60.93 
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Table 3 of 5 

Classification Public holiday 
- continuous 
shiftworker 

Shifts other 
than rostered 
shifts - non-
continuous 
shiftwork - 
first 3 hours 

Shifts other 
than rostered 
shifts - non-
continuous 
shiftwork - 
after 3 hours 

Shifts other 
than rostered 
shifts - 
continuous 
shiftwork 

Overtime - 
Monday to 
Friday - first 3 
hours 

Overtime - 
Monday to 
Friday - after 
3 hours 

Overtime - 
Saturday - 
first 3 hours - 
day worker 

Apprentice - stage 1 $26.04 $19.53 $26.04 $26.04 $19.53 $26.04 $19.53 

Apprentice - stage 2 $30.78 $23.09 $30.78 $30.78 $23.09 $30.78 $23.09 

Apprentice - stage 3 $35.50 $26.63 $35.50 $35.50 $26.63 $35.50 $26.63 

Apprentice - stage 4 $43.44 $32.58 $43.44 $43.44 $32.58 $43.44 $32.58 

Higher engineering 
apprentice - stage 4 

$45.46 $34.10 $45.46 $45.46 $34.10 $45.46 $34.10 

Advanced engineering 
apprentice - stage 4 

$48.74 $36.56 $48.74 $48.74 $36.56 $48.74 $36.56 

Table 4 of 5 

Classification Overtime - 
Saturday - 
after 3 hours - 
day worker 

Overtime - 
Sunday 

Overtime - 
continuous 
shiftworker 

Overtime - 
public holiday 
- continuous 
shiftworker 

Call back - 
first 3 hours 

Call back - 
after 3 hours 

Call back - 
continuous 
shiftworker 

Apprentice - stage 1 $26.04 $26.04 $26.04 $26.04 $19.53 $26.04 $26.04 

Apprentice - stage 2 $30.78 $30.78 $30.78 $30.78 $23.09 $30.78 $30.78 

Apprentice - stage 3 $35.50 $35.50 $35.50 $35.50 $26.63 $35.50 $35.50 

Apprentice - stage 4 $43.44 $43.44 $43.44 $43.44 $32.58 $43.44 $43.44 

Higher engineering 
apprentice - stage 4 

$45.46 $45.46 $45.46 $45.46 $34.10 $45.46 $45.46 

Advanced engineering 
apprentice - stage 4 

$48.74 $48.74 $48.74 $48.74 $36.56 $48.74 $48.74 
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Table 5 of 5 

Classification Rostered day 
off - 
unrelieved 
shiftworker 

Ship trials at 
wharf - 
technical field 

Ship trials in 
harbour or at 
sea - 
technical field 

Working 
through a 
meal break - 
Other 

Working 
through a 
meal break - 
Saturday or 
Sunday 

Working 
through a 
meal break - 
employee 
entitled to 
15% loading 
(afternoon 
and night 
shift) 

Working 
through a 
meal break - 
employee 
entitled to 
30% loading 
(night shift 
only) 

Apprentice - stage 1 $26.04 $16.28 $19.53 $19.53 $26.04 $21.48 $23.44 

Apprentice - stage 2 $30.78 $19.24 $23.09 $23.09 $30.78 $25.39 $27.70 

Apprentice - stage 3 $35.50 $22.19 $26.63 $26.63 $35.50 $29.29 $31.95 

Apprentice - stage 4 $43.44 $27.15 $32.58 $32.58 $43.44 $35.84 $39.10 

Higher engineering 
apprentice - stage 4 

$45.46 $28.41 $34.10 $34.10 $45.46 $37.50 $40.91 

Advanced engineering 
apprentice - stage 4 

$48.74 $30.46 $36.56 $36.56 $48.74 $40.21 $43.87 
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Adult apprentice - General manufacturing - Started after 1 Jan 2014 - Full-time & part-time 

Table 1 of 5 

Classification Hourly pay rate Saturday 
(agreement to 
work ordinary 
hours) day 
worker 

Sunday 
(agreement to 
work ordinary 
hours) day 
worker 

Public 
holiday - day 
worker and 
non-
continuous 
shiftworker 

Less than 10 
hour break 
between 
shifts 

Less than 8 
hour break 
between 
shifts - 
change to 
shift 

Afternoon 
shift 

Apprentice - stage 1 $18.94 $28.41 $37.88 $47.35 $37.88 $37.88 $21.78 

Apprentice - stage 2 $20.33 $30.50 $40.66 $50.83 $40.66 $40.66 $23.38 

Apprentice - stage 3 $20.92 $31.38 $41.84 $52.30 $41.84 $41.84 $24.06 

Apprentice - stage 4 $21.72 $32.58 $43.44 $54.30 $43.44 $43.44 $24.98 

Higher engineering 
apprentice - stage 4 

$22.73 $34.10 $45.46 $56.83 $45.46 $45.46 $26.14 

Advanced engineering 
apprentice - stage 4 

$24.37 $36.56 $48.74 $60.93 $48.74 $48.74 $28.03 

Table 2 of 5 

Classification Night shift Afternoon or 
night shift - 
less than 5 
successive 
shifts (or 6 
shifts in a 6 
day 
workshop) - 
first 3 hours 

Afternoon or 
night shift - 
less than 5 
successive 
shifts (or 6 
shifts in a 6 
day 
workshop) - 
after 3 hours 

Night shift - 
non-rotating 

Saturday - 
shiftworker 

Sunday - 
shiftworker 

Public 
holiday - non-
continuous 
shiftworker 

Apprentice - stage 1 $21.78 $28.41 $37.88 $24.62 $28.41 $37.88 $47.35 

Apprentice - stage 2 $23.38 $30.50 $40.66 $26.43 $30.50 $40.66 $50.83 

Apprentice - stage 3 $24.06 $31.38 $41.84 $27.20 $31.38 $41.84 $52.30 

Apprentice - stage 4 $24.98 $32.58 $43.44 $28.24 $32.58 $43.44 $54.30 

Higher engineering 
apprentice - stage 4 

$26.14 $34.10 $45.46 $29.55 $34.10 $45.46 $56.83 

Advanced engineering 
apprentice - stage 4 

$28.03 $36.56 $48.74 $31.68 $36.56 $48.74 $60.93 
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Table 3 of 5 

Classification Public holiday 
- continuous 
shiftworker 

Shifts other 
than rostered 
shifts - non-
continuous 
shiftwork - 
first 3 hours 

Shifts other 
than rostered 
shifts - non-
continuous 
shiftwork - 
after 3 hours 

Shifts other 
than rostered 
shifts - 
continuous 
shiftwork 

Overtime - 
Monday to 
Friday - first 3 
hours 

Overtime - 
Monday to 
Friday - after 
3 hours 

Overtime - 
Saturday - 
first 3 hours - 
day worker 

Apprentice - stage 1 $37.88 $28.41 $37.88 $37.88 $28.41 $37.88 $28.41 

Apprentice - stage 2 $40.66 $30.50 $40.66 $40.66 $30.50 $40.66 $30.50 

Apprentice - stage 3 $41.84 $31.38 $41.84 $41.84 $31.38 $41.84 $31.38 

Apprentice - stage 4 $43.44 $32.58 $43.44 $43.44 $32.58 $43.44 $32.58 

Higher engineering 
apprentice - stage 4 

$45.46 $34.10 $45.46 $45.46 $34.10 $45.46 $34.10 

Advanced engineering 
apprentice - stage 4 

$48.74 $36.56 $48.74 $48.74 $36.56 $48.74 $36.56 

Table 4 of 5 

Classification Overtime - 
Saturday - after 
3 hours - day 
worker 

Overtime - 
Sunday 

Overtime - 
continuous 
shiftworker 

Overtime - 
public holiday 
- continuous 
shiftworker 

Call back - 
first 3 hours 

Call back - 
after 3 hours 

Call back - 
continuous 
shiftworker 

Apprentice - stage 1 $37.88 $37.88 $37.88 $37.88 $28.41 $37.88 $37.88 

Apprentice - stage 2 $40.66 $40.66 $40.66 $40.66 $30.50 $40.66 $40.66 

Apprentice - stage 3 $41.84 $41.84 $41.84 $41.84 $31.38 $41.84 $41.84 

Apprentice - stage 4 $43.44 $43.44 $43.44 $43.44 $32.58 $43.44 $43.44 

Higher engineering 
apprentice - stage 4 

$45.46 $45.46 $45.46 $45.46 $34.10 $45.46 $45.46 

Advanced engineering 
apprentice - stage 4 

$48.74 $48.74 $48.74 $48.74 $36.56 $48.74 $48.74 
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Table 5 of 5 

Classification Rostered day 
off - unrelieved 
shiftworker 

Ship trials at 
wharf - 
technical 
field 

Ship trials in 
harbour or at 
sea - 
technical 
field 

Working 
through a 
meal break - 
Other 

Working 
through a 
meal break - 
Saturday or 
Sunday 

Working 
through a 
meal break - 
employee 
entitled to 
15% loading 
(afternoon 
and night 
shift) 

Working 
through a 
meal break - 
employee 
entitled to 
30% loading 
(night shift 
only) 

Apprentice - stage 1 $37.88 $23.68 $28.41 $28.41 $37.88 $31.25 $34.09 

Apprentice - stage 2 $40.66 $25.41 $30.50 $30.50 $40.66 $33.54 $36.59 

Apprentice - stage 3 $41.84 $26.15 $31.38 $31.38 $41.84 $34.52 $37.66 

Apprentice - stage 4 $43.44 $27.15 $32.58 $32.58 $43.44 $35.84 $39.10 

Higher engineering 
apprentice - stage 4 

$45.46 $28.41 $34.10 $34.10 $45.46 $37.50 $40.91 

Advanced engineering 
apprentice - stage 4 

$48.74 $30.46 $36.56 $36.56 $48.74 $40.21 $43.87 
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Trainee - General manufacturing - Technical field/engineer/scientist - Full-time & part-time - 17 years and 

under 

Table 1 of 5 

Classification Weekly pay 
rate 

Hourly pay 
rate 

Saturday 
(agreement to 
work ordinary 
hours) day 
worker 

Sunday 
(agreement to 
work ordinary 
hours) day 
worker 

Public holiday 
- day worker 
and non-
continuous 
shiftworker 

Less than 10 
hour break 
between shifts 

Less than 8 
hour break 
between shifts 
- change to 
shift 

Technical field trainee $487.04 $12.82 $19.23 $25.64 $32.05 $25.64 $25.64 

Trainee engineer / 
Trainee scientist 

$536.28 $14.11 $21.17 $28.22 $35.28 $28.22 $28.22 

Table 2 of 5 

Classification Afternoon 
shift 

Night shift Afternoon or 
night shift - less 
than 5 
successive shifts 
(or 6 shifts in a 6 
day workshop) - 
first 3 hours 

Afternoon or 
night shift - less 
than 5 
successive shifts 
(or 6 shifts in a 6 
day workshop) - 
after 3 hours 

Night shift 
- non-
rotating 

Saturday - 
shiftworker 

Sunday - 
shiftworker 

Technical field trainee $14.74 $14.74 $19.23 $25.64 $16.67 $19.23 $25.64 

Trainee engineer / 
Trainee scientist 

$16.23 $16.23 $21.17 $28.22 $18.34 $21.17 $28.22 

Table 3 of 5 

Classification Public holiday 
- non-
continuous 
shiftworker 

Public holiday 
- continuous 
shiftworker 

Shifts other 
than rostered 
shifts - non-
continuous 
shiftwork - 
first 3 hours 

Shifts other 
than rostered 
shifts - non-
continuous 
shiftwork - 
after 3 hours 

Shifts other 
than rostered 
shifts - 
continuous 
shiftwork 

Overtime - 
Monday to 
Friday - first 3 
hours 

Overtime - 
Monday to 
Friday - after 3 
hours 

Technical field trainee $32.05 $25.64 $19.23 $25.64 $25.64 $19.23 $25.64 

Trainee engineer / 
Trainee scientist 

$35.28 $28.22 $21.17 $28.22 $28.22 $21.17 $28.22 
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Table 4 of 5 

Classification Overtime - 
Saturday - 
first 3 hours - 
day worker 

Overtime - 
Saturday - 
after 3 hours - 
day worker 

Overtime - 
Sunday 

Overtime - 
continuous 
shiftworker 

Overtime - 
public holiday 
- continuous 
shiftworker 

Call back - 
first 3 hours 

Call back - 
after 3 hours 

Technical field trainee $19.23 $25.64 $25.64 $25.64 $25.64 $19.23 $25.64 

Trainee engineer / 
Trainee scientist 

$21.17 $28.22 $28.22 $28.22 $28.22 $21.17 $28.22 

Table 5 of 5 

Classification Call back - 
continuous 
shiftworker 

Rostered 
day off - 
unrelieved 
shiftworker 

Ship trials 
at wharf - 
technical 
field 

Ship trials 
in harbour 
or at sea - 
technical 
field 

Working 
through 
a meal 
break - 
Other 

Working 
through a 
meal break 
- Saturday 
or Sunday 

Working through 
a meal break - 
employee 
entitled to 15% 
loading 
(afternoon and 
night shift) 

Working 
through a meal 
break - 
employee 
entitled to 30% 
loading (night 
shift only) 

Technical field trainee $25.64 $25.64 $16.03 $19.23 $19.23 $25.64 $21.15 $23.08 

Trainee engineer / 
Trainee scientist 

$28.22 $28.22 $17.64 $21.17 $21.17 $28.22 $23.28 $25.40 

Trainee - General manufacturing - Technical field/engineer/scientist - Full-time & part-time - 18 years 

Table 1 of 5 

Classification Weekly pay 
rate 

Hourly pay 
rate 

Saturday 
(agreement to 
work ordinary 
hours) day 
worker 

Sunday 
(agreement to 
work ordinary 
hours) day 
worker 

Public holiday 
- day worker 
and non-
continuous 
shiftworker 

Less than 10 
hour break 
between shifts 

Less than 8 
hour break 
between shifts 
- change to 
shift 

Technical field trainee $580.74 $15.28 $22.92 $30.56 $38.20 $30.56 $30.56 

Trainee engineer / 
Trainee scientist 

$639.41 $16.83 $25.25 $33.66 $42.08 $33.66 $33.66 
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Table 2 of 5 

Classification Afternoon 
shift 

Night shift Afternoon or night 
shift - less than 5 
successive shifts 
(or 6 shifts in a 6 
day workshop) - 
first 3 hours 

Afternoon or night 
shift - less than 5 
successive shifts 
(or 6 shifts in a 6 
day workshop) - 
after 3 hours 

Night shift - 
non-rotating 

Saturday - 
shiftworker 

Sunday - 
shiftworker 

Technical field trainee $17.57 $17.57 $22.92 $30.56 $19.86 $22.92 $30.56 

Trainee engineer / 
Trainee scientist 

$19.35 $19.35 $25.25 $33.66 $21.88 $25.25 $33.66 

Table 3 of 5 

Classification Public holiday 
- non-
continuous 
shiftworker 

Public holiday 
- continuous 
shiftworker 

Shifts other 
than rostered 
shifts - non-
continuous 
shiftwork - 
first 3 hours 

Shifts other 
than rostered 
shifts - non-
continuous 
shiftwork - 
after 3 hours 

Shifts other 
than rostered 
shifts - 
continuous 
shiftwork 

Overtime - 
Monday to 
Friday - first 3 
hours 

Overtime - 
Monday to 
Friday - after 3 
hours 

Technical field trainee $38.20 $30.56 $22.92 $30.56 $30.56 $22.92 $30.56 

Trainee engineer / 
Trainee scientist 

$42.08 $33.66 $25.25 $33.66 $33.66 $25.25 $33.66 

Table 4 of 5 

Classification Overtime - 
Saturday - 
first 3 hours - 
day worker 

Overtime - 
Saturday - 
after 3 hours - 
day worker 

Overtime - 
Sunday 

Overtime - 
continuous 
shiftworker 

Overtime - 
public holiday 
- continuous 
shiftworker 

Call back - 
first 3 hours 

Call back - after 3 
hours 

Technical field trainee $22.92 $30.56 $30.56 $30.56 $30.56 $22.92 $30.56 

Trainee engineer / 
Trainee scientist 

$25.25 $33.66 $33.66 $33.66 $33.66 $25.25 $33.66 
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Table 5 of 5 

Classification Call back - 
continuous 
shiftworker 

Rostered 
day off - 
unrelieved 
shiftworker 

Ship trials 
at wharf - 
technical 
field 

Ship trials 
in harbour 
or at sea - 
technical 
field 

Working 
through a 
meal break - 
Other 

Working 
through a 
meal break - 
Saturday or 
Sunday 

Working 
through a 
meal break - 
employee 
entitled to 
15% loading 
(afternoon 
and night 
shift) 

Working 
through a 
meal break - 
employee 
entitled to 
30% loading 
(night shift 
only) 

Technical field trainee $30.56 $30.56 $19.10 $22.92 $22.92 $30.56 $25.21 $27.50 

Trainee engineer / 
Trainee scientist 

$33.66 $33.66 $21.04 $25.25 $25.25 $33.66 $27.77 $30.29 

Trainee - General manufacturing - Technical field/engineer/scientist - Full-time & part-time - 19 years 

Table 1 of 5 

Classification Weekly pay 
rate 

Hourly pay 
rate 

Saturday 
(agreement to 
work ordinary 
hours) day 
worker 

Sunday 
(agreement to 
work ordinary 
hours) day 
worker 

Public holiday 
- day worker 
and non-
continuous 
shiftworker 

Less than 10 
hour break 
between shifts 

Less than 8 
hour break 
between shifts 
- change to 
shift 

Technical field trainee $702.27 $18.48 $27.72 $36.96 $46.20 $36.96 $36.96 

Trainee engineer / 
Trainee scientist 

$773.48 $20.35 $30.53 $40.70 $50.88 $40.70 $40.70 

Table 2 of 5 

Classification Afternoon 
shift 

Night shift Afternoon or night 
shift - less than 5 
successive shifts 
(or 6 shifts in a 6 
day workshop) - 
first 3 hours 

Afternoon or night 
shift - less than 5 
successive shifts 
(or 6 shifts in a 6 
day workshop) - 
after 3 hours 

Night shift - 
non-rotating 

Saturday - 
shiftworker 

Sunday - 
shiftworker 

Technical field trainee $21.25 $21.25 $27.72 $36.96 $24.02 $27.72 $36.96 

Trainee engineer / 
Trainee scientist 

$23.40 $23.40 $30.53 $40.70 $26.46 $30.53 $40.70 
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Table 3 of 5 

Classification Public holiday 
- non-
continuous 
shiftworker 

Public holiday 
- continuous 
shiftworker 

Shifts other 
than rostered 
shifts - non-
continuous 
shiftwork - 
first 3 hours 

Shifts other 
than rostered 
shifts - non-
continuous 
shiftwork - 
after 3 hours 

Shifts other 
than rostered 
shifts - 
continuous 
shiftwork 

Overtime - 
Monday to 
Friday - first 3 
hours 

Overtime - 
Monday to 
Friday - after 3 
hours 

Technical field trainee $46.20 $36.96 $27.72 $36.96 $36.96 $27.72 $36.96 

Trainee engineer / 
Trainee scientist 

$50.88 $40.70 $30.53 $40.70 $40.70 $30.53 $40.70 

Table 4 of 5 

Classification Overtime - 
Saturday - 
first 3 hours - 
day worker 

Overtime - 
Saturday - 
after 3 hours - 
day worker 

Overtime - 
Sunday 

Overtime - 
continuous 
shiftworker 

Overtime - 
public holiday 
- continuous 
shiftworker 

Call back - 
first 3 hours 

Call back - 
after 3 hours 

Technical field trainee $27.72 $36.96 $36.96 $36.96 $36.96 $27.72 $36.96 

Trainee engineer / 
Trainee scientist 

$30.53 $40.70 $40.70 $40.70 $40.70 $30.53 $40.70 

Table 5 of 5 

Classification Call back - 
continuous 
shiftworker 

Rostered 
day off - 
unrelieved 
shiftworker 

Ship trials 
at wharf - 
technical 
field 

Ship trials 
in harbour 
or at sea - 
technical 
field 

Working 
through a 
meal break - 
Other 

Working 
through a 
meal break - 
Saturday or 
Sunday 

Working 
through a 
meal break - 
employee 
entitled to 
15% loading 
(afternoon 
and night 
shift) 

Working 
through a 
meal break - 
employee 
entitled to 
30% loading 
(night shift 
only) 

Technical field trainee $36.96 $36.96 $23.10 $27.72 $27.72 $36.96 $30.49 $33.26 

Trainee engineer / 
Trainee scientist 

$40.70 $40.70 $25.44 $30.53 $30.53 $40.70 $33.58 $36.63 
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Trainee - General manufacturing - Technical field/engineer/scientist - Full-time & part-time - 20 years  

Table 1 of 5 

Classification Weekly pay 
rate 

Hourly pay 
rate 

Saturday 
(agreement to 
work ordinary 
hours) day 
worker 

Sunday 
(agreement to 
work ordinary 
hours) day 
worker 

Public holiday 
- day worker 
and non-
continuous 
shiftworker 

Less than 10 
hour break 
between shifts 

Less than 8 
hour break 
between shifts 
- change to 
shift 

Technical field trainee $823.80 $21.68 $32.52 $43.36 $54.20 $43.36 $43.36 

Trainee engineer / 
Trainee scientist 

$907.54 $23.88 $35.82 $47.76 $59.70 $47.76 $47.76 

Table 2 of 5 

Classification Afternoon 
shift 

Night shift Afternoon or 
night shift - less 
than 5 
successive shifts 
(or 6 shifts in a 6 
day workshop) - 
first 3 hours 

Afternoon or 
night shift - less 
than 5 
successive shifts 
(or 6 shifts in a 6 
day workshop) - 
after 3 hours 

Night shift - 
non-rotating 

Saturday - 
shiftworker 

Sunday - 
shiftworker 

Technical field trainee $24.93 $24.93 $32.52 $43.36 $28.18 $32.52 $43.36 

Trainee engineer / 
Trainee scientist 

$27.46 $27.46 $35.82 $47.76 $31.04 $35.82 $47.76 

Table 3 of 5 

Classification Public holiday 
- non-
continuous 
shiftworker 

Public holiday 
- continuous 
shiftworker 

Shifts other 
than rostered 
shifts - non-
continuous 
shiftwork - 
first 3 hours 

Shifts other 
than rostered 
shifts - non-
continuous 
shiftwork - 
after 3 hours 

Shifts other 
than rostered 
shifts - 
continuous 
shiftwork 

Overtime - 
Monday to 
Friday - first 3 
hours 

Overtime - 
Monday to 
Friday - after 3 
hours 

Technical field trainee $54.20 $43.36 $32.52 $43.36 $43.36 $32.52 $43.36 

Trainee engineer / 
Trainee scientist 

$59.70 $47.76 $35.82 $47.76 $47.76 $35.82 $47.76 
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Table 4 of 5 

Classification Overtime - 
Saturday - 
first 3 hours - 
day worker 

Overtime - 
Saturday - 
after 3 hours - 
day worker 

Overtime - 
Sunday 

Overtime - 
continuous 
shiftworker 

Overtime - 
public holiday 
- continuous 
shiftworker 

Call back - 
first 3 hours 

Call back - 
after 3 hours 

Technical field trainee $32.52 $43.36 $43.36 $43.36 $43.36 $32.52 $43.36 

Trainee engineer / 
Trainee scientist 

$35.82 $47.76 $47.76 $47.76 $47.76 $35.82 $47.76 

Table 5 of 5 

Classification Call back - 
continuous 
shiftworker 

Rostered 
day off - 
unrelieved 
shiftworker 

Ship trials 
at wharf - 
technical 
field 

Ship trials 
in harbour 
or at sea - 
technical 
field 

Working 
through a 
meal break - 
Other 

Working 
through a 
meal 
break - 
Saturday 
or 
Sunday 

Working 
through a meal 
break - 
employee 
entitled to 15% 
loading 
(afternoon and 
night shift) 

Working 
through a 
meal break - 
employee 
entitled to 
30% loading 
(night shift 
only) 

Technical field trainee $43.36 $43.36 $27.10 $32.52 $32.52 $43.36 $35.77 $39.02 

Trainee engineer / 
Trainee scientist 

$47.76 $47.76 $29.85 $35.82 $35.82 $47.76 $39.40 $42.98 

Trainee - General manufacturing - Engineer/scientist - Full-time & part-time - 21 years  

Table 1 of 5 

Classification Weekly pay 
rate 

Hourly pay rate Saturday 
(agreement to 
work ordinary 
hours) day 
worker 

Sunday 
(agreement to 
work ordinary 
hours) day 
worker 

Public holiday 
- day worker 
and non-
continuous 
shiftworker 

Less than 10 
hour break 
between 
shifts 

Less than 8 
hour break 
between shifts 
- change to 
shift 

Trainee engineer / 
Trainee scientist 

$943.64 $24.83 $37.25 $49.66 $62.08 $49.66 $49.66 
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Table 2 of 5 

Classification Afternoon 
shift 

Night shift Afternoon or night 
shift - less than 5 
successive shifts 
(or 6 shifts in a 6 
day workshop) - 
first 3 hours 

Afternoon or night 
shift - less than 5 
successive shifts 
(or 6 shifts in a 6 
day workshop) - 
after 3 hours 

Night shift - 
non-rotating 

Saturday - 
shiftworker 

Sunday - 
shiftworker 

Trainee engineer / 
Trainee scientist 

$28.55 $28.55 $37.25 $49.66 $32.28 $37.25 $49.66 

Table 3 of 5 

Classification Public holiday 
- non-
continuous 
shiftworker 

Public holiday 
- continuous 
shiftworker 

Shifts other 
than rostered 
shifts - non-
continuous 
shiftwork - 
first 3 hours 

Shifts other 
than rostered 
shifts - non-
continuous 
shiftwork - 
after 3 hours 

Shifts other 
than rostered 
shifts - 
continuous 
shiftwork 

Overtime - 
Monday to 
Friday - first 3 
hours 

Overtime - 
Monday to 
Friday - after 3 
hours 

Trainee engineer / 
Trainee scientist 

$62.08 $49.66 $37.25 $49.66 $49.66 $37.25 $49.66 

Table 4 of 5 

Classification Overtime - 
Saturday - 
first 3 hours - 
day worker 

Overtime - 
Saturday - 
after 3 hours - 
day worker 

Overtime - 
Sunday 

Overtime - 
continuous 
shiftworker 

Overtime - 
public holiday 
- continuous 
shiftworker 

Call back - 
first 3 hours 

Call back - 
after 3 hours 

Trainee engineer / 
Trainee scientist 

$37.25 $49.66 $49.66 $49.66 $49.66 $37.25 $49.66 
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Table 5 of 5 

Classification Call back - 
continuous 
shiftworker 

Rostered 
day off - 
unrelieved 
shiftworker 

Ship trials 
at wharf - 
technical 
field 

Ship trials 
in harbour 
or at sea - 
technical 
field 

Working 
through 
a meal 
break - 
Other 

Working 
through a 
meal break 
- Saturday 
or Sunday 

Working through 
a meal break - 
employee 
entitled to 15% 
loading 
(afternoon and 
night shift) 

Working 
through a meal 
break - 
employee 
entitled to 30% 
loading (night 
shift only) 

Trainee engineer / 
Trainee scientist 

$49.66 $49.66 $31.04 $37.25 $37.25 $49.66 $40.97 $44.69 

Trainee - General manufacturing - Engineer/scientist - Full-time & part-time - 22 years and over 

Table 1 of 5 

Classification Weekly pay 
rate 

Hourly pay 
rate 

Saturday 
(agreement to 
work ordinary 
hours) day 
worker 

Sunday 
(agreement to 
work ordinary 
hours) day 
worker 

Public holiday 
- day worker 
and non-
continuous 
shiftworker 

Less than 10 
hour break 
between shifts 

Less than 8 
hour break 
between shifts 
- change to 
shift 

Trainee engineer / 
Trainee scientist 

$1,000.36 $26.33 $39.50 $52.66 $65.83 $52.66 $52.66 

Table 2 of 5 

Classification Afternoon 
shift 

Night shift Afternoon or night 
shift - less than 5 
successive shifts 
(or 6 shifts in a 6 
day workshop) - 
first 3 hours 

Afternoon or night 
shift - less than 5 
successive shifts 
(or 6 shifts in a 6 
day workshop) - 
after 3 hours 

Night shift 
- non-
rotating 

Saturday - 
shiftworker 

Sunday - 
shiftworker 

Trainee engineer / 
Trainee scientist 

$30.28 $30.28 $39.50 $52.66 $34.23 $39.50 $52.66 
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Table 3 of 5 

Classification Public holiday 
- non-
continuous 
shiftworker 

Public holiday 
- continuous 
shiftworker 

Shifts other 
than rostered 
shifts - non-
continuous 
shiftwork - 
first 3 hours 

Shifts other 
than rostered 
shifts - non-
continuous 
shiftwork - 
after 3 hours 

Shifts other 
than rostered 
shifts - 
continuous 
shiftwork 

Overtime - 
Monday to 
Friday - first 3 
hours 

Overtime - 
Monday to 
Friday - after 3 
hours 

Trainee engineer / 
Trainee scientist 

$65.83 $52.66 $39.50 $52.66 $52.66 $39.50 $52.66 

Table 4 of 5 

Classification Overtime - 
Saturday - 
first 3 hours - 
day worker 

Overtime - 
Saturday - 
after 3 hours - 
day worker 

Overtime - 
Sunday 

Overtime - 
continuous 
shiftworker 

Overtime - 
public holiday 
- continuous 
shiftworker 

Call back - 
first 3 hours 

Call back - 
after 3 hours 

Trainee engineer / 
Trainee scientist 

$39.50 $52.66 $52.66 $52.66 $52.66 $39.50 $52.66 

Table 5 of 5 

Classification Call back - 
continuous 
shiftworker 

Rostered 
day off - 
unrelieved 
shiftworker 

Ship trials 
at wharf - 
technical 
field 

Ship trials 
in harbour 
or at sea - 
technical 
field 

Working 
through a 
meal break - 
Other 

Working 
through a 
meal break - 
Saturday or 
Sunday 

Working 
through a 
meal break - 
employee 
entitled to 
15% loading 
(afternoon 
and night 
shift) 

Working 
through a 
meal break - 
employee 
entitled to 
30% loading 
(night shift 
only) 

Trainee engineer / 
Trainee scientist 

$52.66 $32.91 $39.50 $39.50 $52.66 $43.44 $47.39 $52.66 
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Cadet - General manufacturing - Cadet in the technical field - Full-time & part-time 

Table 1 of 5 

Classification Hourly pay 
rate 

Saturday 
(agreement 
to work 
ordinary 
hours) day 
worker 

Sunday 
(agreement 
to work 
ordinary 
hours) day 
worker 

Public 
holiday - day 
worker and 
non-
continuous 
shiftworker 

Less than 10 
hour break 
between 
shifts 

Less than 8 
hour break 
between 
shifts - 
change to 
shift 

Afternoon 
shift 

Cadet in the technical field - 
1st year of contract of training 

$11.97 $17.96 $23.94 $29.93 $23.94 $23.94 $13.77 

Cadet in the technical field - 
2nd year of contract of training 

$16.46 $24.69 $32.92 $41.15 $32.92 $32.92 $18.93 

Cadet in the technical field - 
3rd year of contract of training 

$20.95 $31.43 $41.90 $52.38 $41.90 $41.90 $24.09 

Table 2 of 5 

Classification Night shift Afternoon or 
night shift - 
less than 5 
successive 
shifts (or 6 
shifts in a 6 
day 
workshop) - 
first 3 hours 

Afternoon or 
night shift - 
less than 5 
successive 
shifts (or 6 
shifts in a 6 
day 
workshop) - 
after 3 hours 

Night shift - 
non-rotating 

Saturday - 
shiftworker 

Sunday - 
shiftworker 

Public 
holiday - 
non-
continuous 
shiftworker 

Cadet in the technical field - 
1st year of contract of training 

$13.77 $17.96 $23.94 $15.56 $17.96 $23.94 $29.93 

Cadet in the technical field - 
2nd year of contract of training 

$18.93 $24.69 $32.92 $21.40 $24.69 $32.92 $41.15 

Cadet in the technical field - 
3rd year of contract of training 

$24.09 $31.43 $41.90 $27.24 $31.43 $41.90 $52.38 
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Table 3 of 5 

Classification Public 
holiday - 
continuous 
shiftworker 

Shifts other than 
rostered shifts - 
non-continuous 
shiftwork - first 3 
hours 

Shifts other than 
rostered shifts - 
non-continuous 
shiftwork - after 
3 hours 

Shifts other 
than rostered 
shifts - 
continuous 
shiftwork 

Overtime 
- Monday 
to Friday 
- first 3 
hours 

Overtime 
- Monday 
to Friday 
- after 3 
hours 

Overtime - 
Saturday - 
first 3 hours 
- day worker 

Cadet in the technical field - 
1st year of contract of training 

$23.94 $17.96 $23.94 $23.94 $17.96 $23.94 $17.96 

Cadet in the technical field - 
2nd year of contract of training 

$32.92 $24.69 $32.92 $32.92 $24.69 $32.92 $24.69 

Cadet in the technical field - 
3rd year of contract of training 

$41.90 $31.43 $41.90 $41.90 $31.43 $41.90 $31.43 

Table 4 of 5 

Classification Overtime - 
Saturday - 
after 3 hours 
- day worker 

Overtime - 
Sunday 

Overtime - 
continuous 
shiftworker 

Overtime - 
public holiday 
- continuous 
shiftworker 

Call back - 
first 3 hours 

Call back - 
after 3 hours 

Call back - 
continuous 
shiftworker 

Cadet in the technical field - 
1st year of contract of training 

$23.94 $23.94 $23.94 $23.94 $17.96 $23.94 $23.94 

Cadet in the technical field - 
2nd year of contract of training 

$32.92 $32.92 $32.92 $32.92 $24.69 $32.92 $32.92 

Cadet in the technical field - 
3rd year of contract of training 

$41.90 $41.90 $41.90 $41.90 $31.43 $41.90 $41.90 

Table 5 of 5 

Classification Rostered 
day off - 
unrelieved 
shiftworker 

Ship 
trials at 
wharf - 
technical 
field 

Ship trials 
in harbour 
or at sea - 
technical 
field 

Working 
through a 
meal 
break - 
Other 

Working 
through a 
meal break 
- Saturday 
or Sunday 

Working through a 
meal break - employee 
entitled to 15% 
loading (afternoon 
and night shift) 

Working through a 
meal break - 
employee entitled 
to 30% loading 
(night shift only) 

Cadet in the technical field - 
1st year of contract of training 

$23.94 $14.96 $17.96 $17.96 $23.94 $19.75 $21.55 

Cadet in the technical field - 
2nd year of contract of training 

$32.92 $20.58 $24.69 $24.69 $32.92 $27.16 $29.63 

Cadet in the technical field - 
3rd year of contract of training 

$41.90 $26.19 $31.43 $31.43 $41.90 $34.57 $37.71 
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Cadet - General manufacturing - Technology cadet - Full-time & part-time 

Table 1 of 5 

Classification Hourly 
pay 
rate 

Saturday 
(agreement to 
work ordinary 
hours) day 
worker 

Sunday 
(agreement to 
work ordinary 
hours) day 
worker 

Public 
holiday - day 
worker and 
non-
continuous 
shiftworker 

Less than 
10 hour 
break 
between 
shifts 

Less than 8 
hour break 
between shifts 
- change to 
shift 

Afternoon 
shift 

Technology cadet - undertaking stage 1 
- completed year 12 three or more 
years ago or completed year 10 or 11 
four or more years ago 

$17.09 $25.64 $34.18 $42.73 $34.18 $34.18 $19.65 

Technology cadet - Undertaking stage 
1 - other 

$12.94 $19.41 $25.88 $32.35 $25.88 $25.88 $14.88 

Technology cadet - Completed stage 1 
- undertaking stage 2 - completed year 
12 three or more years ago or 
completed year 10 or 11 four or more 
years ago 

$18.80 $28.20 $37.60 $47.00 $37.60 $37.60 $21.62 

Technology cadet - Completed stage 1 
- undertaking stage 2 - other 

$14.40 $21.60 $28.80 $36.00 $28.80 $28.80 $16.56 

Technology cadet - Completed stage 2 
- undertaking stage 3 - completed year 
12 three or more years ago or 
completed year 10 or 11 four or more 
years ago 

$20.26 $30.39 $40.52 $50.65 $40.52 $40.52 $23.30 

Technology cadet - Completed stage 2 
- undertaking stage 3 - other 

$17.09 $25.64 $34.18 $42.73 $34.18 $34.18 $19.65 

Technology cadet - Completed stage 3 
- undertaking stage 4 - completed year 
12 three or more years ago or 
completed year 10 or 11 four or more 
years ago 

$21.97 $32.96 $43.94 $54.93 $43.94 $43.94 $25.27 

Technology cadet - Completed stage 3 
- undertaking stage 4 - other 

$20.26 $30.39 $40.52 $50.65 $40.52 $40.52 $23.30 
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Table 2 of 5 

Classification Night 
shift 

Afternoon or 
night shift - less 
than 5 
successive shifts 
(or 6 shifts in a 6 
day workshop) - 
first 3 hours 

Afternoon or 
night shift - less 
than 5 successive 
shifts (or 6 shifts 
in a 6 day 
workshop) - after 
3 hours 

Night 
shift - 
non-
rotating 

Saturday - 
shiftworker 

Sunday - 
shiftworker 

Public 
holiday - 
non-
continuous 
shiftworker 

Technology cadet - undertaking stage 1 
- completed year 12 three or more 
years ago or completed year 10 or 11 
four or more years ago 

$19.65 $25.64 $34.18 $22.22 $25.64 $34.18 $42.73 

Technology cadet - Undertaking stage 
1 - other 

$14.88 $19.41 $25.88 $16.82 $19.41 $25.88 $32.35 

Technology cadet - Completed stage 1 
- undertaking stage 2 - completed year 
12 three or more years ago or 
completed year 10 or 11 four or more 
years ago 

$21.62 $28.20 $37.60 $24.44 $28.20 $37.60 $47.00 

Technology cadet - Completed stage 1 
- undertaking stage 2 - other 

$16.56 $21.60 $28.80 $18.72 $21.60 $28.80 $36.00 

Technology cadet - Completed stage 2 
- undertaking stage 3 - completed year 
12 three or more years ago or 
completed year 10 or 11 four or more 
years ago 

$23.30 $30.39 $40.52 $26.34 $30.39 $40.52 $50.65 

Technology cadet - Completed stage 2 
- undertaking stage 3 - other 

$19.65 $25.64 $34.18 $22.22 $25.64 $34.18 $42.73 

Technology cadet - Completed stage 3 
- undertaking stage 4 - completed year 
12 three or more years ago or 
completed year 10 or 11 four or more 
years ago 

$25.27 $32.96 $43.94 $28.56 $32.96 $43.94 $54.93 

Technology cadet - Completed stage 3 
- undertaking stage 4 - other 

$23.30 $30.39 $40.52 $26.34 $30.39 $40.52 $50.65 
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Table 3 of 5 

Classification Public 
holiday - 
continuous 
shiftworker 

Shifts other 
than rostered 
shifts - non-
continuous 
shiftwork - 
first 3 hours 

Shifts other 
than rostered 
shifts - non-
continuous 
shiftwork - 
after 3 hours 

Shifts 
other than 
rostered 
shifts - 
continuous 
shiftwork 

Overtime - 
Monday to 
Friday - 
first 3 
hours 

Overtime - 
Monday to 
Friday - 
after 3 
hours 

Overtime - 
Saturday - 
first 3 hours 
- day 
worker 

Technology cadet - undertaking stage 
1 - completed year 12 three or more 
years ago or completed year 10 or 11 
four or more years ago 

$34.18 $25.64 $34.18 $34.18 $25.64 $34.18 $25.64 

Technology cadet - Undertaking stage 
1 - other 

$25.88 $19.41 $25.88 $25.88 $19.41 $25.88 $19.41 

Technology cadet - Completed stage 1 
- undertaking stage 2 - completed year 
12 three or more years ago or 
completed year 10 or 11 four or more 
years ago 

$37.60 $28.20 $37.60 $37.60 $28.20 $37.60 $28.20 

Technology cadet - Completed stage 1 
- undertaking stage 2 - other 

$28.80 $21.60 $28.80 $28.80 $21.60 $28.80 $21.60 

Technology cadet - Completed stage 2 
- undertaking stage 3 - completed year 
12 three or more years ago or 
completed year 10 or 11 four or more 
years ago 

$40.52 $30.39 $40.52 $40.52 $30.39 $40.52 $30.39 

Technology cadet - Completed stage 2 
- undertaking stage 3 - other 

$34.18 $25.64 $34.18 $34.18 $25.64 $34.18 $25.64 

Technology cadet - Completed stage 3 
- undertaking stage 4 - completed year 
12 three or more years ago or 
completed year 10 or 11 four or more 
years ago 

$43.94 $32.96 $43.94 $43.94 $32.96 $43.94 $32.96 

Technology cadet - Completed stage 3 
- undertaking stage 4 - other 

$40.52 $30.39 $40.52 $40.52 $30.39 $40.52 $30.39 
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Table 4 of 5 

Classification Overtime - 
Saturday - 
after 3 hours 
- day worker 

Overtime 
- Sunday 

Overtime - 
continuous 
shiftworker 

Overtime - 
public holiday 
- continuous 
shiftworker 

Call back - 
first 3 
hours 

Call back - 
after 3 hours 

Call back - 
continuous 
shiftworker 

Technology cadet - undertaking stage 
1 - completed year 12 three or more 
years ago or completed year 10 or 11 
four or more years ago 

$34.18 $34.18 $34.18 $34.18 $25.64 $34.18 $34.18 

Technology cadet - Undertaking stage 
1 - other 

$25.88 $25.88 $25.88 $25.88 $19.41 $25.88 $25.88 

Technology cadet - Completed stage 1 
- undertaking stage 2 - completed year 
12 three or more years ago or 
completed year 10 or 11 four or more 
years ago 

$37.60 $37.60 $37.60 $37.60 $28.20 $37.60 $37.60 

Technology cadet - Completed stage 1 
- undertaking stage 2 - other 

$28.80 $28.80 $28.80 $28.80 $21.60 $28.80 $28.80 

Technology cadet - Completed stage 2 
- undertaking stage 3 - completed year 
12 three or more years ago or 
completed year 10 or 11 four or more 
years ago 

$40.52 $40.52 $40.52 $40.52 $30.39 $40.52 $40.52 

Technology cadet - Completed stage 2 
- undertaking stage 3 - other 

$34.18 $34.18 $34.18 $34.18 $25.64 $34.18 $34.18 

Technology cadet - Completed stage 3 
- undertaking stage 4 - completed year 
12 three or more years ago or 
completed year 10 or 11 four or more 
years ago 

$43.94 $43.94 $43.94 $43.94 $32.96 $43.94 $43.94 

Technology cadet - Completed stage 3 
- undertaking stage 4 - other 

$40.52 $40.52 $40.52 $40.52 $30.39 $40.52 $40.52 
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Table 5 of 5 

Classification Rostered 
day off - 
unrelieved 
shiftworker 

Ship trials 
at wharf - 
technical 
field 

Ship trials 
in harbour 
or at sea - 
technical 
field 

Working 
through 
a meal 
break - 
Other 

Working 
through a 
meal 
break - 
Saturday 
or Sunday 

Working through 
a meal break - 
employee 
entitled to 15% 
loading 
(afternoon and 
night shift) 

Working 
through a meal 
break - 
employee 
entitled to 30% 
loading (night 
shift only) 

Technology cadet - undertaking stage 1 
- completed year 12 three or more 
years ago or completed year 10 or 11 
four or more years ago 

$34.18 $21.36 $25.64 $25.64 $34.18 $28.20 $30.76 

Technology cadet - Undertaking stage 
1 - other 

$25.88 $16.18 $19.41 $19.41 $25.88 $21.35 $23.29 

Technology cadet - Completed stage 1 
- undertaking stage 2 - completed year 
12 three or more years ago or 
completed year 10 or 11 four or more 
years ago 

$37.60 $23.50 $28.20 $28.20 $37.60 $31.02 $33.84 

Technology cadet - Completed stage 1 
- undertaking stage 2 - other 

$28.80 $18.00 $21.60 $21.60 $28.80 $23.76 $25.92 

Technology cadet - Completed stage 2 
- undertaking stage 3 - completed year 
12 three or more years ago or 
completed year 10 or 11 four or more 
years ago 

$40.52 $25.33 $30.39 $30.39 $40.52 $33.43 $36.47 

Technology cadet - Completed stage 2 
- undertaking stage 3 - other 

$34.18 $21.36 $25.64 $25.64 $34.18 $28.20 $30.76 

Technology cadet - Completed stage 3 
- undertaking stage 4 - completed year 
12 three or more years ago or 
completed year 10 or 11 four or more 
years ago 

$43.94 $27.46 $32.96 $32.96 $43.94 $36.25 $39.55 

Technology cadet - Completed stage 3 
- undertaking stage 4 - other 

$40.52 $25.33 $30.39 $30.39 $40.52 $33.43 $36.47 
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Cadet - General manufacturing - Completed technology cadetship - Full-time & part-time 

Table 1 of 5 

Classification Hourly 
pay rate 

Saturday 
(agreement 
to work 
ordinary 
hours) day 
worker 

Sunday 
(agreement 
to work 
ordinary 
hours) day 
worker 

Public 
holiday - 
day worker 
and non-
continuous 
shiftworker 

Less than 
10 hour 
break 
between 
shifts 

Less than 8 
hour break 
between 
shifts - 
change to 
shift 

Afternoon 
shift 

Completed technology cadetship- 
Completed stage 1 - Up to 1 year after 
successful completion of stage 1 

$21.48 $32.22 $42.96 $53.70 $42.96 $42.96 $24.70 

Completed technology cadetship- 
Completed stage 1 - 1 to up to 2 years 
after successful completion of stage 1 

$23.19 $34.79 $46.38 $57.98 $46.38 $46.38 $26.67 

Completed technology cadetship- 
Completed stage 1 - 2 years after 
successful completion of stage 1 

$24.41 $36.62 $48.82 $61.03 $48.82 $48.82 $28.07 

Completed technology cadetship- 
Completed stage 2 - Up to 1 year after 
successful completion of stage 2 

$22.73 $34.10 $45.46 $56.83 $45.46 $45.46 $26.14 

Completed technology cadetship- 
Completed stage 2 - 1 to up to 2 years 
after successful completion of stage 2 

$24.54 $36.81 $49.08 $61.35 $49.08 $49.08 $28.22 

Completed technology cadetship- 
Completed stage 2 - 2 years after 
successful completion of stage 2 

$25.83 $38.75 $51.66 $64.58 $51.66 $51.66 $29.70 

Completed technology cadetship- 
Completed stage 3 - Up to 1 year after 
successful completion of stage 3 

$24.37 $36.56 $48.74 $60.93 $48.74 $48.74 $28.03 

Completed technology cadetship- 
Completed stage 3 - 1 to up to 2 years 
after successful completion of stage 3 

$26.31 $39.47 $52.62 $65.78 $52.62 $52.62 $30.26 

Completed technology cadetship- 
Completed stage 3 - 2 years after 
successful completion of stage 3 

$27.69 $41.54 $55.38 $69.23 $55.38 $55.38 $31.84 
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Classification Hourly 
pay rate 

Saturday 
(agreement 
to work 
ordinary 
hours) day 
worker 

Sunday 
(agreement 
to work 
ordinary 
hours) day 
worker 

Public 
holiday - 
day worker 
and non-
continuous 
shiftworker 

Less than 
10 hour 
break 
between 
shifts 

Less than 8 
hour break 
between 
shifts - 
change to 
shift 

Afternoon 
shift 

Completed technology cadetship- 
Completed stage 4 - Up to 1 year after 
successful completion of stage 4 

$26.34 $39.51 $52.68 $65.85 $52.68 $52.68 $30.29 

Completed technology cadetship- 
Completed stage 4 - 1 to up to 2 years 
after successful completion of stage 4 

$28.43 $42.65 $56.86 $71.08 $56.86 $56.86 $32.69 

Completed technology cadetship- 
Completed stage 4 - 2 years after 
successful completion of stage 4 

$29.93 $44.90 $59.86 $74.83 $59.86 $59.86 $34.42 

Table 2 of 5 

Classification Night 
shift 

Afternoon or 
night shift - 
less than 5 
successive 
shifts (or 6 
shifts in a 6 
day 
workshop) - 
first 3 hours 

Afternoon or 
night shift - 
less than 5 
successive 
shifts (or 6 
shifts in a 6 
day 
workshop) - 
after 3 hours 

Night shift - 
non-
rotating 

Saturday - 
shiftworker 

Sunday - 
shiftworker 

Public 
holiday - 
non-
continuous 
shiftworker 

Completed technology cadetship- 
Completed stage 1 - Up to 1 year after 
successful completion of stage 1 

$24.70 $32.22 $42.96 $27.92 $32.22 $42.96 $53.70 

Completed technology cadetship- 
Completed stage 1 - 1 to up to 2 years 
after successful completion of stage 1 

$26.67 $34.79 $46.38 $30.15 $34.79 $46.38 $57.98 

Completed technology cadetship- 
Completed stage 1 - 2 years after 
successful completion of stage 1 

$28.07 $36.62 $48.82 $31.73 $36.62 $48.82 $61.03 

Completed technology cadetship- 
Completed stage 2 - Up to 1 year after 
successful completion of stage 2 

$26.14 $34.10 $45.46 $29.55 $34.10 $45.46 $56.83 
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Classification Night 
shift 

Afternoon or 
night shift - 
less than 5 
successive 
shifts (or 6 
shifts in a 6 
day 
workshop) - 
first 3 hours 

Afternoon or 
night shift - 
less than 5 
successive 
shifts (or 6 
shifts in a 6 
day 
workshop) - 
after 3 hours 

Night shift - 
non-
rotating 

Saturday - 
shiftworker 

Sunday - 
shiftworker 

Public 
holiday - 
non-
continuous 
shiftworker 

Completed technology cadetship- 
Completed stage 2 - 1 to up to 2 years 
after successful completion of stage 2 

$28.22 $36.81 $49.08 $31.90 $36.81 $49.08 $61.35 

Completed technology cadetship- 
Completed stage 2 - 2 years after 
successful completion of stage 2 

$29.70 $38.75 $51.66 $33.58 $38.75 $51.66 $64.58 

Completed technology cadetship- 
Completed stage 3 - Up to 1 year after 
successful completion of stage 3 

$28.03 $36.56 $48.74 $31.68 $36.56 $48.74 $60.93 

Completed technology cadetship- 
Completed stage 3 - 1 to up to 2 years 
after successful completion of stage 3 

$30.26 $39.47 $52.62 $34.20 $39.47 $52.62 $65.78 

Completed technology cadetship- 
Completed stage 3 - 2 years after 
successful completion of stage 3 

$31.84 $41.54 $55.38 $36.00 $41.54 $55.38 $69.23 

Completed technology cadetship- 
Completed stage 4 - Up to 1 year after 
successful completion of stage 4 

$30.29 $39.51 $52.68 $34.24 $39.51 $52.68 $65.85 

Completed technology cadetship- 
Completed stage 4 - 1 to up to 2 years 
after successful completion of stage 4 

$32.69 $42.65 $56.86 $36.96 $42.65 $56.86 $71.08 

Completed technology cadetship- 
Completed stage 4 - 2 years after 
successful completion of stage 4 

$34.42 $44.90 $59.86 $38.91 $44.90 $59.86 $74.83 
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Table 3 of 5 

Classification Public 
holiday - 
continuous 
shiftworker 

Shifts other 
than rostered 
shifts - non-
continuous 
shiftwork - 
first 3 hours 

Shifts other 
than rostered 
shifts - non-
continuous 
shiftwork - 
after 3 hours 

Shifts 
other than 
rostered 
shifts - 
continuous 
shiftwork 

Overtime - 
Monday to 
Friday - first 
3 hours 

Overtime - 
Monday to 
Friday - 
after 3 
hours 

Overtime - 
Saturday - 
first 3 hours 
- day worker 

Completed technology cadetship- 
Completed stage 1 - Up to 1 year 
after successful completion of stage 1 

$42.96 $32.22 $42.96 $42.96 $32.22 $42.96 $32.22 

Completed technology cadetship- 
Completed stage 1 - 1 to up to 2 
years after successful completion of 
stage 1 

$46.38 $34.79 $46.38 $46.38 $34.79 $46.38 $34.79 

Completed technology cadetship- 
Completed stage 1 - 2 years after 
successful completion of stage 1 

$48.82 $36.62 $48.82 $48.82 $36.62 $48.82 $36.62 

Completed technology cadetship- 
Completed stage 2 - Up to 1 year 
after successful completion of stage 2 

$45.46 $34.10 $45.46 $45.46 $34.10 $45.46 $34.10 

Completed technology cadetship- 
Completed stage 2 - 1 to up to 2 
years after successful completion of 
stage 2 

$49.08 $36.81 $49.08 $49.08 $36.81 $49.08 $36.81 

Completed technology cadetship- 
Completed stage 2 - 2 years after 
successful completion of stage 2 

$51.66 $38.75 $51.66 $51.66 $38.75 $51.66 $38.75 

Completed technology cadetship- 
Completed stage 3 - Up to 1 year 
after successful completion of stage 3 

$48.74 $36.56 $48.74 $48.74 $36.56 $48.74 $36.56 

Completed technology cadetship- 
Completed stage 3 - 1 to up to 2 
years after successful completion of 
stage 3 

$52.62 $39.47 $52.62 $52.62 $39.47 $52.62 $39.47 

Completed technology cadetship- 
Completed stage 3 - 2 years after 
successful completion of stage 3 

$55.38 $41.54 $55.38 $55.38 $41.54 $55.38 $41.54 
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Classification Public 
holiday - 
continuous 
shiftworker 

Shifts other 
than rostered 
shifts - non-
continuous 
shiftwork - 
first 3 hours 

Shifts other 
than rostered 
shifts - non-
continuous 
shiftwork - 
after 3 hours 

Shifts 
other than 
rostered 
shifts - 
continuous 
shiftwork 

Overtime - 
Monday to 
Friday - first 
3 hours 

Overtime - 
Monday to 
Friday - 
after 3 
hours 

Overtime - 
Saturday - 
first 3 hours 
- day worker 

Completed technology cadetship- 
Completed stage 4 - Up to 1 year 
after successful completion of stage 4 

$52.68 $39.51 $52.68 $52.68 $39.51 $52.68 $39.51 

Completed technology cadetship- 
Completed stage 4 - 1 to up to 2 
years after successful completion of 
stage 4 

$56.86 $42.65 $56.86 $56.86 $42.65 $56.86 $42.65 

Completed technology cadetship- 
Completed stage 4 - 2 years after 
successful completion of stage 4 

$59.86 $44.90 $59.86 $59.86 $44.90 $59.86 $44.90 

Table 4 of 5 

Classification Overtime - 
Saturday - 
after 3 
hours - day 
worker 

Overtime - 
Sunday 

Overtime - 
continuous 
shiftworker 

Overtime - 
public 
holiday - 
continuous 
shiftworker 

Call back - 
first 3 hours 

Call back - 
after 3 
hours 

Call back - 
continuous 
shiftworker 

Completed technology cadetship- 
Completed stage 1 - Up to 1 year after 
successful completion of stage 1 

$42.96 $42.96 $42.96 $42.96 $32.22 $42.96 $42.96 

Completed technology cadetship- 
Completed stage 1 - 1 to up to 2 years 
after successful completion of stage 1 

$46.38 $46.38 $46.38 $46.38 $34.79 $46.38 $46.38 

Completed technology cadetship- 
Completed stage 1 - 2 years after 
successful completion of stage 1 

$48.82 $48.82 $48.82 $48.82 $36.62 $48.82 $48.82 

Completed technology cadetship- 
Completed stage 2 - Up to 1 year after 
successful completion of stage 2 

$45.46 $45.46 $45.46 $45.46 $34.10 $45.46 $45.46 

Completed technology cadetship- 
Completed stage 2 - 1 to up to 2 years 
after successful completion of stage 2 

$49.08 $49.08 $49.08 $49.08 $36.81 $49.08 $49.08 
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Classification Overtime - 
Saturday - 
after 3 
hours - day 
worker 

Overtime - 
Sunday 

Overtime - 
continuous 
shiftworker 

Overtime - 
public 
holiday - 
continuous 
shiftworker 

Call back - 
first 3 hours 

Call back - 
after 3 
hours 

Call back - 
continuous 
shiftworker 

Completed technology cadetship- 
Completed stage 2 - 2 years after 
successful completion of stage 2 

$51.66 $51.66 $51.66 $51.66 $38.75 $51.66 $51.66 

Completed technology cadetship- 
Completed stage 3 - Up to 1 year after 
successful completion of stage 3 

$48.74 $48.74 $48.74 $48.74 $36.56 $48.74 $48.74 

Completed technology cadetship- 
Completed stage 3 - 1 to up to 2 years 
after successful completion of stage 3 

$52.62 $52.62 $52.62 $52.62 $39.47 $52.62 $52.62 

Completed technology cadetship- 
Completed stage 3 - 2 years after 
successful completion of stage 3 

$55.38 $55.38 $55.38 $55.38 $41.54 $55.38 $55.38 

Completed technology cadetship- 
Completed stage 4 - Up to 1 year after 
successful completion of stage 4 

$52.68 $52.68 $52.68 $52.68 $39.51 $52.68 $52.68 

Completed technology cadetship- 
Completed stage 4 - 1 to up to 2 years 
after successful completion of stage 4 

$56.86 $56.86 $56.86 $56.86 $42.65 $56.86 $56.86 

Completed technology cadetship- 
Completed stage 4 - 2 years after 
successful completion of stage 4 

$59.86 $59.86 $59.86 $59.86 $44.90 $59.86 $59.86 

Table 5 of 5 

Classification Rostered 
day off - 
unrelieved 
shiftworker 

Ship 
trials at 
wharf - 
technical 
field 

Ship trials 
in harbour 
or at sea - 
technical 
field 

Working 
through 
a meal 
break - 
Other 

Working 
through a 
meal break 
- Saturday 
or Sunday 

Working through 
a meal break - 
employee entitled 
to 15% loading 
(afternoon and 
night shift) 

Working through 
a meal break - 
employee 
entitled to 30% 
loading (night 
shift only) 

Completed technology cadetship- 
Completed stage 1 - Up to 1 year 
after successful completion of stage 1 

$42.96 $26.85 $32.22 $32.22 $42.96 $35.44 $38.66 
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Classification Rostered 
day off - 
unrelieved 
shiftworker 

Ship 
trials at 
wharf - 
technical 
field 

Ship trials 
in harbour 
or at sea - 
technical 
field 

Working 
through 
a meal 
break - 
Other 

Working 
through a 
meal break 
- Saturday 
or Sunday 

Working through 
a meal break - 
employee entitled 
to 15% loading 
(afternoon and 
night shift) 

Working through 
a meal break - 
employee 
entitled to 30% 
loading (night 
shift only) 

Completed technology cadetship- 
Completed stage 1 - 1 to up to 2 
years after successful completion of 
stage 1 

$46.38 $28.99 $34.79 $34.79 $46.38 $38.26 $41.74 

Completed technology cadetship- 
Completed stage 1 - 2 years after 
successful completion of stage 1 

$48.82 $30.51 $36.62 $36.62 $48.82 $40.28 $43.94 

Completed technology cadetship- 
Completed stage 2 - Up to 1 year 
after successful completion of stage 2 

$45.46 $28.41 $34.10 $34.10 $45.46 $37.50 $40.91 

Completed technology cadetship- 
Completed stage 2 - 1 to up to 2 
years after successful completion of 
stage 2 

$49.08 $30.68 $36.81 $36.81 $49.08 $40.49 $44.17 

Completed technology cadetship- 
Completed stage 2 - 2 years after 
successful completion of stage 2 

$51.66 $32.29 $38.75 $38.75 $51.66 $42.62 $46.49 

Completed technology cadetship- 
Completed stage 3 - Up to 1 year 
after successful completion of stage 3 

$48.74 $30.46 $36.56 $36.56 $48.74 $40.21 $43.87 

Completed technology cadetship- 
Completed stage 3 - 1 to up to 2 
years after successful completion of 
stage 3 

$52.62 $32.89 $39.47 $39.47 $52.62 $43.41 $47.36 

Completed technology cadetship- 
Completed stage 3 - 2 years after 
successful completion of stage 3 

$55.38 $34.61 $41.54 $41.54 $55.38 $45.69 $49.84 

Completed technology cadetship- 
Completed stage 4 - Up to 1 year 
after successful completion of stage 4 

$52.68 $32.93 $39.51 $39.51 $52.68 $43.46 $47.41 

3793



Classification Rostered 
day off - 
unrelieved 
shiftworker 

Ship 
trials at 
wharf - 
technical 
field 

Ship trials 
in harbour 
or at sea - 
technical 
field 

Working 
through 
a meal 
break - 
Other 

Working 
through a 
meal break 
- Saturday 
or Sunday 

Working through 
a meal break - 
employee entitled 
to 15% loading 
(afternoon and 
night shift) 

Working through 
a meal break - 
employee 
entitled to 30% 
loading (night 
shift only) 

Completed technology cadetship- 
Completed stage 4 - 1 to up to 2 
years after successful completion of 
stage 4 

$56.86 $35.54 $42.65 $42.65 $56.86 $46.91 $51.17 

Completed technology cadetship- 
Completed stage 4 - 2 years after 
successful completion of stage 4 

$59.86 $37.41 $44.90 $44.90 $59.86 $49.38 $53.87 

3794



Vehicle manufacturing 

Adult - Vehicle manufacturing - Full-time & part-time 

Table 1 of 4 

Classification Weekly pay 
rate 

Hourly pay 
rate 

Saturday 
(agreement 
to work 
ordinary 
hours) day 
worker 

Saturday 
shiftwork 

Sunday 
(agreement 
to work 
ordinary 
hours) day 
worker 

Sunday 
shiftwork 

Public 
holiday - 
day worker 
and non-
continuous 
shiftworker 

Public 
holiday 
shiftwork 

V1 - Vehicle 
industry/production level 1 

$772.60 $20.33 $30.50 $25.41 $40.66 $40.66 $50.83 $50.83 

V2 - Vehicle 
industry/production level 2 

$794.80 $20.92 $31.38 $26.15 $41.84 $41.84 $52.30 $52.30 

V3 - Vehicle 
industry/production level 3 

$825.20 $21.72 $32.58 $27.15 $43.44 $43.44 $54.30 $54.30 

V4 - Vehicle 
industry/production level 4 

$853.60 $22.46 $33.69 $28.08 $44.92 $44.92 $56.15 $56.15 

V5 - Vehicle industry 
tradesperson level I 

$899.50 $23.67 $35.51 $29.59 $47.34 $47.34 $59.18 $59.18 

V5 - Vehicle industry 
production systems 
employee level 5 

$899.50 $23.67 $35.51 $29.59 $47.34 $47.34 $59.18 $59.18 

V6 - Vehicle industry 
tradesperson level II 

$927.70 $24.41 $36.62 $30.51 $48.82 $48.82 $61.03 $61.03 

V6 - Vehicle industry 
technician level I 

$927.70 $24.41 $36.62 $30.51 $48.82 $48.82 $61.03 $61.03 

V7 - Vehicle industry 
tradesperson level III 

$955.90 $25.16 $37.74 $31.45 $50.32 $50.32 $62.90 $62.90 

V7 - Vehicle industry 
technician level II 

$955.90 $25.16 $37.74 $31.45 $50.32 $50.32 $62.90 $62.90 

V8 - Vehicle industry 
tradesperson level IV 

$984.10 $25.90 $38.85 $32.38 $51.80 $51.80 $64.75 $64.75 

V8 - Vehicle industry 
technician level III 

$984.10 $25.90 $38.85 $32.38 $51.80 $51.80 $64.75 $64.75 
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Classification Weekly pay 
rate 

Hourly pay 
rate 

Saturday 
(agreement 
to work 
ordinary 
hours) day 
worker 

Saturday 
shiftwork 

Sunday 
(agreement 
to work 
ordinary 
hours) day 
worker 

Sunday 
shiftwork 

Public 
holiday - 
day worker 
and non-
continuous 
shiftworker 

Public 
holiday 
shiftwork 

V8 - Vehicle industry 
automotive developer level I 

$984.10 $25.90 $38.85 $32.38 $51.80 $51.80 $64.75 $64.75 

V9 - Vehicle industry 
tradesperson level V 

$1,031.30 $27.14 $40.71 $33.93 $54.28 $54.28 $67.85 $67.85 

V9 - Vehicle industry 
technician level IV 

$1,031.30 $27.14 $40.71 $33.93 $54.28 $54.28 $67.85 $67.85 

V10 - Vehicle industry 
tradesperson level VI 

$1,052.40 $27.69 $41.54 $34.61 $55.38 $55.38 $69.23 $69.23 

V10 - Vehicle industry 
technician level V 

$1,052.40 $27.69 $41.54 $34.61 $55.38 $55.38 $69.23 $69.23 

V10 - Vehicle industry 
automotive developer level II 

$1,052.40 $27.69 $41.54 $34.61 $55.38 $55.38 $69.23 $69.23 

V11 - Vehicle industry 
engineering associate level I 

$1,080.60 $28.44 $42.66 $35.55 $56.88 $56.88 $71.10 $71.10 

V12 - Vehicle industry 
engineering associate level II 

$1,137.20 $29.93 $44.90 $37.41 $59.86 $59.86 $74.83 $74.83 

V13 - Vehicle industry 
leading technical officer 

$1,165.60 $30.67 $46.01 $38.34 $61.34 $61.34 $76.68 $76.68 

V13 - Principal engineering 
supervisor/trainer/co-
ordinator 

$1,165.60 $30.67 $46.01 $38.34 $61.34 $61.34 $76.68 $76.68 

V14 - Vehicle industry 
principal technical officer 

$1,216.50 $32.01 $48.02 $40.01 $64.02 $64.02 $80.03 $80.03 

D1 - Vehicle industry driver 
level I 

$865.10 $22.77 $34.16 $28.46 $45.54 $45.54 $56.93 $56.93 

D2 - Vehicle industry driver 
level II 

$875.70 $23.04 $34.56 $28.80 $46.08 $46.08 $57.60 $57.60 

D3 - Vehicle industry driver 
level III 

$886.10 $23.32 $34.98 $29.15 $46.64 $46.64 $58.30 $58.30 

D4 - Vehicle industry driver 
level IV 

$898.60 $23.65 $35.48 $29.56 $47.30 $47.30 $59.13 $59.13 
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Classification Weekly pay 
rate 

Hourly pay 
rate 

Saturday 
(agreement 
to work 
ordinary 
hours) day 
worker 

Saturday 
shiftwork 

Sunday 
(agreement 
to work 
ordinary 
hours) day 
worker 

Sunday 
shiftwork 

Public 
holiday - 
day worker 
and non-
continuous 
shiftworker 

Public 
holiday 
shiftwork 

Vehicle industry - technical 
field - without qualification - 0 
years of relevant experience 

$769.99 $20.26 $30.39 $25.33 $40.52 $40.52 $50.65 $50.65 

Vehicle industry - technical 
field - without qualification - 1 
year of relevant experience 

$816.38 $21.48 $32.22 $26.85 $42.96 $42.96 $53.70 $53.70 

Vehicle industry - technical 
field - without qualification - 2 
years of relevant experience 

$881.32 $23.19 $34.79 $28.99 $46.38 $46.38 $57.98 $57.98 

Vehicle industry - technical 
field - without qualification - 3 
years of relevant experience 

$927.70 $24.41 $36.62 $30.51 $48.82 $48.82 $61.03 $61.03 

Vehicle industry - Advanced 
Certificate/National Diploma - 
phasing in experience - 0 
years of relevant experience 

$810.35 $21.33 $32.00 $26.66 $42.66 $42.66 $53.33 $53.33 

Vehicle industry - Advanced 
Certificate/National Diploma - 
phasing in experience - 1 
year of relevant experience 

$894.54 $23.54 $35.31 $29.43 $47.08 $47.08 $58.85 $58.85 

Vehicle industry - Advanced 
Certificate/National Diploma - 
phasing in experience - 2 
years of relevant experience 

$1,010.30 $26.59 $39.89 $33.24 $53.18 $53.18 $66.48 $66.48 

Vehicle industry - Advanced 
Certificate/National Diploma - 
phasing in experience - 3 
years of relevant experience 

$1,052.40 $27.69 $41.54 $34.61 $55.38 $55.38 $69.23 $69.23 
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Classification Weekly pay 
rate 

Hourly pay 
rate 

Saturday 
(agreement 
to work 
ordinary 
hours) day 
worker 

Saturday 
shiftwork 

Sunday 
(agreement 
to work 
ordinary 
hours) day 
worker 

Sunday 
shiftwork 

Public 
holiday - 
day worker 
and non-
continuous 
shiftworker 

Public 
holiday 
shiftwork 

Vehicle industry - Associate 
Diploma/National Advanced 
Diploma - phasing in 
experience - 0 years of 
relevant experience 

$818.78 $21.55 $32.33 $26.94 $43.10 $43.10 $53.88 $53.88 

Vehicle industry - Associate 
Diploma/National Advanced 
Diploma - phasing in 
experience - 1 year of 
relevant experience 

$898.39 $23.64 $35.46 $29.55 $47.28 $47.28 $59.10 $59.10 

Vehicle industry - Associate 
Diploma/National Advanced 
Diploma - phasing in 
experience - 2 years of 
relevant experience 

$1,012.11 $26.63 $39.95 $33.29 $53.26 $53.26 $66.58 $66.58 

Vehicle industry - Associate 
Diploma/National Advanced 
Diploma - phasing in 
experience - 3 years of 
relevant experience 

$1,057.60 $27.83 $41.75 $34.79 $55.66 $55.66 $69.58 $69.58 

Vehicle industry - Associate 
Diploma/National Advanced 
Diploma - phasing in 
experience - 4 years of 
relevant experience 

$1,137.20 $29.93 $44.90 $37.41 $59.86 $59.86 $74.83 $74.83 

Vehicle industry - Completed 
Diploma of Engineering - 1st 
year after completion of 
apprenticeship 

$999.78 $26.31 $39.47 $32.89 $52.62 $52.62 $65.78 $65.78 
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Table 2 of 4 

Classification Overtime - 
Monday to 
Friday - 
first 3 
hours 

Overtime - 
Monday to 
Friday - 
after 3 
hours 

Overtime - 
Saturday - 
first 3 
hours - day 
worker 

Overtime - 
Saturday - 
after 3 
hours - day 
worker 

Overtime - 
Sunday 

Overtime - 
continuous 
shiftworker 
- first 3 
hours 

Overtime - 
continuous 
shiftworker 
- after 3 
hours 

Overtime - 
public 
holiday - 
continuous 
shiftworker 

V1 - Vehicle 
industry/production level 1 

$30.50 $40.66 $30.50 $40.66 $40.66 $30.50 $40.66 $40.66 

V2 - Vehicle 
industry/production level 2 

$31.38 $41.84 $31.38 $41.84 $41.84 $31.38 $41.84 $41.84 

V3 - Vehicle 
industry/production level 3 

$32.58 $43.44 $32.58 $43.44 $43.44 $32.58 $43.44 $43.44 

V4 - Vehicle 
industry/production level 4 

$33.69 $44.92 $33.69 $44.92 $44.92 $33.69 $44.92 $44.92 

V5 - Vehicle industry 
tradesperson level I 

$35.51 $47.34 $35.51 $47.34 $47.34 $35.51 $47.34 $47.34 

V5 - Vehicle industry 
production systems 
employee level 5 

$35.51 $47.34 $35.51 $47.34 $47.34 $35.51 $47.34 $47.34 

V6 - Vehicle industry 
tradesperson level II 

$36.62 $48.82 $36.62 $48.82 $48.82 $36.62 $48.82 $48.82 

V6 - Vehicle industry 
technician level I 

$36.62 $48.82 $36.62 $48.82 $48.82 $36.62 $48.82 $48.82 

V7 - Vehicle industry 
tradesperson level III 

$37.74 $50.32 $37.74 $50.32 $50.32 $37.74 $50.32 $50.32 

V7 - Vehicle industry 
technician level II 

$37.74 $50.32 $37.74 $50.32 $50.32 $37.74 $50.32 $50.32 

V8 - Vehicle industry 
tradesperson level IV 

$38.85 $51.80 $38.85 $51.80 $51.80 $38.85 $51.80 $51.80 

V8 - Vehicle industry 
technician level III 

$38.85 $51.80 $38.85 $51.80 $51.80 $38.85 $51.80 $51.80 

V8 - Vehicle industry 
automotive developer level I 

$38.85 $51.80 $38.85 $51.80 $51.80 $38.85 $51.80 $51.80 

V9 - Vehicle industry 
tradesperson level V 

$40.71 $54.28 $40.71 $54.28 $54.28 $40.71 $54.28 $54.28 

V9 - Vehicle industry 
technician level IV 

$40.71 $54.28 $40.71 $54.28 $54.28 $40.71 $54.28 $54.28 
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Classification Overtime - 
Monday to 
Friday - 
first 3 
hours 

Overtime - 
Monday to 
Friday - 
after 3 
hours 

Overtime - 
Saturday - 
first 3 
hours - day 
worker 

Overtime - 
Saturday - 
after 3 
hours - day 
worker 

Overtime - 
Sunday 

Overtime - 
continuous 
shiftworker 
- first 3 
hours 

Overtime - 
continuous 
shiftworker 
- after 3 
hours 

Overtime - 
public 
holiday - 
continuous 
shiftworker 

V10 - Vehicle industry 
tradesperson level VI 

$41.54 $55.38 $41.54 $55.38 $55.38 $41.54 $55.38 $55.38 

V10 - Vehicle industry 
technician level V 

$41.54 $55.38 $41.54 $55.38 $55.38 $41.54 $55.38 $55.38 

V10 - Vehicle industry 
automotive developer level II 

$41.54 $55.38 $41.54 $55.38 $55.38 $41.54 $55.38 $55.38 

V11 - Vehicle industry 
engineering associate level I 

$42.66 $56.88 $42.66 $56.88 $56.88 $42.66 $56.88 $56.88 

V12 - Vehicle industry 
engineering associate level II 

$44.90 $59.86 $44.90 $59.86 $59.86 $44.90 $59.86 $59.86 

V13 - Vehicle industry 
leading technical officer 

$46.01 $61.34 $46.01 $61.34 $61.34 $46.01 $61.34 $61.34 

V13 - Principal engineering 
supervisor/trainer/co-
ordinator 

$46.01 $61.34 $46.01 $61.34 $61.34 $46.01 $61.34 $61.34 

V14 - Vehicle industry 
principal technical officer 

$48.02 $64.02 $48.02 $64.02 $64.02 $48.02 $64.02 $64.02 

D1 - Vehicle industry driver 
level I 

$34.16 $45.54 $34.16 $45.54 $45.54 $34.16 $45.54 $45.54 

D2 - Vehicle industry driver 
level II 

$34.56 $46.08 $34.56 $46.08 $46.08 $34.56 $46.08 $46.08 

D3 - Vehicle industry driver 
level III 

$34.98 $46.64 $34.98 $46.64 $46.64 $34.98 $46.64 $46.64 

D4 - Vehicle industry driver 
level IV 

$35.48 $47.30 $35.48 $47.30 $47.30 $35.48 $47.30 $47.30 

Vehicle industry - technical 
field - without qualification - 0 
years of relevant experience 

$30.39 $40.52 $30.39 $40.52 $40.52 $30.39 $40.52 $40.52 

Vehicle industry - technical 
field - without qualification - 1 
year of relevant experience 

$32.22 $42.96 $32.22 $42.96 $42.96 $32.22 $42.96 $42.96 
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Classification Overtime - 
Monday to 
Friday - 
first 3 
hours 

Overtime - 
Monday to 
Friday - 
after 3 
hours 

Overtime - 
Saturday - 
first 3 
hours - day 
worker 

Overtime - 
Saturday - 
after 3 
hours - day 
worker 

Overtime - 
Sunday 

Overtime - 
continuous 
shiftworker 
- first 3 
hours 

Overtime - 
continuous 
shiftworker 
- after 3 
hours 

Overtime - 
public 
holiday - 
continuous 
shiftworker 

Vehicle industry - technical 
field - without qualification - 2 
years of relevant experience 

$34.79 $46.38 $34.79 $46.38 $46.38 $34.79 $46.38 $46.38 

Vehicle industry - technical 
field - without qualification - 3 
years of relevant experience 

$36.62 $48.82 $36.62 $48.82 $48.82 $36.62 $48.82 $48.82 

Vehicle industry - Advanced 
Certificate/National Diploma - 
phasing in experience - 0 
years of relevant experience 

$32.00 $42.66 $32.00 $42.66 $42.66 $32.00 $42.66 $42.66 

Vehicle industry - Advanced 
Certificate/National Diploma - 
phasing in experience - 1 
year of relevant experience 

$35.31 $47.08 $35.31 $47.08 $47.08 $35.31 $47.08 $47.08 

Vehicle industry - Advanced 
Certificate/National Diploma - 
phasing in experience - 2 
years of relevant experience 

$39.89 $53.18 $39.89 $53.18 $53.18 $39.89 $53.18 $53.18 

Vehicle industry - Advanced 
Certificate/National Diploma - 
phasing in experience - 3 
years of relevant experience 

$41.54 $55.38 $41.54 $55.38 $55.38 $41.54 $55.38 $55.38 

Vehicle industry - Associate 
Diploma/National Advanced 
Diploma - phasing in 
experience - 0 years of 
relevant experience 

$32.33 $43.10 $32.33 $43.10 $43.10 $32.33 $43.10 $43.10 

Vehicle industry - Associate 
Diploma/National Advanced 
Diploma - phasing in 
experience - 1 year of 
relevant experience 

$35.46 $47.28 $35.46 $47.28 $47.28 $35.46 $47.28 $47.28 
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Classification Overtime - 
Monday to 
Friday - 
first 3 
hours 

Overtime - 
Monday to 
Friday - 
after 3 
hours 

Overtime - 
Saturday - 
first 3 
hours - day 
worker 

Overtime - 
Saturday - 
after 3 
hours - day 
worker 

Overtime - 
Sunday 

Overtime - 
continuous 
shiftworker 
- first 3 
hours 

Overtime - 
continuous 
shiftworker 
- after 3 
hours 

Overtime - 
public 
holiday - 
continuous 
shiftworker 

Vehicle industry - Associate 
Diploma/National Advanced 
Diploma - phasing in 
experience - 2 years of 
relevant experience 

$39.95 $53.26 $39.95 $53.26 $53.26 $39.95 $53.26 $53.26 

Vehicle industry - Associate 
Diploma/National Advanced 
Diploma - phasing in 
experience - 3 years of 
relevant experience 

$41.75 $55.66 $41.75 $55.66 $55.66 $41.75 $55.66 $55.66 

Vehicle industry - Associate 
Diploma/National Advanced 
Diploma - phasing in 
experience - 4 years of 
relevant experience 

$44.90 $59.86 $44.90 $59.86 $59.86 $44.90 $59.86 $59.86 

Vehicle industry - Completed 
Diploma of Engineering - 1st 
year after completion of 
apprenticeship 

$39.47 $52.62 $39.47 $52.62 $52.62 $39.47 $52.62 $52.62 

Table 3 of 4 

Classification Minimum 
break after 
working 
overtime 

Afternoon 
shift - non-
continuous 
shiftworker - 
starts before 
6pm 

Night shift 
- non-
continuous 
shiftworker 
- starts 
after 6pm 

Afternoon or 
night shift - 
less than 5 
days in a row 
(or 6 days in a 
6 day 
workshop) 

Continuous 
afternoon 
or night 
shift 

Alternating day 
and afternoon 
shifts - non-
continuous 
shiftworker - 
afternoon shift - 
starts before 6pm 

Alternating day, 
afternoon and 
night shifts - 
non-continuous 
shiftworker - 
afternoon and 
night shift 

V1 - Vehicle 
industry/production level 1 

$40.66 $23.99 $26.43 $30.50 $22.87 $22.87 $22.87 

V2 - Vehicle 
industry/production level 2 

$41.84 $24.69 $27.20 $31.38 $23.54 $23.54 $23.54 
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Classification Minimum 
break after 
working 
overtime 

Afternoon 
shift - non-
continuous 
shiftworker - 
starts before 
6pm 

Night shift 
- non-
continuous 
shiftworker 
- starts 
after 6pm 

Afternoon or 
night shift - 
less than 5 
days in a row 
(or 6 days in a 
6 day 
workshop) 

Continuous 
afternoon 
or night 
shift 

Alternating day 
and afternoon 
shifts - non-
continuous 
shiftworker - 
afternoon shift - 
starts before 6pm 

Alternating day, 
afternoon and 
night shifts - 
non-continuous 
shiftworker - 
afternoon and 
night shift 

V3 - Vehicle 
industry/production level 3 

$43.44 $25.63 $28.24 $32.58 $24.44 $24.44 $24.44 

V4 - Vehicle 
industry/production level 4 

$44.92 $26.50 $29.20 $33.69 $25.27 $25.27 $25.27 

V5 - Vehicle industry 
tradesperson level I 

$47.34 $27.93 $30.77 $35.51 $26.63 $26.63 $26.63 

V5 - Vehicle industry 
production systems 
employee level 5 

$47.34 $27.93 $30.77 $35.51 $26.63 $26.63 $26.63 

V6 - Vehicle industry 
tradesperson level II 

$48.82 $28.80 $31.73 $36.62 $27.46 $27.46 $27.46 

V6 - Vehicle industry 
technician level I 

$48.82 $28.80 $31.73 $36.62 $27.46 $27.46 $27.46 

V7 - Vehicle industry 
tradesperson level III 

$50.32 $29.69 $32.71 $37.74 $28.31 $28.31 $28.31 

V7 - Vehicle industry 
technician level II 

$50.32 $29.69 $32.71 $37.74 $28.31 $28.31 $28.31 

V8 - Vehicle industry 
tradesperson level IV 

$51.80 $30.56 $33.67 $38.85 $29.14 $29.14 $29.14 

V8 - Vehicle industry 
technician level III 

$51.80 $30.56 $33.67 $38.85 $29.14 $29.14 $29.14 

V8 - Vehicle industry 
automotive developer level I 

$51.80 $30.56 $33.67 $38.85 $29.14 $29.14 $29.14 

V9 - Vehicle industry 
tradesperson level V 

$54.28 $32.03 $35.28 $40.71 $30.53 $30.53 $30.53 

V9 - Vehicle industry 
technician level IV 

$54.28 $32.03 $35.28 $40.71 $30.53 $30.53 $30.53 

V10 - Vehicle industry 
tradesperson level VI 

$55.38 $32.67 $36.00 $41.54 $31.15 $31.15 $31.15 

V10 - Vehicle industry 
technician level V 

$55.38 $32.67 $36.00 $41.54 $31.15 $31.15 $31.15 
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Classification Minimum 
break after 
working 
overtime 

Afternoon 
shift - non-
continuous 
shiftworker - 
starts before 
6pm 

Night shift 
- non-
continuous 
shiftworker 
- starts 
after 6pm 

Afternoon or 
night shift - 
less than 5 
days in a row 
(or 6 days in a 
6 day 
workshop) 

Continuous 
afternoon 
or night 
shift 

Alternating day 
and afternoon 
shifts - non-
continuous 
shiftworker - 
afternoon shift - 
starts before 6pm 

Alternating day, 
afternoon and 
night shifts - 
non-continuous 
shiftworker - 
afternoon and 
night shift 

V10 - Vehicle industry 
automotive developer level II 

$55.38 $32.67 $36.00 $41.54 $31.15 $31.15 $31.15 

V11 - Vehicle industry 
engineering associate level I 

$56.88 $33.56 $36.97 $42.66 $32.00 $32.00 $32.00 

V12 - Vehicle industry 
engineering associate level II 

$59.86 $35.32 $38.91 $44.90 $33.67 $33.67 $33.67 

V13 - Vehicle industry 
leading technical officer 

$61.34 $36.19 $39.87 $46.01 $34.50 $34.50 $34.50 

V13 - Principal engineering 
supervisor/trainer/co-
ordinator 

$61.34 $36.19 $39.87 $46.01 $34.50 $34.50 $34.50 

V14 - Vehicle industry 
principal technical officer 

$64.02 $37.77 $41.61 $48.02 $36.01 $36.01 $36.01 

D1 - Vehicle industry driver 
level I 

$45.54 $26.87 $29.60 $34.16 $25.62 $25.62 $25.62 

D2 - Vehicle industry driver 
level II 

$46.08 $27.19 $29.95 $34.56 $25.92 $25.92 $25.92 

D3 - Vehicle industry driver 
level III 

$46.64 $27.52 $30.32 $34.98 $26.24 $26.24 $26.24 

D4 - Vehicle industry driver 
level IV 

$47.30 $27.91 $30.75 $35.48 $26.61 $26.61 $26.61 

Vehicle industry - technical 
field - without qualification - 0 
years of relevant experience 

$40.52 $23.91 $26.34 $30.39 $22.79 $22.79 $22.79 

Vehicle industry - technical 
field - without qualification - 1 
year of relevant experience 

$42.96 $25.35 $27.92 $32.22 $24.17 $24.17 $24.17 

Vehicle industry - technical 
field - without qualification - 2 
years of relevant experience 

$46.38 $27.36 $30.15 $34.79 $26.09 $26.09 $26.09 
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Classification Minimum 
break after 
working 
overtime 

Afternoon 
shift - non-
continuous 
shiftworker - 
starts before 
6pm 

Night shift 
- non-
continuous 
shiftworker 
- starts 
after 6pm 

Afternoon or 
night shift - 
less than 5 
days in a row 
(or 6 days in a 
6 day 
workshop) 

Continuous 
afternoon 
or night 
shift 

Alternating day 
and afternoon 
shifts - non-
continuous 
shiftworker - 
afternoon shift - 
starts before 6pm 

Alternating day, 
afternoon and 
night shifts - 
non-continuous 
shiftworker - 
afternoon and 
night shift 

Vehicle industry - technical 
field - without qualification - 3 
years of relevant experience 

$48.82 $28.80 $31.73 $36.62 $27.46 $27.46 $27.46 

Vehicle industry - Advanced 
Certificate/National Diploma - 
phasing in experience - 0 
years of relevant experience 

$42.66 $25.17 $27.73 $32.00 $24.00 $24.00 $24.00 

Vehicle industry - Advanced 
Certificate/National Diploma - 
phasing in experience - 1 
year of relevant experience 

$47.08 $27.78 $30.60 $35.31 $26.48 $26.48 $26.48 

Vehicle industry - Advanced 
Certificate/National Diploma - 
phasing in experience - 2 
years of relevant experience 

$53.18 $31.38 $34.57 $39.89 $29.91 $29.91 $29.91 

Vehicle industry - Advanced 
Certificate/National Diploma - 
phasing in experience - 3 
years of relevant experience 

$55.38 $32.67 $36.00 $41.54 $31.15 $31.15 $31.15 

Vehicle industry - Associate 
Diploma/National Advanced 
Diploma - phasing in 
experience - 0 years of 
relevant experience 

$43.10 $25.43 $28.02 $32.33 $24.24 $24.24 $24.24 

Vehicle industry - Associate 
Diploma/National Advanced 
Diploma - phasing in 
experience - 1 year of 
relevant experience 

$47.28 $27.90 $30.73 $35.46 $26.60 $26.60 $26.60 
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Classification Minimum 
break after 
working 
overtime 

Afternoon 
shift - non-
continuous 
shiftworker - 
starts before 
6pm 

Night shift 
- non-
continuous 
shiftworker 
- starts 
after 6pm 

Afternoon or 
night shift - 
less than 5 
days in a row 
(or 6 days in a 
6 day 
workshop) 

Continuous 
afternoon 
or night 
shift 

Alternating day 
and afternoon 
shifts - non-
continuous 
shiftworker - 
afternoon shift - 
starts before 6pm 

Alternating day, 
afternoon and 
night shifts - 
non-continuous 
shiftworker - 
afternoon and 
night shift 

Vehicle industry - Associate 
Diploma/National Advanced 
Diploma - phasing in 
experience - 2 years of 
relevant experience 

$53.26 $31.42 $34.62 $39.95 $29.96 $29.96 $29.96 

Vehicle industry - Associate 
Diploma/National Advanced 
Diploma - phasing in 
experience - 3 years of 
relevant experience 

$55.66 $32.84 $36.18 $41.75 $31.31 $31.31 $31.31 

Vehicle industry - Associate 
Diploma/National Advanced 
Diploma - phasing in 
experience - 4 years of 
relevant experience 

$59.86 $35.32 $38.91 $44.90 $33.67 $33.67 $33.67 

Vehicle industry - Completed 
Diploma of Engineering - 1st 
year after completion of 
apprenticeship 

$52.62 $31.05 $34.20 $39.47 $29.60 $29.60 $29.60 
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Table 4 of 4 

Classification Alternating day 
and night shifts 
- non-
continuous 
shiftworker - 
night shift - 
starts after 6pm 

Alternating 
night and 
afternoon 
shifts - 
non-
continuous 
shiftworker 

Ship trials 
at wharf - 
technical 
field 

Ship trials in 
harbour or at 
sea - 
technical 
field 

Working 
through a 
meal 
break - 
Other 

Working 
through a 
meal break 
- Saturday 
or Sunday 

Working through a 
meal break - 
employee entitled 
to 30% loading 
(night shift only) 

V1 - Vehicle industry/production 
level 1 

$22.87 $23.99 $25.41 $30.50 $30.50 $40.66 $36.59 

V2 - Vehicle industry/production 
level 2 

$23.54 $24.69 $26.15 $31.38 $31.38 $41.84 $37.66 

V3 - Vehicle industry/production 
level 3 

$24.44 $25.63 $27.15 $32.58 $32.58 $43.44 $39.10 

V4 - Vehicle industry/production 
level 4 

$25.27 $26.50 $28.08 $33.69 $33.69 $44.92 $40.43 

V5 - Vehicle industry 
tradesperson level I 

$26.63 $27.93 $29.59 $35.51 $35.51 $47.34 $42.61 

V5 - Vehicle industry production 
systems employee level 5 

$26.63 $27.93 $29.59 $35.51 $35.51 $47.34 $42.61 

V6 - Vehicle industry 
tradesperson level II 

$27.46 $28.80 $30.51 $36.62 $36.62 $48.82 $43.94 

V6 - Vehicle industry technician 
level I 

$27.46 $28.80 $30.51 $36.62 $36.62 $48.82 $43.94 

V7 - Vehicle industry 
tradesperson level III 

$28.31 $29.69 $31.45 $37.74 $37.74 $50.32 $45.29 

V7 - Vehicle industry technician 
level II 

$28.31 $29.69 $31.45 $37.74 $37.74 $50.32 $45.29 

V8 - Vehicle industry 
tradesperson level IV 

$29.14 $30.56 $32.38 $38.85 $38.85 $51.80 $46.62 

V8 - Vehicle industry technician 
level III 

$29.14 $30.56 $32.38 $38.85 $38.85 $51.80 $46.62 

V8 - Vehicle industry automotive 
developer level I 

$29.14 $30.56 $32.38 $38.85 $38.85 $51.80 $46.62 

V9 - Vehicle industry 
tradesperson level V 

$30.53 $32.03 $33.93 $40.71 $40.71 $54.28 $48.85 

V9 - Vehicle industry technician 
level IV 

$30.53 $32.03 $33.93 $40.71 $40.71 $54.28 $48.85 
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Classification Alternating day 
and night shifts 
- non-
continuous 
shiftworker - 
night shift - 
starts after 6pm 

Alternating 
night and 
afternoon 
shifts - 
non-
continuous 
shiftworker 

Ship trials 
at wharf - 
technical 
field 

Ship trials in 
harbour or at 
sea - 
technical 
field 

Working 
through a 
meal 
break - 
Other 

Working 
through a 
meal break 
- Saturday 
or Sunday 

Working through a 
meal break - 
employee entitled 
to 30% loading 
(night shift only) 

V10 - Vehicle industry 
tradesperson level VI 

$31.15 $32.67 $34.61 $41.54 $41.54 $55.38 $49.84 

V10 - Vehicle industry 
technician level V 

$31.15 $32.67 $34.61 $41.54 $41.54 $55.38 $49.84 

V10 - Vehicle industry 
automotive developer level II 

$31.15 $32.67 $34.61 $41.54 $41.54 $55.38 $49.84 

V11 - Vehicle industry 
engineering associate level I 

$32.00 $33.56 $35.55 $42.66 $42.66 $56.88 $51.19 

V12 - Vehicle industry 
engineering associate level II 

$33.67 $35.32 $37.41 $44.90 $44.90 $59.86 $53.87 

V13 - Vehicle industry leading 
technical officer 

$34.50 $36.19 $38.34 $46.01 $46.01 $61.34 $55.21 

V13 - Principal engineering 
supervisor/trainer/co-ordinator 

$34.50 $36.19 $38.34 $46.01 $46.01 $61.34 $55.21 

V14 - Vehicle industry principal 
technical officer 

$36.01 $37.77 $40.01 $48.02 $48.02 $64.02 $57.62 

D1 - Vehicle industry driver level 
I 

$25.62 $26.87 $28.46 $34.16 $34.16 $45.54 $40.99 

D2 - Vehicle industry driver level 
II 

$25.92 $27.19 $28.80 $34.56 $34.56 $46.08 $41.47 

D3 - Vehicle industry driver level 
III 

$26.24 $27.52 $29.15 $34.98 $34.98 $46.64 $41.98 

D4 - Vehicle industry driver level 
IV 

$26.61 $27.91 $29.56 $35.48 $35.48 $47.30 $42.57 

Vehicle industry - technical field 
- without qualification - 0 years 
of relevant experience 

$22.79 $23.91 $25.33 $30.39 $30.39 $40.52 $36.47 

Vehicle industry - technical field 
- without qualification - 1 year of 
relevant experience 

$24.17 $25.35 $26.85 $32.22 $32.22 $42.96 $38.66 
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Classification Alternating day 
and night shifts 
- non-
continuous 
shiftworker - 
night shift - 
starts after 6pm 

Alternating 
night and 
afternoon 
shifts - 
non-
continuous 
shiftworker 

Ship trials 
at wharf - 
technical 
field 

Ship trials in 
harbour or at 
sea - 
technical 
field 

Working 
through a 
meal 
break - 
Other 

Working 
through a 
meal break 
- Saturday 
or Sunday 

Working through a 
meal break - 
employee entitled 
to 30% loading 
(night shift only) 

Vehicle industry - technical field 
- without qualification - 2 years 
of relevant experience 

$26.09 $27.36 $28.99 $34.79 $34.79 $46.38 $41.74 

Vehicle industry - technical field 
- without qualification - 3 years 
of relevant experience 

$27.46 $28.80 $30.51 $36.62 $36.62 $48.82 $43.94 

Vehicle industry - Advanced 
Certificate/National Diploma - 
phasing in experience - 0 years 
of relevant experience 

$24.00 $25.17 $26.66 $32.00 $32.00 $42.66 $38.39 

Vehicle industry - Advanced 
Certificate/National Diploma - 
phasing in experience - 1 year 
of relevant experience 

$26.48 $27.78 $29.43 $35.31 $35.31 $47.08 $42.37 

Vehicle industry - Advanced 
Certificate/National Diploma - 
phasing in experience - 2 years 
of relevant experience 

$29.91 $31.38 $33.24 $39.89 $39.89 $53.18 $47.86 

Vehicle industry - Advanced 
Certificate/National Diploma - 
phasing in experience - 3 years 
of relevant experience 

$31.15 $32.67 $34.61 $41.54 $41.54 $55.38 $49.84 

Vehicle industry - Associate 
Diploma/National Advanced 
Diploma - phasing in experience 
- 0 years of relevant experience 

$24.24 $25.43 $26.94 $32.33 $32.33 $43.10 $38.79 

Vehicle industry - Associate 
Diploma/National Advanced 
Diploma - phasing in experience 
- 1 year of relevant experience 

$26.60 $27.90 $29.55 $35.46 $35.46 $47.28 $42.55 
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Classification Alternating day 
and night shifts 
- non-
continuous 
shiftworker - 
night shift - 
starts after 6pm 

Alternating 
night and 
afternoon 
shifts - 
non-
continuous 
shiftworker 

Ship trials 
at wharf - 
technical 
field 

Ship trials in 
harbour or at 
sea - 
technical 
field 

Working 
through a 
meal 
break - 
Other 

Working 
through a 
meal break 
- Saturday 
or Sunday 

Working through a 
meal break - 
employee entitled 
to 30% loading 
(night shift only) 

Vehicle industry - Associate 
Diploma/National Advanced 
Diploma - phasing in experience 
- 2 years of relevant experience 

$29.96 $31.42 $33.29 $39.95 $39.95 $53.26 $47.93 

Vehicle industry - Associate 
Diploma/National Advanced 
Diploma - phasing in experience 
- 3 years of relevant experience 

$31.31 $32.84 $34.79 $41.75 $41.75 $55.66 $50.09 

Vehicle industry - Associate 
Diploma/National Advanced 
Diploma - phasing in experience 
- 4 years of relevant experience 

$33.67 $35.32 $37.41 $44.90 $44.90 $59.86 $53.87 

Vehicle industry - Completed 
Diploma of Engineering - 1st 
year after completion of 
apprenticeship 

$29.60 $31.05 $32.89 $39.47 $39.47 $52.62 $47.36 

Adult - Vehicle manufacturing - Supervisor/Trainer/Coordinator - Full-time & part-time 

Classification Hourly base rate 

V15 - Vehicle industry supervisor/trainer/co-ordinator 
- Level I 

122% of the minimum hourly wage paid to the highest technically qualified employee 
supervised or trained, or $24.69, whichever is higher 

V15 - Vehicle industry supervisor/trainer/co-ordinator 
- Level II 

115% of the minimum hourly wage paid to the highest technically qualified employee 
supervised or trained, or $26.77, whichever is higher 
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Adult - Vehicle manufacturing - Other than technical field - Casual 

Table 1 of 4 

Classification Hourly pay 
rate 

Saturday 
(agreement 
to work 
ordinary 
hours) day 
worker 

Saturday 
shiftwork 

Sunday 
(agreement 
to work 
ordinary 
hours) day 
worker 

Sunday 
shiftwork 

Public 
holiday - day 
worker and 
non-
continuous 
shiftworker 

Public 
holiday 
shiftwork 

V1 - Vehicle 
industry/production level 1 

$25.41 $38.12 $31.76 $50.82 $50.82 $63.53 $63.53 

V2 - Vehicle 
industry/production level 2 

$26.15 $39.23 $32.69 $52.30 $52.30 $65.38 $65.38 

V3 - Vehicle 
industry/production level 3 

$27.15 $40.73 $33.94 $54.30 $54.30 $67.88 $67.88 

V4 - Vehicle 
industry/production level 4 

$28.08 $42.12 $35.10 $56.16 $56.16 $70.20 $70.20 

V5 - Vehicle industry 
tradesperson level I 

$29.59 $44.39 $36.99 $59.18 $59.18 $73.98 $73.98 

V5 - Vehicle industry 
production systems employee 
level 5 

$29.59 $44.39 $36.99 $59.18 $59.18 $73.98 $73.98 

V6 - Vehicle industry 
tradesperson level II 

$30.51 $45.77 $38.14 $61.02 $61.02 $76.28 $76.28 

V6 - Vehicle industry 
technician level I 

$30.51 $45.77 $38.14 $61.02 $61.02 $76.28 $76.28 

V7 - Vehicle industry 
tradesperson level III 

$31.45 $47.18 $39.31 $62.90 $62.90 $78.63 $78.63 

V7 - Vehicle industry 
technician level II 

$31.45 $47.18 $39.31 $62.90 $62.90 $78.63 $78.63 

V8 - Vehicle industry 
tradesperson level IV 

$32.38 $48.57 $40.48 $64.76 $64.76 $80.95 $80.95 

V8 - Vehicle industry 
technician level III 

$32.38 $48.57 $40.48 $64.76 $64.76 $80.95 $80.95 

V8 - Vehicle industry 
automotive developer level I 

$32.38 $48.57 $40.48 $64.76 $64.76 $80.95 $80.95 

V9 - Vehicle industry 
tradesperson level V 

$33.93 $50.90 $42.41 $67.86 $67.86 $84.83 $84.83 
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Classification Hourly pay 
rate 

Saturday 
(agreement 
to work 
ordinary 
hours) day 
worker 

Saturday 
shiftwork 

Sunday 
(agreement 
to work 
ordinary 
hours) day 
worker 

Sunday 
shiftwork 

Public 
holiday - day 
worker and 
non-
continuous 
shiftworker 

Public 
holiday 
shiftwork 

V9 - Vehicle industry 
technician level IV 

$33.93 $50.90 $42.41 $67.86 $67.86 $84.83 $84.83 

V10 - Vehicle industry 
tradesperson level VI 

$34.61 $51.92 $43.26 $69.22 $69.22 $86.53 $86.53 

V10 - Vehicle industry 
technician level V 

$34.61 $51.92 $43.26 $69.22 $69.22 $86.53 $86.53 

V10 - Vehicle industry 
automotive developer level II 

$34.61 $51.92 $43.26 $69.22 $69.22 $86.53 $86.53 

V11 - Vehicle industry 
engineering associate level I 

$35.55 $53.33 $44.44 $71.10 $71.10 $88.88 $88.88 

V12 - Vehicle industry 
engineering associate level II 

$37.41 $56.12 $46.76 $74.82 $74.82 $93.53 $93.53 

V13 - Vehicle industry leading 
technical officer 

$38.34 $57.51 $47.93 $76.68 $76.68 $95.85 $95.85 

V13 - Principal engineering 
supervisor/trainer/co-ordinator 

$38.34 $57.51 $47.93 $76.68 $76.68 $95.85 $95.85 

V14 - Vehicle industry principal 
technical officer 

$40.01 $60.02 $50.01 $80.02 $80.02 $100.03 $100.03 

D1 - Vehicle industry driver 
level I 

$28.46 $42.69 $35.58 $56.92 $56.92 $71.15 $71.15 

D2 - Vehicle industry driver 
level II 

$28.80 $43.20 $36.00 $57.60 $57.60 $72.00 $72.00 

D3 - Vehicle industry driver 
level III 

$29.15 $43.73 $36.44 $58.30 $58.30 $72.88 $72.88 

D4 - Vehicle industry driver 
level IV 

$29.56 $44.34 $36.95 $59.12 $59.12 $73.90 $73.90 

Vehicle industry - technical 
field - without qualification - 0 
years of relevant experience 

$25.33 $38.00 $31.66 $50.66 $50.66 $63.33 $63.33 

Vehicle industry - technical 
field - without qualification - 1 
year of relevant experience 

$26.85 $40.28 $33.56 $53.70 $53.70 $67.13 $67.13 
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Classification Hourly pay 
rate 

Saturday 
(agreement 
to work 
ordinary 
hours) day 
worker 

Saturday 
shiftwork 

Sunday 
(agreement 
to work 
ordinary 
hours) day 
worker 

Sunday 
shiftwork 

Public 
holiday - day 
worker and 
non-
continuous 
shiftworker 

Public 
holiday 
shiftwork 

Vehicle industry - technical 
field - without qualification - 2 
years of relevant experience 

$28.99 $43.49 $36.24 $57.98 $57.98 $72.48 $72.48 

Vehicle industry - technical 
field - without qualification - 3 
years of relevant experience 

$30.51 $45.77 $38.14 $61.02 $61.02 $76.28 $76.28 

Vehicle industry - Advanced 
Certificate/National Diploma - 
phasing in experience - 0 
years of relevant experience 

$26.66 $39.99 $33.33 $53.32 $53.32 $66.65 $66.65 

Vehicle industry - Advanced 
Certificate/National Diploma - 
phasing in experience - 1 year 
of relevant experience 

$29.43 $44.15 $36.79 $58.86 $58.86 $73.58 $73.58 

Vehicle industry - Advanced 
Certificate/National Diploma - 
phasing in experience - 2 
years of relevant experience 

$33.24 $49.86 $41.55 $66.48 $66.48 $83.10 $83.10 

Vehicle industry - Advanced 
Certificate/National Diploma - 
phasing in experience - 3 
years of relevant experience 

$34.61 $51.92 $43.26 $69.22 $69.22 $86.53 $86.53 

Vehicle industry - Associate 
Diploma/National Advanced 
Diploma - phasing in 
experience - 0 years of 
relevant experience 

$26.94 $40.41 $33.68 $53.88 $53.88 $67.35 $67.35 

Vehicle industry - Associate 
Diploma/National Advanced 
Diploma - phasing in 
experience - 1 year of relevant 
experience 

$29.55 $44.33 $36.94 $59.10 $59.10 $73.88 $73.88 
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Classification Hourly pay 
rate 

Saturday 
(agreement 
to work 
ordinary 
hours) day 
worker 

Saturday 
shiftwork 

Sunday 
(agreement 
to work 
ordinary 
hours) day 
worker 

Sunday 
shiftwork 

Public 
holiday - day 
worker and 
non-
continuous 
shiftworker 

Public 
holiday 
shiftwork 

Vehicle industry - Associate 
Diploma/National Advanced 
Diploma - phasing in 
experience - 2 years of 
relevant experience 

$33.29 $49.94 $41.61 $66.58 $66.58 $83.23 $83.23 

Vehicle industry - Associate 
Diploma/National Advanced 
Diploma - phasing in 
experience - 3 years of 
relevant experience 

$34.79 $52.19 $43.49 $69.58 $69.58 $86.98 $86.98 

Vehicle industry - Associate 
Diploma/National Advanced 
Diploma - phasing in 
experience - 4 years of 
relevant experience 

$37.41 $56.12 $46.76 $74.82 $74.82 $93.53 $93.53 

Vehicle industry - Completed 
Diploma of Engineering - 1st 
year after completion of 
apprenticeship 

$32.89 $49.34 $41.11 $65.78 $65.78 $82.23 $82.23 

Table 2 of 4 

Classification Overtime - 
Monday to 
Friday - first 
3 hours 

Overtime - 
Monday to 
Friday - after 
3 hours 

Overtime - 
Saturday - 
first 3 hours - 
day worker 

Overtime - 
Saturday - 
after 3 hours 
- day worker 

Overtime - 
Sunday 

Overtime - 
continuous 
shiftworker - 
first 3 hours 

Overtime - 
continuous 
shiftworker - 
after 3 hours 

V1 - Vehicle 
industry/production level 1 

$38.12 $50.82 $38.12 $50.82 $50.82 $38.12 $50.82 

V2 - Vehicle 
industry/production level 2 

$39.23 $52.30 $39.23 $52.30 $52.30 $39.23 $52.30 

V3 - Vehicle 
industry/production level 3 

$40.73 $54.30 $40.73 $54.30 $54.30 $40.73 $54.30 
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Classification Overtime - 
Monday to 
Friday - first 
3 hours 

Overtime - 
Monday to 
Friday - after 
3 hours 

Overtime - 
Saturday - 
first 3 hours - 
day worker 

Overtime - 
Saturday - 
after 3 hours 
- day worker 

Overtime - 
Sunday 

Overtime - 
continuous 
shiftworker - 
first 3 hours 

Overtime - 
continuous 
shiftworker - 
after 3 hours 

V4 - Vehicle 
industry/production level 4 

$42.12 $56.16 $42.12 $56.16 $56.16 $42.12 $56.16 

V5 - Vehicle industry 
tradesperson level I 

$44.39 $59.18 $44.39 $59.18 $59.18 $44.39 $59.18 

V5 - Vehicle industry 
production systems employee 
level 5 

$44.39 $59.18 $44.39 $59.18 $59.18 $44.39 $59.18 

V6 - Vehicle industry 
tradesperson level II 

$45.77 $61.02 $45.77 $61.02 $61.02 $45.77 $61.02 

V6 - Vehicle industry 
technician level I 

$45.77 $61.02 $45.77 $61.02 $61.02 $45.77 $61.02 

V7 - Vehicle industry 
tradesperson level III 

$47.18 $62.90 $47.18 $62.90 $62.90 $47.18 $62.90 

V7 - Vehicle industry 
technician level II 

$47.18 $62.90 $47.18 $62.90 $62.90 $47.18 $62.90 

V8 - Vehicle industry 
tradesperson level IV 

$48.57 $64.76 $48.57 $64.76 $64.76 $48.57 $64.76 

V8 - Vehicle industry 
technician level III 

$48.57 $64.76 $48.57 $64.76 $64.76 $48.57 $64.76 

V8 - Vehicle industry 
automotive developer level I 

$48.57 $64.76 $48.57 $64.76 $64.76 $48.57 $64.76 

V9 - Vehicle industry 
tradesperson level V 

$50.90 $67.86 $50.90 $67.86 $67.86 $50.90 $67.86 

V9 - Vehicle industry 
technician level IV 

$50.90 $67.86 $50.90 $67.86 $67.86 $50.90 $67.86 

V10 - Vehicle industry 
tradesperson level VI 

$51.92 $69.22 $51.92 $69.22 $69.22 $51.92 $69.22 

V10 - Vehicle industry 
technician level V 

$51.92 $69.22 $51.92 $69.22 $69.22 $51.92 $69.22 

V10 - Vehicle industry 
automotive developer level II 

$51.92 $69.22 $51.92 $69.22 $69.22 $51.92 $69.22 

V11 - Vehicle industry 
engineering associate level I 

$53.33 $71.10 $53.33 $71.10 $71.10 $53.33 $71.10 
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Classification Overtime - 
Monday to 
Friday - first 
3 hours 

Overtime - 
Monday to 
Friday - after 
3 hours 

Overtime - 
Saturday - 
first 3 hours - 
day worker 

Overtime - 
Saturday - 
after 3 hours 
- day worker 

Overtime - 
Sunday 

Overtime - 
continuous 
shiftworker - 
first 3 hours 

Overtime - 
continuous 
shiftworker - 
after 3 hours 

V12 - Vehicle industry 
engineering associate level II 

$56.12 $74.82 $56.12 $74.82 $74.82 $56.12 $74.82 

V13 - Vehicle industry leading 
technical officer 

$57.51 $76.68 $57.51 $76.68 $76.68 $57.51 $76.68 

V13 - Principal engineering 
supervisor/trainer/co-ordinator 

$57.51 $76.68 $57.51 $76.68 $76.68 $57.51 $76.68 

V14 - Vehicle industry principal 
technical officer 

$60.02 $80.02 $60.02 $80.02 $80.02 $60.02 $80.02 

D1 - Vehicle industry driver 
level I 

$42.69 $56.92 $42.69 $56.92 $56.92 $42.69 $56.92 

D2 - Vehicle industry driver 
level II 

$43.20 $57.60 $43.20 $57.60 $57.60 $43.20 $57.60 

D3 - Vehicle industry driver 
level III 

$43.73 $58.30 $43.73 $58.30 $58.30 $43.73 $58.30 

D4 - Vehicle industry driver 
level IV 

$44.34 $59.12 $44.34 $59.12 $59.12 $44.34 $59.12 

Vehicle industry - technical 
field - without qualification - 0 
years of relevant experience 

$38.00 $50.66 $38.00 $50.66 $50.66 $38.00 $50.66 

Vehicle industry - technical 
field - without qualification - 1 
year of relevant experience 

$40.28 $53.70 $40.28 $53.70 $53.70 $40.28 $53.70 

Vehicle industry - technical 
field - without qualification - 2 
years of relevant experience 

$43.49 $57.98 $43.49 $57.98 $57.98 $43.49 $57.98 

Vehicle industry - technical 
field - without qualification - 3 
years of relevant experience 

$45.77 $61.02 $45.77 $61.02 $61.02 $45.77 $61.02 

Vehicle industry - Advanced 
Certificate/National Diploma - 
phasing in experience - 0 
years of relevant experience 

$39.99 $53.32 $39.99 $53.32 $53.32 $39.99 $53.32 
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Classification Overtime - 
Monday to 
Friday - first 
3 hours 

Overtime - 
Monday to 
Friday - after 
3 hours 

Overtime - 
Saturday - 
first 3 hours - 
day worker 

Overtime - 
Saturday - 
after 3 hours 
- day worker 

Overtime - 
Sunday 

Overtime - 
continuous 
shiftworker - 
first 3 hours 

Overtime - 
continuous 
shiftworker - 
after 3 hours 

Vehicle industry - Advanced 
Certificate/National Diploma - 
phasing in experience - 1 year 
of relevant experience 

$44.15 $58.86 $44.15 $58.86 $58.86 $44.15 $58.86 

Vehicle industry - Advanced 
Certificate/National Diploma - 
phasing in experience - 2 
years of relevant experience 

$49.86 $66.48 $49.86 $66.48 $66.48 $49.86 $66.48 

Vehicle industry - Advanced 
Certificate/National Diploma - 
phasing in experience - 3 
years of relevant experience 

$51.92 $69.22 $51.92 $69.22 $69.22 $51.92 $69.22 

Vehicle industry - Associate 
Diploma/National Advanced 
Diploma - phasing in 
experience - 0 years of 
relevant experience 

$40.41 $53.88 $40.41 $53.88 $53.88 $40.41 $53.88 

Vehicle industry - Associate 
Diploma/National Advanced 
Diploma - phasing in 
experience - 1 year of relevant 
experience 

$44.33 $59.10 $44.33 $59.10 $59.10 $44.33 $59.10 

Vehicle industry - Associate 
Diploma/National Advanced 
Diploma - phasing in 
experience - 2 years of 
relevant experience 

$49.94 $66.58 $49.94 $66.58 $66.58 $49.94 $66.58 

Vehicle industry - Associate 
Diploma/National Advanced 
Diploma - phasing in 
experience - 3 years of 
relevant experience 

$52.19 $69.58 $52.19 $69.58 $69.58 $52.19 $69.58 
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Classification Overtime - 
Monday to 
Friday - first 
3 hours 

Overtime - 
Monday to 
Friday - after 
3 hours 

Overtime - 
Saturday - 
first 3 hours - 
day worker 

Overtime - 
Saturday - 
after 3 hours 
- day worker 

Overtime - 
Sunday 

Overtime - 
continuous 
shiftworker - 
first 3 hours 

Overtime - 
continuous 
shiftworker - 
after 3 hours 

Vehicle industry - Associate 
Diploma/National Advanced 
Diploma - phasing in 
experience - 4 years of 
relevant experience 

$56.12 $74.82 $56.12 $74.82 $74.82 $56.12 $74.82 

Vehicle industry - Completed 
Diploma of Engineering - 1st 
year after completion of 
apprenticeship 

$49.34 $65.78 $49.34 $65.78 $65.78 $49.34 $65.78 

Table 3 of 4 

Classification Overtime - 
public 
holiday - 
continuous 
shiftworker 

Afternoon 
shift - non-
continuous 
shiftworker - 
starts before 
6pm 

Night shift 
- non-
continuous 
shiftworker 
- starts 
after 6pm 

Afternoon or 
night shift - 
less than 5 
days in a row 
(or 6 days in a 
6 day 
workshop) 

Continuous 
afternoon or 
night shift 

Alternating day 
and afternoon 
shifts - non-
continuous 
shiftworker - 
afternoon shift 
- starts before 
6pm 

Alternating 
day, afternoon 
and night 
shifts - non-
continuous 
shiftworker - 
afternoon and 
night shift 

V1 - Vehicle 
industry/production level 1 

$50.82 $29.98 $33.03 $38.12 $28.59 $28.59 $28.59 

V2 - Vehicle 
industry/production level 2 

$52.30 $30.86 $34.00 $39.23 $29.42 $29.42 $29.42 

V3 - Vehicle 
industry/production level 3 

$54.30 $32.04 $35.30 $40.73 $30.54 $30.54 $30.54 

V4 - Vehicle 
industry/production level 4 

$56.16 $33.13 $36.50 $42.12 $31.59 $31.59 $31.59 

V5 - Vehicle industry 
tradesperson level I 

$59.18 $34.92 $38.47 $44.39 $33.29 $33.29 $33.29 

V5 - Vehicle industry 
production systems employee 
level 5 

$59.18 $34.92 $38.47 $44.39 $33.29 $33.29 $33.29 

V6 - Vehicle industry 
tradesperson level II 

$61.02 $36.00 $39.66 $45.77 $34.32 $34.32 $34.32 
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Classification Overtime - 
public 
holiday - 
continuous 
shiftworker 

Afternoon 
shift - non-
continuous 
shiftworker - 
starts before 
6pm 

Night shift 
- non-
continuous 
shiftworker 
- starts 
after 6pm 

Afternoon or 
night shift - 
less than 5 
days in a row 
(or 6 days in a 
6 day 
workshop) 

Continuous 
afternoon or 
night shift 

Alternating day 
and afternoon 
shifts - non-
continuous 
shiftworker - 
afternoon shift 
- starts before 
6pm 

Alternating 
day, afternoon 
and night 
shifts - non-
continuous 
shiftworker - 
afternoon and 
night shift 

V6 - Vehicle industry 
technician level I 

$61.02 $36.00 $39.66 $45.77 $34.32 $34.32 $34.32 

V7 - Vehicle industry 
tradesperson level III 

$62.90 $37.11 $40.89 $47.18 $35.38 $35.38 $35.38 

V7 - Vehicle industry 
technician level II 

$62.90 $37.11 $40.89 $47.18 $35.38 $35.38 $35.38 

V8 - Vehicle industry 
tradesperson level IV 

$64.76 $38.21 $42.09 $48.57 $36.43 $36.43 $36.43 

V8 - Vehicle industry 
technician level III 

$64.76 $38.21 $42.09 $48.57 $36.43 $36.43 $36.43 

V8 - Vehicle industry 
automotive developer level I 

$64.76 $38.21 $42.09 $48.57 $36.43 $36.43 $36.43 

V9 - Vehicle industry 
tradesperson level V 

$67.86 $40.04 $44.11 $50.90 $38.17 $38.17 $38.17 

V9 - Vehicle industry 
technician level IV 

$67.86 $40.04 $44.11 $50.90 $38.17 $38.17 $38.17 

V10 - Vehicle industry 
tradesperson level VI 

$69.22 $40.84 $44.99 $51.92 $38.94 $38.94 $38.94 

V10 - Vehicle industry 
technician level V 

$69.22 $40.84 $44.99 $51.92 $38.94 $38.94 $38.94 

V10 - Vehicle industry 
automotive developer level II 

$69.22 $40.84 $44.99 $51.92 $38.94 $38.94 $38.94 

V11 - Vehicle industry 
engineering associate level I 

$71.10 $41.95 $46.22 $53.33 $39.99 $39.99 $39.99 

V12 - Vehicle industry 
engineering associate level II 

$74.82 $44.14 $48.63 $56.12 $42.09 $42.09 $42.09 

V13 - Vehicle industry leading 
technical officer 

$76.68 $45.24 $49.84 $57.51 $43.13 $43.13 $43.13 

V13 - Principal engineering 
supervisor/trainer/co-ordinator 

$76.68 $45.24 $49.84 $57.51 $43.13 $43.13 $43.13 
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Classification Overtime - 
public 
holiday - 
continuous 
shiftworker 

Afternoon 
shift - non-
continuous 
shiftworker - 
starts before 
6pm 

Night shift 
- non-
continuous 
shiftworker 
- starts 
after 6pm 

Afternoon or 
night shift - 
less than 5 
days in a row 
(or 6 days in a 
6 day 
workshop) 

Continuous 
afternoon or 
night shift 

Alternating day 
and afternoon 
shifts - non-
continuous 
shiftworker - 
afternoon shift 
- starts before 
6pm 

Alternating 
day, afternoon 
and night 
shifts - non-
continuous 
shiftworker - 
afternoon and 
night shift 

V14 - Vehicle industry principal 
technical officer 

$80.02 $47.21 $52.01 $60.02 $45.01 $45.01 $45.01 

D1 - Vehicle industry driver 
level I 

$56.92 $33.58 $37.00 $42.69 $32.02 $32.02 $32.02 

D2 - Vehicle industry driver 
level II 

$57.60 $33.98 $37.44 $43.20 $32.40 $32.40 $32.40 

D3 - Vehicle industry driver 
level III 

$58.30 $34.40 $37.90 $43.73 $32.79 $32.79 $32.79 

D4 - Vehicle industry driver 
level IV 

$59.12 $34.88 $38.43 $44.34 $33.26 $33.26 $33.26 

Vehicle industry - technical 
field - without qualification - 0 
years of relevant experience 

$50.66 $29.89 $32.93 $38.00 $28.50 $28.50 $28.50 

Vehicle industry - technical 
field - without qualification - 1 
year of relevant experience 

$53.70 $31.68 $34.91 $40.28 $30.21 $30.21 $30.21 

Vehicle industry - technical 
field - without qualification - 2 
years of relevant experience 

$57.98 $34.21 $37.69 $43.49 $32.61 $32.61 $32.61 

Vehicle industry - technical 
field - without qualification - 3 
years of relevant experience 

$61.02 $36.00 $39.66 $45.77 $34.32 $34.32 $34.32 

Vehicle industry - Advanced 
Certificate/National Diploma - 
phasing in experience - 0 
years of relevant experience 

$53.32 $31.46 $34.66 $39.99 $29.99 $29.99 $29.99 

Vehicle industry - Advanced 
Certificate/National Diploma - 
phasing in experience - 1 year 
of relevant experience 

$58.86 $34.73 $38.26 $44.15 $33.11 $33.11 $33.11 
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Classification Overtime - 
public 
holiday - 
continuous 
shiftworker 

Afternoon 
shift - non-
continuous 
shiftworker - 
starts before 
6pm 

Night shift 
- non-
continuous 
shiftworker 
- starts 
after 6pm 

Afternoon or 
night shift - 
less than 5 
days in a row 
(or 6 days in a 
6 day 
workshop) 

Continuous 
afternoon or 
night shift 

Alternating day 
and afternoon 
shifts - non-
continuous 
shiftworker - 
afternoon shift 
- starts before 
6pm 

Alternating 
day, afternoon 
and night 
shifts - non-
continuous 
shiftworker - 
afternoon and 
night shift 

Vehicle industry - Advanced 
Certificate/National Diploma - 
phasing in experience - 2 
years of relevant experience 

$66.48 $39.22 $43.21 $49.86 $37.40 $37.40 $37.40 

Vehicle industry - Advanced 
Certificate/National Diploma - 
phasing in experience - 3 
years of relevant experience 

$69.22 $40.84 $44.99 $51.92 $38.94 $38.94 $38.94 

Vehicle industry - Associate 
Diploma/National Advanced 
Diploma - phasing in 
experience - 0 years of 
relevant experience 

$53.88 $31.79 $35.02 $40.41 $30.31 $30.31 $30.31 

Vehicle industry - Associate 
Diploma/National Advanced 
Diploma - phasing in 
experience - 1 year of relevant 
experience 

$59.10 $34.87 $38.42 $44.33 $33.24 $33.24 $33.24 

Vehicle industry - Associate 
Diploma/National Advanced 
Diploma - phasing in 
experience - 2 years of 
relevant experience 

$66.58 $39.28 $43.28 $49.94 $37.45 $37.45 $37.45 

Vehicle industry - Associate 
Diploma/National Advanced 
Diploma - phasing in 
experience - 3 years of 
relevant experience 

$69.58 $41.05 $45.23 $52.19 $39.14 $39.14 $39.14 
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Classification Overtime - 
public 
holiday - 
continuous 
shiftworker 

Afternoon 
shift - non-
continuous 
shiftworker - 
starts before 
6pm 

Night shift 
- non-
continuous 
shiftworker 
- starts 
after 6pm 

Afternoon or 
night shift - 
less than 5 
days in a row 
(or 6 days in a 
6 day 
workshop) 

Continuous 
afternoon or 
night shift 

Alternating day 
and afternoon 
shifts - non-
continuous 
shiftworker - 
afternoon shift 
- starts before 
6pm 

Alternating 
day, afternoon 
and night 
shifts - non-
continuous 
shiftworker - 
afternoon and 
night shift 

Vehicle industry - Associate 
Diploma/National Advanced 
Diploma - phasing in 
experience - 4 years of 
relevant experience 

$74.82 $44.14 $48.63 $56.12 $42.09 $42.09 $42.09 

Vehicle industry - Completed 
Diploma of Engineering - 1st 
year after completion of 
apprenticeship 

$65.78 $38.81 $42.76 $49.34 $37.00 $37.00 $37.00 

Table 4 of 4 

Classification Alternating day 
and night shifts - 
non-continuous 
shiftworker - 
night shift - 
starts after 6pm 

Alternating 
night and 
afternoon 
shifts - non-
continuous 
shiftworker 

Ship trials 
at wharf - 
technical 
field 

Ship trials in 
harbour or at 
sea - 
technical 
field 

Working 
through a 
meal break 
- Other 

Working 
through a 
meal break 
- Saturday 
or Sunday 

Working through 
a meal break - 
employee 
entitled to 30% 
loading (night 
shift only) 

V1 - Vehicle 
industry/production level 1 

$28.59 $29.98 $31.76 $38.12 $38.12 $50.82 $45.74 

V2 - Vehicle 
industry/production level 2 

$29.42 $30.86 $32.69 $39.23 $39.23 $52.30 $47.07 

V3 - Vehicle 
industry/production level 3 

$30.54 $32.04 $33.94 $40.73 $40.73 $54.30 $48.87 

V4 - Vehicle 
industry/production level 4 

$31.59 $33.13 $35.10 $42.12 $42.12 $56.16 $50.54 

V5 - Vehicle industry 
tradesperson level I 

$33.29 $34.92 $36.99 $44.39 $44.39 $59.18 $53.26 

V5 - Vehicle industry 
production systems employee 
level 5 

$33.29 $34.92 $36.99 $44.39 $44.39 $59.18 $53.26 
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Classification Alternating day 
and night shifts - 
non-continuous 
shiftworker - 
night shift - 
starts after 6pm 

Alternating 
night and 
afternoon 
shifts - non-
continuous 
shiftworker 

Ship trials 
at wharf - 
technical 
field 

Ship trials in 
harbour or at 
sea - 
technical 
field 

Working 
through a 
meal break 
- Other 

Working 
through a 
meal break 
- Saturday 
or Sunday 

Working through 
a meal break - 
employee 
entitled to 30% 
loading (night 
shift only) 

V6 - Vehicle industry 
tradesperson level II 

$34.32 $36.00 $38.14 $45.77 $45.77 $61.02 $54.92 

V6 - Vehicle industry 
technician level I 

$34.32 $36.00 $38.14 $45.77 $45.77 $61.02 $54.92 

V7 - Vehicle industry 
tradesperson level III 

$35.38 $37.11 $39.31 $47.18 $47.18 $62.90 $56.61 

V7 - Vehicle industry 
technician level II 

$35.38 $37.11 $39.31 $47.18 $47.18 $62.90 $56.61 

V8 - Vehicle industry 
tradesperson level IV 

$36.43 $38.21 $40.48 $48.57 $48.57 $64.76 $58.28 

V8 - Vehicle industry 
technician level III 

$36.43 $38.21 $40.48 $48.57 $48.57 $64.76 $58.28 

V8 - Vehicle industry 
automotive developer level I 

$36.43 $38.21 $40.48 $48.57 $48.57 $64.76 $58.28 

V9 - Vehicle industry 
tradesperson level V 

$38.17 $40.04 $42.41 $50.90 $50.90 $67.86 $61.07 

V9 - Vehicle industry 
technician level IV 

$38.17 $40.04 $42.41 $50.90 $50.90 $67.86 $61.07 

V10 - Vehicle industry 
tradesperson level VI 

$38.94 $40.84 $43.26 $51.92 $51.92 $69.22 $62.30 

V10 - Vehicle industry 
technician level V 

$38.94 $40.84 $43.26 $51.92 $51.92 $69.22 $62.30 

V10 - Vehicle industry 
automotive developer level II 

$38.94 $40.84 $43.26 $51.92 $51.92 $69.22 $62.30 

V11 - Vehicle industry 
engineering associate level I 

$39.99 $41.95 $44.44 $53.33 $53.33 $71.10 $63.99 

V12 - Vehicle industry 
engineering associate level II 

$42.09 $44.14 $46.76 $56.12 $56.12 $74.82 $67.34 

V13 - Vehicle industry leading 
technical officer 

$43.13 $45.24 $47.93 $57.51 $57.51 $76.68 $69.01 

V13 - Principal engineering 
supervisor/trainer/co-ordinator 

$43.13 $45.24 $47.93 $57.51 $57.51 $76.68 $69.01 
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Classification Alternating day 
and night shifts - 
non-continuous 
shiftworker - 
night shift - 
starts after 6pm 

Alternating 
night and 
afternoon 
shifts - non-
continuous 
shiftworker 

Ship trials 
at wharf - 
technical 
field 

Ship trials in 
harbour or at 
sea - 
technical 
field 

Working 
through a 
meal break 
- Other 

Working 
through a 
meal break 
- Saturday 
or Sunday 

Working through 
a meal break - 
employee 
entitled to 30% 
loading (night 
shift only) 

V14 - Vehicle industry 
principal technical officer 

$45.01 $47.21 $50.01 $60.02 $60.02 $80.02 $72.02 

D1 - Vehicle industry driver 
level I 

$32.02 $33.58 $35.58 $42.69 $42.69 $56.92 $51.23 

D2 - Vehicle industry driver 
level II 

$32.40 $33.98 $36.00 $43.20 $43.20 $57.60 $51.84 

D3 - Vehicle industry driver 
level III 

$32.79 $34.40 $36.44 $43.73 $43.73 $58.30 $52.47 

D4 - Vehicle industry driver 
level IV 

$33.26 $34.88 $36.95 $44.34 $44.34 $59.12 $53.21 

Vehicle industry - technical 
field - without qualification - 0 
years of relevant experience 

$28.50 $29.89 $31.66 $38.00 $38.00 $50.66 $45.59 

Vehicle industry - technical 
field - without qualification - 1 
year of relevant experience 

$30.21 $31.68 $33.56 $40.28 $40.28 $53.70 $48.33 

Vehicle industry - technical 
field - without qualification - 2 
years of relevant experience 

$32.61 $34.21 $36.24 $43.49 $43.49 $57.98 $52.18 

Vehicle industry - technical 
field - without qualification - 3 
years of relevant experience 

$34.32 $36.00 $38.14 $45.77 $45.77 $61.02 $54.92 

Vehicle industry - Advanced 
Certificate/National Diploma - 
phasing in experience - 0 
years of relevant experience 

$29.99 $31.46 $33.33 $39.99 $39.99 $53.32 $47.99 

Vehicle industry - Advanced 
Certificate/National Diploma - 
phasing in experience - 1 year 
of relevant experience 

$33.11 $34.73 $36.79 $44.15 $44.15 $58.86 $52.97 
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Classification Alternating day 
and night shifts - 
non-continuous 
shiftworker - 
night shift - 
starts after 6pm 

Alternating 
night and 
afternoon 
shifts - non-
continuous 
shiftworker 

Ship trials 
at wharf - 
technical 
field 

Ship trials in 
harbour or at 
sea - 
technical 
field 

Working 
through a 
meal break 
- Other 

Working 
through a 
meal break 
- Saturday 
or Sunday 

Working through 
a meal break - 
employee 
entitled to 30% 
loading (night 
shift only) 

Vehicle industry - Advanced 
Certificate/National Diploma - 
phasing in experience - 2 
years of relevant experience 

$37.40 $39.22 $41.55 $49.86 $49.86 $66.48 $59.83 

Vehicle industry - Advanced 
Certificate/National Diploma - 
phasing in experience - 3 
years of relevant experience 

$38.94 $40.84 $43.26 $51.92 $51.92 $69.22 $62.30 

Vehicle industry - Associate 
Diploma/National Advanced 
Diploma - phasing in 
experience - 0 years of 
relevant experience 

$30.31 $31.79 $33.68 $40.41 $40.41 $53.88 $48.49 

Vehicle industry - Associate 
Diploma/National Advanced 
Diploma - phasing in 
experience - 1 year of relevant 
experience 

$33.24 $34.87 $36.94 $44.33 $44.33 $59.10 $53.19 

Vehicle industry - Associate 
Diploma/National Advanced 
Diploma - phasing in 
experience - 2 years of 
relevant experience 

$37.45 $39.28 $41.61 $49.94 $49.94 $66.58 $59.92 

Vehicle industry - Associate 
Diploma/National Advanced 
Diploma - phasing in 
experience - 3 years of 
relevant experience 

$39.14 $41.05 $43.49 $52.19 $52.19 $69.58 $62.62 
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Classification Alternating day 
and night shifts - 
non-continuous 
shiftworker - 
night shift - 
starts after 6pm 

Alternating 
night and 
afternoon 
shifts - non-
continuous 
shiftworker 

Ship trials 
at wharf - 
technical 
field 

Ship trials in 
harbour or at 
sea - 
technical 
field 

Working 
through a 
meal break 
- Other 

Working 
through a 
meal break 
- Saturday 
or Sunday 

Working through 
a meal break - 
employee 
entitled to 30% 
loading (night 
shift only) 

Vehicle industry - Associate 
Diploma/National Advanced 
Diploma - phasing in 
experience - 4 years of 
relevant experience 

$42.09 $44.14 $46.76 $56.12 $56.12 $74.82 $67.34 

Vehicle industry - Completed 
Diploma of Engineering - 1st 
year after completion of 
apprenticeship 

$37.00 $38.81 $41.11 $49.34 $49.34 $65.78 $59.20 
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Adult - Vehicle manufacturing - Technical field - Casual - Receiving annual leave 

Table 1 of 4 

Classification Hourly pay 
rate 

Saturday 
(agreement 
to work 
ordinary 
hours) day 
worker 

Saturday 
shiftwork 

Sunday 
(agreement 
to work 
ordinary 
hours) day 
worker 

Sunday 
shiftwork 

Public 
holiday - day 
worker and 
non-
continuous 
shiftworker 

Public 
holiday 
shiftwork 

V1 - Vehicle 
industry/production level 1 

$23.89 $35.84 $29.86 $47.78 $47.78 $59.73 $59.73 

V2 - Vehicle 
industry/production level 2 

$24.58 $36.87 $30.73 $49.16 $49.16 $61.45 $61.45 

V3 - Vehicle 
industry/production level 3 

$25.52 $38.28 $31.90 $51.04 $51.04 $63.80 $63.80 

V4 - Vehicle 
industry/production level 4 

$26.39 $39.59 $32.99 $52.78 $52.78 $65.98 $65.98 

V5 - Vehicle industry 
tradesperson level I 

$27.81 $41.72 $34.76 $55.62 $55.62 $69.53 $69.53 

V5 - Vehicle industry 
production systems employee 
level 5 

$27.81 $41.72 $34.76 $55.62 $55.62 $69.53 $69.53 

V6 - Vehicle industry 
tradesperson level II 

$28.68 $43.02 $35.85 $57.36 $57.36 $71.70 $71.70 

V6 - Vehicle industry 
technician level I 

$28.68 $43.02 $35.85 $57.36 $57.36 $71.70 $71.70 

V7 - Vehicle industry 
tradesperson level III 

$29.56 $44.34 $36.95 $59.12 $59.12 $73.90 $73.90 

V7 - Vehicle industry 
technician level II 

$29.56 $44.34 $36.95 $59.12 $59.12 $73.90 $73.90 

V8 - Vehicle industry 
tradesperson level IV 

$30.43 $45.65 $38.04 $60.86 $60.86 $76.08 $76.08 

V8 - Vehicle industry 
technician level III 

$30.43 $45.65 $38.04 $60.86 $60.86 $76.08 $76.08 

V8 - Vehicle industry 
automotive developer level I 

$30.43 $45.65 $38.04 $60.86 $60.86 $76.08 $76.08 

V9 - Vehicle industry 
tradesperson level V 

$31.89 $47.84 $39.86 $63.78 $63.78 $79.73 $79.73 
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Classification Hourly pay 
rate 

Saturday 
(agreement 
to work 
ordinary 
hours) day 
worker 

Saturday 
shiftwork 

Sunday 
(agreement 
to work 
ordinary 
hours) day 
worker 

Sunday 
shiftwork 

Public 
holiday - day 
worker and 
non-
continuous 
shiftworker 

Public 
holiday 
shiftwork 

V9 - Vehicle industry 
technician level IV 

$31.89 $47.84 $39.86 $63.78 $63.78 $79.73 $79.73 

V10 - Vehicle industry 
tradesperson level VI 

$32.54 $48.81 $40.68 $65.08 $65.08 $81.35 $81.35 

V10 - Vehicle industry 
technician level V 

$32.54 $48.81 $40.68 $65.08 $65.08 $81.35 $81.35 

V10 - Vehicle industry 
automotive developer level II 

$32.54 $48.81 $40.68 $65.08 $65.08 $81.35 $81.35 

V11 - Vehicle industry 
engineering associate level I 

$33.42 $50.13 $41.78 $66.84 $66.84 $83.55 $83.55 

V12 - Vehicle industry 
engineering associate level II 

$35.17 $52.76 $43.96 $70.34 $70.34 $87.93 $87.93 

V13 - Vehicle industry leading 
technical officer 

$36.04 $54.06 $45.05 $72.08 $72.08 $90.10 $90.10 

V13 - Principal engineering 
supervisor/trainer/co-ordinator 

$36.04 $54.06 $45.05 $72.08 $72.08 $90.10 $90.10 

V14 - Vehicle industry principal 
technical officer 

$37.61 $56.42 $47.01 $75.22 $75.22 $94.03 $94.03 

D1 - Vehicle industry driver 
level I 

$26.75 $40.13 $33.44 $53.50 $53.50 $66.88 $66.88 

D2 - Vehicle industry driver 
level II 

$27.07 $40.61 $33.84 $54.14 $54.14 $67.68 $67.68 

D3 - Vehicle industry driver 
level III 

$27.40 $41.10 $34.25 $54.80 $54.80 $68.50 $68.50 

D4 - Vehicle industry driver 
level IV 

$27.79 $41.69 $34.74 $55.58 $55.58 $69.48 $69.48 

Vehicle industry - technical 
field - without qualification - 0 
years of relevant experience 

$23.81 $35.72 $29.76 $47.62 $47.62 $59.53 $59.53 

Vehicle industry - technical 
field - without qualification - 1 
year of relevant experience 

$25.24 $37.86 $31.55 $50.48 $50.48 $63.10 $63.10 
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Classification Hourly pay 
rate 

Saturday 
(agreement 
to work 
ordinary 
hours) day 
worker 

Saturday 
shiftwork 

Sunday 
(agreement 
to work 
ordinary 
hours) day 
worker 

Sunday 
shiftwork 

Public 
holiday - day 
worker and 
non-
continuous 
shiftworker 

Public 
holiday 
shiftwork 

Vehicle industry - technical 
field - without qualification - 2 
years of relevant experience 

$27.25 $40.88 $34.06 $54.50 $54.50 $68.13 $68.13 

Vehicle industry - technical 
field - without qualification - 3 
years of relevant experience 

$28.68 $43.02 $35.85 $57.36 $57.36 $71.70 $71.70 

Vehicle industry - Advanced 
Certificate/National Diploma - 
phasing in experience - 0 
years of relevant experience 

$25.06 $37.59 $31.33 $50.12 $50.12 $62.65 $62.65 

Vehicle industry - Advanced 
Certificate/National Diploma - 
phasing in experience - 1 year 
of relevant experience 

$27.66 $41.49 $34.58 $55.32 $55.32 $69.15 $69.15 

Vehicle industry - Advanced 
Certificate/National Diploma - 
phasing in experience - 2 
years of relevant experience 

$31.24 $46.86 $39.05 $62.48 $62.48 $78.10 $78.10 

Vehicle industry - Advanced 
Certificate/National Diploma - 
phasing in experience - 3 
years of relevant experience 

$32.54 $48.81 $40.68 $65.08 $65.08 $81.35 $81.35 

Vehicle industry - Associate 
Diploma/National Advanced 
Diploma - phasing in 
experience - 0 years of 
relevant experience 

$25.32 $37.98 $31.65 $50.64 $50.64 $63.30 $63.30 

Vehicle industry - Associate 
Diploma/National Advanced 
Diploma - phasing in 
experience - 1 year of relevant 
experience 

$27.78 $41.67 $34.73 $55.56 $55.56 $69.45 $69.45 
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Classification Hourly pay 
rate 

Saturday 
(agreement 
to work 
ordinary 
hours) day 
worker 

Saturday 
shiftwork 

Sunday 
(agreement 
to work 
ordinary 
hours) day 
worker 

Sunday 
shiftwork 

Public 
holiday - day 
worker and 
non-
continuous 
shiftworker 

Public 
holiday 
shiftwork 

Vehicle industry - Associate 
Diploma/National Advanced 
Diploma - phasing in 
experience - 2 years of 
relevant experience 

$31.29 $46.94 $39.11 $62.58 $62.58 $78.23 $78.23 

Vehicle industry - Associate 
Diploma/National Advanced 
Diploma - phasing in 
experience - 3 years of 
relevant experience 

$32.70 $49.05 $40.88 $65.40 $65.40 $81.75 $81.75 

Vehicle industry - Associate 
Diploma/National Advanced 
Diploma - phasing in 
experience - 4 years of 
relevant experience 

$35.17 $52.76 $43.96 $70.34 $70.34 $87.93 $87.93 

Vehicle industry - Completed 
Diploma of Engineering - 1st 
year after completion of 
apprenticeship 

$30.91 $46.37 $38.64 $61.82 $61.82 $77.28 $77.28 

Table 2 of 4 

Classification Overtime - 
Monday to 
Friday - first 
3 hours 

Overtime - 
Monday to 
Friday - after 
3 hours 

Overtime - 
Saturday - 
first 3 hours - 
day worker 

Overtime - 
Saturday - 
after 3 hours 
- day worker 

Overtime - 
Sunday 

Overtime - 
continuous 
shiftworker - 
first 3 hours 

Overtime - 
continuous 
shiftworker - 
after 3 hours 

V1 - Vehicle 
industry/production level 1 

$35.84 $47.78 $35.84 $47.78 $47.78 $35.84 $47.78 

V2 - Vehicle 
industry/production level 2 

$36.87 $49.16 $36.87 $49.16 $49.16 $36.87 $49.16 

V3 - Vehicle 
industry/production level 3 

$38.28 $51.04 $38.28 $51.04 $51.04 $38.28 $51.04 
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Classification Overtime - 
Monday to 
Friday - first 
3 hours 

Overtime - 
Monday to 
Friday - after 
3 hours 

Overtime - 
Saturday - 
first 3 hours - 
day worker 

Overtime - 
Saturday - 
after 3 hours 
- day worker 

Overtime - 
Sunday 

Overtime - 
continuous 
shiftworker - 
first 3 hours 

Overtime - 
continuous 
shiftworker - 
after 3 hours 

V4 - Vehicle 
industry/production level 4 

$39.59 $52.78 $39.59 $52.78 $52.78 $39.59 $52.78 

V5 - Vehicle industry 
tradesperson level I 

$41.72 $55.62 $41.72 $55.62 $55.62 $41.72 $55.62 

V5 - Vehicle industry 
production systems employee 
level 5 

$41.72 $55.62 $41.72 $55.62 $55.62 $41.72 $55.62 

V6 - Vehicle industry 
tradesperson level II 

$43.02 $57.36 $43.02 $57.36 $57.36 $43.02 $57.36 

V6 - Vehicle industry 
technician level I 

$43.02 $57.36 $43.02 $57.36 $57.36 $43.02 $57.36 

V7 - Vehicle industry 
tradesperson level III 

$44.34 $59.12 $44.34 $59.12 $59.12 $44.34 $59.12 

V7 - Vehicle industry 
technician level II 

$44.34 $59.12 $44.34 $59.12 $59.12 $44.34 $59.12 

V8 - Vehicle industry 
tradesperson level IV 

$45.65 $60.86 $45.65 $60.86 $60.86 $45.65 $60.86 

V8 - Vehicle industry 
technician level III 

$45.65 $60.86 $45.65 $60.86 $60.86 $45.65 $60.86 

V8 - Vehicle industry 
automotive developer level I 

$45.65 $60.86 $45.65 $60.86 $60.86 $45.65 $60.86 

V9 - Vehicle industry 
tradesperson level V 

$47.84 $63.78 $47.84 $63.78 $63.78 $47.84 $63.78 

V9 - Vehicle industry 
technician level IV 

$47.84 $63.78 $47.84 $63.78 $63.78 $47.84 $63.78 

V10 - Vehicle industry 
tradesperson level VI 

$48.81 $65.08 $48.81 $65.08 $65.08 $48.81 $65.08 

V10 - Vehicle industry 
technician level V 

$48.81 $65.08 $48.81 $65.08 $65.08 $48.81 $65.08 

V10 - Vehicle industry 
automotive developer level II 

$48.81 $65.08 $48.81 $65.08 $65.08 $48.81 $65.08 

V11 - Vehicle industry 
engineering associate level I 

$50.13 $66.84 $50.13 $66.84 $66.84 $50.13 $66.84 
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Classification Overtime - 
Monday to 
Friday - first 
3 hours 

Overtime - 
Monday to 
Friday - after 
3 hours 

Overtime - 
Saturday - 
first 3 hours - 
day worker 

Overtime - 
Saturday - 
after 3 hours 
- day worker 

Overtime - 
Sunday 

Overtime - 
continuous 
shiftworker - 
first 3 hours 

Overtime - 
continuous 
shiftworker - 
after 3 hours 

V12 - Vehicle industry 
engineering associate level II 

$52.76 $70.34 $52.76 $70.34 $70.34 $52.76 $70.34 

V13 - Vehicle industry leading 
technical officer 

$54.06 $72.08 $54.06 $72.08 $72.08 $54.06 $72.08 

V13 - Principal engineering 
supervisor/trainer/co-ordinator 

$54.06 $72.08 $54.06 $72.08 $72.08 $54.06 $72.08 

V14 - Vehicle industry principal 
technical officer 

$56.42 $75.22 $56.42 $75.22 $75.22 $56.42 $75.22 

D1 - Vehicle industry driver 
level I 

$40.13 $53.50 $40.13 $53.50 $53.50 $40.13 $53.50 

D2 - Vehicle industry driver 
level II 

$40.61 $54.14 $40.61 $54.14 $54.14 $40.61 $54.14 

D3 - Vehicle industry driver 
level III 

$41.10 $54.80 $41.10 $54.80 $54.80 $41.10 $54.80 

D4 - Vehicle industry driver 
level IV 

$41.69 $55.58 $41.69 $55.58 $55.58 $41.69 $55.58 

Vehicle industry - technical 
field - without qualification - 0 
years of relevant experience 

$35.72 $47.62 $35.72 $47.62 $47.62 $35.72 $47.62 

Vehicle industry - technical 
field - without qualification - 1 
year of relevant experience 

$37.86 $50.48 $37.86 $50.48 $50.48 $37.86 $50.48 

Vehicle industry - technical 
field - without qualification - 2 
years of relevant experience 

$40.88 $54.50 $40.88 $54.50 $54.50 $40.88 $54.50 

Vehicle industry - technical 
field - without qualification - 3 
years of relevant experience 

$43.02 $57.36 $43.02 $57.36 $57.36 $43.02 $57.36 

Vehicle industry - Advanced 
Certificate/National Diploma - 
phasing in experience - 0 
years of relevant experience 

$37.59 $50.12 $37.59 $50.12 $50.12 $37.59 $50.12 
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Classification Overtime - 
Monday to 
Friday - first 
3 hours 

Overtime - 
Monday to 
Friday - after 
3 hours 

Overtime - 
Saturday - 
first 3 hours - 
day worker 

Overtime - 
Saturday - 
after 3 hours 
- day worker 

Overtime - 
Sunday 

Overtime - 
continuous 
shiftworker - 
first 3 hours 

Overtime - 
continuous 
shiftworker - 
after 3 hours 

Vehicle industry - Advanced 
Certificate/National Diploma - 
phasing in experience - 1 year 
of relevant experience 

$41.49 $55.32 $41.49 $55.32 $55.32 $41.49 $55.32 

Vehicle industry - Advanced 
Certificate/National Diploma - 
phasing in experience - 2 
years of relevant experience 

$46.86 $62.48 $46.86 $62.48 $62.48 $46.86 $62.48 

Vehicle industry - Advanced 
Certificate/National Diploma - 
phasing in experience - 3 
years of relevant experience 

$48.81 $65.08 $48.81 $65.08 $65.08 $48.81 $65.08 

Vehicle industry - Associate 
Diploma/National Advanced 
Diploma - phasing in 
experience - 0 years of 
relevant experience 

$37.98 $50.64 $37.98 $50.64 $50.64 $37.98 $50.64 

Vehicle industry - Associate 
Diploma/National Advanced 
Diploma - phasing in 
experience - 1 year of relevant 
experience 

$41.67 $55.56 $41.67 $55.56 $55.56 $41.67 $55.56 

Vehicle industry - Associate 
Diploma/National Advanced 
Diploma - phasing in 
experience - 2 years of 
relevant experience 

$46.94 $62.58 $46.94 $62.58 $62.58 $46.94 $62.58 

Vehicle industry - Associate 
Diploma/National Advanced 
Diploma - phasing in 
experience - 3 years of 
relevant experience 

$49.05 $65.40 $49.05 $65.40 $65.40 $49.05 $65.40 
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Classification Overtime - 
Monday to 
Friday - first 
3 hours 

Overtime - 
Monday to 
Friday - after 
3 hours 

Overtime - 
Saturday - 
first 3 hours - 
day worker 

Overtime - 
Saturday - 
after 3 hours 
- day worker 

Overtime - 
Sunday 

Overtime - 
continuous 
shiftworker - 
first 3 hours 

Overtime - 
continuous 
shiftworker - 
after 3 hours 

Vehicle industry - Associate 
Diploma/National Advanced 
Diploma - phasing in 
experience - 4 years of 
relevant experience 

$52.76 $70.34 $52.76 $70.34 $70.34 $52.76 $70.34 

Vehicle industry - Completed 
Diploma of Engineering - 1st 
year after completion of 
apprenticeship 

$46.37 $61.82 $46.37 $61.82 $61.82 $46.37 $61.82 

Table 3 of 4 

Classification Overtime - 
public 
holiday - 
continuous 
shiftworker 

Afternoon 
shift - non-
continuous 
shiftworker 
- starts 
before 6pm 

Night shift - 
non-
continuous 
shiftworker - 
starts after 
6pm 

Afternoon or 
night shift - 
less than 5 
days in a row 
(or 6 days in 
a 6 day 
workshop) 

Continuous 
afternoon or 
night shift 

Alternating day 
and afternoon 
shifts - non-
continuous 
shiftworker - 
afternoon shift 
- starts before 
6pm 

Alternating day, 
afternoon and 
night shifts - 
non-continuous 
shiftworker - 
afternoon and 
night shift 

V1 - Vehicle 
industry/production level 1 

$47.78 $28.19 $31.06 $35.84 $26.88 $26.88 $26.88 

V2 - Vehicle 
industry/production level 2 

$49.16 $29.00 $31.95 $36.87 $27.65 $27.65 $27.65 

V3 - Vehicle 
industry/production level 3 

$51.04 $30.11 $33.18 $38.28 $28.71 $28.71 $28.71 

V4 - Vehicle 
industry/production level 4 

$52.78 $31.14 $34.31 $39.59 $29.69 $29.69 $29.69 

V5 - Vehicle industry 
tradesperson level I 

$55.62 $32.82 $36.15 $41.72 $31.29 $31.29 $31.29 

V5 - Vehicle industry 
production systems employee 
level 5 

$55.62 $32.82 $36.15 $41.72 $31.29 $31.29 $31.29 

V6 - Vehicle industry 
tradesperson level II 

$57.36 $33.84 $37.28 $43.02 $32.27 $32.27 $32.27 
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Classification Overtime - 
public 
holiday - 
continuous 
shiftworker 

Afternoon 
shift - non-
continuous 
shiftworker 
- starts 
before 6pm 

Night shift - 
non-
continuous 
shiftworker - 
starts after 
6pm 

Afternoon or 
night shift - 
less than 5 
days in a row 
(or 6 days in 
a 6 day 
workshop) 

Continuous 
afternoon or 
night shift 

Alternating day 
and afternoon 
shifts - non-
continuous 
shiftworker - 
afternoon shift 
- starts before 
6pm 

Alternating day, 
afternoon and 
night shifts - 
non-continuous 
shiftworker - 
afternoon and 
night shift 

V6 - Vehicle industry 
technician level I 

$57.36 $33.84 $37.28 $43.02 $32.27 $32.27 $32.27 

V7 - Vehicle industry 
tradesperson level III 

$59.12 $34.88 $38.43 $44.34 $33.26 $33.26 $33.26 

V7 - Vehicle industry 
technician level II 

$59.12 $34.88 $38.43 $44.34 $33.26 $33.26 $33.26 

V8 - Vehicle industry 
tradesperson level IV 

$60.86 $35.91 $39.56 $45.65 $34.23 $34.23 $34.23 

V8 - Vehicle industry 
technician level III 

$60.86 $35.91 $39.56 $45.65 $34.23 $34.23 $34.23 

V8 - Vehicle industry 
automotive developer level I 

$60.86 $35.91 $39.56 $45.65 $34.23 $34.23 $34.23 

V9 - Vehicle industry 
tradesperson level V 

$63.78 $37.63 $41.46 $47.84 $35.88 $35.88 $35.88 

V9 - Vehicle industry 
technician level IV 

$63.78 $37.63 $41.46 $47.84 $35.88 $35.88 $35.88 

V10 - Vehicle industry 
tradesperson level VI 

$65.08 $38.40 $42.30 $48.81 $36.61 $36.61 $36.61 

V10 - Vehicle industry 
technician level V 

$65.08 $38.40 $42.30 $48.81 $36.61 $36.61 $36.61 

V10 - Vehicle industry 
automotive developer level II 

$65.08 $38.40 $42.30 $48.81 $36.61 $36.61 $36.61 

V11 - Vehicle industry 
engineering associate level I 

$66.84 $39.44 $43.45 $50.13 $37.60 $37.60 $37.60 

V12 - Vehicle industry 
engineering associate level II 

$70.34 $41.50 $45.72 $52.76 $39.57 $39.57 $39.57 

V13 - Vehicle industry leading 
technical officer 

$72.08 $42.53 $46.85 $54.06 $40.55 $40.55 $40.55 

V13 - Principal engineering 
supervisor/trainer/co-ordinator 

$72.08 $42.53 $46.85 $54.06 $40.55 $40.55 $40.55 
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Classification Overtime - 
public 
holiday - 
continuous 
shiftworker 

Afternoon 
shift - non-
continuous 
shiftworker 
- starts 
before 6pm 

Night shift - 
non-
continuous 
shiftworker - 
starts after 
6pm 

Afternoon or 
night shift - 
less than 5 
days in a row 
(or 6 days in 
a 6 day 
workshop) 

Continuous 
afternoon or 
night shift 

Alternating day 
and afternoon 
shifts - non-
continuous 
shiftworker - 
afternoon shift 
- starts before 
6pm 

Alternating day, 
afternoon and 
night shifts - 
non-continuous 
shiftworker - 
afternoon and 
night shift 

V14 - Vehicle industry principal 
technical officer 

$75.22 $44.38 $48.89 $56.42 $42.31 $42.31 $42.31 

D1 - Vehicle industry driver 
level I 

$53.50 $31.57 $34.78 $40.13 $30.09 $30.09 $30.09 

D2 - Vehicle industry driver 
level II 

$54.14 $31.94 $35.19 $40.61 $30.45 $30.45 $30.45 

D3 - Vehicle industry driver 
level III 

$54.80 $32.33 $35.62 $41.10 $30.83 $30.83 $30.83 

D4 - Vehicle industry driver 
level IV 

$55.58 $32.79 $36.13 $41.69 $31.26 $31.26 $31.26 

Vehicle industry - technical 
field - without qualification - 0 
years of relevant experience 

$47.62 $28.10 $30.95 $35.72 $26.79 $26.79 $26.79 

Vehicle industry - technical 
field - without qualification - 1 
year of relevant experience 

$50.48 $29.78 $32.81 $37.86 $28.40 $28.40 $28.40 

Vehicle industry - technical 
field - without qualification - 2 
years of relevant experience 

$54.50 $32.16 $35.43 $40.88 $30.66 $30.66 $30.66 

Vehicle industry - technical 
field - without qualification - 3 
years of relevant experience 

$57.36 $33.84 $37.28 $43.02 $32.27 $32.27 $32.27 

Vehicle industry - Advanced 
Certificate/National Diploma - 
phasing in experience - 0 
years of relevant experience 

$50.12 $29.57 $32.58 $37.59 $28.19 $28.19 $28.19 

Vehicle industry - Advanced 
Certificate/National Diploma - 
phasing in experience - 1 year 
of relevant experience 

$55.32 $32.64 $35.96 $41.49 $31.12 $31.12 $31.12 
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Classification Overtime - 
public 
holiday - 
continuous 
shiftworker 

Afternoon 
shift - non-
continuous 
shiftworker 
- starts 
before 6pm 

Night shift - 
non-
continuous 
shiftworker - 
starts after 
6pm 

Afternoon or 
night shift - 
less than 5 
days in a row 
(or 6 days in 
a 6 day 
workshop) 

Continuous 
afternoon or 
night shift 

Alternating day 
and afternoon 
shifts - non-
continuous 
shiftworker - 
afternoon shift 
- starts before 
6pm 

Alternating day, 
afternoon and 
night shifts - 
non-continuous 
shiftworker - 
afternoon and 
night shift 

Vehicle industry - Advanced 
Certificate/National Diploma - 
phasing in experience - 2 
years of relevant experience 

$62.48 $36.86 $40.61 $46.86 $35.15 $35.15 $35.15 

Vehicle industry - Advanced 
Certificate/National Diploma - 
phasing in experience - 3 
years of relevant experience 

$65.08 $38.40 $42.30 $48.81 $36.61 $36.61 $36.61 

Vehicle industry - Associate 
Diploma/National Advanced 
Diploma - phasing in 
experience - 0 years of 
relevant experience 

$50.64 $29.88 $32.92 $37.98 $28.49 $28.49 $28.49 

Vehicle industry - Associate 
Diploma/National Advanced 
Diploma - phasing in 
experience - 1 year of relevant 
experience 

$55.56 $32.78 $36.11 $41.67 $31.25 $31.25 $31.25 

Vehicle industry - Associate 
Diploma/National Advanced 
Diploma - phasing in 
experience - 2 years of 
relevant experience 

$62.58 $36.92 $40.68 $46.94 $35.20 $35.20 $35.20 

Vehicle industry - Associate 
Diploma/National Advanced 
Diploma - phasing in 
experience - 3 years of 
relevant experience 

$65.40 $38.59 $42.51 $49.05 $36.79 $36.79 $36.79 
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Classification Overtime - 
public 
holiday - 
continuous 
shiftworker 

Afternoon 
shift - non-
continuous 
shiftworker 
- starts 
before 6pm 

Night shift - 
non-
continuous 
shiftworker - 
starts after 
6pm 

Afternoon or 
night shift - 
less than 5 
days in a row 
(or 6 days in 
a 6 day 
workshop) 

Continuous 
afternoon or 
night shift 

Alternating day 
and afternoon 
shifts - non-
continuous 
shiftworker - 
afternoon shift 
- starts before 
6pm 

Alternating day, 
afternoon and 
night shifts - 
non-continuous 
shiftworker - 
afternoon and 
night shift 

Vehicle industry - Associate 
Diploma/National Advanced 
Diploma - phasing in 
experience - 4 years of 
relevant experience 

$70.34 $41.50 $45.72 $52.76 $39.57 $39.57 $39.57 

Vehicle industry - Completed 
Diploma of Engineering - 1st 
year after completion of 
apprenticeship 

$61.82 $36.47 $40.18 $46.37 $34.77 $34.77 $34.77 

Table 4 of 4 

Classification Alternating day 
and night shifts - 
non-continuous 
shiftworker - 
night shift - 
starts after 6pm 

Alternating 
night and 
afternoon 
shifts - non-
continuous 
shiftworker 

Ship trials at 
wharf - 
technical 
field 

Ship trials in 
harbour or at 
sea - 
technical 
field 

Working 
through a 
meal break - 
Other 

Working 
through a 
meal break 
- Saturday 
or Sunday 

Working 
through a 
meal break - 
employee 
entitled to 30% 
loading (night 
shift only) 

V1 - Vehicle 
industry/production level 1 

$26.88 $28.19 $29.86 $35.84 $35.84 $47.78 $43.00 

V2 - Vehicle 
industry/production level 2 

$27.65 $29.00 $30.73 $36.87 $36.87 $49.16 $44.24 

V3 - Vehicle 
industry/production level 3 

$28.71 $30.11 $31.90 $38.28 $38.28 $51.04 $45.94 

V4 - Vehicle 
industry/production level 4 

$29.69 $31.14 $32.99 $39.59 $39.59 $52.78 $47.50 

V5 - Vehicle industry 
tradesperson level I 

$31.29 $32.82 $34.76 $41.72 $41.72 $55.62 $50.06 
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Classification Alternating day 
and night shifts - 
non-continuous 
shiftworker - 
night shift - 
starts after 6pm 

Alternating 
night and 
afternoon 
shifts - non-
continuous 
shiftworker 

Ship trials at 
wharf - 
technical 
field 

Ship trials in 
harbour or at 
sea - 
technical 
field 

Working 
through a 
meal break - 
Other 

Working 
through a 
meal break 
- Saturday 
or Sunday 

Working 
through a 
meal break - 
employee 
entitled to 30% 
loading (night 
shift only) 

V5 - Vehicle industry 
production systems employee 
level 5 

$31.29 $32.82 $34.76 $41.72 $41.72 $55.62 $50.06 

V6 - Vehicle industry 
tradesperson level II 

$32.27 $33.84 $35.85 $43.02 $43.02 $57.36 $51.62 

V6 - Vehicle industry 
technician level I 

$32.27 $33.84 $35.85 $43.02 $43.02 $57.36 $51.62 

V7 - Vehicle industry 
tradesperson level III 

$33.26 $34.88 $36.95 $44.34 $44.34 $59.12 $53.21 

V7 - Vehicle industry 
technician level II 

$33.26 $34.88 $36.95 $44.34 $44.34 $59.12 $53.21 

V8 - Vehicle industry 
tradesperson level IV 

$34.23 $35.91 $38.04 $45.65 $45.65 $60.86 $54.77 

V8 - Vehicle industry 
technician level III 

$34.23 $35.91 $38.04 $45.65 $45.65 $60.86 $54.77 

V8 - Vehicle industry 
automotive developer level I 

$34.23 $35.91 $38.04 $45.65 $45.65 $60.86 $54.77 

V9 - Vehicle industry 
tradesperson level V 

$35.88 $37.63 $39.86 $47.84 $47.84 $63.78 $57.40 

V9 - Vehicle industry 
technician level IV 

$35.88 $37.63 $39.86 $47.84 $47.84 $63.78 $57.40 

V10 - Vehicle industry 
tradesperson level VI 

$36.61 $38.40 $40.68 $48.81 $48.81 $65.08 $58.57 

V10 - Vehicle industry 
technician level V 

$36.61 $38.40 $40.68 $48.81 $48.81 $65.08 $58.57 

V10 - Vehicle industry 
automotive developer level II 

$36.61 $38.40 $40.68 $48.81 $48.81 $65.08 $58.57 

V11 - Vehicle industry 
engineering associate level I 

$37.60 $39.44 $41.78 $50.13 $50.13 $66.84 $60.16 

V12 - Vehicle industry 
engineering associate level II 

$39.57 $41.50 $43.96 $52.76 $52.76 $70.34 $63.31 
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Classification Alternating day 
and night shifts - 
non-continuous 
shiftworker - 
night shift - 
starts after 6pm 

Alternating 
night and 
afternoon 
shifts - non-
continuous 
shiftworker 

Ship trials at 
wharf - 
technical 
field 

Ship trials in 
harbour or at 
sea - 
technical 
field 

Working 
through a 
meal break - 
Other 

Working 
through a 
meal break 
- Saturday 
or Sunday 

Working 
through a 
meal break - 
employee 
entitled to 30% 
loading (night 
shift only) 

V13 - Vehicle industry leading 
technical officer 

$40.55 $42.53 $45.05 $54.06 $54.06 $72.08 $64.87 

V13 - Principal engineering 
supervisor/trainer/co-ordinator 

$40.55 $42.53 $45.05 $54.06 $54.06 $72.08 $64.87 

V14 - Vehicle industry 
principal technical officer 

$42.31 $44.38 $47.01 $56.42 $56.42 $75.22 $67.70 

D1 - Vehicle industry driver 
level I 

$30.09 $31.57 $33.44 $40.13 $40.13 $53.50 $48.15 

D2 - Vehicle industry driver 
level II 

$30.45 $31.94 $33.84 $40.61 $40.61 $54.14 $48.73 

D3 - Vehicle industry driver 
level III 

$30.83 $32.33 $34.25 $41.10 $41.10 $54.80 $49.32 

D4 - Vehicle industry driver 
level IV 

$31.26 $32.79 $34.74 $41.69 $41.69 $55.58 $50.02 

Vehicle industry - technical 
field - without qualification - 0 
years of relevant experience 

$26.79 $28.10 $29.76 $35.72 $35.72 $47.62 $42.86 

Vehicle industry - technical 
field - without qualification - 1 
year of relevant experience 

$28.40 $29.78 $31.55 $37.86 $37.86 $50.48 $45.43 

Vehicle industry - technical 
field - without qualification - 2 
years of relevant experience 

$30.66 $32.16 $34.06 $40.88 $40.88 $54.50 $49.05 

Vehicle industry - technical 
field - without qualification - 3 
years of relevant experience 

$32.27 $33.84 $35.85 $43.02 $43.02 $57.36 $51.62 

Vehicle industry - Advanced 
Certificate/National Diploma - 
phasing in experience - 0 
years of relevant experience 

$28.19 $29.57 $31.33 $37.59 $37.59 $50.12 $45.11 
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Classification Alternating day 
and night shifts - 
non-continuous 
shiftworker - 
night shift - 
starts after 6pm 

Alternating 
night and 
afternoon 
shifts - non-
continuous 
shiftworker 

Ship trials at 
wharf - 
technical 
field 

Ship trials in 
harbour or at 
sea - 
technical 
field 

Working 
through a 
meal break - 
Other 

Working 
through a 
meal break 
- Saturday 
or Sunday 

Working 
through a 
meal break - 
employee 
entitled to 30% 
loading (night 
shift only) 

Vehicle industry - Advanced 
Certificate/National Diploma - 
phasing in experience - 1 year 
of relevant experience 

$31.12 $32.64 $34.58 $41.49 $41.49 $55.32 $49.79 

Vehicle industry - Advanced 
Certificate/National Diploma - 
phasing in experience - 2 
years of relevant experience 

$35.15 $36.86 $39.05 $46.86 $46.86 $62.48 $56.23 

Vehicle industry - Advanced 
Certificate/National Diploma - 
phasing in experience - 3 
years of relevant experience 

$36.61 $38.40 $40.68 $48.81 $48.81 $65.08 $58.57 

Vehicle industry - Associate 
Diploma/National Advanced 
Diploma - phasing in 
experience - 0 years of 
relevant experience 

$28.49 $29.88 $31.65 $37.98 $37.98 $50.64 $45.58 

Vehicle industry - Associate 
Diploma/National Advanced 
Diploma - phasing in 
experience - 1 year of relevant 
experience 

$31.25 $32.78 $34.73 $41.67 $41.67 $55.56 $50.00 

Vehicle industry - Associate 
Diploma/National Advanced 
Diploma - phasing in 
experience - 2 years of 
relevant experience 

$35.20 $36.92 $39.11 $46.94 $46.94 $62.58 $56.32 
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Classification Alternating day 
and night shifts - 
non-continuous 
shiftworker - 
night shift - 
starts after 6pm 

Alternating 
night and 
afternoon 
shifts - non-
continuous 
shiftworker 

Ship trials at 
wharf - 
technical 
field 

Ship trials in 
harbour or at 
sea - 
technical 
field 

Working 
through a 
meal break - 
Other 

Working 
through a 
meal break 
- Saturday 
or Sunday 

Working 
through a 
meal break - 
employee 
entitled to 30% 
loading (night 
shift only) 

Vehicle industry - Associate 
Diploma/National Advanced 
Diploma - phasing in 
experience - 3 years of 
relevant experience 

$36.79 $38.59 $40.88 $49.05 $49.05 $65.40 $58.86 

Vehicle industry - Associate 
Diploma/National Advanced 
Diploma - phasing in 
experience - 4 years of 
relevant experience 

$39.57 $41.50 $43.96 $52.76 $52.76 $70.34 $63.31 

Vehicle industry - Completed 
Diploma of Engineering - 1st 
year after completion of 
apprenticeship 

$34.77 $36.47 $38.64 $46.37 $46.37 $61.82 $55.64 
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Adult - Vehicle manufacturing - Technical field - Casual - Not receiving annual leave 

Table 1 of 4 

Classification Hourly pay 
rate 

Saturday 
(agreement to 
work ordinary 
hours) day 
worker 

Saturday 
shiftwork 

Sunday 
(agreement to 
work ordinary 
hours) day 
worker 

Sunday 
shiftwork 

Public holiday - 
day worker and 
non-
continuous 
shiftworker 

Public 
holiday 
shiftwork 

V1 - Vehicle 
industry/production level 1 

$25.41 $38.12 $31.76 $50.82 $50.82 $63.53 $63.53 

V2 - Vehicle 
industry/production level 2 

$26.15 $39.23 $32.69 $52.30 $52.30 $65.38 $65.38 

V3 - Vehicle 
industry/production level 3 

$27.15 $40.73 $33.94 $54.30 $54.30 $67.88 $67.88 

V4 - Vehicle 
industry/production level 4 

$28.08 $42.12 $35.10 $56.16 $56.16 $70.20 $70.20 

V5 - Vehicle industry 
tradesperson level I 

$29.59 $44.39 $36.99 $59.18 $59.18 $73.98 $73.98 

V5 - Vehicle industry 
production systems employee 
level 5 

$29.59 $44.39 $36.99 $59.18 $59.18 $73.98 $73.98 

V6 - Vehicle industry 
tradesperson level II 

$30.51 $45.77 $38.14 $61.02 $61.02 $76.28 $76.28 

V6 - Vehicle industry 
technician level I 

$30.51 $45.77 $38.14 $61.02 $61.02 $76.28 $76.28 

V7 - Vehicle industry 
tradesperson level III 

$31.45 $47.18 $39.31 $62.90 $62.90 $78.63 $78.63 

V7 - Vehicle industry 
technician level II 

$31.45 $47.18 $39.31 $62.90 $62.90 $78.63 $78.63 

V8 - Vehicle industry 
tradesperson level IV 

$32.38 $48.57 $40.48 $64.76 $64.76 $80.95 $80.95 

V8 - Vehicle industry 
technician level III 

$32.38 $48.57 $40.48 $64.76 $64.76 $80.95 $80.95 

V8 - Vehicle industry 
automotive developer level I 

$32.38 $48.57 $40.48 $64.76 $64.76 $80.95 $80.95 

V9 - Vehicle industry 
tradesperson level V 

$33.93 $50.90 $42.41 $67.86 $67.86 $84.83 $84.83 
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Classification Hourly pay 
rate 

Saturday 
(agreement to 
work ordinary 
hours) day 
worker 

Saturday 
shiftwork 

Sunday 
(agreement to 
work ordinary 
hours) day 
worker 

Sunday 
shiftwork 

Public holiday - 
day worker and 
non-
continuous 
shiftworker 

Public 
holiday 
shiftwork 

V9 - Vehicle industry 
technician level IV 

$33.93 $50.90 $42.41 $67.86 $67.86 $84.83 $84.83 

V10 - Vehicle industry 
tradesperson level VI 

$34.61 $51.92 $43.26 $69.22 $69.22 $86.53 $86.53 

V10 - Vehicle industry 
technician level V 

$34.61 $51.92 $43.26 $69.22 $69.22 $86.53 $86.53 

V10 - Vehicle industry 
automotive developer level II 

$34.61 $51.92 $43.26 $69.22 $69.22 $86.53 $86.53 

V11 - Vehicle industry 
engineering associate level I 

$35.55 $53.33 $44.44 $71.10 $71.10 $88.88 $88.88 

V12 - Vehicle industry 
engineering associate level II 

$37.41 $56.12 $46.76 $74.82 $74.82 $93.53 $93.53 

V13 - Vehicle industry leading 
technical officer 

$38.34 $57.51 $47.93 $76.68 $76.68 $95.85 $95.85 

V13 - Principal engineering 
supervisor/trainer/co-ordinator 

$38.34 $57.51 $47.93 $76.68 $76.68 $95.85 $95.85 

V14 - Vehicle industry principal 
technical officer 

$40.01 $60.02 $50.01 $80.02 $80.02 $100.03 $100.03 

D1 - Vehicle industry driver 
level I 

$28.46 $42.69 $35.58 $56.92 $56.92 $71.15 $71.15 

D2 - Vehicle industry driver 
level II 

$28.80 $43.20 $36.00 $57.60 $57.60 $72.00 $72.00 

D3 - Vehicle industry driver 
level III 

$29.15 $43.73 $36.44 $58.30 $58.30 $72.88 $72.88 

D4 - Vehicle industry driver 
level IV 

$29.56 $44.34 $36.95 $59.12 $59.12 $73.90 $73.90 

Vehicle industry - technical 
field - without qualification - 0 
years of relevant experience 

$25.33 $38.00 $31.66 $50.66 $50.66 $63.33 $63.33 

Vehicle industry - technical 
field - without qualification - 1 
year of relevant experience 

$26.85 $40.28 $33.56 $53.70 $53.70 $67.13 $67.13 

3844



Classification Hourly pay 
rate 

Saturday 
(agreement to 
work ordinary 
hours) day 
worker 

Saturday 
shiftwork 

Sunday 
(agreement to 
work ordinary 
hours) day 
worker 

Sunday 
shiftwork 

Public holiday - 
day worker and 
non-
continuous 
shiftworker 

Public 
holiday 
shiftwork 

Vehicle industry - technical 
field - without qualification - 2 
years of relevant experience 

$28.99 $43.49 $36.24 $57.98 $57.98 $72.48 $72.48 

Vehicle industry - technical 
field - without qualification - 3 
years of relevant experience 

$30.51 $45.77 $38.14 $61.02 $61.02 $76.28 $76.28 

Vehicle industry - Advanced 
Certificate/National Diploma - 
phasing in experience - 0 
years of relevant experience 

$26.66 $39.99 $33.33 $53.32 $53.32 $66.65 $66.65 

Vehicle industry - Advanced 
Certificate/National Diploma - 
phasing in experience - 1 year 
of relevant experience 

$29.43 $44.15 $36.79 $58.86 $58.86 $73.58 $73.58 

Vehicle industry - Advanced 
Certificate/National Diploma - 
phasing in experience - 2 
years of relevant experience 

$33.24 $49.86 $41.55 $66.48 $66.48 $83.10 $83.10 

Vehicle industry - Advanced 
Certificate/National Diploma - 
phasing in experience - 3 
years of relevant experience 

$34.61 $51.92 $43.26 $69.22 $69.22 $86.53 $86.53 

Vehicle industry - Associate 
Diploma/National Advanced 
Diploma - phasing in 
experience - 0 years of 
relevant experience 

$26.94 $40.41 $33.68 $53.88 $53.88 $67.35 $67.35 

Vehicle industry - Associate 
Diploma/National Advanced 
Diploma - phasing in 
experience - 1 year of relevant 
experience 

$29.55 $44.33 $36.94 $59.10 $59.10 $73.88 $73.88 
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Classification Hourly pay 
rate 

Saturday 
(agreement to 
work ordinary 
hours) day 
worker 

Saturday 
shiftwork 

Sunday 
(agreement to 
work ordinary 
hours) day 
worker 

Sunday 
shiftwork 

Public holiday - 
day worker and 
non-
continuous 
shiftworker 

Public 
holiday 
shiftwork 

Vehicle industry - Associate 
Diploma/National Advanced 
Diploma - phasing in 
experience - 2 years of 
relevant experience 

$33.29 $49.94 $41.61 $66.58 $66.58 $83.23 $83.23 

Vehicle industry - Associate 
Diploma/National Advanced 
Diploma - phasing in 
experience - 3 years of 
relevant experience 

$34.79 $52.19 $43.49 $69.58 $69.58 $86.98 $86.98 

Vehicle industry - Associate 
Diploma/National Advanced 
Diploma - phasing in 
experience - 4 years of 
relevant experience 

$37.41 $56.12 $46.76 $74.82 $74.82 $93.53 $93.53 

Vehicle industry - Completed 
Diploma of Engineering - 1st 
year after completion of 
apprenticeship 

$32.89 $49.34 $41.11 $65.78 $65.78 $82.23 $82.23 

Table 2 of 4 

Classification Overtime - 
Monday to 
Friday - first 
3 hours 

Overtime - 
Monday to 
Friday - after 
3 hours 

Overtime - 
Saturday - 
first 3 hours - 
day worker 

Overtime - 
Saturday - 
after 3 hours 
- day worker 

Overtime - 
Sunday 

Overtime - 
continuous 
shiftworker - 
first 3 hours 

Overtime - 
continuous 
shiftworker - 
after 3 hours 

V1 - Vehicle 
industry/production level 1 

$38.12 $50.82 $38.12 $50.82 $50.82 $38.12 $50.82 

V2 - Vehicle 
industry/production level 2 

$39.23 $52.30 $39.23 $52.30 $52.30 $39.23 $52.30 

V3 - Vehicle 
industry/production level 3 

$40.73 $54.30 $40.73 $54.30 $54.30 $40.73 $54.30 

V4 - Vehicle 
industry/production level 4 

$42.12 $56.16 $42.12 $56.16 $56.16 $42.12 $56.16 
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Classification Overtime - 
Monday to 
Friday - first 
3 hours 

Overtime - 
Monday to 
Friday - after 
3 hours 

Overtime - 
Saturday - 
first 3 hours - 
day worker 

Overtime - 
Saturday - 
after 3 hours 
- day worker 

Overtime - 
Sunday 

Overtime - 
continuous 
shiftworker - 
first 3 hours 

Overtime - 
continuous 
shiftworker - 
after 3 hours 

V5 - Vehicle industry 
tradesperson level I 

$44.39 $59.18 $44.39 $59.18 $59.18 $44.39 $59.18 

V5 - Vehicle industry 
production systems employee 
level 5 

$44.39 $59.18 $44.39 $59.18 $59.18 $44.39 $59.18 

V6 - Vehicle industry 
tradesperson level II 

$45.77 $61.02 $45.77 $61.02 $61.02 $45.77 $61.02 

V6 - Vehicle industry 
technician level I 

$45.77 $61.02 $45.77 $61.02 $61.02 $45.77 $61.02 

V7 - Vehicle industry 
tradesperson level III 

$47.18 $62.90 $47.18 $62.90 $62.90 $47.18 $62.90 

V7 - Vehicle industry 
technician level II 

$47.18 $62.90 $47.18 $62.90 $62.90 $47.18 $62.90 

V8 - Vehicle industry 
tradesperson level IV 

$48.57 $64.76 $48.57 $64.76 $64.76 $48.57 $64.76 

V8 - Vehicle industry 
technician level III 

$48.57 $64.76 $48.57 $64.76 $64.76 $48.57 $64.76 

V8 - Vehicle industry 
automotive developer level I 

$48.57 $64.76 $48.57 $64.76 $64.76 $48.57 $64.76 

V9 - Vehicle industry 
tradesperson level V 

$50.90 $67.86 $50.90 $67.86 $67.86 $50.90 $67.86 

V9 - Vehicle industry 
technician level IV 

$50.90 $67.86 $50.90 $67.86 $67.86 $50.90 $67.86 

V10 - Vehicle industry 
tradesperson level VI 

$51.92 $69.22 $51.92 $69.22 $69.22 $51.92 $69.22 

V10 - Vehicle industry 
technician level V 

$51.92 $69.22 $51.92 $69.22 $69.22 $51.92 $69.22 

V10 - Vehicle industry 
automotive developer level II 

$51.92 $69.22 $51.92 $69.22 $69.22 $51.92 $69.22 

V11 - Vehicle industry 
engineering associate level I 

$53.33 $71.10 $53.33 $71.10 $71.10 $53.33 $71.10 

V12 - Vehicle industry 
engineering associate level II 

$56.12 $74.82 $56.12 $74.82 $74.82 $56.12 $74.82 
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Classification Overtime - 
Monday to 
Friday - first 
3 hours 

Overtime - 
Monday to 
Friday - after 
3 hours 

Overtime - 
Saturday - 
first 3 hours - 
day worker 

Overtime - 
Saturday - 
after 3 hours 
- day worker 

Overtime - 
Sunday 

Overtime - 
continuous 
shiftworker - 
first 3 hours 

Overtime - 
continuous 
shiftworker - 
after 3 hours 

V13 - Vehicle industry leading 
technical officer 

$57.51 $76.68 $57.51 $76.68 $76.68 $57.51 $76.68 

V13 - Principal engineering 
supervisor/trainer/co-ordinator 

$57.51 $76.68 $57.51 $76.68 $76.68 $57.51 $76.68 

V14 - Vehicle industry principal 
technical officer 

$60.02 $80.02 $60.02 $80.02 $80.02 $60.02 $80.02 

D1 - Vehicle industry driver 
level I 

$42.69 $56.92 $42.69 $56.92 $56.92 $42.69 $56.92 

D2 - Vehicle industry driver 
level II 

$43.20 $57.60 $43.20 $57.60 $57.60 $43.20 $57.60 

D3 - Vehicle industry driver 
level III 

$43.73 $58.30 $43.73 $58.30 $58.30 $43.73 $58.30 

D4 - Vehicle industry driver 
level IV 

$44.34 $59.12 $44.34 $59.12 $59.12 $44.34 $59.12 

Vehicle industry - technical 
field - without qualification - 0 
years of relevant experience 

$38.00 $50.66 $38.00 $50.66 $50.66 $38.00 $50.66 

Vehicle industry - technical 
field - without qualification - 1 
year of relevant experience 

$40.28 $53.70 $40.28 $53.70 $53.70 $40.28 $53.70 

Vehicle industry - technical 
field - without qualification - 2 
years of relevant experience 

$43.49 $57.98 $43.49 $57.98 $57.98 $43.49 $57.98 

Vehicle industry - technical 
field - without qualification - 3 
years of relevant experience 

$45.77 $61.02 $45.77 $61.02 $61.02 $45.77 $61.02 

Vehicle industry - Advanced 
Certificate/National Diploma - 
phasing in experience - 0 
years of relevant experience 

$39.99 $53.32 $39.99 $53.32 $53.32 $39.99 $53.32 

Vehicle industry - Advanced 
Certificate/National Diploma - 
phasing in experience - 1 year 
of relevant experience 

$44.15 $58.86 $44.15 $58.86 $58.86 $44.15 $58.86 
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Classification Overtime - 
Monday to 
Friday - first 
3 hours 

Overtime - 
Monday to 
Friday - after 
3 hours 

Overtime - 
Saturday - 
first 3 hours - 
day worker 

Overtime - 
Saturday - 
after 3 hours 
- day worker 

Overtime - 
Sunday 

Overtime - 
continuous 
shiftworker - 
first 3 hours 

Overtime - 
continuous 
shiftworker - 
after 3 hours 

Vehicle industry - Advanced 
Certificate/National Diploma - 
phasing in experience - 2 
years of relevant experience 

$49.86 $66.48 $49.86 $66.48 $66.48 $49.86 $66.48 

Vehicle industry - Advanced 
Certificate/National Diploma - 
phasing in experience - 3 
years of relevant experience 

$51.92 $69.22 $51.92 $69.22 $69.22 $51.92 $69.22 

Vehicle industry - Associate 
Diploma/National Advanced 
Diploma - phasing in 
experience - 0 years of 
relevant experience 

$40.41 $53.88 $40.41 $53.88 $53.88 $40.41 $53.88 

Vehicle industry - Associate 
Diploma/National Advanced 
Diploma - phasing in 
experience - 1 year of relevant 
experience 

$44.33 $59.10 $44.33 $59.10 $59.10 $44.33 $59.10 

Vehicle industry - Associate 
Diploma/National Advanced 
Diploma - phasing in 
experience - 2 years of 
relevant experience 

$49.94 $66.58 $49.94 $66.58 $66.58 $49.94 $66.58 

Vehicle industry - Associate 
Diploma/National Advanced 
Diploma - phasing in 
experience - 3 years of 
relevant experience 

$52.19 $69.58 $52.19 $69.58 $69.58 $52.19 $69.58 

Vehicle industry - Associate 
Diploma/National Advanced 
Diploma - phasing in 
experience - 4 years of 
relevant experience 

$56.12 $74.82 $56.12 $74.82 $74.82 $56.12 $74.82 
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Classification Overtime - 
Monday to 
Friday - first 
3 hours 

Overtime - 
Monday to 
Friday - after 
3 hours 

Overtime - 
Saturday - 
first 3 hours - 
day worker 

Overtime - 
Saturday - 
after 3 hours 
- day worker 

Overtime - 
Sunday 

Overtime - 
continuous 
shiftworker - 
first 3 hours 

Overtime - 
continuous 
shiftworker - 
after 3 hours 

Vehicle industry - Completed 
Diploma of Engineering - 1st 
year after completion of 
apprenticeship 

$49.34 $65.78 $49.34 $65.78 $65.78 $49.34 $65.78 

Table 3 of 4 

Classification Overtime - 
public 
holiday - 
continuous 
shiftworker 

Afternoon 
shift - non-
continuous 
shiftworker 
- starts 
before 6pm 

Night shift - 
non-
continuous 
shiftworker 
- starts after 
6pm 

Afternoon or 
night shift - 
less than 5 
days in a 
row (or 6 
days in a 6 
day 
workshop) 

Continuous 
afternoon 
or night 
shift 

Alternating day 
and afternoon 
shifts - non-
continuous 
shiftworker - 
afternoon shift 
- starts before 
6pm 

Alternating 
day, afternoon 
and night 
shifts - non-
continuous 
shiftworker - 
afternoon and 
night shift 

V1 - Vehicle industry/production 
level 1 

$50.82 $29.98 $33.03 $38.12 $28.59 $28.59 $28.59 

V2 - Vehicle industry/production 
level 2 

$52.30 $30.86 $34.00 $39.23 $29.42 $29.42 $29.42 

V3 - Vehicle industry/production 
level 3 

$54.30 $32.04 $35.30 $40.73 $30.54 $30.54 $30.54 

V4 - Vehicle industry/production 
level 4 

$56.16 $33.13 $36.50 $42.12 $31.59 $31.59 $31.59 

V5 - Vehicle industry tradesperson 
level I 

$59.18 $34.92 $38.47 $44.39 $33.29 $33.29 $33.29 

V5 - Vehicle industry production 
systems employee level 5 

$59.18 $34.92 $38.47 $44.39 $33.29 $33.29 $33.29 

V6 - Vehicle industry tradesperson 
level II 

$61.02 $36.00 $39.66 $45.77 $34.32 $34.32 $34.32 

V6 - Vehicle industry technician 
level I 

$61.02 $36.00 $39.66 $45.77 $34.32 $34.32 $34.32 

V7 - Vehicle industry tradesperson 
level III 

$62.90 $37.11 $40.89 $47.18 $35.38 $35.38 $35.38 

V7 - Vehicle industry technician 
level II 

$62.90 $37.11 $40.89 $47.18 $35.38 $35.38 $35.38 
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Classification Overtime - 
public 
holiday - 
continuous 
shiftworker 

Afternoon 
shift - non-
continuous 
shiftworker 
- starts 
before 6pm 

Night shift - 
non-
continuous 
shiftworker 
- starts after 
6pm 

Afternoon or 
night shift - 
less than 5 
days in a 
row (or 6 
days in a 6 
day 
workshop) 

Continuous 
afternoon 
or night 
shift 

Alternating day 
and afternoon 
shifts - non-
continuous 
shiftworker - 
afternoon shift 
- starts before 
6pm 

Alternating 
day, afternoon 
and night 
shifts - non-
continuous 
shiftworker - 
afternoon and 
night shift 

V8 - Vehicle industry tradesperson 
level IV 

$64.76 $38.21 $42.09 $48.57 $36.43 $36.43 $36.43 

V8 - Vehicle industry technician 
level III 

$64.76 $38.21 $42.09 $48.57 $36.43 $36.43 $36.43 

V8 - Vehicle industry automotive 
developer level I 

$64.76 $38.21 $42.09 $48.57 $36.43 $36.43 $36.43 

V9 - Vehicle industry tradesperson 
level V 

$67.86 $40.04 $44.11 $50.90 $38.17 $38.17 $38.17 

V9 - Vehicle industry technician 
level IV 

$67.86 $40.04 $44.11 $50.90 $38.17 $38.17 $38.17 

V10 - Vehicle industry 
tradesperson level VI 

$69.22 $40.84 $44.99 $51.92 $38.94 $38.94 $38.94 

V10 - Vehicle industry technician 
level V 

$69.22 $40.84 $44.99 $51.92 $38.94 $38.94 $38.94 

V10 - Vehicle industry automotive 
developer level II 

$69.22 $40.84 $44.99 $51.92 $38.94 $38.94 $38.94 

V11 - Vehicle industry engineering 
associate level I 

$71.10 $41.95 $46.22 $53.33 $39.99 $39.99 $39.99 

V12 - Vehicle industry engineering 
associate level II 

$74.82 $44.14 $48.63 $56.12 $42.09 $42.09 $42.09 

V13 - Vehicle industry leading 
technical officer 

$76.68 $45.24 $49.84 $57.51 $43.13 $43.13 $43.13 

V13 - Principal engineering 
supervisor/trainer/co-ordinator 

$76.68 $45.24 $49.84 $57.51 $43.13 $43.13 $43.13 

V14 - Vehicle industry principal 
technical officer 

$80.02 $47.21 $52.01 $60.02 $45.01 $45.01 $45.01 

D1 - Vehicle industry driver level I $56.92 $33.58 $37.00 $42.69 $32.02 $32.02 $32.02 

D2 - Vehicle industry driver level II $57.60 $33.98 $37.44 $43.20 $32.40 $32.40 $32.40 

D3 - Vehicle industry driver level 
III 

$58.30 $34.40 $37.90 $43.73 $32.79 $32.79 $32.79 

3851



Classification Overtime - 
public 
holiday - 
continuous 
shiftworker 

Afternoon 
shift - non-
continuous 
shiftworker 
- starts 
before 6pm 

Night shift - 
non-
continuous 
shiftworker 
- starts after 
6pm 

Afternoon or 
night shift - 
less than 5 
days in a 
row (or 6 
days in a 6 
day 
workshop) 

Continuous 
afternoon 
or night 
shift 

Alternating day 
and afternoon 
shifts - non-
continuous 
shiftworker - 
afternoon shift 
- starts before 
6pm 

Alternating 
day, afternoon 
and night 
shifts - non-
continuous 
shiftworker - 
afternoon and 
night shift 

D4 - Vehicle industry driver level 
IV 

$59.12 $34.88 $38.43 $44.34 $33.26 $33.26 $33.26 

Vehicle industry - technical field - 
without qualification - 0 years of 
relevant experience 

$50.66 $29.89 $32.93 $38.00 $28.50 $28.50 $28.50 

Vehicle industry - technical field - 
without qualification - 1 year of 
relevant experience 

$53.70 $31.68 $34.91 $40.28 $30.21 $30.21 $30.21 

Vehicle industry - technical field - 
without qualification - 2 years of 
relevant experience 

$57.98 $34.21 $37.69 $43.49 $32.61 $32.61 $32.61 

Vehicle industry - technical field - 
without qualification - 3 years of 
relevant experience 

$61.02 $36.00 $39.66 $45.77 $34.32 $34.32 $34.32 

Vehicle industry - Advanced 
Certificate/National Diploma - 
phasing in experience - 0 years of 
relevant experience 

$53.32 $31.46 $34.66 $39.99 $29.99 $29.99 $29.99 

Vehicle industry - Advanced 
Certificate/National Diploma - 
phasing in experience - 1 year of 
relevant experience 

$58.86 $34.73 $38.26 $44.15 $33.11 $33.11 $33.11 

Vehicle industry - Advanced 
Certificate/National Diploma - 
phasing in experience - 2 years of 
relevant experience 

$66.48 $39.22 $43.21 $49.86 $37.40 $37.40 $37.40 

Vehicle industry - Advanced 
Certificate/National Diploma - 
phasing in experience - 3 years of 
relevant experience 

$69.22 $40.84 $44.99 $51.92 $38.94 $38.94 $38.94 
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Classification Overtime - 
public 
holiday - 
continuous 
shiftworker 

Afternoon 
shift - non-
continuous 
shiftworker 
- starts 
before 6pm 

Night shift - 
non-
continuous 
shiftworker 
- starts after 
6pm 

Afternoon or 
night shift - 
less than 5 
days in a 
row (or 6 
days in a 6 
day 
workshop) 

Continuous 
afternoon 
or night 
shift 

Alternating day 
and afternoon 
shifts - non-
continuous 
shiftworker - 
afternoon shift 
- starts before 
6pm 

Alternating 
day, afternoon 
and night 
shifts - non-
continuous 
shiftworker - 
afternoon and 
night shift 

Vehicle industry - Associate 
Diploma/National Advanced 
Diploma - phasing in experience - 
0 years of relevant experience 

$53.88 $31.79 $35.02 $40.41 $30.31 $30.31 $30.31 

Vehicle industry - Associate 
Diploma/National Advanced 
Diploma - phasing in experience - 
1 year of relevant experience 

$59.10 $34.87 $38.42 $44.33 $33.24 $33.24 $33.24 

Vehicle industry - Associate 
Diploma/National Advanced 
Diploma - phasing in experience - 
2 years of relevant experience 

$66.58 $39.28 $43.28 $49.94 $37.45 $37.45 $37.45 

Vehicle industry - Associate 
Diploma/National Advanced 
Diploma - phasing in experience - 
3 years of relevant experience 

$69.58 $41.05 $45.23 $52.19 $39.14 $39.14 $39.14 

Vehicle industry - Associate 
Diploma/National Advanced 
Diploma - phasing in experience - 
4 years of relevant experience 

$74.82 $44.14 $48.63 $56.12 $42.09 $42.09 $42.09 

Vehicle industry - Completed 
Diploma of Engineering - 1st year 
after completion of apprenticeship 

$65.78 $38.81 $42.76 $49.34 $37.00 $37.00 $37.00 

3853



Table 4 of 4 

Classification Alternating day and 
night shifts - non-
continuous 
shiftworker - night 
shift - starts after 
6pm 

Alternating 
night and 
afternoon 
shifts - 
non-
continuous 
shiftworker 

Ship trials at 
wharf - 
technical 
field 

Ship trials in 
harbour or 
at sea - 
technical 
field 

Working 
through a 
meal break 
- Other 

Working 
through a 
meal 
break - 
Saturday 
or 
Sunday 

Working 
through a meal 
break - 
employee 
entitled to 30% 
loading (night 
shift only) 

V1 - Vehicle 
industry/production level 1 

$28.59 $29.98 $31.76 $38.12 $38.12 $50.82 $45.74 

V2 - Vehicle 
industry/production level 2 

$29.42 $30.86 $32.69 $39.23 $39.23 $52.30 $47.07 

V3 - Vehicle 
industry/production level 3 

$30.54 $32.04 $33.94 $40.73 $40.73 $54.30 $48.87 

V4 - Vehicle 
industry/production level 4 

$31.59 $33.13 $35.10 $42.12 $42.12 $56.16 $50.54 

V5 - Vehicle industry 
tradesperson level I 

$33.29 $34.92 $36.99 $44.39 $44.39 $59.18 $53.26 

V5 - Vehicle industry 
production systems employee 
level 5 

$33.29 $34.92 $36.99 $44.39 $44.39 $59.18 $53.26 

V6 - Vehicle industry 
tradesperson level II 

$34.32 $36.00 $38.14 $45.77 $45.77 $61.02 $54.92 

V6 - Vehicle industry 
technician level I 

$34.32 $36.00 $38.14 $45.77 $45.77 $61.02 $54.92 

V7 - Vehicle industry 
tradesperson level III 

$35.38 $37.11 $39.31 $47.18 $47.18 $62.90 $56.61 

V7 - Vehicle industry 
technician level II 

$35.38 $37.11 $39.31 $47.18 $47.18 $62.90 $56.61 

V8 - Vehicle industry 
tradesperson level IV 

$36.43 $38.21 $40.48 $48.57 $48.57 $64.76 $58.28 

V8 - Vehicle industry 
technician level III 

$36.43 $38.21 $40.48 $48.57 $48.57 $64.76 $58.28 

V8 - Vehicle industry 
automotive developer level I 

$36.43 $38.21 $40.48 $48.57 $48.57 $64.76 $58.28 

V9 - Vehicle industry 
tradesperson level V 

$38.17 $40.04 $42.41 $50.90 $50.90 $67.86 $61.07 
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Classification Alternating day and 
night shifts - non-
continuous 
shiftworker - night 
shift - starts after 
6pm 

Alternating 
night and 
afternoon 
shifts - 
non-
continuous 
shiftworker 

Ship trials at 
wharf - 
technical 
field 

Ship trials in 
harbour or 
at sea - 
technical 
field 

Working 
through a 
meal break 
- Other 

Working 
through a 
meal 
break - 
Saturday 
or 
Sunday 

Working 
through a meal 
break - 
employee 
entitled to 30% 
loading (night 
shift only) 

V9 - Vehicle industry 
technician level IV 

$38.17 $40.04 $42.41 $50.90 $50.90 $67.86 $61.07 

V10 - Vehicle industry 
tradesperson level VI 

$38.94 $40.84 $43.26 $51.92 $51.92 $69.22 $62.30 

V10 - Vehicle industry 
technician level V 

$38.94 $40.84 $43.26 $51.92 $51.92 $69.22 $62.30 

V10 - Vehicle industry 
automotive developer level II 

$38.94 $40.84 $43.26 $51.92 $51.92 $69.22 $62.30 

V11 - Vehicle industry 
engineering associate level I 

$39.99 $41.95 $44.44 $53.33 $53.33 $71.10 $63.99 

V12 - Vehicle industry 
engineering associate level II 

$42.09 $44.14 $46.76 $56.12 $56.12 $74.82 $67.34 

V13 - Vehicle industry leading 
technical officer 

$43.13 $45.24 $47.93 $57.51 $57.51 $76.68 $69.01 

V13 - Principal engineering 
supervisor/trainer/co-ordinator 

$43.13 $45.24 $47.93 $57.51 $57.51 $76.68 $69.01 

V14 - Vehicle industry principal 
technical officer 

$45.01 $47.21 $50.01 $60.02 $60.02 $80.02 $72.02 

D1 - Vehicle industry driver 
level I 

$32.02 $33.58 $35.58 $42.69 $42.69 $56.92 $51.23 

D2 - Vehicle industry driver 
level II 

$32.40 $33.98 $36.00 $43.20 $43.20 $57.60 $51.84 

D3 - Vehicle industry driver 
level III 

$32.79 $34.40 $36.44 $43.73 $43.73 $58.30 $52.47 

D4 - Vehicle industry driver 
level IV 

$33.26 $34.88 $36.95 $44.34 $44.34 $59.12 $53.21 

Vehicle industry - technical 
field - without qualification - 0 
years of relevant experience 

$28.50 $29.89 $31.66 $38.00 $38.00 $50.66 $45.59 

3855



Classification Alternating day and 
night shifts - non-
continuous 
shiftworker - night 
shift - starts after 
6pm 

Alternating 
night and 
afternoon 
shifts - 
non-
continuous 
shiftworker 

Ship trials at 
wharf - 
technical 
field 

Ship trials in 
harbour or 
at sea - 
technical 
field 

Working 
through a 
meal break 
- Other 

Working 
through a 
meal 
break - 
Saturday 
or 
Sunday 

Working 
through a meal 
break - 
employee 
entitled to 30% 
loading (night 
shift only) 

Vehicle industry - technical 
field - without qualification - 1 
year of relevant experience 

$30.21 $31.68 $33.56 $40.28 $40.28 $53.70 $48.33 

Vehicle industry - technical 
field - without qualification - 2 
years of relevant experience 

$32.61 $34.21 $36.24 $43.49 $43.49 $57.98 $52.18 

Vehicle industry - technical 
field - without qualification - 3 
years of relevant experience 

$34.32 $36.00 $38.14 $45.77 $45.77 $61.02 $54.92 

Vehicle industry - Advanced 
Certificate/National Diploma - 
phasing in experience - 0 
years of relevant experience 

$29.99 $31.46 $33.33 $39.99 $39.99 $53.32 $47.99 

Vehicle industry - Advanced 
Certificate/National Diploma - 
phasing in experience - 1 year 
of relevant experience 

$33.11 $34.73 $36.79 $44.15 $44.15 $58.86 $52.97 

Vehicle industry - Advanced 
Certificate/National Diploma - 
phasing in experience - 2 
years of relevant experience 

$37.40 $39.22 $41.55 $49.86 $49.86 $66.48 $59.83 

Vehicle industry - Advanced 
Certificate/National Diploma - 
phasing in experience - 3 
years of relevant experience 

$38.94 $40.84 $43.26 $51.92 $51.92 $69.22 $62.30 

Vehicle industry - Associate 
Diploma/National Advanced 
Diploma - phasing in 
experience - 0 years of 
relevant experience 

$30.31 $31.79 $33.68 $40.41 $40.41 $53.88 $48.49 

3856



Classification Alternating day and 
night shifts - non-
continuous 
shiftworker - night 
shift - starts after 
6pm 

Alternating 
night and 
afternoon 
shifts - 
non-
continuous 
shiftworker 

Ship trials at 
wharf - 
technical 
field 

Ship trials in 
harbour or 
at sea - 
technical 
field 

Working 
through a 
meal break 
- Other 

Working 
through a 
meal 
break - 
Saturday 
or 
Sunday 

Working 
through a meal 
break - 
employee 
entitled to 30% 
loading (night 
shift only) 

Vehicle industry - Associate 
Diploma/National Advanced 
Diploma - phasing in 
experience - 1 year of relevant 
experience 

$33.24 $34.87 $36.94 $44.33 $44.33 $59.10 $53.19 

Vehicle industry - Associate 
Diploma/National Advanced 
Diploma - phasing in 
experience - 2 years of 
relevant experience 

$37.45 $39.28 $41.61 $49.94 $49.94 $66.58 $59.92 

Vehicle industry - Associate 
Diploma/National Advanced 
Diploma - phasing in 
experience - 3 years of 
relevant experience 

$39.14 $41.05 $43.49 $52.19 $52.19 $69.58 $62.62 

Vehicle industry - Associate 
Diploma/National Advanced 
Diploma - phasing in 
experience - 4 years of 
relevant experience 

$42.09 $44.14 $46.76 $56.12 $56.12 $74.82 $67.34 

Vehicle industry - Completed 
Diploma of Engineering - 1st 
year after completion of 
apprenticeship 

$37.00 $38.81 $41.11 $49.34 $49.34 $65.78 $59.20 

3857



Adult - Vehicle manufacturing - Supervisor/Trainer/Coordinator - Casual 

Classification Hourly base rate 

V15 - Vehicle industry supervisor/trainer/co-ordinator - Level I 122% of the minimum hourly wage paid to the highest technically qualified 
employee supervised or trained, plus 25% casual loading, or $30.86, whichever is 
higher 

V15 - Vehicle industry supervisor/trainer/co-ordinator - Level II 115% of the minimum hourly wage paid to the highest technically qualified 
employee supervised or trained, plus 25% casual loading, or $33.46, whichever is 
higher 

  

3858



Junior - Vehicle manufacturing - Other than tracers in the technical field - Full-time & part-time 

Table 1 of 4 

Classification Hourly pay 
rate 

Saturday 
(agreement to 
work ordinary 
hours) day 
worker 

Saturday 
shiftwork 

Sunday 
(agreement to 
work ordinary 
hours) day 
worker 

Sunday 
shiftwork 

Public holiday 
- day worker 
and non-
continuous 
shiftworker 

Public 
holiday 
shiftwork 

Under 16 years - not in a 
foundry 

$7.70 $11.55 $9.63 $15.40 $15.40 $19.25 $19.25 

Under 16 years - in a 
foundry 

$7.70 $11.55 $9.63 $15.40 $15.40 $19.25 $19.25 

16 years - not in a foundry $9.90 $14.85 $12.38 $19.80 $19.80 $24.75 $24.75 

16 years - in a foundry $9.90 $14.85 $12.38 $19.80 $19.80 $24.75 $24.75 

17 years - not in a foundry $12.09 $18.14 $15.11 $24.18 $24.18 $30.23 $30.23 

17 years - in a foundry $14.29 $21.44 $17.86 $28.58 $28.58 $35.73 $35.73 

18 years - not in a foundry $14.29 $21.44 $17.86 $28.58 $28.58 $35.73 $35.73 

18 years - in a foundry $17.36 $26.04 $21.70 $34.72 $34.72 $43.40 $43.40 

19 years - not in a foundry $17.26 $25.89 $21.58 $34.52 $34.52 $43.15 $43.15 

19 years - in a foundry $20.67 $31.01 $25.84 $41.34 $41.34 $51.68 $51.68 

20 years - not in a foundry $20.44 $30.66 $25.55 $40.88 $40.88 $51.10 $51.10 

Table 2 of 4 

Classification Overtime - 
Monday to 
Friday - 
first 3 
hours 

Overtime - 
Monday to 
Friday - 
after 3 
hours 

Overtime - 
Saturday - 
first 3 
hours - day 
worker 

Overtime - 
Saturday - 
after 3 
hours - day 
worker 

Overtime - 
Sunday 

Overtime - 
continuous 
shiftworker 
- first 3 
hours 

Overtime - 
continuous 
shiftworker 
- after 3 
hours 

Overtime - 
public 
holiday - 
continuous 
shiftworker 

Under 16 years - not in a 
foundry 

$11.55 $15.40 $11.55 $15.40 $15.40 $11.55 $15.40 $15.40 

Under 16 years - in a 
foundry 

$11.55 $15.40 $11.55 $15.40 $15.40 $11.55 $15.40 $15.40 

16 years - not in a foundry $14.85 $19.80 $14.85 $19.80 $19.80 $14.85 $19.80 $19.80 

16 years - in a foundry $14.85 $19.80 $14.85 $19.80 $19.80 $14.85 $19.80 $19.80 

17 years - not in a foundry $18.14 $24.18 $18.14 $24.18 $24.18 $18.14 $24.18 $24.18 

17 years - in a foundry $21.44 $28.58 $21.44 $28.58 $28.58 $21.44 $28.58 $28.58 

18 years - not in a foundry $21.44 $28.58 $21.44 $28.58 $28.58 $21.44 $28.58 $28.58 

18 years - in a foundry $26.04 $34.72 $26.04 $34.72 $34.72 $26.04 $34.72 $34.72 

3859



Classification Overtime - 
Monday to 
Friday - 
first 3 
hours 

Overtime - 
Monday to 
Friday - 
after 3 
hours 

Overtime - 
Saturday - 
first 3 
hours - day 
worker 

Overtime - 
Saturday - 
after 3 
hours - day 
worker 

Overtime - 
Sunday 

Overtime - 
continuous 
shiftworker 
- first 3 
hours 

Overtime - 
continuous 
shiftworker 
- after 3 
hours 

Overtime - 
public 
holiday - 
continuous 
shiftworker 

19 years - not in a foundry $25.89 $34.52 $25.89 $34.52 $34.52 $25.89 $34.52 $34.52 

19 years - in a foundry $31.01 $41.34 $31.01 $41.34 $41.34 $31.01 $41.34 $41.34 

20 years - not in a foundry $30.66 $40.88 $30.66 $40.88 $40.88 $30.66 $40.88 $40.88 

Table 3 of 4 

Classification Minimum 
break after 
working 
overtime 

Afternoon 
shift - non-
continuous 
shiftworker - 
starts before 
6pm 

Night shift - 
non-
continuous 
shiftworker - 
starts after 
6pm 

Afternoon or 
night shift - 
less than 5 
days in a row 
(or 6 days in 
a 6 day 
workshop) 

Continuous 
afternoon or 
night shift 

Alternating 
day and 
afternoon 
shifts - non-
continuous 
shiftworker - 
afternoon 
shift - starts 
before 6pm 

Alternating 
day, 
afternoon and 
night shifts - 
non-
continuous 
shiftworker - 
afternoon and 
night shift 

Under 16 years - not in a 
foundry 

$15.40 $9.09 $10.01 $11.55 $8.66 $8.66 $8.66 

Under 16 years - in a 
foundry 

$15.40 $9.09 $10.01 $11.55 $8.66 $8.66 $8.66 

16 years - not in a foundry $19.80 $11.68 $12.87 $14.85 $11.14 $11.14 $11.14 

16 years - in a foundry $19.80 $11.68 $12.87 $14.85 $11.14 $11.14 $11.14 

17 years - not in a foundry $24.18 $14.27 $15.72 $18.14 $13.60 $13.60 $13.60 

17 years - in a foundry $28.58 $16.86 $18.58 $21.44 $16.08 $16.08 $16.08 

18 years - not in a foundry $28.58 $16.86 $18.58 $21.44 $16.08 $16.08 $16.08 

18 years - in a foundry $34.72 $20.48 $22.57 $26.04 $19.53 $19.53 $19.53 

19 years - not in a foundry $34.52 $20.37 $22.44 $25.89 $19.42 $19.42 $19.42 

19 years - in a foundry $41.34 $24.39 $26.87 $31.01 $23.25 $23.25 $23.25 

20 years - not in a foundry $40.88 $24.12 $26.57 $30.66 $23.00 $23.00 $23.00 

  

3860



Table 4 of 4 

Classification Alternating 
day and night 
shifts - non-
continuous 
shiftworker - 
night shift - 
starts after 
6pm 

Alternating 
night and 
afternoon 
shifts - non-
continuous 
shiftworker 

Ship trials at 
wharf - 
technical field 

Ship trials in 
harbour or at 
sea - 
technical field 

Working 
through a 
meal break - 
Other 

Working 
through a 
meal break - 
Saturday or 
Sunday 

Working 
through a 
meal break - 
employee 
entitled to 
30% loading 
(night shift 
only) 

Under 16 years - not in a 
foundry 

$8.66 $9.09 $9.63 $11.55 $11.55 $15.40 $13.86 

Under 16 years - in a 
foundry 

$8.66 $9.09 $9.63 $11.55 $11.55 $15.40 $13.86 

16 years - not in a foundry $11.14 $11.68 $12.38 $14.85 $14.85 $19.80 $17.82 

16 years - in a foundry $11.14 $11.68 $12.38 $14.85 $14.85 $19.80 $17.82 

17 years - not in a foundry $13.60 $14.27 $15.11 $18.14 $18.14 $24.18 $21.76 

17 years - in a foundry $16.08 $16.86 $17.86 $21.44 $21.44 $28.58 $25.72 

18 years - not in a foundry $16.08 $16.86 $17.86 $21.44 $21.44 $28.58 $25.72 

18 years - in a foundry $19.53 $20.48 $21.70 $26.04 $26.04 $34.72 $31.25 

19 years - not in a foundry $19.42 $20.37 $21.58 $25.89 $25.89 $34.52 $31.07 

19 years - in a foundry $23.25 $24.39 $25.84 $31.01 $31.01 $41.34 $37.21 

20 years - not in a foundry $23.00 $24.12 $25.55 $30.66 $30.66 $40.88 $36.79 

3861



Junior - Vehicle manufacturing - Tracers in the technical field - Full-time & part-time 

Table 1 of 4 

Classification Hourly pay 
rate 

Saturday 
(agreement to 
work ordinary 
hours) day 
worker 

Saturday 
shiftwork 

Sunday 
(agreement to 
work ordinary 
hours) day 
worker 

Sunday 
shiftwork 

Public holiday 
- day worker 
and non-
continuous 
shiftworker 

Public holiday 
shiftwork 

Under 16 years $11.73 $17.60 $14.66 $23.46 $23.46 $29.33 $29.33 

16 years $11.73 $17.60 $14.66 $23.46 $23.46 $29.33 $29.33 

17 years $12.81 $19.22 $16.01 $25.62 $25.62 $32.03 $32.03 

18 years $14.55 $21.83 $18.19 $29.10 $29.10 $36.38 $36.38 

19 years $16.51 $24.77 $20.64 $33.02 $33.02 $41.28 $41.28 

20 years $18.03 $27.05 $22.54 $36.06 $36.06 $45.08 $45.08 

Table 2 of 4 

Classification Overtime - 
Monday to 
Friday - first 
3 hours 

Overtime - 
Monday to 
Friday - after 
3 hours 

Overtime - 
Saturday - 
first 3 hours 
- day worker 

Overtime - 
Saturday - 
after 3 hours 
- day worker 

Overtime - 
Sunday 

Overtime - 
continuous 
shiftworker - 
first 3 hours 

Overtime - 
continuous 
shiftworker - 
after 3 hours 

Overtime - 
public 
holiday - 
continuous 
shiftworker 

Under 16 years $17.60 $23.46 $17.60 $23.46 $23.46 $17.60 $23.46 $23.46 

16 years $17.60 $23.46 $17.60 $23.46 $23.46 $17.60 $23.46 $23.46 

17 years $19.22 $25.62 $19.22 $25.62 $25.62 $19.22 $25.62 $25.62 

18 years $21.83 $29.10 $21.83 $29.10 $29.10 $21.83 $29.10 $29.10 

19 years $24.77 $33.02 $24.77 $33.02 $33.02 $24.77 $33.02 $33.02 

20 years $27.05 $36.06 $27.05 $36.06 $36.06 $27.05 $36.06 $36.06 

  

3862



Table 3 of 4 

Classification Minimum 
break after 
working 
overtime 

Afternoon shift 
- non-
continuous 
shiftworker - 
starts before 
6pm 

Night shift - 
non-
continuous 
shiftworker - 
starts after 
6pm 

Afternoon or 
night shift - 
less than 5 
days in a row 
(or 6 days in a 
6 day 
workshop) 

Continuous 
afternoon or 
night shift 

Alternating day 
and afternoon 
shifts - non-
continuous 
shiftworker - 
afternoon shift 
- starts before 
6pm 

Alternating 
day, afternoon 
and night 
shifts - non-
continuous 
shiftworker - 
afternoon and 
night shift 

Under 16 years $23.46 $13.84 $15.25 $17.60 $13.20 $13.20 $13.20 

16 years $23.46 $13.84 $15.25 $17.60 $13.20 $13.20 $13.20 

17 years $25.62 $15.12 $16.65 $19.22 $14.41 $14.41 $14.41 

18 years $29.10 $17.17 $18.92 $21.83 $16.37 $16.37 $16.37 

19 years $33.02 $19.48 $21.46 $24.77 $18.57 $18.57 $18.57 

20 years $36.06 $21.28 $23.44 $27.05 $20.28 $20.28 $20.28 

Table 4 of 4 

Classification Alternating 
day and night 
shifts - non-
continuous 
shiftworker - 
night shift - 
starts after 
6pm 

Alternating 
night and 
afternoon 
shifts - non-
continuous 
shiftworker 

Ship trials at 
wharf - 
technical field 

Ship trials in 
harbour or at 
sea - technical 
field 

Working 
through a meal 
break - Other 

Working 
through a meal 
break - 
Saturday or 
Sunday 

Working 
through a meal 
break - 
employee 
entitled to 30% 
loading (night 
shift only) 

Under 16 years $13.20 $13.84 $14.66 $17.60 $17.60 $23.46 $21.11 

16 years $13.20 $13.84 $14.66 $17.60 $17.60 $23.46 $21.11 

17 years $14.41 $15.12 $16.01 $19.22 $19.22 $25.62 $23.06 

18 years $16.37 $17.17 $18.19 $21.83 $21.83 $29.10 $26.19 

19 years $20.28 $21.28 $22.54 $27.05 $27.05 $36.06 $32.45 

20 years $20.28 $21.28 $22.54 $27.05 $27.05 $36.06 $32.45 

3863



Junior - Vehicle manufacturing - Other than technical field - Casual 

Table 1 of 4 

Classification Hourly pay 
rate 

Saturday 
(agreement to 
work ordinary 
hours) day 
worker 

Saturday 
shiftwork 

Sunday 
(agreement to 
work ordinary 
hours) day 
worker 

Sunday 
shiftwork 

Public 
holiday - day 
worker and 
non-
continuous 
shiftworker 

Public 
holiday 
shiftwork 

Under 16 years - not in a 
foundry 

$9.63 $14.45 $12.04 $19.26 $19.26 $24.08 $24.08 

Under 16 years - in a 
foundry 

$9.63 $14.45 $12.04 $19.26 $19.26 $24.08 $24.08 

16 years - not in a foundry $12.38 $18.57 $15.48 $24.76 $24.76 $30.95 $30.95 

16 years - in a foundry $12.38 $18.57 $15.48 $24.76 $24.76 $30.95 $30.95 

17 years - not in a foundry $15.11 $22.67 $18.89 $30.22 $30.22 $37.78 $37.78 

17 years - in a foundry $17.86 $26.79 $22.33 $35.72 $35.72 $44.65 $44.65 

18 years - not in a foundry $17.86 $26.79 $22.33 $35.72 $35.72 $44.65 $44.65 

18 years - in a foundry $21.70 $32.55 $27.13 $43.40 $43.40 $54.25 $54.25 

19 years - not in a foundry $21.58 $32.37 $26.98 $43.16 $43.16 $53.95 $53.95 

19 years - in a foundry $25.84 $38.76 $32.30 $51.68 $51.68 $64.60 $64.60 

20 years - not in a foundry $25.55 $38.33 $31.94 $51.10 $51.10 $63.88 $63.88 

Table 2 of 4 

Classification Overtime - 
Monday to 
Friday - first 3 
hours 

Overtime - 
Monday to 
Friday - after 
3 hours 

Overtime - 
Saturday - 
first 3 hours - 
day worker 

Overtime - 
Saturday - 
after 3 hours 
- day worker 

Overtime - 
Sunday 

Overtime - 
continuous 
shiftworker - 
first 3 hours 

Overtime - 
continuous 
shiftworker - 
after 3 hours 

Under 16 years - not in a 
foundry 

$14.45 $19.26 $14.45 $19.26 $19.26 $14.45 $19.26 

Under 16 years - in a 
foundry 

$14.45 $19.26 $14.45 $19.26 $19.26 $14.45 $19.26 

16 years - not in a foundry $18.57 $24.76 $18.57 $24.76 $24.76 $18.57 $24.76 

16 years - in a foundry $18.57 $24.76 $18.57 $24.76 $24.76 $18.57 $24.76 

17 years - not in a foundry $22.67 $30.22 $22.67 $30.22 $30.22 $22.67 $30.22 

17 years - in a foundry $26.79 $35.72 $26.79 $35.72 $35.72 $26.79 $35.72 

18 years - not in a foundry $26.79 $35.72 $26.79 $35.72 $35.72 $26.79 $35.72 

18 years - in a foundry $32.55 $43.40 $32.55 $43.40 $43.40 $32.55 $43.40 

3864



Classification Overtime - 
Monday to 
Friday - first 3 
hours 

Overtime - 
Monday to 
Friday - after 
3 hours 

Overtime - 
Saturday - 
first 3 hours - 
day worker 

Overtime - 
Saturday - 
after 3 hours 
- day worker 

Overtime - 
Sunday 

Overtime - 
continuous 
shiftworker - 
first 3 hours 

Overtime - 
continuous 
shiftworker - 
after 3 hours 

19 years - not in a foundry $32.37 $43.16 $32.37 $43.16 $43.16 $32.37 $43.16 

19 years - in a foundry $38.76 $51.68 $38.76 $51.68 $51.68 $38.76 $51.68 

20 years - not in a foundry $38.33 $51.10 $38.33 $51.10 $51.10 $38.33 $51.10 

Table 3 of 4 

Classification Overtime - 
public 
holiday - 
continuous 
shiftworker 

Afternoon 
shift - non-
continuous 
shiftworker - 
starts before 
6pm 

Night shift - 
non-
continuous 
shiftworker - 
starts after 
6pm 

Afternoon or 
night shift - 
less than 5 
days in a row 
(or 6 days in 
a 6 day 
workshop) 

Continuous 
afternoon or 
night shift 

Alternating 
day and 
afternoon 
shifts - non-
continuous 
shiftworker - 
afternoon 
shift - starts 
before 6pm 

Alternating 
day, 
afternoon and 
night shifts - 
non-
continuous 
shiftworker - 
afternoon and 
night shift 

Under 16 years - not in a 
foundry 

$19.26 $11.36 $12.52 $14.45 $10.83 $10.83 $10.83 

Under 16 years - in a 
foundry 

$19.26 $11.36 $12.52 $14.45 $10.83 $10.83 $10.83 

16 years - not in a foundry $24.76 $14.61 $16.09 $18.57 $13.93 $13.93 $13.93 

16 years - in a foundry $24.76 $14.61 $16.09 $18.57 $13.93 $13.93 $13.93 

17 years - not in a foundry $30.22 $17.83 $19.64 $22.67 $17.00 $17.00 $17.00 

17 years - in a foundry $35.72 $21.07 $23.22 $26.79 $20.09 $20.09 $20.09 

18 years - not in a foundry $35.72 $21.07 $23.22 $26.79 $20.09 $20.09 $20.09 

18 years - in a foundry $43.40 $25.61 $28.21 $32.55 $24.41 $24.41 $24.41 

19 years - not in a foundry $43.16 $25.46 $28.05 $32.37 $24.28 $24.28 $24.28 

19 years - in a foundry $51.68 $30.49 $33.59 $38.76 $29.07 $29.07 $29.07 

20 years - not in a foundry $51.10 $30.15 $33.22 $38.33 $28.74 $28.74 $28.74 

  

3865



Table 4 of 4 

Classification Alternating 
day and night 
shifts - non-
continuous 
shiftworker - 
night shift - 
starts after 
6pm 

Alternating 
night and 
afternoon 
shifts - non-
continuous 
shiftworker 

Ship trials at 
wharf - 
technical field 

Ship trials in 
harbour or at 
sea - 
technical field 

Working 
through a 
meal break - 
Other 

Working 
through a 
meal break - 
Saturday or 
Sunday 

Working 
through a 
meal break - 
employee 
entitled to 
30% loading 
(night shift 
only) 

Under 16 years - not in a 
foundry 

$10.83 $11.36 $12.04 $14.45 $14.45 $19.26 $17.33 

Under 16 years - in a 
foundry 

$10.83 $11.36 $12.04 $14.45 $14.45 $19.26 $17.33 

16 years - not in a foundry $13.93 $14.61 $15.48 $18.57 $18.57 $24.76 $22.28 

16 years - in a foundry $13.93 $14.61 $15.48 $18.57 $18.57 $24.76 $22.28 

17 years - not in a foundry $17.00 $17.83 $18.89 $22.67 $22.67 $30.22 $27.20 

17 years - in a foundry $20.09 $21.07 $22.33 $26.79 $26.79 $35.72 $32.15 

18 years - not in a foundry $20.09 $21.07 $22.33 $26.79 $26.79 $35.72 $32.15 

18 years - in a foundry $24.41 $25.61 $27.13 $32.55 $32.55 $43.40 $39.06 

19 years - not in a foundry $24.28 $25.46 $26.98 $32.37 $32.37 $43.16 $38.84 

19 years - in a foundry $29.07 $30.49 $32.30 $38.76 $38.76 $51.68 $46.51 

20 years - not in a foundry $28.74 $30.15 $31.94 $38.33 $38.33 $51.10 $45.99 

3866



Junior - Vehicle manufacturing - Technical field (other than tracers) - Casual - Receiving annual leave 

Table 1 of 4 

Classification Hourly pay 
rate 

Saturday 
(agreement to 
work ordinary 
hours) day 
worker 

Saturday 
shiftwork 

Sunday 
(agreement to 
work ordinary 
hours) day 
worker 

Sunday 
shiftwork 

Public 
holiday - day 
worker and 
non-
continuous 
shiftworker 

Public 
holiday 
shiftwork 

Under 16 years - not in a 
foundry 

$9.05 $13.58 $11.31 $18.10 $18.10 $22.63 $22.63 

Under 16 years - in a 
foundry 

$9.05 $13.58 $11.31 $18.10 $18.10 $22.63 $22.63 

16 years - not in a foundry $11.63 $17.45 $14.54 $23.26 $23.26 $29.08 $29.08 

16 years - in a foundry $11.63 $17.45 $14.54 $23.26 $23.26 $29.08 $29.08 

17 years - not in a foundry $14.21 $21.32 $17.76 $28.42 $28.42 $35.53 $35.53 

17 years - in a foundry $16.79 $25.19 $20.99 $33.58 $33.58 $41.98 $41.98 

18 years - not in a foundry $16.79 $25.19 $20.99 $33.58 $33.58 $41.98 $41.98 

18 years - in a foundry $20.40 $30.60 $25.50 $40.80 $40.80 $51.00 $51.00 

19 years - not in a foundry $20.28 $30.42 $25.35 $40.56 $40.56 $50.70 $50.70 

19 years - in a foundry $24.29 $36.44 $30.36 $48.58 $48.58 $60.73 $60.73 

20 years - not in a foundry $24.02 $36.03 $30.03 $48.04 $48.04 $60.05 $60.05 

Table 2 of 4 

Classification Overtime - 
Monday to 
Friday - first 3 
hours 

Overtime - 
Monday to 
Friday - after 
3 hours 

Overtime - 
Saturday - 
first 3 hours - 
day worker 

Overtime - 
Saturday - 
after 3 hours - 
day worker 

Overtime - 
Sunday 

Overtime - 
continuous 
shiftworker - 
first 3 hours 

Overtime - 
continuous 
shiftworker - 
after 3 hours 

Under 16 years - not in a 
foundry 

$13.58 $18.10 $13.58 $18.10 $18.10 $13.58 $18.10 

Under 16 years - in a 
foundry 

$13.58 $18.10 $13.58 $18.10 $18.10 $13.58 $18.10 

16 years - not in a foundry $17.45 $23.26 $17.45 $23.26 $23.26 $17.45 $23.26 

16 years - in a foundry $17.45 $23.26 $17.45 $23.26 $23.26 $17.45 $23.26 

17 years - not in a foundry $21.32 $28.42 $21.32 $28.42 $28.42 $21.32 $28.42 

17 years - in a foundry $25.19 $33.58 $25.19 $33.58 $33.58 $25.19 $33.58 

18 years - not in a foundry $25.19 $33.58 $25.19 $33.58 $33.58 $25.19 $33.58 

18 years - in a foundry $30.60 $40.80 $30.60 $40.80 $40.80 $30.60 $40.80 
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Classification Overtime - 
Monday to 
Friday - first 3 
hours 

Overtime - 
Monday to 
Friday - after 
3 hours 

Overtime - 
Saturday - 
first 3 hours - 
day worker 

Overtime - 
Saturday - 
after 3 hours - 
day worker 

Overtime - 
Sunday 

Overtime - 
continuous 
shiftworker - 
first 3 hours 

Overtime - 
continuous 
shiftworker - 
after 3 hours 

19 years - not in a foundry $30.42 $40.56 $30.42 $40.56 $40.56 $30.42 $40.56 

19 years - in a foundry $36.44 $48.58 $36.44 $48.58 $48.58 $36.44 $48.58 

20 years - not in a foundry $36.03 $48.04 $36.03 $48.04 $48.04 $36.03 $48.04 

Table 3 of 4 

Classification Overtime - 
public holiday 
- continuous 
shiftworker 

Afternoon 
shift - non-
continuous 
shiftworker - 
starts 
before 6pm 

Night shift - 
non-
continuous 
shiftworker - 
starts after 
6pm 

Afternoon or 
night shift - 
less than 5 
days in a row 
(or 6 days in a 
6 day 
workshop) 

Continuous 
afternoon or 
night shift 

Alternating 
day and 
afternoon 
shifts - non-
continuous 
shiftworker - 
afternoon 
shift - starts 
before 6pm 

Alternating 
day, 
afternoon and 
night shifts - 
non-
continuous 
shiftworker - 
afternoon and 
night shift 

Under 16 years - not in a 
foundry 

$18.10 $10.68 $11.77 $13.58 $10.18 $10.18 $10.18 

Under 16 years - in a 
foundry 

$18.10 $10.68 $11.77 $13.58 $10.18 $10.18 $10.18 

16 years - not in a foundry $23.26 $13.72 $15.12 $17.45 $13.08 $13.08 $13.08 

16 years - in a foundry $23.26 $13.72 $15.12 $17.45 $13.08 $13.08 $13.08 

17 years - not in a foundry $28.42 $16.77 $18.47 $21.32 $15.99 $15.99 $15.99 

17 years - in a foundry $33.58 $19.81 $21.83 $25.19 $18.89 $18.89 $18.89 

18 years - not in a foundry $33.58 $19.81 $21.83 $25.19 $18.89 $18.89 $18.89 

18 years - in a foundry $40.80 $24.07 $26.52 $30.60 $22.95 $22.95 $22.95 

19 years - not in a foundry $40.56 $23.93 $26.36 $30.42 $22.82 $22.82 $22.82 

19 years - in a foundry $48.58 $28.66 $31.58 $36.44 $27.33 $27.33 $27.33 

20 years - not in a foundry $48.04 $28.34 $31.23 $36.03 $27.02 $27.02 $27.02 
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Table 4 of 4 

Classification Alternating 
day and night 
shifts - non-
continuous 
shiftworker - 
night shift - 
starts after 
6pm 

Alternating 
night and 
afternoon 
shifts - non-
continuous 
shiftworker 

Ship trials at 
wharf - 
technical field 

Ship trials in 
harbour or at 
sea - 
technical field 

Working 
through a 
meal break - 
Other 

Working 
through a 
meal break - 
Saturday or 
Sunday 

Working 
through a 
meal break - 
employee 
entitled to 
30% loading 
(night shift 
only) 

Under 16 years - not in a 
foundry 

$10.18 $10.68 $11.31 $13.58 $13.58 $18.10 $16.29 

Under 16 years - in a 
foundry 

$10.18 $10.68 $11.31 $13.58 $13.58 $18.10 $16.29 

16 years - not in a foundry $13.08 $13.72 $14.54 $17.45 $17.45 $23.26 $20.93 

16 years - in a foundry $13.08 $13.72 $14.54 $17.45 $17.45 $23.26 $20.93 

17 years - not in a foundry $15.99 $16.77 $17.76 $21.32 $21.32 $28.42 $25.58 

17 years - in a foundry $18.89 $19.81 $20.99 $25.19 $25.19 $33.58 $30.22 

18 years - not in a foundry $18.89 $19.81 $20.99 $25.19 $25.19 $33.58 $30.22 

18 years - in a foundry $22.95 $24.07 $25.50 $30.60 $30.60 $40.80 $36.72 

19 years - not in a foundry $22.82 $23.93 $25.35 $30.42 $30.42 $40.56 $36.50 

19 years - in a foundry $27.33 $28.66 $30.36 $36.44 $36.44 $48.58 $43.72 

20 years - not in a foundry $27.02 $28.34 $30.03 $36.03 $36.03 $48.04 $43.24 
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Junior - Vehicle manufacturing - Technical field (other than tracers) - Casual - Not receiving annual leave 

Table 1 of 4 

Classification Hourly pay 
rate 

Saturday 
(agreement to 
work ordinary 
hours) day 
worker 

Saturday 
shiftwork 

Sunday 
(agreement to 
work ordinary 
hours) day 
worker 

Sunday 
shiftwork 

Public 
holiday - day 
worker and 
non-
continuous 
shiftworker 

Public 
holiday 
shiftwork 

Under 16 years - not in a 
foundry 

$9.63 $14.45 $12.04 $19.26 $19.26 $24.08 $24.08 

Under 16 years - in a 
foundry 

$9.63 $14.45 $12.04 $19.26 $19.26 $24.08 $24.08 

16 years - not in a foundry $12.38 $18.57 $15.48 $24.76 $24.76 $30.95 $30.95 

16 years - in a foundry $12.38 $18.57 $15.48 $24.76 $24.76 $30.95 $30.95 

17 years - not in a foundry $15.11 $22.67 $18.89 $30.22 $30.22 $37.78 $37.78 

17 years - in a foundry $17.86 $26.79 $22.33 $35.72 $35.72 $44.65 $44.65 

18 years - not in a foundry $17.86 $26.79 $22.33 $35.72 $35.72 $44.65 $44.65 

18 years - in a foundry $21.70 $32.55 $27.13 $43.40 $43.40 $54.25 $54.25 

19 years - not in a foundry $21.58 $32.37 $26.98 $43.16 $43.16 $53.95 $53.95 

19 years - in a foundry $25.84 $38.76 $32.30 $51.68 $51.68 $64.60 $64.60 

20 years - not in a foundry $25.55 $38.33 $31.94 $51.10 $51.10 $63.88 $63.88 

Table 2 of 4 

Classification Overtime - 
Monday to 
Friday - first 3 
hours 

Overtime - 
Monday to 
Friday - after 
3 hours 

Overtime - 
Saturday - 
first 3 hours - 
day worker 

Overtime - 
Saturday - 
after 3 hours 
- day worker 

Overtime - 
Sunday 

Overtime - 
continuous 
shiftworker - 
first 3 hours 

Overtime - 
continuous 
shiftworker - 
after 3 hours 

Under 16 years - not in a 
foundry 

$14.45 $19.26 $14.45 $19.26 $19.26 $14.45 $19.26 

Under 16 years - in a 
foundry 

$14.45 $19.26 $14.45 $19.26 $19.26 $14.45 $19.26 

16 years - not in a foundry $18.57 $24.76 $18.57 $24.76 $24.76 $18.57 $24.76 

16 years - in a foundry $18.57 $24.76 $18.57 $24.76 $24.76 $18.57 $24.76 

17 years - not in a foundry $22.67 $30.22 $22.67 $30.22 $30.22 $22.67 $30.22 

17 years - in a foundry $26.79 $35.72 $26.79 $35.72 $35.72 $26.79 $35.72 

18 years - not in a foundry $26.79 $35.72 $26.79 $35.72 $35.72 $26.79 $35.72 

18 years - in a foundry $32.55 $43.40 $32.55 $43.40 $43.40 $32.55 $43.40 
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Classification Overtime - 
Monday to 
Friday - first 3 
hours 

Overtime - 
Monday to 
Friday - after 
3 hours 

Overtime - 
Saturday - 
first 3 hours - 
day worker 

Overtime - 
Saturday - 
after 3 hours 
- day worker 

Overtime - 
Sunday 

Overtime - 
continuous 
shiftworker - 
first 3 hours 

Overtime - 
continuous 
shiftworker - 
after 3 hours 

19 years - not in a foundry $32.37 $43.16 $32.37 $43.16 $43.16 $32.37 $43.16 

19 years - in a foundry $38.76 $51.68 $38.76 $51.68 $51.68 $38.76 $51.68 

20 years - not in a foundry $38.33 $51.10 $38.33 $51.10 $51.10 $38.33 $51.10 

Table 3 of 4 

Classification Overtime - 
public 
holiday - 
continuous 
shiftworker 

Afternoon 
shift - non-
continuous 
shiftworker - 
starts before 
6pm 

Night shift - 
non-
continuous 
shiftworker - 
starts after 
6pm 

Afternoon or 
night shift - 
less than 5 
days in a row 
(or 6 days in 
a 6 day 
workshop) 

Continuous 
afternoon or 
night shift 

Alternating 
day and 
afternoon 
shifts - non-
continuous 
shiftworker - 
afternoon 
shift - starts 
before 6pm 

Alternating 
day, 
afternoon and 
night shifts - 
non-
continuous 
shiftworker - 
afternoon and 
night shift 

Under 16 years - not in a 
foundry 

$19.26 $11.36 $12.52 $14.45 $10.83 $10.83 $10.83 

Under 16 years - in a 
foundry 

$19.26 $11.36 $12.52 $14.45 $10.83 $10.83 $10.83 

16 years - not in a foundry $24.76 $14.61 $16.09 $18.57 $13.93 $13.93 $13.93 

16 years - in a foundry $24.76 $14.61 $16.09 $18.57 $13.93 $13.93 $13.93 

17 years - not in a foundry $30.22 $17.83 $19.64 $22.67 $17.00 $17.00 $17.00 

17 years - in a foundry $35.72 $21.07 $23.22 $26.79 $20.09 $20.09 $20.09 

18 years - not in a foundry $35.72 $21.07 $23.22 $26.79 $20.09 $20.09 $20.09 

18 years - in a foundry $43.40 $25.61 $28.21 $32.55 $24.41 $24.41 $24.41 

19 years - not in a foundry $43.16 $25.46 $28.05 $32.37 $24.28 $24.28 $24.28 

19 years - in a foundry $51.68 $30.49 $33.59 $38.76 $29.07 $29.07 $29.07 

20 years - not in a foundry $51.10 $30.15 $33.22 $38.33 $28.74 $28.74 $28.74 
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Table 4 of 4 

Classification Alternating 
day and night 
shifts - non-
continuous 
shiftworker - 
night shift - 
starts after 
6pm 

Alternating 
night and 
afternoon 
shifts - non-
continuous 
shiftworker 

Ship trials at 
wharf - 
technical field 

Ship trials in 
harbour or at 
sea - 
technical field 

Working 
through a 
meal break - 
Other 

Working 
through a 
meal break - 
Saturday or 
Sunday 

Working 
through a 
meal break - 
employee 
entitled to 
30% loading 
(night shift 
only) 

Under 16 years - not in a 
foundry 

$10.83 $11.36 $12.04 $14.45 $14.45 $19.26 $17.33 

Under 16 years - in a 
foundry 

$10.83 $11.36 $12.04 $14.45 $14.45 $19.26 $17.33 

16 years - not in a foundry $13.93 $14.61 $15.48 $18.57 $18.57 $24.76 $22.28 

16 years - in a foundry $13.93 $14.61 $15.48 $18.57 $18.57 $24.76 $22.28 

17 years - not in a foundry $17.00 $17.83 $18.89 $22.67 $22.67 $30.22 $27.20 

17 years - in a foundry $20.09 $21.07 $22.33 $26.79 $26.79 $35.72 $32.15 

18 years - not in a foundry $20.09 $21.07 $22.33 $26.79 $26.79 $35.72 $32.15 

18 years - in a foundry $24.41 $25.61 $27.13 $32.55 $32.55 $43.40 $39.06 

19 years - not in a foundry $24.28 $25.46 $26.98 $32.37 $32.37 $43.16 $38.84 

19 years - in a foundry $29.07 $30.49 $32.30 $38.76 $38.76 $51.68 $46.51 

20 years - not in a foundry $28.74 $30.15 $31.94 $38.33 $38.33 $51.10 $45.99 
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Junior - Vehicle manufacturing - Tracers in the technical field - Casual - Receiving annual leave 

Table 1 of 4 

Classification Hourly pay 
rate 

Saturday 
(agreement to 
work ordinary 
hours) day 
worker 

Saturday 
shiftwork 

Sunday 
(agreement to 
work ordinary 
hours) day 
worker 

Sunday 
shiftwork 

Public holiday 
- day worker 
and non-
continuous 
shiftworker 

Public holiday 
shiftwork 

Under 16 years $13.78 $20.67 $17.23 $27.56 $27.56 $34.45 $34.45 

16 years $13.78 $20.67 $17.23 $27.56 $27.56 $34.45 $34.45 

17 years $15.05 $22.58 $18.81 $30.10 $30.10 $37.63 $37.63 

18 years $17.10 $25.65 $21.38 $34.20 $34.20 $42.75 $42.75 

19 years $19.40 $29.10 $24.25 $38.80 $38.80 $48.50 $48.50 

20 years $21.19 $31.79 $26.49 $42.38 $42.38 $52.98 $52.98 

Table 2 of 4 

Classification Overtime - 
Monday to 
Friday - first 3 
hours 

Overtime - 
Monday to 
Friday - after 3 
hours 

Overtime - 
Saturday - first 
3 hours - day 
worker 

Overtime - 
Saturday - after 
3 hours - day 
worker 

Overtime - 
Sunday 

Overtime - 
continuous 
shiftworker - 
first 3 hours 

Overtime - 
continuous 
shiftworker - 
after 3 hours 

Under 16 years $20.67 $27.56 $20.67 $27.56 $27.56 $20.67 $27.56 

16 years $20.67 $27.56 $20.67 $27.56 $27.56 $20.67 $27.56 

17 years $22.58 $30.10 $22.58 $30.10 $30.10 $22.58 $30.10 

18 years $25.65 $34.20 $25.65 $34.20 $34.20 $25.65 $34.20 

19 years $29.10 $38.80 $29.10 $38.80 $38.80 $29.10 $38.80 

20 years $31.79 $42.38 $31.79 $42.38 $42.38 $31.79 $42.38 
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Table 3 of 4 

Classification Overtime - 
public holiday - 
continuous 
shiftworker 

Afternoon shift 
- non-
continuous 
shiftworker - 
starts before 
6pm 

Night shift - 
non-
continuous 
shiftworker - 
starts after 
6pm 

Afternoon or 
night shift - 
less than 5 
days in a row 
(or 6 days in a 
6 day 
workshop) 

Continuous 
afternoon or 
night shift 

Alternating day 
and afternoon 
shifts - non-
continuous 
shiftworker - 
afternoon shift 
- starts before 
6pm 

Alternating 
day, afternoon 
and night 
shifts - non-
continuous 
shiftworker - 
afternoon and 
night shift 

Under 16 years $27.56 $16.26 $17.91 $20.67 $15.50 $15.50 $15.50 

16 years $27.56 $16.26 $17.91 $20.67 $15.50 $15.50 $15.50 

17 years $30.10 $17.76 $19.57 $22.58 $16.93 $16.93 $16.93 

18 years $34.20 $20.18 $22.23 $25.65 $19.24 $19.24 $19.24 

19 years $38.80 $22.89 $25.22 $29.10 $21.83 $21.83 $21.83 

20 years $42.38 $25.00 $27.55 $31.79 $23.84 $23.84 $23.84 

Table 4 of 4 

Classification Alternating day 
and night 
shifts - non-
continuous 
shiftworker - 
night shift - 
starts after 
6pm 

Alternating 
night and 
afternoon 
shifts - non-
continuous 
shiftworker 

Ship trials at 
wharf - 
technical field 

Ship trials in 
harbour or at 
sea - technical 
field 

Working 
through a meal 
break - Other 

Working 
through a meal 
break - 
Saturday or 
Sunday 

Working 
through a meal 
break - 
employee 
entitled to 30% 
loading (night 
shift only) 

Under 16 years $15.50 $16.26 $17.23 $20.67 $20.67 $27.56 $24.80 

16 years $15.50 $16.26 $17.23 $20.67 $20.67 $27.56 $24.80 

17 years $16.93 $17.76 $18.81 $22.58 $22.58 $30.10 $27.09 

18 years $19.24 $20.18 $21.38 $25.65 $25.65 $34.20 $30.78 

19 years $21.83 $22.89 $24.25 $29.10 $29.10 $38.80 $34.92 

20 years $23.84 $25.00 $26.49 $31.79 $31.79 $42.38 $38.14 
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Junior - Vehicle manufacturing - Tracers in the technical field - Casual - Not receiving annual leave 

Table 1 of 4 

Classification Hourly pay rate Saturday 
(agreement to 
work ordinary 
hours) day 
worker 

Saturday 
shiftwork 

Sunday 
(agreement to 
work ordinary 
hours) day 
worker 

Sunday 
shiftwork 

Public holiday - 
day worker and 
non-
continuous 
shiftworker 

Public holiday 
shiftwork 

Under 16 years $14.66 $21.99 $18.33 $29.32 $29.32 $36.65 $36.65 

16 years $14.66 $21.99 $18.33 $29.32 $29.32 $36.65 $36.65 

17 years $16.01 $24.02 $20.01 $32.02 $32.02 $40.03 $40.03 

18 years $18.19 $27.29 $22.74 $36.38 $36.38 $45.48 $45.48 

19 years $20.64 $30.96 $25.80 $41.28 $41.28 $51.60 $51.60 

20 years $22.54 $33.81 $28.18 $45.08 $45.08 $56.35 $56.35 

Table 2 of 4 

Classification Overtime - 
Monday to 
Friday - first 3 
hours 

Overtime - 
Monday to 
Friday - after 3 
hours 

Overtime - 
Saturday - first 
3 hours - day 
worker 

Overtime - 
Saturday - after 
3 hours - day 
worker 

Overtime - 
Sunday 

Overtime - 
continuous 
shiftworker - 
first 3 hours 

Overtime - 
continuous 
shiftworker - 
after 3 hours 

Under 16 years $21.99 $29.32 $21.99 $29.32 $29.32 $21.99 $29.32 

16 years $21.99 $29.32 $21.99 $29.32 $29.32 $21.99 $29.32 

17 years $24.02 $32.02 $24.02 $32.02 $32.02 $24.02 $32.02 

18 years $27.29 $36.38 $27.29 $36.38 $36.38 $27.29 $36.38 

19 years $30.96 $41.28 $30.96 $41.28 $41.28 $30.96 $41.28 

20 years $33.81 $45.08 $33.81 $45.08 $45.08 $33.81 $45.08 
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Table 3 of 4 

Classification Overtime - 
public holiday 
- continuous 
shiftworker 

Afternoon shift 
- non-
continuous 
shiftworker - 
starts before 
6pm 

Night shift - 
non-
continuous 
shiftworker - 
starts after 
6pm 

Afternoon or 
night shift - 
less than 5 
days in a row 
(or 6 days in a 
6 day 
workshop) 

Continuous 
afternoon or 
night shift 

Alternating 
day and 
afternoon 
shifts - non-
continuous 
shiftworker - 
afternoon shift 
- starts before 
6pm 

Alternating 
day, afternoon 
and night 
shifts - non-
continuous 
shiftworker - 
afternoon and 
night shift 

Under 16 years $29.32 $17.30 $19.06 $21.99 $16.49 $16.49 $16.49 

16 years $29.32 $17.30 $19.06 $21.99 $16.49 $16.49 $16.49 

17 years $32.02 $18.89 $20.81 $24.02 $18.01 $18.01 $18.01 

18 years $36.38 $21.46 $23.65 $27.29 $20.46 $20.46 $20.46 

19 years $41.28 $24.36 $26.83 $30.96 $23.22 $23.22 $23.22 

20 years $45.08 $26.60 $29.30 $33.81 $25.36 $25.36 $25.36 

Table 4 of 4 

Classification Alternating day 
and night 
shifts - non-
continuous 
shiftworker - 
night shift - 
starts after 
6pm 

Alternating 
night and 
afternoon 
shifts - non-
continuous 
shiftworker 

Ship trials at 
wharf - 
technical field 

Ship trials in 
harbour or at 
sea - technical 
field 

Working 
through a meal 
break - Other 

Working 
through a meal 
break - 
Saturday or 
Sunday 

Working 
through a meal 
break - 
employee 
entitled to 30% 
loading (night 
shift only) 

Under 16 years $16.49 $17.30 $18.33 $21.99 $21.99 $29.32 $26.39 

16 years $16.49 $17.30 $18.33 $21.99 $21.99 $29.32 $26.39 

17 years $18.01 $18.89 $20.01 $24.02 $24.02 $32.02 $28.82 

18 years $20.46 $21.46 $22.74 $27.29 $27.29 $36.38 $32.74 

19 years $23.22 $24.36 $25.80 $30.96 $30.96 $41.28 $37.15 

20 years $25.36 $26.60 $28.18 $33.81 $33.81 $45.08 $40.57 
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Apprentice - Vehicle manufacturing - Started before 1 Jan 2014 - Completed Year 10 or less - Full-time & part-

time 

Table 1 of 4 

Classification Hourly pay 
rate 

Saturday 
(agreement to 
work ordinary 
hours) day 
worker 

Saturday 
shiftwork 

Sunday 
(agreement to 
work ordinary 
hours) day 
worker 

Sunday 
shiftwork 

Public holiday 
- day worker 
and non-
continuous 
shiftworker 

Public holiday 
shiftwork 

Apprentice - stage 1 $9.94 $14.91 $12.43 $19.88 $19.88 $24.85 $24.85 

Apprentice - stage 2 $13.02 $19.53 $16.28 $26.04 $26.04 $32.55 $32.55 

Apprentice - stage 3 $17.75 $26.63 $22.19 $35.50 $35.50 $44.38 $44.38 

Apprentice - stage 4 $20.83 $31.25 $26.04 $41.66 $41.66 $52.08 $52.08 

Apprentice - stage 4 - 
Higher engineering 

$22.79 $34.19 $28.49 $45.58 $45.58 $56.98 $56.98 

Apprentice - stage 4 - 
Advanced 
engineering 

$24.37 $36.56 $30.46 $48.74 $48.74 $60.93 $60.93 

Table 2 of 4 

Classification Overtime - 
Monday to 
Friday - first 
3 hours 

Overtime - 
Monday to 
Friday - 
after 3 
hours 

Overtime - 
Saturday - 
first 3 hours 
- day worker 

Overtime - 
Saturday - 
after 3 
hours - day 
worker 

Overtime - 
Sunday 

Overtime - 
continuous 
shiftworker 
- first 3 
hours 

Overtime - 
continuous 
shiftworker 
- after 3 
hours 

Overtime - 
public 
holiday - 
continuous 
shiftworker 

Apprentice - stage 1 $14.91 $19.88 $14.91 $19.88 $19.88 $14.91 $19.88 $19.88 

Apprentice - stage 2 $19.53 $26.04 $19.53 $26.04 $26.04 $19.53 $26.04 $26.04 

Apprentice - stage 3 $26.63 $35.50 $26.63 $35.50 $35.50 $26.63 $35.50 $35.50 

Apprentice - stage 4 $31.25 $41.66 $31.25 $41.66 $41.66 $31.25 $41.66 $41.66 

Apprentice - stage 4 - 
Higher engineering 

$34.19 $45.58 $34.19 $45.58 $45.58 $34.19 $45.58 $45.58 

Apprentice - stage 4 - 
Advanced 
engineering 

$36.56 $48.74 $36.56 $48.74 $48.74 $36.56 $48.74 $48.74 

  

3877



Table 3 of 4 

Classification Minimum 
break after 
working 
overtime 

Afternoon 
shift - non-
continuous 
shiftworker - 
starts before 
6pm 

Night shift - 
non-
continuous 
shiftworker - 
starts after 
6pm 

Afternoon or 
night shift - 
less than 5 
days in a row 
(or 6 days in 
a 6 day 
workshop) 

Continuous 
afternoon or 
night shift 

Alternating 
day and 
afternoon 
shifts - non-
continuous 
shiftworker - 
afternoon 
shift - starts 
before 6pm 

Alternating 
day, 
afternoon and 
night shifts - 
non-
continuous 
shiftworker - 
afternoon and 
night shift 

Apprentice - stage 1 $19.88 $11.73 $12.92 $14.91 $11.18 $11.18 $11.18 

Apprentice - stage 2 $26.04 $15.36 $16.93 $19.53 $14.65 $14.65 $14.65 

Apprentice - stage 3 $35.50 $20.95 $23.08 $26.63 $19.97 $19.97 $19.97 

Apprentice - stage 4 $41.66 $24.58 $27.08 $31.25 $23.43 $23.43 $23.43 

Apprentice - stage 4 - 
Higher engineering 

$45.58 $26.89 $29.63 $34.19 $25.64 $25.64 $25.64 

Apprentice - stage 4 - 
Advanced engineering 

$48.74 $28.76 $31.68 $36.56 $27.42 $27.42 $27.42 

Table 4 of 4 

Classification Alternating 
day and night 
shifts - non-
continuous 
shiftworker - 
night shift - 
starts after 
6pm 

Alternating 
night and 
afternoon 
shifts - non-
continuous 
shiftworker 

Ship trials at 
wharf - 
technical field 

Ship trials in 
harbour or at 
sea - 
technical field 

Working 
through a 
meal break - 
Other 

Working 
through a 
meal break - 
Saturday or 
Sunday 

Working 
through a 
meal break - 
employee 
entitled to 
30% loading 
(night shift 
only) 

Apprentice - stage 1 $11.18 $11.73 $12.43 $14.91 $14.91 $19.88 $17.89 

Apprentice - stage 2 $14.65 $15.36 $16.28 $19.53 $19.53 $26.04 $23.44 

Apprentice - stage 3 $19.97 $20.95 $22.19 $26.63 $26.63 $35.50 $31.95 

Apprentice - stage 4 $23.43 $24.58 $26.04 $31.25 $31.25 $41.66 $37.49 

Apprentice - stage 4 - 
Higher engineering 

$25.64 $26.89 $28.49 $34.19 $34.19 $45.58 $41.02 

Apprentice - stage 4 - 
Advanced engineering 

$27.42 $28.76 $30.46 $36.56 $36.56 $48.74 $43.87 

  

3878



Apprentice - Vehicle manufacturing - Started before 1 Jan 2014 - Completed Year 11 - Full-time & part-time 

Table 1 of 4 

Classification Hourly pay 
rate 

Saturday 
(agreement to 
work ordinary 
hours) day 
worker 

Saturday 
shiftwork 

Sunday 
(agreement to 
work ordinary 
hours) day 
worker 

Sunday 
shiftwork 

Public 
holiday - day 
worker and 
non-
continuous 
shiftworker 

Public 
holiday 
shiftwork 

Apprentice - stage 1 $11.43 $17.15 $14.29 $22.86 $22.86 $28.58 $28.58 

Apprentice - stage 2 $13.02 $19.53 $16.28 $26.04 $26.04 $32.55 $32.55 

Apprentice - stage 3 $17.75 $26.63 $22.19 $35.50 $35.50 $44.38 $44.38 

Apprentice - stage 4 $20.83 $31.25 $26.04 $41.66 $41.66 $52.08 $52.08 

Apprentice - stage 4 - 
Higher engineering 

$22.79 $34.19 $28.49 $45.58 $45.58 $56.98 $56.98 

Apprentice - stage 4 - 
Advanced engineering 

$24.37 $36.56 $30.46 $48.74 $48.74 $60.93 $60.93 

Table 2 of 4 

Classification Overtime - 
Monday to 
Friday - 
first 3 
hours 

Overtime - 
Monday to 
Friday - 
after 3 
hours 

Overtime - 
Saturday - 
first 3 
hours - day 
worker 

Overtime - 
Saturday - 
after 3 
hours - day 
worker 

Overtime - 
Sunday 

Overtime - 
continuous 
shiftworker 
- first 3 
hours 

Overtime - 
continuous 
shiftworker 
- after 3 
hours 

Overtime - 
public 
holiday - 
continuous 
shiftworker 

Apprentice - stage 1 $17.15 $22.86 $17.15 $22.86 $22.86 $17.15 $22.86 $22.86 

Apprentice - stage 2 $19.53 $26.04 $19.53 $26.04 $26.04 $19.53 $26.04 $26.04 

Apprentice - stage 3 $26.63 $35.50 $26.63 $35.50 $35.50 $26.63 $35.50 $35.50 

Apprentice - stage 4 $31.25 $41.66 $31.25 $41.66 $41.66 $31.25 $41.66 $41.66 

Apprentice - stage 4 - 
Higher engineering 

$34.19 $45.58 $34.19 $45.58 $45.58 $34.19 $45.58 $45.58 

Apprentice - stage 4 - 
Advanced engineering 

$36.56 $48.74 $36.56 $48.74 $48.74 $36.56 $48.74 $48.74 

  

3879



Table 3 of 4 

Classification Minimum 
break after 
working 
overtime 

Afternoon 
shift - non-
continuous 
shiftworker - 
starts before 
6pm 

Night shift - 
non-
continuous 
shiftworker - 
starts after 
6pm 

Afternoon or 
night shift - 
less than 5 
days in a row 
(or 6 days in 
a 6 day 
workshop) 

Continuous 
afternoon or 
night shift 

Alternating 
day and 
afternoon 
shifts - non-
continuous 
shiftworker - 
afternoon 
shift - starts 
before 6pm 

Alternating 
day, 
afternoon and 
night shifts - 
non-
continuous 
shiftworker - 
afternoon and 
night shift 

Apprentice - stage 1 $22.86 $13.49 $14.86 $17.15 $12.86 $12.86 $12.86 

Apprentice - stage 2 $26.04 $15.36 $16.93 $19.53 $14.65 $14.65 $14.65 

Apprentice - stage 3 $35.50 $20.95 $23.08 $26.63 $19.97 $19.97 $19.97 

Apprentice - stage 4 $41.66 $24.58 $27.08 $31.25 $23.43 $23.43 $23.43 

Apprentice - stage 4 - 
Higher engineering 

$45.58 $26.89 $29.63 $34.19 $25.64 $25.64 $25.64 

Apprentice - stage 4 - 
Advanced engineering 

$48.74 $28.76 $31.68 $36.56 $27.42 $27.42 $27.42 

Table 4 of 4 

Classification Alternating 
day and night 
shifts - non-
continuous 
shiftworker - 
night shift - 
starts after 
6pm 

Alternating 
night and 
afternoon 
shifts - non-
continuous 
shiftworker 

Ship trials at 
wharf - 
technical field 

Ship trials in 
harbour or at 
sea - 
technical field 

Working 
through a 
meal break - 
Other 

Working 
through a 
meal break - 
Saturday or 
Sunday 

Working 
through a 
meal break - 
employee 
entitled to 
30% loading 
(night shift 
only) 

Apprentice - stage 1 $12.86 $13.49 $14.29 $17.15 $17.15 $22.86 $20.57 

Apprentice - stage 2 $14.65 $15.36 $16.28 $19.53 $19.53 $26.04 $23.44 

Apprentice - stage 3 $19.97 $20.95 $22.19 $26.63 $26.63 $35.50 $31.95 

Apprentice - stage 4 $23.43 $24.58 $26.04 $31.25 $31.25 $41.66 $37.49 

Apprentice - stage 4 - 
Higher engineering 

$25.64 $26.89 $28.49 $34.19 $34.19 $45.58 $41.02 

Apprentice - stage 4 - 
Advanced engineering 

$27.42 $28.76 $30.46 $36.56 $36.56 $48.74 $43.87 

  

3880



Apprentice - Vehicle manufacturing - Started before 1 Jan 2014 - Completed Year 12 - Full-time & part-time 

Table 1 of 4 

Classification Hourly pay 
rate 

Saturday 
(agreement to 
work ordinary 
hours) day 
worker 

Saturday 
shiftwork 

Sunday 
(agreement to 
work ordinary 
hours) day 
worker 

Sunday 
shiftwork 

Public 
holiday - day 
worker and 
non-
continuous 
shiftworker 

Public 
holiday 
shiftwork 

Apprentice - stage 1 $11.98 $17.97 $14.98 $23.96 $23.96 $29.95 $29.95 

Apprentice - stage 2 $13.94 $20.91 $17.43 $27.88 $27.88 $34.85 $34.85 

Apprentice - stage 3 $17.75 $26.63 $22.19 $35.50 $35.50 $44.38 $44.38 

Apprentice - stage 4 $21.72 $32.58 $27.15 $43.44 $43.44 $54.30 $54.30 

Apprentice - stage 4 - 
Higher engineering 

$22.79 $34.19 $28.49 $45.58 $45.58 $56.98 $56.98 

Apprentice - stage 4 - 
Advanced engineering 

$24.37 $36.56 $30.46 $48.74 $48.74 $60.93 $60.93 

Table 2 of 4 

Classification Overtime - 
Monday to 
Friday - 
first 3 
hours 

Overtime - 
Monday to 
Friday - 
after 3 
hours 

Overtime - 
Saturday - 
first 3 
hours - day 
worker 

Overtime - 
Saturday - 
after 3 
hours - day 
worker 

Overtime - 
Sunday 

Overtime - 
continuous 
shiftworker 
- first 3 
hours 

Overtime - 
continuous 
shiftworker 
- after 3 
hours 

Overtime - 
public 
holiday - 
continuous 
shiftworker 

Apprentice - stage 1 $17.97 $23.96 $17.97 $23.96 $23.96 $17.97 $23.96 $23.96 

Apprentice - stage 2 $20.91 $27.88 $20.91 $27.88 $27.88 $20.91 $27.88 $27.88 

Apprentice - stage 3 $26.63 $35.50 $26.63 $35.50 $35.50 $26.63 $35.50 $35.50 

Apprentice - stage 4 $32.58 $43.44 $32.58 $43.44 $43.44 $32.58 $43.44 $43.44 

Apprentice - stage 4 - 
Higher engineering 

$34.19 $45.58 $34.19 $45.58 $45.58 $34.19 $45.58 $45.58 

Apprentice - stage 4 - 
Advanced engineering 

$36.56 $48.74 $36.56 $48.74 $48.74 $36.56 $48.74 $48.74 

  

3881



Table 3 of 4 

Classification Minimum 
break after 
working 
overtime 

Afternoon 
shift - non-
continuous 
shiftworker - 
starts before 
6pm 

Night shift - 
non-
continuous 
shiftworker - 
starts after 
6pm 

Afternoon or 
night shift - 
less than 5 
days in a row 
(or 6 days in 
a 6 day 
workshop) 

Continuous 
afternoon or 
night shift 

Alternating 
day and 
afternoon 
shifts - non-
continuous 
shiftworker - 
afternoon 
shift - starts 
before 6pm 

Alternating 
day, 
afternoon and 
night shifts - 
non-
continuous 
shiftworker - 
afternoon and 
night shift 

Apprentice - stage 1 $23.96 $14.14 $15.57 $17.97 $13.48 $13.48 $13.48 

Apprentice - stage 2 $27.88 $16.45 $18.12 $20.91 $15.68 $15.68 $15.68 

Apprentice - stage 3 $35.50 $20.95 $23.08 $26.63 $19.97 $19.97 $19.97 

Apprentice - stage 4 $43.44 $25.63 $28.24 $32.58 $24.44 $24.44 $24.44 

Apprentice - stage 4 - 
Higher engineering 

$45.58 $26.89 $29.63 $34.19 $25.64 $25.64 $25.64 

Apprentice - stage 4 - 
Advanced engineering 

$48.74 $28.76 $31.68 $36.56 $27.42 $27.42 $27.42 

Table 4 of 4 

Classification Alternating 
day and night 
shifts - non-
continuous 
shiftworker - 
night shift - 
starts after 
6pm 

Alternating 
night and 
afternoon 
shifts - non-
continuous 
shiftworker 

Ship trials at 
wharf - 
technical field 

Ship trials in 
harbour or at 
sea - 
technical field 

Working 
through a 
meal break - 
Other 

Working 
through a 
meal break - 
Saturday or 
Sunday 

Working 
through a 
meal break - 
employee 
entitled to 
30% loading 
(night shift 
only) 

Apprentice - stage 1 $13.48 $14.14 $14.98 $17.97 $17.97 $23.96 $21.56 

Apprentice - stage 2 $15.68 $16.45 $17.43 $20.91 $20.91 $27.88 $25.09 

Apprentice - stage 3 $19.97 $20.95 $22.19 $26.63 $26.63 $35.50 $31.95 

Apprentice - stage 4 $24.44 $25.63 $27.15 $32.58 $32.58 $43.44 $39.10 

Apprentice - stage 4 - 
Higher engineering 

$25.64 $26.89 $28.49 $34.19 $34.19 $45.58 $41.02 

Apprentice - stage 4 - 
Advanced engineering 

$27.42 $28.76 $30.46 $36.56 $36.56 $48.74 $43.87 

  

3882



Adult apprentice - Vehicle manufacturing - Started before 1 Jan 2014 - Full-time & part-time  

Table 1 of 4 

Classification Hourly pay 
rate 

Saturday 
(agreement to 
work ordinary 
hours) day 
worker 

Saturday 
shiftwork 

Sunday 
(agreement to 
work ordinary 
hours) day 
worker 

Sunday 
shiftwork 

Public holiday 
- day worker 
and non-
continuous 
shiftworker 

Public holiday 
shiftwork 

Apprentice - stage 1 $17.94 $26.91 $22.43 $35.88 $35.88 $44.85 $44.85 

Apprentice - stage 2 $20.33 $30.50 $25.41 $40.66 $40.66 $50.83 $50.83 

Apprentice - stage 3 $20.92 $31.38 $26.15 $41.84 $41.84 $52.30 $52.30 

Apprentice - stage 4 $21.72 $32.58 $27.15 $43.44 $43.44 $54.30 $54.30 

Apprentice - stage 4 - 
Higher engineering 

$22.79 $34.19 $28.49 $45.58 $45.58 $56.98 $56.98 

Apprentice - stage 4 - 
Advanced engineering 

$24.37 $36.56 $30.46 $48.74 $48.74 $60.93 $60.93 

Table 2 of 4 

Classification Overtime - 
Monday to 
Friday - first 
3 hours 

Overtime - 
Monday to 
Friday - 
after 3 
hours 

Overtime - 
Saturday - 
first 3 hours 
- day 
worker 

Overtime - 
Saturday - 
after 3 
hours - day 
worker 

Overtime - 
Sunday 

Overtime - 
continuous 
shiftworker 
- first 3 
hours 

Overtime - 
continuous 
shiftworker 
- after 3 
hours 

Overtime - 
public 
holiday - 
continuous 
shiftworker 

Apprentice - stage 1 $26.91 $35.88 $26.91 $35.88 $35.88 $26.91 $35.88 $35.88 

Apprentice - stage 2 $30.50 $40.66 $30.50 $40.66 $40.66 $30.50 $40.66 $40.66 

Apprentice - stage 3 $31.38 $41.84 $31.38 $41.84 $41.84 $31.38 $41.84 $41.84 

Apprentice - stage 4 $32.58 $43.44 $32.58 $43.44 $43.44 $32.58 $43.44 $43.44 

Apprentice - stage 4 - 
Higher engineering 

$34.19 $45.58 $34.19 $45.58 $45.58 $34.19 $45.58 $45.58 

Apprentice - stage 4 - 
Advanced engineering 

$36.56 $48.74 $36.56 $48.74 $48.74 $36.56 $48.74 $48.74 

  

3883



Table 3 of 4 

Classification Minimum 
break after 
working 
overtime 

Afternoon 
shift - non-
continuous 
shiftworker - 
starts before 
6pm 

Night shift - 
non-
continuous 
shiftworker - 
starts after 
6pm 

Afternoon or 
night shift - 
less than 5 
days in a row 
(or 6 days in a 
6 day 
workshop) 

Continuous 
afternoon or 
night shift 

Alternating 
day and 
afternoon 
shifts - non-
continuous 
shiftworker - 
afternoon 
shift - starts 
before 6pm 

Alternating 
day, afternoon 
and night 
shifts - non-
continuous 
shiftworker - 
afternoon and 
night shift 

Apprentice - stage 1 $35.88 $21.17 $23.32 $26.91 $20.18 $21.31 $21.31 

Apprentice - stage 2 $40.66 $23.99 $26.43 $30.50 $22.87 $22.87 $22.87 

Apprentice - stage 3 $41.84 $24.69 $27.20 $31.38 $23.54 $23.54 $23.54 

Apprentice - stage 4 $43.44 $25.63 $28.24 $32.58 $24.44 $24.44 $24.44 

Apprentice - stage 4 - 
Higher engineering 

$45.58 $26.89 $29.63 $34.19 $25.64 $25.64 $25.64 

Apprentice - stage 4 - 
Advanced engineering 

$48.74 $28.76 $31.68 $36.56 $27.42 $27.42 $27.42 

Table 4 of 4 

Classification Alternating 
day and night 
shifts - non-
continuous 
shiftworker - 
night shift - 
starts after 
6pm 

Alternating 
night and 
afternoon 
shifts - non-
continuous 
shiftworker 

Ship trials at 
wharf - 
technical field 

Ship trials in 
harbour or at 
sea - technical 
field 

Working 
through a 
meal break - 
Other 

Working 
through a 
meal break - 
Saturday or 
Sunday 

Working 
through a 
meal break - 
employee 
entitled to 
30% loading 
(night shift 
only) 

Apprentice - stage 1 $21.31 $22.35 $23.68 $28.41 $28.41 $35.88 $32.29 

Apprentice - stage 2 $22.87 $23.99 $25.41 $30.50 $30.50 $40.66 $36.59 

Apprentice - stage 3 $23.54 $24.69 $26.15 $31.38 $31.38 $41.84 $37.66 

Apprentice - stage 4 $24.44 $25.63 $27.15 $32.58 $32.58 $43.44 $39.10 

Apprentice - stage 4 - 
Higher engineering 

$25.64 $26.89 $28.49 $34.19 $34.19 $45.58 $41.02 

Apprentice - stage 4 - 
Advanced engineering 

$27.42 $28.76 $30.46 $36.56 $36.56 $48.74 $43.87 

3884



Apprentice - Vehicle manufacturing - Started after 1 Jan 2014 - Did not complete year 12 - Full-time & part-time 

Table 1 of 4 

Classification Hourly pay 
rate 

Saturday 
(agreement to 
work ordinary 
hours) day 
worker 

Saturday 
shiftwork 

Sunday 
(agreement to 
work ordinary 
hours) day 
worker 

Sunday 
shiftwork 

Public 
holiday - day 
worker and 
non-
continuous 
shiftworker 

Public 
holiday 
shiftwork 

Apprentice - stage 1 $11.84 $17.76 $14.80 $23.68 $23.68 $29.60 $29.60 

Apprentice - stage 2 $14.20 $21.30 $17.75 $28.40 $28.40 $35.50 $35.50 

Apprentice - stage 3 $17.75 $26.63 $22.19 $35.50 $35.50 $44.38 $44.38 

Apprentice - stage 4 $20.83 $31.25 $26.04 $41.66 $41.66 $52.08 $52.08 

Apprentice - stage 4 - 
Higher engineering 

$22.79 $34.19 $28.49 $45.58 $45.58 $56.98 $56.98 

Apprentice - stage 4 - 
Advanced engineering 

$24.37 $36.56 $30.46 $48.74 $48.74 $60.93 $60.93 

Table 2 of 4 

Classification Overtime - 
Monday to 
Friday - 
first 3 
hours 

Overtime - 
Monday to 
Friday - 
after 3 
hours 

Overtime - 
Saturday - 
first 3 
hours - day 
worker 

Overtime - 
Saturday - 
after 3 
hours - day 
worker 

Overtime - 
Sunday 

Overtime - 
continuous 
shiftworker 
- first 3 
hours 

Overtime - 
continuous 
shiftworker 
- after 3 
hours 

Overtime - 
public 
holiday - 
continuous 
shiftworker 

Apprentice - stage 1 $17.76 $23.68 $17.76 $23.68 $23.68 $17.76 $23.68 $23.68 

Apprentice - stage 2 $21.30 $28.40 $21.30 $28.40 $28.40 $21.30 $28.40 $28.40 

Apprentice - stage 3 $26.63 $35.50 $26.63 $35.50 $35.50 $26.63 $35.50 $35.50 

Apprentice - stage 4 $31.25 $41.66 $31.25 $41.66 $41.66 $31.25 $41.66 $41.66 

Apprentice - stage 4 - 
Higher engineering 

$34.19 $45.58 $34.19 $45.58 $45.58 $34.19 $45.58 $45.58 

Apprentice - stage 4 - 
Advanced engineering 

$36.56 $48.74 $36.56 $48.74 $48.74 $36.56 $48.74 $48.74 

  

3885



Table 3 of 4 

Classification Minimum 
break after 
working 
overtime 

Afternoon 
shift - non-
continuous 
shiftworker - 
starts before 
6pm 

Night shift - 
non-
continuous 
shiftworker - 
starts after 
6pm 

Afternoon or 
night shift - 
less than 5 
days in a row 
(or 6 days in 
a 6 day 
workshop) 

Continuous 
afternoon or 
night shift 

Alternating 
day and 
afternoon 
shifts - non-
continuous 
shiftworker - 
afternoon 
shift - starts 
before 6pm 

Alternating 
day, 
afternoon and 
night shifts - 
non-
continuous 
shiftworker - 
afternoon and 
night shift 

Apprentice - stage 1 $23.68 $13.97 $15.39 $17.76 $13.32 $13.32 $13.32 

Apprentice - stage 2 $28.40 $16.76 $18.46 $21.30 $15.98 $15.98 $15.98 

Apprentice - stage 3 $35.50 $20.95 $23.08 $26.63 $19.97 $19.97 $19.97 

Apprentice - stage 4 $41.66 $24.58 $27.08 $31.25 $23.43 $23.43 $23.43 

Apprentice - stage 4 - 
Higher engineering 

$45.58 $26.89 $29.63 $34.19 $25.64 $25.64 $25.64 

Apprentice - stage 4 - 
Advanced engineering 

$48.74 $28.76 $31.68 $36.56 $27.42 $27.42 $27.42 

Table 4 of 4 

Classification Alternating 
day and night 
shifts - non-
continuous 
shiftworker - 
night shift - 
starts after 
6pm 

Alternating 
night and 
afternoon 
shifts - non-
continuous 
shiftworker 

Ship trials at 
wharf - 
technical field 

Ship trials in 
harbour or at 
sea - 
technical field 

Working 
through a 
meal break - 
Other 

Working 
through a 
meal break - 
Saturday or 
Sunday 

Working 
through a 
meal break - 
employee 
entitled to 
30% loading 
(night shift 
only) 

Apprentice - stage 1 $13.32 $13.97 $14.80 $17.76 $17.76 $23.68 $21.31 

Apprentice - stage 2 $15.98 $16.76 $17.75 $21.30 $21.30 $28.40 $25.56 

Apprentice - stage 3 $19.97 $20.95 $22.19 $26.63 $26.63 $35.50 $31.95 

Apprentice - stage 4 $23.43 $24.58 $26.04 $31.25 $31.25 $41.66 $37.49 

Apprentice - stage 4 - 
Higher engineering 

$25.64 $26.89 $28.49 $34.19 $34.19 $45.58 $41.02 

Apprentice - stage 4 - 
Advanced engineering 

$27.42 $28.76 $30.46 $36.56 $36.56 $48.74 $43.87 
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Apprentice - Vehicle manufacturing - Started after 1 Jan 2014 - Completed year 12 - Full-time & part-time 

Table 1 of 4 

Classification Hourly pay 
rate 

Saturday 
(agreement to 
work ordinary 
hours) day 
worker 

Saturday 
shiftwork 

Sunday 
(agreement to 
work ordinary 
hours) day 
worker 

Sunday 
shiftwork 

Public 
holiday - day 
worker and 
non-
continuous 
shiftworker 

Public 
holiday 
shiftwork 

Apprentice - stage 1 $13.02 $19.53 $16.28 $26.04 $26.04 $32.55 $32.55 

Apprentice - stage 2 $15.39 $23.09 $19.24 $30.78 $30.78 $38.48 $38.48 

Apprentice - stage 3 $17.75 $26.63 $22.19 $35.50 $35.50 $44.38 $44.38 

Apprentice - stage 4 $21.72 $32.58 $27.15 $43.44 $43.44 $54.30 $54.30 

Apprentice - stage 4 - 
Higher engineering 

$22.79 $34.19 $28.49 $45.58 $45.58 $56.98 $56.98 

Apprentice - stage 4 - 
Advanced engineering 

$24.37 $36.56 $30.46 $48.74 $48.74 $60.93 $60.93 

Table 2 of 4 

Classification Overtime - 
Monday to 
Friday - 
first 3 
hours 

Overtime - 
Monday to 
Friday - 
after 3 
hours 

Overtime - 
Saturday - 
first 3 
hours - day 
worker 

Overtime - 
Saturday - 
after 3 
hours - day 
worker 

Overtime - 
Sunday 

Overtime - 
continuous 
shiftworker 
- first 3 
hours 

Overtime - 
continuous 
shiftworker 
- after 3 
hours 

Overtime - 
public 
holiday - 
continuous 
shiftworker 

Apprentice - stage 1 $19.53 $26.04 $19.53 $26.04 $26.04 $19.53 $26.04 $26.04 

Apprentice - stage 2 $23.09 $30.78 $23.09 $30.78 $30.78 $23.09 $30.78 $30.78 

Apprentice - stage 3 $26.63 $35.50 $26.63 $35.50 $35.50 $26.63 $35.50 $35.50 

Apprentice - stage 4 $32.58 $43.44 $32.58 $43.44 $43.44 $32.58 $43.44 $43.44 

Apprentice - stage 4 - 
Higher engineering 

$34.19 $45.58 $34.19 $45.58 $45.58 $34.19 $45.58 $45.58 

Apprentice - stage 4 - 
Advanced engineering 

$36.56 $48.74 $36.56 $48.74 $48.74 $36.56 $48.74 $48.74 

  

3887



Table 3 of 4 

Classification Minimum 
break after 
working 
overtime 

Afternoon 
shift - non-
continuous 
shiftworker - 
starts before 
6pm 

Night shift - 
non-
continuous 
shiftworker - 
starts after 
6pm 

Afternoon or 
night shift - 
less than 5 
days in a row 
(or 6 days in 
a 6 day 
workshop) 

Continuous 
afternoon or 
night shift 

Alternating 
day and 
afternoon 
shifts - non-
continuous 
shiftworker - 
afternoon 
shift - starts 
before 6pm 

Alternating 
day, 
afternoon and 
night shifts - 
non-
continuous 
shiftworker - 
afternoon and 
night shift 

Apprentice - stage 1 $26.04 $15.36 $16.93 $19.53 $14.65 $14.65 $14.65 

Apprentice - stage 2 $30.78 $18.16 $20.01 $23.09 $17.31 $17.31 $17.31 

Apprentice - stage 3 $35.50 $20.95 $23.08 $26.63 $19.97 $19.97 $19.97 

Apprentice - stage 4 $43.44 $25.63 $28.24 $32.58 $24.44 $24.44 $24.44 

Apprentice - stage 4 - 
Higher engineering 

$45.58 $26.89 $29.63 $34.19 $25.64 $25.64 $25.64 

Apprentice - stage 4 - 
Advanced engineering 

$48.74 $28.76 $31.68 $36.56 $27.42 $27.42 $27.42 

Table 4 of 4 

Classification Alternating 
day and night 
shifts - non-
continuous 
shiftworker - 
night shift - 
starts after 
6pm 

Alternating 
night and 
afternoon 
shifts - non-
continuous 
shiftworker 

Ship trials at 
wharf - 
technical field 

Ship trials in 
harbour or at 
sea - 
technical field 

Working 
through a 
meal break - 
Other 

Working 
through a 
meal break - 
Saturday or 
Sunday 

Working 
through a 
meal break - 
employee 
entitled to 
30% loading 
(night shift 
only) 

Apprentice - stage 1 $14.65 $15.36 $16.28 $19.53 $19.53 $26.04 $23.44 

Apprentice - stage 2 $17.31 $18.16 $19.24 $23.09 $23.09 $30.78 $27.70 

Apprentice - stage 3 $19.97 $20.95 $22.19 $26.63 $26.63 $35.50 $31.95 

Apprentice - stage 4 $24.44 $25.63 $27.15 $32.58 $32.58 $43.44 $39.10 

Apprentice - stage 4 - 
Higher engineering 

$25.64 $26.89 $28.49 $34.19 $34.19 $45.58 $41.02 

Apprentice - stage 4 - 
Advanced engineering 

$27.42 $28.76 $30.46 $36.56 $36.56 $48.74 $43.87 

  

3888



Adult apprentice - Vehicle manufacturing - Started after 1 Jan 2014 - Full-time & part-time 

Table 1 of 4 

Classification Hourly pay 
rate 

Saturday 
(agreement to 
work ordinary 
hours) day 
worker 

Saturday 
shiftwork 

Sunday 
(agreement to 
work ordinary 
hours) day 
worker 

Sunday 
shiftwork 

Public holiday 
- day worker 
and non-
continuous 
shiftworker 

Public holiday 
shiftwork 

Apprentice - stage 1 $18.94 $28.41 $23.68 $37.88 $37.88 $47.35 $47.35 

Apprentice - stage 2 $20.33 $30.50 $25.41 $40.66 $40.66 $50.83 $50.83 

Apprentice - stage 3 $20.92 $31.38 $26.15 $41.84 $41.84 $52.30 $52.30 

Apprentice - stage 4 $21.72 $32.58 $27.15 $43.44 $43.44 $54.30 $54.30 

Apprentice - stage 4 - 
Higher engineering 

$22.79 $34.19 $28.49 $45.58 $45.58 $56.98 $56.98 

Apprentice - stage 4 - 
Advanced engineering 

$24.37 $36.56 $30.46 $48.74 $48.74 $60.93 $60.93 

Table 2 of 4 

Classification Overtime - 
Monday to 
Friday - first 
3 hours 

Overtime - 
Monday to 
Friday - 
after 3 
hours 

Overtime - 
Saturday - 
first 3 hours 
- day worker 

Overtime - 
Saturday - 
after 3 
hours - day 
worker 

Overtime - 
Sunday 

Overtime - 
continuous 
shiftworker 
- first 3 
hours 

Overtime - 
continuous 
shiftworker 
- after 3 
hours 

Overtime - 
public 
holiday - 
continuous 
shiftworker 

Apprentice - stage 1 $28.41 $37.88 $28.41 $37.88 $37.88 $28.41 $37.88 $37.88 

Apprentice - stage 2 $30.50 $40.66 $30.50 $40.66 $40.66 $30.50 $40.66 $40.66 

Apprentice - stage 3 $31.38 $41.84 $31.38 $41.84 $41.84 $31.38 $41.84 $41.84 

Apprentice - stage 4 $32.58 $43.44 $32.58 $43.44 $43.44 $32.58 $43.44 $43.44 

Apprentice - stage 4 - 
Higher engineering 

$34.19 $45.58 $34.19 $45.58 $45.58 $34.19 $45.58 $45.58 

Apprentice - stage 4 - 
Advanced engineering 

$36.56 $48.74 $36.56 $48.74 $48.74 $36.56 $48.74 $48.74 

  

3889



Table 3 of 4 

Classification Minimum 
break after 
working 
overtime  

Night shift - 
non-
continuous 
shiftworker - 
starts after 
6pm 

Afternoon 
shift - non-
continuous 
shiftworker - 
starts before 
6pm 

Afternoon or 
night shift - 
less than 5 
days in a row 
(or 6 days in a 
6 day 
workshop) 

Continuous 
afternoon or 
night shift 

Alternating 
day and 
afternoon 
shifts - non-
continuous 
shiftworker - 
afternoon 
shift - starts 
before 6pm 

Alternating 
day, afternoon 
and night 
shifts - non-
continuous 
shiftworker - 
afternoon and 
night shift 

Apprentice - stage 1 $37.88 $22.35 $24.62 $28.41 $21.31 $21.31 $21.31 

Apprentice - stage 2 $40.66 $23.99 $26.43 $30.50 $22.87 $22.87 $22.87 

Apprentice - stage 3 $41.84 $24.69 $27.20 $31.38 $23.54 $23.54 $23.54 

Apprentice - stage 4 $43.44 $25.63 $28.24 $32.58 $24.44 $24.44 $24.44 

Apprentice - stage 4 - 
Higher engineering 

$45.58 $26.89 $29.63 $34.19 $25.64 $25.64 $25.64 

Apprentice - stage 4 - 
Advanced engineering 

$48.74 $28.76 $31.68 $36.56 $27.42 $27.42 $27.42 

Table 4 of 4 

Classification Alternating 
day and night 
shifts - non-
continuous 
shiftworker - 
night shift - 
starts after 
6pm 

Alternating 
night and 
afternoon 
shifts - non-
continuous 
shiftworker 

Ship trials at 
wharf - 
technical field 

Ship trials in 
harbour or at 
sea - technical 
field 

Working 
through a 
meal break - 
Other 

Working 
through a 
meal break - 
Saturday or 
Sunday 

Working 
through a 
meal break - 
employee 
entitled to 
30% loading 
(night shift 
only) 

Apprentice - stage 1 $21.31 $22.35 $23.68 $28.41 $28.41 $37.88 $34.09 

Apprentice - stage 2 $22.87 $23.99 $25.41 $30.50 $30.50 $40.66 $36.59 

Apprentice - stage 3 $23.54 $24.69 $26.15 $31.38 $31.38 $41.84 $37.66 

Apprentice - stage 4 $24.44 $25.63 $27.15 $32.58 $32.58 $43.44 $39.10 

Apprentice - stage 4 - 
Higher engineering 

$25.64 $26.89 $28.49 $34.19 $34.19 $45.58 $41.02 

Apprentice - stage 4 - 
Advanced engineering 

$27.42 $28.76 $30.46 $36.56 $36.56 $48.74 $43.87 

3890



Trainee - Vehicle manufacturing - Technical field/engineer/scientist - Full-time & part-time - 17 years and under 

Table 1 of 4 

Classification Weekly pay 
rate 

Hourly pay 
rate 

Saturday 
(agreement 
to work 
ordinary 
hours) day 
worker 

Saturday 
shiftwork 

Sunday 
(agreement 
to work 
ordinary 
hours) day 
worker 

Sunday 
shiftwork 

Public 
holiday - 
day worker 
and non-
continuous 
shiftworker 

Public 
holiday 
shiftwork 

Technical field trainee $487.04 $12.82 $19.23 $16.03 $25.64 $25.64 $32.05 $32.05 

Trainee engineer / 
Trainee scientist 

$536.28 $14.11 $21.17 $17.64 $28.22 $28.22 $35.28 $35.28 

Table 2 of 4 

Classification Overtime - 
Monday to 
Friday - first 
3 hours 

Overtime - 
Monday to 
Friday - 
after 3 
hours 

Overtime - 
Saturday - 
first 3 hours 
- day worker 

Overtime - 
Saturday - 
after 3 
hours - day 
worker 

Overtime - 
Sunday 

Overtime - 
continuous 
shiftworker - 
first 3 hours 

Overtime - 
continuous 
shiftworker - 
after 3 hours 

Overtime - 
public 
holiday - 
continuous 
shiftworker 

Technical field trainee $19.23 $25.64 $19.23 $25.64 $25.64 $19.23 $25.64 $25.64 

Trainee engineer / 
Trainee scientist 

$21.17 $28.22 $21.17 $28.22 $28.22 $21.17 $28.22 $28.22 

Table 3 of 4 

Classification Minimum 
break after 
working 
overtime 

Afternoon 
shift - non-
continuous 
shiftworker - 
starts before 
6pm 

Night shift - 
non-
continuous 
shiftworker - 
starts after 
6pm 

Afternoon or 
night shift - 
less than 5 
days in a row 
(or 6 days in a 
6 day 
workshop) 

Continuous 
afternoon 
or night 
shift 

Alternating day 
and afternoon 
shifts - non-
continuous 
shiftworker - 
afternoon shift - 
starts before 
6pm 

Alternating 
day, afternoon 
and night shifts 
- non-
continuous 
shiftworker - 
afternoon and 
night shift 

Technical field trainee $25.64 $15.13 $16.67 $19.23 $14.42 $14.42 $14.42 

Trainee engineer / 
Trainee scientist 

$28.22 $16.65 $18.34 $21.17 $15.87 $15.87 $15.87 

3891



Table 4 of 4 

Classification Alternating day 
and night shifts - 
non-continuous 
shiftworker - 
night shift - 
starts after 6pm 

Alternating 
night and 
afternoon 
shifts - 
non-
continuous 
shiftworker 

Ship trials at 
wharf - 
technical field 

Ship trials in 
harbour or at 
sea - technical 
field 

Working 
through a 
meal break - 
Other 

Working 
through a 
meal break - 
Saturday or 
Sunday 

Working 
through a 
meal break - 
employee 
entitled to 
30% loading 
(night shift 
only) 

Technical field trainee $14.42 $15.13 $16.03 $19.23 $19.23 $25.64 $23.08 

Trainee engineer / 
Trainee scientist 

$15.87 $16.65 $17.64 $21.17 $21.17 $28.22 $25.40 

Trainee - Vehicle manufacturing - Technical field/engineer/scientist - Full-time & part-time - 18 years 

Table 1 of 4 

Classification Weekly pay 
rate 

Hourly pay 
rate 

Saturday 
(agreement 
to work 
ordinary 
hours) day 
worker 

Saturday 
shiftwork 

Sunday 
(agreement 
to work 
ordinary 
hours) day 
worker 

Sunday 
shiftwork 

Public 
holiday - 
day worker 
and non-
continuous 
shiftworker 

Public 
holiday 
shiftwork 

Technical field trainee $580.74 $15.28 $22.92 $19.10 $30.56 $30.56 $38.20 $38.20 

Trainee engineer / 
Trainee scientist 

$639.41 $16.83 $25.25 $21.04 $33.66 $33.66 $42.08 $42.08 

Table 2 of 4 

Classification Overtime - 
Monday to 
Friday - first 
3 hours 

Overtime - 
Monday to 
Friday - 
after 3 
hours 

Overtime - 
Saturday - 
first 3 hours 
- day worker 

Overtime - 
Saturday - 
after 3 
hours - day 
worker 

Overtime - 
Sunday 

Overtime - 
continuous 
shiftworker - 
first 3 hours 

Overtime - 
continuous 
shiftworker - 
after 3 hours 

Overtime - 
public 
holiday - 
continuous 
shiftworker 

Technical field trainee $22.92 $30.56 $22.92 $30.56 $30.56 $22.92 $30.56 $30.56 

Trainee engineer / 
Trainee scientist 

$25.25 $33.66 $25.25 $33.66 $33.66 $25.25 $33.66 $33.66 

  

3892



Table 3 of 4 

Classification Minimum 
break after 
working 
overtime 

Afternoon 
shift - non-
continuous 
shiftworker - 
starts before 
6pm 

Night shift - 
non-
continuous 
shiftworker - 
starts after 
6pm 

Afternoon or 
night shift - 
less than 5 
days in a row 
(or 6 days in a 
6 day 
workshop) 

Continuous 
afternoon or 
night shift 

Alternating day 
and afternoon 
shifts - non-
continuous 
shiftworker - 
afternoon shift - 
starts before 
6pm 

Alternating 
day, afternoon 
and night 
shifts - non-
continuous 
shiftworker - 
afternoon and 
night shift 

Technical field trainee $30.56 $18.03 $19.86 $22.92 $17.19 $17.19 $17.19 

Trainee engineer / 
Trainee scientist 

$33.66 $19.86 $21.88 $25.25 $18.93 $18.93 $18.93 

Table 4 of 4 

Classification Alternating 
day and night 
shifts - non-
continuous 
shiftworker - 
night shift - 
starts after 
6pm 

Alternating 
night and 
afternoon 
shifts - non-
continuous 
shiftworker 

Ship trials at 
wharf - 
technical field 

Ship trials in 
harbour or at 
sea - technical 
field 

Working 
through a 
meal break - 
Other 

Working 
through a 
meal break - 
Saturday or 
Sunday 

Working 
through a 
meal break - 
employee 
entitled to 
30% loading 
(night shift 
only) 

Technical field trainee $17.19 $18.03 $19.10 $22.92 $22.92 $30.56 $27.50 

Trainee engineer / 
Trainee scientist 

$18.93 $19.86 $21.04 $25.25 $25.25 $33.66 $30.29 

Trainee - Vehicle manufacturing - Technical field/engineer/scientist - Full-time & part-time - 19 years 

Table 1 of 4 

Classification Weekly pay 
rate 

Hourly pay 
rate 

Saturday 
(agreement 
to work 
ordinary 
hours) day 
worker 

Saturday 
shiftwork 

Sunday 
(agreement 
to work 
ordinary 
hours) day 
worker 

Sunday 
shiftwork 

Public 
holiday - 
day worker 
and non-
continuous 
shiftworker 

Public 
holiday 
shiftwork 

Technical field trainee $702.27 $18.48 $27.72 $23.10 $36.96 $36.96 $46.20 $46.20 

Trainee engineer / 
Trainee scientist 

$773.48 $20.35 $30.53 $25.44 $40.70 $40.70 $50.88 $50.88 

3893



Table 2 of 4 

Classification Overtime - 
Monday to 
Friday - first 
3 hours 

Overtime - 
Monday to 
Friday - 
after 3 
hours 

Overtime - 
Saturday - 
first 3 hours 
- day worker 

Overtime - 
Saturday - 
after 3 
hours - day 
worker 

Overtime - 
Sunday 

Overtime - 
continuous 
shiftworker - 
first 3 hours 

Overtime - 
continuous 
shiftworker - 
after 3 
hours 

Overtime - 
public 
holiday - 
continuous 
shiftworker 

Technical field trainee $27.72 $36.96 $27.72 $36.96 $36.96 $27.72 $36.96 $36.96 

Trainee engineer / 
Trainee scientist 

$30.53 $40.70 $30.53 $40.70 $40.70 $30.53 $40.70 $40.70 

Table 3 of 4 

Classification Minimum 
break after 
working 
overtime 

Afternoon 
shift - non-
continuous 
shiftworker - 
starts before 
6pm 

Night shift - 
non-
continuous 
shiftworker - 
starts after 
6pm 

Afternoon or 
night shift - 
less than 5 
days in a row 
(or 6 days in a 
6 day 
workshop) 

Continuous 
afternoon or 
night shift 

Alternating day 
and afternoon 
shifts - non-
continuous 
shiftworker - 
afternoon shift - 
starts before 
6pm 

Alternating 
day, afternoon 
and night 
shifts - non-
continuous 
shiftworker - 
afternoon and 
night shift 

Technical field trainee $36.96 $21.81 $24.02 $27.72 $20.79 $20.79 $20.79 

Trainee engineer / 
Trainee scientist 

$40.70 $24.01 $26.46 $30.53 $22.89 $22.89 $22.89 

  

3894



Table 4 of 4 

Classification Alternating 
day and night 
shifts - non-
continuous 
shiftworker - 
night shift - 
starts after 
6pm 

Alternating 
night and 
afternoon 
shifts - non-
continuous 
shiftworker 

Ship trials at 
wharf - 
technical field 

Ship trials in 
harbour or at 
sea - technical 
field 

Working 
through a 
meal break - 
Other 

Working 
through a 
meal break - 
Saturday or 
Sunday 

Working 
through a 
meal break - 
employee 
entitled to 
30% loading 
(night shift 
only) 

Technical field trainee $20.79 $21.81 $23.10 $27.72 $27.72 $36.96 $33.26 

Trainee engineer / 
Trainee scientist 

$22.89 $24.01 $25.44 $30.53 $30.53 $40.70 $36.63 

Trainee - Vehicle manufacturing - Technical field/engineer/scientist - Full-time & part-time - 20 years 

Table 1 of 4 

Classification Weekly pay 
rate 

Hourly pay 
rate 

Saturday 
(agreement 
to work 
ordinary 
hours) day 
worker 

Saturday 
shiftwork 

Sunday 
(agreement 
to work 
ordinary 
hours) day 
worker 

Sunday 
shiftwork 

Public 
holiday - 
day worker 
and non-
continuous 
shiftworker 

Public 
holiday 
shiftwork 

Technical field trainee $823.80 $21.68 $32.52 $27.10 $43.36 $43.36 $54.20 $54.20 

Trainee engineer / 
Trainee scientist 

$907.54 $23.88 $35.82 $29.85 $47.76 $47.76 $59.70 $59.70 

Table 2 of 4 

Classification Overtime - 
Monday to 
Friday - first 
3 hours 

Overtime - 
Monday to 
Friday - 
after 3 
hours 

Overtime - 
Saturday - 
first 3 hours 
- day worker 

Overtime - 
Saturday - 
after 3 
hours - day 
worker 

Overtime - 
Sunday 

Overtime - 
continuous 
shiftworker - 
first 3 hours 

Overtime - 
continuous 
shiftworker - 
after 3 
hours 

Overtime - 
public 
holiday - 
continuous 
shiftworker 

Technical field trainee $32.52 $43.36 $32.52 $43.36 $43.36 $32.52 $43.36 $43.36 

Trainee engineer / 
Trainee scientist 

$35.82 $47.76 $35.82 $47.76 $47.76 $35.82 $47.76 $47.76 

  

3895



Table 3 of 4 

Classification Minimum 
break after 
working 
overtime  

Afternoon 
shift - non-
continuous 
shiftworker - 
starts before 
6pm 

Night shift - 
non-
continuous 
shiftworker - 
starts after 
6pm 

Afternoon or 
night shift - 
less than 5 
days in a row 
(or 6 days in a 
6 day 
workshop) 

Continuous 
afternoon or 
night shift 

Alternating day 
and afternoon 
shifts - non-
continuous 
shiftworker - 
afternoon shift - 
starts before 
6pm 

Alternating 
day, afternoon 
and night 
shifts - non-
continuous 
shiftworker - 
afternoon and 
night shift 

Technical field trainee $43.36 $25.58 $28.18 $32.52 $24.39 $24.39 $24.39 

Trainee engineer / 
Trainee scientist 

$47.76 $28.18 $31.04 $35.82 $26.87 $26.87 $26.87 

Table 4 of 4 

Classification Alternating 
day and night 
shifts - non-
continuous 
shiftworker - 
night shift - 
starts after 
6pm 

Alternating 
night and 
afternoon 
shifts - non-
continuous 
shiftworker 

Ship trials at 
wharf - 
technical field 

Ship trials in 
harbour or at 
sea - technical 
field 

Working 
through a 
meal break - 
Other 

Working 
through a 
meal break - 
Saturday or 
Sunday 

Working 
through a 
meal break - 
employee 
entitled to 
30% loading 
(night shift 
only) 

Technical field trainee $24.39 $25.58 $27.10 $32.52 $32.52 $43.36 $39.02 

Trainee engineer / 
Trainee scientist 

$26.87 $28.18 $29.85 $35.82 $35.82 $47.76 $42.98 

Trainee - Vehicle manufacturing - Technical field/engineer/scientist - Full-time & part-time - 21 years 

Table 1 of 4 

Classification Weekly pay 
rate 

Hourly pay 
rate 

Saturday 
(agreement 
to work 
ordinary 
hours) day 
worker 

Saturday 
shiftwork 

Sunday 
(agreement 
to work 
ordinary 
hours) day 
worker 

Sunday 
shiftwork 

Public 
holiday - 
day worker 
and non-
continuous 
shiftworker 

Public 
holiday 
shiftwork 

Technical field trainee $823.80 $21.68 $32.52 $27.10 $43.36 $43.36 $54.20 $54.20 

Trainee engineer / 
Trainee scientist 

$943.64 $24.83 $37.25 $31.04 $49.66 $49.66 $62.08 $62.08 

3896



Table 2 of 4 

Classification Overtime - 
Monday to 
Friday - first 
3 hours 

Overtime - 
Monday to 
Friday - 
after 3 
hours 

Overtime - 
Saturday - 
first 3 hours 
- day worker 

Overtime - 
Saturday - 
after 3 
hours - day 
worker 

Overtime - 
Sunday 

Overtime - 
continuous 
shiftworker - 
first 3 hours 

Overtime - 
continuous 
shiftworker - 
after 3 
hours 

Overtime - 
public 
holiday - 
continuous 
shiftworker 

Technical field trainee $32.52 $43.36 $32.52 $43.36 $43.36 $32.52 $43.36 $43.36 

Trainee engineer / 
Trainee scientist 

$37.25 $49.66 $37.25 $49.66 $49.66 $37.25 $49.66 $49.66 

Table 3 of 4 

Classification Minimum 
break after 
working 
overtime 

Afternoon 
shift - non-
continuous 
shiftworker - 
starts before 
6pm 

Night shift - 
non-
continuous 
shiftworker - 
starts after 
6pm 

Afternoon or 
night shift - 
less than 5 
days in a row 
(or 6 days in a 
6 day 
workshop) 

Continuous 
afternoon or 
night shift 

Alternating day 
and afternoon 
shifts - non-
continuous 
shiftworker - 
afternoon shift - 
starts before 
6pm 

Alternating 
day, afternoon 
and night 
shifts - non-
continuous 
shiftworker - 
afternoon and 
night shift 

Technical field trainee $43.36 $25.58 $28.18 $32.52 $24.39 $24.39 $24.39 

Trainee engineer / 
Trainee scientist 

$49.66 $29.30 $32.28 $37.25 $27.93 $27.93 $27.93 

  

3897



Table 4 of 4 

Classification Alternating 
day and night 
shifts - non-
continuous 
shiftworker - 
night shift - 
starts after 
6pm 

Alternating 
night and 
afternoon 
shifts - non-
continuous 
shiftworker 

Ship trials at 
wharf - 
technical field 

Ship trials in 
harbour or at 
sea - technical 
field 

Working 
through a 
meal break - 
Other 

Working 
through a 
meal break - 
Saturday or 
Sunday 

Working 
through a 
meal break - 
employee 
entitled to 
30% loading 
(night shift 
only) 

Technical field trainee $24.39 $25.58 $27.10 $32.52 $32.52 $43.36 $39.02 

Trainee engineer / 
Trainee scientist 

$27.93 $29.30 $31.04 $37.25 $37.25 $49.66 $44.69 

Trainee - Vehicle manufacturing - Technical field/engineer/scientist - Full-time & part-time - 22 years and over 
Table 1 of 4 

Classification Weekly pay 
rate 

Hourly pay 
rate 

Saturday 
(agreement 
to work 
ordinary 
hours) day 
worker 

Saturday 
shiftwork 

Sunday 
(agreement 
to work 
ordinary 
hours) day 
worker 

Sunday 
shiftwork 

Public 
holiday - 
day worker 
and non-
continuous 
shiftworker 

Public 
holiday 
shiftwork 

Technical field trainee $823.80 $21.68 $32.52 $27.10 $43.36 $43.36 $54.20 $54.20 

Trainee engineer / 
Trainee scientist 

$1,000.36 $26.33 $39.50 $32.91 $52.66 $52.66 $65.83 $65.83 

Table 2 of 4 

Classification Overtime - 
Monday to 
Friday - first 
3 hours 

Overtime - 
Monday to 
Friday - 
after 3 
hours 

Overtime - 
Saturday - 
first 3 hours 
- day worker 

Overtime - 
Saturday - 
after 3 
hours - day 
worker 

Overtime - 
Sunday 

Overtime - 
continuous 
shiftworker - 
first 3 hours 

Overtime - 
continuous 
shiftworker - 
after 3 
hours 

Overtime - 
public 
holiday - 
continuous 
shiftworker 

Technical field trainee $32.52 $43.36 $32.52 $43.36 $43.36 $32.52 $43.36 $43.36 

Trainee engineer / 
Trainee scientist 

$39.50 $52.66 $39.50 $52.66 $52.66 $39.50 $52.66 $52.66 

  

3898



Table 3 of 4 

Classification Minimum 
break after 
working 
overtime  

Afternoon 
shift - non-
continuous 
shiftworker - 
starts before 
6pm 

Night shift - 
non-
continuous 
shiftworker - 
starts after 
6pm 

Afternoon or 
night shift - 
less than 5 
days in a row 
(or 6 days in a 
6 day 
workshop) 

Continuous 
afternoon or 
night shift 

Alternating day 
and afternoon 
shifts - non-
continuous 
shiftworker - 
afternoon shift - 
starts before 
6pm 

Alternating 
day, afternoon 
and night 
shifts - non-
continuous 
shiftworker - 
afternoon and 
night shift 

Technical field trainee $43.36 $25.58 $28.18 $32.52 $24.39 $24.39 $24.39 

Trainee engineer / 
Trainee scientist 

$52.66 $31.07 $34.23 $39.50 $29.62 $29.62 $29.62 

Table 4 of 4 

Classification Alternating 
day and night 
shifts - non-
continuous 
shiftworker - 
night shift - 
starts after 
6pm 

Alternating 
night and 
afternoon 
shifts - non-
continuous 
shiftworker 

Ship trials at 
wharf - 
technical field 

Ship trials in 
harbour or at 
sea - technical 
field 

Working 
through a 
meal break - 
Other 

Working 
through a 
meal break - 
Saturday or 
Sunday 

Working 
through a 
meal break - 
employee 
entitled to 
30% loading 
(night shift 
only) 

Technical field trainee $24.39 $25.58 $27.10 $32.52 $32.52 $43.36 $39.02 

Trainee engineer / 
Trainee scientist 

$29.62 $31.07 $32.91 $39.50 $39.50 $52.66 $47.39 

3899



Cadet - Vehicle manufacturing - Cadet in the technical field - Full-time & part-time 

Table 1 of 4 

Classification Hourly pay 
rate 

Saturday 
(agreement 
to work 
ordinary 
hours) day 
worker 

Saturday 
shiftwork 

Sunday 
(agreement 
to work 
ordinary 
hours) day 
worker 

Sunday 
shiftwork 

Public 
holiday - day 
worker and 
non-
continuous 
shiftworker 

Public 
holiday 
shiftwork 

Cadet in the technical field - 
1st year of contract of training 

$11.97 $17.96 $14.96 $23.94 $23.94 $29.93 $29.93 

Cadet in the technical field - 
2nd year of contract of training 

$16.46 $24.69 $20.58 $32.92 $32.92 $41.15 $41.15 

Cadet in the technical field - 
3rd year of contract of training 

$20.95 $31.43 $26.19 $41.90 $41.90 $52.38 $52.38 

Table 2 of 4 

Classification Overtime - 
Monday to 
Friday - 
first 3 
hours 

Overtime - 
Monday to 
Friday - 
after 3 
hours 

Overtime - 
Saturday - 
first 3 
hours - day 
worker 

Overtime - 
Saturday - 
after 3 
hours - day 
worker 

Overtime - 
Sunday 

Overtime - 
continuous 
shiftworker 
- first 3 
hours 

Overtime - 
continuous 
shiftworker 
- after 3 
hours 

Overtime - 
public 
holiday - 
continuous 
shiftworker 

Cadet in the technical field - 
1st year of contract of training 

$17.96 $23.94 $17.96 $23.94 $23.94 $17.96 $23.94 $23.94 

Cadet in the technical field - 
2nd year of contract of training 

$24.69 $32.92 $24.69 $32.92 $32.92 $24.69 $32.92 $32.92 

Cadet in the technical field - 
3rd year of contract of training 

$31.43 $41.90 $31.43 $41.90 $41.90 $31.43 $41.90 $41.90 

3900



Table 3 of 4 

Classification Minimum 
break after 
working 
overtime 

Afternoon 
shift - non-
continuous 
shiftworker - 
starts before 
6pm 

Night shift - 
non-
continuous 
shiftworker - 
starts after 
6pm 

Afternoon or 
night shift - 
less than 5 
days in a row 
(or 6 days in 
a 6 day 
workshop) 

Continuous 
afternoon or 
night shift 

Alternating 
day and 
afternoon 
shifts - non-
continuous 
shiftworker - 
afternoon 
shift - starts 
before 6pm 

Alternating 
day, 
afternoon 
and night 
shifts - non-
continuous 
shiftworker - 
afternoon 
and night 
shift 

Cadet in the technical field - 
1st year of contract of training 

$23.94 $14.12 $15.56 $17.96 $13.47 $13.47 $13.47 

Cadet in the technical field - 
2nd year of contract of 
training 

$32.92 $19.42 $21.40 $24.69 $18.52 $18.52 $18.52 

Cadet in the technical field - 
3rd year of contract of training 

$41.90 $24.72 $27.24 $31.43 $23.57 $23.57 $23.57 

Table 4 of 4 

Classification Alternating 
day and 
night shifts - 
non-
continuous 
shiftworker - 
night shift - 
starts after 
6pm 

Alternating 
night and 
afternoon 
shifts - non-
continuous 
shiftworker 

Ship trials at 
wharf - 
technical 
field 

Ship trials in 
harbour or at 
sea - 
technical 
field 

Working 
through a 
meal break - 
Other 

Working 
through a 
meal break - 
Saturday or 
Sunday 

Working 
through a 
meal break - 
employee 
entitled to 
30% loading 
(night shift 
only) 

Cadet in the technical field - 
1st year of contract of training 

$13.47 $14.12 $14.96 $17.96 $17.96 $23.94 $21.55 

Cadet in the technical field - 
2nd year of contract of training 

$18.52 $19.42 $20.58 $24.69 $24.69 $32.92 $29.63 

Cadet in the technical field - 
3rd year of contract of training 

$23.57 $24.72 $26.19 $31.43 $31.43 $41.90 $37.71 

3901



Cadet - Vehicle manufacturing - Technology cadet - Full-time & part-time 

Table 1 of 4 

Classification Hourly 
pay 
rate 

Saturday 
(agreement to 
work ordinary 
hours) day 
worker 

Saturday 
shiftwork 

Sunday 
(agreement to 
work ordinary 
hours) day 
worker 

Sunday 
shiftwork 

Public holiday 
- day worker 
and non-
continuous 
shiftworker 

Public 
holiday 
shiftwork 

Technology cadet - undertaking stage 1 
- completed year 12 three or more 
years ago or completed year 10 or 11 
four or more years ago 

$17.09 $25.64 $21.36 $34.18 $34.18 $42.73 $42.73 

Technology cadet - Undertaking stage 1 
- other 

$12.94 $19.41 $16.18 $25.88 $25.88 $32.35 $32.35 

Technology cadet - Completed stage 1 
- undertaking stage 2 - completed year 
12 three or more years ago or 
completed year 10 or 11 four or more 
years ago 

$18.80 $28.20 $23.50 $37.60 $37.60 $47.00 $47.00 

Technology cadet - Completed stage 1 
- undertaking stage 2 - other 

$14.40 $21.60 $18.00 $28.80 $28.80 $36.00 $36.00 

Technology cadet - Completed stage 2 
- undertaking stage 3 - completed year 
12 three or more years ago or 
completed year 10 or 11 four or more 
years ago 

$20.26 $30.39 $25.33 $40.52 $40.52 $50.65 $50.65 

Technology cadet - Completed stage 2 
- undertaking stage 3 - other 

$17.09 $25.64 $21.36 $34.18 $34.18 $42.73 $42.73 

Technology cadet - Completed stage 3 
- undertaking stage 4 - completed year 
12 three or more years ago or 
completed year 10 or 11 four or more 
years ago 

$21.97 $32.96 $27.46 $43.94 $43.94 $54.93 $54.93 

Technology cadet - Completed stage 3 
- undertaking stage 4 - other 

$20.26 $30.39 $25.33 $40.52 $40.52 $50.65 $50.65 

3902



Table 2 of 4 

Classification Overtime - 
Monday to 
Friday - first 
3 hours 

Overtime - 
Monday to 
Friday - 
after 3 
hours 

Overtime - 
Saturday - 
first 3 hours 
- day 
worker 

Overtime - 
Saturday - 
after 3 
hours - day 
worker 

Overtime - 
Sunday 

Overtime - 
continuous 
shiftworker 
- first 3 
hours 

Overtime - 
continuous 
shiftworker 
- after 3 
hours 

Technology cadet - undertaking stage 1 
- completed year 12 three or more 
years ago or completed year 10 or 11 
four or more years ago 

$25.64 $34.18 $25.64 $34.18 $34.18 $25.64 $34.18 

Technology cadet - Undertaking stage 
1 - other 

$19.41 $25.88 $19.41 $25.88 $25.88 $19.41 $25.88 

Technology cadet - Completed stage 1 
- undertaking stage 2 - completed year 
12 three or more years ago or 
completed year 10 or 11 four or more 
years ago 

$28.20 $37.60 $28.20 $37.60 $37.60 $28.20 $37.60 

Technology cadet - Completed stage 1 
- undertaking stage 2 - other 

$21.60 $28.80 $21.60 $28.80 $28.80 $21.60 $28.80 

Technology cadet - Completed stage 2 
- undertaking stage 3 - completed year 
12 three or more years ago or 
completed year 10 or 11 four or more 
years ago 

$30.39 $40.52 $30.39 $40.52 $40.52 $30.39 $40.52 

Technology cadet - Completed stage 2 
- undertaking stage 3 - other 

$25.64 $34.18 $25.64 $34.18 $34.18 $25.64 $34.18 

Technology cadet - Completed stage 3 
- undertaking stage 4 - completed year 
12 three or more years ago or 
completed year 10 or 11 four or more 
years ago 

$32.96 $43.94 $32.96 $43.94 $43.94 $32.96 $43.94 

Technology cadet - Completed stage 3 
- undertaking stage 4 - other 

$30.39 $40.52 $30.39 $40.52 $40.52 $30.39 $40.52 

3903



Table 3 of 4 

Classification Overtime - 
public 
holiday - 
continuous 
shiftworker 

Minimum 
break 
after 
working 
overtime  

Afternoon 
shift - non-
continuous 
shiftworker 
- starts 
before 6pm 

Night shift - 
non-
continuous 
shiftworker - 
starts after 
6pm 

Afternoon or 
night shift - 
less than 5 
days in a 
row (or 6 
days in a 6 
day 
workshop) 

Continuous 
afternoon or 
night shift 

Alternating 
day and 
afternoon 
shifts - non-
continuous 
shiftworker - 
afternoon 
shift - starts 
before 6pm 

Technology cadet - undertaking stage 1 - 
completed year 12 three or more years 
ago or completed year 10 or 11 four or 
more years ago 

$34.18 $34.18 $20.17 $22.22 $25.64 $19.23 $19.23 

Technology cadet - Undertaking stage 1 
- other 

$25.88 $25.88 $15.27 $16.82 $19.41 $14.56 $14.56 

Technology cadet - Completed stage 1 - 
undertaking stage 2 - completed year 12 
three or more years ago or completed 
year 10 or 11 four or more years ago 

$37.60 $37.60 $22.18 $24.44 $28.20 $21.15 $21.15 

Technology cadet - Completed stage 1 - 
undertaking stage 2 - other 

$28.80 $28.80 $16.99 $18.72 $21.60 $16.20 $16.20 

Technology cadet - Completed stage 2 - 
undertaking stage 3 - completed year 12 
three or more years ago or completed 
year 10 or 11 four or more years ago 

$40.52 $40.52 $23.91 $26.34 $30.39 $22.79 $22.79 

Technology cadet - Completed stage 2 - 
undertaking stage 3 - other 

$34.18 $34.18 $20.17 $22.22 $25.64 $19.23 $19.23 

Technology cadet - Completed stage 3 - 
undertaking stage 4 - completed year 12 
three or more years ago or completed 
year 10 or 11 four or more years ago 

$43.94 $43.94 $25.92 $28.56 $32.96 $24.72 $24.72 

Technology cadet - Completed stage 3 - 
undertaking stage 4 - other 

$40.52 $40.52 $23.91 $26.34 $30.39 $22.79 $22.79 
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Table 4 of 4 

Classification Alternating 
day, 
afternoon 
and night 
shifts - 
non-
continuous 
shiftworker 
- afternoon 
and night 
shift 

Alternating 
day and 
night shifts 
- non-
continuous 
shiftworker 
- night shift 
- starts 
after 6pm 

Alternating 
night and 
afternoon 
shifts - 
non-
continuous 
shiftworker 

Ship 
trials at 
wharf - 
technica
l field 

Ship 
trials in 
harbour 
or at sea - 
technical 
field 

Working 
through 
a meal 
break - 
Other 

Working 
through a 
meal 
break - 
Saturday 
or 
Sunday 

Working 
through a 
meal break 
- employee 
entitled to 
30% 
loading 
(night shift 
only) 

Technology cadet - undertaking stage 1 - 
completed year 12 three or more years 
ago or completed year 10 or 11 four or 
more years ago 

$19.23 $19.23 $20.17 $21.36 $25.64 $34.18 $34.18 $19.65 

Technology cadet - Undertaking stage 1 
- other 

$14.56 $14.56 $15.27 $16.18 $19.41 $25.88 $25.88 $14.88 

Technology cadet - Completed stage 1 - 
undertaking stage 2 - completed year 12 
three or more years ago or completed 
year 10 or 11 four or more years ago 

$21.15 $21.15 $22.18 $23.50 $28.20 $37.60 $37.60 $21.62 

Technology cadet - Completed stage 1 - 
undertaking stage 2 - other 

$16.20 $16.20 $16.99 $18.00 $21.60 $28.80 $28.80 $16.56 

Technology cadet - Completed stage 2 - 
undertaking stage 3 - completed year 12 
three or more years ago or completed 
year 10 or 11 four or more years ago 

$22.79 $22.79 $23.91 $25.33 $30.39 $40.52 $40.52 $23.30 

Technology cadet - Completed stage 2 - 
undertaking stage 3 - other 

$19.23 $19.23 $20.17 $21.36 $25.64 $34.18 $34.18 $19.65 

Technology cadet - Completed stage 3 - 
undertaking stage 4 - completed year 12 
three or more years ago or completed 
year 10 or 11 four or more years ago 

$24.72 $24.72 $25.92 $27.46 $32.96 $43.94 $43.94 $25.27 

Technology cadet - Completed stage 3 - 
undertaking stage 4 - other 

$22.79 $22.79 $23.91 $25.33 $30.39 $40.52 $40.52 $23.30 
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Cadet - Vehicle manufacturing - Completed technology cadetship - Full-time & part-time  

Table 1 of 4 

Classification Hourly pay 
rate 

Saturday 
(agreement to 
work ordinary 
hours) day 
worker 

Saturday 
shiftwork 

Sunday 
(agreement to 
work ordinary 
hours) day 
worker 

Sunday 
shiftwork 

Public holiday 
- day worker 
and non-
continuous 
shiftworker 

Public 
holiday 
shiftwork 

Completed technology 
cadetship- Completed stage 1 - 
Up to 1 year after successful 
completion of stage 1 

$21.48 $32.22 $26.85 $42.96 $42.96 $53.70 $53.70 

Completed technology 
cadetship- Completed stage 1 - 
1 to up to 2 years after 
successful completion of stage 1 

$23.19 $34.79 $28.99 $46.38 $46.38 $57.98 $57.98 

Completed technology 
cadetship- Completed stage 1 - 
2 years after successful 
completion of stage 1 

$24.41 $36.62 $30.51 $48.82 $48.82 $61.03 $61.03 

Completed technology 
cadetship- Completed stage 2 - 
Up to 1 year after successful 
completion of stage 2 

$22.73 $34.10 $28.41 $45.46 $45.46 $56.83 $56.83 

Completed technology 
cadetship- Completed stage 2 - 
1 to up to 2 years after 
successful completion of stage 2 

$24.54 $36.81 $30.68 $49.08 $49.08 $61.35 $61.35 

Completed technology 
cadetship- Completed stage 2 - 
2 years after successful 
completion of stage 2 

$25.83 $38.75 $32.29 $51.66 $51.66 $64.58 $64.58 

Completed technology 
cadetship- Completed stage 3 - 
Up to 1 year after successful 
completion of stage 3 

$24.37 $36.56 $30.46 $48.74 $48.74 $60.93 $60.93 

3906



Classification Hourly pay 
rate 

Saturday 
(agreement to 
work ordinary 
hours) day 
worker 

Saturday 
shiftwork 

Sunday 
(agreement to 
work ordinary 
hours) day 
worker 

Sunday 
shiftwork 

Public holiday 
- day worker 
and non-
continuous 
shiftworker 

Public 
holiday 
shiftwork 

Completed technology 
cadetship- Completed stage 3 - 
1 to up to 2 years after 
successful completion of stage 3 

$26.31 $39.47 $32.89 $52.62 $52.62 $65.78 $65.78 

Completed technology 
cadetship- Completed stage 3 - 
2 years after successful 
completion of stage 3 

$27.69 $41.54 $34.61 $55.38 $55.38 $69.23 $69.23 

Completed technology 
cadetship- Completed stage 4 - 
Up to 1 year after successful 
completion of stage 4 

$26.34 $39.51 $32.93 $52.68 $52.68 $65.85 $65.85 

Completed technology 
cadetship- Completed stage 4 - 
1 to up to 2 years after 
successful completion of stage 4 

$28.43 $42.65 $35.54 $56.86 $56.86 $71.08 $71.08 

Completed technology 
cadetship- Completed stage 4 - 
2 years after successful 
completion of stage 4 

$29.93 $44.90 $37.41 $59.86 $59.86 $74.83 $74.83 

Table 2 of 4 

Classification Overtime - 
Monday to 
Friday - first 
3 hours 

Overtime - 
Monday to 
Friday - after 
3 hours 

Overtime - 
Saturday - 
first 3 hours 
- day worker 

Overtime - 
Saturday - 
after 3 hours 
- day worker 

Overtime - 
Sunday 

Overtime - 
continuous 
shiftworker - 
first 3 hours 

Overtime - 
continuous 
shiftworker - 
after 3 hours 

Completed technology 
cadetship- Completed stage 1 - 
Up to 1 year after successful 
completion of stage 1 

$32.22 $42.96 $32.22 $42.96 $42.96 $32.22 $42.96 

3907



Classification Overtime - 
Monday to 
Friday - first 
3 hours 

Overtime - 
Monday to 
Friday - after 
3 hours 

Overtime - 
Saturday - 
first 3 hours 
- day worker 

Overtime - 
Saturday - 
after 3 hours 
- day worker 

Overtime - 
Sunday 

Overtime - 
continuous 
shiftworker - 
first 3 hours 

Overtime - 
continuous 
shiftworker - 
after 3 hours 

Completed technology 
cadetship- Completed stage 1 - 
1 to up to 2 years after 
successful completion of stage 1 

$34.79 $46.38 $34.79 $46.38 $46.38 $34.79 $46.38 

Completed technology 
cadetship- Completed stage 1 - 
2 years after successful 
completion of stage 1 

$36.62 $48.82 $36.62 $48.82 $48.82 $36.62 $48.82 

Completed technology 
cadetship- Completed stage 2 - 
Up to 1 year after successful 
completion of stage 2 

$34.10 $45.46 $34.10 $45.46 $45.46 $34.10 $45.46 

Completed technology 
cadetship- Completed stage 2 - 
1 to up to 2 years after 
successful completion of stage 2 

$36.81 $49.08 $36.81 $49.08 $49.08 $36.81 $49.08 

Completed technology 
cadetship- Completed stage 2 - 
2 years after successful 
completion of stage 2 

$38.75 $51.66 $38.75 $51.66 $51.66 $38.75 $51.66 

Completed technology 
cadetship- Completed stage 3 - 
Up to 1 year after successful 
completion of stage 3 

$36.56 $48.74 $36.56 $48.74 $48.74 $36.56 $48.74 

Completed technology 
cadetship- Completed stage 3 - 
1 to up to 2 years after 
successful completion of stage 3 

$39.47 $52.62 $39.47 $52.62 $52.62 $39.47 $52.62 

Completed technology 
cadetship- Completed stage 3 - 
2 years after successful 
completion of stage 3 

$41.54 $55.38 $41.54 $55.38 $55.38 $41.54 $55.38 

3908



Classification Overtime - 
Monday to 
Friday - first 
3 hours 

Overtime - 
Monday to 
Friday - after 
3 hours 

Overtime - 
Saturday - 
first 3 hours 
- day worker 

Overtime - 
Saturday - 
after 3 hours 
- day worker 

Overtime - 
Sunday 

Overtime - 
continuous 
shiftworker - 
first 3 hours 

Overtime - 
continuous 
shiftworker - 
after 3 hours 

Completed technology 
cadetship- Completed stage 4 - 
Up to 1 year after successful 
completion of stage 4 

$39.51 $52.68 $39.51 $52.68 $52.68 $39.51 $52.68 

Completed technology 
cadetship- Completed stage 4 - 
1 to up to 2 years after 
successful completion of stage 4 

$42.65 $56.86 $42.65 $56.86 $56.86 $42.65 $56.86 

Completed technology 
cadetship- Completed stage 4 - 
2 years after successful 
completion of stage 4 

$44.90 $59.86 $44.90 $59.86 $59.86 $44.90 $59.86 

Table 3 of 4 

Classification Overtime - 
public 
holiday - 
continuous 
shiftworker 

Minimum 
break 
after 
working 
overtime  

Afternoon 
shift - non-
continuous 
shiftworker 
- starts 
before 6pm 

Night shift 
- non-
continuous 
shiftworker 
- starts 
after 6pm 

Afternoon 
or night 
shift - less 
than 5 days 
in a row (or 
6 days in a 
6 day 
workshop 

Continu
ous 
afternoo
n or 
night 
shift 

Alternating 
day and 
afternoon 
shifts - non-
continuous 
shiftworker - 
afternoon 
shift - starts 
before 6pm 

Alternating 
day, 
afternoon 
and night 
shifts - non-
continuous 
shiftworker - 
afternoon 
and night 
shift 

Completed technology cadetship- 
Completed stage 1 - Up to 1 year 
after successful completion of 
stage 1 

$42.96 $42.96 $25.35 $27.92 $32.22 $24.17 $24.17 $24.17 

Completed technology cadetship- 
Completed stage 1 - 1 to up to 2 
years after successful completion 
of stage 1 

$46.38 $46.38 $27.36 $30.15 $34.79 $26.09 $26.09 $26.09 

3909



Classification Overtime - 
public 
holiday - 
continuous 
shiftworker 

Minimum 
break 
after 
working 
overtime  

Afternoon 
shift - non-
continuous 
shiftworker 
- starts 
before 6pm 

Night shift 
- non-
continuous 
shiftworker 
- starts 
after 6pm 

Afternoon 
or night 
shift - less 
than 5 days 
in a row (or 
6 days in a 
6 day 
workshop 

Continu
ous 
afternoo
n or 
night 
shift 

Alternating 
day and 
afternoon 
shifts - non-
continuous 
shiftworker - 
afternoon 
shift - starts 
before 6pm 

Alternating 
day, 
afternoon 
and night 
shifts - non-
continuous 
shiftworker - 
afternoon 
and night 
shift 

Completed technology cadetship- 
Completed stage 1 - 2 years after 
successful completion of stage 1 

$48.82 $48.82 $28.80 $31.73 $36.62 $27.46 $27.46 $27.46 

Completed technology cadetship- 
Completed stage 2 - Up to 1 year 
after successful completion of 
stage 2 

$45.46 $45.46 $26.82 $29.55 $34.10 $25.57 $25.57 $25.57 

Completed technology cadetship- 
Completed stage 2 - 1 to up to 2 
years after successful completion 
of stage 2 

$49.08 $49.08 $28.96 $31.90 $36.81 $27.61 $27.61 $27.61 

Completed technology cadetship- 
Completed stage 2 - 2 years after 
successful completion of stage 2 

$51.66 $51.66 $30.48 $33.58 $38.75 $29.06 $29.06 $29.06 

Completed technology cadetship- 
Completed stage 3 - Up to 1 year 
after successful completion of 
stage 3 

$48.74 $48.74 $28.76 $31.68 $36.56 $27.42 $27.42 $27.42 

Completed technology cadetship- 
Completed stage 3 - 1 to up to 2 
years after successful completion 
of stage 3 

$52.62 $52.62 $31.05 $34.20 $39.47 $29.60 $29.60 $29.60 

Completed technology cadetship- 
Completed stage 3 - 2 years after 
successful completion of stage 3 

$55.38 $55.38 $32.67 $36.00 $41.54 $31.15 $31.15 $31.15 
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Classification Overtime - 
public 
holiday - 
continuous 
shiftworker 

Minimum 
break 
after 
working 
overtime  

Afternoon 
shift - non-
continuous 
shiftworker 
- starts 
before 6pm 

Night shift 
- non-
continuous 
shiftworker 
- starts 
after 6pm 

Afternoon 
or night 
shift - less 
than 5 days 
in a row (or 
6 days in a 
6 day 
workshop 

Continu
ous 
afternoo
n or 
night 
shift 

Alternating 
day and 
afternoon 
shifts - non-
continuous 
shiftworker - 
afternoon 
shift - starts 
before 6pm 

Alternating 
day, 
afternoon 
and night 
shifts - non-
continuous 
shiftworker - 
afternoon 
and night 
shift 

Completed technology cadetship- 
Completed stage 4 - Up to 1 year 
after successful completion of 
stage 4 

$52.68 $52.68 $31.08 $34.24 $39.51 $29.63 $29.63 $29.63 

Completed technology cadetship- 
Completed stage 4 - 1 to up to 2 
years after successful completion 
of stage 4 

$56.86 $56.86 $33.55 $36.96 $42.65 $31.98 $31.98 $31.98 

Completed technology cadetship- 
Completed stage 4 - 2 years after 
successful completion of stage 4 

$59.86 $59.86 $35.32 $38.91 $44.90 $33.67 $33.67 $33.67 

Table 4 of 4 

Classification Alternating 
day and night 
shifts - non-
continuous 
shiftworker - 
night shift - 
starts after 
6pm 

Alternating 
night and 
afternoon 
shifts - 
non-
continuous 
shiftworker 

Ship trials at 
wharf - 
technical 
field 

Ship trials in 
harbour or at 
sea - 
technical 
field 

Working 
through a 
meal break - 
Other 

Working 
through a 
meal break - 
Saturday or 
Sunday 

Working 
through a 
meal break - 
employee 
entitled to 
30% loading 
(night shift 
only) 

Completed technology cadetship- 
Completed stage 1 - Up to 1 year 
after successful completion of 
stage 1 

$24.17 $25.35 $26.85 $32.22 $32.22 $42.96 $38.66 
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Classification Alternating 
day and night 
shifts - non-
continuous 
shiftworker - 
night shift - 
starts after 
6pm 

Alternating 
night and 
afternoon 
shifts - 
non-
continuous 
shiftworker 

Ship trials at 
wharf - 
technical 
field 

Ship trials in 
harbour or at 
sea - 
technical 
field 

Working 
through a 
meal break - 
Other 

Working 
through a 
meal break - 
Saturday or 
Sunday 

Working 
through a 
meal break - 
employee 
entitled to 
30% loading 
(night shift 
only) 

Completed technology cadetship- 
Completed stage 1 - 1 to up to 2 
years after successful completion 
of stage 1 

$26.09 $27.36 $28.99 $34.79 $34.79 $46.38 $41.74 

Completed technology cadetship- 
Completed stage 1 - 2 years after 
successful completion of stage 1 

$27.46 $28.80 $30.51 $36.62 $36.62 $48.82 $43.94 

Completed technology cadetship- 
Completed stage 2 - Up to 1 year 
after successful completion of 
stage 2 

$25.57 $26.82 $28.41 $34.10 $34.10 $45.46 $40.91 

Completed technology cadetship- 
Completed stage 2 - 1 to up to 2 
years after successful completion 
of stage 2 

$27.61 $28.96 $30.68 $36.81 $36.81 $49.08 $44.17 

Completed technology cadetship- 
Completed stage 2 - 2 years after 
successful completion of stage 2 

$29.06 $30.48 $32.29 $38.75 $38.75 $51.66 $46.49 

Completed technology cadetship- 
Completed stage 3 - Up to 1 year 
after successful completion of 
stage 3 

$27.42 $28.76 $30.46 $36.56 $36.56 $48.74 $43.87 

Completed technology cadetship- 
Completed stage 3 - 1 to up to 2 
years after successful completion 
of stage 3 

$29.60 $31.05 $32.89 $39.47 $39.47 $52.62 $47.36 

Completed technology cadetship- 
Completed stage 3 - 2 years after 
successful completion of stage 3 

$31.15 $32.67 $34.61 $41.54 $41.54 $55.38 $49.84 
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Classification Alternating 
day and night 
shifts - non-
continuous 
shiftworker - 
night shift - 
starts after 
6pm 

Alternating 
night and 
afternoon 
shifts - 
non-
continuous 
shiftworker 

Ship trials at 
wharf - 
technical 
field 

Ship trials in 
harbour or at 
sea - 
technical 
field 

Working 
through a 
meal break - 
Other 

Working 
through a 
meal break - 
Saturday or 
Sunday 

Working 
through a 
meal break - 
employee 
entitled to 
30% loading 
(night shift 
only) 

Completed technology cadetship- 
Completed stage 4 - Up to 1 year 
after successful completion of 
stage 4 

$29.63 $31.08 32.93 $39.51 $39.51 $52.68 $47.41 

Completed technology cadetship- 
Completed stage 4 - 1 to up to 2 
years after successful completion 
of stage 4 

$31.98 $33.55 $35.54 $42.65 $42.65 $56.86 $51.17 

Completed technology cadetship- 
Completed stage 4 - 2 years after 
successful completion of stage 4 

$33.67 $35.32 $37.41 $44.90 $44.90 $59.86 $53.87 
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Allowances 
If any all purpose allowances apply (marked *), they should be added to the minimum rate before penalties and overtime are calculated. 

Allowances Rate 

Apprentice training fees and textbook costs reimbursement reimbursement of training fees for prescribed courses and the 
cost of prescribed textbooks 

Apprentice travel to block release training reimbursement reimbursement for the excess reasonable travel costs incurred 
in the course of travelling to and from the training 

Application of technical computing equipment allowance - technical field  $1.22 per hour 

* Artificial fertilizers and chemicals allowance - C14 - C11 classifications - work 
related to fertilizers and related activities (other than acid) 

$0.25 per hour 

* Artificial fertilizers and chemicals allowance - C14 - C11 classifications - work 
related to fertilizers and related activities (acid) 

$0.33 per hour 

* Artificial fertilizers and chemicals allowance - acid production and related 
activities 

$0.36 per hour 

* Artificial fertilizers and chemicals allowance - fertiliser production and despatch $0.38 per hour 

* Artificial fertilizers and chemicals allowance - general duties $0.22 per hour 

Boiler cleaning allowance - engine drivers $1.94 per hour 

Boiling down works allowance $0.50 per hour 

Boiler house allowance - Vehicle manufacturing $1.37 per hour 

Boiler repairs allowance - smoke-boxes, fire-boxes, furnaces or flues of boilers  $0.50 per hour 

Boiler repairs allowance - working inside a boiler to repair oil fired boilers, 
including castings, uptakes and funnels or flues and smoke stacks  

$1.75 per hour 

Carbon black handling allowance - not provided with 2 sets of overalls per year $1.14 per hour and $0.35 per day 

Carbon black handling allowance - provided with 2 sets of overalls per year $1.14 per hour 

Cleaner, greaser or oiler allowance - stopping or starting an engine $0.92 per hour up to a maximum of $35.03 per week 

Cold places allowance $0.66 per hour 

Confined spaces allowance $0.90 per hour 

Damage to clothing, spectacles, hearing aids and tools allowance compensation to the extent of the damage sustained 

Carpenters allowance - Vehicle manufacturing $0.30 per hour 

Dirty work allowance - not ship repair work $0.69 per hour 

Dirty work allowance - ship repair work $0.90 per hour 

Engine driver and fireperson allowance - attending to refrigeration compressors $0.99 per hour up to a maximum of $37.80 per week 

Engine driver and fireperson allowance - attending to an electric generator or 
dynamo exceeding 10 kW capacity 

$0.99 per hour up to a maximum of $37.80 per week 

Engine driver and fireperson allowance - being in charge of plant $0.99 per hour up to a maximum of $37.80 per week 
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Allowances Rate 

Engine driver and fireperson allowance - attending to a switchboard where the 
generating capacity is 350 kW or over 

$0.31 per hour up to a maximum of $11.79 per week 

Explosive powered tools allowance $0.23 per hour up to a maximum of $1.78 per day 

Farmers own bags allowance - working with artificial fertilizers, chemicals, alkalis 
and all processes involving chemical synthesis - chemical/fertilizer production 
worker - sorting,branding,bagging,dumping,sewing or trucking, fertilizing materials 
in farmers’own bags  

$0.08 per hour up to a maximum of $0.59 per day 

Farmers own bags allowance - working with artificial fertilizers, chemicals, alkalis 
and all processes involving chemical synthesis - chemical/fertilizer production 
worker - loading double-handling into railway or other trucks, fertilizing materials in 
farmers’own bags  

$0.14 per hour up to a maximum of $1.09 per day 

Farmers own bags allowance - working with artificial fertilizers, chemicals, alkalis 
and all processes involving chemical synthesis - chemical/fertilizer production 
worker - loading single-handling into railway or other trucks, fertilizing materials in 
farmers’own bags  

$0.19 per hour up to a maximum of $1.47 per day 

First aid allowance $0.47 per hour up to a maximum of $17.89 per week 

Float glass furnace repair allowance 100% of the minimum hourly rate extra per hour  

Foreign rock allowance - working with artificial fertilizers, chemicals, alkalis and all 
processes involving chemical synthesis - chemical/fertilizer production worker - 
not phosphate rock from Nauru, Ocean, Makatea or Christmas Island - the 
handling of superphosphate from the heap until loading in wagons or trucks for 
despatch, including the manufacture and despatch of mixed fertilizers 

$0.08 per hour up to a maximum of $2.98 per week 

Foreign rock allowance - working with artificial fertilizers, chemicals, alkalis and all 
processes involving chemical synthesis - chemical/fertilizer production worker - 
not phosphate rock from Nauru, Ocean, Makatea or Christmas Island - excavating 
bins and the manufacture or excavating of superphosphate until such time as it is 
dumped on the heap for curing 

$0.13 per hour up to a maximum of $4.90 per week 

Foreign rock allowance - working with artificial fertilizers, chemicals, alkalis and all 
processes involving chemical synthesis - chemical/fertilizer production worker - 
not phosphate rock from Nauru, Ocean, Makatea or Christmas Island - handling 
rock phosphate to crushers and all other employees in the rock phosphate section 
or mixing superphosphate 

$0.20 per hour up to a maximum of $7.53 per week 
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Allowances Rate 

Foreign rock allowance - working with artificial fertilizers, chemicals, alkalis and all 
processes involving chemical synthesis - chemical/fertilizer production worker - 
not phosphate rock from Nauru, Ocean, Makatea or Christmas Island –rock 
phosphate, superphosphate and mixed manure sections receiving ex ship or 
railway truck 

$0.21 per hour up to a maximum of $7.95 per week 

Fork-lift or cranes allowance - Vehicle manufacturing $2.61 per day 

Foundry allowance $0.52 per hour 

Glass furnace regenerators allowance $16.43 per day 

Glass or slag wool allowance - Vehicle manufacturing $0.87 per hour 

Goggles reimbursement - Vehicle manufacturing reimbursement for the cost of purchasing goggles 

Handling garbage allowance - Vehicle manufacturing $0.68 per hour 

Height allowance - not linesperson, linesperson’s assistant, rigger and splicer $0.50 per hour 

Hot places allowance - between 46°C and 54°C $0.69 per hour 

Hot places allowance - in excess of 54°C $0.90 per hour 

Inspectors allowance - Vehicle manufacturing $36.70 per week in excess of the wage payable to the 
employee whose work an inspector is required to inspect 

Installing or repairing belting underground in mines allowance $0.36 per hour 

Insulation materials allowance - ship construction/ship repairing or construction, 
repair or demolition of furnaces, walls, floors and/or ceilings 

$0.90 per hour 

Jack bolt tensioner allowance $8.90 per shift or part thereof extra 

* Leading hand allowance - in charge of 3-10 employees $1.04 per hour 

* Leading hand allowance - in charge of 11-20 employees $1.55 per hour 

* Leading hand allowance - in charge of more than 20 employees $1.97 per hour 

Lead works allowance $0.50 per hour 

Loading and unloading away from employer's premises allowance $8.90 per shift or part thereof 

Meal allowance - overtime $15.24 for a meal 

Meal allowance - Vehicle manufacturing $14.87 for the first meal and $14.87 for each subsequent meal 

Manganese dioxide and other pigments allowance - less than 2 hours $2.01 per hour for a maximum of 2 hours 

Manganese dioxide and other pigments allowance - more than 2 hours $14.27 per day 

Meat digesters and oil tanks allowance - repair work - less than half a day or shift $0.69 per hour 

Meat digesters and oil tanks allowance - repair work - more than half a day or shift $0.69 per hour for the whole day or shift 

Processing free coal dust allowance $0.50 per hour 

Protective clothing and equipment reimbursement reimbursement for the cost of purchasing the special clothing 
and equipment 

Raw materials allowance - not soda ash $0.78 per hour 
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Allowances Rate 

Sanitary works allowance $0.47 per hour 

Second hand work allowance 25% of the minimum hourly rate per hour while engaged on 
such work 

Ships in dock allowance $0.50 per hour 

* Ship repairs allowance - other than a tradesperson $0.38 per hour 

* Ship repairs allowance - tradesperson $0.47 per hour 

Skimming and floater setting allowance - flat glass tank $2.98 per half an hour 

Slaughtering yards allowance $0.50 per hour 

Soda ash allowance $2.08 per hour 

* Tool allowance - carpenter, joiner and shipwright/boatbuilder - not Vehicle 
manufacturing 

$0.80 per hour 

* Tool allowance - other tradespersons - not Vehicle manufacturing $0.42 per hour 

* Tool allowance - 1st year apprentice commenced before 1 Jan 2014 - not 
Vehicle manufacturing 

$0.18 per hour 

* Tool allowance - 1st year apprentice commenced after 1 Jan 2014 - not Vehicle 
manufacturing 

$0.21 per hour 

* Tool allowance - 2nd year apprentice commenced before 1 Jan 2014 - not 
Vehicle manufacturing 

$0.23 per hour 

* Tool allowance - 2nd year apprentice commenced after 1 Jan 2014 - not Vehicle 
manufacturing 

$0.25 per hour 

* Tool allowance - 3rd year apprentice - not Vehicle manufacturing $0.32 per hour 

* Tool allowance - 4th year apprentice - not Vehicle manufacturing $0.37 per hour 

Tool allowance - tradespersons - Vehicle manufacturing $0.42 per hour 

Tool allowance - 1st year apprentice - Vehicle manufacturing $0.18 per hour 

Tool allowance - 2nd year apprentice - Vehicle manufacturing $0.23 per hour 

Tool allowance - 3rd year apprentice - Vehicle manufacturing $0.32 per hour 

Tool allowance - 4th year apprentice - Vehicle manufacturing $0.37 per hour 

Training costs for fees and textbooks reimbursement (not Apprenticeship training) reimbursement of standard fees for prescribed courses and 
textbooks 

Training costs travel reimbursement (not Apprenticeship training) reimbursement of travel costs in excess of costs for travelling to 
and from work 

Training fees - Vehicle manufacturing trainees reimbursement of standard fees for prescribed courses 

Travel time after overtime or unrostered shift - reasonable transport not available overtime rates for the time reasonably spent getting home 

Underground mine work allowance - Electrician 12% of the minimum hourly rate per hour 

Vehicle allowance $0.80 per km 
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Allowances Rate 

Wet clothing or boots allowance $0.69 per hour for the part of the day or shift that they are 
required to work in wet clothing or boots 

Change of residence for a transfer - travelling time (Monday to Saturday) 
allowance - sleeping berth provided - not in process of buying a place of 
residence 

payment at the minimum hourly rate (including any relevant all 
purpose allowance) for all time spent necessarily travelling 
between the localities for a maximum of 8 hours per day for up 
to 3 months 

Change of residence for a transfer - travelling time (Monday to Saturday) 
allowance - sleeping berth not provided - not in process of buying a place of 
residence 

payment at the minimum hourly rate (including any relevant all 
purpose allowance) for all time spent necessarily travelling 
between the localities for a maximum of 12 hours per day for up 
to 3 months 

Change of residence for a transfer - travelling time (Monday to Saturday) 
allowance - sleeping berth provided - in process of buying a place of residence 

payment at the minimum hourly rate (including any relevant all 
purpose allowance) for all time spent necessarily travelling 
between the localities for a maximum of 8 hours per day for up 
to 6 months 

Change of residence for a transfer - travelling time (Monday to Saturday) 
allowance - sleeping berth not provided - in process of buying a place of 
residence 

payment at the minimum hourly rate (including any relevant all 
purpose allowance) for all time spent necessarily travelling 
between the localities for a maximum of 12 hours per day for up 
to 6 months 

Change of residence for a transfer - travelling time (Sunday and public holidays) 
allowance - sleeping berth provided - not in process of buying a place of 
residence 

payment at the minimum hourly rate (including any relevant all 
purpose allowance) + 50% for all time spent necessarily 
travelling between the localities for a maximum of 8 hours per 
day for up to 3 months 

Change of residence for a transfer - travelling time (Sunday and public holidays) 
allowance - sleeping berth not provided - not in process of buying a place of 
residence 

payment at the minimum hourly rate (including any relevant all 
purpose allowance) + 50% for all time spent necessarily 
travelling between the localities for a maximum of 12 hours per 
day for up to 3 months 

Change of residence for a transfer - travelling time (Sunday and public holidays) 
allowance - sleeping berth provided - in process of buying a place of residence 

payment at the minimum hourly rate (including any relevant all 
purpose allowance) + 50% for all time spent necessarily 
travelling between the localities for a maximum of 8 hours per 
day for up to 6 months 

Change of residence for a transfer - travelling time (Sunday and public holidays) 
allowance - sleeping berth not provided - in process of buying a place of 
residence 

payment at the minimum hourly rate (including any relevant all 
purpose allowance) + 50% for all time spent necessarily 
travelling between the localities for a maximum of 12 hours per 
day for up to 6 months 

Change of residence for a transfer - expenses reimbursement reimbursement of reasonable expenses until permanent 
residence has been taken up at the new location 
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Allowances Rate 

Distant work travelling time (Monday to Saturday) allowance - sleeping berth 
provided 

payment at the minimum hourly rate (including any relevant all 
purpose allowance) for all time spent necessarily travelling 
between the locality and the usual workplace for a maximum of 
8 hours per day 

Distant work travelling time (Monday to Saturday) allowance - sleeping berth not 
provided 

payment at the minimum hourly rate (including any relevant all 
purpose allowance) for all time spent necessarily travelling 
between the locality and the usual workplace for a maximum of 
12 hours per day 

Distant work travelling time (Sunday and public holidays) allowance - sleeping 
berth provided 

payment at the minimum hourly rate (including any relevant all 
purpose allowance) + 50% for all time spent necessarily 
travelling between the locality and the usual workplace for a 
maximum of 8 hours per day 

Distant work travelling time (Sunday and public holidays) allowance - sleeping 
berth not provided 

payment at the minimum hourly rate (including any relevant all 
purpose allowance) + 50% for all time spent necessarily 
travelling between the locality and the usual workplace for a 
maximum of 12 hours per day 

Distant work expenses reimbursement reimbursement of reasonable expenses 

Distant work return fare reimbursement reimbursement for a return fare between the distance work 
location and home 

Start and/or finish work at a job away from the usual workplace - excess travelling 
time (Monday to Saturday) allowance 

payment at the minimum hourly rate (including any relevant all 
purpose allowance) for all time spent travelling to and from the 
job which is in excess of the time normally spent travelling 
between home and the usual workplace 

Start and/or finish work at a job away from the usual workplace - excess travelling 
time (Sunday and public holidays) allowance 

payment at the minimum hourly rate (including any relevant all 
purpose allowance) + 50% for all time spent travelling to and 
from the job which is in excess of the time normally spent 
travelling between home and the usual workplace 

Start and/or finish work at a job away from the usual workplace - excess travelling 
fares reimbursement - employee used own means of transport 

reimbursement of fares that would have been incurred in 
excess of those normally incurred travelling between home and 
the usual workplace if personal transport hadn't been used 

Start and/or finish work at a job away from the usual workplace - excess travelling 
fares reimbursement - employee did not use own means of transport 

reimbursement of fares reasonably incurred in excess of those 
normally incurred travelling between home and the usual 
workplace 

Working away from workshop fares reimbursement reimbursement of fares for travelling to the worksite that are in 
excess of those normally incurred in travelling to the workshop 
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Disclaimer 
The Fair Work Ombudsman is committed to providing advice that you can rely on. You can find out more about accountability and what you can expect 

from us in our Customer service charter at www.fairwork.gov.au/our-commitment-to-you. 

We take care to ensure that data in this pay guide is accurate and incorporates changes to minimum rates of pay, allowances and penalty rates in 

awards as soon as they come into effect. 

However, there may be a delay between when a change takes effect and when the data in this pay guide is updated. This means we cannot guarantee 

the accuracy, reliability, currency or completeness of the data in this pay guide. 

When considering data in this pay guide you should also have regard to the relevant award, which can be found through our Awards page at 

www.fairwork.gov.au/awards. If our data is inconsistent with the award, then the award applies. 

If you need further assistance with this pay guide you can contact us by visiting www.fairwork.gov.au/contact-us or by calling us on 13 13 94. 

Alternatively, you may wish to get independent advice from a union, employer association or lawyer. 

We encourage you to subscribe to email updates at www.fairwork.gov.au/emailupdates to receive alerts when pay rates and entitlements change in 

this pay guide. 

3920

https://www.fairwork.gov.au/about-us/our-role-and-purpose/our-priorities/our-commitment-to-you#customer-service-charter
http://www.fairwork.gov.au/our-commitment-to-you
https://www.fairwork.gov.au/awards-and-agreements/awards
http://www.fairwork.gov.au/awards
http://www.fairwork.gov.au/contact-us
http://www.fairwork.gov.au/contact-us
https://www.fairwork.gov.au/Website-information/staying-up-to-date/subscribe-to-email-updates
http://www.fairwork.gov.au/emailupdates


Am I eligible?

If you are just starting out on your aged care journey, it's likely you'll have lots of
questions.

This page helps you answer one of the most common questions: “Am I eligible for government-subsidised
aged care services?”

You may be eligible if you have:

noticed a change in what you can do or remember

been diagnosed with a medical condition or reduced mobility

experienced a change in family care arrangements, or

experienced a recent fall or hospital admission.

To find out if you are eligible, the first step is to check if you meet the requirements for an assessment. You
can click the button below to do that.

Check now 

Find out if you are eligible

Who qualifies for assessment?

To qualify for assessment, you must meet some needs and age requirements. These check:

how much assistance you need with some everyday tasks

that you are 65 years or older (50 years or older for Aboriginal or Torres Strait Islander people).

Note: If you are on a low income, homeless or at risk of being homeless, and aged 50 years or older (45 years
or older for Aboriginal and Torres Strait Islander people), please call the My Aged Care contact centre on 1800
200 422 to discuss your situation.

Do I meet the requirements?
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You can quickly find out if you meet the requirements for an assessment by using our eligibility checker.

This lets you check if you meet the requirements before committing to applying for an assessment. You don’t
need to provide any personal information, and we don’t store any of your answers.

Alternatively, if you are ready to get assessed, you can apply online for an assessment straight away.

How do I apply for an assessment?

If you meet the requirements, you can apply for an assessment online.

A trained assessor will then visit you at home to carry out an assessment. They will talk to you about your
circumstances and needs and work with you to identify what services might suit you best. 

Ready to check if you meet the requirements for an assessment? Press Check now.

Check now 

Applying for an assessment

“Knowing government websites, it could have been difficult, but I found the

process very very simple and straightforward. The application is in two parts,

and the first part told you what you need in the second part. It wasn’t at all

confusing because each page was very simple. 

Even if you're not familiar with online applications, it shouldn’t be difficult. Just

try it, it’s a piece of cake.”

Terry, 83, Perth

What if I’m not eligible?

If you find that you are not eligible and want more information, you can call My Aged Care on 1800
200 422 to discuss your situation.

You may also want to consider looking at providers who are not government-funded.

ck
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Apply for a NSW Seniors Card or NSW Senior Savers
Card

Digital Seniors Card program trial

From 3 February 2022, new card applicants who apply online can opt in to get a digital Seniors
Card/Senior Savers Card. See digital Seniors Card program trial for more information.

On this page

Introduction
Digital Seniors Card program trial
Eligibility
What you need
Proof of identity
How to apply
More information
Links

Introduction
As a NSW permanent resident aged 60 or over, you can apply for either a NSW Seniors Card or Senior
Savers Card.

Both cards are free and give you discounts and special offers  at over 7,300 businesses across NSW
including shops, restaurants and professional services. Many interstate businesses also provide discounts on
request. 

The NSW Seniors Card gives you access to the Gold Opal Card  transport concessions and public
transport concessions Australia-wide. The NSW Senior Savers Card does not offer this benefit.

You can apply online, in person or by phone. 

For more information on these cards, visit the Seniors Card website . 

Digital Seniors Card program trial
From 3 February 2022, you can opt in to get a digital Seniors/Senior Savers Card through the Service NSW
app.

To participate in the trial, you need to:

be a new card applicant

meet the eligibility requirements
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apply for your card online

have a MyServiceNSW Account and the latest version of the Service NSW app.

You’ll still receive a physical card – you can use both your digital and physical card at participating
businesses.

The digital Seniors Card program will be available to all card holders from the end of March 2022.

To get your digital Seniors/Senior Savers Card on the Service NSW app, you need to:

Download the latest version of the Service NSW app to your smartphone.

Log into the app with your MyServiceNSW Account details.

Select 'Add a digital licence or credential' and then select 'Seniors/Senior Savers Card' and follow the
prompts. 

Eligibility
You must be:

60 years of age or over

living in NSW

an Australian citizen or permanent resident

not working at all or averaging 20 hours or less a week of paid work across a 12-month period (if applying
for a NSW Seniors Card)

averaging more than 20 hours a week of paid work across a 12-month period (if applying for a NSW Senior
Savers Card).

Note: If you reduce your paid employment to 20 hours a week or less (averaged over 12 months), or you
retire completely, you can switch your Senior Savers Card to a Seniors Card.

What you need
a MyServiceNSW Account – you can create one when you start your application

an email address (to create your account)

2 proof of identity documents – one document must prove your Australian citizenship or permanent
resident status

your postal address details

your date of birth.

Note: You don't need a MyServiceNSW Account or email address if you apply by calling 13 77 88.

Proof of identity
Two proof of identity documents are required. They may include:

Australian driver licence

Medicare card
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Australian passport

Australian birth certificate

Australian travel visa

Australian citizenship certificate

Australian certificate of registration by descent

Australian ImmiCard.

How to apply
Check you meet the eligibility requirements.

Select the 'Apply online' button.

Log in, or create your MyServiceNSW Account.

Complete and submit the online form.

When your application is processed, you'll receive an email confirmation with your card number. The card
will arrive by post in about 21 days.

Note: If you're unable to apply online or have questions about your application, call us on 13 77 88.

More information
To understand how we handle your personal information, please read the Seniors Card privacy policy .

Links
NSW Seniors Card website

Seniors Card discount directory

Discounts and deals – Seniors Card program

NSW Seniors Card program app – Apple App Store

NSW Seniors Card program app – Google Play Store

Tech Savvy Seniors Program

NSW Seniors Card & NSW Senior Savers Card FAQs

Related transactions
Apply for a gold seniors Opal card

Change of name on a NSW Seniors Card or NSW Senior Savers Card

Change the details on a NSW Seniors Card or NSW Senior Savers Card

Cancel a NSW Seniors Card or NSW Senior Savers Card

Replace a lost, stolen or destroyed NSW Seniors Card or NSW Senior Savers Card
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Find NSW Seniors Card program discounts
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A NSW Government website

Sorting out your �nances (/life-events/retirement/what-to-do-when-youve-retired/sorting-out-your-�nances) Getting the Age Pension

Getting the Age Pension

To get the Age Pension, you’ll need to:

be the qualifying age or older

meet income and assets tests

meet residency rules

The qualifying age is currently 66 years old. It is scheduled to increase to 67 in 2023.

The pension amount you receive will depend on:

your income

how much property you have

if you’re single or part of a couple

If you get the Age Pension you will also automatically get the Pension Supplement . If you’re over the Age Pension age but don’t get the Age

Pension, you may still be able to get the supplement.

Learn more about the Age Pension at Services Australia 

(mailto:?

subject=Getting%20the%20Age%20Pension&body=Check%20out%20this%20site%20https%3A//www.nsw.gov.au/life-

events/retirement/what-to-do-when-youve-retired/sorting-out-your-�nances/getting-age-pension)

(https://www.

u=https%3A//ww

events/retiremen

retired/sorting-ou

pension&title=Ge

Related content




You must be 66 or older to qualify for the Age Pension


It can take between 4 and 8 weeks for an application to be assessed


You can apply online, over the phone or in person


The amount you get depends on how much property or money you have
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ENROLLED NURSES STANDARDS FOR PRACTICE

ADVERTISING GUIDELINES Introduction
The Enrolled nurse standards for practice are the core practice 
standards that provide the framework for assessing enrolled 
nurse (EN) practice. They communicate to the general public 
the standards that can be expected from ENs and can be 
used in a number of ways including:

• development of nursing curricula by education providers, 

• assessment of students and new graduates, 

• to assess nurses educated overseas seeking to work 
in Australia, and

• to assess ENs returning to work after breaks in service. 

In addition, they may also be used by the Nursing and 
Midwifery Board of Australia (NMBA) and relevant tribunals 
or courts to assess professional conduct or matters relating 
to notifications.

The Enrolled nurse standards for practice replace the 
National competency standards for the enrolled nurse (2002).

These contemporary standards reflect the role of the 
EN within the health environment. The standards for 
practice remain broad and principle-based so that they 
are sufficiently dynamic for practising nurses to use 
as a benchmark to assess competence to practise in a 
range of settings. 

The EN works with the registered nurse (RN) as part of 
the health care team and demonstrates competence 
in the provision of person-centred care. Core practice 
generally requires the EN to work under the direct or 
indirect supervision of the RN. At all times, the EN 
retains responsibility for his/her actions and remains 
accountable in providing delegated nursing care. The 
need for the EN to have a named and accessible RN 
at all times and in all contexts of care for support and 
guidance is critical to patient safety.

Although the scope of practice for each EN will vary 
according to context and education, the EN has 
a responsibility for ongoing self and professional 
development to maintain their knowledge base through 
life-long learning, and continue to demonstrate the 
types of core nursing activities that an EN would be 
expected to undertake on entry to practice. Therefore 
the core standards in this document are the minimum 

standards that are applicable across diverse practice 
settings and health care populations for both beginning 
and experienced ENs. They are based on the Diploma of 
Nursing being the education standard. 

ENs engage in analytical thinking; use information and/or 
evidence; and skilfully and empathetically communicate 
with all involved in the provision of care, including the 
person receiving care and their family and community, and 
health professional colleagues.

The EN standards are clinically focused and they reflect 
the EN’s capability to:

• provide direct and indirect care; 

• engage in reflective and analytical practice; and 

• demonstrate professional and collaborative practice. 
ENs, where appropriate, educate and support other 
(unregulated) health care workers (however titled) 
related to the provision of care. 

ENs collaborate and consult with health care recipients, 
their families and community as well as RNs and other 
health professionals, to plan, implement and evaluate 
integrated care that optimises outcomes for recipients 
and the systems of care. They are responsible for the 
delegated care they provide and self-monitor their work.

How to use these standards

The EN standards for practice are intended to be 
easily accessible to a variety of groups, including ENs, 
governments, regulatory agencies, educators, health 
care professionals and the community. It should be noted 
that the ‘indicators’ (refer to glossary) written below the 
statements are indicative of EN behaviours, they are not 
intended to be exhaustive. Rather, they are examples of 
activities that demonstrate the specific standard.

The standards should be read in conjunction with the 
following relevant documentation, including, but not 
limited to: 

• Decision-Making Framework (NMBA 2013), 

• Nursing practice decisions summary guide (NMBA 2010),
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ENROLLED NURSES STANDARDS FOR PRACTICE

ADVERTISING GUIDELINES • Nursing practice decision flowchart (NMBA 2013), 
and

• Code of conduct for nurses (NMBA 2017).

They should also be read in conjunction with the attached 
glossary, which describes the way in which key terms are 
used in the standards.

There are three domains, namely: 

• professional and collaborative practice,

• provision of care, and 

• reflective and analytical practice. 

The indicators are expressed through knowledge 
(capabilities)1, skills2, and attitudes3 inherent within these 
clinically focused domains. All are variable according to the 
context of practice. 

Domains

Professional and collaborative practice 

The professional and collaborative practice domain 
relates to the legal, ethical and professional foundations 
from which all competent ENs respond to their 
environment. The domain reflects the responsibilities 
of the EN to maintain currency and to demonstrate best 
practice. The standards are:

• functions in accordance with the law, policies and 
procedures affecting EN practice,

• practises nursing in a way that ensures the rights, 
confidentiality, dignity and respect of people are 
upheld, and

• accepts accountability and responsibility for own actions.

1 Knowledge (capabilities) refers to information and the understanding of that 
information to guide practice.

2 Skills refers to technical procedures and competencies
3 Attitudes refers to ways for thinking and behaving

Provision of care

The provision of care domain relates to the intrinsic care of 
individuals or groups entrusted to the EN. It encompasses 
all aspects of care from assessment to engaging in care, 
and includes health education and evaluation of outcomes. 
The standards are:

• interprets information from a range of sources in 
order to contribute to planning appropriate care,

• collaborates with the RN, the person receiving care and 
the healthcare team when developing plans of care, 

• provides skilled and timely care to people receiving 
care and others whilst promoting their independence 
and involvement in care decision–making, and

• communicates and uses documentation to inform 
and report care. 

Reflective and analytical practice  

The reflective and analytical practice domain relates to 
the ability of the EN to reflect on evidence-based practice 
and ensure currency of essential knowledge and skills, 
to care for the personal, physical and psychological 
needs of themselves and others. The standards are:

• provides nursing care that is informed by  
research evidence, 

• practises within safety and quality improvement 
guidelines and standards, and 

• engages in ongoing development of self as  
a professional. 
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ENROLLED NURSES STANDARDS FOR PRACTICE

ADVERTISING GUIDELINES Professional and collaborative practice  

Standard 1: Functions in accordance with the law, 
policies and procedures affecting EN practice

Indicators:

1.1 Demonstrates knowledge and understanding of 
commonwealth, state and /or territory legislation 
and common law pertinent to nursing practice.

1.2 Fulfils the duty of care in the undertaking of EN 
practice. 

1.3 Demonstrates knowledge of and implications for the 
NMBA standards, codes and guidelines, workplace 
policies and procedural guidelines applicable to 
enrolled nursing practice. 

1.4 Provides nursing care according to the agreed plan 
of care, professional standards, workplace policies 
and procedural guidelines. 

1.5 Identifies and clarifies EN responsibilities for 
aspects of delegated care working in collaboration 
with the RN and multidisciplinary health care team. 

1.6 Recognises own limitations in practice and 
competence and seeks guidance from the RN and 
help as necessary.

1.7 Refrains from undertaking activities where 
competence has not been demonstrated and 
appropriate education, training and experience has 
not been undertaken. 

1.8 Acts to ensure safe outcomes for others by 
recognising the need to protect people and reporting 
the risk of potential for harm. 

1.9 When incidents of unsafe practice occur, reports 
immediately to the RN and other persons in 
authority and, where appropriate, explores ways to 
prevent recurrence. 

1.10 Liaises and negotiates with the RN and other 
appropriate personnel to ensure that needs and 
rights of people in receipt of care are addressed 
and upheld. 

Standard 2: Practises nursing in a way that ensures 
the rights, confidentiality, dignity and respect of 
people are upheld.

Indicators:

2.1 Places the people receiving care at the centre of 
care and supports them to make informed choices.

2.2 Practises in accordance with the NMBA standards 
codes and guidelines. 

2.3 Demonstrates respect for others to whom care is 
provided regardless of ethnicity, culture, religion, 
age, gender, sexual preference, physical or mental 
state, differing values and beliefs.

2.4 Practises culturally safe care for (i) Aboriginal and 
Torres Strait Islander peoples; and (ii) people from 
all other cultures. 

2.5 Forms therapeutic relationships with people receiving 
care and others recognising professional boundaries.

2.6 Maintains equitable care when addressing people’s 
differing values and beliefs.

2.7 Ensures privacy, dignity and confidentiality when 
providing care.

2.8 Clarifies with the RN and relevant members of the 
multi-disciplinary healthcare team when interventions 
or treatments appear unclear or inappropriate.

2.9 Reports incidents of unethical behaviour immediately 
to the person in authority and, where appropriate, 
explores ways to prevent recurrence. 

2.10 Acknowledges and accommodates, wherever possible, 
preferences of people receiving nursing care.
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ENROLLED NURSES STANDARDS FOR PRACTICE

ADVERTISING GUIDELINES Standard 3: Accepts accountability and 
responsibility for own actions.

Indicators:

3.1 Practises within the EN scope of practice relevant 
to the context of practice, legislation, own 
educational preparation and experience.

3.2 Demonstrates responsibility and accountability for 
nursing care provided, 

3.3 Recognises the RN4 as the person responsible to assist 
EN decision-making and provision of nursing care.

3.4 Collaborates with the RN to ensure delegated 
responsibilities are commensurate with own scope 
of practice.

3.5 Clarifies own role and responsibilities with 
supervising RN in the context of the healthcare 
setting within which they practice.

3.6 Consults with the RN and other members of the 
multidisciplinary healthcare team to facilitate 
the provision of accurate information, and enable 
informed decisions by others.

3.7 Provides care within scope of practice as part of 
multidisciplinary healthcare team, and with supervision 
of a RN.

3.8 Provides support and supervision to assistants in 
nursing (however titled) and to others providing 
care, such as EN students, to ensure care is 
provided as outlined within the plan of care and 
according to institutional policies, protocols and 
guidelines. 

3.9 Promotes the safety of self and others in all aspects 
of nursing practice.

4 Where an enrolled nurse is working in maternity services setting it is expected 
that they will be supervised by a midwife.

Provision of care

Standard 4: Interprets information from a range 
of sources in order to contribute to planning 
appropriate care

Indicators:

4.1 Uses a range of skills and data gathering techniques 
including observation, interview, physical examination 
and measurement.

4.2 Accurately collects, interprets, utilises, monitors 
and reports information regarding the health and 
functional status of people receiving care to achieve 
identified health and care outcomes. 

4.3 Develops, monitors and maintains a plan of care in 
collaboration with the RN, multidisciplinary team 
and others. 

4.4 Uses health care technology appropriately according 
to workplace guidelines.

Standard 5: Collaborates with the RN, the person 
receiving care and the healthcare team when 
developing plans of care

Indicators:

5.1 Develops and promotes positive professional 
working relationships with members of the  
multi-disciplinary team.

5.2 Collaborates with members of the multi-disciplinary 
healthcare team in the provision of nursing care. 

5.3 Contributes to the development of care plans in 
conjunction with the multidisciplinary healthcare team, 
the person receiving care and appropriate others5. 

5.4 Manages and prioritises workload in accordance 
with people’s care plans.

5.5 Clarifies orders for nursing care with the RN when 
unclear. 

5.6 Contributes to and collaborates in decision-making 
through participation in multidisciplinary healthcare 
team meetings and case conferences.

5 Appropriate others include those in direct association with the person 
receiving care (with his/her consent) such as family, unpaid and paid carers, 
volunteers and clergy. 
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ENROLLED NURSES STANDARDS FOR PRACTICE

ADVERTISING GUIDELINES Standard 6: Provides skilled and timely care to 
people whilst promoting their independence and 
involvement in care decision–making

Indicators:

6.1 Provides care to people who are unable to meet their 
own physical and/or mental health needs.

6.2 Participates with the RN in evaluation of the person’s 
progress toward expected outcomes and the 
reformulation of plans of care. 

6.3 Promotes active engagement and the independence 
of people receiving care within the health care 
setting by involving them as active participants in 
care, where appropriate.

6.4 Demonstrates currency and competency in the safe 
use of healthcare technology.

6.5 Exercises time management and workload 
prioritisation.

6.6 Recognises when the physical or mental health of 
a person receiving care is deteriorating, reports, 
documents and seeks appropriate assistance. 

Standard 7: Communicates and uses documentation 
to inform and report care 

Indicators:

7.1 Collects data, reviews and documents the health 
and functional status of the person receiving care 
accurately and clearly. 

7.2 Interprets and reports the health and functional 
status of people receiving care to the RN and 
appropriate members of the multidisciplinary 
healthcare team as soon as practicable.

7.3 Uses a variety of communication methods to engage 
appropriately with others and documents accordingly.

7.4 Prepares and delivers written and verbal care 
reports such as clinical handover, as a part of the 
multidisciplinary healthcare team.

7.5 Provides accurate and appropriate information to 
enable informed decision making by others.

Reflective and analytical practice

Standard 8: Provides nursing care that is informed 
by research evidence 

Indicators:

8.1 Refers to the RN to guide decision-making.

8.2 Seeks additional knowledge/information when 
presented with unfamiliar situations.

8.3 Incorporates evidence for best practice as guided by 
the RN or other appropriate health professionals.

8.4 Uses problem-solving incorporating logic, analysis and 
a sound argument when planning and providing care.

8.5 Demonstrates analytical skills through accessing 
and evaluating healthcare information and quality 
improvement activities.

8.6 Consults with the RN and other relevant health 
professionals and resources to improve current 
practice.

Standard 9: Practises within safety and quality 
improvement guidelines and standards

Indicators:

9.1 Participates in quality improvement programs and 
accreditation standards activities as relevant to the 
context of practice.

9.2 Within the multi-disciplinary team, contributes 
and consults in analysing risk and implementing 
strategies to minimise risk. 

9.3 Reports and documents safety breaches and 
hazards according to legislative requirements and 
institutional policies and procedures.

9.4 Practises safely within legislative requirements, 
safety policies, protocols and guidelines.
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ENROLLED NURSES STANDARDS FOR PRACTICE

ADVERTISING GUIDELINES Standard 10: Engages in ongoing development of 
self as a professional 

Indicators:

10.1 Uses EN standards for practice to assess own 
performance, 

10.2 Recognises the need for, and participates in, 
continuing professional and skills development 
in accordance with the NMBA’s Continuing 
professional development registration standard. 

10.3 Identifies learning needs through critical reflection 
and consideration of evidence-based practice in 
consultation with the RNs and the multidisciplinary 
healthcare team. 

10.4 Contributes to and supports the professional 
development of others.

10.5 Uses professional supports and resources such 
as clinical supervision that facilitate professional 
development and personal wellbeing. 

10.6 Promotes a positive professional image. 

Glossary
Accountability/accountable: Nurses and midwives must be 
prepared to answer to others, such as people in receipt of 
healthcare, their nursing and midwifery regulatory authority, 
employers and the public for their decisions, actions, 
behaviours and the responsibilities that are inherent in their 
roles. Accountability cannot be delegated. The RN or midwife 
who delegates an activity to another person is accountable, 
not only for their delegation decision, but also for monitoring 
the standard of performance of the activity by the other 
person, and for evaluating the outcomes of the delegation. 
However, they are not accountable for the performance of 
the delegated activity. 

Best practice: A technique, method, process, activity or 
incentive which has been proven by evidence to be most 
effective in providing a certain outcome.

Core practice: The day-to-day or regular activities or 
policies of a health service provider that fundamentally 
guide the service as a whole. 

Decision-making framework: The NMBA expects all 
nurses and midwives to practise within the relevant 
standards for practice and decision-making frameworks. 

Delegation/delegate: A delegation relationship exists when 
one member of the health care team delegates aspects of 
care, which they are competent to perform and which they 
would normally perform themselves, to another member of 
the health care team from a different discipline, or to a less 
experienced member of the same discipline. Delegations 
are made to meet people’s needs and to ensure access to 
health care services — that is, the right person is available 
at the right time to provide the right service to a person. 
The delegator retains accountability for the decision to 
delegate and for monitoring outcomes. 

Duty of care/standard of care: A responsibility or relationship 
recognised in law. For example, it may exist between health 
professionals and their clients. Associated with this duty is 
an expectation that the health professional will behave or act 
in a particular way. This is called the standard of care, which 
requires that a person act toward others and the public with 
watchfulness, attention, caution and the prudence that would 
be made by a reasonable person in those circumstances. If a 
person’s actions do not meet this standard of care, whereby 
they fall below the acceptable standards, any damages 
resulting may be pursued in a lawsuit for negligence.

Enrolled nurse (EN; Division 2): A person with appropriate 
educational preparation and competence for practice, who 
is registered under the Health Practitioner Regulation 
National Law.

Evidence-based practice: Assessing and making 
judgements to translate the best available evidence, which 
includes the most current, valid, and available research 
findings and the individuality of situations and personal 
preferences as the basis for practice decisions.

Indicators: Key generic examples of competent 
performance. They are neither comprehensive nor 
exhaustive. They assist the assessor when using their 
professional judgement in assessing nursing practice. 
They further assist curriculum development.

Midwife/midwifery practice: A midwife is a person with 
appropriate educational preparation and competence for 
practice who is registered by the NMBA. This term includes 
endorsed midwives for the purposes of this document. 
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ADVERTISING GUIDELINES The NMBA has endorsed the ICM definition of a midwife 
(that includes the statement below on scope of practice) 
and applied it to the Australian context. 

The International Confederation of Midwives (ICM) 
defines a midwife as follows:

 A midwife is a person who has successfully completed a 
midwifery education programme that is duly recognised 
in the country where it is located and that is based on 
the ICM essential competencies for basic midwifery 
practice and the framework of the ICM global standards 
for midwifery education; who has acquired the requisite 
qualifications to be registered and/or legally licensed to 
practise midwifery and use the title ‘midwife’; and who 
demonstrates competency in the practice of midwifery. 

 Scope of practice6

 The midwife is recognised as a responsible and 
accountable professional who works in partnership with 
women to give the necessary support, care and advice 
during pregnancy, labour and the postpartum period, 
to conduct births on the midwife’s own responsibility 
and to provide care for the newborn and the infant. This 
care includes preventative measures, the promotion of 
normal birth, the detection of complications in mother and 
child, the accessing of medical care or other appropriate 
assistance and the carrying out of emergency measures. 
The midwife has an important task in health counselling 
and education, not only for the woman, but also within 
the family and the community. This work should involve 
antenatal education and preparation for parenthood and 
may extend to women’s health, sexual or reproductive 
health and child care.

 A midwife may practise in any setting including the 
home, community, hospitals, clinics or health units 
(ICM international definition of the midwife 2012). 
www.internationalmidwives.org

Nursing and Midwifery Board of Australia (NMBA): The 
national body responsible for the regulation of nurses and 
midwives in Australia.

Person/people: Refers to those individuals who have 
entered into a relationship with an enrolled nurse.   

6 Scope of practice forms a part of the ICM definition of a midwife.

Person/people encompass patients, clients, consumers and 
families that fall within the EN scope and context of practice.

Person-centred practice: A collaborative and respectful 
partnership built on mutual trust and understanding. 
Each person is treated as an individual with the aim of 
respecting people’s ownership of their health information, 
rights and preferences while protecting their dignity and 
empowering choice. Person-centred  practice recognises 
the role of family and community with respect to cultural 
and religious diversity. 

Plan of care: Outlines the care to be provided to an individual/ 
family/ community and includes the nursing component. It is 
a set of actions the nurse will implement to resolve/ support 
nursing diagnoses identified by nursing assessment. The 
creation of the plan is an intermediate stage of the nursing 
process. It guides in the ongoing provision of nursing care 
and assists in the evaluation of that care.

Professional boundaries: Refers to the clear separation 
that should exist between professional conduct aimed 
at meeting the health needs of people, and behaviour 
which serves a nurse’s own personal views, feelings and 
relationships that are not relevant to the professional 
relationship. 

Quality: Refers to characteristics and grades with respect 
to excellence.

Refer/referral: Referral is the transfer of primary health 
care responsibility to another qualified health service 
provider/health professional. However, the nurse or midwife 
referring the person for care by another professional or 
service may need to continue to provide their professional 
services collaboratively in this period.

Registered nurse (RN; Division 1): A person who has 
completed the prescribed educational preparation, 
demonstrated competence to practise, and is registered 
under the Health Practitioner Regulation National Law as 
a registered nurse in Australia. For the purposes of this 
document the term also includes nurse practitioners.
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ADVERTISING GUIDELINES Risk assessment/risk management: An effective risk 
management system is one incorporating strategies to:

• identify risks/hazards,

• assess the likelihood of the risks occurring and the 
severity of the consequences if the risks do occur, and

• prevent the occurrence of the risks, or minimise 
their impact.

Scope of practice: Is that in which nurses are educated, 
competent to perform and permitted by law. The actual 
scope of practice of individual practitioners is influenced 
by the settings in which they practise, the health needs 
of people, the level of competence and confidence of the 
nurse and the policy requirements of the service provider.

Standards for practice: Set the expectations of enrolled 
nurse practice. They inform the education standards for 
enrolled nurses; the regulation of nurses and determination 
of nurses’ fitness for practice; and guide consumers, 
employers and other stakeholders on what to reasonably 
expect from an enrolled nurse regardless of the area of 
nursing practice or years of nursing experience. They 
replace the previous National competency standards for the 
enrolled nurse. 

Supervision/supervise: Supervision can be either direct 
or indirect: 

• Direct supervision is when the supervisor is actually 
present and personally observes, works with, guides 
and directs the person who is being supervised.

• Indirect supervision is when the supervisor works 
in the same facility or organisation as the supervised 
person, but does not constantly observe their activities. 
The supervisor must be available for reasonable 
access. What is reasonable will depend on the context, 
the needs of the person receiving care and the needs of 
the person who is being supervised. 

For the purpose of this document, supervision is defined 
as access, in all contexts of care, at all times, either 
directly or indirectly to professional supervision to a 
named and accessible RN for support and guidance of 
the practice of an EN.
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Framework for assessing standards for practice1 for 
registered nurses, enrolled nurses and midwives 

February 2015 

About this framework for assessment 

The purpose of this framework is to provide a resource for: 

• persons assessing the standard of practice of nurses and/or midwives, and

• nurses and/or midwives whose performance is undergoing assessment.

The framework comprises: 

• principles for assessing standards for practice

• critical issues in assessing performance, and

• key elements in the assessment model.

The aim is to guide the assessment of competence against the Nursing and Midwifery Board 
of Australia (National Board or NMBA) standards for practice for registered nurses, enrolled 
nurses, nurse practitioners and midwives. 

Assessment against the NMBA standards for practiceis an important measure to ensure 
initial and continuing competence of nurses and midwives. The assessment process 
determines the eligibility for registration of nurses and midwives who:  

• have undertaken nursing and/or midwifery  courses in Australia

• wish to practise in Australia but have undertaken nursing and/or midwifery courses in
another country

• wish to return to work after being out of the workforce for a defined period, or

• are qualified but need to demonstrate that they are fit to continue working.

Principles for assessment 

The National Board has identified five key principles to be applied when assessing practice 
standards for registered nurses, enrolled nurses, nurse practitioners and midwives.  

The five principles are as follows: 

1: Principle of accountability 

• Assessors are accountable to the public and to the profession to perform a valid and
reliable assessment of nurse and/or midwife candidates.

• Assessors are accountable for assessing nurse and/or midwife candidates as:

1 Formally known as national competency standards 
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− competent against the NMBA standards for practice, and  

− suitable for registration. 

• Assessors will ensure that nurse and/or midwife candidates are assessed in the practice 
setting. 

• Nurse and/or midwife candidates who have not demonstrated competence in the 
practice setting should not be recommended for registration. 

2: Principle of performance-based assessment 

• Clinical competence is performance based. Assessors must therefore carry out the 
assessment in the context of the nurse and/or midwife/ interaction with the person 
receiving care. 

• Assessment of practice is a valid model of assessing core competencies for licensing 
nurses and/or midwives. This model is useful as a multipurpose procedure because it 
enables global assessment of the nurse and/or midwife candidate’s knowledge, skills, 
values, and attitudes.  

• Regulatory authorities have a responsibility to make sure the assessment model focuses 
on knowledge and performance that is closely related to the demands of the practice 
situation. 

• The National Board recognises that the nature of professional nursing and/or midwifery 
practice is multifaceted and requires comprehensive knowledge; attempting to assess 
competence in a single and narrowly prescribed procedural model is a failure to 
recognise this. 

• The context in which competence assessment occurs is an essential component in the 
competency standards assessment framework. 

 
The practice setting involves many contextual factors including the environment, the 
relationship with people receiving care and the behaviour of others in the practice setting that 
cause the nurse and/or midwife candidate to act in a particular way. The assessment 
process should take these factors into account. 

3: Principle of evidence-based assessment 

• Evidence-based assessment requires a model of evidenced-based professional 
judgement. 

• The process of assessing competence requires an accumulation of data or evidence 
about performance over a period of time and in a range of nursing situations. 

• The judgement about whether a nurse and/or midwife candidate has reached a 
satisfactory standard of performance is based on the interaction between the:  

− assessor’s comprehensive knowledge of the expected standard of performance, and  

− interpretation of the assessment data, including the context within which they are 
collected. 

• Assessors can obtain data to provide evidence of performance through: 

− self-assessment by the nurse and/or midwife candidate 

− observation by the assessor of the nurse and/or midwife candidate 

−  interviews by the assessor with the other actors in the setting: peers, people 
receiving nursing care, supervisors, and 

− analysis by the assessor of all relevant documentation. 

• Assessors work with, and observe, the nurse and/or midwife candidate being assessed 
in the practice context. This enables the assessor to gather pieces of evidence about the 
nurse and/or midwife candidate’s practice in order to draw inferences about 
competence. 

• Assessors use professional judgement, which involves drawing inferences and using 
tacit knowledge to form a conclusion about a particular nurse and/or midwife’s 
competence. 
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• Assessors should always check inferences to validate the assessment judgement. 

• For confident use of tacit knowledge as a basis for assessment, it is essential that 
assessors have a full understanding of the expected standard of performance. 

4. Principle of validity and reliability in assessment 

• Validity in the assessment process is the extent to which assessment meets the 
intended outcomes. Reliability in the assessment process refers to the consistency or 
accuracy of outcomes of the assessment process. 

• The assessors’ knowledge and skill are the most crucial elements in enhancing the 
validity and reliability of the assessment process. 

• The assessor gathers evidence, i.e. pieces of information about the performance of the 
nurse and/or midwife being assessed. This enables assessors to provide evidence to 
justify their assessment judgements. 

• A variety of sources of data (evidence) about the performance of a nurse and/or midwife 
candidate enhances the rigour of the assessment process, and gives validity and 
reliability to the judgement. Sources of evidence may include: 

−  observing performance 

−  auditing documents, such as care plans and clinical records 

−  interviewing the nurse and/or midwife candidate to reveal intention and attitude 

−  interviewing colleagues and persons receiving nursing care to collect data regarding 
outcomes of care 

−  testing (for example drug calculations, written assignments, multiple-choice 
questions), and 

−  examining records of previous achievements. 

• Reflection and reinterpretation of evidence about the nurse and/or midwife candidate’s 
performance is an important element in the assessment process and adds to the 
reliability of the assessment judgement. 

5: Principle of participation and collaboration 

• Performance assessment should be based on a participative and collaborative 
relationship between the assessor and the nurse and/or midwife candidate. 

• A principle of impartiality, confidentiality and declaration of any conflict of interest will 
underpin this participative and collaborative relationship. This will help to ensure that 
participants in the assessment process feel confident in the assessment methods. 

• Participation and collaboration in the assessment process involve high levels of 
communication, reflection and reinterpretation of performance. 

• Formalised review processes established by organisations undertaking assessments will 
address grievances held by nurses and/or midwives who are being assessed, and will 
assist in ensuring participation and collaboration between others in the assessment 
process. These processes also provide a mechanism for rigorous scrutiny of the 
assessment results. 
 

Critical issues in assessing performance 

The following section identifies the critical issues in assessing performance against the 
NMBA practice standards. These issues underpin the principles of assessment within this 
framework. 

Accountability 

The assessor is accountable to the profession and to an appropriate authority for:  

• making a valid assessment of a nurse and/or midwife candidate’s performance, and  
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• recommending that the nurse and/or midwife candidate being assessed meets the 
competency standards required.  

 
Validity and reliability in the assessment process are essential to public interest and safe 
practice.  
 
The assessor has a responsibility to keep confidential the information obtained in the 
assessment process or, when appropriate, to use proper channels to share information 
about the assessment. The assessor must declare any existing conflict of interest and, in 
cases where impartiality cannot be assured, withdraw from the assessment process. 

Performance assessment  

NMBA standards for practice emphasise the assessment of total performance, which 
includes knowledge, skills and attributes. This differs from assessment procedures biased 
towards assessment of knowledge and the use of checklists in clinical settings.  

Regulatory authorities are responsible for making sure the assessment model focuses on 
knowledge and clinical performance that relate closely to the demands of the individual’s 
scope of professional practice and the practice situation. Clinical competence is performance 
based and assessors must therefore carry out the assessment in the context of the practice 
setting. 

The NMBA standards for practice are categorised into domains of practice relevant to 
nursing and midwifery practice. This categorisation will assist assessors in the assessment 
process. 

Context-based assessment 

Given the complex nature of nursing and/or midwifery practice, the NMBA standards for 
practice have been developed as broad holistic statements, interrelated as determined by 
the nursing and/or midwifery context.  

The context in which assessment of competence occurs is essential to the competency 
standards assessment framework.  

The practice setting involves many contextual factors that cause the nurse and/or midwife 
candidate being assessed to respond in a particular way. The relationship with the person 
receiving nursing and/or midwifery care and the behaviour of others in the practice setting 
can influence the performance of the nurse and/or midwife candidate.  

It is important that assessors take contexts into account during the assessment processes. 

Evidence-based assessment 

The role of assessment is to arrive at a conclusion about satisfactory levels of performance; 
it must therefore be evidenced based.  

Assessment of professional competence using standards for practice involves assessors 
using their professional judgement in deciding the competence of nurse and/or midwife 
candidates. This method of evidenced-based assessment is based on a model of evidence-
based professional judgement.  

The method involves recognising and using significant cues, which imply that a nurse and/or 
midwife is competent in a particular competency or a number of competencies. The process 
of assessing competence requires an accumulation of data or evidence about performance 
over a period of time and in a range of nursing and/or midwifery situations.  

3941



During assessment, the assessor makes inferences about performance and related 
knowledge, attitudes and skills of the nurse and/or midwife candidate. Inference entails 
judgement about the presence of a competency embedded in practice but not directly 
observed in specific behaviour. This process of drawing inferences and using tacit 
knowledge allows the assessor to form conclusions about the practice and subsequent 
competence of the nurse and/or midwife candidate.  

In using tacit knowledge, the assessor is a human assessment instrument. The only ‘tool’ 
required by the assessor is a method of collecting data, for example using pen and paper for 
observation, documentation and reference to the competency standards when analysing the 
assessment data.  

Judgement about whether a nurse and/or midwife candidate has reached a satisfactory 
standard of performance is based on the: 

• interaction between the assessor’s comprehensive knowledge of the expected standard 
of performance, and  

• interpretation of the assessment data, including the context within which they are 
collected.  
 

It is the assessor’s tacit knowledge that enables the judgement of quality.  

Assessors of performance must be experienced in the profession and field of practice being 
assessed and in the assessment of competence. This assessment model relies on 
assessment judgements made using involving the use of: 

• tacit knowledge 
• competency elements, and 
• cues, which are selected concrete examples of activities illustrative of the competency 

standard. 
 

Key elements in the assessment model 

Self-assessment by the nurse and/or midwife candidate provides vital data for the assessor. 
Self-assessment is a skill that is central to the nurse and/or midwife’s continuing professional 
development. 

Observation by the assessor should be of sufficient duration and performed in a 
reasonable variety of contexts to achieve valid and reliable assessment. 

Interviewing skills of the assessor should be highly developed. The assessor needs to 
establish relationships with other individuals in the practice setting in order to source 
adequate and essential information. This information is essential in validating assessor 
inferences and judgements about competence. 

Documentation recording assessors’ observations and other evidence is necessary for 
analysis and interpretation and ultimately. This ensures a reliable and valid assessment 
judgement. 

Enhancing the validity and reliability of assessment – Using the professional judgement 
of a person with experience in nursing and/or midwifery, and who possesses a 
comprehensive knowledge base to assess performance, enhances the validity and reliability 
of the assessment.  

Validity in the assessment process is the extent to which assessment meets the intended 
outcomes. The assessment process therefore measures the performance of the nurse 
and/or midwife candidate against the NMBA practice standards.  

3942



Reliability in the assessment process refers to the consistency or accuracy of the 
assessment process outcomes. Assessors’ understanding of the expected standards and 
their knowledge and skill are the crucial elements that enhance the reliability of the 
assessment process.  

Documented evidence should always support judgements assigned to the nurse and/or 
midwife candidate’s competence. The model of assessment, involving collection and 
documentation of data over a period of time and in a range of situations, allows for reflection 
on the: 

• practice of the nurse and/or midwife being assessed, and  

• interpretations made by the assessor.  
 

As the assessor gathers new pieces of evidence about the practice of the nurse and/or 
midwife being assessed, they can reflect on and reinterpret previous data. This process of 
reflection and reinterpretation adds to the reliability of the assessment judgement. 

Participation and collaboration – Establishing a participative and collaborative relationship 
based on confidentiality, accountability and impartiality between the nurse and/or midwife 
candidate and the assessor builds confidence in the assessment methods.  

As an essential part of the assessment process, assessors should conduct interviews with 
nurse and/or midwife candidates being assessed. It is through this process that the important 
practice of reflection on and reinterpretation of performance and assessment judgements 
should occur, enabling judgements made by the assessor to be validated.  

Organisations undertaking assessments should institute review procedures to address 
grievances held by nurse and/or midwife candidates being assessed. 
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Orienting statements 
Registered nurse (RN) practice is person-centred and 
evidence-based with preventative, curative, formative, 
supportive, restorative and palliative elements. RNs 
work in therapeutic and professional relationships 
with individuals, as well as with families, groups and 
communities. These people may be healthy and with 
a range of abilities, or have health issues related to 
physical or mental illness and/or health challenges. 
These challenges may be posed by physical, psychiatric, 
developmental and/or intellectual disabilities. 

The Australian community has a rich mixture of cultural 
and linguistic diversity, and the Registered nurse 
standards for practice are to be read in this context. 
RNs recognise the importance of history and culture to 
health and wellbeing. This practice reflects particular 
understanding of the impact of colonisation on the 
cultural, social and spiritual lives of Aboriginal and 
Torres Strait Islander peoples, which has contributed to 
significant health inequity in Australia.

As regulated health professionals, RNs are responsible 
and accountable to the Nursing and Midwifery Board 
of Australia. These are the national Registered nurse 
standards for practice for all RNs. Together with the 
Nursing and Midwifery Board of Australia standards, 
codes and guidelines, these Registered nurse standards 
for practice should be evident in current practice, and 
inform the development of the scopes of practice and 
aspirations of RNs. 

RN practice, as a professional endeavour, requires 
continuous thinking and analysis in the context of 
thoughtful development and maintenance of constructive 
relationships. To engage in this work, RNs need to 
continue to develop professionally and maintain their 
capability for professional practice. RNs determine, 
coordinate and provide safe, quality nursing. This 
practice includes comprehensive assessment, 
development of a plan, implementation and evaluation 
of outcomes. As part of practice, RNs are responsible 
and accountable for supervision and the delegation of 
nursing activity to enrolled nurses (ENs) and others.

Practice is not restricted to the provision of direct 
clinical care. Nursing practice extends to any paid or 

unpaid role where the nurse uses their nursing skills 
and knowledge. This practice includes working in a 
direct non-clinical relationship with clients, working 
in management, administration, education, research, 
advisory, regulatory, policy development roles or other 
roles that impact on safe, effective delivery of services 
in the profession and/or use of the nurse’s professional 
skills. RNs are responsible for autonomous practice 
within dynamic systems, and in relationships with other 
health care professionals. 

How to use these standards for 
practice
The Registered nurse standards for practice consist of the 
following seven standards: 

1. Thinks critically and analyses nursing practice.

2. Engages in therapeutic and professional 
relationships.

3. Maintains the capability for practice. 

4. Comprehensively conducts assessments.

5. Develops a plan for nursing practice.

6. Provides safe, appropriate and responsive quality 
nursing practice.

7. Evaluates outcomes to inform nursing practice.

The above standards are all interconnected (see Figure 
1). Standards one, two and three relate to each other, as 
well as to each dimension of practice in standards four, 
five, six and seven.
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Figure 1: RN standards 

Thinks critically and analyses 
nursing practice

Engages in therapeutic and 
professional relationships

Maintains the capability for 
practice

Standard 1

Standard 4 Standard 5 Standard 6 Standard 7

C
om

prehensively conducts assessm
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D
evelops a plan for nursing practice

P
rovides safe, appopriate and responsive 

quality nursing practice

Evaluates outcom
es to inform

 nursing 
practice

Standard 2

Standard 3

Each standard has criteria that specify how that standard 
is demonstrated. The criteria are to be interpreted in 
the context of each RN’s practice. For example, all RNs 
will, at various times, work in partnerships and delegate 
responsibilities, however, not every RN will delegate 
clinical practice to enrolled nurses. The criteria are not 
exhaustive and enable rather than limit the development 
of individual RN scopes of practice. 

The Registered nurse standards for practice are for all 
RNs across all areas of practice. They are to be read 
in conjunction with the applicable NMBA companion 
documents such as the standards, codes and guidelines, 
including the Code of conduct for nurses, National 
framework for the development of decision-making 
tools for nursing and midwifery practice, Supervision 
guidelines for nursing and midwifery, and Guidelines for 
mandatory notifications. The glossary is also important 
for understanding how key terms are used in these 
standards. 

RN standards for practice 
Standard 1: Thinks critically and analyses nursing 
practice

RNs use a variety of thinking strategies and the best 
available evidence in making decisions and providing 
safe, quality nursing practice within person-centred and 
evidence-based frameworks.

The RN:

1.1 accesses, analyses, and uses the best available 
evidence, that includes research findings for safe 
quality practice

1.2 develops practice through reflection on experiences, 
knowledge, actions, feelings and beliefs to identify 
how these shape practice

1.3 respects all cultures and experiences, which 
includes responding to the role of family and 
community that underpin the health of Aboriginal 
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and Torres Strait Islander peoples and people of 
other cultures

1.4 complies with legislation, common law, policies, 
guidelines and other standards or requirements 
relevant to the context of practice when making 
decisions

1.5 uses ethical frameworks when making decisions 

1.6 maintains accurate, comprehensive and timely 
documentation of assessments, planning, decision-
making, actions and evaluations, and

1.7 contributes to quality improvement and relevant 
research.

Standard 2: Engages in therapeutic and 
professional relationships

RN practice is based on purposefully engaging in 
effective therapeutic and professional relationships. This 
includes collegial generosity in the context of mutual 
trust and respect in professional relationships. 

The RN:

2.1 establishes, sustains and concludes relationships 
in a way that differentiates the boundaries between 
professional and personal relationships 

2.2 communicates effectively, and is respectful of a 
person’s dignity, culture, values, beliefs and rights

2.3 recognises that people are the experts in the 
experience of their life

2.4 provides support and directs people to resources to 
optimise health related decisions

2.5 advocates on behalf of people in a manner that 
respects the person’s autonomy and legal capacity

2.6 uses delegation, supervision, coordination, 
consultation and referrals in professional 
relationships to achieve improved health outcomes 

2.7 actively fosters a culture of safety and learning 
that includes engaging with health professionals 

and others, to share knowledge and practice that 
supports person-centred care

2.8 participates in and/or leads collaborative practice, 
and

2.9 reports notifiable conduct of health professionals, 
health workers and others.

Standard 3: Maintains the capability for practice 

RNs, as regulated health professionals, are responsible 
and accountable for ensuring they are safe, and have 
the capability for practice. This includes ongoing self-
management and responding when there is concern 
about other health professionals’ capability for practice. 
RNs are responsible for their professional development 
and contribute to the development of others. They are 
also responsible for providing information and education 
to enable people to make decisions and take action in 
relation to their health.

The RN: 

3.1 considers and responds in a timely manner to the 
health and well being of self and others in relation to 
the capability for practice

3.2 provides the information and education required to 
enhance people’s control over health

3.3 uses a lifelong learning approach for continuing 
professional development of self and others

3.4 accepts accountability for decisions, actions, 
behaviours and responsibilities inherent in their 
role, and for the actions of others to whom they have 
delegated responsibilities

3.5 seeks and responds to practice review and feedback

3.6 actively engages with the profession, and 

3.7 identifies and promotes the integral role of nursing 
practice and the profession in influencing better 
health outcomes for people. 
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Standard 4: Comprehensively conducts 
assessments

RNs accurately conduct comprehensive and systematic 
assessments. They analyse information and data and 
communicate outcomes as the basis for practice. 

The RN:

4.1 conducts assessments that are holistic as well as 
culturally appropriate 

4.2 uses a range of assessment techniques to 
systematically collect relevant and accurate 
information and data to inform practice

4.3 works in partnership to determine factors that affect, 
or potentially affect, the health and well being of 
people and populations to determine priorities for 
action and/or for referral, and

4.4 assesses the resources available to inform planning.

Standard 5: Develops a plan for nursing practice

RNs are responsible for the planning and communication 
of nursing practice. Agreed plans are developed in 
partnership. They are based on the RNs appraisal of 
comprehensive, relevant information, and evidence that 
is documented and communicated. 

The RN:

5.1 uses assessment data and best available evidence to 
develop a plan

5.2 collaboratively constructs nursing practice plans 
until contingencies, options priorities, goals, actions, 
outcomes and timeframes are agreed with the 
relevant persons 

5.3 documents, evaluates and modifies plans accordingly 
to facilitate the agreed outcomes 

5.4 plans and negotiates how practice will be evaluated 
and the time frame of engagement, and

5.5 coordinates resources effectively and efficiently for 
planned actions.

Standard 6: Provides safe, appropriate and 
responsive quality nursing practice

RNs provide and may delegate, quality and ethical goal-
directed actions. These are based on comprehensive and 
systematic assessment, and the best available evidence 
to achieve planned and agreed outcomes. 

The RN:

6.1 provides comprehensive safe, quality practice 
to achieve agreed goals and outcomes that are 
responsive to the nursing needs of people

6.2 practises within their scope of practice

6.3 appropriately delegates aspects of practice to 
enrolled nurses and others, according to enrolled 
nurse’s scope of practice or others’ clinical or non-
clinical roles 

6.4 provides effective timely direction and supervision to 
ensure that delegated practice is safe and correct

6.5 practises in accordance with relevant nursing 
and health guidelines, standards, regulations and 
legislation, and 

6.6 uses the appropriate processes to identify and report 
potential and actual risk related system issues 
and where practice may be below the expected 
standards. 

Standard 7: Evaluates outcomes to inform nursing 
practice

RNs take responsibility for the evaluation of practice 
based on agreed priorities, goals, plans and outcomes 
and revises practice accordingly. 

The RN:

7.1 evaluates and monitors progress towards the 
expected goals and outcomes

7.2 revises the plan based on the evaluation, and 

7.3 determines, documents and communicates further 
priorities, goals and outcomes with the relevant 
persons.
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Glossary
These definitions relate to the use of terms in the 
Registered nurse standards for practice. 

Accountability means that nurses answer to the people 
in their care, the nursing regulatory authority, their 
employers and the public. Nurses are accountable 
for their decisions, actions, behaviours and the 
responsibilities that are inherent in their nursing 
roles including documentation. Accountability cannot 
be delegated. The RN who delegates activities to be 
undertaken by another person remains accountable 
for the decision to delegate, for monitoring the level of 
performance by the other person, and for evaluating 
the outcomes of what has been delegated (Nursing and 
Midwifery Board of Australia 2013). See below for the 
related definition of Delegation.

Criteria in this document means the actions and 
behaviours of the RN that demonstrate these Standards 
for practice. 

Delegation is the relationship that exists when a RN 
delegates aspects of their nursing practice to another 
person such as an enrolled nurse, a student nurse or 
a person who is not a nurse. Delegations are made to 
meet peoples’ needs and to enable access to health 
care services, that is, the right person is available at 
the right time to provide the right service. The RN who 
is delegating retains accountability for the decision to 
delegate. They are also accountable for monitoring of the 
communication of the delegation to the relevant persons 
and for the practice outcomes. Both parties share the 
responsibility of making the delegation decision, which 
includes assessment of the risks and capabilities. In 
some instances delegation may be preceded by teaching 
and competence assessment. For further details see 
the NMBA’s National framework for the development of 
decision-making tools for nursing and midwifery practice 
(2013). 

Enrolled nurse is a person who provides nursing 
care under the direct or indirect supervision of a 
RN. They have completed the prescribed education 
preparation, and demonstrate competence to practise 
under the Health Practitioner Regulation National 
Law as an enrolled nurse in Australia. Enrolled nurses 

are accountable for their own practice and remain 
responsible to a RN for the delegated care.

Evidence-based practice is accessing and making 
judgements to translate the best available evidence, 
which includes the most current, valid, and available 
research findings into practice.

Person or people is used in these Standards to refer to 
those individuals who have entered into a therapeutic 
and/or professional relationship with a RN. These 
individuals will sometimes be health care consumers, 
at other times they may be colleagues or students, this 
will vary depending on who is the focus of practice at 
the time. Therefore, the words person or people include 
all the patients, clients, consumers, families, carers, 
groups and/or communities that are within the RN 
scope and context of practice. The RN has professional 
relationships in health care related teams.

Person-centred practice is collaborative and respectful 
partnership built on mutual trust and understanding 
through good communication. Each person is 
treated as an individual with the aim of respecting 
people’s ownership of their health information, rights 
and preferences while protecting their dignity and 
empowering choice. Person-centred practice recognises 
the role of family and community with respect to cultural 
and religious diversity. 

Registered nurse is a person who has completed 
the prescribed education preparation, demonstrates 
competence to practise and is registered under the 
Health Practitioner Regulation National Law as a RN in 
Australia.

Scope of practice is that in which nurses are educated, 
competent to perform and permitted by law. The actual 
scope of practice is influenced by the context in which 
the nurse practises, the health needs of people, the 
level of competence and confidence of the nurse and the 
policy requirements of the service provider. 

Standards for practice in this document are the 
expectations of RN practice. They inform the education 
standards for RNs; the regulation of nurses and 
determination of the nurse’s capability for practice; and 
guide consumers, employers and other stakeholders on 
what to reasonably expect from a RN regardless of the 
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REGISTERED NURSE 
STANDARDS FOR PRACTICE

area of nursing practice or years of nursing experience. 
They replace the previous National competency standards 
for the registered nurse (2010). 

Supervision includes managerial supervision, 
professional supervision and clinically focused 
supervision. For further details see the NMBA’s 
Supervision guidelines for nursing and midwifery.

Therapeutic relationships are different to personal 
relationships. In a therapeutic relationship the nurse 
is sensitive to a person’s situation and purposefully 
engages with them using knowledge and skills in 
respect, compassion and kindness. In the relationship 
the person’s rights and dignity are recognised and 
respected. The professional nature of the relationship 
involves recognition of professional boundaries and 
issues of unequal power. For further details see the 
NMBA’s Code of conduct for nurses.
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Introduction

The term, 'awards acting as a safety net', is used in the Workplace Relations Act
1996 (WR Act) under sec.88A, and reference is made to the 'award safety net' in the
Objects of the WR Act.  But the award safety net has a colloquial meaning as well. It
refers to the level of wages and conditions which an employee will expect to have
access to in the absence of another ‘superior’ instrument, e.g. a collective or
certified agreement or individual contract. The award safety net thus includes
federal and State awards.

This brief considers federal awards and the (defacto) annual review of award wages
called the Safety Net Review (SNR).  It also reviews the transition to a two tier system
of wage determination based on enterprise agreements and individual contracts
with awards as a residual, from the 1980s. It reviews submissions to the current SNR
hearings.   The outcome of the SNR cases is also provided in detail, in the table
attached to the brief. It includes the claims and counter claims by the major parties:
the Australian Council of Trade Unions (ACTU), the employers, mainly Australian
Chamber of Commerce and Industry (ACCI) and the Australian Industry Group (AIG)
and State and Federal governments. Privacy  - Terms

TAB 293951

https://www.aph.gov.au/About_Parliament/Parliamentary_Departments/Department_of_Parliamentary_Services/News_and_media/DPS_news/Update_Building_operations_at_Parliament_House_from_19_February_20220218
https://www.aph.gov.au/
https://www.aph.gov.au/About_Parliament
https://www.aph.gov.au/About_Parliament/Parliamentary_Departments
https://www.aph.gov.au/About_Parliament/Parliamentary_Departments/Parliamentary_Library
https://www.aph.gov.au/About_Parliament/Parliamentary_Departments/Parliamentary_Library/Publications_Archive
https://www.aph.gov.au/About_Parliament/Parliamentary_Departments/Parliamentary_Library/Publications_Archive/archive
https://www.aph.gov.au/library/intguide/hotissues.htm
mailto:Steve.O'Neill@aph.gov.au
http://scaleplus.law.gov.au/html/pasteact/3/3532/pdf/WkplRelAmTermEmpl2001.pdf
http://www.actu.asn.au/
http://www.acci.asn.au/
http://www.aigroup.asn.au/
https://www.google.com/intl/en/policies/privacy/
https://www.google.com/intl/en/policies/terms/


How safe?

The use of a term such as the safety net gives rise to a question about how 'safe' is
the net? In the financial collapse of the telecommunications company One.Tel, it was
revealed (SMH 5 June 2001) that its 1,400 employees were not covered by an award
or any registered agreement. According to the relevant union, the CPSU, the
company subsequently agreed to meet the terms of the standard award redundancy
clause (only) for the purposes of paying employee redundancy entitlements.  So
when references are made to the 'award safety net' it should by no means be
assumed that this is a universal or inviolable net, applicable to all employees.
Indeed another  object of the WR Act is to enable employers and employees to
choose the 'most appropriate form of agreement for their particular circumstances,
whether or not that form is provided for by this Act ...'. (sec. 3(c) of the WR Act). The
employment arrangements used at One.Tel may thus be seen as not inconsistent
with this object of the WR Act, even though a further object (sec.3(d) of the WR Act) 
refers to the maintenance of  'an effective award safety net of fair and enforceable
minimum wages and conditions of employment' yet One.Tel workers were award-
free.

The process of making a federal award is initiated by a registered union under its
rules and on behalf of its members or future members. The union serves a log of
claims upon a group of employers under the jurisdiction of the WR Act. These claims
are required by law to create an ambit for a 'paper' industrial dispute under the
Constitution's conciliation and arbitration power (s.51(35)). A finding of a dispute
will be made. This then allows the resolution of the claims made through the
creation of an initial award by the  Australian Industrial Relations Commission
(AIRC). Under sec.111 of the WR Act, the AIRC has power to make an award (or avail
itself of other options). The award prescribes a range of pay levels and conditions of
employment, such as hours of work, annual leave, redundancy, family care leave
and other specified matters (sec.89A of the WR Act). However in each of the steps of
making a federal award, there are opportunities to thwart the outcome. Thus,
evidence of a structured pay and conditions system in place within an enterprise
may  persuade the AIRC not to make an award, after a log of claims has been served
and other formalities met. The Coalition Government regards the procedures of
making a federal award as somewhat anachronistic, and the Hon Peter Reith MP
released a number of documents in 2000 criticising the federal award making
process and proposed fundamental reform to the formalisation of wages and
conditions arrangements under the federal jurisdiction, but indicated awards would
still be an option for this purpose. Breaking the Gridlock canvasses the use of the
Constitution's corporations power (s.51(20)) in underpinning the relation of
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corporate employers and their employees. With the ability to make the industrial law
changes previously denied, the Prime Minister the Hon John Howard made a
statement to the Parliament on 26 May 2005, which, inter alia, foreshadowed that
the AIRC's wage fixing role would be largely taken over in the functions of a
proposed Australian Fair Pay Commission. New legislation to make these changes is
expected to be presented to the Parliament in the latter part of 2005.

Coverage

The ABS updated data on the employee numbers covered by awards in May 2004
(Employee Earnings and Hours Cat. No. 6306). The most common methods of
setting pay for all employees were registered collective agreement (38.3 per cent,
just on 3.1 million employees) and award only (20.0 per cent or 1.6 million
employees). Unregistered collective agreement (2.6 per cent) and registered
individual agreement, such as Australian Workplace Agreements (2.4per cent) were
the least common methods of setting pay.

Under the Workplace Relations and Other Legislation Amendment Act 1996, existing
federal awards are required to be simplified so that they address the 20 allowable
matters prescribed by s.89 of the WR Act. The simplification of awards under the
auspices of the AIRC has led to awards being set aside, and the 3222 awards of
1996 have been reduced to 1509 by early 2004.

Using award and agreement coverage data presented to the AIRC's Safety Net
Review Wage case by the Joint Coalition Governments Submission  2000, it can be
inferred that the fewer number of federal awards cover about 3 million employees
directly or indirectly; indirectly, because federal awards underpin certified
agreements via the 'no disadvantage test'. Where an enterprise is not covered by an
award for the purposes of this test, one can be 'designated'. Some States have
similar provisions regarding awards and certified agreements, thus the influence of
the award safety net tends to be greater than its direct coverage (note that there are
generally more federal certified agreements and more employees under them,
compared to those in the State jurisdictions).  Note however that the Prime
Minister’s May 2005 statement foreshadows discarding the current ‘No
Disadvantage Test’ replacing it with a new NDT based not on a relevant or
designated award but based on a minimum wage, and four conditions: annual leave,
personal leave, parental leave and hours of work provisions, which will have the
effect of enticing employers to move employees off awards and on to workplace
agreements.

Safety Net Reviews
Privacy  - Terms
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Safety Net Review Wage Cases (SNR) adjust federal award rates of pay and related
allowances. They have been held, more or less annually since 1993. The cases are
conducted by the AIRC, upon applications (usually) from unions to increase award
wages. Employers and governments also use the forum to submit their views on
awards and the economy. Employers most often oppose the union applications and
in their recent submissions have proposed some dramatic counter initiatives.
Community groups also may make submissions to SNR hearings on issues such as
income distribution and social hardship. SNR Cases have succeeded or replaced
National Wage Cases (NWC). This brief uses the term safety net review instead of
‘living wage’, as the legislation refers to the safety net.

The 1980s: Transition from National Wage to Safety Net

For the period since the basic wage was replaced by total award rates (1967),
National Wage Cases have been a regular and effective device for spreading award
wage increases across the labour force. NWC were not the sole mechanism for
increasing wages, as 'over-award' negotiations between individuals and/or unions
and employers and work value cases have had an important role as well.

By the late 1980s, union disillusionment with a system of formal and informal rules
in what had become known as the Accord wages system prompted a search for
alternative pay system. The popular view of the disillusionment was that:

pay agreements were determined from above by senior union and government
officials
union leaders became divorced from their members, especially as union
amalgamations took place
unions were forced to comply with wages outcomes by virtue of the 'no extra
claims' commitment required by the AIRC to gain award pay increases
industrial action was circumscribed.

Unions envisaged that enterprise agreements would provide access to pay increases
particularly in sectors which were profitable and where productivity changes were
not being rewarded by the prescribed wage limits outlined by the Accord partners.
The resentment of the constraints of the Accord (Long, Stephen.  AFR, 18 March
2000) over restricted access to wage increases is still referred to in union quarters
some ten years later. The National Wage decisions between 1986 to 1989 had
opened opportunities for employers to pursue workplace efficiencies. By 1989, a
comprehensive plan to realign the relativities of award pay rates had been accepted
by the AIRC (see Print H9100). The revised pay relativities were to be accompanied
with a wider range of duties for the streamlined classifications.

Privacy  - Terms
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The political context behind the moves away from the award system was one of:

sustained critique of the award system,
ridicule of the centralised award system by the 'IR' Club and
derision at associated complexities of the system.

A comprehensive account of these episodes over the 1980s has been provided in a
speech by former AIRC Deputy President George Polites. The Business Council of
Australia (BCA) was particularly influential in the late 1980s, arguing in its bulletin
that the award system had outlived its usefulness, and indeed was a hindrance to
making Australian workplaces productive.

In late 1990, a Full Bench of the AIRC contemplated the gravity of moving from a
system of awards to a system of enterprise bargaining. It presented a questionnaire
about the consequences of a move to enterprise bargaining, which the parties to the
NWC were required to answer (Print K0300).

The AIRC’s questionnaire exercise highlighted the very dramatic changes to the
national system of wages should enterprise bargaining be substituted as the
principal mechanism for adjusting wages. It asked for views, for example, on the
implication of distributing the benefits of productivity growth on an enterprise
basis. Hitherto, the AIRC had accepted since the 1960s, that productivity benefits
would be distributed on a national basis and so would be available to the bulk of the
workforce in the form of improved pay and conditions. One implication (amongst
others) was that this would no longer be the case under enterprise bargaining. More
likely, the benefits of productivity would be enjoyed by the workforce of an
enterprise (and by shareholders and customers).

In October 1991, the AIRC agreed to the concept of allowing enterprise agreements
to be registered as schedules to the parent awards (Print K0300). Some foresaw that
a change of this magnitude would essentially weaken the award system as it then
operated. Thus the predecessor of the Australian Industry Group, the Metal Trades
Industry Association questioned its ongoing commitment to the award system as
the primary means of settling pay disputes, although it had been suspicious of
enterprise bargaining where this involves an industry wide claim and industrial
action.

The Industrial Relations Reform Act 1993 introduced the award safety net
prescribing that awards (other than paid rates awards) act as a safety net of
minimum wages and conditions of employment underpinning direct bargaining. It
did this by amendment to the principal law, the Industrial Relations Act 1988. For
some years prior to the 1993 amendment, governments, unions and employersPrivacy  - Terms
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grappled with the possible opportunities and consequences of moving from the
award system to decentralised wage bargaining. They initially attempted to have the
rules or principles made by the AIRC modified to recognise workplace or enterprise
agreements.

While the AIRC did concede to the pressure and developed an enterprise bargaining
principle as part of its wage fixing principles in 1991, the Government sought to
further cement enterprise bargaining via legislation in the Industrial Relations
Legislation Amendment Act 1992. The Act restricted the veto powers of the AIRC in
the approval process of single-enterprise agreements (i.e. where these agreements
would conflict with a public interest test) and introduced a strong no disadvantage
test. The Industrial Relations Reform Act 1993 allowed non-union agreements to be
certified (where employees were employed by constitutional corporations), in
addition to union agreements. These agreements continue (WR Act s.170LK).

The initiatives toward decentralisation and enterprise agreements raised the issue
as to what role might be performed by awards and the award structure in a system
where employment conditions and remuneration are determined largely under an
alternative system to awards. The answer envisaged at the time was that awards
were to assume more of a safety net role. Prime Minister Keating outlined this
reserve function for safety net awards in an address to the Australian Institute of
Company Directors in 1993, quoted in a speech by the Hon Peter Reith MP:

The safety net would not be intended to prescribe the actual conditions of
work of most employees, but only to catch those unable to make
workplace agreements with employers. Over time the safety net would
inevitably become simpler. We would have fewer awards, with fewer
clauses.

The then Government used these reviews to enunciate a framework for future core
award conditions, as noted the account by Deputy President Polites. The following
‘core award conditions’ were nominated by the Government submission in the
September 1994 safety net review (Print L4700). They were identified as:

minimum wage,
key leave elements,
hours of work,
TCR (termination, change and redundancy),
superannuation (as per the test case),
public holidays (as per the test case),
mode of employment,
union right of entry, Privacy  - Terms
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dispute settlement procedure,
support of the principle for equal pay for equal work and
industry specific conditions identified on an award by award basis reflecting
widely accepted standards justified by important industry and other specific
circumstances.

In other words, as enterprise agreements were to expand both in respect of the
subject matter they covered and the proportion of the workforce covered by them.
Awards were intended to recede both in respect of the scope of their provisions and
the numbers of employees covered directly under them. Since awards were no
longer intended to be the principal instrument that described actual pay and
conditions of employment in most enterprises, awards would become safety net
awards. The reduction of provisions under awards has been facilitated through
sections 88 and 89 of the Workplace Relations Act, and through the transitional
provisions (items 49-51 of the Act which ‘created’ the WR Act - the Workplace
Relations and Other Legislation Amendment Act 1996). Currently, 20 allowable
matters are listed under s.89A(2) many of which reflect the award matters proposed
in 1994, although union right of entry is not one.

Relation of Awards to Enterprise Agreements

Award rates act as a foundation for enterprise bargaining agreements, in the federal
jurisdiction these are referred to as certified agreements (CAs) and are collective
agreements, (usually negotiated with a union or an enterprise workforce) and
Australian Workplace Agreements (AWAs, which are individual agreements). Part V1E
of the Workplace Relations Act 1996 sets out the ‘No Disadvantage test’ (initially
separately provided for in the 1993 legislation) which applies both to CAs and
AWAs.

Section 170XA(2) stipulates that an agreement disadvantages employees if it results
in the reduction of overall terms and conditions of the employees under the relevant
(or designated) awards. SNR decisions assume an importance by having an influence
on enterprise and individual bargaining given that they act as the base for setting
actual pay rates received by employees under these other arrangements. So, if
award rates are increased due to a SNR decision then it will be all the more difficult
to set rates of pay at or below the new award rates in certified or other agreements
(although not impossible e.g. in the case of 'short term' business difficulties).

In short, SNR decisions underpin bargaining for those in the workforce who may be
entitled to higher pay rates than those expressed in their awards, and for those who
cannot access bargains, then the awards provide a basic standard of living. The
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AIRC has traditionally had a primary role in determining award wages and the
principles by which these are made and varied. It follows that the process of setting
these award rates will be the source of contention between employers, governments
and unions and will also be one factor in the distribution of national income.

Safety Net Claims and Outcomes

Under the three Safety Net Reviews from 1993 to 1995, an increase in award rates
of $8.00 per week was awarded in each case, with the first subject to an 'absorption'
test. This meant that where actual pay rates were higher than prescribed under the
new rate which included the $8.00, the increase need not be paid in part or full. As
noted, the reviews of 1994 and 1995 also allowed the parties to express their views
on the future of the award system.

The 1997 safety net decision (Print P1997) established a federal minimum award
wage at that time of $359.40. The ACTU put the argument for a uniform minimum
rate as part of its 'Living Wage' claim. This claim also sought successive increments
to lift award rates to a minimum of $12.00 per hour phased in over 3 stages, as well
as pay increases for those who had not had these since 1996. In its response the
ACCI suggested reviving the dormant minimum wage which was calculated to be
about $260.00, being a 'not elsewhere employed' classification in the Metal Industry
Award. ACCI suggested a small increase to this minimum rate. Instead the AIRC
increased award rates by $10.00, while Deputy President Ross issued a dissenting
decision containing higher rates. The eventuality was that a federal minimum wage
of $359.40 was set, being the existing lowest actual paid adult rate in the Metal
Industry Award including the proposed $10.00.

The 1998 safety net review commenced with the ACTU seeking to modify its 1997
Living Wage submission for a two-part increase of the minimum wage to $418.00.
In the 1998 safety net decision (Print Q1998)  AIRC awarded $14.00 for those on
award rates to $550.00, $12.00 for those between $550.00 and $700.00 and for
rates over $700.00, $10.00. The minimum wage was increased to $373.40.

The 1999 safety net review commenced by the ACTU making an application for
$26.00 for award rates up to $527.80 and for all award rates above that level. The
federal and Coalition State Governments agreed to a modest increase of $8.00 and
capped at the C10 rate of the Metals Award (i.e. $465.20). The Victorian employers
organisation (VECCI) used the 1999 Review to try to significantly extend the
minimum wage as the principal rate by which all classification rates in agreements
would be compared with. This proposed role of the federal minimum wage
according to the AIRC would be to:
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operate as the "benchmark wages comparator" for the purpose of the no-
disadvantage test set out in s.170XA of the Act
provide that the federal minimum wage will not be used to calculate overtime,
penalty rates and allowances
break the current link between the federal minimum wage and the award
wages system

The AIRC refused the VECCI request. The 1999 safety net decision (Print R1999)
increased award rates up to and including $510 pw by $12.00, and by $10.00 for
award rates above $510 and a new minimum rate of $385.40.

However a similar proposal was put by VECCI in its 2000 submission. On this
occasion VECCI proposed an award clause which is designed to apply to businesses
who would be covered by the award but who have not employed anyone. Such an
employee would be paid the federal minimum wage for up to 6 months and
indefinitely if the new employees sign an AWA or are covered by a Certified
Agreement. The claim was couched in terms of assisting the reduction in
unemployment by encouraging business growth in the services sector, particularly
the restaurant and hospitality industries.

The ACTU claimed $24.00 for award rates up to and including the C7 rate in the
Metal Engineering Award ($537.80) or 4.5 per cent increase in rates above this. The
Coalition governments supported an $8.00 increase for awards up to the C10 level
($477.20). The 2000 safety net decision (Print S5000) given by the AIRC on 2 May
2000 allowed award rates to be increased by $15.00. This raises the federal
minimum wage to $400.40. The increase is to apply to all award rates.

The 2001 safety net decision (PR002001) was derived from an initial ACTU claim of
$28 per week for classifications up to and including the C10 classification in the
Metal Engineering and Associated Industries Award 1998 (Part 1), and a 5.7 per cent
increase for classifications above that level. (The C10 classification applies to a base
tradesperson's rate of $492.20 as at April 2001). The claim also sought appropriate
increases in related allowances. The Joint Coalition Governments opposed the claim
but supported a flat money increase and capped to the C10 level. The State Labor
Governments supported the ACTU claim, but in the alternative proposed an increase
in line with what the evidence put to the AIRC indicated. The ACCI submitted that
any increase be limited to the minimum wage (then $400.40). The AIG was
concerned at the compression of pay rates across skill levels, which came about
from awarding flat money increases.

The 2001 SNR decision awarded a three tier increase:
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$13.00 per week increase in award rates up to and including $490 pw
$15.00 for classifications above $490 to $590
$17.00 for classifications above $590
the federal minimum wage increased to $413.40

In May 2002, the SNR decision (PR002002) increased federal award rates by $18.00.
In part, the decision corrects the 2001 SNR decision in which the AIRC considered
the economy less able to afford a higher increase. However in 2002, the much more
buoyant economic conditions were relied on to base a higher increase. In the course
of submissions, evidence was presented showing GDP growth to increase by more
than 3 per cent in 2001-2002 and the rate of unemployment appears to be
declining. The Federal Government introduced the result of econometric modeling
which showed a possible increase in unemployment should the full ACTU claim be
granted.

In the 2003 SNW hearings, ACCI submitted that the ACTU's claim should be rejected
because it was ill-timed, economically irresponsible and not industrially justified. It
submitted that the award safety net is not currently in need of adjustment and that
there should be no increase at this time. In the alternative, if the Commission
awarded an increase it should be moderate. The Australian Industry Group and the
Engineering Employers Association, South Australia (jointly AiG) supported an
increase of $11 per week to award rates of pay, subject to the principle of
absorption. AiG submitted that the increase of $24.60 claimed by the ACTU would
result in an overall net detriment for both employers and low-income earners,
although it conceded that some low-income earners would benefit. The National
Farmers' Federation (NFF) also opposed any increase. However, it submitted in the
alternative that if the Commission was inclined to award an increase the detrimental
impact of drought on rural businesses should be given substantial weight in
determining the amount of the increase. It also sought a modification to the
Commission's Economic Incapacity Principle to the effect that qualification for the
Commonwealth's "exceptional circumstances" assistance for employers affected by
the drought ought to be taken as satisfying the requirements of that principle. 

The AIRC rejected the claim for drought- and hardship-affected farmers to be
automatically given a 12-month extension on paying the safety net rise. However, it
said the NFF's proposed criteria would definitely be a "relevant consideration" for the
Commission when deciding if particular enterprises should get relief. The AIRC
recommended the Federal Government conduct an authoritative survey on the
employment effects of safety net adjustments in Australia. On 6 May the AIRC
awarded a $17 safety net increase (up to $731.80 a week - the level C2A ) while
those above this rate receive $15. The strong productivity growth of 3.8% in the pastPrivacy  - Terms
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year, on the back of continuing growth during the current economic cycle, provided
no support for any suggestion that safety net increases have a negative impact on
productivity.

In the 2004 SNW case, ACCI, the AIG and the Federal Government supported a $10
increase in the federal award safety net in response to the ACTU's $26.60 claim
(capped at the C10 level), although the AIG backed a $10 rise in all award
classifications. The AIG proposed a new wage principle of a commitment to
continuous improvement in productivity and efficiency in response to poor labour
productivity gains. AiG also proposed a test case to establish an award safety net for
the newly-referred Victorian common rule award system (now underway). ACCI
sought a 28-day notice period before employers are obliged to pass on any 2004
safety net increase. 

The bench refused to accept submissions from the Federal Government and others
that the ACTU claim would discourage workplace bargaining. The bench said
bargaining was not a "practical possibility" for workers with no bargaining power,
who are those protected by safety net rises. It also noted that the recent substantial
safety net increases had been "accompanied by a steady growth in the number of
employees covered by agreements". The AIRC raised "serious doubts" about the
reliability of evidence on the employment effects of minimum wage increases (i.e.
allegations that the 2003 SNW decision cost 14 000 jobs). The bench said the
economy presented no barrier to awarding a substantial increase, with GDP
remaining strong, a recovery in the rural sector, inflation low, unemployment
creeping "steadily lower", productivity increasing at satisfactory rates (3.2%), profits
remaining high and economic expansion continuing. The AIRC noted that "for
certain household types the federal minimum wage is significantly below the
amount which is necessary to provide a modest living standard for those
households in the context of living standards generally prevailing in the Australian
community", but did not accept an ACTU proposal to review minimum award pay
rates.

The 2005 SNW hearings were conducted in the context of ministerial
announcements that federal wage fixing and agreement-making were to change
significantly after the Government gained control of the Senate from July 2005.
Nevertheless, the data presented to the AIRC showed that its minimum wage
increases had been moderate in the context of general economic performance.

Between May 1996 and May 2004 average weekly earnings of full-time adults had
increased by $277.10 per week or 41 per cent. In the same period the minimum
wage, the rate for the C14 classification level, increased by $118 per week or 34 per
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cent. The award wage for a tradesperson, the rate for the C10 classification,
increased by $120 per week or 27 per cent and wages at the higher classification
levels had increased by proportionately lesser amounts. Over the same period
average weekly ordinary time earnings for full-time adults had increased by 16.6
per cent in real terms, while the minimum wage only increased by 10.5 per cent in
real terms. Real unit labour costs had fallen by 5.1 per cent since 1996-97. GDP per
hour worked in the market sector increased by 24.3 per cent over the period, while
employment increased by 19 per cent and the number of unemployed decreased by
26 per cent to 5.1 per cent currently.

The Commonwealth also contended that "Australia now has the highest minimum
wage compared with median earnings . . . in the OECD", a proposition which was
generally accepted. However the AIRC noted that this relationship was not a recent
development, it was more or less the case for almost 20 years (A number of
European countries notably France have had similar ratios at different times). More
importantly, the AIRC noted that despite the ‘high’ minimum wage v median
earnings allegation, the relationship between the minimum wage and median
earnings had been in decline since 1996, indicating falling value of the minimum
wage.

On the vagaries of econometric modelling, the AIRC pointed to last year’s reliance
by the Commonwealth upon a study which showed an elasticity of demand for
labour of -0.21 per cent, while in 2005 it urged the AIRC to accept a study which
showed an elasticity of -0.63 per cent. As the 2005 decision noted: ‘We do not draw
attention to this inconsistency to be critical of the Commonwealth but to underline
the need for a cautious approach to estimates of the employment effects’.

The AIRC was critical that the Commonwealth could not provide data concerning the
proportion of the workforce to which the minimum wage adjustment applied in
1997 and 2004, as the AIRC observed: ‘It is a matter of significance that while the
Commonwealth has criticised the Commission's past decisions because of their
employment effects, the most basic of information about safety net adjustments
and the minimum wage-how many people are affected by them-is apparently not
available to the Commonwealth’.

Conclusion

The wage determination system has moved from centralised determination through
National Wage Cases towards an enterprise bargaining framework in which the
national determinations form part of the safety net and apply only to those (mainly
low paid) workers who are unable to secure wage increases under enterprise
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bargaining. To most observers the 'system' appears to generate the best of both
enterprise agreements and centralised wage determination, and appears to be a
very Australian solution to wages policy at this point. 
The question of constitutional authority for federal law is central to the
Government's workplace agenda. In the run-up to the Australia’s federal election in
2004 the Minister for Employment and Workplace Relations has revived a proposal
to extend the federal jurisdiction using the Australian Constitution's corporations
power (i.e., the constitutional power which allows the Commonwealth to regulate
the trading activities of corporations; see earlier Discussion Papers on this proposal) 
While the AIRC retains the authority to conduct safety net reviews, this function
could be replaced under a regime where Parliament set these conditions, or
Parliament could determine that a hybrid system be used instead of the AIRC. The
Government has previously considered a review of the conduct of safety net review
cases with the aim of adding to the AIRC Full Bench, members of the Productivity
Commission and the Reserve Bank to form a new 'panel' (letter to the Prime
Minister). The continued role of the safety net review in its current form should not
be expected. Indeed the Prime Ministerial statement of May 2005 foreshadowed
legislation which is intended to terminate the AIRC’s safety net award
determinations. 
In the meantime it can be concluded that, as would be required, the AIRC has
complied with its legislative directive to maintain a safety net of minimum wages
and conditions in the context of living standards generally prevailing in the
Australian community. Through its SNR decisions it has, in all likelihood, acted as an
offset to the trend of widening wage dispersion. 

National Wage and Safety Net Claims and Outcomes 1991-2004

  Claim
Government

position

CAI/ACCI and
AIG/MTIA
response

Outcome
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1990 Move by ACTU
to implement
Accord 6 via
enterprise
bargaining,
essentially
outside the
AIRC.

November:
ACTU claim for
$12.00 from
16 May 1991,
+ additional 3%
superannuation
from 1 May.

(see below) (see below) Sept: AIRC
issues decision
acknowledging
enterprise
bargaining Print
J4700
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1991 (follows from
above) claims)

The ACTU claims
were supported
by the
Commonwealth
Government and
the Governments
of Victoria,
Western Australia,
South Australia,
Tasmania and
Queensland.

The CAI opposed
the $12.00 per
week across the
board increase. It
argued that the
Commission
should defer
consideration of
the claim until
closer to the date
sought by the
ACTU (May 1991)

MTIA and MTFU
agreed on a
$12.00 per week
increase, plus 2
payments of 2.5%
plus an increase
of Employer
Superannuation
contributions of
1%

 

 

16 April 1991:
$12.00 refused
– 2.5% available
from 16 April
Print K7400

October 1991:
enterprise
bargaining
adopted via
s.112/115
agreements.
Print K0300.

1992 ACTU flagged a
general wage
increase in
1992

  ACCI responded
that any general
wage increase
would be bitterly
contested, as
unemployment
was

No decision
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1993 ACTU sought
recision of the
Oct 1991
principles and
a wages system
according to
Accord Mk 7
which included
$8.00 for those
not able to
strike
workplace
agreements

Commonwealth
supported Accord
Mk 7

ACCI/MTIA
supported
enterprise
bargaining but
not Accord Mk 7.
They also argued
that awards
should be
simplified to form
a true basis for
enterprise
bargaining and
supported the
removal of
award-based
superannuation
provisions

The
Commission
gave two
decisions in the
October 1993
Review of Wage
Fixing
Principles, 25
October 1993
Print K9700,
and 15
November 1993
Supplementary
decision, Print
K9940, These
decisions
awarded an
increase of $8
per week in
award
supplementary
payments, but
also revamped
wage fixing
principles.
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1994 An $8.00 per
week wage
increase to
employees who
have not
received wage
increases of
this level (other
than Minimum
Rates
Adjustment or
Structural
Efficiency
Adjustment)
since 1991. 2.
Another safety
net adjustment
of $8.00 per
week to
employees who
have not
received an
increase
through
enterprise
bargaining.

A further safety
net adjustment
for employees
of $8.00 per
week from the
1st July, 1995.

The
Commonwealth
supported the
ACTU claim. Note
that the
Commonwealth
supported an
extensive review
of awards under
s.150A, and
proposed
'foundation' and
non-foundation'
clauses

ACCI: Defer the
claim indefinitely.
perhaps until
awards are fully
restructured
through s.150A
reviews.

MTIA: No increase
should be
granted. Any
consideration of
the safety net
adjustment claim
should be
deferred.

August 1994
Review of Wage
Fixing
Principles:
confirms 2
more safety net
adjustments of
$8.00 Print
L4700

21 September
1994 Safety Net
Adjustment and
Review Print
L5300
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1995 Third Safety
Net Review

The
Commonwealth,
New South Wales
and Queensland,
supported the
adjustment.

ACCI and NFF
were opposed to
the granting of
the third
arbitrated safety
net adjustment.

MTIA, gave
qualified support
to the third
arbitrated safety
net adjustment.

October 1995
Third Safety Net
Adjustment and
Section 150A
Review. Print
M5600:
Confirmed
availability of
3rd $8.00

1997 ACTU seeks
'Living Wage'
increases in
award rates,
equivalent to
8.75%, this %
includes the
$20.00 claim
for those who
have not had
increases from
enterprise
bargaining,
beyond the
$24.00 since
Nov.1991.

Joint
Governments(Cth,
ACT, WA, SA, NT,
Vic, Qld, Tas):

1) The claim
should be
rejected.

2)A flat $8 per
week increase
should be applied
to minimum rates
awards.

New South Wales:
The claim should
be granted.

ACCI: (1) The
claim should be
rejected and no
increase should
be awarded.

(2) If the
Commission
decides to award
an increase, an
option would be
to award a special
allowance e.g. $5
per week for
employees on
award rates in the
range of $350-
388 per week.

 

22 April 1997
Safety Net
Review -
Wages: $10.00
awarded.

New Minimum
Wage (lowest
adult rate in
Metal Industry
Award) set at
$359.40. Print P
1997
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1998 ACTU Claim

Stage 1: effect
from 22/4/98:
minimum
weekly rate of
$380.00
($20.60
increase);
$20.00 wage
increase for all
workers since 1
July 1996, or
3rd $8.00
which ever is
later.

Stage 2: Effect
from 22/4/99:
Minimum wage
of $418.00,
through either
$38.00
increase, or
7.7% with
commensurate
increases for
other
classifications;

 

Joint Govts (Cth,
ACT, WA, SA, NT,
Vic, Qld, Tas
opposed the
claim

Proposed $8.00
from 22/4/98 &
2nd $8.00 from
22/4/99

Increases should
apply to the
minimum wage;

No increases for
those above
metal tradesman
classification

NSW: Stage 1
should be
granted

ACCI: claim
should be
rejected. If this is
not accepted,
then a modest SN
increase should
apply with a 12
month space
from the date of
last increase in
any award. The
increase can be
absorbed; a
programme re
award
simplification has
been established
and the federal
minimum wage is
put into any
award which does
not have it

MTIA: rejected
claim. A flat
$8.00 should
apply to award
rates and
minimum wage
from 22 April
1998.

 

Decision 29
April 1998:
Safety Net
Review -
Wages:

To award rates
to $550 pw -
$14.00
granted.

For award rates
from $551 -
$700 - $12.00

For award rates
over $700 -
$10.00.

Minimum Wage
increased to
$373.40. Print
Q 1998

1999 $26.60 per
week for all
award rates of
pay up to
$527.80 per
week C7 in the
Metal Industry)

Joint
Governments:
(Cth, ACT, NT,
SA, WA, Vic):The
ACTU's wage
claim should be
rejected. Instead
there should be

ACCI/NFF: The
hearing of the
ACTU's wage
claim should be
deferred.

Safety Net
Wages - Review
given on
29/4/99:

$12.00 for
rates up to
$510; $10.00Privacy  - Terms
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5% for all
award rates of
pay above that
level,
Commensurate
adjustment of
allowances and
service
increments,

an $8 per week
safety net
adjustment to
C10 level.

NSW: Supports
the ACTU's wage
claim.

Queensland
supports the
ACTU's wage
claim.

Tasmania
supports the
ACTU's wage
claim.

VECCI/AHA: the
minimum wage
should operate as
the benchmark
wages
comparator for
the purposes of
the no
disadvantage test
in the
certification of
agreements

AIG: The ACTU's
wage claim
should be
rejected. A flat
adjustment of $8
per week should
be applied to all
award rates of
pay and to the
minimum wage.

The adjustment is
to be payable not
before 22 April
1999.

The adjustment is
to be fully
absorbable into
overaward
payments,
irrespective of
whether they
reflect formal or
informal
agreements or
individual
arrangements.

for rates above
this. New
minimum award
rate of
$385.40. Print
R 1999.
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2000 ACTU claim for
$24 in award
pay rates up to
and including
classification
C7 (currently
$537.80) in the
Metals
Engineering
Award, and
4.5% for
classifications
above this .
(lodged Oct 99)

Federal and
Coalition State
Governments
oppose $24;
agree that $8
should be
awarded to below
trade
classifications up
to the C10 trade
rate of $477.20.

State Labor
Governments
support the ACTU
application

ACCI: request the
AIRC defer
hearing the claim.
Submits that new
employees in
start-up
businesses be
paid the
minimum wage
($385.40) for up
to 6 months and
be paid the
minimum wage
indefinitely if they
are employed
under a certified
agreement or
AWA.

AIRC decision
increases all
rates by a
uniform
$15.00. Rejects
VECCI proposal
for an induction
wage.

Minimum wage:
$400.40

2 May 2000.
Print S5000

2001 ACTU claim for
$28 for
classifications
up to C10
($492), and
5.7% above
that

Coalition
Governments
oppose the claim.
Proposed a $10
increase in rates
to C10 level.

Labor States
supported the
ACTU claim, but
in the alternative
supported an
increase
consistent with
the evidence

ACCI, AHA and
NFF and others
submitted that a
$10 increase be
confined to the
minimum wage.
ACCI proposed an
additional 12
months delay
between the
times when
awards are varied
for an SNR
increase. AIG
supported a flat $
amount.

AIRC increased
rates by:

$13 for rates to
$490

$15 for rates
over $490 to
$590

$17 for rates
over $590

Minimum wage
$413.40

2 May 2001
PR002001
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2002 ACTU claim for
$25.00 for all
award pay
rates

Labor States
supported the
claim. Federal
Government
proposed $10.00
increase for all
pay rates to the
C10 level ($507)

ACCI opposed
ACTU claim and
instead proposed
$10.00 increase
at the minimum
wage level
($413.40)

AIRC granted
$18.00 increase
to all award pay
rates. 
Minimum wage
$431.40

9 May 2002
PR002002 

2003 ACTU claim for
$24.60 in all
award rates.

Labor States
supported an
increase in award
rates of $18.00. 
Commonwealth
did not oppose
an increase in
award rates of up
to $12.00 but for
award rates at the
Metal Award’s
C10 rate
($525.20), or
below

ACCI opposed the
claim. 
AIG proposed
$11.00 subject to
absorption. 
NFF opposed any
increase and
argued a farmer’s
status of
‘exceptional
circumstances’
should satisfy the
economic
incapacity
principle.

AIRC granted 
$17.00 for
award rates up
to $731.80
[Metal Award’s
C2(a) rate] and
$15.00 for
rates higher
than this. New
Minimum Wage
of $448.40. 
See decision
PR002003, 
6 May 2003
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2004 ACTU claim for
$26.60

The
Commonwealth
relied on the
Harding report on
the effect of
minimum wage
rises costing
jobs. Labor state
govts supported
$20. Cth agreed
to a $10 up to the
C10 level.

ACCI and AiG
supported a $10
increase, ACCI
capped at the
C10 level, AiG
applying to all
award rates. ACCI
sought a 28 day
notice period for
employers before
passing on any
increase in award
rates. AiG sought
a new
commitment to
continuous
improvement in
productivity and
efficiency

The AIRC
awarded
increase of $19
for all awards
on 5 May 2004:
PR002004 The
minimum wage
increases to
$467.40, and
the C10 rate is
now $561.20

2005 ACTU claim for
$26.60

State & Territory
govts proposed
$20 increase to
all award rates. 
Cwth Govt
proposed $11 for
C14 to C10 rates.

ACCI & NFF
proposed $10
increase to equiv
of C14 to C10
rates in the
Metals award 
AIG proposed
$11 for all award
rates. 

The AIRC
awarded a $17
on 7 June 2005
to all award
rates bringing
the federal
minimum wage
to $484.40 
PR002005 

Further Reading

The Accord

P. Ewer et al., Politics and the Accord (Pluto Press 1991). Michael Easson and Tom
Forrest: ‘Good while it lasted: the position and prospects of Australian Unions in
1993’ The Economic and Labour Relations Review v.5,n.1 1994.

The IR Club
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Gerard Henderson 'The Industrial Relations Club' in J. Hyde and and J. Nurick, eds,
The Wages Wasteland, (Hale and Ironmonger, 1985). The 'Club' was made up of
union officials, employer association advocates, representatives of the federal
Department for Employment and Industrial Relations and the AIRC.

Safety net awards

D. Peetz, 'The Safety Net, Bargaining and the Role of the Australian Industrial
Relations Commission', Journal of Industrial Relations, v. 40, n. 4, 1998, p. 535

Labour market deregulation

Metal Trades Industry Association (MTIA) pamphlet: Deregulation of the Labour
Market: A Risky Business, (January 1991)

 

For copyright reasons some linked items are only available to Members of
Parliament.
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AM2020/99 - Application to vary the Aged Care Award 2010 

AM2021/65 – Application to vary the Social, Community, Home Care and Disability 
Services Industry Award 2010 

Dear Associate to the Honourable President Ross, 

Evergreen Life Care is a single-site not-for-profit aged care provider in West Gosford on 
the Central Coast of New South Wales.  We have a residential aged care facility where we 
provide high care services to 96 residents; as well as a retirement village with 147 units 
where we provide varying levels of home support. 

To care for our residents, we have 135 staff who work as carers, nurses, housekeeping, 
kitchen, leisure & lifestyle, and customer care, as well as in administration and leadership.  
Our staff are highly skilled individuals who care deeply for our residents and provide them 
with the care and support they need to live their lives with enjoyment and dignity.   

We are currently finalising a new Enterprise Agreement which will be going to the Fair 
Work Commission shortly.  In this Enterprise Agreement, we are proposing a 2.5% annual 
pay increase.  For FY23, this will increase a carer’s hourly rate from $25.30 to $25.93 and a 
Registered Nurse’s rate from $44.10 to $45.20.  The majority of our staff are permanent 
part-time, with carers working on average 28 hours per week and RNs at 33 hrs per 
week.  This means that a carer will take home $640 per week, and a Registered Nurse 
$1,160 per week. 

This wage is by no means a fair reflection of the work our staff do, however due to 
limitations with the way aged care is funded, this is the maximum that Evergreen is able to 
afford.  We believe that the aged care award, nurses award and SCHADS award should be 
increased in line with the HSU’s recommendations and that the government should 
provide an equivalent increase funding to aged care providers to cover the associated 
increase in wages.  Our reasons for supporting this increase are as follows: 

Increased care needs for residents 

The current funding model (ACFI) drives providers to admit residents with high care 
needs as this brings in greater income.  Whilst traditionally a residential aged care facility 
would have a blend of low, medium, and high care residents, the focus now is much more 
on high care residents and those living with dementia.  To demonstrate this, the average 
ACFI at Evergreen has increased from $170-$180 to $195.  These high care needs bring 
an increased workload and stress for staff; however wages have not lifted in line with 
these additional pressures.   
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Increased skill requirements 

The increased level and complexity of residents, particularly those living with dementia, 
means that our staff are required to have a higher skill level to effectively perform their 
roles and ensure Evergreen is not only meeting the standard of care required under the 
Quality Standards, but is achieving resident expectations.  Evergreen has 15 dementia-
specific beds, though over 70% of its residents are living with some level of cognitive 
decline, with staff required to manage the associated behaviours.  These additional skill 
requirements are not reflected in their pay, which is lower than significantly less skilled 
and demanding roles in other sectors, such as retail.   

Staff shortages 

Finding quality staff to fill shifts in aged care is an increasing challenge that the covid 
pandemic has exacerbated.  At Evergreen in January, 3 out of 21 shifts were staffed at 
lower levels than the preferred roster as it was not possible to find any permanent, casual 
or agency staff to fill those shifts.  Staff are moving to the acute sector or out of the sector 
completely due to the higher wages on offer and because they are less likely to need to 
deal with challenging dementia-related behaviours.  If they choose to work in aged care, 
they often look to increase their weekly pay by working multiple jobs across multiple 
locations, increasing issues around infection control.  An increase in the award rates 
would help address these issues. 

Our team provide a happy environment where seniors receive great care and are treated 
with dignity, compassion, and respect.  They do this despite the low wages and increasing 
demands of the job.  We strongly believe that they should receive a fair wage that reflects 
the difficulty, complexity and pressure that comes with working in aged care; and that this 
wage increase should be fully covered by the government.   

 

 

Regards, 

 

 

 

 

Kate Morton 

CEO, Evergreen Life Care 
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Minister for Education 
Minister for Industrial Relations and 
Minister for Racing Queensland 

Government 

11 APR 2022 

The Honourable Justice IJK Ross AO 
President 
Fair Work Commission 
Email: amod(ditc.gov.au   

1 William Street Brisbane 4000 

PO Box 15033 City East 

Queensland 4002 Australia 
Telephone +617 3719 7110 

Email: education@ministerial.qld.gov.au  

Email: induslrialrelations@ministerial.gld.gov.au  

Email: racing@ministerial.gld.gov.au  

Dear Justice Ross 

note the applications filed by the Health Services Union (HSU), the Australian Nursing and 
Midwifery Federation (ANMF) and the United Workers Union (UWU), in the Fair Work 
Commission (FWC) to vary the Aged Care Award 2010 (AC Award), Nurses Award 2010 
(Nurses Award) and Social, Community, Home Care and Disability Services Industry Award 
2010 (SCHADS Award). 

The Queensland Government shares the unions' concern that the work performed by 
employees under the AC Award, Nurses Award and SCHADS Award has been historically 
undervalued. While the Queensland Government referred its private sector industrial relations 
jurisdiction to the Australian Government in 2010, the Queensland Government maintains a 
strong interest in the wellbeing of all Queensland workers. 

I note the range of evidence that supports claims of significant and widespread undervaluation 
of work in the aged care industry, as identified in the unions' outline of submissions. Most 
significantly, this includes the finding of the Royal Commission into Aged Care Quality and 
Safety (the Royal Commission) that a wage gap exists between aged care workers and 
workers performing equivalent work in other sectors, and that the provision of additional 
funding to aged care providers has not improved pay and conditions for providers' employees. 

The Queensland Government notes recommendations 76(2)(e) and 84 of the Royal 
Commission. In combination, these recommend that the Australian Government work in 
conjunction with representatives of both employees and employers in the industry to ensure 
that the Awards accurately reflect the value of aged care work, and provide for equal 
remuneration for work of equal or comparable value. This reflects the long-standing policy of 
the Queensland Government that workers' remuneration should reflect the social and 
economic value of their work, and not be influenced by long-discredited assumptions based 
on gender. 

I also note the drafting of a consensus statement on 17 December 2021 between the three 
unions and representatives of employers in the aged care industry. The parties to the 
consensus agreement agreed that wages in the aged care industry have been historically 
undervalued and that a significant wage increase is necessary to accurately reflect the value 
of the work performed by the aged care workforce. Following the findings and 
recommendations of the Royal Commission, the significance of both worker and employer 
representatives reaching an agreed position on necessary wage increases across the industry 
cannot be overstated. 

The Queensland Government considers it unfortunate that contrary to the recommendations 
of the Royal Commission, the Australian Government has chosen to play no part in the 
deliberations. 
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The Queensland Government is conscious that the applications to vary the Awards differ in 
their particulars, and has no desire to favour any one application over another, or to seek to 
join the matter. However, I lend my support generally to the position that the prescribed wage 
rates in the AC Award, Nurses Award and SCHADS Award should be increased, and such 
other variations be made as are necessary to give effect to the recommendations of the Royal 
Commission. 

The Queensland Government supports the endeavours of the HSU, ANFM and UWU to vary 
the Awards through their applications to the FWC and thanks the unions for undertaking this 
action. 

If you require additional information or would like to discuss this matter further, please contact 
me directly or alternatively your staff can contact Ms Sharon Durham, Chief of Staff of my 
office, on (07) 3719 7110. 

I trust this information is of assistance. 

Yours sincerely 

GRACE GRACE MP 
Minister for Education 
Minister for Industrial Relations and 
Minister for Racing 

Ref: 22/113566; FILE55497; REC55656 
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IN THE FAIR WORK COMMISSION 

FWC Matter No.: AM2020/99; AM2021/63; AM2021/65 

 

Submission by the Victorian Government 

Introduction 

1. As the steward and manager of the Victorian health system, the Victorian Government plays 

a critical role in the delivery of high-quality health services that support the health needs of all 

Victorians, including older community members.   

2. The Victorian Government is a significant funder of public sector residential aged care services 

(PSRACS) in Victoria.  As a provider of residential aged care services (via its health services), 

the Victorian Government is committed to providing high quality care to older Victorians, 

including to those who require more specialised aged care services than are available in the 

private sector, for example, specialist mental health services.   

3. This submission draws on the State’s experiences delivering health care to older Victorians, as 

well as the role of the Victorian Government as a system steward of PSRACS and the provider 

of other aged care services.  The intent of this submission is to provide context and information 

to the Commission that may assist it in its determination of the proceedings.   

Delivery of aged care in Victoria 

4. Like other Australian jurisdictions, Victoria has an ageing population.  Victorians are living 

longer, and older Victorians are an increasing percentage of the State’s total population.  The 

number of Victorians aged over 65 is anticipated to represent more than 20 per cent of the 

population by 2066.1  For many, these extra years of life are lived with complex health and 

disability needs.   

5. The Victorian Government is the largest provider of PSRACS in Australia, operating 179 

PSRACS facilities with 5,620 operational places, including four standalone incorporated 

entities.  These services help to provide access to aged care services for many rural and 

regional communities and to older Victorians with more complex needs.  Collectively, the 

State's PSRACS represent approximately 10 per cent of residential aged care in Victoria.2   

1 Australian Institute of Health and Welfare 2018. Australia’s health 2018. Australia’s health series no. 16. AUS 221. Canberra: 

AIHW, https://www.aihw.gov.au/reports/australias-health/australias-health-2018/contents/table-of-contents. 

2 Australian Institute of Health and Welfare, GEN Aged Care Data, Australia Service List https://www.gen-

agedcaredata.gov.au/Resources/Access-data/2021/October/Aged-care-service-list-30-June-2021 
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6. Compared to private aged care facilities, PSRACS have proportionally more residents 

experiencing socioeconomic disadvantage, or with complex health needs or who are younger 

people with a disability. 

7. Over 88 per cent of PSRACS are located in rural and regional Victoria.  In some regional 

townships and communities, the public sector is the sole provider of residential aged care and 

a major employer.  These rural PSRACS provide local access to residential aged care in 

instances of local market failure. 

8. In rural Victoria, PSRACS play a key role in providing aged care to older Victorians in their own 

community and are typically co-located with a health service delivering cost-effective, 

integrated and holistic health services to the community.  In many instances, public sector 

residential aged care beds in small rural health services constitute the majority of bed-based 

services, therefore contributing to the overall critical mass needed to sustain cost effective 

delivery of a range of health services to these communities.   

9. In metropolitan Melbourne, there are eight health services operating 21 PSRACS.  These 

facilities often provide access to services for residents with complex clinical and support needs 

and who are experiencing socioeconomic disadvantage that would otherwise have difficulty 

accessing the care they need outside of the public sector.   

10. Further, metropolitan PSRACS have a very different resident profile compared to non-

government providers.  In recent years, anecdotal reports from public sector providers have 

consistently indicated a trend towards increasing complexity of resident care needs and the 

refusal of non-government providers to accept certain types of residents.  These reports were 

evidenced in the Resident Complexity in PSRACS: Data Analysis Report (Complexity 

Report).3   

11. The Complexity Report analysis found that PSRACS take residents with the highest care and 

behavioural needs within metropolitan Melbourne.  Approximately 48 per cent of residents in 

PSRACS were identified as having complex care needs, such as requiring tube feeding, 

complex wound care, disruptive behaviours (for example, from acquired brain injuries, 

dementia or prior trauma), and chronic mental illness (such as treatment resistant 

schizophrenia).   

12. Victoria’s PSRACS operate with legislated nurse to resident staffing ratios, which places a 

higher proportion of qualified nurses into direct care roles.  The Safe Patient Care (Nurse to 

3 Applied Aged Care Solutions, ‘Resident Complexity in PSRACS: Data Analysis Report’, 2018, 

https://agedcare.royalcommission.gov.au/system/files/2020-06/VIH.0022.0001.0001.pdf 
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Patient and Midwife to Patient Ratios) Act 2015 (Vic) (SPC Act) specifies nurse to resident 

staffing ratios in high care beds in PSRACS to support safe and high-quality care.  The SPC 

Act also reflects increasing demand for services and growing complexity of patient care needs, 

such as higher rates of co-morbidities (for example, mental illness, disability and dementia).   

13. Victoria reports the lowest levels of older people staying unnecessarily in an acute bed while 

waiting for an aged care bed in Australia.  Unnecessary long stays in an acute setting can 

cause harm to older people including functional decline, falls, delirium and hospital acquired 

infections. Victoria is able to provide more appropriate care, in a more appropriate setting 

through its PSRACS.    

14. The nurse-led workforce in public sector aged care plays an important role in looking after 

older people with more complex health co-morbidities and social care needs. Typically these 

residents may find it more difficult to find a placement in non-government aged care facilities 

after a hospital stay because of their high support needs. 

15. A devolved governance approach underpins the delivery of health services in Victoria.  

Victorian health service boards are appointed by the Minister for Health and have well-defined 

responsibilities. 

16. All Victorian health services agree to a Statement of Priorities, an annual accountability 

agreement between the service and the Minister for Health.  The Victorian Government also 

provides health services with system-wide terms and conditions for funding, administrative and 

clinical policy through applicable policy and funding guidelines. 

17. Victorian health services receive funding from the State Government to provide a range of 

bed-based and home-based services aimed at responding to the care needs of older 

Victorians and assisting them to maintain or regain independence.  These services can be 

provided following a hospital admission (or re-admission) or in the community and often 

substitute for an unnecessary hospital admission.   

18. Subacute services which primarily target older Victorians include:  

(a) rehabilitation services; 

(b) geriatric evaluation and management; 

(c) palliative care services; and 

(d) the Health Independence Program, which provides hospital substitution and diversion 

services by supporting people in the community, in ambulatory settings and in people’s 

homes. 
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19. The Victorian Government also supports the delivery of a range of Commonwealth-funded 

aged care services, including: 

(a) the Transition Care Program (TCP). This is a jointly funded program across the 

Commonwealth and States and Territories. Victoria jointly funds TCP and is the 

approved provider. The program is a Commonwealth program under the Aged Care 

Act 1997, and older people need to be assessed and approved by the Aged Care 

Assessment Service while in hospital to be eligible. The program aims to provide short 

term care to optimise function and independence of older people after a hospital stay, 

reduces the number of days older people wait in hospital for a residential care place 

and minimise the risk of premature entry to residential care;  

(b) the Aged Care Assessment Service (ACAS), to which the Victorian Government 

contributes funds and manages under agreements with the Commonwealth. ACAS 

undertake assessments for people who are seeking access to Commonwealth 

government funded aged care services under the Aged Care Act 1997 (such as home 

care packages, residential aged care, residential respite etc); and 

(c) PSRACS, to support the nurse to resident ratios and to address the Commonwealth 

funding gap associated with the Adjusted Subsidy Reduction (ASR). The ASR is 

applied by the Commonwealth to funding for specific public sector residential aged 

care beds, at the facilities identified in the Commonwealth’s Adjusted Subsidy 

Determination 2016. It is a legacy arrangement that discounts Aged Care Funding 

Instrument subsidies on the basis that the State Government is responsible for funding 

infrastructure. 

Funding arrangements 

20. Like all residential aged care services, PSRACS are primarily funded and regulated by the 

Commonwealth and must comply with the Aged Care Quality and Safety Standards.  They are 

also assessed and accredited by the National Aged Care Quality and Safety Commission.   

21. While the Commonwealth Government remains the primary funder of residential aged care, 

Commonwealth direct care subsidies are insufficient to meet the higher costs associated with 

supporting more complex care needs, or maintaining services in smaller or more remote 

communities.  Nurse to resident ratios are unique to Victorian public sector high care 

residential aged care services and mean that there are proportionally more nurses in the public 

sector compared to private sector providers.  This clinical capacity means that public sector 

services are well equipped to support complex care needs, but it is associated with increased 

cost. 

22. Commonwealth subsidies paid to residential aged care providers for resident care are based 

on assessed needs according to the Aged Care Funding Instrument (ACFI).  The ACFI is a 

resource (funding) allocation tool and is not a measure of complexity.   
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23. The Victorian Government provides supplementary funding to ensure public sector residential 

aged care services can sustain their critical role within the service system.  In particular, the 

Victorian Government supplements provide a contribution towards the additional cost 

associated with: 

(a) Victorian Government legislated nurse-to-resident ratios in high care public sector 

residential aged care services;   

(b) provision of specialist clinical services in aged persons’ mental health facilities for 

residents with challenging behaviours associated with their mental illness;  

(c) additional specialist clinical support for beds designated for residents with specific 

complex physical conditions (for example, acquired brain injury and multiple sclerosis);  

(d) assisting smaller high care services in rural and regional Victoria; and 

(e) subsidy payments to offset the ASR or discount applied to Commonwealth 

Government payments to residential aged care places classified as State Government 

to ensure they receive similar funding levels allocated to the sector.4   

Impact of COVID-19 on residential aged care and Victorian economic conditions and outlook 

24. The COVID-19 pandemic has presented ongoing challenges to economies around the world, 

and Victoria has been no exception.   

25. As highlighted through the tragic impact of COVID-19 on the aged care sector, the 

casualisation and reliance on agency staffing in residential aged care is a significant challenge.   

26. As the initial variant of COVID-19 was contained and domestic restrictions were progressively 

eased through the December quarter 2020, the Victorian economy rebounded strongly and by 

the June quarter 2021 Victorian state final demand was already above pre-pandemic levels. 

27. While necessary restrictions associated with the Delta variant of COVID-19 led to a decline in 

economic activity in the September quarter 2021, economic activity and employment remained 

stronger than during restrictions in 2020, with over 100,000 more people employed in October 

2021 compared with September 2020.  This highlights the importance of support provided by 

the Victorian Government, and the resilience and flexibility of Victorian businesses and 

consumers, as the economy has increasingly adapted to conditions created by the pandemic.   

4 Australian Department of Health, ‘Adjusted Subsidy Determination 2016’, 

https://www.health.gov.au/resources/publications/adjusted-subsidy-determination-2016 
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28. As restrictions eased in late 2021, employment rose strongly to be above pre-pandemic levels, 

the unemployment rate fell to a near record low and workforce participation reached a record 

high.  In January, the Omicron variant caused some disruption to employment, although the 

unemployment rate reached a record low, and leading indicators of employment remain very 

strong. 

29. The economy’s resilience and flexibility, high vaccination rates, robust household and business 

balance sheets and strong labour demand will continue to support the Victorian economy, 

which remains well placed to recover strongly as it has following earlier COVID-19 outbreaks. 

30. Strength in the labour market, and some industry specific constraints on labour supply, are 

likely to lead to higher wages growth and inflation, following a period of very low wage growth 

and inflation amid the COVID-19 pandemic.  While rising from these recent very low rates, 

both wage growth and inflation, though, are expected to remain moderate.   

31. In 2020-21, Victorian annual wage growth averaged 1.4 per cent, compared to 2.4 per cent in 

the prior year.  In 2020-21, 14 of the 15 industries for which there are data available recorded 

growth lower than their five-year average (Figure ), largely reflecting the impact of the COVID-

19 pandemic on the labour market.  

32. More recently, Victorian wages growth has improved in aggregate.  Wages grew by 2.3 per 

cent over the year to the December quarter 2021, with the pickup relative to 2020-21 partly 

reflecting the unwinding of previous private-sector wage freezes, along with a relatively tight 

labour market.  
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Figure 1: Average annual wages growth by industry, Victoria (per cent)5 

33. The Victorian 202122 Budget Update stated Victorian wages growth is expected to be 2.25 per 

cent in 202122 and 2.50 per cent in 202223 (in year average terms).  As the economy 

continues to recover and the unemployment rate remains low, wages growth is forecast to 

continue to increase moderately over the remainder of the forecast period, reaching 3 per cent 

in 2024-25. 

34. Higher wage growth, some disruption to global supply chains, higher oil prices, and labour 

shortages in some industries will all likely put some upward pressure on inflation.  

35. Inflation was a low 1.4 per cent in 2020-21 (in year average terms).  More recently, inflation 

has risen, reflecting higher prices for fuel, some food items, and costs for new dwelling 

purchases.  In December 2021, the Melbourne consumer price index rose by 1.1 per cent in 

the quarter and by 2.5 per cent over the year.  

36. Inflation in the 2021-22 Budget Update is forecast to be 2 per cent in 2021-22, easing to 1.75 

per cent in 2022-23 as some recent drivers of higher inflation – notably fuel and new dwelling 

purchases – are expected to be temporary.  In later years, inflation is forecast to rise as wage 

growth picks up, but remain well within the Reserve Bank of Australia’s inflation target band. 

5 Source: ABS 
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These forecasts pre-date the Russia–Ukraine conflict and associated large rise in global oil 

prices, which the Reserve Bank of Australia has noted has created additional uncertainty 

about the inflation outlook. 

37. The above analysis suggests that workers are likely to experience stronger inflation pressures 

affecting real income as well as moderate wage growth.  These challenges have the potential 

to be amplified for workforces such as aged care that have been historically undervalued.  

Support for appropriate increase to aged care sector wages 

38. The Victorian Government broadly supports all recommendations made by the Final Report of 

the Royal Commission into Aged Care Quality and Safety (Royal Commission) and notes the 

importance of the Commonwealth, as the primary funder and regulator of aged care in 

Australia, to adequately fund appropriate wage increases to support the attraction and 

retention of a skilled aged care workforce.  In particular: 

(a) recommendation 84 of the Final Report, which recommended that employee 

organisations collaborate with the Commonwealth Government and employers to apply 

to vary wage rates to the Aged Care Award 2010 (Aged Care Award), the Social, 

Community, Home Care and Disability Services Industry Award 2010 (SCHADS 

Award) and the Nurses Award 2010 (Nurses Award) to reflect the work value of aged 

care employees and seek to ensure equal renumeration for equal or comparable value 

for men and women; and 

(b) recommendation 85, which recommended that, in setting prices for aged care, the 

pricing authority take into account the need to deliver high quality and safe care, and 

the need to attract sufficient staff with the appropriate skills to the sector, noting that 

the relative renumeration levels are an important driver of employment choice.   

39. The Victorian Government is therefore supportive of an appropriate increase (or series of 

increases) to minimum award wages in the aged care sector as contemplated by the Final 

Report of the Royal Commission, appropriately funded by the Commonwealth. 

Gender equity 

40. The Victorian Government is strongly supportive of gender pay equity in the workplace and 

addressing the gender pay gap so that work in female dominated sectors is properly and fairly 

valued.  This also involves addressing the wages gap that exists between aged care workers 

and workers performing equivalent functions in different sectors or locations.  

41. The aged care workforce comprises a range of occupations including nursing, medicine, allied 

health, care workers and support staff, with nursing being the largest regulated occupational 

group in the sector.  This includes: 
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(a) a direct care workforce, where a nurse, personal care worker, allied health or other 

worker/profession physically interacts with a resident to provide care. This includes the 

commonly referred to ‘personal care’ workforce such as personal care assistants; and  

(b) an indirect care or support workforce which refers to activities or treatments that are 

performed on behalf of the resident, such as referrals. 

42. The direct care workforce is one of the largest and fastest growing sectors in Victoria.  It has 

specific characteristics and needs.  For example, the personal care workforce is largely 

female,6 with a substantial gender pay gap, and includes a significant proportion of new 

migrants.  The personal care workforce is a low-paid sector, with a high level of casualisation.  

Specialised care sector digital ‘platforms’ have also been emerging and drawing more workers 

into the sector who are also typically engaged in casual forms of work and subject to the 

insecurity that this can bring. 

43. The Victorian Government’s Wages Policy and the Enterprise Bargaining Framework (Wages 

Policy) allows for Victorian public sector employers to bargain higher cost outcomes linked to 

a key operational reform or the ‘Public Sector priorities’ including the promotion of gender 

equity.7  Outcomes linked, for example, to: 

(a) specific measures to address gender inequity (for example, additional parental leave 

and payment of superannuation during periods of parental leave); or 

(b) targeted wage increases to a specific and identifiable cohort of workforce who have 

historically been underpaid because of gender (for example, through reclassification of 

a particular feminised role). 

44. Whilst the Wages Policy only applies to Victorian public sector employers, the applications 

before the Commission have the potential to support all employers towards addressing the 

gender pay gap by appropriately increasing minimum wages in these fields. 

Sustainable resourcing 

45. Sustainable resourcing of the aged care system is needed to support a skilled workforce to 

provide high-quality care for older Australians.  Strengthening the workforce, both through 

strategies to attract and retain staff and by addressing regulatory gaps, is a critical action to 

help drive a sustainable and professional aged care sector. 

6 Australian Government, ‘2020 Aged Care Workforce Census Report’, 

https://www.health.gov.au/sites/default/files/documents/2021/10/2020-aged-care-workforce-census.pdf. 

7 Victorian Government, ‘Wages Policy and the Enterprise Bargaining Framework’, https://www.vic.gov.au/wages-policy-and-

enterprise-bargaining-framework. 
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46. In addition, the implementation by the Commonwealth of other Royal Commission 

recommendations can be anticipated to increase expectations on the personal care workforce.  

These include a national registration scheme (recommendation 77); mandatory minimum 

qualifications for personal care workers (recommendation 78); dementia and palliative care 

training (recommendation 80), and ongoing professional development requirements 

(recommendation 81). 

47. The Committee for Economic Development in Australia (CEDA) 2021 report found that 

Australia’s aged care workforce shortage will reach 400,000 by 2050, noting that the sector is 

already facing difficulties in attracting and retaining workers.8  The residential aged care sector 

also faces competition for workers within other aged care programs, such as home based care 

and assessment services, as well as from other sectors, including the disability sector, 

particularly with the roll-out of the National Disability Insurance Scheme. 

Work value 

48. The Victorian Government submits that an appropriate increase to minimum wages in the 

aged care sector is justified by work value reasons and is necessary to achieve the modern 

awards objective to provide a safety net of fair and relevant minimum wages for the sector.  

Beyond the inherent value of the work performed in the aged care sector, more recent 

changes to the nature of that work have caused the work value to increase, including the level 

of complexity, the skill, responsibility and judgement involved in performing the work, and the 

conditions under which the work is performed. 

Industrial and other observations 

49. The Final Report of the Royal Commission acknowledged that an effective increase in wages 

across the aged care sector could not be confined to an increase to minimum wages under the 

Aged Care Award, being an award that only applies to the residential aged care sector and 

not, for example, home aged care workers.  Recommendation 84 specifically contemplated 

applications to increase minimum wages under the Aged Care Award, the Nurses Award and 

the SCHADS Award (Relevant Awards).   

50. While the proceedings necessarily have an aged care focus, the practical impact will be felt 

across other sectors, including a potential for the outcome of the proceedings to impact 

classification and role relativities within occupations and across sectors other than aged care.   

8 Committee for Economic Development in Australia, ‘Duty of care: Meeting the aged care workforce challenge’, 

https://www.ceda.com.au/ResearchAndPolicies/Research/Health-Ageing/Duty-of-care-Meeting-the-aged-care-workforce-chall 
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51. One such example is the application in relation to the Nurses Award, which proposes to 

introduce a separate schedule for aged care nurses to whom increased wages would apply.  In 

addition, it foreshadows a future application to apply the increases sought in the Proceedings 

to the whole of the Nurses Award prior to the expiration of the proposed schedule.  While this 

further application is not presently before the Commission, it illustrates an anticipated impact of 

the outcome of these Proceedings beyond the aged care sector.   

52. While the same intent is not expressed in the application in relation to the SCHADS Award, a 

similar approach may also be anticipated for classifications in other sectors under that award. 

53. There is also considerable mobility of staff between employers in different sectors.  In 2020, 

PSRACS in Victoria were surveyed about workforce mobility as part of Victoria’s COVID 

preparedness.  These surveys found that of the 179 PSRACS, 82 per cent had staff working 

across other services, including across sites within their auspicing health service.  116 of these 

PSRACS also shared staff with other external employers including other aged care services, 

disability services and industries not related to health, aged care or disability.  The surveys 

found that the financial needs of staff was a main driver for working across a number of sites.   

54. Circumstances may arise where ancillary workers, such as cooks or cleaners, similarly work 

across aged care and other settings such as palliative care.  Differentiated pay rates in these 

circumstances is something that will likely need to be carefully considered and managed. 

Financial implications 

55. Aged care workers employed by public health services in PSRACS are covered by the same 

enterprise bargaining framework that applies to all public health services and are presently 

covered by the same enterprise agreements that cover public hospitals and their employees.  

In particular, these are: 

(a) the Nurses and Midwives (Victorian Public Sector) (Single Interest Employers) 

Enterprise Agreement 2020-2024 (Nurses and Midwives Agreement);  

(b) the Victorian Public Health Sector (Health and Allied Services, Managers and 

Administrative Workers) Single Interest Enterprise Agreement 2016-2020 (HASMA 

Agreement); and 

(c) the Victorian Public Mental Health Services Enterprise Agreement 2016-2020 (Mental 

Health Agreement). 

56. Under these enterprise agreements (and proposed replacement enterprise agreements that 

are currently the subject of negotiations in bargaining), Victorian public sector aged care 

workers are (and will continue to be) entitled to wages in excess of the minimum rate of pay 

currently prescribed by the Relevant Awards.  In many (but not all) cases, the relevant 
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enterprise agreement minimum rates are more than 25 per cent above the minimum rates 

under the Relevant Awards. 

57. Should the Commission determine that an increase to minimum wages under the Relevant 

Awards for the aged care sector is appropriate, the Victorian Government would welcome the 

opportunity to provide further submissions as to quantum, or how any proposed increases 

might be implemented (for example, in a phased manner), should that be of assistance to the 

Commission. 

Closing comments 

58. A strong and sustainable aged care system is needed to ensure older Victorians receive care 

in the most appropriate setting and assist patient flow out of hospitals.  Victoria, unlike other 

jurisdictions, maintains a significant role in the provision of PSRACS, with PSRACS a core 

component of Victoria’s system focus on supporting integrated geriatric care pathways, along 

with a strong sub-acute system and non-acute diversion.   

59. The Victorian Government has considered the consensus statement of Aged & Community 

Services Australia, Aged Care Industry Association, Aged Care Reform Network, Australian 

Nursing and Midwifery Federation, Carers Australia, Council on the Ageing, Federation of 

Ethnic Communities’ Councils of Australia, Health Services Union, Leading Age Services 

Australia, National Seniors Australia, Older Persons Advocacy Network and United Workers 

Union dated 17 December 2021 (Consensus Statement). 

60. The Victorian Government strongly supports the observation of the Consensus Statement that 

a decision of the Commission to appropriately increase minimum wages in the aged care 

sector must be matched by increased funding from the Commonwealth Government, as the 

primary funder and regulator of aged care services in Australia, and must be linked to 

transparency and accountability measures as to how funding is used.  Sufficiently increased 

investment from the Commonwealth Government is critical to supporting the aged care system 

that older Australians deserve. 

61. If any further submissions would assist the Commission, the Victorian Government would be 

pleased to provide these. 

 

11 April 2022 
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FAIR WORK COMMISSION 

Matter No.: AM2020/99; AM 2021/65; AM2021/63 

S 158 – APPLICATION TO VARY OR REVOKE A MODERN AWARD (AGED CARE 

AWARD 2020);  

S 158 – APPLICATION TO VARY OR REVOKE A MODERN AWARD (NURSES AWARD 

2010) 

s 158 APPLICATION TO VARY OR REVOKE A MODERN AWARD (SOCIAL, 

COMMUNITY, HOME CARE AND DISABILITY SERVICES INDUSTRY AWARD 2010) 

 

REPLY SUBMISSIONS OF THE UNITED WORKERS UNION 

1. On 1 April 2021 UWU made submissions in support of the application filed by the 
Health Services Union (HSU) to vary the Aged Care Award 2020 (Aged Care 
Award) on work value grounds (the Aged care award application) On 29 October 
2021 UWU made submissions in support of the application filed by HSU to vary the 
Social, Community, Home Care and Disability Services Industry Award 2010 
(SCHADs Award) on work value grounds (the SCHADs award application).  

2. On 4 March 2022 employers and employer groups filed material in relation to the 
applications including substantive submissions and accompanying material filed by 
Aged and Community Services Australia (ACSA) and Leading Age Services 
Australia (LASA) and Australian Business Industrial (ABI) (the ACSA/LASA 
submissions). 

3. Together with these submissions, UWU has filed the following witness statements: 

a. Statement of Donna Cappelutti, food services assistant, South Australia 

b. Statement of Jane Wahl, gardener South Australia 

Similarity in submissions and supporting material 

4. Many of the submissions made by UWU in support of the applications find a level of 
support in the material filed by the employers and employer organisations (together, 
“the employers”). 

5. There seems little doubt that the conditions under which the work is performed in 
residential aged care involve a higher proportion of residents presenting with more 
acute care needs than in the past.1 At this stage of the proceedings, some 
employers’ position with respect to home care is less clear, although there seems 
little doubt that in home care more people are choosing to stay living at home for 
longer.2 UWU submits that it follows (and that the evidence will support the 
proposition) that  for whom home care aged care employees provide care have 

1 ACSA/LASA Submission at [19.3]; Statement of Brown at [44]; Statement of Smith at [39] and [61] – [63]; Statement of Sadler 
at [58]; Statement of Bradshaw at [13] and [14]; Statement of Brockhaus at [32] – [34]; Statement of Matthew Bond at [13]; ; 
IRT Submission at [5], [6]; Uniting Care Australia Submission at 2.1; Uniting Care NSW.ACT Submission page 2; Aged Care 
Sector Stakeholder Consensus Statement at [1], [2], [3], [6] 
2 ACSA/LASA Submission at [3.18(d)]; Statement of Matthew Bond at [15] 
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6. Undoubtedly, the philosophical approach involved in the provision of care has also 
changed the nature of the work – particularly with respect to client “choice”. In 
residential care this has changed the nature of the interaction between workers and 
resident and families - a change described by ACSA/LASA as both a pyscho-social 
interaction and a physical interaction4 - requiring the exercise of new skills in this 
regard. In home care this results in a less structured stream of duties where 
additional or amended duties are negotiated with the client or client’s family about 
which duties are performed within the funding framework,5 requiring workers to be 
required to perform a broader range of duties and having to plan and adapt to highly 
different duties or routines from client to client.6 

7. Further there seems little doubt that the has been impact on the nature of the work 
and the conditions under which it is performed stemming from matters including: 

a. fewer employees with “medical” expertise on site in residential care7 resulting 
in the assistance with medications or the verification of medications;8 

b. the exercise of skill and responsibility associated with providing care and 
services to people with specialist care needs, such as dementia and palliative 
care;9 

c. changes in technology, including in relation to the provision of care and also 
facility systems and practices.10 

d. changes in the regulatory environment.11  

Gender based undervaluation 

8. In our submissions in relation to the Aged Care Award application, UWU submitted 
that a contributing factor to the undervaluation of work performed under these awards 
is a gender-based historical undervaluation of caring roles,12 and made a similar 
submission in relation to the SCHADs Award application.13 Employers (other than 
Uniting NSW.ACT) have largely ignored this submission. 

9. The submission should not be ignored. The historical gender-based undervaluation 
of work performed in this sector is crucial part of the structural defect in the wage 
schemes in both Awards. 

3 See pages 10-12 of Vol. 2 of the Report of the Royal Commission into Aged Care, Quality and Safety, 1 March 2021, 
https://agedcare.royalcommission.gov.au/sites/default/files/2021-03/final-report-volume-2_0.pdf;Uniting Care Australia 
Submission at 2.1; Uniting Care NSW.ACT Submission page 2; Aged Care Sector Stakeholder Consensus Statement at [19] 
4 ACSA/LASA submissions at [12.20]; see also ACSA/LASA submissions at [3.18(l)]; [19.8]; Statement of Matthew Bond at 
[17]-[18]; IRT Submission at [8]; Aged Care Sector Stakeholder Consensus Statement at [9], [12] 
5 Statement of Brockhaus at [152] – [154]; Aged Care Sector Stakeholder Consensus Statement at [17] 
6 ACSA/LASA submission at [10.25]; [10.33]; IRT Submission at [10]; Aged Care Sector Stakeholder Consensus Statement at 
[9], [12] 
7 See ACSA/LASA submissions at [3.18(c)]; Aged Care Sector Stakeholder Consensus Statement at [15] – [16] 
8 Statement of Emma Brown at [74] – [76]; Uniting Care NSW.ACT Submission page 2 
9 Statement of Emma Brown at [44], [49]; Uniting Care Australia Submission at 2.1; Uniting Care NSW.ACT Submission page 
2; Aged Care Sector Stakeholder Consensus Statement at [2] – [3] 
10 Statement of Emma Brown at [51] – [52]; [81] – [82]; ACSA/LASA submissions at [21.4]; Uniting Care Australia Submission at 
2.1; Uniting Care NSW.ACT Submission page 2 
11 See Statement of Brockhaus at [27] – [29]; Statement of Smith at [41] – [59]; IRT Submission at [7]; Uniting Care Australia 
Submission at 2.1; Uniting Care NSW.ACT Submission page 2 
12 UWU Submissions (Aged Care Award) at [31(b)] 
13 UWU Submissions (SCHADS Award) at [31(e)] 
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10. While the evidence is yet to be heard, there is substantial material before FWC that 
supports our proposition that gender-based undervaluation in these two Awards has 
contributed to the undervaluation of wage rates generally. This material includes: 

a. The residential aged care and home care frontline workforce is 
overwhelmingly female and the nature of work they perform is highly 
gendered, historically viewed as quintessentially 'women's work' and therefore 
of little economic value.14 

b. The gendered norms that underpin the devaluation of care work are premised 
on an 'ideology of domesticity' that positions the care that women do, both in 
home and as paid work, as natural and therefore unskilled.15 The link 
assumed between unpaid care work in the family and paid care work that 
means aged care work has been significantly undervalued in government 
funding.16 

c. The gendered view of aged care work as similar to the unpaid care work 
women may perform means the nature and value of work undertaken by non-
professional workers within residential care and home care is profoundly 
undervalued by the federal government and many providers.17 

d. Despite a shift to a discourse of 'relationship-based care', there is little 
recognition of the skills and time required to provide 'good' aged care in many 
contemporary residential aged care facilities and home care settings in 
Australia.18 

e. Skills required in care work include (but are not limited to): health or medical-
related skills and knowledge of complex conditions; knowledge, 
understanding and ability to provide person-centred care and enablement; 
literacy, numeracy, language and communication competencies to be able to 
administer medicine, do the necessary documentation and communicate with 
service-users, carers, and medical professionals; technological and digital 
capabilities; 'employability' skills including the capacity to problem-solve, work 
in a team, management of stress and one's own health and wellbeing; and 
'body work' skills, which require specialist knowledge and skill to enable care 
workers to care for the bodies of service-users, to protect skin integrity, 
uphold the dignity of the service user, and adhere to hygiene and infection 
control policies.19  

f. However, such skills tend to be viewed as somehow 'natural' attributes of the 
female workforce, requiring the 'right' attitude or personality rather than 
demonstrable skill.20  

g. Research has shown that jobs involving interacting with other people, which 
tend to be female dominated, are generally paid lower wages than 
comparable jobs, especially where caring or nurturing activities are 

14 Statement of Dr Sara Catherine Mary Charlesworth, dated 31 March 2021, at [43], Supplementary statement of Dr Sara 
Charlesworth, dated 22 October 2021, at [63].  
15 Statement of Charlesworth, at [43].  
16 Statement of Charlesworth, at [43].  
17 Statement of Charlesworth, at [46], Supplementary statement of Charlesworth, at [63].  
18 Statement of Charlesworth, at [46].  
19 Statement of Charlesworth at [52], Supplementary statement of Charlesworth at [71].  
20 Statement of Charlesworth at [54], Supplementary statement of Charlesworth at [71].  
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performed.21 In other words, the gendered undervaluation of care work means 
that care occupations attract a wage penalty. 

Workers other than personal care workers 

11. If the material filed by both Unions and employers/employer organisations about the 
nature of the work, the conditions under which it is performed and the skills being 
exercised has a level of alignment or similarity in a number areas, the area of most 
divergence may be with respect to those roles performed in residential care (under 
the Aged Care Award) that do not relate to a direct caring function (such as food 
services, laundry, maintenance/gardening and administration). While the evidence is 
yet to be heard, UWU submits it is unlikely that significant changes in the work 
performed in aged care can arise in respect to one group of workers, and other 
groups of workers have been insulated from those changes in a residential care 
setting. In our submission, the significant changes in the nature and conditions 
associated with work in residential aged care impacts beyond those workers 
engaged in a role that involves a direct caring function, on to those who perform 
associated duties.22 

12. In this regard, it is appropriate to consider whether people in roles other than direct 
care roles have face to face impact with residents and families. Plainly they do.23 It 
therefore follows that the impact on the nature of the work that flows from a higher 
proportion of residents presenting with more diverse and acute care needs; the 
changed psycho-social and physical skill set flowing from a change in care 
philosophy; the relative absence of medical expertise on site; and the changes in 
regulation and technology all have a direct impact on the work performed by these 
workers. 

13. In food preparation, the nature of the work, the conditions under which it is performed 
and the skills being exercised has changed, including: 

a. the preparation with respect to menu and meal preparation and the 
requirement to meet expectations for consumer choice with respect to meals 
and catering to individual needs (for example, dietary and physical 
limitations);24 

b. dealing with residents with more acute care needs, including dealing with 
dementia or aggressive behaviour;25 

c. dealing with the impact of client choice philosophy including with respect to 
communication with residents and families;26 

d. dealing with the impact of relatively fewer medical personnel on site;27 

e. with respect to new technologies, including kitchen equipment and technology 
used to create records associated with a greater level of regulation.28 

21 Statement of Dr Gabrielle Anne Meagher, dated 31 March 2021, Annexure GM1, pg.36 
22 Submissions of IRT at [12]; Uniting Care NSW.ACT Submission page 2 
23 Statement of Capelutti at [17]; Statement of Wahl at [16], [28] – [29]; Statement of Whyte at [47] -  [68]; Statement of Hevan 
at [25] – [30]; Statement of Charlier at [44] – [50], [62] – [63]; Statement of O’Donnel at [84]; Statement of Sweeney at [20], [32], 
[36]; Statement of Gauci at [41] 
24 ACSA/LASA Submissions at [3.18(j)] 12.25; Statement of Capelutti at [12]; Statement of Matthew Bond at [19] 
25 Statement of Capelutti at [17] – [18]; Statement of Hevan at [35], [38] 
26 Statement of Capelutti at [42] – [44] 
27 Statement of Capelutti at [39]; Statement of Hevan at [31] – [32] 
28 Statement of Capelutti at [14] and [26] 
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14. The work associated with the performance of maintenance, laundry and gardening 
roles in residential aged care has also undergone transformation arising from the 
significant changes impacting on the sector. For example, a gardener or laundry 
hand in an aged care facility: 

a. must be cognisant of the particular caring requirements of residents, 
particularly when they are more diverse and there is a higher incidence of 
acute care needs; for example, the design of a garden for a resident with 
dementia will require a particular approach;29 

b. must deal generally with residents with more acute care needs including 
dealing with dementia, aggressive behaviour or incidents;30 

c. must deal with the impact of client choice philosophy including with respect to 
communication with residents and families;31 

15. Similar changes have occurred in the nature of administration work associated with 
aged care facilities. In these roles:  

a. administration officers (and similar) must be cognisant of the particular caring 
requirements of residents, particularly when they are more diverse and there 
is a higher incidence of acute care needs; 

b. must deal generally with residents with more acute care needs including 
dealing with dementia, aggressive behaviour or incidents;32 

c. must deal with the impact of client choice philosophy including with respect to 
communication with residents and families;33 

d. new technologies – particularly stemming from the regulatory environment – 
have had a significant impact upon the nature of the work.34 

The C-10 framework 

16. The ACSA/LASA Submission address at length issues associated with the 
application of the “C10 framework” in relation to minimum wage setting in modern 
awards. UWU intends to address these matters after the evidence is heard in our 
closing submissions. 

United Workers Union 

21 April 2022 

29 Statement of Wahl at [12] – [13]; Statement of Charlier at [67]; Statement of O’Donnel at [96] – 102] 
30 Statement of Wahl at [36], [42]; Statement of Whyte at [61] – [67]; Statement of Charlier at [64], [67]; Statement of O’Donnel 
at [83] – [86], [101] 
31 Statement of Wahl at [19] – [20]; [40] – [41]; Statement of Whyte at [47] – [48], [51], [54] – [58]; Statement of Charlier at [43] 
32 Statement of Gauci at [68] – [70] 
33 Statement of Sweeney at [24] – [25], [31]; Statement of Gauci at [36] – [37], [50 – [53]; Statement of Matthew Bond at [20] 
34 Statement of Sweeney at [22]; Statement of Gauci at [57] 
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From: Nick White <nwhite@gordonlegal.com.au>  

Sent: Thursday, 21 April 2022 3:53 PM 

To: Chambers - Ross J <Chambers.Ross.j@fwc.gov.au>; AMOD <AMOD@fwc.gov.au> 

Cc: Alex Grayson <AGrayson@mauriceblackburn.com.au>; Ben Redford 

<Ben.Redford@unitedworkers.org.au>; Nigel Ward <Nigel.Ward@ablawyers.com.au>; Jordan Lombardelli 

<jordan.lombardelli@ablawyers.com.au>; Alana Rafter <Alana.Rafter@ablawyers.com.au>; 

membership@cciwa.com; Philip Gardner <pgardner@gordonlegal.com.au> 

Subject: AM2020/99; AM2021/63 & AM2021/65 – Work value case – Aged Care Industry 

Dear Associate 

We refer to the amended directions dated 4 January 2022, statement dated 11 March 2022, 

statement dated 6 April 2022 and notice of listing dated 7 April 2022. 

Evidence and submissions in reply 

Please find attached reply submissions of the ANMF dated 21 April 2022 (in PDF and Word format) 

and statement of Nicholas White dated 21 April 2022 by way of lodgment. 

Hearing plan and objections to evidence 

The ANMF, HSU and UWU have prepared a proposed hearing plan which has been provided to the 

other parties for their consideration. The solicitors for the HSU have advised us that they will lodge 

that proposed hearing plan by 4pm today. Please note that, at this stage, it is anticipated that the 

following Melbourne based witnesses to be called by the ANMF will attend the hearing in person at 

the Melbourne Registry: 

• Annie Butler 

• Paul Gilbert 

• Andrew Venosta 

• Kristen Wischer 

At this stage, it is anticipated that each of the other witnesses to be called by the ANMF will attend 

the hearing via Microsoft Teams. 

While the ANMF considers that parts of the material upon which other parties propose to rely are 

objectionable, it does not propose to raise any formal objections to the material that has been 

lodged, but rather reserves its position regarding such matters for closing submissions, and will deal 

with these in terms of what weight, if any, these parts of the witness statements should be given. 

Attendees 

Please note that the following four representatives of the ANMF propose to attend the hearing in 

person at the Melbourne Registry: 

• Jim McKenna of counsel (ph. [redacted]) 

• Jim Hartley of counsel (ph. [redacted]) 

• Kristen Wischer, ANMF (ph. [redacted]) 

• Nicholas White, Gordon Legal (ph. [redacted]) 
 
If you have any queries, please let us know. 

Regards 
Nick White 
Principal Lawyer 
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Lodged by: 
Australian Nursing and Midwifery Federation 

Telephone: (03) 9603 3035 

Address for Service: Fax: (03) 9603 3050 
Level 22, 181 William Street  
Melbourne, Victoria 3000 

Email: nwhite@gordonlegal.com.au  

 
 

IN THE FAIR WORK COMMISSION 
 
 
Matter No.: AM2020/99, AM2021/63 & AM2021/65 
Re Applications by: Australian Nursing and Midwifery Federation and others 
 
 

STATEMENT OF NICHOLAS WHITE 
 
 

I, Nicholas Charles White of Level 22, 181 William Street, Melbourne in the State of 

Victoria, say: 

1. I am an employee of Gordon Legal, solicitors for the Australian Nursing and Midwifery 

Federation in these matters, and subject to the direction of my Principal have carriage of 

these matters on its behalf. 

2. On 21 April 2022, I visited the website of Anthony Albanese, Leader of the Opposition, 

and retrieved a copy of his Budget Reply speech on 31 March 2022. Annexed and marked 

‘NCW 1’ is a copy of that speech (Anthony Albanese, Budget Reply 2022 (31 March 

2022) <https://anthonyalbanese.com.au/media-centre/budget-reply-2022>). 

3. On 21 April 2022, I visited the website of the Treasury of the Commonwealth 

<https://ministers.treasury.gov.au> and retrieved a transcript of a television interview 

with Josh Frydenberg, Treasurer of the Commonwealth, on 3 April 2022. Annexed and 

marked ‘NCW 2’ is a copy of that transcript (ABC, Interview with Josh Frydenberg, 

Insiders, 3 April 2022). 

4. On 21 April 2022, I visited the website of the Sydney Morning Herald and retrieved a 

copy of the following article: ‘Eight key election issues - and where the major parties 

stand’, The Sydney Morning Herald (online), 10 April 2022 

<https://www.smh.com.au/politics/federal/eight-key-issues-and-where-the-parties-stand-

20220405-p5ab3y.html>. Annexed and marked ‘NCW 3’ is a copy of that article. 

 

NICHOLAS CHARLES WHITE 
21 April 2022 
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4/21/22, 1:27 PM Budget Reply 2022

https://anthonyalbanese.com.au/media-centre/budget-reply-2022 1/20

My fellow Australians 

Working together, we can build a better future. 

An economy with stronger wages and more secure work. 

Investing in Australian skills, jobs, and manufacturing.  

Backing clean energy and building new infrastructure across the country. 

Taking pressure off the cost of living by making child care and power bills cheaper. 

Protecting Medicare. Building more affordable housing. 

Speeches

Thursday, 31st March 2022

Budget Reply 2022
Working together, we can build a better future.

Budget Reply 2022Budget Reply 2022
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Fixing the crisis in aged care. 

Building an economy that works for people, not the other way around. 

This is the vision I want to share with you tonight. 

Not a bunch of last-minute, one-off handouts for problems that have been a decade in the

making. 

Not a collection of promises that have a use-by date – conveniently after the election… 

…but a real plan for a better future.  

The past two years of heartache and hardship have shown us the great strengths of our

Australian community… 

…but they have also exposed some fundamental weaknesses of our economy.

We cannot let this be the new normal. 

We got through the pandemic because we worked together. 

We must now build a stronger economy – working together. 

Family businesses and workers, big employers and unions, states and the Commonwealth. 

All of us, co-operating to boost productivity and increase profits and wages. 

Driving growth – and sharing its benefits. 

After all the challenges and the sacrifices made during the pandemic, floods, and bushfires,

Australians need and deserve a better Budget for a better future. 

A future where no one is held back, and no one is left behind. 

Too many people are working jobs that don’t pay the bills, or let them plan for their

future.

•

Too many businesses can’t find skilled staff. •

Too many industries are at the end of global supply chains, at the mercy of an uncertain

world.  

•
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https://anthonyalbanese.com.au/media-centre/budget-reply-2022 3/20

Labor has a real plan for growth and prosperity – a plan to get incomes rising and costs

under control – with five pillars:

This government thinks infrastructure is about spending millions on car parks that don’t get

built. I see infrastructure as a sustainable, long-term investment in vital national projects -

creating jobs and boosting productivity. 

  

Labor will make sure that those investments really stack up using the Infrastructure

Australia model that I established.

Education is the biggest and most powerful weapon we have against disadvantage. 

  

Labor believes that at every stage – from early learning, through to school, TAFE and

university – education lifts us up, not just as individuals but as a country. 

This agenda isn’t radical. 

My team and I are promising renewal not revolution. 

A renewal of the best of Australia’s values: fairness, decency, supporting aspiration, looking

out for each other, rewarding hard work. 

I want the sacrifices all of you have made through these tough times to lead to a better

Our Powering Australia plan to drive investment in cheap, renewable energy. We’ll

create 604,000 new jobs by 2030, with five out of every six in the regions, and lower

power bills for households and businesses alike.

1.

Our plans for a Future Made in Australia – making more things here, diversifying the

economy and revitalising the regions. Using our National Reconstruction Fund, we will

work with business to help turn good ideas into good, secure jobs and new homegrown

industries.

1.

Our plans to invest in infrastructure, because roads, rail, ports, and high-speed

broadband are the building blocks of a stronger, more connected, more efficient

economy. 

1.

Our plans for secure work and more opportunities for training with more university

places and 465,000 fee-free TAFE places, and the creation of Jobs and Skills Australia.

1.

Our plan for cheaper child care because it’s good for productivity, workforce

participation, and economic growth. And it’s good for children.

1.
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future.   

 

THE CHANGE WE NEED

My fellow Australians 

You understand our country is facing serious challenges right now. 

You’re living them. 

The cost of everything is going up – but your pay isn’t. 

Petrol, groceries, rent, child care, health care – the costs keep piling up, and have been

piling up for some time now. 

The pandemic has ripped through everything from hospitality and tourism, to our

universities and the entertainment industry. 

Climate change is here and its consequences are devastating. 

Yet on all of these issues, on every challenge facing our country… 

…instead of this decade-old government being part of the solution – they are part of the

problem. 

And instead of this Prime Minister stepping up, taking responsibility, and helping – he runs

for cover and blames someone else. 

And we saw it all again on Tuesday night. 

A Budget that spoke for a wasted decade.  

No help or hope for young Australians. 

No vision for the future. 

Just one-off handouts to get through an election, with all the sincerity of a fake tan. 

I think Australians will see this for what it is. 
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Actually, 

I don’t think, I know. 

The Budget was - as it always is with this Prime Minister – long on politics, short on plans. 

All announcement, no delivery.   

Far too little, way too late. 

This is a Government whose entire economic record is riddled with waste and rorts. 

A Government that blames a generation of deficits on COVID, but had already doubled debt

before the pandemic ever reached us. 

A Government that is leaving Australians behind. 

If you vote Labor in May, I can promise you this will change. 

If I’m Prime Minister, I won’t go missing when the going gets tough - or pose for photos and

then disappear when there’s a job to be done. 

I’ll show up, I’ll step up – and I’ll work every day to bring our country together. 

On issues like health funding, I will work with Premiers and Chief Ministers from across the

political spectrum to achieve our common objectives. 

If people want proof of Labor’s capacity to bring people together and deliver policy reform,

just look at what we’ve done on climate change. 

Powering Australia: a fully costed, comprehensive plan that has received praise from the

Business Council of Australia, the Australian Industry Group, the National Farmers

Federation, and the ACTU. 

Our policy will give businesses and workers the certainty they need. 

Labor will end the climate wars. 

It is this objective of bringing people together in the national interest that will characterise a

Labor Government I lead, in stark contrast to this government that is always seeking to

divide. 

My fellow Australians, 
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We’ll be a government that backs the aspirations of all Australians: to find a good job that

pays a fair wage, to gain an apprenticeship or start their own small business. 

We’ll be a government that creates safe and respectful workplaces for women. And we will

implement every single one of the recommendations of the Respect@Work report. 

We will create a National Anti-Corruption Commission because public money should always

be invested in the public interest. 

In this increasingly uncertain and unstable world, we will need to increase Australia’s

defence spending. 

But that spending needs to lead somewhere. It needs to actually improve technology and

capabilities – and deliver them when they are needed. 

Spending billions to rip up contracts and blindside our allies is no way to enhance our

security. 

We will make sure our veterans get the care they need, by cutting wait times for claims and

rolling out new veterans’ hubs across the country. 

We will establish a Disaster Ready Fund, because Australians deserve a plan to mitigate the

ever-intensifying impact of natural disasters. 

Families like those I met in Lismore, Ballina, Murwillumbah, Brisbane, and Maryborough

deserve – need – a government ready to roll up its sleeves and tackle the challenge of

climate change…. 

….not just create a fund and let it sit idle while people’s homes and livelihoods are swept

away. 

And I say to those Australians still reeling and rebuilding from the Black Summer bushfires… 

…the people I had the honour of shaking hands with on the New South Wales north coast, in

Moruya, in the Adelaide Hills, in Victoria, and in Cobargo…. 

….You deserve a leader who holds a hose and a government that stands up for you. 

My fellow Australians, 

We will act on climate change and seize the chance to transform our country into a

renewable energy superpower. 
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It will make us more resilient and less dependent on global supply chains. 

Russia’s brutal invasion of Ukraine has reminded us that we must be prepared for the

uncertainty that global events unleash here at home. 

The pandemic too has shown us that we are not immune to global events. We must be more

self-reliant. 

We can revitalise Australian manufacturing - and power that manufacturing with Australian

made renewable energy. 

Exporting resources will always be important to Australia’s economy. 

But we should also use our resources – like our minerals and rare earths – to make products

like batteries here, instead of just shipping them offshore and importing the finished goods. 

We can and should add that value here.   

And at a time when petrol prices are on everyone’s minds, we need to face the fact that two

of Australia’s four fuel refineries have closed during this Government’s term. 

We need a government with a real plan to ensure supply -- using Australian flagged vessels

with Australian seafarers in a strategic fleet -- and a fuel reserve that’s accessible, not in the

Gulf of Mexico as it is now. 

This is what Australians will get to choose in just a few short weeks.  

A government that looks forward and plans ahead. 

An Australia that stands on our own two feet. 

A better future, with a Labor Government focused on:

 

Creating secure, well-paid jobs•

Making our future here•

Strengthening Medicare•

Making child care cheaper•
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LABOR’S LEGACY

My fellow Australians 

It was Bob Hawke’s Labor Government that created Medicare.

A policy driven by one simple principle: that every Australian should be able to access and

afford the health care they need. 

Paul Keating created universal superannuation to ensure every Australian could save for

financial security in their retirement. 

Kevin Rudd and Julia Gillard created the National Disability Insurance Scheme, so every

Australian affected by disability would be guaranteed the support and respect they deserve. 

It is only Labor that ever does the big reforms. 

These reforms are the markers of a decent society – and they are the drivers of a stronger

economy. 

Not only because they boost participation and productivity – and lighten the load on

employers and businesses…. 

But because good, reliable, affordable and universal services give people the confidence to

pursue their aspirations, to fulfil their potential, to be their best. 

Better care means Australians can live better lives. It’s that simple. 

So, if you vote Labor in May, you can be confident that: 

Our government will always protect Medicare. 

Our government will keep universal superannuation strong. 

Our government will stop the Liberals’ cuts and get the NDIS back on track. 

And we will bring the principle of universal, affordable and quality service to Child Care and

to Aged Care. 

Because for too long, our youngest Australians and our oldest Australians – and their
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families – have been left with little alternative to shouldering the costs of a broken system. 

In my first Budget Reply speech, I announced Labor’s plan for Cheaper Child Care. 

We will eliminate the complicated mess of subsidy cliffs and barriers to working more. 

This isn’t some one-off hand-out five minutes before an election… 

…it’s meaningful help with the cost of living and a permanent saving for millions of families. 

Under our plan, no family will be worse off, but almost all families will be better off. 

Making child care cheaper will mean more Australian children get access to early education,

giving them a great start in life. 

And, crucially, cheaper child care is an economic reform. 

Our plan will end the economic distortion that stops mothers in particular from working

more than three or four days a week. 

It will boost productivity and workforce participation across the economy. 

Cheaper Child Care. Stronger Medicare. 

And – tonight, at the heart of my third Budget Reply is our plan to fix the crisis in aged care.

 

AGED CARE

My fellow Australians 

Tonight, I’m announcing Labor’s plan to put security, dignity, quality and humanity back into

aged care. 

Put simply: to put the care back into aged care. 

The global pandemic and a Royal Commission have confirmed what so many Australians

already knew – our aged care system is in crisis. 

More of us are living long enough to need extra care in our later years. 
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But currently that thought fills a generation of Australians and their families with dread. 

Older Australians fear that the final chapter of their life will be an aged care facility where

they are not properly cared for, let alone afforded real dignity. 

Their children wrestle with the dilemma of sending them to a place that might not be good

enough, versus the risk of leaving them at home when it’s becoming unsafe for them to be

on their own. 

We’ve all been chilled by stories of unforgivable neglect.

Maggots in wounds. 

People going days without fresh air, a shower, or a change of clothes. 

Stories of residents lying on the floor, crying out in pain, and nobody is there to help them. 

It goes against everything we are as Australians. 

And while our loved ones suffer… 

…and their carers, mostly women, are underpaid and overworked… 

…some of the operators running these places are doing very well. 

It’s no coincidence that COVID swept through some aged care facilities with such deadly

force – because for far too long the Liberals have turned a blind eye to operators who put

profit ahead of the people in their care. 

The simple truth of it is this: the Liberals have had a decade to do something about Aged

Care. 

Even an Interim Royal Commission Report – with the searing title “Neglect” – wasn’t

enough to spur them into action. 

If they are left in power, nothing will change - and the bleak present they have created will be

the bleak future awaiting so many more Australians. 

Now I know there are many facilities out there that do a magnificent job caring for people. 

I know aged care workers show up every day and do their absolute best with what they have,

showing love and respect for those in their care. 
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And they will be the first to tell you that the system is at breaking point. 

If we want to change aged care in this country for the better, then we need to start by

changing the government. 

Tonight, I announce five concrete, practical measures a Labor Government will implement to

ensure older Australians receive the aged care they deserve: 

One. Under a Labor Government, every aged care facility will be required to have a

registered, qualified nurse on site, 24 hours a day, 7 days a week. 

We are going to put nurses back into nursing homes.  

This will save thousands of stressful, expensive and ultimately unnecessary trips to hospital

Emergency Departments, for issues a nurse could solve on the spot. 

Because every Australian living in aged care should get the medical attention they need, the

moment they need it, day or night. 

This is just common sense – and it is common decency. 

Two. We are going to raise the standard of aged care across the board – by ensuring there

are more carers, who have more time to care.

We will mandate that every Australian living in aged care receives a minimum of 215 minutes

of care per day, as recommended by the Royal Commission. 

That means more care for every resident, every day. 

So, if you have a loved one in aged care, you can be certain they will get more time with a

registered nurse and more time with enrolled nurses and personal care workers. 

Not just for essential medical treatment – but basic, important things like helping people

take a shower, get dressed, eat a meal. 

And – also - the time to talk. The chance to have a conversation that isn’t about medication

or hygiene or a sudden emergency.   

Some company and human interaction, especially on those days when family can’t visit. 

A reminder that our older Australians aren’t a just number, they aren’t a burden. They are

people who deserve respect, courtesy, and the best possible attention. 
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Three. A Labor Government I lead will back a real pay rise for aged care workers. 

At the start of this year, the Prime Minister announced a one-off, pre-election payment for

aged care workers. 

This week it was reported that over 90% of them still hadn’t received a cent. 

That is this Government in a nutshell. A big announcement, no delivery. Too little. Too late. 

Labor knows that these carers - who work long hours doing such important and often back

breaking work - are underpaid and undervalued, with some earning as little as $22 an hour. 

Unlike this Prime Minister who won’t take any responsibility, a Labor Government won’t

muck around. 

We’ll support the workers’ call for better pay at the Fair Work Commission. 

And a Labor Government will fund the outcome of this case. 

Because if we want higher standards of care – we need to support higher wages for our

carers. 

We know if we want to recruit and retain more carers to look after a population that’s growing

older… 

…we need to treat their vital and essential work with respect… 

…and reward it with better pay. 

Number four is about better food for residents 

A really hard part of growing old and losing some of your independence, is not being able to

cook for yourself, let alone visitors or family. 

For most of us, meals are something we look forward to. A daily ritual that brings us

together, gives us moments of joy. 

This makes it all the more outrageous when the food served up to some Australians in aged

care is a scandal itself. 

The interim Royal Commission report found that over half of aged care residents were not

getting enough nutrition. They are literally starving. 
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We’re going to change that.  

A Labor Government will work with the sector to develop and implement mandatory

nutrition standards for aged care homes to ensure every resident gets good food. 

Tasty and nutritious meals which respect cultural, religious and dietary requirements. 

And the fifth part of our plan to fix the Aged Care crisis is about integrity and accountability.  

Labor will deliver new funding, more staff and better support to the aged care sector. 

And I am determined to see that every single dollar of that investment goes to better care for

people. 

We will work with multicultural communities to support culturally appropriate care, because

we know that many older people revert to the language of their birth in their later years. 

We will give the Aged Care Safety Commissioner new powers. 

And we will make residential care providers report – in public and in detail – what they are

spending money on. 

The days of residents going without decent food and clean clothes will come to an end.  

That’s how a Labor Government will solve the crisis in aged care. 

Child Care. Medicare. Aged Care. Because Labor cares.

Registered nurses on site 24/7•

More carers with more time to care.•

A pay rise for aged care workers.•

Better food for residents.•

Dollars going to care.•
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Child Care. Medicare. Aged Care.
Because Labor cares.

THE BUDGET

That’s a different approach to what we heard on Tuesday night. 

People have seen it and heard it all before from this Government. 

The big promises that are never kept. 

The taxpayer-funded advertising ready to roll. 

And the big bucket of taxpayers’ money ready to be splashed around in an election

campaign. 

A Budget for the next 6 weeks, when we need a plan for the next 6 years 

The problem for this Prime Minister is that the Australian people have figured him out. 

This Government will say whatever it takes and promise whatever they think will get them a

second decade in office. 

But the facts do not lie. And we have a decade of facts to look at. 

Take the cost of living. 

Australians know that the cost of everything is going up – food, petrol, rent, child care,

doctor’s bills – and their pay has fallen behind. 

So let’s be really clear about this. 

You can’t put the worst-ever decade of wages growth down to a long run of bad luck. 

And it’s not due to COVID. 
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It’s not an accident at all. 

This Government wants to keep your wages low.

They have said it themselves: low wages growth is a deliberate design feature of their

economic architecture.  

Deliberate design. 

Not bad luck – bad policy. 

And this is a central difference between this Government and Labor on jobs and on cost-of-

living. 

I believe in a fair-wage, high-productivity economy. An Australia where working hard means

you can pay the bills, support your family, save for the future and achieve your aspirations. 

But this Prime Minister and this Treasurer see the last nine years of record low wages growth

as a great success story. 

And that’s why they cannot and will not ever be able to do anything meaningful or lasting to

help with the cost of living. 

Australians know the difference between structural reforms that change people’s lives for

the better and cynical one-off payments designed for an election. 

This Government might as well have stapled cash to your ballot paper. 

We know the pressure Australians are under, which is why these payments will be delivered

regardless of the election outcome. 

But if you vote Labor in May, our work on cost of living won’t stop when the votes are

counted. 

Because we know that the costs you’re dealing with aren’t one-offs. 

Your kids don’t go to child care for one week. 

You don’t use electricity for a few days. 

The relentless pressure of flat wages and rising prices won’t stop because of a short-term,

pre-election promise. 
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The truth is if you want real, permanent, meaningful help with the cost of living, you need a

plan to get wages growing again. 

And you need a Labor Government to do it. 

A Labor Government that is upfront with our plans. 

Not a Liberal-National Government that has driven down wages and has plans for cuts once

they get through an election. 

Because make no mistake: if the Liberals get a second decade, more cuts to services you

count on are coming.   

 

A BETTER FUTURE

My fellow Australians 

It was clear enough, on Tuesday night, that the Liberal and National parties think this

Budget will be enough to get them through the next election. 

The only jobs they are concerned about are their own. 

They’re asking you to trust them that somehow they’ll be better in their fourth term. 

After all the waste and rorts and scandals, can you imagine how arrogant and dismissive

they will be if they enter a second, long decade in office? 

But this election isn’t about their political future – it’s about our country’s future. 

And it’s a choice only you can make. 

We live in the greatest country on earth. 

Ask yourself: is this really as good as it gets? 

Because I believe we can aim higher. 

I believe Australians deserve a better future. 

4024



4/21/22, 1:27 PM Budget Reply 2022

https://anthonyalbanese.com.au/media-centre/budget-reply-2022 17/20

I believe in higher wages. 

I believe in universal, accessible, high-quality health care through Medicare. 

I believe our schools, universities and TAFEs are powerful national assets. 

I believe in dignity and respect for older Australians, including pensioners, who built our

nation. 

I believe every Australian deserves a roof over their heads and the doors of opportunity open

before them. 

I believe our natural environment needs protection and that dealing with climate change

presents opportunities not just challenges. 

I believe it’s a privilege to share this vast continent with the oldest continuous civilisation on

earth. 

I believe in hope and optimism, not fear and division. 

And as I ask you for the privilege of forming government, I think about the path of my life that

has led me here. 

I grew up in a council house, raised by a single mother. Mum and I didn’t have much, but we

had each other. 

I learnt the value of a dollar. I learnt about the strength of community. I learnt about the

power of optimism in the face of adversity. 

I learnt about the strength of a parent’s love, and how they will move mountains to give their

kids a better life. 

It’s where I learnt to fight for what I believe in and what it means for everyday people to have

leaders who fight for them. 

It’s why I’ll fight so hard for a better future. 

I went into politics because I believe good government can change the lives of Australians

for the better. 

Reaching out to those who’ve fallen back, and creating opportunities that make it possible

to get ahead, to be the best we can be. 
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That’s the dream I hold for my son, Nathan. I want to build a strong Australia to hand to his

generation. 

An Australia that gives them the chance to follow their dreams, to study what they want, to

learn the trade or get the job they want, to buy a home, to start a family.   

An Australia of boundless opportunity. 

An inclusive Australia that celebrates our rich diversity and values our multiculturalism as an

asset. 

An Australia that embraces the generous Uluru Statement from the Heart, including a

constitutionally recognised Indigenous Voice to Parliament. 

My fellow Australians 

I have unlimited faith in our country’s potential. 

And if I have the honour of serving as your Prime Minister, I can promise you I will work as

hard as I can every day to see that potential realised. 

I will act with integrity, lead with responsibility – and treat you with respect. 

We’ve been a through a tough couple of years, but I know our best days can be ahead of us. 

I will work with you, to build a better future. 

And I say to this Prime Minister, who himself declared months ago he was campaigning and

not governing: 

Call the election. Call it now. And let the people decide.
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3 April 2022

Interview with David Speers, Insiders, ABC
Subjects: Budget 2022- 23;

DAVID SPEERS:

Josh Frydenberg, welcome to the program.

JOSH FRYDENBERG:

Nice to be with you, David.

DAVID SPEERS:

So the Prime Minister says there'll be no increase in taxes, no new taxes, If you're reelected,
does that mean you're ruling out any further tax reform for the next three years?

JOSH FRYDENBERG:

Well, the tax reform that we've undertaken is actually cut taxes like abolishing a full tax bracket,
the 37 cents in the dollar. See, 95 per cent of taxpayers pay a marginal rate of no more than 30
cents in the dollar between $45,000 and $200,000. Our plan was set out in the Budget on
Tuesday night, it was a plan for lower taxes, it will see a $420 top up to the low and middle
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income tax offset which will see 10 million Australians benefit. There was also a cutting of the
fuel excise in half. There was also $120 tax deduction for small businesses that invest in new
technology, that in skilling their workers, and there was also an extension of the patent box which
sees a concessional company tax rate of 17 cents in the dollar for new innovation in areas like
agricultural technology and low emissions technology. It's a very stark contrast, David, our plans
as we've delivered, as we said to the Australian people last election for lower taxes, Labor's
$387 billion dollars of higher taxes, and Jim Chalmers, my opponent saying that he wants to be
flexible around tax, he wants to have an election Budget after the election. Well, the Australian
people deserve to know what flexibility on tax, for Labor means, not after the election, but before
the election.

DAVID SPEERS:

Okay. Well, let's try and stick to your plans. What you're planning for the next three years. Are
you ruling out any further tax reform?

JOSH FRYDENBERG:

Well, we've undertaken significant structural tax reform…

DAVID SPEERS:

I’m just asking about the next three years. And when the Prime Minister says no new taxes, no
tax increases? Does that mean no tax reform?

JOSH FRYDENBERG:

Well, what I'm saying is our tax reforms have been lowering taxes, you must be signing up to the
Labor definition of tax reform.

DAVID SPEERS:

No, I'm asking about the future, not the past.

JOSH FRYDENBERG:

Well, our future is about lower taxes. We're always looking for opportunities to cut taxes. In this
Budget we've done it, both for small businesses and for households. When you look at our track
record over the…

DAVID SPEERS:

What is your definition of tax reform? What's the Liberal definition of tax reform? Are you ruling
out any changes in the next three years?

JOSH FRYDENBERG:

The Liberal definition of tax reform is a simpler tax system, a fairer tax system, and lower taxes.
That's what we have delivered, on everything from small businesses to households and we've
also helped lead the world with the work around the multinational agenda and creating a
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minimum global tax through the OECD.

DAVID SPEERS:

Fairer taxes could include increasing some and decreasing others?

JOSH FRYDENBERG:

Well, if you look at our big signature stage three tax reform, what that has done is it's maintained
the progressive nature of our tax system. And that's always been a focus for us.

DAVID SPEERS:

So multinationals, big tech, they won't face any tax increases if you're back in?

JOSH FRYDENBERG:

Well, again, we've laid it out in the Budget. We did invest more money in the Budget around
multinational tax avoidance, we have made changes…

DAVID SPEERS:

You’re collecting extra $2 billion from multinationals…

JOSH FRYDENBERG:

Correct. And base erosion, profit shifting, the work that we've done through the OECD, leading
the world on a global minimum tax, has meant we get a better tax system.

DAVID SPEERS:

Alright. Let's talk about the cost of fuel. Five years ago, when you were the Minister for Energy
and the Environment, you wanted Australia to catch up with the rest of the world, introduce fuel
efficiency standards. You said, ‘if Australia had fuel efficiency standards in line with comparable
nations, the fuel saving per passenger vehicle could be above $500 a year.’ It never happened.
Are you saying you won't touch that reform for another three years as well?

JOSH FRYDENBERG:

We’re always looking for improvements around fuel efficiency standards, because when I said
that, it's not just about lowering the cost of petrol, but it's also about environmental outcomes.

DAVID SPEERS:

So you might do this?

JOSH FRYDENBERG:

Well, again, this is work that you know, Angus Taylor, is the Minister responsible has been
undertaken, but what we've done…

DAVID SPEERS:
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Five years ago, but what we're going to do…

JOSH FRYDENBERG:

But what we've done in the Budget is we've halved the fuel excise by more than 22 cents a
litre…

DAVID SPEERS:

Yeah…

JOSH FRYDENBERG:

We’ve done it for six months.

DAVID SPEERS:

You've said that, it’s very important. Just be clear, are you saying you could still do fuel efficiency
standards after the election?

JOSH FRYDENBERG:

We've always been committed to getting fuel efficiency standards in place but obviously working
through some of those details with the stakeholders is important.

DAVID SPEERS:

Right so it's still alive?

JOSH FRYDENBERG:

That issue has always…

DAVID SPEERS:

…option?

JOSH FRYDENBERG:

That issue has been a focus for us.

DAVID SPEERS:

Okay, you did instead cut the fuel excise…

JOSH FRYDENBERG:

We did.

DAVID SPEERS:

…for six months. Will definitely go back up in September no matter what?
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JOSH FRYDENBERG:

That's what the legislation said, the legislation sunsets, that's our plan. What we have done is, as
you say, done for six months, we've cut it by more than 22 cents a litre. In New Zealand they cut
it for just three months, but they did 25 cents a litre. In France, they did it for four months. In
Ireland, they did it for five months. In the Netherlands, for six months. Australia hasn't been alone
in cutting fuel excise but if you're a family with two cars and you fill up once a week, you're $30 a
week better off, up to, and $700 over the six months.

DAVID SPEERS:

So if you’re Treasurer or even Opposition Leader in six months’ time, you won't argue we need to
keep this fuel excise cut, right?

JOSH FRYDENBERG:

I'm certainly not arguing that. And the other thing to point to you, David, is that Treasury’s,
forecasts for the price of a barrel of oil is down to $100 by the September quarter, now it's around
$115, $120. So we actually think the barrel of oil price will come down.

DAVID SPEERS:

Okay. There was the fuel excise cut, there is the cash payments as well…

JOSH FRYDENBERG:

Yes.

DAVID SPEERS:

…to deal with cost of living as well. The Assistant Treasurer, Michael Sukkar, also announced a
$10 cut in the price of medicines. Here he was.

[Plays excerpt.]

DAVID SPEERS:

A $10 cut in the price of medicines. Why wasn't that in your Budget speech?

JOSH FRYDENBERG:

Well, what we've done in my Budget speech is I announced that with respect to the thresholds,
we would change that when you need multiple scripts. That's available to 2.4 million people…

DAVID SPEERS:

That is a different to what Michael Sukkar…

JOSH FRYDENBERG:

There’s a different point but…
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DAVID SPEERS:

So is that in the Budget or not?

JOSH FRYDENBERG:

Well, what Michael was talking about, actually was the 2.4 million people that will benefit with
reduction in the, in getting multiple scripts.

DAVID SPEERS:

No he wasn’t, he said that the price, the current amount will go from $42.50 to $32.50 from the
first of May, is he right?

JOSH FRYDENBERG:

Well, again, what we've been talking about in the Budget was taken for 2.4 million Australians to
get a reduction in the amount that they pay for their…

DAVID SPEERS:

Was this $10 price cut taken out of the Budget, was it?

JOSH FRYDENBERG:

No, what I'm talking about is there were 2.4 million people benefiting from reducing…

DAVID SPEERS:

The safety net, I know that.

JOSH FRYDENBERG:

The safety net.

DAVID SPEERS:

He specifically said, I can play it again if you’d like, there'll be a $10 cut in the price of medicine.
Is that happening?

JOSH FRYDENBERG:

Well, again, our focus has been on 2.4 million people getting over…

DAVID SPEERS:

I know your focus is there. Is that $10 cut…

JOSH FRYDENBERG:

Again, what Michael has done when he was introducing the legislation was talking about the
thresholds that have been reduced and…
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DAVID SPEERS:

Was he right about the $10 cut?

JOSH FRYDENBERG:

Well again, our focus has been on 2.4 million…

DAVID SPEERS:

I know your focus is there.

JOSH FRYDENBERG:

And…

DAVID SPEERS:

Just to be clear, one more time, is the price of medicine coming down $10?

JOSH FRYDENBERG:

The price of medicine is coming down for 2.4 million people, either concession cardholders or
non concession card holders. Previously, you needed 48 scripts. Now you need 36 scripts, if you
are a concession card holder, and…

DAVID SPEERS:

That’s a different thing to what he said…

JOSH FRYDENBERG:

That’s what we've been talking about and…

DAVID SPEERS:

So $10 cuts is not happening?

JOSH FRYDENBERG:

Well again, what we've done is both for concessional card holders and for non concessional card
holders, you get a substantial reduction in the cost of your medicines as a result.

DAVID SPEERS:

You did also pump a lot of money into the regions.

JOSH FRYDENBERG:

We did.

DAVID SPEERS:
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Various pots of money…

JOSH FRYDENBERG:

$21 billion...

DAVID SPEERS:

For infrastructure. You've called this unprecedented, just happens to follow the deal that was
difficult with Barnaby Joyce and the Nationals over net zero by 2050. Some of the projects you're
funding including the Hells Gate dam in North Queensland don't have a…

JOSH FRYDENBERG:

…business case.

DAVID SPEERS:

…a business case. Why are you committing $5.4 billion of taxpayers money, to something that
you don't know whether it will stack up?

JOSH FRYDENBERG:

Well, again, we've made a number of announcements. $21 billion worth of support for our
region's right across water infrastructure, transport infrastructure, telecommunications
infrastructure, and health in order to get more GPs and MRIs. Hells Gate dam has been on the
drawing board for a number of years, it would obviously be a priority for Queensland. We've
committed $5.4 billion, we'd like a contribution from the Queensland Government. We need…

DAVID SPEERS:

Wouldn’t you like a business case, though to make sure that you're not wasting the money?

JOSH FRYDENBERG:

And we are going to be doing business cases, that's absolutely…

DAVID SPEERS:

Shouldn’t you do that and then commit the money?

JOSH FRYDENBERG:

Because if you look at, for example, the Melbourne Airport Rail Link, David, we announced
$5 billion for that, matched by the Victorian Government with $5 billion before the business case
was undertaken. We will be doing business cases but what the businesses cases will be telling
us is not whether we will be building these dams or these infrastructure projects, it’s how we will
be doing it, because the key about business cases is you bring in the surveyors, you bring in the
architects, you bring in the engineers, they look at how to do it at maximum value and at
minimum cost.
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DAVID SPEERS:

The Fair Work Commission…

JOSH FRYDENBERG:

Yes.

DAVID SPEERS:

…will make a decision later this year on aged care workers pay. The Prime Minister says the
Government will “absorb any decision.” It’s a little unclear what that means. Labor's committed to
fund 100 per cent of whatever the umpire decides…

JOSH FRYDENBERG:

Whatever that means.

DAVID SPEERS:

Yeah, well, they'll pay 100 per cent of whatever the Fair Work Commission decides.

JOSH FRYDENBERG:

But again, you've got Government residential aged care providers and also you've got those in
the private sector and where Anthony Albanese has been all at sea, is the costings of his open
ended promises.

DAVID SPEERS:

Well, what about the Coalition? How much would you fund as an increase?

JOSH FRYDENBERG:

So firstly, we've taken aged care funding from $13 billion to $30 billion, a massive increase. We
commissioned the Royal Commission, and it was 148 recommendations and a five year plan and
I announced $17.7 billion dollars in last year's Budget across home care, across residential
care…

DAVID SPEERS:

The question is about how you’ll pay for the pay rise?

JOSH FRYDENBERG:

What we've said is we respect the independent umpire. The independent umpire is the Fair Work
Commission and then with respect to the private sector, David, what we have now is an
independent pricing authority that takes into account the input costs, and then makes the
subsidies increase accordingly. So we will respect the decision of the Fair Work Commission. But
when…
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DAVID SPEERS:

But what does this mean? I mean, whatever they recommend, will you pay for the lot? Or will you
ask the provider…

JOSH FRYDENBERG:

Well obviously, when it comes to Government, when it comes to Government provision in
residential care, then we take responsibility for that, when it comes to…

DAVID SPEERS:

100 per cent of that?

JOSH FRYDENBERG:

We take responsibility, obviously, we’d pick up the bill today…

DAVID SPEERS:

Okay, but the private operators, you’re saying, they’ll have to pay for part of it?

JOSH FRYDENBERG:

So there’s an independent pricing authority that determines based on all the input costs, what
that increase in subsidy will be. Where that is different to the Labor Party, is when Anthony
Albanese laid out his so called five point plan, he then went on Leigh Sales and said the total
cost of that was $2.5 billion, only then to be contradicted the next day by Katy Gallagher, his own
shadow finance person who said no, that was only for the non wage cost... So

DAVID SPEERS:

Yeah…

JOSH FRYDENBERG:

So he's talking about real wages, he's talking about real wage increases, right. And so what does
that actually mean he will fund? Which part of it for the private sector will he fund?

DAVID SPEERS:

We don't know, we don't know.

JOSH FRYDENBERG:

Well I’ve just told you what our plan is.

DAVID SPEERS:

Well with respect, we don't know what level of this increase, whatever it turns out to be, providers
will be required to pick up…
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JOSH FRYDENBERG:

That’s the independent pricing authority.

DAVID SPEERS:

You’ve got a lot of providers, 60 per cent of aged care facilities on an estimate that's going to be
coming out this week, are running at a loss. That's even after the increase you announced in last
year's Budget, 60 per cent running at a loss, 65 per cent in rural and remote areas. If you're
asking them to pay more for staff, some of them will shut their doors, won’t they?

JOSH FRYDENBERG:

Well, again, what we did in as you pointed out in last year's Budget, is we paid an extra $10 a
day per resident. We put in place new bonus…

DAVID SPEERS:

It’s not enough…

JOSH FRYDENBERG:

…retention bonuses for nurses, new other respite services for carers, obviously, a better
approach around the workforce, around quality and safety, a new funding model and the like.
This was comprehensive, transformational reform.

DAVID SPEERS:

But the point is 60 per cent of them are running at a loss right now even after all that, you're
going to ask them to pay more for their staff, can they really afford…

JOSH FRYDENBERG:

That's why you have an independent pricing authority, because that takes into account all the
different other input costs that these particular providers are encountering and then it tries to
work that out.

DAVID SPEERS:

And ultimately, though, this could cost billions and billions, far more than the two and a half billion
that Labor announced for other measures?

JOSH FRYDENBERG:

Well, that's I mean..

DAVID SPEERS:

Where will that money come from?

JOSH FRYDENBERG:
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Again, Labor's so called costings are very fluffy, rubbery.

DAVID SPEERS:

What about you though? I'm just asking you as Treasurer. Where will that money come from?

JOSH FRYDENBERG:

Well it depends, it depends on actually what the Fair Work Commission decides, as you know
there’s…

DAVID SPEERS:

They’ll decide on an increase on some level, where will the money come from?

JOSH FRYDENBERG:

Well, again, you've got to wait to see what actually that decision is and therefore, how much that
will cost. There are different estimates, as you know, you know, whether it's Uniting Care or
others, they've made different estimates. We're going to wait.

DAVID SPEERS:

Okay.

JOSH FRYDENBERG:

But what we've made very clear, is that we respect the decision of the Fair Work Commission.

DAVID SPEERS:

In the event of a hung parliament Zali Steggall says she would be open to supporting a Coalition
Government as long as Scott Morrison is not the Leader. Would you be prepared to step up?

JOSH FRYDENBERG:

Well, obviously we're hoping to win the election and striving to win the election in our own right.
With respect to the independents, firstly, they are fake independents, these independents are…

DAVID SPEERS:

Zali Steggall?

JOSH FRYDENBERG:

They're all having their strings pulled elsewhere. They're acting as a political party…

DAVID SPEERS:

Who’s organising Zali Steggall’s?

JOSH FRYDENBERG:
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Well, they're acting as a political party. They get their funding from Climate 200. They’re former
Labor Party members in many cases, including in my own seat…

DAVID SPEERS:

Well let’s stick to Zali Steggall, I don’t think she’s a former Labor Party member...

JOSH FRYDENBERG:

Well, in many cases they are and that's the point. And they're running with the implicit support of
the Labor Party. They're only targeting Coalition members…

DAVID SPEERS:

Okay.

JOSH FRYDENBERG:

And they’re running on a Labor Party platform.

DAVID SPEERS:

Would you would you rather be in opposition than take the Prime Ministership in those
circumstances?

JOSH FRYDENBERG:

Well, David, we're seeking to win the election in our own right.

DAVID SPEERS:

Your own seat of Kooyong is always a challenge to hold, Will you campaign with the Prime
Minister in your seat?

JOSH FRYDENBERG:

Well, if he would like to come down, he would be very welcome and I'll be campaigning with him
around the rest of the country as I'll be campaigning around the rest of the country, off to Western
Australia later today.

DAVID SPEERS:

Can you understand, can you believe the mess in the New South Wales Liberal Party Division
wasn't sorted out much sooner?

JOSH FRYDENBERG:

Well, it's less than ideal to say the least. And obviously, I'm glad that it's been sorted out now. But
don't think that we're the only side of politics that has had issues in our own divisions.

DAVID SPEERS:
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Sure.

JOSH FRYDENBERG:

The Labor Party, as recently as last week…

DAVID SPEERS:

[inaudible].

JOSH FRYDENBERG:

In the High Court, there was a challenge in the High Court last week to the Federal Labor Party's
division taking over the Victorian division. So don't think it's just…

DAVID SPEERS:

Okay…

JOSH FRYDENBERG:

… a pox on one house.

DAVID SPEERS:

What about these claims that Scott Morrison racially vilified a competitor in a preselection
context, which he denies…

JOSH FRYDENBERG:

He's categorically denied it. And Jamal Rifi, who is one of Australia's leaders of the Australian
Muslim Lebanese community, has said about Scott Morrison that he doesn't have a racist bone
in his body. That's what he has said.

DAVID SPEERS:

So you have never had anyone come to you with concerns about him using language like this…

JOSH FRYDENBERG:

No.

DAVID SPEERS:

…or his behaviour?

JOSH FRYDENBERG:

No.

DAVID SPEERS:
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Okay. Finally, we're about to head into the campaign. This is the end of a pretty extraordinary
three years for you as Treasurer of floods, fires, pandemic, and so on…

JOSH FRYDENBERG:

Global conflict.

DAVID SPEERS:

Indeed, global recession. If I can invite you not to be overly partisan at this moment, just give us
a reflection of what's been the most difficult moment, any regrets about your own decisions?

JOSH FRYDENBERG:

Well, obviously, the most difficult is having been a Victorian and living through, in Melbourne, the
longest lockdown of any city in the world, and that impacted every family in Melbourne. So at a
personal level, that was obviously very difficult for so many. As the Federal Treasurer, those early
days in March and in April, were the most difficult because 1.4 million people either lost their jobs
or saw their working hours reduced to zero and Treasury feared that unemployment could reach
as high as 15 per cent, now it's the equal lowest in 48 years at four per cent. So for me, that's
been the most rewarding part of the last two years is helping to steer an economy to have one of
the fastest and strongest economic recoveries in the world and one of the lowest unemployment
rates. We've seen…

DAVID SPEERS:

Any regrets over your decisions?

JOSH FRYDENBERG:

Well the thing I regret, and I felt really helpless at the time over, was the kids being out of school
for so long in Melbourne to be honest, you could be Federal Treasurer, Deputy Leader of the
Liberal Party, and you had no say over how we could get the kids back into the classroom earlier.
I think that's had a long term, detrimental impact on both education and social development
outcomes and you know, I feel very sad about that.

DAVID SPEERS:

Treasurer Josh Frydenberg, we will have to leave it there. But thanks for joining us.

JOSH FRYDENBERG:

My pleasure.
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Eight key election issues – and where the major
parties stand

Australia votes

By Staff reporters

APRIL 10, 2022

The major parties will go head-to-head on a handful of policy issues this election. STEPHEN KIPRILLIS

W ith 27 per cent of voters still undecided about whether Scott Morrison or Anthony
Albanese is their preferred prime minister, there is room for gains on both sides during
this election campaign. What are the key issues that will form the basis of the

Coalition and Labor campaigns, and where do both parties stand on them?

Economy

Both sides go into the election campaign without any clear plans on how to repair a federal
budget carrying almost $1 trillion in debt and which is unlikely to get back to surplus this
decade.
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The Coalition is promising to keep tax as a share of GDP below 23.9 per cent.

Labor is promising “quality over quantity” when it comes to spending, while not formally
adopting the Coalition’s targets for tax to GDP. It says its only tax increase will be on
multinational businesses.

The Coalition’s only substantial revenue measure in its most recent budget was to extend an
ATO taskforce targeting high net income earners and multinational businesses.

Both have committed to a review of the Reserve Bank, which would be its first since the early
1980s.

Foreign Affairs and Defence

There is no substantive policy difference between the Coalition and Labor on any national
security issue heading into this year’s election. Scott Morrison will look for any attempt to
wedge Anthony Albanese.

Experts have raised concerns the Coalition has been politicising the issue after Morrison
accused Albanese of being the “Chinese government’s pick at this election”.

Morrison’s argument centres on one of character and Labor’s record in government. Albanese
now says “China has changed” and has toned down his criticisms of the government’s handling
of the relationship with Beijing heading into the election.

Health

Neither major party has proposed substantive reform to the health system, as doctors push
for Medicare rebates to be raised and state and territory governments ask for the
Commonwealth share of hospital funding to be lifted.

The Opposition has promised to prioritise Australian-made medical supplies in government
tenders and develop a national investment plan for health care essentials.

Labor this week announced it would invest $38.4 million to expand newborn heel-prick
screening of rare diseases to test for 80 conditions instead of the current 25, working with
state and territory governments.

Morrison says the government’s record shows that it has increased funding to Medicare with
“record investments” and bulk billing “at the highest rate it’s ever been”.

Education

Labor’s education policy centres on a $1.1 billion pledge to make 465,000 TAFE places free
and fund an extra 20,000 university places. It has also promised to spend $440 million on
improving ventilation in schools and more mental health support for students.
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The Coalition announced a $2.4 billion plan to overhaul the apprenticeship training
scheme in the budget. For universities, there is $2.2 billion for research commercialisation,
which includes a $1.6 billion competitive program to fund early stage research ideas.

Childcare

The government scrapped the annual $10,500 cap on subsidies that previously applied to
families earning more than about $190,000 a year in its 2021 Budget.

They also increased the subsidy level for younger siblings when a family has two or more kids
aged under five in care at once – a move expected to benefit 250,000 families.

Labor’s proposal is to lift the subsidy level for everyone using care and increase the means test
so more families are eligible. Lowest-income families would receive a 90 per cent subsidy on
fees. The subsidy level tapers down evenly to nothing for families earning more than $530,000.

Climate Change

Both major parties head to the polls with a commitment to net zero emissions by 2050.

While the government remains committed to its interim target to reduce emissions by at least
26 per cent by 2030, it promotes forecasts that say it could overshoot that to achieve a 35 per
cent cut.

There are two significant differences between the major parties.

Labor has a more ambitious 2030 goal – to cut emissions 43 per cent within the decade. The
other is the mechanism to cut emissions. The government is funding R&D to lower the cost of
clean energy, while the opposition promises to place caps on Australia’s biggest industrial
polluters.

Industrial Relations

Labor will campaign loudly on its commitment to support the Health Services Union’s case
to raise aged-care wages, and to fund the outcome of the decision. Morrison has said the
Coalition would abide by any Fair Work decision but hasn’t endorsed the union’s case.

The Opposition is calling for 10 days of paid domestic violence leave while the Coalition
says it will leave it to the Fair Work Commission to decide.

Labor would also abolish two federal watchdogs, the Registered Organisations Commission
and the Australian Building and Construction Commission.

Aged Care
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Labor pledged an extra $2.5 billion over four years to improve regulation and bring forward
by a year the government’s commitment to mandate 24/7 nurses by July 2024. Labor later
clarified that commitment to say it was dependent on staff availability and that providers
would be given “flexibility”.

Both parties would fund higher wages, with only Labor committed to lodging an application
supporting the Health Services Union case.

Neither has said how they will pay for it after ruling out a new taxpayer levy, with some
estimating the Fair Work Commission ruling could cost $4 billion a year.

The Coalition has committed an extra $1.1 billion over forward estimates to its aged care
response, announced in last year's budget with $17.7 billion.

Jacqueline Maley cuts through the noise of the federal election campaign with news,
views and expert analysis. Sign up to our Australia Votes 2022 newsletter here.
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Dear Registry,  

 

AM2020/99 - Application to vary the Aged Care Award 2010 

 

Please find attached, by way of filing, Applicant’s Reply Submissions on behalf of the Health Services 

Union.  

 

Kind regards,  

Elsie Jordan | Legal Assistant 

E: ejordan@mauriceblackburn.com.au | T: (02) 8277 2639 | F: (02) 9261 3318 

 

The HSU also submitted the following reply witness statements by email on 21 April 2022: 

• Theresa Heenan 

• Agnes Charlier 

• Catherine Evans 

• Bridget Payton 

• Jade Gilchrist 

• Alison Curry 

• Lyn Cowen 

• Kerrie Boxsell 

• Kathy Sweeney 

• Kristy Youd 

• Lynette Flegg 

• Mark Castieau 

• Carol Austen 

• Lindy Twyford 

• Kathy Eagar 

• Donna Kelly 

• Sanu Ghimire 

• Antoinette Schmidt 

• Charlene Glass 

• Fiona Gauci 

• Sandra O’Donnell 

• Stephen Barnes 

• Tracy Roberts 

• Darren Kent 

• Michelle Harden 

• Pamela Little 

• Paul Jones 

• Sally Fox 

• Andrew Whyte 

• Deborah Kelly 

• Marion Jennings 

• Virginia Ellis 
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From: Jordan Lombardelli <Jordan.Lombardelli@ablawyers.com.au>  

Sent: Thursday, 21 April 2022 3:53 PM 

To: Chambers - Ross J <Chambers.Ross.j@fwc.gov.au> 

Cc: Nigel Ward <Nigel.Ward@ablawyers.com.au>; Alana Rafter <Alana.Rafter@ablawyers.com.au>; 

Alex Grayson <AGrayson@mauriceblackburn.com.au>; Ben Redford 

<Ben.Redford@unitedworkers.org.au>; Nick White <nwhite@gordonlegal.com.au> 

Subject: AM2020/99, AM2021/63 and AM2021/65 | Aged Care Work Value | Objections to Evidence 

 

Dear Associate to President Ross, 

 

We act for Australian Business Industrial (ABI), Aged & Community Services Australia 

(ACSA) and Leading Age Services Australia (LASA) in the abovementioned matter. 

 

As per the Statement dated 6 April 2022, Item 4, please see attached ABI, ACSA & LASA’s 

response regarding the objections to evidence.  

 

Yours Faithfully, 

 

Jordan  

 

Jordan Lombardelli 

Associate 

Australian Business Lawyers & Advisors 

 

140 Arthur Street, North Sydney, NSW 2060 

Dir: 02 9466 4111 | Mob: 0419 167 865  

Tel: 1300 565 846 | Web: ablawyers.com.au | : LinkedIn  
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21 April 2022 

 

BY EMAIL: Chambers.Ross.j@fwc.gov.au 

 

 

Associate to President Ross 
Fair Work Commission 
Level 4, 11 Exhibition Street 
MELBOURNE VIC 3000 
 

ABN 76 008 556 595 

Level 10 
140 Arthur Street 
North Sydney NSW 2060 
 
Locked Bag 938 
North Sydney NSW 2059 
t  1300 565 846 
f  +61 2 9954 5029 
 

  

 

Dear Associate 

OBJECTIONS TO EVIDENCE - AM2020/99; AM2021/63; AM2021/65 - AGED CARE 
INDUSTRY - WORK VALUE CASE  

We write to you on behalf of ABI, ACSA and LASA. 

Whilst there are obviously parts of the witness evidence filed by the HSU, UWU and ANMF that 

are ordinarily objectionable, including such things as opinion expressed without foundation, 

relevance, hearsay etc., we will not be filing any formal objection on behalf of our clients to the 

evidence of the HSU, UWU or ANMF in the abovementioned matter. 

Instead, we reserve the right to address such matters in closing submissions, and deal with these 

in terms of what weight, if any, these parts of the witness statements should be given. 

In the context of a work value case this approach protects our client’s position, while providing 

some likely needed efficiency in the matter. 

If you have any questions, please contact Jordan Lombardelli. 

Yours sincerely 

 

 

Nigel Ward  
CEO + Director  
Australian Business Lawyers & Advisors  
Nigel.Ward@ablawyers.com.au  

Jordan Lombardelli  
Associate  
Australian Business Lawyers & Advisors  
Jordan.Lombardelli@ablawyers.com.au  
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27 May 2022 
 
 
The Hon. Justice Ross AO  
Fair Work Commission  
Level 4, 11 Exhibition Street  
Melbourne VIC 3000 
 
Dear Justice Ross 
 
MercyCare write this letter in relation to the award rates under consideration in the matters 
of AM2020/99; AM2021/65; and AM2021/63. 
MercyCare is a not-for-profit provider of aged care services. We operate five residential 
aged care homes, providing services to 380 residents and 2000 home care clients in 
Western Australia. 
Together with our staff, Mercycare support a significant increase to the aged care award 
rate fully funded by the Federal Government. This increase will help address inequity and 
the increasing complexity of the work that aged care staff perform, help ease staff shortages 
severely impacting the industry and provide a platform for a sustainable industry to meet 
care needs for elderly Australians into the future.  
Our staff are highly skilled individuals who care deeply for our residents and provide them 
with the care and support they need to live their best lives with enjoyment and dignity. We 
would welcome the opportunity to host the Fair Work Commission at one of our aged care 
facilities.  
Without a skilled, engaged and properly remunerated workforce, the aged care sector 
cannot continue to deliver the essential care and services older Australians deserve and the 
community expects. 
We support increased wages for employees covered by the aged care award, nurses award 
and SCHADS award in line with the HSU’s recommendations.  
 
Yours sincerely 
 

 

Anthony Smith 

Chief Executive Officer  
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FAIR WORK COMMISSION 
 

THE AUSTRALIAN NURSING AND MIDWIFERY FEDERATION 

Applicant 

APPLICATION UNDER SECTION 157 OF THE FAIR WORK ACT 2009 (CTH) TO 

AMEND THE AGED CARE AWARD 2010 AND NURSES AWARD 2010 

First Matter 

 

 AM2020/99 

HEALTH SERVICES UNION 

Applicant 

APPLICATION UNDER SECTION 157 OF THE FAIR WORK ACT 2009 (CTH) TO 

AMEND THE AGED CARE AWARD 2010 

Second Matter 

 

 AM2021/65 

HEALTH SERVICES UNION 

Applicant 

APPLICATION UNDER SECTION 157 OF THE FAIR WORK ACT 2009 (CTH) TO 

AMEND THE SOCIAL, COMMUNITY, HOME CARE AND DISABILITY SERVICES 

INDUSTRY AWARD 2010 

Third Matter 

 

CLOSING SUBMISSIONS OF THE 

AUSTRALIAN NURSING AND MIDWIFERY FEDERATION 
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A. Introduction 

1. By Form F46 dated 17 May 2021, the Applicant (“ANMF”) applies,1 under section 158 

item 1 of the Fair Work Act 2009 (Cth) (“FW Act”), to vary terms in the Aged Care 

Award 2010 (“Aged Care Award”) and the Nurses Award 2020 (“Nurses Award”).2 

2. In overview, two amendments are sought: 

(1) the amendment of the Nurses Award by inserting a new schedule, applicable to 

aged care workers only and expiring after four years, which increases rates of 

pay by 25 per cent; and 

(2) the amendment of the Aged Care Award by: 

(a) removing Personal Care Workers (“PCWs”) from the main stream of 

“aged care employee” in Schedule B and creating a new classification 

structure for them; and 

(b) increasing PCW rates of pay by 25 per cent. 

3. The two proposed variations that involve increases in modern award minimum rates of 

pay—i.e., the variations described in [2(1)] and [2(2)(b)] above—will be called the 

“Award Minimum Wages Variations.”  The variation described in [2(2)(a)] above—

will be called the “PCW Classification Variation”. 

A.1 Background to application 

4. On 26 February 2021, the Royal Commission into Aged Care Quality and Safety 

(“Royal Commission”) submitted its final report to the Governor-General.3  The Final 

Report bluntly states as follows ([FR.2.214]): 

“The bulk of the aged care workforce does not receive wages and enjoy terms 

and conditions of employment that adequately reflect the important caring role 

1  The ANMF is an organisation that is entitled to represent the industrial interests of one or more of the 

employees that are covered by each of the awards. 
2  The Application refers to the Nurses Award 2010, which is what the Award was called until the 

determination dated 29 July 2021 in matter AM2019/17 (4 yearly review of modern awards) took effect, 

on 9 September 2021. 
3  The Final Report dated February 2021 will be called, “Final Report.”  The Final Report is in three 

volumes, the third having parts A and B.  Inline references to pages of the Final Report will take the form 

[FR.X.Y], where X is the volume number and Y the page number.  The Interim Report submitted to the 

Governor-General on 31 October 2019, which is in three volumes, will be called the “Interim Report.”  

Inline references will take the form [IR.X.Y].  So, [IR.1.25] is a reference to Vol 1, page 25 of the Interim 

Report.  [FR.3A.100] is a reference to Vol 3A, page 100 of the Final Report. 
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they play.” 

5. That is the fact. 

6. The problem of low wages is pronounced and has systemic consequences 

(see, e.g., [FR.2.216]).  It has been unresponsive to attempts to correct it (see, e.g., 

[FR.3A.414]).  In 2018, the Aged Care Workforce Strategy Taskforce recommended 

that industry develop a strategy to transition workers to higher wages.  That did not 

work: “there has been no discernible increase in aged care wage rates in the more than 

two and a half years since the Taskforce report was published” ([FR 3A.414]). 

7. As outlined below, enterprise bargaining has not (and will not) solve the low-wages 

problem.  This shows the wisdom of Recommendation 84 in the Final Report 

([FR.1.263]), so far as it is targeted at applications to vary wage rates to reflect the work 

value of aged-care employees under section 157 of the FW Act. 

8. Recommendation 84 was that unions should collaborate with Government and 

employers and apply to vary wage rates in (inter alia) the Aged Care Award and the 

Nurses Award.  The product of that “collaboration”—a consensus statement as between 

the various affected unions and employer organisations—strongly supports the 

ANMF’s application.  This, too, will be discussed below. 

A.2 Overview of conclusions the Commission would reach 

9. The Award Minimum Wages Variations are sought on the basis that a 25 per cent 

increase to minimum wages for aged care workers under the Nurses Award and the 

Aged Care Award is justified by work value reasons and is necessary to achieve the 

modern awards objective and minimum wages objective. 

10. There are two planks in the ANMF’s submission that such an increase is justified.  

These are cumulative, but if either of them is established then that would, the ANMF 

submits, found an increase in minimum award wages. 

11. The first is that the nature of aged-care work has changed over about the last twenty 

years, including in that the work is now more complex and stressful than previously, it 

involves more skill and responsibility than previously, and is performed in conditions 

that are in many ways more demanding of employees than previously.  These are all 

“work value reasons” within the meaning of the FW Act; yet wages have not increased 

in a way that accounts for these increases in work value. 
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12. The second is that, in any case, the wages of aged-care workers have historically been 

undervalued.  The fact of aged-care workers being overwhelmingly women is at least a 

substantial explanation for this historical undervaluation. 

13. Each of these two planks will be developed in considerable detail below.  Here, though, 

an overview is provided of some (at least) of the conclusions the ANMF submits that 

the Commission would reach, in regard to each of the two planks. 

A.2.1 The nature of aged-care work has changed over the last twenty or so years 

14. It has been submitted that the work is more complex than previously, requires more 

skill, involves more responsibility, and involves (at least in many ways) more 

demanding or a worsening in conditions.  The Commission would easily find that this 

is so, including because of the following matters: 

(1) Recipients of aged care have more acute care needs than previously, and more 

complex treatment needs.  Examples of this trend (selecting just a few out of 

many) include increased prevalence of dementia and other cognitive conditions, 

increased polypharmacy, increased wound care complexity, increased 

co-morbidity, decreased mobility, and decreased continence.  Evidence 

supporting all of these propositions is summarised in Part E.1 below. 

(2) There is a long-term trend of lower staffing levels in aged care, as well as a 

long-term change in skill mix in the sense that there are fewer RNs and ENs, 

and more AINs / PCWs.  The latter of these points means both that the nursing 

workload (including supervisory workload) is spread between fewer nurses, and 

that AINs / PCWs are performing more-complex work than previously because 

nurses are not available to perform that work (see Part E.2). 

(3) There has been a cultural transformation toward more person-centred, 

individualised, care, away from a more-regimented or task-based approach, 

historically taken towards aged care.  Performance of person-centred care takes 

more time, and involves more skill and decision-making.  The expectations of 

aged-care recipients and their families are commensurately higher than 

previously (see Part E.3). 

(4) Aged care has always been a highly regulated industry, but the regulatory 

burden (which is acquitted, at least in large part, by the work of RNs, ENs, and 
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AINs / PCWs) has increased considerably over the last twenty or so years.  This 

includes the work associated with the implementation of the “Serious Incident 

Reporting Scheme” (introduced April 2021), the work associated with procuring 

ACFI funding, the increased work as well as increased risk associated with 

limitations on the availability of chemical and physical restraints on residents 

(from July 2021), the increased burden of documentation, the increased 

complexity of care plans, and the increase in both the amount and complexity 

of interactions with residents’ families (see Part E.4). 

(5) There has been an increase in the need for particular kinds of skills associated 

with the provision of aged-care work, including in particular observational 

skills, interpersonal skills, making of clinical-type observations (blood pressure, 

etc.), dealing with falls, wound care, the use of catheters, and the administration 

of medication.  In many cases, these increases are associated with the increase 

in acuity and the change in care models, but they have been separately addressed 

in Part E.5. 

(6) There has been an increased need for workers to provide dementia care and 

palliative care, both of which are complex areas of care, requiring the bringing 

to bear of complex skills.  Again, this is at least in large part a function of 

increased acuity, but it deserves (and has received) separate treatment in 

Part E.6. 

(7) Because of the increased age and acuity of aged-care recipients on entry to 

residential care, death of residents is more frequent.  Deaths themselves, and the 

interactions with family members thereafter, are distressing for aged-care 

workers, and take an emotional toll.  It is not to be forgotten that, despite that 

aged-care work is work, it inevitably involves the making of personal 

connections with residents.  To be confronted, constantly, with the deaths of 

persons with whom personal bonds have been formed is at least an unusual, if 

not a unique, burden shouldered by the aged-care worker (see Part E.7). 

(8) For this reason and other reasons, the work is more mentally and emotionally 

demanding than it used to be.  It is also more physically demanding (see 

Part E.8). 
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(9) Aged-care workers deal with more violence and aggression in the workplace 

than previously, including because of increased dementia, and because of 

decreased chemical and physical restraint (see Part E.9). Greater skill is required 

in de-escalating situations where violence and aggression is threatened. 

(10) Including because of changed staffing profiles, the supervisory burden on RNs 

and ENs is spread between fewer of them, which increases the burden on each 

of them individually.  The reverse side of the coin is that AINs / PCWs, while 

still subject to the supervision of nurses, are less-directly supervised, which 

enhances the responsibility they bear (Part E.10). 

(11) While technology and changes in built form have made the work easier in some 

ways, they have made it more difficult in other ways.  In any case, many of the 

technological changes that have been implemented are really responses which 

lessen, but do not entirely offset, the increased physical burden associated with 

changes in acuity.  To exemplify this last point, aged-care workers are required 

to perform many more lifting manoeuvres than in the past, due to the decreased 

mobility of residents.  This has dramatically increased work requirements.  

Because lifting machines are available, the dramatic increase in work is not as 

dramatic as it would be if lifting machines were not available; but this only 

lessens and does not eliminate the increase in work (Part E.11). 

(12) The aged-care workforce is more-highly qualified, and receives more specialist 

training, than in the past (Part E.12). 

(13) It has been increasingly difficult to attract and retain an aged-care workforce, 

meaning that workers are more-often working with newer workers (newer to the 

workforce as a whole, newer to a particular facility, or both).  This lessens the 

ability of care teams to develop workflows and increase the efficiency of models 

of work and care, and hence increases the difficulty of the work (Part E.13) 

(14) COVID-19 has increased the risk of the work, and the skill involved in doing it 

(not least because of training and changed protocols in regard to infection 

prevention and control).  These changes are not short-term or transient—they 

will affect the nature of aged-care work into the future (Part E.16). 
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15. These conclusions would be enough for the Commission to be feel satisfied that reasons 

exist which justify a 25 per cent increase in award minimum wages. 

A.2.2 Wages of aged-care workers have historically been undervalued 

16. Further, however, the ANMF advances its second plank.  This involves, in high 

overview, the following propositions. 

(1) The aged-care workforce is, and has been, overwhelmingly female (upwards of 

85 per cent across each of RNs, ENs, and AINs / PCWs (see Part E.14). 

(2) There is and has been, economy-wide, a gender pay gap (“GPG”) in Australia, 

whether or not one adopts a “standard” / “orthodox” approach or an 

“institutional,” “sociological,” or “heterodox” approach (see Part F.1 

concerning the Smith/Lyons Report). 

(3) The most-significant contributing component to the GPG is gender 

discrimination.  This may include “undervaluation of feminised work and 

skills”, which is “influenced by social expectations and gendered assumptions 

about the role of women as workers”, and is including because of the 

“invisibility” of skills which have historically not been differentiated from 

“social behaviour required to relate to other humans outside the workplace, 

especially children, or the ill, infirmed or aged” (see, again, Part F.1 concerning 

the Smith/Lyons Report). 

(4) These skills can, in fact, be identified—which is to say that, despite being 

“invisible,” they can be made visible.  The work of Hon Assoc Prof Junor aids 

in this task.  Her tool (the Spotlight Tool) is designed to reduce unwitting gender 

bias, by measuring the content and level of skills that have been “hidden”, 

“under-defined”, “under-specified” or “under-codified” (see Part F.2 

concerning the Junor Report). 

(5) And, when the Spotlight Tool was turned onto descriptions given by aged-care 

workers of the work they perform, Dr Junor finds (as summarised in Part F.2), 

and the Commission may itself separately find (as summarised in Annexure 1 

to these submissions), a very large number of countable instances of the kinds 

of skills that traditionally have not been recognised as such (and hence have 

been left out of account in the setting of rates of pay). 
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17. In short, the lay evidence, the evidence in the Smith/Lyons Report, and the evidence on 

the Junor Report, are mutually-reinforcing and entirely consistent.  Each of the 

Smith/Lyons Report and the Junor Report contain conclusions that the current rates of 

pay in the Nurses Award and the Aged Care Award do not reflect underlying work 

value.  Why is that?  It is for reasons including that there are “invisible” skills that are 

in fact brought to bear by workers, but which have not traditionally been recognised as 

skills for various reasons. 

18. How do we know that these skills are in fact being exercised?  Because of 

Hon Assoc Prof Junor’s analysis and separately because of the evidence of lay 

witnesses.  And we know that there are and have been failures properly to value work 

in gendered industries (such as aged care) due to the existence of the GPG, which (the 

Smith/Lyons Report tells us) exists in largest part because of gender bias, including the 

non-recognition of “invisible” skills. 

19. Submissions are made below about whether the Commission needs to make positive 

findings about why wages were not properly fixed in the past (it being uncontroversial 

between the parties that they were not properly fixed).  But no matter which approach 

the Commission takes to that question, it will be relevant to the Commission’s analysis 

to have an explanation as to why wages might be lower than work value warrants.  Each 

of the two planks of the ANMF’s argument provides such an explanation. 

A.2.3 The Modern Awards Objective and Minimum Wages Objective 

20. In summary, the Commission would be satisfied that the Modern Awards Objective and 

Minimum Wages Objective are met for the following reasons: 

(1) The current award minimum rates for all Nursing Assistants and Enrolled Nurse 

classifications under the Nurses Award and AIN / PCW classifications under 

the Aged Care Award are currently close to, or below the “low paid” threshold 

(see also the evidence in Part E.13 concerning the sufficiency of current wages). 

(2) Further, the current wage rates are neither fair nor relevant, including because 

the rates do not reflect workers’ work value, are out of step with community, 

expectations, are inconsistent with rates applying in other sectors for equivalent 

work, and result in significant labour force deficiencies (see Part G.1 and G.2 

below). 
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(3) Enterprise bargaining has not solved, and will not solve, this problem (see 

Part G.4 in particular). 

(4) The Award Minimum Wages Variation would promote social inclusion through 

workforce participation by: 

(a) a greater ability to attract and retain staff (as to which see, Part G.2 in 

particular);  

(b) an incentive for career progression for workers in the industry;  

(c) accordingly, higher-quality care and quality of life for aged-care 

residents. 

This is especially so in circumstances where 86 per cent of the direct care 

workforce in aged care identify as female and where increased wages would 

promote further workforce participation and retention. 

(5) A correction of the historical undervaluation of the work values of aged care 

employees would promote the principle of equal remuneration for work of equal 

or comparable value. 

A.2.4 The PCW Classification Variation 

21. As to the PCW Classification Variation, the simple point is that the work performed by 

AINs / PCWs differs qualitatively from the work done by general and administrative 

services and food services workers, so their rates of pay should be treated separately.   

22. That is not to say that the ANMF supports a pay increase for AINs / PCWs and not for 

general and administrative services and food services workers (over whom the ANMF 

does not have coverage).  Rather, even if the Commission is satisfied that those workers 

should have the same wage increase as AINs / PCWs, still it would be appropriate to 

separate out the latter in the classification structure.  The existing classifications 

shoehorn together into a single classification varieties of worker who perform very 

different work. This carries with it the risk of stultification of development of particular 

terms and conditions (especially in relation to wages, but even otherwise) which take 

account of those qualitative differences between work. 
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A.3 Evidence and material available to the Full Bench in determining the ANMF’s 

application 

23. The Full Bench has before it a substantial body of material to assist in determining the 

ANMF’s application.  This material includes: 

(1) Material establishing agreement between interested parties as to various factors; 

(2) Evidence from frontline workers in the aged care industry; 

(3) Evidence from union officials with particular knowledge of the aged care 

industry; 

(4) Expert evidence; 

(5) Evidence from employer representatives; and 

(6) Evidence from numerous reviews, reports, and other source material, primary 

amongst which are the reports of the Royal Commission. 

24. The effect of the orders of 1 July 2021 is that the applications AM2020/99 and 

AM2021/65 by the Health Services Union (“HSU”) and the application AM2021/63 by 

the ANMF are each to be dealt with jointly by one Full Bench and any evidence given 

in the matters will be admissible in relation to all of them.  Evidence has been tendered 

by the ANMF, HSU, United Workers Union (“UWU”) and employer interests 

represented by Aged & Community Services Australia (“ACSA”), Leading Age 

Services Australia (“LASA”) and Australian Business Industrial (“ABI”).  Some 

evidence will be of direct relevance to each of the applications currently before the 

FWC.  Other evidence will be less directly relevant to the ANMF’s application (such 

as evidence of from cooks of their work in an aged care facility).  However, such 

evidence may still go to broader changes within aged care and the common issues and 

themes that reflect upon the work value of those covered by the ANMF’s application. 

Material establishing agreement 

25. Material establishing agreement between interested parties as to various factors  

includes, first and foremost, the “AGED CARE SECTOR STAKEHOLDER 

CONSENSUS STATEMENT” (“Consensus Statement”).  The parties to that Consensus 

Statement include ACSA, LASA, the ANMF, the Health Services Union, the United 

Workers Union, and a number of other aged-care stakeholder organisations.  
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26. By its own terms, the Consensus Statement "reflects the matters over which the parties 

have reached agreement…" (CS, page 1).  It was made pursuant to recommendation 

76(2)(e) of the Royal Commission in express contemplation of these proceedings.  The 

parties to the Consensus Statement represent a broad cross-section of interests.  The 

FWC would give very considerable weight to its content.  Its content is supportive of 

the ANMF's application (and the other applications).   

27. Further, many of the points of consensus are also the subject of agreement by other 

employers who were not parties to the Consensus Statement but who have filed material 

in respect of these proceedings (as outlined below). 

28. ACSA and LASA together with ABI have filed joint submissions dated 4 March 2022 

(the “Joint Submission”). Some of the content of the Joint Submission may be read as 

departing from the Consensus Statement despite ACSA and LASA being parties to the 

Consensus Statement.  In opening submissions, Justice Ross questioned the 

representative of ACSA, LASA and ABI as to the status of assertions in the Joint 

Submission, seeking clarity around what the Full Bench should be guided by to the 

extent of any inconsistencies.4  Despite that invitation, neither ACSA nor LASA have 

expressed an intention to abandon their status as parties to the Consensus Statement or 

renounce any part of the Consensus Statement.  As such, the position of ACSA and 

LASA in these proceedings should be understood consistently with the Consensus 

Statement.  Making inconsistent submissions would be akin to seeking to withdraw an 

admission. In the absence of clear evidence, parties to litigation and a Court or tribunal 

are entitled to assume that admissions were properly made, so that where leave to 

withdraw a submission is sought an explanation should be given.5  No explanation has 

been given here. 

Evidence from frontline workers in the aged care industry 

29. There is a substantial body of evidence before the FWC from 72 frontline aged care 

workers as is relied upon by the ANMF, HSU and UWU.  This evidence is summarised 

in the Report to the Full Bench by Commissioner O’Neill dated 20 June 2022 (Lay 

Evidence Report).   The evidence from aged care workers in community care and 

4  Transcript, 26 April 2022, at [PN217] per Justice Ross. 
5  See, e.g., Celestino v Celestino [1990] FCA 449 at page 8 (Spender, Miles and von Doussa JJ). 
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residential care spans each Australian State.6 This evidence is addressed further below 

in these submissions. 

Evidence from union officials  

30. The ANMF also relies upon evidence from union officials filed by the parties.  This 

includes the nine statements from the ANMF’s eight officials and the oral evidence of 

seven of those witnesses.  That evidence goes to (inter alia): 

(1) The nature of the work performed in aged care; 

(2) The nature of the aged care sector and the aged care workforce; 

(3) The health status and characteristics of residents and clients in aged care; 

(4) Enquiries and reviews into aged care; 

(5) The regulation  and registration of nurses;  

(6) The education and training of employees in aged care; 

(7) Regulation and funding in aged care; 

(8) Occupational health and safety in aged care; 

(9) Enterprise bargaining in the aged care sector; and 

(10) The industrial history of wage fixation applicable to the aged care sector. 

Expert evidence 

31. The ANMF relies upon the Amended Report of Assoc Prof Smith and Dr Michael 

Lyons dated 2 May 2022 (“Smith/Lyons Report”) as well as the oral evidence of 

Assoc Prof Smith, and the Amended Report of Hon Assoc Prof Anne Junor filed 5 May 

2022 (“Junor Report”) and her oral evidence.   

32. This evidence is further addressed at Part F below. 

33. The FWC also has the benefit of expert evidence adduced by the HSU from: 

(1) Professor Sara Charlesworth; 

6  Lay Evidence Report at [7] and [8]. 
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(2) Dr Gabrielle Meagher; 

(3) Professor Kathy Eagar; and  

(4) Dr Susan Kurrle. 

Evidence from employer representatives 

34. The Full Bench has also received evidence from nine employer representatives.  Where 

relevant this evidence is identified below. 

The findings of the Royal Commission, other reviews, reports, and source material 

35. The FWC is entitled to inform itself in relation to any matter before it in such manner 

as it considers appropriate (FW Act, section 590(1)).  And, it is not bound by the rules 

of evidence (FW Act, section 591).  

36. The Royal Commission Interim Report and Final Report are likely to assist the FWC 

in deciding some of the issues raised by this application.  The Royal Commission:  

(1) attracted more than 10,000 public submissions ([FR.1.181]);  

(2) surveyed more than 1,000 aged-care providers ([FR.1.182]), and visited 

providers ([FR.1.188]);  

(3) received submissions from interested organisations including industry bodies 

and unions, and received expert evidence from (inter alia) academics, clinicians, 

service providers, and government agencies ([FR.1.183]);  

(4) held 99 hearing days and heard from more than 600 witnesses ([FR.1.183]);  

(5) was able to (and did) require the production of documents ([FR.1.185]);  

(6) consulted with experts including officers of Australian Government agencies 

([FR.1.187]);  

(7) conducted and commissioned international and domestic research, yielding “a 

huge volume of data … from different parts of the aged care system that had 

previously been inaccessible to researchers” ([FR.1.189]). 
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37. The Commissioners were former judges (the Honourable Richard Tracey AM RFD QC; 

the Honourable Tony Pagone QC) and a former CEO of Medicare Australia and 

Australian Public Service Commissioner (Ms Lynelle Briggs AO). 

38. The Australian Government has accepted the vast majority of the recommendations 

made by the Royal Commission, including Recommendation 85 which is targeted at 

improved remuneration for aged-care workers.7 

39. Of course, the focus of the Royal Commission was different from the focus of these 

applications, and so much of the material set out in the Royal Commission reports is 

irrelevant, and equally many of the issues raised by this application were not addressed 

by the Royal Commission.  Nevertheless, where there is overlap, the findings of the 

Royal Commission will generally be probative, and likely to assist the FWC.  The FWC 

has taken this sort of material into account, in the past.8 

40. The FWC has acknowledged and identified other key documents contained in the 

Research Reference List (“RRL”) published 9 June 2022, noting that the Full Bench 

has indicated that it proposes to have regard to these materials in consideration of the 

applications. 9   It is submitted that the FWC can and should have regard to such 

materials in determining the ANMF’s application. 

7  Australian Government Response to the Final Report of the Royal Commission into Aged Care Quality 

and Safety, May 2021. 
8  See, e.g., 4 yearly review of modern awards—Penalty rates [2016] FWCFB 965 at [18] (Ross P,  

Catanzariti VP, Asbury DP, Hampton C, Lee C), citing Equal Remuneration Test Case Decision [2011] 

FWAFB 2700 at [225]; Re IEU [2014] FWC 7838 at [41], [42]; Re SDA [2014] FWCFB 1846 at [163]-

[164]; Annual Wage Review 2012-2013 [2013] FWCFB 4000 at footnotes 111, 143, 144; Redundancy 

Test Case Decision [2004] AIRC 287; (2004) 129 IR 155 at [223]–[224]. 
9  See [2022] FWCFB 94 at [10]. 
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B. Response to Background Documents and Provisional Views 

41. On 09 June 2022, the Full Bench published “Background Document 1—The 

Applications.”  By its statement ([2022] FWCFB 94) also issued 09 June 2022, the Full 

Bench sought short written responses to the questions set out in that document.  Where 

those questions are directed to the ANMF, the ANMF’s responses are set out below. 

B.1 Question 1 [of Background Document 1] for all parties: Are there any corrections 

or additions to section 1?  

Footnotes 5–8 

42. The wage increases sought by the ANMF’s application dated 17 May 2021 are 

summarised in paragraphs [10] and [11] of Background Document 1.  As noted in 

footnotes 5 and 7 to those paragraphs, the minimum wages in the Nurses Award and 

the Aged Care Award were increased since the application was made as the result of 

Annual Wage Review 2020-21 (see [2021] FWCFB 3500, PR729289 and PR729273). 

Further, as noted in footnotes 6 and 8 to those paragraphs, in their submission dated 

4 March 2022, the Joint Employers also calculate a 25 per cent increase on the 

minimum rates in the Nurses Award and the Aged Care Award and their calculations 

differ from the ANMF. 

43. The ANMF’s calculations were made before Annual Wage Review 2020-21 whereas 

the Joint Employers’ calculations were made after that review.  The differences between 

the calculations appear to reflect the increase in minimum wages as the result of Annual 

Wage Review 2020-21.  There have been two additional developments since the 

application was made which affect the variations sought by the ANMF. 

44. First, the Nurses Award 2020 came into operation on 9 September 2021.  As noted in 

paragraphs [7]–[9] of Background Document 1, the ANMF proposes to insert a new 

Aged Care Employees Schedule into the Nurses Award which would apply to 

employees working in the aged care industry in all classifications except Occupational 

health nurses.  Apart from the higher wages and the omission of the Occupational health 

nurse classifications, the proposed schedule reflected the structure of clause 14 of the 

Nurses Award 2010 as it was in operation at the time the application was made. 

Clause 15 of the Nurses Award 2020 differs from clause 14 of the Nurses Award 2010 

in two significant respects: it contains a minimum hourly rate for each classification 

and minimum entry rates for employees with a 4-year degree or a Masters degree. 
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45. Second, the minimum wages in the Nurses Award and the Aged Care Award have 

further increased as the result of Annual Wage Review 2021–22 (see [2022] FWCFB 

3500, PR740715 and PR740693). 

46. The last two pages of these submissions (Annexure 2) are schedules.  Part A of 

Annexure 2, relating to the Nurses Award 2020, reflects the results of Annual Wage 

Review 2020–21 and Annual Wage Review 2021–22, and includes a minimum hourly 

rate for each classification and minimum entry rates for employees with a 4-year degree 

or a Masters degree.  Part B of Annexure 2, relating to the Aged Care Award 2010, 

reflects the results of Annual Wage Review 2020–21 and Annual Wage Review 2021–

22. 

Paragraph [15] 

47. Paragraph [15] of Background Document 1 refers to the ANMF’s proposal to remove 

PCWs from the main stream of “aged care employee” in Schedule B to the Aged Care 

Award and to create a new classification structure for them. 

48. The two propositions set out in [15] were advanced by the ANMF in the context of the 

principles relevant to the proposed amendment.  The PCW Classification Variation 

does not involve any variation to modern award minimum wages, so work value reasons 

are irrelevant, and so is the minimum wages objective.  Section 157(1) provides that 

the FWC may make a determination varying a modern award otherwise than one 

varying minimum wages if the FWC is satisfied that making the determination is 

necessary to achieve the modern awards objective. 

49. All of the modern awards objective considerations are either irrelevant and hence 

neutral (i.e., sections 134(1)(f), (h)) or support the ANMF’s proposed variation. Of 

those that support the variation, they are in two categories: considerations that would 

immediately be furthered by variation; and, considerations that would be advanced in 

future by making the variation today. 

50. To exemplify the first category, section 134(g) is immediately furthered by the 

variation, because the award will be easier to understand if different work is treated 

differently.  To exemplify the second category, section 134(d) and (da) would be 

advanced in future in the sense that dealing with PCWs differently would enable, in the 

future, changes to remuneration to address (say) unsocial hours worked by  PCWs (but 
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not, say, gardening superintendents) more easily to be made.  In the same way, dealing 

separately with PCWs would encourage the insertion of terms into the award 

(section 134(1)(d)), or in collective agreements (section 134(1)(b)), that address issues 

specific to PCWs. 

51. It is appropriate for PCWs to have their own classification structure in light of the 

qualitative differences between their work and the work performed by other aged-care 

workers under the Aged Care Award. On the other hand, the commonality of work as 

between  PCWs under the Aged Care Award and Nursing Assistants under the Nurses 

Award suggests the need for a separate PCW classification structure. 

Paragraph [37] 

52. Paragraph [37] of Background Document 1 states that, “[a] Mention was held on 22 

April 2022. The Commission proposed that in order to facilitate the efficient use of 

Commission resources, the Unions’ employee lay witness evidence would be heard by 

a single member of the Full Bench, Commissioner O’Neill. The remaining witnesses 

(the union officials, experts and employer lay witnesses) would be heard by the Full 

Bench. The parties did not object to the course proposed.” 

53. In a Statement of 24 April 2022 ([2022] FWCFB 58), the Full Bench determined that 

the evidence of the 81 Union lay witnesses would be heard by O’Neill C, who in turn 

would provide a Report to the Full Bench. 

54. On 28 April 2022, the ANMF wrote to the Commission proposing that, for abundant 

caution, the President formalise the position determined by the Full Bench by way of a 

written direction, under section 616(3D)(b), section 582(2) and/or section 590, to the 

effect that O’Neill C hear the evidence of the Union lay witnesses and prepare a report 

for the Full Bench.  The correspondence reflected a joint position of the HSU, UWU 

and the Joint Employers. 

55. On 29 April 2022, the President issued a Direction that O’Neill C hear the evidence of 

the 81 Union lay witnesses and prepare a report for the Full Bench in respect of that 

evidence.  The ANMF submits that, for completeness, reference should be made to the 

President’s Direction in section 1 of Background Paper 1.  And, given that some 

witnesses were added and some did not, in the end, give evidence, the Commission may 

wish to give consideration to whether a further direction is required. 
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B.2 Question 4 for all other parties: What do you say in response to the HSU 

submission? 

56. The ANMF agrees with the summary of the HSU submission as set out in paragraph 

[58] of Background Document 1 and, further, refers to and repeats paragraphs [23]–

[42] of its submissions dated 29 October 2021 and paragraphs [22]–[46] of its reply 

submissions dated 21 April 2022. 

57. Further “reasons related to … the nature of the work” which are relevant to the 

assessment of work value under section 157(2A)(a) would include the following 

matters: 

(1) the findings of the Royal Commission into Aged Care Quality and Safety; 

(2) the vulnerability of the people who receive aged care services; 

(3) that the work involves human beings not objects; 

(4) that Commonwealth funding is 100 per cent (plus or minus a few percentage 

points) of labour costs, except in Government-operated facilities where it is 

around 66 per cent (plus or minus a few percentage points); 

(5) that aged care services are for the benefit of the community broadly; 

(6) that the industry is female-dominated; 

(7) that the work is performed in a setting that involves a complex combination of 

providing residential accommodation, the provision of health and nursing care, 

the provision of social and emotional support, as well as palliative care to the 

aged and infirm. 

58. The ANMF submits that each of the above are reasons related to the nature of the work 

which support the wage increases sought. 

B.3 Question 5 for all parties: Are any of the propositions from the Pharmacy Decision 

contested? 

59. No. 
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B.4 Question 7 for all parties: What is the relevance of the re-enactment presumption 

to the construction of ss.157(2) and (2A)? 

60. The ANMF submits that the re-enactment presumption is relevant to the construction 

of section 157(2)-(2A) in two respects. 

61. First, as stated in Background Document 1: 

(1) at paragraph [59]: “Section 157(2A) was inserted into the FW Act by the Fair 

Work Amendment (Repeal of 4 Yearly Reviews and Other Measures) Act 2018 

(the 4 Yearly Review Amending Act).” 

(2) at paragraph [60]: “The 4 Yearly Review Amending Act repealed s.156 of the 

FW Act, which required the Commission to conduct 4 yearly reviews of modern 

awards, effective from 1 January 2018 (subject to transitional arrangements). 

As s.156(4) was repealed, the definition of ‘work value reasons’ in s.156(4) was 

inserted into s.157 as s.157(2A). [footnote omitted]” 

(3) at paragraph [68]: “The Pharmacy Decision was dealing with the meaning of 

‘work value reasons’ in s.156(4) but the propositions set out above are 

applicable to the current proceedings because ss.156(3) and (4) ‘are in terms 

relevantly identical to subsections 157(2) and (2A).’ [footnote 43: Re IEU 

[2021] FWCFB 2051 [218]]” 

That is, in repealing section 156(4) and re-enacting the same words in section 157(2A), 

it can be presumed that the Parliament intended the words to bear the meaning already 

attributed to them in the Pharmacy Decision. 

62. Second, as stated in Background Document 1 at paragraph [69], “Propositions 4 and 5 

above [from the Pharmacy Decision] are to the effect that while it would be open to the 

Commission to have regard to considerations taken into account in previous work value 

cases under differing past statutory regimes, in enacting s.156(4) the legislature chose 

to only import the fundamental criteria used to assess work value changes contained in 

earlier wage fixing principles, not the additional requirements contained in those 

principles.” It can be presumed that the Parliament intended: 

(1) the fundamental criteria re-enacted in section 157(2A) to bear the meaning 

already attributed to them in previous work value cases; and 
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(2) that the additional requirements contained in earlier wage fixing principles no 

longer apply. 

B.5 Question 8 for all parties: 

As noted in the Pharmacy Decision, while not part of the Commission’s statutory 

task [now under ss.157(2) and (2A)], it is likely the Commission would usually take 

into account whether any feature of the nature of work, the level of skill or 

responsibility involved in performing the work or the conditions under which it is 

done has previously been taken into account in a proper way. 

It appears to be common ground between the HSU, ANMF and ABI that the 

minimum rates of pay in the Aged Care Award, the Nurses Award and the 

SCHCADS Award have not previously been properly set. [footnote omitted] In 

these circumstances, do parties agree that the Commission’s statutory task under 

ss.157(2) and (2A) is to fix the amount that employees should be paid for doing a 

particular kind of work based on the value of the work as it is currently being 

done, and that to undertake that task it is not necessary to measure changes in 

work value from a fixed datum point or to identify any ‘significant net addition’ 

to work requirements? 

63. Yes. 

B.6 Question 9 for all parties: What do you say in response to the HSU submission? 

64. The ANMF agrees with the extract of the HSU submission set out in [80] of 

Background Document 1, save that it is not an exhaustive statement of the meaning of 

the phrase “fair and relevant” in the context of minimum wages. 

65. The terms “Fair and relevant”,  “which are best approached as a composite phrase, 

are broad concepts to be evaluated by the FWC taking into account the s 134(1)(a)-(h) 

matters and such other facts, matters and circumstances as are within the subject 

matter, scope and purpose of the Fair Work Act” (see Shop, Distributive and Allied 

Employees Association v The Australian Industry Group (2017) FCR 368 at [65] and 

extracted in [79] of Background Document 1).  Those concepts are not any narrower in 

the context of minimum wages. 

66. The ANMF refers to and repeats [46] of its submissions dated 29 October 2021, and 

refers further to [838] below. 

B.7 Question 10 for all parties: Are any of the observations about the modern awards 

objective (at [89] to [107] above) contested? 

67. No. 
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B.8 Question 11 for all parties: Is it common ground that the consideration in 

section 134(1)(da) is not relevant in the context of the Applications? 

68. The ANMF submits that the consideration in section 134(1)(da) is relevant to the PCW 

Classification Variation, as to which see [50] above. 

B.9 Question 12 for all parties: Are any of the observations about the minimum wages 

objective (at [109] to [113]) contested? 

69. No. 

B.10 Question 13 for all parties: Are any of the considerations in section 284(1) not 

relevant in the context of the Applications? 

70. The ANMF submits that the consideration in section 284(1)(e) is not relevant in the 

context of the Applications. 

B.11 Question 14 for all parties: do the parties agree that the propositions above are 

uncontentious? 

71. Yes. 

B.12 Question 16 for the Unions and Joint Employers: Do the matters set out at [117]–

[128] encapsulate the issues in contention, insofar as the work value claim is 

concerned? 

72. Further to [125]–[126] of Background Document 1, the ANMF makes detailed 

submissions below concerning the work done by ENs and NPs, and work value reasons 

justifying the same increase in wages for them as for other workers.  Otherwise, given 

the context of the paragraphs in relation to which question 16 is asked, the ANMF 

assumes that it is seeking identification of disputes in relation to the nature of the work 

performed by various kinds of workers.  If the question is asking for identification of 

all disputes, then there may be several more than those identified at [117]–[128].10 

B.13 Question 1 [of Background Document 2] for all parties: Are there any corrections 

or additions to Background Document 2?  Is it common ground that the material 

set out in Background Document 2 is uncontentious? 

73. The ANMF does not propose any corrections to Background Document 2, but continues 

to rely on the history of the Nurses Award 2020 set out in the statement of Kristen 

10  For example, in earlier submissions there were divergences between  the parties in relation to matters 

including the  “significant net addition” / “evolutionary change” issue, whether working conditions have 

been “improved”, incremental increases, and the role of AINs / PCWs in clinical care.  The ANMF 

maintains all of its submissions earlier made in writing; whether the employer parties modify any of their 

submissions in light of the evidence is as yet not known. 
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Wischer dated 14 September 2021.  Ms Wischer was not required for cross-

examination. 

74. The ANMF does not propose any additions to Background Document 2, but it notes 

that gender bias is not the sole reason for the ANMF’s submission that the fixture of 

rates in the Nurses Award 2020 are not “proper” fixtures of rates (see [75] of 

Background Document 2).  The ANMF submits that there has been a historical 

undervaluation of the nature of the work performed by aged care employees, of the skill 

or responsibility involved in that work, and of the conditions under which the work is 

done.  Specifically, another reason that they were not “proper” fixtures of rates is that 

the “invisible skills” identified in the amended report of Hon Assoc Prof Junor have not 

been taken into account.  While gender bias (or gender-based undervaluation) is one 

reason (and possibly the primary reason) for the invisibility of those skills, it is not the 

sole reason for invisibility (see [36] and also [201]–[212] of her amended report). 

75. As to whether or not the material set out in Background Document 2 is uncontentious, 

while it is uncontentious that the submissions summarised in the document have in fact 

been made by the parties to which they are attributed, the subject matter of many of 

those submissions is contentious (and, where that is the case, it is addressed in these 

submissions). 

76. For example, paragraph [76] of Background Document 2 states that “The Joint 

Employers submit that the industrial history underpinning the Nurses Award reveals 

that the classifications and wage rates of RNs, ENs and AINs have been subject to 

extensive review. Notwithstanding that this history suggests that there may be a proper 

basis for finding the minimum rates in the Nurses Award are properly set, and in order 

to conclude that they are, ABI and others submit that reference must be made to a 

decision of a Full Bench that expressly assesses the minimum rates by reference to the 

C10 framework and the AQF. ABI and others submit that since the publication of the 

Nurses Award this has not occurred. ABI and others also submit that the exercise of 

properly setting minimum rates is a deliberate exercise and should be undertaken with 

respect to the existing classification structure in the Nurses Award. [footnote omitted]” 

The Joint Employers’ submissions summarised in this paragraph are contentious, most 

obviously the proposition that there may be a proper basis for finding the rates in the 

Nurses Award are properly set. 
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77. The ANMF’s answer to Question 5 of Background Document 1 is that none of the 

propositions from the Pharmacy Decision are contested.  As indicated in [63]–[65] of 

Background Document 1, the Pharmacy Decision “traced the genesis and development 

of the concept of fixing wages based on ‘work value’” from 1921 to 1991 in paragraphs 

[131]– [162] of that decision. Then, as stated in [66] of Background Document 1, 

“[a]gainst that historical background, the Pharmacy Decision Full Bench then stated 

7 propositions in relation to the proper construction of ss.156(3) and (4) of the FW Act” 

in paragraphs [163]–[169] of the decision. 

78. As stated in paragraph [69] of Background Document 1, “Propositions 4 and 5 above 

[from the Pharmacy Decision] are to the effect that while it would be open to the 

Commission to have regard to considerations taken into account in previous work value 

cases under differing past statutory regimes, in enacting s.156(4) the legislature chose 

to only import the fundamental criteria used to assess work value changes contained in 

earlier wage fixing principles, not the additional requirements contained in those 

principles.” 

79. In [159] of the Pharmacy Decision, as part of the “historical background”, the Full 

Bench set out a three step process for the determination of properly fixed minimum 

rates from the ACT Child Care Decision: 

“1.  The key classification in the relevant award is to be fixed by reference 

to appropriate key classifications in awards which have been adjusted 

in accordance with the MRA process with particular reference to the 

current rates for the relevant classifications in the Metal Industry 

Award. In this regard the relationship between the key classification 

and the Engineering Tradesperson Level 1 (the C10 level) is the 

starting point. 

2. Once the key classification rate has been properly fixed, the other rates 

in the award are set by applying the internal award relativities which 

have been established, agreed or maintained. 

3. If the existing rates are too low they should be increased so that they 

are properly fixed minima. 

In accordance with propositions 4 and 5, while it would be open to the Commission to 

have regard to that process in this case, it is no longer necessary to do so. 

80. At the conclusion of the Pharmacy Decision in paragraphs [197]–[198], the Full Bench 

stated that: 

“[197] This outcome appears to be inconsistent with the principles stated and 
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the approach taken concerning the proper fixation of award minimum rates in 

the ACT Child Care Decision, to which we have earlier made reference. 

However we note that the ACT Child Care Decision was made under a different 

statutory regime and pursuant to wage-fixing principles which no longer exist. 

[198] This matter may potentially constitute a work value consideration 

relevant to the 4 yearly review of the Pharmacy Award. In the conduct of the 

review, the Commission is required to discharge its functions under s 156(2) 

and is not confined to matters raised by interested parties. We will as a first 

step invite further submissions from interested parties concerning this matter. 

We will then consider what course, if any, should be taken. One possibility is 

that this aspect of the review may need to be referred back to the President of 

the Commission for consideration as to the procedural course to be taken 

pursuant to s 582, since the matter raised may have implications for other 

awards of the Commission, including but not limited to the Professional 

Employees Award 2010.” 

81. In a subsequent decision in [2019] FWCFB 3949 at [15], the Full Bench stated that it 

was persuaded that the issue should be referred to the President for consideration as to 

the procedural course to be taken pursuant to section 582 of the Act.  Further, “As we 

identified in the December decision, the issue has ramifications for other awards which 

contain classifications applying to employees who are required to hold undergraduate 

qualifications including, but not limited to, the Professional Employees Award 2010. 

As such, a broader review of the issue across a number of awards may be called for. 

We also note that a similar issue has been raised in connection with proceedings 

currently on foot concerning the Educational Services (Teachers) Award 2010. 

[footnote omitted].” 

82. On 27 August 2019, the President issued a Statement ([2019] FWC 5934) in which his 

Honour expressed a provisional view that awards with classifications requiring 

undergraduate degrees should be referred to a separate Full Bench.  Further, the 

President stated at [15] that the Full Bench may take into consideration, among other 

things, “whether the AQF alone is a satisfactory proxy for determining work value.” 

83. The status of that proceeding had been on hold pending the outcome of the IEU’s work 

value application in respect of the Educational Services (Teachers) Award 2010.  

A review of modern awards (including the Nurses Award) was scheduled to commence 

following the determination of the IEU’s application to vary the Educational Services 

(Teachers) Award 2010 which occurred on 11 October 2021. 

84. In Re IEU [2021] FWCFB 2051, the Full Bench stated at [560] that “In the Pharmacy 

Award decision, [footnote omitted] the Full Bench described in detail the development 
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by the AIRC of an approach whereby the proper fixation of award minimum rates of 

pay required an alignment between key classifications in the relevant award and 

classifications with equivalent qualification and skill levels in the classification 

structure in what was originally the Metal Industry Award 1984–Part I and 

subsequently became the Metal, Engineering and Associated Industries Award, 1998 

(Metal Industry classification structure). We endorse and adopt that analysis without 

repeating it.”  It then set out the three step process from the ACT Child Care decision. 

85. In Re IEU at [653], the Full Bench stated that “[w]e consider that the correct approach 

is to fix wages in accordance with the principles stated in the ACT Child Care decision. 

As earlier set out, this requires us to identify a key classification or classifications, align 

it with the appropriate classifications in the Metal Industry classification structure, and 

then set other rates for other classifications based on internal relativities that are 

assessed as appropriate.” 

86. The ACT Child Care Decision was made under a different statutory regime and 

pursuant to wage-fixing principles which no longer exist (see the Pharmacy Decision 

at [197]).  It is no longer the correct approach to the Commission’s statutory task under 

section 157(2)-(2A).  In accordance with the propositions from the Pharmacy Decision, 

which are not contested, “while it would be open to the Commission to have regard to 

considerations taken into account in previous work value cases under differing past 

statutory regimes, in enacting s.156(4) the legislature chose to only import the 

fundamental criteria used to assess work value changes contained in earlier wage 

fixing principles, not the additional requirements contained in those principles” (see 

Background Document 1 at [69]).  Those additional requirements include the three step 

process from the ACT Child Care decision. 

87. The ANMF’s answer to Question 8 of Background Document 1 is that it agrees that the 

Commission’s statutory task under sections 157(2) and (2A) is to fix the amount that 

employees should be paid for doing a particular kind of work based on the value of the 

work as it is currently being done, and that to undertake that task it is not necessary to 

measure changes in work value from a fixed datum point or to identify any “significant 

net addition” to work requirements.  The ANMF submits that it is also not necessary to 

apply the three step process from the ACT Child Care decision. 
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B.14 Document 3—Witness Overview  

88. On 20 June 2022, the Full Bench published Background Document 3–Witness 

Overview.  The ANMF has no further comments in relation to that document but relies 

on the specific submissions below with respect to witness evidence as set out below. 

B.15 Document 4–Royal Commission into Aged Care Quality and Safety 

89. On 20 June 2022, the Full Bench published Background Document 4—Royal 

Commission into Aged Care Quality and Safety.  The ANMF has no further comments 

in relation to that document but relies on the specific submissions below with respect 

to the findings of the Royal Commission. 
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C. Response to Provisional Views 

90. On 9 June 2022, the Full Bench in [2022] FWCFB 94, also expressed the following 

provisional views: 

“1. Based on the submissions of the Unions and the Joint Employers, the 

relevant wage rates in the Aged Care Award 2010, the Nurses Award 

2020 and the Social, Community, Home Care and Disability Services 

Industry Award 2010 have not been properly fixed. 

2. It is not necessary for us to form a view about why the rates have not 

been properly fixed. 

3. Our task is to determine whether a variation of the relevant modern 

award rates of pay is justified by ‘work value reasons’ (and is 

necessary to achieve the modern awards objective), being reasons 

related to any of s.157(2A)(a)-(c) the nature of the employees’ work, 

the level of skill or responsibility involved in doing the work and the 

conditions under which the work is done.” 

91. The Full Bench has invited the parties to address these provisional views in submissions 

to be filed by 22 July 2022.  Accordingly, the response of the ANMF to these 

provisional views of the Full Bench is as follows: 

(1) The ANMF agrees with the first provisional view. 

(2) The ANMF agrees with the second provisional view, save that: 

(a) The ANMF submits that the rates in the Nurses Award 2020 and the 

Aged Care Award 2010 have not been properly fixed for reasons 

including that there has been an historical undervaluation and that 

“invisible skills” have not been taken into account (in part because of 

gender bias). 

(b) As stated in the preamble to Question 8 of Background Document 1, “As 

noted in the Pharmacy Decision, while not part of the Commission’s 

statutory task [now under ss.157(2) and (2A)], it is likely the 

Commission would usually take into account whether any feature of the 

nature of work, the level of skill or responsibility involved in performing 

the work or the conditions under which it is done has previously been 

taken into account in a proper way.” 

(c) In taking into account whether any feature of the nature of work, the 

level of skill or responsibility involved in performing the work or the 
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conditions under which it is done has previously been taken into account 

in a proper way, it may be necessary for the Commission to form a view 

about: 

(i) whether or not such features were taken into account in a way 

which was free of gender bias; and 

(ii) whether or not the “invisible skills” were taken into account. 

(3) The ANMF agrees with the third provisional view. 
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D. Overview of duties of various roles 

92. This Part D sets out the duties of the roles relevant to the ANMF’s application.  This 

task is made substantially easier by the Lay Evidence Report.  The submissions in this 

Part D will (relevantly) mirror the structure of Part C.2 of the Lay Evidence Report.  In 

that part, O’Neill C set out under fourteen sub-headings overviews of the evidence of 

lay witnesses in various roles. 

93. Not all of those roles are relevant to the ANMF’s application.  The approach taken by 

the ANMF in this Part D will be, under headings that refer to the relevant part of the 

Lay Evidence Report, to adopt such of the Lay Evidence Report as the ANMF relies 

upon in support of its case, and then to add further evidential references where 

necessary.  In summary, therefore, this Part D should be read together with, and as 

supplementing, the Lay Evidence Report. 

94. To assist in that connection, the below table sets out, from left to right, the heading 

number in the Lay Evidence Report, the title of the corresponding section, and the 

heading number in these submissions that relates to the same role. 

C.2.1 Registered nurse in residential care Part D.1 

C.2.2 Enrolled nurse in residential care Part D.2 

C.2.3 Registered nurse in community care Part D.3 

C.2.4 Enrolled nurse in community care Part D.4 

C.2.5 Personal carers in residential care Part D.5 

C.2.6 Personal carers in community care Part D.6 

C.2.8 Nurse practitioners Part D.7 

95. In addition, Part D.8 relates to Nursing Teams, a topic not separately addressed in the 

Lay Witness Report. 
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96. The overview of the duties and roles is, indeed, an overview.  The ANMF has set out 

in Part E further evidence going to duties and roles of the classifications under themes. 

For example there is evidence set out below in relation to: 

(1) the role of RNs in respect of care plans (E.4.5) and dealing with families (E.4.6); 

(2) the role of ENs in medication administration (E.5); and 

(3) the role of AIN's and PCW in recording observations (E.4.4). 

D.1 Registered nurse in residential care - Lay Evidence Report Part C.1 

Agreement between interested parties 

97. The parties to the Consensus Statement have recognised at [15] that: 

“… RNs are the clinical leaders in residential aged care and have experienced 

an increase in managerial duties (including co-ordinating and supervising and 

delegating) and/or administrative responsibilities.” 

The Lay Evidence Report 

98. The Lay Evidence Report identifies a substantial list of typical duties of RNs in 

residential care arising from the lay evidence, including: 

“Leading a team, including enrolled nurses and care staff. This includes 

providing  mentorship and supervision to ensure safe and effective care is 

delivered, as well as consulting, coordinating, and delegating in relation to 

workload.”11 

99. The ANMF adopt the contents of the Lay Evidence Report as it deals with the RN in 

residential care at [90]–[95]. 

Evidence of officials 

100. The evidence of Annie Butler (ANMF Federal Secretary) is that the RN supervises the 

care team and is responsible for ensuring the care needs of each resident are met.12  

Decisions to delegate aspects of nursing care are made by the RN.13  Registered nurses 

are educated to detect early signs and symptoms of changes in health status, make 

assessments of appropriate intervention strategies, and institute treatment measures in 

a timely manner.  They are best placed to work with multidisciplinary teams of general 

11  Lay Evidence Report at [90], second dot point. 
12  Amended Witness Statement of Annie Butler dated 2 May 2022 at [171].] (tab 181 page 9273).  
13  Amended Witness Statement of Annie Butler dated 2 May 2022 at [169].] (tab 181 page 9273). 
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practitioners, geriatricians, palliative care specialists and other health professionals to 

deliver safe, effective care of the elderly with teams of qualified care workers.14 

101. Andrew Venosta is a RN now employed as an Industrial Officer with the ANMF but 

with extensive experience in both acute hospital settings and in aged care.  His evidence 

is that RNs working in acute hospital settings ordinarily work in areas or wards of 

specific clinical disciplines where patient care pathways have specific goal settings 

related to medical interventions and nursing interventions with the usual path being 

recovery leading to discharge.  By contrast, he identifies that in the aged care setting, 

residents often have complex co-morbidities and there is no defined pathway leading 

to eventual recovery.  Consequently, the RN in the aged care setting is required to apply 

a broad knowledge and skill base to deal with multiple clinical symptoms related to 

multiple co-morbidities.15  

102. He identifies the broad skill base required of an RN in aged care now as typically 

including wound care, diabetes management, cardiac care, continence management, 

pain management, stoma care, nutrition and hydration, oral care, management of PEG 

(Percutaneous endoscopic gastrostomy) tubes, skin integrity and bariatric care.  In 

addition, his evidence is that it is not uncommon to provide care for residents with 

various forms of cancer.16  

Employer evidence 

103. In her evidence, Kim Bradshaw (General Manager at Warrigal’s Stirling Facility) 

describes a “Day Shift/Afternoon Shift–RN”.  She there identifies the ordinary daily 

tasks for an RN in residential care at Warrigal’s Stirling Facility, including: 

(1) Receiving handover and planning the day;17 

(2) Meeting with AINs and allocating work for the day;18 

(3) Blood glucose and insulin rounds before breakfast, lunch and dinner;19 

14  Amended Witness Statement of Annie Butler dated 2 May 2022 at [168].] (tab 181 page 9273). 
15  Amended Witness statement of Andrew Venosta dated 3 May 2022 at [124]–[125] (tab 188 page 11145). 
16  Amended Witness statement of Andrew Venosta dated 3 May 2022 at [126] (tab 188 page 11145). 
17  Statement of Kim Bradshaw dated 4 March 2022 at [60] (tab 294 page 14945). 
18  Statement of Kim Bradshaw dated 4 March 2022 at [61] (tab 294 page 14945). 
19  Statement of Kim Bradshaw dated 4 March 2022 at [62] (tab 294 page 14945). 
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(4) A schedule 8 medication round (usually taking around two hours);20 

(5) A wound management round;21 

(6) Incident reporting, including taking any clinical assessments and notifying 

family/ next of kin of relevant information;22 

(7) Attending residents with doctors if there is a doctor visit scheduled;23 

(8) Spending time with new administrators, placing medication orders, making 

appointments for residents;24 

(9) Attending to residents that are palliative and check of they are in pain and or 

agitated and give mediation;25 

(10) Dispensing PRN (as required) medication;26 

(11) Provide clinical updates to families of residents that are selected as “Resident 

of the Day”27 

(12) Attending to buzzers with AINs;28 

(13) Attend to phone calls, answer emails, supervise student RNs, mentor staff and 

supporting family members.29 

104. In addition to this, Ms Bradshaw accepted under cross-examination that every shift is 

different,30 and that every day, incidents can, and do, occur on shifts that throw any 

schedule out the window.  Ms Bradshaw says that “[e]very day there's an incident that 

changes the workload, or the plan that the registered nurse starts with usually is quite 

different by the time she gets to the end of her day.”31  She agreed that this necessitates 

20  Statement of Kim Bradshaw dated 4 March 2022 at [63] (tab 294 page 14945). 
21  Statement of Kim Bradshaw dated 4 March 2022 at [64] (tab 294 page 14945). 
22  Statement of Kim Bradshaw dated 4 March 2022 at [65] (tab 294 page 14945). 
23  Statement of Kim Bradshaw dated 4 March 2022 at [66] (tab 294 page 14946). 
24  Statement of Kim Bradshaw dated 4 March 2022 at [67] (tab 294 page 14946). 
25  Statement of Kim Bradshaw dated 4 March 2022 at [68] (tab 294 page 14946). 
26  Statement of Kim Bradshaw dated 4 March 2022 at [69] (tab 294 page 14946). 
27  Statement of Kim Bradshaw dated 4 March 2022 at [70] (tab 294 page 14946). 
28  Statement of Kim Bradshaw dated 4 March 2022 at [71] (tab 294 page 14946). 
29  Statement of Kim Bradshaw dated 4 March 2022 at [72] (tab 294 page 14946). 
30  Cross-examination of Kim Bradshaw at PN12814. 
31  Cross-examination of Kim Bradshaw at PN12815.  
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the RN balancing competing priorities and further that RNs “have to be thinking all the 

time, problem-solve and de-escalate often.”32 

D.2 Enrolled nurse in residential care - Lay Evidence Report Part C.2 

The Lay Evidence Report 

105. The ANMF adopt the contents of Lay Evidence Report as it deals with the EN in 

residential care at [96]–[99]. 

Evidence of other Frontline Workers 

106. Under cross-examination, Lisa Bayram (RN) was asked about the activities performed 

by the EN at her facility, that the PCW doesn't do.  Her response was that:  

“the enrolled nurses work as a team leader, as the - in charge of the ward.  They 

are responsible for the medication rounds. They're responsible for anything that 

we call clinical care or complex care needs.  So, wounds, oxygen therapy, 

CPAP machines, blood glucose monitoring, anything that's got to do with the 

illnesses or comorbidities that the residents have.  They're responsible for 

providing leadership for the PCAs. 

… And organising the workload for the shift. 

…And anything - and anything that the registered nurse asks them to do.”33 

Evidence of officials 

107. The evidence of Annie Butler (ANMF Federal Secretary) is that an enrolled nurse is a 

person with appropriate educational preparation and competence for practice and has 

acquired the requisite qualification to be an enrolled nurse with the Nursing and 

Midwifery Board of Australia (“NMBA”). The enrolled nurse provides nursing care, 

working under the direction and supervision of the registered nurse.34  The EN as a 

registered professional also has a level of responsibility for overseeing and delivering 

care.35 

108. The evidence of Andrew Venosta (RN and Industrial Officer) is that the role of the EN 

in residential aged care has expanded to support the care planning and assessment 

32  Cross-examination of Kim Bradshaw at PN12816. 
33  Cross-examination of Lisa Bayram at PN8072–PN8075. 
34  Amended Witness Statement of Annie Butler dated 2 May 2022 at [173].] (tab 181 page 9274). 
35  Amended Witness Statement of Annie Butler dated 2 May 2022 at [176].] (tab 181 page 9274). 
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processes related to resident care under the supervision of an RN.  He says that ENs are 

also often required to take on a role of supervising PCWs.36  

D.3 Registered nurse in community care - Lay Evidence Report Part C.3 

The Lay Evidence Report 

109. The ANMF adopt the contents of Lay Evidence Report as it deals with the RN in 

community care at [100]–[101]. 

Evidence of other Frontline Workers 

110. Patricia McLean (EN) says that since about mid 2020 the initial care plan for her 

community care clients would be prepared by an RN.37  She says that RNs act as team 

leaders and provide support to ENs.38  Under cross-examination Ms McLean explained 

that because she was an EN she was always buddied up with the RN, so there would be 

an RN that she would consult with first and foremost but if she wasn't available then 

she would have to ring the office to speak with RNs in at the office.39 

Evidence of employer witnesses 

111. Johannes Brockhaus (Buckland CEO) says that when a client accesses home care 

services from Buckland, an RN undertakes an assessment of the client to help determine 

the level of care required.40 

112. At KinCare, if a home care client has level 3 or level 4 funding, then a nurse may 

undertake a nursing assessment to determine their needs.  The result of this, together 

with work by the customer care manager and the client or family member or next of kin 

is the development of a care plan that sets out the wants and needs of the client and 

when the work will be performed.41 

113. Similarly, Sue Cudmore explains that in-home care work provided by Alliance 

Community Employees involves an initial assessment of the client’s needs and goals 

which may be conducted by a RN and will become the care plan for the client.  Where 

clients require higher levels of care, clinical care coordinators (RNs) would do the 

36  Amended Witness statement of Andrew Venosta, dated 3 May 2022 at [130] (tab 188 page 11146). 
37  Amended witness statement of Patricia McLean, 9 May 2022 at [43] (tab 265 page 13309). 
38  Amended witness statement of Patricia McLean, 9 May 2022 at [80]–[81] (tab 265 page 13315). 
39  Cross-examination of Patricia McLean at PN9701. 
40  Statement of Johannes Brockhaus 3 March 2022  at [149] (tab 293 page 14846). 
41  Statement of Cheyne Woolsey dated 4 March 2022 at [33] to [38] (tab 297 page 15717 - 15718). 
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assessment and write the care plan.  Depending on the needs of the client, the RN would 

either delegate to a care worker or do the work themselves.  Where delegating tasks to 

a care worker, they would supervise that, and would be responsible for the training and 

the review process.42 

D.4 Enrolled nurse in community care - Lay Evidence Report Part C.4 

The Lay Evidence Report 

114. The ANMF adopt the contents of Lay Evidence Report as it deals with the EN in 

community care at [102]–[103]. 

115. An enrolled nurse in community care (like the RN and AIN / PCW) works in the 

variable environment of client homes.  In addition to her evidence summarised in the 

Lay Evidence Report, Patricia McLean (EN) also describes finding it daunting when 

she would enter a client’s home for the first time and the client locked the door behind 

her.43  She describes some clients as hoarders of paper, cardboard and other flammable 

material which is often stacked up between furniture in client’s residences so as to 

restrict her movement through the house and often prevent entry to their toilet.44  

Ms McLean describes that some clients would not like her using their toilets and that 

some were so dirty or broken that she would not use them.45 

116. Ms McLean says that until mid-2020 she would prepare care plans for community care 

clients. 46   She says that often a care plan would require her to make additional 

assessments and judgements of what treatment she needed to provide.  She would also 

make assessments of the health of every client on every occasion when she had contact 

with them. She says that her work as an EN at Blue Care involved keeping care plans 

up to date by making changes as appropriate.47 

Evidence of officials 

117. The summary of the evidence of officials relating to the EN in residential care at [107] 

above is also applicable to the EN in community care.  

42  Cross-examination of Sue Cudmore at PN13546–PN13548 and Statement of Sue Cudmore dated 4 

March 2022 at [32].] (tab 295 page 15071). 
43  Amended witness statement of Patricia McLean dated 9 May 2022 at [100] (tab 265 page 13318). 
44  Amended witness statement of Patricia McLean dated 9 May 2022 at [101] (tab 265 page 13318). 
45  Amended witness statement of Patricia McLean dated 9 May 2022 at [102] (tab 265 page 13318). 
46  Amended witness statement of Patricia McLean dated 9 May 2022 at [43] (tab 265 page 13309). 
47  Amended witness statement of Patricia McLean dated 9 May 2022 at [44] (tab 265 page 13309). 
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D.5 Personal carers in residential care - Lay Evidence Report Part C.5 

The Lay Evidence Report 

118. The ANMF adopt the contents of Lay Evidence Report as it deals with personal carers 

in residential care at [104]–[127].  As identified in the Lay Evidence Report at [104], 

persons working as personal carers in residential aged care facilities have job titles 

including “assistant in nursing”, “personal care worker”, “personal care assistant”, 

“extended care assistant”, “care services employee” and “home maker”.  In these 

submissions, the terms “AINs and PCWs” are used interchangeably with “personal 

carers”. 

Evidence of officials 

119. The evidence of Annie Butler (ANMF Federal Secretary) is that AINs and PCWs work 

under the supervision of RNs and also with direction from ENs.  More experienced and 

qualified AINs and PCWs can provide “on the ground” supervision and direction to 

other AINs and PCWs.48 

120. The evidence of Robert Bonner (Director, Operations and Strategy of the Australian 

Nursing and Midwifery Federation (SA Branch)) is that AINs / PCWs have roles that 

carry out non-complex components of personal care for residents that are within the 

scope of practice of a regulated health professional (RN or EN), and that were the 

province of these nurses in the aged care sector 20 years ago. 49   Under cross-

examination, Mr Bonner further explained that the work that AINs / PCWs now do was 

in many cases undertaken by RNs or ENs 20 years ago.50 

121. One of these functions commonly undertaken by AINs / PCWs in some jurisdictions is 

administering schedule 4 medications, which 20 years would have been the exclusive 

domain of the RN or EN.51  Likewise, Mr Bonner identified that some of the wound 

care, some of the observation work of people in end of life care and some of the work 

in the dementia units undertaken by AINs / PCWs is work that would have been 

undertaken actively by ENs and RNs 20 years ago.52 

48  Amended Witness Statement of Annie Butler dated 2 May 2022 at [174].] (tab 181 page 9274). 
49  Witness Statement of Robert Bonner dated 29 October 2021 at [86].] (tab 187 page 10812 - 10812). 
50  Cross-examination of Robert Bonner dated 29 October 2021  at PN8991. 
51  Cross-examination of Robert Bonner dated 29 October 2021 at PN8992–PN8993. 
52  Cross-examination of Robert Bonner dated 29 October 2021 at PN8994. 
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D.6 Personal carers in community care - Lay Evidence Report Part C.6 

The Lay Evidence Report 

122. The ANMF’s application to vary the Nurses Award applies to Nursing Assistants who 

provide “nursing care” and services for an aged person in a private residence. 

123. .  “Nursing care” is defined broadly under the Nurses Award at Schedule A.2 as 

meaning: 

“• giving assistance to a person who, because of disability, is unable to 

maintain their bodily needs without frequent assistance; 

• carrying out tasks which are directly related to the maintenance of a 

person’s bodily needs where that person because of disability is unable 

to carry out those tasks for themselves; and/or 

• assisting a registered nurse to carry out the work described in 

clause A.5 [pertaining to the RN].” 

124. The ANMF adopt the contents of the Lay Evidence Report as it deals with personal 

carers in community care at [128]–[149]. All of this evidence will be relevant to the 

ANMF’s application with respect to the Aged Care Award. This evidence will also be 

relevant to the ANMF’s Award Minimum Wages Variation with respect to the Nurses 

Award to the extent that this relates to the provision of “nursing care”. 

125. Relevant to the provision of nursing care, the Lay Evidence Report identifies evidence 

consistently given under cross-examination to the effect that where an in-home carer 

observed, for example, bruising on a resident, they would take a photo and report it to 

their manager or RN or case manager.53  If the in-home carer required help with clinical 

care, they would report this to their team leader and this may lead to an RN attending 

to provide clinical assistance if this is funded in the client’s package.  Some in-home 

carers were able to contact a RN directly.54 

Evidence of employer witnesses 

126. Cheyne Woolsey (CEO of KinCare) identifies one of the biggest challenges faced by 

home care workers as being the environment and that they do not know what situation 

they are walking into.55 

53  Lay Evidence Report at [134]. 
54  Lay Evidence Report at [137]. 
55  Statement of Cheyne Woolsey dated 4 March 2022 at [42] (tab 297 page 15718). 
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127. Sue Cudmore (who has operational control of Alliance Community) expects that 

personal carers employed by Alliance Community, would be able to know what work 

can and can't be performed based upon what is a handbook56 which is very detailed and 

at times complex and confusing.57 

128. Johannes Brockhaus (Buckland CEO) says that home carers working for Buckland 

would be provided with the service plan/care plan for a client before going to clients. 

D.7 Nurse Practitioners - Lay Evidence Report Part C.7 

The Lay Evidence Report 

129. The ANMF adopt the contents of Lay Evidence Report as it deals with Nurse 

Practitioners (NPs) at [170]–[172]. 

130. The Lay Evidence Report at [170] summarises the evidence of NPs Hazel Bucher and 

Stephen Voogt who describe their duties as including: 

“Managing most medical clinical needs for residents. Examples of the types of 

issues managed include chronic issues around dementia, cognition, mental 

health, chronic pain, falls, and infections. This involves monitoring medical 

issues and geriatric syndromes and usually requires assessment, investigations, 

and pharmacological intervention; …” 

131. Further to the Lay Evidence Report Stephen Voogt (NP) was asked in cross-

examination what it is that he can do that a registered nurse is not allowed to do.  He 

answered, stating: 

“…  So what it means is we have extended scope of practice.  So we're allowed 

to do a lot of similar things as doctors.  So we can order diagnostics and we 

can interpret those diagnostics, and we can then manage any illnesses through 

therapeutic medication.  So we can prescribe, we can refer to specialists, we 

can order pathology and we can order radiology.  So, yes, it's an extended scope 

of practice.”58 

D.8 Nursing Teams 

132. In its opening Submissions, the ANMF pointed to the nursing team as the foundation 

for the delivery of care in accordance with the care plan.  ANMF submitted that the 

nursing team comprised registered nurses, enrolled nurses and AINs/ PCWs working 

56  Cross-examination of Sue Cudmore at PN13587–PN13588. 
57  Statement of Sue Cudmore of 4 March 2022 at “SC-05” (tab 295 page 15089 ff) and see generally cross-

examination of Sue Cudmore at PN13593 –PN13693. 
58  Cross-examination of Stephen Voogt at PN9295. 
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together.59  Registered nurses, enrolled nurses and AINs/ PCWs working in aged care 

are hereafter collectively referred to as “direct care workers”.  The ANMF Submissions 

also pointed to the importance of the resident care plan in providing the foundation for 

the work and cooperative activity of the nursing team.60  

133. As discussed further below at Part E.4.5, the Lay Evidence Report devotes a section to 

Care Plans.  The material selected in the Lay Evidence Report in respect of Care Plans 

illustrates the relationships between the different members of the nursing team. 

Evidence of officials 

134. As described by Annie Butler (ANMF Federal Secretary) nursing care has shifted away 

from a task-based approach to nursing to a holistic approach.  Nursing practice occurs 

along a spectrum; AINs and PCWs contribute to aspects of nursing care.  There is 

crossover between AINs and PCWs and what ENs deliver, and then ENs and RNs, up 

to the NP as the highest level of that continuum.61 

135. Under cross-examination, Ms Butler also gave evidence about the nursing team in 

relation to development of care plans. She responded to a question from Mr Ward as 

follows:62 

“Am I - we've had some evidence, I just want to see if it's consistent with your 

understanding, once the care plan is constructed, we've had a variety of 

evidence that says that the registered nurse will have the benefit of the progress 

notes on a particular resident and will from time to time review those and will 

make decisions as to whether or not the care plan should be amended.  And 

that the registered nurse holds the authority to amend the care plan. Is that your 

understanding?---The registered nurse holds the - is the person responsible for 

developing and assessing and evaluating care and therefore amending the care 

plan.  It can't be done in isolation, it just can't be.  The contributors - everyone 

in that - what we would describe the nursing team and the care team has to 

contribute to any amendment and to changes that happen that then need to be 

changes made in the care plan so that care can be adjusted.  In many times, you 

know, the personal care worker is the person making the observations. 

Yes?---And those observations have to be recorded and have to be–they form 

a vital part of how the care plan can actually operate effectively.”  

59  Submissions of the Australian Nursing and Midwifery Federation dated 29 October 2021 (ANMF 

Opening Submissions) at [63], [77], [91], [89] and [210]. 
60  ANMF Opening Submissions at [63], [67] to [70], [73], [74] and [77]. 
61  Cross-examination of Annie Butler dated 2 May 2022 at PN3409. 
62  Cross-examination of Annie Butler at PN3415 – –PN3416. 
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Evidence from frontline workers 

136. Sheree Clarke an AIN at Opal Health Care at Morayfield Grove in her statement 

referred to her work as part of a nursing team including registered nurses at  as follows:  

“I work as part of a nursing team. This means that I am never solely responsible 

for specific residents. As a team, we are together responsible for all residents. 

In a nursing team it is essential that I know other AINs have my back. I make 

sure that I have the back of my co-workers. For example, some residents are 

sometimes abusive or racist towards my co-workers. When this happens, I feel 

that I have a responsibility to assist the resident but also support my co-worker.  

RNs are an essential part of the nursing team. As an AIN, I keep abreast of 

what is happening and provide information to the RN. I also need the clinical 

skill of the RN to lead me. RNs have the education and training for clinical 

matters. Sometimes resident behaviour gets to the point that I cannot deal with 

it and I will require the assistance of the RN. If resident has a fall, I will need 

the RN to assess how to proceed before I can lift the resident off the floor.”63 

137. Jocelyn Hofman (RN at Bodington Aged Care) gave evidence of the role of the nursing 

team in delivering care in accordance with the care plan. She described the team as 

comprising registered nurses, enrolled nurses and AINs, PCWs, CSEs and gave 

evidence about the increased skills required of registered nurses to manage the nursing 

team.64  At [19], [26] and [31] she said: 

“19. I work as part of a nursing team. I lead a team of Care Staff Employees 

(CSEs) Enrolled Nurses (EN) and if I'm delegated in charge of the facility, the 

other two Registered Nurses (RNs) from the other wings will consult and notify 

me of any issues of concern in their allocated areas. 

… 

26. My role as a Registered Nurse is to also write the care plans. It is up to the 

Registered Nurse to be across the resident's needs and liaise with allied health 

and general practitioners. The care plan is the core document that informs the 

delivery of care in accordance with resident's needs. The plan provides the 

basis upon which the work of the nursing team of RNs, ENs and AINs/PCWs/ 

CSEs is directed. I remain accountable for the delivery of the care while on 

duty. 

… 

31. The changes in the health status of the residents on admission and 

continuing post admission have an impact on the nature of the work of the 

registered nurses, enrolled nurses and CSEs at Bodington. In many respects, 

registered nurses are required to exercise the clinical skills and judgements 

found in a range of fields of nursing as diverse as mental health, oncology, 

diabetes, palliative care and gerontology. Also importantly are the nursing 

skills and attributes required to provide safe, respectful, dignified and high 

quality care. These are the skills required to deliver intimate and personal care; 

63  Witness Statement of Sheree Clarke dated 29 October 2021 at [47]–[48] (tab 268 page 13371). 
64   Witness Statement of Jocelyn Hofman, dated 29 October 2021 at [39.] (tab 261 page 13156). 
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the skills required to address aggressive or agitated behaviours; the skills 

whether personal, emotional or nursing skills required to attend in the process 

of dying and death for residents and to support and guide family members; the 

skills to manage the nursing team as a manager and as the  accountable 

clinician; the skills to liaise with medical practitioners and allied health 

practitioners; the skills needed to act as a resident advocate. It is a specialised 

job requiring a diverse set of skills.”  

138. Linda Hardman (Nursing Assistant at Estia Health Figtree) referred to constant 

communication between members of the nursing team made up of AINs, RNs and ENs 

at [62] of her statement: 

“I work as part of a nursing team. It is made up of AINs, ENS, and RNs. I have 

described my tasks above, at paragraph 20. ENs are responsible for things like 

dispensing medication and wound dressings (which AlNs do not do), and of 

course for paperwork. RNs also dispense medication (including some that ENs 

do not), apply wound dressings, and attend to paperwork. There is constant 

communication between AINs, ENs, and RNs.” 

139. Ms Mashford an AIN at Regis Aged Care Wynnum referred to her work as part of a 

nursing team as receiving handover from other assistants in nursing and instructions 

from a registered nurse at [39]: 

“1 work as part of a nursing team. On shift I get a handover from other AINs 

as discussed above. Information from RNs is passed on to me via a printed 

information document for each wing. This is usually about 4-5 pages long. It 

deals when things that need to be done for each issue for and individual (for 

example, when a particular resident needs to be compression stockings put on). 

It identifies things like complex needs, pressure area.” 

140. Ms Bayram (RN in Charge and After-Hours Co-ordinator) referred to her role in her 

statement as a team leader of staff delivering care in a 22 bed wing: 

“In my role as AHC on PM shift I have overall responsibility for resident care 

in the whole facility and as the team leader for the 22-bed wing I am also 

responsible for direct patient care and overseeing the staff in that wing. If 

something happens in another part of the facility requiring my attention, I need 

to drop my usual routine and attend to it. For example, if a PCA found a new 

wound on a resident, I would need to assess this so that they could implement 

changes. This sort of event occurs very regularly.”65 

141. Ms Bayram’s evidence during cross examination by Mr Ward (at PN8135 to PN8137) 

dealt with the respective roles of RNs and AINs / PCWs in the changing of care plans 

and the observations of AINs / PCWs: 

“If they observe something serious, we've already agreed that that would be 

referred to the EN or the RN such as bruising or a wound or something like 

that.  I take it that those observations are reviewed by the RN on a regular basis 

65  Witness Statement of Lisa Bayram dated 29 October 2021 at [35].] (tab 262 page 13230). 
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to determine if the care plan should be changed?‑‑‑Yes. 

Is it the RN who has the authority to change the care plan?‑‑‑There is some 

documentation that the PCAs are able to do but they wouldn't do that without 

discussing that with the RN first and with the sheer volume of documentation 

that needs to be done, we're trying to upskill the PCAs to be able to take on 

some more of that with the nursing staff oversight. So if they did something 

like if they thought that the continence care for a resident needed to be changed, 

they could discuss that with me.  I would say yes or no, that's what we should 

do and then the continence assessment in the care plan, they would then be able 

to go in and make some changes to that, and then I could sign it off. 

Okay.  So, you could listen to what they're suggesting based on their 

observations, you could make a decision to proceed.  To save you time they 

could manually change to the care plan and then you would sign a new one 

off?‑‑‑Yes.” 

142. In her statement Ms Bayram referred to her role is assisting the AIN / PCW team 

leaders66  and in her oral evidence to nurses as the team leader in the context of the 

responsibility for talking to families about a skin tear or bruise.67 

143. Part of the nursing team are the AIN / PCW team leaders. Numerous witnesses refer to 

the role of these team leaders. The evidence as to their responsibilities over and above 

that of other AINs / PCWs included:   

(1) Ms Curry’s Reply Statement (AIN Team Leader at Warrigal Mount Terry) 

referred to her role as a Team Leader in respect checking on inexperienced staff 

[26]; medication administration [58], [67]; referral to allied health staff and 

doctors [67]; and wound care [80].  

(2) Ms Boxsell (Care Staff Team Leader at Evergreen in West Gosford) in her 

statement refers to her mentoring, performance management and supervision of 

her team [32], [69]; attending to resident falls [34]; liaising with external health 

professionals in respect of complex wounds and behaviour issues [63]; and 

reporting to the RN on resident mood change [65]. 

(3) Paul Jones (Care Services Employee at United Protestant Association NSW) 

refers to Team Leaders  when rostered as co-ordinating  work of  staff [49], but 

that on evenings with no RN or Team leader rostered on site he is the most 

senior team member on site when administering medications [29]. 

66  Witness Statement of Lisa Bayram dated 29 October 2021 at [38(d)].)] (tab 262 page 13231). 
67  Cross-examination of Lisa Bayram at PN8146. 
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Evidence of employer witnesses 

144. The evidence establishes the importance of the nursing team in the delivery of care and 

in framing the work of RNs, ENs and AINs / PCWs.  The employer witnesses gave the 

following evidence about the teams: 

(1) Ms Bradshaw (General Manager Stirling Residential Care) when asked about 

her reference to her team as including registered nurses and assistants in nursing 

or care service employees (CSE). She said:68 

“When I talk "team" on the floor, and it is very much a team and it has 

to be.” 

(2) Ms Bradshaw's evidence about care for an unsettled resident was that:69 

“Registered nurses will mentor (audio mal-function) on the floor, 

especially if we have noted that we have an unsettled resident, that the 

whole team is aware of it and they will talk about what their strategies 

for that resident might be for that day, what has worked, what hasn't 

worked.”  

(3) Ms Bradshaw’s evidence  in speaking of the role of AIN’s in the nursing team 

in response to a question in cross-examination was as follows:70 

“And I take it you would agree that it's undoubtedly a function of the 

role of an AIN to ensure that social and emotional wellbeing of 

residents?---Yes.  They are part of the whole team that do that.  We all 

do that, yes.” 

(4) Mr Sewell’s (CEO Warrigal) evidence on the question of the development of 

care plans underscored the team approach. He agreed with the description from 

counsel for the HSU that the purpose of the process of developing a care plan is 

to have a team approach utilising the more clinical skills in a registered nurse, 

but the hands-on knowledge that the care worker has of the resident and their 

conduct and behaviour and desires.71 

(5) Ms Brown (Warrigal Special Care Project Manager) gave evidence about the 

role of AINs in the nursing team when a resident doesn’t seem their usual self 

68  Cross-examination of Kim Bradshaw at PN12826. 
69  Cross-examination of Kim Bradshaw at PN12824. 
70  Cross-examination of Kim Bradshaw at PN12767. 
71  Cross-examination of Kim Bradshaw at PN13028. 
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she would rely upon the skills of observation of the AINs to identify that in the 

first place, saying:72 

“Yes, I'm relying on them as being part of a team to, yes, report up 

anything that’s unusual.” 

72  Cross examination of Emma Brown at PN13358. 
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E. Evidence of relevant to work value, separated into themes 

145. In the same way as Part D mirrors relevant parts of Part C.2 of the Lay Evidence Report, 

this Part E mirrors Part D of the Lay Evidence Report.  That is, this part has the same 

15 subparts, in the same order, and with the same subdivisions as the Lay Evidence 

Report.  There, they are sub-parts D.1–D.15; here, in the same order, those matters are 

addressed in sub-parts E.1–E.15 below. 

146. As recognised in the Lay Evidence Report, there is a great deal of evidence about the 

impact of the COVID-19 pandemic on employees and their workplaces.73  However, 

whereas the Lay Evidence Report did not identify such evidence this Part E also 

addresses COVID-19 at sub-part E.16 in addition to the subparts identified in Part D of 

the Lay Evidence Report.  

147. Again, the approach will be, under headings that refer to the relevant part of the Lay 

Evidence Report, to adopt such of the Lay Evidence Report as the ANMF relies upon 

in support of its case, and then to add further evidential references where necessary.  In 

summary, therefore, this Part E should be read together with, and as supplementing, the 

Lay Evidence Report. 

E.1 Increased acuity and more complex needs in residential care - Lay Evidence 

Report Part D.1 

Agreement between interested parties as to this factor 

148. The ANMF relies upon the content of [1], [2], [7], and [8] of the Consensus Statement, 

which state as follows: 

“Australians are living longer. The proportion of Australians over the age of 

65 is set to increase from 15 per cent to 23 per cent by 2066. With advanced 

age often comes increased frailty which is associated with increased morbidity, 

declining function and a concurrent need for supports. As a result, aged care 

consumers are entering aged care with more frailty, co-morbidities and acute 

care needs. Thus, the acuity of recipients of aged care services has increased 

and this trend is expected to continue. 

The proportion of people with dementia and dementia-associated conditions 

receiving aged care services has increased. 

… 

In each of the settings, consumers are increasingly requiring and receiving care 

to meet more complex needs including acute and sub-acute care. The need for 

73  Lay Evidence Report at [3]. 
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socio-emotional skills in addition to clinical and care skills is more apparent. 

There is an increase in the number and complexity of medications prescribed 

and administered.” 

149. Similarly, BaptistCare submits that acuity levels of residents in residential aged care 

have trended upwards over time (at [13]), and the work involved in providing care has 

increased in complexity over time (at [24]).74 

150. IRT submits that the increased life expectancy of older Australians has resulted in 

residents presenting with more acute care needs, greater levels of frailty, and increased 

co-morbidities, as well as a significant increase in the incidence of dementia and other 

mental health issues.75 

151. UnitingCare Australia submits (at page 2 of its submission) that aged care work is more 

complex than it used to be, in line with increased clinical support requirements, 

increased acuity, frailty, and dementia, declining function, a cultural transformation 

towards consumer-directed care, and management of more complex comorbidities.76 

152. Evergreen Life Care submits that its staff are required to have a higher skill level to 

address the increased complexity of residents, particularly those living with dementia, 

which increased skill requirements have not been reflected in pay.77 

153. The State of Victoria stated that approximately 48 per cent of residents in its aged care 

residential services had complex care needs, such as requiring tube feeding, complex 

wound care, disruptive behaviours, and chronic mental illness (at [11]).78 

154. Background document 1 (at [116.2]) recognises the following as apparently 

uncontentious: 

“The acuity of residents and clients in aged care has increased. People are 

living longer and entering aged care later as they are choosing to stay at home 

for longer and receive in-home care. Residents and clients enter aged care with 

increased frailty, co-morbidities and acute care needs.” 

74  Submissions of BaptistCare (tab 126 pages 876, 877). 
75  Submissions of IRT at [5]–[6] (tab 128 page 1117). 
76  Submissions of UnitingCare Australia (tab 129 page 1121). 
77  Submissions of Evergreen Life Care (tab 132 page 3130). 
78  Submissions of Victoria (tab 134 page 3136). 
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The Lay Evidence Report 

155. The ANMF adopts Lay Evidence Report [258]–[275], which sets out extracts from the 

evidence of (inter alia) Jocelyn Hofman (RN) at [37], and Linda Hardman (AIN / PCW) 

at [26]–[31].  Also relevant in Ms Hardman’s statement are [32]–[33]:79 

“There are also a lot more residents who have dementia or mental illness. I 

detail the effects of this, below. 

And, higher-acuity patients tend to have a greater need for wound care. For the 

AINs, that means a greater workload in terms of lifting and transferring so that 

ENs or RNs can attend to wounds.” 

156. As to dementia, Ms Hardman continued at [46]–[50] as follows:80 

“46. The number of residents with dementia or mental health issues has 

increased a lot over my time in aged care. 

47. Dementia and mental illness cause difficult behaviours in residents, 

including aggression and violence. 

48. So, much more than used to be the case, carers are faced with aggressive 

or violent residents. It is not unusual for residents to try to hit you. 

49. There is also, I think for the same reasons, more verbal aggression than 

there used to be. Some residents are frustrated or in denial as to the need for 

them to be in care. They might be angry at their families, but because you are 

the person who is there, you get the abuse. 

50. Another factor that leads to behaviours is that, especially after the Royal 

Commission, there has been a push to get residents off anti-psychotics or on 

reduced doses. In theory this is a good idea. In practice, my experience has 

been that when residents are taken off antipsychotics, often their behaviours 

get worse. As an AIN, I feed that back to the ENs and RNs, but even if doses 

are re-increased, in the meantime I am dealing with the behaviours.” 

Evidence of other Frontline Workers 

157. In addition to those evidential references, the ANMF relies on the evidence of the 

following Frontline Workers: 

158. Hazel Bucher (NP) says, at [39], as follows:81 

“The needs of the residents have increased in complexity since 2010. The 

prevalence of depression and dementia in RACF living is high, requires energy 

and insight from nursing staff to draw the resident into attending activities 

which once engaged, they will likely enjoy whilst also monitoring for increased 

risks of falls and choking episodes.” 

79  Statement of Linda Hardman dated 29 October 2021 (tab 263, page 13269). 
80  Statement of Linda Hardman dated 29 October 2021 (tab 263, page 13271). 
81  Statement of Hazel Bucher dated 29 October 2021 (tab 259 page 13125). 
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159. Ms Bucher draws attention to the fact that official data supports her own observations.  

The documents to which she refers state as follows: 

(1) In 2019–2020, 54 per cent of people living in permanent residential aged care 

had dementia;82 

(2) 81 per cent of people with dementia required high levels of care in the 

“cognition and behaviour” ACFI domain, 71 per cent in the “activities of daily 

living” domain, and 56 per cent in the “complex health care” domain;83 

(3) The number of people with dementia is predicated to rise markedly in future—

projected to more than double by the year 2046.  As a leading cause of death 

and burden of disease, the demand that dementia places on health and aged care 

services is expected to increase considerably over time;84 

(4) The proportion of people with a “high” care needs assessment has increased 

over time for every care domain over the period 2009–2017, except for a 

reduction in the complex health care domain in 2017;85 

(5) Over the decade 2009–2019, cultural and linguistic diversity increased in that 

the percentage of residents from non-English speaking countries increased, 

from 16.7 per cent in high care and 12.6 per cent in low care to 19.8 per cent;86 

(6) The care needs data collected through the Aged Care Funding Instrument show 

a substantial increase in the proportion of residents classified as having high 

care needs in each of the three care domains.  By 2019, one in three residents 

was classified as “high care” on all three domains. The greatest increase in high 

care needs related to complex health care (from 13 per cent to 52 per cent);87 

82  Australian Institute of Health and Welfare, (2021) Dementia in Australia 2021 Summary Report, page 13 

(tab 439 page 27911). 
83  Australian Institute of Health and Welfare, (2021) Dementia in Australia 2021 Summary Report, page 13 

(tab 439 page 27911). 
84  Australian Institute of Health and Welfare, (2018) Older Australia at a Glance (tab 425, page 27193). 
85  Australian Institute of Health and Welfare, (2018) Older Australia at a Glance (tab 425, page 27219). 
86  Gibson D, (2020) Who uses residential aged care now, how has it changed and what does it mean for 

the future?, page 821 (tab 440, page 27926). 
87  Gibson D, (2020) Who uses residential aged care now, how has it changed and what does it mean for 

the future?, page 823 (tab 440, page 27928). 

4101



(7) Just over half the people in residential aged care have a diagnosis of dementia 

(52 per cent), and 49 per cent have a diagnosis of depression;88 

(8) Dependency levels and complex care needs are increasing;89 

(9) Diagnoses of depression, use of anti-depressant medication, and polypharmacy 

all increased significantly between 2016/2017 and 2020/2021.90  Polypharmacy, 

in particular, went from 44 per cent to 54 per cent in that period of four years.91 

160. Ms Bucher also listed, at [42] and [43], changes in residential aged care over the last 

ten years, including:92 

(1) increased wound care complexity ([42(a)]); 

(2) more-challenging medication administration including polypharmacy ([42(b)]); 

(3) dealing with increased co-morbidity and higher levels of acuity, substantially 

due to the ageing population and people staying at home as long as possible 

[42(l)]; 

(4) increased complexity and acuity at the time of admission, reflected in matters 

such as level of frailty, co-morbidities, poly-pharmacology, fall risks, and the 

number and severity of cognitive and dementia-related conditions ([43(b)]). 

161. These matters, Ms Bucher said, resulted in an increase in the intensity and complexity 

of the work performed (at [44(b)]).93 

162. Suzanne Hewson (EN) described (at [24]) increasing complexity of residents’ care 

needs in the following domains: medication; nutrition and hydration; dementia care; 

social support; palliative care; co-morbidity and acuity.94   Ms Hewson also noted, 

88  Gibson D, (2020) Who uses residential aged care now, how has it changed and what does it mean for 

the future?, page 823 (tab 440, page 27928). 
89  Gibson D, (2020) Who uses residential aged care now, how has it changed and what does it mean for 

the future?, page 823–824 (tab 440, page 27928–27929). 
90  Reierson F, (2021) Trends in Medication Use 2016-2021, page 2 (tab 441, page 27936). 
91  Reierson F, (2021) Trends in Medication Use 2016-2021, page 2 (tab 441, page 27936). 
92  Statement of Hazel Bucher dated 29 October 2021 (tab 259 page 13126–13127). 
93  Statement of Hazel Bucher dated 29 October 2021 (tab 259 page 13128). 
94  Statement of Suzanne Hewson dated 29 October 2021 (tab 270 page 13422). 
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at [27], that there had been a notable increase in violence from advanced dementia 

residents after a decrease in use of antipsychotics.95 

163. Wendy Knights (EN) describes (at [12]–[13]) a change in the nature of aged-care 

residents which occurred, to her observation, in around 2008:96 

“… Based on my observations and speaking with incoming residents and their 

families at the time [2008], I understood that people were coming into nursing 

homes later than they used to, because there was funding for them to be in 

home care for longer. This meant that their care needs were much higher when 

they did enter nursing homes. I thought I needed to upskill to address those 

higher care needs. 

Before around 2008, there were clear differences between people entering aged 

care homes and needing low care, versus those who needed high care. After 

2008 (and to the present day), nearly everyone is high care, or advanced care / 

hospice. I describe the differences this has meant in terms of my work, later.” 

164. Ms Knights continued at [19] as follows:97 

“The average age of residents (and, correspondingly, their care needs) has 

dramatically increased over my time in aged care. We have many residents in 

their 80s, 90s, and even 100s. We do classify about 56 residents as low care (in 

7 units) because they are more mobile, but within that group there would only 

be 4 or 5 who are really low care. We have two ‘advanced care’ units–with 16 

and 12 residents respectively, as well as a dementia unit of 18 residents. While 

there is a specific dementia unit, many people in other units have dementia but 

the dementia-specific unit is used for those with more significant behavioural 

issues.” 

165. Ms Knights set out at [34]–[38] her experience of increased acuity over the last decade 

or so.  That evidence included the following: that the care needs of residents had 

increased dramatically over that time (at [34]); that the general physical capacity of 

residents is much reduced from the early 2000s (at [35]); that residents are less mobile 

and incontinence has increased (at [38]).  Ms Knights listed activities of day-to-day 

living with which residents did not previously require assistance, but now do (at [36]–

[37])—including showering, drying, dressing, making coffee, going to the dining room, 

transferring into wheelchairs, etc.98 

95  Statement of Suzanne Hewson dated 29 October 2021 (tab 270 page 13423). 
96  Statement of Wendy Knights dated 29 October 2021 (tab 22 page 13439). 
97  Statement of Wendy Knights dated 29 October 2021 (tab 22 page 13440). 
98  Statement of Wendy Knights dated 29 October 2021 (tab 22 page 13443). 
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166. Ms Knights also describes (at [39]) that, “things have changed significantly with 

medications,” including in that, “[t]here are a lot more cancer drugs used,” and that 

“[s]ome residents can be on up to 15 medications at a time.”99 

167. As to dementia, Ms Knights identifies that there are far more residents with dementia 

than used to be the case (at [50]), which increases their care needs (at [50]), that there 

are fewer physical constraints which increase fall risks (at [51]), and that there has been 

a dramatic reduction in anti-psychotic medication after the Royal Commission (at [52]), 

which has led to “atrocious” behaviours (at [53]).100 

168. Next, Ms Knights states that there are more residents, and more carers, from culturally 

and linguistically diverse backgrounds than was the case when she started at the Princes 

Court residential aged care facility (at [76]–[77]),101 which was in around 2009.102 

169. Finally, Ms Knights says that there is a far-greater number of residents who spend their 

end stage at the facility, and that that requires skills and an advanced level of emotional 

competence (at [82]).103 

170. Christine Spangler (AIN / PCW) says as follows in regard to acuity, at [24(k)]:104 

“i. Acuity is higher than it used to be. People tend to stay at home for longer 

because of the home care packages. So by the time they get to us, their needs 

are a lot higher. Residents can be admitted straight from hospital, sometimes 

with not long left to live. 

ii. Residents generally have higher care needs now, compared to when I started 

at St Anne’s. They need to call for assistance more frequently. Residents and 

their families generally have higher expectations than they used to about the 

standard of service.” 

171. And, at [34], Ms Spangler says that a result of residents being in a more acute condition 

is that: 

“Problematic behaviours such as violence and verbal abuse are a lot more 

common than when I first started. I have personally had my shoulder dislocated 

by a violent resident, and I needed surgery to fix it. I have been scratched, 

pinched and bitten. Sometimes a resident will ram their walker into you on 

purpose. On one occasion on an afternoon shift, I put a resident to bed and she 

slapped me on the face. I then put her roommate to bed and she slapped me on 

99  Statement of Wendy Knights dated 29 October 2021 (tab 22 page 13443). 
100  Statement of Wendy Knights dated 29 October 2021 (tab 22 page 13445). 
101  Statement of Wendy Knights dated 29 October 2021 (tab 22 page 13449). 
102  Statement of Wendy Knights dated 29 October 2021 at [3] (tab 22 page 13438). 
103  Statement of Wendy Knights dated 29 October 2021 (tab 22 page 13450). 
104  Statement of Christine Spangler dated 29 October 2021 (tab 257 page 13016). 
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the other side of my face.” 

172. The evidence of Irene McInerney (RN) is that needs of residents have become 

increasingly complex.  In her witness statement at [39], Ms McInerney specifically 

identifies the following areas of increased complexity (also specifically describing in 

her witness statement how it is that complexities in each area have increased):  

(1) Wound care; 

(2) Medication; 

(3) Pain management; 

(4) Infection control and prevention; 

(5) Food, nutrition, and hydration; 

(6) Continence care; 

(7) Dementia care; 

(8) Mobility and falls; 

(9) Social supports; 

(10) Quality of life; 

(11) End of life / palliative care; 

(12) Greater and/or increased co-morbidity and acuity. 

173. As for the last area, Ms McInerney describes an increase in comorbidities. She says that 

the focus on aging at home has meant that by the time people can no longer cope (with 

support in the community) they are really frail and in need of considerable care support. 

Residents often have multiple illnesses–heart disease, diabetes, peripheral vascular 

disease, arthritis etc. She describes her facility as sometimes feeling like a hospital but 

with a lot less staffing than in the public sector.105   

174. Ms McInerney also describes the health setting of a residential facility as dynamic and 

lacking the stability and predictability there had been 10 years ago. She says that the 

existence of co-morbidities, greater psycho-social needs, poly pharmacology and 

105  Statement of Irene McInerney dated 10 May 2022 at [39] (tab 260 page 13144–13145). 
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complex disease processes demand increased complexity in nursing assessment and 

sophistication in identifying changes and illness.106 

175. The evidence of Dianne Power (AIN) is that some of the more complex care tasks now 

completed by AINs were done by ENs when she first started working as an AIN in 

2012.107  Under cross-examination she explained that these more complex care tasks 

included medications such as ear, eye and nose drops, nebulizers, cleaning of 

suprapubic catheter sites and changing of catheter bags, all of which were RN and EN 

work when she first started.108 

176. The increased acuity and more complex needs in residential care are magnified by 

difficulty accessing General Practitioner services within aged care clinics.  Stephen 

Voogt (NP, Gerontology) gives evidence of his experience that some GPs are not 

providing adequate services into aged care facilities and that this has become worse 

over the years.  He identifies that in Wangaratta there is one GP practice which is now 

refusing to provide care to residents in the aged care facilities and that a second practice 

may soon also withdraw from working in aged care facilities.  As a consequence, he 

identifies that the GPs who continue to provide services to residential aged care 

facilities have less time to service residents in those facilities.  Residents are more 

heavily reliant on NPs and RNs in the facility to try and monitor, observe and treat.109 

177. Mr Voogt considers that residents of aged care facilities are the most complicated group 

of people to look after in our community.  He considers that some GPs are not spending 

the necessary time to do this.110  He says that the reduction in GP availability, the lack 

of support and changes to resident acuity means that the nurses on site must be more 

skilled, observant and responsible.111 

178. Witnesses also identified the more complex needs of culturally and linguistically 

diverse residents and clients (inter alia): 

(1) Maree Bernoth (RN and Associate Professor) gives evidence of her research 

and supervision of other research dealing with cultural diversity and have also 

106  Statement of Irene McInerney dated 10 May 2022 at [40] (tab 260 page 13146 – 13147). 
107  statementStatement of Dianne Power 29 October 2021 at [51] (tab 258 page 13109). 
108  Cross-examination of Dianne Power at PN9516 [– [–PN9523. 
109  Amended witness statement of Stephen Voogt dated 9 May 2022 at [28] (tab 269 page 13395). 
110  Amended witness statement of Stephen Voogt dated 9 May 2022 at [31] (tab 269 page 13395–13396). 
111  Amended witness statement of Stephen Voogt dated 9 May 2022 at [32] (tab 269 page 13396). 
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observed this in aged care facilities. She observes that there are now more 

residents in aged care facilities from culturally and linguistically diverse 

backgrounds and that the use of aged care facilities by first nations people is 

increasing. She identifies that this causes challenges in providing adequate care 

and takes extra time. With this diversity there is also requirement for the staff 

to be culturally aware and culturally safe.112  

(2) Patricia McLean (EN) says that she has cared for aged care residents and 

community care clients from diverse cultural and linguistic backgrounds.113 Ms 

McLean describes that where a client did not speak English, sometimes a family 

member would assist in translation but if no one was present to translate, she 

would communicate with them in very simple English and worked to understand 

their broken English.114  She says that the need for her to respond to cultural, 

emotional, social, and psychological needs of residents and clients was always 

been part of her job, but has increased, especially in recent years.115 

(3) Linda Hardman (AIN / PCW) at [24] observed that the diversity of residents has 

changed over time. She says that there is an increase in residents from various 

cultural backgrounds and it can make it more difficult to communicate with the 

residents.  She relies on non-verbal cues and tries to learn some of their language 

to understand their needs;116 and 

(4) Stephen Voogt (NP) at [46] identifies residents from over ten nationalities at a 

facility where he was working, noting that there is a need to recognise each of 

the nationalities which is extremely difficult for staff.117 

Evidence of officials 

179. There is also evidence of union officials relevant to increased acuity of residents in 

residential aged care facilities. 

112  Witness Statement of Maree Bernoth dated 29 October 2021 at [54].] (tab 264 page 13284). 
113  Amended witness statement of Patricia McLean dated 9 May 2022 at [65] (tab 265 page 13312). 
114  Amended witness statement of Patricia McLean dated 9 May 2022 at [66] (tab 265 page 13313). 
115  Amended witness statement of Patricia McLean dated 9 May 2022 at [67] [– [–[68] (tab 265 page 13313). 
116  Statement of Linda Hardman dated 29 October 2021 (tab 263 pages 13268). 
117  Amended witness statement of Stephen Voogt dated 9 May 2022 at [46] (tab 269 page 13399). 
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180. Kathryn Chrisfield (Occupational Health and Safety Team Manager, ANMF), draws 

attention to the increased occupational health and safety risk posed by: 

(1) the increase in bariatric residents in aged care (as in the community) (at [30]);118 

(2) increasing numbers of residents with dementia or other altered mental states 

becoming disoriented or defensive (or aggressive) (at [32]);119 

(3) increases in acuity and care required in a general sense, leading to increased 

workload pressures (at [47]).120 

181. Julianne Bryce (Senior Professional Officer, ANMF) also refers, at [50]–[51], to the 

impacts of increased acuity:121 

“50. The higher acuity of care required by residents, significant reduction in 

the number of nurses and substantial increase in the number of care workers 

has seriously impacted the nursing care required and the staffing and skill mix. 

There is a greatly increased burden of responsibility and accountability for 

registered nurses relating to both the provision of direct care and supervising 

and delegating nursing care provided by others. 

51. Nurses have had to work in extremely difficult circumstances, due to these 

resident profile, workload, staffing and skill mix changes, in order to meet 

residents care needs, support their care worker colleagues and meet their 

professional regulatory requirements under the National Law. Nurses working 

in aged care are incredibly committed to providing safe, quality care for 

residents. Fatigue and burnout are major issues for the aged care workforce.” 

182. Increases in acuity in residential aged care are borne out by the Report on Government 

Services 2021 at Part f, section 14 relating to “Aged care services”, addressed by Annie 

Butler her Amended Witness Statement (at [131]–[134]).122  Table 14A.12 to that report 

records data collected by the Department of Health. The data provides statistics on three 

domains under which aged care residents are assessed under the Aged Care Funding 

Instrument (ACFI), namely: 

(1) Activities of Daily Living (ADL),  

(2) Behaviour and Cognition; and  

118  Statement of Kathryn Chrisfield dated 29 October 2021 (tab 184 page 10744). 
119  Statement of Kathryn Chrisfield dated 29 October 2021 (tab 184 page 10745). 
120  Statement of Kathryn Chrisfield dated 29 October 2021 (tab 184 page 10748). 
121  Statement of Julianne Bryce dated 29 October 2021 (tab 189 page 13116). 
122  “ANMF 15” – 14A.12 – Average annual Australian Government basic subsidy amount, including 

Conditional Adjustment Payment, per occupied place and the dependency level of aged care residents 

(a). 
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(3) Complex Health Care (CHC). 

183. At annexure “AB 6” to her Amended Witness Statement, Annie Butler sets out data 

extracted from Table 14A.12 for the years 2010–11 to 2019–20.123 

184. In summary form, the data in the spreadsheet shows in relation to ADLs that:  

(1) The percentage of residents classified as needing high care increased from 

41 per cent in 2010-11 to 63 per cent of residents in 2019–20; and 

(2) The percentage of residents classified as having low care needs decreased from 

26 per cent in 2010-11 to 8 per cent in 2019–20.  

185. In relation to Behaviour and Cognition, the percentage of residents classified as needing 

high care has increased from 48 per cent in 2010–11 to 65 per cent in 2019–20.  

186. In relation to Complex health care, in 2010–11 only 23 per cent of residents were 

assessed as having high care needs compared with 54 per cent in 2019–20.124 

187. Based on this and additional data, the unchallenged opinion of Ms Butler is that there 

has been a significant increase in what can be described as resident acuity when entering 

residential aged care.125 

188. By contrast to current levels of acuity, Robert Bonner (Director, Operations and 

Strategy of the Australian Nursing and Midwifery Federation (SA Branch) describes 

the type and acuity of residents in hostels and nursing homes in the 1990s as much less 

complex than it is today.  His evidence is that often residents were “social” admissions 

or the people who were at the time referred to as the “worried well.” They were 

widowed or single men and women who may have had few family contacts and apart 

from ageing and some minor medical complexity they needed some assistance with 

123  See Amended Witness Statement of Annie Butler dated 2 May 2022 at [131]–[135] and Annexure AB 6.  

(tab 181 page 9267–9268 and 9298). 
124  With respect to the increase in the percentage of residents assessed as having complex health care needs, 

this increase is likely to be higher than reflected in the figures, due to the Commonwealth Government 

changing the questions and ratings used in assessing needs in the complex health care domain. The 

change is explained in the July 18 ACFA report, see Aged Care Financing Authority, Sixth Report on 

the Funding and Financing of the Aged Care Sector (Report, July 2018) 90. 
125  Amended Witness Statement of Annie Butler dated 2 May 2022 at [153].] (tab 181 page 9271). 
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activities of daily living, medication self-administration and stand by assistance when 

mobilising.126 

189. Likewise, the evidence of Paul Gilbert (Assistant Secretary of the Victorian Branch of 

the ANMF) is that in the late 1980s and through the 1990s there was a clear distinction 

in aged care between “hostels” and “nursing homes”. He says that hostels were really 

supported accommodation, and  even amongst nursing home residents there were 

people in their 70s (and even younger) entering aged care, not because they were 

desperately ill or unable to cope at home, but because they wanted company, security 

and did not want to live alone. Mr Gilbert identified that there was still a sense in the 

1980s and 1990s that a significant part of the residential aged care sector was just a  

small step up from the retirement village. There were still concerts and trips out and 

some residents were still even able to take themselves out to the shops or bowls.127 

190. The increasing incidence of co-morbidity and frailty in residential care was also 

identified in the evidence of Andrew Venosta.  Mr Venosta is an RN, currently 

employed by the ANMF as an Industrial Officer, but who has extensive experience in 

the public and private acute hospital sector. For most of the last 20 years, Mr Venosta 

has worked extensively in aged care.  Mr Venosta’s evidence identifies the increasing 

needs of aged care residents arising from decreased mobility and dexterity, increased 

falls risk, and increased requirement for assistance with ADLs and hygiene. He 

describes residents having increasing clinical needs related to wound management, 

continence management, pain management, palliative care, medication management, 

nutrition and hydration, dementia, behavioural management, access to specialist 

medical services, and oral and dental health. He says that all of these increased needs 

contribute to a greater complexity in care planning generally.128   

191. The evidence of Mr Venosta is that between 2000 - 2010, the aged care sector changed 

dramatically. The distinction between ‘low care’ and ‘high care’ disappeared rapidly 

with the distinction between ‘hostels’ and ‘nursing homes ’being abolished by the 

Commonwealth in 2014.  He describes ‘Low care’ residents during this period as 

becoming frailer with had more co-morbidities on entry, they were less ambulant and 

126  Witness Statement of Robert Bonner dated 29 October 2021 at [56].] (tab 187 page 10806). 
127  Amended Witness Statement of Paul Gilbert dated 3 May 2022 at [8].] (tab 186 pages 10777). 
128  Amended Witness statement of Andrew Venosta dated 3 May 2022 at [47] (tab 188 page 11134). 
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had a shorter average length of stay. He identifies that this trend has been accelerated 

by a focus, since about the mid-2000s, on older people being supported  to stay at home 

for as long as they are able.129 

192. As to culturally and linguistically diverse residents and clients, Ms Butler at [151] notes 

the findings of the Report on Government Services130 that as at June 2020, almost 20% 

of people in residential aged care were people from culturally and linguistically diverse 

backgrounds.  Ms Butler also summarises the findings of the Australian Institute of 

Health and Welfare as at 30 June 2020131 as follows: 

“Compared with people born in Australia or other English-speaking countries, 

people born in non-English-speaking countries were assessed as having higher 

care needs in each domain. For example, in cognition and behaviour, high care 

needs were recorded for 72% of people born in non-English speaking 

countries, compared with 62% of people born in Australia and 66% of people 

born in other English-speaking countries. 

Similarly, care need ratings were highest among people who preferred to speak 

languages other than English—74%, 68% and 57% of people were assessed as 

having high care needs in cognition and behaviour, activities of daily living, 

and complex health care, respectively.” 

Evidence of employer witnesses 

193. The evidence of Paul Sadler (CEO, ACSA) is strongly corroborative of the evidence 

advanced by the unions.  He states that there has been a “noticeable shift” in the kinds 

of consumers accessing aged cares services (at [53]). 132   Generally, consumers in 

residential aged care now fall into three categories (at [54]):133 

“(a) consumers that no longer can live comfortably at home and need daily 

living assistance/have complex health care needs who will stay for between 6 

and 18 months; 

(b) consumers with dementia/cognitive impairment who stay for between 2 and 

5 years; 

(c) consumers who are considered palliative and will stay for anywhere from 

days to 12 months.” 

129  Amended Witness statement of Andrew Venosta dated 3 May 2022 at [51]–[52] (tab 188 page 11134–

11135). 
130  Section 14 Aged Care Services of Productivity Commission, Report on Government Services 2021 

(Released 20 January 2021) Table 14A.10 (ANMF 6). 
131  Australian Institute of Health and Welfare (2020), People’s care needs in aged care 2019-2020, 

Australian Government; Amended Witness Statement of Annie Butler dated 2 May 2022 at [152] (ANMF 

21).) (tab 181 page 9271). 
132  Statement of Paul Sadler dated 01 March 2022 (tab 289 page 13589). 
133  Statement of Paul Sadler dated 01 March 2022 (tab 289 page 13589). 
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194. Similarly, in home care, there has been a shift in more consumers accessing the highest 

funding package (at [56]), noting that this is reflective of such consumers having the 

highest level of need for assistance.134 

195. As union witnesses said, this has been (in part) the result of consumers staying in their 

homes longer, meaning that they access aged care later (at [57]).135  And, Australia’s 

population is aging (at [59]).  So, “consumers accessing aged care are less mobile, have 

more than one comorbidity and are increasingly experiencing incontinence” (at 

[58]).136 

196. The evidence of Mark Sewell (CEO, Warrigal) is to the same effect.  As the federal 

government tightened access requirements for residential aged care, fewer people 

moved into facilities for low care support, and the home care sector grew (at [48]).137  

So, the elderly are only approved for residential care “if they have high care needs and 

are towards the end of their life” (at [49]).138  Residents are now “older, clinically 

frailer, less mobile, and wit more complicated health conditions than two decades ago”; 

a large portion have “dementia, cognitive conditions or mental health issues” (at [50]–

[51]).139  Accordingly, more physical support work is required of front-line workers (at 

[52]), and workers need to be able to “diffuse emotional situations” (at [53]).140 

197. Mr Sewell agreed in cross-examination that residents are now entering residential care 

when they are unable to be cared for, or care for themselves, at home, and require 24/7 

supervision at least (PN12963).  Warrigal’s experience has been that people in home 

care are also older, frailer, and with more complex needs than used to be the case 

(PN12967).  A greater proportion of home care consumers have difficulty not only 

looking after themselves, but looking after their homes as well (PN12976).  This 

requires home care workers to be alive in dealing with the home care environment in 

which the resident lives (PN12978). 

198. Mr Sewell also accepted that the demographics of home care recipients were such that 

the potential for emergency situations to arise would be greater now than when he 

134  Statement of Paul Sadler dated 01 March 2022 (tab 289 page 13589). 
135  Statement of Paul Sadler dated 01 March 2022 (tab 289 page 13589). 
136  Statement of Paul Sadler dated 01 March 2022 (tab 289 page 13589). 
137  Statement of Mark Sewell dated 01 March 2022 (tab 292 page 14601). 
138  Statement of Mark Sewell dated 01 March 2022 (tab 292 page 14601). 
139  Statement of Mark Sewell dated 01 March 2022 (tab 292 page 14601). 
140  Statement of Mark Sewell dated 01 March 2022 (tab 292 page 14602). 
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started at Warrigal (PN13123), that there has been an increase in the number of home 

care recipients with dementia or other cognitive issues (PN13125), which might lead to 

unpredictable or challenging behaviour (PN13126).  That might create an emergency 

situation (PN13127), and that is more the case now than it was 20 years ago (PN13128). 

199. Craig Smith (Executive Leader Service Integrated Communities, Warrigal) gives 

similar evidence.  He says that, “[t]he persons coming in RACF are generally coming 

in with higher needs and are frailer than they were previously” (at [61]).141  This means 

that consumers are likely to require two-person assists or the use of mechanical aids, as 

they are less mobile (at [63]).142  He said in cross-examination that the age and frailty 

of residents now entering aged care, and entering over the previous five–ten years, had 

substantially increased (PN13295). 

200. The evidence of Emma Brown (Special Care Project Manager at Warrigal) is that over 

the past 10 years she has observed a progressive shift in the profile of consumers 

accessing care, being: 

(1) An increase in consumers with complex health needs (such as dementia, less 

mobility, or presenting with more than one co-morbidity); 

(2) An increase in the number of consumers coming in that are more frail or weaker; 

(3) There are fewer long-standing consumers (that is consumers who stay for more 

then two years); 

(4) An increase in consumers who need palliative care; and 

(5) An increase in the number of consumers that are overweight and may have 

diabetes or be on dialysis.143 

201. The evidence of Johannes Brockhaus (Buckland CEO) is that there has been a material 

change in the type of persons accessing residential aged care since he joined the 

industry.144  This material change related to an increase in the age, frailty and levels of 

acuity and health needs of the residents. 145   He describes “social admissions” 

141  Statement of Craig Smith dated 01 March 2022 (tab 291 page 14129). 
142  Statement of Craig Smith dated 01 March 2022 (tab 291 page 14129). 
143  Statement of Emma Brown dated 2 March 2022 at [44] (tab 290 page 13987). 
144  Statement of Johannes Brockhaus dated 3 March 2022 at [30] (tab 293 page 14831). 
145  Cross-examination of Johannes Brockhaus at PN13787. 
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(i.e., residents entering aged care to be around people of the same age who did not 

require high levels of care) in residential aged care as very common until around 

2018.146  By contrast, he says that Buckland is now seeing frailer residents with more 

comorbidities and conative impairments coming to Buckland because they can no 

longer care for themselves at their home.  He describes these residents now frequently 

coming to Buckland palliative to receive end of life care. 147   He identifies a 

consequence of this being that the higher care needs of the residents has produced 

greater clinical and physical care needs to be dealt with by the care workers and the 

nursing staff. 148   This includes greater needs with mobility, showering, toileting, 

feeding and the like, consequent upon the higher care needs of the residents you're now 

experiencing.149 

202. Higher resident acuity is also borne out by the reduction in the duration of stay of 

Buckland residents, down from 3.5 years in the 12 months preceding January 2021 to 

2.59 years in the 12 months preceding January 2022.150  Mr Brockhaus attributes this 

change in stay to more home packages being released, meaning that the elderly are 

remaining in their own homes longer and entering aged care with high needs or towards 

the end of their life.151 

203. Under cross-examination, Mr Brockhaus agreed with the proposition that significant 

changes in the demographics, that is the age, frailty and care needs of residents has an 

impact upon the work that the carers perform.152 

204. Cheyne Woolsey (Chief Human Resources Officer at KinCare, a home care provider) 

identifies that since he started at Kincare (around 5 years ago) customers are staying in 

their homes longer.  There is now a higher portion of KinCare customers presenting 

with dementia or experiencing cognitive decline and with multiple health issues.153  

Further, he says that this has impacted on the time being spent by home care workers 

146  Statement of Johannes Brockhaus dated 3 March 2022 at [31] (tab 293 page 14831). 
147  Statement of Johannes Brockhaus dated 3 March 2022 at [32]–[33] (tab 293 page 14832). 
148  Cross-examination of Johannes Brockhaus at PN13798. 
149  Cross-examination of Johannes Brockhaus at PN13798. 
150  Statement of Johannes Brockhaus dated 3 March 2022 at [35] (tab 293 page 14832).  At [36] Mr 

Brockhaus also clarifies that this reduction in the average stay was not attributable to the impact of 

COVID 19 (tab 293 page 14832). 
151  Statement of Johannes Brockhaus dated 3 March 2022 at [37] (tab 293 page 14832). 
152  Cross-examination of Johannes Brockhaus at PN13871–PN13872. 
153  Statement of Cheyne Woolsey dated 4 March 2022 at [25] to [26] (tab 297 page 15716). 
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with each customer, and additional complexities and challenges in the personal care 

tasks being performed by home care workers compared with 5 years ago.154 

205. Kim Bradshaw (General Manager at Warrigal’s Stirling Facility) describes around 

70 per cent of residents in her facility with some residents in the memory support unit 

exhibiting difficult behaviours, maybe once per day.155  She says that the difficult 

behaviours have increased over the last 10 years because of the change in resident 

acuity.156   Under cross-examination she accepted that “difficult behaviours” could 

sometimes manifest as violence and aggression.157  Her evidence is that due to the 

increase in home care packages, these residents are at their most acute for the needs 

required by the time these residents access Warrigal’s services, otherwise they would 

remain at home with a home care package.158 

Findings of the Royal Commission 

206. Further, all of this is supported by findings of the Royal Commission.  Relevant findings 

are below. 

207. At [IR.1.45]: the early 2000s saw a “renewed focus by all levels of government on home 

and community care,” there was an “increasing demand for home-based services,” and 

all this in the context of a “growing proportion of the population aged over 65 years”; 

208. At [IR.1.94]: the ageing population will “cause the number of people in the above 65 

years bracket—people who consume aged care—to increase”; 

209. At [FR.3A.177] the Royal Commission found “The residential aged care setting has 

changed over the years. People now enter residential facilities later in their lives. 

Consequently, many more are frail or have chronic or complex health conditions. 

Increasingly, new entrants to residential aged care have neurological conditions that 

result in such things as disorders of memory, understanding, behaviour, motor and 

sensory function, mobility and balance.” (footnotes omitted).  

154  Statement of Cheyne Woolsey dated 4 March 2022 at [27] (tab 297 page 15717 - 15716). 
155  Statement of Kim Bradshaw dated 4 March 2022 at [13] (tab 294 page 14938). 
156  Statement of Kim Bradshaw dated 4 March 2022 at [14] (tab 294 page 14938). 
157  Cross-examination of Kim Bradshaw at PN12819. 
158  Statement of Kim Bradshaw dated 4 March 2022 at [14] (tab 294 page 14938). 
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210. [FR.3B.801] and [FR.3B.805] show projections of the number of residential care 

recipients, and the costs of such care, increasing steadily to 2049 (see also [FR.3A.374–

375] and [FR.3A.377]); 

211. At [IR.1.96]: the number of people aged 70 year and over is expected to triple over the 

next forty years. 

212. At [IR.1.217], a reference to the increasing likelihood in aged persons of chronic health 

conditions including, “cardiovascular disease, arthritis, brittle bones …, macular 

degeneration, and hearing loss,” as well as an “increase in neurological conditions that 

affect thinking, behaviour, motor and sensory function, mobility, and balance.” 

213. At [IR.1.85]: the Royal Commission referred to an increased incidence of dementia in 

older ages, increasing the need for disability support; 

214. In figure 3.1 on [IR.1.86], showing an estimate of Australians with dementia having 

increased markedly between 2010 and the present day, and continuing to increase 

through to 2030; 

215. At [FR.3A.104]: the number of older people living with dementia is expected to 

increase in line with ageing population, and that in 2019 just over half of the people 

living in permanent residential aged care had dementia, but it could be as high as 

70 per cent. 

216. There are also findings as to the prevalence of mental health conditions in aged care, 

including that up to 50 per cent of older people in residential aged care have symptoms 

of depression and anxiety ([FR.2.103]). 

217. References to the prevalence of assaults between residents, and by residents against 

aged-care workers, appear at [FR.3B.522].  [IR.1.6] refers to a “major quality and safety 

issue[]” being “a high incidence of assaults by staff on residents and by residents on 

other residents and on staff.” 

218. At [IR.1.92], the Royal Commission found that “obesity rates have continued to rise,” 

and that in June 2019 it was found that “two-third of Australian adults were overweight 

or obese.”  This increases “risks of high blood pressure and diabetes, which contribute 

to cardiac and kidney disease.”  It also leads to mobility decreasing, and difficulty in 

4116



preforming routine tasks.  Of course, all of these matters increase the workload of direct 

care workers. 

Relevance of this evidence to work value 

219. This evidence is relevant to each of the matters set out in section 157(2A) of the Fair 

Work Act 2009 (Cth). 

220. As to the nature of the work, the evidence clearly establishes that the nature of the job, 

and the task requirements imposed on workers, have changed considerably over the last 

twenty or so years.  It is more or less agreed between all interested parties and witnesses 

on all sides, and it is supported by the Royal Commission’s findings, that: 

(1) residents in residential aged care present with more acute care needs than used 

to be the case; 

(2) this includes, but is decidedly not limited to, an increase in dementia or other 

cognitive condition (and the consequences of that increase), and an increased 

frequency in the need for palliative care (see a fuller list at [172]); 

(3) this enhances the complexity and difficulty (mental, emotional, and, especially 

for AINs / PCWs, physical) of the work of aged-care workers at every 

classification; 

(4) it also increases the risk to aged-care workers in every classification (e.g., of 

injury due to increased physicality of the role; of workplace violence; of work-

related stress). 

221. Likewise, Background Document 1 (at [116.1]) recognises as apparently uncontentious 

that “[t]he workload of nurses and personal care employees in aged care has increased, 

as has the intensity and complexity of the work [footnote omitted]”.  

222. Increased acuity is also relevant to conditions under which the work is done, in the 

sense that the conditions of work that might have been suitable (or might have presented 

a particular degree of difficulty) for a less-acute resident cohort, become less suitable 

(or present a higher degree of difficulty) for a more-acute resident cohort.  There have, 

of course, been changes in the environment in which the work is done (e.g., built form).   
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223. The level of skill and responsibility required of all members of the nursing team has 

been substantially increased as a result of the changes in the health status of the resident 

and client population identified in the evidence in this sub-part. In short, the evidence 

set out above relates to each of the matters set out in section 157(2A) of the Fair Work 

Act 2009 (Cth), and amply justify a considerable increase in the amount that employees 

should be paid for doing the work that they do, across all classifications. 

E.2 Changes to staffing levels and skill mix- Lay Evidence Report Part D.2 

Agreement between interested parties as to this factor 

224. The Consensus Statement at [14]–[16] says as follows: 

“14. Changes in staffing levels, skills mix and, consequently, workloads, have 

a significant impact on the changing nature of the work and therefore work 

value. 

15. Since 2003, there has been a decrease in the number of nurses, both 

Registered Nurses (RNs) and Enrolled Nurses (ENs), as a proportion of the 

total workforce employed in aged care. [footnote omitted]  RNs are the clinical 

leaders in residential aged care and have experienced an increase in managerial 

duties (including co-ordinating and supervising and delegating) and/or 

administrative responsibilities. Expectations of RNs have increased markedly 

(along with a shift from residents with lower to higher social and clinical 

needs). Nurses are required to detect changes in resident health status, identify 

elder abuse and anticipate medical decision-making. Overall, there are more 

demands upon nurses due to workforce structures and meeting governance 

requirements. They develop care plans and oversee their implementation and 

review. 

16. Again since 2003, there has been an increase in the proportion of PCWs 

and AINs (care workers) in aged care with less direct supervision. PCWs are 

being required to perform duties that were traditionally undertaken by nurses 

(such as peg feeding and catheter support) after receiving relevant training 

and/or instruction. Care workers in both residential care and home care are 

performing increasingly complex work along with the increasing complexity 

of the needs of residents entering care. There are more expectations of care 

workers to detect changes in resident or client condition, identify elder abuse 

and assist with medications and other treatments.” 

225. BaptistCare’s submission at [17]–[18] is also relevant:159 

“17. Over time, the role of frontline care staff has required requires [sic] more 

assessment, care documentation and practices that assist the clinical staff. This 

includes assisting with medication, simple wound dressing, assisting with the 

implementation of continence programs, attend to regular checks including 

urinalysis, blood pressure, temperature and pulse checks, blood sugar level 

checks and assist and support diabetic clients in the management of their 

159  Submissions of BaptistCare (tab 126 page 876–877). 
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insulin and diet. 

18. The roles for other frontline staff have changed over time also. Adherence 

to the Aged Care Quality Standards rightly requires a significant and increased 

focus on the wellbeing of residents. This has meant that staff in lifestyle 

streams are required to be cognisant of providing activities and programs that 

are tailored to the care needs of residents. What was previously ‘Diversional 

Therapy’ is now a targeted, person-centred program that meets the social and 

spiritual needs of residents.” 

226. Additionally, Background Document 1 (at [116.6] and [116.8]) recognises the 

following as apparently uncontentious: 

“6. Since 2003, there has been a decrease in the number of Registered Nurses 

(RN) and Enrolled Nurses (EN) as a proportion of the total aged care 

workforce.  Conversely, there has been an increase in the proportion of 

Personal Care Workers (PCW) and Assistants in Nursing (AIN).  

… 

8. PCWs and AINs operate with less direct supervision. PCWs and AINs 

perform increasingly complex work with greater expectations. [footnotes 

omitted]” 

The Lay Evidence Report 

227. The ANMF adopts Lay Evidence Report [276]–[290].  As stated at [277], several 

witnesses gave evidence that “there are fewer RNs, which puts greater demands on 

them, and on ENs and personal carers.”  The Lay Evidence Report quotes from the 

statement of Hazel Bucher (NP) at [43]–[44], and Pauline Breen (RN) at [23]. 

Evidence of other Frontline Workers 

228. In addition to this evidence, Linda Hardman (AIN / PCW) said at [63] of her statement 

as follows:  

“When I started working in aged care twenty years ago, there would have been 

at least four RNs on each shift. On most normal shifts now, there is often only 

two RNs on a shift. The consequence is that their workload is high. They are 

also often in charge of the facility and have to deal with staffing issues on top 

of their clinical workload.”160 

229. Jocelyn Hofman (RN) said as follows, at [24] and [33]–[35]: 

“24. There has been a reduction in Registered Nurse numbers and hours over 

the last 20 years. These reductions affects the care of our residents. The 

Provider has reduced the number of hours of Registered Nurses but our 

workload and allocation of responsibilities from Management is increasing. 

160  Statement of Linda Hardman dated 29 October 2021 (tab 263 pages 13272–13273). 
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… 

33. There are less RNs now on the floor than 20 years ago. In some aged care 

facilities, some tasks have been delegated to AINs/ PCWs/CSEs. For example, 

the introduction of dose administration aids like “Webster Packs” for AINs/ 

PCWs/ CSEs to use for assisting certain residents with their medications means 

RNs no longer administer medications for those residents. I am concerned that 

the distinction between “assisting” a resident with their medication and 

“administering” medication to a resident is blurred as AINs/ PCWs/ CSEs lack 

the relevant educational preparation to in effect administer medications. Also, 

in some aged care facilities, there is often not an RN rostered at night, which 

means that if any clinical issues arise during the night, the resident has to go to 

hospital. 

34. There had been a reduction in registered nurses and an increased number 

of AINs/ PCWs/ CSEs employed in the aged care sector. When I started work 

on a day shift at Sans Souci, now called Anita Villa, there were three registered 

nurses rostered with AINs.  At Bodington, I work with two CSEs in 1 wing and 

with an EN or casual RN (for part of the shift only) in another wing with two 

CSEs and a short shift CSE. This has resulted in increased scope and extent of 

responsibility for me as the registered nurse who remains accountable for the 

care delivered. It has also required increased exercise of judgement in 

prioritising resident care demands. This may even involve deferring my 

medication round to attend to an emergency situation like a resident choking, 

a fall or if I am designated as in charge of the facility, I will be called to other 

serious incident elsewhere in the facility. When a doctor visits his residents in 

the afternoon, I also defer my medication round so I can update the doctor with 

our resident’s current status, email the Pharmacy on medication changes, 

follow up the medical directives and update the family member on the doctor’s 

visit and changes. 

35. The changes in staffing alone have substantially changed my work. But 

when combined with the other changes some of which are discussed below 

(e.g. complexity of resident health status) the result has been profound. 

36. As a result of the staffing changes the delivery of care is always rushed. 

Daily work routines are pressured for the entire team of registered nurses, 

enrolled nurses and AINs/ PCWs/ CSEs. Accordingly, my work focus has 

shifted with a greater emphasis on exercising accountability for care. This 

means combining nursing assessments with other interventions, scanning 

residents at meal times to assess changes in such things as posture, mood, lack 

of appetite, as well as requiring and following up reports from care staff of 

changes in resident status.” 

230. Wendy Knights (EN) said, at [16], that it used to be that RNs primarily administered 

medicine.  However, over time, the work of RNs came to be in the office rather than on 

the floor.  So, “administering medication more and more became the job of an EN.”161  

Similarly, at [26], Ms Knights said that RNs’ administrative and paperwork load is 

much greater than it used to be, and hence they are more in the office than they used to 

161  Statement of Wendy Knights dated 29 October 2021 (tab 272 page 13440). 
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be.162  Ms Knights gives examples of the kinds of paperwork RNs are tasked with 

completing at [27].  Paperwork is considered separately in Part E.4.4. 

231. Christine Spangler (AIN / PCW) referred, at [21], to “increasing demands on the 

RN.” 163   At [26], Ms Spangler refers to RNs and ENs having to do a lot of 

documentation, like risk assessments, skin assessments, and admission paperwork.164 

232. Irene McInerney (RN) describes moving to Tasmania 8 years ago and working for 

Southern Cross Care (SCC) for 7 years.  When she first began with SCC she considered 

their facilities to be very well resourced with nurses compared to her previous 

experience.  However, the residents in the SCC facilities were older, frailer and required 

higher levels of care.  Over the 7 years of her employment with SCC she observed the 

erosion of staffing levels, from a nurse on each of five wings to only two for the whole 

building. Her evidence is that this has occurred despite care needs having increased.165 

Evidence of officials 

233. Julianne Bryce (Senior Federal Professional Officer, ANMF) spoke to changes in aged-

care staffing at [49]–[52] of her statement.  Amongst other things, Ms Bryce refers to 

“poorer staffing levels and skill mix” (at [49]), which is to be understood as including 

a “significant reduction in the number of nurses and substantial increase in the number 

of care workers” (at [50]).  This has led to a “greatly increased burden of responsibility 

and accountability for registered nurses relating both to the provision of direct care 

and supervising and delegating nursing care provided by others” (at [50]).  These 

changes have made work “far more difficult, if not impossible in some cases, for nurses 

to meet the NMBA standards for nursing practice and supervision and delegation 

responsibilities,” which has led to many RNs leaving the sector (at [52]).166 

234. Kathryn Chrisfield (Occupational Health and Safety Team Manager, ANMF) refers to 

the occupational health and safety consequences of changed (especially diminished) 

staffing.  So, at [24], Ms Chrisfield says that with reduced staffing it has become more 

difficult for members to comply with safe lifting techniques.167  There are sometimes 

162  Statement of Wendy Knights dated 29 October 2021 (tab 272 page 13441). 
163  Statement of Christine Spangler dated 29 October 2021 (tab 257 page 13013). 
164  Statement of Christine Spangler dated 29 October 2021 (tab 257 page 13016) 
165  Amended witness statement of Irene McInerney, 10 May 2022 at [13] (tab 260 page 13140). 
166  Statement of Julianne Bryce dated 28 October 2021 (tab 189 page 13116). 
167  Statement of Kathryn Chrisfield dated 29 October 2021 (tab 184 page 10743). 
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inadequate staff available to perform a lift on night shifts in particular, which leads 

sometimes to the performance of unsafe lifts, or reports being made against staff who 

refuse to perform an inadequately-staffed lift (see at [25]).168 

235. Inadequacy of staff also affects the mental and psychological safety of staff, because 

they are forced to choose between their own safety (and compliance with policies), and 

the safety or comfort of residents (at [27]).169  Further, there is inadequate time and 

staffing properly to respond to residents with dementia or other mental health 

conditions (at [32]–[33]).170 

236. At [47], Ms Chrisfield spoke specifically about workload pressures associated with 

changed staffing (emphasis added):171 

“In my time at ANMF (Vic Branch), I have noted ongoing reductions in 

staffing levels across aged care. This has been reported to me by ANMF 

members in the sector and other officials. This has occurred where the number 

of residents has either remained constant, or increased, and the acuity of the 

residents and the care required has also increased. The increases in acuity are 

well documented in official reports. This has led to substantial work 

intensification. The residents require more intense care but there are fewer 

qualified staff to provide the care (as RN and EN numbers drop as a proportion 

of the workforce). Due to the reduction in the number of nurses, it means that 

the care workers are required to do more complex work which is often outside 

of their qualifications or experience. These workload pressures are present at 

all levels of the care staff and add to the concerns around completing their 

jobs.” 

237.  In her evidence, Annie Butler (ANMF Federal Secretary) addresses the 2016 National 

Aged Care Workforce Census and Survey–The Aged Care Workforce, 2016 (“2016 

NILS Report”). 172  The 2016 NILS Report identified a significant change in the 

composition of the direct care workforce in residential aged care.  The percentage of 

RNs reduced from 21 per cent of the direct care workforce in residential aged care in 

2003 to 14.6 per cent in 2016.173 Whereas the number of all direct care employees in 

the residential aged care workforce increased by 33 per cent during this period,  the 

number of registered nurses decreased by 6.5 per cent in terms of headcount and 

168  Statement of Kathryn Chrisfield dated 29 October 2021 (tab 184 page 10743–10744). 
169  Statement of Kathryn Chrisfield dated 29 October 2021 (tab 184 page 10744). 
170  Statement of Kathryn Chrisfield dated 29 October 2021 (tab 184 page 10745). 
171  Statement of Kathryn Chrisfield dated 29 October 2021 (tab 184 page 10748). 
172  Kostas Mavromaras et al, Department of Health (Cth) and NILS, The Aged Care Workforce 2016 

(Report, Released March 2017). 
173  2016 NILS Report at 12 and Amended Witness Statement of Annie Butler dated 2 May 2022 at [67] and 

[68]. 
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10.5 per cent on a full-time equivalent basis. 174  The evidence of Ms Butler also 

addresses the 2020 Aged Care Workforce Census Report (“2020 Census Report”)175 

which estimated the percentage of RNs in the residential aged care direct care 

workforce to be 15.6 per cent as at 2020.176   

238. The 2016 NILS Report also identified a reduction of enrolled nurses in the residential 

aged care direct care workforce from 13.1 per cent in 2003 to 10.2 per cent in 2016.  In 

2020, this was estimated to be 7.7 per cent.177  By contrast, the 2016 NILS Report 

identified an increase in the number of care-workers, (AINs, PCWs however titled), 

from 67,143 in 2003 (being 56.5 per cent of the direct care workforce) to 108,126 in 

2016 (being 71.5 per cent of the direct care workforce).178  In 2020, this was estimated 

to be 71.2 per cent or 72.15 per cent including Personal Care Worker Traineeships. 

239. A reduction in the percentage of nursing staff has also been identified in the  home care 

and home support aged care workforce.  The 2016 NILS report identified a reduction 

of RNs in this workforce from 10.2 per cent of the direct care workforce by headcount 

in 2007 (13.2 per cent of the FTE) to an estimated 8.1 per cent headcount (10.5 per cent 

FTE) in 2016.  Enrolled Nurses reduced from an estimated 2.7 per cent of the direct 

care workforce in 2007 by headcount (2.6 per cent of the FTE) to an estimated 2.2 per 

cent by headcount (2.6 per cent FTE) in 2016.  Over this same period, the percentage 

of Community Care Workers in the direct care workforce increased from an estimated 

174  2016 NILS Report at 12 and Amended Witness Statement of Annie Butler dated 2 May 2022 at [67] and 

[68].] (tab 181 page 9250 – 9251). 
175  Department of Health (2021), 2020 Aged Care Workforce Census Report, Australian Government, 

September (2020 Census Report).  The data recorded in the 2020 Census Report may be unreliable.  The 

report at 51 notes that among the limitations of the findings cited in the report is that responses were only 

requested directly from providers, not individual workers. Therefore, the report notes, workers will be 

duplicated within service care type results if they work at more than one service and could also be 

duplicated across service care types. Further, by way of example, the report also notes at 12 that “some 

providers did not provide data for hours worked and this was more common for allied health professionals 

than for nurses and PCWs. Therefore, in addition to potential over counting in the headcount due to staff 

working in multiple jobs, the FTE totals may underrepresent the true figure due to unknown hours worked 

by all staff.” 
176  2020 Census Report, 11 (Table 2.2); Amended Witness Statement of Annie Butler dated 2 May 2022 at 

[84].] (tab 181 page 9254). 
177  2020 Census Report, 11 (Table 2.2); Amended Witness Statement of Annie Butler dated 2 May 2022 at 

[84].] (tab 181 page 9254). 
178  2016 NILS Report at 12 and Amended Witness Statement of Annie Butler dated 2 May 2022 at [67] and 

[68].] (tab 181 page 9250 – 9251). 
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81.8 per cent by headcount in 2007 (77.7 per cent of the FTE) to an estimated 83.8 per 

cent by headcount (78.7 per cent FTE) in 2016.179   

240. The 2020 Census Report identified the following with respect to the HCCP direct care 

workforce in 2020: 

(1) 4.7 per cent by headcount (4.9 per cent FTE) were RNs; 

(2) 1.4 per cent by headcount (41.4 per cent FTE) were ENs;  

(3) 86 per cent by headcount (87.8 per cent FTE) were Personal Care Workers; and 

(4) A further 2.2 per cent by headcount (2.16 per cent FTE) were Personal Care 

Workers Traineeships.180   

241. The 2020 Census Report identified the following with respect to the CHSP direct care 

workforce in 2020: 

(1) 8.5 per cent by headcount (10.9 per cent FTE) were RNs; 

(2) 2.9 per cent by headcount (3.8 per cent FTE) were ENs;  

(3) 77.7 per cent by headcount (73.3 per cent FTE) were Personal Care Workers; 

and 

(4) A further 2.1 per cent by headcount (1.5 per cent FTE) were Personal Care 

Workers Traineeships.181   

242. The evidence of Ms Butler is that caring for elderly people, especially those with 

behavioural and psychological symptoms of dementia or other disabling health 

conditions, is a stressful occupation requiring the right people with the right skills and 

knowledge to develop holistic care plans customised to individual needs. Her 

unchallenged opinion is that this means that to ensure safe care for aged care residents 

it is critical to have the right skills mix of nurses and well-trained care-workers.182 

179  2016 NILS Report, 69–70 (Table 5.2 and Table 5.3); Amended Witness Statement of Annie Butler dated 

2 May 2022 at [93]–[95].] (tab 181 page 9256 – 9257). 
180  2020 Census Report, 26 (table 3.1); Amended Witness Statement of Annie Butler dated 2 May 2022 at 

[110].] (tab 181 page 9261). 
181  2020 Census Report, 38 (table 4.1); Amended Witness Statement of Annie Butler dated 2 May 2022 at 

[113].] (tab 181 page 9261). 
182  Amended Witness Statement of Annie Butler dated 2 May 2022 at [161].] (tab 181 page 9272). 
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243. Discussing the figures from the 2020 Census Report identifying changes to the skill 

mix in aged care, Paul Gilbert (Assistant Secretary of the Victorian Branch of the 

ANMF) says that these statistics are consistent with his observations.  He identifies a 

“seismic shift” in the roles of AINs/PCWs, ENs and RNs, namely that the roles and 

responsibilities of both RNs and ENs have changed significantly as they become less 

“hands-on” for activities of daily living and more the care and systems managers, 

delegators of care, planners and the managers of the ENs/carers.183  

244. Robert Bonner (Director, Operations and Strategy of the Australian Nursing and 

Midwifery Federation (SA Branch)) has given evidence of his primary responsibility 

for co-ordinating stage 2 of the ANMF’s national aged care staffing and skill mix 

project, resulting in the ANMF Aged Care Staffing and Skills mix project Final Report 

2016. 184   That research project explored the staffing volume or time required to 

complete interventions and also established the necessary skills mix by reference to the 

class of worker.  One of the recommendations based on the findings of this report was:  

“That the average of 4.30 (Resident Nursing and Personal Care Hours Per Day) 

or 4 hours and eighteen minutes of care per day, with a skills mix requirement 

of RN 30 per cent, EN 20 per cent and Personal Care Worker 50 per cent is the 

evidence based minimum care requirement and skills mix to ensure safe 

residential and restorative care.”185 

245. Unsurprisingly, inadequate staffing and skill-mix was identified as a key concern of 

respondents to the ANMF National Aged Care Survey 2019, also addressed in the 

evidence of Mr Bonner.186  That survey involved 2,775 staff working within the aged 

care sector from all States and Territories.  89 per cent of participants noted inadequate 

staffing in aged care.  This was an increase from the 2016 results where 79.2 per cent 

indicated that staffing was inadequate. In 2019, three-quarters of participants indicated 

that staff ratios were inadequate, an increase from the 2016 results of 67.8 per cent. 

Two main themes arose from participants’ responses; inappropriate 

pressure/responsibility onto less skilled/experienced workers, and; lack of suitable 

183  Amended Witness Statement of Paul Gilbert dated 3 May 2022 at [24]–[25].] (tab 186 pages 10781–

10782). 
184  Witness Statement of Robert Bonner dated 29 October 2021 at [15]; Annexure “RB 1”.” (tab 187 

page 10799 and 10821). 
185  Witness Statement of Robert Bonner dated 29 October 2021 at [15]; Annexure “RB 1”, p 9. (tab 187 

page 10799 and 10829). 
186  Witness Statement of Robert Bonner dated 29 October 2021, “RB 4” – Australian Nursing and Midwifery 

Federation (2019). ANMF National Aged Care Survey 2019–Final Report. Australian Nursing and 

Midwifery Federation (Federal Office), Melbourne, Victoria, p 9.  (tab 187 page and 11028).  
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numbers/availability of registered nurses. These highlighted the effects inadequate 

ratios of registered nurses have on care delivery and care staff, including nurses.187 

Evidence of employer witnesses 

246. Paul Sadler (CEO, ACSA) stated that RNs have been diverted from direct care into the 

completion of ACFI assessments.  This has affected both RNs and care workers, but, 

“it has particularly impacted RN workloads” (at [41]).188 

247. Mark Sewell (CEO, Warrigal) likewise notes the frustration of RNs with their 

paperwork burden (at [41]).189  Recording of observations, just to take an example, now 

takes about 1.5 hours per 8 hour shift, whereas it used to be a third of that.190 

248. Mr Sewell also stated that the role of the RN has changed in that the role is now more 

administrative in nature: “RN’s [sic] are now spending more time undertaking duties 

such as compiling reports, conducting audits of documentation and completing care 

plans” (at [113]).191  As for AINs / PCWs, their role has (Mr Sewell says) become less 

physical and more cognitive (at [117]), and involves more engagement with the 

consumer (at [117]).192  Mr Sewell is not there to be taken as suggesting that the amount 

of physical labour has decreased—the evidence of the lay witnesses makes plain that it 

has not (on the contrary, the greater need of residents for physical assistance, the 

prevalence of overweight or bariatric residents, etc., means that the job remains 

physical).  Rather, he is to be understood as suggesting an enhanced focus on the 

cognitive rather than the physical aspects of the work. 

249. The evidence of Johannes Brockhaus (CEO of Buckland Aged Care Services) 

highlights the prevalence of AINs / PCWs across Buckland’s residential aged care 

facility and home care services.  He says that AINs / PCWs make up roughly 85 per 

cent of the total workforce.193  Of the balance of the workforce, 8–10 per cent are 

187  Witness Statement of Robert Bonner dated 29 October 2021 at [15]; Annexure, “RB 4” – Australian 

Nursing and Midwifery Federation (2019). ANMF National Aged Care Survey 2019–Final Report. 

Australian Nursing and Midwifery Federation (Federal Office), Melbourne, Victoria, p 9.  (tab 187 

page and 11028). 
188  Statement of Paul Sadler dated 01 March 2022 (tab 289 page 13587). 
189  Statement of Mark Sewell dated 01 March 2022 (tab 292 page 14600). 
190  Statement of Mark Sewell dated 01 March 2022 (tab 292 page 14601). 
191  Statement of Mark Sewell dated 01 March 2022 (tab 292 page 14610). 
192  Statement of Mark Sewell dated 01 March 2022 (tab 292 page 14611). 
193  Statement of Johannes Brockhaus dated 3 March 2022 at [13(a)] (tab 293 page 14828). 
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general support officers (catering, kitchen, cleaning, laundry) 194  with RNs, ENs 

diversional therapists, chaplains, maintenance and administrative employees together 

making up the remaining portion.195 

250. Mr Brockhaus also recognises that RNs are now required to undertake compliance 

based duties, care planning, conducting reviews, audits and various assessments.196  His 

evidence (at [29]) is that this has meant that AINs / PCWs are undertaking more work 

which was historically undertaken by RNs and Buckland has to rely upon its AINs / 

PCWs to provide personal care to the residents.  Under cross-examination, Mr 

Brockhaus accepted that this scenario also led to a situation where care work was 

performed by the EN and AIN / PCW with less direct supervision by the RN than was 

the case previously, although the RN was still available to provide supervision where 

required but less directly on the floor (at PN13846 - PN13847). 

Findings of the Royal Commission 

251. At [FR.2.29] appear some relevant statistics (current as of 2016), including numbers of 

Nurse Practitioners, RNs, ENs, and AINs / PCWs working in residential care and in 

home care and that: 

(1) Registered nurses dropped from 21 per cent of the residential direct care 

workforce in 2003 to 15 per cent in 2016.  Over the same period, ENs dropped 

from 13 per cent to 10 per cent.  The proportion of residential aged care 

employees engaged in direct care dropped from 74 per cent in 2003 to 65 per 

cent in 2016 (see also [FR.3A.376]); 

(2) This is in circumstances were the number of residential care places increased by 

44 per cent between 2003 and 2020; 

(3) In home care and home support, the total direct-care workforce decreased by 

7 per cent between 2012 and 2016. 

252. At [IR.1.65] the Royal Commission records that one of the most-common complaints 

made to the Aged Care Quality and Safety Commission was in relation to “personnel 

194  Statement of Johannes Brockhaus dated 3 March 2022 at [13(f)] (tab 293 page 14829). 
195  Statement of Johannes Brockhaus dated 3 March 2022 at [13] (tab 293 page 14828). 
196  Statement of Johannes Brockhaus dated 3 March 2022 at [27] and [28] (tab 293 page 14831), Cross-

examination of Johannes Brockhaus at PN13837–PN138340. 
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numbers/ratio.”  And, at [IR.1.68], the Royal Commission observed that one of the 

problems that has “continue[d] to plague the system” is a “serious current and 

projected shortages of nursing and personal care workers.” 

253. Aged care is understaffed and the workforce underpaid ([FR.2.211]).  These are not 

new issues ([FR.2.211] and [FR.3A 371-372]).  After the removal of an obligation to 

spend a particular proportion of funding on direct-care staffing, many aged-care 

providers contain labour costs by replacing nurses with AINs / PCWs ([FR.2.211]). 

254. At [FR.3A.371] the Royal Commission states:  

“In many cases, the mix of staff who provide care is not appropriately matched 

to the care needs of older people. The proportion of professionally qualified 

staff such as nurses and allied health workers is too low. The proportion of 

personal care workers is too high. The increasing medical acuity of people 

receiving aged care is not reflected in the staff mix.” 

Relevance of this evidence to work value 

255. The conclusions to be drawn from the following are these: 

(1) aged-care work is, increasingly, inadequately staffed; 

(2) in particular, there are fewer RNs and ENs than used to be the case; 

(3) this has the consequence that the same amount of work (or more)  for RNs and 

ENs is done by fewer of them (changing their work requirements and enhancing 

their workload), and that AINs / PCWs are increasingly performing work that 

was previously performed by an RN or an EN (enhancing the complexity of 

their work, and possibly also their workload). 

256. Staff shortages and inadequate skill mix as a consequence of labour supply constraints 

impact the work intensity and work requirements of existing staff.  These are matters 

“related to” the nature of the work, the responsibilities involved and the conditions 

under which the work is performed.  The evidence supports a conclusion that work 

intensity has been affected by staff shortages and that increased complexity of 

supervision and delegation as well as “working up” in relation to greater responsibility 

and increased skill demands has been a major and transformative feature of the changes 

in work and work requirements in recent years. 
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257. As submitted at [37(4)] of the ANMF’s principal submissions, nothing in 

section 157(2A) suggests that increased workload cannot be relevant to whether work 

value reasons justify an increase in wages.  Of course, if short staffing were temporary 

then it would be open to the Commission to find that nothing in the nature of the work, 

the skill involved, or its conditions, had changed.  That is, the Commission may find 

that increased workload is a temporary aberration. The evidence is that short staffing 

has not simply resulted in the nursing team doing more of the same, but that in order to 

cope with the demands of delivering the care required, the work requirements of each 

classification in the nursing team have been transformed. 

258. Nothing about the increase in workload caused by short staffing has been temporary, or 

aberrant.  The nature of the work has changed.  This is so a fortiori in regard to the 

change in staffing mix (i.e., fewer nurses).  It would, the ANMF submits, be a wrong 

approach to assume, in assessing the nature of the work that is being performed today, 

that workload and staffing mix was still at some unidentified past level, where there is 

no evidence to suggest that workload and staffing mix will ever return to that past level. 

259. Again, then, the evidence set out above relates to at least the nature of the work 

performed and the skill involved in doing it, for the purposes of section 157(2A) of the 

Fair Work Act 2009 (Cth).  The evidence again tends in favour of a considerable 

increase in the amount that employees should be paid for doing the work that they do, 

across all classifications. 

E.3 Changes to the philosophy and models of care - Lay Evidence Report Part D.3 

Agreement between interested parties as to this factor 

260. The Consensus Statement, at [9] and [17], states as follows in regard to changes to 

philosophy and models of care: 

“The expectations of aged care consumers and their families, and the 

community, about the provision of aged care services has risen over time. The 

philosophy of care is person-centred based on choice and control, and this 

requires a focus on the individual needs of each resident and client. 

… 

Consumer-directed Home Care Packages have resulted in a less structured 

stream of duties for home care workers, who must now perform a broader range 

of duties. Home care workers must plan and adapt to different duties and levels 

of expectations from client to client. The proportion of home care packages at 

levels 3 and 4 have increased. [footnote omitted]” 
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261. Background Document 1 (at [116.12]]) recognises the following as apparently 

uncontentious: 

“The philosophy or model of aged care has shifted to one that is person-centred 

and based on choice and control, requiring a focus on the individual needs and 

preferences of each resident or client.  This shift has generated a need for 

additional resources and greater flexibility in staff rostering and requires 

employees to be responsive and adaptive [footnotes omitted]” 

262. IRT submitted (at [8]) that, “[c]hanging resident/customer and family expectations 

around person-centred care require employees to cater to individual physical, 

emotional, social and spiritual care needs.”197 

263. UnitingCare Australia submitted at page 2 of its submission that, “[t]he cultural 

transformation towards consumer directed care has increased demands on aged care 

workers, with a sharp increase in consumer expectations relating to their own (the 

consumer’s) cultural, identity, social and linguistic needs.”198 

264. Uniting referred in its submissions (at page 2) to the value and complexity of aged care 

work increasing significantly over time including because of “increased standards of 

care (driven in party by community expectations, understanding of best practice and 

regulation),” by an “increased focus on cultural, identity, social and linguistic needs,” 

and by “new models of care.”199 

The Lay Evidence Report 

265. The ANMF adopt the Lay Evidence Report [291]–[303].  In those paragraphs, reference 

is made to the evidence of (inter alios) Linda Hardman (AIN / PCW) at [42]–[45], 

Wendy Knights (EN) at [42]–[44] and [48], Christine Spangler (AIN / PCW) at [27], 

and Lisa Bayram (RN) at [62]. 

Evidence of other Frontline Workers 

266. In addition, Hazel Bucher (NP) refers at [43(c)] to “profound influence[s]” on the work 

of aged care RNs, ENs and AINs / PCWs, since 2010 by changes in the regulation of 

the sector including “the application of Care Standards and the introduction of the Aged 

Care Quality Standards.”200 

197  Submissions of IRT (tab 128 page 1118). 
198  Submissions of UnitingCare (tab 129 page 1121). 
199  Submissions of Uniting (tab 131 page 3122) 
200  Statement of Hazel Bucher dated 29 October 2021 (tab 259 page 13127). 
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267. Arising out of changes to the philosophy and models of care, the evidence of Lisa 

Bayram (RN) about advanced care planning and critical incident management identifies 

the challenges faced by RNs trying to balance the rights of the resident and doing the 

best by them clinically. She gives the example of a resident with end stage dementia 

who has specified in their advanced care plan that they don’t want to go to hospital. 

However, if they then have a fall and have a considerable injury, this will give rise to 

are difficult decisions. Ms Bayram identifies the need to try to manage the expectations 

of the family, the decisions of the resident and the risk assessment (clinically) as to 

whether to send them to hospital and what resources are available to manage them if 

they are kept in the facility.201 

268. Virginia Mashford (AIN) describes the work involved in providing a person-centred 

model of care.  She says that whilst she agrees with this approach, providing person 

centred care requires resources.  She must meet the requirements that residents have of 

her and the expectation of high standards of care set by her employer.  She observes 

that it is right that residents have choice and control over their lives, but notes that 

giving residents choice to do things requires a lot more resources.202  Ms Mashford’s 

evidence is also that things like meals and medication rounds occur at prescribed times 

and so accommodating resident choice can be very difficult.203 

Evidence of officials 

269. The evidence of Andrew Venosta (RN and Industrial Officer) is that in or about 2012, 

“consumer directed care” was introduced as part of reforms across the sector. He 

describes consumer directed care as about ensuring that aged care residents are 

consulted and have choice with respect to the delivery of their care. For example, he 

identifies that under this model of care, residents will have the right to choose what 

time they have a shower, their meals, what time they go to bed. He identifies this is an 

alternative to the more old-fashioned task-orientated approach to nursing, particularly 

to assistance with ADLs and hygiene. He describes his experience of this representing 

201  Witness Statement of Lisa Bayram dated 29 October 2021 at [80].] (tab 262 page 13241). 
202  Amended Witness Statement of Virginia Mashford dated 6 May 2022 at [33].] (tab 271 page 13430). 
203  Amended Witness Statement of Virginia Mashford dated 6 May 2022 at [34].] (tab 271 page 13430). 
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a significant challenge for an understaffed workforce which is time-poor and struggles 

with the day-to-day workload.204  

Evidence of employer witnesses 

270. Paul Sadler (CEO, ACSA) identifies that the Aged Care Quality Standards were 

introduced on 01 July 2019 and have been in effect since that time (at [23]).205  The 

new standards represented a shift from aged care consumers being treated as passive 

recipients of care to having an active role in choosing and directing how their care is 

delivered, and introduced “additional requirements” around the provision of clinical 

care (at [23]–[24]).206  In particular, the 2019 standards emphasised the planning of 

services in conjunction with consumers (at [25]).207 

271. In cross-examination, Mr Sadler agreed, by reference to the standard concerning 

making informed choices about care and services (see PN12254), that the objective of 

the process of audit is to ensure that the object of consumer choice and independence 

is fulfilled in the way that care staff and other staff perform their work on a day to day 

basis (PN12266).  Providers will demonstrate compliance by showing that its staff, in 

the work they do day to day, meet the objects of the standard and the detailed 

requirements thereof (PN12269), and have the training and skills to do so (PN12270). 

272. Further, Mr Sadler accepted that an aspect of consumer-centred care is that there are 

communications and negotiations about the best way to provide care, to endeavour to 

adapt to whatever choices and desires the consumer expresses (PN12329).  

273. Mark Sewell (CEO, Warrigal) accepted in cross-examination that an aspect of the 

changes in the Aged Care Quality Standards was the philosophy of more person-centred 

care, and that each provider was required to demonstrate how its staff met that 

requirement (PN12916–12917) 

274. Craig Smith (Executive Leader Service Integrated Communities, Warrigal) likewise 

details changes in regulation over time (at [16] ff).208  He says that the focus of audits 

under the Quality of Care Principles 1997 and the Quality of Care Principles 2014 was 

204  Amended Witness statement of Andrew Venosta dated 3 May 2022 at [57]–[58] (tab 188 page 11135–

11136). 
205  Statement of Paul Sadler dated 01 March 2022 (tab 289 page 13584). 
206  Statement of Paul Sadler dated 01 March 2022 (tab 289 page 13584). 
207  Statement of Paul Sadler dated 01 March 2022 (tab 289 page 13584). 
208  Statement of Craig Smith dated 01 March 2022 (tab 291 page 14122). 
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on ensuring clinical care met standards (at [24]).209 In 2019, the Aged Care Quality 

Standards were introduced, and these are “more consumer focused,” than previous 

standards given that “consumer dignity and choice is now the first standard and is now 

the foundation to all other standards” (at [28]) 210 

275. The impact is that the roles of nurses and personal care workers went from being task-

based and regimented to the consumer having greater involvement (at [31]).  Mr Smith 

provided these examples (at [31]):211 

“(a) when setting care plans, the consumer and registered nurse (normally) now 

set the consumers goals together; 

(b) PCW and RN’s now need to have improved communication skills to 

determine the needs and goals of the consumer; and 

(c) the care being provided is then in accordance with the care plan, this might 

involve the consumer wanting to shower at night time as that is their preferred 

time, rather than in the morning when the PCW might have done their shower 

rounds.” 

276. Mr Smith also identified a need for greater communication and to work more flexibly 

(at [33]).212 

277. Mr Smith accepted that the Aged Care Quality Standards required an individualised 

consumer focus, which required nurses and AINs / PCWs to have improved 

communication skills to determine needs and goals (PN13176), to understand goals, 

preferences, or aspirations of residents (PN13182), to deliver care in a way that 

actualised those goals, preferences, or aspirations (PN13183), working in a way that is 

flexible to account for preferences, needs, behaviours (PN13184), and prioritise and 

reprioritise and reorder their work day to deal with needs, preferences, behaviours that 

might arise in the course of a day (PN13185).  Mr Smith accepted that the introduction 

of the 2019 standards resulted in a change in the nature of and the skill involved in the 

work of providing personal care and nursing care to the residents of Warrigal’s facilities 

(PN13186). 

278. Anna-Maria Wade of ACSA said that she understood the 2019 Aged Care Quality 

Standards as involving “a different way of looking at care” (at [22]).213  The former 

209  Statement of Craig Smith dated 01 March 2022 (tab 291 page 14123). 
210  Statement of Craig Smith dated 01 March 2022 (tab 291 page 14124). 
211  Statement of Craig Smith dated 01 March 2022 (tab 291 page 14124–14125). 
212  Statement of Craig Smith dated 01 March 2022 (tab 291 page 14125). 
213  Statement of Anna-Maria Wade dated 01 March 2022 (tab 296 page 15197). 
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standards were focused on collective “consumers” rather than an individual consumer.  

They focused on the majority of consumers being better off, rather than focusing on 

individual consumers (at [23]). 214   The new standards are about tailored and 

individualised consumer needs (at [24]), and require providers to shift their focus 

(at [25]).215 

279. Ms Wade accepted in cross-examination that what “person-centred” care required was 

care that respected the autonomy of the individual resident, and that resident’s choices 

(PN12495–12496).  It involved a different way of providing care (PN12498).  There is 

a need for nurses and personal care workers to know the needs, goals, and preferences 

of individual residents (PN12520), recognise deteriorations in consumer and respond 

to them in an individualised and responsive way (PN12524), and document information 

concerning conditions, needs, and preferences and provide care accordingly 

(PN12524–12527). 

280. Initially, Ms Wade sought to suggest that, despite these changes in the way that care 

was to be provided as a result of the 2019 Aged Care Quality Standards, the skills 

involved in providing the care were the same (PN12534).  However, to her credit, she 

then accepted that the care was more individualised, that recognising matters individual 

to a particular consumer and providing care in a way that differentiates between 

consumers were matters involving skill (PN12537–12539), and therefore that the 

quality standards, in requiring work to be performed in that way, did have the effect 

that there is now more skill involved in the work (PN12540).  

281. Johannes Brockhaus (Buckland CEO) acknowledges that the new aged care standards 

have brought about changes by placing the person receiving care at the centre of every 

decision and giving them greater control over their care.216  Under cross-examination 

he confirmed that the standards require that philosophy to be adopted in the personal 

care that's being delivered to residents in all aspects of life217 and that Buckland is 

required to ensure that its staff are trained and have the skills to provide care in a manner 

which facilitates choice and independence on the part of the residents.218  

214  Statement of Anna-Maria Wade dated 01 March 2022 (tab 296 page 15198). 
215  Statement of Anna-Maria Wade dated 01 March 2022 (tab 296 page 15198). 
216  Statement of Johannes Brockhaus dated 3 March 2022 at [25] (tab 293 page 14830) 
217  Cross-examination of Johannes Brockhaus PN13813. 
218  Cross-examination of Johannes Brockhaus PN13817. 
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282. Emma Brown (Special Care Manager at Warrigal) describes the new quality standards 

as moving away from task orientated practice to providing the consumer with choice.219  

Ms Brown says that this impacts on the way work is performed by personal care 

workers, as the work may not be as routine as under the previous standards.  She says 

that offering this choice places the emphasis on the care workers having to have 

understanding and knowledge of each of their customers to ensure that their choices 

and preferences are followed.220  She identifies that this has also impacted on the RNs 

who are conducting the assessments and care plans.221 

283. Ms Brown conducted a 'roadshow' of training in respect of the new quality standards 

discussing the standards and how these apply to everyday practice.  She also explained 

some of the ways that employees could change their work practices to help meet the 

standards.222 

284. Ms Brown also acknowledges that “Dignity of Risk” can place stress on the staff that 

support customers where customer choice may not be the choice of the clinical team.223  

Ms Brown also accepted that, dignity of risk is tricky and, if the resident’s choice is 

recorded in their care plan, it will be the registered nurse who will have to sign off on 

this.224 

Findings of the Royal Commission 

285. At [FR.1.24] the Royal Commission commented on changing trends in models of care, 

observing “The average size of residential aged care facilities has increased over 

recent years. In 2008, 39% of facilities had over 60 places; by 2019, 60% of facilities 

had over 60 places. We consider that, in general, residential aged care services should 

transition progressively away from large institutional design settings. Accessible and 

dementia-friendly design should be the norm for new or substantially refurbished 

residential aged care buildings.”  

286. At [FR.2.93] and referring to FR.3 Chapter 3, the Royal Commission defines the 

concept of high quality aged care, taking into account the community’s expectations. 

219  Statement of Emma Brown dated 2 March 2022 at [23] (tab 290 page 13984). 
220  Statement of Emma Brown dated 2 March 2022 at [25] (tab 290 page 13985). 
221  Statement of Emma Brown dated 2 March 2022 at [26] (tab 290 page 13985). 
222  Cross-examination of Emma Brown PN13394–PN13397. 
223  Statement of Emma Brown dated 2 March 2022 at [27] (tab 290 page 13985). 
224  Cross-examination of Emma Brown PN13412–13414. 
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‘In summary, high quality aged care puts older people first. It is a standard of care that 

meets the particular needs, aspirations and preferences of people receiving aged care.” 

The Royal Commission commissioned a survey and research paper from Flinders 

University, into assessing the views and preferences of the general public for quality 

care and future funding, which “found 85% of the 10,315 respondents saw it as 

‘important’ or ‘very important’ that staff members knew and valued the identity, culture 

and history of the older person.” [FR.3A.96] 

Relevance of this evidence to work value 

287. All of the evidence relevant to this topic supports the conclusion that the change in 

favour of “person-centred” care involves the application of greater skill than care 

provided in an undifferentiated way as between recipients of care.  The necessity, as 

well, to differentiate or distinguish between residents in regard to the care to be 

provided to that resident involves a level of decisional responsibility that did not exist 

under undifferentiated models of care. 

288. Again, then, the evidence set out above relates to at least the nature of the work 

performed and the skill involved in doing it, for the purposes of section 157(2A) of the 

Fair Work Act 2009 (Cth).  The evidence again tends in favour of a considerable 

increase in the amount that employees should be paid for doing the work that they do, 

across all classifications. 

E.4 Changes in accountability, regulation and residents’ expectations - Lay Evidence 

Report Part D.4 

289. The specific sub-categories of this common issue and theme include the Serious 

Incident Response Scheme (SIRS), ACFI accreditation, reduced use of chemical and 

physical restraints, observation and documenting responsibilities including charting 

and making progress notes, care plans and interactions with families.  The 

sub-categories are addressed below in more detail. 

290. In this headline Part E.4.1, however—before getting into the sub-categories below—

submissions are directed to the subject matter of Lay Evidence Report [304]–[313].  

Mostly, but not entirely, these paragraphs address the Aged Care Quality Standards. 

291. In addition to the funding process under the ACFI, providers of aged care services are 

also required to be accredited.  Prior to 1 July 2019, this occurred in accordance with 
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the Accreditation Standards, set pursuant to Section 96 of the Aged Care Act, and 

identified in the Quality of Care Principles 2014.  On 1 July 2019, the Accreditation 

Standards were replaced with the more complex Aged Care Quality Standards225 (ACQ 

Standards), in accordance with amended Quality of Care Principles 2014226 which are 

applicable to all aged care services.  

292. The ACQ Standards comprise 8 standards.  Organisations are required to comply with 

the Quality Standards and must demonstrate performance required of the standards on 

an ongoing basis. If the Quality Standards are not met, this can result in the Australian 

Government taking action against the organisation under aged care legislation or 

through the funding agreement with the organisation.227  

Agreement between interested parties as to this factor 

293. Consensus Statement [9] is relevant here, too, in relation to residents’ expectations.  It 

was quoted above in relation to, “Changes to the philosophy and model of care.”  

Consensus Statement [23] is directed, in addition, to regulation: 

“There has been a change in the regulatory regime applying to aged care. 

Changes to the Aged Care Funding Instrument (ACFI) requirements and a new 

funding instrument is soon to be introduced. There have also been changes to 

regulations concerning the use of physical and chemical restraint and to 

incident reporting arrangements. These changes mean nurses and care workers 

are required to meet increased quality and safety standards and meet increased 

documentation requirements.” 

294. BaptistCare submitted (at [18]) that, “Adherence to the Aged Care Quality Standards 

rightly requires a significant and increased focus on the wellbeing of residents.”228 

295. IRT’s submission concerning changing resident/customer and family expectations 

around person-centred care (extracted above at [262]) is relevant here as well. 229  

Further, IRT submitted (at [10]) that, “the introduction of consumer directed care has 

resulted in a broader range of tasks.”230 

296. UnitingCare Australia submitted (at page 2 of its submission) as follows:231 

225  Aged Care Quality and Safety Commission Aged Care Quality Standards 
226  Quality of Care Principles 2014 (Cth). 
227  Amended Witness Statement of Annie Butler 2 May 2022 at [228].] (tab 181 page 9282). 
228  Submissions of BaptistCare (tab 126 page 877). 
229  Submissions of IRT at [8] (tab 128 page 1118). 
230  Submissions of IRT at [8] (tab 128 page 1118). 
231  Submissions of UnitingCare Australia (tab 129 page 1121). 
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“The changes to legislative and policy settings mean this trend [of increasing 

complexity in Aged Care work] will continue, particularly given the Royal 

Commission's recommendation to include a statutory, non-delegable duty of 

care. The additional expectations of workers in the sector are reflected in the 

Aged Care Quality Standards as contained in the Quality of Care Principles 

2014, which require increasing levels of technical and social support 

competencies. 

The cultural transformation towards consumer directed care has increased 

demands on aged care workers, with a sharp increase in consumer expectations 

relating to their own (the consumer’s) cultural, identity, social and linguistic 

needs.” 

297. Uniting submitted (at page 2 of its submission) that: 

“the Aged Care Quality and Safety Standards require Uniting’s workers to 

have greater levels of technical and social support competencies relevant to 

respective roles,” and that, “[t]he increasing regulatory requirements have also 

asked aged care workers to bear more risk, something that must be recognised 

in the work value.”232 

298. Additionally, Background Document 1 (at [116.9]) recognises as apparently 

uncontentious that “[t]here has been an increase in regulatory and administrative 

oversight of the Aged Care Industry.” [footnote omitted] 

The Lay Evidence Report 

299. The ANMF adopts Lay Evidence Report at [304]–[313].  This extracts evidence from 

(inter alios) Stephen Voogt (NP) at [44]–[46] and [54]–[55], [57]–[61], and from 

Jocelyn Hofman (RN) at [42]. 

Evidence of other Frontline Workers 

300. Hazel Bucher (NP) states (at [34]) that the onus of responsibility imposed by the Aged 

Care Quality and Safety Commission for the management of antipsychotic medications 

has shifted more and more on residential aged care staff rather than the prescriber.233  

Ms Bucher also identifies (at [43(c)] the application of care standards and the 

introduction of the Aged Care Quality Standards as profoundly changing the work of 

aged care RNs, ENs, and AINs / PCWs.234 

232  Submissions of Uniting (tab 131 page 3122). 
233  Statement of Hazel Bucher dated 29 October 2021 (tab 259 page 13124). 
234  Statement of Hazel Bucher dated 29 October 2021 (tab 259 page 13127). 
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301. Wendy Knights identifies the additional documentation requirements associated with 

the new Quality Standards, at [66]:235 

“There are additional documentation requirements which require significant 

education and time to complete. For example, in the new Quality Standards 

they want us to document (preferably each shift, but certainly every day), how 

we have had contact or interactions with each resident. It might be talking to 

Mary about her trip to the dining room and her meal and documenting her 

descriptions of what she ate and whether she enjoyed it. On many days I have 

to do a minimum of 18 progress notes in the dementia unit that I didn’t always 

have to do before. Previously it was only definitive changes that were 

documented. This daily interaction note often falls to me because the PCAs 

sometimes don’t do them or aren’t confident of their writing skills.” 

302. And, it is noteworthy that Christine Spangler has undertaken about 38 separate training 

courses directed specifically to the Aged Care Quality Standards (see list at [8]).236 

303. The evidence of Virginia Mashford (AIN) is that during her time in aged care the work 

environment has changed in that there is a greater emphasis placed on meeting residents 

and their families’ needs and providing care that is accountable. She identifies this as a 

positive change but notes that the care is expected to be provided in a cost-efficient 

manner from all staff. Her evidence is that an emphasis is placed on workers to make 

sure they document cares and fill in all other charts and other tasks. Despite this, she 

says that there is no acknowledgement of the time needed to complete these tasks and 

there is the minimum level of staffing provided to perform duties associated with care 

needs of the residents.237 

Evidence of officials 

304. Kathryn Chrisfield identifies at [9] that resident choice (which is a particular focus of 

person-centred care and consumer choice, required by the Aged Care Quality 

Standards) creates difficulties for aged-care workers:238 

“A particular issue that is a constant in aged care is that the resident’s (and 

family’s) wishes may be in conflict with what is required for the safety of staff. 

A particular example of this is where, due to deterioration of a resident’s 

mental health, it may be preferable for them to move to a psychogeriatric 

facility or, alternately, to have particular clinical treatment to address 

behaviours of concern (which may include some pharmacological 

intervention). However, the family or resident refuse to move or consider 

alternative accommodation where this can be provided, or refuse the treatment 

235  Statement of Wendy Knights dated 29 October 2021 (tab 272 page 13447). 
236  Statement of Christine Spangler dated 29 October 2021 (tab 257 pages 13010–13011). 
237  Amended Witness Statement of Virginia Mashford dated 6 May 2022 at [63].] (tab 271 page 13436). 
238  Statement of Kathryn Chrisfield dated 29 October 2021 (tab 184 page 10740). 
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needed. This then results in ongoing behaviours of concern for the resident, 

which causes a significant risk to the health and safety of the staff (and often 

the resident also).” 

305. The evidence of Annie Butler (ANMF Federal Secretary) is that compared to the 

Accreditation Standards, the ACQ Standards are significantly increased both in the 

number of standards and expectations to be met and the requirements to demonstrate 

the Standards have been met are significantly more demanding than previously.239  

306. Ms Butler also identifies at least 72 inquiries and reports into aged care in the period 

between 1982 and 2021.240 Unsurprisingly, arising from those reports and inquiries has 

been a range of reforms over many years. Ms Butler’s evidence is that the pace of 

reform has accelerated in the last 3-5 years due to implementation of recommendations 

from the many reviews into aged care in recent years. The findings from the Royal 

Commission Interim Report: Neglect, was a catalyst for the introduction of a number 

of regulatory reforms aimed at improving quality and safety of aged care services.241 

307. The evidence of Andrew Ventosa (RN and Industrial Officer) addresses his experience 

with the accreditation process when employed in aged care.  He describes that despite 

the process being conducted on a three-year cycle, providers were expected to maintain 

compliance 24 hours a day, 7 days per week and could be subject to unannounced visits 

by the then Aged Care Standards and Accreditation Agency. Such unannounced visits 

started in the early 2000s and contributed to him experiencing more stress and the 

feeling that “every day is accreditation day”, putting additional pressure on RNs and 

other staff.242 His evidence is that RNs played a key role in the accreditation process as 

their focus was to ensure all resident assessments and care plans are consistently up to 

date.243  

Evidence of employer witnesses 

308. The evidence of Paul Sadler (CEO, ACSA) is strongly supportive of the proposition 

that regulation is constantly evolving, and increasing in complexity and onerousness.  

His history starts in 1997 with the introduction of the Aged Care Act 1997 (Cth), which 

239  Amended Witness Statement of Annie Butler 2 May 2022 at [228].] (tab 181 page 9282). 
240  Amended Witness Statement of Annie Butler dated 2 May 2022 at [195] and “AB 8”.” (tab 181 

page 9276 and 9306). 
241  Amended Witness Statement of Annie Butler dated 2 May 2022 at [213].] (tab 181 page 9280). 
242  Amended Witness statement of Andrew Venosta dated 3 May 2022 at [85].] (tab 188 page 11140). 
243  Amended Witness statement of Andrew Venosta dated 3 May 2022 at [101].] (tab 188 page 11142). 
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“brought about substantial changes to the way residential and home care providers 

operate” (at [15]).244  In particular, “a new set of residential care and home care 

standards were introduced” (at [16]).245 

309. Next (relevantly), on 01 July 2019 the ACQ Standards were introduced.  They 

“represented a shift from aged care consumers being treated as passive recipients of 

care to having an active role in choosing and directing how their care is delivered,” 

which introduced additional requirements around clinical care (at [23]–[24]).246  What 

this means in terms of philosophy of care has already been discussed above, in Part E.3. 

310. Mark Sewell (CEO, Warrigal) likewise stated that, “[t]he [aged care] industry has 

always been known as being very highly regulated, this has increased even more with 

time” (at [30]).247  Warrigal’s response have been to have a dedicated team which is 

responsible for compliance and reporting (see [32]–[35]).248  The work of this team is 

to check to ensure the documentation is all collated appropriately and covers the 

information that is necessary for the external report (PN12911).  Without this, “a lot of 

the work would fall onto our direct care employees” (at [32]).249  The clear corollary is 

that, in the case of providers who do not have the resources or inclination to provide 

such a compliance team, the work does fall onto the direct care employees. 

311. And in any case, the raw material that goes into any report is still identified by direct 

care employees, who report issues to the RN, who in turn must make decisions about 

whether the information requires reporting (see at [35]–[37]).250  The regulatory burden 

on direct care workers remains high enough that Mr Sewell has “witnessed a general 

level of frustration ‘on the floor’ amongst RN’s, regarding the level of regulation and 

the requirement to complete increased levels of paperwork” (at [41]).251 

312. As acknowledged by Mr Brockhaus, (CEO of Buckland) the reality of the situation is 

that there is a lot of regulation in the aged care industry.  His evidence is that the amount 

of auditing and reporting required by the provider to prove that it is supporting the 

244  Statement of Paul Sadler dated 01 March 2022 (tab 289 page 13583). 
245  Statement of Paul Sadler dated 01 March 2022 (tab 289 page 13583).  
246  Statement of Paul Sadler dated 01 March 2022 (tab 289 page 13584). 
247  Statement of Mark Sewell dated 01 March 2022 (tab 292 page 14599). 
248  Statement of Mark Sewell dated 01 March 2022 (tab 292 page 14599–14600). 
249  Statement of Mark Sewell dated 01 March 2022 (tab 292 page 14599). 
250  Statement of Mark Sewell dated 01 March 2022 (tab 292 page 14600). 
251  Statement of Mark Sewell dated 01 March 2022 (tab 292 page 14600). 
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resident to make choices regarding their care and delivering that care in accordance 

with their decision, is extensive.252  

Findings of the Royal Commission 

313. At [FR.2.41-48] the Royal Commission provides an overview of how aged care is 

regulated and summarises the chief regulatory changes that have been introduced in the 

last decades and, indeed, during the course of the running of the Royal Commission. 

The cumulative nature of regulatory change is described at [FR.2.48] as follows: 

“In recent decades, the aged care system in Australia has evolved and has been 

changed in a myriad [of] ways. During the time of our inquiry, as new 

initiatives and policies were announced by the Australian Government, the 

system has changed further. Some changes to the system have been large, some 

incremental, but all have contributed to the piecemeal development of the aged 

care system.”  

314. At [FR.2.7-12] the Royal Commission also provides an overview of historical 

development of aged care.   

315. Despite the quantity of evidence as to the onerousness of documentation associated with 

the Aged Care Quality Standards, and the significance of the changes associated 

therewith, it is fair to say (by way of summary) that the Royal Commission was not 

especially impressed by those standards.  Comments showing this are at [FR.1.92–96], 

[FR.1.134–135], [FR.2.92], [FR.3(a).119–134], and [FR.3(b).478]. 

316. Indeed, the Royal Commission recommended an independent review of the Aged Care 

Quality Standards with amendment, if considered appropriate, in relation to (relevantly) 

best practice oral care, medication management, pressure care, wound management, 

continence care, falls prevention and mobility, and infection control, dementia care, and 

palliative care (see [FR.1.223]). 

317. If anything, then, it is safe to expect the obligations (including documentary 

obligations) of aged-care workers to increase, and the standards to further change (and 

presumably heighten). 

E.4.1 Serious Incident Response Scheme (SIRS) - Lay Evidence Report Part D.4.1 

318. In summary, the SIRS scheme did essentially two things: it imposed on obligation upon 

providers to establish their own internal incident management systems and it imposed 

252  Statement of Johannes Brockhaus dated 3 March 2022 at [26] (tab 293 page 14831). 
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additional reporting requirements (see PN12291, in the evidence of Paul Sadler, ACSA 

CEO).  This has increased the regulatory burden on, and increased the work of, RNs, 

ENs, and AINs / PCWs, as the evidence summarised below shows. 

The Lay Evidence Report 

319. The ANMF adopts the content of Lay Evidence Report [314]–[320].  This extracts 

(inter alia) evidence of Lisa Bayram (RN) at [65] and [72], and Wendy Knights (EN) 

at [55]–[60]. 

Evidence of other Frontline Workers 

320. Linda Hardman (AIN / PCW) said under cross-examination that SIRS is still pretty new 

and “[w]e're all still getting quite used to it.”  She agreed that a tear in the skin or a 

bruise will be described as an “adverse event” for the purpose of SIRS.253 

Evidence of officials 

321. The evidence of Annie Butler identifies that SIRS was introduced by the Aged Care 

Quality and Safety Commission from 1 April 2021 and requires aged care providers to 

have an effective incident management system. Aged care providers are also now 

required to report a range of serious incidents to the ACQS Commission within 24 hours 

of becoming aware of them. Further, the SIRS requires a broader range of allegations 

and suspicions of serious incidents to be reported than was previously the case. 

Consistent with the summary provided above, Ms Butler explained that SIRS requires 

providers to have an effective incident management system in place to reduce serious 

injuries and other incidents, and to respond appropriately to incidents when they 

occur.254 

Evidence of employer witnesses 

322. Paul Sadler (CEO, ACSA) states that SIRS was introduced in 2021 for residential care, 

and will be introduced into home care shortly (at [30]).255  This requires providers now 

to report upon the following matters (set out at [32]):256 

“(a) unreasonable use of force; 

253  Cross-examination of Linda Hardman at PN9828–PN9829. 
254  Amended Witness Statement of Annie Butler 2 May 2022 at [234]–[235].] (tab 181 page 9283). 
255  Statement of Paul Sadler dated 01 March 2022 (tab 289 page 13585). 
256  Statement of Paul Sadler dated 01 March 2022 (tab 289 page 13586). 
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(b) unlawful sexual contact or inappropriate sexual conduct; 

(c) neglect of a consumer; 

(d) psychological or emotional abuse; 

(e) unexpected death; 

(f) stealing or financial coercion by a staff member; 

(g) inappropriate use of restrictive practices; and 

(h) unexplained absence from care.” 

323. The result is that, “[c]are workers are now required to identify potential issues and 

provide their concerns to the registered nurse,” and the RN is then “required to 

document the report in the providers internal reporting systems” (at [34]).257  That is, 

the way that the organisation acquits its reporting requirement is by having in place 

systems that require employees to notify and report and document in an appropriate 

manner (PN12303–PN12304).  All organisations will have incident management 

systems that require reporting by individual staff (PN12307) 

324. Mr Sadler also accepted that the process of a SIRS report being made would involve an 

RN, EN, or AIN / PCW actually noticing an issue that may potentially be reportable 

(PN12411–12413), the RN documenting and investigating if necessary the possible 

reportable event, which might involve speaking with the first responder (PN12415), 

assessing (physically and cognitively) the resident (PN12415), doing neurological 

observations and other clinical interventions on the resident with a view to assessing 

the impact of the event on the resident (PN12416), and then forming and documenting 

a view about whether the incident was in fact reportable (PN12417–PN12420).  The 

formation of a judgment as to whether the incident is reportable are questions of clinical 

judgment, in which training and skill are brought to bear (PN12421). 

325. Craig Smith (Executive Leader Service Integrated Communities, Warrigal) likewise 

said that the SIRS process now requires providers to report on a broader range of 

incidents through the regulatory body’s portal (at [53]).258  The process for making such 

reports includes AINs / PCWs making observations, noting a concern, documenting 

257  Statement of Paul Sadler dated 01 March 2022 (tab 289 page 13586). 
258  Statement of Craig Smith dated 01 March 2022 (tab 291 page 14128). 
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their observation or reporting it to an RN, the RN then collating information into a 

system, and the centralised reporting team reviewing that information (at [55]).259 

326. Mr Smith agreed that the training of RNs, ENs, and AINs / PCWs in relation to SIRS 

was designed to ensure that RNs, ENs, and AINs / PCWs were astute to notice 

indications of what might potentially be a SIRS-reportable event (PN13216).  They 

would make an initial judgment about whether it might be reportable (PN13217), erring 

on the side of caution (PN13218).  Near misses are documented by Warrigal, in addition 

to actual incidents (PN13219).  AINs / PCWs who notice something that might be 

reportable would make a report that would either directly, or indirectly, end up with an 

RN (PN13220–13223), and this would be documented (PN13224). 

327. The RN to whom the report is made would conduct investigations—taking “neglect of 

a consumer” as an example, the RN might speak with the care workers involved in care 

(PN13227), speak with the resident (PN13228), perform clinical tests (PN13229), 

initiate revised interventions for the resident (PN13230), arrange medical follow-up, 

update the care plan (PN13231), and ultimately form a view about whether the incident 

is SIRS-reportable (PN13232).  Thereafter, the central reporting team would “run the 

ruler over the information that’s been prepared and decide[] whether it is reportable 

and, if so, how” (PN13234).  Mr Smith accepted that his estimate of the number of 

reports per week did not include incidents that do not make it as far as a report (because, 

e.g., during investigation it is decided that a reportable incident has not occurred) 

(PN13240). 

328. Emma Brown (Special Care Project Manager at Warrigal) describes SIRS as an 

administrative task involving personal care workers who are required to document 

incidents and near misses and RNs who are required to document, investigate and 

manage the incident.260  She recognises the impact that this has had on personal care 

workers and the clinical management team.261 

Findings of the Royal Commission 

329. A brief summary of the introduction of the SIRS is at [FR.2.45]:  

“In June 2020, the Australian Government announced that it would introduce 

259  Statement of Craig Smith dated 01 March 2022 (tab 291 page 14128). 
260  Statement of Emma Brown 2 March 2022 at [37] (tab 290 page 13986). 
261  Statement of Emma Brown 2 March 2022 at [38] (tab 290 page 13987). 
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a Serious Incident Response Scheme from July 2021.  This scheme will require 

reporting of a broader range of serious incidents, including incidents of abuse 

in aged care where the resident who allegedly commits an incident has a 

cognitive or mental impairment.” 

330. As with the Aged Care Quality Standards, the Royal Commission’s general approach 

to the SIRS was that it did not go far enough.  Hence, the Commissioners said (at 

[FR.3(b).524]) as follows: 

“We consider that the new Serious Incident Response Scheme should be 

extended to cover allegations of certain serious incidents perpetrated by aged 

care workers against people receiving aged care in home settings.” 

331. The Royal Commission also stated that the objectives of the SIRS should be set out in 

legislation, and that their central object must be “to protect people receiving aged care 

services from harm” (where previously their aims had been broader than, but inclusive 

of, this aim) (see [FR.1.140]). 

332. Accordingly, there is again no reason to think that the increased workload associated 

with the SIRS will diminish; if anything, the contrary (an increased associated 

workload) is the more likely future. 

E.4.2 ACFI accreditation - Lay Evidence Report Part D.4.2 

Agreement between interested parties as to this factor 

333. The Consensus Statement at [23] recognised that changes to the ACFI and a new 

funding instrument were shortly to be introduced. 

The Lay Evidence Report 

334. The ANMF adopts Lay Evidence Report [321]–[330].  This part of the report extracts 

or refers to (inter alia) evidence of Suzanne Hewson (EN) at [42]–[43], Linda Hardman 

(AIN / PCW) at [40]–[41], Wendy Knights (EN) at [64], Dianne Power (AIN / PCW) 

at [59], Maree Bernoth (RN) at [36], and Pauline Breen (RN) at [19]. 

335. Also relevant is [26] of Ms Hewson’s statement, where she records that there remains 

paper-based reporting on pain management, treatments such as heat packs, sleep charts, 

behaviour charts, and for ACFI purposes.262 

262  Statement of Suzanne Hewson dated 29 October 2021 (tab 270 page 13423). 
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336. In cross-examination, Wendy Knights (EN) explained the role of AINs / PCWs 

regarding ACFI paperwork (PN9321): 

“-PCAs will do their weight, their BP, that sort of thing. They will ask them 

are they happy with their care, are there any issues that you, you know, you 

think we can improve on already, that sort of thing. And then that gets filled 

into the paperwork and then the EN's role is to go through and read all the 

progress notes for that month or three-month period, whichever it may be, and 

document in it that–if there's any changes in medication, any changes in their 

care, whether they're now needing glasses, their hearing aids and dentures. We 

document that and then that all upgrades, goes to the ACFI lady within the 

organisation which is an RN, and she documents that and then it just classifies 

their level of care.” 

337. She explained that this involves also collecting the information that goes into the 

report—so, for example, for weight, it might involve putting the resident in a weighing 

chair (PN9239), and the same again in regard to blood pressure (PN9243), including 

comparing that blood pressure against a “traffic light” system (PN9244). 

Evidence of other Frontline Workers 

338. Hazel Bucher noted that care plans were lengthy and, whilst evidencing resident choice, 

they were also directed to ACFI requirements (at [38]).263  Ms Bucher also referred to 

“increased documentation and reporting and the demands of the Aged Care Funding 

Instrument” (at [43(c)]).264 

339. Jocelyn Hofman refers to “[m]ajor changes in funding arrangements,” which, together 

with changes in recording and reporting, almost always impact upon the work of RNs 

(where seldom is that impact in the nature of a reduction in work) (at [20]).265 

Evidence of officials 

340. Andrew Venosta gave evidence that the ACFI model is based on the principle of “the 

higher the care needs, the higher the funding” but that paradoxically, residents with 

higher care needs tend to deteriorate rapidly and, sadly, die more quickly. He said that 

this results in a higher turnover of residents as they pass away. 266   Under cross-

examination he explained that the facility manager is responsible to the organisation for 

ensuring the ACFI assessments are up to date, correct and managed according to 

263  Statement of Hazel Bucher dated 29 October 2021 (tab 259 page 13125). 
264  Statement of Hazel Bucher dated 29 October 2021 (tab 259 page 13127). 
265  Statement of Jocelyn Hofman dated 29 October 2021 (tab 261 page 13153). 
266  Amended Witness Statement of Andrew Venosta dated 3 May 2022 at [92] (tab 188 page 11141). 
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schedule and that they are accurate, so the funding is maximised.  But then there is a 

whole system and process that must follow on underneath that.  The care coordinator 

would probably be the lead role, managing and supporting the care and medical staff, 

in particular the RNs.267   

Employer evidence 

341. Paul Sadler (CEO, ACSA) stated that RNs have been diverted from direct care into the 

completion of ACFI assessments.  This has affected both RNs and care workers, but, 

“it has particularly impacted RN workloads” (at [41]). 268   In cross-examination, 

Mr Sadler accepted that care workers may be consulted about changes in residents’ 

behaviours or conditions, for the purpose of completing ACFI assessments (PN12313). 

E.4.3 Reduced use of chemical and physical restraints - Lay Evidence Report Part D.4.3 

342. In line with the Royal Commission Recommendation 17: Regulation of restraints, from 

1 July 2021, approved providers have updated and specific responsibilities under the 

Aged Care Act and the Quality of Care Principles 2014 relating to the use of any 

restrictive practice in residential age care and short-term restorative care in a residential 

setting. Amendments to the Aged Care Act and Quality of Care Principles have been 

implemented to minimise the use of restrictive practices, and where a restrictive 

practice is used, to ensure that it is used or applied in accordance with legislative 

obligations.  A factsheet published by the ACQSC269 providing a summary of the key 

legislative changes for providers which identifies the new definitions, new 

requirements, strengthening and clarifying of existing obligations pertaining to the use 

of restrictive practices. 

Agreement between interested parties as to this factor 

343. The Consensus Statement recognised (at [23]) that there have been changes in 

regulations concerning the use of physical and chemical restraints.  The effect of this is 

detailed in the Lay Evidence Report and in other evidence. 

267  Cross Examination of Andrew Venosta at PN3957. 
268  Statement of Paul Sadler dated 01 March 2022 (tab 289 page 13587). 
269  Aged Care Quality and Safety Commission Summary of Key Changes in Restrictive Practices Factsheet 

(ANMF 58) 
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The Lay Evidence Report 

344. The ANMF adopts Lay Evidence Report [331]–[336].  This contains extracts from the 

evidence of (inter alios) Stephen Voogt (NP) at [32]–[41] and [59], Lisa Bayram (RN) 

at [53], Wendy Knights (EN) at [49]–[52], and Patricia McLean (EN) at [41]–[42]. 

345. In addition to what Ms Knights said at [49]–[52], what she said at [70] is relevant:270 

“There have also been changes as a result of the Royal Commission with regard 

to pain relief and restraint medication. While the reduction or elimination of 

some drugs is welcome, it has also led to changes in behaviours and more 

difficulty in managing them in an environment where we don’t have extra 

people to manage or monitor those residents.” 

346. And, Ms Knights said this (at [88]) in relation to the connection between her advocacy 

role and medication (including physical and chemical restraint) (emphasis added):271 

Another example of advocacy for me is the gap between managing resident 

behaviours and the quite proper limitations on use of chemical restraints or 

over-use of pain relief. I think in our facility and many aged care facilities there 

isn’t enough thought and policy around how to manage the consequences of 

less restraint and less pain relief. I have written, with the support of other ENs 

and RNs, to our CEO and Board requesting a working party to look at this issue 

so we can develop comprehensive policies and protocols around this issue. 

My view is that there are now so many regulations concerning pain relief that 

when it is really needed, it is difficult to get and takes too long. Many of our 

residents worked physically-demanding jobs and have a corresponding need 

for pain mediation, including strong pain medication. Post-Royal Commission, 

doctors are more reluctant to write scripts for pain medication. Sometimes 

scripts run out and we cannot get a replacement for several days, or until after 

a weekend. Pain management, and dealing with behaviours caused by 

unmanaged pain, occupies more time than it used to.” 

Evidence of other Frontline Workers 

347. In addition, Hazel Bucher also refers to the profound influence on the work of RNs, 

ENs, and AINs / PCWs caused by (amongst other things) regulation in respect of 

restraint (at [43(b)]).272 

348. Jocelyn Hofman (RN) referred (at [43]) to the recent introduction of additional 

documentary requirements in regard to chemical and physical restraint.273 

270  Statement of Wendy Knights dated 29 October 2021 (tab 272 page 13448). 
271  Statement of Wendy Knights dated 29 October 2021 (tab 272 page 13451). 
272  Statement of Hazel Bucher dated 29 October 2021 (tab 259 page 13127). 
273  Statement of Jocelyn Hofman dated 29 October 2021 (tab 261 page 13157). 
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349. Linda Hardman (AIN / PCW) said as follows at [50] of her statement:274 

“Another factor that leads to behaviours is that, especially after the Royal 

Commission, there has been a push to get residents off anti-psychotics or on 

reduced doses. In theory this is a good idea. In practice, my experience has 

been that when residents are taken off antipsychotics, often their behaviours 

get worse. As an AIN, I feed that back to the ENs and RNs, but even if doses 

are re-increased, in the meantime I am dealing with the behaviours.” 

350. Sheree Clarke (AIN) describes medications as a quick and simple way of dealing with 

behavioural problems. She observes that non-medical interventions to stop escalating 

behaviour take time and require adequate staffing. Her evidence is that as an AIN, she 

is constantly addressing falls risk, ensuring that the dignity of residents is preserved and 

that residents are safe.  She observes that if she needed to spend an extended period of 

time deescalating resident behaviour, she is taken away from performing that other 

work.275  

Evidence of officials 

351. The evidence of Annie Butler is that from 1 July 2021, approved providers have updated 

and specific responsibilities under the Aged Care Act and the Quality of Care Principles 

2014 relating to the use of any restrictive practice in residential age care and short-term 

restorative care in a residential setting.276 She describes these reforms as welcome steps 

towards ensuring safe and quality care. However, she notes that both implementation 

of reform and the necessary changes to work practice to ensure compliance have 

increased work complexity and required changes to the way work is performed.277 

Evidence of employer witnesses 

352. Craig Smith (Executive Leader Service Integrated Communities, Warrigal) accepted in 

cross-examination that dementia can lead to challenging behaviours such as wandering 

and falling (PN13248–13249).  He agreed that there was a category of people in 

facilities that have symptoms of dementia or some other cognitive condition but not a 

formal diagnosis (PN13253), and—because they do not have the diagnosis—cannot 

receive chemical restraint (PN13252).  Accordingly, there are fewer residents now, in 

comparison with prior to the implementation of the National Aged Care Mandatory 

274  Statement of Linda Hardman dated 29 October 2021 (tab 263 page 13271). 
275  Witness Statement of Sheree Clarke dated 29 October 2021 at [56].] (tab 268 page 13373). 
276  Amended Witness Statement of Annie Butler dated 2 May 2022 at [236].] (tab 181 page 9283). 
277  Amended Witness Statement of Annie Butler dated 2 May 2022 at [239].] (tab 181 page 9283). 
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Quality Indicator Program (NACMQIP) in 2021, who are chemically restrained 

(PN13254).  On the whole, there had been a reduction in the use of restraints (including 

physical restraints) in Warrigal, and certain types of physical restraints had almost been 

eliminated (PN13284–13285) 

353. Ms Smith accepted that the reduction in the use of restraints might create an increase in 

unexpected behaviours and falls (PN13225).  At Warrigal, it had certainly increased 

wandering and aggressive behaviours (PN13256), but he could not say whether it had 

increased falls because he did not have figures to hand (PN13257).  He agreed that this 

enhanced the complexity and amount of work for nurses and AINs / PCWs (PN13258–

13259). 

354. Emma Brown (Special Care Project Manager at Warrigal) described the impact of the 

update to the Quality of Care Principles which commenced on 1 July 2021.  She 

described this as requiring more documentation and assessments by a RN in order to 

undertake restrictive practices.  She said that that care staff under the guidance of a RN 

must support the customer with alternative interventions prior to any of the restrictive 

practices.278 

355. Ms Brown also gave evidence under cross-examination agreeing that with the reduced 

use of chemical restrains, other measures and additional recourses such as diversional 

therapy and understanding of behaviour management strategies were need to manage 

underlying anti-social or dangerous behaviours.279  

E.4.4 Observation and documenting responsibilities including charting and making 

progress notes - Lay Evidence Report Part D.4.4 

Agreement between interested parties as to this factor 

356. The Consensus Statement refers (at [23]) to “increased documentation requirements” 

as a result of changes to the regulatory regime applicable to aged care work.  Many of 

these increased documentation requirements have been outlined above in regard to 

specific subject matters (such as ACFI), but further matters are outlined in this section. 

357. BaptistCare submitted (at [17]) as follows:280 

278  Statement of Emma Brown dated 2 March 2022 at [17] (tab 290 page 13983). 
279  Cross-examination of Emma Brown at PN13367 and PN13392. 
280  Submissions of BaptistCare (tab 126 page 876). 
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“Over time, the role of frontline care staff has required requires more 

assessment, care documentation and practices that assist the clinical staff. This 

includes assisting with medication, simple wound dressing, assisting with the 

implementation of continence programs, attend to regular checks including 

urinalysis, blood pressure, temperature and pulse checks, blood sugar level 

checks and assist and support diabetic clients in the management of their 

insulin and diet.” 

358. IRT submitted that “[i]ncreasing regulation now requires a vast amount of additional 

documentation and reporting.”281 

The Lay Evidence Report 

359. The ANMF adopts Lay Evidence Report [337]–[356].  These paragraphs refer to or 

extract evidence from Lisa Bayram (RN) at [51], Maree Bernoth (RN) at [36]–[37], 

Linda Hardman (AIN / PCW) at [34]–[35] and [37]–[39], Suzanne Hewson (EN) at 

[25]), Jocelyn Hofman (RN) at [43], Wendy Knights (EN) at [62]–[68]), and Christine 

Spangler (AIN / PCW) at [26]). 

360. In addition to [25] of Ms Hewson’s statement, [26] is also relevant:282 

“We have to record vital signs in both the PCS and Medimap. We also need to 

write progress notes. In the case of high risk residents, progress notes need to 

be updated every shift. We also still have additional paper-based reporting on 

pain management, treatments such as heat packs, sleep charts, behaviour 

charts, and for ACFI purposes. I am allocated less than 15 minutes per shift to 

complete all this documentation, which is simply not enough time.” 

361. And, Ms Knights’s statement at [26]–[27] is relevant as well:283 

“26. I said at paragraph 16 above that the role of an RN has changed in my 

time in aged care. RNs used to be on the floor much of the time. Now, they are 

much more in the office. To my observation, that is because the administrative 

and paperwork load is much greater for RNs than it used to be. 

27. For example, if a transfer to hospital is required, the RN does the 

administration side of that. That may involve ringing management, ringing the 

resident’s family, and ringing the resident’s doctor, amongst other things. The 

RN also makes appointments, scans notes, books followup appointments, 

arranges changes in mediation, and things of this kind. RNs also are involved 

in producing care plans, reviews, and updates to care plans. I’ve observed that 

this work for the RN in Princes Court takes up most of her shift. Though, she 

is still required on the floor when, for example, ENs or PCWs ask for assistance 

or evaluation, or if there is a fall.” 

281  Submissions of UnitingCare (tab 128 page 1117). 
282  Statement of Suzanne Hewson dated 29 October 2021 (tab 270 page 13423) 
283  Statement of Wendy Knights dated 29 October 2021 (tab 272 page 13441). 
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362. Ms Hardman’s evidence was that progress notes and charting would take at least half 

an hour at the end of each day, assuming there were no interruptions (PN9847–9848).  

Evidence of other Frontline Workers 

363. Hazel Bucher (NP) refers to more documentation being required for wound care 

(at [42(a)]).284  Ms Bucher also referred to an increase in the quantity of documentation 

at [43(c)].285 

Evidence of officials 

364. Andrew Venosta (RN and Industrial Officer) notes the increased pressure and 

expectation on PCWs to fully document and chart the care that has been provided for 

use in ACFI care assessments. His evidence is that a failure to capture the changing 

care needs of residents with accurate and up to date charts, assessment and clinical notes 

might result in care plans not being reflective of resident care needs, potentially not 

complying with the Accreditation Standards, and not maximising funding under the 

ACFI.286 

Evidence of employer witnesses 

365. In addition to the documentation requirements discussed in other sections of these 

submissions, Craig Smith (Executive Leader Service Integrated Communities, 

Warrigal) outlines the requirement, implemented on 01 July 2021, for residential aged 

care facility providers to collect and report on these indicators (at [43]):287 

“(a) Pressure injuries: 

(b) Physical restraints; 

(c) Unplanned weight loss; 

(d) Falls and major injury; and 

(e) Medication management.” 

366. There is now an additional reporting requirement for Warrigal’s compliance team 

(at [46]).288 

284  Statement of Hazel Bucher dated 29 October 2021 (tab 259 page 13126). 
285  Statement of Hazel Bucher dated 29 October 2021 (tab 259 page 13127). 
286  Amended Witness Statement of Andrew Venosta dated 3 May 2022 at [95] and [97] (tab 188 

page 11141). 
287  Statement of Craig Smith dated 01 March 2022 (tab 291 page 14126). 
288  Statement of Craig Smith dated 01 March 2022 (tab 291 page 14127). 

4153



367. Mr Smith accepted that the process of collecting and reporting on indicators would 

involve nurses and AINs / PCWs documenting, for example, a pressure injury 

(PN13198) in progress notes or incident forms (PN13199), and reporting that situation 

to an RN (PN13200).  The process of determining whether a reportable incident had 

happened would involve things like conducting clinical investigations of residents 

(PN13203). 

368. Taking, for example, an incident of unplanned weight loss, an RN might conduct a 

clinical investigation to find out why that weight loss had occurred (PN13205), develop 

a plan to deal with it (PN13206), update a care plan (PN13207), and delegate tasks to 

AINs / PCWs (PN13208).  A plan to deal with the unplanned weight loss would be 

prepared, and then there would be a process of documenting the following through of 

that plan (PN13212).  That would all involve creating documentation by the clinical 

care team, including the RN (PN13213). 

369. The evidence of Cheyne Woolsey (Chief Human Resources Officer at KinCare) is that 

home care workers at KinCare must be capable of observing and detecting any change 

in the customer’s health and wellbeing, including: 

(1) Physical–such as observing impaired mobility, a lesion on a limb, a difficulty 

with buttons and laces and so on; 

(2) Mental–where the home care worker observes a change in speech, attention, 

mood and other indicators of health and wellbeing; and 

(3) Environmental–such as a pet that the customer may or may not be able to care 

for or control, or someone in the home who may pose a threat of abuse to the 

customer or home care worker.289 

370. Mr Woolsey recognises that KinCare’s home care employees are best placed to be able 

to provide KinCare’s customer care managers with the information that is essential to 

ensure that the care plan is appropriate to the customer’s needs.290 

371. Sue Cudmore (who has operational control of Alliance Community) describes that 

home care employees who notice signs of poor circulation, skin damage or a wound are 

289  Statement of Cheyne Woolsey dated 4 March 2022 at [44] (tab 297 page 15719).  
290  Statement of Cheyne Woolsey dated 4 March 2022 at [45] (tab 297 page 15719). 
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to report this to the care coordinator. 291   Ms Cudmore accepted that Alliance 

Community relies on care workers to document incidents that they observe in providing 

home care.292  She estimates that after each service, a home care employee will spend 

5 to 10 minutes completing documentation about the visit, containing a brief note of 

the service that was performed and any general observations on the client.293 

372. The evidence of Kim Bradshaw (General Manager at Warrigal’s Stirling Facility) is 

that compared to her experience in the hospital system, she has found the aged care 

industry to be heavily regulated.  She describes recent changes to mandatory reporting 

within the last 12-18 months and that front line carers as being required to document 

their observations then help make up the reports from RNs and the clinical care 

managers.  She recognises that it may take more time for a front-line employee to 

document their observations as there is more to observe given the change in resident 

condition.294 

373. Ms Bradshaw estimates that it now takes approximately 2 hours each day for RNs and 

clinical care managers to complete the required documentation and reporting.295  She 

says that the AIN will also document their observations on the behaviours and activities, 

mobility, continence, feeding, grooming, mood and behaviours of the resident.296  

E.4.5 Care plans - Lay Evidence Report Part D.4.5 

The Lay Evidence Report 

374. The ANMF adopts Lay Evidence Report [357]–[371].  This extracts or refers to 

evidence from (inter alios) Lisa Bayram (RN) at [46], Pauline Breen (RN) at [14], 

Wendy Knights (EN) at [65] and [67], and Sherree Clarke (AIN / PCW) at [51]–[53]. 

Evidence of other Frontline Workers 

375. Further evidence as to the nature of care plans is in the statement of Hazel Bucher (NP) 

at [27],297 and at [38]—the latter of which states as follows:298 

291  Statement of Sue Cudmore dated 4 March 2022 at [45] (tab 295 page 15072). 
292  Cross-examination of Sue Cudmore at PN13648. 
293  Statement of Sue Cudmore dated 4 March 2022 at [48]–[49] (tab 295 page 15073). 
294  Statement of Kim Bradshaw dated 4 March 2022 at [24]–[25] (tab 294 page 14940–14941). 
295  Statement of Kim Bradshaw dated 4 March 2022 at [22] (tab 294 page 14940). 
296  Statement of Kim Bradshaw dated 4 March 2022 at [43] (tab 294 page 14943). 
297  Statement of Hazel Bucher dated 29 October 2021 (tab 259 page 13120). 
298  Statement of Hazel Bucher dated 29 October 2021 (tab 259 page 13125). 
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“The care plans that are required to be written are lengthy, and whilst 

evidencing resident choice they are also directed to ACFI requirements. 

Resident care plans provide evidence to the ACQSC that we know our 

residents well however, day to day care staff rely on verbal reports and 

knowing the resident and needs are communicated through mentoring for new 

staff. Thus generally, care staff rely on verbal instructions and asking 

questions/mentoring. The care plans are important in documenting care needs 

both for care provision for new staff and to ensure an understanding of the care 

needs of the resident.” 

376. At [39] of her statement, Linda Hardman (AIN / PCW) observed that care plans are 

now much more detailed than they used to be, and that—while RNs are responsible for 

preparing care plans—AINs / PCWs are expected to keep “very detailed records,” as 

those records will form part of the input into the care plan.299 

377. Jocelyn Hofman (RN), at [26] of her statement, describes the care plan as the “core 

document that informs the delivery of care in accordance with [the] resident’s 

needs.”300  In her facility, the responsibility of creating care plans is shared between the 

RNs together (PN9639–9640). 

378. Wendy Knights (EN) explained in cross-examination the process for developing a care 

plan for persons admitted for respite care.  An admissions officer, who is an RN, gets 

as much information as she can so that there is a ground level to work with (PN9159–

9160).  Ms Knights continued (PN9162): 

“We ring the doctor and get a medication summary and medical history so that 

we know whether they've got diabetes, congestive heart failure, arthritis, 

osteoporosis, so that we need to be more vigilant if there's a fall. If she is non 

compos one day and it could be she could be in a hypo with diabetes, so, yes, 

more of that sort of thing. So she's got to know all that so we know that.” 

379. Nurses would try to get scripts transferred to a nearby chemist (PN9164). 

380. With all care plans, Ms Knights explained, observations are filtered back to the RN so 

that they can be included in subsequent versions of the care plan (PN9201–9202). 

Evidence of officials 

381. Annie Butler (ANMF Federal Secretary) identifies the care plan as providing a 

framework for the delivery of care that reflects individual wishes, preferences and 

299  Statement of Linda Hardman dated 29 October 2021 (tab 263 page 13270). 
300  Statement of Jocelyn Hofman dated 29 October 2021 (tab 261 page 13154). 
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interests as well as identifying who is responsible for delivery of care under the 

supervision of the RN.301 

382. The evidence of Andrew Venosta (RN and Industrial Officer) identifies the significance 

of the care plan (at [109] and [111]) as follows:302 

“The ‘care plan’ is the central pillar for the provision of care to residents in the 

aged care sector. Care planning was also a key outcome of the Accreditation 

Standards. It is the key point of reference for all levels of care staff with respect 

to the care to be provided to the resident. During the early years of my career 

it was largely the role of the RN to review residents’ care needs, complete 

assessments, and update care plans. The EN would support the assessment 

process under the supervision of the RN. 

… 

Over the years, the increasing complexity of residents’ co-morbidities, frailty 

and care needs has required the entire care team to adapt. There is now a much 

greater reliance on the ‘care team’ as a whole. RNs have to rely on PCWs to 

be observing changes in resident care needs and reporting these changes to the 

RNs. PCWs are expected to report to the RN about changes in skin integrity, 

wounds, oral intake, behaviour, and other signs and symptoms which might 

indicate a deterioration in condition such as fever, coughing and conscious 

state.”  

Evidence of employer witnesses 

383. Paul Sadler (CEO, ACSA) gave evidence in cross-examination that RNs, ENs, AINs / 

PCWs, possibly doctors, and others, have input into the content of a care plan 

(PN12427).  And, the RN producing the care plan will review documentation prepared 

by AINs / PCWs and ENs in the course of so producing (PN12430). 

384. Similarly, Mark Sewell (CEO, Warrigal) agreed that all care workers have input into 

care planning in the sense that progress notes and feedback from care workers are 

utilised in relation to considering and adjusting care plans (PN13023).  The person 

writing the plan will usually be the clinical nurse specialist or the RN (PN13027), 

whoever is writing the care plan will ask for input from others (PN13027–13030). 

385. Emma Brown (Special Care Project Manager at Warrigal) gives evidence of the process 

involved in creating a care plan.  She describes an initial care plan being completed by 

a registered nurse with the consumer, setting out information about the consumer such 

as domains of care, social situation and family support.303  A more comprehensive care 

301  Amended Witness Statement of Annie Butler dated 2 May 2022 at [183].] (tab 181 page 9274). 
302  Amended Witness Statement of Andrew Venosta dated 3 May 2022 at [109] (tab 188 page 11143). 
303  Statement of Emma Brown dated 2 March 2022 at [58] (tab 290 page 13990). 
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plan will then be created by a RN with input from a physiotherapist and from the 

recreational and lifestyle employees with the responsibility for developing the care plan 

remaining with the RN.304  The care plan will then be reviewed every three months.305   

386. Under cross-examination Ms Brown agreed that sometimes the creation of a care plan 

may occur in a crisis situation where someone is being admitted directly from hospital.  

She accepted that the quality of the information handed over from a hospital can vary.306   

387. Ms Brown’s evidence is that ultimately it is responsibility of the RN to ensure that the 

care plan is met with the personal care worker identifying the changes in the consumer 

and documenting these through their normal progress notes.307  However, she also 

agreed in cross-examination that care worker will would identify when there is a change 

or if they read a resident's care plan and they thought that that wasn't actually the case, 

and then they would escalate that to the registered nurse to have further discussion.308 

E.4.6 Interactions with families - Lay Evidence Report Part D.4.6 

Agreement between interested parties as to this factor 

388. The Consensus Statement records (at [9]) that, “[t]he expectations of aged care 

consumer and their families, and the community, about the provision of aged care 

services has risen over time.”  And, at [12], it is said that, “[c]ommunication with 

consumer and their families requires skills in interpersonal communication and cross 

cultural awareness.” 

389. Additionally, Background Document 1 (at [116.13]) recognises as apparently 

uncontentious that “[a]ged care employees have greater engagement with family and 

next of kin of clients and residents” [footnote omitted]. 

390. IRT submits that family expectations around person-centred care have changed (i.e., 

increased).309 

391. These paragraphs recognise what is otherwise supported by the evidence: that 

communication between aged-care workers and the families of aged-care residents is 

304  Statement of Emma Brown dated 2 March 2022 at [59] (tab 290 page 13990). 
305  Statement of Emma Brown dated 2 March 2022 at [60] (tab 290 page 13990). 
306  Cross-examination of Emma Brown at PN13334–PN13335. 
307  Statement of Emma Brown dated 2 March 2022 at [63] (tab 290 page 13990). 
308  Cross-examination of Emma Brown at PN13344. 
309  Submissions of IRT (tab 128 page 1118). 
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an increasingly prevalent, and increasingly difficult, feature of the work.  This is 

outlined in further detail below. 

The Lay Evidence Report 

392. The ANMF adopts Lay Evidence Report [372]–[384].  This extracts or refers to 

evidence from (inter alios) Suzanne Hewson (EN) at [28], Wendy Knights (EN) at [78], 

Hazel Bucher (NP) at [43(d)], and Maree Bernoth (RN) at [49]. 

393. In addition to what Ms Bucher said at [43(d)], she said this at [41] (emphasis added):310 

“Family members with pre-existing mental health illnesses such as anxiety can 

be challenging to manage for the RNs as at times phone calls can be abusive 

and difficult to end. Over time interactions with families has become more 

frequent, with expectations and a need to provide feed back to and consultation 

with families increasing.” 

394. She also referred, in [42(i)], to the challenge of providing social support to families, 

which is often complex given guilt issues or high expectations as to what was 

possible.311 

395. In addition to what Ms Knights said at [78], she referred at [56], [58], [62], and [63] to 

new obligations to notify families of particular matters arising in the provision of care 

to aged care residents.312  At [86] she referred to the fact that families have increased 

expectations in comparison with a decade ago.313  And, at [95], Ms Knights refers to 

sometimes being abused by families.314  In cross-examination, Ms Knights said that 

notifying families was generally the job of the RN, but sometimes the EN, and that a 

short report would then be written of what had been observed (PN9222–9223) 

396. Christine Spangler (AIN / PCW) states (at [24(k)(ii) that residents’ families generally 

have higher expectations than they used to about the standard of service.315  She has 

been required to develop greater empathy for families, better understanding of their 

expectations, and better communication skills in order to deal with them (at [25]).316  

310  Statement of Hazel Bucher dated 29 October 2021 (tab 259 page 13126). 
311  Statement of Hazel Bucher dated 29 October 2021 (tab 259 page 13126). 
312  Statement of Wendy Knights dated 29 October 2021 (tab 272 pages 13446–13447). 
313  Statement of Wendy Knights dated 29 October 2021 (tab 272 pages 13451). 
314  Statement of Wendy Knights dated 29 October 2021 (tab 272 pages 13452). 
315  Statement of Christine Spangler dated 29 October 2021 (tab 257 page 13016). 
316  Statement of Christine Spangler dated 29 October 2021 (tab 257 page 13016). 
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COVID-19 was especially hard on families, who got upset about not being able to visit, 

or not being able to take residents outside.  Some refused to wear masks (at [39]). 

Evidence of other Frontline Workers 

397. In addition to the witnesses mentioned in the Lay Evidence Report, Pauline Breen (RN) 

said at [12] that relatives of parents do not understand her workload and the number of 

patients she needs to see in a shift and express disappointment about the limited 

available time.317  Ms Breen also refers to her “regular[] interact[ion] with the families 

of patients,” and the need to deal with family conflict (at [25]).318  During COVID-19, 

Ms Breen was required at times to counteract family members’ views about vaccines 

(at [27]).319 

398. Linda Hardman (AIN / PCW) describes, at [22(c)], what she calls her “PR” skills.  As 

she explains:320 

“AINs are often the face of the facility, as far as residents’ families are 

concerned. It is an important part of our job to maintain relationships with 

residents’ families as well as residents. Also, though, we need to recognise 

what is not our area, and to involve ENs and RNs where questions are asked 

that need their expertise.” 

399. Ms Hardman also says, at [25], that she interacts with families whenever they’re 

allowed to visit, which is at any time of day including evenings and weekends.321  And, 

at [69], Ms Hardman states that families do not appreciate the amount of work that goes 

into properly performed aged care, and have unrealistic expectations (given staffing 

levels in particular) about how quickly requests can be actioned.  This sometimes results 

in verbal abuse of AINs / PCWs.322 

400. Jocelyn Hofman (RN) refers to her dealings with residents’ families during the course 

of a normal shift, at [15].323  At [29], she says that her interactions with families is very 

important, and it is part of her role to contact families to notify them of changes in a 

resident’s health or condition.324  At [42], Ms Hofman states that there has, over time, 

317  Statement of Pauline Breen dated 29 October 2021 (tab 266 page 13349). 
318  Statement of Pauline Breen dated 29 October 2021 (tab 266 page 13351). 
319  Statement of Pauline Breen dated 29 October 2021 (tab 266 page 13352). 
320  Statement of Linda Hardman dated 29 October 2021 (tab 263 page 13267). 
321  Statement of Linda Hardman dated 29 October 2021 (tab 263 page 13268). 
322  Statement of Linda Hardman dated 29 October 2021 (tab 263 page 13273–13274). 
323  Statement of Jocelyn Hofman dated 29 October 2021 (tab 261 page 13153–13154). 
324  Statement of Jocelyn Hofman dated 29 October 2021 (tab 261 page 13154). 
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been an increase in the expectation of (amongst others) family members in regard to 

the provision of care to residents.  This has had a direct and practical implication for 

her work as a registered nurse, in particular in regard to reporting to families.325 

Evidence of officials 

401. Kathryn Chrisfield (Occupational Health and Safety Team Manager, ANMF) refers at 

[31] of her statement to a rising awareness and recognition of incidents of occupational 

violence and aggression perpetrated by residents and family members on staff in aged 

care facilities. 326   At [37], Ms Chrisfield provides further evidence in regard to 

intentional occupational violence and aggression perpetrated by residents, families, or 

visitors.327  And, at [39], Ms Chrisfield refers to reports of aggression when family 

members are dissatisfied with care, which they express in the form of verbal and 

sometimes physical abuse, harassment, constant questions, and phone calls.328 

402. Andrew Venosta’s evidence is that in the challenging environment of complex clinical 

care in aged care, staff would often be engaged in managing difficult family members 

dealing with grief, denial of their loved one’s condition, and having unrealistic 

expectations regarding care outcomes. He identifies PCWs as being particularly 

exposed to this issue as they were most visible on the floor of the facility and would be 

approached to discuss resident care.329  

Evidence of employer witnesses 

403. Paul Sadler (CEO, ACSA) was careful in his statement (at [85]–[93]) to distinguish 

between the kinds of interactions with families that are within, and those that are not 

within, the responsibilities of AINs / PCWs.330  But, he allowed (appropriately, and 

consistently with the union lay witness evidence) that such interactions are more 

common now than they had been in the past (at [89]).331  And, he accepted that, due to 

the focus on “consumer-centred care,” interactions are now more “conscious,” which 

is to say that workers are careful to ensure that they consider the consumer in their 

325  Statement of Jocelyn Hofman dated 29 October 2021 (tab 261 page 13157). 
326  Statement of Kathryn Chrisfield dated 29 October 2021 (tab 184 page 10745). 
327  Statement of Kathryn Chrisfield dated 29 October 2021 (tab 184 page 10746). 
328  Statement of Kathryn Chrisfield dated 29 October 2021 (tab 184 page 10747). 
329  Amended Witness Statement of Andrew Venosta dated 3 May 2022 at [69] (tab 188 page 11137). 
330  Statement of Paul Sadler dated 01 March 2022 (tab 289 page 13593). 
331  Statement of Paul Sadler dated 01 March 2022 (tab 289 page 13593). 
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communications (at [90]).332  AINs / PCWs in home care, while some matters will 

require escalation, are the “first point of contact for the family” (at [93]).333 

404. Mr Sadler accepted that it happens that nurses and AINs / PCWs are faced with 

rudeness from families, as well as families being demanding and taking out frustrations 

(PN12431–12432).  There may be fine lines for people confronted with that sort of 

conduct whether they can deal with themselves, or whether it should be escalated 

(PN12433), which decisions have to be made in real time (PN12434). 

405. Mark Sewell (CEO, Warrigal) also distinguished in his statement between interactions 

that were, and those that were not, within the scope of an AIN’s / PCW’s duties (at 

[96]–[111).334  But again Mr Sewell appropriately allowed that employees had to deal 

with “enormous issues” such as grief, had to have the “skill to diffuse sensitive 

situations,” had to know when to refer situations to supervisors, and were more likely 

than previously to engage with external authorities and regulatory bodies (at [103], 

[104], [107]).335 

406. Mr Sewell, unlike other witnesses, was of the view that there had been a decrease in 

engagement with families (at [107]–[108]). 336   Though he said further in cross-

examination that there is a trend of higher social expectations for customer service and 

quality care (PN13011).  So far as Mr Sewell’s evidence is to be understood as 

suggesting families were increasingly disengaged (and it is not clear that it is so to be 

understood), other employer witnesses (e.g., Mr Sadler) and all or nearly all of the 

frontline workers who gave evidence about the topic had a different experience—of 

more engagement.  The evidence of these witnesses, who are (with respect) better 

positioned than Mr Sewell to speak to what their work entails, would be accepted. 

407. Mr Sewell accepted that sometimes families of residents are rude to employees 

(PN13111), might take out frustrations on employees (PN13112), and that there might 

be situations where employees have to make very quick judgements about whether an 

employee should deal with a situation herself or himself, or escalate it (PN13113).  

Mr Sewell also accepted that the requirement of open disclosure required a lot more 

332  Statement of Paul Sadler dated 01 March 2022 (tab 289 page 13594). 
333  Statement of Paul Sadler dated 01 March 2022 (tab 289 page 13594). 
334  Statement of Mark Sewell dated 01 March 2022 (tab 292 page 14608–14610). 
335  Statement of Mark Sewell dated 01 March 2022 (tab 292 page 14608–14609). 
336  Statement of Mark Sewell dated 01 March 2022 (tab 292 page 14609). 
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initiating of contact from the facility, from nurses and AINs / PCWs, to families 

(PN13115). 

408. Under cross-examination, Johannes Brockhaus (Buckland CEO) identified that 

relatives and next of kin had become more demanding since the Royal Commission into 

Aged Care started.  Mr Brockhaus said that this meant that people were more aware of 

aged care and the issues arising within, which prompted a lot of relatives and friends of 

Buckland residents to be more inquisitive about the care provided by Buckland.337  He 

accepted that there's been more contact from residents and next of kin and that they 

wanted to be more engaged in the care that is provided.338 

409. Emma Brown (Special Care Project Manager at Warrigal) describes her observations 

at Warrigal of: 

(1) An increase over time with the level of engagement from the family of a 

consumer or their nominated/responsible person; 

(2) An increase in questions being asked; and 

(3) The introduction of open disclosure requirements (discussing with people 

receiving care/their family when something goes wrong).339  

410. Ms Brown also accepted that family members and responsible persons can at times 

become quite frustrated with the facility and that his frustration can sometimes manifest 

in abuse towards staff members.340 

411. The evidence of Kim Bradshaw (General Manager at Warrigal’s Stirling Facility) is 

that the AIN can be the first point of contact for family concerns and that family 

members often have conversations with the AIN when they visit their loved one and, 

from her experience, they will often express their expectation for the resident to the 

carer.341  Under cross-examination, Ms Bradshaw accepted that those expectations can 

somehow sometimes be expressed as anger or frustration.342 

337  Cross-examination of Johannes Brockhaus at PN13885. 
338  Cross-examination of Johannes Brockhaus at PN13885. 
339  Statement of Emma Brown dated 2 March 2022 at [80] (tab 290 page 13995). 
340  Cross-examination of Emma Brown at PN13472–PN13473. 
341  Statement of Kim Bradshaw dated 4 March 2022 at [44] (tab 294 page 14943). 
342  Cross-examination of Kim Bradshaw at PN12781.   
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E.4.7 Work value conclusion arising from changes in accountability, regulation and 

residents’ expectations 

412. Based on the evidence set out above, the FWC can safely find that: 

(1) residents and residents’ families expect a higher standard of personalised care 

than had previously been the case; 

(2) the regulatory burden on aged-care workers is considerable, and has been 

increasing; 

(3) in particular, despite that the obligation to actually make a SIRS report falls on 

the employer, this obligation is fulfilled via the work of the employer’s 

employees, and the work involved in documenting, investigating, and reporting 

SIRS-reportable incidents is considerable and (in many cases) new; 

(4) RNs have been diverted to some degree from direct care into the preparation of 

ACFI paperwork which has impacted RN workloads as well as their supervisory 

and delegation responsibilities in respect of care delivery. Similarly, the 

workloads and work demands of those workers (perhaps especially ENs) who 

fill gaps created by RNs having been so diverted are also impacted; 

(5) regulation has caused a reduction in the use of chemical and physical restrain, 

which increases the amount of work performed (due to, for example, increased 

wandering and falls), its complexity (due to an increased prevalence in 

problematic behaviours), and its risk (due to an increased incidence of violence), 

and skill (due to increased need to de-escalate behaviour or divert attention); 

(6) the work involved in documenting and reporting is more time-consuming now 

than previously, which leaves less time for other work (enhancing the time 

pressure of that work), and creating additional responsibility in regard to work 

performed to meet regulatory burden; 

(7) the care plan is foundational in the care to be provided by the nursing team, and 

the responsibility that falls on RNs (who have primary responsibility for these 

documents) is considerable.  The work involved in preparing and keeping 

updated a care plan sufficient to enable person-centred care to be provided is 

also considerable, and greater than under previous models of care; and 
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(8) interactions with families are more frequent than in previous years. 

413. Accordingly, the FWC can be satisfied that changes in accountability, regulation and 

residents’ expectations have led to fundamental changes in the nature of the work of 

AINs/ PCWs, ENs and RNs.  These changes are related to the work becoming more 

challenging and demanding, requiring greater levels of skill and responsibility and to 

the conditions under which the work is done. 

E.5 Skills exercised by aged care employees- Lay Evidence Report Part D.5 

Agreement between interested parties as to this factor 

414. The effect of changes in aged-care work over time on the skill required to perform the 

job was addressed in many of the paragraphs of the Consensus Statement, most of 

which have been referred to already—see [1]–[3], [5]–[21] in the Consensus Statement.  

415. Further, BaptistCare submitted, at [17], as follows:343 

“Over time, the role of frontline care staff has required requires [sic] more 

assessment, care documentation and practices that assist the clinical staff. This 

includes assisting with medication, simple wound dressing, assisting with the 

implementation of continence programs, attend to regular checks including 

urinalysis, blood pressure, temperature and pulse checks, blood sugar level 

checks and assist and support diabetic clients in the management of their 

insulin and diet.” 

416. Many of the matters that feed into the increased level of skill have been discussed 

above, or will be discussed below.  This Part should not be read as exhaustively treating 

the skills exercised by aged care employees. 

The Lay Evidence Report and other evidence 

417. The ANMF adopts Lay Evidence Report [385]–[392].  This evidence is of a more 

general nature than the evidence in the sub-parts that follow.  It extracts or refers to 

evidence of (inter alios) Stephen Voogt (NP) at [58], Lisa Bayram (RN) at [58], Hazel 

Bucher (NO) at [42]–[44], Jocelyn Hofman (RN) at [31], [39]–[41], Wendy Knights 

(EN) at [86], Patricia McLean (EN) at [31], [39]–[40], [77], [80]. 

418. Also relevant at the more-general level is [28] of Ms Bucher’s statement:344 

“The skills I use in my work day to day are predominantly highly developed 

communication skills, assessment skills, critical reasoning and mentoring 

343  Submissions of BaptistCare (tab 126 page 876). 
344  Statement of Hazel Bucher dated 29 October 2021 (tab 259 page 13122). 
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skills. I provide informal education most of the time by encouraging clinical 

reasoning and critical thinking whilst mentoring.” 

419. And, at [56] and [58] of Linda Hardman’s statement, she refers to the use of skills such 

as emptying catheter bags, manual handling of residents, how to walk residents safely, 

being aware of skin tears, behaviour, pain levels, hydration levels, and toileting 

requirements.345 

420. At [31] of Ms Knights’s statement, she (non-exhaustively) lists some of the skills 

brought to bear in the course of a standard shift: 

“I’m in charge of doing the two medication rounds during the shift. I need to 

check the S8 drugs (DDs) in the drug cupboard with the RN at the start or end 

of my shift. I’m responsible for checking incomplete tasks from the AM shift. 

For example, it could be wound dressings, observations, the COVID testing 

for residents (temperature and health questionnaire) and so on. We also 

monitor the feeding as we have choking risks among the residents who can’t 

swallow easily.” 

421. In addition to her evidence at [58] Lisa Bayram (RN) describes the additional nursing 

requirements that emerged even since 2015, including: 

(1) A greater need for more advanced clinical assessment;  

(2) More haemodialysis residents living in aged care;346  

(3) Greater use of morphine syringe drivers and better palliative care management 

skills are required;347 

(4) Increased prevalence of oxygen therapy;348 and 

(5) More residents using CPAP machines to assist sleep apnoea.349 

422. Thereafter, the Lay Evidence Report sets out evidence in relation to particular skills 

that were common between the evidence of various witnesses. 

345  Statement of Linda Hardman dated 29 October 2021 (tab 263 page 13272). 
346  Witness Statement of Lisa Bayram dated 29 October 2021 at [74].] (tab 262 page 13240).  
347  Witness Statement of Lisa Bayram dated 29 October 2021 at [75].] (tab 262 page 13240). 
348  Witness Statement of Lisa Bayram dated 29 October 2021 at [76].] (tab 262 page 13240). 
349  Witness Statement of Lisa Bayram dated 29 October 2021 at [77].] (tab 262 page 13240). 
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Observational skills—Lay Evidence Report [393]–[400] 

423. The ANMF adopts Lay Evidence Report [393]–[400].  This contains extracts from the 

evidence of Stephen Voogt (NP) at [52], Linda Hardman (AIN / PCW) at [22], Suzanne 

Hewson (EN) at [29]. 

424. In Ms Hardman’s cross-examination, she gave examples of the kinds of observations 

she would recognise as meaningful—being less talkative than normal; sleeping more 

than normal (PN9830).  She would also recognise skin tears, bruises, changes in skin 

pigmentation—“even the slightest little thing” (PN9822–9823). 

425. Also relevant is the evidence of Jocelyn Hofman (RN) at [15], where Ms Hofman 

describes (inter alia) constantly assessing the efficacy of residents’ current medication 

regimes so that they are not in pain, agitated, or distressed, assessing wounds, and 

screening for delirium.350 

426. And, at [30], Ms Hofman said as follows:351 

“Registered Nurses’ scope of practice involve clinical assessments, plan, 

provide timely clinical intervention, evaluate and monitor care services. For 

example, when I administer medication during my medication rounds, I assess 

my resident’s status. Is their swallowing compromised? Are they depressed? 

Are they in pain? As a Registered Nurse, it becomes second nature to observe 

changes when interacting with residents.” 

427. At [39], Ms Hofman describes the range of assessments she performs while performing 

other tasks, such as administering medication—many of which assessments involve 

observational skills:352 

“• Checking on side-effects of the medication, both immediate and longer term 

and assessing the benefit of the medication consistent with quality use of 

medicine guidelines; 

• Assessing changes in the communication and cognitive capacity of the 

resident; 

• Assessing the resident’s overall well-being, oral and personal hygiene; 

• Falls risk strategies are in place; 

• Reviewing continence care; 

• Ensuring adequate hydration and nutrition; 

350  Statement of Jocelyn Hofman dated 29 October 2021 (tab 261 page 13152–13153). 
351  Statement of Jocelyn Hofman dated 29 October 2021 (tab 261 page 13154). 
352  Statement of Jocelyn Hofman dated 29 October 2021 (tab 261 page 13156–13157). 
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• Maintain our residents’ skin integrity; 

• Safe behavioural management in dementia care; 

• Health emergency responses like identifying acute deterioration in residents 

related to infections compounded by co morbidities; 

• Infection prevention and control; 

• Palliative care including complex pain management; 

• Oversee safe and effective care work carried out by the rest of my care team.” 

428. Ms Hofman expressly states, at [40], that the range of assessments that are now required 

as a result of the increased acuity of residents “require[s] greater attention.”353 

429. Wendy Knights’s (EN) statement at [66] is also relevant to understanding the kinds of 

observations that are required.  She outlines the kind of information that is now required 

to be inserted into progress notes (and therefore requires observation for that 

purpose):354 

“There are additional documentation requirements which require significant 

education and time to complete. For example, in the new Quality Standards 

they want us to document (preferably each shift, but certainly every day), how 

we have had contact or interactions with each resident. It might be talking to 

Mary about her trip to the dining room and her meal and documenting her 

descriptions of what she ate and whether she enjoyed it. On many days I have 

to do a minimum of 18 progress notes in the dementia unit that I didn’t always 

have to do before. Previously it was only definitive changes that were 

documented. This daily interaction note often falls to me because the PCAs 

sometimes don’t do them or aren’t confident of their writing skills.” 

430. Rose Nasemena (AIN / PCW) described (at PN8587), “constant monitoring” of 

residents who presented a fall risk.  Ms Nasemena said that in the dementia section it 

was “full on” to the point that she needed to have “four eyes.” 

431. In cross-examination, Mark Sewell (CEO, Warrigal) said that Warrigal relied upon 

direct care workers to identify changes in condition of residents and behaviours that 

might give rise to a clinical concern (PN12925), which was an appropriate role given 

that care workers are the people within the organisation who have the most direct 

contact with residents and detailed knowledge of their behaviour and general or usual 

condition (PN12926). 

353  Statement of Jocelyn Hofman dated 29 October 2021 (tab 261 page 13157). 
354  Statement of Wendy Knights dated 29 October 2021 (tab 272 page 13447). 
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Interpersonal skills—Lay Evidence Report [401]–[411] 

432. The ANMF adopts Lay Evidence Report [401]–[411].  This contains extracts from the 

evidence of Lisa Bayram (RN) at [66]. 

433. In addition, at [31] of her statement, Hazel Bucher (NP) said that, “[t]here are many 

competing priorities creating a home like environment but providing clinical grade 

service is challenging.”355  She continued, “[n]avigating the fine line between allowing 

the resident to steer the course of their day versus what is clinically better resulting in 

a healthier outcomes and improved quality of life is challenging.”356  Navigating this 

line requires highly-developed interpersonal skill: “staying as engaged as possible to 

maintain strength and communication skills requires gentle persistence and energy 

from nursing and care staff.”357 

434. Kathryn Chrisfield (Occupational Health and Safety Team Manager, ANMF) said (at 

[30]), in relation to dealing with bariatric residents, that: 

“… the staff have to have the knowledge and insight as to how to care for the 

resident’s clinical, social and emotional needs, as well as operate the 

equipment and implement the specialist techniques required to be able to safely 

manoeuvre and transfer the resident.”358 

435. And, in relation to dealing with aggression, Ms Chrisfield said as follows at [32]:359 

“Due to the increasing numbers of these residents [i.e., residents with dementia 

or other altered mental states] within regular aged care facilities, aged care 

workers are required to have an understanding and knowledge about the 

particular condition of the resident, how it may be triggered and how it may 

present. These are complex, varied conditions that staff must be able to 

accommodate, without staff necessarily being provided education and training 

around how to recognise deterioration, what may trigger each resident, how 

best to de-escalate situations, how to protect other residents should a resident 

become aggressive etc.” 

436. Linda Hardman (AIN / PCW) said as follows at [22(c)]–[22(d)] and [23]:360 

“… my view is that AINs have and exercise the following skills in carrying out 

their work: 

… 

(c) What I call “PR” skills. AINs are often the face of the facility, as far as 

355  Statement of Hazel Bucher dated 29 October 2021 (tab 259 page 13123). 
356  Statement of Hazel Bucher dated 29 October 2021 (tab 259 page 13123). 
357  Statement of Hazel Bucher dated 29 October 2021 (tab 259 page 13123). 
358  Statement of Kathryn Chrisfield dated 29 October 2021 (tab 184 page 10744). 
359  Statement of Kathryn Chrisfield dated 29 October 2021 (tab 184 page 10745). 
360  Statement of Linda Hardman dated 20 October 2021 (tab 263 pages 13267–13268). 
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residents’ families are concerned. It is an important part of our job to maintain 

relationships with residents’ families as well as residents. Also, though, we 

need to recognise what is not our area, and to involve ENs and RNs where 

questions are asked that need their expertise. 

(d) Also in the area of PR skills is advocating for residents, which I mentioned 

above. Sometimes that means taking requests or complaints from residents to 

management or other staff. Or, keeping our eyes open for safety issues and 

requesting changes in procedures where we think they are necessary. 

23. I also think that our ability to be adaptable and diplomatic has increased 

over the years I’ve worked in aged care. I think AINs have excellent time 

management and team skills because there are so many tasks that need to be 

finished in a shift.” 

437. Ms Hardman gave a further explanation of what she meant by “PR skills” in cross-

examination (at PN9835): 

“PR skills - that means, particularly because we have a lot to do with residents' 

families, so really you're the face of the company, which means that if a 

resident's family comes and they're asking you for a lot of detail, you don't get 

in over your head; you refer to the RN. I mean, you can–if it's just normal chit 

chat, that's fine, but I always tell staff to keep professional distance and don't 

get in over your head, because, you know, you could say the wrong thing, and 

some residents' families can get quite pushy, so then you refer to the EN or the 

RN.” 

438. And, at [51]–[52], Ms Hardman described the use of various strategies with a view to 

providing care to dementia-affected patients (e.g., changing staff, redirection, 

distraction, etc.). She developed this further in cross-examination at PN9858–PN9859.  

These are examples of interpersonal skills.361  Interpersonal skills, of course, extend to 

the relationships between employees—Ms Hardman’s evidence at PN9811–9818 

exemplifies this, in that she describes a disadvantage of working with agency RNs as 

being that RNs with whom an AIN / PCW has a relationship know, just from a tone of 

voice, that a situation is an emergency.  This is an example of a “hidden skill” of the 

kind Hon Assoc Prof Junor discusses (considered later in these submissions). 

439. At [24(d)] of the statement of Suzanne Hewson (EN), Ms Hewson describes providing 

“social support” to residents who are lonely, affected by dementia, or by depression.  

This involves trying to ensure that there is some levity in the day and that each residents 

feels valued.362  In re-examination, Ms Hewson described what she meant when she 

said that “approaching people” was a skill (at PN8324): 

361  Statement of Linda Hardman dated 20 October 2021 (tab 263 pages 13271. 
362  Statement of Suzanne Hewson dated 29 October 2021 (tab 270 page 13422). 

4170



“People with dementia, you need to be quite careful on how you approach 

them. You need to be openly engaged. You need to ensure that you are 

speaking to them clearly and concisely and that you need to show that you're 

listening as well as speaking to them. I feel that some people don't have the 

skills to be able to manage what you call chitchat, being able to say to them 

good morning, how's such and such. How are you going today? Did you have 

a good sleep? Is there anything else I can help you with? Or you ask some 

questions about their family, did you have a good visit with them yesterday? 

So that you're interacting with them constantly and making the visit more 

personal to them. And I always used to try to make it so that they knew that I 

was interested in them as a person and yet aware of what was happening around 

them as well. And I think that's a skill that is learnt.” 

440. Wendy Knights (EN) says as follows at [72]:363 

“I think that this [decreased use of pain relief and restraint mediation] really 

means nurses and carers are informally learning new skills to de-escalate 

situations and calm or console residents. However, there really isn’t any 

training that we have done to help us with this. The whole psycho-geriatric 

needs of residents have changed.” 

441. Ms Knights, like other lay witnesses, gave evidence (in cross-examination) about the 

use of diversional or de-escalation techniques designed to assist in the care of dementia-

affected residents (PN9253–9258). 

Observations—Lay Evidence Report [413]–[415] 

442. The ANMF adopts Lay Evidence Report [413]–[415].  This evidence is in relation to 

matters such as checking blood pressure and blood glucose levels.  Suzanne Hewson 

(EN) refers at [26] to the documenting of vital signs.364  Christine Spangler (AIN / 

PCW) refers to checking blood glucose levels, at [17(b)].365 

443. Wendy Knights (EN) explained in cross-examination that AINs / PCWs are involved 

in collecting data that ultimately ends up in ACFI paperwork.  This involves, for 

example, for weight, putting the resident in a weighing chair (PN9239), and the same 

again in regard to blood pressure (PN9243), including comparing that blood pressure 

against a “traffic light” system (PN9244). 

Dealing with falls—Lay Evidence Report [416]–[422] 

444. The ANMF adopts Lay Evidence Report [416]–[422].  This part of the report refers to 

the evidence of (inter alios) Sherree Clarke (AIN / PCW) at [48]. 

363  Statement of Wendy Knights dated 29 October 2021 (tab 272 page 13448). 
364  Statement of Suzanne Hewson dated 29 October 2021 (tab 270 page 13423). 
365  Statement of Christine Spangler dated 29 October 2021 (tab 257 page  13012) 
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445. And, Christine Spangler (AIN / PCW) gives evidence as to her responsibilities in the 

event of a fall, at [24(h)]: 

“i. On night shift, there are floor alarms activated. Residents who are at a high 

risk of falls have their beds lowered to the ground, and the floor mat is 

connected to the annunciator panel at the nurses’ station, which alerts us when 

they get out of bed. Quite a few residents have this in the facility. The problem 

is that, if we are at the other end of the wing, we cannot see or hear the 

annunciator panel. We have no portable alarm or phone. This is dangerous, as 

the residents can fall. I am very nervous about this and have to keep going back 

to the nurses’ station from whatever I am doing to check the annunciator panel. 

ii. Many residents have crash mats so that, if and when they do fall out of bed, 

they are less likely to injure themselves. If they do fall, we will pick them up 

and get them back into bed. Sometimes we use a lifter for this. Otherwise two 

of us can lift the lighter residents. 

iii. When residents are using walking frames, we have to have a carer assisting 

them, otherwise they can walk into things.” 

446. In cross-examination, Jocelyn Hofman (RN) gave evidence of the procedure that is 

adopted in the event of a fall, including where that fall occurred in the dementia unit 

(PN9641–9642).  In regard to the dementia, unit, Ms Hofman drew attention to the 

difficulty created by some patients being unable to express themselves or articulate pain 

after a fall (PN9641–9647). 

447. Linda Hardman (AIN / PCW) gave evidence as to falls procedure in cross-examination 

(PN9869–9872). 

448. Under cross-examination, Ms Bayram described the roles of AINs/PCWs, ENs and RNs 

when a resident has a fall in the following terms:366 

“The PCAs are usually the first people to know that something's happened.  I 

would expect them to stay with the resident, keep them comfortable, pull the 

alarm bell so that the nursing staff come.  The ENs if they get there before the 

RN make an initial assessment, but they would wait for the registered nurse to 

come to decide what's going to happen, and that's even from whether or not 

we're going to move the person or not.  The PCAs then provide assistance.  So 

if I decided that we needed - if someone was stuck in the bathroom and we 

needed to get them out I would say we've got to get them out.  The PCAs would 

be the ones who would help me do that.  They would get the equipment, they 

would give me some advice on their way to manage that, and then once we had 

made the person safe the nursing staff would take over making - the decision-

making, and the PCAs would just follow my directions.” 

366  Cross-examination of Lisa Bayram at PN8238. 
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449. Asked in cross-examination if the registered nurse would be the primary 

decision-maker about the clinical wellbeing of the person who has a fall, Annie Butler 

(ANMF Federal Secretary) responded:367 

“The registered nurse has the capacity to make that assessment and decision 

and what needs to happen.  Apart from all what would be procedurally required 

and protocols and processes, but in terms of a medical health assessment, yes.” 

450. Ms Butler went on to explain that the requirement to document the fall, the nature of 

the incident, but then there would need to be assessments about why the fall occurred.  

The rest of the team would contribute to that information.368 

Wound care, skin tears, bruises—Lay Evidence Report [423]–[434] 

451. The ANMF adopts Lay Evidence Report [423]–[434].  In addition to that evidence, 

Linda Hardman’s statement at [33] is relevant to the effect of the need for more wound 

care on AINs / PCWs:369 “And, higher-acuity patients tend to have a greater need for 

wound care. For the AINs, that means a greater workload in terms of lifting and 

transferring so that ENs or RNs can attend to wounds.” 

452. Jocelyn Hofman (RN) gave evidence about the importance of nurses and AINS / PCWs 

monitoring skin tears and bruises, and creating incident reports in regard to any such 

tears (PN9648–9650). 

453. Wendy Knights also gives evidence relevant to the nature of wound care (and 

observations in relation to the same) at [58]–[61] of her statement:370 

“58. Bruises and skin tears, no matter how minor, are required to be reported 

as an adverse event. This requires notification of family, next of kin, and the 

treating doctor. I understand that the rationale is that a bruise or a skin tear can 

indicate mistreatment. But the reality is that the vast majority of bruises and 

skin tears are accidental. A resident might bump a leg on a chair and get a 

bruise. Or, a resident might bump an arm or leg against a nut or a bolt, or an 

exposed brake wire (or similar) on a walker and get a minor skin tear. 

59. Previously, we would treat as serious any bruise or skin tear for which the 

resident did not have a good explanation. Now, even where there is a very good 

explanation and it is innocent, the notification requirements apply and they take 

up time. 

60. With wounds we now use our phones to communicate remotely with the 

RN. This can involve sending pictures of a wound and get advice that way. 

367  Cross-examination of Annie Butler at PN3422. 
368  Cross-examination of Annie Butler at PN3425. 
369  Statement of Linda Hardman dated 20 October 2021 (tab 263 pages 13267–13269). 
370  Statement of Wendy Knights dated 29 October 2021 (tab 272 page 13446). 
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Instead of an RN being on the floor this means extra workload for the EN. 

61. With the wound dressings our RN clinicians will look at it and dress it 

according to best practice. They will document it and then ENs will do 

subsequent dressings and monitor it. The RN clinician will then do a periodic 

assessment and again leave the ENs to implement any changes to dressings. In 

the interim we need to monitor it and report any changes or lack of 

improvement.” 

454. In cross-examination, Ms Knights explained that if there was a skin tear, the protocol 

was that an EN or RN had to be called, and the nurse would evaluate whether or not the 

reason for the skin tear gives rise to a SIRS notification.  The RN (or sometimes an EN) 

would generally dress the wound (PN9179–9185). 

455. And, Christine Spangler describes the various responsibilities for wound care at [24(a)], 

as follows:371 

“If it is simple wound care, like just taking off and replacing a bandage, then I 

can do it. If it is complex, the RN or an Enrolled Nurse (EN) has to do it. This 

is something I do a fair bit as residents will have wounds from pressure areas 

and falls. If it is a new wound or a new skin tear, an RN or EN has to look at it 

first. If it is a simple dressing, they will tell me what to do and I will do it. If it 

is more complex, they will do it. They then review it every couple of days and 

tell me what to do, for example, put on a fresh bandage.” 

456. In cross-examination, Ms Spangler explained that a “complex” situation of wound care 

meant, for example, if a resident had a really bad fall and had split his or her head open 

(PN8678). 

457. Julianne Bryce (Senior Professional Officer, ANMF) explained that not all wound care 

can be delegated to an AIN / PCW (PN3745).  The line is drawn by the RN, who is 

responsible for delegating, in this way (PN3746): 

“Well, a registered nurse would have to assess it in every situation before they 

could delegate that care, every time. So as far as the wound goes, they would 

need to be able to see it and assess it to determine whether it's appropriate for 

them to do the dressing, for them to delegate the dressing, either to an enrolled 

nurse or to a care worker, depending on people's qualifications and their safety 

and competence to be able to do that.” 

458. That is, it is not the case that particular classes of wound are the domain of one or 

another group, rather it is that the RN assesses, in regard to each wound, who should 

treat it and how (PN3748). 

371  Statement of Christine Spangler dated 29 October 2021 (tab 257 page  13014). 
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459. The evidence of Stephen Voogt, (Nurse Practitioner in Gerontology) is that there is an 

increased complexity of wounds with residents coming from hospital system within the 

residential aged care system. He says that the RNs and ENs in aged care lack access to 

wound consultants (unlike the public system) leaving aged care nurses to manage 

complex wounds.372 

Catheters etc.—Lay Evidence Report [435]–[441] 

460. The ANMF adopts Lay Evidence Report [435]–[441].  This refers to (inter alia) the 

evidence of Lisa Bayram (RN) at [59], Rose Nasemena (AIN / PCW) at [43], Sherree 

Clarke (AIN / PCW) at [49]. 

461. Under cross-examination, Sheree Clarke (AIN) explained her role removing and 

checking catheter bags, record the fluid, and assessing the urine, looking at the urine to 

make sure it's a healthy normal colour.373 

462. Dianne Power (AIN) gave evidence under cross-examination of dealing with catheter 

bags by emptying them and making sure that they're flowing properly.  If she has any 

problems with them, she will connect and disconnect the bags that go on overnight.  If 

she sees that there's a need for inserting anything she would call the RN.  She is 

conscious to check if the urine is cloudy because if the urine is blocked, it can be very 

painful for the resident and may lead to infections and other complications.374 

Administering medication—Lay Evidence Report [442]–[466] 

463. Background document 1 (at [116.3]) recognises as apparently uncontentious that 

“[t]here is an increase in the number and complexity of medications prescribed and 

administered.” 

464. The ANMF adopts Lay Evidence Report [442]–[466].  This refers to the evidence of 

(inter alios) Suzanne Hewson (EN) at [24(a)]. 

465. Ms Hewson’s evidence at [21] is also relevant in assessing the changing nature of 

medication rounds for nurses:375 

“I cannot recall the last time I completed a medication round without an 

372  Amended witness statement of Stephen Voogt, 9 May 2022 at [62] (tab 269 page 13402). 
373  Cross-examination of Sheree Clarke at PN9976–PN9978. 
374  Cross-examination of Dianne Power at PN9976. 
375  Statement of Suzanne Hewson dated 29 October 2021 (tab 270 page 13420). 
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interruption. There used to be a practice that nurses were not to be interrupted 

whilst undertaking a medication round to allow them to focus and avoid 

medication errors. Now, we are required to respond to multiple interruptions 

including call bells and phone calls. This not only delays the medication round 

and potentially the time that residents obtain their medication, but it is also 

distracting and can result in mistakes.” 

466. Also relevant in understanding the way in which medication rounds occur in modern 

times are [16]–[17] of Ms Knights’s statement:376 

“It used to be that Registered Nurses (RNs) primarily administered mediation. 

More and more, however, the work of RNs came to be in the office rather than 

on the floor. I say more about this later. So, administering medication more 

and more became the job of an EN. 

Existing ENs did quite extensive additional education of about 220 hours (plus 

a two week placement) in order to undertake medications. New ENs (like me) 

transitioned from the Certificate IV in Nursing to a Diploma which 

incorporated the medication administration modules. We were known as 

Medication Endorsed ENs for about a decade when there were still many ENs 

who did not have the qualification. Now it is the reverse. The overwhelming 

majority of Enrolled Nurses are qualified to administer medications and are 

simply registered with AHPRA as Enrolled Nurses. Those without the 

qualification have an endorsement on their registration to say they cannot 

administer medications. That has been an enormous change.” 

467. Also relevant is [42]–[44] of Ms Knights’s statement, which is in relation to the 

interrelationship between the shift to person-centred care (on the one hand), and the 

performance of structured tasks like medication rounds (on the other):377 

“42. Similarly, there is now a lot more consumer choice, especially under the 

new Aged Care Standards introduced in 2018. For example, some residents 

want to sleep until 10am or 11am each day. This means their morning 

medication is actually given at lunchtime. Then their lunchtime medication is 

given at 5pm. 

43. That makes medications (as well as other care needs like toilets like 

personal care or meals) more complex. It used to be that you were able to 

structure your work or establish routines around the kinds of work that you 

would be doing at particular times. Now, you cannot do that — different work 

is required for different residents at different times, based on their preferences. 

44. Again, that is a good thing for residents, and I support it. But it is less 

efficient for aged-care workers, and so involves more work.” 

468. Ms Knights gave further evidence concerning procedure in her cross-examination 

(PN9151–9165). 

376  Statement of Wendy Knights dated 29 October 2021 (tab 272 page 13440). 
377  Statement of Wendy Knights dated 29 October 2021 (tab 272 page 13444). 
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469. Rose Nasemena (AIN) has undertaken a course “Assist Clients with Medication”378 and 

started assisting residents with administering their medications in July 2013.379  She 

describes the prospect of making a medication error as always hanging over her and 

adding to stress.  She once made an error by providing the right medication but entered 

the wrong number into the computer.  She says it is quite dangerous because while 

assisting with the meds she is still having to watch out for residents and can be called 

to do other tasks by the RN. 380 

470. Paul Sadler (CEO, ACSA) has observed that AINs / PCWs are involved in medication 

to a greater degree than they used to be, in that 15 years ago the work that they today 

perform would generally have been undertaken by an RN (at [84]).381 

471. Mr Sewell’s evidence is likewise that certain AINs / PCWs are now more involved with 

medications in residential aged care than used to be the case (at [124]).382 

Relevance of this evidence to work value 

472. The evidence before the FWC consistently identifies that the roles of direct care 

workers have expanded to include a wider range of duties, tasks and increased 

responsibilities.  This has required direct care workers to learn and exercise new skills.  

This change has been dramatic and relates to many facets of the work performed.   

473. The direct and immediate consequence of changes to the nature of aged care work 

discussed above (such as the increased acuity of residents and clients, changes to 

staffing levels and skill mix, changes to the philosophy and model of care and changes 

in accountability, regulation and residents’ expectations) is a corresponding increase to 

the level of skill and responsibility involved in doing the work.  Direct care workers are 

now required to exercise a greater breadth and depth of skills.   

474. There is a greater requirement for AINs/PCWs, ENs and RNs to observe and assess 

residents and clients.  The role of an AINs/PCWs has evolved from performing care 

“tasks” to the ever-increasing responsibility associated with making judgments about 

residents and clients.  AINs/PCWs are now required to identify relevant changes to 

378  Amended witness statement of Rose Nasemena, 6 May 2022 at [10] (tab 267 page 13355). 
379  Amended witness statement of Rose Nasemena, 6 May 2022 at [25] (tab 267 page 13357). 
380  Amended witness statement of Rose Nasemena, 6 May 2022 at [26] (tab 267 page 13357). 
381  Statement of Paul Sadler dated 01 March 2022 (tab 289 page 13593). 
382  Statement of Mark Sewell dated 01 March 2022 (tab 292 page 14612). 
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residents and clients and report these to the registered nurse.  Enrolled Nurses also 

actively observe residents and clients, exercise judgment and collect additional 

information and data.  Registered nurses make assessment and decision about what 

needs to happen in the context in the context of the more challenging work environment 

and far greater demands on their time. 

475. There is consistent evidence about the high level of interpersonal skills such as empathy 

communication, positive mental attitude, time management and the ability to handle 

criticism required by direct care workers.  It is submitted that: 

(1) The level of these skills required in aged care has increased as a result of other 

identified changes to the nature of the work; and 

(2) These skills have historically been undervalued and include “hidden skills” as 

identified and discussed in the report of Hon Assoc Prof Junor, (considered later 

in these submissions). 

476. There is also consistent evidence about the increased performance of, and requirement 

for, assistance to residents and clients with respect to falls, wound care, skin tears, 

bruises, interventions such as catheters and the administration of medication.  The 

increased skills associated with this work can be observed across all direct care 

classifications.   The increased prevalence of this work and reduced numbers of 

registered nurses and enrolled nurses has led to an increased requirement for 

AINs/PCWs to perform this work.  Meanwhile, the registered nurse is directly involved 

in providing more complex clinical care and retains responsibility for care work 

delegated to others. 

477. These increased skills and responsibility reflect the fundamental changes in the nature 

of the work performed and the conditions under which the work is done.  The increased 

skills required, and responsibility involved in doing the work, also reflects a change in 

the nature of the work and the conditions under which the work is done.  As such, the 

increased skills exercised by direct care workers amount to reasons justifying increased 

minimum rates  for all three of the section 157(2A) reasons, not merely s 157(2A)(b) 

pertaining to the “level of skill and responsibility involved in doing the work”. 
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E.6 Specialised knowledge and care— Lay Evidence Report Part D.6 

478. Under this heading, the specific topics of dementia care and palliative care are 

addressed.  It will have been observed that evidence in regard to this topic has been (at 

least) touched on in relation to other topics (e.g., acuity, chemical restraint).  Dementia, 

in particular, is a phenomenon that enhances the complexity of work in a variety of 

respects and so does not fit neatly into one only of the topics addressed in this Part E.  

The ANMF will seek to avoid duplication to the extent possible. 

Agreement between interested parties as to this factor 

479. The Consensus Statement at [2]–[3] recognises the importance of these two specialist 

areas of knowledge and care needs—dementia and palliative care: 

“The proportion of people with dementia and dementia-associated conditions 

receiving aged care services has increased. 

With an increase in the ageing population, the need for embedded and effective 

palliative care is now more prevalent than historically was the case.” 

480. Background document 1 (at [116.4] and [116.10) recognises as apparently 

uncontentious that  

“4. The proportion of residents and clients in aged care with dementia and 

dementia-associated conditions has increased. 

… 

10. More residents and clients in aged care require palliative care” [footnotes 

omitted] 

481. IRT submits that there has been a significant increase in the incidence of dementia and 

mental health issues among residents, and that employees need to be more highly 

skilled in order to meet the challenge associated with these conditions.383 

482. UnitingCare Australia likewise submits that increased clinical support is required as a 

result of (inter alia) dementia.384  It submits that there is a “dementia epidemic,” and 

there is a need for “more specialist psycho-geriatric care.”385 

483. Evergreen Life Care submits that residential aged care facilities have shifted from a 

blend of low, medium, and high care residents, to a focus much more on high care 

383  Submissions of IRT (tab 128 page 1117). 
384  Submissions of UnitingCare Australia (tab 129 page 1121). 
385  Submissions of UnitingCare Australia (tab 129 page 1121). 
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residents and those living with dementia,” which results in “increased workload and 

stress for staff,” without increased wages commensurately.386 

The Lay Evidence Report 

Dementia Care 

484. The ANMF adopts Lay Evidence Report [468]–[487].  There are extracts from, and 

references to, the evidence of (inter alios) Lisa Bayram (RN) at [60], Dianne Power 

(AIN / PCW) at [44]–[47], and Hazel Bucher (NP) at [45] and [49]. 

Palliative care 

485. The ANMF adopts Lay Evidence Report [488]–[499].  There are extracts from, and 

references to, the statements of (inter alios) Hazel Bucher (NP) at [48], Stephen Voogt 

(NP) at [43]–[44], Wendy Knights (EN) at [82]–[83], and Maree Bernoth (RN) at [39]. 

Evidence of other Frontline Workers 

Dementia Care 

486. Linda Hardman (AIN / PCW) referred at [22(b)] to the observational skills required in 

relation to residents affected by dementia to mental illness: “[o]ften, before a resident 

has problematic behaviours associated with mental illness or dementia, you can notice 

triggers or little changes in behaviour.”387  Ms Hardman also referred to the increased 

prevalence of physical or verbal aggression (at [48]–[49]), especially after the 

diminution in the use of anti-psychotics (at [50]).388  This requires workers to be astute 

to recognising triggers or warning signs (at [51]), and the use of tactics like redirection 

or distraction (at [52]–[53]).389 

487. Suzanne Hewson (EN) addressed dementia at [22]–[23] of her statement:390 

“22. …  Ideally, all care staff would receive special training on these subjects 

[dementia and palliative care], but this would come at a cost to the facility. I 

receive no extra money for performing this role, nor do I have any extra time 

available to me, but it is important to me that I can assist in providing the best 

possible care for our residents. 

23. Unfortunately, dementia in some residents can present significant 

386  Submissions of Evergreen Life Care (tab 132 page 3129). 
387  Statement of Linda Hardman dated 20 October 2021 (tab 263 page 13267). 
388  Statement of Linda Hardman dated 20 October 2021 (tab 263 page 13271). 
389  Statement of Linda Hardman dated 20 October 2021 (tab 263 page 13271). 
390  Statement of Suzanne Hewson dated 29 October 2021 (tab 270 page 13421). 
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aggression and violence towards staff and other residents. For example, one 

resident was required to attend hospital for three weeks recently as her 

behaviour had become unsafe and unmanageable. This resident had become a 

significant risk to staff members and residents and required significant sedation 

whilst at hospital. Situations such as this are not unusual. They are very 

challenging to manage and the skills required to deal with them are often not 

taught. They are learned from experience and, if you are lucky, good mentoring 

from colleagues. I do my best to mentor my colleagues, but it is difficult in the 

limited time available. It is always hard to find good new staff and keep them 

for a long period of time.” 

488. Ms Hewson’s view is that residents with advanced dementia and challenging 

behaviours would be better off in a purpose-built facility, with a controlled 

environment, and staff who are all appropriately trained (at [24(c)]).391  Of course, for 

the aged-care workers outside of such facilities (which is most of them—see the 

evidence of Kathryn Chrisfield at [493] below), or without such specialist training, the 

work is accordingly more complex and challenging. 

489. Jocelyn Hofman (RN) says (at [41]) that the increased prevalence of dementia “has 

resulted in the need for increased skills in diversion strategies and assisting residents 

when highly agitated.”392  But, this intersects with recent changes in policy and practice 

rules relating to restrictive interventions.  This has affected Ms Hofman’s daily work, 

“and made it more complex, more demanding and involving greater demands for 

professional judgement.”393 

490. Wendy Knights (EN) describes (at [24]) being in charge of the dementia unit in her 

facility.394  She had also completed a course in dementia through the University of 

Tasmania (at [20]).395  Despite this, she still was not comfortable being in charge of the 

dementia overnight, due to the increased risk of residents becoming aggressive (see 

at [28]).396  This is indicative of the level of difficulty involved in caring for residents 

affected by dementia. 

491. From [49]–[54] of her statement, Ms Knights describes the changes to her work brought 

about increased prevalence of dementia.  This is worth setting out in full:397 

“49. I mentioned above at paragraph 32 above that aged-care workers 

391  Statement of Suzanne Hewson dated 29 October 2021 (tab 270 page 13421–13422). 
392  Statement of Jocelyn Hofman dated 29 October 2021 (tab 261 page 13157). 
393  Statement of Jocelyn Hofman dated 29 October 2021 (tab 261 page 13157). 
394  Statement of Wendy Knights dated 29 October 2021 (tab 272 page 13441). 
395  Statement of Wendy Knights dated 29 October 2021 (tab 272 page 13440). 
396  Statement of Wendy Knights dated 29 October 2021 (tab 272 page 13442). 
397  Statement of Wendy Knights dated 29 October 2021 (tab 272 page 13445). 
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encounter difficulties with dementia-related behaviours. There are a few 

aspects to this. 

50. First, since people are entering aged care later and living longer, there are 

far more residents with dementia than used to be the case. Residents have 

greater needs due to being home longer in home care packages. There is often 

undiagnosed early Alzheimer’s/dementia as they have been home in their 

familiar surroundings: when they come in they are taken from familiar 

surroundings and their behaviours and their frustrations compound. They have 

a particular routine and insist on it, but in an aged care setting often those 

expectations can’t be met, because as much as we try we only have so many 

staff. The residents’ care needs are greater than they were when I started in 

aged care. 

51. Second, there are fewer physical constraints on residents than there used to 

be. For example, concave mattresses, which we use as a safety measure, are no 

longer allowed other than in exceptional circumstances. If dementia patients 

want to wander in the secure area they can. This is stressful because if they 

want to go outside, even though it is a secure area, I can’t monitor them as I 

will often be busy doing other tasks or answering buzzers. Fall risks have 

increased as a result. We used to use concave mattresses as a safety measure. 

52. Similarly, there has been a dramatic reduction in anti-psychotic medication 

after the Aged Care Royal Commission. I understand the concern of the Royal 

Commission was overmedication. That is a valid concern, but it does not apply 

across the board (does not apply in Princes Court, for example), and under-

medication is also problematic. 

53. There are residents whose behaviours without anti-psychotic medication 

are just atrocious. I think if they knew what they were doing, they would be 

mortified. Patients with dementia can get quite aggressive. They can get 

agitated, restless, or paranoid. Past memories are sometimes refreshed, so you 

might get residents insisting they have to pick their kids up or check on their 

parents. Residents wander. The late afternoon is a challenging time for these 

kinds of behaviours. 

54. And, most aged-care workers are not trained as mental health nurses. That 

is why I do not feel safe working overnight, by myself, in the dementia ward. 

Aggression is a much bigger problem than it used to be. It can be triggered 

unpredictably. 

492. Christine Spangler (AIN / PCW) likewise describes colleagues in the memory loss unit 

having had wrists broken or having been head butted (at [35]).398 

Evidence of officials 

493. As addressed in the evidence of Annie Butler, the Australian Institute of Health and 

Welfare (“AIHW”) identifies that people with dementia tend to have higher care needs 

398  Statement of Christine Spangler dated 29 October 2021 (tab 257 page 13018). 
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than those without dementia.399 Earlier, in 2008–09, the AIHW recorded that over half 

(53 per cent) of the permanent residents living in Australian Government subsidised 

aged care facilities who were appraised with an ACFI had a diagnosis of dementia.400 

494. Andrew Venosta’s evidence is that managing and caring for residents with dementia 

has been a constant but increasing challenge during his career in aged care.  He 

describes an increasing prevalence of residents exhibiting aggressive and, at times 

violent, behaviour in recent years.401   

495. Kathryn Chrisfield (Occupational Health and Safety Team Manager, ANMF) referred 

at [11] to shortcomings of existing buildings for psycho-geriatric care:402 

“… There are very few psycho-geriatric facilities that are purpose-built and 

have specialised staff to deal with aged mental health issues (for example), and 

they may be a significant distance from the resident’s family, or may not have 

capacity to take the resident. Consequently, staff are left to continue attempting 

to provide care to residents in an inappropriate environment, with inadequately 

educated and experienced staff, to the detriment of the staff and often other 

residents.” 

496. Ms Chrisfield also gave evidence as to some of the occupational health and safety 

consequences of the increased prevalence of dementia (at [32]–[33]):403 

“Reports from members (supported by evidence from the Dementia Australia 

programs and website) indicate that residents with dementia or other altered 

mental states may become disorientated or defensive (or aggressive). Due to 

the increasing numbers of these residents within regular aged care facilities, 

aged care workers are required to have an understanding and knowledge about 

the particular condition of the resident, how it may be triggered and how it may 

present. These are complex, varied conditions that staff must be able to 

accommodate, without staff necessarily being provided education and training 

around how to recognise deterioration, what may trigger each resident, how 

best to de-escalate situations, how to protect other residents should a resident 

become aggressive etc. 

Whilst there are some specialist facilities, most aged care facilities also have 

residents with these conditions in their population. Members in aged care have 

reported that there is inadequate time and resources for these staff to provide 

the residents with the care they require, which can result in the residents 

becoming more unwell or violent. Aged care workers are required to attend to 

these residents, irrespective of their violence, and are regularly the subject of 

399  Australian Institute of Health and Welfare (2020), GEN fact sheet 2018-19: People’s care needs in aged  

care, Australian Government; Amended Witness Statement of Annie Butler dated 2 May 2022 at [149].] 

(tab 181 page 9270). 
400  Australian Institute of Health and Welfare (2011) Dementia among aged care residents: first information 

from the Aged Care Funding Instrument. See ANMF 100. pP. vi 
401  Amended Witness statement of Andrew Venosta dated 3 May 2022 at [60] to [62] (tab 188 page 11136). 
402  Statement of Kathryn Chrisfield dated 29 October 2021 (tab 184 page 10741). 
403  Statement of Kathryn Chrisfield dated 29 October 2021 (tab 184 page 10745). 
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aggressive outbursts, which manifest in verbal and physical assault.” 

497. Stephen Voogt, (Nurse Practitioner in Gerontology) gives evidence of the prevalence 

of complex palliative care with aged care facilities.  He says that it is a real struggle for 

nurses and carers to provide psychological support for them and their families–often 

with absolutely no extra resources. He also identifies that the ACQSC has promoted 

advanced care planning (ACP) and most residents choose to stay in the facility for their 

final weeks and so it falls back on the facility to provide for end of life care. Many of 

the GPs simply aren’t available to attend the facility or provide an adequate resource 

for out of hours care and so the nurses on PM and night shift are the ones who have to 

make a call on how best to care for the resident.404 

498. Andrew Venosta’s evidence is that palliative care inevitably calls for a greater level of 

knowledge and responsibility from the nurses of the facility, who will not be able to 

rely on external support throughout the whole of the palliation process.405 He says that 

the expectation for end-of-life care to be provided at the aged care facility contributed 

to what he observed to be higher levels of emotional stress for the nurses, and the PCWs 

who in most cases have not been provided with training and acquired the appropriate 

skills to deal with end-of-life care and the issues around death, grief, and providing 

emotional support to families and loved ones.406  

Findings of the Royal Commission 

499. This evidence referred to above is reflected in findings of the Royal Commission, 

including: 

(1) at [IR.1.85], where the Royal Commission referred to an increased incidence of 

dementia in older ages, increasing the need for disability support; 

(2) in figure 3.1 on [IR.1.86], showing an estimate of Australians with dementia 

having increased markedly between 2010 and the present day, and continuing 

to increase through to 2030; 

(3) at [FR.3A.104], where it is stated that the number of older people living with 

dementia is expected to increase in line with ageing population, and that in 2019 

404  Amended witness statement of Stephen Voogt dated 9 May 2022 at [47] (tab 269 page 13399). 
405  Amended Witness statement of Andrew Venosta dated 3 May 2022 at [120] (tab 188 page 11145). 
406  Amended Witness statement of Andrew Venosta dated 3 May 2022 at [121] (tab 188 page 11145) . 
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just over half of the people living in permanent residential aged care, but it could 

be as high as 70 per cent; and 

(4) Recommendation 79: Review of certificate-based courses for aged care 

recommends review the need for specialist aged care Certificate III and IV 

courses and the content of those courses. Commissioner Briggs considers the 

following competencies should be considered for inclusion in the content of 

Certificate III and IV courses: 

 
“personal care modules, including trauma-informed care, cultural 

safety, mental health, physical health status, wound care, oral health, 

palliative care, falls prevention, first aid, monitoring medication and 

dysphagia management quality of life and wellbeing, including the use 

of technology, interventions for older people at risk, and recognising 

and responding to crisis situations.” 

Palliative care 

500. At [12] of her statement, Pauline Breen (RN) referred to the stress and upset associated 

with caring for palliative patients.407 

501. At [24(e)], Suzanne Hewson (EN) states that GPs are reluctant for continuous 

administration of drugs to palliative patients.  Accordingly, workers have to administer 

low doses of morphine, hourly.  This results in a great deal of stress and pressure, given 

the shortage of resources for such a task.408 

502. At [15], Jocelyn Hofman (RN) describes, at a high level, the tasks involved in palliative 

care as involving constantly assessing the efficacy of pain management, assessing 

whether residents are becoming agitated or distressed, addressing cultural requests, and 

“guid[ing] families through the dying, death and grieving process.”409 

503. Lisa Bayram (an RN) describes a scenario at a residential care facility involving three 

residents on morphine pumps in end of life care at the same time, creating a huge 

workload. 410   Separately, she says that staff struggle with palliative care to keep 

407  Statement of Pauline Breen dated 29 October 2021 (tab 266 page 13349). 
408  Statement of Suzanne Hewson dated 29 October 2021 (tab 270 page 13422). 
409  Statement of Jocelyn Hofman dated 29 October 2021 (tab 261 page 13152–13153). 
410  Statement of Lisa Maree Bayram, dated 29 October 2021[75]. at [75] (tab 262 page 13240). 
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residents comfortable in a timely manner. 411   She has been advocating for better 

palliative care management.412 

504. Additionally, Dianne Power (an AIN / PCW),413 Jocelyn Hofman (an RN),414 Pauline 

Breen (an RN), 415  Rose Nasemena (an AIN / PCW), 416  and each describe being 

involved in providing palliative care to residents 

Relevance of this evidence to work value  

505. It is beyond dispute that: 

(1) The proportion of people with dementia and dementia-associated conditions 

receiving aged care services has increased; and 

(2) The prevalence of palliative care within aged care facilities has also increased. 

506. The evidence establishes that the provision of dementia care and palliative care each 

require the utilisation particular advanced skill and involve significant additional 

responsibilities.  Work involving dementia care and palliative care is more complex, 

more demanding and necessitates greater levels of professional judgment.  The 

increased prevalence of dementia care and palliative care requires direct care workers 

to have and deploy those additional skills and take on that additional responsibility.  

Moreover, the provision of this care involves the utilisation of “hidden skills” identified 

and discussed in the report of Hon Assoc Prof Junor and considered later in these 

submissions. 

507. All persons working with residents or clients with dementia must be cognisant of 

behaviours associated with dementia, how individuals present differently and how they 

display symptoms that are unique to them.  Personal carers and nurses need to know 

how to find meaningful activities for each person.  Increased levels of people with 

dementia and dementia-associated conditions also increases the prevalence of 

occupational violence and aggression, making the conditions in which the work is done 

more dangerous and challenging.   

411  Statement of Lisa Maree Bayram, dated 29 October 2021[87]. at [87] (tab 262 page 13242 – 13243). 
412  Statement of Lisa Maree Bayram, dated 29 October 2021[85]. at [85] (tab 262 page 13242). 
413  Statement of Dianne Power dated 29 October 2021 at [82] (tab 258 page 13113). 
414  Statement of Jocelyn Hofman dated 29 October 2021 at [39] (tab 261 page 13156). 
415  Statement of Pauline Breen dated 29 October 2021 at [12] (tab 266 page 13349). 
416  Statement of Rose Nasemena dated 29 October 2021[46 at [46] (tab 267 page 13361). 

4186



508.  The increased prevalence of palliative care in aged care arises from: 

(1) The reduced length of stay in residential facilities; and 

(2) More clients and residents choosing to remain in their home or residential 

facility (rather than be transferred to hospital) until they pass. 

509. This work involves a broad range of skills, including: 

(1) the provision of physical or clinical care to manage symptoms through medical 

and non-medical interventions; 

(2) discussions with families and residents or clients to work through expectations, 

fears and desires;  

(3) understanding the emotional needs of residents and clients and tailoring care 

appropriately; and 

(4) the need to navigate resourcing  issues and difficult ethical issues that may arise.  

510. The importance of assisting the end of life process for residents and clients cannot be 

overstated.  The provision of this care is a massive responsibility on the shoulders of 

direct care workers.  The increased prevalence of palliative care in aged puts additional 

emotional stress on employees as is addressed further in the following part. 

E.7 Impact of death of residents and clients on workers—Lay Evidence Report 

Part D.7 

Evidence of other Frontline Workers 

511. Further to the evidence extracted in the Lay Evidence Report, Pauline Breen (RN), 

at [12], referred to the stress and upset associated with going through the end-of-life 

process.417  And, Wendy Knights (EN) said this at [82]–[83] (emphasis added):418 

“82. There are now a far greater number of residents who spend their end stage 

at the facility rather than going to hospital. That is usually specified in their 

Advanced Care Plan where they specify that they want to stay in the facility. I 

think that dealing with end stage and death of a resident–who we treat as part 

of the family–requires skills and an advanced level of emotional competence. 

83. Finding the balance between privacy for families, explaining what is 

happening for families, providing care and separating our own emotions is all 

417  Statement of Pauline Breen dated 29 October 2021 (tab 266 page 13349). 
418  Statement of Wendy Knights dated 29 October 2021 (tab 272 page 13450). 
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quite challenging. On top if that we often have to shepherd newer staff 

members through the process. Very rarely is a doctor present (except initially 

around medications or after death to sign the death certificate). An RN is 

always in the facility or contactable, but the comfort and care of the resident is 

usually in the hands of EN and/or carers.” 

512. Jocelyn Hofman (RN) gave evidence that it was her responsibility to notify families 

and doctors of the death of a resident (PN9652). 

513. Rose Nasemena (AIN) gave evidence that it can be extremely draining when a resident 

passes away because she really bonds with many residents. She describes having to try 

and put it in the back of her mind and be there for the other residents.  Over time, the 

stress has moderated for her and she mostly manages to treat it as part of the job. Ms 

Nasemena notes some carers can’t handle this side of the job.419 

514. This evidence of frontline of workers is given context by Kathleen Eager (Professor of 

Health Services Research and Director of the Australian Health Services Research 

Institute at the Faculty of Business and Law at the University of Wollongong) who 

identifies that there are 180,000 beds in the residential aged care centre.  Every year 

60,000 residents die and another 60,000 take their place.420 

The Lay Evidence Report 

515. The ANMF adopts Lay Evidence Report [500]–[511].  This part of the Lay Evidence 

Report extracts or refers to the evidence of (inter alios) Patricia McLean (EN) at [54], 

Sherree Clarke (AIN / PCW) at [77], Linda Hardman (AIN / PCW) at [73] and Dianne 

Power (AIN) at [84]. 

516. Further to Ms McLean’s evidence at [54], she also describes having had clients in both 

residential care and community care who died while in her care.  She says that she 

found this distressing and that she developed long-term professional relationships with 

most of her clients. She describes an occasion when a client fell and hit his head when 

letting her into his house. She administered first aid, called an ambulance, contacted his 

family and her employer. She was with him until the ambulance arrived and took him 

to hospital but he died a few days later. She says that she feels sad anytime a client of 

hers dies.421 

419 Statement of Rose Nasemena dated 29 October 2021, [47] (tab 267 page 13361). 
420  Cross-examination of Kathleen Eager at PN8900. 
421  Amended witness statement of Patricia McLean dated 9 May 2022 at [52]–[53] (tab 265 page 13311). 
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517. Further to Ms Power’s evidence at [84], she also describes getting to know residents 

and their families. She says that she finds it very stressful and sad when those residents 

die. She likes to think she has made a difference in their life, made life happier and 

more comfortable for them. It is upsetting for her to see relatives come and clear out 

their loved one’s belongings. Sometimes within two days the room will have been 

cleaned and a new resident will have moved in. She understands that it is necessary to 

keep rooms occupied for financial reasons, but describes this as hard because a resident 

might be in a room for six years, then after they die there will be a new resident in their 

room straight away.422 

Evidence of employer witnesses 

518. Mark Sewell (CEO, Warrigal) notes—in addressing the higher acuity of residents on 

entrance into residential aged care—that now, more so than two decades ago, Warrigal 

is seeing a “much shorter length of stay in residential aged care” (at [56]).  The length 

of stay is a range of around 5 months to 22 months (at [56]).  This means that assisting 

residents and their families with “the process of managing the end stages of their life” 

is required “on a regular basis in aged care” (at [57]).423   

519. Craig Smith (Executive Leader Service Integrated Communities, Warrigal) likewise 

notes that consumers are staying for shorter periods in residential aged care.  Whereas 

when he started in the industry, the length of stay could be 10 years or so, now the 

general length of stay is less than two years for consumers with higher care needs (at 

[64]).424  Accordingly, Warrigal’s turnover is 30 per cent (at [65]).425 

520. Emma Brown (Special Care Project Manager at Warrigal) identifies an increase in 

consumers who need palliative care426 in part due to residents having shorter stays in 

aged care facilities.  She also identifies an increase in the number of residents who, 

through their advanced care plan specify that they wish to receive that palliative care 

within the facility.427 

422  Witness statement of Dianne Power dated 29 October 2021 at [83] (tab 258 page 13113). 
423  Statement of Mark Sewell dated 01 March 2022 (tab 292 page 14602). 
424  Statement of Craig Smith dated 01 March 2022 (tab 291 page 14129). 
425  Statement of Craig Smith dated 01 March 2022 (tab 291 page 14130). 
426  Statement of Emma Brown dated 2 March 2022 at [44(d)] (tab 290 page 13988) and cross-examination 

at PN13421. 
427  Cross-examination of Emma Brown at PN13422–PN13423. 
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Relevance of this evidence to work value 

521. As the average length of stay in aged care facilities reduces, there is an increase in 

frequency of direct care workers dealing with the death of residents.  As identified 

above, more clients are now choosing to receive palliative care in their home or aged 

care facility.  As such, although the nature of aged care work has always involved death 

of residents and clients, this is now more regular the impact of death on direct care 

workers is more direct. 

522. Frontline workers in this proceeding have given honest and heartfelt accounts of the 

emotional impact of the loss of clients or residents.  This is an emotionally difficult 

element related to the nature of the work performed by direct care workers.   

523. In addition to the particular skills required to deliver palliative care, skill is also required 

to separate the emotional impact of the death of residents to allow aged care employees 

to continue to perform their the day to day work.     

524. These changes are also related to nature of aged care work and the conditions under 

which the work is done and must be recognised when assessing the value of this work. 

E.8 Physical and emotional aspects of working in aged care - Lay Evidence Report 

Part D.8 

Agreement between interested parties as to this factor 

525. At Consensus Statement [7], it was agreed that “[t]he need for socio-emotional skills 

in addition to clinical and care skills is more apparent.”  And, at [12], it was agreed 

that, “[c]ommunication with consumers and their families requires skills in 

interpersonal communication and cross-cultural awareness.” 

526. As to physical demand, at Consensus Statement [13], it was agreed that, “[t]he work 

demand of aged care workers is changeable and work is done to rigorous time and 

performance standards.” 

527. IRT submitted (at [15]) that “aged care work is more physically and emotionally 

taxing” than work in the retail and hospitality sectors, but this is not reflected in current 
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rates of pay.428  Evergreen Life Care submitted that increased acuity resulted in “an 

increased workload and stress for staff,” which was not reflected in wage rises.429 

The Lay Evidence Report 

528. The ANMF adopts Lay Evidence Report [512]–[528].  As O’Neill C noted (at [512]), 

a large number of witnesses gave evidence that the provision of aged care was 

physically, mentally and emotionally taxing and stressful work.  Extracted (or 

referenced) in this part of the Report was the evidence of (inter alia) Maree Bernoth 

(RN) at [57]–[62], Pauline Breen (RN) at [30], Hazel Bucher (NP) at [31], Sherree 

Clarke (AIN / PCW) at [71]–[77], Suzanne Hewson (EN) at [20], Jocelyn Hofman (RN) 

at [8], [18], Wendy Knights (EN) at [84]), Virginia Mashford (AIN / PCW) at [18], 

Irene McInerney (RN) at [45], and Rose Nasemena (AIN / PCW) at [16], [47]. 

529. Ms Breen’s evidence is referenced rather than extracted.  What she says at [30] is that 

staff become exhausted and dehydrated working in the heat, especially in the afternoon, 

given that many aged persons do not have air conditioning.430  Also relevant is [12] of 

Ms Breen’s statement, where she refers to being so busy that it is difficult properly to 

manage the clinical care needs of patients.431 

530. And, further to Ms Bucher’s evidence at [31], at [44(b)] she referred to work being 

more intense and complex than it once was, which imposes greater demands on staff 

and causes a sense of rushed care.432 

531. Ms Hewson’s evidence at [18]–[20] is that the workload is heavy and ever increasing, 

and gets more complicated with short-staffing, new or inexperienced workers, or 

agency staff.  The job is stressful, and very physically and emotionally demanding.433  

Ms Hewson also says, at [31]–[32], that staff work extra hours without pay, physically 

and mentally exhaust themselves on a daily basis, and go out of their way to improve 

by doing extra training, but it is not recognised or valued.  At the time that she gave that 

428  Submissions of IRT (tab 128 page 1118). 
429  Submissions of Evergreen Life Care (tab 132 page 3129). 
430  Statement of Pauline Breen dated 29 October 2021 (tab 266 page 13352). 
431  Statement of Pauline Breen dated 29 October 2021 (tab 266 page 13350). 
432  Statement of Hazel Bucher dated 29 October 2021 (tab 259 page 13128). 
433  Statement of Suzanne Hewson dated 29 October 2021 (tab 270 page 13420). 
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evidence she intended to move into another field of nursing on account of being burnt 

out.434  She had, by the time of her oral evidence, actually so moved (PN8277–8288). 

532. At [84], Ms Knights referred to the work as “draining,” which was the reason why she 

had to take a break from aged care in 2019–2020.435  Further to Ms Knights’ evidence 

at [84], at [7] she says that she could find easier and less stressful work in other 

industries for as much or even more money (hence money is not why she does the 

work).436  And, at [29] Ms Knights said this:437 

“Our overall staffing makes it tough to simply get through what needs to be 

done physically each day–meds, turns, personal care, feeding–without actually 

doing the emotional and social care that we need to. It also makes the work 

more draining and less rewarding than it should be.” 

Evidence of other Frontline Workers 

533. Linda Hardman (AIN / PCW) refers (at [19]) to the work being challenging in that there 

is not enough time to meet residents’, and residents’ families’, expectations.438  At [29], 

Ms Hardman refers to the increased number of, and the increased physical demand of, 

transfers involving overweight and bariatric residents (who make up a larger proportion 

of residents than they used to). 439   The work associated with changing pads and 

attending to personal care (including checking for skin issues) is also more difficult 

(at [30]).440 

534. Ms Hardman also says that higher-acuity patients need more help transferring into and 

out of bed, onto and off the toilet, to and from activities, and have a greater requirement 

for wound care (which means more lifting and transferring).  All of this adds to the 

physicality of the work (at [31]–[33]).441 

535. Ms Hardman also says that the work leaves her worn down (at [82]): “people work long 

hours and do hard work.  Often carers, including me, stay behind and work double 

shifts rather than leave other workers short staffed.  It is tiring.”442 

434  Statement of Suzanne Hewson dated 29 October 2021 (tab 270 pages 13423–13424). 
435  Statement of Wendy Knights dated 29 October 2021 (tab 272 page 13451). 
436  Statement of Wendy Knights dated 29 October 2021 (tab 272 page 13438–13439). 
437  Statement of Wendy Knights dated 29 October 2021 (tab 272 page 13442). 
438  Statement of Linda Hardman dated 20 October 2021 (tab 263 page 13266). 
439  Statement of Linda Hardman dated 20 October 2021 (tab 263 page 13268). 
440  Statement of Linda Hardman dated 20 October 2021 (tab 263 page 13268). 
441  Statement of Linda Hardman dated 20 October 2021 (tab 263 page 13268–13269). 
442  Statement of Linda Hardman dated 20 October 2021 (tab 263 page 13275). 
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536. Christine Spangler (AIN / PCW) says, at [15], that she has worked only night shift since 

February 2020.  For 17 or so years prior to that, she only worked afternoon shift, but 

she found the workload too heavy and that it involved more mental fatigue.443 

537. Patricia McLean (EN) describes the physical demands of visiting aged care clients in 

their home. Her evidence is that some clients do not having hospital beds or slide sheets 

which meant that attending to those clients in bed and moving these clients could be 

difficult.444 

538. Ms McLean also identified a document titled “Critical Job Demands Analysis” 

prepared by her employer in relation to her work providing aged care in clients’ 

homes.445  Ms McLean confirmed that this document provides an accurate description 

of the demands of her tasks as at 2014 and the nature of the work she would perform 

after that time.446 

539. Dianne Power (AIN) gives evidence of being a very fit person who competes in 

triathlons. Despite being physically and mentally strong, she says that she is often 

shattered after her shift in aged care.447  She describes the work as very physically 

demanding.  She sees other staff who are tired and struggling to cope.  She sees staff 

getting burnt out and finding it difficult to cope with the workload. She identifies that 

there are high levels of absenteeism amongst staff at Regis Whitfield.448 

540. Ms Power’s evidence extracted above at [517] is again relevant, here. 

Evidence of officials 

541. It is worthwhile setting out in its entirety [33]–[39] of the evidence of Kathryn 

Chrisfield (Occupational Health and Safety Team Manager, ANMF), which refers to 

the physical and psychological effects of residents’ and families’ conduct on staff:449 

“33. Whilst there are some specialist facilities, most aged care facilities also 

have residents with these conditions [dementia or other altered mental states] 

in their population. Members in aged care have reported that there is inadequate 

time and resources for these staff to provide the residents with the care they 

443  Statement of Christine Spangler dated 29 October 2021 (tab 257 page 13012). 
444   Amended witness statement of Patricia McLean, 9 May 2022 at [49] (tab 265 page 13310). 
445  Amended witness statement of Patricia McLean, 9 May 2022 at [51] and Annexure PM 2 (tab 265 

page 13310 and 13323). 
446  Amended witness statement of Patricia McLean, 9 May 2022 at [51] (tab 265 page 13310). 
447  Witness statement of Dianne Power, 29 October 2021 at [38] (tab 258 page 13107). 
448  Witness statement of Dianne Power, 29 October 2021 at [39] (tab 258 page 13107). 
449  Statement of Kathryn Chrisfield dated 29 October 2021 (tab 184 pages 10745–10747). 
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require, which can result in the residents becoming more unwell or violent. 

Aged care workers are required to attend to these residents, irrespective of their 

violence, and are regularly the subject of aggressive outbursts, which manifest 

in verbal and physical assault. 

34. The ANMF OH&S Unit have had numerous reports of staff experience 

kicking, biting, scratching, punching, items being thrown at them, and 

regularly sexual assault, as well as verbal abuse denigrating them. Members 

report that this can be particularly offensive as there are often racist, sexist and 

sexual overtones to the abuse. In my experience few facilities have 

implemented adequate controls to deal with it and staff continue to suffer the 

consequences. These physical and psychological injuries suffered by staff at 

the hands of residents can be significant as is evident from some workers 

compensation matters and staff are on occasion blamed for their part in 

‘causing’ the behaviour. 

35. There are many examples. I remember a resident punched a staff member 

in the face at facility in Springvale in 2018. An ANMF member advised the 

affected staff member to fill out an incident report which management 

expressed extreme displeasure about. Although the affected worker did fill out 

the incident form our member who advised her to do so was subjected to a 

disciplinary process (the outcome–a warning - was eventually withdrawn). 

36. Another example in 2019 was at a facility in Ferntree Gully where a 

carer/PCA went to relieve another worker for their meal break in the dementia 

unit. I was involved in representing the members around the health and safety 

systems in place. There were 18 residents with dementia and only one carer in 

the locked area. There were four residents sitting up in the lounge area just 

after midnight. A resident called out from their room and the carer found the 

resident dishevelled and soiled. When she attempted to clean the resident the 

resident became verbally and physically aggressive and punched and kicked at 

our member. Our member did her best to clean and make the bed and left the 

room after the bed was made. She couldn’t call for help as she was in a locked 

area and had no duress system because it didn’t function across the facility. 

She couldn’t use her mobile as she was being punched. She couldn’t write an 

incident report because carers/PCAs at that time weren’t allowed to write 

progress notes or access computers. They had to tell the EN or RN who would 

then use their discretion about what was reported. The carer had had no training 

on occupational violence and aggression and a dementia care session was only 

held after ANMF made enquiries about training. 

37. The second category of occupational violence and aggression is that 

perpetrated by residents or their family / visitors, where the behaviour is 

intentional. This is where the resident / visitor / family member deliberately 

verbally, physically or sexually assaults the staff member. Aged care facilities 

are a microcosm of society, and just as there are aggressive, intolerant members 

in society, so there are in the residents and visitors to aged care facilities. One 

distressing scenario was at a facility in Warrnambool in 2014 where there was 

an elderly resident in a wheelchair who would chase the staff in her wheelchair, 

hitting them, running into them, and assaulting them. The staff would hide 

under tables when she was coming to try to escape her. 

38. In 2015 I dealt with a situation where there was a resident at a facility in 

Wheelers Hill who was known to ANMF members employed there to be 

sexually inappropriate with staff, and the employer implemented an 

‘intervention strategy’ of the staff member having to tell the resident to stop 
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when they engaged in these behaviours. The resident continued to sexually 

assault staff, unabated. When a member made a complaint, the employer 

refused to take action to prevent this from occurring, but also blamed the staff 

member who was subject to the behaviour and failed to support her when she 

sought assistance. There was no subsequent follow up, and the employer 

engaged in victim-blaming, with the member told that she should have ‘pushed 

him off her’ and to just ‘stay away from him’. Our member was expected to 

continue to care for the patient following the incident but, due to the effects of 

the incident, subsequently took leave, and I believe submitted a workers 

compensation claim. 

39. Aggression has also been reported to the OH&S Unit when family 

members are dissatisfied in the care that their loved one is being provided. 

They will express this in the form of verbal and sometimes physical abuse, or 

harassment, with constant questions, phone calls, questioning of what is 

occurring and how. This can be distressing for the staff, but also takes 

significant time away from their ability to provide care to residents whilst 

trying to appease the family member or members.” 

542. Further, at [40], Ms Chrisfield refers to workers being susceptible to mental injury due 

simply to the sheer volume of their work.  Further (Ms Chrisfield says at [42]), workers 

experience undermining, backstabbing, exclusion, and other kinds of psychologically 

damaging behaviour from management and/or colleagues, which can result in 

devastating psychological injuries.  Ms Chrisfield provides examples at [43]–[44].450 

543. And, at [45], Ms Chrisfield refers to the mental toll that results from, “the constant 

pressure and scrutiny of the work that they undertake and the care they provide.”451  

This comes from residents, family, organisations, media, and regulators (at [45]).  

Ms Chrisfield continues:452 

“45. … The volume of work is significant enough in itself. However, this is 

risk of stress and adverse mental health outcomes is compounded with the 

knowledge that everything that you do is going to be analysed. 

46. The industry has large amounts of paperwork and reporting requirements 

to regulators in an attempt to ensure resident safety. A focus on ‘resident-

centred care’, or ‘resident first’ has led to a scenario in a number of cases 

referred to the Unit where staff inadvertently subvert their own needs to 

comply with the expectations, to the detriment of their own psychological 

wellbeing.” 

544. At [47], Ms Chrisfield refers to the “substantial work intensification” caused by 

ongoing reduction in staffing levels combined with an increase (or constancy) in 

450  Statement of Kathryn Chrisfield dated 29 October 2021 (tab 184 page 10747–10748). 
451  Statement of Kathryn Chrisfield dated 29 October 2021 (tab 184 page 10748). 
452  Statement of Kathryn Chrisfield dated 29 October 2021 (tab 184 page 10748). 
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resident numbers and an increase in the acuity of residents.  As Ms Chrisfield 

identifies:453 

“The residents require more intense care but there are fewer qualified staff to 

provide the care (as RN and EN numbers drop as a proportion of the 

workforce). Due to the reduction in the number of nurses, it means that the care 

workers are required to do more complex work which is often outside of their 

qualifications or experience. These workload pressures are present at all levels 

of the care staff and add to the concerns around completing their jobs.” 

545. At [48], Ms Chrisfield states that nurses and AINs / PCWs in aged care facilities 

frequently refer to their work as being “emotionally charged work.”454  This has been 

exacerbated during COVID-19—but that aspect of the work will be discussed 

separately, in Part E.16 below. 

Evidence of employer witnesses 

546. The evidence of Kim Bradshaw (General Manager at Warrigal’s Stirling Facility) is 

that the AIN undertakes emotional and pastoral  care of the resident as part of their role, 

although this is not an explicit task.  She says that they also give the residents that may 

be feeling down, anxious or confused, emotional support and will be the first point of 

contact to help the resident and family.455 

Relevance of this evidence to work value 

547. There is a substantial body of evidence before the Full Bench establishing that the work 

performed by direct care workers is physically and emotionally demanding.  The 

evidence also supports a finding that this work has become more demanding as the 

needs of clients and residents become more complex and as staffing levels are reduced.  

Staff working in aged care now have greater responsibility for complex and emotionally 

demanding situations.  In this respect the nature of the work is changing, becoming 

harder and additional skills are required to perform the work. 

548. In dealing with the emotional demands of the work, employees also utilise “hidden 

skills” identified and discussed in the report of Hon Assoc Prof Junor and considered 

later in these submissions. 

453  Statement of Kathryn Chrisfield dated 29 October 2021 (tab 184 page 10748). 
454  Statement of Kathryn Chrisfield dated 29 October 2021 (tab 184 page 10749). 
455  Statement of Kim Bradshaw dated 4 March 2022 at [32] (tab 294 page 14942). 
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E.9 Incidence of and strategies to deal with violence and aggression - Lay Evidence 

Report Part D.9 

The Lay Evidence Report 

549. The Lay Evidence Report identified that many witnesses stated that there was a real 

risk of violence when in the aged care setting (at [531]) and that witnesses commonly 

identified that they had learnt strategies, including their formal training, about how to 

deal with aggressive and dangerous behaviour (at [530]).  The ANMF adopts Lay 

Evidence Report [529]–[558]. 

550. That part of the Report incorporates or refers to evidence in the statements of Lisa 

Bayram (RN) at [86], Maree Bernoth (RN) at [42]–[44], Dianne Power (AIN / PCW) 

at [81], Patricia McLean (EN) at [105], Christine Spangler (AIN / PCW) at [34]–[35], 

Rose Nasemena (AIN / PCW) at [28]–[31], [34], Pauline Breen (RN) at [29]. 

Evidence of other Frontline Workers 

551. Linda Hardman (AIN / PCW) also gives evidence (at [51]–[52]) of occupational 

aggression and violence, as follows:456 

51. … With my experience, I am pretty good at recognising the kinds of 

triggers that will lead to behaviours, aggression, or abuse. But, despite all of 

my training and experience sometimes I do not see the warning signs. 

Sometimes, you just have to leave a resident’s room because you can see that 

the resident is about to get aggressive. I always make sure the resident is safe 

before I leave. I then re-approach several times. I use strategies such as 

changing staff, to see if that makes a difference. If none of that works, then I 

report it to the RN on duty and it is written up in the work logs. 

52. Dementia and mental health issues also leads to wandering. Some residents 

wander into other residents’ rooms, which can lead to conflict. Even if it does 

not, we spend time finding wandering residents and persuading them go back 

to their own room or in any event leave another resident’s room. Sometimes 

we use strategies such as making a cup of tea, or finding an activity for the 

resident to undertake. At times I just have to make time to have a chat with the 

resident to reassure them or orientate them in time and place. This takes time, 

but it can prevent a resident becoming aggressive or intrusive into other 

residents’ rooms.” 

552. Ms Hardman gave as instances of the kind of unsafe situations she had encountered 

from time to time when residents try to bite or kick her, or when she gets verbal abuse 

from a resident’s family.  On one occasion, the abuse was bad enough that she seriously 

thought about taking long-service leave (PN9876–9878). 

456  Statement of Linda Hardman dated 20 October 2021 (tab 263 page 13271). 
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553. Suzanne Hewson’s (EN) evidence extracted above at [487] is relevant, here, as well.457 

554. Jocelyn Hofman (RN) refers, at [31], in listing the skills that are required for an aged-

care RN, “the skills required to address aggressive or agitated behaviours.”458 

555. Wendy Knights (EN) says as follows at [53]–[54]:459 

“There are residents whose behaviours without anti-psychotic medication are 

just atrocious. I think if they knew what they were doing, they would be 

mortified. Patients with dementia can get quite aggressive. They can get 

agitated, restless, or paranoid. Past memories are sometimes refreshed, so you 

might get residents insisting they have to pick their kids up or check on their 

parents. Residents wander. The late afternoon is a challenging time for these 

kinds of behaviours. 

And, most aged-care workers are not trained as mental health nurses. That is 

why I do not feel safe working overnight, by myself, in the dementia ward. 

Aggression is a much bigger problem than it used to be. It can be triggered 

unpredictably. 

556. Ms Knights gives as contributing causes to the increased prevalence of aggression the 

increased prevalence of Alzheimer’s / dementia and the stress to those residents 

associated with entering aged care (at [50]), there being fewer physical constraints on 

residents than there used to be (at [51]), and there having been a dramatic reduction in 

anti-psychotic medication (at [52]. 460   Ms Knights says that, after the Royal 

Commission, there is more aggression in the dementia unit than there used to be (at 

[73]), and therefore that nurses and carers are informally learning new skills to de-

escalate situations and calm or console residents (at [71]).  Several staff have been 

injured as a result of interactions with residents (at [73]).461  At [92], Ms Knights says 

that there is much more aggression and violence than there used to be in aged care.462 

557. Dianne Power (AIN) says that she has learned strategies for managing behaviour, which 

means she is less likely to get hit by a resident or cause them to become agitated. 

Nevertheless, her evidence is that there are not many days when a resident does not 

become agitated and needs to be calmed down. Agitated behaviour can include 

screaming or hitting out. The strategies she uses include staying calm and avoiding 

distracting stimulation, like having the television on or too much noise.  She says that 

457  Statement of Suzanne Hewson dated 29 October 2021 (tab 270 page 13421). 
458  Statement of Jocelyn Hofman dated 29 October 2021 (tab 261 page 13154). 
459  Statement of Wendy Knights dated 29 October 2021 (tab 272 page 13445–13446). 
460  Statement of Wendy Knights dated 29 October 2021 (tab 272 page 13445). 
461  Statement of Wendy Knights dated 29 October 2021 (tab 272 page 13448). 
462  Statement of Wendy Knights dated 29 October 2021 (tab 272 page 13452). 
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speaking calmly and distracting them helps, or taking them away from other residents 

that may be upsetting them.463 

558. Under cross-examination Sheree Clarke (AIN) gave evidence about situations where 

she said it was not possible to follow protocol or procedure to de-escalate an unsafe 

situation.  Specifically, she identified a situation where a resident is aggressive and 

going towards another vulnerable older person.  In that situation she said that you 

couldn’t just walk away if they're turning, taking a swing at you and going back for that 

person.  Her evidence was that “[y]ou've got to do whatever you can to get the attention 

back on you, away from the more vulnerable person.”464 

559. Virginia Mashford (AIN) describes that there is sometimes both physical and verbal 

aggression in her work environment.  Her work involves violence, residents hit her and 

verbally abuse her.  From her experience, this aggression is often it is about 

communicated needs not being met, as well as workers being rushed to try and complete 

tasks.465 

560. The evidence of Irene McInerney (RN) is that there is always the potential for violence 

from unpredictable residents who have mixed mental health diagnoses (including 

dementia). She describes the need to know what triggers residents toward unexpected 

and potentially dangerous behaviours and notes that these triggers can vary between 

residents.  She says that all staff need to have good communication skills and need to 

judge when to press and when to back off.466 

561. Camilla Sedgman (home care AIN / PCW) described (at PN5225–5234) a situation of 

being present at a client’s house, with the client’s son, who—out of the blue—screamed 

and yelled at her to a degree that she personally felt unsafe and had to leave the 

residence.  She was affected to the point of shaking and crying.  She went home, had a 

cup of tea, and carried on working in the afternoon.  This captures the unpredictability 

of the work, the risk involved in being, without support, in another person’s private 

residence, and the resilience required to carry on working despite having been subjected 

to an act of serious aggression. 

463  Witness statement of Dianne Power, 29 October 2021 at [72] (tab 258 page 13112). 
464  Cross-examination of Sherree Clarke at PN10044–PN10049. 
465  Amended Witness Statement of Virginia Mashford, dated 6 May 2022 at [55].] (tab 271 page 13435). 
466  Witness Statement Irene McInerney dated 10 May 2022 at [52] (tab 260 page 13149). 
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562. Jennifer Wood (home care AIN / PCW), said (PN5616) that she always kept her car 

keys in her pocket because you never knew when you might have to exit in a hurry.  

She also did not park in the driveway (in case an ambulance was required), and did park 

facing the direction she would leave so that, again, she could leave in a hurry (PN5616).  

This captures, in addition to the risk, the awareness on the part of the worker of being 

at risk, and the need to plan to reduce that risk (but never eliminate it). 

563. A memorable piece of evidence, which could really be put in many of the headings of 

this part, was that of Judith Clarke (AIN / PCW) at PN12068–12073.  Ms Clarke 

described that she had made one medication mistake in 48 years of aged-care work, 

which resulted in no harm to any resident, which occurred because a resident was 

beating Ms Clarke over the back of the head with a shoe, but which was so distressing 

for Ms Clarke that she never went back to administering medication.  This is relevant 

to (at least) exposure to violence, degree of responsibility, and the mental and emotional 

toll of the work. 

Evidence of officials 

564. Kathryn Chrisfield (Occupational Health and Safety Team Manager, ANMF) has an 

entire part of her statement dedicated to occupational violence and aggression (see at 

[31]–[39]).  That has been quoted at [541] above and will not be repeated, but is relevant 

here as well.  Further, Ms Chrisfield said in cross-examination that around once per 

month she or her team would have occasion to call Safe Work Victoria because of a 

safety incident in an aged care facility, a majority of which calls were in relation to 

occupational violence or aggression risks that are not being managed (PN3829–

PN3831). 

565. The incidence of occupational violence has remained a consistent and growing problem 

in the sector. This problem was also reflected in the results from the 2019 ANMF 

National Aged Care Survey discussed in the evidence of Robert Bonner (Director, 

Operations and Strategy of the Australian Nursing and Midwifery Federation (SA 

Branch)).467 

467  Witness Statement of Robert Bonner dated 29 October 2021 at [120] and “RB 4” – Australian Nursing 

and Midwifery Federation (2019). ANMF National Aged Care Survey 2019–Final Report, p. 2424  

(tab 187 page and 11052). 
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566. In January and February 2020, the ANMF (Victorian Branch) also conducted a survey 

of Victorian aged care members, receiving responses from 1476 RNs, ENs and 

AINs/PCWs.  As discussed in the evidence of Paul Gilbert (Assistant Secretary of the 

Victorian Branch of the ANMF) participants were sked whether certain events had 

occurred in the past week because of insufficient staffing or a lack of time in your 

workplace.468  The responses included that: 

(1) 28.99 per cent of respondents (365) said that a resident has been injured because 

of aggression by another resident; and 

(2) 38.13 per cent of respondents (480) said that a nurse or carer has been injured 

because of aggression by a resident.  

Findings of the Royal Commission 

567. At FR.3B.522, the Royal Commission noted “incidents of assault and abuse can have 

a significant effect on aged care workers”.  Similarly, [IR.1.6] refers to a “major quality 

and safety issue[]” being “a high incidence of assaults by staff on residents and by 

residents on other residents and on staff.” 

Relevance of this evidence to work value 

568. The conditions under which aged care work is done involves the increasing prevalence 

of occupational violence and aggression.  Direct care workers attend to residents with 

dementia or other altered mental states which can lead to them being kicked, bitten, 

scratched, punched, being subjected to sexual assault and verbal abuse. Direct care 

workers can also be subjected to violence and aggression perpetrated by residents or 

their family / visitors, where the behaviour is intentional. This can lead to physical and 

psychological injuries. 

569. The evidence supports a finding that occupational violence and aggression is increasing 

with: 

(1) The increased prevalence of dementia or other altered mental states; and 

(2) The reduced use of physical and chemical restraints. 

468  Amended Witness Statement of Paul Gilbert dated 3 May 2022 at [60] “Survey of aged care members” 

at 15-16. (tab 186 pages 10789 – 10790).10785–10786). 
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570. As such, the nature of the work and conditions under which the work is done have 

become more challenging and dangerous. 

571. Likewise, direct care workers must now exercise greater levels of skills and 

responsibility to identify, prevent and de-escalate violence and aggression. 

E.10 Supervision - Lay Evidence Report Part D.10 

Agreement between interested parties as to this factor 

572. At [15]–[16] of the Consensus Statement, the following was agreed between the parties 

to that statement: 

“Since 2003, there has been a decrease in the number of nurses, both Registered 

Nurses (RNs) and Enrolled Nurses (ENs), as a proportion of the total 

workforce employed in aged care.  RNs are the clinical leaders in residential 

aged care and have experienced an increase in managerial duties (including co-

ordinating and supervising and delegating) and/or administrative 

responsibilities. Expectations of RNs have increased markedly (along with a 

shift from residents with lower to higher social and clinical needs). Nurses are 

required to detect changes in resident health status, identify elder abuse and 

anticipate medical decision-making. Overall, there are more demands upon 

nurses due to workforce structures and meeting governance requirements. 

They develop care plans and oversee their implementation and review. 

Again since 2003, there has been an increase in the proportion of PCWs and 

AINs (care workers) in aged care with less direct supervision. PCWs are being 

required to perform duties that were traditionally undertaken by nurses (such 

as peg feeding and catheter support) after receiving relevant training and/or 

instruction. Care workers in both residential care and home care are performing 

increasingly complex work along with the increasing complexity of the needs 

of residents entering care. There are more expectations of care workers to 

detect changes in resident or client condition, identify elder abuse and assist 

with medications and other treatments.” 

573. This central proposition—fewer nurses means more and different work for both nurses 

and AINs / PCWs—is confirmed by other evidence in the case. 

The Lay Evidence Report 

574. The ANMF adopts Lay Evidence Report [559]–[577].  In those paragraphs, O’Neill C 

referred to Consensus Statement [15]–[16] and said that, “[t]he evidence from the lay 

witnesses is consistent with this, giving evidence that there is little direct supervision” 

(at [559]).  Thereafter, O’Neill C extracted or referred to the evidence of (inter alios) 

Wendy Knights (EN) at [90]. 
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Evidence of other Frontline Workers 

575. In Pauline Breen’s (RN) statement at [23], she says that there are fewer RNs working 

in home care than when she started, and that when RNs retire they are often not replaced 

by another RN.469 

576. Hazel Bucher (NP) says at [31] that supervising staff and understanding the resident 

has become more important while attending to clinical tasks.470  But, supporting very 

new and clinically inexperienced RNs is not particularly easy given language barriers 

and cultural differences.  The responsibility of supporting new RNs falls to more-senior 

RNs (at [33]).471  At [43(a)], Ms Bucher says that a change since 2010 is that there are 

fewer RNs and ENs, and an increased proportion of carers (and a reduction in the hours 

of care staff).  This has resulted, Ms Bucher says at [44(a)], in: 

“[t]he devolution of responsibilities and tasks from senior and experienced 

RNs to less experienced (and fewer) RNs, an increased role for ENs, especially 

in the area of medication, and a substantial change in the role of carers in 

delivering direct care.” 

577. At [63] of the statement of Linda Hardman (AIN / PCW), she says that when she started 

in aged care twenty years prior, there were at least four RNs on each shift, but that now 

there are often only two.  The result is that their workload is high, and when they are 

in-charge of the facility they have to deal with staffing issues on top of the clinical 

workload.472  Ms Hardman continues (at [65]) to say that there are not enough RNs, 

ENs, or AINs / PCWs.473 

578. Jocelyn Hofman (RN) says at [24] that there has been a reduction in RN numbers over 

the last twenty years, but despite this the workload and allocation of responsibilities is 

increasing.474  The results of fewer RNs include that some tasks are delegated to AINs 

/ PCWs, including in relation to medication—which concerns Ms Hofman (at [33]).475 

469  Statement of Pauline Breen dated 29 October 2021 (tab 266 page 13351). 
470  Statement of Hazel Bucher dated 29 October 2021 (tab 259 page 13123). 
471  Statement of Hazel Bucher dated 29 October 2021 (tab 259 page 13124). 
472  Statement of Linda Hardman dated 20 October 2021 (tab 263 page 13272–13273). 
473  Statement of Linda Hardman dated 20 October 2021 (tab 263 page 13273). 
474  Statement of Jocelyn Hofman dated 29 October 2021 (tab 261 page 13153). 
475  Statement of Jocelyn Hofman dated 29 October 2021 (tab 261 page 13155). 
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579. Ms Hofman explains at [34] that a further consequence of reduction in RN numbers is 

increased scope and extent of responsibility for remaining RNs.  It requires increased 

exercise of judgement in prioritising demands.476 

580. Wendy Knights (EN) describes at [26]–[27] that RNs are much more involved in 

administrative work than they used to be.  Though, they are still required on the floor 

when, for example, ENs or PCWs ask for assistance or evaluation or if there is a fall.477 

581. Christine Spangler (AIN / PCW) describes at [28] that there is usually an RN or EN on 

each ward, but not always.  If there is no EN, then the RN has to do the medication 

round and other tasks that would ordinarily fall to an EN.478 

Evidence of officials 

582. The evidence Annie Butler (ANMF Federal Secretary) is that AINs and PCWs work 

under the supervision of RN and also direction from ENs. More experienced and 

qualified AINs and PCWs can provide ‘on the ground’ supervision and direction to 

other AINs and PCWs.479  The EN provides nursing care, working under the direction 

and supervision of the registered nurse.480 

Evidence of employer witnesses 

583. Paul Sadler (CEO, ACSA) accepted in cross-examination that an effect of RNs being 

diverted into more paperwork is that RNs are providing less direct care themselves 

(PN12314), and that there is less ability to maintain direct supervision by RNs of direct 

care work (PN12315).  

584. Mark Sewell (CEO, Warrigal) also stated that the role of the RN has changed in that 

the role is now more administrative in nature: “RN’s [sic] are now spending more time 

undertaking duties such as compiling reports, conducting audits of documentation and 

completing care plans” (at [113]).481 

476  Statement of Jocelyn Hofman dated 29 October 2021 (tab 261 page 13155). 
477  Statement of Wendy Knights dated 29 October 2021 (tab 272 page 13441–13442). 
478  Statement of Christine Spangler dated 29 October 2021 (tab 257 page 13016–13017). 
479  Amended Witness Statement of Annie Butler dated 2 May 2022 at [174].] (tab 181 page 9274). 
480  Amended Witness Statement of Annie Butler dated 2 May 2022 at [173].] (tab 181 page 9274). 
481  Statement of Mark Sewell dated 01 March 2022 (tab 292 page 14610). 
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585. The result is that AINs / PCWs are now working, “under the general supervision of 

RN’s rather than alongside the RN” (at [115]).482   Though, Mr Sewell goes on to 

emphasise that RNs are available when they are needed (at [116]).483 

586. In cross-examination, Mr Sewell said that care workers are performing more of the 

direct care work than had previously been the case, and with less direct supervision 

(PN12921–PN12922).  Warrigal was instead relying on indirect or general supervision 

(PN12923), a result of which was that care workers have to have the skills and 

knowledge and experience to identify the types of issues that may be of concern and 

need to be raised at the level of the RN or clinical manager (PN12924). 

587. Under Cross Examination Sue Cudmore (who has operational control of Alliance 

Community) described Alliance Community providing community care to elderly 

clients with high care needs.  She said that such work involves a RN supervising or 

delivering the program.484  However, Ms Cudmore also acknowledged that in home 

care, employees won't be receiving direct supervision most of the time.485 

Findings of the Royal Commission 

588. Commissioner Briggs echoes Ms Cudmore’s observation about home care workers, 

stating at [FR.3A.404] “Home care workers require a level of confidence to deal with 

new, challenging and unpredictable situations while operating at a distance from 

supervisors and managers.” 

Relevance of this evidence to work value 

589. The Consensus Statements at [15] – [16] identifies that since 2003: 

(1) there has been a reduction of RNs ENs as a proportion of the total workforce 

employed in aged care;  

(2) RNs have experienced an increase in managerial duties; and 

(3) there has been an increase in the proportion of PCWs and AINs (care workers) 

in aged care with less direct supervision.  

482  Statement of Mark Sewell dated 01 March 2022 (tab 292 page 14610). 
483  Statement of Mark Sewell dated 01 March 2022 (tab 292 page 14610). 
484  Cross-examination of Sue Cudmore at PN13544. 
485  Cross-examination of Sue Cudmore at PN13589.   
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590. PCWs and AINs working with less direct supervision are required to exercise additional 

skills and a higher level of responsibility in performing their work. 

591. The evidence also identifies additional supervisory duties being performed by ENs and 

other staff (also requiring additional skills and responsibility).   

592. Finally, in addition to their critical role in providing direct care to residents and clients, 

RNs now exercise additional skill and bear additional responsibilities as managers.   

E.11 Technology - Lay Evidence Report Part D.11 

Agreement between interested parties as to this factor 

593. Background Document 1 (at [116.15]) recognises as apparently uncontentious that 

“[t]here is expanded use and implementation of technology in the delivery and 

administration of care” [footnote omitted]. 

The Lay Evidence Report 

594. The Lay Evidence Report identified evidence about the changing use of technology 

(at [578]) and how this affected the work of employees in aged care (at [580]), noting 

that  the evidence broadly was that there had been an increased use of technology, with 

mixed views about whether this had made the job easier (at [580]). 

595. The ANMF adopts Lay Evidence Report [578]–[591].  This refers (inter alia) to the 

evidence of Suzanne Hewson (EN) at [50], and Sherree Clarke (AIN / PCW) at [61]–

[62]. 

596. In addition to her evidence at [50], Sherree Clark says (at [33]) that “[s]ome residents 

require two-person handling.”486  Despite that hoists and slide sheets are regularly used 

(see at [61]),487 it remains that Ms Clark is “constantly manual handling residents, 

some of whom may weigh between 100–170kg and who may be physically resistive to 

being handled by me.”  She has been injured via the use of hoists themselves.488   

Evidence of other Frontline Workers 

597. Maree Bernoth (an RN) states that technological change happens quickly in regard to 

standards, funding tools, education, tele-health, care plans, and medications, which 

486 Statement of Sherree Clark dated 29 October 2021 at [33]. 
487  Statement of Sherree Clark dated 29 October 2021 at [61]. 
488  Statement of Sherree Clark dated 29 October 2021 at [72]–[73]. 
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requires staff to develop the skills and expertise in using these devices.489  Further, staff 

are required to trouble-shoot technology when it malfunctions. 490   New reporting 

requirements require additional technological skills.491 

598. Dianne Power (an AIN / PCW) also describes the additional work involved in dealing 

with electronics including for residents.492  Linda Hardman (AIN / PCW) wrote notes 

on paper during the day, and then wrote them again, electronically at the end of her 

shift (PN9839–9841). 

599. Wendy Knights (an AIN / PCW) describes (at [39]–[40]) how a particular computer 

program, MedSig, makes the dispensation of medications harder than simply recording 

on paper, especially together with IT and connectivity issues. 493   She also refers 

(at [45]) to the need to fix residents’ technology or assist them in connecting video 

calls.494  In cross-examination, Ms Knights said that some records were paper-based, 

and others were electronic, and that varied from doctor to doctor (PN9213–9214). 

600. Lisa Bayram (an RN) states that, despite whatever mechanical aids now exist, it remains 

that “many residents at Grossard Court require a two person lift.”495  Dianne Power 

(an AIN / PCW) says the same.496 

601. Linda Hardman (an AIN / PCW) states (at [29]) that there are a lot more overweight 

and bariatric patients than previously, so that some tasks require three rather than two 

staff.  This increases the workload, both in terms of the number of transfers in which a 

PCW is involved, and the physical demand of those transfers.497  Wendy Knights (an 

AIN / PCW also describes (at [33]) two-person lifts.498 

602. Associated with the evidence of the impact of technological developments upon aged 

care work, there was a substantial amount of evidence pertaining to the built form of 

residential facilities, including purpose built facilities.  For example, Lisa Bayram (an 

RN) says that more-private and more-spacious facilities are better for residents, but 

489  Statement of Maree Bernoth dated 29 October 2021, [55]–[56].] (tab 264 page 13285). 
490  Statement of Maree Bernoth dated 29 October 2021, [55]–[56].] (tab 264 page 13285). 
491  Statement of Maree Bernoth dated 29 October 2021, [37]. 
492  Statement of Dianne Power dated 29 October 2021 at [48] (tab 258 page 13109). 
493  Statement of Wendy Knights dated 29 October 2021 (tab 272 page 13443–13444). 
494  Statement of Wendy Knights dated 29 October 2021 (tab 272 page 13444). 
495  Statement of Lisa Bayram dated 29 October 2021, [87].] (tab 262 page 13242 13243). 
496  Statement of Dianne Power dated 29 October 2021, [19] (tab 258 page 13104). 
497  Statement of Linda Hardman dated 20 October 2021 (tab 263 page 13268). 
498  Statement of Wendy Knights dated 29 October 2021 (tab 272 page 13442). 
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make work harder for carers, ENs, and RNs.  This, she says, is because carers, ENs, 

and RNs cannot easily see and monitor each resident in that resident’s room, in 

comparison with a ward-type setup.499  This is in circumstances where residents spend 

more time in their rooms, given increasing acuity.500 

603. Hazel Bucher (a NP) states (at [31]) that “creating a home like environment but 

providing clinical grade service is challenging,”501 and (at [44(c)] that “a home like 

environment and older facilities present difficulty and dangers in delivering care to 

frail, obese or cognitively impaired residents.”502 

604. Virginia Mashford (an AIN / PCW) draws attention to the clutter of individual rooms, 

the presence of cords and other tripping hazards, and the difficulty manoeuvring people 

into and out of beds in small rooms.503 

605. In any event, the Commission could not safely make any finding about the prevalence 

of purpose-built newer facilities, in comparison with non-purpose-built or older 

facilities.  For example, Suzanne Hewson (an EN) describes (at [15]) that Labrina 

Village was a police station, then retirement accommodation, and now a residential 

aged care facility (and is not well suited to that final purpose).504 

Evidence of officials 

606. The evidence of ANMF officials is such that the Commission could not safely make 

any finding about the prevalence of mechanical aids.  Kathryn Chrisfield (Occupational 

Health and Safety Unit Coordinator, ANMF) notes (at [15]) that built-in safety features 

are not mandatory and hence are often cut from budgets.505  She also said that there was 

sometimes inadequate staff safely to operate a lifting machine (PN3845), and 

sometimes the machines were not adequately maintained (PN3846).  In any event, even 

where such features exist, they are not consistent and sometimes cannot be used where 

(for example) access is obstructed as a result of poor design (see [16]).506  In home care 

499  Statement of Lisa Bayram dated 29 October 2021, [89].] (tab 262 page 13243). 
500  Statement of Lisa Bayram dated 29 October 2021, [89].] (tab 262 page 13243). 
501  Statement of Hazel Bucher dated 29 October 2021(tab 259 page 13123). 
502  Statement of Hazel Bucher dated 29 October 2021 (tab 259 page 13128) 
503  Statement of Virginia Mashford dated 29 October 2021 at [53]–[54].] (tab 271 page 13434 –– 13435). 
504  Statement of Suzanne Hewson dated 29 October 2021 (tab 270 page 13418). 
505  Statement of Kathryn Chrisfield dated 29 October 2021 (tab 184 page 10742). 
506  Statement of Kathryn Chrisfield dated 29 October 2021 (tab 184 page 10742). 
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settings, there is often a lack of appropriate resident handling equipment and an 

inappropriate physical environment in which to undertake care (see [59]).507 

607. Mr Bonner describes an explosion of clinical technology in the sector in recent years as 

acuity has increased. This includes PEG feeds, infusion pumps, falls mats and 

mechanised and lifting equipment.508  The industry has seen a significant increase in 

the use of resident documentation and related technology, communication and other 

technology particularly over the last 20 years.509 

608. With respect to built form, the evidence of frontline workers identified above is 

confirmed by that of Kathryn Chrisfield.  Ms Chrisfield says (at [13]) that there has 

been focus on aesthetics, but not on functionality or safety.510  Individual rooms and 

attractive common areas make the facility more appealing for residents, but increase 

difficulty for staff.511  More time is spent walking down hallways between rooms before 

staff are able to provide care; and if that care involves physically assisting residents 

down the same hallways then that, again, enhances the physical demands of the work 

(at [13]–[14]).512 

609. Further, as Ms Chrisfield notes at [20], an increase in privacy for residents means a 

decrease in safety for workers, who are required to attend to residents alone, with no 

visibility to others in the event of an incident.513  This the case for home care workers, 

who are, Ms Chrisfield notes at [59], “[l]one worker[s] in potentially vulnerable 

situations with no means of assistance.”514 

610. Especially where there is no consultation about design features, Ms Chrisfield notes (at 

[17]–[18]) that designs that increase the attractiveness of a building might give rise to 

access issues, trip/slip issues, poor flooring choices, or sub-optimal facilities for staff.515 

611. And, consistently with Virginia Mashford’s evidence, Ms Chrisfield notes (at [28]) that 

the “home-like environment” that is sought to be created in some residential aged care 

507  Statement of Kathryn Chrisfield dated 29 October 2021 (tab 184 page 10752). 
508  Witness Statement of Robert Bonner dated 29 October 2021 at [133].] (tab 187 page 10820). 
509  Witness Statement of Robert Bonner dated 29 October 2021 at [136].] (tab 187 page 10820). 
510  Statement of Kathryn Chrisfield dated 29 October 2021 (tab 184 page 10741). 
511  Statement of Kathryn Chrisfield dated 29 October 2021 (tab 184 page 10741). 
512  Statement of Kathryn Chrisfield dated 29 October 2021 (tab 184 page 10741–10742). 
513  Statement of Kathryn Chrisfield dated 29 October 2021 (tab 184 page 10742–10743). 
514  Statement of Kathryn Chrisfield dated 29 October 2021 (tab 184 page 10751). 
515  Statement of Kathryn Chrisfield dated 29 October 2021 (tab 184 page 10742). 
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facilities results in inability to access lifting equipment, and otherwise creates 

hazards.516 

Evidence of employer witnesses 

612. Paul Sadler (CEO, ACSA) stated that, while staff do require training in the use of new 

technologies, they generally make work easier (at [98]).517  Similarly, he referred to 

“physical overhauls of the work environment to adapt to the changing needs of 

consumers,” in that new and retrofitted facilities are now “more purpose built to suit 

the current needs of the consumer” (at [62]–[64]).518 

613. Mr Sadler accepted in cross-examination that not all technology did in assist workers 

and some technologies created inefficiencies (PN12436).  And, it may be that even 

where technology might work well, in practice inefficiencies were introduced because 

of (for example) a shortage of computer terminals (PN12437).  And, it happens often 

enough that there is duplication of labour in that workers write notes on paper, before 

then inputting that information into a computer, including “because pen and paper are 

actually [sometimes] the simplest way to get some information at the bedside” 

(PN12438). 

614. Mr Sadler accepted in cross-examination that there is a greater need for the use of such 

aids, because of the increasing levels of immobility and frailty amongst residents 

(PN12341).  Mr Sadler also accepted (in regard to home-care workers) that, while the 

home-care environment has always been variable, there is an increasing number of 

home care consumers who have difficulty caring for themselves on account of age, 

frailty, acuity, etc. (PN12345, PN12346), and an increasing need for home care workers 

to be attuned to environmental and physical risks in the home (PN12347). 

615. Mark Sewell (CEO, Warrigal) gave similar evidence—that “most residential aged care 

facilities are now more purpose built to meet the needs of residents during the later 

stages of their lives” (at [59]).519  There has also been an expansion in the availability 

516  Statement of Kathryn Chrisfield dated 29 October 2021 (tab 184 page 10744). 
517  Statement of Paul Sadler dated 01 March 2022 (tab 289 page 13595). 
518  Statement of Paul Sadler dated 01 March 2022 (tab 289 page 13590). 
519  Statement of Mark Sewell dated 01 March 2022 (tab 292 page 14602). 
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of mechanical aids such as lifters (at [60]).520  Mr Sewell refers to the use of technology 

systems for paperwork and records (at [84]–[87]).521 

616. Mr Sewell accepted in cross-examination that what for some people would be 

straightforward tasks—like toileting, showering, eating, etc.—can be very complex for 

people with complex health needs, particularly if combined with cognitive difficulties 

(PN12955).  Moving residents with severe mobility issues can be a complex task 

(PN12956), and the use of mechanical aids does not obviate the need for care workers 

to communicate and negotiate with residents to use those devices (PN12958), which 

carry with them a risk of injury (PN12959).  This is even more complex if dementia or 

other cognitive issues are involved (PN12960) (which, as submitted elsewhere, is 

increasingly the case). 

617. Mr Sewell also accepted that the change to single rooms with ensuites involved more 

walking for nurses and AINs / PCWs (PN13093), that it was more difficult for nurses 

and AINs / PCWs to keep all residents under observation (PN13094), and that it was 

more difficult for nurses and AINs / PCWs to themselves be under observation should 

some difficult situation arise (PN13095).  Not surprisingly, Mr Sewell accepted that 

while some technology was good, other technology may be less easy to use (PN13097), 

that hardware shortages might create inefficiencies (PN13098), and that it was very 

common for workers to write a set of paper notes and then write those notes a second 

time electronically in a record system (PN13099). 

618. Craig Smith (Executive Leader Service Integrated Communities, Warrigal) likewise 

refers to a change away from multi-bed rooms and hostel accommodation towards the 

majority of rooms being single rooms with ensuites.522 

619. Emma Brown (Special Care Project Manager at Warrigal) describes her observations 

at Warrigal of the following forms of technology being integrated into facility systems 

and practices: 

(1) Online of app based internal training; 

(2) Apps (Ento) for rostering; 

520  Statement of Mark Sewell dated 01 March 2022 (tab 292 page 14603). 
521  Statement of Mark Sewell dated 01 March 2022 (tab 292 page 14606). 
522  Statement of Craig Smith dated 01 March 2022 (tab 291 page 14130). 
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(3) Electronic visitor management systems; 

(4) Laptops for the nurses’ station; and 

(5) iPads for medication and wound management.523 

Findings of the Royal Commission 

620. Pursuant to the recommendations of the Royal Commission, the use of technology to 

record data and assist with care management is likely to increase. For example, 

Recommendation 68: Universal adoption by the aged care sector of digital technology 

and My Health Record, will if fully adopted, require every provider to use a digital care 

management system, including an electronic medication management system. In 

addition, every person receiving aged care services will be asked to provide consent to 

their care records being made accessible on My Health Record, and if consent is given,  

the provider must keep the record up to date [FR.3A.323]. 

Relevance of this evidence to work value 

621. The use of new technologies such as mechanical aids, smart phones, ipads and software 

programs used for documentation, compliance, reporting and training have required 

direct care workers to develop new skills and take on additional responsibilities.  

Likewise, the operation of new equipment such as PEG feeds, infusion pumps and falls 

mats have also required a level skill and responsibilities.  These new technologies are 

also related to changes to the nature of the work and conditions in which the work is 

done.  Accordingly, each of the work value reasons identified by s 157(2A) justify an 

increase to the applicable award minimum wages. 

622. The increased prevalence of mechanical aids such as sling lifters and stand-up aids have 

reflected increased levels of immobility and frailty amongst residents.  Despite these 

aids, direct care workers continue to handle (sometimes obese) residents manually, for 

various reasons, including because of inadequate staff safely to operate them or because 

they are not adequately maintained.  That is, to the extent that some new technologies 

many make aspects of aged care work easier, those new technologies are not sufficient 

to set off other factors such as increased resident and client acuity, changes to staffing 

523  Statement of Emma Brown dated 2 March 2022 at [82] (tab 290 page 13995). 
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levels and skill mix, changes to the philosophy and models of care and changes in 

accountability, regulation and resident’s expectations. 

623. The construction of purpose-built facilities reflects a change to the condition under 

which the work is done.   Individual rooms can provide increased privacy for residents 

but a decrease in safety for workers who are required to attend to residents alone, with 

no visibility to others in the event of an incident.  Individual rooms also involve more 

time being spent walking down hallways between rooms before staff can provide care. 

Designs that increase the attractiveness of a building might give rise to access issues, 

trip/slip issues, poor flooring choices, or sub-optimal facilities for staff. 

624. With respect to built form: 

(1) at least in large part the evidence suggests that those changes were made with 

residents’, not workers’, interest in mind; 

(2) the Commission is not in a position to find that such changes are sufficiently 

widespread as to meet the general trend of increased acuity; and 

(3) even where changes in built form and availability of technology have the 

capacity to make work physically easier, this is (more than) offset by the 

increased need to use such technologies compared with the past (when residents 

were generally more ambulant), and the increased skill involved in using (say) 

lifting technologies in regard to (say) bariatric patients. 

E.12 Qualifications and training - Lay Evidence Report Part D.12 

Agreement between interested parties as to this factor 

625. At [21], the Consensus Statement sets out examples of the proposition that, “[t]he 

changes in, and changes sought to, the qualifications and training of direct care 

workers reflect changing care needs.”  The examples given are these: 

“(a) The addition of a reference to the care of older people to the Registered 

Nurses Accreditation Standards 2019 

(b) The skills considered necessary to be added to current training for the 

Certificate III in Care Support, as follows: 

(i)  Person-centred behaviour supports 

(ii)  Providing loss and grief supports 

(iii)  End of life and palliative care 
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(iv)  Dementia care 

(v)  Management of anxiety and adjustment to change 

(vi)  Supporting relationships with carers and families 

(vii)  Falls-prevention strategy 

(viii)  Assisting with monitoring and modification of meals 

(ix)  Working with people with mental health issues 

(x)  Providing or assisting with oral hygiene and recognising and 

responding to oral health issues 

(xi)  Effective care for members of diverse population groups 

including aboriginal and Torres Strait Islander people 

(xii)  Use of information technology.” 

626. Additionally, Background Document 1 (at [116.11]) recognises as apparently 

uncontentious that “[e]mployers in in the aged care industry increasingly require that 

PCWs and AINs hold Certificate III or IV qualifications [footnote omitted]”. 

627. Reference is made below, in Part E.13, to the disparity between the wages paid to direct 

care workers and their qualifications, in comparison with the relationship of 

qualifications and wages in other areas (e.g., lower wages than acute care work despite 

similar qualifications, lower wages than retail despite aged-care workers often having 

significantly greater qualifications).  That evidence will not be repeated here. 

The Lay Evidence Report 

628. The Lay Evidence Report identified that many lay witnesses who were personal carers 

had a Certificate III in Individual Support (Ageing) or a related field.  The Lay Evidence 

Report recognised evidence of differing views about the sufficiency and necessity of 

holding a Certificate III or Certificate IV qualification and that some witnesses 

emphasised that they had developed additional skills through working in their roles 

beyond the Certificate III level training. 

629. The ANMF adopts the contents of the Lay Evidence Report addressing this theme at 

[592]–[605].  Further, the ANMF adopts Appendix A to the Lay Evidence Report, in 

which O’Neill C set out the qualifications and competencies of the lay witnesses. 
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Evidence of Frontline Workers 

630. In addition to what is set out in the Lay Evidence Report, it may assist the Commission 

to have some evidential references to the qualifications outlined by various of the 

ANMF’s lay witnesses. 

631. Pauline Breen (RN) says at [9] that, in addition to her qualifications as an RN, she has 

completed a lot of further clinical training in relation to wound care, stoma care, 

women’s health, and aged care.524 

632. Hazel Bucher (NP) sets out her (many) qualifications and work history from [5]–[16].  

These include, in addition to her basic qualifications for registration, a Master of 

Nursing Science (Nurse Practitioner), a Grad. Dip. Nursing Aged Care, a Grad. Dip, 

Mental Health, a Grad. Cert. (Geriatric Rehabilitation).525 

633. Linda Hardman (AIN / PCW) has a Cert III in Aged Care, a Cert IV in Aged Care, and 

a Cert IV in Mental Health.  She got these because she felt the aged care system was 

changing and it was good for her to keep upskilling (see at [11]–[14]).526  Ms Hardman 

says (at [54]) that there is an expectation, which did not previously exist, that staff 

would have a minimum of a Cert III in aged care or be working to that qualification.527  

She thinks this is a good thing, as Cert III teaches people “basic skills” (at [56]).528  Her 

motivation in completing the certificates was to become more competent in her job 

(PN9802). 

634. Suzanne Hewson (EN) has a Cert III in Aged Care, and also a Diploma of Nursing.529 

635. Jocelyn Hofman (RN), in addition to the qualifications leading to registration as an RN, 

has completed training in areas including palliative care, wound care, psychotropic 

medication, COVID-19, emergency fire training, dementia management, falls 

prevention, and work health and safety (see at [8]–[10]).530  She, like Ms Hardman, says 

(at [22]) that there is an expectation that AINs / PCWs will have a Cert III.531 

524  Statement of Pauline Breen dated 29 October 2021 (tab 266 page 13348). 
525  Statement of Hazel Bucher dated 29 October 2021 (tab 259 page 13118–13119). 
526  Statement of Linda Hardman dated 20 October 2021 (tab 263 page 13266). 
527  Statement of Linda Hardman dated 20 October 2021 (tab 263 page 13272). 
528  Statement of Linda Hardman dated 20 October 2021 (tab 263 page 13272). 
529  Statement of Suzanne Hewson dated 29 October 2021 (tab 270 page 13418). 
530  Statement of Jocelyn Hofman dated 29 October 2021 (tab 261 page 13152–13153). 
531  Statement of Jocelyn Hofman dated 29 October 2021 (tab 261 page 13153). 
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636. Wendy Knights (EN) gives evidence as to the abilities of AINs / PCWs with Cert III 

qualifications.  In her view, they “are given broad training but it isn’t sufficiently in 

depth to identify or question certain care needs like wounds, dementia, diabetes and 

continence” (see [14]).  That is why, before she became an EN, she completed a Cert IV 

to assist her in her work as an AIN / PCW (at [13]–[14]).532  Ms Knights also says (at 

[17]) that the overwhelming majority of ENs are now qualified to administer 

medication, which has been an enormous change since 2000 (see [15], [17]). 533  

Mr Knights has completed courses in dementia and palliative care (see [20], [22]).534 

637. In cross-examination, Ms Knights explained that she thought Cert III training was 

insufficient to identify when there had been changes in a resident in order for their care 

to be upgraded, and for dealing with dementia (PN9141).  She felt more confident in 

dealing with palliative patients having completed a separate course in that discipline 

(PN9173–9175).  There was no de-escalation training for dementia patients when 

Ms Knights did her Cert III, and it was not until she started doing her EN diploma that 

she got hands-on training in that regard (PN9218) 

638. As noted in the Lay Evidence Report at [600], Christine Spangler (AIN / PCW) has 

completed around 42 in-house courses, mapped against the Aged Care Quality 

Standards (see [8]). 535   Unlike Ms Hardman and Ms Hofman, Ms Spangler’s 

experience has been that, whereas she had been asked whether she had a Cert III or 

intended to do on, these days that question is no longer asked (at [30]).536  In cross-

examination, Ms Spangler expressed the view that Cert III training was required to do 

the job properly (PN8645). 

639. In addition to the Pain Advocacy Nurse in Aged Care training identified in the Lay 

Evidence Report, Lisa Bayram (RN) has completed additional training in: 

(1) Occupational Health and Safety;537 

(2) Dementia Essentials through Dementia Training Australia;538 

532  Statement of Wendy Knights dated 29 October 2021 (tab 272 page 13439–13440). 
533  Statement of Wendy Knights dated 29 October 2021 (tab 272 page 13440). 
534  Statement of Wendy Knights dated 29 October 2021 (tab 272 page 13440, 13441). 
535  Statement of Christine Spangler dated 29 October 2021 (tab 257 page 13009–13011). 
536  Statement of Christine Spangler dated 29 October 2021 (tab 257 page 13017). 
537  Statement of Lisa Bayram dated 29 October 2021, [9].] (tab 262 page 13227). 
538  Statement of Lisa Bayram dated 29 October 2021, [10].] (tab 262 page 13227). 
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(3) Comprehensive Assessment of the Older Person in Aged Care;539 and 

(4) Palliative care through a course with Gippsland Palliative Care Consortium.540  

640. Sheree Clarke (AIN) has a Diploma in Community Services as a Youth Worker and has 

undertaken extensive additional training in aged care as set out in her witness statement 

at [18]. 

641. Patricia McLean (EN) has a Certificate IV in Aged Care, Certificate IV in Workplace 

Health and Safety and a Diploma of Nursing.541  Additionally, she has completed a 

number of Blue Care courses including continence and safety coaching. She has done 

a lot of courses in dementia and driver safety training including.542 

Evidence of officials 

642. As noted by Annie Butler (ANMF Federal Secretary), the 2020 Census Report 

identified that 66 percent of PCWs held a Certificate III or higher in a relevant direct 

care field, and another two percent were studying for a Certificate III or higher. Of the 

balance, facilities reported 26 per cent as without a response and are assumed not to 

hold or be studying for Certificate III. The remaining 7 per cent were reported by the 

employer as unknown.543 

643. As discussed by Ms Butler in her evidence, the 2020 Census Report identifies the 

number of providers that report having direct care workers with formally obtained 

specialist skills across 22 different areas in residential aged care, 544  HCPP 545  and 

CHSP.546 

644. Robert Bonner (Director, Operations and Strategy of the Australian Nursing and 

Midwifery Federation (SA Branch)) describes the Certificate III in Individual Support 

539  Statement of Lisa Bayram dated 29 October 2021, [12].] (tab 262 page 13227). 
540  Statement of Lisa Bayram dated 29 October 2021, [13].] (tab 262 page 13227). 
541  Amended witness statement of Patricia McLean dated 9 May 2022 at [23]–[25] (tab 265 page 13305). 
542  Amended witness statement of Patricia McLean dated 9 May 2022 at [26]–[28] (tab 265 page 13305 - 

13306). 
543  2020 Census Report, 17; Amended Witness Statement of Annie Butler dated 2 May 2022 at [89].] 

(tab 181 page 9255). 
544  2020 Census Report, 52, A.4.1, Amended Witness Statement of Annie Butler dated 2 May 2022 at 

“AB 3”.” (tab 181 page 9295). 
545  2020 Census Report, 54, A.4.3, Amended Witness Statement of Annie Butler dated 2 May 2022 at 

“AB 4”.” (tab 181 page 9296). 
546  2020 Census Report, 56, A.4.5, Amended Witness Statement of Annie Butler dated 2 May 2022 at 

“AB 5”.” (tab 181 page 9297). 
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(CHC33015) qualification as the principal qualification for preparation to work in the 

aged care sector.  He says that it provides entry level training for a care worker in the 

provision of care and support such as that related to the activities of daily living, 

emotional support and skills related to communication and observation, including the 

need to refer to health professionals particularly to registered nurses. It introduces care 

workers to the aged care sector and care delivery. It involves a mix of required 

knowledge and skills coupled with workplace experience, including workplace 

placements which amount to a total of 120 hours.547   

645. The Statement of Julianne Bryce (Senior Federal Professional Officer, ANMF), is 

almost entirely concerned with the training and qualifications of nurses in particular 

(but also AINs / PCWs).  Salient points include these: 

(1) (at [15]–[18]) the accreditation process for nurses, and monitoring by the 

Australian Nursing and Midwifery Council on behalf of the NMBA, ensure that 

nurses have completed an accredited and approved program of study leading to 

registration or endorsement with the NMBA under the National Law. This 

ensures that graduates of accredited and approved programs of study have 

undertaken the necessary theoretical content and clinical practice required and 

have been assessed as meeting the national NMBA standards for practice.548 

(2) (at [20]) there is a national Professional Practice Framework, which includes 

standards for practice for NPs, RNs, and ENs, codes of conduct and ethics, 

decision-making frameworks and frameworks for assessing standards of 

practice for RNs and ENs, guidelines in regard to registration and professional 

practice, and safety and quality guidelines.549 

(3) (at [20]) there are Registration Standards in regard to criminal history, English 

language skills, continuing professional development, recency of practice, 

professional indemnity insurance, endorsement as an NP, and endorsement for 

Scheduled medicines for RNs.550 

547  Witness Statement of Robert Bonner dated 29 October 2021 at [88].] (tab 187 page 10812– –10813). 
548  Statement of Julianne Bryce dated 29 October 2021 (tab 189 page 11152–11153). 
549  Statement of Julianne Bryce dated 29 October 2021 (tab 189 page 11153). 
550  Statement of Julianne Bryce dated 29 October 2021 (tab 189 page 11153). 

4218



(4) (at [21]–[26]) registration as an RN requires completion of a three-year 

Bachelor of Nursing degree in the university sector; enrolment as an EN 

requires completion of an 18-month Diploma of Nursing in the VET sector.551 

(5) (at [27]–[37]) maintaining registration requires meeting registration standards 

(outlined above—criminal history, professional indemnity insurance, recency 

of practice, and continuing professional development).  There is a disclosure 

requirement for criminal conduct.  There is an obligation to maintain 

professional indemnity insurance.  Nurses need to declare at renewal that they 

have practised for a period equivalent to a minimum of 450 hours, within the 

past five years.  Nurses are required to complete 20 hours of CPD each year, 

and nurses who are dual-registered require 20 hours for each profession, each 

year.  NPs must complete a further 10 hours in relation to prescribing and 

administering medicines, diagnostic investigations, consultation, and 

referral.552 

(6) (at [38]–[48]) nurses are “responsible for making professional judgements 

about when an activity is within their scope of practice and, when it is not, for 

initiating consultation and collaboration with, or referral to, other members of 

the healthcare team” (at [39]).  Further, RNs are required to make decisions 

concerning the scope of appropriate delegation.553 

646. In cross-examination, Ms Bryce explained that one of the differences in training as 

between RNs and ENs was that RNs were taught more by way of critical thinking and 

higher-level skills including decision-making and delegation (PN3735).  Only RNs are 

entitled to set a plan of care, and the most complex nursing tasks (e.g., caring for a chest 

tube, removing cardiac sutures) would only be done by RNs (PN3738). 

647. The evidence of Paul Gilbert (Assistant Secretary of the Victorian Branch of the 

ANMF) is that prior to about 2016, Enrolled Nurses who were educated to the 

satisfaction of the NMBA to administer medications became “Endorsed” Enrolled 

Nurses on the register of Enrolled Nurses. In about 2016, the number of “endorsed” 

ENs far outnumbered the “unendorsed” ENs and the NMBA revised the way this was 

551  Statement of Julianne Bryce dated 29 October 2021 (tab 189 page 11154). 
552  Statement of Julianne Bryce dated 29 October 2021 (tab 189 page 11154–11155). 
553  Statement of Julianne Bryce dated 29 October 2021 (tab 189 page 11156–11157). 
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recorded, simply making a notation against an Enrolled Nurse’s registration if they were 

not so educated and able to administer medications (at [58] to [63]). 

Evidence of employer witnesses 

648. Mark Sewell (CEO, Warrigal) states that there has been an increase in the number and 

type of mandatory training required due to regulatory changes and changes in the 

current work environment (e.g., COVID-19) (at [91]). 554   Warrigal prefers its 

employees to have at least a Cert III (at [92]),555 but Mr Sewell says that a Cert III 

“cannot teach the attitude and maturity required of the role that we are looking for 

personal carers,” which he says requires around three years (at [93]).556  Mr Sewell 

was cross-examined (see PN12994 ff) in regard to this “attitude and maturity” aspect 

of his evidence, showing that really what he meant was that workers develop valuable 

skills over this period—this is discussed in Part F below at [826] to [831]. 

649. As far as Warrigal was concerned, Mr Sewell estimated that there are about 30 per cent 

of frontline carers with Cert IIIs, and he would want that to be about 80 per cent 

(PN12990). 

650. Craig Smith (Executive Leader Service Integrated Communities, Warrigal) says that 

there are fewer and fewer employees coming in at the non-qualified entrant level—

i.e., more and more with some form of qualification (Cert III, etc.) (at [99]–[101]).557 

651. Anna-Maria Wade of ACSA stated that, over the last decade, there has been an 

increased in providers requiring AINS / PCWs to have a Cert III in individual support 

(at [46]).558  This gives a base line understanding of care principles, but experience is 

more important (at [47]).559 

652. The additional evidence from employer witnesses regarding qualifications and training 

includes that: 

554  Statement of Mark Sewell dated 01 March 2022 (tab 292 page 14607). 
555  Statement of Mark Sewell dated 01 March 2022 (tab 292 page 14607). 
556  Statement of Mark Sewell dated 01 March 2022 (tab 292 page 14607). 
557  Statement of Craig Smith dated 01 March 2022 (tab 291 page 15191). 
558  Statement of Anna-Maria Wade dated 01 March 2022 (tab 296 page 15201). 
559  Statement of Anna-Maria Wade dated 01 March 2022 (tab 296 page 15201). 
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(1) Buckland prefers that its carers are certificate III qualified and undertakes 

regular mandatory training;560 

(2) The home care provider KinCare requires its employees to undertake mandatory 

training  run quarterly and involving 12 hours training per year.561  Nurses at 

KinCare also conduct medication training for home care employees;562 and 

(3) For the past 10 years Warrigal has provided mandatory training for all 

employees.563  Warrigal also prefers personal care workers commence with a 

Certificate III in Individual Aging (or equivalent).564  Warrigal Stirling also 

engages external experts to conduct training such as dementia care and wound 

management.565 

Findings of the Royal Commission 

653. The Royal Commission found at [FR.3A. 406] “Aged care workers need to have good 

quality, and easily accessible, ongoing training and professional development 

opportunities available to them.” 

654. The level of mandatory training for direct care workers is likely to increase based on 

the following recommendations of the Royal Commission.   

(1) Recommendation 80: Dementia and palliative care training for workers 

[FR.3A.405] recommends that it be a condition of approval of aged care 

providers that all workers involved in direct contact with people seeking aged 

care services undertake regular training about dementia care and palliative care.  

(2) Recommendation 81: Ongoing professional development of the aged care 

workforce [FR.3A.407] recommends development of short courses, skill sets 

and micro-credentials for the aged care workforce designed to improve 

opportunities for learning and professional development and upgrade skills, 

knowledge and capabilities of the existing workforce.  

560  Statement of Johannes Brockhaus 3 March 2022 at [14] and “JB-01” (tab 293 pages 14829 and 14849ff). 
561  Statement of Cheyne Woolsey dated 4 March 2022 at [28] to [29], “CW02” and “CW03” (tab 297 

page 15716 – 15717 and 15727 – 15728). 
562  Statement of Cheyne Woolsey dated 4 March 2022 at [31], “CW04” (tab 297 page 15717 and 15729). 
563  Statement of Emma Brown dated 2 March 2022 at [65] (tab 290 page 13991). 
564  Statement of Emma Brown dated 2 March 2022 at [69] (tab 290 page 13991).  See also Statement of Kim 

Bradshaw dated 4 March 2022 at [23] (tab 294 page 14940). 
565  Statement of Kim Bradshaw dated 4 March 2022 at [24] (tab 294 page 14940). 
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(3) Recommendation 82: Review of health professions’ undergraduate curricula 

[FR.3A.409] recommends that in conducting their regular scheduled reviews of 

accreditation standards, the relevant accreditation authorities should consider any 

changes to the knowledge, skills and professional attributes of health professionals so 

that the care needs of older people are met. 

Relevance of this evidence to work value 

655. Registered nurses and enrolled nurses have minimum educational and accreditation 

requirements as well as ongoing professional obligations to maintain their registration.  

For RNs, this includes the completion of a three-year Bachelor of Nursing degree in the 

university sector.  For EN, this includes completion of an 18-month Diploma of Nursing 

and educational preparation for medication administration.  The evidence establishes 

that RNs and ENs undertake ongoing education and training specific to their work in 

aged care and beyond the requirements of their registration.  This education and training 

is related to the nature of the work and the level of skill and responsibility involved in 

doing the work.  The value of these qualifications and training must be adequately 

recognised by the applicable minimum wages.  At present it is not. 

656. Many employers now at least prefer AINs and PCWs working in aged care to hold a 

Certificate III in Individual Support (Ageing) or a related field.  This is reflected in the 

fact that at least 66 per cent of AINs and PCWs hold a Certificate III or higher in a 

relevant direct care field.   

657. Employers regularly conduct and/or require aged care employees to complete annual 

mandatory training.  ANIs and PCWs, like ENs and RNs, gave evidence of a multitude 

have also undertaken a multitude of additional training and received various certificates 

to assist them in their day to day work.  This reflects the agreed matter identified in the 

Consensus Statement, namely that the changes in, and changes sought to, the 

qualifications and training of direct care workers reflect changing care needs. That is, 

the changes to the nature of the work performed by direct care workers requires workers 

to have additional qualifications and training.   

658. Finally, it is recognised by witnesses called by the employer interests and by unions 

that formal training and qualifications provide only part of the broad range of skills 

used in the performance of aged care work.  Other skills used by direct care workers 

reflect personal attributes and skills developed through work in the industry.  The 
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identified syllabus of Certificate III in Individual Support (Ageing) does not purport to 

cover the types of “hidden skills” identified and discussed in the report of 

Hon Assoc Prof Junor and considered later in these submissions. 

E.13 Attraction, retention, workload, wage rates - Lay Evidence Report Part D.13 

Agreement between interested parties as to this factor 

659. A separate part of the Consensus Statement is dedicated to attraction and retention of 

workers, on page 5.  The parties to the statement agreed to the following: 

“Wages in aged care need to be competitive to attract and retain the number of 

skilled workers needed to deliver safe and quality care. 

Minimum award wages of nurses are significantly lower than in the acute 

health sector, making aged care a less attractive choice for nurses. Minimum 

award wages of PCWs are significantly lower than for disability support 

workers 

Providers of both aged care and disability support would benefit from 

alignment of wage levels to support the mobility and the aggregate supply of 

staff in both sectors.  

Similar challenges are faced in the attraction and retention of support staff, who 

are an integral part of aged care functional teams.” 

660. Other aged-care employers (including State Governments) made submissions to the 

effect that wages increases were required, in some cases directly linking this to 

attraction and retention of workers.  

661. BaptistCare submits that its staff “deserve a significant increase to the relevant Awards 

that apply to aged care provision, for reasons developed at [23]–[25].566 

662. IRT submits that it is finding it increasingly difficult to attract and retain employees, 

resulting in staffing shortages, particularly in regional areas.  This, it says, is primarily 

the result of low rates of pay, given that employees can earn significantly more in the 

acute health sector or the disability sector for similar (or even less demanding) work.567  

Accordingly (it says at [21]), it strongly supports increasing minimum wages in the 

aged care sector (subject to funding).568 

566  Submissions of BaptistCare (tab 126 pages 877–878).  
567  Submissions of IRT at [13]–[15] (tab 128 page 1118). 
568  Submissions of IRT (tab 128 page 1119). 
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663. UnitingCare Australia likewise supports that award rates should be substantially 

increased.569 

664. Uniting (a different entity) also says that aged care workers are not paid commensurate 

with the value of the work they perform,570 and supports aged care workers having a 

“significant wage increase,” subject to funding.571  Uniting also spends several pages 

of its submissions speaking about its difficulties in attraction / retention.  Salient points 

include that it has experienced a huge shortage of aged care workers, that it is 

experiencing a spike in employee turnover the drivers of which are wage rates, 

overwork, burnout, etc., and that its strategy in responding to shortages includes 

maintaining wage rates at the highest rates possible.572 

665. Nevertheless, its critical staff shortages are “directly due to low wages rates which 

impacts the ability for [it] to attract workers from other sectors and retain those already 

in the sector.”573  Less skilled and emotionally challenging work is either equally or 

better remunerated so people are reluctant to work in aged care—this disparity being 

evident in comparing the wages of disability workers to aged care workers.574 

666. Evergreen Life Care submits that current wages are “by no means a fair reflection of 

the work our staff do,” but that they cannot afford to fund more, and hence support an 

increase subject to funding.575  Evergreen Life Care also refers to staff shortages, in part 

due to staff moving to the acute sector (or even roles in, e.g., retail), which an increase 

in award wages would help address.576 

667. MercyCare supports a significant increase to the aged care award rates, subject to 

funding.  It does this for reasons including easing staff shortages.577 

569  Submissions of UnitingCare Australia (tab 129 page 1121). 
570  Submissions of Uniting (tab 131 page 3122). 
571  Submissions of Uniting (tab 131 page 3123). 
572  Submissions of Uniting (tab 131 page 3124–3125). 
573  Submissions of Uniting (tab 131 page 3125). 
574  Submissions of Uniting (tab 131 page 3125). 
575  Submissions of Evergreen Life Care (tab 132 page 3129). 
576  Submissions of Evergreen Life Care (tab 132 page 3130). 
577  Submissions of MercyCare (Tab 138 page 3193). 
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668. The State of Queensland shares the unions’ concerns that work performed under the 

affected awards has been undervalued,578 and noted the range of evidence “supporting 

widespread undervaluation of work in the aged care industry.”579 

669. The State of Victoria supports an appropriate increase (or series of increases) to 

minimum award rages, funded by the Commonwealth.580  It submits that an appropriate 

increase to minimum wages is justified by work value reasons and necessary to achieve 

the modern awards and minimum wages objectives, because of the inherent value of 

the work, more-recent changes to the nature of the work (including to complexity, skill, 

responsibility, and judgment), and work conditions.581 

The Lay Evidence Report 

670. The Lay Evidence Report identified that witnesses gave a range of evidence to the effect 

that low pay made it hard to attract workers, that there is high staff turnover, that it is a 

female-dominated industry (noting that this is separately addressed in Part E.14 below), 

that the workload means staff are often working over-time, and that quality of care is 

affected by this time-pressure (at [606]).  The ANMF adopts Lay Evidence Report 

[606]–[625].  

671. In the Lay Evidence Report there are extracts from, and references to, the evidence of 

Maree Bernoth (RN) at [65], Wendy Knights (EN) at [95], Sherree Clarke (AIN / PCW) 

at [76], Jocelyn Hofman (RN) at [24], and Stephen Voogt (NP) at [64]. 

672. There are also references to the evidence of witnesses who “gave evidence about their 

involvement in enterprise bargaining and the difficulties they faced in attempting to 

negotiate improved wages and conditions with their employers.”582  This is addressed 

separately in regard to the modern award objective, at Part G.4 below. 

Evidence of other Frontline Workers 

673. In addition to the witnesses mentioned in the Lay Evidence Report, Pauline Breen (RN) 

refers to out-of-pocket expenses incurred by home care workers, including notably 

petrol (at [31]), and says that “[m]any of these additional issues are not factored int our 

578  Submissions of Queensland (tab 133 page 3131). 
579  Submissions of Queensland (tab 133 page 3131). 
580  Submissions of Victoria (tab 134 page 3142). 
581  Submissions of Victoria at [48] (tab 134 page 3144). 
582  See Lay Evidence Report fn 829. 
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wages or the time that is allocated for us to do our work” (at [32]).  She says that the 

community is generally not aware of the work that aged care workers do, until they 

have a loved one in home care.  She is considering retiring soon, but is more likely to 

delay doing so were wages to increase (at [33]).583 

674. Hazel Bucher (NP) refers at [36] of her statement to the “transient nature of the 

workforce.” 584   In her experience, new graduate nurses move after a few months 

working in aged care into acute care, or see aged care as a second job with a contract in 

acute care as a preferred focus (at [37]).585  Ms Bucher’s view is that an increase in the 

minimum wage would hopefully encourage carers and nurses to prioritise their work, 

so as to have better retention and provide improved care (at [55]).586 

675. Further, at [45], Ms Bucher says as follows in relation to the acute care sector drawing 

workers away:587 

“My ideal RACF would consist of all carers who have completed additional 

qualifications in dementia care and all senior nurses would hold post graduate 

qualifications in aged care. The two areas in which I consider RACFs should 

do better are in dementia and palliative care. I have observed high levels of 

burn out of inexperienced staff in a complex clinical field, with associated high 

turnover of staff where the attraction to the acute sector and better wages draws 

nurses away. My ideal is a long way from being realised.” 

676. Linda Hardman (AIN / PCW) says that, despite working 75 hours per fortnight (at [4]), 

she is not certain that her current income will meet her future living expenses and 

retirement (at [5]).  Hence, she works both weekend days to get loadings and penalties.  

If she worked only weekday shifts, her income would be significantly less (at [6]).588 

677. Ms Hardman does not think that the pay is adequate for the work that is done (at [71]).  

She does not do the work because it pays well; she does it “because [she feels] like an 

AIN in [her] heart.  [She] enjoy[s] caring for people” (at [72]).  She thinks that people 

who are not actually on the floor do not know or care about how difficult the work 

583  Statement of Pauline Breen dated 29 October 2021 (tab 266 page 13352–13353). 
584  Statement of Hazel Bucher dated 29 October 2021 (tab 259 page 13124) 
585  Statement of Hazel Bucher dated 29 October 2021 (tab 259 page 13125). 
586  Statement of Hazel Bucher dated 29 October 2021 (tab 259 page 13129). 
587  Statement of Hazel Bucher dated 29 October 2021 (tab 259 page 13128). 
588  Statement of Linda Hardman dated 20 October 2021 (tab 263 page 13265). 
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actually is (at [72]).589  She thinks that an increase in the minimum rate would make 

working in aged care more attractive (at [79]).590 

678. Suzanne Hewson (EN) says (at [7]–[8]) that she is fortunate to have a partner with a 

higher salary than hers, so that they do not have to rely on her income alone.  If they 

did, her income would not be enough to meet expenses.  Her pay has not gone up with 

the cost of living.  She was (at the time of writing her statement) completing further 

study, to leave aged care and earn more money.  As she explains at [32], she was (then) 

studying a Cert IV in Mental Health to move to another field of nursing.591  She has, in 

fact, now done so (PN8277–8278). 

679. Jocelyn Hofman (RN) says (at [6]–[7]) that her income is probably not sufficient to 

enable her to retire, which she intended on doing in about five years.  She takes 

additional measures, like working evenings and weekends, to get loadings and 

penalties.592 

680. Wendy Knights (AIN / PCW) says (at [6]–[7]) that her income barely meets her current 

expenses, and that is in a circumstance where she is paid above the award rate.  If she 

were on the award rate, she would not be able to work in residential aged care.  She 

does not do it because the money is good; she could find easier and less stressful work 

in other industries for as much or more money.  She does it because she finds, “helping 

residents and their families both challenging and immensely rewarding,” and she likes 

the sense of responsibility and camaraderie.593 

681. At [85], Ms Knights refers to the fact of working unpaid overtime.594  And, at [94]–[95] 

she says as follows: 

“94. For the most part, I feel that my work is valued by residents and families. 

I do not feel as though it is valued as it should be by the community at large. I 

do not think the community realises what work goes into good quality aged 

care. Lots of people seem to think that you are just making cups of tea. 

95. My observations is that level of wages means it is difficult to retain staff. 

Nurses are often talking about workloads and pay rates. The work is hard and 

demanding, and sometimes dangerous. You are sometimes abused by 

residents, or families. You are exposed to bodily fluids and waste. But you 

589  Statement of Linda Hardman dated 20 October 2021 (tab 263 page 13274). 
590  Statement of Linda Hardman dated 20 October 2021 (tab 263 page 13275). 
591  Statement of Suzanne Hewson dated 29 October 2021 (tab 270 page 13424–13425). 
592  Statement of Jocelyn Hofman dated 29 October 2021 (tab 261 page 13151). 
593  Statement of Wendy Knights dated 29 October 2021 (tab 272 page 13438–13439). 
594  Statement of Wendy Knights dated 29 October 2021 (tab 272 page 13451). 
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could earn as much or more doing a job that did not have any of these 

difficulties. At the moment, it seems to me that the people that tend to be 

retained in aged care are people who really have a passion for caring work” 

682. Irene McInerney (RN) says as follows at [45]:595 

“The work day leaves me feeling there isn’t enough of me to go around; it is 

that simple. But I do get the reward from achieving a difference in the 

residents’ day. Many staff decide it is too hard on them mentally (as well as 

physically) and they leave the Aged Care sector. They leave as the pay isn’t 

attractive enough for a difficult of work environment.” 

683. Christine Spangler (AIN / PCW) works 70 hours per fortnight, but her wages are not 

enough to retire on (see [5]–[6]).  When she was paying off a loan, it was very difficult 

financially; she and her husband are just managing now (at [6]). 596   At [36], 

Ms Spangler refers to a lack of staff being a constant problem.597  And, at [41], she says 

that an increase in wages would attract more staff—and would cause her to continue to 

work in the sector for longer than might otherwise be the case.598 

684. Dianne Power (AIN) describes having seen a lot of girls start out in aged care, get their 

EN qualification and then go into something else like working in hospitals or disability 

care where they are paid better.599 

685. Sheree Clarke (AIN) describes being unable to save a deposit to get a loan to buy a 

house or unit because of her limited hours and rate of pay in aged care and is not 

confident of having enough income each fortnight to pay rent on a house or unit. She 

lives in a caravan park so that if she gets evicted, she will not end up with a bad rental 

history.600 She has now started permanent-part work for the Queensland Nurses and 

Midwives' Union, working 8 days a fortnight.601 

686. Rose Nasemena (AIN), relies on penalty rates to earn enough to pay bills and her rent. 

She would not be able to manage and support herself if she didn’t work afternoon shifts 

595  Statement of Irene McInerney dated 29 October 2021 (tab 260 page 13147–13148). 
596  Statement of Christine Spangler dated 29 October 2021 (tab 257 page 13009). 
597  Statement of Christine Spangler dated 29 October 2021 (tab 257 page 13018). 
598  Statement of Christine Spangler dated 29 October 2021 (tab 257 page 13019). 
599  Witness statement of Dianne Power, 29 October 2021 at [93] (tab 258 page 13115). 
600 Witness Statement of Sheree Clarke dated 29 October 2021 at [14]–[16].] (tab 268 page 13366– –13367).  
601  Witness Statement of Sheree Clarke dated 29 October 2021 at [17].] (tab 268 page 13367). 
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and on weekends.602  Ms Nasemena resigned from her position as PCA from 7 May 

2022 to take time out.  She had worked in that role for 13 years.603 

687. Patricia McLean (EN) resigned from her employment as a EN in community care in 

July 2021.604  Prior to her resignation, her income working in aged care did not meet 

her living expenses. Since that time, she has been working one day a week for the 

Queensland Nurses and Midwives’ Union.605 

Evidence of officials 

688. The evidence of Annie Butler (ANMF Federal Secretary) notes that the 2020 Census 

Report identifies that between November 2019 and November 2020: 

(1) 29 per cent percent of all workers in direct care roles in residential aged care 

had left their employment.606  

(2) 34 per cent percent of all workers in direct care roles in HCCP had left their 

employment; and607  

(3) 26 per cent percent of all workers in direct care roles in CHSP had left their 

employment.608  

689. The 2020 Census Report presents data on vacancies in direct care roles at the time of 

the Census in residential aged care, CHPP and CHSP.  This data is summarised in the 

Amended Witness Statement of Annie Butler at [126] to [129].  In summary, this data 

identified that as at 2020: 

(1) 7% of Registered Nurse positions in residential aged care facilities were vacant; 

(2) 10% of Registered Nurse positions within HCPP providers were vacant; 

(3) 6% of Registered Nurse positions within CHSP providers were vacant; 

602 Amended witness statement of Rose Nasemena, 6 May 2022 at [15] (tab 267 page 13356).  
603  Amended witness statement of Rose Nasemena, 6 May 2022 at [4] (tab 267 page 13354). 
604  Amended witness statement of Patricia McLean, 9 May 2022 at [6] (tab 265 page 13303). 
605  Amended witness statement of Patricia McLean, 9 May 2022 at [10] (tab 265 page 13304). 
606  2020 Census Report, 23; Amended Witness Statement of Annie Butler dated 2 May 2022 at [91] and 

[123].] (tab 181 page 9256 and 9264–9265). 
607  2020 Census Report, 35; Amended Witness Statement of Annie Butler dated 2 May 2022 at [123].] 

(tab 181 page 9256). 
608  2020 Census Report, 35; Amended Witness Statement of Annie Butler dated 2 May 2022 at [123].] 

(tab 181 page 9256). 
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(4) 5% of Enrolled Nurse positions in residential aged care facilities were vacant; 

(5) 14% of Enrolled Nurse positions within HCPP providers were vacant; 

(6) 9% of Enrolled Nurse positions within CHSP providers were vacant; 

(7) 5% of personal care worker roles in residential aged care facilities were vacant; 

(8) 11% of personal care worker roles within HCPP providers were vacant; and 

(9) 11% of personal care worker roles within CHSP providers were vacant.609 

690. In 2016, the NILS Report identified that 88.2 per cent of the residential aged care direct 

care workforce were employed on a part time or casual basis.610  Despite this, 44 per 

cent of this workforce was identified as working 35 hours per week or more.611  As at 

2020, 93 per cent of the total direct care workforce in permanent positions (full-time 

and part-time positions) were part time positions and 20.2 per cent of the residential 

aged care direct care workforce employed as casual/contractor on payroll.612 

691. Just 11.9 per cent and 11.2 per cent of the direct care workforce across  are employed 

full time in residential and community care respectively. This may be contrasted to the 

62 per cent of the broader Australian workforce who are employed full time.613 

692. Including in this context, Ms Butler said as follows at [197]–[202], [205]: 

“197. The first of these is the Productivity Commission 2011 report, Caring 

for Older Australians (ANMF 26). The report notes: 

‘While most aged care providers will support skill development, 

current remuneration and working conditions are considered strong 

disincentives to entering and staying in the sector. Registered nurses 

and allied health professionals will also be in greater demand. As is 

the case for personal care workers, the key to attracting and retaining 

these workers will also be to offer fair and competitive remuneration 

and satisfying working conditions.’ 

198. On the question of remuneration, the report states: 

609  2020 Census Report, 22, 35 and 45; Amended Witness Statement of Annie Butler dated 2 May 2022 at 

[127] (table 26), at [128] (table 27) and at [128] (table 28).) (tab 181 page 9265 - 9267). 
610  NILS 2016, 25; Amended Witness Statement of Annie Butler dated 2 May 2022 at [76].] (tab 181 

page 9253). 
611  NILS 2016, 26; Amended Witness Statement of Annie Butler dated 2 May 2022  at [77].] (tab 181 

page 9253). 
612  2020 Census Report, 11 (table 2.2); Amended Witness Statement of Annie Butler dated 2 May 2022 at 

[86].] (tab 181 page 9255). 
613  NILS 2016, 25 (table 3.16) and 84 (table 5.16); Amended Witness Statement of Annie Butler dated 2 

May 2022 at [106]–[107].] (tab 181 page 9259 – 9260). 
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‘The relatively low remuneration of aged care workers is consistently 

raised as a key issue in attracting and retaining workers. There are a 

number of factors that have kept wages relatively low, including: 

• Inadequate price setting and indexation of care subsidies 

• Poor bargaining positions of highly feminised, part time workforce 

which has limited success in raising wages significantly above the 

relevant industry awards.’ 

199. The Productivity Commission recommended: 

RECOMMENDATION 14.1 The Australian Aged Care Commission, 

when assessing and recommending scheduled care prices, should take 

into account the need to pay fair and competitive wages to nursing and 

other care staff delivering approved aged care services and the 

appropriate mix of skills and staffing levels for the delivery of those 

services. 

200. The next substantial report that focussed on workforce in the aged care 

sector was A Matter of Care- Australia’s aged care workforce strategy (ANMF 

27). This report developed a range of strategies to enhance, promote and 

develop sustainable growth of the aged care sector workforce to meet the 

demands of a growing sector in both the short and long term. The report notes: 

‘There are pay deficiencies, particularly for PCWs (residential and 

home care) and nurses. Korn Ferry Hay Group analysis undertaken for 

the taskforce highlights these roles, on average, are being under-

rewarded by 15 per cent against the midpoint.’ 

201. The Aged Care Workforce Strategy Taskforce recommended that the 

‘industry develop a strategy to support the transition of PCWs and nurses to 

pay rates that better reflect their value and contribution to delivering care 

outcomes’. 

202. The Taskforce commissioned a report from the Korn Ferry Hay Group 

titled ‘Reimagining the Aged Care Workforce’ (ANMF 28). 

… 

205. With respect to nurses, the report found a key factor in recruitment and 

retention of nurses to the aged care sector was the disparity in wages and 

conditions with the acute care sector.” 

693. The ANMF National Aged Care Survey 2019614 discussed in the evidence of Robert 

Bonner (Director, Operations and Strategy, ANMF) identified workloads to be the main 

factor that hindered efforts to recruit and retain staff.  Analysis of in-depth responses 

indicated that many participants could not identify only one single factor, but 

highlighted that many related factors contributed to why nurses and care staff leave or 

do not want to work in aged care. One of the three main themes to emerge from 

614  Witness Statement of Robert Bonner dated 29 October 2021, “RB 4” – Australian Nursing and Midwifery 

Federation (2019). ANMF National Aged Care Survey 2019–Final Report. Australian Nursing and 

Midwifery Federation (Federal Office), Melbourne, Victoria.   (tab 187 page 11037).  
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qualitative analysis was that participants were ‘undervalued, under recognised, not 

respected’, ‘unable to provide quality/good care’, and the ‘culture of blame’.615 

694. Mr Bonner went on to say as follows at [51]: 

“This combined with less attractive conditions and fewer career opportunities 

makes it difficult to recruit and retain qualified staff in the sector. Research 

commissioned by the Aged Care Workforce Strategy Taskforce identified that 

nurses and PCAs employed in aged care earn between 10-15 per cent less than 

their similarly employed counterparts in the acute health and sector.” 

695. The ANMF collects and collates wage data relating to the pay rates of nurses, midwives 

and PCWs/AINs, including a comparison of public sector wages and private residential 

aged care wages.  Information relating to private residential aged care wages is created 

through a process of identifying agreements in the non-public residential aged care 

sector and reporting average wages data based on rates of pay extracted for key 

classifications in the aged care agreements.  It publishes this and other wage 

information quarterly in a document titled Nurses and Midwives’ Paycheck.616  

696. In her second statement, Kristen Wischer (Senior Federal Industrial Officer, ANMF) 

sets out highly-salient information as to the growing divergence between aged-care 

wages and public-sector nursing wages.  This is most clearly seen at [26], and in the 

chart that follows it.  In 2002, pay under the Nurses Award, pay under enterprise 

agreements covering aged care, and pay for public-sector nursing were very similar 

(just under $800/week for the former two; just over $800/week for the latter).  Now, 

however, for RNs, public-sector nursing pay approaches $1800/week (see also [32]), 

whereas bargained outcomes in aged-care are at about $1500/week (see also [33]), and 

the Nurses Award rate is about $1200/week (see also [34]) (i.e., about two thirds of 

public sector pay). 

697. The disparity is slightly less pronounced in percentage terms for ENs and AINs / PCWs, 

but this does not deny its meaningfulness in dollar terms.  For ENs, the public-sector 

pay is around $1300/week (see [38]), the bargained aged-care pay is around $1150 per 

week (see [39]), and the Nurses Award rate is just under $1000 per week (at [40]).  For 

615  Witness Statement of Robert Bonner dated 29 October 2021, at [45]–[47] and “RB 4” – Australian 

Nursing and Midwifery Federation (2019). ANMF National Aged Care Survey 2019–Final Report. 

Australian Nursing and Midwifery Federation (Federal Office), Melbourne, Victoria, 10.  (tab 187 

page 10804 – 10805 and 11038). 
616  Amended (Further) Witness Statement of Kristen Wischer dated 9 May 2022 at [8]–[10] and “KW 1”. 
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AINs / PCWs, the public sector pay is about $1100 per week ([45]), the bargained aged-

care pay is about $950/week ([46]), and the Nurses Award rate is about $900 per week. 

698. In short, there is a clear financial incentive to RNs, ENs, and AINs / PCWs to work in 

the public health sector rather than the aged care sector. 

699. Kevin Crank (Industrial Officer, ANMF) gave unchallenged evidence as follows, 

at [21] of his statement: 

“The 2020 Aged Care Workforce Census Report of the Commonwealth 

Department of Health says at p.9 “At the time of the Census there were an 

estimated 22,000 vacancies in direct care roles across the (aged care) sector.” 

Based upon my discussions with members and upon my experience, including 

as an Industrial Officer with the ANMF, I believe that those vacancies are 

likely to be significantly fewer if the Award wages were very substantially 

higher and consequently the quality and safety of the care delivered would be 

enhanced.” 

700. And finally, Paul Gilbert (Victorian Assistant Secretary, ANMF) said as follows at [70] 

and [77]: 

“70. The Royal Commission concluded, aged care nurses and carers are 

overworked, understaffed and undervalued. They found (volume 1 page 75): 

We have found that Australia’s aged care system is understaffed and 

the workforce underpaid and undertrained. Too often there are not 

enough staff members, particularly nurses, in home and residential 

aged care. In addition, the mix of staff who provide aged care is not 

matched to the needs of older people. Aged care workers often lack 

sufficient skills and training to cater for the needs of older people 

receiving aged care services. Inadequate staffing levels, skill mix and 

training are principal causes of substandard care in the current system. 

The sector has difficulty attracting and retaining well-skilled people 

due to: low wages and poor employment conditions; lack of 

investment in staff and, in particular, staff training; limited 

opportunities to progress or be promoted; and no career pathways. All 

too often, and despite best intentions, aged care workers simply do not 

have the requisite time, knowledge, skill and support to deliver high 

quality care.  

These conclusions by the Royal Commission are reflective of the answers to 

our survey, which was one of a number conducted before and during the Royal 

Commission hearings. 

This is the environment in which carers and nurses have been working over the 

last 20 years. Aged care was never a perfect system, but the dramatic changes 

I have observed in the last 15 or more years have meant that the system is far 

worse than it was. 

From the late 90s to about 2012 changes to the system made working and 

caring extremely difficult in residential aged care. These changes include the 

reduction in numbers of staff per resident, the hollowing out of the workforce 
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(the decrease in nurses compared to the increase in carers/PCWs as a 

proportion of the workforce), the increasing acuity and frailty of those entering 

residential aged care, the changes to the layout and design of buildings that has 

made monitoring residents harder and workload even heavier, increases in 

regulation and changes to models of care (consumer directed care and 

consumer choice for example). Some of these changes are to be welcomed. 

However, from my perspective the combined effect has been to make aged care 

nursing and care today harder, more complex and more stressful than it was in 

2000. 

77. CEDA make a number of recommendations (pages 21-23) which echo 

those of the Royal Commission, including that unions, employers and the 

Federal Government should collaborate to increase award wages in the sector. 

They conclude that: 

At a bare minimum, wages should be comparable to those in adjacent 

industries such as health and disability. This would ensure that workers 

choose a career based on their skills and attraction to the sector, as 

opposed to the higher salaries of other caring sectors. However, this is 

unlikely to be enough to attract and retain quality workers. Wages 

should also rise as workers gain more skills and responsibility. There 

needs to be clearer paths to career progression, with commensurate 

increases in pay. 

Experience overseas also suggests that wage increases lead to 

improved retention, attraction and longer tenure, but must be properly 

funded and regulated, or they can lead to lower working hours or 

increased workloads for staff. Increasing wages by 25 per cent would 

entail significant cost, but as outlined earlier, the enormous challenge 

to boost retention and attract new staff requires a substantial wage 

increase. Available analysis suggests a wage rise of 25 per cent for 

personal-care workers would cost $2.2 billion over four years at 

current staffing levels. 

I agree with the Royal Commission and with CEDA that there needs to be a 

major boost to wages across the aged care sector to attract and retain staff as 

well as make it the fulfilling career choice that it once was. Increased wages 

are part of the matrix of improvements–along with better staffing, career 

progression, better education and training, more professional management–

that is needed to produce a workforce capable of delivering first rate care.” 

Evidence of employer witnesses 

701. In cross-examination, Paul Sadler (CEO, ACSA) was taken to some statements made 

by the Australian Aged Care Collaboration.  That is a legal entity which advances public 

positions on behalf of aged-care employer organisations including ACSA, LASA, and 

the four faith-based peak bodies for the Anglicans, Catholics, Uniting, and Baptist 

Churches (PN12222–PN12224).  Amongst other things, that organisation expressed the 

view that the key to fixing or solving the crisis of difficulty in attracting and retaining 

sufficient and appropriate staff in both residential and home aged care is pay 

(PN12375).  Mr Sadler continued to say as follows: 
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“The Australian Aged Care Collaboration has been very clear for many, many 

months now that there is a need for this Fair Work Commission work value 

case to proceed for it to make a determination of how wages should be adjusted 

to reflect the work value of our aged care workforce, that we believe that that 

will require an increase in wages for aged care staff, and that it is very 

important then that the Federal Government, whoever that is post 21 May, 

actually fully funds the outcome of that decision that the Fair Work 

Commission will make.” 

Findings of the Royal Commission 

702. A fair and powerful summary of the conditions of aged-care work appears at [IR.1.89] 

(emphasis added) (see also [FR.2.213]): 

“We have heard about an aged care workforce under pressure. Intense, task-

driven regimes govern the lives of both those receiving care and those 

delivering it. While there are exceptions, most nurses, carer workers and allied 

health practitioners delivering care are doing their best in extremely trying 

circumstances where there are constraints on their time and on the resources 

available to them. This has been vividly described by the former and current 

aged care staff who have given evidence. 

The aged care sector suffers from severe difficulties in recruiting and retaining 

staff. Workloads are heavy. Pay and conditions are poor, signalling that 

working in aged care is not a valued occupation. Innovation is stymied. 

Education and training are patchy and there is no defined career path for staff. 

Leadership is lacking. Major change is necessary to deliver the certainty and 

working environment that staff need to deliver great quality care.” 

703. It is not surprising, the Royal Commission found, that “staff leave the sector because 

of dissatisfaction with remuneration, income insecurity, and excessive and stressful 

work demands.”  This is in circumstances where nurses and AINs / PCWs in the aged-

care sector earn 10 or 15 per cent less than their colleagues in other sectors (including 

acute health) ([IR.1.229], see also [FR.1.128]). 

704. These findings reflect the evidence of ANMF witnesses, many of whom say (as outlined 

above) that they work in aged-care not because of the pay (which is dismal) but because 

of their passion for the work.  Pay that accurately matched work value of particular 

work would attract more than just those persons who are intrinsically drawn to that 

work.  Instead, including due to the paucity of pay, “[d]ifficulties arise in identifying, 

recruiting, training and retaining suitable skilled staff” ([IR.1.186]). 

705. A similar finding appears at [IR.1.218], noting also the estimated need for the aged care 

workforce to double by 2050 in order to accommodate the need for aged care services.  

More reference to difficulties in attraction and retention appears at [IR.1.221].  Not at 
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all surprisingly, the Royal Commission received evidence that lifting wages to acute-

sector levels assisted in attracting more staff ([FR.2.214]). 

706. The evidence outlined in these submissions echoes the findings of the Royal 

Commission at [IR.1.230], including that “aged care workers often experience 

excessive work demands and time pressure to deliver care.”  For care workers, 

“inadequate staffing levels mean that they are overworked, rushed and generally under 

pressure.” 

707. At [FR.1.40], the Royal Commission observed that, “[a]ged care is a worthy 

profession, and it needs to be appreciated as the key means to keep the aged care system 

safe and of high quality.”  Evidence from ANMF witnesses to the effect that they do 

not feel appreciated (except, in some cases, by their colleagues and aged care residents 

themselves) has been summarised above.  Their work is not respected.  This is in part 

because low wages cause society (wrongly) to regard aged-care as a low-status 

occupation ([FR.2.214], see also [FR.1.125]). 

708. “The staff in aged care are poorly paid for their difficult and important work” 

([FR.1.124]).  There is a gap between their wages and the wages paid to colleagues in 

acute health ([IR.1.229], see also [FR.1.128]).  Successive governments have made 

several failed attempts to address that gap by providing funds to providers in the hope 

they would be passed on to workers by way of increased wages, but they were not 

passed on ([FR.1.128], see also [FR.3A.414]).  An Aged Care Workforce Strategy 

Taskforce recommended that “industry develop a strategy to support the transition of 

personal care workers and nurses to pay rates that better reflect their value and 

contribution to delivering care outcomes,” but this did not work either ([FR.3A.414]). 

709. Aged care is understaffed and the workforce underpaid ([FR.2.211]).  These are not 

new issues ([FR.2.211]).  After the removal of an obligation to spend a particular 

proportion of funding on direct-care staffing, many aged-care providers contain labour 

costs by replacing nurses with AINs / PCWs ([FR.2.211])—the result of which, as 

appears from ANMF witnesses’ evidence, is that fewer nurses are carrying the burden 

of nurse’s work between them, and AINs / PCWs are performing work that would 

formerly have been performed by nurses (increasing the value of all of their work). 
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710. As stated at the outset of these submissions, so significant was this problem seen to be 

that it was the subject of two recommendations.  The Royal Commission opined that in 

its view, “the Australian Government, providers and unions must work together to 

improve pay for aged care workers” ([FR.1.128]).  Elsewhere, it said that “the 

Australian Government and providers have a responsibility to lift the employment 

conditions and the status of aged care workers,” rather than relying on the commitment 

and goodwill of workers to build the aged care workforce ([FR.2.214]). 

711. Whether there exist work value reasons justifying an increase in the award rates payable 

to direct care workers is the ultimate issue for the FWC.  However, were it to accept 

that such an increase were justified it would not be alone.  At [FR.3A.371], the Royal 

Commission opined, based on the “extensive evidence before [it] about the work 

performed by personal care workers and nurses in both home care and residential care, 

… all three of the section 157(2A) reasons may well justify an across-the-board 

increase in the minimum pay rates under the applicable awards” ([FR.3A.416]). 

712. “A Matter of Care–Australia’s Aged Care Workforce Strategy” (2018)617 describes the 

aged care workforce as being significantly underpaid and undervalued for their work 

for reasons that include gender and the inherent lack of value of caring roles. 618  

Comparative pay analysis undertaken for the taskforce confirms the comparatively low-

paid status of nurses and PCWs employed in aged care.619  

Relevance of this evidence to work value 

713. The evidence and material before the FWC is abundantly clear.  Wages in aged care are 

not high enough to attract and retain the number of skilled workers needed to deliver 

safe and quality care.  Minimum award wages of nurses are significantly lower than in 

the acute health sector, making aged care a less attractive choice for nurses. Minimum 

award wages of PCWs are significantly lower than for disability support workers.   

714. Workforce participants are conducting their own assessment of the work value of direct 

care work.  As submitted at [256] above, labour supply constraints that exacerbate staff 

shortages and inadequate skill mix increase the intensity and work requirements of 

617  A Matter of Care Australia’s Aged Care Workforce Strategy, Aged Care Workforce Strategy Taskforce, 

June 2018 (ANMF 27) (“A Matter of Care”). 
618  A Matter of Care at p. 5, 18 and 90. 
619  A Matter of Care at p. 91. 
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existing staff.  These are matters “related to” the nature of the work, the responsibilities 

involved and the conditions under which the work is performed.  The evidence supports 

a conclusion that work intensity has been affected by staff shortages and that “working 

up” in relation to greater responsibility and increased skill demands has been a major 

and transformative feature of the changes in work and work requirements in recent 

years. 

715. As a result, direct care workers are leaving the industry and new entrants are choosing 

to pursue careers elsewhere. The increase in the minimum wages sought by the ANMF 

is justified by work value reasons and necessary to attract and retain the number of 

skilled workers needed to deliver safe and quality aged care. 

E.14 Gendered nature of the workforce - Lay Evidence Report Part D.14 

716. The gendered nature of the aged-care workforce was a subject of the ANMF’s expert 

evidence.  Rather than deal with the import of that evidence here, this Part E.14 will 

largely be limited to setting out the evidence establishing the (uncontroversial) fact that 

women are the overwhelming majority of the workforce, and the submissions of some 

of the parties as to the salience of that fact.  The expert evidence will be addressed 

separately, in Part F below. 

717. Uniting, in its submission, submits that there has been an “inherent under-valuing of 

caring roles and roles undertaken by female workers,” which “no doubt contribute to 

the pervasive acceptance by many key stakeholders of lower wages in the sector.”620 

718. The State of Victoria notes that the direct care workforce is one of the largest and fastest 

growing sectors in the State, that it is largely female, and that there is a substantial 

gender pay gap.621 

719. The Lay Evidence Report identified evidence to the effect that the workforce in aged 

care, in both residential facilities and home care settings is overwhelmingly female (at 

[626]).  The ANMF adopts Lay Evidence Report [626]–[637].  This contains extracts 

from, or references to, the evidence of (inter alios) Linda Hardman (AIN / PCW) at 

620  Submissions of Uniting (tab 131 page 3122). 
621  Submissions of Victoria at [42] (tab 134 page 3143). 
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[68]–[70], Rose Nasemena (AIN / PCW) at [56], Wendy Knights (EN) at [94], and 

Jocelyn Hofman (RN) at [17]. 

720. Kevin Crank (Industrial Officer, ANMF) set out in Annexure KC-3 to his statement a 

list of enterprise agreements approved by the Commission since 18 October 2019 with 

a table containing some demographic information in regard to the employees covered 

(see also at [20]).622  The unchallenged evidence of Mr Crank is that 88 per cent of 

employees in relevant workplaces were female (at [20]), and a high proportion were 

casual.  Review of Annexure KC-3 bears this out: there are some (smaller) workplaces 

where literally every employee covered by the agreement is female; 623  larger 

workplaces are still overwhelmingly female;624 it is not unusual for a quarter or even a 

half of workers to be casual, and in some cases an overwhelming majority of workers 

are casuals.625 

721. In 2016, the NILS Report identified that 87 percent of the residential aged care direct 

care workforce were female.  By occupational group at that time: 

(1) 87.6 per cent of RNs were female;  

(2) 91.4 per cent of ENs were female;  

(3) 86.2 per cent of AINs / PCWs were female.626 

722. The 2020 Census Report identified that 86 per cent of the aged care workforce in direct 

care roles identify as female.627 

723. The 2016, the NILS Report also identified 89 per cent of the direct care workforce in 

home and community aged care was female.628 

622  Statement of Kevin Crank dated 29 October 2021 (tab 185 page 10759). 
623  Jimbelunga Nursing Centre, Karuna Hospice Service. 
624  See, e.g., Regis Aged Care, Lutheran Services (Qld), Wesley Mission Queensland, Ozcare. 
625  An example of this latter category is Pine Lodge, where 45 out of 52 covered employees were casuals, 

and the remaining seven were part-timers.  At Laura Johnson Home, 31 out of 52 employees were casuals, 

and 15 of the remaining 21 were part-timers. 
626  NILS 2016 at 127 (figure 3.4) and Amended Witness Statement of Annie Butler dated 2 May 2022 at 

[72].] (tab 181 page 9252). 
627  2020 Census Report, 15; Amended Witness Statement of Annie Butler dated 2 May 2022 at [87].] 

(tab 181 page 9255). 
628  NILS 2016, 74; Amended Witness Statement of Annie Butler dated 2 May 2022 at [103].] (tab 181 

page 9259). 
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Findings of the Royal Commission 

724. The Royal Commission [FR.2.29] identified that as at 2016, 87 per cent of direct-care 

workers in residential aged care, and 89 per cent in home care, were women. 

Relevance of this evidence to work value 

725. The direct care workforce is predominantly and overwhelmingly female.  Moreover, 

the nature of the work, level of skill and responsibility and conditions under which the 

work is done reflect what is historically seen as “women’s work”. 

726. Numerous frontline workers express the opinion that their work is undervalued, in part, 

because of the gendered nature of the workforce.  That evidence is supported by the 

expert evidence contained in the Smith/Lyons Report and in the Junor Report as are 

discussed further below. 

E.15 Inherent value of the work - Lay Evidence Report Part D.15 

The Lay Evidence Report 

727. The Lay Evidence Report identified evidence from lay witnesses about why they love 

working in the aged care industry even though they believe the wages to be too low 

(at [638]).  Evidence was also identified of residents not having visitors and employees 

providing care and support and human contact which was relied upon heavily by 

residents and community care clients (at [639]). 

728. The ANMF adopts Lay Evidence Report [638]–[648].  This part of the report includes 

extracts from and references to the evidence of (inter alios) Dianne Power (AIN / PCW) 

at [37], and Rose Nasemena (AIN / PCW) at [41]. 

Evidence of other Frontline Workers 

729. In a similar vein to the evidence extracted in the Lay Evidence Report, Pauline Breen 

(RN) described (at [13]) her satisfaction in seeing patients achieve better health 

outcomes.629  She feels that her work is valued by patients and families, but not her 

employer (at [28]).630  Her work is not understood by the community at large (at 

[32]).631 

629  Statement of Pauline Breen dated 29 October 2021 (tab 266 page 10349). 
630  Statement of Pauline Breen dated 29 October 2021 (tab 266 page 10352). 
631  Statement of Pauline Breen dated 29 October 2021 (tab 266 page 10352–10353). 
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730. Hazel Bucher (NP) did not feel that her role was yet valued by health professionals who 

generally do not understand it (at [51]).  She further considered that there is a lot of 

social rhetoric about the value of older people, but there is then less commitment from 

Government in terms of actually spending the necessary money to improve their worlds 

(at [52]).632 

731. Linda Hardman (AIN / PCW) said as follows in regard to the community’s 

understanding (or lack thereof) of aged care work, at [68]–[69]: 

“68. The community doesn’t really understand aged care work. It isn’t until a 

community member has a relative or friend in aged care they realise the 

deficiency in the system. They often do not know that until they have a family 

member in aged care or they end up being a resident in aged care. 

69. I do not think that the community understands what goes into properly-

performed aged care. Even families that come into the facility have an 

expectation that it should be possible for their mother or father to be brought 

to, say, the dining room straight away. They do not know that, for example, 

someone might have had a fall, someone needs to be put onto a hoist, someone 

needs to be taken off the toilet, or similar. If when someone comes to visit there 

are three or four people on the toilet, then we have to attend to that before we 

can walk another person down to the dining room. There are too few AINs to 

do all of these things at once. Sometimes we get verbal abuse from families. 

This, of course, causes upset and stress. Based on the things that have been said 

to me by families, I think this comes from a lack of understanding about the 

aged care sector and the workload, and sometimes from unrealistic promises 

made by management” 

732. Ms Hardman went on to say, at [73], that she does feel valued by residents, and at [75] 

that she feels valued by other aged-care workers—who know what the job is like.633  

Ms Hardman also said this, in regard the public perception of aged care (at [76]):634 

“I, and other aged care workers with whom I’ve spoken, feel a little let down 

by the Royal Commission. I had hoped that it would come through more in the 

media coverage what it is like to be on the floor in terms of the work pressure 

and time pressure. We are working our guts out to provide quality care, and we 

were hoping that would come out, and maybe some recognition that we are 

undervalued and underappreciated. Instead when you see aged care in the 

media, it is usually negative.” 

733. Suzanne Hewson (EN) said (at [30]–[32]) that she started working in aged care because 

she wanted to make a difference to people, but sometimes feels like a cog in a machine, 

as though she is taken for granted and undervalued.  It is constantly demanded that aged 

632  Statement of Hazel Bucher dated 29 October 2021 (tab 259 page 13129). 
633  Statement of Linda Hardman dated 20 October 2021 (tab 263 page 13274). 
634  Statement of Linda Hardman dated 20 October 2021 (tab 263 page 13274). 
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care workers do more with less.  Staff work extra hours without pay, physically and 

mentally exhaust themselves, and go out of their way to improve by doing extra 

training.  This is to better assist residents, but none of it is recognised or valued.635 

Findings of the Royal Commission 

734. Staff who are “succeeding” within this context are doing so “due to their own passion 

and dedication,” where the aged care system “provides no incentive or encouragement 

for these achievements” ([IR.1.9]).  At [IR.1.229], the Royal Commission found that, 

“an intrinsic interest in caring for older people is a common motivator for many people 

working in aged care,” but that many workers see it as a stepping stone to the acute 

health sector. 

735. Commissioner Briggs, in her overview of the findings of the Royal Commission,  says 

at [FR.1.40] “Aged care is a worthy profession, and it needs to be appreciated as the 

key means to keep the aged care system safe and of high quality. And at at [FR.1.40] 

“The community as a whole needs to reflect upon the value of aged care workers and 

the essential nature of the work they do, and to pay them accordingly.” 

736. Chapter 12 “The Aged Care Workforce” [FR.3A.437] concludes with the following:  

“We reflect on the words of the late Commissioner Tracey, following evidence 

given by four aged care workers:  

We are enormously grateful to you for bringing us stories from the 

coalface and giving us a better understanding of what it is like to 

provide quality care to the aged in this community. And the dedication 

that you display on a day-to-day basis is something that this 

community must be exceedingly grateful for. 

We agree. Gratitude must mean something in real terms. It must mean that the 

work of caring for older people is valued.” 

Relevance of this evidence to work value 

737. The nature of the work performed by direct care workers is such that they have a 

profound effect on the lives of residents and clients every day.  The evidence establishes 

that direct care workers make incredible contributions to the physical and emotional 

wellbeing of vulnerable recipients of aged care.  They perform important services for 

human beings, not objects, and provide a benefit to community broadly.  These are 

635  Statement of Suzanne Hewson dated 29 October 2021 (tab 270 page 13423). 
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matters related to the nature of the work.   The significance of the nature of this work 

cannot be overstated.   

738. The value of this work must be recognised.  The industry should not (and cannot) simply 

rely on employees who perform the work because of their own passion and dedication. 

E.16 COVID-19 

The Lay Evidence Report 

739. The Lay Evidence Report noted that there was also a great deal of detailed evidence 

from lay witnesses about the impact of the COVID-19 pandemic on the employees and 

their workplaces.  This included evidence about the additional stress it placed on staff, 

residents and clients, the difficulties of working in PPE, the higher emotional toll and 

the additional pressure felt by care staff assisting residents and clients who were 

distressed and more isolated than usual.  However, the Lay Evidence Report did not 

develop this theme in circumstances where it was said that the extent to which these 

matters would be ongoing was not yet known (at [3]). 

740. The ANMF’s submission is that this evidence is relevant to work value, for basically 

two reasons.  First, COVID-19 is not a temporary event.  As at the date of writing this 

submission, it has been a material reality in Australia for more than 2.5 years.  The 

Commission could take notice of the fact that daily cases are once again on the rise in 

various Australian States, that new variants are emerging several times each year, that 

COVID-19 outbreaks continue to occur in aged-care facilities, and that whey they do 

they result in serious illness and sometimes death. 

741. Second, and relatedly to this last point, the evidence before the Commission establishes 

that COVID-19 has caused permanent changes in the way that infection prevention and 

control is dealt with in aged care.  This is detailed below. 

Evidence of officials 

742. Unlike in other sub-parts of this Part E, it is convenient to start with the evidence of 

union officials, and in particular with the evidence of Kathryn Chrisfield (Occupational 

Health and Safety Team Manager, ANMF).  At [51]–[58], Ms Chrisfield says (inter 

alia) the following: 
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(1) that there has been a substantive increase in the focus on infection prevention 

and control (“IPC”) throughout COVID-19, whereas pre-COVID-19 there had 

been little consideration of prevention of outbreaks and scarce consideration to 

learnings from outbreaks; 

(2) that there have been various industry stakeholder groups for a COVID-19 

response, including Victorian Government groups; 

(3) that IPC practices have had to be quickly and efficiently improved during 

COVID-19, and requirements to maintain currency of knowledge around IPC 

principles; 

(4) that each aged care facility is now required by the Aged Care Quality and Safety 

Commission to have an IPC lead within their service, whose role is to maintain 

oversight of IPC practices at the facility together with other matters; 

(5) that this role will continue to be required post-COVID-19, and will hopefully 

reduce the level of gastroenteritis and influenza outbreaks in aged care. 

743. This last notion—that changes in the approach to infection prevention and control will 

remain a part of aged care practice even if an era is reached that can be described as 

post-COVID (the current time not being that era)—is supported by the evidence of 

Mark Sewell: 

“PN12900 

Would you also agree, is it also the case that from your experience at Warrigal 

at least that the pandemic has taught lessons in relation to infection control 

procedures generally in aged care, outside of COVID specifically?---Yes, all 

our staff are now required to be infection control aware and follow the expertise 

of the infection control advisors. 

PN12901 

Those are lessons which you, Warrigal at least, would wish to incorporate into 

the general provision of aged care services going forward, irrespective of what 

happens with COVID in coming years?---I think, yes, definitely.” 

744. Andrew Venosta’s evidence is that infection control has always been a part of aged care 

and that the regulatory focus, compliance requirements, documentation, reporting and 

training around infection control and outbreaks have increased markedly in the last 20 
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years.  This is especially so now as a result of the COVID-19 pandemic.636  Since the 

onset of the COVID-19 pandemic, he has witnessed the challenges of infection control 

coming to a head with an even greater need for specific training regarding advanced 

PPE and lockdown procedures, screening of staff and visitors, workforce management 

issues, and extraordinary pressure and stress on staff. He describes supporting members 

of the ANMF working in the aged care sector in his role as an Industrial Officer on 

many occasions with respect to issues such as unavailability of PPE in the workplace, 

inadequacy of infection control training, single site employment arrangements, 

underpayment of dual employment subsidies, and issues related to suspected exposure 

to COVID-19.637 

Evidence of other Frontline Workers 

745. Pauline Breen (RN) says (at [27]) that the work is more hazardous as a result of 

COVID-19 including now needing to use PPE such as masks, gloves, and sanitiser for 

wound care and to attend to catheters.638 

746. Hazel Bucher (RN) said (at [50]) that COVID-19 has increased the isolation of 

residents, and increases the difficulty of dealing with residents affected by dementia, 

since such residents rely heavily on facial expressions for communication.639 

747. Linda Hardman (AIN / PCW) said (at [74]) that the emotional demands of the job are 

heightened as a result of COVID-19.  It has been harder for families to visit, which 

means that, in order to provide proper care, she spends an extra five or ten minutes with 

residents.  Sometimes they cry and need “some TLC.”  That is harder to fit in with other 

work.640 

748. Jocelyn Hofman (RN) (at [44]), like Ms Breen, refers to the changed PPE requirements, 

and the additional work (e.g., taking temperatures) which places her under time 

pressure.  Like Ms Bucher, Ms Hofman notes that wearing masks affects her ability to 

communicate with residents with hearing impairment and cognitive issues.  Social 

636  Amended Witness statement of Andrew Venosta, dated 3 May 2022 at [77] (tab 188 page 11138). 
637  Amended Witness statement of Andrew Venosta, dated 3 May 2022 at [75]–[76] (tab 188 page 11138). 
638  Statement of Pauline Breen dated 29 October 2021 (tab 266 page 13352). 
639  Statement of Hazel Bucher dated 29 October 2021 (tab 259 page 13129). 
640  Statement of Linda Hardman dated 20 October 2021 (tab 263 page 13274). 
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interaction with families are affected, so more time is spent communicating with 

families.641  Ms Hofman is responsible for COVID-19-screening visitors (PN9623). 

749. Wendy Knights (EN) says (at [74]–[75]) that there is now much more focus on infection 

control, hand hygiene, and documentation, especially since the on-set of COVID-19.  

This is good practice, but slows down each assessment and task.  At [80]–[81] (see also 

[93), Ms Knights refers to the need to perform daily health checks and temperature 

testing, and to increased PPE requirements.  Ms Knights, like others, refers to the need 

for aged-care workers to provide emotional support to residents.  They need to make 

time in shifts to give people attention because activities are not as frequent.642 

750. Christine Spangler (AIN / PCW) (at [37]–[39]) refers to the difficulties in 

communication caused by masks, to it being hard on visitors and families (especially 

during lockdowns), and to families becoming upset (and sometimes conflicts 

occurring), which has added to the mental toll on staff.643 

751. Lisa Bayram (RN) described the introduction of significant infection control measures 

at her facility as a result of COVID-19.644  She said that the COVID-19 requirements 

have added extra tasks for all staff.645  She describes that during the 2020 COVID-19 

lockdown her facility had five or six people in isolation at any given time because of 

new admissions, residents returning from hospital or residents showing symptoms. 

When entering the rooms of a resident in isolation, staff were required to put on full 

PPE.  Two residents who were going off site for dialysis during this period were in 

isolation at all times. Any resident who got a cold was required to be treated as a 

suspected COVID case. Ms Bayram said that his meant a lot more layers of process to 

get the same work done and a much higher level of understanding of the risks and the 

need to do it 100 per cent right, especially among the EN and AIN / PCW group.646  

752. Ms Bayram also gave evidence that COVID-19 presented a large challenge for the 

provision of social support.  She says that for residents who were cognitively intact, the 

lack of family contact had significant impact on their life and that staff were trying to 

641  Statement of Jocelyn Hofman dated 29 October 2021 (tab 261 page 13158). 
642  Statement of Wendy Knights dated 29 October 2021 (tab 272 page13450). 
643  Statement of Christine Spangler dated 29 October 2021 (tab 257 page 13018–13019). 
644  Witness Statement of Lisa Bayram dated 29 October 2021 at [54].] (tab 262 page 13235). 
645  Witness Statement of Lisa Bayram dated 29 October 2021 at [55].] (tab 262 page 13235). 
646  Witness Statement of Lisa Bayram dated 29 October 2021 at [57].] (tab 262 page 13236). 
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fill that gap. She described staff, especially the PCAs, getting emotionally closer to the 

residents which created its own issues.  She also describes the need for PCAs to manage 

the remote contact as well as the increased emotions of window visits, noting that there 

is sometimes an increased emotional response that residents have after having had 

remote contact or window visits.647 

753. Ms Bayram says that a result of COVID-19, there has been a significant increase in 

infection control training and that this is ongoing.648 

754. The evidence of Sheree Clarke (AIN) is that she feels that the need to spend time with 

residents is greater now due to COVID-19 where because of COVID-19, residents have 

had less family interaction. She describes her observations of residents needing human 

interaction649 of residents in more distress which she believes to be a result on the 

restrictions on visitors.650  

755. Virginia Mashford (AIN) gave evidence that she noticed that residents wanted to spend 

more time with staff during COVID-19 lockdowns when residents didn’t have 

interaction with families.  She describes that sadness and withdrawal among the 

residents became more obvious.651  

756. Rose Nasemena (AIN) describes many residents as depressed where they haven’t seen 

their families regularly during COVID-19.  Her evidence is that they would often cry 

but became more used to very few visitors and to talking on the computer at an allocated 

time.  Her evidence is that everyone in the team has had to deal with a lot more of the 

emotional side of residents and psychological ups and downs associated with COVID-

19.652 

757. The evidence of Ms Nasemena is that COVID-19 has made the work harder because 

everyone is so tired and has their own issues and health problems to deal with as well.  

647   Witness Statement of Lisa Bayram dated 29 October 2021 at [64].] (tab 262 page 13237). 
648  Witness Statement of Lisa Bayram dated 29 October 2021 at [79].] (tab 262 page 13241). 
649  Witness Statement of Sheree Clarke dated 29 October 2021 at [78].] (tab 268 page 13376). 
650  Witness Statement of Sheree Clarke dated 29 October 2021 at [82].] (tab 268 page 13376). 
651  Amended Witness Statement of Virginia Mashford, dated 6 May 2022 at [60].] (tab 271 page 13435–

13436). 
652  Amended witness statement of Rose Nasemena, 6 May 2022 at [42] (tab 267 page 13361). 
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She says that if someone has an infection and is a suspected COVID, or comes back 

from the hospital, staff need to don and doff PPE properly in the right order.653 

758. The evidence of Dianne Power (AIN / PCW) is that COVID-19 has been difficult for 

everyone. She describes stages where staff had to wear PPE at all  times in the facility. 

She describes a lot more instances of residents being confined to their rooms because 

they had a runny nose because residents with COVID-19 symptoms were required to 

be put into quarantine. She says that all staff are required to wear full PPE to see a 

resident in quarantine. This involves wearing a gown, gloves, mask and eye shield. 

These have to be put on and taken off and disposed of in a specific order. This, she says, 

is a lot to go through just to take a resident a cup of tea.654 

759. During lockdowns, Ms Power noticed that residents became more emotionally reliant 

on her and her colleagues. Residents expected staff, especially AINs, to become more 

like their family. She says that this put pressure on AINs and impacted on residents’ 

mental health.655  

760. Stephen Voogt, (Nurse Practitioner in Gerontology) has identified a lot more isolation 

of residents from families and social supports arising from COVID-19. He says that the 

increased need for psychological support of residents particularly during the pandemic 

has fallen onto all levels of staff within the facility.656  

761. Mr Voogt gives evidence about his involved in the management of COVID-19 

outbreaks within residential aged care facilities.  He identifies some aspects of these 

experiences have been identical, namely:  

(1) the working environment is extremely stressful, being the most stressful he has 

experienced;  

(2) there has been severe human resource depletion and availability; and  

(3) the outcomes have been heart breaking for residents, family and staff.657 

653  Amended witness statement of Rose Nasemena, 6 May 2022 at [49] (tab 267 page 13361). 
654  Witness Statement of Dianne Power, 29 October 2021 at [85] (tab 258 page 13114). 
655  Witness statement of Dianne Power, 29 October 2021 at [86] (tab 258 page 13114). 
656  Amended witness statement of Stephen Voogt, 9 May 2022 at [63] (tab 269 page 13402). 
657  Amended witness statement of Stephen Voogt, 9 May 2022 at [67] (tab 269 page 13402). 
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762. However, Mr Voogt has also observed the work by nursing and care staff in those  

conditions, identifying: 

(1) The stress of having to look after acutely/severely unwell residents with limited 

resources; 

(2) Continual lack of/short staffing, working 12 hours days in full PPE with 

minimal breaks; 

(3) Some of the RNs working 5 days straight 12 hours; 

(4) Staff having to endure the negativity from government departments, the media 

and the public about COVID-19 and criticism of residential aged care facilities; 

and 

(5) In the 2020 outbreak there were no vaccines and still little known about COVID-

19, staff put themselves in harm’s way, risking their own health for the residents 

where staff in residential aged care facilities are less well-resourced than the 

acute public health sector.658 

Evidence of employer witnesses 

763. Mark Sewell (CEO, Warrigal) agreed that, as far as aged care was concerned, concerns 

about the COVID-19 pandemic were as critical as they have been (PN12897).  He 

observed that, as the community relaxes its restrictions, the restrictions in aged care 

arguably could become even tighter (PN12897).  Warrigal’s PPE and infection control 

procedures remain as stringent as they have been throughout the past few years 

(PN12898), and Mr Sewell thought that these procedures would certainly not change 

for the remainder of this year (PN12899). 

764. Further, Mr Sewell explained, Warrigal’s experience in the pandemic has  taught 

lessons in relation to infection control generally, outside of COVID-19 specifically 

(PN12900), which Warrigal would wish to incorporate into the general provision of 

aged care going forward, irrespective of what happens with COVID-19 (PN12901). 

658  Amended witness statement of Stephen Voogt, 9 May 2022 at [69] (tab 269 page 13403). 
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Findings of the Royal Commission 

765. In response to the COVID-19 pandemic and its impact on residential aged care, the 

Royal Commission produced an additional report “Aged care and COVID-19: a special 

report” The report describes the impact on the aged care workforce as a result of 

working throughout the pandemic [SR.1]  

“We heard evidence of the effect of the pandemic on those working in aged 

care. The Interim Report noted that the aged care workforce is under-resourced 

and overworked. It is now also traumatised. Care workers develop close 

relationships with residents. Many are grieving for residents who have died 

after contracting COVID-19. Others are anxious about bringing the virus into 

their work place or home to loved ones.”  

Relevance of this evidence to work value 

766. COVID-19 has had a substantial impact on the nature of the work performed by direct 

care workers, the skill and responsibility involved in doing that work and the conditions 

under which that work is done.   Some of that impact arises as a result of permanent 

changes resulting from COVID-19 protocols.  Whilst other aspects of this impact are 

directly tied to the continuation of COVID-19, the pandemic currently remains on foot 

with outbreaks continuing to occur in aged-care facilities. 

767. The nature of work in aged care during COVID-19 has been, and continues to be more 

difficult, more stressful and more dangerous.  It is more difficult where workers are 

required to perform additional tasks and wear PPE.  This also makes the work more 

stressful, as does the need to perform this work short staffed and the additional 

emotional needs of residents.  It is more dangerous in circumstances where the risk of 

contracting COVID-19 has been magnified for care workers whose work involves close 

contact with residents and clients and the unavoidable exposure to bodily fluids. 

768. Work thorough COVID-19 has involved, and will continue to involve, greater levels of 

skills and responsibility with respect to IPC.  Additional skills are also required in 

dealing with the heightened emotional needs of clients and residents and other 

challenges, such as communicating with clients whilst wearing PPE. 

769. The conditions under which the work is done now involve the more stringent IPC, 

including the requirement to weal PPE.  
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F. The ANMF’s expert evidence 

770. The ANMF advanced two expert reports: the Amended Report of Assoc Prof Smith and 

Dr Michael Lyons dated 2 May 2022 and the Amended Report of Hon Assoc Prof Anne 

Junor filed 5 May 2022.   

771. The ANMF’s case is, of course, that the rates of pay for aged-care workers do not reflect 

the work value of the work that they perform.  It will assist the FWC in reaching that 

conclusion of undervaluation to understand why (at least in part) the work is 

undervalued.  This is addressed in the Smith/Lyons Report and in the Junor Report. 

772. At a very high level, in the Smith/Lyons Report the authors outline the gender pay gap 

(“GPG”) and gender-based undervaluation of work in Australia, and the factors that 

contribute to each of these.  They describe the barriers to proper assessment of work 

values in female-dominated industries in Australian industrial tribunals.  They discuss 

matters relevant to whether there is a gender-based undervaluation of aged-care work 

covered by the Aged Care Award and the Nurses Award. 

773. And again at a very high level, the Junor Report helps to explain why there is a gender-

based undervaluation of this aged-care work.  Dr Junor identifies that there are 

particular skills—associated with female-dominated work—that have not traditionally 

been recognised as skills bearing upon the value of work performed—“invisible skills.”  

How this is done and the opinions Dr Junor expresses are detailed below. 

774. These reports, in that light, assist the FWC to come to conclusions urged upon it by the 

ANMF.  Why (as the ANMF asserts) do current pay rates fail to reflect work value?  

For reasons including that there has been a gender-based undervaluation of that work, 

as outlined in the Smith/Lyons Report.  Why has there been a gender-based 

undervaluation of that work?  For reasons including that certain of the skills brought to 

bear in female-dominated industries (like aged care and care more generally) are 

invisible in the sense that they have not traditionally been recognised as valuable skills. 

775. Below appears a more-detailed summary of each of the Smith/Lyons Report and the 

Junor Report. 

F.1 The Smith/Lyons Report 

776. In overview, the authors of the Smith/Lyons Report express the following opinions. 
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777. There is a GPG in Australia, the measurement of which varies depending on what 

dataset is used (see table 1, page 4), but which is persistent ([10]).  A common dataset 

is adult full-time ordinary time average weekly earnings (AWOTE), which yields a 

GPG of 14.2 per cent (table 2, page 5). 

778. Scholarly approaches to identifying the contributing factors to the GPG can broadly be 

divided into the “standard” / “orthodox” approach (on the one hand), and the 

“institutional,” “sociological,” or “heterodox” approach (on the other hand) ([16]).  The 

former assumes that women make a “rational choice” to work in lower-paying 

occupations ([16]); the latter suggests that there is an array of organisational, social, 

and labour-market forces that affect women’s occupational choices ([16]). 

779. The authors prefer the institutional approach, but note even “orthodox” approaches 

which allow that there is a GPG, the most-significant contributing component of which 

is gender discrimination ([24]).  Another significant contributing factor is gender 

segregation as between occupations (i.e., as between female-dominated occupations 

and male-dominated occupations) (see, e.g., [32]–[33]). 

780. Further, the authors are of the view that there has been and continues to be an 

“undervaluation of feminised work and skills” (see at [36], [39], [41]).  This is 

“influenced by social expectations and gendered assumptions about the role of women 

as workers” ([56], see also [59], [60]).  Undervaluation can happen in a number of ways 

(see at [45]–[46]), but in particular (and relevantly to Hon Assoc Prof Junor’s evidence) 

because of the “invisibility” of skills which have historically not been differentiated 

from “social behaviour required to relate to other humans outside the workplace, 

especially children, or the ill, infirmed or aged” ([46]).  For example, undervaluation 

may be based on a “failure to recognise” problem-solving, anticipation of conflict 

situations and other problems, and acting before they occur ([47]).  Another significant 

factor is “sex-based stereotyping” and devaluing of work that is “intrinsically 

‘feminine’ in nature,” such as care-giving, manual dexterity, human relations, and 

working with children ([52]). 

781. Importantly, undervaluation based on these kinds of considerations develop into “social 

norms,” being attitudes or values that shape behaviour and perceptions in a given 

context ([51]).  Norms and regulation are in an overlapping, or mutually-reinforcing, 

relationship ([61]). 
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782. The authors of the Smith/Lyons Report then turn to consideration of the regulatory 

aspect, and in particular approaches by legislators and industrial tribunals to the 

question of equal remuneration and work value ([68] ff).  In summary, from 1972 to 

the present day, legislation and/or the approach of industrial tribunals in each of the 

four “epochs” of regulation (see [71]–[83]) have constituted barriers to addressing or 

reducing gender-based undervaluation of work in female-dominated industries 

(see [84]–[87] in particular, see also [184]).  In relation to work value assessments in 

particular, one such barrier is (and Dr Junor’s evidence goes to this as well) the 

“invisibility” of particular skills when assessing work value in female-dominated 

industries ([93]). 

783. Now, to the particular awards here in question—the Aged Care Award and the Nursing 

Award.  In relation to PCWs covered by the Aged Care Award, the authors of the Smith 

/ Lyons Report opine as follows: the workers are low paid workers ([113]–[118]); that 

low pay cannot be explained by work value reasons ([119]–[123]), in particular because 

the award classification descriptors do not reflect the work and work value of 

contemporary employees ([120]); there has been no work value assessment undertaken 

since the Aged Care Award was promulgated ([132]–[134]); this despite there having 

been significant changes in the work value of aged care employees ([135]–[143]); the 

kinds of “social and emotional” skills that are traditionally overlooked or “invisible” 

include such things as interpersonal skills, emotional skills, caring, compassion, 

empathy, honesty, patience, respect, emotional labour, dementia care, diversity 

awareness, elder abuse awareness, falls risk, infection prevention and control, 

medications, palliative care, and wound care ([136], [140]). 

784. In relation to RNs, ENs, and AINs covered by the Nurses Award, the authors of the 

Smith / Lyons Report opine as follows: while the classification descriptors are better 

than in the Aged Care Award ([149]), there has not been a work value assessment 

attempted in relation to the Award ([151]); again, this is despite work value having 

changed over that time ([153]–[157]); the work involves stress and high workloads, 

emotionally-draining work, application of social skills and emotional labour, time 

management, conflict resolution, and formally-obtained specialist skills ([155], [157]). 
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F.1.1 Cross-examination of Assoc Prof Smith 

785. Assoc Prof Smith was not shaken in cross-examination.  She expressed the opinion that 

“women’s work” has struggled to be identified as skilled work.  Skills can be 

“overlooked or discounted in the worker” (PN3286).  This aligns perfectly with 

Hon Assoc Prof Junor’s evidence, as discussed below. 

786. Otherwise, Assoc Prof Smith was asked to explain certain parts of her opinion, to assist 

the Commission, and she did so in a way that demonstrated her clear expertise in 

relation to the subject matter. 

F.2 The Junor Report 

F.2.1 Overview of approach and structure 

787. Hon Assoc Prof Junor’s main research field is skill identification, particularly in the 

growing and feminised service and care sectors ([5]).  She was asked to apply her 

“Spotlight Tool” to the work performed by RNs, ENs, and AINs / PCWs working in 

aged care, to express opinions in relation to whether those workers brought to bear 

“invisible skills” ([2]).  She analysed work activity descriptors prepared by the aged-

care workers, interviewed those workers, coded the available data, and analysed the 

data for the purpose of expressing her opinions ([6]). 

788. The Spotlight Tool aids in identifying, naming, and classifying invisible skills used in 

service work processes.  “Invisible,” in this context, means “hidden”, “under-defined”, 

“under-specified” or “under-codified” ([10], [138]–[140]).  A skill might be hidden 

because it is diplomatically kept unnoticed or downplayed because it is “behind the 

scenes” ([33], [140(a)]).  A skill might be under-defined because it is hard to pin down 

in words, is non-verbal, or is applied in rapidly-changing situations ([33], [140(b)]).  A 

skill might be under-specified because it is “soft” or “natural” and is misdescribed as 

something innate and personal rather than as a skill ([33], [140(c)]).  A skill might be 

under-codified because it is integrative, or involves interweaving one’s own activities 

with others’ activities ([33], [140(d)]).659 

659  Further description of what is meant by each of these kinds of invisibility appears in Annexure 8 at [16].  

Examples of each kind of invisibility, separated out into classification, are also in Annexure 8—at [21]–

[40] for RNs, [41]–[59] for ENs, and [60]–[74] for AINs / PCWs. 
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789. The Spotlight Tool is designed to reduce unwitting gender bias ([7]).  It measures the 

content and level of skills ([8], [67]–[72]).  It is particularly relevant to care work, which 

has five key criteria ([72]): (1) contribution to physical, mental, social, and/or emotional 

well-being; (2) a primary labour process based on person-to-person relationships; (3) a 

degree of dependency on the part of care recipients based on age, illness, or disability; 

(4) contribution to a human infrastructure that cannot be adequately produced through 

unpaid work or unsubsidised markets; and (5) a predominantly female workforce.  The 

tool’s development and its previous use in expert evidence is described at [11]–[13], 

[73]–[77], and in Annexure 3. 

790. Hon Assoc Prof Junor compiled data to which to apply the Spotlight Tool from two 

sources: first, interviews in which open-ended questions about the characteristics of a 

job are asked and answered and the associated transcripts ([16] and [61]); second, the 

completion of workbooks by the workers, in which the workers identify whether and to 

what extent they are required to bring particular skills to bear in their employment ([17] 

and [61]). In addition, optional written answers to generic open-ended questions were 

used for follow-up interview purposes ([61]).  That data—Primary Material—is set out 

in Annexures 5–8 of the Junor Report.  The detail in regard to the preparation of the 

Primary Material is at [82]–[93]. 

791. Responses were coded to activity descriptors that, in Hon Assoc Prof Junor’s opinion, 

were thought likely to be applicable to the work of aged-care workers ([18]).  On the 

basis of the coded data, Hon Assoc Prof Junor produced “skill profiles.”  The skill 

profiles were visualised in the form of “heatmaps” ([20]). 

792. The heatmaps show the relative incidence, importance, and contribution to work value 

of activities performed by the aged-care workers ([23]).  They indicate the relative 

incidence, importance, and contribution to work value of activities utilising each 

Spotlight skill, and document instances of each skill ([96], Annexure 5). 

793. The skills that are “invisible” are identified in Annexure 8A.  Hon Assoc Prof Junor’s 

annexures also show collaboration across classifications and clustering of skills ([23], 

Annexure 6), evidence of increasing responsibility and effort, compared with 

decreasing conditions of work ([23], Annexure 7]). 
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F.2.2 Identification of skills 

794. Using the Spotlight Tool, Hon Assoc Prof Junor identified three “skill sets,” into which 

were organised nine skills, as follows ([26], Table MR-2 page 22): 

A: Contextualising: Building and shaping awareness 

A1. Sensing contexts or situations 

A2. Monitoring and guiding reactions 

A3. Judging impacts 

B: Connecting — Interacting and relating 

B1. Negotiating boundaries 

B2. Communicating verbally and non-verbally 

B3. Working with diverse people and communities 

C: Coordinating 

C1. Sequencing and combining activities 

C2. Interweaving own activities smoothly with those of others 

C3. Maintaining and/or restoring workflow. 

795. There were 300 countable instances of the utilisation of such skills per individual in 

relation to RNs, 264 for ENs, and 224 for AINs / PCWs ([102]).  Examples of the use 

of these kinds of skills in an aged-care setting can be found in Tables MR-3–MR-5 on 

pages 28–30.  Division of these skills into “hidden,” “under-defined,” “under-

specified,” and “under-codified”, for each of RNs, ENs, and AINs/PCWs, appears from 

[144]–[185]. 

796. One also sees this in Tables MR-3–MR-5 on pages 28–30.  Each of the example skills 

identified in the tables has after it parenthetical abbreviations: “UC,” for “under-

codified,” “UD,” for “under-defined,” “US,” for “under-specified,” and “H,” for 

4256



“hidden.” 660   As Hon Assoc Prof Junor states (Annexure 5, [10]), the types of 

invisibility and their relationship with gender are then explained in Annexure 8. 

797. Hon Assoc Prof Junor’s overall conclusion is as follows ([186]): 

“My overall conclusion is that the work of RNs, ENs and AINs / PCWs is of 

very high impact and social value. It requires the substantial depth and range 

of skills that have been brought to light using the Spotlight framework. I 

consider that the Primary Material, analysed through the evidence set out in 

Annexures 5-8, contains evidence of the pervasive, intensive, and extensive 

use of complex skills that are incompletely visible, as well as evidence of 

under-recognised and undervalued skill, effort and responsibility.” 

798. Each of these skills is exercised at one of five levels ([27]): 1. Orienting; 2. Fluently 

performing; 3. Solving new problems as they arise; 4. Sharing solutions/deploying 

expertise; 5. Creating a system. 

799. Hon Assoc Prof Junor found that these skills were exercised intensively, extensively, 

and a high level of proficiency—predominantly at the level of solution-sharing in the 

case of RNs and at the level of problem-solving for ENs and AINs / PCWs ([28], [97]–

[100]).  Particular clustered applications of skills were in relation to the particular 

challenges of morning, evening, night and community shifts, working with culturally 

and linguistically diverse residents and colleagues, and in working with dementia, co-

morbidities and palliative care ([29]), [106]–[108]). 

800. Aged care work is founded on the “fluent and practised deployment of all nine 

‘Spotlight’ skill elements, and their intensive application in problem-solving and 

collaborative solution-sharing activities requiring a very substantial depth and range 

of skills” ([105]). 

801. Importantly, nearly all of the skills that Hon Assoc Prof Junor identified were: 

(1) likely to be required at relevant classification levels; but (2) not referenced in the 

classification descriptors (see [31], tables thereunder, as well as [123]–[124] and 

Tables MR-3).  Table MR-6 (page 32) contains a list of skills that are brought to bear 

by aged-care workers but which are not reflected in existing classification descriptions.  

And Table MR-7 (pages 33–34) identifies where in the existing classifications the skills 

rendered visible by the application of the Spotlight tool might sit. 

660  On a few occasions the letters “C” and “R” appear without a “U” in front, but these are to be understood 

as meaning “UC” or “UR.”  
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F.2.3 Reason for invisibility of skills 

802. Dr Junor gives three reasons for skills being invisible: first, under-recognition and 

under-valuation on a gender basis; second, biasing factors in the way that skills are 

described; third, under-development of qualification structure and pathways, and 

under-recognition and under-utilisation of skills ([36], see also especially [201]–[212]).  

A fundamental explanation, in short, for the invisibility and under-recognition of the 

skills is that the work is done predominantly by women ([192]).  Hon Assoc Prof Junor 

identifies ways in which the use of skills could be made visible ([37], [198]). 

803. The connection between each kind of invisibility and gender is explained in Annexure 8 

starting at about [77], and is helpfully summarised in Table A8-3, which is set out below 

for ease of reference: 
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F.2.4 Whether current pay rates reflect underlying work value and changes thereto 

804. Hon Assoc Prof Junor opines that there is significant undervaluation of the work of 

RNs, ENs, and AINs/PCWs, based on under-recognition of job size, and under-

recognition of very intensive, extensive and clustered use of under-recognised skills at 

high levels of complexity ([40], [213]–[214]).  She also opines that the work is 

performed under difficult and demanding conditions, which are set out in [41]. 

805. The evidence leads Hon Assoc Prof Junor to express the view that there have been 

“significant changes in work value” ([42]), and “[s]ignificantly increased levels of 

knowledge, technical, social and organisational skill are also required as a result of 

the increase in numbers of residents with serious co-morbidities or in the late stages of 

their life journey and moving towards palliative care” ([43]).  Details of the skills that 

are brought to bear and the intensity of their use appears in particular in Tables MR-8–

MR-10 (page 57), and Table MR-11 (page 59). 

806. Annexure 7 describes an increased prevalence of higher-acuity residents with increased 

co-morbidities, an increased proportion of residents living with dementia, and an 

increased concentration of residents approaching end of life, and requiring palliative 

care.  Interacting with increased levels of acuity and dependency have been the impacts 

of regulatory, policy and funding changes on staffing levels ([111]).  Changes in work 

value are considered based on the primary material and secondary material from [234]–

[243]. 

807. These are some only of the matters that lead Hon Assoc Prof Junor to the opinion that, 

“the current rates of pay for RNs, ENs and AINs/PCWs, both as set out in the Award 

and as agreed through enterprise bargaining, are significantly below underlying work 

value” ([45]). 

F.2.5 Whether undervaluation is based on gender 

808. Drawing on secondary material (which is reviewed and/or referenced in Annexure 9 to 

the Junor Report), Hon Assoc Prof Junor expresses the view that gender segregation 

leads to a lack of visibility and under-recognition of some skills, as a result of lingering 

perceptions of care work as an altruistic vocation ([48], [251] ff).  

Hon Assoc Prof Junor summarises the effect of the growth of “care” work as follows 

([251]): 
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“The growth of care work reflects social trends that have contributed to the 

creation of low-status but skilled service jobs, mostly performed by women who 

have been recruited on the basis of skills acquired outside the labour market 

or formal training system. As a result, the skills in question have tended not to 

be defined as such, but to be “naturalised” to women, perhaps on the basis of 

earlier gender-specialised education and life and prior work experience.” 

809. The Spotlight methodology was designed to identify skills that are invisible for gender 

reasons ([49]).  Since gender-based under-recognition is the basis of invisibility and the 

result is under-valuation, Hon Assoc Prof Junor concludes that gender-based under-

recognition processes have resulted in gender-based undervaluation, so that the skills 

are undervalued on that ground ([49], [257]–[261]). 

810. How it is that gender concentration or segregation leads to undervaluation, in the 

particular context of care work, is explained at [248] ff, by reference to the five “Vs”—

visibility (women’s skills may not be visible), valuation (women’s skills are often not 

valued), vocation (women’s skills are often treated as “natural,” and deriving from their 

“essence” as mothers and carers), value added (women’s work is more likely to be 

labour-intensive, but there may be a tension between “quality” and “productivity”), and 

variance (male work is the “norm,” so women’s work which diverges therefrom may 

be less valued) (Table MR-13, page 66. 

811. In particular, the linkages between the nature of the invisibility of a skill (whether 

“hidden,” “under-defined,” “under-specified,” and “under-codified”), the source of its 

non-recognition, the link to its under-valuation, and its link to gender, is helpfully 

summarised in Table MR-14 (pages 69–70). 

F.2.6 Cross-examination of Hon Assoc Prof Junor 

812. Hon Assoc Prof Junor was not disturbed in cross-examination.  It was put to her, and 

she accepted, that one of the grounds on which a skill might be under-recognised is 

gender (PN3209).  She expressed the (unchallenged) opinion that a more intensive and 

extensive use of complex skills has occurred in the past 20 years in aged-care work 

(PN3224).  She expressed the (unchallenged) opinion that aged-care work was low paid 

in comparison with the distribution of wages generally, in comparison with the national 

minimum wage, in comparison with hospital nursing, and inherently in comparison 

with the size of the job (PN3229–3231). 
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813. In re-examination, Hon Assoc Prof Junor expressed the opinion that interview 

participants were doing a wider range of things in a more intensive way, which is to say 

that their work was more complex, more dense, more intense, and more clustered than 

it had been (PN3240). 

F.3 Use to be made of the expert evidence 

814. The ANMF submits as follows: 

(1) the Commission would act on its preliminary view that the wages in the awards 

the subject of this application have never been properly fixed; 

(2) it is not strictly necessary to make any positive finding that the absence of proper 

fixation was caused by any specific matter (i.e., it need not be found, for 

example, that any fixation, or non-fixation, was the product of gender bias); 

(3) but, in order to avoid double-counting, the Commission may wish to feel 

satisfied that any uplift in wages it grants now does not double-count on any 

previous uplift. 

815. There are, then, two sure ways that the Commission can reach that last-mentioned state 

of satisfaction.  First, double-counting is avoided where an uplift is based on increases 

in the value of work over time, which increases have not been matched by 

commensurate increases in ages.  Much of the purpose of the lengthy Part E above is to 

set out the evidence of precisely such changes, in circumstances where the Commission 

knows that over the period covered (roughly, say, 20 years, or even fewer in many 

cases) that there have not been increases in wages linked with changes in work. 

816. Second, double-counting is avoided where an uplift is based on the taking into account 

of skills that have not been taken account of before, because those skills are “hidden” 

or “invisible” within the meaning of Hon Assoc Prof Junor’s analysis. 

817. Or, expressed differently, Assoc Prof Smith (and the HSU’s expert witnesses) provide 

the Commission with a basis on which to find that, historically, “women’s work” has 

been (and continues to be) undervalued.  Hon Assoc Prof Junor’s evidence provides: 

(1) a partial explanation for such undervaluation—that skills that are exercised in 

“women’s work” are wrongly treated as non-skills; and 
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(2) a basis for identifying what those skills are (i.e., the Spotlight tool). 

818. The Spotlight Tool provides that basis in two major ways.  The first is 

Hon Assoc Prof Junor’s analysis within the Junor Report.  As outlined above, 

Hon Assoc Prof Junor applied her Spotlight Tool to questionnaires completed by aged-

care workers, and to the product of interview of those workers, and found 

concentrations of the use of such skills in each skill element, at each level (and in 

particular at higher levels of those skills), and for each of RNs, ENs, and AINs / PCWs. 

819. This is captured in Tables MR-8–MR-10, which are set out overleaf for ease of 

reference: 
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820. To illustrate what is to be drawn from this table, it assists to take an example.  

Registered Nurses completed questionnaires and were interviewed about the nature of 

their work.  Their responses were compared against the nine skill elements, across five 

levels, which are summarised in Table MR-3.  Skill elements B1–B3, are set out below, 

for example: 

 

 

821. Table MR-8, then, is to be understood as showing that RNs exercise the skill elements, 

“Negotiating boundaries,” “Communicating verbally and non-verbally,” and “Working 

with diverse people and communities,” at each of the five skill levels, but with particular 

concentration at the levels of “solving new problems,” and “sharing solutions, applying 

expertise.” 

822. Dr Junor gives examples of the responses that, in her view, fell into the various skill 

complexes for RNs from [144]–[158].  And, the real bulk of the analysis is contained 

in Annexure 5.  Examples of the work activities that utilise Spotlight skills are set out 

in Annexure 5 [15] ff.  For example, and staying with skill elements B1–B3, one of the 

various examples set out for skill element B2 for an RN is at Annexure 5 [27]: 

“… especially with staff who don’t know families, and don't know how they 

might respond, using a different set of words can fix things really quite easily. 

(Bron) 

Nurses just do this .... you do have to change the way you interact, the way you 

speak, the words you use, the way you behave for everybody, not just for 

groups of people. (Amy)” 
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823. Hon Assoc Prof Junor’s analysis was not challenged in cross-examination, and no 

evidence contradicts hers.  The Commission may safely accept her evidence and find 

not only that these kinds of “hidden” or “invisible” skills are brought to bear by aged-

care workers; but also that they are “hidden” or “invisible” in that they have not, 

historically been identified as skills having economic value.  These conclusions are all 

supported by the Smith/Lyons Report, which likewise was not meaningfully 

challenged. 

824. It was said at [818] above that the Spotlight Tool provides two bases for identifying 

skills not previously recognised in a wage-setting exercise.  The first (which has been 

outlined already) is the application of the Spotlight Tool to primary material undertaken 

by Hon Assoc Prof Junor herself. 

825. The second is described in Annexure 1 to these submissions.  Another source of primary 

material was identified—the evidence given by witnesses in this proceeding, both in 

statements and in oral evidence.  Descriptions by workers of their work were then 

compared with the Spotlight descriptors to identify tasks performed by aged-care 

workers that involve application of Spotlight skills.  If none had been identified, that 

might have called into question the validity of Hon Assoc Prof Junor’s analysis of the 

primary material that she analysed.  But the reverse is true: the evidence of the lay 

witnesses in this proceeding provides ample further examples of each of the spotlight 

skills being brought to bear, in each classification (RN, EN, AIN / PCW) and within 

each skill element (A1–A3, B1–B3, C1–C3).  This, then, provides further support for 

the proposition that aged-care workers do, in fact, bring to bear the skills identified by 

Hon Assoc Prof Junor in the Junor Report. 

826. The final point to be made is that a very neat encapsulation of the whole thesis of the 

Junor Report arose in the course of the evidence of Mark Sewell (CEO and Company 

Secretary of Warrigal).  Mr Sewell had expressed the view, at [93] of his statement, that 

a Certificate III could not “teach the attitude and maturity” that made a quality aged 

care worker.  In cross-examination by the HSU, when asked about this, he gave the 

following evidence (PN12997–13000) (emphasis added): 

“PN12997 

… Certificate III is a terrific training course to give the background and teach 

technical skills but it requires personal attributes of customer service and 

resilience and kindness that can't be taught so much but they're attributes and 
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often they develop in people through a long-term commitment to older people 

and their needs and we estimate that about three years people become very, 

very good at explaining why they do what they do and love what they do and 

we use them to talk to other people, new incoming staff who are considering a 

career in aged care. 

PN12998 

Just two aspects of that. One is you referred to matters of perhaps relationship 

- relational skills, that is, how to relate to the residents, communicate 

effectively with the residents as matters which are improved over time?---Yes. 

PN12999 

I understood that correctly?---Yes. 

PN13000 

I take it you also - that the skills in terms of conducting particular activities, 

whether it be showering or toileting or the kind of medication processes and 

the like that care workers are involved in also improve over time in dealing 

with frail and residents with complex needs?---Yes, I think so. Any technical 

skill would improve over time definitely.” 

827. In cross-examination by the ANMF, Mr Sewell was asked whether the type of 

“personal attribute” he was referring to included: 

(1) the ability to piece together resident information, past traumas, for example, to 

better understand present behaviour (PN13100); 

(2) developing a fine-tuned knowledge of a resident's idiosyncrasies and 

preferences to support smooth patterns of hygiene, meals, sleeping (PN13101); 

(3) being alert to co-workers' emotional pressures, strengths and need (PN13102); 

(4) quickly picking up early warning signs of impending disturbances or an 

approach that isn't working (PN13103); 

(5) observing, responding to, reporting even very slight changes in residents 

(PN13104); 

(6) adapting one's voice, tone, body language to knowledge of how it is that 

residents would best respond (PN13105); 

(7) dealing increasingly with residents from different language groups and ensuring 

that residents either within the same language group or between language 

groups are able to interact (PN13106); 
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(8) assessing the urgency and importance of simultaneous calls on the worker's 

attention (PN13107); 

(9) smoothly switching back and forth between work that is individualised to one 

particular resident and then work within a team (PN13108). 

828. Mr Sewell accepted that each of those fell within what he had in mind when referring 

to personal attributes that distinguished better from less-good aged care workers.  He 

agreed that he could think of many other attributes that care workers and nurses would 

have that might fall into the category of characteristics or descriptors of the work that 

they perform which improve over time (PN13109). 

829. Each of those characteristics that was put to Mr Sewell was a descriptor from the Junor 

Report: to be precise, from Table MR-5, and in order A1/L3, A2/L2, A2/L4, A3/L3, 

A3/L3, B2/L2, B3/L3, C1/L3, and C2/L2. 

830. The point is this: Mr Sewell has more familiarity with aged-care work than most or 

many; Mr Sewell clearly did not intend to deprecate the skills brought to bear by 

aged-care workers in describing them as “personal attributes … that can’t be taught;” 

he freely, when he was asked to, accepted descriptions of the kinds of attributes of 

which he spoke in terms that were clearly descriptors of skills. 

831. In a similar way, Dr Susan Kurrle, whose expertise was apparent, used in her evidence 

the shorthand, “born carer” (PN3654).  As Dr Kurrle went on to say, that phrase was 

not the right way to capture the “attributes” of skilled carers, whose attributes included 

things like, “engender[ing] confidence in the person they're caring for” (PN3655).  

This, of course, is a skill; it is valuable; it is desirable in an aged-care worker. That is 

precisely Hon Assoc Prof Junor’s point: well-meaning, knowledgeable people can still 

(innocently) mis-identify as inherent characteristics things that are actually valuable 

skills, which should be recognised and compensated. 
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G. Modern Award Objective and Minimum Wages Objective 

832. The FWC can be satisfied that the variation is necessary to achieve the modern awards 

objective and the minimum wages objective because, inter alia: 

(1) the current award minimum rates for all Nursing Assistants and Enrolled Nurse 

classifications under the Nurses Award and AIN / PCW classifications under 

the Aged Care Award are currently close to, or below the “low paid” 

threshold.661  The ANMF’s evidence is that direct care workers face uncertainty 

about whether their current aged care income will be sufficient to meet their 

future living expenses and retirement;662  

(2) enterprise bargaining has not (and will not) solve the low-wages problem in the 

aged care industry.  Current minimum wages are a disincentive to collective 

bargaining; 

(3) the Award Minimum Wages Variations would promote social inclusion through 

workforce participation by: 

(a) a greater ability to attract and retain staff;  

(b) an incentive for career progression for workers in the industry;  

(c) accordingly, higher-quality care and quality of life for aged-care 

residents. 

This is especially so in circumstances where 86 per cent of the direct care 

workforce in aged care identify as female and where increased wages would 

promote further workforce participation and retention.  

(4) a correction of the historical undervaluation of the work values of aged care 

employees would promote the principle of equal remuneration for work of equal 

or comparable value. 

661  Having regard to the definition of “low paid” employees as being are those award-reliant employees who 

receive a rate of pay that (as a full-time equivalent) would place them below two-thirds of median (adult) 

ordinary time earnings; see Annual Wage Review 2013-14 [2014] FWCFB 3500 at [359] and the Annual 

Wage Review 2020-21 [2021] FWCFB 3500 at [137]. 
662  See Part E.13 above. 
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833. The current minimum rates of pay for direct care workers in aged care under the Nurses 

Award and Aged Care Award, do not provide a fair and relevant minimum safety net 

of terms and conditions, nor a safety net of fair minimum wages.  

834. The national minimum wage is currently $21.38 per hour or $812.60 per week.  The 

minimum rate of pay under the Nurses Award for an Assistant in Nursing, 1st year, is 

currently $23.25 per hour or $883.40.  The minimum rate of pay under the Aged Care 

Award for an Aged care employee—level 2 (personal care worker grade 1) is $895.50 

per week ($23.57 per hour). 

835. The evidence available to the FWC establishes that the work value of an Assistant in 

Nursing, 1st year, justifies a minimum rate far greater than $1.87 per hour above the 

national minimum wage.  Likewise, the work value of a personal care worker grade 1, 

justifies a minimum far greater than $2.19 per hour above the national minimum wage. 

836. In its opening submissions, the ANMF set out the principles concerning the modern 

award objective (see [44]–[47], and in particular [46]).  There is no meaningful 

inconsistency between these paragraphs and the Commission’s Background 

Document 1 at [79]–[88].  Further, as raised by Question 10 in Background 

Document 1 the ANMF does not contest any of the observations in [89]–[107] 

concerning the specific elements in section 134(1)(a)–(h). 

837. There are four aspects of this case involving the application of the modern award 

objective that require further brief attention: 

(1) the significance of the expression “fair and relevant” in the circumstances of 

the particular awards, the variations proposed by ANMF and the evidence 

before the Full Bench; 

(2) the relevance of the evidence in respect of attraction and retention of RNs, ENs, 

and AINs / PCWs; 

(3) the relevance of funding arrangements applying in the aged care sector; and 

(4) the significance of bargaining in relation to section 134(1)(b). 
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G.1 Fair and Relevant 

838. In relation to the question of the expression “fair and relevant,” attention is drawn to 

the following factors: 

(1) a determination to vary the wages in the awards concerned can only be made if 

it is “necessary” to achieve the Modern Award Objective (Background 

Document 1 [78]; 

(2) the Modern Award Objective is to provide “a fair and relevant minimum safety 

net of terms and conditions” taking into account the matters particularised in 

section 134(1); 

(3) the list of considerations to which the Commission is required to have regard 

under section 134(1) is not exhaustive of the matters the Commission might 

consider relevant to the determination of a fair and relevant minimum safety net 

(Background Document 1 [83]); 

(4) the assessment of what is a fair and relevant minimum safety net may properly 

involve the “contemporary circumstances in which an award operates” 

(Background Document 1 [84]); 

(5) what is “necessary” involves a question of judgement and includes 

considerations such as the circumstances of the particular modern award 

concerned, the terms of any proposed variation, and the submissions and 

evidence (Background Document 1 [88]). 

839. The ANMF submits that the wage rates are neither fair nor relevant, including because: 

(1) the rates do not reflect the work value of the employees concerned (which has 

been the subject of submissions above); 

(2) the rates of pay are out of step with community expectations as reflected in the 

work and findings of the Royal Commission and the other public enquiries 

referenced by ANMF’s witnesses; 

(3) the context in which the awards operate have been the subject of analysis by a 

Royal Commission, which has concluded that the rates are inadequate for the 

purpose of securing the delivery of high quality care; 

4270



(4) the rates are inconsistent and out of step with those applying in other sectors for 

equivalent work (again, as has been submitted above); and 

(5) the evidence discussed above, and further below, in connection with attraction 

and retention discloses significant labour force deficiencies contributed to by 

the depressed rates in the current awards. 

G.2 Attraction and Retention 

840. In relation to the attraction and retention of RNs, ENs, and AINs / PCWs, the evidence 

reveals that it is necessary to increase the awards minimum rates in order to ensure that 

the fairness and relevance of the awards to the aged-care industry. 

841. The evidence has been set out in Part E.13 above, and is not repeated here.  It suffices 

to say that the evidence is all one way, in the Consensus Statement, from other employer 

bodies, from employer witnesses, from union officials, from workers, and in the Royal 

Commission reports—the wages paid in aged care are so low that it makes it difficult 

to find and keep staff. 

842. That is not only to say that the wages are low in an absolute sense (though they are); it 

is further to say that they are low in comparison with other like work (acute health care; 

the disability sector), and other work which is not especially alike but which pays 

similar or higher wages despite not involving the same range of skills as are brought to 

bear in an aged-care setting (retail; hospitality). 

843. From the perspective of the Modern Awards Objective, the foregoing reveals that award 

rates have not maintained their relevance for the aged-care sector. 

G.3 Funding 

844. In respect the relevance of funding to the Modern Award Objective, the ANMF makes 

five submissions: 

845. First, ANMF adopts Background Document 1 [98], where reference is made to the 

concept of “productivity,” as used in section 134(1)(f).  The Commission is not 

constrained by reference to any suggested loss of productivity in its task of fixing 

appropriate rates.  The impact of Government funding mechanisms and regulatory 

arrangements on productivity, in the relevant sense, are not material here. 
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846. Second, section 134(1)(f) references employment costs.  The employer parties have 

advanced material as to their ability to fund any wage increase.663  As to this evidence, 

the ANMF relies on decisions made in the context of the Four Yearly Review of the 

SCHCADS Award: [2019] FWCFB 6067 at [130]–[143], and [2021] FWCFB 2383 at 

[223]–[228].  In short the Full Bench concluded as follows: 

(1) Constraints on employers imposed by funding arrangements should not be given 

determinative weight among the matters to be taken into account by the 

Commission (though funding is not irrelevant); 

(2) The Commission’s function is to ensure modern awards, together with the NES, 

provide a fair and relevant minimum safety net.  The level of funding and any 

consequent impact on service delivery is a product of the political process, not 

the arbitral task in which the Commission is engaged; and 

(3) If funding arrangements do not meet labour costs, that is for the funder to 

address and do not justify a distortion of the Commission’s statutory function. 

847. These observations are apposite to the applications now before the Commission and 

would be adopted and applied. 

848. Third, the funded nature of the sector is not irrelevant.  In circumstances where the 

statutory task is directed to maintaining a fair and relevant minimum safety net, it is 

appropriate to take into account the difficulties faced by the sector in attracting and 

retaining staff as a consequence of funding arrangements, particularly in respect of the 

not-for-profit sector and rural and remote facilities.  If the usual tools available to 

employers to address labour shortfalls (such as over award payments or competitive 

collective bargaining agreements) are not available, then it becomes necessary for the 

Commission to maintain the relevance and fairness of the award minimum rates by 

appropriate adjustments. 

849. Fourth, however, substantially the only material before the Commission in regard to 

funding are analyses conducted by StewartBrown, which are annexed to various 

witness statements.  Nobody from that firm is called to prove that analysis.  The analysis 

663  However, the position of the employer parties identified in opening submissions was that there is no 

capacity to pay argument relevant to the setting of the rates.  Rather, “the affordability issue for [the employer 

parties] might very well concern operative date, phasing, those types of issues, but it's not a relevant consideration 

to the actual setting.” Nigel Ward, Transcript 26 April 2022 PN464. 
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is plainly in the nature of opinion evidence, and yet the specialised knowledge of the 

authors of the report has not been proved.  The link between that specialised knowledge 

and the conclusions expressed in the report is not apparent from the report, and will not 

be explained on oath.  The report cannot, in that light, carry any significant weight. 

850. A further reason why the analysis cannot carry significant weight is that none of the 

employer parties who rely on the StewartBrown reports have sought to demonstrate that 

the sample of aged care homes surveyed by StewartBrown is a representative sample.  

Page 24 shows a graph (self-reported, but let it be assumed it is accurate) showing that 

the proportion of home care packages represented in the survey varies wildly from 

jurisdiction to jurisdiction—63.5 per cent of South Australian packages, but only 7 per 

cent of Northern Territory providers or 13 per cent of Victorian packages.  Similarly, 

with regard to aged care homes, 8.3 per cent of Northern Territory homes, 26.5 per cent 

of Victorian homes, and 88.5 per cent of ACT homes, are represented. 

851. There is no basis for concluding that the figures appearing in the StewartBrown report 

are an accurate cross-section of the industry.  If, for example, not-for-profit homes were 

overrepresented, or underrepresented—or homes in (say) Queensland were 

overrepresented, or underrepresented—there is no way of knowing whether that affects 

the reliability of the opinions expressed and the figures stated. 

852. There is also no way of verifying the data provided to StewartBrown. 

853. And, it is apparent from page 22 of the report that the data goes through a “data 

cleansing process,” which involves (inter alia) a software program “cleansing” the 

data, and the exclusion of “outliers” and “abnormal results.”  What “cleansing” the 

software does, exactly, is not known.  Who determines that a result is an outlier or 

abnormal, and on what basis, and how, is not known. 

854. In any event, the Aged Care Financing Authority in the 2021 Annual Sector Report 

(annexed to CCIWA’s submissions) provides the following information, which could 

theoretically be relevant with expert assessment. 

(1) The average EBITDA per consumer per year for home care providers and for 

the period FY15–FY20 was positive in every year (page 60). 

(2) Across all home care providers, profit for FY20 was $172M (page 61). 
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(3) The top three quartiles of home care providers have positive EBITDA per 

consumer per year for every year between FY15–FY20 (page 67), across for 

profit, not-for-profit, and government providers (page 68). 

(4) The average EBITDA per consumer per year for residential aged care and for 

the period FY11–FY20 was positive in every year (page 97). 

(5) While it is the case that, sector-wide, residential aged care was loss-making in 

FY20 (page 98), the top three quartiles of residential aged care providers have 

positive EBITDA per consumer per year for every year between FY17–FY20 

(page 99), and across each of the for-profit, not-for-profit, and government 

sectors, there were overall surpluses of assets over liabilities (page 118). 

855. The Commission would require considerably more assistance from a person with 

specialised knowledge to understand what is shown in the StewartBrown report and in 

the more-detailed Aged Care Financing Authority report.  Certainly some results, in 

some sectors, for some kinds of providers, possibly in some quartiles, appear to be bad 

results.  But other results do not appear to be bad results.  And whether aged care results 

are worse than the results in other industries (so that capacity to pay is some unique 

problem in regard to aged care) is simply not knowable from the evidence adduced by 

the employers. 

856. Fifth, and finally, as outlined in the ANMF’s reply submissions dated 21 April 2022, it 

was an election promise of the (ultimately successful, in majority) Labor Party that it 

would fund an increase in aged-care modern award minimum rates.  How that promise 

is actualised will (presumably) be revealed in submissions shortly to be made by the 

Commonwealth—but in any event, in the light of the election promise there is no reason 

to think that funding will present as a serious issue for the aged-care sector in the event 

that increases to minimum rates are ordered. 

G.4 Bargaining 

857. Various witnesses gave evidence of the difficulties associated with bargaining for 

improved wages in the aged-care sector. 
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858. Common themes were that employers claimed during bargaining to be constrained by 

an absence of funding,664 difficulty organising aged-care workforces or in actually 

negotiating (e.g., due to perceived power imbalance, reticence of workers from a CALD 

background to make waves),665 and actual or perceived unwillingness of aged-care 

workers to take industrial action.666 

859. Kevin Crank (Industrial Officer, ANMF) described his bargaining experience at some 

length from [11]–[21] of his statement, and he was not cross-examined.667  He describes 

an absence of any real bargaining (in the sense that employers often just propose terms 

on a take-it-or-leave-it basis, or indicate preparedness to go to a vote, and then do go to 

a vote, on their proposed terms absent meaningful negotiation or agreement) (at 

[11(b)]–[11(d)]).  He says, remarkably, that every single aged-care agreement in the 

bargaining for which he has been involved has failed the BOOT, so that section 190 

undertakings were required ([11(g)]).  He says that many employers have been 

unwilling to meet for bargaining at all in recent years (at [15]–[17]). 

860. Paul Gilbert (Assistant Secretary, Victorian Branch, ANMF) gives evidence as to 

bargaining outcomes at [36]–[51] of his statement. 668   Saliently, he notes that 

bargaining in 2017/2018 (for the period 2018–2021) was difficult and headline annual 

wage increases were only around 2.5 per cent (at [40]), and that in the current round of 

bargaining, which is just beginning, it is unlikely that the ANMF will achieve even that 

(at [41]).  This is in part because of concerns about future funding (at [41]). 

861. Mr Gilbert’s evidence is that Agreement wage rates bargained with private acute sector 

employers reflected the outcomes achieved in the public sector. However, the same did 

664  Statement of Christine Spangler dated 29 October 2021 at [42] (tab 257 page 13019), statement of Kevin 

Crank dated 29 October 2021 at [14] (tab 185 page 10758). 
665  Statement of Jocelyn Hofman dated 29 October 2021 at [47]–[49] (tab 261 page 13158), see also 

Statement of Linda Hardman dated 20 October 2021 at [82] (tab 263 page 13275), statement of Wendy 

Knights dated 29 October 2021 at [98]–[99] (tab 272 page 13452); statement of Dianne Power dated 

29 October 2021 at [100]–[103] (tab 258 page 13116), statement of Patricia McLean dated 29 October 

2021 at [125] (tab 265 page 13321). 
666  Statement of Linda Hardman dated 20 October 2021 at [82] (tab 263 page 13275), statement of Wendy 

Knights dated 29 October 2021 at [98]–[99] (tab 272 page 13452).  See also the cross-examination of 

Christopher Friend (PN923–928), and the cross-examination of James Eddington (PN3513–3514). 
667  Statement of Kevin Crank dated 29 October 2021 (tab 185 pages 10755–10759). 
668  Statement of Paul Gilbert dated 29 October 2021 (tab 186 pages 10785–10786). 
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not occur in the aged care sector where the public provision of aged care was relatively 

modest in size.669 

862. With respect to residential care, Mr Gilbert notes that the ANMF (Victorian Branch) 

only have a few residential aged care Agreements in Victoria that include home care 

workers in the private sector. As far as he is aware, numerous large residential providers 

don’t have enterprise agreements relating to home care, despite providing those 

services.  Mr Gilbert describes making claims in recent rounds of bargaining for home 

care workers to be included in the residential care agreement where the network 

provides home care services.  However, that claim is invariably rejected and the NERR 

is issued in relation to residential facilities only.670 

863. Robert Bonner (Director, Operations and Strategy, ANMF) gives evidence concerning 

the history of the divergence between the aged-care and acute-care sectors, at [36]–

[38].671  For a time after the introduction of enterprise bargaining in 1996, the two 

sectors maintained parity, but the ANMF has struggled to achieve the same kinds of 

outcomes for aged-care workers as for acute care workers (at [37]).  The decline has, if 

anything, worsened in recent years (at [37]). 

864. Mr Bonner attributes this to many of the same themes identified at [858]: employers 

claiming not to be adequately funded (at [38]), members’ unwillingness to take 

industrial action (at [38]), members’ unwillingness to exercise their industrial muscle 

due to perceived poor bargaining power and, more importantly, their relationships with 

residents (at [38]). 

865. Christopher Friend, (industrial bargaining officer under the Aged Care division for the 

HSU New South Wales/Act branch), gave similar evidence under cross-examination, 

saying:672 

I'm yet to come across an employer in the sector who would say that they feel 

the employees they have are properly remunerated for the work.  So the 

conversation with employers is usually them saying that they wish they could 

pay more, but then explaining that there are a number of constraints on them, 

and the primary one being lack of government funding and the uncertainty that 

brings. 

669  Amended Witness Statement of Paul Gilbert dated 3 May 2022 at [15].] (tab 186 pages 10778–10779). 
670  Amended Witness Statement of Paul Gilbert dated 3 May 2022 at [35].] (tab 186 pages 10784 - 10785). 
671  Statement of Robert Bonner dated 29 October 2021(tab 187 page 10803) 
672  Cross-examination of Christopher Friend at [PN928]. 
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866. Home care provider Alliance Community operates under an enterprise agreement 

reached in 2009.  It directs employees to this document in relation to their terms and 

conditions of employment although the rates of pay contained in it are no longer 

applicable.  Alliance Community has not entered into any negotiations with its staff to 

replace the agreement.673 

867. There is evidence that difficulties bargaining would be lessened by an increase in the 

minimum award rates.  So, Christopher Friend (at PN932–PN941) gave evidence to the 

effect that if the largest issue or sticking point—wages—were taken off the table or at 

least reduced in significance by an enforceable obligation to pay more than the current 

rate, then the parties could focus on bargaining on enterprise specific matters (which, 

after all, is substantially the rationale for enterprise bargaining in the first place). 

868. That is the approach that the Commission would take to section 134(1)(b) of the Fair 

Work Act 2009 (Cth).  It is evident from the material summarised in [858]–[864] that 

bargaining in the aged-care sector is not presently working, so far as wages are 

concerned.  Whether that is due to funding constraints or otherwise, there is no reason 

to think otherwise than that bargaining will continue to fail to achieve wage rises, and 

that the disparity between wages in the aged-care sector and other sectors (e.g., acute 

care) will continue to grow.  That is to say, the biggest impediment to bargaining is not 

really an enterprise-level issue at all; it is a sector-wide issue. 

869. So, if that sector-wide issue were resolved, then one would expect the parties’ focus to 

shift to matters that are specific to individual enterprises.  That is to say, the objectives 

of collective bargaining would be furthered. 

673  Sue Cudmore cross-examination PN13559–PN13565. 
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H. PCW Classification Variation 

870. At the highest level of generality, the rationale for the PCW Classification Variation is 

that the work performed by AINs/PCWs differs qualitatively from the work done by 

general and administrative services and food services workers, so their rates of pay 

should be treated separately. 

871. The principles relevant to this amendment can be stated briefly.  The PCW 

Classification Variation does not involve any variation to modern award minimum 

wages, so work value reasons are irrelevant, and so is the minimum wages objective. 

872. Section 157(1) provides that the FWC may make a determination varying a modern 

award otherwise than one varying minimum wages if the FWC is satisfied that making 

the determination is necessary to achieve the modern awards objective.  In this light, 

and in the light of submissions already made in relation to the nature of the work done 

by AINs / PCWs, this Part H can be brief, and really involves two propositions. 

873. First, if the Commission is satisfied that there should be an increase in award rates for 

PCWs, but is not so satisfied in relation to the other workers with whom PCWs 

currently share a classification—general and administrative services workers, food 

services workers—then a separate classification structure for AINs/PCWs is nothing 

more than an obvious drafting technique or structure to give effect to those conclusions. 

874. Second, if on the other hand the Commission is satisfied that there should be the same 

increase in award rates for PCWs and all other workers with whom PCWs currently 

share a classification, then in any event the ANMF still submits that a separate PCW 

classification structure is appropriate.  The evidence from ANMF witnesses will 

establish that PCWs work as part of a “nursing team” with RNs and ENs.  The work of 

PCWs is care work, and adjacent to nursing work, in a way that the work of (for 

example) gardener superintendents is not. 

875. That is not, in any way, to diminish the work of gardener superintendents; it is merely 

to recognise that the existing classifications shoehorn together into a single 

classification varieties of worker who perform very different work.  This carries with it 

the risk of stultification of development of particular terms and conditions (especially 

in relation to wages, but even otherwise) which take account of those qualitative 

differences between work. 
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876. All of the modern awards objective considerations are either irrelevant and hence 

neutral (i.e., sections 134(1)(f), (h)) or support the ANMF’s proposed variation.  Of 

those that support the variation, they are in two categories: considerations that would 

immediately be furthered by variation; and, considerations that would be advanced in 

future by making the variation today. 

877. To exemplify the first category, section 136(g) is immediately furthered by variation, 

because the award will be easier to understand if different work is treated differently.  

To exemplify the second category, section 134(d) and (da) would be advanced in future 

in the sense that dealing with AINs / PCWs differently would enable, in future, changes 

to remuneration to address (say) unsocial hours worked by AINs / PCWs (but not, say, 

gardening superintendents) more easily to be made.  In the same way, dealing separately 

with AINs / PCWs would encourage the insertion of terms into the award 

(section 134(1)(d)), or in collective agreements (section 134(1)(b)), that address issues 

specific to AINs / PCWs. 

878. The application also seeks modest changes to the content of the proposed separate 

personal care stream, retaining the substance of Levels 1 to 4.  Classification titles 

would be amended to reflect the work of PCWs, and minor changes to the descriptors 

at Level 5 are proposed to reflect aspects of the work undertaken at this level. 
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I. Conclusion 

879. For the reasons given above, as to the Award Minimum Wages Variation, the 

Commission would be satisfied that the nature of aged-care work has changed over 

about the last twenty years, including in that the work is now more complex and 

stressful than previously, it involves more skill and responsibility than previously, and 

is performed in conditions that are in many ways more demanding and worse than 

previously, but that award wages have not taken account of those changes. 

880. The nature of these changes was summarised in [14] above.  To further summarise that 

summary, the evidence demonstrates clearly that: 

(1) residents have more acute care and complex treatment needs (which inheres a 

need for a variety of skills including, just to pick one, wound care); 

(2) staffing levels are lower, and the staffing mix enhances the work demands and 

workloads of all classifications; 

(3) person-centred, individualised, care is now required which is more complex and 

intense; 

(4) regulatory changes have increased the work demands  and responsibilities of 

workers; 

(5) the need for complex dementia care and palliative care is now more pronounced; 

(6) workers deal more frequently with death; 

(7) the work is more mentally, physically, and emotionally demanding; 

(8) workers face more violence and aggression; 

(9) the nature of changes in supervision increase work and/or responsibility for 

supervisors, and supervisees; 

(10) improvements in technology are not all one way and in any case have not been 

sufficient to offset the increased physical burden of the work; 

(11) the direct care workforce is better trained and more qualified; 

(12) difficulty in attraction and retention decreases efficiency; 
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(13) COVID-19 has increased the skill, complexity, and responsibility of the work 

on a way that is not short-term or transient. 

881. These matters, which have not been matched in a wage increase, are all “work value 

reasons” within the meaning of section 157(2A) of the FW Act, and they justify an 

increase in the amount that aged-care employees should be paid for doing their work.  

882. Further or alternatively, the wages of aged-care workers have historically been 

undervalued, in at least substantial part because of the fact of aged-care workers being 

overwhelmingly women.  This undervaluation requires correction.  That is, the wages 

that are in fact paid to aged-care employees do not, because of the gendered nature of 

the workforce, correctly reflect the nature of the work, the skill or responsibility 

involved in doing it, or the conditions in which it is done.  These are work value reasons 

which, again, justify an increase in the amount that aged-care employees should be paid 

for doing their work. 

883. Because work value reasons justify an increase in the amount that aged-care employees 

should be paid for doing their work, and because (for reasons given in Part G above) 

the modern awards and minimum wages objectives are met by the proposed 

amendments, the Commission would make the Award Minimum Wages Variation (in 

the form outlined in Annexure 2 to these submissions).  And, because of the reasons 

given in Part H above, the Commission would make the PCW Classification Variation. 

J C McKenna 

J E Hartley 

Counsel for the ANMF 

22 July 2022 

 

……………………… 

Gordon Legal 

Solicitors for the ANMF 
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ANNEXURE 1: HIDDEN SKILLS ANALYSIS 

884. As outlined in Part F above, one of the two ways in which the ANMF supports the 

proposition that “hidden skills” are brought to bear by aged-care workers is a text-based 

analysis of some of the witnesses who gave evidence in this proceeding.  That analysis 

appears in this annexure.  The balance of this annexure is in two parts. 

885. First, over the next three pages and for ease of reference only, there appear page extracts 

from Assoc Prof Junor’s report, which show what the relevant skills are, for each of 

RNs, ENs, and AINs / PCWs. 

886. Second, over the following 75 or so pages, there appear tables, separated by witness, in 

which extracts of witnesses’ evidence are set out against the hidden skill elements.674  

For example, one of the skill elements is “A2. Judging impacts,” one of the skills within 

which (for an RN) is “L3 Make safe decisions in a context of uncertainty and 

information gaps.”  In the first table, which relates to Irene McInerney (RN), the third 

substantive row relates to skill A3, and the right column extracts [52] of 

Ms McInerney’s statement, which is as follows: 

“There is always the potential for violence from unpredictable residents who 

have mixed mental health diagnoses (including dementia). We need to know 

what triggers residents toward unexpected and potentially dangerous 

behaviours (and these triggers can vary between residents). All staff need to 

have good communication skills; we need to judge when to press and when to 

back off. Judging well comes of years of caring and nursing experience. The 

language from some residents is profane related to their high alcohol 

consumption. We have to have skills and time enough to divert and best 

manage any variation best we can. Residents can also pose a risk to other 

residents and this needs to be monitored and interventions implemented. 

Increasingly, the lack of time to deliver the care that residents should be 

getting, can see verbal and aggressive behaviours arise.” 

887. It is the same approach for every row, in every table.  Evidence that demonstrates 

utilisation of a “hidden skill” appears in the right-most column, against (in the left-most 

column) the relevant skill element. 

888. Not all witnesses refer to using all skill elements.  The absence of a skill element in a 

table relating to a particular witness should not, of course, be taken to mean that the 

witness does not exercise that skill.  None of the witness statements were prepared with 

674  These tables identifying “hidden skills” do not form part of the evidence of Assoc Prof Junor but are 

prepared by an application of the taxonomy developed by Assoc Prof Junor as identified in Table MR-2, Table 

MR-4 and Table MR-5 as set out below.   
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Dr Junor’s hidden skill elements in mind—if they had been, there is every likelihood 

that further hidden skills could have been identified. 

889. Rather, what is relevantly to be drawn from the following analysis is that when 

witnesses are simply describing their work, it happens frequently that they ways in 

which they describe the work fall within Assoc Prof Junor’s categorisation of hidden 

skills.  This assists the Commission in finding that Assoc Prof Junor’s categorisation of 

hidden skills does indeed draw out the kinds of skills that aged-care workers frequently 

utilise.  It could not be denied that the skills outlined in Assoc Prof Junor’s are skills, 

and are valuable. 

890. Then, if Assoc Prof Junor’s opinion is accepted that the skills she taxonomises are 

under-recognised, or “hidden,” it is a simply step to find that the wages currently paid 

to aged-care workers do not compensate them for the “hidden skills” that they utilise.  

And, for reasons given in the body of these submissions, that opinion would be 

accepted. 
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IRENE MARY MCINERNEY 

RN Barrington Lodge Aged Care Centre, Hobart 

Statement of 29 October 2021, tab 260, page 13139  

Amended Statement 10 May 2022 

 Para Extract 

A1. Sensing contexts or 

situations 

54 I have had a lot of years of experience and can often see a need before an escalation occurs. Where possible, it is good to be preventative. This includes recognising triggers 

which can mean toileting a person so they don’t fall, or taking time for a quick 1:1 chat so to divert the resident from absconding, or providing a shoulder to cry on because 

another resident died who was their friend. There is no end of emotional and psychological needs of our residents, and sometimes for their family members. These are situations 

where the Leisure and Lifestyle staff (if available) can be very helpful. A resident running out of cigarettes or beer can create huge problems and for them any waiting may not be 

an option. 

A2. Monitoring and 

guiding reactions 

23 If there are any incidents with residents such as falls, appointments, pathology requirements or acute ill health, then I have to prioritise workload. I have to decide on care needs 

and alone decide whether it is necessary to call family, doctor or an ambulance. We triage care needs, and at times, I feel like I am working in a mini hospital but without the 

resources and support available in other settings. Other settings have doctors and other support people on site at all times.  

 

A3. Judging impacts 52 There is always the potential for violence from unpredictable residents who have mixed mental health diagnoses (including dementia). We need to know what triggers residents 

toward unexpected and potentially dangerous behaviours (and these triggers can vary between residents). All staff need to have good communication skills; we need to judge 

when to press and when to back off. Judging well comes of years of caring and nursing experience. The language from some residents is profane related to their high alcohol 

consumption. We have to have skills and time enough to divert and best manage any variation best we can. Residents can also pose a risk to other residents and this needs to be 

monitored and interventions implemented. Increasingly, the lack of time to deliver the care that residents should be getting, can see verbal and aggressive behaviours arise.  

 

B2. Communicating 

verbally and non-verbally 

 [Same as A3, para 52] 

C1. Sequencing and 

combining activities 

 [Same as A2, para 23] 

C2. Interweaving your 

activities smoothly with 

those of others 

36 As I have noted, the RN numbers have reduced, and more than ever we need to communicate well to get the work done. We often have to pass on requirements to other staff, so 

we do rely on team effort and support. With so many agency nurses providing different staff, we cannot guarantee continuity of good care for the residents. There is more 

fragmentation to the care now.  

 

37 I remain accountable for the care delivered while I am on duty. This means that I need to work with and rely on the nursing team and the carers. This includes identifying at 
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handover and at the start of the shift those residents with particular issues or needs. The carers need to tell RNs anything that is out of the ordinary with any residents. The RNs 

then need to assess and address issues. Reporting, things as in bruising, an escalation in behavior, skin changes, changes in presentation or condition so the RN can monitor for 

health changes and make a plan of care.. As the RN I monitor resident condition, additionally watching for changes such as confusion or agitation, possible pain management 

issues, and swallowing issues at meal times. There is need for trust and support for the full team I work with. 

C3. Maintaining and/or 

restoring workflow 

44 [Same as C2 para 37] 

 

We have more on our job description than ever before, yet staffing has not kept up. Staffing numbers have eroded, and this in itself is affecting the mental health of many 

residents and staff. Staff are known to take mental health days off to get a recovery break and increase change coming back better for the next shift. I find myself supporting 

those who are under the pump. If we talk about our feelings together, we feel supported and not alone. 
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JOSEPHINE PEACOCK 

Formerly personal care worker, recreational activities officer, at Hammondcare, Hammondville 

Statement of 30 March 2021, tab 223, page 12031 

A1. Sensing contexts or 

situations 

80 

 

 

One of the greatest challenges in my work, and the work of RAOs and DTs, is to provide meaningful person-centred and relationship-based care through activities. It is 

sophisticated and complex work. 

81 I will use the game of Bingo as an example to highlight the complexity involved:  

a. Firstly, the RAO or OT will have already assessed each resident to establish whether bingo is an activity of interest, they will also have assessed what type of 

bingo (e.g., picture/music/number) they may be interested in. 

b. They will check/assess for any specific physical/psychological requirements (e.g., are they vision impaired, and do they require large print cards? What font? 

Do they need to be away from the window to avoid glare? Are they hearing impaired? Do they need to sit directly in front of the caller? Do they need their 

hearing aid switched over to the loop system? Do they have anxiety? Do they need a volunteer to sit with them for reassurance?). 

c. The game needs to be facilitated in a way that takes into account resident ability and acuity. If run for frailer residents it may need to be called more slowly 

and/or the numbers repeated, if run for higher functioning residents then it may be called faster or the games might more complex (e.g. racecourse, top line, 

four corners configurations) to challenge the player. 

d. In a dementia care home, consideration must be given to what is the best time to run the game? When are the residents most cognitively aware or alert? 

e. The length of the game will need to be adjusted as concentration levels vary. What suits the residents best on one day may not necessarily work the same the 

next day the game is run. Staff must always be in-tune with what is going on with each resident on a day-to-day, hour-to-hour basis. 

Bingo prizes need to be carefully considered - what is suitable for one resident may not be suitable for another (e.g., chocolate may not be suitable for a resident with 

diabetes, if the resident has dementia the staff member will need to be aware and alert so that that person gets a chocolate suitable for a diabetic). 

Staff have to be aware of all individual needs, likes, preferences and dietary requirements. 

A2. Monitoring and 

guiding reactions 

52 For example, with craft activities, you might buy special scissors so that residents could grip and hold them. You might buy different sized card so that those with good 

dexterity can do fine detailed work with small card, and those with diminished motor skills have bigger cards to work with. 

104 We also had an incubator and chick hatching program and I asked if she could keep a watch over the hatching chicks. would sit by the incubator and chick pen 

watching over them for hours, and once the chicks had grown up was still seen nursing the hens in the chook pen. She also put them in a basket on her wheelie walker 

and took them for walks. 

105 X developed a sense of responsibility and care for the hens, and it was possibly the first time in her life she had been given such an opportunity. She thrived knowing 

she was useful and needed, the hens needed her, and we needed her to look after them. 

106 She would very proudly show new staff and visitors the hens she was looking after, and staff in return would show her great appreciation for the good work and help 

she was providing. She felt valued and important and her behaviours of concern diminished markedly. 

A3. Judging impacts  [Same as A1 para 80-81] 

[Same as A2 para 104-106] 
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112 As an example of how well we get to know residents, while I was at Harbison, there was a resident there who, because of her religion, always wore a headscarf and 

pantyhose. 

113 She had dementia, and eventually was moved into the dementia unit, where she started to develop some challenging behaviours. I went to visit her, to see if I could help 

the staff, and saw that she had been dressed in tracksuit pants, when she probably had never worn pants in her life. She was beside herself, and no one could work out 

why her behaviours were so bad. 

114 I suggested dressing her in pantyhose, a skirt and with a scarf, given that was how she had always preferred to dress. When this happened, it was clear that she felt a lot 

more settled and her behaviour significantly improved. 

130 If the activity is too complex for their needs the risk is that they feel failure. If it is too simple for their needs they feel unchallenged. 

131 I always design lifestyle programs with the goal of residents to experiencing increased self-esteem, self-worth, achievement and/or fun. 

B1. Negotiating 

boundaries 

78 Every week since the COVID-19 outbreaks started I have also undertaken the concierge role and have had to manage very tricky situations where visitors, who didn't 

meet the criteria, had to be refused entry.  

79 They have then become emotional, angry and verbally aggressive and had to be managed sensitively, but firmly. This I have found to be emotionally challenging work. 

B3.  

Working with diverse 

people and communities 

47 When preparing the lifestyle program, it was important that I took into account the need for variety and balance in the program whilst at the same time meeting 

individual needs: physical, social, spiritual, cognitively stimulating activities as well as emotional support all had to be provided. 

[Same as A2 para 52] 

[Same as A1 para 80-81] 

[Same as A2 para 104-106] 

C3. Maintaining and/or 

restoring workflow 

124 Sometimes things do not go according to plan and you need to make changes on the spot, having the knowledge and skills and the ability to be flexible and adaptable 

are imperative. These skills are built up over time, with experience and training. 

  

4290



MAREA PHILLIPS 

Former Community Support Worker, South East Community Care, Tasmania 

Statement 27 October 2021, tab 245, page 12638 

A1. Sensing contexts or 

situations 

24 When I assist with a shower it means the first question I usually ask when I arrive is ‘have you had your medications’ then I ask how they’re feeling, how they slept, 

and if they’re tired. I need to know how they are as I get ready. I set up the bathroom, towels, heater, clothes, and everything else I need to use so they are ready before 

I find out if they can shower themselves. This may be different for the same client on different days. If they can shower themselves, I leave the door to the bathroom 

open and make the bed, tidy up close by, checking that nothing in the house has changed since my last visit as this might indicate something bad happened. I check 

whether they’ve washed their hair, need help washing their back, that sort of thing, then help them to dry and dress. I always leave them with a drink at least, ensure 

they’ve had breakfast or get it if they need help, and if it’s hot, make sure there’s a jug of water in the fridge. I take out any rubbish and do a quick tidy generally. 

A2. Monitoring and 

guiding reactions 

47 I also cared for a sweet little lady in Sorell who was diabetic. The skin on legs was almost black when I first started caring for her. They were using a moisturiser that 

was full of alcohol and so her skin was breaking apart. Diabetics often suffer from poor circulation in their legs and feet and extra care needs to be taken. I suggested to 

her family that they a change to QV moisturiser and wash. This was reported in her notes and an incident report filed later. 

B1. Negotiating 

boundaries 

37 You have to be careful with how you approach a client with these types of issues. If you take issue with the way that a client’s home is presented, then that can cause 

friction between the client and the worker. You must remember that this has been someone’s home for decades, and you have to deal with this conflict in a considered 

way. 
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JOCELYN HOFMAN 

RN Bodington Aged Care Facility Catholic Healthcare 

Statement of 29 October 2021, tab 261 page 13151 

A2. Monitoring and 

guiding reactions 

25 Interaction with General Practitioners requires advising of changes in resident condition requiring medical intervention, reporting on progress when necessary and also 

being an advocate for the resident. The GPs generally only visit residents once per week, but are contactable by phone. However, they don’t always want to be 

contacted after hours and this leaves me as a Registered Nurse to make clinical decisions or make a judgment to send the resident to the hospital. 

30 Registered Nurses’ scope of practice involve clinical assessments, plan, provide timely clinical intervention, evaluate and monitor care services. For example, when I 

administer medication during my medication rounds, I assess my resident’s status. Is their swallowing compromised? Are they depressed? Are they in pain? As a 

Registered Nurse, it becomes second nature to observe changes when interacting with residents. 

39 As a consequence of the above there is an increased sophistication in the level of nursing skills required. As a registered nurse I utilise my clinical skills on a daily 

basis. The increases in the complexity of residents’ health status and the care required can be illustrated in a routine example of when I administer medication. When 

doing so I simultaneously undertake a range of other functions such as:  

• Checking on side-effects of the medication, both immediate and longer term and assessing the benefit of the medication consistent with quality use of 

medicine guidelines; 

• Assessing changes in the communication and cognitive capacity of the resident; 

• Assessing the resident’s overall well-being, oral and personal hygiene; 

• Falls risk strategies are in place; 

• Reviewing continence care; 

• Ensuring adequate hydration and nutrition; 

• Maintain our residents’ skin integrity; 

• Safe behavioural management in dementia care; 

• Health emergency responses like identifying acute deterioration in residents related to infections compounded by co morbidities; 

• Infection prevention and control; 

• Palliative care including complex pain management; 

Oversee safe and effective care work carried out by the rest of my care team. 

A3. Judging impacts  [Same as A2 para 25] 

C1. Sequencing and 

combining activities 

 [Same as A2 para 39] 

C2. Interweaving your 

activities smoothly with 

those of others 

35 As a result of the staffing changes the delivery of care is always rushed. Daily work routines are pressured for the entire team of registered nurses, enrolled nurses and 

AINs/ PCWs/ CSEs. Accordingly, my work focus has shifted with a greater emphasis on exercising accountability for care. This means combining nursing assessments 

with other interventions, scanning residents at meal times to assess changes in such things as posture, mood, lack of appetite, as well as requiring and following up 

reports from care staff of changes in resident status. 
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[Same as A2 para 39] 

C3. Maintaining and/or 

restoring workflow 

34 There had been a reduction in registered nurses and an increased number of AINs/ PCWs/ CSEs employed in the aged care sector. When I started work on a day shift at 

Sans Souci, now called Anita Villa, there were three registered nurses rostered with AINs. At Bodington, I work with two CSEs in 1 wing and with an EN or casual RN 

(for part of the shift only) in another wing with two CSEs and a short shift CSE. This has resulted in increased scope and extent of responsibility for me as the 

registered nurse who remains accountable for the care delivered. It has also required increased exercise of judgement in prioritising resident care demands. This may 

even involve deferring my medication round to attend to an emergency situation like a resident choking, a fall or if I am designated as in charge of the facility, I will be 

called to other serious incident elsewhere in the facility. When a doctor visits his residents in the afternoon, I also defer my medication round so I can update the doctor 

with our resident’s current status, email the Pharmacy on medication changes, follow up the medical directives and update the family member on the doctor’s visit and 

changes. 
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KERRIE ANN BOXSELL 

Care Staff, Team Leader and Acting Assistant, Evergreen Life Care 

Statement of 31 March 2021, tab 236, page 12357 

A2. Monitoring and 

guiding reactions 

64 I think of myself as an advocate for residents when I am dealing with these professionals. I will try and identify residents' health issues and press for assessments and 

support for residents. 

18 As Team Leader, staff will often come to me because they cannot communicate with a resident, which has increased due to PPE and COVID restrictions. Less 

experienced staff struggle with interventions so as Team Leader, I will assist, guiding and mentoring the less experienced staff. This is a necessary requirement of my 

role but it means I'm pulled away from other work. 

B2. Communicating 

verbally and non-verbally 

56 I am always supported when I need it. If I have a resident that is behaving differently or there is a new issue that I do not know how to handle, they will always step in 

and help me. For example, we have recently had a new resident who is presenting with certain behaviours. As I do not know her well enough at the moment, I was 

unable to comprehend what she was saying at times. I spoke to the supervisors to try and get more information about the resident and her background. They provided 

me with information and also asked me to look at her paperwork to see if there was any information included there. 

61 As the residents are frailer, they can sometimes have difficulty communicating with care staff. We try our best to talk slowly so they understand. We also have cue 

cards where the resident can point to what they want. If a resident is unable to tell us how much pain they are in, we have a pain scale that the resident can point to. 

16 

[Reply 19 April 

2022, tab 236, 

page 12358] 

PPE creates communication challenges. I have had to identify and implement more creative ways to communicate, which are often time consuming. For example, I will 

use my hands to gesture, use objects or draw and write out what we want the resident to understand. All of these approaches take longer for us to complete. 

17 We have not had an instance that I'm aware of where we could not get a resident to understand eventually. Ultimately, it is our job and a crucial requirement to 

proceeding with any care to ensure the resident understands, however sometimes we may be required to leave the resident and seek assistance from other staff. I've 

worked here for eleven years and with my experience, I find there is always a way to communicate with residents, it's simply far less straightforward or efficient under 

COVID PPE requirements. 

37 We will also spend more time reminiscing and exploring memories of their life to provide companionship, which residents could not get from their regular visitors. 

B3.  

Working with diverse 

people and communities 

48 Once a resident has died, we let the RN know who will come in and check on the resident. Some residents have an end of life plan and we try to follow every step of 

that plan. This could include putting the resident in their favourite clothes or pyjamas and/or making them look "kissable" (put on some makeup). We also make sure 

we follow any cultural or spiritual procedures that they have identified. 

[Same as B2 para 37] 

C1. Sequencing and 

combining activities 

43 To calm them down, I try to engage with them by talking or even singing to them. For example, one of our dementia residents was becoming very agitated when we 

were trying to assist him with personal care. I held his hand and talked to him while the other care staff wiped him down. We also try to give him something to hold to 
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make him feel comfortable and supported. It is always a good idea to give him something to do or engage him by doing his buttons himself. 

67 No matter what their age or diagnosis is, we are always looking for changes and how to help residents. Our aim is to ensure they are pain-free, have always had enough 

to eat and drink and are comfortable. The staff are encouraged to engage with residents. The residents love one on one time with the staff which is why we always try 

our best to take time out of our shift to talk to the residents. For example, there is one resident who requires ice gel every day. I don't give her the ice gel during the 

morning medication rounds. I usually visit her later on in the day to apply the gel so that I can spend some one on one time with her. She really appreciates this. 

32 To make visits safe, it requires more work from staff. For example, staffing the tent at the front of the facility which I described above, families perform their RAT tests 

in this tent, staff oversee the process and ensure validity or results. This includes administering RAT tests, observing the process, documenting results, and ensuring 

validity of the tests, all while ensuring compliance with infection control measures. 

39 It is exhausting assisting in so many areas with so much unpredictability. I know the residents rely on us and need our help, so I just get the work done and find a way 

to make sure things happen. I get so exhausted because I'm going faster, not having breaks, sacrificing myself to meet the workload. If I slow down, the people that 

suffer are the residents 

C2. Interweaving your 

activities smoothly with 

those of others 

32 Helping the care staff includes making sure my team are okay and not overwhelmed with caring for all the residents. Our team is good in the sense we always fill in for 

each other and jump in to assist whenever someone needs help. We are always communicating and briefing each other during the shift. I have mentored them and 

performance managed any issues I have identified over the years. 

[Same as C1 para 43] 

C3. Maintaining and/or 

restoring workflow 

69 As a supervisor, you are responsible for assessing and supervising the work of your team and picking up the slack if the team is behind in their tasks. This means you 

often do not get to take your breaks. Your team will always come to you and notify you of what is going on. You are responsible for going out and assessing the 

situation if there is a problem with a resident. You are also responsible for liaising with the RN. 
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TERESA HETHERINGTON  

Personal Care Assistant (home care) Australian Unity 

Statement 19 October 2021, tab 286, page 13557 

A2. Monitoring and 

guiding reactions 

Transcript 10 

May 2022 

PN10604   

I take it that exception that be I might not be as talkative as normal or I might not be eating normally, is that the type of exception you might record?---Generally we 

tend to try to observe the clients, their environment, their mood swings, any decline like if someone has had a mini stroke we are - usually the higher levels are trained 

to notice any little fluctuations in the client's presentation, so we would document those, yes. 

 Transcript 10 

May 2022 

PN10616  

When you're there you're just, sort of - if you see a hazard you'll identify it and report it.  You're not doing the specific hazard check when you're there?---Those are 

done annually, once a year, the checklists.  But, yes, generally, like, the vacuum cleaner might break this week, but it didn't break three weeks ago, and the service 

coordinator wouldn't have seen that.  Tripping hazards, like, if someone got a mat for Christmas from their grandchild, that's not going to be in the client notes, but the 

client just fell over it last week.  So, we tend to try to monitor the environment and look for abnormalities. 

B1. Negotiating 

boundaries 

85 I am regularly called incompetent and generally talked down to. Body shaming is a regular experience. 

86 Bullying and harassment is also prevalent internally - the client directed nature of the work now leads to the sense from management that the "client is always right". 

87 On many days, where I know that I will be visiting certain clients, I put a protective layer on at the start of the day and mentally prepare myself to take steps to 

minimise my own risk. At the same time, I am aware that most clients need emotional support and I always reassure clients that we are there to help. 

C1. Sequencing and 

combining activities 

Transcript  

10 May 2022 

PN10583 

You seem to be suggesting that it's work beyond that which a care worker would normally give?---Yes, that is true.  We are not at medical grade, we don't perform 

hyperinvasive procedures, but we certainly are performing greater than what is generally expected of a care worker.  Say for example hoist transfers, suction.  A motor 

neurone client in particular secretes a fair amount of secretions through their mouth and that needs to be removed periodically so they don't choke to death.  Some of us 

have been trained in that, others were trained watching another care worker perform that task.  Those would generally be assistants.  So we were essentially given that 

kind of training as we went.  Putting on a uridome that is above the general needs of an average care worker, so we were specifically trained in that.  The PEG feeds, 

applying and removing of PEG feed tubes, ensuring that the client has everything strapped down where it needs to be so he can be transferred to his care chair.  Even 

essentially helping him to transfer himself into his shower chair that is slightly above the average needs of a care worker, or the requirement of a care worker. 

C3. Maintaining and/or 

restoring workflow 

67 There are occasions where clients may be scheduled for a 1 hour block, but the service can be completed within 15 minutes. Unfortunately, the lack of flexibility means 

that I cannot proceed to the next client but must wait until the next scheduled time. 

68 There is little certainty with the work. Client cancellations and scheduling can mean that work can appear and disappear "at will" digitally through the Procura app. 

69 Similarly, I must always remain on top of the Procura scheduling to ensure that clients are not missed. 

70 There is a sense that I must remain vigilant of my phone and emails at all hours, to ensure that my working day is properly planned. 

Transcript  

10 May 2022 

PN10612 

I mean to - what happens with you?---Yes, I'm just let me finish my answer.  What we generally would do to ensure that the client's incident has been properly recorded 

and looked at, we do all three at the same time.  We will call the office staff at the time and report it, then we will put an incident in DoneSafe, and make a client note 

as well.  Some workers will actually exceed that and call the client's family themselves just to make sure that they have been informed as well, because things are so 
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chaotic at the moment, and the turnover is so great there have been repeated instances of clients falling between the cracks. 
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WENDY PAULINE KNIGHTS 

EN Princes Court Homes 

Statement of 29 October 2021, tab 272, page 13438 

A2. Monitoring and 

guiding reactions 

73 In the dementia unit there seems to be more aggression now than there used to be.  I often have to advise staff about how to deal with these situations –how to minimise triggers 

and to walk away and disengage when the resident becomes agitated. Several staff have been injured as a result of these interactions so OHS for staff and the other residents has 

become more of an issue. 

 83 Finding the balance between privacy for families, explaining what is happening for families, providing care and separating our own emotions is all quite challenging. On top if that 

we often have to shepherd newer staff members through the process. Very rarely is a doctor present (except initially around medications or after death to sign the death certificate). 

An RN is always in the facility or contactable, but the comfort and care of the resident is usually in the hands of EN and/or carers. 

B2. Communicating 

verbally and non-verbally 

66 There are additional documentation requirements which require significant education and time to complete. For example, in the new Quality Standards they want us to document 

(preferably each shift, but certainly every day), how we have had contact or interactions with each resident. It might be talking to Mary about her trip to the dining room and her 

meal and documenting her descriptions of what she ate and whether she enjoyed it. On many days I have to do a minimum of 18 progress notes in the dementia unit that I didn’t 

always have to do  before.  Previously  it  was  only  definitive  changes  that  were  documented.  This  daily interaction  note  often  falls  to  me  because  the  PCAs  sometimes  

don’t  do  them  or  aren’t confident of their writing skills. 

77 Added  to  that  is  that  many  of our  carers  come  from  a  CALD  background  themselves,  so communication between residents and carers can also be a challenge. About 

30 per cent of our nurses and carers come from overseas, mainly from India or the Philippines. While the English of  the  carers  is  okay  in  a  normal  situation,  many  residents  

have  hearing  issues  or  can’t understand what is being said to them. Sometimes the carers can’t pick up what residents are saying.  As an Enrolled Nurse I am regularly having to 

go to a resident to ask them what they want or determine exactly what they said after a carer has reported something to me that I don’t understand.  Again, there are more carers 

from a CALD background than there were when I started at Princes Court. 

81 There has a been a lot more need for emotional support of residents who are lonely or don’t understand (or forget) why their family can’t come and visit (or they can’t go out to 

visit them). You need to make time in the shift to try and give people attention because activities aren’t being conducted as regularly because of COVID restrictions. We also used 

to have volunteers (from the adjoining retirement village especially) but because of COVID those volunteer visits have ceased, as have visits by male residents to the Men’s Shed. 

Wearing masks has made that harder as residents can’t even see you smile underneath the mask. 

B3.  

Working with diverse 

people and communities 

48 My feeling is that aged care is less institutional these days and we are often adapting to the resident’s choices rather than them fitting them to a cookie cutter approach. That is great 

for the residents, and I support it, but it makes work harder and more complex for nurses and carers, especially in the context of fewer staff, higher acuity and more rigorous 

reporting requirements. 

[Same as B2 para 77] 

C1. Sequencing and 

combining activities 

42 Similarly, there is now  a  lot  more  consumer  choice,  especially  under  the new Aged Care Standards introduced in2018. For example, some residents want to sleep until 10am 

or 11am each day. This means their morning medication is actually given at lunchtime. Then their lunchtime medication is given at 5pm. 
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43 That makes medications (as well as other care needs like toilets like personal care or meals) more complex. It used to be that you were able to structure your work or establish 

routines around the kinds of work that you would be doing at particular times.  Now, you cannot do that —different work is required for different residents at different times, based 

on their preferences. 

C2. Interweaving your 

activities smoothly with 

those of others 

 [Same as C1 para 42-43] 
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ANTOINETTE SCHMIDT 

Specialised Dementia Care Worker, HammondCare 

Statement of 30 March 2021, tab 206, page 11708 

A1. Sensing contexts or 

situations 

75 As an SOC, residents rely on me to be their eyes and ears. I see residents all the time and I know when things are happening or if there is something unusual in their 

behaviour or appearance. 

102 Typically, we don't use medication to correct aggressive behaviour. We will often assess the situation and remove any triggers which may be causing resident distress. 

133 For example, we had one resident who became distressed when a family member of another resident would take the other resident out for coffee. When the resident 

was not getting attention or care, she became demanding and upset. I would try to include her in my everyday routine. For example, I would ask if she could help me 

prepare lunch. Sometimes she would ignore my request and go to her room. I would accompany her and get her a magazine or talk to her. 

134 People with dementia continue to need relationships and attention. However, they vary in their individual ways of giving and receiving affection, as the dementia 

affects their abilities differently. I can usually tell when a resident is enjoying my company because they will often smile and are more active and positive. 

A2. Monitoring and 

guiding reactions 

88 Unfortunately, a common phrase for a newly arrived resident is "I want to go home". We have one particular resident, who although she has been at the facility for one 

year will often state in a loud distressed voice "I am going home". Her behaviour triggers other residents to become confused, frightened or agitated. I will often try to 

redirect her attention to food or other activities. For example, I might ask her to assist me to unpack the dishwasher or peel potatoes. 

103 Many residents will endure abuse including hitting, kicking, bitting, scratching and spitting from other residents. 

104 To effectively handle incidents of resident on resident abuse we will try to distract the residents involved by directing them to a physical activity or tasks. I will use a 

calm, low soothing voice. 

14 

Reply  

20 April 2022 

tab 207, page 

11831 

Other clients clients had a real fear of developing the disease, and would often say things like "I'm worried about my health issue" or "I'm scared of this horrible 

disease, I don't want to get it". 

15 

Reply 

To address their concerns, I re-enforced the fact that measures had been taken to prevent or avoid the spread of the disease and encouraged them to remain positive and 

proactive. For example, I often said "You're vaccinated and if you practice good hygiene you're unlikely to catch it" or "we all get sick sometimes, it doesn't mean 

everyone dies" 

28 

Reply  

Whilst I don't make decisions for clients, I can often be involved in decision making, when it comes to client care. Specifically, my role when it comes to client care is 

more participatory, supporting or guiding. Decision making usually involves the client and their family member, however I will often be asked questions regarding the 

client's care which can inform any subsequent decision making. For example, the types of questions I will get asked include things like:  

"Has she had COVID-19?" "Has she been feeling sick?" 
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"Has she been taking her tablets at the times she is meant to?" 

A3. Judging impacts 43 In my opinion many residents are incorrectly screened or assessed, which results in difficult social interactions amongst residents within particular cottages. Where I 

identify this, I raise it with the manager or nurse on shift to see if I can get a resident reassessed. 

B1. Negotiating 

boundaries 

7(a) 

Reply 

In addition to issues with visibility due to the fog accumulating on my glasses and the difficulty wearing the mask, I have found verbal communication with clients 

whilst wearing the face mask difficult. My clients have difficulty hearing me. They have previously made comments such as "/ don't know what you are saying. Take it 

off'. I am not allowed to take my mask off if a client has difficulty understanding me so I have to gently explain why I have to keep it on and why it is necessary to 

reduce the risk of infection for them and for me. I have been advised by HammondCare to keep the mask on at all times. I don't think this will change any time soon as 

the pandemic continues on so I expect that I will have to continue to adapt my care to wearing a mask. 

B2. Communicating 

verbally and non-verbally 

76 It is my job to successfully communicate these concerns with the family or nurse, as most of the residents cannot communicate for themselves. 

89 I try to engage with residents throughout my shift. When I communicate with residents I always try to: 

(a) speak slowly and clearly, especially because I have an accent; 

(b) give them plenty of time to respond; 

(c) prompt them with visual cues; and 

(d) always provide clear step by step instructions. 

 [Same as A1 para 134] 

 [Same as B1 para 7(a)] 

12  

Reply  

The restrictions also left a lot of clients feeling isolated and lonely. Some of them would say "my family haven't come to visit me" or "I'm bored". I would try and 

engage with them to reduce the impact of isolation. 

C1. Sequencing and 

combining activities 

49 SDC's are also expected to perform all cleaning work, including vacuuming, sweeping, dusting and general cleaning duties during the day. This means having to 

perform cleaning duties whilst also having to navigate other more variable elements, like interacting with residents and visitors. 

62 Safety controls and supervision of residents is a constant feature of my role. I have to keep in mind various distractions and re-direct the residents when they want to 

participate in dangerous activities, like cooking near a hot stove. 

[Same as A1 para 133] 

C2. Interweaving your 

activities smoothly with 

those of others 

 [Same as A1 para 133] 
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LILLIAN LEANNE GROGAN 

Care Worker Coach (home care) Australian Unity UWU 

Statement of 20 October 2021, tab 280, page 13514 

A2. Monitoring and 

guiding reactions 

21 You also need a lot of patience, and you can’t be judgemental. A lot of the time you don’t know what has happened to that person. You can’t judge just by what you 

see. If you dig deeper there are reasons for different things. As an example, someone might be snappy or cranky but you don’t know how much pain they might be in. 

Pain can make people really grumpy but they don’t always say “I’m in pain”, they snap your head off. You have to start talking to them to find the cause of the 

behaviour rather than rising to rude behaviour. 

B1. Negotiating 

boundaries 

14 We are also meant to identify issues such as elder abuse. On a personal care visit with a client who had dementia I noticed that the lady had quite bad bruising on her 

arm and her husband was cranky and verbally abusive on the day I was there. I had to report this because I didn’t know how she got the bruises. I need to do this in 

such a way that can still preserve the working relationship, so I needed to be polite and clear that I was going to make a note about it. 

B2. Communicating 

verbally and non-verbally 

19 You have to have a high level of interpersonal skills. As care workers we need to have a different hat on for every house that we walk into. I might walk into a house 

and have to communicate about opera or poetry, but the next house might be about football or having a few drinks at the pub–we have to adjust our style to the client 

we are dealing with. You need to read the situation as soon as you get through the door. You also need highly developed interpersonal skills to deal with clients’ 

families who may be overbearing, or negative family dynamics (for instance if the client does not believe that they need the care but their children disagree). 

B3.  

Working with diverse 

people and communities 

 [Same as B2 para 19] 
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SANU GHIMIRE 

Statement undated (late March 2021), tab 195, page 11592 

Care Service Employee and Recreational Activities Officer, Uniting Aged Care 

A1. Sensing contexts or 

situations 

46 As an RAO, I have to think about many things when planning activities. I consider their physical capability, their emotional needs and mental state and try and design 

activities around these things. Most of the residents have reduced mobility and a lot are in wheelchairs. Very few are able to walk. Every month I ask each of the 

residents what they would like to do before finalising the activities calendar. I design the program based on their suggestions however I do have to alter their requests 

sometimes. For example, the residents requested to do foot work activities because they wanted more leg exercise. However, it is very hard because of their reduced 

mobility and inability to go to a sports court. I figured out a chair football activity where you put all the residents in a circle and kick a ball around. I was able to meet 

their requests by doing this. 

5 

Reply 20 April 

2022, tab 196, 

page 11599 

The lockdown meant that I was not able to conduct group activities anymore, given all the residents were required to be kept apart due to social distancing rules. This 

meant that often I needed to spend one on one time with each resident, when conducting recreational activities. During this time, I was very aware that because each 

resident would not be able to see their family or interact with other residents, the time I spent with them was the only time they would be engaging with other people 

throughout the entire week. It was my job to make sure they were emotionally ok. This increased the pressure I felt to make sure that each activity I designed and 

organised was as beneficial as it possibly could be. 

7 

Reply  

In addition, engaging with residents on a one on one basis, requires a different skill set, rather than hosting group activities. For example, I was required to tailor my 

interactions with residents to meet the needs, preferences, communication styles and abilities of each particular resident. Some residents are able to engage in activities, 

that others simply are not capable of. 

A2. Monitoring and 

guiding reactions 

37 Some residents have very specific bedtime routines. For example, there is one resident who likes to go to bed straight after dinner. As soon as he rings his buzzer for 

assistance, I have to make sure I attend to him straight away as he can become very frustrated and verbally abusive. Over time I have learnt to adapt to this to avoid him 

becoming agitated.   

 [Same as A1 para 5 Reply Statement] 

[Same as A1 para 7 Reply Statement] 

A3. Judging impacts  [Same as A2 para 37] 

[Same as A1 para 46] 

[Same as A1 para 5 Reply Statement] 

[Same as A1 para 7 Reply Statement] 

6 

Reply  

As a result, the schedule for activities that I had previously used, was no longer relevant, and I needed to re-design the entire recreational program. Some examples of 

the one on one activities that I designed for the residents to engagein on their own, included general exercises, balloon volley ball, and playing music videos to them 

using an iPad or iPhone. In designing these activities, I was required to assess how the residents might be able to engage in them on their own, as opposed to in a group 
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setting, which varies greatly from resident to resident. 

B1. Negotiating 

boundaries 

56 I often encounter dementia residents murmuring to themselves and repeating sentences. I have learnt to respond to these types of behaviours during my time at Uniting. 

For example, in my RAO role, if I can see a resident becoming aggressive, I try and divert their attention with an activity or by talking to them in a calm way. I can 

also try and separate them from the group and give them more attention and time. I talk to them or take them to the garden and provide them with tea to try and calm 

them down. Although I try to calm them down, there are some instances where my methods don't work and I find it extremely challenging to deal with their behaviour. 

B2. Communicating 

verbally and non-verbally 

20 For residents who have difficulties communicating, I am required to engage in other forms of communication to determine what the resident requires. This includes 

observing their body language, nonverbal communication and observing physical changes in their body. 

10 

Reply 

I was also required to re-design some of the group activities that I had administered previously as a result of the social distancing rules. For example, we still tried to 

run bingo with the residents. But given they were not allowed to sit together, I would wheel each resident to the door of their room so that they were all facing the 

hallway. I would then call the bingo numbers from the hallway as I walked up and down, so the residents could hear what was being called. Conducting the activity in 

this way, required me to spend more one on one time with each resident, as I needed to transport them to the hallway. This took more time, and left less time for the 

activity itself. 

31 There are also some residents who cannot communicate. To ensure they are ready to eat, I have to read their body language as they usually respond by nodding. 

17 

Reply 

In addition, they did not recognise us, and didn’t know who we were because they couldn’t see our faces. This made care work even more difficult, because it 

hampered our ability to employ the skills we would normally use in communicating with residents suffering with dementia. For example, it was difficult to be calming 

and persuasive, when they were not able to see our faces at all. 

B3.  

Working with diverse 

people and communities 

 [Same as B1 para 56] 

16 Further, during lockdown, I was allocated to the Dementia Ward. Wearing PPE made lots of the Dementia Ward patients very unsettled. They didn’t know who we 

were, and did not understand why we were dressed in the way we were. They appeared frightened when I approached in PPE. However, it was very difficult to explain 

to them, what the PPE was for and why we were wearing it. As a result, residents would yell, hit and scream at us. They didn’t know who we were, or that we were 

trying to help them. One resident thought we were aliens because we were all dressed up so differently. He was very upset by this. 

[Same as B2 para 17] 

C1. Sequencing and 

combining activities 

24 At around 3.00pm, I begin making rounds in my section to check on the wellbeing of each resident, to determine if their buzzer is within reach, to ask if they require 

water or food, or to assist with toileting and /or changing clotes. While I do this I make sure to chat with residents and find out how they are doing. 

[Same as B2 para 10] 

14 

Reply  

During this time, we had to wear PPE and were required to change it each time we interacted with a new resident. The PPE we were required to wear included a face 

shield, gloves, gowns and masks. I took the responsibility of wearing the appropriate PPE very seriously, and was very strict about changing it each time we saw a new 

resident. I observed that my colleagues conducted themselves this way as well. However, this meant that each task we were performing took more time than it 

otherwise would. Accordingly, we were required to adapt to the fact that we had less time to complete each task, by prioritising the tasks that needed to be completed. 
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C2. Interweaving your 

activities smoothly with 

those of others 

 [Same as B1 para 56] 

C3. Maintaining and/or 

restoring workflow 

 [Same as B2 para 10] 

21 Accordingly, lots of staff would frequently call in sick and we had to manage these shortages by reprioritising tasks, and in some cases redesigning the recreational 

activities we had planned. We were luckier than most facilities because Uniting organised a group of people known as a ‘flying squad’, who would come in and help at 

centres where there was a staff shortage. 

  

4305



JUDITH CLARKE 

PCW at Baptist Care 

Statement of 29 March 2021, tab 273 at page 13462 

A3. Judging impacts 12 “Carers need to be able to discern residents’ needs, especially when those needs cannot be communicated by the resident or their family. Carers have to be attentive not 

just to residents’ physical needs but also their emotional needs. When a resident is distressed, you have to be able to work out what is causing them distress and know 

how to alleviate it.” 
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LYN COWAN 

Personal care worker with Bolton Clarke Residential Aged Care 

Statement 31 March 2021, tab 226, page 12114 

A1. Sensing contexts or 

situations 

112 What I have learned is that there is often a reason for behaviour. It may be their condition, their medication or a particular trigger. Sometimes a client needs rest and 

sometimes they want to be left alone. Regardless of the reason, I always try to avoid anything that can trigger a client into doing things that would make both my life 

and theirs difficult. I do this by getting to know my clients and their triggers and tailoring my communication and conduct to avoid triggers. 

A3. Judging impacts 68 Being alert to even subtle changes to how a client is feeling, both mentally and physically, is an ongoing part of my role. 

69 I spend a great deal of time speaking to clients to ensure that their care plan is appropriate. I start with talking to them, and, most importantly listen for any changes in 

complaints that seem to be new or serious. For example, on one particular occasion I had a client who was complaining of fatigue. I had to assess the problem by 

speaking to him and listening to changes in his routine. As a PCW we have to be alert to even subtle changes in our clients, as the change may be a symptom of a 

bigger underlying health problem. This might trigger a change to a care plan. 

70 At times, clients are not as forthcoming or able to convey how they are feeling. In these circumstances I have to rely on careful observations to detect any changes in 

body language or behaviour that may indicate that they are in pain or discomfort. 

71 For example, some seniors can be observed having difficulty climbing stairs, which can be a sign of poor balance, grip strength or a deterioration in their condition. 

Other clients may present with bruises, which in most cases has been caused by an injury or fall. 

85 While I am bathing and dressing her, I am observing and assessing her mental and physical health. I do this by listening to her and observing her facial expressions. For 

example, I know if she is sad, disgusted or surprised when her lip, cheeks or eyebrows are raised. 

B1. Negotiating 

boundaries 

113 “… on one occasion, I entered a resident’s home to find him naked on the couch. He was touching himself inappropriately and said something inappropriate. I did not 

react by replying to his comment, walking away or yelling. I remained calm and tried to distract from his action by changing the conversation. 

B2. Communicating 

verbally and non-verbally 

76 When I get to a client’s residence, I will offer them a smile and a greeting. If I haven’t met them before, I will introduce myself. I will then ask them a few a few basic 

questions, like whether they have slept well or if they have eaten. I try to always be respectful and maintain eye contact when speaking to a client. I am also careful to 

remain respectful of hearing challenges the resident might have and try to speak slowly and clearly, using short sentences. 

77-78 Some of the residents I visit are extremely lonely … Spending a few moments to have a conversation with these clients is often enough to put a smile on their face. 

Sometimes, I can sit down with residents while they recall people in photographs or play music that has a special meaning in their life. Spending time with residents is 

one important aspect of my role. 

30 

Reply 19 April 

2022, tab 227 

page 12256 

Re COVID-19: “It is hard enough having to communicate with clients who have difficulties communicating, but it becomes near to impossible with all the additional 

PPE. I have had to learn to use nonverbal cues or behaviours to communicate with clients, especially with those clients who lip read. 

4307



B3.  

Working with diverse 

people and communities 

94 I will always consult the care plan, talk to them, engage with them and observe the client to identify any religious and cultural preferences they have, to assist me in 

providing culturally sensitive care. For example, I have a Filipino client who typically follows the tradition of removing shoes before entering the house. 
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ALISON LEE CURRY 

AIN at Warrigal Mt Terry 

Statement of 30 March 2021, tab 204, page 11664 

A1. Sensing contexts or 

situations 

55(v) Re dealing with a deceased resident immediately after death, with a view to family members visiting: “We try to be true to the person that the resident was. If they 

loved cats, we'll put some stuffed cats with them. If they loved a particular flower, I have run out to pick those particular flowers, if they wore make-up, we apply 

makeup. 

90  

Reply 20 April 

2022, tab 205, 

page 11701 

New starters need to learn the residents’ clinical needs, such as their dietary requirements, incontinence, mobility and the specific care they need at different times of 

the day, in addition to their personal preferences, personality traits and communication styles and past history (e.g. if they served in a war, the resident could be 

experiencing past trauma so the new starter needs to understand signs to look out for). 

A2. Monitoring and 

guiding reactions 

42 We check if their fluid diet is correct and is at the correct thickness for the resident as otherwise they may aspirate or choke. We also assist residents who can feed 

themselves by fully setting food up in front of them, applying a clothing protector and cutting up their food and positioning them in the correct position to for them to 

eat safely. I have come to know what each resident needs (and prefers) by observing them over the time they have been on the ward. 

A3. Judging impacts 74 Following the death of a resident, we watch for changes in behaviour [of other residents]. If a resident is becoming isolated, depressed, has a change in mood, suicidal 

thoughts and self-harm, staff are quick to react, and appropriate support avenues will be sought for that person. For example, doctors may prescribe antidepressants, or 

the nurses and recreational activity officers may keep that person busy with various tasks to keep their mind off things. We have to watch out and advocate for this 

support. 

B1. Negotiating 

boundaries 

57 If the family are present at time of death we immediately offer our condolences . This means we are sometimes a witness to extreme emotional breakdowns and we 

then console to the best of our ability. We eventually are placed in a position of asking the family to kindly wait outside of the room so we can attend their beloved in a 

timely manner so they can then have some closure with them before they depart for the funeral home. 

B3.  

Working with diverse 

people and communities 

63-64 Individual residents will have religious or other requirements that need to be remembered and considered in the lead up to end of life and immediately afterwards … 

There may be particular rules about the gender of attendees. Usually that will be consistent with what they had arranged during their care, for washing and we will 

continue to respect that. 

C1. Sequencing and 

combining activities 

39 Extra incidents happen that take us away from our general work. This will include, for example, resident falls, aggression, a severe decline in health, assisting with a 

wound dressing, a transfer to hospital, family members that want your attention, a doctor visiting, finding a wandering exit-seeking resident and, sadly, the death of a 

resident. 

10 

Reply  

Statement 20 

When residents had COVID-19, they required more assistance than usual and would call us on their buzzers more frequently. This was an impossible task because we 

were frequently short staffed and there wasn’t enough staff on to tend to everyone. We had to be more aware of any signs of a resident declining, as with COVID-19 

older people can decline rapidly and we needed to be on top of this. We were run off our feet, very stressed and worried for our own safety and the residents’ safety. 

4309



April 2022, tab 

205, page 11686 

Even though we were short-staffed, we needed to make sure we were still doing our jobs properly. We had to try and figure out what was most urgent and most 

important just to keep people alive and cared for. 

 71 

Reply  

The shift to person-centred care has had a major impact on the way we structure our shift. We have increased our quality of care to be more person-centred to 

accommodate the resident’s choice. Whenever a resident wants to do something, we are expected to be there to provide assistance to them. We are to treat them as if 

they are effectively in their own home and making their own decisions about when they want to do something.” 

C3. Maintaining and/or 

restoring workflow 

54 Re: end of life care: “The work involved is generally consistent to all carers. This is not an area of work that is provided for in formal training. It falls to more 

experienced carers like me to provide leadership, mentoring and guidance to junior carers. 

80 c  

Reply 

When we are getting the resident ready for the day, we also communicate with the resident and have general conversations to get to know them better and find out their 

routine. We also ensure their environment is clean, their buzzer is working, they have fluid in reach, log any maintenance required, report or fix hazards and report any 

decline, pressure areas wounds, behaviours, mobility, incontinence and bowel information. 
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LINDA HARDMAN 

AIN, Estia Health facility in Figtree. 

Statement of 29 October 2021, tab 263 at page 13265 

A2. Monitoring and 

guiding reactions 

52 Dementia and mental health issues also leads to wandering. Some residents wander into other residents’ rooms, which can lead to conflict. Even if it does not, we spend time 

finding wandering residents and persuading them go back to their own room or in any event leave another resident’s room. Sometimes we use strategies such as making a cup of 

tea, or finding an activity for the resident to undertake. At times I just have to make time to have a chat with the resident to reassure them or orientate them in time and place. 

This takes time, but it can prevent a resident becoming aggressive or intrusive into other residents’ rooms. 

A3. Judging impacts 22(a) … AINs have and exercise the following skills in carrying out their work: … Observational skills. You have to know your residents very well, so that you know when they are 

off or something is up. I may not know all of the medical terminology, but by careful observation you can get a sense of when things are wrong and alert the ENs or RNs. 

22(b) … AINs have and exercise the following skills in carrying out their work: … Recognising behaviours. Often, before a resident has problematic behaviours associated with mental 

illness or dementia, you can notice triggers or little changes in behaviour. It is important to recognise these sorts of things and report them to the RN. 

38 There is so much as an AIN that I need to be aware of when caring for a resident. For example, if I am showering someone I need see if there any change in their condition, they 

could be grimacing and therefore in pain. When residents are meant to eating, I need to see if they are eating. I need to make sure they’re drinking water. 

51 With my experience, I am pretty good at recognising the kinds of triggers that will lead to behaviours, aggression, or abuse. But, despite all of my training and experience 

sometimes I do not see the warning signs. Sometimes, you just have to leave a resident’s room because you can see that the resident is about to get aggressive. I always make 

sure the resident is safe before I leave. I then re-approach several times. I use strategies such as changing staff, to see if that makes a difference. 

B3.  

Working with diverse 

people and communities 

24 The diversity of residents has changed over time. There is an increase in residents from various cultural backgrounds. It can make it more difficult to communicate with the 

residents and rely on non-verbal cues and try to learn some of their language to understand their needs. 

C1. Sequencing and 

combining activities 

23 I also think that our ability to be adaptable and diplomatic has increased over the years I’ve worked in aged care. I think AINs have excellent time management and team skills 

because there are so many tasks that need to be finished in a shift. 

C2. Interweaving your 

activities smoothly with 

those of others 

36 Re documentation: There are a limited number of computer terminals. That means that you are competing with other workers for use of the terminal and you have to try to fit in 

when there is a chance to use it. If something happens when you’re trying to complete your paperwork, which it often does (whether it is attending to a buzzer, assisting a 

resident with toileting, or something else), often someone else is using the terminal when you return, and even if not you have to log in again, and remember where you were up 

to. 

C3. Maintaining and/or 

restoring workflow 

74 For me to provide proper care means that I spend an extra five or ten minutes with residents. Sometimes they cry, and need a bit of TLC. That has to be done, but then it is harder 

to fit in all the other work. 
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SUZANNE CLAIRE HEWSON 

EN 

Statement of 29 October 2021, tab 270, page 13417 

A3. Judging impacts 29 I am constantly assessing the residents, looking at how much they are eating and drinking, and how they are interacting with other residents. I remain alert for any signs 

of deterioration or abnormal observations, and arrange for review by the RN or GP. I also rely on reports from the care staff as well. 

B2. Communicating 

verbally and non-verbally 

24(d) The staff try to ensure that there is some levity in the day and that each resident feels valued. Even though we can only spend minimal time with them, we try to make it 

quality time. 

C1. Sequencing and 

combining activities 

21 I cannot recall the last time I completed a medication round without an interruption. There used to be a practice that nurses were not to be interrupted whilst 

undertaking a medication round to allow them to focus and avoid medication errors. Now, we are required to respond to multiple interruptions including call bells and 

phone calls. 

C3. Maintaining and/or 

restoring workflow 

23 Re dementia which presents significant aggression and violence in some residents: “Situations such as this are not unusual. They are very challenging to manage and 

the skills required to deal with them are often not taught. They are learned from experience and, if you are lucky, good mentoring from colleagues. I do my best to 

mentor my colleagues, but it is difficult in the limited time available. 
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CHRISTINE SPANGLER 

AIN 

Statement of 29 October 2021, tab 257, page 13009 

A2. Monitoring and 

guiding reactions 

31 … if I am caring for a resident who I have known for a long time, I will be able to pick up if something is not right with them. I try to build rapport with the residents 

over time by learning what they like and learning their idiosyncrasies. We really get to know the residents, they become like extended family. We know what they want 

and what they need. 

32 For example, a certain resident I have likes a small blanket around her feet and another blanket on the top. She has three biscuits out so she can reach them in the night 

if she wants to, and she likes her call bell in the right spot so she can reach it. Another resident I have likes his dimmer light on, the curtains closed, his mobile phone 

not charging overnight and the door closed. He tells me the weather every day. He has a sound mind but cannot walk. Over time, you really get to know the person and 

what you need to do to meet their needs. 

B2. Communicating 

verbally and non-verbally 

24(i) If a resident is really upset, one of us will sit with them and talk to them about their situation. Sometimes they are confused and this can be frightening for them. 

C1. Sequencing and 

combining activities 

27 Re person-centred care: “If we are assisting someone in the shower and another resident wants to get out of bed immediately, we simply cannot be in two places at the 

same time. But the other resident expects to be able to get out of bed when they want to. We just have to try to do our best. 

C2. Interweaving your 

activities smoothly with 

those of others 

22 It is very stressful when we are short staffed. It might be the other wing who is short staffed, so we have to help them do their round as well as our own. We are 

effectively trying to look after 60 people between us, including answering all the buzzers and making sure everyone gets the care they need. 
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VERONIQUE VINCENT 

Home support worker with Regis Home Care in Mildura 

Statement of 28 October 2021, tab 255, page 12959 

A1. Sensing contexts or 

situations 

70 It takes time and patience to build trust and rapport with clients. It means talking to them and learning about their lives, finding things to connect over. Getting to know 

them properly is really important to be able to tell, from visit-to-visit, whether there has been any mental or cognitive decline. 

A2. Monitoring and 

guiding reactions 

66 (pp)–(qq) Previously, I used to look after this client’s wife for years, until she died. So, I have known him for many years too. He and his wife were pretty old fashioned. She 

would always set the table for meals with a tablecloth and so on. So, when I’m there, I set his table up in the same way with the tablecloth and cutlery. I also put some 

flowers on the table or, if his lemon tree is fruiting, collect some lemons in a bowl to put on the table … This is not something that is in his care plan or that I have to 

do, however I know he is more likely to actually eat if he is prompted with these visual cues. 

A3. Judging impacts 53 With all our clients, we are required to always be on alert for any changes in health or behaviour. We have to be like detectives. We are always on the lookout for signs 

of dehydration and malnutrition, declines in health, cognitive declines, skin integrity issues, emotional fluctuations, and so on. If we don’t pick up on these things, they 

could go unnoticed and lead to serious problems for our clients, particularly those who don’t have much family support around or are socially isolated. This is a very 

important part of our job which requires us to really get to know our clients, and to build trust and rapport with them. 

71 For example, I attended a client once for a regular service. He had an ever so slight droop in his eye. This was very subtle, but because I knew him well and for a long 

time, it was something I could pick up straight away. I immediately knew something was not right and called an ambulance for him. This was fortunate, as it turned out 

he was in the early stages of having a stroke at that time. 

B2. Communicating 

verbally and non-verbally 

66 (ee)–(ff) This client has breast cancer, which she’s currently receiving treatment for. Because of her treatment, and because she is so isolated and distanced from her family, she 

has ‘nasty days’ where she can be quite crabby with me. I’ll say to her ‘you’re not having a good day today love’. The other day I visited her, and she was in a very 

down mood. I generally try to lift her up as best I can while I’m there … She has come to trust me over time, which is good. She asks me to have a look at things on her 

body including in intimate areas like her bottom if she’s worried about something. 

B3.  

Working with diverse 

people and communities 

66(p) This client can be a little suspicious with some carers, however she connects with me because I know a bit of Italian and use that to speak to her. 

C3. Maintaining and/or 

restoring workflow 

66(d) I then come in and try to have time for a little chat with the wife. She has the signs of early dementia–memory loss, and the like. Her family haven’t yet formally put 

her through the diagnosis process because it is very upsetting for her. However, she is showing signs of decline. She thinks she knows me from years ago (which she 

doesn’t), so I try and make sure I give her a little bit more attention. 

66 (w–x) With this client, I always try to allow a few minutes to talk to his wife at this service, as it is clear to me, she has carer’s burnout … So, it is not just the client we are 

looking after, it’s their family members too. We become their emotional go-to person, the person they are going to seek out as someone to talk to or a shoulder to cry 

on … This client’s wife appreciates a chat and often asks me for advice. She’ll often tell me about problems she’s having, and I try to give her advice on how to make 
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things easier for her husband to be at home. For example, putting red dots on the doors so he knows to open them. 

66 (hh) I usually stay longer with this client than my 30 minutes allows, particularly as I am concerned about meeting her emotional needs because she is on her own. 

66 (uu) While I’m doing that, I have a chat to him–usually about what the neighbourhood cat has been up to–and use that to assess how he’s going and whether he seems to be 

doing alright. 
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KRISTY LOUISE YOUD 

Aged-care employee with Masonic Care Tasmania 

Statement of 24 March 2021, tab 216, page 11976 

A2. Monitoring and 

guiding reactions 

55 On the odd occasion, she might start getting a bit crabby with me. I deploy the tactic of leaving the room to allow her to calm down. One of the residents is very hard to 

understand at times. It gives you a bit more patience, because you need to sit there and really listen when he talks so that you understand his needs but also so that he 

feels that he is being heard and engaged with. 

78 “… usually I manage clients who are physically and verbally aggressive by adopting the following strategies: 

(a) Getting to know them and building a relationship of trust; 

(b) Understanding what will triggers them and trying to avoid those triggers; 

(c) Treating them with dignity and respect; 

(d) Speaking calmly when they get aggressive; 

(e) Understanding what each resident needs if their conduct is escalating (this could include removing ourselves from the room, let them calm down and then 

approach later); 

(f) Implementing a strategies tailored to each individual to de-escalate. 

B3.  

Working with diverse 

people and communities 

54 There is an [redacted] lady who has had a stroke and has only basic English. We use a little flip book to communicate with her- for example- it has pictures in it like a 

picture of a drink. We can figure out what she wants by using the book, on most occasions. 

C2. Interweaving your 

activities smoothly with 

those of others 

79 Some residents prefer to be attended by males and some by females so if that is an issue, we will approach someone in the team and ask them to go to that person. We 

have a new system where we put a pinky-red sticker if the resident prefers women, a blue sticker if they prefer male carers and no sticker if they don't mind. Most of 

the time we can only do our best in this regard because it is impossible to accommodate at all times. 

C3. Maintaining and/or 

restoring workflow 

50 A lot of the issues come back to loneliness, but we don't have the time to sit there and have a long chat with them. I wish we did. I always try and talk to them while I 

am performing my tasks but I have to prioritise getting all of the work done and I simply do not have time to spend with residents if I am not attending to their direct 

care needs. 
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PAUL REGINALD JONES 

Care services employee United Protestant Association in Casino 

Statement of 1 April 2021, tab 232, page 12316 

A3. Judging impacts 13 Accordingly, in order to get a sense of what their needs might be, often I am required to engage with them on a subtler level, including observing their body language, 

non-verbal signs such as grimacing and groaning, as well observing physical changes in their bodies 

16 Discussing dementia “The only way I am able to assess whether a care plan is up to date, or accurately reflects a resident's health care needs, is by carefully observing a 

resident’s behaviour, what triggers their behaviour and any changes that may arise over time. 

41 Discussing the need for changes to a care plan - “This requires me to be aware of the subtle and often unnoticed signs of deterioration in somebody’s health. I have 

learnt what to look out for, over time. 

B1. Negotiating 

boundaries 

24 Providing emotional support to residents is an important part of my job and I take this aspect of my role very seriously. I know that if I talk to every resident about their 

day, I won’t get time to administer the medications within the timeframe, so I have learnt to engage and then politely end conversations relatively quickly during this 

time, with particular care not to agitate or upset the residents. 

B2. Communicating 

verbally and non-verbally 

43 - 47 (communication skills) including–at [46] “One of the techniques I have learnt in developing trust and good communication with the residents I look after in the 

dementia ward, is to use the resident’s maiden name when talking to them. An effect of dementia is that while residents have trouble remembering recent events, their 

long-term memory is usually still intact. I have found that using maiden names makes residents in the dementia ward feel more at ease, and they are usually more  

responsive as a result. At my suggestion, female residents' maiden names are now  included in their Care Plan. 

12 

Reply of 20 

April  

Strategies engaged to overcome challenges of communicating with residents during COVID and wearing full PPE. 
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BRIDGET NICOLA PAYTON 

Personal care assistant with SAI Home Care 

Statement of 26 October 2021, tab 253, page 12933 

B1. Negotiating 

boundaries 

80 Where she observed new symptom in a client “While it was outside the scope of the support I was meant to provide this client, I took it on myself to call her doctor and 

make an appointment, went to the appointment with her, accompanied her to specialists, made notes for her and chased up the hospital to try and get test results for her 

because if I didn’t do it, I knew no one would. In the end, my client was diagnosed with an ulcer and needed special medication. 

B2. Communicating 

verbally and non-verbally 

83 I attended the home to find my client’s wife and son there trying to get him to undress and have a shower. The client was refusing to move and lashing out at his wife 

and son, who had both become distraught. I had to go in and counsel the family and calm them down so that I could then sit with my client and gently talk to him and 

get him onside. After some time, he allowed me to undress him and get him into the shower and take a look at his feet. 
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TERESA EILEEN HEENAN 

Home care employee with Warramunda Village 

Statement of  20 October 2021, tab 250, page 12875 

A2. Monitoring and 

guiding reactions 

72 He is the type of client that will let you do everything for him if he could. However, I am committed to the purpose of my work which is to enable the independence of 

elderly people in their homes as long as possible. So, I try to encourage him to do things for himself or to do things with me. He will say he can’t do things, but I say to 

him ‘come on, you know you can do this. 

79 It has taken a lot of patience and dedication to get this client to this point. 

80 When I arrive at this client, I prompt him to get up and moving. I get the things ready for his wash and encourage him to get his clean clothes ready. Once he is washed 

and dressed, I prompt him to have a shave and clean his teeth. Often, I use humour with him and say, ‘come on, old bossy pants is here. 

A3. Judging impacts 94 With respect to a faulty safety device “I was conscious that it was quite dangerous for him for the safety alert to not be working properly–if he needed to use it but 

couldn’t hear or understand what was being said to him on the other line, that could be life and death. So, there was some urgency in getting it fixed. Us carers really 

become the advocates for our clients in these kinds of situations. If it wasn’t for me taking it up for him, the device might never have been fixed or it might have taken 

even longer for that to occur. 

98 I have to know my clients well enough to be able to judge, for example, whether a client’s low mood or energy is the result of just a bad day, or part of a pattern of 

behaviour that is more concerning. I have to develop strategies that are both sensitive to a client’s mood (mental health) as well as adapted to looking after their 

wellbeing (physical health). 
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DONNA KELLY 

Extended Care Assistant with Baptcare at the Baptcare Karingal Community Care (Karingal) in Devenport Tasmania.  

Statement of 31 March 2021, tab 210, page 11864 

C3. Maintaining and/or 

restoring workflow 

21 (tt) Sometimes all of the work just cannot be done given the needs of residents, and management just has an unrealistic expectation of what we can achieve in a shift. I 

need to prioritise my work in order to provide the best possible care to as many residents as possible. 

35 We have to be careful not to invade a resident's space and always be on a cautious level of awareness. When I am dealing with someone with a behavioural issue, I put  

my arm in front so I can easily block an attack. Simultaneously I am trying to de-escalate the situation.” 
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CATHERINE ELIZABETH GOH  

Home carer at Brightwater Care Group 

Statement of 13 October 2021, 

tab 278at page 13493 

B1. Negotiating 

boundaries 

24 Families don’t always understand and there isn’t always good communication. One family member wants things done one way and another wants it another way. It is 

difficult to negotiate those relationships. 
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KAREN ELIZABETH ROE  

Home Support Team Member at The Benevolent Society 

Statement of 30 September 2021, tab 279 at page 13508 

A1. Sensing contexts or 

situations 

13 You also have to be aware of the surroundings, and how the client is on any particular day. You need to judge how much support is needed. When I come in, I have to 

ask lots of questions, like, how do you feel, do you have a cough, have you had any visitors and other COVID related questions. Is she feeling strong enough to stand 

on her legs and come out to the back to have her shower? If not, I have to judge whether to talk her into it or whether this is a time to let her be and do a sit shower in 

her chair. 

A2. Monitoring and 

guiding reactions 

24 You also need really developed social skills. It is not just care, it’s also about being aware and exercising judgment. When I walk into someone’s house, I can be 

anything they want me to be. I can be a listener, a talker, I can tell stories, be your sister, aunt, mother. I want them to be comfortable. I will laugh at their jokes 

although I heard them half an hour before because that’s what makes them comfortable. 

A3. Judging impacts 22 Clients with dementia pose particular complications. Everyone can be different in a day with dementia. You can visit someone you had a wonderful time with yesterday 

but the wind has turned or they have a urinary tract infection and they are angry at you or upset because their mother (who died years ago) is not home. It can all change 

very quickly. You think you’ve got a handle on it, but you have to be adept at judging the changing situations quickly. 

B1. Negotiating 

boundaries 

12 You always have to be observing your clients and their needs. I’ve been agitating on behalf of one client to get the door on her shower taken off. She refused to sit 

down in shower because couldn’t get up. If she falls into the shower with a door, would have to break it to get her out. It has finally been done, after 6 months. 
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LISA BAYRAM 

RN Grossard Court, Cowes 

Statement of 29 October 2021, tab 262, page 13226 

A1. Sensing contexts or 

situations 

66 … In aged care we need to deal with loss and grief more regularly and that is both a skill and a burden for staff. In aged care we also need to form relationships with 

residents because they are there for a relatively long time–to understand their interests, their families, their emotional needs… 

A2. Monitoring and 

guiding reactions 

80 One of the biggest issues we all face at Grossard Court is the advanced care planning and critical incident management and trying to get the balance right between the 

rights of the resident and doing the best by them clinically. For example, someone may have end stage dementia and have specified in their advanced care plan that they 

don’t want to go to hospital. However, if they then have a fall and have a considerable injury, what do we do? These are difficult decisions but, unfortunately, the 

resources available to me at the time will often dictate the outcome rather than the resident’s wishes. You have to try to manage the expectations of the family, the 

decisions of the resident, the risk assessment (clinically) as to whether to send them to hospital and what resources we have to manage them if they are kept in the 

facility. This can be a no-win situation. Whatever decision is made is never optimal. The skills of building trust with the family and good communication are essential. 

A key role is to try and help the family make good decisions at critical times, usually when there is a lot of stress present. 

82 Working out what information residents and their families want also requires significant skill. Some people want all the available information. Others want you to make 

the decisions. My role is often to work out what information people want and in how much detail. This is a balancing act because it is essential to be honest and 

acknowledge when things go wrong. Good communication involves building trust. This takes time, speaking with families, phone calls and meetings. Sometimes it 

means giving recommendations, asking questions. Sometimes it involves knowing to say nothing at all. 

B1. Negotiating 

boundaries 

68 In my role as an RN, team leader and AHC, I have to manage staff, including any reports in relation to medication errors or poor behaviour. I may need to deescalate 

conflict between staff and counsel them to get a return to a decent working relationship. I’m responsible for the whole facility on the PM shift. 

85 I try and advocate for better resources. For example, I tried to advocate around access to doctors. I have also been advocating for better palliative care management - 

trying to get a better palliative care tool that we have trailed but we are not currently allowed to use. I am also advocating for better staffing. 

B2. Communicating 

verbally and non-verbally 

 [Same as A2 para 80–82] 

C1. Sequencing and 

combining activities 

38 [after describing action taken to deal with incidents in the facility] “As a result, my ordinary routine often gets put off while I deal with important issues. 
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VIRGINIA MASHFORD 

Statement dated 6 May 2022, tab 271, page 13425 

A1. Sensing contexts or 

situations 

37 (a)  I understand how I fit into my working environment with regard to being part of a team of people who work both independently and together. 

37 (d) I work to understand the needs of the residents who I work for and with. This is multi levelled. It requires me to be able to talk to a resident who is uncomfortable or 

unhappy and be able to articulate this for them. I need to identify their needs and help them with this. Sometimes it might just be a person feeling bad about something 

and they need someone to sit with them and listen. 

A2. Monitoring and 

guiding reactions 

36 (e)  discussing the provision of care to residents with dementia “There are also some behavioural issues and these residents can be difficult to manage. Being able to 

disengage in a kind and compassionate way can be difficult and requires particular skill. 

A3. Judging impacts 37 (c)  I look at my own work performance and understand how these impacts on others. If I go into work and am not feeling bright, I have to leave that at the front door. I 

need to be positive in the workplace. I need to be engaged and present in the workplace. 

C1. Sequencing and 

combining activities 

26 What I do and how I do things changes from one shift to the next is dependent on lots of things, such as how many staff are on, how settled the residents are and what is 

happening in the nursing home on any given day/time. There is a basic routine, but it requires judgement, time management and good communication to work out the 

shift as well as the ability to readjust to changing staffing and work needs… 
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DIANNE POWER 

Statement dated 29 October 2021, tab 258, page 13102 

A1. Sensing contexts or 

situations 

20 The percentage of residents who require assistance with mobility changes all the time. As their needs change, I need to adjust how I work and what I do. 

A2. Monitoring and 

guiding reactions 

46 Discussing dementia residents and sundowning “I need to be aware of what triggers their behaviour. Triggers can be anything, for example, trying to change clothes if 

they are soiled can lead to residents resisting, hitting out, screaming, and trying to flee. 

B2. Communicating 

verbally and non-verbally 

43 In relation to pain management generally, in order to do my job, and for resident safety and wellbeing, I need to observe residents’ behaviour, their facial expressions, 

and note if they become resistive to movement, e.g., showering, and report this to RN, as all these things can indicate the resident is in pain. 

B3.  

Working with diverse 

people and communities 

63 Responding to diverse residents and their different cultural, emotional, and social needs is definitely a part of my job. We have Aboriginal residents, residents who are 

old diggers, residents who can’t speak English. Lots of residents who have English as their second language go back to their first language if they have dementia. I need 

to be aware of different cultures and customs and ways of treating family. 

C3. Maintaining and/or 

restoring workflow 

67 … When buzzers go off, AINs must respond. If I am showering someone or toileting or transferring a resident and I cannot leave my current resident, it is very 

stressful, I have to leave my resident hurriedly to attend the buzzer. If there is an incident, the RN has to be found and help provided, all the while trying to attend to the 

cares of other residents needing toileting, changing, feeding etc. At times if there are numerous buzzers going off at once, the decision as to which resident is seen and 

who has to wait to have their needs met is again stressful. It is terrible to have residents wetting themselves or dirtying themselves because I took too long to get to 

them, it is undignified for the resident and is more work to clean up 
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PATRICIA MCLEAN 

Statement dated 9 May 2022, tab 265, page 13303 

A1. Sensing contexts or 

situations 

40(i) Where I noticed that a client’s health and wellbeing was suffering because a family member or unpaid carer living with and supporting the client was not supported, I 

sometimes took steps to arrange more support for the family member or unpaid carers. 

42 Dementia care now involves looking at life from the perspective of the person with dementia to work out what makes them the individual that they are so that they can 

be treated with dignity and respect. 

A2. Monitoring and 

guiding reactions 

93 Working for Blue Care, I would engage in behaviour management of clients, particularly of those not wanting to interact with people, those who have little or no trust 

of others generally, and those who were verbally inappropriate by saying things to me like “buggar off” or swearing. The objective of my behaviour management was 

to reduce their stress levels, reassure them and practice other conflict resolution techniques so that they were able to receive the care they needed. 

PM2 Critical Job Demands Analysis.  Overall Psychological Demand Level of the Role, p 5–identifies “frequent” occurrence of “High level of conflict resolution and 

negotiation required when working with clients who can display aggressive behaviours, maintaining a professional manner throughout. 

A3. Judging impacts 117 In my work at Blue Care, some family members would ask me to discuss the client’s medical status and interventions with them rather than with the client. I would 

need to make a judgement about whether I should discuss that request, depending on whether the relevant family member has a Power of Attorney for the client, 

whether the client has told me not to discuss their health or particulars with family members, and what I was aware of about the relationship between the client and the 

relevant family members and also the clients cognitive status. 

B2. Communicating 

verbally and non-verbally 

65 I have cared for aged care residents and community care clients from diverse cultural and linguistic backgrounds, including many Italian and Chinese clients, a few 

indigenous clients, gay men, transsexual and queer clients, men and women…  

66  Where a client did not speak English, sometimes a family member would assist in translation. If no one was present to translate, I would communicate with them in 

very simple English and worked to understand their broken English. 

67  I have had deaf clients and blind clients that I found ways to communicate with them. 

68 The need for me to respond to cultural, emotional, social, and psychological needs of residents and clients has always been part of my job, but it increased, especially in 

recent years. 

B3. Working with diverse 

people and communities 

 [Same as B2 para 65–68] 

C1. Sequencing and 

combining activities 

76 Time management was a challenge when I began community nursing but I developed time management skills. I learnt how to focus on more than one activity 

simultaneously, such as listening to a client, often talking about matters unrelated to the treatment I was to administer in that visit, and talk to the client, while doing 

clinical work with them, like changing their wound dressing or their catheter… 

C3. Maintaining and/or 

restoring workflow 

63 I have much less time to do everyday nursing tasks that I did when I started at Blue Care. I have much less time to talk to clients, which is necessary to build rapport 

and trust. I used to have much more mentoring and training from RNs than I did when I finished at Blue Care. I would sometimes shorten my meal breaks to avoid 
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clients missing out on necessary care. I worked outside my rostered paid time to complete clinical records and read / respond to work emails. 
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SHERREE GAI CLARKE 

Statement dated 29 October 2021, tab 268, page 13365 

A1. Sensing contexts or 

situations 

32 I do a safety check of the residents, to see how they are, if they are in bed, or if they have got up and wandered from their rooms. Some residents have sexualised 

behaviour. I have observed one resident sexually assault a female resident so I make sure I know where the female residents are and that they are safe. 

A2. Monitoring and 

guiding reactions 

44 At Opal, all AINs at must have a certificate III. However, some new staff sometimes have very little experience in aged care. This requires them to step up very quickly 

to understand the needs of residents, as well as by developing technical skills. AINs are directly involved in recognising needs of residents. We are trusted by residents, 

and they rely on us for so much. 

B3.  

Working with diverse 

people and communities 

47 I work as part of a nursing team. This means that I am never solely responsible for specific residents. As a team, we are together responsible for all residents. In a 

nursing team it is essential that I know other AINs have my back. I make sure that I have the back of my co-workers. For example, some residents are sometimes 

abusive or racist towards my co-workers. When this happens, I feel that I have a responsibility to assist the resident but also support my co-worker. 

69 In addition to providing care to residents from diverse backgrounds (see [68]), Ms Clarks says “In my work at Morayfield Grove, I have organised cultural days. These 

included Philippines Independence Day, given the high portion of staff from the Philippines. I also helped organise a celebration for Diwali, celebrating my Indian, 

Nepalese and Fijian Indian co-workers. 

C1. Sequencing and 

combining activities 

34 The residents in the MSU generally do not have set routines. When working with other residents outside the MSU, timing is much more dependent upon resident 

preference. In the MSU I prioritise those that are up and about and deal with others later. 

C3. Maintaining and/or 

restoring workflow 

67 As an AIN I now analyse more information because there are less RNs on the floor. I receive information and feedback from residents. Based on that information I 

work out priorities, for example, what can be put off, when the RN needs to be called, how best to deal with families. 
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MAREE BERNOTH 

Statement dated 29 October 2021, tab 264, page 13276 

A3. Judging impacts 39 Discussing palliative care “… Palliative care involves managing symptoms, balancing competing care needs, interacting with families and challenging communication.  

In managing symptoms, first you have to identify the symptoms. This can be complex for someone with dementia for example. Then, you have to communicate that 

need and get it addressed. In acute care and in community care we have specialist palliative care teams with years of experience. This is a highly specialised area and 

very time-consuming work. In residential care facilities staff are required to deal with palliative care on a regular basis without the necessary specialised training and 

resources. 

54 We now have more residents in aged care facilities from culturally and linguistically diverse backgrounds. The use of aged care facilities by first nations people is 

increasing. This causes challenges in providing adequate care and takes extra time. With this diversity there is also requirement for the staff to be culturally aware and 

culturally safe. Things like food and respect for religious feasts present additional challenges. This is another requirement, another skills set staff have to develop. 
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STEVEN ANDREW VOOGT 

Statement of 29 October 2021— tab 269 page 13391 

A1. Sensing contexts or 

situations 

41 Another issue I have noticed is the consequence of the difficulty getting some GPs to provide appropriate levels of care as discussed above. One result of this, is that 

facilities are left with the RNs and ENs trying to diagnose and manage behaviour. For example, RNs and ENs are required to figure out if behavioural issues have their 

genesis in an acute physical issue or pain. This occurs where the RNs may have three or four other residents in the same boat. This takes significant time and still the 

RN may have to manage the needs of another 60 or 70 residents as well as manage the staff around them. 

47 It is a real struggle for nurses and carers to provide psychological support for them and their families–often with absolutely no extra resources. The ACQSC has 

promoted advanced care planning (ACP) and most residents choose to stay in the facility for their final weeks–it falls back on the facility to do all of this. The nurses 

are the ones on PM and night shift who have to make a call on what to do. Many of the GPs simply aren’t available to attend the facility or provide an adequate 

resource for out of hours care. 

52 I have also noticed increased expectations of PCAs around their observation of residents. PCAs are now expected to observe residents, recognise and report 

deterioration and be able to articulate it to the RN/EN. They are expected to be involved in giving out medications. They are no longer there just to do personal care 

“tasks”. More and more they are expected to make judgements. 

48 The Advanced Care Plan may say that the resident is not for hospital transfer but at 2am when the resident takes a turn for the worse what does the RN do? If they keep 

them in the facility the family may complain because there aren’t the staff or resources to manage the resident effectively. If they send them to hospital, it is a breach of 

the ACP and the family may complain. Where an ACP says that the resident is not for transfer to an acute hospital that this may be further complicated where family 

members are consulted about this and give a direction that is contrary to the ACP. It is not black and white and involves difficult choices between what is best clinically 

for the resident and what the resident says they wanted at the time they completed the advanced care plan. 

58 The time, resources and skills associated with managing residents with complex behaviours and to provide high level quality of life for residents in aged care has 

dramatically increased over recent years. Staff are expected to be highly skilled in management of behaviour complexities. 

A2. Monitoring and 

guiding reactions 

 [Same as A1 para 52] 

[Same as A1 para 58] 

PN9362 

Oral 

evidence—9 

May 2022 

If I was the resident, they're competent to observe that I'm less talkative today or more sleepy, but then - - -?---Yes, exactly, and they might feel hot. 

PN9363 

 

Or they might feel hot?---Yes, and so it's within their scope. They might then decide–they might maybe point it directly to the RN or the EN, or they may decide to do 

some vital signs. 

A3. Judging impacts  [Same as A1 para 47] 
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[Same as A1 para 48] 

[Same as A1 para 58] 

[Same as A2 para PN9362] 

[Same as A2 para PN9363] 

B1. Negotiating 

boundaries 

60 I have also noticed that communication with cognitively impaired residents is a growing problem. Understanding what residents want and need is crucial to preventing 

behaviours that may be a risk to them or others or which simply make them distressed. That is added stress for staff in not being able to understand clearly what a 

resident wants or how much pain they are in. I’ve also witnessed a lot of racism from the residents towards staff which those staff members have to deal with without 

much support in many cases. 

B2. Communicating 

verbally and non-verbally 

 [Same as B1 para 60] 

B3.  

Working with diverse 

people and communities 

46 … An example is the standard which requires the recognition and provision of culturally diverse services. For example, at Bentley Wood in Myrtleford there are a lot 

of people of Italian heritage, so they look to cater for their needs through Italian cuisine and language. At Monash Health where I’m working on a short-term contract 

there are over 10 nationalities, and the standard says there is a need to recognise each of them. It is extremely difficult to do that for staff, especially given the resource 

envelope they have. 

 [Same as B1 para 60] 

C2. Interweaving your 

activities smoothly with 

those of others 

PN9325 

Oral 

evidence—9 

May 2022 

PN9271 

 

So the RN is making a decision as to whether or not they need further assistance in the diagnosis of what's going on, and you would step in and play that role?---Yes, I 

think the RN would refer to me if they feel as though the issue needs to be escalated, if they feel the resident is in any danger or is becoming unwell. 

PN9326 

 

Okay. And absent having you, I take it that the RN would escalate it to a GP?---Yes. Yes, if that's often they'll ring me. If that's between the hours of 9 to 5, as I was 

just saying to Mr McKenna, there's quite a few practices now not offering an on-call service at all, so, they would - out of hours they would be relying on a telephone 

service like My Emergency Care or sending the resident to an emergency department. 
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HAZEL BUCHER 

Statement of 29 October 2021— tab 259, page 13117 

A1. Sensing contexts or 

situations 

28 The skills I use in my work day to day are predominantly highly developed communication skills, assessment skills, critical reasoning and mentoring skills. I provide informal 

education most of the time by encouraging clinical reasoning and critical thinking whilst mentoring. 

38 The care plans that are required to be written are lengthy, and whilst evidencing resident choice they are also directed to ACFI requirements. Resident care plans provide 

evidence to the ACQSC that we know our residents well however, day to day care staff rely on verbal reports and knowing the resident and needs are communicated through 

mentoring for new staff . Thus generally, care staff rely on verbal instructions and asking questions/mentoring 

A2. Monitoring and 

guiding reactions 

48 Palliative care takes time, experience and skill. It requires calm unhurried discussions with families and the residents to work through expectations, fears and desires, so death 

can be peaceful and grief uncomplicated. Both formal learnt and informal skills and experience are required. In my experience there is a significant increase in palliative care 

provided in RACFs compared to ten years ago, when more frequent transfer to hospital occurred for palliative care and pain relief. 

A3. Judging impacts 31 The nature of work within RACFs has become more stressful over the approximately ten years in which I have been engaged in the sector. There are many competing priorities 

creating a home like environment but providing clinical grade service is challenging. Navigating the fine line between allowing the resident to steer the course of their day versus 

what is clinically better resulting in a healthier outcomes and improved quality of life is challenging. When the motivation to get up and have a shower is lost, and seeing the 

need for one less evident as dementia progresses, staying as engaged as possible to maintain strength and communication skills requires gentle persistence and energy from 

nursing and care staff. Supervising the staff and understanding the resident has become more important whilst attending to clinical tasks takes time with increased documentation 

to evidence the care being provided. 

 [Same as A2 para 48] 

B1. Negotiating 

boundaries 

 [Same as A1 para 28] 

[Same as A3 para 31] 

41 Family members with pre-existing mental health illnesses such as anxiety can be challenging to manage for the RNs as at times phone calls can be abusive and difficult to end. 

Over time interactions with families has become more frequent, with expectations and a need to provide feed back to and consultation with families increasing. 

 [Same as A2 para 48] 

B2. Communicating 

verbally and non-verbally 

 [Same as A1 para 38] 

[Same as A2 para 48] 

B3.  

Working with diverse 

people and communities 

23 … Many younger RN’s from Non-English speaking backgrounds require further education both theory and practice for the aged care setting. … 

33 Supporting very new and clinically inexperienced RN’s to develop and become empowered and productive isn’t easy particularly with language barriers and cultural differences 

of overseas staff. This responsibility falls on a daily basis to more senior RNs. 

40 In the SCC Tas RACFs we have a mix of Australian, English and Culturally and Linguistically Diverse (CALD) residents mostly from European backgrounds, having moved to 

Australia after the Second World War–Hungarian, Greek; there are a few Asian residents who are younger with health issues. Equally there are substantial numbers of staff for 
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whom English is a second language. Communication difficulties between residents and staff are not infrequently a source of frustration for both. 

C1. Sequencing and 

combining activities 

21 For example a RN may have concerns about a resident with a wound and the way it is tracking. I will review the resident’s overall health status in collaboration with the RN 

looking at such matters as diet, oxygen levels, and options for dressings. In the event of an infection I will advise in relation to contacting the GP and advice to the resident’s 

family. If I have a collaborative agreement in place I will manage the infection informing the GP, providing timely health outcomes for the resident. 

C2. Interweaving your 

activities smoothly with 

those of others 

 [Same as C1 para 21] 

[Same as A1 para 38] 
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VIRGINIA ELLIS 

Statement of 28 March 2021— tab 191, page 11528 

A1. Sensing contexts or 

situations 

34(d) While bathing and dressing residents I look for skin integrity, excoriations, bruising and any spot where touching might hurt them (for example, they might flinch). You 

need to look for the physical signs of discomfort or underlying medical issues at all times as most dementia patients won't tell you there is any issue. 

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

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

how to handle situations like this. 

36 Getting to know the residents and what triggered them allowed me to tailor all of my interactions to each person and adopt new approaches. Often, I would sit down 

and have a chat with them before I was going to do something (such as medication or personal care) and explain how I was going to help them in simple terms. This 

would help to prevent a violent outburst. 

37 We just come up with a new strategy for each person. We just can't agitate them or force them to do something that they don't want to do. As another example, we had 

this lady who didn't want to take her tablet, so I put some jam around it and told her it was something special from the kitchen and she took it straight away. 

42 As part of my role I was constantly trying to identify areas of opportunity to make residents' lives better. An example of this is that I had black toilet seats installed in 

the ward. I got nominated for an award for that. My thought process was that it would be less frightening and sterile for residents. It worked like a charm and it helped 

residents sit down easier because they were less anxious about going to the bathroom. This had flow on effects for the rest of the day as residents were less anxious and 

more calm. This helped them and also helped the day run smoothly. 

83 While I am attending to the personal care of residents I am constantly assessing their health, their skin integrity and any sensitivity or physical manifestation that might 

indicate that they have a medical issue. 

84 One example that happened recently was that we had a resident who couldn't really talk. She had blisters on her that the RN had looked at and prescribed treatment for. 

I was tracking her recovery and she wasn't improving despite the treatment so I called in the RN in and said to her words to the effect of "Are you sure this isn't 

shingles?". She agreed that it was. The lady would have been in a lot of pain. 

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

problem. 

29 In relation to their physical health we had to observe their health closely, looking for any sign of deterioration that warranted different medical interventions. We did 

this four-hourly (including testing their temperature and oxygen). This was time consuming as was keeping all of the charts, notes and observations regarding their 

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

A2. Monitoring and 

guiding reactions 

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

would be least likely to upset them. 

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

34(j) We would try and meet people's food preferences as this helps with their conduct. For example, some people liked finger food and nothing else, or some liked all their 

food in a bowl. Some people like to eat in their room because they dribble. One lady liked BBQ sauce on everything - whatever it was. But we gave it to them because 

that's what they wanted. We just tried to keep them happy. 

 [Same as A1 para 35] 

 [Same as A1 para 36] 

 [Same as A1 para 37] 

 [Same as A1 para 42] 

81 Generally, you need to adapt your approach to the resident. For example, some people are quite contracted in their knees and arms. This might mean that you need to 

contact families to get clothes that are cut down the middle so you can just put the resident’s through them. 

59 We just needed to remain calm and be clear and direct. I had to listen and display empathy and compassion even in the face of great illness or great aggression. I 

developed better communication skills with the need to be supportive and listen. 

 [Same as A1 para 85] 

 [Same as A1 para 93] 

98 At Uniting, the food I prepare is tailored to individual residents. I make sure that I talk to them and get an understanding of what they can't eat because of allergies or 

intolerances but I also make sure I find out what they like to eat and how they like to eat it. For example has the skin off her tomatoes and eggs, the crust off her toast, a 

cup of tea which must have the Lipton Tea Bag left in and Sultana Bran with milk. will have fried eggs on toast. 

 99 Since she's started getting frailer, gets Vanilla Sustagen in her porridge. I have observed that if it's hot and sweet she'll eat it. If I didn't tailor the food to her needs then I 

am concerned that her health would be compromised as she would stop eating. also likes a cup of tea but as she is getting frailer I have had to keep ________ find 

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

28 These two residents were very stressed and upset while unwell with COVID. Care staff had to be very patient and use our listening and communication skills to offer 

personal care and also emotional support. Sometimes they wouldn’t want treatment or recommended health measures and we had to use our best endeavours to 

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

 [Same as A1 para 29] 

A3. Judging impacts  [Same as A2 para 34(h)] 

 [Same as A1 para 35] 

 [Same as A1 para 36] 

 [Same as A1 para 37] 

 [Same as A2 para 59] 
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 [Same as A1 para 85] 

B1. Negotiating 

boundaries 

 

53 I had to learn how to build a good relationship with the resident's family members. received lots of calls and text messages from people asking lots of questions. 

Sometimes families need just as much reassurance as the residents. 

 [Same as A2 para 59] 

78 I also act as an advocate for residents with doctors. In the past residents have told me different things about their life and how they were feeling emotionally. I tell the 

RN that they need some counselling. The doctors and RNs talk to you and listen to our opinion on the resident's physical and mental health because we know the 

residents. 

197 When one of my residents has passed away, I usually take a moment with them privately to say goodbye. Because someone is dead you still have to respect them. 

Sometimes I am incredibly sad, especially if it is one of my favourites and they have been with me a long time. It is an honour to get them ready for their final journey 

out of Lewin Lodge. 

203-205 After the family has been notified, and when they are ready, I will help the family pack up someone's belongings and help them dispose of anything they don't want. 

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

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

and direct and comforting. 

 [Same as A2 para 28] 

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

less able to have their own meaningful contact with their families. Often the families seem needier for contact with us than the residents. I receive contact daily from 

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

families were more anxious and I spent a lot of time setting up Zooms with phone numbers that were wrong, facilitating calls in full PPE. 

B2. Communicating 

verbally and non-verbally 

 [Same as A1 para 35] 

 [Same as A1 para 36] 

 [Same as A1 para 37] 

 [Same as A2 para 59] 

 [Same as B3 para 169] 

170 You also assess facial expressions to understand how much pain they are in if they are unable to verbally express anything. Examples of expressions include looking 

for moaning or groaning. There's always something we can do to ease the communication and help them. 

171 Sometimes where someone has hearing loss we need to talk in a deeper tone, or if someone is blind we need to approach them differently so we don't scare them. If 

they are deaf we also buy/make cue cards. 

172 You also learn gestures or use pain charts. There's always something that will help them to understand, communicate and feel less isolated. 
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 [Same as A2 para 28] 

 Same as B1 para 39] 

B3.  

Working with diverse 

people and communities 

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

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

gestures to assist communication. 

 [Same as B2 para 170] 

[Same as B2 para 171] 

[Same as B2 para 172] 

197 [Same as B1] 

203-205 [Same as B1] 

16 … Many of our agency staff don't have great English language skills and I have had to figure out howto train them while having communication issues. This makes it 

really hard so I slow down my explanations and try and do demonstrations. Sometimes it is easier to do it myself but l know I need to train them so I can get good 

support for the residents. 

C1. Sequencing and 

combining activities 

57 As we- had more high care residents this was more time consuming but we didn't get more staff. We were almost always working short staffed with just two of us on 

the floor for 20 residents with high care needs. This was very demanding and required high level prioritisation and organizational skills and great patience. 

142 I observe my care workers as they perform their jobs. If I think they can do something better or differently I will give them direction or demonstrate how to do things 

better. 

143 For example, the other night, I went in to say goodnight to a resident. She was sitting on a chair as the care worker was trying to pull off her pants to get her dressed for 

the night. The resident was getting a very agitated. So I said to the worker stop and get the stand-up lifter as it is easier on the resident. If this is what is on her manual 

handling chart we must follow it. 

144 If I see repeated performance issues that relate to physical handling of residents, I email or the RN and the physio. I have previously done this where I identified that we 

could all do with some additional manual handling training about using lifters - when to use them and how to use them properly. This resulted in the whole team doing 

manual handling training in January/February. Part of manual handling training is observing whether all staff can properly use the lifter. 

145 I have to manage any workers on compensation claims and keep track of their restrictions and what they can and cannot do, and support staff with mental illness. One 

of my team is on workers compensation at the moment. She just bursts into tears and walks out. She has mental health issues and finds that working in aged care is too 

hard at times. When she can't handle it she will sit in the RN's office with her support box. This leaves the team short and two of us left on the floor to pick up all of the 

duties. 

10 

Reply 20 April 

In order to deal with the short staffing, we have to focus on prioritising the more important tasks. I sometimes literally run from one task to another. I have to triage the 

order of urgency. We go to the neediest first, including people in pain or who are being aggressive or if they are a falls risk. Recently I had a situation where i was 
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2022— tab 192, 

page 11564 

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

determined that I couldn't leave the resident that I was washing without jeopardising her safety and all other staff were attending to other residents in similar 

circumstances. 

12 When you are understaffed it is very hard to provide the full suite of person-centred care that Uniting requires us to provide. I find this hard to reconcile as we want to 

provide as much choice for residents as possible. By way of example, several weeks ago we were understaffed so I had to decide what was superfluous. I needed to 

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

that residents could do on their own. 

 [Same as A1 para 29]  

PN1538 

Oral 

Evidence—29 

April 2022 

Okay, you ring her?---While I'm getting the food trolley from downstairs loaded up with stuff, I will be ringing her and saying, look, I'm here, is there anything I need 

to know; I'll meet you upstairs and we'll do the S8s. 

PN1539 When you ring her up and say is there anything I should know, I take it that's your handover?---Yes, she'll tell me if somebody's gone to hospital, somebody's come 

back from hospital, somebody's COVID-positive, somebody's had a fall, somebody's going out, you know. Maybe if I was on the day before she might say, you know, 

there's nil changes from yesterday, and so on. 

C2. Interweaving your 

activities smoothly with 

those of others 

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

77 I have a good relationship and very close contact with the doctors at Springwood. They rely on me because I have a good relationship with residents too. They will call 

me in because I have a trusting relationship with residents so I'm often asked to come and keep residents calm when doctors come around. I sometimes feel like I need 

to interpret and explain what the doctor is saying so that the residents understand it. 

 [Same as C1 para 10] 

11 I tried buzzing the Registered Nurses (RN) on duty but they must haw been busy as they didn't respond so 1 stayed with the lady 1 was washing and tried to speed up 

her shower process while maintaining the usual observations of her health and used my private phone to call the RN in Jacaranda House for assistance whilst still 

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

out what I was doing and why. High level communication skills are key in managing these situations. 

 [Same as C1 para 12] 

PN1537 

Oral 

Evidence—29 

April 2022 

But you just said you go and find the RN; you go and do that, do you?---I normally ring her. 
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PN1405 

 

 [Same as C1 para PN1538] 

 [Same as C1 para PN1539] 

C3. Maintaining and/or 

restoring workflow 

197 

203-205 
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DONNA LOUISE KELLY 

Statement of 31 March 2021— tab 210, page 11864 

A1. Sensing contexts or 

situations 

21 (ww) The whole time that we are with residents we are observing their physical, emotional and mental health. I am looking for any deterioration in their mood that might 

demonstrate either a mental health or physical health deterioration. I am looking for marks or bruises or excoriations, checking their skin integrity. If I identify these I 

alert the EN so that she can identify and treat any health issues early and before they get out of hand. 

17 As a result of COVID we have had to offer residents (especially those in isolation) extra emotional support. I remember that one of our residents, Irene, found it really 

difficult to be in isolation. She did not have dementia and was acutely aware of the surrounding COVID-19 situation. She was very scared. She needed lots of 

reassurance She and other residents were very impacted in that they couldn’t see each other. At one point the residents rebelled and refused to stay in their rooms. I had 

to negotiate with them to deescalate the situation. In the end it was decided to give them masks and allow them outside in small groups. 

24 I encourage other staff to problem solve too. We problem solve every day. I tell new staff to just treat residents like they are our grandparents. We have to make choices 

for them because they can’t always make independent decisions themselves. The level of problem solving and assistance to make healthy decisions has dramatically 

increased since I started to work in Aged Care. Residents stay in their own homes longer and enter aged care facilities with more high care needs now. This has 

increased the need for care staff to adapt and come up with strategies to provide them with the best care possible. 

A2. Monitoring and 

guiding reactions 

21(f) Some residents like to get up and have a shower early, others like to have a quick wash and sit up in bed. I know what residents' preferences are, having worked with 

them for so long, so I prioritise the list and my duties to account for those preferences. 

 [Same as A1 para 21(ww) 

 [Same as A1 para 17] 

 [Same as A1 para 24] 

25 The increased dementia and behaviours in residents means that ECAs need to be more observant, and do more assessments of their health and conduct. We need to be 

warier as dementia residents are unpredictable. We need to prepare for the unknown and consider what type of behaviour we are going to meet when we walk into a 

residents room. We then need to manage residents by selecting and using careful communications, distraction and persuasive strategies. This has become an increasing 

issue in comparison to when I started at Karingal thirteen years ago. 

A3. Judging impacts   

B1. Negotiating 

boundaries 

37 The people who go into aged care think that it is all nice old ladies and cups of tea. 40 per cent are lovely old women and men. The other residents can be horrible. It is 

not their fault but it is hard to deal with mentally. But as a professional, it is my job to grin and bear it, not to take it personally and try to overcome any feelings of 

emotions I may be feeling at the time when I am being abused. 

22 The more frail and high needs a resident is the more family engagement that ECAs have with their families and the resident. The families need a lot of support. Their 

mum or dad is deteriorating and they are upset and scared. We provide end of life care for most residents (as few choose to go to hospital now). This requires ECAs to 

comfort the resident and their family. I am in tears frequently. After they pass, I tell families that their loved ones are finally at peace. This is one of the hardest things I 
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do. I associate with them as I think about my mum. I really empathise. 

 [Same as A2 para 25] 

B2. Communicating 

verbally and non-verbally 

 [Same as A1 para 17] 

[Same as B1 para 22] 

[Sam as A2 para 25] 

B3.  

Working with diverse 

people and communities 

 [Same as A1 para 17] 

[Same as B1 para 22] 

C1. Sequencing and 

combining activities 

21(p) The time that I finish with triage depends on a couple of things. I could have some residents constantly ringing their bells. I could have an emergency (including a 

medical emergency). There are a lot of residents with behavioural issues, so I could be in with one resident for anywhere between 25 minutes and 50 minutes. I am 

usually finished with triage between 10am and 12pm 

26 Care has to be provided in an environment where there are not enough staff and too much time pressure. This means that we need to prioritise the care provided. The 

majority of residents are high care with high level behaviours (such as shouting, abuse or violent behaviour). Each has a call bell - they get more attention if they have 

increased behaviours. We also need to prioritise those residents who are a high falls risk. Lower needs residents still deserve (and get) our attention but we have to 

prioritise. To provide an example- there are 2 ECAs on shift after 1,30pm with 40 residents to care for. We are constantly running to the next resident. 

C3. Maintaining and/or 

restoring workflow 

 [Same as C1 para 21(p)] 

[Same as B1 para 37] 
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MARION LEE JENNINGS 

Statement of 26 March 2021— tab 178 page 9177 

A1. Sensing contexts or 

situations 

PN2870 

Oral Evidence  

2 May 2022 

PN2776 

 

Right. Did your university qualification cover de-escalation?---No, but we did have a unit to talk about behaviours but a lot of de-escalation strategies were learned on 

the job from staff talking to other staff, telling them what would work with a specific resident, what they've done from experience that they've found to be useful. 

A2. Monitoring and 

guiding reactions 

94 Showering was one of the most challenging aspects of dementia care. Residents often refused, withdrew or fought during a shower. Specifically, residents would 

exhibit the following difficult behaviours during shower time: 

(a) physical resistance including kicking, scratching and biting; 

(b) verbal resistance including crying out or yelling; and 

(c) physical withdrawal 

97 If a resident consistently refused to shower, we would use alternative methods or come up with ways to encourage them to shower. 

103 On one particular occasion I detected a skin lesion on a resident which I suspected was cancerous and reported it to the team leader. This resulted in the timely 

detection, diagnosis and treatment of skin cancer. On another occasion, I detected a hernia in another resident. 

111 I remember having to get clever and sneaky with this resident. I planned a distraction ahead of time and then when she would get close to her room I would tell her “I 

need to show you something”. I used this as a distraction to get her into the room and quickly changed. 

178 Because many residents were unable to communicate when they needed to go to the toilet, we would need to watch for body language and behaviour that would 

indicate that they needed to use the toilet, for example, displays of restlessness or agitation. 

 [Same as A1 para PN2870] 

A3. Judging impacts 74 Only a speech pathologist or a medical practitioner could prescribe the thickening of fluids. However, CSEs needed to alert, and flag if a resident was having difficulty 

swallowing, so they could be referred to a speech pathologist or a medical practitioner. For example, early signs of dysphagia (difficulty swallowing) include coughing, 

gagging or choking while eating of drinking. If a resident displayed any of these symptoms, I would make a record of it in the resident’s progress notes with the view of 

having them referred to a speech pathologist. 

124 In my opinion, it was not safe for CSEs and other residents to remain in close proximity of that particular resident. However, we did not have any option. 

125 I recall on another occasion, I could see this particular resident pacing up and down the room, and suspected that he was on the verge of an explosive episode. 

 [Same as A1 para PN2870] 

B1. Negotiating 

boundaries 

 [Same as A2 para 94] 

[Same as A2 para 97] 
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B2. Communicating 

verbally and non-verbally 

100 If I was bathing or showering a resident who had difficulty with verbal communication, I would tell them what was happening and look for any type of non-verbal 

communication, for example, facial expressions, body movements or postures, gestures or touch. 

130 As a CSE I was required to develop different communication strategies with residents depending on how advanced their condition was. 

131 For example, some residents would revert back to their first language. This is because dementia often impairs memory in the short term, however leaves remote 

memory relatively intact. This was frustrating for some residents who found it difficult to communicate with me. 

132 It was my job as a CSE to remain alert to gestures, movements and facial expressions. Body language and physical contact becomes significant when speech is difficult 

for a person with dementia. 

176(a) Due to memory loss, cognitive changes and sensory deterioration associated with dementia, identifying food was difficult for residents. To help some residents, we 

would mimic the behaviour of eating, to enable a copy-cat behaviour. Once the resident had their first mouthful, their memory would start to return, and they would 

begin to eat. 

B3.  

Working with diverse 

people and communities 

 [Same as B2 para 130] 

[Same as B2 para 131] 

[Same as B2 para 132] 

[Same as B2 para 176(a) 

C2. Interweaving your 

activities smoothly with 

those of others 

141 Handovers were both oral and written. At the beginning of the handover, a member of the oncoming team received a short verbal and a written summary of the 

residents. For example, the summary for Joanne might have read “Joanne opened her bowels”. It was not always possible to provide a written summary for each 

resident, especially if you had to prepare ACFI paperwork for a particular resident on shift. 

142 During the verbal handover, I would try to provide a clear message about significant concerns for the oncoming shift. For example, “Pat has been walking most of the 

day and is becoming unsteady, you will need to watch her and encourage her to sit. 
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HELEN PLATT 

Statement of 29 October 2021 — tab 197, page 11604 

A1. Sensing contexts or 

situations 

37 We liaise with resident's families to learn things like this. I always try and talk to family members to find out about residents so I can give residents the best experience 

possible. One day I went in and a daughter was visiting and I was talking to her while I was feeding and she told me so I just remember that she liked it and I continue 

to do that. I encourage my team to talk to families and residents to find out their likes and dislikes. I also document matters such as this in progress notes so that other 

staff know about residents (including s) likes and dislikes 

A2. Monitoring and 

guiding reactions 

40 We need to check that the residents are eating everything. If they aren't it can be an indication that they need their food consistency changed or that their health is 

deteriorating. If I identify this I let the RN know so she can consider whether we need to notify a third party such as a speech pathologist or doctor. 

A3. Judging impacts  [Same as A2 para 40] 

PN4813 

 

And let's say that you notice that I had a large bruise I didn't have yesterday, you'd record that?---And report it. 

B1. Negotiating 

boundaries 

PN4805 

 

Oral Evidence  

4 May 2022 

PN4744 

 

Please do, please do? We had a resident that was non-ambulant. It was in the middle of COVID lockdown and he was quite distressed and upset that he hadn't seen his 

family. He didn't have a mobile phone so I rang, you know, FaceTime to his family and we put his family on and he was able to see their face and talk to them. So, you 

know, and it was a really, really love time to watch how happy that made him, and the family also. So, we do things if families - residents are short of clothing, we will 

ring families and just gently, you know, ask them could they bring in, you know, some more singlets or pants or whatever it might be. Mr Ward, we do liaise on the 

families quite regular. 

B2. Communicating 

verbally and non-verbally 

 [Same as A1 para 37] 

[Same as B1 para PN4805] 
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JULIE KUPKE 

Statement of 28 October 2021— Tab 252, page 12908 

A1. Sensing contexts or 

situations 

57 I am concerned that my client’s teeth issues are causing him pain and contributing to his refusal to eat in the evenings. All I can do is report back to head office that I 

am concerned, and that I have recommended to my client’s wife that she take him to the dentist. 

A3. Judging impacts  [Same as A1 para 57] 

PN5509 

Oral Evidence  

4 May 2022 

PN5445 

 

So if I gave you an example of showering a client and you observe bruising on their arms, that would something that you would report back straight away?---That's 

correct. 

B1. Negotiating 

boundaries 

58 I am between a rock and a hard place sometimes–while I’m there for the client, if the family don’t want something, it can be difficult. I have to remember I am in 

someone else’s house–this is her husband, her house. So, I have to be careful what I say and how I say it. 

79 I have never felt unsafe with this client, however, sometimes with his anxiety and depression, he can get a bit narky and pushy. He feeds the magpies outside, and 

recently asked me to clean up the magpie poo on his porch. I have never said no to him before, but on this occasion, I told him I wasn’t being paid to do that. I thought 

it was a bit over the line and didn’t want to get wet and dirty cleaning up bird poo. He wasn’t particularly happy with me for saying no and grumbled to me for the rest 

of the shift that I wasn’t doing my job. 

98 I often become an advocate for my clients. While some clients can be quite demanding, I find with some elderly clients, they often don’t want to be a hassle and are 

reluctant to ask for more. In addition, they often aren’t informed as to what is available on their packages or what their funding can be used for. 
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PETER DOHERTY 

Statement of 29 October 2021 — tab 239, page 12419 

A2. Monitoring and 

guiding reactions 

101 I’ve received another call from a carer who arrived to find a client passed away. This was someone the carer had visited for years and had come to know very well. My 

job is to ask the carer whether an ambulance has been called, whether the police have been informed, and so on. I then ascertain whether the carer is in a state to 

continue work for the rest of the day, or whether I need to fill their shifts so they can have the rest of the day off. I try to support them as best I can and talk them 

through it over the phone. 

104 I do my best to support the carer in these circumstances. While our carers are amazingly stoic people, I know this can be hard for people. Although it is difficult given 

our roster constraints, if I can tell a carer is very upset, I offer them the rest of the day off and work to reallocate their shifts. Otherwise, I remind them about the EAP 

and encourage them to use it if they need. 

B2. Communicating 

verbally and non-verbally 

 [Same as A2 para 101] 

 [Same as A2 para 104] 

C1. Sequencing and 

combining activities 

82 If a client calls with a complaint about a carer or service, I do the initial triaging if the complaint is of a more serious nature, or deal with it entirely if it is a less serious 

matter. Serious matters might include an allegation of theft–in these cases I take down the details and pass them on to my boss to investigate. For less serious matters, 

for example a complaint that a carer did not dust a surface while they were there, I reassure the client I will look into it. Then I usually call the carer and let them know 

and ask for their side of the story–and usually that will be enough to deal with it. 

142 There are only two of us managing a workforce of 50, juggling a constantly changing roster and at the same time balancing the demands of clients against the 

expectations of our superiors and the needs of our carers. 

144 We need to have excellent time management and efficiency skills to succeed in this work. We are constantly balancing completing priorities and interests. 

C3. Maintaining and/or 

restoring workflow 

 [Same as A2 para 101] 

 [Same as A2 para 104] 
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CATHERINE EVANS 

Statement of 26 October 2021— tab 248, page 12842 

A2. Monitoring and 

guiding reactions 

39 A crucial part of my work with every client I see is assessing how my clients are. For some, we are the only regular contact with another human being they have. We 

might be the only ones who can assess whether their speech, mobility or mood has changed which may indicate a health or welfare issue. If I notice an issue or am 

concerned about a client, I report this back to my employer or their case manager. 

40 For some clients, I can tell if they are not feeling too good as soon as I walk in the door. For others, because of the generation we are working with, this can be harder to 

nut out. 

66 Some men prefer to shower in their underdacks because they are uncomfortable with a woman seeing them naked. I get creative and find another way to keep them 

covered, with a washcloth for example, to help them keep their dignity while allowing me to properly wash them. You’re always having to juggle how you deal with 

people. And it all takes care, patience, understanding, and a lot of skill.  

18-19 

Reply 20 April 

2022— tab 249 

page 12870 

I had never seen this client before and wasn’t aware before I arrived that she had dementia. I walked into her house not knowing anything about her. I had to ascertain 

the situation very quickly when I arrived. From talking to her I got the impression that she may have dementia, but I didn’t know what type, or how severe it was. I was 

immediately hyper vigilant, asking questions and trying to gauge how to manage this client. It is stressful having to face these situations in home care. We are often 

thrown curveballs and have to do our best to service the client’s care plan while thinking outside the box. 

A3. Judging impacts 45 I had one elderly client who was an alcoholic. I helped him with some house cleaning, groceries and meal preparation. He was a tricky one to manage as his behaviour 

was very unpredictable. Sometimes I would arrive, and he would be ok, and sometimes he would be inebriated. If he was inebriated, he was a bit iffy. He could 

sometimes fly off the handle. There were occasions when it got a bit scary being alone in his house when he would become aggressive. We aren’t really taught how to 

handle those situations, and it is not something you can really plan for or control. You just have to do your best to extract yourself from the situation calmly and 

carefully 

50 Although we reported his behaviour, the response was that there was not much that could be done, he needed his care. So, we just have to try to keep our head up and 

make sure he gets the care he needs despite the comments. 

51 All of this is just part of the job. We see a whole cross section of society going into peoples’ homes. Everyone has their own histories, their own issues and triggers and 

sensitivities. It is my job to be prepared for anything with each front door I walk through, to remain calm and deal with issues as they arise and most importantly to treat 

each client as an individual and with sensitivity and compassion. However, it can knock you around a bit dealing with situations that can get a bit scary or 

uncomfortable. 

PN6160 

Oral Evidence  

5 May 2022 

PN6106 

In that instance you say that if you discovered a skin tear or a bruise while showering you would let the wife know and know that she knows what are the next steps to 

do in that respect but you would also as a step report it back to office as well, to the case manager?---That's right. 
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B1. Negotiating 

boundaries 

53 Another common challenge in my job is dealing with expectations of family members that differ from or go beyond the care I am meant to be providing their loved one 

according to their care plan. 

59 I explained to this client’s daughter that if she thought her mum needed extra care beyond what had been assessed in her care plan, that it really needed to go through 

her mum’s case manager. That way sufficient time would be allocated to allow the tasks to be completed in a safe way without having to rush and upset her mum. 

When I explained this to the daughter, she responded by telling me I didn’t know how to do my job. These kinds of interactions place a lot of pressure on workers. You 

want to do the best by your client, but then you have to deal with family pressures on top of already intense time pressures. 

61 I had another client, a 92-year-old woman. She was quite independent and used to cut her own wood. On one occasion, she had a fall outside. After this, her kids told 

her she wasn’t to go to the woodpile anymore, nor cut her own wood. She was upset about this and spoke to me about it. While it is not my place to get in between 

family members, I am passionate about empowering my clients to maintain their independence so long as it is safe. I asked this client whether she had been cutting 

wood before she had a fall. She said that she wasn’t cutting wood when she’d fallen. She’d only fallen because it was wet and slippery outside. I said she should be 

careful walking outside when it was wet, however, that if she wanted to, she should go ahead and continue chopping her own wood. 

B2. Communicating 

verbally and non-verbally 

38(j) This client has quite diminished cognitive capacity. Some days are better than others. Usually, he requires a lot of prompting. This client does not look at people’s 

faces, rather he will have his head turned to the side when standing in front of you. So often I have to use a mix of verbal and physical prompts. 

PN6172 

 

Just making sure I'm staying with you on that. And then you refer to some skills in paragraph (j) where you recognised he had diminished cognitive capacity. You state 

he required prompting and you had to use a combination of verbal and physical prompts?---Mm-hm. 

PN6173 Were those skills–would that be drawing from your training you completed via the Certificate III?---No. 

PN6174 So where do you draw upon those skills from?---Looking after my Nan. 

B3.  

Working with diverse 

people and communities 

86 More and more we are dealing with elderly clients with complex needs dementia, Parkinson’s, cancer, impaired vision, very limited mobility, even palliative clients. 

 [Same as A2 18-19 Reply Statement} 

PN6214 

 

Thank you for that clarification there. Now, later - a bit down in the same paragraph 41 you talk about when clients - you're referring to a client maybe having a bad 

day, and that's something that you might - you won't know until you walk through the door. Is that - if you see a - if you observe a client having a bad day, is that where 

you would draw upon and employ de-escalation strategies learnt in your Certificate III?---Yes, it would be. 

PN6215 Do you recall any specific - can you give me an example of a strategy that you might use?---I have one - had one client in Mildura who had early signs of dementia. I 

used to change my hairstyle before going in there because she didn't like who I was. Sometimes that would work and if her behaviour started to get out of control while 

I was in the home, I would tend to sit down because she was a lot shorter than me, so therefore making myself a lot smaller than her, and trying to calm her down. If 

that didn't work, I would generally just leave the home because I could tell that she was feeling uncomfortable with me being there. 

PN6216 So, you - in the Certificate III you learn that you may need to use an array of strategies when certain situations present themselves, and you also must - you have to be 

prepared to leave if it gets a bit - if you start to feel unsafe?---Not if I feel unsafe but if the client feels unsafe with someone being there. I would much rather leave and 

let the office know that I've left for this reason and email the relevant case manager. I don't see why we as carers should stay in a home when you know someone's 
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being - is feeling very uncomfortable with you around. 

  

4349



CHARLENE GLASS 

Statement of 29 March 2021— tab 198, page 11613 

A3. Judging impacts PN6737 

Oral Evidence  

5 May 2022 

PN6699 

Right. Can I ask you to go to paragraph 51(c)? You say in paragraph 51(c) - you talk about your responsibilities and technical responsibilities. You say: 'Actively 

observing any skin changes to track and assess residents' health'?---Yes. 

PN6738 

Oral Evidence  

5 May 2022 

Can you explain to me - is there anything you might have observed that made you go straight to the registered nurse?---If I find there was skin tears, bruising, any 

changes in the skin that can cause cuts, you know, things like that, we report straight away to the registered nurse. 

PN6745 

Oral Evidence  

5 May 2022 

If you observe the resident behaving differently - as in they were more - less active or less alert, you'd also write that in your progress notes too?---Yes, absolutely, and 

if the resident - if the behaviour is not - if it's out of sync we'd notify the RN straight away and she'd do a UTR assessment, yes. 

PN6751 

Oral Evidence  

5 May 2022 

Okay, and am I right that if you - let's say I was the resident and you were observing me to be quite withdrawn and unusual in my behaviour. I think you've said you 

might go and get the registered nurse straight away?---Yes. 

B1. Negotiating 

boundaries 

52 Being an advocate for the residents is one of the most important roles that we as carers play. 

53 Without us, they cannot do things on their own and they cannot speak up. In some cases, that can even include not being able to speak up with their own family 

members, so we take on a really important role for them as advocates. 

54 For example, I have one lady who I am caring for, who is one of our hardest residents with a lot of behavioural issues, but since coming on to the wing I have made it 

my goal to get to know her and to make friends with her. Just yesterday she told me that she has made a decision that she wants her ashes to be spread in the Newmarch 

garden, because this is her home and this is where she wants to carry on after she passes away. 

75 I am proud of the work I did to help residents during this time. One example of many that I look back on was, where I was able to make a positive impact on a resident 

by buying her a bird bath and plants for her outside window. She did not have anything to look at outside her window while she was confined to her room. I also 

bought her two miniature indoors plants that she could hold and tend to when she was sitting next to her window. Her spirits were lifted tremendously as she had 

something to look forward to in the day. I discussed the matter with the psychologist who was attending to her. Her family did not visit her very regularly and she was 

alone most of the time. 

PN6757 

Oral Evidence  

5 May 2022 

You talk there about advocating for residents?---Mm-hm. 
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PN6758 

Oral Evidence 

 5 May 2022 

Could you just explain to me what you understand 'advocating' to mean? Okay, a resident can talk to us about a family member that's taking money from her. 

PN6759 

Oral Evidence  

5 May 2022 

Right?---Initially not necessarily stealing the money, but, like, using her bankcard and then she would be informing the care staff, and then in turn we would notify the 

resident nurse who will notify the care manager. 

PN6760 I take it that's because you develop a relationship with the resident? ---Yes, yes. 

B2. Communicating 

verbally and non-verbally 

44 Another challenge is caring for residents with dementia who come from non-English speaking backgrounds, as many times they have lost their ability to communicate 

in English and they revert to their native language. 

45 I have cared for residents who are Chinese, Portuguese, Maltese and because of their dementia they have lost their English skills. 

46 When caring for those residents, I will use different techniques such as hand signals and changing the way I speak to them, in order to make them comfortable. Even 

just a gentle touch, such as holding their hand for a moment, gives them reassurance that you are there to care for them. It also helps them to build attachment with us, 

which assists us in our ability to care for them. 

B3.  

Working with diverse 

people and communities 

 [Same as B2 para 44] 

[Same as B2 para 45] 

[Same as B2 para 46] 

C2. Interweaving your 

activities smoothly with 

those of others 

 [Same as B1 para 75] 
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MICHAEL PURDON 

Statement of 29 October 2021—tab 246, page 12712 

A1. Sensing contexts or 

situations 

67 I had another experience with a client, who I was providing palliative care. On one visit, I had just given him a shower, but couldn’t get his temperature up again after. 

He was shivering and freezing cold. 

A2. Monitoring and 

guiding reactions 

30 I usually look after this client in his house when I see him. This client won’t sit still and likes to be doing something at all times, however he doesn’t like being told 

what to do and is very determined to do what he wants. Often the more you tell him to do something, the more determined he becomes not to do it. On one occasion, 

for example, the cleaners arrived while I was there and wanted to vacuum the floor. I tried to get my client to leave the room so the cleaners could do their work, but he 

refused. It took some time to convince him to leave the room. Rather than give him a directive, I had to think of something else he might like to do. On this occasion, 

for example, I said to him: ‘Come on, let’s go upstairs for a cup of coffee’. Eventually, on this occasion, this worked. However, sometimes it requires a bit of patience 

and creativity to bring him around to doing something. 

45 This client also had triggers with her brain injury and could present with challenging behaviours. For instance, she would be triggered if plans changed. Sometimes, for 

example, her husband would tell her he was going out for the whole afternoon. However, he would then come back in 30 minutes, and then come and go all afternoon. 

This would agitate her. She didn’t like plans to change. 

46 As I had her confidence at this time, I was usually able to calm her down. With this client, she absolutely loved having her hair brushed. So, on these occasions I would 

calm her down by brushing her hair. 

62 One day, I had brought him home from the hospital and had just finished his shower, when he started complaining of chest pain. I assumed the worse–that he was 

having a heart attack. 

63 This client had an emergency buzzer which he wore around his neck which we tried to use to alert the ambulance. However, after a few minutes with no response it 

became clear to me the buzzer wasn’t working. So, I called an ambulance and waited with him till it arrived. 

 [Same as A1 para 67] 

B1. Negotiating 

boundaries 

44 I can understand how challenging it can be for families to come to terms with their loved ones getting a diagnosis like dementia and dealing with all the challenges that 

flow from that. However, it does make my work difficult when family members have different ideas about how their loved one should be cared for, and particularly 

when some family members do not accept or support the care their loved one needs. This is particularly challenging in a home care setting because you are in the 

private spaces of a client and their family. If you are in their space, they can sometimes expect you to do what they say. It takes a lot of patience and compassion to deal 

with both the client and their family and to balance their sometimes competing interests. I found I had to care differently for this client depending on whether her 

daughter or husband was around. 

57 I knew he needed and wanted more help. So, I tried to advocate for him by relaying that back to the care coordinators. 

73 Often older people don’t want or know how to advocate for themselves–as they don’t want to cause a fuss or rock the boat–so I have gone into bat for clients before. 

B2. Communicating  [Same as A2 para 44] 
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verbally and non-verbally [Same as A2 para 46] 

B3.  

Working with diverse 

people and communities 

39 I think the biggest challenges that come with the job involve handling abuse from clients and their families, dealing with client behavioral issues, particularly with 

dementia patients, the pressure to provide care beyond what I have time to do or am properly qualified to provide, and the emotional toll of becoming close to clients 

who inevitably become older and frailer and, eventually, pass away. 

C3. Maintaining and/or 

restoring workflow 

53 This whole experience left me very sad and shaken up. No one wants to see a client become upset and feel that they are the reason for it, despite trying your best to care 

for them. 

54 I didn’t receive any support after this experience. There was no follow up from my employer. Home care workers are just expected to get over incidents like this 

themselves and get on with it. We are very much alone out in the field. 

55 As another example, I had a lovely old client who I had been providing care to who felt he needed to go into a facility. He was very tired, and really couldn’t do 

anything for himself. Every time I left him; he would cry. 

56 I hated to leave him and felt guilty every time. I would spend a lot of time thinking about him and feeling so awful about him home alone and so upset. 
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TRACEY ROBERTS 

Statement of 23 March 2021— tab 193, page 11575 

A2. Monitoring and 

guiding reactions 

108 If a resident who clearly needs a shower is still reluctant to take one, I will make a joke like "But I can smell you If the resident still refuses to take a shower we ask that 

they at least wash their hands and face and brush their teeth. 

B2. Communicating 

verbally and non-verbally 

97 With other residents I look for visual or verbal cues For example, a res1de'1t can yell out " I need to go to the toiler, or they may be fidgeting or trying to hurriedly get 

out of bed, a sign that they need to go to the toilet. 

 [Same as A2 para 108] 

113 If a resident cannot communicate (approximately 6 out of 76 residents cannot) I focus on asking questions that only require a "yes" or " no" response The resident can 

respond by nodding shaking their head or saying " mmm" or in some way gesturing with their hand 
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SALLY FOX 

Statement of 29 March 2021— tab 242 page 12524 

A1. Sensing contexts or 

situations 

57 When I help a client to shower and dress, I also discreetly look for any changes to their  skin or body that need attention , such as: (a) skin tears, because older peoples ' 

skin is so fragile; (b) cracks between toes; (c) marks, bruises, bumps, or welts anywhere on the body, particularly on pressure areas; (d) skin on bottoms because the 

skin can break down when a person sits a lot; (e) sores, marks, welts, bruises or bumps in tummy folds and any other skin folds, including under breasts for women. 

66 You have to monitor changes to behaviour as well as physical changes, because behavioural changes might also indicate that something is wrong - for example, it 

might indicate that the client has a urinary tract infection ('UTI'). 

164 Similarly, I have noticed that as dementia progresses, many residents have become very resistant to getting wet. This can make it very difficult to keep them clean, as 

they hate showering. This means I have to adopt high level persuasive skills when negotiating with them. I also have to be really patient and calm. 

165 Dementia patients in particular can become violent because they are upset, confused, angry or just don't understand what is happening. Residents have grabbed me by 

the hair, pulled me into their laps, refused to let go of me, bitten me, and tried to punch and kick me. It's not their fault, they have dementia. But it is very scary and 

upsetting. 

22 

Supplementary 

Statement of 28 

October 

2021— tab 243, 

page 12542 

 

Even when I am undertaking domestic duties, I will be taking account of the client and their house. Some clients can be quite rude and demanding, changes in their 

behaviour towards others can be an indication they are unwell or not managing, and they can be scared they won’t be able to stay at home. 

29 I must be very vigilant when working with M because he is unable to verbalise when he is hungry or needs to use the bathroom. I must pick up on subtle physical cues 

and be aware of his emotional disposition to work out what he needs. 

A2. Monitoring and 

guiding reactions 

55 Everything that I do as a carer is client focussed. For example, one of my clients likes their curried sausage s made with milk, not water, so that is how I will cook 

them. I have to remember and apply all of these things. 

 [Same as A1 para 66] 

 [Same as A1 para 22] 

 [Same as A1 para 29] 

A3. Judging impacts  [Same as A1 para 57] 

81 When helping a resident toilet, I always look at their urine and/or bowel movements for any signs that the resident may be unwell. I look for colour, smell and density 

of the urine as well as for blood in the urine.  
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(also 82–91 to 

the same effect) 

 

163 I now understand that as dementia progresses, many individuals become less and less interested in eating savory foods, but love sweet foods, including dessert. Because 

of this, I pay close attention to what our dementia residents eat, and really encourage them to eat their main meals before eating dessert. It also means that providing a 

resident with dessert came be a very effective way to provide them with comfort.   

 [Same as A1 para 164] 

 [Same as A1 para 165] 

B1. Negotiating 

boundaries 

44 

Reply 

Statement of 14 

April 2022— 

tab 244 page 

12628 

We have to deploy additional skills due to the short-staffing.  The key skill is to properly prioritise care management.  We need to know the residents and their 

individual needs enough o know who is at high risk, to attend first to the person who needs it the most and to identify who is most at risk.  Sometimes the residents 

have to wait, even for up to an hour after they call us.  When we get to them (or when we are keeping them waiting) we need to clearly communicate what is going on 

and use our persuasive skills to try to calm them down and reassure them 

B2. Communicating 

verbally and non-verbally 

43 Working in reception involves a lot of people and relationship management skills. 

 [Same as B1 para 44] 

44 I often have to deal with people who are angry, argumentative, drunk or confused. This has increased as a result of the restrictions imposed on visitors due to the 

Covid-19 pandemic. 

B3.  

Working with diverse 

people and communities 

 [Same as A1 para 164] 

 [Same as A1 para 165] 

[Same as A1 para 29] 

 [Same as A1 para 29] 

C1. Sequencing and 

combining activities 

 [Same as B1 para 44] 

  

4356



SUSANNE WAGNER 

Statement of 28 October 2021— tab 247, page 12725 

A1. Sensing contexts or 

situations 

33 Knowing and building rapport with a client can be difficult when we are moved around a lot and don’t have regular clients, as we do not have time to build rapport, nor 

have the benefit of knowing the client's circumstances over a period of time to be able to evaluate changes. Also it is more difficult for a client to trust and share 

sensitive or difficult issues if they constantly experience changes of support workers. 

36 I do this by engaging the client in conversation to determine any issues that might exist or have changed since my last visit. In particular I look for any signs of abuse, 

assess their current health and wellbeing, especially mental health, and ascertain what social support they are receiving from others, including family and friends, or if 

they are isolated and relying mainly or totally for social support on seeing their support workers. 

A2. Monitoring and 

guiding reactions 

 [Same as A1 para 33] 

 [Same as A1 para 36] 

71 I always ask clients about their preferences and invite them to participate in any activities I might be scheduled to perform, for example, housecleaning, some clients 

like to do what they can and I do the rest, or in shower assistance I always ask the client what they would like to do and what they need me to do and encourage the 

efforts they make. 

77 One client I cared for over a period of time I noticed started losing weight, her clothes were loser. I started weighing her weekly and because she couldn’t think of any 

reason, I got her to keep a diary of any symptoms or changes during the week so she could discuss the diary with her doctor. She noted that she didn’t always use her 

bottom dentures because they caused her pain. After getting new dentures, she put the weight back on. 

A3. Judging impacts 61 If a client seems to be bruising more easily it might mean they are less steady on their feet and knocking up against things more often, or it might mean they have 

clotting problems. 

62 If they have oedema in their feet/ lower legs, they are retaining fluid and could be a symptom of heart or lung problems. 

63 If they have blue lips, they might be cold, or not getting enough oxygen. 

66 Part of my role is to provide information, educate and support clients on wellness or lifestyle choices. As I work with a client, I check their skin, report any changes eg: 

moles, sores, rashes, bruises etc. and assist client with skin care, discuss and explore exercise and diet options if necessary, with an allied health professional. 

 [Same as A2 para 77] 

79 We need to be aware of and identify signs of abuse and neglect and reporting for follow up and possible action. 

PN10360 (see 

also 10358–

10359) 

Oral 

Evidence—10 

Just in your answer then, you said sometimes when you feel unsafe you can de-escalate. Do I take it from that answer that in other circumstances you have felt unsafe 

for the same or other reasons? ---Yes. Yes, you know, clients can get angry over–they want more from the service than they are getting, or they want you to do more 

than we're allowed to do in the scope of our role, and then they get frustrated and angry, and you need to be able to talk them through–and I mean, the way to de-

escalate is first to affirm how they feel and understand where they're coming from, so that they feel you're not against them, and then to work a process of talking them 

through to understanding the situation. If that doesn't work then we would get the coordinator to come and talk to the client, which I had to do. 
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May 2021 

B1. Negotiating 

boundaries 

34 I have to be very aware of balancing my duty of care, with the client’s right to the dignity of risk, making their own decisions even if there are risks involved, and 

uphold their rights, this can require discussion with the client to evaluate risk vs benefit and helping the client to modify the activity so they can still participate safely. I 

must ensure or assist clients to know their rights and assist in advocating for what they want or refer them to more appropriate people to support their own decision 

making. 

53 This became stressful for me. I felt responsible to ensure the client’s primary carer was not upset or needing help which could compromise his care. The pharmacy said 

it could be dangerous depending on what medication she had accidently taken, but the coordinator did not support me helping. This put me, a part-time, low paid 

employee, into conflict with my work, and I felt stressed about addressing the problem. 

82(c)  Another client also refused showers and was always in bed, her husband and carer was also not trusting of carers which contributed to her unwillingness. He was 

Scottish and I developed rapport with him, having spent time in the UK, with my years of experience and self-motivated study, I managed to persuade her to shower. 

On drying her I discovered an extensive fungal infection in her groin area and folds of skin where she had not been dried properly by other workers due to her 

uncooperativeness. I reported by phone to the coordinator, who followed through with the clients, and told the husband he needed to take her to the doctor as it was 

very severe but with good treatment could be cleared up easily, this gave him confidence to take her. 

94 She used to ring me for assistance sometimes because she had no family or friend support close. If I couldn’t understand fully over the phone what was wrong, which 

happened because she could only make ‘aha’ sounds and I could not see her gestures while listening to her, so I would drive around to ensure all was well. I was not 

permitted to continue doing this and there was no-one else I could hand over responsibility to. 

98 NDIS plans appear to me to have a lot of funding for clients but seem to provide very little change to before they were on NDIS. I still feel traumatized even though the 

client moved on nearly two years ago, and I feel that support workers are not given the recognition for their wisdom, experience with regular face to face contact, or 

empowerment to help make improvements for their clients. It is the support worker at the end of the day that sees if improvements have been implemented or not and 

then it is incumbent upon us to report or find ways that improvements and needs are met if the organization does not take on the responsibility. 

102 I must be able to assess the client and maintain appropriate distance and environmental considerations to be able to avoid such situations safely. I need the skills to de-

escalate any tense situation and report to appropriate authorities of any challenging behaviours so they can be monitored, and plans put in place where necessary. 

103 I need to be able to balance my duty of care to the client with dignity of risk, the client’s right to make their own decision to take [a] risk; or keep the client safe without 

taking away their right to choose. I must inform and discuss with the client the possible outcomes of risks they might want to take that could be harmful and help the 

client to participate in modifying activities so they can still participate in a safe way. 

142 As a support worker I am expected to advocate on behalf of my clients. Sometimes this means assisting them to complain about the service offered by our own 

employer, and others who have worked with them, helping them access advocacy services or government services for assistance to make a complaint. When a client 

has issues with my employer it tends to undermine my own trust and faith in my employer, which can impact on feedback to improve issues and services. 

B2. Communicating 54 I have, and need, good communication strategies both verbal and non-verbal. I must observe as well as listen. A client’s body language often gives clues to what makes 
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verbally and non-verbally them uncomfortable or is bothering them. 

55 I had a client, when I arrived and asked how they were, responded saying they were ok, but their mannerism seemed to me as if they were feeling down, avoiding eye 

contact and shrugging their shoulders, and without enthusiasm. On engaging in conversation they said they used to love going out in the garden, but because of their 

declining mobility and stability and the terrain of the garden they couldn’t do that anymore. I explained how other clients had been helped to strengthen their balance 

through the falls clinic and suggested they chat to their doctor, and that they talk to their coordinator to see if their package would allow for social outings to a garden 

or similar. 

 [Same as B1 82(c)  

87 I initially found trying to understand the client’s gestures very difficult, but over time we became more familiar with each other with gestures and techniques, but when 

something out of the ordinary was trying to be communicated or the client was distressed it could take up to an hour or more to decipher what the client was trying to 

communicate. 

88 We would make a grocery list together which would take a long time as it was difficult for me to understand her needs. I assisted her to download the Supermarket app 

which made things easier as she could show me a picture of what she wanted. Over time I compiled a comprehensive list of groceries and brand names that she 

preferred from my own trial and error. This assisted her and other support workers. 

 [Same as B1 para 94] 

 [Same as B1 para 102] 

B3.  

Working with diverse 

people and communities 

 [Same as B1 para 102] 

C1. Sequencing and 

combining activities 

PN10292 

Oral 

Evidence—10 

May 2021 

PN10219 

I understand. Can I just explore that a little further while we're on it. Let's say that you were showering the client and you observed a skin tear who do you report that 

to, or do you not report it?---Well, yes, the first thing I have to respect the client's autonomy, so I tell the client and what they would like me to do. Depending on the 

nature of the skin tear I would recommend they see a doctor or a nurse. I would put it - I would note it in the progress notes and I would also inform the coordinator so 

they're well aware of what was happening so that they can also ensure that it's followed up and checked. 

PN10293 

 

And I take it then if there's some different health practitioner required to call then they would follow that up?---Yes, and we also make sure, because - you know, 

sometimes coordinators are busy or things slip by so it's sort of we have to also ensure that it has been followed up, and that's through progress notes and through 

talking to the client and just ensuring that things are being looked after. 

C2. Interweaving your 

activities smoothly with 

those of others 

104 With people who have cognitive disabilities or communication difficulties this might entail collaboration with various parties and advocates/interpreters to ensure the 

client is understood and understands and is making their own informed choice. I have to be active in changing the social stigmas around disability by demonstrating 

respect and inclusion of people with disability. 
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 [Same as C1 para PN10292] 

 [Same as C1 para PN10293] 
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NGARI INGLIS 

Statement of 19 October 2021— tab 282, page 13524 

A2. Monitoring and 

guiding reactions 

24 In addition, you need to be really observant of the clients and know when to escalate when something is not right. I have done this quite a few times. Recently, I went 

to a very elderly client. I have been caring for her for just over 18 months. She did not look right. I asked if she was ok, and she said ‘I don’t feel well’, she had a rash 

on her face and felt hot. The T-section on her face and forehead looked dry and scaly and it wasn’t like her. You get to know your clients extremely well and how they 

communicate. I said, ‘let’s get your daughter here.’ This client has a permanent catheter. I have learnt that having a catheter makes you susceptible to urinary tract 

infections. There are a lot of UTIs with catheters. If you didn’t know that people were susceptible to UTIs when they have a catheter you might think it was something 

else. She ended up in hospital that afternoon. 

A3. Judging impacts  [Same as A2 para 24] 
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SUSAN MARY MORTON 

Statement of 27 October 2021— tab 284 at page 13539 

A2. Monitoring and 

guiding reactions 

Oral 

Evidence—10 

May 2022 

PN10767 

 

PN10805 

 

Can I ask, though, where are the progress notes written? Are they written in a book in the client's house?---Generally, no. They keep it all on that–in that same 

(indistinct) and actually when you click and flick all this rubbish and it says, 'Write notes. Create a note.' And you actually go in there and you write what happened for 

the day, you know, if there was–you'll always have to write something. You know, whether you've just given them, you know, an assisted shower and, you know, do 

the care plan, you know, put their Sorbolene and stuff on. But if something you feel is not right, you know, with the customer, you would note it but also if it's bad 

enough, you know, then you would actually be doing it in a DoneSafe–which we call a hazard or an incident. But if I think it's bad enough I just ring the coordinator 

and say, 'Hey, you know, we better get something sorted. 

A3. Judging impacts  [Same as A2 para 10805] 

PN10810 

 

If you were showering me this morning and you saw a bruising or you saw a bedsore or you saw a tear in my skin, you would probably go straight to the coordinator?--

-Well, I would be telling her that we–you see, it also depends on, you know, the household. I mean, if your wife is there and she looks after you lovingly and she's the 

one that's going to, you know, do something, well, then you bring it to her attention but you would actually fill in an incident form to say that's there, you know, and 

you've told the wife. But, you know, like, if–and, I mean, as they get older too some of them are capable of doing things and some of them aren't. 

C2. Interweaving your 

activities smoothly with 

those of others 

 [Same as A2 para 10805] 

  

4362



SANDRA KIM HAFNAGEL 

Statement of 30 March 2021—tab 274 at page 13466 

A3. Judging impacts 35 Examples of where I have called an ambulance for clients include: … • Where clients have displayed symptoms of strokes (such as slurred speech, face dropped on one 

side, eye twitching, loss of movement and pins and needles in the arm and slower response time to answer when asked a question); … • where clients appear ‘off 

colour’; and • where clients display symptoms of urinary tract infections (such as confusion, disorientation and unsteadiness when standing as balance can be affected). 

(A3, see also [41]). 
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LYNDELLE ANNE PARKE 

Statement of 31 March 2021— tab 275, page 13475 

A3. Judging impacts 23 Caring for someone with dementia does not come naturally.  It is not intuitive and sometimes the logical thing is the wrong thing.  We must look for the emotion 

underneath the words, facial expressions and body language, create a safe environment and provide more specialised care.  For example, if the client has developed 

swallowing difficulties, insisting that they eat may not be the solution and the client may in fact need serious medical attention. 

PN11738 

Oral 

Evidence—11 

May 2022, 

PN11680 

If something was wrong, if something was out of the ordinary, I take it you would include it in those progress notes, but would you also then call the case manager?---

Yes. 

PN11739 

 

If a client was, say, less talkative than usual and you thought that might be - that concerned you, you would note it in the case notes so that the next carer would see, but 

you would also call the case manager and let them know that this is what you've observed?---Yes. 

B2. Communicating 

verbally and non-verbally 

14 Most people do not realise the interpersonal skills personal care workers need to have if they want a career in aged care because it is never included in the job 

advertisements.  Interpersonal skills like empathy, strong communication with a variety of personalities and types of people, positive mental attitude, time management 

and the ability to handle criticism. 

22 Working with clients who have serious health or behavioural conditions is much more mentally challenging and requires a higher level of interpersonal skills and care.  

Dementia completely changes a persons’ behaviour leading to reduced communication, hallucinations, aggression, depression and, as a result, a significant change in 

needs.  Dementia and other similar conditions make our jobs much more difficult as the clients are harder to understand, more difficult to handle and require much 

more family engagement. 

 [Same as A3 para 23] 

B3.  

Working with diverse 

people and communities 

 [Same as B2 para 14] 

 [Same as B2 para 22] 

 [Same as A3 para 23] 
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ANNEXURE 2: AMENDED SCHEDULES 

 
NURSES AWARD 2020 [MA000034] 

New Schedule G    

(note Schedule F under the Nurses Award 2020 is now Part-day 

Public holidays) 

 

Minimum 

weekly 

rate  

(Full-time 

employee 

Minimum  

hourly rate 

G.1 General 

 

G1.1 The provisions of this schedule apply until [insert date 4 years 

after  commencement]. 

 

G.1.2 The provisions of this schedule are to be applied to employees 

in the  classifications listed in Schedule B, engaged in the provision of: 

 

(a) Services for aged persons in a hostel, nursing home, aged 

care independent living units, aged care serviced 

apartments garden settlement, retirement village or any 

other residential accommodation facility; and/or 

 

(b) Services for an aged person in a private residence. 

  

 

G.2  Nursing assistant   

  

  Per week  

1st year 1104.30 29.06 

2nd year 1121.50 29.51 

3rd year and thereafter 1139.50 
29.99 

Experienced (the holder of a relevant certificate III qualification) 

1176.10 

30.95 

G.3  Enrolled Nurses 
 

 

(a) Student enrolled nurse   

    

Less than 21 years of age 1025.90 27.00 

21 years of age and over 1076.80 28.34 

    

(b) Enrolled nurses   

    

Pay point 1 1197.90 31.52 

Pay point 2 1213.80 31.94 

Pay point 3 1229.90 32.36 

Pay point 4 1247.60 32.83 

Pay point 5 1260.10 33.16 

 
  

G.4  Registered Nurses   

Minimum entry rate for a:   
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4 year degree1 1338.10 35.21 

Masters degree1 1384.30 36.43 

 1 Progression from these entry rates will be to level 1—Registered 

nurse pay point 4 and 5 respectively  

 

    

Registered nurse—level 1   

Pay point 1 1281.50 33.72 

Pay point 2 1307.80 34.41 

Pay point 3 1339.90 35.26 

Pay point 4 1375.50 36.20 

Pay point 5 1417.80 37.31 

Pay point 6 1458.80 38.39 

Pay point 7 1501.00 39.50 

Pay point 8 and thereafter 1540.00 40.53 

Registered nurse—level 2   

Pay point 1 1580.90 41.60 

Pay point 2 1606.00 42.26 

Pay point 3 1633.90 43.00 

Pay point 4 and thereafter 1660.60 43.70 

Registered nurse—level 3   

Pay point 1 1714.10 45.11 

Pay point 2 1745.60 45.94 

Pay point 3 1775.80 46.73 

Pay point 4 and thereafter 1807.60 47.57 

Registered nurse—level 4   

Grade 1 1956.40 51.48 

Grade 2 2096.60 55.17 

Grade 3 2218.90 58.39 

Registered nurse—level 5   

Grade 1 1974.30 51.95 

Grade 2 2079.00 54.71 

Grade 3 2218.90 58.39 

Grade 4 2357.30 62.03 

Grade 5 2599.90 68.42 

Grade 6 2844.60 74.86 

    

   
 

 G.5 Nurse practitioner  
 

1st year 1972.50 51.91 

2nd year 2031.10 53.45 
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B. Variation to MA000018: Aged Care Award 2010 

 

2. Amend clause 14 as Follows: 

 

14. Minimum weekly wages 

 

14.1A Minimum wages - Personal care workers  
Grade  
   
Grade 1 1119.40 

Grade 2 1162.40 

Grade 3 1176.10 

Grade 4 1216.00 

Grade 5 1304.50 
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INTRODUCTION AND BACKGROUND 

1. The current applications provide a historic opportunity for the Commission to 

examine the work of workers engaged in the aged care sector, both through their 

work in residential aged care facilities and in a home care setting providing 

personal care and domestic assistance to aged persons in their own homes. As 

was observed by the late Justice Tracey, as a Commissioner of the Royal 

Commission into Aged Care Quality and Safety, at the commencement of that 

commission:  

… the hallmark of a civilised society is how it treats its most vulnerable people, 

and our elderly are often amongst our most physically, emotionally and 

financially vulnerable.  

2. An effective and appropriate system for the provision of care to aged persons, 

whether in residential care or in their own homes, is a critical feature of the type 

of society that most Australians would wish this country to be. The provision of 

high quality aged care is a concern which will ultimately touch the lives of most, 

if not all, Australians either directly or through care provided to family members. 

The significance of a high quality aged care system is only enhanced with an 

increasingly aging population.  

3. As recognised by the Royal Commission, nothing is more important to providing 

an effective and appropriate system of aged care than the composition and skills 

of the workforce involved in the provision of that care. A highly skilled, well 

rewarded and valued aged care workforce is vital to the success of the aged care 

system.1 Ensuring that the aged care workforce has appropriate conditions of 

employment and are properly remunerated is a vital task for the country and for 

this Commission.  

1 Royal Commission into Aged Care Quality and Safety Final Report, Volume 1 p124, 

DHB19952.  
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4. In summary, the applications are as follows: 

a. Aged Care Award 2010 covers workers engaged in the provision of 

accommodation and care services for aged persons in a hostel, nursing home, 

aged care independent living units, aged care serviced apartments, garden 

settlement, retirement village or any other residential accommodation facility, 

including employees performing roles across the general and administrative 

services, food services and personal care classification streams – the 

application with respect to the Aged Care Award seeks to increase the rates 

of pay of employees in each of the streams under that Award by an amount 

of 25%. Additional changes are sought to the classification structure, 

particularly to provide greater clarity with respect to the personal care worker 

classifications and to introduce a new level for personal care workers at Aged 

Care Employee Level 6 for a specialised personal care worker being a worker 

engaged in specialised care such as Dementia Care, Palliative Care, the 

Household Model of Care as well as the incorporation of new role 

descriptions for a Recreational/Lifestyle activities officer and a Senior 

Recreational/Lifestyle activities officer.  

b. Social, Community, Home Care and Disability Services Award 2010 (“SCHADS 

Award”) covers, among other things, workers engaged in the provision of 

home care to aged persons and to persons with a disability in a private 

residence. That work includes personal care including assisting with 

showering, dressing, hair styling, hygiene, continence aids, hearing aids, 

eyeglasses and dentures, domestic assistance from vacuuming and mopping, 

cleaning toilets and bathrooms to changing bedding and rubbish disposal, 

social support including taking clients out into the community for shopping, 

appointments and outings, meal preparation duties including drawing up 

meal plans, safe food handling and hygiene and incidental gardening home 

maintenance – the application with respect to the SCHADS Award seeks to 

create a new wage structure for employees engaged in the provision of home 
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care to aged persons in a private residence having the effect of increasing rates 

of pay for those employees also by an amount of 25%. The increase sought 

would have the effect of bringing the rates of pay for those employees 

approximately in line with workers providing home care services in the home 

to persons with a disability.  

5. A schedule setting out the variations sought, noting the changes in award rates 

since the applications were filed, is included as Schedule A to these submissions. 

6. The Aged Care Award fails to properly reflect the value of the work performed 

by workers in residential aged care and the SCHADS Award fails to 

appropriately reward home care workers providing care to aged persons in their 

homes. The award history makes clear that neither award was the subject of any 

work value assessment at the time of the award modernisation process or 

previously. The time has well and truly come for such an assessment to be 

undertaken.  

7. The present applications come before the Commission in a particular historical 

moment. There are two aspects of the context in which the Commission will 

assess the work value considerations raised and the application of the modern 

awards objective and minimum wages objective which are appropriate to record 

at the outset.  

 

Royal Commission into Aged Care Quality and Safety 

8. The first is that the applications were made during or shortly following the 

completion of the deliberations and report of the Royal Commission into Aged 

Care Quality and Safety. The Royal Commission represented a once-in-a-lifetime 

opportunity to consider how we can create a better system for elderly Australians 

that better aligns with the expectations of the Australian people. Part of the terms 

of reference of the Royal Commission involved consideration of issues affecting 
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the aged care workforce, including questions of pay and conditions of 

employment.  

9. In its final report, the Royal Commission was direct. It was baldly stated that:2  

The bulk of the aged care workforce does not receive wages and enjoy terms and 

conditions of employment that adequately reflect the important caring role they 

play.  

10. The final report recommended, at Recommendation 84,3 that employee 

organisations entitled to represent the industrial interests of aged care employees 

covered by the Aged Care Award, the SCHADS Award and the Nurses Award 

should collaborate with the Australian Government and employers and apply to 

vary wage rates in those awards to reflect the work value of aged care employees 

and/or seek to ensure equal remuneration for men and women workers for work 

of equal or comparable value. The Final Report of the Royal Commission urged:4  

The community as a whole needs to reflect upon the value of aged care workers 

and the essential nature of the work they do, and to pay them accordingly. 

11. Although recognising that this Commission exercises an independent statutory 

function in determining any application to vary modern award wages consistent 

with its obligations under the Act, the Royal Commission observed:5  

While the Fair Work Commission would exercise its independent discretion if 

any such application was made, on the extensive evidence before this inquiry 

about the work performed by personal care workers and nurses in both home care 

and residential care, we consider that all three of the section 157(2A) reasons 

2 Royal Commission into Aged Care Quality and Safety Final Report, Volume 2 p214, 

DHB20380.  
3 Royal Commission into Aged Care Quality and Safety Final Report, Volume 3A p415, 

DHB20847.  
4 Royal Commission into Aged Care Quality and Safety Final Report, Volume 1 p41, 

DHB19869.  
5 Royal Commission into Aged Care Quality and Safety Final Report, Volume 3A p416, 

DHB20848.  
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may well justify an across-the board increase in the minimum pay rates under 

the applicable awards. There is also a strong argument for parity between 

residential care workers working under the Aged Care Award 2010 and social 

and community services workers who were awarded a significant pay increase 

as a result of the Equal Remuneration Order made by Fair Work Australia in 

2012.  

12. The Royal Commission further noted that the disparity in pay between caring 

roles in the aged care sector and comparable jobs in the acute care sector and other 

industries is substantial and has not been successfully addressed by other 

initiatives, including improvements in funding. Although exercising its 

independent statutory function, the Full Bench can and should take into account 

and be informed by the findings of the Royal Commission specifically established 

to review the operations of the aged care system.  

 

Aged Care Sector Stakeholder Consensus Statement 

13. The second feature of the background to the Commission’s consideration of the 

applications is that the Full Bench, unusually, has the benefit of a joint statement 

prepared by major stakeholders in the aged care industry known as the Aged Care 

Sector Stakeholder Consensus Statement filed on 17 December 2021. The Statement 

was prepared as a result of meetings convened by the Aged Care Workforce 

Industry Council in the period between September and December 2021 to 

consider the applications brought by the HSU and the ANMF. That process was 

itself consistent with Recommendation 76(2)(e) of the Royal Commission’s Final 

Report which recommended that such collaboration take place.6 The signatories 

to the Statement include stakeholder organisations representing the aged care 

workforce, aged care providers and aged care consumers.  

6 Royal Commission into Aged Care Quality and Safety Final Report, Volume 1 p259, 

DHB20086.  
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14. The stakeholders are agreed that wages in the aged care sector need to be 

significantly increased because the work of aged care workers has been 

historically undervalued and has not been properly assessed by the Commission 

and that minimum wages need to be set according to the value of the work done 

and to properly recognise the complexity of the nature of the work and the skills 

and responsibilities involved in doing the work and the changes to the conditions 

under which work is done.  

15. The Stakeholder Statement further identifies 23 matters that the stakeholders 

suggest the Commission should take into account in properly valuing the work 

of aged care workers. The matters covered include:  

a. That recipients of aged care services, both in residential care and recipients of 

home care services, have increased in acuity, that the proportion with 

dementia and dementia-associated conditions has increased and the need for 

palliative care is more prevalent.  

b. As a consequence, in both residential care or in the provision of home care 

services, consumers are increasingly requiring and receiving care to meet 

more complex needs with an associated increase in clinical and care skills as 

well as social and emotional skills required of employees and an increase in 

medication prescribed and administered.  

c. The increased expectations of aged care consumers and their families, and the 

community as a whole, together with a change of philosophy towards an 

emphasis on person-centered care based on choice and the individual needs, 

as well as an increase in the cultural, social and linguistic diversity of 

consumers, requires enhanced interpersonal, communication and cultural 

diversity skills.  

d. Changes in the staffing levels and skills mix of the aged care workforce have 

had a significant impact on the nature of the work, in particular, the increase 

in the proportion of personal care workers means that those employees have 
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taken on tasks traditionally undertaken by nurses and are required to work 

with less direct supervision.  

e. The work of workers engaged in the provision of home care have been 

affected by the move towards consumer-directed home care packages 

requiring a broader range of duties to be performed and workers being 

required to work with minimal supervision with consumers having high 

levels of acuity and dependency.  

f. Clustered domestic and household models of care are growing in prevalence. 

These models of care require greater numbers of staff with a broad range of 

capabilities. 

 

16. The Stakeholder Statement means the Commission may proceed on the basis that 

all significant stakeholders agree that some variation to wages is justified by work 

value reasons and that the view of all major stakeholders is that wages need to be 

“significantly increased”. The Commission also has before it submissions from a 

number of significant aged care providers which are supportive of the 

applications and the need for a significant increase in rates of pay for workers in 

the aged care sector. That includes submissions from UnitingCare Australia, 

BaptistCare, Uniting NSW/ACT and IRT Group. There is a remarkable degree of 

support for the general proposition that an increase in rates of pay is justified 

reflecting the strength of the evidence in support of the applications.  

 

Work Value Reasons and Fair and Relevant Safety Net 

17. The power of the Commission to vary modern award wages is governed by Part 

2-3 of the Act, particularly s 157. The cumulative effect of those provisions is that, 
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in order to exercise the power to vary modern award minimum wages in s 157(2) 

the following requirements must be met:7  

(1) be satisfied that the variation to minimum wages prescribed in the respective 

awards is justified by work value reasons;  

(2) be satisfied that the variation is necessary to achieve the modern awards 

objective in s 134;  

(3) be satisfied that the variation is necessary to meet the minimum wages 

objective; and  

(4) take into account the rate of the national minimum wage as currently set in 

a national minimum wage order. 

18. A review all of the evidence in the proceedings permits the Commission to be 

well satisfied that the increases in rates of pay sought in the application are 

justified by work value reasons, necessary to provide a fair and relevant safety 

net of terms and conditions of employment consistent with the modern awards 

objective and consistent with the minimum wages objective.  

19. The detail of the expert and lay evidence is dealt with in significant detail later in 

these submissions. Significant themes arising from the evidence in assessing the 

nature of increases in salaries which are justified by work value reasons include 

the following:  

a. Skills and Responsibilities: Aged Care workers perform complex work 

involving emotional, intellectual and physical labour, frequently 

simultaneously, and a high degree of discretion, judgement and advanced 

interpersonal, communication and empathetic skills. The skills required 

include health or medical-related skills; skills involving 'body work' and the 

provision of personal care for vulnerable individuals; ability to provide 

person-centred care and enablement; complex communication and 

7 As described in Re Independent Education Union of Australia [2021] FWCFB 2051 at [217]) 
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interpersonal skills; literacy, numeracy, language and communication 

competencies necessary to undertake documentation and communicate with 

service-users, carers, and medical professionals; technological and digital 

capabilities; and 'employability' skills including the capacity to problem-

solve, work in a team, management of stress and one's own health and 

wellbeing. 

b. Resident and Consumer Needs: The fundamental and revolutionary changes 

which have occurred over the last 15 to 20 years in the demographics, frailty 

and care needs of persons receiving services. As a result of government policy 

of encouraging aged persons to remain in their homes through the provision 

of community support and changing societal attitudes, persons in residential 

aged care and those receiving home care services now are almost invariably 

older, extremely frail and with complex physical, cognitive and social care 

needs. The impact on the work, skills and responsibilities required of workers 

in the industry and the conditions under which that work is done is obvious 

and profound. 

c. Models of Care: The changes in the models of care and care philosophy 

required to be applied in the residential aged care and the provision of home 

care services. Contemporary models of care reject the 'institutionalisation' of 

older people that require them to conform to the norms and routines of a 

hospital-like institution. Instead, models of care increasingly emphasise that 

care should be person-centred, that is, adapted to the needs of each individual 

older person, and that person-centred care is grounded in caring relationships 

in aged care settings. Home care services are similarly required to embed 

principles of ‘consumer choice’ and ‘consumer directed care’. Again, all 

workers engaged in the aged care industry have been required to adapt to and 

develop the skills required to implement a person-centred or consumer-

directed approach.  
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d. Regulatory and Governance Requirements: The substantial, detailed and 

increasing regulatory and governance arrangements imposed on providers 

and workers involved in residential aged care and in the provision of home 

care services to aged persons. The most recent iteration of the standards under 

the Aged Care Quality Standards enshrine the principles of dignity and choice 

and the involvement of recipients of care as partners in the ongoing 

assessment and planning of their own care and support. Other governance 

regimes, such as the Aged Care Quality and Safety Commission Rules, 

National Quality Indicator Program and the Serious Incident Response 

Scheme, further increase the expectations placed upon and the level of 

accountability and responsibility of all those in the industry.   

e. Workforce Composition: In relation to residential aged care in particular, 

there has been a radical change to the composition of the workforce with 

substantial implications for the work performed and the responsibilities of 

care workers. The removal of mandated minimum staffing levels resulted in 

a marked decline in qualified nursing and allied health staff. The reduction in 

nursing staff combined with an increasing administrative burden on 

remaining nursing staff has resulted in a very high proportion of direct care 

work being undertaken by personal care workers, transfer of tasks from 

nursing staff to care workers (such as observation, assessment and reporting 

of health information, pain management and administration of medications) 

and increased levels of responsibility and reduced supervision.  

f. Nature of the Work Environment: The work performed by workers in 

residential aged care and by care workers providing services in consumers’ 

own homes. The work is frequently difficult, dirty and physically demanding, 

and undertaken under time pressures which require accommodating 

numerous complex tasks and priorities within the same period. Care workers 

and other staff are routinely and increasingly exposed to, and required to 

have the skills to address, ‘difficult behaviours’ directed toward staff, 
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including aggressive, unpleasant or violent conduct. Put bluntly, workers are 

exposed to the risk of being assaulted at work on a day-to-day basis and are 

expected to respond in a manner that prioritises the dignity and safety of the 

person engaging in the assault.  

g. Qualifications and Training Requirements: The nature of the skills required 

in the performance of good quality care work are reflected in changes in, and 

changes sought to, the qualifications and training of direct care workers. The 

increasing levels of formal specialist qualifications and other training 

undertaken by residential aged care and home care workers has increased 

significantly in recent years and evidence the growing demands of those roles 

and the expectations of employers.  

h. Consumer, Community and Family Expectations and Interaction: Aged care 

providers and workers in the industry have experienced changing 

community expectations as to the appropriate minimum quality standards of 

care provided to aged persons and increased expectations as to the degree 

and nature of interactions with families and the community. The Aged care 

sector is also affected by the need to cater for the diverse Australian 

community and needs to meet the cultural, social and linguistic needs of 

communities such as Aboriginal and Torres Strait Islander people, CALD, 

LGBTQI+ and other diverse communities.  

i. Historical Undervaluation: Although aged care work involves complex 

emotional, intellectual and physical labour and advanced interpersonal, 

communication and emphathetic skills, the gendered view of that work as 

being associated with unpaid care work means that the nature and value of 

the work undertaken by professional workers within the residential aged care 

and home care context has been historically, and continues to be, profoundly 

undervalued. The skills and responsibilities of care work, which are ever 

expanding, have been and continue to be undervalued across the economy 
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and society and aged care work has not been properly recognised as being 

valuable work which must be properly rewarded. 

20. With respect to the Aged Care Award, the application seeks increases in rates of 

pay also for the general and administrative stream and the food services stream. 

In addition to the matters identified in the preceding paragraph, which are 

equally applicable to these workers, the evidence also demonstrates work value 

reasons for the increases sought for those employees:  

a. Food Services: With respect to food services employees, the evidence 

demonstrates that food service staff need a more increasingly specialised 

knowledge of older people's nutritional needs, special diets, modified 

textures and the psychology of their social interaction and their work is 

affected by the emphasis on choice of meals and high quality mealtime 

experiences in delivering person-centred care. The knowledge and skills 

required of food service workers in residential aged care extend well beyond 

those of food service staff in non-care settings.  

b. Cleaning, Laundry and Maintenance: Cleaning, laundry and maintenance 

staff can be appropriately conceptualised as part of the carer workforce and 

perform a critical role in the provision of aged care through infection control, 

maintaining the personal effects of residents and the appearance of the home 

to the needs of residents and through the relational care work they provide, 

not least during the 'regular and substantial' time they work in residents' 

rooms.  

c. Administrative and Clerical: Administrative staff have experienced 

considerable change in the operating environment for residential aged care in 

recent years, notably in relation to regulation, information technology, 

compliance, rostering and financial affairs of organisations, through increased 

demands of consumers and their families and through the requirement to be 

involved in the provision of individualised, person-centered care throughout 

the facility.  
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21. A further critical consideration in setting fair and relevant rates of pay for 

workers involved in residential aged care and home care services is that the 

workforce is heavily award-reliant. There are obvious and documented 

limitations on enterprise bargaining in the aged care sector and enterprise 

agreement rates of pay are generally only marginally above the awards as a result 

of the role of Commonwealth funding in the industry. The unlikelihood of rates 

of pay significantly above the modern award being achieved through enterprise 

bargaining is an important consideration when the Commission comes to setting 

appropriate minimum rates and a fair safety net.  

 

Residential Care and Home Care Workers 

22. The applications with respect to residential care workers under the Aged Care 

Award and home care workers under the SCHADS Award both seek increases of 

25% in rates of pay for all classifications under the Aged Care Award and for 

aged care employees under the SCHADS Award.  

23. For reasons which are elaborated upon in greater detail in these submissions, 

although there are some differences between residential care and home care, the 

themes relevant to consideration of work value reasons affecting care workers in 

both settings substantially overlap and justify common increases across the two 

sectors. In particular:  

a. Care work undertaken in a residential care or home care setting is properly 

seen as part of a single system, funded by the Commonwealth, which seeks 

to provide appropriate care for elderly persons having regard to their needs 

and wishes, whether in a residential facility or in their own homes.  

b. The core nature of the health or medical-related skills, personal care and ‘body 

work’ skills and interpersonal, communication and empathetic skills and the 

high degree of discretion, judgement and responsibility involved are, 

although exercised in a different environment, essentially the same.  
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c. The changes to the demographics, degree of frailty and care needs of residents 

have fundamentally altered the nature of work in both residential care and 

home care by reason of aged persons remaining in their own homes until they 

are significantly older, with higher care needs and more complex conditions. 

Although, on the whole, residential aged care clients are frailer, home care 

workers are required to perform their work in a setting where they have less 

access to the supports that are available in the residential setting.  

d. Changes to the models of care and care philosophy arising from regulatory 

requirements and the focus on delivering care consistently with a person-

centred or consumer driven approach and empowering care recipients to 

participate in their own care have very similar features in residential care and 

home care settings.  

e. The nature of formal qualifications and other training undertaken by care 

workers in residential care and home care settings substantially overlap and 

the requirements imposed by employers have evolved in a common way in 

both settings.  

24. In addition, considerations arising in the context of the modern awards objective 

and minimum wages objective support common increases for care workers 

whether working in a residential care or home care setting. There is evidence of 

providers increasingly operating both residential aged care facilities and home 

care services and workers are able to perform work or transfer between jobs 

involving residential and home care work. A fair and relevant safety net would 

maintain comparable rates of pay for care work in both settings.  
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FWC BACKGROUND PAPERS 

PROCEDURAL HISTORY 

25. Background Document No. 1 provides an overview of the procedural history of 

the applications and the application made by the ANMF.8 Subject to one matter, 

the procedural history is uncontroversial. At [2] of the Background Document, 

the Commission summarises the application and amended application filed by 

the HSU and individual applicants on 12 November 2020 and 17 November 2020 

with respect to the Aged Care Award. It is noted in the Background Document 

that in addition to seeking increases in wages, the applications seek to vary the 

Award by:   

(b) Varying the classification structure in Schedule B to provide for an additional 

pay level for Personal Care Workers (PCW) who have undertaken specialised 

training in a specific area of care and who use those skills. The proposed 

replacement Schedule B is outlined at Annexure A. 

26. The summary of the procedural history in the Background Document should also 

note that other changes are sought to the classification structure in the Aged Care 

Award, including to clarify progression from Aged Care Employee Level 1 to 

Level 3, clarify the role descriptions within the personal care stream, refer to 

administration of medication as a task for a Senior Personal Care Worker and to 

provide for new role description for qualified and senior Recreational/Lifestyle 

Officers.  

Background Document No. 1, Question 1: At paragraph [2](b), the Background 

Document should note that the application seeks to vary the Award by:  

Varying the classification structure in Schedule B to provide for an additional pay 

level for Personal Care Workers (PCW) who have undertaken specialised 

training in a specific area of care and who use those skills, clarifying 

8 Background Document No. 1, 9 June 2022, at [1]-[42].  
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progression from Aged Care Employee Level 1 to Level 3, clarifying the role 

descriptions within the personal care stream, referring to the administration 

of medication as a task for a Senior Personal Care Worker and providing for 

a new role description for qualified and senior Recreational/Lifestyle 

Officers. The proposed replacement Schedule B is outlined at Annexure A. 

 

 

LEGISLATIVE FRAMEWORK 

PRINCIPLES AND PROPER APPROACH TO BE ADOPTED 

Statutory Context 

27. These applications are made under s 158(1)(item 1)(a) and (b) of the Act which 

authorises, relevantly, either any employee covered by a modern award or any 

organisation entitled to represent the industrial interests of employees covered 

by a modern award to make application to vary, omit or include terms in a 

modern award. The HSU and the other applicants have standing to bring the 

applications under that provision.  

28. The powers of the Commission to make vary or revoke modern awards are 

governed by Part 2-3 of the Act. Section 134(1) sets out the modern awards 

objective and requires that the Commission must ensure that modern awards, 

together with the National Employment Standards, provide a fair and relevant 

minimum safety net of terms and conditions having taken into account various 

social and economic factors. Section 135 imposes additional requirements in 

relation to the variation of modern award minimum wages as follows:  

135 Special provisions relating to modern award minimum wages  

(1) Modern award minimum wages cannot be varied under this Part except as follows:  

 (a) modern award minimum wages can be varied if the FWC is satisfied that the 

variation is justified by work value reasons (see subsection 157(2));  
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 (b) modern award minimum wages can be varied under section 160 (which deals 

with variation to remove ambiguities or correct errors) or section 161 (which deals 

with variation on referral by the Australian Human Rights Commission).  

 Note 1: The main power to vary modern award minimum wages is in annual wage 

reviews under Part 2-6. Modern award minimum wages can also be set or revoked 

in annual wage reviews.  

 Note 2: For the meanings of modern award minimum wages, and setting and 

varying such wages, see section 284.  

(2) In exercising its powers under this Part to set, vary or revoke modern award minimum 

wages, the FWC must take into account the rate of the national minimum wage as 

currently set in a national minimum wage order. 

29. Section 138 further provides that a modern award may include terms “only to the 

extent necessary to achieve the modern awards objective and (to the extent 

applicable) the minimum wages objective.” 

30. Power is conferred on the Commission by section 157(1) to, relevantly, make a 

determination varying a modern award if the Commission is satisfied that 

“making the determination … is necessary to achieve the modern awards 

objective.” With respect to modern award minimum wages, section 157(2) then 

provides as follows:  

(2) The FWC may make a determination varying modern award minimum wages if the 

FWC is satisfied that:  

 (a) the variation of modern award minimum wages is justified by work value 

reasons; and  

 (b) making the determination outside the system of annual wage reviews is 

necessary to achieve the modern awards objective.  

 Note: As the FWC is varying modern award minimum wages, the minimum 

wages objective also applies (see section 284). 

4388



31. The cumulative effect of these provisions, in relation to the applications by the 

HSU and the other applicants, is that the Commission must:9  

a. be satisfied that the variation to minimum wages prescribed in the Aged Care 

Award and the SCHADS Award is justified by work value reasons; 

b. be satisfied that making the determination outside the system of annual wage 

reviews is necessary to achieve the modern awards objective; 

c. be satisfied that the variation is necessary to meet the minimum wages 

objective; and  

d. take into account the rate of the national minimum wage as currently set in a 

national minimum wage order. 

 

Work Value Reasons 

32. The term “work value reasons” is explained in s 157(2A) as follows:  

(2A)  Work value reasons are reasons justifying the amount that employees should be 

paid for doing a particular kind of work, being reasons related to any of the 

following: 

(a)  the nature of the work; 

(b)  the level of skill or responsibility involved in doing the work; 

(c)  the conditions under which the work is done. 

33. The ANMF submits that section 157(2A) ‘exhaustively’ defines work value 

reasons as being reasons justifying the amount that employees should be paid for 

doing a particular kind of work, being reasons related to: (a) the nature of the 

work; (b) the level of skill or responsibility or (c) the conditions under which work 

9 See approach in Re Independent Education Union of Australia [2021] FWCFB 2051 at [221].  
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is performed.10 It is appropriate to make two observations in relation to this 

submission.  

34. Firstly, it is not clear that section 157(2A) is intended to confine the types of 

reasons the Commission may consider justify the amount employees should be 

paid for doing particular kinds of work. The language of the provision 

contemplates those reasons will relate to the nature of the work, the skills or 

responsibility involved or the conditions under which the work is done. 

However, the use of the word ‘being’, in context, is better understood as intended 

to provide an indication of the type of matters which are likely to be relevant to 

an assessment of work value, rather than as limiting the matters which the 

Commission might consider justify the amount employees should be paid for 

doing particular kinds of work.  

35. Such an approach would be consistent with historical approaches to the 

assessment of work value which have emphasised the breadth of the 

considerations capable of being relevant. For example, the Full Bench of the New 

South Wales Industrial Relations Commission in Re Crown Employees (Scientific 

Officers) Award (1962) 61 AR (NSW) 250 at 278 adopted the following approach:  

We have referred earlier to the sense in which the Commission’s wage-fixing function can 

be regarded as the valuation of work.  In so far as it does involve the valuation of work, 

the function is not limited to the ascertainment of the market value or of any absolute 

value discoverable by other means. The function, truly understood, is to consider all 

relevant material, including such as will furnish a guide to fair valuation, to bear in mind 

the contentions of the parties to the arbitration, and, in light of these things, to fix amounts 

which the tribunal itself deems to be just and reasonable to meet the circumstances of the 

case. The amounts so fixed will represent the tribunal’s view of the value of the work.   

36. Secondly, and in any event, even if ‘work value reasons’ must relate to one of the 

matters in the subparagraphs in section 157(2A), the type of matters which are 

10 ANMF submission dated 29 October 2021 at [23]. 
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capable of constituting ‘work value reasons’ are obviously very broad. That is 

made clear by the use of the phrase ‘related to’ in section 157(2A). ‘Work value 

reasons’ do not need to directly concern the nature of the work, the skills or 

responsibility involved or the conditions under which the work is done, but need 

only ‘relate to’ one of those matters. The phrase ‘relate to’ is of broad import and 

generally denotes a connection or relationship, direct or indirect, between one 

subject matter and another although the degree of connection required will 

depend upon the statutory context.11  

37. Here, the Act plainly intends to confer a very broad and generally unconstrained 

discretion upon the Commission to make and vary modern awards and to set 

modern award minimum wages.12The Act intends the management of the 

modern award system to be the subject of the expert and experienced judgement 

of the members of the Commission. It would be inconsistent with the statutory 

context for the degree of connection required between reasons advanced seeking 

to justify rates of pay in modern awards and the matters listed in section 157(2A) 

to be narrowly construed. Any matter which has a relationship, direct or indirect, 

with the nature of the work, the skills or responsibility involved or the conditions 

under which the work is done is capable of being a matter which justifies the 

amount to be paid to employees undertaking work as being ‘work value reasons’.  

 

Background Document No. 1, Question 2: Section 157(2A) does not confine the 

matters capable of being considered by the Commission other than that they 

justify the amount employees are to be paid for doing a particular kind of 

work. In any event, any matter which has a relationship, direct or indirect, 

11 Workers’ Compensation Board of Queensland v Technical Products Pty Ltd (1988) 165 CLR 

642 at 653-654; O’Grady v Northern Queensland Company Ltd (1990) 169 CLR 356 at 376; 

Hammond v Stern (2014) 86 NSWLR 612 at [44]-[47]; Re 4 Yearly Review of Modern Awards – 

Pharmacy Industry Award 2010 (2018) 284 IR 121 at [165].  
12 Re 4 Yearly Review of Modern Awards – Pharmacy Industry Award 2010 (2018) 284 IR 121 at 

[167].  
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with the nature of the work, the skills or responsibility involved or the 

conditions under which the work is done is capable of being a matter which 

justifies the amount to be paid to employees undertaking work as being ‘work 

value reasons’. 

 

38. The power of the Commission to vary modern award wages based on work value 

reasons has been considered by the Full Bench in a number of significant 

decisions including Equal Remuneration Decision 2015 (2015) 256 IR 362, Re 4 Yearly 

Review of Modern Awards – Pharmacy Industry Award 2010 (2018) 284 IR 121 and Re 

Independent Education Union of Australia [2021] FWCFB 2051.  

39. As discussed in these authorities, wage fixation based upon an assessment of the 

value of work performed has a long history. Although strict requirements to 

demonstrate change in work value no longer apply, decisions of the Commission 

considering wage fixing principles, and related State-based decisions, remain of 

use in identifying the proper approach to considering the concept of work value, 

and its expression in money terms. In practical terms, it will be of assistance to 

consider work value in the context of change over identified periods, both for 

illustrative purposes and because a significant change could rationally be a 

“reason” within the meaning of section 157(2)(a) (and make the variation 

‘necessary’ within the meaning of section 157(2)(b), discussed below). 

40. The specific matters referred to in section 157(2A) derive, in part at least, from 

historical approaches adopted by the Commission and other industrial tribunals. 

In light of that history, the items mentioned in section 157(2A) would be 

interpreted as follows: 

a. the ‘nature of the work’ includes the nature of the job and task requirements 

imposed on workers, the social context of the work and the status of the work; 

b. assessing the “skills and responsibilities” involved in the work includes: 
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i. consideration of initial and ongoing required qualifications, 

professional development and accreditation obligations, 

surrounding legislative requirements and the complexity of 

techniques required of workers;  

ii. the level and breadth of skill required, including with reference to 

the complexity of the work and mental and physical tasks required 

to be undertaken; and 

iii. the amount of responsibility placed on the employees to undertake 

tasks;  

c. the “conditions under which work is performed” refers to the “environment 

in which work is done”. 

41. The reference to ‘the nature of the work’ including consideration of the ‘social 

context of the work and the status of the work’ is intended to convey that the 

social utility or worth of particular kinds of work has been considered to be 

relevant to the assessment of the value of the work in some circumstances. The 

reference to the ‘status of the work’ was not intended to refer to the prestige, 

attractiveness or perceived social status of particular kinds of work. Indeed, when 

undertaking an assessment of work value, the Commission would be alert to 

ensure that its assessments are not affected by the perceived prestige of particular 

types of work where such matters are likely to be affected by gendered and other 

historical bases of undervaluation.  

42. Consideration of the social utility or worth of work has been a feature of past 

assessment of work value. In Re Crown Employees (Scientific Officers, etc – 

Departments of Agriculture, Mines etc) Award [1981] AR (NSW) 1091 at 110, for 

example, Bauer J commented that the scientific officers concerned in that matter 

make ‘a substantial contribution to the common good, in ways which are often 
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hidden from the public view and therefore unapplauded by the public at large.’13 

The social utility or worth of particular kinds of work are relevant to the objective 

value of the work in itself and also an important consideration to guard against 

the conception that those performing socially useful work can be expected 

‘partially to live off their dedication’.14  

 

Background Document No. 1, Question 3: The reference to ‘the social context of the 

work and the status of the work’ is intended to convey that the social utility 

or worth of particular kinds of work has been considered to be relevant to the 

assessment of the value of the work.  

 

43. In Re 4 Yearly Review of Modern Awards – Pharmacy Industry Award 2010 (2018) 284 

IR 121, the Full Bench described the application and evolution of concepts of work 

value and early statutory regimes and set out a number of positions as follows:15  

[163] It is against that background that the way in which s 156(3) and (4) are 

properly to be construed and applied may be considered. A number of propositions 

may be stated in that context. The first is that the effect of s 156(3) is to establish a 

jurisdictional prerequisite for the exercise of power to vary minimum wages in a 

modern award in the conduct of a 4 yearly review of modern awards, namely the 

reaching of a state of satisfaction on the part of the Commission that the variation 

is “justified by work value reasons”. 

[164] Second, because the jurisdictional prerequisite is expressed in terms of the 

Commission’s “satisfaction” concerning whether a variation is “justified” by the 

13 See also Crown Librarians, Library Officers and Archivists Award Proceedings (2002) 111 IR 

48 at [21].   
14 Re Crown Employees (Teachers – Department of Education) Award [1970] 70 AR (NSW) 345 

at 521.  
15 Re 4 Yearly Review of Modern Awards – Pharmacy Industry Award 2010 (2018) 284 IR 121 at 

163]-[169].  
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prescribed type of reasons - a requirement which involves an element of subjectivity 

and about which reasonable minds may differ - it requires the formation of a broad 

evaluative judgment involving the exercise of a discretion. 

[165] Third, the definition of “work value reasons” in s 156(4) requires only that 

the reasons justifying the amount to be paid for a particular kind of work be “related 

to any of the following” matters set out in paragraphs (a)-(c). The expression 

“related to” is one of broad import that requires a sufficient connection or 

association between two subject matters. The degree of the connection required is a 

matter for judgment depending on the facts of the case but the connection must be 

relevant and not remote or accidental. The subject matters between which there 

must be a sufficient connection are, on the one hand, the reasons for the pay rate 

and, on the other hand, any of the three matters identified in paragraphs (a)-(c) – 

that is, any one or more of the three matters. 

[166] Fourth, although the three matters identified - the nature of the work, the 

level of skill or responsibility involved in doing the work, and the conditions under 

which the work is done - clearly import the fundamental criteria used to assess work 

value changes under the wage fixing principles which operated from 1975 to 1981 

and 1983 to 2006, the legislature in enacting s 156(4) chose not to import the 

additional requirements contained in those wagefixing principles. For example, as 

was observed in the Equal Remuneration Case 2015, s 156(4) does not contain any 

requirement that the work value reasons consist of identified changes in work value 

measured from a fixed datum point. 

…  

[167] Likewise, s 156(4) did not incorporate the test in the wage-fixing principles 

that the change in the nature of work should constitute such a significant net 

addition to work requirements as to warrant the creation of a new classification. In 

substance, section 156(3) and (4) leave it to the Commission to exercise a broad and 

relatively unconstrained judgment as to what may constitute work value reasons 
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justifying an adjustment to minimum rates of pay similar to the position which 

applied prior to the establishment of wage fixing principles in 1975. 

[168] Fifth, it would be open to the Commission have regard, in the exercise of its 

discretion, to considerations which have been taken into account in previous work 

value cases under differing past statutory regimes. For example, although as 

already stated s.156(4) contains no requirement for the measurement of work value 

changes from a fixed datum point, we consider it likely that the Commission would 

usually take into account whether any feature of the nature of work, the level of skill 

or responsibility involved in performing the work or the conditions under which it 

is done has previously been taken into account in a proper way (that is, in a way 

which is free of gender bias and any other improper considerations) in assessing 

wages in the relevant modern award or its predecessor in order to ensure that there 

is no “double counting”. Likewise, we consider that the considerations referred to 

in paragraph [190] of the ACT Child Care Decision, which we have earlier quoted, 

may be of relevance in particular cases, as may considerations in other authoritative 

past work value cases. 

[169] Finally, even if the jurisdictional prerequisite in s 156(3) is satisfied, it 

remains the case that the Commission must, as required by s 138, ensure that the 

inclusion of the varied minimum wages term in the relevant modern award would 

be necessary to achieve the modern awards objective and the minimum wages 

objective. In this connection, it may be noted that the Full Bench in 4 yearly review 

of modern awards - Real Estate Industry Award 2010 said that where the wage 

rates in a modern award have not previously been the subject of a proper work value 

consideration, there can be no implicit assumption that at the time the award was 

made its wage rates were consistent with the modern awards objective.  

44. The HSU generally accepts the propositions set out in the Pharmacy Decision at 

[163]-[169] subject to two observations. Firstly, the Full Bench said at [168] that it 

was ‘likely that the Commission would usually take into account whether any 

feature of the nature of work, the level of skill or responsibility involved in 
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performing the work or the conditions under which it is done has previously been 

taken into account in a proper way.’ That proposition may be accepted provided 

it is understood that a past ‘proper’ assessment must be one which, according to 

the current assessment of the Commission, correctly valued the work. It goes 

without saying that it would not include a past assessment which was not free of 

gender-based undervaluation or other improper considerations.16  

45. Even where the wage rates in a modern award have previously been the subject 

of assessment, there can be no general assumption that the wages rates were 

consistent with the modern awards objective at the time the award was first 

made. The proposition at [168] does not relieve the Commission of the task of 

ensuring that any work value reasons relating to the work of employees are 

properly reflected in modern award minimum rates. At most, the Commission 

might give little weight to a particular consideration relied on to justify an 

increase on work value grounds where that matter had been considered in an 

earlier assessment and the Commission is satisfied an earlier increase properly 

compensated employees with respect to that matter. 

46. Secondly, the Full Bench also said at [168] it would be open to the Commission to 

have regard to considerations taken into account in previous work value cases 

under differing past statutory regimes and, in particular, that the considerations 

referred to in [190] of the ACT Child Care Decision17 may be of relevance in 

particular cases, as may considerations in other authoritative past work value 

cases. Whilst it is accepted that decisions under earlier statutory regimes provide 

some assistance, it is necessary to carefully consider the continued relevance of 

particular aspects of those approaches in light of the current Act. In particular, a 

16 See, for example, Equal Remuneration Decision 2015 (2015) 256 IR 362 at [292], approved 

in Re 4 Yearly Review of Modern Awards – Pharmacy Industry Award 2010 (2018) 284 IR 121 

at 181 [165]. 
17 Australian Liquor, Hospitality and Miscellaneous Workers Union re Child Care Industry 

(Australian Capital Territory) Award 1998 and Children's Services (Victoria) Award 1998 - re 

Wage rates - PR954938 [2005] AIRC 28.  
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number of the principles adopted under earlier statutory regimes were, expressly 

or impliedly, connected with the requirements then imposed for changes in work 

value to be demonstrated from a fixed datum point and that a ‘significant 

addition to work requirements’ be demonstrated. As a result, some caution must 

be applied in recourse to early approaches.   

47. This can be demonstrated by reference to the considerations referred to in the 

ACT Child Care Decision at [190] which were as follows:  

a. Rapidly changing technology, dramatic or unanticipated changes which 

result in a need for new skills and/or increased responsibility may justify a 

wage increase on work value grounds. But progressive or evolutionary 

change is insufficient. 

b. An increase in the skills, knowledge or other expertise required to adequately 

undertake the duties concerned demonstrates an increase in work value.  

c. The mere introduction of a statutory requirement to hold a certificate of 

competency does not of itself constitute a significant net addition to work 

requirements. It must be demonstrated that there has been some change in 

the work itself or in the skills and/or responsibility required. However, where 

additional training is required to become certified and hence to fulfil a 

statutory requirement a wage increase may be warranted.  

d. A requirement to exercise care and caution is, of itself, insufficient to warrant 

a work value increase. But an increase in the level of responsibility required 

to be exercised may warrant a wage increase on work value grounds. Such a 

change may be demonstrated by a requirement to work with less supervision.  

e. The requirement to exercise a quality control function may constitute a 

significant net addition to work requirements when associated with increased 

accountability.  

f. The fact that the emphasis on some aspects of the work has changed does not 

in itself constitute a significant net addition to work requirements. 

4398



g. The introduction of a new training program or the necessity to undertake 

additional training is illustrative of the increased level of skill required due to 

the change in the nature of the work. But keeping abreast of changes and 

developments in any trade or profession is part of the requirements of that 

trade or profession and generally only some basic changes in the educational 

requirements can be regarded, of itself, as constituting a change in work 

value.  

h. Increased workload generally goes to the issue of manning levels not work 

value. But, where an increase in workload leads to increased pressure on skills 

and the speed with which vital decisions must be made then it may be a 

relevant consideration.  

48. Notably, the suggestion that ‘progressive or evolutionary change’ is insufficient 

arose from the requirement to demonstrate sufficient change in work value and 

for such a change to pass the threshold of constituting a ‘significant net addition 

to work requirements’. As those are no longer part of the requirements imposed 

by section 157(2A), there is no reason in principle why reasons related to the 

nature of work or the skills and responsibilities involved which might in the past 

have been categorised as evolutionary should not be now considered ‘work value 

reasons’. The Commission simply needs to be satisfied that the reasons justify the 

amount employees should be paid for doing the particular kind of work.  

49. Other considerations from the ACT Child Care Decision which fall into the same 

category include the references to the ‘mere introduction of a statutory 

requirement to hold a certificate’, the ‘fact that the emphasis on some aspects of 

the work has changed’, ‘keeping abreast of changes and developments in any 

trade or profession’ and to ‘increased workload’. Those types of considerations 

fall within the description of being reasons related to the nature of work or the 

skills and responsibilities involved. The question that the Commission is required 

to consider by section 157(2)(a) and (2A) is whether reasons related to the nature 

of the work, the level of skill or responsibility involved in doing the work, and 
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the conditions under which the work is done, justify payment of a particular 

amount. No further restriction is imposed on a proper reading of the statute.  

50. The current statutory regime expressly departs from the requirement to establish 

change from any datum point at all.18 Instead, the principal question remains 

whether or not the Awards provide a fair and relevant safety net. Although a 

work value justification is a jurisdictional prerequisite for the variation of award 

wages, considerations including historical undervaluation and structural 

limitations on access to bargaining (either at all or in circumstances which lead to 

no more than notional above-award outcomes) remain relevant, and have been 

ignored by the ABI approach. 

51. The statutory precondition under section 157(2) is simply that the Commission 

must be satisfied that a variation to modern award wages is justified by work 

value reasons and that the variation outside of an annual wage review is 

necessary to achieve the modern awards objective. Whilst it is open to the 

Commission to have regard, in the exercise of its discretion, to considerations 

which have been taken into account in previous work value cases under differing 

statutory regimes, the FW Act leaves it to the Commission to exercise a broad and 

relatively unconstrained judgment as to what may constitute work value reasons 

justifying an adjustment to minimum rates of pay.19  

52. Particularly when combined with the overriding requirement in sections 134(1) 

and 157(2)(b) to ensure that modern awards provide a fair and relevant safety 

net, the discretion conferred on the Commission permits, and indeed requires, 

consideration of matters including:  

18 Equal Remuneration Decision 2015 (2015) 256 IR 362 at [292]; Re 4 Yearly Review of Modern 

Awards – Pharmacy Industry Award 2010 (2018) 284 IR 121 at [163]-[169]. 
19 Re 4 Yearly Review of Modern Awards – Pharmacy Industry Award 2010 (2018) 284 IR 121 at 

[167]-[168].  
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a. any contention that, for historical reasons and/or on the application of an 

indicia approach, undervaluation has occurred because of gender inequity;20  

b. the extent to which historical approaches to wage fixation have failed to 

appropriately recognise and remunerate occupations perceived to involve 

‘caring’ or ‘nurturing’ skills such as aged care and home care;21 and 

c. whether enterprise bargaining is capable of providing an effective option for 

addressing low remuneration and poor rates of pay and working conditions 

in aged care.22  

 

Background Document No. 1, Question 5: The HSU generally accepts the 

propositions in the Pharmacy Decision at [163]-[169] subject to recognition that 

taking into account past consideration of any work value reason depends 

upon the Commission being satisfied that the matter has been properly 

reflected in the amount paid to employees and that a number of principles 

applied in past work value assessments must be approached with caution as 

they were connected with the requirements then imposed for changes in work 

value to be demonstrated from a fixed datum point and that a ‘significant 

addition to work requirements’ be demonstrated. 

Background Document No. 1, Question 6: The HSU agrees with the submission of 

the ANMF that the Commission may vary modern award minimum wages 

under section 157(2) (and subject to section 157(2)(b)) if it is satisfied, for 

reasons that relate to any of the nature of the employees’ work, the level of 

skill or responsibility involved in doing the work or the conditions under 

which the work is done, that a variation to the amount that the employees 

should be paid is justified.  

20 Equal Remuneration Decision 2015 (2015) 256 IR 362 at [292]. 
21 Charlesworth DHB4466 at [42]-[46]; Meagher, DHB4628 at p36-37.  
22 Charlesworth, DHB4465 at [33]-[41]; Friend, DHB9071-9074 at [8]-[19] and [22].  
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53. The Commission’s Background Document No. 1 poses a question concerning the 

relevance of the presumption that where the Parliament repeats words which 

have been judicially construed, it is taken to have intended the words to bear the 

meaning already judicially attributed to them.23 Section 157(2)(a) and (2A) were 

enacted in their present form by the Fair Work Amendment (Repeal of 4 Yearly 

Reviews and Other Measures) Act 2018 (Cth). Relevantly identical provisions were 

previously found in section 156(3) and (4) referable to the 4-yearly reviews of 

awards then prescribed. Section 156(3) and (4) were considered by the Full Bench 

in the Pharmacy Decision.  

54. The re-enactment presumption has limited relevance to the interpretation of 

section 157(2)(a) and (2A). Whilst it has been a presumption with greater potential 

application in the specialised and politically sensitive field of industrial 

relations,24 frequently there will be difficulty in discerning the existence of 

parliamentary approval. The mere re-enactment of the words in circumstances 

not involving any reconsideration of their meaning will not support the 

application of the presumption.25 For example, it would be artificial to apply the 

presumption to a consolidating statute26 or to a reorganisation of existing 

statutory provisions.  

55. The present form of section 157(2)(a) and (2A) is a result of consequential 

amendments following the repeal of the 4-yearly review process previously 

provided for in Division 4 of Part 2-3. The Explanatory Memorandum to the Fair 

23 Background Document No. 1, 9 June 2022, at [77]-[78] by reference to Re Alcan Australia 

Ltd; Ex parte Federation of Industrial, Manufacturing and Engineering Employees (1994) 181 

CLR 9, Electrolux Home Products P/L v Australian Workers’ Union (2004) 221 CLR 309, 

Brisbane City Council v Amos (2019) 266 CLR 593 and Director of Public Prosecutions Reference 

No 1 of 2019 [2021] HCA 26.  
24 Electrolux Home Products P/L v Australian Workers’ Union (2004) 221 CLR 309 at [81].  
25 Flaherty v Girgis (1987) 62 CLR 574 at 594; Director of Public Prosecutions Reference No 1 of 

2019 [2021] HCA 26 at [15].  
26 R v Reynhoudt (1962) 107 CLR 381 at 388; Director of Public Prosecutions Reference No 1 of 

2019 [2021] HCA 26 at [51].  
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Work Amendment (Repeal of 4 Yearly Reviews and Other Measures) Act 2018 (Cth) 

explained that in relation to section 157(2A):27  

Item 13 inserts a new subsection 157(2A) providing a definition of work value 

reasons. This definition is identical to that which was contained in current 

subsection 156(4), which by operation of the definition in section 12 applies to other 

provisions in the Act. As subsection 156(4) is to be repealed by item 8, this 

consequential change is required. 

56. Where the language of a provision is re-enacted merely by way of a consequential 

amendment following the reorganisation of the statute, it is unlikely that 

Parliament was concerned with the substance of the provisions or the meaning 

which had been attributed to section 156(3) and (4). In those circumstances, there 

is little room for the application of the re-enactment presumption. 

57. In any event, the HSU does not contend for a radical departure from the 

propositions advanced in the Pharmacy Decision, but rather submits that those 

propositions should be refined and need to be correctly understood. 

Furthermore, the issue is unlikely to arise in the circumstances of this case. In 

particular, given that the minimum rates of pay in the Aged Care Award and the 

SCHADS Award have not previously been properly set, the application of 

principles associated with the requirement for a change from a fixed datum point 

or for there to be a significant addition to work requirements do not arise.  

 

Background Document No. 1, Question 7: The re-enactment presumption has 

limited relevance to the interpretation of section 157(2) and (2A) in 

circumstances in which the language in those provisions was re-enacted by 

way of a consequential amendment.  

27 Explanatory Memorandum to the Fair Work Amendment (Repeal of 4 Yearly Reviews and 

Other Measures) Bill 2018 (Cth) at [21].  
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Background Document No. 1, Question 8: The HSU agrees that, in the case of 

the present applications, the Commission’s statutory task under section 157(2) 

and (2A) is to fix the amount that employees should be paid for doing a 

particular kind of work based on the value of the work as it is currently being 

done and that to undertake that task it is not necessary to measure changes in 

work value from a fixed datum point or to identify any ‘significant net 

addition’ to work requirements.  

 

Modern awards objective 

58. The modern awards objective is set out at section 134(1): 

(1) The FWC must ensure that modern awards, together with the National 

Employment Standards, provide a fair and relevant minimum safety net of terms 

and conditions, taking into account: 

(a) relative living standards and the needs of the low paid; and 

(b) the need to encourage collective bargaining; and 

(c) the need to promote social inclusion through increased workforce participation; 

and 

(d) the need to promote flexible modern work practices and the efficient and 

productive performance of work; and 

(da) the need to provide additional remuneration for: 

(i)  employees working overtime; or 

(ii)  employees working unsocial, irregular or unpredictable hours; or 

(iii)  employees working on weekends or public holidays; or 

(iv)  employees working shifts; and 

(e) the principle of equal remuneration for work of equal or comparable value; and 
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(f) the likely impact of any exercise of modern award powers on business, 

including on productivity, employment costs and the regulatory burden; and 

(g) the need to ensure a simple, easy to understand, stable and sustainable modern 

award system for Australia that avoids unnecessary overlap of modern awards; 

and 

(h) the likely impact of any exercise of modern award powers on employment 

growth, inflation and the sustainability, performance and competitiveness of the 

national economy. 

59. The question which arises in these applications is whether the minimum wages 

prescribed by the Aged Care Award and the SCHADS Award provide a ‘fair and 

relevant minimum safety net”. That is a composite expression which requires that 

modern awards, together with the National Employment Standards, provide a 

fair and reasonable minimum safety net of terms and conditions.28 The terms “fair 

and relevant” are adjectives descriptive of the qualities of the minimum safety 

net of terms and conditions to which the Commission’s duty relates.29 

60. In ensuring that modern awards provide a fair and relevant safety net, the 

Commission is to take into account the matters listed in s 134(1)(a) to (h). The 

obligation to take into account the s 134 considerations means that each of these 

matters, insofar as they are relevant, must be treated as a matter of significance 

in the decision-making process.30 However, the s 134 considerations do not 

28 Shop, Distributive and Allied Employees Association v The Australian Industry Group [2017] 

FCAFC 161; (2017) 253 FCR 368 at [41]-[44]; 4 yearly review of modern awards – Award stage 

– General Retail Industry Award 2020 [2020] FWCFB 6301; (2020) 301 IR 296 at [15].  
29 Shop, Distributive and Allied Employees Association v The Australian Industry Group [2017] 

FCAFC 161; (2017) 253 FCR 368 at [49]-[50].  
30 National Retail Association v Fair Work Commission [2014] FCAFC 118; (2014) 225 FCR 154 

at [56]; 4 yearly review of modern awards – Award stage – General Retail Industry Award 2020 

[2020] FWCFB 6301; (2020) 301 IR 296 at [16].  
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necessarily exhaust the matters which the Commission might properly consider 

relevant to that standard.31  

61. It is not necessary for the Commission to make a finding that the relevant modern 

award fails to satisfy one or more of the s 134 considerations as a prerequisite to 

the variation of the modern award.32 The s 134 considerations are not standards 

against which a modern award is to be evaluated but matters to be taken into 

account as part of the evaluative assessment of the qualities of the safety net.33 

Whilst there is a distinction between what is ‘necessary’ and what is ‘desirable’, 

reasonable minds may differ as to whether particular action is necessary or 

merely desirable.34 What is ‘necessary‘ to achieve the modern awards objective 

requires a value judgment by the Commission taking into account the s 134 

considerations.35  

62. In the context of minimum wages, the words ‘fair’ and ‘relevant’ should be 

interpreted as referring to rates which ensure workers are properly remunerated 

for the value of their work, taking into account all surrounding factors, and are 

not so low compared to general market standards as to have no relevance to the 

industry, for example, in the context of bargaining. By this the HSU intends to 

convey that an assessment of what is ‘fair’ and ‘relevant’ by way of minimum 

modern award wages can properly include consideration of what level of wages 

is appropriate in light of the extent of reliance on the modern award in an 

31 Shop, Distributive and Allied Employees Association v The Australian Industry Group [2017] 

FCAFC 161; (2017) 253 FCR 368 at [48].  
32 National Retail Association v Fair Work Commission [2014] FCAFC 118; (2014) 225 FCR 154 

at [105]-[106]; 4 yearly review of modern awards – Award stage – General Retail Industry Award 

2020 [2020] FWCFB 6301; (2020) 301 IR 296 at [17].  
33 National Retail Association v Fair Work Commission [2014] FCAFC 118; (2014) 225 FCR 154 

at [109]-[110]; 4 yearly review of modern awards – Award stage – General Retail Industry Award 

2020 [2020] FWCFB 6301; (2020) 301 IR 296 at [17]. 
34 Shop, Distributive and Allied Employees Association v National Retail Association & Anor (No 

2) [2012] FCA 480; (2012) 205 FCR 227 at [46].  
35 4 yearly review of modern awards – Award stage – General Retail Industry Award 2020 [2020] 

FWCFB 6301; (2020) 301 IR 296 at [22].  
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industry and the availability of higher wages through bargaining or the operation 

of the labour market. That is, it is relevant for the Commission to consider that 

employees in the aged care industry commonly rely upon modern awards and, 

at least, that wages outcomes obtained substantially above the modern awards 

through bargaining or the operation of the market are rare.  

 

Background Document No. 1, Question 9: The HSU explains that its submission 

intended to convey that an assessment of what is ‘fair’ and ‘relevant’ by way 

of minimum modern award wages can properly include consideration of 

what level of wages is appropriate in light of the extent of reliance on the 

modern award in an industry and the availability of higher wages through 

bargaining or the operation of the labour market. 

Background Document No. 1, Question 10: The HSU does not contest the 

propositions set out at [89] to [107] of Background Document No. 1.  

Background Document No. 1, Question 11: The HSU accepts that the consideration 

in section 134(1)(da) is not relevant in the context of the current applications.  

 

Minimum Wages Objective  

63. Section 284(2) provides that the minimum wages objective applies the 

Commission’s functions or powers under Part 2-3, so far as they relate to setting, 

varying or revoking modern award minimum wages. The minimum wages 

objective itself is set out in section 284(1) as follows:  

284 The minimum wages objective  

What is the minimum wages objective?  

(1) The FWC must establish and maintain a safety net of fair minimum wages, 

taking into account:  

4407



(a) the performance and competitiveness of the national economy, including 

productivity, business competitiveness and viability, inflation and 

employment growth; and  

(b) promoting social inclusion through increased workforce participation; 

and  

(c) relative living standards and the needs of the low paid; and  

(d) the principle of equal remuneration for work of equal or comparable 

value; and  

(e) providing a comprehensive range of fair minimum wages to junior 

employees, employees to whom training arrangements apply and employees 

with a disability. This is the minimum wages objective. 

64. As is apparent, there is significant overlap between the minimum wages objective 

and the modern awards objective and both involve an ‘evaluative exercise’ which 

is informed by the considerations in sections 134(1) and 284(1).  

 

Background Document No. 1, Question 12: The HSU does not have particular 

observations to add in relation to the minimum wages objective.  

Background Document No. 1, Question 13: The consideration in section 284(1)(e) of 

providing a comprehensive range of fair minimum wages to junior 

employees, employees to whom training arrangements apply and employees 

with a disability does not appear to be relevant to the present applications.  

 

C 10 and External Award Relativities 

65. The parties represented by ABI place considerable reliance on historical wage 

fixing principles, with a particular focus on each classification’s relativity to the 
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C10 scale contained in the Manufacturing and Associated Industries and 

Occupations Award 2010 (Cth) (Manufacturing Award).36 

66. As discussed above, historical wage fixing principles have some, but limited, 

relevance under the current Act. Section 157 of the Act imports a different test. 

Notably, it is no longer correct to say that an increase in minimum wages will 

only be appropriate where an applicant can demonstrate a ‘significant net 

addition to work requirements’ and expressly departs from the requirement to 

establish change from any datum point at all. Instead, the principal question 

remains whether or not the Awards provide a fair and relevant safety net. 

Although a work value justification is a jurisdictional prerequisite for the 

variation of award wages, considerations including historical undervaluation 

and structural limitations on access to bargaining (either at all or in circumstances 

which lead to no more than notional above-award outcomes) remain relevant. 

67. The statutory precondition under section 157(2) is simply that the Commission 

must be satisfied that a variation to modern award wages is justified by work 

value reasons and that the variation outside of an annual wage review is 

necessary to achieve the modern awards objective. Whilst it is open to the 

Commission to have regard, in the exercise of its discretion, to considerations 

which have been taken into account in previous work value cases under differing 

statutory regimes, the FW Act leaves it to the Commission to exercise a broad and 

relatively unconstrained judgment as to what may constitute work value reasons 

justifying an adjustment to minimum rates of pay.37  

68. Particularly when combined with the overriding requirement in sections 134(1) 

and 157(2)(b) to ensure that modern awards provide a fair and relevant safety 

36 Joint Employers’ submission at [13.1]-[13.31].  
37 Re 4 Yearly Review of Modern Awards – Pharmacy Industry Award 2010 (2018) 284 IR 121 at 

[167]-[168].  
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net, the discretion conferred on the Commission permits, and indeed requires, 

consideration of matters including:  

a. a wide-ranging consideration of any contention that, for historical reasons 

and/or on the application of an indicia approach, undervaluation has 

occurred because of gender inequity;38  

b. consideration of the extent to which historical approaches to wage fixation 

have failed to appropriately recognise and remunerate occupations perceived 

to involve ‘caring’ or ‘nurturing’ skills such as aged care and home care;39 and 

c. consideration as to whether enterprise bargaining has the potential to provide 

an effective option for addressing low remuneration and poor rates of pay 

and working conditions in aged care.40  

69. The approach advocated by ABI suggests that the Commission should be 

primarily guided by the C10 framework and AQF alignment in properly setting 

minimum wages in modern awards, although it appears to be accepted that:  

a. first, the idea that a significant wage increase is not solely justifiable by re-

aligning classifications to the C10 scale as currently contained in the 

Manufacturing Award; and 

b. second, wage increases may nevertheless be justified instead by reference to 

work value considerations. 

70. Given the amount of time that the ABI submissions devote to exploring the 

question of intra-award relativities it is worth exploring the question of what, if 

any, significance the Commission should place on the relationship between the 

current claim, the current rates and the C10 classification scale. In the context of 

this particular industry, the Commission would exercise some caution before 

38 Equal Remuneration Decision 2015 (2015) 256 IR 362 at [292]. 
39 Charlesworth DHB4466 at [42]-[46]; Meagher, DHB4628 at p36-37.  
40 Charlesworth, DHB4465 at [33]-[41]; Friend, DHB9071-9074 at [8]-[19] and [22]. 
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allowing questions of intra-award relativities to assume as dominant a position 

in the wage fixing exercise. 

71. The C10 classification scale has its genesis in the structural efficiency exercise 

undertaken by the Commission in the late 1980s across the award system, the idea 

being to ‘establish skill related career paths…eliminat[e] impediments to multi-

skilling and…creating appropriate relativities between different categories of 

worker within the award and at enterprise level.’41 This manifested in part 

through the development of the C10 classification scale within the Metals and 

Engineering Industry Award 1984, involved the broad-banding of some tens of 

individual occupation-based classifications into one 14-step competency-based 

scale, referable in part to relevant AQF processes. Similar broadbanding, often 

made referable to the C10 structure, occurred in some other awards throughout 

the award system (with, notably, wage increases for certain years made 

dependent on this occurring). The AQF framework was utilised as a useful 

starting point in determining the skills required of a particular role. 

72. The C10 system is not a direct fetter on the Commission’s discretion in setting 

minimum wages. To apply it in this way would be inconsistent with the broad 

discretion now conferred by section 157(2) and (2A). It is merely one 

consideration; the relevance of which in any case will depend on the nature of the 

work to be compared and its translatability. In this respect, it is important to 

recognise that the relativities between the positions on the C10 scale are not 

purely referable to AQF qualifications. Instead, the scale cannot be properly 

understood without reference to the National Metal and Engineering 

Competency Standards Implementation Guide – particularly in respect of 

classifying workers above or below the relevant ‘Certificate III’ level.42 

41Structural efficiency principle, AIRC Print H4000, August 1998.  
42 As is acknowledged in the ABI Submissions at [22.6].  
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73. The National Metal and Engineering Competency Standards Implementation 

Guide was developed in 1995 between the Australian Industry Group and the 

Metal Trades Federation of Unions.43 Relevantly, it identifies the particular 

‘points’ that should be assigned to each Core and Specialisation competency unit, 

for the purpose of assessing an employee’s classification. There are 16 ‘core’ 

competency units under this system. Unsurprisingly in the context of the 

Manufacturing Award, there is a mechanical preoccupation; at most 6 of the 16 

are even possibly relevant to the work performed by any of the workers the 

subject of these proceedings, and even then, only reflecting the most basic level 

of their work.44  

74. Although nationally recognised competency units have been developed in 

respect of aged and home care work, the same ‘point’ allocation exercise has not 

been undertaken. The work is fundamentally different.  As a consequence, 

significant caution should be exercised before attempting to translate the 

qualifications directly into the C10 scale. This may explain the reference to 

potential ‘anomalies’ in the present classification structure claimed by the ABI 

parties. In truth, it is simply a different structure reflecting different work. 

75. Identifying and preserving award relativities is not a perfect science. The C10 

scale is a useful starting point, but no more than that: the relativities it prescribes 

do not even guide the rates within the Manufacturing Award. Its usefulness is 

further limited here, where the only real commonality between the C10 

classification and the equivalent classifications in the Aged Care and SCHADS 

awards is the level of qualification. Even in the ACT Childcare Decision, the Full 

Bench regarded a comparison of the qualifications required at particular 

43 National Metals and Engineering Competency Standards: Implementation guide, National 

Metal and Engineering Training Board 1995  
44 See National Metal and Engineering Competency Standards Implementation Guide 

1999, at 2.3 Table 3 - compare e.g ‘2.3C11 ‘cooperate in a work based team environment’ 

with 2.13C5 ‘perform mathematical computations’ or 2.5C11 ‘measure with graduated 

devices’ 
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classification levels with those in awards which have been adjusted in accordance 

with the MRA process as only ‘one method’ for establishing properly fixed 

minimum rates.’45  

76. It could not be said that simply because a classification in one award which 

requires a Certificate III qualification has the same minimum rate as the C10 

classification in the Manufacturing Award, the latter rate is properly and 

appropriately set. For one thing, the rates in the Manufacturing Award were not 

the subject of any work value consideration during the Award modernisation 

process or since, and themselves cannot be assumed to properly reflect the real 

value of that work (noting that the compression of rates above C10 is a clear 

indicator that they do not). 

77. For another, and more significantly in this matter, there is no reason to proceed 

on the basis that the minimum rate for a Certificate III-qualified worker in the 

aged care industry (performing work in either a residential aged care facility or 

in a home care setting) should not properly be set higher than a manufacturing 

tradesperson. To assume otherwise neglects the fundamental task before the 

Commission – assessing the actual value of the work performed and would be 

inconsistent with the statutory task imposed by section 157(2)(a) and (2A) which 

requires consideration of any matter related to the nature of work, the level of 

skill or responsibility involved in performing the work or the conditions under 

which it is done.  

78. Further, given the nature of the difference between the two industries, this 

approach runs the risk of overvaluing male-dominated mechanically measurable 

work and in turn devaluing work involving skills traditionally considered to be 

feminine such as caring and other work involving complex emotional labour, 

interpersonal skills and care work. The latter cannot be presumed to be worth the 

45 Australian Liquor, Hospitality and Miscellaneous Workers Union re Child Care Industry 

(Australian Capital Territory) Award 1998 and Children's Services (Victoria) Award 1998 - re 

Wage rates - PR954938 [2005] AIRC 28 at [172].  
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same, let alone less, than the former: ‘if anything the nature of the work 

performed…and the conditions under which that work is performed suggest[s] that they 

should be paid more, not less, than their Metal Industry counterparts’.46  

 

THE MAIN CONTENTIONS 

79. Background Document No. 1 provides a summary of the main contentions 

emerging from the earlier submissions filed by the unions and the Joint 

Employers and the propositions which appear to be uncontentious. The 

uncontentious propositions are as follows:47  

1. The workload of nurses and personal care employees in aged care has increased, 

as has the intensity and complexity of the work. 

2. The acuity of residents and clients in aged care has increased. People are living 

longer and entering aged care later as they are choosing to stay at home for longer 

and receive in-home care. Residents and clients enter aged care with increased 

frailty, comorbidities and acute care needs. 

3. There is an increase in the number and complexity of medications prescribed and 

administered. 

4. The proportion of residents and clients in aged care with dementia and dementia 

associated conditions has increased. 

5. Home care is increasing as a proportion of aged care services. 

6. Since 2003, there has been a decrease in the number of Registered Nurses (RN) 

and Enrolled Nurses (EN) as a proportion of the total aged care workforce. 

Conversely, there has been an increase in the proportion of Personal Care Workers 

(PCW) and Assistants in Nursing (AIN). 

46 Australian Liquor, Hospitality and Miscellaneous Workers Union re Child Care Industry 

(Australian Capital Territory) Award 1998 and Children's Services (Victoria) Award 1998 - re 

Wage rates - PR954938 [2005] AIRC 28 at [183]. 
47 Background Document No. 1, 9 June 2022, at [116].  
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7. Registered Nurses have increased duties and expectations, including more 

administrative responsibility and managerial duties. 

8. PCWs and AINs operate with less direct supervision. PCWs and AINs perform 

increasingly complex work with greater expectations. 

9. There has been an increase in regulatory and administrative oversight of the 

Aged Care Industry. 

10. More residents and clients in aged care require palliative care. 

11. Employers in the aged care industry increasingly require that PCWs and AINs 

hold Certificate III or IV qualifications. 

12. The philosophy or model of aged care has shifted to one that is person-centred 

and based on choice and control, requiring a focus on the individual needs and 

preferences of each resident or client. This shift has generated a need for additional 

resources and greater flexibility in staff rostering and requires employees to be 

responsive and adaptive. 

13. Aged care employees have greater engagement with family and next of kin of 

clients and residents. 

14. There is an increased emphasis on diet and nutrition for aged care residents. 

15. There is expanded use and implementation of technology in the delivery and 

administration of care. 

16. Aged care employees are required to meet the cultural, social and linguistic 

needs of diverse communities including Aboriginal and Torres Strait Islander 

people, culturally and linguistically diverse people and members of the LGBTQIA+ 

community.  

80. The HSU accepts that those propositions are uncontentious. There would appear 

to be additional propositions which are also uncontentious. For example, it 

appears to be uncontentious that clustered domestic and household models of 

care are growing in prevalence in the industry and require greater numbers of 
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staff with a broad range of skills and responsibilities. That proposition is drawn 

from the Consensus Statement at [5] and appears to be consistent with the Joint 

Employers’ submissions.48  

81. In relation to home care work, it appears to be uncontentious that home care 

workers work with minimal supervision, and the increase in acuity and 

dependency of recipients of aged care services means that these workers are 

exercising more independent decision-making, problem solving and judgment 

on a broader range of matters. That proposition is drawn from the Consensus 

Statement at [19]. The Joint Employers’ submissions do not appear to depart from 

that proposition.  

 

Background Document No. 1, Question 14: The HSU accepts that the propositions at 

[116] are uncontentious. The list of uncontentious propositions should be 

supplemented by adding the following:  

17. Clustered domestic and household models of care are growing in prevalence in the industry 

and require greater numbers of staff with a broad range of skills and responsibilities. 

18. Home care workers work with minimal supervision, and the increase in acuity and 

dependency of recipients of aged care services means that these workers are exercising more 

independent decision-making, problem solving and judgment on a broader range of matters. 

 

Background Document No. 1, Question 16: The HSU accepts that the matters set out 

at [117] to [128] appear to reflect the issues in contention but we are not certain of the 

position of ABI and their clients in these proceedings and may need to address this 

question further once we consider their submissions.  

 

 

48 Joint Employers’ Submissions dated 4 March 2022 at [19.9]-[19.11].  
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Background Document No. 2, Question 1:  

The HSU does not wish to make any corrections or additions to Background 

Document 2 and considers the material to be uncontentious.  

 

WORK VALUE CONSIDERATIONS 

General observations re Residential Aged Care – whole of workforce considerations 

82. The submissions below discuss in turn the critical features of residential aged care 

work and home care work which, in addition to the fundamental skills which the 

work requires, justify at least the increase sought on work value grounds.  

83. In the context of residential aged care, the workers can be divided into direct and 

indirect care work (sometimes described as care workers and ancilliary care 

workers), with the former making up the overwhelming majority of the 

workforce affected by these applications. This is reflected in the lay evidence in 

particular, the bulk of which comes from direct care workers. However, this does 

not mean that indirect care workers can or should be treated as an afterthought, 

or that the conclusions below do not apply equally to them. The key features of 

aged care which, among other things, justify a significant wage increase, affect 

these workers just as much as direct care workers, including notably: 

a. the inherent challenges of the working environment, and the physical and 

psychological risks it presents; 

b. the changing resident demographics and the increasingly complex care needs; 

c. the increased skill and labour requirements imposed by regulatory change 

(and notably increased regulation); 

d. the need for a high level of emotional intelligence and skill, in particular given 

the increased focus on relationship-based care; and 

e. the significant social value of the work, and its historical undervaluation. 
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84. In other words, indirect care staff are required to exercise a significantly broader 

range of skills than their counterparts in other industries, and work in a much 

more challenging environment.49 Their work is similarly undervalued in that 

context. 

85. Fundamentally, providing person-centered care is a whole-of-staff responsibility. 

As Dr Meagher sets out in her report: 

The work of personal care workers and ancillary care workers has become more 

demanding as the profile of residents in aged care and regulatory and community 

expectations about care quality have changed. But the responsibility to deliver 

person-centred care goes beyond the specific roles within these two groups.  

 

Enabling and re-enabling older people to maintain and regain their capabilities 

and to delay decline are also important principles in aged care. As older people 

move around a facility and engage in various activities and interactions, they are 

likely to come into contact with many staff members beyond those who are 

responsible very directly for their daily care. These staff members need to know 

each older person as a person, and to have the knowledge and skills to respond to 

them as people with individual and changing needs and capabilities. Related, 

higher rates of mental health disorders and behavioural needs and high rates of 

dementia are evidence of the increased psychosocial needs of older people in 

residential care. Greater psychosocial needs increase the likely frequency that all 

staff in a facility are called upon to exercise judgment, responsibility and 

assessment skills, as well as strong interpersonal skills, as they interact and 

respond appropriately to older people's concerns and behaviours.  

 

The changing occupational structure of the residential care workforce is relevant 

here: there has been more growth in the ancillary care staff than in the direct care 

staff, which could indicate that ancillary staff are called upon to interact more 

49 See, e.g. Meagher DHB4622 at 6.2  
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with older people and their families. More generally, the more complex working 

environment entailed by the changing resident profile requires judgment, 

prioritisation and collaboration skills across the full range of tasks and roles in 

residential care.50 

86. The HSU does not understand this to be controversial. The Stakeholder 

Statement, signed by the peak employer groups including all those said to be 

represented by ABI records: 

‘The changes in the characteristics of aged care consumers (increased acuity, frailty, 

and incidence of dementia) mean the conditions under which work is done are more 

challenging for employees providing indirect care support services (such as food 

services, cleaning or general/administrative work). These workers are an important 

part of the aged care team. Their work necessitates higher levels of skill when 

compared to similar workers in other sectors, or to aged care in the past.’ 

87. To the extent that this seems to be contradicted in ABI’s submissions, the HSU 

takes it from Mr Ward’s response in opening that this was an error based on being 

unable to get instructions and ‘an insufficient grasp…to respond today’.51 If that is 

incorrect, the HSU will address the matter further in reply. 

 

Care Work is Skilled and Complex 

88. It is appropriate to commence by observing that the provision of personal care 

and support to aged persons, whether in a residential facility or home care 

setting, involves complex work involving emotional, intellectual and physical 

labour, frequently simultaneously, and a high degree of discretion, judgement 

and advanced interpersonal, communication and emphatic skills. The range and 

complexity of the skills and the responsibilities involved in that work are often 

underappreciated or overlooked entirely.  

50 Meagher, DHB4633 at 6.3. 
51 PN373 
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89. The range and nature of the skills involved is amply demonstrated by the lay 

witness evidence and is supported by expert evidence. Professor Charlesworth, 

for example, explained that the capacity to know how to provide care in diverse 

situations with individual people, whose needs might change on a daily basis, 

requires the type of specific and demonstrable knowledge and skills as outlined 

above as well as a high degree of autonomy, responsibility and judgment.52 

Distinct areas of skills are required to carry out care work with the aged and frail. 

The types of skills required for in the performance of care work in residential 

facilities or home care include:53  

a. health or medical-related skills and knowledge of complex conditions; 

b. knowledge, understanding and ability to provide person-centred care and 

enablement;  

c. literacy, numeracy, language and communication competencies to be able to 

administer medicine, do the necessary documentation and communicate with 

service-users, carers, and medical professionals; 

d. technological and digital capabilities; 

e. 'employability' skills including the capacity to problem-solve, work in a team, 

management of stress and one's own health and wellbeing; and 

f. 'body work' skills, which require specialist knowledge and skill to enable care 

workers to care for the bodies of service-users, to protect skin integrity, 

uphold the dignity of the service-user, and adhere to hygiene and infection 

control policies. 

90. The range of tasks involved in the work are demonstrative of the range of skills 

required. Care workers are required to assist a resident in showering and bathing, 

in toileting, in dressing and grooming, in cleaning of teeth and mouth care, and 

in providing medication. There is manual handling involved with use of different 

52 Charlesworth Report, DHB4469 at [55].  
53 Charlesworth Report, DHB4468 at [52]; Charlesworth Supplementary, DHB4547 at [71].  
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specialised equipment such as a standing lifter, a sling and hoist lifter, a forearm 

support frame or a stability belt.  

91. There is often assistance required with meals, and food and fluids may need to 

be prepared in a form the resident is able to swallow requiring a high degree of 

skill and patience, knowledge about risks associated with swallowing, and good 

communication skills. There may need to be use of specialised cutlery, or 

administration of fluids through a naso-gastric tube or through a PEG tube. 

92. Personal care staff are required to assist allied health staff such as 

physiotherapists with mobilisation where assistance is required, understand the 

use of different types of mobility aids such as walking frames, and canes, and be 

familiar with the use of transporter commodes and wheelchairs and to have a 

good knowledge and understanding of the physical conditions that the resident 

may experience such as pain or constipation, and the emotional and mental 

conditions that a resident may have 54 

93. The ability to complete physical tasks involved in providing care is only the start 

of the skills involved. Professor Eagar describes the skills involved as follows:55  

But the ability to complete physical tasks is not enough. Aged care workers need 

organisational skills. These range from the ability to plan menus and order stock 

through to planning their work day and planning social and other activities for 

residents.  

Aged care workers need to have good judgement. As the eyes and ears of the home, 

they are expected to notice that a resident has become unwell. They are then 

expected to take the appropriate action which might include escalation to a more 

senior staff member, calling a GP, calling an ambulance or calling the family.  

Aged care workers are expected to have good communication skills. They need to be 

able to communicate with each other, with residents, with families and with 

visitors.  

54 See description in Kurrle Report, DHB5227-5228 p4-5.  
55 Eagar Report, DHB4766 p10.  
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Good communications skills have become even more important in recent years 

because of the significant number of people with dementia who are now in 

residential care. The exact number of people with dementia is not known, but 

estimates -range from between 50% to 80%. Many of these people are at a high risk 

of developing challenging behaviours, making communication skills of staff even 

more important.  

 

A related issue is the requirement to be sensitive and empathic. This is particularly 

the case in end of life care. There are approximately 180,000 aged care beds in 

Australia. In any one year 60,000 residents will die and another 60,000 will take 

this place. This is a one in three turnover. Those 60,000 deaths will be people who 

have grieving families and friends. The aged care worker will often be the first point 

of contact for the family. Aged care workers are frequently required to contact 

family members to inform them of the death of a resident. Aged care workers are 

also required to pack up a resident's belongings after they die and return belongings 

to the person's family. 

94. The analysis undertaken by Professor Junor underlines the under-recognition of 

job size and the very intensive, extensive and clustered use of under-recognised 

skills at high levels of complexity. That analysis pointed to the significant levels 

of responsibility and effort in the use of these skills under difficult and 

demanding conditions requiring workers to manage their own reactions and 

feelings, to be aware of co-workers’ physical safety and emotional wellbeing, deal 

with interruptions, deal with death and dying; manage stress from dealing with 

family complaints, maintain constant vigilance to avert or de-escalate emerging 

incidents; and respond effectively to emergencies. Professor Junor refers to the 

significantly increased levels of knowledge, technical, social and organisational 

skills that are required as a result of the increase in numbers of residents with 

serious co-morbidities or in the late stages of their life journey and moving 
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towards palliative care and their growing responsibility as “the eyes of the 

doctor” in the facility.56  

 

Resident/Consumer Demographics and Changes in Care Needs 

Residential Aged Care 

95. It is uncontroversial that the demographics of residents accessing aged care 

services has changed significantly. Per the StakeholderStatement: 

‘Australians are living longer. The proportion of Australians over the age of 65 is 

set to increase from 15 per cent to 23 per cent by 2066. With advanced age often 

comes increased frailty which is associated with increased morbidity, declining 

function and a concurrent need for supports. As a result, aged care consumers are 

entering aged care with more frailty, co-morbidities and acute care needs. Thus, the 

acuity of recipients has increased and this trend has expected to continue… 

The proportion of people with dementia and dementia-associated conditions 

receiving aged care services has increased… 

…In each of the settings, consumers are increasingly requiring and receiving care 

to meet more complex needs including acute and sub-acute care… 

…Older people of CALD backgrounds are an increasingly significant proportion 

of the population, making up approximately a third of people aged 65 and over. 

Cultural diversity among older people seeking care is changing and increasing. As 

of June 2019, at least 1 in 4 home care consumers were CALD older people and 1 

in 5 among residential care and home support consumers….’ 

96. This change is set out in more detail in the expert report of Dr Gabrielle Meagher, 

a Professor Emerita in the School of Social Sciences at Macquarie University, at 

p.10-13 (CB3122-3124). In summary, residents are older, frailer and have more 

56 Junor Report, DHB4963 at [40]-[43].  
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complex mental and physical health problems. They have significantly greater 

risk exposure and their care needs are increasingly complex. 

97. By way of illustration: 

a. between 1998 and 2019, the number of residents aged 90 or over has increased 

from 27% to 34%; 

b. in the same period, the number of people with complex health needs 

quadrupled from 13% to 52%, those with cognitive and behavioural needs 

almost doubled and the number of persons with high care needs across all 

areas of activity increased from 4% to 31%; 

c. the proportion of residents with mental health disorders has increased 

significantly, from 54% in 2008 to 68% in 2016; 

d. in 2015, over three-quarters of residents had at least five long-term health 

conditions, and nearly a quarter had at least 9, with about 50% having a 

diagnosis of dementia and 40% sarcopenia (the progressive loss of skeletal 

muscle and muscle function), both conditions which present significant care 

challenges. 

98. Dr Kathleen Eagar provides further detail as to the increasing frailty, and 

relatedly the increasing care needs, of residents in her first report.57 An analysis 

of Aged Care Funding Instrument allocations, which are set based on support 

required for Activities of Daily Living, Behaviour and Complex Health Care, 

reveals that an increasing number of residents are classified as requiring the 

highest level of support in each domain each year. This reflects an increasing level 

of both dependency and complexity, increasing the care task.58 Figure 1 to the 

Report is illustrative: 

57 DHB3274-3364, 
58 First Report of Eagar, DHB4759. 
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99. Dr Eagar further reiterates the evidence of Dr Meagher, setting out in some detail 

the increased frailty of residents with reference to, inter alia, the De Morton 

Mobility Index (DEMMI) and the Rockwood Clinical Frailty Scale (RCFS). Dr 

Eagar’s analysis showed that based on the DEMMI only 15% of current aged care 

residents are independently mobile, and 35% are not mobile at all, presenting a 

significant risk of pressure injuries.59 As to the frailty scale, the increased level of 

acuity – and, notably, the increasingly small number of residents who can in any 

way be described as well – is set out most clearly at table 4:60 

59 First Report of Eagar, DHB4763 
60 First Report of Eagar, DHB763 
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100. At table 5 through 9, Dr Eagar sets out the proportion of residents who require 

help from a carer with basic tasks ranging from bladder and bowel management, 

mobility including transfers from, e.g. bed to shower, communication and social 

and cognition issues. The percentages range from at the lowest 64% to 88%, with 

figures generally hovering around 75%. 

101. Dr Susan Kurrle further reiterated the point, noting at (h) and (i) the significant 

increases in care requirements of older people in residential care, driven by the 

increase in both average age and the higher degree of complexity of the health 

and care needs required by aged care residents. Between 2009 and 2019: 

a. the proportion of residents requiring high levels of complex health care rose 

from approximately 10% to closer to 50%; 
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b. the proportion of those residents who required low care dropped from 

approximately 40% to 20%; and 

c. the proportion of residents with no complex health care needs vanished 

entirely. 

102. The increasing complexity of the needs of residents results in a direct increase in 

the complexity of the work required of direct and indirect care staff. As the 

Stakeholder Statement put it at [21]-[22]: 

‘Care work requires workers to engage with a range of people, many of whom are 

vulnerable people. The work consistently requires significant degrees of discretion 

and judgement to be exercised, and strong interpersonal and communication 

skills… 

‘…the changes in the characteristics of aged care consumers (increased acuity, 

frailty and incidence of dementia) means the conditions under which work is done 

are more challenging for employees providing indirect care support services (such 

as food services, cleaning or general/administrative work). These workers are an 

important part of the aged care team. Their work necessitates higher levels of skill 

when compared to similar workers in other sectors, or to aged care in the past.’ 

103. Unsurprisingly, this was consistent with the experience of workers as set out in 

the lay evidence: as summarized in the Report to the Full Bench – Lay Witness 

Evidence (Lay Witness Report) at [258]-[275].  

104. By way of example, PCW Kerry Boxsell described her observation of the changes, 

and the effect on her work:61 

I have noticed that the residents coming to Evergreen are at the end stage of their 

life. This was increased when the Home Care packages were introduced. The Home 

Care packages allowed elderly people to get care at home instead of having to come 

to an aged care home. Therefore, we see a lot of the residents who come from hospital 

61 Boxsell, DHB12349 at [58]-[69]. 
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so that we can look after them and try and get them back on the feet or residents 

who are bedridden.  

Residents now come with more complex care needs. Recently we have had residents 

who have feeding tubes. When we first started receiving residents with this type of 

care we had no idea on how to work the machines. We had to learn what to do and 

how to look after the resident before and after feeding.  

Higher care residents require more observation and attention. This means there are 

less residents who need 'Supervision Only' and more who need 2 carers. More staff 

need to attend a single resident to assist with anything from behaviour, nutrition, 

toileting and other complex care. This did not occur earlier on in my career.  

As the residents are frailer, they can sometimes have difficulty communicating with 

care staff. We try our best to talk slowly so they understand. We also have cue cards 

where the resident can point to what they want. If a resident is unable to tell us 

how much pain they are in, we have a pain scale that the resident can point to. 

105. Darren Kent, a chef, observed: 

Residents have much higher needs than when I started working in Aged Care. This 

means that kitchen staff including GSOs have to ensure the correct meal goes out 

to the correct resident. A single mistake could mean that a resident receives a meal 

that isn’t the correct IDDSI texture and choke, or worse. The Cook and myself are 

physically unable to check the approximately 1000 plates of food that go out each 

day, so we rely heavily on our kitchen staff including GSOs to help us.62 

106. Kirsty Youd, a direct care worker, said: 

Our level of responsibility has increased over time because the needs of the residents 

have gotten so much greater. There are a lot more poor behaviours from residents 

now than there used to be. I think this is because they are coming into Aged Care 

later and when they are frailer or more demented. This makes them much harder to 

deal with both physically and mentally. Residents are now a lot more demanding 

62 Kent, DHB11952 at [48] 
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and are so set in their ways about how they want things done. Some will scream 

and yell if they have to wait for care needs. 63 

107. These changing demographics have a corresponding impact on indirect care staff. 

Lindy Twyford, Regional Food Services and Dining Manager, commented on her 

observations of the change, and how it has affected catering staff: 

At the time when I started as a CA with RFBI, the working environment, our roles 

and the needs of residents were totally different. The residents were not high care, 

they were able bodied and often would go out and about in the community. We had 

very  few residents who were not physically able and even less who had dementia. 

The rooms were hostel accommodation. We just cooked good basic food, taking into 

account the likes and dislikes of residents. Residents would come to the bain marie 

and choose their own food- which we served to them. We had little knowledge of 

textured food or allergies. There was not as much emphasis on providing more than 

two choices on the menu, but providing only one choice and having an alternative 

if the resident didn't like or couldn't eat what was offered.64 

108. Jade Gilchrist, a Recreational Activities Supervisor, described the increased 

challenges that an older, frailer and sicker population presents: 

Throughout my time working in aged care, I have seen a distinct change in the 

acuity of the needs of residents. Residents these days have much higher needs. There 

has been an increase in the number of residents who have dementia. This is a key 

consideration in designing the activity schedule. For example, this means that we 

don’t do activities like bus trips anymore because residents simply can’t engage in 

those activities physically.  

When I am planning the roster of activities, one of my key considerations I take 

very seriously is making sure the activity preserves the dignity of the residents. 

This is something that I have learnt about throughout my years of working in the 

63 Youd, DHB11982, at [41],[45]-[47]. 
64 Twyford Reply, DHB9167 at [17] 
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sector, and also throughout my time studying. I decide what activities should be on 

the schedule, by carefully assessing whether that activity is going to preserve the 

dignity of our residents. This involves me assessing the cognitive and physical 

abilities of residents in respect of each activity.  

For example, often staff members will suggest that we do craft with the residents. 

However, the reality is, the residents that are currently in aged care are so old that 

they can’t cut, they don’t have the fine motor skills that are required. Most residents 

even struggle holding a paint brush or a glue stick. As a diversional therapist my 

job is to try and empower people through doing the activities. If I were to organisea 

craft session, it is likely that the products of that craft session would be of very poor 

quality. This is not an outcome that is empowering or conducive to preserving the 

dignity and self-worth of residents. It is always important to remember that we are 

dealing with adults; someone’s mother or father. It’s not appropriate to do finger 

painting or making noodle necklaces. It is important that the outcome of an activity 

is something that a resident can be proud of. 

People who are unfamiliar with the reality of aged care work often underestimate 

how difficult, and delicately managed, organising and running these activities is. 

It takes careful planning and consideration, and a high degree of skill to execute 

well. When done well, everything is seamless and the work looks easy – just playing 

bingo with some grandparents – but that ignores the hard and skilled work that 

goes on beneath the surface.65 

109. This was reiterated in the evidence given by Sanu Ghimire, who works as both a 

PCW and a Recreational Activities Officer: 

I have also noticed a change in the types of residents in aged care. Residents used 

to be physically very able and able to do much more themselves. Now they have 

become much more demanding and also require more physical assistance. As the 

residents are older and frailer, they need a lot more help with daily tasks and moving 

65 Gilchrist, DHB12021 at [21]-[24] 
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around. They are less mobile and there is a lot more obesity. They are also a lot more 

emotionally vulnerable. I have found myself providing more and more emotional 

support. I can’t help myself – the residents just need our help.66 

110. Donna Kelly, an Extended Care Assistant, observed: 

The residents are so much more high needs now than when I started. They are 

staying in their homes longer because in home care is available and because they 

are receiving a lot of support at home so by the time they come to us they are really 

high care.  

 We need to be more aware of those heightened physical and mental conditions. 

There are people with strokes and different kinds of severe dementia. The NUMs 

will print out an education sheet for carers to refer to if there is a resident with a 

different type or specific dementia. We will also receive training. There are often 

information pamphlets provided in relation to dementia for our perusal. There is 

much more physical and mental abuse and more care required for dementia 

residents. Our workplace also offers extra training in relation to workplace issues 

via a training module accessed through the intranet.67  

111. The effects that this has on the work environment generally, in addition to the 

skill required by the work, is set out below. 

Home Care 

112. The Aged Care Stakeholder Consensus Statement recognizes, as the first item that 

the Commission should take into account, that: 

Australians are living longer. The proportion of Australians over the age of 65 is 

set to increase from 15 per cent to 23 per cent by 20662. With advanced age often 

comes increased frailty which is associated with increased morbidity, declining 

function and a concurrent need for supports. As a result, aged care consumers are 

entering aged care with more frailty, co-morbidities and acute care needs. Thus, the 

66 Ghimire, DHB11597 
67 Kelly, DHB11871, at [31]-[33] 
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acuity of recipients of aged care services has increased and this trend is expected to 

continue.   

113. It is important to note that the Stakeholder Consensus Statement uses the term 

“aged care” to refer to the sector which includes both aged care provided in a 

residential setting (aged care homes), and the provision of aged care to clients in 

their homes (home care). Where the Stakeholder Consensus Statement refers to 

entry into aged care, it is not referring to the entry by a client into a residential 

aged care facility, rather, it is referring to the commencement by a client to receive 

aged care in either a residential setting, or by receiving care in the home.   

114. Home care comprises a large, and, for obvious reasons, growing, part of the aged 

care industry.68    

115. Around a million older Australians receive care and support in their own homes, 

from a variety of providers, through a Commonwealth funded program.   

116. Some 830,000 older people receive the “entry level support”69 provided through 

the Commonwealth Home Support Program (CHSP), a block-funded program, 

whereby providers receive grants to deliver services including allied health care, 

domestic assistance, specialised equipment and assistive technology, home 

maintenance, home modifications, meals, nursing, personal care, social support, 

transport and respite for carers70.  The community care and home maintenance 

workers covered by Schedule E of the SCHADS Award deliver the vast majority 

(about 80%) of the services delivered to individuals under the scheme71. 

117. Some 176,000 older persons receive more the complex care available under one 

of the four levels of packages available under the Home Care Packages program 

68 Aged Care Stakeholder Consensus Statement [4] 
69 Meagher Supplementary, DHB4693; https://www.myagedcare.gov.au/help-at-

home/commonwealth-home-support-programme.  No challenge was made to any aspect 

of Dr Meagher’s Supplementary Report in cross-examination: DHB3475 – DHB3492 
70 Meagher Supplementary, DHB4698 
71 Meagher Supplementary, DHB4700 
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(HCP).72  The types of supports provided under that scheme are similar to those 

under the CHSP, principally, domestic assistance, personal care and social 

support73.  That work is also delivered by workers covered by Schedule E of the 

SCHCADS Award. 

118. Whilst the number of clients receiving assistance is heavily weighted towards the 

CHSP with its entry level support, there are more workers providing care under 

the HCP scheme, no doubt because the recipients of HCPs, with their higher 

levels of need, are each receiving many more hours of care than the CHSP 

recipients.  The 2020 Department of Health Census shows that there are some 

54,837 carers performing the more onerous and complex work to deliver services 

under the Home Care Packages Program, and some 45,861 delivering the 

packages under the CHSP74, although it is likely that there are workers who are 

counted in each cohort because they deliver services under each program.  

119. Most of the clients receiving home care under the schemes are over 80 years old, 

with some 41% of HCP recipients and 30% of CHSP recipients aged over 8575.   

120. The cohort of clients receiving home care under each scheme is increasingly frail, 

vulnerable and/or affected by significant ill-health.   

121. As the Aged Care Stakeholder Consensus Statement recognizes, the fundamental 

factor at play is that Australians are living longer.  With that advanced age comes 

increased frailty, increased morbidity, declining function, dementia and 

dementia-associated conditions, and a concurrent need for support. Aged care 

consumers are entering aged care (whether it be via the home care or residential 

72 Meagher Supplementary, DHB4693; https://www.myagedcare.gov.au/help-at-

home/home-care-packages.  N.B.  Dr Meagher puts the number at 167,000 but the 

Australian Institute of Health and Welfare, cited by Dr Meagher, currently records there 

are some 176,000 people using home care: see https://www.gen-

agedcaredata.gov.au/Topics/People-using-aged-care  
73 see tables of services provided at Meagher Supplementary, DHB4701 and 4702 
74 Charlesworth, DHB4540 [44(a)] 
75 Meagher Supplementary, DHB4694 
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care systems) with greater frailty, co-morbidities and acute care needs than 

previously, frequently following a major health event such as heart attack or 

stroke76.  

122. The acuity of recipients of all types of aged care services has increased77, and this 

trend is evident in the recipients of Home Care Packages.  Analysis in 2015 shows 

that there had been, since 2006, significant increases in the morbidity of those in 

receipt of Home Care Packages: 

a. in 2015, 61% of HCP clients had at least five health conditions, up from 53% 

in 2006, while one in 14 had ten or more health conditions, up from one in 17 

in 2006; 

b. in 2015, more than one fifth of HCP clients had dementia (22%). Overall, older 

people with dementia are significantly more likely to use a home care package 

than older people without dementia; 

i. 51% had a high frailty score in 2015, up from 15% in 2006; 

ii. 36% were assessed as having depression in 2015 up from 32% in  

2006; 

iii. 34% had pain in 2015, up from 24% in 2006; 

iv. the median number of medications prescribed for HCP clients 

within one year of entering home care was nine; identical to that of 

older people entering residential care. ‘Polypharmacy’ (usually 

defined as use of five or more medications) involves the risk of 

adverse medication interactions and corresponding need for 

surveillance of same; 

v. 20% had an urgent attendance after hours at a health care service 

during the first year of services in 2015, up from 15% in 2006; 

76 Meagher Supplementary, DHB4694 
77 Aged Care Stakeholders’ Consensus Statement, 17 December 2021, [1]-[2] 
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vi. one in twenty recipients died within three months of entering home 

care services and more than a third (35%) died within three years. 

The rate of death among home care package recipients was four 

times higher than the rate of death in the Australian population as a 

whole, adjusted for age and sex.78   

123. Median Home Care package receipt time is 16 months79, with 55% exiting the 

program to residential care, and 34% due to death80.  

124. The number of persons in receipt of Home Care Packages has nearly doubled 

since 201881.  There is nothing to indicate that number will decrease, and every 

reason it will likely increase, given population trends and government policies. 

125. Although recipients of CHSP support are slightly younger, on average, than those 

in receipt of Home Care packages82, they are still frail compared with the 

population at large83, and no doubt becoming progressively more frail.  

126. There is no bright line between the cohorts in receipt of the two types of care.  

Both the CHSP and HCP schemes offer similar services84, and nearly a quarter of 

those in receipt of a Home Care Package are also receiving support under the 

CHSP.  Those in receipt of support under the CHSP had significant needs for 

support, with 43% of the 830,000 CHSP clients using between 2 and 4 types of 

services, and another 7% accessing five or more service types85.  

127. In short, right across the aged care industry, including home care, consumers 

have higher care needs.  Consumers are increasingly requiring and receiving care 

to meet more complex needs including acute and sub-acute care, and the need for 

78 Meagher Supplementary, DHB4695 
79 Meagher Supplementary, DHB4695 
80 Meagher Supplementary, DHB4696 
81 Meagher Supplementary, DHB4696 
82 Meagher Supplementary, DHB4696 
83 Meagher Supplementary, DHB4696 
84 Meagher Supplementary, DHB4700 
85 Meagher Supplementary, DHB4697 
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the workers who provide that care to have and exercise socio-emotional skills, in 

addition to clinical and care skills, is more apparent86.  

128. Home care is an increasingly important part of aged care. The proportion of older 

people receiving home care and support services has increased as a proportion of 

the total client base in aged care.  That shift away from providing aged care in a 

residential setting towards providing it in the home, is planned to continue87. 

HCPs have been explicitly developed to become a viable alternative to residential 

aged care.  There is greater use of home care in remote and regional areas 

associated with a shortage of residential care availability.  There has been 

substantial and rapid growth, even between 2016 and 2021, in the number of 

higher care level packages.88  

129. The types of older people who in the past would have been cared for in a 

residential facility, are now being provided care in their homes.  Where clients of 

a comparable level of frailty and need were previously cared for in a residential 

setting, with all of the associated round-the-clock access to the care team and the 

facilities of the institution, all of that care is now provided, in the main, by a single 

worker operating alone, without access to any immediate supervision, without 

access to the immediate institutional supports available in a residential setting, 

and operating within strictly limited periods of time.  The transfer of the site of 

care from residential facilities to the home has also involved an invisible transfer 

of the burden of responsibility for care from the institution to the individual home 

care worker.  The degree of difficulty of the work of caring substantially increases 

as a consequence of it being performed in the home, rather than in an institutional 

setting. 

130. That reality of that increasing burden was (in part) recognized in the Aged Care 

Stakeholder Consensus Statement, at [17] and [19], viz: 

86 Aged Care Stakeholders’ Consensus Statement, 17 December 2021, [7] 
87 Meagher Supplementary, DHB4699   
88 Meagher Supplementary, DHB4699 
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Consumer-directed Home Care Packages have resulted in a less structured stream 

of duties for home care workers, who must now perform a broader range of duties. 

Home care workers must plan and adapt to different duties and levels of 

expectations from client to client. The proportion of home care packages at levels 3 

and 4 have increased. 

… 

Home care workers work with minimal supervision, and the increase in acuity and 

dependency of recipients of aged care services means that these workers are 

exercising more independent decision-making, problem solving and judgment on a 

broader range of matters.   

131. That reality was also a theme in the evidence of the witnesses who had long 

experience in the industry and were in a position to comment about the changes 

over time.  Susan Toner, a home care worker with 19 years experience, summed 

up the impact of providing care in the home as follows: 

I feel that our government has chosen to focus a lot on residential and I feel we get 

forgotten in home care. However, our job is even harder because we have to work 

alone and are often forced to think on our feet, “out of the box” for solutions to best 

assist our clients, and we don’t have the same kind of supports that is required. I 

feel quite isolated in my role and this does cause a lot of stress. I think it also impacts 

why workers do not stay in it for the long haul like I have. In residential they have 

a buddy or an RN or another worker on hand to ask for help. Help for us HCWs is 

not consistent and can be frustrating at times when team leaders, RNs, client 

liaisons are not available at the time of our calls or do not read or respond to our 

messages. This happens very frequently and is a constant stressor and extremely 

frustrating. 89 

132. The increased age and acuity of clients receiving home care has been observed by 

Sue Morton over a career which started in 1988.  She observed: 

89 Toner, DHB 13552 [36] 
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Over time, I have witnessed an increase to the age of clients in home care. Clients 

are now typically older. There is greater incentive to stay at home, rather than go 

into permanent residential care.   

 

The older age of clients in home care means an increased usage of hoists, shower 

chairs, commodes etc, which is far more common now compared to the past. 90  

133. The changes in the work burden consequent on transferring the site of care from 

the residential setting to the home was also succinctly described by Veronique 

Vincent.  She described an incident where a client had declined a shower, and the 

client’s son rang to complain to the case manager.  Ms Vincent described the 

situation as follows: 

We are expected to care for our home care clients these days as if they’re in a 

residential facility, not living independently in their own homes.91     

134. The shift to facilitating older people to remain in their homes for longer and to 

“age in place” has undeniable personal and social benefits for clients and their 

families, and is no doubt a cheaper means of providing care.  However, the added 

burden upon care workers who are required to provide the same care as would 

have been provided in an aged care home, but alone, with less resources and in a 

more limited time frame, should not be ignored.   

135. That increasing burden on home care workers is compounded by the 

bureaucratic bottlenecks associated with a system in which individual 

“packages” of care are allocated based on assessed need.  Notwithstanding the 

substantial increase in home care packages, there remain significant unmet needs 

for both entry level and complex home care packages amongst older people,92 

90 Morton DHB 13543 [39] – [40] 
91 Vincent, DHB 12978 [97] 
92 Meagher Supplementary, DHB4703-4704; nearly 90,000 aged persons were waiting on 

on a package at their approved level as at March 2021, many of whom were existing HCP 

package recipients and/or were eligible for CHSP services. 
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and significant waiting times between approval and receipt of home care 

packages, with waiting times greater for higher levels of care.93  Those needs don’t 

just evaporate whilst the clients wait on the packages to arrive. 

136. Sally Fox, an Extended Care Assistant who works in Tasmania narrated how 

those delays in the assessment and allocation process play out (in her observation, 

compounded by being in a regional area of Tasmania):  

46. First, a client is assessed to see if they are eligible for an aged care package. 

Then the assessor determines if they are to be allocated a package or if they 

have to wait for a package to be allocated. It they are required to wait then 

they can be given what is called Commonwealth Home service Program 

(CHSP) until a package is allocated.   

47. CHSP allocation can take up to about 2 weeks to put in place and a package, 

up until recently, could take up to 12 months. The time span has been 

reduced to about 6 months now for a home care package.   

48. For residential care the waiting list here can take 12 months or more. If they 

receive a home care package, once its allocated they will then be reassessed 

to determine what they can do with their package to best meet their needs.  

49. When a higher level package, if they require it, becomes available, they will 

have another assessment, again to determine what they can do with the 

higher level package that best meets their needs. When a client is referred 

for reassessment because they require more care, the process starts again. If 

a client doesn’t take the package because they may have improved when it 

is offered, then they will go back to the end of the line and start the whole 

process over. 94  

137. Susan Digney, a home care worker in Tasmania, gave evidence that most of her 

clients are “underallocated” in the care packages they have.  She illustrated how 

93 Meagher Supplementary, DHB4703  
94 Fox Supplementary, DHB 12549 
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the allowance of 30 minutes (a time allocation frequently mentioned in the 

evidence) was not enough to assist a frail client to shower; it may take 15 minutes 

simply to get the client to organise their clothing and walk to the bathroom.  

Equally, she said the time allocated for domestic assistance necessitated 

“sprinting” around the house to complete all the tasks on time. 95  Unlike those 

providing care in a residential facility, home care workers won’t have any 

opportunity later in the day to come back to the client to finish off anything left 

incomplete.  All of the care must be provided within the window of the client’s 

appointment.  

138. Any underestimation of time in the design of packages or underallocation of care 

funds in the assessment process inevitably lands at the feet of the person who is 

the principal interface between the aged person and the care system: the care 

worker, who, having been duly trained in the principles of “person-centred care” 

is faced with the invidious choice of ignoring those immediate needs and 

remaining steadfastly within the framework of the allocated time and plan, or, as 

Ms Digney describes it, “sprinting”.   The unmet needs of those with existing but 

insufficient funded care manifests in greater levels of demand upon the workers 

providing that existing care, and in very many cases, the workers do the best they 

can to provide support to the client regardless of the limits of their own 

engagement.  Ms Goh, a Community Support Worker described the position 

thus: 

In terms of clients with higher physical need, I don’t do hoists any more so I don’t 

see the very high physical need clients as much. However, I am aware that there are 

a lot of people on level 3 and 4 packages, which indicates higher levels of need. This 

probably underestimates the level of need too, because there are a lot of clients on 

commonwealth home support who are waiting for a higher level package and you 

are trying to support them as best you can in the meantime. 96  

95 Digney, DHB 12443 [16]-[18] 
96 Goh, DHB13498 [33] 
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139. The unmet needs have implications for the skills and judgment required to be 

exercised by care workers, but they also add to the overall burden of work.  The 

evidence of home care workers is replete with examples where home care 

workers go beyond the scope of their formal tasks or the client’s care plan to meet 

the needs of clients. The worker’s own sense of obligation and duty, the 

expectations of employers competing to maintain clients in a consumer directed 

market, and the pressure of family members of the aged person, all play a role in 

placing the burden of that “unmet” (that is, unmet yet in any formal way) need 

for care on the shoulders of the home care workers. 

 

Changes to regulatory requirements including person centred models of care, reporting 

requirements and accreditation 

Residential Aged Care 

140. Aged care is, correctly, an increasingly highly regulated industry. The nature of 

the regulation involved has a direct impact on the skills and value of the work, in 

that it shapes both the nature of the service delivery tasks performed by workers 

and imposes new compliance-based tasks. 

141. Again, it is common ground between the Unions and the participating employer 

parties that the regulatory environment has become significantly more complex. 

Per the Stakeholder Statement at [25]: 

‘There has been a change in the regulatory regime applying to aged care. Changes 

to the Aged Care Funding Instrument (ACFI) requirements and a new funding 

instrument is soon to be introduced. There have also been changes to regulations 

concerning the use of physical and chemical restraint and to incident reporting 

arrangements. These changes mean nurses and care workers are required to meet 

increased quality and safety standards and meet increased documentation 

requirements.’ 
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142. Notably, in July 2019 the Aged Care Quality Standards were introduced, further 

supplementing the Quality of Care Principles and introducing a more 

comprehensive greater focus on person-centered, rather than institutional, 

models of care. Together with the underpinning Aged Care Act 1997 (Cth), the 

regulatory regime requires an increasingly high level of quality of care, including 

by maintaining an appropriate number of appropriately skilled staff to provide 

high-quality care.97  

143. Similarly, from 1 January 2020 the Aged Care Quality Standards Commission 

assumed control of the regulatory regime, enhancing scrutiny on approved 

providers and service providers. The changes include: 

a. increased consistency in reporting arrangements, and in particular 

assessment of performance against the Quality Standards; 

b. greater powers of the regulator to drive improvement where a provider is not 

meeting the Quality Standards, including changes to the notice of non-

compliance and sanctions process; and 

c. improvements to the quality audits process, aligning it with site audits and 

review audits.98 

144. The Quality Standards consist of eight standards which providers are required to 

meet: 

a. Consumer Dignity and Choice; 

b. Ongoing Assessment and Planning with Consumers; 

c. Personal Care and Clinical Care; 

d. Services and Supports for Daily Living (including food services, domestic 

assistance, home maintenance, transport, recreational and social activities); 

97 See, e.g. Summary of the Final Report into the Aged Care Industry at 1.2.1, DHB1822. 
98 See, e.g. Key Changes for Providers from 1 January 2020: Aged Care Quality and Safety 

Commission Rules 
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e. Organisation’s Service Environment (i.e. the physical environment in which 

services are delivered, excluding home care (discussed below)); 

f. Feedback and Complaints; 

g. Human Resources; and 

h. Organisational Governance. 

145. Two obvious themes emerge: 

a. first, a primary focus on the consumer not only receiving quality, person-

centred care, but being directly resourced and empowered to engage in the 

nature of that care, and direct it to the extent possible; and 

b. second, a corresponding need to ensure that staff are trained, equipped and 

supported to provide high-skilled quality care. 

146. The fundamental shift has been away from institutional-based to person-centred 

models of care. This has fundamentally and substantially increased the value of 

work performed by all aged care workers, and is discussed in more detail below.  

147. However, the direct effect has been to require providers to train staff in the new 

requirements – that is, increase their skill level. Each standard contains three 

components: a statement of outcome for the consumer, a statement of expectation 

for the organisation and organisational requirements to demonstrate that the 

standard has been met. The Commission expressly identifies in respect of each 

standard and their sub-components that a critical way in which a provider can 

demonstrate that they are meeting this goal is via evidence of: 

‘workforce orientation, training or other records that show how the organization 

supported the workforce to meet these requirements’99 

148. This global obligation to train is reiterated more specifically in Standard 7 

(Human Resources), which requires: 

99 Guidance and Resources for Providers to Support the Aged Care Quality Standards 
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a. a consumer outcome of ‘I get quality care and services when I need them from 

people who are knowledgeable, capable and caring’; 

b. an organizational statement of ‘the organization has a workforce that is 

sufficient, and is skilled and qualified to provide safe, respectful and quality 

care and services’; and 

c. compliance with a specific requirement at 7(3)(c) and (d) to ensure that the 

workforce is, among other things, competent and trained to deliver the 

outcomes required by the standards. 

149. In respect of Standard 7(3)(c), the guidance documents provided by the 

Commission100 identify that organisations should have records and systems to 

identify that the workforce as ‘the right mix of skills, qualifications, knowledge 

and competencies’ and that these are in fact operating.101 In the same vein, 

Standard 7(3)(d) makes it clear that the provision of ongoing training and 

professional development to both bring staff up to a higher standard and 

maintain continuous improvement is a critical part of the new regime.102 The 

point is establishing a new, higher, baseline skill requirement to ensure the 

delivery of higher-quality care. 

150. Illustrating the increased regulatory scrutiny brought about by this change, on 1 

April 2021 the Serious Incident Response Scheme came into effect, administered 

by the Commission. It requires residential aged care providers to implement an 

incident management system to facilitate the reporting of Priority 1 incidents 

within 24 hours of becoming aware of them, and Priority 2 incidents within 30 

days (as of 1 October 2021). Priority 1 incidents include unreasonable use of force, 

unlawful or inappropriate sexual conduct, neglect, psychological or emotional 

abuse of a consumer, unexpected death, financial coercion or theft, inappropriate 

use of restrictive practices and unexplained absences from care. The incident 

100 Guidance and Resources for Providers to Support the Aged Care Quality Standards 
101 Ibid, p.160 
102 Ibid, p.162 
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management system required is broader than this, and providers additionally 

must log non-reportable incidents. 

151. These are not rare matters, as annexure JB-03 to the statement of Johannes 

Brockhaus demonstrates, showing incidents reported on a single day at Buckland 

Aged Care Services:103 

 

152. Although this obligation rests ultimately with the provider, as a matter of reality 

it depends upon, and introduces additional requirements on, the frontline 

indirect and direct care staff, who observe the incidents and provide the reporting 

information.104 

153. Similarly, although reporting is not new, it appears uncontroversial that the 

system has increased the amount of reporting that providers are both required 

to, and as a matter of fact do, do. See, e.g. Craig Smith in re-examination: 

PN13310: Did you do incident reporting and near miss reporting before 

SIRS?---We did.  So we still recorded near misses but not to the 

same extent that we would now, particularly with the residents in 

the dementia area, so that's probably a higher focus but, yes, in 

terms of our internal reporting that was always something we 

looked at.  So there were separate registers that we kept, so prior to 

103 Bruckhaus, DHB13493 
104 See, e.g. Sadler XXN PN12302-12304 
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SIRS they were kept in a discretion not to report register, so we 

would review those, yes. 

154. Paul Sadler, the CEO of ACSA, in cross-examination explained the combined 

effect of the Quality Standards and SIRS: 

PN12289: Can you go back to your statement then again.  The next matter 

that you deal with, from paragraph 30, is the Serious Incident 

Response Scheme.  Is that called SIRS?---SIRS for short, yes. 

PN12290: That was introduced in 2021, as I understand it, and you describe 

it in paragraph 31 that there had been prior reporting obligations 

in relation to physical or sexual assault or unreasonable use of force 

incidents, but that there's expansion of the type of matters that are 

now required to be reported, and that's to the Aged Care Quality 

and Safety Commission?---That's correct. 

PN12291: I can take you to the documents, but am I right in understanding 

that the SIRS scheme, for short, did something else as well, that is, 

it did essentially two things, it imposed on obligation upon 

providers to establish their own internal incident management 

systems and, in addition, as you have described in your statement, 

it imposed additional reporting requirements to the 

commission?---That is correct. 

PN12292 : The requirement for an organisation to establish and implement its 

own incident management systems were not limited to the types of 

incidents that are set out in paragraph 32 of your 

statement?---That is correct.  Both through the Aged Care Quality 

Standards there was mention of how you handle - it's in standard 

6 - so you needed to have an approach to an open disclosure process 

under that standard, and then the Serious Incident Response 

Scheme, as you descried, has gone further in clarifying for the 
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residential care services what other mechanisms they will need to 

have in place for incident management. 

PN12293: That is, there was, at least from 2019, a standard which required 

some such process to be in place, but the SIRS requirements are 

more specific and comprehensive?---Correct. 

155. In cross-examination, Mark Sewell, the CEO of Warrigal, discussed the amount 

of work that is required: 

PN12907: In that respect the obligations of reporting are on the provider, so 

Warrigal generally speaking.  I take it that the reports in relation to 

specific incidents falling within that – or required to be reported as 

part of that scheme are generated at the facility level by those who 

had been involved or witnessed the incidents, but the quality team 

– or am I right in understanding the quality compliance team 

would collate, make sure the reports are appropriate and adequate 

and forward those to the Commission?---Correct. 

PN12908: At the end, the last sentence in paragraph 32 you refer to the cost 

of that team and you say without it a lot of work would fall onto 

our direct care employees.  Are you there referring to both the 

registered nurses or clinical managers and the care workers?---Yes. 

PN12909: What's the work that would otherwise fall on those classes of 

employees that is at least in some respects alleviated by the 

compliance team?---Each time an incident occurred they would 

need to then validate it against the SIRS reporting and other central 

standard rules and determine which category it met, whether the 

documentation was comprehensive and compliant, and then 

forward it onto the external body, whether that be the police or the 

Quality Safety Commission or the SIRS reporting portal.  So we do 

that for the managers and staff at each service without the central 
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team, and any stand-alone homes in Australia that don't have that 

would be doing that themselves, probably on a shift by shift basis. 

156. Of course, Warrigal is a large organisation. Not every, or even most, aged care 

providers have a compliance team of the kind Mr Sewell described.  

157. Pamela Little, an Administration Officer, described the impact at her organisation 

as follows: 

My duties have also changed due to regulatory changes in aged care. These 

changes have resulted in more compliance audits and reporting. For example, it 

is my duty to ensure:  

(a) the completion of testing and tagging of all electrical equipment;  

(b) that audits of the kitchen are completed every month;  

(c) that SDS’s are up to date;  

(d) that we have accurate records of all visitors to the facility;  

(e) that the Clinical Management system is up to date; and for example, I may 

need to update the resident’s new Medicare details.  

(f) that there is an accurate emergency contact list for each resident. 

158. Lindy Twyford, Regional Food Services and Dining Manager, set out the 

requirements for catering staff: 

Cooks have to be across more strict Food Safety controls and legislation now. 

They need to have more knowledge on Food Safety and how to ensure that food 

is safely prepared, stored and served. They have to have more knowledge in 

hygiene skills, know how to clean and sanitise, know how to ensure that there is 

no cross contamination between raw and cooked food. When I started as a Cook 

we were not initially trained on Food Safety. Now Cooks need to be more skilled 

in all areas of Food Safety and trained annually. At RFBI we organised Food 

Safety training for Cooks in or around 1998, as they had to learn all aspects of 

Food Safety and begin organising to have a Food Safety Programme in place. 
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Since then we had hefty folders in the kitchen setting out our Food Safety 

standards. These are now in a software programme that Cooks and Catering 

Assistants had to learn how to use… 

 followed by a list of the various matters that catering staff need to have 

direct knowledge of, including dementia training, first aid, manual 

handling skills, dealing with disposables, and infection control, observing 

that ‘these did not exist when I was a cook and cooks were not obliged to be across 

these safety and infection control measures.105 

159. The level of scrutiny is neither theoretical nor abstracted from the day to day 

work of all aged care workers. Eugene Basciuk, a maintenance worker at 

Bundaleer Care Services, described the auditing process in cross-examination: 

PN1414 …And as to the audits, and I note at 53 you mention that the 

auditor visits.  In your 2.5 years with Bundaleer, can you recall 

how many audits have taken place?---I think the Aged Care 

Commission have come in, that's, what, three times. 

PN14141   Three times.  Were you present for each of those audits?---Yes, I 

was still performing work around, and all staff were notified that 

they were onsite, and they can stop us at any time and ask us 

questions at any time. 

PN14142   Were you stopped on any of those visits?---Yes, a couple of times. 

PN14143   Couple of times.  So, once on each - on a couple of those audits.  And 

how long - I note you list a couple of questions, how long did the 

auditor spend with you on those occasions?---It'd depend on what 

they wanted to know.  I think one time was a quick five minute one, 

and another one it ended up being about 20 minutes. 

105 Twyford, DBH9173 at [37]-[38] 
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160. Higher standards have an obvious impact on the value of the work: workers are 

being required to perform tasks at a higher level than they were previously. This 

is necessarily compounded by a higher level of regulatory scrutiny. 

Home Care 

161. Changes to the regulatory framework which governs aged care have contributed 

to the increasing level of demand on workers across the aged care industry, 

including home care workers, as analysed by Dr Gabrielle Meagher in her 

reports106.  The increased demand on workers is evident across both residential 

aged care and home care, with the regulatory requirements all but identical, save 

in limited respects.  Regulatory requirements and quality standards reflect 

community expectations rooted in ideals of autonomy for the older person, 

person-centredness in care, and the concept of individually-adapted and flexible 

supports grounded in caring relationships.107  

162. The Aged Care Act 1997 (Cth) regulates home care providers as well as providers 

of residential aged care.  Home care providers are also overseen by the 

Commission, which:  

a. sets mandatory quality standards, and monitors compliance by providers;  

b. assesses and approves applicants to become approved providers; and  

c. manages complaints.  

163. The updated Quality Standards which were released by the Commission in July 

2019, underpinned by a similarly revised Charter of Aged Care Rights, also 

regulate the provision of home care (save that Standard 5, which concerns the 

provider organisation’s service environment, has no application to home care 

services).  The Quality Standards are directed to improving quality of care and 

106 Meagher, DHB, Tabs 162, 163; although Dr Meagher’s Supplementary Report at the 

latter Tab in the Digital Hearing Book deals expressly with home care; she adopts the 

discussion in her earlier report (at Meagher DHB 4615-4616) of the expectations that the 

quality standards set for care workers (see DHB4704[2.4]).  
107 Meagher, DHB, 4704 
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quality of life for care recipients, with a central focus on respecting their dignity 

and autonomy. 

164. The new Quality Standards are significantly more comprehensive than 

previously and impose higher levels of obligation in respect of consultation, 

documentation and organisational support.  Their goal is to enhance clinical and 

personal support alongside improvements to infection control (particularly in the 

COVID-19 context), as well as engagement, communication and governance. 

165. The Quality Standards, so far as they apply to home care: 

a. establish the principles of dignity and choice for older people in relation to 

their care and supports;   

b. position older people as partners in the ongoing assessment and planning 

concerning their care and support; centre their goals and preferences, and 

require documentation of the plans to achieve those goals; 

c. require organisations to deliver safe and effective personal and clinical care 

in accordance with the older person's goals and preferences, to optimise their 

health and well-being; and 

d. relate the ideals of person-centred care to supports for daily living.108    

166. For home care workers, the ideals of person-centred care have an immediate 

impact on work rosters, with services provided at the times clients demand, in 

comparison with work in an institutional setting, such as disability care in group 

homes109.   

167. They also give rise to collateral requirements, such as the need to both carefully 

observe the client and record any observations of their condition even when 

performing a purely domestic service. For example, Susan Digney gave evidence 

about attending a client for vacuuming and mopping (which work was required 

108 Meagher DHB 4615-4616 (re Standards 1-4). 
109 Seifert, DHB 12519 [156] 
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to be performed within a strictly limited time frame) and needing to send a note 

afterwards recording that the client was feeling faint in the 10 minutes before she 

was due to start with her next client, to whose house she had to drive110.   

168. The consequences of a shift to person-centred care were also described by Ms 

Wood.   Ms Wood does not possess a Certificate III, and does not provide personal 

care, but she gave evidence about how in her work she was not just providing 

domestic assistance.  If, when attending to provide such assistance she found the 

client with an injury, she would need to liaise with the registered nurse or 

otherwise seek assistance to deal with the injury appropriately.111  Contrary to the 

suggestion in cross-examination that the process of reporting such events relieve 

the care worker of any burden or responsibility, it is obvious that to be in a 

position to make such a report, Ms Wood would need to: 

a. first, bring her attention to the client (at the same time as she was required to 

perform a range of other tasks in a limited time); 

b. second, be aware of the matters she should observe about the client, having 

regard to her knowledge of health and ageing, and her knowledge of and 

previous observations of the client; and  

c. finally, exercise judgment to discern if what she observed was something 

merely to be noted, as compared with escalated for immediate response; that 

is to know whether her observation was of something that may give rise to 

real grounds for concern, or simply reflected the vicissitudes of older age.  

169. In the case of Ms Heenan, the provision of “person-centred” domestic assistance 

for one client involved teaching him how to make his own porridge and 

encouraging him to help her wash the dishes.  That approach was less efficient 

than simply getting in and getting the work done, but it has empowered him to 

maintain his independence, and given him pride in his housekeeping skills.  It 

110 Digney XXN, DHB 3645, PN4538 
111 Wood XXN, DHB 3735, PN5586 
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was an approach that involved a significant commitment by her to the process 

over a long time.112   

170. The increased reporting requirements of home care workers were discussed by 

Sue Morton in her evidence.  Ms Morton, an advanced care worker, described the 

requirements as follows: 

Reporting requirements have increased over the course of my career. Carers must 

read care plans and customer notes to see if there have been changes in the client’s 

needs or conditions since the last visit. Reading and understanding these notes all 

occurs in the client’s time and eats into caring time.   

Similarly, notes must be taken of visits, such as to note whether the client is well 

or is deteriorating – it is important to take notes as the carer is the “eyes and ears” 

of the company when visiting a client. However the making of these notes takes 

time and this time is not paid. 113  

171. Julie Kupke, a home care worker with 15 years experience also described the 

increasing requirement to make detailed notes, and how that requirement was 

eating into her own time as it was not always possible to complete the notes 

during the time allocated to the client.114 

172. Ms Goh also discussed the increase reporting burden on home care workers.  

Counter intuitively, the smart phone, which made that process easier in some 

respects, facilitated the expansion of expectations in respect of contemporaneous 

record-keeping. 

36. There is more reporting than there used to be and if you need to report quite 

complicated things, it can be very time consuming. A client might say they feel 

like killing themselves which you obviously need to report or as another example, 

all falls must be reported. However there is also a lot of time spent on more 

mundane reporting. For instance there might be broken equipment or a need for 

112 Heenan, DHB12884-12885 [68] – [79] 
113 Morton DHB 13542 [32] – [33] 
114 Kupke DHB12912 [35]  
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dressings or pads. Previously this kind of thing would just have been entered in 

the client's notes and the coordinator might see them. However, coordinators do 

not spend as much time visiting clients as they used to, and so we are told we 

have to be the “eyes and ears". The extra time is really that we all have phones 

now, and so instead of things being just written into notes, you are reporting by 

phone and email much more regularly. This is important work but you don’t get 

paid extra for it. You worry about people because you don’t know the outcome 

of those reports and you don't tend to get feedback because coordinators too 

busy.115 

173. That need to bring a care and focus on the client’s well-being, extensive 

knowledge of the subject matter, and a history of the observations of the 

particular client to the task while performing domestic assistance work, within 

strict time limits, means that any comparison between the domestic assistance 

offered by home care workers with the work of cleaners is of limited validity.  

Whilst some of the physical tasks remain the same, the conditions in which the 

work is performed and the additional responsibilities associated with the work 

render the work qualitatively different.  Looked at from another angle, if home 

care workers were able to move through half a dozen empty houses during the 

course of the day and perform the domestic work required of them, there could 

be no question that work would involve less of a burden than the work they 

perform. 

174. The organisations providing home care are also required to ensure that their 

workers' interactions with older people are kind, caring, and respectful of each 

person's identity, culture and diversity.116  This is particularly important in home 

115 Goh, DHB 14999 [36]; Julie Kupke also reported being required to make digital entries 

on the employer’s app, Alaya – DHB12911 [33] 
116 Meagher DHB 4616 (Standard 7) 
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care where a greater proportion of the clients are from Culturally and 

Linguistically Diverse communities than in residential care117.   

175. The Quality Standards: 

specify in detail high expectations of the workforce, across the full range of care, 

support, administrative and organisational governance activities and roles. 

These address the extensive range of skills, attitudes, personal qualities, 

dispositions, values and knowledge workers in aged care are expected to have, 

and the actions, interactions and collaborations they are expected to engage in 

as they work. Staff are expected to be compassionate, knowledgeable and 

competent; they are expected to be 'responsive, inclusive and sensitive' to people 

from diverse backgrounds and special needs groups. They are expected to engage 

sensitively and professionally with the families of older people they care for, 

including engaging them in care planning according to the older person's 

wishes. They are expected to contribute to making aged care facilities welcoming 

to families and friends, and to connect older people to their communities. They 

are expected to have working knowledge of, and be able to describe how, the 

standards are met in their workplace and to recognise and respond if the 

standards are not met.118   

176. Although responsibility for compliance with the Standards sits with the 

approved provider, as a matter of basic logic the increased regulation devolves 

(at least some of) that responsibility to those providing care; it has had and will 

continue to have a significant effect on the work performed by and skills required 

of home care workers.  The revised Standards articulate and impose higher 

expectations on all participants in the aged care workforce.  They demand a level 

of knowledge of, and engagement with the requirements in the Standards by all 

persons performing aged care work, and not just because of how the changes to 

117 Aged Care Stakeholder’s Consensus Statement [11] 
118 Meagher DHB 4616 
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the system impact on the manner in which they provide care and support to 

clients.  Ms Wood describes the impact of the changes as follows: 

158. There are also changing rules and regulations around aged care which can 

be confusing and complicated to keep track of. For example, the My Aged Care 

system introduced by the Government. Clients ask about any and all aspects of 

it and expect us to know the answers. Often, clients don’t even seem to know 

what level of home care package they’re on, or any details about their packages. 

So, if they’re asking you if they can get something extra or different, you need to 

know those details. We aren’t given much information or detail from Uniting 

around how this all works, so I end up researching it all myself in my own time 

to inform clients.119 

177. The Royal Commission has, in its final report, recommended further 

amendments to the Aged Care Act 1997 (Cth) requiring the ACQSC to expressly 

reflect high-quality care in its standard setting.  Although this is the focus of the 

present Standards, it seems likely that further regulatory intensification will 

follow implementation of the recommendations of the Royal Commission.  Any 

such regulatory intensification would likely have application to home care.  

178. The increasing complexity of client needs coupled with the model of “consumer 

directed care” (CDC), mean that home care work may now involve different 

types of work and different approaches in which the goals of “wellness and 

reablement” are embedded, including: 

a. using diverse strategies to engage with home care and support clients so they 

are optimally engaged in activities;  

b. exercise interventions to prevent falls at home; 

c. participating in health literacy training of clients; 

d. providing social support and recreational activities; 

119 Wood, DHB 12413 [158] 
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e. improving oral health care for clients; 

f. collaborating to preventing malnutrition in clients with dementia; and 

g. integrating into interdisciplinary palliative care teams to provide end of life 

care.120 

179. One apparent consequence of the adoption of the CDC model has been the 

translation of concepts of person-centred care into expectations among clients 

that providers and carers should facilitate what clients want, at the times they 

want it.121 As the evidence of the home care workers demonstrates, whilst the 

provision of care to older people in their homes is aimed at facilitating their 

independence and autonomy, and is provided in accordance with plans 

developed after an assessment of their particular needs, there is an increasing 

expectation by home care clients and family members that home care workers 

may be directed to perform any home duties the client or family members would 

like done.  There is also an expectation that the assistance that they are provided, 

because it is delivered as part of a package which is “spent” by the client, will be 

performed to a standard not capable of being achieved in the time allocated under 

their package.  As Ms Goh described it: “because clients are paying directly for the 

service, they believe they are entitled to a higher standard.”122  Ms Hetherington, a 20 

year veteran of care work, who is in a position to comment on the changes effect 

by recent regulatory developments, put the turnover in employment of care 

workers down to the advent of CDC, observing: (i)n the modern care environment 

there is the sense that "the customer is always right", which can lead to harassment and 

haranguing from the employer for the carer to meet unreasonable client demands.123  

Again, regardless of the community benefits of the empowerment of clients in 

120 Meagher Supplementary, DHB4706 
121 Doherty, DHB 12427 [61] - The CDC model means we are under pressure to facilitate what 

our clients want, at the time they want; Phillips, DHB 12648 [48].  
122 Goh DHB 13498 [31] 
123 Hetherington DHB13559 [30 
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that fashion, it is undeniable that it is the care workers who ultimately pay for 

those higher expectations.   

180. Workers are often given instructions by clients or family members to perform 

household tasks regardless of the nature of the scheduled service.124  It is possible 

for the scope of the tasks to be performed under the care plan to be either clarified 

or varied by consultation with the plan managers; however, given the existing 

time pressures of the role (attending numerous scheduled relatively short 

appointments at different locations during the course of the day) that process of 

seeking clarification can take more time than is available.  Inevitably expedience 

prevails in many cases, and the additional demands are met by the worker125.  The 

rub of the green whenever the scope of a service is in question is unlikely to ever 

favour these low paid, usually part-time employed, predominantly female, 

isolated workers.  

181. To manage those greater expectations effectively requires both a detailed 

knowledge of the care plans and the exercise of significant interpersonal skills, as 

the Stakeholder Statement recognizes at [21].  That requirement also adds 

considerably to the burden of the work. 

182. The adoption of a Consumer Directed Care model, and the requirement for 

person centred care also impacts the work carried out by the indirect care 

workers, such as the co-ordinators (Level 5 workers).  

183. The need to provide care at the time clients prefer renders the task of rostering 

workers to meet the individual needs of clients at the times they prefer, a more 

complicated one.  Mr Doherty, a co-ordinator working on the North Coast of New 

South Wales, described how, even with the assistance of a rostering app, he was 

still required to double check the allocations to ensure that they were compliant 

124 Evans DHB 12850 [38](bb), 12854 [56]-[59]; Vincent DHB 12968 [66](h),DHB 12970 (r)-

(t); DHB 12443 Digney [19].  
125 Evans, DHB 12854 [56]-[59] 
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with industrial requirements.  In preparing the roster, he has to balance the 

expectations of clients, with those of the carers and his superiors.  The Consumer 

Directed Care model means greater pressure to accommodate clients at a time of 

their choice.126  

184. So far as the adoption of a person-centred care approach requires additional focus 

upon the overall well-being of the client, and reporting about matters touching 

on client welfare, that flows on to the co-ordinators.  Co-ordinators become: 

a. the repository of observations about clients’ health and needs; 

b. the point of triage and conduit for direct care workers seeking clinical advice; 

c. the complaints officer for aggrieved clients; 

d. the arbiter of requests for service variation; 

e. the dispatcher who walks the direct care workers through the plan for dealing 

with clients who are not responding, or have died; and 

f. the person consoling workers as they deal with the death of their clients.127  

185. Associated with that, the task of monthly reporting (to their superiors) becomes 

a more complicated one for co-ordinators.128  Additionally, the requirement to 

record and oversee satisfaction of the (increased) training requirements for care 

workers is one which inevitably falls on team leaders and co-ordinators. 

186. In Mr Doherty’s case, the employer’s adoption of an app that records the 

commencement and conclusion of an appointment, and includes a messaging 

service has created work for the co-ordinators in overseeing the automatic alerts 

generated by the app, and messages sent by carers using the platform.129 The 

imperative to log and respond to matters in client homes which pose a risk to the 

126 Doherty, DHB 12425-426 [46] – [59] 
127 Doherty DHB 12431ff  
128 Doherty DHB 12436 [132] – [135] 
129 Doherty DHB 12433-12434 [110] – [112] 
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health and safety of workers also adds to the burden upon co-ordinators.130  In 

Ms Seifert’s case, the employer’s use of such an app also created a task of 

reviewing entries from the previous day to assess whether irregular entries are 

problematic.131  No doubt prior to the use of the app there were occasions when 

a home care worker arrived or left earlier or later than expected, and the matter 

would only come to be scrutinised if the client complained as a consequence.      

187. Mr Doherty’s workload was adversely affected by both the shortage of workers  

in direct care roles (one of whom quit after only three days on the job), but also 

the shortage of workers in co-ordinator roles.132   Ms Seifert, a team leader, also 

had the demands of the role increase because she had to take on oversight of an 

additional team when another team leader left the job.133  She fields between 5 

and 30 calls per day from team members.134   The additional burden of work 

caused by the labour shortage was compounded further by her employer’s 

request that she provide a report on staff resignations and the reasons for the 

resignations that was directed to finding solutions as to why her employer was 

unable to attract and retain new staff.135  It is possible that the combination of 

difficult, often dirty and highly regulated work, irregular patterns of work and 

extremely low pay play a role.    

188. On current trends, there is no relief in sight; with no basis to expect that the pool 

of available care workers and co-ordinators is likely to expand in coming months 

and years. 

189. It is obvious that the balancing of all of those demands calls for excellent time 

management by co-ordinators and team leaders.  In the course of their work they 

must bring to bear excellent problem solving and interpersonal skills, apply their 

130 Doherty DHB 12435 [120] – [122] 
131 Seifert DHB 12506 – 12508 [55] – [69] 
132 Doherty DHB 12435 [123] – [126] 
133 Seifert DHB 12503 [26] 
134 Seifert DHB 12510 [86] 
135 Seifert DHB 12516 [135] 
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knowledge of digital systems, the care plans and the regulatory requirements, 

absorb and analyse large volumes of information, and distill that information for 

reporting purposes.  

190. Mr Doherty, who as a former union organiser would know something of 

managing job stress and the competing demands of opposing parties, described 

the role as: “It is hectic -one of the most exhausting jobs I’ve ever done.  It is constant 

and unrelenting..:”136 

 

Changes in qualification and training requirements and practices 

Residential Aged Care 

191. As the Stakeholder recognizes at [21], the increased level of skill required of aged 

care workers is reflected in changes which have been made, and which are 

forthcoming, to the relevant qualifications required: 

Care work requires workers to engage with a range of people, many of whom are 

vulnerable people. The work consistently requires significant degrees of discretion 

and judgement to be exercised, and strong interpersonal and communication skills. 

The changes in, and changes sought to, the qualifications and training of direct care 

workers reflect changing care needs.  

For example… 

(b) The skills considered necessary to be added to current training for the Certificate 

III in Care Support, as follows:  

(i) Person-centred behaviour supports  

(ii) Providing loss and grief supports  

(iii) End of life and palliative care  

(iv) Dementia care  

136 Doherty DHB 12439 [161] 
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(v) Management of anxiety and adjustment to change  

(vi) Supporting relationships with carers and families  

(vii) Falls-prevention strategy  

(viii) Assisting with monitoring and modification of meals  

(ix) Working with people with mental health issues  

(x) Providing or assisting with oral hygiene and recognising and 

responding to oral health issues  

(xi) Effective care for members of diverse population groups including 

aboriginal and Torres Strait Islander people  

(xii) Use of information technology 

192. The employer evidence consistently demonstrated a preference for higher-skilled 

workers, with a Certificate III preferred on entry and a Certificate IV increasingly 

regarded as highly desirable. Two-thirds of the non-nursing workforce hold at 

least a Certificate III in a relevant direct care field.137 The apparent willingness to 

accept workers without these qualifications more likely reflects the widely 

recognized labour shortage than the nature of the work. 

193. This is supplemented by further post-qualification training, both employer-led 

and in some cases self-directed, including regular refresher CPR medcomp 

proficiency training, and advanced training in matters such as advanced 

dementia care, infection control, personal safety training and outbreak 

management procedures, particularly as the COVID-19 pandemic broke out.  

194. As well as the AQF qualifications, the increased skill required of, in particular 

direct care workers, is demonstrated by the increase in specialist qualifications, 

as set out in the Aged Care Workforce Census 2020, which demonstrated that, 

among personal care workers:138 

137 2020 Aged Care Workforce Census Report, 4.2.7 CB1428 
138 Table 3.6, CB1416 
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a. 71% had IPC qualifications; 

b. 68% had dementia care qualifications; 

c. 62% had medications qualifications; 

d. 65% had elder abuse qualifications; 

e. 24% had wound care qualifications; 

f. 35% had palliative care qualifications; 

g. 29% had falls risk qualifications; and 

h. 54% had diversity awareness qualifications. 

195. Only 10% had no formally obtained specialist qualifications at all. This is 

reflective of work which increasingly requires a skilled workforce. 

196. This is consistent with the Royal Commission’s recommendations 77 and 78, i.e. 

that a Certificate III become a mandatory minimum qualification for care work. 

This demonstrates a recognition of the inherently skilled nature of the work. The 

fact that the qualification is not presently required likely is a further indicator of 

historical undervaluation. 

197. ABI, in cross-examination, spent significant time examining aged care workers 

on the nature of their Certificate III and other training, including calling for 

various certificates to be produced. It is not clear from its earlier submissions 

what, if any, point is to be made about this. The HSU proposes to address any 

further proposition in reply. 

198. That said, the lay evidence in fact demonstrated rigorous and ongoing training 

both at a formal and informal level, completed in a range of different settings. For 

example, PCW Kerry Boxsell described receiving significant training in infection 

control, managing infectious outbreaks and donning and doffing PPE in response 

to COVID-19, which in her case because of her length of service involved both 

refreshing her knowledge of existing skills and expanding them to cope with a 
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much larger and more dramatic task.139 In cross-examination, she also described 

obtaining some of her formal specialist qualifications: 

a. Certificate of Advanced Dementia Care through TAFE, a longer course with 

weekly after-work two-hour modules;  

b. Certificate in Aged Care Worker Skills, a ‘basic leadership course’ to assist 

with training new staff; 

c. Certificate in Palliative Care, a day course; and 

d. Certificate in Infection Control, a TAFE Course done online to supplement her 

skills around COVID.140 

199. Similarly, Sandra Hufnagel, another Personal Care Worker, described her 

employer’s introduction of a requirement to complete a number of training 

modules each year, on a range of different topics, and applying the learning 

outcomes in her daily work.141  

200. It is reasonably apparent that ongoing training is both a norm of the industry and 

necessary to allow workers to maintain their skills. The increasing sophistication 

of the training available was described by Virginia Ellis, a Homemaker, who 

works within a facility operating to the homemaker model, in comparing her 

Certificate III completed 17 years ago to significantly more recent specialist 

dementia courses in cross examination: 

PN1653: Can I ask you to go to paragraph 153 - sorry, 154, my apologies, 

Ms Ellis.  Paragraph 154 starts with, 'I've taken a few hits in the 

dementia ward.'  We're moving back now to when we talked about 

the dementia ward earlier.  That's (indistinct) for that part of your 

evidence?---Yes, and, you know, only a few weeks ago I got, you 

know, like - I don't know what you call it - somebody's arm right 

139 Boxsell, DHB12362 at [40]-[46]. 
140 Boxsell XE, PN1996-2010, DHB3423-3424 
141 Hufnagel, DHB715 at [21]-[24] 

4464



up against you trying to get out, an ex police officer, very much 

demented, very unstable on his feet.  Somebody came in and he 

barged to the door to get out and I mean, you know, like he put his 

arm up, and I just had to go with him, and I went out the door, 

okay, let's keep walking, and I rang for back-up, can somebody 

bring a wheelchair, or at least his walking frame and assist me, 

because we were heading up the highway. 

PN1654: Fine.  And I assume I'm right there when you do your Certificate 

III you're actually taught de-escalation strategies?---Look, I don't 

remember being taught anything like that.  I - - - 

PN1655: You don't remember being taught anything to do with de-

escalation of troubling or aggressive behaviour?---Back to my Cert 

III I think it was - I think back in Cert III it was mainly just washing 

and drying and just, you know, feeding.  I can't remember - I don't 

remember my course back all that time ago, but it's something that 

I've learnt.  I've done a lot of online dementia courses through the 

University of Tasmania and different mental health programs 

through Uniting, and different things like that.  So working in the 

dementia ward, working anywhere you get to know - you get to 

know people, you get to know something's not right with Mr Smith 

today, you know, is he constipated, does he need to go to the 

bathroom, and so on. 

201. Many providers are actively upskilling and multi-skilling their staff. One 

example is Uniting, a major provider, which has since about 2019 required all 

staff – including indirect care workers – to have at least a Certificate III in Aged 

Care as a condition of employment. Carol Austen, a care worker who is also 

engaged as a cook, described this: 

As of about March 2019, all employees of Uniting needed to be trained to be able to 

be Care Workers (even if they worked for example in the kitchen, servery or 
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laundry). All staff were required to get a Certificate Ill in Aged Care and were 

required to be available to perform care work. We were told that if we did not 

complete the Certificate Ill then Uniting would not continue our employment. 

Similarly, carers were required to train to perform other roles.142 

Home Care 

202. The increased level of skills, qualification and training required of care workers 

across aged care (including home care) was acknowledged by the Stakeholders 

in the Stakeholder Statement at [21] (see above). 

203. Data from the 2016 National Aged Care Workforce Census and Survey 

(NACWCS), conducted by the National Institute of Labour Studies (NILS) on 

behalf of the Australian Department of Health, reported by Dr Sara Charlesworth 

in her Supplementary Report143 indicated that: 

a. 76% of home care workers had post school qualifications (of any sort). 

Certificate level qualifications (62%) were the most common category of post-

school qualifications. Another 19% held Advanced Diploma and Diploma 

Level qualifications and 15% held Bachelor degree qualifications;144  

b. around two-thirds of home care workers held a Certificate III in Aged Care;  

c. 27% held a Certificate III in Home and Community Care; 

d. 12% held a Certificate IV in Aged Care; 

e. 6% held qualifications in palliative care;  

f. 4% of home care workers held a Certificate IV/Diploma in Enrolled Nursing 

and 3% held some other basic nursing qualification; 

g. 9% held a Certificate III in disability; 

h. 6% held a Certificate IV in disability; 

142 Austin, DHB11633 at [8] 
143 Charlesworth Supplementary, DHB, Tab 161 at 4539-4540 
144 Charlesworth Supplementary, DHB4538(h) 
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i. 15% held a Certificate III or IV in another area.  

j. 10% held aged care relevant Diploma Level qualifications and 8% held aged 

care relevant Bachelor degree qualifications.  

204. There have been considerable changes since that time.  It is significant that the 

2016 data indicated that, apart from the certificate (or higher) qualifications, most 

home care workers did not hold other specialist qualifications in ageing145.   

205. That position contrasts with the data from the 2020 Department of Health Census. 

206. The 2020 data shows that for the HCPP, 63% of personal care workers were 

reported by providers as holding a Certificate III or higher in a relevant field, with 

4% studying for a Certificate III or higher.  In the CHSP 71% of personal care 

workers were reported as holding a Certificate III or higher in a relevant field, 

with 2% studying for a Certificate III or higher.146 

207. That data also showed high rates of additional formal specialist skills across both 

schemes, with about 90% of workers across both schemes holding at least one 

relevant formal, specialist skill as set out in the table below147: 

Formally Obtained 

Specialist Skills 

Personal Care worker 

in HCPP 

Personal care worker in 

CHSP 

IPC (Infection 

Prevention and 

Control) 

71% 70% 

Dementia care 64% 60% 

Medications 70% 58% 

Elder abuse 68% 44% 

Wound care 64% 16% 

Palliative care 45% 27% 

145 Charlesworth Supplementary, DHB4540(j) 
146 Charlesworth, DHB4540 [44(e)] 
147 Charlesworth, DHB4541 [44(g)] 
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Falls risk 63% 41% 

Diversity awareness 61% 56% 

None 10% 12% 

208. Although there are limitations in the data sets as Dr Charlesworth describes, it is 

a fair conclusion to draw that the level of formal specialist qualifications among 

home care workers has increased significantly in recent years and that the 

possession of such qualifications by home care workers reflects the growing 

demands of their roles, and of their employers.  

209. The prevalence of qualifications at Certificate III level amongst home care 

workers is consistent with the evidence of Chris Friend, an Industrial Bargaining 

Officer employed by the Health Services Union148.  Mr Friend’s evidence149 was 

that employees were usually required by their employer to have, at a minimum, 

a Certificate III qualification to attain a job as a home care worker150.  Mr Friend 

annexed to his Supplementary Witness Statement a number of online job 

advertisements from around August 2021, which illustrated that point.  That 

selection of advertisements demonstrated that in addition to a relevant Certificate 

III qualification, employers usually required current First Aid qualifications, 

manual handling and food handling skills, familiarity with medication 

requirements, dementia experience digital skills, the ability to work 

autonomously, record keeping and communication skills, the capacity to 

understand the needs of diverse clients, the ability to provide companionship to 

clients and safety knowledge, as well as a driver licence and a fully registered and 

insured vehicle. 

210. James Eddington, a Legal and Industrial Officer employed by the Health Services 

Union in Tasmania also conducted a similar survey151.  Based upon his 

148 Friend Supplementary, DHB9099 
149 Which was not challenged in cross-examination 
150 Friend Supplementary, DHB 9109 [57ff] 
151 Eddington, DHB9217 [67ff]  
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experience, and his review of job advertisements for home care workers, Mr 

Eddington expressed the opinion that to secure a job as a home care worker, a 

person would have to possess at least a Certificate III in Aged Care or 

equivalent.152   

211. Mr Eddington also observed that applicants for home care positions were usually 

required to possess First Aid/CPR skills, the ability to work autonomously, 

familiarity with medication requirements, digital competencies, oral, written and 

interpersonal communication skills; record-keeping skills and others.  

212. Similar evidence about the labour market for home care workers in Victoria 

supports the conclusion that a Certificate III qualification is generally required by 

home care providers seeking new home care employees.153 

213. Nearly all of the home care workers who gave evidence possessed a Certificate 

III or higher qualification and many held additional specialist skills, consistent 

with the data above. 

214. In addition to the above qualifications and training, most home care workers also 

undertake substantial and regular ongoing training in connection with their 

work154.  

215. Camilla Sedgman described the following training: 

“I am required to undertake annual ongoing training and development with RSL, 

which is provided online via the ‘AKUNA’ platform – RSL’s learning management 

system. There are usually around 9 or 10 modules I am required to complete across 

152 No challenge was made to that proposition in cross-examination.  Indeed, Mr 

Eddington was cross-examined on the apparent assumption that home care workers 

would possess particular skills as a consequence of their training to obtain their Certificate 

III – see Eddington XXN at DHB3558ff, esp at DHB3562: PN3540, PN3542, PN3548 etc. 
153 Eden DHB9035 [44]; see Vincent, DHB 12961 [21]: Ms Vincent’s former employer made 

possession of a Certificate III mandatory  
154 For example, Ms Sedgman, who has a Certificate III in Aged Care Work also undertakes 

9 or 10 modules of training per year through her employer’s platform: Sedgman 

DHB12364[11] 
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the year. The modules cover topics like manual handling, bullying, work health and 

safety, PPE, hand washing, medication refresher, and so on. The online training is 

mandatory. 

RSL determines how long each module should take to complete – for example, 30 

minutes – and pays staff for that time. If it takes us longer, we are not paid for that 

additional time.  

 I also just recently completed 5 days of work health and safety training to become 

a Health and Safety Representative. This training was paid for by RSL.  

I am also required to complete yearly CPR training and three yearly full first aid 

training. I organise and pay for these courses but am reimbursed by RSL. I have 

not had to use my CPR training in the course of my work, however I occasionally 

use some of my first aid training to dress wounds.155 

216. It is important to recognize the increased level of formal training undertaken by 

home care workers.  However, that focus should not obscure the additional skills 

that are developed by the workers over years in aged care work or in other work 

they have performed prior to commencing in the role.  As set out elsewhere in 

these submissions, many of the care workers were older workers with significant, 

often senior experience, in other industries.  Jenna Wood, for example, declined 

to obtain her Certificate III qualification.  Nonetheless, she had prior experience 

working in disability support and demonstrated in her evidence a detailed 

understanding of the requirements of the work.  The Commission would also 

have been struck by both her ready knowledge, and her sensitivity when she 

explained how she would go about persuading an unwilling client that she had 

to call an ambulance after a fall, or negotiating a change of service type with the 

client and with the service advisor156. 

 

155 Sedgman, DHB12364, at [11]-[14] 
156 Wood, DHB 3736-3737 PN5590; PN5596 
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Changes to the composition of the workforce 

Residential Aged Care 

217. The Stakeholder Statement summarises the effect of changes to the composition 

of the workforce pithily at [14]-[16]: 

Changes in staffing levels, skills mix and, consequently, workloads, have a 

significant impact on the changing nature of the work and therefore work value.  

Since 2003, there has been a decrease in the number of nurses, both Registered 

Nurses (RNs) and Enrolled Nurses (ENs), as a proportion of the total workforce 

employed in aged care…  

Again since 2003, there has been an increase in the proportion of PCWs and AINs 

(care workers) in aged care with less direct supervision. PCWs are being required 

to perform duties that were traditionally undertaken by nurses (such as peg feeding 

and catheter support) after receiving relevant training and/or instruction. Care 

workers in both residential care and home care are performing increasingly complex 

work along with the increasing complexity of the needs of residents entering care. 

There are more expectations of care workers to detect changes in resident or client 

condition, identify elder abuse and assist with medications and other treatments. 

218. The 2020 Aged Care Workforce Census statistics on qualifications set out above 

confirmed this position. The proportions of PCWs with qualifications in dementia 

care, infection prevention and control, elder abuse and medications was 

functionally identical to the proportions of enrolled nurses and nurse 

practitioners with the same, and not significantly lower than the proportions of 

registered nurses. This reflects a reality of increasing overlap of work areas, and 

increased skills required of PCWs.  

219. Dr Eagar summarized the proportion of FTE direct care employees at Table 2 of 

her first report:157 

157 Eagar, DHB4761 

4471



 

220. An alternative study conducted by Dr Eagar and her team assessed the 

percentage of time spent with a resident each day, set out at Table 3:158

 

221. It is apparent that the gap caused by the decline in qualified nursing and allied 

health staff has been entirely filled with personal care workers. This is also 

consistent with the lay witness evidence, as witnesses in all roles consistently 

report a ‘devolution of responsibilities from senior and more experienced 

158 Eagar, DHB4762 
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RNs…and a substantial change in the role of personal carers in delivering direct 

care’. 159 

222. Dr Sarah Charlesworth summarized the change in her expert report at [50]-[51]:160 

‘As a consequence of the decrease in nursing qualified staff in residential aged care 

and a declining ratio of direct care staff to residents, together with the increased 

needs of residents, the nature of the work, the level of skill and responsibility 

involved in doing work in residential aged care has changed over time. 

While I note the sets of skills required by PCWs below it is worth noting that they 

are now expected to do more clinical type care, such as peg feeding and managing 

catheters, with often scant supervision in conditions of understaffing and a lack of 

time to spend with residents…’ 

223. In cross-examination, ABI to some extent appeared to depart from this position, 

agreed to by its clients, insofar as its questioning sought to emphasise the 

supervision that is available to residential aged care workers. To the extent that 

it wishes to depart from the Stakeholder Statement, this should be taken as a 

position of ABI alone rather than of any employer with any interest or experience 

in the aged care industry, and given the relevant weight. 

224. So much is shown by the responses in cross-examination of the witnesses called 

by ABI. Per Mr Sewell: 

PN12921: And that one consequence of that is, as you describe, that the care 

workers are performing more and more of the - more of the direct 

care work than would have been the case in the past?---Yes. 

PN12922   They are doing so with less direct supervision in the sense of the 

physical presence of the registered nurse or clinical 

manager?---Yes. 

159 Lay Witness Report at [278] 
160 Charlesworth, DHB2996 
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PN12923   You're relying more on indirect or general supervision of the direct 

care employees?---Yes, the direct care employee needs to refer a 

matter to a supervisor rather than have their supervisor with them 

at all times. 

PN12924   And a consequence of that is that the care worker has to have the 

skills and knowledge and experience to identify types of issues or 

issues that may be of concern and need to be raised at the registered 

nurse level or clinical manager level, whatever it might be?---Yes. 

225. In any event, it rather misses the point. The HSU does not contend that aged care 

workers have completely replaced nurses, or that they are performing work that 

requires nursing qualifications. Of course, a hierarchy of care and supervision 

remains; the point is instead that it has become significantly less top-heavy. The 

supervision that once existed is no longer there, and the skills required at the 

lower level have correspondingly increased.  

226. This is complex and high stakes work. As Paul Jones, a personal care worker, 

said: 

During the evening (from 6pm onwards) there is no registered nurse on duty. If 

we have an emergency, where we require an RN’s assistance, we need to call them 

and ask them to come onto the site. This means that I am the most senior team 

member on site when I am administering medications. I will also be responsible for 

observing and assessing the medical condition of residents and whether to contact 

a doctor or call an ambulance if they are having a major health episode. If I get this 

assessment wrong and don’t call a doctor or ambulance then there is a risk that a 

resident might die.161 

When providing medication to each resident, it is important that I check their 

medication chart to ensure that there have been no changes made by the resident's 

doctor. Over time, I have become familiar with each resident's medications, but it 

161 Jones, DHB12320 at [29] 
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is imperative to check each medication against the chart every time, as GPs often 

visit the residents in the late afternoon or early evening, and may have, for example, 

ceased a medication between the dinner-time and bedtime medication rounds. A 

medication so ceased would still be packed in the Webster Pack and shown on 

Medsig as being charted for the resident, until the Webster pack is repacked and 

Medsig updated by the pharmacy the following day. Administering medications is 

a huge responsibility. If I make a mistake, I could really hurt or potentially even 

cause the death of a resident.162 

227. This is further exacerbated by staffing shortages, which are endemic in the 

industry. As the Stakeholder Statement has it: 

Labour turnover and the use of lower hours, part-time, casual and agency staff in 

home and residential care results in longer-serving and permanent staff having 

more responsibility for continuity of care. These staff then need to mentor new 

starters and irregularly employed employees as well. Casual and agency staff face 

the added pressure of dealing with changing settings and consumers. 

228. Mr Jones explained the impact of this on the ground: 

We are supposed to have three staff on the wing for evening shift, but all too often, 

we only have two staff members to assist. During the medication around, I am 

supposed to be undisturbed so that I can concentrate on making sure I administer 

the medications correctly. However, this does not happen. In reality, I am 

frequently asked on duty to attend to other duties including feeding, repositioning 

or toileting residents, or transferring residents using a lifter and sling - a task that 

must be performed by two staff members. Less experienced staff members often 

require my guidance or assistance as well and so I do my best to help them. 

229. He confirmed the frequency of these events in re-examination: 

PN1381: How often are you or are you usually fully staffed or how often does 

it occur where you're not fully staffed?---More often than it should 

162 Jones Reply, DHB12330 at [18](c) 
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but yes, especially at the moment with so many staff either off with 

COVID or through being a close contact, staffing is a massive issue 

at the moment.  I had to - I was rostered to work an afternoon shift 

last night but I had to take that off so I could travel down here to do 

this.  I was told by the care manager - she was happy for me to do it 

but she said that they just literally could not replace me.  They had 

no one else that they could call in so that was a shift that would 

have been short-staffed last night. 

PN1382: I mean, I'm sure it varies depending upon events, as you say but is 

that something that happens sort of once a week, or once a month 

or - - -?---More likely to be once a week than once a month, yes. 

230. Virginia Ellis, a Homemaker, described the changing nature of the supervision 

available and the triaging that this requires: 

In my observation RNs spend less time on the floor than they used to. They are very 

busy and overworked. They seem to have to fill in a lot more paperwork than when 

I first started, including regularly updating care plans.163 

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

important tasks. I sometimes literally run from one task to another. I have to triage 

the order of urgency. We go to the neediest first, including people in pain or who 

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

was showering a resident. Someone else was calling me as they were in pain and 

then a visitor arrived at the front door and kept on buzzing. This was really stressful 

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

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

similar circumstances.164 

163 Ellis, DHB11537 at [76] 
164 Ellis Reply, DHB11564 at [10] 
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231. It is a pattern that is continuing. Antoinette Schmidt, a Specialised Dementia Care 

Worker, observed the changing patterns and the increasing reliance on non-

nursing staff as follows: 

. 

Over the years, I have also had to learn and train on how to use various forms of 

assistive technology to ensure that patients stay well and safe. For example, for 

some patients, I am required to perform a urine dipstick test, which is a test of urine. 

I do this using a specifically treated strip of paper that is dipped into the sample of 

urine. We then have to compare the dipstick colour to the corresponding colour on 

a chart. The test is performed to check for various health concerns. By way of a 

further example, I have also had to learn how to take the blood pressure 

measurements of residents. 

More recently, HammondCare has circulated an email to all SDC's advising that 

they intend on training SDC's on how to dress a patient to treat skin tears or 

scratches and scrapes due to falls. This is a task that is currently performed by the 

nurse.165 

232. Alison Curry, a Care Supervisor, recounted her observations of the increasingly 

complex care work that non-nursing staff are required to perform: 

In my observation, the shift of RN roles becoming more administrative has 

impacted the work performed and clinical skills of care staff because RNs have less 

time on the floor to perform clinical care duties. In my experience, the impact on 

care staff includes:  

a. pressure injuries – care staff examine the resident for pressure injuries, 

take photos, start skin injury reports and wound charts for the RN to 

complete when they are available, monitor these areas when attending to 

personal care, report any changes to the RN, attend to two hourly pressure 

165 Schmidt, DHB11717-11718 at [124]-[128] 
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area care and reposition the resident to prevent further breakdown of the 

area or to prevent further new areas from occurring;  

b. physical restraints - care staff apply these restraints, document the time 

when the restraint is put on and taken off and document whether the 

intervention is working; 

c. weight loss – care staff weigh the resident and re-weigh them if directed 

by the RN, feed them and encourage them to eat if required, restrict and 

monitor their fluid intake if the resident is on fluid restriction, and care staff 

and Team Leaders can do referrals to dietitians and speech pathologists via 

email if the RN is busy provided we copy in the RNs;  

d. falls - care staff find the resident on the floor, alert the RN, complete 

observations on them every 15 minutes, start a falls incident report for the 

RN to complete, make a referral to the physiotherapist to have the resident’s 

mobility assessed, assist them to get up from the position they fell in, remove 

or clean any environmental factors or hazards that contributed to the fall, 

implement any fall prevention strategies and attend to a urinalysis to rule 

out any other issues for the fall. Team Leaders can also email the doctor to 

inform them that the resident fell; 

e. major injuries – care staff manage all of the Activities of Daily Living for 

residents with major injuries, document their progress and report any 

changes to the RN; and  

 

f. medication management – Team Leaders deal with all medication 

administration except for S8s, start medication incident reports for the RNs 

to complete and report to the RN any findings and can email the pharmacy 

for reorders or to report unpacked medications.  
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In my experience, the increased reporting requirements trickles down to the care 

staff, even though the RNs are the ones completing the final reports.166 

233. This effect is compounded by the changing needs of residents, as set out above. 

Dr Kurrle in particular observed the linkage between the significant increase in 

residents with complex health care needs and the increased level of skilled work 

required of personal care workers in particular: 

‘…there is an increase in residents with complex health needs. These commonly 

include diabetes which requires regular monitoring of blood sugar levels through 

testing, attention to diet, appropriate use of medication particularly insulin 

injections, and awareness of symptoms and signs of very low or very high blood 

sugar levels. Whilst RNs might be available it is usually the personal care workers 

who are responsible for performing the blood sugar level testing and recording, and 

who monitor for symptoms. Hypertension is also common and may require regular 

measurements of blood pressure. Chronic heart failure patients may need to be 

weighed daily, and patients with lung disease require monitoring of their oxygen 

saturation levels.’167 

Home Care 

234. As set out above under the heading for Residential Care, the Stakeholders 

Statement recognises the diminution in the numbers of registered and enrolled 

nurses within aged care, and the consequent increased burden that places on care 

workers to perform additional types of work, and to do so without immediate 

nursing supervision. 

235. The evidence before the Commission supports the conclusion that home care 

workers are now performing work that hitherto was performed by nursing staff, 

166 Currie, CB11696 at [67]-[68] 
167 Kurrle, DHB3751 
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such as District Nursing staff; for example, medication prompts, administration 

of eye drops, and showering clients with head or neck injuries.168 

236. The use of the description “medication prompts” for that work should not 

obscure its significance, nor the burden of responsibility associated with 

performing that sort of work.  As set out above, the median number of 

medications prescribed for HCP clients within one year of entering home care 

was nine; identical to that of older people entering residential care.  The 

immediate task of ensuring each of the nine medications is the correct medication 

at the correct dose requires focus, concentration and some considerable time.  The 

task also involves a significant burden of responsibility; the consequences of a 

mistake are potentially graver for a frailer population.   ‘Polypharmacy’ (usually 

defined as use of five or more medications) involves the risk of adverse 

medication interactions and the corresponding need for surveillance of the client 

to ensure that there is no such adverse reaction. 

237. High levels of focus are required to be maintained when providing medication 

prompts.  Ms Evans described how laborious that task can be when there are 

multiple medications and the presence of generic brands.169  The presence of 

interpretive aids does not change the level of concentration or responsibility 

required to perform the work, given the potential consequences for a frail client 

of a mistake in their medication.     

238. The Commission heard, from amongst the lay witnesses in residential care, 

evidence from Judith Clarke about an incident where, due to two residents 

having the same name, and an unplanned interruption to the medication process, 

that a resident was given the incorrect medication.  Ms Clarke’s evidence about 

her immediate panic, and profound mortification at having done so170 (even in 

168 Vincent, DHB 12962 [33], 12973 [66(nn)], 12979 [118] 
169 Evans DHB 12850, [38(ee)] 
170 Clarke XXN, PN12067 
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very mitigating circumstances) speaks to the stakes involved in performing that 

work and the burden of responsibility it entails.  

239. That diminution in nursing numbers is further exacerbated by staffing shortages, 

which are endemic in the industry. As the Stakeholder Statement has it: 

Labour turnover and the use of lower hours, part-time, casual and agency staff in 

home and residential care results in longer-serving and permanent staff having 

more responsibility for continuity of care. These staff then need to mentor new 

starters and irregularly employed employees as well. Casual and agency staff face 

the added pressure of dealing with changing settings and consumers. 

240. Each of the home care co-ordinators, Lorri Seifert and Peter Doherty gave 

evidence about the difficulties involved in attracting and retaining care staff into 

home care roles.  For Mr Doherty, who works on the North Coast of New South 

Wales, low wages made it difficult to attract people to the roles.  For a workforce 

who rely on their own vehicles to perform their work, the increase in petrol prices 

added to the difficulty in getting enough workers to take on shifts171.   

241. Ms Seifert’s team, which covers the South Coast of New South Wales, had 

dropped from 28 carers to 17 as she had been unable to replace carers when they 

left.  She was receiving less applicants for advertised positions, and had even had 

people refusing job offers on the spot.  In the three months before making her 

statement, three candidates had refused positions because the money was too 

low.172    

 

 

 

 

 

171 Doherty RXN, PN6347 
172 Seifert DHB 12515-12516, [127] – [130] 
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Changes to care work including introduction of structured care plans, person centred 

care and focus on relationships with residents/consumers 

Residential Aged Care 

242. The regulatory changes discussed above have been directed, in substance, at 

increasing quality of care by moving to person-centered models of care. The 

changes to the nature themselves are complex. Per Dr Meagher: 

‘…contemporary models of care reject the ‘institutionalisation’ of older people that 

require them to conform to the norms and routines of a hospital-like institution. 

Instead, models of care informed by older people’s perspective increasingly 

emphasise that care should be person-centred, that is, adapted to the needs of each 

individual older person, and that person-centred care is grounded in caring 

relationships in aged care settings…173 

243. Dr Meagher’s evidence continued with a detailed explanation as to how ‘ideals 

of person- and relationship-centered care’ are now fully integrated in the 

regulatory framework and encouraged to further development by the Royal 

Commission’s recommendations, and how this impacted on the nature of the job, 

the skills required of aged care workers and the inherent value of the work. 

244. All the aged care standards have requirements related to consultation, 

documentation, and organisational supports. All standards specify in detail high 

expectations of the workforce, across the full range of care, support, 

administrative and organisational governance activities and roles. These address 

the extensive range of skills, attitudes, personal qualities, dispositions, values and 

knowledge workers in aged care are expected to have, and the actions, 

interactions and collaborations they are expected to engage in as they work. Staff 

are expected to be compassionate, knowledgeable and competent; they are 

expected to be 'responsive, inclusive and sensitive' to people from diverse 

backgrounds and special needs groups. They are expected to engage sensitively 

173 Meagher, DHB3134 
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and professionally with the families of older people they care for, including 

engaging them in care planning according to the older person's wishes. They are 

expected to contribute to making aged care facilities welcoming to families and 

friends, and to connect older people to their communities. They are expected to 

have a working knowledge of, and be able to describe how, the standards are met 

in their workplace and to recognise and respond if the standards are not met. 174 

245. As a matter of common sense, care work that requires tailor-made approaches to 

each individual is more complex than a one-size-fits all approach, as one might 

see in a hospital round. The change in regulatory standards reflects a change in 

community standards; both have led to a significant increase in expected service 

delivery. As Dr Meagher put it: 

Fourth, prevailing regulatory and community standards have increased 

expectations of the character and quality of residential aged care. Responsibility for 

realising increased expectations falls to the staff of residential facilities, who are 

required to care for and support older people in ways that respond to their 

individual needs, goals and preferences, and promote their emotional, spiritual and 

psychological well-being in all aspects of their work. To provide person-centred and 

relationship-based care, a task-oriented approach to aged care work is not 

appropriate. Instead, residential care staff need to get to know each older person as 

an individual, and be enabled with the skills, knowledge and work environment 

necessary to provide care that meets each person's specific needs. 175 

246. The lay witnesses explained the sensitivity and ‘soft skills’ required as a result. 

Mark Castieau, a chef, said: 

‘St Vincent’s has also increased its emphasis on allowing residents to exercise 

choice and be treated as individuals. They call it ‘patient centred care’. To adhere 

to this, I have to try as hard as possible to meet the wants and needs of the residents. 

174 Meagher, DHB4616 
175 Meagher, DHB4619 
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This increases the workload for me, as I have to accommodate for everyone and be 

more flexible and creative.’176 

247. In cross-examination he explained the way in which he might receive resident 

requests: 

PN1135: If they want to know what's for dessert, they'll come and ask 

You?---Whatever, yes.  Or they're going out or they want me to do 

something special for them or whatever, or they're having a guest, 

all sorts of things.  Sometimes they just want to come up and have 

a chat. 

248. Darren Kent, also a chef, set out in detail the effect of the standards and how it 

had changed his work: 

Some of the ways that the Standards affect my work include:  

 

Standard 1 - Consumer dignity and choice 

The effect of this Standard is that residents are entitled to expect more choices in 

their menu. When I started at the Aranda Facility, menus were smaller and more 

basic. Now, there is a requirement to offer a wider variety of more complex meals, 

including for snacks, morning tea and afternoon tea. Residents expect more "home 

style" cooking and so more meals are cooked inhouse, rather than being purchased 

and brought into the facility.  The effect of this is that more skills are needed to cook 

the dishes on offer to the residents, and as Head Chef I need to make sure my team 

and I have the skills to deliver that.  

 

Standard 2 - Ongoing assessment and planning with consumers  

Residents now have a greater say in the menus offered to them.  At the Calwell 

Facility, menus must be approved by residents. This involves meeting the residents 

to discuss and negotiate proposed meal plans for their approval.  

176 Castieau,DHB10256, [95] 
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Standard 6 - Feedback and complaints  

There is a greater focus on treating feedback and complaints from residents 

seriously. When I receive a complaint from a resident or their family, I need to act 

on the complaint and be able to show that it has been dealt with. The action I take 

in response to a complaint could be changing the menu or providing a new or 

additional meal option for the resident. There is a complaints process in place with 

forms for residents or families to provide feedback or raise issues with the food. I 

acknowledge any complaints received and take action to try to resolve the 

complaint and satisfy the resident. Also, it is not simply a matter of waiting to see 

if you get a complaint. When I supervise meal service I actively walk around to 

talk to residents and ask for their feedback about the food. This is very different to 

when I first started working in aged care. Back then, feedback was not really sought 

or given. If feedback was given, it was unlikely that it would be actioned in a 

meaningful way.177 

249. Personal Care Worker Pamela Little described both the nature of the personal 

interactions involved, and the manner in which it can bleed into a worker’s 

personal life and time: 

A large part of my role is to effectively engage with residents to ensure they feel 

valued and respected. It is difficult to be constantly upbeat and 'on', especially 

during times of stress. Since Uniting has moved to a 'household model of care' all 

staff are required to embrace a person-centred approach to resident care. We are 

required to seek out opportunities, whether planned or spontaneous, to enhance 

resident wellbeing and create meaningful opportunities to engage with residents. 

For example, I started offering a 30-minute complimentary service for residents 

every week to get their jewellery cleaned. When the residents engage in this activity 

they share the backstory behind their most beloved piece of jewellery. If a staff 

member spends time to create a connection with resident this is entered as a 

177 Kent, DHB11890-11891 at [107] 

4485



progress note in Uniting's clinical management system. For example, I would 

write "residents came to me and shared the backstory of their jewellery'. I also do a 

lot for residents that is not in my job description as we treat the residents as if they 

are our aunties, uncles and/or grandparents and try to make every day special for 

them. For example, on my day off, I have gone shopping on behalf of a resident for 

an item they required, for example, a glass neck lanyard. Care Workers have also 

been known to purchase Easter eggs for residents to give to their grandchildren on 

their days off. There also used to be a resident who was 104 years old and I had 

known her for 7 years. This resident broke her necklace so I offered to take it to the 

jewellers for her outside of my working hours to get it fixed. 178 

250. Alison Curry, Team Leader, further explained the impact: 

The shift to person-centred care has had a major impact on the way we structure 

our shift. We have increased our quality of care to be more person-centred to 

accommodate the resident’s choice. Whenever a resident wants to do something, we 

are expected to be there to provide assistance to them. We are to treat them as if they 

are effectively in their own home and making their own decisions about when they 

want to do something.  

For example, if a resident’s care plan states that they prefer to shower in the 

morning but on a particular day they say they want to shower after lunch, we then 

have to change our schedule to make this happen. We have to remember to come 

back to that resident and find time in our day to make sure they are showered at a 

different time to when we had set aside time for this task. This means we have to 

use time management skills and be easily adaptable to residents’ needs and wants. 

We need to be adaptable, able to prioritise and also manage resident’s expectations. 

This requires strong interpersonal and communication skills.  

In my experience, the shift to person-centred care has been difficult as we have poor 

staff to resident ratios and residents have become increasingly demanding. This has 

178 Little, DHB11848 at [49]-[50] 
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become more difficult during the pandemic, as I have noticed residents becoming 

more demanding as they feel isolated and their mental health is declining. In my 

observation, staff do their best to give quality care under pressure.179 

251. Lindy Twyford, Regional Food Services and Dining Manager, gave an example 

of the kind of engagement that person-centered care requires: 

One Christmas Day when I was working, I spotted a longer-term resident, “Jack”, 

sitting on his bed in the morning. He was all dressed up for the day in his suit. I 

wished him a Merry Christmas and asked him if he would be joining us for the day. 

He told me his family would be there soon to collect him. I walked past him again 

at morning tea, still sitting on his bed. I asked him if he wanted a plate of food or a 

cuppa bought to him. He told me no thank you as his family would be there any 

minute. I came back past at lunch time and he was still there. I told him I would 

make him a plate of the food the other residents had enjoyed. He again declined the 

offer and told me he did not want to ruin his appetite before his family’s Christmas 

lunch. 

 

When my shift was finishing at dinner time and I was walking through the facility, 

I saw that Jack was still sitting on his bed, dressed up in his suit. His family had 

never come to pick him up for Christmas lunch. Along with the other staff who were 

finishing their shift for the day, we told him his family had been caught up and they 

were sorry they could not make it. It was not true as we had not heard from the 

family; we just could not bear to break it to him. We put on those silly Christmas 

hats and made up a plate of dinner for Jack. We all stayed behind to give him 

Christmas. That little bit of our time was all it took to make his day. The staff really 

care; it is the kind of thing they will do for these dears. I still cry thinking about 

Jack.180 

179 Curry, DHB 11698 at [71]-[73] 
180 Twyford, LT-1 
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252. These interactions may look simple on the outside; that ease comes from deep 

skill. It is important not to underestimate the complexity of what is happening. 

Josephine Peacock, a Volunteer Coordinator, describes what is really happening 

when an outsider might just see a bingo game: 

One of the greatest challenges in my work, and the work of RAOs and DTs, is to 

provide meaningful person-centred and relationship-based care through activities. 

It is sophisticated and complex work.  I will use the game of Bingo as an example 

to highlight the complexity involved: 

a. Firstly, the RAO or OT will have already assessed each resident to 

establish whether bingo is an activity of interest, they will also have 

assessed what type of bingo (e.g., picture/music/number) they may be 

interested in.  

b. They will check/assess for any specific physical/psychological 

requirements (e.g., are they vision impaired, and do they require large print 

cards? What font? Do they need to be away from the window to avoid 

glare? Are they hearing impaired? Do they need to sit directly in front of 

the caller? Do they need their hearing aid switched over to the loop system? 

Do they have anxiety? Do they need a volunteer to sit with them for 

reassurance?).  

c. The game needs to be facilitated in a way that takes into account resident 

ability and acuity. If run for frailer residents it may need to be called more 

slowly and/or the numbers repeated, if run for higher functioning residents 

then it may be called faster or the games might more complex (e.g. 

racecourse, top line, four corners configurations) to challenge the player.  

d. In a dementia care home, consideration must be given to what is the best 

time to run the game? When are the residents most cognitively aware or 

alert?  

e. The length of the game will need to be adjusted as concentration levels 

vary. What suits the residents best on one day may not necessarily work 
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the same the next day the game is run. Staff must always be in-tune with 

what is going on with each resident on a day-to-day, hour-to-hour basis. 

f. Bingo prizes need to be carefully considered - what is suitable for one 

resident may not be suitable for another (e.g., chocolate may not be suitable 

for a resident with diabetes, if the resident has dementia the staff member 

will need to be aware and alert so that that person gets a chocolate suitable 

for a diabetic).  

g. Staff have to be aware of all individual needs, likes, preferences and 

dietary requirements. 

253. Anita Field, a part-time laundry hand and part-time chef, also explained the meal 

planning processes that she undertakes, balancing her knowledge of the 

residents’ particular preferences against their dietary needs and the limits of the 

set menu.181 Similarly, she explained how as a laundry hand she would do each 

resident’s personal laundry separately, according to their particular preferences 

for garment care, which necessarily adds to her workload: 

Each resident's washing needs to be done separately and I try to cater for each 

resident's needs… 

 

One particular resident, [redacted], wants her clothes to be washed and folded in a 

certain way. She doesn't want anyone else to wash her clothes, which means I end 

up with more bags. 

 

 [Redacted] wants her clothes to be washed at a particular temperature, which 

means that I have to add cold water to the washing machine manually when it is 

getting re-filled so there is more cold than hot water. 

 

181 Field, DHB12337 at [29] 
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The reason that she wants me to do it is because that's how she wants it done. We 

need to think a bit more about the needs of residents because they're old people and 

they don't need more anxiety.  

 

I also do the washing for [redacted] in House 3. The way she was getting her undies 

and bras washed was wrecking the straps. I encouraged her to give them to me so 

that I could hand wash them. Once they've been washed, I put them in the dryer 

for ten to fifteen minutes and then bring them to her. [redacted] relies on me to do 

that and doesn't ask anyone else to do it. I don't mind. I like to be of assistance to 

residents.182 

254. Similarly, Sandra O’Donnell, a Laundry Assistant, explained: 

58. Some residents have certain clothes (normally their special clothes) that they 

like to have ironed, and so I have to find time for ironing as well. Sometimes a 

resident will make a specific request that an item be ironed, but otherwise I 

generally know what clothes each resident likes to have ironed.  

59. I iron the residents’ clothes differently to how I would iron them for myself, 

because they have different preferences to me. For example, the residents generally 

like their pants to be ironed with a vertical crease down the front of their trousers, 

and some men like their good shirts to be ironed with the pleat down the back. Most 

of the residents also like their clothes to be ironed with spray starch. I make sure to 

do all these things when ironing the residents’ clothes.183 

255. Kevin Mills, a Gardener, set out his interactions with residents and the care he 

provides as follows: 

Residents are allocated a patch of garden. They will often, when they first move in, 

want to take sole responsibility for their patch of garden. Over time, a resident’s 

health usually deteriorates and they will need more and more support with the care 

of their garden.  

182 Field, DHB12338 at [28] 
183 O’Donnell, DHB11651 [58]-[59] 
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It is necessary in those circumstances to work directly with the resident. I need to 

gain an understanding of what their vision is for their garden and work out how to 

implement what they want in a way that is user friendly for them and meets their 

aesthetic preferences. To do this I need to take into account their mobility and 

ability.  

 

For those residents who want to be involved, it is important that I support their 

involvement and support their agency in making the decisions about their garden. 

This can have many challenges, but I hope to maintain a situation where residents 

feel engaged with their garden, proud of how it looks and how it reflects their 

individuality. To the greatest extent possible I want to ensure that they are actively 

engaged with the garden's design and upkeep. 

 

I interact and engage with residents directly and frequently every day. This is 

encouraged by Warrigal as Warrigal has a resident focussed philosophy. After 

receiving an e-Property request that relates to a residence, I attend the resident's 

property and discuss with them what they require. I answer their questions and we 

come to an agreement as to what needs to be done and how it will be done. Different 

residents will want to have different levels of engagement with how things are to 

be done and I need to be alert to that and accommodate that.  

 

Some residents want to actively help in the gardening work. I have to supervise 

them closely, making sure of their safety. This can be quite challenging at times 

especially as some residents have symptoms of dementia. I make efforts to involve 

residents to the greatest extent possible.184 

256. It has also driven a shift in the manner in which aged care services are structured, 

notably via a move to Homemaker models of care, where residents live in home-

184 Mills, CB11997-11998 at [20]-[24] 
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like settings, with significantly greater levels of flexibility and choice. The key 

features of this model are: 

a. Small scale, up to 15 residents; 

b. Independent access to the outdoors; 

c. Continuity of assigned staff; and 

d. Meals cooked within the living units, with resident assistance in preparation 

and service.185 

257. By way of illustration, as Virginia Ellis, a Homemaker employed by Uniting Aged 

Care, put it: 

‘As a Homemaker, I am expected to provide complete care to residents – not just 

their physical wellbeing but also their mental and emotional needs. Our lists of 

duties is just really, really long because I am effectively the head of the Household 

and ultimately responsible for all aspects of the daily lives of residents.’186 

‘Getting to know the residents [in the Dementia ward] and what triggered them 

allowed me to tailor all of my interactions to each person and adopt new 

approaches…we just come up with a new strategy for each person. We just can’t 

agitate them or force them to do what they don’t want to do.’187  

258. This increases, in particular, the work of direct care workers assigned to these 

structures, who have duties that would traditionally be performed by ancillary 

staff absorbed into their role (as well as the duties that would historically have 

been performed by a nurse or allied health professional).  

 

 

185 Meagher, DHB4618 
186 Ellis, DHB10071 at[61] and [118] 
187 Ellis, DHB10080 at[35]-[37] 
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259. Fiona Gauci, described this broader range of responsibilities under the 

Household Model of Care as follows: 

Under the household model of care, CSEs are responsible for a broader range of 

services than they were before the new model was introduced including:   

(a) providing resident care according to a resident’s care plans, including 

catering, cleaning, laundry, individual resident activities;  

(b) assisting residents where needed to help them maintain independent 

living;  

(c) preparing and delivering snacks to residents in between meal times; and 

Uniting engages a meal delivery service which provides only single 

serving meals for breakfast, lunch and dinner. If a resident gets 

hungry between meals times, the CSE is responsible for preparing 

and delivering basic meals to the residents, for example, a piece of 

toast.  

(d) providing any other care as directed by the nurse.  

In order to provide these expanded services CSEs have had to take on additional 

duties and learn new skills.188 

260. Additionally, the higher level of regulation has in a practical sense increased both 

the amount and complexity of the associated reporting and compliance tasks, 

including: 

a. the need to comply with ACFI accreditation and increasing involvement in 

staff in the assessment process: Lay Witness Report at [321]-[330]; 

b. higher observation and documenting responsibilities, including audits of 

every aspect of the work: Lay Witness Report at [337]-[356]; and 

188 Gauci, DHB11965-11966, at [15]-[16] 

4493



c. the use and maintenance of care plans for individual residents: Lay Witness 

report at [357]-[371]. 

261. Virginia Ellis described the role that PCWs play in respect of the ACFI 

requirements: 

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

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

new resident joins the home or if their health declines. This is as the home will get 

additional funding if their health declines. Essentially, when someone is on an 

ACFI PCWS must apply an extra level of observation and charting. We have to do 

ACFI charts, observe, track and document their nutrition and diet, their mobility, 

their toileting and continence reporting, their personal care, behavioural notes, 

sleep assessments and daily progress notes. In order to do this to the level required 

by the Government we need to be very observant, know what to look for and what 

is important to report, and ensure we have enough detail 

….  

138. I am expected to complete different audits each month. This includes food 

audits, general experience audits and call buzzer audits. The audits I’m required to 

do and the return date for those audits are given to me in a folder with my name on 

it.189 

262. The increasing reliance on care plans in particular due to the increasing use of 

highly variable individual care plans, which are constructed and altered based 

189 Ellis, DHB11545 at [137]- [139] 

137. When I started, I would rarely do audits. I did them sometimes in the 

Dementia Ward. It’s now a significant part of the Homemaker role. I might have 

audits from Jackie Belford, Clinical Care Manager, which need to be completed by 

a certain due date.  
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on the changing nature of the resident’s needs.190 Paul Jones provided an 

overview of this process, and the role of direct care workers in it: 

When a resident is first admitted, I am involved in assisting to create the resident’s 

care plan. A care plan is a formal document that each resident has which records 

how they are to be looked after, and their care needs. I do this by monitoring and 

documenting their toileting, mobility capabilities, medications they require and 

their behavioural issues and dietary needs. It is crucial to make sure that the care 

plan is up to date to ensure they are properly looked after, whilst they are at our 

facility.  

A Registered Nurse will put together the proposed care plan in the first instance in 

consultation with the resident’s family, but then it is the job of a care services 

employee such as myself, to monitor it constantly to make sure it is up to date. It is 

sometimes difficult to assess the caring needs of a resident in these early days of 

their stay with us, especially, if they have difficulty communicating. This can be 

because of dementia or other severe physical ailments. Accordingly, in order to get 

a sense of what their needs might be, often I am required to engage with them on a 

subtler level, including observing their body language, non-verbal signs such as 

grimacing and groaning, as well observing physical changes in their bodies.  

A Registered Nurse (RN) will provide us with a briefing on the care plan when the 

resident is first admitted to our care. This briefing will include a description of the 

diagnosis in question and what their main health concerns might be. I have come 

to learn what each diagnosis is likely to mean for each resident’s health care needs, 

but everyone is different. The severity of each resident’s condition varies greatly. 

There is no one size-fits-all approach to any diagnosis. For example, if a resident 

has been diagnosed with dysphagia (difficulty swallowing), which is a common 

diagnosis, the extent to which that individual might be able to swallow different 

foods will only become apparent at meal time. It is part of my role to monitor this 

190 Jones, DHB12317 - 12318 at [12] - [16] 
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closely, and make sure the care plan accurately reflects what the resident can and 

cannot eat by themselves.  

Care plans vary immensely and are very tailored to each individual resident’s 

needs. For example, at the moment I am looking after a resident who is from the 

Philippines. She has some distinct cultural needs, which are documented in her care 

plan, that you might not expect. For example, to make her feel comfortable and 

ensure she is receiving sufficient nutrition, part of her care plan is that she needs 

to be fed some rice with whatever meal is being served that evening. Also, she 

collects a lot of ‘things’. You might say she is a bit of a hoarder. I think it is because 

she has grown up suffering financial hardship and is used to trying to make the 

best use out of everything. This information is in her care plan because it has 

consequences for the care we need to provide. For example, because she has so many 

things in her room, I need to constantly make sure there are no trip hazards in her 

room. I have had to slowly encourage her family to take things home with them to 

free up space in her room.  

Dementia is an increasingly common diagnosis in residential aged care. We have a 

specialised dementia ward at our facility which I am often rostered on to work at. 

Through my role as a Care Services Employee, I have come to learn that dementia 

does not impact any two residents in the same way. The only way I am able to assess 

whether a care plan is up to date, or accurately reflects a resident’s health care 

needs, is by carefully observing a resident’s behaviour, what triggers their 

behaviour and any changes that may arise over time. 

263. This has also had an impact on the nature of the work performed, in particular, 

by direct care workers. As professional nursing workers have been redirected 

into an additional focus on documentary requirements, the consequent increase 

in their workload has led to a flow-on increase in the level and complexity of care 

work performed by PCWs. Mr Sadler gave the following evidence in cross 

examination: 
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PN121311: In paragraph 41 you refer to RNs being diverted from direct care 

into the completion of assessments for ACFI purposes.  Do you see 

that?---I do. 

PN12312: In the second sentence of that paragraph you indicate that while 

this has affected both registered nurses and care workers, it 

particularly impacted RN workloads.  Is the workload you're 

talking about there the completion of documentation associated 

with the assessment processes?---That's right.  It's undertaking the 

assessments themselves.  In some instances the assessments will 

require a monitoring for a defined period using a particular tool in 

order to comply with the ACFI requirements.  And then overall 

there would be a set of assessments that are required to be completed 

against each of the 10 domains for ACFI. 

PN12313:  So far as the effect of that process on care workers, it may be perhaps 

no doubt particularly for re-assessments that care workers might be 

consulted about changes in a resident's behaviour or condition or 

the like?---That's correct. 

PN12314: But is principally what you're referring to in that respect that this 

is one aspect at least of the matters affecting the registered nurse 

time which has resulted in registered nurses providing less direct 

care themselves; correct?---Correct. 

PN12315: And the consequent effect upon care workers of performing more 

direct care work and doing so without at least as direct as 

supervision as may have been the case in the past?---Well, certainly 

the first part of your statement I would agree with.  The impact on 

availability for supervision, yes, I think wherever possible we've 

tried as aged care providers to maintain direct supervision lines to 

the staff, the care staff, but obviously if the registered nurse time is 

being taken up by the assessment and the associated paperwork and 
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documentation then that will reduce the time that is available for 

the supervision work. 

Home Care 

264. The introduction of a Consumer Directed Care model, whilst directed to 

improving the care provided to clients, and empowering clients to play an active 

role in tailoring the care they receive to their particular needs, inevitably imposes 

a great burden on care staff. 

265. One aspect of the added burden results from the fact that under their package 

arrangements clients are charged for time spent in administering their packages.  

This discourages clients from making calls of requesting visits from service co-

ordinators – instead, they ask the care worker to explain how the system 

operates.191  The evidence of Jenna Wood above, about needing to keep abreast of 

changes to the MyAgedCare system to field client enquiries, illustrates that trend.   

266. For some home care providers, CDC increases documentation requirements.192   

267. The CDC model also increases the autonomy of the care worker to respond to 

client requests for changes, with an expectation that they be prepared to agree to 

requests for changes “within reason”.  As a consequence, care workers must 

either: agree to the variation, including whatever additional burden is associated 

with the request, or engage in a process of negotiating with the client, or softening 

the blow of the disappointment.  The need to manage expectations in that manner 

is a major challenge for care workers, and requires both a high level of judgment 

(including the need to weigh the client’s needs, the care plan, any employer 

policy, their own schedule for the day, and their appetite for managing the 

disappointment of a vulnerable, or perhaps demanding client) and a high level 

of interpersonal skills.193  

191 Meagher Supplementary, DHB 4716 
192 Meagher Supplementary, DHB 4717 
193 ibid 
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268. In Dr Meagher’s supplementary report she notes that one of the unrecognized 

skills utilized by care workers within a framework of wellness and reablement is 

that of carefully assessing the progress of clients in rebuilding their capacity, so 

as to maintain and develop their existing capacity, without under-supporting the 

client or taking over from them.194   

269. Dr Meagher’s description aptly summarises the approach of Teresa Heenan, who 

described the domestic assistance she provided for a client that involved teaching 

him how to make his own porridge and encouraging him to help her wash the 

dishes.  Ms Heenan described how she had to, herself, resist the temptation to 

simply race in and do the work herself to get it done more quickly, because the 

inclusion of the client in the kitchen work empowered him to maintain his 

independence, and had given him pride in his housekeeping skills.  It was an 

approach that involved both a significant commitment by her to the process over 

a long time, and a far greater level of skill than that involved in the mere 

performance of the domestic work.195  Ms Wood also described the significance 

for a client of maintaining their agency, by taking them shopping, so that they 

could participate in the choice of products.196 

270. As Dr Meagher observes, and as exemplified in the above example, in some 

instances the principles of reablement may conflict with the principle of 

consumer direction and control, and/or the wishes of family members.  Many of 

the carer witnesses, including Ms Wagner197 and Ms Wood198 discussed that 

conflict using the phrase “the Dignity of Risk”, that is, the importance of 

respecting the right of the client to be able to make decisions which involve a level 

of risk to them.  For example, Catherine Evans had a 92 year old client who had 

194 Meagher Supplementary, DHB 4717 
195 Heenan, DHB12884-12885 [68] – [79] 
196 Wood, DHB 12406 [120] 
197 Wagner, DHB 12731 [34] 
198 Wood, DHB 12407 [121] 
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always chopped her own wood, and who was distressed when her children told 

her to stop after she had a fall.  She had a discussion with the client about the 

risks, but ultimately supported the client’s choice to continue chopping her wood, 

whilst encouraging her to take care of her surroundings while doing so.199  

271. Home care work isn’t just domestic cleaning, or driving, or shopping.  It isn’t a 

necessary feature of the performance of those tasks, that an ethical framework be 

brought to bear about the way in which that work is performed.  Their 

performance for a vulnerable older person as part of a package of aged care 

services under a framework that centres their wellness, capacity and autonomy 

transforms the tasks entirely.  A consideration of simply the physical elements of 

the tasks misses entirely what is really involved, and the true value, of the work. 

Dealing with complex and difficult behaviour and skills involved 

Residential Aged Care 

272. Dementia and other mental health conditions in aged care residents can lead to 

what is somewhat euphemistically described as ‘difficult behaviours’ directed 

toward staff. The increase in aged care residents who have these conditions 

increases the exposure to behaviours of this kind: more bluntly, the risk of being 

assaulted at work and having to respond in a manner that prioritises the dignity 

and safety of the person engaging in the assault. 

273. The prevalence of behaviour of this kind is set out in the first report of Dr Eagar, 

reporting on her use of the Neuropsychiatric Inventory – Nursing Home version 

to evaluate behaviours and mental health symptoms of residents.  

 

 

 

 

199 Evans, DHB 12855 [61] 
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274. The finding is summarized at Table 10: 

 

 

 

 

 

 

 

 

275. Notably, the category of ‘agitation’ included periods where the resident refused 

to accept help, or was otherwise noisy or disruptive. The level of disruptiveness 

of residents, and its direct impact on staff, was also assessed, with over a third of 

residents assessed as having behaviours with direct occupational disruption for 

staff, including 15% assessed as highly disruptive.200 

276. The skills involved were set out by Donna Kelly, an extended care assistant: 

There is much more physical and mental abuse and more care required for dementia 

residents. Our workplace also offers extra training in relation to workplace issues 

via a training module accessed through the intranet.  

 

The people who go into aged care think that it is all nice old ladies and cups of tea. 

40% are lovely old women and men. The other residents can be horrible. It is not 

their fault but it is hard to deal with mentally. But as a professional, it is my job to 

grin and bear it, not to take it personally and try to overcome any feelings of 

emotions I may be feeling at the time when I am being abused.  

 

200 First Report of Eagar, DHB4765 
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We have to be careful not to invade a resident’s space and always be on a cautious 

level of awareness. When I am dealing with someone with a behavioural issue, I put 

my arm in front so I can easily block an attack. Simultaneously I am trying to 

deescalate the situation.  

 

There can be times when a resident becomes physically aggressive. It depends on 

the moods of the residents. This can happen weekly. They could normally be quite 

a nice person but, unfortunately, due to their condition they can have behavioural 

issues.  

 

The emotional abuse is harder, which happens every day. One resident calls us a 

“fucking idiot” every day. As a carer, I have to do a job that is safe for them and 

safe for me. I have to remain calm and try and defuse a situation but sometimes I 

tell them that a procedure is just not safe for me. They will get upset and make a 

complaint.201 

277. The figures and this description of process, however, do not fully illuminate the 

nature of the interactions, and how difficult these difficult behaviours can be for 

staff to experience and manage. 

278. Judith Clarke, a personal care worker employed by BaptistCare, gave an 

evocative example in cross-examination of both the nature of the kind of incident 

and the challenges it presents in performing already complex work: 

PN12067… I made a huge error with a medication one night and I've never run 

so fast.  I didn't even think about the phone, I just ran out of the 

ward.  We had a couple of ladies who had the same name, two 

Marian Greens, we'll say. 

PN12068 Right?---Who were in the same ward, next to each other, and I had 

a resident who was trying to beat me over the back of the head with 

201 Kelly, DHB11871-11872 at [33]-[37] 

4502



something and I had poured the Epilim into the cups.  One had - I 

can't even - 14 mil and the other one had 5 mil and I put them back 

into their little drawers - they've got their own specific little 

drawers in the med trolley - and closed the drawers and calmed Ellie 

down, got her sitting and watching TV for five minutes, and I went 

back to the drawer and I picked them up and, as I picked them up, 

Ellie came back at me again, so I put them back down, but I put 

them into the wrong pigeon hole. 

PN12067  Yes?---Because she was really beating me with her shoe at that 

point, so when I've calmed everything down and got back to the 

Epilim, I just automatically put it on a table like in my right and 

left hand, and I stepped back, and as I stepped back I thought, shit, 

that's the wrong one, so I've told them both to spit it out, because 

then I got confused whether it was the wrong one or the right 

one.  And then one of the other nurses popped in and I said I've got 

to find the RN, and I just took off, and I was crying and calling for 

the RN to the facility, the main facility, and she came back over and 

she said, you know, did you clean the mess up, and I said yes, and 

she said show me the tissues, and I showed her the tissues and she 

said, well no one's got anything, they're fine, calm down.  But I 

took myself off meds at that point.  I said no more, I'm not doing 

this any more; if I can make that stupid mistake I can't do this, I 

can't be responsible.  So I went in to the boss and said that's it, I'm 

done, and he said no, you're not, get back out there, back on the 

horse, away you go; you're good at what you do, this is the first 

time you've made an error in 12 years, I think you're fine.  But I 

then got so slow, because I was questioning myself, that I took 

two weeks' holiday.  When I came back I was fine again and I never 

made another med error after that, but it was the 'what ifs', you 

know, I was imagining the what ifs. 
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279. Dianne Mary Power, an AIN, shared the following: 

PN9566: Thank you.  Then, finally, you were asked about procedures if you 

found yourself in an unsafe situation and you were asked whether 

you had ever had cause to remove yourself and you said that you 

had.  Could you explain the circumstances where you felt unsafe 

and felt you needed to remove yourself from harm?---You know, 

we've got a nice six foot one, six foot two, gentleman with dementia 

that decided that he wasn't going to stay in his room or do whatever 

he needed to do in the bathroom, and tried to physically assault me, 

you know, because he didn't want me to do his cares or didn't want 

me to take him out of the bathroom.  Anyway, he sort of blocked the 

doorway and I felt very, very – I thought, mate, I'm in trouble 

here.  So I had to quickly, you know, ring the assistant's bell and 

just make sure I kept out of his way until, you know, the girls got 

to me.  So and, I mean, I've had one chap that was just really, just 

completely lost it and threw a chair through a window and we had 

to call the police and it was pretty scary. 

280. Sarah O’Donnell, a Laundry Assistant at Thomas Eccles Gardens, said: 

PN6664     Okay.  Have you ever found yourself in a situation where you were 

unsafe?---Yes. 

PN6665     You have?---A couple of times I've been, you know, pushed up 

against the door or, you know, put into a little alcove and I can't 

get out because they've got me blocked in, so I have to wait for 

someone to come. 

PN6666     How did you handle that?---Not much you can do.  You just stand 

there and wait for someone to come. 
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281. Mr Basciuk, a maintenance worker, described the risk of violence from residents 

as such a core part of the job it forms part of the job hazard analysis when 

completing routine maintenance tasks: 

PN14178: If you know that a resident may have a particular - with that 

particular resident - I will rephrase that.  Would that then be 

included on your job hazard analysis that the resident has in the 

past been a frequent hitter?---If there was a job in that resident's 

room, yes, it would, and it's been brought up with the maintenance 

manager and it's been in consultation with the maintenance 

manager and the RNs that whenever we go into this resident's 

room, we're to have a second person, normally a carer, just so we 

can get in, get the work done and then get out so as not to agitate 

them any more than needed. 

282. He gave an example of a particular incident: 

In my experience, some of the residents can be aggressive and unpredictable. For 

example, in or around November 2021 I was fixing up one of the external doors and 

installing a new swipe card system. I had roped off the area with bollards and a tape 

boundary because I was drilling into metal (as part of the Job Hazard Analysis). 

Residents often walk around without shoes on so I had to prevent metal shards 

going into residents' feet. When I was finishing up the job, I was vacuuming up 

the metal shards and a resident moved the safety boundary I had established and 

entered the work area. She began thrusting her walker into my back aggressively. I 

yelled out to the Enrolled Nurse for help. I had a sore back afterwards. I was alarmed 

as it hurt.202 

283. Lynette Flegg, a Senior Administration Officer, gave the following account, 

describing a dementia patient who had grabbed her and sharply bent her wrist 

back: 

202 Basciuk, DHB12995 at [44] 
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PN5942  Was it just off-putting? —It was a bit off-putting but I wouldn't 

have said that I was worried about them breaking my wrist or 

anything like that. It was just they grabbed it and I wasn't able to 

easily pull away, but they did eventually let go on their own. But 

there have been cases of – only recently we had a case of not being 

able to leave the office area because one of the residents was behind 

the door throwing a chair around. So, you know, we have a lot of 

incidents.  

 

PN5943  Where were you when that happened?—I was in the office.  

 

PN5944  And were you safe?—We were safe. We were behind a door, but if 

you went out the door you wouldn't have been safe at all.  

 

PN5945  You wouldn't have done that?—No. Not with him throwing chairs 

around, no.  

 

PN5946  Who came to resolve that problem?—One of the lifestyle staff is 

very good with the residents that way. He eventually calmed him 

down. It did take a little while, but one of the lifestyle staff did 

eventually calm him down. 

 

284. It is worth noting that these witnesses, like every other witness who spoke about 

these events, were almost entirely nonchalant about the experiences, although 

recognizing when asked that they were frightening and distressing experiences. 

These are, for these workers, routine events. That said, they are obviously 

challenging. As Donna Kelly, a highly experienced PWC, put it: 

 

4506



The people who go into aged care think that it is all nice old ladies and cups of tea. 

40% are lovely old women and men. The other residents can be horrible. It is not 

their fault but it is hard to deal with mentally. But as a professional, it is my job to 

grin and bear it, not to take it personally and try to overcome any feelings of 

emotions I may be feeling at the time when I am being abused.203 

285. Managing behaviour like this at all, let alone with the care, consideration and tact 

that aged care workers require, involves an incredible application of 

interpersonal and observational skills. It emphasizes the difference between this 

work and – for example – a metal trades worker in a factory environment. There 

is no indication that this has ever been factored into the wage rates for aged care 

workers and indeed, for reasons set out below it is more likely than not it has 

never been recognized. 

Home Care 

286. Home care workers face are required to frequently manage complex and difficult 

behaviours and circumstances.  They must do so on their own, without even the 

reassurance that is offered by operating within an institution, in proximity to 

other workers or other persons who could render assistance if required.  Those 

behaviours are commonly exhibited by clients with dementia or related 

conditions, as to which the Commission heard numerous examples in the 

evidence of the lay witnesses, and several are related above in respect of 

residential care.  Those examples are of universal relevance in considering the 

difficulties associated with any aged care work.   

287. Home care workers are also, and increasingly, required to deal with behaviours 

associated with dementia which involve violence.204  Many of the home care 

witnesses gave accounts of dealing with aggressive and/or physically violent 

203 Kelly, DHB11871 at [31]-[34] 
204 Such as a client with a history of pulling knives on his carers – Evans, DHB 12851 [43[ 
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behaviour by clients associated with dementia or brain injury205, including 

confronting sexualized, or just plain insulting, behaviour.206   

288. Additionally, dementia or related conditions may give rise to behaviors which 

are more benign, but nonetheless require considerable skill and patience to 

manage.  In Julie Kupke’s work as a carer, one client’s dementia means she must 

spend an hour supervising him having breakfast, watching as the client wanders 

off repeatedly for cigarettes, and making repeated attempts to encourage the 

client to get back onto the task of getting nourished.  The same client becomes 

quite fixed on sitting in the car listening to music on the radio for forty-five 

minutes at a time every time they park, rendering a trip to the shops to put in a 

lottery ticket a very lengthy exercise indeed.207  In a world of severely attenuated 

attention spans the amount of patience required to deal with that client is all but 

inconceivable.      

289. Other examples are far more troubling.  For example, Ms Payton described a 

situation where a client who was a recovered alcoholic was suffering anxiety and 

was “overwrought”, partly because of the heat that day, and partly because she 

had been triggered by attending an online Alcoholics Anonymous meeting.  The 

client confided in Ms Payton that she felt herself at risk of having a drink and 

asked Ms Payton to remove anything with alcohol in it from the house, including 

hand sanitisers.  Ms Payton did so, and then remained with the client until she 

was settled and comfortable, beyond the scheduled period of the appointment, 

before she left for the evening.208 

290. As compelling and tragic as the incident was, its import in the present application 

is lost if the Commission only has regard to the events that occurred at the time.  

Undoubtedly the responsibility of dealing with clients in desperate circumstances 

205 Phillips DHB 12643 [26] - [27]; Purdon DHB12718-12719 [48]-[50] 
206 Evans, DHB 12852 [47] – [48] 
207 Kupke, DHB 12913 [41]ff 
208 Payton XXN, DHB3814, PN6468-6469 
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of the type suffered by Ms Payton’s client imposes a heavy emotional burden on 

a carer, and that burden should be the subject of focus in an assessment of the 

value of the work. 

291. However, it is also instructive to contemplate all of the previous interactions 

between Ms Payton and the client, and all of the observations the client had made 

of Ms Payton, that resulted in the client being willing to repose such a high level 

of trust in her.  The client’s disclosure of her condition and her fears, and her 

request for help, speak of a confidence that Ms Payton would respond without 

judgment, would help solve the problem, and would do so sympathetically.  Ms 

Payton, confronted with that situation, retained her composure, responded 

sensibly and supportively, and remained well beyond the end of her allocated 

time, with perhaps some risk that the additional time would ultimately not be 

paid.  She personally took on the responsibility for ensuring the well-being of the 

client in that situation.   

292. Ms Wood (who, as is mentioned elsewhere, opted not to take on a role providing 

personal care) also described a cleaning shift she performed where a client 

disclosed details of appalling abuse suffered by her during her childhood.  

Although Ms Wood has been trained not to take on clients’ issues as her own, 

hearing such disclosures would no doubt be vicariously traumatic and 

troubling.209  Again, the fact of the disclosure speaks to the centrality and 

significance of Ms Wood in the client’s life, despite, as the tenor of the cross-

examination appeared to suggest, being someone who just did domestic 

assistance.  Somewhere between the various loads of laundry, meal preparations 

and shopping excursions, Ms Wood had established a level of trust which led the 

client to be willing to disclose what troubled her.  

293. Ms Sedgman gave two examples of having to deal with violence from her clients.  

In the first, a client with a history of PTSD started assaulting a registered nurse 

209 Wood DHB 12403, [104]-[106] 
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attending for a review.  Because Ms Sedgman had a long relationship with the 

client she inserted herself between the two and gave the nurse an opportunity to 

get out of the way of the harm.210  Ms Sedgman also related another instance 

where the son of a client started screaming and yelling at her and she had to leave 

the house.211 

294. Another example of problematic client behaviour was provided by Ms Wagner.  

When attending a new client to provide personal care, she encountered the 

following: 

…It was a personal care situation, and it was a new client, and a new client to the 

workplace as well, so they didn't know much about the client. He was very restless 

before the personal care, and during the showering he asked me to wash his beard 

and his hair, which he could actually do himself, and then he proceeded to 

masturbate and slammed the door and pushed me out of the way.  

Yes? Now he was not trying to engage me, but he was using me to stimulate 

himself, and so I didn't know what more he might do, you know, so if I addressed 

him or if I told him it wasn't appropriate. So I just de-escalated and behaved as 

though he was doing what he wanted to do and it had nothing to do with me, 

staying polite to him and finishing the personal care, leaving and then reporting.212  

295. The presence of mind displayed by Ms Wagner in confronting circumstances 

cannot be overstated213.   As Ms Wagner explained214, there was a risk that her 

response could anger or trigger the client.  Counter-intuitively, it was necessary, 

in order to ensure her own safety, that Ms Wagner not respond in a panicked 

manner, as just about anyone else in the world would do.   

210 Sedgman, XXN DHB 3708, PN5225,  
211 Sedgman, XXN DHB 3708-3709, PN5232-5233 
212 Wagner, RXN, DHB 4123 PN 10357-10358 
213  

  
214 Wagner, RXN, DHB 4123 PN 10355 
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296. Based on the evidence, the Commission would conclude that inescapably, and 

not least because of the increasing numbers of clients with dementia and related 

conditions, home care workers inevitably, during the course of their work, have 

to deal with threats and violence, and not as mere isolated incidents.  Ms Seifert 

gave evidence that in her role as a co-ordinator, she received calls from carers 

reporting a panoply of issues, including abuse, feeling stressed and needing to 

debrief.215    

297. It was a consistent refrain in the cross-examination of the home care workers that 

they had been trained that if they felt under threat in any way they were to 

remove themselves from the home.  That refrain fails to appreciate the difficulties 

that may be presented in executing an exit strategy in a domestic residence216, and 

the judgment and skills required to be exercised to ensure the home care worker 

is able to leave safely, whilst at the same time not placing the client at risk.  

298. It also fails to acknowledge the impact of always needing to be alive to such risk.  

Ms Wood described how she remains conscious of that risk at all times, parking 

her vehicle facing in the direction in which she will leave, and carrying her keys 

with her even in her work basket, in case she needs to leave in a hurry.217  

299. For many workers the problematic behaviour of clients presents as an insult in 

the face of the conscientious care they provide.  Many workers gave evidence of 

having clients turn against them.  In Ms Wood’s case, she provided domestic 

assistance to a 91 year old woman who was diagnosed with schizophrenia and 

became increasingly paranoid, accusing her, for example, of stealing the good 

broom and replacing it with another one.218   

215 Seifert, DHB12509 [82] 
216 Such as when Catherine Evans’ had an alcoholic client who became aggressive with 

her, and her shift involved working in the kitchen to which there was a single door in and 

out – Evans DHB 12852 [45] – [46] 
217 Wood XXN, DHB 3738, PN5615ff 
218 Wood, DHB12408, [131]-[132] 
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300. Ms Wood has also had to provide “domestic assistance” to clients with hoarding 

behaviours; deal with neglected animals, animal faeces and extreme unsanitary 

conditions.219 Home carers are not simply providing a travelling maid service to 

well-groomed older persons in well-kept suburban homes.  Indeed, Ms Wood 

recently caught scabies at a client’s home.220  

301. It is no coincidence that workers in the industry are older on average than the 

Australian workforce, nor that many of the workers who gave evidence to the 

Commission were women and men with many years of experience in other roles 

where they had been required to deal with people in difficult circumstances. Mr 

Purdon, for example, came into the industry with a background in credit control 

and debt collection221.  Home care workers must be both sensitive and astute in 

their assessment of human behavior; and it takes considerable maturity to deal 

with the challenges involved in the work.   

Nature of environment in which work is performed including time pressures, dirty work 

and physically demanding work 

Residential Aged Care 

302. Residential aged care work is performed in a highly unusual and challenging 

environment, in that it is in effect a combination of a medical facility and a 

person’s home. This presents the following challenges, increasing the skill 

involved in performing the work: 

a. the presence of a persistent risk of violence from residents, as set out above; 

b. an ongoing need to be actively alert to the presence of risks to others i.e. the 

residents, some of which cannot be avoided (e.g. falls), and to manage the 

consequence; 

219 Wood, DHB 12399 [78] – [81]; see also Purdon DHB 3900, PN7618ff 
220 Wood, 12411, [150]ff 
221 Purdon XXN, RXN, DHB3896 – PN7566, DHB3901 - PN 7626 
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c. an ongoing need for emotional labour in addition to the course of performing 

one’s routine duties, due to the need to engage with residents at their 

initiative; 

d. regular manual handling, with and without the use of mechanical aids, of 

both equipment and people; 

e. a limited ability to delineate between work and break time, due to the 

fundamentally uncontrollable timing of resident needs; 

f. various physical hazards in and outside of resident rooms; 

g. consistent noise and disruption to routine, with in particular direct care 

workers being effectively on call; and 

h. ongoing and routine exposure to human body waste and other effluvia, and 

a higher than normal workplace risk of infection and disease exposure; the 

work can only be described as classically dirty work. 

303. The physical demands of the work in particular are easy to understate (and have 

been so understated by ABI, at least in respect of direct care workers). 

Kitchenhands, maintenance workers and laundry workers share the same 

exposure to heavy lifting as persons performing these trades in a non-aged care 

environment, with the added challenges of doing so in awkward conditions and 

with regard to aged care residents. 

304. Virginia Ellis described the physical nature of the job in short form: 

Working as a carer or a Homemaker is very physically demanding. We are 

constantly lifting and bending to move clients. Sometimes this will take two of us. 

This happens many times a day as we move clients out of bed, shower them and 

toilet them. The physical nature of the job has become more obvious as our residents 

become frailer as we have to assist them more physically.222 

222 Ellis, DHB 11546 at [149] 

4513



305. HSU official Lauren Hutchins gave evidence about her observations of members’ 

experiences: 

Throughout my time working with members employed in residential aged care, the 

most striking feature of their working conditions, is how physically exhausting the 

work is. People are constantly running for the entire shift they are rostered on for. 

At the end of their shifts, not only are they physically exhausted, but they are 

emotionally exhausted from the realisation that despite all their efforts, they were 

not able to spend as much time with the residents as they would have liked to. I am 

often told by HSU residential aged care members about the overwhelming sense of 

sadness that they carry, day in and day out, from not being able to do all the work 

they want to do with the residents despite their dedication and best efforts. 223 

306. It is of course the case that much of the heavy lifting is done with mechanical 

aides – these are as much, if not more, about the patient’s comfort and safety than 

assisting the worker. An example can be found in Donna Kelly’s evidence, 

describing the process of lifting a resident from a bed to a chair: 

We use the mechanics of the bed to sit him up in bed in an upright position to 

position the sling for the ceiling hoist. We have to use a celling hoist to get him out 

of bed. This machine is an electronic device that uses a strap to attach to the ceiling 

runner, I attach that using a pole and hook. We position the sling behind his back, 

which consists of a belt like apparatus, two straps that position under his arms and 

secures across the chest and also two leg straps, which go under and around his 

legs. We then lower the hoist to a safe position and secure the four straps to the 

machine. We place his princess chair in position and then, using the hoist and the 

remote, lift him off the bed, over the chair and lower him on to it. Even with the 

hoist it is quite physically demanding and there are three residents like that who 

need this type of assistance. This man weighs 90-95 kgs, and the ceiling hoist takes 

223 Hutchins, DHB8778-8779 at [38] 
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the weight but he feels like 120kgs because he has no muscle mass, and so is close 

to a dead weight. 224 

307. Anita Field, a Laundry Hand, describes her daily work: 

I work alone in the laundry. I (and my colleagues) have told my manager that we 

need two people on a shift to get the work done but they won't give an extra person 

to us and they're now cutting half an hour from our shifts. My day as a Laundry 

Hand usually looks like the following:  

 

a. I arrive to work at 7:00am to a dedicated laundry area, which has three 

washing machines, three dryers and an ironing board, even though we 

don't do the ironing anymore.  

 

b. Usually the washing bags from the night before for Houses 4 and 5 are 

there waiting to be done when I arrive at work. The residents of Houses 4 

and 5 are very incontinent, so the bags are usually contaminated with poo 

and wee…. 

 

n. The bags are usually more than 30 kgs, so there is a lot of heavy lifting 

involved.  

 

o. Once I've taken the bags to the laundry, I take the clothes out of the bags 

and put them into the washing machine. I have to remove the woollen 

garments from there and check for things like pads, hearing aids and glasses 

(as these often end up in the wash).  

 

p. I also have to make decisions on how to wash the laundry depending on 

what is on them and what condition they are in. The types of things that 

you might find on the laundry is blood, saliva, poo, wee and vomit. 

224 Kelly, DHB11868 at [21](v)-(aa). 
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Sometimes the staff members who work in the Houses don't have time to 

throw faeces in the toilet so the solids stay bundled up in the sheets.  

 

q. I remove any solids before soaking or washing the laundry. I have to 

change the amount of chemicals for a heavy wash while making sure that I 

don't overfill it with bleach.  

 

r. I then usually use bleach powder for serious stains and then soak these in 

hot water. I have to decide what temperature to soak at and how much 

bleach will whiten the fabric without compromising its integrity.225 

308. There was a line of cross examination explored by ABI from time to time which 

appeared to pursue the line of thinking, commonly found in blue-collar work 

value cases, that mechanical aides assist the worker by making the task easier, 

and thus somehow reduce the inherent value of the work (or the appropriate 

remuneration). See, for example, of Bridget Payton (a home care worker): 

PN6447:  Let's start with - let's start with paragraph 14 you say: 

 Assistive equipment like wheelchairs can increase the physical 

demands on the work as I'm required to push clients around and 

assist clients with transfers in and out. 

PN6449: It's not the case, is it, that the work would be easier if they didn't 

have a wheelchair?---No, no, it's not, no. 

and later, re Teresa Heenan (also a home care worker): 

PN8010: At paragraph 8 you refer to when a client is in a wheelchair there 

are still physical demands on the worker, and that is greater – 

worker that are greater than a client who does not have a 

wheelchair?---Correct. 

225 Field, DHB12336-12337 at [27]-[28] 
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PN8011: Would it be fair to say that for clients that need wheelchairs, so they 

have mobility issues, the wheelchair does help with moving them 

around?---Yes.  Of course it does, yes. 

PN8012: I'm not meaning to be rude by that question.  I mean if there was 

no wheelchair there'd be very much increased difficulty in moving 

a person with that level of immobility?---Yes. 

309. The patience with which these questions were answered speaks to the high level 

of emotional and interpersonal skill these workers possess, and their ability to 

deploy it under stressful circumstances.  

310. Of course, the proposition put by ABI that a wheelchair makes it easier to move 

an immobile, frail aged care resident rather than doing so without such assistance 

can be accepted.  It is not in dispute that it is of course easier to move a resident 

in this manner than doing so without this assistance. The point is, that if there 

were no such assistance, the workers would not be performing the task.  The 

presence of the equipment makes it possible for a client who would otherwise be 

moved a great deal less, to be moved more often.  It is also a ridiculous way to 

approach the question here, or to consider this work generally. The point, as the 

evidence plainly shows, is that the job involves significant degrees of manual 

handling – with significantly higher stakes than, for example, using a motorized 

handtrolley to move paint around a factory. 

311. It is also a work environment in which, unlike most other workplaces, witnessing 

and dealing with death is a part of the job. Indeed, on one view the entire role is 

about supporting an individual toward a good death – via, through relationship-

centered models of care, forming personal connections with them. 

Unsurprisingly, as the Lay Witness Report observes at [500], this has a significant 

effect on staff. Ms Hutchins again summarised the experience of members: 

The work of aged care workers is incredibly emotionally challenging. One member, 

described to me the process involved in preparing a deceased resident’s body for the 

family to come and view. She described the process of putting the resident in their 
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favourite clothes, moisturising their face and hands, and putting a rolled-up flannel 

underneath the resident’s chin to stop their mouth from falling open. The member 

described to me how they would also spray the resident’s perfume in the room to 

disguise any unpleasant smells. The compassion, and respect that is required of 

someone performing these tasks, is incredibly valuable. It is not a job everyone can 

do.  These are skills the member had learnt throughout the course of their time in 

the sector. However, unlike a mortician or a funeral director, members who deal 

with residents after they have passed, have usually known the resident for a 

reasonable period of time, and have developed a relationship with them. HSU 

members have told me that when some residents pass, it can be like a friend has 

passed. It is inevitable that the residents that our members in aged care are looking 

after will pass away. There is no way of avoiding that reality. It is a fundamental 

part of their job. The emotional toll this has on workers cannot be underestimated.226 

312. It is also a work environment in which, unlike most other workplaces, witnessing 

and dealing with death is a part of the job. Unsurprisingly, as the Lay Witness 

Report observes at [500], this has a significant effect on staff. The nature of person-

based care requires personal connection; grief almost inevitably follows. Aged 

care workers are required to both experience this, and manage it personally, as 

part of their job. Again, it rather demonstrates the difficulties involved in directly 

comparing work of this kind to, for example, construction labour. 

313. The lay witness evidence in this respect is illuminated by the eight views 

conducted by the Commission, which demonstrated that the above features are 

uniform across the various models, and ownership types, of aged care. They are 

inherent to the nature of the job, and navigating them while performing the 

underlying tasks – from care work to laundry to maintenance – requires 

significant additional skill. This is particularly acute in indirect care, explaining 

226 Hutchins, DHB8779 at [39] 
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why it is indeed appropriate that an electrician working in aged care is 

performing work of a higher value than an electrician in a non-caring industry. 

314. Finally, the workplace is one which involves a particularly high risk of exposure 

to COVID-19, and a corresponding need to increase infection control measures, 

manage cases when they do occur, and minimize transmission in and out of the 

workplace.  

315. The impact of the pandemic, both in the short term and on an ongoing basis, 

should not be understated. It caused a ‘significant upheaval and cost to aged care 

providers’227 through increased regulatory requirements including reporting 

regimes, access controls and infection prevention standards: all tasks which 

ultimately devolve to staff. The additional training discussed above demonstrates 

that the pandemic required direct and indirect care staff to both improve their 

existing skills and learn new skills, to address the ‘new normal’. 

316. Performing work whilst wearing PPE requires an additional level of skill. This is 

particularly the case, given wearing masks and face shields, makes it difficult for 

workers to effectively communicate with residents. 

317. IRT, a participating employer not apparently represented by ABI which operates 

57 aged care facilities in NSW, Canberra and QLD and employs 2600 care 

workers, set out the effect succinctly: 

The COVID-19 pandemic has required employees to become proficient in strict 

infection control procedures on a level not experienced previously, including the 

wearing of additional PPE and the management of COVID-19 exposures and 

outbreaks. Employees have also been required to provide additional social support 

for isolating residents.  

 

227 Aged Care Financing Authority 2021 Report, DHC931. 
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The increased complexity mentioned above is not limited to personal care workers, 

it is equality relevant to those providing food, laundry and cleaning services, as 

well as those providing administrative support.228 

318. This was confirmed by Dr Kurrle, who in her report set out both the increased 

emphasis on infection prevention and control, and the corresponding increase in 

skills and knowledge required of care workers ‘such as understanding basic infection 

prevention methods and knowing how to use and dispose of personal protective 

equipment’.229 

319. The increased complexity created by the reality of these workplaces as being 

COVID-19 vulnerable goes beyond these skills, however. HSU Official Lauren 

Hutchins summarised the impact of COVID-19 on the HSU’s members: 

I became aware through my regular conferences with members that COVID 

presented significant challenges, particularly in respect of allowing residents to 

communicate with their families. Isolation from residents’ families meant that HSU 

members carried the increased responsibility of satisfying the emotional and social 

needs of the residents. Members told me about the increased levels of depression 

they observed in residents who were unable to leave their facilities. Members told 

me of the emotional toll it had on them supporting residents throughout the 

lockdown periods of COVID, which in aged care were months long.  

As a result of COVID, aged care workers were required to change the way they 

undertook activities. All activities needed to be held inside facilities as there were 

no outings allowed, nor were non-essential people allowed inside. Activities needed 

to be COVID safe, that is socially distanced, and materials sanitised.  

Members were also required to learn new technologies, for example, zoom to assist 

with communication between residents and their families. There is a particular 

example that stands out in my mind from late last year. I was with a particular 

228 Submission by IRT, DHB1118 at [11]-[12] 
229 Kurrle, DHB5234 at (q) 
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member, around Christmas time who told me that she was going to go into work, 

despite the fact that she was not rostered on, so that one of her residents could speak 

to a loved one in London via zoom.230 

320. Lindy Twyford, the Dining and Food Services Manager at RBFI, set out in her 

reply statement the impact of COVID-19 on her and her colleagues, noting: 

a. the extreme additional stress it imposed, further exacerbating the staff 

shortages faced by aged care; and 

b. the increased PPE requirements for all staff: ‘it is now normal to wear goggles, 

hats, masks and gloves…staff have had to be resilient and have had to learn 

how to cook in hot kitchens while wearing PPE’231. 

321. COVID-19 has additionally changed the social and emotional landscape of the 

workplace, including requiring staff to ensure residents to comply with 

restrictions (as to what activities are available or who can visit and when) that 

they may not understand, and to deal with increasing levels of stress from 

families. 

322. Fundamentally, the pandemic itself has led to an increase in the complexity of the 

work performed by aged care workers, and has exposed areas where continuous 

improvement is required. It would be a mistake to consider the impact of COVID-

19 as transitory. At the very least the lessons learned and practice improvements, 

in particular in respect of infection control, will remain part of the industry on a 

permanent basis; hence the Royal Commission’s recommendation, as part of its 

supplementary report into the impact of COVID-19: 

All residential aged care homes should have one or more trained infection control 

officers as a condition of accreditation. The training requirements for these officers 

should be set by the aged care advisory body. 

230 Hutchins, DHB8786 at [72]-[74] 
231 Twyford, DHB9166 at [14] 
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323. The participating employers do not appear to challenge this proposition, noting 

for example Mr Sewell’s evidence: 

PN12900: Would you also agree, is it also the case that from your experience 

at Warrigal at least that the pandemic has taught lessons in relation 

to infection control procedures generally in aged care, outside of 

COVID specifically?---Yes, all our staff are now required to be 

infection control aware and follow the expertise of the infection 

control  advisors. 

PN12901: Those are lessons which you, Warrigal at least, would wish to 

incorporate into the general provision of aged care services going 

forward, irrespective of what happens with COVID in coming 

years?---I think, yes, definitely. 

Home Care 

324. There are numerous features of home care work which are necessary to 

acknowledge in order to assign its proper value. 

325. First, particularly for the workers providing “direct care” (at the Levels 1 to 3 roles, 

and to some extent the Level 4 roles), it is incredibly physically demanding work.  

The physical demands of the work are compounded by the fact that it is performed 

across a range of different physical environments during the course of the day the 

vast bulk of which were not initially designed to accommodate the tasks involved in 

aged care, as have residential aged care premises.  It is possible to use home care 

funds to carry out home modifications, but the incidence of those modifications is 

rare. 232 It is unclear whether those modifications, and such other assistive technology 

as is available make the overall burden of the work easier for the care worker, or 

whether they simply facilitate frailer and more dependent clients remaining in their 

232 Evans Supplementary, DHB 12871 [7] -[8];  
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homes for longer.233  On the whole the work in home care is carried out without the 

benefit of the assistive equipment that is available in a residential setting 

326. Workers perform a variety of tasks in which they have to provide support for the 

body of the client.234  They assist clients with bathing, combining the strength and 

agility required to provide physical support through planned transitions between 

different surfaces, at the same time as employing the sensitivity necessary to perform 

the intimate care of those from a different generation.     

327. Workers are required to perform tasks that are simply awkward or cause strain 

because they are dealing with an environment over which they don’t have control.235  

They face the risk of injury from repetitive physical tasks236 like vacuuming, 

particularly given they rely on clients’ own equipment, which can vary in quality.237   

328. The work of home care workers is frequently dirty; they may be required to deal with 

domestic and food waste, tidy squalor, clean up human and animal faeces, assist with 

toileting.  Workers may be required to apply haemorrhoid cream to an unwilling 

client238 or remove the dentures from a client’s mouth239, although hopefully not in 

that order.  

329. Most workers have training in Infection Prevention and Control, and are required to 

employ those protocols in the performance of their work.  COVID-19 drastically 

sharpened the need for, and methods of, application of those protocols, as discussed 

above in respect of the residential setting.  For home care workers pandemic 

protocols also required that they employ a screening process at the start of each client 

interaction to identify any risk of transmission.   

233 Heenan Supplementary, DHB 12904 [8] – [9] 
234 Payton DHB 12933ff [49]-[51], [54], [56], [60]-[62], [70].  Ms Payton gave evidence (at [70]]) that she 

had a particular gym routine directed to maintaining her strength for dealing with a particular client. 
235 Wood, XXN DHB 3737, PN5609 – Ms Wood has to make a single bed which has been placed against 

the wall, causing strain to her lower back 
236 Wagner, DHB12728-12729 [21]-[23] 
237 Wood DHB 12412 [156], Wagner [95].  
238 Kupke, DHB 12913 [43] 
239 Evans DHB 12847 [38(k)] 
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330. Home care workers are vulnerable to exposure to COVID-19 in the course of their 

work and have an additional regulatory burden as a consequence of the pandemic.  

But they also bear an additional burden as a consequence of the isolation and anxiety 

suffered by their clients.  

331. Home care work involves extreme intimacy; many would find it confronting to deal 

with the naked bodies of clients in their declining years.  

332. For the workers providing the direct care and support to clients, it is a fundamental 

feature of the work that they move from home to home several times over the course 

of the day, operating within strict time limits to perform the work required of them 

with their clients and then to get to the next location in time for the next appointment. 

333. Ms Sedgman, who works on the Tweed Coast, and provides services to a mix of home 

care and Department of Veterans’ Affairs clients, set out what a typical Friday 

involves for her, namely: 

a. arriving at her first client, a 95 year old woman, at 7.00am at a location 12 

kilometres from home.  Ms Sedgman gives her a medication prompt and 

prepares her breakfast; 

b. arriving at her second client (in the same town as the first), a woman in her 

90s, by 7.30am, where she has 25 minutes to assist her with a shower; 

c. arriving to her third client (also in the same town), a 102 year old woman, for 

an 8.00am welfare check appointment;  

d. driving 6 kilometres to her fourth client for an 8.30am appointment, in which 

she has 40 minutes to give the client breakfast and a medication prompt, does 

the dishes whilst he showers, then assists him to dry himself and dress, before 

completing a folder entry about the appointment; 

e. driving to the next appointment which starts at 9.30am, which is a 15 minute 

welfare check; 

f. driving 7 kilometres/10 minutes to the next appointment (fifth client) which 

commences at 10.00am for a 25 minute appointment in which she provides 
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the client with a shower, assist her to dress, and makes an entry into the 

folder; 

g. driving nearby for another 25 minute appointment commencing at 10.30am, 

in which she checks the (sixth) client’s welfare, gives her coffee and some 

food, and makes any notes required; 

h. driving another 7 kilometres/10 minutes to the next appointment which 

commences at 11.15am for a 15 minute welfare check (7th client); 

i. possibly having a 10 minute tea break;  

j. driving another 5 kilometres to the next appointment which commences at 

11.45am for a 25 minute shower and dressing (8th client); 

k. driving another 10 kilometres/15 minute for a 12.30pm appointment for 25 

minutes for a shower or assistance with dishes or laundry (9th client); 

l. driving another 10 kilometres/15 minutes for a 2.5 hour social support and 

community access appointment commencing at 1.15pm (10th client). 

334. There are several observations to be made about that workday: 

a. First, in the organisation of Ms Sedgman’s time, there is no ‘fat’; the allowance 

made for every aspect of the work, including travel, planning and transition 

time has been trimmed to the bone.  When, for example, one considers the 

time it ordinarily takes adults or adolescents (who are not suffering any 

frailty, loss of function or other deficit) to shower, dress and breakfast in the 

morning, or the time it can take to get off a phone call with someone who is 

determined to talk, it is apparent that Ms Sedgman is required to be incredibly 

efficient and disciplined in the performance of her work; 

b. Second, because she is required to do different things for different clients in 

different environments over the course of the day she (and of course other 

home care workers who have similar schedules) would need to have a clear 

plan in each case about the order and manner in which she will perform the 

required tasks.  Given the limited time in each case, she would have to 

maintain a high degree of focus throughout each appointment to ensure her 
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plan was implemented.  A similar level of focus would be required to be 

maintained whilst driving to her next appointment in the limited time, no 

doubt whilst at the same time planning her approach to the range of tasks 

required to be performed at that appointment, or the strategies she would 

need to employ to deal with any challenges at the appointment; 

c. Third, Ms Sedgman has to deal with a number of clients, changing rapidly 

from one to the next, and is presumably called upon with each appointment 

to bring to mind her knowledge of the client and to apply that knowledge to 

her observations or and management of the client, and to modulate her 

approach and style accordingly; 

d. Fourth, Ms Sedgman is required to change gear rapidly, transitioning from 

what must be hectic drives from one location to the next, or a busy sequence 

of tasks, to employing the patience required to assist clients with physical 

deficits and communicate with clients with cognitive deficits. 

335. Ms Sedgman’s schedule was entirely typical for the home care workers, many of 

whom described similar patterns of work. 

336. The difficulty of maintaining that sort of schedule over the course of a day was 

encapsulated by Ms Vincent, who said: 

We also have to be incredibly time savvy – we have to try to stick to our times with 

clients as best we can so as not to throw the whole day out. This is easier said than 

done. Clients and their families regularly ask for more and more things to be done, and 

it can be difficult for some Home Support Workers to say no. Sometimes we have 

dementia clients, for example, who we’re only given half an hour with – if they’re 

having a bad day and feeling uncooperative or moving slow, it can be difficult to 

complete the service within the time allocated and sometimes we go beyond the 

appointment time as a result. We’re given very short windows between clients too, 

which only adds to the time pressures we face in the community.240  

337. Ms Seifert, a Co-ordinator, encapsulated the vicissitudes of the work as follows: 

240 Vincent, DHB 12965-12966 [55] 
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155. However with IRT, there are frequent changes to the roster. In home care workers 

can have a lot of things happen in their day that may not be expected – for example, 

traffic problems, vehicle issues, phone issues, customer issues. As they work in the 

community, they do not work in a regulated work environment. Aged home care 

workers deal with customers’ mental health issues, family issues that may arise in a 

client’s home, or even a dog or an unsafe area. It is not as straightforward as going in 

and completing the cleaning or providing the personal care.241 

338. Mr Doherty also listed the mundane, yet apparently endless list of factors that can 

cause difficulties in the performance of the work: biting dogs, difficult road access to 

a property, stairs that are difficult to negotiate, the level of the bed, bathrooms too 

small to fit both the client and care worker.242   

339. Constant changes to the work environment throughout the course of the day, and 

then between visits mean that home care workers, as Lillian Grogan described it,  

…do get involved in risk assessments in that we are risk assessing every time we go 

into someone's house because it changes from one visit to the next.  So it is our 

responsibility to always report back anything that's changed within that household or 

within that dwelling, within that person's conditions or whatever.  So I would say 

we're very involved in risk assessing because we do it every day.243 

340. The challenges of the physical environment are obviously considerably greater for 

home care workers compared with workers in residential facilities, where 

environments are more likely to be uniform and incorporate design adapted to the 

care of the elderly.   

341. A further feature of the work is that the workers’ office, workzone, desk and 

lunchroom is the driver’s seat of their own car.  A vehicle is a necessary tool of the 

trade for home care workers.  Unlike many other types of workers, they have no 

241 Seifert, DHB12518 [155] 
242 Doherty XXN, DHB 3781, PN6083-PN6086 
243 Grogan XXN DHB 4197, 11301; Ms Evans also described the challenge of a constantly changing work 

environment in her evidence at Evans DHB 12851 [41] 
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separate facility in which to take a break, chat with work colleagues to download 

about their experiences, keep a drink cold, make a hot beverage or heat up a meal. 

342. Necessarily, and particularly as a consequence of the Consumer Directed Care 

model, many home care workers perform their work at earlier or later hours 

(coinciding with meal times or showering times), often in shorter shifts, or in broken 

shifts.  Those patterns of work were considered by the Commission in the 4 Yearly 

Review in its decision in [2021] FWCFB 2383. 

343. Home care workers are frequently required to deal with the death of their clients in 

circumstances where they have limited access to support. 

344. For example, Ms Vincent described a client who weighed more than 100 kilograms 

who stopped breathing while she was on the toilet.  She was directed by the 

ambulance dispatcher to get the client onto the floor to perform CPR, but was unable 

to do so.  The client ultimately died.244  It is not at all difficult to imagine how 

distressing it would be to be in Ms Vincent’s situation and incapable of doing 

anything to assist the client. 

345. On another occasion, Ms Vincent was caring for a client in palliative care.  When 

dressing the client for bed, it became clear to Ms Vincent that the client was at the 

end of her life. She called in the other carer and the woman’s daughter.  The carer 

panicked and ran out of the house and the daughter became hysterical, with Ms 

Vincent left to hold and comfort the client as she died.245  

346. Mr Purdon also related an occasion when a client receiving palliative care was unable 

to regulate his body temperature after a shower.  Mr Purdon remained with the 

client, wrapping him in blankets and sitting him in front of the fire as they waited for 

an ambulance, which didn’t arrive until 3 or 4 calls had been placed.  The client died, 

and his death haunted Mr Purdon for some time afterwards.246  

244 Vincent, DHB 12977 [82] 
245 Vincent, DHB 12977 [83]-[87] 
246 Purdon DHB 12721 [67] – [71] 
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347. Where the HSU makes reference to the social utility or the social value of the work of 

aged care workers, it refers, to the care exemplified by Ms Vincent and Mr Purdon, 

in those examples.  

348. The deaths of clients inevitably have an emotional impact, and often a profound 

emotional impact, on carers whose role requires them to be person centred and 

focussed on the client.  The connection with the client which is necessary to ensure 

the care they receive is valuable and meaningful to their circumstances renders the 

carer vulnerable to a sense of bereavement and distress at the passing of the client.  

Care workers often deal with clients whose loneliness and isolation render them 

dependent on their carers for more than simply domestic assistance, transport or a 

shower.247   

349. Ms Phillips described her sense of loss and distress at the passing of a client who she 

used to take out for Chinese meals, and whose body remained unclaimed at the 

morgue for some time after her death.  The death of that client affected Ms Phillips 

deeply, and made her realise, the importance of caring for clients the way I would like to 

be cared for or as if they were family. 248   

350. Home care workers don’t just deal with the death of their clients; they work every 

day with the apprehension of death.  They have to deal with the ever-present 

prospect of arriving at an appointment to find their client has passed away, or failing 

to get a response from the client when they arrive, and fearing the worst.  Each of 

those scenarios involves a great deal of stress and trauma for the workers involved, 

including the co-ordinator dealing with the matter remotely.249 

351. A further feature of the work performed by home care direct care workers is that it 

is work that is ordinarily carried out alone.  That means that the workers must 

exercise high levels of responsibility and judgment without access to the 

companionship, assistance of support that work colleagues may provide. 

247 Phillips DHB 12643 [28] 
248 Phillips DHB 12643-12644, [29] – [31] 
249 Doherty, DHB 12432-12433 [98] – [102] 
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352. It was a theme of the cross-examination of the workers that whenever home care 

workers encountered an issue out of the ordinary that they could simply call through 

to their employer for direction.  In circumstances where many appointments are 15, 

25, or 30 minutes, there are limited periods between scheduled appointments, and 

the issues about which guidance are sought may be sensitive ones which should not 

be discussed in the hearing of the client, it is obvious that home care workers won’t 

always have someone at the end of the line immediately available to provide 

guidance250, nor that mere guidance will be sufficient.   

353. Ms Wood’s evidence provided some good illustrations of the limitations of remote 

assistance.251  In the course of her work she had been present when the husband of a 

client with dementia had become angry with the client and Ms Wood became 

concerned for the client.  She was also present when another client had hit his wife.  

In both situations either leaving the house and/or making a call risked exposing a 

client to further risk or aggravating the offender.   Ms Wood also related how she 

attended on a client for domestic assistance after hours on a Friday, found her client 

with a skin tear, was unable to raise a Registered Nurse due to the hour, and ended 

up having to take the client to the medical centre for treatment.252  It is worth recalling 

that Ms Wood, who came to aged care because of her experience as a disability 

support worker, and who would have struck the Commission as an extremely 

perceptive, caring and conscientious person, had made a conscious decision not to 

get her Certificate III because the modest increase in wages, and the increase in 

responsibility would not justify undertaking the training at her own expense.253  

Resident/consumer and family/community expectations and interactions 

Residential Aged Care 

354. The increased regulatory standards have, in part, been driven by changing 

community expectations as to the appropriate minimum quality standards that 

250 see, for example, Digney XXN, DHB 3645, PN 4545  
251 Wood XXN DHB 3738 PN 5619ff 
252 Wood, DHB12395-12396 [58] – [59] 
253 Wood, DHB12382 [10] 
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can be expected to be found in aged care. As the Stakeholder Statement put it at 

[9]-[12]: 

The expectations of aged care consumers and their families, and the community, 

about the provision of aged care services has risen over time. The philosophy of care 

is person-centred based on choice and control, and this requires a focus on the 

individual needs of each resident and client. 

355. The increased regulatory scrutiny is the macro expression of this; in micro these 

changed community standards express themselves in the change in the nature of 

interactions aged care workers have with family and community members. This, 

as the Stakeholder Statement recognises, requires critical skills: 

Aged care caters for the diverse Australian community and needs to meet the 

cultural, social and linguistic needs of communities such as Aboriginal and Torres 

Strait Islander people, CALD, LGBTQI+ and other diverse communities.  

Older people of CALD backgrounds are an increasingly significant proportion of 

the population, making up approximately a third of people aged 65 and over. 

Cultural diversity among older people seeking care is changing and increasing. As 

of June 2019, at least 1 in 4 home care consumers were CALD older people and 1 

in 5 among residential care and home support consumers.  

Communication with consumers and their families requires skills in interpersonal 

communication and cross-cultural awareness. 

356. Necessarily, the nature and frequency of this contact, and the interpersonal 

complexity it involves, will vary resident to resident and family to family. The 

evidence suggests, however, that the changing demographics of aged care 

residents and the higher level of acuity, combined with higher expectations, has 

made these interactions more frequent and more complex: Lay Witness Report at 

[372]-[373]. As set out above, the responsibility for meeting those 

 expectations ultimately devolves to front-line staff. 
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357. These interactions are not necessarily civil, let alone easy. Pamela Little 

 describes the complexity that they can involve, particularly in light of the 

 need to balance competing priorities: 

I have a lot of responsibility when it comes to little things that happen around the 

facility. For example, in or about May 2020, a family member asked me to arrange 

for a resident to live stream her brother's funeral in Adelaide. My manager was not 

onsite that day. The information provided by the family was very limited and I did 

my best to get the resident access to the event online, however for unknown 

technical reasons I was unable to. This was very stressful as the resident was 

missing her brother's funeral. I received a phone call during this time from the 

family abusing and shouting at me for not getting the resident the relevant access.  

As I was very stressed, I asked one of the Care Workers to come and assist me in 

trying to get the funeral up and running for the resident. The timing of the funeral 

was really difficult because it was scheduled for 11.30am and lunch started at 

12pm. The Care Workers are all busy at that time getting residents to the dining 

room and preparing for the 12 o'clock medication round. There were also a number 

of visitors that were attending the facility at that time which needed to be COVID 

vetted and I was receiving a number of phone calls on the mobile phone from various 

tradespersons wanting information about some jobs they were doing onsite. While 

all of this was happening, I had the family screaming at me over the phone, so I had 

to run around the building checking if the WIFI was working and even had to try 

and set up a Facebook account for the resident to try and get them online to view 

the funeral. This was definitely a stressful experience for myself and the resident. 

254 

358. These interactions can occur at what may be one of the most stressful times of the 

family’s life, and are made equally more complex by the increased acuity of 

residents. As Ms Donna Kelly set out: 

254 Little, DHB11848 at [47]-[48] 
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Some we see regularly. If they have concerns or questions they will usually come 

and look for one of the ECAs as we spend the most time with their loved one. They 

will ask questions about their health including:  

a. How they are eating? 

 b. What they are drinking (i.e. how is their fluid intake?) 

 c. How are they settling in?  

d. Has their cough gone away? 

 e. Have they been incontinent? 

The families of residents expect ECAs to know the answers to questions like this 

and they will expect a response. I will engage and give them the relevant answers 

or information and tell them what strategy we have put in place to deal with any 

issues. I will always report any concerns to the nurse. If I am not aware of the 

answers I will organise for the family member to talk about it with the nurse or 

NUM (Nurse Unit Manager). As part of these conversations ECAs will often 

suggest strategies (as will the nurses). ECAs are pretty good at this. For example, 

we have a resident who does not like hot drinks but she needed to increase her fluid 

intake. So, by talking to the resident about their likes and dislikes an alternative 

was found.  

 

The residents have changed a lot since I started in Aged Care. These days 50- to 

60% of residents in general care (not in a specialised Dementia Unit) are at the 

same level of acuity and frailty as when I started in the Psychogeriatric unit in the 

1980s. In the 1980s, when I used to visit Aged Care to see a family the residents 

were living independently and would do their own thing. 

 

The more frail and high needs a resident Is the more family engagement that ECAs 

have with their families and the resident. The families need a lot of support. Their 

mum or dad is deteriorating and they are upset and scared. We provide end of life 

care for most residents (as few choose to go to hospital now). This requires ECAs to 

comfort the resident and their family. I am in tears frequently. After they pass, I 
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tell families that their loved ones are finally at peace. This is one of the hardest 

things I do. I associate with them as I think about my mum. I really empathise.255 

359. Virginia Ellis reiterated this: 

We see the relatives of end of life residents a lot. For example, [name redacted]’s son 

was in almost every day.  

 

She passed away on Australia Day and when I came into the room I could tell 

straight away that she was dead. I’m not a religious person but I held her hand and 

wished her well. I cleaned her up and checked that everything was fine.  

 

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

 

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

stuff. 

360. Again, these interactions feature just as heavily for indirect care workers as direct 

care workers. By way of example, Ms Twyford set out her experience, and her 

observation of the increased frequency and complexity of this kind of interaction: 

Our Cooks and chefs now have to learn how to cook food from different cultures (as 

we can't serve the food brought from home for food safety reasons). This will occur, 

for example, where we have a resident who is longing for food from their cultural 

background. Their family will, understandably, want to meet the need of their loved 

one. This can often be very obscure food that is completely unfamiliar to our cooks. 

The Cook will then sit down with families and negotiate food for different cultures. 

He will get the recipe from the family, organise for the purchase of ingredients and 

research how to cook them. Our Cook at one of the RFBI did this recently for a 

Chinese resident and it was a great success. The resident and their family were 

255 Kelly, DHB11878 at [19]-[22] 
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delighted as this addressed their Cultural requirements. This would not have 

happened in the 1980s.256 

Home care 

361. As set out above, in respect of residential care, the Stakeholder Statement 

recognises the rising expectations of families and the community about the level 

of care to be provided to aged care recipients. 

362. Whilst many home care clients live alone and are particularly dependent on their 

carer, the presence of family members does not always make the work of the carer 

easier.  In many cases, the involvement of family members can be a source of 

further demands, threats to the carer and the client, or at the very least 

complications. 

363. The evidence of home care workers is replete with examples of family members 

of clients requesting that the worker perform additional tasks to those specified 

in the care plan or requesting that the care worker operate in a way which is 

contrary to the wishes of the client, leaving the carer to negotiate between 

respecting the wishes of the family and respecting the autonomy of the client. 

364. Mr Purdon gave evidence about confronting one such dilemma, where the client, 

a woman with a brain injury, had a daughter and husband with very different 

views about the care she needed.  In addition to the complicated task of assisting 

the woman, Mr Purdon had to negotiate the instructions from the client’s 

husband in an environment where the type of care provided had the potential to 

give rise to family conflict.257  Ms Toner described the role of dealing with client 

families as “we are expected to be like diplomats.”258 Ms Goh also spoke of the 

difficulty in negotiating those relationships where there are conflicting views 

within the family as to how the work should be done.259  

256 Twyford, DHB9174-9175 at [42] 
257 Purdon, DHB 12717 [41]ff 
258 Toner, DHB13551 [31] 
259 Goh DHB 13496 [24]  
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365. For Ms Grogan, one of the challenges for interpersonal skills was having the 

ability to move between different types of people, and to put a different hat on 

each time.     

19. You have to have a high level of interpersonal skills. As care workers we need 

to have a different hat on for every house that we walk into. I might walk into a 

house and have to communicate about opera or poetry, but the next house might be 

about football or having a few drinks at the pub – we have to adjust our style to the 

client we are dealing with. You need to read the situation as soon as you get through 

the door. You also need highly developed interpersonal skills to deal with clients’ 

families who may be overbearing, or negative family dynamics (for instance if the 

client does not believe that they need the care but their children disagree).260 

366. Additionally, family members can be a source of threats.  A client of Ms Digney 

confided that her son, who lived at home, and was frequently present, had once 

thrown petrol on his father and threatened to light it.261  Sally Fox had to deal 

with the alcoholic son of a client who was drunk and threatening violence, and 

yelled at her to leave the house.  Ms Fox’s understated assessment of the situation, 

in which the police were called, that the situation made her feel “uncomfortable”, 

speaks of the calmness and maturity required of care workers who have to deal 

with such complex situations.262       

Historical gendered nature of undervaluation 

Residential Aged Care 

367. It is, as set out above, common ground between the parties that the wage rates 

for aged care workers have not been properly set i.e. with regard to the true value 

of the work. At best they have been notionally set with reference to the base wage 

for a person holding a generic Certificate III qualification. While qualifications 

are a useful starting point, as a simulacrum for skills required, they cannot form 

260 Grogan DHB 13517 [19] 
261 Digney DHB 12448, [41] 
262 Fox Supplementary DHB 12549 [51] – [52] 

4536



the whole picture and in particular here do not take into account the full 

complexity and value of the work. 

368. Women make up 85.4% of the PCW workforce, as opposed to 47.5% of the 

broader workforce.263 There is a real apprehension that the rates are as low as they 

are due to gender-based undervaluation. The HSU has filed unchallenged expert 

evidence to this effect. Dr Charlesworth at [42]-[46] of her first report264 sets out 

in detail that: 

i. first, a workforce being as a matter of fact female-dominated; and 

ii. second, work being of a kind historically performed in the home and 

subject to characterization as ‘women’s work’, 

iii. can and usually does have on the suppression of wage rates.  

Dr Charlesworth concludes: 

’The gendered view of aged care work as similar to the unpaid care work means that 

the nature and value of the work undertaken by non-professional workers within 

residential aged care is profoundly undervalued by the federal government and 

many residential aged care providers. Likewise, despite a shift to a discourse of 

‘relationship-based care’…there is little recognition of the skills and time required 

to provide ‘good’ aged care in many contemporary residential aged care facilities 

as detailed below’, 

noting that the funded nature of this sector means that federal undervaluation 

has a direct effect on award and bargained rates. 

369. Dr Meagher agreed, setting out at 7.2265 of her report the reasons for her identical 

conclusion with reference to various international studies and preferences. As she 

concluded: 

263 Charlesworth at [27], CB2990 
264 CB2994 
265 Eager, DHB3147-3148 
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‘Significant skill is demanded for the delivery of high quality care by care workers 

in residential aged care, as documented above. However, the skills and 

responsibilities of care work continue to be undervalued across the economy and 

society. They are not seen as deserving the same rewards as comparable levels of 

skill and responsibility in other kinds of work. Further, as is also documented above, 

the skill set required for high quality residential aged care is expanding to 

encompass new demands, driven by the shift from institutional to person-based care 

and new regulatory requirements, among other things.’ 

370. Dr Eagar agreed: 

‘Aged care work has been historically undervalued. In my view this is largely 

because it has historically been a female dominated workforce with many duties 

traditionally seen as low value ‘women’s work’.266 

371. These conclusions were made based on: 

a. expertise as to the nature of the work actually performed by aged care 

workers; and 

b. regard to the actual award rates of pay, noting the lack of significant 

bargaining-based gains in the sector where it does bargain and the otherwise 

high level of award reliance. 

372. This in and of itself indicates that there are work value reasons for an increase to 

the current award rates. Combined with the multiplicity of factors set out above, 

it is apparent that the necessary increase is a significant one: 25% is, in that view, 

conservative. 

373. It also demonstrates the fundamental inaptness of ABI’s focus on external wage 

relativities set in the late 1990s without particular, if any, regard to the nature of 

this work. The historic pattern of gender based undervaluation means that that 

linkage, although a useful starting point, is likely wrong. 

266 Eager, DHB3287 
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Home care 

374. The observations above as to the gendered undervaluation of the aged care work 

performed in a residential setting applies equally to home care work. 

375. The work performed by home care workers to care for frail older people was 

historically unpaid work within the family, overwhelmingly performed by 

women267.  

376. Women remain, by far, the greater proportion of the workers providing home 

care. 

377. Data about such workers is grouped by the Australian Bureau of Statistics along 

with that about the carers of disabled persons, in ANZSCO classification 4231, 

which covers workers who provide ‘general household assistance, emotional 

support, care and companionship for aged and disabled persons in their own 

homes’ and holding a level of skill commensurate with the AQF Certificate II or 

III (ANZSCO Skill Level 4)”.268 

378. ABS Data from the 2016 Census indicates that occupational category (including 

disabled home carers): 

a. then constituted some 129,000 workers; and 

b. was disproportionately female, at 80.1%, compared with women’s proportion 

of the workforce otherwise at of 47.5%.269 

379. The data from the 2016 National Aged Care Workforce Census and Survey 

(NACWCS) suggested an even higher proportion of women in home care; it 

estimated 89% of direct employees in home care were women.270 

267 Charlesworth, DHB4530 [1] 
268 Charlesworth, DHB 4537 [35] 
269 Charlesworth, DHB 4537-8 [36] 
270 Charlesworth, DHB4539 [41] 
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380. Having analysed the history of the work, the workforce, present Award 

conditions, and attempts to engage in enterprise bargaining in the industry, Dr 

Charlesworth concluded that there was an historical, as well as an ongoing 

undervaluation of home care work which was profoundly gendered.271  Dr 

Charlesworth attributed the undervaluation to: 

a. the gendered nature of the workforce; 

b. the gendered nature of the work; and 

c. its location outside an institutional setting.272  

381. Dr Charlesworth noted the substantial scholarship about the devaluation of paid 

care work as a consequence of its connection to the unpaid care work traditionally 

performed by women both in the home and the community.  In her view the 

scholarship is not in dispute, and is so well established that the undervaluation 

might be the subject of judicial notice.273   Such devaluation is premised on the 

gendered view that such work is “natural” for women and therefore 

“unskilled”.274 

382. Dr Charlesworth’s evidence as to that fundamental conclusion was neither 

contradicted by other expert evidence or analysis, nor subject to any challenge in 

cross-examination.  No contrary proposition nor any question was posed to her 

about the Supplementary Witness Statement she provided in respect of 

AM2021/65.    

383. The Royal Commission into Aged Care Quality and Safety concluded that a 

wages gap exists between aged care workers and workers performing equivalent 

functions in the acute health sector.275  

271 Charlesworth, DHB4545 [61] 
272 ibid 
273 Charlesworth, XXN, DHB3465, PN2505 
274 Charlesworth, DHB 4545 [63] 
275 DHB, 20845 
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384. An antidote to the gendered undervaluation of home care work, in which the real 

skills and responsibilities is rendered invisible, is Ms Vincent’s description of the 

demands of the role: 

With all our clients, we are required to always be on alert for any changes in health 

or behaviour. We have to be like detectives. We are always on the lookout for signs 

of dehydration and malnutrition, declines in health, cognitive declines, skin 

integrity issues, emotional fluctuations, and so on. If we don’t pick up on these 

things, they could go unnoticed and lead to serious problems for our clients, 

particularly those who don’t have much family support around or are socially 

isolated. This is a very important part of our job which requires us to really get to 

know our clients, and to build trust and rapport with them.276 

  

MODERN AWARDS OBJECTIVE AND MINIMUM WAGES OBJECTIVE 

385. As set out above, the Commission’s power to vary modern award minimum 

wages outside of the annual wage review process is conditioned, by section 

157(2)(b), upon its satisfaction that it is necessary to do so in order to achieve the 

modern awards objective.  

386. The modern awards objective is to ensure that modern awards (together with the 

NES), provide a fair and relevant minimum safety net of terms and conditions, 

taking into account a range of matters. No single factor is required to be preferred 

or given any particular weight in the process, and the way in which the matter is 

considered, and the weight it should be afforded will vary depending on the facts 

and circumstances of the particular industry and Award. 

387. So far as the claims by the HSU are claims for increased wages, the Commission 

must ensure that the wages set by the Awards are: 

276 Vincent, DHB 12965 [53] 
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a. fair, in that they appropriately reflect the very least of what a worker 

performing the relevant work ought to be paid; 

b. relevant, in that they have some connection to market rates (i.e. are not so low 

as to be utterly irrelevant to the overwhelming majority of workers); and 

c. appropriate minimums, in that they provide adequate protection for 

employees as at least a starting point. 

388. The matters the Commission is required to take into account in considering the 

value of the work performed are addressed in detail herein.  The variations 

sought are also appropriate and relevant in that they will: 

a. assist in the removal of a recognised obstacle to recruitment and retention of 

properly skilled workers within an industry that is crucial to the Australian 

economy and society and which is facing a skills crisis and a labour crisis; 

b. address a recognised wage gap between workers in comparable industries; 

c. via changes to the classification structure, simplify the operation of the Award 

and make it easier and fairer to implement; 

d. recognise, even if only in part, the inherent importance of work performed by 

aged care workers, and as such afford them the same dignity that they 

provide to older Australians in care. 

389. The considerations in section 134(1) are addressed in turn below:  

(a)  relative living standards and the needs of the low paid  

390. Employees in the aged care sector, employed under each of the Awards are paid 

only minimum Award rates, and only occasionally a small amount more. Even 

where rates of pay are set by enterprise agreements these rates are heavily 

referable to the Award rates of pay.277 The Award rates do not provide a relevant 

safety net of minimum wages. For the reasons addressed within this submission, 

277 Friend Statement, DHB9071-9072 at [9]-[14]; Friend Supplementary, DHB9135 at [17]-

[20].  
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the current Award rates significantly undervalue the work performed by aged 

care workers.  

391. Additionally, the current rates mean that all relevant classifications levels in the 

Awards fall within the category of being ‘low paid’ being two-thirds of median 

full-time wages.278 The evidence is clear about the difficulty these workers, on 

these wages, have meeting their basic needs. 

392. Carol Austen, a Care Worker, described the pressure: 

The current rate of pay means I always have to adjust with what I have to make 

ends meet. I can't do things that I would like to. I am at an age where I can't get 

another job and I am anxious about whether I will have enough money to retire 

on comfortably. If I had extra money it would make life easier. I just cannot do 

that at the moment with my rate of pay.279 

393. Charlene Glass, an Administrative Assistant, set out her experience: 

We really struggle on the rates of pay that I am on now. I survive on credit. I 

cannot afford to make all of the payments I have each fortnight and sometimes I 

can't even afford the basic necessities of a normal household, like my insurance 

and my bills.280 

394. Sandra O’Donnell, a Laundry Assistant, said: 

 107.I try to save a few dollars here and there. I have very little savings.  

108. Anytime a significant unexpected cost comes up, I have to pay for it using 

a credit card, and then slowly pay it off, which costs me more money in the long 

run.  

109. Bills like electricity are expensive and difficult for me to meet. I entered into 

a payment plan to get solar panels on my roof to reduce my electricity costs 

overall. I am still paying off the solar panels. I have an older car, so anytime I 

278 Background Document No. 1 at [91]-[92].  
279 Austen, DHB11640-11641 at [39] 
280 Glass, DHB11622 at [92] 
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get it serviced, it normally costs more than I can afford to pay upfront. I put it 

on my credit card, and hope that I will pay it off before I have to get the car 

serviced again. I can't afford to buy a new car. I very rarely go out for meals at 

cafes or restaurants. If I do, I always make sure I go somewhere that has a meal 

deal for about $12.00. I try to go on holidays every few years. I save up with 

some friends from work, and we buy a holiday package, which is normally about 

$2,000.00 per person. It takes me about two years of saving to save that 

amount.281 

395. Tracey Roberts, a cleaner, explained the difficulties she faces: 

It can be hard to make ends meet on my current income. 

The cost of living has continued to rise, however Respect Group has failed to 

account for this in my pay.  

I do not think I could manage to pay for all of my living expenses if it was not 

for my husband. 

 Most of my income is dedicated to paying the mortgage and bills. If we need 

extra cash, I have to try and pick up more shifts, even if this means I miss out on 

important dates and events like birthdays. 

I love my job, but I feel that my pay does not reflect the requirements of the job. 

I will often forego having coffee with friends or avoid planning a holiday to 

manage our funds, and make sure we have enough money available to pay for 

necessities.282 

396. Michelle Purdon, a Home Care Worker, explained: 

87. However, while I don’t do the job for the money, I do find the low wages 

combined unpaid travel time and expenses associated with operating my own 

car make it hard to make ends meet. 

281 O’Donnell, DHB11655 at [107]-[112] 
282 Roberts, DHB11590 at [162]-[166] 
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88. While I am not paid wages for time between clients, I receive travel allowance 

of $1.25 per kilometre for using my own car when travelling between clients. 

When I have a client in the car, I am paid an allowance $0.85 per hour.  

89. However, the allowance doesn’t take into account the fluctuating price of 

petrol. A while back, I was paying $60 to fill up my fuel tank. Just today, I paid 

almost $90. I have to fill up three times a fortnight due to my work.  

90. In order to make enough money to meet my living costs, I need to either work 

at least 25 hours with a lot of community access shifts – meaning shifts where I 

take clients out for social outings or into the community. With these shifts I am 

paid an 85c per kilometre allowance on top of my hourly rate, so this helps to 

bump up my weekly wages a bit.  

91. On the other hand, if I have domestic assistance or personal care shifts only, 

I need to work around 40 hours to earn an equivalent amount.  

92. I currently rent the property I live in. I don’t earn enough to save for a house 

deposit; however, even if I did, because my shifts can chop and change at short 

notice and vary week to week, I wouldn’t feel secure enough in my income to 

take on a mortgage anyway.283 

397. Suzanne Wagner, a Home Care worker, put it: 

Managers and executive are often on fantastic salaries, while workers who are 

doing the actual tangible work are so poorly remunerated. Workers cannot 

budget their lives because a lot of their work is ad-hoc and we are not given 

appropriate consistency. 

I currently live with my mother, and I’m unable to find a rental or take out a 

housing loan so that I can move out because of the low pay in the industry and 

the precarity of a part-time contract. The nature of the industry seems to only 

283 Purdon, DHB12722 at [87]-[92] 
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provide a part-time contract due to the fact that clients constantly come and go, 

because they go into permanent care, have a stay in hospital or die.284 

398. Julie Kupke, Home Care Worker, states: 

 In addition, the hours in home care are always subject to change. Shifts can be 

changed or cancelled at short notice. We are at the whim of our clients. From one 

day to the next, I don’t know for sure how many hours I will be working or how 

much money I will earn. 

This means I can’t plan financially. I am always worried about whether I will 

earn enough week to week. I don’t think it should be this way when I work so 

hard.285 

399. Catherine Evans, Home Care Worker, said: 

Not only is the pay low and the expenses great, but our hours are also so variable 

and there is no real financial consistency from week to week. It is unpredictable 

– you can be short staffed and called in every day of the week to work for a period. 

But then you might lose a client, or the client moves into care – and suddenly 

you lose shifts and income. When wages are so low – there is no wriggle room. 

It makes it really difficult to manage financially. 

… 

This extends to my kids too. I came to Mildura with no family or friends, so I 

didn’t have a lot of support. I am a single mum with four kids. My [redacted] 

has [redacted]. I often have to prioritise work over my kids, because I need to pay 

the bills. At one point, my [redacted] and was bedridden for three weeks, I felt as 

though I couldn’t take the time off to care for him because there were no other 

carers to fill in, and because, frankly, I couldn’t afford to. My [redacted] has an 

284 Wagner, DHB12756 at [160]-[161] 
285 Kupke, DHB12924 at [127]-[128] 
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[redacted] coming up in just a few weeks but won’t let me try to take any time 

off for it because she’s worried about my job.286 

400. The employers who have participated in this proceeding recognise the striking 

inadequacy of the current rates of pay. Shortly before the hearing, they 

participated in the development of an Aged Care Collaboration press release 

bemoaning the paltry pay for aged care workers. In ‘Cost of Living Pressure 

Pushing Aged Care Workers to the Brink of Poverty Line, Fuelling Workplace Shortage: 

New Analysis287’ they announced that an analysis of ABS data undertaken by the 

Collaboration found that, after expenses: 

a. A single aged care worker has $112 per week 

b. An aged care worker in a two-parent household with two children has $17 

per week. 

c. An aged care worker in a single-parent household cannot afford basic 

essentials, with weekly costs exceeding income by $148 each week. 

401. These stories are common to hear from low-waged workers. It is jarring, however, 

that it is the consistent experience of workers performing such complex and 

critical work in an industry that is a central supporting pillar to the Australian 

economy and society. It ought to be corrected; the variations sought go some of 

the way toward this. 

402. Ensuring that workers engaged in residential aged care or provision of home care 

services receive wages which properly value their critical work will assist in 

addressing the needs of low paid workers and improving their relative living 

standards. The consideration weighs in favour of the conclusion that the 

variations sought are necessary to meet the modern awards objective.  

 

286 Evans, DHB 1286-12863 AT [104]-105] 
287 DHB16462 
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(b)  the need to encourage collective bargaining 

403. There are significant and widespread difficulties associated with collective 

bargaining in the aged care sector with the result that the majority of employees 

are being paid only the minimum rates in the Awards or rates set under 

enterprise agreements that are usually no higher than 5% above the minimum 

Award rates.  

404. Enterprise bargaining within the sector is, and has been limited for a range of 

reasons, including:  

a. the lack of incentive for employers to bargain with employees due to the 

existing low wage rates and minimum conditions, of which the availability of 

overtime from part-time employees at single rates is a notable example;  

b. in the case of home care, the longstanding employer orientated flexibilities in 

the scheduling of part-time and casual workers288,  

c. the dispersed nature of the work; 

d. the undesirable impacts upon care recipients of any industrial action; and 

e. the fact that the majority of funding for the sector comes from the 

Commonwealth Government. 

405. This last factor was explored in detail in Professor Charlesworth’s report at [30]-

[41].289  

A particular constraint with enterprise bargaining relevant to residential aged care 

is that options to address low remuneration in aged care, both in awards and 

enterprise bargaining, are entirely dependent on federal government commitment 

and action. The federal government is effectively almost the sole purchaser and lead 

288 Charlesworth Supplementary, DHB 4534 [22]ff 
289 Charlesworth, DHB4465-4466. 
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employer in an aged care supply chain of contracted out residential aged care 

services. 

406. In Professor Charlesworth’s view, the factors inhibiting bargaining in residential 

aged care were amplified in the home care sector.290 

407. Professor Dr Charlesworth’s evidence aligns with the experience of the HSU. Mr 

Friend gave evidence that the primary obstacle to achieving higher rates of pay 

through enterprise bargaining is that employers indicate they do not have the 

necessary funding to increase pay rates above the Award.291 Other factors which 

inhibit collective bargaining include the fact that the current low rates of pay 

provide little incentive for the parties to focus on matters other than pay and the 

lack of clarity in the classification structure.292 In home care, the disparate nature 

of the workforce and insecure working conditions further inhibit bargaining.293  

408. In United Voice v Australian Workers’ Union of Employees, Queensland (2011) 207 IR 

251, the Commission considered whether to make a low-paid authorisation with 

respect to aged care employers. The Full Bench was satisfied that many 

employees face difficulties in accessing enterprise bargaining. The Full Bench 

observed (at [21]-[22]):  

There was a deal of evidence from employers that the applicants and other unions 

had not been particularly active in pursuing enterprise bargaining. On the other 

hand the evidence of the applicants’ witnesses was that bargaining is hampered by 

a number of factors. The main factor appears to be the commonly held employer 

position that wage increases cannot be granted without government funding and 

that the level of government funding does not permit bargained increases. Other 

factors are that the nature of residential aged care makes it difficult for employees 

to take protected industrial action, the existence of a large number of small 

290 Charlesworth Supplementary, DHB 4541 at [47] and DHB4544 at [58].  
291 Friend Statement, DHB9074 at [22]. 
292 Friend Statement, DHB9073 at [16]-[21]. 
293 Friend Supplementary, DBH9106 at [41]-[42].  
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enterprises and that wage increases have been offset with changes in other wages 

and conditions leading to only marginal outcomes. It was also submitted, relying 

on evidence from Dr Cooper, Equity Research Fellow, Work and Organisational 

Studies, Faculty of Business and Economics, The University of Sydney, that 

employees in the aged care sector are in a weak bargaining position for a number of 

reasons including structural factors in the labour market, the nature of the work 

and the characteristics of the workforce.  

It is clear from the aggregate data concerning the level of aged care employees’ pay, 

the evidence from union officials about difficulties in bargaining and the evidence 

and submissions concerning funding arrangements, that many employees in the 

aged care sector have not had access to collective bargaining or face substantial 

difficulty in bargaining at the enterprise level, or both. …  

409. Whilst in other industries, the need to encourage enterprise bargaining might, 

when all of the factors in s.134(1) are considered, might be regarded as warranting 

a limitation on any increase to wages, because such restraint would have the 

effect of encouraging bargaining, there is no basis for that factor to operate as a 

restraint in respect of the Awards in the aged care industry.  There is neither 

purpose nor justice in adopting that approach in the present matters. Enterprise 

bargaining has simply not provided an effective mechanism for addressing low 

pay and poor conditions for aged care or home care workers.294  

410. The limitations on the potential for the pay outcomes arising from enterprise 

bargaining to significantly depart from award rates arises from the nature of the 

industry, including the poor bargaining position of many workers and, 

particularly, the reliance on government funding.295 The lack of potential for 

enterprise bargaining outcomes to achieve pay outcomes significantly above the 

award is a significant consideration in favour of increasing modern award 

294 Charlesworth, DHB4465 at [34].  
295 Charlesworth, DHB4466 at [39]-[40].  
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minimum rates to ensure that employees actually receive proper reward for their 

work.  

411. In any event, the variations sought in this application would, at least to some 

extent, encourage employers to engage in collective bargaining by: 

a. increasing the relevance of the minimum rates applicable to the work 

performed;  

b. encouraging industrial parties to bargain for particular arrangements in 

workplaces to improve productivity and properly utilise a skilled workforce; 

and 

c. increasing the competitiveness of enterprises who currently engage in 

enterprise bargaining. 

412. Mr Friend’s evidence is that increasing modern award rates of pay has the 

potential to allow the employers and employees to focus, in enterprise 

bargaining, on a range of issues other than pay such as innovative classification 

structures, greater support for training and development and career pathways.296 

In relation to the Aged Care Award, the variations sought to clarify the 

classifications in the Personal Care stream would greatly assist in encouraging 

bargaining in relation to classifications structures in the future.297  

(c)  the need to promote social inclusion through increased workforce participation; and 

413. The overwhelming majority of employees in the aged care sector, including home 

care are women. Creating an incentive for employees to remain in the sector (by 

increased rates of pay and an enhanced classification structure), has the potential 

to increase the workforce participation of women. Further, given women still 

perform the majority of unpaid caring responsibilities to the elderly outside of 

paid employment, increased confidence in the aged care sector may allow those 

296 Friend Statement, DHB9073 at [18].  
297 Friend Statement, DHB9073 at [20]-[21].  
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women providing unpaid care to their elderly relatives, the opportunity to return 

to the workforce.  

(d)  the need to promote flexible modern work practices and the efficient and productive 

performance of work; and 

414. The undervaluation of the work performed in the aged care sector is a significant 

obstacle to attracting and retaining skilled aged care workers. This presents a 

material risk to the efficient and productive performance of work in the sector 

given that it is estimated that in order to maintain adequate levels of care, three 

times the current numbers of aged care workers will be required to sustain the 

sector by 2050. This is largely due to the ageing population, and the expectation 

that the number of residents in aged care is likely to increase significantly during 

that time.  

415. The inability to retain and attract staff is a contributing factor to understaffing, 

increased workloads and more challenging working conditions within the sector 

which necessarily has a negative impact on the quality of care provided to 

residents. As a result, the persistence of the undervaluation of aged care work is 

likely to dramatically decrease the efficient delivery of a high standard of care 

within the sector. Further, granting the variation sought, is also likely to provide 

incentives for aged care workers to increase their qualifications and skills, which 

would necessarily translate into productivity gains.  

(e)  the principle of equal remuneration for work of equal or comparable value  

416. As has been demonstrated comprehensively in these submissions, unlike other 

comparable occupations, an increase in the qualifications, knowledge and skills 

required to perform work in the aged care sector, has not resulted to an increase 

in wages. The workforce is heavily female dominated. The undervaluation of 

aged care work has been contributed to significantly by the fact that the work has 

commonly been considered ‘women’s work’ and is therefore inherently 

undervalued. Granting the variation sought would address the inherent 

undervaluation of feminised work and would be an important step in closing the 

4552



gender pay gap that currently exists and is concentrated in the caring sectors 

(including in aged care).  

(da) the need to provide additional remuneration for employees working overtime, 

unsocial, irregular or unpredictable hours, weekends, public holidays, or shifts;  

417. The consideration in section 134(1)(da) does not appear to be directly relevant to 

the present applications.  

(f)  the likely impact of any exercise of modern award powers on business, including on 

productivity, employment costs and the regulatory burden; 

418. The variation sought is likely to address the skill shortage that currently exists in 

the aged care sector. This skill shortage is forecast to dramatically increase in the 

coming decade, addressing this issue will increase productivity and benefit 

business. The challenges in retaining and attracting staff as a result of 

disproportionately low wages is well documented.  

419. The Royal Commission recognised that the aged care sector has difficulty 

attracting and retaining well-skilled people due, in part, to low wages and poor 

employment conditions.298 Similarly, Professor Charlesworth observed that:299  

Increased pay and better working conditions has been cited in successful reports in 

the aged care sector as a key factor in improving both attraction and retention in 

the short term as well as providing for necessary expansion of the aged care 

workforce to meet the needs of an ageing propulsion. In 2011 the Productivity 

Commission estimated that in 2050 that the aged care workforce would need to 

more than quadruple. The Commission stated that as part of a coordinated approach 

to improving the attractiveness of the aged care sector as an employer that fair and 

competitive wages would have to be paid (2011 Vol 1: XU). 

298 Royal Commission into Aged Care Quality and Safety Final Report, Volume 1 p76, 

DHB19904.  
299 Charlesworth, DHB4471 at [60]. See also Charlesworth Supplementary, DHB4545 at 

[65].  
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420. The CEDA Report authored by the Committee for Economic Development of 

Australia, an independent think tank, identifies the current state of the Aged Care 

sector and makes recommendations to ensure the sector is sustainable in the 

future. The CEDA Report notes that by 2030, there will be a shortfall of at least 

110,000 workers if the Aged Care workforce expands at its current pace. It states 

that 17,000 more direct aged care workers are required each year to meet basic 

standards of care.300 The Report recommended that:301  

Increasing wages is crucial to all attempts to increase the workforce. CEDA 

supports the royal commission's recommendation that unions, employers and the 

Federal Government should collaborate to increase award wages in the sector. The 

Government did not address this in its 2021-22 Budget.  

Relatively low wage levels in aged care are a longstanding issue and one that is not 

unique to Australia. …   

At a bare minimum, wages should be comparable to those in adjacent industries 

such as health and disability This would ensure that workers choose a career based 

on their skills and attraction to the sector, as opposed to the higher salaries of other 

caring sectors. However, this is unlikely to be enough to attract and retain quality 

workers. Wages should also rise as workers gain more skills and responsibility 

There needs to be clearer paths to career progression, with commensurate increases 

in pay. Experience overseas also suggests that wage increases lead to improved 

retention, attraction and longer tenure, but must be properly funded and regulated, 

or they can lead to lower working hours or increased workloads for staff.  

421. Employer groups have repeatedly emphasized, including in these proceedings,302 

the significant threat to the industry and to providers as a result of existing 

staffing shortages and the impending challenges of meeting staffing demands in 

300 Hutchins Reply, DHB8886 at [51].  
301 Hutchins Reply, DHB8999.  
302 See, e.g. Submissions of Baptistcare DHB 876 [9]-[12]; Submissions of IRT DHB1118 at 

[13]-[14]; Submissions of UnitingCare Australia DHB 1120; Submissions of Uniting 

NSW/ACT at 3124 particularly, Submissions of Evergreen Life Care DHB3130. 

4554



the future. The Australian Aged Care Collaboration, for example, is a coalition of 

major aged care providers including Aged & Community Services Australia 

(ACSA), Anglicare Australia, Baptist Care Australia, Catholic Health Australia, 

Leading Age Services Australia (LASA) and UnitingCare Australia. It has warned 

that there is a staffing crisis. For example, staff turnover in residential aged care 

in 2020 was 29% and as high as 34% in home care and, as a result, residents are 

losing care time and home care clients having difficulty accessing services at all.303 

It has recommended:  

But when the Government responded to the Royal Commission, it did not 

adequately address the workforce pressures. Workers – and the people they care for 

– are paying the price. Heavier workloads and limited time are exhausting for staff. 

Unfair pay is forcing them to make difficult decisions, with many leaving aged care 

altogether.  

Fixing the aged care pay gap is the key to solving this crisis. Nurses and carers in 

aged care are paid much less than if they worked in the disability or health sectors. 

This is the number one reason that workers give for leaving the sector.  

422. Furthermore, it is plain that enterprise bargaining and the labour market have 

been singularly unsuccessful in addressing inadequate pay and conditions and 

attraction and retention problems in residential aged care and home care. The 

only mechanism likely to assist business is an increase in modern award wages 

supported by Government funding. Mr Sadler, the CEO of ACSA, explain in his 

oral evidence:  

PN12374   And, again, I don't need to take you through all the detail, but 

that's a reference to the difficulty in attracting and retaining 

sufficient and appropriate staff in both resident and home 

care?---That's correct. 

303 Australian Aged Care Collaboration, It’s Time to Care about Aged Care, DHB16460.  
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PN12375   The view expressed, particularly in the third paragraph under 

that heading, is that the key to fixing that crisis or solving the 

crisis is questions of pay in review?---That's correct.  The 

Australian Aged Care Collaboration has been very clear for many, 

many months now that there is a need for this Fair Work 

Commission work value case to proceed for it to make a 

determination of how wages should be adjusted to reflect the work 

value of our aged care workforce, that we believe that that will 

require an increase in wages for aged care staff, and that it is very 

important then that the Federal Government, whoever that is post 

21 May, actually fully funds the outcome of that decision that the 

Fair Work Commission will make, because at the moment we have 

60 per cent of residential aged care homes in the country in deficit, 

and we would not be able to fully fund the outcome of the 

commission case without the Federal Government giving in the 

money. 

423. The crisis of staffing in aged care and home care is causing damage to the industry 

and to businesses operating aged care facilities or home care businesses. Ensuring 

workers in the industry are properly remunerated is critical to the viability of 

business and this factor weighs heavily in favour of the applications.  

(g)  the need to ensure a simple, easy to understand, stable and sustainable modern 

award system for Australia that avoids unnecessary overlap of modern awards; 

424. Granting the variation sought is crucial to ensuring a stable and sustainable 

modern award system. The variation to classifications in the Aged Care Award 

will simplify progression in the Personal Care Stream, through the inclusion of 

tenure-based progression and will set wages that accurately reflect the value of 

the work performed. The evidence indicates that the current classification 
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structure is unclear and often misunderstood, creating uncertainty as to award 

entitlements and impeding collective bargaining.304  

425. This is fundamental to the integrity of the modern award system and maintaining 

its relevance to the labour market. Indeed, maintaining wage rates that are fair 

and equitable is a key component of an Award system that is simple and easy to 

understand. Ensuring that wage rates are equivalent in both residential aged care 

and home care will also ensure that the Award system does not operate to 

unbalance the supply of labour to either sector, and that skilled workers may 

readily move between the sectors without disincentive.  

(h)  the likely impact of any exercise of modern award powers on employment growth, 

inflation and the sustainability, performance and competitiveness of the national 

economy. 

426. An aged care system which provides good quality and reliable care to the elderly 

is critical in permitting the working aged population to contribute to the 

economy, reducing pressures on the health care system and supporting economic 

activity, competitiveness and growth.  

427. There can be little dispute that decent pay and working conditions are key to 

underpinning good quality residential care and home care services. Indeed, 

properly valuing the work of the workforce in residential aged care and home 

care is linked to properly valuing the residents to whom it is provided and 

benefiting the whole of the community. The provision of quality care to the aged 

frees other members of the community from the time, labour and worry of care 

for elderly relatives and unlocks economic potential generally.  

428. Improved rates of pay for workers in aged care and home care have potential 

flow on benefits for the economy as a whole. Professor Charlesworth explained 

the potential benefits to the economy of improved conditions in the care sector, 

304 Friend Statement, DHB9073 at [20]-[21]; Hutchins Statement, DHB8777 at [29].  
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of which the aged care and home care industries constituted a significant part, as 

follows:305  

In the context of COVID, Jerome de Henau and Sue Himmelweit (2020) have 

modelled the differential economic and social impacts of additional government 

investment in the care economy and in construction. They found that public 

investment in high-quality care services and better conditions for care workers, in 

terms of better paid and secure jobs, can build a more gender-equal caring economy. 

Their analysis also shows that a care-led recovery would create more jobs with 

superior employment outcomes to investment in construction, even when wages 

and hours are matched. Of relevance to the current claim, they found that more jobs 

would be created even when employment conditions for care workers are improved. 

This is because investment in increased wages for current care workers and in 

additional employment in care sectors at those increased wages, both generate 

employment and, in turn, increase average wages and the total level of employment 

in the economy. 

429. The setting of proper and fair rates of remuneration for employees in the aged 

care sector will foster an efficient, productive and skilled workforce and support 

an aged care system which is able to contribute to the maintenance of a 

sustainable, productive and competitive national economy. 

 

MINIMUM WAGES OBJECTIVE 

430. The Commission must also apply the minimum wages objective in the exercise of 

its powers in respect of the applications. The minimum wages objective is to 

establish and maintain a safety net of fair minimum wages, taking into account 

the factors set out in section 284(1), namely: 

305 Charlesworth Report, DHB4471 at [65].  
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(a) the performance and competitiveness of the national economy, including 

productivity, business competitiveness and viability, inflation and employment 

growth; and 

(b) promoting social inclusion through increased workforce participation; and 

(c) relative living standards and the needs of the low paid; and 

(d) the principle of equal remuneration for work of equal or comparable value; and 

(e) providing a comprehensive range of fair minimum wages to junior 

employees, employees to whom training arrangements apply and employees with a 

disability. 

431. The considerations in sub paragraphs section 284(1)(b), (c) and (d) are dealt with 

above, in respect of the modern awards objective.   

432. As to section 284(1)(a), as set out above, an aged care system which provides good 

quality and reliable care to the elderly is critical in permitting the working aged 

population to contribute to the economy, reducing pressures on the health care 

system and supporting economic activity, competitiveness and growth.  

433. The setting of proper and fair rates of remuneration for employees in the aged 

care sector will, by rendering that sector sustainable, foster the performance and 

competitiveness of the national economy, contribute to productivity through the 

increasing participation of carers and those released from the obligations of care, 

and will contribute to the maintenance of a sustainable, productive and 

competitive national economy. Taking into account those matters, the making of 

the variations is warranted to establish and maintain, as a safety net of fair 

minimum wages.   

CLASSIFICATION CHANGES IN RESIDENTIAL AGED CARE 

Classification Changes – Aged Care Award 

434. The Amended Application to vary the Aged Care Award also seeks, in addition 

to increases in rates of pay, to implement certain changes to the classification 
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structure for aged care employees set out in Schedule B to the Award. The 

changes are (in summary) as follows:  

a. Clarify progression from Aged Care Employee Level 1 to Aged Care 

Employee Level 3;  

b. Clarification of the role descriptions within the personal care stream and 

reference to administration of medication and holding the relevant unit of 

competence for a Senior Personal Care Worker;  

c. Insert a new role description for a qualified Recreational/Lifestyle Officer; and 

d. Insert a new role description for a Specialist Personal Care Worker to 

encompass the provision of specialist care.  

435. It is appropriate to address each proposed variation in turn.  

Progression from Aged Care Level 1 to Level 3 

436. In its present form, the delineation between the classifications at Aged Care 

Employee Level 1, Level 2 and Level 3 lack clarity. The Award should be varied 

to provide for greater clarity in relation to the progression between those 

classification levels. The current classification structure can be summarised as 

follows:  

a. An Aged Care Employee Level 1 is an employee who has less than three 

months experience and performs only ‘basic duties’. The employee is able to 

undertake only work within established routines, methods of procedures, has 

minimum responsibility accountability or discretion, works under direct or 

routine supervision and requires no previous experience. There is no personal 

care role description for Level 1.  

b. An Aged Care Employee Level 2 is capable of prioritising work within 

established routines, methods and procedures, is responsible for work 

performed with a limited level of accountability or discretion, works under 

limited supervision and will have communication skills and on-the-job 
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training or relevant skills training or experience. Level 2 is the lowest level for 

the Personal Care stream.  

c. An Aged Care Employee Level 3 is distinguished from Level 2 in only limited 

ways, specifically that the employee is responsible for work performed with 

a ‘medium’ level of accountability or discretion rather than a ‘limited’ level of 

accountability. More specific role descriptions are provided for the General 

and Administrative and Food Services steams, but the Personal Care Worker 

role descriptions do not provide any guidance.  

437. It is desirable to clarify progression from Aged Care Worker Level 2 to Level 3, 

specifically in relation to the Personal Care stream. It is proposed to indicate that 

an Aged Care Worker Level 2 will be an employee who enters with at least three 

months work experience or, in case of a Personal Care Worker, is an entry level 

employee up to 6 months experience.  

438. The proposed change will clarify two matters. For the General and 

Administrative and Food Services steams, it will make clear that Level 1 is 

reserved for an employee with less than three months work experience in the 

industry. For the Personal Care stream, it will make clear that a Personal Care 

Worker commences at Level 2 and progresses to Level 3 after a period of 6 months 

experience.  

439. The progression of a Personal Care Worker from Aged Care Worker Level 2 to 

Level 3 based upon a period of experience is appropriate and is consistent with 

provision already made for clerical employees to progress from Level 2 to Level 

3 based upon period of experience (in which case a Level 2 employee is an 

employee with between three months and 1 year’s service and a Level 3 employee 

has two or more years of service).  

440. It is uncontroversial that Personal Care Workers obtain skills and assume greater 

responsibility by reason of working in the role for a period of time. The evidence 

filed by the employers emphasised that personal care workers obtain skills 

through experience and that time is required for a person to become an 

4561



experienced carer, although asserting that experience continued to develop skills 

for at least three years.306 Individual witnesses gave evidence that skills 

developed over time307 and that a lot of learning is done on-the-job.308  

441. It is accepted that there is no precise magic in setting the period of six months for 

progression from Aged Care Employee Level 2 to Level 3. The rationale behind 

including a six month period is to provide a clear delineation between the 

classification levels and to align broadly with current industry practice and a 

traditional probation period.309 Six months is a reasonable period by which it can 

be assumed a new employee has acquired basic experience to progress beyond 

the starting classification level.  

Personal Care Stream Role Descriptions 

442. The amended Application proposes to clarify the role descriptions within the 

Personal Care stream. The purpose of the proposal to replace the words “Grade 

3” with Personal Care Worker (qualified) and to remove “Grade 4 Personal Care 

Worker” and replace it with “Senior Personal Care Worker”. The proposal 

removes reference to obsolete grades and to avoid confusion amongst employees 

and employers where a Personal Care Worker Grade 3 is paid as an Aged Care 

Employee Level 4.  

443. The proposed variations will also make it clear that Personal Care Workers with 

a Certificate III, are to be paid at the rate which attaches to Aged Care Worker 

Level 4 consistently with the existing classification description. In addition, the 

reference to a Senior Personal Care Worker is appropriate to recognise the 

responsibilities at Level 5, including operating semi-autonomously, 

responsibility for work performed with a substantial level of accountability and 

306 Sewell Statement, DHB13246 at [93]; Wade Statement, DHB13840 at [47].  
307 See, for example, Jones Statement, DHB10901 at [47].  
308 Ellis Statement, DHB10009 at [48]; Kelly Reply, DHB10416 at [9]; Fox Statement, 

DHB11110 at [161]; Phillip Statement, DHB11220 at [56]; Wagner Statement, DHB 11297 

at [9]; Alberry Statement, DHB11854 at [7]; Nasemena Statement, DHB11992 at [35].  
309 Hutchins Statement, DHB8776 at [25].  

4562



having a substantial on-the-job training, may require formal qualifications at 

trade or certificate level and/or relevant skills training or experience.  

444. In addition, it is proposed to make clear that, in the case of a Senior Personal Care 

Worker, a worker required to assist residents with medication and hold the 

relevant unit of competency should be at Aged Care Employee Level 5. There is 

extensive evidence of experienced Personal Care Workers engaging in the 

administration of medications to residents310  and the requirement to undertake 

the relevant competency to undertake those tasks.311 The administration of 

medications is plainly a serious responsibility and mistakes or failings in that task 

have the potential to lead to dire consequences for residents. The nature of that 

work, and the responsibility involved and specific competency required, should 

be recognised by requiring that a care worker be a Senior Personal Care Worker 

at Aged Care Worker Level 5.  

Qualified Recreational/Lifestyle Officer 

445. The Aged Care Award currently recognises a role description for an unqualified 

recreation/lifestyle activities officer at Aged Care Employee Level 3. There is no 

recognition within the Personal Care stream for a recreation or lifestyle officer 

who is qualified or assumes responsibilities with respect to supervision or 

management of a team. The Award should be varied to recognise the work of 

care workers engaged in recreation and lifestyles activities work with 

qualifications and involving supervision and to create a better career path for 

these employees.  

446. It is proposed to insert a progression to Aged Care Employee Level 4 for a 

Recreation/Lifestyle Activities Officer after six months experience, to Level 5 once 

qualified and to insert a new role description for a Senior Recreation/Lifestyle 

Activities Officer at Aged Care Employee Level 6 where the employee is 

responsible for leading or supervising the work of others. This amendment 

310 See, for example, Lay Witness Report at [444]-[461].  
311 Sewell XXN, DHB4343 PN13001.  

4563



recognises employees' experience in this role and, and provides them the ability 

to move through the classification in accordance with their experience, 

qualifications and resulting increased skill set and increased responsibilities. 

447. The work of recreational activities can include bingo, art/craft, quizzes, current 

affairs discussion groups, poetry reading, exercise programs (eg. tai chi and folk 

dancing), table games (eg. scrabble, dominoes, cards), games (eg. darts, skittles, 

croquet, bowls), reminiscing and sharing life stories, singing, walking group, 

church services, bible studies, visits from school and community groups, high tea 

and happy hour, pet therapy, cooking, outings (e.g., shopping, picnics, clubs, 

exhibitions), gardening, BBQs, men's group, and movies.312 Recreational staff 

plan, schedule and design activities as well as running recreational activities for 

residents.313  

448. A series of witnesses gave evidence of performing work in recreation and lifestyle 

roles with qualifications, such as Certificate IV in Leisure and Health and 

Bachelor of Health Science (Leisure and Health), including Jade Gilchrist, 

Josephine Peacock, Michelle Harden, Fiona Gauci and Sanu Ghimire. Ms Peacock 

arranged for recreation officers she supervised to obtain a Certificate IV in Leisure 

and Health to improve their skills and work.314 Ms Gilchrist eloquently explained 

the value and importance of appropriate qualifications being obtained by 

recreational and lifestyle staff in the following terms:315  

PN1961 All right.  Thank you.  The other thing that I just wanted to ask you to 

elaborate upon is you were asked about the qualifications that the recreation officers 

had who worked with you, and you said that the Certificate IV was vital, and then 

you said it was vital so they understood why things are done the way they are 

done.  That's my recollection, or my note of what you said?---Yes. 

312 Peacock Statement, DHB12033 at [27].  
313 Gilchrist Statement, DHB12020 at [17]. 
314 Peacock Statement, DHB12033 at [21].  
315 Gilchrist RXN, DHB3421 PN1961-1962.  
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PN1962 I just wanted to ask if you could explain that.  What did you mean by 'why 

things are done the way they're done'?---Okay.  So we quite often in this industry 

will come across people who have been assigned the duties of being the resident 

lifestyle coordinator that have come from either a nursing background or an admin 

background, so they will get the badge of, say, tag you're it.  One of the difficulties 

is that they may do things – so I'm going to give you an example.  They might do 

let's – like, let's do painting - let's do finger painting for the people in the dementia 

wing because they can't use brushes properly or something like that, and you know, 

we have a lot of colouring in and a lot of these different things that are done, but for 

someone who has had training in, you know, the leisure and health services we'd 

have to say, well, we wouldn't do that, because it is not a dignified practice.  So 

quite often you need to understand that, yes, finger painting is good and it's fun, 

but it's something that could be seen as childlike, so you need to be able to create 

activities that do not take dignity away from the client, and when you have someone 

come in who doesn't have a background or an understanding, they do all sorts of 

things.  They seem to have this idea that these people, because they've got limited 

cognition or dementia, oh they're just like children.  So they fall into the trap of 

offering childlike activities, and that's something that as in best practice we would 

not do, but if you don't have the qualifications and the training, you don't know 

that. 

449. Recreation and lifestyle officers are also involved in leading a team of other 

workers in larger facilities. For example, Ms Peacock gave evidence of managing 

a team of fifteen recreation activities officers and being responsible for managing 

a large number of volunteers.316 Ms Gilchrist had a team of two staff who reported 

to her as well as managing volunteers.317 The supervisory responsibilities of 

recreation staff are not presently capable of being recognised in the classification 

structure. This should also be addressed.  

316 Peacock Statement, DHB12033 at [19]-[20].  
317 Gilchrist Statement, DHB12022 at [28]-[29].  
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Specialist Personal Care Worker 

450. The application seeks to insert a role description for a Specialist Personal Care 

Worker at Aged Care Worker Level 6 to be described as follows:  

… in the case of a Specialist Personal Care Worker, provides specialised care and 

may have undertaken training in specific areas of care (e.g. Dementia Care, 

Palliative Care, Household Model of Care). 

451. The evidence indicates that there are commonly recognised to be specialist 

Personal Care Workers involved in areas of work requiring particular skills or 

experience and commonly involving additional training in relation to the specific 

area of care. The most prominent examples involve Personal Care Workers with 

specific responsibility for dementia care, palliative care and the homemaker or 

household model of care. Lauren Hutchins described the intent of the provision 

as follows:318  

The introduction of this role reflects changes in enterprise agreements and changes 

in the sector involving creating roles that specialise in a particular type of care. The 

most obvious kind of specialist carers are employees working as Dementia Carers, 

in palliative care and in the Household Model of Care. These roles generally are 

associated with additional training and higher level of responsibility in making 

decisions about care, as well as supervising others. 

452. There are a number of examples of specialist roles which have emerged in the 

industry which warrant the creation of a new role description at a higher level 

within the classification structure.  

 

Homemaker or Household Model of Care 

453. The household or homemaker model involves the reorganisation of the 

residential aged care facility to enable residents to live in a household 

318 Hutchins DHB8778 at [36].  
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environment with a small number of other residents sharing their own kitchen 

and dining and living spaces.319 Professor Meagher describes the household 

model of care as follows:320  

Australia's aged care policies require providers to deliver person-centred care, but 

leave them to develop organisational and staffing approaches to doing so. In this 

context, some providers are working through a 'clustered domestic' or 'household' 

model of care to enact the model of person- and relationship-centred care framed in 

the Aged Care Quality Standards. A recent Australian study categorised this 

model as operating where facilities meet five of the following six criteria:  

1. Small scale (maximum 15 residents per living unit)  

2. Residents have independent access to outdoors  

3. Continuity of staff assigned to the living units  

4. Meals cooked within the living units  

5. Self-service of meals by residents  

6. Residents can assist with meal preparation 

Standard facilities included for comparison met no more than two of these six 

criteria. 

 

Under the household model, tasks that would be conducted by ancillary staff in 

traditional facilities are included in the role of personal care assistants. In addition 

to providing personal care and other forms of assistance to the older people living 

in the facility, personal care assistants prepare meals (ideally engaging older people 

in the process), clean the unit and launder the older people's clothes. 

454. The household model of care is less institutionalised and more focused on 

offering residents choice in relation to foods, meal times and daily and group 

319 Hutchins, DHB8785 at [68]; EllisVE-1, DHB11555-11558; Gauci Reply, DHB11965 at [5]-

[14]; 
320 Meagher Report, DHB4617 p26.  
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activities.321 The household or homemaker model has been rolled out by a number 

of large operators across a large number of facilities, including Hammond Care, 

Uniting Care and RSL Lifecare.322  

455. The move to the household model of care requires workers to take responsibility 

for all needs of residents including (without limitation) cleaning, kitchen duty, 

food preparation, food service, personal shopping, meal planning, physical 

therapy, recreational activity support and provision of personal care. The 

workers in these 'households' have a higher level of responsibility in supporting 

residents to make decisions and, in some models, a designated carer coordinates 

the “household”, including other aged care workers.323 Ms Gauci explained:324  

15. Under the household model of care, CSEs are responsible for a broader range of 

services than they were before the new model was introduced including:  

(a) providing resident care according to a resident’s care plans, including 

catering, cleaning, laundry, individual resident activities;   

(b) assisting residents where needed to help them maintain independent 

living;   

(c) preparing and delivering snacks to residents in between meal times; and 

Uniting engages a meal delivery service which provides only single serving 

meals for breakfast, lunch and dinner. If a resident gets hungry between 

meals times, the CSE is responsible for preparing and delivering basic meals 

to the residents, for example, a piece of toast.   

(d) providing any other care as directed by the nurse.   

16. In order to provide these expanded services CSEs have had to take on additional 

duties and learn new skills.  

321 Gauci Reply, DHB11965 at [10]-[14].  
322 Hutchins RXN, DHB3328-3329 PN844-848.  
323 Hutchins, DHB8785 at [68].  
324 Gauci Reply, DHB11965-11966 at [15]-[16].  
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456. Ms Ellis explained that, in the homemaker or household model, the Personal Care 

Workers have a higher degree of responsibility and have ultimate responsibility 

for the care of residents in the home and all aspects of that care (other than 

medical).325 The homemakers have responsibility for the mental and emotional 

needs of residents, as well as their physical wellbeing, and organise and conduct 

activities for the residents.326 Ms Ellis took the step of obtaining additional 

qualifications before becoming a Homemaker and Ms Gauci indicated that 

homemakers were required to have a Certificate IV.327  

457. A specialist role has developed as a homemaker or Personal Care Worker in a 

household model of care which is required to assume greater responsibilities, 

undertake a wider range and diversity of duties and to exhibit a wider range of 

skills. For example, Professor Meagher observed:328  

Meanwhile, new approaches to organising residential care, such as the 

clustered domestic or household model, are stretching the scope of personal 

care assistants' work in other directions, underpinned by additional 

training. The broader range of activities within personal care assistants' 

work under the household model requires additional organisational and 

relational skills, as well as additional technical skills related to care, 

maintaining premises and managing food service. Personal care assistants 

working in this model are also likely to have additional responsibility for 

resident welfare, because of the reduced time spent with residents by 

registered nurses in this model compared to regular facilities. 

458. It is appropriate for that type of specialist role to be recognised in the Aged Care 

Award.  

 

325 Ellis DHB11534 at [61]-[62].  
326 Ellis, DHB11541-11544 at [118]-[130]; Ellis XXN, DHB3393-3394 PN1647-1650.  
327 Ellis XXN, DHB3435 PN2161; Gauci XXN, DHB3443 PN2267.  
328 Meagher Report, DHB4621 p30.  
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Dementia Care 

459. Many residential care providers operate, and have operated for some time, 

specialised units or sections for residents experiencing dementia. Personal Care 

Workers allocated to these units have particular training, qualifications and/or 

experience to equip them to provide personal care for aged persons experiencing 

dementia. The witnesses working within the specialised dementia units include 

Antoinette Schmidt, Paul Jones, Lyndelle Parke, Donna Kelly, Carol Austen and 

Geronima Bowers.329  

460. Providing personal care to persons with dementia plainly involves particular 

challenges and requires specialised skills and capacities. For example, Lyndelle 

Parke explained:330  

23. Caring for someone with dementia does not come naturally. It is not intuitive 

and sometimes the logical thing is the wrong thing. We must look for the emotion 

underneath the words, facial expressions and body language, create a safe 

environment and provide more specialised care. For example, if the client has 

developed swallowing difficulties, insisting that they eat may not be the solution 

and the client may in fact need serious medical attention. 

 

24. I have worked with dementia clients for decades and have a strong 

understanding of the disease and how to cater my care for clients with dementia. 

For example, earlier this year I was on annual leave and another personal care 

worker was assisting one of my regular clients with dementia. Even though I was 

on leave, the on-call nurse at the time had to call me for help because the other 

personal care worker was having such a hard time with the client doing tasks like 

shopping for food and hygiene management. Without my insight into dementia and 

329 Lay Witness Report at [468].  
330 Parke, DHB731 at [23]-[24].  
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how to best support clients with the conditions, the nurse would have had to attend 

the client’s residence to assist the other personal care worker.  

461. Donna Kelly’s evidence included that:331  

25. The increased dementia and behaviours in residents means that ECAs need to 

be more observant, and do more assessments of their health and conduct. We need 

to be warier as dementia residents are unpredictable. We need to prepare for the 

unknown and consider what type of behaviour we are going to meet when we walk 

into a resident’s room. We then need to manage residents by selecting and using 

careful communications, distraction and persuasive strategies. This has become an 

increasing issue in comparison to when I started at Karingal thirteen years ago 

462. Specialised dementia care workers are recognised in the industry and require 

additional skills, experience and capabilities to provide care to those residents, 

often with specific training or qualifications. It should be recognised by a specific 

role. 

Palliative Care 

463. Personal Care Workers are frequently engaged in the provision of palliative care 

involving additional skills and responsibilities. Palliative care requires a greater 

sense of awareness about pain and liaising with Registered Nurses and other 

health professionals about pain management. There is an emphasis on comfort 

and dignity for the resident and for their family members, who also require care 

and reassurance during this period. When the resident passes away, typically it 

is the same carer who has provided direct care to the resident who then tends to 

the body and the family of the resident. Large operators may have designated 

palliative areas with specialised carers rostered to perform this work because they 

are skilled in palliative care.332 

 

331 Kelly, DHB11878 at [25]. See also Lay Witness Report at [468]-[483].  
332 Hutchins DHB8786 at [71].  
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CONCLUSION 

464. It is apparent, and apparently uncontested, that the current wage rates set in the 

Awards significantly undervalue the work performed by residential aged care 

and home care workers. The proposed 25% increase to all rates likely 

underestimates the extent of the increase needed. The orders sought ought be 

made. 

 

MARK GIBIAN SC | H B Higgins Chambers 

LISA DOUST | 6 St James Chambers 

LUCY SAUNDERS | Greenway Chambers 
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SCHEDULE A: PROPOSED VARIATIONS 

 

Aged Care Award 2020 

14.1 Minimum wages – Aged Care Employee 

Classification Per Week 

 $ 

Aged care employee – level 1 861.40  1076.80 

Aged care employee – level 2 895.50  1,119.40 

Aged care employee – level 3 929.90  1162.40 

Aged care employee – level 4 940.90   1176.10 

Aged care employee – level 5 972.80   1216.00 

Aged care employee – level 6 1025.20  1281.50 

Aged care employee – level 7 1043.60  1304.50 
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Social, Community, Home Care and Disability Services Industry Award 2010 

 

17.1 Home care employee level 1 

 

Per week 

  $ 

Pay point 1 871.60   1089.50 

 

17.2 Home care employee level 2 

 

Per week 

$ 

Pay point 1 921.90   1,152.40 

Pay point 2 928.20   1160.30 

 

 

17.3 Home care employee level 3 

  Per week 

$ 

Pay point 1 (certificate 3) 940.90   1,176.10  

Pay point 2 969.90   1212.40 

 

17.4 Home care employee level 4 

  Per week 

$ 

Pay point 1 1026.50   1,283.10 

Pay point 2 1047.00   1308.80  
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17.5 Home care employee level 5 

  Per week 

$ 

Pay point 1 (degree or diploma) 1100.60   1375.80 

Pay point 2 1144.00   1430.00 

 

 

4575



 

 

 

 

IN THE FAIR WORK COMMISSION 

 

 

 

CLOSING SUBMISSIONS 

 

 

 

WORK VALUE CASE - AGED CARE INDUSTRY  

(AM2020/99; AM2021/63; AM2021/65) 

 

 

 

FILED ON BEHALF OF: 

AGED & COMMUNITY SERVICES AUSTRALIA  

LEADING AGE SERVICES AUSTRALIA  

AUSTRALIAN BUSINESS INDUSTRIAL 

 

 

 

 

22 JULY 2022 

 

4576



TABLE OF CONTENTS 

1. BACKGROUND.................................................................................................................... 4 

2. STRUCTURE OF CLOSING SUBMISSIONS ....................................................................... 8 

3. OVERVIEW: THE APPLICATIONS .................................................................................... 10 

4. SUMMARY OF POSITION ................................................................................................. 17 

5. POLICY AND TRANSITORY ISSUES ARISING IN THE EVIDENCE ................................. 28 

6. ISSUES RAISED IN EXPERT EVIDENCE.......................................................................... 32 

7. FIXING MINIMUM RATES: A PRINCIPLED APPROACH .................................................. 34 

8. CONSIDERATION OF SECTION 157(2)(A): AGED CARE EMPLOYEES ......................... 41 

9. THE WORK PERFORMED BY PCW / AIN ......................................................................... 42 

10. THE WORK PERFORMED BY RECREATIONAL / LIFESTYLE OFFICERS ................. 54 

11. THE WORK PERFORMED BY ADMINISTRATIVE EMPLOYEES ................................. 57 

12. THE WORK PERFORMED BY LAUNDRY EMPLOYEES .............................................. 60 

13. THE WORK PERFORMED BY CLEANING EMPLOYEES ............................................. 62 

14. THE WORK PERFORMED BY GARDENING EMPLOYEES ......................................... 64 

15. THE WORK PERFORMED BY MAINTENANCE EMPLOYEES ..................................... 67 

16. THE WORK PERFORMED BY CHEFS / COOKS .......................................................... 70 

17. THE WORK PERFORMED BY KITCHEN HAND / SERVERY EMPLOYEES ................ 74 

18. CONSIDERATION OF THE WORK PERFORMED BY NURSING EMPLOYEES .......... 77 

19. THE WORK PERFORMED BY REGISTERED NURSE .................................................. 77 

20. THE WORK PERFORMED BY ENROLLED NURSE ..................................................... 84 

21. THE WORK PERFORMED BY NURSE PRACTITIONER .............................................. 88 

22. THE WORK PERFORMED BY HOME CARE EMPLOYEES ......................................... 90 

23. SECTION 157(2)(B): WHETHER THE DETERMINATION OUTSIDE THE SYSTEM OF 

 ANNUAL WAGE REVIEWS IS NECESSARY TO ACHIEVE THE MODERN AWARDS 

 OBJECTIVE.................................................................................................................... 98 

24. SECTION 157(2):  CONSIDERATION OF THE MINIMUM WAGES OBJECTIVE ........ 106 

  

4577



LIST OF ANNEXURES 

ACSA, LASA AND ABI EVIDENCE REVIEW 

Annexure A:   Personal Care Employees (PCW/AIN)  

Annexure B:   Aged Care Employee -- Recreational/Lifestyle Activities Officer 

Annexure C:   Aged Care Employee -- General and Administrative Services  

Annexure D:   Aged Care Employee -- Food Services  

Annexure E:   Registered Nurse and Nurse Practitioner 

Annexure F:   Enrolled Nurse 

Annexure G:   Home Care Employee 

Annexure H:   The Employers 

Annexure I:   The Union Officials 

Annexure J:  Expert Evidence 

 

EXTRACTS FROM OPENING SUBMISSIONS FILED 4 MARCH 2022 

Annexure K:   The Relevant Provisions of the Fair Work Act 

Annexure L:   The Aged Care Sector 

Annexure M:   The Legal Principles and Authorities that inform the Approach by which  

   Minimum Rates are “Properly Set”  

Annexure N:   Whether the Minimum Rates in the Awards were Properly Set?  

Annexure O:   The Awards and the C10 Framework 

 

ANSWERS TO QUESTIONS POSED BY FULL BENCH TO PARTIES 

Annexure P:   Answer to Questions Posed by the Full Bench   

4578



1. BACKGROUND 

1.1 This submission is made on behalf of: 

(a) Aged & Community Services Australia (ACSA); 

(b) Leading Age Services Australia (LASA); and 

(c) Australian Business Industrial (ABI), 

(collectively, the employer interests). 

The Hearing  

1.2 On 26 April 2022, the proceedings commenced before the Full Bench of the Fair Work 

Commission (the Commission), with opening statements by Mr Mark Gibian SC for the 

Health Services Union (HSU), Mr Jim McKenna for the Australian Nursing and Midwifery 

Federation (ANMF), Mr Ben Redford for the United Workers Union (UWU) and Mr Nigel 

Ward for the employer interests.  

1.3 Site visits were conducted over 2 days at the following locations: 

(a) HammondCare Hammondville, Sydney;  

(b) RFBI in Concord, Sydney; 

(c) Uniting at the Marion Leichhardt, Sydney; 

(d) TLC Aged Care in Clifton Park, Melbourne; 

(e) Fronditha Residential Facility and Home Care Thornbury, Melbourne; and 

(f) St Pauls Hostel Thornbury, Melbourne; 

1.4 The evidence in the proceedings was taken over a period of 14 days, which included: 

(a) 10.5 days for the cross-examination of the following witnesses for the union parties: 

(i) 12 union officials;1 

(ii) 5 expert witnesses;2  

(iii) 64 lay witnesses;3 

1 HSU Officials: Gerard Hayes, Lauren Elizabeth Beamer Hutchins, Christopher Louis Friend, Marion Lee 

Jennings, Lindy Marie Twyford, David John Eden, James Eddington; ANMF Officials: Julianne Margaret Bryce, 

Katherine Anne Chrisfield, Andrew Peter Venosta, Paul Francis Gilbert, Robert Bonner. 
2 Expert witnesses: Professor Sara Catherine Mary Charlesworth; Professor Gabrielle Anne Meagher; Honourary 

Associate Professor Anne Merilyn Junor; Professor Meg Smith; Dr Susan Elizabeth Kurrle; Professor Kathleen 

Eagar. 
3 Union Lay witnesses: Alison Lee Curry; Anita Field; Antoinette Schmidt; Bridget Payton; Camilla Sedgman; 

Carol Austen; Catherin Goh; Catherine Evans; Charlene Glass; Christine Spangler; Darren Kent; Dianne Power; 
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(b)  1.5 day for the cross-examination of 8 employer witnesses.4 

1.5 During the course taking the evidence, the following witness statements were tendered 

without cross-examination:  

(a) Sally Fox, Extended Care Assistant; 

(b) Maree Bernoth, Registered Nurse; 

(c) Pauleen Breen, Registered Nurse; 

(d) Hazel Boucher, Nurse Practitioner;  

(e) Susan Toner, Home Care Employee;  

(f) Tracey Roberts, Personal Care Employee and Kitchenhand; and 

(g) Cheyne Woolsey, Chief Human Resources Officer at KinCare. 

1.6 On 24 May 2022, the Commission dismissed a HSU application to admit five witness 

statements without cross-examination. As a result, the following witness statements were 

not taken into evidence in these proceedings: Deborah Kelly, Stephen Barnes, Andrew 

Whyte, Agnes Charlier and Roseann Sodermans.5 

1.7 By that ruling, the HSU were granted leave to file one further statement of a maintenance 

employee. On 30 May 2022, the HSU filed the Witness Statement of Eugene Basciuk dated 

28 May 2022. 

1.8 For completeness, the UWU did not tender the statements of Tracey Colbert and Rosemarie 

Dennis. Both statements were filed before the hearing, but ultimately not relied upon by the 

UWU.   

1.9 On 12 May 2022, the Commission issued a Statement [2022] FWCFB 71 (the Statement), 

which set out the following directions: 

“1. The parties will file closing written submissions regarding the evidence by 4pm on 

Friday 8 July 2022. 

2. The parties will file submissions in reply regarding the evidence by 4pm on Monday 

Donna Capelluti; Donna Kelly; Eugene Basciuk; Fiona Gauci; Geronmia Ortillano Bowers; Helen Platt; Irene 

McInerney; Jade Gilchrist; Jane Wahl; Jennifer Wood; Jocelyn Hofman; Josephine Peacock; Judith Anne Clarke; 

Julie Kupke; Karen Roe; Kathy Sweeney; Kerrie Boxsell; Kevin Mills; Kristy Youd; Lillian Grogan; Linda Hardman; 

Lisa Bayram; Lyn Flegg; Lyndelle Anne Parke; Lynn Cowan; Maree Phillips; Maria Moffat; Mark Castieau; Michael 

Purden; Ngari Inglis; Pamela Little; Patricia McLean; Paul Jones; Paula Wheatley; Peter Doherty; Rose Nasemena; 

Ross Evan Heyan; Sandra Kim Hafnagel; Sandra O'Donnell; Sanu Ghirmire; Sheree Clarke; Stephen Voogt; 

Susan Grace Digney; Susan Morton; Susi Wagner; Suzanne Hewson; Tereasa Hetherington; Theresa Heenan; 

Veronique Vincent; Virginia Ellis; Virginia Mashford; Wendy Knights. 
4 Employer witnesses: Paul Sadler; Anna-Maria Wade; Kim Bradshaw; Mark Sewell; Craig Smith; Sue Cudmore; 

Johannes Brockhaus; Emma Brown. 
5 Transcript, 24 May 2022, PN13990-13991.  
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25 July 2022. 

3. The matter will be listed for oral hearing on 2-3 August 2022. 

4. Submissions to be filed in both word and PDF formats to amod@fwc.gov.au.” 6 

Reports by the Commission  

1.10 By the Statement, the Commission further noted: 

(a) Commissioner O'Neill will prepare a draft report and send it to the parties for 

comment on 3 June 2022;7 

(b) The Commission will prepare the following material and send it to the parties on 7 

June 2022: 

“• A draft agreed issues document (including the approach to work value 

cases). The document will also seek to identify the disputed matters. 

• A document summarising the major contentions of the parties. 

• A background paper on the relevant award(s) history. 

• A background document on the residential and home aged care sector.”8 

1.11 On 3 June 2022, Commissioner O’Neill provided to the parties to the proceedings a report 

entitled “Draft Report to the Full Bench”, which provides an overview of the evidence of lay 

witnesses called by the union parties. 

1.12 On 9 June 2022, the Full Bench published “Background Document 1 The Applications” 

(Background Document 1) and “Background Document 2 Award Histories” (Background 

Document 2). Each document contained questions addressed to the parties. The answers 

on behalf of the employer interests are set out in Annexure (together with cross-references 

to relevant sections of the closings submissions). 

Appearance by the Commonwealth  

1.13 On 2 June 2022, the Australian Government Solicitor wrote to the Commission, on behalf 

of the Commonwealth Government, with an application to be heard on the applications 

before the Commission. The application sought leave to file written submissions and have 

the opportunity to make oral submissions in the matter. The union parties and employer 

interests were copied into the correspondence.  

  

6 Statement  [2022] FWCFB 71 (12 May 2020) [6]. 
7 Statement  [2022] FWCFB 71 (12 May 2020) [2]. 
8 Statement  [2022] FWCFB 71 (12 May 2020) [3]. 
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Amendment to Timetable 

1.14 On 6 June 2022, the Commission made orders giving effect to the amended timetable (the 

amended directions).9  

1.15 Pursuant to the amended directions, the employer interests make the following 

submissions.  

  

9 An uncontentious summary of the procedural history appears in Background Document 1.  
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2. STRUCTURE OF CLOSING SUBMISSIONS  

2.1 For the assistance of the Commission, the employer interests have taken the following 

approach to their closing submissions:  

(a) The closing submissions that appear in this document represent the position of the 

employer interests. To the extent reliance is placed on any aspect of the 

submissions filed on 4 March 2022 (Opening Submissions), it will be incorporated 

and/or annexed to this submission.  

(b) A comprehensive review of all union lay evidence, union official evidence and expert 

evidence is annexed to this submission (Evidence Review). That Evidence Review 

provides a summary of the evidence by reference to factors the employer interests 

identify as relevant to the evaluative task before the Commission. It also includes 

submissions as to weight.  

(c) The answers to the questions raised by the Full Bench on 26 April 2022 and in 

Background Documents 1 and 2 are also annexed to this submission (see Annexure 

P).  

2.2 Thus, the closing submissions of the employer interests represents a complete and 

consolidated document (save for reply submissions that will be filed separately). 

Evidence Review 

2.3 The Evidence Review has been organised into a series of annexures by reference to the 

role/position of the witness. The annexures are set out below:  

(a) Annexure A: Personal Care Employee   

(b) Annexure B: Aged Care Employee -- Recreational/Lifestyle Activities Officer 

(c) Annexure C: Aged Care Employee -- General and Administrative Services  

(d) Annexure D: Aged Care Employee -- Food Services  

(e) Annexure E: Registered Nurse and Nurse Practitioner  

(f) Annexure F: Enrolled Nurse 

(g) Annexure G: Home Care Employee 

(h) Annexure H: The Employers 

(i) Annexure I: The Union Officials 

(j) Annexure J: The Experts  
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2.4 For references to annexures, the following format has been adopted throughout these 

submissions: identification of annexure, followed by witness and/or pinpoint reference. For 

example, “Annexure D - Donna Cappelluti” or “Annexure A [14.26]”. 

Opening submissions  

2.5 For ease of reference, the following annexures are extracts from opening submissions: 

(a) Annexure K: The Relevant Provisions of the Fair Work Act. 

(b) Annexure L: The Aged Care Sector. 

(c) Annexure M: The Legal Principles and Authorities that inform the Approach by 

which Minimum Rates are “Properly Set”. 

(d) Annexure N: Whether the Minimum Rates in the Awards were Properly Set? 

(e) Annexure O: The Awards and the C10 Framework. 

2.6 As mentioned, to the extent any further reliance on the opening submissions is maintained 

it will be included within the body of these submissions.  

Question Posed by the Full Bench 

2.7 For the assistance of the Commission, the series of questions raised by the Full Bench are 

outlined and addressed in Annexure P. In the event the issue has been addressed within 

the main body of submissions, a cross-reference is provided.  
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3. OVERVIEW: THE APPLICATIONS  

3.1 The applications brought by the HSU and ANMF seek the variation of the following awards: 

(a) Aged Care Award 2010 (Aged Care Award);10 

(b) Nurses Award 2010 (Nurses Award);11 and 

(c) Social, Community, Home Care and Disability Services Industry Award 2010 

(SCHADS Award),12 

(collectively, the awards). 

Applications by the HSU  

3.2 On 17 November 2020, an amended application was filed by the HSU13 to vary the Aged 

Care Award in relation to: 

(a) Clause 14.1 Minimum wages – Aged Care Employee, and 

(b) Schedule B – Classification definitions, 

(the HSU Aged Care Application). 

3.3 By that application the HSU seeks an increase to wages of 25% for all classification levels 

in the Aged Care Award to rectify the purported undervaluation of employees covered by 

the Aged Care Award.  

3.4 By reference to the Aged Care Award and current minimum wage rates,14 that increase 

appears below: 

 Current Rate Current Rate  

+ 25% 

Classification Per Week 

$ 

Per Week 

$ 

Aged Care employee - level 1 821.40 1026.75 

Aged Care employee - level 2 855.50 1069.38 

Aged Care employee - level 3 889.00 1111.25 

Aged Care employee - level 4 899.50 1124.38 

10 See Aged Care Award 2010 (AM2020/99) (filed 17 November 2020) and Aged Care Award 2010 and Nurses 

Award 2010 (AM2021/63) (filed 21 May 2021). 
11 See Aged Care Award 2010 and Nurses Award 2010 (AM2021/63) (filed 18 May 2021). 
12 See Social, Community, Home Care and Disability Services Industry Award 2010 (AM2021/65) (filed 1 June 

2021). 
13 Together with HSU members Virginia Ellis, Mark Castieau, Sanu Ghimire and Paul Jones (the HSU members). 
14 See Annual Wage Review 2020–21 [2021] FWCFB 3500. 
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 Current Rate Current Rate  

+ 25% 

Aged Care employee - level 5 930.00 1162.50 

Aged Care employee - level 6 980.10 1225.13 

Aged Care employee - level 7 997.70 1247.13 

 

3.5 In support of that increase, the HSU submit that the rates in the Aged Care Award were not 

subject to any work value assessment at the time of the making of the award and the precise 

origin of the rates remains unclear.15  

3.6 The variation to Schedule B is “to provide for an additional pay level for personal care 

employees who have undertaken specialised training in a specific areas of care and use 

those skills”.16  

3.7 On 1 June 2021, a further application was filed by the HSU to vary the minimum wage rates 

in the SCHADS Award (the HSU SCHADS Application). By the HSU SCHADS 

Application, the HSU seek to insert a new definition into the award: 

“Home aged care employee means a home care employee providing personal 

care, domestic assistance or home maintenance to an aged person in a private 

residence”17 

3.8 The SCHADS Award currently only recognises the following classifications: 

(a) social and community services employee level 1-8; 

(b) family day care employee level 1-5; and 

(c) home care employee level 1-5. 

3.9 The proposed minimum weekly wages for “home aged care employees” are as follows:18 

Proposed Classification Per Week 

$ 

Home aged care employee Level 1  

Pay point 1 1014.13 

Home aged care employee Level 2  

Pay point 1 1074.88 

15 HSU Aged Care Application, Annexure B, page 1.  
16 HSU Aged Care Application, Annexure B, page 9 at paragraph 4.  
17 HSU SCHADS Application, page 3, para 2.2. 
18 HSU SCHADS Application, page 3, para 2.2. 
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Proposed Classification Per Week 

$ 

Pay point 2 1082.25 

Home aged care employee Level 3  

Pay point 1 (Cert III) 1097.00 

Pay point 2 1130.75 

Home aged care employee Level 4  

Pay point 1 (Cert IV) 1196.88 

Pay point 2 1220.75 

Home aged care employee Level 5  

Pay point 1 (Degree or Diploma) 1283.13 

Pay point 2 1333.75 

 

3.10 The increase in wages sought is 25% for all employees providing aged care in home 

settings covered by the SCHADS Award.19 That application does not otherwise seek to 

agitate or vary minimum rates with respect to home care employees.  

3.11 In support of this specific variation, the HSU submit that the minimum wage rates in the 

SCHADS Award pertaining to home aged care employees were not evaluated during the 

award modernisation process. No consideration of the minimum wages (other than by 

annual minimum wage adjustments) or the work value of the work performed by home aged 

care employees covered by the SCHADS Award has been conducted since that Award 

commenced to operate in 2010.20  

Application by ANMF 

3.12 On 18 May 2021, an application was filed by the ANMF to:  

(a) vary the Aged Care Award in relation to: 

(i) Clause 14.1 Minimum wages – Aged Care Employee, and 

(ii) Schedule B – Classification definitions; and 

(b) vary the Nurses Award by inserting a new Schedule F, 

(the ANMF Application). 

19 HSU SCHADS Application, Annexure A, paragraphs 2 and 6.  
20 HSU SCHADS Application, Annexure A, paragraph 3.  
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3.13 By the ANMF Application, the ANMF seeks:  

(a) the creation of a new classification structure for “personal care employees” under 

the Aged Care Award, together with an increase to wages of 25% for those 

employees;21 and  

(b) the creation of a new classification structure for employees covered under the 

Nurses Award that are engaged in services for aged persons, together with an 

increase to wages of 25% for those employees.22 

3.14 The new classification structure in the Aged Care Award would require deletion of any 

reference to “personal care” in connection to aged care employees as set out in Schedule 

B. Next, the following new classifications would be inserted: 

Grade 1 - Personal Care Employee (entry up to 6 months) 

Grade 2 - Personal Care Employee (from 6 months) & Recreational/Lifestyle activities 

officer (unqualified) 

Grade 3 - Personal Care Employee (qualified) 

Grade 4 - Senior Personal Care Employee 

Grade 5 - Specialist Personal Care Employee 

3.15 By reference to the Aged Care Award and current minimum wage rates,23 the proposed 

minimum rates for personal care employees with an increase appears below: 

  Current Rate Current Rate  

+ 25% 

Current Classification Proposed Personal Care 

Employee Classification 

Per Week 

$ 

Per Week 

$ 

Aged Care employee - level 1 - 821.40 1026.75 

Aged Care employee - level 2  Grade 1 855.50 1069.38 

Aged Care employee - level 3  Grade 2 889.00 1111.25 

Aged Care employee - level 4  Grade 3 899.50 1124.38 

Aged Care employee - level 5  Grade 4 930.00 1162.50 

Aged Care employee - level 6 - 980.10 1225.13 

Aged Care employee - level 7  Grade 5 997.70 1247.13 

 

21 ANMF Application, Annexure 2, paragraph 5.  
22 ANMF Application, Annexure 2, paragraph 5.  
23 See Annual Wage Review 2020–21 [2021] FWCFB 3500. 
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3.16 The strict delineation between the aged care employee performing support services and 

the aged care employee performing personal care is to reflect “the nature of work done by 

PCWs differs qualitatively from the work done by general and administrative services and 

food services employees”.24 By this proposed variation, the ANMF Application differed from 

the HSU Aged Care Application, as only the personal care employees covered by the Aged 

Care Award would receive an increase in pay.  

3.17 The new classification structure within the Nurses Award creates a new category of 

employee within the health industry by reference to “services for aged persons” and/or 

“services for an aged person in a private residence” (the aged care category).25  

3.18 The same employee classifications appear within the aged care category as the current 

award (together with corresponding pay points and grades), namely: 

(a) nursing assistant; 

(b) enrolled nurses (including student enrolled nurse); 

(c) registered nurses (levels 1-5); and 

(d) nurse practitioner. 

3.19 By the ANMF application, a 25% wage increase is proposed for all classifications falling 

within the aged care category.26 By reference to the Nurses Award and current minimum 

wage rates, the proposed minimum rates for employees with a 25% increase appears 

below:27 

 Current Rate Current Rate 

+ 25% 

Current Classification Per Week 

$ 

Per Week 

$ 

Nursing assistant   

Entry up to 6 months (current award: “1st year”) 843.40 1054.25 

From 6 months (current award: “2nd year”) 857.20 1071.50 

From 12 months (current award: “3rd year and thereafter”) 871.50 1089.38 

24 ANMF Application, Annexure 2, paragraph 9. 
25 ANMF Application, Annexure 1.  
26 See ANMF Application, Annexure 2, paragraph 7: “By this application the ANMF do not submit that pay increases 

to non-aged-care classifications under the Nurses Award are not justified or necessary; that is simply outside of 

the scope of the application”.  
27 Nurses Award; see also Determination - 4 yearly review of modern awards—Nurses Award 2010 (AM2019/17) 

(dated 29 July 2021); 4 yearly review of modern awards—Nurses Award 2010 [2021] FWCFB 4504 at [61], citing 

Annual Wage Review 2020–21 [2021] FWCFB 3500 at [175].  
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 Current Rate Current Rate 

+ 25% 

Experienced (Cert III or equivalent) 899.50 1124.38 

Enrolled nurses   

(a) Student enrolled nurses   

Less than 21 years of age 780.70 975.88 

21 years of age and over 821.40 1026.75 

(b) Enrolled nurses   

Pay point 1 916.20 1145.25 

Pay point 2 928.30 1160.38 

Pay point 3 940.60 1175.75 

Pay point 4 954.20 1192.75 

Pay point 5 963.80 1204.75 

Registered nurse - level 1   

Pay point 1 980.10 1225.13 

Pay point 2 1000.20 1250.25 

Pay point 3 1024.80 1281 

Pay point 4 1052.00 1315 

Pay point 5 1084.30 1355.38 

Pay point 6 1115.70 1394.63 

Pay point 7 1148.00 1435 

Pay point 8 and thereafter 1177.80 1472.25 

Registered nurse - level 2   

Pay point 1 1209.10 1511.38 

Pay point 2 1228.30 1535.38 

Pay point 3 1249.60 1562 

Pay point 4 and thereafter 1270.10 1587.63 

Registered nurse - level 3   

Pay point 1 1311.00 1638.75 

Pay point 2 1335.10 1668.88 

Pay point 3 1358.10 1697.63 

Pay point 4 and thereafter 1382.50 1728.13 
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 Current Rate Current Rate 

+ 25% 

Registered nurse - level 4   

Grade 1 1496.30 1870.38 

Grade 2 1603.50 2004.38 

Grade 3 1697.00 2121.25 

Registered nurse - level 5   

Grade 1 1509.90 1887.38 

Grade 2 1590.10 1987.63 

Grade 3 1697.00 2121.25 

Grade 4  1802.90 2253.63 

Grade 5 1988.40 2485.50 

Grade 6  2175.60 2719.50 

Nurse practitioner   

1st year 1508.60 1885.60 

2nd year  1553.40 1941.75 

 

3.20 The Applications by the HSU and ANMF shall be collectively referred to as the 

Applications. 
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4. SUMMARY OF POSITION  

4.1 The aged care sector has been subject to substantial scrutiny including through the Royal 

Commission into Aged Care Quality and Safety (Royal Commission).28 

4.2 The employer interests acknowledge and accept the Royal Commission findings and 

recommendations in relation to its workforce, including that employees are not competitively 

paid at a market level by comparison to similar roles in other sectors of the economy and 

for other sectors that compete with aged care for labour. This, in part, has led to a labour 

supply challenge in the aged care sector.  

4.3 Where such a position develops in an industrial setting in the private sector it is usually 

solved by paying ‘market’ rates and as required recovering this through pricing. Such an 

approach is simply not available for the aged care sector as it is constrained by its reliance 

on government funding to operate; however, this funding is inadequate to pay for the 

services that aged care employers provide.  

4.4 Aged care employers are not free to simply increase prices to consumers in order to be 

able to increase pay for their employees due to how government funding is determined and 

pricing is currently regulated.  

4.5 Aged care employers would require additional funding to be able to increase wages for their 

employees. 

4.6 This issue can only be addressed by changes in government policy to provide the funding 

to allow increases in workforce spending including wages. 

4.7 Ultimately, government policy will need to address this issue.  

4.8 This said, in the Applications the Commission is not dealing with the notion of competitive 

market rates of pay but rather the Commission is asked to vary minimum rates of pay in 

the awards and this requires a consideration of “work value reasons”.29  

4.9 In doing this the Commission can be well informed by Independent Education Union of 

Australia [2021] FWCFB 2051 (Teachers Case) and Pharmacy Industry Award 2010 [2018] 

FWCFB 7621 (Pharmacy Case). 

4.10 A number of points should be uncontroversial. 

28 Royal Commission into Aged Care Quality and Safety (Final Report, 2021) (Royal Commission Final Report); 

Digital Court Book 355-362 (DCB).  
29 Fair Work Act (2009) (Cth), s 157(2), (2A) (FW Act). 
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4.11 The starting point to the Commission’s consideration is whether the minimum rates in the 

awards have been properly set.30  

4.12 This involves a consideration of whether the minimum rates were set with regard to the C10 

Framework.31 Which has been the cornerstone of properly setting minimum rates in awards 

since the early 1990s. 

4.13 It is accepted that such a consideration will always present challenges as the C10 

Framework is inherently situated in an industrial sector context not a health sector context 

with the Manufacturing and Associated Industries and Occupations Award 2020 

(Manufacturing Award) (where the C10 Framework now primarily resides) covering a vast 

scale and breadth of enterprises and industries.  

4.14 However, in considering how to properly set minimum rates in the awards as well as how 

to address (or value) any work value considerations that are present this is a principled 

starting point in this case.  

4.15 Reference to the C10 Framework should not be taken to be a submission that the 

Commission is limited to this, rather that it is relevant to understanding the notion of rates 

being ‘properly set’ and also acts as a key tool in undertaking the evaluative exercise 

underpinning the assessment of the value of work. 

4.16 In tracing the history of the awards, while some decisions have alluded to the C10 

Framework, the classification structures in the awards do not appear to be based on a pre-

reform award classification structure that was expressly mapped to the C10 Framework. 

The Nurses Award is a little more unclear in this regard although it of all the awards seems 

to harbour the greatest anomaly to the C10 Framework. 

4.17 Despite this, there are certain correlations to the C10 Framework in the awards arising from 

the award modernisation process however it does not appear that the minimum rates in the 

awards were expressly set against the C10 Framework as part of the award modernisation 

process. It is also the case that this exercise has not occurred since 2010.32  

4.18 Each of the awards has a classification (or classifications) that can reasonably be used as 

a benchmark classification for the C10 exercise. In circumstances where minimum rates 

were never properly set, it provides a principled approach by which the Commission may 

fix minimum rates consistent with the modern awards objective and may be the answer in 

30 Independent Education Union of Australia [2021] FWCFB 2051 at [560]-[587] (Teachers’ Case) and see Child 

Care Industry (Australian Capital Territory) Award 1998 (PR954938) [2005] AIRC 28 (ACT Child Care decision). 
31 See Annexure M - The Legal Principles and Authorities that inform the Approach by which Minimum Rates are 

“Properly Set”; Annexure N - Whether the Minimum Rates in the Awards were Properly Set?. 
32 See Annexure N - Whether the Minimum Rates in the Awards were Properly Set?  
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some cases or provide the benchmark around which further consideration revolves. We 

address this in Annexure O.33 

4.19 Part of the Commission’s deliberations will involve the Commission considering whether the 

classification structures are themselves appropriate for properly setting minimum rates in a 

modern award; based on a foundation of competency whether formal or acquired through 

experience.34 

4.20 The Commission does not review work value reasons from a static datum point as was the 

case before the FW Act35 but will likely be informed by some temporal consideration and in 

this regard the parties appear to have focussed on the last two decades, likely because this 

aligns with the introduction of the Aged Care Act in 1997 and the first round of accreditation 

emanating from this in 2000.  

4.21 The Commission will need to examine the work being performed and determine whether 

there are any work value reasons36 made out in the evidence that justify the re-evaluation 

of the work and if so, what that re-evaluation should be.   

4.22 While the ‘significant change’ hurdle is no longer a prerequisite to the enlivening of 

jurisdiction the notion of change in the nature of the work etc from one period to another 

would greatly assist the Commission to inform its deliberations especially if this change is 

significant. 

4.23 The bare existence of ‘change’ under the umbrella of a work value reason37 consistent with 

the definition in s 157(2A) may not be such as to justify increasing minimum rates.  

4.24 In the first instance, pursuant to s 157(2)(a), the Commission must be satisfied that the work 

value reasons identified justify a variation of the minimum award rates.  

4.25 Should the Commission be satisfied that there is justification to vary minimum wage rates 

then the Commission will be required to evaluate what the proper minimum rate is for the 

relevant classifications and here we say that the C10 Framework is useful and informative 

given that work has no intrinsic wage value. 

4.26 Lastly, any variation to award minimum rates is necessary to achieve the modern awards 

objective38 and, in doing so, also consider the minimum wages objective.39 

33 See Annexure O - The Awards and the C10 Framework. 
34 See Teachers Case [653]-[657]. 
35 See Pharmacy Industry Award 2010 [2018] FWCFB 7621 [168] (Pharmacy Case). 
36 FW Act, s 157(2A). 
37 FW Act, s 157(2A). 
38 FW Act, s 157(2) refers s 134. 
39 FW Act, s 157(2) refers s 284. 
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4.27 Ultimately the Commission may reach a variety of views on the evidence that lead to: 

(a) some minimum rates being varied; 

(b) some minimum rates being maintained; and/or 

(c) the introduction of an allowance where there is a need to compensate an employee 

further but this is not a uniform feature of the work of all employees in a classification. 

4.28 Against this back drop a number of contentions can be made which are supported by these 

submissions and the evidence in the case: 

General  

(a) Increased regulatory requirements (as opposed to oversight) and increased client 

expectations have had an ambient impact on work generally in the aged care 

industry. This is felt through increased expectations for adherence to more detailed 

and complex policies and procedures, increased responsiveness to client 

preferences and the need to navigate the care of clients with complex behaviours 

with less reliance on restrictive practices. 

(b) The burden of this is not uniform across the workforce. For instance, the primary 

focus of this has been management positions and Registered Nurses (RN) and 

more particular those in charge. 

(c) The aged care industry has experienced four general shifts in regards to how older 

Australians are utilising aged care services. Firstly, as governments have funded 

‘home care’ the elderly are choosing to reside for longer in their home setting. 

Secondly, persons in aged care are generally older and more likely to have dementia 

and other complex health conditions. Thirdly, there has been an increase in care for 

people who are palliative. Fourthly, people now expect to have much greater choice 

and control in relation to the care that is delivered to them. 

(d) Again, this has had implications for the work undertaken in aged care although these 

implications are not uniformly felt across the workforce in all classifications. 

(e) The qualifications required to perform a lot of work in aged care have not materially 

changed except to say that there is now an increased preference for ‘care 

employees’ to obtain a Certificate III (noting that some AINs require a Certificate 

III).40 This is done to ensure that the standard of care provided continues to meet 

the expectations of the employer, clients, residents and their families and caregivers 

40 Within this section addressing general contentions, ‘care employees’ is a reference to personal care workers 

(PCW), assistants in nursing (AIN) and home care employees.  
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(and is indeed a recommendation from the Royal Commission). Witnesses working 

in these positions have given evidence as to the importance of this qualification to 

their everyday work. 

(f) Where employees are working directly to provide care to consumers with higher 

care needs they experience an intensity of work occasioned from the shift in 

demographic profile (and the ambient impacts of regulation and expectations 

discussed in (a) above). This has largely impacted RNs, Enrolled Nurses (ENs) and 

Personal Care Workers41 (PCWs). 

(g) There has been a philosophical shift in care to being “client centric” (also referred to 

as “person centred care”). Whilst many aged care operators adopted such an 

approach previously, a level of adaptability is now evident with clients empowered 

to determine personal preferences and activities. This involves a need for greater 

flexibility in rostering of staff and also an ability for employees involved in hands-on 

direct care to be responsive and adaptive but still work within their operating routine 

and care plan. 

(h) Along with this has been an increase in engagement with family and next of kin. It 

has changed the focus of general managers and those involved in the administration 

of aged care (such as the RN) and involves the evolution of work for most employees 

in ensuring sociability with family and visitors. 

(i) All aged care employees perform work within established competencies and or a 

scope of practice. 

(j) PCWs who are new entrants to the industry and have a Certificate III but minimal 

experience are materially less competent than an employee who has several years’ 

experience. Having acquired several years of experience (reflected largely at the 2-

3 year mark) a PCW will demonstrate a step change in their ability to proficiently 

apply competencies learnt through the Certificate III program.  

(k) Experienced care employees are highly valued for their ability to apply their skills 

and experience accumulated over a number of years. They have also benefitted 

from the training provided over time to them by their employers. 

(l) Technology in terms of mechanical aids has made the work of those involved in 

direct hands-on care less physically demanding. The use of mechanical aids is often 

accompanied by a “two-person lift” protocol etc. 

41 It is uncontroversial that a PCW and AIN perform the same work in residential aged care. Throughout these 

submissions, a reference to PCW includes AIN.  
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(m) Technology has also been incorporated into most classifications with a transition to 

digital record keeping via a combination of software and apps. However many 

providers, particularly in home care, still rely upon paper-based systems for 

documenting progress notes. 

Residential Aged Care 

(n) In most residential aged care facilities, there is a Clinical Care Manager or Director 

of Nursing that oversees all clinical care services within the facility (that person is 

normally a qualified RN). 

(o) The Clinical Care Manager will regularly discuss matters regarding consumer care 

with the RNs throughout the facility.  

(p) The Clinical Care Manager and/or the RN are the most senior employees who are 

responsible for all clinical care during a shift.  

(q) The EN also provides a level of clinical care (excluding complex care) at the 

delegation of the RN but has also become a supervisory intermediary between the 

RN and PCWs in many facilities.  

(r) The PCW attends to personal care work, which is assigned and overseen by the RN 

although an EN may play an intermediate supervisory role under the delegation of 

the RN.  

(s) PCWs are trained to observe and monitor for issues or concerns that require 

escalation and to contact either the EN or RN depending on the complexity of the 

matter and the way the service is organised; some things must be escalated 

immediately such as skin tears or bruising. 

(t) In this regard the work of RNs in aged care has changed in that they have more 

administrative/managerial tasks and with this more administrative/managerial 

responsibility along with their hands-on clinical tasks. In part this is a substitution of 

work focus but it also has introduced a different and additional responsibility. 

(u) This has had a flow-on effect to care employees who increasingly operate under 

general supervision (within operating routines) rather than direct supervision 

occasioned while working alongside an RN.  

(v) This has been reflected in the change to the workforce composition. Since 2003, 

there has been a decrease in the number of nurses, both RNs and ENs, as a 
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proportion of the total workforce employed in aged care.42 There has been an 

increase in the proportion of PCWs in the workforce. 

(w) A related impact arising from the increased general supervision by RNs, is that ENs 

have now assumed a more active supervisory role within respect to PCWs.  

(x) Such that they may be the first point of call to provide assistance to PCWs. That 

assistance remains with the limits of their scope of practice. The EN is required to 

escalate matters to the RN as needed and when a matter falls outside their scope 

of practice.  

(y) There is now an increased emphasis on diet and nutrition for the aged, which 

requires the Head Chef/Cook to implement decisions made by persons outside the 

Kitchen Staff.  

(z) The menu is typically approved by an external dietician and/or nutritionist. The 

dietary needs of residents are included in the care plan, which includes an IDDSI43  

level (or description) set by the RN usually in consultation with a speech pathologist. 

The Chef/Cook will then prepare food consistent with the approved menu and IDDSI 

per the care plan (for example, “IDDSI 5” or “minced & moist”).  

(aa) All aged care providers provide in-house training. This has developed progressively. 

Providers generally require staff to undertake mandatory internal training. The 

majority of this training takes the form of online modules, which take between 30-60 

minutes (including a short assessment). The topics covered include manual 

handling, WHS, infection control and dementia. Online training may also be 

supported by a face-to-face element (for example, manual handling).   

Home Care 

(bb) In home care, while the home care employee generally attends each appointment 

alone, they are trained to contact their supervisor, generally identified as the 

Services Coordinator, should any issue arise out of the ordinary.  

(cc) The supervisor is responsible for making the decision about next steps and/or 

whether the matter should be escalated to the RN, Care Coordinator (or Case 

Manager) and/or GP or whether triple-0 should be called. 

42 The 2016 Aged Care Workforce census and survey report undertaken by the National Institute of Labour Studies 

(NILS) research team shows in 2003 RNs were 21.4% of the direct care workforce; this decreased to 16.8% in 

2007, and to 14.7% in 2012, and that it increased to 14.9% in 2016. The latest census and survey, the 2020 Aged 

Care Workforce Census Report, indicates nurses 23% of direct care employees and personal care employees 

compromise of 70%. 
43 International Dysphagia Diet Standardisation Initiative; See DCB 307, 15883. 
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(dd) The work environment for home care remains the ‘private’ dwelling of the client. 

(ee) All home care providers provide in-house training. As with residential care, this has 

developed progressively. Providers generally require staff to undertake mandatory 

internal training. The majority of this training takes the form of online modules, which 

take between 30-60 minutes (including a short assessment). The topics covered 

include manual handling, WHS, infection control and dementia. Online training may 

also be supported by a face-to-face element (for example, manual handling).  .  

The Pandemic 

4.29 The COVID-19 Pandemic was consistently raised in the unions’ evidence.  

4.30 Clearly, the COVID-19 Pandemic has had a significant impact on the aged care industry 

which was especially clear during the lock-downs. 

4.31 Calibrating its impact now and on-going is far less clear even to those working in the 

industry.     

Staffing Levels 

4.32 Similarly, findings about whether a provider is “short staffed” is not assistive to the 

evaluation of “work value reasons”. The focus must be directed to the work being performed.  

Gender 

4.33 It should be uncontroversial that the modern award system is not “gendered” and that the 

minimum rates as set apply equally to women and men.  

4.34 Whilst it is accepted that the Commission may consider “any gender issue which has 

historically caused any female-dominated occupation or industry currently regulated by a 

modern award to be undervalued” in the context of s 157(2), the Commission should 

exercise caution when considering expert evidence about the gender pay gap and 

gendered undervaluation at large in the broader employment market without direct 

connection with minimum rates under the modern awards.44  

4.35 Each expert conceded that their conclusions reached, with respect to undervaluation, were 

not based upon award minimum rates. Nor did they analyse the existing minimum rates 

within the awards in the context of the modern awards system.  

4.36 Rather, they collectively rely upon analysis of average weekly earnings, application of 

sociological academic theories and international research, all of which sits outside the 

modern awards framework. Upon that basis, none of the expert reports can demonstrate or 

44 Equal Remuneration Decision 2015 [2015] FWCFB 8200 at [292].   
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sustain a conclusion that the awards and minimum rates within them are impacted by 

gender bias. Hence, the evidence is of limited utility.   

Classifications 

4.37 There appears to be merit in restructuring the classification structure in the Aged Care 

Award.  

4.38 In this respect, a new classification structure may benefit from creating two streams. One 

being a ‘care stream’ (PCWs and Recreational/Lifestyle Activities Officers (RAOs)) and, the 

second, a general services stream (i.e. those that work in administration, the kitchen, the 

laundry, cleaning and maintenance). 

4.39 For the ‘care stream’, the following should be considered, there should: 

(a) continue to be an entry level; 

(b) continue to be a level for an employee without a formal qualification or experience 

at this level to promote social inclusion and workforce participation; 

(c) continue to be a level for a Certificate III or equivalent; 

(d) be a level for an employee with a Certificate III (or equivalent) who has acquired 

three years’ experience in the residential care industry; and 

(e) there should be a level for a Certificate IV or equivalent (this level would obviously 

include the RAO). 

4.40 For the general services stream, there should be a classification structure which  broadly 

reflects of the C10 scheme with an entry level (C14/13), an unqualified level (C12), a 

Certificate III qualification or equivalent level (C10) and a Certificate IV or equivalent 

qualification level (likely most relevant to administration roles) (C7).  

4.41 In relation to the Nurses Award classification structure, the Commission must be satisfied 

that the separation of the classification structure for aged care within an occupation based 

award is appropriate and justified by the evidence.  

4.42 In properly fixing minimum wages for the Nurses Award the Commission must also consider 

that the award operates with service based increments with annual progression internally 

through the pay-points of the levels, and some where there are no pay point descriptors 

within the level.  

4.43 The Commission will need to be satisfied that this is appropriate and properly reflects the 

work value of nurses. In this respect, the Commission may be assisted by the approach 

taken in Teachers Case (at [546]-[656]). 
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4.44 In relation to the SCHADS Award home care classification structure, the Commission must 

be satisfied that the separation of the classification structure based upon the type of clients 

(i.e. disability home care and aged care home care) is appropriate and justified by the 

evidence. 

4.45 The separation of the classifications could create real operational difficulties. The evidence 

supports the finding that employees in home care can be performing home care services 

for disability clients and aged care clients in the same week, and sometimes on the same 

day.45 

4.46 This problem will weigh heavily in the context of the modern awards objective.  

Contentions 

4.47 While many of the changes in work are evolutionary, or positive (environment, technology) 

or reflect doing more of one thing and less of another, it is contended that, on balance based 

on the evidence given during the hearing, the work undertaken by the following classes of 

employee in residential aged care has significantly changed over the past two decades 

warranting consideration for work value reasons: 

(a) RN; 

(b) ENs; 

(c) (Cert III) Care Workers; and 

(d) Head Chefs/Cooks.  

It should be noted that in regards to Care Workers there was little evidence given regarding 

highly experienced Care Workers who have not attained a Certificate III qualification. 

However, the evidence demonstrated, these people qualify to be classified at this level 

based on the depth and length of experience attained by them. 

C10 

4.48 In any exercise apportioning value to a classification, clearly, the C10 Framework will be an 

effective starting point (and for some an end point).  However, whether any marginal 

departure is then warranted will be determined by the Commission based upon its 

satisfaction that the variation is justified by the work value reasons and a consideration of 

modern awards objective and minimum wages objective.  

MAO and MWO 

45 See Annexure G - Bridget Payton, Michael Purdon, Maria Moffat, Theresa Heenan, Catherine Evans.  
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4.49 The factors relevant to the Commission’s consideration of the modern awards objective and 

minimum wages objective appear at Sections 23 and 24, respectively. 

Funding and Implementation 

4.50 The nature of the aged care industry being reliant upon funding is identified as a critical 

factor that should be taken into the account when determining any operation and 

implementation of any variation to award minimum rates (but not the rates themselves).    

4.51 In the event the Commission is minded to vary minimum rates, the employer interests seek 

to be heard at to the operative date and timetable for implementation of the variations once 

they are known and to which classifications they apply to. 
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5. POLICY AND TRANSITORY ISSUES ARISING IN THE EVIDENCE   

5.1 Throughout the evidence, three separate issues were returned to: 

(a) the impact of the pandemic upon the work performed;  

(b) observations about staffing in the aged care industry; and 

(c) funding within the aged care sector.  

5.2 For the reasons set out below, it is hard to determine whether the impact of the pandemic 

upon the work performed is a transitory issue and therefore it is difficult to know how it 

should be taken into account when making an   assessment of work value and the proper 

setting of minimum award rates. As to issues regarding staffing and funding, whilst both are 

important matters within the aged care sector, neither inform the assessment to be 

conducted by the Commission.   

5.3 We will address each in turn.  

(a) The impact of the pandemic upon the work performed  

5.4 The impact of the COVID-19 Pandemic has been and continues to be felt by providers, 

staff, consumers, families.  

5.5 This was critically so during the lock-downs and when staff were affected by close contact 

rules etc impacting staffing availability. 

5.6 The Pandemic resulted in an increase in infection control practices, use of PPE and the 

necessary administration supplementing existing work practices. 

5.7 COVID-19 remains present in the Australian community and so the sector has to learn to 

continue to adapt to the challenges of living with it in the community. 

5.8 Calibrating its impact in terms of employment was obviously clear during the lock-downs 

where the Commission itself intervened at an award level and for which various 

Governments provided support.  

5.9 For instance, it may well have been the case that a Pandemic Allowance was warranted for 

some employees in the sector at this time although no application was made for this. 

5.10 Calibrating its impact now and on-going is far less clear even for those working within the 

industry.     

5.11 A consideration of this and whether it reasonably constitutes “justifying the amount that 

employees should be paid for doing a particular kind of work”46is less clear. 

46 See FW Act s 157(2A).    
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5.12 Whilst the Commission has observed that “work intensification” due to the Pandemic may 

represent an increase in value, that comment was made in the context of a particular case 

and context.47 

5.13 On 28 April 2020, a joint application was brought by the HSU and UWU (together with the 

Australian Municipal, Administrative, Clerical and Services Union and National Disability 

Services) to vary the SCHADS Award to add a new clause “COVID-19 Care Allowance”.48 

The application was in the context of the disability services sector.49 

5.14 The purpose of the application was to mitigate the impact of the pandemic on employers 

and employees covered by the SCHADS Award.50 One of the propositions advanced in 

support of the allowance was to “appropriately compensate employees for the extra skill 

and responsibility required in dealing with clients who have contracted or are suspected of 

having contracted COVID-19, including managing client behaviour, the maintenance of 

infection control measures and more rigorous hygiene protocols”.51 

5.15 In considering the utilisation of “extra skill and responsibility”, the Commission stated: 

[84] We wholly accept the fourth proposition. Although the COVID-19 pandemic has not 

led to the exercise of any wholly new skills and, as earlier stated, dealing with 

infectious diseases in the residential context has always formed part of the duties of 

disability support employees, the evidence of Mr Hyland, Ms Brown and Ms Fata 

demonstrates that providing support for a client with an actual or suspected COVID-19 

has led to existing skills and responsibilities being exercised at an unprecedented 

level. This includes simultaneous requirements to maintain infection control protocols, 

rigorous hygiene procedures and physical distancing, to wear and safely dispose of PPE, to 

impose an isolation regime on clients and appropriately communicate the need for this to 

clients, to create modified systems of care and support in residential settings, and to 

appropriately manage the behaviour of clients and interaction between clients in response 

to the significant disruption to normal routines. Work intensification to this degree may 

constitute an increase in work value because it represents an effective change to the 

nature of the work and the degree of responsibility involved.52 

47 Decision - Application to vary the Social, Community, Home Care and Disability Services Industry Award 2010 

(AM2020/18) [2020] FWCFB 4961 [84].  
48 Ibid [1] (15 September 2020). 
49 Ibid [70]. 
50 Ibid [10]. 
51 Ibid [77(4).]  
52 Ibid [84] (emphasis added).  
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5.16 The context in which the view was expressed by the Commission was September 2020. 

The application was ultimately unsuccessful by reference to, inter alia, s 134(1)(g) of the 

FW Act.53  

5.17 To the extent the work performed by aged care employees was impacted by the Pandemic, 

particularly with respect to the requirement to infection control and hygiene practices, this 

amounts to a change however it is unclear as to whether this is temporary at this stage.  

The level of skill or responsibility was not impacted.   

5.18 If the Commission considers a Pandemic allowance is warranted, that matter should be 

considered separately to the applications presently before the Commission. 

(b) Observations about staffing in the aged care industry 

5.19 In terms of staffing shortages within the aged care sector, the issue to be grappled with by 

the Commission is whether the staffing shortage issues are the proper subject of a work 

value assessment or a separate issue entirely.  

5.20 By reference to the definition of “work value reasons” in s 157(2A), the Commission would 

need to be satisfied that staffing constitutes a reason “justifying the amount that employees 

should be paid for doing a particular kind of work”. Further, that reason must be related to 

the nature of the work, the level of skill or responsibility involved in doing the work, the 

conditions under which the work is done. It is difficult to reconcile how the decision of a 

provider vis-à-vis staffing, could possibly justify the pay provided to an employee for doing 

a particular kind of work.   

5.21 Venturing into this field may be somewhat perilous because once the staff shortages go 

(whatever that might mean) the Commission would have to accept that the premium should 

be removed.  

5.22 To the extent it is argued that it constitutes a “condition” relevant to the environment in which 

work is performed, such that the perceived “short staffing” has resulted in increased 

workload, we rely upon the remarks of the Full Bench in ACT Child Care decision: 

“Increased workload generally goes to the issue of manning levels not work value. 

But, where an increase in workload leads to increased pressure on skills and the speed with 

which vital decisions must be made then it may be a relevant consideration. “54 

5.23 The staffing shortage issue in the aged care industry remains a matter for the industry and 

government to respond to - respectfully, not the Commission through a work value case.  

53 Ibid [94]-[95]. 
54 ACT Child Care decision [190], citing Vehicle Industry Award 1953 (1968) 124 CAR 295 at 308 (emphasis 

added). 
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(c) Funding within the aged care sector 

5.24 Related to the issue of labour supply is funding. As a funded sector, the aged care providers 

are primarily reliant upon government funding to operate. The current levels, however, are 

inadequate to pay for the services provided. Employers are not free to simply increase 

prices to consumers in order to be able to increase pay for their employees due to 

government funding scheme regulation. Aged care employers require additional funding to 

be able to increase wages for their employees. 

5.25 This issue can only be addressed by changes in government policy to provide the funding 

to allow increases in workforce spending including wages. 

5.26 The issue itself does not assist with the Commission’s assessment of work value reasons 

in the context of s 157(2)(a). It is, however, relevant to the second aspect of the 

Commission’s assessment under s 157(2)(b), namely, consideration of the modern awards 

objective. Particularly, in terms of the impact of any increase upon the industry at large. 

5.27 Based upon those considerations, which will be returned to later in these submissions in 

the context of considering ss 134 and 284,55 in the event the Commission is minded to vary 

some minimum award rates, the employer interests seek to be heard as to the operative 

date for any increases and as to any timetable for phasing in of increases. 

  

55 See below at Section 23 and 24. 
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6. ISSUES RAISED IN EXPERT EVIDENCE  

6.1 The following experts prepared reports for these proceedings and were required for cross-

examination: 

(a) Professor Sara Catherine Mary Charlesworth, Professor of Gender, Work and 

Regulation in the School of Management at RMIT;56 

(b) Professor Gabrielle Anne Meagher, Professor Emerita in the School of Social 

Sciences at Macquarie University;57 

(c) Professor Meg Smith, Professor and Deputy Dean of the School of Business at 

Western Sydney University, and Dr Michael Lyons, Senior Lecturer in the School of 

Business at Western Sydney University (only Professor Smith was required for 

cross-examination);58  

(d) Associate Professor Anne Merilyn Junor, Honorary Associate Professor within the 

Industrial Relations Research Group of UNSW Canberra;59 

(e) Professor Kathleen Eagar, Professor of Health Services Research and director of 

the Australian Health Services Research Institute at the Faculty of Business and 

Law at the University of Wollongong;60 and 

(f) Dr Susan Elizabeth Kurrle, Senior staff specialist dietician for the Hornsby Ku-ring-

gai and Health Services in New South Wales.61 

6.2 A review of that evidence appears at Annexure J, which provides an overview of the position 

adopted by each expert, together with submissions as to weight. The issues that attracted 

particular attention in opening submission by the ANMF and during cross-examination were 

as follows:   

(a) the gender pay gap and undervaluation; 

(b) sociological theories for undervaluation (including the notion of “women’s work”); 

and 

(c) the Spotlight Tool and “invisible skills”. 

56 Report of Dr Sara Catherine Mary Charlesworth (31 March 2021) (Charlesworth Report 1) and Supplementary 

Report of Dr Sara Catherin Mary Charlesworth (22 October 2021) (Charlesworth Report 2). 
57 Report of Dr Gabrielle Anne Meagher (31 March 2021) (Meagher Report 1) and Supplementary Report of Dr 

Gabrielle Anne Meagher (27 October 2021) (Meagher Report 2). 
58 Report by Associate Professor Meg Smith and Dr Michael Lyons (October 2021) (Smith Report). 
59 Report by Associate Professor Anne Merilyn Junor (28 October 2021) (Junor Report). 
60 Report by Dr Kathleen Eagar (29 March 2021) (Eagar Report 1); Supplementary Report of Kathleen Eagar (20 

April 2022) (Eager Report 2). 
61 Report of Susan Elizabeth Kurrle (dated 25 April 2021) (Kurrle Report). 
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6.3 Each issue is relied upon by the union parties as relevant to the applications before the 

Commission.  

6.4 For the reasons developed in Annexure J, the Commission should be cautious with respect 

to the weight placed on each notion.  

6.5 In summary, the Commission needs to be particularly cautious about that evidence because 

it did not relate to minimum award rates. In such circumstances, without critiquing the 

substance of the theories explored by the experts, the content is ultimately of minimal 

assistance in the context of a work value assessment determining how to properly set 

minimum wages in the awards.  
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7. FIXING MINIMUM RATES: A PRINCIPLED APPROACH  

7.1 In Background Document 1, the Commission sought assistance from the parties as to the 

approach to be taken in the event the Commission accepts that the minimum rates in the 

Aged Care Award, Nurses Award and SCHADS Award were never properly set.62 In 

particular, whether the appropriate approach was “to fix the amount that employees should 

be paid for doing a particular kind of work based on the value of the work as it is currently 

being done, and that to undertake that task it is not necessary to measure changes in work 

value from a fixed datum point or to identify any ‘significant net addition’ to work 

requirements”.63 

7.2 In order to answer that question, we address the following: 

(a) finding whether minimum rates were never properly set; 

(b) the relevance of the C10 Framework; 

(c) the evaluative judgment under s 157(2)(a); and 

(d) the evaluative judgment under s 157(2)(b).  

(a) Finding whether minimum rates were never properly set 

7.3 At the outset, we consider that an analysis of the relevant case law, pre-reform awards and 

commentary surrounding the modernisation of awards reveals the Aged Care Award and 

SCHADS Award were not properly set. That analysis is set out in Annexure N.  

7.4 We also note that the preponderance of federal awards that informed the drafting of rates 

and classifications in the Nurses Award were subject to a series of work value assessments 

and, were expressly observed to be “properly set” minimum rates.64 Relevantly, as set out 

in Annexure N:  

(a) in 2003, the rates in a pre-reform award used as the basis for the classification 

structure of the Nurses Award were described as “properly set minimum rates as 

required by the above relevant principles”;65 and   

(b) in 2005, the Australian Industrial Relations Commission aligned the AIN to the C10 

Framework, together with regard “further experience gained on the job” that 

warranted a marginal departure to 2% above the C10 rate. In reaching that 

62 Background Document 1 - The Applications (9 June 2022), Question 8 (Background Document 1).  
63 Background Document 1, Question 8.  
64 See Annexure N [2.13]-[2.51]. 
65 Nurses (ANF - South Australian Private Sector) Award 1989 (PR933237) [2003] AIRC 797 (7 July 2003) [16]. 
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conclusion it was also observed the pre-reform award “contains properly fixed 

minimum rates”.66  

7.5 These factors may suggest a higher degree of alignment, in contrast to the Aged Care 

Award and SCHADS Award. Uncertainty arises however, as to whether this was translated 

into the modern award when made in 2010, due to the striking non-alignment of the RN 

classification to the C10 Framework.67 

7.6 That said, an illustration of alignment with the C10 Framework for the Aged Care Award, 

Nurses Award and SCHADS Award appears at Annexure O shows a reasonable degree of 

alignment across the awards which is not surprising given the primacy the C10 Framework 

has had since the early 1990s.  

7.7 However, several anomalies can be identified and three key observations made:  

(a) Issues with alignment arise with each award. The most dramatic issue arising with 

respect to minimum rates concerned the classifications of EN and RN under the 

Nurses Award. The minimum rates sit too low within the C10 Framework; the rates 

do not align with the AQF and, as a result, are not consistent with classifications 

within the modern award system that require a Diploma and Degree, respectively. 

(b) In some instances, the classifications in the SCHADS Award, when the alignment is 

made to the C10 Framework, do not correlate with the AQF. For example, a Level 

5 home care employee aligns between C7 and C6. However, the classification 

description of potential qualification ranges from the completion of a TAFE certificate 

or Associate Diploma through to a Diploma or Degree. The current description is too 

broad. 

(c) In some instances, the minimum qualifications for an “aged care employee” differ 

based upon classification stream as opposed to classification level. For example, a 

Level 7 Chef is not required to hold any qualification, but may hold a Certificate III 

or IV (noting the reference to “Senior Cook (trade)” at Level 4 is an “indicative task” 

not a requirement). Whereas, a Level 7 PCW is required to have Certificate III or 

equivalent (being a requirement in Level 3). The separation of the PCW stream may 

enhance the clarity and readability of the classification schedule. 

  

66 Appln By Australian Nursing Federation To Vary Nurses Private Sector (ACT) (PR 965496) (21 November 2005) 

[84]-[89], concerning the Nurses Private Employment (ACT) Award 2002; see Annexure N [2.45]-[2.48]. 
67 See Annexure O [3.2]-[3.5]. 
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(b) The relevance of the C10 Framework 

7.8 Returning to the question put to the parties, given that the notion of a datum point and the 

progressively updating of work value is no longer a statutory consideration and given that 

the notion of stability is invested in s 134(g) of the FW Act, the Commission should be 

strongly guided by the C10 Framework in properly setting minimum wages in modern 

awards.  

7.9 The basis for that approach is supported by the summary of principles in Annexure K.  

7.10 In particular, the approach of the Full Bench in Teachers Case is instructive as to the 

approach to be taken with respect to applications to vary an award based on work value 

reasons. 

7.11 In summary, the following approach was taken: 

(a) First, the Full Bench considered whether the minimum rates had been properly set. 

The Full Bench followed the principles set out in ACT Child Care decision and had 

regard to the C10 Framework.68  

(b) Second, prior to addressing arguments as to the minimum rates, the Full Bench 

considered the classification structure. The following questions were considered: do 

the classifications align with the C10 Framework and if there are pay points and/or 

increments between classification levels, are they based on competency and/or 

work value considerations - or set based upon years of service. That latter was 

described as “anachronistic”.69 

(c) Third, returning to the minimum rates and its consideration of any proposed 

adjustments, the Full Bench undertook an extensive evaluation of the evidence and 

considered whether work value reasons existed that would justify an increase in 

wages.70 

(d) Fourth, in doing this the Full Bench gave primacy to fixing a benchmark classification 

(Proficient Teacher) to the C10 Framework and then resetting internal relativities in 

the new classification structure.71   

7.12 The C10 Framework is not simply about qualifications but the reference to the AQF provides 

additional objective criteria, which is nationally regulated, to assist with the alignment of 

classifications across modern awards.  

68 See Teachers Case [560]-[563] and [653]. 
69 Teachers Case [647] and [653]. 
70 Teachers Case [646]-[651]. 
71 Teachers Case [654]. 
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7.13 It provides a consistent means for aligning qualifications, by reference to the competencies 

and learning outcomes of each AQF level.  

7.14 That is not the end of the analysis. When aligning classification levels to the C10 

Framework, for example an AQF Certificate III, the work performed is not valued simply be 

reference to the attainment of a Certificate III. Rather, it is valued within a workplace setting 

(i.e. an industrial context), such that factors concerning supervision typically associated with 

an employee working at this level inform the assessment of value.  It would be wrong to 

suggest that the C10 Framework, which is the valuation process built in part on the AQF, 

only deals with the “qualification” not the work environment or the nature of the work in 

general terms. 

7.15 Thus, such an approach is consistent with the promotion of a stable modern awards system.  

7.16 It is useful, in this respect, to turn more closely to the relevance of alignment considerations 

in Pharmacy Case and Teachers Case.  

Pharmacy Case 

7.17 The conclusions of the Commission in Pharmacy Case, in the course of work value 

considerations, make explicit reference to both the function served by reference to the C10 

Framework and the AQF in the assessment of minimum rates:72 

(a) The APESMA73 had demonstrated that there was an increase in work value 

associated with the introduction of Home Medicine Reviews and Residential 

Medication Management Reviews that justified a “discrete adjustment” to award 

remuneration by means of the introduction of a new allowance.  

(b) There had been an increase in the work value of pharmacists since 1998 in respect 

of the introduction of inoculations, the provisions of emergency contraception, the 

downscaling of medicines to pharmacy-only status, and a general increase in the 

level of responsibility and accountability.  

(c) There was a lack of alignment in pay rates and relativities as between pharmacists 

(who require a four-year undergraduate degree) under the Pharmacy Industry 

Award 2010 (Pharmacy Award) and those for classifications requiring equivalent 

qualifications under the Manufacturing Award, as well as a lack of a consistent 

relationship with the AQF.74 

72 4 Yearly Review Of Modern Awards--Pharmacy Industry Award [2019] FWCFB 3949 (13 June 2019), citing 

Pharmacy Case. 
73 Association of Professional Engineers, Scientists and Managers Australia. 
74 See Section 157 proceeding [2019] FWC 5934 (27 August 2019). 
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7.18 In summary, the Full Bench found there was a lack of alignment in pay rates and relativities 

as between pharmacists under the Pharmacy Award and those classifications requiring 

equivalent qualifications under the Manufacturing Award (particularly those rates referable 

to undergraduate qualifications). The Full Bench also expressed a view that this issue may 

affect other awards which contain qualifications applying to employees who are required to 

hold undergraduate qualifications.  

Teachers Case 

7.19 In Teachers Case, the Commission determined that the minimum rates for teachers 

covered by the Educational Services (Teachers) Award (EST Award) had never been 

properly fixed (to the C10 schema).75 The Commission also considered there had been 

substantial change in the nature of the work of teachers and the levels of their skills and 

responsibility which constituted a significant net addition to their work value.76 The following 

changes justified a work value increase: 

(a) additional training requirements for entry into the profession;77 

(b) increased professional accountability;78  

(c) greater complexity of work;79 and 

(d) teaching and caring for a more diverse student population.80 

7.20 In coming to the conclusion as to what is the appropriate adjustment required to properly 

reflect the work value the Commission observed: 

(a) the correct approach is to fix wages is in accordance with the principles stated in the 

ACT Child Care decision. This requires the Commission to identify a key 

classification or classifications, align it with the appropriate classifications in the 

Metal Industry classification structure, and then set other rates for other 

classifications based on internal relativities that are assessed as appropriate;81 

(b) the current classification structure with its annual increments is “anachronistic” and 

does not properly relate to the work value of teachers;82 

75 Teachers Case [560]. 
76 Ibid [645]. 
77 Ibid [608]-[609]. 
78 Ibid [610]-[617]. 
79 Ibid [618]-[639]. 
80 Ibid [640]-[644]. 
81 Ibid [653]. 
82 Ibid. 
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(c) the appropriate alignment is of the “Proficient Teacher” classification would be with 

Level C1(a) in the Metal Industry classification structure;83 and 

(d) the properly valued rate for a Proficient Teacher is the C1(a) rate (plus 4% due to 

long day care centres).84 

7.21 After giving due and proper consideration to the above factors, the Commission decided 

that: 

(a) A new classification structure with service based progressions and requiring the 

acquisition of additional skills and responsibility through experience was 

warranted;85 and 

(b) Under this new classification structure, teachers would receive between 3% and 

13% increase in minimum rates (due to an agreement regarding transition between 

the parties). 

(c) The evaluative judgment under s 157(2)(a) - work value reasons  

7.22 When moving to assess the impact of proposed “work value reasons”, that evaluative task 

is informed by the relevant legal principles that inform the construction of s 157(2) and (2A), 

which appear in Annexure K.  

7.23 The task arising from section 157(2) would seem relatively straight forward to vary a modern 

award in accordance with section 157(2). 

7.24 The Commission will need to identify “work value reasons” sufficient to “justify” a variation 

to minimum award wages and with this determine what the extent of that variation should 

be in properly setting the minimum rates.  

7.25 Work has no intrinsic value being determined in the open market simply by supply and 

demand. Valuing work will always involve some level of comparison rather than operating 

in an isolated vacuum.  

7.26 Section 157(2) requires an evaluative judgment to determine whether work value reasons 

that warrant a variation are present. Mere change of any form would not warrant this. It 

needs to be sufficient to move the Commission to conclude that the minimum rates do not 

reflect the value of the work and thus require variation. 

83 Ibid [654]. 
84 Ibid. 
85 Ibid [656]. 
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7.27 This requirement is plain on the face of the statute “the variation of modern award minimum 

wages is justified by work values reasons”. If an evaluative judgment was not required, the 

statute would not have included it as a prerequisite to the enlivening of its discretion.  

7.28 Guidance for that evaluative judgment is informed by reference to case law such as the 

Pharmacy Case and Teachers Case.  

7.29 For completeness, the absence of a prescribed datum point in legislation does not prohibit 

that approach. It simply affords the Commission greater discretion to have regard to a more 

temporal consideration, which in these proceedings has been the last two decades. Indeed, 

the evidence before the Commission allows for evaluation of change over that period.  

Furthermore, that timing aligns with introduction of the Aged Care Act in 1997 and the first 

round of accreditation emanating from this in 2000.  

7.30 As to the assessment of work value reasons by reference to the nature of the work, skill 

and responsibility required and the conditions under which the work is performed, we rely 

upon the submissions set out below addressing employees working in aged care covered 

by the awards. The conclusions that appear therein are supported by the Evidence Review 

at Annexures A to J. 

(d) The evaluative judgment under s 157(2)(b) - modern awards objective 

7.31 Prior to any variation based on work value reasons, the Commission will also need to be 

satisfied that any change to minimum rates is consistent with the modern awards objective86 

and the minimum wages objective,87 which is addressed following a consideration of the 

factors relevant to s 157(2)(a). 

  

86 FW Act, s 157(2) refers s 134. 
87 FW Act, s 157(2) refers s 284. 
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8. CONSIDERATION OF SECTION 157(2)(A): AGED CARE EMPLOYEES   

8.1 This next section will consider the evidence before the Commission that informs its 

evaluative judgment under s 157(2)(a). 

8.2 The different “classifications” covered under the Aged Care Award will be addressed in turn, 

namely:   

(a) Personal care employees (namely, PCW together with AINs). 

(b) Recreational and Lifestyle Employees (RAO). 

(c) General and administrative support employees: 

(i) Administrative employees; 

(ii) Laundry employees; 

(iii) Cleaning employees; 

(iv) Gardening employees; and 

(v) Maintenance employees. 

(Collectively, support employees). 

(d) Food services employees: 

(i) Cook/Chef. 

(ii) Kitchen/ Servery employees (also referred to as Catering Assistants).   
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9. THE WORK PERFORMED BY PCW / AIN  

9.1 At the outset of this analysis we note that personal care employees and AINs perform the 

same work. As such, the following observations and conclusion apply to both personal care 

employees and AINs (which will be referred to, collectively, as PCW).  

9.2 The following witnesses gave evidence as to their experience as PCW working in aged 

care: 

(a) Virginia Mashford, AIN at Regis Aged Care;  

(b) Rose Nasemena, AIN at Bupa; 

(c) Christine Spangler, AIN at St Anne’s Nursing Home; 

(d) Dianne Power, AIN at Regis; 

(e) Linda Hardman, AIN at Hestia Health;  

(f) Sherree Clarke, AIN with Opal Health Care; 

(g) Paul Jones, Care Services Employee at United Protestant Association; 

(h) Virginia Ellis, Homemaker at Uniting Aged Care; 

(i) Donna Kelly Extended Care Assistant at Baptcare Karingal Community Care; 

(j) Alison Curry, Personal Care Worker at Warrigal; 

(k) Antoinette Schmidt, Specialised Dementia Care Worker at HammondCare; 

(l) Sanu Ghimire, Care Service Employee at United Aged Care; 

(m) Kristy Youd, Personal Care Worker with Masonic Care; 

(n) Charlene Glass, Carer at Anglicare; 

(o) Sally Fox, Extended Care Assistant at Tasman Health & Community Service; 

(p) Geronmia Ortillano, Personal Care Worker at Brightwater Care Group; 

(q) Judith Clarke, Personal Care Worker at BaptCare;  

(r) Tracey Roberts, Personal Care Worker at Respect Group; 

(s) Anita Field, AIN, Leigh Place;  

(t) Marion Jennings, HSU Official (former Care Service Employee at Uniting); and 

(u) Helen Platt, Care Supervisor, Anglicare 

9.3 The following witnessed called by the employer interests also gave evidence relevant to the 

work performed by PCWs: 

(a) Mark Sewell, Chief Executive Officer at Warrigal; 
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(b) Craig Smith, Executive Leader Service Integrated Communities at Warrigal; 

(c) Kim Bradshaw, General Manager at Warrigal; 

(d) Emma Brown, Special Care Project Manager at Warrigal; 

(e) Johannes Brockhaus, Chief Executive Officer at Buckland Aged Care Services 

(Buckland); 

(f) Paul Sadler, Chief Executive Officer at ACSA; and 

(g) Anna-Maria Wade, National Manager - Employee Relations and State Manager - 

NSW and ACT at ACSA. 

9.4 A review of the employee evidence, together with submissions as to weight appears at 

Annexure A. A review of the employer evidence appears at Annexure H. 

The Work Performed   

9.5 In relation to PCWs in residential aged care, the evidence before the Commission supports 

the following findings: 

(a) A PCW will usually work in a specific part of a facility with a set number of specific 

consumers88. 

(b) The consumers may change between shifts but on balance PCWs tend to work with 

consumers they know to develop better consumer awareness89. 

(c) A shift will usually start with some form of shift brief whether this happens at the start 

or early in the shift90.  

(d) This could involve employees from the earlier shift but usually involves the RN in 

charge of the shift relying on the observations from the previous shift91. 

(e) Absent this hand over a PCW will have access to the recorded observations from 

the previous shift92. 

(f) There is nearly always a RN rostered onto the shift93 but there are exceptions to this 

with some night shifts that instead have a RN rostered on call94. 

88 See Annexure E [2.26], [2.40], [2.71]; Annexure A [2.53], [2.79], [2.85], [2.105], [2.153], [2.168], [2.210], 

[2.330(b)]. 
89 See Annexure E [2.26], [2.40], [2.71]; Annexure A [2.53], [2.79], [2.85], [2.105], [2.153], [2.168], [2.210].. 
90 See Annexure A [2.36], [2.38], [2.136], [2.156], [2.296], [2.330(b)]; Annexure E [2.26]; Annexure F [1.12], [1.23].  
91 See Annexure A [2.36], [2.38], [2.136], [2.156], [2.296], [2.330(b)]; Annexure E [2.26]; Annexure F [1.12], [1.23]. 
92  See Annexure A [2.136]. 
93 See generally “Supervision” in Annexure A; Annexure E; Annexure F; Annexure H [2.58(a)], [2.59(a)], [2.60(a)], 

[2.6(a)], [3.66(a)]. 
94 See Annexure A [2.67]. 
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(g) If there is an EN present the PCW may report to the RN through the EN95. 

(h) The PCW will have a routine that they follow which follows the usual cadence of a 

domestic day; rise, bathe, breakfast, lunch, dinner prepare for bed, bed interspersed 

by leisure activities and health related activities and visits96. 

(i) This routine usually commences with assisting consumers rise from bed and 

bathe97. 

(j) A PCW will assist the consumer with bathing consistent with any ‘lifting’ protocol 

applicable to the consumer as set out in the care plan and usually repeated in a 

short form on a document in the consumer’s room98. 

(k) These activities can involve showering, toileting and cleaning teeth99.  

(l) From the commencement of the shift a PCW will be observing the consumer and if 

they notice anything ‘different’ they will either record it on the consumer’s chart or 

refer it to a RN (or an EN if present and that is the reporting structure)100. 

(m) Referring something to a RN may involve calling the RN or sending the RN a 

message and in some cases a photo (skin tears or bruising)101. 

(n) This observe and record or refer activity could be repeated throughout the shift 

although far less so on a night shift as consumers are mostly asleep102. 

(o) If a consumer has a fall or similar event the following usually occurs: the PCW will 

notify the nursing employees immediately by pressing the call button or phoning 

them. The PCW is not to move the consumer. The RN (and ENs if present at the 

facility) will respond to the call. If the EN arrives first, they may undertake an initial 

assessment. The decision to move the consumer is to be made by the RN. The 

95 See Annexure A [2.49], [2.153], [2.226], [2.310]; Annexure E [2.9]. 
96 See Annexure A [2.19] [2.20], [2.51], [2.68], [2.77], [2.81], [2.98], [2.113], [2.134], [2.136(h)], [2.153], [2.156], 

[2.172(b)], [2.191], [2.210], [2.215], [2.227], [2.240], [2.266], [2.281], [2.297], [2.299], [2.314]. 
97 See Annexure A [2.19] [2.20], [2.51], [2.68], [2.77], [2.81], [2.98], [2.113], [2.134], [2.136(h)], [2.153], [2.156], 

[2.172(b)], [2.191], [2.210], [2.215], [2.227], [2.240], [2.266], [2.281], [2.297], [2.299], [2.314], [2.330(a),(e)]. 
98 See Annexure A [2.38(c)], [2.69], [2.79], [2.106], [2.118(e)], [2.218], [2.138], [2.156(b)], [2.252], [2.330(e)]. 
99 See Annexure A [2.19] [2.20], [2.51], [2.68], [2.77], [2.81], [2.98], [2.113], [2.134], [2.136(h)], [2.153], [2.156], 

[2.172(b)], [2.191], [2.210], [2.215], [2.227], [2.240], [2.266], [2.281], [2.297], [2.299], [2314]. 
100 See Annexure A [2.18], [2.20],  [2.36(e)], [2.37(d)], [2.49(b)], [2.66(b), [2.80], [2.82(c)], [2.83],  [2.96], [2.99], 

[2.101], [2.118(b)], [2.192], [2.197], [2.217] ,[2.226], [2.239], [2.251(c)], [2.265], [2.280], [2.283]; [2.314(g)], 

[2.330(q)]; Annexure E [2.11(b)], [2.27(c)-(e)],  [2.41(b)-(d), (k)]. 
101 See Annexure A [2.18], [2.20],  [2.36(e)], [2.37(d)], [2.49(b)], [2.66(b), [2.80], [2.82(c)], [2.83],  [2.96], [2.99], 

[2.101], [2.118(b)], [2.192], [2.197], [2.217] ,[2.226], [2.239], [2.251(c)], [2.265], [2.280], [2.283]; [2.314(g)], [2.328], 

[2.329(b),(c)]; Annexure E [2.11(b)], [2.27(c)-(e)],  [2.41(b)-(d), (k)]. 
102 See Annexure A [2.18], [2.20],  [2.36(e)], [2.37(d)], [2.49(b)], [2.66(b), [2.80], [2.82(c)], [2.83],  [2.96], [2.99], 

[2.101], [2.118(b)], [2.192], [2.197], [2.217], [2.226], [2.239], [2.251(c)], [2.265], [2.280], [2.283]; [2.314(g)]; 

Annexure E [2.11(b)], [2.27(c)-(e)],  [2.41(b)-(d), (k)]. 
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PCW will assist with moving the consumer at the direction of the RN only. The RN 

will then determine the course of action to be followed and give directions in 

accordance with this. This could involve calling 000 through to directing closer 

observation of the consumer. The PCW will act in accordance with any such 

directions.103 

(p) If a skin tear or bruising is identified by the PCW, the PCW will notify nursing 

employees. The PCW may report the issue to an EN first, who may escalate the 

matter to the RN if an EN is present otherwise it will be reported to the RN who will 

attend and direct the course of action to be followed.  The PCW will act in 

accordance with any such directions.104 

(q) A similar process will apply to other issues such as a consumer having difficulty 

breathing or maintaining consciousness105. 

(r) The PCW will at various times record their observations106.  

(s) Recording observations is usually done electronically with the aid of an iPad type 

device but maybe with pen and paper. A typical observation could be to record that 

the consumer went to the toilet, took a shower through to taking blood pressure if 

the PCW is trained to do this107. 

(t) Once bathed, a PCW may assist the consumer with getting dressed and then with 

mobility to a dining room for breakfast108. 

(u) Some consumers will eat breakfast in their room109. 

103 See Annexure A [2.18], [2.20],  [2.36(e)], [2.37(d)], [2.49(b)], [2.66(b), [2.80], [2.82(c)], [2.83],  [2.96], [2.99], 

[2.101], [2.118(b)], [2.192], [2.197], [2.217] ,[2.226], [2.239], [2.251(c)], [2.265], [2.280], [2.283]; [2.314(g)], 

[2.330(e)]; Annexure E [2.11(b)], [2.27(c)-(e)],  [2.41(b)-(d), (k)]. 
104 See Annexure A [2.18], [2.20],  [2.36(e)], [2.37(d)], [2.49(b)], [2.66(b), [2.80], [2.82(c)], [2.83],  [2.96], [2.99], 

[2.101], [2.118(b)], [2.192], [2.197], [2.217] ,[2.226], [2.239], [2.251(c)], [2.265], [2.280], [2.283]; [2.314(g)]; 

Annexure E [2.11(b)], [2.27(c)-(e)],  [2.41(b)-(d), (k)]. 
105 See Annexure A [2.18], [2.20],  [2.36(e)], [2.37(d)], [2.49(b)], [2.66(b), [2.80], [2.82(c)], [2.83],  [2.96], [2.99], 

[2.101], [2.118(b)], [2.192], [2.197], [2.217] ,[2.226], [2.239], [2.251(c)], [2.265], [2.280], [2.283]; [2.314(g)]; 

Annexure E [2.11(b)], [2.27(c)-(e)],  [2.41(b)-(d), (k)]. 
106 See Annexure A [2.18], [2.20],  [2.36(e)], [2.37(d)], [2.49(b)], [2.66(b), [2.80], [2.82(c)], [2.83],  [2.96], [2.99], 

[2.101], [2.118(b)], [2.192], [2.197], [2.217] ,[2.226], [2.239], [2.251(c)], [2.265], [2.280], [2.283]; [2.314(g)], 

,[2.330(u)-(v)]; Annexure E [2.11(b)], [2.27(c)-(e)],  [2.41(b)-(d), (k)]. 
107 See Annexure A [2.82(a)], [2.271(b)]; See Annexure A [2.18], [2.20],  [2.36(e)], [2.37(d)], [2.49(b)], [2.66(b), 

[2.80], [2.82(c)], [2.83],  [2.96], [2.99], [2.101], [2.118(b)], [2.192], [2.197], [2.217] ,[2.226], [2.239], [2.251(c)], 

[2.265], [2.280], [2.283]; [2.314(g)]; Annexure E [2.11(b)], [2.27(c)-(e)], [2.41(b)-(d), (k)]. 
108 See Annexure A [2.299], [2.299(d)], [2.49(b)(ii)], [2.26(e)]. 
109 See Annexure A [2.136(j)]. 
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(v) Some PCWs may assist a consumer eat breakfast although in some facilities this 

activity could be undertaken by a ‘kitchen hand’110. 

(w) Following breakfast, the consumer will then be taken back to their room, a common 

room or some activity111. 

(x) Throughout the shift the consumer will be periodically observed by the PCW and the 

observation, record, report process will apply as appropriate112. 

(y) Depending on the mobility of the consumer they may need to be assisted with 

repositioning and again, lifting protocols will be followed. This is more likely the case 

with bed bound consumers but may also apply to consumers resting in various types 

of chairs.113 

(z) The process that applied for breakfast will usually apply to both lunch and dinner. 114 

(aa) In some facilities the PCW will be required to take the food choice (usually a choice 

of, for example, chicken or beef, etc.) of a consumer but in some facilities this could 

be undertaken by kitchen employees.115 

(bb) Some PCWs will assist with the medicine rounds.116 

(cc) Schedule 8 medicine rounds usually operate as follows. The RN will access the 

Schedule 8 medicines from a locked cabinet/trolley/room. Only the RN has access 

to Schedule 8 medications (although this may vary by jurisdiction). The RN will 

administer Schedule 8 medications, with a PCW or EN being the “second person” 

witnessing and checking that medications administrated match what is recorded on 

the care plan. Only the RN administers these medications (although this may vary 

by jurisdiction).117 

110 See Annexure A [2.252(d)], [ 2.49(b)(ii)], [2.26(e)] [2.134(d)], 2.136(j)(iv)], [2.156(d)], [2.172(e)(ii)], [2.227(b)], 

[2.237], [2.297]. 
111 See Annexure H [2.69(e)]. 
112 See Annexure A [2.18], [2.20],  [2.36(e)], [2.37(d)], [2.49(b)], [2.66(b), [2.80], [2.82(c)], [2.83],  [2.96], [2.99], 

[2.101], [2.118(b)], [2.192], [2.197], [2.217] ,[2.226], [2.239], [2.251(c)], [2.265], [2.280], [2.283]; [2.314(g)]; 

Annexure E [2.11(b)], [2.27(c)-(e)],  [2.41(b)-(d), (k)]. 
113 See Annexure A [2.19], [2.38(j)], [2.50(a)(v)], [2.6(h)], [2.172(b)]. 
114 See Annexure A [2.299], [2.299(d)], [2.49(b)(ii)], [2.26(e)], [2.136(j)], [2.252(d)], [ 2.49(b)(ii)], [2.26(e)] [2.134(d)], 

2.136(j)(iv)], [2.156(d)], [2.172(e)(ii)], [2.227(b)], [2.237], [2.297]. 
115 See generally Annexure A [2.227], [2.330(s)]; see Statement of Kirsty Youd dated 24 March 2021 
[33(q)], Statement of Lindy Twyford dated 1 April 2021 [28]-[31] for an illustrative example on the choice 
offered by providers (not specific to PCW).  
116 See Annexure A [2.20(c)], [2.32], [2.38], [2.68], [2.118(c)], [2.136(d)], [2.156(a)], [2.172(c)], [2.193]-[2.195], 

[2.215(e)], [2.241], [2.269], [2.282], [2.300], [2.314(f)], [2.330(f)-(n)]. 
117 See Annexure A [2.49], [2.136(d)], [2.172(c)(v)], [2.215(f)], [2.297(d)], [2.330(m)]. 
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(dd) Schedule 4 medicine rounds usually operate as follows. The RN, EN or medication 

competent PCW will access the drug trolley stocked with Schedule 4 medications 

and go to each consumer (sometimes the trolley will need to be stocked by this 

person from a locked cabinet). The medication will be stored in blister packs or 

sachets. The PCW will follow the ‘six rights of safe medication administration’ or 

some similar protocol. This involves confirming they have the right consumer, time 

and dose, referencing the care plan usually via an iPad (or similar device). They will 

also affirm they have the right ‘pills’ or other medications such as creams. Pills are 

usually compared to a picture chart held on the iPad or similar device. The care plan 

will inform how the medication is to be taken such as crushed with jam or whole with 

liquid etc and the PCW will administer the medication accordingly.118  

(ee) The PCW will observe the consumer have the medication before moving to the next 

consumer. If the consumer refuses medication, the PCW will try again later and if 

the consumer continues to refuse the PCW would notify the RN. If anything is not 

entirely correct with the medications (less pills than required, more pills than 

required, incorrect pills etc) the PCW immediately ceases and contacts the RN for 

directions.119 

(ff) From time to time a consumer may require a medication outside of this schedule120 

and when this happens the process requires approval from the RN; this maybe a 

simple as providing a Panadol.121 

(gg) The PCW may spend time at the conclusion of their shift entering or reviewing their 

observation notes during the shift.122 

(hh) If a PCW is placed in an unsafe situation they are required to follow a set protocol 

that usually involves removing themselves, and possibly other consumers, from the 

situation and calling for assistance through an assist button or phone for additional 

PCWs and/or EN or RN support.123 

118 See Annexure A [2.20(c)], [2.32], [2.38], [2.68], [2.118(c)], [2.136(d)], [2.156(a)], [2.172(c)], [2.193]-[2.195], 

[2.215(e)], [2.241], [2.269], [2.282], [2.300], [2.314(f)], [2.330(f)-(n)]. 
119 See Annexure A [2.36(b)], [2.66(c)], [2.171], [2.190(a)], [2.239(d)], [2.241(e)], [2.265(b)], [2.280], [2.330(f)-(n)].   
120 PRN medication.  
121 See Annexure A [2.118(c)(v)] 
122 See Annexure A [2.20], [2.38(d)], [2.50(f], [2.68(k)], [2.82], [2.118(b)], [2.156(e)], [2.217], [2.227(d)], [2.252(f)], 

[2.271], [2.314(g),(i)]. 
123  See Annexure A [2.71], [2.87], [2.104], [2.139], [2.190(d)], [2.203], [2.230], [2.289], [2.332]. 
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(ii) If working with a consumer that is palliating the PCW will undertake their usual 

routine however this may involve greater frequency of activity as well as additional 

assistance to comfort the consumer.124 

(jj) The PCW will come into contact with persons visiting the consumer such as family 

and will usually be asked questions by the family about how the consumer is feeling 

etc and the PCW will engage in this.125 

(kk) If a visitor asks about a clinical issue or more complex issue the visitor will be 

referred to the RN.126 

(ll) The PCW may suggest or through their observation notes the RN may observe 

suggestions about changes to a consumer’s care plan (for example, a change to 

incontinence care). The RN will consider the suggestion and, if agreed to be 

appropriate, will make it. This may involve directing the PCW to make the written 

change for the RN to sign off.127  

(mm) The PCW will have access to the consumer’s care plan and usually also a short or 

abbreviated version of key parts (such as mobility requirements - for example, two-

person lift required) of the plan in the consumer’s room128. 

(nn) The PCW will usually place the consumers clothes in laundry bags which will be 

different colours: “red” means soiled laundry and “yellow” means infectious129. 

(oo) Some PCWs may be required to move laundry bags from a consumer’s room to a 

central location although this does not seem to be the norm130. 

(pp) PCWs may replenish drinking water or other fluids in the consumers room 

throughout the day but this also may be done by a kitchen employee in some 

facilities131. 

(qq) PCWs may assist a consumer attend an activity and may also remain present to 

assist the RAO undertake the activity.  

124 See Annexure A [2.38(j)]; Annexure E [2.44]. 
125 See, generally, Annexure A [2.80(d)], [2.118(h)], [2.136(n)], [2.154], [2.330(w)]. 
126 See, generally, Annexure E [3.20(f)], [2.26(d)], [2.28(a)-(b)], [2.41(c)]. 
127 See Annexure A [2.18], [2.66(e)], [2.69], [2.96(h)], [2.106], [2.118(a)-(b)], [2.140]-[2.141], [2.198], [2.201], 

[2.215(a)], [2.216]-[2.217], [2.331]; see Annexure E [2.12(b)-(c), (e)], [2.26], [2.27(b)], [2.41(j)-(k)], [2.69], [2.71]; 

Annexure F [1.22(h)], [1.33].  
128 See Annexure A [2.38(c)], [2.69], [2.79], [2.106], [2.118(e)], [2.218], [2.138], [2.156(b)], [2.252]. 
129 See Annexure C [3.15(c)]. 
130 See Annexure A [2.20], [2.156(c)], [2.191(b)], [2.313(b)]. 
131 See Annexure A [2.50(a)(iii)]. 
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(rr) Where the PCW is operating under the “cottage model” they will undertake 

additional tasks such as basic food preparation, personal laundry and some assist 

with recreational activities under the general guidance of the RAO132. 

(ss) Some PCWs assist with other activities following training by a RN. Those activities 

may include: 

(i) blood pressure checks - an acceptable range is written in the care plan, if 

the reading is outside that range, the PCW is to contact the RN immediately 

(this is usually set out as a traffic light) for direction;133 

(ii) blood glucose level check - this involves a finger prick test and if the 

reading is outside the prescribed range, the PCW will contact the RN 

immediately for direction;134 

(iii) catheter care in accordance with training provided by a RN and limited to 

emptying/changing the bag. If the urine is cloudy or contains blood, the PCW 

will notify the RN immediately for direction. The PCW may chart the output 

in a bag as well.135 

9.6 As to the facility, consumers generally have individual rooms with ensuites. The facility is 

more likely now than in the past to be purpose built. This has allowed for easier use of 

mechanical aids, more room to assist the consumer with physical tasks (such as getting out 

of bed and showering) and providing more dignity for the consumer.136 Having said this the 

PCW will have less immediate line of sight of consumers than would have been the case in 

a traditional ‘ward’ setting. 

9.7 The PCW will provide companionship and support to the consumer through their day to day 

activities with the consumer.137 

Certificate III  

9.8 The majority of PCWs who gave evidence have a Certificate III qualification although there 

are still a large number of PCWs without a Certificate III who qualify as equivalent based 

on their depth and length of experience in the industry.138  

132 See, generally, Annexure A - Virginia Ellis and Antoinette Schmidt.  
133 See Annexure A [2.50(a)(v)]. 
134 See Annexure A [2.50(a)(v)]. 
135 See Annexure [2.66(d)], [2.68(b)], [2.136(d)(v)], 2.172(b)(v), [2.252(b)(iv)] 
136 See Annexure H [6.26]-[6.29]. 
137 See Annexure A [2.270], [2.38(i)], [2.50(e)], [2.65]. 
138 Some reports state that up to 96% of personal care employees hold this certification, see Workforce 

Questionnaire - Aged Care & Disability Services February 2022 at p 6. 
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9.9 PCWs exercise competence within the Certificate III in undertaking the task set out above 

and work: 

(a) within the scope of competencies within the Certificate III qualification;139 and 

(b) under the direction and supervision of a RN (or, in part, by an EN if this has been 

delegated) whom has the ultimate responsibility for the care of the consumer.  

9.10 The Certificate III has evolved over time to reflect the skills required to be performed by a 

PCW. 

9.11 The qualification description for the Certificate III states: 

This qualification reflects the role of employees in the community and/or residential setting 

who follow an individualised plan to provide person-centred support to people who may 

require support due to ageing, disability or some other reason. Work involves using 

discretion and judgement in relation to individual support as well as taking responsibility for 

own outputs. Employees have a range of factual, technical and procedural knowledge, as 

well as some theoretical knowledge of the concepts and practices required to provide 

person-centred support.140 

9.12 The qualification specialising in aged care requires completion of 12 units of competency, 

together with 120 hours practical. Of those 12 units, the following are core units must be 

completed: 

(a) “Provide individualised support” - this unit teaches individuals the skills and 

knowledge required to organise, provide and support services within the limits of an 

established care plan; 

(b) ”Support independence and wellbeing” - this unit teaches individuals the skills and 

knowledge required to recognise and support individual differences, promote 

independence, support physical wellbeing and support social, emotional and 

psychological wellbeing; 

(c) “Communicate and work in health or community services” - this unit teaches 

individuals the skills and knowledge required to communicate effectively with 

people, collaborate with colleagues, address constraints to communication, report 

problems to supervisors, complete workplace correspondence and documentation 

and contribute to continuous improvement; 

(d) “Work with diverse people" - this unit teaches individuals the skills and knowledge 

required to work respectfully with people from diverse social and cultural groups; 

139 See Annexure I - Lauren Hutchins, James Eddington, Robert Bonner; See Annexure A. 
140 CHC33015 Certificate III In individual Support (emphasis added). 
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(e) “Work legally and ethically” - this unit teaches individuals the skills and knowledge 

required to identify and work within the legal and ethical frameworks that apply to 

an individual job role; 

(f) “Recognise healthy body systems” - this unit teaches individuals how to work with 

basic information about the human body and to recognise and promote ways to 

maintain healthy functioning of the body; and 

(g) “Follow safe work practices for direct client care” - this unit teaches the skills and 

knowledge required for an employee to participate in safe work practices to ensure 

their own health and safety, and that of others in work environments that involve 

caring directly for clients. 

9.13 In order to attain a specialisation in “ageing”, the following electives must be completed: 

(a) “Facilitate the empowerment of older people” - this unit teaches the skills and 

knowledge required to respond to the goals and aspirations of older people and 

provide support services in a manner that focuses on improving health outcomes 

and quality of life, using a person-centred approach; 

(b) “Provide support to people living with dementia” - this unit teaches the skills and 

knowledge, use appropriate communication strategies, provide activities for 

maintenance of dignity, skills and health, implement strategies which minimise the 

impact of behaviours of concern, complete documentation, implement self-care 

strategies;   

(c) “Meet personal support needs” - this unit teaches the skills and knowledge to 

determine personal support requirements, maximise participation, provide personal 

support, complete reporting and documentation; and  

(d) “Comply with infection prevention and control policies and procedures” - this unit 

teaches skills and knowledge required to follow organisational infection prevention 

and control procedures, including implementing standard and transmission-based 

precautions and responding to infection risks. 

9.14 An individual is also required to choose two further electives which further bolster their 

skillset. Some examples of possible electives include: 

(a) “Assist clients with medication”; 

(b) “Deliver care services using a palliative approach”; 

(c) “Follow established person-centred behaviour supports”; and 
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(d) “Comply with infection prevention and control policies and procedures”.141 

9.15 The content of the Certificate III in Individual Support (Ageing) aligns to the tasks and skills 

of the PCW. 

9.16 Perhaps not surprisingly, applied competence is then developed and improved through 

utilisation of the skills on the job. Such that a PCW equipped with a Certificate III and 3 

years’ experience, would be expected to execute the same skills with a higher level of 

proficiency and confidence that come with maturity in the role. A proposition accepted by 

employer and employee witnesses.142 Both Mr Sewell and Ms Wade observed a shift in the 

delivery of personal care by a new entrant in the workforce (equipped with a Certificate III) 

and a PCW (equipped with a Certificate III) and 3 years work experience.143 

Observations 

9.17 The primary change to the nature of the work performed by PCWs concerns the intensity 

resulting from the change in demographic of the consumer and the increased number of 

consumers with higher needs. The PCW is also expected to take more time attending to 

consumer needs and be adaptable, consistent with the provision of “consumer-directed 

care”. 

9.18 The tasks performed by PCWs also now occur in an environment of greater expectations 

arising from a shift in core philosophy. As a result, the interpersonal aspect of the role has 

an increased emphasis.  

9.19 This intensification is relevant to the nature of the work and the evaluative exercise the 

Commission undertakes in accordance with s 157(2)(a). 

9.20 It is true that in many respects the PCW is still performing the same role that existed for the 

past two decades, which consists of providing care and assistance with basic fundamental 

tasks. Many of the essential skills are included in the Certificate III course. However, as 

observed, the work has been subject to change over time.  

9.21 In some respects, the work to be performed has been eased with the introduction and 

increasing prevalence of technology aides and the overall improvement in the working 

environment at residential aged care facilities has moved away from institutional and 

hospital-like settings to emphasis upon creating an environment closer aligned to a home.  

9.22 In other respects, the psychological side of the work has attracted some increased 

challenges, most notably due to the increase in intensity that accompanies a consumer 

141 CHC33015 Certificate III In individual Support. 
142 See Annexure H [6.40(c)], [2.38]. 
143 See Annexure H [6.40(c)], [2.38]. 
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demographic that is predominantly high needs and the emphasis upon delivering 

consumer-centred care and the shift in supervision to more general supervision within an 

operating routine 

9.23 In light of that analysis, we consider the following “work value reasons” have been identified 

in the evidence: 

(a) the change in the nature of the work in providing personal care to consumers with 

predominantly high care needs; 

(b) the change in the nature of the work providing personal care to consumers with 

complex needs (for example, advanced dementia and palliative care); and 

(c) assisting the RN with some ‘clinical’ activities (for example, Schedule 4 medication 

if trained, catheter care, blood glucose level monitoring, etc) (this appears to be 

recognised as an “experienced” AIN in the Nurses Award, however, the parallel in 

the Aged Care Award is less clear).  

9.24 It is clear that the majority of consumers in residential aged care are entering with high care 

needs. This has increased the overall intensity of the work performed by the PCW in 

residential aged care settings so (a) is universal.  

9.25 The latter two considerations (b) and (c), however, do not impact the PCW workforce 

uniformly. Some employees, that work exclusively in secure dementia or palliative care 

‘wards’/units/wings will experience this to a greater level. 
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10. THE WORK PERFORMED BY RECREATIONAL / LIFESTYLE OFFICERS  

10.1 The following witnesses gave evidence as to their experience working as recreational 

officers (RAO) in the aged care industry: 

(a) Josephine Peacock - Recreational Activity Officer at HammondCare; 

(b) Michelle Harden - Recreational Activities Officer at RFBI; 

(c) Sally Fox - Leisure and Lifestyle at Tasman Health & Community Service; and 

(d) Sanu Ghimire - Recreational Activities Officer a Uniting Aged Care. 

10.2 The following employer witness also gave evidence relevant to the work performed by RAO: 

(a) Kim Bradshaw, General Manager at Warrigal; and 

(b) Emma Brown, Special Care Project Manager at Warrigal. 

10.3 A review of the employee evidence, together with submissions as to weight appears at 

Annexure B. A review of the employer evidence appears at Annexure H.  

The Work Performed 

10.4 The evidence before the Commission supports the following findings about the work 

performed by RAO: 

(a) When a consumer is admitted in a residential aged care facility, a RAO or their 

manager will compile the lifestyle profile/assessment for the consumer. It is not 

entirely clear who this task will always fall to, it may be an experienced RAO, an 

RAO being supervised by their manager or a manager and will likely depend on the 

facility144. 

(b) The RAO may be required to hold a relevant Certificate IV145. 

(c) Some RAOs are also qualified as PCWs146. 

(d) An activity care plan will be developed for the consumer with feedback from the 

consumer and their family. This plan will identify the preferred activities required to 

meet the individual consumer's needs as well as how, when, where and by whom 

the activities would be undertaken and what outcomes were hoped to be 

achieved147. 

144 See Annexure B [2.16(a)], [2.43]; See Annexure H [2.65(viii)] 
145 See Annexure B [2.13] 
146 See, generally, Annexure B - Sally Fox and Sanu Ghimire 
147 See Annexure B [2.16(b)]; See Annexure H [2.65(viii)]. 
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(e) The RAO will usually develop this plan and it will sit as part of or alongside the care 

plan for the consumer. It is not entirely clear who this task will fall to, it may be an 

experienced RAO, an RAO being supervised by their manager or a manager and 

will likely depend on the facility148. 

(f) The RAO may assist the PCWs with the feeding of consumers in the dining room149.  

(g) The RAO will plan activities and try to structure activities so that consumers of 

differing acuity can participate in the same activity150. 

(h) The RAO may need to change an activity. An example of this may involve changing 

an outdoor activity indoors if the weather is bad151.  

(i) If there is a change to the activity, the RAO will usually put up a notice and will also 

verbally inform consumers152. 

(j) The RAO may go to the consumers rooms and collect them for the activities. 

(k) The RAO will coordinate the activity; various activities may be undertaken during 

the day and examples of these were uncontroversial and set out in the evidence153.  

(l) The RAO will document progress notes for the consumers and record on an activity 

chart for each consumer who participated and on their level of participation in the 

activity. They will also document and report their observations of the consumers, 

such as when they have not participated in the activity as they normally do, to the 

PCW or RN154.   

(m) At the end of the shift, the RAO will do a weekly summary report for a number of 

consumers155.  

(n) The RAO will also spend time planning for future activities including ensuring that 

the facility has the equipment to run the activity, or arranging transport and tickets 

or arranging volunteers to assist with activities156.  

(o) The RAO may have the authority to buy equipment for activities within a set a 

budget.  

148 See Annexure B [2.16(b)].   
149 See Annexure B [2.39], [2.51]; See Annexure H [2.69(e)]. 
150 See Annexure B [2.18], [2.40]. 
151 See generally Annexure B [2.16(c)]. 
152 See generally Annexure H [2.69(b)]. 
153 See Annexure B [2.16(d)], [2.40], [2.58], [2.74]. 
154 See Annexure B [2.63], [2.41], [2.16(e)]; see Annexure H [2.69(g)]. 
155 See Annexure B [2.16(e)]. 
156 See Annexure B [2.16(c)], [2.40(e)]. 
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(p) RAOs may conduct individual one-on-one activities with consumers time 

permitting157. 

(q) Leisure activities will usually be planned out in advance with a weekly and monthly 

calendar158. 

(r) This calendar will usually be developed by the RAO in discussions with their 

manager and potentially a diversional therapist if one is used by the facility159. 

(s) The calendar will also take into account feedback received by the RAO from 

consumers.160 

(t) The RAO exercises competency within their Cert IV or experience.161 

(u) The RAO is exposed to the broader environment of the facility and has had to adjust 

their activity planning to suit the care needs of the consumers as this profile 

changes.162 

Observation  

10.5 The RAO works within the broader environment of the aged care setting and as such 

interacts with consumers who have high care needs as the PCW does. 

10.6 While it was not always made entirely clear in the evidence presented, increases in the 

average level of functional impairment among residents has increased the degree of 

difficulty and intensity of work for RAOs insofar as it is more challenging and requires a 

higher degree of care and skill to plan activities for clients with more extensive mobility 

issues, sensory impairment, pain, falls risk or cognitive impairments. 

 

  

157 See Annexure B [2.40(h)]; see Annexure H [2.69(f)]. 
158 See Annexure B [2.70], [2.16(c)]. 
159 See Annexure H [2.69(h)]. 
160 See Annexure B [2.16(c)].   
161 See Annexure B [2.13].   
162 See Annexure B [2.18], [2.40]. 
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11. THE WORK PERFORMED BY ADMINISTRATIVE EMPLOYEES  

11.1 The following witnesses gave evidence relevant to the work performed by administrative 

employees:  

(a) Charlene Glass, Administrative Assistant, Anglicare; 

(b) Fiona Gauci, Administration Officer, Uniting Aged Care (Uniting);  

(c) Kathy Sweeney, Administration Employee, Huon Regional Care Centre;  

(d) Lyn Flegg, Senior Administration Officer, Southern Cross Care;  

(e) Pamela Little, Administration Officer, Uniting; and 

(f) Sally Fox, Extended Care Assistant, Tasman Health & Community Service. 

(g) Kim Bradshaw, General Manager at Warrigal; and 

(h) Johannes Brockhaus, Chief Executive Officer at Buckland. 

11.2 Each witness was available for cross-examination. A review of the employee evidence 

appears in Annexure C, together with submissions as to weight. A review of the employer 

evidence appears at Annexure H.  

The Work Performed 

11.3 The following findings are available as to the work performed by administrative employees:   

(a) Administrative employees usually report to a manager. However, they generally do 

not have direct day-to-day supervision163.  

(b) The primary role of administrative employees is to attend to general receptionist 

duties and administrative work within the facility164.  

(c) General receptionist duties include: 

(i) answering the phone and transferring calls to various team members within 

the facility (taking and passing on messages)165;  

(ii) signing for deliveries as they arrive at the reception desk166; and 

(iii) greeting and assisting visitors that enter the facility (for example, with 

directions and/or tour)167. 

163 See Annexure C [2.9]-[2.10], [2.23], [2.32], [2.44],[2.58]. 
164 See, generally, Annexure C [2.11], [2.24], [2.34], [2.46], [2.60]. 
165 See [2.34(a)], [2.35(b)], [2.46(a)], [2.60(a)]. 
166 See [2.34(k)], [2.35(c)], [2.46(d)]. 
167 See [2.11(a)(ii)], [2.34(h)], [2.46(c)]. 
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(d) Administrative work within the facility includes: 

(i) preparing paperwork and filing (for example, for admissions process)168; 

(ii) making appointments for consumers (for example, hair dressing)169; 

(iii) data entry into business systems such as iCare, Autumn Care or Excel 

Spreadsheets for record keeping of consumer and employee details170;  

(iv) data entry into Inerva or Promaster (or Excel Spreadsheet) to keep track of 

consumer ‘trust’ accounts and/or petty cash171;  

(v) assisting other employees with administration (for example, preparing 

forms/templates)172; and 

(vi) preparing invoices for accounts team by affixing relevant facility and item 

codes (for example, stationary) from a spreadsheet.173 

(e) Some administrative employees prepare and send purchase orders via WorkSmart 

with approval from a service manager174; and 

(f) Some administrative employees assist with preparing rosters by using digital 

software, which is able to be pre-fill programmed data (to some extent), Inerva or 

RosterOn were examples of this. If gaps remain in the roster, the administrative 

employees will usually contact employees to fill vacancies175. 

(g) Administrative employees communicate with different care employees and 

consumers but to a lesser degree than a PCW176. 

(h) The administrative employees may also be required to escort visitors or potential 

residents and families on a tour of the facility177.     

Observations  

11.4 It would be wrong to say that the work performed by administrative employees within aged 

care facilities has not been subject to change. Over the past two decades, aspects of the 

work have evolved as is the case with most administrative roles in other industries. 

168 See Annexure C [2.24(c)], [2.34(c)], [2.35(a)], [2.60(d)]. 
169 See Annexure 2.34(b),(i)]. 
170 See Annexure 2.34(d)]. 
171 See Annexure [2.34(j)], [2.35(d)], [2.48(d)], [2.57(vi)]. 
172 See Annexure [2.34(o)]. 
173 See Annexure C [2.11(d)], [2.46(l)].  
174 See Annexure C [2.57(b)(v)]. 
175 See annexure C [2.34(f)], [2.46(i)], [2.48(e)-(f)]. 
176 See, generally, Annexure C [2.11], [2.22], [2.24], [2.57(viii)], [2.60(d)],  
177 See Annexure C [2.11(a)(ii)], [2.34(h)], [2.46(c)]; See Annexure H [3.71]. 
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Numerous administrative processes have transitioned to be digitally based. Whilst this 

ultimately aids with efficiency in access, the transition has a small learning curve which is 

aided by training that is provided by employers.  
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12. THE WORK PERFORMED BY LAUNDRY EMPLOYEES  

12.1 The following witnesses gave evidence as to work performed by laundry employees:  

(a) Anita Field, Laundry Hand, Leigh Place Aged Care;  

(b) Sandra O'Donnell, Laundry Assistant, Thomas Eccles Gardens Aged Care Home; 

(c) Kim Bradshaw, General Manager at Warrigal; 

(d) Johannes Brockhaus, Chief Executive Officer of Buckland. 

12.2 Each witness was available for cross-examination. A review of the employee evidence 

appears in Annexure C, together with submissions as to weight. A review of the employer 

evidence appears in Annexure H.  

The Work Performed 

12.3 As to the work performed by laundry employees, the following findings are available from 

the evidence: 

(a) Laundry employees generally report to a facility manager of some description. There 

may be a hospitality or a general services manager who oversees cleaning, the 

kitchen and the laundry178. 

(b) The laundry itself will usually be equipped with multiple industrial washing machines 

and at least one industrial dryer. The number is subject to the size of the facility179.   

(c) Industrial washing machines allow for washing chemicals to be pre-loaded into the 

machine. They also have pre-set cycles/settings that the laundry employee may 

choose (for example, a sluice wash - which is a 15 minute cycle to wash away soiled 

material)180.  

(d) Laundry employees have a routine that they follow throughout the day181:   

(i) Collect laundry from wings within the facility using a trolley (which may or 

may not be spring-loaded).182 

(ii) Sort laundry into loads and put into the washing machine183.  

(iii) The laundry will come from the bedrooms, dining rooms and personal 

clothing. 

178 See Annexure C [3.11], [3.34]. 
179 See Annexure C [3.18], [3.38]. 
180 See Annexure C [3.35(c)]. 
181 See generally Annexure H [2.74] 
182 See Annexure C [3.15(a)], [3.35(a)].  
183 See Annexure C[3.15(b)]. 
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(iv) Laundry employees are not required to handle soiled or infectious items, 

which are placed into yellow or red soluble bag (which dissolve in the 

washing machine).184 

(v) Transfer clothes to the dryer, again using a trolley (which may be spring-

loaded).185   

(vi) Sorting and folding clothes after removing them from the dryer.186 

(vii) Some laundry employees may return washed laundry to a consumer’s room 

or to a central location for the relevant PCW to put away187. 

(viii) Some small amounts of washing will occasionally be done in a domestic 

washing machine such as woollen items188. 

(ix)  Washing of linen and sheets may be outsourced189. 

(x) There may occasionally be clothing items that are ironed190.   

(e) The conditions in which work is performed is also assisted with use of spring-loaded 

trolleys, which mitigate WHS risks with respect to heavy loads, and soluble washing 

bags, which mitigate WHS risks with respect to contact with soiled and/or infectious 

material191. 

(f) The laundry employees may have some interactions with consumers when walking 

around the facility collecting laundry and/or delivering clean laundry192. 

12.4 Further, it should be noted, that the Aged Care Award includes an allowance with respect 

to the handling/washing of soiled linen.193  

Observations  

12.5 The work performed by laundry employees may have increased on a per consumer basis 

with the change in consumer demographic however the skills and tasks utilised in the 

laundry have remained quite constant over time. 

   

184 See Annexure C[3.15(b)], [3.35(b)]. 
185 See Annexure C[3.15(d)], [3.35(d)]. 
186 See Annexure C[3.15(e)], [3.35()]. 
187 See Annexure [3.35(h)]. 
188 See Annexure C[3.15(b)]. 
189 See Annexure A [2.191(b)], [2.313(b)]. 
190 See Annexure C [3.35(g)] 
191 See, generally, Annexure C [3.15(b)], [3.15(e)], [3.31] [3.35(b)] [3.35(d)].  
192 Annexure C [3.16], [3.35(h)]. 
193 Aged Care Award 2010 cl 15.5. 
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13. THE WORK PERFORMED BY CLEANING EMPLOYEES  

13.1 The following witnesses gave evidence about the work performed by cleaning employees:  

(a) Ross Evan Heyan, Client Services Assistant, Ozcare; and 

(b) Tracey Roberts, Cleaner, Respect Group; and 

(c) Johannes Brockhaus, Chief Executive Officer of Buckland. 

13.2 Mr Heyan and Mr Brockhaus were required for cross-examination. A review of the employee 

evidence appears in Annexure C, together with submissions as to weight. A review of the 

employer evidence appears in Annexure H. 

The Work Performed  

13.3 The evidence before the Commission supports the following findings about the work 

performed by cleaning employees: 

(a) Cleaning employees usually report into a facility manager of some description. 

There may be a hospitality or a general services manager who oversees cleaning, 

the kitchen and the laundry194. 

(b) Cleaning employees have a routine that they follow throughout the day, which is 

broken into two categories:   

(i) general cleaning of consumer rooms (including bathrooms);195 and 

(ii) cleaning of communal areas, which includes infection control of touch points 

(which has always been a part of the job, but has increased in frequency 

over the course of the pandemic).196  

(c) A general clean involves dusting, vacuuming, mopping and tidying197.  

(d) The chemicals used are provided by the facility. They include strong bleach but do 

not appear to utilise high risk industrial cleaners such as formaldehyde198.  

(e) Cleaning employees will attend to ad hoc cleaning jobs as needed (for example, a 

spilt water jug).199  

194 See Annexure C [5.13]. 
195 See Annexure C [5.15(b)(ii)(B), (b)(iii)] [5.26(c)]. 
196 See Annexure C [5.15(b)(ii)], [5.26(f)]. 
197 See Annexure C [5.15(b)(iii)], [5.26(f)]. 
198 See Annexure C [5.15(b)(ii)(B)]. 
199 See Annexure C [5.26(g)] 
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(f) A general clean of consumer rooms is usually attended to when the consumer is not 

in the room. If consumer is unwell, the general clean may be deferred. The cleaning 

employee would notify the facility manager if it did not occur by the end of the day200. 

(g) Cleaning employees are not required to clean when a consumer has an involuntary 

leakage of urine or faeces. That is the responsibility of the PCW.201  

(h) Cleaning employees will transfer rubbish put in rubbish bags by nursing and PCWs 

into the main garbage bin located outside the facility usually in a “dirty room”202. 

(i) Moving throughout the facility, cleaning employees have passing and limited 

interactions with consumers. They are encouraged to converse with consumers203. 

(j) Cleaning employees are usually provided in-house training to support their 

interactions with consumers204. 

(k) Cleaning employees may exercise competence based on experience or hold formal 

qualifications up to a Certificate III in a related field205. 

Observations  

13.4 The role of cleaning employees has largely evolved over time and remains routine based. 

13.5 There is an expectation as with all support services that they will have regard for the 

consumers within the aged care facility and, in particular, treat them with dignity. The impact 

is most prevalent in the way in which cleaning employees modify schedules as to the needs 

of the consumers (i.e. skipping a room if the timing was not suitable to the consumer) and 

are encouraged to engage with consumers as they make their way through the facility.  

  

200 See Annexure C [5.15(c)], [5.26(ii)]. 
201 See Annexure A [2.102]; See Annexure C [5.27]. 
202 See Annexure C [5.15(b)(i)]. 
203 See Annexure C [5.16]. 
204 See generally Annexure C [5.9]; see Annexure H [3.64]. 
205 See Annexure C [5.7]. 
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14. THE WORK PERFORMED BY GARDENING EMPLOYEES   

14.1 The following witnesses gave evidence as to work performed by gardening employees: 

(a) Kevin Mills, Gardener, Warrigal; and 

(b) Jane Wahl, Gardiner, Gloucester Residential Care (Gloucester). 

14.2 Both witnesses were made available for cross-examination. A review of the employee 

evidence appears in Annexure C, together with submissions as to weight 

The Work Performed 

14.3 As to the work performed by gardening employees, the evidence supports the following 

findings:  

(a) Gardening employees usually report into a facility manager or maintenance 

manager of some description206. 

(b) The nature of work activity for a gardener will by and large be driven by the set-up 

of the facility concerned207. 

(c) The primary role of the gardener will be to maintain the gardens in a facility208. 

(d) Gardeners may be experienced based or hold a qualification up to a Certificate III 

in a horticulture related field209. 

(e) Some facilities may utilise a combination of employees and contractors in 

maintaining and developing their gardens210. 

(f) The maintenance activities will include weeding, fertilising, mowing lawns, general 

tidying, pruning, etc211. 

(g) Where hard surfaces are present the gardener may also be required to maintain 

these with pressure hosing, etc212. 

(h) The gardener may be required to replant a garden bed or to plan a new garden bed 

or revitalise an old garden bed213. 

206 See Annexure C [4.12], [4.28]. 
207 See Annexure C [4.30], [4.18]. 
208 See Annexure C [4.15], [4.30]. 
209 See Annexure C [4.6]. 
210 See Annexure C [4.32]. 
211 See Annexure C [4.15], [4.30]. 
212 See Annexure C [4.15(g)]. 
213 See Annexure C [4.15(e)], [4.31(d)]. 
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(i) Some knowledge of plant selection relevant to persons with skin sensitivity, etc. will 

likely be used in this task214. 

(j) Ms Wahl laid out a new garden suitable to persons with dementia using “a book” 

which we took to mean the “Gardens that Care: Planning Outdoor Environments for 

People with Dementia” (a resource prepared by Commonwealth Government 

together with Alzheimer’s Australia215). 

(k) Gardening employees will have a schedule of work which may be held in a 

computerised maintenance system to determine work priorities216. 

(l) Where such a system is used, they may be required to enter future work activity into 

that system217. 

(m) Gardening employees will interact with consumers as they sit or walk in a garden 

and are encouraged to converse with them218. 

(n) Gardening employees are usually provided in-house training to support their 

interactions with consumers219. 

(o) Ms Wahl referred to preparing and leading simple gardening activities that 

consumers participated in, provided they were assessed by the Diversional 

Therapist and the Diversional Therapist supervised. It remained the responsibility of 

the Diversional Therapist to attend to care needs of the consumers (for example, 

toileting)220.  

(p) Gardening employees have very limited expenditure delegations (e.g. around $200) 

and any other expenditure needs to be approved by their manager221. 

(q) Some facilities with more self-contained cottage style accommodation may have 

gardens attached to individual cottages. Gardeners will need to converse with those 

consumers on how those gardens are laid out and maintained222. 

  

214 See Annexure C [4.15(e)], [4.27(c)]. 
215 See “Gardens that Care: Planning Outdoor Environments for People with Dementia” (2010) 

https://www.enablingenvironments.com.au/uploads/5/0/4/5/50459523/gardens_that_care.planning_outdoor_envir

onments_for_people_with_dementia.pdf. 
216 See Annexure C [4.10], [4.13]. 
217 See Annexure C [4.10], [4.13]. 
218 See Annexure C [4.11]. 
219 See generally Annexure C [4.8], [4.24]. 
220 See Annexure C [4.31(e)]. 
221 See Annexure C [4.31(d)]. 
222 See Annexure C [4.18]. 
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Observations  

14.4 The role of gardeners has largely evolved over time and remains routine based. 

14.5 There is an expectation as with all support services that they will have regard for the 

consumers within the aged care facility and, in particular, treat them with dignity. The impact 

is most prevalent in the way in which gardening employees might modify schedules to be 

sensitive to consumers (for instance if a consumer was walking on a lawn they may defer 

mowing it).  
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15. THE WORK PERFORMED BY MAINTENANCE EMPLOYEES  

15.1 The following witnesses gave evidence as to the work performed by maintenance 

employees: 

(a) Eugene Basciuk, Maintenance Tradesperson, Bundaleer; 

(b) Kim Bradshaw, General Manager at Warrigal; 

(c) Johannes Brockhaus, Chief Executive Officer of Buckland. 

15.2 Each witness was available for cross-examination. A review of the employee evidence 

appears in Annexure C, together with submissions as to weight. A review of the employer 

evidence appears at Annexure H. 

The Work Performed 

15.3 As to the work performed by maintenance employees, the following findings are supported 

by the evidence given: 

(a) Maintenance employees usually report into a facility manager or maintenance 

manager of some description223. 

(b) The nature of work activity for a maintenance employee will be driven by the set-up 

of the facility concerned224. 

(c) The primary role of the maintenance employee is to maintain the facility and its 

equipment (within the scope of the skills of the individual maintenance person)225.  

(d) Maintenance jobs consist of a combination of reactive maintenance (attending to 

jobs that arise, for example, a broken curtain rod) and preventative/routine 

maintenance (for example, mandatory scheduled checks of equipment and 

assets)226. 

(e) Maintenance employees may hold a qualification up to a Certificate III in a 

mechanical or related field or they could be a qualified tradesperson227. 

(f) Facilities usually utilise a combination of employees and contractors in maintaining 

the facility with specialist work (such as electrical work) usually being contracted 

out228. 

223 See Annexure C [6.11]. 
224 See Annexure C [6.10]. 
225 See Annexure H [2.75]-[2.75], [3.65]-[3.67]. 
226 See Annexure C [6.15]; See Annexure H [2.75]-[2.77], [3.65]-[3.67]. 
227 See Annexure C [6.9]. 
228 See Annexure C [6.16]. 
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(g) Maintenance employees will have a schedule of work which will usually be held in 

an asset maintenance system to determine work priorities229. 

(h) Where such a system is used, they will be required to enter future work activity into 

that system and to access that system on a computer or mobile phone to understand 

their work schedule230. 

(i) The facility manager is responsible for assigning all “preventative maintenance” 

jobs, which include the monthly, quarterly or annual inspection of “assets” (for 

example, checking the condition of electric beds and wheelchairs)231.   

(j) The as needed maintenance tasks might concern broken curtain rods, blown light 

globe, mending part of a bed, faulty call buzzer or faulty air conditioner. Once 

allocated, the maintenance employee will attend the location of the job and inspect 

the problem. If it requires specialist work (for example, electrical) a contractor will 

usually be organised232.  

(k) Maintenance employees will interact with consumers as they work in a facility and 

are encouraged to converse with them233. 

(l) Depending on the facility, the maintenance employees may also perform work for 

villa’s which are on the same property234. 

(m) Maintenance employees are usually provided in-house training to support their 

interactions with consumers235. 

(n) Maintenance employees have limited expenditure delegations and any material 

expenditure needs to be approved by their manager.236 

Observations  

15.4 The role of the maintenance employee has largely evolved over time and remains routine 

based. 

15.5 The role has evolved with the incorporation of technology into the day-to-day performance 

of the role, namely, through a digital based asset maintenance system. The transition from 

229 See Annexure C [6.15]. 
230 See Annexure C [6.15]; See Annexure H [2.75]. 
231 See Annexure C [6.15]; See Annexure H [2.75]. 
232 See Annexure C [6.15]; See Annexure H [2.75]. 
233 See Annexure [6.17]-[6.18]. 
234 See Annexure C [6.10]. 
235 See generally Annexure C [6.6]. 
236 See Statement of Eugene Basciuk dated 28 May 2022 [23]. 
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paper to digital enables the maintenance manager to see, allocate and monitor jobs for 

each member of their team.    
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16. THE WORK PERFORMED BY CHEFS / COOKS   

16.1 The following witnesses gave evidence relevant to the work performed by Chefs / Cook in 

the aged care sector: 

(a) Darren Kent, “Head Chef” at Warrigal;  

(b) Anita Field, Chef/Cook at Australian Unity; 

(c) Mark Castieau,  Chef at St Vincent’s Care Services; 

(d) Lindy Twyford, Ms Twyford has held several food services roles, including “Head 

Cook” and “Head Catering Manager” in the aged care sector; 

(e) Kim Bradshaw, General Manager at Warrigal; and 

(f) Johannes Brockhaus, Chief Executive Officer of Buckland. 

16.2 Each witness was required for cross-examination. A review of the food services employee 

evidence, together with submissions as to weight, appears at Annexure D. A review of the 

employer evidence appears at Annexure H. 

The Work Performed 

16.3 As to the work performed by the Chef/Cook, the following findings are supported by the 

evidence given: 

(a) The actual title and seniority of the chef/cook will be dependent on the facility.237 

(b) A large facility may have a head chef while a smaller facility may have a single 

cook.238 

(c) This may determine who the chef/cook reports into.239 

(d) In most facilities the chef/cook will report into the facility manager.240 Multi-site 

providers may have a dedicated hospitality manager who oversees multiple sites.241 

(e) The chef/cook will likely hold a Certificate III in commercial catering or hold sufficient 

experience to operate at this level.242 

(f) The setting of a menu will involve the chef/cook and feedback from the 

consumers.243 

237 See Annexure D [4.3], [4.19], [4.32]; Annexure H [2.72].   
238 See Annexure D [4.10], [4.43], [4.63(b)]. 
239 See Annexure D [4.10], [4.43]; Annexure H [3.56]. 
240 See Annexure D [4.10], [4.43]. 
241 See Annexure D [4.5], [4.21(b)], [4.34]-[4.35], [4.54].  
242 See Annexure D [4.41(a)] 
243 See Annexure D [4.12(f)], [4.41(a)(ii)], [4.58]. See also [2.10(a)], [4.29(a)-(b)]; Annexure H [3.57]. 
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(g) Menus are usually set for a specific period such as a ‘winter menu’.244 

(h) The menu will be authorised by a nutritionist and/or a dietician but the chef/cook will 

have input into how the menu is developed.245 

(i) Once developed the menu will determine the stock the chef/cook needs to 

maintain.246 

(j) Stock control can be automated.247 

(k) Stock will usually be subject to a stock order computer system with predetermined 

suppliers.248 

(l) Ad-hoc ordering by the chef/cook will also occur from time to time from 

predetermined suppliers and within expenditure limits.249 

(m) The chef/cook is responsible for ensuring the stock in the ‘pantry’ is sufficient to run 

the menu.250 

(n) The chef/cook will prepare some but not necessarily all meals; some facilities 

providing a simple breakfast do not have the chef/cook prepare this meal,251 but 

cooked lunches and dinners are uniformly prepared by the chef/cook.252 

(o) The menu will usually provide some choice for a consumer of food option but this 

should not be seen as a la carte ordering.253 

(p) Within this the chef/cook will prepare the food, cook the food and then prepare the 

food for serving.254 This may be done alone or with the assistance of kitchen 

assistants.255 

(q) Food is usually served from a Bain Marie or on individual trays for consumers to eat 

in their room.256 

244 See Annexure D [2.10(a)], [4.12(d)]. 
245 See Annexure D [4.9(b)], [4.12(d)], [4.48(c)]; Annexure H [3.57]. See also [4.58] (Dining Manager). 
246 See Annexure D [4.12(c)(vii)], [4.27], [4.48(e)], [4.63(a)]. 
247 See Annexure D [4.48(e)] (“pre-arranged stocklists”). 
248 See Annexure D [4.7(b)], [4.12(c)(vii)] (for example, “Integra”), [4.48(e)] (“pre-arranged stocklists”). 
249 See Annexure D [4.63(e)-(f)]. 
250 See Annexure D [4.12(e)], [4.48(b)]; Annexure H [2.72(b)]. 
251 See Annexure D [4.12(c)(ii)], [4.14]-[4.15], [4.28(b)], [4.31(a)].  
252 See Annexure D [4.12(c)(i)], [4.28(e)-(g)], [4.45(a)-(b)], [4.48(a)]. 
253 See Annexure D [4.9(b)], [4.28(g)], [4.41(a)(i)], [4.41(e)], [4.51] (choice but work comparable to “large-scale 

catering”). See also [3.17(a)], [4.28(g)], [3.20(b)(ii)].  
254 See Annexure D [4.28(a), (b), (e), (f), (g)], [4.45(a)-(b)], [4.48(a)-(b)], [4.63(a), (d)]. 
255 See Annexure D [3.10(a)(i), (iii)]. 
256 See Annexure D [2.9(b)], [4.12(c)], [4.51(b) 
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(r) The chef/cook may serve a consumer but usually serving is undertaken by a kitchen 

assistant.257 

(s) The chef/cook will be trained in the IDDSI index and will hold a register in the kitchen 

to remind them of a consumer’s IDDSI index and any food preferences and 

allergies.258 

(t) The chef/cook will ensure that food is presented with the relevant IDDSI index for 

consumers and this is usually undertaken by a colour code system.259 

(u) The chef/cook may also pre-prepare snacks left in the kitchen (and IDDSI colour 

coded) for any in between meal time food needs.260 

(v) The chef/cook will be responsible for directing the work of any kitchen assistants.261 

(w) The chef/cook will interact with consumers as they work in a facility and are 

encouraged to converse with them. They will do this to solicit feedback from 

consumers as well as having general conversation.262 

(x) The chef/cook is usually provided in-house training to support their interactions with 

consumers.263 

(y) If there is an issue with the menu or a food issue with a consumer, the chef/cook will 

be involved in resolving this. This could involve their manager, a speech pathologist 

or a relative of the consumer.264 

(z) The chef/cook will participate in periodic meetings with consumer families where 

food and food selection are discussed.265 

(aa) The chef/cook is responsible for food safety (for example, ensuring food is cooked, 

served and stored at the correct temperature).266  

(bb) If there is a formal complaint concerning food, the chef/cook will be involved in the 

resolution of the complaint as directed by management.267 

  

257 See Annexure D [4.28(a), (i)]. See, generally, Annexure D [4.41(c)] 
258 See Annexure D [4.12(c)], [4.12(h)] (“dietary chart” and explanation of IDDSI), [4.16(b)], [4.35(a)-(b)], [4.48(d)].  
259 See Annexure D [4.12(h)(iv)-(v)] 
260 See Annexure D [4.12(h)(v)] 
261 See Annexure D [3.9(a)], [4.11], [4.44]-[4.45]; Annexure H [2.71(b)]. 
262 See Annexure D [4.12(f)(i)-(ii)], [4.41(h)] 
263 See Annexure D [4.7(c)], [4.37(c)], [4.55]. 
264 See Annexure D [4.41(a)(iii)] 
265 See Annexure D [4.12(f)(ii)-(iii)]. 
266 See Annexure D [4.12(c)(iv)], [4.28(j)],  [4.48(f)], [4.63(c)]. 
267 See Annexure D [4.41(h)(ii)] 
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Observations  

16.4 The nature of the work in the food services stream has evolved over the past 20 years. This 

is due to a combination of regulatory change in the aged care sector (namely, “consumer 

focused” thinking), the increased number of consumers with high care needs and improved 

regulation of food safety (generally). This appears to have remained aligned to the skillset 

required of the Chef/Cook, which appears to be consistent with the skills taught in a 

Certificate III in Commercial Cookery.   

16.5 The emphasis on diet and nutrition has impacted the work performed by the Chef/Cook. 

However, it appears that responsibility is partially outsourced to specialists, with menus 

being reviewed and approved by nutritionists and/or dieticians. The same applies to 

decisions about food modifications, the decision is made by the RN with the input of a 

speech pathologists. The Chef/Cook then prepares foods and works to a menu in 

accordance with the approved menu and care plan which provide restrictive parameters in 

which the Chef/Cook must work within.    
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17. THE WORK PERFORMED BY KITCHEN HAND / SERVERY EMPLOYEES 

17.1 The following witnesses gave evidence as to the work performed by the food services 

assistant (including kitchen hand and/or servery employees): 

(a) Donna Cappelluti, Food Services Assistant, Southern Cross Care; 

(b) Tracey Roberts, Kitchenhand, Respect Group;  

(c) Carol Austen, Servery Employee, Uniting; 

(d) Darren Kent, Chef, Warrigal;  

(e) Mark Castieau, Chef, St Vincent’s Care; 

(f) Kim Bradshaw, General Manager at Warrigal; and 

(g) Johannes Brockhaus, Chief Executive Officer of Buckland. 

17.2 A review of the food services employee evidence, together with submissions as to weight, 

appears at Annexure D. A review of the employer evidence appears at Annexure H. 

The Work Performed  

17.3 As to the work performed by a food services assistant, the following findings are supported 

by the evidence given: 

(a) The title of the kitchen hand / servery employees varies between facilities (including 

food services assistant and catering services assistant). For the purpose of this 

section, they will be referred to as “food services assistant”. 

(b) The food services assistant generally reports to the Chef/Cook.268    

(c) For larger facilities with a main kitchen and serveries, a food services assistant will 

be allocated to a particular servery and/or the main kitchen. For smaller facilities, 

the same person may move between the main kitchen and the servery in a dining 

room.269   

(d) The main duty of the food services assistant is to serve the prepared food, together 

with some preparatory work in the kitchen.270   

(e) The work performed is routine and scheduled around the preparation and service of 

meals.271 

268 See Annexure D [2.8], [3.9(a)], [4.11], [4.44]-[4.45]. See also [3.9] and [3.18] (refers to “Kitchen Supervisor”). 
269 See, generally, Annexure D [2.9(a)], [3.30(a)], [3.21], [3.23], [4.51(b)]. 
270 See Annexure D [2.9(b)(ii)-(iii)], [3.10(b)], [3.20(b)(i), (iv), (vi)], [4.45(c)], [4.62(a)]; Annexure H [2.73], [3.58(a)]. 
271 See Annexure D [2.9], [3.10], [3.20]; Annexure H [2.73], [3.58]. 
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(f) In facilities that practice the “home style” model, the servery may be fitted with an 

oven to allow for cooking of roasts, frozen vegetables on the stove top, cooking eggs 

and heating up pre-pared and/or marinated food from a main kitchen (for example, 

mash potatoes or lamb kebabs).272   

(g) In the main kitchen, the food services assistant will assist with preparatory work, 

consisting of cutting and cleaning.273     

(h) In the servery, prior to service, the kitchen hand will ensure the pantry is stocked 

with items used at service (milk, juice, coffee, etc) and turn on any bain-maries.274   

(i) At breakfast, a PCW will usually confirm what a consumer would like to eat (although 

this might be the role of the food services assistant) and the food services assistant 

will plate it up, this may involve making toast or taking food from a bain-marie.275   

(j) Some PCWs may assist a consumer eat breakfast although in some facilities this 

activity could be undertaken by a ‘kitchen hand’.276 

(k) At lunch and dinner, food is transferred from the main kitchen in hot boxes. The food 

services assistant assists with serving. The Food may also be prepared on trays for 

residents to eat in their room, the PCW will take this tray to the room and return it 

as well.277 

(l) Food that has been modified due to dietary requirements will have a sticker to 

distinguish it.278   

(m) Food services assistants have access to the register of dietary requirements / 

allergies in the main kitchen and servery used by the chef/cook.279   

(n) The food services assistants are required to check and record the temperature of 

hot food when it is first placed in a bain-marie and at regular intervals throughout 

service. If the temperature falls below a certain point, they are to notify the chef/cook 

immediately because it is a safety issue.280   

272 See Annexure D [3.23(c)], [3.22(c)]. 
273 See Annexure D [2.9(b)(ii)], [3.10(b)(i)-(iii)], [3.20(iii), (vii)], [4.15(b), (d), (e)], [4.45(c)]. 
274 See Annexure D [2.9(b)(i)], [3.22(d)] (home style model).  
275 See Annexure D [2.9(b)(iii)], [3.20(ii)], [4.14]. See Annexure C [5.15(d)(i)]. 
276 See Annexure A [2.330(o)-(t)], [4.17] (a kitchen hand would not assist with feeding a resident unless they were 

trained to do). 
277 See Annexure C [5.15(d)(i)]; Annexure H [2.73(g)], [2.73(b)-(c)]. 
278 See Annexure D [2.10(b)], [4.12(h)(iv)-(v)] 
279 See Annexure D [2.10(b)], [3.22(a)], [4.48(d)], [4.50(a)], [4.65]. 
280 See Annexure D [2.9(b)(i)], [3.20(b)(viii)], [4.50(b)(i)], [4.62(b)]. 
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(o) The food services assistants are also responsible for clearing plates from the dining 

room and taking them back to the main kitchen to be washed.281 An industrial 

dishwasher appears to be uniformly available for that purpose.282    

(p) In some facilities, the PCWs may assist with clearing the dining room. For 

consumers that eat meals in their room, the PCW will usually return used plates to 

the kitchen to be washed.283   

(q) Food services assistants will read food order forms and provide the chef/cook with 

a summary of the numbers of meals to be made (for example, 5 chicken, 5 pork).284    

(r) Food services assistants will interact with consumers in the dining room during 

service and are encouraged to converse with them.285   

(s) They are usually provided in-house training to support their interactions with 

consumers.286 

Observations 

17.4 The work performed by the food services assistants, kitchen hands or servery employees 

has evolved over time but remains routine.  

  

281 See Annexure D [2.9(b)(iv)], [2.9(b)(vi)], [2.11(a)], [3.10(b)(ii)], [3.20(b)(ii)], [3.20(b)(iii)], [4.12(c)(v)], [4.15(d)]. 
282 See Annexure D [2.11(b)(v)] 
283 See Annexure D [2.9(b)(iv)], [3.20(c)]. 
284 See Annexure D [4.48(d)], [4.50(c)] 
285 See Annexure D [2.7(c)], [3.8(d)], [4.28(i)], [4.41(g)]. 
286 See Annexure D [2.5]. See, generally, Annexure H [3.24]. 
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18. CONSIDERATION OF THE WORK PERFORMED BY NURSING EMPLOYEES  

18.1 The different classifications covered under the Nurses Award will be addressed in turn, 

namely:  RN, EN and NP (noting the role of the AIN was considered above with the PCWs).  

 

19. THE WORK PERFORMED BY REGISTERED NURSE  

19.1 The following evidence is relevant to the work performed by a RN in aged care: 

(a) Irene McInerney, RN at Barrington Lodge Aged Care Centre; 

(b) Jocelyn Hofman, RN at Boddington Aged Care Facility; 

(c) Lisa Bayram, RN at Grossard Court Facility; 

(d) Pauline Breen, RN at RSL LifeCare (undertaking home care work); 

(e) Kim Bradshaw, General Manager at Warrigal; 

(f) Johannes Brockhaus, Chief Executive Officer of Buckland;  

(g) Mark Sewell, Chief Executive Officer and Company Secretary, Warrigal; 

(h) Emma Brown, Special Care Project Manager, Warrigal;  and 

(i) Paul Sadler, CEO at ACSA. 

19.2 Each witness was required for cross-examination, save for Ms Breen (who was not 

required). A review of the nursing employee evidence, together with submissions as to 

weight, appears at Annexure E and F. A review of the employer evidence appears at 

Annexure H. 

The Work Performed 

19.3 As to the work performed by a RN, the evidence supports the following findings:  

(a) The RN is a three year degree qualified professional and exercises competency and 

responsibility within the scope of practice emanating from this287. 

(b) Absent a clinical care manager who is a RN, a facility manager who is an RN or an 

in house GP, the RN is responsible for the clinical care of consumers288. This 

includes planning and developing care plans, reviewing care plans and making day-

to-day decisions about the management of consumers’ care needs generally and in 

regard to their clinical needs.  

287 See Annexure E [2.21].  
288 See Annexure E [2.23], [2.25], [2.42(a)-(b)] 
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(c) When a consumer is admitted, the RN will complete the assessment of the 

consumer which forms the basis for the initial care plan. This involves meeting the 

consumer and usually their family289.  

(d) The RN is responsible for the care plan. PCWs, ENs, RAOs and allied health 

professionals will also have input into the care plan. The care plan will be discussed 

with the consumer and their family and the RN approves and authorises the plan290. 

(e) The RN in charge is the most senior RN within a facility when there is not a Clinical 

Care Manager or a Director of Nursing. They make the final decisions on all matters 

of clinical care and may have additional managerial responsibilities connected to 

operations within the facility291. 

(f) The RN retains the role of being responsible and accountable for the coordination, 

supervision of and delegation to ENs and PCWs who assist them in the provision of 

care. The responsibility is not delegated and functions in the exercise of that 

responsibility292. 

(g) The provision of care in a residential aged care facility is built around routine.  

(h) At the commencement of a shift, the RN will usually have a handover with the RN 

from the last shift. The RN will also review the progress notes, with a view to 

identifying any changes in consumers that require communicating to the team under 

their supervision293. 

(i) The RN will log into the care systems being utilised and check if there are any alerts 

or assessments that need attending to and develop their plan for the shift This could 

be doctor visits, case management conferences and new consumer admissions294.   

(j) The RN will then allocate tasks and consumers to PCWs, and nursing care tasks to 

ENs if present. This occurs for Day, Afternoon and Night shifts295. 

(k) The RN will attend to complex care work (including wound management), which is 

documented296. 

289 See Annexure E [2.10], [2.12], [2.43] 
290 See Annexure E [2.12], [2.26(i), [2.27(b)], [2.41(j)-(k)], [2.43(i)], [2.69], [2.71(b)]  
291 See Annexure E [2.23(b)], [2.39], [2.42],; See Annexure A [2.18], [2.20],  [2.36(e)], [2.37(d)], [2.49(b)], [2.66(b), 

[2.80], [2.82(c)], [2.83],  [2.96], [2.99], [2.101], [2.118(b)], [2.192], [2.197], [2.217] ,[2.226], [2.239], [2.251(c)], 

[2.265], [2.280], [2.283]; [2.314(g)]; Annexure E [2.11(b)], [2.27(c)-(e)],  [2.41(b)-(d), (k)] 
292 See Annexure E [2.11], [2.25(a)]; see Annexure I [1.50]-[1.51], [1.76], [1.87].   
293 See Annexure A [2.36], [2.38], [2.136], [2.156], [2.296]; Annexure E [2.26]; Annexure F [1.12], [1.23] 
294 See Annexure H [2.65(b)(i)], [3.43(iii)(C)] 
295 See Annexure A [2.36], [2.38], [2.136], [2.156], [2.296]; Annexure E [2.26]; Annexure F [1.12], [1.23] 
296 See Annexure E [2.8], [2.11(iv)], [2.41(h)]; See Annexure H [3.43(iii)(C)], [3.44(iii)] 
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(l) The RN will attend to a Schedule 8 medication round with a second person (which 

may be another RN, EN or PCW). The RN is responsible for administering the 

medication, the second person provides a mandatory second-check. This involves 

the RN checking out the medication from the locked cabinet and administering the 

medication. This generally occurs 2 to 3 times per day297. 

(m) The RN will also undertake blood glucose checks and administer insulin. This could 

also be undertaken by an EN or an appropriately trained PCW298. 

(n) A RN can also undertake the Schedule 4 medication rounds, however, this task is 

often delegated to ENs or PCWs with medication qualification to undertake299. 

(o) The RN will attend to any queries raised by a PCW or EN. This could involve 

assessing the consumer if the PCW or EN notices a change in their behaviour, 

decline in their health or a skin tear/bruise300. 

(p) Whilst the RN might not be physically present at all times they are always 

contactable by telephone.301 As such, there is an increased reliance upon 

communication via technology.  

(q) For facilities with palliative consumers, at roughly 30 minutes increments, the RN 

will visit palliative consumers and check whether they are in pain and administer 

medications302.  

(r) The RN is responsible for dispensing PRNs303. 

(s) In the event a consumer has a fall, the RN will be notified by the call buzzer and/or 

by phone. The RN is responsible for assessing the consumer and determining the 

response required. This may include directing the EN/PCW to assist with lifting the 

consumer and directing an EN/PCW to monitor the consumer in 30 minutes intervals 

for the next 24 hours through to calling 000304.  

297 See Annexure E [2.11(a(iii)], [2.26]; See Annexure A [2.49], [2.136(d)], [2.172(c)(v)], [2.215(f)], [2.297(d)]; See 

Annexure H [2.65(b)(iv)], [2.66(b)(iv)],  [3.43(ii)], [3.44(iii)] 
298 See Annexure E [2.11(a(ii)]; see Annexure F [1.11], [1.12]. 
299 See Annexure E [2.11(a)(i)]; See Annexure A [2.20(c)], [2.32], [2.38], [2.68], [2.118(c)], [2.136(d)], [2.156(a)], 

[2.172(c)], [2.193]-[2.195], [2.215(e)], [2.241], [2.269], [2.282], [2.300], [2.314(f)] 
300 300 See Annexure A [2.18], [2.20],  [2.36(e)], [2.37(d)], [2.49(b)], [2.66(b), [2.80], [2.82(c)], [2.83],  [2.96], [2.99], 

[2.101], [2.118(b)], [2.192], [2.197], [2.217] ,[2.226], [2.239], [2.251(c)], [2.265], [2.280], [2.283]; [2.314(g)]; 

Annexure E [2.11(b)], [2.27(c)-(e)],  [2.41(b)-(d), (k)]; see Annexure F [1.20], [1.30]-[1.32] 
301 See Annexure H [2.53];; see Annexure A [2.115] 
302 See Annexure H [2.65(b)(ix)] 
303 See Annexure F [1.12(b)(xviii)]; Annexure E [2.11(a)(F)], [2.43(c)]; see Annexure A [2.118(c)(v)]; See Annexure 

H [2.65(b)(x)] 
304 See Annexure E [2.11(b)(i)].  
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(t) In the event a consumer has a skin tear or bruising, the RN has responsibility as to 

the clinical care to be provided. The RN will assess and dress wounds. Subject to 

the complexity of the wound, the EN may be delegated to re-dress the wound the 

next day, subject to the work being periodically reviewed by an RN305.  

(u) The RN will have regular discussions with the Care Manager. 

(v) The RN will liaise with the consumer’s GPs and undertake the GP round with them. 

The RN will update the progress notes arising out the GP visit306. 

(w) This will also apply to a clinical nurse specialist in lieu of a GP307.  

(x) The RN will give the consumer’s family an update and answer any clinical questions 

they may have about the care of the consumer308.  

(y) Generally, facilities have a procedure where a RN gives a general update to a 

number of consumer families each shift - this practice is known as “consumer of the 

day”309.  

(z) The RN is responsible for notifying family members of any incidents that may have 

happened310.   

(aa) The RN will complete documentation throughout the shift which may take up to 2 

hours: 

(i) Restrictive practices - a RN is responsible for satisfying the requirements for 

use of a restrictive practice by assessing them, having a discussion with the 

consumer and their family, develop a behaviour support plan, implement and 

trial alternatives to a restrictive practice plan and monitor this; 

(ii) Care plans - conducting assessments and updating care plans to ensure that 

the care being provided is consumer centred and up to date with their care 

needs; 

(iii) NACMQIP311  - RNs are required to complete reports to be sent to NACMQIP 

on pressure injuries, physical restraints, weight loss, falls, major injuries and 

305 See Annexure [2.27(d)-(e)], [2.41(b),(c)], [2.42(a)(i)], [2.8]; See Annexure F [1.22(f)]; See Annexure H 

[3.45(a)(ii)], [3.51] 
306 See Annexure H [2.65(b)(vii)] 
307 See Annexure H [2.65(b)(xi)], [3.44(a)(ii)(E)], [5.36(c)], [[2.69(h)] 
308 See Annexure E [3.20(f)], [2.26(d)], [2.28(a)-(b)], [2.41(c)] 
309 See Annexure H [2.65(b)(vi)], [2.65(b)(xi)]. 
310 See Annexure E [2.28(a)-(b)], [2.41(c)] 
311 National Aged Care Mandatory Quality Indicator Program. 
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medication management. It is normally a compliance person or facility 

manager who would lodge the report on a quarterly basis; 

(iv) SIRS - a RN is required to document all near misses and incidents. The RN 

is to investigate the incident and manage the incident. Generally the 

compliance person or facility manager will lodge the report312.  

(bb) RNs are also generally responsible for fixing any concerns with PCWs/ENs 

paperwork to ensure that it is in the correct form, contains the correct information 

and is in the required reportable format. Reviewing the progress notes from the PCW 

and EN will inform the RN as to whether the care plan for the consumer needs to be 

updated313. 

(cc) The RN will generally order the medications from the pharmacy314.  

(dd) If the RN is rostered on the night shift, they generally take a more active role in the 

personal care duties due to employee numbers on a night shift being less than a 

day shift (as consumers are sleeping). That is they are more likely to assist with two 

person lifts, repositioning etc315.  

(ee) If there is no RN rostered on a night shift, generally there will be a RN on call and 

they still remain responsible for the care of consumers316.  

(ff) If the RN finds themselves in an unsafe situation, they will rely upon their learnings 

from their degree, their experience and also call upon others for help317. 

Observations  

19.4 The shift in the nature of the work performed by RNs is more than the mere evolution with 

time. There has been a material change, with increasingly less emphasis upon the provision 

of direct care and more emphasis upon administrative duties and the management of 

consumers and their families and supervision of the care team. This has involved some 

work substitution but with this, the level of responsibility and accountability of the RN has 

increased318. 

19.5 Turning to the clinical aspect of the role, whilst there may be increased specialisation (for 

example in dementia) this is not dramatically different, noting RNs have always had the 

312 See Annexure E [2.55],[2.41(g)] [2.43(e)];  See generally Annexure H [2.65(b)(xiv)], [2.67]. 
313 See Annexure H [3.44(a)(ii)] 
314 See Annexure H [2.65(b)(viii)] 
315 Annexure H [2.66(b)(v)] 
316 See Annexure A [2.115] 
317 See Annexure E [2.13] 
318  See Annexure H [2.61] 
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option to work and become qualified in specialised fields (for example, working as a RN in 

neurology or oncology).319  

19.6 On balance, we consider the shift in emphasis with respect to the 

administrative/management duties of the work performed by the RN, and the increase in 

accountability, represent clear ‘work value reasons’ to be taken into account by the 

Commission in its deliberative exercise. 

Consideration of Teachers being particularly relevant to RNs 

19.7 The approach taken by the Commission in Teachers Case, with respect to degree qualified 

teachers, is also assistive to the Commission’s assessment of work value reasons in the 

context of degree qualified registered nurses. This is because the work in both occupations 

is analogous in function and performance in several respects. Those similarities are as 

follows:  

(a) nurses undertake a three-year degree and teachers undertake a four-year degree; 

(b) the changes in the aged care industry largely began with the introduction of the Aged 

Care Act 1997, similar to the changes commencing in 1996 for teachers;320 

(c) degree qualified nurses are required to undertake 20 hours of professional 

development per year to maintain their registration, similar to the requirement of 

teachers to hold accreditation and undertake 20 hours of professional development 

in order to maintain their accreditation;321 

(d) there has been a number of changes to the regulatory nature of the industry such 

as the introduction of SIRS, NACMQIP, ageing in place, ‘Living Longer Living Better’ 

and the 2019 Standards which have created increased responsibilities regarding 

number and types of documentation, planning, writing assessments, implementing 

and reporting for RNs similar to the impact of the introduction of Early Years 

Learning Framework (EYLF), the National Quality Framework and the National 

Quality Standard had for early childhood teachers;322 

(e) nurses play a supervisory role in the organisation similar to early childhood teachers 

in day care facilities;323 

319 See, generally, Department of Health, “Becoming a Registered Nurse” (Fact Sheet); Reference Bundle, Tab 

19, page 1519. 
320 Teachers Case [588] 
321 Teachers Case [611] 
322 Teachers Case [615], [624] - [629] 
323 Teachers Case [603] 
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(f) nurses work largely unsupervised and in an autonomous way, similar to early 

childhood teachers in day care facilities;324 

(g) nurses are largely responsible for the development of care plans, ensuring the 

implementation and assessment of these plans, similar to the responsibilities of 

teachers regarding the care and education of children required by the EYLF325; 

(h) nurses are largely responsible for reporting to loved ones about the consumer and 

dealing with their expectations, similar to early childhood teachers’ requirements in 

day care facilities who report to families on the children;326  

(i) care for consumers is consumer directed, similar to how teaching is more flexible 

and individualised to the students’ needs;327 and 

(j) nurses need to cater for a diverse population of consumers (including those with co-

morbidities, from multicultural backgrounds and those with cognitive decline), similar 

to teachers teaching more diverse student populations.328     

  

324 Teachers Case [653] 
325 Teachers Case [628] 
326 Teachers Case [625] 
327 Teachers Case [631]-[632] 
328 Teachers Case [641]-[644] 
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20. THE WORK PERFORMED BY ENROLLED NURSE 

20.1 For the assistance of the Commission, the following witnesses gave evidence relevant to 

the work performed by an EN: 

(a) Patricia McLean, EN at Blue Care;  

(b) Suzanne Hewson, EN at Southern Cross Care; 

(c) Wendy Knights, EN at Princes Court Aged Care; 

(d) Irene McInerney, RN at Barrington Lodge Aged Care Centre; 

(e) Jocelyn Hofman, RN at Boddington Aged Care Facility; 

(f) Lisa Bayram, RN at Grossard Court Facility; and 

(g) Johannes Brockhaus, CEO at Buckland. 

20.2 Each witness was required for cross-examination. A review of the nursing employee 

evidence, together with submissions as to weight, appears at Annexures E and F. A review 

of the employer evidence appears at Annexure H.  

The Work Performed 

20.3 As to the work performed by an EN, the following findings are supported by the evidence:  

(a) ENs must hold a Diploma in Nursing and operate within the scope of practice 

emanating from this. 

(b) Not every facility utilises ENs in their workforce. 

(c) An EN works as part of a care team led by the RN and works under their supervision 

and delegation329.  

(d) The EN assists with less complex clinical care delegated by the RN within the scope 

of their practice330. 

(e) The EN may attend the handover from the previous shift with the RN331. 

(f) The EN will be delegated some of the RNs nursing duties within the scope of their 

practice332.  

329 See Annexure F [1.11], [1.20], [1.30-1.31]; see Annexure I [1.50]-[1.51], [1.76], [1.87]. 
330 See Annexure [1.22(f)]; See Annexure [2.8], [2.11(a)(iv)], [2.41(b)]; see Annexure H [3.51] 
331 See Annexure F [1.12]; see Annexure [3.43(b)] 
332 See Annexure F [1.20], [1.30-1.31]; see Annexure H [3.62] 
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(g) ENs are able to attend to a limited range of clinical care, which includes 

administering medicines if they have completed medication administration 

education at some stage in their career (now incorporated into Diploma)333.   

(h) The EN will usually have a level of first call supervision and may act as the 

intermediary supervision step between the PCW and the RN for some matters. The 

EN however will never act outside of their scope of practice and will always defer to 

the RN in these cases334. 

(i) The duties of an EN, with the exception of clinical care, overlap with that of PCWs. 

As such, in assisting with the implementation of the care plan and following the 

directions of the RN, the EN is capable of providing support, within the scope of their 

experience and competency, to PCWs. 

(j) As with the administering of medication, an EN that is trained in wound care may 

assist at the direction of a RN with wound care. An untrained and/or inexperienced 

EN would not be required to do this task as that would put the consumer at risk. In 

delegating care duties, the RN is to factor in the competency of the individual EN335.     

(k) The EN will often have a phone in case they need to be contacted by another EN, 

the RN or PCW336.  

(l) The EN will generally commence a round of visiting consumers and checking in on 

how they are feeling and assisting the PCWs with the consumers. This could involve 

assisting with a two person lift, getting the consumer a drink or with their clothes etc.  

(m) The EN is more likely to assist with personal care duties than a RN.  

(n) If not done by the RN, the EN will usually take the BSL and consumer body 

temperature checks. This may be performed multiple times per day337. 

(o) The EN may attend as the witness to the RNs Schedule 8 medication round338. 

(p) The EN may commence a Schedule 4 medication round, this may also involve 

administering insulin, nasal sprays, medicated creams and eye drops339.  

333 See Annexure F [1.12], [1.20], [1.22)a)], [1.34(a)]; see Annexure H [3.62] 
334 See Annexure A [2.49(c)], [2.153], [2.226], [2.279]; See Annexure E [2.8]-[2.11(a)-(b)] 
335 See Annexure E [2.8], [2.41(b)-(c)] 
336 See Annexure F [1.12(a)], [1.35]. 
337 See Annexure F [1.12(b)], [1.35]; Annexure E [2.10], [2.11(a)]. 
338 See Annexure E [2.11(a)(iii)] 
339 See Annexure F [1.12(b)], [1.22]; See Annexure E [2.11(a)(i)-(ii)], [2.41(a)]. 
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(q) The EN may also, but not always, check opioid patches. The EN will document this 

in the medication chart340.  

(r) The EN may also undertake other medication tasks include taking body 

temperatures, recording pulses prior to administration of certain medications, 

checking overactive bladder patches and cleaning CPAP machines341. 

(s) The EN will attend to call bells from PCWs who notice a change in the consumer, a 

new wound or bruise. This could also include providing direction to a PCW or 

assisting them to perform a task prior to engaging with the RN342. 

(t) The EN will also complete a minor wound round, where they will monitor the wound, 

complete wound re-dressings, administer creams and provide heat packs for 

pain343. 

(u) They will document the wound care being performed and will contact/notify the RN 

if there are any concerns and the RN will then attend to assess and/or treat the 

wound344.  

(v) An EN may change a catheter345. 

(w) The EN will discuss with the RN any PRN being required, whether they need to 

review certain consumers (i.e. noticing a new wound or deterioration). 

(x) An EN, although more likely the RN, will call the doctor or pharmacy if there are any 

queries, and make note of the consumers to be reviewed by the doctor346.  

(y) The EN may also re-order medications through the pharmacy347.    

(z) During doctor visits, the EN, but more likely the RN, will undertake the round with 

the doctor and document the visit in the progress notes348.  

(aa) The EN will complete documentation as required, including conducting and 

documenting assessment of the consumer. This may mean that the EN is involved 

340 See Annexure F [1.12(b)] 
341 See Annexure F [1.12(b)] 
342 See Annexure F [1.12(b)] 
343 See Annexure F [1.12(b)] 
344 See Annexure E [2.11(a)(iv), (iv)], [2.41(b)-(c)] 
345 See Annexure F [1.34] 
346 See Annexure F [1.12(b)] 
347 See Annexure F [1.12(b)] 
348 See Annexure F [1.12(b)] 
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in the updating of care plans based on the progress notes of the consumer to be 

approved by the RN349. 

(bb) The EN is required to document, through progress notes, their interactions with 

consumers. This could include whether the consumer enjoyed their food or a 

general discussion they had with the consumer350.   

(cc) An EN may be involved in less serious incident reporting, depending on the workload 

of the RN. If the RN has capacity then the RN will report the incident351.  

(dd) At the end of the shift, the EN will hand over to the RN352.  

(ee) In community care, the EN will undertake similar tasks including: wound care and 

dressing, conducting skin integrity checks, assess the mobility of the client to 

determine if referral to allied health is needed and check weights. The EN may be 

more involved in the care planning process in community care than in residential 

care353. 

Observations  

20.4 In many respects ENs are still performing the same role that has existed for the past two 

decades, providing nursing care under the supervision of a RN, which comprises a 

combination of personal care together with nursing care which includes a clinical care 

element consistent with their competency and experience level. However, the evidence also 

reveals an increase in the level of support that ENs provide to PCWs and the increased 

supervisory role they play.  

20.5 The EN is more frequently placed as the conduit between the PCW and RN and will make 

some decisions about when issues about nursing care should be escalated to the RN. This 

is a change that represents clear ‘work value reason’ to be taken into account by the 

Commission in its deliberative exercise. 

 

  

349 See Annexure F [1.12(d)], [1.22(d)], [1.34(b)]; See Annexure E [2.12], [2.26(i), [2.27(b)], [2.41(j)-(k)], [2.43(i)], 

[2.69], [2.71(b)] 
350 See Annexure F [1.12(d)], [1.22(d)], [1.34(b)] 
351 See Annexure F [1.22(e)] 
352 See Annexure F [1.12(e)]. 
353 See, generally, Annexure F [1.33]-[134]. 
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21. THE WORK PERFORMED BY NURSE PRACTITIONER   

21.1 The following statements are by employees who work or have worked in aged care in the 

capacity as NP: 

(a) Statement of Hazel Bucher, dated 29 October 2021; and  

(b) Statement of Stephen Andrew Voogt, dated 29 October 2021. 

21.2 Ms Bucher was not required for cross-examination. A review of the nursing practitioner 

evidence, together with submissions as to weight, appears at Annexure E. 

The Work Performed  

21.3 As to the work performed by a NP, the following findings are available on the evidence 

given:  

(a) NPs are rare and usually operate on a ‘consulting’ basis across facilities.   

(b) The NP will generally have collaborative agreement with a general practitioner to be 

able to prescribe medications, order diagnostics and charge consultations354.  

(c) This arrangement is essentially the NP taking on the consumers in each facility and 

managing most of the clinical needs of the consumer355.  

(d) The NP will act as a quasi-General Practitioner in a residential aged care facility and 

also with home care providers356.  

(e) They will normally oversee a number of facilities, rather than just one facility357.   

(f) The NP will normally do what a RN cannot do, as they have an extended scope of 

practice (due to their qualifications) with regards to prescribing medication, 

diagnosing and treating consumers358. 

(g) Matters which may be escalated to the NP include when there is a concern with a 

consumer such as if they are becoming unwell, in danger or if they have a wound or 

an infection which is not tracking properly359. 

(h) In a facility, the NP will respond to queries from the RN regarding360: 

(i) updating medication charts as appropriate;  

354 See Annexure E [3.5]. 
355 See Annexure E [3.5]. 
356 See Annexure E [3.10]. 
357 See Annexure E [3.1], [3.17], [3.24]. 
358 See Annexure E [3.11]. 
359 See Annexure E [3.12]. 
360 See Annexure E [3.24]. 
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(ii) management of venous leg ulcers;  

(iii) behavioural management; 

(iv) infection control; and 

(v) referral processes (such as to pathology or other allied health professionals).  

(i) If the NP is involved in the care of a consumer, due to the escalation from a RN, 

they will advise the consumer’s family and GP361.  

(j) The NP will escalate issues to the GP if there is a particularly complex issue362. 

(k) The NP may also be indirectly involved in the development of care plans by 

developing the assessment forms such as the wound care assessment and to 

mentor in the clinical reasoning, clinical decision making and clinical leadership of 

the person developing the plan363.  

(l) NPs may also be engaged to perform project work such as being clinical leaders, 

on advisory committees or do to a complete review, and possible overhaul, of the 

care and care systems in a facility364.  

(m) If this is required, they will perform a comprehensive geriatric assessment of the 

consumer which may result in the prescription or de-prescription of medications365.  

(n) NPs may also be contracted in to assist with compliance issues of a provider366. 

Observations  

21.4 The role of NP is very niche within the classifications of nursing employees.  There are less 

than 3,000 throughout Australia. It is also unclear how many NPs work exclusively in aged 

care.367  

21.5 Whilst the benefit of cross-examination provided additional insight into the role, together 

with distinguishing the NP responsibilities from a RN, the scope of the role of a NP employed 

by an aged care employer from the evidence does not have the same clarity as we have 

with a RN.  

 

361 See Annexure E [3.24]. 
362 See Annexure E [3.14]. 
363 See Annexure E [3.26]. 
364 See generally, Statement of Stephen Voogt, dated 9 May 2022. 
365 See generally, Statement of Stephen Voogt, dated 9 May 2022. 
366 See generally, Statement of Stephen Voogt, dated 9 May 2022. 
367 See generally, Department of Health, “Becoming a Nurse Practitioner” (Fact Sheet); Employer Interests 

Opening Submissions Reference Bundle, Tab 18, page 1517. 
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22. THE WORK PERFORMED BY HOME CARE EMPLOYEES  

22.1 This next section will address the work performed by home care employees covered by the 

SCHADS Award.  

22.2 The following employee witnesses gave evidence as to their experience working in the 

provision of aged care in a home setting: 

(a) Bridget Payton, Personal Care Assistant, SAI Home Care (SAI); 

(b) Camilla Sedgman, Personal Support Employee, RSL LifeCare (RSL);  

(c) Catherine Evans, Home Service Employee, Regis Home Care (Regis);  

(d) Veronique Vincent, Home Support Employee, Regis; 

(e) Catherine Goh, Community Support Employee, Brightwater Care Group 

(Brightwater); 

(f) Jennifer Wood, Support Employee, Uniting Home and Community Care (Uniting);  

(g) Julie Kupke, Carer, Absolute Care and Health (Absolute);  

(h) Karen Roe, Home Support Team Member, Benevolent Society; 

(i) Lyndelle Parke, Community Personal Care Employee, Australian Regional and 

Remote Community Services (ARRCS);  

(j) Maree Phillips, Community Support Employee, South East Community Care 

(SECC);  

(k) Michael Purdon, Community Care Employee, SECC;  

(l) Maria Moffat, Personal Carer, Australian Unity; 

(m) Susan Morton, Advanced Care Employee, Australian Unity; 

(n) Teresa Hetherington, Personal Care Assistant, Australian Unity; 

(o) Ngari Inglis, Home Support Employee, Resthaven Community Services 

(Resthaven); 

(p) Paula Wheatley, Personal Carer, Blue Care;  

(q) Sandra Kim Hafnagel, Personal Care Employee, PresCare. 

(r) Susan Digney, Support Employee, Integrated Living Australia (ILA);  

(s) Susan Toner, Home Care Employee, Anglicare; 

(t) Susanne Wagner, Support Community Based Support (CBS);  
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(u) Theresa Heenan, Home Care Employee, Warramunda Village; 

(v) Lillian Grogan, Care Employee Coach, Australian Unity;  

(w) Lorri Seifert, Team Leader, Illawarra Retirement Trust; and 

(x) Peter Doherty, Coordinator, St Andrews Community Care. 

22.3 The following witnesses called on behalf of the employer interests also provided evidence 

relevant to the provision of in-home care: 

(a) Mark Sewell, CEO, Warrigal; 

(b) Johannes Brockhaus. CEO, Buckland; 

(c) Sue Cudmore, COO, Recruitment Solutions Group Australia; and 

(d) Cheyne Woolsey, Chief Human Resources Office, KinCare. 

22.4 Each witness was required for cross-examination, save for Ms Toner and Mr Woolsey. A 

review of the home care employee evidence, together with submissions as to weight, 

appears at Annexure G. A review of the employer evidence appears at Annexure H. 

The Work Performed  

22.5 As to the work performed by home care employees, the evidence given supports the 

following findings: 

(a) Home care employees generally work alone, attending appointments at the client’s 

home. They work under indirect supervision, reporting to a Coordinator and/or Team 

Leader.368  

(b) Home care employees will usually hold a Certificate III or have sufficient experience 

to work at that level.369 

(c) All of the work activities of a home care employee are within the competence of the 

Certificate III qualification.370 

368 See Annexure G [2.35]-[2.36], [2.79]-[2.80], [2.95], [2.124], [2.135], [2.148], [2.175], [2.188], [2.201], 
[2.216], [2.229], [2.242], [2.258], [2.277], [2.289], [2.311]. See also Annexure G [2.160] (Mr Purdon report to 
a Case Manager). See, generally, Annexure G - under the heading “supervision” for each witness. 
369 See Annexure G [2.7], [2.27], [2.43], [2.58], [2.73], [2.118], [2.143], [2.156], [2.169], [2.210], [2.223], [2.238], 

[2.250], [2.271], [2.272], [2.283], [2.304], [2.320]; Annexure H [5.22]. See also Annexure G [2.354] (Team Leader).  
370 See Annexure G [2.53(e)], [2.69(a)], [2.139], [2.165(c)], [2.180(g)], [2.192(a)], [2.283(c)], [2.295], [2.233(d)], 

[2.315(f)]. See, generally, Annexure G. See Annexure H [4.20], [4.26]. 
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(d) Home care employees along with PCWs will receive in-house training on such 

things as manual handling etc and protocols to be followed in emergency situations, 

as they are more likely or not will be alone at the client’s residence.371 

(e) A home care employee will usually have a roster with a regular clientele, with a set 

number of appointments within a day allocated. These are usually confirmed 1-2 

weeks in advance.372  

(f) Changes to the roster may arise if a client cancels an appointment or if another 

home care employee becomes unavailable.373  

(g) Prior to clients being assigned to home care employees, the service ‘Coordinator’ 

(or case manager) will conduct an initial assessment of the client and the client’s 

home.374  

(h) During this time a care plan will be developed and authorised for the home care 

employee to work under.375  A risk assessment is also conducted and the care plan 

will identify potential safety risks within the home and a remediation plan created if 

required.376  

(i) The commencement of a shift begins with looking at the roster, which is typically 

communicated via an app (for example, Procura) or via email. The roster will identify 

the following: 

(i) The name of the client; 

(ii) The nature of the appointment (for example, domestic services or 

medication prompt); and 

(iii) The duration of the appointment (for example, 1 hour or 15 minutes).377 

371 See Annexure G [2.8], [2.28], [2.45], [2.59], [2.74], [2.90], [2.105], [2.120], [2.131], [2.157], [2.170], [2.185], 

[2.211], [2.239], [2.251], [2.273], [2.284], [2.306]; Annexure H [2.24(a)], [4.29], [4.32]-[4.54], [5.14(a)], [5.15], [5.23]-

[5.25], [5.35]. For “protocols”: see Annexure G [2.16], [2.36], [2.52], [2.67], [2.83], [2.97], [2.125], [2.137], [2.149], 

[2.163], [2.179], [2.190], [2.204], [2.217], [2.232], [2.245], [2.265], [2.291], [2.314].  
372 See Annexure G [2.17(b)], [2.38(a)], [2.84(a)], [2.99(a)], [2.113(b)], [2.126(b)], [2.165(b)], [2.201(e)], [2.207(b)], 

[2.219(b)], [2.229(d)], [2.243], [2.315(b)-(c)]; Annexure H [3.31]-[3.32]. See also [3.363] (Team Leader use of 

Roster). See also [2.343]-[2.345] (Coordinator management of Roster). 
373 See Annexure G [2.14(d)], [2.84(a)], [2.99(a)], [2.207(b)], [2.345]. 
374 See Annexure G [2.17(a)], [2.40(a)], [2.70(a)], [2.115(a)], [2.161], [2.203(b)], [2.218], [2.244], [2.261], [2.290(a)], 

[2.313]; Annexure H [4.19], [4.22]. See also Annexure G [2.340] and [2.343] (Coordinator evidence about initial 

assessment).  
375 See Annexure G [2.140(a)], [2.148], [2.188], [2.206(c)], [2.218], [2.244], [2.261], [2.290(a)-(b)], [2.342] (if there 

are clinical needs, an RN will attend), [2.348]; Annexure H [5.33].  But see Annexure G [2.231] (Ms Wheatley 

identified “Team Leaders” as responsible for writing up care plan). See Annexure H [4.22]-[4.23]. 
376 See Annexure G [2.19], [2.40(a)], [2.54(b)], [2.70(a)], [2.86(b)], [2.101], [2.115(b)], [2.127(b)], [2.140(a)], 

[2.153(b)], [2.166(a)], [2.181], [2.193(a)], [2.207(d)], [2.220(a)], [2.235], [2.247], [2.267]; Annexure H [2.26]-[2.27].   
377 See Annexure G [2.53(a)], [2.84(a)-(b)], [2.99(a)-(b)], [2.113(a)-(b)], [2.126(a)-(b)], [2.138(a)(i)-(iv)], [2.165(a)-

(b)], [2.219(a)(i)-(iii)], [2.263(a)], [2.263(d)], [2.279(b)-(c)], [2.233(a)]; Annexure H [4.25]. 
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(j) If the home care provider has transitioned fully to digital record management, the 

home care employee will also have access to a soft copy of the care plan via the 

app.378  

(k) The care plan sets out the scope of the work to be performed and may identify 

unique features about the client’s home (for example, they own a dog, or to enter 

the premises via the back entrance).379  

(l) If the home care provider still uses paper-based record management, the care plan 

is stored in a folder near the front of the client’s house, together with progress notes 

made by other home care employees. The home care employee reviews the care 

plan prior to starting an appointment.380  

(m) There are four types of appointment: domestic services, personal care, social 

support and medication prompt.381  

(n) A home care employee must receive training and be assessed as competent by a 

RN prior to being allocated to medication prompt appointments.382   

(o) A domestic services appointment involves assistance with basic house cleaning 

(mopping, vacuuming and dusting) and chores around the house (laundry, making 

beds, washing dishes, helping to cook). These appointments generally range from 

30 minutes to 2 hours subject to what is included in the care plan to be done.383    

(p) A personal care appointment involves providing assistance with showering, 

dressing, toileting and personal grooming or a ‘check-in’ or welfare stop. It may 

range from 15 minutes to 2 hours subject to what is included in the care plan to be 

done.384 

378 See Annexure G [2.18(g)], [2.99(d)], [2.113(e)],  [2.152(e)], [2.165(b)], [2.180(e)], [2.192(b)], [2.293(b)]; 

Annexure H [4.25]. See also Annexure G [2.126(b)] (care plan distributed via email).  
379 See Annexure G [2.17(g)-(h)], [2.53(a)-(b)], [2.69(a)-(b)], [2.126(a)], [2.126(d)], [2.139], [2.198(b)], [2.295]; 

Annexure H [4.24], [4.29(e)], [5.34]. 
380 See Annexure G [2.54(a)], [2.70(b)], [2.86(a)], [2.233(c)], [2.246(g)]. 
381 See Annexure G [2.38(a)]. 
382 See Annexure G [2.10], [2.46], [2.60], [2.68(f)], [2.121], [2.132], [2.145], [2.172], [2.185(b)], [2.212], [2.225], 

[2.253], [2.293(d)], [2.307]; Annexure H [5.26]-[5.27].  
383 See Annexure G [2.17(c)(ii)], [2.38(a)(i)], [2.53(b)], [2.68(b)], [2.68(c)], [2.84(b)(ii)], [2.99(b)], [2.113(a)], 

[2.126(a)(ii) and (v)], [2.138(a)(ii)], [2.152(a)], [2.165(a)], [2.180(b)], [2.191(b)], [2.219(a)(iii)], [2.266(b)], 

[2.293(a)(iii)], [2.315(a)(vi)]; Annexure H [3.75(a)], [5.34(a)].  
384 See Annexure G [2.17(c)(i)], [2.68(a)], [2.68(e)], [2.84(b)(i)], [2.113(a)], [2.126(a)(i)], [2.138(a)(i)], [2.152], 

[2.165(b)], [2.180(a)], [2.191(a)], [2.206(a)], [2.219(a)(i)-(ii)], [2.246], [2.293(a)(i)], [2.315(a)(i)]; Annexure H 

[3.75(b)], [5.34(a)]. 
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(q) A social support appointment may involve driving the client to an appointment, shop 

or activity. This may range between 30-60 minutes, subject to what is included in 

the care plan to be done.385 

(r) A medication prompt appointment is generally scheduled for 15 minutes. At this 

appointment the home care employee will give an oral prompt to the client to take 

their medication which is typically stored in a blister pack. The home care employee 

will check the blister pack, making sure it contains the number of pills stated on the 

blister pack itself or by reference to a medication chart. If the client requires 

assistance popping the pill out of the blister pack, the home care employee will assist 

and pop the pills into a small cup or the client’s hand (they do not touch the 

medication). They observe that the medication is taken and then record a progress 

note.386 

(s) Home care employees record progress notes after each appointment. This is 

generally a simple note confirming services were provided “as per care plan”387 or 

might identify the specific tasks undertaken (for example, vacuumed the floor in the 

main living area).388  

(t) At each appointment, the home care employee is to observe the client and their 

surroundings. Should they observe anything out of the ordinary they are to write a 

progress note and notify the Coordinator, Case Manager or RN.389 

(u) If a client has a fall or similar event during an appointment, the home care employee 

is to call for an ambulance and alert the office.390  

(v) If a client has a skin tear or bruising, the home care employee is to notify the RN. 

This may be directly or by first contacting the office. A description and/or photo of 

385 See Annexure G [2.17(c)(iv)], [2.38(a)(ii)], [2.68(d)], [2.113(a)], [2.126(a)(iii)], [2.138(a)(iv)], [2.266(c)], 

[2.293(a)(ii)], [2.315(a)(ii)]. 
386 See Annexure G [2.11], [2.17(e)], [2.38(a)(iii)], [2.38(b)], [2.53(d)], [2.85(a)], [2.108(d)], [2.113(d)], [2.126(f)], 

[2.138(a)(iii)], [2.152(g)], [2.180(c)], [2.192(d), [2.206(d)], [2.233(b)], [2.246(a)], [2.279(d)], [2.293(d)], [2.315(a)(iii)], 

[2.329(a)-(b)]; Annexure H [2.119]-[2.120]. 
387 See eg, Annexure G [2.219(c)].  
388 See Annexure G [2.17(f)], [2.38(c)], [2.99(e)], [2.113(c)], [2.126(c)], [2.138(b)], [2.152(f)], [2.165(e)], [2.180(d)], 

[2.192(c)], [2.206(b)], [2.219(c)], [2.246(f)], [2.266(d)], [2.293(c)], [2.330]; Annexure H [4.29(h)], [4.45]-[4.47]. See 

also Annexure H [3.76(e)], [4.31], [5.35(d)]. But see Annexure G [2.53(c)] (not writing progress notes at the 

moment); [2.69(c)] (no documentation “unless there is an issue”); [2.85(c)] (only for “anything unusual”), [2.315(d)] 

(sends texts only if “something different”).  
389 See Annexure G [2.16(c)], [2.36(b)], [2.67(a)], [2.98(b)], [2.137], [2.138(c)], [2.217(c)], [2.232(a)], [2.245(c)], 

[2.292(a)], [2.293(e)]; Annexure H [5.34(b)], [5.35(b)]. 
390 See Annexure G [2.97(d)], [2.98(a)], [2.125(b)], [2.149(b)], [2.162(a)], [2.190(e)], [2.232(c)], [2.245(b)], [2.314(d)] 
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the tear/bruise is provided. The RN will then decide what needs to be done (for 

example, the RN will attend the client’s home).391 

(w) Following incidents such as falls / skin tears, the home care employee will complete 

an incident form and email it to the Coordinator (this may also be done via 

“DoneSafe” app).392  

(x) If a home care employee identifies an issue within the home environment that may 

be a safety issue (for example, hoarding of newspapers or loose steps), contact is 

made with the Coordinator. A hazard incident form is also completed (this may be 

done via DoneSafe app).393  

(y) If the home care employee is placed in an unsafe situation, they are required to 

follow a set protocol that usually involves leaving the client’s home and contacting 

the office.394  

(z) While rare, some home care employees assist with quasi clinical activities following 

training by a RN.395 Those activities may include: 

(i) blood pressure checks an acceptable range is written in the care plan, if 

the reading is outside that range, the home care employee is to contact the 

RN immediately;396 

(ii) blood glucose level check this involves a finger prick test and if the reading 

is outside that range, the home care employee is to contact the RN 

immediately;397 

391 “Skin Tear”: see Annexure G [2.52(b)], [2.53(c)], [2.67(a)], [2.83(a)], [2.125(a)], [2.150(a)], [2.179(a)], [2.190(b)], 

[2.204(a)], [2.232(b)], [2.327], [2.245(a)], [2.279(e)], [2.291(e)]; Annexure H [4.29(f)]. But see Annexure G [2.97(c)] 

(for a “bad skin tear” afterhours, went to doctor), [2.125(a)] (if there was “blood or looked more serious” may call 

ambulance). “Bruising”: see Annexure G [2.16(a)], [2.36(d)], [2.52(b)], [2.97(c)], [2.111(a)], [2.150(a)], [2.314(a)], 

[2.326] 
392 See Annexure G [2.149(b)], [2.187(h)], [2.190(a)], [2.190(b)], [2.204(a)-(b)], [2.206(b)], [2.267(c)]. See also 

[2.368] (Team Leader notified about hazards/incidents and follows up). 
393 See Annexure G [2.125(d)], [2.127(b)], [2.137(d)], [2.138(b)], [2.149(c)], [2.153(a)], [2.166(a)], [2.179(c)], 

[2.190(a)], [2.193(b)], [2.204(b)], [2.206(b)], [2.245(d)], [2.298], [2.299(a)-(b)], [2.330]. See also [2.368] (Team 

Leader notified about hazards/incidents and follows up), [2.314(c)] (safety issues reported to Team Leader). See 

also [2.207] (annual “hazard check” conducted at client’s home).   
394 See Annexure G [2.16(e)], [2.36(f)], [2.39], [2.52(h)], [2.67(c)], [2.83(c)], [2.83(d)], [2.97(e)], [2.100], [2.111(e)], 

[2.125(f)], [2.149(d)], [2.163(b)], [2.179(d)], [2.245(e)], [2.265(d)], [2.166(a)], [2.291(j)], [2.335]; Annexure H [4.51], 

[5.35(g)]. 
395 See Annexure H [4.27]. 
396 See Annexure G [2.68(f)], [2.315(a)(iv)]. 
397 See Annexure G [2.126(h)], [2.213], [2.217(e)], [2.321]. 
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(iii) catheter care in accordance with training provided by RN and is limited to 

emptying/changing the bag.398 

22.6 The Commission also heard evidence from a Coordinator and Team Leader.  

22.7 As to the work performed by a Coordinator, the evidence given supports the following 

findings: 

(a) The Coordinator reports to the Director of Community Care.399   

(b) The main function of a Coordinator is administrative, providing indirect support 

(often a first point of contact) to home care employees within a particular region via 

telephone.400  

(c) The Coordinator is also responsible for preparing the roster for a region, which may 

consist of 50 care employees.401 

(d) The roster is prepared using some form of specific program that allows for some 

automation for allocating regular shifts.402 The Coordinator will likely then manually 

fill in any gaps.403   

(e) The Coordinator will communicate matters about the client’s resident to care 

employees (for example, the client has a pet).404 

(f) The Coordinator provides indirect supervision to care employees. The care 

employees will notify the Coordinator about issues with the roster and issues that 

arise during a service (for example, client not answering door or “client decline”).405 

(g) The Coordinator will provide the care employee directions based on the information 

communicated over the phone. For example, walk the carer through the no 

response plan if the client does not answer the door, or provide a direction to contact 

triple-0.406 

(h) If the Coordinator is not qualified as an RN, matters relating to clinical care are 

directed to the Director of Care or RN.407  

398 See Annexure G [2.213], [2.217(b)], [2.233(b)(v)], [2.329(c)]. 
399 See Annexure G [2.350(g)] 
400 See, generally, Annexure G - Peter Doherty.  
401 See Annexure G [2.343] 
402 See Annexure G [2.344] 
403 See Annexure G [2.344] 
404 See Annexure G [2.347] 
405 See Annexure G [2.350] 
406 See Annexure G [2.350(c)-(d)] 
407 See Annexure G [2.350(a)] 
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(i) The Coordinator is involved in the initial set up of a new client. This involves having 

a conversation with the client about services.408 Matters relating to clinical care are 

referred to an RN.409 

(j) The Coordinator completes monthly reporting for the Director of Community Care.410  

 

22.8 As to the work performed by a Team Leader, the evidence given supports the following 

findings: 

(a) The Team Leader reports to Manager.411 

(b) The Team Leader is responsible for time keeping and rostering checks of a team of 

care employees. This involves checking time entries from care employees against 

the roster. The Team Leader will follow up on any anomalies.412 

(c) The Team Leader will also attend appointments with care employees to “check on” 

the skills and training needs of the employee.413 

(d) The Team Leader may organise team meetings.414 

(e) The Team Leader also keeps track of any mandatory licences and qualifications 

required to be held by care employees.415  

(f) The Team Leader provides reminders to care employees about upcoming 

training.416 

Observations  

22.9 In many regards the home care employee is similar to a PCW in a residential setting in that 

they will hold a Certificate III or equivalent and are providing personal care. There are 

important subtleties between the two roles. These include: 

(a) working alone versus working as part of a team; 

(b) the nature of indirect supervision; and 

(c) the work can focus on domestic residential duties, as opposed to solely personal 

care per se. 

408 See Annexure G [2.348] 
409 See Annexure G [2.348] 
410 See Annexure G [2.350(g)] 
411 See Annexure G [2.362]. 
412 See Annexure G [2.363(a)-(b)]. 
413 See Annexure G [2.363(d)]. 
414 See Annexure G [2.365]. 
415 See Annexure G [2.365]. 
416 See Annexure G [2.365]. 
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23. SECTION 157(2)(B): WHETHER THE DETERMINATION OUTSIDE THE SYSTEM OF 

ANNUAL WAGE REVIEWS IS NECESSARY TO ACHIEVE THE MODERN AWARDS 

OBJECTIVE 

23.1 If the Commission determines that a change to the classification structure and/or minimum 

award rates is justified by work value reasons, it is also required to be satisfied that any 

determination outside the system of annual wage reviews is necessary to achieve the 

modern awards objective: s 157(2)(b).417  

23.2 The consideration of the annual wage review is in effect a temporal consideration of when 

any such variation should commence; 1 July or some other time. 

23.3 The Commission has a discretion in regard to this issue arising from s 166 and this can be 

better addressed in the context of commencement and phasing of any increase to minimum 

wages should one be contemplated.  

23.4 The modern awards objective is a composite requiring an exercise of evaluative judgment 

and balance. The essential basis of s 134 is the formation of a fair and relevant minimum 

safety net composed of modern awards and the NES. 

23.5 The notion of a ‘fair and relevant’ minimum is clearly more than an absolute minimum or 

subsistence floor, but the notions of fairness and relevance concern both employers and 

employees. 

23.6 The Commission’s consideration will require regard to the limbs of s 134 which we now turn 

to. 

(a) Relative living standards and the needs of the low paid 

23.7 This limb of the modern awards objective will always present some challenge in a case 

seeking to increase minimum wages. 

23.8 In Four yearly review of modern awards - Penalty Rates [2017] FWCFB 1001 (23 February 

2017), the Full Bench observed: 

[165] Section 134(1)(a) requires that we take into account 'relative living standards and the 

needs of the low paid'. This consideration incorporates two related, but different, concepts. As 

explained in the 2012-13 Annual Wage Review decision: 

'The former, relative living standards, requires a comparison of the living standards of award-

reliant workers with those of other groups that are deemed to be relevant. The latter, the 

needs of the low paid, requires an examination of the extent to which low-paid workers are 

able to purchase the essentials for a "decent standard of living" and to engage in community 

417 FW Act, s 157 (2) refers s 134. 
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life. The assessment of what constitutes a decent standard of living is in turn influenced by 

contemporary norms.'  

23.9 Successive Annual Wage Reviews since have commented upon this. Clearly it is axiomatic 

that any employee who is considered award reliant or low paid will benefit from an increase 

in pay but this is not a warrant to do this in an unfettered manner.  

23.10 The modern awards objective is a composite expression which requires that modern 

awards, together with the NES, provide ‘a fair and relevant minimum safety net of terms 

and conditions’; fair and relevant to employees and employers and further something that 

is conditioned by s 138 and section 157 and 284. 

(b) The need to encourage collective bargaining 

23.11 The evidence before the Commission demonstrates that a significant portion of employees 

working in aged care are covered by enterprise agreements. In particular, nursing as an 

occupation may be described as not award-reliant, with the majority covered by an 

enterprise agreement being paid above award minimum rates.   

23.12 It should follow as a matter of logic that increasing minimum award rates of pay in a 

regulated sector simply diminishes the capacity of employers to bargain for further wage 

increases above those higher minimum rates. 

23.13 It should be uncontroversial that “pay” and related matters is a cornerstone focus for 

bargaining; in fact, it would be unlikely that an agreement can be located without wages 

being a part of it. 

23.14 This was in effect conceded when it was suggested by Christopher Friend, HSU Official, 

that it would remove “pay” as a priority issue in the context of bargaining and they would 

bargain over other things. 

23.15 Increasing minimum rates in the aged care sector under the current Government funding 

model will do more than dampen bargaining, it will likely lead to its end. Obviously this view 

may be informed further by the submissions of the Government and if it is we will deal with 

this in reply. 

(c) The need to promote social inclusion through increased workforce participation 

23.16 The following observations are made: 

(a) The evidence before the Commission demonstrates that the majority of PCWs and 

home care employees hold, or are required by their employer to hold, a Certificate 

III in Individual Support, as a minimum qualification. Some obtained the qualification 
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after commencing work with a provider. The Commission also has before it evidence 

as to the benefits of such a course within the context of providing aged care.  

(b) In considering “social inclusion”, regard should be had to the value of maintaining 

an entry level classification in the Aged Care Award and SCHADS Award. Despite 

the negative connotations carried by reference to “low skilled”, entry level jobs serve 

an important function within society to allow vulnerable persons “such as the young 

and low skilled employees” to enter into the workforce.418 The provision would also 

enable providers to employ more persons which may receive training and/or take 

steps towards qualification on the job.  

(d) The need to promote flexible modern work practices and the efficient and 

 productive performance of work 

23.17 This factor does not appear relevant in the current proceedings.  

(da) The need to provide additional remuneration for: 

(i) employees working overtime; or 

(ii) employees working unsocial, irregular or unpredictable hours; or 

(iii) employees working on weekends or public holidays; or 

(iv) employees working shifts. 

23.18 This issue is of minimal relevance, if any, to the Commission. In support of that position we 

note the following: 

(a) The majority of employees in aged care setting work regular hours or have regular 

shifts. They may be required to undertake additional hours/shifts from time-to-time. 

(b) The employees that gave evidence as to working additional hours (for example, by 

picking up shifts) did not suggest they were not paid for that time in accordance with 

their employment classification and the relevant industrial instrument (noting, the 

majority of employees that gave evidence were covered by an enterprise 

agreement).  

(c) A common theme through the evidence of home care employees was a reference 

to expenses that were related to travel. The issues cited included the requirement 

to own a vehicle, the expense of petrol and the time spent traveling between 

appointments. This issue is already covered by the SCHADS Award with the 

inclusion of an allowance for “travelling, transport and fares”.419  

418 Annual Wage Review 2009-10 (2010) 193 IR 380; [2010] FWAFB 4000 [275]-[276]. 
419 SCHADS Award cl 20.7 
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(d) It may also be noted, that from the first full pay period on or after 1 July 2022 the 

SCHADS Award includes a “broken shift” allowance, a minimum payment of 2 hours 

for each portion of a broken shift and a restriction to a maximum of two breaks in a 

broken shift.420 

(e) The principle of equal remuneration for work of equal or comparable value 

23.19 This issue is of minimal relevance save to say that the Commission should it stray too far 

from the C10 scheme could provoke a question of whether this principle is being met. 

(f) The likely impact of any exercise of modern award powers on business, including 

 on productivity, employment costs and the regulatory burden 

23.20 There is a direct correlation between employment costs, regulatory burden and funding, 

which needs to be at the forefront of consideration when making changes to the minimum 

rates. This is because: 

(a) the funding provided is limited and determined by the government, currently it is not 

increasing at a rate consistent with consumer price index; 

(b) the funding is not sufficient to support the provision of necessary care services and 

sufficient staff numbers to provide those services; 

(c) the regulations dictating the provision of consumer centred care require the provider 

to meet the gap; and 

(d) the gap being met by providers to ensure that compliant and quality care services is 

provided to consumers has left major providers within the aged care sector to 

operate at a deficit. 

23.21  As a sector reliant on funding in order to operate, any increase to minimum award rates - 

absent support from the government - have the potential to have a crippling effect upon the 

industry.  

(g) The need to ensure a simple, easy to understand, stable and sustainable modern 

 award  system for Australia that avoids unnecessary overlap of modern awards 

23.22 As to section 134(1)(g), the following observations are made: 

(a) The analysis of the work performed by support employees covered by the Aged 

Care Award (namely, administrative staff, laundry staff, cleaning staff, gardening 

staff and maintenance staff) demonstrates that the work being performed has not 

changed in any significant form (see Section 11, 12, 13, 14, 15).  

420 SCHADS Award cl 20.12 
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(b) The equivalent classifications and rates for support employees in different 

occupations and industries, which appear in the following awards: 

(i) Clerks—Private Sector Award 2020 (Clerks Award); 

(ii) Hospitality Industry (General) Award 2020 (Hospitality Award); 

(iii) Gardening and Landscaping Services Award 2020 (Gardening Award); 

(iv) Dry Cleaning and Laundry Industry Award 2020 (Dry Cleaning Award); 

(v) Cleaning Services Award 2020 (Cleaning Award); 

(vi) Road Transport and Distribution Award 2020 (Road Transport Award); 

(vii) SCHADS Award. 

(See analysis at Annexure O421). 

(c) In terms of easy to understand and stability of the modern award system, regard 

should also be had to the approach of the Full Bench in previous work value 

decisions. Whilst not bound by that precedent, the practice has been to follow the 

approach of the Full Bench. In this respect, we submit the approach in the Teachers 

Case should be followed. We rely upon our analysis as to the observations made 

by the Full Bench in that matter with respect to Child Care Teachers and their 

relevant application in the context of RNs (see above at [19.7]). 

(d) Turning to considerations of stability arising on the ANMF application:  

(i) The Nurses Award covers employers throughout Australia in the health 

industry and their employees, together with employer who employ nursing 

employees to principally engage in nursing duties comprehended by the 

award.422  

(ii) The ANMF application does not concern all employees covered by the 

Nurses Award. It only concerns nursing employees working in aged care. It 

presents a discrete section of the nursing workforce for consideration by the 

Commission.  

(iii) This exclusion is required, because only aged care employment falls within 

the scope of the Applications before the Commission. In this context, the 

work performed by nurses in non-aged care settings was not relevant and, 

accordingly, not put before the Commission.  

421 See Annexure O [2.21]-[2.32]. 
422 Nurse Award 2020, cl 4.1 
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(iv) The exclusion of an entire section of the nursing occupation, however, 

becomes problematic should the application be granted. Absent a 

consideration of the hospital based section of nursing employees, the 

nursing occupation would be divided into two sections with disparate rates 

of pay.  

(v) Due to the construction of the application, the Commission does not have 

sufficient evidence to inform itself as to any change in work value that would 

justify an increase in the minimum rates of nursing employees in hospital 

based settings (i.e. not aged care). Save for the submission advanced by 

the employer interests that prior to making changes based on work value, 

the rates in the award should be properly set.  

(vi) To make changes to an occupation award based on a discrete section does 

not promote stability.  

(e) Turning to considerations of stability arising on the HSU SCHADS application: 

(i) The SCHADS Award consists of four classification types, with the “home 

care employee” being the relevant classification on the present application.  

(ii) As set out in Annexure N, the minimum rates with respect to the home care 

employee do not appear to be properly set.423 If this view is reached, in the 

interest of promoting stable and sustainable awards the remaining 

classifications should also be reviewed upon the same basis.  

(h) The likely impact of any exercise of modern award powers on employment growth, 

 inflation and the sustainability, performance and competitiveness of the national 

 economy 

23.23 The issue of critical importance in this case it “sustainability”. In this respect identify the 

following factors as relevant on the application: 

(a) The aged care sector is reliant upon funding. This reliance upon provides of agreed 

care services, it has direct implications upon the amount of care services that can 

be provided and staff that can be employed. To date, funding is not keeping up with 

the increases to the consumer price index. This reliance referred to in the evidence 

423 Annexure N [3.1]-[3.22]. See also Annexure O [4.1]-[4.14]. 
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of the aged care providers.424 The Full Bench has previous acknowledged the 

relevance of a funded sector in the context of s 134(1)(h).425  

(b) The aged care industry is of critical importance to the community, both the 

consumers of care service and their families. Absent a guarantee by the government 

to increase funding, wage increases may have the effect of crippling the sector, such 

that providers can no longer afford to employ enough staff or provide the requisite 

number of services required, which may result in providers that already operate at 

a deficit being forced to discontinue services.  

(c) In the event the Commission is minded to increase rates, as previously mentioned, 

the employer interests will seek to be heard as to the operative date and any phasing 

in of increases and put additional evidence on as to the impact of funding upon the 

sector.   

23.24 At this juncture, it is useful to note the remarks of the Full Bench, with respect to considering 

the impact of increasing wage costs within the context of the supported employment 

services industry, another industry reliant upon government funding. Their Honours 

observed: 

“[358] The evidence equally demonstrates that the increases in wage costs which would flow 

from the mandatory use of the SWS would be likely to have a significantly detrimental effect 

on the commercial viability of ADEs, and thus adversely affect their capacity to employ 

disabled persons. We accept the evidence of witnesses such as Mr Christodoulou, Mr 

Harvey, Mr Dickens, Mr Baker, Ms Fitze, Mr Fraserand Mr Donne that if ADES were required 

to use the SWS as the only wages assessment tool, the result would be the loss of 

commercial contracts and consequently the loss of jobs in supported employment or even 

the closure of ADEs. Making the SWS mandatory would having varying effects on ADEs 

depending upon the nature of the work they performed, with the effect likely to be most 

significant to those ADEs which provided employment at the lowest skill levels to employees 

with the greatest level of disability. We note that the commercial and employment 

consequences for those ADEs who had transitioned from the BSWAT to the SWS had not 

yet fully manifested itself because, at the time the evidence was received, they remained in 

receipt of transitional wage subsidies by the Commonwealth which had not yet completed 

their phasing-out period. 

[359] We consider, having regard to our earlier findings concerning the social value of 

supported employment in ADE’s, that the loss of employment which would occur consequent 

upon the mandatory use of the SWS would be a calamitous outcome. Numerous disabled 

424 Annexure H  
425 See 4 yearly review of modern awards--Supported Employment Services Award 2010 [2019] FWCFB 8179 (3 

December 2019) [358], [364]. 
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persons and their carers have given uncontradicted evidence that the loss of supported 

employment would result in social isolation, boredom, financial detriment, a loss of skills 

development opportunities and a diminished sense of self-worth amongst disabled persons, 

with a significantly greater burden being placed on their carers and other family members. 

There is no evidence that this would be ameliorated by any compensating increase in open 

employment for disabled persons.”426 

23.25 Those considerations informed a conclusion that to simply implement a mass increase 

“would not achieve the modern awards objective of a fair and relevant minimum safety net 

of terms and conditions”.427 The full conclusion appears below: 

“[364] Our conclusion, based on the above analysis, is that the adoption of the SWS as the 

single mandatory wage assessment tool within the current wage structure of the SES Award 

as proposed by the AEDLC would not achieve the modern awards objective of a fair and 

relevant minimum safety net of terms and conditions. In this respect we have paid particular 

regard to paragraphs (a), (c) and (f) of s134(1) as being of relevance and weight. In relation 

to paragraph (a), the adoption of the AEDLC proposal would likely have the effect of 

increasing the wages paid to many supported employees, although the financial benefit of 

this would be diminished by a reduction in their DSP payments. In respect of paragraphs (c) 

and (f), the mandatory adoption of the SWS as proposed would lead to a very large increase 

in the employment costs, which would result in a significant loss of jobs for disabled person 

in ADEs and thus would diminish rather than promote the social inclusion of disabled person 

by reducing their level of workforce participation. With respect to the minimum wages 

objective, we have taken into account the considerations in paragraphs (a)-(d) of s 284(2) in 

the same way as the equivalent considerations in s 134(1). In respect of the paragraph (e), 

we do not consider that that the adoption of the SWS in its current form as the sole 

determinant of wages for disabled persons in ADEs would be “fair” to either ADEs and 

employees or disabled employee for the reasons we have earlier given.”428  

23.26 In the event the Commission is minded to vary the minimum award rates, we wish to be 

heard as to the operative date for any increases and as to any timetable for phasing in of 

increases 

 

 

  

426 Decision - 4 yearly review of modern awards—Supported Employment Services Award 2010 (AM2014/286) 

[2019] FWCFB 8179 [358]-[359] 
427 Ibid [364] 
428 Ibid [364] 

4680



24. SECTION 157(2):  CONSIDERATION OF THE MINIMUM WAGES OBJECTIVE  

24.1 Turning to the minimum wages objective, at the outset it is noted that the primarily 

consideration, in this respect, relates to the safety net of fair minimum wages rather than 

the “promotion of economic prosperity”.429 By reference to each factor set out in s 284 of 

the FW Act, we rely on the following propositions.  

(a)   The performance and competitiveness of the national economy, including 

 productivity business competitiveness and viability, inflation and employment 

 growth 

24.2 The following factors are relevant to s 284(1)(a): 

(a) The nature of the sector being funded. The evidence before the Commission is that 

funding increases are not keeping up with increases to the consumer price index. 

This is impacting significantly upon the viability of business, with providers being 

forced, in some instances, to operate at a deficit in order to continue to provider 

services and employ enough staff to deliver the services required.  

(b) Consumer demand in the aged care sector in increasing. There is a demand for 

more employees to enter the workforce. However, as a sector reliant on funding it 

is restrained in the number of consumers that can be provided care and in the 

number of staff it can afford to pay whilst still able to operate as a business.  

(b)  Promoting social inclusion through increased workforce participation 

24.3 We repeat submissions advanced with respect to s 134(1)(c). 

(c)  Relative living standards and the needs of the low paid 

24.4 We repeat submissions advanced with respect to s 134(1)(a).  

(d)   The principle of equal remuneration for work of equal or comparable value 

24.5 We repeat submissions advanced with respect to s 134(1)(e). 

(e)   Providing a comprehensive range of fair minimum wages to junior employees, 

 employees to whom training arrangements apply and employees with a disability 

24.6 This factor is of less relevance in current proceedings. However, the following is noted: 

(a) This issue was addressed at the time the Aged Care Award and SCHADS Award 

were initially drafted, with the inclusion of transitional provisions. This rectified gaps 

429 Annual Wage Review 2009-10 (2010) 193 IR 380; [2010] FWAFB 4000 [14] 
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in minimum rates established under existing agreements and/or instruments. The 

provisions ceased operation in 1 July 2014.430 

(b) Each award currently allows for entry-level into the industry (i.e. without a minimum 

qualification).  

(c) The Nurses Award also provides rates for student ENs.431  

(d) The Aged Care Award set out rates for “adult apprentices” and “school based 

apprentices”.432  
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1. PERSONAL CARE EMPLOYEES: INTRODUCTION  

1.1 In these proceedings, the Commission heard evidence from witnesses that work in roles 

under the classification of Assistant in Nursing (AIN) in the Nurses Award or the Personal 

Care Worker (PCW) classification in the Aged Care Award. For the purposes of evidence 

review, those employees have been categorised as personal care employees. 

1.2 For each witness, their evidence with respect to the following topics will be summarised:  

(a) Period of Service in Role; 

(b) Period of Service in Industry; 

(c) Qualifications and Training; 

(d) Submissions as to Weight; 

(e) The Nature of the Work Performed; 

(f) Supervision; 

(g) The Level of Responsibility or Skill Involved in doing the Work; and  

(h) Environment - Conditions under which Work is Done.    

1.3 The evidence of each witness will be reviewed in turn. 
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2. PERSONAL CARE EMPLOYEES 

2.1 The following witnesses gave evidence as to their experience as a personal care employee 

in the aged care industry: 

(a) Virginia Mashford, AIN at Regis Aged Care;  

(b) Rose Nasemena, AIN at Bupa; 

(c) Christine Spangler, AIN at St Anne’s Nursing Home; 

(d) Dianne Power, AIN at Regis; 

(e) Linda Hardman, AIN at Hestia Health;  

(f) Sherree Clarke, AIN with Opal Health Care; 

(g) Paul Jones, Care Services Employee at United Protestant Association; 

(h) Virginia Ellis, Homemaker at Uniting Aged Care; 

(i) Donna Kelly, Extended Care Assistant at Baptcare Karingal Community Care; 

(j) Alison Curry, Personal Care Worker at Warrigal; 

(k) Antoinette Schmidt, Specialised Dementia Care Worker at HammondCare; 

(l) Sanu Ghimire, Care Service Employee at United Aged Care; 

(m) Kristy Youd, Personal Care Worker with Masonic Care; 

(n) Charlene Glass, Carer at Anglicare; 

(o) Sally Fox, Extended Care Assistant at Tasman Health & Community Service; 

(p) Geronmia Ortillano, Personal Care Worker at Brightwater Care Group; 

(q) Judith Clarke, Personal Care Worker at BaptCare;  

(r) Tracey Roberts, Personal Care Worker at Respect Group; 

(s) Anita Field, AIN, Leigh Place;  

(t) Marion Jennings, HSU Official (former Care Service Employee at Uniting); and 

(u) Helen Platt, Care Supervisor, Anglicare. 

2.2 We now turn to that evidence. 
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(a) Virginia Mashford -- AIN -- Regis Aged Care  

 

(i)  Period of Service in Role 

2.3 3 years. Ms Mashford has worked in her current position as an AIN for three years1. 

 

(ii)  Period of Service in Industry 

2.4 38 years. Ms Mashford states that she was worked in the aged care industry as an AIN 

since 19942 

 

(iii) Qualifications and Training  

2.5 Associate Diploma. Ms Mashford holds an Advanced Certificate in Special Care (1992) 

and an Associate Diploma in Social Science in Disability Studies at TAFE in Canberra 

(1992)3. 

2.6  Ms Mashford states: 

When I applied for my position, they said I needed to have a Certificate III. I said I 

felt my qualification in disability studies would cover the knowledge needed. Regis 

acknowledge this and I was not required to gain the certificate III. I understand that 

all new AINs at Regis Wynnum are now required to have a Certificate III or be in the 

process of getting one4. 

2.7 Additional Training. Ms Mashford has also completed a Preventing Dementia Massive 

Open Online Course (MOOC) and an Understanding Dementia MOOC5. She also notes 

that she is required to undergo mandatory training by Regis6   

2.8 Medication Training. Ms Mashford has not undertaken any internal or external medication 

training. As such she is not a “Medication Competent AIN”:7  

Mr Ward: You talk in paragraph 26(f) about a medication competent AIN.  Do you 

know what the qualification is that's required to be a medication competent AIN? 

1 Witness statement of Virginia Mashford, dated 6 May 2022 at [12] 
2 Witness statement of Virginia Mashford, dated 6 May 2022 at [4] 
3 Witness statement of Virginia Mashford, dated 6 May 2022 at [10] 
4 Witness statement of Virginia Mashford, dated 6 May 2022 at [48] 
5 Witness statement of Virginia Mashford, dated 6 May 2022 at [11] 
6 Witness statement of Virginia Mashford, dated 6 May 2022 at [49] 
7 Transcript dated 6 May 2022, at PN8413. 
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Ms Mashford: You have to have a certificate 3 or equivalent qualification and you 

have to have work experience within the organisation and you have to pass some 

sort of test, I'm not medication competent so I haven't sat the test.  

2.9 Technology. Ms Mashford provides that the introduction of “some equipment and 

technology” has made the job easier. Ms Mashford States: 

Once a skill is learned, for example using a hoist, that skill is retained. The real skill 

is how to move a person, that is where the technique is as each person is different.8 

 

(iv) Submissions as to Weight   

2.10 The following aspects of Ms Mashford’s evidence should attract little (if any) weight: 

(a) Financial Pressure. Ms Mashford evidence as to: 

(i) how she affords to live9; 

(ii) how an increase to minimum wages “would improve my life and give me 

better quality of life and enable me to do other things”10; 

(iii) how better pay would improve aged care11 

Without being disrespectful to the opinion held by Ms Mashford, those points are not 

relevant to evaluative task before the Commission. 

(b) Staffing. Ms Mashford’s comments that one of the “biggest challenges of my work 

is that we are not staffed well enough to finished our work” at Regis and states that 

new and inexperienced workers make the work more complicated12. Without being 

disrespectful to the opinion held by Ms Mashford, those points are not relevant to 

evaluative task before the Commission. We also address the issue of “staffing” in 

our submissions at Section 5. 

 

(v)  The Nature of the Work Performed 

2.11 Ms Mashford identifies that the nature of the work can change: 

What I do and how I do things changes from one shift to the next is dependent on 

lots of things, such as how many staff are on, how settled the residents are and what 

8 Witness statement of Virginia Mashford, dated 6 May 2022 at [50] 
9 Witness statement of Virginia Mashford, dated 6 May 2022 at [6] - [9] 
10 Witness statement of Virginia Mashford, dated 6 May 2022 at [65] 
11 Witness statement of Virginia Mashford, dated 6 May 2022 at [66] 
12 Witness statement of Virginia Mashford, dated 6 May 2022 at [27] - [31] 
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is happening in the nursing home on any given day/time. There is a basic routine, 

but it requires judgement, time management and good communication to work out 

the shift as well as the ability to readjust to changing staffing and work needs13 

2.12 Ms Mashford describes the nature of the work as “complex, physically, and emotionally 

demanding and stressful”14. 

2.13 Over time, Ms Mashford has observed a change in residents: 

Even in the last three years I have noticed people arriving in the facility with more 

complex needs. There are more new residents with Dementia, both in the MSU but 

also Bribie and Stradbroke wings. Residents have complicated physical needs. 

There are some overweight residents and this impacts on care requirements. This 

adds to the complexity of needs but also requires greater and differed resources for 

mobility.15 

(vi) Supervision 

2.14 Ms Mashford states that there is generally one RN and one EN in charge of the shifts across 

the facility16. 

2.15 The clinical care needs of the resident are overarchingly supervised by a Clinical Care 

Coordinator who is a RN17. 

2.16 Ms Mashford states that RNs are spending more time documenting and less on floor, but 

that they work at the nurses station “so [are] always accessible”18.  

2.17  Ms Mashford works with another AIN to undertake her tasks19 

 

(vii) The Level of Responsibility or Skill Involved in doing the Work 

2.18 Ms Mashford states that “my job is to carry out what is in a resident’s care plan20”, Ms 

Mashford goes onto acknowledge that although she has limited involvement in the 

development of care plans, she makes progress notes and reports to the RN21. 

2.19  Ms Mashford states that the work on shift generally follows a routine: 

13 Witness statement of Virginia Mashford, dated 6 May 2022 at [26] 
14 Witness statement of Virginia Mashford, dated 6 May 2022 at [32] 
15 Witness statement of Virginia Mashford, dated 6 May 2022 at [38] 
16 Witness statement of Virginia Mashford, dated 6 May 2022 at [24] 
17 Transcript, dated 6 May 2022 at PN8409 - PN8410 
18 Transcript, dated 6 May 2022 at PN8460 - PN8461 
19 Witness statement of Virginia Mashford, dated 6 May 2022 at [26(b)] 
20 Witness statement of Virginia Mashford, dated 6 May 2022 at [51] 
21 Witness statement of Virginia Mashford, dated 6 May 2022 at [52] 
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Work on shift generally follows a routine, which is toileting, changing and 

repositioning residents at the start of the shift, changing water jugs and collecting 

dirty cups and saucers and rubbish from each resident’s room22 

2.20 The tasks that Ms Mashford performs on shift normally includes23: 

(a) Ms Mashford details that she checks who is eating in their room and who is eating 

in the dining room. Two AINs will stay in the dining area to assist residents with 

eating and one will assist residents in their room; 

(b) Assisting with showering24; 

(c) Distributing pre-packaged medications25;  

(d) Clearing the dining area and returning trays to the kitchen26; 

(e) Assisting residents to their room and with their bed time routines27; 

(f) Answering call bells28; 

(g) Completing documentation such as progress notes and charting29; 

(h) Clean the pan rooms and remove laundry to the main laundry area in another part 

of the facility and, during COVID-19 lockdowns, restock linen cupboards30  

 

(viii) Environment - Conditions under which Work is Done 

2.21 Ms Mashford describes the facility she works at as follows: 

The Regis Wynnum residential facility has a capacity of just over 90 residents. The 

facility has three sections:  

a. The “Stradbroke” Wing with about 27 beds;  

b. The “Bribie” Wing with about 27 beds; and  

c. A Memory Support Unit (MSU) for residents with dementia called 

“Moreton” with about 36 beds.  

22 Witness statement of Virginia Mashford, dated 6 May 2022 at [26(b)] 
23 Witness statement of Virginia Mashford, dated 6 May 2022 at [26] 
24 Witness statement of Virginia Mashford, dated 6 May 2022 at [26(e)] 
25 PN8415 
26 Witness statement of Virginia Mashford, dated 6 May 2022 at [26(h)] 
27 Witness statement of Virginia Mashford, dated 6 May 2022 at [26(i) - (j)] 
28 Witness statement of Virginia Mashford, dated 6 May 2022 at [26(l)] 
29 Witness statement of Virginia Mashford, dated 6 May 2022 at [26(m)] and PN 8421 
30 Witness statement of Virginia Mashford, dated 6 May 2022 at [26(n)] 
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The Stradbroke Wing and Bribie Wing are open wards that are set around a 

quadrangle in a newer building. Moreton, the MSU is in an older building and is a 

locked dementia ward.31 

2.22 The facility also provides palliative care32. 

2.23 Ms Mashford sometimes has to work in difficult work conditions: 

(a) “Throughout the facility the rooms and bathrooms are small. I find that there is not 

enough room to manoeuvre residents safely.”33   

(b) “There are a lot of cords on the floor, for things like sensor mats, call bells and 

controls for the beds which fall on the floor. These can be a tripping hazard and 

make working in the space  difficult and unsafe. Manoeuvring and moving the bed 

as well as hoists becomes really difficult and challenging when the rooms are 

small.”34 

(c) “There is sometimes both physical and verbal aggression in the work environment. 

From my experience, this is often it is about communicated needs not being met, as 

well as worker being rushed to try and complete tasks. My work does involve 

violence, residents hit me and verbally abuse me.”35 

(d) Some staff experience racism.36 

  

31 Witness statement of Virginia Mashford, dated 6 May 2022 at [13] - [14] 
32 Witness statement of Virginia Mashford, dated 6 May 2022 at [20] 
33 Witness statement of Virginia Mashford, dated 6 May 2022 at [53] 
34 Witness statement of Virginia Mashford, dated 6 May 2022 at [54] 
35 Witness statement of Virginia Mashford, dated 6 May 2022 at [55] 
36 Witness statement of Virginia Mashford, dated 6 May 2022 at [56]. 
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(b) Rose Nasemena -- AIN (Former) -- Bupa 

 

(i)  Period of Service in Role 

2.24 11 years. Ms Nasemena has worked at Bupa Bonbeach as an AIN from 2011 until she 

resigned in May 202237. 

 

(ii)  Period of Service in Industry 

2.25 13 years. Prior to her employment with Bupa Bonbeach, Ms Nasemena worked for various 

other Bupa sites since 200938. 

 

(iii) Qualifications and Training  

2.26 Qualifications. Ms Nasemena holds the following qualifications: 

(a) a Certificate III in Aged Care in 2009; and 

(b) a Certificate IV in Aged Care in 2015.39 

2.27 Ms Nasemena was not required to attain her Certificate IV, however did it to learn more 

about aged care: 

“I did the Certificate IV in Aged Care to help learn more about aged care, especially 

the documentation at ACFI.  BUPA was helpful and encouraged us to do the Cert 

IV.”40 

2.28 Additional Training. Ms Nasemena has also undertaken courses in “Assist Clients with 

Medication” and “Recognising healthy body systems in a health care context”41  

(a) Assisting clients with medication was run by an RTO and a RN - this course took a 

day to complete42; 

(b) Recognising health body systems in a health care context was also run by an RTO 

and took a day to complete43 

Both courses were assessed at the end of the day.  

37 Witness statement of Rose Nasemena, dated 6 May 2022 at [4] 
38 Witness statement of Rose Nasemena, dated 6 May 2022 at [4] 
39 Witness statement of Rose Nasemena, dated 6 May 2022 at [5] 
40 Witness statement of Rose Nasemena, dated 6 May 2022 at [10] 
41 Witness statement of Rose Nasemena, dated 6 May 2022 at [10] 
42 Transcript dated 6 May 2022 at PN8520 - PN8524. 
43 Transcript dated 6 May 2022 at PN8525 - PN8526.  

4692



2.29 Ms Nasemena states that she learnt more about assisting with medication through her 

Certificate IV qualification, than the one day external course: 

In the Certificate IV we learnt things like the five rights, use of blister and webster 

packs, distribution of the drug, ability to eliminate the drug, what medications should 

be crushed and not crushed, legal and legislative requirements in assisting self-

medication and good practice in the administration of medications. We also learned 

about RN responsibility for dangerous drugs and dangerous drugs counts. I felt 

much more confident having done the Cert IV course.44 

2.30 Mandatory Training. In addition to formal courses, Ms Nasemena also undertakes 

mandatory e-learning on topics such as infection control, communication skills, fire safety, 

manual handling, dealing with dementia45.  

(iv) Submissions as to Weight   

2.31 Without being disrespectful to the opinion held by Ms Nasemena, the following aspects of 

her evidence should attract little (if any) weight: 

(a) Relevance. Throughout her statement, Ms Nasemena gives evidence on: 

(i) Her reliance on penalty rates to “earn enough to pay bills and my rent”.46 

(ii) The impact that the work has had on her “well-being and energy”47 

(iii) How she loves working in aged care and how the industry us undervalued.  

(b) COVID. As to the aspect of the evidence that addressed COVID-19, we repeat and 

rely upon our submission at Section 5. 

 

(v)  The Nature of the Work Performed 

2.32 Ms Nasemena states that she is a senior carer, Ms Nasemena details what this is:  

“I have actual responsibility and been working there for 13 years, which the head 

nurses, the registered nurses there rely heavily on me.  So, I believe I'm a senior 

carer there with like additional responsibility, assisting the clients with their 

medication, yes”48 

44 Witness statement of Rose Nasemena, dated 6 May 2022 at [25] 
45 Witness statement of Rose Nasemena, dated 6 May 2022 at [11] 
46 Witness statement of Rose Nasemena, dated 6 May 2022 at [15] 
47 Witness statement of Rose Nasemena, dated 6 May 2022 at [16] 
48 Transcript dated 6 May 2022 at PN8512 
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2.33 It may also be the case that due to having her Certificate IV, and being recognised for 

having such qualification, that she is a senior carer49. 

2.34 In relation to the work, Ms Nasemena identified that caring work is specialised: 

Caring is very specialised work and different carers like different aspects of the work. 

For example, some carers love dementia work. Others like relating those who want 

to talk and engage more. Others love leading activities. So caring work has many 

aspects.50 

2.35 Ms Nasemena states that the care employees and RNs work together as a team51 

 

(vi) Supervision 

2.36 Ms Nasemena is supervised by a RN, if there is any concerns Ms Nasemena will go to the 

RN and report this52.Examples of this include: 

(a) Handover: Ms Nasemena will check with the RN when commencing work to see if 

there are any issues for the shift53. 

(b) Medication: Ms Nasemena will consult with the RN to understand how medication 

will be administered if there are swallowing problems. This includes “if tablets are 

not to be crushed it has to be dissolved in the, you know, water or something”54 or 

if the pills do not look right55, if there is extra medication56. 

(c) Change in condition: If there is a cut, bruise, bedsore or “anything” Ms Nasemena 

will call the RN straight away57  

(d) Falls: Ms Nasemena will tell the RN straight away if a resident has a fall and the RN 

makes the decisions regarding moving the resident58.  

(e) Clinical: when documenting progress notes and a clinical concern arises, Ms 

Nasemena will “write down and pass it onto the RN, if we have a complex issue then 

we will page the RN”59 

49 Witness statement of Rose Nasemena, dated 6 May 2022 at [13] 
50 Witness statement of Rose Nasemena, dated 6 May 2022 at [12] 
51 Witness statement of Rose Nasemena, dated 6 May 2022 at [36] 
52 Witness statement of Rose Nasemena, dated 6 May 2022 at [38] 
53 Witness statement of Rose Nasemena, dated 6 May 2022 at [18] 
54 Transcript dated 6 May 2022 at PN8536. 
55 Transcript dated 6 May 2022 at PN8538 
56 Transcript dated 6 May 2022 at PN8552 
57 Transcript dated 6 May 2022 at PN8556 
58 Transcript dated 6 May 2022 at PN8555 
59 Witness statement of Rose Nasemena, dated 6 May 2022 at [24] 
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(f) Pain: Ms Nasemena will go to the RN if she notices a resident in pain.60 

 

(vii) The Level of Responsibility or Skill Involved in doing the Work 

2.37 Ms Nasemena plans her work: 

I have to plan my work carefully – I make mental maps of when I have to do things 

and what the shortest path to complete the work is. We have a residents list but from 

memory I know who has to be put to bed first and who needs to go to dinner when. 

I then communicate with the other carer and we work as a team. All the time you 

know that if someone isn’t ready to go to bed or get changed or they are 

uncooperative, then you have to be agile enough to change the routine. We know 

the residents very well, so that usually isn’t an issue but you have to keep track of 

them61. 

2.38 Ms Nasemena details the work she performs as follows: 

(a) Handover. Ms Nasemena and the other care staff will attend a handover with the 

outgoing morning care staff. During this time, she will check the progress notes to 

see what had happened during that shift.62; 

(b) Undertake a round to check on the residents63; 

(c) Manual Handling. Ms Nasemena assists residents from the bed to the shower. For 

11 residents in the home, this requires lifting and standing machines to be used. 

Bed bound residents also require two carers to reposition them.  

(d) Documentation. Undertake documentation on personal hygiene by making 

progress notes on an iPad throughout her shift. During cross examination Ms 

Nasemena provided further information on what she also documents: 

(i) Observations regarding concerns on whether the resident is eating or not64; 

(ii) Residents’ bowel movements;65 

(iii) Changes in physical condition such as their mobility66; 

60 Witness statement of Rose Nasemena, dated 6 May 2022 at [37] 
61 Witness statement of Rose Nasemena, dated 6 May 2022 at [23] 
62 Witness statement of Rose Nasemena, dated 6 May 2022 at [18] 
63 Witness statement of Rose Nasemena, dated 6 May 2022 at [21] 
64 Transcript, 6 May 2022 at PN8547 
65 Transcript, 6 May 2022 at PN8549 
66 Transcript, 6 May 2022 at PN8550 

4695



(iv) Any observations about communication changes and mental changes67 

(e) Undertaking eye care and oral care68; 

(f) Observing residents’ skin integrity to check whether there are pressure sores or 

fungal infections that are developing. If there is a concern, the RN will instruct Ms 

Nasemena to apply antibiotic cream in accordance with a prescription69; 

(g) Stoma care/Catheter care. Ms Nasemea will check if the catheter bag needs 

replacing or the stoma needs to be emptied. If the stoma is full, then she will “assist 

him, I take him to the restroom to take off the bag, clean it, and then put a clean 

stoma bag on”70 

(h) Inexperienced/Agency Carers. Ms Nasemena trains other employees as she is 

not happy with their “practical understanding” of how to move sick and fragile elderly 

persons71. Ms Nasemena also teaches these employees routines: 

yes, and also the routines of like I have the residents list and I have to tell 

them who to do next, but first of all we've got to do this, you know, room first, 

and then we move into that room, and so we go after dinner, before dinner 

always, because that time who's got to go to bed first. 72; 

(i) Social Care. Ms Nasemena will attend to the social support73; 

(j) Palliative care - including hourly repositioning and eye and mouth care74; 

(k) Medication: 

(i) Ms Nasemena assists residents with their medication under the instruction 

of the RN75 

(ii) The medication is handled by the RN, the carers assist the residents with 

medications through assisting them with the webster-paks76; 

(iii) The carer will use an iPad to check the medication to make sure it’s the right 

medication, right person.  

67 Transcript, 6 May 2022 at PN8548 
68 Witness statement of Rose Nasemena, dated 6 May 2022 at [43] 
69 Witness statement of Rose Nasemena, dated 6 May 2022 at [45] 
70 Transcript, 6 May 2022 at PN8585 
71 Transcript, 6 May 2022 at PN8578 
72 Witness statement of Rose Nasemena, dated 6 May 2022 at [35] - [36] 
73 Witness statement of Rose Nasemena, dated 6 May 2022 at [41] 
74 Witness statement of Rose Nasemena, dated 6 May 2022 at [46] 
75 Witness statement of Rose Nasemena, dated 6 May 2022 at [27] 
76 Transcript, 6 May 2022 at PN8531 
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(l) Cleaning. On her shift, Ms Nasemena will undertake additional cleaning of the 

“handrails, chairs, couches and dining area.”77 

 

(viii) Environment - Conditions under which Work is Done  

2.39 Ms Nasemena describes the facility as follows: 

Bupa Bonbeach is a 100 bed facility but with about 90 residents currently. There are 

three sections: Parklane 33 beds; Mayfair 13 beds and Lodge 47 beds. I mainly 

work in the Parklane Unit of 33 beds but I do some shifts in the dementia unit, 

Mayfair, of 13 beds which is attached to Parklane. They are medium to high care 

residents. Residents come into aged care later and later from their own homes and 

are more frail and unwell than when I began work at Bonbeach. Our residents range 

from some mobile residents to residents who need significant levels of care 

throughout each day.78 

  

77 Witness statement of Rose Nasemena, dated 6 May 2022 at [50] 
78 Witness statement of Rose Nasemena, dated 6 May 2022 at [8] 

4697



 

(c) Christine Spangler -- AIN -- St Anne’s Nursing Home 

 

(i)  Period of Service in Role 

2.40 19 years. Ms Spangler has worked at St Anne’s Nursing Home as an AIN for 19 years79. 

 

(ii)  Period of Service in Industry 

2.41 19 years. Ms Spangler has worked at St Anne’s Nursing Home for 19 years. This is the 

extent of her experience in the industry. 

 

(iii) Qualifications and Training  

2.42 Certificate III. Ms Spangler has a Certificate III in Assistant in Nursing Aged Care80. 

2.43 Ms Spangler was not required to hold a Certificate III when she commenced, but it was 

preferred81. Now there is no expectation to have a certificate III qualification at St Annes82 

2.44 Additional Training. Ms Spangler has also undertaken in-house training on a number of 

courses (42 courses) which she details at paragraph 8 of her statement.  These courses 

need to be completed each year with sessions ranging from 20 minutes to 30 minutes. Ms 

Spangler states that “We usually have two to four to do each month, and they prefer it if it's 

done at work”83 

 

(iv) Submissions as to Weight   

2.45 Without being disrespectful to the opinion held by Ms Spangler, the following aspects of her 

evidence should attract little (if any) weight: 

(a) Enterprise Agreement Negotiations. To the extent Ms Spangler’s evidence 

comments on her observation of the process for enterprise agreement negotiation. 

This evidence concerns a separate industrial process that does not assist the 

Commission with its assessment of work value84.   

79 Witness statement of Christine Spangler, dated 29 October 2021 at [7] 
80 Witness statement of Christine Spangler, dated 29 October 2021 at [8] 
81 Transcript, 6 May 2022 at PN8641 
82 Witness statement of Christine Spangler, dated 29 October 2021 at [30] 
83 Transcript, 6 May 2022 at PN8651 
84 Witness statement of Christine Spangler, dated 29 October 2021 at [42] - [43] 
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(b) Opinion. Ms Spangler opines that she does not think that her work is valued or that 

this a wage increase will attract more staff.  

(c) Staffing. Ms Spangler comments that “the lack of staff is a constant problem”85.  

We also address the issue of “staffing” in our submissions at Section 5. 

(d) COVID. As to the aspect of the evidence that addressed COVID-19, we repeat and 

rely upon our submission at Section 5.86 

 

(v)  The Nature of the Work Performed 

2.46 Ms Spangler describes her job as satisfying and difficult: 

While there are many parts of my job that I find satisfying, I also experience a lot of 

difficulties on a day-to-day basis87 

2.47 She makes the following observations: 

(a) “Residents are coming to us in a much more acute condition. Problematic 

behaviours such as violence and verbal abuse are a lot more common than when I 

first started.”88 

(b) Ms Spangler cares for a diverse range of residents, including First nations people.89 

(c) Resident acuity is higher, Ms Spangler states that as people are staying in home 

longer and access HCP, by the time they are admitted they have higher care needs. 

This has resulted in more calls for assistance, and higher expectations about the 

level of care.90 

(d) That there is not enough time for person centred care91  

 

(vi) Supervision 

2.48 Ms Spangler states that due to increasing demands, the staffing on night shift has changed: 

85 Witness statement of Christine Spangler, dated 29 October 2021 at [36] 
86 Witness statement of Christine Spangler, dated 29 October 2021 at [37] - [39] 
87 Witness statement of Christine Spangler, dated 29 October 2021 at [33] 
88 Witness statement of Christine Spangler, dated 29 October 2021 at [34] 
89 Witness statement of Christine Spangler, dated 29 October 2021 at [23] 
90 Witness statement of Christine Spangler, dated 29 October 2021 at [24] 
91 Witness statement of Christine Spangler, dated 29 October 2021 at [27] 
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Given the increasing demands on the RN and the other staff, this has changed for 

the time being at least. We now have two staff per wing plus the RN.92 

2.49 RN. Ms Spangler reports to the RN or EN. Examples of this include: 

(a) Medication. Ms Spangler will assist the RN to sign out Schedule 8 medications. Ms 

Spangler states that her role in this is to observe. This involves counting out the 

medications and going with the RN and observing the medication being given and 

signing the book93.  Apart from this Ms Spangler is not involved in medications94 

(b) Resident concerns. Ms Spangler will observe and report to the RN “if someone 

has had a fall or is very unwell, regular observations will be needed”95. 

(c) Wound Care.  Ms Spangler will attend to replacing a bandage which she considers 

is simple wound care. If it is complex, or a new wound, then the RN or EN deal with 

the wound. The RN or EN will advise Ms Spangler what needs to be done with a 

wound.96 

 

(vii) The Level of Responsibility or Skill Involved in doing the Work 

2.50 Ms Spangler describes the work she performs on shift as follows: 

(a) General care duties97: 

(i) answer call bells, take residents to the toilet,  

(ii) make sure all out-of-bed alarms are working and on, so if a resident’s feet 

touch the mat the alarm will go off; 

(iii) getting residents food or drinks such as sandwich or tea; 

(iv) assisting the RN with the Schedule 8 medication round (detailed above); 

(v) undertaking a round, this involves repositioning or check and change 

continence products, check blood glucose levels; 

(vi) attending to issues such as “colds or gastroenteritis, or a resident has a fall.” 

92 Witness statement of Christine Spangler, dated 29 October 2021 at [21] 
93 Transcript, 6 May 2022 at PN8667 - PN8672 
94 Witness statement of Christine Spangler, dated 29 October 2021 at [24] 
95 Witness statement of Christine Spangler, dated 29 October 2021 at [17] 
96 Witness statement of Christine Spangler, dated 29 October 2021 at [24] 
97 Witness statement of Christine Spangler, dated 29 October 2021 at [17] 
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(b) Personal care tasks. Ms Spangler describes the work she does as more “task-

orientated rather than resident-orientated”98, these include: 

(i) showering, washing and dressing the residents;  

(ii) ensuring they get to the dining room for tea - assist with feeding and drinks;  

(iii) making the beds; and 

(iv) providing simple pain management such as heat packs99; 

(c) Continence care. 

(d) Dementia care. 

(e) Social support. 

(f) Paperwork: Ms Spangler states that there is more paperwork than ever, however it 

is the RN and ENs “who have to do a lot of documentation like risk assessments, 

skin assessments and the documentation involved in admissions”100 

2.51 Ms Spangler describes the skills required for performing the work: 

The skills I have developed to deal with residents’ care needs include greater 

compassion, a greater empathy for families, and a better understanding of their 

expectations. I have also learned some better communication skills in dealing with 

residents’ families and the managers of the facility.101 

2.52 Ms Spangler states that there is a lot of responsibility: 

(a) “have a fair bit of responsibility on night shift because it is only me and my partner. 

If I need help, I will call the RN and ask her. But in some cases, like if I am caring 

for a resident who I have known for a long time, I will be able to pick up if something 

is not right with them. I try to build rapport with the residents over time by learning 

what they like and learning their idiosyncrasies. We really get to know the residents, 

they become like extended family. We know what they want and what they need. “ 

(b) In this respect she knows the residents likes and wants such as102: 

(i) “a certain resident I have likes a small blanket around her feet and another 

blanket on the top”; 

98 Witness statement of Christine Spangler, dated 29 October 2021 at [18] 
99 Witness statement of Christine Spangler, dated 29 October 2021 at [24] 
100 Witness statement of Christine Spangler, dated 29 October 2021 at [26] 
101 Witness statement of Christine Spangler, dated 29 October 2021 at [25] 
102 Witness statement of Christine Spangler, dated 29 October 2021 at [32] 
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(ii) Wanting a dimmer light on; 

(iii) Having curtains closed; and 

(iv) Having a door locked. 

 

(viii) Environment - Conditions under which Work is Done  

2.53 Ms Spangler details the facility as follows: 

11. It is a residential facility. At full capacity it has 121 residents.  

12. There are four wings (also called wards) over two floors. There are about 30 

residents in each wing. The upstairs wing has a hospice room for palliative care. 

Another wing has a respite room which allows community members who are carers 

to have aged or sometimes disabled residents stay with us for a period of time. The 

memory loss unit is on the bottom floor.  

13. In my wing there are 30 residents. It is at full capacity at the moment.103 

2.54 Risk Assessment: The RN or EN will undertake risk assessments, when questioned in 

cross examination Ms Spangler advised as follows: 

Well, it can be falls risk assessments and plus there's pain assessments.  You have 

to do a lot of paperwork just for a resident to get an S8 drug and if they are a high 

falls risk they have to – you have to have everything in place for that falls 

resident.  You know, you've got to make sure all the safety procedures are in 

place104 

 

  

103 Witness statement of Christine Spangler, dated 29 October 2021 at [11] - [13] 
104 Transcript, 6 May 2022 at PN8693 
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(d) Dianne Power -- AIN -- Regis 

 

(i)  Period of Service in Role 

2.55 10 years. Ms Power has worked for Regis as an AIN since 2012.105 

 

(ii)  Period of Service in Industry 

2.56 10 years. Ms Power has worked for Regis since 2012, this is the extent of her experience 

in the aged care industry.106 

 

(iii) Qualifications and Training  

2.57 Qualifications. Ms Power hold the following qualifications107: 

(a) a Certificate III in Aged Care; and  

(b) a Certificate IV in Ageing Support.  

2.58 Ms Power has also undertaken the following courses: 

(a) Dementia and Diabetes in the Elderly through the RTOs ‘Leading Nutrition’ and 

‘Dementia Australia’; and  

(b) in-house training at Regis to become ‘medication – competent’ (med-comp). 

2.59 Ms Power’s “med comp training” was achieved outside of her formal qualifications and the 

theory and practical component took “a day and a-half and then I had to do a week with the 

practical108”. During her practical Ms Power was observed and signed off by the RN and 

has to undertake a refresher each year109.  

2.60 Ms Power considers that the de-escalation strategies were mainly learnt on the job: 

I think I learnt a lot of it on the job and I think, you know, you learn what works with 

some residents and what doesn't work with some residents.  I've done a lot of 

courses on dementia because I find it fascinating and a lot of the things that you 

learn in those courses do tell – you know, do help you with the behaviours.110  

105 Witness statement of Dianne Power, dated 29 October 2021 at [9] 
106 Witness statement of Dianne Power, dated 29 October 2021 at [9] 
107 Witness statement of Dianne Power, dated 29 October 2021 at [11] 
108 Transcript dated 9 May 2022, at PN9418 
109 Transcript dated 9 May 2022, at PN9419 - 9421 
110 Transcript, dated 9 May 2022 at PN9507 
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However, that her qualifications, and the courses she has attended gave her the knowledge 

to better interact with residents with dementia and Alzheimer’s111.  

 

(iv) Submissions as to Weight   

2.61 Without being disrespectful to the opinion held by Ms Knight, the following aspects of her 

evidence should attract little (if any) weight: 

(a) Personal Circumstances. At paragraphs 3 to 8, Ms Power discusses her personal 

circumstances, which are not matters that are relevant to a work value 

consideration. 

(b) Opinion. At paragraphs 90 - 99, Ms Powers expresses her personal opinion on the 

perception of the aged care industry and the work. This is irrelevant to a work value 

matter.  

(c) Enterprise Agreement Negotiations. Her observation of the process for enterprise 

agreement negotiation. This evidence concerns a separate industrial process that 

does not assist the Commission with its assessment of work value112.   

(d) COVID. As to the aspect of the evidence that addressed COVID-19, we repeat and 

rely upon our submission at Section 5. 

 

(v)  The Nature of the Work Performed 

2.62 Ms Power describes the role of an AIN to be “the eyes and ears on the floor”113 for the RN.  

2.63 Ms Power states that most residents, even those outside of the dementia wing, have “some 

difficulties with cognitive function.”114 In this respect: 

Generally, residents are coming in now with higher and more complex needs. They 

need more attention and are usually more incapacitated to the point they need more 

assistance more often. Behaviours are more complex and require monitoring for 

falls, wandering, self-harm, violence to staff or to other residents.115 

111 Transcript, dated 9 May 2022 at PN9511 - PN9513 
112 Witness statement of Dianne Power, dated 29 October 2021 at [100] - [103] 
113 Witness statement of Dianne Power, dated 29 October 2021 at [33] 
114 Witness statement of Dianne Power, dated 29 October 2021 at [13] 
115 Witness statement of Dianne Power, dated 29 October 2021 at [40] 
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2.64 She states that the work is very physically demanding as residents’ care needs have come 

more complex116. 

2.65 Ms Powers deals with a diverse resident population: 

Responding to diverse residents and their different cultural, emotional, and social 

needs is definitely a part of my job. We have Aboriginal residents, residents who are 

old diggers, residents who can’t speak English. Lots of residents who have English 

as their second language go back to their first language if they have dementia. I 

need to be aware of different cultures and customs and ways of treating family   

Ms Powers has undertaken a “lot of in house training to learn about this” 117        

 

(vi) Supervision 

2.66 Ms Powers reports to a RN and will go see/call the RN if there are any issues or incidents, 

or concerns118.  

(a) Ms Powers states as follows: 

Working at Regis Whitfield the RN is in charge of the shift. All AINs are all 

answerable to the RN on shift. The RN has overall responsibility and she or he can 

change where I work and who I work with. The RN will make clinical decision for 

residents based on information given to her by people like me. If a resident has a 

fall, if a resident needs a dressing changed, if there are changes to residents, the 

RN will oversee this. 

(b) During cross-examination, Ms Power advised that the protocol for when a resident 

has a fall is to call the RN who then “comes in and assesses and I tell her what's 

happened, you know, or my observations and then she'll make her observations and 

maybe call an ambulance or do whatever she needs to do.”119 

(c) If the medication doesn’t look right, she will contact the RN who determines whether 

to proceed or not120. If a resident does not take their medication, then the RN “would 

be well and truly involved by then.”121 

116 Witness statement of Dianne Power, dated 29 October 2021 at [40] - [41] 
117 Witness statement of Dianne Power, dated 29 October 2021 at [63] 
118 Witness statement of Dianne Power, dated 29 October 2021 at [29] and [76] 
119 Transcript, dated 9 May 2022 at PN9439 
120 Transcript, dated 9 May 2022 at PN9467 - PN9468 
121 Transcript, dated 9 May 2022 at PN9474 
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(d) If when changing the catheter bag Ms Power notices something different such as “if 

there's any blood in it or any discharge,122” she will communicate this to the RN. 

(e) The RN will be developing and reviewing the care plan and Ms Power will provide 

observations to the RN if she thinks a change is required.123 

2.67 During the overnight shift, it will be an RN or an EN124, if the RN is not physically at the 

facility she is on call and is still “in charge”.       

 

(vii) The Level of Responsibility or Skill Involved in doing the Work 

2.68 The work performed by Ms Power involves the following: 

(a) Medication.   

(i) Handing out medication, that comes in pre-packaged packs, rolls of 

medication or pouches in accordance with the medication book which is 

overseen by the RN125. Ms Power describes this as:  

They're not actually blister packs, they're little packets that are on a 

roll that the chemist brings in.  They're not actually - like, you don't 

get multiple days on one blister pack.  You've only got - that particular 

packet has got that amount, you know, like, it might be 8 o'clock 

Monday, Fred Bloggs126; 

(ii) Ms Power ensures that the medication is in the right consistency, such as if 

the resident takes it with food or a drink in accordance with the medication 

book127; 

(iii) Observing the medication being taken128; 

(iv) Signing off that it has been taken. 129 

(b) Assisting with showering and toileting residents and doing things like teeth cleaning, 

putting in eye, nose and ear drops and using nebulisers and catheters130; 

122 Transcript, dated 9 May 2022 at PN9480 
123 Transcript, dated 9 May 2022 at PN9487 
124 Witness statement of Dianne Power, dated 29 October 2021 at [18] 
125 Witness statement of Dianne Power, dated 29 October 2021 at [23] 
126 Transcript, dated 9 May 2022 at PN9458 
127 Witness statement of Dianne Power, dated 29 October 2021 at [24]; Transcript, dated 9 May 2022 at PN9470 
128 Transcript, dated 9 May 2022 at PN9471 
129 Transcript, dated 9 May 2022 at PN9472 
130 Witness statement of Dianne Power, dated 29 October 2021 at [25] 
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(c) Assisting with everyday movement131; 

(d) Filling out paperwork related to providing medication, eye drops, ear drops, puffers 

and nebulizers132; 

(e) Moving residents to the dining room and assisting with feeding133; 

(f) Application of creams in accordance with the medication book134; 

(g) Doing skin checks135; 

(h) Documenting/charting bowel and complex pain management charting and 

behaviour charting, restraint charting, mental health monitoring, repositioning 

charts, food and fluid charting, weight charting and suicide watch136; 

(i) Cleaning and tidying resident rooms;137 

(j) Dealing with difficult behaviours;  

(k) ACFI 

(i) Ms Powers notes the type of documentation she is required to fill out for 

ACFI: 

I am required to document Aged Care Funding Instrument (ACFI) 

data (bowels, urinary, verbal, and physical behaviours including 

examples, everything in care plan and/or progress notes), as well as 

bowel and complex pain management charting and behaviour 

charting, restraint charting, mental health monitoring and 

repositioning charts, food and fluid charting, weight charting and 

suicide watch138 

(ii) Ms Powers states that would take “depending on, you know, if the person's 

got a lot of behaviours and they've had problems with their bowels or 

whatever, you know, that will take longer, but it'd probably take 20 minutes 

to do your ACFI”.139 

131 Witness statement of Dianne Power, dated 29 October 2021 at [25] 
132 Witness statement of Dianne Power, dated 29 October 2021 at [25] 
133 Witness statement of Dianne Power, dated 29 October 2021 at [22] 
134 Witness statement of Dianne Power, dated 29 October 2021 at [26] 
135 Witness statement of Dianne Power, dated 29 October 2021 at [34] 
136 Witness statement of Dianne Power, dated 29 October 2021 at [59] 
137 Witness statement of Dianne Power, dated 29 October 2021 at [64] 
138 Witness statement of Dianne Power, dated 29 October 2021 at [59] 
139 Transcript, dated 9 May 2022 at PN9537 
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2.69 The care needs for residents are set out in the care plan, which is developed by the RN. 

The care plan details: 

“Care plans are the main way that RNs oversee the care of residents. Care plans 

are the rules that have to be follow for each resident. A resident’s care plan will have 

all cares, handling, dietary needs and mobility issues for a resident. For example, 

with mobility, a care plan will set out whether the resident is able to mobilise, whether 

they need to be lifted with a hoist or in another way, whether they can stand, can be 

pivot turned and other issues such as what slide sheets need to be used for them.  

Care plans are created by RNs and the Care Manager who is qualified as an RN 

and who works office hours, Monday to Friday. Care plans are based on input and 

assessments by dietitians, physiotherapists, lifestyle staff and RNs. These 

assessments are done on admissions in consultation with resident and their 

families.”140 

 

(viii) Environment - Conditions under which Work is Done  

2.70 Ms Power describes the facility as follows: 

Regis Whitfield is in a two-storey building and has seven residential wings, plus the 

‘Silkwood’ dementia unit with about 18 residents, plus the upmarket ‘Endeavour’ 

wing. There are approximately 125 residents in the whole facility.141 

2.71 Ms Powers describes the environment in which she works as having occupational violence 

and hazards142. Ms Powers describes the procedure she is to follow if she feels unsafe in a 

situation: 

Yes, call the registered nurse and make sure, you know, usually, you know, your 

other fellow workmates will come and give you a bit of a hand.  There's an 

emergency button that you press and a staff assist button.  So you press that staff 

assist button to get assistance as fast as you can.143 

 

  

140 Witness statement of Dianne Power, dated 29 October 2021 at [30] 
141 Witness statement of Dianne Power, dated 29 October 2021 at [12] 
142 Witness statement of Dianne Power, dated 29 October 2021 at [80] 
143 Transcript, dated 9 May 2022 at PN9555 
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(e) Linda Hardman -- AIN -- Estia Health 

 

(i)  Period of Service in Role 

2.72 20 years. Ms Hardman has worked at the same facility for 20 years as an AIN.144 

 

(ii)  Period of Service in Industry 

2.73 20 years Ms Hardman has worked at the same facility for 20 years and that is the extent of 

her aged care industry service.145 

 

(iii) Qualifications and Training  

2.74 Qualifications. Ms Hardman, has the following qualifications: 

(a) a Certificate III in Aged Care, which she got in around 2001 through TAFE;  

(b) a Certificate IV in Aged Care which she got in about 2007 through work; and 

(c) a Certificate IV in Mental Health, which she got in around 2018 via Vision 

Australia.146 

2.75 Ms Hardman was not required to attain either of her Certificate III or Certificate IV 

qualifications. In terms on the Certificate IV in aged care, Ms Hardman was motivated to 

become more competent147 as she felt the aged care system was changing.148 

 

(iv) Submissions as to Weight   

2.76 Without being disrespectful to the opinion held by Ms Hardman, the following aspects of her 

evidence should attract little (if any) weight: 

(a) Opinion. At paragraphs 57 - 79, Ms Hardman expresses her personal opinion on 

the perception of the aged care industry and the work.  

(b) Enterprise Agreement Negotiations. Her comments on her observation of the 

process for enterprise agreement negotiation. This evidence concerns a separate 

144 Witness statement of Linda Hardman, dated 29 October 2021 at [7] - [8]. 
145 Witness statement of Linda Hardman, dated 29 October 2021 at [7] - [8]. 
146 Witness statement of Linda Hardman, dated 29 October 2021 at [11] 
147 Transcript, dated 9 May 2022 at PN9802 
148 Witness statement of Linda Hardman, dated 29 October 2021 at [14]. 
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industrial process that does not assist the Commission with its assessment of work 

value149.   

(c) COVID. As to the aspect of the evidence that addressed COVID-19, we repeat and 

rely upon our submission at Section 5. 

 

(v)  The Nature of the Work Performed 

2.77 Ms Hardman states:  

Every day is different working in aged care. The tasks I perform most often are 

showering, bathing, toileting, taking residents to activities, attending to pressure 

area care, responding to resident’s needs. A big part of my shift is answering the 

resident’s call buzzers. During the current COVID pandemic lockdown, the nurses 

and other staff are often the only social contact that residents can have which has 

added an extra responsibility to an already large task list. that the every day is 

different working in aged care and the work is challenging150 

 

(vi) Supervision 

2.78 The work of Ms Hardman is overseen by a RN or, if the RN is not on duty then an EN151 

2.79 Ms Hardman is provided with a ‘shower sheet’ which “describes to you the amount of 

residents that you're going to be taking care of that day, and whether they're a hoist lifter, 

whether they're showered every day or every second day, and things like that.”152 This 

means that she does not know which residents she will be looking after until she starts her 

shift. 

2.80 Ms Hardman will seek the RN when: 

(a) She notices a tear or bruise in the skin and the RN would make the decision as to 

what should happen next;153  

(b) If there is a wound, this will be treated by the RN or EN;154 

149 Witness statement of Linda Hardman, dated 29 October 2021 at [80] - [83] 
150 Witness statement of Linda Hardman, dated 29 October 2021 at [18] - [19] 
151 Witness statement of Linda Hardman, dated 29 October 2021 at [17] and PN 9816 
152 Transcript dated 9 May 2022 PN 9811 
153 Transcript dated 9 May 2022 PN 9822 - PN 9824 
154 Transcript dated 9 May 2022 PN 9825 - 9827 

4710



(c) If the resident is exhibiting different behaviour such as being less talkative or 

sleeping more, Ms Hardman will notify the RN;155 

(d) If a resident’s family member has questions beyond “general chit chat” then Ms 

Hardman will refer this to the RN “because otherwise, you know, you're getting 

yourself into hot water.”156 

(e) When there is a fall as “You can't touch that person until the RN has checked them 

over.”157  The RN will advise whether they can be moved158.  

 

(vii) The Level of Responsibility or Skill Involved in doing the Work 

2.81 Ms Hardman describes the role of an AIN at Hestia as follows: 

(a) personal hygiene of residents, including showering, applying deodorant, etc.;  

(b) toileting residents, which includes taking them to the toilet or panning them, and 

changing pads;  

(c) transferring residents to chairs, wheelchairs, toilets, etc., which often requires two 

or sometimes even three AINs (for heavier residents);  

(d) helping residents get to activities (including meals) on time;  

(e) providing emotional support to residents. My own view is that part of an AIN’s 

responsibility is to advocate for residents to make sure that they are looked after;  

(f) paperwork (which I will describe in detail below)159 

2.82 Paperwork. 

(a) Documentation is now computer based. However Ms Hardman will sometimes write 

these down or use her recall memory: 

Sometimes.  It depends.  If we get a chance we'll try and scribble on a bit of 

paper during the day, but mostly it's in your head.160 

(b) Ms Hardman will record “bowels, pressure area care, if they're on a food and fluid 

chart”.161 

155 Transcript dated 9 May 2022 PN 9830 - PN 9831 
156 Transcript dated 9 May 2022 PN 9830 - PN 9837 
157 Transcript dated 9 May 2022 PN 9871 
158 Transcript dated 9 May 2022 PN 9872 
159 Witness statement of Linda Hardman, dated 29 October 2021 at [20] 
160 Transcript, dated 9 May 2022 at PN9841 
161 Transcript, dated 9 May 2022 at PN9844 
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(c) Ms Hardman will also document when she has checked skin integrity and will notify 

the RN, if she has “found anything unusual while we've been showering or sponging 

the resident”.162 

(d) Ms Hardman estimates that “it could take at least half an hour” depending on the 

number of interruptions to complete the necessary paperwork. 163 

2.83 In order to perform the work, Ms Hardman states the following skills are needed: 

(a) Observational skills to notice skin tears, bruises and changes in the resident164; 

(b) Being able to recognise problematic behaviours and report these to the RN; 

(c) Being able to maintain relationships with residents and families as the “face” of the 

Company and undertake general chit chat165; 

(d) Being adaptable166. 

2.84 AINs at Ms Hardman’s facility do not assist in medications or wound dressing167 

 

(viii) Environment - Conditions under which Work is Done  

2.85 Ms Hardman describes the facility as follows: 

I work in a residential facility. The facility is licenced for 120 residents but there are 

currently 80 beds occupied.  

The facility is divided into four areas, and the rooms have a capacity of up to four 

residents. I am often responsible for up to eight residents on each shift. The nursing 

home residents have quite a number of residents who have dementia and 

associated behavioural problems. 168 

2.86 Ms Hardman states that “So, much more than used to be the case, carers are faced with 

aggressive or violent residents. It is not unusual for residents to try to hit you.”169 Ms 

Hardman states that she learnt strategies to de-escalate these situations from a 

combination of the “the cert 3, cert 4 and also the cert 4 in mental health.”170 

162 Transcript, dated 9 May 2022 at PN9852 
163 Transcript, dated 9 May 2022 at PN9848 
164 Transcript, dated 9 May 2022 at PN9821 - PN9822 
165 Transcript, dated 9 May 2022 at PN9835 - 9837 
166 Witness statement of Linda Hardman, dated 29 October 2021 at [22] - [23] 
167 Witness statement of Linda Hardman, dated 29 October 2021 at [62] 
168 Witness statement of Linda Hardman, dated 29 October 2021 at [15] - [16] 
169 Witness statement of Linda Hardman, dated 29 October 2021 at [77] 
170 Transcript dated 9 May 2022 at PN9861 
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2.87  If Ms Hardman is dealing with an unsafe environment, she will use the assist button to ask 

her extra help.171  

  

171 Transcript dated 9 May 2022 at PN9867 
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(f) Sheree Clarke -- AIN -- Opal Health Care  

 

(i)  Period of Service in Role 

2.88 7 years. Ms Clarke has worked for Opal Healthcare as an AIN, lifestyle worker and 

physiotherapy aide since 2015172. 

 

(ii)  Period of Service in Industry 

2.89 32 years. Ms Clarke has worked in aged care since 1998 in various roles, including as an 

AIN, and Community Support Worker173. 

 

(iii) Qualifications and Training  

2.90 Qualifications. Ms Clarke holds the following qualifications: 

(a) A Certificate III in Community Services (Community and Aged Care); 

(b) A Diploma of Community Welfare Work; and 

(c) A Certificate I in Mental health First Aid. 

2.91 In addition to the above, Ms Clarke has completed a number of in-house training courses 

which she details in her statement174. 

 

(iv) Submissions as to Weight   

2.92 Without being disrespectful to the opinion held by Ms Clarke, the following aspects of her 

evidence should attract little (if any) weight: 

(a) Personal Circumstances. From paragraph 8 to 16 Ms Clarke details her personal 

circumstances in relation to her work roster and ability to afford a house.  

(b) Opinion. From paragraph 83 to 85, Ms Clarke expresses her perception of working 

in aged care.  

(c) COVID. As to the aspect of the evidence that addressed COVID-19, we repeat and 

rely upon our submission at Section 5. 

 

172 Witness statement of Sherree Clarke, dated 29 October 2021 at [5] 
173 Witness statement of Sherree Clarke, dated 29 October 2021 at [7] 
174 Witness statement of Sherree Clarke, dated 29 October 2021 at [18] 
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(v)  The Nature of the Work Performed 

2.93 Ms Clarke describes the work as being physically demanding175 and mentally exhausting176. 

She also primarily works in the memory support unit which is “a secure unit with the majority 

of the residents suffering with dementia or living with dementia.”177 

2.94 Ms Clarke advised in cross-examination that the RN gives an update at the start of the shift: 

Yes, so the RN would run us through what's – update us with the most critical things 

with the residents and anything major that needs to occur, whether we've got family 

visiting or doctors visiting and things like that, and anything we need to know that 

day or any changes since we last did a shift.178 

 

(vi) Supervision 

2.95 The work of Ms Hardman is overseen by a RN or, if the RN is not on duty, then an EN179. 

2.96 Ms Clarke reports to the RN whilst on shift, examples of this include: 

(a) If there is a resident that is struggling, such as having issues breathing or a resident 

taking a fall, Ms Clarke may undertake basic first aid whilst waiting for the RN to 

come180; 

(b) If Ms Clarke notices a skin tear whilst showering, then she will report this to the 

RN181; 

(c) Ms Clarke will report to the RN if she notices bruising182; 

(d) If there is a change in condition such as a resident being less verbal or experiencing 

facial muscle drooping183; 

(e) If the catheter bag is cloudy or has blood in it184; 

(f) If a resident has fallen, she will call for the RN but also make sure the “scene is quite 

safe”. It is then the RN’s decision as to whether the resident can be moved;185 

175 Witness statement of Sherree Clarke, dated 29 October 2021 at [72] 
176 Witness statement of Sherree Clarke, dated 29 October 2021 at [75] 
177 Transcript, dated 9 May 2022 at PN9925 
178 Transcript, dated 9 May 2022 at PN9928 
179 Witness statement of Linda Hardman, dated 29 October 2021 at [17] and Transcript, dated 9 May 2022 at  PN 9816 
180 Transcript, dated 9 May 2022 at PN9934, PN9948 
181 Transcript, dated 9 May 2022 at PN9954 
182 Transcript, dated 9 May 2022 at PN9967 
183 Transcript, dated 9 May 2022 at PN9971 
184 Transcript, dated 9 May 2022 at PN9979 
185 Transcript, dated 9 May 2022 at PN9949 
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(g) If the blood pressure is not ‘green’ or within the normal range in their care plan186; 

and 

(h) Discussing changes to the care plan. 

2.97 Ms Clarke stated that her role is to keep abreast of what is happening and provide 

information to the RN as the RN has the clinical skills to lead Ms Clarke.187 

 

(vii) The Level of Responsibility or Skill Involved in doing the Work 

2.98 Ms Hardman describes the role of an AIN at Hestia as follows: 

(a) personal hygiene of residents, including showering, applying deodorant, etc.;  

(b) toileting residents, which includes taking them to the toilet or panning them, and 

changing pads;  

(c) transferring residents to chairs, wheelchairs, toilets, etc., which often requires two 

or sometimes even three AINs (for heavier residents);  

(d) helping residents get to activities (including meals) on time;  

(e) providing emotional support to residents. My own view is that part of an AIN’s 

responsibility is to advocate for residents to make sure that they are looked after;  

(f) paperwork (which I will describe in detail below)188 

2.99 In order to perform the work, Ms Hardman states the following skills are needed: 

(a) Observational skills to notice skin tears, bruises and changes in the resident189; 

(b) Being able to recognise problematic behaviours to report these to the RN; 

(c) Being able to maintain relationships with residents and families as the “face” of the 

Company and undertake general chit chat190; 

(d) Being adaptable191 

2.100 AINs at Ms Hardman’s facility do not assist in medications or wound dressing, however, 

may assist a RN such as by lifting the leg to allow the RN to treat a wound or very basic 

dressings192. Ms Clarke states”  

186 Transcript, dated 9 May 2022 at PN10018 
187 Witness statement of Sheree Clarke, dated 29 October 2021 at [48] 
188 Witness statement of Linda Hardman, dated 29 October 2021 at [20] 
189 Transcript, dated 9 May 2022 at PN9821 - PN9822 
190 Transcript, dated 9 May 2022 at PN9835 - 9837 
191 Witness statement of Linda Hardman, dated 29 October 2021 at [22] - [23] 
192 Witness statement of Linda Hardman, dated 29 October 2021 at [62] 
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“Within my current facility the RN would change it unless we're really - we've got a 

lot of critical incidents going on.  Other nursing homes it is the role of the AIN that 

I've done, because I've worked in quite a few facilities, and there's some where we 

do do wound care.”193 

2.101 Progress notes. Ms Clarke will record her observations in progress notes.194  

 

(viii) Environment - Conditions under which Work is Done  

2.102 Ms Clarke describes her work as ‘dirty work’ involving “clean up urine, faeces, vomit and 

blood off floor, toilets walls, beds, residents and gardens”195. 

2.103 The conditions in which the work is performed in can be at the whims of the resident, for 

example, if a resident doesn’t want to open a window or wants their room cooled to 16 

degrees, then Ms Clarke is to work in these conditions.196   

2.104 In unsafe situations, Ms Clarke acknowledged during cross-examination that there is a 

standing rule that Ms Clarke is to remove herself from the location197. 

2.105 Ms Clarke details the facility as follows: 

“I generally work in the Memory Support (Dementia) Unit (MSU) of Morayfield 

Grove. All of the 20 residents in my unit suffer from dementia.  

As discussed further below, I have also worked on other shifts and in other units of 

Morayfield Grove.  

At Morayfield Grove, there are 45 residents in the low-care unit, 33 in the high-care 

unit, and 20 residents in the MSU Unit.”198 

 

2.106 Care plan. Ms Clarke states that: 

In every resident’s bathroom is a copy of a manual handling chart and a Summary 

Care Plan for the resident. The Care Plan is updated and changed by RNs at 

Morayfield Grove. The Summary care plan includes information such as a summary 

of the resident’s diagnosis, alerts, diet and nutrition, mobility and issues related with 

personal hygiene.199  

193 Transcript, dated 9 May 2022 at PN9964 
194 Transcript, dated 9 May 2022 at PN9954 
195 Witness statement of Sherree Clarke, dated 29 October 2021 at [70] 
196 Witness statement of Sherree Clarke, dated 29 October 2021 at [71] 
197 Transcript, dated 9 May 2022  PN10047 
198 Witness statement of Sherree Clarke, dated 29 October 2021 at [22] - [24] 
199 Witness statement of Sherree Clarke, dated 29 October 2021 at [51] 
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(g) Paul Jones -- Care Services Employee -- United Protestant Association 

 (i)  Period of Service in Role 

2.107 6 years. Mr Jones has worked for United Protestant Association (UPA) as a Care Services 

Employee since January 2016200. 

 

(ii)  Period of Service in Industry 

2.108 6 years. Mr Jones has worked for United Protestant Association (UPA) since January 2016 

and this is the only experience that Mr Jones has in the aged care industry. Prior to this, Mr 

Jones was a truck driver201. 

 

(iii) Qualifications and Training  

2.109 Certificate III. Mr Jones holds a Certificate III in Aged Care and Disability Care202. Mr Jones 

was required to have this qualification: 

I was, but I had done that course before I applied to work for UPA.  I did the course 

and then went looking for a job in aged care.203 

2.110 Through his qualification, Mr Jones was taught: 

(a) About dysphagia204; 

(b) How to communicate with family members205 

2.111 Mr Jones has also undertaken: 

(a) an online course in medication administration and completed an assessment by a 

RN206; and 

(b) An online course to administer insulin injections 

 

(iv) Submissions as to Weight   

2.112 Without being disrespectful to the opinion held by Mr Jones, the following aspects of his 

evidence should attract little (if any) weight: 

200 Witness statement of Paul Jones, dated 1 April 2021 at [10] 
201 Witness statement of Paul Jones, dated 1 April 2021 at [10] 
202 Witness statement of Paul Jones, dated 1 April 2021 at [9] 
203 Transcript dated 26 April 2022 at PN1265 
204 Transcript dated 26 April 2022 at PN1360 
205 Transcript dated 26 April 2022 at PN1366 
206 Witness statement of Paul Jones, dated 1 April 2021 at [19] 
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(a) Financial circumstances. Mr Jones expresses concern with affordability based on 

his current hourly base rate of pay under his enterprise agreement at 52 to 53 of his 

first statement.   

(b) COVID-19. To the extent Mr Jones’ evidence addresses the pandemic, we rely upon 

the submissions at Section 5.207 

 

(v)  The Nature of the Work Performed 

2.113 Mr Jones describes the work as a Care Services Employee as follows: 

As a Care Services Employee, I am employed to assist residents with all aspects of 

personal care, including assisting with hygiene, showering, toileting, mobility support 

and administering medications208 

 

(vi) Supervision 

2.114 Mr Jones states that he isn’t “really supervised” as there are team leaders who work on 

shift, but “they really just coordinate who is doing what. They aren’t able to really oversee 

the work we perform”209.  

2.115  Mr Jones states that there is no RN on night duty, however, “If we have an emergency, 

where we require an RN’s assistance, we need to call them and ask them to come onto the 

site.”210 

2.116 During cross-examination, Mr Jones stated that he reports into a care manager who is, 

generally, a RN211. 

2.117 Further, in cross-examination Mr Jones stated that the RN and the Care Manager will review 

his progress notes, which is a form of supervision212.  

 

(vii) The Level of Responsibility or Skill Involved in doing the Work 

2.118 Mr Jones describes the work he performs as follows: 

207 Witness statement of Paul Jones, dated 1 April 2021 at [50] - [51] and Witness Statement of Paul Jones, dated 20 

April 2022 at [3] - [15].  
208 Witness statement of Paul Jones, dated 1 April 2021 at [5] 
209 Witness statement of Paul Jones, dated 1 April 2021 at [49] 
210 Witness statement of Paul Jones, dated 1 April 2021 at [29] 
211 Transcript dated 26 April 2022 at PN1261  
212 Transcript dated 26 April 2022 at PN1287 
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(a) Care Plans. 

(i) He helps the RN (who puts together the care plan213) with the development 

of a resident’s care plan by “monitoring and documenting their toileting, 

mobility capabilities, medications they require and their behavioural issues 

and dietary needs”214. 

(ii) After the care plan is developed, Mr Jones monitors the resident and the 

care plan to ensure that the care plan is up to date based on the residents 

needs215; 

(iii) Mr Jones states that: “The only way I am able to assess whether a care plan 

is up to date, or accurately reflects a resident's health care needs, is by 

carefully observing a resident’s behaviour, what triggers their behaviour and 

any changes that may arise over time.”216 

(b) Documentation. Mr Jones can check the care plan on WeCare and to document 

care given to the resident. Mr Jones also makes progress notes on changes in 

residents217.  

(c) Medication.  

(i) Mr Jones undertakes a medication round, noting the principles of right dose, 

right person and right time and administer these in accordance with the 

resident’s care plan and the webster-pak218; 

(ii) During cross examination, Mr Jones described the process as follows: 

“the person doing the medication round, in my case myself, has a set 

of keys which includes a key to the medication cupboard.  It doesn't 

include a key to the safe in which the S8s are stored but yes, I'm 

responsible to get the Webster-paks from the medication cupboard, 

put them on the trolley and go and commence the medication 

round.219  

213 Witness statement of Paul Jones, dated 1 April 2021 at [13] 
214 Witness statement of Paul Jones, dated 1 April 2021 at [12] 
215 Witness statement of Paul Jones, dated 1 April 2021 at [13] 
216 Witness statement of Paul Jones, dated 1 April 2021 at [16] 
217 Transcript dated 26 April 2022 at PN1285 
218 Witness statement of Paul Jones, dated 1 April 2021 at [17] - [30], Witness statement of Paul Jones, dated 20 April 

2022 at [17]  
219 Transcript dated 26 April 2022 at PN1308 
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We have a triple check regime.  We check the chart, what - the 

names of the medications in the Webster-pak, printed on the 

Webster-pak itself. 

Yes?---Where we check that against what's on the chart, and then 

we have an electronic sign-off system called MedSig, computer 

program, and that also lists what medications a resident would have 

in a particular round.  We can't just rely on that though because that 

would be the last thing to be updated.  If there are any changes, the 

first place the change is going to appear is on the chart when the 

doctor makes a change.  So the chart is the Bible basically.”220 

(iii) The webster-pak provides information to Mr Jones on how the medication is 

to be administered221: 

“We crush medications, we put them either in a fruit puree or custard, 

just some medium that is easy for them to swallow.  If they have 

pureed food as part of their meal, which most residents who have 

crushed medications do, we might just put it in a little bit of their 

meal.”222 

(iv) Mr Clarke then records this in the MedSig program223.  

(v) Mr Clarke will need to seek approval from the RN to give PRN medication224. 

(vi) Mr Clarke will also administer insulin from a “dosage aid”.225However, this 

work will be done by a RN if they are on shift.226 

(d) Assisting residents with their dinner - the level of assistance will depend on each 

resident and what is set out in the care plan227 Mr Jones states that he did not need 

to learn how to feed residents as “I didn't have to learn to put food on a spoon.  Me 

mother taught me about 50 years ago, 54 years ago”228; 

220 Transcript dated 26 April 2022 at PN1319 - PN1320 
221 Transcript dated 26 April 2022 at PN1331 
222 Transcript dated 26 April 2022 at PN1332 
223 Transcript dated 26 April 2022 at PN1334 
224 Transcript dated 26 April 2022 at PN1347 
225 Transcript dated 26 April 2022 at PN1351 
226 Witness statement of Paul Jones, dated 1 April 2021 at  [28] 
227 Witness statement of Paul Jones, dated 1 April 2021 at  [31] - [34] 
228 Transcript dated 26 April 2022 at PN1358 
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(e) Assisting residents with going to bed, including undertaking their night time routine 

in accordance with their care plan. Mr Jones will generally use a lifter or sling to 

move the resident into the bed229; 

(f) Monitoring the resident to notice if there is changing care needs or a decline and 

documenting these in LEECare. Mr Jones explains that this involves: This requires 

me to be aware of the subtle and often unnoticed signs of deterioration in 

somebody’s health”230;  

(g) Communicating with residents231; and 

(h) Communicating with the family members of residents, discussing how the resident 

is going (are they eating and sleeping well).232  

 

(viii) Environment - Conditions under which Work is Done  

2.119 Mr Jones works in a relatively small facility, which can assist up to 30 residents. The facility 

provides residential care, respite care, palliative care and has a dementia wing233. 

  

229 Witness statement of Paul Jones, dated 1 April 2021 at [35] - [39] 
230 Witness statement of Paul Jones, dated 1 April 2021 at [40] - [42] 
231 Witness statement of Paul Jones, dated 1 April 2021 at [43] - [47] 
232 Witness statement of Paul Jones, dated 20 April 2022 at [23] - [26] 
233 Witness statement of Paul Jones, dated 1 April 2021 at [11] 
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(g) Virginia Ellis -- Homemaker --  Uniting Aged Care 

 

(i)  Period of Service in Role 

2.120 13 years. Ms Ellis has worked for Uniting Aged Care (Uniting) since 2009 as a Care 

Services Employee234. 

2.121 On an ad-hoc basis Ms Ellis would act as the team leader235, however, she no longer 

performs this role236. 

2.122 In or around 2018, Ms Ellis commenced as a homemaker   

 

(ii)  Period of Service in Industry 

2.123 16 years. Ms Ellis has worked in the aged care industry for approximately 16 years.237 

 

(iii) Qualifications and Training  

2.124 Qualifications. Ms Ellis holds the following qualifications: 

(a) Certificate III in Aged Care238; 

(b) Certificate III in Commercial Cookery239 

(c) Certificate IV in Aged Care240; 

(d) Certificate IV in Lifestyle and Leisure241; 

2.125 At the time of commencement Ms Ellis was not required to have a Certificate III, however, 

attained it as it “was something that I wanted to do”242. Ms Ellis states that she attained her 

other certificates as she wanted “to upgrade my skills and that”.243 

2.126 Ms Ellis also notes that she has undertaken additional courses including art treatment for 

dementia sufferers244. 

234 Witness statement of Virginia Ellis, dated 23 March 2021 at [8] 
235 Witness statement of Virginia Ellis, dated 23 March 2021 at [10] 
236 Witness statement of Virginia Ellis, dated 23 March 2021 at [13] 
237 Witness statement of Virginia Ellis, dated 23 March 2021 at [5] 
238 Witness statement of Virginia Ellis, dated 23 March 2021 at [25] 
239 Witness statement of Virginia Ellis, dated 23 March 2021 at 
240 Witness statement of Virginia Ellis, dated 23 March 2021 at [26] 
241 Witness statement of Virginia Ellis, dated 23 March 2021 at [27] 
242 Transcript, dated 26 April 2022 at PN 1434 - PN1433 
243 Transcript, dated 26 April 2022 at PN 1435 
244 Witness statement of Virginia Ellis, dated 23 March 2021 at [230] 
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2.127 Ms Ellis states that she was not required to have her Certificate III in Commercial Cookery 

or either of her Certificate IV qualifications for her roles245. 

2.128 Ms Ellis did not recall if she was taught any dementia specific skills, or skin checking through 

her formal qualifications.246   

 

(iv) Submissions as to Weight   

2.129 Without being disrespectful to the opinion held by Ms Ellis, the following aspects of her 

evidence should attract little (if any) weight: 

(a) Personal Opinion  

(i) At paragraphs 23 to 24 of her Statement, Ms Ellis expresses why she enjoys 

working in aged care. 

(ii) Throughout her statements, Ms Ellis expresses frustrations regarding her 

employer’s operations.  

(b) Reply evidence. In her second statement, Ms Ellis gives evidence in response to 

the Statements of Ms Brown, Mr Smith, Mr Brockhaus, Ms Bradshaw and Mr Sewell. 

These comments should be given, little, if any weight as she has worked for Warrigal 

(or Buckland since 2009) and cannot speak of her personal experience to these 

matters247.   

(c) COVID-19. To the extent Ms Ellis’ evidence addresses the pandemic, we rely upon 

the submissions at Section 5.248   

2.130 During cross-examination Ms Ellis gave contradictory evidence regarding a number of 

matters including: 

(a) Handing out her personal number to family members; 

(b) Administering Schedule 8 medications without a RN249; 

(c) Undertaking cleaning duties (when there is a cleaner)250; 

 

245 Transcript, dated 26 April 2022 at PN 1448 - PN1464 
246 Transcript, dated 26 April 2022 at PN 1434 - PN1437 
247 Witness statement of Virginia Ellis, dated 20 April 2022 at [56] - [79] 
248 Witness statement of Virginia Ellis, dated 23 March 2021 at [221] - [234];  Witness statement of Virginia Ellis, dated 

20 April 2022 at [4] - [37] 
249 Witness statement of Virginia Ellis, dated 23 March 2021 at [43] 
250 Witness statement of Virginia Ellis, dated 23 March 2021 at [113] 
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(v)  The Nature of the Work Performed 

2.131 Ms Ellis describes the facility and residents: 

you know, like back in the day, it was meant to be a low care hostel.  Now it is a 

high care nursing home really.  We have people with dementia, we have bed-bound 

people, we have a lot of by twos.  We have just everything.251 

2.132 Ms Ellis makes the following observations about the residents252: 

(a) they have a lot more ailments and are coming in with more needs; 

(b) nearly everyone in Lewin Lodge has some form of dementia; 

(c) residents are “les mobile” which makes the work more physical.  

 

(vi) Supervision 

2.133 Ms Ellis states that she reports to the Clinical Service Manager who gives her broad 

supervision, but that she is not really supervised on a day to day basis253. However, this 

does not align with the rest of her statement and evidence given in cross-examination.  

(a) During her time as a carer: 

(i) There would have been a team leader supervising the work being performed, 

as Ms Ellis acted in this role254; 

(ii) There was a RN on shift who would cover several wards255; and 

(iii) Ms Ellis was assigned work256.  

(b) During her time as a homemaker257: 

(i) Ms Ellis’ ‘boss’ would be a RN who she would go to if there was a problem; 

(ii) The RN has ultimate responsibility for the care of the residents, Ms Ellis 

states: 

For my household, my boss would be the RN, and then it would be 

the deputy director and then the manager.  So the buck would stop – 

251 Transcript, dated 26 April 2022 at PN1520 
252 Witness statement of Virginia Ellis, dated 23 March 2021 at [210] - [215] 
253 Witness statement of Virginia Ellis, dated 23 March 2021 at [206] 
254 Witness statement of Virginia Ellis, dated 23 March 2021 at [10] 
255 Witness statement of Virginia Ellis, dated 23 March 2021 at [31] 
256 Witness statement of Virginia Ellis, dated 23 March 2021 at [34] 
257 Transcript, dated 26 April 2022 at PN 1499 -  PN1509 
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I would go to my RN first if I had a problem that I couldn't solve, we 

needed help with, or a wound, I would go to her. 

(iii) Ms Ellis will also go to the manager when matters need to be escalated. An 

example of this is when the annunciators weren’t working and the RN was 

aware of this issue but the matter was not resolved258.  

(vii) The Level of Responsibility or Skill Involved in doing the Work 

2.134 Ms Ellis describes the work she performed as a carer as following: 

(a) Showering and bathing residents; 

(b) Dressing residents while checking skin integrity; 

(c) Brushing residents’ teeth and hair; 

(d) Assisting with feeding; 

(e) Encourage residents to come out of their rooms; 

(f) Undertaking activities such as painting, balloon tennis or group conversations; 

(g) Assisting with lunch preparation; and 

(h) Document progress notes 259 

2.135 Ms Ellis describes the work she performed as a team leader (in addition to her carer tasks) 

as following: 

(a) Dispensing and administering medications and documenting this; 

(b) Dressing wounds; 

(c) Performing hand overs; 

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

(e) Directing, supervising, mentoring and training staff.260 

2.136 Ms Ellis describes the work she performed as a homemaker as following261: 

(a) Handover. 

(i) She commences work by going to check the communication book to see if 

there was any matters which needed attention. During cross-examination Ms 

Ellis then states that she doesn’t know if there is a process in place for 

258 Transcript, dated 26 April 2022 at PN 1508 
259 Witness statement of Virginia Ellis, dated 23 March 2021 at [34] 
260 Witness statement of Virginia Ellis, dated 23 March 2021 at [40] 
261 Witness statement of Virginia Ellis, dated 23 March 2021 at [66] - [136] 
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handovers stating “you know, staff are busy, staff are, you know, under the 

pump, and it's just happened.  They don't have that 10 minutes to spend and 

hand over to that 6.30 staff that come on.”262   

(ii) During further cross-examination, Ms Ellis stated that there was a “huddle” 

process twice a day, however it hadn’t occurred since COVID but that “we're 

trying to start to implement them again and we're getting one an afternoon 

at the moment”.263 

(iii) Ms Ellis acknowledges that the shift prior would enter progress notes, 

however she does not have time to access this and instead “That's why I 

normally go and find the RN and let her know I'm here, anything out of the 

ordinary that I need to know”264. 

(iv) During the discussion with the RN, the RN will inform Ms Eliis “if somebody's 

gone to hospital, somebody's come back from hospital, somebody's 

COVID-positive, somebody's had a fall, somebody's going out, you 

know.  Maybe if I was on the day before she might say, you know, there's nil 

changes from yesterday, and so on.”265 

(b) Ms Ellis states that she was “essentially the head of the household”266 and four team 

members report to her.267 

(c) Ms Ellis says that she has ultimate responsibility for the care of residents, however, 

Ms Ellis acknowledged in cross-examination that this would be the RN268; 

(d) Medication.  

(i) Ms Ellis undertakes the Schedule 8 medication round with the RN and 

documenting this; 

(ii) This involves visiting the resident, checking the correct dosage and signing 

off on this. Ms Ellis states that the RN administers them. However, in 

circumstances she has administered Schedule 8 medication with she cannot 

do: 

262 Transcript, dated 26 April 2022 at PN1532 
263 Transcript, dated 26 April 2022 at PN1541 
264 Transcript, dated 26 April 2022 at PN1535 
265 Transcript, dated 26 April 2022 at PN1539 
266 Witness statement of Virginia Ellis, dated 23 March 2021 at [61] 
267 Witness statement of Virginia Ellis, dated 23 March 2021 at [62] 
268 Transcript, dated 26 April 2022 at PN 1499 -  PN1509 
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the RN sometimes says, 'Can you give it to them', and I just stand 

back.  That has happened. 269. 

(iii) Ms Ellis will then commence her Schedule 4 medication round. Whilst Ms 

Ellis in her statement alleged that there “Aren’t any instruction provided on 

how to administer medication”270, during cross examination she admitted that 

the Webster-pak details how it is to be administered271. This information also 

includes how the medication is to be given to the resident including “he 

needs his pills crushed and served with custard or Gloup”.272 

(iv) Ms Ellis then observes that the medication is taken and documents this. 

(v) If the resident does not take the medication, or doesn’t look right, Ms Ellis 

will go to the RN who will determine what the next steps are273. 

(vi) Other medication tasks include: Draining any catheters that need draining; 

administering eye drops; administering creams; measuring blood sugar 

levels; and, measuring their blood pressure before medication is given274. 

(e) Document fluid and bowel charts; 

(f) Checking blood pressure; 

(g) Being present during doctor visits; 

(h) Undertaking personal care tasks - such as showering, checking skin integrity, cutting 

finger nails and doing hair/makeup, cleaning residents; 

(i) assessing the residents’ health, their skin integrity and any sensitivity or physical 

manifestation that might indicate that they have a medical issue; 

(j) Catering: 

(i) The central kitchen prepares the meals for Ms Ellis to deliver  

“they cook - so, they're set up - that's the kitchen there, just outside 

in that little kitchenette thing they've got off the kitchen, they put hot 

plates.  They put stainless steel tubs of porridge and a kitchen staff 

member is meant to serve anybody that comes down to the dining 

room for breakfast.  Okay.  We, when I come in, I've got to get this 

269 Transcript, dated 26 April 2022 at PN1549 
270 Witness statement of Virginia Ellis, dated 20 April 2022 at [68] 
271 Transcript, dated 26 April 2022 at PN1575 
272 Transcript, dated 26 April 2022 at PN1578 
273 Transcript, dated 26 April 2022 at PN1580 - PN1587 
274 Witness statement of Virginia Ellis, dated 20 April 2022 at [70] 
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big trolley, which is not powered because it's broken, it's been broken 

for a long time, and load it all up with trays, porridge, bread, butter, 

everything and push it upstairs for the people that have room 

service.”275 

(ii) Serve meals and monitor residents whilst they are eating; 

(iii) Preparing breakfast for those who do not want to come to the dining room. 

Ms Ellis stated that “I will cook the scrambled eggs that people request or 

the poached eggs or the fried eggs and then at dinner time it'll be - some 

residents require omelettes, grilled cheese and tomato on toast, different 

things like that.  So, I use that kitchen for that.”276; 

(iv) Ms Ellis stated that another PCW will assist the residents with feeding.  

(k) Cleaning: 

(i) Cleaning the kitchen after use or before an audit; 

(ii) Clean the resident rooms by removing cups and rubbish, mopping up spills; 

(l) Activities: 

(i)  Running activities organised by an activities officer; 

(ii) Taking residents to external activities; 

(l) Paperwork. Ms Ellis will document process notes which are her observation about 

the residents; 

(m) Communication. Ms Ellis is responsible for engaging with family in a generalised 

nature. These engagements include questions such as asking whether there are 

any biscuits needed, how is the resident’s mood, how is the resident feeling?277  

 

(viii) Environment - Conditions under which Work is Done  

2.137 Ms Ellis describes the work environment as follows: 

“Springwood operates 24/7 and offers full-time nursing and personal care, access 

to clinical and allied health services, and specialist dementia support. Springwood 

is currently divided into "houses" called Hillman House, Jacaranda House, Boronia 

275 Transcript, dated 26 April 2022 at PN1612 
276 Transcript, dated 26 April 2022 at PN1631 
277 Witness statement of Virginia Ellis, dated 20 April 2022 at [50] 
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House and Lewin Lodge. Boronia House is a locked ward unit for residents with 

extreme dementia.278 

There are 23 residents downstairs in Wattle House, and upstairs there are 

approximately 35 residents. Hillman House has 26 residents, Boronia House has 20 

and Jacaranda House has approximately 30”.279 

2.138 Ms Ellis describes the work as physically intensive: 

“Working as a carer or a Homemaker is very physically demanding. We are 

constantly lifting and bending to move clients. Sometimes this will take two of us. 

This happens many times a day as we move clients out of bed, shower them and 

toilet them. The physical nature of the job has become more obvious as our 

residents become frailer as we have to assist them more physically.”280 

2.139 During an unsafe situation, Ms Ellis will “press the SOS call system”281. Ms Ellis 

acknowledges that she has “hardly ever” left herself in an unsafe situation282. 

2.140 Care Plans. Ms Ellis’ evidence is that the RN will develop the care plan, with Ms Ellis 

collecting the information to help implement the plan: 

when that person arrives I will do their weight, their blood pressure, all their set of 

obs.  If it's a patient transport, they might hand over any medications, any paperwork 

and things like that.  I'll let the physio know that so and so's arrived, we'll settle them 

in.283 

then we'll do the bowel charts and they'll eventually go onto ACFI, I'll do the lifestyle 

and leisure284 

2.141 Ms Ellis can update “little things” in the care plan such as a resident wanting to “try a soft 

diet”285. However, Ms Ellis acknowledges that “I wouldn’t do anything without letting the RN 

know first”286.  

  

278  Witness statement of Virginia Ellis, dated 20 April 2022 at [17] 
279 Witness statement of Virginia Ellis, dated 20 April 2022 at [18] 
280 Witness statement of Virginia Ellis, dated 20 April 2022 at [149] 
281 Transcript, dated 26 April 2022 at PN1656 
282 Transcript, dated 26 April 2022 at PN1659 
283 Transcript, dated 26 April 2022 at PN1663 
284 Transcript, dated 26 April 2022 at PN1664 
285 Transcript, dated 26 April 2022 at PN1691 
286 Transcript, dated 26 April 2022 at PN1692 
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(h) Donna Kelly -- Extended Care Assistant -- BaptCare; 

 

(i)  Period of Service in Role 

2.142 13 years. Ms Kelly has worked as an Extended Care Assistant for BaptCare since June 

2009.287 

 

(ii)  Period of Service in Industry 

2.143 13 years. Ms Kelly has worked in the aged care industry for approximately 13 years.288 

 

(iii) Qualifications and Training  

2.144 Qualifications. Ms Kelly holds the following qualifications: 

(a) Registered Trained Auxiliary Nurse (TAN) in Psychiatric/ Intellectual Deficiency;289 

(b) Certificate Ill in Community and Aged Care 290; 

(c) Certificate Ill in Home and Community Care 291; 

(d) Certificate IV in Small Business Management292; 

(e) Certificate II in Information Technology293; and  

(f) Certificate Ill in E-business294. 

2.145 During cross-examination Ms Kelly stated that having the TAN makes her a RN, but she 

does not hold that accreditation295.  

2.146 In addition to the above, Ms Kelly also obtained her Administration of Medication 

competency296. The course ran for six months, and Ms Kelly attended 1 day per week297.  

287 Witness statement of Donna Kelly, dated 31 March 2021 at [13] 
288 Witness statement of Donna Kelly, dated 31 March 2021 at [4] 
289 Witness statement of Donna Kelly, dated 31 March 2021 at [4] 
290 Witness statement of Donna Kelly, dated 31 March 2021 at [11] 
291 Witness statement of Donna Kelly, dated 31 March 2021 at [12] 
292 Witness statement of Donna Kelly, dated 31 March 2021 at [19] 
293 Witness statement of Donna Kelly, dated 31 March 2021 at [19] 
294 Witness statement of Donna Kelly, dated 31 March 2021 at [19] 
295 Transcript dated 29 May 2022, at PN1770 
296 Witness statement of Donna Kelly, dated 31 March 2021 at [17] 
297 Witness statement of Donna Kelly, dated 31 March 2021 at [17] 
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2.147 Ms Kelly stated that she is also required to “do fire and emergency and manual handling 

training each year in house and any other mandatory training that Karingal feels is 

necessary for my work.”298 

2.148 Ms Kelly’s medication competency is reassessed by the RN or NUM every 12 months.299 

 

(iv) Submissions as to Weight   

2.149 Without being disrespectful to the opinion held by Ms Kelly the following aspects of her 

evidence should attract little (if any) weight: 

(a) COVID-19. To the extent Ms Sedgman’s evidence addresses the pandemic, we rely 

upon the submissions at Section 5.300   

 

(v)  The Nature of the Work Performed 

2.150 Ms Kelly describes the nature of the work as follows: 

“My duties are, at a high level, to provide personal care for aged care residents, 

which includes providing hygiene support, healthcare and personal care. I am also 

a continence facilitator, which involves the assessment, inventory and allocation of 

continence aids.”301 

2.151 Ms Kelly states that residents have higher care needs and require a lot of support.302 

 

(vi) Supervision 

2.152 Ms Kelly is supervised by an EN, who in turn is supervised by a RN and a Nurse Unit 

Manager303. 

2.153 Ms Kelly describes the role of the EN as being “to make sure that we all have our list and 

that we know what our job is. She gives out medication, and attends to emergencies, 

dressings and concerns that you might have about residents.”304 

298 Witness statement of Donna Kelly, dated 31 March 2021 at [20] 
299 Transcript dated 26 April 2022, at PN1815 
300 Witness statement of Virginia Ellis, dated 23 March 2021 at [221] - [234];  Witness statement of Virginia Ellis, dated 

20 April 2022 at [4] - [37] 
301 Witness statement of Donna Kelly, dated 31 March 2021 at [14] 
302 Witness statement of Donna Kelly, dated 31 March 2021 at [31] - [32] 
303 Witness statement of Donna Kelly, dated 31 March 2021 at [22] 
304 Witness statement of Donna Kelly, dated 31 March 2021 at [23] 
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2.154 Ms Kelly states that the “Nurse Unit Manager is responsible for the whole floor. She deals 

with emergencies or procedural changes, and also liaises with doctors and family (along 

with the RN and EN). They prepare any new paperwork and allocate the ACFI 

documentation.”305 

2.155 However, Ms Kelly states that “The nursing staff do not provide assistance and supervision 

in the performance of the care work. They do not come on the floor for any personal care 

needs of the resident. They will come on the floor to do an assessment, give medication or 

do observations.”306  

 

(vii) The Level of Responsibility or Skill Involved in doing the Work 

2.156  Ms Kelly describes the work she performed as follows307: 

(a) Medication.  

(i) The RN will take out the medications out of the locked room and put them 

on the trolley;308 

(ii) Ms Kelly will then take the trolley and verify that the medications are correct 

against the check sheet and the sachet which has a description of what Ms 

Kelly should be looking for309; 

(iii) The instruction for giving the medication is on the iPad which is a “reflection 

of the drug chart”310 which includes which medication is to be crushed or put 

in custard; 

(iv) Giving the medications and observing that it has been taken and entering 

the information onto the iPad311. 

(b) Personal care Tasks: 

(i) Ms Kelly will grab the worksheet from the nurses’ office to see which 

residents she is allocated for the day312; 

(ii) Ms Kelly then attends a handover; 

305 Witness statement of Donna Kelly, dated 31 March 2021 at [27] 
306 Witness statement of Donna Kelly, dated 31 March 2021 at [28] 
307 Witness statement of Donna Kelly, dated 31 March 2021 at [21] 
308 Transcript dated 26 April 2022, at PN1801 - PN1804 
309 Transcript dated 26 April 2022, at PN1805 - PN1807 
310 Transcript dated 26 April 2022, at PN1810 
311 Transcript dated 26 April 2022, at PN1812 - PN1813   
312 Witness statement of Donna Kelly, dated 31 March 2021 at [21] 
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(iii) Ms Kelly then attends to the residents that need to be triaged, otherwise she 

will attend to residents whom have requested to be looked after first; 

(iv) She will then bathe residents - including washing, doing their hair, shaving, 

brushing teeth; 

(v) Assisting residents by using a two person lift; 

(vi) Dressing the residents; 

(vii) Making the beds; 

(viii) Bring them their phone or magazines; 

(ix) Attend to call bells; 

(x) Assisting with toileting. 

(c) Cleaning 

(i) Put linen into the laundry bags;  

(ii) Clean the bathrooms by wiping up the water. 

(d) Feeding 

(i) Assist residents with feeding and drinks or ensure that the resident is ok to 

feed themselves “without any difficulty”; 

(ii) Ms Kelly assists 5 or 6 residents who need assistance with eating their 

meals; 

(iii) Put away the trays from the meal (that is left over313). 

(e) Documentation: 

(i) Undertaking paperwork - bowel, fluid, weight, and food charts, personal 

notes on the residents, continence assessments and ACFI charting; and 

(ii) Observing the residents’ mental, physical and emotional health. 

2.157 The care is provided in accordance with the care plan and the residents’ preferences. 

 

(viii) Environment - Conditions under which Work is Done  

2.158 Ms Kelly describes the facility as follows: 

313 Transcript dated 26 April 2022, at PN1841  
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…Karingal has approximately 112 residents across 3 wings. The entire facility is a 

high-care facility. Although there isn't a dedicated dementia wing, each wing has 

dementia residents.314 

2.159 Ms Kelly states that residents can become physically aggressive and that this can “happen 

weekly”315. 

  

314 Witness statement of Donna Kelly, dated 31 March 2021 at [13] 
315 Witness statement of Donna Kelly, dated 31 March 2021 at [36] 
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(i) Alison Curry -- Personal Care Worker -- Warrigal 

 

(i) Period of Service in Role 

2.160 7 years. Ms Curry has worked with Warrigal (previously Christadelphian Aged Care) for 

approximately 7 years as a Personal Care Worker316. 

2.161 Ms Curry has not taken accepted any shifts at Warrigal since on or around January 2022.317  

 

(ii)  Period of Service in Industry 

2.162 7 years. Ms Curry has worked with Warrigal (previously Christadelphian Aged Care) for 

approximately 7 years, this is the extent of her experience in the aged care industry.  

 

(iii) Qualifications and Training  

2.163 Ms Kelly holds the following qualifications: 

(a) Certificate Ill in Community (Aged Care work)318; 

(b) Certificate IV in Ageing Support (this was not attained at the time of giving her first 

statement)319 

(c) Certificate IV in Training and Assessment320; 

(d) First Aid Certification321;  

(e) Provide Support to People Living With Dementia certification322; and  

(f) Administer and Monitor Medications Certification323. 

2.164 During examination in chief, Ms Curry detailed how she achieved her Administer and 

Monitor Medications Certification: 

I was - had to attend TAFE for ten weeks, and we went through all the knowledge, 

what is required to know for the performance criteria of the unit.  The unit I studied 

was administer and monitor medications, which is HLTHPS007, and I had to 

complete a knowledge assessment, a skills assessment and then a work placement 

316 Witness statement of Alison Curry, dated 30 March 2021 at [5] 
317 Witness statement of Alison Curry, dated 21 April 2022 at [5] 
318 Witness statement of Alison Curry, dated 30 March 2021 at [6] 
319 Witness statement of Alison Curry, dated 30 March 2021 at [10] 
320 Witness statement of Alison Curry, dated 30 March 2021 at [7] 
321 Witness statement of Alison Curry, dated 30 March 2021 at [8] 
322 Witness statement of Alison Curry, dated 30 March 2021 at [8] 
323 Witness statement of Alison Curry, dated 30 March 2021 at [9] 
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assessment, and then afterwards I was assessed at my workplace after TAFE had 

assessed me.324 

Ms Curry was also required to undertake a knowledge assessment and skills assessment 

which involved “placebo drugs like M&Ms for tablets and I would administer them and it 

would be the whole demonstration on what you would do with a client.”325 

 

(iv) Submissions as to Weight   

2.165 Without being disrespectful to the opinion held by Ms Curry, the following aspects of her 

evidence should attract little (if any) weight as it does not relate to the evaluation of work 

value: 

(a) Financial Pressure326. Ms Curry details that her rate of pay was not enough to 

“adequately support my family” which has lead to hear taking another casual 

teaching position in hairdressing.  

(b) Resident passing327 Ms Curry discusses the impact on residents when another 

resident passes in their presence. Whilst this is obviously a sensitive matter, this 

irrelevant as the information pertains to the impact on residents who are not subject 

the claim.  

(c) Reply evidence. In Ms Curry’s reply statement she disagrees with the evidence put 

on by her employer (Warrigal), however, she acknowledges that she is stating that 

the evidence is wrong from her experience at one centre..328  

(d) Short Staffing. In Ms Curry’s reply statement she comments on short-staffing329 

and staff turnover330.  We also address the issue of “staffing” in our submissions at 

Section 5. 

(e) COVID-19. To the extent Ms Curry’s evidence addresses the pandemic and its 

impacts, we rely upon the submissions at Section 5.331   

 

(v)  The Nature of the Work Performed 

324 Transcript dated3 May 2022 at PN4330 
325 Transcript dated3 May 2022 at PN4336 
326 Witness statement of Alison Curry, dated 30 March 2021 at [15] - [18] 
327 Witness statement of Alison Curry, dated 21 April 2022 at [67] - [69] 
328 Witness statement of Alison Curry, dated 21 April 2022 at [30] - [81] 
329 Witness statement of Alison Curry, dated 21 April 2022 at [22] - [28] 
330 Witness statement of Alison Curry, dated 21 April 2022 at [29]  
331 Witness statement of Alison Curry, dated 21 April 2022 at [6] - [21] 
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2.166 Ms Curry states that due to the shift to person-centre care:  

“We have increased our quality of care to be more person-centred to accommodate 

the resident’s choice. Whenever a resident wants to do something, we are expected 

to be there to provide assistance to them. We are to treat them as if they are 

effectively in their own home and making their own decisions about when they want 

to do something.”332 

2.167 Ms Curry is unaware which section of the facility that she will work in on that shift until she 

checks the roster on arrival: “Sometimes it says the area that we are located at, but the RNs 

on duty or management can change the roster and who is allocated in their sections at any 

time.  So, usually I will get on and I will check the roster because that's where I'm going.” 333   

 

(vi) Supervision 

2.168 Ms Curry provides that on the afternoon shift there is: 

“3 care staff and 1 Team Leader for a 35-bed ward on the afternoon shift. Afternoon 

shifts run from 14:45 to 22:45. There is also only 1 RN to attend to all the residents, 

approximately 70 altogether, in the High Care Ward during the shift.”334 

2.169 Ms Curry will report to the RN if there is a mental health concern, who in turn will “alert the 

mental health nurse to come in and do a review”335. 

2.170 As a team leader, Ms Curry would communicate with the doctor to discuss any changes 

regarding medications and with the pharmacy as she has been delegated the responsibility 

by the RN336. 

2.171 If Ms Curry has a concern with the medication, she will call the RN and get clarification337.  

 

 

(viii) The Level of Responsibility or Skill Involved in doing the Work 

2.172 Ms Curry gives evidence of the work performed as an AIN: 

(a) When Ms Curry enters the room of a resident, she undertakes a welfare check338; 

332 Witness statement of Alison Curry, dated 21 April 2022 at [71] 
333 Transcript dated 3 May 2022 at PN4358 
334 Witness statement of Alison Curry, dated 21 April 2022 at [24] 
335 Transcript dated 3 May 2022 at PN4373 
336 Transcript dated 3 May 2022 at PN4378 
337 Transcript dated 3 May 2022 at PN4389 
338 Witness statement of Alison Curry, dated 21 April 2022 at [26] 
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(b) Ms Curry provides personal care: 

(i) Ms Curry showers the resident whilst checking their skin condition339 and/or 

wash bed-bound residents' faces, teeth/dentures, hands and provide 

pressure area care by physically repositioning them to prevent bed sores340; 

(ii) Ms Curry assist with toileting using the necessary hoists and aids341;  

(iii) Assisting with their dressing342; 

(iv) Changing continence pads343; 

(v) Emptying and recording urine output with catheters344; 

(vi) Assess the health of residents and fill out assessment forms345 and 

documenting all work done for the resident346; 

(vii) Ms Curry will observe and document the mental health of residents: “we will 

check them, their mental health, as in how they're feeling that day, if they're 

feeling down, if they're expressing any suicidal thoughts, if they're crying, if 

we've walked in on them, and you know, we're noticing anything that is 

affecting their mental health we will report and monitor that, and we will make 

referrals on their behalf to the mental health nurse that we have”347 

(viii) Attending to buzzers348; 

(ix) End of life care349.  

(c) Medications 

(i) Generally a medication nurse will administer the medications350. However 

Ms Curry is involved in the medication process as well.351 

(ii) The RN will do Blood Glucose Level (BGL) check and give all insulins that 

are charted to residents with diabetes, whilst Ms Curry will assist by 

informing the RN of the “BGL level” and “checking the diabetes management 

339 Witness statement of Alison Curry, dated 21 April 2022 at [27] - [28] 
340 Witness statement of Alison Curry, dated 21 April 2022 at [31] 
341 Witness statement of Alison Curry, dated 21 April 2022 at [27] 
342 Witness statement of Alison Curry, dated 21 April 2022 at [28] 
343 Witness statement of Alison Curry, dated 21 April 2022 at [31] 
344 Witness statement of Alison Curry, dated 21 April 2022 at [33] 
345 Witness statement of Alison Curry, dated 21 April 2022 at [38] 
346 Witness statement of Alison Curry, dated 21 April 2022 at [40] 
347 Transcript dated 3 May 2022 at PN4372 
348 Witness statement of Alison Curry, dated 21 April 2022 at [25] 
349 Witness statement of Alison Curry, dated 21 April 2022 at [55] 
350 Witness statement of Alison Curry, dated 21 April 2022 at [45] 
351 Witness statement of Alison Curry, dated 21 April 2022 at [76] 
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plan”, checking that the amount of insulin drawn is correct and then 

documenting “everything on what happened there.”352 

(iii) After the insulin is given, Ms Curry then starts the medication round: I “get 

my trolley, pack it with everything that I need, and then start from one 

corridor, one room, and I would go from room-to-room”353 

(iv) Ms Curry will check the Webster-pak to ensure that it contains the correct 

medication, count the tablets, check Medmobile to see that the information 

she has is correct against the pharmacy, checks how it is to be administered 

and administer the medication.354 

(v) Ms Curry then attends to the Schedule 8 medications: 

So we would go together to the locked cupboard.  We would go to 

the primary med charts for everyone who would be getting the S8 

medication.  We will both be checking the primary med chart against 

the MedMobile, against what is unpacked out of the cupboard.  We 

will load it into the trolley together.  We would go to the resident's 

room.  We would check again and count – a registered nurse would 

count.  I would be standing next to her witnessing her counting the 

medication.  The RN dispenses it into a cup, and then I walk with her 

to the resident and witness her or him giving the medication.  We 

both witness the client taking the medication.  We then both sign that 

we have given the medication, I as a witness, and the RN as the 

primary signer, and then we will go back together to the medication 

cupboard and lock the remaining medications away.355 

(d) Ms Curry undertakes cleaning duties: 

(i) Daily cleaning of the rooms such as includes cleaning spills, tidying tables, 

tidying cupboards and cleaning shelves356; 

(ii) Collecting food trays and taking them back to the kitchen.357 

(e) Ms Curry assists with daily living activities: 

352 Transcript dated 3 May 2022 at PN4384 
353 Transcript dated 3 May 2022 at PN4388 
354 Witness statement of Alison Curry, dated 21 April 2022 at [84] - [90] 
355 Transcript dated 3 May 2022 at PN4386 
356 Witness statement of Alison Curry, dated 21 April 2022 at [35] 
357 Witness statement of Alison Curry, dated 21 April 2022 at [44] 
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(i) providing anything residents ask for such as tea, coffee, additional food if 

they are hungry and we adjust the temperature if they are cold or hot358; 

(ii) deliver, check and hand out the food and assist with feeding;359 

(iii) Using aids to move residents360; 

(f) Ms Curry will assist a RN with Complex Wound care and non-complex wounds will 

be treated by a Certificate IV or medication officer. In this respect, Ms Curry states: 

“Complex wounds are the RN's duty to do, but most of the wounds are skin 

tears and pressure areas where the medication officer or the Cert IV on duty 

will do, and these are not the complex care wounds.  But we will be assisting 

with complex care wounds with the RN. “361 

(g) Ms Curry will provide a generalised update to families about their loved ones, 

however, cannot answer questions relating to the residents’ clinical care. This is 

done by the RN or an employee who holds a certificate IV.362  

 

(viii) Environment - Conditions under which Work is Done  

2.173 Ms Curry states that the Mount Terry facility which she works at is a 155-bed facility that 

has a mix of low-care, high care and dementia suffering residents363.  

2.174 Ms Curry details that Ageing in Place has changed the conditions of work: 

“This essentially means that when a resident comes to the facility, they remain in 

the same room until they pass away. Therefore, no matter how much their health 

declines they stay within the same room in the same ward. This means that care 

staff have to do more for these residents physically while also providing greater 

emotional support as their physical and mental health declines”364.   

  

358 Witness statement of Alison Curry, dated 21 April 2022 at [36] 
359 Witness statement of Alison Curry, dated 21 April 2022 at [41] - [43] 
360 Witness statement of Alison Curry, dated 21 April 2022 at [29] 
361 Transcript dated 3 May 2022 PN4369 
362 Witness statement of Alison Curry, dated 21 April 2022 at [51] 
363 Witness statement of Alison Curry, dated 30 March 2021 at [21] - [22] 
364 Witness statement of Alison Curry, dated 30 March 2021 at [102] 
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(j) Antoinette Schmidt -- Specialised Dementia Care Worker --  HammondCare 

 

(i)  Period of Service in Role 

2.175  9 years. Ms Schmidt has worked as a SDC for HammondCare since March 2013365. 

2.176 Ms Schmidt moved into community care in 2021.366  

 

(ii)  Period of Service in Industry 

2.177 10 years. Ms Schmidt has worked as a SDC in the disability and aged care industry for 

approximately 10 years.367 

 

(iii) Qualifications and Training  

2.178 Certificate III. Ms Schmidt has a Certificate Ill in Aged Care368. 

2.179 Additional Training. Ms Schmidt has also undertaken separate training, medication 

training in which a trainer comes to the site and trains everyone. The training entailed: 

“we were given a booklet.  So we go and study the booklet and then we come and 

she quizzes us on that and she goes through the motions of how you give 

medication to the residents.  She is with me at all times.  So I do it and then - so, 

say, over, maybe she might do it for two days.”369 

2.180 Ms Schmidt learnt about dementia care in her certificate III and a trainer also comes and 

teaches workers about dementia: 

“So we would talk about - because there's lots of behaviours, we have to deal with 

difficult behaviours and different things like that so we go and spend the day with 

the trainer and from, you know, other people from different cottages come along 

too.”370 

2.181 A chef has come in and trained, informally, all carers how to prepare food due to the shift 

to the ‘cottage model’. The training consisted of: “371Okay, we're going to train you on how 

365 Witness statement of Antoinette Schmidt, dated 30 March 2021 at [22] 
366 Transcript date 4 May 2022 at PN4944 
367 Witness statement of Antoinette Schmidt, dated 30 March 2021 at [6] 
368 Witness statement of Antoinette Schmidt, dated 30 March 2021 at [7] 
369 Transcript date 4 May 2022 at PN4997 
370 Transcript date 4 May 2022 at PN5007 
371 Transcript date 4 May 2022 at PN5015 
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to - cooking a dish, make it more presentable to older people', or how to use knives properly 

and different things.”. This lasted for approximately an hour or two.372 

 

(iv) Submissions as to Weight   

2.182 Without being disrespectful to the opinion held by Ms Schmidt, the following aspects of Ms 

Schmidt’s evidence should attract little (if any) weight: 

(a) Financial Pressure. Ms Schmidt’s evidence as to the financial pressure and staying 

in the job.  373 

(b) COVID. To the extent Ms Schmidt’s evidence addresses the pandemic and its 

impacts, we rely upon the submissions at Section 5.374  

(c) Short Staffing. In Ms Schmidt’s reply statement she comments on short-staffing375 

We also address the issue of “staffing” in our submissions at Section 5. 

 

(v)  The Nature of the Work Performed 

2.183 Ms Schmidt states as follows: “HammondCare is an aged care provider that offers 

community and residential services to people who require low, high or dementia-specific 

care”376. 

2.184 Ms Schmidt describes the residential care cottages as being divided into high and low care 

cottages377. When discussing the cottage that she has worked in for the past two years, Ms 

Schmidt states: 

“Yes, when residents go into Golden Grove, yes, they have dementia, yes, they 

have lots of emotional and physical needs.  But they are assessed that they be able 

to more or less care for themselves.  So we're not going to be using lifters in those 

cottages.  They're not going to be bed-bound, those residents are not going to be 

bed-bound.”378 

2.185 Ms Schmidt describes the nature of the role as follows: 

372 Transcript date 4 May 2022 at PN5019 
373 Witness statement of Antoinette Schmidt, dated 30 March 2021 at [136] - [141] 
374 Witness statement of Antoinette Schmidt, dated 30 March 2021 at [129] - [135], Witness statement of Antoinette 

Schmidt, dated 21 April 2022 at [7] - [15] 
375 Witness statement of Antoinette Schmidt, dated 21 April 2022 at [16] - [20] 
376 Witness statement of Antoinette Schmidt, dated 30 March 2021 at [3] 
377 Witness statement of Antoinette Schmidt, dated 30 March 2021 at [37] 
378 Transcript date 4 May 2022 at PN4985 
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“One of my primary duties as an SDC is to assist residents with practical tasks that 

they either cannot do on their own or may need encouragement to complete 

independently. These tasks can range from washing them, dressing them and 

assisting them when going to the toilet”379.   

2.186 Ms Schmidt states that the demographic of residents have changed over time and the needs 

of residents have also become more complex380. 

 

(vi) Supervision 

2.187 Ms Schmidt asserts her opinion that there is very little supervision in the industry381 and that 

she reports to a Manager that she has “very little interaction or communication with”382. 

2.188 Ms Schmidt identifies that new workers are given a buddy who was another SDC383. 

2.189 Ms Schmidt goes onto state that there are 2 nurses on shift which means that “there is one 

nurse that has oversight and supervision of 4 cottages and another nurse who has oversight 

and supervision of the remaining 4 cottages” 384 

2.190 Ms Schmidt during cross-examination acknowledged that in certain circumstances she 

would report to the RN. These circumstances include: 

(a) If there was something wrong with the medication, she would call the RN who would 

then make the decision as to what happens next385; 

(b) If Ms Schmidt noticed a bruise or skin tear she would ‘definitely’ ring the nurse386; 

(c) If there was a fall in the residence, Ms Schmidt would check if they were okay and 

wait for the nurse to come and assess the resident. The RN will make the decision 

regarding if the resident will go to hospital387; 

(d) If she felt unsafe, she would call the nurse388; 

(e) If the blood pressure of a resident was high or low she would let the RN know389; 

and 

379 Witness statement of Antoinette Schmidt, dated 30 March 2021 at [44] 
380 Witness statement of Antoinette Schmidt, dated 30 March 2021 at [119] - [120] 
381 Witness statement of Antoinette Schmidt, dated 30 March 2021 at [112] 
382 Witness statement of Antoinette Schmidt, dated 30 March 2021 at [113] 
383 Witness statement of Antoinette Schmidt, dated 30 March 2021 at [116] 
384 Witness statement of Antoinette Schmidt, dated 30 March 2021 at [78] 
385 Transcript dated 4 May 2022, at PN5078 - PN5079 
386 Transcript dated 4 May 2022, at PN5092 
387 Transcript dated 4 May 2022, at PN5095 - PN5096 
388 Transcript dated 4 May 2022, at PN5103 
389 Transcript dated 4 May 2022, at PN5109 - PN5111 

4744



(f) If the resident had an elevated temperature she would let the RN know390. 

 

(vii) The Level of Responsibility or Skill Involved in doing the Work 

2.191 Due to the unique nature of the cottage model in which Ms Schmidt performs a broader 

scope of work compared to other care workers, this includes: 

(a) Assisting residents with tasks they cannot do themselves such was toileting, 

showering and dressing391; 

(b) Laundering clothes (not linen or towels which is dealt with offsite392)393. Laundry 

employees will then place the linen back into the linen closest of the house394; 

(c) Cleaning of the houses, undertaking activities such as vacuuming, sweeping, 

dusting, general cleaning duties395;  

(d) Making the beds and providing residents with towels396 ; and 

(e) Preparing breakfast and lunch from a rotating menu. Ms Schmidt is required to cook 

the dishes “We didn't make too many sandwiches.  Lunch times was always a hot 

meal and then yes, we had to cook different things, quiches”.397 

2.192 Ms Schmidt is required to take progress notes on the residents398. 

2.193 Ms Schmidt will assist with medications. The medications are locked in the cottage “we had 

a key to get into that door, and then also the cupboard is locked, so I had the key to the 

locked cupboard.  We have to keep it locked at all times.”399.  

2.194 The locked cupboard contains the Webster-paks and the resident’s own little file.  

2.195 Ms Schmidt will prompt the residents’ to take their medication400: 

(a) Checking the medication against their file/picture chart; 

390 Transcript dated 4 May 2022, at PN5113 
391 Witness statement of Antoinette Schmidt, dated 30 March 2021 at [44]. 
392 Transcript dated 4 May 2022 at PN5032 
393 Witness statement of Antoinette Schmidt, dated 30 March 2021 at [48] 
394 Transcript dated 4 may 2022 at PN5036 
395 Witness statement of Antoinette Schmidt, dated 30 March 2021 at [49] 
396 Transcript dated 4 May 2022,  PN5037 
397 Witness statement of Antoinette Schmidt, dated 30 March 2021 at [55] - [66]; Trancript dated 4 May 2022 at PN5065 
398 Witness statement of Antoinette Schmidt, dated 30 March 2021 at [67] - [69]. 
399 Transcript dated 4 May 2022,  PN5074 
400 Witness statement of Antoinette Schmidt, dated 30 March 2021 at [70] - [81]; Transcript dated 4 May 2022,  PN5069 

- PN5085 
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(b) Pushing the medication out of a blister packet or applying the creams, ointments, 

patches or eye drops;  

(c) Handing the resident the medication to take; 

(d) Observing that they have/have not taken the medication; and 

(e) Record this information.  

2.196 Ms Schmidt states that she is required to perform ‘medical procedures’ such as taking blood 

pressure, blood sugars and temperatures which is more akin to a personal care task than 

a medical procedure401. 

2.197 Ms Schmidt will observe whether the resident has a bruise or skin tears and will “definitely 

ring the nurse”402 who would then dress the wound403. 

2.198  In regards to care planning, Ms Schmidt states that she is responsible for reviewing and 

updating care plans, unless the family member has a question regarding medication which 

the RN will then review the care plan404. 

 

(viii) Environment - Conditions under which Work is Done  

2.199 There are eight homes with a garden.405 

2.200 Ms Schmidt identities that there is physical or verbal aggression that occurs at least once a 

month406. 

2.201 Care Plan. Ms Schmidt states that the care plan is developed by the RN “She has a part of 

it but she doesn't put it all together because they have their - the manager comes and - so 

it's kind of a combination with the manager, the nurse and the families of course.” 407  

2.202  Ms Schmidt finds herself in situations where a resident might exhibit aggressive behaviour. 

She will use the methods learnt from her Certificate III training and her specialised dementia 

training to try to de-escalate the behaviour, but “it’s not always easy”408. 

2.203 Unsafe situations. Ms Schmidt acknowledges that there is a procedure in place when 

dealing with unsafe situations. This includes: 

401 Witness statement of Antoinette Schmidt, dated 30 March 2021 at [82] - [83]. 
402 Transcript dated 4 May 2022,  PN5092 
403 Transcript dated 4 May 2022,  PN5094 
404 Witness statement of Antoinette Schmidt, dated 30 March 2021 at [99] 
405 Transcript dated 4 May 2022 at PN4971 
406 Witness statement of Antoinette Schmidt, dated 30 March 2021 at [100] 
407 Transcript dated 4 May 2022, at PN5031 
408 Transcript dated 4 May 2022, at PN5099 
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“make sure I'm safe, move away from the person, try and isolate the person.  Maybe 

I'd get the person to stay in the room and to move.”409  

She will then notify the nurse “quickly.”410 

  

409 Transcript dated 4 May 2022, at PN5100 
410 Transcript dated 4 May 2022, at PN5103 
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(k) Sanu Ghimire -- Care Service Employee -- Uniting Aged Care 

 

(i)  Period of Service in Role 

2.204 Ms Ghimire has worked as a Care Service Employee for Uniting Aged Care since 2012.411 

 

(ii)  Period of Service in Industry 

2.205 Ms Ghimire does not detail her total employment in the aged care industry, however she 

did work in the industry prior to working at Uniting Aged Care412.  

 

(iii) Qualifications and Training  

2.206 Ms Ghimire holds the following qualifications413: 

(a) Certificate III in Aged Care; 

(b) Certificate IV in Aged Care; 

(c) Advanced Diploma in Health Science; and 

(d) Masters Degree in Mass Communication and Journalism.  

2.207 Ms Ghimire undertook the Certificate IV in Aged Care as she wanted to undertake the 

medication rounds and to “enhance my knowledge”414. 

2.208 Ms Ghimire undertook her Advanced Diploma in Health Services to change professions and 

work as a “recreational officer”415.   

(iv) Submissions as to Weight   

2.209 Without being disrespectful to the opinion held by Ms Ghimire, the following aspects of her 

evidence should attract little (if any) weight: 

(a) To the extent Ms Ghimire’s evidence addresses the pandemic and its impacts, we 

rely upon the submissions at Section 5.416  

(b) In Ms Ghimire’s reply statement she comments on short-staffing417 We also address 

the issue of “staffing” in our submissions at Section 5. 

411 Witness statement of Sanu Ghimire at [14] 
412 Witness statement of Sanu Ghimire at [14] 
413 Witness statement of Sanu Ghimire at [11] - [12] 
414 Transcript dated 4 May 2022 at PN5283 
415 Transcript dated 4 May 2022 at PN5288 
416 Witness statement of Sanu Ghimire, dated 20 April 2022 at [12] - [19] 
417 Witness statement of Sanu Ghimire, dated 20 April 2022 at [20] - [21] 
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(v)  The Nature of the Work Performed 

2.210 In relation to her work as a Care Service Employee, Ms Ghimire describes the nature of the 

work as follows: 

“I am employed to assist residents with all aspects of personal care, including 

assisting with hygiene, showering, toileting, mobility support and administering 

medications.”418 

2.211 The facility in which Ms Ghimire works at has 136 residents which is separated into a 

dementia ward, nursing home and hostel419. Ms Ghimire works across all three sections. 

2.212 Ms Ghimire states that she has noticed that her role has become much more challenging 

over time420. 

 

(vi) Supervision 

2.213 Ms Ghimire identified that her boss is the RN on duty421. 

2.214 Ms Ghimire will contact the RN: 

(a) If she has observed a wound or bruise adding “Yes, we do, and then we do – we 

take their weight, we do BSL, that's available – yes, those type of things we do, and 

we report to registered nurse.” 422 

(b) If the resident didn’t want a shower in accordance with the care plan423 

 

(vii) The Level of Responsibility or Skill Involved in doing the Work 

2.215 In relation to the work performed in her care services employee role as involving: 

(a) assisting with monitoring and documenting a resident’s toileting, mobility 

capabilities, medications they require, behaviour issues and dietary needs. This 

information is then passed on to the RN in the facility who will consult with the 

resident’s family and doctors to determine whether a resident’s care plan requires 

alteration424; 

418 Witness statement of Sanu Ghimire at [5] 
419 Witness statement of Sanu Ghimire at [16] 
420 Witness statement of Sanu Ghimire at [57] 
421 PN5295 
422 Transcript dated 4 May 2022 at PN5312 
423 Transcript dated 4 May 2022 at PN5313 
424 Witness statement of Sanu Ghimire at [19] 
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(b) general rounds to check on the wellbeing of residents and ask if they need water, 

food, assistance with personal care (toileting, showering, changing etc)425; 

(c) assist residents with afternoon tea and dinner426; 

(d) helping residents with their bed time routine427; 

(e) Ms Ghimire will undertake a medication round and describes it as follows:  

“there is a table we carry in medication trolley, and then we take medication 

chart, that is, primary medication chart with us, and then before giving 

medication we have to check in tablet in that system, and then we have to 

check primary medication chart and then Webster-pak.  When three things 

are similar, then we give medication.  If there is a difference, sometimes they 

forget to chart in tablet in system, then we have to report to RN 

immediately.  We don't administer medication until RN's advice.”428 

Ms Ghimire also checks the medication off against the colour chart429 and observes 

that the medication is taken. 

(f) When rostered to do so, Ms Ghimire is required to provide residents with 

medications such as Panadol, Vitamin D and/or Mylanta in accordance with their 

medication chart430. Ms Ghimire also assists the RN, as a witness, with the Schedule 

8 medication rounds431; In regards to this, Ms Ghimire notes: 

“We have to go with them, because we are also responsible for that 

medication.  We have to go with them, we have to check how many 

medication is there, how many medication we are giving.  We are witness, 

but we are responsible (indistinct), and if there is a problem we are also 

responsible for the problem, so we have to ensure that we are giving correct 

dose, correct medication to the correct person, and then we have to sign as 

a witness and we go together, and then registered nurse give the medication, 

but we have to witness that residents are swallowing the medication.  So we 

are with them all the time until they take the medication.”432 

425 Witness statement of Sanu Ghimire at [21] - [24] 
426 Witness statement of Sanu Ghimire at [25] - [27] 
427 Witness statement of Sanu Ghimire at [34] - [39] 
428 Transcript dated 4 May 2022 at PN5327 
429 Transcript date 4 May 2022 at PN5328 
430 Witness statement of Sanu Ghimire at [41] 
431 Witness statement of Sanu Ghimire at [44] 
432 Transcript dated 4 may 2022 at PN5320 
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(g) Assist with dressings of wounds in accordance with the RN’s instructions433. 

2.216 Ms Ghimire would contribute to the care plan by sharing with the RN “how is our residents, 

what they prefer, how there is routine, so we contribute all up, but we don't finalise the final 

assessment”434.  

2.217 Ms Ghimire will also document her observations in progress notes and charts435. She notes 

that when there is a change in the care plan, “we have to do documentation for that. That 

is extra work for us.”436  

 

(viii) Environment - Conditions under which Work is Done  

2.218 The work is performed in accordance with a care plan, Ms Ghimire provides as follows: 

“Each resident at Uniting has a care plan. This is a formal document which records 

how the resident should be looked after and notes any specific requirements which 

need to be followed in order for a resident to be properly looked after. This is 

prepared by the Registered Nurse and RAO when a resident is admitted. This is 

reviewed and updated regularly by the RN with input from Care Service 

Employees.”437 

  

433 Witness statement of Sanu Ghimire at [43] 
434 Transcript dated 4 May 2022 at PN5307 
435 Transcript dated 4 May 2022 at PN5312 
436 Transcript dated 4 May 2022 at PN5314 
437 Witness statement of Sanu Ghimire at [18] 
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(l) Kristy Youd -- Personal Care Worker -- Masonic Care 

 

(i)  Period of Service in Role 

2.219 17 years. Ms Youd has worked at Masonic Care since 2005 as a Personal Care Worker.438 

 

(ii)  Period of Service in Industry 

2.220 17 years.Ms Youd has worked in the industry since 2005439 

 

(iii) Qualifications and Training  

2.221 Certificate III. Ms Youd holds a Certificate III in Aged Care440. 

2.222 Ms Youd is also required to undertake compulsory training on topics such as hand washing, 

infection control and recognising elder abuse441. 

 

(iv) Submissions as to Weight   

2.223 Without being disrespectful to the opinion held by Ms Youd, the following aspects of her 

evidence should attract little (if any) weight: 

(a) Underpayment. Ms Youd discusses the fact that she was underpaid by her 

employer.442 

(b) Short Staffing. In Ms Youd’s reply statement she comments on short-staffing443 We 

also address the issue of “staffing” in our submissions at Section 5. 

(c) COVID. To the extent Ms Youd’s evidence addresses the pandemic and its impacts, 

we rely upon the submissions at Section 5.444 

(v)  The Nature of the Work Performed 

2.224 Ms Youd describes the nature of the work in the following manner445: 

438 Witness statement of Kristy Youd, dated 24 March 2021 at [5] 
439 Witness statement of Kristy Youd, dated 24 March 2021 at [5] 
440 Witness statement of Kristy Youd, dated 24 March 2021 at [23] - [24] 
441 Witness statement of Kristy Youd, dated 24 March 2021 at [26] 
442 Witness statement of Kristy Youd, dated 24 March 2021 at [19] 
443 Witness statement of Kristy Youd, dated 19 April 2022 at [60] - [68] 
444 Witness statement of Kristy Youd, dated 24 March 2021 at [65] - [69], Witness statement of Kristy Youd, dated 19 

April 2022 at [8] - [59] 
445 Witness statement of Kristy Youd, dated 24 March 2021 at [45] - [46] 
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“There are a lot more poor behaviours from residents now than there used to be. 

think this is because they are coming into Aged Care later and when they are frailer 

or more demented. This makes them much harder to deal with both physically and 

mentally.  

Residents are now a lot more demanding and are so set in their ways about how 

they want things done.” 

 

(vi) Supervision 

2.225 Ms Youd is supervised by the Nurse in Charge, then the Clinical Nurse Manager, and the 

Facility Manager446. If there was an observation made and there was a bruising on the arm, 

Ms Youd would “go straight to the enrolled nurse”447 

2.226 During cross-examination Ms Youd expanded on this by stating: 

“Our initial reports, if we've got to report something, goes to the nurse in charge 

we're working under, and if it needs to be actioned further it will then go to the clinical 

nurse manager.”448  

The nurse in charge is normally an EN with the clinical manager being a RN.449 

 

(vii) The Level of Responsibility or Skill Involved in doing the Work 

2.227  Ms Youd performs the following tasks during her shift450: 

(a) visiting each resident that she is looking after to make sure that they are okay and 

that they haven't fallen or require any other assistance; 

(b) assist with feeding residents; 

(c) get them ready for the day - shower them, dry them, apply certain creams for their 

wounds, blow-dry their hair, shave them and dress them; 

(d) undertake paperwork - bowel charting, activities of daily living, fluid and food 

charting, behaviour charts, continence assessments, initial ACFI documentation. 

For Ms Youd, his documentation is a mix of paper and electronic based. Ms Youd 

446 Witness statement of Kristy Youd, dated 24 March 2021see Anne at [33] 
447 Transcript dated 4 May 2022 at PN5421 
448 Transcript dated 4 May 2022 at PN5418 
449 Transcript dated 4 May 2022 at PN5420 - PN5421 
450 Witness statement of Kristy Youd, dated 24 March 2021 at [30] 

4753



estimates that undertaking docuemtnation can “take us half an hour or longer” each 

afternoon451; 

 

(viii) Environment - Conditions under which Work is Done  

2.228 The Facility has 90 residents divided into 3 wings: two wings upstairs and one wing 

downstairs. The facility has a blend of high and low acuity residents452. 

2.229 Ms Youd stated that residents are sometimes violent with her453.  During cross-examination 

Ms Youd stated that she was verbally abused by four or five people every day. Ms Youd is 

trained, through her Certificate III in strategies to de-escalate situations and will “Talk 

calmly, distraction - when they don't work then we leave the room, just give some time to 

calm down.”454 

2.230 When in an unsafe situation, Ms Youd is instructed by her employer to remove herself from 

the situation455.  

 

  

451 Transcript dated 4 May 2022 at PN5410 
452 Transcript dated 4 May 2022 at PN9366 - PN5369 
453 Witness statement of Kristy Youd, dated 24 March 2021 at [70] 
454 Transcript dated 4 May 2022 at PN5396 
455 Transcript dated 4 May 2022 at PN5395 and PN5399 
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(m) Charlene Glass -- Carer --  Anglicare 

 

(i)  Period of Service in Role 

2.231 3 years. Ms Glass has worked as a Carer with Anglicare since 2019.456 

 

(ii)  Period of Service in Industry 

2.232 4 years. Ms Glass does not state her total period of service in the aged care industry, 

however, Ms Glass also worked in home care from 2018 to 2019.457 

 

(iii) Qualifications and Training  

2.233 Certificate IV. Ms Glass holds a Certificate IV in Aged Care with a medication 

competency458. 

2.234 Ms Glass chose to undertake a Certificate IV as it “gives you more ability to administer 

medications, so it gives you a wider scope to do more things at facilities.” 459 

(iv) Submissions as to Weight   

2.235 Without being disrespectful to the opinion held by Ms Glass, the following aspects of her 

evidence should attract little (if any) weight: 

(a) COVID. To the extent Ms Glass’ evidence addresses the pandemic and its impacts, 

we rely upon the submissions at Section 5.460 

(b) Pay. At paragraphs 90 - 92 of her Statement, Ms Glass expresses some general 

opinions about her pay working in aged care.  

 

(v)  The Nature of the Work Performed 

2.236 Ms Glass works with both high and low care residents, whom she provides with a full range 

of personal care461. 

2.237  Ms Glass provides a distinction between what she considers as low and high care residents 

and their needs: 

456 Witness statement of Charlene Glass, dated 29 March 2021 at [1] 
457 Witness statement of Charlene Glass, dated 29 March 2021 at [6] 
458 Witness statement of Charlene Glass, dated 29 March 2021 at [2] 
459 Transcript dated 4 May 2022 at PN6762 
460 Witness statement of Charlene Glass, dated 29 March 2021 at [4] - [50], [57] - [84] 
461 Witness statement of Charlene Glass, dated 29 March 2021 at [12] - [16] 
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“In low care, we have residents who may be experiencing dementia, but it would 

usually be less acute than in the high care wings. This means that you can have 

deeper conversations with them and build relationships in different ways; 

On the other hand, the high care section requires around the clock personal care. 

This includes feeding residents all their meals, full assistance with personal hygiene, 

looking after the mental and emotional wellbeing of residents and palliative care for 

residents at the end of their lives.”462 

 

(vi) Supervision 

2.238 Ms Glass reports into a RN463. 

2.239 Ms Glass will notify and seek advice from the RN: 

(a) “If I find there was skin tears, bruising, any changes in the skin that can cause cuts, 

you know, things like that.”464   

(b) If there is a change in resident condition such as the resident being less active, “if 

the behaviour is not - if it's out of sync we'd notify the RN straight away and she'd 

do a UTR assessment, yes.”465 

(c) If a resident is withdrawn.466 

(d) If a resident’s medication does not look right, Ms Glass would “take the trolley with 

me straightaway to the nurses' station and speak to the RN, because we have to 

keep that trolley with us at all times, yes, as well, yes.”467 

 

(vii) The Level of Responsibility or Skill Involved in doing the Work 

2.240 Ms Glass performs the following tasks during her shift468:  

(a) Daily assistance with showering, washing and drying, and dressing.  

(b) Changing of residents’ clothes.  

(c) Actively observing any skin changes to track and assess resident health.  

462 Witness statement of Charlene Glass, dated 29 March 2021 at [14] - [15] 
463Transcript dated 4 May 2022 at PN6736 
464 Transcript dated 4 May 2022 at PN6739 
465 Transcript dated 4 May 2022 at PN6745 
466 Transcript dated 4 May 2022 at PN6751 
467 Transcript dated 4 May 2022 at PN6779 
468 Witness statement of Charlene Glass, dated 29 March 2021 at [51] 
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(d) Moisturising residents twice daily.  

(e) Providing oral care twice a day including the cleaning of teeth/dentures, soaking 

dentures and moisturising lips.  

(f) Toileting of each resident at least 5 times over a 12-hour shift including assisting 

residents to the toilet. If bed-ridden, assisting residents to use a bed pan.  

(g) Applying barrier creams.  

(h) Changing incontinence pads if soiled.  

(i) Assisting residents with meals. If a resident is bed-ridden, she feeds them.  

(j) Answering call bells immediately. A call may be for any number of reasons, but we 

need to assume they are urgent.  

(k) Assisting residents in early morning 'mobilising' regimes.  

(l) Advocating for residents. 

2.241 Medications. Ms Glass assists with Schedule 4 medications. During cross examination Ms 

Glass agreed to this process for administering medications: 

(a) Ms Glass takes the prepared trolley with the Webster-paks469; 

(b) Ms Glass will check the that she has selected the Webster-pak for the right resident 

and that medications in the pak against the information and name of the medication 

against the pak470 

(c) Ms Glass will then observe the resident to ensure that the medication is taken471; 

(d) Ms Glass will then record that the tablet has been taken. 

(e) If the resident does not take the medication “we have an option on the tablets to say, 

'Administer at a later time', and then we come back at a later time to administer that 

specific medication”472, if the resident fails to take the medication for the second time 

she will then notify the RN473. 

(f) In addition to pre-packaged medications, Ms Glass can also administer eye drops 

and cremas.  

469 Transcript dated 4 May 2022 at PN6774 
470 Transcript dated 4 May 2022 at PN6775 - PN6778 
471 Transcript dated 4 May 2022 at PN6781 
472 Transcript dated 4 May 2022 at PN6784 
473 Transcript dated 4 May 2022 at PN6785 
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2.242 Advocacy. Ms Glass notes that advocating for her residents is one of her most important 

roles. An example of this was when a resident spoke to Ms Glass about a family member 

who as using her bankcard, without permission. Ms Glass notified the RN.474 

 

(viii) Environment - Conditions under which Work is Done  

2.243 Ms Glass describes the facility she works in as follows: 

“The facility provides residential aged care, respite care, palliative care and secure 

dementia care.  

Newmarch House is a single building with 3 wings. One of the wings is low care and 

the other two are high care. The building is all on one floor and everybody has their 

own room with en-suites.”475 

  

474 Transcript dated 4 May 2022 at PN6759 
475 Witness statement of Charlene Glass, dated 29 March 2021 at [9] - [10] 
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(n) Sally Fox -- Extended Care Assistant -- Tasman Health & Community Service 

 

(i)  Period of Service in Role 

2.244 18 years. Ms Fox has worked for Tasman Health and Community Service since 2004 as 

an Extended Care Assistant476. 

 

(ii)  Period of Service in Industry 

2.245 18 years. Ms Fox has worked in the aged care industry since 2004477. 

 

(iii) Qualifications and Training  

2.246 Qualifications. Ms Fox holds the following qualifications478: 

(a) Certificate Ill in Aged Care (2004);  

(b) Certificate IV in Aged Care (2015);  

(c) Certificate IV in Disability (2006);  

(d) Certificate IV in Training and Assessment (TAE40110) (2011);  

(e) Certificate IV in Training and Assessment (TAE40116) (2019);  

(f) Certificate Ill in Childcare (2004);  

(g) Diploma in Children's Services (2007),  

(h) Certificate II in Business (2010);  

(i) Certificate Ill in Business (2011);  

(j) Apply First Aid (yearly);  

(k) Basic Life Support (yearly);  

(l) Understanding Dementia (Wicking Dementia Research & Education Centre) (2018); 

2.247 Ms Fox also undertakes mandatory online training in COVID-19, elder abuse, manual 

handling and health and safety479. 

476 Witness statement of Sally Fox, dated 29 March 2021 at [23] 
477 Witness statement of Sally Fox, dated 29 March 2021 at [2] 
478 Witness statement of Sally Fox, dated 29 March 2021 at [14] 
479 Witness statement of Sally Fox, dated 14 April 2022 at [45] 
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2.248 Ms Glass undertook her Certificate IV in training and assessment to “deliver basic life 

support training internally to staff, instead of the organisation paying an external provider to 

deliver the training” 480 

 

(v)  The Nature of the Work Performed 

2.249 Ms Fox identifies that as an ECA she has the most contact with residents and provides the 

“vast majority” of care481. 

 

(vi) Supervision 

2.250 Ms Fox states: 

“I am not actively supervised during my ECA shifts. I am expected to perform my 

work and manage my own time. If I need medical guidance or assistance, I speak 

to the RN on shift.”482 

2.251 Ms Fox will consult the RN: 

(a) If there is a concern with the stool of a resident, Ms Fox will call the RN to the room 

to see the resident straight away483; 

(b) If she notices a concern with the urine output from a catheter; 

(c) While showering a resident, if she identifies any “concerns I will document this and 

bring it to the attention of the RN so that they can consider whether a resident needs 

treatment.” 

 

(vii) The Level of Responsibility or Skill Involved in doing the Work 

2.252 Ms Fox performs the following tasks during her shift: 

(a) Getting residents out of bed using the sara steady lifting device to “help them stand, 

walk to the bathroom and sit on the toilet”484. Some residents cannot stand without 

assistance therefore Ms Fox will also need to use a sling485; 

480 Witness statement of Sally Fox, dated 14 April 2022 at [19 
481 Witness statement of Sally Fox, dated 29 March 2021 at [71] 
482 Witness statement of Sally Fox, dated 29 March 2021 at [70] 
483 Witness statement of Sally Fox, dated 29 March 2021 at [792] 
484 Witness statement of Sally Fox, dated 29 March 2021 at [78] 
485 Witness statement of Sally Fox, dated 29 March 2021 at [80] 
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(b) Assisting with showering, toileting whilst observing their condition and ‘tracking’ any 

observations (documenting)486.  

(i) In this regard, Ms Fox will observe a resident whilst they go to the toilet for 

any signs that they may be unwell487. Ms Fox will also check the continence 

pads to see if the resident has urinated and tracks this488; 

(ii) When showering Ms Fox checks the resident’s body489; 

(iii) Dress the resident in their chosen clothes490; 

(iv) For residents with catheters, Ms Fox will record their urine output.491  

(c) Ms Clarke will tidy the resident’s room by “disposing of incontinence pads, folding 

and putting clothes away and making the bed. It might also involve stripping the bed 

if the resident was incontinent, and washing down the soiled sheets before putting 

them in the laundry.”492 

(d) Supervising residents whilst they eat in the dining room493; 

(e) Attending to call bells494; 

(f) Completing documentation495 

 

 

  

486 Witness statement of Sally Fox, dated 29 March 2021 at [81] - [97] 
487 Witness statement of Sally Fox, dated 29 March 2021 at [81] - [89] 
488 Witness statement of Sally Fox, dated 29 March 2021 at [87] 
489 Witness statement of Sally Fox, dated 29 March 2021 at [96] 
490 Witness statement of Sally Fox, dated 29 March 2021 at [106] 
491 Witness statement of Sally Fox, dated 29 March 2021 at [94] 
492 Witness statement of Sally Fox, dated 29 March 2021 at [107] 
493 Witness statement of Sally Fox, dated 29 March 2021 at [109] 
494 Witness statement of Sally Fox, dated 29 March 2021 at [113] 
495 Witness statement of Sally Fox, dated 29 March 2021 at [114] 
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(o) Geronima Ortillano Bowers -- Personal Care Worker  --  Brightwater Care Group; 

 

(i)  Period of Service in Role 

2.253 15 years. Ms Bowers has worked as a PCW for Brightwater Care Group since 2007.496 

 

(ii)  Period of Service in Industry 

2.254 15 years. Ms Bowers has 15 years’ service in the aged care industry.497 

 

(iii) Qualifications and Training  

2.255 Qualifications. Ms Bowers has a Certificate III and Certificate IV in Ageing Support before 

she started working in the industry498. Ms Bowers chose to undertake her Certificate IV as 

she considered that the Certificate IV gives her “more understanding of how to deal with 

caring for the most vulnerable members of our society”.499  

2.256 Ms Bowers undertakes refresher training every 6 months on manual handling, elder abuse 

and COVID-19 measures500. 

2.257 Ms Bowers identifies in her statement that there is usually no specialised training for PCWs 

who work with residents who have dementia501. However, she contradicts this during cross-

examination: 

Mr Ward: Are there any particular competencies the Certificate IV gave you that the 

Certificate III didn't? 

Ms Bowers: It's just an extra module (indistinct) for me and all that stuff.  Other than 

that, yes, it's just a little bit of management I guess sort of thing, like a little bit more 

upgrade than the Certificate III. 

Me Ward: Did it teach you how to care for people with dementia better? 

Ms Bowers: Yes.  And also, apart from that, also I acquired understanding of 

dementia from the University of Tasmania as well, so I have that certificate also.502 

496 Witness statement of Geronima Bowers, dated 1 April 2021 at [6] - [8] 
497 Witness statement of Geronima Bowers, dated 1 April 2021 at [5] 
498 Witness statement of Geronima Bowers, dated 1 April 2021 at [15] 
499 Transcript, dated 11 May 2022 at PN11820 
500 Witness statement of Geronima Bowers, dated 1 April 2021 at [16] 
501 Witness statement of Geronima Bowers, dated 1 April 2021 at [23] 
502 Transcript, dated 11 May 2022 at PN11821 - PN11822 
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2.258 Ms Bowers also undertook a course in Understanding of Dementia which took her two hours 

every week for three months.503 

2.259 Ms Bowers is medication competent and this was achieved through her Certificate III504. In 

this respect she also notes that she was trained by the RN505. 

 

(iv) Submissions as to Weight   

2.260 Without being disrespectful to the opinion held by Ms Bowers, the following aspects of her 

evidence should attract little (if any) weight: 

(a) Short Staffing. In Ms Bowers’s statement she comments on short-staffing and staff 

not being appropriately qualified.506 We also address the issue of “staffing” in our 

submissions at Section 5. 

 

(v)  The Nature of the Work Performed 

2.261 Ms Bowers works in the Acute Dementia Ward with about 20 residents who all have acute 

dementia507. The ward in which Ms Bowers works is “a secure ward, because most of the 

residents that we have unpredictable behaviours and it's sometimes they don't know if 

they're going to run away or something like that”.508 

2.262 Ms Bowers asserts that at her facility nearly half of all residents in aged care have serious 

health or behavioural conditions like dementia and depression509 and that this means that 

PCWs are doing more to assist and support the residents510. 

2.263 Ms Bowers states that working with dementia is difficult both mentally and physically as 

they experience quick behavioural changes, can break items, go into other’s rooms or 

cause fights511. 

 

  

503 Transcript, dated 11 May 2022 at PN11828 - PN11859 
504 Transcript, dated 11 May 2022 at PN11872 
505 Transcript, dated 11 May 2022 at PN11873 
506 Witness statement of Geronima Bowers, dated 1 April 2021 at [19], [27] 
507 Witness statement of Geronima Bowers, dated 1 April 2021 at [12] 
508 Transcript, dated 11 May 2022 at PN11852 
509 Witness statement of Geronima Bowers, dated 1 April 2021 at [18] 
510Witness statement of Geronima Bowers, dated 1 April 2021 at [19] 
511 Witness statement of Geronima Bowers, dated 1 April 2021 at [24] 
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(vi) Supervision 

2.264 Ms Bowers states that there are usually three or four nurses on shift512. 

2.265 Ms Bowers will alert the RN when: 

(a) She notices a skin tear when showering a resident to “come and assess that 

wound”513 . Ms Bowers clarifies that it is the RN, not the EN who dresses the 

wound514; 

(b) When the medication looks wrong, Ms Bowers will “ask the RN to come and check, 

and then obviously then can make an investigation of what it is.”515 

(c) If the sugar level is high, then Ms Bowers must inform the RN immediately516 who 

will determine what happens next.  

(d) If a resident falls Ms Bowers will make them feel comfortable “then inform the RN 

straight away, so, within a very short period of time, the RN will rush in and check 

the resident, if they're okay, not broken bones, but because we're not allowed to 

move them until the nurses is able to say that, 'Now everything is okay, then you 

can put them back to bed', or something like that.”517 

 

(vii) The Level of Responsibility or Skill Involved in doing the Work 

2.266 Ms Bowers explains the work she performs as being “Personal care work which covers 

tasks such as showering, dressing, toileting, wound care, and hygiene”518. 

2.267 When questioned about the wound care being performed, Ms Bowers stated: 

Mr Ward: So, if you were assisting them in that sense you're keeping the resident 

calm while the nurse dresses the wound? 

Ms Bowers  Exactly, yes, and helping hands obviously.519 

2.268 After the RN dresses the wound, it can be either Ms Bowers or an EN who can fasten the 

wrapping and a RN will check the work: 

512 Witness statement of Geronima Bowers, dated 1 April 2021 at [20] 
513 Transcript, dated 11 May 2022 at PN11860 
514 Transcript, dated 11 May 2022 at PN11862 
515 Transcript, dated 11 May 2022 at PN11894 
516 Transcript, dated 11 May 2022 at PN11918 
517 Transcript, dated 11 May 2022 at PN11929 
518 Witness statement of Geronima Bowers, dated 1 April 2021 at [13] 
519 Transcript, dated 11 May 2022 at PN11863 

4764



“If it's loose then we have to do it ourselves, if the nurse isn't available as well as the 

enrolled nurse, so we have to do it, and exchange that to prevent from getting worse 

or getting more infected, and then the nurse will come along and check if 

everything's okay, and, you know, obviously they are more qualified than us, then 

they will assess the situation.”520 

2.269 Ms Bowers assists with medication administration. 

(a) Counts and reads the Webster-paks to ensure that it is the correct medication at the 

right time521 there are picture on the charts, information on the blister pack and on 

the iPad that can assist Ms Bowers to identify the medication522. 

(b) The iPad will also detail how the medication is to be administered, this is on the 

resident’s profile.523 

(c) Administering medications may be difficult for people with dementia as Ms Bowers 

has to persuade them “you have to talk to them and all that stuff because the 

medication has to be taken”524; 

(d) Ms Bowers will then record that the medication has been taken, or “inform the RN 

that this patient's not taking their medication.” 

2.270 Providing companionship to residents by sitting down and talking to them and making them 

feel relaxed525. 

2.271 Undertaking administrative duties such as progress notes.   

(a) Ms Bowers states that everything has to be documented “everything has to be 

recorded, including the eating, yes, the nutritions, the fluid intakes, everything has 

to be recorded so the next shift can do what - you know, they can assess that person 

if he's not eating well or not drinking well and then we can inform the RN as well and 

say there's maybe something wrong with this person because they're not eating and 

not drinking well.” 

(b) Ms Bowers will write notes and then enter her notes into the computer at the end of 

her shift as “we cannot simply do it while we're at work, I mean our opportunity, 

because the demand is too high, the volume of it is so high, so we do that in our 

520 Transcript, dated 11 May 2022 at PN11864 
521 Witness statement of Geronima Bowers, dated 1 April 2021 at [13] 
522 Transcript, dated 11 May 2022 at PN11882 
523 Transcript, dated 11 May 2022 at PN11886 
524 Transcript, dated 11 May 2022 at PN11888 
525 Witness statement of Geronima Bowers, dated 1 April 2021 at [13] 
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own spare time of doing the documentation of it.” Sometimes Ms Bowers does not 

have the time to enter the information and does this without pay.526 

 

(viii) Environment - Conditions under which Work is Done  

2.272 Due to working in dementia care she always needs to be on high alert.527  

526 Transcript, dated 11 May 2022 at PN11901 
527 Witness statement of Geronima Bowers, dated 1 April 2021 at [25] 
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(p) Judeth Clarke -- Personal Care Worker --  BaptCare 

 

(i)  Period of Service in Role 

2.273 7 Years. Ms Clarke has worked for Baptcare for 7 years as a PCW.528 

 

(ii)  Period of Service in Industry 

2.274 48 years. Ms Clarke has worked in the aged care industry for 48 years.529 

 

(iii) Qualifications and Training  

2.275 Qualifications. Ms Clarke holds a Certificate III in Aged Care and an Advanced Practices 

Certificate530. 

2.276 Ms Clarke describes the Advanced Practices Certificate as being “trained and you would 

follow a doctor’s direction”531. This would be similar to obtaining a medication competency.  

 

(iv) Submissions as to Weight   

2.277 Without being disrespectful to the opinion held by Ms Clarke, the following aspects of her 

evidence should attract little (if any) weight: 

(a) Rate of Pay. Ms Clarke expresses the opinion that she has not seen any “real 

improvement in the wages of PCW’s” and that the increase in wages is modest 

compared with the sorts of increase that people in order industries have received532.   

 

(v)  The Nature of the Work Performed 

2.278 Ms Clarke states that in order to work in aged care, “you have to have empathy and you 

have to care”533. 

 

(vi) Supervision 

528 Witness statement of Judeth Clarke, dated 29 March 2021 at [6] 
529 Witness statement of Judeth Clarke, dated 29 March 2021 at [4] 
530 Witness statement of Judeth Clarke, dated 29 March 2021 at [3] 
531 Transcript dated 11 May 2022, PN11989 
532 Witness statement of Judeth Clarke, dated 29 March 2021 at [14] 
533 Witness statement of Judeth Clarke, dated 29 March 2021 at [12] 

4767



2.279 Ms Clarke does not explicitly state who she is supervised by, however she notes that she 

calls a RN or an EN for nursing assistance534.  

2.280 These include notifying a RN when there is an adverse action to a new medication535 or 

when the medication does not look right536, when she notices a skin tear or bruising537 and 

when a resident’s condition has deteriorated538. 

 

(vii) The Level of Responsibility or Skill Involved in doing the Work 

2.281  Ms Clarke states her duties include539: 

(a) Assisting residents get up out of bed; 

(b) Toileting, showering and dressing residents; 

(c) Cleaning the kitchen (servery) area; 

(d) Managing behaviours; 

(e) Checking medications; 

(f) Monitoring residents for skin wounds and reporting this to the RN/EN; 

(g) Turning residents every 2 hours; 

(h) Resettling residents 

2.282 Medications. Ms Clarke will undertake medication rounds. The medication comes in a 

Webster-pak or sachet. Before giving the medication, Ms Clarke will check the medication 

to ensure that it is correct. The chemist or pharmacist will provide information on the 

medication on how the medication can be taken540. After this, the med chart will detail how 

the medication is to be taken  

2.283 In addition to personal care duties, Ms Clarke is also required to attend to call bells, charting 

and progress notes.541 

2.284 Ms Clarke will conduct activities with residents after the leisure officers finish to keep “mind 

and their body and their soul, you know, in good condition as we can”.542 

534 Witness statement of Judeth Clarke, dated 29 March 2021 at [17] 
535 Witness statement of Judeth Clarke, dated 29 March 2021 at [22] 
536 Transcript dated 11 May 2022, PN12035 
537 Transcript dated 11 May 2022, PN12037 
538 Transcript dated 11 May 2022, PN12041 
539 Witness statement of Judeth Clarke, dated 29 March 2021 at [11] 
540 Transcript dated 11 May 2022, PN12029 
541 Witness statement of Judeth Clarke, dated 29 March 2021 at [13] 
542 Transcript dated 11 May 2022, PN12010 
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2.285 Ms Clarke likes working in the dementia wing as “that was the place that I liked to be in with 

the ladies and, you know, hair and nails, and stuff like that.” 543 

2.286 Ms Clarke will not undertake wound care as this is the task of the RN. If the RN needs to 

delegate the task, they will do this to EN544  

2.287 Progress notes. Ms Clarke will document progress notes “I still to this day carry a 

notebook, a flippy notebook, and I write things down as I go, and then when it's calm, usually 

before the first person goes off at 8 o'clock, so that I can go out to do my notes, because 

the computers can't be in a dementia ward or we'd never have computers.:” 545  

 

(viii) Environment - Conditions under which Work is Done  

2.288 Ms Clarke states that over the years, residents are coming in with higher needs and the 

work is more demanding. 

2.289 Residents can sometimes become violent and Ms Clarke notes that she has been kicked a 

few times546. When in an unsafe situation, Ms Clarke follows the BaptCare procedure to 

“Distract, redirect, and call for help.”547 

 

  

543 Transcript dated 11 May 2022, PN11999 
544 Transcript dated 11 May 2022, PN12047 - PN12048 
545 Transcript dated 11 May 2022, PN12052 
546 Transcript dated 11 May 2022, PN12015 
547 Transcript dated 11 May 2022, PN12020 
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(q) Tracy Roberts -- Personal Care Worker  --  Respect Group 

 

(i)  Period of Service in Role 

2.290 3 years. Ms Roberts has worked as a PCW for the Respect Group since 2019.548 

 

(ii) Qualifications and Training  

2.291 Certificate III. Ms Roberts attained her certificate III in Aged Care in 2015.549 

 

(iii) Submissions as to Weight   

2.292 Without being disrespectful to the opinion held by Ms Roberts, the following aspects of her 

evidence should attract little (if any) weight: 

(a) Reply Statement. Ms Roberts’ Reply Statement is of little probative value to the 

Commission and should be disregarded.  

 

(iv)  The Nature of the Work Performed 

2.293 Ms Roberts states that residents are coming in with more complex care needs and health 

concerns than when she started in aged care550.  

2.294 Ms Roberts states that most residents now have severe or chronic conditions that require 

round the clock care551.   

(v) Supervision 

2.295 Ms Roberts reports that she is predominately supervised by the RN when working a carer 

shift552. 

2.296 The RN will conduct a Handover during which information is shared regard residents 

including wound care, behaviour and medications.553 

 

(vi) The Level of Responsibility or Skill Involved in doing the Work 

548 Witness statement of Tracy Roberts, dated 23 March 2021 at [89] 
549 Witness statement of Tracy Roberts, dated 23 March 2021 at [11] 
550 Witness statement of Tracy Roberts, dated 23 March 2021 at [143] 
551 Witness statement of Tracy Roberts, dated 23 March 2021 at [145] 
552 Witness statement of Tracy Roberts, dated 23 March 2021 at [141] 
553 Witness statement of Tracy Roberts, dated 23 March 2021 at [118] 
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2.297 When performing work as a carer, Ms Roberts undertakes the following tasks: 

(a) Assisting with toileting and showering, generally using aids. Ms Roberts notes that 

she manages bowel accidents by monitoring residents for the habits such as 

fidgeting 554; 

(b) Monitoring resident’s bowel health555; 

(c) Assist with feeding by checking that their tables are clean and set up. To assist 

residents, Ms Roberts will ensure that the resident is upright with food within their 

reach, monitor the resident to ensure they can eat the food being served and that 

the texture is correct, cut up meals, feed the resident, clean the resident after 

eating556; 

(d) Assist the RN with medications by witnessing them administer insulin to ensure that 

it is the correct dosage. Ms Roberts also administering creams557. 

(e) Ms Roberts will clean residents who have had an accident as the cleaners do not 

undertake this task558. 

  

554 Witness statement of Tracy Roberts, dated 23 March 2021 at [94] - [101]. 
555 Witness statement of Tracy Roberts, dated 23 March 2021 at [102] 
556 Witness statement of Tracy Roberts, dated 23 March 2021 at [105] - [106] 
557 Witness statement of Tracy Roberts, dated 23 March 2021 at [114] - [115]. 
558 Witness statement of Tracy Roberts, dated 23 March 2021 at [116] 
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(r) Anita Field -- AIN  --  Leigh Place 

 

(i)  Period of Service in Role 

2.298 9 years. Ms Field worked as an AIN at Leigh Place and Australian Unity from 2006 to 

2017559. 

 

(ii) The Level of Responsibility or Skill Involved in doing the Work 

2.299 Ms Field describes her duties as an AIN as follows560: 

(a) checking in on residents at the start of my shift;  

(b) informing residents about breakfast time;  

(c) assisting with dressing;  

(d) taking residents to the dining hall (including residents with walkers and wheelchairs);  

(e) assisting with dishing out meals;  

(f) tidying the kitchen; 

(g) making beds;  

(h) washing and drying of clothes; and  

(i) assisting with showering  

2.300 Administering medication (paracetamol and vitamins); 

(a) Ms Field used to administer paracetamol in the retirement village, she did not 

administer medication otherwise. In this respect, Ms Field notes that “AIN nurse in 

Leigh Place is full on with the Webster-pak”561. 

(b) Ms Field goes onto to clarify: 

“Webster-pak medication that's what we use in Leigh Place, but in aged care 

retirement village – sorry, in retirement village in Australian Unity we have 

very limited, because you don't really need a certificate to work in retirement 

village, because it's a low care facility, and so when we give the medications 

we only give sort of, like, vitamins and Paracetamol, that's all; very low”.562 

559 Witness statement of Anita Field, dated 30 March 2021 at [5], [12]. 
560 Witness statement of Anita Field, dated 30 March 2021 at [8] 
561 Transcript dated 6 May 2022, PN7656 
562 Transcript dated 6 May 2022, PN7658 
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(s) Marion Jennings -- HSU Official (former Care Service Employee at Uniting)  

 

(i)  Period of Service in Role 

2.301 9 years. Ms Jennings currently works for the HSU but gave evidence in her capacity as a 

Care Service Employee. Ms Jennings commenced working as a CSE in 2013563. 

 

(ii) Period of Service in the Industry 

2.302 9 years. Ms Jennings did not work in Aged Care prior to her employment with Uniting in 

2013.  

 

(iii) Qualifications and Training  

2.303 Qualifications. Ms Jennings holds a Certificate III in Aged Care and a Bachelor of 

Dementia Care564. 

2.304 Ms Jennings undertook her Bachelor of Dementia Care as she felt unprepared to work in a 

dementia specific facility and did the course “to get a further knowledge”565. Ms Jennings 

does not think that working with dementia requires employees to go as far as a degree, but 

“having completed the Cert III, having more units perhaps in specifically dementia care I 

think would be a requirement or something that would be beneficial for the residents, and 

for the workers themselves”566 

2.305 Ms Jennings does not identify that any other internal training that was provided by her 

employer567 and that most of the training she received was “on the job”.568       

 

(iii) Submissions as to Weight   

2.306 Without being disrespectful to the opinion held by Ms Jennings, the following aspects of her 

evidence should attract little (if any) weight: 

(a) Agency Workers. Ms Jennings’ expresses the opinion that Uniting engaged agency 

carers to manage staff numbers and that this impacted the care provided.569 

563 Witness statement of Marion Jennings, dated 26 March 2021 at [6] 
564 Witness statement of Marion Jennings, dated 26 March 2021 at [5] 
565 Transcript dated 2 May 2022, PN2798 
566 Transcript dated 2 May 2022, PN27799 
567 Witness statement of Marion Jennings, dated 26 March 2021 at [25] - [32] 
568 Witness statement of Marion Jennings, dated 26 March 2021 at [29] 
569 Witness statement of Marion Jennings, dated 26 March 2021 at [33] 
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(b) Meal Breaks. Ms Jennings’ discusses an issue she had with her employer regarding 

meal and rest breaks, this is not a matter relevant to a work value consideration570.  

(c) COVID. To the extent Ms Jennings’ evidence addresses the pandemic and its 

impacts, we rely upon the submissions at Section 5. 

(d) Burnout. Ms Jennings makes the observation that there has been a reduction in 

enrolments in the Certificate III course.571    

 

(iv)  The Nature of the Work Performed 

2.307 Ms Jennings worked in a dementia specific facility572.  

2.308 In 2019, her facility began to shift to the household model of care573 with each house 

providing low and high care 574. 

2.309 The shift to the household model of care meant that there was no longer “distinct lower care 

and higher care sections”575 

 

(v) Supervision 

2.310 Ms Jennings reported into the EN on shift, but there was also a RN who was available576. 

2.311 Ms Jennings during cross examination states that there was “only a registered nurse during 

the day though” and there was an EN who was rostered on the afternoon shift and was the 

“team leader.”577 

2.312  Ms Jennings will report into the EN, when: 

(a) A resident falls Ms Jennings will notify the EN and they would make the decision as 

to whether the resident was to go to hospital. Ms Jennings would assist to make 

sure the resident remains clam  

 

  

570 Witness statement of Marion Jennings, dated 26 March 2021 at [55] - [59]. 
571 Witness statement of Marion Jennings, dated 15 April 2022 at [22]. 
572 Witness statement of Marion Jennings, dated 26 March 2021 at [9] - [12]. 
573 Witness statement of Marion Jennings, dated 26 March 2021 at [13] - [16] 
574 Witness statement of Marion Jennings, dated 26 March 2021 at [18] - [19] 
575 Transcript dated 2 May 2022, at PN2814 
576 Transcript dated 2 May 2022, at PN2807 - PNPN2811 
577 Transcript dated 2 May 2022, at PN2808 
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(vi) The Level of Responsibility or Skill Involved in doing the Work 

2.313 Ms Jennings worked in the household model of care, which has care workers perform a 

wider range of tasks.  

(a) Kitchen. In relation to the kitchen in the “house”, Ms Jennings states “no actual 

cooking that took place in a kitchen other than toasted sandwiches and 

coffee making”.578 The central kitchen was responsible for the meal preparation579. 

(b) Laundry.  Ms Jennings notes that she was responsible for the washing of clothes 

“We did have a centralised laundry, and particular like faeces-stained linen and 

clothes would go up to the central laundry, because they had larger, more industrial 

machines, but the residents' day-to-day clothes were done within the household.” 

The sheets and towels now go to an external laundry provider. 

(c) Cleaning.  An outsourced cleaner will come and do the routine cleaning, be it the 

vacuuming or the cleaning of the bathrooms580. Ms Jennings notes that a lot “of the 

cleaning under this household model then changed over to the carers”581. In this 

respect notes that a lot of routine cleaning took place as she “went” and that the 

carer’s did a lot of the “ongoing cleaning, and the floor-mopping”582 at night. 

2.314 When performing work as a CSE, Ms Jennings undertakes the following tasks: 

(a) Serving afternoon tea and dinner (which was pre-made), thickening fluids, assisting 

residents and supervising residents583. Only a speech pathologist or a medical 

practitioner could prescribe the thickening of fluids584. Ms Jennings notes that “CSEs 

would also then need to check to ensure the right foods were allocated to the right 

resident”585; 

(b) Providing care in accordance with the care plan586. Ms Jennings describes the care 

plan as: “Care plans were used to give direction as they outlined residents care 

needs as most of our residents were unable due to their dementia diagnosis to make 

their own health and care decisions”587; 

578 Transcript dated 2 May 2022, at PN2818 
579 Transcript dated 2 May 2022, at PN2821 
580 Transcript dated 2 May 2022, at PN2828 
581 Transcript dated 2 May 2022, at PN2829 
582 Transcript dated 2 May 2022, at PN2831 
583 Witness statement of Marion Jennings, dated 26 March 2021 at [63] - [80]. 
584 Witness statement of Marion Jennings, dated 26 March 2021 at [77] 
585 Witness statement of Marion Jennings, dated 26 March 2021 at [76 
586 Witness statement of Marion Jennings, dated 26 March 2021 at [84] 
587 Witness statement of Marion Jennings, dated 26 March 2021 at [84] 

4775



(c) Showering residents whilst looking for changes in their body condition588; 

(d) Assisting with dressing residents589; 

(e) Communicating with residents590; 

(f) Observing residents take medication assisted by a CSE591; 

(g) Completing documentation such as bowel movements592, progress notes593, blood 

pressure594, blood sugar595, food charting596. 

(h) Undertaking blood pressure, blood sugar and urine analysis. 

(i) ACFI paperwork. Ms Jennings notes that as a “CSE we were really only involved 

in a few areas of it.  So all the other areas the RN took control of, and I'm not sure 

who else, because I wasn't involved with that.”597. In this respect Ms Jennings would 

complete documentation in relation to activities of Daily Living, these include bowel 

and urine movements and behavioural questions. These questions would take 20 - 

30 minutes per resident per day to complete598  

 

(viii) Environment - Conditions under which Work is Done  

2.315 The facility in which Ms Jennings worked is described as follows599: 

Waratah, where I was assigned to work, was one of the bigger dementia care 

sections or houses at Uniting. It housed 22 residents, and consisted of:  

(a) a small lounge room;  

(b) 22 bedrooms, each with their own bathrooms, situated throughout the 

house;  

(c) a toilet;  

(d) a utilities room, where the laundry was located; 

 (e) a large dining room; and  

588 Witness statement of Marion Jennings, dated 26 March 2021 at [94] - [104] 
589 Witness statement of Marion Jennings, dated 26 March 2021 at [105] - [112] 
590 Witness statement of Marion Jennings, dated 26 March 2021 at [130] - [132]. 
591 Witness statement of Marion Jennings, dated 26 March 2021 at [185] - [191]. 
592 Witness statement of Marion Jennings, dated 26 March 2021 at [133] - [138]. 
593 Witness statement of Marion Jennings, dated 26 March 2021 at [143] - [146] 
594 Witness statement of Marion Jennings, dated 26 March 2021 at [149]. 
595 Witness statement of Marion Jennings, dated 26 March 2021 at [156]. 
596 Witness statement of Marion Jennings, dated 26 March 2021 at [176] 
597 Transcript dated 2 May 2022, at PN2836 
598 Witness statement of Marion Jennings, dated 26 March 2021 at [48] 
599 Witness statement of Marion Jennings, dated 26 March 2021 at [22] - [23] 
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(f) a kitchen.  

The house was so large and long that walking or escorting a resident with low 

mobility from one side of the house to the other side of the house could take as long 

as 3 minutes 

2.316 Ms Jennings states that some residents would get physically aggressive600. Ms Jennings 

would try “various strategies to calm an agitated or aggressive resident, including using a 

distraction or giving them space. However, sometimes if the aggression or anger was 

putting me, other CSEs or other residents at risk, I would need to notify management.”601   

  

600 Witness statement of Marion Jennings, dated 26 March 2021 at [113] 
601 Witness statement of Marion Jennings, dated 26 March 2021 at [114] 
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(t) Helen Platt -- Care Supervisor -- Anglicare  

 

(i)  Period of Service in Role 

2.317 3 years. Ms Platt has been a Care Supervisor since April 2019602. 

 

(ii) Period of Service in the Industry 

2.318 12 years. Ms Platt has worked in aged care for approximately 12 years in the positions of 

personal carer and community care.603 

 

(iii) Qualifications and Training  

2.319 Qualifications. Ms Jennings holds a Certificate III in Aged Care and a Certificate IV in aged 

Care604. 

2.320 Ms Platt has also completed a course in Dementia Care, which she states this makes her 

a ‘dementia care specialist’605. This means that she has had “formal training in dementia 

care to, you know, control or divert behaviours, you know how to care for somebody with 

dementia in a more in-depth way, rather than just come in and do - we do have personal 

carers in the dementia unit.  But then we have a dementia-care specialist that - so if a 

behaviour arises they're trained on how to divert and to control that situation.” 606  

2.321 Ms Platt does not specify the internal training she undertakes but notes that it is done on 

the work computer or at home after hours on her personal computer607. 

2.322 Ms Platt is ‘medication competent’ which means that she has undertaken training with an 

educator on site, in this respect Ms Platt provides that “It's not even one day, it's - you know, 

you'll sit down and she'll run through the criteria of medication and then you'll sit down and 

do a written exam on, you know, how to administer medication.  And then she will come 

and she will watch you to do that medication dispensing and then you're deemed 

competent.  It probably runs over three days sporadically.”608      

 

602 Witness statement of Helen Platt, dated 26 March 2021 at [8] 
603 Witness statement of Helen Platt, dated 26 March 2021 at [4]-[6]. 
604 Witness statement of Helen Platt, dated 26 March 2021 at [11]-[12]. 
605 Witness statement of Helen Platt, dated 26 March 2021 at [14]. 
606 Transcript dated 3 May 2022, PN4770 
607 Witness statement of Helen Platt, dated 26 March 2021 at [94]. 
608 Transcript dated 3 May 2022, PN4784 
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(iii) Submissions as to Weight   

2.323 Without being disrespectful to the opinion held by Ms Jennings, the following aspects of her 

evidence should attract little (if any) weight: 

(a) restructure. Ms Platt states that the kitchen manager was dismissed for “budgeting 

reasons”.609 

(b) COVID. To the extent Ms Platt’s evidence addresses the pandemic and its impacts, 

we rely upon the submissions at Section 5. With regards to Ms Platts comments at 

[102] to [104], these statements have been made without foundation as Ms Platt is 

not a medical professional and no weight should be given to them.  

(c) Pay. Ms Platt details that the “low rate of pay” hasn’t impacted her significantly and 

goes onto detail experience of her colleagues and the cost of day-care. With respect 

to Ms Platt, this evidence is hearsay, and is not relevant to a work value 

consideration.610    

 

(iv)  The Nature of the Work Performed 

2.324 Ms Platt works in a 3-storey building with 74 residents that range from low to high care. 

There is also a dementia ward with 18 residents611. 

2.325 Ms Platt notes that the facility she currently works at “has the most demanding residents” 

she has ever experienced612. 

2.326 Ms Platt states that there are “less and less staff and more and more challenging residents 

with high care needs and more and more responsibility for the carers. There are not enough 

hours in our working day.”613  

 

(v) Supervision 

2.327 Ms Platt is a care supervisor which means she supervises staff, this involves supervising 

staff, attending to staff shortages and making up rooms for new residents. When performing 

609 Witness statement of Helen Platt, dated 26 March 2021 at [55] 
610 Witness statement of Helen Platt, dated 26 March 2021 at [106]-[107] 
611 Witness statement of Helen Platt, dated 26 March 2021 at [7] 
612 Witness statement of Helen Platt, dated 26 March 2021 at [50] 
613 Witness statement of Helen Platt, dated 26 March 2021 at [82] 
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this role she will supervise approximately 25 to 30 care staff614 However due to shortages, 

Ms Platt is working as carer615. 

2.328 Ms Platt will report to the RN if she has “any issues”616, however the RN do not work on the 

same floor as they attend to all 74 residents at the facility. Ms Platt also states that she does 

not see her manager, care manager or any form of management “on the floor”617.  

2.329  Ms Platt went on to detail that: 

(a) her boss is the RN618 ; 

(b) she will contact the RN to determine what should happen if a resident has fallen as 

she is “not qualified to determine hips or joints or skin tears.”619 

(c) She will contact the RN straight away if she notices a bruise on a resident620; 

(d) Ms Platt will notify the RN of any skin integrity issues so that the RN can consider 

the appropriate treatment621 

 

(vi) The Level of Responsibility or Skill Involved in doing the Work 

2.330 Ms Platt details the work that she performs in a day: 

Personal Care 

(a) She begins by setting up a trolley to give a resident a bath, clean their room, check 

their oral care and check for any skin integrity issues622; 

(b) She will attend a handover with an RN who will “tell us about any tasks that are 

pending in the handover. This includes telling us who needs to be seen. I then work 

off my knowledge of the residents to decide who to go to. I know the residents who 

need to be checked on before breakfast.”623  

614 Transcript dated 3 May 2022 PN4758 
615 Witness statement of Helen Platt, dated 26 March 2021 at [9] 
616 Witness statement of Helen Platt, dated 26 March 2021 at [77] 
617 Witness statement of Helen Platt, dated 26 March 2021 at [77] 
618 Transcript dated 3 May 2022, PN4761 
619 Transcript dated 3 May 2022, at PN4774 
620 Transcript dated 3 May 2022, at PN4814-PN4815 
621 Witness statement of Helen Platt, dated 26 March 2021 at [18] 
622 Witness statement of Helen Platt, dated 26 March 2021 at [18] 
623 Witness statement of Helen Platt, dated 26 March 2021 at [20] 
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(c) She will attend to buzzers, that is residents who need assistance. This may involve 

leaving the current resident she is attending to (if they are cognitive and 

ambulant)624. 

(d) If a resident has fallen she needs to act quickly, she will call for the RN while another 

carer will get a lifter. She will perform basic first aid to stop any bleeding, make sure 

the airway is clear and to keep the resident still625. She will “sit with them on the 

floor, stroking their hair and keeping them as calm as possible”626. 

(e) Ms Platt will shower residents with another carer as they need a two person lift627 

Medications 

(f) Ms Platt will begin a medication round which, generally takes one hour, while her 

partner undertakes “temperature checks, delivering fresh water jugs and escorting 

residents to the dining room” 628. There is 3 medication rounds during her shift.  

(g) Ms Platt will check with the RN to see if there has been any medication changes 

since her last shift (usually done during handover).629 

(h) She will log into the tablet and set up the medication trolley with “water, jams and 

custard as each resident prefers to take their crushed-up tablets in different forms. 

I know if a resident needs a crushed tablet as I check their care plans or 

Touchbook”630 

(i) Ms Platt will go to room by room by looking at her list of assigned residents. 

(j) Once in the room with the resident she will “check the Touchbook to make sure I am 

looking at the correct list of medications for the resident that I am looking at. I pop 

the blister packs and check the tablets against what is listed on the Touchbook. 

Each tablet has a check box where you tick off that you have got that medication in 

your hand. Once the correct medications have been ticked off, I will provide them to 

the resident and watch them take it. I usually have a conversation with them 

afterwards to make sure they do not spit it out or hold it in their mouth”631 

624 Witness statement of Helen Platt, dated 26 March 2021 at [21] 
625 Witness statement of Helen Platt, dated 26 March 2021 at [23] 
626 Witness statement of Helen Platt, dated 26 March 2021 at [24] 
627 Witness statement of Helen Platt, dated 26 March 2021 at [27] 
628 Witness statement of Helen Platt, dated 26 March 2021 at [28] 
629 Witness statement of Helen Platt, dated 26 March 2021 at [29] 
630 Witness statement of Helen Platt, dated 26 March 2021 at [30] 
631 Witness statement of Helen Platt, dated 26 March 2021 at [31] 
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(k) Ms Platt details the process further during cross-examination “We visual, we check 

that the name matches the person.  We check the photo matches the person.  We 

check that the amount of tablets in that blister pack, we count every blister pack that 

matches my little computer screen that I've got, that the doctor and the pharmacy 

have inputted into that I should have, say, six tablets for you and I would count six 

tablets.”632 

(l) If she notices a medication error, she will “stop what I am doing straight away, lock 

the medication trolley and find the RN. The RN will usually come and do an 

assessment of the medication and provide me with the direction on what to do 

next”633 

(m) Ms Platt also assists the RN with their schedule 8 medication round by being the 

witness and co-signing for the medication634.  

(n) If a resident refuses the medication, Ms Platt will record this and notify the RN that 

it has been refused635. 

Assisting with food 

(o) Ms Platt will help residents eat their food 

(p) One resident requires complete assistance as they have “low cognition”. For this 

resident Ms Platt needs to “go at her pace and can't rush it. It is quite hard to feed 

her because it is hard to know when she is ready for mouthfuls. I need to observe 

her and try and read her physical cues as to when she is ready”636 

(q) For other residents Ms Platt need to check that the residents are eating everything 

as if they aren’t, this is an indication that they might need their food consistency 

changed or their health is deteriorating. Ms Platt will notify the RN so she can 

consider the change needs637. 

(r) Ms Platt notes that most residents can feed themselves at her facility, 

(s) At lunch time, another carer will take the lunch-time orders for the residents from the 

set menu. This will involve the care staff asking the resident “Do you want the fish 

or do you want the beef?”638 . 

632 Transcript dated 3 May 2022, at PN4796 
633 Witness statement of Helen Platt, dated 26 March 2021 at [32] 
634 Transcript dated 3 May 2022, at PN4788-PN4791 
635 Transcript dated 3 May 2022, at PN4800 
636 Witness statement of Helen Platt, dated 26 March 2021 at [34] 
637 Witness statement of Helen Platt, dated 26 March 2021 at [40]. 
638 Transcript dated 3 May 2022, at PN4824 
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(t) The care staff will also “serve their coffee, tea, fluids that they want during their 

meals.  We take the plates away from the table, and clean the tables, and we do all 

that sort of stuff.”639 

Documentation 

(u) Ms Platt will complete (a) AOL records to document showering, toileting and 

changing; (b) bowel charts; Page 7 (c) fluid intake charts, (d) vital sign charts; (e) 

behaviour charts; (f) AGFI charts; (g) urine input and urine output charts; and (h) 

progress notes.640 

(v) This process can take up to 5 to 10 minutes per resident , however, if the residents 

exhibit certain behaviours during the day, it can take 15 to 20 minutes641 

Family member contact 

(w) Ms Platt will engage with the residents’ family members to discuss how the resident 

is going. Generally this is also done on the residents’ behalf. 642 

 

(viii) Environment - Conditions under which Work is Done  

2.331 The RN will write the care plan, however it is Ms Platt’s job to “go and sit with her and 

questions I may ask is when would you like to have your shower, you know, what foods do 

you like to eat.  You know, and get a little bit of a background, like what mobility aid they 

would be using for short and long distance.  You know, basic questions that I would sit and 

ask the resident and talk to the families, you know, so the care supervisor and the carers 

do that with the families when they first come in.  But RNs, yes, they do do the care plans.” 

2.332 Ms Platt states that sometime it is very stressful and there are verbally abusive residents. 

When this happens she will “calmly explain the situation and say to them words to the effect 

of " I am doing the best I can". Sometimes I feel flustered and stressed trying to get 

everything done with just the two of us. I then walk away and keep going and come back 

as soon as I can.”643 

 

 

639 Transcript dated 3 May 2022, at PN4831 
640 Witness statement of Helen Platt, dated 26 March 2021 at [72] 
641 Witness statement of Helen Platt, dated 26 March 2021 at [73] 
642 Transcript dated 3 May 2022, at PN4803 
643 Witness statement of Helen Platt, dated 26 March 2021 at [62] 
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1. RECREATIONAL/LIFESTYLE EMPLOYEES: INTRODUCTION  

1.1 In these proceedings, the Commission heard evidence from 4 witnesses that meet the of 

Recreational/Lifestyle Activities Officer (RAO) in the Aged Care Award.   

1.2 For each witness, their evidence with respect to the following topics will be summarised:  

(a) Period of Service in Role; 

(b) Period of Service in Industry; 

(c) Qualifications and Training; 

(d) Submissions as to Weight; 

(e) The Nature of the Work Performed; 

(f) Supervision; 

(g) The Level of Responsibility or Skill Involved in doing the Work; and  

(h) Environment - Conditions under which Work is Done.    
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2. RECREATIONAL/LIFESTYLE EMPLOYEES CARE EMPLOYEES 

2.1 The following witnesses gave evidence as to their experience working as a RAO in the aged 

care industry: 

(a) Josephine Peacock, Recreational Activity Officer at HammondCare; 

(b) Michelle Harden, Recreational Activities Officer at RFBI; and 

(c) Sally Fox, Leisure and Lifestyle at Tasman Health & Community Service; 

(d) Sanu Ghimire, Recreational Activities Officer a Uniting Aged Care. 
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(a) Josephine Peacock -- Volunteer Co-ordinator (formerly Recreational Activity Officer 
 at Harbison) -- currently at HammondCare  

 

(i)  Period of Service in Role 

2.2 23 years. Ms Peacock worked for Harbison in a lifestyle/recreational capacity from 1996 to 

2019.  

2.3 During this time, Ms Peacock worked the following roles1: 

(a) From 1996 to 2005, as a recreational activities officer; and,  

(b) From 2005 to March 2019 as the Diversional Therapy and Volunteer Manager.   

2.4 Ms Peacock is currently employed as a Volunteer Co-ordinator at HammondCare2, this role 

is not covered by the Aged Care Award3. 

 

(ii)  Period of Service in Industry 

2.5 30 years. Ms Peacock has worked in the aged care industry for 30 years4 

 

(iii) Qualifications and Training  

2.6 Qualifications. Ms Peacock holds the following qualifications 

(a) Bachelor of Arts (Hons), 1989;  

(b) Diploma of Education, 1990;  

(c) Bachelor of Health Science (Leisure and Health), 2005;  

(d) Diploma of Business - Frontline Management, 2009;  

(e)  Diploma in Dementia Care, 2019;  

(f) Certificate IV in Training and Assessment, 2020;  

(g) Graduate Certificate in Teaching English to Speakers of Other Languages, 1993;  

(h) Certificate Ill in Care Support Services (Nursing Assistant), 1999; 

2.7 Additional Training. Ms Peacock has also undertaken the following courses: 

1 Witness Statement of Josephine Peacock, dated 30 March 2021 at [2] 
2 Witness Statement of Josephine Peacock, dated 30 March 2021 at [2] 
3 Witness Statement of Josephine Peacock,  dated 30 March 2021 at [148] 
4 Witness Statement of Josephine Peacock, dated 30 March 2021 at [2] 
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(a) Deliver care services using a palliative approach (CHCPAL001) and Administer and 

monitor medications (HL THPS007), 2018;  

(b) Complaints Management workshop;  

(c) Pastoral Care/Spirituality;  

(d) Volunteer Management;  

(e) First Aid Certificate, 2018 (renewed every three years); and 

(f) Level 1 member of Diversional and Recreational Therapy Australia (DRTA). 

2.8 Ms Peacock undertook the “Deliver care services using a palliative approach” training 

“because it was very relevant”5.  

2.9 The complaints management workshop was a one-day workshop6. 

2.10 The pastoral care/spirituality training taught the “different components of spiritual care” and 

was likely a two/three-hour workshop7. 

 

(iv) Submissions as to Weight   

2.11 Award Coverage. Ms Peacock’s role as the Diversional Therapy and Volunteer Manager 

for Harbison would also not be covered by the Aged Care Award8. The Commission should 

adopt a cautious approach to the evidence given regarding Ms Peacocks duties in this 

capacity, in relation to work performed by a Diversional Therapist9 and as the Volunteer Co-

Ordinator10. As the evidence relates to work which is performed outside of the ambient of 

the claim, it should be given little to no weight.  

2.12 Financial Pressures. Ms Peacock’s evidence as to the “appalling rate of pay” for RAO’s, 

the financial pressures associated with this and her frustrations with this11 are statements 

are supported by evidence. As such, each statement should be read as information based 

on Ms Peacock’s beliefs. Absent corroboration, the evidence in that form should attract little 

weight. 

 

5 Transcript dated 4 May 2022, at PN4681 
6 Transcript dated 4 May 2022, at PN4684 
7 Transcript dated 4 May 2022, at PN4687 
8 The Health Professional and Support Services Award 2020 or Award free is the more likely coverage for 
this role. 
9 Witness Statement of Josephine Peacock, dated 30 March 2021 at [125] - [131] 
10 For example, see duties listed under Witness Statement, dated 30 March 2021 at [43] - [48] and [59] - 
[79], [82] - [106]. 
11 Witness Statement of Josephine Peacock, dated 30 March 2021 at [143] - [150] 
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 (v)  The Nature of the Work Performed 

2.13 Ms Peacock states that she did not require the RAOs who she manages to hold formal 

qualifications, however she would organise for these employees to attain their Certificate 

IV in Leisure and Health12. In this respect Ms Peacock stated: 

“I think it's a good idea.  Having said that, you know, I had some fantastic 

recreational activities officers who just had incredible skill and an ability to learn 

independently, and they were able to pick up the job really, really well.  So, yes, it is 

a good idea.  I'm, you know, I'm a firm believer in education but it's not - you know, 

it's not absolutely essential.  There are people who can do the job really well without 

qualification. “13 

2.14 Ms Peacock stated that she believes that the greatest challenge for a RAO is to “provide 

meaningful person-centred and relationship-based care through activities. It is 

sophisticated and complex work.”14 

 

(vi) Supervision 

2.15 Ms Peacock in her capacity as Manager would get involved in designing activities if “there 

were issues around facilitating activity for a resident that had some complex health need, 

for instance, there might be some discussions, some brainstorming about how we're going 

to make it happen, so that they are enabled to join in the activity.”15. when pressed further, 

Ms Peacock agreed that she would assist in brainstorming or mentoring RAOs who needed 

assistance with planning an activity.16 

2.16 Ms Peacock describes her role as the Diversional Therapy and Volunteer Manager as 

focusing on assessing, planning, programming, facilitating and evaluating a resident 

centred program of activities. 

(a) Assessment: Ms Peacock or a RAO would complete a Social and Lifestyle 

Profile/Assessment after obtaining the relevant information from the resident and/or 

their family17. Ms Peacock would do the assessment if the resident was presenting 

“challenging behaviours” or was not “forthcoming with information”18. 

12 Witness Statement of Josephine Peacock, dated 30 March 2021 at [21]. 
13 Transcript dated 4 May 2022, at PN4676 
14 Witness Statement of Josephine Peacock, dated 30 March 2021 at [80] 
15 Transcript dated 4 May 2022, at PN4688 
16 Transcript dated 4 May 2022, at PN4690 
17 Witness Statement of Josephine Peacock, dated 30 March 2021 at [31] 
18 Witness Statement of Josephine Peacock,  dated 30 March 2021 at [32] 
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(b) Planning. Once the assessment was complete the activities care plan would be 

created. The care plan would identify “the interventions required to meet the 

individual resident's needs as well as how, when, where and by whom the 

interventions would be undertaken and what outcomes were hoped to be 

achieved.”19. Ms Peacock would support and guide new RAOs on how to put a plan 

together20. She states “so if you've come in with no – you've never done RAO work 

before, then it's going to be hard to know how to put a care plan together.  It comes 

with a lot of practice I suppose is what I'm trying to say.”21 

(c) Programming. Ms Peacock would program the lifestyle program with feedbacks 

and suggestions from the RAO22. 

(d) Facilitating. The RAO will facilitate the activity, unless there was a vacancy23 

(e) Evaluating. Ms Peacock conducted formal evaluations of the program whilst RAOs 

would continually monitor the success of the activities through feedback.24 

2.17 Ms Peacock states that RAOs will “often pick up on things that were not right within 

individuals”25 And if it was unusual behaviour they would check to see if it is on the 

behaviour chart and put it in a progress note. If it was something more serious they would: 

“fill in an incident form.  So it would just depend on what it was as to where we would 

document.  We would probably – we would also I should say, not probably, but we 

would also mention it to the RN on duty.  So it would be documented, but we would 

also go and actually see the RN and say, you know, we've documented this, but this 

is what's going on, this is what we have observed”26 

 

(vii) The Level of Responsibility or Skill Involved in doing the Work 

2.18 Using the example of bingo, Ms Peacock demonstrates the complexity and sophistication 

of the RAO and Diversional Therapist job (however, the evidence will only discuss the RAO 

due to the ambient of the claim)27: 

(a) The RAO will assess the resident to determine if the activity is of interest; 

19 Witness Statement of Josephine Peacock,  dated 30 March 2021 at [36] 
20 Witness Statement of Josephine Peacock,, dated 30 March 2021 at [37] 
21 Transcript dated 4 May 2022, at PN4705 
22 Witness Statement of Josephine Peacock, dated 30 March 2021 at [43] 
23 Witness Statement of Josephine Peacock,, dated 30 March 2021 at [49] 
24 Witness Statement of Josephine Peacock, dated 30 March 2021 at [57] - [58] 
25 Transcript dated 4 May 2022, at PN4702 
26 Transcript dated 4 May 2022, at PN4703 
27 Witness Statement of Josephine Peacock, dated 30 March 2021 at [81] 
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(b) They will check/assess or any specific physical/psychological requirements; 

(c) The game needs to be facilitated in a way that it takes into account resident ability 

and acuity; 

(d) the length of the game will need to be adjusted as concentration levels vary. What 

suits the residents best on one day may not necessarily work the same the next day 

the game is run. 

2.19 RAOs will educate residents on the benefits of activities28 and will learn the motivators for 

each individual and then document this29 

 

(viii) Environment - Conditions under which Work is Done 

2.20 Ms Peacock states that “new research, reports, government standards and models of care 

are released or emerge all the time”30 which impacts the lifestyle programs. 

2.21 In relation to the role itself, Ms Peacock states as follows: “DTs and RAOs need to be 

attuned to changes in resident preferences, and this is where ongoing assessment and 

evaluation must be undertaken and actioned - the role is ever changing, and continuous 

education and training is a must.”31  

2.22 With regards to the residents Ms Peacock notes: “Residents also weren't living as long - 

most residents would die within six months to a year of entering care, some only lived days 

or weeks. They also weren't coming into care voluntarily, but instead, because they couldn't 

live independently in the community any more”32 

  

28 Witness Statement of Josephine Peacock, dated 30 March 2021 at [115] 
29 Witness Statement of Josephine Peacock, dated 30 March 2021 at [118] 
30 Witness Statement of Josephine Peacock,  dated 30 March 2021 at [132] 
31 Witness Statement of Josephine Peacock,  dated 30 March 2021 at [137 
32 Witness Statement of Josephine Peacock, dated 30 March 2021 at [40] 
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(b) Michelle Harden -- Recreational Activity Officer -- RFBI 

 

(i)  Period of Service in Role  

2.23 3 years. Ms Harden works for RFBI as a RAO and has done so for 3 years33 

 

(ii)  Period of Service in Industry 

2.24 13 years. Ms Harden has worked in the aged care industry as a RAO, a cleaner, in the 

laundry, in administration and in catering for 13 years34 

 

(iii) Qualifications and Training  

2.25 Certificate IV. Ms Harden has a Certificate IV in leisure and Health35. Ms Harden was 

required to hold this qualification to take on this role36  

 

(iv) Submissions as to Weight   

2.26 The following aspects of Ms Harden’s evidence should attach little (if any) weight: 

(a) Government Payments. Ms Harden’s comments on the government retention 

payment37 are statements about a Government incentive which is not relevant to 

the evaluation of work value or minimum rates. The evidence in that form should 

attract little weight. 

(b) COVID-19. To the extent Ms Harden’s evidence38 addresses the impact of the 

pandemic, we repeat the submissions at Section 5. 

(c) Staffing. Ms Harden’s comments on the staffing levels39, staff turnover40 and not 

being able to have volunteers in the facility41 are her opinion and about staffing 

issues at the workplace without giving any foundation to these statements. At its 

highest is information based on Ms Harden’s belief and should attract little weight. 

33 Witness statement of Michelle Harden, dated 30 March 2021 at [5] 
34 Witness statement of Michelle Harden, dated 30 March 2021 at [4] - [5] 
35 Witness statement of Michelle Harden, dated 30 March 2021 at [6] 
36 Transcript dated 4 May 2022, at PN4884 
37 Witness statement of Michelle Harden, dated 14 April 2022 at [28] - [30] 
38 Witness statement of Michelle Harden, dated 30 March 2021 at [48] - [56] 
39 Witness statement of Michelle Harden, dated 14 April 2022 at [22] 
40 Witness statement of Michelle Harden, dated 14 April 2022 at [26] 
41 Witness statement of Michelle Harden, dated 14 April 2022 at [23] - [24] 
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(v)  The Nature of the Work Performed 

2.27 Ms Harden gave a description of the facility in which she works: 

Basin View has 50 residents all in residential care. It operates with 4 wings. 30 

residents are in the first two wings. The other two wings are a secure unit with the 

remaining 20 residents. The second pair of wings are for residents with dementia 

who are at risk of wandering. The care needs of the residents across all four wings 

range from high to lower levels of care needs42 

2.28 Ms Harden describes the work as “very hard” and “mentally and physically demanding 

work”43 

2.29 The residents now have higher needs such as “needing assistance with eating, drinking, 

basic movement or motor skills.”44 

2.30 Ms Harden will adopt activities to the needs of the individual resident to allow “for the needs 

of the range of residents.45”  

 

(vi) Supervision 

2.31 Ms Harden reports into the General Manager of the facility46 

2.32 When conducting activities she works with “one volunteer, but not all the time.”47 

2.33 If Ms Harden were to observe a resident acting differently she would talk to the “personal 

carers or the RN or my supervisor”48 whoever “is available at that time on duty”49.   

 

(vii) The Level of Responsibility or Skill Involved in doing the Work 

2.34 Ms Harden will undertake an assessment of a resident’s needs with “a family member and 

the resident or a representative of a family member, if the resident is not capable”50. This 

assessment will then form part of the care plan.51  

42 Witness statement of Michelle Harden, dated 30 March 2021 at [3] 
43 Witness statement of Michelle Harden, dated 30 March 2021 at [57] 
44 Witness statement of Michelle Harden, dated 30 March 2021 at [47] 
45 Witness statement of Michelle Harden, dated 30 March 2021 at [15] 
46 Transcript dated 4 May 2022, at PN4879 
47 Transcript dated 4 May 2022, at PN4890 
48 Transcript dated 4 May 2022, at PN4894 
49 Transcript dated 4 May 2022, at PN4895 
50 Transcript dated 4 May 2022, at PN4898 
51 Transcript dated 4 May 2022, at PN4899 
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2.35 The care plan will cover “if they [a resident] participate, engaging in the activity, how they 

respond, the mobility of it, if they can go out on a bus trip and the capabilities of doing that 

activity.” 52 

2.36 Ms Harden will update the care plan every 12 months or more frequently if there is a major 

change in their condition53 

2.37 Ms Harden is also responsible for coordinating the volunteers at the facility, this task 

involves: 

“we put an ad out in the local paper or magazine and then I interview with my general 

manager the volunteer and then they have to fill out paperwork and they have to 

have a police check.  Then, yes, I have to do an orientation with them and make 

sure that they're okay with the residents and then I check on them.  Once they feel 

comfortable they could possibly be on their own.  If I feel comfortable they can be 

with the residents, then they're on their own.  With the bus drivers, I go - I take the 

bus out with that driver to make sure that I feel comfortable and safe with that 

driver.  If I don't he doesn't get the position.”54 

2.38 Family engagement. Ms Harden will assist family members with day to day enquiries and 

give them an update on their loved ones55 

2.39 Care Duties56.  

(a) Ms Harden states that RAOs assist with food service in the morning. This involves 

cutting up their food or spoon feeding the resident. Ms Harden may also be required 

to assist with the deliveries of meal trays. 57 

(b) Ms Harden will also assist with morning tea by making tea and serving it to residents. 

(c) Ms Harden will assist with lunch service by serving drinks and assisting in feeding. 

(d) Ms Harden will assist with afternoon tea.   

(e) Ms Harden will also assist residents by getting personal items from their room, 

helping them make a phone call or helping them move about the facility. 

2.40 RAO Duties58.  

52 Transcript dated 4 May 2022, at PN4903 
53 Witness statement of Michelle Harden, dated 14 April 2022 at [27] 
54 Transcript dated 4 May 2022, at PN4910 
55 Witness statement of Michelle Harden, dated 30 March 2021 at [42] 
56 Witness statement of Michelle Harden, dated 30 March 2021 at [7] 
57 Witness statement of Michelle Harden, dated 30 March 2021 at [7] 
58 Witness statement of Michelle Harden, dated 30 March 2021 at [7] 
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(a) Ms Harden will prepare for the activities of the day, which may involve some level 

of adjustment to the planned activity.  

(b) Ms Harden will then conduct the first activity which goes for approximately 45 

minutes. Ms Harden is required to assess that the activity is safe. 

(c) Ms Harden will conduct the mid-morning activity which is generally games or a 

manicure. 

(d) Ms Harden will conduct and coordinate the afternoon activity which goes for about 

1.5 hours.  

(e) Ms Harden will spend time planning for future activities.  

(f) Whilst undertaking activities Ms Harden will consider the individual residents’ needs 

and implement minor variations59 

(g) Occasionally there will be a special activity which requires two RAOs. These take 

extra work and coordination. 

(h) Ms Harden will also undertake one on one activities with residents such as 

manicures or taking them for a walk around the facility.  

2.41 Progress notes60.  

(a) Whilst residents are eating lunch she will record her progress notes. After each 

activity Ms Harden is required to record on an activity chart “who participated and to 

what level they participated, or whether anyone refused to participate in the 

activity”61. 

2.42 Volunteer Coordination. 

(a) Ms Harden is responsible for coordinating volunteers. She will have the volunteers 

assist with activities and “write down what they have done with the residents, so I 

can document the activity on the progress notes, activity chart and the manager's 

monthly report”62 

 

  

59 Witness statement of Michelle Harden, dated 30 March 2021 at [38] 
60 Witness statement of Michelle Harden, dated 30 March 2021 at [7] 
61 Witness statement of Michelle Harden, dated 30 March 2021 at [7] 
62 Witness statement of Michelle Harden, dated 30 March 2021 at [21] - [25] 

4796



(viii) Environment - Conditions under which Work is Done 

2.43 Ms Harden notes that “It is important to remember that every day is different. The activities 

and challenges vary all the time”63. 

2.44 In particular, Ms Harden notes that it is necessary to have alterative plans ready: 

to deal with changes that may need to be made to arrangements. Working in a 

dynamic environment means that we need to respond to any number of factors that 

might require a change of plans. Residents get excited when we are going on an 

outing or other activity that might be of significance to them. We don't want to let 

them down or disappoint them64.  

  

63 Witness statement of Michelle Harden, dated 30 March 2021 at [8] 
64 Witness statement of Michelle Harden, dated 30 March 2021 at [13] 
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(c) Sally Fox -- Recreational Activity Officer -- Tasman Health & Community Service 

 

(i)  Period of Service in Role 

2.1 18 years. Ms Fox has worked for Tasman Health & Community Service as a RAO since 

200465.it is unclear when Ms Fox commenced performing work as an RAO.  

 

(ii)  Period of Service in Industry 

2.2 18 years. Ms Fox has worked in the aged care industry since 200466. 

 

(iii) Qualifications and Training  

2.3 Qualifications. Ms Fox holds the following qualifications67: 

(a) Certificate Ill in Aged Care (2004);  

(b) Certificate IV in Aged Care (2015);  

(c) Certificate IV in Disability (2006);  

(d) Certificate IV in Training and Assessment (TAE40110) (2011);  

(e) Certificate IV in Training and Assessment (TAE40116) (2019);  

(f) Certificate Ill in Childcare (2004);  

(g) Diploma in Children's Services (2007),  

(h) Certificate II in Business (2010);  

(i) Certificate Ill in Business (2011);  

(j) Apply First Aid (yearly);  

(k) Basic Life Support (yearly);  

(l) Understanding Dementia (Wicking Dementia Research & Education Centre) (2018). 

2.4 Ms Fox also undertakes mandatory online training in COVID-19, elder abuse, manual 

handling and health and safety68. 

65 Witness statement of Sally Fox, dated 29 March 2021 at [23] 
66 Witness statement of Sally Fox, dated 29 March 2021 at [2] 
67 Witness statement of Sally Fox, dated 29 March 2021 at [14] 
68 Witness statement of Sally Fox, dated 14 April 2022 at [45] 
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2.5 Ms Fox undertook her Certificate IV in training and assessment to “deliver basic life support 

training internally to staff, instead of the organisation paying an external provider to deliver 

the training” 69 

 

(v)  The Nature of the Work Performed 

2.6 Ms Fox generally performs two lifestyle shifts per week.70 Ms Fox states that she does a lot 

of “cajoling to try and encourage residents to participate.”71 

2.7 During her lifestyle shifts, Ms Fox will assist with breakfast by supervising and feeding high 

choke risk residents72. Whilst feeding a resident, Ms Fox is also supervising four other high 

choke risk residents73. 

2.8 Ms Fox gives the example of a resident with Parkinson’s who can take up to “two hours” to 

eat a meal.74 

2.9 Ms Fox organises visits from pastors, physios and masseuses for the residents75. 

 

(vi) Supervision 

2.10 Ms Fox states that she is not directly supervised and is “required to manage my time 

appropriately and be self-directed in my tasks.”76 

2.11 When Ms Fox is assisting in feeding residents and she notices that a resident needs their 

food prepared differently, she will “talk to the Kitchen Supervisor and RN about this, as well 

as record it in the resident's documentation.”77   

2.12 If Ms Fox notices a resident struggling she “will sit with them and encourage them to breathe 

and reassure them, while calling for the RN. I will thump them on the back to try and dislodge 

any food that might be stuck.”78  

2.13 Ms Fox may also work with a volunteer during excursions.79 

 

69 Witness statement of Sally Fox, dated 14 April 2022 at [19] 
70 Witness statement of Sally Fox, dated 14 April 2022 at [115] 
71 Witness statement of Sally Fox, dated 14 April 2022 at [127] 
72 Witness statement of Sally Fox, dated 14 April 2022 at [118] 
73 Witness statement of Sally Fox, dated 14 April 2022 at [123] 
74 Witness statement of Sally Fox, dated 14 April 2022 at [119] 
75 Witness statement of Sally Fox, dated 14 April 2022 at [138] 
76 Witness statement of Sally Fox, dated 14 April 2022 at [116] 
77 Witness statement of Sally Fox, dated 14 April 2022 at [121] 
78 Witness statement of Sally Fox, dated 14 April 2022 at [125] 
79 Witness statement of Sally Fox, dated 14 April 2022 at [142] 
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(vii) The Level of Responsibility or Skill Involved in doing the Work 

2.14 Ms Fox will run two activities per day. These could include “crafts, gentle exercise, 

excursions and eating special foods.”80 In this respect, Ms Fox tries to “give the residents 

as many different experiences as possible through the Leisure and Lifestyle program.”81  

2.15 Ms Fox utilises a website called “Golden Carers” to provide her with activities.82 

2.16 Ms Fox will organise special activities such as chocolates on Valentine’s Day, a Chinese 

banquet or a BBQ83. 

2.17 Ms Fox will also organise day trips or excursions for the residents, generally this happens 

once per week84. Ms Fox states that these trips take a lot of “organisation”85: 

(a) Getting approval from the manager; 

(b) Contacting the venue to ensure it is wheelchair accessible; 

(c) Booking the excursion; 

(d) Booking the van; 

(e) Talking with the RN to arrange for the medication to be taken during the excursion, 

or have the medication time moved. 

2.18 During an excursion, Ms Fox will “provide the same caring services I would at THCS - that 

is, assisting them with toileting, changing incontinence pads, maintaining awareness of 

each resident's presentation, and so forth.”86 

2.19 Ms Fox will spend about 1 hour of her shift to do her “documentation, plan future activities, 

organise excursions, perform risk assessments for excursions and to print and distribute 

schedules of upcoming activities.”87 

80 Witness statement of Sally Fox, dated 14 April 2022 at [128] 
81 Witness statement of Sally Fox, dated 14 April 2022 at [132] 
82 Witness statement of Sally Fox, dated 14 April 2022 at [133] 
83 Witness statement of Sally Fox, dated 14 April 2022 at [134] - [137] 
84 Witness statement of Sally Fox, dated 14 April 2022 at [139] - [140] 
85 Witness statement of Sally Fox, dated 14 April 2022 at [141] 
86 Witness statement of Sally Fox, dated 14 April 2022 at [144] 
87 Witness statement of Sally Fox, dated 14 April 2022 at [131] 
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(d) Sanu Ghimire -- Recreational Activity Officer -- Uniting Aged Care 

(i)  Period of Service in Role 

2.20 5 years. Ms Ghimire has worked as a RAO for Uniting Aged Care since  on or around 

obtaining her Diploma in Health Science in 2016 88 . 

 

(ii)  Period of Service in Industry 

2.21 Ms Ghimire does not detail her total employment in the aged care industry, however she 

did work in the industry prior to working at Uniting89.  

 

(iii) Qualifications and Training  

2.22 Ms Ghimire holds the following qualifications90: 

(a) Certificate III in Aged Care; 

(b) Certificate IV in Aged Care; 

(c) Advanced Diploma in Health Science; and 

(d) Master’s Degree in Mass Communication and Journalism.  

2.23 Ms Ghimire undertook the Certificate IV in Aged Care as she wanted to undertake the 

medication rounds and to “enhance my knowledge”91. 

2.24 Ms Ghimire undertook her Advanced Diploma in Health Science  to change professions and 

work as a “recreational officer”92.   

 

(iv)  The Nature of the Work Performed 

2.25 Ms Ghimire works as RAO on the weekends. Her role is to plan “recreational activity 

programs for residents and organise equipment and supplies for the programs” 93 

2.26 When planning the activities, Ms Ghimire has to: 

Consider their physical capability, their emotional needs and mental state and try 

and design activities around these things. Most of the residents have reduced 

88 Witness statement of Sanu Ghimire at [6] 
89 Witness statement of Sanu Ghimire at [14] 
90 Witness statement of Sanu Ghimire at [11] - [12] 
91 Transcript dated 4 May 2022 at PN5283 
92 Transcript dated 4 May 2022 at PN5288 
93 Witness statement of Sanu Ghimire at [6] 
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mobility and a lot are in wheelchairs. Very few are able to walk. Every month I ask 

each of the residents what they would like to do before finalising the activities 

calendar. I design the program based on their suggestions however I do have to 

alter their requests sometimes94. 

2.27 Ms Ghimire discusses the RAO team “We used to be three people and then still we had 

three people, because we have many residents, almost 136 residents but in one shift only 

two people work as recreational activities officer.” 95 

2.28 There are two activities planned for each day. 

 

(v) The Level of Responsibility or Skill Involved in doing the Work 

2.29 Ms Ghimire will pick from 50 activities that she can organise for the residents, including 

“Bingo, Music, Exercise, Sing-a-long, Music and Pampering, morning tea in the garden, 

Carpet Ball, Mini Golf, and Mini Basketball.”96 

2.30 Ms Ghimire and her colleague will prepare for the activity. 

2.31 Ms Ghimire notes the benefits of recreational therapy.  

“I have observed many benefits with doing recreational activities with the residents. 

Residents are happier and more emotionally and physically engaged after sessions. 

Dementia residents benefit greatly as doing activities with them diverts their 

attention and their behaviour becomes controlled.”97 

 

 

94 Witness statement of Sanu Ghimire at [46] 
95 Transcript dated 4 May 2022 at PN5294 
96 Witness statement of Sanu Ghimire at [47] 
97 Witness statement of Sanu Ghimire at [51] 
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1. AGED CARE EMPLOYEES: GENERAL AND ADMINISTRATIVE SERVICES 

1.1 In these proceedings, the Commission heard evidence from the 20 witnesses who are 

employed as an “aged care employee” under the Aged Care Award (or the equivalent under 

an enterprise agreement) and are working in “general and administrative services”. Those 

employees worked across the following areas: 

(a) administration;1 

(b) laundry;2 

(c) gardening;3  

(d) cleaning;4 and 

(e) maintenance.5 

1.2 For each witness, their evidence with respect to the following topics will be summarised:  

(a) Period of Service in Role; 

(b) Period of Service in Industry; 

(c) Qualifications and Training; 

(d) Submissions as to Weight; 

(e) The Nature of the Work Performed; 

(f) Supervision; 

(g) The Level of Responsibility or Skill Involved in doing the Work; and  

(h) Environment - Conditions under which Work is Done.    

1.3 We will now turn to consider each category of work in turn.  

  

1 Charlene Glass, Administrative Assistant, Anglicare; Fiona Gauci, Administration Officer, Uniting; Kathy Sweeney, 

Administration Employee, Huon Regional Care Centre; Lyn Flegg, Senior Administration Officer, Southern Cross Care; 

Pamela Little, Administration Officer, Uniting; Sally Fox, Extended Care Assistant, Tasman Health & Community Service.  
2 Anita Field, Laundry hand, Leigh Place Aged Care; Sandra O'Donnell, Laundry Assistant, Thomas Eccles Gardens. 
3 Kevin Mills, Gardener at Albion Park Rail headquarters for Warrigal; Jane Wahl, Gardiner at Gloucester. 
4 Ross Evan Heyan, Client Services Assistant; Tracey Roberts, Cleaner. 
5 Eugene Basciuk, Maintenance Tradesperson, Bundaleer.  
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2. AGED CARE EMPLOYEES: ADMINISTRATION  

2.1 The following witness were identified as working primarily in administration services in aged 

care: 

(a) Charlene Glass, Administrative Assistant, Anglicare; 

(b) Fiona Gauci, Administration Officer, Uniting Aged Care (Uniting);  

(c) Kathy Sweeney, Administration Employee, Huon Regional Care Centre;  

(d) Lyn Flegg, Senior Administration Officer, Southern Cross Care;  

(e) Pamela Little, Administration Officer, Uniting; and 

(f) Sally Fox, Extended Care Assistant, Tasman Health & Community Service. 

2.2 The evidence of each witness will be reviewed in turn. 
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(a)  Charlene Glass -- Administrative Assistant -- Anglicare  

 

(i) Period of Service in Role 

2.3 7 months. Ms Glass is employed by Anglicare. She commenced work as carer at the 

Newmarch Facility in or around April 2019.6 In September 2021, Ms Glass changed 

positions within Newmarch, she now works as an Administrative Assistant.7 This section of 

the evidence review will focus upon Ms Glass’ evidence as an Administrative Assistant.  

 

(ii) Period of Service in Industry 

2.4 2-6 years. Ms Glass has worked for Anglicare since around April 2019.8 Whilst the precise 

time frame is not clear, she refers to working in home care from 2018 and refers to working 

in servery around 2016.9 

 

(iii) Qualifications and Training 

2.5 Certificate IV. Ms Glass holds the following qualification: 

(a) Certificate IV in Aged Care - which included “medication competencies”.10 

2.6 Administration Experience. Ms Glass has 20 years of experience working as a Personal 

Assistant in South Africa.11  

 

(iv) Submissions as to Weight 

2.7 The following aspects of Ms Glass’ evidence should attach little (if any) weight: 

(a) COVID-19. To the extent Ms Glass’ evidence addresses the impact of the 

pandemic,12 we rely upon our submissions at Section 5 

6 Witness Statement of Charlene Glass dated 29 March 2021 [1]. 
7 Reply Statement of Charlene Glass dated 21 April 2022 [6].  
8 Witness Statement of Charlene Glass dated 29 March 2021 [4] 
9 Witness Statement of Charlene Glass dated 29 March 2021 [6], [8]. 
10 Transcript, 5 May 2022, PN6726; Witness Statement of Charlene Glass dated 29 March 2021 [3]      
11 Reply Statement of Charlene Glass dated 21 April 2022 [7].  
12 Witness Statement of Charlene Glass dated 29 March 2021 [17]-[50], [57]-[84], [90]-[91]; Reply Statement of 

Charlene Glass dated 21 April 2022 [27]-[62]. 
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(b) Reasons for Working. Ms Glass gives evidence as the reasons she “loves” care 

work.13 That evidence, without disrespecting the opinion there expressed, is of not 

utility to the task before the Commission. It should attach no weight.  

(c) Financial Hardship. Ms Glass gives evidence that “[w]e really struggle on the rates 

of pay that I am on now”.14 This information provides a statement of Ms Glass’ belief 

and is not supported by evidence other than her opinion. Further, it is does not assist 

the Commission to assess changes in work value. It should have little weight 

attached to it.  

(d) Increased workload. Ms Glass refers to her workload having “increased” upon 

starting a new role as an Administrative Assistant.15 That description should be given 

minimal weight in light of the fact Ms Glass is comparing the workload of two distinct 

roles: care work vs administration assistance. The two roles are not comparable 

and, as such, contrasting tasks does not assist with evaluating “increases” in 

workload.  

(e) Staffing. To the extent Ms Glass’ evidence addresses issues related to staffing,16 

we rely upon our submissions at Section 5. In short, that evidence is not relevant to 

a work value assessment.  

(f) Changes over time. Ms Glass gives the following evidence in reply:  “I understand 

that some employers in this case have said that there has been no change in the 

role of administrative staff over time. I don’t agree with this”.17 Whilst at its highest 

that paragraph may be accepted as a statement of Ms Glass’ belief, because it 

advanced with complete generality and without any particulars, it should have no 

weight attached to it.  

 

(v) The Nature of the Work Performed 

2.8 Ms Glass’ primary evidence, in this respect, as to her work in administration is that her 

workload has “increased”. However, as noted above, with only 7 months experience 

working in administration in aged care, she is unable to speak to any significant changes in 

the nature of the work performed (save for referring to the impact of the pandemic upon her 

role in that short period - which we submit is not relevant).  

13 Witness Statement of Charlene Glass dated 29 March 2021 [85]-[89] 
14 Witness Statement of Charlene Glass dated 29 March 2021 [92] 
15 Reply Statement of Charlene Glass dated 21 April 2022 [12] 
16 Reply Statement of Charlene Glass dated 21 April 2022 [14]-[15], [26], [63]-[81]. 
17 Reply Statement of Charlene Glass dated 21 April 2022 [82]. 
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(vi) Supervision 

2.9 Manager. Ms Glass confirmed that the administration team and the managers are situated 

close together within the facility.18 

2.10 Ms Glass alludes that she is managed by the Operations Manager and Facility Manager19   

 

(vii) The Level of Responsibility or Skill Involved in doing the Work  

2.11 Ms Glass gave the following evidence about her duties:20 

(a) Receptionist.21  

(i) “Attending to” Residents. Ms Glass explained she answers “general 

inquiries” (for example, they want to see a hairdresser) and for booking 

taxis.22   

(ii) Attending to visitors. Ms Glass explained prior to the pandemic, visitors 

could simply “walk in” without signing in. Now the procedure is that visitors 

must sign in.23 

(iii) “General administration tasks”. Ms Glass explained that this means doing 

“laminating for lifestyle, if they want laminating” and printing and/or 

photocopying if the infection control manager needed it done.24  

(iv) Ordering Stationary. Ms Glass explained this is stationary and “just general 

office working things, like photocopy paper”. It does not include food 

orders.25 

(v) Organise Repairs to certain equipment. Ms Glass confirmed if there was 

a issue with a lifting hoist, she would organise a person to fix it.26 

(vi) Record Keeping on iCare. This includes updating next of kin into the 

system.27  

18 Transcript, 5 May 2022, PN6869     
19 Reply Statement of Charlene Glass dated 21 April 2022 [13].  
20 See generally, Reply Statement of Charlene Glass dated 21 April 2022 [13]. 
21 Transcript, 5 May 2022, PN6826     
22 Transcript, 5 May 2022, PN6827     
23 Transcript, 5 May 2022, PN6827-PN6831     
24 Transcript, 5 May 2022, PN6832-PN6834    
25 Transcript, 5 May 2022, PN6835-PN6836       
26 Transcript, 5 May 2022, PN6837 
27 Transcript, 5 May 2022, PN6838-PN6839   
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(vii) Receiving updates from RN. Ms Glass explained the RNs contact 

reception to provide updates (for example, if family are coming for a care 

conference or if there is an issue with a resident and a 

doctor/ambulance/dentist has been arranged to attend the facility). They 

might also request Ms Glass to follow-up with pathology on behalf of a 

resident.28 

(viii) Answering calls/emails from family members. Ms Glass explained that 

complaints are immediately transferred to the Village Manager and 

questions about certain health conditions will be passed onto the RN. If the 

query is beyond Ms Glass’ knowledge, she will speak with the Care Manager 

/ RN and/or take a message.29  

(ix) Answering calls from a Pharmacist. Ms Glass explained a pharmacist 

may seek confirmation of a resident’s doctor’s name or may state “there's a 

pathology that they couldn't quite read, we have to do it again, just general 

inquiries.”30 

(x) Emailing updates. Ms Glass explained this refers to notifying staff of the 

date a specialist will be present in the facility. As to family updates about 

specialists, she does this on behalf of RNs if requested.31 

(xi) “Working closely with contract workers and maintenance”. Ms Glass 

explained this means being updated by maintenance about contractors 

attending the facility and for what purpose. This enables Ms Glass to then 

quickly direct the contractors to the relevant part of the facility.32 

(b) Update Emergency Folder.33 That folder includes “an updated resident bed list, all 

the emergency procedures” and “a map layout of the facility”.34 Ms Glass confirmed 

the folder is used by the fire warden if there is a fire. She is not the fire warden.35 

(c) My Team Space. Ms Glass explained this is an administration tool - “an in-house 

website basically” primarily used by administration and management. It includes the 

28 Transcript, 5 May 2022, PN6840-PN6843        
29 Transcript, 5 May 2022, PN6846-PN6847     
30 Transcript, 5 May 2022, PN6864 
31 Transcript, 5 May 2022, PN6848-PN6851   
32 Transcript, 5 May 2022, PN6852-PN6859      
33 Transcript, 5 May 2022, PN6805     
34 Transcript, 5 May 2022, PN6807   
35 Transcript, 5 May 2022, PN6808-PN6809   
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“updated bed list” and assists with finding out the location of residents within the 

facility.36 It does not include care plans.37 

(d) Putting codes on Invoices. Contractors who perform services at the facility send 

invoices to Head Office (i.e. not Ms Glass). Head Office contact Ms Glass to “put a 

general ledger code on it for a facility or an activity”, which is then returned to Head 

Office.38 

(e) Assisting the facility manager and operations manager. Ms Glass explained that 

during the pandemic this involves being informed about outbreaks, rapid antigen 

testing, and any facility closures.39 

2.12 Rostering. During cross-examination, Ms Glass confirmed that rostering is managed by 

the Operations Manager.40  

2.13 Care Work. She also confirmed that she still does “a little bit of care work”, which was her 

previous role.41 However, this is in the context of working a specific care worker shift -- it 

does not occur ad hoc when she is performing her role in administration.42 However, if 

someone needed help - and prior to a RN being available - Ms Glass would assist.43  

 

(viii) Environment - Conditions under which Work is Done 

2.14 Ms Glass gives the following evidence about the working conditions at Newmarch: 

(a) Facility. Newmarch is a residential aged care facility with around 102 residents (as 

at 2019). The facility was built in around 2012. It is a single building with 3 wings: 

(i) low care wing (x 1); and 

(ii) high care wing (x 2).  

All three wings are on one floor and each resident has their own room with 

ensuites.44 It provides the following services: residential aged care, respite care, 

palliative care and secure dementia care.45 

36 Transcript, 5 May 2022, PN6811-PN6815     
37 Transcript, 5 May 2022, PN6816     
38 Transcript, 5 May 2022, PN6819-PN6823       
39 Transcript, 5 May 2022, PN6865-PN6867    
40 Transcript, 5 May 2022, PN6861-PN6863        
41 Transcript, 5 May 2022, PN6870-PN6872   
42 Transcript, 5 May 2022, PN6873     
43 Transcript, 5 May 2022, PN6874-PN6875         
44 Witness Statement of Charlene Glass dated 29 March 2021 [8], [10]. 
45 Witness Statement of Charlene Glass dated 29 March 2021 [8]-[9]. 
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(b) Low care. Ms Glass notes that low care residents are “generally more physically 

able” and “are able to look after themselves to some extent”. For example, they may 

need less help with showering and can walk themselves to the dining room.46 Some 

may have dementia but less acute than in the high care wings.47 

(c) High care. Residents in the high care wings require “around the clock personal 

care”. Ms Glass states this includes: feeding and full assistance with hygiene.48 

 

  

46 Witness Statement of Charlene Glass dated 29 March 2021 [12] 
47 Witness Statement of Charlene Glass dated 29 March 2021 [14] 
48 Witness Statement of Charlene Glass dated 29 March 2021 [15] 
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(b) Fiona Gauci -- Administration Officer -- Uniting  

 

(i) Period of Service in Role 

2.15 8 years. Ms Gauci is employed by Uniting at Emu Plains.49 Her employment is covered by 

an enterprise agreement. Under that agreement Ms Gauci is classified as a “Level 3 

Administration Officer”.50 She is employed on a permanent part-time basis, working Monday 

to Thursday, 8am to 3.30pm.51  

2.16 As at the time of Ms Gauci’s reply statement, she no longer worked as an Administration 

Officer. She had taken on the position of “Leisure and Wellness Coordinator”.52 This section 

focuses upon Ms Gauci’s role as an Administration Officer.  

 

(ii) Period of Service in Industry 

2.17 17 years. Ms Gauci commenced working in the aged care sector in or around 2005 as an 

AIN.53  

 

(iii) Qualifications and Training 

2.18 Qualifications. Ms Gauci has the following qualifications: 

(a) Certificate IV in Leisure and Health;54 

(b) Certificate IV in Business Administration;55 

(c) Certificate IV in Leadership and Management;56 

(d) First Aid; 57 

(e) Medication Training;58 and 

(f) Certificate in Administration Skills for Team Leaders.59  

49 Witness Statement of Fiona Gauci dated 29 March 2021 [2] 
50 Witness Statement of Fiona Gauci dated 29 March 2021 [7] 
51 Witness Statement of Fiona Gauci dated 29 March 2021 [9] 
52 Reply Statement of Fiona Gauci dated 21 April 2022 [17]. 
53 Witness Statement of Fiona Gauci dated 29 March 2021 [2] 
54 Transcript, 29 April 2022, PN2158     
55 Witness Statement of Fiona Gauci dated 29 March 2021 [24] 
56 Witness Statement of Fiona Gauci dated 29 March 2021 [25] 
57 Witness Statement of Fiona Gauci dated 29 March 2021 [26] 
58 Witness Statement of Fiona Gauci dated 29 March 2021 [26] 
59 Witness Statement of Fiona Gauci dated 29 March 2021 [27] 
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2.19 During cross-examination, Ms Gauci gave evidence that Uniting required its home makers 

to have a Certificate IV. She said the subject matter of the Certificate IV was not prescribed. 

Such that a Certificate IV in gardening, for example, would be acceptable as “that would 

benefit the home” (she stated she was told that during an interview process for the role).60 

2.20 Medication Training, During cross-examination, Ms Gauci confirmed she undertook 

medication training in 2020 and gave the following evidence:  

(a) She withdrew her reference to “required” in her statement.61 As an administration 

worker she was not “required” to be medication competent. However, should the 

support workers be short staffed and the manager ask Ms Gauci to assist with 

making beds (etc), having done this training she was also able to help with 

medication too.62  

(b) The training was provided in-house by Uniting. It involved a theory and practical 

component. Ms Gauci was also assessed by a RN.63 Following that training, Ms 

Gauci was awarded a certificate.64  

(c) Ms Gauci is assessed annually on medication competency to keep “skills up”.65 

 

 

(iv) Submissions as to Weight 

2.21 The following aspects of Ms Gauci’s evidence should attach little (if any) weight: 

(a) COVID-19. To the extent Ms Gauci’s evidence addressed the impact of the 

pandemic,66 we rely on our submissions at Section 5. 

(b) Staffing. To the extent Ms Gauci’s evidence advances opinions with respect to 

staffing,67 we rely on our submissions at Section 5. In short, that evidence is not 

relevant to work value reasons and should have no weight attached to it. 

(c) Enterprise Agreement. To the extent Ms Gauci’s evidence addresses issues 

relating to her discussions and negotiation with Uniting about her pay and 

classification under the enterprise agreement, that is not relevant to work value 

60 Transcript, 29 April 2022, PN2267-PN2269    
61 See Witness Statement of Fiona Gauci dated 29 March 2021 [28]. 
62 Transcript, 29 April 2022, PN2180-PN2183       
63 Transcript, 29 April 2022, PN2192-PN2200    
64 Transcript, 29 April 2022, PN2186-PN2187       
65 Transcript, 29 April 2022, PN2223     
66 Witness Statement of Fiona Gauci dated 29 March 2021 [71]-[75]; Reply Statement of Fiona Gauci dated 21 April 

2022 [19]-[49], [54]  
67 Reply Statement of Fiona Gauci dated 21 April 2022 [48]-[57]. 
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assessment.68 These are separate issues relating to the enterprise agreement that 

covers her employment. It is not relevant to a consideration of minimum award rates 

or work value assessment.  

(d) Redevelopment. Ms Gauci gives evidence as to her “additional duties” during the 

redevelopment of the facility.69 Noting the redevelopment of the facility is a 

temporary situation, it follows that the related “additional duties” are also temporary 

(for example, transferring residents to the new building and assisting remaining 

residents where to go). As such, this evidence should not be factored into the 

assessment of work value. Those duties, in this respect, are not a permanent feature 

of the role moving forward. 

(e) Opinion. To the extent Ms Gauci’s evidence speculates as to the negative attitude 

of the Service Manager towards dealing with complaints,70 the Commission should 

not place weight on that evidence. Particularly in circumstances where Ms Gauci is 

speaking to the emotions of someone other than herself and relying upon that 

unfounded evidence to sustain the proposition that she “generally” takes control and 

resolves complaints without assistance or supervision.71 As to her duties, Ms Gauci 

also notes that she does “duties as directed by the Service Manager”.72   

 

(v) The Nature of the Work Performed 

2.22 Ms Gauci givens the following evidence: 

(a) New technology has been implemented since she first started with Uniting: iCare, 

Sharepoint and Client Record Management. This has reduced the amount of paper 

used but required training to use 73 

(b) Ms Gauci has had less interaction of the residents in her role as an administration 

officer following the redevelopment of the facility. This is because the residents are 

in a separate building to the office administration.74  

(c) Ms Gauci observes that residents are entering the facility at an older age, more are 

bed ridden and stay for an average of 3 years before passing.75 

68 Witness Statement of Fiona Gauci dated 29 March 2021 [11]-[19] 
69 See Witness Statement of Fiona Gauci dated 29 March 2021 [34], [37] 
70 See Witness Statement of Fiona Gauci dated 29 March 2021 [55]. 
71 See Witness Statement of Fiona Gauci dated 29 March 2021 [55]. 
72 Witness Statement of Fiona Gauci dated 29 March 2021 [33(e)] 
73 Witness Statement of Fiona Gauci dated 29 March 2021 [47]-[48]. 
74 Witness Statement of Fiona Gauci dated 29 March 2021 [49] 
75 [62], [64] 
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(d) A modern facility for resident with high care needs.76 

 

(vi) Supervision 

2.23 Service Manager. Ms Gauci identified her supervisor as the Service Manager.77 During 

cross-examination, Ms Gauci stated “[m]y line manager was the manager of the facility, the 

facility manager.”78 

 

(vii) The Level of Responsibility or Skill Involved in doing the Work  

2.24 Ms Gauci provided the following evidence about her duties in administration: 

(a) Dealing with administration enquiries, which include the following: 

(i) responding to enquiries from prospective residents and their families (for 

example, replying to emails);79 

(ii) making appointments with families in relation to our facility; 

(iii) redirecting enquires to the appropriate staff member; 

(iv) providing individuals with information and care packages about the facility; 

(v) conducting tours of the facility for prospective residents; 

(vi) dealing with suppliers to purchase things for the facility; 

(vii) speaking to residents about signing medical forms; and 

(viii) fulfilling requests from resident's such as ordering groceries or personal 

items.80 

(b) Assisting residents with arranging transport if they would like to go somewhere.81 

(c) Admissions process. Ms Gauci explained her responsibilities involve: 

(i) speaking/greeting family members; 

(ii) completing paperwork; 

(iii) taking photographs of residents for their profile on iCare; 

76 Witness Statement of Fiona Gauci dated 29 March 2021 [60] 
77 Witness Statement of Fiona Gauci dated 29 March 2021 [54] 
78 Transcript, 29 April 2022, PN2170 
79 See egg, Witness Statement of Fiona Gauci dated 29 March 2021 [35]. 
80 Witness Statement of Fiona Gauci dated 29 March 2021 [33(a)] 
81 Witness Statement of Fiona Gauci dated 29 March 2021 [33(b)] 
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(iv) sending relevant forms to management.82 

Ms Gauci notes that the facility has appointed a dedicated Admissions Officer, their 

responsibilities include sourcing of residents and providing tours of the facility.83 

(d) Dealing with money by maintaining a key card.84 

(e) Organising events such as the Christmas party.85 

(f) Duties as directed by the Service Manager.86 

(g) Skills for dealing with residents who have dementia. Ms Gauci says she developed 

these skills:  

(i) “You have to make sure that the residents feel safe and learn to go along 

with what their mind is telling them at that time. I try and treat them with 

dignity and respect”.87 

(ii) She also referred to the importance of recognising “trigger points” for 

residents with dementia who may get aggressive.88 

(h) Assist RN with Schedule 4 medication (if short staffed). During cross-

examination, Ms Gauci said she would do this “very rarely”. She noted the last time 

she was asked to assist was “over a year [ago]”.89  

(i) She explained the medication comes in “blister packs”. She confirmed the 

procedure follows was to “count the number of tablets against what's on the 

iPad but you would accept that they were the right tablets because they were 

in the blister packs”.90 She said: “we're only CSEs, we're not RNs, we're not 

meant to know the names of them.  We just need to know how much we're 

giving out”.91 

(ii) The iPad had the chart with the resident’s name, picture, number of tablets 

and instructions (for example, if the tablet had to be crushed and put into 

custard).92 

82 Witness Statement of Fiona Gauci dated 29 March 2021 [33(c)] 
83 Witness Statement of Fiona Gauci dated 29 March 2021 [40] 
84 Witness Statement of Fiona Gauci dated 29 March 2021 [33(d)] 
85 Witness Statement of Fiona Gauci dated 29 March 2021 [33(e)] 
86 Witness Statement of Fiona Gauci dated 29 March 2021 [33(f)] 
87 Witness Statement of Fiona Gauci dated 29 March 2021 [66] 
88 Witness Statement of Fiona Gauci dated 29 March 2021 [68] 
89 Transcript, 29 April 2022, PN2203- PN2206     
90 Transcript, 29 April 2022, PN2216 
91 Transcript, 29 April 2022, PN2214     
92 Transcript, 29 April 2022, PN2215, PN2221    
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(iii) Following that, Ms Gauci would watch the resident take the medication and 

“sign off on it” via the iPad.93  

 

(viii) Environment - Conditions under which Work is Done 

2.25 Ms Gauci gives the following evidence about the conditions under which work is done: 

(a) Modern Facility. Ms Gauci described the Emu Plains facility as being recently 

“redeveloped” (i.e. they knocked down the old building and built a brand new 

building94).95  She described it as looking “very modern and looks a lot bigger now”. 

She noted the old building had been built in the 1980s.96 

(b) Home Model. The facility operates under the “house model” (also referred to as 

“homemaker” or “home model”).97 It is a facility with 5 “households” within the one 

facility, with each housing 20 residents.98 She provided further explanation: “So 

there's a ground level with one household, and the second level has two households 

– the first level, sorry, has two households, and then the second level has two 

households”.99 

93 Transcript, 29 April 2022, PN2217, PN2222     
94 Transcript, 29 April 2022, PN2172     
95 Transcript, 29 April 2022, PN2171    
96 Transcript, 29 April 2022, PN2175     
97 Transcript, 29 April 2022, PN2228, PN2226-PN2231        
98 Transcript, 29 April 2022, PN2171    
99 Transcript, 29 April 2022, PN2177    
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(c) Kathy Sweeney -- Administration Employee -- Huon Regional Care Centre 

 

(i) Period of Service in Role 

2.26 11 years. Ms Sweeney is employed by Huon Region Care Centre in Franklin, Tasmania. 

Her employment is covered by an enterprise agreement. Under that agreement, Ms Sweeny 

is classified as a “Level 4 Administration employee”.100 Ms Sweeney has worked in 

administration at the facility for around 11 years.101 

 

(ii) Period of Service in Industry 

2.27 15 years. Ms Sweeney has worked around 15 years in the aged care industry with the 

same residential aged care facility.102 She commenced administrative work from around 

2011.103  

 

(iii) Qualifications and Training 

2.28 Qualifications. Ms Sweeney has the following qualifications:  

(a) Certificate II in Business Administration;104   

(b) Certificate III in Business Administration (2011);105 and  

(c) Diploma of Business Management (2017).106 

2.29 During cross-examination, Ms Sweeney gave further evidence about her qualifications: 

(a) Certificate III. Ms Sweeney identified the following aspects of the Certificate III as 

particularly helpful in her job: “The Microsoft Office suite for a start.  You learn a lot 

about that.  Emails, you know, answering the phone with proper language.  We did 

a little bit of customer interaction.”107 She described the qualification as a “step up” 

from the Certificate II, stating “you learn more extensive use of the Microsoft Office 

suite”.108  

(b) Diploma. Ms Sweeney identified the additional skills the Diploma provided her: “You 

learn about finance, management and finances and budgets and things like that.  

100 Witness Statement of Kathy Sweeney dated 1 April 2021 [2]. 
101 Transcript, 5 May 2022, PN7035     
102 Witness Statement of Kathy Sweeney dated 1 April 2021 [3]. 
103 Transcript, 5 May 2022, PN7035     
104 Transcript, 5 May 2022, PN7041     
105 Transcript, 5 May 2022, PN7046 
106 Transcript, 5 May 2022, PN7047-PN7048    
107 Transcript, 5 May 2022, PN7050     
108 Transcript, 5 May 2022, PN7052 
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Dealing with staff in meetings and how to manage staff.  Key performance indicators, 

the goals of a business.  It's like basically what a manager would do is what you 

learn how to do.” She confirmed it was useful to her current role.109 

(c) She confirmed she undertook education in administration to give her the opportunity 

to move into administration.110 

 

(iv) Submissions as to Weight 

2.30 The following aspects of Ms Sweeney’s evidence should attach little (if any) weight:  

(a) COVID-19. To the extent Ms Sweeney’s evidence addresses to the impact of the 

pandemic,111 we rely upon submissions as Section 5.  

(b) Minimal Experience. In Ms Sweeney’s second statement, she gives evidence 

about four occasions in which she performed the role of “Extended Care Assistant”. 

She expressly states this is not part of her duties and was undertaken to cover staff 

shortages “in the past 12 months”.112 Given the nature and brevity of the experience, 

it should attract little weight. That evidence is of limited utility to the Commission’ in 

its evaluation of the role of a personal care worker (particularly in the face of more 

detailed evidence from other witnesses working permanently in that role).   

(c) Staffing. To the extent Ms Sweeney’s evidence addresses issues related to 

staffing,113 we rely upon our submissions at Section 5. 

(d) Relevance. During cross-examination it was made clear that aspects of the services 

provided by the facility are not limited to the aged care sector, namely: rural health 

beds, residential respite care and the Centrelink kiosk. Each of those services form 

part of Ms Sweeney’s administration role.114 This must be contemplated when 

considering the evidence of Ms Sweeney, as that evidence is conflated with her 

administrative work that is exclusive to aged care award.  

In the following summary, we have sought to identify the relevant aspects of Ms 

Sweeney’s role (i.e. administration in the aged care sector).  

 

(v) The Nature of the Work Performed 

109 Transcript, 5 May 2022, PN7055- PN7056      
110 Transcript, 5 May 2022, PN7039    
111 Witness Statement of Kathy Sweeney dated 14 April 2022 [12]-[33].  
112 Witness Statement of Kathy Sweeney dated 14 April 2022 [35]-[40]. 
113 See Witness Statement of Kathy Sweeney dated 14 April 2022 [7]-[11]. 
114 See PN7059-PN7066 (rural health beds); See PN7067-PN7071 (kiosk). 
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2.31 Ms Sweeney gives the following evidence about the nature of the work performed: 

(a) She states that “I am not aware of the introduction of too much new technology to 

assist in my role other than having remote access to computer programs”.115 She 

notes the introduction of a “new phone system” and “finger scanner”, which has not 

been without functionality issues.116   

(b) She observes the residents who utilise the facility are “very diverse” (she gives the 

example of a 50 year old resident who is NDIS funded).117  

 

 

(vi) Supervision 

2.32 Facility Manager. In her first statement, Ms Sweeney said she did not have a “day-to-day 

supervisor”.118 During cross-examination, she confirmed she now reports to the Facility 

Manager.119  

2.33 Additional Support. During cross-examination, Ms Sweeney said she is the sole member 

of the administration team at the facility.120 However, she also stated she was assisted 3.5 

days a fortnight by “one of the carers” or “one of the ECAs who has some admin training” 

who cover the reception desk. During that time, Ms Sweeney works from her office.121 That 

person “sits at the reception desk and answers the phone, filters calls”.122 

 

(vii) The Level of Responsibility or Skill Involved in doing the Work 

2.34 As to the duties performed, Ms Sweeney gave the following evidence: 

(a) Answering telephone calls (which may concern rural health beds, aged care or 

the Centrelink kiosk123), which may involve “patch[ing]” a call from a family member 

to a resident’s room, and replying to emails.124 She confirmed there is no message 

bank.125 

115 Witness Statement of Kathy Sweeney dated 14 April 2022 [50]-[51] 
116 Witness Statement of Kathy Sweeney dated 14 April 2022 [53]-[55]. 
117 Witness Statement of Kathy Sweeney dated 1 April 2021 [39] 
118 Witness Statement of Kathy Sweeney dated 1 April 2021 [38]. 
119 Transcript, 5 May 2022, PN7019    
120 Transcript, 5 May 2022, PN7024-PN7025.    
121 Transcript, 5 May 2022, PN7026- PN7030, PN7032   
122 Transcript, 5 May 2022, PN7033     
123 Transcript, 5 May 2022, PN7079-PN7081   
124 Witness Statement of Kathy Sweeney dated 1 April 2021 [17] and [29]. 
125 Transcript, 5 May 2022, PN7169   
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(b) Printing bed stats prepared by RN overnight in an Excel Spreadsheet (including 

numbers for respite and rural health beds), which she “collate[s] and summarises” 

after reviewing the RN calculations from the night before.126 This document is also 

supplied to the Finance and Payroll Team.127 

(c) Admissions. Complete admissions of three categories of resident: “rural health 

bed”, “residential respite” and “residential aged care”.128 Including prepare and 

distribute “Residential Aged Care Application pack” (consisting of an 8 page 

registration form, “several Centrelink documents”, welcome letter, advanced care 

directive and business card of the Facilities Manager).129 

(d) Record Keeping via iCare. Ms Sweeney noted she keeps a file for each resident 

in iCare, together with a physical file.130  

(e) Leave. Entering “personal leave” into the payroll system (for example, if an 

employee calls in sick and supports that absence with a medical certificate);131 

(f) Rostering, which consists of the following duties: 

(i) if someone calls in sick, “ringing people or texting people until the very last 

minute to find someone to cover a shift” (this was also identified as an 

“urgent” matter that may be emailed over evening, which requires attention 

“first thing” on arrival132; 133  

(ii) using the INERVA system to “plan rosters”; 134 

(iii) “managing the fleet of cars that our facility owns”.135 

During cross-examination, Ms Sweeney confirmed there is no separate rostering 

team. She has the responsibility to build the roster via INERVA.136 

During re-examination, Ms Sweeney noted that she uses her personal phone to call 

people.137 

126 Witness Statement of Kathy Sweeney dated 1 April 2021 [18]-[19]; PN7091- PN7098, PN7102         
127 Transcript, 5 May 2022, PN7102-PN7104      
128 Witness Statement of Kathy Sweeney dated 1 April 2021 [21]-[25]. 
129 Witness Statement of Kathy Sweeney dated 1 April 2021 [24]; Transcript, 5 May 2022, PN7111- PN7113       
130 Transcript, 5 May 2022, PN7129-PN7133   
131 Witness Statement of Kathy Sweeney dated 1 April 2021 [26]. 
132 Transcript, 5 May 2022, PN7083- PN7086       
133 Witness Statement of Kathy Sweeney dated 1 April 2021 [26]. 
134 Witness Statement of Kathy Sweeney dated 1 April 2021 [27]. 
135 Witness Statement of Kathy Sweeney dated 1 April 2021 [28]. 
136 Transcript, 5 May 2022, PN7134- PN7135        
137 Transcript, 5 May 2022, PN7286-PN7288      
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(g) Managing Fleet Cars. Ms Sweeney confirmed that the facility owns cars outright. 

The maintenance person will check the cars weekly and provide a report monthly to 

Ms Sweeney. Following which she may need to book a service and/or order tyres 

(for example). She explained the reference to “negotiating with drivers” was a 

reference to finding someone to drive the car to the dealer in Hobart/Sorrell for 

servicing (1 hour away) due to warranty requirements. This is no longer an issue 

because the cars are now serviced locally.138 

(h) Tours for Visitors. Conducting tours of the facility for family “who are considering 

placing one of their family members in our care”, which may include answering 

questions about the facility and an introduction to the RN on duty;139 

(i) Appointments. Make appointments for residents (for example, hairdresser);140 

(j) Trust account administration.141 Ms Sweeney explained that a resident that is 

unable to manage their money may have a trust account. The facility currently has 

around 9 residents with trust accounts. The resident’s family will normally put around 

$200 into a resident’s account.142 If money is withdrawn from the account (for 

example for hairdressing) this occurs via Inerva. An electronic record is entered on 

Inerva. Physical receipts are also stapled to a printed withdrawal form.143   

(k) Front Desk deliveries. Accept and take gifts and/or deliveries for residents to their 

rooms.144 

(l) Arranging contractors. Using the example of finding a plumber for the facility, Ms 

Sweeney explained that she would find a plumber (by “word of mouth and local 

knowledge”145), provide details about facility146, get details and pass on information 

to Facility Manager. The Facility Manager would then prepare a contract.147 Ms 

Sweeney confirmed she does not negotiate prices.148 If hired, that person will report 

to the Facility Manager.149 

138 Transcript, 5 May 2022, PN7157- PN7165      
139 Witness Statement of Kathy Sweeney dated 1 April 2021 [31] 
140 Witness Statement of Kathy Sweeney dated 1 April 2021 [32]. 
141 Witness Statement of Kathy Sweeney dated 1 April 2021 [33]. 
142 Transcript, 5 May 2022, PN7172-PN7179      
143 Transcript, 5 May 2022, PN7177-PN7178   
144 Witness Statement of Kathy Sweeney dated 1 April 2021 [34]-[35]. 
145 Transcript, 5 May 2022, PN7220     
146 Transcript, 5 May 2022, PN7221     
147 Transcript, 5 May 2022, PN7216- PN7218     
148 Transcript, 5 May 2022, PN7227     
149 Transcript, 5 May 2022, PN7235    
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(m) Stationary order. Ordering stationary and changing the ink cartridges in printers. 

150 During cross-examination, Ms Sweeney explained that she “maintains” printers 

by changing the ink, cleaning the glass and removing paper that may get stuck from 

time-to-time and disrupt printing. She confirmed the printers are also serviced by the 

manufacturer.151 

(n) Managed the purchase of uniforms. Ms Sweeney explained she organises a 

Purchase Order to the value of what the order is and emails the Purchase Order to 

the Uniform Company.152 

(o) Documentation to report compliance with food safety standards. Ms Sweeney 

explained she assists the Chef with an “admin day once a fortnight”. This involves 

the Chef providing Ms Sweeney with photographs of the kitchen relevant to 

accreditation (for example, demonstrating no flaking paint). Ms Sweeny created a 

template form for keeping record of food allergens for each resident. This is also on 

a large sheet in the kitchen.153  

2.35 The extent of Ms Sweeney’s responsibility is basic day-to-day administration within the 

facility. In summary this consists of the following:  

(a) paperwork for the purpose of admissions; 

(b) answering telephone calls and emails at the reception desk; 

(c) accepting deliveries for the facility and residents and taking them to the appropriate 

person/location in the facility;  

(d) record keeping with respect to trust accounts and payroll; and 

(e) managing stationary orders and changing printer ink cartridges as need.  

2.36 No part of Ms Sweeney’s evidence identified a responsibility or duty that is foreign to an 

administrative role or beyond the scope of her qualifications.154  

2.37 Ms Sweeney’s evidence is that “my role remains the same” but that a “reduction of staff in 

administration means that in my day to day duties, I am getting further and further behind 

in my work”.155 That evidence does not refer to a change in duties, but rather an 

intensification of work. 

150 Witness Statement of Kathy Sweeney dated 1 April 2021 [37]. 
151 Transcript, 5 May 2022, PN7270-PN7273   
152 Transcript, 5 May 2022, PN7249     
153 Transcript, 5 May 2022, PN7255- PN7260    
154 Ms Sweeney qualifications include Diploma of Business Management; Certificate II in Business Management; and 

Certificate III in Business administration: Witness Statement of Kathy Sweeny dated 1 April 2021 [9].  
155 Witness Statement of Kathy Sweeney dated 14 April 2022 [7]-[8].  
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(viii) Environment - Conditions under which Work is Done 

2.38 Ms Sweeney gives the following evidence about conditions: 

(a) Facility. Ms Sweeney works in a residential aged care facility. The facility is 

described as “multipurpose” because it offers the following services: residential 

aged care, rural health beds, residential respite care and a Centrelink kiosk.156 The 

facility has 21 beds which may be allocated for any of those services.157 

 

  

  

156 Witness Statement of Kathy Sweeney dated 1 April 2021 [10]-[11].  
157 Witness Statement of Kathy Sweeney dated 1 April 2021 [14]-[15]. 
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(d) Lynette Flegg -- Senior Administration Officer -- Southern Cross Care 

 

(i) Period of Service in Role 

2.39 12 years. Ms Flegg is employed by Southern Cross Care and works at Marian Nursing 

Home, North Parramatta (Marian). Her employment is subject to an enterprise agreement. 

Under that agreement, Ms Flegg is classified as a “Clerical and Administration Employee 

Grade 4”.158 She currently works 4 days per week on a permanent basis. 159 Ms Flegg has 

worked at Marian for around 12 years. 160  

 

(ii) Period of Service in Industry 

2.40 12 years. Ms Flegg has worked at least 12 years in the aged care industry.161 

 

(iii) Qualifications and Training 

2.41 No formal qualifications. During cross-examination, Ms Flegg stated she previously 

worked as a Programmer Analyst for the Commonwealth Bank of Australia. During that role, 

“she picked up some coding skills for web design”.162  

 

(iv) Submissions as to Weight 

2.42 The following aspects of Ms Flegg’s evidence should attach little (if any) weight: 

(a) COVID-19. To the extent Ms Flegg’s evidence addresses the impact of the 

pandemic,163 we rely upon submissions as Section 5.  

(b) Reply to Employer Evidence. In Ms Flegg’s unsworn second statement at [33] she 

states: 

“33. I understand that some employers in this case have said that there has been 

no change in the role of administrative staff over time. I don’t agree with this. I repeat 

my first statement in relation to my role and changes in it.” 

Absent any specific reference, that statement can be of limited utility to the 

Commission’s assessment.  

158 Witness Statement of Lynette Flegg dated 30 March 2021 [3]-[4], [9]. 
159 Witness Statement of Lynette Flegg dated 30 March 2021 [16]. 
160 Witness Statement of Lynette Flegg dated 30 March 2021 [7]. 
161 Witness Statement of Lynette Flegg dated 30 March 2021 [7]. 
162 Transcript, 5 May 2022, PN5802-PN5803        
163 Witness Statement of Lynette Flegg dated 14 April 2022 [4]-[24]; Witness Statement of Lynette Flegg dated 30 March 

2021 [28]. 
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(c) Staffing. To the extent Ms Flegg’s evidence addresses staffing issues,164 that 

evidence should attract little to no weight as it is not relevant to a work value 

consideration. As to the issue of staffing, we rely upon submissions at Section 5. 

(d) Financial Difficulties. Ms Flegg gives evidence about it being “difficult to make 

ends meet [sic] on my weekly pay” and “I don’t have a lot of spare money for things 

like holidays”.165 Both statements are examples of opinion, which is not supported 

by any objective evidence, and does not assist the Commission with assessing work 

value or minimal award rates. It should attach no weight to this evidence.  

(e) Reasons for loving job.166 Similarly, this opinion evidence, whilst it shows Ms 

Flegg’s reasons for working in the role is not a work value consideration. It is not 

relevant and should have no weight attached to it.  

 

(v) The Nature of the Work Performed 

2.43 Ms Flegg gave the following evidence as to the nature of the work performed: 

(a) She noted that she does not have a lot of exposure to residents “as far as their day 

to day care is concerned”.  

(b) She notes there is a “high care dementia section” in Marian, which she attends 

sometimes. 167 

(c) She notes she has observed “some residents” being “verbally aggressive” and said 

there is “at least one resident who tends to grab you by the wrist and not let go” (this 

has happened to her).168 During cross-examination, Ms Flegg confirmed that during 

that incident she did not experience any concern for her personal safety. Rather, “it 

was a bit off-putting but I wouldn't have said that I was worried about them breaking 

my wrist or anything like that”.169 

 

  

164 Witness Statement of Lynette Flegg dated 14 April 2022 [17]-[23] 
165 Witness Statement of Lynette Flegg dated 30 March 2021 [29]-[30] 
166 Witness Statement of Lynette Flegg dated 30 March 2021 [31]. 
167 Witness Statement of Lynette Flegg dated 30 March 2021 [26] 
168 Witness Statement of Lynette Flegg dated 30 March 2021 [26] 
169 Transcript, 5 May 2022, PN5942     
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(vi) Supervision 

2.44 Facility Manager. Ms Flegg’s direct report is to the Facility Manager. It is the responsibility 

of the Facility Manager to liaise with Head Office, “dealing with staffing issues such as 

recruitment and disciplinary matters, and all the different reporting responsibilities the facility 

has”.170 The Facility Manager provides indirect supervision. Ms Flegg attends to her duties 

without direct day-to-day supervision.171 

2.45 Ms Flegg contacts the Facility Manager with respect to the following issues: 

(a) If there is “an issue” at the facility “that I have been unable to resolve and need to 

escalate to her”. Ms Flegg provided the example of being unable to find a person to 

fill a vacant shift.172 

(b) During cross-examination, Ms Flegg identified “rostering problems” as a matter she 

would take to the Facility Manager. She said: “if I know that there's a lot of vacancies 

still that need to be filled on a roster, I'll alert her ahead of time so that she knows, 

because sometimes she can be a bit more convincing than I am to get people to fill 

some shifts”.173 

 

(vii) The Level of Responsibility or Skill Involved in doing the Work 

2.46 As to the duties performed, Ms Flegg gave the following evidence: 

(a) answering telephone calls on reception;174 

(b) greeting people at reception;175 

(c) showing visitors around the facility (which may include family members); 176 

(d) accepting deliveries (i.e. that are meant for the facility) and contacting the person 

the delivery is for. For example, if the delivery is “medical supplies”, it is the 

responsibility of the maintenance person to “make sure the correct things have 

arrived”.177 Ms Flegg accepted the reception desk is the first point of call for 

deliveries, but she does not check deliveries that are not intended for administration 

170 Witness Statement of Lynette Flegg dated 30 March 2021 [21].  
171 Witness Statement of Lynette Flegg dated 30 March 2021 [22]-[23]. 
172 Witness Statement of Lynette Flegg dated 30 March 2021 [22]. 
173 Transcript, 5 May 2022, PN5931    
174 Witness Statement of Lynette Flegg dated 30 March 2021 [11]. 
175 Witness Statement of Lynette Flegg dated 30 March 2021 [11]. 
176 Witness Statement of Lynette Flegg dated 30 March 2021 [11]. 
177 Witness Statement of Lynette Flegg dated 30 March 2021 [18(f)]; Transcript, 5 May 2022, PN5883-PN5884    
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team. Ms Flegg said “[a]s far as the admin staff are concerned it's actually receiving 

any orders and checking them, it's more to do with the stationery items”;178  

(e) entering information into Microsoft Excel and Access databases to keep them up to 

date: 179 

(i) “Access databases” store resident details: “what they were admitted for, their 

date of birth, their next of kin, their admission date, their doctor”;180   

(ii) “Excel databases” were “mainly used for things like billing” and “things like 

printing labels, doing the billing, the monthly billing for the residents.  They 

were even used for printing a newsletter that we produced.”181 

(f) filing documents (for example, the paper-based roster at reception desk); 182 

(g) keeping telephone lists of residents up to date;183  

(h) reviewing electronic “clock on and clock off” results stored electronically and 

compare against paper record, provide results of comparison to Office Manager (this 

check may impact calculation of pay for staff);184  

(i) preparing the roster using RosterOn software.185 Ms Flegg gave the following 

evidence about the operation: 

(i) “The way it works is that our permanent staff have got permanent shifts, and 

there's a section that runs behind that tells the roster system what our 

requirements are for every day”186; and 

(ii) “when I start a roster, it goes from the permanent shifts that are actually 

given to permanent staff – it checks – it goes backwards and forwards 

between these requirements and the roster itself, the permanent shifts on 

the roster, and then it'll spit out a number of vacancies, depending on, you 

know, if the requirements say it needs, you know, three AINs in the morning, 

we've only got two on the permanent roster, it'll spit out a vacancy.”187 

178 Transcript, 5 May 2022, PN5887    
179 Witness Statement of Lynette Flegg dated 30 March 2021 [11] and [12]; PN5789, PN5796, PN5806     
180 Transcript, 5 May 2022, PN5794     
181 Transcript, 5 May 2022, PN5795     
182 Witness Statement of Lynette Flegg dated 30 March 2021 [11]. 
183 Witness Statement of Lynette Flegg dated 30 March 2021 [11]. 
184 Witness Statement of Lynette Flegg dated 30 March 2021 [13]-[14]; [17(h)]. 
185 Transcript, 5 May 2022, PN5827-PN5830     
186 Transcript, 5 May 2022, PN5831     
187 Transcript, 5 May 2022, PN5832   
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It is Ms Flegg’s responsibility to fill in the vacancies/gaps that RosterOn cannot.188 

This may require Ms Flegg to ring staff to find someone to “pick up a vacant shift”.189 

(j) printing a hardcopy of the roster and publish to RosterOn.190  

(k) providing documents to accreditors/regulators (who attend every 2-3 years191). Ms 

Flegg noted “accreditors don't typically ask the admin staff a lot.” They may request 

to see the roster and that is when Ms Flegg would provide the paper-based copy.192  

(l) invoice duties.193 Upon receipt of an invoice, Ms Flegg explained she is required to 

“stamp the invoices” and put the relevant facility and item code on the invoice before 

sending it to Accounts Payable.  

(m) taking paper-based complaints from box at reception and/or emails and provide 

them to the Facility Manager.194 

2.47 Ms Flegg also gives evidence of designing a “simple website” writing in HTML for the facility, 

she acquired the skills for this in her previous role as a Programmer Analyst.195  

2.48 Ms Flegg gave evidence of the following duties which she described as “more complex, 

recording keeping and administrative processes”:196 

(a) Creating an electronic record of residents in a database called “Autumn Care”. The 

information is taken from a paper-based admission form completed by the 

resident.197 Ms Flegg then types the information into the database.198 

(b) Moving resident records to “Discharged” or “Deceased” (subject to circumstance of 

departures) within AutumnCare.199 During cross-examination, she gave the following 

evidence: 

“MR WARD: Is that a sort of - using the computer, is that just picking the file up and 

dropping into a different file or how do - - -? 

MS FLEGG: Pretty much, yes, yes - it's just called a transfer.”200 

188 Transcript, 5 May 2022, PN5836     
189 Transcript, 5 May 2022, PN5841 
190 Transcript, 5 May 2022, PN5847- PN5852     
191 Transcript, 5 May 2022, PN5912-PN5913       
192 vPN5903-PN5910      
193 Witness Statement of Lynette Flegg dated 30 March 2021 [18(i)], [19]. 
194 Transcript, 5 May 2022, PN5949- PN5950     
195 Witness Statement of Lynette Flegg dated 30 March 2021 [12]; PN5802-PN5805         
196 Transcript, 5 May 2022, PN5810 
197 Witness Statement of Lynette Flegg dated 30 March 2021 [17(a)]. 
198 Transcript, 5 May 2022, PN5811-PN5812       
199 Witness Statement of Lynette Flegg dated 30 March 2021 [17(b)]; PN5815     
200 Transcript, 5 May 2022, PN5816     
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(c) Running a “pre-created” report via Autumn Care, which consists of selecting run 

report, the systems processes all data already inputted and prints a report.201 Ms 

Flegg explained “they’re already there. It just picks up the information from Autumn 

Care and creates the report”.202 

(d) Record keeping for “incidental expenses”. This is described as “billing” but simply 

consists of Ms Flegg emailing the Billing Department and Accounts Payable Team 

to ensure the expense is “charged back” to the resident. 203 During cross-

examination, she provided an example: 

“when a resident runs short of clothing, our facility manager has got a petty cash 

card.  One of the staff members will go out, buy what's needed for the resident and 

then once that's all done we receive the receipt, which we then pass away to our 

billing section who does the monthly billing for the resident and that receipt is added 

on to their account for the month.”204 

 

Upon receipt of the physical receipt, Ms Flegg scans a copy to email to Billing.205 

(e) If an employee takes sick leave and/or is absent, this will be notified to the reception 

desk. Ms Flegg is required to call employees to find a replacement. Once found, she 

is to update the roster to ensure the shift picked up is reflected in the employee’s 

roster; 206 

(f) Using an online system, Ms Flegg performs a daily check of “clock on and clock off” 

results.207 The facility uses a fingerprint scanner for that purpose, the results are 

accessible on RosterOn.208 Ms Flegg explained the process: 

(i) “There's a report that we run every day that we just tick off the clock on and 

clock off times to what the actual roster says.  If someone's arrived, you 

know, 15 minutes late we've got to dock them their 15 minutes, that sort of 

thing.  Or if they've clocked off early for some reason, or if they've clocked 

off late for some reason, we have to change their actual shift times.”209 

201 Witness Statement of Lynette Flegg dated 30 March 2021 [17(c)]; PN5819 
202 Transcript, 5 May 2022, PN5819 
203 Witness Statement of Lynette Flegg dated 30 March 2021 [17(d)]; PN5820    
204 Transcript, 5 May 2022, PN5820   
205 Transcript, 5 May 2022, PN5824-PN5825     
206 Witness Statement of Lynette Flegg dated 30 March 2021 [17(e)]-[17(g)]. 
207 Witness Statement of Lynette Flegg dated 30 March 2021 [17(h)]. 
208 Transcript, 5 May 2022, PN5862   
209 Transcript, 5 May 2022, PN5865     
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(ii) If the finger scan record says a worker clocked on at 6.45am, but they were 

rostered to start at 6.30am, this requires a “manual adjustment”.210  

(iii) Following those checks, and working out overtime, the roster is locked and 

reviewed by the Facility Manager. It then goes to Payroll to do the rest.211 

(g) Maintaining lists of email addresses and physical addresses of resident’s family 

members and guardians via Microsoft Outlook, in order to send correspondence and 

updates.212 

2.49 Occasional duties also include taking minutes at the monthly meeting of nursing, care and 

leisure staff (which are “general notes” as opposed to “verbatim minutes”213),214 updating 

registers that store staff details (via Microsoft Excel)215 and organising meetings for families 

and residents, which may include “sending invitations, receiving and recording responses 

to invitations and managing lists of attendees”.216  

 

(viii) Environment - Conditions under which Work is Done 

2.50 As to the conditions under which work is done, Ms Flegg gave the following evidence: 

(a) Location. During cross-examination, Ms Flegg confirmed that she is situated at the 

reception desk within the facility. She also noted there is a separate administration 

office.217 

(b) Technology. 

(i) In Ms Flegg’s second statement she gives evidence about “My Hub”. She 

describes it as a “new technology system” that “has been difficult since it was 

first implemented”. 218 During cross-examination, she gave evidence that it 

has gotten “better” over time.219 Her written and oral evidence reflects the 

teething issues that occur with transitioning from paper to digital systems.220 

However, she also noted that she does not use the system in her role, she 

accesses it primarily as an employee: “I'd use it for learning more than 

210 Transcript, 5 May 2022, PN5866     
211 Transcript, 5 May 2022, PN5868    
212 Witness Statement of Lynette Flegg dated 30 March 2021 [17(i)]; PN5873-PN5874     
213 Transcript, 5 May 2022, PN5918     
214 Transcript, 5 May 2022, PN5916 -PN5920    
215 Transcript, 5 May 2022, PN5921 
216 Witness Statement of Lynette Flegg dated 30 March 2021 [20(a)]-[20(d)].  
217 Transcript, 5 May 2022, PN5780     
218 Witness Statement of Lynette Flegg dated 14 April 2022 [27],[30].  
219 Transcript, 5 May 2022, PN5958     
220 See Transcript, 5 May 2022, PN5958 

4832



anything, or checking my pay slip.”221 This is a natural evolution of the role 

which has occurred in many industries, it is not unique to administration in 

aged care or aged care as a whole. 

(ii) Similarly, Ms Flegg’s frustration with the “new doorbell intercom system” 

does not support a case that the environment has changed. Rather, it was 

transitory phases of difficulty during renovations (“[i]t's only a temporary thing 

while we're in the renovation stage”222).223 It should attract little weight (if 

any).224 Further, during cross-examination, Ms Flegg identified the issue as 

temporary and/or resolved. 

 

  

221 Transcript, 5 May 2022, PN5962-PN5963   
222 Transcript, 5 May 2022, PN5966     
223 Transcript, 5 May 2022, PN5966-PN5967   
224 Witness Statement of Lynette Flegg dated 14 April 2022 [32]. 
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(e)  Pamela Little -- Administration Officer -- Uniting  

 

(i) Period of Service in Role 

2.51 10 years. Ms Little is employed by Uniting.225 Her employment is covered by an enterprise 

agreement. Under that agreement. Ms Little is classified as an “Administrative Employee 

Grade 5” (Grade 5 is the highest administration grade under the enterprise agreement).226 

She has worked in the role since November 2011. She is employed on a part-time basis, 

working Wednesday to Friday, 8.30am to 3.30pm.227   

 

(ii) Period of Service in Industry 

2.52 10 years. Uniting is Ms Little’s first role in aged care.228  

 

(iii) Qualifications and Training 

2.53 Certificate III. Ms Little has a Certificate III in Business Administration. This was not a 

requirement of her role.229  

2.54 Mandatory Internal Training. Ms Little is required to complete online training modules, 

which cover topics such as infection control, food handling, recognising elder abuse, 

dementia and palliative care. She spends “approximately 10-12 hours every year 

completing modules”.230  

2.55 Ms Little also receives training for all software applications introduced.231 

(iv) Submissions as to Weight 

2.56 The following aspects of Ms Little’s evidence should attach little (if any) weight: 

(a) COVID-19. To the extent Ms Little’s evidence refers to the impact of the pandemic 

upon her role or duties,232 we rely upon submissions at Section 5. 

(b) “More stressful”. Ms Little gives evidence that she finds her work in aged care to 

be “more stressful” than her former work in insurance. Without being disrespectful 

225 Witness Statement of Pamela Little dated 30 March 2021 [2]. 
226 Transcript, 29 April 2022, PN2299-PN2301; Witness Statement of Pamela Little dated 30 March 2021 [3]. 
227 Witness Statement of Pamela Little dated 30 March 2021 [5]. 
228 Witness Statement of Pamela Little dated 30 March 2021 [14].  
229 Witness Statement of Pamela Little dated 30 March 2021 [19]-[20] 
230 Witness Statement of Pamela Little dated 30 March 2021 [21]-[23] 
231 Witness Statement of Pamela Little dated 30 March 2021 [26] 
232 See Witness Statement of Pamela Little dated 30 March 2021 [47]-[48], [62]-[65]; Reply Statement of Pamela Little 

dated 21 April 2022 [4]-[59]. 
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to the opinion held by Ms Little, this information not relevant to evaluative task before 

the Commission.  

(c) Temporary Duties. Ms Little gives evidence of being delegated the responsibility 

of “creating the rosters” whilst Uniting recruited a new Service Manager. She 

describes the role as “stressful” and notes she did not receive additional pay.233 That 

evidence is not relevant to the current application because, by Ms Little’s evidence, 

that situation was only temporary - “until a permanent replacement Service 

Manager” was employed and may have been in the remit of her role. 234  As such, 

being a transitory issue, it should not be factored into the assessment by the 

Commission. 

(d) More Demanding. Ms Little gives evidence that her role has become “more 

demanding” by reference to work with “recruitment vetting of candidates and site 

orientation of new staff”.235 The Commission would place little weight on that 

evidence for the following reasons: 

(i) The evidence of Ms Little as to her role in “assisting” with the recruitment 

process is limited to administrative work (see summary of her evidence 

below Section 5).236  

(ii) Each of the tasks referred to are within the scope of her daily duties: 

emailing, forwarding documentation, scheduling appointments, providing 

contact details (already compiled), and giving a site tour (which she gives to 

prospective residents). The only difference is the focus is on either a 

prospective employee or new employee.  

(iii) Unless assistance with recruitment is a regular occurrence, and there is no 

suggestion on the evidence that it is, the suggestion that this assistance 

makes Ms Little’s administrative role “more demanding” is not supported by 

the evidence.  

(e) Staffing. To the extent Ms Little’s evidence touches upon staffing issues,237 it is 

submitted that this evidence is not relevant. We rely upon our submissions at 

Section 5. 

233 Witness Statement of Pamela Little dated 30 March 2021 [36]-[37]. 
234 Witness Statement of Pamela Little dated 30 March 2021 [36]. 
235 Reply Statement of Pamela Little dated 21 April 2022 [62]. 
236 Witness Statement of Pamela Little dated 30 March 2021 [28(j)]. 
237 See Witness Statement of Pamela Little dated 30 March 2021 [39]-[42]. 
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(f) Involvement in audits. Ms Little raises the fact that she may be required to provide 

documentation and/or participate in interviews during audits by the regulator as a 

relevant change to her role.238 The Commission should place minimal weight on this 

evidence, noting that is well established that all staff at facilities may be the subject 

of interviews during an audit and not all staff are required to participate at each audit.  

(g) Financial Hardship. Ms Little gives evidence: 

(i) “I do not believe my salary is commensurate with my job requirements”  

(ii) “I am lucky that I have a partner that earns more than me”; and   

(iii) “I know many of my colleagues find it hard to make ends meet [sic]”.239 

Each statement, at its highest, is a statement based on Ms Little’s belief, it also 

includes opinion and hearsay, it should attract little weight. Further, Ms Little’s pay 

rate is not set by the award but an enterprise agreement. The relevance of this 

evidence is of very little utility to the Commission.   

 

(v) The Nature of the Work Performed 

2.57 Ms Little gives the following evidence as to the nature of the work performed: 

(a) Person Centred Approach. Ms Little notes that under the “household model of 

care” she is required to embrace the person-centred approach to resident care.240 

(b) Technology. Ms Little identifies a variety of “software applications” that she uses in 

her role within the facility:241  

(i) Customer Relationship Management (CRM) - contains resident and 

prospective resident information. Ms Little uses CRM to contact prospective 

residents.  

(ii) QUASAR - incident reporting software. 

(iii) RosterOn - used to make rosters.   

(iv) BEIMS - property management software, which administration staff use to 

submit maintenance request.  

238 Reply Statement of Pamela Little dated 21 April 2022 [64]. 
239 Witness Statement of Pamela Little dated 30 March 2021 [68]-[70] 
240 Witness Statement of Pamela Little dated 30 March 2021 [49]-[54]. 
241 See Witness Statement of Pamela Little dated 30 March 2021 [25]. 
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(v) WorkSmart - administration staff use it to create “purchase requisitions” and 

generate “purchase orders” for approval by the Service Manager.  

(vi) Promaster- manage petty cash, used for “small discretionary payments”.  

(vii) Preceda - online payroll software used to access payslips.   

(viii) Clinical Management - RNs and Doctors upload all treatment progress 

notes. If Ms Little has an interaction with a resident (for example, chat or 

coffee), she is required to make a note. 

(ix) PageUp - this is used in the recruitment and acquisition of staff. 

(x) ChemAlert - a chemical safety management system to show the facility is 

complying with Safety Data Sheets and these are reviewed by administration 

staff. 

(c) Ms Little states she is now required to ensure that Uniting complies with a series of 

regulatory requirements. For example: making sure testing and tagging is 

completed, making sure the kitchen is completing monthly audits, records that are 

the subject of compliance audits are up-to-date (for example, Clinical Management 

and Safety Data Sheets on ChemAlert).242 

 

(vi) Supervision 

2.58 Facility Manager. During cross-examination, Ms Little confirmed that she reports to the 

Facility Manager (which she also described as “the service manager”).243 Within the 

organisation she noted that the Facility Manager reports to the Regional Operations 

Manager.244 Ms Little noted the Service Manager is also a RN.245 At Uniting, the Service 

Manager is required to be a RN.246 

2.59 Business Structure. Ms Little notes that a care worker with higher duties works as a “Junior 

Administration Officer” 2 days per week.247  

(vii) The Level of Responsibility or Skill Involved in doing the Work  

2.60 Ms Little gave the following evidence as to the duties she performs in her role: 

242 Witness Statement of Pamela Little dated 30 March 2021 [60]. 
243 Transcript, 29 April 2022, PN2303    
244 Transcript, 29 April 2022, PN2304     
245 Witness Statement of Pamela Little dated 30 March 2021 [10].  
246 Witness Statement of Pamela Little dated 30 March 2021 [56]. 
247 Witness Statement of Pamela Little dated 30 March 2021 [8(a)]; see also Transcript, 29 April 2022, PN2313 
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(a) Administration and reception duties including: answering phones, taking 

messages, transferring calls, reading and responding to emails, sending and 

receiving faxes, banking, managing visitor bookings, recording minutes at meetings, 

filing, and greeting customers.248 

(b) Ordering stock:  

(i) Financial Delegation. Ms Little understood there was a “financial 

delegation”, she believed the limit for the Facility Manager was around 

$15,000. Ms Little operates under that delegation.249   

(ii) Not Medications. RNs retain the responsibility for managing medications.  

(iii) Care Supplies. In relation to stock for care needs (namely, wound care, 

incontinence aids, PPE, toilet paper, etc), Ms Little would prepare a list for 

review by the RNs. They would then mark what they need and then Ms Little 

arranges for the purchase. 

(iv) Not Food. The kitchen is outsourced to another company that is responsible 

for the ordering of food.250 

(v) Kitchen Supplies. Ms Little is advised by the Chef as to supplies required, 

which may include “things such as bowls, knives and forks, mats to walk on, 

non-slips mats, brooms, things like that.” 251  

(vi) Maintenance Stock. The cleaner would advise if supplies are required. 

Items may also include “batteries”.252 

(c) Log Issues into BEIMS. If there is a maintenance issue (for example, a blocked 

toilet) that job is logged into BEIMS, which is then attended to by the maintenance 

team. All staff can log issues into BEIMS. Ms Little may enter on behalf of staff, 

residents or herself if she notices an issue.253 

(d) Admissions.254 Ms Little acts as a conduit for communications between prospective 

residents and Uniting.  

(i) The “support plan” is prepared by the Service Manager, which Ms Little can 

access via the “My Aged Care assessor portal” (i.e. she is not conducting 

248 Witness Statement of Pamela Little dated 30 March 2021 [28]. 
249 Transcript, 29 April 2022, PN2308- PN2310.      
250 Transcript, 29 April 2022, PN2317     
251 Transcript, 29 April 2022, PN2317     
252 Transcript, 29 April 2022, PN2322 
253 Transcript, 29 April 2022, PN2332-PN2337     
254 See Witness Statement of Pamela Little dated 30 March 2021 [28(d)]. 
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the assessment or making that decision). Ms Little will communicate the 

result of the assessment to the prospective resident.  

(ii) If the assessment states Uniting is unsuitable for the care needs of the 

prospective resident, Ms Little refers them to Uniting’s Admissions Officer.  

(iii) If the assessment states Uniting is suitable for the care needs of the 

prospective resident, Ms Little will assist with scheduling a site visit. They 

are offered a tour and provided an information pack about onboarding.  

(iv) Ms Little will follow-up with the prospective resident after the site visit.  

(v) Ms Little will process documentation if a prospective resident decides to 

onboard.  

(vi) Ms Little will inspect the room to be assigned to the new resident and if 

repairs/improvements are needed, she will put a request in BEIMS.  

(e) Discharges.255 The most common reason for discharge is death.  

(i) The Service Manager is responsible for conducting a “death screen via the 

clinical manager software application". 

(ii) Ms Little is responsible for removing client details from CRM, Clinical 

Management, archiving physical files, emailing internal teams to advise 

about the discharge and liaising with family members about collecting any 

resident personal belongings. 

(f) Assist with iPad issues. Ms Little explained that she assists staff with connecting 

the devices to the facility’s internal network, resetting the devices, assisting with 

settings and/or downloading the latest medication profiles.256  

(g) Assisting with Administration involved in Recruitment. Ms Little states that she 

assists with recruitment by doing the following:  

(i) drafting and uploading advertisements; 

(ii) liaising with applicants to schedule interviews; 

(iii) providing HR with documentation provided by applicants; and 

255 See Witness Statement of Pamela Little dated 30 March 2021 [28(d)]. 
256 Transcript, 29 April 2022, PN2339     
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(iv) assisting with onboarding new employees by conducting onsite training 

(orientation, introducing to team, introduction to software, providing contact 

list, taking a photo for identification card and issuing them a locker).257 

(h) Service Manager Leave. Ms Little said she will “undertake some of his duties” when 

he is on leave (for example, liaise with service providers).258 During cross-

examination, Ms Little gave the following evidence:  

“MR WARD: Just lastly, I think if you go to paragraph 43, am I right in saying that 

when the service manager is not around, you step in as the acting service manager? 

MS LITTLE: I do, but I'm not called an acting service manager and that, but I will, 

yes, when he's – he's obviously very busy – when he's not available or he's offsite 

with residents and meetings and so forth, yes, then I will step in to his shoes and try 

to resolving issues that arise and need immediate attention. 

MR WARD: So you're sufficiently senior for him to let you exercise his delegation? 

MS LITTLE: Yes.”259 

(viii) Environment - Conditions under which Work is Done 

2.61 Ms Little gave the following evidence about the condition under which work is done: 

(a) Facility. Uniting is a 40-bed aged care facility with allied health services.260 The 

building is around 40 years old. It has a lift service and access ramps to each of the 

2 levels.261 

(b) Nurses on-site. The facility does not have a RN on-site 24 hours a day. The RNs 

are available 9am to 4pm. The Service Manager is also an RN and is on-call after 

hours.262  

(c) Outsourced Services. During cross-examination, Ms Little gave evidence that the 

Food Preparation and Cleaning is outsourced to separate companies. She also 

noted that Laundry is partially outsourced as well.263 There is a central facility on site 

for personal laundry, there are two laundries with commercial washing machines 

and dryers.264 

257 Witness Statement of Pamela Little dated 30 March 2021 [28(j)]. 
258 Witness Statement of Pamela Little dated 30 March 2021 [43] 
259 Transcript, 29 April 2022, PN2340-PN2341        
260 Witness Statement of Pamela Little dated 30 March 2021 [7] 
261 Witness Statement of Pamela Little dated 30 March 2021 [9]. 
262 Witness Statement of Pamela Little dated 30 March 2021 [10]. 
263 See Transcript, 29 April 2022, PN2321, PN2324, PN2325     
264 Transcript, 29 April 2022, PN2326 
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(d) Maintenance is in-house.265 The maintenance team has the authority to “outsource 

work to specialist contractors” when needed.266 That will be managed directly by the 

maintenance team, Ms Little is not involved in that process.267 

  

265 Transcript, 29 April 2022, PN2328 
266 Transcript, 29 April 2022, PN2329     
267 Transcript, 29 April 2022, PN2330 
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3. AGED CARE EMPLOYEES: LAUNDRY 

3.1 The following witnesses gave evidence as to their services in the laundry section within a 

residential aged care facility: 

(a) Anita Field, Laundry Hand, Leigh Place Aged Care (Leigh Place); and 

(b) Sandra O'Donnell, Laundry Assistant, Thomas Eccles Gardens Aged Care Home 

(Thomas Eccles). 

3.2 The evidence of each witness will be reviewed in turn. 
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(a) Anita Field -- Laundry Hand -- Leigh Place  

 

(i) Period of Service in Role 

3.3 7 years. Ms Field is employed by Leigh Place Aged Care. She works at Leigh Place in 

Roselands.268 She commenced at Leigh Place as an AIN in 2006. In 2015, she commenced 

shifts as a Laundry Hand and continued shifts as an AIN.269 She ceased the AIN role after 

two years and became a permanent Laundry Hand.270 Ms Field has worked as a Laundry 

Hand for around 7 years. 271 This section of the submissions will focus upon Ms Field’s work 

as a Laundry Hand.   

 

(ii) Period of Service in Industry 

3.4 16 years. Ms Field has worked in the aged care industry for around 16 years.272  

 

(iii) Qualifications and Training 

3.5 Certificate III and IV. Ms Field has the following qualifications: 

(a) Catering Certificate, Responsible Service of Alcohol Certificate and Responsible 

Conduct of Gambling Certificate; 273  

(b) Certificate III in Catering;274 

(c) Certificate Ill in Health Services Assistant (Assistant-In-Nursing);275 

(d) Certificate IV in Health Services Assistant (Assistant-In-Nursing).276 

3.6 Ms Field gave evidence that the Certificate IV “included training around dementia and 

palliative care”. 277 She also noted that Leigh Place did not require her to have a Certificate 

III at the commencement of her employment.278  

268 Witness Statement of Anita Field dated 30 March 2021 [2]. 
269 Witness Statement of Anita Field dated 30 March 2021 [2].  
270 Witness Statement of Anita Field dated 30 March 2021 [12]. 
271 Witness Statement of Anita Field dated 30 March 2021 [2].  
272 Witness Statement of Anita Field dated 30 March 2021 [4].  
273 Witness Statement of Anita Field dated 30 March 2021 [21].  
274 Transcript, 6 May 2022, PN7664     
275 Witness Statement of Anita Field dated 30 March 2021 [22].  
276 Witness Statement of Anita Field dated 30 March 2021 [24].  
277 Witness Statement of Anita Field dated 30 March 2021 [25].  
278 Witness Statement of Anita Field dated 30 March 2021 [25].  
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3.7 During cross-examination, Ms Field gave evidence that she receives training in “safe 

handling”.279 She gave evidence that she thinks the safe lifting limit is “up to 15 [kilograms]” 

but she was not sure. She confirmed she lift loads of over 30 kilograms sometimes.280 

 

(iv) Submissions as to Weight 

3.8 The following aspects of Ms Field’s evidence should attach little (if any) weight: 

(a) Opinion. Ms Field gives the following evidence: 

“42. Sometimes I'm so busy that I can't talk to the residents and it's hard. I used to 

go and talk to them, but now I don't have time and when I do it, my managers don't 

like it because they say I shouldn't be in their room”281 

 

That evidence is advanced without context. It is unclear which role or facility Ms 

Field is referring to - noting she works as an AIN, Laundry Hand and Cook. Absent 

that clarity, at that high level of generality the evidence should attach little weight.  

(b) “Pushed out”. At [20], Ms Field refers to being “pushed out” of Leigh Place and 

states “the union got my job back”.282 That evidence has no relevance to work value 

and should have no weight attached to it.  

3.9 Reduction in Hours at Leigh Place. Throughout Ms Field’s statement she gives evidence 

that a reduction in hours at Leigh Place had the effect of reducing her pay, which required 

her to seek work elsewhere (namely, Australian Unity).283 That evidence does not assist the 

Commission with its assessment of work value reasons. It is a separate factor which is only 

supported by the evidence of Ms Field’s statement. It should not be given any weight. 

 

(v) The Nature of the Work Performed 

3.10 Ms Field makes the following observations based upon her experience in aged care: 

(a) Ms Field gave examples of “cater[ing] for each resident’s needs” by having regard 

to their preferences for laundry.284 She referred to one resident preferring that only 

Ms Field wash her clothes and that Ms Field do so at a colder temperature.285 For 

279 Transcript, 6 May 2022, PN7710     
280 Transcript, 6 May 2022, PN7709    
281 Witness Statement of Anita Field dated 30 March 2021 [42] 
282 Witness Statement of Anita Field dated 30 March 2021 [20] 
283 Witness Statement of Anita Field dated 30 March 2021 [15]-[17], [43] 
284 Witness Statement of Anita Field dated 30 March 2021 [28(s)]. 
285 Witness Statement of Anita Field dated 30 March 2021 [28(s)(i)-(iii)]. 
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another resident, she described hand washing their delicates to ensure the longevity 

of the items wear.286  

(b) Ms Field gave evidence as to the change in the residents:  

(i) “declining health”;287  

(ii) “need more assistance”; 288 and 

(iii) incontinence.289 

(c) Ms Field attributes the high rates of incontinent residents as increasing her 

workload.290 

 

(v) Supervision  

3.11 Laundry Manager / Operations Manager. Ms Field reports to two managers, including an 

operations manager.291 The operations manager “broadly supervises” Ms Field throughout 

the day. If Ms Field is “struggling”, the manager helps. Additionally, the manager “checks 

on the chemicals and stock and that staff members are on duty”.292  During cross-

examination, Ms Field confirmed her references to the “Operations Manager” and the 

“Laundry Manager” are a reference to the same person.293 

3.12 The Manager is responsible for placing the order for chemicals, towels and sheets.294 The 

Manager determines the quantity orders, which is also informed by the budget. Ms Field 

may notify the Manager about stock that is low and/or needs replenishing, she may also 

suggest quantity -- but ultimately it is a decision for the Manager.295 

3.13 Ms Field gave evidence that she does not see her Manager every day and is required to 

“call” the Manager if there’s a problem.296 During cross-examination she elaborated on that 

evidence: 

“MR WARD: I take it that you've got your routine pretty well worked out?  

MS FIELD: Yes. What actually happens, like sometimes, like, when I started working in the 

laundry she used to make rounds to check how things are going and all that, and nowadays 

286 Witness Statement of Anita Field dated 30 March 2021 [28(s)(iv)-(v)]. 
287 Witness Statement of Anita Field dated 30 March 2021 [39]. 
288 Witness Statement of Anita Field dated 30 March 2021 [41]. 
289 Witness Statement of Anita Field dated 30 March 2021 [41]. 
290 Witness Statement of Anita Field dated 30 March 2021 [41]. 
291 Witness Statement of Anita Field dated 30 March 2021 [30], [28(z)].  
292 Witness Statement of Anita Field dated 30 March 2021 [32]. 
293 Transcript, 6 May 2022, PN7821- PN7822   
294 Transcript, 6 May 2022, PN7813- PN7817     
295 Transcript, 6 May 2022, PN7818-PN7819     
296 Witness Statement of Anita Field dated 30 March 2021 [34]-[35]. 
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when I was in the laundry she hardly comes around to see what's going on or how's things 

getting solved or anything like that.  So I have to make my own decision.”297 

 

3.14 An example of a problem that would be brought to the attention of the Manager is “when 

the machine breaks down”.298 

 

(vii) The Level of Responsibility or Skill Involved in doing the Work 

3.15 Ms Field’s day-to-day duties include the following: 

(a) Collection. Collection of dirty laundry bags from Houses 1-6 using a trolley.299 This 

takes a “few” rounds - once a trolley was full, it would be unloaded in the laundry. 

Ms Field gave the following evidence as to these rounds: 

(i) She would then repeat the process until all dirty laundry bags have been 

collected and taken to the laundry room.300   

(ii) Most houses have 2 or 3 bags, save for House 3 usually having “four bags” 

and House 5 usually having “thirteen bags”.301 Ms Field gave evidence that 

the “bags are usually more than 30 kgs, so there is heavy lifting involved”.302 

(iii) She would also collect “resident’s personal clothes” from the hamper (if on 

floor she would check with resident first) and “bed linen that has already 

been stripped” (cleaners are responsible for stripping the beds303);304 and 

(iv) “sometimes stripping sheets” 305, however, during cross-examination she 

confirmed that the cleaners are now responsible for stripping the beds. 306  

(b) Take clothes outside of laundry bags.307  When taking clothes outside of the 

laundry bags - which are a mix of personal clothes, sheets and towels308 - Ms Field: 

(i) removes woollen items (which will be hand washed);309  and  

297 Transcript, 6 May 2022, PN7830     
298 Transcript, 6 May 2022, PN7833-PN7834      
299 Witness Statement of Anita Field dated 30 March 2021 [28(h)]. 
300 Witness Statement of Anita Field dated 30 March 2021 [28(I)]. 
301 Witness Statement of Anita Field dated 30 March 2021 [28(h)]. 
302 Witness Statement of Anita Field dated 30 March 2021 [28(n)]. 
303 Transcript, 6 May 2022, PN7697     
304 Witness Statement of Anita Field dated 30 March 2021 [28(j)], [28)(k)]. 
305 Witness Statement of Anita Field dated 30 March 2021 [28(j)]. 
306 Transcript, 6 May 2022, PN7697     
307 Witness Statement of Anita Field dated 30 March 2021 [28(o)].  
308 Transcript, 6 May 2022, PN7699     
309 Witness Statement of Anita Field dated 30 March 2021 [28(o)].  
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(ii) check for “pads, hearing aids and glasses”.310 

During cross-examination, Ms Field confirmed that “soiled linen” is placed into red 

plastic soluble bags311 and “anything that is infectious” is placed into yellow plastic 

soluble bags.312  

(c) Washing. Select “appropriate” setting for each wash.313 Ms Field gave example:  

(i) setting the temperature of the wash to “sixty degrees” for “synthetic 

materials”;314 and 

(ii) removing solids before soaking or washing soiled items.315 

During cross-examination, Ms Field confirmed that the detergents are automatically 

put into the washing machine.316 When the detergent runs out, “we refill the whole 

bottle, so, yes, so we don't sort of divide it or anything.  If the content is empty, we 

just get new ones and put it on.”317 

(d) Transfer to Dryer. Remove clean wet clothes from the washing machine and 

transfer to the dryer.318  

(e) Sorting and Folding. Remove dry clothes from the dryer. As clothes are removed, 

Ms Field attends to the following: 

(i) clothing items that are “easily creased” are laid flat on the counter and 

stretched/folders to ensure shape not lost;319 

(ii) sheets are folded;320 

(iii) delicates and personal items folders and put back in the resident’s laundry 

bag.321  

There is a trolley in the laundry with “spring-loaded floors”322, which is “only for the 

folding”.323 

310 Witness Statement of Anita Field dated 30 March 2021 [28(o)].  
311 Transcript, 6 May 2022, PN7701-PN7702 
312 Transcript, 6 May 2022, PN7703- PN7704        
313 Witness Statement of Anita Field dated 30 March 2021 [28(g)].  
314 Witness Statement of Anita Field dated 30 March 2021 [28(g)], [28(r)].  
315 Witness Statement of Anita Field dated 30 March 2021 [28(q)].  
316 Transcript, 6 May 2022, PN7724 
317 Transcript, 6 May 2022, PN7725-PN7726     
318 Witness Statement of Anita Field dated 30 March 2021 [28(t)].  
319 Witness Statement of Anita Field dated 30 March 2021 [28(u)].  
320 Witness Statement of Anita Field dated 30 March 2021 [28(v)].  
321 Witness Statement of Anita Field dated 30 March 2021 [28(w)].  
322 Transcript, 6 May 2022, PN7706    
323 Transcript, 6 May 2022, PN7720, PN7728     
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3.16 In addition to those duties, Ms Field gave evidence of the following: 

(a) She may assist a resident with dressing if they appeared distressed. This is a duty 

she did as an AIN.324 

(b) She may chat with residents.325  

3.17 During cross-examination, Ms Field noted that the reference to changing chemicals for a 

heavy wash (see at [28(q)]) is different now. She explained: 

“So sometimes, like, and before the chemicals that the – from the soiled – once we use this 

soaker, like, the powder ones.  So that's still – we still do that.  So what I mean, if there is a 

soil, so what – when we're talking – like, when I take the washing out of the machine wet 

and there's still soil in it, like the stains and all that, so I have to soak them in the bucket of 

water, the hot water.  Mix the – this soaker, like bleach, and make sure that it is a right 

amount and then sort out the colours and that.  So we have to do sometimes, like, a 

handwash to remove the stain.  So we have to use the chemicals and stuff, so we have to 

just see if it's a right chemical that we're using for the right things.  Sometimes we have to 

use the stain remover, spray, or sometimes we use the soaker that they have, they provide 

us, so it's all depending.”326 
 

(viii) Environment - Conditions under which Work is Done 

3.18 Ms Field gave the following evidence about the conditions at Leigh Place: 

(a) Facility. Leigh Place consists of six different houses with approximately 10-13 

residents in each house (Ms Field referred to each house as “House 1”, “House 2”, 

etc327). One of the six houses is a “dedicated dementia unit with 13 residents”.328 Ms 

Field described the facility as a “high care facility”. She said when she commenced 

in 2006 she considered the facility to be a “low to medium care facility”.329 

(b) Laundry area. There is a “dedicated laundry area” 330 which has: 

(i) three industrial washing machines- “one small, one medium, one large”;331  

(ii) three industrial dryers;332 and  

(iii) an ironing board.333 

 

324 Witness Statement of Anita Field dated 30 March 2021 [28(l)]. 
325 Witness Statement of Anita Field dated 30 March 2021 [28(m]]. 
326 Transcript, 6 May 2022, PN7746     
327 See Witness Statement of Anita Field dated 30 March 2021 [28(b)]. 
328 Witness Statement of Anita Field dated 30 March 2021 [6].  
329 Witness Statement of Anita Field dated 30 March 2021 [6].  
330 Witness Statement of Anita Field dated 30 March 2021 [28(a)].  
331 Witness Statement of Anita Field dated 30 March 2021 [28(a)]; Transcript, 6 May 2022, PN7714- PN7717.     
332 Witness Statement of Anita Field dated 30 March 2021 [28(a)]; Transcript, 6 May 2022, PN7727 
333 Witness Statement of Anita Field dated 30 March 2021 [28(a)].  
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(b) Sandra O'Donnell -- Laundry Assistant -- Thomas Eccles  

 

(i) Period of Service in Role 

3.19 13 years. Ms O’Donnell is employed by RSL LifeCare. She works at Thomas Eccles, an 

aged care home in Yass.334  Her employment is covered by an enterprise agreement.335  

Under that agreement, Ms O’Donnell is classified as a “Care Service Employee Grade 1 

(Support Stream)”.336 During cross-examination she described her role as “Laundry 

Assistant”. 

3.20 She has worked as a “laundry assistant” at Thomas Eccles Gardens for around 13 years.337 

In total, she has worked at that facility for around 27 years.  

 

(ii) Period of Service in Industry 

3.21 27 years. Ms O’Donnell has worked in the aged care industry for around 27 years.338 

 

(iii) Qualifications and Training 

3.22 Certificate III. Ms O’Donnell has a Certificate III in Hospitality, which covered kitchen and 

cleaning work.339 The course was undertaken at the encouragement of and paid for by RSL 

LifeCare.340  

3.23 Mandatory Internal Training. Ms O’Donnell has also completed mandatory training 

courses provided by RSL LifeCare, including “dealing with dementia”, “manual handling” 

and “handling chemicals”.341  RSL LifeCare also provide training on “how to deal with 

abusive and aggressive residents”.342  

3.24 During cross-examination, Ms O’Donnell gave further evidence about her training: 

(a) Manual Handling. Provided annually by RSL LifeCare and usually takes between 

1-2 hours.343  

334 Witness Statement of Sandra Joy O’Donnell dated 25 March 2021 [4].  
335 Witness Statement of Sandra Joy O’Donnell dated 25 March 2021 [8].  
336 Witness Statement of Sandra Joy O’Donnell dated 25 March 2021 [9].  
337 Witness Statement of Sandra Joy O’Donnell dated 25 March 2021 [6]. 
338 Witness Statement of Sandra Joy O’Donnell dated 25 March 2021 [2]. 
339 Witness Statement of Sandra Joy O’Donnell dated 25 March 2021 [19], [21]. 
340 Witness Statement of Sandra Joy O’Donnell dated 25 March 2021 [19], [20]. 
341 Witness Statement of Sandra Joy O’Donnell dated 25 March 2021 [24]. 
342 Witness Statement of Sandra Joy O’Donnell dated 25 March 2021 [102]. 
343 Transcript, 5 May 2022, PN6529   
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(b) Handling Chemicals. Run by “the chemical company that we deal with and it just 

reinforces you don't mix chemicals... pretty basic”. It has a duration of 1 hour. This 

training occurs annually.344 

(c) Dealing with abusive and aggressive residents. The training was online and 

involved a video and a test. It was around 30-60 minutes.345  

3.25 Ms O’Donnell confirmed she found the training modules personally helpful.346 She said 

“because they update that type of thing quite often and plus it just reminds you when you 

do them how to deal with things.  It's a good thing”.347 She also accepted that “it gives you 

ideas as to what to do if you find yourself in a situation with a difficult resident”.348 

 

(iv) Submissions as to Weight 

3.26 The following aspects of Ms O’Donnell’s evidence should attach little (if any) weight: 

(a) Opinion. Ms O’Donnell gave evidence that her pay was “very low” for her role.349 

The opinion of Ms O’Donnell, in that respect together with her views as to cost of 

living,350 is of little assistance to the evaluative task before the Commission.  

(b) COVID-19.  To the extent Ms O’Donnell’s evidence addresses the impact of 

pandemic,351 we rely upon submissions as Section 5. However, in any event, Ms 

O’Donnell’s evidence in that respect is that “[m]y work in the laundry didn’t change 

but it became more important”.352   

(c) Staffing. To the extent Ms O’Donnell’s evidence addresses issues commenting 

upon staffing,353 we rely upon our submissions at Section 5. In short, the evidence, 

putting aside issues of form affecting weight (namely, opinion), is not relevant.  

(d) In Ms O’Donnell’s unsworn second statement at [60]-[62] she states: 

“60. I understand that some witnesses on behalf of employer groups have given 

evidence that the introduction of technology in certain areas, has made work in Aged 

Care easier. 

344 Transcript, 5 May 2022, PN6532-PN6534     
345 Transcript, 5 May 2022, PN6670-PN6673 
346 Transcript, 5 May 2022, PN6677, PN6680   
347 Transcript, 5 May 2022, PN6677   
348 Transcript, 5 May 2022, PN6679     
349 Witness Statement of Sandra Joy O’Donnell dated 25 March 2021 [104]. 
350 See Witness Statement of Sandra Joy O’Donnell dated 25 March 2021 [104]-[112]. 
351 Witness Statement of Sandra Joy O’Donnell dated 25 March 2021 [87]-[89]; Witness Statement of Sandra Joy 

O’Donnell dated 13 April 2022 [4]-[59]. 
352 Witness Statement of Sandra Joy O’Donnell dated 25 March 2021 [90]. 
353 Witness Statement of Sandra Joy O’Donnell dated 25 March 2021 [103]. 
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61. I do not agree that this is the case. 

62. The only new technology which assist me in the performance of my duty is the 

spring-loaded hamper.”354  

Absent any specific reference, that statement can be of little utility to the 

Commission’s assessment, save for the identification of a form of technology that is 

assistive in the performance of her duties as an aged care worker.355  

 

(v) The Nature of the Work Performed 

3.27 As to changes to the nature of work, Ms O’Donnell gave the following evidence as to 

changes in residents: 

(a) increased number of residents; 

(b) increased number of residents with dementia;356 

(c) increased number of residents who are older, “not able bodied” and have “high care 

needs”;357 and 

(d) residents unable to independently do laundry. 358 

3.28 As to the impact of this change, she said: 

“99. The change in residents has an impact on the laundry workload. I see a lot more soiled 

sheets and clothes these days. Soiled laundry isn't just limited to the Dementia Unit, as the 

majority of residents are at least a little bit incontinent. 

100. Soiled laundry takes longer to clean as I first have to put it through an approximately 

35 minute long sluice cycle before putting it through a proper wash cycle. It also requires 

more attention from me to make sure it is properly clean and all stains removed.”359 

3.29 Ms O’Donnell gave evidence that a “disproportionate” amount of the laundry’s work comes 

from the dementia unit at the facility.360 She described the quantity as being around 33% of 

the total workload.361 The increase is referrable to the majority of residents in the dementia 

ward having issues with incontinence.362  

3.30 Ms O’Donnell gave evidence that “aggression from residents has also increased”.363  

354 Witness Statement of Sandra Joy O’Donnell dated 13 April 2022 [61]-[62]. 
355 See also Witness Statement of Sandra Joy O’Donnell dated 13 April 2022 [63]-[66].  
356 Witness Statement of Sandra Joy O’Donnell dated 25 March 2021 [93], [96]. 
357 Witness Statement of Sandra Joy O’Donnell dated 25 March 2021 [94]-[96]. 
358 Witness Statement of Sandra Joy O’Donnell dated 25 March 2021 [97]-[98]. 
359 Witness Statement of Sandra Joy O’Donnell dated 25 March 2021 [99]-[100]. 
360 Witness Statement of Sandra Joy O’Donnell dated 25 March 2021 [15]. 
361 Transcript, 5 May 2022, PN6511-PN6512      
362 Witness Statement of Sandra Joy O’Donnell dated 25 March 2021 [15]. 
363 Witness Statement of Sandra Joy O’Donnell dated 25 March 2021 [101]. 
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3.31 Ms O’Donnell identifies the introduction of the “spring-loaded hamper” as assisting her in 

her duties. This is because “as you pull items out of the lifter hamper and reduce the weight, 

the spring raises, pushing up the remaining clothes in the hamper so that you don’t have to 

reach way down to the bottom to retrieve the last of your laundry”.364 This has had the effect 

of reducing the number of times Ms O’Donnell has to “bend and straighten” throughout the 

day.365 

3.32 Ms O’Donnell gives an example of catering to a resident’s preference by ironing a “vertical 

crease” into pants and/or ironed with starch.366  

3.33 Ms O’Donnell also volunteers to assist with picking up newspapers for residents’ from the 

news agency on Sunday.367 During cross-examination, she confirmed she is not required 

to do the task. Rather, she volunteers because “[i]t makes their lives better”.368   

 

(vi) Supervision 

3.34 Manager. In Ms O’Donnell’s statement she stated “[w]e are not supervised” in the 

laundry.369 During cross-examination, she confirmed he reports to the manager of the 

facility.370  

 

(vii) The Level of Responsibility or Skill Involved in doing the Work 

3.35 Ms O’Donnell described her daily duties as follows: 

(a) Collecting. Collecting “soiled laundry trolley[s]” from each wing “at least four times 

a day”.371 Ms O’Donnell explained: 

(i) The trolley, which is stored on a cupboard at each wing, is filled by carer staff 

who go room by room. 372   

(ii) She will then bring a spring-loaded trolley from the laundry and transfer the 

load into the laundry trolley (she also leaves clean bags on the carers trolley 

for the next collection).373  

364 Witness Statement of Sandra Joy O’Donnell dated 13 April 2022 [65]. 
365 Witness Statement of Sandra Joy O’Donnell dated 13 April 2022 [66]. 
366 Witness Statement of Sandra Joy O’Donnell dated 25 March 2021 [59]. 
367 Witness Statement of Sandra Joy O’Donnell dated 25 March 2021 [78]-[79]. 
368 Transcript, 5 May 2022, PN6654-PN6656 
369 Witness Statement of Sandra Joy O’Donnell dated 25 March 2021 [29]. 
370 Transcript, 5 May 2022, PN6562-PN6565 
371 Witness Statement of Sandra Joy O’Donnell dated 25 March 2021 [34]-[35]. 
372 Witness Statement of Sandra Joy O’Donnell dated 25 March 2021 [34]-[35]; PN6570     
373 Transcript, 5 May 2022, PN6571-PN6573    
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(b) Sorting. Sorting dirty laundry into loads.374  

(i) The dirty laundry for each resident is put into colour coded soluble bags (a 

change implemented in 2003, prior to that time it was hand sorted).375 They 

dissolve once the water hits them.376 

(ii) For example, “infectious laundry” is put in a yellow soluble laundry bag.377 

Ms O’Donnell said the soluble bags “makes our job a lot easier” because 

“we don’t actually physically touch the faeces or - you know”.378  

(c) Washing. Selecting “appropriate setting” for each load.379 For example:  

(i) “a hotter cycle” for residents’ underwear for sterilisation purposes;380 

(ii) running an initial “sluice cycle” for soiled loads (which rinses off the faeces, 

urine or vomit on the laundry);381  

(iii) infectious laundry “has its own special cycle, with chemical and hot water 

killing the infection”.382  

(d) Transferring to Dryer. Putting wet clean laundry into the dryer. The process was 

described as taking the wet laundry out of the machine and putting into a spring-

loaded trolley. Then transferring the load via the trolley to the dryer.383  During this 

process, if Ms O’Donnell considers an item needs further cleaning, she will put it 

aside to be re-washed.384  

(e) Folding and Hanging. Taking dry laundry from the dryer, again into the spring-

loaded trolley, and take to the folding room.385 Then attend to folding the clean 

laundry (for example, linen) or hanging the clean laundry on hangers (for example, 

resident clothing).386  

(f) Sorting. Sorting resident clothing items by reference to the label on a clothing 

item.387  

374 Witness Statement of Sandra Joy O’Donnell dated 25 March 2021 [38]. 
375 Witness Statement of Sandra Joy O’Donnell dated 25 March 2021 [43]. 
376 Transcript, 5 May 2022, PN6575    
377 Witness Statement of Sandra Joy O’Donnell dated 25 March 2021 [49]; PN6575- PN6578     
378 Transcript, 5 May 2022, PN6575     
379 Witness Statement of Sandra Joy O’Donnell dated 25 March 2021 [39]. 
380 Witness Statement of Sandra Joy O’Donnell dated 25 March 2021 [41]. 
381 Witness Statement of Sandra Joy O’Donnell dated 25 March 2021 [42]. 
382 Witness Statement of Sandra Joy O’Donnell dated 25 March 2021 [50]. 
383 Transcript, 5 May 2022, PN6585-PN6587     
384 Witness Statement of Sandra Joy O’Donnell dated 25 March 2021 [53]. 
385 Transcript, 5 May 2022, PN6586- PN6589         
386 Witness Statement of Sandra Joy O’Donnell dated 25 March 2021 [54]. 
387 Witness Statement of Sandra Joy O’Donnell dated 25 March 2021 [57]. 
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(g) Ironing resident clothing when requested.388   

(h) Transfer clean laundry to resident rooms.  

(i) Laundry is placed on a trolley which has room for folded items and hanging 

items (it is not spring-loaded).389  

(ii) The trolley is loaded by wing (i.e. with the clean laundry belonging to 

residents within the same wing).390  

(iii) Ms O’Donnell notes that for some residents she will put the clean laundry 

away, for others their preference is she leaves it for them to put away.391 

(i) Transfer clean linen to the “linen service room” for each wing, which is stocked 

with “clean bed linens, towels, blankets and doonas”. There is a specific trolley for 

the transfer of linen.392 Ms O’Donnell states the linen rooms are “restock[ed]” at least 

twice per day. 393 

(j) Cleaning tasks in laundry.394  

(i) Daily: Ms O’Donnell confirmed that at the end of the day she washes the 

front and outside of the washer and dryer. The washing machine “self-

cleans” the inside (i.e. she is not getting into the drum of the machine and 

cleaning it by hand).395  

(ii) Weekly: clean insect bug killer (“a zapper”) and wipe down the tops of the 

machines.396 

(iii) Monthly: check light fittings, filters in heaters/air conditioner and exhaust 

fans - “they get a fair bit of dust and stuff on them” and need to be cleaned 

properly and with water.397  

(k) Paperwork. Maintaining records of all cleaning work performed and when washing 

machines/dryers are serviced.398 During cross-examination, Ms O’Donnell 

explained: 

388 Witness Statement of Sandra Joy O’Donnell dated 25 March 2021 [58]. 
389 Witness Statement of Sandra Joy O’Donnell dated 25 March 2021 [60]; PN6593     
390 Witness Statement of Sandra Joy O’Donnell dated 25 March 2021 [61]. 
391 Witness Statement of Sandra Joy O’Donnell dated 25 March 2021 [63]. 
392 Witness Statement of Sandra Joy O’Donnell dated 25 March 2021 [64]-[65]. 
393 Witness Statement of Sandra Joy O’Donnell dated 25 March 2021 [66]. 
394 Witness Statement of Sandra Joy O’Donnell dated 25 March 2021 [73]. 
395 Transcript, 5 May 2022, PN6609- PN6612     
396 Transcript, 5 May 2022, PN6613-PN6614, PN6619- PN6621            
397 Transcript, 5 May 2022, PN6613-PN6618   
398 Witness Statement of Sandra Joy O’Donnell dated 25 March 2021 [75]. 
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(i) She is not required to keep a record of each load she does because “the 

machine actually does that”. There is a “chemical dispenser” which “tallies 

up” and when the Chemical Representative comes around, they can advise 

“how many loads you’ve actually done in each machine”.399 

(ii) She is responsible for “cleaning type of paperwork”. For example, keeping a 

record of each room in which curtains have been washed and when 

machines get serviced.400 The curtains must be washed once a year. The 

machines are serviced every three months (scheduled automatically).401 

(l) Compliance with Australian and New Zealand Standards.402 During cross-

examination, Ms O’Donnell noted they have not changed in around 20 years.403 

3.36 Additional duties: 

(a) Labelling residents’ clothing - this includes new items and older items in which the 

label has become worn.404 

(b) Ordering items for laundry:405 

(i) new linen; 

(ii) new towels; 

(iii) red and yellow soluble bags.406 

During cross-examination, Ms O’Donnell said she needs verbal approval from her 

manager to order new towels or linen. Once given, she then makes the call to the 

supplier. She does not negotiate prices, that is already pre-arranged by 

Narrabeen.407 

(c) Ensuring signage in the laundry is correct and up-to-date.408  

3.37 Chemicals. During cross-examination, Ms O’Donnell provided evidence about chemicals 

used in the laundry. Ms O’Donnell explained:  

399 Transcript, 5 May 2022, PN6623 
400 Transcript, 5 May 2022, PN6624   
401 Transcript, 5 May 2022, PN6625-PN6630      
402 Witness Statement of Sandra Joy O’Donnell dated 25 March 2021 [75]. 
403 Transcript, 5 May 2022, PN6634 
404 Witness Statement of Sandra Joy O’Donnell dated 25 March 2021 [69]. 
405 Witness Statement of Sandra Joy O’Donnell dated 25 March 2021 [70]. 
406 Transcript, 5 May 2022, PN6598 
407 Transcript, 5 May 2022, PN6599-PN6605 
408 Witness Statement of Sandra Joy O’Donnell dated 25 March 2021 [76]-[77]. 
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(a) “Most of our chemicals are directly fed into the machine.  So, you know, you have 

your detergent, your bleach, your softener.  That's the basic - three basic ones we 

use that are fed into the machines”409 

(b) As such, “we only put the canister in the machine, in the dispenser and it does the 

rest”.410 The machine will automatically dispense the chemicals into the machine 

(per the wash selected). There is no manual pouring of chemicals. The machine will 

also prompt when the canister is empty and needs replacing.411 

(c) Ms O’Donnell also noted that “detergents and other chemicals we use in the laundry” 

are on an “automatic ordering cycle”. However, if the supply runs out early, she will 

place an order via phone.412 

 

(viii) Environment - Conditions under which Work is Done 

3.38 Ms O’Donnell gave the following evidence about the working environment:  

(a) Thomas Eccles Gardens is a residential aged care facility with 82 beds.413 The 

facility is divided into “four wings” all on one level. One of the wings is a dedicated 

dementia unit with 20 beds. 414 

(b) The laundry facility consists of the following:415 

(i) two industrial washing machines;  

(ii) a smaller, non-industrial washing machine; and  

(iii) two industrial dryers. 

(c) As to the industrial washing machine, Ms O’Donnell gave the following description: 

“31. The industrial washing machines can take up to 16 and 23 kilograms of 

washing, respectively. The larger machine can take up to four or five king-

single doonas in one load of washing.”416 

(d) The laundry also has access to trolleys, which include spring-loaded trolleys. 

  

409 Transcript, 5 May 2022, PN6535   
410 Transcript, 5 May 2022, PN6538    
411 Transcript, 5 May 2022, PN6545-PN6549 
412 Witness Statement of Sandra Joy O’Donnell dated 25 March 2021 [72]. 
413 Witness Statement of Sandra Joy O’Donnell dated 25 March 2021 [12]. 
414 Witness Statement of Sandra Joy O’Donnell dated 25 March 2021 [14]; Transcript, 5 May 2022, PN6595     
415 Witness Statement of Sandra Joy O’Donnell dated 25 March 2021 [30]. 
416 Witness Statement of Sandra Joy O’Donnell dated 25 March 2021 [31]. 
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4. AGED CARE EMPLOYEES: GARDENING 

4.1 The following witnesses gave evidence as to their services in gardening within a residential 

aged care facility: 

(a) Kevin Mills, Gardener, Warrigal; and 

(b) Jane Wahl, Gardener, Gloucester Residential Care (Gloucester). 

4.2 The evidence of each witness will be reviewed in turn. 

 

 

  

4857



(a) Kevin Mills -- Gardener -- Warrigal 

 

(i) Period of Service in Role 

4.3 22 years. Mr Mills is employed by Warrigal Aged Care Facility (Warrigal). 417  His 

employment is subject to an enterprise agreement. Under that agreement he is classified 

as a “Property Services Department - Maintenance Gardener”.418 Since around 2017, Mr 

Mills has worked between three facilities for Warrigal: Albion Park Rail, Albion Park and 

Mount Warrigal Facilities.419 He works 40 hours per week.  

4.4 Mr Mills has been employed by Warrigal for around 22 years.420   

 

(ii) Period of Service in Industry 

4.5 22 years. Mr Mills has 22 years’ experience working in the aged care industry.421   

 

(iii) Qualifications and Training 

4.6 Trade Certificate. Mr Mills’ qualifications include a “trade certificate in Greenkeeping” and 

a “Chainsaw Operating Certificate”.422  

4.7 During cross-examination, Mr Mills gave the following evidence about his qualifications:  

(a) Greenkeeping qualification. He accepted the qualification is sufficient for him to 

do his job “well and truly”. He also confirmed it covered “basic horticulture”.423 

4.8 Mandatory Internal Training. Mr Mills has also completed a series of training modules 

provided by Warrigal.424  For example, manual handling.425 Mr Mills’ gave evidence that “[a]ll 

of that training is relevant to my current work”. 426   

 

(iv) Submissions as to Weight 

4.9 The following aspects of Mr Mills evidence should attach little (if any) weight: 

417 Witness Statement of Kevin Mills dated 30 March 2021 [4]. 
418 Witness Statement of Kevin Mills dated 30 March 2021 [13]. 
419 Witness Statement of Kevin Mills dated 30 March 2021 [5]. 
420 Witness Statement of Kevin Mills dated 30 March 2021 [4]. 
421 Witness Statement of Kevin Mills dated 30 March 2021 [4]. 
422 Witness Statement of Kevin Mills dated 30 March 2021 [7]-[8]. 
423 Transcript, 9 May 2022, PN10136-PN10138   
424 Witness Statement of Kevin Mills dated 30 March 2021 [9]. 
425 Transcript, 9 May 2022, PN10137 
426 Witness Statement of Kevin Mills dated 30 March 2021 [10]. 
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(a) COVID-19. To the extent Mr Mills’ evidence addresses the impact of the pandemic 

upon his role,427 we rely upon the submissions at Section 5.  

 

(v) The Nature of the Work Performed 

4.10 Mr Mills gave the following evidence relevant to the nature of the work performed: 

(a) Job Allocation via Digital System.  

(i) Mr Mills’ “jobs” at Warrigal are allocated via the “e-Property system”.428 This 

is a digital system by which all jobs are recorded.  

(ii) The Maintenance Manager assigns and allocates work to members of the 

Maintenance Team. During cross-examination, Mr Mills provided an 

example of how a resident in the independent living units will request 

assistance with their garden (for example, its waterlogged): 

A They will call a number, it will be given an “e-Property” number.  

B Next, “It'll go to the office and it'll filter its way down to my supervisor 

at the time, and then he'll delegate that out and say, okay, well you 

can go and do that or whatever, or I might see it in the system”.429 

(iii) Mr Mills may also log jobs into the system.430  

4.11 Mr Mills gave evidence as to the consumer focused approach practiced at Warrigal: 

(a) Mr Mills identifies performing duties “with consideration and respect for the needs 

of the residents”.431 

(b) Mr Mills referred to the health of residents deteriorating and said in those 

circumstances he needs to “work directly with the resident” to support with the care 

of their garden in accordance with their preferences. 432  

(c) Mr Mills engages in conversation with residents before commencing work on their 

garden.433 

(d) Mr Mills explained how he approaches residents that want to “actively help in the 

gardening work”.434 

427 See Transcript, 9 May 2022, PN10132-PN10133  (access issues) 
428 Witness Statement of Kevin Mills dated 30 March 2021 [16]. 
429 Transcript, 9 May 2022, PN10151-PN10157   
430 Witness Statement of Kevin Mills dated 30 March 2021 [18]. 
431 Witness Statement of Kevin Mills dated 30 March 2021 [17]. 
432 Witness Statement of Kevin Mills dated 30 March 2021 [20]-[21]. 
433 Witness Statement of Kevin Mills dated 30 March 2021 [23]. 
434 Witness Statement of Kevin Mills dated 30 March 2021 [24]. 
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(vi) Supervision 

4.12 Team Lead.  During cross-examination Mr Mills noted that the title of his supervisor has 

changed to “Team Lead”.435 In Mr Mills’ first statement he said: 

“19. I have a supervisor. He is responsible for supervising the work performed by 

maintenance staff, gardening staff and other facility issues. My supervisor might contact me 

to tell me that a particular job is a priority. Otherwise in my day-to-day work, I work 

autonomously without any direct supervision.” 436 

4.13 During cross-examination he stated that jobs entered into the e-Property System are 

sometimes allocated “priority” by his supervisor “but then a lot of times I'll look at the priority 

myself”. He accepted that his qualification and experience helps him make decisions about 

priority jobs (for example, being able to recognise a job involving mould/algae is higher 

priority because a resident could slip).437 

4.14 The Team Lead is responsible for budget.438  

 

(vii) The Level of Responsibility or Skill Involved in doing the Work 

4.15 Mr Mills’ duties are as follows: 

(a) Maintaining the following:  

(i) residents’ garden beds - described as “villa gardens”;439 

(ii) “administration garden” (indoor and outdoor plants);440  

(iii) courtyard gardens - including “hardscape” (for example, pavers and stone or 

artificial turf441) and “softscape” (namely, the garden);442 

(iv) the plants in the facility, approximately 24,000; 443 

(v) “upkeep of all machinery and equipment”; 444 

(b) “Refurbs”. Refurbishing gardens after a resident leaves a villa.445  

435 Transcript, 9 May 2022, PN10183- PN10185   
436 Witness Statement of Kevin Mills dated 30 March 2021 [19]. 
437 Transcript, 9 May 2022, PN10156-PN10158    
438 Transcript, 9 May 2022, PN10185 
439 Witness Statement of Kevin Mills dated 30 March 2021 [16(a)], [16(e)]. 
440 Witness Statement of Kevin Mills dated 30 March 2021 [16(f)]. 
441 Transcript, 9 May 2022, PN10140,  PN10145   
442 Witness Statement of Kevin Mills dated 30 March 2021 [16(e)]. 
443 Witness Statement of Kevin Mills dated 30 March 2021 [16(d)]. 
444 Witness Statement of Kevin Mills dated 30 March 2021 [16(i)]. 
445 Witness Statement of Kevin Mills dated 30 March 2021 [16(b)]. 
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(i) During cross-examination he provided the following explanation of the 

process:  

“So what I do is rip out whatever stuff they've grown or it may be tall stuff, 

wild stuff or, you know, roses or whatever, I try to narrow it down to what 

you call a maintenance-free garden so it makes it easier for myself for later 

on down the track, and for resale value, for Warrigal resale”.446 

(ii) As to plants that are considered “maintenance-free”, Mr Mill explained 

“Nandinas and things like that, plants that don't need too much watering”.447 

(c) Painting. “[S]ome” painting of outdoor furniture.448 

(d) Lays turf from time to time.449 During cross-examination he confirmed that a 

contractor is hired to mow lawns. He will keep it in good condition (for example, 

weeding and top soiling).450  

(e) Design gardens.  

(i) This requires consideration of potential WHS issues (for example, “making 

sure there is no uneven ground”), presence of allergens or potential irritants, 

and colouring of plants.451 During cross-examination, he said he would not 

use plants with thorns such as roses - because “it’s a hazard”.452 

(ii) Mr Mills confirmed he draws upon his greenkeeping training - “that’s etched 

in the brain”.453 

(f) Mr Mills has a card with a $500 limit to use for purchases at Bunnings.454  

(g) Landscaping. Mr Mills is “responsible” for the footpaths, keystone walling and other 

landscape features.455  

(i) During cross-examination, Mr Mills confirmed that if hardscape needed 

replacement, subject to the size of the job (and budget), either he or an 

external contractor will attend to the replacement.456 

446 Transcript, 9 May 2022, PN10109 
447 Transcript, 9 May 2022, PN10111   
448 Witness Statement of Kevin Mills dated 30 March 2021 [16(l)]. 
449 Witness Statement of Kevin Mills dated 30 March 2021 [16(c)]. 
450 Transcript, 9 May 2022, PN10119- PN10125   
451 Witness Statement of Kevin Mills dated 30 March 2021 [27]. 
452 Transcript, 9 May 2022, PN10173- PN10175   
453 Transcript, 9 May 2022, PN10179   
454 Transcript, 9 May 2022, PN10189-PN10191   
455 Witness Statement of Kevin Mills dated 30 March 2021 [16(g)]. 
456 Transcript, 9 May 2022, PN10147- PN10148   
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(ii) During re-examination he identified “landscapers” as the most common 

contractor he deals with. He will present ideas to them and get a quote.457 

(h) Disposal of waste and refuse. Including maintaining records of “dump loads” 

undertaken. 458 From time-to-time, all responsible for disposal of “used or irreparable 

equipment”, which may involve a special type of disposal called “steel loads”. 459 

(i) In his statement, Mr Mills referred to a requirement to “manage disputes over shared 

gardens and common areas”. He explained he uses mediation skills to come to a 

joint agreement.460  

4.16 Mr Mills also referred to being called to provide “general assistance to carers” from time-to-

time. For example, moving furniture within the nursing home. 461  

4.17 Mr Mills also supervises and directs any volunteers who assist with gardening.462 

 

(viii) Environment - Conditions under which Work is Done 

4.18 Mr Mills gave the following evidence about the conditions under which work is done: 

(a) There are three sites: 

(i) Albion Park Rail. The Albion Park Rail facility consists of the following: 463 

A 64 independent living units; and 

B 160 beds in the residential nursing facility. 

(ii) Albion Park. The Albion Park facility has 16 villas. 464 

(iii) Mount Warrigal. The Mount Warrigal facility has about 40 beds in the 

residential aged care facility.465  

Mr Mills described being “in effect based at Albion Park Rail as it is by far the largest 

facility of the three facilities”.466  He travels to the other two sites as needed. 467   

457 Transcript, 9 May 2022, PN10205   
458 Witness Statement of Kevin Mills dated 30 March 2021 [16(j)]. 
459 Witness Statement of Kevin Mills dated 30 March 2021 [16(k)]. 
460 Witness Statement of Kevin Mills dated 30 March 2021 [25]. 
461 Witness Statement of Kevin Mills dated 30 March 2021 [29]. 
462 Witness Statement of Kevin Mills dated 30 March 2021 [30] 
463 Witness Statement of Kevin Mills dated 30 March 2021 [6]. 
464 Witness Statement of Kevin Mills dated 30 March 2021 [6]. 
465 Witness Statement of Kevin Mills dated 30 March 2021 [6]. 
466 Witness Statement of Kevin Mills dated 30 March 2021 [15]. 
467 Witness Statement of Kevin Mills dated 30 March 2021 [15]. 
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(b) Villa Gardens. The villas have a front and back garden bed that is about 3m x 2m. 

The residents may choose to take care of their own garden or ask Mr Mills to 

maintain it.468 

(c) Courtyard Gardens. Mr Mills said there are around eight indoor courtyards, which 

were constructed as part of the initial build of the facility. Due to that design, he is 

required to “lug stuff in and out of the building, on my own as well” to get to them.469 

He provided the following description: 

“It's in garden beds and everything else, like palm trees, like gardenias, like 

Nandinas were already in there.  They've tried to theme gardens, like rose garden 

beds and everything else, and that's another I've got to – they don't – I've got to 

liaise with some residents, because a lot of residents get up and touch the roses.”470 

 

 

  

468 Transcript, 9 May 2022, PN10105-PN10107   
469 Transcript, 9 May 2022, PN10128, PN10131 
470 Transcript, 9 May 2022, PN10129 
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(b) Jane Wahl -- Gardener -- Gloucester  

 

(i) Period of Service in Role 

4.19 17 years. Ms Wahl is employed by Gloucester Residential Care (Gloucester) and works 

at the Ingle Farm site.471 She has worked at Gloucester for around 17 years. Ms Wahl 

currently works Tuesday to Friday across five-hour shifts.472 

 

(ii) Period of Service in Industry 

4.20 17 years. Ms Wahl has 17 years’ experience working in the aged care industry.473 

 

(iii) Qualifications and Training 

4.21 Certificate III. Ms Wahl holds the following qualifications: 

(a) Certificate II in Horticulture with TAFE;474 and 

(b) Certificate III in Laboratory Studies with TAFE.475 

4.22 During cross-examination, Mr Wahl gave the following evidence about her qualifications: 

(a) Laboratory Studies. She confirmed that “Laboratory Studies” is not relevant or 

connected to gardening.476 However, it is connected to horticulture lab work, for 

example, “producing new plants through tissue culture, testing seeds for bacterial 

growth to see if they're healthy, those kind of things”.477 

4.23 Mandatory Internal Training. Gloucester also provides mandatory internal training. 478 This 

internal training included “dementia training”, 479 which she described as “very 

informative”.480 Ms Wahl also referred to doing additional training on a “voluntary basis”. 

4.24 Dementia Training. Ms Wahl set out how dementia training taught her de-escalation skills: 

471 Statement of Jane Wahl dated 21 April 2022 [2].  
472 Statement of Jane Wahl dated 21 April 2022 [34]. 
473 Transcript, 10 May 2022, PN11143 -PN11144   
474 Statement of Jane Wahl dated 21 April 2022 [16].  
475 Statement of Jane Wahl dated 21 April 2022 [17].  
476 Transcript, 10 May 2022, PN11152   
477 Transcript, 10 May 2022, PN11156   
478 Statement of Jane Wahl dated 21 April 2022 [22].  
479 Statement of Jane Wahl dated 21 April 2022 [37].  
480 Transcript, 10 May 2022, PN11209 
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“When I observe a resident might be agitated, I understand the importance of giving 

them space, speaking calmly with them or distracting them. It can avoid a situation 

escalating or defuse an already escalated situation.”481 

4.25 Additional Research. During cross-examination, Ms Wahl referred to an online booklet 

that she found to be “a good resource”. She said, “I think it was called 'Dementia and 

Gardening in Aged Care'”.482 She gave an example of an idea taken from the book: 

“They will give a suggestion like have a plant with different textures, and then they 

will list off plants that have textures, so lamb's ears, if you know what that is.  It's a 

leaf that's furry and it's beautiful to touch.  So that was one of the plants that I've 

incorporated in the dementia ward.”483 

 

(iv) Submissions as to Weight 

4.26 The following aspects of Ms Wahl’s evidence should attach little (if any) weight:  

(a) “Reply”. The Witness Statement of Ms Wahl was introduced into evidence by the 

UWU as “reply” evidence. Whilst s 590 of the Fair Work Act affords the Commission 

a broad discretion to inform itself in such a manner it considers appropriate. It is 

submitted that the introduction of this evidence into the proceedings on 21 April 2022 

cannot be properly described as “reply”. It is fresh evidence.  

 

(v) The Nature of the Work Performed 

4.27 The following evidence of Ms Wahl is relevant to the nature of the work performed: 

(a) Ms Wahl refers to the change to a consumer focused approach, with gardens not 

previously being designed to “meet the specific needs of the facility and 

residents”.484 

(b) Consistent with the “client centred” approach, Ms Wahl involves residents with an 

interest in “garden activities”. She described this as “the club”. Activity sessions are 

run by the lifestyle staff, but in the gardening session, Ms Wahl leads it.485 

(c) She gives evidence about being “mindful of safety”.486 She gave evidence that her 

approach to garden design for residents with dementia is different to those without 

481 Statement of Jane Wahl dated 21 April 2022 [37]. 
482 Transcript, 10 May 2022, PN11209   
483 Transcript, 10 May 2022, PN11212 
484 Statement of Jane Wahl dated 21 April 2022 [15]. 
485 Statement of Jane Wahl dated 21 April 2022 [19]. 
486 Statement of Jane Wahl dated 21 April 2022 [13]. 
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dementia. For example, she would not include “mirrors”.487 During cross-

examination she referred to a book she read that informs her approach as to 

selecting “types of plants and flowers” planted in a garden accessed by residents 

with dementia.488  

(d) Ms Wahl also refers to an expectation that she know how to react to incidents. For 

example, the procedures to follow when a resident has a fall. She is to not move the 

resident, but press the call button and report it.489 She notes at the start of her role, 

Gloucester “did not have much of an expectation so far as my interactions with 

residents”.490 

 

(vi) Supervision 

4.28 Head Chef. Ms Wahl confirmed that her official supervisor is the Head Chef.491 However, 

in practice, due to the differences in roles, “I work pretty independently and usually report 

to our Chief Executive Officer (who would normally be the Clinical Nurse in Charge in most 

aged care facilities). Most issues I have can be reported by paper if she is busy. Otherwise, 

I don’t have much supervision. There are random audits to check the garden.”492 

4.29 Ms Wahl also gave evidence as to procedures she follows in the event of resident incidents: 

(a) Call Bell Protocol. At [38], Ms Wahl sets out the following procedure: 

“38. There is usually a nurse or a care worker nearby. We have emergency 

call bells in the rooms. I have also been given permission to have my mobile 

phone with me in case something happens when I am in the garden. It’s only 

the last ten years that GRC has pushed for people to have phones on them, 

before then they had pagers.”493  

(b) Incident Protocols. At [41], Ms Wahl refers to protocol to be followed if a client has 

a fall: “ 

“41. …  if there is an incident, I need to know what to do and to know how to 

report it. There is a greater emphasis now on reporting and record keeping. 

I’ve witnessed a few incidents when residents have fallen and have needed 

to know how to react in those situations, such as not to move them, and to 

487 Statement of Jane Wahl dated 21 April 2022 [13]. 
488 Statement of Jane Wahl dated 21 April 2022 [14]. 
489 Statement of Jane Wahl dated 21 April 2022 [41]. 
490 Statement of Jane Wahl dated 21 April 2022 [41]. 
491 Transcript, 10 May 2022, PN11193-PN11195 
492 Statement of Jane Wahl dated 21 April 2022 [35]; PN11196, PN11223.  
493 Statement of Jane Wahl dated 21 April 2022 [38]. 
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make sure that they are safe and comfortable and how to call for assistance. 

This means I need to know when and how to make contact such as where 

there are call bells. I also need to use judgement about whether the incident 

can wait on a call bell response or whether it is so urgent that I have to 

physically and quickly find someone for assistance. Sometimes there is no-

one around in the immediate area, especially during a change of shift.” 494 

 

(vii) The Level of Responsibility or Skill Involved in doing the Work 

4.30 Ms Wahl’s day-to-day duties as a gardener include the following:495 

(a) Watering on “watering” days.496 

(b) Lawn control, including doing “hedging or lawn care” on “non-watering days”.497 

(c) Rubbish collection. This is done from time-to-time and consists of “mostly rubbish 

I’ve collected or pruned off” and domestic bins around the grounds - “they’re mostly 

used by myself”.498 

(d) Any garden related duties. 

(e) Irrigation. 

(f) Weeding and some Pest Control. Some forms of pest control, which is performed 

on a “non-watering day”:499 

(i) Indoor plants - pest control against “mealybug”, “red spider mites, thrip, all 

those kinds of things”.500 

(ii) Outdoors - treating the lawn for “grub” using “nasty chemicals” and weeding. 

She could not recall the name of the chemical but said she is required to 

wear full PPE. She avoids using chemicals if possible.501 

(g) General reporting of damage and incidents with residents (set out above).502 

4.31 Other relevant responsibilities include: 

(a) Ordering and Deliveries. At [30], Ms Wahl gave the following evidence: 

494 Statement of Jane Wahl dated 21 April 2022 [41] and [20] 
495 Statement of Jane Wahl dated 21 April 2022 [24(a)]-[24(h)].  
496 Statement of Jane Wahl dated 21 April 2022 [24(a)], [26]. 
497 Statement of Jane Wahl dated 21 April 2022 [24(c)], [27]. 
498 Transcript, 10 May 2022, PN11199- PN11201 
499 Statement of Jane Wahl dated 21 April 2022 [24(g)], [33]. 
500 Transcript, 10 May 2022, PN11202   
501 Transcript, 10 May 2022, PN11202-PN11204     
502 Statement of Jane Wahl dated 21 April 2022 [20], [41]. 
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“30. Usually then Aiden and I will go to whichever garden is most in need of 

maintenance and do work in that area for around an hour. I will also complete 

any ordering I need to do, deal with any deliveries and if there is any research 

I need to complete.” 503 

(b) Budget. Ms Wahl has a monthly budget of $200.504 She explained: “It includes 

everything that we order.  We order exclusively through Bunnings.  Anything that I 

deem that I need I order, and that's within the 200.  Anything else I have to make a 

special request.”505 Special requests go to her manager.506 However, Ms Wahl said 

if spending is above budget she will “give it to our CEO, and then they take it to the 

owner for her to approve it.”507 

(c) Birds in Aviary. Looking after birds in a “metre-by-metre aviary” twice per week; 508 

(d) Design Gardens. For example, Ms Wahl designed the garden the birds are in. 509 

During cross-examination Ms Wahl confirmed she has designed some gardens in 

the facility.510 

(e) Garden Club.  

(i) Ms Wahl plans and leads a garden activity for residents. She gave the 

example of an activity involving “a bunch of jars with bugs in them”.511 

(ii) A Diversional Therapist (also referred to as a lifestyle officer) will be on 

“standby” for big group activities (for toileting and medication needs), and for 

one-on-one activity will assess and approve them before participating as 

able bodied and able to participate in what is planned.512 

4.32 During cross-examination, Ms Wahl confirmed that there are also circumstances in which 

an external contractor will be called in (for example, to do gravelling or put in the paving 

and irrigation).513 

 

  

503 Statement of Jane Wahl dated 21 April 2022 [30].  
504 Transcript, 10 May 2022, PN11192   
505 Transcript, 10 May 2022, PN11193 
506 Transcript, 10 May 2022, PN11194- PN11195 
507 Transcript, 10 May 2022, PN11223 
508 Statement of Jane Wahl dated 21 April 2022 [31].  
509 Statement of Jane Wahl dated 21 April 2022 [31].  
510 Transcript, 10 May 2022, PN11206- PN11207   
511 Transcript, 10 May 2022, PN11217   
512 Transcript, 10 May 2022, PN11215-PN11216   
513 Transcript, 10 May 2022, PN11218 
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(viii) Environment - Conditions under which Work is Done 

4.33 Ms Wahl gave the following evidence about the environment:  

(a) Facility. The Gloucester facility is described as “modern looking… with a classical 

tilt”. 514  

(i) During cross-examination, Ms Wahl explained:  

“The classical tilt is the paintings, the artwork are classical.  The furnishings 

that they buy.  They try to keep it more classical because of the age groups 

that they're dealing with there.  The modern look of it is mostly because the 

place is sterile and it's almost hospital-like so, yes.”515 

(ii) She described the building as having “multiple wards, all connecting to a 

main section and a couple of corridors. So you can get to each ward from a 

central position”516. 

(iii) There are 8 wards, with six on the ground, and there are gardens, a minimum 

of four metres, around each of those wards.517  

(iv) Ms Wahl stated that Gloucester “have always had an emphasis there that it 

is home away from home”.518 It consists of seven wards with around 110 

residents.519  

(b) Gardens. 

(i) “The owner of the facility likes the classic look.  She's not really keen on 

native plants, so they're more Mediterranean plants to ornamentals.  Lots of 

hedging.”520 

(ii) There are no lawns.521 In the absence of turf there are gardens and pathways 

- clear accessway for people in a wheelchair to access every garden.522 

(c) Secure Dementia Ward. There are residents with dementia throughout the facility, 

but there is also a secure dementia ward.523 The secure ward is for residents who 

514 Statement of Jane Wahl dated 21 April 2022 [6].  
515 Transcript, 10 May 2022, PN11168   
516 Transcript, 10 May 2022, PN11169   
517 Transcript, 10 May 2022, PN11173   
518 Statement of Jane Wahl dated 21 April 2022 [6].  
519 Statement of Jane Wahl dated 21 April 2022 [9]. 
520 Transcript, 10 May 2022, PN11185 
521 Transcript, 10 May 2022, PN11175   
522 Transcript, 10 May 2022, PN11178   
523 Statement of Jane Wahl dated 21 April 2022 [7].  
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are “still mobile”.524 The introduction of the “secure” aspect was introduced around 

10 years ago as a safety measure to protect residents from injury. 525 

(d) Dedicated Workspace. Ms Wahl describes changes to “my dedicated workspace 

on site”:526 

(i) In 2006, she described having only “a hand towel and a bin”, together with 

“my petrol in a cupboard”.527  

(ii) As at 2022, she described having “a dedicated shed” and “whatever 

equipment that I ask for that is needed to complete my work such as a lawn 

mower”.528  

 

 

  

524 Statement of Jane Wahl dated 21 April 2022 [8].  
525 Statement of Jane Wahl dated 21 April 2022 [8].  
526 Statement of Jane Wahl dated 21 April 2022 [11]. 
527 Statement of Jane Wahl dated 21 April 2022 [11]. 
528 Statement of Jane Wahl dated 21 April 2022 [11]. 
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5. AGED CARE EMPLOYEES: CLEANING 

5.1 The following witnesses gave evidence as to their services in cleaning within a residential 

aged care facility: 

(a) Ross Evan Heyan, Client Services Assistant, Ozcare; and 

(b) Tracey Roberts, Cleaner, Respect Group. 

5.2 The evidence of each witness will be reviewed in turn. 
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(a)  Ross Evan Heyan -- Client Services Assistant -- Ozcare  

 

(i) Period of Service in Role 

5.3 5 years. Mr Heyan works as a Client Services Assistant / Administration Assistant at Ozcare 

Noosa Residential Aged Care Facility (Ozcare).529 During his time at Ozcare he has 

performed the following roles under those titles: food services worker and cleaner. His 

evidence primarily concerns his role as a cleaner.  

5.4 During cross-examination, he stated “for the last two, two and half years of my employment 

I was mostly in a cleaning role”.530 He estimated the breakdown as a percentage would be 

75-80% cleaning and 20-25% in food service (or sometimes “other roles”).531  

5.5 As to the “other”, he said he would sometimes be asked to assist with maintenance -- if the 

maintenance staff were not around. For example, assist with moving furniture around. He 

would not do repairs, that would require a professional.532 

 

(ii) Period of Service in Industry 

5.6 5 years. Mr Heyan has worked for Ozcare for around 5 years.533 

 

(iii) Qualifications and Training 

5.7 Diploma and Certificate III. Mr Heyan has the following qualifications: 

(a) Diploma of Business Administration.  

(b) Certificate III in Cleaning Operations (which he was enrolled in by the employer in 

his secondary employment (i.e. not aged care related) with the Department of 

Education).534 

5.8 During cross-examination, Mr Heyan gave the following evidence about his qualifications: 

(a) Certificate III in Cleaning Operations. This course taught “basic cleaning things” 

such as “infection control”. It was provided through TAFE in 2020.535  

529 Witness Statement of Ross Heyan dated 31 March 2021 [6] 
530 Transcript, 11 May 2022, PN11545   
531 Transcript, 11 May 2022, PN11546-PN11549 
532 Transcript, 11 May 2022, PN11546-PN11549 
533 Witness Statement of Ross Heyan dated 31 March 2021 [6] 
534 Witness Statement of Ross Heyan dated 31 March 2021 [11] 
535 Transcript, 11 May 2022, PN11538-PN11540   
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(b) No aged care or clinical qualifications. Mr Heyan confirmed he does not have a 

Certificate III in Aged Care or any clinical qualifications.536 

5.9 Mandatory Internal Training. Mr Heyan is required to complete training on infection 

control, food safety and “all job specific training”.537 That food safety training was the extent 

of this “food safety qualifications”.538 

5.10 First Aid. Mr Heyan is trained in “basic first aid”.539 

 

(iv) Submissions as to Weight 

5.11 The following aspects of Mr Heyan’s evidence should attach little (if any) weight: 

(a) Staffing. To the extent Mr Heyan’s evidence provides observations as to staffing 

issues and/or reduction in staff,540 we rely upon our submissions at Section 5. 

Further, the form of the evidence is opinion, which is advanced without any objective 

evidence to substantiate it. It should attach no weight. 

(b) Relevance. Mr Heyan gives evidence that there is “diminishing empathy from 

management”.541 That evidence is in the form of opinion and should attach no weight 

because it is made without any context or particulars. It is of no assistance to the 

task before the Commission.   

(c) Relevance / Opinion. Mr Heyan gives evidence about a reduction in celebratory 

staff activities such as a BBQ over lunch break and work anniversaries. He states 

“part of the reason” for the reduction is because “so many staff are increasingly time 

poor”.542  

Whilst at its highest that evidence is information based on the belief or opinion of Mr 

Heyan, it should attach no weight because it is not relevant to work value reason 

and, furthermore, is made without reference to any objective evidence to 

substantiate the opinion there expressed.  

(d) Union Delegate. Mr Heyan gives evidence about questions/concerns raised by 

other staff to him in his capacity as union delegate.543 As hearsay evidence, the 

536 Transcript, 11 May 2022, PN11541-PN11542   
537 Witness Statement of Ross Heyan dated 31 March 2021 [8] 
538 Transcript, 11 May 2022, PN11571 
539 Witness Statement of Ross Heyan dated 31 March 2021 [24] 
540 Witness Statement of Ross Heyan dated 31 March 2021 [14], [19], [39]-[56] 
541 Witness Statement of Ross Heyan dated 31 March 2021 [14] 
542 Witness Statement of Ross Heyan dated 31 March 2021 [15]-[18] 
543 Witness Statement of Ross Heyan dated 31 March 2021 [31]. 
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weight of the evidence should be affected. However, in any event, that evidence is 

not relevant to the performance of Mr Heyan’s role(s) at Ozcare. It not relevant to 

the application before the Commission.  

(e) Hearsay / Opinion. Mr Heyan comments on the scheduling decisions by his 

employer, stating that “all roles have been jumbled together”. He then states: “Many 

staff question if it is sanitary to clean toilets then serve meals but are told by 

management it’s fine”.544 That evidence should attach little weight because it is a 

combination of opinion and hearsay evidence, it is also not supported by any 

objective evidence.  

(f) Ad hoc Supervisory Role. Mr Heyan gives evidence that he has been asked by a 

RN “on several occasions to supervise the large dining/lounge room area of our 

dementia-specific wing because she need to take a break and all of the carers were 

performing cares”.545 The generality of that evidence should affect its weight. It is 

provided completely void of context and with insufficient particulars for it to be of any 

real utility to the Commission. In any event, it is plain that this is not a consistent 

occurrence and, further, the RN is not delegating any authority or clinical duties - 

simply requesting a food services staff member stay present in the dining room.  

  

(v) The Nature of the Work Performed 

5.12 My Heyan gave the following evidence relevant to the nature of the work performed: 

(a) He states that more residents are “completely bed-bound” compared to when he 

first commenced work in aged care (5 years ago).546 He considers “the residents all 

have higher need and require more care time”.547 

(b) In his view, “many more residents require assistance to get out of bed and perform 

basis activities like showering and going to the toilet”. He states 2-3 residents 

needed assistance toileting around 5 years ago, now “there are nine residents of 

whom at least half of those are ‘doubles’ meaning two carers are required to attend 

to their needs'”. 548 

(c) Incidental and unplanned interactions with residents with “acute memory loss” 

and/or dementia impact upon his ability to complete cleaning work. He gives 

544 Witness Statement of Ross Heyan dated 31 March 2021 [33] 
545 Witness Statement of Ross Heyan dated 31 March 2021 [34] 
546 Witness Statement of Ross Heyan dated 31 March 2021 [20] 
547 Witness Statement of Ross Heyan dated 31 March 2021 [35]-[36] 
548 Witness Statement of Ross Heyan dated 31 March 2021 [20], [22] 
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example of residents asking him questions and another resident screaming in the 

facility.549 

(vi) Supervision 

5.13 Manager of Client Services. Mr Heyan’s direct supervisor is the Manager of Client 

Services.550 He notes that that the supervisor of nurses and carers is the Manager of Clinical 

Care. There is also a Facility Manager. 

5.14 Mr Heyan gives an example of how he reported a concern about a resident. During a food 

services shift, he observed a resident that required lactose free meals being provided meals 

with milk/cream. He did the following: 

(a) Remove the meal and provide a lactose free meal (namely, prepare a 

sandwich/salad) once he had finished serving out the other meals to the residents 

in the wing. 

(b) Communicate the concern to Manager of Client Services and Manager of Clinical 

Care.  

(c) The issue occurred again, so Mr Heyan communicated the concern in writing to the 

Facility Manager. 

(d) Mr Heyan did not receive a reply from the Facility Manager but notes that “not long 

after the kitchen were given a new procedure to follow to ensure special dietary 

requirements were not missed”.551 

 

(vii) The Level of Responsibility or Skill Involved in doing the Work  

5.15 Mr Heyan performs the following duties: 

(a) Mr Heyan states that his role “morphed” from administration tasks to assisting with 

food preparation and distribution in the serveries.552 From 2018, “my role changed 

to mostly cleaning”.553 He did not provide evidence about work as an administration 

assistant.  

(b) Cleaning shifts involve the following tasks: 

549 Witness Statement of Ross Heyan dated 31 March 2021 [26] 
550 Witness Statement of Ross Heyan dated 31 March 2021 [30]. 
551 Witness Statement of Ross Heyan dated 31 March 2021 [29]-[30] 
552 Witness Statement of Ross Heyan dated 31 March 2021 [9] 
553 Witness Statement of Ross Heyan dated 31 March 2021 [12] 
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(i) Disposing of accumulated rubbish from central storage spaces in each wing 

where other staff placed it.554 Mr Heyan explained: 

A There is a dedicated space “a dirty room” for carers to dispose of 

“soiled pads or any other sort of rubbish”. That rubbish would be “put 

into black plastic bags and tied on top”. 

B Mr Heyan would collect and take to the main rubbish bin outside (“a 

big blue bin”) twice a day.  

C A “rubbish truck would come and collect it”.555  

(ii) Dusting/sweeping/mopping of communal areas and residents’ private 

rooms, infection control of touch points. 556  

A As to “infection control of touch points”, Mr Heyan explained: 

“So this is something that was always a part of the job.  It obviously 

became more important because of COVID.  It often changed what 

we were using.  Sometimes there were pre-dosed wipes, 

sometimes you'd have a spray and a cloth, sometimes we used a 

gel-type solution, but it was wiping down hand railings, light 

switches, door knobs, all that sort of stuff.”557 

B Mr Heyan also confirmed that cleaning resident rooms included 

cleaning the bathroom too.558 The chemicals used were provided by 

the facility (he did not believe it included “formaldehyde”). He said he 

used “quite strong bleaches”.559 

(iii) Other “general cleaning duties”.560 Mr Heyan said this includes “vacuuming, 

mopping floors, dusting, you know, pictures and table tops, sort of general 

cleaning to keep the place tidy”.561 

(c) Check List. Mr Heyan said he has a “checklist of tasks that should be done during 

the day”. Most days, he completed all tasks (i.e. “the job got done”). If items were 

not completed, provided he provided an explanation to management, “then that was 

554 Witness Statement of Ross Heyan dated 31 March 2021 [12] 
555 Transcript, 11 May 2022, PN11551-PN11553 
556 Witness Statement of Ross Heyan dated 31 March 2021 [12] 
557 Transcript, 11 May 2022, PN11554 
558 Transcript, 11 May 2022, PN11555   
559 Transcript, 11 May 2022, PN11556- PN11557    
560 Witness Statement of Ross Heyan dated 31 March 2021 [12] 
561 Transcript, 11 May 2022, PN11558   
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acceptable”. For example, a resident was unwell in her room, so her room was not 

cleaned that day.562 

(d) Food service shifts included the following: 

(i) Plating up food in the servery, which would be cooked in the main kitchen - 

then transferred from hot boxes to bain-maries.563 

(ii) Put prepared food in oven to cook. Mr Heyan said he would sometimes assist 

with cooking if the cook was on leave. This would occur in the late shift and 

be limited to “putting the pre-prepared things in the oven for however long 

the cook told me it needed to go in for, temperature-checking the food as it 

came out and putting it in the hot boxes to go off to the different wings”.564   

5.16 He also notes that a “part of my job in all roles was to chat with resident and try to make the 

facility feel more like their home”.565 

5.17 Mr Heyan states that it is not his responsibility to respond to “call bells”. However, he notes 

they go off and has observed residents in positions that risk fall.566 Whilst it is suggested Mr 

Heyan sometimes offers assistance, he is under not directive to do so, nor is he meant to. 

That is outside the scope of his role and his competencies.  

 

(viii) Environment - Conditions under which Work is Done 

5.18 Mr Heyan gave the following evidence about the conditions in which work is done: 

(a) Facility. The facility has five wings. Most wings have around 20 residents each.567 

There is a central kitchen where cooking is done, that is separate to the wings. There 

is a servery in the wings, which have a bain-marie, sink, microwave and fridge.568  

(b) Food Service.  

(i) When working in food service, Mr Heyan primarily worked in the Eucalyptus 

wing at the facility. As to the staff working in that section: 

A 1 RN supervises two wings (he describes the Eucalyptus wing as 

having “1/2” of a RN;  

562 Transcript, 11 May 2022, PN11559-PN11561 
563 Transcript, 11 May 2022, PN11566-PN11569   
564 Transcript, 11 May 2022, PN11570-PN11571 
565 Witness Statement of Ross Heyan dated 31 March 2021 [13] 
566 See Witness Statement of Ross Heyan dated 31 March 2021 [26]-[28] 
567 Witness Statement of Ross Heyan dated 31 March 2021 [21]; Transcript, 11 May 2022, PN11562-PN11563   
568 Transcript, 11 May 2022, PN11564-PN11567    
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B 2 carers; 

C 1 cleaner; and 

D 1 servery staff.569 

(ii) Due to the small number of workers, “as a cleaning/food service worker, it 

has meant that I am sometimes on my own in the wing with agitated 

residents or even residents that have fallen”.570 Mr Heyan states he only has 

basic first aid training “so being left in that situation is very difficult”.571 

 

  

569 Witness Statement of Ross Heyan dated 31 March 2021 [21]; Transcript, 11 May 2022, PN11562-PN11563   
570 Witness Statement of Ross Heyan dated 31 March 2021 [23] 
571 Witness Statement of Ross Heyan dated 31 March 2021 [24] 
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(b) Tracey Roberts -- Cleaner -- Mt St Vincent / Respect Group 

 

(i) Period of Service in Role 

5.19 3 years. Ms Roberts commenced employment with Mt St Vincent as a casual cleaner on 

11 March 2011. After the business transferred to Respect Group in September 2020, she 

became an employee of Respect Group. She currently works as a carer and kitchenhand.572 

This section of evidence review will focus upon Ms Roberts’ role as a cleaner.  

 

(ii) Period of Service in Industry 

5.20 11 years. Ms Roberts commenced with Mt St Vincent (subsequently acquired by Respect 

Group) in 2011. She has around 11 years’ experience in aged care.573 Ms Roberts ceased 

working in aged care from around August 2021.574 

 

(iii) Qualifications and Training 

5.21 Certificate III. Ms Roberts has the following qualifications: 

(a) Certificate III in Aged Care; and 

(b) Certificate III in Commercial Cookery.575 

5.22 The qualifications were paid for by Respect Group.576 

 

(iv) Submissions as to Weight 

5.23 The following aspects of Ms Roberts evidence should attach little (if any) weight: 

(a) COVID-19. To the extent her evidence addresses the impact of the pandemic,577 we 

rely upon the submissions set out at Section 5. 

(b) Opinion. Throughout Ms Roberts’ statement she gives evidence as why she works 

in aged care578 and the financial impact of her role.579 Without being disrespectful to 

the opinion held by Ms Roberts, in that respect, it is not relevant to the evaluative 

572 Witness Statement of Tracy Roberts dated 23 March 2021 [25]-[26], [51]. 
573 Witness Statement of Tracy Roberts dated 23 March 2021 [25]-[26]. 
574 Reply Witness Statement of Tracy Roberts dated 31 March 2022 [4]. 
575 Witness Statement of Tracy Roberts dated 23 March 2021 [12].  
576 Witness Statement of Tracy Roberts dated 23 March 2021 [13].  
577 See Witness Statement of Tracy Roberts dated 23 March 2021 [150]-[157]. 
578 See Witness Statement of Tracy Roberts dated 23 March 2021 [158]-[161]. 
579 See Witness Statement of Tracy Roberts dated 23 March 2021 [162]-[166]. 

4879



task before the Commission. In any event, as a matter of form, that evidence should 

attach little weight.   

(c) Reply Statement. This second statement is heavily redacted and refers to Ms 

Roberts’ reasons for leaving the aged care industry. The statement is only relevant 

for the limited purpose of establishing that as at or around August 2021, Ms Roberts 

ceased to work in aged care.580 As to the balance of the statement, it is not relevant 

to the assessment before the Commission. 

 

(v) The Nature of the Work Performed 

5.24 Ms Roberts gave the following evidence about changes observed over time: 

(a) Most residents at the facility are likely to have “severe or chronic conditions” and 

there is “increased dementia”.581 

(b) “Cleaners schedules are more likely to be adjusted, when patients require the 

constant attention of nurses and carers. As a general rule, a cleaner should avoid 

cleaning a room if other staff are in the room. If a resident needs constant care, it 

can be challenging to regularly clean their room or schedule time to clean their room. 

We need to be flexible and manage our work by cleaver scheduling of tasks”.582 

 

(vi) Supervision 

5.25 Ms Roberts did not include information in either of her statements about her supervisor 

when working as a casual cleaner.  

 

(vii) The Level of Responsibility or Skill Involved in doing the Work  

5.26 Ms Roberts performs the following duties: 

(a) Roster. She worked an average of 25-30 hours per week, usually 7am to 3pm.583 

(b) Cleaning Resident Rooms.  

580 Reply Witness Statement of Tracy Roberts dated 31 March 2022 [4]. 
581 Witness Statement of Tracy Roberts dated 23 March 2021 [145] 
582 Witness Statement of Tracy Roberts dated 23 March 2021 [145(a)]. 
583 Witness Statement of Tracy Roberts dated 23 March 2021 [31] 
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(i) Upon arrival, Ms Roberts check the “log book folder” kept at the nurses’ 

station, which keeps a record of residents that have been showered and 

assisted out of bed.584  

(ii) She will only clean and tidy rooms of the residents that have received that 

assistance and are out of bed.585  

(iii) If unable to clean resident rooms, “I cleaned the hydro pool or disinfected 

wheelchairs”.586 She would return to the room at another time in the day.587 

(c) General cleaning tasks include: removing waste from waste bins, cleaning high 

touch surface areas, cleaning toilets, and mopping floors.588 Ms Roberts uses 

“colour coded cloths or mops” when cleaning (for example, a red cloth for toilet, 

yellow cloth for basins).589  

(d) Assist with breakfast duties between 8am to 8.30am: 

(i) assist kitchen staff with preparing toast (spreading butter, etc); and 

(ii) assist with distribution of food using a food trolley.590 

(e) Assist with distributing morning tea at around 10am in one of the wings, using a 

trolley, which consists of tea, coffee and a biscuit or savoury snack.591  

(f) Cleaning Communal Areas. This involves: vacuuming, mopping, wiping down 

chairs and handrails, and dusting.592 

(g) Clean spills and other messes as need. For example, if a nurse alerts Ms Roberts 

to a spilt jug of water.593 

5.27 Cleaners are not required to clean when a resident has an involuntary leakage or urine or 

faeces. That is the responsibility of the carer.594 

 

  

584 Witness Statement of Tracy Roberts dated 23 March 2021 [33] 
585 Witness Statement of Tracy Roberts dated 23 March 2021 [34] 
586 Witness Statement of Tracy Roberts dated 23 March 2021 [35] 
587 Witness Statement of Tracy Roberts dated 23 March 2021 [42], [45] 
588 Witness Statement of Tracy Roberts dated 23 March 2021 [35] 
589 Witness Statement of Tracy Roberts dated 23 March 2021 [37] 
590 Witness Statement of Tracy Roberts dated 23 March 2021 [40] 
591 Witness Statement of Tracy Roberts dated 23 March 2021 [43] 
592 Witness Statement of Tracy Roberts dated 23 March 2021 [45] 
593 Witness Statement of Tracy Roberts dated 23 March 2021 [46]. 
594 Witness Statement of Tracy Roberts dated 23 March 2021 [116] 
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(viii) Environment - Conditions under which Work is Done 

5.28 Ms Roberts provides the following overview of the aged care facility operated by Respect 

Group: 

(a) Facility. A 73-bed facility that provided both permanent and respite care, it is divided 

into two wings: 

(i) the Gardenview wing; and 

(ii) the Riverview wing.595 

(b) Dementia Unit. There is also a separate 12-bed dementia care unit for residents 

with behavioural and psychological symptoms of dementia. 596 

(c) There is 24-hour RN coverage of the facility.597 

(d) Additional facilities include a garden and hydro pool “which are used to improve the 

fitness, mobility and the mental health of residents”.598  

(e) Staff. There are 120 care and services staff, consisting of personal care workers, 

RNs, ENs, cooks, kitchenhands, maintenance staff and office staff.599 

  

595 Witness Statement of Tracy Roberts dated 23 March 2021 [19]-[20]. 
596 Witness Statement of Tracy Roberts dated 23 March 2021 [19]. 
597 Witness Statement of Tracy Roberts dated 23 March 2021 [22]. 
598 Witness Statement of Tracy Roberts dated 23 March 2021 [23]. 
599 Witness Statement of Tracy Roberts dated 23 March 2021 [24]. 
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6. AGED CARE EMPLOYEES: MAINTENANCE  

6.1 During the course of proceedings, Eugene Basciuk, Maintenance Tradesperson, 

Bundaleer, was made available for cross-examination. His evidence is reviewed below.  

 

(i) Period of Service in Role 

6.2 3 years. Mr Basciuk has worked in his role for 3 years600. 

 

(ii) Period of Service in Industry 

6.3 3 years. Mr Basciuk has worked in in the industry for 3 years601. 

 

(iii) Qualifications and Training 

6.4 Certificate III (Trade). Mr Basciuk holds the following qualifications602: 

(a) Electrical Fitter/Mechanical Trade Certificate; 

(b) Certificate II in Telecommunications; 

(c) Telecommunications Licence; 

(d) Certificate in Baking; 

(e) NSW Electrical Contractors Licence; 

(f) White Card; 

6.5 In addition to these qualifications, Mr Basciuk also holds the high-risk work licences for 

EWP’s and working at heights603.  

6.6 Additional Training. Mr Basciuk is required to undertake internal training which is 

completed online.  

 

(iv) Submissions as to Weight 

6.7 COVID-19. To the extent Mr Basciuk’s evidence addresses the impact of the pandemic, we 

rely upon our submissions at Section 5 

600 Witness Statement of Eugene Basciuk, dated 28 May 2022 at [3] 
601 Witness Statement of Eugene Basciuk, dated 28 May 2022 at [5] 
602 Witness Statement of Eugene Basciuk, dated 28 May 2022 at [12] 
603 Witness Statement of Eugene Basciuk, dated 28 May 2022 at [13] 
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6.8 Accreditation. During cross-examination, Mr Basciuk advised that in the 2.5 years with 

Bundaleer that there have been three audit visits ranging from 8 to 20 minute 

conversations604. It should be noted that in September 2020 and April 2021, Bundaleer was 

issued with a Non-Compliance Notice and a Sanction or Notice to Agree605 which would 

have increased the frequency of visits of the auditors to track the providers progress 

towards compliance. The evidence of the frequency of visits should be considered in light 

of this information and not that this is the normal frequency of audit visits.  

 

(v) The Nature of the Work Performed; 

6.9 Ms Basciuk notes that in the job advertisement he was required to be a “qualified electrician” 

606 

6.10 Mr Basciuk performs work across the residential facility and independent living units. He 

estimates “in a week, I think about 20 per cent is the independent living units.  I spend about 

80 per cent on the care home.”607 

 

(vi) Supervision; 

6.11 Mr Basciuk is supervised by the Maintenance Manager608. 

6.12 During cross-examination that he would communicate regularly with the manager and the 

manager organises the workflow609. In this respect, Mr Basciuk states “the actual job is 

actually noted on a piece of paper which is logged on by the receptionist, and then the 

maintenance manager reviews that request and then logs in and allocates the jobs.610” 

6.13 The work urgency is determined by the manager611 and is set out in the hardcat app.  

6.14 Mr Basicuk describes that incidents with residents, such as when he had a walker thrusted 

into his back would be reported to his manager who would “then reported it up through the 

system.”612 

 

604 Transcript dated 2 June 2022 at PN14137 
605 https://www.myagedcare.gov.au/non-compliance-checker/details-provider/1-DS-355/1-EI-2134  
606 Witness Statement of Eugene Basciuk, dated 28 May 2022 at [15] 
607 Transcript dated 2 June 2022 at PN14044 
608 Witness Statement of Eugene Basciuk, dated 28 May 2022 at [34] 
609 Transcript dated 2 June 2022 at PN14045 
610 Transcript dated 2 June 2022 at PN14058 
611 Transcript dated 2 June 2022 at PN14066 
612 Transcript dated 2 June 2022 at PN14183 

4884



(vii) The Level of Responsibility or Skill Involved in doing the Work 

6.15 Duties.  Mr Basciuk is allocated jobs through hardcat. He will attend to urgent work which 

may “impact on resident safety and care”613. Mr Basciuk will also perform a mix maintenance 

tasks such as planned maintenance checks on equipment, or hanging up a picture. If there 

is a job which cannot be performed by maintenance, a contractor will be organised. 614 

6.16 Contractors. If work needs to be performed by a contractor me Basciuk will email his 

manager the request who will approve the request. Sometimes, depending on the task that 

needs to be performed, Mr Basciuk will arrange for quotes and send a recommendation to 

his manager615 

6.17 Interactions with residents. Mr Basciuk states that he is in constant contact with residents. 

Before performing work in a room, Mr Basicuk has been instructed to “we knock, we ask for 

permission, state why you're there, or if they're not in their room, we have to go and find the 

resident.”616 

6.18 Mr Basciuk adapts his interactions with the residents to the situation. For example, he talks 

with a resident in a wheelchair whilst he makes his way past the resident617 or will engage 

in conversation with then as it sometimes “can settle them down if they're slightly 

agitated”618. 

6.19 Interactions with family members.  Mr Basciuk ‘often’ communicates with residents family 

members. In this respect he will explain the work he is performing if they are in the room, 

gives them directions or advises them of the process of getting electronics tagged and 

tested619.   

6.20 Whilst the accreditation documentation is the responsibility, Mr Basciuk will test and tag the 

plug in appliances and check the exits signs to make sure they are complaint. The tag and 

testing using a potable appliances tester which “tests for earthing, insulation resistance, and 

to make sure that if a resident or a staff member uses such appliance that they won't get 

electrocuted from it”620. Mr Basciuk will also fill out a “few different forms which have been 

set out for accreditation and need to be filled out in certain ways, and then we fill the forms 

out and then give them back to the maintenance manager for filing”621 

613 Witness Statement of Eugene Basciuk, dated 28 May 2022 at [16] 
614 Witness Statement of Eugene Basciuk, dated 28 May 2022 at [16] - [19] 
615 Witness Statement of Eugene Basciuk, dated 28 May 2022 at [19] - [21] 
616 Transcript dated 2 June 2022 at PN14170 
617 Witness Statement of Eugene Basciuk, dated 28 May 2022 at [40] 
618 Transcript dated 2 June 2022 at PN14176 
619 Witness Statement of Eugene Basciuk, dated 28 May 2022 at [50] 
620 Transcript dated 2 June 2022 at PN14133 
621 Transcript dated 2 June 2022 at PN14137 
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(viii) Environment - Conditions under which Work is Done  

6.21 Job Hazard analysis.  Mr Basciuk acknowledges that a job hazard analysis would identify 

if a resident was a ‘hitter’: 

If there was a job in that resident's room, yes, it would, and it's been brought up with 

the maintenance manager and it's been in consultation with the maintenance 

manager and the RNs that whenever we go into this resident's room, we're to have 

a second person, normally a carer, just so we can get in, get the work done and 

then get out so as not to agitate them any more than needed.622A 

 

 

622 Transcript dated 2 June 2022 at PN14178 
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1. AGED CARE EMPLOYEES: FOOD SERVICES 

1.1 In these proceedings, the Commission heard evidence from 6 witnesses that meet the 

classification of “aged care employee” working in the “food services stream”. Those 

employees worked across the following classifications: 

(a) food services assistant;1 

(b) kitchen hand/servery;2 and 

(c) chef.3 

1.2 For each witness, their evidence with respect to the following topics will be summarised:  

(a) Period of Service in Role; 

(b) Period of Service in Industry; 

(c) Qualifications and Training; 

(d) Submissions as to Weight; 

(e) The Nature of the Work Performed; 

(f) Supervision; 

(g) The Level of Responsibility or Skill Involved in doing the Work; and  

(h) Environment - Conditions under which Work is Done.    

1.3 We will now turn to consider each category of worker in turn.  

 

 

  

1 Donna Capelluti, Food Service Assistant, Southern Cross Care. 
2 Tracey Roberts, Kitchenhand, Respect Group; Carol Austen, Care Worker (Servery), Uniting. 
3 Mark Castieau, Chef, St Vincent's Care; Anita Field, Chef, Australian Unity; Darren Kent, Chef, Warrigal. 
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2. AGED CARE EMPLOYEES: FOOD SERVICES ASSISTANT 

2.1 During the course of proceedings, Donna Cappelluti, Food Services Assistant, Southern 

Cross Care (SCC) was made available for cross-examination. Her evidence is reviewed 

below. 

 

(i) Period of Service in Role 

2.2 7 years. Ms Cappelluti is employed by SCC. Her employment is covered by an enterprise 

agreement.4 She works permanent part time as a Food Services Assistant at the SCC 

Bucklands site at North Plympton (the Bucklands site5).6 Ms Cappelluti has worked for 

SCC in that role for around 7 years.7  

 

(ii) Period of Service in Industry 

2.3 7 years. Ms Cappelluti has worked in the aged care industry for around 7 years.8 

 

(iii) Qualifications and Training 

2.4 Ms Cappelluti has the following qualifications: 

(a) First Aid Certificate. This was described as a “specialised certificate for first aid for 

residents with dementia”, provided through SCC, in Ms Cappelluti’s statement.9 

During cross-examination, she said the course was mainly about “first aid” and the 

course was called “first aid dealing with the elderly”. It was provided over two days.10  

(b) WHS Training. She has “WHS certificate” through SCC, and completes an annual 

refresher course each year.11 Ms Cappelluti is the Health and Safety Representative 

for the facility.12 

(c) Food Safety Certificate. “Southern Cross has asked us to do, like the food health, 

safety, hygiene, HACCP, all those – we've done all those.  We do those every six to 

12 months.”13 

4 Statement of Donna Cappelluti dated 21 April 2022 [45]. 
5 For avoidance of doubt, we note “the Bucklands site” is distinct from “Buckland Aged Care Services” referred to in the 

evidence of Mr Johannes Brockhaus. 
6 Statement of Donna Cappelluti dated 21 April 2022 [1], [47].  
7 Statement of Donna Cappelluti dated 21 April 2022 [4].  
8 Statement of Donna Cappelluti dated 21 April 2022 [4].  
9 Statement of Donna Cappelluti dated 21 April 2022 [15]. 
10 Transcript, 11 May 2022, PN12101-PN12106 
11 Statement of Donna Cappelluti dated 21 April 2022 [17]. 
12 Transcript, 11 May 2022, PN12112. 
13 Transcript, 11 May 2022, PN12142 
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2.5 Mandatory Internal Training. She also completes online training modules described as 

“Medi-guides”. The topics include manual handling and fire training. The training occurs on 

a monthly basis, if not completed Ms Cappelluti will not be allowed to attend shifts.14 

 

(iv) Submissions as to Weight 

2.6 The following aspects of Ms Cappelluti’s evidence should attach little (if any) weight:  

(a) Reply Evidence. This statement was filed by the UWU as a “reply” statement on 22 

April 2022. Ms Cappelluti had not provided any earlier evidence. It is fresh evidence 

that should have been filed in April 2021.  

(b) Opinion. Ms Cappelluti’s opinion as to the usage of “chemical and physical 

restraints” should attach little weight.15 This is because: 

(i) she is not a personal care worker;  

(ii) she does she have any involvement in the process and/or decision to use 

chemical or physical restraints; and  

(iii) her evidence on the topic is based on observation alone.  

Without any disrespect to Ms Cappelluti, her opinion on that particular topic cannot 

be characterised as informed. It is of limited assistance to the Commission.  

 

(v) The Nature of the Work Performed 

2.7 Ms Cappelluti gave the following evidence relevant to the nature of the work:  

(a) At the start of her time at the Bucklands site, she observed residents “came in a 

more mobile condition, but now they are not”. She gave an example of residents 

being transferred and/or move around the facility in “princess chairs”.16 

(b) Residents are arriving at the facility at an older age and are living longer. As a result, 

they also have “more health conditions”.17  

(c) Consistent with providing “more client centred care”, in the kitchen this means trying 

to cater for individual resident’s and their family’s needs and requests. For example, 

accommodating “specialised diets”18 and providing “a dining experience”.19 This 

14 Statement of Donna Cappelluti dated 21 April 2022 [20]. 
15 See Statement of Donna Cappelluti dated 21 April 2022 [18]. 
16 Statement of Donna Cappelluti dated 21 April 2022 [10].  
17 Statement of Donna Cappelluti dated 21 April 2022 [13], [43].  
18 Statement of Donna Cappelluti dated 21 April 2022 [13], [12]. 
19 Statement of Donna Cappelluti dated 21 April 2022 [41]-[42]. 
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includes having conversations during mealtimes (for example, asking them how they 

are).20 

(d) There are “higher expectations” from the facility and from the family for the service 

provided to residents at the facility.21 

(e) Whilst there are set mealtimes in the servery, the timing at which meals are put on 

the tables for residents is adjusted to the arrival of resident.22 For example, breakfast 

commenced between 8-8.45am. However, breakfast can be accommodated at 

10:30am if a resident did not want to get out of bed earlier.23 

(vi) Supervision 

2.8 Chef Manager. Ms Cappelluti’s supervisor is the Chef Manager. If the Chef Manager is not 

at the facility, one of the Chefs is the supervisor for that day.24 

 

(vii) The Level of Responsibility or Skill Involved in doing the Work 

2.9 Ms Cappelluti gave the following evidence as to her responsibilities:  

(a) Rosters. Rosters are set by the Regional Manager.  Ms Cappelluti’s duties depend 

on which area she is assigned to work in. Over the course of a fortnight, she 

generally works: 

(i) 2 days in the servery; and 

(ii) 8 days in the kitchen.25 

(b) Tasks. A summary of the tasks she may do during a shift include: 

(i) Stocking areas in the servery.26 Ms Cappelluti set out the steps taken at 

the commencement of a servery shift for breakfast:  

A Turn on the bain-maries (prior to collecting hot food prepared by 

chefs in kitchen). 

B Check the stock in the servery fridge (milk, juice, etc). Stock is 

replenished from the fridge in the main kitchen.  

20 Statement of Donna Cappelluti dated 21 April 2022 [44]. 
21 Statement of Donna Cappelluti dated 21 April 2022 [42]. 
22 Statement of Donna Cappelluti dated 21 April 2022 [25], [27]. 
23 Statement of Donna Cappelluti dated 21 April 2022 [27]. 
24 Statement of Donna Cappelluti dated 21 April 2022 [38]. 
25 Statement of Donna Cappelluti dated 21 April 2022 [24]. 
26 Statement of Donna Cappelluti dated 21 April 2022 [21]. 
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C Check the stock in the servery pantry (breakfast cereal and 

condiments).27 

D Go to the main kitchen and load a trolley with milk, juice and fruit to 

bring to servery. 28  

E Go to the main kitchen (“the production kitchen”29) and collect “hot 

foods” to place on bain-maries (for example, scrambled eggs, 

porridge, pureed eggs, etc30). This process is repeated a lunchtime. 

Ms Cappelluti said: “Anything that's hot or cooked is all coming out 

of the main production kitchen”.31 

F Check temperature of hot food when it is first put in the bain-marie 

and “also towards the end, just to make sure that it's still at that right 

temperature between the 50 and 60 degrees”.32 This is “to make sure 

that it's still at a proper temperature to serve”.33 

(ii) Preparing meals.34 Ms Cappelluti said one Food Services Assistant will 

assist in the main kitchen with “preparing meals”.35 This involves: 

A Chopping up food (for example, bacon or tomatoes).36 

B Heating up food on the stove top (for example, apple crumble).37 

C Pre-cut food before they go out to the servery (for example, a cake).38  

D Making fruit plates.39 

E “[M]aking sure that everything's set up on the trolleys that have to go 

to the right areas at lunchtime, and all the proper meals are there and 

allocated to the right people”. 40 

(iii) Serving meals.41 Ms Cappelluti set out the steps taken: 

27 Transcript, 11 May 2022, PN12149   
28 Statement of Donna Cappelluti dated 21 April 2022 [21]. 
29 Transcript, 11 May 2022, PN12141   
30 Transcript, 11 May 2022, PN12162   
31 Transcript, 11 May 2022, PN12165 
32 Transcript, 11 May 2022, PN12143 
33 Transcript, 11 May 2022, PN12141   
34 Statement of Donna Cappelluti dated 21 April 2022 [23] 
35 Transcript, 11 May 2022, PN12151-PN12158   
36 Transcript, 11 May 2022, PN12155   
37 Transcript, 11 May 2022, PN12157 
38 Transcript, 11 May 2022, PN12158   
39 Transcript, 11 May 2022, PN12155   
40 Transcript, 11 May 2022, PN12155   
41 Statement of Donna Cappelluti dated 21 April 2022 [21]. 
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A During a breakfast shift in the servery, once the servery is stocked, 

Ms Cappelluti will wait for the care worker to bring the resident to a 

table and then prepare a plate of food.  

B “Preparing a plate” or “making breakfast” involves making toast, 

putting scrambled eggs or porridge from a bain-marie on a plate or 

in a bowl, and/or giving them cereal or fruit. The carers will 

communicate what the resident would like.42   

C At mealtimes, it is the responsibility of the personal care worker to 

bring the resident to the table in the servery.43  

D Ms Cappelluti also gave evidence that a nurse and/or carer is meant 

to be present in each servery during “all dining times”. This is 

because if an issue arises, the Food Services Assistant will need to 

“call a nurse or carer”.44 That is the procedure.   

(iv) Setting tables and cleaning in servery. 45 

A “FSAs then have to clear plates, tables, clean.  If a table cloth was 

dirty over a breakfast service we have to put new fresh linen on”.46 

B This involves taking plates to the kitchen and wiping down tables 

and/or changing tablecloths. 47 

C This is repeated after breakfast, lunch and dinner.48 

D Ms Cappelluti does not collect plates from resident rooms, that is the 

responsibility of the carer.49 

(v) Serving morning and afternoon tea.50 

(vi) Dishwashing. Ms Cappelluti explained that dishes are loaded into a 

commercial dishwasher.51 The “FSA” working in the kitchen will do that.52 

42 Statement of Donna Cappelluti dated 21 April 2022 [32]; PN12161-PN12165   
43 Statement of Donna Cappelluti dated 21 April 2022 [25]-[26]. 
44 Statement of Donna Cappelluti dated 21 April 2022 [39]-[40]. 
45 Statement of Donna Cappelluti dated 21 April 2022 [21], [33]. 
46 Transcript, 11 May 2022, PN12167   
47 Statement of Donna Cappelluti dated 21 April 2022 [21], [33]. 
48 Transcript, 11 May 2022, PN12172 
49 Transcript, 11 May 2022, PN12168-PN12170   
50 Statement of Donna Cappelluti dated 21 April 2022 [21], [33]. 
51 Statement of Donna Cappelluti dated 21 April 2022 [21], [36]. 
52 Transcript, 11 May 2022, PN12174-PN12177   
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(vii) Cleaning of the kitchen. 53 

(viii) Temperature Records.54 She is required to record the temperature of hot 

food - making sure hot food is between “50 and 60 degrees”.55 Ms Cappelluti 

explained that once the record is made it goes to the Chef. She explained 

she gets a “monthly printout of what our temperatures are, and then that's 

get collected every month and you sign off on what you put down as your 

temperatures, so it gets taken to the records and kept in the kitchen with the 

folders.”56 That is the extent of her paperwork related to food temperatures.57 

2.10 During cross-examination, Ms Cappelluti gave the following additional evidence: 

(a) Set Menu. She confirmed that SCC have a “seasonal menu”. That is designed “in 

conjunction with a dietician, a nutritionist and, I think, the chefs sometimes as well, 

or the chef managers of Southern Cross”.58 

(b) Allergies. Resident allergies are noted on the care plan.59 The process by which 

Ms Cappelluti learns of allergies in the servery, is as follows: 

(i) an allergy is noted on the care plan (for example, gluten intolerance); 

(ii) the care plan is provided to the Chef in the kitchen; 

(iii) the Chef will ensure that “gluten-free” versions of the meals are prepared for 

that resident; 

(iv) the Chef will put a red or yellow sticker on that meal, indicating that it is 

gluten-free; 

(v) the meal will be sent to the servery; 

(vi) the people working in the servery are aware to look out for a gluten-free meal 

by reference to the “food and fluid preference folder”, which is checked every 

day; and 

(vii) the servery staff take the gluten-free meal to the carer (who are also aware 

the resident has an allergy - “so we know it's communicated between the two 

of us who's going to get that plate and make sure it goes to the right area”.60 

53 Statement of Donna Cappelluti dated 21 April 2022 [21]. 
54 Statement of Donna Cappelluti dated 21 April 2022 [21]. 
55 Transcript, 11 May 2022, PN12143-PN12144    
56 Transcript, 11 May 2022, PN12145   
57 Transcript, 11 May 2022, PN12147   
58 Transcript, 11 May 2022, PN12117-PN12118   
59 Transcript, 11 May 2022, PN12119 
60 Transcript, 11 May 2022, PN12122- PN12126   
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(c) Updates to Food Preferences. The food and fluid preference folder is updated 

“either daily or weekly if there's any changes in a person's dietary needs” by the 

nurse.61 By reference to insert an update that a resident needs food to be “minced 

and moist”, Ms Cappelluti explained the process: 

(i) First, the nurse would communicate the change to the Chef Manager. 

(ii) Second, the Chef Manager would communicate the change to the servery 

staff “that he has to have an extra minced moist meal provided and who it 

goes to.” 

(iii) Third, the nurse would update the folder.62  

 

(viii) Environment - Conditions under which Work is Done 

2.11 The following evidence is relevant to the condition under which work is done: 

(a) The Kitchen and Serveries. At the Buckland site, there are 6 serveries and 1 main 

kitchen. Three Food Services Assistants are assigned to look after the serveries, 

they look after 2 each. The remaining Food Services Assistants perform work in the 

kitchen (such as dishwashing).63   

(b) The Facility. Ms Cappelluti provides the following description of the Buckland site:  

(i) It is a 147 bed facility over two floors. Both floors are divided into three areas, 

respectively.64 

(ii) The “downstairs” areas are all “high need”, with one of the wings being “a 

lock up dementia ward” (i.e. a secure ward).65 

(iii) There is a cafeteria within the facility.66 This “café” is used by family, friends 

and residents.67 

(iv) There is a gym within the facility, located upstairs.68 The purpose is to 

encourage residents to be more active.69 

61 Transcript, 11 May 2022, PN12126 
62 Transcript, 11 May 2022, PN12128-PN12129 
63 Statement of Donna Cappelluti dated 21 April 2022 [23]. 
64 Statement of Donna Cappelluti dated 21 April 2022 [6]. 
65 Statement of Donna Cappelluti dated 21 April 2022 [7]. 
66 Statement of Donna Cappelluti dated 21 April 2022 [8]. 
67 Statement of Donna Cappelluti dated 21 April 2022 [9]. 
68 Statement of Donna Cappelluti dated 21 April 2022 [8]. 
69 Statement of Donna Cappelluti dated 21 April 2022 [10]. 
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(v) A renovated kitchen.70 This includes the floors (prior to the renovation in 

2015, Ms Cappelluti described the floor as “very slippery”), new ovens, 

mixers, fryers, dishwashers. The dishwasher was replaced with a large 

one.71 

(c) Risk Assessment. As the HSR for the facility, Ms Cappelluti can do risk 

assessments on the workplace and raise issues about hazards.72 

2.12 During cross-examination, Ms Cappelluti provided the following evidence: 

(a) As to the statement, “We have knives there that they can injure themselves with or 

attack us with” (at [18]), Ms Cappelluti gave the following evidence: 

(i) confirmed she had not had a knife drawn on her “but there has been a knife 

produced to one of my co-workers”.73 

(ii) She explained the layout of the servery that allowed for a resident to “walk 

around, they can actually come in through the back part of our servery and 

walk right up to us, and we wouldn't know they're in there straight away 

because we're serving to the front, and that's when that happens, maybe 

grab something off the sink, if we have a knife or something in there”.74  

(iii) She confirmed the hazard has been raised in her capacity as HSR to the 

Safety Committee.75 

  

70 Statement of Donna Cappelluti dated 21 April 2022 [11]. 
71 Statement of Donna Cappelluti dated 21 April 2022 [11], [14]. 
72 Transcript, 11 May 2022, PN12113   
73 Transcript, 11 May 2022, PN12134 
74 Transcript, 11 May 2022, PN12136 
75 Transcript, 11 May 2022, PN12138-PN12139 
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3. AGED CARE EMPLOYEES: KITCHENHAND/SERVERY 

3.1 The following witnesses gave evidence as to their services in the servery and/or as a kitchen 

hand within a residential aged care facility: 

(a) Tracey Roberts, Kitchenhand, Respect Group; and 

(b) Carol Austen, Servery Worker, Uniting. 

3.2 The evidence of each witness will be reviewed in turn. 
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(a) Tracey Roberts -- Kitchenhand -- Respect Group 

 

(i)  Period of Service in Role 

3.3 7 years. Ms Roberts is employed by Respect Group.76 Her employment is covered by an 

enterprise agreement. Under that agreement she is classified as a “Service Grade Level 2” 

Kitchenhand (she is also classified as a “Grade 3 Level 4” carer but this section will focus 

upon work as a kitchen hand).77 She works part time as a kitchen hand. She has worked at 

the same facility as a kitchen hand since 2013 (around 7 years).78 She has also worked as 

Chef for part of that time.79  

 

(ii)  Period of Service in Industry 

3.4 11 years. Ms Roberts commenced with Mt St Vincent (subsequently acquired by Respect 

Group) in 2011. She has around 11 years’ experience in aged care.80 Ms Roberts ceased 

working in aged care around August 2021.81 

 

(iii) Qualifications and Training 

3.5 Certificate III. Ms Roberts has the following qualifications: 

(a) Certificate III in Aged Care; and 

(b) Certificate III in Commercial Cookery.82 

3.6 The qualifications were paid for by Respect Group.83 

 

(iv) Submissions as to Weight 

3.7 The following aspects of Ms Roberts evidence should attach little (if any) weight: 

(a) COVID-19. To the extent her evidence addresses the impact of the pandemic,84 we 

rely upon the submissions set out at Section 5. 

76 Witness Statement of Tracy Roberts dated 23 March 2021 [2].  
77 Witness Statement of Tracy Roberts dated 23 March 2021 [28]-[29]. 
78 Witness Statement of Tracy Roberts dated 23 March 2021 [51]. 
79 Witness Statement of Tracy Roberts dated 23 March 2021 [61], [70]. 
80 Witness Statement of Tracy Roberts dated 23 March 2021 [25]-[26]. 
81 Reply Witness Statement of Tracy Roberts dated 31 March 2022 [4]. 
82 Witness Statement of Tracy Roberts dated 23 March 2021 [12].  
83 Witness Statement of Tracy Roberts dated 23 March 2021 [13].  
84 See Witness Statement of Tracy Roberts dated 23 March 2021 [150]-[157]. 
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(b) Opinion. Throughout Ms Roberts’ statement she gives evidence as to why she 

works in aged care85 and the financial impact of her role.86 Without being 

disrespectful to the opinion held by Ms Roberts, in that respect, is not relevant to 

evaluative task before the Commission. In any event, as a matter of form, that 

evidence should attach little weight.   

(c) Reply Statement. This second statement is heavily redacted and refers to Ms 

Roberts’ reasons for leaving the aged care industry. The statement is only relevant 

for the limited purpose of establishing that as at or around August 2021, Ms Roberts 

ceased to work in aged care.87 As to the balance of the statement, it is not relevant 

to the assessment before the Commission.  

 

(v) The Nature of the Work Performed 

3.8 Ms Roberts provided the following evidence as to changed practices she has observed at 

the facility:  

(a) The introduction of “food choice” to the menu by Respect Group. Such that residents 

could choose what they wanted to eat at mealtimes.88  

(b) There is an increasing emphasis on the inclusion and exercise of choice and 

independence.89 

(c) As a cook, there is an increased prevalence of the use of “modified textured foods” 

with residents with severe or chronic conditions. 90 This requirement to modify foods 

requires kitchen hands to spend time “dismantling, cleaning and sanitising” 

equipment used. 91 

(d) Respect Group encourages “all staff to regularly interact one-on-one with residents 

who are introverted or who don’t participate in group activities”.92 

(e) Technology changes have impacted the role of carer - with the introduction of 

“iCare”.93 Ms Roberts did not identify technology that has impacted her role as 

kitchen hand or chef. 

85 See Witness Statement of Tracy Roberts dated 23 March 2021 [158]-[161]. 
86 See Witness Statement of Tracy Roberts dated 23 March 2021 [162]-[166]. 
87 Reply Witness Statement of Tracy Roberts dated 31 March 2022 [4]. 
88 Witness Statement of Tracy Roberts dated 23 March 2021 [83]-[85]. 
89 Witness Statement of Tracy Roberts dated 23 March 2021 [147]. 
90 Witness Statement of Tracy Roberts dated 23 March 2021 [145(b)]. 
91 Witness Statement of Tracy Roberts dated 23 March 2021 [145(c)]. 
92 Witness Statement of Tracy Roberts dated 23 March 2021 [146]. 
93 Witness Statement of Tracy Roberts dated 23 March 2021 [148]-[149]. 

4900



 

(vi) Supervision 

3.9 As to supervision, Ms Roberts provided evidence as to her role as “kitchen hand” and “chef”: 

(a) Kitchen Hand. Ms Roberts described her performance as working “autonomously 

in an unstructured environment”. However she identified her supervisor as the 

“Kitchen Supervisor”.94 She also gave evidence that she performs tasks at the 

direction of the Chef on duty95 and works within a team of kitchen hands. 96 Ms 

Roberts use of “autonomously” appears to reflect a level of understanding and 

proficiency in her duties, but by her own evidence she does not work alone.    

(b) Chef. As a chef, Ms Roberts’ supervisor is the Facility Manager. 

 

 

 

(vii) The Level of Responsibility or Skill Involved in doing the Work 

3.10 Ms Roberts provides the following evidence as to her role as a Kitchen Hand: 

(a) Roster. Ms Roberts was generally rostered to work “shift 1” as a kitchen hand 

between 6:30am and 2:30pm.97  

(b) Tasks. She performs the following tasks: 

(i) Assembling and preparing ingredients for cooking.98 Upon arrival, Ms 

Roberts starts making porridge on the stovetop.99 Another kitchen hand will 

prepare toast, fruit and yoghurt.100 

(ii) Washing utensils and dishes used in the kitchen. 101 From around 8.30am, 

the cleaners will collect used tray and metal utensils for kitchen hands to 

clean. Those items will be cleaned, together with pots and pans in the 

dishwasher.102 This is Ms Robert responsibility for the balance of her shift.103 

94 Witness Statement of Tracy Roberts dated 23 March 2021 [141]. 
95 See Witness Statement of Tracy Roberts dated 23 March 2021 [60]. 
96 See Witness Statement of Tracy Roberts dated 23 March 2021 [55]-[56]. 
97 Witness Statement of Tracy Roberts dated 23 March 2021 [55]-[56]. 
98 Witness Statement of Tracy Roberts dated 23 March 2021 [54]. 
99 Witness Statement of Tracy Roberts dated 23 March 2021 [57]. 
100 Witness Statement of Tracy Roberts dated 23 March 2021 [57]. 
101 Witness Statement of Tracy Roberts dated 23 March 2021 [54]. 
102 Witness Statement of Tracy Roberts dated 23 March 2021 [59]. 
103 Witness Statement of Tracy Roberts dated 23 March 2021 [60]. 
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(iii) Cleaning and food preparation areas, equipment and other kitchen tools.104 

This includes wiping down benches and the toaster used at breakfast.105 This 

is Ms Robert responsibility for the balance of her shift.106 

(iv) Handling, sorting and storing food items.107 Ms Roberts will retrieve food 

items as requested by the Chef.108 

(v) Disposing of rubbish. 109 

3.11 Ms Roberts gave the following evidence as to her work as a Chef at the facility: 

(a) Dietary Requirements. She is responsible for catering for all special dietary 

requirements - for example, cooking food that is “pureed” or “minced and moist” for 

residents that did not have teeth or have difficulty swallowing;110 

(b) Follow Procedure set by Employer. She is to follow the rules imposed by Respect 

Group - for example, meals must have only “1 protein, 1 starch (which was always 

potato) and 3 vegetables” and 2 vegetables could not be the same colour; 111 

(c) Supplies. She is responsible for receiving and storing produce from suppliers - this 

includes checking quality of items. For example, if a Weet-bix box is dented, the 

contents will be inspected to see if crushed. If crushed, it will be returned to the 

supplier. 112 

 

(viii) Environment - Conditions under which Work is Done 

3.12 Ms Roberts provides the following overview of the aged care facility operated by Respect 

Group: 

(a) Facility. A 73-bed facility that provides both permanent and respite care, it is divided 

into two wings: 

(i) the Gardenview wing; and 

(ii) the Riverview wing.113 

104 Witness Statement of Tracy Roberts dated 23 March 2021 [54]. 
105 Witness Statement of Tracy Roberts dated 23 March 2021 [59]. 
106 Witness Statement of Tracy Roberts dated 23 March 2021 [60]. 
107 Witness Statement of Tracy Roberts dated 23 March 2021 [54]. 
108 Witness Statement of Tracy Roberts dated 23 March 2021 [60]. 
109 Witness Statement of Tracy Roberts dated 23 March 2021 [54]. 
110 Witness Statement of Tracy Roberts dated 23 March 2021 [74], [75]-[76]. 
111 Witness Statement of Tracy Roberts dated 23 March 2021 [77]. 
112 Witness Statement of Tracy Roberts dated 23 March 2021 [87]. 
113 Witness Statement of Tracy Roberts dated 23 March 2021 [19]-[20]. 
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(b) Dementia Unit. There is also a separate 12-bed dementia care unit for residents 

with behavioural and psychological symptoms of dementia. 114 

(c) There is a 24-hour RN coverage of the facility.115 

(d) Additional facilities include a garden and hydro pool “which are used to improve the 

fitness, mobility and the mental health of residents”.116  

(e) Staff. There are 120 care and services staff, consisting of personal care workers, 

RNs, ENs, cooks, kitchen hands, maintenance staff and office staff.117 

 

  

114 Witness Statement of Tracy Roberts dated 23 March 2021 [19]. 
115 Witness Statement of Tracy Roberts dated 23 March 2021 [22]. 
116 Witness Statement of Tracy Roberts dated 23 March 2021 [23]. 
117 Witness Statement of Tracy Roberts dated 23 March 2021 [24]. 
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(b) Carol Austen -- Servery Worker -- Uniting  

 

(i) Period of Service in Role 

3.13 16 years. Ms Austen is employed by Uniting in the Goonellabah residential aged care 

facility.118 She works in the Servery. Her classification is “kitchen-hand / cook”.119 Ms Austen 

has worked for Uniting for around 16 years. 120 (During cross-examination, Ms Austen noted 

that whilst her statement says she also does care work, she “only do[es] care work when 

they're short staffed”121. This care work is not a separate shift but rather, “if they're short 

they'll come and ask me to come and help for a short time any job that they need two people 

to do”122). 

 

(ii) Period of Service in Industry 

3.14 16 years. Ms Austen has worked in the aged care industry for around 16 years.123  

 

(iii) Qualifications and Training 

3.15 Certificate III. Ms Austen has a Certificate III in Aged Care and Certificate III in Hospitality. 

Although she works in the servery, Uniting required all of its employees to be trained to 

perform work as a personal care worker. From 2019, all employees were required to obtain 

a Certificate III qualification.124 

 

  

118 Witness Statement of Carol Austen dated 29 March 2021 [2]-[3].  
119 Witness Statement of Carol Austen dated 29 March 2021 [6].  
120 Witness Statement of Carol Austen dated 29 March 2021 [2].  
121 Transcript, 29 April 2022, PN2366     
122 Transcript, 29 April 2022, PN2367-PN2368     
123 Witness Statement of Carol Austen dated 29 March 2021 [2].  
124 Witness Statement of Carol Austen dated 29 March 2021 [8]; PN2401     
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(iv) Submissions as to Weight 

3.16 The following aspects of Ms Austen’s evidence should attach little (if any) weight: 

(a) Rostering Choices by the Employer. Ms Austen gave evidence critiquing her 

employer’s allocation of care workers to cover her servery shifts as she completed 

her Certificate III.125 That evidence should be given no weight because:  

(i) it is not relevant to the assessment of work value reasons; and  

(ii) the opinion expressed is advanced without foundation - noting she did not 

observe the workers in the performance of the role (as she was not present).  

(b) COVID-19. To the extent Ms Austen’s evidence addressed the impact of the 

pandemic upon her role,126 we rely upon the submissions at Section 5.  

(c) Opinion. Ms Austen provides the following evidence as to her pay rate: “extra 

money … would make life easier”.127 Whilst that evidence may be a statement of Ms 

Austen’s belief, it is an opinion advanced without reference to any other evidence. 

In that form, Ms Austen’s evidence, in that respect, does not assist the Commission 

to evaluate whether work value reasons justify an increase in minimum rates.  

 

(v) The Nature of the Work Performed 

3.17 Ms Austen gives the following evidence relevant to the nature of the work performed: 

(a) She identifies the work at Uniting as being client centred through examples, such 

as:  

(i) The provision of choice a lunch. Residents have a choice of two options for 

lunch, together with a dessert.128   

(ii) Accommodating personal requests. She gives the example of ordering 

“chicko rolls” for a resident who “loves them”, so they are available of an 

evening should that resident request it.129 

(b) Ms Austen gives evidence that “residents who come into Caroona Kalina have 

deteriorated and are higher needs than they used to be”.130 

 

125 Witness Statement of Carol Austen dated 29 March 2021 [10]-[13]. 
126 See Witness Statement of Carol Austen dated 29 March 2021 [37]-[38]; Reply Witness Statement of Carol Austen 

dated 20 April 2022 [4]-[17]. 
127 Witness Statement of Carol Austen dated 29 March 2021 [39]. 
128 Witness Statement of Carol Austen dated 29 March 2021 [17(v)]. 
129 Reply Witness Statement of Carol Austen dated 20 April 2022 [22]-[23]. 
130 Reply Witness Statement of Carol Austen dated 20 April 2022 [19]. 
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(vi) Supervision 

3.18 Kitchen Supervisor. In Ms Austen’s statement she said she reports to a Kitchen 

Supervisor.131  During cross-examination she identified her boss as the manager of 

Caroona Kalina, the facility where she works.132  

3.19 She noted that the most senior person in the central kitchen is the catering manager. The 

“boss” for the catering manager is the manager of “the whole facility” (noting there are three 

facilities in total, each with a manager, and Ms Austen works primarily at Caroona Kalina).133 

 

(vii) The Level of Responsibility or Skill Involved in doing the Work 

3.20 Ms Austen gives the following evidence about her responsibilities: 

(a) Roster. Ms Austen works in the servery between 6am and 2pm.134  

(b) Tasks. She provided the following evidence as to her daily duties: 

(i) Prepare Breakfast. From 6am, she attends to the following: 

A Making poached/scrambled eggs and toast in the kitchen in the 

servery. All breakfast is prepared in the servery (i.e. not in the central 

kitchen).135 She prepares breakfast for around 46 residents.136 

B Setting up the dining room.137 

C Setting up the beverage trolley.138 

D Setting up the kitchenette for the care staff.139 

(ii) Confirm Resident Choice. From around 6.50am, residents start to arrive 

and take their seats. During cross-examination, Ms Austen confirmed around 

22-23 residents attend for breakfast in the dining room (with the remining 20-

23 being bedridden, “so the care staff come and get the breakfast for 

them”.140 

131 See Witness Statement of Carol Austen dated 29 March 2021 [19]. 
132 Transcript, 29 April 2022, PN2416     
133 Transcript, 29 April 2022, PN2419- PN2420        
134 Witness Statement of Carol Austen dated 29 March 2021 [15]. 
135 Witness Statement of Carol Austen dated 29 March 2021 [17(a)]; Transcript, 29 April 2022, PN2378- PN2380        
136 Transcript, 29 April 2022, PN2381- PN2382     
137 Witness Statement of Carol Austen dated 29 March 2021 [17(a)]. 
138 Witness Statement of Carol Austen dated 29 March 2021 [17(a)]. 
139 Witness Statement of Carol Austen dated 29 March 2021 [17(a)]. 
140 Transcript, 29 April 2022, PN2381-PN2384     
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At this stage, Ms Austen goes around to each resident and asks them what 

they would like to eat for breakfast. 141 Breakfast options include: porridge, 

cereal, poached or scrambled eggs, toast, juice, and tea and coffee.142 She 

then plates up food for the resident. 143 

(iii) Clears and Cleans. After a resident finishes their breakfast, Ms Austen 

collects the plates back to clean in the main kitchen. Dishes are cleaned by 

rinsing them and putting them in the dishwasher.144 Ms Austen will also clean 

the equipment in the dishwasher (hot plates, pots and pans).145 

(iv) Prepare for Morning Tea. For morning tea, an “item of the day” will be sent 

up from the central kitchen to the servery. Prior to morning tea, Ms Austen 

makes an inquiry of the kitchen staff to ascertain the item (for example, 

scones) so she may prepare an appropriate number of plates and 

condiments accordingly (for example, jam and cream).146  

(v) Set up Dining Table. At around 9:40am, prior to lunch service, Ms Austen 

will set up the dining table with cutlery and drinks.147 Some food is prepared 

for cooking in the servery (for example, pickled pork in the slow cooker).148 

(vi) Prepare for Lunch. From around 11:30am, preparation for lunch service 

begins.149 During cross-examination, Ms Austen gave the example of 

cooking a pork roast in the oven in the servery, with frozen vegetables being 

cooked on the oven top.150 As with breakfast, Ms Austen asks residents for 

their choice of meal. Between 10am and 12pm, a carer will assist with 

dishing up lunches (but not assist with food preparation).151 

(vii) Cleaning. Between 1pm and2pm, Ms Austen attends to any cleaning 

needed and takes out any rubbish to the skip bin.152 

(viii) Administration. Throughout the day, Ms Austen completes paperwork as 

required. This includes:  

141 Witness Statement of Carol Austen dated 29 March 2021 [17(b)]. 
142 Witness Statement of Carol Austen dated 29 March 2021 [17(e)]. 
143 Witness Statement of Carol Austen dated 29 March 2021 [17(b)]. 
144 Witness Statement of Carol Austen dated 29 March 2021 [17(f)]. 
145 Witness Statement of Carol Austen dated 29 March 2021 [17(f)]. 
146 Witness Statement of Carol Austen dated 29 March 2021 [17(j)]. 
147 Witness Statement of Carol Austen dated 29 March 2021 [17(k)]. 
148 Witness Statement of Carol Austen dated 29 March 2021 [17(m)-(o)]. 
149 Witness Statement of Carol Austen dated 29 March 2021 [17(v)]. 
150 Transcript, 29 April 2022, PN2392-PN2394       
151 Transcript, 29 April 2022, PN2394- PN2395        
152 Witness Statement of Carol Austen dated 29 March 2021 [17(y)]. 
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A Recording temperature checks of food, which is a food safety 

requirement. The paperwork is monitored by Uniting’s Food Authority 

Accreditor and checked every 12 months.153 During that audit, Ms 

Austen may be required to answer questions.154 

B The Kitchen Supervisor also provides Ms Austen with a 

questionnaire to complete - this requires her to check all kitchen 

surfaces are clean, food is in date and stored at correct temperature, 

neatness check and temperature check of fridges and freezers per 

food safety requirements.155 

(c) Assistance from Carers. Ms Austen gives evidence that she works alone in the 

servery. However, during meal times she is assisted by a member of the care staff 

to “dish” out meals to be delivered by other care staff and with cleaning and washing 

up.156 By her second statement, she emphasises that she is not assisted when 

preparing for a meal service and/or cooking.157 

(d) Observation. During each meal service, if Ms Austen observes a difference in a 

resident’s eating habits she immediately notifies the RN. 158 

3.21 During cross-examination, Ms Austen provided evidence as to work performed in the central 

kitchen and by the catering manager (i.e. not by her): 

(a) “Prepping”. The central kitchen will attend to “prepping”. This includes putting food 

into containers “ready to go into the oven”, for example, potato and chicken kievs, 

which will be cooked in the servery in the coming days for lunch.159 

(b) Dinner. The central kitchen prepares meals for dinner (for example, spaghetti 

bolognese), which will then be put into containers for the care staff to put into the 

ovens to heat.160 

(c) Menu Planning. This is the responsibility of the catering manager. The catering 

manager is also responsible for ensuing enough food is provided for the number of 

residents.161 

153 Witness Statement of Carol Austen dated 29 March 2021 [17(z)]. 
154 Reply Witness Statement of Carol Austen dated 20 April 2022 [21(d)]. 
155 Reply Witness Statement of Carol Austen dated 20 April 2022 [21(c)]. 
156 Witness Statement of Carol Austen dated 29 March 2021 [17]. 
157 Reply Witness Statement of Carol Austen dated 20 April 2022 [20]. 
158 Witness Statement of Carol Austen dated 29 March 2021 [17(v)]. 
159 Transcript, 29 April 2022, PN2397-PN2399    
160 Transcript, 29 April 2022, PN2406- PN2411        
161 Transcript, 29 April 2022, PN2414     
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3.22 Additional duties Ms Austen attends to include: 

(a) Alternative Meals.  

(i) Ensuring that residents with allergens are provided with the alternative meal 

prepared by the Chef.  

(ii) Ms Austen is provided a sheet setting out any allergens. 

(iii)  Ms Austen provides that sheet to the Kitchen Supervisor, who is responsible 

for ensuring food is not contaminated by that allergen.162 

(b) BBQ. On Thursday, Ms Austen cooks steaks and sausages on a BBQ. She also 

makes a large salad (to feed 48 people) and butters around 36 rolls. An apple 

crumble will be prepared in the central kitchen, which Ms Austen will serve as a 

dessert. 163  

(c) Cooking in the servery (for example, “satay lamb” and “bread-and-butter 

puddings”)164 During cross-examination, she explained: 

(i) For “bread and butter puddings”, the bread arrives pre-made, but Ms Austen 

will make custard and combine it with bread to make the dessert. She does 

this without the assistance of the central kitchen.165 

(ii) For “satay lamb” that will have been prepped by central kitchen for cooking 

in the servery.166 

(d) Check Stock. Once a week there is a check of the stock inventory and prepare an 

order sheet for frozen food, dry goods and disposable items to be faxed to the 

distributor.167  

(i) Upon receipt of the menu, Ms Austen confirmed she may need to “order the 

stock to do the menu” (for example, bread, butter and milk to make bread 

and butter puddings).168 

(ii) If ordering something “special”, this needs approval from the Kitchen 

Supervisor.169  

162 Witness Statement of Carol Austen dated 29 March 2021 [19]. 
163 Witness Statement of Carol Austen dated 29 March 2021 [21]. 
164 Witness Statement of Carol Austen dated 29 March 2021 [24]-[26]. 
165 Transcript, 29 April 2022, PN2432- PN2434    
166 Transcript, 29 April 2022, PN2441     
167 Witness Statement of Carol Austen dated 29 March 2021 [17(p)]. 
168 Transcript, 29 April 2022, PN2435-PN2438       
169 Witness Statement of Carol Austen dated 29 March 2021 [17(q)]. 

4909



(iii) Ms Austen identifies this responsibility as a change to her role.170 

(e) Sign for Deliveries. Accepts deliveries for the Kitchen/Servery throughout the day 

(being stock that was ordered). Prior to accepting, the delivery is checked against 

the purchase order. The invoice is then provided to administration staff to manage 

payment. Ms Austen is not responsible for invoicing.171 Ms Austen will unpack the 

delivery. 172 

(f) Equipment Replacement. If equipment needs replacing and/or more is required, 

this requires the approval of the Facility Manager prior to placing an order. 173 

(g) Certificate III. Using skills learnt in the Certificate III to calm residents and de-

escalate situations when residents may be distressed.174 Ms Austen considers these 

skills have always been required as part of her job. 175 

(h) Thickening liquids for residents in accordance with IDDSI level. This is identified 

as a new duty.176 

 

(viii) Environment - Conditions under which Work is Done 

3.23 Ms Austen gave the following evidence about the conditions at the facility:  

(a) Facility. In Goonellabah, Uniting operates three facilities.177  Ms Austen has worked 

in two facilities: 

(i) the Caroona Jaman Facility (as a cleaner);178  and 

(ii) the Caroona Kalina Facility (in the servery).179  

(b) Kitchen. There is a central kitchen that sends food to each facility.180 

(c) Servery. The servery is located in the main dining room, it is located “upstairs” in 

the facility. There is a kitchen area in the servery, which includes three ovens. The 

servery operates from 6am to 6pm. It is separate to the central kitchen, which is 

170 Reply Witness Statement of Carol Austen dated 20 April 2022 [21(a)]. 
171 Witness Statement of Carol Austen dated 29 March 2021 [17(r)]. 
172 Witness Statement of Carol Austen dated 29 March 2021 [17(s)]. 
173 Witness Statement of Carol Austen dated 29 March 2021 [17(t)]. 
174 Witness Statement of Carol Austen dated 29 March 2021 [29]-[36]. 
175 Witness Statement of Carol Austen dated 29 March 2021 [36]. 
176 Reply Witness Statement of Carol Austen dated 20 April 2022 [21(b)]. 
177 Witness Statement of Carol Austen dated 29 March 2021 [4]. 
178 Witness Statement of Carol Austen dated 29 March 2021 [2]. 
179 Witness Statement of Carol Austen dated 29 March 2021 [7]. 
180 Witness Statement of Carol Austen dated 29 March 2021 [4]. 
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located “downstairs”. There is a lift between the kitchen and the servery for moving 

food.181  

3.24 Ms Austen also noted that paperwork is completed on physical paper still. There is a 

minimal need to use a computer, save for emailing a scanned order sheet to suppliers.182   

 

  

181 Witness Statement of Carol Austen dated 29 March 2021 [16]; Transcript, 29 April 2022, PN2370-PN2375, PN2391 
182 Reply Witness Statement of Carol Austen dated 20 April 2022 [25]. 
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4. AGED CARE EMPLOYEES: CHEF AND HEAD CHEF 

4.1 The following witnesses gave evidence as to their services as a Chef/Cook and/or Head 

Chef within a residential aged care facility: 

(a) Mark Castieau, Chef, St Vincent's Care; 

(b) Anita Field, Chef, Australian Unity; and 

(c) Darren Kent, Head Chef, Warrigal. 

4.2 The evidence of each witness will be reviewed in turn.  
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(a)  Mark Castieau -- Chef -- St Vincent's Care 

 

(i) Period of Service in Role 

4.3 18 years. Mr Castieau is employed by St Vincent’s Care Services (St Vincent’s).183 His 

employment is covered by an enterprise agreement.184 He is classified as a “Care Services 

Employee – Grade 4” under the agreement. He works as a Chef on a full-time basis.185 At 

the time of his first statement he worked in a facility at Edgecliff, but in or around August 

2021 he transferred to a facility at Bronte, still under the employment of St Vincent’s as a 

Chef.186 His evidence in the proceedings is based on his experience at Edgecliff.187  

 

(ii) Period of Service in Industry 

4.4 20 years. Mr Castieau commenced work in the industry in or around 2002.188  

 

(iii) Qualifications and Training 

4.5 Certificate III. Ms Castieau has the following qualifications: 

(a) Certificate III in Commercial Cookery; 

(b) Food Handling and Food Safety Certificate (renewed annually); 

(c) Food Safety Supervising Certificate (renewed every 5 years); and 

(d) Fire Safety Officer Certificate (refresher course every 3 years).189  

4.6 During cross-examination, Mr Kent was asked a series of question about his qualifications:  

(a) Certificate III. Mr Castieau confirmed that as part of his Certificate III qualification 

he undertook a full four-year apprenticeship which consisted of a practical element, 

together with attending college one day a week for 2.5 years.190 He attained his 

certification in 1996.  

(b) Commercial Cookery. Mr Castieau was then taken to a document: “SIT30816 

Certificate III in Commercial Cookery”.191 The document was identified as the current 

version of the qualification (i.e. not the 1996 version). Mr Kent was taken to the “core 

183 Witness Statement of Mark Castieau dated 29 March 2021 [3] 
184 Witness Statement of Mark Castieau dated 29 March 2021 [11] 
185 Witness Statement of Mark Castieau dated 29 March 2021 [8] 
186 Reply Witness Statement of Mark Castieau dated 20 April 2022 [4]-[5]. 
187 Reply Witness Statement of Mark Castieau dated 20 April 2022 [6] 
188 Witness Statement of Mark Castieau dated 29 March 2021 [6]. 
189 Witness Statement of Mark Castieau dated 29 March 2021 [5] 
190 Transcript, 29 April 2022, PN1013- PN1014 
191 Transcript, 29 April 2022, PN1010 
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units” of that course. He described the units at “very similar” to the unit he undertook 

during his own qualification course.192   

(c) Food Safety Supervisor Certificate. Mr Castieau stated the course was entirely 

online and about 6 hours in length.193 

(d) Food Handling and Food Safety Certificate. Mr Castieau stated that “someone 

would come to the facility and give a course and it would take a few hours and then 

you had a test on that.  They do that every year”.194 The test is multiple choice with 

some written answers.195 

4.7 Additional Training.  

(a) Mr Castieau volunteered to become a Fire Warden Officer, which requires him to 

complete training every 3 years (to maintain his Fire Safety Officer Certificate). This 

training is paid for by St Vincent’s.196 

(b) He was also provided training to use two forms of software: Autumn Care and 

Integra. Autumn Care has a database of all records for each resident. Integra is 

used to check stock levels and order directly from suppliers when required.197 

(c) St Vincent’s also provides specialised training on how to deal with residents with 

dementia. Mr Castieau described the training as providing him with “skills” to deflect 

(or de-escalate) issues such as a client’s agitation.198 

During cross-examination, he explained that training was “mostly online now”.199 He 

is required to complete that online training, together with other courses, after being 

prompted via Autumn Care. The course is about 30 minutes (60 minutes when the 

quiz time if factored in).200 

 

(iv) Submissions as to Weight 

4.8 The following aspects of Mr Castieau’s evidence should attach little (if any) weight: 

192 Transcript, 29 April 2022, PN1015- PN1018        
193 Transcript, 29 April 2022, PN1025     
194 Transcript, 29 April 2022, PN1026 
195 Transcript, 29 April 2022, PN1029 
196 Witness Statement of Mark Castieau dated 29 March 2021 [15]-[17] 
197 Witness Statement of Mark Castieau dated 29 March 2021 [82] 
198 Witness Statement of Mark Castieau dated 29 March 2021 [90], [92] 
199 Transcript, 29 April 2022, PN1115-PN1118   
200 Transcript, 29 April 2022, PN1118-PN1119    
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(a) COVID-19. To the extent his evidence addresses the impact of the pandemic,201 we 

rely upon our submissions at Section 5. 

(b) Financial Hardship. Mr Castieau gives the following evidence: 

(i) “I have found that the additional pay gets absorbed by my regular shopping”; 

and 

(ii) “I am usually spending everything that I earn and that did not happen 

before”.202 

Both statements are made without reference to any objective evidence. At its 

highest, that evidence can only be accepted as Mr Castieau’s belief. All that is 

established by that evidence is that Mr Castieau believes his pay is either low and/or 

should be increased. In that form, the Commission should place limited weight on 

the evidence.  

(c) Reasons for Working in Aged Care. At [104]-[07], Ms Castieau gives evidence as 

to “why” he works in the aged care sector.203 Each statement should have no weight 

because they are not relevant to the assessment before the Commission. Whether 

employment is based on altruistic or selfish motivations does is of no utility to the 

Commission.  

(d) Budgeting. Mr Castieau gives a series of estimates as to costings per resident for 

food, together with budget. This evidence is not supported with any indication as to 

the basis of those estimates or opinion. Further, its relevance to work value 

assessment is not apparent. It should be given little weight.  

(e) Hearsay. Mr Castieau says he has had “no experience with any dangerous 

encounters however I have heard of other staff being hit”.204 The reference to 

hearing of an encounter involving someone else should not have any weight, it is 

hearsay evidence which is void of context or particulars. The relevant evidence is 

that Mr Castieau in his role as Chef at St Vincent’s has had no “no experience with 

any dangerous encounters”.  

201 Witness Statement of Mark Castieau dated 29 March 2021 [99]-[103]; Reply Witness Statement of Mark Castieau 

dated 20 April 2022 [7]-[13]. 
202 Witness Statement of Mark Castieau dated 29 March 2021 [108] 
203 Witness Statement of Mark Castieau dated 29 March 2021 [104]-[107]. 
204 Witness Statement of Mark Castieau dated 29 March 2021 [91] 
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(f) Staffing. To the extent Mr Castieau’s evidence addresses staffing issues (for 

example turnover and/or retention) that evidence,205 we reply upon our submissions 

at Section 5.  

 

(v) The Nature of the Work Performed 

4.9 Mr Castieau gave the following evidence with respect to the nature of the work performed: 

(a) He observed a transition from paper to electronic processes with order supplies.206 

He has been required to learn “a lot of new computer skills” that he did not possess 

when he first commenced at St Vincent’s.207 

(b) He notes he is not permitted to design his own menu. The menu must be done in 

consultation with a dietician and speech pathologist.208   

(c) He notes that the choice of the resident is to be prioritised, such that he must be 

prepared to “come up with good food choice for the residents” and “try as hard as 

possible to meet the wants and needs of the residents”.209 He also gives his 

observations as to how “food” is connected to a positive experience for the resident, 

again, reflecting “patient centred care”.210  

(d) Mr Castieau observes that “approximately 50% of the residents require modification 

to their diet”. This is different to when he first started. Now he has to be prepared to 

make food for special diets (gluten free, fat free, salt free, dairy free) and texture 

modified foods (different thickness of liquids).211 

(e) As to the health of residents, they are more “frailer, older and needier when they 

come into our facility”. St Vincent’s has transitioned from “low care” to “high care” as 

a facility.212  

(f) He observes residents with dementia. St Vincent’s provides all staff with “specialised 

training on how to deal with dementia residents”.213  

(g) He has also observed a change in the “cultural needs” of residents over time. For 

example, there are now Jewish and Chinese residents. Mr Castieau says he tries to 

205 Reply Witness Statement of Mark Castieau dated 20 April 2022 [19]-[20]. 
206 Witness Statement of Mark Castieau dated 29 March 2021 [25]. 
207 Witness Statement of Mark Castieau dated 29 March 2021 [84] 
208 Witness Statement of Mark Castieau dated 29 March 2021 [30], [39] 
209 Witness Statement of Mark Castieau dated 29 March 2021 [40], [95] 
210 See Witness Statement of Mark Castieau dated 29 March 2021 [73]-[77], [95]. 
211 Witness Statement of Mark Castieau dated 29 March 2021 [50]. 
212 Witness Statement of Mark Castieau dated 29 March 2021 [88]-[91] 
213 Witness Statement of Mark Castieau dated 29 March 2021 [90]; see also Reply Witness Statement of Mark Castieau 

dated 21 April 2022 [16]. 
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“make different food from their culture and meet any cultural food requirements so 

that they feel more comfortable”.214 

(h) There are “newer and more food safety regulations” which means it is “much stricter 

and harder to comply with”.215 Despite this apparent difficulty, Mr Castieau gives 

evidence he is a “qualified food safety supervisor” and he reports being able to 

conduct quarterly internal safety audits. In addition to those audits are the annual 

audits conducted by the regulator. Further, as to the annual audit, he states “I have 

never received a negative audit during my time at St Vincent’s. I have always 

achieved an A rating audit”.216 

 

(vi) Supervision 

4.10 Facility Manager. Ms Castieau reports to and is supervised by a Facility Manager who is 

on-site. In his statement he notes there is also a second Facility Manager that acts as “the 

overall manager”.217  

4.11 Whilst Mr Castieau is responsible for supervising the kitchen staff, if a problem is persisting 

with a staff member, he will “usually speak to the Facility Manager to figure out how to 

performance manage the staff member”.218 

 

(vii) The Level of Responsibility or Skill Involved in doing the Work  

4.12 Mr Castieau gave the following evidence about his duties: 

(a) Roster. As a full time employee he is rostered to work 38 hours per week. He works 

Monday to Friday, 10am to 6pm.219 

(b) Kitchen Team. The Kitchen Team consists of the following each day: 

(i) Chef (Mr Castieau); and  

(ii) 1-2 kitchen staff (which may include agency staff). 

214 Witness Statement of Mark Castieau dated 29 March 2021 [93] 
215 Witness Statement of Mark Castieau dated 29 March 2021 [96] 
216 Witness Statement of Mark Castieau dated 29 March 2021 [67]-[72]. 
217 Witness Statement of Mark Castieau dated 29 March 2021 [13] 
218 Witness Statement of Mark Castieau dated 29 March 2021 [53]. 
219 Witness Statement of Mark Castieau dated 29 March 2021 [18]-[20] 
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Mr Castieau is responsible for supervising “their food preparation and kitchen 

work”;220 and “approving food before it leaves the kitchen and make sure it meets 

the standard in line with the Food Safety Program”.221  

(c) Tasks.222  As Chef, Mr Castieau is responsible for doing the following: 

(i) Preparing and cooking meals (predominantly lunch and dinner) for 39 

residents. The following meals are prepared: 

A Lunch - one main meal, with alternative options (sandwiches, soup 

and salad).223 

B Dessert - puddings, cakes or ice cream and fruit.224 

C Afternoon tea - may be a freshly made cake (by Mr Castieau or a 

supplier) or a frozen dessert (for example, Sara-lee cakes).225  

D Dinner - a hot meal made based upon resident choice, but also 

included a cold alternative “sandwiches and salads, and there's 

always soup every time”.226   

Once prepared the food is maintained in a servery on a bain-marie.227 

(ii) Organising meals for breakfast (not cooked). 

(iii) Preparing meals to meet special dietary requirements (see below).  

(iv) Serving food to residents in accordance with the Food Safety Program. 

This includes making a record of the temperature of food when cooked and 

throughout the food service every 15 minutes. Hot food must remain over 60 

degrees (75 degrees during cooking). Cold food below 5 degrees. He is also 

required to adhere to the dietary requirements sheet.228 

If residents are eating in their rooms, the nurses usually load up their meals 

on a trolley and take it to their rooms.229 

(v) Maintaining a clean kitchen and service area. Mr Castieau will delegate 

a staff member to clean surfaces and ensure all rubbish is thrown away (this 

220 Witness Statement of Mark Castieau dated 29 March 2021 [43]. 
221 Witness Statement of Mark Castieau dated 29 March 2021 [52] 
222 Witness Statement of Mark Castieau dated 29 March 2021 [14] 
223 Witness Statement of Mark Castieau dated 29 March 2021 [44]-[45] 
224 Witness Statement of Mark Castieau dated 29 March 2021 [46] 
225 Witness Statement of Mark Castieau dated 29 March 2021 [47] 
226 Witness Statement of Mark Castieau dated 29 March 2021 [48]; Transcript, 29 April 2022, PN1073     
227 Transcript, 29 April 2022, PN1108     
228 Witness Statement of Mark Castieau dated 29 March 2021 [55]-[57] 
229 Witness Statement of Mark Castieau dated 29 March 2021 [58] 
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forms part of a final safety check at end of day).230 At closure, he assists his 

team to clean the kitchen and will wash the pots and pans.231 

(vi) Managing kitchen staff. Mr Castieau noted his practice to conduct short 

staff meetings to discuss the menu for the day. Some days there may also 

be agency staff present.232 

(vii) Assessing and maintaining stock levels and completing ordering when 

required.  

A Mr Castieau assesses stock by regularly checking stock levels after 

using items. This is a regular task.233 

B Mr Castieau states the ordering process has transitioned to an online 

process using a program called “Integra”. The process of inventory 

and ordering now takes 30-60 minutes. Mr Castieau gives evidence 

that the offline system (checking menu and calling suppliers) was 

quicker for him, noting he is “not very fast with computers”.234 

C Mr Castieau is only permitted to order food from approved suppliers 

- that approval comes from the Facility Manager.235 During cross-

examination, he confirmed that negotiation with suppliers is 

conducted by head office.236 

(viii) Completing relevant documentation for the Food Safety Program. This 

documentation is completed with the assistance of kitchen staff, it is then 

stored in folders in the kitchen.  

(ix) Communications from Staff. There are three primary forms of 

communication: email, communication book and Autumn Care.237  

(x) Audits. This requires Mr Castieau to ensure that all safety documentation is 

in order, all surfaces clean, all equipment is working properly (fridge/oven), 

produce not expired and staff up to date with their food safety training.238 

230 Witness Statement of Mark Castieau dated 29 March 2021 [63]. 
231 Witness Statement of Mark Castieau dated 29 March 2021 [59]-[60]. 
232 Witness Statement of Mark Castieau dated 29 March 2021 [41]-[43] 
233 Transcript, 29 April 2022, PN1055-PN1056    
234 Witness Statement of Mark Castieau dated 29 March 2021 [25]. 
235 Witness Statement of Mark Castieau dated 29 March 2021 [62].  
236 Transcript, 29 April 2022, PN1045- PN1046        
237 Witness Statement of Mark Castieau dated 29 March 2021 [27]-[29] 
238 Witness Statement of Mark Castieau dated 29 March 2021 [68] 
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A Mr Castieau conducts an internal food safety audit quarterly.239 

B Mr Castieau prepares and participates in an annual external audit 

with a Food Safety Auditor for the Regulator. This is a formal process 

in which documentation is reviewed and they observe the kitchen 

staff perform a service.240 

(d) Menu Design. The set menu is created “in consultation with dieticians and speech 

pathologists”. Mr Castieau explains that they “provide those menus to me and I alter 

them depending on resident’s needs”. The current menu has been in circulation for 

around 2 years.241 During cross-examination, Mr Castieau noted that “if I amended 

our dietician will look at that and see if it's okay” (i.e. changes require dietician 

approval).242 

Mr Castieau noted that before 2016, he was able to make up “my own menus” - he 

is not allowed to do that anymore.243 

(e) Pantry List. This is provided to Mr Castieau, based off the menu design, and sets 

out an approved list of items he can purchase to prepare the items on the menu.244 

(f) Resident Preferences. To keep up-to-date about resident preferences - so he may 

know when to alter the set menu - Mr Castieau does the following: 

(i) Have regard to the “like and dislike chart” which is filled out by the resident 

on arrival to the facility.245 

(ii) Attend monthly resident meeting to talk about food preferences. Due to the 

smaller size of the facility, this can be conducted on a 1-on-1 basis with each 

resident.246 

(iii) Speak to the families of residents (who may make special requests).247 This 

may require a meeting to be conducted between the family, Care Manager, 

Dietician and Mr Castieau.248 

239 Witness Statement of Mark Castieau dated 29 March 2021 [68] 
240 Witness Statement of Mark Castieau dated 29 March 2021 [68]-[70] 
241 Witness Statement of Mark Castieau dated 29 March 2021 [30] 
242 Transcript, 29 April 2022, PN1040 
243 Witness Statement of Mark Castieau dated 29 March 2021 [39] 
244 Witness Statement of Mark Castieau dated 29 March 2021 [38]; Transcript, 29 April 2022, PN1044- PN1045     
245 Witness Statement of Mark Castieau dated 29 March 2021 [31(a)] 
246 Witness Statement of Mark Castieau dated 29 March 2021 [31(b)] 
247 Witness Statement of Mark Castieau dated 29 March 2021 [31(c)] 
248 Reply Witness Statement of Mark Castieau dated 21 April 2022 [17]. 
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(g) Dietary Requirements. Dietary requirements are noted in the resident’s care plan. 

Mr Castieau attends meetings with the RN, Facility Manager, dieticians and speech 

pathologists “to ensure I meet resident’s dietary requirements”.249 

(h) Modification to Dietary Requirements. Mr Castieau explained the process: 

(i) the RN will provide him with a “dietary chart” that details the modification;250  

(ii) the change will be recorded in the care plan (Mr Castieau is notified “straight 

away” about any changes to care plan251);252 

(iii) Mr Castieau will “adhere to the changes in line with the international standard 

called IDSSI” (for example, pureeing food).253  

During cross-examination, Mr Castieau gave the following explanation about the 

IDDSI scale/rating: 

A “Regular” -- means “[a]s for aged care, it's always a bit softer than 

normal”.254 

B “Easy to chew” -- means “a bit softer” than Regular.255 

C “Soft and bite‑sized” -- means “it's cut up to a bite size, like two 

centimetres square or three centimetres square”. That is done with a 

knife.256  

D “Minced and moist” -- to achieve this, “you could use a food 

processor, or you could actually with a sharp knife – the chef can 

mince with a knife, if it's only a small amount”.257 

E “Puree” -- to achieve this “[u]se a food processor”.258 

F “Liquidised” -- means “pureed with extra water, it'll have a lot of fluid 

in it”. For example, you could use “stock or milk, or something 

nutritious”.259 

249 Witness Statement of Mark Castieau dated 29 March 2021 [33]-[34] 
250 Witness Statement of Mark Castieau dated 29 March 2021 [34] 
251 Witness Statement of Mark Castieau dated 29 March 2021 [35] 
252 Witness Statement of Mark Castieau dated 29 March 2021 [34] 
253 Witness Statement of Mark Castieau dated 29 March 2021 [36] 
254 Transcript, 29 April 2022, PN1087    
255 Transcript, 29 April 2022, PN1089     
256 Transcript, 29 April 2022, PN1090- PN1091         
257 Transcript, 29 April 2022, PN1093 
258 Transcript, 29 April 2022, PN1094     
259 Transcript, 29 April 2022, PN1095-PN1096     
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(iv) Mr Castieau also confirmed that he has stickers to mark food with IDDSI 

 requirements. For example, “soft and bite-sized” or “minced and moist” (this 

 enables care staff not familiar with IDDSI rating to know the food is safe for 

 a resident). The stickers are colour coded.260 

(v) “I make sure I leave sandwiches and salads in the kitchen area in case 

 someone gets hungry in the middle of the night.  I clearly label these so that 

 the residents are not accidentally given something that would make them 

 sick”.261 During cross-examination, Ms Castieau confirmed he puts “special 

 stickers” referring to the IDDSI modification (i.e. he would write “minced and 

 moist” instead of the code, “because the overnight staff wouldn't understand 

 what the number meant”.262 

4.13 In his first written statement, Mr Castieau noted that RNs are required to monitor residents 

in palliative care at meal times because “they find it harder to swallow and can aspirate if 

they do not swallow properly”.263 The texture of the food is modified to assist with 

swallowing. However, decisions about preparation of food for residents in palliative care are 

made by the RN and speech pathologist. That responsibility is not left to Mr Castieau.264 

4.14 Kitchen hands. During cross-examination, Mr Castieau confirmed that kitchen hand 

ordinarily prepares breakfast. He does not.265 Mr Castieau trains them to be able to do the 

following: “they cook porridge, a hot meal; sausages, eggs, porridge, there's always 

porridge, pancakes they'll serve.  They'll also serve like a continental breakfast; cereals, 

toast, croissants, that sort of thing.”266 They do not bake bread or pastries.267 

4.15 In Mr Castieau’s reply statement, he also addressed the duties of kitchen hands (or catering 

assistants), which he considers has changed over time.268 Based upon his experience 

working alongside kitchen hands, he provided the following evidence of a kitchen hand’s 

role at the Edgecliff Facility: 

(a) cooking hot breakfast (eggs, bacon, sausages, etc) and preparing continental 

breakfast; 

(b) cutting up food for Mr Castieau to use; 

260 Witness Statement of Mark Castieau dated 29 March 2021 [61]; Transcript, 29 April 2022, PN1100- PN1105     
261 Witness Statement of Mark Castieau dated 29 March 2021 [63]. 
262 Transcript, 29 April 2022, PN1100-PN1105      
263 Witness Statement of Mark Castieau dated 29 March 2021  [85].  
264 Witness Statement of Mark Castieau dated 29 March 2021 [86]-[87]. 
265 Transcript, 29 April 2022, PN1138-PN1145     
266 Transcript, 29 April 2022, PN1141    
267 Transcript, 29 April 2022, PN1144- PN1145        
268 Reply Witness Statement of Mark Castieau dated 20 April 2022 [21]. 
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(c) serving food as required; 

(d) washing up; 

(e) basic cleaning of the kitchen and dining room.269 

4.16 Immediately prior to leaving Edgecliff, Mr Castieau observed kitchen hands performing the 

following additional roles: 

(a) make purees and milkshakes for residents; 

(b) modifying the texture of food and drinks (depending on IDDSI level); 

(c) interacting with an increasing number of residents with dementia; 

(d) when serving, checking each resident has the right meal (i.e. correct texture, 

allergies and dislikes); 

(e) supervising residents in the dining room and if something goes wrong press an 

alarm to get a carer;270 

(f) paying attention to residents who do not attend the dining room at their usual times 

and notify the RN; 

(g) monitoring residents eating and whether they are behaving differently, if the latter, 

notify the RN; 

(h) completing most of the same online modules as the care staff (for example, manual 

handling, dealing with dementia, etc).271  

4.17 During cross-examination, Mr Castieau said that a kitchen hand would not assist with 

feeding a resident unless they were trained to do so (for example, they were a personal 

care worker as well as a kitchen hand) - but this would be a rare scenario.272 

 

(viii) Environment - Conditions under which Work is Done 

4.18 Mr Castieau gave the following evidence about the condition under which work is done: 

(a) Facility. St Vincent’s “focuses on providing high level care for 39 residents”.273 

269 Reply Witness Statement of Mark Castieau dated 20 April 2022 [24]. 
270 Transcript, 29 April 2022, PN1162    
271 Reply Witness Statement of Mark Castieau dated 20 April 2022 [28]. 
272 Transcript, 29 April 2022, PN1151- PN1156 
273 Witness Statement of Mark Castieau dated 29 March 2021 [10] 
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(b) Small Team Environment. Mr Castieau describes his team as a “smaller team of 

2 to 3 people”. As such, when closing the kitchen at the end of the day, he will “wash 

the pots and pans”.274 

 

  

274 Witness Statement of Mark Castieau dated 29 March 2021 [60]. 
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(b) Anita Field -- Chef -- Australian Unity 

 

(i) Period of Service in Role 

4.19 6 years. Ms Field’s employer is Australian Unity. She works as a Chef/Cook at Constitution 

Hill Aged Care Home (Constitutional Hill).275 She commenced this role in around 2016 on 

a part time basis.  She works three days per week: Saturday, Sunday and Monday - 10am 

to 6pm.276 Her evidence appears to use the title “Chef” and “Cook” interchangeably.  

 

(ii) Period of Service in Industry 

4.20 16 years. Ms Field has worked in the aged care industry for around 16 years.  

 

(iii) Qualifications and Training 

4.21 Certificate III and IV. Ms Field has the following qualifications: 

(a) Catering Certificate, Responsible Service of Alcohol Certificate and Responsible 

Conduct of Gambling Certificate; 277  

(b) Certificate III in Catering;278 

(c) Certificate Ill in Health Services Assistant (Assistant-In-Nursing);279 

(d) Certificate IV in Health Services Assistant (Assistant-In-Nursing).280 

(e) “Food Safety Supervisor Certificate”;281 and  

(f) “Food Handling Certificate”.282 

4.22 Australian Unity did not require Ms Field to have a Certificate III in Catering. However, she 

noted she gets “extra pay because I have it”.283 Ms Field gave the following description 

about her catering qualification: 

“Certificate III actually in catering where you can – I could even have my own, like, restaurant 

and everything else as well.  So I can work as a chef, but mostly in (Indistinct) Village in 

Australian Unity we use – there's staff there that don't even require a certificate to work as a 

cook.  So you know, so you can still cook there, but you don't need a certificate, but I ended 

275 Witness Statement of Anita Field dated 30 March 2021 [2]. 
276 Witness Statement of Anita Field dated 30 March 2021 [17]-[19] 
277 Witness Statement of Anita Field dated 30 March 2021 [21].  
278 Transcript, 6 May 2022, PN7664     
279 Witness Statement of Anita Field dated 30 March 2021 [22].  
280 Witness Statement of Anita Field dated 30 March 2021 [24].  
281 Transcript, 6 May 2022, PN7788     
282 Transcript, 6 May 2022, PN7793 
283 Witness Statement of Anita Field dated 30 March 2021 [26] 
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up getting that extra so that I can get employed in case they need extra, you know, sort of, 

like, certificate, like, say, RCT and RCA, so that's the certificate I ended up getting.”284 

 

4.23 Ms Field gave evidence that the Certificate IV “included training around dementia and 

palliative care”. 285 

 

(iv) Submissions as to Weight 

4.24 The following aspects of Ms Field’s evidence should attach little (if any) weight: 

(a) Opinion. Ms Field gives the following evidence: 

“42. Sometimes I'm so busy that I can't talk to the residents and it's hard. I used to 

go and talk to them, but now I don't have time and when I do it, my managers don't 

like it because they say I shouldn't be in their room”286 

 

That evidence is advanced without context. It is unclear which role or facility Ms 

Field is referring to - noting she works as an AIN, Laundry Hand and Cook. Absent 

that clarity, at that high level of generality the evidence should attach little weight.  

(b) “Pushed out”. At [20], Ms Field refers to being “pushed out” of Leigh Place and 

states “the union got my job back”.287 That evidence has no relevance to work value 

and should have no weight.  

(c) Reduction in Hours at Leigh Place. Throughout Ms Field’s statement she gives 

evidence that a reduction in hours at Leigh Place had the effect of reducing her pay, 

which required her to seek work elsewhere (namely, Australian Unity).288 That 

evidence does not assist the Commission with its assessment of work value 

reasons. It is a separate factor which is only supported by the evidence of Ms Field’s 

statement. It should not be given any weight.  

 

(v) The Nature of the Work Performed 

4.25 Ms Field makes the following observations based upon her experience in aged care (i.e. 

not exclusive to Constitution Hill): 

284 Transcript, 6 May 2022, PN7664     
285 Witness Statement of Anita Field dated 30 March 2021 [25].  
286 Witness Statement of Anita Field dated 30 March 2021 [42] 
287 Witness Statement of Anita Field dated 30 March 2021 [20] 
288 Witness Statement of Anita Field dated 30 March 2021 [15]-[17], [43] 
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(a) “declining health” of the residents;289 

(b) less energetic residents;290 

(c) residents “need more assistance with everything” (for example, toileting, getting out 

of bed, eating);291 and 

(d) more residents have issues with incontinence (referring to her observation as a 

Laundry Hand dealing with soiled linen and/or clothes).292 

4.26 It should be noted that the majority of those statements do not appear to apply to 

Constitution Hill, which she describes as a “low care” facility with residents that have more 

independence.  

 

(vi) Supervision 

4.27 Manager. Ms Fields’ manager is the Food Safety Officer.293 The Manager is also 

responsible for ordering stock for the kitchen. The kitchen staff prepare a list, Ms Field 

checks if stock is low and that is written in an ordering book which is then provided to the 

Manager.294  

 

(vii) The Level of Responsibility or Skill Involved in doing the Work 

4.28 Ms Field gave the following evidence about her daily responsibilities as a Chef: 

(a) No Kitchen Team. Ms Field works predominantly alone in the kitchen to prepare, 

cook, dish and clean. She notes she is sometimes assisted by her manager (if she 

is struggling on a particular day) and that carers assist with service at meal times.295  

(b) Breakfast. On weekend shifts, upon arrival she prepares a continental breakfast for 

5 people.296  

(c) Medication. Following breakfast, Ms Field starts a “medication round”.297  

(i) During cross-examination, Ms Field gave the following evidence about 

“medications” at Australian Unity: 

289 Witness Statement of Anita Field dated 30 March 2021 [39] 
290 Witness Statement of Anita Field dated 30 March 2021 [40] 
291 Witness Statement of Anita Field dated 30 March 2021 [41] 
292 Witness Statement of Anita Field dated 30 March 2021 [41] 
293 Transcript, 6 May 2022, PN7786     
294 Transcript, 6 May 2022, PN7809-PN7810 
295 Witness Statement of Anita Field dated 30 March 2021 [36]-[38] 
296 Witness Statement of Anita Field dated 30 March 2021 [29(a)]; Transcript, 6 May 2022, PN7777-PN7778       
297 Witness Statement of Anita Field dated 30 March 2021 [29(b)] 
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“… in retirement village in Australian Unity we have very limited, because 

you don't really need a certificate to work in retirement village, because it's 

a low care facility, and so when we give the medications we only give sort 

of, like, vitamins and Paracetamol, that's all; very low – so we don't use too 

much medications in Australian Unity.”298 

 

(ii) Ms Field provided further evidence about medications in a facility with “low 

needs residents”: 

“MR WARD: And let me explain to you how I understand it might work and 

you can tell me if I'm wrong.  The Schedule 4 medications will be in a locked 

medicine trolley or possibly a locked cabinet.  Is that what happens in your 

facility? 

MS FIELD: Not really in this - in this condition, because some of the 

residents they've got medication in their room which sometimes I have to go 

in there and just to supervise them taking it.  And there is other ones that 

we've got in the kitchen area that is always in like a pantry, so it's locked - 

it's not locked but it's a container that we store the medications in that 

container and it stays away from the residents.  

MR WARD: So, can you just help me out.  When a resident might have their 

own medications, what might those medications be?  

MS FIELD: They might be the ones they're usually taking like their blood 

pressure tablets or their sugar tablets or there's some other complex - you 

know, just to - because we are a low facility and they are independent and 

they're taking it, we just have to ensure that they are taking it on time, 

because they forget sometimes, or sometimes they don't want to take it.  

Like, today I miss or tomorrow I'll take it.”299 

 

(iii) Ms Field also confirmed there are two residents within the facility in which 

she is required to verify the medication. She explained she uses “the six 

method, how to administer the medications, like identify the residents, check 

the medication, count the medication and if the medication's missing so we 

hold it, ring the chemist, find out if they - we can continue to give that 

medication or they want to give us another lot or something like that.  So, we 

298 Transcript, 6 May 2022, PN7658 
299 Transcript, 6 May 2022, PN7756-PN7758    

4928



still do all that, yes”.300 Following which, she observes them and charts that 

they have had their medication.301 

(iv) In her statement, Ms Field states the medication in Webster paks is generally 

“paracetamol and/or vitamins”.302 

(d) “In charge”. Ms Field also explained that as Cook, she is the person in charge on 

weekends. She described the role of Cook as “more qualified than the other carers”. 

Therefore, if an issue arises with respect to medication: “I ring around to the chemist 

or the doctor's”. She also noted “If it is beyond my hand, then I contact the 

manager.”303 Further, if something goes “really wrong” she would call triple-0 and 

get an ambulance.304  

(e) Lunch. Ms Field will cook one option for lunch.305 Once cooked, Ms Field will “dish 

it out and the care staff serve it”.306 

(f) Afternoon Tea. Ms Field describes this as including “getting biscuits, making 

scones or cakes and preparing tea and coffee” for around 10-15 residents.307 The 

food and drink is put on a trolley and Ms Field wheels it to the “committee room 

when [the residents] help themselves”.308 

(g) Dinner. Four options at dinner (including side dishes and dessert), the main remains 

the same, but gives resident a choice.309 She prepares meals for around 15 people, 

which is then served in the dining room by the care staff.310 

(h) Clean Kitchen. After the dinner service, Ms Field cleans the kitchen and then 

leaves.311 

(i) Food Service. Ms Field says she assists with food service around 3-4 times per 

week. During that time, she will engage in conversation with the residents.312 

(j) Food Safety Paperwork. Ms Field gave evidence that all safety information about 

temperature and handling/serving is displayed in the pantry. She is also required to 

300 Transcript, 6 May 2022, PN7764    
301 Transcript, 6 May 2022, PN7767     
302 Witness Statement of Anita Field dated 30 March 2021 [29(b)] 
303 Transcript, 6 May 2022, PN7769     
304 Transcript, 6 May 2022, PN7770 
305 Transcript, 6 May 2022, PN7779     
306 Witness Statement of Anita Field dated 30 March 2021 [29(k)] 
307 Witness Statement of Anita Field dated 30 March 2021 [29(r)] 
308 Witness Statement of Anita Field dated 30 March 2021 [29(s)] 
309 Transcript, 6 May 2022, PN7780-PN7781  
310 Witness Statement of Anita Field dated 30 March 2021 [29(u)] 
311 Witness Statement of Anita Field dated 30 March 2021 [29(v)] 
312 Witness Statement of Anita Field dated 30 March 2021 [29(l)]-[29(m)]. 
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complete paperwork before and after serving food about the temperature (i.e. 

temperature it was cooked at and stored at).313 

4.29 During cross-examination, Ms Field gave the following additional evidence: 

(a) Menu Design. The menu is designed by the Manager (i.e. not the Cook). That 

design may be informed by resident preferences but it is ultimately a decision for 

the Manager.314 

(b) Resident Preferences.  

(i) Resident preferences are included on their care plans, which Ms Field has 

access to.315 A care plan notes any allergies. Currently she only serves two 

residents with allergies.316  

(ii) No residents that require modifications based on needs (for example, pureed 

or chopped up). There may be “fussy eaters or they got likes and dislikes” 

(for example, a resident may not like grilled fish - so Ms Field prepares that 

resident a different meal).317  

 

(viii) Environment - Conditions under which Work is Done 

4.30 Constitution Hill is a low care facility with 40 residents. She works in the kitchen, 

predominantly by herself, with carers assisting with the serving of meals.  

4.31 Whilst Ms Field is responsible for cooking meals for those residents, she is not required to 

cook 40 meals at each meal service.318 As noted above, she prepares the following: 

(a) a continental breakfast (not cooked) for 5 residents; 

(b) a set menu (cooked) for all 40 residents at lunch, with 5 being modified; 

(c) four options are available at dinner, which is made for around 15 residents. 

  

313 Transcript, 6 May 2022, PN7794-PN7798    
314 Transcript, 6 May 2022, PN7772-PN7775; Witness Statement of Anita Field dated 30 March 2021 [29(j)]        
315 Transcript, 6 May 2022, PN7783-PN7784   
316 Transcript, 6 May 2022, PN7785   
317 Transcript, 6 May 2022, PN7782 
318 Transcript, 6 May 2022, PN7771     

4930



(c) Darren Kent -- Chef -- Warrigal  

 

(i) Period of Service in Role 

4.32 7 years. Mr Kent is employed by Warrigal. He works as the “Head Chef” at the Warrigal 

Calwell Facility in the ACT (Calwell).319 During cross-examination, he confirmed his official 

title is “Chef”.320 His employment is covered by an enterprise agreement. Under that 

agreement his classification is “Aged Care Employee - Level 7”.321 Mr Kent has worked at 

Calwell since 2015 (at which time the facility was owned by BUPA). Warrigal took over 

operations in or around 2020.322 He works on a full time basis.323  

 

(ii) Period of Service in Industry 

4.33 10 years. Mr Kent has over 25 years’ experience working as a Chef and/or in catering. His 

experience in the aged care sector is broken between two periods: 2004-2007 and then 

ongoing from 2015. He has around 10 years’ experience as a Chef in aged care.324   

 

(iii) Qualifications and Training 

4.34 Trade Certificate. Mr Kent has the following qualifications: 

(a) Trade Certificate in Commercial Cookery; 

(b) Food Handling Certificate (Level 1); and  

(c) Food Safety Supervisor Certificate (Level 1 & 2).325 

 

4.35 During cross-examination, Mr Kent provided further details about his qualifications: 

(a) Commercial Cookery. During cross-examination, Mr Kent explained that IDDSI is 

not included in the certificate: “you don't learn about cooking for aged care 

residents”. Whilst you learn how to “puree” in the course, he said “you would still 

need to do some training to be able to understand the differences between each 

level in the IDDSI”.326  

319 Witness Statement of Darren Kent dated 31 March 2021 [3] 
320 Transcript, 6 May 2022, PN7321-PN7322      
321 Witness Statement of Darren Kent dated 31 March 2021 [18] 
322 Witness Statement of Darren Kent dated 31 March 2021 [13]-[14]. 
323 Witness Statement of Darren Kent dated 31 March 2021 [26] 
324 Witness Statement of Darren Kent dated 31 March 2021 [5]-[20] 
325 Witness Statement of Darren Kent dated 31 March 2021 [4] 
326 Transcript, 6 May 2022, PN7478-PN7482 
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(b) IDDSI.327 Mr Kent said was “self-taught”. He did “on the job training” and noted “it 

took some time to fully understand”.328 

(c) Food Safety Supervisor Certificate. This qualification involves a “mixture” of 

online leaning and practical (around 12 hours). Mr Kent noted he was required to do 

“some practical experience in another kitchen that is - gets signed off by another 

chef or by another supervisor”.329 

(d) Food Handling Certificate. Mr Kent described it as a two-hour online course. 

However, he noted there are face-to-face and practical based options as well.330 A 

refresher course is completed annually. Every staff member in the kitchen is 

required to have this qualification (that is a legal requirement).331 

Mr Kent noted a similar food handling certificate is required in the restaurant 

industry. However, it would be a different course (but with “slightly different” 

content).332 

4.36 As to length of time and experience to be competent in the role of Chef, Mr Kent gave the 

following evidence: 

“41. It would not be possible to competently do my job straight out of training. After four years 

of training, you really need to have four to five years of post-training experience working in 

a kitchen to be able to manage all the different aspects of the job safety and competently.”333  

 

4.37 Training. In his first statement, Mr Kent referred to “on the job training” provided to staff.334 

He provided further detail during cross-examination:  

(a) “Training on Standards”. The training is provided by an external trainer “and we have 

modules and books to research it”. The training is annual and the duration of those 

courses is around 2-3 hours.335 

(b) “Hygiene and infection control”. The is delivered via “an online module that's given 

to us by our employer”. It is annual and takes around 30 minutes to complete.336 

327 See Witness Statement of Darren Kent dated 31 March 2021 [37] 
328 Transcript, 6 May 2022, PN7483-PN7486      
329 Transcript, 6 May 2022, PN7341- PN7342     
330 Transcript, 6 May 2022, PN7343-PN7345   
331 Transcript, 6 May 2022, PN7345-PN7347  
332 Transcript, 6 May 2022, PN7348- PN7349   
333 Witness Statement of Darren Kent dated 31 March 2021 [41] 
334 Witness Statement of Darren Kent dated 31 March 2021 [29] 
335 Transcript, 6 May 2022, PN7383-PN7386    
336 Transcript, 6 May 2022, PN7387- PN7389  

4932



(c) “Dealing with residents including aggressive resident behaviour and residents with 

dementia”. It is undertaken on an annual basis and is delivered as an online module 

and takes around 30 minutes to complete.337 

4.38 Mr Kent confirmed that all training modules require completion of a test.338 

4.39 Qualifications of Team. During cross-examination, Mr Kent expanded upon his opinion 

about the benefits of qualifications and experience: 

“MR WARD: … what qualifications do you want your workers to hold they don't have?  

MR KENT: Experience. 

MR WARD: So it's not necessarily Certificate IIIs or something like that, you would just be 

more keen about more experienced people?  

MR KENT: More experienced people, and most definitely if there were more staff that held 

a Certificate III that would be very helpful, absolutely. 

MR WARD: And just for my benefit, Mr Kent, what is it that you believe the Certificate III 

gives you? 

MR KENT: Commercial cookery experience.  It also gives you hospitality experience, which 

is what we do inside the aged care as well. 

MR WARD: So those experiences from the commercial sector are very transferable into 

aged care?  

MR KENT: They're very beneficial. 

MR WARD: In terms of experience, I think you say later on in your statement that you think 

for a cook to be up and running and really going you need four to five years experience.  

What sort of experience do you really need as a kitchen hand, a support person, to really be 

able to do the job?  

MR KENT: It can take quite some time to train a staff member up if they haven't worked in 

aged care, in the aged care industry before in one of our kitchens.  It can - it can take a 

number of months to get them up to speed and to learn all the aspects of dealing with the 

elderly with special diets, reading up all - understanding all of our forms, and knowing our 

residents. 

MR WARD: So in the case of the kitchen hand you're talking months, but in the case of the 

cook you're talking years? 

MR KENT: Yes.”339 

 

(iv) Submissions as to Weight 

4.40 The following aspects of Mr Kent’s evidence should attach little (if any) weight: 

337 Transcript, 6 May 2022, PN7390-PN7390 
338 Transcript, 6 May 2022, PN7392     
339 Transcript, 6 May 2022, PN7397- PN7402    
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(a) COVID-19. To the extent Mr Kent’s evidence addresses the impact of the 

pandemic,340 we rely upon our submissions at Section 5. 

(b) Opinion. Throughout his evidence, Mr Kent advances a series of opinions: 

(i) Hearsay. Mr Kent gives evidence about an employee that entered the aged 

care sector with no prior experience, gained some experience and 

subsequently acquired a higher paying job. That evidence is hearsay and 

presented absent of context or particulars. As such, in that form, it is of 

minimal utility and the Commission should attach no weight to this 

evidence.341  

(ii) Rates. During cross-examination, Mr Kent addresses his opinion that 

“[g]enerally the hourly rate for an aged care worker is less than someone 

can get working at a hotel or restaurant”.342 He states that opinion is based 

on the following: 

A “personal observation” and “others”; and 

B “market rate” (which he considers to be higher than enterprise 

agreement rates.343 

As a combination of opinion and hearsay evidence, that evidence should 

have little weight attached to it. It is of limited utility to the Commission, save 

for suggesting comparison with rates in industries with “comparable work” 

may be of utility. We address that point in our submissions at Section 5.  

(iii) Relevance. Mr Kent provides evidence as to his reasons for enjoying work 

in the aged care sector.344 This evidence is opinion based and, more 

importantly, not relevant to the assessment of work value. As such, it should 

not factor into the Commission’s assessment of work value reasons. 

(c) Staffing. Upon the same basis as the preceding opinions, the Commission should 

not place weight upon Mr Kent’s evidence about “high turnover”345 or the impact of 

“short-staffing”.346 At [33], Mr Kent present a conclusion based on his belief and/or 

opinion. It is a conclusion presented without any foundation or reference to objective 

340 Reply Witness Statement of Darren Kent dated 21 April 2022 [4]-[25]. 
341 Witness Statement of Darren Kent dated 31 March 2021 [32] 
342 Witness Statement of Darren Kent dated 31 March 2021 [31] 
343 Transcript, 6 May 2022, PN7404- PN7409   
344 Witness Statement of Darren Kent dated 31 March 2021 [108]-[110] 
345 Witness Statement of Darren Kent dated 31 March 2021 [33] 
346 Reply Witness Statement of Darren Kent dated 21 April 2022 [26]-[30]. 
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evidence. It should not attach any weight. As to the issue of staffing, we rely upon 

our submissions at Section 5. 

(d) Retention. Mr Kent gives evidence about a Chef that resigned and paraphrases 

what was said was the reason given by the Chef.347 That hearsay evidence should 

not have any weight attached to it. Additionally, Mr Kent’s “concern” about finding a 

replacement is also not relevant to work value assessment.   

 

(v) The Nature of the Work Performed 

4.41 Mr Kent gives the following evidence relevant to the nature of the work performed: 

(a) He gives evidence as to the focus upon meeting the Aged Care Quality Standards. 

In particular, he refers to the incorporation of emphasis upon:  

(i) “consumer dignity and choice” - the effect of this, in Mr Kent’s view, for 

example, is that residents are entitled to expect more choice on the menu;348  

(ii) “ongoing assessment and planning with consumer” - Mr Kent refers to 

residents, once again, having more say in the menus offered to them. He 

notes at Calwell, menus must be approved by residents; 349 and 

(iii) “feedback and complaints” - feedback by residents about the menu is sought 

and taken seriously and dealt with, such that it may result in a change to the 

menu or providing a new or additional meal option for the resident.350 

(b) Mr Kent refers to increased “management duties”. He notes he is required to 

manage, train and appraise staff, which used to be the domain of the Facility 

Manager.351  

(c) As Chef, Mr Kent is not only accountable for safety and quality but also factors such 

as presentation of food, service by staff and cleanliness of the kitchen and dining 

rooms.352 

347 Reply Witness Statement of Darren Kent dated 21 April 2022 [52]. 
348 Witness Statement of Darren Kent dated 31 March 2021 [107] 
349 Witness Statement of Darren Kent dated 31 March 2021 [107] 
350 Witness Statement of Darren Kent dated 31 March 2021 [107] 
351 Witness Statement of Darren Kent dated 31 March 2021 [92(a)] 
352 Witness Statement of Darren Kent dated 31 March 2021 [92(b)] 
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(d) Expectations from residents for “restaurant quality food”.353 Further, “[a] meal that 

was considered acceptable to serve to a resident 15 years ago is no longer 

acceptable today".354  

(e) There is a “larger variety on the menu, more special meals and more different 

cultural choices for residents”.355 

(f) More residents with individual dietary needs that need to be catered for - such as 

“pureed meal, ‘mince and moist’ meals, diabetic meals”.356 Further, the percentage 

of special meals and diets that need to be catered for has increased “greatly” in the 

past 15 years.357 

(g) Catering staff have greater interaction with residents, they are “not just locked away 

in a kitchen with the shutters pulled down”.358 Mr Kent considers this increased 

contact requires catering staff to “show maturity, patience and care”.359 

(h) Mr Kent also gives evidence of having increased engagement with the residents’ 

families since he started working in aged care. This might include:  

(i) incidental engagement (for example, a family enters the facility and asks for 

assistance from “whoever they see first”);360 

(ii) responding to complaints made, which involves discussions with the family 

member and Mr Kent’s manager;361  

(iii) responding to feedback and questions from a family.362  

4.42 Mr Kent also compared the qualifications and experience of catering staff in aged care 

against commercial kitchen. He observes that staff are less likely to have commercial 

cooking qualifications in the aged care sector. He observes this “puts pressure on qualified 

workers such as Chef”.363 This is not couched as a change, but a comparative observation. 

 

(vi) Supervision 

353 Witness Statement of Darren Kent dated 31 March 2021 [94] 
354 Witness Statement of Darren Kent dated 31 March 2021 [95] 
355 Witness Statement of Darren Kent dated 31 March 2021 [96] 
356 Witness Statement of Darren Kent dated 31 March 2021 [97] 
357 Witness Statement of Darren Kent dated 31 March 2021 [98] 
358 Witness Statement of Darren Kent dated 31 March 2021 [99] 
359 Witness Statement of Darren Kent dated 31 March 2021 [100]-[104] 
360 Reply Witness Statement of Darren Kent dated 21 April 2022 [37] 
361 Reply Witness Statement of Darren Kent dated 21 April 2022 [38] 
362 Reply Witness Statement of Darren Kent dated 21 April 2022 [39] 
363 Witness Statement of Darren Kent dated 31 March 2021 [30] 
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4.43 General Manager. Mr Kent reports to the “general manager at the facility”. The General 

Manager is responsible for running the entire facility.364 

4.44 As Head Chef, Mr Kent supervises 23 employees within the catering services 

department.365  

4.45 The catering services department consists of the following team members: 

(a) “Head Chef” - responsible for most of the meals (see responsibilities below). 

(b) Cook - makes sandwiches and salads.366  

(c) 22 kitchen assistants (known as “General Services Officers”)367 - assist with 

cleaning, plating food, serving residents, setting tables, pushing meal trolleys, 

conducting room service and doing tea and coffee rounds. They do not do 

cooking.368 

4.46 The catering services department operates between 6.30am and 8pm.369  

4.47 During cross-examination, Mr Kent noted the Cook is “trade qualified”, the kitchen 

assistants only hold a Food Safety Certificate.370 

 

(vii) The Level of Responsibility or Skill Involved in doing the Work 

4.48 Mr Kent gives the following evidence about his responsibilities: 

(a) Cooking hot meals. Hot meals are served at breakfast (2 days per week) and 

lunch. These are cooked by Mr Kent. Hot meals are also prepared for dinner, the 

Cook sometimes will assist with this.371 

(b) Ensuring sufficient food is available.372 This includes making sure enough meals 

are put out at meal times and there is enough food within the facility.373  

364 Transcript, 6 May 2022, PN7335-PN7336     
365 Witness Statement of Darren Kent dated 31 March 2021 [25] 
366 Witness Statement of Darren Kent dated 31 March 2021 [28] 
367 Witness Statement of Darren Kent dated 31 March 2021 [24] 
368 Witness Statement of Darren Kent dated 31 March 2021 [28] 
369 Witness Statement of Darren Kent dated 31 March 2021 [27] 
370 Transcript, 6 May 2022, PN7371, PN7375   
371 Transcript, 6 May 2022, PN7375-PN7381; see Witness Statement of Darren Kent dated 31 March 2021  [48].     
372 Witness Statement of Darren Kent dated 31 March 2021 [34(a)] 
373 Transcript, 6 May 2022, PN7411- PN7413 
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(c) Meal Planning.374 Mr Kent uses “meal templates that are provided by Warrigal” in 

order to create a menu from those meals.375 During cross-examination, Mr Kent 

confirmed: 

(i) The “templates” are put together by nutritionists and dieticians.376 

(ii) The templates include a series of meals that the Chef may use to create a 

menu. For example, 2 beef meals (with ingredients) and 4 pork meals (with 

ingredients).377 

(iii) A permanent change to the template requires approval by nutritionists and 

dieticians.378 

(iv) A change based on preference, for example not wanting a particular meal 

one day, may be changed without approval “as long as it fits into the menu's 

balanced weekly meal.  So if there's chicken allocated on a Tuesday, we 

have to make sure that we allocate a chicken dish for that particular day” (i.e. 

if the protein stays the same, the meal can be changed without approval).379 

(d) Order Forms.  

(i) The current practice is that a resident’s menu order is written on a paper 

form. This is collected by the kitchen hands, who then compile and 

communicate order numbers to Mr Kent (for example, “15 of choice A and 

15 of choice B”). Mr Kent says he will then “collate the forms for the whole 

facility, total them and ensure we have the required amount of each menu 

choice”.380 

(ii) Mr Kent gave further evidence about the use of paper order forms from 

residents. The form repeats details that appear on the care plan: allergies, 

preferences and IDDSI. It acts as a “triple safeguard”, noting the details 

appear in the care plan and are recorded on an allergy book in the kitchen.381 

(iii) There is an online database for recording order forms electronically 

(“Souped Up”). However, it is not currently used.  

374 Witness Statement of Darren Kent dated 31 March 2021 [83]-[87]. 
375 Witness Statement of Darren Kent dated 31 March 2021 [83]; Transcript, 6 May 2022, PN7416-PN7420       
376 Transcript, 6 May 2022, PN7421   
377 Transcript, 6 May 2022, PN7419-PN7420   
378 Transcript, 6 May 2022, PN7427   
379 Transcript, 6 May 2022, PN7428-PN7431    
380 [32] 
381 Transcript, 6 May 2022, PN7473-PN7476     
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(e) Ordering Stock. Mr Kent confirmed he is responsible for ordering stock and there 

are “pre-arranged stocklists” that he uses for that purpose.382 Mr Kent also has 

authority to agree to prices when dealing with suppliers (for example, for a new meat 

or cut, not previously purchased).383 

(f) Food Safety.384  

(i) Mr Kent is responsible for ensuring food is cooked, served and stored at the 

correct temperature.385 There are checks for temperature and time that need 

to be recorded daily. He explained the time check concerns how long a 

cooked product can be safely stored “if it’s made on site”. 386 

(ii) Those checks are recorded on “food safety forms”, which require Mr Kent to 

“write down times, time guidelines and temperature variations” -- “a little bit 

more involved than a check sheet”.387 

(iii) The form is signed off daily (or at the end of the week) by the Food Safety 

Supervisor (Mr Kent). It is then stored on site.388 

(iv) Mr Kent works in accordance with the food safety guide, which he referred 

to as “The Bible”.389 During cross-examination, he stated that based on his 

experience, all facilities would have a site specific equivalent.390 He also 

observed this has always been a practice over the course of his time in aged 

care.391 

(g) Meetings with Residents. Mr Kent holds meetings with residents to give them the 

opportunity to make special requests. He notes he does his best to order the foods 

and brands requested by residents where possible.392 

 

  

382 Transcript, 6 May 2022, PN7432 -PN7433     
383 Transcript, 6 May 2022, PN7435- PN7436      
384 Witness Statement of Darren Kent dated 31 March 2021 [34(h)] 
385 Transcript, 6 May 2022, PN7439-PN7441    
386 Transcript, 6 May 2022, PN7441-PN7443     
387 Transcript, 6 May 2022, PN7444-PN7445     
388 Transcript, 6 May 2022, PN7446- PN7448 
389 Witness Statement of Darren Kent dated 31 March 2021 [86]. 
390 Transcript, 6 May 2022, PN7495-PN7498    
391 Transcript, 6 May 2022, PN7498    
392 Witness Statement of Darren Kent dated 31 March 2021 [75] 
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4.49 During cross-examination, Mr Kent gave evidence as to audits conducted by the ACQSC:393  

(a) He noted it is not strictly annual “they could come out whenever they like”. At the 

last audit:  

“They looked - they looked at - went through all or paperwork, made sure that it was 

all in line with the standards.  They asked various questions.  They also interviewed 

residents to see - ask for feedback as well, and wanted to have a look at menus, 

procedures, paperwork, make sure that we were following all protocols.”394 

(b) The paperwork includes the food safety forms, as well as documentation about 

“complaints and resolutions”.395  

(c) Mr Kent leads the conversations that are “food related” on behalf of the facility during 

the audit/visit by the ACQSC.396 

 

4.50 Mr Kent also give evidence about “general service officers” (also referred to as kitchen 

hands): 

(a) Kitchen hands are required to “remember each and every resident’s preferences”.397 

During cross-examination, Mr Kent confirmed that information is also accessible on 

the order form and care plan.398 

(b) Kitchen hands assist with the following paperwork: 

(i) Check temperature “before service, then after service” in the servery and 

make a note of the temperature and check it has been done. If the hot food 

temperature falls below 60 degrees, the kitchen hand is required to notify Mr 

Kent.399 

(ii) Complete a checklist for cleaning the kitchen.400 

(c) The kitchen hand will also read the order forms at meal times to confirm the number 

of variants to be served (by way of simplified example, “four pork”) and notify the Mr 

Kent. Prior to that, the kitchen hand or care staff may assist residents with their meal 

choices or help them fill out the form.401 

393 See also Witness Statement of Darren Kent dated 31 March 2021 [35]-[36]. 
394 Transcript, 6 May 2022, PN7454     
395 Transcript, 6 May 2022, PN7455- PN7457 
396 Transcript, 6 May 2022, PN7459-PN7460     
397 Reply Witness Statement of Darren Kent dated 21 April 2022 [45] 
398 Transcript, 6 May 2022, PN7504-PN7505     
399 Transcript, 6 May 2022, PN7506-PN7512    
400 Transcript, 6 May 2022, PN7506, PN7513     
401 Transcript, 6 May 2022, PN7506, PN7513-PN7515     
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(viii) Environment - Conditions under which Work is Done 

4.51 Mr Kent gives the following evidence about the Calwell facility: 

(a) Facility. There are around 144 residents who live at the facility on a full-time 

basis.402 It is a “purpose built” facility, built in around 2015.403 The facility was 

described as “new”.404 

(b) Catering Services. There are three kitchens and four large dining rooms at the 

facility.  

(i) Kitchens. “We have one main kitchen where the bulk of the cooking is done, 

where all of the cooking is prepared and made in the main kitchen. Then we 

have two main serveries and the food is distributed to the two other 

serveries.”405 

(i) Serveries. Mr Kent noted there are “two serveries” in the main kitchen. 

There are also “two other separate serveries, which we classify as smaller 

kitchens, where there is no food preparation prepared, and they service food 

out of those two other kitchens”.406 

Mr Kent describes a “servery” as “a separate room with a bain marie in it, 

and they have their own fridges, washing machines, fridges – it's a complete 

separate room where an employee can work from”. It is a contained and 

enclosed room.407 

(ii) Dining Rooms. Each dining room has a capacity for 36 residents.408 The 

catering services department also provides “room service” to residents.409  

During cross-examination, Mr Kent said that “working in an aged care kitchen is large-scale 

catering”. This is because “we do the same amount of meals each day”.410 He noted that 

the residents still have choice and that alternative options are provided.411 That evidence 

was informed by his background working in both the restaurant industry and catering 

402 Witness Statement of Darren Kent dated 31 March 2021 [21] 
403 Transcript, 6 May 2022, PN7354    
404 Transcript, 6 May 2022, PN7355      
405 Transcript, 6 May 2022, PN7362   
406 Transcript, 6 May 2022, PN7365     
407 Transcript, 6 May 2022, PN7366-PN7368     
408 Witness Statement of Darren Kent dated 31 March 2021 [24] 
409 Witness Statement of Darren Kent dated 31 March 2021 [23] 
410 Transcript, 6 May 2022, PN7465-PN7466       
411 Transcript, 6 May 2022, PN7466-PN7468       
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industry and in reply to a question seeking whether the work in aged care is comparative to 

either of those industries. 
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Lindy Twyford -- Regional Food Services and Dining Manager -- RFBI 

Period of Service in Role 

4.52 2 years. Ms Twyford has worked in Regional Food Services and as a Dining Manager since 

January 2020.412 

 

Period of Service in Industry 

4.53 35 years. Ms Twyford has worked in the industry for 35 years, starting as a catering 

assistant in 1991413. 

 

Qualifications and Training 

4.54 Ms Twyford holds a Business Catering Advanced Certificate414. During cross-examination, 

Ms Twyford likened this to being “very similar to your Certificate III in Cooking; very similar 

modules”415. Ms Twyford then provided a list of what the course covered, being: 

(indistinct) environmental is the same for work practices, participate in safe food handling, 

participate in safe work practices, plan and cost basic menus, prepare appetisers, salads, 

dishes, basic methods of cookery, seafood dishes, meat dishes, stocks, sauces and soups, 

vegetables, cakes, pastries, treats, preparation equipment, hygiene practices for food safety 

- where I worked for six months under the local health inspector - work effectively as a cook, 

work effectively with others, and provide me with a nationally-recognised trade accreditation 

qualification at the end.416 

4.55 Ms Twyford advises that catering assistants and cooks are required to have “compulsory 

training and upskilled knowledge in: Infection Control (including RAT testing and use of 

PPE), Accreditation Standards, Risk Management, Food Safety, First Aid, WHS obligations 

and any changes, Fire Training, Elder Abuse, Dementia Training, Accident and Incident 

Forms, Hazard Forms, Chemical Training, and Thickened Fluid417s. 

 

The Nature of the Work Performed 

4.56 Ms Twyford states that the nature of the work performed by catering assistants has changed 

over her time in the industry418. 

412 Witness Statement of Lindy Twyford, dated 1 April 2021 at [19] 
413 Witness Statement of Lindy Twyford, dated 1 April 2021 at [9] 
414 Witness Statement of Lindy Twyford, dated 1 April 2021 at [10] 
415 Transcript dated 2 May 2022 at PN2939 
416 Transcript dated 2 May 2022 at PN2943 
417 Witness Statement of Lindy Twyford, dated 20 April 2022 at [20] 
418 Witness Statement of Lindy Twyford, dated 20 April 2022 at [17] 
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4.57 The kitchen staff are subject to annual audits. Site staff need to be responsible for engaging 

with and to the extent necessary assisting inspectors with their enquiries. 

 

The Level of Responsibility or Skill Involved in doing the Work  

4.58 In her role, Ms Twyford is responsible for menu planning, this involves “the residents, it 

involves the staff as well and we all have input into it as is expected and they all come back 

to me with what they'd like in it and then it's reviewed by a dietician, which we do”419. The 

dietician, will ensure that the menu addresses “all the relevant dietary requirements, that it 

addresses everything that the residents - they've accepted their likes, dislikes, their 

proteins, their dairy products, all across the board.”420. 

4.59 Ultimately it is Ms Twyford’s responsibility to authorise the menu421. 

4.60 Ms Twyford was responsible for managing work flows by going to the facility and “have a 

look at their procedures, their rostering and things like that, to assist them in that area.”422 

4.61 Ms Twyford gives evidence on the work of catering assistants and cooks. 

4.62 Catering Assistant/Food services staff.  

(a) Duties. Ms Twyford details the work as involving food preparation, assisting with 

cooking, serving residents ensuring the food is correctly modified, engaging with 

residents when serving food, preparing food trays for a PCW to deliver, having 

knowledge of the resident preferences, taking note of what food is not being 

eaten.423 

(b) Food safety skills. Ensuring that meals are at the correct temperature is a skill that 

“all staff in the industry needs to be aware of, definitely.”424 

(c) Reporting. They will report to the RN any concerns identified with a resident’s ability 

to eat certain food and then discussing with the RN whether any modifications need 

to be made.425 

(d) Supervision. They will be required, “when the personal carers are called away”426 

to “remain actively observant of residents as they are eating, this is relevant for 

419 Transcript dated 2 May 2022 at PN2946 
420 Transcript dated 2 May 2022 at PN2952 
421 Transcript dated 2 May 2022 at PN2957 
422 Transcript dated 2 May 2022 at PN2959 
423 Witness Statement of Lindy Twyford, dated 20 April 2022 at [20] 
424 Transcript dated 2 May 2022 at PN2979 
425 Witness Statement of Lindy Twyford, dated 20 April 2022 at [20] 
426 Transcript dated 2 May 2022 at PN2967 
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monitoring nutrition, but also can be of urgent importance in the event that a resident 

is in distress or difficulty with their eating and swallowing”427 

4.63 Cook.  

(a) Duties. Ms Twyford details the work as involving attending meetings with 

department managers, residents, case conferences, management meetings etc, 

ordering and stocktake, observing residents eating and preparing meals.428 

(b) Reporting. Cooks will report observations to RN’s.  

(c) Food safety. The cook is required to take temperature of all equipment to make 

sure its at a safe temperature429. Cooks are also required to have knowledge of 

Food Safety controls and legislation, in this respect “they have to have more 

knowledge in hygiene skills, know how to clean and sanitise, know how to ensure 

that there is no cross-contamination between raw and cooked food”430 

(d) Specialist cooking. Cooks are required to cook food for people with different 

cultural requirements and to cater for planned activities.431 

(e) They will order stock from approved suppliers and lists of the products they can 

purchase from each supplier432. Ms Twfyord will also “put out the recipes for them 

and we don't tell them they have to use that but we guide them and that's a guide 

and if they have their own we let them do that.  We put out the ordering, what's 

needed for that particular recipe on stock and assist in that way, yes.”433 

(f) Ms Twyford and the general manager of the facility will “have the responsibility of 

making sure that their cost per head does not go over what - the amount is allocated 

and then the general manager also assists in each facility”434 

 

Environment - Conditions under which Work is Done 

4.64 Ms Twyford describes the environment of aged care as one that requires “the exercise of 

high and special skill by food service employees. The environment can demand a great 

deal of emotional labour from employees.”435 

427 Witness Statement of Lindy Twyford, dated 1 April 2021 at [26] 
428 Witness Statement of Lindy Twyford, dated 20 April 2022 at [33] 
429 Witness Statement of Lindy Twyford, dated 20 April 2022 at [39]  
430 Witness Statement of Lindy Twyford, dated 20 April 2022 at [37] 
431 Witness Statement of Lindy Twyford, dated 20 April 2022 at [41] and [42] 
432 Transcript dated 2 May 2022 at PN2984 
433 Transcript dated 2 May 2022 at PN2986 
434 Transcript dated 2 May 2022 at PN2991 
435 Witness Statement of Lindy Twyford, dated 1 April 2021 at [52] 
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4.65 Care plans. Ms Twyford states that “everything's in the care plan that the resident has, 

yes.  Everything.  So, that care plan also too we have a dietary nutrition forms that comes 

to the kitchen and all catering staff, assistants as well, need to know that.”436 The information 

about the residents allergies, likes and dislikes is also in a book in the kitchen “Yes, we 

have - yes, there's food allergies.  There's likes and dislikes, there's everything that you - if 

you come in, Nigel, to the kitchen and you need to work there, everything is there for 

you.  Everything.  Knowledge about that resident, all staff need to know that.”437 

 

 

436 Transcript dated 2 May 2022 at PN2970 
437 Transcript dated 2 May 2022 at PN2972 
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1. INTRODUCTION 

1.1 In these proceedings, the Commission heard evidence from 5 witnesses who are or have 

been employed in the classification of Registered Nurse (RN) and 2 witnesses who are or 

have been employed in the classification of Nurse Practitioner (NP) under the Nurses 

Award.   

1.2 The witnesses that gave evidence as to their experience working as an RN are listed below: 

(a) Irene McInerney, RN at Barrington Lodge Aged Care Centre; 

(b) Jocelyn Hofman, RN at Boddington Aged Care Facility; 

(c) Lisa Bayram, RN at Grossard Court Facility; 

(d) Maree Bernoth, Associate Professor, School of Nursing, Paramedicine & 

HealthCare Sciences; 

(e) Pauline Breen, RN at RSL LifeCare (undertaking home care work). 

1.3 The witnesses that gave evidence as to their experience as a NP were as follows: 

(a) Stephen Voogt, self-employed Consultant NP; and 

(b) Hazel Bucher, NP, Access Aged Care. 

1.4 Ms Bucher was not required for cross-examination.  

1.5 For each witness, their evidence with respect to the following topics will be summarised:  

(a) Period of Service in Role; 

(b) Period of Service in Industry; 

(c) Qualifications and Training; 

(d) Submissions as to Weight; 

(e) The Nature of the Work Performed; 

(f) Supervision; 

(g) The Level of Responsibility or Skill Involved in doing the Work; and  

(h) Environment - Conditions under which Work is Done.    

1.6 The evidence of each witness will be reviewed in turn. 
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2. RN EVIDENCE  

(a) Irene McInerney -- RN -- Barrington Lodge Aged Centre 

 

(i)  Period of Service in Role 

2.1 1 year. Ms McInerney has worked with Barrington Lodge Aged Care Centre for 1 year in a 

part-time capacity as a RN1.  

 

(ii)  Period of Service in Industry 

2.2 41 years. Ms McInerney has worked in the aged care industry since 1981.2 

 

(iii) Qualifications and Training  

2.3 Ms McInerney holds the following qualifications: 

(a) Enrolled Nurse in 19813; 

(b) Registered Nurse in 19964; 

(c) Certificate IV in Workplace Management and Safety5. 

2.4 In addition to the above qualifications, Ms McInerney also undertakes mandatory training 

and professional development. 

 

(iv) Submissions as to Weight   

2.5 The following aspects of Ms McInerney’s evidence should attract little (if any) weight: 

(a) At paragraphs 2 to 8 of her Statement, Ms McInerney provides information on her 

own personal circumstances which is of little relevance to the Commission6. 

(b) Throughout her statement, Ms McInerney expresses her personal 

circumstances/opinion and distaste for her employer, which are of little relevance to 

the Commission7.      

1 Witness Statement of Irene McInerney, dated 29 October 2021 at [16] 
2 Witness Statement of Irene McInerney, dated 29 October 2021at [9] 
3 Witness Statement of Irene McInerney, dated 29 October 2021 at [9] 
4 Witness Statement of Irene McInerney, dated 29 October 2021 at [10] 
5 Witness Statement of Irene McInerney, dated 29 October 2021 at [10] 
6 Witness Statement of Irene McInerney, dated 29 October 2021 
7 Witness Statement of Irene McInerney, dated 29 October 2021 at [13], [19] - [20], [21], [25]- [29], [33], [43] - [45], [48], 

[50], [53], [55] - [58] 

4950



(v)  The Nature of the Work Performed 

2.6 Ms McInerney gives the following evidence: 

(a) She notes that the needs of the residents have increased and notes that there are 

many people who need “full assistance”.8 Due to this, Ms McInerney states that care 

needs need to be consistently re-evaluated.9 Some of the needs of residents that 

need to be addressed include: wound care, medication, pain management, infection 

control and prevention, continence care, food and nutritional needs, dementia care, 

falls, social support and palliative care10. 

(b) In her statement, Ms McInerney identifies that there is always potential for violence 

from residents, but in cross examination states that she is confident in her ability to 

deescalate situations11. 

 

(vi) Supervision 

2.7 During shifts there is a RN Supervisor (also referred to as an “RN In Charge” or “RNIC”). 

Ms McInerney said she is the RN Supervisor for “at least half of my shifts”.12 During cross-

examination Ms McInerney explained the RN in Charge is the most senior RN on the shift, 

this means that she is the supervisor of fellow RN’s, EN’s and other care staff.13  

 

(vii) The Level of Responsibility or Skill Involved in doing the Work 

2.8 Ms McInerney takes on the more complex work than that of the EN and care staff, for 

example, if there was a wound or a bruise the EN would do the initial assessment and call 

Ms McInerney to intervene, for another opinion or to seek advice on a course of action14. 

2.9 Ms McInerney states that there is an expectation that care staff escalate issues 

immediately, that are out of the normal with the residents, that these issues will be escalated 

to either the EN or a RN, depending on extent of the concern15. 

2.10 Some of the work that Ms McInerney identifies as that which RN’s perform includes: 

8 Witness Statement of Irene McInerney, dated 29 October 2021 at [34] 
9 Witness Statement of Irene McInerney, dated 29 October 2021 at [40] 
10 Witness Statement of Irene McInerney, dated 29 October 2021 at [39] 
11 Witness Statement of Irene McInerney, dated 29 October 2021 at [52] and PN11093 
12 [15] 
13 Transcript, 10 May 2022, PN 11003 - PN 11004, PN 11018 
14 Transcript, 10 May 2022, PN11051, PN11065 
15 Transcript, 10 May 2022, PN11072 
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(a) Blood pressure checks (this can also be performed by an EN)16; 

(b) Blood sugar readings (this can also be performed by an EN)17; 

(c) Admission of new residents18; 

(d) Administration of medications, eye drops, inhalers and creams19; 

(e) Triaging care needs20. 

2.11 Supervisory Role. During cross-examination, Ms McInerny gave evidence as to the work 

performed and protocol followed by the persons she supervises: 

(a) Enrolled Nurse.   

(i) Schedule 4 Medications in “sachets”, “medicated eye drops” and 

”medicated ear drops”:21  

A In the facility, ENs are responsible for administering Schedule 4 

medications,22 which come in “sachets”.23  

B The EN will verify the table is correct prior to administering the 

medication. That information is accessed via the iPad which includes 

a “tablet identification” application.24  

C Once verified, they read the instructions about “safest method of 

administration” for each resident. The EN administers it (for example, 

crushed and put in a custard).25 

D Any issue is to be taken to the RN, Ms McInerney is responsible for 

deciding what to do next.26  

E Equally, “if it's not a regular Schedule 4 medication they have to ask 

the registered nurse the situation to give permission to give” (for 

example a PRN).27 

16 Transcript, 10 May 2022, PN11075 
17 Transcript, 10 May 2022, PN11079 
18 Transcript, 10 May 2022, PN11080 
19 Witness Statement of Irene McInerney, dated 29 October 2021 at [22] 
20 Witness Statement of Irene McInerney, dated 29 October 2021 at [23] 
21 Transcript, 10 May 2022, PN11013, PN11025- PN11026, PN11034 
22 Transcript, 10 May 2022, PN11023 
23 Transcript, 10 May 2022, PN11025- PN11026   
24 Transcript, 10 May 2022, PN11027-PN11030 
25 Transcript, 10 May 2022, PN11030-PN11031   
26 Transcript, 10 May 2022, PN11032- PN11033   
27 Transcript, 10 May 2022, PN11023-PN11024   
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F PCW do not administer Schedule 4.28 

(ii) Administering Insulin. The EN can do this in the presence of a RN, after 

following all checks.29 

(iii) Second person in Schedule 8 Medication Round. The EN cannot 

administer Schedule 8 medication but can do the “second check in the 

registration book at the bedside”.30  

(iv) “Clinical aspects like wounds and tasks that are assigned”.31 Ms 

McInerney stated she would oversee that processes undertaken by EN’s and 

confirmed that she would administer the Schedule 8 medications.32 

(v) Assistance to PCWs. They are the first point of contact for PCWs. They will 

make a decision as to whether or not they can deal with the issue or escalate 

it to the RN.33 

(vi) Skin Tear. If a RN is not available to inspect wound, the EN would do the 

initial inspection within the scope of their capacity. However, Ms McInerney 

stated: “I expect a phone call if there's more complexities, if it's something 

that's not simple.  We do take a photo of a wound when it's new.”34 

(vii) Catheter. Ms McInerney said an EN or a RN can put it in observed 

“sometimes it comes down to a confidence level”. As such, Ms McInerney is 

always prepared to take that task, for example if an EN had not done it in a 

couple years.35 

(viii) Blood pressure. This is only performed by an EN or a RN (not a PCW).36 

(ix) Blood sugar readings. This is only performed by an EN or a RN (not a 

PCW).37 

(b) Personal Care Workers. 

28 Transcript, 10 May 2022, PN11023 
29 Transcript, 10 May 2022, PN11035-PN11037  
30 Transcript, 10 May 2022, PN11038-PN11041   
31 Transcript, 10 May 2022, PN11013   
32 Transcript, 10 May 2022, PN11013   
33 Transcript, 10 May 2022, PN11018 
34 Transcript, 10 May 2022, PN11045-PN11049   
35 Transcript, 10 May 2022, PN11053   
36 Transcript, 10 May 2022, PN11076   
37 Transcript, 10 May 2022, PN11079 
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(i) Client Fall. A PCW is required to call the RN in charge if a client has fallen.38 

Then the following occurs: 

A RN Assessment. The RN conducts an assessment of the resident, 

this may with the assistance of an EN under Ms McInerney’s 

supervision.39 

B RN Decision. The RN makes the decision when the resident can be 

moved.40 The PCW may assist with moving (consistent with manual 

handling policies), with the RN talking them through expectations.41 

C EN to Monitor at Regular Intervals. If a view is formed that the 

resident is to be observed in a particular way for the balance of the 

day, that task is delegated to the EN on duty. It would involve taking 

blood pressure and assessment at regular intervals.42 

If an EN is not available, Ms McInerney would attend to it because 

“[i]t is a registered staff member's responsibility”.43 

D PCW Observations. Following a fall, “with the carers I would expect 

if they've gone past the room and see something out of the ordinary 

to immediately let us know”.44 

(ii) Skin Tear / Bed Sore.  A PCW is required to notify either the EN or RN. 

Then the following occurs: 

A Assessment. An EN or RN would assess the wound. If it was an EN, 

they would escalate to the RN “if it's anything of complexity” or if a 

second opinion was sought.45 Either way, a communication is made 

to the RN.46 

B PCW on Standby. During the assessment, the PCW remains on 

stand-by and follows instructions from the EN/RN: for example, 

“proceed to keep drying”, “that arm’s not to be moved”, or “put your 

waterproof pad on”.47 

38 Transcript, 10 May 2022, PN11058   
39 Transcript, 10 May 2022, PN11059-PN11060    
40 Transcript, 10 May 2022, PN11061 
41 Transcript, 10 May 2022, PN11062   
42 Transcript, 10 May 2022, PN11063   
43 Transcript, 10 May 2022, PN11064   
44 Transcript, 10 May 2022, PN11063   
45 Transcript, 10 May 2022, PN11065   
46 Transcript, 10 May 2022, PN11066-PN11067    
47 Transcript, 10 May 2022, PN11068- PN11070   
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C Redressing Wound. If required the next day, this is delegated to the 

EN.48 

(iii) Observe Resident Behaviour is not Normal. The PCW is to immediately 

let the RN (or EN) know, so that an immediate assessment can take place.49 

As part of that assessment, Ms McInerney would also seek information from 

the PCW: 

“because the carers eyes and ears are really useful, so I could say, 'Look, 

how long have they been this way' - you know, just get a brief history, and 

maybe I'd look back - if it's something that I will keep looking back on the 

notes what's happened with that person recently and make decisions, but 

in the meantime obviously keep the observations going, the enrolled nurse 

calling in more often to that room and letting me know of changes while I'm 

researching the history in some cases.”50 

(iv) Second person in Schedule 8 Medication Round. A PCW cannot 

administer Schedule 8 medication but can do the “second check in the 

registration book at the bedside”.51 

2.12 During cross-examination, Ms McInerny gave the following evidence:  

(a) Minimum Qualification Requirements for PCWs. The PCWs are required to have 

either a Certificate III or Certificate IV in order to work at the facility.52 

(b) Client Admission Process. 

(i) There is a dedicated RN “that will be on to see admission through from woe 

to go, to get that history down”. Also referred to as the “admissions nurse”. 

Sometimes an EN might assists with this process (“it’s a big workload”). 53 

(ii) Ms McInerney is sometimes involved in the process.54  

(iii) The care plan may be started by the admissions nurse, but it does involve 

the RNs on the floor as well.55 

(c) Care Plans. All staff can access the care plans of the residents.56 

48 Transcript, 10 May 2022, PN11071 
49 Transcript, 10 May 2022, PN11072   
50 Transcript, 10 May 2022, PN11074   
51 Transcript, 10 May 2022, PN11038-PN11041, PN11051   
52 Transcript, 10 May 2022, PN11056 
53 Transcript, 10 May 2022, PN11080-PN11081   
54 Transcript, 10 May 2022, PN11080-PN11081   
55 Transcript, 10 May 2022, PN11082   
56 Transcript, 10 May 2022, PN11083   

4955



(d) Mobility Chart/Summary. This is stored in the residents’ rooms behind the 

bathroom door. It would include information such as two-person lift required.57  

(e) Review Progress Notes. Ms McInerney will attend to this review at the start of the 

shift but focus upon exceptions (for example, people who have been sick or there 

have been changes recorded). This informs priority setting for the shift.58 

 

2.13 Unsafe. During cross-examination, Ms McInerney gave the following evidence as to 

procedures followed if an unsafe situation arises: 

“Well, that's where our schools come into action, because it's about knowing the resident, if 

you know giving them a wide berth helps.  We rely on phone calling each other.  If something 

was truly that unsafe we'd get the police involved, because there's SIRS reporting, you know, 

the serious incident reporting.  You want to kind of diffuse something before it happens, 

before somebody might – their mood might be that they'll take it out on someone else, 

because it's in our best interest to perhaps nip things in the bud, if you like.  It's about knowing 

the resident and what keeps them happy, and diverting.”59 

2.14 She identified the following factors as contributing to her confidence in exercising de-

escalation skills: nursing training, experience with dealing with people with mental illness 

and maturity / life experience.60  

 

(viii) Environment - Conditions under which Work is Done  

2.15 Ms McInerney described the work environment as follows: 

(a) housing a wide variety of residents including: “residents on high alcohol intake, there 

is a NDIS client with challenging behavio[u]r, and there are several with mental 

health illnesses like schizophrenia”;61 

(b) the facility itself is a 77 bed facility62 with several wings.63  

57 Transcript, 10 May 2022, PN11085-PN11086    
58 Transcript, 10 May 2022, PN11087-PN11089   
59 Transcript, 10 May 2022, PN11093   
60 Transcript, 10 May 2022, PN11094-PN11095    
61 Witness Statement of Irene McInerney, dated 29 October 2021 at [17] 
62 Witness Statement of Irene McInerney, dated 29 October 2021 at [15] 
63 Witness Statement of Irene McInerney, dated 29 October 2021 at [18] 
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(b) Jocelyn Hofman -- RN -- Boddington Aged Care Facility 

 

(i)  Period of Service in Role 

2.16 9 years. Ms Hofman has worked as a RN for Boddington Aged Care Facility since 201364. 

 

(ii)  Period of Service in Industry 

2.17 35 years. Ms Hofman states that she has worked in the aged care industry since 198765. 

 

(iii) Qualifications and Training  

2.18 Ms Hofman completed her hospital-based RN training66. 

2.19 In addition to her formal qualification, Ms Hofman has completed training in “Palliative Care, 

Wound Care, Psychotropic Medication, COVID19, Emergency Fire training, Dementia 

Management, Falls Prevention and Work Health and Safety67”. 

 

(iv) Submissions as to Weight   

2.20 The following aspects of Ms Hofman’s evidence should attract little (if any) weight: 

(a) Opinion. At [5]-[6], Ms Hofman expresses personal opinion which is not relevant to 

the current work value matter. 

(b) Relevance. Ms Hofman gives evidence about the following: 

(i) her frustration with the enterprise bargaining process which is not relevant 

to the current work value matter;68 

(ii) her opinion as to the impact and existence of “insufficient staffing levels”;69 

(iii) “I consider that our residents are in turn undervalued”;70 

64 Statement of Jocelyn Hofman dated 29 October 2021 at [9]. 
65 Statement of Jocelyn Hofman dated 29 October 2021 at [8] 
66 Statement of Jocelyn Hofman dated 29 October 2021 at [10] 
67 Statement of Jocelyn Hofman dated 29 October 2021 at [10] 
68 Statement of Jocelyn Hofman dated 29 October 2021 at [45] - [49]. 
69 Statement of Jocelyn Hofman dated 29 October 2021 [16], [24], [28], [33]-[34]. 
70 Statement of Jocelyn Hofman dated 29 October 2021 [17] 
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(iv) “My work is physically and emotionally demanding. This is why I only work 

six (6) shifts a fortnight as I am too drained if I work more than this”.71 

 

The weight attached to that evidence should be limited for the following reasons. 

First, due to its form. With no disrespect intended, at its highest each statement is 

information based on Ms Hofman’s opinion and belief. Second, none of the opinions 

expressed are supported by any objective evidence or particulars. Finally, putting 

aside issues of form, the evidence is not relevant to the application before the 

Commission. As to the relevance of staffing, we also rely upon submissions at 

Section 5. 

 

(v)  The Nature of the Work Performed 

2.21 Ms Hofman expresses that the RN’s scope of work involves the following: 

“clinical assessments, plan, provide timely clinical intervention, evaluate and monitor 

care services. For example, when I administer medication during my medication 

rounds, I assess my resident’s status. Is their swallowing compromised? Are they 

depressed? Are they in pain? As a Registered Nurse, it becomes second nature to 

observe changes when interacting with residents.”72 

2.22 Ms Hofman notes that the work of RNs in aged care has had an increased level of 

sophistication in aged care nursing over the last 20 years73. 

 

(vi) Supervision 

2.23 As a RN at the facility, Ms Hofman will at times be “in charge” of the facility. During cross-

examination, Ms Hoffman explained what “in charge” means:  

(a) “Manager”. That RN is “responsible for the whole facility”. In that position, “I'm like 

the manager of the facility for any issues.” 74 

(b) Clinical Care Issues. “[I]f there's any issues that may arise in all the wings, the 

registered nurse who is on those areas will ask me for advice”. 75  

71 Statement of Jocelyn Hofman dated 29 October 2021 [18] 
72 Statement of Jocelyn Hofman dated 29 October 2021 at [30] 
73 Statement of Jocelyn Hofman dated 29 October 2021 at [39] 
74 Transcript, 9 May 2022, PN9612, PN9614      
75 Transcript, 9 May 2022, PN9612    
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(c) Maintenance Issues. “[I]f there's any issues, like, if there's maintenance issues as 

well, those registered nurses [that are also on shift] then will relay it to me or if 

someone gets hurt in the wing, then they will also [tell] me”.76  

(d) Communication to Residential Manager. RN in charge carries a phone. Following 

being informed about an issue, as RN in charge, Ms Hoffman is then responsible 

for notifying “the residential manager who is on-call and say, 'So and so got hurt, 

and is filling an incident form', things like that”.  Ms Hoffman would also discuss 

replacing staff that are sick with the Residential Manager.77 

2.24 During cross-examination, Ms Hofmann confirmed that during the week there is a 

Residential Manager on site. However, once they leave for the day at 4pm, she is “in charge 

of the whole facility”.78  When undertaking that role she is paid an allowance of $44 for the 

whole shift.79 

 

(vii) The Level of Responsibility or Skill Involved in doing the Work 

2.25 Responsibility. Ms Hofman gave evidence as to the two roles she undertakes at the facility: 

(a) “Normal Shift” as a RN. During a normal shift, Ms Hofman is responsible for two 

wings and up to 40 residents in the nursing home.80 As RN, she also holds a 

supervisory role, she is responsible for a team of care staff employees (Certificate 

III employees) and ENs.81 

(b) “In Charge”. During a shift where she is “in charge” of the facility, registered nurses 

from the hostel and the upstairs section “contact me if there are issues of concern”.82 

2.26 Tasks Performed. During a normal shift as a RN, Ms Hofman attends to the following: 

(a) a handover from the previous shift; 

(b) delegating and coordinating work for the care staff; 

(c) administration of Schedule 8 medications; 

(d) liaising with doctors and family members; 

(e) assessing the efficacy of the residents’ medication regime and pain management; 

76 Transcript, 9 May 2022, PN9614     
77 Transcript, 9 May 2022, PN9612    
78 Transcript, 9 May 2022, PN9615     
79 Transcript, 9 May 2022, PN9618     
80 Statement of Jocelyn Hofman dated 29 October 2021 at [13], [26] 
81 Statement of Jocelyn Hofman dated 29 October 2021 at [19] 
82 Statement of Jocelyn Hofman dated 29 October 2021 at [13], [26] 
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(f) wound care; 

(g) mentor and supervise staff; 

(h) checking vitals; 

(i) writing care plans83 

2.27 During cross-examination, Ms Hofman gave evidence as to the duties performed and 

protocols followed by the staff on her floor: 

(a) Medications. RNs and ENs administer medication in the nursing home section. 

PCW do not administer medications.84  

(b) Writing Care Plans. This responsibility is shared by all RNs on the floor.85 

(c) Client Fall. Ms Hoffman explained the protocol followed: 

(i) The PCW notifies the RN. The PCWs call the RN, because the RN has to 

assess the resident. 86   

(ii) RN Assesses Resident. The RN monitors for any signs of pain, checks the 

movement of the resident for any signs of fractures or dislocations. 87   

Ms Hofman stressed the importance of this assessment for residents with 

dementia, who are unable to articulate pain in hip or that they are unable to 

stand.88 

(iii) The RN initiates procedures to determine cause of fall. “I will be 

collecting a urine specimen and see if there's any signs of urine infection, 

and things like that, or if they're diabetic, check their blood glucose level, see 

if that's the cause of the fall, if their blood pressure has to go down”.89 

(iv) Direction by RN. “If there's no apparent injury and the resident is able to 

mobilise all his limbs there is no sign pain, verbal or non-verbal indications 

of pain, they're alert, there is no lump on their head or that they're not in any 

distress at all and they're moving, moving their own limbs without any 

guiding, then we say – then I then give the go that we will transfer that 

resident back to bed”. 90  

83 Statement of Jocelyn Hofman dated 29 October 2021 at [15]. 
84 Transcript, 9 May 2022, PN9637     
85 Transcript, 9 May 2022, PN9639- PN9640     
86 Transcript, 9 May 2022, PN9641     
87 Transcript, 9 May 2022, PN9641     
88 Transcript, 9 May 2022, PN9643    
89 Transcript, 9 May 2022, PN9643    
90 Transcript, 9 May 2022, PN9641     
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(v) 24 hour Monitoring. Once in bed, “we will be monitoring their blood 

pressure, pulse, temperature, neurological observations like the pupil 

reaction, the movement of their limbs, and also signs of pain for the whole 

day, 24 hours monitoring that there's no – any change, because anything 

can happen within the period”.91 

(d) Skin Tear. If a PCW observes a skin tear they are to notify the RN immediately. Ms 

Hofman explained: “because I've got to dress that wound, because sometimes when 

you have fragile skin, the skin rolls back and it's good that they report it to me 

straightaway so I can then dress it and put the skin back to its original anatomical 

position and dress it”.92 

(e) Bruising. If a PCW observes bruising or sores they are to notify the RN immediately. 

Ms Hofman explained: “I've got to monitor why they're bruising, and then report it to 

their doctor, because sometimes when they're on anticoagulants they bruise easily 

as well”.93 

 

2.28 During cross-examination, Ms Hofman explained that she is responsible for the following: 

(a) Incident Reports. Following a client fall, identification of a skin tear, etc, (an incident 

that is described as an “adverse event”) the details must be recorded in an incident 

report. Ms Hofman would then notify the doctor and family/relatives.94 

(b) Notify Family of a Resident Death. Ms Hofman confirmed it is the responsibility of 

the RN to notify family when a resident passes. She explained the protocol: “if it's 

after hours our resident passes away, we fill in like a temporary assessment form, 

get another registered nurse from another floor and we both assess the resident.  

We feel his heartbeat.  So the two of us fill that in, and also notify – yes, notify the 

family and notify the doctor.”95 

(c) Manager Role “in charge”. Ms Hofman works as a RN, sometimes Ms Hofman is 

in charge of the facility as the previous person in charge had left for the day.96 As 

mentioned, her “in charge” duties involve addressing any issues that may arise 

91 Transcript, 9 May 2022, PN9641     
92 Transcript, 9 May 2022, PN9648 
93 Transcript, 9 May 2022, PN9649   
94 Transcript, 9 May 2022, PN9650- PN9651   
95 Transcript, 9 May 2022, PN9652    
96 Transcript, 9 May 2022, PN9612 
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throughout the facility, provide advice to other RN’s, replacing employees on shift 

who have called in sick and for maintenance issues.97 

 

(vii) Environment - Conditions under which Work is Done 

2.29 Ms Hofman provides the following evidence as to the environment: 

(a) The facility is divided into a nursing home and a hostel complex. Ms Hofman works 

in the nursing home section. 98  

(b) The nursing home section has four “wings” with 20 residents in each wing. There is 

only one resident per room, except for the room at the end of the corridor in each 

wing which has two residents. 99  

(c) The hostel is for residents who are low care. As Ms Hofman does not work in the 

hostel, she could not accurately comment on the current care status of those 

residents.100 

(d) The facility provides specialist dementia care and palliative care.101 

  

97 Transcript, 9 May 2022 at PN 9612 - PN 9615 
98 Statement of Jocelyn Hofman dated 29 October 2021 at [13], [26] 
99 Statement of Jocelyn Hofman dated 29 October 2021 at [13], [26] 
100 Statement of Jocelyn Hofman dated 29 October 2021 PN9632- PN9634        
101 Statement of Jocelyn Hofman dated 29 October 2021 at [13], [26] 
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(c) Lisa Bayram -- RN -- Blue Cross Grossard Court Facility 

 

(i)  Period of Service in Role 

2.30 5 years. Ms Bayram is employed by Grossard Court Facility as a RN and has been there 

since November 2016102. 

 

(ii)  Period of Service in Industry 

2.31 5 years. Ms Bayam has worked in the aged care industry since 2016. She has worked as 

a nurse since 1989.103 

 

(iii) Qualifications and Training  

2.32 Ms Bayram holds the following qualifications: 

(a) Hospital based RN completed in 1989 (this qualification was converted in 1994);104 

(b) Graduate Diploma of Clinical Nursing Practice and Management in 1997;105  

(c) Graduate Diploma of Business in 2004.106 

2.33 Ms Bayram has also completed training in the following areas: 

(a) Occupational Health and Safety in 2020;107 

(b) Dementia Essentials in 2017;108 

(c) Comprehensive Assessment of the Older Persons in Aged Care in 2018;109 

(d) PANACEA (Pain Advocacy Nurse in Aged Care) in 2018;110 and 

(e) a palliative care course.111             

2.34 CPE. During cross-examination, Ms Bayram confirmed she undertakes 20 hours per year 

of continuing professional education to retain her registration. She confirmed two courses 

102 Statement of Lisa Bayram dated 29 October 2021 at [17]. 
103 Statement of Lisa Bayram dated 29 October 2021 at t [17].  
104 Statement of Lisa Bayram dated 29 October 2021 at [7]. 
105 Statement of Lisa Bayram dated 29 October 2021 at [8]. 
106 Statement of Lisa Bayram dated 29 October 2021 at [8]. 
107 Statement of Lisa Bayram dated 29 October 2021 at [9] 
108 Statement of Lisa Bayram dated 29 October 2021 at [10] 
109 Statement of Lisa Bayram dated 29 October 2021 at [10]. 
110 Statement of Lisa Bayram dated 29 October 2021 at [11]. 
111 Statement of Lisa Bayram dated 29 October 2021 at [12]. 
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she has completed in the past include “dementia essentials” and “comprehensive 

assessment of the older person in aged care”.112         

2.35 Mandatory Internal Training. Blue Cross (Grossard Court) staff have a set of on-line 

education modules to be completed every 12 months. RNs, ENs and PCAs are also 

provided with 1.5 days of mandatory training each year which includes sessions on 

dementia care, palliative care and wound care.113 Ms Bayram considers “this has 

contributed to an increase in skills”. 114                 

 

(iv) Submissions as to Weight   

2.36 The following aspects of Ms Payton’s evidence should attract little (if any) weight: 

(a) Ms Bayram expresses an opinion regarding the increase in skills and responsibility 

regarding food, nutrition and hydration in the aged care industry. However, Ms 

Bayram does not provide foundation or expertise to express this opinion.115 

(b) Ms Bayram discusses the difficulty of getting antibiotics and analgesia outside of 

hours, this is not a matter relevant to consideration in a work value case.116  

(c) Ms Bayram discusses the difficulties of peer support in the industry, this is not a 

matter relevant to consideration in a work value case. 117 

(d) Ms Bayram expresses an opinion about why she does not feel valued by her 

employer, this is not a matter relevant to consideration in a work value case. 118  

(e) As to the aspect of the evidence that addressed COVID-19, we repeat and rely upon 

our submission at Section 5. 

 

(v)  The Nature of the Work Performed 

2.37 Ms Bayram gave the following evidence as to changes in the nature of the work: 

“When I commenced at Grossard Court the 22-bed wing operated as “high care” as distinct 

from the 38-bed wing which did not accommodate high care residents. As discussed further 

112 Transcript, 6 May 2022, PN8065     
113 Statement of Lisa Bayram dated 29 October 2021 [79] 
114 Statement of Lisa Bayram dated 29 October 2021 [79] 
115 Statement of Lisa Bayram dated 29 October 2021 at [88] 
116 Statement of Lisa Bayram dated 29 October 2021 at [41]. 
117 Statement of Lisa Bayram dated 29 October 2021 at [90]. 
118 Statement of Lisa Bayram dated 29 October 2021 at [91]. 
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below, now there is very little difference between the acuity of residents in the 22-bed and 

38-bed wings as both contain “high care” residents.”119 

 

(vi) Supervision 

2.38 Facility Manager. Grossard Court employs a facility manager who works Monday to Friday 

during office hours. That person has generally been qualified as a RN but is generally so 

busy with running the operational and HR issues that they have little hands-on time in 

clinical care or clinical management.120 

2.39 Clinical Care Coordinator. The clinical care coordinator is a RN. Ms Bayram identified that 

the clinical coordinator has responsibility the day-to-day running of the organisation and the 

care of all of the residents.121 The clinical care coordinator is Ms Bayram’s “boss” and will 

delegate responsibilities to Ms Bayram.122 

 

(vii) The Level of Responsibility or Skill Involved in doing the Work 

2.40 Supervisory Role. Ms Bayram works the “PM shift” (2.45pm to 10pm) as the After Hours 

Coordinator (AHC), the sole RN rostered on evenings.123 A sole RN, she oversees care 

staff in three wings: 

(a) 20-bed Wing (Dementia). One EN and two personal care attendants (PCAs) in the 

dementia wing, an additional PCA from another ward assists at meal times. She 

noted about 12 residents require full assistance with meals.124  

(b) 38-bed Wing. One EN and two PCAs. Ms Bayram describes this as a “high care” 

wing. She notes around 5 residents require two persons lifts for mobility.125  

(c) 22-bed Wing. Ms Bayram is Team Leader for this wing, in addition to her AHC role. 

She oversees “2.5 PCAs”. She explains a “0.5 PCA is a short shift from 4.30 to 8 

pm” which is shared between the 20-bed wing.126  She describes this as a high care 

wing.127 

119 Statement of Lisa Bayram dated 29 October 2021 at [22] 
120 Statement of Lisa Bayram dated 29 October 2021 [25] 
121 Transcript, 6 May 2022, PN8110    
122 Transcript, 6 May 2022, PN 8111 - PN8119 
123 Statement of Lisa Bayram dated 29 October 2021 [19] 
124 Statement of Lisa Bayram dated 29 October 2021 [27] 
125 Statement of Lisa Bayram dated 29 October 2021 [28] 
126 Statement of Lisa Bayram dated 29 October 2021 [29] 
127 Statement of Lisa Bayram dated 29 October 2021 [23] 
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2.41 During cross-examination, Ms Bayram gave evidence as to the distinction between the work 

performed by an EN and a PCA for a series of tasks/scenarios at the facility (identifying 

particular RN responsibilities where appropriate). That evidence is summarised below: 

(a) Schedule 4 Medication.  

(i) EN. Administers Schedule 4 medication.128 

(ii) PCA. Medication Competent PCAs on “very infrequent occasions” deal with 

Schedule 4 medications “but only if we don’t have a nurse available”.129 

(b) Wound Care.  

(i) ENs can manage certain wounds (within their competency). They “put the 

dressings on, take the photos, do the documentation”.130 

(ii) PCAs do not have responsibility for the management of wounds. The extent 

of their responsibility would be taking off a dressing before a shower if water 

is allowed to go over the wound. The focus would be on showering.131 

(iii) RNs/ENs. Ms Bayram said “We use protocols to assist with the management 

of wounds but if – the ENs are always required to report to the RNs and the 

RNs still oversee the management and would make the changes that were 

required.  The ENs wouldn't make a change to a wound protocol without 

consulting the RNs.”132  

(c) Skin Tear / Bruising.  

(i) PCAs are to refer the issue to the nursing staff, who then assess it.133 

(ii) RN. Ms Bayram confirmed if a skin tear or bruising is observed she is 

required to “log that, notify the next of kin and to notify the GP”.134 

It is logged into the “clinical system” where all assessments that make up the 

care plan are stored under “resident incident”.135  

128 Transcript, 6 May 2022, PN8087     
129 Transcript, 6 May 2022, PN8088-PN8090      
130 Transcript, 6 May 2022, PN8092, PN8095    
131 Transcript, 6 May 2022, PN8092    
132 Transcript, 6 May 2022, PN8094     
133 Transcript, 6 May 2022, PN8093     
134 Transcript, 6 May 2022, PN8140    
135 Transcript, 6 May 2022, PN8141     
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Ms Bayram gave evidence that is was always been practice to log and notify, 

but now it is mandatory. Further the discussion with the family is also 

documented by the Team Leader or RN speaking to the family.136 

(d) Client Fall. 

(i) PCAs. “I would expect them to stay with the resident, keep them 

comfortable, pull the alarm bell so that the nursing staff come.” They will also 

assist at the direction of RN. For example, getting the equipment to move 

someone if that is the decision of the RN. The PCA “would give me some 

advice on their way to manage” the hoist.137 

(ii) ENs. If they arrive before a RN, “make an initial assessment, but they would 

wait for the registered nurse to come to decide what's going to happen, and 

that's even from whether or not we're going to move the person or not.”138 

(iii) RN makes decision about what to do, “once we had made the person safe 

the nursing staff would take over making - the decision-making, and the 

PCAs would just follow my directions.”139 

If the decision is made to take the resident to hospital, the RN makes the call 

- “when you ring triple 0 they ask if a registered nurse has authorised the 

transfer”.140 

(e) Suprapubic Catheters141 (5 residents) 

(i) PCAs are competent to shower a resident with a suprapubic catheter. It does 

not require disinfection, just ordinary cleaning. If nothing is wrong, they can 

put the gauze on it.142 They also “change the bag at night-time and then they 

put a clean bag on at the – each week, and they empty the catheters, you 

know, a couple of times a shift”.143 

(ii) ENs/RNs check site of catheter every day.144  

(f) Colostomy Bag (1 resident) 

136 Transcript, 6 May 2022, PN8144-PN8146       
137 Transcript, 6 May 2022, PN8238-PN8239     
138 Transcript, 6 May 2022, PN8238     
139 Transcript, 6 May 2022, PN8238 
140 Transcript, 6 May 2022, PN8241   
141 Transcript, 6 May 2022, PN8190 
142 Transcript, 6 May 2022, PN8192-PN8195      
143 Transcript, 6 May 2022, PN8196   
144 Transcript, 6 May 2022, PN8195    
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(i) RN. The RN together with a Stomal Therapy Nurse at the hospital would 

decide “what sort of appliance to use, how often to change it and all that sort 

of thing”. That would then go into the care plan.145 

(ii) PCAs, with assistance, education and oversight are able to change the 

colostomy bags.146 Ms Bayam explained “if the resident’s got a bag that gets 

taken off and thrown out and a new one put on, they would do that”.147 

(g) SIRS Incident Reporting.  

(i) Incidents. This is required to be completed for the following incidents: 

unreasonable use of force, unlawful sexual contact, unexplained absence 

from the facility, unexpected death, neglect, emotional or psychological 

harm, stealing or coercion of funds by a staff member, restrictive practices 

without informed consent.148 

(ii) First Part. The person who witnesses the incident does the first part of the 

report. There is a computer system that helps with this process.149 

(iii) Second Part. The nurse in charge (on ward) does the second part of the 

report.150 

(iv) Third Part. A RN is required to do the third part which requires a decision to 

be made about whether it is a SIRS reportable incident, or not.151 

(v) Priority 1 or 2. If yes, a notification is sent to the manager and head office 

to confirm a SIRS reportable incident occurred “and then the registered 

nurses do as much of that reporting as they can there, and then the clinical 

care coordinator and the residential manager will come in and continue from 

there”.152 

(h) “Complex care needs”. They are “disease processes or the injuries” and “are really 

the things that the nursing staff are qualified and responsible for”. Ms Bayam 

explained “[t]hey're over and above things like the things that the PCAs do with 

oversight like hygiene, meals, social interaction”.153 

145 Transcript, 6 May 2022, PN8203 
146 Transcript, 6 May 2022, PN8202-PN8203 
147 Transcript, 6 May 2022, PN8204     
148 Transcript, 6 May 2022, PN8147-PN8157 
149 Transcript, 6 May 2022, PN8163     
150 Transcript, 6 May 2022, PN8158 
151 Transcript, 6 May 2022, N8158     
152 Transcript, 6 May 2022, PN8159   
153 Transcript, 6 May 2022, PN8127-PN8129   
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(i) “Clinical conditions”. These are listed on the care plan and may include “medical 

history, diagnosis, osteoporosis, chronic lower respiratory diseases, high 

cholesterol”. The clinical conditions are the focus of RNs and ENs.154 

(j) Progress Notes.  

(i) PCA documents “progress notes” of what they observe.155 

(ii) RN regularly reviews the progress notes to determine if a care plan should 

be changed.156 

(k) Changes to Care Plans. 

(i) RN has the authority to change a care plan. All changes are to be approved 

by RN.157 

(ii) PCA/EN may make suggestions to a RN about changes to care based on 

observations (for example, if they thought that the continence care for a 

resident needed to be changed). This would need to be discussed with Ms 

Bayram.158 

(iii) RN would then either say “yes or no”. If approved, staying with the 

continence care example, “they would then be able to go in and make some 

changes to that, and then I could sign it off”.159 

2.42 Ms Bayram is responsible for the following: 

(a) AHC. As AHC, she has overall responsibility for resident care in the whole facility.160 

This carries with it “ultimate clinical responsibility for everything that happens in the 

facility as a delegate of the [Clinical Care Coordinator]”.161 

She explains:  

(i) “[i]f something happens in another part of the facility requiring my attention, 

I need to drop my usual routine and attend to it”. For example, a PCA found 

a wound on a resident - Ms Bayram is required to assess.162 

154 Transcript, 6 May 2022, PN8131 
155 Transcript, 6 May 2022, PN8134   
156 Transcript, 6 May 2022, PN8135    
157 Transcript, 6 May 2022, PN8136- PN8138 
158 Transcript, 6 May 2022, PN8136- PN8138 
159 Transcript, 6 May 2022, PN8136- PN8138 
160 Statement of Lisa Bayram dated 29 October 2021 [35] 
161 Statement of Lisa Bayram dated 29 October 2021 [67] 
162 Statement of Lisa Bayram dated 29 October 2021 [35] 

4969



(ii) She is also responsible for “non-clinical issues”. For example, dealing with 

the fire brigade, issues in the kitchen, badly behaving visitors, management 

of equipment and infrastructure (“so I may need to get things fixed e.g. lifting 

equipment or beds”).163 

(b) Team Leader. As Team Leader in the 22-bed wing she is “also responsible for direct 

patient care and overseeing the staff in that wing”.164 

(c) Managing Staff “including any reports in relation to medication errors or poor 

behaviour. I may need to deescalate conflict between staff and counsel them to get 

a return to a decent working relationship”.165  

 

2.43 RN Tasks. During a PM shift, Ms Bayram typically attends to the following tasks: 

(a) checking the dangerous drugs safe; 

(b) visiting residents who are on end-of-life care, a new admission, are unwell or have 

fallen within the last 24 hours; 

(c) medication administration (this work is also undertaken by an EN), including PRN 

medication; 

(d) ordering medication; 

(e) completing progress notes, reporting / charting/ preparing incident report; 

(f) responding to issues; 

(g) assessing pain management; 

(h) arranging for staff replacements;  

(i) updating care plans; and 

(j) interacting with families.166            

2.44 Ms Bayram gave evidence that there is a need for palliative care at the Grossard Court 

facility. She said the following skills are required: 

163 Statement of Lisa Bayram dated 29 October 2021 at [69] 
164 Statement of Lisa Bayram dated 29 October 2021  [35] 
165 Statement of Lisa Bayram dated 29 October 2021 [68] 
166 Statement of Lisa Bayram dated 29 October 2021 at [38], [48], [71]-[72] 
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(a) Clinical Skills. “The care plan is different for someone who's dying...  you actually 

have to have a knowledge of the dying process and what the likely scenarios are 

and have the [clinical167] skills to manage the patient's care”.168 

(b) Non-Clinical Skills. “you also need to have communication skills, empathy, 

understanding, you need to be able to listening, you need to be able to explain things 

to people, explain scenarios that some of them have never ever heard of and never 

dealt with in their lives before.  You need to be able to deal with people who are in 

distress.”169 

(c) As to “empathy and compassion”, Ms Bayram said “I think that they're things that 

you can learn from experience, not necessarily from books, and the more you do it 

the better you get at it”.170 

2.45 During cross-examination, Ms Bayam was shown a copy of the “Certificate III - Individual 

Support” and taken to the mandatory electives for aged care. Following which, she was 

asked to explain any gaps she sees in the education of the PCA (noting her opinion at [83]): 

(a) 120 hours is insufficient to understand daily operations and procedures:  

“We've had some fairly new PCAs come and work with us in recent months, and I 

also note that the amount of work that this course takes is 120 hours, so that's three 

weeks of study.  There are – the general daily work is not understood, so how the 

facility runs, what our processes are, how to manage our time, how to group 

activities, how to get their work done throughout the day, is something that they 

need to learn when they come”.   

(b) Content that PCAs should know BEFORE starting work in aged care: “there 

are things listed in this group D section that I think should be things that PCAs know 

before they come to work, so things like falls prevention”.  She identified them: 

(i) Falls prevention. “Falls prevention is an enormous component of what we 

do.  As people get older and frailer and sicker, they tend to fall over, but there 

are lots and lots of strategies that you can use to help prevent that”.171   

(ii) Foot care. “Foot care is really important”.172   

167 Transcript, 6 May 2022, PN8172     
168 Transcript, 6 May 2022, PN8171-PN8172        
169 Transcript, 6 May 2022, PN8173 
170 Transcript, 6 May 2022, PN8175     
171 Transcript, 6 May 2022, PN8214    
172 Transcript, 6 May 2022, PN8214    
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(iii) Loss and grief. “Loss and grief should be something that is at least 

introduced, because we deal with it every day, and that's not just about 

people dying; that's about people leaving their homes and coming to live in 

aged care.  It's about people whose spouses have died or whose children 

are away; have lost their independence, who can't see their friends, all of 

those sorts of things.” 173   

(iv) Mental Health. “I think perhaps there should be a little bit of information 

about dealing with mental health issues, because we have a lot of residents 

who have a history of depression or anxiety, not just residents who have, 

you know, well‑known diseases like schizophrenia; there are lots of people 

dealing with depression, particularly in this age group.” 174   

(v) Palliative care, “an introduction to palliative care should be a baseline 

component”.175   

(vi) Monitor Meals. “There's one here that says, 'Assist with monitoring 

modification of meals and menus according to individualised plans.'  That's 

really important, because the nursing staff don't have the time to supervise 

the dining rooms.  So the PCAs and the kitchen staff are the ones who are 

watching what goes on to the table, what actually gets consumed, what's not 

wanted, who's feeling sick, who's not eating today, who's coughing and 

wasn't coughing yesterday, are they not swallowing properly.  The PCAs are 

the ones who see all of that.”176 

(vii) Oral hygiene, “and that's something that's really underestimated.  If people 

haven't got good teeth or they've got a sore mouth and nobody's noticed, 

then they can't eat.”177 

 

(vii) Environment - Conditions under which Work is Done 

2.46 Ms Bayram describes the work environment as follows: 

173 Transcript, 6 May 2022, PN8214    
174 Transcript, 6 May 2022, PN8214    
175 Transcript, 6 May 2022, PN8214    
176 Transcript, 6 May 2022, PN8214    
177 Transcript, 6 May 2022, PN8217 
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(a) Facility. Grossard Court is an 80-bed facility with occupancy currently at about 67. 

The facility is a large, single level facility with three wings of 22 beds, 38 and 20 bed 

(memory support unit/dementia).178  

(b) Resident Rooms. Single rooms with ensuites.179 

(c) Dining. Each of the wings has a dining facility. Meals are served in each dining 

room by the PCAs and the kitchen staff. PCAs do breakfast preparation (toast and 

porridge) layout and monitoring of residents in their rooms. They also do the service 

of morning and afternoon tea and lunch/dinner in both the dining rooms and in 

resident’s rooms. 180  

2.47 Ms Bayam accepted the following propositions as accurate descriptions of the work 

environment:181   

(a) The resident rooms are bigger, with more capacity to move the resident around and 

help the resident - rather than being a small room. 

(b) Most of the rooms have an electronic bed that helps move the bed up and down. 

They are of assistance. 

(c) The bigger rooms allow access to both side of the bed. 

(d) The bigger rooms allow for the ability to move wheelchairs around. 

(e) There are larger bathrooms, which have doors wide enough for the wheelchair or 

frame to go through. She added “the bathrooms [are] fairly large and fairly easy to 

access”, which makes it easier to move somebody in and out of the shower. 

2.48 In Ms Bayam’s statement she said “[w]hile physical infrastructure has improved 

enormously, the layout has made it hard to deliver care”.182 During cross-examination, she 

clarified:  

(a) The difficulty concerns being “further away from each other physically”. She 

explained “we've got some long corridors, and we've got some little nooks, and so 

if residents are in their bedrooms they cannot be observed”.183 

178 Statement of Lisa Bayram dated 29 October 2021 at [22] - [24] 
179 Statement of Lisa Bayram dated 29 October 2021 at [22] - [24] 
180 Statement of Lisa Bayram dated 29 October 2021 at [22] - [24] 
181 See PN8221-PN8229 
182 Statement of Lisa Bayram dated 29 October 2021 [89] 
183 Transcript, 6 May 2022, PN8230    
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(b) She compared her current workplace to her work in hospitals. She explained in a 

hospital setting “people were in two bedrooms and four bedrooms, and it is easier 

to deliver care to multiple people if they're in a smaller space”.184 

 

  

184 Transcript, 6 May 2022, PN8233    
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(d) Maree Bernoth -- Associate Professor, School of Nursing, Paramedicine & 

 HealthCare Sciences 

 

(i)  Period of Service in Role 

2.49 13 years. Ms Bernoth has held the position of Associate Professor, School of Nursing, 

Paramedicine & HealthCare Sciences at Charles Sturt University since 2009.185 As part of 

this role, Ms Bernoth: 

(a) conducts research in aged care facilities; 

(b) supervises Higher Degree Research students who are undertaking Honours up to 

PhD courses; and 

(c) conducts in-house (in aged care facilities) training. 

2.50 She is not presently employed as a RN in aged care.186 She was not called as an expert. 

She was not required for cross-examination.  

 

(ii)  Period of Service in Industry 

2.51 37 years. Ms Bernoth has work in the aged care industry, in some capacity, since 1985.187 

 

(iii) Qualifications and Training  

2.52 Ms Bernoth holds the following qualifications: 

(a) Hospital based RN completed in 1974;188 

(b) Master of Education (Adult Education and Training) in 2001;189  

(c) Doctor of Philosophy in 2009;190 

(d) Post Graduate Certificate in Gerontological Nursing in 1985.191 

 

(iv) Submissions as to Weight   

2.53 The following aspects of Ms Payton’s evidence should attract little (if any) weight: 

185 Statement of Maree Bernoth dated 29 October 2021 at [17]. 
186 Statement of Maree Bernoth dated 29 October 2021 at [15] 
187 Statement of Maree Bernoth dated 29 October 2021 at [7] - [16].  
188 Statement of Maree Bernoth dated 29 October 2021 at [4]. 
189 Statement of Maree Bernoth dated 29 October 2021 at [5]. 
190 Statement of Maree Bernoth dated 29 October 2021 at [5]. 
191 Statement of Maree Bernoth dated 29 October 2021 at [6]. 
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(a) Quasi-Expert Opinion. To the extent Ms Bernoth provides evidence as an expert, 

that evidence should attach little weight for the following reasons: 

(i) Her evidence is primarily directed to her experience, observations and 

research as an Associate Professor. However, she was not called as an 

expert nor required to declare compliance with the expert code. 

Notwithstanding its form, it must be emphasised, Ms Bernoth is a lay witness 

in these proceedings.  

(ii) To the extent Ms Bernoth advances opinions as to the current nature of the 

work performed, given the work is not being performed by her, that evidence 

should attach little weight. Particularly when the Commission has evidence 

before it from RNs who currently work in aged care.  

(iii) As mentioned above, Ms Bernoth is not currently employed as a RN. She 

has not worked directly in an aged care facility in over 13 years.  Equally, 

she has not been directly employed by an aged care facility since that 

time.192 

(b) Staffing. To the extent Ms Bernoth’s evidence advances opinions about staffing, 

that evidence should attach little weight.193  

(i) In that respect, we rely upon our submissions at Section 5. 

(ii) The weight placed on Ms Bernoth’s evidence about the impact of current 

staffing levels on the work performed (for example, supervision) should also 

be limited because she is not currently employed as a RN.  

(iii) For example, she states: “There is often no supervision of RNs. New RNs 

going into aged care usually do not have the benefit of a mentor. They are 

usually rostered on without another RN and so have to find their own way”194 

(iv) Absent reference to objective evidence, that evidence can only be accepted 

as a statement of Ms Bernoth’s belief.  

 

(c) Support and education. Ms Bernoth provides evidence that she regularly provides 

support and education to aged care managers, educators and RNs.195 However, 

192 Statement of Maree Bernoth dated 29 October 2021 at [15] 
193 See Statement of Maree Bernoth dated 29 October 2021 at [45]-[46] 
194 Statement of Maree Bernoth dated 29 October 2021 at [46] 
195 Statement of Maree Bernoth dated 29 October 2021 at [18] - [20] 
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that evidence does not identify what this work actually involves. Absent particulars, 

it is of limited utility to the Commission.  

(d) Relevance. At paragraphs [63]-[66], Ms Bernoth expresses a general view about 

remuneration in the industry which is not a matter that is relevant consideration in a 

work value case. 

(e) Safety. Ms Bernoth gives evidence that staff in an aged care facility “regularly 

sacrifice their safety to give the care that is needed”. 196 At its highest, that evidence 

is a statement of Ms Bernoth’s belief. However, given is its generality and absence 

of particulars, there is no foundation to support the opinion there made. It should 

have not weight.  

(f) No Particulars. Throughout her evidence, Ms Bernoth makes a series of 

observations that are of high generality,197 in that form this evidence should be given 

little weight. That evidence does not assist the Commission. 

 

(v)  The Nature of the Work Performed 

2.54 Ms Bernoth provides the following observation of changes in the consumers of aged care 

since the 1990s: 

(a) “People entering aged care are more physically complex, are less mobile, more 

likely to be incontinent, their skin is more vulnerable and are more likely to have 

other problems, such as swallowing issues.”198  

(b) “There is also now a greater prevalence of mental health issues, including more 

people who are depressed, people who have had previous psychiatric conditions 

that are exacerbated with age, and people with dementia.”199  

(c) “Often, people are being admitted to a facility because their family or community 

aged care services can no longer cope. So, there are behaviour issues, they might 

be becoming increasingly aggressive or there are issues around their care that just 

cannot be managed in the community.”200 

2.55 Ms Bernoth notes that from her experience; 

196 Statement of Maree Bernoth dated 29 October 2021 at [57]. 
197 See Statement of Maree Bernoth dated 29 October 2021 at [49]-[62]. 
198 Statement of Maree Bernoth dated 29 October 2021 at [33] 
199 Statement of Maree Bernoth dated 29 October 2021 at [33] 
200 Statement of Maree Bernoth dated 29 October 2021 at [33] 
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(a) residents are entering residential care with complex nursing issues;201 

(b) there is an increased amount of time spent on documentation;202  

(c) RNs are tasked with identifying symptoms and caring for residents with dementia, 

delirium and depression;203 

(d) the work is performed under limited/no supervision by a RN;204 

(e) caring for persons with diverse backgrounds;205 

(f) medication aides and changes in technology and devices have increased.206 

 

(vi) Supervision 

2.56 As an Associate Professor, evidence as to Ms Bernoth’s supervision status at the University 

is not relevant on the current application.  

2.57 Ms Bernoth gives evidence suggesting there is an inadequacy of supervision for nursing 

employees in aged care, which she bases primarily upon her opinion vis-à-vis staffing 

levels. This evidence should attach little weight for the reasons set out above. Her opinion 

in that respect is of limited assistance to the task before the Commission.  

 

(vii) The Level of Responsibility or Skill Involved in doing the Work  

2.58 Ms Bernoth’s level of responsibility or skill involved in her work as an Associate Professor 

is not relevant on the current application.  

2.59 In relation to the work being performed in aged care facilities, Ms Bernoth gives a 

generalised overview of the work performed by care employees. As stated at the outset, 

that opinion should attach little weight.  

 

(vii) Environment - Conditions under which Work is Done 

2.60 As mentioned, Ms Bernoth is not currently working in aged care as a RN. She is an 

academic. As such, the conditions under which her work is performed are not relevant.  

201 Statement of Maree Bernoth dated 29 October 2021 at [31] 
202 Statement of Maree Bernoth dated 29 October 2021 at [36] 
203 Statement of Maree Bernoth dated 29 October 2021 at [42] 
204 Statement of Maree Bernoth dated 29 October 2021 at [46] 
205 Statement of Maree Bernoth dated 29 October 2021 at [54] 
206 Statement of Maree Bernoth dated 29 October 2021 at [55] - [56] 
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(e)  Pauline Breen -- RN -- RSL LifeCare 

 

(i)  Period of Service in Role 

2.61 Ms Breen works for RSL LifeCare as a RN in its home care arm. Prior to this, Ms Breen 

worked with palliative and aged care patients at Bryon Bay Hospital207. Ms Breen was not 

required for cross-examination.  

 

(ii)  Period of Service in Industry 

2.62 15 years. Ms Breen has worked in the aged care industry for around 15 years. 

 

(iii) Qualifications and Training  

2.63 Qualification. Ms Breen is a qualified RN.  

2.64 Additional Training. Ms Breen states that she has completed “a lot of further clinical 

training” in relation to wound care, stoma care, women’s health and aged care and handling 

aggressive patients.208      

2.65 Mandatory Internal Training. Ms Breen notes that in the last 5 years, the training offered 

by her employer has been increasingly computer based.209        

 

(iv) Submissions as to Weight   

2.66 The following aspects of Ms Breen’s evidence should attract little (if any) weight: 

(a) COVID-19. To the extent Mr Breen’s evidence addressed the impact of the 

pandemic on the performance of her role,210 we rely upon submissions at Section 5. 

(b) Risk Assessment. Ms Breen states that a “proper assessment of a client’s 

environment is not conducted before we visit them for the first time”.211 By that 

evidence it is apparent that Ms Breen is dissatisfied with steps taken by her 

employer and/or the employee responsible for doing the assessment. However, it 

does not sustain a conclusion that assessments do not take place or that all home 

environments are inherently hazardous.  

207 Witness Statement of Pauline Breen, dated 29 October 2021 at [7] 
208 Witness Statement of Pauline Breen, dated 29 October 2021 at [9], [21] 
209 Witness Statement of Pauline Breen, dated 29 October 2021 at [24] 
210 Witness Statement of Pauline Breen, dated 29 October 2021 [27] 
211 Witness Statement of Pauline Breen, dated 29 October 2021 [29] 
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(c) Dangerous Relatives. Ms Breen gives the following evidence: 

(i) “In many cases the client will have relatives living with them” (with “them” 

being a reference to “vicious dogs, domestic violence, guns” etc); 

(ii) “Sometimes those relatives have drug or alcohol problems. This can be 

dangerous and unsafe for our staff”.212 

That evidence is not supported by reference to any objective evidence, nor is it 

particularised. In the form of generalised information based on Ms Breen’s belief, 

that evidence should attach no weight. It does not assist the Commission.   

(d) Hearsay. Mr Breen gives the following evidence: 

“30. Another issue is the heat. Many aged persons do not have air conditioning. Our 

staff can become exhausted and dehydrated, particularly while working in the 

afternoon”.213 

The presence of air-conditioning within a household is not relevant to work value 

assessment. To the extent it is suggested to be a safety issue, that matter should 

have been raised by Ms Breen with her employer. Further, Ms Breen supports her 

opinion with reference to hearsay evidence (i.e. not personal experience). It have 

minimal weight attached to it.     

(e) Price of Petrol. Ms Breen states that “when the price of petrol goes up, it is an 

additional cost I have to pay for”.214 That evidence is not relevance to a work value 

application. It should attach no weight. 

(f) Additional Issues. Ms Breen concludes her statement by stating that the 

community is “not generally aware of the work we do”.215 That statement of belief is 

not relevant to the task before the Commission.   

 

(v)  The Nature of the Work Performed 

2.67 Ms Breen makes the following observation about her clients and work: 

(a) “the care needs of aged care clients have increased over the 15 years I have worked 

in home and community care nursing”; 216 

212 Witness Statement of Pauline Breen, dated 29 October 2021 [29] 
213 Witness Statement of Pauline Breen, dated 29 October 2021 [30] 
214 Witness Statement of Pauline Breen, dated 29 October 2021 [30] 
215 Witness Statement of Pauline Breen, dated 29 October 2021 [32] 
216 Witness Statement of Pauline Breen, dated 29 October 2021 at [15].  

4980



(b) generally, clients are staying in their home longer;217 and 

(c) the work is “getting more challenging” and in that respect she notes the following: 

(i) “Many patients express preferences to my employer (e.g. preferred times to 

visit) which I am expected to meet.” 218 

(ii) “Dealing with suspected cases of elder abuse is a particularly challenging 

part of my role.” 219  

(iii) “Caring for palliative patients and going through the end-of-life process with 

them and their families can also be quite stressful and upsetting.” 220 

 

(vi) Supervision 

2.68 Ms Breen did not identify her supervisor within RSL LifeCare. However, as set out below, 

she identifies her supervisory function within RSL LifeCare.  

 

(vii) The Level of Responsibility or Skill Involved in doing the Work 

2.69 Care Plan. As to a client’s care plan, Ms Breen gave the following evidence: 

(a) Writing the Care Plan. When a client commences with RSL LifeCare, she is 

responsible for writing the care plan.221 

(b) Reviewing the Care Plan. Approximately every 28 days, Ms Breen is required to 

review the care plan. The following is reviewed: 

“their medication, pain management, infection control and prevention, food, 

nutrition, hydration, continence care, dementia care, assess their mobility 

and falls risk, and consider their quality of life. I also assess their social 

supports and connections to the community.”222 

2.70 Ms Breen provided an overview of the work performed during a typical shift: 

(a) Commencement of Shift: Her workday begins at the RSL LifeCare office to pick 

up the supplies for her clients223. 

217 Witness Statement of Pauline Breen, dated 29 October 2021 at [15].  
218 Witness Statement of Pauline Breen, dated 29 October 2021 at [12] 
219 Witness Statement of Pauline Breen, dated 29 October 2021 at [12] 
220 Witness Statement of Pauline Breen, dated 29 October 2021 at [12] 
221 Witness Statement of Pauline Breen, dated 29 October 2021 at [14] 
222 Witness Statement of Pauline Breen, dated 29 October 2021 at [14] 
223 Witness Statement of Pauline Breen, dated 29 October 2021 at [10] 
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(b) Tasks Performed: 

(i) stoma care,  

(ii) applying cortisone creams,  

(iii) applying topical treatments to patients with skin cancer,  

(iv) medication management,  

(v) addressing constipation issues,  

(vi) wound care,  

(vii) applying compression stockings, and  

(viii) following up with doctors and allied health workers224    

2.71 Supervisory Role. RSL LifeCare employs AINs. In relation to AINs, Ms Breen has the 

following responsibilities:  

(a) “It is my responsibility as the RN to provide direction to the AINs about the care to 

be provided”;  

(b) to “keep patients’ care plans up-to-date so that the AINs can follow them”.  

2.72 Ms Breen also noted that her “communications with AINs are almost always over the 

phone”. 225 

 

(vii) Environment - Conditions under which Work is Done 

2.73 Ms Breen gives the following evidence as to the conditions under which work is done: 

(a) Aggressive Clients. “If a patient is aggressive, I organise for two staff members to 

attend. I have had training in handling aggressive patients. I also try to have a family 

member present in these situations, where possible”.226 

224 Witness Statement of Pauline Breen, dated 29 October 2021 at 10] 
225 Witness Statement of Pauline Breen, dated 29 October 2021 [16] 
226 Witness Statement of Pauline Breen, dated 29 October 2021 [24] 
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3. NP EVIDENCE 

 

(a) Stephen Voogt -- Consultant NP 

 

(i)  Period of Service in Role 

3.1 Mr Voogt is employed by his own company and operates in the aged care industry as a NP 

on a consultancy basis227. Mr Voogt has Collaborative Agreements with 10 General 

Practitioners to provide his services to aged care facilities in the Wangaratta area228 Mr 

Voogt began his consultancy business in 2013.229 

 

(ii)  Period of Service in Industry 

3.2 Mr Voogt has worked in the aged care industry since around 2010.230 

 

(iii) Qualifications and Training  

3.3 Mr Voogt has the following qualifications: 

(a) RN, completed hospital based training (1986 to 1988);231 

(b) Graduate Certificate in Mental Health Nursing (2002);232 

(c) In 2007 Mr Voogt commenced his NP candidacy in Gerontology and was endorsed 

as a NP by the Nurses Board of Victoria in 2010.233                                        

(iv) Submissions as to Weight   

3.4 The following aspects of Ms Payton’s evidence should attract little (if any) weight: 

(a) Support from DSA. To the extent that Mr Voogt’s evidence addresses the 

frequency and availability of support from Dementia Service Australia (DSA), and 

the system in general, is not relevant to the work performed by him, in his role as a 

NP.234 

227 Statement of Stephen Voogt, dated 9 May 2022 at [4]. 
228 Statement of Stephen Voogt, dated 9 May 2022 at [27]. 
229 Statement of Stephen Voogt, dated 9 May 2022 at [21]. 
230 Statement of Stephen Voogt, dated 9 May 2022 at [5].  
231 Statement of Stephen Voogt, dated 9 May 2022 at [9] 
232 Statement of Stephen Voogt, dated 9 May 2022 at [14] 
233 Statement of Stephen Voogt, dated 9 May 2022 at [15] 
234 Statement of Stephen Voogt, dated 9 May 2022 at [37] 
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(b) Use of non-pharmacological interventions. To the extent that Mr Voogt’s 

evidence addresses his opinion regarding the use of non-pharmacological 

interventions and the resources available to manage those needs within the scope 

of the available funding is irrelevant235. 

(c) Opinion about Doctor “Reluctance” to Medicate Elderly. To the extent that Mr 

Voogt’s evidence addresses the opinion that doctors are reluctant to prescribe 

medication to the elderly compared to a young person has been made without 

foundation and does not assist the Commission in its consideration.236 

(d) COVID-19. To the extend Mr Voogt’s evidence addressed the impact of the 

pandemic on his work, we repeat and rely upon our submission at Section 5. 

 

(v)  The Nature of the Work Performed 

3.5 The role of the NP is unique to all others in the aged care industry given the quasi-medical 

nature of a NP and that Mr Voogt operates a consultancy business, the work he performs 

will be dependent on the needs of his client.  

3.6 will be dependent on the needs of his client. 

3.7 Mr Voogt explain the difference between an RN and NP is “their scope of practice”237 and 

that to be a NP “we have to do clinical monitoring and a master's and we have to be 

mentored by geriatricians or whatever specialty you're in.  And once – well, when I did I had 

to sit exams.”238 

3.8 Mr Voogt notes the nature of working in residential aged care as follows: 

The time, resources and skills associated with managing residents with complex 

behaviours and to provide high level quality of life for residents in aged care has 

dramatically increased over recent years.239  

 

(vi) Supervision 

3.9 Mr Voogt did not speak to the level of supervision he had or provided in his Statement or 

during cross examination. 

 

235 Statement of Stephen Voogt, dated 9 May 2022 at [38] 
236 Statement of Stephen Voogt, dated 9 May 2022 at [58]. 
237 Transcript, 9 May 2022 at PN9295. 
238 Transcript, 9 May 2022 at PN9295. 
239 Statement of Stephen Voogt, dated 9 May 2022 at [58]. 
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(vii) The Level of Responsibility or Skill Involved in doing the Work 

3.10 Mr Voogt describes the nature of his role as “I am an autonomous practitioner – I can 

diagnose, order therapeutic interventions, order diagnostics and refer patients and 

residents to specialists”240. He describes the level of skill as being similar to a doctor. During 

cross examination, he stated “look, I'm probably more crossover with the doctor actually.”241 

3.11 Mr Voogt identifies that the work of a NP is different to RN because “we have extended 

scope of practice”. The means NPs are “allowed to do a lot of similar things to doctors” such 

as:  

(a) “order diagnostics”;242  

(b) “interpret those diagnostics”; 243 and  

(c) “then manage any illnesses through therapeutic medication”. 244   

(d) prescribe, refer to specialists, order pathology and radiology.245 

3.12 As an NP, Mr Voogt will clinically assess the residents which the RN that the nursing staff 

have identified as having a problem.246 

3.13 When in the facility, Mr Voogt’s work involves the following:  

(a) managing “most of the medical clinical needs of the residents”;247  

(b) if an issue is “particularly complex”, Mr Voogt will contact the GP; 248  

(c) monitoring medical issues and geriatric syndromes which usually requires 

assessment, investigations, and pharmacological intervention.249 

3.14 When in need of assistance, or if there is a complex matter, Mr Voogt will contact a GP.250 

 

  

240 Statement of Stephen Voogt, dated 9 May 2022 at [26]. 
241 Transcript, 9 May 2022 at PN9316 
242 Transcript, 9 May 2022 at PN9295. 
243 Transcript, 9 May 2022 at PN9295. 
244 Transcript, 9 May 2022 at PN9295. 
245 Transcript, 9 May 2022 at PN9295. 
246 Transcript, 9 May 2022 at PN9324 
247 Statement of Stephen Voogt, dated 9 May 2022 at [27]. 
248 Statement of Stephen Voogt, dated 9 May 2022 at [27]. 
249 Statement of Stephen Voogt, dated 9 May 2022 at [27]. 
250Statement of Stephen Voogt, dated 9 May 2022 at [27]. 
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(vii) Environment - Conditions under which Work is Done 

3.15 Mr Voogt identifies that he has “witnessed a number of assaults in residential aged care 

facilities”251. 

3.16 Mr Voogt makes the following observations about the environment: 

(a) there is an increase in bariatric residents that require a two person lift252; 

(b) more complex palliative care as residents have been unwell for longer253; 

(c) staff are dealing with “diseases and geriatric syndromes - falls, incontinence, 

polypharmacy, dementia, depression”254; 

(d) there are more acute treatments255.  

  

251 Statement of Stephen Voogt, dated 9 May 2022 at [39] 
252 Statement of Stephen Voogt, dated 9 May 2022 at [47] 
253 Statement of Stephen Voogt, dated 9 May 2022 at [47] 
254 Statement of Stephen Voogt, dated 9 May 2022 at [49] 
255 Statement of Stephen Voogt, dated 9 May 2022 at [50] 
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(b) Hazel Bucher -- NP -- Access Aged Care 

 

(i)  Period of Service in Role 

3.17 Ms Bucher has recently commenced employment with Access Aged Care256. Prior to April 

2022, Ms Bucher worked as the General Manager Clinical Services Nurse Practitioner with 

Southern Cross Care Tasmania Inc257 

 

(ii)  Period of Service in Industry 

3.18 Ms Bucher has worked in the aged care industry on-and-off for the past 40 years. Most 

recently, she has been in the industry since 2010258 

 

(iii) Qualifications and Training  

3.19 Ms Bucher holds the following qualifications: 

(a) Hospital based RN; 

(b) Master of Nursing Science (Nurse Practitioner);  

(c) Graduate Diploma Nursing Aged Care & Graduate Diploma Mental Health;  

(d) Graduate Certificate (Geriatric Rehabilitation).259           

                                 

(iv) Submissions as to Weight   

3.20 The following aspects of Ms Bucher’s evidence should attract little (if any) weight: 

(a) Ms Bucher states that “The current public scrutiny on the sector although very 

needed, results in further external pressures and attracting experienced nurses to 

the sector more difficult, particularly as the nursing work has historically been viewed 

as less important than nursing in acute care”260, is not of assistance to the 

Commission. 

(b) Her opinion of the nature of the communication between RNs and family members 

has been made without foundation.261 

256 Statement of Hazel Bucher, dated 9 May 2022 at [5]. 
257 Statement of Hazel Bucher, dated 9 May 2022 at [5] 
258 Statement of Hazel Bucher, dated 9 May 2022  at [8].  
259 Statement of Hazel Bucher, dated 9 May 2022 at [13]. 
260 Statement of Hazel Bucher, dated 9 May 2022 at [3]. 
261 Statement of Hazel Bucher, dated 9 May 2022 at [41]. 
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(c) Ms Bucher expressed an opinion that the work of aged care workers has profoundly 

increased but has done so without foundation.262 

(d) Ms Bucher talks about her ideal facility, which is not of assistance to the Commission 

as this falls outside of the scope of the current work value claims.263 

(e) Ms Bucher provides additional comments regarding the industry and recognition of 

the profession which is not of assistance to the Commission.264 

(f) Ms Bucher expresses that dealing with family members of residents with mental 

health issues can be challenging for RNs.265 This statement is made without 

foundation. 

(g) COVID-19. To the extent, Ms Bucher’s evidence addresses the impact of the 

pandemic upon the work performed, we repeat and rely upon our submission at 

Section 5. 

 

(v)  The Nature of the Work Performed 

3.21 Ms Bucher states that the “nature of work within RACFs has become more stressful over 

the approximately ten years in which I have been engaged in the sector. There are many 

competing priorities – creating a home like environment but providing clinical grade 

service is challenging.”266 

 

(vi) Supervision 

3.22 Ms Bucher did not speak to the level of supervision she had and has not provided this 

information in her Statement or during cross examination. 

 

(vii) The Level of Responsibility or Skill Involved in doing the Work 

3.23 It is important to note that Ms Bucher’s evidence largely relates to her role as General 

Manager Clinical Services. A NP qualification is not required for this role. 

3.24  Ms Bucher provides a general overview of the work she performed when employed by 

Southern Cross Care Tasmania as the General Manager of Clinical Services: 

262 Statement of Hazel Bucher, dated 9 May 2022 at [43]. 
263 Statement of Hazel Bucher, dated 9 May 2022 at [45]. 
264 Statement of Hazel Bucher, dated 9 May 2022 at [51] - [55] 
265 Statement of Hazel Bucher, dated 9 May 2022 at [41] 
266 Statement of Hazel Bucher, dated 9 May 2022 at [31] 
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When I visit a RACF my work entails responding to RN/EN queries in relation to 

issues such as:  

(a) updating medication charts as appropriate  

(b) management of venous leg ulcers  

(c) behavioural management  

(d) infection control  

(e) referral processes.  

… 

I will review the resident’s overall health status in collaboration with the RN looking 

at such matters as diet, oxygen levels, and options for dressings. In the event of an 

infection I will advise in relation to contacting the GP and advice to the resident’s 

family. If I have a collaborative agreement in place I will manage the infection 

informing the GP, providing timely health outcomes for the resident. The role is to 

act as a resource for the resident’s clinical needs as well as a mentor and resource 

for the RNs involved in the care. Medication charts sometimes require updating in 

circumstances where GPs have prescribed but not attended or accessed the 

relevant digital system. Under a shared care model the GP will authorise me as NP 

to update the medication chart on their behalf 

… 

Matters of special emphasis in my role are ensuring communication is clear and 

consistent when introducing new programs such as Palliative Care Outcomes 

Collaborative (PCOC) and that clinical care is of a good standard. 

… 

As General Manager of Clinical Services – Nurse Practitioner I have oversight 

across 9 RACF’s and home packages supporting Clinical Care Co-ordinators (CCC) 

and RN’s across these sites. I generally hold monthly Clinical Committee meetings 

which the Facility Managers and Clinical Care Co-ordinators attend. With a current 

shortage of experience RN’s the focus is maintained on the education and support 

of these new nurses. The meeting minutes are then reviewed by the governance 

committee of SCC.267 

3.25 Ms Bucher describes the skills used during her time as the General Manager of Clinical 

Services as: 

“The skills I use in my work day to day are predominantly highly developed 

communication skills, assessment skills, critical reasoning and mentoring skills. I 

provide informal education most of the time by encouraging clinical reasoning and 

critical thinking whilst mentoring”268 

  

267 Statement of Hazel Bucher, dated 9 May 2022 at [21] - [24] 
268 Statement of Hazel Bucher, dated 9 May 2022 at [28] 
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(vii) Environment - Conditions under which Work is Done 

3.26 Care Plans. Ms Bucher notes that “Resident care plans provide evidence to the ACQSC 

that we know our residents well however, day to day care staff rely on verbal reports and 

knowing the resident and needs are communicated through mentoring for new staff . Thus 

generally, care staff rely on verbal instructions and asking questions/mentoring. The care 

plans are important in documenting care needs both for care provision for new staff and to 

ensure an understanding of the care needs of the resident”269. 

 

 

269 Statement of Hazel Bucher, dated 9 May 2022 at [38] 
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1. ENROLLED NURSE EMPLOYEES  

1.1 In these proceedings, the Commission heard evidence from 3 witnesses who are or have 

been employed in the classification of Enrolled Nurse (EN) under the Nurses Award.  The 

following witnesses gave evidence as to their experience working in the aged care industry: 

(a) Suzanne Hewson, EN at Southern Cross Care;  

(b) Wendy Knights, EN at Princes Court Aged Care; and 

(c) Patricia McLean, EN at Blue Care.  

1.2 For each witness, their evidence with respect to the following topics will be summarised:  

(a) Period of Service in Role; 

(b) Period of Service in Industry; 

(c) Qualifications and Training; 

(d) Submissions as to Weight; 

(e) The Nature of the Work Performed; 

(f) Supervision; 

(g) The Level of Responsibility or Skill Involved in doing the Work; and  

(h) Environment - Conditions under which Work is Done.    

1.3 The evidence of each witness will be reviewed in turn. 
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(a) Suzanne Hewson -- EN -- Southern Cross Care 

 

(i)  Period of Service in Role 

1.4 3 years. Ms Hewson has been employed at Southern Cross Care’s Labrina Village for 

approximately three years as an EN.1 At the time of cross-examination, Ms Hewson had left 

the industry. 

 

(ii)  Period of Service in Industry 

1.5 11 years. Ms Hewson has worked in the aged care industry since 2014 when she 

commenced work as a Personal Care Assistant for Bupa2. 

 

(iii) Qualifications and Training  

1.6 Ms Hewson has the following qualifications: 

(a) Certificate III in Financial Services3; 

(b) Certificate III in Aged Care4; 

(c) Diploma of Nursing5. 

 

(iv) Submissions as to Weight   

1.7 The following aspects of Ms Hewson’s evidence should attract little (if any) weight: 

(a) Relevance. At [16], Ms Hewson expresses “frustration” regarding the reduction in 

shift length at the facility for ENs, with respect to Ms Hewson, this is not a matter 

which is relevant for work value considerations. 

(b) Opinion. At [30]-[32] Ms Hewson expresses her personal opinion with respect to 

Ms Hewson, this is not a matter which is relevant for work value considerations. 

 

  

1 Witness Statement of Suzanne Hewson, dated 6 May 2022 at [14] 
2 Witness Statement of Suzanne Hewson, dated 6 May 2022 at [10] 
3 Witness Statement of Suzanne Hewson, dated 6 May 2022 at [9] 
4 Witness Statement of Suzanne Hewson, dated 6 May 2022 at [10] 
5 Witness Statement of Suzanne Hewson, dated 6 May 2022 at [14] 
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(v)  The Nature of the Work Performed 

1.8 Ms Hewson states that the workload is “heavy and ever-increasing”6 and that her job is 

stressful, physical and emotionally demanding7. 

1.9 Ms Hewson notes that due to the increasing complexity of the needs of residents, the skills 

required include: 

(a) maintaining knowledge about the medications residents are taking; 

(b) keeping residents properly hydrated; 

(c) providing training to other staff about dementia; 

(d) providing social support; and 

(e) providing palliative care.8 

1.10 Ms Hewson goes onto state that she is constantly assessing the residents for any signs of 

deterioration or abnormal observations9. 

 

(vi) Supervision 

1.11 RN and Residential Services Manager. Ms Hewson is subject to the supervision of a RN 

and a residential services manager. For example, Ms Hewson will draw up insulin for a RN 

to check and will handover to a RN to administer. 

 

(vii) The Level of Responsibility or Skill Involved in doing the Work 

1.12 Ms Hewson provides a breakdown of the work she performs on a shift (noting that every 

shift is different): 10 

(a) Commencement of Shift: Collect DECT (cordless) phone, keys, PCS (person 

centred software) device, and handover sheet.  

(b) Between 6:30-11am she performs the following tasks: 

(i) 0630: Take blood sugar levels (“BSLs”) of three residents and body 

temperatures (the night RN takes the other three BSLs of diabetic residents).  

6 Witness Statement of Suzanne Hewson, dated 6 May 2022 at [18] 
7 Witness Statement of Suzanne Hewson, dated 6 May 2022 at [20] 
8 Witness Statement of Suzanne Hewson, dated 6 May 2022 at [9] 
9 Witness Statement of Suzanne Hewson, dated 6 May 2022 at [9] 
10 Witness Statement of Suzanne Hewson, dated 6 May 2022 at [17] 
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(ii) 0640: Set up the drug trolley, take medicines out of the fridge, crush tablets, 

prepare cups (for protein drinks, regular aperients, supplements etc.). Get 

out clexane injection for RN to check. 

(iii) 0650: Administer medication to one resident including tablets, eye drops, 

nasal spray, Movicol drink for bowels, as pain medications need to be 

administered at 0700, 1100, 1600 and 2000.  

(iv) 0700: Handover from night RN and complete additional handover from PCS 

device. 

(v) 0715: Commence drug round. There are a further ten residents with time 

sensitive medications that need to be completed as close as possible to 

0800. Draw up 5 x insulin for 4 residents – this needs to be administered 

prior to 0830.  

(vi) Check that opioid pain patches are on residents (four residents currently 

have these). Ms Hewson is qualified through her diploma training to put on 

and off opioid patches, which a Certificate III holder cannot do.11 

(vii) Check that a further two residents have medical patches for overactive 

bladders.  

(viii) Measure oxygen saturations (two residents currently need this). 

(ix) Clean a resident’s CPAP machine.  

(x) Record pulses of two residents prior to administration of medication 

(digoxin).  

(xi) Take all residents’ body temperatures.  

(xii) Answer call bells and attend to any residents where PCWs report a change 

in status including, for example, a new wound or a bruise. Take photos of 

pre-existing bruises if time permits.  

(xiii) 0910: Drug round finishes. Put away insulin containers and medications from 

refrigerator.  

(xiv) 0915: Drug round for drugs of dependence (DDs) commences.  

(xv) 0935: Drug round for DDs finishes.  

11 Transcript, dated 6 May 2022 at PN8299 
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(xvi) 0935-1020: Complete wound dressings, administer any topical treatments, 

provide heat packs. Finish taking pictures of bruises.  

(xvii) 1020-1040: Document temperatures for COVID-19 monitoring purposes.  

(xviii) Discussions with the RN regarding PRN medications, any particular review 

of residents that they need to do (e.g. a new wound), any deterioration or 

any abnormal observations 

(xix) Call the doctor or pharmacy with any queries. Make notes in doctors’ book 

regarding any residents to be reviewed.  

(xx) 1040: confirm in the electronic drug chart (Medimap) that all 0930 fortified 

milkshakes and other drink supplements have been administered, during my 

unpaid tea break.  

(xxi) 1050: Restock drug trolley and reorder any medications.  

(c) Between 11am to 12pm, she performs the following tasks:  

(i) 1100: Administer medication to one resident and continue to finish checking 

drug trolley for stock and reorders.  

(ii) Check BSLs for four residents. Draw up insulin for RN to check.  

(iii) 1135: Commence 1200 drug round. All medications are supposed to be 

administered prior to 1200 and prior to lunch service, as having medications 

in the dining room interrupts the dining experience.  

(d) From 12pm to end of shift: 

(i) 1200: Finish drug round. Complete documentation, check work emails, clean 

drug trolley, put rubbish in bin.  

(e) End of Shift: Handover to RN. 

 

 (viii) Environment - Conditions under which Work is Done 

1.13 Ms Hewson provided the following description of the facility:  

(a) Labrina Village has 26 residents downstairs and 15 residents upstairs.12 

(b) The building used to be a police station, then retirement accommodation, and now 

a residential aged care facility.13  

12 Witness Statement of Suzanne Hewson, dated 6 May 2022 at [15] 
13 Witness Statement of Suzanne Hewson, dated 6 May 2022 at [15] 
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(c) The building was not designed to be a residential aged care facility. Many of the 

rooms are accessed through an external courtyard.14  

14 Witness Statement of Suzanne Hewson, dated 6 May 2022 at [15] 
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(b) Wendy Knights -- EN -- Princes Court Homes 

 

(i)  Period of Service in Role 

1.14 13 years. Ms Knights has worked as an EN at Princes Court since 200915. 

 

(ii)  Period of Service in Industry 

1.15 20 years. Ms Knights has worked in the aged care industry since around 2002 working as 

an AIN prior to her employment with Princes Court.16 

 

(iii) Qualifications and Training  

1.16 Ms Knights holds the following qualifications: 

(a) Certificate III in Community Services; 

(b) Certificate IV in Community Services; 

(c) Diploma in Nursing. 

1.17 In addition to the above, Ms Knights has also undertaken the following training courses: 

(a) Wikki dementia course; and 

(b) palliative care course. 

 

(iv) Submissions as to Weight   

1.18 The following aspects of Ms Knight’s evidence should attract little (if any) weight: 

(a) Staffing. Ms Knights expresses frustrations with her employer’s staffing 

arrangements17 and having to work unpaid overtime,18 this is not a matter which is 

relevant to a work value consideration. 

(b) Enterprise Agreement. Ms Knights expresses what she considers are the barriers 

to wage increases through enterprise bargaining, these are matters which are not 

relevant for a work value consideration.19 

15 Witness statement of Wendy Knights, dated 6 May 2022 at [3] 
16 Witness statement of Wendy Knights, dated 6 May 2022 at [9] 
17 Witness statement of Wendy Knights, dated 6 May 2022 at [28]- [29] 
18 Witness statement of Wendy Knights, dated 6 May 2022 at [85] 
19 Witness statement of Wendy Knights, dated 6 May 2022 at [97] - [99] 
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(c) Relevance. Ms Knights states ways in which she has advocated for more staff, a 

working party to address concerns about impact of reduced restraints and concerns 

with pain management processes, these are matters which are not relevant for a 

work value consideration.20 

(d) COVID-19. To the extent Ms Knights evidence addresses the impact of the 

pandemic, we repeat and rely upon our submission at Section 5. 

 

(v)  The Nature of the Work Performed 

1.19 Ms Knights makes the following observations about residents:  

(a) There is an increased level of violence and aggression.21  

(b) The average age of residents (and, correspondingly, their care needs) has 

dramatically increased over my time in aged care. 22    

(c) There are many residents in their 80s, 90s, and even 100s. 23    

(d) “We do classify about 56 residents as low care (in 7 units) because they are more 

mobile, but within that group there would only be 4 or 5 who are really low care”.24   

(e) “We have two ‘advanced care’ units – with 16 and 12 residents respectively, as well 

as a dementia unit of 18 residents. While there is a specific dementia unit, many 

people in other units have dementia but the dementia-specific unit is used for those 

with more significant behavioural issues”. 25   

(f) “[T]here is no longer any clear distinction between “low care” and “high care””.26   

 

(vi) Supervision 

1.20 RN. Ms Knights is supervised by a RN and seeks assistance/notifies a RN if there is a 

concern.27 

 

  

20 Witness statement of Wendy Knights, dated 6 May 2022 at [87] - [89] 
21 Witness statement of Wendy Knights, dated 6 May 2022 at [73] 
22 Witness statement of Wendy Knights, dated 6 May 2022 at [19] 
23 Witness statement of Wendy Knights, dated 6 May 2022 at [19] 
24 Witness statement of Wendy Knights, dated 6 May 2022 at [19] 
25 Witness statement of Wendy Knights, dated 6 May 2022 at [19] 
26 Witness statement of Wendy Knights, dated 6 May 2022 at [18]  
27 Witness statement of Wendy Knights, dated 6 May 2022 at [24], PN 9258 
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(vii) The Level of Responsibility or Skill Involved in doing the Work 

1.21 Ms Knights states that she is in charge of the dementia unit. When working in that capacity, 

she has two carers who report to her.28   

1.22 Ms Knights notes the work performed to be as following: 

(a) Being in charge of two medication rounds;29 

(b) Completing work that was missed on the morning shift;30 

(c) Pressure area rounds;31 

(d) Undertaking documentation and doing a handover;32 

(e) Incident reporting;33 

(f) Redressing and monitoring of wounds;34 

(g) Progress notes;35 and 

(h) Updating care plans.36 

 

(viii) Environment - Conditions under which Work is Done  

1.23 Ms Knights describes the Princes Court facility: 

(a) Princes Court is a 103-bed facility, with around 3 or 4 respite beds.37    

(b) The word “hostel’ was in the title (including in the title of our Enterprise Agreement) 

until recently but has now been dropped. 38    

1.24 Safety. During cross-examination Ms Knights acknowledged that there are policies and 

procedures in place to ensure the safety of care staff.39   

 

 

  

28 Witness statement of Wendy Knights, dated 6 May 2022 at [24] 
29 Witness statement of Wendy Knights, dated 6 May 2022 at [31] 
30 Witness statement of Wendy Knights, dated 6 May 2022 at [31] 
31 Witness statement of Wendy Knights, dated 6 May 2022 at [33] 
32 Witness statement of Wendy Knights, dated 6 May 2022 at [33] 
33 Witness statement of Wendy Knights, dated 6 May 2022 at [61] 
34 Witness statement of Wendy Knights, dated 6 May 2022 at [61] 
35 Witness statement of Wendy Knights, dated 6 May 2022 at [64] 
36 Witness statement of Wendy Knights, dated 6 May 2022 at [65] 
37 Witness statement of Wendy Knights, dated 6 May 2022 at [18]  
38 Witness statement of Wendy Knights, dated 6 May 2022 at [18]  
39 Transcript, dated 9 May 2022 at PN9253 
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(b) Patricia McLean -- EN -- Blue Care (Community Care) 

 

(i)  Period of Service in Role 

1.25 12 years. Ms McLean worked as an EN in community care for Blue Care between 2009 to 

2021.40 She is currently working one day a week for the Queensland Nurses and Midwives’ 

Union (QNMU) since June 2021.41 This section will focus on her evidence relating to work 

performed as an EN.  

 

(ii)  Period of Service in Industry 

1.26 43 years. Ms McLean states that she has worked in the aged care industry for 43 years42 

 

(iii) Qualifications and Training  

1.27 Ms McLean holds the following qualifications 

(a) Certificate IV in Aged Care43; 

(b) Certificate IV in Workplace Health and Safety44 

(c) Diploma of Nursing (Endorsed Enrolled Nurse)45; 

 

(iv) Submissions as to Weight   

1.28 The following aspects of Ms Knight’s evidence should attract little (if any) weight: 

(a) Relevance. At [4]-[11], Ms McLean details her personal circumstances. These 

matters are not relevant to a work value consideration. 

(b) Opinion. At [121]- [124], Ms McLean expresses opinion on the travel and transport 

arrangements of her employer which is not a matter relevant to a work value 

consideration. 

(c) Opinion. At [125]-[127], Ms McLean expresses the opinion that she does not feel 

that the work performed by ENs are valued properly by her employer or reflected in 

the wages, which is not a matter relevant to a work value consideration. 

40 Witness statement of Patricia McLean, dated 6 May 2022 at [6] 
41 Witness statement of Patricia McLean, dated 6 May 2022 at [10] 
42 Witness statement of Patricia McLean, dated 6 May 2022 at [11] 
43 Witness statement of Patricia McLean, dated 6 May 2022 at [23] 
44 Witness statement of Patricia McLean, dated 6 May 2022 at [25] 
45 Witness statement of Patricia McLean, dated 6 May 2022 at [24] 
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(v)  The Nature of the Work Performed 

1.29 Ms McLean gives the following evidence relevant to the nature of the work performed. She 

makes the following observations: 

(a) She considers the scope of work she performs to be similar to that of an EN in 

residential care, for example, she states that “I think they took an attitude that if ENs 

in residential care couldn't do it, then the ENs in community couldn't do it.” 46 

(b) The work is physically and emotionally demanding.47 

(c) The work required of her is determined by her employer48, however, due to Blue 

Care’s Tailor Made Service Model, she would ‘put the kettle on’ or ‘fetch things from 

another room’.49   

 

(vi) Supervision 

1.30 Ms McLean reported to a clinical care coordinator and was buddied up with a RN to whom 

she would consult with and seek advice from.50 

1.31 Ms McLean agreed during cross examination that she always worked within her scope of 

practice and could contact a RN if required51. 

1.32 In emergency situations, Ms McLean has a procedure to follow which involves calling a RN 

for advice or calling an ambulance if it was outside of what could be treated within the 

home.52 

 

(vii) The Level of Responsibility or Skill Involved in doing the Work 

1.33 During her employment with Blue Care, Ms McLean initially wrote the care plans for clients, 

however this responsibility was removed from ENs and taken over by a RN.53  

1.34 Ms Mclean describes the tasks she performed as ‘clinical work’ involving: 

46 Transcript, dated 9 May 2022 at PN9739 
47 Witness statement of Patricia McLean, dated 6 May 2022 at [49], [52] 
48 Witness statement of Patricia McLean, dated 6 May 2022 at [55] 
49 Witness statement of Patricia McLean, dated 6 May 2022 at [72] 
50Transcript, dated 9 May 2022 at PN9702 
51Transcript, dated 9 May 2022 at PN9718 
52 Transcript, dated 9 May 2022 at PN9741 
53 Transcript, dated 9 May 2022 at PN9723 
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(a) “changing catheters, providing wound care (including drains), treating ulcers, 

assessing clients as to whether they needed to go to their GP / hospital, applying 

cream (medicated and non-medicated) to client’s skin, administering 12 medicine, 

assisting clients with medication, and monitoring client’s health to ensure they are 

doing okay at home”;54 

(b) Documenting the visit;55 

(c) Performing skin integrity checks;56 

(d) Assess clients’ mobility;57  

(e) Checking weights;58 and 

(f) Talking to clients about incontinence pads and other strategies to deal with their 

concerns about toileting.59   

 

(viii) Environment - Conditions under which Work is Done  

1.35 During cross-examination, Ms McLean gave the following evidence about conditions under 

which work is done: 

(a) Environmental Assessment. “The policy with Blue Care is that they always did 

what they called an environmental assessment, and that was a particular form that 

you completed, which was to say it was safe for the staff to go into the home.” 

Matters that may be addressed in an environmental assessment include:  

(i) whether there was a key safe, the number - so if the client did not answer 

“we could get in”; or 

(ii) front stairs broken, back stairs safe - so you would “enter via the back stairs”; 

(iii) confirmation the smoke alarm is functioning.  

This assessment is completed as part of the admission process, on the very first 

visit. It is then included in the care plan, which Ms McLean has access to via her 

phone. 60  

54 Witness statement of Patricia McLean, dated 6 May 2022 at [73] 
55 Transcript, dated 9 May 2022 at PN9746 - PN9755 
56 Witness statement of Patricia McLean, dated 6 May 2022 at [40(d)] 
57 Witness statement of Patricia McLean, dated 6 May 2022 at [40(e)] 
58 Witness statement of Patricia McLean, dated 6 May 2022 at [40(f)] 
59 Witness statement of Patricia McLean, dated 6 May 2022 at [40(g)] 
60 Transcript, dated 9 May 2022 at PN9756 - PN9759 
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(b) Hazard Assessments. “When I first started at Blue Care one of my tasks was to do 

hazard assessments, like if a PC reported back to the office that somebody had a 

hole in their lounge room floor, then it was up to me to go out and to see how we 

could make the situation safe, whether the client or the family were prepared to 

rectify it.” She provided an example of a client that was a hoarder, which makes it 

difficult to get into their home. That issue may be rectified by stating that “the PC 

could still visit so long as they only went in the front door and met the client at the 

front verandah rather than go through the whole house.  So that was part of what I 

did initially for workplace health and safety”. 61 

 

61 Transcript, dated 9 May 2022 at PN9756 - PN9759 
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1. HOME CARE EMPLOYEES: INTRODUCTION  

1.1 In these proceedings, the Commission heard evidence from 25 witnesses that meet the 

classification of “home care employee” under the SCHADS Award. Those employees 

included the following job titles: 

(a) “personal care worker” or “care worker” (in-home care);1 

(b) “personal support worker”, “home support worker”, “home service worker” or 

“support worker” (in-home care);2 

(c) “home support team member”;3 

(d) “personal care assistant”;4 

(e) “care worker coach”;5 

(f) “team leader”;6 

(g) “coordinator”.7 

(The job titles listed at (a)-(d) will be considered collectively under the heading “in-home 

care worker” below). 

1.2 During the course of proceedings, the witnesses of Antoinette Schmidt (Specialised 

Dementia Care Worker at HammondCare) and Lyn Cowan (Personal Care Worker in 

residential aged care) also spoke to their experience in providing in-home care.  

1.3 For each witness, their evidence with respect to the following topics will be summarised:  

(a) Period of Service in Role; 

(b) Period of Service in Industry; 

(c) Qualifications and Training; 

(d) Submissions as to Weight; 

1 Camilla Sedgman, Personal Support Worker, RSL LifeCare; Julie Kupke, Carer, Absolute Care and Health; Lyndelle 

Anne Parke, Community Personal Care Workerm Australian Regional and Remote Community Services; Michael 

Purdon, Community Care Worker, South Eastern Community Care; Paula Wheatley, Personal Carer; Sandra Kim 

Hafnagel, Personal Care Worker, PresCare. 
2 Jennifer Wood, Support Worker, Uniting Home and Community Care Nepean; Catherine Evans, Home Service Worker, 

Regis Home Care; Maree Phillips, Community Support Worker, South East Community Care in Tasmania; Susanne 

Wagner, Support Worker, Community Based Support; Theresa Heenan, Home Care Employee, Warramunda Village; 

Veronique Vincent, Home Support Worker, Regis Home Care. 
3 Karen Roe, Home Support Team Member for the Benevolent Society. 
4 Bridget Payton, Personal Care Assistant, SAI Home Care. 
5 Lillian Grogan, Care Worker Coach. 
6 Lorri Seifert, Team Leader, Illawarra Retirement Trust. 
7 Peter Doherty, Coordinator, St Andrews Community Care at Ballina. 
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(e) The Nature of the Work Performed; 

(f) Supervision; 

(g) The Level of Responsibility or Skill Involved in doing the Work; and  

(h) Environment - Conditions under which Work is Done.    

1.4 The evidence of each witness will be reviewed in turn. 
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2. HOME CARE EMPLOYEES: IN-HOME CARE WORKER 

2.1 The following witnesses gave evidence as to their experience providing in-home care work: 

(a) Bridget Payton, Personal Care Assistant, SAI Home Care (SAI); 

(b) Camilla Sedgman, Personal Support Worker, RSL LifeCare (RSL);  

(c) Catherine Evans, Home Service Worker, Regis Home Care (Regis);  

(d) Veronique Vincent, Home Support Worker, Regis; 

(e) Catherine Goh, Community Support Worker, Brightwater Care Group 

(Brightwater); 

(f) Jennifer Wood, Support Worker, Uniting Home and Community Care (Uniting);  

(g) Julie Kupke, Carer, Absolute Care and Health (Absolute);  

(h) Karen Roe, Home Support Team Member, Benevolent Society; 

(i) Lyndelle Parke, Community Personal Care Worker, Australian Regional and 

Remote Community Services (ARRCS);  

(j) Maree Phillips, Community Support Worker, South East Community Care (SECC);  

(k) Michael Purdon, Community Care Worker, SECC;  

(l) Maria Moffat, Personal Carer, Australian Unity; 

(m) Susan Morton, Advanced Care Worker, Australian Unity; 

(n) Teresa Hetherington, Personal Care Assistant, Australian Unity; 

(o) Ngari Inglis, Home Support Worker, Resthaven Community Services (Resthaven); 

(p) Paula Wheatley, Personal Carer, Blue Care;  

(q) Sandra Kim Hafnagel, Personal Care Worker, PresCare. 

(r) Susan Digney, Support Worker, Integrated Living Australia (ILA);  

(s) Susan Toner, Home Care Worker, Anglicare; 

(t) Susanne Wagner, Support Community Based Support (CBS); 

(u) Theresa Heenan, Home Care Employee, Warramunda Village; 

(v) Lillian Grogan, Care Coach, Australian Unity. 

2.2 Each witness was required for cross-examination, save for Ms Sally Fox and Ms Susan 

Toner. 

2.3 We now turn to that evidence.  
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(a) Bridget Payton -- Personal Care Assistant -- SAI  

 

(i)  Period of Service in Role 

2.4 3 years. Ms Payton is employed by SAI in Victoria. She works as a Personal Care 

Assistant.8 She is covered under the SCHADS Award and classified as a Level 3 Pay Point 

1 Home Care Worker.9 Ms Payton is employed on a casual basis and works around 17 

hours per week.10 She has worked with SAI for around 3 years.11 

 

(ii)  Period of Service in Industry 

2.5 3 years. Ms Payton has worked in aged care for around 3 years. 

 

(iii) Qualifications and Training  

2.6 Certificate IV. Ms Payton has the following qualifications: 

(a) Certificate IV in Ageing Support; and 

(b) Certificate IV in Leisure and Health.12 

2.7 SAI requires its “personal care assistants” to have “at least” a Certificate III as a minimum 

qualification.13 During cross-examination, Ms Payton explained that whilst she is not aware 

of particular roles requiring higher qualifications (for example, Certificate IV), she is aware 

of roles that do not require a Certificate III. For example, a support worker providing “a social 

visit” (i.e. not personal care, for example “showering”).14   

2.8 Mandatory Internal Training. SAI required Ms Payton to complete monthly questionnaires 

which covered topics such as manual handling, infection control, privacy, OHS, etc.15 The 

questionnaires took around 45 minutes to complete. 16 

2.9 SAI has been acquired by another company “General Homecare”. Following that event, Ms 

Payton is now required to complete modules via an online portal “Centro Assist” (instead of 

questionnaires). There are around 8 modules to complete, each around 30 minutes in 

8 Statement of Bridget Payton dated 26 October 2021 [2]. 
9 Statement of Bridget Payton dated 26 October 2021 [22]. 
10 Statement of Bridget Payton dated 26 October 2021 [19], [26]. 
11 Statement of Bridget Payton dated 26 October 2021 [2]; Transcript, 5 May 2022, PN6390. 
12 Statement of Bridget Payton dated 26 October 2021 [5]. 
13 Statement of Bridget Payton dated 26 October 2021 [23]. 
14 Transcript, 5 May 2022, PN408.  
15 Statement of Bridget Payton dated 26 October 2021 [10]. 
16 Statement of Bridget Payton dated 26 October 2021 [10]. 

5009



duration. 17 During cross-examination she noted that since completing those 8 modules, she 

has not been required to complete “anything else, so I guess that was it” (i.e. not monthly).18 

2.10 Medication Training. Ms Payton said the modules covered content she was already 

trained in (through Certificate IV qualification) or were not relevant to her role. She gave an 

example of the latter: 

“one of the modules was to do with medication. Now, I'm not qualified or allowed to give 

medication to clients, so it was - I was asked to complete it but it was irrelevant to my 

position.”19 

2.11 Ms Payton confirmed she is medication competent, such that she is able to give “medication 

prompts”. 20  

2.12 First Aid and CPR. She is required to have up to date first aid training, which include a 

requirement to renew her first aid accreditation and CPR every two years.21 

2.13 Additional Training. She has completed free online courses through University of 

Tasmania (described as “Massive Open Online Course[s]”).22 Ms Payton completed two 

courses: “Understanding Dementia” and “Preventing Dementia”.23 

(iv) Submissions as to Weight   

2.14 The following aspects of Ms Payton’s evidence should attract little (if any) weight: 

(a) Disability. To the extent Ms Payton’s evidence addresses NDIS training and 

screening,24 that evidence falls outside the scope of the applications before the 

Commission as it relates to disability care. It is not relevant to the work she performs 

in aged care as a home care worker.  

(b) COVID-19. To the extent Ms Payton’s evidence addresses the pandemic, we rely 

upon the submissions at Section 5.25 

(c) Financial Pressure. Ms Payton’s evidence as to the “Financial Pressures and 

Staying in the Job”,26 refers to the following:  

17 Statement of Bridget Payton dated 26 October 2021 [12]. 
18 Transcript, 5 May 2022, PN6396. 
19 Transcript, 5 May 2022, PN6400 (emphasis added). 
20 Transcript, 5 May 2022, PN6401. 
21 Statement of Bridget Payton dated 26 October 2021 [17]. 
22 Statement of Bridget Payton dated 26 October 2021 [9]. It may be noted a number of witnesses referred to completing 

this free online course.  
23 Statement of Bridget Payton dated 26 October 2021 [9]. 
24 See Statement of Bridget Payton dated 26 October 2021 [14]-[16]. 
25 See eg, Statement of Bridget Payton dated 26 October 2021 [13], [86]-[93]. 
26 Statement of Bridget Payton dated 26 October 2021 [94]-[105]. 
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(i) “low pay” despite “substantial study” and “significant responsibility”; 

(ii) undervaluation based on the workforce being “mainly made up by women”;  

(iii) issues connected to using her personal car and phone; and 

(iv) the attraction of staff requires “a decent wage” to be offered.   

Respectfully, these statements are not supported by evidence. As such, each 

statement should be read as information based on Ms Payton’s belief (i.e. Ms 

Payton’s opinion). Absent corroboration, the evidence in that form should attract 

little weight. 

(d) Other Pressure. Ms Payton’s reference to feeling “pressure” to pick up urgent shifts 

for clients that require assistance with activities of daily living (and are not her 

clients).27 Her evidence does not refer to a requirement that she pick up additional 

shifts nor does she suggest it is an expectation. Her evidence simply identifies what 

motivates her decision to accept additional work that is offered to her.   

(v)  The Nature of the Work Performed 

2.15 Noting Ms Payton’s relatively short time in the industry, her evidence does not address 

observations as to changes in the nature of the work performed. It does, however, indicate 

that Ms Payton has clients who have dementia and frailty (by reference to the use of mobility 

aids, see below). Additionally, whilst not expressly addressing the impact of regulatory 

change to the industry, Ms Payton provides examples of a client-centred approach. For 

example, respecting a client’s request not to be showered: 

“the first time I saw this client, I was supposed to give her a shower. However, she told me 

she was too puffed to have a shower and just wanted me to sit and talk with her. Since that 

first visit, this client has never been too puffed for a shower again, so I think on the first 

occasion she just wanted to get to know me a little before being comfortable with my 

providing her that level of care”28  

 

(vi) Supervision  

2.16 During cross-examination Ms Payton confirmed the procedures set in place that she is to 

follow for a range of incidents/scenarios. For example: 

(a) Bruising on Client. Ms Payton explained that the procedure followed “depends” on 

the circumstances. For example, if the client lived alone, she would inform SAI. 

However, if a client lived with her husband (her primary carer) and informed her that 

27 Statement of Bridget Payton dated 26 October 2021 [77]-[78]. 
28 See eg, Statement of Bridget Payton dated 26 October 2021 [37]. 
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she had fallen earlier in the week and the bruise had been seen by her local GP, Ms 

Payton would not report that bruising to SAI.29 

(b) Cut on Client: Ms Payton explained that the procedure followed is informed by 

whether or not the client has a primary carer at the home (for example, a 

husband/wife). If there is a primary carer, Ms Payton would notify them. However, if 

the client lived alone, “I would need to advise SAI about it”.30 

(c) Issue out of ordinary / Exception. The protocol is ring the office and send a written 

report via email. She “would normally send it to the rosters team because I'm never 

exactly clear who is the case manager for each particular client”.31 However, “if I 

know who the case manager is then I would send it to them and cc rosters”. 32 

(d) Difficulty Breathing. Ms Payton confirmed that the procedure is she is to “ring the 

paramedics”.33 She then takes the following steps, which she was unable to confirm 

is part of an SAI procedure: 

(i) “ring the client's relative first and tell them what's going on”; and 

(ii) “ring SAI”.34 

(e) Unsafe. Ms Payton confirmed SAI has a protocol in place for when support workers 

feel unsafe. She explained “we've actually got a code word where we can ring the 

office and say we've forgotten our red book and then they understand that means 

that we're in trouble”.35 

 

(vii) The Level of Responsibility or Skill Involved in doing the Work 

2.17 Ms Payton gave the following evidence as to her level of responsibility: 

(a) Initial Assessment of Clients. No role in the initial assessment of potential 

clients.36 Ms Payton gave evidence that that is the responsibility of “someone” at 

SAI Home Care. However, she is not sure as to who and identified the case manager 

as a possibility.37 

29 Transcript, 5 May 2022, PN6412-PN6413 
30 Transcript, 5 May 2022, PN6414-6415 
31 Transcript, 5 May 2022, PN6416- PN6417; see also Statement of Bridget Payton dated 26 October 2021 [46].     
32 Transcript, 5 May 2022, PN6418.     
33 Transcript, 5 May 2022, PN6429-PN6430. 
34 Transcript, 5 May 2022, PN6431- PN6433. 
35 Transcript, 5 May 2022, PN6436. 
36 Transcript, 5 May 2022, PN6387. 
37 Transcript, 5 May 2022, PN6388. 
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(b) Appointments. Ms Payton refers to having regular clientele, as well as others. She 

works around 17 hours per week.38 

(c) Duties. Ms Payton gave the following description of her duties: 39  

(i) personal care (including toileting and showering);  

(ii) domestic assistance (including cleaning, cooking, gardening and ironing);   

(iii) transportation (including to and from appointments and shopping); 

(iv) social support and companionship; 

(v) liaise with family members; and 

(vi) monitor for changes in client behaviour or health (for example, skin tear40).41 

(d) Contact. During cross-examination, Ms Payton qualified her statement “I am 

required to be always contactable” as limited to her work hours (i.e. not 24/7).42 

(e) Medication Prompts. Ms Payton explained this service:  

“Normally it's just a verbal prompt to say have you taken your medication.  

Occasionally you have to use common sense.  I've got one client who is so 

shaky they can't physically open their pill pack or Webster-pak, but they 

know what medications they should be taking.  So they instruct me what to, 

yes, open for them.”43 

For clients that need her to pop the pills out, she puts them into a cup for them. 44 

(f) Progress Notes. Ms Payton gave evidence that she is not required to make regular 

progress notes. She will “only send through a progress note if something has 

changed in their situation”. For example, if she had concerns about “skin integrity or 

their mental health or if anything has changed at all, then I would write a report.”45 

(g) Care Plan via App. Ms Payton explained that “when you first attend a client you 

receive a care plan, care notes of what needs to be covered in your shift.  So once 

you've read that it pretty much should stay the same each week, of course it doesn't 

because the work that we do, the situation constantly changes but the basics of 

38 Statement of Bridget Payton dated 26 October 2021 [25]-[26]. 
39 Statement of Bridget Payton dated 26 October 2021 [32]. 
40 Statement of Bridget Payton dated 26 October 2021 [38] 
41 Statement of Bridget Payton dated 26 October 2021 [32]. 
42 Transcript, 5 May 2022, PN6438 
43 Transcript, 5 May 2022, PN6402. 
44 Transcript, 5 May 2022, PN6403. 
45 Transcript, 5 May 2022, PN6410. 
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what you do are the same.”46 She also confirmed that the care plans remain 

accessible via the app.47 

(h) During cross-examination, Ms Payton clarified her evidence at [80], namely:  

“80. While it was outside the scope of the support I was meant to provide this 

client, I took it on myself to call her doctor and make an appointment, went to the 

appointment with her, accompanied her to specialists, made notes for her and 

chased up the hospital to try and get test results for her because if I didn’t do it, I 

knew no one would.”48 

She explained “I didn't work with her outside of work.  I send emails and things on 

her behalf outside of my shift hours.” She stated she would never do work for a client 

outside of work hours “because I don’t think I’m covered by insurance”.49  

(i) Not a Counsellor. Further, accepting she is not a qualified counsellor, she 

explained what she meant by “taking on a counsellor-type role” (see at [82]): 

“I'm absolutely not a trained counsellor but part of my job it to look out for a client's 

emotional and physical wellbeing and a lot of my clients, especially ones who live 

on their own, suffer from anxiety to various degrees.  I have to be very cognisant of 

that when I'm visiting them, how their mental state is on any particular day and just 

to tread very carefully with them. So no, not sitting down and counselling them about 

their personal lives or anything - what I mean more is - well, I had one client for 

example, she gets very stressed out, especially in the summer.  She's had a stroke 

and she can't regulate her body temperature and when it gets hot she gets really 

overwrought.  One night she was so overwrought when my shift finished I didn't feel 

like I could leave her because she just wasn't - I wasn't happy about leaving her on 

her own.”50 

 

  

46 Transcript, 5 May 2022, PN6411. 
47 Transcript, 5 May 2022, PN6441     
48 Statement of Bridget Payton dated 26 October 2021 [80] (emphasis added). 
49 Transcript, 5 May 2022, PN6419-PN6421. 
50 Transcript, 5 May 2022, PN6423.     
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(viii)  Environment - Conditions under which Work is Done 

2.18 As to the conditions under which work is performed, Ms Payton’s evidence appears below. 

2.19 Risk Assessment. During cross-examination, Ms Payton did not dispute the occurrence of 

an initial risk assessment at a client’s home. However, she confirmed she is not involved in 

the initial risk assessment at clients’ homes.51 

2.20 Mobility Aids. In Ms Payton’s statement she gave evidence about doing work with mobility 

aids on her own (for example, a standing machine and/or wheelchair52). She suggested that 

in a residential home “these tasks would be done with two carers”.53 She said the “whole 

process is quite slow given this client requires help at every stage to get up and down and 

in and out of her wheelchair”.54 

2.21 During cross-examination, Ms Payton qualified her statement that “wheelchairs can 

increase the physical demand on the work”: 

“MR WARD: It's not the case, is it, that the work would be easier if they didn't have a 

wheelchair? 

MS PAYTON: No, no, it's not, no. 

MR WARD: No, no?  

MS PAYTON: Certainly if they had an electric wheelchair that would make my life a lot easier. 

MR WARD: … I'm assuming that if they didn't have wheelchairs you would have to try in 

some way to physically move them? 

MS PAYTON:  No, they have to have wheelchairs, yes.”55 

2.22 During cross-examination, Ms Payton explained what is a “QuickMove”: 

“Okay, well, this is a piece of equipment that a client of mine has.   

… 

“…once she is in the seated position on the side of the bed you can put the QuickMove under 

her feet and she's able to pull herself into a standing position” 

… 

“Then the QuickMove has seats that you put in behind her, she can sit back down and you 

put a sort of safety belt around her and then you can move her to her wheelchair.  So it 

51 Transcript, 5 May 2022, PN6393. 
52 See eg, Statement of Bridget Payton dated 26 October 2021 [50]-[54], [57]-[58], [60]-[63]. 
53 Statement of Bridget Payton dated 26 October 2021 [51] (referring to the standing machine). 
54 Statement of Bridget Payton dated 26 October 2021 [58]. 
55 Transcript, 5 May 2022, PN6449-PN6451   

5015



actually makes her a life a lot easier because there is much less twisting and turning for the 

client, but it doesn't make it necessarily much easier for us.”.”56 

2.23 Ms Payton provided a detailed explanation about using the device.57 She accepted that 

using a QuickMove is a “longer process” but less stressful. She explained: 

“Well, it's a longer process and - I'm just trying to think, because, like I said, I don't do the 

getting her out of bed any more.  When we take her, for example, to the toilet, we would 

have to still - the machine is quite heavy.  I mean, I guess it's heavy if your client is heavy.  

If your client is a little frail old person it wouldn't be, but if it's a larger person the machine is 

heavy to move around in a restricted space.  You have to really brace your body to move it 

to get it in the correct position, so I would say actually - because we used to take her into the 

toilet in her wheelchair.  She would then pull herself up to a stand on a pole and twist herself, 

so it has actually made less twisting and strain for her but actually probably a bit more for 

us, but it is safer for her.”58 

2.24 She confirmed it is safer for the client and it is safe for her to use.59 

 

  

56 Transcript, 5 May 2022, PN6453 - PN6455. 
57 Transcript, 5 May 2022, PN6453-PN6455   
58 Transcript, 5 May 2022, PN6456   
59 Transcript, 5 May 2022, PN6457-PN6458.   
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(b)  Camilla Sedgman -- Personal Support Worker -- RSL  

 

(i)  Period of Service in Role 

2.25 2 years. Ms Sedgman is employed by RSL in Far North NSW.60 Her employment is covered 

by an enterprise agreement. Under that agreement she is classified as a “Home Care 

Employee, Grade 3”.61 Ms Sedgman works 5 days per week.62 Her contract is permanent 

part time and specified 40 hours per fortnight.63 She has worked in that position for around 

2 years.64  

 

(ii)  Period of Service in Industry 

2.26 11 years. Ms Sedgman has worked around 11 years in the aged care sector.65 

 

(iii) Qualifications and Training 

2.27 Certificate III. Ms Sedgman has a Certificate III in Aged Care Work.66 

2.28 Mandatory Internal Training. At RSL, she is required to undertake mandatory “annual 

ongoing training and development”. This training is provided online via the “AKUNA” 

platform (RSL’s learning management system). 67 There are around 9-10 modules to 

complete each year, 68 which take on average around 30 minutes.69 The topics include 

manual handling, WHS, hand washing, medication refresher, etc.70 During cross-

examination, Ms Sedgman provided the following explanation of AKUNA: 

“So Acuna is a training model that we use with RSL so all of the workers are required to do 

- it's like an annual thing that we have to do.  So over the 12 months' period we have 11 to 

12 modules that we have to do to keep up with our, you know, training for what we do with 

our work.  So I'd put in there, for example, you know, wearing the PPE, manual handling and 

all those sorts of things.  That's all paid through RSL for the time that it takes for us to do 

those modules.”71 

60 Statement of Camilla Sedgman dated 5 October 2021 [2]. 
61 Statement of Camilla Sedgman dated 5 October 2021 [15]-[16]. 
62 Statement of Camilla Sedgman dated 5 October 2021 [27]. 
63 Statement of Camilla Sedgman dated 5 October 2021 [25]. 
64 Statement of Camilla Sedgman dated 5 October 2021 [2]. 
65 Statement of Camilla Sedgman dated 5 October 2021 [5]. 
66 Statement of Camilla Sedgman dated 5 October 2021 [10]. 
67 Statement of Camilla Sedgman dated 5 October 2021 [11]. 
68 Statement of Camilla Sedgman dated 5 October 2021 [11]. 
69 Transcript, 4 May 2022, PN5171.     
70 Statement of Camilla Sedgman dated 5 October 2021 [11]. 
71 Transcript, 4 May 2022, PN5167.     
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2.29 Ms Sedgman provided the following explanation of the “manual handling” module: 

“Basically just talking about correct ways of lifting and bending over, things like that and with 

our work, with the health, we have a lot of, like, chair lifting and hoists and that sort of thing.  

So besides doing the theory side of it, we also do a manual handling, like hands on, to make 

sure that all of the staff are aware that they are doing correct manual handling and lifting and 

all of that sort of thing so we don't have an injury.”72 

2.30 That module was also supplemented with a face-to-face component, of around 1 hour, 

organised by RSL73 

2.31 First Aid and CPR. Ms Sedgman is also required to complete annual CPR training and first 

aid training every 3 years.74  

 

(iv) Submission as to Weight   

2.32 The following aspects of Ms Sedgman’s evidence should attract little (if any) weight: 

(a) COVID-19. To the extent Ms Sedgman’s evidence addresses the pandemic, we rely 

upon the submissions at Section 5.75 

(b) Financial Pressure. Ms Sedgman’s evidence as to the “Financial Pressures and 

Staying in the Job”,76 refers to the following:  

(i) reasons she loves the work and finds it rewarding; 

(ii) “long, stressful shifts”; 

(iii) the opinion of “friends and family”;  

(iv) “I don’t understand why my work is worth less than a disability support 

worker, sales assistant, or office administration worker”; 

(v) “all wear and tear is on me”; and 

(vi) a desire for “a fairer rate that is more reflective of what we do”.   

Whilst accepting each statement reflects the opinion held by Ms Sedgman. None of 

those statements are supported by evidence. As such, each statement should be 

read as information based on Ms Sedgman’s belief (i.e. Ms Sedgman’s opinion). 

Absent corroboration, the evidence in that form should attract little weight.  

72 Transcript, 4 May 2022, PN5173.     
73 Transcript, 4 May 2022, PN5175, PN5177.     
74 Statement of Camilla Sedgman dated 5 October 2021 [14]. 
75 See eg, Statement of Camilla Sedgman dated 5 October 2021 [41]-[43]. 
76 Statement of Camilla Sedgman dated 5 October 2021 [44]-[52]. 
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(v) The Nature of the Work Performed 

2.33 Ms Sedgman’s evidence is that most of her clients are “low care” and the majority of her 

clients are aged between 80 and 100.77 She also noted some clients have dementia.78 

 

(vi) Supervision 

2.34 During cross-examination, Ms Sedgman explained the reporting structure at RSL: 

(a) Regional Managers;  

(b) Client Service Manager; and 

(c) Team Leaders.79 

2.35 Ms Sedgman primarily reports to the Client Service Manager and Team Leader.80 Ms 

Sedgman gave evidence that she “think[s]” the Client Service Manager is an RN.81 

2.36 During cross-examination she also confirmed the procedures set in place that she is to 

follow for a range of incidents/scenarios. For example: 

(a) Medication Issue. If the pills in the Webster Pak did not match with what was written 

on the Pak, the protocol is to call the client service manager or a supervisor “and let 

them know, and then they would either get an RN to come out or they'd be in contact 

with the chemist who are doing the Webster-pak, just to make sure that there hasn't 

been a change with the medication and making sure that everything's correct.”82 The 

supervisor/manager would then explain what  

Ms Sedgman is to do. 83 

(b) Observe something of concern. Ms Sedgman confirmed the procedure is to 

contact the client service manager.84 It is then the responsibility of the client service 

manager to “get in contact with our RN, our nurses, to go out there and observe 

themselves, or have a talk to them, or talk to family members, or - you know, if 

there's any changes.”85 

77 Statement of Camilla Sedgman dated 5 October 2021 [31]. 
78 See eg, Statement of Camilla Sedgman dated 5 October 2021 [33(h)]. 
79 Transcript, 4 May 2022, PN5178- PN5181.       
80 Transcript, 4 May 2022, PN5182. 
81 Transcript, 4 May 2022, PN5184 -PN5185.   
82 Transcript, 4 May 2022, PN5205. 
83 Transcript, 4 May 2022, PN5206. 
84 Transcript, 4 May 2022, PN5211 
85 Transcript, 4 May 2022, PN5212 
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(c) Change to Services (i.e. more care required). Ms Sedgman explained she would 

“contact my office or their case manager… or registered nurse… to go out and 

assessment to see if they can get more hours of care”. The person contacted 

depends on the type of client (i.e. private client, HCP client or DVA client).86  

(d) Brusing. Ms Sedgman explained how she would respond to observing a “bruis ing” on a 

client during a showering appointment:  

(i) “first I'd ask the client, you know, how they got that bruise and all that, 

because, you know, they may have had a fall and it wasn't documented in 

the folder or something like that.  So I'd speak to them first and, you know – 

and then again I would make notes in the … book”.87  

(ii) “And then we also have what we call TCM [Test Communication Message]88, 

which we can send through messages to the office and they can – the RN 

then can follow up with anything like that.”89 

 

(e) Medical Emergency. Ms Sedgman explained that if there was a medical 

emergency, for example a client having breathing difficulties, the procedure is to 

“call 000” and “stay [with] the client until such time the ambulance has come, and … 

notify the office.  You know, we would stay with them until further instructed”.90 That 

notification may be to the client service manager or the main office line, which would 

then patch the call through.91 The office would also follow up with family of the 

client.92 

(f) Unsafe. Ms Sedgman explained that the protocol to be followed if she feels unsafe 

during an appointment is “leave”.93  She then explained the procedure that is 

followed upon leaving, which is to call the office and follow up with manager. They 

will contact third parties as required.94 

86 Statement of Camilla Sedgman dated 5 October 2021 [40]. 
87 Transcript, 4 May 2022, PN5213- PN5214     
88 “TCM” is a number that Ms Sedgman would “send a message through for the TCM, and then that gets dispersed out 

to the right people that need to address that situation, whether it be a nurse or a manager, or so on”: Transcript, 4 May 

2022, PN5216. 
89 Transcript, 4 May 2022, PN5215 
90 Transcript, 4 May 2022, PN5219- PN5220.     
91 Transcript, 4 May 2022, PN5221. 
92 Transcript, 4 May 2022, PN5224. 
93 Transcript, 4 May 2022, PN5229. 
94 Transcript, 4 May 2022, PN5233. 

5020



2.37 As to preparation of the initial care plan, due to RSL LifeCare having many defence 

veterans, the process is managed via DVA.95 Ms Sedgman is not involved in that process. 

 

(vii) The Level of Responsibility or Skill Involved in doing the Work 

2.38 Ms Sedgman gave the following evidence about her duties: 

(a) Roster. Ms Sedgman described her roster as “fairly regular” and noted that she 

“generally see[s] the same clients week to week”.96 

(b) Appointments. During cross-examination, Ms Sedgman gave the following 

evidence as to the types of appointments she attends: 

(i) Domestic service appointment (cleaning). In that time she “clean[s] the 

bedroom, office, two lounge rooms, dining room, kitchen and two 

bathrooms”. Cleaning involves “cleaning all surfaces and disinfecting the 

toilets and sinks in the bathrooms, and dusting, vacuuming and mopping 

throughout”.97 This appointment may be 2 hours.98 

(ii) Social Support and Community Access. She explained she takes the 

client for a “a drive down along the beach, and to get a coffee or some 

morning tea. We usually stop off at the shops and have a wander around”. 

This appointment may be 2 hours.99 

(iii) Medication prompt: Ms Sedgman confirmed she is not allowed to 

“administer medication” but “can take it out of the blister packet” and “put it 

in front of them”. She said “that’s what a medication prompt is”.100 She 

explained the steps: 

“So, we - most of them have, like Webster-paks, so we just put them 

in a cup or on a plate or in their hand and then they take the 

medication themselves.”101 

“So, yes, so what we do is we have like there's seven rights, so it's 

usually we should always - and that's also in the training… So, there's 

always - you know, you always check the right name, date, 

95 Transcript, 4 May 2022, PN5217- PN5218. 
96 Statement of Camilla Sedgman dated 5 October 2021 [29]. 
97 Statement of Camilla Sedgman dated 5 October 2021 [33(b)]. 
98 Statement of Camilla Sedgman dated 5 October 2021 [33(e)]. 
99 Statement of Camilla Sedgman dated 5 October 2021 [33(e)]. 
100Transcript, 4 May 2022, PN5197. 
101 Transcript, 4 May 2022, PN5198.     
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medication, all those things before we, you know, do a medication 

prompt.”102 

Ms Sedgman also explained that “on the Webster-paks, they - there 

is a list of what tablets are in each individual, you know, blister so 

what we usually do is like, if there's a list of, say for example, five 

tablets, we'll just make sure that there's five tablets in that little 

blister”.103 

(c) Progress Notes. During cross-examination, Ms Sedgman gave the following 

evidence as to progress notes: 

“MR WARD: When you're with a client, I assume that your write observation notes 

after you've been with a client? 

MS SEDGMAN: So with RSL, they have a folder in their home.  So when we go to 

each client we sign in the book to say the time that – well basically it's date, time, 

and then we'll put there whatever it is that we have done or if there's something 

that's, you know, out of the ordinary, so then the next person that comes into the 

home can follow up with that.  So usually it's just – like, for a normal – like, we'd write 

in there the date, the time, and then we'd just put 'AM personal care, welfare check', 

or whatever it might be, and then we just sign our name”104 

2.39 Unsafe. During cross-examination, Ms Sedgman gave evidence about an experience 

involving aggression from a client, who she deemed to be unsafe. Following the incident, a 

report was made to the police and the client was taken off “our books and our roster” (the 

employer declined to continue to give him services).105  She also gave the following 

evidence: 

MR WARD: I take it you were able to use the de-escalation strategies you've been trained 

to use in trying to calm him down? 

MS SEDGMAN: I guess, like, you know, I haven't been in anything - a situation quite as 

severe before with a client.  You know, we do deal with a lot of, you know, aggressive 

behaviour, clients that, you know, have dementia who can be quite, you know, abrupt, but 

I've never really, through work have, you know, dealt with something that's escalated to that 

point, so ‑ ‑ ‑  

MR WARD: That point? 

MS SEDGMAN: Yes.”106 

 

  

102 Transcript, 4 May 2022, PN5201-PN5203.     
103 Transcript, 4 May 2022, PN5204.     
104 Transcript, 4 May 2022, PN5210    
105 Transcript, 4 May 2022, PN5225-PN5230. 
106 Transcript, 4 May 2022, PN5225-PN5230. 
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(viii) Environment - Conditions under which Work is Done 

2.40 Ms Sedgman gave the following evidence as to condition in which the work is performed:  

(a) Initial and Risk Assessment. Ms Sedgman explained her understanding of the 

initial assessment process for a new client: 

“MR WARD: Okay.  Can I just take a step back for a minute.  When a client's first 

brought on board, does somebody do a risk assessment of their house to make sure 

it's safe to go into? 

MS SEDGMAN: Usually, so - usually like they get - when there's a new client, so 

you have - they get an ACAT assessment, so then, you know, that'd be through - or 

they could get a package from (indistinct).  So, that ACAT assessment usually is 

done in their home.  So they would do just a basic check on the home to make sure 

it's - you know, things.  So, when they take on a package, a new client to ours, then 

yes, there is a form that we fill out, a risk assessment just to, you know, when you 

first go into the house just to make sure that, you know, there's adequate lighting, 

there's ramps, there's handrails, and if we think that a new client might need 

handrails or things, again we would be in contact with the office and they'll organise 

an occupational therapist to go out there and put in place what's required for that 

client. 

MR WARD: And in your case that would be you talking to the client services 

manager that there's an issue, would it? 

Ms SEDGMAN: Yes.  So I'm actually for RSL - I'm actually the work health and 

safety representative for RSL.”107 

(b) Ms Sedgman described the biggest issue in her work is the “time pressure involved 

in seeing so many clients back-to-back”.108  

 

  

107 Transcript, 4 May 2022, PN5207-PN5208     
108 Statement of Camilla Sedgman dated 5 October 2021 [36]. 
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(c)  Catherine Evans -- Home Service Worker -- Regis  

 

(i) Period of Service in Role 

2.41 6 years. Ms Evans is employed by Regis in Mildura, NSW. Her employment is covered by 

an enterprise agreement.109  Under that agreement she is classified as a “Home Care 

Employee” at “Year 5 of exp”.110 She is employed on a permanent part time basis. Her 

contract specifies 15 hours per fortnight.111 Ms Evans commenced work with Regis in 

2016.112 

 

(ii) Period of Service in Industry 

2.42 11 years. Ms Evans states she has worked “on and off” in the aged care industry for “over 

11 years”.113 

 

(iii) Qualifications and Training 

2.43 Certificate III. Ms Evans has the following qualifications: 

(a) Certificate III in Home and Community Care; 

(b) Certificate III in Aged Care.114 

2.44 Both qualifications were obtained prior to entering the industry.115  

2.45 Mandatory Internal Training. Regis required Ms Evans to complete mandatory “modules 

of further education and training through an online portal”.116 The modules vary in length, 

between 30-60 minutes. During cross-examination, Ms Evans confirmed the online 

modules generally consist of a video and a quiz.117 There are around eight mandatory 

modules per year.118 Topics include manual handling, medications, food certification 

coverage, etc.119 Regis also offer additional “optional” modules which are not mandatory.120 

109 Statement of Catherine Evans dated 26 October 2021 [23]. 
110 Statement of Catherine Evans dated 26 October 2021 [26]. 
111 Statement of Catherine Evans dated 26 October 2021 [24]-[25]. 
112 Statement of Catherine Evans dated 26 October 2021 [13]. 
113 Statement of Catherine Evans dated 26 October 2021 [1]. 
114 Statement of Catherine Evans dated 26 October 2021 [15]. 
115 Statement of Catherine Evans dated 26 October 2021 [15]. 
116 Statement of Catherine Evans dated 26 October 2021 [17].  
117 Transcript, 5 May 2022, PN6139-PN6141 
118 Transcript, 5 May 2022, PN6137. 
119 Statement of Catherine Evans dated 26 October 2021 [19]. 
120 Statement of Catherine Evans dated 26 October 2021 [20]. 
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2.46 Medication Training. During cross-examination, Ms Evans confirmed she was provided 

internal training from Regis about “distributing medication safely”.121 The training was 

provided by a RN. Ms Evans explained the process: 

(a) First, there is a 30-minute theory component. During that session, Ms Evans was 

provided with study material by a RN in a classroom setting.122  

(b) Second, there is a practical component. During this session, Ms Evans confirmed, 

the RN would watch Ms Evans act out the steps studied and assess whether she 

did them correctly.123 

2.47 Additional Training. She has completed free online courses through University of 

Tasmania (previously described as “Massive Open Online Course[s]” by Ms Payton124): 

“Understanding Dementia” and “Preventing Dementia”.125 

2.48 During cross-examination, to undertake the online course, Ms Evans confirmed she 

“probably only spent maybe an hour a day doing it due to work commitments and personal 

commitments and because I wasn't rushed to do it for work specifically.  I did just take my 

time.”126 She confirmed that Understanding Dementia was a 7-week online course. 127   

 

  

121 Transcript, 5 May 2022, PN6143-PN6146. 
122 Transcript, 5 May 2022, PN6148-PN6149   
123 Transcript, 5 May 2022, PN6150 
124 See Statement of Bridget Payton dated 26 October 2021 [9]. 
125 Statement of Catherine Evans dated 26 October 2021 [16].  
126 Transcript, 5 May 2022, PN6129.  
127 Transcript, 5 May 2022, PN6127.  
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(iv) Submission as to Weight   

2.49 The following aspects of Ms Evans evidence should attach little (if any) weight: 

(a) Disability Work. To the extent Ms Evans’ evidence is directed at NDIS clients. This 

is not relevant to the assessment of work performed in aged care.128 

(b) Staffing. Ms Evans’ comments on “a high turnover of staff” at Regis and states they 

are having “trouble trying to find new staff”.129 She also refers to Regis being short 

staffed.130 Those statements are not supported by evidence. Both concern her 

opinion, that form should impact the weight. (We also address the issue of “staffing” 

in our submissions at Section 5). 

(c) COVID-19. To the extend Ms Evans’ gives evidence about the impact of the 

pandemic,131 we repeat our submissions at Section 5. 

(d) Financial Pressure.132 Ms Evans’ evidence as to the financial pressure and staying 

in the job refers to the follows: 

(i) enjoying the work;133 

(ii) “the pay in the sector is [not] really reflective of the work that we do”; 134 

(iii) aged care gets paid less than disability care;135 

(iv) pay is low;136 and 

(v) expectation to be available at all times. 137 

Each statement, at its highest, is information based on Ms Evans’ belief. As such, 

in that form, less weight should be placed on this evidence.  

 

(v)  The Nature of the Work Performed 

2.50 Ms Evans’ evidence identified clients that had mobility issues, advanced in age, cognitive 

issues (e.g. dementia) and referred to the importance of skin integrity. Ms Evans also gave 

128 See eg, Statement of Catherine Evans dated 26 October 2021 [68]. 
129 Statement of Catherine Evans dated 26 October 2021 [89]. 
130 Statement of Catherine Evans dated 26 October 2021 [90]. 
131 See eg, Statement of Catherine Evans dated 26 October 2021 [91]-[95]. 
132 Statement of Catherine Evans dated 26 October 2021 [96]-[111]. 
133 Statement of Catherine Evans dated 26 October 2021 [98]-[99]. 
134 Statement of Catherine Evans dated 26 October 2021 [100]. 
135 Statement of Catherine Evans dated 26 October 2021 [101]. 
136 Statement of Catherine Evans dated 26 October 2021 [102],[104] 
137 Statement of Catherine Evans dated 26 October 2021 [103]; [105]. 
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evidence of clients resisting going into residential aged care, such that they keep “pushing 

through” at home.138 

2.51 She also noted that she considers the expectations of family members “differ from or go 

beyond the care I am meant to be providing their loved one according to their care plan”.139 

She provides an example of the mother of a client wanting her to do more “than was in her 

care plan” -- this included mopping floors at an appointment scheduled for a shower.140  

 

 

(vi) Supervision 

2.52 During cross-examination she also confirmed the procedures set in place that she is to 

follow for a range of incidents/scenarios. For example: 

(a) Use of a Sling Lifter. The Regis protocol is that two home care workers are required 

to operate a Sling Lifter.141 The rostering team have the responsibility of ensuring 

two workers are rostered. 142 If a second home care worker had not been rostered 

on, Ms Evans explained the Regis procedure followed depends on the client. For 

example, if the client has a primary carer that is present, they may be “quite capable” 

to assist with the Lifter. However, if alone “and there was nobody else to help, we 

would have to wait until there was another carer found to come and help us”.143  

(b) Skin Tear. 

(i) For a brokered client, Ms Evans explained that she notified the primary carer 

but also report it back to the case manager.144  

(ii) For a client under a Regis care plan, Ms Evans explained the company policy 

is to contact the RN at the office “as soon as we spotted it”. 145 This involves 

taking photographs of the tear or bruise and sending to the RN. Ms Evans 

said “we're not allowed to do wound care on our clients, so the RN would 

then come out to see the client concerned”.146 Ms Evans would also 

document a progress note of the observation and communication to RN.147 

138 Statement of Catherine Evans dated 26 October 2021 [85]. 
139 See Statement of Catherine Evans dated 26 October 2021 [53]. 
140 Statement of Catherine Evans dated 26 October 2021 [57]. 
141 Transcript, 5 May 2022, PN6153   
142 Transcript, 5 May 2022, PN6154   
143 Transcript, 5 May 2022, PN6155-PN6156 
144 Transcript, 5 May 2022, PN6160 
145 Transcript, 5 May 2022, PN6161  
146 Transcript, 5 May 2022, PN6162-PN6163. 
147 Transcript, 5 May 2022, PN6164 
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(c) Medication Missed. Ms Evans confirmed the procedure is to ring the office and 

speak to the case manager “as soon as I discovered it”.148 

(d) Request to Perform Services outside of Care Plan. Ms Evans confirmed the 

procedure is to raise the matter with the Case Manager.149  

(e) Reporting to Manager. Ms Evans explained: “if it was urgent, that there was 

something amiss I would call the office there and then.  But if it was something that 

I thought I could wait on, I would call after the service as well as email the relevant 

case manager.”150 

(f) Left Early. Ms Evans explained that if she left early because she considered a client 

felt uncomfortable with her presence, she would send an email to the relevant case 

manager and call the office to let them know.151  

(g) Abusive Clients. Ms Evans noted the policy of Regis is that “two carers” should 

attend clients that are “known to be abusive”. She also noted “this is rare”.152  

(h) Unsafe. Ms Evans confirmed the protocol for if she feels unsafe is that she is to 

leave the premises. Then she is to call the office immediately. 153 

 

(vii) The Level of Responsibility or Skill Involved in doing the Work 

2.53 During cross-examination, Ms Evans gave evidence the following evidence: 

(a) Appointments.  Ms Evan’s appointments are allocated via an app, which she can 

view when she logs on at the start of a shift: “that will give us a list of our clients for 

the day, and within that you'll see how long you have to be with that client for and 

what you're there for”.154 

(b) Care Plan. Ms Evans gave evidence that if rostered to attend a medication welfare 

check, she may also attend to domestic services (for example, doing dishes or 

putting clothes on the line).  

She confirmed these additional “small tasks” are only done if time permits and fall 

within the scope of the care plan. She confirmed there is no expectation to go 

beyond the appointment time.  

148 Transcript, 5 May 2022, PN6193-PN6194   
149 Transcript, 5 May 2022, PN6201    
150 Transcript, 5 May 2022, PN6205    
151 Transcript, 5 May 2022, PN6217 
152 Statement of Catherine Evans dated 26 October 2021 [42]. 
153 Transcript, 5 May 2022, PN6218-PN6219     
154 Transcript, 5 May 2022, PN6222     
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She confirmed she would not help with tasks not included on the care plan.155 

(c) Progress Notes. Ms Evans explained that Regis Mildura have moved away from 

physical care books at client homes. Home Care workers use a phone. However, 

electronic notes are not entered via the phone.  

Currently, the procedure with skin tear and medication incidents is to call the office. 

Documentation is then a matter for the office.156 Medication prompts are entered 

into the phone. However, only the office can see that data.157 Ms Evans noted “my 

understanding is that eventually we will be able to write progress notes at some 

point in time”.158 

(d) Medication Prompt. Ms Evans gave evidence that the process required the 

following (which is the same process the RN assessed her as competent in159): 

(i) Unlock the medication safe and take out Webster-pak;160  

(ii) She noted some clients have medication charts but “most Webster‑paks 

have the medication written on the back of them, along with the client's 

name”; 161 

(iii) “if there is no med chart to go by, we are to count up how many tablets are 

to be taken for the day in that sector and tick them off on the little sticker on 

the back that we know that that tablet is in that pack, and we ask the client if 

they are Mr or Mrs so‑and‑so, and they obviously say yes”; 162 and 

(iv) “I dispense the medication then into a small cup and give it to the client, and 

watch the client ingest it”.163 

(v) Ms Evans then documents the medication was taken by marking the physical 

blister pack “and we tick it off on the phone app that we have done a 

medication prompt”.164 

(e) Observing Clients. Ms Evans confirmed that the skill of “assessing how clients are” 

involves her drawing upon skills developed through her Certificate III.165 

155 Transcript, 5 May 2022, PN6196- PN6200    
156 Transcript, 5 May 2022, PN6164- PN6166 
157 Transcript, 5 May 2022, PN6185, PN6189-PN6191.       
158 Transcript, 5 May 2022, PN6225   
159 Transcript, 5 May 2022, PN6181 
160 Transcript, 5 May 2022, PN6177-PN6178 
161 Transcript, 5 May 2022, PN6180 
162 Transcript, 5 May 2022, PN6180 
163 Transcript, 5 May 2022, PN6180 
164 Transcript, 5 May 2022, PN6185     
165 Transcript, 5 May 2022, PN6204    
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As to the skills set out at [38(j)], Ms Evans said her ability to recognise “diminished 

cognitive capacity” was drawn from “looking after my nan” and not her Certificate III 

qualification.166 

(f) De-escalation Skills. Ms Evans confirmed that she employs de-escalation skills 

learnt in her Certificate III during her work. For example, if she observed a client was 

having a bad day.167  

Ms Evans also provided the following example: 

“I have one - had one client in Mildura who had early signs of dementia.  I used to 

change my hairstyle before going in there because she didn't like who I was.  

Sometimes that would work and if her behaviour started to get out of control while I 

was in the home, I would tend to sit down because she was a lot shorter than me, 

so therefore making myself a lot smaller than her, and trying to calm her down.  If 

that didn't work, I would generally just leave the home because I could tell that she 

was feeling uncomfortable with me being there.”168 

During re-examination, Ms Evans confirmed that some aspects of her de-escalation 

strategies are “self-taught”. For example, the decision to change her hairstyle.169 

(g) Ms Evans confirmed that the reference to reliance upon “the knowledge you have” 

at [52], includes what she learnt during her Certificate III course and internal training 

with Regis.170 

 

(viii) Environment - Conditions under which Work is Done 

2.54 Ms Evans gave the following evidence about the conditions under which she works at Regis: 

(a) Care Plan in Client’s Home. During cross-examination, Ms Evans gave evidence 

that she never quite knows what she will be walking into at a client’s home.171 She 

explained that the care plan, if available, is stored in the client’s home. She also 

noted:  

“Sometimes we may get either an email or a text message from a staff 

worker, like a care staff worker, that there is a dog on the premises or a cat 

that - and yes, so it's care workers it's sometimes passed on.  Every so often 

office staff will have been notified and think to pass it on as well.”172 

166 Transcript, 5 May 2022, PN6172- PN6174 
167 Transcript, 5 May 2022, PN6214     
168 Transcript, 5 May 2022, PN6215     
169 Transcript, 5 May 2022, PN6245- PN6246     
170 Transcript, 5 May 2022, PN6228     
171 Transcript, 5 May 2022, PN6210     
172 Transcript, 5 May 2022, PN6213    
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(b) Risk Assessment. Ms Evans gave the following evidence as to risk assessment 

and safety: 

(i) Prior to carers entering a client’s home for the first time, Regis is meant to 

conduct a risk assessment of the house. Ms Evans is not involved in that 

process.173 

(ii) Ms Evans stated care workers may be asked to complete a “safety report on 

the home, just so that they have an understanding of what the work 

environment is going to be like”. However, she is yet to complete one.174   

(c) Once again, it was plain that protocols exist to ensure the safety of care workers.  

  

173 Transcript, 5 May 2022, PN6208-PN6209     
174 Transcript, 5 May 2022, PN6209     
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(d) Veronique Vincent -- Home Support Worker -- Regis  

 

 (i) Period of Service in Role 

2.55 13 years. Ms Vincent is employer by Regis. Her employment is covered by an enterprise 

agreement.175 Under that agreement she is classified as a “Home Care Employee” at “Year 

5 of exp”.176 She is employed on a permanent part time basis.177 

2.56 Ms Vincent has worked around 13 years in the role.178 

 

(ii) Period of Service in Industry 

2.57 17 years. Ms Vincent has worked around 17 years in aged care. 179  

 

(iii) Qualifications and Training 

2.58 Certificate III and IV. Ms Vincent has the following qualifications: 

(a) Certificate II in Community Services Support Work; 

(b) Certificate III in Aged Care Work; 

(c) Certificate IV in Aged Care;  

(d) Certificate IV in Leisure and Health;180 

(e) Diploma in Dementia.181 

2.59 Mandatory Internal Training. Throughout the year, Ms Vincent is also required to 

complete online modules in topics such as OHS policies or manual handling. They vary in 

duration. Ms Vincent explained you are provided an hour to complete the training but the 

actual duration depends on “how quick you are” at progressing through the module.182 

2.60 Medication Training. During cross-examination, Ms Vincent explained that Regis provide 

in-house medication competency training that is provided by a RN.183 The training involves 

theory and practical assessment. The practical component involves the RN accompanying 

175 Statement of Veronique Vincent dated 28 October 2021 [42].  
176 Statement of Veronique Vincent dated 28 October 2021 [44]. 
177 Statement of Veronique Vincent dated 28 October 2021 [43]. 
178 Transcript, 4 May 2022, PN5654.     
179 Transcript, 4 May 2022, PN5667.     
180 Statement of Veronique Vincent dated 28 October 2021 [19]-[25]. 
181 Statement of Veronique Vincent dated 28 October 2021 [30]. 
182 Transcript, 4 May 2022, PN5691; Statement of Veronique Vincent dated 28 October 2021 [35]. 
183 See also Statement of Veronique Vincent dated 28 October 2021 [33]. 
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the support worker to a client’s home. This allows the RN to oversee and observe that the 

support worker is competent.184  

2.61 Regis also provide an annual medication refresher course, which is around 30 minutes 

duration.185 The refresher will also be led by the RN.186 

2.62 CPR. This training is required to be completed every 12 months.187  

 

(iv) Submissions as to Weight   

2.63 The following aspects of Ms Vincent’s evidence should attract little (if any) weight: 

(a) COVID-19. To the extent Ms Vincent addresses the impact of the pandemic,188 we 

rely upon submissions at Section 5. 

(b) Financial Pressure.189 In her statement, Ms Vincent gives the following evidence: 

(i) she loves her job; 

(ii) she finds her work rewarding; 

(iii) using her personal vehicle and getting chastised “if our car aren’t clean”; 

(iv) “all of this compounds the impact of already low wages”; 

(v) “I just want to be paid what I am worth”. 

These statements are based on Ms Vincent’s belief about the industry. It is a series 

of emotive and generalised statements that are not supported by evidence. In that 

form, the evidence should attach little weight.  

 

(v) The Nature of the Work Performed 

2.64 Ms Vincent emphasised the prevalence of family expectations. She provides an example 

of families’ leaving “notes” for carers requesting that “the washing [be] hung out”.190 Her 

evidence is that “I often feel more like I’m being pressured to work in a way that may actually 

contribute to a client’s loss of independence, rather than prolonging it”.191 

 

(vi) Supervision 

184 Transcript, 4 May 2022, PN5680- PN5682   
185 Transcript, 4 May 2022, PN5683 
186 Transcript, 4 May 2022, PN5686     
187 Statement of Veronique Vincent dated 28 October 2021 [41]. 
188 Statement of Veronique Vincent dated 28 October 2021 [124]-[137]. 
189 Statement of Veronique Vincent dated 28 October 2021 [138]- [152]. 
190 Statement of Veronique Vincent dated 28 October 2021 [104]. 
191 Statement of Veronique Vincent dated 28 October 2021 [107]. 
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2.65 During cross-examination, Ms Vincent identified the “Case Manager” as the person she 

reports to. Each Case Manager has a series of clients, Ms Vincent will contact the relevant 

Case Manager.192 

2.66 Ms Vincent also noted one of the Case Managers is a RN. If there was an issue/question 

regarding medication, she would contact that particular Case Manager.193  

2.67 During cross-examination, she also confirmed the procedures set in place that she is to 

follow for a range of incidents/scenarios. For example: 

(a) Problem occurs during appointment. Ms Vincent explained if a problem arises 

during business hours (for example, observe a skin tear), she would contact the 

Case Manager for the relevant client. Should an issue occur after hours, Ms Vincent 

would contact the “nurse on-call who is employed with Regis”.194 

(b) Proposed Changes to Services under Care Plan. Ms Vincent explained she is to 

contact the Case Manager.195   

(c) Unsafe. Ms Vincent confirmed that the protocol for when she feels unsafe during an 

appointment is “to leave”. Following which, she is to call the Case Manager.196  

 

(vii) The Level of Responsibility or Skill Involved in doing the Work 

2.68 Ms Vincent gave the following summary of her duties:197 

(a) personal care (which includes helping with toileting, showering, personal grooming, 

dressing, and so on);  

(b) domestic assistance (which includes help with house cleaning, linen changing, 

washing, and so on);  

(c) food services (which includes help with food preparation and shopping),  

(d) social support;  

(e) welfare checks; and  

(f) “clinical care” (under the instruction/training of a RN), which she described as 

“medication prompts, blood pressure checks, wound management”.198  

192 Transcript, 4 May 2022, PN5675.     
193 Transcript, 4 May 2022, PN5677     
194 Transcript, 4 May 2022, PN5676 
195 Transcript, 4 May 2022, PN5712. 
196 Transcript, 4 May 2022, PN5730- PN5731. 
197 Statement of Veronique Vincent dated 28 October 2021 [51]. 
198 Statement of Veronique Vincent dated 28 October 2021 [51]. 
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(i) Wounds. As to “wound management”, Ms Vincent explains that the 

responsibility falls to the RN to do a wound assessment and wound chart. 

The RN may then instruct the care worker on how to dress the wound with a 

“gauze covering”. Ms Vincent has received this training.199 

(ii) Blood Pressure. Ms Vincent explained the RN prepares a chart for the client 

and trains the carer on how to check blood pressure and make a record. If 

the reading is outside the range on the chart, Ms Vincent is to call the RN 

immediately.200 

2.69 During cross-examination, Ms Vincent gave the following evidence: 

(a) Always within expertise. She was taken to [52]. She confirmed that the “other 

services” and tasks she may provide during an appointment “fall within the general 

scope of the care plan” and the work she performs falls within her qualification.201  

During cross-examination, she gave evidence that her manager has told her “that 

within your work expertise you can do things outside the care plan”. She gave the 

example of “clean[ing] the whole house” and “clean[ing] chicken droppings off the 

back”. 202 When questioned about whether the expectation to is driven by client or 

manager, she stated: 

“So I wanted to clarify that because our care plans are a lot broader now.  They used 

to be more specific, as in you followed the care plan within reason if it was something 

like dusting or something like that.  There was an incident that the client required 

someone to clean chicken droppings off the back.  I questioned it, and I was told 

that within reason that that was in my job scope, that I was able to do that, irrelevant 

if it was on the care plan or not.”203 

 

(b) Extra Work Time Permitting. Later in the cross-examination, Ms Vincent also 

confirmed that sometimes she may do “a little bit extra” during a service, for example 

wiping down the second bathroom in addition to cleaning the first, “if time permits”.204 

(c) Progress Notes. Ms Vincent gave evidence that up until 2022 she was required to 

write progress notes. However, “[n]ow we do not have progress notes.  So there is 

199 Statement of Veronique Vincent dated 28 October 2021 [114]-[115]. 
200 Statement of Veronique Vincent dated 28 October 2021 [117]. 
201 Transcript, 4 May 2022, PN5707-PN5708 
202 Transcript, 4 May 2022, PN5717- PN5721     
203 Transcript, 4 May 2022, PN5720 
204 Transcript, 4 May 2022, PN5723 -PN5724     
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no documentation in our progress notes as from this year”.205 As to documentation, 

she gave the following evidence: 

“so if it's medication, we have to fill out an actual medication chart so there is 

documentation of medication.  But in general, other things like domestic duties, 

personal care, none of that is documented anymore, unless there is an issue.  Then 

we email to the case manager if there was a fall.  Then we do that.  But since the 

start of this year, and the introduction of our work phones that have just come in this 

year as well, that's why there are some alterations with my statement because we 

now have work phones where before we had our own private phone.  So we receive 

our rosters and everything on our phones now but we do not document on the 

phone.”206 

 

(viii) Environment - Conditions under which Work is Done 

2.70 Ms Vincent gave the following evidence as to the condition of her working environment:  

(a) Initial Assessment. During cross-examination, Ms Vincent explained the risk 

assessment process conducted before she attends a client’s home. That evidence 

appears below: 

“so initially the case manager or someone in that position actually goes in and is 

supposed to do a risk assessment and also check products like the cleaning 

services, domestic assistants, make sure that they have the proper cleaning things, 

vacuums that are working, et cetera”207 

As part of that process, the Case Manager should be checking the equipment that 

Ms Vincent might be using in the process of giving domestic assistance. 208  

During re-examination, Ms Vincent stated that “sometimes, even though they do the 

safety assessments, there have been many times that we've gone into the home 

that they have not been put in as yet, so we've actually had to wait for the safety 

guard even though we've gone in prior to that safety”.209 

(b) Care Plan. Ms Vincent also noted that the care plan is stored in the client’s home in 

a folder provided by Regis. She confirmed that one of her first steps upon entering 

a client’s home is to look at the care plan. For the first visit with new clients, this will 

be the first time she sees the care plan210 

  

205 Transcript, 4 May 2022, PN5709-PN5710. 
206 Transcript, 4 May 2022, PN5711. 
207 Transcript, 4 May 2022, PN5697. 
208 Transcript, 4 May 2022, PN5698. 
209 Transcript, 4 May 2022, PN5746 
210 Transcript, 4 May 2022, PN5699- PN5701      

5036



(e) Catherine Goh -- Community Support Worker -- Brightwater  

(i) Period of Service in Role 

2.71 12 years. Ms Goh is employed by Brightwater. She is employed as a “Community Support 

Worker”.211 Ms Goh has worked for Brightwater for around 12 years.212   

 

(ii) Period of Service in Industry 

2.72 12 years. Ms Goh’s experience with Brightwater is the sum of her experience in aged care 

(i.e. 12 years’ experience).213   

 

(iii) Qualifications and Training 

2.73 Certificate III. Ms Goh attained a Certificate III in Home and Community Care through 

Brightwater.  

2.74 Mandatory Internal Training. Ms Goh also completed the following training through 

Brightwater: 

(a) Manual handling; 

(b) Dysphagia; 

(c) Medication competency; and  

(d) E-learning.214   

2.75 During cross-examination, Ms Goh gave the following evidence about in-house training at 

Brightwater: 

(a) Manual handling training occurs annually and is mandatory. It involves a theory 

and practical component. It takes around six hours.215  

(b) Dysphagia was covered in the Certificate III but Brightwater provide it as a 

mandatory training course to teach “about the international dysphagia diet 

standardisation categories of regular, easy to chew, soft and bite‑sized, mixed and 

moist and pureed”.216 

(c) Medication competency is overseen by a RN, Ms Goh explained, “because they 

hold the responsibility of medication and so they have to be sure that we know how 

211 Statement of Catherine Goh dated 13 October 2021 [3]-[4].  
212 Statement of Catherine Goh dated 13 October 2021 [3]. 
213 Statement of Catherine Goh dated 13 October 2021 [3]. 
214 Statement of Catherine Goh dated 13 October 2021 [13]-[14]. 
215 Transcript, 10 May 2022, PN10669- PN10671 
216 Transcript, 10 May 2022, PN10672-PN10674   
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to prevent errors.”217 The RN trained Ms Goh on how to “assist with medication”, 

which mainly includes “helping with pills from Webster pak”. 218 She also noted the 

RN trained her in assisting with “puffers, creams, [and] eye drops”. 219 

Ms Goh confirmed it had a theory component and practical component that was 

assessed by the RN.220 It took around 2 hours.221 

2.76 Additional Training. Ms Goh has an Associate Degree in Dementia Care. Ms Goh 

explained she attained this through the University of Tasmania by completing two years of 

study. She noted that one year would equal a diploma and three years would have equalled 

a bachelor degree.222 This qualification was self-motivated (i.e. not incentivised or required 

by employer).223 Ms Goh’s evidence was that the Certificate III was not sufficient enough 

training for the work she was performing.224 Ms Goh considered the Associate Degree skills 

have “broader application” and go beyond the scope of a Certificate III.225 She explained:  

“it would cover psychology, biology, health issues, understanding of the different 

types of dementia and cognitive decline, how it affects behaviour.  There's really a 

whole – it's a whole another level of understanding how people function and 

communication, and I think it just makes you feel a bit more confident having that 

behind you.”226 

 

(iv) Submissions as to Weight 

2.77 The following aspects of Ms Goh’s evidence should attract little (if any) weight: 

(a) Relevance. Ms Goh’s evidence with respect to her “two daughters” and her 

“Bachelor of Social Work” is not relevant to the current work value assessment 

before the Commission.227  Her evidence, in that respect, should attach no weight.  

(b) Hearsay and Relevance. Throughout her statement, Ms Goh gives evidence 

speculating on the experience of others: 

(i) “I know a lot of people who love the work but hate the conditions and pay”;228  

217 Transcript, 10 May 2022, PN10679 
218 Transcript, 10 May 2022, PN10688; Statement of Catherine Goh dated 13 October 2021 [22].   
219 Transcript, 10 May 2022, PN10688; Statement of Catherine Goh dated 13 October 2021 [22].   
220 Transcript, 10 May 2022, PN10680   
221 Transcript, 10 May 2022, PN10681   
222 Transcript, 10 May 2022, PN10662- PN10663 
223 Transcript, 10 May 2022, PN10667   
224 Transcript, 10 May 2022, PN10668   
225 Transcript, 10 May 2022, PN10731- PN10732   
226 Transcript, 10 May 2022, PN10730 
227 See Statement of Catherine Goh dated 13 October 2021 [2]. 
228 Statement of Catherine Goh dated 13 October 2021 [37]. 
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(ii) “We have been offered monetary incentives if we can introduce someone 

who comes to work for Brightwater and stays for us to six months. I don’t 

know anyone who is interested”; 229 

(iii) “My daughter gets more money working in food services than I do (albeit she 

is a casual). There are a lot easier ways to make a living”;230  

(iv) “My observation is that the older ones are retiring and getting older and the 

other groups are shrinking because they have other options too”;231  

(v) “I know lots who have left due to physical injuries, as you get older you just 

can’t do the physical work any more”; 232 

(vi) “There are skill shortages and it is easier to get jobs in hospitality and that 

kind of thing. Just about every home care provider and disability support 

provider doesn’t have enough staff and all competing for the same 

people”;233 and 

(vii) “Family might just see the client as a burden, not recognise her as a person. 

That then falls on us to provide that kind of validation to the clients.”234 

This evidence is not supported by any objective evidence. Absent corroboration, at 

its highest each is a statement based on Ms Goh’s belief. Further, none of the 

statements are relevant to work value reasons. As such, they should attach little 

weight.  

(c) Opinion about Packages and Funding.235 Ms Goh gives the following evidence:  

(i) she suggests there are “a lot of people” on “level 3 and 4 packages, which 

indicated higher levels of need” and “a lot of clients” on CHSP that are 

“waiting for a higher level package”, which she considers suggests that 

clients being on lower levels packages “underestimates the level of need”;236 

(ii) “fees keep coming out of that package. If a client rings with an issue, they 

get an administration fee. There are also coordination fees, and 

management fees. Fees chew up the package and yet in the end, at the 

229 Statement of Catherine Goh dated 13 October 2021 [38]. 
230 Statement of Catherine Goh dated 13 October 2021 [38]. 
231 Statement of Catherine Goh dated 13 October 2021 [39]. 
232 Statement of Catherine Goh dated 13 October 2021 [39]. 
233 Statement of Catherine Goh dated 13 October 2021 [39]. 
234 Statement of Catherine Goh dated 13 October 2021 [21]. 
235 Statement of Catherine Goh dated 13 October 2021 [33]-[35]. 
236 Statement of Catherine Goh dated 13 October 2021 [33]. 
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moment, the clients are still not getting much more choice in service because 

of short staffing”;237 and 

(iii) “[o]ther clients have high level packages but have family support and have 

the funds sitting there and can’t spend it”.238 

That evidence is of minimal assistance to the Commission as it is entirely based on 

Ms Goh’s opinion and without any reference to data. Whilst acknowledging that is 

the opinion held by Ms Goh, absent corroboration, it should attach minimal weight. 

(d) Enterprise Agreement Negotiations. To the extent Ms Goh’s evidence comments 

on her observation of the process for enterprise agreement renegotiation, this 

should attract no weight. This evidence concerns a separate industrial process that 

is not of assistance the Commission with its assessment of work value.   

(e) Staffing. To the extent Ms Goh’s evidence speculates on the impact of 

“understaffing”,239 this matter is not relevant to work value assessment. We rely on 

our submissions at Section 5. 

(f) Financial Hardship. Ms Goh gives evidence that:  

(i) a full time “salary package” is required “[i]f you want a living”; 240 and 

(ii) “There is only enough to pay bills, not to have a social life and unexpected 

bills, especially car bills are stressful, because you have to keep your car on 

the road”.241 

These statements refer to Ms Goh’s personal circumstances and express her 

opinion on wage rates. Further, they do not assist the Commission with its evaluation 

of work value reasons.   

 

  

237 Statement of Catherine Goh dated 13 October 2021 [34]. 
238 Statement of Catherine Goh dated 13 October 2021 [35]. 
239 Statement of Catherine Goh dated 13 October 2021 [35]. 
240 Statement of Catherine Goh dated 13 October 2021 [39]. 
241 Statement of Catherine Goh dated 13 October 2021 [39]. 
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(v) The Nature of the Work Performed 

2.78 Ms Goh gave evidence as to changes to the nature of the work performed. She makes the 

following observations: 

(a) “[f]amilies are spread wider” and “not all can use mobiles and computers”. This is a 

change from when she first started. She recalled clients having “larger families” that 

would “share the care among them”;242  

(b) clients staying in the home longer (noting her views are informed only her 

experienced with clients);243 

(c) “I think there are more people with chronic health who are needing help, and people 

living to a longer age but without good quality of life” (it should be noted, Ms Goh 

does not explain what she means by “chronic health” or how she observes persons 

in her care to be “without good quality of life”);244 

(d) the age range of her clients include people “in their 80s and 90s”, as well as outliers 

that are younger or above 100;245 

(e) person centred care has changed the expectations concerning “domestic services”, 

such that clients (in Ms Goh’s view) “believe that they are entitled to a higher 

standard”;246 

(f) “I think there is probably a higher percentage of clients now with cognitive 

impairment issues of some kind”. 247 

 

  

242 Statement of Catherine Goh dated 13 October 2021 [20]. 
243 Statement of Catherine Goh dated 13 October 2021 [28]. 
244 Statement of Catherine Goh dated 13 October 2021 [29]. 
245 Statement of Catherine Goh dated 13 October 2021 [30]. 
246 Statement of Catherine Goh dated 13 October 2021 [31]. 
247 Statement of Catherine Goh dated 13 October 2021 [32]. 
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(vi) Supervision 

2.79 Team Leader. During cross-examination, Ms Goh explained that she reports to team 

leaders. She noted “we’re usually allocated one”.248 She stated they are not qualified as 

RNs but have training in “occupational health and safety, and there's the Cert IV in Training 

and they have – one came from residential care, and the other has been trained as an 

occupational therapy assistant and a support worker”.249 

2.80 Coordinator. However, for “client issues” she contacts the Coordinator.250 The Coordinator 

is responsible for writing the care plan.251 

2.81 As to the difference between team leader and coordinator, she explained: 

“The coordinator is there to look after client issues.  The team leader is there to look after 

issues that – say, if I didn't know what to do, I would ask the team leader and then she would 

direct me.  But if I just noticed a problem with a client, I would report that to the client 

coordinator, because I know that a skin tear is a problem.”252 

2.82 As to the qualification of the coordinators, Ms Goh said some are ENs, social workers, 

former support workers, allied health - “it’s a bit of a variety”.253 

2.83 Despite emphasising her work being “lone working” in her statement,254 during cross-

examination, Ms Goh confirmed the series of procedures set in place that she is to follow 

for a range of incidents/scenarios. For example: 

(a) Skin Tear. This is reported to the Coordinator.255 Ms Goh explained: “The 

coordinator will usually let the clinical staff know and refer – make a referral for them 

to go and check and do some wound care.”256 Brightwater employs RNs and ENs, 

they are responsible for dealing with clinical activity.257  

(b) Difficulty Breathing. Ms Goh said the procedure depends on the type of 

emergency.  

(i) If it is “critical” - the procedure is to “call the ambulance straight away and 

then call the coordinator”.258  

248 Transcript, 10 May 2022, PN10690   
249 Transcript, 10 May 2022, PN10691   
250 Transcript, 10 May 2022, PN10693   
251 Transcript, 10 May 2022, PN10707   
252 Transcript, 10 May 2022, PN10694   
253 Transcript, 10 May 2022, PN10695 
254 See Statement of Catherine Goh dated 13 October 2021 [27]. 
255 Transcript, 10 May 2022, PN10693,  PN10700   
256 Transcript, 10 May 2022, PN10701 
257 Transcript, 10 May 2022, PN10702- PN10703     
258 Transcript, 10 May 2022, PN10704   
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(ii) If Ms Goh was uncertain, “I'll call the coordinator and they'll direct me to call 

an ambulance”. The coordinator would then contact the family.259 

(c) Identify hazards. Ms Goh explained there are two procedures - one for “hazard for 

worker” and “hazard for client” - the nature of which determine who is reported to. 

For example, if the client was falling down steps, Ms Goh would notify the 

coordinator.260 The coordinator will then engage with the client or their family.261 

If a hazard is making the environment dangerous for workers, it is reported to the 

team leader. It is the team leader’s responsibility to take care of the issue and make 

sure it is fixed.262 

(d) Unsafe. Provided the client is safe, the procedure is to leave and let the office know 

“that you weren't able to stay in the service”.263 If the issue related to client 

behaviour, it would also be reported to the coordinator.264 Ms Goh gave evidence 

that it has been a couple of years since she has had to leave a client’s home due to 

feeling unsafe. She credits this to her de-escalation skills.265 

 

(vii) The Level of Responsibility or Skill Involved in doing the Work 

2.84 Ms Goh gave the following evidence as to her duties: 

(a) Roster. Ms Goh usually gets her roster setting out her appointments 1-week in 

advance, however, changes occur. It is accessed via her phone.266 

(b) Appointments. Ms Goh attends to the following types of appointments:  

(i) Personal care (for example, showering).267 

(ii) Domestic cleaning. 268 

(iii) Shopping with client.269  

259 Transcript, 10 May 2022, PN10704- PN10705   
260 Transcript, 10 May 2022, PN10718 
261 Transcript, 10 May 2022, PN10719   
262 Transcript, 10 May 2022, PN10718, PN10720-PN10721   
263 Transcript, 10 May 2022, PN10723 
264 Transcript, 10 May 2022, PN10725 
265 Transcript, 10 May 2022, PN10728-PN10729   
266 Statement of Catherine Goh dated 13 October 2021 [16]. 
267 Statement of Catherine Goh dated 13 October 2021 [17]. 
268 Statement of Catherine Goh dated 13 October 2021 [17]. 
269 Statement of Catherine Goh dated 13 October 2021 [17]. 
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(iv) “Respite service”, which consisted of “light housework” and “sit[ting] with 

someone while their carer [was] out”. 270  

(v) Cook for people (“[s]ometimes”) (for example, “[o]nce I got asked to make a 

cake”). 271 

(c) As to skills involved, Ms Goh gave examples of the following “funny skills that people 

don’t think about”, such as assisting a client: 

(i) with “knotty hair” by brushing it out;  

(ii) by untangling a necklace; 

(iii) with finding a lost item.272  

She also identified “conversation” with clients as a skill, noting that she does “a lot 

of listening”. 273   

(d) No Hoists. Ms Goh noted that she does not see many “high physical need clients” 

as she does not “do hoists any more”.274 

2.85 During cross-examination, Ms Goh explained the duties she performs: 

(a) Medication Prompt. She explained: “we would prompt people; just take medication 

out of the Webster‑pak, put it in a cup, give it to them, watch them take it, make sure 

they haven't dropped anything”.275 

(b) Administer Medication (following training by RN276).  

(i) Under the instruction of a speech therapist, for some clients with dysphagia, 

“you might have to provide crushed tablets, or put it with yoghurt and put it 

on a teaspoon”.277  

(ii) Ms Goh also applies medicated creams. However, she said there must be 

“a form signed by a doctor” prior to doing this. She explained:  

“For any medication administration there will be a form in the file that 

says the doctor has authorised it, and we have to check against the 

cream that they have.  You have to have a rough understanding of – 

270 Statement of Catherine Goh dated 13 October 2021 [17]. 
271 Statement of Catherine Goh dated 13 October 2021 [17]. 
272 Statement of Catherine Goh dated 13 October 2021 [18]. 
273 Statement of Catherine Goh dated 13 October 2021 [19]. 
274 Statement of Catherine Goh dated 13 October 2021 [32]. 
275 Transcript, 10 May 2022, PN10685   
276 Transcript, 10 May 2022, PN10688   
277 Transcript, 10 May 2022, PN10684- PN10685   
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sometimes you have a brand name and sometimes you have a 

medical name, which can make it confusing.”278 

 

(c) Progress Notes. Ms Goh explained that progress notes are reserved for “anything 

unusual” or an “exception”. Absent that, “you just document that you’ve been, 

because it’s assumed … that you followed the care plan”.279 This is written in the 

same folder where the care plan is stored at the client’s house.280 This evidence 

should be preferred to Ms Goh’s statement which suggests she is spending an 

inordinate amount of “extra time” she is required to report updates “by phone and 

email”.281     

 

(viii) Environment - Conditions under which Work is Done 

2.86 Ms Goh gave the following evidence relevant to the condition under which work is done: 

(a) Care Plan. The care plan is stored at the client’s house. Ms Goh said she does not 

receive an electronic copy.282 

(b) Risk Assessment. During cross-examination, Ms Goh gave evidence that the 

coordinator has the responsibility to do an initial risk assessment of the client’s 

house to make sure it is safe to go into.283 As to whether Ms Goh is informed of the 

outcome, she stated: 

“Often it's in the file, so it's – when I say that, you would, you know, probably find 

that if it's a new client they have that done but sometimes if coordinators change 

and the circumstances have changed, it may not be.”284 
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(f) Jennifer Wood -- Support Worker -- Uniting  

(i) Period of Service in Role 

2.87 11 years. Ms Wood is employed by Uniting.285 Her employment is covered by an enterprise 

agreement.286 Under that agreement she is classified as a “Community Care Employee, 

Grade 2 Support Worker”.287 She is employed on a permanent part time basis.288 Ms Wood 

has worked for Uniting for around 11 years.289 She works around 20 hours per week with 

Uniting.290  

 

(ii) Period of Service in Industry 

2.88 11 years. Ms Wood has worked in the aged care sector for around 11 years.291  

 

(iii) Qualifications and Training 

2.89 No qualification. Ms Wood has no formal qualifications in aged care.292 Uniting provided 

Ms Wood the option, but she declined.293 Uniting requires home care employees to have a 

Certificate III to provide “personal care services”.294 

2.90 Mandatory Internal Training. Uniting require Ms Wood to complete “regular e-learning” 

modules via the “Ulearn” program on work phone. These modules take between 20-60 

minutes to complete and address topics such as manual handling, hand hygiene, WHS, 

infection prevention, new aged care quality standards, elder abuse, reportable conduct, 

etc.295 This training is complete on the work-provided Samsung phone.296 During cross-

examination, Ms Wood explained that the modules include videos and could be between 

10 or 50 minutes. 297 

2.91 Additional Training. Ms Wood completed a free online course through the University of 

Tasmania in “Understanding Dementia” (same “MOOC” course undertaken by Ms Payton 

285 Statement of Jennifer Wood dated 27 October 2021 [2].  
286 Statement of Jennifer Wood dated 27 October 2021 [17]. 
287 Statement of Jennifer Wood dated 27 October 2021 [19]. 
288 Statement of Jennifer Wood dated 27 October 2021 [18]. 
289 Statement of Jennifer Wood dated 27 October 2021 [2].  
290 Statement of Jennifer Wood dated 27 October 2021 [32]. 
291 Statement of Jennifer Wood dated 27 October 2021 [1].  
292 Statement of Jennifer Wood dated 27 October 2021 [10]. 
293 Statement of Jennifer Wood dated 27 October 2021 [10]. 
294 Statement of Jennifer Wood dated 27 October 2021 [10]. 
295 Statement of Jennifer Wood dated 27 October 2021 [13]. 
296 Transcript, 4 May 2022, PN5575.    
297 Transcript, 4 May 2022, PN5578.    
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and Ms Evans).298 Uniting also provided an “Accidental Counsellor” course, which provided 

“tips about trying not to take client’s issues on as our own”.299 

2.92 First Aid and CPR. Ms Wood is also required to maintain a current first aid certificate and 

CPR training.300 The cost of the course is covered by Uniting.301   

 

(iv) Submissions as to Weight 

2.93 The following aspects of Ms Wood’s evidence should attach little (if any) weight: 

(a) “Complex needs”. Ms Wood gives evidence as to dealing with a client with 

“complex needs”. She described a client as a “hoarder” and the difficulties she 

experienced in negotiating with him to remove/box up his collection of 

newspapers.302 She states:  

“I later learned from listening to a program on hoarding on ABC radio that 

hoarding is a psychological issue, and that there is no amount of 

encouraging or suggesting different ways we could tidy up that will work.”303  

The Commission should be reluctant to put weight on Ms Woods’ well-meaning 

diagnosis (noting she is not qualified to give dianosis). Absent expert evidence, at 

its highest, Ms Woods’ evidence refers to behaviour that may be described as 

“challenging” and/or “difficulty”.  

(b) COVID-19. To the extent Ms Wood’s evidence addresses the impact of the 

pandemic,304 we repeat the submissions at Section 5. 

(c) Financial Pressure.305 Ms Wood gives the following evidence:  

(i) she loves the “people focused part of the work” and finds it rewarding; 

(ii) “low pay makes things difficult” (she refers to getting a second job); 

(iii) when clients pass away or move into residential care, those gaps leave holes 

in her roster; 

(iv) the requirement to use her personal vehicle; 

298 Statement of Jennifer Wood dated 27 October 2021 [12]. 
299 Statement of Jennifer Wood dated 27 October 2021 [106]. 
300 Statement of Jennifer Wood dated 27 October 2021 [16]. 
301 Statement of Jennifer Wood dated 27 October 2021 [16]. 
302 Statement of Jennifer Wood dated 27 October 2021 [77]-[86]. 
303 Statement of Jennifer Wood dated 27 October 2021 [87]. 
304 See Statement of Jennifer Wood dated 27 October 2021 [46(b)], [46(e)], [46(n)], [46(w)]-[46(y)], [53], [133], [159]-

[167],  
305 See Statement of Jennifer Wood dated 27 October 2021 [168]-[181]. 
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(v) “the wages reflect the old-style values of the sort of work that women were 

just expected to do for mother-in-law”; 

(vi) “clients tell me we deserve more”; and 

(vii) the work is not seen as “valuable or respected”. 

Each of those statements, whilst emotive, are generalised opinions that are not 

supported by objective evidence. At its highest they may be accepted as statements 

of Ms Wood’s belief. That form must impact the weight the Commission places on 

them. 

(d) Dissatisfied with Support. Ms Wood also gives evidence that she is not always 

satisfied by the support of her Team Leader and/or employer:  

(i) She gives an example of a developing bushfire in the area she was working 

in and the possibility of road closures.  

(ii) She states that she raised this possibility with her Team Leader, who 

directed her to go to the next appointment. Ms Wood alleges that the Team 

Leader did not act off information from “the official source”.306 

Whilst she may feel dissatisfied, her evidence provides an example of a protocol -

contacting the supervisor with concerns. The “concern” was a possibility of road 

closure in the context of a developing situation (namely, a bushfire).  The fact the 

Team Leader adopted an approach different to Ms Wood – if she was a Team 

Leader – is not relevant to work value. It does not assist the Commission.  

 

(v) The Nature of the Work Performed 

2.94 Ms Wood gave the following evidence as to the nature of the work performed: 

(a) As to the client demographic, she refers to having clients as:  

(i) of advanced aged (i.e. above 80 or 90);307 

(ii) having a range of mobility issues;308 

(iii) having mental health disorders (for example, schizophrenia);309  

306 See Statement of Jennifer Wood dated 27 October 2021 [138]-[144]. 
307 Statement of Jennifer Wood dated 27 October 2021 [26]. 
308 Statement of Jennifer Wood dated 27 October 2021 [28]. 
309 Statement of Jennifer Wood dated 27 October 2021 [28], [131]-[132]. 
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(iv) “complex needs or challenging behaviours” (for example, a client with having 

“hoarding issues”);310 

(v) having cognitive issues (for example, dementia).311  

(b) As to the work, Ms Wood gives evidence of the work being “very emotionally 

draining” at times.312 She gives the examples:  

(i) A client that was seeing a psychologist/counsellor and would tell Ms Wood 

details about “sexual and other abuse” she experienced as a child. Before 

responding to that client, she stated she would say “of course I’m not a 

counsellor…” and enquire if that client had seen her psychologist lately and 

“whether she had shared whatever story it was that day with her”.313  

(ii) Clients dealing with grief.314 

(iii) The personal grief experienced when a client dies.315 

(c) Ms Wood also refers to the importance of respecting the “agency of our clients in 

being able to choose things for themselves”. She gives evidence about the process 

of “dignity of risk” practiced at Uniting. By that process, should a client express a 

desire to do an activity that may attract risk, it is discussed with the Support Advisor 

and Doctor. Examples include “a client wanting to get a pet or go somewhere 

unusual or undertake certain exercises”.316 

 

(vi) Supervision 

2.95 Team Leader. During cross-examination, Ms Wood identified her “Team Leader” as her 

“direct line supervisor”.317 She noted there were around 50 care workers in one team, the 

Team Leader supervises everyone. 318 The Team Leader is not a RN, but former support 

worker. 319 

2.96 In her statement she noted that Uniting communicates with support workers via email, text 

and phone call. She receives 1-5 emails daily. Some are more urgent (for example, Team 

Leader asking for a call back) and others are less urgent (for example, reminders to supply 

310 Statement of Jennifer Wood dated 27 October 2021 [28], [77]-[86]. 
311 Statement of Jennifer Wood dated 27 October 2021 [27], [89]-[92]. 
312 Statement of Jennifer Wood dated 27 October 2021 [101]. 
313 Statement of Jennifer Wood dated 27 October 2021 [105]. 
314 Statement of Jennifer Wood dated 27 October 2021 [107]. 
315 Statement of Jennifer Wood dated 27 October 2021 [111]. 
316 Statement of Jennifer Wood dated 27 October 2021 [120]-[121]. 
317 Transcript, 4 May 2022, PN5582.    
318 Transcript, 4 May 2022, PN5583.    
319 Transcript, 4 May 2022, PN5584.    
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client with and encourage them to wear masks or general news/announcements about 

Uniting).320  

2.97 During cross-examination she also confirmed the procedures set in place that she is to 

follow for a range of incidents/scenarios. For example: 

(a) Care Plan Change. During cross-examination, Ms Wood explained the process for 

making a change to a client service and/or care plan. She noted that she may be 

the first to get the request from a client. But ultimately the request needs to be 

communicated to the “support advisor”.321 That evidence is extracted below: 

“I try and find out who they're support adviser is.  We've sort of had a little bit of a 

shuffle of change in that kind of order at work, but basically there's still somebody 

like a support adviser.  I would try and get a hold of them to discuss it and I would 

also email them. We have to do both really.  I try - ideally if I could get them on the 

phone while I had the client, I'd put my phone on speakerphone and explain that, 

you know, you can speak to, you know, Betty directly or whatever about this and 

she'll tell you what she's thinking.  Because that may - I don't think it would be such 

a big thing if it was, you know, say it was social support rather than shopping or 

something.  It probably still would be in the daytime but a meal prep which, you 

know, might have been rostered on at six or something or support worker involved, 

you know, that might involve a whole different, you know, change in the service time 

as well.  In which case yes, that would involve rostering as well.  So for that I would 

ask for help and I would also have to communicate that higher up.”322 

Ms Wood’s evidence was that the support advisor was not a RN. That evidence is 

extracted below: 

“MR WARD: So, in your organisation - in your organisation I don't need to be a 

registered nurse to change a care plan? 

MS WOOD: Not at all, no, no”323 

 

(b) Wound. Ms Wood explained the protocol to be followed if she observed a “dreadful 

wound” - “if I arrive at a client's home they've got a dreadful wound or one that's not 

quite dreadful enough to call an ambulance immediately, I then need to - the 

procedure is I photograph that and send that to the RN.  And also try - you know, 

320 Statement of Jennifer Wood dated 27 October 2021 [43]. 
321 See also Statement of Jennifer Wood dated 27 October 2021 [116]. 
322 Transcript, 4 May 2022, PN5596   .   
323 Transcript, 4 May 2022, PN5599    
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and try and alert her to the fact that I've just sent that to her and I'm needing 

advice.”324 

(c) Bruising. If Ms Wood observed a “bad bruise” on a client, the procedure is that she 

is to take a photograph and send it to the RN via email. She also noted she may talk 

to the client about it, which may inform her decision to call an ambulance.325 For 

example, if the client had a recent “blow to the head” - Ms Wood would immediately 

call for an ambulance. 326 

In Ms Wood’s statement she refers to discovering a “bad skin tear” after hours. She 

took the client to the local medical centre. Following this, she wrote up notes and 

sent an email to the Support Advisor.327 

(d) Difficulty Breathing. If a client is having difficulty breathing, the procedure to be 

followed is to call an ambulance without hesitation. The same procedure is followed 

if a client falls.328 

(e) Unsafe. Ms Wood explained that there is a procedure to follow if she feels unsafe. 

This includes leaving the home. She noted that if it is simply an issue that makes 

her “feel uncomfortable” there is a “code word” to use over the phone.329  In her 

statement, Ms Wood also noted “[w]e are briefed on always keeping our phone and 

car keys on us”.330 

2.98 In Ms Wood’s statement, she also set out the procedure she followed in the following 

scenarios: 

(a) Client Fall. The procedure was set out in Ms Wood’s statement: “If a client has a 

fall while I’m present, I am required by Uniting to call an ambulance as I can’t help 

clients up alone”.331 

(b) Change in Demeanour. Ms Wood provides an example of observing a change in a 

client’s demeanour:  

(i) She engaged in conversation, which confirmed her concerns.  

(ii) Next she called an ambulance.  

324 Transcript, 4 May 2022, PN5585. 
325 Transcript, 4 May 2022, PN5586; see also Statement of Jennifer Wood dated 27 October 2021 [55], [92]. 
326 Transcript, 4 May 2022, PN5587. 
327 Statement of Jennifer Wood dated 27 October 2021 [58]-[59]. 
328 Transcript, 4 May 2022, PN5588. 
329 Transcript, 4 May 2022, PN5615-PN5616.     
330 Statement of Jennifer Wood dated 27 October 2021 [137]. 
331 Statement of Jennifer Wood dated 27 October 2021 [56]. 
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(iii) Upon calling the ambulance she followed the directions given to her by 

paramedics. A question concerned medication, which required Ms Wood to 

consult the care plan and check for any medications stored at the house.  

(iv) Following the incident made a record in the “client’s notes”.332  

(c) Aggression. Ms Wood provides an example of a client being aggressive toward his 

wife whilst she was undertaking a domestic assistance service. She explained the 

procedure followed: 

(i) Ms Wood stated that she “reported the incident to the client’s support 

advisor”.  

(ii) She states the support advisor contact the family of the client - who were not 

aware that the client had been “hitting” his wife.333  

(d) No Answer at Door. Ms Wood explained the procedure is to do the following:  

(i) knock and call out to the client multiple times, if not reply, call the office;  

(ii) the office contacts the client’s “next of kin” and provides further instruction to 

Ms Wood (for example, the client is out with family or the client should be 

home and she needs to “access a locked key box” and let herself in); 

(iii) if the client is meant to be home, Ms Wood is to look around for the client. 

Ms Wood said during this check she is to be prepared to call the ambulance 

in the instance the client has had a fall or medical issue. She also noted it is 

possible the client is simply napping.334 

 

(vii) The Level of Responsibility or Skill Involved in doing the Work 

2.99 Ms Wood gave the following evidence as to the duties she performs: 

(a) Roster. Her roster is communicated via an app on her work phone “CareLink”. She 

describes checking the app “[f]irst thing in the morning on a workday” to check if 

there have been any last-minute changes to her roster.335 

(b) Appointments. She has a regular clientele that she sees “either weekly or 

fortnightly”.336 The services she provides include: “domestic assistance, shopping, 

332 Statement of Jennifer Wood dated 27 October 2021 [61]-[70]. 
333 Statement of Jennifer Wood dated 27 October 2021 [93]. 
334 Statement of Jennifer Wood dated 27 October 2021 [95]. 
335 Statement of Jennifer Wood dated 27 October 2021 [33], [35]-[37]. 
336 Statement of Jennifer Wood dated 27 October 2021 [34]. 
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transport”.337 As to the duration of appointments, Ms Wood said they are either 

“usually one hour or two hours”. 338 She provides examples of this work in her 

statement.339 

During cross-examination, Ms Wood confirmed that she performed “domestic 

support work” and not personal care work. She stated that work includes:  

“the full range, which could be transport, shopping, meal preparation, domestic 

assistance, social support – we all do the whole range, but the added ones that 

sometimes people do as part of a service that includes shopping or domestic 

assistance anyway, they might start off with the personal care, or it might just be the 

medication assistance.  So we're all the same, but there's just a handful of us on my 

team that are just minus those two tasks”340 

She provided additional explanation: 

“Pretty much everything we do I suppose – my take on it is, in home care, is what 

you can no longer do yourself.  So it's light domestic duties, hanging out washing, 

the ordinary sort of shopping you would've done, and if you're no longer able to get 

up and even heat a meal, or prepare a simple meal, then you can ask to have that 

when your care plan's – this is speaking from the client's point of view obviously – 

when it's initially being put together, they might say that's one of my priorities, or a 

son and daughter might say that's one of the priorities for mum.  So therefore that 

might be either in the middle of the day, or it might be later in our working day, getting 

closer to a client's early dinner‑time.  To, you know, cook – yes, I'm not trained in 

cooking, no, but one of the things that we have to do when we do the regular sort of 

online learning little test that we have to do on a regular basis, they include questions 

around food safety. 341 

…So we were not taught to cook, no; in the same way we're not taught to clean or 

shop, or anything.  It's just to the best of your ability, and to what the client wants, 

but they do of course have to make sure that we're preparing food safely.”342 

 

(c) No Medication Services. Ms Wood does not provide assistance with medication.343  

337 Statement of Jennifer Wood dated 27 October 2021 [40]. 
338 Transcript, 4 May 2022, PN5568.   
339 See Statement of Jennifer Wood dated 27 October 2021 [50]-[52]. 
340 Transcript, 4 May 2022, PN5567.   
341 Transcript, 4 May 2022, PN5570.   
342 Transcript, 4 May 2022, PN5571.   
343 Statement of Jennifer Wood dated 27 October 2021 [54] 
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(d) Care Plan. Upon receipt of the roster via the app, Ms Wood reads the “care plan for 

any clients I may be seeing for the first time, or for the first time in a while, where 

available”. The care plan is also accessed via CareLink.344 

(e) Progress notes. Ms Wood identified “Support Workers’ notes” or “client’s notes” as 

a way “to pick up more information” about a client - especially if the care plan was 

not uploaded to CareLink.345 These notes are entered into the CareLIink app. She 

refers to making such notes after appointments and/or incidents.346 

(f) Training New Staff. Ms Wood noted that she is “sometimes given buddy shifts”. 

This involved a new Support Worker shadowing her during her services. She is 

required to “show them the ropes” and report how they went to the Team Leader.347  

 

(viii) Environment - Conditions under which Work is Done 

2.100 As set out above, Ms Wood provided evidence of feeling unsafe at times, but confirmed 

protocols have been implemented by Uniting and she has been briefed on what to do. Whilst 

at times she may not be satisfied with the manner in which procedures/responses are 

executed, she confirms knowledge of their existence.  

2.101 Risk Assessment. During cross-examination, Ms Wood also gave evidence that she 

performs an initial risk assessment at a client’s home.348 She gave the following evidence: 

“MR WARD: That's okay, and you would check that the lights are working and the stove 

works and things like that? 

MS WOOD: Yes, or - yes, or is safe, more likely.  And that there's not, you know, rolled up 

rugs or mildew or there's a lack of handrails.  It's very much about me as much as about the 

client. 

MR WARD: You being safe as well? 

MS WOOD: Yes.  Yes.  So, when I - when I - - - 

MR WARD: And where does that go to after you've done it? 

MS WOOD: I would send that through to the - probably my - I'd probably email it to my support 

- my team leader and the support adviser concerned for that client.”349 

  

344 Statement of Jennifer Wood dated 27 October 2021 [38]-[39]. 
345 Statement of Jennifer Wood dated 27 October 2021 [39] 
346 Statement of Jennifer Wood dated 27 October 2021 [55], [59], [70] 
347 Statement of Jennifer Wood dated 27 October 2021 [75]. 
348 Transcript, 4 May 2022, PN602-PN603.   
349 Transcript, 4 May 2022, PN5604-PN5606. 
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(g) Julie Kupke -- Carer -- Absolute  

(i) Period of Service in Role 

2.102 4 years. Ms Kupke is employed by Absolute in Victoria. She works as a Carer. She has 

held that position four around 4 years.350 She works 6 days a week.351 Ms Kupke is classified 

under the SCHADS Award as a “Home Care Employee Level 2” (pay point 1).352 

 

(ii) Period of Service in Industry 

2.103 15 years. Ms Kupke has worked in the aged care sector for around 15 years353 

 

(iii) Qualifications and Training 

2.104 Certificate IV and Diploma. Ms Kupke has the following qualifications: 

(a) Certificate IV in Disability;354 and 

(b) Diploma in Community Services.355 

2.105 Mandatory Internal Training. Absolute also require Ms Kupke to complete “regular online 

training”. She completes around 1-2 modules per month. The duration ranges from 30-60 

minutes. In her statement she said topics include manual handling, medications, etc. 356 

However, during cross-examination she said “it doesn’t really” cover manual handling.357 

During cross-examination, the topics she listed included: WHS, “aged care practices”, 

“bullying and harassment”.358 

2.106 Additional Training. She also completed free online courses in Preventing Dementia, 

Understanding Dementia and Understanding Traumatic Brain Injury through the University 

of Tasmania.359 Those courses were undertaken at her initiative “for my own benefit in 

relation to the clients I was working with”.360 She provided the following explanation of the 

“Preventing Dementia” course: 

350 Statement of Julie Kupke dated 28 October 2021 [2]. 
351 Statement of Julie Kupke dated 28 October 2021 [14].  
352 Statement of Julie Kupke dated 28 October 2021 [21]-[22]. 
353 Statement of Julie Kupke dated 28 October 2021 [1].  
354 Statement of Julie Kupke dated 28 October 2021 [15]. 
355 Statement of Julie Kupke dated 28 October 2021 [16]. 
356 Statement of Julie Kupke dated 28 October 2021 [18]. 
357 Transcript, 4 May 2022, PN5484     
358 Transcript, 4 May 2022, PN5485- PN5489 
359 Statement of Julie Kupke dated 28 October 2021 [17]. 
360 Transcript, 4 May 2022, PN5473.     
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(a) “The actual course went over a few weeks.  You had to tune into it. We did one part 

of it and then you had to tune into for, like, the next fortnight when you completed 

that, then the next fortnight”;361 

(b) “there was videos that you had to listen to, there was questions and a lot of reading 

that you had to do”;362 and 

(c) at the end of each course, she received a “certificate of completion”.363 

 

(iv) Submissions as to Weight 

2.107 The following aspects of Ms Kupke’s evidence should attract little (if any) weight: 

(a) COVID-19. To the extent Ms Kupke’s evidence addresses the impact of the 

pandemic,364 we repeat our submissions at Section 5. 

(b) NDIS. To the extent Ms Kupke’s evidence addresses clients that are “NDIS 

clients”,365 that is not relevant to the current assessment before the Commission. It 

should also be borne in mind that Ms Kupke gave evidence that 50% of her clients 

are “NDIS funded” (with the other 50% being on “HCPs”).366 Caution should be given 

to this evidence.   

(c) Financial Pressure.367 Ms Kupke makes a series of statements expressing the 

following opinions:  

(i) she loves her job; 

(ii) “the low pay” is an issue; 

(iii) aged care work should be paid on par with disability work; 

(iv) use of her personal car presents an additional expense; 

(v) requirement to have an adequate plan for her personal phone; 

(vi) “I can’t plan financially” and “I am always worried about whether I will earn 

enough week to week”; 

(vii) “I just want to be paid fairly”. 

361 Transcript, 4 May 2022, PN5474     
362 Transcript, 4 May 2022, PN5476     
363 Transcript, 4 May 2022, PN5480     
364 See Statement of Julie Kupke dated 28 October 2021 [110]-[118]. 
365 See Statement of Julie Kupke dated 28 October 2021 [27]-[31], [38]-[62] (NDIS funded c 
366 Statement of Julie Kupke dated 28 October 2021 [28] 
367 See Statement of Julie Kupke dated 28 October 2021 [119]-[130]. 

5056



These are series of emotive statements made by Ms Kupke’s on her personal 

circumstances. Without disrespect to the content of the opinion, it is not supported 

or corroborated by any other evidence, this must impact the weight the Commission 

puts on it.  

 

(v) The Nature of the Work Performed 

2.108 Ms Kupke gave the following evidence relevant to the nature of the work performed: 

(a) Some of her elderly client on HCPs have disabilities (for example, Parkinson’s).368 

(b) Some of her clients are also “very high care clients with complex needs”. This 

includes “Parkinson’s and deafness”.369  

(c) She observes clients are “staying at home longer”.370 This appears to be an opinion 

based on the elderly nature of her clients. 

(d) Ms Kupke identifies the additional responsibility of “medication prompt” as a relevant 

change that occurred within the first three years of working for Absolute. She said 

this duty was previously done by nurses.371  

 

(vi) Supervision 

2.109 During cross-examination, Ms Kupke confirmed that her direct manager was a Human 

Resources Manager. She did not work with Team Leaders or a Client Case Manager.372   

2.110 Ms Kupke also confirmed that Absolute employ RNs, but she does not report to them.373 

2.111 During cross-examination, Ms Kupke explained the protocols she follows at Absolute: 

(a) Bruising. “What I have to do is go through the channels and I ring head office and 

speak to a coordinator and I ask them to email the nurse or the case manager, if 

there is anything that I see that I'm not happy with while I'm on that shift.” This is 

reported immediately.374 

(b) Difficulty Breathing. The procedure is to call “triple 0 first”.375 

368 Statement of Julie Kupke dated 28 October 2021 [32]. 
369 Statement of Julie Kupke dated 28 October 2021 [107]. 
370 Statement of Julie Kupke dated 28 October 2021 [108]. 
371 Statement of Julie Kupke dated 28 October 2021 [109]. 
372 Transcript, 4 May 2022, PN5462-PN5465.    
373 Transcript, 4 May 2022, PN5466- PN5467 
374 Transcript, 4 May 2022, PN5508- PN5509.     
375 Transcript, 4 May 2022, PN5512   
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(c) Issue with Medication. The procedure follow is to “report that straight through to 

head office, which are our coordinators, and then they'd take it further onto the 

channels from there.”376 

(d) Changes to Care Plan. As to changes to the care plan, Ms Kupke provided the 

following evidence: 

“MR WARD: If a client had written into their care plan that they wanted a shower in 

the morning and they told you they wanted to change to the afternoon, who do you 

communicate that to? 

MS KUPKE: I write that in my notes, just stating that that's what the client wants, 

and then I would also ring head office to advise them that instead of having a 

morning person out there you might be better off sending out an afternoon person. 

MR WARD: I take it that the care plan would then be amended and the person who 

looks after them next would see the amended care plan? 

MS KUPKE: That's correct.”377 

In her statement, Ms Kupke also gave examples about suggestions she makes to 

the case manager to assist clients. For example, ordering “special cushions” to 

prevent “sliding down their chair while trying to eat” or “special cutlery and bowls for 

clients who have grip issues”.378  

(e) Unsafe. Ms Kupke confirmed the procedure to be followed if she feels unsafe at an 

appointment is to leave the premises.379 Following which, she is to call head office 

“straight away”. Head office will then instruct Ms Kupke on what to do next.380 

2.112 In her statement, Ms Kupke also referred to the following procedures: 

(a) Concern about client during appointment. “I report this back directly to Absolute’s 

head office which then passes that information on to a client’s case manager for 

review”.381 

 

(vii) The Level of Responsibility or Skill Involved in doing the Work 

2.113 As to her duties, Ms Kupke gave the following evidence: 

376 Transcript, 4 May 2022, PN5518 
377 Transcript, 4 May 2022, PN5519-PN5520 
378 Statement of Julie Kupke dated 28 October 2021 [99]. 
379 Transcript, 4 May 2022, PN5522 
380 Transcript, 4 May 2022, PN5523-PN5524 
381 Statement of Julie Kupke dated 28 October 2021 [34]. 
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(a) Appointments. She performs a mixture of “personal care work” and “domestic 

assistance work”.382 Her duties include “cleaning, cooking, medication prompts, 

showering, toileting, providing community access and social support”.383 

(b) Roster. Her roster is accessed on her mobile phone via an app: “AlayaCare”, which 

also acts as a “client management tool”. She is to “clock on” and “clock off” for every 

client.384 

(c) Progress Notes. Ms Kupke is “required to write progress notes for each client in 

the AlayaCare portal”.385 At the end of an appointment, Ms Kupke “write[s] up notes” 

into the app. The notes will set out “what I’ve actually done out there with the client 

that day”.386 She confirmed the following to be an accurate example of a note she 

may write: 

“MR WARD: So if you had been cooking for the client you might write:  'Arrived at 

this time, cooked breakfast', things like that? 

MS KUPKE: That's correct.”387 

(d) Medication Prompt. Ms Kupke also confirmed she provides “medication 

prompts”.388 This involves the following: 

(i) taking the medication out of the blister pack - at the relevant time of day 

(pack has an “AM” and “PM” section) putting it into a cup or the client’s 

hand;389 and 

(ii) making a record.390  

(e) Care Plan. Ms Kupke confirmed that she can access the care plan at the time a job 

is allocated to her through the app.391  

 

  

382 Transcript, 4 May 2022, PN5502     
383 Statement of Julie Kupke dated 28 October 2021 [107]. 
384 Statement of Julie Kupke dated 28 October 2021 [33]. 
385 Statement of Julie Kupke dated 28 October 2021 [34]. 
386 Transcript, 4 May 2022, PN55504-PN5505.     
387 Transcript, 4 May 2022, PN5506.     
388 Transcript, 4 May 2022, PN5514 
389 Transcript, 4 May 2022, PN5515-PN5516   
390 Transcript, 4 May 2022, PN5517 
391 Transcript, 4 May 2022, PN5499- PN5500.  
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(viii) Environment - Conditions under which Work is Done 

2.114 In Ms Kupke’s statement she described being required to “expect the unexpected”. 392  She 

gave examples of “unexpected” situations included: 

(a) flooded bathroom - Ms Kupke’s response upon discovering the source was a tap left 

on, was to turn the tap off, mop and put mats down;393 and 

(b) client had a stroke and passed out - Ms Kupke’s response was to follow protocol 

and call an ambulance.394 

2.115 Whilst Ms Kupke states in her statement that “I never know what I am going to be face with 

from one day to the next”,395 during cross-examination she confirmed that assessments are 

conducted prior to her first attending a client’s home: 

(a) Initial Assessment. During cross-examination, Ms Kupke gave evidence that the 

initial assessment of a client is undertaken by a case manager. That case manager 

is sent to the client to “assess their needs, and then that would go back into the 

office and then they would assess what type of person to send out to that job.”396 

She also confirmed that if a client had “clinical needs” then a RN would get involved 

in the process too.397 

(b) Risk Assessment. Ms Kupke confirmed that a risk assessment is conducted prior 

to a care worker attending a client’s home. The Case Manager is responsible for 

completing that assessment.398 

 

  

392 Statement of Julie Kupke dated 28 October 2021 [94]. 
393 Statement of Julie Kupke dated 28 October 2021 [94]. 
394 Statement of Julie Kupke dated 28 October 2021 [95]. 
395 Statement of Julie Kupke dated 28 October 2021 [93]. 
396 Transcript, 4 May 2022, PN5494     
397 Transcript, 4 May 2022, PN5496- PN5497 
398 Transcript, 4 May 2022,PN5501     
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(h) Karen Roe -- Home Support Team Member -- Benevolent Society 

 

(i) Period of Service in Role 

2.116 17 years. Ms Roe is employed by the Benevolent Society. Ms Roe’s title is “Home Support 

Team Member”.399 She works around 12.5 hours per week.400 Ms Roe has worked with the 

Benevolent Society for around 17 years.401   

 

(ii) Period of Service in Industry 

2.117 17 years. Ms Roe has around 17 years’ experience in aged care. For the entirety of that 

time she was employed by the Benevolent Society.402  

 

(iii) Qualifications and Training 

2.118 Certificate III and IV. Ms Roe has the following qualifications: 

(a) Certificate III in Aged Care; and 

(b) Certificate IV in Aged Care.403 

2.119 Both qualifications were recommended and paid for by the Benevolent Society.404  

2.120 Mandatory Internal Training. Ms Roe is also required to undertake “online training” for 

topics such as “case notes fundamentals” and “code of conduct”. 405 This required Ms Roe 

to watch a video, read material and do a quiz.406 

2.121 Medication Training. During cross-examination, Ms Roe confirmed that she completed 

medication training, which included training on medication prompts, as a unit of competency 

in the Certificate III or IV.407 

First Aid. Ms Roe also completed her first aid certification at the Benevolent Society. 408   

 

(iv) Submissions as to Weight   

2.122 The following aspects of Ms Roe’s evidence should attract little (if any) weight: 

399 Statement of Karen Roe dated 30 September 2021 [4].  
400 Statement of Karen Roe dated 30 September 2021 [6]. 
401 Statement of Karen Roe dated 30 September 2021 [2].  
402 Statement of Karen Roe dated 30 September 2021 [2].  
403 Statement of Karen Roe dated 30 September 2021 [7]. 
404 Statement of Karen Roe dated 30 September 2021 [7]. 
405 Statement of Karen Roe dated 30 September 2021 [9]. 
406 Transcript, 11 May 2022, PN11468 
407 Transcript, 11 May 2022, PN11457, PN11463-PN11467, PN11489    
408 Statement of Karen Roe dated 30 September 2021 [8]. 
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(a) COVID-19. To the extent Ms Roe’s evidence addresses the impact of the 

pandemic,409 we repeat our submissions at Section 5. 

(b) Financial and other recognition. In the final section of Ms Roe’s statement she 

gives evidence as to the following: 

(i) “we are not paid for any administration work which can be required”;410 

(ii) “we are asked to report on client’s wellbeing and needs in our own time”;411 

(iii) “[t]he average age of those working is late 50s” and “because it’s so poorly 

paid, we can’t get young people to stay”;412 

(iv) “we don’t have strong support from our workforce”;413 

(v) “the CEO shut us down with a comment to the effect of ‘if you want this then 

stand up in front of everyone else and tell them why they can’t have their 

raises because you want this’”;414 

(vi) “I don’t think the funding model works”;415 

(vii) “Most clients who are not spending their packages are doing it because they 

are not sure of what’s going to happen in their lives and are worried about 

money”;416 and 

(viii) “we definitely have to do more in less time than was previously the case 

years ago”. 

Each statement is, at its highest, a statement based on Ms Roe’s opinion and belief. 

She does not provide any objective evidence or data to corroborate her opinion as 

to unpaid work, staff demographic, staff retention and attraction and funding.  

She also attributes a comment to the CEO of her employer without any context, 

such hearsay evidence should attract no weight.  

These statements, in that form, should attract minimal weight.  

 

(v) The Nature of the Work Performed 

409 See Statement of Karen Roe dated 30 September 2021 [18], [27]. 
410 Statement of Karen Roe dated 30 September 2021 [25]-[32] 
411 Statement of Karen Roe dated 30 September 2021 [25] 
412 Statement of Karen Roe dated 30 September 2021 [26] 
413 Statement of Karen Roe dated 30 September 2021 [27] 
414 Statement of Karen Roe dated 30 September 2021 [28] 
415 Statement of Karen Roe dated 30 September 2021 [29] 
416 Statement of Karen Roe dated 30 September 2021 [30]-[31] 
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2.123 Ms Roe gave the following evidence relevant to the nature of the work performed: 

(a) She referred to maintaining the “dignity” of the person “even when doing… sensitive 

tasks” (for example, assisting with a shower).417 This evidence reflects the principle 

of client-centred care. 

(b) She observes “mental health issues more and more, not just dementia but things 

like bipolar disorder”.418 As to dementia, she described those clients as having 

“particular complications” and that “[e]veryone can be different in a day with 

dementia”.419 

  

417 Statement of Karen Roe dated 30 September 2021 [11]. 
418 Statement of Karen Roe dated 30 September 2021 [20]. 
419 Statement of Karen Roe dated 30 September 2021 [22]. 
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(vi) Supervision  

2.124 During cross-examination, Ms Roe confirmed that she reports to someone who is her 

supervisor. However, she was unable to confirm the title of that person. She also noted 

there are coordinators within the Benevolent Society.420 Her evidence indicates that her 

supervisor and/or the office is her primary point of contact.421 

2.125 During cross-examination she also confirmed the procedures set in place that she is to 

follow for a range of incidents/scenarios. For example: 

(a) Skin Tear. Ms Roe explained she is required to call the office first. She said:  

“we would actually alert people right away and make arrangements to have the client 

seen to by a doctor as soon as possible, especially at that age a skin tear is 

monumental”.422 

If there was “blood or looked more serious” she may also call an ambulance.423 She 

would first describe the skin tear to her supervisor and may send a photograph as 

well.424 

(b) Client Fall. The Benevolent Society protocol is that Ms Roe call the ambulance first, 

followed by a call to the office.425 Ms Roe would prepare an incident report. This 

form is separate to progress notes.426 The incident report is emailed to the 

supervisor and the client’s case manager.427 

(c) Client decline Shower. If a client refused a shower and asked Ms Roe to do a 

difference service (for example, vacuum), the protocol is to notify the office. The 

office might then adjust the subsequent appointments.428 

(d) Hazard for Client. She explained the protocol that is followed if a hazard is identified 

in a client’s home, for example - the need to replace/remove a shower door.429 She 

reports the hazard to the office, together with a photograph of the hazard. It is then 

the responsibility of the office to take the necessary steps, which include discussing 

the issue with the client’s family.430  

420 Transcript, 11 May 2022, PN11400- PN11401. 
421 Transcript, 11 May 2022, PN11406, PN11408   
422 Transcript, 11 May 2022, PN11407 
423 Transcript, 11 May 2022, PN11407 -PN11408   
424 Transcript, 11 May 2022, PN11412 
425 Transcript, 11 May 2022, PN11414   
426 Transcript, 11 May 2022, PN11416- PN11417 
427 Transcript, 11 May 2022, PN11418-PN11419 
428 Transcript, 11 May 2022, PN11438 
429 See eg, Statement of Karen Roe dated 30 September 2021 [12]. 
430 Transcript, 11 May 2022, PN11477-PN11482.   
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(e) Wound. Ms Roe explained the protocol that informed her approach to responding 

to a woman with a “hole in her breast”.431  

During cross-examination, she confirmed this client had a bandage that was 

covering a wound. Ms Roe observed it to be leaking through the bandage. Ms Roe 

attended to the following steps: 

(i) She asked the client to “take the bandage off” so she may observe the 

wound. 

(ii) She took a photograph of the wound and send it to the client’s case manager.  

(iii) The case manager then took steps to call the client’s doctor and arrange the 

community nurses to come.  

(iv) The doctor also visited the client “within the next day or two”.432  

(f) Unsafe. Ms Roe confirmed the protocol at the Benevolent Society is that you are to 

leave. However, depending upon the situation, she noted she may use “de-

escalation strategies” but confirmed the protocol is “just get out”. 433   

 

  

431 Statement of Karen Roe dated 30 September 2021 [11]. 
432 Transcript, 11 May 2022, PN11445-PN11454 
433 Transcript, 11 May 2022, PN11483-PN11487.    
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(vii) The Level of Responsibility or Skill Involved in doing the Work 

2.126 Ms Roe gave the following evidence as to her duties: 

(a) Appointments. Ms Roe’s appointments may include “showering, shopping, social, 

medication, meals, and cleaning”.434 

(i) A “showering and personal care” appointment “might include showering or 

washing, toileting, dressing and generally supporting them, as some people 

require more persuasion to bathe than others”.435 

(ii) Cleaning duties involve “vacuuming, dusting, washing floors, just depending 

on what the client needs”.436 

(iii) “Social care” might involve taking a client shopping (before the pandemic).437 

(iv) Despite sometimes performing services “not on the care plan”, Ms Roe 

confirmed she always acts within the scope of her competencies.438  

(v) During cross-examination, Ms Roe qualified her evidence at [10], the 

reference to doing “whatever the client wants me to do” is to tasks within the 

scope of domestic assistance -- which was the scheduled service.439 

(b) Roster. Ms Roe’s appointments are scheduled by the rostering team. The rostering 

team emails Ms Roe’s roster which sets out “whether it's domestic assistance, or 

shower, or social, shopping, whatever” appointment.440 As to the duration, Ms Roe 

said there is a time on the roster but she is also guided by what the client says -- 

“sometimes it's not exactly what's on the care plan or what is on your roster”.441 

(c) Progress Notes. Ms Roe described her approaches to progress notes.  

(i) If the client had a “communication book” she would make a note of the 

service provided (for example, “showered the client”).  

(ii) If no communication book, Ms Roe said it was only required “if we notice 

something different” that she contact the office (Benevolent Society do not 

use apps442). For example, if something has “gone screwy” (for example, 

434 Statement of Karen Roe dated 30 September 2021 [10]. 
435 Statement of Karen Roe dated 30 September 2021 [11]. 
436 Statement of Karen Roe dated 30 September 2021 [17]. 
437 Statement of Karen Roe dated 30 September 2021 [18] 
438 Transcript, 11 May 2022, PN11436 
439 Transcript, 11 May 2022, PN11440-PN11444   
440 Transcript, 11 May 2022, PN11434 
441 Transcript, 11 May 2022, PN11435   
442 Transcript, 11 May 2022, PN11423-PN11424   
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medication missed) need to make a report to the office.443 Ms Roe stated “if 

it is unusual enough to make note of it is usually important”.444  

(d) Care Plans. The rostering team are responsible for sending the care plan to the 

care workers via email prior to the appointment with the client. If this does not occur, 

Ms Roe will not see the care plan prior to an appointment.445 A physical copy of the 

care plan is also meant to be stored at the client’s home.446  

Ms Roe stated that is she was asked to do something she “definitely” knows she 

should not be doing, “I will definitely say, 'I'm sorry, I can't do this, just let me call the 

office, I need to talk to them.'”447 

(e) Client with Dementia. Ms Roe was taken to her evidence at [22], where she refers 

to skills of being adept at judging changing situations quickly with clients with 

dementia. She confirmed she draws upon her training from Certificate III and IV, 

together with life experience.448 

(f) Medication Prompts. Ms Roe explained that “quite often” clients manage their own 

medication. For those clients “you just have to sort of watch them as they open this 

box and take one out, and open this box and take one out.”449  

Should Ms Roe need to check the medication, the relevant information is written on 

the back of the Webster-pak. She explained:  

“Quite often clients are fully aware of, you know, how many pills they should have 

and things like that, so that's very good.  But yes – no, we – what we try to do is to 

get them to push a bubble of the Webster‑pak out and into like a – well, for me, I try 

to put it on a little plate or a little bowl so that they can see them, and then they can 

take them themselves, yes.”450 

 

(g) Morphine Patches. Ms Roe noted she has a client that uses a morphine patch on 

their back. They require assistance due to the location so Ms Roe contacted that 

client’s case manager and sought permission to assist “because I wasn't sure if I 

should be able to do it”. Ms Roe also noted that the nurses who usually attended on 

443 Transcript, 11 May 2022, PN11421 
444 Transcript, 11 May 2022, PN11422 
445 Transcript, 11 May 2022, PN11425-PN11428   
446 Transcript, 11 May 2022, PN11432 
447 Transcript, 11 May 2022,  PN11437   
448 Transcript, 11 May 2022, PN11456   
449 Transcript, 11 May 2022, PN11491 
450 Transcript, 11 May 2022, PN11492 
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a regular basis were not.451  Ms Roe confirmed “If I'm physically putting it on, yes, I 

do want to get permission from the office first”.452 

(h) Blood Glucose Level. Ms Roe confirmed that clients with diabetes will have a Blood 

Glucose Level reader in their house. She will give it to them to do a prick test with 

their finger. She will then record the reading. She is provided with instructions 

(described as “case notes”) about when a reading requires her to contact the 

office.453  

Those instructions are either in the client’s communication book or on a sheet 

“somewhere close to where the BSL machines are”. Sometimes, the instructions 

come direct from the case manager.454 If those instructions were missing, Ms Roe 

would call the office.455 

 

(viii) Environment - Conditions under which Work is Done 

2.127 As to the conditions in which she works, Ms Roes gave the following evidence: 

(a) She said that “clients can be aggressive” (she gave one example) and working with 

clients with dementia requires her to be “adept at judging the changing situations 

quickly”.456 As mentioned above, during cross examination, Ms Roe confirmed she 

draws upon her training from studying for her Certificate III and IV, together with life 

experience to manage such situations.457 

(b) Risk Assessment. During cross-examination, Ms Roe gave evidence that a risk 

assessment is conducted at a client’s home as part of the admissions process. 

Further, each time she visits a client’s home, should she identify a hazard there is a 

procedure to follow to communicate that to the appropriate person.458  

 

  

451 Cf Statement of Karen Roe dated 30 September 2021 [16]; Transcript, 11 May 2022, PN11494   
452 Transcript, 11 May 2022, PN11495   
453 Transcript, 11 May 2022, PN11496- PN11502   
454 Transcript, 11 May 2022, PN11503   
455 Transcript, 11 May 2022, PN11504   
456 Statement of Karen Roe dated 30 September 2021 [21]-[22] 
457 Transcript, 11 May 2022, PN11456   
458 Transcript, 11 May 2022, PN11476-PN11482  
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(i) Lyndelle Anne Parke -- Community Personal Care Worker -- ARRCS 

(i) Period of Service in Role 

2.128 9 years. Ms Parke is employed by ARRCS. Her employment is covered by an enterprise 

agreement. Under that agreement is she is classified as an “Aged Care Employee Level 5 

Year 3”. 459 She works as “community personal care worker” on a permanent part time basis 

for “usually 70 hours a fortnight”. 460  Ms Parker has worked with ARRCS for around 9 years 

in that role.461  

 

(ii) Period of Service in Industry 

2.129 35 years. Ms Parke has “over 35 years’ experience” in the aged care industry.462 This 

includes work in residential aged care.463 

 

(iii) Qualifications and Training 

2.130 Certificate IV. Ms Parke has a Certificate IV in Ageing Support and Disability, which 

included training in palliative and dementia care, falls prevention and interventions for 

clients at risk.464 Ms Parkes’ employer at the time required aged care workers to complete 

this qualification to assist with “care for clients with disabilities”. 465 During cross-

examination, she said that ARRCS “[u]sually [require] at least a Certificate III”.466  

2.131 Mandatory Internal Training. Ms Parke’s current employer required her to undertake 

annual “refresher courses” to stay up-to-date with topics such as manual handling 

techniques, fire safety and elder abuse. 467 This training is provided online.468  

2.132 Medication Training. During cross-examination, Ms Parker confirmed that she completed 

a “medication course” through ARRCS.469 She confirmed the training was provided by an 

RN via an external company. The training was around “four half days”. It involved theory 

and practical. There was a quiz and the RN had to sign off on competency. Following 

completion of that training, Ms Parke confirmed she was then allowed to be allocated to 

459 Witness Statement of Lyndelle Anne Parke dated 31 March 2021 [9]. 
460 Witness Statement of Lyndelle Anne Parke dated 31 March 2021 [7]-[8]. 
461 Witness Statement of Lyndelle Anne Parke dated 31 March 2021 [7]. 
462 Witness Statement of Lyndelle Anne Parke dated 31 March 2021 [6]. 
463 Witness Statement of Lyndelle Anne Parke dated 31 March 2021 [6]. 
464 Witness Statement of Lyndelle Anne Parke dated 31 March 2021 [15]. 
465 Witness Statement of Lyndelle Anne Parke dated 31 March 2021 [15]. 
466 Transcript, 11 May 2022, PN11696   
467 Witness Statement of Lyndelle Anne Parke dated 31 March 2021 [17]. 
468 Witness Statement of Lyndelle Anne Parke dated 31 March 2021 [17]. 
469 Transcript, 11 May 2022, PN11716   
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medication prompt appointments.470 There is also mandatory refresher courses every 12 

months.471 For the refresher, Ms Parker explained “our RN from the office that takes us 

through it”.472 

 

(iv) Submissions as to Weight 

2.133 The following factors are relevant to weight: 

(a) Opinion. At [25] of Ms Parke’s statements she gives the following evidence: 

(i) “personal care workers have always been undervalued”; 

(ii) “we are expected to understand and care for clients with complicated 

diseases like dementia… and also administer medication without any 

assistance from nurses”; and 

(iii) “[m]y fear about the aged care industry is that personal care workers will 

continue to do many of the tasks that nurses used to do because it is cheaper 

without being acknowledged for it in wages”. 

Each statement is an opinion of Ms Parke and of general application to all personal 

care workers, save for identification of her personal “fear”. Further, as she is not an 

expert in wage analysis and her opinion is advanced without reference to any data, 

her commentary on “undervaluation” is of little assistance. Overall, her evidence, in 

this respect, should attract little weight.  

Additionally, to the extent she suggests that personal care workers act beyond their 

competencies, this is in complete contradiction to the evidence of Ms Parke 

(summarised below). This is not to suggest any intentional dishonesty on the part of 

Ms Parke, however, that factor should affect the weight of that paragraph.  

 

(v) The Nature of the Work Performed 

2.134 The following aspects of Ms Parke’s evidence are relevant to the nature of the work 

performed: 

(a) She observes there has been “an increase in clients with serious health and 

behavioural conditions”.473 She gives examples of dementia and depression.474 

470 Transcript, 11 May 2022, PN11716- PN11724   
471 Transcript, 11 May 2022, PN11725   
472 Transcript, 11 May 2022, PN11726   
473 Witness Statement of Lyndelle Anne Parke dated 31 March 2021 [18]. 
474 Witness Statement of Lyndelle Anne Parke dated 31 March 2021 [21]. 
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When she commenced with ARRCS (around 9 years ago), she assisted 2-3 clients 

with dementia, now she assisted 10-15 clients with dementia.475 

 

(vi) Supervision 

2.135 During cross-examination, Ms Clarke outlined the structure of ARRCS:  

(a) Care workers. 476 

(b) Team Leaders. 477  

(c) There are also Case Managers for each client. Ms Parke confirmed if she had a 

question during an appointment with a client, she would first contact the Case 

Manager. (She also noted that Case Managers for clients on “packages” will be an 

RN478).479 The Case Manager is responsible for preparing the initial care plan: “they 

go out and do a visit, go through everything that needs to be done, and then they 

make up the care plan”.480 

(d) Then above that is the management side.481 

2.136 ARRCS also employs RNs, who Ms Parke would contact for clients not on packages. For 

example, “if you were dealing with someone's medication and it was something wrong, you 

would call the RN”.482 

2.137 During cross-examination, she also confirmed the procedures set in place that she is to 

follow for a range of incidents/scenarios. For example: 

Issue with Medication. Whilst at [19], Ms Parke stated that “[i]f anything goes 

wrong we are expected to know what to do and manage any issues with the 

administration of medication”, during cross-examination, set out a protocol of 

contacting the RN. She gave the following examples:  

(i) If there was an issue with the blister pack, the protocol is to email a 

photograph of the blister pack to the RN and then call the RN.  

475 Witness Statement of Lyndelle Anne Parke dated 31 March 2021 [21]. 
476 Transcript, 11 May 2022, PN11697- PN11702.   
477 Transcript, 11 May 2022, PN11697- PN11702.   
478 Transcript, 11 May 2022, PN11703   
479 Transcript, 11 May 2022, PN11697- PN11702.   
480 Transcript, 11 May 2022, PN11782 
481 Transcript, 11 May 2022, PN11697- PN11702.   
482 Transcript, 11 May 2022, PN11704   
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(ii) If the issue was a dose had already been taken, prior to calling the RN, Ms 

Parke would look at the medication chart to make sure no one else had 

attended to the medication prompt. She would still call the RN.483  

(b) Issue out of ordinary / Exception. The protocol is to call the case manager (in 

addition to completing a progress note).484 For example, this protocol would be 

followed if a client was “less talkative than usual”.485 

(c) Wounds.  

(i) Basic First Aid. In Ms Parke’s statement she referred to “treat[ing]” wounds. 

During cross-examination she explained if a client had a “graze or something 

like that” she would give them basic first aid (for example, “dress it, maybe 

put some Betadine on it”) but “always notify the RN”.486  

(ii) Monitor. Ms Parke confirmed she would “typically take photos” each time 

she visited a client with a wound and send it to the RN. Ms Parke confirmed 

the ARRCS protocol with wounds is “definitely take a photo, email it to the 

RN and then it's in her hands”.487 

(iii) Significant Wounds. The protocol for significant wounds is to call the RN 

or the ambulance.488 Ms Parke would also send a photograph of the wound 

to the RN.489 For example, if a wound was “really bleeding” (i.e. more than a 

“trickle”), Ms Parke would call for an ambulance.490 Ms Parke would also 

prepare an incident report.491 

(d) Identification of Hazard. Ms Parke explained the procedure to be followed if a 

hazard is identified is to “notify the office or case manager” about the hazard and 

complete a hazard report. She provided some examples of a hazards: “power points 

were a bit loose, or tiles off in the bathroom, or mats in the way”.492   

(vii) The Level of Responsibility or Skill Involved in doing the Work 

483 Transcript, 11 May 2022, PN11728-PN11730      
484 Transcript, 11 May 2022, PN11738   
485 Transcript, 11 May 2022, PN11739 
486 Transcript, 11 May 2022, PN11750-PN11751  
487 Transcript, 11 May 2022, PN11763   
488 Transcript, 11 May 2022, PN11755 
489 Transcript, 11 May 2022, PN11757 
490 Transcript, 11 May 2022, PN11763-PN11765   
491 Transcript, 11 May 2022, PN11767- PN11769   
492 Transcript, 11 May 2022, PN11786- PN11789. 
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2.138 Ms Parke described a “typical day” as consisting of visiting around 6-7 clients.493 She gave 

the following evidence about her work: 

(a) Ms Parke identified five categories of duties she provides: 

(i) Personal care - showering, dressing and toileting.494 This appointment time 

is around 30-45 minutes (sometimes 1 hour if a hoist is involved).495 

(ii) Domestic care - meal planning and preparation, shopping and cleaning.496 

(iii) “Med check” - this appointment type is “usually 15 minutes”.497 This 

appointment was described as “medicine administration” in Ms Parke’s 

statement.498 During cross-examination, she confirmed she is referring to a 

“medication prompt” for medication in Webster-paks, which she described 

as follows: 

“you have a look at the back of the Webster pak, some people might only 

have two, some people might have six and when you put them into the 

container you just have a look and make sure there's however many that's 

supposed to be there”499 

 

She notes you also “follow the day, the date, make sure you're giving the 

right medication at the right time”.500 Following the medication prompt, Ms 

Parke makes a record on the “medication chart”. She explained: “we put 'as 

per Webster pak', 'G' for 'given', the time that it was given and then sign and 

signature, name and signature”.501 She noted if someone refuses to take 

their medication she records “P” and note their medication has not been 

taken.502 

(iv) Companionship - providing clients with company during an appointment.503 

During cross-examination, Ms Parke corrected the words “all times of the 

493 Witness Statement of Lyndelle Anne Parke dated 31 March 2021 [12]; Transcript, 11 May 2022, PN11706   
494 Witness Statement of Lyndelle Anne Parke dated 31 March 2021 [11]. 
495 Transcript, 11 May 2022, PN11711   
496 Witness Statement of Lyndelle Anne Parke dated 31 March 2021 [11]. 
497 Transcript, 11 May 2022, PN11711   
498 Witness Statement of Lyndelle Anne Parke dated 31 March 2021 [11]. 
499 Transcript, 11 May 2022, PN11714   
500 Transcript, 11 May 2022, PN11713   
501 Transcript, 11 May 2022, PN11742 
502 Transcript, 11 May 2022, PN11743   
503 Witness Statement of Lyndelle Anne Parke dated 31 March 2021 [11]. 
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day and night”. She limited that service to “[d]uring the shifts”, which is 

between 7am to 9pm.504 

(b) Progress Notes. “Paperwork” during shifts (namely, progress notes and medication 

charts).505 During cross-examination, Ms Parke confirmed that the care plan, 

medication chart(s) (if applicable) and progress notes are stored in the 

“communication book” in the client’s home. Progress notes set out everything done 

with the client (i.e. the services provided) and anything “out of the ordinary”.506 There 

are separate medication charts for tablets and eye drops.507 Beyond that, Ms Parke 

did not consider there to be any “additional paperwork”508 (by that evidence, Ms 

Parke appears to exclude incident or hazard reports that are completed at time of 

injuries or identification of a hazard). 

(c) Clients with Dementia. Ms Parke gave evidence that caring for someone with 

dementia “does not come naturally” and “it’s not intuitive”. 509 She referred to it 

requiring:  

(i) more observation;510  

(ii) “a higher level of interpersonal skills and care”,511 and  

(iii) “much more family engagement”.512  

She noted she has “worked with dementia clients for decades and [has] a strong 

understanding of the disease and how to cater my care for clients with dementia”. 

She suggests that unfamiliarity with the specific support required - for example, 

when a client with dementia goes shopping - that can be a barrier to the provision 

of care.513 She gives an example of a personal care worker covering her 

appointments, whilst on leave - and the need for her to be contacted in order to 

assist that worker who was struggling.514  

2.139 The evidence plainly establishes that Ms Parke acts within the scope of the care plan and 

her competencies at all times. She is not required to make any judgment calls, save for 

504 Transcript, 11 May 2022, PN11772 -PN11777   
505 Witness Statement of Lyndelle Anne Parke dated 31 March 2021 [11]; PN11779-PN11780   
506 Transcript, 11 May 2022, PN11731-PN11738 
507 Transcript, 11 May 2022, PN11780   
508 Transcript, 11 May 2022, PN11780 
509 Witness Statement of Lyndelle Anne Parke dated 31 March 2021 [23]. 
510 Witness Statement of Lyndelle Anne Parke dated 31 March 2021 [23]. 
511 Witness Statement of Lyndelle Anne Parke dated 31 March 2021 [22]. 
512 Witness Statement of Lyndelle Anne Parke dated 31 March 2021 [22]. 
513 Witness Statement of Lyndelle Anne Parke dated 31 March 2021 [24]. 
514 Witness Statement of Lyndelle Anne Parke dated 31 March 2021 [24]. 
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emergencies in which an ambulance is called immediately, Ms Parke is to bring all changes 

to the attention of the case manager. 

 

(viii) Environment - Conditions under which Work is Done 

2.140 Ms Parke gave the following evidence about the condition under which she works: 

(a) Risk Assessment. Ms Parke gave evidence that it was her understanding that a 

risk assessment was undertaken before any care worker first enters a client’s home. 

This would occur at the time of the care plan being devised. Ms Parke confirmed 

she was not involved in that process.515 

(b) Ms Parke also identified the “main difference” between community care and 

residential aged care is “that community workers are on their own”.516  

 

(j) Marea Phillips -- Community Support Worker -- SECC 

 

(i) Period of Service in Role 

2.141 5 years. Ms Phillips is employed by SECC. Her employment is covered by an enterprise 

agreement. Under this agreement she is classified as a “Community Support Worker Level 

3.3”.517 Her employment is permanent part time. She has worked for SECC since 2017.518 

 

(ii) Period of Service in Industry 

2.142 14 years. Ms Phillips has worked in aged care for around 14 years.519  

 

(iii) Qualifications and Training 

2.143 Certificate III. She has the following qualifications: 

(a) Certificate II in Home and Community Care. 520 

(b) Certificate III in Home and Community Care. 521 

515 Transcript, 11 May 2022, PN11782- PN11784     
516 Witness Statement of Lyndelle Anne Parke dated 31 March 2021 [13]. 
517 Statement of Marea Phillips dated 27 October 2021 [51].  
518 Statement of Marea Phillips dated 27 October 2021 [3]. 
519 Statement of Marea Phillips dated 27 October 2021 [7]. 
520 Statement of Marea Phillips dated 27 October 2021 [12]. 
521 Statement of Marea Phillips dated 27 October 2021 [11]. 
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(c) Medication Skill Set (which means “I can assist clients to take their medication” and 

it requires a refresher every 12 months).522 

2.144 Ms Phillips described her qualifications (and experience) as “important to provide proper 

care to clients”.523 She stated: 

“14. … Qualifications are essential to perform the work safely for the worker and the client. 

If you have an unqualified or inexperienced worker who is not able to deal with the client, 

then there’s a serious risk of injury to both the worker and the clients. Lack of qualifications, 

skills and/or experience can lead to problems.”524 

2.145 Medication Training. During cross-examination, Ms Phillips confirmed she received 

“medication skilled” training from a RN, which qualified her to give medication prompts. 525   

The training was face-to-face and consisted of two weeks of classroom lessons plus 

question and answer paperwork, followed by a test.526 Ms Phillips explained:  

“There was questions are you did the assignments.  You had to show the nurse that you 

knew how to use the Webster-pak.  You had to know the laws of it and you had to go through 

how you would do it in a client's home, and then a qualified coordinator would orientate you 

and watch you to make sure that you can [do it].”527 

 

(iv) Submissions as to Weight 

2.146 The following aspects of Ms Phillips’ evidence should attract little (if any) weight: 

(a) COVID-19. To the extent Ms Phillips addresses the impact of the pandemic,528 we 

repeat our submissions at Section 5. 

(b) Staffing. Ms Phillips states that there has been a “massive turnover” at SECC and 

speculates as to the reasons why former employees have departed and where they 

moved on to.529 This combination of hearsay and opinion evidence does not assist 

the Commission with its assessment of work value reasons. As to the issue of 

staffing, we rely on our submissions at Section 5. 

 

(v) The Nature of the Work Performed 

2.147 Ms Phillips made the following observations in her evidence:  

522 Statement of Marea Phillips dated 27 October 2021 [11]. 
523 Statement of Marea Phillips dated 27 October 2021 [13]. 
524 Statement of Marea Phillips dated 27 October 2021 [14]. 
525 Transcript, 5 May 2022, PN6953-PN6958 
526 Transcript, 5 May 2022, PN6958- PN6964   
527 Transcript, 5 May 2022, PN6964     
528 See Statement of Marea Phillips dated 27 October 2021 [41]-[43]. 
529 Statement of Marea Phillips dated 27 October 2021 [52]-[53]. See also [59]. 
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(a) an increase in “advanced” mobility issues within the aged care sector; 530 

(b) “[p]eople are staying in their homes much longer and the physical limitations of 

clients are greater than when I first started”;531  

(c) clients with dementia;532 

(d) more clients with catheter bags and complex physical disabilities like cerebral 

palsy;533 and 

(e) higher expectations from employers for employees to complete work in allotted 

times.534 

 

(vi) Supervision  

2.148 Coordinator. Whilst Ms Phillips described her work as being performed “on your own”,535 

she identified the “Coordinators” as her supervisors. She explained the Coordinators “were 

responsible for setting up the care plan for the clients”.536 

2.149 During cross-examination she confirmed the procedures set in place that she is to follow 

for a range of incidents/scenarios. For example: 

(a) Contacting Non-Urgent Ambulance. Ms Phillips explained that for “something 

serious” requiring a nurse, she would “probably get the non-urgent ambulance to 

attend”. If the matter was serious, it was left as a matter “up to the family”. 537 

(b) Client Fall. Ms Phillips explained the procedure if a client has a fall, she would call 

the “non-urgent ambulance” (i.e. the procedure is not to call triple-0).538 This incident 

would also require Ms Phillips to complete an “incident form”.539 She provides an 

example in her statement.540 

530 Statement of Marea Phillips dated 27 October 2021 [20].  
531 Statement of Marea Phillips dated 27 October 2021 [20], [33].  
532 Statement of Marea Phillips dated 27 October 2021 [21]-[27]. 
533 Statement of Marea Phillips dated 27 October 2021 [34]. 
534 Statement of Marea Phillips dated 27 October 2021 [56]. 
535 Statement of Marea Phillips dated 27 October 2021 [18]. 
536 Transcript, 5 May 2022, PN6937-PN6938 
537 Transcript, 5 May 2022, PN6943 
538 Transcript, 5 May 2022, PN6945     
539 Statement of Marea Phillips dated 27 October 2021 [45]. 
540 Statement of Marea Phillips dated 27 October 2021 [45]. 
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(c) Hazard Identification. Ms Philips explained that if she identified a WHS issue 

during an appointment, the protocol was she would take a photograph of it and send 

it to her coordinator.541 For example, exposed wire or faulty smoke alarm.542 

(d) Unsafe. Ms Phillips stated that there was not a protocol in place for unsafe 

situations. Ms Phillips said she was to rely upon her common sense.543   

2.150 In her statement, Ms Phillips set out additional protocols: 

(a) Skin Tear or Bruising. She is required to report “anything to do with their physical 

state like a skin condition or bruising”.544 This would also be included in “progress 

notes that are kept at the client’s home”. 545 

 

(vii) The Level of Responsibility or Skill Involved in doing the Work 

2.151 Ms Phillips stated she has a regular clientele of around 10 clients that she sees over the 

span of a week.546 

2.152 During cross-examination, Ms Phillips stated that her duties are mainly “personal care and 

medication”. She said she does not do much “domestic” work.547 She gave the following 

description of her duties: 

(a) Domestic duties. When required to perform domestic duties, these involve 

Cleaning and laundry, cooking and meal preparation, taking the client out shopping, 

socialising and talking to the client. 548  

(b) Taking the client to medical or personal appointments. 549  

(c) Doing exercises that are part of the care plan with the client. 550 

(d) Helping clients setting up their home so they can do things alone.551 She provided 

an example of “making sure that the bed’s not tucked in so they [don’t] get tangled 

up in the middle of the night”, “making sure jars were open” and “just common sense 

things”.552 

541 Transcript, 5 May 2022,  PN6981 
542 Transcript, 5 May 2022, PN6982     
543 Transcript, 5 May 2022, PN6985- PN6986     
544 Statement of Marea Phillips dated 27 October 2021 [44]. 
545 Statement of Marea Phillips dated 27 October 2021 [44]. 
546 Statement of Marea Phillips dated 27 October 2021 [17]. 
547 Transcript, 5 May 2022, PN6931. 
548 Transcript, 5 May 2022, PN6933    
549 Transcript, 5 May 2022, PN6933    
550 Transcript, 5 May 2022, PN6933    
551 Transcript, 5 May 2022, PN6933    
552 Transcript, 5 May 2022, PN6935-PN6936     
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(e) Care plan. Accessible via phone or in the folder of at the client’s home.553 

(f) Progress Notes. Ms Phillips confirmed that notes would be written into the client’s 

book. This includes notes that meals were prepared, but also might include “client’s 

not well, client had a bad night, medication missing, maybe the client has trouble 

swallowing their medication.  I don't know, obstacles and the front door, back door.  

Just common sense stuff.”554 

In her statement, Ms Phillips stated that these “daily reports [progress notes] have 

not really changed since I started. It’s just reporting everything you’ve done for the 

client... [proof] that you’ve done everything in the care plan”.555 

(g) Medication Prompt. Ms Phillips explained the process: 

“MR WARD: I understand that prompting means you would possibly tell the client to 

take the medication and if they couldn't open the Webster-pak you might open it 

yourself and you might put it in the cup or put it in their hand.  Is that - is that the 

correct understanding? 

MS PHILLIPS: No, you have a little cup that has a serrated edge, okay, all my clients 

have it and I have a spare one as well.  What you do is you put it under the back of 

the Webster-pak and then turn it and then the serrated edge will break the seal.  You 

then (indistinct) to the cup and either the client takes it from the cup or you 

(indistinct), you don't touch people's medications.”556 

Following which, Ms Phillips would observe the client take the medication and “sign 

off” on the medication chart stored in the client’s house.557 

 

(viii) Environment - Conditions under which Work is Done 

2.153 Ms Phillips gave the following evidence relevant to the condition under which she works: 

(a) In Ms Phillips’ statement she referred to clients’ homes often “laden with obstacle[s] 

and poorly kempt”. However, she also reported when she notices a hazard she 

reports this to her employer.558  

(b) During cross-examination, Ms Phillips have evidence that at Sorrell most client 

homes are not subject to a risk assessment. That evidence appears below: 

553 Transcript, 5 May 2022, PN6947     
554 Transcript, 5 May 2022, PN6950-PN6952    
555 Statement of Marea Phillips dated 27 October 2021 [44]. 
556 Transcript, 5 May 2022, PN6970 
557 Transcript, 5 May 2022, PN6971- PN6974      
558 Statement of Marea Phillips dated 27 October 2021 [40]. 
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“MR WARD: Okay.  Now, it's my understanding that when a new client's signed up, 

somebody, and I presume in your case it's possibly the coordinator would go and do 

a risk assessment of their house.  Are you aware of that? 

MS PHILLIPS: No, they don't. 

… 

MR WARD: Did you do a risk - did you do a risk assessment? 

MS PHILLIPS: Well, it depends how many carers have been (indistinct) if they're 

qualified to do that risk assessment of a client's house, which most of them aren't.  

Therefore it comes back to the worker, but then I have a camera on my phone if 

(indistinct).  If I don't like something I take a picture of it.  I send the picture on to the 

coordinator, then I put a report in whenever I get five minute's spare.  So - - - 

… 

MR WARD: So what you're saying is that it's Sorell - you're not aware that a risk 

assessment is done before you would go in? 

MS PHILLIPS: They've got too many clients, they can't go round every client.  We've 

got too many. 

MR WARD: That's okay.  I'm just trying to understand.  It's your evidence that they 

didn't do that? 

MS PHILLIPS: Yes, it is.  They can't.”559 

  

559 Transcript, 5 May 2022, PN6975-PN6980      
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(k) Michael Purdon -- Community Care Worker -- SECC 

 

(i) Period of Service in Role 

2.154 4 years. Mr Purdon is employed by SECC in Tasmania.560  His employment is covered by 

an enterprise agreement. Under that agreement he is classified as a “level 3, grade 3… 

Community Support Worker”.561  He has been with SECC for around 4 years.562  

 

(ii) Period of Service in Industry 

2.155 5 years. Mr Purdon has worked in aged care for around 5 years.563 

 

(iii) Qualifications and Training 

2.156 Certificate III. Mr Purdon has a Certificate III in Aged Care, which he obtained prior to 

commencing work in the aged care industry. He noted it was an entry requirement for his 

first job in aged care.564   

2.157 Mandatory Internal Training. SECC require Mr Purdon to complete regular online training. 

The modules take anywhere between 15-90 minutes.565  

 

(iv) Submissions as to Weight 

2.158 The following aspects of Mr Purdon’s evidence should attract little (if any) weight: 

(a) Disability Support Work. Mr Purdon also performs “disability support work”, which 

is subject to a different classification under the enterprise agreement.566 To the 

extent his written and oral evidence touches upon that experience, it should attract 

no weight. That evidence is not relevant to the applications before the Commission 

or evaluative assessment being undertaken by the Full Bench.  

(b) Financial Pressures and Staying in the Job. Mr Purdon gives evidence as to the 

following: 

(i) a redundancy preceding his decision to enter the home care sector;567 

560 Statement of Michael Purdon October 2021 [2]-[3]. 
561 Statement of Michael Purdon October 2021 [10], [14]. 
562 Statement of Michael Purdon October 2021 [2]-[3]. 
563 Statement of Michael Purdon October 2021 [1]. 
564 Statement of Michael Purdon October 2021 [6]. 
565 Statement of Michael Purdon October 2021 [7]. 
566 See Statement of Michael Purdon October 2021 [12], [15]. 
567 Statement of Michael Purdon October 2021 [83]. 
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(ii) a personal epiphany that he “enjoy[s] helping other people”;568 

(iii) “job satisfaction from looking after clients”;569 

(iv) “low wages combined [with] unpaid travel time and expenses associated with 

operating my own car make it hard to make ends meet”;570 

(v) the travel allowance does not “take into account the fluctuating price of 

petrol”;571 

(vi) the “kilometre allowance on top of my hourly rate… helps to bump up my 

weekly wages”;572 

(vii) “In order to make enough money to meet my living costs, I need to either 

work at least 25 hours with a lot of community access shifts” … [or]  if I have 

domestic assistance or personal care shifts only, I need to work around 40 

hours to earn an equivalent amount”;573 

(viii) “I don’t earn enough to save for a house deposit; however, even if I did, 

because my shifts can chop and change at short notice and vary week to 

week, I wouldn’t feel secure enough in my income to take on a mortgage 

anyway”.574 

Respectfully to Mr Purdon’s personal circumstances, each statement, taken at its 

highest, is a statement based on Mr Purdon’s opinion and belief. This must 

necessarily impact the weight put on such evidence. It is not corroborated by any 

objective evidence or data.  

(c) Staffing. Mr Purdon describes SECC as “always understaffed” and states “there 

are always shifts to fill”.575 Mr Purdon is not part of the rostering team, his statement 

is based on his opinion. It should attach no weight. Additionally, as to the issue of 

staffing, generally, we rely upon our submissions at Section 5. 

(d) Traumatic Events. Mr Purdon describes his employer as not being supportive post-

traumatic events at work and states that “[n]o one follow up to find out how you are, 

568 Statement of Michael Purdon October 2021 [84] 
569 Statement of Michael Purdon October 2021 [85]-[86] 
570 Statement of Michael Purdon October 2021 [87] 
571 Statement of Michael Purdon October 2021 [89] 
572 Statement of Michael Purdon October 2021 [90] 
573 Statement of Michael Purdon October 2021 [90]-[91] 
574 Statement of Michael Purdon October 2021 [92] 
575 Statement of Michael Purdon October 2021 [22] 
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or to ask if you are ok”.576 Mr Purdon’s also gives evidence with respect to an 

incident in which a client was screaming at him:577 

“51. After this incident, I was asked by my boss if I wanted to continue with 

this client. I wanted to say no, as the incident had been so unpleasant, and I was 

worried that I would only cause the client distress if I continued to care for her. 

However, I felt a sense of duty to the client and did not want to be seen to be taking 

the easy way out. So, I said I would continue to see her. 

52. In the end a decision was made by my employer in conjunction with the 

family that for this client, seeing me would probably sadly set her off and thus 

it was better for a new carer to take over.”578 

Whilst it may be accepted that Mr Purdon is not always satisfied with the support 

provided by his employer, or in some circumstances that Mr Purdon would’ve liked 

further support, it cannot be said “[n]o one follow[s] up” at all. Without further 

information, this evidence should attract little weight.   

 

(v) The Nature of the Work Performed 

2.159 Mr Purdon gave the following evidence relevant to the nature of the work performed: 

(a) He considers the work has become “less client focused” and refers to having “less 

time to provide the care our clients really need”.579 

(b) Some of his clients have “early-stage dementia”580 or dementia.581 

(c) Mr Purdon has at least three clients in their 80s.582 

(d) He identifies the following as the “biggest challenges” that come with the job: 

(i) handling abuse from clients and their families; 583  

(ii) dealing with client behavioural issues, particularly with dementia patients;584  

(iii) the pressure to provide care beyond what I have time to do or am properly 

qualified to provide; 585 and  

576 Statement of Michael Purdon October 2021 [77] 
577 See Statement of Michael Purdon October 2021 [48]-[49]. 
578 Statement of Michael Purdon October 2021 [51]-[52] (emphasis added). 
579 Statement of Michael Purdon October 2021 [78] 
580 Statement of Michael Purdon October 2021 [27] 
581 Statement of Michael Purdon October 2021 [29] 
582 Statement of Michael Purdon October 2021 [27], [29], [34].  
583 Statement of Michael Purdon October 2021 [39]. 
584 Statement of Michael Purdon October 2021 [39], see eg, [45]-[49]. 
585 Statement of Michael Purdon October 2021 [39]. 
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(iv) the emotional toll of becoming close to clients who inevitably become older 

and frailer and, eventually, pass away.586 

(e) He described the emotional toll dealing with the following:  

(i) families that make decisions he disagrees with (for example, not transferring 

a client into residential aged care587);  

(ii) calling an ambulance for a client having a medical emergency;588 and  

(iii) death of clients.589 

 

(vi) Supervision 

2.160 Case Manager. During cross-examination, Mr Purdon confirmed that he reports to a case 

manager.590 The case manager is not a RN.591 Mr Purdon said he does not contact RNs but 

if there was a medical issue with a client, he would call an ambulance.592  

2.161 Initial Assessment. Mr Purdon also gave evidence that his understanding is that the case 

manager does the initial assessment. This is based on his knowledge of “the way it used to 

be when I first started”. However, he was not 100% sure.593 He did confirm he is not 

responsible for conducting the initial assessment. 594  

2.162 In his statement Mr Purdon provided further evidence about protocols to be followed: 

(a) Client Fall. If a client has a fall, Mr Purdon is required to report the incident to the 

client’s case manager.595 

(b) Concern for Client. The protocol is to call the office. Mr Purdon refers to an incident 

involving a client with dementia wanting him to leave:  

(i) He was aware she had “triggers” and tried to keep her calm by conversation 

(a de-escalation strategy). This did not work and she started screaming.  

(ii) The protocol followed was to call the office.  

586 Statement of Michael Purdon October 2021 [39]. 
587 Statement of Michael Purdon October 2021 [57] 
588 Statement of Michael Purdon October 2021 [63]-[64] 
589 Statement of Michael Purdon October 2021 [65]-[66], [67]-[71]. 
590 Transcript, 6 May 2022, PN7568-PN7572    
591 Transcript, 6 May 2022, PN7573     
592 Transcript, 6 May 2022, PN7574     
593 Transcript, 6 May 2022, PN7576- PN7577 
594 Transcript, 6 May 2022, PN7578 
595 Statement of Michael Purdon October 2021 [37].         
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(iii) The office then got in touch with the family who were able to “take over” upon 

arrival.596  

(iv) Following the incident Mr Purdon’s employer reviewed the situation as to 

whether he should continue assisting that client.  

(v) Following consultation with the family and Mr Purdon, it was decided the best 

course was that Mr Purdon cease appointments with that client.597 

(c) Change to Care Plan / Situation. Mr Purdon gives examples of “advocating” for 

clients:  

(i) He explained this entailed observing a client that appeared to need “more 

help” than was currently available in home care (i.e. he may need to go to 

live in a residential aged care facility). He communicated this concern to the 

care coordinator.  Initially, the care coordinator communicated that the family 

of the client did not want the client to go into a facility. This view was later 

changed and the client was transferred to residential care.598 

(ii) Another example involved Mr Purdon reporting to the office that a client was 

not notified of a change in his appointment (from 11am to 9am).599  

Those examples demonstrates that “advocating” means identifying potential client 

needs in the course of his duties and bringing them to the attention of the relevant 

case manager or coordinator (i.e. the person with authority to make and implement 

changes). 

(d) Emergency Situation. The protocol is to call the ambulance and wait with the client 

until the paramedics arrive.600  

2.163 During cross-examination he also confirmed the procedures set in place that he is to follow 

for a range of incidents/scenarios. For example: 

(a) Difficulty Breathing (shortness of breath). Mr Purdon confirmed the protocol is to 

call triple-0.601 

(b) Unsafe. The protocol is to remove yourself from the situation and report it 

immediately.602 

596 Statement of Michael Purdon October 2021 [49]. 
597 Statement of Michael Purdon October 2021 [51]-[52]. 
598 Statement of Michael Purdon October 2021 [57] 
599 Statement of Michael Purdon October 2021 [74] 
600 See Statement of Michael Purdon October 2021 [63].  
601 Transcript, 6 May 2022, PN7575   
602 Transcript, 6 May 2022, PN7606     
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2.164 Despite the above evidence, which sets out a system of support and supervision (albeit 

indirect) and protocols, Mr Purdon describes himself as “very much alone out in the field”.603 

Whilst that may be a literal description of the role, as evident by the preceding evidence, 

any suggestion that Mr Purdon is working without any support is not sustainable on his own 

evidence. 

 

(vii) The Level of Responsibility or Skill Involved in doing the Work 

2.165 Mr Purdon gave the following evidence as to his duties and skills: 

(a) Appointments. Mr Purdon’s duties include “respite care, domestic assistance (like 

cleaning and shopping) and personal care (including assistance with showering and 

toileting).”604 

(b) Roster. Each week Mr Purdon is allocated a roster (one week in advance) of his 

appointments.605 Mr Purdon accesses a client’s care plan via the app (formerly 

provided in paper form606). At the time of being rostered an appointment, he can see 

the details of the client file.607 He described seeing 90% of his allocated clients on a 

“regular basis”. 608 

(c) Clients with Dementia. Mr Purdon confirmed that learning about dealing with 

dementia in his Certificate III helps with working with clients with dementia.609 

(d) Abusive Clients and Difficult Behaviours. In addition to Certificate III training, 

during re-examination, Mr Purdon said in such situations he draws upon “common 

sense … a lot” and “my life experience”.610 That life experience included his work as 

a debt collector. 611 

(e) Progress notes. Mr Purdon said he writes notes in the clients’ books setting out the 

times he was at a client’s home and progress notes.612 He provided the following 

description: 

“A lot of times they're usually just mundane notes as far as – especially if you're just 

cleaning their house or something like that.  Most of it is fairly mundane but, I mean, 

603 Statement of Michael Purdon October 2021 [54]. 
604 Statement of Michael Purdon October 2021 [26].         
605 Transcript, 6 May 2022, PN7594     
606 Statement of Michael Purdon October 2021 [23] 
607 Transcript, 6 May 2022, PN7589-PN7590         
608 Transcript, 6 May 2022, PN7589-PN7590; Statement of Michael Purdon October 2021 [25].         
609 Transcript, 6 May 2022, PN7600 
610 Transcript, 6 May 2022, PN7625 
611 Transcript, 6 May 2022, PN7626 
612 Transcript, 6 May 2022, PN7608    
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the reason for those notes my understanding is if there is any concerns, anything to 

pass onto the next carer that might walk through the house, there's notes there 

telling them, you know, what's happened on the previous shift.”613 

 

(f) No Medication Prompts. Mr Purdon does not give medication prompts, he is not 

trained to do so.614 

 

(viii) Environment - Conditions under which Work is Done 

2.166 During cross-examination, Mr Purdon gave the following evidence: 

(a) Risk Assessment. Mr Purdon said when he started with SECC, a risk assessment 

would be conducted at the client’s home to make sure the home is safe. He said he 

has no basis to believe it is not still occurring.615 He also noted that he is “trained to 

look for any risks or anything like that within the household and important things that 

might be of risk when we – we'll agree to go into the house as well”.616 He provided 

the example of a client he described as a “hoarder”. There was “no clear avenue to 

get out of the house” and “it was a fire hazard”. Mr Purdon reported the issue.617 

  

613 Transcript, 6 May 2022, PN7609     
614 Transcript, 6 May 2022, PN7587 
615 Transcript, 6 May 2022, PN7579-PN7580     
616 Transcript, 6 May 2022, PN7581     
617 Transcript, 6 May 2022, PN7583     
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(l) Maria Moffat -- Personal Carer -- Australian Unity  

(i) Period of Service in Role 

2.167 Ms Moffat is employed by Australian Unity. She works as a “personal carer”.618 

 

(ii) Period of Service in Industry 

2.168 13 years. Ms Moffat has worked around 13 years in the aged care industry.619  

 

(iii) Qualifications and Training 

2.169 Certificate III. Ms Moffat has the following qualifications: 

(a) Certificate III in Aged Care; and 

(b) Certificate III in Disability and Community Care.620 

2.170 Mandatory Internal Training. Ms Moffat also gave evidence as to the training provided by 

Australian Unity: 

(a) Face-to-face manual handling training every two years, which is carried out as a 

group program; 621 and 

(b) Online training “through the LMS system”.622 This also includes dementia training, 

palliative care training and code of conduct.623 The duration is usually around 30 

minutes and it is always followed by a quiz.624 

2.171 During cross-examination, Ms Moffat stated that the manual handling training also includes 

instruction on techniques for mopping and making beds.625 

2.172 Medication Training. Ms Moffat has also completed training in medications provided 

internally by Australian Unity. That training, when she did it, was led by a RN. She is trained 

to “prompt medication". She does not administer tablets.626 She has been trained to do eye 

drops and ear drops.627 

 

(iv) Submissions as to Weight   

618 Statement of Maria Moffat dated 27 October 2021 [2].  
619 Statement of Maria Moffat dated 27 October 2021 [4].  
620 Statement of Maria Moffat dated 27 October 2021 [5].  
621 Statement of Maria Moffat dated 27 October 2021 [14]; Transcript, 10 May 2022, PN10914   
622 Statement of Maria Moffat dated 27 October 2021 [15]. 
623 Transcript, 10 May 2022, PN10918   
624 Transcript, 10 May 2022, PN10919-PN10920 
625 Transcript, 10 May 2022, PN10915-PN10916  
626 Transcript, 10 May 2022, PN10931-PN10934   
627 Transcript, 10 May 2022, PN10936   
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2.173 The following aspects of Ms Moffat’s evidence should attract little (if any) weight: 

(a) Disability Care. To the extent that Ms Moffat’s evidence touches upon her work in 

disability care, this is not relevant to the Commission.628  

(b) COVID-19. To the extent Ms Moffat’s evidence addresses the impact of the 

pandemic,629 we rely upon the submissions set out at Section 5. 

(c) Staffing. To the extent Ms Moffat seeks to comment on payment for travel per 

kilometre as impacting upon retention of workers,630 that evidence should attach no 

weight. Ms Moffat is not in a position to speak to reasons other workers leave based 

upon the structure of a travel allowance, particularly in circumstances where she 

has not left due to that factor. It does not assist the Commission. Additionally, as to 

the issue of staffing, generally, we rely upon our submissions at Section 5. 

 

(v) The Nature of the Work Performed 

2.174 As to the nature of the work, Ms Moffat gave the following evidence: 

(a) She provides an example of the impact of “client directed care” - respecting a client’s 

right to “deny services”. For example, client may not want a shower.631 

(b) She notes observing an increase in clients with dementia632 and a “higher number 

of clients who are in palliative care and wish to stay at home to pass away”.633 

(c) Ms Moffat considers that providing care for clients with dementia requires the worker 

to be “persuasive and utilise common sense - this goes beyond training”.634  

 

(vi) Supervision  

2.175 The reporting structure at Australian Unity is as follows: 

(a) there is Branch Manager, who Service Coordinators report to; 635 

(b) there are Service Coordinators (described as “service co” throughout cross-

examination636), who care workers report to; 637 

628 See eg, Statement of Maria Moffat dated 27 October 2021 [11]. 
629 See Statement of Maria Moffat dated 27 October 2021 [42]-[48]. 
630 See Statement of Maria Moffat dated 27 October 2021 [49]-[52]. 
631 Statement of Maria Moffat dated 27 October 2021 [26]. 
632 Statement of Maria Moffat dated 27 October 2021 [27]. 
633 Statement of Maria Moffat dated 27 October 2021 [30]. 
634 Statement of Maria Moffat dated 27 October 2021 [29]. 
635 Statement of Maria Moffat dated 27 October 2021 [8]. 
636 See eg, Transcript, 10 May 2022, PN10900   
637 Statement of Maria Moffat dated 27 October 2021 [7]. 
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(c) there are also “Allocators”, who manage issues with respect to and build rosters. 638 

2.176 During cross-examination, as to the process of reporting, Ms Moffat explained: 

“If we've got any issues we've got a phone call Procura where we can actually write dated 

notes.  We either date and note a lot of things, but if we have something that's arising that is 

a bit of an emergency or we feel it needs attention, we first go to the service co, yes.”639 

2.177 She also noted that Australian Unity employ one RN that is stationed in the office. It is Ms 

Moffat’s understanding the RN is responsible for attending client’s homes and “do[ing] 

clinical work if the people [she is] caring for need clinical work”.640 

2.178 Ms Moffat was unable to confirm who writes the care plans, save for confirming it is not her 

responsibility.641 

2.179 During cross-examination she also confirmed the procedures set in place that she is to 

follow for a range of incidents/scenarios. For example: 

(a) Skin Tear. Ms Moffat confirmed the protocol is to report the observation to the 

service coordinator. The service coordinator then contacts the RN. If discovered 

during a shower, she explained the process: 

“We would get that client out, we'd dress and whatever we needed to do.  Then we 

would contact the service co straight away because then she would put in place to 

get the registered nurse to come out and check.”642 

 

Ms Moffat would then record a progress note in the communication book and via 

Procura.643 

(b) Shortness of Breath. The procedure to follow is to call triple-0 to get an ambulance 

organised. Next, Ms Moffat calls the service coordinator -- “but we make sure the 

patient is right first before we go to that step”. Ms Moffat also noted the office is 

“always notified if there's an ambulance called”.644 

(c) Hazard Identification. The procedure is to document this via the DoneSafe app on 

the work phone. Following entry in DoneSafe, the report goes to the service 

638 Statement of Maria Moffat dated 27 October 2021 [7]; Transcript, 10 May 2022, PN10901   
639 Transcript, 10 May 2022, PN10900   
640 Transcript, 10 May 2022, PN10903 
641 Transcript, 10 May 2022, PN10905-PN10906  
642 Transcript, 10 May 2022, PN10938- PN10940  
643 Transcript, 10 May 2022, PN10941 
644 Transcript, 10 May 2022, PN10943 
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coordinator. Ms Moffat also noted: “we also get an email to say that that has been 

sent off and just to double-check our information is totally right”.645 

(d) Unsafe. Ms Moffat explained that “the first procedure we ever do when we go into 

a house is find an exit door”.646 Next, if during an appointment she feels unsafe she 

does the following: 

“we just apologise to the client and say, 'Look, I'm sorry but I've just – you know, 

something's come up and I have to leave.'  Then we go outside, get in our car, move 

our car away from the residence and ring the office and tell them what's 

happening.”647 

 

Ms Moffat noted she is yet to have need to implement that protocol.648 

 

(vii) The Level of Responsibility or Skill Involved in doing the Work 

2.180 Ms Moffat gave the following evidence as to her day-to-day duties: 

(a) Personal care:649  

(i) Showering; and 

(ii) Applying creams or aids as necessary. 

(b) Domestic assistance:650 

(i) Stripping and remaking beds with fresh sheets; 

(ii) Washing dishes. 

 

(iii) Cleaning the bathroom (including vacuuming and mopping); and 

(iv) Cleaning the kitchen (including vacuuming and mopping). 

(c) Medication prompts: 

(i) Medication comes in Webster paks, for clients that are unable to manage 

their pills, Ms Moffat pops the pills into a medicine cup. 651 During cross-

645 Transcript, 10 May 2022, PN10949- PN10950   
646 Transcript, 10 May 2022, PN10955 
647 Transcript, 10 May 2022, PN10956   
648 Transcript, 10 May 2022, PN10957   
649 Statement of Maria Moffat dated 27 October 2021 [21]. 
650 Statement of Maria Moffat dated 27 October 2021 [22]. 
651 Statement of Maria Moffat dated 27 October 2021 [39]. 
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examination, she explained: “we count the tablets, we hand them to the client 

and the client takes them with a glass of water”.652 

(ii) Ms Moffat then observes the client taking the medication. She does not 

administer or touch the medication.653 

(d) Progress notes.654 Ms Moffat said she usually records progress notes in the client’s 

“communication book” stored at the client’s home. This enables the next care 

workers to know "what’s going on”. She also enters them as a “dated note in the 

Procura”.655 Ms Moffat explained she records the services she provides (i.e. not just 

exceptions) so that the next care worker is aware of what has been done and not 

“re-do” services.656 

(e) Care Plan. Accessed electronically via Procura app on work phone.657  

(f) Palliative Care Clients. Ms Moffat confirmed that “when somebody is in a palliative 

state at home they're being looked after by you and nurses and doctors at the same 

time” and “usually family members”.658 

(g) Certificate III. Ms Moffat gave evidence that she draws upon the skills learnt from 

her Certificate III’s and “my many years of experience” when she works in aged 

care.659 

 

(viii) Environment - Conditions under which Work is Done 

2.181 Risk Assessment. Ms Moffat gave evidence that she understands the service coordinator 

does the risk assessment on a client’s home. However, she said she could not confirm if it 

occurred “100 per cent” of the time, because sometimes on Procura it states only an over 

the phone discussion occurred. She did not have knowledge of the Australian Unity protocol 

in this respect.660 

  

652 Transcript, 10 May 2022, PN10935 
653 Statement of Maria Moffat dated 27 October 2021 [40]. 
654 Statement of Maria Moffat dated 27 October 2021 [23]. 
655 Transcript, 10 May 2022, PN10908 
656 Transcript, 10 May 2022, PN10909-PN10910     
657 Transcript, 10 May 2022, PN10907   
658 Transcript, 10 May 2022, PN10924   
659 Transcript, 10 May 2022, PN10897 
660 Transcript, 10 May 2022, PN10946-PN10947   
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(m) Susan Morton -- Advanced Care Worker -- Australian Unity 

(i) Period of Service in Role 

2.182 6 years. Ms Morton is employed by Australian Unity in the Macquarie branch, New South 

Wales. Her employment is covered by an enterprise agreement. Under that agreement she 

is classified as a “Grade 3, Advanced Care Worker” (the highest grade in the field661).662 

She currently works around 30 hours per fortnight.663 She has worked for Australian Unity 

for around 6 years.664  

 

(ii) Period of Service in Industry 

2.183 34 years. Ms Morton has worked in aged care since 1988. 665  

 

(iii) Qualifications and Training 

2.184 Certificate III. During cross-examination, Ms Morton gave evidence that she has a 

Certificate III in Aged and Community Care.666 

2.185 Mandatory Internal Training. Australian Unity have provided Ms Morton with training: 

(a) Online training via “Procura” app;667 and 

(b) Medication Training. Medication competency training to safety administer 

eyedrops and medication prompts (for clients with Webster paks). Ms Morton 

explained the procedures “the tablets are given to the client [in the Webster pak], 

and they pop them out and take them themselves”. 668 During the training, Ms Morton 

was assessed as competent by a RN.669 

During cross-examination, Ms Morton explained that Australian Unity:  

“[brought] in a trained nurse and take us in – … we actually sat in a group session 

and they run through the medication, you know, the procedures, you know, about 

giving out medication and how you give it and what you're supposed to do and so 

forth.”670 

 

661 Transcript, 10 May 2022, PN10781 
662 Statement of Susan Morton dated 27 October 2021 [2].  
663 Statement of Susan Morton dated 27 October 2021 [13]. 
664 Statement of Susan Morton dated 27 October 2021 [3]. 
665 Statement of Susan Morton dated 27 October 2021 [3]. 
666 Transcript, 10 May 2022, PN10784- PN10788   
667 Statement of Susan Morton dated 27 October 2021 [10]. 
668 Statement of Susan Morton dated 27 October 2021 [19]-[20]. 
669 Transcript, 10 May 2022, PN10834   
670 Transcript, 10 May 2022, PN10824 
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(iv) Submissions as to Weight 

2.186 The following aspects of Ms Morton’s evidence should attach little weight: 

(a) Hearsay. To the extent Ms Morton generalises about the experience of “many 

carers” with respect to long hours, availability and/or financial difficulty.671 

Ms Morton can only give evidence as to her specific experience. Her opinion of what 

others many think is not relevant. It should be disregarded. For example, during 

cross-examination, Ms Morton confirmed that the evidence at [21] is a story she 

heard from someone else.672 

(b) Hearsay. To the extent Ms Morton criticises the adequacy of Certificate III course 

for “new starters”, that evidence is of limited utility. By her own account, Ms Morton 

rarely works with them because “because most of our jobs - you know, you're out 

on your own” and her “buddy training” is limited “because I do a lot of complex work 

sometimes”.673 It may be assumed her evidence, in this respect, is based upon 

accounts she has heard from someone else.  

 

(v) The Nature of the Work Performed 

2.187 Ms Morton gives evidence as to the following changes in her work, since her 

commencement: 

(a) Increased age of clients; 674 

(b) Increased usage of hoists and shower chairs; 675 

(c) Increased emphasis on domestic assistance and “simple showers”;676 

(d) Introduction of home care packages; 677 

(e) Method for payment for services changes (carer no longer carries a receipt book);678 

(f) Carers must read care plans and customer notes to see if there have been any 

changes in client’s needs since last visit; 679 

(g) Notes must be taken for visits; 680 

671 See eg, Statement of Susan Morton dated 27 October 2021 [16]-[17]. 
672 Transcript, 10 May 2022, PN10841   
673 Transcript, 10 May 2022, PN10845-PN10850 
674 Statement of Susan Morton dated 27 October 2021 [40]. 
675 Statement of Susan Morton dated 27 October 2021 [40]. 
676 Statement of Susan Morton dated 27 October 2021 [24]. 
677 Statement of Susan Morton dated 27 October 2021 [28]-[31]. 
678 Statement of Susan Morton dated 27 October 2021 [25]. 
679 Statement of Susan Morton dated 27 October 2021 [32]. 
680 Statement of Susan Morton dated 27 October 2021 [33]. 
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(h) Incidents reported via “DoneSafe” app; 681 

(i) Carers expected to be more vigilant with emails received from Branch Manager, 

Allocators, Service Coordinators and other stakeholders; 682 

 

(vi) Supervision  

2.188 Service Coordinator. Ms Morton gives evidence that there is “no direct supervision” in her 

daily work.683 However, she confirmed that a Service Coordinator is her supervisor.684 She 

provided the following description of the Service Coordinator role: 

“she's supervises.  And she's the one who goes out and talks to the customer and puts the 

care plans into place, and, you know, sets the ball rolling.  And we answer to the service co, 

yes.”685 

2.189 Ms Morton also confirmed that Australian Unity employ nurses.686 

2.190 During cross-examination she also confirmed the procedures set in place that she is to 

follow for a range of incidents/scenarios. For example: 

(a) Hazard / Incident Reporting. The protocol is to record hazards and incidents into 

DoneSafe app. This is required to be completed within 24 hours687 

(b) Skin Tear (or Bedsore). Ms Morton explained that if she observed a bedsore 

“deteriorating” she contacts the service coordinator directly. She would do this if she 

was very “really concerned” or considered a RN was needed.688 It is the 

responsibility of the service coordinator to contract the RN.689 

However, she qualified her evidence, noting that if a client’s wife is present (as the 

primary carer), she would notify the wife and then complete an incident form via 

DoneSafe.690 

(c) Emergency Situation (i.e. life threatening). Ms Morton confirmed the procedure 

is to call “Triple 0”.691  Ms Morton would then stay until the “ambos” arrive.692  

681 Statement of Susan Morton dated 27 October 2021 [35]. 
682 Statement of Susan Morton dated 27 October 2021 [38]. 
683 Statement of Susan Morton dated 27 October 2021 [18]. 
684 Transcript, 10 May 2022, PN10792   
685 Transcript, 10 May 2022, PN10792   
686 Transcript, 10 May 2022, PN10812   
687 Transcript, 10 May 2022, PN10807   
688 Transcript, 10 May 2022, PN10809   
689 Transcript, 10 May 2022, PN10815 
690 Transcript, 10 May 2022, PN10810- PN10811 
691 Transcript, 10 May 2022, PN10818   
692 Transcript, 10 May 2022, PN10822 
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(d) Shortness of Breath. Ms Morton confirmed the procedure is to call “Triple 0”.693  

Ms Morton would then stay until the “ambos” arrive. 694 

(e) Client Fall. Ms Morton confirmed the procedure is to call “Triple 0”.695  She also 

noted that she is not allowed to pick clients up from the fall. The “ambos” come out 

and “assess the situation and, you know, and then see what's going to happen”.696 

Ms Morton would then stay until the “ambos” arrive. 697 

 

(vii) The Level of Responsibility or Skill Involved in doing the Work 

2.191 Ms Morton described her duties by reference to the client type: 

(a) “personal care clients”; and 

(b) “domestic assistance clients”.698 

2.192 During cross-examination, she gave the following evidence as to work she performs: 

(a) Complex Care. She described her work as involving “complex care” and gave the 

example of “bowel care”.699 However, she also confirmed that all of her care work is 

within the scope of her Certificate III training.700 

(b) Care Plans. Ms Morton explained that the care plan for each client is accessible 

electronically via Procura. The process requires her to access her roster, click on 

the client, and then the care plan appears.701  

(c) Progress Notes: Ms Morton explained that she is expected to write progress notes 

at the end of each appointment, within the appointment time.702 The progress notes 

are typed into Procura. Examples of notes include “assisted shower”, “do the care 

plan” or “put their Sorbolene and stuff on”.703 

(d) Medication Prompts. Ms Morton confirmed she is only allowed to handle the 

“blister pack”. If medication is in a “dosette” box, Ms Morton is not allowed to touch 

it.704 If there is a blister pack and the client is unable to push the pills out themselves, 

693 Transcript, 10 May 2022, PN10819   
694 Transcript, 10 May 2022, PN10822 
695 Transcript, 10 May 2022, PN10819   
696 Transcript, 10 May 2022, PN10820   
697 Transcript, 10 May 2022, PN10822 
698 Statement of Susan Morton dated 27 October 2021 [14]. 
699 Transcript, 10 May 2022, PN10780   
700 Transcript, 10 May 2022, PN10851   
701 Transcript, 10 May 2022, PN10796 
702 Transcript, 10 May 2022, PN10801   
703 Transcript, 10 May 2022, PN10805 
704 Transcript, 10 May 2022, PN10826 
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Ms Morton puts them into a medicine cup and gives it to them. The duty is a prompt 

- Ms Morton is not administering the tablets.705 

(e) Medicated Ear Drop and Eye Drops. Ms Morton confirmed that Australian Unity 

provided training for this and explained the protocol to be followed:  

“you're washing your hands and you've got gloves and you need to check the date 

on the pack and also, you know, what they are and then, you know – you know, so 

if you're going to give eye drops or ear drops”.706 

 

(viii) Environment - Conditions under which Work is Done 

2.193 Ms Morton gave the following evidence relevant to conditions under which work is done: 

(a) Risk Assessment. During cross-examination, Ms Morton confirmed that the 

Service Coordinator is responsible for doing a “risk assessment of the home” to 

ensure it is safe as part of setting up a client.707  

(b) Hazard Reporting. Ms Morton also confirmed that she reports any hazards she 

may spot at a client’s home. That evidence appears below: 

“You know, you've got to  have your eyes and ears open at all times as I said, you 

know, going in and checking, because sometimes if a customer knows that a 

coordinator's coming sometimes they can be a bit cheeky, you know, and have the 

good vacuum cleaner sitting there, you know, and when we get there they don't want 

you to use that one or there could be cords across, you know, the hallway, or there's 

a heater in the shower that they want you to put on, you know, when you're giving 

them a shower, and the coordinator may not see any of that sort of stuff.  It's us care 

workers, the hands on guys, that pick up a lot more.”708 

  

705 Transcript, 10 May 2022, PN10827-PN10829 
706 Transcript, 10 May 2022, PN10833 
707 Transcript, 10 May 2022, PN10836   
708 Transcript, 10 May 2022, PN10839   
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(n) Tereasa Hetherington -- Personal Care Assistant -- Australian Unity  

(i) Period of Service in Role 

2.194 6 years. Ms Hetherington is employed by Australian Unity. Her employment is covered by 

an enterprise agreement. Under that agreement she is classified as a “Personal Care 

Assistant, Grade 2”.709 Her employment is permanent part time and she works around 50 

hours per fortnight.710 She has been employed by Australian Unity for around 6 years.711  

 

(ii) Period of Service in Industry 

2.195 20 years. Ms Hetherington has worked in the aged care industry for around 20 years.712  

 

(iii) Qualifications and Training 

2.196 Certificate IV. Ms Hetherington has a Certificate IV in Aged and Disability Care.713 

2.197 Internal Training. During her employment, Ms Hetherington has received training in the 

following: 

(a) Palliative care;714 

(b) Cystic Fibrosis;715  

(c) PEG tube feeding;716 

(d) First aid training;717 

(e) Mandatory manual handling (every two years); 718 

(f) Mandatory online training via LMS (monthly). 719 

 

  

709 Statement of Teresa Hetherington date 19 October 2021 [2]. 
710 Statement of Teresa Hetherington date 19 October 2021 [10]-[11]. 
711 Statement of Teresa Hetherington date 19 October 2021 [5]-[6]. 
712 Statement of Teresa Hetherington date 19 October 2021 [4].  
713 Statement of Teresa Hetherington date 19 October 2021 [36]. 
714 Statement of Teresa Hetherington date 19 October 2021 [37]. 
715 Statement of Teresa Hetherington date 19 October 2021 [37]. 
716 Statement of Teresa Hetherington date 19 October 2021 [37]. 
717 Statement of Teresa Hetherington date 19 October 2021 [40]. 
718 Statement of Teresa Hetherington date 19 October 2021 [42]. 
719 Statement of Teresa Hetherington date 19 October 2021 [44]. 
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(iv) Submissions as to Weight 

2.198 The following aspects of Ms Hetherington’s evidence should attract little (if any) weight: 

(a) Opinion. The opinion of Ms Hetherington as to the quality of the initial assessment 

undertaken by the Service Coordinator is not relevant.720 The fact is it falls to the 

responsibility of the Service Coordinator and that is the evidence of Ms 

Hetherington.721  Her dissatisfaction with the process, which she is not involved with, 

does not inform the Commission’s assessment of work value.   

(b) Funding and Packages. The opinion of Ms Hetherington as to the adequacy of the 

level of a home care package does not assist the Commission.722 Ms Hetherington 

is not involved in the assessment process or package selection process. During 

cross-examination, she confirmed that her work is confined to the tasks she is 

allocated to perform via “Procura”. The appointment times are fixed. She never acts 

beyond the scope of the care plan.  

(c) Staffing. The opinion of Ms Hetherington as to “turnover” in the industry.723 In this 

respect, we rely upon the submissions set out in closing submissions at Section 5. 

In short, this evidence does not assist the Commission.  

(d) Hearsay. The opinion of Ms Hetherington at [53] of her statement should be 

disregarded. The hearsay evidence that Ms Hetherington “[had] heard reports of 

employees literally standing outside of a client’s home because they are unsure of 

how to manage a challenging client”724 stands in contrast to Ms Hetherington’s own 

account that Australian Unity have protocols in place for situations of uncertainty. A 

carer is to contact the Service Coordinator. Ms Hetherington’s testimony based on 

personal experience, in this respect, should be preferred. 

(e) COVID-19. As to the aspect of Ms Hetherington’s evidence that addressed the 

impact of the pandemic,725 we repeat and rely upon our submission at Section 5.     

 

  

720 See Statement of Teresa Hetherington date 19 October 2021 [82]. 
721 See Statement of Teresa Hetherington date 19 October 2021 [80]-[81]. 
722 See eg, Statement of Teresa Hetherington date 19 October 2021 [74]-[78]. 
723 Statement of Teresa Hetherington date 19 October 2021 [33]-[35]. 
724 Statement of Teresa Hetherington date 19 October 2021 [53]. 
725 Statement of Teresa Hetherington date 19 October 2021 [108]-[118]. 
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(v) The Nature of the Work Performed 

2.199 Ms Hetherington describes the “client directed care” as perpetuating a perspective that “the 

customer is always right”. In her view, this leads to “harassment and haranguing from the 

employer for the carer to meet unreasonable demands”.726  

2.200 By her own admission, Ms Hetherington’s knowledge of the ACQSC is “rudimentary”. As 

such, her opinion in this respect is limited. However, it may be noted she observes there 

has not been “any meaning impact on improving service delivery”.727 By that statement, it 

appears the ACQS has not drastically changed the duties performed by Ms Hetherington.  

 

(vI) Supervision  

2.201 Ms Hetherington provided an assistive breakdown of the line of command at Australian 

Unity. The hierarchy is as follows: 

(a) State-wide level management - oversee all areas;728 

(b) Area Directors - that oversee Branch Managers throughout a designated 

geographical area; 729 

(c) Branch Managers - that oversee Service Coordinators within the Branch; 730 

(d) Service Coordinators - that oversee a team of 10-12 carers; 731 

(e) Allocators - manage the rostering of carers for client appointments.732 During cross-

examination, Ms Hetherington also noted that allocators are responsible for “time 

keeping as well”. That is, “at the end of the day they check to make sure that each 

client that we were assigned to, that we performed the length of time that we were 

assigned to do and that there were no issues within the task time”; and  

(f) Carers - their direct report is the Service Coordinator.733  

2.202 Whilst there is no “day-to-day” supervision in the performance of duties, Ms Hetherington 

contacts her Service Coordinator via text/email throughout the day.734 During cross-

examination, she noted that process has temporarily been disrupted due to a service 

726 Statement of Teresa Hetherington date 19 October 2021 [30]. 
727 Statement of Teresa Hetherington date 19 October 2021 [119]-[121]. 
728 Statement of Teresa Hetherington date 19 October 2021 [21]. 
729 Statement of Teresa Hetherington date 19 October 2021 [21]. 
730 Statement of Teresa Hetherington date 19 October 2021 [15]. 
731 Statement of Teresa Hetherington date 19 October 2021 [19], [21]. 
732 Statement of Teresa Hetherington date 19 October 2021 [22]; Transcript, 10 May 2022, PN10569   
733 Statement of Teresa Hetherington date 19 October 2021 [20]. 
734 Statement of Teresa Hetherington date 19 October 2021 [107]. 
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coordinator resigning. The process in that interim is that she is to “call the office” and bring 

issues to the attention of the “duty officer”.735 

2.203 The Service Coordinator is responsible for the following: 

(a) Care Plan. preparing the care plans (and making any changes to the care plans736).  

(b) Initial Assessment. Ms Hetherington gave evidence they also “[t]hey do the initial 

client visit where they're supposed to have a one on one to discuss the client's 

contracts, the expectation of the job and the client's needs”. Following that process, 

the results are documented so that Ms Hetherington may read it prior to doing her 

first service with a new client. She also noted it is “updated throughout”.737 That 

documentation is provided electronically and accessible via the work phone.738  

2.204 During cross-examination she also confirmed the procedures set in place that she is to 

follow for a range of incidents/scenarios. For example: 

(a) Skin Tear. Ms Hetherington explained she is “required to report” any form of 

“deterioration in the client’s conditions” (it is a “reportable event”). Identification of a 

skin tear would be reported to the Service Coordinator immediately “or within 24 

hours”. It is then the responsibility of the Service Coordinator to follow it up.739 

(b) Reportable Events. Reportable events must be reported to the Service 

Coordinator. The procedure followed is threefold: call the office and then ensure it 

is documented in “both client notes and as an incident hazard in DoneSafe within 

24 hours”. Examples include: a client fall, differences in client’s environment (for 

example, family move it or get a pet), equipment starting to fail (such as faulty 

vacuum cleaner), or they require a mobility aid (such as a walker).740 

(c) Difficulty Breathing. Ms Hetherington explained the protocol:  

“we are to call our service coordinator first, who checks the notes to make 

sure that we're authorised to call Triple 0.  We then - the service coordinator 

will call Triple 0 and we are directed either to stay with the client until 

ambulance arrives or to move onto the next task if the client is properly 

supported and able to get where they need to be on their own.”741 

735 Transcript, 10 May 2022, PN10564- PN10566   
736 Transcript, 10 May 2022, PN10575   
737 Transcript, 10 May 2022, PN10573 
738 Transcript, 10 May 2022, PN10574   
739 Transcript, 10 May 2022, PN10608   
740 Transcript, 10 May 2022, PN10609- PN10610, PN10612   
741 Transcript, 10 May 2022, PN10618   

5101



 

(d) Client not answering door. Ms Hetherington explained:  

“We are directed to do the knock and ring and run around the house and 

check to see if we can see them through a window.  We go to the neighbour's 

house to see if it's possible they've been out.  Often the client notes will 

include a relative's phone number.  We can call that or we can call the office 

and the office staff will then contact the client or the family member to locate 

them before we move on.  We give them 15 minutes, if they don't respond in 

that time often we're directed to move onto the next client.”742 

 

2.205 Ms Hetherington also referred to monthly team meetings, with a duration of 60-90 

minutes.743  

 

(vii) The Level of Responsibility or Skill Involved in doing the Work 

2.206 Ms Hetherington gave the following evidence: 

(a) Appointments. Ms Hetherington provided the following evidence as to her day-to-

day duties: 

(i) “personal care”;744 

(ii) “cleans”; 745 

(iii) “meal preparation”; 746 

(iv) “bed checks”; 747 and 

(v) medication prompts.748 

(b) Progress Notes via app. As to documentation completed, during cross-

examination, Ms Hetherington explained: 

“We keep a communication book at each client's house where we document every 

step of service we have provided.  Any fluctuation or any decline that we notice in 

the service that we would put in a report which we then provide to our service 

742 Transcript, 10 May 2022, PN10619 
743 Statement of Teresa Hetherington date 19 October 2021 [106]. 
744 Statement of Teresa Hetherington date 19 October 2021 [55]. 
745 Statement of Teresa Hetherington date 19 October 2021 [55]. 
746 Statement of Teresa Hetherington date 19 October 2021 [58]. 
747 Statement of Teresa Hetherington date 19 October 2021 [58]. 
748 Statement of Teresa Hetherington date 19 October 2021 [96]-[98] 
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coordinator via the Procura app, or in DoneSafe, which is a hazard or incident 

reporting tool within the app.”749 

 

(c) No involvement in Initial Assessment. Ms Hetherington does not have 

responsibility with respect to the assessment of new clients. She confirmed that 

“they are assessed by an ACAT team and referred to a Service Coordinator”.750 It is 

the responsibility of the Service Coordinator to visit the client and discuss the client’s 

needs to develop a care plan.751 

(d) Medication Prompts. Ms Hetherington stated that “clients are responsible for 

administering their own medication”, which typically comes in a Webster pak. 752 

During cross-examination, she explained “the expectation is that we are only giving 

medications in a Webster pak anyway, and at specific times as indicated in the care 

plan, so when the courses are made available they are provided to us.”753 She also 

noted that if the client is unable to pop the pills themselves, she “put[s] them into a 

little cup, give them some water and hand it to them, but they must put those items 

in the mouth themselves”.754 

(e) No authority to give Injections. Ms Hetherington also referred to a client that has 

insulin injections. She stressed she does not administer the insulin. The limit of her 

responsibility, in that respect, is to prompt the client to take their insulin. 755 During 

cross-examination, she confirmed she is “absolutely not” authorised to give the 

injection.756 

(f) Certificate IV. During cross-examination, Ms Hetherington  gave evidence that the 

support she is providing is more in line with competencies arising from a Certificate 

IV.757 She confirmed that some of the work she performs for Australian Unity 

requires a “minimum” of Certificate IV training.758 Whilst she states the work she 

performs is not “medical grade” and does not include performance of “hyperinvasive 

procedures”, she considers she is “performing greater than what is generally 

749 Transcript, 10 May 2022, PN10602   
750 Statement of Teresa Hetherington date 19 October 2021 [80]. 
751 Statement of Teresa Hetherington date 19 October 2021 [81]. 
752 Statement of Teresa Hetherington date 19 October 2021 [96]. 
753 Transcript, 10 May 2022, PN10593   
754 Transcript, 10 May 2022, PN10595 
755 Statement of Teresa Hetherington date 19 October 2021 [97]. 
756 Transcript, 10 May 2022, PN10598   
757 Transcript, 10 May 2022, PN10578   
758 Transcript, 10 May 2022, PN10580   
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expected of a care worker”. This is supported by reference to using hoists, providing 

personal care to a client with motor neurone disease and PEG feeding.759 

(g) No Clinical Duties. Ms Hetherington gave evidence that her employer trains her to 

perform work “above a Cert IV competency” and she performs that work. However, 

she confirmed that “if there is something clinical in nature the enrolled nurse or the 

registered nurse gets involved”. Australian Unity employ ENs and RNs for that 

purpose.760 

(h) Experience = Better Observation. During cross-examination, Ms Hetherington 

gave evidence that she is a “higher level” care worker based upon her level of 

experience, which included 20 years under the same employer. She gave evidence 

that “usually the higher levels are trained to notice any little fluctuations in the client's 

presentation”. Those ”little” changes would be documented in the communication 

book.761 

 

(viii) Environment - Conditions under which Work is Done 

2.207 As to the conditions under which work is performed, Ms Hetherington gave the following 

evidence:  

(a) Procura and the requirement to use smart phones for the role has created a 

requirement to “remain vigilant of my phone and emails at all hours, to ensure that 

my working day is properly planned”.762 

(b) Additionally, “glitches” in the Procura app occur, which can impact upon the receipt 

of changes to rosters. However, Australian Unity require all glitches to be 

reported.763  

(c) There is a lack of flexibility to proceed between appointments. For example, if she 

completes a 1-hour appointment in 15 minutes, she must wait until the 

commencement time of the next appointment.764  

(d) The Service Coordinator is responsible for completing a risk assessment of a client’s 

home at the time of assessment for admission as a client. During cross-examination, 

Ms Hetherington explained the process: 

759 Transcript, 10 May 2022, PN10583 
760 Transcript, 10 May 2022, PN10586-PN10588   
761 Transcript, 10 May 2022, PN10604- PN10607 
762 Statement of Teresa Hetherington date 19 October 2021 [69]-[71]. 
763 Statement of Teresa Hetherington date 19 October 2021 [72].  
764 Statement of Teresa Hetherington date 19 October 2021 [67]. 

5104



“The client will walk around the house with the service coordinator as they're drawing 

up the plan and any hazards at the time are logged and catalogued, and any quick 

fixes or any reparations that can be made before care workers come in are done, 

and then anything else, as we notice it, then we report it back to the office so it can 

be fixed.”765 

(e) There is a protocol in place for reporting abuse of clients. This is done via the 

“DoneSafe” app. This report is then forwarded via the app to the Branch Manager.766   

(f) During cross-examination, Ms Hetherington said that a “hazard check” is conducted 

annually for each client’s home. However, during appointments she also “tend[s] to 

try to monitor the environment and look for abnormalities.”767 

  

765 Transcript, 10 May 2022, PN10615   
766 Statement of Teresa Hetherington date 19 October 2021 [101]-[102]. 
767 Transcript, 10 May 2022, PN10616   
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(o) Ngari Inglis -- Home Support Worker -- Resthaven 

(i) Period of Service in Role 

2.208 4 years. Ms Inglis is employed by Resthaven. Her employment is covered by an enterprise 

agreement. Under this agreement she is classified as a “Home Support Worker”.768 Ms 

Inglis has worked at Resthaven for around 4 years (since end of 2018). 769 

 

(ii) Period of Service in Industry 

2.209 13 years. Ms Inglis has around 13 years’ experience in aged care. Having worked in 

residential aged care for 9.5 years and for Resthaven for around 4 years.770  

 

(iii) Qualifications and Training 

2.210 Certificate III and IV. Ms Inglis has the following qualifications: 

(a) Certificate III in Aged Care; and 

(b) Certificate IV in Aged Care. 771  

2.211 Mandatory Internal Training. Resthaven conduct the following training: 

(a) annual in-house training for CPR and “senior first aid”; 772  

(b) “annual manual handling training”; 773 and 

(c) “e-learning for matters such as food preparation, hand hygiene and fire safety”.774 

2.212 Medication Training. Ms Inglis received “medication competency training”. 775 During 

cross-examination, Ms Inglis noted the training involved a theory and practical component. 

She was uncertain if the medication competency training was provided by a RN. However, 

she did confirm it was provided through a “RTO”. The training was provided over a few 

hours in a classroom-like setting. As to assessment, she explained “[w]e were given 

scenarios and we worked through the scenario under the supervision of the RTO”. This 

training is provided annually. 776  

768 Statement of Ngari Inglis dated 19 October 2021 [5].  
769 Statement of Ngari Inglis dated 19 October 2021 [4]-[5].  
770 Statement of Ngari Inglis dated 19 October 2021 [2]-[5]. 
771 Statement of Ngari Inglis dated 19 October 2021 [6]. 
772 Statement of Ngari Inglis dated 19 October 2021 [8]. 
773 Statement of Ngari Inglis dated 19 October 2021 [8]. 
774 Statement of Ngari Inglis dated 19 October 2021 [8]. 
775 Statement of Ngari Inglis dated 19 October 2021 [8]. 
776 Transcript, 10 May 2022, PN10491- PN10500 
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2.213 Catheter Care and BGL Training. Ms Inglis also confirmed that additional training is 

required and provided prior to changing catheter bags and checking blood glucose levels.777 

That training is not annual. It is provided “[i]f you were given a client who had an IDC”.778 

During cross-examination, she noted “[u]sually the RTO comes out”.779 

 

(iv) Submissions as to Weight 

2.214 The following aspects of Ms Inglis’ evidence should attach little (if any) weight: 

(a) Opinion. At [37] of her statement, Ms Inglis states that “people should not come into 

home care until they have worked in residential care”. She further states: 

“In residential care you have people you can ask questions, a senior carer 

or a nurse. In home care, you’re it. You are the first port of call and mostly 

you make the call.” 

Whilst Ms Inglis has experience in residential aged care, that opinion suggests that 

she is entirely unsupported in home care. During cross-examination, Ms Inglis 

confirmed the nature of the support and supervision available to her (see below), 

together with a series of established protocols she is to follow. The Commission 

should not put weight on this opinion in light of the balance of Ms Inglis’ evidence 

(see summarised below).  

 

(v) The Nature of the Work Performed 

2.215 Ms Inglis gives the following evidence relevant to the nature of the work performed: 

(a) She describes the “emotional demands of the job”.780 She refers to experiencing 

grief when a client dies and the challenges associated with being present “when 

someone is at the end of their life”.781 

(b) She provided an example of a client with dementia whose “daughter wanted to keep 

him as long as she could in his own home”.782 

777 See Transcript, 10 May 2022, PN10517 
778 Transcript, 10 May 2022, PN10501- PN10503   
779 Transcript, 10 May 2022, PN10520- PN10521   
780 Statement of Ngari Inglis dated 19 October 2021 [30]-[34]. 
781 Statement of Ngari Inglis dated 19 October 2021 [30]-[31]. 
782 Statement of Ngari Inglis dated 19 October 2021 [25]. 
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(c) She also provided an examples of providing care and support to clients with 

dementia.783 She stated she currently has “about 3 or 4 clients at various stages of 

dementia”.784 

 

(vi) Supervision 

2.216 Coordinator. Whilst Ms Inglis works alone throughout the day, during cross-examination, 

she confirmed that she reports to and is supervised by a Coordinator. Ms Inglis also noted 

that some Coordinators are RNs (but not all).785 In her statement, Ms Inglis gave evidence 

that clients’ are “assessed by a team of people”.786 

2.217 During cross-examination she also confirmed the procedures set in place that she is to 

follow for a range of incidents/scenarios. For example: 

(a) Contact a RN. During an appointment, should Ms Inglis need to contact a RN, the 

protocol is that she is to call the office and ask if a RN is available.787 

(b) Cloudy/Bloody Catheter. Ms Inglis confirmed the protocol is that she is to 

“immediately” contact the RN.788 Following that report, Ms Inglis records a progress 

note in the “folder” attached to the care plan, which is stored in the client’s home.789 

(c) Non-urgent Issue. The protocol is to email the Coordinator. Ms Inglis gave an 

example of observing a client looking “a little bit dishevelled” or appears to be having 

“a down day”. 790 

(d) Urgent Issue. The procedure followed is to call the Coordinator. For example, the 

hot water at a client’s home is not working.791 

(e) Blood Glucose Level Check. The procedure is to provide the device to the client 

and/or hold the device (for example if they’re not able to do it due to arthritis). 

Following the finger prick, Ms Inglis records the reading. The care plan includes a 

range. If the reading is outside of the range, the protocol is that Ms Inglis is to contact 

the RN immediately.792 

783 Statement of Ngari Inglis dated 19 October 2021 [26]-[29]. 
784 Statement of Ngari Inglis dated 19 October 2021 [29] 
785 Transcript, 10 May 2022, PN10487- PN10489     
786 Statement of Ngari Inglis dated 19 October 2021 [13]. 
787 Transcript, 10 May 2022, PN10490   
788 Transcript, 10 May 2022, PN10504- PN10506   
789 Transcript, 10 May 2022, PN10506- PN10508 
790 Transcript, 10 May 2022, PN10510   
791 Transcript, 10 May 2022, PN10510 
792 Transcript, 10 May 2022, PN10517- PN10519   

5108



2.218 During cross-examination, Ms Inglis also explained the initial assessment of a client is done 

by the Assessment Team. She identified the Coordinator as part of that team. She 

explained: “the coordinator who would have visited that client prior to any care being put in 

place would have assessed the needs of that client”. She noted she is not involved in that 

process.793 However, she confirmed that the Coordinator is involved in that process and 

takes the lead with preparing the care plan.794 

(vii) The Level of Responsibility or Skill Involved in doing the Work 

2.219 Ms Inglis gave the following evidence about her duties: 

(a) Appointments. Ms Inglis described her appointments as consisting of a mixture of 

“personal care, cleaning, social visits, transports and shopping”. A “typical day” 

consists of 2-5 clients.795 She also stated that “[p]eople have their own clients 

generally”. She considers the average regular clientele to be between 15-20 

clients.796 

(i) Personal care appointments range from 30-60 minutes. This may include 

assisting with showering. Ms Inglis provided an explanation of what this 

involved for one client:797 

“I towel dry the client, ensure their skinfolds are clean and dry, check for 

excoriation, maybe wash and blow dry hair, change continence aids, assist 

with dressing them, put on leg protectors, apply moisturising creams, ensure 

safety pendants are on, shoes, slippers etc”798 

 

(ii) She describes having to use “manual handling skills” to lift someone out of 

chair or roll someone in bed. Protocol may require two carers to attend to a 

lift (for example, with a morbidly obese client).799 

(iii) Domestic care appointments refer to cleaning and vary from 1-3 hours. Ms 

Inglis said she is required to read the care plan in order to know what is to 

be done. 

(b) Roster. Ms Inglis said the roster is emailed fortnightly.800 

793 Transcript, 10 May 2022, PN10512- PN10514 
794 Transcript, 10 May 2022, PN10515   
795 Statement of Ngari Inglis dated 19 October 2021 [12], [16]. 
796 Statement of Ngari Inglis dated 19 October 2021 [18] 
797 Statement of Ngari Inglis dated 19 October 2021 [13] 
798 Statement of Ngari Inglis dated 19 October 2021 [13] 
799 Statement of Ngari Inglis dated 19 October 2021 [15] 
800 Statement of Ngari Inglis dated 19 October 2021 [12] 
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(c) Progress Notes. These notes are handwritten at the end of an appointment in a 

folder stored in the client's home. She said “I usually write each part of what I've 

done and then if that comes under a heading such as there's like a block of acts you 

perform, I might write in there, 'As per care plan.'”.801 

 

(viii) Environment - Conditions under which Work is Done 

2.220 Whilst Ms Inglis works “alone” as a care worker in the community and the supervision 

provided is different to that in residential aged care, Ms Inglis is not sent into clients’ home 

unprepared. During cross-examination, she confirmed:  

(a) Risk Assessment. That “an environmental or risk assessment” of a client’s house 

takes place as part of the initial assessment. She gave an example of how this may 

be reflected in a care plan: “when we have access to the care plan and we go into 

the premises, there would be a notification if it's, for example, in a bushfire risk area 

and things like that.”802 

(b) Protocols. As summarised above under the heading “supervision”, Ms Inglis is 

briefed in a series of protocols to follow should she or her client be experiencing a 

safety issue. 

  

801 Transcript, 10 May 2022, PN10511 
802 Transcript, 10 May 2022, PN10516   
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(p) Paula Wheatley -- Personal Carer -- Blue Care 

(i) Period of Service in Role 

2.221 13 years. Ms Wheatley is employed by Blue Care. Her employed is covered by an 

enterprise agreement. Under that agreement, she is classified as a “Personal Carer 

Paypoint 3”.803 She is permanent part time and works around 56 hours per fortnight.804  She 

has worked with Blue Care for around 13 years (since 2009). 805 

 

(ii) Period of Service in Industry 

2.222 28 years. Ms Wheatley has worked in the aged care industry for around 28 years.806  

•  

• (iii) Qualifications and Training 

2.223 Certificate III. Ms Wheatley has a Certificate III in Residential Aged Care.807 Ms Wheatley 

says she uses the “skills and competencies” obtained in her qualification in her role, which 

have been further developed since obtaining the Certificate III.808 

2.224 Mandatory Training. She also referred to doing manual handling and fire safety some 

years ago.809 

2.225 Medication Training. During cross-examination, Ms Wheatley confirmed she had been 

separately trained in relation to medication. That training was provided by Blue Care 

annually. She gave evidence that she “think[s] the centre manager” led it last time.810 That 

training is directed at medication prompts. She confirmed she does not administer 

medication, nor does Blue Care train her to do so.811 

2.226 First Aid and CPR. Ms Wheatley said she undertakes refreshers in CPR and first aid at 

her own expense.812 

 

(iv) Submissions as to Weight 

2.227 The following aspects of Ms Wheatley’s evidence should attach minimal (if any) weight: 

803 Statement of Paula Wheatley dated 27 October 2021 [15]-[16]. 
804 Statement of Paula Wheatley dated 27 October 2021 [20]. 
805 Statement of Paula Wheatley dated 27 October 2021 [13]. 
806 Statement of Paula Wheatley dated 27 October 2021 [5]. 
807 Statement of Paula Wheatley dated 27 October 2021 [3]. 
808 Statement of Paula Wheatley dated 27 October 2021 [21]. 
809 Statement of Paula Wheatley dated 27 October 2021 [23], [25]. 
810 Transcript, 10 May 2022, PN10437- PN10441 
811 Transcript, 10 May 2022, PN10441 
812 Statement of Paula Wheatley dated 27 October 2021 [24]. 
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(a) COVID-19. To the extent Ms Wheatley’s evidence addresses the impact of the 

pandemic,813 we rely upon our submissions set out at Section 5. 

(b) Opinion. Ms Wheatley gives the following evidence: 

(i) She states that “care plans which are developed for clients do not 

necessarily reflect the level of care the client needs, and the choices the 

family wants for the client”.814  

(ii) She suggests that the inadequacy of care plans leads to “package payment 

for the client” being “often short of what is needed to provide the care the 

client and families expect”.815This, she suggests, leaves “gaps” which need 

to be met by the client or family -- creating an environment of the “have and 

have nots”.816 

As opinion evidence, or information based on Ms Wheatley’s belief, it should not 

attach significant weight. Ms Wheatley provided no evidence to support those 

opinions. Her conclusions are based on her own assessment and observation. It is 

of limited utility to the Commission.  

 

(v) The Nature of the Work Performed 

2.228 As to the nature of the work and change observed, Ms Wheatley gave the following 

evidence based upon her experience: 

(a) She observes that clients “are increasingly wanting to remain home later in life, 

rather than going into residential aged care”.817 

(b) At Blue Care, she has noticed an increase in the number of clients that require 

assistance with toileting and showering.818 However, she notes that “[m]ost client I 

visit have sufficient mobility to make their own way to the shower and can undress 

and dress themselves. Help is provided where needed”.819 

(c) An increase in the number of “general ‘complaints’ from clients as to the level of 

service they received”.820  

813 See eg, Statement of Paula Wheatley dated 27 October 2021 [51]. 
814 Statement of Paula Wheatley dated 27 October 2021 [53]. 
815 Statement of Paula Wheatley dated 27 October 2021 [54]. 
816 Statement of Paula Wheatley dated 27 October 2021 [55]. 
817 Statement of Paula Wheatley dated 27 October 2021 [50]. 
818 Statement of Paula Wheatley dated 27 October 2021 [56]-[57]. 
819 Statement of Paula Wheatley dated 27 October 2021 [45]. 
820 Statement of Paula Wheatley dated 27 October 2021 [61]. 
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(d) She observes: “In my experience, I have rarely experienced any form of abuse, and 

any verbal abuse has occurred from clients who are diagnosed with dementia”.821 

(e) She also observes “social engagement” as an important feature of the job.822 

 

(vi) Supervision 

2.229 Ms Wheatley provided the following outline of the chain of command at Blue Care: 

(a) Blue Care is split up into “community care operations” by reference to geographical 

regions.823 

(b) Each “community care operation” is managed by a “Centre Manager”. 824  

(c) Below the “Centre Manager” are “Coordinators”. 825 Each Coordinator is responsible 

for a team of carers.826  During cross-examination, Ms Wheatley confirmed the 

Coordinator is her supervisor.827 

(d) “Schedulers” manage and build the rosters of the carers. 828    

2.230 By way of example, Ms Wheatley works in the “Blue Care Southside” community care 

operation. There are around 5 Coordinators that are responsible for 5 “community care 

teams” in that area. Each team is comprised of around 30 carers each.829  

2.231 During cross-examination, Ms Wheatley also identified “Team Leaders” as an additional 

role that reports to the Coordinator. Part of their role includes the responsibility of writing up 

the care plan.830 

2.232 Whilst Ms Wheatley works “independently” and without direct supervision in performance 

of her duties (which she described as “without any meaningful supervision”),831 during 

cross-examination she also confirmed the procedures set in place that she is to follow for a 

range of incidents/scenarios. For example: 

821 Statement of Paula Wheatley dated 27 October 2021 [60]. 
822 Statement of Paula Wheatley dated 27 October 2021 [64]. 
823 Statement of Paula Wheatley dated 27 October 2021 [28]. 
824 Statement of Paula Wheatley dated 27 October 2021 [33]. 
825 Statement of Paula Wheatley dated 27 October 2021 [34]. 
826 Statement of Paula Wheatley dated 27 October 2021 [35]. 
827 Transcript, 10 May 2022, PN10404 
828 Statement of Paula Wheatley dated 27 October 2021 [37]; Transcript, 10 May 2022, PN10408 
829 Statement of Paula Wheatley dated 27 October 2021 [34]-[36]. 
830 Transcript, 10 May 2022, PN10410-PN10417. 
831 Statement of Paula Wheatley dated 27 October 2021 [48]. 
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(a) Issue out of ordinary / Exception. For “issues” in relation to a client’s health, the 

procedure is that a carer is to ring the office and report the issue.832 A note is also 

made in Procura by the carer.833  

(i) During cross-examination, Ms Wheatley explained that an issue, in that 

respect, would be “if their condition deteriorated or if they, I don't know, got 

a skin tear or something like that, anything like that”.834 

(ii) Following that report, Ms Wheatley explained that the person at the office 

will “contact the [Blue Care] nurse”, “contact the family” and “put it into the 

dated notes in the client file”.835 

(b) Skin Tear. Ms Wheatley explained the procedure to follow:  

(i) Upon identification she starts off by asking the client “if they remembered 

doing it, or how they did it”. 

(ii) Next, if it was bleeding, she would “put a dressing on it” from the “trauma 

kit”, using the skills acquired in her first aid training. Finally, she would report 

it.836 

(iii) If the injury was beyond first aid, the protocol is to call triple-0.837 Then make 

a report to the Coordinator.838 

She checks on skin integrity when assisting with showering.839 

(c) Client Fall. The procedure is that Ms Wheatley is to “ring Triple 0”. Then make a 

report to the Coordinator.840 

 

(vii) The Level of Responsibility or Skill Involved in doing the Work 

2.233 Ms Wheatley gave the following evidence as to her day-to-day duties: 

(a) Appointment. Commencement and completion of an appointment is managed via 

a “tap on” and “tap off” feature via the Procura app.841  

832 Statement of Paula Wheatley dated 27 October 2021 [72]. 
833 Statement of Paula Wheatley dated 27 October 2021 [73]. 
834 Transcript, 10 May 2022, PN10425   
835 Transcript, 10 May 2022, PN10427- PN10430 
836 Transcript, 10 May 2022, PN10445- PN10451   
837 Transcript, 10 May 2022, PN10454-PN10455   
838 Transcript, 10 May 2022, PN10456 
839 Statement of Paula Wheatley dated 27 October 2021 [47]. 
840 Transcript, 10 May 2022, PN10456 
841 Statement of Paula Wheatley dated 27 October 2021 [68]. 
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The Procura app is also how Ms Wheatley learns the nature of the appointment (it 

provides “a sense of the type of work which is needed for each client”). For a 

complete understanding of the “full scale of the services to be completed” - a carer 

is required to view the care plans which are only available in a “support folder in the 

client’s home”.842 

(b) Types of work performed: 

(i) House cleaning;843 

(ii) Showering - during this task, she will check skin integrity for sores and other 

injuries;844 

(iii) Dressing - noting that most clients “can undress and dress themselves”; 845 

(iv) Medication Prompts. Prompting clients to take medication stored in 

Webster paks in accordance with Blue Care medication competency training 

(only touching the packet if the client “is unable to ‘pop’ their own tablets”); 

846   

(v) Occasionally emptying/changing catheter bags;847  

(vi) Meal preparation; 848 and  

(vii) Feeding - which she described as “minimal” because the clients she visits 

“are generally able to feed themselves”.849  

(c) Care Plans. These are accessed via the client’s folder (described as a “support 

folder”) at the client’s home.850 She confirmed she does not see the care plan prior 

to turning up to an appointment. The protocol is that she reads it on arrival.851 

(d) Certificate III. Ms Wheatley gave evidence that she utilises the “skills and 

competencies obtained in my Certificate III”. She also observed that her skills and 

experienced “have developed significantly since obtaining that Certificate”.852 

842 Statement of Paula Wheatley dated 27 October 2021 [74]. 
843 Statement of Paula Wheatley dated 27 October 2021 [42]. 
844 Statement of Paula Wheatley dated 27 October 2021 [42], [47]. 
845 Statement of Paula Wheatley dated 27 October 2021 [42], [45]. 
846 Statement of Paula Wheatley dated 27 October 2021 [42], [76]-[79]. 
847 Statement of Paula Wheatley dated 27 October 2021 [42], [76]-[79]. 
848 Statement of Paula Wheatley dated 27 October 2021 [42]. 
849 Statement of Paula Wheatley dated 27 October 2021 [42], [44]. 
850 Transcript, 10 May 2022, PN10420 
851 Transcript, 10 May 2022, PN10421-PN10422   
852 Statement of Paula Wheatley dated 27 October 2021 [21]. 
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2.234 Ms Wheatley also noted that a separate app is used by the payroll team for timekeeping 

(“Kronos”).853 

 

(viii) Environment - Conditions under which Work is Done 

2.235 Risk Assessment. At Blue Care, Ms Wheatley described a risk assessment procedure that 

is meant to occur prior to being admitted as a client. She said a “Safety Assessment” is 

conducted by “dedicated Personal Carer Support Workers”.854  

  

853 Statement of Paula Wheatley dated 27 October 2021 [69]. 
854 Statement of Paula Wheatley dated 27 October 2021 [65]. 
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(q) Sandra Kim Hafnagel -- Personal Care Worker -- PresCare 

(i) Period of Service in Role 

2.236 10 years. Ms Hafnagel was employed by PresCare, Brisbane.855  Her employment was 

covered by an enterprise agreement. She worked as a personal care worker in community 

care for around 10 years.  

 

(ii) Period of Service in Industry 

2.237 15 years. Ms Hafnagel has “over 15 years of service” in the aged care industry.856  

 

(iii) Qualifications and Training 

2.238 Certificate III. Ms Hafnagel has a Certificate III in Aged Care.857 During cross-examination, 

Ms Hafnagel confirmed that qualification was required by PresCare. 

2.239 Mandatory Internal Training. Ms Hafnagel gave evidence that PresCare arranged for 

additional training: 

(a) medication competency conducted by a RN, prior to giving medication prompts, Ms 

Hafnagel was required to be assessed as competent by the RN;858 

(b) “oxygen training” due to one client using an oxygen machine;859 and 

(c) annual online training modules,860 which consisted of a video followed by a quiz at 

the end. Ms Hafnagel confirmed they would be between 30-60 minutes.861 

 

(iv) Submissions as to Weight 

2.240 The following aspects of Ms Hafnagel’s evidence should attract little (if any) weight: 

(a) COVID-19. To the extent Ms Hafnagel’s evidence refers to the impact of the 

pandemic,862 we rely upon submissions at Section 5. 

(b) Funding. Ms Hafnagel refers to a change in “service delivery” and “associated 

changes in funding packages”.863 She is not established as an expert in funding, nor 

does she refer to any evidence supporting her conclusion. At its highest the 

855 Witness Statement of Sandra Hafnagel dated 30 March 2021 [9]. 
856 Witness Statement of Sandra Hafnagel dated 30 March 2021 [8]. 
857 Witness Statement of Sandra Hafnagel dated 30 March 2021 [11]. 
858 Transcript, 11 May 2022, PN11608-PN11609, PN11611- PN11612 
859 Witness Statement of Sandra Hafnagel dated 30 March 2021 [19]. 
860 Witness Statement of Sandra Hafnagel dated 30 March 2021 [21]. 
861 Transcript, 11 May 2022, PN11631- PN11632   
862 Witness Statement of Sandra Hafnagel dated 30 March 2021 [23]-[24].     
863 Witness Statement of Sandra Hafnagel dated 30 March 2021 [25], [30]. 
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evidence is limited to a statement of Ms Hafnagel’s belief. It should attract little 

weight. 

(c) No Support. Ms Hafnagel provides a generalised statement “[t]he care worker must 

perform tasks on their own with no back up from other staff”.864  

First, it is entirely unclear if Ms Hafnagel is speaking to her own experience or 

speculating on all care workers.  

Second, she makes the statement void of context and without reference to any 

evidence that would support the statement. It should have no weight. Particularly in 

circumstances where her evidence as to supervision and protocols established at 

PresCare provide clear examples of the support provided to care workers (see 

below).  

(d) Opinion. Ms Hafnagel makes a series of statements, which must attach less weight 

due to its form, namely, opinion: 

(i) More Supervision. Ms Hafnagel stated “[t]here is greater supervision in 

facilities”.865  

(ii) Dementia wings reduced. Ms Hafnagel states that “[d]ementia wings in 

Aged Care facilities have been reduced and more in-home dementia care is 

being provided”.866  

The weight of each statement must be impacted by the fact it is opinion evidence. 

Ms Hafnagel does not support that statement with any objective evidence or data. 

 

(v) The Nature of the Work Performed 

2.241 As to the nature of the work performed, Ms Hafnagel gave the following evidence: 

(a) She refers to “assisting client with more personal goals and aspirations rather than 

just narrow care and hygiene tasks”.867 This evidence appears to be a reference to 

client-centred care. 

(b) Based on her experience, she observes there is a “variety of low and high care 

residents”.868 This evidence, however, appears to apply to residential aged care and 

not community care. 

864 Witness Statement of Sandra Hafnagel dated 30 March 2021 [26] 
865 Witness Statement of Sandra Hafnagel dated 30 March 2021 [32] 
866 Witness Statement of Sandra Hafnagel dated 30 March 2021 [33] 
867 Witness Statement of Sandra Hafnagel dated 30 March 2021 [27] 
868 Witness Statement of Sandra Hafnagel dated 30 March 2021 [30] 
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(c) Ms Hafnagel refers to clients with dementia being in home care, she does not 

confirm whether she, in fact, has clients with dementia.869 

 

(vi) Supervision 

2.242 Coordinator. During cross-examination, Ms Hafnagel confirmed that her supervisor was 

the Coordinator.870 She also gave evidence that she could contact a RN directly, if 

needed.871 

2.243 Ms Hafnagel also identified the “Roster section” as the team that sets rosters and allocates 

appointments to all care workers.872 

2.244 The Coordinator is responsible for the following:  

(a) Care Plans. Preparing the care plans.873  

(b) Initial Assessment. Ms Hafnagel confirmed that the Coordinator would attend the 

client’s house for this purpose as part of an initial assessment.874 

2.245 In Ms Hafnagel’s statement, she referred to “protocols” to be followed when calling an 

ambulance.875 During cross-examination she also confirmed the procedures set in place 

that she is to follow for a range of incidents/scenarios. For example: 

(a) Skin Tear. Ms Hafnagel said the protocol was to “document it” and then “notify the 

RN”. It was “always documented and reported”.876 Ms Hafnagel described 

“documenting” as preparing a progress note and emailing the RN (including a 

photograph of the skin tear).877 Ms Hafnagel would then wait instructions from the 

RN.  

(b) Client Fall. Ms Hafnagel confirmed the protocol is to call the ambulance, then call 

the Coordinator. During the interim period, Ms Hafnagel would “make the client 

comfortable and just reassure them that the ambulance was on their way”.878 

869 Witness Statement of Sandra Hafnagel dated 30 March 2021 [33] 
870 Transcript, 11 May 2022, PN11599-PN11600   
871 Transcript, 11 May 2022, PN11601   
872 Transcript, 11 May 2022, PN11602 
873 Transcript, 11 May 2022, PN11648 
874 Transcript, 11 May 2022, PN11649   
875 See Witness Statement of Sandra Hafnagel dated 30 March 2021 [34]-[38] 
876 Transcript, 11 May 2022, PN11633-PN11634    
877 Transcript, 11 May 2022, PN11635   
878 Transcript, 11 May 2022, PN11637- PN11639   
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When the paramedics arrives, Ms Hafnagel would provide them with a copy of the 

care plan and/or the blister pack. She referred to this step as “giving them the 

medical history” (or a “handover”).879 

Following a fall, Ms Hafnagel is required to complete an incident report and email it 

to the Coordinator.880 

(c) Issue out of ordinary / Exception. The protocol is to email the coordinator and/or 

RN concerns.881  

(d) Identification of Hazards. Ms Hafnagel explained the protocol following 

identification of hazards was to prepare and submit a hazard report via email to the 

coordinator. This was done as required (i.e. not routinely).882  

(e) Unsafe. The protocol is that: 

“if you feel unsafe in the environment, you can remove yourself, whether it 

be you feel that – whether or not it's the client itself or their partner or 

husband and that and you feel unsafe, you could remove yourself and 

explain why, do an incident report why you have removed yourself.”883  

 

(vii) The Level of Responsibility or Skill Involved in doing the Work 

2.246 Ms Hafnagel provides a list of duties in her statement, which include: personal care, 

showering, shopping, gardening, etc.884 During cross-examination, Ms Hafnagel gave 

further evidence about some of the duties listed at [15]. That evidence appears below:  

(a) Medication Prompts. Whilst at [15] of her statement Ms Hafnagel described her 

duty as “administering medication”, she confirmed she does not touch the pills. She 

would “pop them” out of the Webster-pak into a cup and provide it to the client.885  

(b) Meal Preparation. Ms Hafnagel gave an example, she “would prepare enough 

meals for a husband and wife for their seven days, because they were incapable of 

preparing, cutting up vegetables, cooking meals”. The types of food “was 

determined by the family”.886 Ms Hafnagel explained she would “normally cook three 

separate meals, and then, yes, freeze it, date it, and that's how it was put in their 

879 Transcript, 11 May 2022, PN11640- PN11641; Witness Statement of Sandra Hafnagel dated 30 March 2021 [38].     
880 Transcript, 11 May 2022, PN11642   
881 Transcript, 11 May 2022,  PN11662   
882 Transcript, 11 May 2022, PN11654- PN11656    
883 Transcript, 11 May 2022, PN11660   
884 Witness Statement of Sandra Hafnagel dated 30 March 2021 [15].     
885 Transcript, 11 May 2022, PN11604-PN11607 
886 Transcript, 11 May 2022, PN11613-PN11615 
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freezer for them”. Meals included: a roast chicken (for sandwiches during the week) 

and spaghetti bolognaise.887  

(c) Teaching and assisting clients with their mobile phones and computers based 

off own knowledge.888 Ms Hafnagel referred to this as “mentoring” as well.889  

(d) Buying household items. Ms Hafnagel explained she would always take the client 

with her and that the client would pay for the purchases.890 

(e) Hairdressing was a reference to “put[ting] their rollers in their hair”. Ms Hafnagel 

never cut hair.891  

(f) Progress Notes. Ms Hafnagel gave evidence that PresCare still use paper for 

progress notes.892 She stated they would cover “every service that you did for that 

client” (i.e. not only on exceptions).893 

(g) Care Plan. This would be accessible at the client’s home in a folder. She said she 

“would read the care plan before you started your service with them”.894 This would 

be the first time Ms Hafnagel sees the care plan (no electronic access).895 

 

  

887 Transcript, 11 May 2022, PN11616-PN11617 
888 Transcript, 11 May 2022, PN11619- PN11622 
889 Transcript, 11 May 2022, PN11624 
890 Transcript, 11 May 2022, PN11623   
891 Transcript, 11 May 2022, PN11628   
892 Transcript, 11 May 2022, PN11645   
893 Transcript, 11 May 2022, PN11661   
894 Transcript, 11 May 2022, PN11646 
895 Transcript, 11 May 2022, PN11647   
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(viii) Environment - Conditions under which Work is Done 

2.247 Risk Assessment. During the initial assessment conducted by the Coordinator, a risk 

assessment of the client’s home would also occur at this time.896 During that process, the 

shower would be inspected and consideration may be given to whether hand rails should 

be installed.897 Ms Hafnagel said she was not involved in that process.898 

  

896 Transcript, 11 May 2022, PN11651   
897 Transcript, 11 May 2022, PN11652   
898 Transcript, 11 May 2022, PN11653   
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(r) Susan Digney -- Support Worker -- ILA 

(i) Period of Service in Role 

2.248 18 years. Ms Digney is employed by ILA, a home care company based in in Muswellbrook, 

NSW.899 Her employment is covered by an enterprise agreement. Under that agreement, 

Ms Digney is classified as a “Support Worker Level 2 Grade 2”.900 She works as a support 

worker 3 days per week (around 30 hours fortnightly).901 Ms Digney has worked with ILA 

for around 18 years.902 

 

(ii) Period of Service in Industry 

2.249 18 years. Ms Digney has worked in the “home-care industry” for around 18 years. 903  

 

(iii) Qualifications and Training 

2.250 Certificate III.  Ms Digney holds a Certificate III in Home and Community Care.904 She gave 

evidence that ILA require its staff to hold a Certificate II or III.905  She also noted ILA have 

sent “new employees who only hold a Certificate II… to TAFE to do the Certificate III”. 906 

2.251 Mandatory Internal Training. Ms Digney is required to do annual training which is provided 

online. Topics include: medi-health and hygiene training.907  During cross-examination, she 

provided the following explanation of “medi-health” training:  

(a) “MediHealth is sort of tied in the same with hygiene training.”908 

(b) “MediHealth is a form of training.”909 

(c) “So it's all sort of tied in to - yes, medical side, yes.”910 

(d) The duration “could be 30 minutes” but sometimes takes longer.911 

2.252 Other training is provided online annually: “food handling”, “infection control” and “manual 

handling”.912 

899 Statement of Susan Digney dated 27 October 2021 [2].  
900 Statement of Susan Digney dated 27 October 2021 [64]. 
901 Statement of Susan Digney dated 27 October 2021 [12].  
902 Transcript, 3 May 2022, PN4482.  
903 Statement of Susan Digney dated 27 October 2021 [5]; Transcript, 3 May 2022, PN4482.   
904 Statement of Susan Digney dated 27 October 2021 [11]; Transcript, 3 May 2022, PN4487. 
905 Statement of Susan Digney dated 27 October 2021 [9].  
906 Statement of Susan Digney dated 27 October 2021 [9].  
907 Statement of Susan Digney dated 27 October 2021 [10]. 
908 Transcript, 3 May 2022, PN4502.     
909 Transcript, 3 May 2022, PN4503.    
910 Transcript, 3 May 2022, PN4504-PN4505.    
911 Transcript, 3 May 2022, PN4509. 
912 Transcript, 3 May 2022, PN4510- PN4515    
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2.253 Medication Training. During cross-examination, Ms Digney confirmed that ILA arranged 

medication training. She gave the following evidence: 

(a) There was an online training session that was around one hour in length. 

(b) There was a 30 minute in-person session within a Team meeting with a RN.  

(c) After completing that training, Ms Digney may “pop pills” out of a client’s Webster 

pak and “hand it to them” (literally, “put in their hand”). Following this, she would 

“mark how it’s administered” on a medication sheet.913 

(d) The medication sheet remains in the client’s house. Once it is “finished” a photo is 

taken and sent off to customer service officer.914 

2.254 Ms Digney confirmed she does not administer Schedule 4 or Schedule 8 medications. The 

extent of her experience, in that respect, is seeing an online video about morphine 

patches.915  

2.255 First Aid and CPR. ILA also require staff to update the CPR part of first aid training annually 

and do a first aid refresher every 3 years.916 

 

(iv) Submissions as to Weight   

2.256 The following aspects of Ms Digney’s evidence should attach little (if any) weight: 

(a) Rostering Issue. Ms Digney suggests there are issues concerning travel time 

between appointments.917 She refers to a protocol of contacting the Rostering Team 

but states “many workers are too scared to speak up”. This hearsay evidence should 

not have weight. Ms Digney can only give evidence about her personal experience. 

In any event, this is not a work value issue, to the extent the opinion of Ms Digney 

is accepted, in this respect, it is an employer-specific scheduling issue.  

(b) Funding and packages. Ms Digney suggests “most clients I deal with are under 

allocated in the care packages they have”.918 This is based on an opinion a client 

requires additional care and/or more time is required to provide care based on client 

expectations. This should attract little weight as it is not relevant to work value 

assessment. Further, Ms Digney sets out the protocol for contacting the case 

manager should changes be required to services (see below). 

913 Transcript, 3 May 2022, PN4594-PN4600.   
914 Transcript, 3 May 2022, PN4602-PN4604. 
915 Transcript, 3 May 2022, PN4588-PN4593.  
916 Statement of Susan Digney dated 27 October 2021 [10]. 
917 Statement of Susan Digney dated 27 October 2021 [15]. 
918 See Statement of Susan Digney dated 27 October 2021 [17]-[18], [22]. 
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(c) COVID-19. Ms Digney also gave evidence about the impact of COVID-19.919 We 

repeat out submissions set out at Section 5. 

 

(iv)  The nature of the work  

2.257 Ms Digney gave the following evidence relevant to the nature of the work: 

(a) She referred to working with clients who have mental health issues, frailties, 

cognitive decline or advanced dementia.920 During cross-examination, she 

confirmed her Certificate III training assisted her with this. 

(b) She described the needs of clients having “become more complex and there are 

more expectations placed on me by the client and my employer”.921 An example is 

knowing how to use technology and adapting to changing expectations of clients 

and the community. 922 

(c) She refers to increased client expectations that she do as much as possible within 

an appointment. For example, a client expecting her to clean the entire house within 

1 hour.923 

 

(vi) Supervision 

2.258 During cross-examination, Ms Digney gave evidence about the following roles: 

(a) Coordinator;  

(b) Team Leader; 

(c) Case Manager; and 

(d) Customer Service Officer. 

2.259 Coordinator. Ms Digney confirmed her primary supervisor is the Coordinator. To contact 

her supervisor, should an issue arise during an appointment, she is to first contact “the call 

centre on the mainland”924 when she was based in Tasmania.  

2.260 Team Leader. Ms Digney stated she reports to a “Team Leader”. She was unable to confirm 

the qualifications of the Team Leader.925 She explained that a “Team Leader” is different 

919 Statement of Susan Digney dated 27 October 2021 [43]-[44]. 
920 Statement of Susan Digney dated 27 October 2021 [14]. 
921 Statement of Susan Digney dated 27 October 2021 [62]. 
922 Statement of Susan Digney dated 27 October 2021 [62]. 
923 Statement of Susan Digney dated 27 October 2021 [17]-[18] 
924 Statement of Susan Digney dated 27 October 2021 [46]. 
925 Transcript, 3 May 2022, PPN4482-PN4486. 
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from a “Coordinator”. The Coordinator works with clients and attends to the initial 

assessment at a client’s home (they are “same as like a case manager”).926  

2.261 Case Manager. The Case Manager has the responsibility of doing the initial assessment 

of a new client. At that initial assessment, a care plan is written up by the Case Manager.927 

Ms Digney confirmed that she does not have the responsibility of writing or changing the 

care plan. If she considers more time is required for showering, she would contact the Case 

Manager who would then assess the situation and determine if the care plan requires 

changing.928 

2.262 Customer Service Officer. During cross-examination, Ms Digney also explained the role 

of the “Customer Service Officer”. They are located in Newcastle at “the service centre”. 

They are contracted if there are “any emergencies”, she explained: 

“…if you arrive at the client's house and they're not home, which happens quite a fair bit, 

and you think, oh gee, I hope they're not on the floor, fell over, you ring the CSO.  They say 

we'll put you on hold and we'll ring their next of kin.  They try and find the next of kin and 

work out where on earth the client is, and the whole time you've got to be sitting there at the 

client's home, and wishing that they're not, you know, on the floor or anything.”929 

2.263 An app called “MTA” is used to do the following:  

(a) monitor time spent at an appointment, the app requires Ms Digney to “sign on and 

off”; 930 

(b) record travel kilometres; 931   

(c) report client notes which are sent directly to the Team Leader (i.e. not stored on 

MTA);932 

(d) rosters. 933 

2.264 Both ILA and support workers have access to the MTA app.  

2.265 During cross-examination she also confirmed the procedures set in place that she is to 

follow for a range of incidents/scenarios. She also expanded on procedures referred to in 

her statement. For example: 

926 Transcript, 3 May 2022, PN4494- PN4495.     
927 Transcript, 3 May 2022, PN4532, PN4566.     
928 Transcript, 3 May 2022, PN4574-PN4575.   
929 Transcript, 3 May 2022, PN4549. 
930 Statement of Susan Digney dated 27 October 2021 [48]. 
931 Statement of Susan Digney dated 27 October 2021 [48]. 
932 Statement of Susan Digney dated 27 October 2021 [51]. 
933 Statement of Susan Digney dated 27 October 2021 [51]. 
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(a) Clinical Care by RN: If a client requires “clinical care” - for example, there may 

appear to be an issue with a dressing and/or wound - Ms Digney would report to the 

“CSO”. It is a matter for the CSO. They need to determine what sort of package the 

client is on - to determine if there is funding to have an ILA RN attend to them.934 

(b) Reporting Changes. There is a procedure for reporting on minor and major 

changes: 

(i) For minor changes, that would be reported as a client note via the MTA 

app.935 

(ii) For major changes, that requires Ms Digney to contact the Coordinator 

immediately.936 

(iii) For emergency, contact mainland customer service centre (when she 

worked in Tasmania). The centre then produces an incident report and tells 

Ms Digney what to do. 937 

If Ms Digney speaks to the customer service centre during an appointment, this is 

included in client notes.938 Ms Digney has no involvement in the incident report, 

beyond the initial call to the centre.939 

(c) Emergency for client: During cross-examination, Ms Digney confirmed the 

procedure to be followed if a client was “seriously unwell” or “having breathing 

difficulties” is as follows: 940 

(i) “Call Triple 0”;941 

(ii) Wait with the client until paramedics arrive; 942 and 

(iii) Call a customer service officer (following the call to triple-0).943 The customer 

service officer then has the responsibility of calling the client’s family.944   

(d) Unsafe. Ms Digney explained ILA’s procedure if she finds herself in an unsafe 

situation during an appointment:  

934 Transcript, 3 May 2022, PN4550- PN4555.     
935 Statement of Susan Digney dated 27 October 2021 [51]. 
936 Statement of Susan Digney dated 27 October 2021 [49]. 
937 Statement of Susan Digney dated 27 October 2021 [54]. 
938 Statement of Susan Digney dated 27 October 2021 [54]. 
939 Statement of Susan Digney dated 27 October 2021 [54]. 
940 Transcript, 3 May 2022, PN4556.   
941 Transcript, 3 May 2022, PN4556.   
942 Transcript, 3 May 2022, PN4557.   
943 Transcript, 3 May 2022, PN4558. 
944 Transcript, 3 May 2022, PN4559-PN4561. 
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“You're required to leave the premises if you're inside the premises, and call your 

customer service officer straightaway, and they usually let you know, but that is not 

– they're not – the phones, sometimes you could be waiting five, 10, 15 minutes for 

them to answer a phone.”945 

 

(vii) The Level of Responsibility or Skill Involved in doing the Work 

2.266 Ms Digney gave the following evidence about her duties: 

(a) Appointments. Ms Digney attends to two types of appointments as a support 

worker: 

(i) “social support shift”;946 and  

(ii) “domestic assistance shift”.947  

(b) Domestic Duties. She described “domestic duties” as including “washing and 

vacuuming floors, cleaning the bathrooms, including the toilets & showers, cleaning 

kitchens and living space, making beds and wiping down all surfaces”. 948  During 

cross-examination, Ms Digney provided the following explanation: 

“Well, you can go into a client's place – I think you can go into a client's place and 

do domestic.  Domestic on a lot of their, you know, work schedules and that is 

vacuuming floors.  So you get given an hour to vacuum a full house of floors, mop, 

clean the toilet, clean the shower, make a bed – so you get allocated an hour.  You 

also get allocated an hour to do a unit.  So some of those allocations aren't long 

enough and you're under the pump.  You're running around, you're just under the 

pump to get everything done in an hour.” 949 

 

(c) Social Support. She described “in home social support work” as including taking a 

client to “appointments, shopping, or to do their banking”.950  

(d) Progress Notes. The procedure is that support workers are required record client 

notes (also described as “progress notes”) via the app.951 Ms Digney expressed 

frustration with the app describing it as “almost non-functional”. 952  Ms Digney 

945 Transcript, 3 May 2022, PN4545 .   
946 Statement of Susan Digney dated 27 October 2021 [21]. 
947 Statement of Susan Digney dated 27 October 2021 [13], [22]. 
948 Statement of Susan Digney dated 27 October 2021 [19]. 
949 Transcript, 3 May 2022, PN4521. 
950 Statement of Susan Digney dated 27 October 2021 [19]. 
951 Statement of Susan Digney dated 27 October 2021 [52]; Transcript, 3 May 2022, PN4542.     
952 Statement of Susan Digney dated 27 October 2021 [52]. 
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preferred the paper system that existed before the app. 953 During cross-

examination, Ms Digney gave the following evidence about progress notes: 

(i) “When I leave, if I've showered a client and that, yes, I took progress notes, 

but sometimes you could be there to do a domestic shift and someone – like, 

I did a domestic shift and the lady said I'm not feeling real good, I feel a little 

faint, so I sent a note.  In the 10 minutes I had to go from one shift to the 

other, I managed to stop alongside the road and write a note.”954 

(ii) “Some clients used to have books in their houses where we write, where we 

wrote a progress thing.  In the notes we now have, our agency likes us to 

put in notes that are, you know, not just oh I mopped and I did this.” 955 

Ms Digney referred to “pressure” to complete work in allocated time slot (noting clients on 

packages usually select the cheapest option, but retain high expectations).956  During cross-

examination, Ms Digney also confirmed that the extent of her responsibility is to provide 

care in accordance with the care plan, if there is a change required, for example when a 

resident requires a longer shower, she will notify the case manager who will then assess 

the situation957. 

 

(viii) Environment - Conditions under which Work is Done 

2.267 Ms Digney gave the following evidence: 

(a) Risk Assessment. ILA “sometimes”958 require support workers to complete a 

“workplace health and safety analysis on a client’s home”. This check will be 

completed during a “rostered shift” for that specific purpose.959  

During cross-examination, Ms Digney stated that the OH&S assessment is usually 

completed by the case manager:  

“Yes.  They usually go in – well, for years they'd always go in first up, assess the 

property and different things, and put down hazards and that, yes.  Now you could 

be called upon to do that.  You could be the first one going in there to visit that 

client.”960 

953 Statement of Susan Digney dated 27 October 2021 [53]. 
954 Transcript, 3 May 2022, PN4538.  
955 Transcript, 3 May 2022, PN4539.     
956 Statement of Susan Digney dated 27 October 2021 [20]. 
957 Transcript, 3 May 2022, PN4575 
958 Transcript, 3 May 2022, PN4533.    
959 Statement of Susan Digney dated 27 October 2021 [36]. 
960 Transcript, 3 May 2022, PN4532. 
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This may be allocated to a care worker if the case manager had yet to complete 

one.961 

(b) WHS Home Check. ILA requires support workers to complete a WHS Home Check, 

a copy was attached to her statement.962 ILA provide training on how to complete 

this form.963  Ten minutes is allocated as part of each package to complete this 

assessment.964   

(c) Incident Reporting. Incidents are reported. At one stage, ILA used an app “EKEY”. 

That app had access to all ILA policies and procedures as well. Incidents are now 

reported directly to the “Team Leader” who has the responsibility to complete the 

“safety report and file it”.965 Ms Digney provided an example of an incident relating 

to “bleach” being found at a client’s home.966 

2.268 Ms Digney gives evidence that support workers do not have access to client notes prior to 

appointments,967 that safety checks are conducted with respect to the environment and 

there are clearly defined procedures for what a support worker is to do if an issue or problem 

arises.  

  

961 Transcript, 3 May 2022, PN4530. 
962 Statement of Susan Digney dated 27 October 2021 [37], SD-01. 
963 Statement of Susan Digney dated 27 October 2021 [37], SD-01. 
964 Statement of Susan Digney dated 27 October 2021 [37], SD-01. 
965 Statement of Susan Digney dated 27 October 2021 [38]. 
966 Statement of Susan Digney dated 27 October 2021 [39]. 
967 See Statement of Susan Digney dated 27 October 2021 [57]-[58]. 
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(s) Susan Toner -- Home Care Worker -- Anglicare 

(i) Period of Service in Role 

2.269 19 years. Ms Toner is employed by Anglicare in Queensland. 968 She is a “home care 

worker”.969 She has had the role for around 19 years. 970 Throughout that time, Ms Toner 

also worker other casual roles and/or took time to care for her father. 971   

 

(ii) Period of Service in Industry 

2.270 19 years. Ms Toner has worked in the industry for 19 years.  

 

(iii) Qualifications and Training 

2.271 Certificate III and IV. Ms Toner has the following qualifications: 

(a) Certificate III in Aged Care; and 

(b) Certificate IV in Aged Care. 972 

2.272 Anglicare require home care workers, as a minimum, to have a Certificate III.973  

2.273 Mandatory Internal Training. Anglicare provide a series of in-house/online training for 

employees. This includes modules with respect to manual handling, dementia, fire safety, 

etc. 974 

 

(iv) Submissions as to Weight 

2.274 Whilst Ms Toner was not required for cross-examination, it is submitted that the following 

passage of Ms Toner’s statement should attract little (if any) weight: 

(a) Financial Hardship. As [14], Ms Toner gives evidence that she “can’t survive on 20 

hours fortnight”. 975 That evidence provides little assistance to the Commission as it 

is void of surrounding context. Ms Toner is silent as to the reason for her choice to 

remain in the role (for 19 years) despite being unable to “survive” off the work. Noting 

in [1] that Ms Toner refers to having additional roles -- including personal care 

commitments for her father -- the critique at [14] should attract little weight.  

968 Statement of Susan Toner dated 28 September 2021 [1], [6].  
969 Statement of Susan Toner dated 28 September 2021 [1].  
970 Statement of Susan Toner dated 28 September 2021 [1].  
971 Statement of Susan Toner dated 28 September 2021 [1].  
972 Statement of Susan Toner dated 28 September 2021 [2].  
973 Statement of Susan Toner dated 28 September 2021 [2].  
974 Statement of Susan Toner dated 28 September 2021 [9]-[11].  
975 Statement of Susan Toner dated 28 September 2021 [14].  
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(b) “Advanced” Dementia. At [28], Ms Toner refers to doing “a lot of advanced 

dementia work”. She does not explain what constitutes “advanced dementia work”. 

It appears that Ms Toner is referring to working with clients that she considers 

display “advanced dementia”.976 Not being a diagnostician, absent notation on a 

care plan, Ms Toner is not qualified to make that assessment. The extent of her 

training is via Certificate III, IV and online modules that address dementia.  

 

(v) The Nature of the Work Performed 

2.275 Ms Toner’s evidence based upon her observations at Anglicare since 2002, identified the 

following changes since her commencement: 

(a) Clients are staying longer at home; 

(b) Less family support; and 

(c) Clients have difficulty accessing aged care packages due to technological barriers 

(i.e. not familiar with using a computer).977 

2.276 Ms Toner also referred to clients having high expectations as to the service provided. For 

example, in relation to cleaning appointments. Ms Toner stated “they can think we are 

formally trained professional cleaners when we are not”.978 

(vi) Supervision 

2.277 Ms Toner refers to three people she may contact for assistance throughout an appointment: 

(a) team leaders; 

(b) RNs;  

(c) client liaisons.979  

2.278 Her evidence discloses a protocol that Ms Toner is to contact one of those three persons 

when assistance is required. However, she expresses frustration at being a “lone worker” 

waiting for a team leader, RN or client liaison to get back in touch (if not available when first 

called).980 

 

  

976 See Statement of Susan Toner dated 28 September 2021 [29]. 
977 Statement of Susan Toner dated 28 September 2021 [39]. 
978 Statement of Susan Toner dated 28 September 2021 [20]. 
979 Statement of Susan Toner dated 28 September 2021 [36].  
980 Statement of Susan Toner dated 28 September 2021 [36]. 
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(vii) The Level of Responsibility or Skill Involved in doing the Work 

2.279 Ms Toner gave the following evidence about her duties: 

(a) Care Plan. Ms Toner describes that her work is set out in the client’s care plan and 

“we can only follow the care plan".981  

(b) Appointments. She described the work to be done as “scheduled” via her phone.982 

As to the number of appointments scheduled on a single day, she stated it can vary 

between 3-7 appointments.983 The work schedule on her phone is how Ms Toner 

knows which client she is seeing, for how long and for what reason (for example, 

house clean - 1.5 hours).984  

(c) Ms Toner provided examples of the work she does at client appointments: 

(i) Appointment 1: showering, dressing, toileting -- 30 minutes. 985   

(ii) Appointment 2: showering, breakfast and “meds” -- 45 minutes. 986 

(iii) Appointment 3: house clean -- 1.5 hours. 987 

(iv) Appointment 4: respite (which includes shower, clean, lunch and “pills”) -- 

2.5 hours. 

(v) Appointment 5: social support (taking client to doctor, shopping or 

coffee/meal). 988 

(vi) Appointment 6: “assisted medication prompts” -- 30 minutes.989  

(d) Medication Prompt. As to Ms Toner’s reference to “meds”, “pills” and “prompts”, 

she provides the following explanation of the work performed: 

(i) The client’s medication is contained in “Webster paks”.990 

981 Statement of Susan Toner dated 28 September 2021 [34].  
982 Statement of Susan Toner dated 28 September 2021 [13]. 
983 Statement of Susan Toner dated 28 September 2021 [14]. 
984 Statement of Susan Toner dated 28 September 2021 [15]. 
985 Statement of Susan Toner dated 28 September 2021 [15]. 
986 Statement of Susan Toner dated 28 September 2021 [15]. 
987 Statement of Susan Toner dated 28 September 2021 [15]. 
988 Statement of Susan Toner dated 28 September 2021 [15]. 
989 Statement of Susan Toner dated 28 September 2021 [15]. 
990 Statement of Susan Toner dated 28 September 2021  [21]. 
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(ii) She is to follow the “5 rights”991 system.992 For these checks, reference is 

made to the Webster pak and the care plan. The care plan contains a list of 

the medications for the client. 993  

(iii) Should a client refuse “the protocol we follow is to ring an RN and let them 

know that the client has refused, or spat up, or vomited the medication and 

why”.994  

(e) Skin Tear. Ms Toner also referred to the responsibility to be “careful about their skin 

integrity” when showering.995  

 

(viii) Environment - Conditions under which Work is Done 

2.280 Beyond what is summarised above, Ms Toner’s statement provided limited evidence on the 

conditions under which work is done and did not address initial client assessments and risk 

assessments performed at the home.  

 

  

991 Right patient, Right medication/dose, Right time, Right day, Right route: see Statement of Susan Toner dated 28 

September 2021  [22(a)-(e)]. 
992 Statement of Susan Toner dated 28 September 2021 [22]. 
993 Statement of Susan Toner dated 28 September 2021 [22(b)]. 
994 Statement of Susan Toner dated 28 September 2021 [21]. 
995 Statement of Susan Toner dated 28 September 2021 [17]. 
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(t) Susanne Wagner -- Support Worker -- CBS  

(i) Period of Service in Role 

2.281 4 years. Ms Wagner is employed by CBS in Moonah, Tasmania. Her employment is 

covered by an enterprise agreement.996 Her classification under the agreement is “home 

care worker level 3 pay point 2”.997 She is employed as a “Support Worker” on a part time 

basis.998 She has worked with CBS for around 4 years.999  

 

(ii) Period of Service in Industry 

2.282 21 years. Ms Wagner has around 21 years’ experience working in home care. She spent 

17 years in the UK and since 2018 she has worked as a support worker in Tasmania.1000  

 

(iii) Qualifications and Training 

2.283 Certificate III. Ms Wagner has a Certificate III in Individual Care.1001  During cross-

examination, Ms Wagner confirmed that “domestic work” is not taught under the Certificate 

III course (for example, “it doesn’t really talk about house cleaning”).1002 She gave the 

following evidence about the Certificate III: 

(a) The reference to “work certification” at [32] of her statement is a reference to the 

Certificate III qualification.1003 

(b) She confirmed that her evidence at [46] refers to the competencies she developed 

during the Certificate III.1004 The relevant passage is extracted below: 

“My certificate III in individual care requires me to take into account the economic 

diverse social, spiritual, emotional, cultural, physical experiences, needs, disabilities 

and geographical factors relevant to each client and co-worker having particular 

regard for the needs and experience of indigenous people.”1005 

(c) She confirmed she applies skills acquired via a Certificate III every day in her job.1006 

996 Statement of Susanne Wagner dated 28 October 2021 [166]. 
997 Statement of Susanne Wagner dated 28 October 2021 [166]. 
998 Statement of Susanne Wagner dated 28 October 2021 [2]. 
999 Statement of Susanne Wagner dated 28 October 2021 [7].  
1000 Statement of Susanne Wagner dated 28 October 2021 [5], [7]. 
1001 Statement of Susanne Wagner dated 28 October 2021 [8]. 
1002 Transcript, 10 May 2022, PN10259   
1003 Transcript, 10 May 2022, PN10260 
1004 Transcript, 10 May 2022, PN10266- PN10267 
1005 Statement of Susanne Wagner dated 28 October 2021 [46]. 
1006 Transcript, 10 May 2022, PN10270- PN10271 
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2.284 Mandatory Internal Training. She also undertakes mandatory training provided by CBS 

throughout the year. 1007 

2.285 First Aid. Ms Wagner is also first aid certified.1008  

2.286 Additional Research. During cross-examination, Ms Wagner also explained her reference 

to “self-education”. This is not a reference to further qualification and/or training, but rather, 

as Ms Wagner confirmed ‘googling’ to research about nutritional requirements for a client 

wanting to eat better and/or about a cultural background to help her communicate better 

with them.1009 

 

(iv) Submissions as to Weight 

2.287 The following aspects of Ms Wagner’s evidence are relevant to weight: 

(a) UK Work Experience. Ms Wagner has 17 years’ working experience in aged care 

in the UK. That experience is not relevant to the assessment of work value reasons 

in Australia. The relevant part of her evidence is that as a support worker for CBS 

from 2018. For example, the description of the UK clientele should not factored into 

the Commission’s assessment.1010 

(b) Opinion. Ms Wager provides a series of opinions that do not assist the Commission: 

(i) She states “NDIS plans appear to me to have a lot of funding for clients but 

seem to provide very little change to before they were on NDIS”.1011 

(ii) She refers to the benefits of having “a choice of a minimum hours contract 

that reflected a reasonable and liveable wage… would provide better job 

security and satisfaction”.1012 That opinion is not relevant to the work value 

assessment before the Commission. It should attract no weight.  

(iii) She describes managers and executive being on “fantastic salaries, while 

worker who are doing the actual tangible work are so poorly 

remunerated…”.1013  

1007 Statement of Susanne Wagner dated 28 October 2021 [9]. 
1008 Transcript, 10 May 2022, PN10316   
1009 Transcript, 10 May 2022, PN10268-PN10275    
1010 See Statement of Susanne Wagner dated 28 October 2021 [28]-[30], [41]-[42] 
1011 Statement of Susanne Wagner dated 28 October 2021 [98] 
1012 Statement of Susanne Wagner dated 28 October 2021 [167]. 
1013 Statement of Susanne Wagner dated 28 October 2021 [160]. 
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(iv) She comments that “[w]orkers cannot budge their lives because a lot of their 

work is ad-hoc and we are not given appropriate consistency”.1014   

(v) “I would be more willing to work in the industry if pay compensated for the 

physical, emotional, and intellectual demands, the free use of my vehicle for 

company activities, and the insecurity of work above my minimum contracted 

hours”.1015 

Each opinion is advanced without reference to any evidence, save for her “belief” 

as to information recorded in her statement. In that form, and to the extent of any 

relevance, absent corroboration that evidence should not attach any weight. 

(c) Opinion and Hearsay. Ms Wagner speculates as to the motivation of her 

colleagues: 

(i) “Several of my colleagues have considered leaving the industry because 

of how difficult the work is and how low the remuneration is, along with poor 

management in the company”;1016 and 

(ii)  “Myself and my colleagues will also endeavour to provide the best care 

possible, but we sometimes feel stifled by company policies, low pay, and 

funding considerations.”1017 

To the extent Ms Wagner gives evidence as to the experience and/or opinion of 

colleagues, that hearsay evidence should attach no weight. Even if accepted as 

statements as to Ms Wagner’s belief, her opinion about retention issues and 

commentary on remuneration are of limited utility to the Commission for the 

purposes of assessing work value, particularly in circumstances where there is no 

reference to any supporting evidence or data. 

(d) Rostering Issues. Ms Wagner gives evidence that she is on a “30 hour minimum” 

contract and if the hours are not met with actual shifts, CBS are required to make 

up the difference. At [18]-[19], this is raised as a criticism of CBS and impacting 

upon her earnings. This, however, does not assist with the Commission with 

assessing whether minimum award rates should be increased based on work value 

reasons. 

(e) Stress Resulting from Direction. Ms Wagner refers to feeling “stress” in response 

to a direction given by her supervisor. She raised an issue with her coordinator, 

1014 Statement of Susanne Wagner dated 28 October 2021 [160]. 
1015 Statement of Susanne Wagner dated 28 October 2021 [156] 
1016 Statement of Susanne Wagner dated 28 October 2021 [155] (emphasis added). 
1017 Statement of Susanne Wagner dated 28 October 2021 [157] (emphasis added). 
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seeking to assist a primary carer (i.e. not the client) and was instructed to proceed 

with her appointments. Putting aside the hearsay, the evidence provides an example 

of Ms Wagner following protocol (see below) and being dissatisfied with the 

decision. The decision was well within the responsibility of the coordinator and Ms 

Wagner’s “emotions”, without passing comment upon them, are simply not relevant 

to the assessment before the Commission.  

(f) Union Representation. At [165], Ms Wagner refers to communications made by 

the Union to workers regarding a reduction to minimum contracted hours. That 

evidence is not relevant to work value. The Commission should attach no weight to 

this evidence. 

(g) Living Situation. At [161], Ms Wager gives evidence about being “unable to find a 

rental or take out a housing loan”.1018 To the extent that evidence is relied upon to 

suggest award minimum rates are low, the Commission should attach no weight to 

it as evidence. It is not relevant. 

 

(v) The Nature of the Work Performed 

2.288 The following evidence of Ms Wagner is relevant to the nature of the work performed: 

(a) She observes an increased prevalence with clients having “dementia and increased 

decline”.1019  

(b) She observes clients are remaining in their homes longer.1020 

(c) She describes clients with disabilities, trouble with cognition, amputations, 

blindness, limb function issues and dementia.1021  

(d) Duties are focused on “home care and house cleaning because of the changes to 

the clientele who are more reliant on these types of services as they age” -- “the 

need for these services increases because the clients are losing their 

independence”.1022 

1018 Statement of Susanne Wagner dated 28 October 2021 [161]. 
1019 Statement of Susanne Wagner dated 28 October 2021 [82], [162], [164]. 
1020 Statement of Susanne Wagner dated 28 October 2021 [27], [162]-[163]. 
1021 Statement of Susanne Wagner dated 28 October 2021 [24]-[25] 
1022 Statement of Susanne Wagner dated 28 October 2021 [27]. 
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(e) She refers to being aware of “the client’s right to the dignity of risk”.1023 This reflects 

the emphasise upon person-centred care. As does her repeated reference to 

respecting the autonomy and choices of her clients.1024 

 

(vi) Supervision 

2.289 Coordinator. Ms Wagner confirmed that her supervisor is “my coordinator”.1025 She gave 

evidence that the coordinator has qualifications, however, she was not certain as to what 

they were.1026  

2.290 During cross-examination, Ms Wagner confirmed the coordinator is responsible for the 

following: 

(a) Initial Assessment. Setting the client up when they first commence with CBS; 1027 

and 

(b) Care Plan. They are responsible for writing the care plan,1028 which includes 

“ensur[ing] that they have their services and to inform them on the services they 

should - they could have.  They look after the client's package basically”.1029 

2.291 During cross-examination she also confirmed the procedures set in place that she is to 

follow for a range of incidents/scenarios. For example: 

(a) Change to Care Plan. Ms Wagner explained the process is to communicate to the 

coordinator that the care plan needs changing. For example, “David doesn't want to 

shower in the morning, he wants it in the afternoon”.1030 The coordinator is 

responsible for making any changes to the care plan, Ms Wagner is then required 

to “support” those arrangements (noting her work is dictated by the care plan).1031 

She also observed that sometimes, the coordinator will determine when certain 

changes cannot be made. For example, Ms Wagner cited “mouldy” food alongside 

fresh food in a client’s fridge. She reported this observation to the coordinator. The 

coordinator told Ms Wagner to leave it because the items in the fridge belong to the 

client’s son. (It should be stated, by that evidence, Ms Wagner is not suggesting she 

used (or was instructed to use) the mouldy produce or was without safe food to 

1023 Statement of Susanne Wagner dated 28 October 2021 [34]. 
1024 See Statement of Susanne Wagner dated 28 October 2021 [58]-[59] 
1025 Transcript, 10 May 2022, PN10283   
1026 Transcript, 10 May 2022, PN10284-PN10286    
1027 Transcript, 10 May 2022, PN10287   
1028 Transcript, 10 May 2022, PN10288   
1029 Transcript, 10 May 2022, PN10287   
1030 Transcript, 10 May 2022, PN10289-PN10290 
1031 See Statement of Susanne Wagner dated 28 October 2021 [158]. 
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provide the client. She was simply not permitted to dispose of food she saw in 

passing - because it was not her food).1032  

(b) Difficulty during Appointment. Ms Wagner also confirmed that if she was 

struggling to deal with somebody with mental health issues, she would contact the 

coordinator. This is because “they'd have to assess the care plan, and find better 

ways that the service can receive good - the client can receive good service.”1033 

(c) Difficulty Breathing. Ms Wagner said she would report this to the coordinator as 

“higher needs” and “then the care plan would then structure care surrounding 

supporting that condition”.1034  

(d) Serious shortness of breath. Ms Wagner explained the procedure to be followed: 

“Ring triple 0, and you inform the coordinator, and if necessary perform CPR.”1035 

(e) Skin Tear. Ms Wagner stated that if she observed a skin tear she would “respect 

the client’s autonomy” and inform them of the observation and confirm “what they 

would like me to do”. Ms Wagner continued:  

“MS WAGNER: Depending on the nature of the skin tear I would recommend they 

see a doctor or a nurse.  I would put it - I would note it in the progress notes and I 

would also inform the coordinator so they're well aware of what was happening so 

that they can also ensure that it's followed up and checked.1036 

MR WARD: And I take it then if there's some different health practitioner required to 

call then they would follow that up? 

MS WAGNER: Yes, and we also make sure, because - you know, sometimes 

coordinators are busy or things slip by so it's sort of we have to also ensure that it 

has been followed up, and that's through progress notes and through talking to the 

client and just ensuring that things are being looked after.”1037 

During re-examination, Ms Wagener qualified that response “I mean it's dependent 

on the skin care, if it's minor, but if it's major, of course it needs reporting.”1038 

(f) Deep Cut on Finger. Ms Wagner explained that she provided “first aid” but it is 

ultimately the choice of the client to see a doctor.1039 She would “encourage” them 

1032 Statement of Susanne Wagner dated 28 October 2021 [72(e)] 
1033 Transcript, 10 May 2022, PN10331   
1034 Transcript, 10 May 2022, PN10291   
1035 Transcript, 10 May 2022, PN10298   
1036 Transcript, 10 May 2022, PN10292 
1037 Transcript, 10 May 2022, PN10293   
1038 Transcript, 10 May 2022, PN10348 
1039 See Statement of Susanne Wagner dated 28 October 2021 [58] 
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to attend the doctor. She may also leave a note for the family to follow up. Ms 

Wagner would then inform the coordinator.1040 

(g) Serious Matter. For serious matters, the protocol is that Ms Wagner is to call triple-

0.1041  

(h) Concern about a client. Ms Wager provides an example in which a client showed 

signs of being “delirious or hallucinating” during an appointment. She contacted the 

coordinator who told her to get an ambulance. Ms Wagner waited until the 

ambulance arrived.1042 

(i) No Response from Client upon Arrival. The procedure is to “knock on doors, look 

in windows, ring the client, and if I still don't get an answer then I ring the coordinator 

and they take over from there with instructions.”1043 She provides an example in her 

statement.1044 

(j) Unsafe. Ms Wagner explained the procedure: 

“It depends on the nature of what's not safe, but in any situation, especially working 

with people for example with behavioural problems or dementia, things like that, we 

always have to ensure that we're positioned in a place where we can put ourselves 

safely, so (indistinct) through the exit, we're not blocking exits and things like that, 

because if for example a client were to be violent we can't defend ourselves because 

we're then at risk of injuring the client.  So the best we can do is remove ourselves 

from the situation and then report to the coordinator, and fill out an incident form.”1045 

 

2.292 In Ms Wagner’s statement she also referred to the following protocols: 

(a) Reporting requirements.  She described being required to report “observations to 

the supervisor”: 

“I am required to identify changes in the person’s health or personal support 

requirements, and report or take action on each. In the case where a client has a 

primary carer - often family member - I am also required to note and report on the 

wellbeing of the carer and the carer/client relationship in case of relationship 

1040 Transcript, 10 May 2022, PN10317 
1041 Transcript, 10 May 2022, PN10319   
1042 Statement of Susanne Wagner dated 28 October 2021 [83]-[84]. 
1043 Transcript, 10 May 2022, PN10306   
1044 Statement of Susanne Wagner dated 28 October 2021 [80]-[81] 
1045 Transcript, 10 May 2022, PN10309   
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breakdowns, be a sympathetic listener for the carer, and refer them to resources 

such as Carer-Gateway, as the carer is vital to the client’s wellbeing.”1046 

 

(b) Report Safety Issues. Ms Wagner identifed a requirement to report safety issues, 

for example, should concerns arise with respect to risks related to transferring a 

client in and out of the shower.1047 

 

(vii) The Level of Responsibility or Skill Involved in doing the Work 

2.293 Ms Wagner gave the following evidence about her duties: 

(a) Types of service. She works in home care providing:  

(i) Personal care1048- this may involve assisting the client in the shower and 

cleaning the bathroom. She describes “normally having 2 personal care 

shifts in the morning”. The time allocated on the roster per appointment is 15 

minutes.1049  

(ii) Social support1050 - this involves meal preparation,1051 shopping, 

companionship and assisting clients with administration tasks.1052 

(iii) Domestic work (or “Housework”)1053 - this includes cleaning and is usually 

scheduled for the afternoon (for example, vacuuming, mopping, cleaning 

bathroom, cleaning the kitchen, dusting, making beds, disposing of rubbish, 

bringing in washing, etc1054). Domestic shifts can range from 1-2 hours in 

duration.1055 Ms Wagner works a maximum of three 1 hour “domestic 

assistance shifts” daily.1056  

(b) Care Plan. Ms Wagner stated she first sees a client’s care plan when they appear 

in her roster. The care plan would note if the client had mental health issues.1057 

1046 Statement of Susanne Wagner dated 28 October 2021 [35] 
1047 Statement of Susanne Wagner dated 28 October 2021 [44] 
1048 Transcript, 10 May 2022, PN10253 
1049 Statement of Susanne Wagner dated 28 October 2021 [20], [72(c)] 
1050 Transcript, 10 May 2022, PN10258   
1051 Statement of Susanne Wagner dated 28 October 2021 [20], [72(a)]. 
1052 Statement of Susanne Wagner dated 28 October 2021 [26], [72(d)] 
1053 Transcript, 10 May 2022, PN10259;  Statement of Susanne Wagner dated 28 October 2021 [72(b)]. 
1054 Statement of Susanne Wagner dated 28 October 2021 [23], [72(b)]. 
1055 Statement of Susanne Wagner dated 28 October 2021 [20]-[21]. 
1056 Statement of Susanne Wagner dated 28 October 2021 [22]. 
1057 Transcript, 10 May 2022, PN10325-PN10326 
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(c) Progress Notes. Ms Wagner completes “electronic” progress notes at the end of a 

session.1058 She confirmed a progress note may be as simple as “Showered the 

client today”. She also noted that “our coordinators prefer that we do is also 

comment a little bit on the client, you know, did they appear a little bit depressed, 

were they happy, so that they get a picture of the client and not just the work that's 

done.”1059 

(d) Medication Prompts. Ms Wagner described this duty as being limited to “supervise 

and assist[ing]” the client to take their own medication”. 1060 She does not “dispense 

or give medication to the client”.1061 She confirmed the “workplace will put workers 

through medication training” before doing a medication prompt. 1062 Ms Wagner did 

not do this specific training as she advised CBS, it appears she may have been 

assumed to be “medication competent”.1063 

(e) Observation.  

(i) In Ms Wagner’s statement she refers to observing the client “and I listen and 

look for cues on how they’re feeling. There are many trained and learned 

skills that apply to every client you see and that become second nature to 

apply. I use them on every visit and with each client.”.1064  

(ii) She notes that she will check a client’s skin and report on any changes (for 

example, moles, sores, rashes, bruises, etc).1065 

(iii) “We need to be aware of and identify signs of abuse and neglect and 

reporting for follow up and possible action”;1066 

(iv) She states she is “required to be aware of the sign of under nutrition and 

dehydration” and be “alert to a person’s usual eating patterns”;1067 

(v) She notes she is required to report on her observations of her clients to her 

supervisor.1068 

1058 Transcript, 10 May 2022, PN10294   
1059 Transcript, 10 May 2022, PN10295 
1060 Transcript, 10 May 2022, PN10300 
1061 Transcript, 10 May 2022, PN10300-PN10301   
1062 Transcript, 10 May 2022, PN10300 
1063 Transcript, 10 May 2022, PN10304-PN10305   
1064 Statement of Susanne Wagner dated 28 October 2021 [31]. 
1065 Statement of Susanne Wagner dated 28 October 2021 [66]. 
1066 Statement of Susanne Wagner dated 28 October 2021 [79]. 
1067 Statement of Susanne Wagner dated 28 October 2021 [76]. 
1068 Statement of Susanne Wagner dated 28 October 2021 [35] 
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2.294 During cross-examination, Ms Wagner gave evidence that the Certificate III does not teach 

her how to deal with schizophrenia, personality disorders, bipolar, depression and anxiety 

disorders. As such, she will research and watch “YouTube videos” (for example, on 

“dementia and dealing with difficulty problems with dementia”) to assist her to provide care 

to clients with those issues.1069 

2.295 In Ms Wagner’s statement, she also identified “requirements outside of the scope of [my] 

own role” (i.e. that she is not permitted or qualified to do): 

(a) “I can’t give medical advice or make a diagnosis”;  

(b) “I cannot dress or treat wounds”; and 

(c) “I can’t initiate exercises – even if I had the training because it’s not my role”.1070 

2.296 Ms Wagner considers it is important to be aware of those limitations, because it assists with 

her identification of when additional intervention is required. She states: 

(a) “I need to identify that other care is or might be required and suggest they visit a 

doctor or allied health professional, or I contact their case manager to ensure they 

get a referral or assessment, and I need to follow up with the client to ensure the 

service is meeting their needs and goals”; 1071 and 

(b) “I must be able to identify and respond to routine difficulties during support visits and 

report more complex problems for referral or action by others”. 1072 

 

(viii) Environment - Conditions under which Work is Done 

2.297 In her statement, Ms Wager describes that in her work she is sometimes working in a 

“hazardous workplace or a quite heated environment” (the reference to “heated” concerns 

high temperatures based on client’s preferences).1073 She identifies some hazards: 

(a) frayed electric cords; 

(b) poor lighting; 

(c) cluttered furniture; and 

(d) clients themselves (for example, if they have “cognitive decline”).1074 

1069 Transcript, 10 May 2022, PN10327- PN10330   
1070 Statement of Susanne Wagner dated 28 October 2021 [56] 
1071 Statement of Susanne Wagner dated 28 October 2021 [56] 
1072 Statement of Susanne Wagner dated 28 October 2021 [56] 
1073 Statement of Susanne Wagner dated 28 October 2021 [159]. 
1074 Statement of Susanne Wagner dated 28 October 2021 [149]-[153]. 

5144



2.298 In addition to identifying hazards she referred to a protocol of being “required by my 

employer to report such things”.1075 

2.299 During cross-examination, Ms Wager confirmed that safety protocols exist, in particular, 

that there are procedures for reporting hazards: 

(a) Risk Assessment. Ms Wagner conducts “an environment assessment” when going 

to a client’s home.1076  

(i) She described the task as “something we do all the time”.  

(ii) In her statement she stated: 

“I am required to conduct environmental risk assessments and to take 

measures to remove or reduce any hazards or risks when I first attend a 

client or fix anything that’s changed since my last visit. I must maintain 

infection control, including identifying and working with communicable 

diseases….”1077 

(iii) For example, if she “notices something” she would “fill out a hazard report or 

risk report”.1078 That form is then provided to the coordinators.1079 During 

cross-examination, she explained what is included in that assessment: 

“So it includes firstly when arriving to looking at the outside environment, 

the footpaths, how steep it is, stairs that are involved, whether the path is 

slippery or not, so I'm inspecting for hazards and accessibility and also the 

suitability for the client.  And then when we go inside it's a similar thing, we 

look - we're doing a hazard check, the risk check, we're looking to see if the 

environment is appropriate for the client and that there aren't any issues that 

might be making things difficult for them.”1080 

(b) Hazard Identification. She gave evidence that she undertakes this “checking” 

“always”.1081 During re-examination, Ms Wagner identified some examples of 

hazards: “Lack of hand rails outside the door for the client and they're finding it 

difficult to navigate a step to get outside, so that a hand rail is needed for safety of 

the client, frayed loose rugs on the mats that could be a trip hazard.”1082 

1075 Statement of Susanne Wagner dated 28 October 2021 [152]. 
1076 Transcript, 10 May 2022, PN10276; Statement of Susanne Wagner dated 28 October 2021 [37].   
1077 Statement of Susanne Wagner dated 28 October 2021 [37] 
1078 Transcript, 10 May 2022, PN10278   
1079 Transcript, 10 May 2022, PN10279 
1080 Transcript, 10 May 2022, PN10277   
1081 Transcript, 10 May 2022, PN10280-PN10281   
1082 Transcript, 10 May 2022, PN10340   
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(c) In her statement Ms Wagner also referred to the additional “physical exertion” in 

pushing clients in a wheelchair and the need to be “constantly aware of safe 

pathways”.1083 

  

1083 Statement of Susanne Wagner dated 28 October 2021 [100]. 
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(u) Theresa Heenan -- Home Care Employee -- Warramunda Village  

(i) Period of Service in Role 

2.300 3 years. Ms Heenan is employed by Warramunda Village in Kyabram, Victoria 

(Warramunda).1084 Her employment is regulated by the SCHADS Award. She is classified 

as a “Home Care Worker Level 4, pay point 1”.1085 She is employed on a permanent part-

time basis.1086 

2.301 Disability Work (5 years). Ms Heenan is also employed by Community Living & Respite 

Services (Community Living). Her employment is regulated by the SCHADS Award 

(following the termination of a former enterprise agreement). For that employment, she 

provides disability support services work and is classified as a “Social and Community 

Services” employee at “level 2, pay point 4”.1087  

2.302 For the purpose of these proceedings, Ms Heenan’s role at Warramunda is relevant.  

 

(ii) Period of Service in Industry 

2.303 40 years (on and off). Ms Heenan has worked in the aged care industry “on and off” over 

her 40 year career.1088 Ms Heenan was trained as an EN around 40 years ago.1089 At one 

stage she took an 11 year break from nursing and was unable to maintain her EN 

registration.1090 She returned to the industry in 2006 as a home care worker.1091 

 

(iii) Qualifications and Training 

2.304 Certificate III and IV. Ms Heenan has the following qualifications: 

(a) Certificate III in Home and Community Care;  

(b) Certificate IV in Dementia Practice with Alzheimer’s Australia; 

(c) Certificate III in Individual Support (Disability); 

(d) Certificate III in Individual Support (Aged Care); and 

(e) Certificate IV in Disability.  

1084 Statement of Theresa Heenan dated 20 October 2021 [2]. 
1085 Statement of Theresa Heenan dated 20 October 2021 [45], [47]. 
1086 Statement of Theresa Heenan dated 20 October 2021 [46]. 
1087 Statement of Theresa Heenan dated 20 October 2021 [49]-[51]. 
1088 Statement of Theresa Heenan dated 20 October 2021 [1].  
1089 Statement of Theresa Heenan dated 20 October 2021 [6].  
1090 Statement of Theresa Heenan dated 20 October 2021 [10].  
1091 Statement of Theresa Heenan dated 20 October 2021 [11].  
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2.305 Each Certificate III was either paid for in full or subsidised by an employer.  

2.306 Mandatory Internal Training. Warramunda provides annual training which is delivered 

online. The modules include manual handling, fire safety, medication safety, food handling, 

etc.1092 During cross-examination, Ms Heenan confirmed the training consisted of “mainly 

videos” which were followed by a quiz.1093 In her statement Ms Heenan noted she is “paid 

one hour” to complete each topic (but it “often takes much longer”).1094 

2.307 Medication Training. Warramunda has also provided RN-led medication training.1095 

2.308 First Aid and CPR. She is also required to undertake annual CPR training and first aid 

training every three years. 1096 

 

(iii) Submission as to Weight   

2.309 The following aspects of Ms Heenan’s evidence should attract little (if any) weight:  

(a) Disability Work. Throughout her written and oral evidence, Ms Heenan referred to 

her work as a disability support worker with Community Living.1097 That work falls 

outside the scope of the applications before the Commission. It is not relevant to the 

evaluative exercise to be undertaken by the Commission.  

(b) COVID-19. To the extent that Ms Heenan’s evidence addresses the impact of 

pandemic,1098 we rely upon submissions at Section 5. 

(c) Financial Pressure and Staying in the Job. Ms Heenan gave evidence as to the 

following: 

(i) Her reasons for commencing and leaving a career in nursing.1099 

(ii) Her reasons for entering aged care.1100 

(iii) The requirement to work “at least 30 hours a week… to earn a sufficient 

wage to pay my living expenses”.1101 

1092 Statement of Theresa Heenan dated 20 October 2021 [42]. 
1093 Transcript, 6 May 2022, PN7930     
1094 Statement of Theresa Heenan dated 20 October 2021 [43]. 
1095 Transcript, 6 May 2022, PN7934     
1096 Statement of Theresa Heenan dated 20 October 2021 [44]. 
1097 See Statement of Theresa Heenan dated 20 October 2021 [23], [53]. 
1098 Statement of Theresa Heenan dated 20 October 2021 [113]-[112]. 
1099 Statement of Theresa Heenan dated 20 October 2021 [123]-[124]. 
1100 Statement of Theresa Heenan dated 20 October 2021 [125]-[126]. 
1101 Statement of Theresa Heenan dated 20 October 2021 [127]. 
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(iv) The requirement to “have and maintain a decent car, and cover all 

registration, insurance, and maintenance costs off our own bat”.1102 

(v) The requirement to wear and pay for a uniform.1103  

(vi) “I don’t think the wages paid to home care workers reflect the difficult and 

varied work we do on a day-to-day basis”.1104 

Whilst that evidence includes a combination of emotive statements paired with a 

summary of related expenses incurred by Ms Heenan, the evidence is of limited 

relevance or assistance to the Commission, particularly in circumstances where 

statements as to expenses are not supported by corroborating or objective 

evidence. At its highest it is evidence of Ms Heenan’s opinion and/or belief. 

 

(v) The Nature of the Work Performed 

2.310 The following aspects of Ms Heenan’s evidence is relevant to the nature of the work 

performed:  

(a) Ms Heenan observes that a Certificate III qualification is “now an entry requirement 

for home care workers performing personal care”. She notes when she commenced 

work with Southern Cross this was not the case.1105 

(b) She observes that people want to “stay in their homes longer and longer” and 

considers “there are more services available to aged people in their homes which 

allow people to do this”.1106 She does not identify them.  

(c) She considers the role of home care workers has expanded over time as evidenced 

by the addition of “medication prompts” as part of her work.1107  

(d) She notes she has clients with dementia. 

(e) She describes care services as becoming “rushed” which impacts the time she is 

able to spend with clients.1108 

 

  

1102 Statement of Theresa Heenan dated 20 October 2021 [128]. 
1103 Statement of Theresa Heenan dated 20 October 2021 [129]. 
1104 Statement of Theresa Heenan dated 20 October 2021 [130] 
1105 Statement of Theresa Heenan dated 20 October 2021 [106]-[107]. 
1106 Statement of Theresa Heenan dated 20 October 2021 [111] 
1107 Statement of Theresa Heenan dated 20 October 2021 [112] 
1108 Statement of Theresa Heenan dated 20 October 2021 [78] 
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(vi) Supervision 

2.311 During cross-examination, Ms Heenan confirmed she reports to a Team Leader. That 

person is not a RN.1109 However, should she need to contact a RN, she contacts a RN on 

the home care admin team directly.1110 

2.312 Should Ms Heenan have an appointment outside of office hours she has two options: 

(a) call the “Village Hostel”;1111 and/or 

(b) text the “on-call phone”.1112 

2.313 Ms Heenan confirmed that client case managers are mainly RNs. They are also involved in 

the initial assessment of a new client. Ms Heenan is not involved in that process.1113 

2.314 During cross-examination she also confirmed the procedures set in place that she is to 

follow for a range of incidents/scenarios. For example: 

(a) Bruise. Ms Heenan stated she would text the RN with “a description of what the 

bruise looks like and where it is”.1114 

(b) Issue with medication (example, earlier pills not taken). Ms Heenan confirmed 

that the protocol is she would contact the Team Leader immediately.1115 Ms Heenan 

has also contacted the RN if a pill was missing.1116 

(c) Hazard identification. Ms Heenan explained that safety issues are reported to the 

Team Leader, the Team Leader is then responsible for handling any changes to the 

care plan.  

She referred to an example of a need to modify the bathing arrangements of a client, 

due to the layout of a shower over a bath, the client was required to step over the 

side of the bath - which presented a falling hazard.1117 Following reporting that 

hazard to the Team Leader, the Team Leader updated the care plan so that all 

carers would know not to shower the client in the bath.1118 

(d) Client fall. The protocol in place is that Ms Heenan is to call the ambulance.1119 

1109 Transcript, 6 May 2022, PN7877-PN7878   
1110 Transcript, 6 May 2022, PN7879   
1111 Transcript, 6 May 2022, PN7880 
1112 Transcript, 6 May 2022, PN7882 
1113 Transcript, 6 May 2022, PN7885- PN7887         
1114 Transcript, 6 May 2022, PN7957 
1115 Transcript, 6 May 2022, PN7965-PN7966     
1116 Transcript, 6 May 2022, PN7968-PN7969   
1117 Transcript, 6 May 2022, PN7990-PN7992    
1118 Transcript, 6 May 2022, PN7992- PN7993. 
1119 Transcript, 6 May 2022, PN8001     
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(e) Issue with alert device for a client. Ms Heenan contacted the Team Leader (see 

[72] of statement).1120  

 

(vii) The Level of Responsibility or Skill Involved in doing the Work 

2.315 Ms Heenan gave the following evidence about her duties: 

(a) Appointments. The home care services provided by Ms Heenan include: 

(i) personal care including help with showers and help with meals (sometimes 

this involves short 15 minute services to drop off and heat up meals for 

clients, or a longer 30 minute service if the client needs someone to sit with 

them while they eat);1121  

(ii) social support and welfare checks;1122 

(iii) medication prompts which she explained is “limited to medication from 

webster paks and drops”.1123 During cross-examination, Ms Heenan 

confirmed the process involve checking the pills in the blister pack against 

the information recorded on the blister pack. There is no separate medication 

chart.1124 If the client is capable, Ms Heenan lets the client pop the pills. 

However, if she does it, she will do so “into a cup and I count the tablets, 

then make sure it's the correct amount”;1125 

(iv) measuring blood pressure - which she described as some “clinical-type 

support”1126 - Ms Heenan stated she will measure blood pressure if “it’s in 

the notes”. She could not remember being specifically trained by a RN with 

Warramunda;1127 

(v) community access, for example “taking clients out to the shops”;1128 

(vi) domestic assistance with laundry and some cleaning (approximately 10 

hours of cleaning per week).1129 

1120 Transcript, 6 May 2022, PN8002 
1121 Statement of Theresa Heenan dated 20 October 2021 [60]. 
1122 Statement of Theresa Heenan dated 20 October 2021 [60]. 
1123 Statement of Theresa Heenan dated 20 October 2021 [60]. 
1124 Transcript, 6 May 2022, PN7962-PN7964   
1125 Transcript, 6 May 2022, PN7968; Statement of Theresa Heenan dated 20 October 2021 [63]. 
1126 Statement of Theresa Heenan dated 20 October 2021 [60]. 
1127 Transcript, 6 May 2022, PN7959- PN7960   
1128 Statement of Theresa Heenan dated 20 October 2021 [60]. 
1129 Statement of Theresa Heenan dated 20 October 2021 [62]. 
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(b) Roster. Ms Heenan works around 17 hours per week with Warramunda.1130 She 

provide home care services to both HCP and NDIS funded clients.1131 She described 

the roster as “reasonably regular”.1132 

(c) Care Plans. Ms Heenan reads notes about a client via the roster system on her 

work phone. To see the full care plan, it would need to be requested.1133 Ms Heenan 

provided an example of a note that may be entered: “The client likes to, you know, 

just sit on the couch” or “check that the medications have been taken”.1134 

(d) Progress Notes. Ms Heenan stated that she would “send texts” to her Team Leader 

or a RN.1135 However, Ms Heenan confirmed that progress note “texts” are only sent 

if there is “something different, something out of the ordinary”. She stated: “If 

everything flows smoothly there's no need to do a text”.1136   

(e) Emails to Team Leader. At [103] of Ms Heenan’s statement she referred to 

spending unpaid time writing lengthy emails to Team Leaders. During cross-

examination, she confirmed this would be required “if something happens out of the 

ordinary, or different, or something goes wrong”. Ms Heenan also gave the following 

evidence: 

“MS RAFTER: But these lengthy emails wouldn't be after every appointment? 

MS HEENAN: No.  No, no.”1137 

(f) Certificate III. Ms Heenan gave evidence about the connection between her 

Certificate III training in aged care and the skills she uses as a home care worker: 

(i) She described the training as “validat[ing]” what I was already doing and 

“gave me a different aspect about care, and it was great to hear from what 

other people were doing as well and different experiences.  Yes, it just 

broadened by knowledge”.1138 

(ii) She confirmed that she learnt “new strategies” by completing the Certificate 

III but also acknowledged that “I learn each day with my work as well”.1139 

1130 Statement of Theresa Heenan dated 20 October 2021 [55]. 
1131 Statement of Theresa Heenan dated 20 October 2021 [58]. 
1132 Statement of Theresa Heenan dated 20 October 2021 [67]. 
1133 Transcript, 6 May 2022, PN7888     
1134 Transcript, 6 May 2022, PN7892     
1135 Transcript, 6 May 2022, PN7949- PN7954      
1136 Transcript, 6 May 2022, PN7954-PN7955       
1137 Transcript, 6 May 2022, PN8007    
1138 Transcript, 6 May 2022, PN7975 
1139 Transcript, 6 May 2022, PN7976     

5152



(iii) As to the use of “validation”, Ms Heenan accepted that the units of 

competency in Certificate III such as “Support Independence and Wellbeing” 

helped confirm she was “on the right track” in the performance of her role.1140 

She accepted an example of this was when she employed skills that 

prioritise the independence of clients and seek to empower them.1141 

 

(viii) Environment - Conditions under which Work is Done 

2.316 Warramunda provides home care services to clients that are HCP and NDIS funded. It also 

has a residential aged care facility. Ms Heenan does not work in the facility.1142 

2.317 As to the conditions under which work is done, Ms Heenan gave the following evidence: 

(a) Risk Assessment. During cross-examination, Ms Heenan gave evidence that 

Warramunda organise a risk assessment of a client home prior to care services 

being provided and “then they have 12‑monthly ones where we take a form out and 

we have certain things to check off, such as, you know, power points and leads”.1143 

As part of that check, the shower and different aspects of the home environment 

that a career might have to be involved in would be inspected.1144 

(b) Mobility Aids. In Ms Heenan’s second statement she referred to physical demands 

associated with a client that requires a wheelchair.1145 During cross-examination, 

she accepted that the wheelchair assists with moving a client around with mobility 

issues. Further that absent a wheelchair there would be “much increased difficultly 

in moving a person with that level of immobility”.1146 

  

1140 Transcript, 6 May 2022, PN7977     
1141 Transcript, 6 May 2022, PN7978     
1142 Statement of Theresa Heenan dated 20 October 2021 [58]-[59]. 
1143 Transcript, 6 May 2022, PN8016     
1144 Transcript, 6 May 2022, PN8017-PN8018    
1145 Transcript, 6 May 2022, PN8009; Second Statement [8]. 
1146 Transcript, 6 May 2022, PN8010-PN8011      
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(v) Lillian Grogan -- Care Coach -- Australian Unity 

(i)  Period of Service in role 

2.318 8 months. Ms Grogan has worked in the Care Coach role for approximately 8 months1147. 

Ms Grogan also undertakes home carer duties.  

 

(ii) Period of Service in Industry 

2.319 18 years. Ms Grogan has worked in the industry for 18 years1148.  

 

(iii) Qualifications and Training 

2.320 Certificate III. Ms Grogan holds a Certificate in Aged Care Skills cand Certificate III in aged 

and community care1149.  

2.321 Ms Grogan states that she has clinical training by the head nurse of her employer which 

has allowed Ms Grogan to undertake tasks such as “monitoring blood glucose levels, bowel 

care, urinary care, medication”1150 

 

(iv) Submissions as to Weight 

1.1 COVID. To the extent that Ms Grogan’s evidence addresses the impact of pandemic, we 

rely upon submissions at Section 5. 

 

(v) The Nature of the Work Performed 

2.322 Ms Grogran provides direct care which can range from “dusting shelves to helping someone 

die, and everything in between”1151  

2.323 Ms Grogan describes her care coach role as being  

a mentoring role, so, within care - as a care worker coach I go out with other care workers 

that are new to the job and give them some on-the-job - sign them off as an on-the-job 

training sort of thing.  Plus I also support existing care workers in their role if they are having 

any issues with client issues or other work related issues where they just want to talk to 

someone who does a similar job to what they do1152 

1147 Witness statement of Lillian Grogan, date 20 October 2021 at [3] 
1148 Witness statement of Lillian Grogan, date 20 October 2021 at [1] 
1149 Witness statement of Lillian Grogan, date 20 October 2021 at [3] 
1150 Transcript dated 10 May 2022 at PN11266 
1151 Witness statement of Lillian Grogan, date 20 October 2021 at [18] 
1152 Transcript dated 10 May 2022 at PN11250 
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(vi) Supervision 

2.324 In terms of supervision in her role as care coach, Ms Grogan states: 

We have quite a few people we can call upon.  I have my supervisor - my people leader is 

my supervisor.  Then there's the branch manager.  We also have contact with the 

organisational head nurse who runs the coaching program, and we also – we have a team 

set up where we have channels with other coaches so we can call on each other for help as 

well.1153 

2.325 If Ms Grogan needs clinical assistance, she will go to the nurse who works in her branch1154. 

2.326 Tears/Bruises. If Ms Grogan notices a skin tear on a client she will “straight back to the 

service coordinator as the first point of reporting to”1155, the “service coordinator, who then 

would pass it on to the nursing staff.”1156  

2.327 Falls. If a client has a fall Ms Grogan has to “all an ambulance straightaway, and you know, 

follow the direction of the Triple 0 call, and then report back to the office directly 

straightaway once it's happened.”1157 

2.328 Non-response. There is a procedure for non-response from a client, Ms Grogan will “have 

to report that.  We can't leave the client's home until we have contacted the office and 

reported it to them, and we have to wait for them to either contact that person's emergency 

contact before we can leave, and they'll get back to us and say no, it's okay for you to go 

on to your next job or something like that.’1158 

 

(vii) The Level of Responsibility or Skill Involved in doing the Work 

2.329 Medications.   

(a) Ms Grogan “can only distribute medications out of a blister pack”1159, when pressed 

further, she agreed that this meant that she prompts and assists clients with their 

medications by removing them from the Webster-pak, put them in a cup to prompt 

the client to take the tablet1160 

(b) Ms Grogan can assist with eye and ear drops1161 

1153 Transcript dated 10 May 2022 at PN11255 
1154 Transcript dated 10 May 2022 at PN11264 
1155 Transcript dated 10 May 2022 at PN11286 
1156 Transcript dated 10 May 2022 at PN11284 
1157 Transcript dated 10 May 2022 at PN11287 
1158 Transcript dated 10 May 2022 at PN11294 
1159 Transcript dated 10 May 2022 at PN11275 
1160 Transcript dated 10 May 2022 at PN11277 
1161 Transcript dated 10 May 2022 at PN11278 
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(c) Ms Grogan can assist with catheters by “making sure the site's clean, reporting back 

if things don't look right.  We change the bag - empty the bag, night bag; put it in 

day/night bags”1162 

2.330 Progress notes. Ms Grogan puts progress notes into the Procura app after every service. 

Hazards are also recorded in DoneSafe1163. These notes go to the service coordinator then 

the branch manager1164. In terms of content, this will depend on the “care plan, how up to 

date their care plan is, or if something's changed from their care plan then I always report 

things back that we may have done that's not actually in their care plan, so that they know 

that that's a regular thing.  But most of the time there is a (indistinct) note at the end of the 

service, yes.”1165  

2.331 Communication. Ms Grogan states that “you need to know how to communicate to a high 

level”1166 

2.332 Patience. Ms Grogan states that you need patience to understand the client as they might 

not tell you the issues.  

2.333 Interpersonal Skills. Ms Grogan states that “you also need highly developed interpersonal 

skills to deal with clients’ families who may be overbearing, or negative family dynamics (for 

instance if the client does not believe that they need the care but their children 

disagree).1167” 

 

(viii) Environment - Conditions under which Work is Done 

2.334 Safety. Ms Grogan states that she doesn’t think that she has “felt too unsafe within my 

workplace”, however, she does have “some clients with behavioural issues, which can be 

a bit scary at time”1168 

2.335 Ms Grogan has a procedure for when she feels unsafe “Yes, well, like we can report that to 

again - but after hours we do - now we do have an after hours call number, which we never 

used to have, so that's an improvement, but I guess the procedure is to try and not - just be 

able to just leave if you can, if it's an unsafe house.  Like if you feel like you're being - going 

to be attacked by someone, you know, try and just get out of the house.”1169 

1162 Transcript dated 10 May 2022 at PN11281 
1163 Transcript dated 10 May 2022 at PN11298 
1164 Transcript dated 10 May 2022 at PN11296 
1165 Transcript dated 10 May 2022 at PN11298 
1166 Witness statement of Lillian Grogan, date 20 October 2021 at [20] 
1167 Witness statement of Lillian Grogan, date 20 October 2021 at [19] 
1168 Transcript dated 10 May 2022 at PN11303 
1169 Transcript dated 10 May 2022 at PN11304 
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Risk Assessment. Ms Grogan states “we do get involved in risk assessments in that we 

are risk assessing every time we go into someone's house because it changes from one 

visit to the next.  So it is our responsibility to always report back anything that's changed 

within that household or within that dwelling, within that person's conditions or whatever.  

So I would say we're very involved in risk assessing because we do it every day”1170   

 

  

1170 Transcript dated 10 May 2022 at PN11301 
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3. HOME CARE EMPLOYEE: COORDINATOR 

(i)  Period of Service in Role 

3.1 4 years. Mr Peter Doherty gave evidence as to his experience working as a Coordinator at 

St Andrews Community Care. Mr Doherty has worked in this role for four years1171. 

 

(ii)  Period of Service in Industry 

2.336 4 years. Mr Doherty has four years directly in the industry. Prior to this, Mr Doherty worked 

as: 

(a) Lead Organiser running the in-bound call centre in the Western Australian Branch 

of the Union between 2008 and 20101172; 

(b) Organiser for the Queensland Branch of the Union between 2011 and 20121173; 

(c) Regional Organiser for the Far North Coast of NSW in 2012 until 20171174. 

2.337 Mr Doherty describes the focus of his Regional Organiser role as being “home care workers 

and school cleaners”1175. 

 

(iii) Qualifications and Training 

2.338 Diploma. Mr Doherty has a Diploma in Business Studies1176 

 

(iv) Submissions as to Weight   

2.339 The following aspects of Mr Doherty’s evidence should attract little (if any) weight: 

(a) Enterprise Agreement. Mr Doherty compares his rate of pay under the SCHADS 

award to the rate of pay which would be applicable to him, should he be covered by 

the St. Andrew’s Village Ballina, Ltd., NSWNMA and HSU NSW Enterprise 

Agreement 2017-2020. Respectfully, this is matter which is not relevant to a work 

value consideration as the rates under the Agreement are a negotiated amount and 

should be given little to no weight. 1177 

1171 Witness Statement of Peter Doherty, dated 28 October 2021 at [2] 
1172 Witness Statement of Peter Doherty, dated 28 October 2021 at [6] 
1173 Witness Statement of Peter Doherty, dated 28 October 2021 at [7] 
1174 Witness Statement of Peter Doherty, dated 28 October 2021 at [7] 
1175 Witness Statement of Peter Doherty, dated 28 October 2021 at [8] 
1176 Witness Statement of Peter Doherty, dated 28 October 2021 at [16] 
1177 Witness Statement of Peter Doherty, dated 28 October 2021 at [20] - [25] 
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(b) Staffing. Mr observes that his job is increasingly difficult due to not being able to 

recruit staff due to low wages and the cost of petrol. Whilst Mr Doherty’s opinion is 

that this is the root cause of the issue, he has not provided supporting evidence to 

support his claim. Therefore, little to no weight should be given to this evidence.1178  

(c) Acting up. Mr Doherty states that he has been required to act up, and has been 

given extra duties to perform, although there is no scope in the Award for an 

increase in pay. Whilst this may be frustrating, these are not matters relevant to 

setting a minimum rate of pay.  

 

(v)  The Nature of the Work Performed 

2.340 Mr Doherty describes the work as being the “front line”1179 for enquiring about home care 

packages. Me Doherty will “triage” an inquiry before a home care package coordinator will 

do an assessment to determine the needs of the client1180: 

Yes, basically we've got a form that we fill out and we email it to those guys and explain - 

they've already got a package with another provider, they want to come to us or, yes, they'll 

explain. So we do that initial triage, obviously (1) to make sure it's something that we can 

actually deliver on and then it goes to the next stage that they would actually then make the 

phone call and generally they would go and meet them in the home and do that first initial 

assessment.1181 

 

(vi) Supervision 

2.341 Mr Doherty’s manager is the Director of Community Care1182, however he states that he 

doesn’t get a lot of “supervision or support”1183. 

 

  

1178 Transcript dated 5 May 2022, at PN6347; Witness Statement of Peter Doherty, dated 28 October 2021 at [123] - 

[131] 
1179 Transcript dated 5 May 2022, at PN6051 
1180 Transcript dated 5 May 2022, at PN6048 
1181 Transcript dated 5 May 2022, at PN6053 
1182 Witness Statement of Peter Doherty, dated 28 October 2021 at [146] 
1183 Witness Statement of Peter Doherty, dated 28 October 2021 at [147] 
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(vii) The Level of Responsibility or Skill Involved in doing the Work 

2.342 It is the home care package coordinator who will discus how the funding works, gather what 

the needs of the resident are, write the care plan1184 and undertake a risk assessment1185. 

However: 

(a) if there are clinical needs that need to be assessed then “an RN would go and do 

an initial assessment and, yes, ascertain whether RN visits are needed under a 

package”1186  

(b) sometimes an OT will do an assessment as well1187 to see if there is any 

modifications for the home1188 

2.343 Rostering. Mr Doherty is responsible for his own “region” (covering Byron Bay down to 

Wardell, including Ballina/Lennox Head).1189 This involves preparing a roster for 50 care 

workers. He states that the roster is his “one of the biggest stresses of my fortnight.”1190 

2.344 The rostering program will allocate shifts that are regular, whereas Mr Doherty will then 

roster unallocated shifts. These shifts may arise when there is a new client or a carer is on 

leave1191. Mr Doherty will then check the roster “to check that the industrial requirements 

are being adhered to”1192.  

2.345 Throughout the roster period, Mr Doherty will need to make changes to it on a daily basis1193 

2.346 As there is CDC, Mr Doherty needs to “balance the often competing interests and 

expectations of our clients, my superiors, and the care workforce – and at the same time 

ensure the Award is complied with in terms of breaks and overtime.”1194 

2.347 Mr Doherty would let his staff know about the client’s home or if there is anything they need 

to be aware of through the system:  

so we would modify and put stuff on, you know, be aware of the dog or you know, or any of 

the, you know, stuff around.  You know, okay, there's 10 steps up there and all them kind of 

things that would obviously make it easier for the care worker to do the job.  You know, 

everything from, you know, it's like hey, they're in the granny flat, not in the main house.  The 

1184 Transcript dated 5 May 2022, at PN6049 
1185 Transcript dated 5 May 2022, at PN6066 
1186 Transcript dated 5 May 2022, at PN6064 
1187 Transcript dated 5 May 2022, at PN6084 
1188 Transcript dated 5 May 2022, at PN6085 
1189 Witness Statement of Peter Doherty, dated 28 October 2021 at [46] 
1190 Witness Statement of Peter Doherty, dated 28 October 2021 at [69] 
1191 Witness Statement of Peter Doherty, dated 28 October 2021 at [54] - [56] 
1192 Witness Statement of Peter Doherty, dated 28 October 2021 at [58] 
1193 Witness Statement of Peter Doherty, dated 28 October 2021 at [10] 
1194 Witness Statement of Peter Doherty, dated 28 October 2021 at [60] 
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access to this is,  you know, this or you know, or the road up there is a difficult road to get 

up to.  So any information that is, you know, to make the job easier for the care worker to 

deliver care we would then put on the system to say yes, which they would then access via 

their phones when they're doing the job, yes.1195 

2.348 Care Plan. Mr Doherty’s input into the care planning is having initial conversations with the 

client. Mr Doherty will tell the RN or the home care package consultant that “This is what 

I've been advised” by the client1196 

2.349 Managing Clients and complaints. Mr Doherty will assist clients with their queries and 

complaints. These can take up to 40 minutes to address and they could receive between 

40 to 120 calls per day1197 

(a) This includes helping a client that calls about a carer running late1198;  

(b) If there is a complaint, he will undertake the initial triaging. If the matter is simple, 

such as a client complaining about a part of the service (ie dusting) not being 

performed he may be able to resolve it. If it is a serious matter such as theft he will 

take down the details to escalate the complaint to his boos for investigation1199; 

(c) If the query is about their services, he will triage it and refer the client to the home 

care coordinator or RN1200; 

(d) If  the query is about arranging transport or a one off additional service, Mr Doherty 

will book this;1201 

(e) Billing queries go to finance1202;  

(f) Queries from family members may be resolved by Mr Doherty, but if it is about 

“clinical or plan basis, we triage and refer them on”1203. 

2.350 Managing and Supervision of home carer. Mr Doherty receives calls from home care 

workers, either as an update (the carer is running late), to manage issues that arose during 

the service or if there has been a client decline. In this respect: 

1195 Transcript dated 5 May 2022, at PN6083 
1196 Transcript dated 5 May 2022, at PN622 - PN6263 
1197 Witness Statement of Peter Doherty, dated 28 October 2021 at [78], [85] and Transcript dated 5 May 2022, at 

PN6295 
1198 Witness Statement of Peter Doherty, dated 28 October 2021 at [81] 
1199 Witness Statement of Peter Doherty, dated 28 October 2021 at [82] 
1200 Witness Statement of Peter Doherty, dated 28 October 2021 at [83] 
1201 Witness Statement of Peter Doherty, dated 28 October 2021 at [83] 
1202 Witness Statement of Peter Doherty, dated 28 October 2021 at [83] 
1203 Witness Statement of Peter Doherty, dated 28 October 2021 at [84] 
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(a) If the decline in the resident is severe he would  send “it straight to the RNs, so both 

the director of care and the RN, and say hey, look, there's a severe need, or there's 

a severe wound or something”1204; 

(b) Mr Doherty would “say to our director of care, look, a care worker has advised me 

that they need extra time, are you okay for me to make the shower time, you know, 

35 minutes, yes’1205 before rostering extra time; 

(c) Mr Doherty sometimes will be the person to advise a client to call 000 if the RN 

cannot be contacted in the first instance1206; 

(d) Mr Doherty will walk the carer through the no response plan if the client does not 

answer the door.  

(e) This may take “anywhere from couple of minutes to an hour to deal with. A call may 

involve multiple calls to multiple other places to sort out – particularly if it has an 

impact on the roster” 

(f) Mr Doherty states that he “performance manages” less serious issues with carers. 

During Cross examination, Mr Doherty stated “look, ultimately it goes to the director 

of community care.  We certainly - if things are raised, we certainly get involved in 

giving direction to the care workers.1207“ 

(g) Reporting. Mr Doherty completes reporting for the Director of Community Care 

once a month.  

 

(viii) Environment - Conditions under which Work is Done 

2.351 Mr Doherty describes the work as challenging and being under constant pressure1208.  

  

1204 Transcript dated 5 May 2022, at PN6309 
1205 Transcript dated 5 May 2022, at PN6311 
1206 Witness Statement of Peter Doherty, dated 28 October 2021 at [96] 
1207 Transcript dated 5 May 2022, at PN6264 
1208 Witness Statement of Peter Doherty, dated 28 October 2021 at [141 
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4. HOME CARE EMPLOYEE: TEAM LEADER 

(i)  Period of Service in Role  

2.352 2 years. Ms Seifert gave evidence as to her experience as a Team Leader at Illawarra 

Retirement Trust. She has worked in her position for two years1209.  

 

(ii)  Period of Service in Industry 

2.353 2 years. Ms Seifert previously worked in a disability group home1210.  

 

(iii) Qualifications and Training 

2.354 Diploma.  Ms Seifert holds the following qualifications1211: 

(a) a Certificate III in Disability work; 

(b) a Certificate IV in Home and Community Care;  

(c) a Certificate IV in Service Coordination (Ageing and Disability); 

(d) Diploma of Disability  

2.355 Ms Seifert has also completed the following training1212: 

(a) Mental Health First Aid Course  

(b) Smoking Care Training  

(c) training in Disability, Sexuality & Responding to Abuse and Neglect of People  

(d) Working with People who have an Intellectual Disability and Dementia training; 

(e) Government training – Aged Care Statement of Attainment 2 

2.356 Ms Seifert also undertakes yearly training in CPR, manual handling, fire safety. Ms Seifert 

undertakes first aid training every three years.1213 

 

 

  

1209 Witness statement of Lorri Seifert, dated 6 October 2021 at [2] 
1210 Witness statement of Lorri Seifert, dated 6 October 2021 at [5] 
1211 Witness statement of Lorri Seifert, dated 6 October 2021 at [12] - [14] 
1212 Witness statement of Lorri Seifert, dated 6 October 2021 at [17] 
1213 Witness statement of Lorri Seifert, dated 6 October 2021 at [17] 
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(iv) Submissions as to Weight   

2.357 Disability Care Comparison. Ms Seifert compares her rate of pay to what she was paid 

while working in a disability group home. Ms Seifert would’ve been performing work within 

the SAC’s stream of the Award and therefore her rates were subjected to the ERO. As such, 

any comparison to these rates should be given little weight1214.  

2.358 Salary. Ms Seiferts concerns about her being “worse off” under the Salary Arrangement 

are not a matter which is relevant to a work value consideration. This appears to be an 

award compliance issue.  

2.359 Recruitment. Ms Seifert discusses the difficulties with recruiting home carer’s into her 

employer. Respectfully, this is Ms Seifert’s opinion of the issues her employer is facing and 

should be given little to no weight1215.  

 

(v)  The Nature of the Work Performed 

2.360 Ms Seifert describes her role as largely office based1216. She notes that she is also required 

to visit client homes as a “random home visit” with carer’s twice per week1217. 

2.361 Ms Seifert works with two other team leaders, who look after around 100 care workers1218. 

There is also three RN’s who conduct assessments and attend to wound care and one 

EN1219 

 

(vi) Supervision 

2.362 Ms Seifert’s direct reports are the Business Manager and Operations Manager for the Far 

South Coast1220. She acknowledges that she does “have a lot of support” however she 

works “mostly autonomously and am responsible for the decisions”1221 

 

  

1214 Witness statement of Lorri Seifert, dated 6 October 2021 at [8] - [10] 
1215 Witness statement of Lorri Seifert, dated 6 October 2021 at [121] - [133] 
1216 Witness statement of Lorri Seifert, dated 6 October 2021 at [36] 
1217 Witness statement of Lorri Seifert, dated 6 October 2021 at [37] 
1218 Witness statement of Lorri Seifert, dated 6 October 2021 at [38] 
1219 Witness statement of Lorri Seifert, dated 6 October 2021 at [33] 
1220 Witness statement of Lorri Seifert, dated 6 October 2021 at [144] 
1221 Witness statement of Lorri Seifert, dated 6 October 2021 at [145] 
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(vii) The Level of Responsibility or Skill Involved in doing the Work 

2.363 Supervision of Staff. 

(a) Ms Seifert describes her supervisory duties as “direct and indirect in nature”1222 

examples of this include: “my indirect supervisory duties include time keeping and 

roster checks, and my direct supervisory duties include attendance at home visits 

with carers, and fielding phone call enquiries from carers throughout the day”1223; 

(b) Ms Seifert monitors the home carers movements against the roster1224, she checks 

the time entries from the home carers for the day prior to check for “any anomalies 

that need fixing or following up”1225. Ms Seifert will need to verify the reason for the 

anomaly. 

(c) Ms Seifert will check the kilometres and if there are any concerns (ie missing 

entries), she will advise the home carer to log these1226.  

(d) Ms Seifert will attend client’s homes (subject to COVID) where she will “check on 

care workers’ skills and training needs, and to check in with customers oneto-one 

to see if they are happy with the services IRT is providing or whether they require 

any additions or changes”1227 additionally Ms Seifert will also check “that the carer 

has arrived on time, is wearing the correct uniform and their badge, and is in the 

correct PPE”  and whether they may need further training in manual handling1228. 

(e) She is the first point of contact for all staff related issues. Customer related issues 

are to be referred to the customer relations manager. 1229 

(f) Ms Seifert is responsible for approving leave1230  

2.364 Meetings. Ms Seifert chairs a meeting with the teams three times per month (noting that 

other team leaders are involved but do not chair the meeting)1231.  

2.365 Ensuring Staff Service Requirements are Up to Date. Ms Seifert needs to ensure that 

her home carer’s mandatory licences and qualifications. Ms Seifert will run a report monthly 

1222 Witness statement of Lorri Seifert, dated 6 October 2021 at [49] 
1223 Witness statement of Lorri Seifert, dated 6 October 2021 at [50] 
1224 Witness statement of Lorri Seifert, dated 6 October 2021 at [51] 
1225 Witness statement of Lorri Seifert, dated 6 October 2021 at [57] 
1226 Witness statement of Lorri Seifert, dated 6 October 2021 at [67] 
1227 Witness statement of Lorri Seifert, dated 6 October 2021 at [73] 
1228 Witness statement of Lorri Seifert, dated 6 October 2021 at [76] 
1229 Witness statement of Lorri Seifert, dated 6 October 2021 at [80] 
1230 Witness statement of Lorri Seifert, dated 6 October 2021 at [80] 
1231 Witness statement of Lorri Seifert, dated 6 October 2021 at [86] 
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for each the particular licences and qualifications she wants to check. She will then either 

arrange for training or remind them when expiry is approaching1232 

2.366 Staff development. Ms Seifert is responsible for the staff development of her team. She 

will conduct an assessment of the work, review the employees self assessment then 

arrange “a chat to talk about any areas of difference between the two assessments, and 

generally any issues or concerns or potential areas of development”1233 

2.367 Disciplinary. Ms Seifert is responsible for the disciplinary processes  (from conducting the 

investigation to sending out outcome letters1234) for her employees. This could be from 

having a conversation with a home carer about the “carer has not worn the appropriate 

uniform on a given day”1235 or a more serious matter such as stealing, which Ms Seifert will 

“seek advice from my Business Manager and the HR department”1236.  

2.368 WHS. Ms Seifert is “responsible to ensure my team are aware of all work health and safety 

procedure”1237. In this respect she receives “an email notification for the hazard or incident. 

I follow up with the customer relations manager of the customer, and the staff member 

involved, and make sure the proper procedure is done. I investigate if required, and make 

sure safety concerns are followed up on. I then write a report on the actions taken”1238. 

2.369 Reporting. Ms Seifert provides reports to the “Business Manager, the Operations Manager 

or HR”1239 

 

1232 Witness statement of Lorri Seifert, dated 6 October 2021 at [94] - [102] 
1233 Witness statement of Lorri Seifert, dated 6 October 2021 at [103] - [105] 
1234 Witness statement of Lorri Seifert, dated 6 October 2021 at [113] 
1235 Witness statement of Lorri Seifert, dated 6 October 2021 at [108] 
1236 Witness statement of Lorri Seifert, dated 6 October 2021 at [109] 
1237 Witness statement of Lorri Seifert, dated 6 October 2021 at [116] 
1238 Witness statement of Lorri Seifert, dated 6 October 2021 at [117] 
1239 Witness statement of Lorri Seifert, dated 6 October 2021 at [134] 
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1. THE EMPLOYERS: INTRODUCTION  

1.1 In these proceedings, the Commission heard evidence on behalf of the employer interests. 

Those interests were comprised of executive and management of four aged care providers: 

(a) Warrigal;1 and 

(b) Buckland Aged Care Services (Buckland).2 

(c) Recruitment Solutions Group Australia.3 

(d) KinCare.4 

1.2 Together with the executive and management of the ACSA, a peak employer body in aged 

care.5  

1.3 Whilst each provider and/or employer body focused upon different aspects of aged care, 

collectively, they traversed the following topics:  

(a) the conditions / environment;   

(b) consumers of aged care; 

(c) composition of the aged care workforce; 

(d) qualifications and training;  

(e) work performed in residential aged care; 

(f) care work in home settings;  

(g) regulation within the aged care sector; and 

(h) funding within the aged care sector.  

1.4 The summary that follows will be built around those topics, which will be preceded by a 

profile of each provider’s operations and an outline of the role of the relevant witness.  

 

  

1 Mark Sewell, Chief Executive Officer, Warrigal; Kim Bradshaw, General Manager, Warrigal; Craig Smith, Executive 

Leader Service Integrated Communities, Warrigal; Emma Brown, Special Care Project Manager, Warrigal. 
2 Johannes Brockhaus, Chief Executive Officer, Buckland Aged Care Services. 
3 Sue Cudmore, Chief Operating Officer, Recruitment Solutions Group Australia 
4 Cheyne Woolsey, Chief Human Resources Officer at KinCare 
5 Paul Sadler, Chief Executive Officer at ACSA; Anna-Maria Wade, National Manager - Employee Relations and State 

Manager - NSW and ACT at ACSA. 
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2. THE EMPLOYERS: WARRIGAL  

 

2.1 Four witnesses gave evidence as to their experience working in aged care sector for 

Warrigal. Those witnesses are outlined below, together with an overview of their role, length 

of service and experience/qualification.6  

(a) Mark Sewell, Chief Executive Officer and Company Secretary.  

(i) Service. Ms Sewell has held both roles for around 13 years. He has been 

employed by Warrigal for 20 years.7  

(ii) Role. He is responsible for the overall operations of Warrigal. This includes 

being involved in day-to-day operations, providing support of operations 

lead, discussing operational matters, attending operational management 

meetings and reporting to a Board of Directors.8 

(iii) Experience/Qualifications. Prior to his current roles, he held the positions 

of deputy CEO and Operations Manager at Warrigal.9 His qualifications 

include a Master of Business Administration.10  

(b) Kim Bradshaw, General Manager at the Warrigal Stirling Residential Aged Care 

Facility (Stirling).11 Stirling is a 144-bed facility, with 135 residents.12 

(i) Service. She was appointed in December 2020.13  

(ii) Role. She is responsible for the operation of the entire facility including 

clinical care and wellbeing of the residents, catering, laundry and cleaning.  

(iii) Experience/Qualifications. Prior to this position, she acquired extensive 

experience in executive management in health care, she is also a hospital 

trained and degree qualified RN.14 

(c) Craig Smith, Executive Leader Service Integrated Communities.  

(i) Service. He was appointed in December 2015.15  

6 Further details as to prior experience and qualifications of each witness is provided with the statements filed. 
7 Statement of Mark Sewell dated 3 March 2022 [2] 
8 Statement of Mark Sewell dated 3 March 2022 [16]-[17] 
9 Statement of Mark Sewell dated 3 March 2022 [3] 
10 Statement of Mark Sewell dated 3 March 2022 [6] 
11 Statement of Kim Bradshaw dated 4 March 2022 [2] 
12 Statement of Kim Bradshaw dated 4 March 2022 [11] 
13 Statement of Kim Bradshaw dated 4 March 2022 [2] 
14 See Statement of Kim Bradshaw dated 4 March 2022 [4]-[7] 
15 Statement of Craig Smith 2 March 2022 [2] 
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(ii) Role. Mr Smith is responsible for the overall operations of Warrigal’s 

residential aged care facilities, villages and home care services.16 Part of his 

role is to lead the operational and compliance team as well as the wellness 

and lifestyle services of Warrigal.17 

(iii) Experience/Qualifications. Prior to this position, Mr Smith was General 

Manager at Lifestyle & Care North for the Illawarra Retirement Trust (2007-

2015. He has a Bachelor Degree in Commerce.18 

(d) Emma Brown, Special Care Project Manager.  

(i) Service. She was appointed in July 2019.19 However, she has worked with 

Warrigal since 2011.  

(ii) Role. Ms Brown is seconded into various roles throughout Warrigal to assist 

on projects, predominantly in residential aged care. For example, Quality 

and Compliance Project Lead and Aged Care Advisor.20  

(iii) Experience/Qualifications. Her qualifications include a Bachelor of 

Nursing.21 

2.2 Holding positions of executive leadership and/or management, each witness is well-

positioned to provide evidence about matters relating to operations, work conditions, the 

work performed, staffing and funding. The following profile of Warrigal is based on that 

evidence.  

  

16 Statement of Craig Smith 2 March 2022 [10] 
17 Statement of Craig Smith 2 March 2022 [13] 
18 Statement of Craig Smith 2 March 2022 [3]-[4] 
19 Statement of Emma Brown dated 2 March 2022 [2] 
20 Statement of Emma Brown dated 2 March 2022 [2], [9] 
21 Statement of Emma Brown dated 2 March 2022 [6] 

5171



The Provider: Warrigal  

 

Structure and Operations  

2.3 Warrigal is 55 years old and was started by volunteers from the local Rotary Club, Lions 

Club and other community groups in the Shellharbour region. The local Rotary Club, Lions 

Club and other community groups established a care home in 1967.22 

2.4 Warrigal retains its charitable status and community roots and its operations include: 

(a) eleven residential aged care facilities spread across the Illawarra, ACT, southern 

tablelands and southern highlands; 

(b) home care operations in Queanbeyan, Goulburn, Bundanoon and the Illawarra; 

(c) nine retirement villages connected to our residential aged care facilities; and 

(d) day-time respite services offered at some of their residential aged care facilities 

and accessed by either a fee for service arrangement or through the home services 

program (CHSP).23  

2.5 During cross-examination, Mr Sewell confirmed more than 1,500 people across all types of 

accommodation settings, not just retirement villages, access home care services provided 

by Warrigal.24 

2.6 Home care services can also be accessed by those living in the retirement villages through 

the home care package funding. When someone needs further support, they are 

encouraged to move into Warrigal’s residential aged care facilities for residential respite or 

permanent care. 25 

2.7 The residential care homes, home care services and retirement villages are operated in the 

one service team under the one operational management division.26 

2.8 The operational structure of Warrigal also includes a division dedicated to monitoring 

compliance to ensure that Warrigal Residential and Community services and Villages are 

compliant and offer a seamless service system for all our customers: “Operational Quality 

and Compliance Team”.27 The division started about 12 years ago with one person.  It has 

22 Statement of Mark Sewell dated 3 March 2022 [7]. 
23 Statement of Mark Sewell dated 3 March 2022 [8] 
24 Transcript, 12 May 2022, PN12887   
25 Statement of Mark Sewell dated 3 March 2022 [8] 
26 Statement of Mark Sewell dated 3 March 2022 [12] 
27 Statement of Craig Smith 2 March 2022 [13]-[14] 
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now grown to about seven or eight and is a central team assisting all our services.28 That 

team is led by Mr Smith.29 

2.9 The services offered by Warrigal are holistic for all people as they get older, both the frail 

elderly as well as the “Wellderly” (a description used by Mr Sewell to describe “those who 

need community living and emotional support but not personal care”).30 This includes 

looking not just after clinical needs, but also their spiritual, social and personal needs. To 

help achieve this Warrigal has chaplains, lifestyle and entertainment staff and initiatives 

such as courtyard gardens and front lobby cafés and a constant variety of social activities. 

Warrigal endeavour to meet the personal, clinical and health needs as well as elevate the 

happiness and socialisation needs of all consumers.31 

2.10 A key feature of operations referred to in evidence is the “Warrigal Way”. That describes a 

philosophy of care that operates across all Warrigal services, not just clinical care and 

safety, but ensuring engagement with and staying part of the community. Even in high care 

services, everyone is encouraged to be active, mobile, part of the community, to have 

visitors, partner in care with families, and encourage a high level of volunteering.32 

 

The Employees 

2.11 Warrigal employs around 1,500 employees and roughly 350 volunteers from the 

community. This is broken down to approximately: 

(a) 1,080 personal care workers / AINs; 

(b) 210 ENs and RNs; and 

(c) 245 other support employees, including allied health, lifestyle, hotel services.33 

2.12 As an example, at Stirling the employees include: 

(a) clinical care managers; 

(b) RNs; 

(c) AINs; 

(d) catering employees; 

28 Transcript, 12 May 2022, PN12903   
29 See Statement of Craig Smith 2 March 2022 
30 Statement of Mark Sewell dated 3 March 2022 [11] 
31 Statement of Mark Sewell dated 3 March 2022 [11] 
32 Statement of Mark Sewell dated 3 March 2022 [9]; See also Statement of Emma Brown dated 2 March 2022 [8] 
33 Statement of Mark Sewell dated 3 March 2022 [10]; Statement of Kim Bradshaw dated 4 March 2022 [16] 
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(e) kitchen employees; 

(f) maintenance employees; 

(g) administrative employees; and 

(h) lifestyle employees.34 

2.13 A detailed summary of the work performed by each position will be addresses separately 

(see below).  

2.14 During cross-examination, Mr Sewell confirmed that Warrigal have a process of designating 

a particular care worker as the experienced or leading team leader within each unit. He 

explained:  

“Some care workers are new entrants, others have a Cert III or are level 1 or level 

2, some have a Cert IV qualification, some even might be enrolled nurses.  So, there 

is an extensive hierarchy of carers and each shift lead, the RN on the shift, 

determines who would be in charge of that group of carers.”35 

 

Enterprise Agreement 

2.15 Warrigal operates under the Warrigal and NSW Nurses and Midwives’ Association, 

Australian Nursing and Midwifery Federation NSW Branch, and Health Services Union 

NSW/ACT Branch Enterprise Agreement 2017.36 

 

External Providers  

2.16 Warrigal does engage external services. For example, the majority of the Warrigal homes, 

are supported by an external palliative care provider, Palliative Aged Care Consultancy 

Services. This specialist provider is engaged by Warrigal to support consumers who 

need/may need palliative care.37 Warrigal also engage Physiotherapists and Occupational 

Therapists.38 

  

34 Statement of Kim Bradshaw dated 4 March 2022 [16] 
35 Transcript, 12 May 2022, PN12945   
36 Statement of Craig Smith 2 March 2022 [9], Annexure CS1 
37 Statement of Emma Brown dated 2 March 2022 [45] 
38 Statement of Mark Sewell dated 3 March 2022 [62] 
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The Environment  

 

Residential Aged Care  

2.17 The physical environment of residential aged care facilities has materially improved over 

the last two decades. The focus at residential aged care facilities is “ensuring the residents 

have their care and social needs met”.39 The facilities are now safer for both the residents 

and the employees.40 

2.18 At Warrigal, most residential aged care facilities are now more purpose built to meet the 

needs of the residents during the later stages of their lives. This includes:  

(a) wider hallways, single level, large single rooms with air conditioning, ergonomic 

wheelchair accessible ensuites;41   

(b) large internal recreation rooms and courtyards;42   

(c) the inclusion of café’s, meeting rooms and therapy rooms within the facility;43 and 

(d) throughout the rooms and the facilities, tables and chairs are now aged care specific, 

made to meet the functional needs of the residents.44 

2.19 Most of the facilities have secure dementia wards (not all). During re-examination, Mr Smith 

provided the following description: 

“So some of the older homes don't have a secure area.  So the secure dementia area is 

where there is a physical restraint with the doors that the residents cannot leave that 

particular area.  So the area is a separate section in the home, it can be from anywhere in 

Warrigal.  Our smallest is probably around 11 beds up to 25 beds.  So the residents in those 

areas will not be able to leave that area and go to other sections of the home.”45 

2.20 Mr Smith gave evidence about the removal of restraints from facilities, for example “bed 

rails”. He confirmed that “other strategies in terms of looking after the resident” have been 

implement following the removal of bed rails: 

“Yes, often the beds are changed so they're put on a low, low bed so the bed is a lot closer 

to the ground with a crash mat next to the bed so if the resident does roll off they're only 

falling, you know, less than the size of a bed mattress onto a mat next to the bed, so rather 

than having the rails in place, a lot of the residents now have the beds a lot closer to the 

ground for their safety.”46 

  

  

39 Statement of Mark Sewell dated 3 March 2022 [65] 
40 Statement of Mark Sewell dated 3 March 2022 [58] 
41 Statement of Mark Sewell dated 3 March 2022 [59]; See Statement of Emma Brown dated 2 March 2022 [41]-[42]; 

Statement of Craig Smith 2 March 2022 [68]-[69]. 
42 Statement of Mark Sewell dated 3 March 2022 [59]; See Statement of Emma Brown dated 2 March 2022 [41] 
43 Statement of Mark Sewell dated 3 March 2022 [65] 
44 Statement of Mark Sewell dated 3 March 2022 [63] 
45 Transcript, 12 May 2022, PN13304   
46 Transcript, 12 May 2022, PN13306   
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Home Care 

2.21 A carer usually works alone in a client’s home.47 However, no employee is working 

unsupervised or without prompt access to support. 48 They are being supervised, in a 

different manner (as the supervision is not in person), by the home care manager or a 

coordinator who is a phone call away.49 

2.22 The issues faced by employees in home care, due to the environment not being a 

workplace, have always been prevalent.50 The following is noted: 

(a) Employees provide care in the homes of clients, which may be houses and/or 

apartment.51  

(b) Being the client’s home, the conditions will include all the complications of the 

client’s own domestic environment (for example, old bathrooms and kitchens, steps 

in the house).52  

(c) Apartments are generally better quality internal environments, but the access 

arrangements can create a challenge for staff to quickly and easily get in sometimes 

(namely, being located within apartment buildings).53 

2.23 As mentioned, home care employees are supervised in a different manner as the 

supervision is not direct or in person. They can contact the relevant person and usually get 

a response within 15 minutes. The changes in technology, such as video and picture 

messaging, have also meant that there are more methods for consultation and 

supervision.54 

2.24 At Warrigal, no home care employee needs to make a serious decision without support or 

supervision. This is because: 

(a) All home care employees are trained in assessing risks. They are guided by Warrigal 

policies from the time they enter the home, to turning on switches and noticing 

changes in the consumer.55 

(b) They can contact the home care manager or a coordinator and usually get a 

response within 15 minutes. Additionally, changes in technology, such as video and 

47 Statement of Mark Sewell dated 3 March 2022 [119] 
48 Statement of Mark Sewell dated 3 March 2022 [121] 
49 Statement of Mark Sewell dated 3 March 2022 [120] 
50 Statement of Mark Sewell dated 3 March 2022 [69]. 
51 Statement of Mark Sewell dated 3 March 2022 [66] 
52 Statement of Mark Sewell dated 3 March 2022 [66] 
53 Statement of Mark Sewell dated 3 March 2022 [66] 
54 Statement of Mark Sewell dated 3 March 2022 [120] 
55 Statement of Mark Sewell dated 3 March 2022 [122], Annexure MS-03; Statement of Kim Bradshaw dated 4 March 

2022 [13] 
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picture messaging, have also meant that there are more methods for consultation 

and supervision.56 

2.25 A carer, in most circumstances, is not required or expected to make a judgement call 

regarding a matter outside of their scope of work without first consulting a supervisor. 

Unless it is an emergency situation (such as calling an ambulance). 57 

Risk Assessment 

2.26 During cross-examination, Mr Sewell accepted that because of the increased frailty and the 

health conditions of home care consumers generally, there are also more safety concerns 

for the resident that the home care worker would need to be alive to in dealing with the 

home environment that the consumer lives.58 For that very reason, he said, the following 

occurs:  

(a) “every new home care customer has a safety risk assessment done on them and 

their home before our care workers provide the service and Warrigal provides a 

home maintenance and home modification service to adjust the environment to 

make it safer”;59 and 

(b) home care workers are expected to be observant and “report additional safety 

issues or emerging safety issues to their supervisor immediately”.60 Following the 

care worker raising the issues, it would often be “the coordinator of the service and 

the family, the primary relatives or substitute decision-makers may also be involved 

in that discussion”.61 

2.27 In addressing issues, in contrast to residential aged care, Mr Sewell also said “[m]uch more 

creative problem-solving though [is required] in a person's own home because they usually 

don't have those mechanical aids to assist in the same way as a purpose-built residential 

care home”.62 As an examples of that “creativity” he referred to the following:  

(a) a carpenter creating a “grab rail” next to the bed “so that the person, even though 

their bedroom may have been not able to take a hospital bed, they can use that grab 

rail to get in and out of the bed more safely”;63 and 

56 Statement of Mark Sewell dated 3 March 2022 [120] 
57 Statement of Mark Sewell dated 3 March 2022 [123] 
58 Transcript, 12 May 2022, PN12978 
59 Transcript, 12 May 2022, PN12978 
60 Transcript, 12 May 2022, PN12979 
61 Transcript, 12 May 2022, PN12982 
62 Transcript, 12 May 2022, PN12980 
63 Transcript, 12 May 2022, PN12981   
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(b) “a change to the kettle, so not a dial which can stay on, an electric one that cuts off, 

might be used if it's either dry or boiled”.64 

 
Technology  

2.28 There are two forms of technological advancements that have been incorporated into the 

operations of Warrigal: 

(a) Mechanical and Mobility Aids; and 

(b) Software and Computers.  

Mechanical and Mobility Aids  

2.29 Mechanical and Mobility Aids include lifters and electric beds. At Warrigal:  

(a) There has also been an expansion in mechanical aids such as lifters and electric 

beds. Warrigal has gone from 10% of residents in hospital style beds, to now having 

100% electric beds over the last 10 years.65 

(b) Electric lifters are now available for all employees to assist them to lift heavy and 

immobile residents. No employee should undertake a single person lift anymore, 

especially not without a mechanical aid.66 

(c) Warrigal spends more than $200,000 per year on new and replacement equipment 

(such as lifters, high-lo beds) within its homes to assist the care staff with their 

duties.67 

2.30 The availability and use of Mechanical and Mobility Aids is supported by the Warrigal 

Manual handing procedure.68  

Software 

2.31 At Warrigal, the following forms of technology have been integrated into facility systems and 

practices: 

(a) online or app based internal training; 

(b) Apps (Ento) for rostering; 

(c) Electronic visitor management systems; 

64 Transcript, 12 May 2022, PN12981   
65 Statement of Mark Sewell dated 3 March 2022 [60]; see also Statement of Emma Brown dated 2 March 2022 [51]-

[52] 
66 Statement of Mark Sewell dated 3 March 2022 [61] 
67 Statement of Mark Sewell dated 3 March 2022 [64]. 
68 Statement of Emma Brown dated 2 March 2022, Annexure EB-07 
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(d) Laptops for the nurses’ station; and 

(e) iPad’s for medication and wound management.69 

2.32 The current digital systems that Warrigal have in place are: iCare care records, Med Mobile 

medication management, Epicor client billing and records, eStaff Payglobal payroll, Ento 

rostering, eProperty Mex asset maintenance, Whisper text messaging, Explore inline 

training, Microsoft Outlook email, Chrome web browser, Zoom online meetings and 

webinars, etc.70 

2.33 The implementation and improvement of software has evolved over the years at Warrigal. 

A few years ago, the corporate systems were very complicated.  Now, most are user friendly 

systems and staff need less training on how to use our systems that are mostly intuitive to 

use.71 Ms Brown considers “this has made the work of employees easier, quicker and more 

user friendly.”72 

2.34 During cross-examination, Mr Sewell gave the following evidence: 

(a) iCare. He noted that iCare has been used in Warrigal for at least 10 years, with a 

progressive rollout home by home. Most documentation is stored in that system. He 

also noted that it is an external software system “where the operators are aware of 

the aged care reporting requirements and have it upgraded on a regular basis to 

accommodate the reporting requirements”.73 

(b) iPad. He noted that the care workers share an iPad, with usually one per “small 

team” (being 2-3 people “looking after a neighbourhood of people who live there”). 

Usually the most senior care worker in the team will have the iPad with them and 

use it for immediate documentation completion. “Other care workers may tell that 

person what they need to complete, or they may save their completing records until 

the end of the shift where they go to the staff room or the staff portal and write into 

the computer their records”.74 

  

69 Statement of Emma Brown dated 2 March 2022 [82] 
70 Statement of Mark Sewell dated 3 March 2022 [87] 
71 Statement of Mark Sewell dated 3 March 2022 [85] 
72 Statement of Emma Brown dated 2 March 2022 [83] 
73 Transcript, 12 May 2022, PN12937-PN12941 
74 Transcript, 12 May 2022, PN12943   
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The Residents  

 

2.35 The following are features of the consumers entering into residential aged care at Warrigal:  

(a) Due to an increase in home packages, the residents are entering residential aged 

care with their most acute needs (i.e. they can no longer get their needs met with a 

home care package).75 

(b) They are now older, clinically frailer, less mobile and with more complicated health 

conditions than two decades ago.76 This has led to an increase in the use of 

mechanical aids.77 

(c) A large portion of our customers have dementia, cognitive conditions or mental 

health issues.78 This has also led to an increase in difficult behaviours due to this 

change in resident acuity.  

(d) There has also been an increase in consumers who need palliative care (where the 

focus is to make them feel comfortable) and an increase in the number of consumers 

that are overweight and may have diabetes or be on dialysis.79 

(e) The residents often have limited support systems, Mr Sewell estimates that 

approximately “30% of our residential aged care residents receive no visitors”.80 

2.36 Warrigal is seeing a much shorter length of stay in residential aged care. The length of stay 

being a range of between 5 months to 22 months.81 The length of stay, however, has 

remained fairly steady over the last 10 years.82 Warrigal’s turnover of consumers has 

increased by 30% in the last 10 years.83 

  

75 Statement of Kim Bradshaw dated 4 March 2022 [14]. 
76 Statement of Mark Sewell dated 3 March 2022 [50]; Statement of Craig Smith 2 March 2022 [63]; Statement of 

Emma Brown dated 2 March 2022 [44] 
77 Transcript, 12 May 2022, PN12972   
78 Statement of Mark Sewell dated 3 March 2022 [51]; Statement of Kim Bradshaw dated 4 March 2022 [14]; Statement 

of Craig Smith 2 March 2022 [64]; Statement of Emma Brown dated 2 March 2022 [44] 
79 Statement of Emma Brown dated 2 March 2022 [44] 
80 Statement of Mark Sewell dated 3 March 2022 [54] 
81 Statement of Mark Sewell dated 3 March 2022 [56]. 
82 Statement of Craig Smith 2 March 2022 [65] 
83 Statement of Craig Smith 2 March 2022 [65] 
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Qualifications and Training  

 

Qualifications 

Personal Care Worker 

2.37 At Warrigal, a Certificate III is not a mandatory requirement for personal care workers but 

having and attaining that qualification is preferable. This is because a Certificate III provides 

employees with: 

(a) a minimum base line knowledge of what it is like to be in this care level position; and 

(b) an understanding of the philosophical foundation of aged care and the social and 

personal needs of those coming into care, which is required from day 1 in this role.84 

2.38 What a Certificate III cannot teach is the attitude and maturity required of this role that we 

are looking for in personal carers.85 Mr Sewell considers “the required time to be an 

experienced carer is around 3 years”. 86  

2.39 During cross-examination, Mr Sewell said: 

“Certificate III is a terrific training course to give the background and teach technical skills 

but it requires personal attributes of customer service and resilience and kindness that can't 

be taught so much but they're attributes and often they develop in people through a long‑term 

commitment to older people and their needs and we estimate that about three years people 

become very, very good at explaining why they do what they do and love what they do and 

we use them to talk to other people, new incoming staff who are considering a career in aged 

care.”87 

2.40 He confirmed that relational and communication skills are improved over time by employees 

during their employment.88 Equally, he extended that opinion to “[a]ny technical skill”, 

including showering, toileting and dealing with resident with complex needs.89  

2.41 Employees who do not have a Certificate III are trained internally and supported by Warrigal 

to achieve a Certificate III.90  

2.42 Mr Smith observed that “less and less employees [are] coming in at the non-qualified entrant 

level under the Enterprise Agreement”.91 

84 Statement of Mark Sewell dated 3 March 2022 [92]; Statement of Craig Smith 2 March 2022 [101] 
85 Transcript, 12 May 2022, PN12995-PN12996   
86 Statement of Mark Sewell dated 3 March 2022 [93] 
87 Transcript, 12 May 2022, PN12997   
88 Transcript, 12 May 2022, PN12998   
89 Transcript, 12 May 2022, PN13000   
90 Statement of Craig Smith 2 March 2022 [103] 
91 Statement of Craig Smith 2 March 2022 [100] 
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Nursing, General and Administration, Food Services 

2.43 There has been no change in the qualification requirement for our RNs, property service 

employees and cooks and chefs. 92 

Additional Support  

2.44 Warrigal also encourages employees to explore career progression. For example, 

employees are encouraged to: 

(a) achieve their Certificate IV in Aged Care;  

(b) become qualified in frontline team leadership; or 

(c) start their nursing career with Warrigal and get an EN or RN qualification.93  

 

Mandatory Internal Training  

2.45 Warrigal provides its employees with mandatory internal training. Mandatory training has 

always been required.94  

2.46 The majority of this training is now provided online via a series of modules, which employees 

are required to complete each year.95 Some training still requires an in-person competency 

assessment such as hand washing or manual handling.96 The online modules include: 

(a) Orientation to Warrigal; 

(b) COVID-19; 

(c) EEO, Discrimination, Bullying and Harassment; 

(d) Fire awareness and evacuation; 

(e) Infection control; 

(f) Privacy legislation; and 

(g) Serious Incident reporting.97 

2.47 Upon completion of an online module, employees can access their qualifications quickly, 

they are also uploaded into our systems automatically so there is no delay in this process.  

92 Statement of Mark Sewell dated 3 March 2022 [94] 
93 Statement of Mark Sewell dated 3 March 2022 [95] 
94 Statement of Mark Sewell dated 3 March 2022 [91] 
95 Statement of Mark Sewell dated 3 March 2022 [88]; Statement of Kim Bradshaw dated 4 March 2022 [23] 
96 Statement of Mark Sewell dated 3 March 2022 [90]; Statement of Craig Smith 2 March 2022 [104] 
97 Statement of Mark Sewell dated 3 March 2022 [89] 
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2.48 In recent years, there has been an increase in the number and type of mandatory training 

required due to regulatory changes and changes to the current work environment, for 

example COVID-19.98 

2.49 External experts are also engaged to provide training. For example, Warrigal Stirling 

engage experts to conduct training on “dementia care” and “wound management”.99 

  

98 Statement of Mark Sewell dated 3 March 2022 [91] 
99 Statement of Kim Bradshaw dated 4 March 2022 [23] 
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Composition of the Workforce  

 

Residential Aged Care 

2.50 At Warrigal the workforce profile has changed over the last two decades. However, the core 

nature of the work has not changed: the workforce are still supporting the oldest people in 

the community through to their last day of life.100  

Registered Nurse 

2.51 At Warrigal, a RN is available in each building, and in most circumstances in each 

‘community or neighbourhood’ (the way that residents are grouped at Warrigal) should they 

require assistance, and their employees have online and hard copy resources they can 

refer to as well. A carer will always be able to have access to the RN, a clinical nurse 

specialist, a deputy manager (who is a RN), or a care manager (who is a RN).101 

2.52 The percentage of direct care work undertaken by RNs has decreased.102 The role has now 

changed to be more administrative in nature (i.e. spending more time undertaking duties 

such as compiling reports, conducting audits of documentation and completing care 

plans).103  

2.53 The ultimate decision making regarding the care remains with the RNs and care managers. 

104 However, supervision of PCWs, has become more general (or indirect). 

Personal Care Worker 

2.54 PCWs work under the general supervision of RNs rather than alongside them. However, 

there are also more qualified carers (e.g. Certificate IV or Enrolled Nurses) in the team they 

can go to as well. 105 They are well supervised and supported to perform their role.  

2.55 A Certificate III or Certificate IV qualified PCW, or one with many years of experience, may 

be asked to give input on care planning, be involved in the shift handover or be asked to 

give observations or feedback on regular contact residents. 106 

  

100 Statement of Mark Sewell dated 3 March 2022 [112] 
101 Statement of Mark Sewell dated 3 March 2022 [116] 
102 Statement of Mark Sewell dated 3 March 2022 [114] 
103 Statement of Mark Sewell dated 3 March 2022 [113] 
104 Statement of Mark Sewell dated 3 March 2022 [115] 
105 Statement of Mark Sewell dated 3 March 2022 [116] 
106 Statement of Mark Sewell dated 3 March 2022 [118] 
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Residential Aged Care: The Work Performed 

 

2.56 The following is a summary is broken into two parts. First, a summary of the  work performed 

at Stirling by the following roles and/or teams: 

(a) AIN; 

(b) RN; 

(c) Lifestyle Staff; 

(d) Kitchen Staff; 

(e) Servery Staff; 

(f) Laundry Staff; and 

(g) Maintenance Staff. 

2.57 Second, due to the focus upon particular tasks over the course of the hearing, by way of 

supplementary explanation, the performance of particular tasks will be further addressed 

after that summary: 

(a) Initial Assessment and Development of Care Plan; 

(b) Medication; 

(c) Engagement with Families; 

(d) Dealing with Complaints; 

(e) Engagement with External Bodies; 

(f) Skill used to Interact with Residents.  
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Assistants in Nursing 

2.58 The work performed by an AIN during Day Shift: 

(a) Commencement of Shift. The AIN participates in a handover led by the RN. The 

RN gives an update on the residents and any matter that might affect the work to be 

done during the day shift.107 The RN will allocate work (for example, allocate resident 

and any tasks to be done).108  

(b) Tasks Performed During Shift: 

(i) Morning Round. Assist residents to get ready for the day. this generally 

involves using a resident lifter device to get them out of bed, showering them, 

changing incontinence aids, dressing them, putting on compression 

stockings, brushing their teeth, applying moisturiser, toileting them and 

grooming that is required – shave, brush hair.109  

Throughout the morning, they will also fill drinks and make sure the residents 

have access to fluids.110 

(ii) Breakfast. This may be in their room or in the dining room. Depending on 

the needs of the resident it can be a full feed (the AIN sitting with the resident 

and feeding them) or an assisted feed (the AIN cutting up the meals and 

supervising).111 

(iii) Medication Round (first). Assist with medication.112  

(iv) Clearing. After the breakfast is done, the AINs clear the tables and takes 

what is left back to the servery.113  

(v) Transfer Resident. Take the resident back to their room, to a common area 

or to an activity. 114 

(vi) Linen/Laundry. The AIN will then attend to changing the linen and getting 

the linen and any personal items ready to go to the laundry.115 

107 Statement of Kim Bradshaw dated 4 March 2022 [29] 
108 Statement of Kim Bradshaw dated 4 March 2022 [30] 
109 Statement of Kim Bradshaw dated 4 March 2022 [31] 
110 Statement of Kim Bradshaw dated 4 March 2022 [34] 
111 Statement of Kim Bradshaw dated 4 March 2022 [33] 
112 Statement of Kim Bradshaw dated 4 March 2022 [35] 
113 Statement of Kim Bradshaw dated 4 March 2022 [37] 
114 Statement of Kim Bradshaw dated 4 March 2022 [37] 
115 Statement of Kim Bradshaw dated 4 March 2022 [36] 
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(vii) Care Plan Activities. They will do activities that have been prescribed from 

the resident’s care plan, such as getting them to do activities prescribed by 

a physiotherapist.116 

(viii) Repositioning. They will attend to pressure care and repositioning the 

resident every 2 to 4 hours and apply creams throughout the shift. Staff are 

not to manually lift a resident but will use a lifting device. Undertaking these 

tasks can be resource intensive as it requires two AINs to complete these 

tasks for each resident. 117 

(ix) Toileting. They will also attend to scheduled toileting every 2 to 3 hours. 

Staff are not to manually lift a resident but will use a lifting device. 

Undertaking these tasks can be resource intensive as it requires two AINs 

to complete these tasks for each resident.118 

(x) Medication Round (second). The AIN will then attend to another 

medication round occurs and toileting before taking the residents back to the 

dining room for their next meal.119 

(xi) Lunch. Care is consistent with breakfast.120  

(xii) Progress Notes. The AIN will document their observations on the 

behaviours and activities, mobility, continence, feeding, grooming, mood and 

behaviours of the resident.121  

(xiii) Report to RN at end of shift.122 

2.59 The work performed by an AIN during Afternoon Shift: 

(a) Commencement of Shift. The AIN participates in a handover led by the RN. The 

RN gives an update on the residents and any matter that might affect the work to be 

done during the afternoon shift.123 The RN will allocate work (similar to day shift).124 

(b) Tasks performed During Shift: 

116 Statement of Kim Bradshaw dated 4 March 2022 [39] 
117 Statement of Kim Bradshaw dated 4 March 2022 [40] 
118 Statement of Kim Bradshaw dated 4 March 2022 [40] 
119 Statement of Kim Bradshaw dated 4 March 2022 [41] 
120 Statement of Kim Bradshaw dated 4 March 2022 [41], [33] 
121 Statement of Kim Bradshaw dated 4 March 2022 [43]; PN12931   
122 Statement of Kim Bradshaw dated 4 March 2022 [43] 
123 Statement of Kim Bradshaw dated 4 March 2022 [45] 
124 Statement of Kim Bradshaw dated 4 March 2022 [46] 
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(i) Repositioning and Toileting. The AIN generally starts with repositioning 

and toileting of the residents and bringing them water.125  

(ii) Medication Round (4pm).126 

(iii) Dinner. Next the AIN begins to prepare the residents for dinner services, 

either in their room or in the dining room. Care is consistent with breakfast 

and lunch services.127 

(iv) Transfer Resident. The AIN will then place the residents in their preferred 

area, this could be bed or a chair/lounge to undertake personal activities 

such as reading or watching before bed.128  

(v) Bed. The AIN will then assist them into bed when the resident is ready for 

bed.129 

(vi) Progress Notes and Attending to Call Bells.130 The AIN will call the RN if 

they need assistance, are unsure or for clinical advice.131  

2.60 The work performed by an AIN during Night Shift: 

(a) Commencement of Shift. The AIN participates in a handover led by the RN. The 

RN gives an update on the residents and any matter that might affect the work to be 

done during the night shift.132 The RN will allocate tasks.133 

(b) Tasks performed During Shift: 

(i) Bed. Help residents who choose to go to bed later into bed. 

(ii) Settle Residents. Attend to any unsettled residents and get them resettled 

and back to sleep and assist agitated residents who may be suffering from 

dementia issues. 

(iii) Toileting. Attend incontinence aid changing and toileting. 

(iv) Medication. Assist with medication. 

(v) Repositioning. Attend to repositioning every 2 hours. 

125 Statement of Kim Bradshaw dated 4 March 2022 [47] 
126 Statement of Kim Bradshaw dated 4 March 2022 [48] 
127 Statement of Kim Bradshaw dated 4 March 2022 [49], [41], [33] 
128 Statement of Kim Bradshaw dated 4 March 2022 [51] 
129 Statement of Kim Bradshaw dated 4 March 2022 [52] 
130 Statement of Kim Bradshaw dated 4 March 2022 [53] 
131 Statement of Kim Bradshaw dated 4 March 2022 [71] 
132 Statement of Kim Bradshaw dated 4 March 2022 [54] 
133 Statement of Kim Bradshaw dated 4 March 2022 [55] 
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(vi) Attending to Call Bell. Buzzers are frequent at night as residents may be 

awake or wake during the night and need assistance.134 

(vii) Observational Check. The AIN does an hourly observational check on the 

residents and manages deteriorating residents.135 

(viii) Documentation. They also attend to completing any documentation.136 

(ix) Stocking and Cleaning. Stocking items in the laundry, stocking 

incontinence products and undertaking general cleaning tasks in their 

area.137 

2.61 During cross-examination, Mr Sewell accepted the following propositions about “care 

workers”: 

(a) Due to an increase in administrative work for RNs and case workers, care workers 

are performing more and more of the direct care work than would have been the 

case in the past.138 

(b) They are also provide more direct care with less direct supervision (in the sense of 

the physical presence of the RN or clinical care manager).139 

(c) The care workers are the people within the organisation who have the most direct 

contact with the residents and most detailed knowledge of their behaviour and 

general or at least usual condition.140 

(d) If there is a concern that a care worker observes, that can be reported either 

directly to the RN if it seems to be a matter of some urgency.141   

2.62 Mr Sewell gave the following evidence: 

(a) As to adjustments of electric beds “generally it's care workers who adjust them in 

line with the wishes of the resident if they can express them”.142 

2.63 During cross-examination, reference was made to the Stirling job description of a “care 

services employee 2”, which referred to performing a “simple wound dressing”. During re-

examination, Ms Bradshaw confirmed that all wounds have to be reviewed by a RN “and a 

134 Statement of Kim Bradshaw dated 4 March 2022 [57] 
135 Statement of Kim Bradshaw dated 4 March 2022 [58] 
136 Statement of Kim Bradshaw dated 4 March 2022 [59] 
137 Statement of Kim Bradshaw dated 4 March 2022 [59] 
138 Transcript, 12 May 2022, PN12921   
139 Transcript, 12 May 2022, PN12922- PN12923 
140 Transcript, 12 May 2022, PN12926   
141 Transcript, 12 May 2022, PN12931   
142 Transcript, 12 May 2022, PN12975   
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CSE would not make a selection on a wound dressing or caring for a wound until they 

have spoken to a registered nurse”.143  

2.64 Ms Bradshaw also explained the “different level” she would expect the AIN and RN to 

operate in terms of emotional and pastoral care when caring for residents: 

“When a CSE will be working and caring for one of our residents, they are in a very privileged 

intimate space with that resident, and there are often things that may be said or displayed 

with the CSE at that time, and the CSE may be able to give them some emotional care 

around, for example:  it's all right, Mrs X, we know that the doctor's coming today, I'm going 

to make sure I tell the registered nurse that you're really feeling quite depressed, or you've 

got pain in your left hip and that's making you sad; it's okay, we'll work together and I'll make 

sure the registered nurse gets that.  And that's the level – that's the difference.  And then 

when the registered nurse would come in, they would say to Mrs X:  Mrs X, the CSE has 

spoken with me today that you've got pain in your left hip or you're feeling really flat and sad; 

look, the doctor is coming today; I'm going to talk to him about it, because I have been 

watching you this week and I have noticed that you do seem to be getting a little bit more 

depressed because of these symptoms, so therefore we'll talk with the doctor together and 

you'll be able to explain to him what you're feeling and I'll be able to give him some examples; 

does that make you feel better; is that you're wanting; do you think that would be a good way 

forward.  It's just a different level of emotional support there.”144 

 
Registered Nurses 

2.65 The work performed by RNs during Day and Afternoon Shift: 

(a) Commencement of Shift. The RN will receive a handover from the outgoing RN.145 

(b) Tasks performed During Shift: 

(i) Review and Plan. After handover, the RN will review documentation from 

the previous shift about the residents and log into the care system and check 

for any alerts/assessments for the shift.146 

(ii) Allocate Tasks. The RN meets with the AINs and allocates out the work for 

the day, this involves advising the AINs of the residents they are caring for 

during the day and any important updates on the residents.147  

(iii) Medication Round (Insulin). The RN will then go and undertake the blood 

glucose level and administer insulin round. This is done before breakfast, 

lunch and dinner.148 

(iv) Medication Round (Schedule 8). This takes around 2 hours.149  

143 Transcript, 11 May 2022, PN12830 
144 Transcript, 11 May 2022, PN12832-PN12833   
145 Statement of Kim Bradshaw dated 4 March 2022 [60] 
146 Statement of Kim Bradshaw dated 4 March 2022 [60] 
147 Statement of Kim Bradshaw dated 4 March 2022 [61] 
148 Statement of Kim Bradshaw dated 4 March 2022 [62] 
149 Statement of Kim Bradshaw dated 4 March 2022 [63] 
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(v) Wound Management Round. Attending to the wounds and documenting 

the wound updates into our electronic care system.150 

(vi) Incident Reporting. The RN will then do the incident reporting on the 

residents, this includes undertaking any clinical assessments and notifying 

the family/next of kin of any relevant information.151 

(vii) Doctor Visits.  If there is a doctor visit scheduled, the RN will attend with the 

doctor when they see a resident and note the update from the doctor into the 

care system and notify the resident’s family of the update.152 

(viii) Developing Care Plans. They will spend time with new admissions, 

contacting the pharmacy to place the medication order, making 

appointments with the physio, lifestyle team and develop the comprehensive 

care plan for the resident.153 

(ix) Palliative Care Check. Every 30 minutes, the RN will go attend to residents 

who are palliative and check if they are in pain or agitated and to give 

medication.154 

(x) PRN Medication. RNs will dispense any PRN (‘Pro re nata’ or when the 

circumstances arise) when required outside normal medication rounds.155 

(xi) Provide Clinical Updates to Family. This involves the RN notifying the 

family of any changes/updates of the condition of the resident holistically and 

discusses any concerns the family may have. A selection of residents’ 

families are attended to each day (i.e. not all residents families every day).156  

(xii) Attending to Call Bell and matters brought to attention by AIN. 

Throughout the shift with AIN. For example, an AIN may notice some 

changes in a resident and refer that matter to the RN. The RN would then 

see the resident and conduct an assessment. The RN would discuss the 

observation with the care worker who identified the change and ask 

questions about the care worker’s knowledge of the resident and their usual 

behaviour.157 

150 Statement of Kim Bradshaw dated 4 March 2022 [64] 
151 Statement of Kim Bradshaw dated 4 March 2022 [65] 
152 Statement of Kim Bradshaw dated 4 March 2022 [66] 
153 Statement of Kim Bradshaw dated 4 March 2022 [67] 
154 Statement of Kim Bradshaw dated 4 March 2022 [68] 
155 Statement of Kim Bradshaw dated 4 March 2022 [69] 
156 Statement of Kim Bradshaw dated 4 March 2022 [70] 
157 See eg, Transcript, 12 May 2022, PN12932- PN12934   
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(xiii) Daily Administration. They will also attend to all phone calls, answer 

emails, supervise student RNs, mentor staff and spend time in face to face 

or phone conversations supporting family members.158 

(xiv) Mandatory Reporting. It takes the RN about 2 hours to complete the 

required documentation.159 

(xv) Miscellaneous. RNs also attend meetings, mandatory training and toolbox 

meetings.160 

2.66 The work performed by RN during Night Shift: 

(a) Commencement of Shift. The RN will receive a handover from the outgoing RN.161 

(b) Tasks performed During Shift: 

(i) Review and Plan. The RN looks to see if there is anything that needs 

actioning from the day and afternoon shift or from the care manager that was 

not completed during the day.162 

(ii) Assist AIN. The RN will also work with the AIN when they attend to a 

resident to assist where needed with the toileting, repositioning, drinks and 

food.163 

(iii) Administration. The RN will undertake any assessment and documentation 

work that has been allocated to them for the night, including developing care 

plans and working on reports. The RN will draw on the documentation of the 

AIN and their own, in order to prepare a report for the general manager.164 

(iv) Medication Round (Schedule 8). An AIN will accompany and assist (but 

not with administering).165  

(v) Attending to As Needed and Scheduled Tasks. For example, scheduled 

toileting and repositioning, emotional support, and palliative care attention 

which can take up a large portion of their time on the night shift.166 

(vi) Other RN responsibilities: 

158 Statement of Kim Bradshaw dated 4 March 2022 [72] 
159 Statement of Kim Bradshaw dated 4 March 2022 [73] 
160 Statement of Kim Bradshaw dated 4 March 2022 [74] 
161 Statement of Kim Bradshaw dated 4 March 2022 [75] 
162 Statement of Kim Bradshaw dated 4 March 2022 [76] 
163 Statement of Kim Bradshaw dated 4 March 2022 [77] 
164 Statement of Kim Bradshaw dated 4 March 2022 [78]-[79] 
165 Statement of Kim Bradshaw dated 4 March 2022 [80] 
166 Statement of Kim Bradshaw dated 4 March 2022 [81] 
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A Restocking, conducting inventory checks, checking expiry dates on 

products; 

B Cleaning specialist equipment; 

C Undertake a Schedule 8 medicine auditing; and 

D Auditing of quality of care, wound and medication documentation.167 

2.67 The RN / Clinical Care Managers spend “approximately 2 hours each day” to complete 

required documentation.168 

2.68 During cross-examination, Mr Sewell observed “their administrative load has increased”.169  

 
Recreational / Lifestyle Staff 

2.69 The lifestyle staff work a standard 9 am to 5pm day, 7 days a week. They do the following 

tasks during a shift: 

(a) Commencement of Shift. Meeting with the general manager of the facility to go 

over the activities for the day and any future events.170  

(b) General Interaction with Residents. The staff then go to the communities and 

greet and interact with the residents, see how they are, if they need anything and 

remind them of the activities planned for the day.171  

(c) Organise and Run Activity. After this, the lifestyle staff will then go and organise 

the activity for the morning and run the activity. They will carve out time for a specific 

individual activity with a resident and will undertake this during or after the activity. 

Examples of individual activities include crosswords, playing cards or manicures.172  

(d) Documentation. After the activity is completed, the lifestyle employees will then 

complete the documentation setting out the activity that was undertaken.173 

(e) Assist AINs. They will then go and assist the AINs with feeding the residents at 

lunch time.174  

167 Statement of Kim Bradshaw dated 4 March 2022 [82] 
168 Statement of Kim Bradshaw dated 4 March 2022 [26] 
169 Transcript, 12 May 2022, PN12920   
170 Statement of Kim Bradshaw dated 4 March 2022 [102] 
171 Statement of Kim Bradshaw dated 4 March 2022 [103] 
172 Statement of Kim Bradshaw dated 4 March 2022 [104]-[105] 
173 Statement of Kim Bradshaw dated 4 March 2022 [107] 
174 Statement of Kim Bradshaw dated 4 March 2022 [108] 
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(f) One-on-One Interaction with Residents. The lifestyle staff then go around to the 

residents and meet with them one on one and undertake activities with them, while 

another lifestyle staff member will run the afternoon group activity.175  

(g) Pack-up, Preparation and Documentation. After the activities are completed for 

the day, the lifestyle employees will pack up for the day, complete any remaining 

documentation on the afternoon activities and prepare for the next day.176  

(h) Discussion with Family (with RN). The lifestyle staff also have a “Resident of the 

Day” meeting, where they call a resident’s family/next of kin and discuss how the 

resident is going and to update their care plan. This is in conjunction with the RN.177 

(i) Assessments. They will also undertake assessments of the lifestyle needs for the 

resident’s care plan.178  

2.70 Lifestyle employees attend to emotional, cultural and spiritual needs of the resident through 

the activities. 

 
Kitchen Staff 

2.71 The Kitchen Team is made up of a Chef and Catering Staff. The following tasks are 

undertaken on a daily basis: 

(a) Equipment and Stock Check. The chef commences by setting the kitchen up for 

the day, turning on the equipment and checking the stock levels. They take note of 

any equipment that is not operating properly and log this for repair.179 

(b) Meal Preparation. The catering staff start preparing for the meals of the day under 

the supervision of the chef.180  

(c) Resident Requests/Changes. The Chef notifies the Catering Staff of any changes 

communicated by the RN, which are uploaded into “Souped Up” (the electronic meal 

management system) by the Chef.181  

(d) Cleaning. The catering employees will also clean the kitchen.182 

2.72 The Chef has the following responsibilities: 

175 Statement of Kim Bradshaw dated 4 March 2022 [109] 
176 Statement of Kim Bradshaw dated 4 March 2022 [111] 
177 Statement of Kim Bradshaw dated 4 March 2022 [112] 
178 Statement of Kim Bradshaw dated 4 March 2022 [106] 
179 Statement of Kim Bradshaw dated 4 March 2022 [94] 
180 Statement of Kim Bradshaw dated 4 March 2022 [95] 
181 Statement of Kim Bradshaw dated 4 March 2022 [96] 
182 Statement of Kim Bradshaw dated 4 March 2022 [98] 

5194



(a) planning the menu; 

(b) ordering stock for the kitchen; and 

(c) laundry and cleaning.183 

The “Head Chef” at Sterling has also been voluntarily elected to be the WHS officer for the 

facility and will undertake a variety of monthly food and environmental safety audits. Ms 

Bradshaw notes this is not the normal role of the Chef.184 

 
Servery Staff 

2.73 The following tasks are performed by servery staff: 

(a) Preparatory work (from 6am). The servery staff arrive for work and begin cutting, 

cleaning and preparing the ingredients for breakfast, lunch and dinner.185 

(b) Set up for Service. They then leave the kitchen and go to the servery in the 

respective community to set up for service for breakfast in the dining room and plate 

up the hot dishes ready for service at 8am. Service can be individual trays in the 

resident’s room or in the dining room.186 

(c) Breakfast Service. At around 8:30am the servery staff begin serving the hot dishes 

on plates for the dining room and make trays containing the food and place onto 

trolleys for the AINs to take into the residents’ individual rooms.187 

(d) Clear. After service, servery staff collect the plates and return to the kitchen. They 

then clean away uneaten food and clean the dishes.188 

(e) Prepare and Serve Morning Tea. The servery staff then prepare for morning tea 

in the kitchen and return to their allocated servery with the morning tea.189 

(f) Clear and Prepare. After serving morning tea and collecting the plates, they then 

return the kitchen and do preparatory work for lunch.190 

(g) Lunch Service. They then return to the servery with the hot boxes for lunch and set 

up for service in the dining room and plate up.191 

183 Statement of Kim Bradshaw dated 4 March 2022 [99] 
184 Statement of Kim Bradshaw dated 4 March 2022 [100] 
185 Statement of Kim Bradshaw dated 4 March 2022 [84] 
186 Statement of Kim Bradshaw dated 4 March 2022 [85] 
187 Statement of Kim Bradshaw dated 4 March 2022 [86] 
188 Statement of Kim Bradshaw dated 4 March 2022 [87] 
189 Statement of Kim Bradshaw dated 4 March 2022 [88] 
190 Statement of Kim Bradshaw dated 4 March 2022 [89] 
191 Statement of Kim Bradshaw dated 4 March 2022 [89] 

5195



(h) Afternoon Tea. The servery staff then return to the servery for afternoon tea, . 

Following afternoon tea service, the entire servery is cleaned.192 

(i) Preparatory work. The staff return to the kitchen to prepare for dinner.193 

(j) Dinner Service.194  

(k) Cleaning. After dinner is served, the servery staff then clean the servery and dining 

room before returning to the kitchen and finishing up for the day.195 It is the carers 

who collect the trays and plates after dinner service.196 

 
Laundry Staff 

2.74 The following tasks are completed by the laundry staff during a shift: 

(a) Load Machines. The laundry staff generally start the day by loading the washing 

machine with clothing and linen that was received overnight.197 The laundry staff will 

continue to wash loads of washing throughout the day.198 

(b) Folding. They will fold clean laundry and put this into the resident’s allocated basket 

and onto the trolley for each community.199 This will be repeated after each clean 

dry load throughout the day.200 

(c) Labelling. The laundry staff are responsible for labelling new resident clothes.201 

(d) Delivering. Towards the end of the day, laundry staff will deliver the clothes into the 

community and unpack the clothes into the resident’s room.202 

(e) Clean and Restock. At the end of their day, they will make sure that the floor and 

general laundry area is clean, and restock the area for the next day.203 

 
  

192 Statement of Kim Bradshaw dated 4 March 2022 [90] 
193 Statement of Kim Bradshaw dated 4 March 2022 [90] 
194 Statement of Kim Bradshaw dated 4 March 2022 [90] 
195 Statement of Kim Bradshaw dated 4 March 2022 [91] 
196 Statement of Kim Bradshaw dated 4 March 2022 [92] 
197 Statement of Kim Bradshaw dated 4 March 2022 [114] 
198 Statement of Kim Bradshaw dated 4 March 2022 [116] 
199 Statement of Kim Bradshaw dated 4 March 2022 [115] 
200 Statement of Kim Bradshaw dated 4 March 2022 [116] 
201 Statement of Kim Bradshaw dated 4 March 2022 [117] 
202 Statement of Kim Bradshaw dated 4 March 2022 [118] 
203 Statement of Kim Bradshaw dated 4 March 2022 [119] 
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Maintenance  

2.75 The Maintenance Team work Monday to Friday, 9am to 5pm. They undertake the following 

tasks:204 

(a) Urgent and Preventative routine maintenance. They are responsible for 

managing the whole building and use a system called eProperty which prioritises 

the tasks to be addressed urgently and what preventative routine maintenance is 

booked in for the day.205  

(b) Organising Contractors. The Property Manager will arrange for contractors to 

attend on site and ensure that they have the correct licences. This course is taken 

for work that is outside the scope of what the Maintenance Team can perform.206  

(c) Auditing. The Property Manager will also undertake auditing of the facility.207 

2.76 In the course of their day, they will interact with residents when they come into contact with 

them. For example, when they are fitting a new shelf or fixing a blocked toilet.208 

2.77 This next section turns to some specific tasks, responsibilities and skills raised in the 

evidence.  

 
Initial Assessment and Development of Care Plans 

2.78 The following evidence assists with understanding the respective responsibilities of the RN 

and personal care worker, with respect to care plans. 

Initial Assessment 

2.79 When a consumer is going to access an aged care service, they are assessed using a 

National Screening Assessment Form (NSAF) which determines the services the consumer 

needs. This is undertaken by the My Aged Care contact centre.209 The NSAF identifies the 

consumer as either requiring high levels or low levels of care. This determines the funding 

provided if the consumer is accessing residential aged care.210 

204 Statement of Kim Bradshaw dated 4 March 2022 [120] 
205 Statement of Kim Bradshaw dated 4 March 2022 [121] 
206 Statement of Kim Bradshaw dated 4 March 2022 [122] 
207 Statement of Kim Bradshaw dated 4 March 2022 [123] 
208 Statement of Kim Bradshaw dated 4 March 2022 [124] 
209 Statement of Emma Brown dated 2 March 2022 [53] 
210 Statement of Emma Brown dated 2 March 2022 [54] 
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2.80 The provider then reviews the NSAF who then approves the consumer can access the 

service or not. Unfortunately, if there is insufficient funding, Warrigal may have to refuse to 

offer a place to the consumer. However, this is an exceptional circumstance.211 

2.81 Mr Brown stated: “when I am acting in a management role in a home, I would undertake 

this process and assess whether Warrigal can provide the consumers with the services and 

care they need.”212  

The Development of the Care Plan 

2.82 If the consumer is approved, the provider then develops a care plan. A care plan is required 

by the regulatory requirements. An initial care plan will be in effect for the first month whilst 

a more comprehensive care plan is developed.213 An outline of the process follows:  

(a) Initial Care Plan. The initial care plan is completed by a RN with the consumer and 

sets out information about the consumer such as domains of care, social situation, 

family support.214  

(b) Care Plan. The more comprehensive care plan is completed by a RN with input 

from a physiotherapist and from the recreational and lifestyle employees. However, 

the responsibility for developing the care plan remains with the RN.215 

(c) Sign-off. The care plan is then signed off by the consumer or their responsible 

person (this is the designated person outside of the consumer who can be next of 

kin/family or another designated person). 216 

(d) Review. The care plan is reviewed every 3 months by the RN or more regularly as 

required and updated as needed. 217 

2.83 Once the care plan is developed, care is then to be provided to the consumer by aged care 

employees in accordance with that care plan.218 Personal care workers operate within 

established guidelines as to what to document (for example, identifying the changes in the 

consumer and documenting these  in progress notes) and when to escalate a concern to a 

RN. 219  

211 Statement of Emma Brown dated 2 March 2022 [55] 
212 Statement of Emma Brown dated 2 March 2022 [56], Annexure EB-09 
213 Statement of Emma Brown dated 2 March 2022 [57] 
214 Statement of Emma Brown dated 2 March 2022 [58] 
215 Statement of Emma Brown dated 2 March 2022 [59] 
216 Statement of Emma Brown dated 2 March 2022 [61] 
217 Statement of Emma Brown dated 2 March 2022 [60]; Transcript, 12 May 2022, PN13339   
218 Statement of Emma Brown dated 2 March 2022 [62] 
219 Statement of Emma Brown dated 2 March 2022 [64], Annexure EB-10 (care staff policy concerning escalating 

matters to RN); Transcript, 12 May 2022, PN13341, PN13344   
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2.84 During cross-examination, Ms Brown gave the following evidence: 

(a) She accepted AINs/PCWs closely observe residents and report through the RN 

anything that might affect the contents of a resident’s care plan: “The care staff know 

their residents very well, so they can see if there is a change, and that change is 

then verbally passed on to the registered nurses, and so then they can do further 

assessment.”220 

(b) She accepted AINs/PCWs actively use the care plan on a daily basis as “their 

reference point”.221 

(c) An example of “established guidelines” includes the policies practiced at Warrigal. 

For example, “the stop and watch tool” - described as “the care staff companion” 

which sets out a procedure to inform the RN on duty, on-call, if any of those 

symptoms are identified (which appears at Annexure EB-10 of Ms Brown’s 

statement).222 That tool: 

“give[s] direction to the care staff that they don't always need to understand exactly 

what is happening to that resident, but it demonstrates that if they see any of those 

then that is the time to escalate to the registered nurse, so then the clinical staff can 

do further review and investigation.”223 

(d) “Dignity of Risk” is the concept of affording a person the right or dignity to take 

reasonable risks. These activities need to be identified in care plans and signed off 

by a RN.224 Depending on the “risk”, a speech pathologist and the medical officer of 

the resident would be involved in the assessment and the medical officer 

informed.225  

(e) There has been an increase in the number of residents who through their advanced 

care plan have specified they wish to receive that palliative care within the facility.226 

2.85 During re-examination, Ms Brown provided an example of what the personal care worker 

would be observing when a concern is raised with the RN about risk: 

“They may see that resident have a drink of the thin fluids and start coughing, which is 

something which isn't usual when people do have a drink, and so ultimately they would be 

concerned that there was something wrong and escalate that to the registered nurse for 

further discussion.”227 

220 Transcript, 12 May 2022, PN13342 
221 Transcript, 12 May 2022, PN13343   
222 Transcript, 12 May 2022, PN13351-PN13353 
223 Transcript, 12 May 2022, PN13351   
224 Transcript, 12 May 2022, PN13400-PN13407   
225 Transcript, 12 May 2022, PN13407 
226 Transcript, 12 May 2022, PN13423   
227 Transcript, 12 May 2022, PN13502 
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2.86 Ultimately, it remains the responsibility of the RN to ensure the care plan is met, the RN will 

review progress notes as part of that process.228 

 
Medication 

2.87 In residential aged care, whilst medications are mostly managed and given by nurses, 

certain personal care workers are now more involved with medications in residential aged 

care. 229 This has freed up RNs to administer controlled drugs and undertake other tasks.230 

The assistance by personal care workers, in that respect, is limited:231  

(a) First, only personal care workers who have completed a medication unit 

competency as part of their qualification (namely, Certificate III or Certificate IV) and 

have undertaken internal policy training, can assist a resident with their 

medications.232 

(b) Second, that assistance is limited, in accordance with that training, “to distributing 

pre-packaged medications, insulin and non packed medications such as eye 

drops”.233 

2.88 Mr Sewell observed that medication administration is “an important task that requires 

specific training and competency checking”.234 

2.89 The requirement for medication competency ensures that the carer has the minimal 

knowledge of the framework of medications and side effects and has an understanding of 

what a nurse might say about the medication.235 

2.90 This work generally involves: 

(a) the personal care worker checks how the resident prefers their medication as per 

their care plan; 

(b) the carer then checks the blister packaging to ensure the packaged medication is 

for the correct resident; 

(c) checking the medication is the right medication as per the medication chart; 

(d) then assist or observe the resident with taking their medication; and 

228 Statement of Emma Brown dated 2 March 2022 [63] 
229 Statement of Mark Sewell dated 3 March 2022 [124]; Statement of Mark Sewell dated 3 March 2022 [127] 
230 Statement of Emma Brown dated 2 March 2022 [74] 
231 Statement of Emma Brown dated 2 March 2022 [75] 
232 Statement of Mark Sewell dated 3 March 2022 [125] 
233 Statement of Emma Brown dated 2 March 2022 [75] 
234 Transcript, 12 May 2022, PN13001 
235 Statement of Mark Sewell dated 3 March 2022 [125] 
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(e) enter the information into the medication chart. 236 

2.91 The protocol to be followed is set out in the Warrigal Medication Procedure. 237  

2.92 The medication competent personal care worker is not authorised with any level of 

discretion or decision-making authority to change the medications or treat a side-effect.238 

The protocol to be followed is to contact the RN.  

2.93 The doctor prescribing the medication ultimately has the responsibility, with the pharmacist 

and RN required to question the medications, if required. This is not a unique practice to 

the aged care industry.239 

 
Engagement with Families 

2.94 There are three circumstances in which residential aged care employees will come into 

contact with the family of a consumer or their nominated/responsible person. Those 

circumstances are as follows:240 

(a) When the family of a consumer first enters the facility:  

(i) The reception is generally the first point of contact within the facility. A visit 

can also be booked though our online portal visitor management system.241  

The Warrigal system requires that the manager of the facility approve the 

visit time and screening criteria.242   

(ii) At that point, the family may come into contact with the front desk employee 

who may be asked questions about the facility, the consumer and payments.  

(iii) The front desk employee is not required to know the answers to these 

questions, but to direct these to the appropriate person.243 

(iv) If the family/responsible person for the consumer requires information about 

their loved ones, this will generally be referred to the RN in charge of the 

shift or the care manager in charge of the day. 244 

236 Statement of Mark Sewell dated 3 March 2022 [126], Annexure MS-04.  
237 Statement of Mark Sewell dated 3 March 2022 [126], Annexure MS-04; Statement of Emma Brown dated 2 March 

2022 [72], Annexure EB-11  
238 Statement of Mark Sewell dated 3 March 2022 [127] 
239 Statement of Emma Brown dated 2 March 2022 [77] 
240 Statement of Emma Brown dated 2 March 2022 [78] 
241 Statement of Mark Sewell dated 3 March 2022 [98] 
242 Statement of Mark Sewell dated 3 March 2022 [99] 
243 Statement of Emma Brown dated 2 March 2022 [78] 
244 Statement of Mark Sewell dated 3 March 2022 [100] 
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(b) When the family walk through the facility and/or visit the room of the 

consumer.  

(i) This can result in incidental engagement with various employees throughout 

the facility including administrative employees, cleaners, servery employees, 

personal care workers, nurses and lifestyle employees. 245  

(ii) This type of engagement is informal conversation, within the scope of their 

practice, such as giving a general update or observation about the 

consumer. 246  

(iii) With regards to this engagement, it is not the responsibility of a personal 

care worker, general administrative, maintenance, kitchen, cleaning workers 

to communicate formally with the family. 247 

(iv) If the family/responsible person is in the room, a carer can speak about the 

general happiness or wellbeing of the resident. If the question relates to 

clinical care, it will be a RN or EN who will provide this information. 248 

(c) Formal Engagements between RN and Family. 

(i) During formal engagements between the RN (or sometimes, on rare 

occasions, a team leader delegated the responsibility) and the family of the 

consumer. These engagements include: 

A updates on the consumer; 

B formal reports on falls, change in conditions etc; 

C change in medication; and 

D response to any questions. 249 

(ii) Ms Bradshaw, as General Manager, spends 1-2 hours each day engaging 

with residents’ family members.250 She has observed the following changes 

over the past 10 years: 

A an increase over time with the level of engagement from the family 

of a consumer or their nominated/responsible person;  

245 Statement of Emma Brown dated 2 March 2022 [78] 
246 Statement of Emma Brown dated 2 March 2022 [78] 
247 Statement of Emma Brown dated 2 March 2022 [78] 
248 Statement of Mark Sewell dated 3 March 2022 [101] 
249 Statement of Emma Brown dated 2 March 2022 [78] 
250 Statement of Kim Bradshaw dated 4 March 2022 [27] 
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B an increase in questions being asked; and  

C the introduction of open disclosure requirements (discussing with 

people receiving care/their family when something goes wrong).251 

2.95 Sometimes the family/responsible person will have enormous issues such as grief which 

our employees may need to respond to, but they are not expected to manage this alone or 

respond to resolve these issues. Warrigal employees can receive grief management 

training especially if involved with palliative care implementation.252 

 

Dealing with Complaints 

2.96 At Warrigal, with respect to issues typically the subject of formal engagements, the practice 

imposed is that personal care workers are to refer these questions onto the RN, nominated 

team leader, deputy manager or manager of the facility.253 

2.97 If there is a complaint, this may be expressed to a carer who then refers this onto the person 

in charge of the facility. It is not the responsibility or requirement that a carer deals with this 

and seeks to clarify, report or resolve the complaint.254 

2.98 Warrigal has an Incident Management Procedure, which details level of authority and 

process for dealing with incidents.255 

 
Engagement with External Bodies 

2.99 As mentioned, Warrigal engages external providers to assist with certain specialist care (for 

example, palliative care). Other external bodies that may attend a facility include the Police, 

Emergency Services and/or the Quality and Safety Commission Officers. A summary of 

potential engagement follows.  

Police or Quality and Safety Commission Officers 

2.100 Police or Quality and Safety Commission Officers may be shown to a waiting room by a 

carer or have to answer general questions about the facility or a policy but are not expected 

or required to give formal information or reports about a critical incident or serious concern. 

This is referred to the person in charge.256 

251 Statement of Emma Brown dated 2 March 2022 [80] 
252 Statement of Mark Sewell dated 3 March 2022 [103] 
253 Statement of Emma Brown dated 2 March 2022 [79], Annexure EB-12.  
254 Statement of Mark Sewell dated 3 March 2022 [102] 
255 Statement of Emma Brown dated 2 March 2022 [79], Annexure EB-12.  
256 Statement of Mark Sewell dated 3 March 2022 [105] 
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2.101 Police may ask a carer or others present at the time, questions about an incident. However, 

this is only given in the capacity as a witness to an incident not someone offering 

professional opinion or assessment.257 As mentioned, Warrigal have an Incident 

Management Procedure.258 

Palliative Care 

2.102 When Warrigal engages an external specialist provider to support with palliative care, that 

external provider will send a clinical team consisting of Clinical Nurse Consultants to assess 

the consumer and help develop their care plan based on their expertise in the area.259 

2.103 A specialist palliative nurse from the external provider visits the site regularly to assess the 

needs of the consumer as they may have changed over time. 260 During cross-examination, 

Ms Brown explained:  

“They come in and work alongside our registered nurses and management teams to assess 

the resident.  They can also help facilitate case conferencing with the resident and their loved 

ones as well, and then make recommendations to the medical officers of the residents”.261 

2.104 The local health district also has palliative care nurses who are available 24 hours per day 

to assist with complex issues that may occur outside of the external palliative care providers 

operating hours 262 

2.105 The increase in palliative consumers has impacted the way that the work is being performed 

by the carer workers and RNs. The specialist provider conducts the assessment of the 

consumers’ needs and makes recommendations for their care and then the RNs and care 

workers provide the care.263 

2.106 For PCWs, they do not make clinical decisions with respect to palliative consumers and it 

has always been a requirement of their role to observe the consumers and report any 

changes in a consumer to the RN. 264 They “care for the people that are palliating with their 

personal care needs”.265 During re-examination, Ms Brown explained the work activities 

they might perform: 

257 Statement of Mark Sewell dated 3 March 2022 [106] 
258 See Statement of Mark Sewell dated 3 March 2022 Annexure MS-01 
259 Statement of Emma Brown dated 2 March 2022 [46] 
260 Statement of Emma Brown dated 2 March 2022 [47] 
261 Transcript, 12 May 2022, PN13429 
262 Statement of Emma Brown dated 2 March 2022 [48] 
263 Statement of Emma Brown dated 2 March 2022 [49] 
264 Statement of Emma Brown dated 2 March 2022 [50] 
265 Transcript, 12 May 2022, PN13432   
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“They would be attending to the personal care of washing, drying, doing continence 

care, mouth care, and supporting the resident whilst they're palliating, generally in 

bed or in some type of comfortable chair.”266 

 
Skills used to Interact with Residents 

2.107 At Warrigal, personal care staff are trained and expected to utilise the following skills: 

(a) Observation; 

(b) Manual Handling; 

(c) Social Support / Customer Service; and 

(d) De-escalation; 

2.108 These skills, in particular, have been subject to an increase in intensity (i.e. using more). 

Each is addressed in turn.  

Observation 

2.109 Front-line carers are required to document their observations. Ms Bradshaw observed that 

the change in acuity of residents may have the effect of increasing potential observations 

to record for frontline workers.267 

Manual Handling  

2.110 As a result of change in demographic of the residents, front-line employees are now doing 

more physical support (with the support of mechanical aids) to lift and reposition people, 

get the residents ready for the day and to assist them with many simple but repeatable tasks 

such as toileting and showering, eating, etc.268 Mr Smith has observed higher ACFI to 

demonstrate that the residents have higher needs and this can make the work more 

involved for the PCW as they provide care.269 

Social Support / Customer Service 

2.111 Frontline employees are required to have a level of good customer service skills, 

interpersonal skills for personal interaction with the families of the residents. This has 

always been the case.270  

2.112 They undertake emotional and pastoral care of the resident as part of their role. This 

includes sitting with the resident, reminiscing through their photo albums, taking them for a 

266 Transcript, 12 May 2022, PN13494   
267 Statement of Kim Bradshaw dated 4 March 2022 [25] 
268 Statement of Mark Sewell dated 3 March 2022 [52]. 
269 Statement of Craig Smith 2 March 2022 [66] 
270 Statement of Mark Sewell dated 3 March 2022 [96] 
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walk or doing an activity that makes the resident happy. They also give the residents that 

may be feeling down, anxious or confused, emotional support and will be the first point of 

contact to help the resident and the family (and respond in accordance with the appropriate 

protocol, as summarised above).271 

2.113 As a result of decreasing family or visitor interaction, the frontline care employees are 

increasingly providing social interaction social support systems for the residents.272 

2.114 By the nature of the work and consumers, employees often need to be able to assist the 

customers and their family with the process of managing the end stages of their life and 

help them say goodbye well. This is required on a regular basis in residential aged care.273 

De-escalation  

2.115 Frontline employees need to have the skill to diffuse sensitive situations and know when to 

refer issues to their supervisor. These skills have always been required.274As a result of 

change in demographic of the residents, frontline employees need to be able to diffuse 

emotional situations, as it can be understandably frustrating for the residents to need help 

with everyday tasks.275   

Technology 

2.116 Warrigal employees are coming to us knowing how to use social media, search the web, 

book something online and text. These are all general skills which easily translate to use of 

the care systems which Warrigal uses as they are largely based on smart phones and 

tablets.276 

  

271 Statement of Kim Bradshaw dated 4 March 2022 [32] 
272 Statement of Mark Sewell dated 3 March 2022 [55] 
273 Statement of Mark Sewell dated 3 March 2022 [57] 
274 Statement of Mark Sewell dated 3 March 2022 [104] 
275 Statement of Mark Sewell dated 3 March 2022 [53] 
276 Statement of Mark Sewell dated 3 March 2022 [84] 
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Home Care: The Work Performed 

 

2.117 For home care employees the work is fairly the same that it has been for a long time.277 

Their work is generally to attend to the domestic environment and cleaning and doing low 

levels of personal care.278  

2.118 One of the things that has changed would be contact with family members, many older 

persons in their own home no longer have the family support levels they used to have, they 

may be lonely and require social support as well as low level domestic or personal care.279 

Medication 

2.119 In home care, PCWs may assist the client through medication monitoring. This means that 

they ensure that the client has taken their medications. Similar to residential care, this 

requires the PCW to conduct all of the necessary checks to ensure that the customer and 

their medication are identified including the six rights of medication administration or 

monitoring ensuring the: right person, right medication, right dose, right time, right route, 

and right documentation.280 

2.120 Warrigal have a Medication Procedure for home care.281  

 

  

277 Statement of Mark Sewell dated 3 March 2022 [67] 
278 Statement of Mark Sewell dated 3 March 2022 [68] 
279 Statement of Mark Sewell dated 3 March 2022 [68] 
280 Statement of Mark Sewell dated 3 March 2022 [128] 
281 Statement of Mark Sewell dated 3 March 2022. Annexure MS-05 
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Regulation  

 

2.121 This issue is not contentious and has been addressed by all employer witnesses to varying 

degrees.282 A detailed summary is provided by Mr Smith,283 who is responsible, together 

with the Operational Quality and Compliance Team he leads, for ensuing that Warrigal 

understand, apply and comply with the regulations.284 That work includes “internal auditing 

to verify the standards and compliance in all our services and receiving all incident report 

alerts before they're passed onto external bodies”.285 

2.122 The most significant regulatory reform, which is current in force, appears below: 

(a) Aged Care Quality Standards (replacing the Quality of Care Principles 2014) was 

introduced in 2019; 

(b) Living Longer, Living Better (LLLB) was introduced in 2013; 

(c) National Aged Care Mandatory Quality Indicator Program (NACMQIP) was 

introduced in 2019, implemented in 2021; and 

(d) Serious Incident Response Scheme (SIRS) was introduced in October 2021. 

2.123 During cross-examination, Mr Sewell gave an example of how the compliance team at 

Warrigal relieves direct care employees from “a lot of work”: 

“Each time an incident occurred they would need to then validate it against the SIRS 

reporting and other central standard rules and determine which category it met, whether the 

documentation was comprehensive and compliant, and then forward it onto the external 

body, whether that be the police or the Quality Safety Commission or the SIRS reporting 

portal.  So we do that for the managers and staff at each service without the central team, 

and any stand-alone homes in Australia that don't have that would be doing that themselves, 

probably on a shift by shift basis.”286 

2.124 Mr Smith gave evidence that the Warrigal practice was to have “incident reporting and near 

miss reporting before SIRS”.287 

2.125 Ms Brown also gave examples about “change in work practices” she has observed following 

the change in aged care standards: 

282 See Statement of Emma Brown dated 2 March 2022 [14]-[39] 
283 Statement of Craig Smith 2 March 2022 [16]-[59]; see also Statement of Emma Brown dated 2 March 2022 [14]-[39] 
284 Statement of Craig Smith 2 March 2022 [17] 
285 Transcript, 12 May 2022, PN12904 
286 Transcript, 12 May 2022, PN12909   
287 Transcript, 12 May 2022, PN13310   
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(a) “With the aged care standards it's very focused on the residents and their choices 

and preferences, so it - just all of us going from task orientated, I guess, day-to-day 

activities to understanding what the choices and preferences are of our residents 

and our customers within our home, and therefore that does have an impact on how 

we do our day-to-day work.”288 

(b) “The choice - and I put it in my statement, something as simple as when people 

choose to have their showers and their morning routine may be different to when 

we were very task orientated and literally start in room 1 and move our way around 

an area of the home.”289 

  

288 Transcript, 12 May 2022, PN13497 
289 Transcript, 12 May 2022, PN13498 
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Funding 

 

Overview 

2.126 Around 8 years ago, the Aged Care Funding Instrument (ACFI) replaced the Resident 

Classification Scale (RCS). The ACFI is the tool that is provided to the Federal Government 

to allocate funding to a provider based upon the care needs of consumers. The ACFI 

provides information on the consumers’ needs across three care domains being:290 

(a) activities of daily living; 

(b) cognition and behaviour; and 

(c) complex health care. 

2.127 Funding greatly impacts the operations of Warrigal. Warrigal relies upon funding to fund 

roughly 90% of total costs. As such, Warrigal uses the StewartBrown Benchmarking Report 

to determine the number of staff we can have on and what we can pay them.291 

2.128 Mr Sewell provides the overview of factors relevant to funding at Warrigal:  

(a) Warrigal is a not-for-profit organisation; this means we are not required to pay GST, 

company tax or payroll tax. 

(b) Our head office and overhead costs are very lean, sitting at about 10%. 

(c) The directors are volunteers, and the executives receives no performance bonuses. 

(d) All revenue is retained in the organisation and used to operate our services. 

(e) Warrigal’s community and charitable roots mean any additional fees charged to our 

residents (outside of the funding we receive) is minimal.292 

  

290 Statement of Craig Smith 2 March 2022 [71]-[73] 
291 Statement of Craig Smith 2 March 2022 [76]-[77] 
292 Statement of Mark Sewell dated 3 March 2022 [70]-[73], [75] 
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Residential Aged Care 

2.129 The following information concerns funding in relation to residential aged care facilities and 

villages: 

(a) The funding levels from the resident funding mix, the resident’s fees (are means 

tested) they charge the residents and the donations they receive cover the cost of 

updating or maintaining their equipment, the maintenance of the facilities, and all 

labour costs associated with operating a residential care facility service.293 

(b) Warrigal also does not deny care to anyone on the grounds of affordability. They 

waive fees for those who cannot afford them as there may be no other service 

offering in the area.294 

(c) Up until recently, Warrigal has been operating at a significant deficit for 

approximately three years. This has only improved marginally with the new 

temporary resident basic daily fee supplement of $10 per day per resident 

introduced in 2021. This has enabled Warrigal to start to ‘break even’, however, this 

is a temporary supplement and will be removed when the new funding system is 

implemented.295 

(d) Warrigal retirement villages are completely user pays, residents pay a ‘buy in’ 

amount and pay fortnightly fees that are all set based on the services they are 

provided with and the costs of those services. All their villages have separate levels 

of costs depending on what the residents want/can afford.296 

(e) All of the village residents meet in a management budget committee each year to 

see if they accept the fee levels Warrigal is proposing to charge.297 

2.130 During cross-examination, Mr Sewell confirmed the decision to operate at a deficit was a 

“strategic decision”. Warrigal wanted to “to expand even though the government funding 

was insufficient to provide the existing services”. The decision predated the pandemic and 

“was related to IT investments into every aged care service and the quest to achieve 1000 

beds which was our view that that is what's required to be a sustainable resilient aged care 

service”.298 

  

293 Statement of Mark Sewell dated 3 March 2022 [74] 
294 Statement of Mark Sewell dated 3 March 2022 [76] 
295 Statement of Mark Sewell dated 3 March 2022 [77] 
296 Statement of Mark Sewell dated 3 March 2022 [78] 
297 Statement of Mark Sewell dated 3 March 2022 [79] 
298 Transcript, 12 May 2022, PN12890-PN12893   

5211



Home Care 

2.131 Warrigal currently offers around 250 home care places.299 

2.132 In 2017 the way that home care is funded changed to be Consumer Directed Care that is 

that the funding allocated to the Consumer goes to the Consumer, rather than straight to 

the provider. This means that consumers can now choose their provider.300 

HCP 

2.133 Consumers are still assessed on the care needs which determines the funding allocated to 

them. This can be between level 1 to level 4.301 There was no noticeable impact on the way 

Warrigal operates from this change.302 

2.134 The funding they receive determines what they can afford to pay their employees. Warrigal 

considers the hourly rate of pay for direct care employees, add on the on costs and check 

this against benchmarking. This then determines what they “charge” a consumer for the 

services we offer.303 

2.135 Direct staffing costs take up roughly 80% of the funding they receive to provide these 

services for these consumers. There is also a cost of the coordinator who arranges the 

services for the consumers which is also factored into this figure.304 

2.136 Mr Smith states that “[i]f minimum rates were increased, we would have to factor this in and 

increase the costs of our services to the consumer”.305 

2.137 Generally, consumers are not using their full amount of home care funding. As at 31st 

January 2022 there were 321 HCP customers with an unspent funds balance, overall total 

unspent funds were $3,036,282 averaging $9,459 per customer. 306 

2.138 HCP consumers are not using their full amount of home care funding due to consumers 

being unsure of what to use the funds for, they don’t necessarily need the amount of 

services that the funds cover but mostly they are saving the funds for a rainy day. 307 

  

299 Statement of Craig Smith 2 March 2022 [86] 
300 Statement of Craig Smith 2 March 2022 [87]-[88] 
301 Statement of Craig Smith 2 March 2022 [89] 
302 Statement of Craig Smith 2 March 2022 [91] 
303 Statement of Craig Smith 2 March 2022 [92] 
304 Statement of Craig Smith 2 March 2022 [93] 
305 Statement of Craig Smith 2 March 2022 [94] 
306 Statement of Craig Smith 2 March 2022 [95] 
307 Statement of Craig Smith 2 March 2022 [96] 
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CSHP 

2.139 Warrigal currently has around 600 CSHP customers. Warrigal receives funding from the 

Government which allows them to provide subsidised aged care services to recipients of 

CHSP. Our current subsided rate is $14.60/hour.308 

2.140 Mr Sewell provides the following evidence as to funding in relation to home care: 

(a) For some home care and respite clients we receive a low level of funding from our 

CHSP clients, and we can charge them a subsidised hourly rate to provide them the 

services. Our clients sometimes find it difficult to afford CHSP service fees as most 

are single pensioners who live at home and do not have the means to pay even the 

subsidised rates. 

(b) Our home care package clients receive different levels of funding from the 

government based on their externally assessed care needs. Warrigal can charge 

additional fees based on means testing, however we sometimes don’t charge 

additional fees on top of the funding we receive through the funding package as it’s 

a highly competitive service growth environment and our charity status seeks to 

ensure we are accessible to all.  

(c) In our home care operations, we are managing to break even.309 

 
Wages and Staffing Decisions  

Residential Aged Care 

2.141 Warrigal uses “benchmarking” to set rosters and the rates of pay that can be afforded for 

employees. At Warrigal, this is above and beyond any minimum payments under an 

industrial instrument. Determining what Warrigal can afford to pay employees is irrevocably 

linked to the funding received.310  

2.142 Benchmarking. Ms Bradshaw stated at the Stirling Facility, the StewartBrown benchmark 

on “Care costs as a percentage of ACFI income” as a guide to how much we should be 

spending on staff to remain viable and continue to be able to offer our services.311 

Benchmarking does not take into account the acuity of the residents in care and the level 

of care required. It also does not recognise or take into account the time spent by employees 

providing emotional and social support to the resident.312  

308 Statement of Craig Smith 2 March 2022 [97]-[98] 
309 Statement of Mark Sewell dated 3 March 2022 [80]-[82]. 
310 Statement of Craig Smith 2 March 2022 [78]-[80] 
311 Statement of Kim Bradshaw dated 4 March 2022 [18]-[19], Annexure KB-01. 
312 Statement of Kim Bradshaw dated 4 March 2022 [19] 
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2.143 Warrigal’s average ACFI is $192 per resident per day (which has increased by $22 within 2 

years).313 Mr Smith states that the increase and current level “demonstrates that the 

consumers are now being assessed as requiring higher levels of care”.314 

2.144 Staffing. The funding received “materially controls the staffing decision” made. For 

example, at Stirling, the funding received is $200 ACFI per resident per day.315 Ms 

Bradshaw provides an example of the employees generally rostered on morning, afternoon, 

night and weekend shifts.316 The funding we restricts the number of employees we can have 

on per shift.317 Ms Smith provide an illustrative example: “if a Manager of an RACF would 

like to have 2 RNs on shift, then there would need to be less PCWs as a RN rates of pay 

are higher”.318 

2.145 Wages. As to wages, Mr Sewell said:  

“Overall, we try to offer an annual increase in wage rates for our employees that is above 

the CPI, however, the ACFI funding increases have been below the CPI for the last 10 years. 

This means that more and more of our funding is put towards wages and we no longer have 

additional funds to pay our employees more than the Enterprise Agreement rates.”319 

2.146 Mr Smith stated “[w]ithout a significant funding boost, wages will completely consume the 

funding we are provided” and any increase to service fees charged to clients is not an 

attractive option as consumers accessing our services are vulnerable and may not be able 

to afford this increase. Warrigal’s current “additional service fees” sit between $2.10 - $2.38 

per day depending on the services.320 

  

313 Statement of Craig Smith 2 March 2022 [62] 
314 Statement of Craig Smith 2 March 2022 [62]. 
315 Statement of Kim Bradshaw dated 4 March 2022 [20]. 
316 Statement of Kim Bradshaw dated 4 March 2022 [22]. 
317 Statement of Craig Smith 2 March 2022 [81] 
318 Statement of Craig Smith 2 March 2022 [81] 
319 Statement of Mark Sewell dated 3 March 2022 [83]; Statement of Craig Smith 2 March 2022 [83] 
320 Statement of Craig Smith 2 March 2022 [84]-[85] 
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3. THE EMPLOYERS: BUCKLAND AGED CARE SERVICES 

3.1  Mr Johannes Brockhaus, CEO, Buckland Aged Care Services (Buckland) gave evidence 

as to his experience working in aged care sector.  

3.2 Service. He has held that position since 2020.321 He has worked with Buckland since 2019, 

holding the position of General Manager (also referred to as “Facility Manager”322) of 

Buckland’s Residential Aged Care Facility.323 

3.3 Role. He is responsible for overseeing the different branches of retirement living, residential 

care and home care, ensuring that aged care standards are adhered to and the Aged Care 

Act is being enforced, and ensuring regulatory compliance from a financial and care 

perspective.324 

3.4 Experience/Qualification. Prior to commencing at Buckland, he was the Home Care 

Manager for a provider in the Northern Territory and worked for roughly 5 years as a RN in 

remote indigenous communities.325 

 

  

321 Statement of Johannes Brockhaus dated 3 March 2022 [2] 
322 Statement of Johannes Brockhaus dated 3 March 2022 [21] 
323 Statement of Johannes Brockhaus dated 3 March 2022 [2] 
324 Statement of Johannes Brockhaus dated 3 March 2022 [23] 
325 Statement of Johannes Brockhaus dated 3 March 2022 [3]-[4] 
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The Provider: Buckland 

 

Structure and Operations  

3.5 Buckland is a not-for-profit provider of aged care services to the Blue Mountains community. 

It was established in 1936 as a hospital for women who needed specialist medical care. 

Buckland later transitioned into a 26-bed aged care facility and has continued to grow over 

time. Buckland now have 144 beds in a fit for purpose-built facility.326  

3.6 Since that transition into an aged care facility, the following has occurred:  

(a) In around 1980, Buckland established the Buckland Retirement Village which now 

comprises of 165 units.327 

(b) Some of the original buildings are heritage listed and situated on 126 acres (as are 

the two retirement villages).328 

(c) In 2022, Buckland expanded into offering home care services to their villages 

and the community.329  

(d) Buckland also offers private services to the community. The private services that 

offered are free aged care services for those who are not eligible for government 

funded services. This can include residential care or home care services. Through 

this, Buckland also help the individuals enter the aged care system, either with 

Buckland or with another provider.330 

3.7 Through home care and private services, Buckland currently help around 60 elderly 

persons.331 

3.8 As a not-for-profit provider, the approach to providing care and operations is not to run 

Buckland as a business. Mr Brockhaus states that Buckland do not look to funding provided 

to determine staffing; rather, at Buckland “we look at the complexity of the care needs to 

determine how much care they need and according to that we put on more or less staff, 

which can lead to overspending”.332 

  

326 Statement of Johannes Brockhaus dated 3 March 2022 [7] 
327 Statement of Johannes Brockhaus dated 3 March 2022 [8] 
328 Statement of Johannes Brockhaus dated 3 March 2022 [9] 
329 Statement of Johannes Brockhaus dated 3 March 2022 [10] 
330 Statement of Johannes Brockhaus dated 3 March 2022 [11] 
331 Statement of Johannes Brockhaus dated 3 March 2022 [12] 
332 Statement of Johannes Brockhaus dated 3 March 2022 [19] 
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The Employees 

3.9 Buckland employs a full suite of employees, including: 

(a) assistant in nursing/personal care worker/home care worker. These employees 

make up roughly 85% of the total workforce (Mr Brockhaus used “AIN” and “care 

worker” interchangeably, as they perform the same work); 

(b) RNs; 

(c) ENs; 

(d) diversional therapists;333  

(e) chaplains; 

(f) general support officers (catering, kitchen, cleaning and laundry staff). These 

employees make up roughly 8-10% of the total workforce; 

(g) maintenance team (electrician, plumbers, gardeners and handy persons); and 

(h) administrative employees. 334 

 

Enterprise Agreement 

3.10 Buckland operates under the Buckland Aged Care Services, NSWNMA, ANMF NSW 

Branch and HSU New South Wales Branch Enterprise Agreement 2017.335 

 

External Providers  

3.11 Buckland does not outsource services. They have no contractors and no casual 

employees.336 

  

333 This is a degree qualified position. It is not the same as a Recreational Activity Officer under the Aged Care Award. 
334 Statement of Johannes Brockhaus dated 3 March 2022 [13] 
335 Statement of Johannes Brockhaus dated 3 March 2022 [17] 
336 Statement of Johannes Brockhaus dated 3 March 2022 [16] 
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The Environment 

 

Residential Aged Care 

3.12 Buckland operates a residential aged care facility that has 144 beds in a fit for purpose-built 

facility. 337  There are a total of four wings “each wing has the same layouts, it's a different 

number of rooms”. Mr Brockhaus noted “[t]here's no dementia wing, but there's two wings 

that are dedicated to purely high care residents”.338 

 

Home Care 

3.13 Home care is mainly offered to the elderly staying in the Buckland Retirement Village and 

through private services. Mr Brockhaus noted that Buckland have a couple of community 

clients as well.339 

 

Technology  

3.14 Buckland have incorporated digital technology into its operations.  

(a) Leecare. It uses “Leecare Solutions” software, which is a one stop aged care 

compliance system to manage compliance, care delivery, financial and operational 

management (Leecare). Leecare also stores all Buckland documentation.340  

(b) Residential Aged Care. In residential aged care, Buckland use “HumanForce” for 

rostering. 341  

(c) Home Care. In Buckland’s home care operations they use Brevity care. 342 

  

337 Statement of Johannes Brockhaus dated 3 March 2022 [7] 
338 Transcript, 12 May 2022, PN13803- PN13805   
339 Statement of Johannes Brockhaus dated 3 March 2022 [145] 
340 Statement of Johannes Brockhaus dated 3 March 2022 [47] 
341 Statement of Johannes Brockhaus dated 3 March 2022 [48] 
342 Statement of Johannes Brockhaus dated 3 March 2022 [49] 
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The Consumers  

 

Residential Aged Care 

3.15 The following are features of the consumers entering into residential aged care at Buckland: 

(a) Buckland is now seeing frailer residents with more comorbidities and cognitive 

impairments coming to them because these residents can no longer care for 

themselves at their home.343 

(b) They are frequently coming to Buckland as palliative to receive end of life care.344  

(c) This change in residents, can also be also shown through Buckland’s average ACFI 

being $196.95 per occupied bed per day. This ACFI is quite high, near the maximum 

cap, and is reflective of the higher needs of the resident.345  

3.16 Mr Brockhaus described the above as a “material change” in the type of persons accessing 

residential aged care since he joined the industry.346 Up until around 2018, it was very 

common to have “social admissions” in residential aged care. That is, that the residents did 

not require high levels of care and were entering residential aged care to be around people 

of the same age and have the social activities planned for them.347 

3.17 In line with the change in the residents accessing care, the duration of the stay has reduced 

and continues to do so. In the 12 months preceding January 2022 the average length of 

stay was 2.59 years. In the 12 months preceding January 2021, the average length of stay 

was 3.5 years.348 Mr Brockhaus notes that the change is not attributable the impacts of 

COVID, “as we have not had many residents catch and/or pass from COVID-19”.349  

3.18 Mr Brockhaus identified the increase in home care packages being released as relevant to 

the change in length of stay. This has meant that the elderly are staying in their own homes 

longer and are coming into residential aged care with high care needs or towards the end 

of their life, and as such “they are with us for a much shorter time”.350 

3.19 There has not been a marked increase in incident reporting at Buckland to demonstrate an 

increase in occupational violence and aggression. Mr Brockhaus states “I have not seen an 

343 Statement of Johannes Brockhaus dated 3 March 2022 [32] 
344 Statement of Johannes Brockhaus dated 3 March 2022 [33] 
345 Statement of Johannes Brockhaus dated 3 March 2022 [34] 
346 Statement of Johannes Brockhaus dated 3 March 2022 [30] 
347 Statement of Johannes Brockhaus dated 3 March 2022 [31] 
348 Statement of Johannes Brockhaus dated 3 March 2022 [35]-[36], Annexure JB-02.  
349 Statement of Johannes Brockhaus dated 3 March 2022 [36] 
350 Statement of Johannes Brockhaus dated 3 March 2022 [37] 
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increase in occupational violence and aggression coming from our residents”.351 That 

statement is supported by Buckland’s incident reporting for the last 2 years.352 

 
Home Care 

3.20 Buckland is an approved home care package service provider (level 1 to level 4) and 

essentially offer all services such as personal, domestic social and transport services. Their 

personal and domestic services are their largest offering.353 Buckland started to offer home 

care due to declining rates of occupancy in residential aged care and the government 

shifting its focus on to home care.354  

3.21 Home care is mainly offered to the elderly staying in the Buckland retirement villages and 

through private services. Mr Brockhaus noted that Buckland have a couple of community 

clients as well.355  

3.22 When a client accesses Buckland’s services, a RN undertakes an assessment of the client 

to help determine the level of care required. If it is within the budget constraints, we will help 

source or hire mobility aids for the client through their funding package.356 

  

351 Statement of Johannes Brockhaus dated 3 March 2022 [38], Annexure JB-03.  
352 See Statement of Johannes Brockhaus dated 3 March 2022 Annexure JB-03 
353 Statement of Johannes Brockhaus dated 3 March 2022 [146] 
354 Statement of Johannes Brockhaus dated 3 March 2022 [144] 
355 Statement of Johannes Brockhaus dated 3 March 2022 [145] 
356 Statement of Johannes Brockhaus dated 3 March 2022 [149] 
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Qualifications And Training  

 

Qualifications 

3.23 At Buckland, care workers are not required to hold a Certificate III. However, having a 

Certificate III is preferable.357  

 

Mandatory Internal Training 

3.24 Mandatory training courses are provided regularly.358 A complete list of the training provided 

by Buckland is annexed to Mr Brockhaus’ statement.359 Not every employee is required to 

complete each of the above-mentioned training courses.360 Examples of courses, together 

with a description of the content/objective, include: 

(a) “Dementia: End Stage Of Life. Extension” - Recognise and respond to the unique 

challenges that may be encountered when caring for a person with end stage 

dementia.361 

(b) “BPSD: Responding To Behavioural Symptoms Of Dementia” - Identify practical 

approaches that will assist care staff in responding to the behavioural and 

psychological symptoms of dementia. 362 

(c) “Communication: Supporting Individuals” - Effective communication is essential to 

ensure safe, quality care. This course identifies the potential barriers to 

communication and explores strategies that can promote positive communication 

with those you support, based on their individual needs.363 

(d) “Assessing Risk In Everyday Care. Extension” - Risk assessment is an integral part 

of everyday care. Recognise your role and responsibilities when assessing risk.364 

(e) “Clinical Skills For Care Staff: Temperature Pulse And Respiration, Compression 

Stockings, Urinalysis” - Become skilled at performing clinical tasks such as 

urinalysis, recording vital signs and applying compression stockings. 365 

357 Statement of Johannes Brockhaus dated 3 March 2022 [14] 
358 Statement of Johannes Brockhaus dated 3 March 2022 [14], Annexure JB-01.  
359 Statement of Johannes Brockhaus dated 3 March 2022 Annexure JB-01. 
360 Statement of Johannes Brockhaus dated 3 March 2022 [15] 
361 Statement of Johannes Brockhaus dated 3 March 2022 Annexure JB-01. 
362 Statement of Johannes Brockhaus dated 3 March 2022 Annexure JB-01. 
363 Statement of Johannes Brockhaus dated 3 March 2022 Annexure JB-01. 
364 Statement of Johannes Brockhaus dated 3 March 2022 Annexure JB-01. 
365 Statement of Johannes Brockhaus dated 3 March 2022 Annexure JB-01. 
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(f) “Clinical Skills For RN's: Venipuncture, Administration Of Subcutaneous Fluids, 

Verifying Death” - Demonstrate how to perform venipuncture and how to administer 

subcutaneous fluids. Explain the RN’s role in verifying death. 366 

(g) “H&S: Supporting People To Move. Extension” - Safe manual handling protects both 

the person being supported and the staff. This course explores various manual 

handling manoeuvres that are seen in a care and support setting. 367 

(h) “Food Safety” - Define the risks associated with unsafe food handling. Identify how 

appropriate hygiene, safe handling and storage of food can prevent serious illness 

in the residential care setting. 368 

(i) “Dignity And Personalised Care” - Discusses the ethos of promoting dignity in care 

and ensuring the individual’s needs and wishes remain at the centre of care delivery. 

369 

(j) “Dignity Of Risk. Extension” - Dignity of risk supports individuals to take positive 

risks that can lead to improved quality of life, independence and self-esteem. This 

course explores the concept of dignity in risk and the strategies that can be 

implemented to enable a person to reach their goals. 

  

366 Statement of Johannes Brockhaus dated 3 March 2022 Annexure JB-01. 
367 Statement of Johannes Brockhaus dated 3 March 2022 Annexure JB-01. 
368 Statement of Johannes Brockhaus dated 3 March 2022 Annexure JB-01. 
369 Statement of Johannes Brockhaus dated 3 March 2022 Annexure JB-01. 
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Composition of the Workforce 

 

Residential Aged Care 

3.25 Buckland operates on a three-shift roster in our residential care facility: 

(a) day shift - from 0630 - 1500;  

(b) afternoon shift - from 1430 - 2300; and  

(c) night shift - from 2230 - 0700.370  

3.26 Due to the shift in the needs of their residents, Buckland has increased the number of RNs 

and ENs on shifts in residential care over the last 2 years. During any given day they will 

have:  

(a) four RNs on the Day Shift; 

(b) three RNs on the Afternoon Shift; and 

(c) two RNs on the Night Shift.371  

3.27 Back in 2019, “there would have been two registered nurses in the morning, two registered 

nurses in the afternoon and one registered nurse at night”.372 

3.28 During cross-examination, Ms Brockhaus accepted (with qualification) that hiring additional 

nursing staff was responsive to higher care needs of clients “but not purely clinical.  I mean, 

it's often just, you know, more physical work”.373 That physical work includes assisting with 

“mobility, showering, toileting, feeding and the like, consequent upon the higher care needs 

of the residents”.374 

3.29 As to other roles in a Day Shift: 

(a) four ENs (one per wing); and 

(b) seven to nine PCWs per wing throughout the facility.375 

  

370 Statement of Johannes Brockhaus dated 3 March 2022 [46] 
371 Statement of Johannes Brockhaus dated 3 March 2022 [50] 
372 Transcript, 12 May 2022, PN13801   
373 Transcript, 12 May 2022, PN13798   
374 Transcript, 12 May 2022, PN13799   
375 Transcript, 12 May 2022, PN13843   
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Home Care 

3.30 For provision of home care services, Buckland employ home care workers and a RN.376 

The home care workers are supervised by the Home Care Manager.  

3.31 Due to the size of the Buckland home services operation, where possible they assign a 

home carer to the same client. However, as operations continue to grow, Mr Brockhaus 

explained “our plan is to introduce a set of three carers who will provide the services to the 

client to maintain familiarity and levels of care”.377 

3.32 Buckland roster staff two weeks in advance, on the roster will have a broad description of 

their name, the location of the work and general service type.378 

  

376 Statement of Johannes Brockhaus dated 3 March 2022 [148] 
377 Statement of Johannes Brockhaus dated 3 March 2022 [151] 
378 Statement of Johannes Brockhaus dated 3 March 2022 [150] 
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Residential Aged Care: The Work Performed 

 

3.33 The following is a summary is broken into two parts. First, a summary of the work performed 

at Buckland by the following roles and/or teams: 

(a) Personal Care Workers / AINs; 

(b) RNs; 

(c) Diversional Therapists; 

(d) Kitchen Staff; 

(e) Servery Staff; 

(f) Laundry Staff;  

(g) Maintenance Staff; 

(h) Administrative Staff. 

3.34 Additionally, due to the focus upon particular tasks over the course of the hearing, by way 

of supplementary explanation, the performance of particular tasks will be further addressed 

after that summary: 

(a) Engagement with Families; and 

(b) Engagement with External Bodies. 
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Personal Care Workers 

3.35 Personal Care Workers are rostered on Day, Afternoon and Night Shifts at Buckland. Whilst 

noting that there are interruptions throughout the day as employees respond to call bells,379 

the following summary sets out duties allocated and performed by PCWs/AINs on each 

shift. Mr Brockhaus considers the work of a carer has not “dramatically changed” or been 

greatly impacted by the 2019 standards.380 

3.36 Summary of the work performed during a Day Shift:  

(a) Commencement of Day Shift. Those on day shift attend a handover with RN. The 

RN will give an update on the residents, any issues or developments that may have 

happened during the night shift.381 RN will also allocate duties and residents to the 

PCWs.382 

(b) Tasks performed on Day Shift:  

(i) Round. In the morning, in pairs and with the permission of residents, assist 

with toileting, showering, dressing and stripping the bed.383 

(ii) Breakfast. This involves getting the residents either to the dining room or 

setting them up in their room ready for the food to come to them. Depending 

on the care needs, the carer will then either feed the resident or assist as 

required.384 

(iii) Move/Assist. Return resident to Room or Activity.385 

(iv) Progress Notes. Morning progress notes in Leecare.386 For example, they 

will document whether the resident urinated, had a shower, general 

observations, that they ate breakfast (like or disliked it, how much they ate) 

and how much fluid they had.387 

(v) Round. After 11am, positions the residents, helping them get liquids, taking 

them to activities, toileting and changing incontinence pads.388 

379 Statement of Johannes Brockhaus dated 3 March 2022 [76] 
380 Statement of Johannes Brockhaus dated 3 March 2022 [77] 
381 Statement of Johannes Brockhaus dated 3 March 2022 [54] 
382 Statement of Johannes Brockhaus dated 3 March 2022 [55] 
383 Statement of Johannes Brockhaus dated 3 March 2022 [57] 
384 Statement of Johannes Brockhaus dated 3 March 2022 [58] 
385 Statement of Johannes Brockhaus dated 3 March 2022 [59] 
386 Statement of Johannes Brockhaus dated 3 March 2022 [60] 
387 Statement of Johannes Brockhaus dated 3 March 2022 [60] 
388 Statement of Johannes Brockhaus dated 3 March 2022 [61] 
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(vi) Lunch. They then prepare the residents and take them to the dining room 

and help them with their lunch.389 

(vii) Round. After lunch, another round of repositioning and toileting until about 

2pm.390 

(viii) Progress Notes. Afternoon progress notes.  

(c) End of Day Shift. The carer provides a summary of what has occurred to the RN, 

in addition to their notes in Leecare.391  

3.37 Summary of the work performed during an Afternoon Shift: 

(a) Commencement of Afternoon Shift. Those on afternoon shift attend a handover 

with the RN. The RN will give an update on the residents, any issues or 

developments that may have happened during the day shift.392 The RN will also 

allocate duties and residents to the PCWs.393 

(b) Tasks performed on Afternoon Shift: 

(i) Round. At around 3pm, the carers pair again, will go and see their residents. 

During this time, they will make social or general enquiries. After this, they 

then go about toileting. 394 

(ii) Move/Assist. Giving afternoon tea, reposition and taking residents to their 

afternoon activities (for example, exercise classes). This will generally take 

them through to around 4 or 5pm.395 

(iii) Round. Assist resident get ready for their evening routine. This is generally 

a discreet task undertaken to distribute linen and sheets and restock 

incontinence products to avoid embarrassment.396 

(iv) Dinner. From 5pm to 6:30pm the carer then helps the residents with their 

dinner service (similar to the breakfast and lunch process).397 

389 Statement of Johannes Brockhaus dated 3 March 2022 [61] 
390 Statement of Johannes Brockhaus dated 3 March 2022 [62] 
391 Statement of Johannes Brockhaus dated 3 March 2022 [63] 
392 Statement of Johannes Brockhaus dated 3 March 2022 [65] 
393 Statement of Johannes Brockhaus dated 3 March 2022 [66] 
394 Statement of Johannes Brockhaus dated 3 March 2022 [67] 
395 Statement of Johannes Brockhaus dated 3 March 2022 [67] 
396 Statement of Johannes Brockhaus dated 3 March 2022 [68] 
397 Statement of Johannes Brockhaus dated 3 March 2022 [69] 
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(v) Round. Help the residents get ready for the night-time by toileting, changing 

their clothes and toileting again this work will generally take them through to 

9pm.398 

(vi) Round. After 9pm help the residents get into bed or see if they want supper. 

(vii) Progress notes and any documentation, generally done between 9-

10.30pm.399  

(c) End of Afternoon Shift. 

3.38 Summary of the work performed during a Night Shift: 

(a) Commencement of Night Shift. Those on night shift attend a handover with the 

RN. The RN will give an update on the residents, any issues or developments that 

may have happened during the afternoon shift.400 Care workers are not assigned to 

a group of residents during night shift.401  

(b) Tasks performed on Night Shift: 

(i) Ad-hoc assistance, responding to call bells and attending to the residents’ 

needs.  

(ii) Some residents will need to be mobilised during the night with attendance to 

pressure areas and toileting. 

(iii) The demands during the night of a carer are not as high and during this time, 

carers attend to other logistical tasks like delivering laundry, linen, sort 

clothing, stock up stations with incontinence pads and nutrition supplied, 

putting away any stock that has been delivered and general cleaning and 

infection control.402 

3.39 Documentation. As to documentation completed by the PCW/AIN: 

(a) They are required to complete progress notes.403 

(b) They assist with incident reporting. Mr Brockhaus stated “usually the care staff 

member or the AIN … provides the information or starts the incident report and it 

398 Statement of Johannes Brockhaus dated 3 March 2022 [69] 
399 Statement of Johannes Brockhaus dated 3 March 2022 [70] 
400 Statement of Johannes Brockhaus dated 3 March 2022 [72] 
401 Statement of Johannes Brockhaus dated 3 March 2022 [73] 
402 Statement of Johannes Brockhaus dated 3 March 2022 [75] 
403 Transcript, 12 May 2022, PN13848   
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will have to be finalised by the registered nurse”.404 It is ultimately the responsibility 

of the report to be collated and submitted by the RN.405 

3.40 Interruptions throughout shift. As mentioned, during each shift, there are interruptions 

throughout the night as employees respond to call bells.406 The average wait time for 

response to a call bell at Buckland is 3.5 minutes.407  

3.41 During cross-examination, Mr Brockhaus accepted the description of a care worker’s day 

as “quite dynamic in the sense that a care worker might start a particular task but then be 

called away and have to attend to something which is more urgent and they will need to 

adjust their work throughout the day”.408 

 

Registered Nurses 

3.42 A RN is rostered on all shifts at Buckland. The RN acts as supervisor throughout each shift, 

with the responsibility of allocating personal care duties and residents to the PCWs/AINs at 

the commencement of Day and Afternoon Shifts and allocating some nursing care to ENs. 

As the following summary will demonstrate, the RN undertakes administrative work and all 

complex care duties.  

3.43 Summary of the work performed during a Day Shift: 

(a) Commencement of Day Shift. The RN receives a handover from the RN from the 

Night Shift.409 

(b) Tasks performed by RN on Day Shift: 

(i) Allocation of Duties. RN gives an update on the residents, any issues or 

developments that may have happened during the previous shift.410 The RN 

will allocates residents and duties to PCWs/AINs.411 On average, a pair of 

carers are assigned to provide care for 14 residents per shift.412 The RN also 

allocates some nursing duties to the ENs.413 

404 Transcript, 12 May 2022, PN13849   
405 Transcript, 12 May 2022, PN13851   
406 Statement of Johannes Brockhaus dated 3 March 2022 [76] 
407 Statement of Johannes Brockhaus dated 3 March 2022 [76] 
408 vPN13855 
409 Statement of Johannes Brockhaus dated 3 March 2022 [79] 
410 Statement of Johannes Brockhaus dated 3 March 2022 [54] 
411 Statement of Johannes Brockhaus dated 3 March 2022 [55] 
412 Statement of Johannes Brockhaus dated 3 March 2022 [56] 
413 Statement of Johannes Brockhaus dated 3 March 2022 [79] 
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(ii) Schedule 8 Medication Round. Two RNs sign out Schedule 8 medication 

from a locked medication cabinet and commence the round, which generally 

takes until 7.30am.414 

(iii) Administration. The RN goes to the computer and: 

A goes back through the last 24 hours and checks on the resident 

documentation and validates the information (ensures that it is on the 

right file), no entries that shouldn’t be there, update the terminology 

to be consistent; 

B checks the calendar to see what needs to be done during their shift 

such as care planning, case management and case conferences; 

C checks to if there is any appointments or doctor visits organised; 

D the wound care for the day.415 

(iv) Discussion with Care Manager and Quality Manager. This occurs around 

9.30am to discuss any concerns and checks if there any are specific tasks 

required of them.416 

(v) Complex Care Work. The RN will tell the EN what is on the roster for that 

day and allocate residents to the EN. Both the RN and the EN will document 

their work and take pictures to log as evidence.417 

Once per week the RN will check the work of the EN to ensure quality care 

is being provided and correctly.418 

(vi) Requests. The RN and EN also respond to the requests from the carers to 

see any specific residents to address concerns, provide guidance, 

assistance or direction for them.419 

(vii) Review Care Plans allocated to them that day and undertake clinical 

documentation.420 

(viii) Handover. At end of shift provide handover to the RN on Afternoon Shift.421 

3.44 Summary of the work performed during an Afternoon Shift: 

414 Statement of Johannes Brockhaus dated 3 March 2022 [80] 
415 Statement of Johannes Brockhaus dated 3 March 2022 [83] 
416 Statement of Johannes Brockhaus dated 3 March 2022 [84] 
417 Statement of Johannes Brockhaus dated 3 March 2022 [85] 
418 Statement of Johannes Brockhaus dated 3 March 2022 [86] 
419 Statement of Johannes Brockhaus dated 3 March 2022 [88] 
420 Statement of Johannes Brockhaus dated 3 March 2022 [89] 
421 Statement of Johannes Brockhaus dated 3 March 2022 [92] 
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(a) Tasks performed by RN on Afternoon Shift: 

(i) Allocation of Duties. RN gives an update on the residents, any issues or 

developments that may have happened during the previous shift.422 The RN 

will allocate residents and duties to PCWs/AINs.423 

(ii) Administration. After allocation, the RN does the following: 

A reviews the progress notes for the day; 

B fixes any concerns with the content of the documentation to ensure 

it can be used in their reporting; 

C creates a list of assessments (examples of this include care 

assessment, cognitive assessments, pain and skin assessments) 

that are due or overdue; 

D checks the complex care needs that are scheduled for the afternoon;  

E checks which family requires a general, routine update on their loved 

one; 

F checks to see if there are any specialists coming in.424 

(iii) Complex Care Work and Schedule 8 Medication Round.425 

(iv) Administration after 6pm. The RN then spends the next two to four hours 

speaking with the GP, undertaking documentation and speaking with the 

next of kin.426 

(v) Handover. At end of shift provide handover to the RN on Night Shift.427 

3.45 Summary of the work performed during a Night Shift: 

(a) Tasks performed by RN on Night Shift: 

(i) The RN’s main role for night shift is to exclusively focus on documentation: 

Look back at the entire day, any gaps, if anything has been missed and 

follow-up.428 

422 Statement of Johannes Brockhaus dated 3 March 2022 [54], [92] 
423 Statement of Johannes Brockhaus dated 3 March 2022 [55], [92]. 
424 Statement of Johannes Brockhaus dated 3 March 2022 [93] 
425 Statement of Johannes Brockhaus dated 3 March 2022 [94] 
426 Statement of Johannes Brockhaus dated 3 March 2022 [96] 
427 Statement of Johannes Brockhaus dated 3 March 2022 [99] 
428 Statement of Johannes Brockhaus dated 3 March 2022 [100] 
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(ii) The RN undertakes the complex care tasks that are scheduled for the night 

such as wound management. 429  

(iii) Quite a few Schedule 8 medications are scheduled for administration 

overnight, together with ad-hoc pain relief medication (PRN) as required. 430  

(iv) Reviewing care plans, entering assessments that have been done during the 

day. 431 

(v) The work of the night shift RN could be considered a ‘Catch all’ of tasks that 

may not have been performed during the day. 432 

3.46 Responding to Incidents (as occur). The RN’s normal tasks may be interrupted by 

incidents that occur in the facility. Examples of this include a fall, serious infection, a sharp 

decline in condition.433 

(a) The RN is generally notified by the carer.  

(b) The carer and the RN operate in accordance with the incident management 

protocols, these are: 

(i) Serious Incident Response Scheme policy; and 

(ii) RC Incident Management policy.434 

(c) The RN will need to attend to any unscheduled incidents which require about an 

hour out of their day each time an incident occurs and requires documentation, 

notifying the GP and next of kin. For example, if a resident falls and injures 

themselves.435 

3.47 During cross-examination, Mr Brockhaus accepted that as a consequence of RNs having 

more documentation and reporting requirements, they are providing direct care to resident 

in the facility to a lesser extent (than prior to the increase in administrative duties).436  

3.48 As to the EN role picking up more “direct care” work as a result, Mr Brockhaus said: “Every 

facility operates differently.  In our case more often work is being done by the enrolled nurse 

rather than the registered nurse.”437 

429 Statement of Johannes Brockhaus dated 3 March 2022 [101] 
430 Statement of Johannes Brockhaus dated 3 March 2022 [102] 
431 Statement of Johannes Brockhaus dated 3 March 2022 [103] 
432 Statement of Johannes Brockhaus dated 3 March 2022 [104] 
433 Statement of Johannes Brockhaus dated 3 March 2022 [105] 
434 Statement of Johannes Brockhaus dated 3 March 2022 [106]-[107] 
435 Statement of Johannes Brockhaus dated 3 March 2022 [95] 
436 Transcript, 12 May 2022, PN13838- PN13839 
437 Transcript, 12 May 2022, PN13840   
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3.49 The RN “is still available to provide supervision where required”.438 

3.50 During cross-examination, Mr Brockhaus accepted that “incidents occur essentially every 

day that can throw a schedule out the window”.439 

  

438 Transcript, 12 May 2022, PN13846   
439 Transcript, 12 May 2022, PN13893 
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Enrolled Nurses 

3.51 The EN’s primary responsibility is to assist the RN with delegated nursing care. This 

includes medication rounds (non-Schedule 8) and less complex wound care. The EN also 

assists PCWs/AINs with their duties. A summary of tasks performed during Day and 

Afternoon Shift follows, noting the ENs are not rostered on Night Shift.440 

3.52 Summary of the work performed during a Day and Afternoon Shift: 

(a) Tasks performed by ENs on Day Shift: 

(i) Assist PCWs/AINs with morning round and/or greet some residents, before 

starting their medication round.441 

(ii) Medication Round (not Schedule 8).442  

(iii) Clinical Care. The EN will perform the less complex tasks (an example of 

this is less serious wound management). The EN will document their work 

and take pictures to log as evidence. 443 

(iv) Requests. The RN and EN also respond to the requests from the carers to 

see any specific residents to address concerns, provide guidance, 

assistance or direction for them.444 

(v) Medication Duties. Whilst the RN reviews care plans, the EN will undertake 

any ad-hoc medication duties, see residents, floats around the facility to 

provide assistance, undertakes less complex wound dressings and 

recording vitals, daily blood pressure checks and works on their 

documentation.445 

3.53 During a Day Shift there are around four ENs rostered, such that each wing has an EN.446 

  

440 Statement of Johannes Brockhaus dated 3 March 2022 [98] 
441 Statement of Johannes Brockhaus dated 3 March 2022 [81] 
442 Statement of Johannes Brockhaus dated 3 March 2022 [82], [94] 
443 Statement of Johannes Brockhaus dated 3 March 2022 [85], [94] 
444 Statement of Johannes Brockhaus dated 3 March 2022 [88] 
445 Statement of Johannes Brockhaus dated 3 March 2022 [90] 
446 Transcript, 12 May 2022, PN13841-PN13842   
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Diversional Therapists  

3.54 Buckland made a conscious decision to hire “degree qualified diversional therapists over 

recreation officers” as they have the required level of education in order to provide the 

residents with activities that re-jog the memory, maintain mental fitness and assess the 

residents. 447 

3.55 During the day, the diversional therapists: 

(a) Organise activities for groups and individuals; 

(b) Undertake activities; 

(c) Undertake assessments of residents’ needs; and 

(d) Creating lifestyle plans. 448 

 

Kitchen Staff  

3.56 The Kitchen Staff at Buckland consist of the following: 

(a) A Hospitality Coordinator who is responsible for the kitchen operations (together 

with cleaning and laundry operations).449 

(b) A Cook (who is not trade qualified) but is a certified food safety supervisor. Buckland 

trained the Cook.450 

(c) Catering Assistants (x 32). Buckland employ this many because all meals are 

prepared in house from scratch.451 

3.57 The menu is designed by the Hospitality Coordinator and Cook, together with feedback from 

the residents. It is then provided to an External Dietician to ensure it meets the nutritional 

needs.452  

3.58 A summary of the tasks performed for each meal service - breakfast, lunch and dinner - is 

provided:453 

(a) The catering assistants and cook begin with cutting up, preparing the meals and 

setting up the trolleys for delivering the food. Approximately 50% of the food 

447 Statement of Johannes Brockhaus dated 3 March 2022 [109] 
448 Statement of Johannes Brockhaus dated 3 March 2022 [110] 
449 Statement of Johannes Brockhaus dated 3 March 2022 [112] 
450 Statement of Johannes Brockhaus dated 3 March 2022 [111]- [113] 
451 Statement of Johannes Brockhaus dated 3 March 2022 [115] 
452 Statement of Johannes Brockhaus dated 3 March 2022 [114]  
453 Statement of Johannes Brockhaus dated 3 March 2022 [116]-[123] 
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prepared for the residents require modified diets, an example of this is modified 

texture.454 

(b) Throughout the day, the chef and catering assistants clean the kitchen as they 

prepare the food.455 

(c) The carers will take the food to the residents and check to make sure it is the correct 

meal456. 

3.59 In addition to breakfast, lunch and dinner, Buckland also serve morning tea, afternoon tea 

and supper.457 

 
Laundry Staff 

3.60 The laundry operates on a two shift system 6:30am to 3pm and 2pm until 8pm.458 

3.61 In summary, the laundry staff perform the following tasks: 

(a) They collect the linen from the shoot and separate them based on their cleaning 

needs. 

(b) They then spend their shift washing, drying and folding laundry. 

(c) Before the end of the shift, the laundry staff (the outgoing staff) will distribute the 

residents clothing and have a chat with the residents.  

(d) At the end of the night shift, the outgoing staff will put on one final load of washing.459 

 

Cleaning Staff 

3.62 The cleaning staff have one daily shift, 7.30am to 4pm, 7 days per week.460 

3.63 In summary, the following occurs in a shift: 

(a) Meeting with Hospitality Coordinator. To discuss which staff are working in the 

specific areas of the facility and to discuss the residents. The reason for this meeting 

is to prepare and update the cleaners they might see things they are not accustomed 

to such as a resident that is palliative so they can approach the person with care.461 

454 Statement of Johannes Brockhaus dated 3 March 2022 [117]-[118] 
455 Statement of Johannes Brockhaus dated 3 March 2022 [117] 
456 Statement of Johannes Brockhaus dated 3 March 2022 [120] 
457 Statement of Johannes Brockhaus dated 3 March 2022 [124] 
458 Statement of Johannes Brockhaus dated 3 March 2022 [125] 
459 Statement of Johannes Brockhaus dated 3 March 2022 [127]-[130] 
460 Statement of Johannes Brockhaus dated 3 March 2022 [131] 
461 Statement of Johannes Brockhaus dated 3 March 2022 [132]-[133] 
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(b) General Clean - Residents’ Rooms. This involves wiping down the surfaces, 

emptying the bins, sweep and general tidying. Once a week they will undertake deep 

clean of room which includes disinfecting, scrubbing the floor and dusting.462  

(c) Conversation. Buckland expects cleaners to engage with the residents when they 

are in the rooms or see them in the facility. This can be a general conversation or 

helping them getting a glass of water.463 

(d) Communal Areas. Wipe down surfaces and handrails, empty any bins, sweep, 

scrub and vacuum and disinfect. Due to infection control measures, the common 

areas are deep cleaned every day and sometimes twice a day.464  

3.64 Buckland provides cleaning staff with training in palliative care and elder abuse. However, 

if the cleaner is uncomfortable in a situation, they are not forced to undertake that particular 

cleaning task.465 

 

Maintenance Staff 

3.65 The Maintenance Team at Buckland consists of the following: 

(a) Maintenance Manager; 

(b) Plumber; 

(c) Electrician; and 

(d) “Handypersons” (i.e. general labourers).466 

3.66 The Maintenance Team is responsible for scheduled and unscheduled maintenance. They 

have very limited interaction with residents.  

3.67 Mr Brockhaus observes that the work these employees undertake has not changed since 

he has been in the industry.467 

  

462 Statement of Johannes Brockhaus dated 3 March 2022 [135] 
463 Statement of Johannes Brockhaus dated 3 March 2022 [135] 
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Administrative Employees 

3.68 The Administration Team at Buckland works Monday to Friday and consists of the following: 

(a) Receptionists; 

(b) Admissions Officers; 

(c) HR / Recruitment; and 

(d) Accountants.468 

3.69 Mr Brockhaus observes there is now more paperwork involved for them, however the 

processes and work has not changed.469 

3.70 As to communication with families and external bodies by employees, Mr Brockhaus gave 

the following evidence.  

 

Engagement with Family 

3.71 As to engagement with family:  

(a) The carers are expected to speak with the next of kin/relatives when they come into 

contact with them and undertake this in a general conversation. This has always 

been an expectation and a requirement of their role.470  

(b) Mr Brockhaus has observed “relatives/next of kin have become more 

demanding”.471  

(c) However, there is no expectation or requirement that the carer give an update on 

the resident or their care. It is only the RN, the care manager, facility manager or 

the CEO who can give this type of information.472  

3.72 During cross-examination, Mr Brockhaus gave the following evidence: 

“MR GIBIAN: Then at paragraph 43 you refer to engagement with relatives and next of kin, 

and you say they've become more demanding.  Can you state what you mean by that? 

MR BROCKHAUS: Well, if you look at the timelines, this all falls in the issues (indistinct) 

prior before the Royal Commission into Aged Care started, which meant that people were 

more aware of aged care and the issues arising within, which prompted a lot of our relatives 

468 Statement of Johannes Brockhaus dated 3 March 2022 [142] 
469 Statement of Johannes Brockhaus dated 3 March 2022 [143] 
470 Statement of Johannes Brockhaus dated 3 March 2022 [44] 
471 Statement of Johannes Brockhaus dated 3 March 2022 [43] 
472 Statement of Johannes Brockhaus dated 3 March 2022 [45] 
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and friends of Buckland to be more inquisitive about the care that we provide and advocate 

better for the residents. 

MR GIBIAN: That is, there's been more contact from residents and next of kin and that 

contact has been more demanding, in the sense that they have demanded more detailed 

information or more concrete actions to be taken? 

MR BROCKHAUS: They wanted to be more engaged in the care that is provided, yes.”473 

 

Engagement with External Bodies 

3.73 Mr Brockhaus gave the following evidence about engagement with external bodies at 

Buckland:  

(a) From my 13 years’ experience in the industry both ‘on the ground’ and in 

management positions, there has not been a material increase in the levels of 

engagement required by all types of employees with families or external bodies.474 

(b) Looking at the carers on the ground, and the work that they perform, there has not 

been a material increase.475  

(c) For example, the Aged Care Commission visits once every couple of years, during 

this time the care staff may be requested to speak to them. These engagements 

would go for no more than 5 minutes on average. 476 

(d) Carers are not expected or required to engage with the doctors or other specialists 

who may visit.477 

3.74 During cross-examination, he gave the following evidence: 

“MR GIBIAN: In terms of the Aged Care Commission, obviously the involvement of 

staff in dealing with auditors from the Aged Care Commission is something that's 

only been present since 2019, since those standards were introduced? 

MR BROCKHAUS: I believe that's incorrect.  When it was still the agency, before it 

was a commission, they would still engage staff and ask questions.”478 

  

473 Transcript, 12 May 2022, PN13885-PN13886 
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Home Care: The Work Performed 

3.75 During an appointment, the type of duties performed by a home care worker include: 

(a) General cleaning duties: mopping, dusting, cleaning and sorting the kitchen, 

making the beds and laundry for the client; 479 and 

(b) Personal care duties: supervision and providing the consumer with reassurance 

and support or active assistance, come in and actively get mobilising and assisting 

them to undertake their showering, toileting and other like duties.480 

3.76 Whilst not directly supervised, the home care worker will meet with the home care manager 

each day and can access support and supervision throughout the day by phoning the home 

care manager. 481 The care worker is trained in and required to follow protocols: 

(a) Commencement of Shift. When the home care worker arrives on site (all our home 

care worker’s first attend the office before going to clients), they will be provided with 

the service/care plan for the client.  

(b) Review Care Plan. The home care worker then reads up on the specific needs and 

contracted services for the client. If they have any questions, they can ask this of 

the home care manager. 482 For example, if the client has requested cleaning 

assistance, the home carer will be provided with the time slot for the cleaning and 

the service plan that outlines what actually needs to be done (i.e. the kitchen or the 

bathroom). 483  

(c) Changing Care Plan. There is some level of flexibility as Buckland does encourage 

their home care workers to ask the client “what can I do for you today?”. If the client 

does not want the service that has been contracted for this requires approval of the 

home care manager who will make the decision based on the budget, the time frame 

it would take to do the alternative duty and the comfort level of the home care worker. 

484 

For example:  

(i) A change from cleaning the bathroom to cleaning the kitchen, which requires 

approval, would generally be approved.485 

479 Statement of Johannes Brockhaus dated 3 March 2022 [147] 
480 Statement of Johannes Brockhaus dated 3 March 2022 [147] 
481 Statement of Johannes Brockhaus dated 3 March 2022 [158] 
482 Statement of Johannes Brockhaus dated 3 March 2022 [152] 
483 Statement of Johannes Brockhaus dated 3 March 2022 [153] 
484 Statement of Johannes Brockhaus dated 3 March 2022 [154] 
485 Statement of Johannes Brockhaus dated 3 March 2022 [155] 
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(ii) A change cleaning the bathroom to taking the client grocery shopping, which 

requires approval, may not be accommodated during the time allocated.486  

(iii) If it is something minor like the client would prefer the floors mopped instead 

of swept this can be accommodated without seeking approval from the home 

care manager.487 

(d) Communicate Concerns. A number of the Buckland clients live with their families 

and the worker may be asked to give a general observation of the client or the work 

done. If there are any concerns this will be referred to the home care manager. 488 

(e) Documentation. After they complete their service the home care worker will then 

spend the next 5 minutes completing documentation. The documentation required 

is quite simple and requires that they provide an overview of the service provided 

and tick a check box to state that they have undertaken the work. 489  

  

486 Statement of Johannes Brockhaus dated 3 March 2022 [155] 
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Regulation  

 

3.77 The new aged care standards commenced on 1 July 2019 and the changes to these 

standards have brought about the way the industry operates by placing the person receiving 

care at the centre of every decision and giving them greater control over their care.490  

During cross-examination, Mr Brockhaus stated that “it was always the expectation of the 

staff, you know, to put the resident at the centre of all decision‑making”, even prior to the 

government formalising it in writing.491 

3.78 However, the reality of the situation is that there is a lot of regulation in the industry. The 

amount of auditing and reporting required by the provider to prove that it is supporting the 

resident to make choices regarding their care and delivering the care in accordance with 

their decision is extensive. 492 

3.79 At Buckland, since the implementation of 2019 standards, a lot of care that was previously 

provided by the RN and team leader has been substituted with these employees 

undertaking compliance-based duties to make sure that the documentation required to 

demonstrate that the operations are aligned with the standards.493 

3.80 Instead of providing direct care, the RNs are care planning, conducting reviews, audits and 

various assessments required by the 2019 standards. These cannot be completed by the 

carer as they don’t have the education or clinical skills required to complete those tasks.  

3.81 This has meant that carers are undertaking more of the care work which was historically 

undertaken by RNs and we have had to rely upon our carers more to provide personal care 

to the residents. 494 

3.82 During cross-examination, Mr Brockhaus confirmed that since the new aged care standards 

commenced Buckland have had two audits.495  

  

490 Statement of Johannes Brockhaus dated 3 March 2022 [25] 
491 Transcript, 12 May 2022, PN13873 
492 Statement of Johannes Brockhaus dated 3 March 2022 [26] 
493 Statement of Johannes Brockhaus dated 3 March 2022 [27] 
494 Statement of Johannes Brockhaus dated 3 March 2022 [28] 
495 Transcript, 12 May 2022, PN13819   
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Funding  

 

3.83 Mr Brockhaus gave the following evidence: 

(a) Up until last year, Buckland was operating at a marginal surplus, we are now 

operating at a deficit.496 

(b) We don’t look at funding provided to determine our staffing; we look at the 

complexity of the care needs to determine how much care they need and according 

to that we put on more or less staff, which can lead to overspending.497  

(c) Our expenses are more than the Aged Care Funding Instrument (ACFI) and Home 

Care Packages funding we receive.498 

  

496 Statement of Johannes Brockhaus dated 3 March 2022 [18] 
497 Statement of Johannes Brockhaus dated 3 March 2022  [19] 
498 Statement of Johannes Brockhaus dated 3 March 2022 [20] 
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4. THE EMPLOYERS: RECRUITMENT SOLUTIONS GROUP AUSTRALIA 

4.1 Ms Sue Cudmore is the COO, Recruitment Solutions Group Australia (trading as Health 

Solutions Group). Health Solutions Group has “the mandate across our nursing 

recruitment business and our community care business”.499 She also has operational 

control for Alliance Health Services Group Pty Ltd (Alliance) and is the Board Director at 

the Australian Community Industry Alliance.500  

4.2 Experience/Qualifications. She has 18 years working in the community and disability 

sector. Her qualifications include Bachelor of Nursing and Masters in Public Health.501 

 
 
The Providers: Health Solutions Group Australia and Alliance 

 

Structure and Operations  

Health Solutions Group Australia  

4.3 Health Solutions Group Australia operates a number of labour hire agencies that work in 

the nursing industry in Australia. This includes:  

(a) Belmore Nurses;  

(b) ACT Nursing Service; 

(c) RNS Nursing; and 

(d) CQ Nurses.  

(e) Alliance Nursing.502 

Alliance  

4.4 Alliance is nursing agency, which was established in 2002. In 2004, in response to market 

requests, the business expanded into the community nursing and disability services.503 In 

2015, Alliance expanded its ownership structure which resulted in its offering being 

expanded into other states.504  

4.5 Since 2015, the component of the business were separated and rebranded as follows:  

499 Transcript, 12 May 2022, PN13527   
500 Statement of Sue Cudmore dated 4 March 2022 [2] 
501 Statement of Sue Cudmore dated 4 March 2022 [2]-[6] 
502 Statement of Sue Cudmore dated 4 March 2022 [7] 
503 Statement of Sue Cudmore dated 4 March 2022 [8] 
504 Statement of Sue Cudmore dated 4 March 2022 [9] 
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(a) Alliance Community. The division providing community care and disability support 

services was rebranded Alliance Community. 

(b) Alliance Nursing. The division  providing nursing employees was rebranded as 

Alliance Nursing.505  

4.6 As at 2022, Alliance delivers: 

(a) community care and disability support services in NSW, ACT, SA and QLD 

providing support and care services to over 1000 individuals; and 

(b) agency nurses, from assistants in nursing through to nursing specialists, to 

residential and in-home aged care to over 100 providers across Australia. 506  

4.7 Alliance Community mainly undertakes in-home care work.507 

 

The Employees 

Health Solutions Group Australia 

4.8 Health Solutions Group Australia employs around 5,800 nurses (as at March 2022), each 

employed on a casual-basis.508 All the nurses are paid in accordance with the Nurses 

Award.509 During cross-examination, Ms Cudmore confirmed that total include employees 

of Alliance Nursing (and not Alliance Community).510 

4.9 Health Solutions Group Australia places nursing staff into host employers that are 

predominantly hospitals or aged care facilities, but also operate in the community services, 

corrective services, mental health and disability services space among others.511  

Alliance Community  

4.10 Alliance Community employs approximately 450 employees who work in the aged care and 

disability services sector, mainly in in-home care.512  

4.11 Due to the nature of Alliance’s operations, the vast majority of employees are engaged on 

a casual basis. There are a small number of employees who are engaged on a permanent 

basis.513 

505 Statement of Sue Cudmore dated 4 March 2022 [10] 
506 Statement of Sue Cudmore dated 4 March 2022 [11] 
507 Statement of Sue Cudmore dated 4 March 2022 [27] 
508 Statement of Sue Cudmore dated 4 March 2022 [12] 
509 Statement of Sue Cudmore dated 4 March 2022 [13] 
510 Transcript, 12 May 2022, PN13550   
511 Statement of Sue Cudmore dated 4 March 2022 [14] 
512 Statement of Sue Cudmore dated 4 March 2022 [15]; Transcript, 12 May 2022, PN13555   
513 Statement of Sue Cudmore dated 4 March 2022 [16] 
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4.12 Alliance Community operate under two industrial instruments: 

(a) SCHADS Award; and 

(b) the Alliance Home Care Services Enterprise Agreement.514 

 
Placement of Employees  

4.13 Health Solutions Group Australia and Alliance take a slightly different approach to placing 

employees with a ‘host’ employer. 515 

 
Health Solutions Group Australia 

4.14 Before contracting with a host employer and agreeing to place employees with that host, 

Health Solutions Group Australia undertakes a thorough assessment to ensure they will 

provide a safe workplace for our employees. 516  This includes reviewing matters such as 

compliance with relevant safety and best practice requirements and ensuring the host has 

the required accreditations. 517  

4.15 Once the host passes the relevant requirements, that host is responsible for day to day 

matters such as work being performed, safety, infection control, PPE etc. 518  

4.16 This is an ongoing process of review. Each branch of the Health Solutions Group Australia 

that manages a contract with a host regularly checks in to ensure that host continues to 

meet their obligations. 519  

4.17 If there is a problem raised with Health Solutions Group Australia, there is an incident 

management process which is reviewed by an internal governance committee that discuss 

matters such as safety in the workplace. 520  

Alliance Community  

4.18 Alliance operates in the community services space in a much more “hands on” model. 521 

This means that Alliance have responsibility and control over day to day operational matters 

such as work undertaken, workplace health and safety, infection control, provision of PPE 

514 Statement of Sue Cudmore dated 4 March 2022 [17] 
515 Statement of Sue Cudmore dated 4 March 2022 [18] 
516 Statement of Sue Cudmore dated 4 March 2022 [19] 
517 Statement of Sue Cudmore dated 4 March 2022 [20] 
518 Statement of Sue Cudmore dated 4 March 2022 [21] 
519 Statement of Sue Cudmore dated 4 March 2022 [22] 
520 Statement of Sue Cudmore dated 4 March 2022 [23] 
521 Statement of Sue Cudmore dated 4 March 2022 [24] 
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etc. 522 To assist with that responsibility, Alliance has developed a number of policies on 

these matters. 523 

 
 
The Environment 

 

4.19 Risk Assessment. Before we service a client, a risk assessment is undertaken by an 

Alliance Community team member to identify any risks in the home environment.524 

 

 

Qualifications and Training  

 

4.20  All Alliance employees are required to undertake a skills assessment to determine the 

scope of the work they can perform. This is to ensure that we place employees with the 

right skills to perform the work required by the client.525 

 

  

522 Statement of Sue Cudmore dated 4 March 2022 [25] 
523 Statement of Sue Cudmore dated 4 March 2022 [26] 
524 Statement of Sue Cudmore dated 4 March 2022 [32] 
525 Statement of Sue Cudmore dated 4 March 2022 [30], Annexure SC-01 
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Home Care: The Work Performed 

 

4.21 This section focuses upon the home services provided by Alliance. It sets out the 

responsibilities of the following roles: 

(a) Care Coordinator; 

(b) Scheduler;  

(c) Care Worker; and 

(d) Home Care Case Manager. 

 

Care Coordinator / Clinical Care Coordinator  

4.22 When a client chooses Alliance as their home care provider, a care coordinator will conduct 

an assessment of the client’s needs and their goals work with the client to determine the 

services they require and when they would like these services to be performed. This may 

be conducted by the registered nurse or the Home Care Case Manager. This will then 

become the care plan for the client.526 

4.23 A template “Home Care Package - Client Care Plan” used by Alliance Community is 

annexed to Ms Cudmore’s statement.527 During cross-examination, she accepted the 

template includes “boilerplate provisions” that appear in every care plan prepared.528 

 

Scheduler 

4.24 A scheduler will then arrange for a care worker to perform the duties required under the 

care plan. For example, if a client has requested domestic assistance in the form of 

vacuuming, the care worker will be assigned domestic assistance. The care worker can 

then check the care plan to see what specific domestic assistance has been assigned to 

them.529 

4.25 In the Procura App, the worker can see what type of services they have been scheduled 

for.530 

 

526 Statement of Sue Cudmore dated 4 March 2022 [31] 
527 Statement of Sue Cudmore dated 4 March 2022, Annexure SC-02. 
528 Transcript, 12 May 2022, PN13574   
529 Statement of Sue Cudmore dated 4 March 2022 [33] 
530 Statement of Sue Cudmore dated 4 March 2022 [35] 
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Care Worker  

4.26 The care worker can only perform the work within the scope of their skill and role as set out 

in their position description.531 In relation to the work performed by Alliance Community 

employees, this includes: 

(a) assisting the elderly with daily living task such as bathing, dressing and at meal time; 

(b) taking the elderly to the library, local bowling club and other types of community 

engagement; 

(c) providing companionship; 

(d) taking them grocery shopping or just generally to the shops; 

(e) assisting them with medication reminders; 

(f) undertaking domestic duties such as cleaning; 

(g) helping with meal preparation; and 

(h) assisting with travel.532  

4.27 During cross-examination, Ms Cudmore accepted that a small aspect of the care provided 

includes continence care, skin management, feeding, bowel care, bladder care and enteral 

nutrition.533 That aspect of clinical care would be assessed by an RN and included in the 

care plan. Ms Cudmore noted: “Depending on what the need is, they would either delegate, 

do delegation of duties to a care worker if it's non‑complex.  If it's complex, they would do it 

themselves.  So it's very much on an individualised case‑by‑case basis, based on a clinical 

assessment”.534 If delegated, the RN would still be responsible for supervision.535 

4.28 The work is undertaken under the indirect supervision of the care coordinator, a team leader 

and a community manager.536  

4.29 The following is a summary of the protocols a care worker is trained to follow and implement 

throughout the course of a shift (as required):537 

531 Statement of Sue Cudmore dated 4 March 2022 [34], Annexure SC-03, Annexure SC-04 
532 Statement of Sue Cudmore dated 4 March 2022 [28] 
533 Transcript, 12 May 2022, PN13546   
534 Transcript, 12 May 2022, PN13547 
535 Transcript, 12 May 2022, PN13548   
536 Statement of Sue Cudmore dated 4 March 2022 [29] 
537 Statement of Sue Cudmore dated 4 March 2022 [45] 
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(a) Commencement of a Shift. The worker commences by logging into the Procura 

App and confirming their shift. The worker is required to stay logged on until the end 

of their shift.538  

(b) Home risk assessment. When arriving at the home of the client, a home risk 

assessment is undertaken by the worker prior to the commencement of the service. 

539  

(c) Hazard Identified. If the worker identifies a hazard in the workplace, the following 

protocol is followed:  

(i) The worker is required to call through to the office and report the hazard. 

Depending on the severity of the hazard they may need to remove the client 

from the hazard.540  

(ii) An over the phone assessment is immediately done with a care coordinator 

to determine if the service can be started or need to be cancelled until the 

hazard is removed.541 

(d) Client not answering door. If the client does not answer the door, the worker is to 

call the office immediately for assistance. The employee cannot make the decision 

to use the spare key to open the door or leave the service without first seeking 

advice.542 

(e) Care Plan. The service is to be performed in accordance with the care plan.543 

(f) Skin Damage or Wound. The care worker is to report this to the Care 

Coordinator.544 

(g) Concerns/Questions. The care worker is to call the office for advice if ever in doubt 

about what to do.545 

(h) Documentation. After the service is completed, the carer will then spend the next 

5 to 10 minutes completing the documentation about the visit. This documentation 

will contain a brief note of the service that was performed and any general 

observations on the client.546 

538 Statement of Sue Cudmore dated 4 March 2022 [36] 
539 Statement of Sue Cudmore dated 4 March 2022 [37] 
540 Statement of Sue Cudmore dated 4 March 2022 [37]-Statement of Sue Cudmore dated 4 March 2022 [38] 
541 Statement of Sue Cudmore dated 4 March 2022 [38] 
542 Statement of Sue Cudmore dated 4 March 2022 [40] 
543 Statement of Sue Cudmore dated 4 March 2022 [41] 
544 Statement of Sue Cudmore dated 4 March 2022 [42]-[43] 
545 Statement of Sue Cudmore dated 4 March 2022 [44] 
546 Statement of Sue Cudmore dated 4 March 2022 [46]-[47] 
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4.30 There are clear boundaries and guidelines regarding what work can be performed which 

have been established by Alliance Community. Ms Cudmore states “our employees are 

trained in these and encouraged to establish and enforce these boundaries”.547 

 

Home Care Case Manager 

4.31 Documentation completed by care workers is reviewed by the Home Care Case Manager 

who determines if there is further action required such as a reassessment of the needs or 

contacting the family to express a concern.548 

 

Employment Handbook and Induction  

4.32 At the commencement of employment with Alliance Community, care workers are provided 

with an employee handbook  and undertake an induction.549  

Induction 

4.33 The induction includes an online component, together with a face-to-face component.550 Ms 

Cudmore described the matters covered in induction: 

“Everything basically – well, I suppose that the induction's been around their tasks, 

their roles and responsibilities.  The way that we've constructed the inductions, they 

meet the requirements of the Aged Care Accreditation Agency, which we are 

accredited with, and NDIS and ACAS certification.  So it talks to roles, high risk 

activities, incidents, work health and safety, who your line manager is, 

communication skills, you know, some of our higher risk sort of things like clients 

with challenging behaviours, how to escalate concerns, that type of thing.  All those 

things that we need to meet industry standard, we need to address in our induction 

process.”551 

4.34 The online and face-to-face components take around 90 minutes each, respectively.552 

4.35 During induction, the care worker will receive:  

(a) online content (which includes “online modules”);  

547 Statement of Sue Cudmore dated 4 March 2022 [44]-[45] 
548 Statement of Sue Cudmore dated 4 March 2022 [48] 
549 Statement of Sue Cudmore dated 4 March 2022 [42]-[43]; Transcript, 12 May 2022, PN13577   
550 Transcript, 12 May 2022, PN13581 
551 Transcript, 12 May 2022, PN13582   
552 Transcript, 12 May 2022, PN13583   
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(b) an induction pack (which includes the slides that are the online component;  

(c) a document setting out their scope of practice; and  

(d) the employee handbook.553 

4.36 Ms Cudmore provided an overview of the “online modules” that are included in the induction 

process: 

“So they do a module on working with the aged in the community.  They do a module on 

infection control.  These modules are industry standard modules that they do through a 

learning platform, which is called - we usually call Go 1, but that doesn't really matter - it's 

through a learning platform.  The induction part is what we design as our content and that's 

how we want them to - we require staff to interact with us, and includes those important 

things like work health and safety, who their manager is, how they document, how they 

escalate an incident, all those type of things.”554 

4.37 The content covered in the online modules is also reflected in the employee handbook.555 

Employee Handbook 

4.38 The employee handbook details the procedure to be followed for the majority of services 

that Alliance Community offers.556  It is provided is hard and soft copy format.557 A copy of 

the “Community Support Worker handbook” prepared by Alliance Community is annexed 

to Ms Cudmore’s statement.558  

4.39 The employee handbook also sets out when certain issues or concerns are required to be 

escalated to the care coordinator. For example, if the worker notices signs of poor 

circulation, skin damage or a wound they are to report this to the care coordinator.559  

4.40 Section 3 is entitled “Working with Alliance Community, Employment Information”. It sets 

out the procedure to be followed by a care worker in the following scenarios: 

(a) “Your need to cancel your shift” 

(b) “When a client cancels” 

(c) “Your arrive at a client’s home and they are not in” 

(d) “You are running late for a client visit” 

553 Transcript, 12 May 2022, PN13652- PN13656     
554 Transcript, 12 May 2022, PN13657 
555 Transcript, 12 May 2022, PN13658   
556 Statement of Sue Cudmore dated 4 March 2022 [42]-[43]; Transcript, 12 May 2022, PN13577   
557 Transcript, 12 May 2022, PN13578 
558 Statement of Sue Cudmore dated 4 March 2022, Annexure SC-05 
559 Statement of Sue Cudmore dated 4 March 2022 [42]-[43] 

5252



(e) “If you arrive at the client’s home and you know they are there, but are not answering 

the door” 

(f) “You are sick” 

(g) “An incident or hazard occurs in the workplace”.560 

4.41 It also sets out information about the Procura App, Uniform Policy, Equipment and Tools of 

the Trade, Travel, Motor Vehicle Use, Vehicle Log Sheet, information about pay, insurance, 

“supervision, training and performance reviews” and grievances in the workplace.  

4.42 During cross-examination, Ms Cudmore was taken to a discrete part of Section 3 under the 

heading “supervision, training and performance reviews”. The relevant extract appears 

below: 

 “The Alliance Community Team will support you in the performance of your role. All 

staff are expected to work within their scope of practice, as provided to you in your 

job description.”561 

4.43 Ms Cudmore accepted that the reference to “your job description” concerned a separate 

document provided separately and sets out the scope of practice. It should be read in 

conjunction with the employee handbook.562  

4.44 Section 4 is entitled “Support Workers Roles and Responsibilities”.563 That part of the 

employee handbook set out employer expectations.564 It also includes a “Code of 

Professional Conduct and Ethics”,565 which comprises of the following sections: 

(a) Policy Statement; 

(b) NDIS Code of Conduct; 

(c) Discrimination and Harassment;  

(d) Work Health and Safety; 

(e) Ethical Conduct.566 

560 Statement of Sue Cudmore dated 4 March 2022, Annexure SC-05, 17-18 (Section 3).  
561 Statement of Sue Cudmore dated 4 March 2022, Annexure SC-05, 17 (Section 3) (emphasis added); Transcript, 12 

May 2022, PN13602   
562 Transcript, 12 May 2022, PN13605-PN13607   
563 Statement of Sue Cudmore dated 4 March 2022, Annexure SC-05, 19 (Section 4). 
564 Statement of Sue Cudmore dated 4 March 2022, Annexure SC-05, 19 
565 Transcript, 12 May 2022, PN13631- PN13635 
566 Statement of Sue Cudmore dated 4 March 2022, Annexure SC-05, 19-21 
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4.45 Section 4 also includes a subheading “Documentation and Client Medical Record File”. 

Beneath that heading the expectations of the employer for documentation handled and 

completed by the care work appears.567 The first two dot points are extracted below: 

“- A Client booklet will be placed in the home at the commencement of services. The booklet 

will contain personal information relating to the client’s health, treatment regimes and care 

plan. A list of contents and the order of storage is provided in each booklet and staff are 

required to maintain the documentation accordingly. 

- Workers are required to fill in the appropriate documentation and write in the care progress 

notes where indicated (e.g. change of treatment, new/adverse event, appointments). For 

any adverse event or change in client condition ensure the documentation contains 

information on who was notified. Guidelines on the principles of documentation are 

available on the NSW Nurses and Midwives Association website.”568 

4.46 The expectation conveyed are clearly stated: 

(a) “Workers are required to fill in the appropriate documentation and write in the care 

progress notes where indicated (e.g. change of treatment, new/adverse event, 

appointments)”; and 

(b) “For any adverse event or change in client condition ensure the documentation 

contains information on who was notified.”569 

4.47 During cross-examination, undue emphasis was placed upon the significance of the final 

sentence which refers to “Guidelines on the principles of a documentation” a resource 

prepared by the New South Wales Nurses and Midwives Association (NSWNMA), and 

accessible on the NSWNMA website. That reference does not distract from the 

expectations communicated in that dot point.  

4.48 Section 11 is entitled “Emergency Management”.570 The section sets out the following:  

(a) “emergency action” to be taken - when a client faints, has bleeding, burns, falls, 

stroke;571  and  

(b) “emergency procedures” to be followed in the case of a medical emergency, 

collapse, foreign body airway obstruction, diabetic emergency, fire, armed hold up, 

an intruder, a car accident, discovery of deceased client.572  

567 Statement of Sue Cudmore dated 4 March 2022, Annexure SC-05, 22. 
568 Statement of Sue Cudmore dated 4 March 2022, Annexure SC-05, 22 (original emphasis). 
569 Statement of Sue Cudmore dated 4 March 2022, Annexure SC-05, 22 
570 Statement of Sue Cudmore dated 4 March 2022, Annexure SC-05, 60 (Section 11).  
571 Statement of Sue Cudmore dated 4 March 2022, Annexure SC-05, 60-61.  
572 Statement of Sue Cudmore dated 4 March 2022, Annexure SC-05, 61-66 
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4.49 During cross-examination Ms Cudmore noted the reference to purchasing a “kit” (see 

second paragraph of section 11) needs updating, because the kits are simply provided to 

care workers on request, without payment.573 

4.50 Section 13 is entitled “Occupational Health and Safety”.574 During cross-examination, Ms 

Cudmore was taken to a discrete passage under the subheading “Risk Control”, which 

addresses a “mix of risk control measures” when confronted with the risk of 

violence/aggression. Ms Cudmore confirmed that those measure should be used when 

confronted with an aggressive client.575 

4.51 During re-examination, Ms Cudmore also confirmed that is a worker felt unsafe in a client’s 

home the procedure they are to follow it to “leave and call the office” for guidance.576 

4.52 Section 15 is entitled “Challenging Behaviours”.577 This section sets out a series of 

guidelines intended as a practical guide for care workers “managing difficult behaviour in 

clients”.578 

4.53 Within that section, under the subheading “Understanding Difficult Behaviour” the following 

appears: “It is not the responsibility of the Worker to fix a pre-morbid personality that gives 

rise to difficult behaviour; it is our responsibility to manage it.”579 

4.54 During cross-examination, Ms Cudmore explained what is meant by “pre-morbid”: 

“People have obviously brain injuries, it can be dementia, it can be mental health issues, so, 

the role of us in the service is not to be medical and cure and prescribe, but our role is to 

support the person in the best way we can with their known pre-conditions.  It'd be similar to 

supporting - similar but different to supporting somebody who has diabetes, we know that, 

so, we work with that, and we know they have some behavioural issues, we know that as 

part of our assessment, part of our review and our training, and we customise and create 

services to the best of our ability around that customer's needs.  So, we don't want to 

discriminate obviously, that's the point of that sentence.”580 

 

 

 

573 Transcript, 12 May 2022, PN13665-PN13667   
574 Statement of Sue Cudmore dated 4 March 2022, Annexure SC-05, 73 
575 Transcript, 12 May 2022, PN13684   
576 Transcript, 12 May 2022, PN13748 
577 Statement of Sue Cudmore dated 4 March 2022, Annexure SC-05, 93 (Section 15) 
578 Statement of Sue Cudmore dated 4 March 2022, Annexure SC-05, 93 
579 Statement of Sue Cudmore dated 4 March 2022, Annexure SC-05, 94 
580 Transcript, 12 May 2022, PN13690   
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5. THE EMPLOYERS: KINCARE 

5.1 Mr Cheyne Woolsey, Chief Human Resources Office (CHRO), KinCare.  

5.2 Service. He has held the position for more than 4 years. Prior to moving into this role, he 

was the Head of Organisational Development at KinCare for 12 months.581 

5.3 Role. As CHRO, Mr Woolsey is responsible for the following: 

(a) the HR operations of the business; 

(b) management of the teams, systems and processes in place for workforce 

compliance with the Social Community, Home Care and Disability Services Industry 

Award 2010 (SCHADS Award); 

(c) staff learning and development; 

(d) management of the teams, systems and processes in place for Work Health and 

Safety obligations; 

(e) recruitment; and 

(f) culture and change.582 

5.4 Experience/Qualifications. He has a Bachelor Degree in Social Science.583  

5.5 As earlier mentioned, Mr Woolsey was not required for cross-examination.  

 
  

581 Statement of Cheyne Woolsey dated 4 March 2022 [2] 
582 Statement of Cheyne Woolsey dated 4 March 2022 [5] 
583 Statement of Cheyne Woolsey dated 4 March 2022 [4] 
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The Provider: Kincare 

 

Structure and Operations  

5.6 KinCare is a privately owned, family run home care provider that has provided support to 

customers in the community under the Home Care Package (HCP) and Commonwealth 

Home Support Package (CHSP) for over 28 years. KinCare provides services to over 

10,000 customers each year across both CHSP and HCP.584 

5.7 The business is primarily focused on supporting customers who are elderly to continue 

living independently in their home. This is achieved by providing staff who assist customers 

with their personal or domestic care needs in their homes, and in their daily activities. 585 

5.8 It operates in every state and the ACT but does not operate in the Northern Territory.586 

5.9 KinCare only operates home care services and does not receive additional funding or 

additional revenue from other sources.587  

The Employees 

5.10 As at 2022, KinCare employs approximately 1,100 employees in field roles to provide home 

care services to clients including:  

(a) home care workers; 

(b) nurses; 

(c) physical therapists;  

(d) team leaders;  

(e) schedulers;  

(f) customer care managers;  

(g) clinical;  

(h) governance and quality; and  

(i) sales.588  

584 Statement of Cheyne Woolsey dated 4 March 2022 [8], [12] 
585 Statement of Cheyne Woolsey dated 4 March 2022 [9] 
586 Statement of Cheyne Woolsey dated 4 March 2022 [10] 
587 Statement of Cheyne Woolsey dated 4 March 2022 [11] 
588 Statement of Cheyne Woolsey dated 4 March 2022 [13] 
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5.11 At KinCare, employees providing home care services are generally covered by the 

SCHADS Award, with a small number of our field-based employees covered by the Nurses 

Award or the Health Professionals and Support Services Award.589 

5.12 Approximately 55% of the workforce is permanent part time.590  

 

The Environment 

5.13 At KinCare, the home care workers are employees that customers see and interact with 

most closely. In that role, they enter customer homes to perform services that have been 

arranged to occur in accordance with the care plan for that customer (and within the scope 

of their role).591 

5.14 The home care workers perform these tasks autonomously and remote from any KinCare 

colleague. Whilst Mr Woolsey noted that “[o]ne of the biggest challenges our workers face 

is the environment, they don’t know what situation you are walking into”, he explains 

KinCare has structured support systems in place to ensure that our carers are equipped 

with the skills, knowledge and support to be able to perform their role. Those support 

systems are as follows: 

(a) carers are trained on escalation processes; 

(b) each carer has a planned one on one chat with their team leader every 4 to 6 weeks. 

During this meeting they will discuss their performance, coaching and support; and  

(c) they have access to a customer care manager, scheduler and their team leader 

should they need support and supervision.592 

5.15 If there is an issue during the home visit, the home care worker will escalate this. All of their 

employees are trained on how to use the software, administer first aid and respond to 

emergency situations.593  

5.16 A summary of the protocols appears below. Mr Woolsey confirmed that support is always 

provided to workers in the field, “their manager can be contacted by phone, email, text at 

any time”.594 

5.17 KinCare also offers support to their employees through our EAP program.595 

589 Statement of Cheyne Woolsey dated 4 March 2022 [14] 
590 Statement of Cheyne Woolsey dated 4 March 2022 [15] 
591 Statement of Cheyne Woolsey dated 4 March 2022 [41] 
592 Statement of Cheyne Woolsey dated 4 March 2022 [49] 
593 Statement of Cheyne Woolsey dated 4 March 2022 [50] 
594 Statement of Cheyne Woolsey dated 4 March 2022 [42] 
595 Statement of Cheyne Woolsey dated 4 March 2022 [55] 
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The Consumers 

5.18 At KinCare, the following observations are made about consumers: 

(a) Consumers are staying in their home longer. Mr Woolsey attributes this to the 

“consumer directed care and consumer choice model”. For example, a customer 

with more complex needs is able to live at home and can exercise a choice to remain 

living at home with assistance from home care workers for a longer period of time 

before being moved into a residential care facility or other managed care by 

comparison to the previous model of care of more than 5 years ago.596  

(b) There is a higher proportion of KinCare consumers presenting with dementia or 

experience cognitive decline and with multiple health issues that are being managed 

at home with the KinCare home care workers providing an important part of the care 

plan for that person. (Again, connected to the consumers staying home longer).597  

(c) Home care workers are spending more time with consumers. 598  

(d) Consumers are presenting with additional complexity and challenges in the personal 

care tasks being performed, compared to those in the field 5 years ago.599 

 

Qualifications And Training  

Qualifications  

5.19 KinCare do not set a qualification as a minimum requirement for home care workers. It is 

common practice for KinCare to hire people without qualifications, or without prior 

experience in the industry and then train them up to be competent to deliver home care.600 

A relevant tertiary degree will be required when recruiting for a specific professional role, 

such as a physiotherapist. KinCare prefer that their employees have the right experience.601 

5.20 Mr Woolsey considers that “a home care worker with a Certificate III qualification still needs 

to go through the KinCare mandatory training as there isn’t the necessary qualifications to 

skills alignment without this”.602  

5.21 To address this, KinCare is well into the development of an in-house “Certificate III” program 

to supplement the training and skills required for home care workers. Modules and 

competences that will be covered in this training include (in addition to the usual Certificate 

596 Statement of Cheyne Woolsey dated 4 March 2022 [25] 
597 Statement of Cheyne Woolsey dated 4 March 2022 [26] 
598 Statement of Cheyne Woolsey dated 4 March 2022 [27] 
599 Statement of Cheyne Woolsey dated 4 March 2022 [27] 
600 Statement of Cheyne Woolsey dated 4 March 2022 [17] 
601 Statement of Cheyne Woolsey dated 4 March 2022 [16] 
602 Statement of Cheyne Woolsey dated 4 March 2022 [18] 
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III units of competencies) home care tracking, monitoring and managing challenging 

behaviours.603 

5.22 Around 50% of KinCare employees employed under the SCHADS Award have a Certificate 

III qualification.604 

(ii) Mandatory Internal Training 

5.23 At KinCare, all employees undertake mandatory training to ensure employees are prepared 

to perform the work in a safe and informed manner. Prior to COVID-19, most of that training 

was conducted face-to-face but it is now conducted online.605  

5.24 This training is run quarterly by KinCare’s Learning and Development Team (who report to 

Mr Woolsey) and each home care worker receives 12 hours of paid training per year.606  

5.25 The Learning and Development Team are responsible to determine a training program for 

each year based on what is considered to be the requirement to meet the regulations. This 

internal training program is considered at KinCare to be the mandatory minimum for our 

training requirements.607 

Medication Training  

5.26 Throughout the year, nurses employed by KinCare also conduct medication training for 

employees to assist and/or prompt their clients to take their medications. This allows the 

employees to either prompt and observe the client take their medication or assist them by 

taking the medication out of the Webster-pak.608 Mr Woolsey provided a copy of KinCare’s 

Medication Management Policy.609 

5.27 KinCare receives no funding to develop, deliver or pay the wages for these employees to 

participate in the training. These training costs are born by KinCare at an annual cost of 

circa $130,000 as part of their overheads.610  

Composition Of The Workforce 

5.28 KinCare employ home care workers at different levels depending on their skills and 

experience, the level they are employed at will determine the work that they perform. 

Broadly: 

603 Statement of Cheyne Woolsey dated 4 March 2022 [19] 
604 Statement of Cheyne Woolsey dated 4 March 2022 [20] 
605 Statement of Cheyne Woolsey dated 4 March 2022 [28] 
606 Statement of Cheyne Woolsey dated 4 March 2022 [29] 
607 Statement of Cheyne Woolsey dated 4 March 2022 [30] 
608 Statement of Cheyne Woolsey dated 4 March 2022 [31] 
609 Statement of Cheyne Woolsey dated 4 March 2022 Annexure CW04 
610 Statement of Cheyne Woolsey dated 4 March 2022 [32] 
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(a) Level 1 employee - domestic and cleaning assistance, pet care, gardening, transport 

services and social support. No personal care tasks; 

(b) Level 2 employee - personal care, meal preparation, medication prompt/assist (if 

trained), domestic care, transport services and some social support when needed 

and clients with less cognitive decline; 

(c) Level 3 employee - personal care, domestic care, transport services and some 

social support when needed and clients with cognitive decline/complex health 

needs; and 

(d) Level 4 employee – Buddy Trainers.611 

5.29 The skill of each individual employee is entered into their Salesforce system which will then 

match employees with clients. For example, a client with dementia will not be assigned a 

level 1 or level 2 employee to perform personal care tasks.612 

5.30 There are times when a higher graded employee, such as a level 3, will need to perform 

the work of a lower-level employee where there is a gap in the roster. However, this is an 

exceptional circumstance when another employee cannot perform this work. KinCare 

cannot charge the client at a higher rate due to a more qualified employee performing the 

work, this is a cost that is absorbed.613 

5.31 Although KinCare level 3 employees support those with higher care needs/dementia, all 

employees receive training on managing difficult situations, behaviours and concerns.614 

  

611 Statement of Cheyne Woolsey dated 4 March 2022 [21] 
612 Statement of Cheyne Woolsey dated 4 March 2022 [22] 
613 Statement of Cheyne Woolsey dated 4 March 2022 [23] 
614 Statement of Cheyne Woolsey dated 4 March 2022 [24] 
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The Work Performed: Home Care 

 

5.32 This next section sets out the tasks and responsibilities of the Customer Care Manager and 

Home Care Worker at KinCare.  

 

Customer Care Manager 

5.33 At KinCare, when a client chooses to access services, a customer care manager 

undertakes a sign-up process and development of the care plan.615  The process is 

summarised below: 

(a) Sign-up Process. This includes taking the client/family member through the 

documentation and contracts required to access the services.616  

(b) Develop Care Plan. Next, the customer care manager will then develop a care plan 

with the client/next of kin and align this with the amount of funding they have to 

achieve their goals.  

Mr Woolsey noted it is important to undertake this task “to ensure we can meet their 

care needs within the limitations of their funding”.617 If the client has level 3 or level 

4 funding, then a nurse may undertake a nursing assessment to determine their 

needs as well.618 

(c) Discussion with Client/Family. The client/next of kin are then presented with the 

types of services that we offer and what these services cost. 619The result of this is 

a care plan that sets out the wants and needs of the clients and when the work will 

be performed. 620 

(d) Finalisation of Care Plan. The care plan is developed and reviewed by the 

customer care manager.621 In accordance with that care plan, a home care worker 

is then assigned to the client depending on the services they have requested, at 

their specified times.622 

  

615 Statement of Cheyne Woolsey dated 4 March 2022 [33] 
616 Statement of Cheyne Woolsey dated 4 March 2022 [33] 
617 Statement of Cheyne Woolsey dated 4 March 2022 [34] 
618 Statement of Cheyne Woolsey dated 4 March 2022 [35] 
619 Statement of Cheyne Woolsey dated 4 March 2022 [36] 
620 Statement of Cheyne Woolsey dated 4 March 2022 [37] 
621 Statement of Cheyne Woolsey dated 4 March 2022 [38] 
622 Statement of Cheyne Woolsey dated 4 March 2022 [38] 
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Home Care Worker 

5.34 In accordance with the care plan, the home care worker performs the following tasks: 

(a) Personal and domestic tasks. Example of this range from feeding and washing a 

pet, to carrying groceries, bathing and personal grooming, lifting or moving a 

customer, assisting with cooking, making beds and other physical tasks.623 

(b) Make Observations and Detect Change. For example: 

(i) Physical - such as observing impaired mobility, a lesion on a limb, a difficulty 

with buttons and laces and so on.  

(ii) Mental - where the home care worker observes a change in speech, 

attention, mood and other indicators of health and wellbeing.  

(iii) Environmental - such as a pet that the customer may not be able to care 

for or control, or someone in the home who may pose a threat of abuse to 

the customer or home care worker.624 

5.35 As mentioned, the home care worker is trained to follow a series of protocols: 

(a) Commencement of Shift. Once the home care worker arrives at the home, they 

start the clock on their Salesforce mobile application, and then attend to the required 

work. When the service is completed the home care worker stops the clock on the 

same Salesforce mobile application at the time they leave the home.625 

(b) Care Plan. The home care worker’s role is to deliver the care plan, and report on 

anything they observe about the customer and their home environment that may 

impact on the care plan and cause it to be re-assessed.626 

(c) Client Seeks a Change to Care Plan. The home care worker will either phone their 

team leader or the call centre, they will then be transferred to the care manager or 

the next of kin who will make the decision to amend the services, or a reassessment 

of all needs will be undertaken. 627 

(d) Documentation. They will then spend around 5 minutes documenting into 

Salesforce the work that has been performed and any notes on the client. The home 

care worker may type notes in and add images to upload to the system. The 

623 Statement of Cheyne Woolsey dated 4 March 2022 [43] 
624 Statement of Cheyne Woolsey dated 4 March 2022 [44] 
625 Statement of Cheyne Woolsey dated 4 March 2022 [46] 
626 Statement of Cheyne Woolsey dated 4 March 2022 [39] 
627 Statement of Cheyne Woolsey dated 4 March 2022 [40] 
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Salesforce platform is simple and intuitive to use, so that the home care workers 

can record their observations from that service.628  

(e) First Aid. All home care workers are trained to administer basic first aid.629  

(f) Escalating an Issue. The protocol followed is informed by the severity of the 

situation. For example: 

(i) Feedback to be monitored - this will be documented through SalesForce and 

the customer care manager will discuss with the next of kin. 

(ii) Emergency situations - the home care worker will perform first aid and call 

the ambulance. 

(iii) Concerns that aren’t urgent - the home care worker will call the call centre 

and be put through to the customer care manager or the next of kin who will 

make the decision.630 

(g) Unsafe. All staff are trained and encouraged to cease service immediately and 

leave the home and notify the customer care manager or their team leader if they 

feel they are unsafe. If the incident is serious enough, KinCare will report this to the 

police and support the worker however they can.631  

Once the home care worker has removed themselves from the situation and 

reported this to the customer care manager, the customer care manager will then 

take over and discuss the incident with the family/next of kin.632 

Mr Woolsey states there may be about 3-4 events of this nature per year.633 Further, 

if KinCare cannot guarantee the safety of home care employees, they refuse to offer 

any services in the future to that customer and recommend that the client/next of kin 

find another provider.634  

  

628 Statement of Cheyne Woolsey dated 4 March 2022 [47] 
629 Statement of Cheyne Woolsey dated 4 March 2022 [50] 
630 Statement of Cheyne Woolsey dated 4 March 2022 [48] 
631 Statement of Cheyne Woolsey dated 4 March 2022 [53] 
632 Statement of Cheyne Woolsey dated 4 March 2022 [56] 
633 Statement of Cheyne Woolsey dated 4 March 2022 [54] 
634 Statement of Cheyne Woolsey dated 4 March 2022 [57] 
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Regulation  

 

5.36 As to regulation and compliance matters, Mr Woolsey provided the following evidence: 

(a) KinCare is required to report to the Aged Care Quality Commission If there is a 

reportable incident such as a death or a critical incident (the customer has to go to 

hospital).635 

(b) They need to report through any quality and safety audits that take place - very 

structured auditing process which is about risk management. 636 

(c) KinCare is also obligated to provide the right level of updates to the next of kin 

around the care of their family members. This is undertaken by the customer care 

manager, at a minimum this is to occur once a year, however, at KinCare this occurs 

much more frequently with each next of kin receiving an update which is aligned to 

the needs of the customer. 637 

(d) The Aged Care and Quality Commission usually conduct an audit every 3 years. 

This entails a spot audit looking at everything from care plans, training, customer 

and carer feedback to ensure we are operating within the guidelines of the 

standards. This occurs at the head office and is managed by the Quality and 

Compliance Manager.638 

(e) There have been times during an audit when the Aged Care and Quality 

Commission have said we want to speak with the home care workers to talk about 

the support and communication with the provider they receive.639 

  

635 Statement of Cheyne Woolsey dated 4 March 2022 [58] 
636 Statement of Cheyne Woolsey dated 4 March 2022 [59] 
637 Statement of Cheyne Woolsey dated 4 March 2022 [60] 
638 Statement of Cheyne Woolsey dated 4 March 2022 [61] 
639 Statement of Cheyne Woolsey dated 4 March 2022 [62] 
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Funding  

 

5.37 KinCare deliver care across the spectrum of aged care service from CHSP to all four levels 

of the HCP program.640 

5.38 Around 12 months ago the Government released more level 1 and level 2 packages and 

there was a quick uptake. However, level 3 and level 4 package uptake has consistently 

increased. 641  Given the increase in home care packages, more older people are staying in 

their homes longer. KinCare as a business is currently consistently reviewing its operations 

and employee profile to ensure that it can meet the needs of clients.642 

5.39 Due to the funding arrangements, KinCare charges clients a rate (which is covered by the 

funding package they receive) depending on the service offering, for example, there is 

different costing for personal care, domestic care, transport service and wound 

management. KinCare can only charge for the services they deliver, that means if a client 

decides to cancel a service, we are still required to pay the minimum engagement for our 

employees.643 

5.40 The funds KinCare receive from providing services needs to cover all of the costs 

associated their employees, not just the frontline carers. There are also the administrative 

and compliance (regulatory and award) costs that need to be factored in as well.644 

5.41 Due to COVID-19, home care providers have had to also absorb the costs of securing and 

providing PPE and Rapid Antigen Testing, although they are applying for a number of 

funding grants to limit the impact. 645 

5.42 Mr Woolsey said that all of the above results in KinCare currently operating on “razor thin 

margins”.646 

Relationship between Funding, Award and Compliance 

5.43 Based upon his experience in aged care, Mr Woolsey also provided commentary on the 

relationship between funding arrangements, regulations and the SCHADS Award:  

640 Statement of Cheyne Woolsey dated 4 March 2022 [63] 
641 Statement of Cheyne Woolsey dated 4 March 2022 [64] 
642 Statement of Cheyne Woolsey dated 4 March 2022 [65] 
643 Statement of Cheyne Woolsey dated 4 March 2022 [66] 
644 Statement of Cheyne Woolsey dated 4 March 2022 [67] 
645 Statement of Cheyne Woolsey dated 4 March 2022 [68] 
646 Statement of Cheyne Woolsey dated 4 March 2022 [69] 
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(a) From my experience working in home care, there is also a clear and distinct 

disconnect between the aged care regulations, funding arrangements and the 

SCHADS Award. I explain what I mean by this below.647  

(b) The recent Fair Work Commission Decision (AM2018/26 and AM2020/100) which 

comes into operation on 1 July 2022 will cost KinCare an additional $1.6 million 

dollars per year if we do not amend our current rostering process. This is a cost that 

we cannot afford.648  

(c) If we amend our current rostering practices, our ability to comply with consumer 

directed care is impacted. For example, we have a client in regional Adelaide that 

wants their 30-minute service performed at a certain time. There are no other clients 

in the area that want services performed before or after this requested time and we 

cannot allocate this home care worker other work. This means that to meet 

consumer directed care, this may result in needing to pay this home care worker 2-

hour minimum engagement for 30 minutes work, although we only receive funds for 

the services provided.649  

(d) The result of this, is that it is likely we will need to push back on our clients and when 

we can offer them services. This is in contradiction of what is required of us under 

consumer directed care. 650  

(e) From my experience, the industrial relations system and regulatory system for home 

care does not align. This makes maintaining compliance with both systems timely 

and costly.651 

  

647 Statement of Cheyne Woolsey dated 4 March 2022 [70] 
648 Statement of Cheyne Woolsey dated 4 March 2022 [71] 
649 Statement of Cheyne Woolsey dated 4 March 2022 [72] 
650 Statement of Cheyne Woolsey dated 4 March 2022 [73] 
651 Statement of Cheyne Woolsey dated 4 March 2022 [74] 
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6. THE EMPLOYERS: ACSA 

6.1 The following witnesses gave evidence as to their experience working in aged care sector 

for ACSA: 

(a) Paul Sadler, Chief Executive Officer at ACSA; and 

(b) Anna-Maria Wade, National Manager - Employee Relations and State Manager - 

NSW and ACT at ACSA. 

6.2 A summary of that evidence follows.   

 

The Organisation: ACSA  

 

6.3 ACSA is an employer organisation that advocates for and supports not-for-profit, church 

and charitable aged care employers across Australia.652 It was founded in 1965.653 

6.4 ACSA has around 500 member organisations across retirement living, community, home 

and residential care supporting more than 450,000 older Australians. Each member 

organisation may have multiple facilities or sites and can operate across residential and 

home care.654 

 

Regulation of the Aged Care Sector 

 

6.5 Both Mr Sadler655 and Ms Wade656 provide an uncontroversial overview of regulation within 

the aged care sector. This is incorporated into the summary that appears at Annexure L. 

 

  

652 Statement of Anna-Maria Wade dated 4 March 2022 [6] 
653 Statement of Paul Sadler dated 1 March 2022 [11] 
654 Statement of Anna-Maria Wade dated 4 March 2022 [7] 
655 Statement of Paul Sadler dated 1 March 2022 [15]-[35] 
656 Statement of Anna-Maria Wade dated 4 March 2022 [11]-[25] 
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How the Aged Care Industry Operates  

 

6.6 Providers in the aged care sector must be approved as a provider under the Act.657  

6.7 ACS is made up of: 

(a) residential care; 

(b) home care; 

(c) Commonwealth Home Support Package (CHSP); and  

(d) respite care.658 

6.8 Retirement villages are not regulated under the Act, however, residents of the villages may 

access the Home Care Package or CHSP.659  

6.9 Over the last 10 years admissions into the ACS has increased by around 40%.660  

6.10 Providers in the ACS conduct their operations operate in a number of ways. Examples of 

general operational structures from our membership include: 

(a) Warrigal that offer residential care, home care, CHSP, respite care; 

(b) Columbia Aged Care that only offer residential care; and 

(c) Melbar that offer home care and CHSP. 661 

6.11 Providers are responsible and accountable for the quality of care of consumers according 

to the Act.662  

6.12 The majority of providers in the ACS are not for profit, community or charity run.663  

6.13 The Federal Government is the main funder of aged care with the ACS largely relying on 

the funding provided in order to operate.664  

6.14 Outside of retirement village operators, no ACSA member operates without receiving 

funding.665  

657 Statement of Anna-Maria Wade dated 4 March 2022 [26] 
658 Statement of Anna-Maria Wade dated 4 March 2022 [27] 
659 Statement of Anna-Maria Wade dated 4 March 2022 [28] 
660 Statement of Anna-Maria Wade dated 4 March 2022 [29], Annexure AM-03 
661 Statement of Anna-Maria Wade dated 4 March 2022 [30] 
662 Statement of Anna-Maria Wade dated 4 March 2022 [31] 
663 Statement of Anna-Maria Wade dated 4 March 2022 [32], Annexure AM-04 
664 Statement of Anna-Maria Wade dated 4 March 2022 [33], Annexure AM-05 
665 Statement of Anna-Maria Wade dated 4 March 2022 [34] 
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6.15 Providers receive funding from the government depending on the service being offered. A 

potential consumer is assessed by either a Regional Assessment Service (RAS) or the 

Aged Care Assessment Team (ACAT).666  

6.16 The ACAT or RAS will ask the consumer questions about their needs, their lifestyle, their 

goals and will also speak to their doctor and other health professionals (as needed). 667  

6.17 If the consumer is assessed as needed entry level support in their home with everyday 

tasks, they will then be referred for a RAS assessment and their support needs 

subsequently determined and approved through the CHSP. These services are subsidised 

by the Australian Government and consumers may be asked to contribute to the cost of 

these services. 668  

6.18 If the consumer is assessed as needing more care, they will then be assessed as needing 

either a home care package or residential aged care. Some consumers pay additional fees 

above and beyond the government funding. 669  

6.19 Residential care is funded through Aged Care Funding Instrument (ACFI) with home care 

funded through the Home Care Package and CHSP. 670  

6.20 An ACS may choose charge consumers fees called ‘additional service fees’ in some 

circumstances, which are in addition to the ACFI funding received. The fees that can be 

charged are mandated under the Quality of Care Principles 2014. These include basic daily 

fees, accommodation costs, means testing fees. 671 

6.21 In order to be able to charge these fee’s the provider must show that: 

(a) the services being offered are better than those set out in Schedule 1 of the Quality 

of Care Principles 2014; 

(b) are not specified care and services in Schedule 1 of the Principles; 

(c) are not covered by the payment of an extra service fee or an accommodation 

payment; and 

(d) are not services you’re required to deliver under your responsibilities as a provider. 

672 

666 Statement of Anna-Maria Wade dated 4 March 2022 [35] 
667 Statement of Anna-Maria Wade dated 4 March 2022 [36] 
668 Statement of Anna-Maria Wade dated 4 March 2022 [37] 
669 Statement of Anna-Maria Wade dated 4 March 2022 [38] 
670 Statement of Anna-Maria Wade dated 4 March 2022 [39] 
671 Statement of Anna-Maria Wade dated 4 March 2022 [40] 
672 Statement of Anna-Maria Wade dated 4 March 2022 [41] 
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6.22 There are also restrictions on the monetary amount of additional service fees that can be 

charged. 673 

6.23 The StewartBrown Report identifies how funding is spent and the current economic state in 

the ACS: 

(a) Direct care (employee) costs make up 88.9% of the ACFI funding provided for 

residential care; 

(b) direct care cost exceeded revenue received per bed;  

(c) 56% of residential aged care providers are operating at a loss; 

(d) home care providers operating results have slightly improved although there has 

been an increase in unspent funds per home care client. 674  

6.24 As evidenced above, there continues to be declining levels of financial stability in the 

industry, specifically in residential aged care. 675  

6.25 Providers have reported to me that they are struggling to continue operating in the current 

funding climate. When this happens, I offer to assist by providing advice on staff 

structuring.676 

 

  

673 Statement of Anna-Maria Wade dated 4 March 2022 [42] 
674 Statement of Anna-Maria Wade dated 4 March 2022 [43] 
675 Statement of Anna-Maria Wade dated 4 March 2022 [44] 
676 Statement of Anna-Maria Wade dated 4 March 2022 [45] 
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The Environment 

 

Residential Aged Care 

6.26 Ms Wade observed that “[d]uring my time in the industry, there has been a number of 

improvements made to the work environment and living conditions of consumers in 

residential aged care facilities".677  

6.27 There has been a shift away from multi-bedrooms to single rooms with ensuite. This shift 

has occurred over the last 30 years. 678 

6.28 With this, has been the physical overhaul of the work environment to adapt to the changing 

needs of the consumers. 679  

6.29 This has allowed for easier use of mechanical aids, more room to assist the consumer with 

physical tasks (such as getting out of bed and showering) and providing more dignity for 

the consumer. 680  

6.30 Essentially, new facilities and retrofitted facilities are more purpose built to suit the current 

needs of the consumer. 681  

 

Home Care 

6.31 The home care and CHSP environment is more variable than the residential aged care work 

environment. 682  

6.32 Mr Sadler observed:  

(a) “I would consider that the home environment has always been variable. There have 

always been consumers who may be hoarders, may not undertake household 

upkeep or have difficult landlords or family members which may impact the 

employees’ ability to perform the work required. I wouldn’t attribute this to a shift that 

has occurred in the last two decades.” 683  

(b) “What we have seen, is more ‘work arounds’ as the consumers are staying in their 

home longer. This may involve working around a bed bound client who requires a 

677 Statement of Paul Sadler dated 1 March 2022 [60] 
678 Statement of Paul Sadler dated 1 March 2022 [61] 
679 Statement of Paul Sadler dated 1 March 2022 [62] 
680 Statement of Paul Sadler dated 1 March 2022 [63] 
681 Statement of Paul Sadler dated 1 March 2022 [64] 
682 Statement of Paul Sadler dated 1 March 2022 [65] 
683 Statement of Paul Sadler dated 1 March 2022 [66] 
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lifter or working with home modification services to modify the homes to be safer for 

the client and the employee”. 684 

(c) “In these circumstances, a client can request home modifications through their 

funding package”. 685 

 

The Residents 

6.33 Over the last two decades, there has been a noticeable shift in the types of consumers 

accessing aged care services.686 

6.34 Generally, consumers in residential care will now fall into three categories: 

(a) consumers that no longer can live comfortably at home and need daily living 

assistance/have complex health care needs who will stay for between 6 and 18 

months; 

(b) consumers with dementia/cognitive impairment who stay for between 2 and 5 years; 

(c) consumers who are considered palliative and will stay for anywhere from days to 12 

months.687 

6.35 This is a fairly stable trend for the past 10 years.688   

6.36 With home care consumers, there has also been a shift of more consumers accessing the 

highest funding package - level 4.689  

6.37 There has also been a significant increase in the availability of home care packages over 

the last 20 years, which has contributed to consumers staying in their homes longer. This 

means that residents are accessing residential aged care facilities at an older age as well.690  

6.38 More generally, consumers accessing aged care are less mobile, have more than one 

comorbidity and are increasingly experiencing incontinence.691  

6.39 This is attributable to and in line with the trend in the ageing population across Australia.692  

684 Statement of Paul Sadler dated 1 March 2022 [67] 
685 Statement of Paul Sadler dated 1 March 2022 [68] 
686 Statement of Paul Sadler dated 1 March 2022 [53] 
687 Statement of Paul Sadler dated 1 March 2022 [54] 
688 Statement of Paul Sadler dated 1 March 2022 [55], Annexure PS-08. Annexure PS-08 is an extract from the AIHW 

website from 2010 and 2020 which identifies this. 
689 Statement of Paul Sadler dated 1 March 2022 [56] 
690 Statement of Paul Sadler dated 1 March 2022 [57], Annexure PS-09. Set out in Annexure PS-09 at page 5 is the 

Home Care Packages Program Data Report from the Department of Health which details the additional Home Care 

Packages since 2018. 
691 Statement of Paul Sadler dated 1 March 2022 [58] 
692 Statement of Paul Sadler dated 1 March 2022 [59] 
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Qualifications And Training  

Qualifications  

6.40 Ms Wade gave the following evidence about qualifications of workers in residential aged 

care facilities:  

(a) “From my observations during my time in the industry, over the last decade there 

has been an increasing prevalence of providers requiring their personal care 

workers to hold a certificate III in Individual Support (or its predecessor 

qualifications). With regards to nurses the requirement to either hold their enrolled 

nurse qualification or degree in nursing has not changed.”693 

(b) “When I worked for Cooinda Coonabarabran Limited it was not a requirement of the 

role but was desirable.” 694 

(c) “From my experience with members and working in a facility, having a certificate III 

does not make a worker competent to perform the role. It gives the worker a base 

line understanding of care principles. What is more important is experience, as they 

develop the skills required to deliver the care needed. I would state that personal 

care workers continue to develop their skills up to 3 years.”695 

(d) “The qualification itself can be achieved quicker too. For example, two decades ago, 

the main provider of the Certificate III was undertaken at TAFE. The qualification 

took between 6 to 12 months onsite. Now, from my understanding and my own 

research, there are more registered training organisations offering a Certificate III 

which can be undertaken in 6 to 8 weeks (plus around 120 placement hours).” 696 

Training 

6.41 Although mandatory training is not prescribed by the regulations, when a provider is audited 

by the Aged Care Quality and Safety Commission, they will check to ensure that the 

workforce has been trained. In my experience, there has always been internal training 

required such as, privacy, confidentiality, elder abuse, fire safety, infection control including 

handwashing and manual handling.697  

6.42 The main shift over the last several years regarding internal training has been the 

introduction of COVID-19 specific infection control and the training moving from in person 

to online training. 698 

693 Statement of Anna-Maria Wade dated 4 March 2022 [46] 
694 Statement of Anna-Maria Wade dated 4 March 2022 [47] 
695 Statement of Anna-Maria Wade dated 4 March 2022 [48] 
696 Statement of Anna-Maria Wade dated 4 March 2022 [49 
697 Statement of Anna-Maria Wade dated 4 March 2022 [50] 
698 Statement of Anna-Maria Wade dated 4 March 2022 [50] 
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The Work Performed 

 

Care Service plans  

6.43 Care plans have been around since at least 1997, if not earlier.699  

6.44 In Residential Aged Care Facilities, care plans are developed by a RN in consultation with 

catering team, lifestyle, physiotherapists and care team leaders contributing to the 

development. This does not necessarily require direct consultation, but can be ascertained 

through progress notes. 700 

6.45 Although there is no stipulated timeframe within which services are required to review care 

plans, most are reviewed regularly as the care needs or preferences change. For example, 

a consumer with complex healthcare needs may have their care plan reviewed formally 

every 3 months. 701  

6.46 The RN has the ultimate responsibility for the development and implementation of the care 

plan.702  

6.47 In home care packages, care plans are developed by the case managers with direct input 

from the consumers, their family and possibly care service workers and RNs if there are 

clinical needs. It is the case managers who are in charge in making and ensuring the care 

plans are met. 703  

6.48 The care plans are generally reviewed annually. 704 

6.49 During re-examination, Ms Wade explained the roles of the care plan in relation to 

“consumer preferences” (a reference to standard 3): 

“So, the care plan is a document that basically sets out what a consumer requires of carers 

and nurses during their stay in a residential aged care facility, so we're talking residential 

aged care.  It would document preferences.  It would talk to things like, you know, whether 

somebody does prefer a shower in the morning or the afternoon.  If they're a one or a two 

person assist.  All of those sorts of things that people need to know before they walk in the 

door of that particular consumer's door - room.”705 

6.50 In following the care plan, the expectation is that the aged care worker and RN would act 

within their scope of practice, respectively.706  

  

 

699 Statement of Paul Sadler dated 1 March 2022 [69] 
700 Statement of Paul Sadler dated 1 March 2022 [70] 
701 Statement of Paul Sadler dated 1 March 2022 [71] 
702 Statement of Paul Sadler dated 1 March 2022 [72] 
703 Statement of Paul Sadler dated 1 March 2022 [73] 
704 Statement of Paul Sadler dated 1 March 2022 [74] 
705 Transcript, 11 May 2022, PN12571   
706 Transcript, 11 May 2022, PN12572   
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Medications 

 Overview 

6.51 In some states and territories personal care workers/Assistants in nursing are able to assist 

with medications, where this task has been delegated by the RN. There is no uniform 

national approach to the regulation of this practice.707  

6.52 In the states and territories that do allow personal care workers to administer medication 

require appropriate training in medication administration. It is ACSA’s position that only 

appropriately qualified or credentialled persons should be involved in medications.708 

6.53 The guiding principles for medication management in residential aged care facilities 

developed by the Department of Health and Aging further support this position by having 

one of the guiding principles for medication management is that staff are appropriately 

qualified and authorised to administer medicines, and that administration practices are 

monitored for safety and quality.709 

Residential Aged Care 

6.54 In residential care, a medication trained personal care worker, that is someone who 

generally achieved through a Certificate IV in Individual Ageing or a Certificate III with a 

medication competency component, can assist a resident with taking their medication. 710  

6.55 The PCW will then receive internal training from a RN and be subjected to appropriate 

supervision and checking by the RN. This is a continual process that involves a RN checking 

the medication on the medication trolley is correct, monitoring the PCW whilst undertaking 

a medication round and conducting audits of medication charts to ensure the medication 

round has been undertaken properly. 711 

6.56 Assisting with medication involves popping the medication out of the Webster-pak, giving 

the consumer the medication to be taken in accordance with the care plan (for example 

crushed, with water or with custard), observing that the consumer has taken their 

medication and completing the medication chart to reflect this. 712   

6.57 It is not all PCWs who undertake this work, only those who are trained to do so. 713  

707 Statement of Anna-Maria Wade dated 4 March 2022 [51] 
708 Statement of Anna-Maria Wade dated 4 March 2022 [52] 
709 Statement of Anna-Maria Wade dated 4 March 2022 [53], Annexure AM-10 
710 Statement of Paul Sadler dated 1 March 2022 [80] 
711 Statement of Paul Sadler dated 1 March 2022 [81] 
712 Statement of Paul Sadler dated 1 March 2022 [82] 
713 Statement of Paul Sadler dated 1 March 2022 [83] 
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6.58 The change I have noticed is that around 15 years ago, this work would have been generally 

undertaken by a RN. 714  

Home Care  

6.59 In home care and CHSP, as part of the assessment undertaken by the provider when the 

client signs on to access their services, the client will be assessed as to whether they need 

help with medications. This may be developed in conjunction with doctors’ advice. 715 

6.60 In home care there are two types of clients: 

(a) those who can self-administer medication; and 

(b) those who need assistance with medications. This divides into two subsets of 

clients, there is those who need assistance with their Webster-pak and those who 

require assistance with administering insulin and other forms of complex 

medications, the latter subset will be helped by community nurses. 716 

6.61 The client is responsible for organising and coordinating their medications. 717 

6.62 It is quite feasible that PCWs in home care will not assist with medications.718  

6.63 If the PCW does assist, it is generally just monitoring that the medication is being taken 

properly or that the client has taken their medication from their Webster-pak.719  

 

Engagement with external parties 

6.64 There are differing levels and forms and types of engagement with families (and to an extent 

external bodies such as doctors and the Aged Care Quality and Safety Commission) that 

occur on a daily basis.720  

Residential Aged Care 

6.65 In the residential aged care context, formal engagement or addressing complaints will be 

dealt with by the RN or management of the facility. 721 

714 Statement of Paul Sadler dated 1 March 2022 [84] 
715 Statement of Paul Sadler dated 1 March 2022 [75] 
716 Statement of Paul Sadler dated 1 March 2022 [76] 
717 Statement of Paul Sadler dated 1 March 2022 [77] 
718 Statement of Paul Sadler dated 1 March 2022 [78] 
719 Statement of Paul Sadler dated 1 March 2022 [79] 
720 Statement of Paul Sadler dated 1 March 2022 [85] 
721 Statement of Paul Sadler dated 1 March 2022 [86] 

5277



6.66 Communicating the condition of a consumer is undertaken by a RN, given that consumers 

have become more dependent on care, has increased. Families are increasingly more 

concerned about their family member in care. 722 

6.67 Mr Sadler stated:  

“good quality aged care requires more than just formal communication. Personal 

carer workers on a daily basis engage in general/casual conversation with the 

consumer and their families when they see them. They can give general 

observations on the consumer such as “they enjoyed X activity” or “Mum had a good 

sleep”, look for a piece of missing clothing or listen to a complaint. However, there 

is never an expectation or requirement that a personal care worker deal with 

complaints or give clinical information about a consumer”.723 

6.68 He has not observed:  

(a) a change in these engagement practices, “just that it may be occurring more often 

as there are now more people in care than two decades ago”; 724 or 

(b) “an increase in the expectation or requirement to engage with the consumer or their 

family”. 725 

6.69 Mr Sadler considers that due to the shift to consumer-focused care is that, to a certain 

extent, the engagements have become more “conscious”, that is they are “more aware of 

what is being said to ensure they are considering the consumer in their communications”.726 

6.70 It has always been the expectation that all persons employed in residential aged care 

engage with the consumers and their families in a friendly and helpful manner. 727 

6.71 Regulators, such as the Aged Care Quality and Safety Commission, may ask care workers 

and RNs to provide general information on policies and care plans when there is an 

announced or unannounced audit. These occur annually for shorter assessment contacts 

and at least every three years for full audits. 728 

Home Care 

6.72 In home care, the PCW will be the first point of contact for the family. As with residential 

care, the carer workers engage with the family and answer general questions. However, if 

722 Statement of Paul Sadler dated 1 March 2022 [87] 
723 Statement of Paul Sadler dated 1 March 2022 [88] 
724 Statement of Paul Sadler dated 1 March 2022 [89] 
725 Statement of Paul Sadler dated 1 March 2022 [90] 
726 Statement of Paul Sadler dated 1 March 2022 [90] 
727 Statement of Paul Sadler dated 1 March 2022 [91] 
728 Statement of Paul Sadler dated 1 March 2022 [92] 
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there are any concerns with the condition of the consumer, or services, they are to escalate 

these to the care manager, team leader or the scheduler. 729  

Technology 

6.73 Over the last two decades and particularly in the last decade there have been technological 

changes in the industry. 730 

6.74 There have been advancements in monitoring equipment, case management systems, 

medication charts, assistive technology and rostering systems. For example, rosters are 

now generally given to employees through an app. Through this app, it can also send out 

an alert to available employees to pick up shifts, put in their leave and communicate the 

rostering team. 731  

6.75 The assistive technology is smarter, designed to relieve the physical nature of the work. It 

is common practice and has been for some time, and there is an increasing prevalence of 

assistive technologies in residential aged care facilities. 732   

6.76 The case management, monitoring and medication technologies are all designed to make 

the work more targeted and streamlined. 733  

6.77 Staff do require training in the use of new technologies. However, generally the new 

technologies streamline work practices and make the work easier. 734  

 

  

729 Statement of Paul Sadler dated 1 March 2022 [93] 
730 Statement of Paul Sadler dated 1 March 2022 [94] 
731 Statement of Paul Sadler dated 1 March 2022 [95] 
732 Statement of Paul Sadler dated 1 March 2022 [96] 
733 Statement of Paul Sadler dated 1 March 2022 [97] 
734 Statement of Paul Sadler dated 1 March 2022 [98] 

5279



Funding  

 

6.78 Over the last two decades, the way in which the industry has been funded has changed 

and in turn has impacted the way that providers offer their services.735  

Residential care funding 

6.79 The most significant change for residential care funding was in 2007/2008, when the 

Resident Classification Scale was replaced with the Aged Care Funding Instrument (ACFI). 

This meant that consumers were no longer classified as being high or low needs.736  

6.80 The ACFI required more documentation to be completed by the provider to claim the funding 

for the consumer, in turn, the Government would audit whether the claims were reasonable 

or not. The ACFI documentation is generally completed by a care manager or RN. 737  

6.81 Sometimes as a result of the audit undertaken by the Government, the funding level for a 

resident can be increased or reduced if they do not consider that the ACFI documentation 

is accurate. When this occurs the resident is assessed, and due to receiving quality care, 

their quality of life has improved. If this occurs, the funding is generally reduced. This does 

not mean the care needs of the resident have changed, as the employer will still need to 

provide the same level of care, however, with less funding. 738  

6.82 The introduction of the ACFI increased compliance-based activities for providers to ensure 

they received the funding.739 

6.83 RNs have been diverted from direct care into completion of assessments for ACFI purposes 

when a new resident is admitted or requires reassessment (at a minimum once per year, 

after hospitalisation or as required). While this has affected both RNs and care workers, it 

has particularly impacted RN workloads. 740 

Home Care 

6.84 Home Care Packages are funded via individual budgets determined by an external 

assessment by an Aged Care Assessment Team. 741 

735 Statement of Paul Sadler dated 1 March 2022 [36] 
736 Statement of Paul Sadler dated 1 March 2022 [37] 
737 Statement of Paul Sadler dated 1 March 2022 [38] 
738 Statement of Paul Sadler dated 1 March 2022 [39] 
739 Statement of Paul Sadler dated 1 March 2022 [40] 
740 Statement of Paul Sadler dated 1 March 2022 [41] 
741 Statement of Paul Sadler dated 1 March 2022 [42] 
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6.85 Funding for home care providers were originally provided in advance, but there was a shift 

to funding in arrears in late 2021.742 

6.86 In 2017, funding for home care shifted from the funding being allocated to the provider to 

the consumer as part of the general shift in the industry to consumer directed care. From 

my experience and from feedback from ACSA members, this shift has not impacted the 

work that is being performed, rather when it is being performed and what services the client 

wants. 743  

6.87 This means that the consumer can direct how they would like to spend the funding they are 

allocated.744 

Commonwealth Home Support Programme (CHSP) 

6.88 The CHSP is the successor of the Home and Community Care Program and the lowest 

level of support available to consumers. It is available to those who need small amounts of 

assistance. Generally persons accessing this type of care, have low care needs. 745  

6.89 Unlike the other two types of funding, CHSP is still block funded and paid in advance, 

though the Government is making changes to this in mid 2022. 746  

Impact of funding  

6.90 The industry, both for profit and not-for-profit, relies upon Government funding in order to 

operate. 747 

6.91 Funding irrevocably impacts every staffing and wage decision a provider makes. It places 

a limit on how much a provider can pay their employees and how many employees have 

on shift. 748 

6.92 A lot of time is spent ensuring that a provider is operating within budget. 749 

6.93 It also requires providers to spend time on compliance-based activities to ensure the 

provider can claim, manage and retain their funding. 750  

6.94 Changes to funding greatly impacts the way providers operate and offer their services. 751  

742 Statement of Paul Sadler dated 1 March 2022 [43] 
743 Statement of Paul Sadler dated 1 March 2022 [44] 
744 Statement of Paul Sadler dated 1 March 2022 [45] 
745 Statement of Paul Sadler dated 1 March 2022 [46] 
746 Statement of Paul Sadler dated 1 March 2022 [47] 
747 Statement of Paul Sadler dated 1 March 2022 [48] 
748 Statement of Paul Sadler dated 1 March 2022 [49] 
749 Statement of Paul Sadler dated 1 March 2022 [50 
750 Statement of Paul Sadler dated 1 March 2022 [51] 
751 Statement of Paul Sadler dated 1 March 2022 [52] 
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1. THE UNION OFFICIALS  

1.1 In these proceedings, the Commission has heard and received evidence from ANMF, HSU 

and UWU officials. A number of these officials also spoke to their experience1 working within 

the Aged Care Industry 

1.2 The following officials gave as to the Aged Care Industry: 

(a) Gerard Hayes - Secretary of HSU NSW/ACT branch and President of the HSU; 

(b) Leigh Svendsen - Senior Industrial and Compliance Officer of the HSU;  

(c) Lauren Hutchins - Divisional Manager of Aged Care and Disabilities of the HSU; 

(d) Christopher Friend - Industrial Bargaining Officer of the HSU; 

(e) Marion Jennings - HSU (this is covered in Annexure A);  

(f) Lindy Twyford - HSU (this is covered in Annexure D); 

(g) David Eden - Assistant Secretary of the HWU; 

(h) James Eddington - Legal and Industrial Office at HACSU; 

(i) Annie Butler - Federal Secretary of the ANMF; 

(j) Julianne Margaret Bryce - Senior Federal Professional Officer at the ANMF; 

(k) Katherine Chrisfield - OHS Team Manager and the ANMF; 

(l) Andrew Venosta - Industrial Organiser with the ANMF; 

(m) Paul Gilbert - Assistant Secretary of the Victorian branch of the ANMF; 

(n) Robert Bonner - Director Operations and Strategy of the South Australian branch of 

the ANMF;  

(o) Kristen Wischer - Senior Federal Industrial Officer with the ANMF; 

(p) Melissa Coad - Coordinator Policy, Stakeholder Engagement and Professional 

Development with the UWU .   

1.3 For each witness, their evidence with respect to the following topics will be summarised:  

(a) summary/overview of evidence; 

(b) identification of uncontroversial content/issues; and 

(c) submissions as to weight 

1 See Lindy Twyford and Marion Jennings 
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1.4 The evidence of each witness will be reviewed in turn. 
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a) Gerard Hayes -- Secretary of HSU NSW/ACT branch and President of HSU 

 

(i)  Summary of evidence 

1.5 10 years. Mr Hayes was elected as the State Secretary in 2012 and National President in 

20192. Mr Hayes agrees that he is one of the most senior officials in the HSU.3 

1.6 Prior to working for the HSU Mr Hayes worked as an Ambulance Officer4. 

1.7 Broadly, Mr Hayes evidence speaks to his observations that: 

(a) there is a “great deal of emotional and physical stress that was placed on the Aged 

Care workforce5 ; 

(b) the workforce is under resourced, underpaid and undervalued6; 

(c) employees use their own out of pocket expenses to purchase “material necessities” 

for residents7; and 

(d) there is a dissatisfaction with the pay and conditions8. 

1.8 It is not controversial that there is a level of dissatisfaction in the workforce.  

 

(ii)  Submissions as to weight 

1.9 Underpaid. Mr Hayes expresses that Aged Care employees are underpaid and used the 

comparison of someone working at Bunnings9: 

Underpaid compared to someone working at Bunnings, someone working at a pub, 

someone working twisting a sign on the road. It's one thing in my mind to, you know, 

drop a can, you know, when you're stacking shelves in Woollies, it's another thing 

to drop a person, fracture their hip and they die  

Mr Hayes evidence is an observation of labour market rates, rather than minimum rates and 

should be given little value.10 

2 Witness Statement of Gerard Hayes, dated 31 March 2021, at [3].  
3 Transcript dated 26 May 2022 at PN537 
4 Witness Statement of Gerard Hayes, dated 31 March 2021, at [25]. 
5 Witness Statement of Gerard Hayes, dated 31 March 2021, at [28] 
6 Witness Statement of Gerard Hayes, dated 31 March 2021, at [29] 
7 Witness Statement of Gerard Hayes, dated 31 March 2021, at [30] 
8 Witness Statement of Gerard Hayes, dated 31 March 2021, at [32] 
9 Transcript, dated 26 April 2022 at PN570. 
10 Transcript, dated 26 April 2022 at PN570. 
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1.10 Out of Pocket expenses. Mr Hayes during cross-examination acknowledged that these 

employees were not required to use their own money to buy items for residents11. This is 

merely an observation that sometimes, employees choose to buy gifts for residents.  

1.11 Quantum of the Claim. Mr Hayes stated that the HSU engaged an external company to 

determine the quantum of the claim: 

“We got some external economic modelling done to look at, not only the wage claim, 

but look at the holistic approach to health, to aged care.  So, in relation to that 

modelling we looked at the fact that getting to a point of not only 25 per cent, but the 

appropriate amount of staffing that would be required to have a reasonable service, 

and also to have appropriate care hours.  That modelling came back with what would 

be described as a 25 per cent wage increase with those extra care hours with also 

59,000 extra staff to be able to meet the needs of the community going forward.      

…. 

It looked at the staffing ratios that were applied, it look at the costings that would be 

involved in that to be able to achieve those outcomes.  It looked at the wage 

positioning compared to other areas and other industries, and it looked at the extra 

care hours that would be required to deliver an appropriate service to aged care 

residents.” 

Once again, the claim sought is to the minimum rates of the awards, not where wages are 

in relation to market rates, or what is required to provide reasonable service. The 

Commission should consider the nature and quantum of the claim in accordance with the 

provisions of the FW Act. 

  

11 Transcript, dated 26 April 2022 at PN573. 
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b) Leigh Svendsen -- Senior Industrial and Compliance Officer of the Health Services 

 Union   

 

(i)  Summary of evidence 

1.1 10 years. Ms Svendsen has been employed by the HSU since 201212. 

1.2 Ms Svendsen gives evidence about the Award history of the Aged Care Award which is 

largely uncontroversial and sets out how the modern award came into its current form.               

  

12 Witness Statement of Leigh Svendsen, dated 22 April 2021, at [2]. 
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c) Lauren Hutchins -- Divisional Manager of Aged Care and Disabilities -- HSU 

(i)  Summary of evidence 

1.3 Ms Hutchins has been employed in the role of Divisional Manager of Aged Care and 

Disabilities since late 201913. 

1.4 Ms Hutchins gives evidence on: 

(a) an overview of the employers in the industry; 

(b) a general view of the Royal Commission into Aged Care Quality and Safety; 

(c) an overview of the changes sought in the applications; 

(d) her opinion on the working conditions in the industry; 

(e) her opinion on the skills required by each stream of employee in the industry; 

(f) an overview of the regulations; 

(g) her opinion on “specialised” carers and the work this involves; 

(h) the impacts of COVID;  

(i) the certificate III qualification; and 

(j) the lack of carer progression. 

1.5 During cross-examination, Ms Hutchins discussed at length, the Certificate III in individual 

Support as she was acknowledged that she was quite familiar with this as she was a 

“designer” of this course14. 

1.6 In her reply statement, Ms Hutchins states that the qualification is robust and 

contemporary15  

1.7 In regard to this, and her innate knowledge of the qualification in the industry, during cross-

examination, Ms Hutchins confirmed that the Certificate III in Individual Support, largely 

teaches the care workers the skills required to sufficiently perform their role, being: 

(a) It teaches them how to work with people who have dementia16; 

(b) It teaches them to work in palliative care17; 

13 Witness Statement of Lauren Hutchins, dated 1 April 2021 at [1]. 
14 Transcript, dated 26 April 2022 at PN648. 
15 Transcript, dated 26 April 2022 at PN639. 
16 Transcript, dated 26 April 2022 at PN718. 
17 Transcript, dated 26 April 2022 at PN724. 

5288



(c) It teaches them to assist an elderly person to live their best life and to understand 

and respect their individual choices. 

“you know, that it's your job as a carer to assist an older person to live out 

their best life, albeit in residential care.  It's not to necessarily to advocate, 

but to understand individual choice to allow for those choices to play out, to 

respect the decisions of older Australians and how they're cared for18.” 

(d) It teaches them how to work with residents and food. 

“if you go to the core electives, 'Recognise healthy body systems,' that's part 

of it, is also then understanding how to work with residents around food, and 

it's not always feeding someone.  Really, care is about supporting someone 

to eat, who may have cognitive issues, who may have depression, who may 

want to exercise choice around the food that they're eating and decide that 

they don't like what's been put on offer.  So there's a range of things that 

come into play around food, not just simply feeding someone.”19; 

(e) It teaches them what to observe and how to observe and how to respond to 

residents.20 

Mr Ward: am I right in saying again that some element of that Certificate III 

program will be teaching you what to observe and how to respond to it? 

Ms Hutchins: There's certainly the theoretical part in the course itself, but 

again, the 120 hours is where you're mentored to watch and you observe, 

and at some points in time when you're being assessed you actually put that 

training into practice. 

(f) It teaches them how to de-escalate situations: 

Mr Ward: And de-escalation practice is a method I'm taught when I'm doing 

my Certificate III to actually reduce the tension in the situation? 

Ms Hutchins: Yes.  And this is one of the real skills of a care worker, is 

understanding the individuals that they are supporting, the residents. 21.   

 

  

18 Transcript, dated 26 April 2022 at PN728 
19 Transcript, dated 26 April 2022 at PN785. 
20 Transcript, dated 26 April 2022 at PN788. 
21 Transcript, dated 26 April 2022 at PN792 
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(ii)  identification of uncontroversial content/issues 

1.8 With regards to Ms Hutchins evidence regarding: 

(a) a general view of the Royal Commission into Aged Care Quality and Safety; 

(b) an overview of the changes sought in the applications; 

(c) an overview of the regulations (noting it is not an exhaustive overview and doesn’t 

not include key regulations such as SIRS); 

this evidence is largely uncontroversial, but also of little assistance to the Commission.  

 

(iii)  Submissions as to Weight 

1.9 Homemaker Model. Ms Hutchins provides the opinion that the industry is shifting to the 

Homemaker model, or similar. The majority of the industry operates large-scale facilities 

and the evidence does not support that smaller, home-maker models are rising. Indeed, it 

is the opposite22. As such, there should be little weight given to the impact of this model of 

care.  

1.10 COVID. To the extent Ms Hutchins’ evidence addresses the Pandemic, we rely upon the 

submissions at Section 5.23  

1.11 Skills Required24. Ms Hutchins provides an overview of the skills she considers are 

required of those working in the industry. This is either Ms Hutchins’ opinion, or from Ms 

Hutchins’ research into job advertisements. This evidence has little probative value and 

should attract little weight. 

  

22 See Aged Care Financing Authority ‘Annual Report on the Funding and Financing of the Aged Care Sector – 2021’ p 

61 
23 Witness Statement of Lauren Hutchins, dated 1 April 2021 at [72] - [74]. 
24 Witness Statement of Lauren Hutchins, dated 1 April 2021 at [43] - [60]. 
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d) Christopher Friend -- Industrial Bargaining Officer -- Health Services Union NSW/ACT 

 

(i)  Summary of evidence 

1.12 Mr Friend has worked in his role since 201725. 

1.13 Mr Friend’s main role is managing negotiations for Enterprise Agreements across NSW and 

the ACT.26   

1.14 Mr Friend gives evidence on: 

(a) The outcome of enterprise bargaining based on: 

“a mix of employers deliberately for that purpose, to make sure it was a 

reasonable cross-section of the industry.  It was really chosen based on the 

employers that are the largest employers, so that we were capturing the most 

number of people working in there.”27 

(b) The issues he is aware of arising out of bargaining, being that employees have a 

“low rate of pay” which impacts bargaining in this respect Mr Friend states: 

“Iook, this statement – when I made that comment in the statement, it was 

not – no – in comparison to other awards that I might be familiar with.  It was 

really just my opinion of the rates of pay”28. 

(c) Barriers to bargaining in the home-care sector; 

(d) The challenges of meeting home-care client demands; 

(e) Employment profile in home-care; 

(f) The skills required to perform the work in home care. 

1.15 During cross examination, Mr Friend acknowledges that funding and government 

uncertainty is one of the reasons that employers cannot pay more: 

“I'm yet to come across an employer in the sector who would say that they feel the 

employees they have are properly remunerated for the work.  So the conversation 

with employers is usually them saying that they wish they could pay more, but then 

explaining that there are a number of constraints on them, and the primary one being 

lack of government funding and the uncertainty that brings.”29 

25 Witness Statement of Christopher Friend, dated 1 April 2021 at [3]. 
26 Witness Statement of Christopher Friend, dated 1 April 2021 at [4]. 
27 Transcript, dated 26 April 2022 at PN900 
28 Transcript, dated 26 April 2022 at PN921 
29 Transcript, dated 26 April 2022 at PN928 
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(ii)  Submissions as to Weight  

1.16 Enterprise Bargaining. Mr Friend’s statement on the outcome of enterprise bargaining is 

based on large providers, this evidence is not representative of the whole industry and does 

not include other classifications such as nurses or food and lifestyle employees that are 

covered by these types of Agreements30. Further, his opinion on the issues with bargaining 

is that employees are not paid a fair rate of pay, which is outside the ambient of this claim.  

1.17 COVID. To the extent Mr Friend’s evidence addresses the Pandemic, we rely upon the 

submissions at Section 5.31  

1.18 Skills Required32. Mr Friend provides an overview of the skills he considers are required 

of those in the home-care industry. This is either Mr Friend’s opinion, or from Mr Friend’s 

research into job advertisements. This evidence has little probative value and should attract 

little weight.                               

  

30 Transcript, dated 26 April 2022 at PN900; Witness Statement of Christopher Friend, dated 1 April 2021 at [8] - [14]. 
31 Witness Statement of Christopher Friend, dated 1 April 2021 at [23]-[24] and Witness Statement of Christopher 

Friend, dated 29 October 2021 at [49] - [51]. 
32 Witness Statement of Christopher Friend, dated 29 October 2021 at [57] - [60]. 
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e) David Eden -- Assistant Secretary -- Health Workers’ Union in Victoria 

(i)  Summary of evidence 

1.19 Mr Eden has worked as the Assistant Secretary since 201433. Mr Eden is responsible for 

overseeing special campaigns and enterprise bargaining, including in home care in 

Victoria34 

Prior to this, Mr Eden worked as an EN for nine years, Mr Eden “was working for Health 

Choices which is the district nursing arm of St John of God Healthcare “35.  

1.20 EN. Mr Eden’s EN role meant that he was visiting client homes. Mr Eden stated that prior 

to going to the home a risk assessment would be undertaken: 

“Absolutely.  That was one of - well, it was probably the second thing that we would 

do.  The first thing we would do is if we were - we were all provided a vehicle at 

Health Choices and we'd do an inspection of that vehicle before we even left, and 

then if we've got a new client we do a complete assessment of the home 

environment and home situation.  As in who else was living there, were they at a 

risk?  Were there animals et cetera.36”   

1.21 If the environment was unsafe, Mr Eden had a procedure to follow: 

Mr Ward:If you felt that that environment was unsafe, what was the procedure you 

had to follow? 

Mr Eden: I would remove myself if it was immediate risk.  If it was - like, if part of my 

assessment picked up that the bathroom needed alterations prior to us coming and 

providing that service that'd be a different thing.  It'd just be part of the risk 

assessment.  But St John of God Healthcare are one of the few employers in Victoria 

that are self-insured when it comes to WorkCover.  So they are particularly switched 

on when it comes to OH&S. 

Mr Ward: Okay.  And I take it that when you were an enrolled nurse, if you found 

yourself in an unsafe situation, did your training teach you how to de-escalate from 

that? 

Mr Eden: It did and we would also - we would remove - we'd certainly remove 

ourselves from the situation if we thought we were at great risk and also at the time, 

33 Witness Statement of David Eden, dated 12 October 2021 at [3]. 
34 Witness Statement of David Eden, dated 12 October 2021 at [6]. 
35 Transcript dated 2 May 2022, at PN3036 
36 Transcript dated 2 May 2022, at PN3037 
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we were provided a mobile phone but I believe that they've even got higher levels 

of security for the staff since I left (indistinct) personal alarm system37. 

1.22 Mr Eden acknowledged that he would not put himself in harms way “No, we certainly 

wouldn't put ourselves in harm.  We would retreat from that sort of environment.”38 

1.23 The Work. Mr Eden states the work is “physically and emotionally demanding”39 and that 

home care employees are “are dealing with older clients in home with higher levels of need 

and acuity.”40  

 

(ii)  Submissions as to Weight 

1.24 The Work. Mr Eden gives evidence of the work, including entitlements under the award, 

and employees’ ability to afford “reliable and safe transport”. These are matters which relate 

to award conditions and work arrangements between an employee and employer, not to 

work value. As such this is Mr Eden’s opinion and should attract little weight41   

1.25 Skills required. Mr Eden provides an overview of the skills he considers are required of 

those in the home care industry. This is either Mr Eden’s opinion, or from Mr Eden’s 

research into job advertisements. This evidence has little probative value and should attract 

little weight42.                                

1.26 Anonymous employee experience43. Mr Eden gives the evidence of anonymous 

employees44. These employees could have given evidence during the proceedings and 

chose not to. As such, this is unsworn witness testimony in which the evidence cannot be 

tested and should be considered hearsay/opinion evidence at its highest. The Commission 

should give this evidence no weight at all.  

37 Transcript dated 2 May 2022, at PN3038 - PN3039 
38 Transcript dated 2 May 2022, at PN3044 
39 Witness Statement of David Eden, dated 12 October 2021 at [30]. 
40 Witness Statement of David Eden, dated 12 October 2021 at [41] 
41 Witness Statement of David Eden, dated 12 October 2021 at [28] - [41]. 
42 Witness Statement of David Eden, dated 12 October 2021 at [42] - [44]. 
43 Witness Statement of David Eden, dated 12 October 2021 at [43] - [60]. 
44 Witness Statement of David Eden, dated 12 October 2021 at [48] - onwards 
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f) James Eddington -- Legal and Industrial Official -- Health & Community Services 

 Union 

(i)  Summary of evidence 

1.27 Mr Eddington has worked as Legal and Industrial Officer since 201045. 

1.28 Mr Eddington is responsible for enterprise bargaining and representing members who have 

disputes with their employer46, he states 

“I'll be the person that looks at the enterprise agreements of those bargains being 

made, sees that the terms are going to be acceptable, sees that wording's going to 

be acceptable, looks after and oversees the whole process relating to approvals 

through the Fair Work Commission.  So, that's really my role.”47 

1.29 Mr Eddington gives a general overview of the employers in the home care industry in 

Tasmania48, most of the large employers have an enterprise agreement49. 

1.30 The Work. Mr Eddington states that employers usually require a Certificate III to perform 

the work.50 

1.31 Mr Eddington describes the work that home care workers perform as providing 

“essential intimate care to elderly people living in their own homes while maintaining 

their independence and connection to the community. This can involve personal 

care tasks such as assistance with eating, bathing, toileting, oral care and dressing, 

some assistance with medications, and domestic tasks such as meal preparation, 

cleaning, and household duties. It can also involve transportation and escorting 

clients to and from the shops, outings, or appointments.”51   

1.32 During cross-examination Mr Eddington described home care workers as “first responders” 

who “can notice nuances and changes in their behaviour”, however “they're not nurses, 

they're not going to be making a clinical assessment of the calibre of what a nurse or a 

doctor would do, but they will on a preliminary basis I think identify whether somebody may 

need further medical assessment and clinical assessment.”52 

45 Witness Statement of James Eddington, dated 5 October 2021 at [3]. 
46 Witness Statement of James Eddington, dated 5 October 2021 at [4]. 
47 Transcript dated 3 May 2022 at PN3506 
48 Witness Statement of James Eddington, dated 5 October 2021 at [8] - [25] 
49 Transcript dated 3 May 2022 at PN3508 
50 Witness Statement of James Eddington, dated 5 October 2021 at [67] 
51 Witness Statement of James Eddington, dated 5 October 2021 at [56] 
52 Transcript dated 3 May 2022 at PN3539 
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1.33 Mr Eddington went onto acknowledge that they make observations “that requires a degree 

of skill” in accordance with their Certificate III training.53 

(ii)  Submission as to weight 

1.34 ERO. Mr Eddington raises that disability services employees under the SCHADS to 

highlight the “inequality in terms of the industry”54. This not a matter relevant to a work value 

consideration.  

1.35 Enterprise Bargaining. Mr Eddington’s statement on the outcome of enterprise bargaining 

is based on small number of providers in a singular state, this evidence is not representative 

of the whole industry and does not include wage rate information other classifications such 

as nurses or food and lifestyle employees that are covered by these types of Agreements55. 

Further, his opinion on the issues with the barriers to bargaining is outside the ambient of 

this claim.  

1.36 Skills required. Mr Eddington provides an overview of the skills he considers are required 

of those in the home care industry. This is either Mr Eddingtons’s opinion, or from Mr 

Eddington’s research into job advertisements. This evidence has little probative value and 

should attract little weight56.                                

 

  

53 Transcript dated 3 May 2022 at PN3541 
54 Transcript dated 3 May 2022 at PN3516. 
55 Witness Statement of James Eddington, dated 5 October 2021 at [39] - [54] 
56 Witness Statement of David Eden, dated 12 October 2021 at [68] - [69]. 
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(g) Annie Butler -- Federal Secretary -- ANMF 

(i)  Summary of evidence  

1.37 Ms Butler was appointed federal Secretary in 201857. Prior to this, Ms Butler58: 

(a) served as Assistant Secretary from 2014; 

(b) was employed as a professional officer, organiser and lead organiser at the NSW 

branch of the ANMF from 2003. 

1.38 Ms Butler is also a RN and has maintained her registration since 198559. 

1.39 Ms Butler has not worked directly in the Aged Care Industry.60  

1.40 The Claim. Ms Butler details how the ANMF came to the 25% claim: 

“The ANMF made our own assessment and taking into consideration all the factors 

we think that the Commission itself needs to take account of in considering the case, 

we thought that the 25 per cent increase that we're seeking meets those various 

factors according to our assessment.”61 

1.41 Ms Butler states the differences between an EN, RN and NP: 

“So, the way that our registration work is we - it's registration of title, it's not practice 

registration because scopes of practice evolve, and we have long shifted away from 

a task based approach to nursing to a holistic - as I point to my statement, you know, 

a holistic approach.  That's nursing care and that's nursing practice.  So I can't say 

that in any - that in every residential aged care facility an EN does this definitely and 

then the RN does this and takes over.  Nursing practice occurs along a spectrum, 

nursing care, and we would say that assistants in nursing and personal care 

workers, they contribute to aspects of nursing care.  There's crossover between ENs 

and what ENs deliver and then ENs and RNs, up to - the highest level of that 

continuum is the nurse practitioner.  There are somethings for the nurse practitioner 

that are more clearly and easily defined because they're in legislation, prescribed 

(indistinct) et cetera.  But there would be - there would be enrolled nurses who have 

advanced knowledge and possibly even qualifications in wound management.  But 

generally wound management would, you know, be - that's a normal scope of 

practice - manner of practice for registered nurses.  And so when we look at that, so 

a scope of practice is what someone is educated to do and when we have enrolled 

57 Witness Statement of Annie Butler, dated 29 October 2021 at [1] 
58 Witness Statement of Annie Butler, dated 29 October 2021 at [2] 
59 Witness Statement of Annie Butler, dated 29 October 2021 at [3]  
60 Witness Statement of Annie Butler, dated 29 October 2021 at [10] 
61 Transcript dated 2 May 2022 at PN3377 
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nurses and registered nurses, they come (indistinct) to practice because they've got 

- were registered, qualifications for entry to practice are clear and must contain a 

range of - you know, matters related to nursing practice.  So they're to be educate, 

competent to perform the task and that needs to be documented.”62 

1.42 In respect to the role of RN, Ms Butler provided as follows: 

(a) Normally a RN “would be the team leader of the nursing care that is being 

provided”63 and that this is the role that they have always performed in aged care64; 

(b) Can administer Schedule 4 and Schedule 8 medications, however, they can also 

delegate administration to the EN as it is an “inherent part of the diploma 

qualification”65 and PRN medication;66 

(c) Be alerted by the care worker or EN on concerning results of their observations of 

consumers; 

(d) The RN has an increased administrative burden: 

“Much of the documentation.  I mean, care planning activities, that's – you 

know, the actual writing of something is an administrative task.  It's the other 

stuff that's the nursing stuff.  But that – we do that in nursing everywhere, but 

the levels of documentation that have been increasingly required as we've 

seen changes in the aged care sector - regulations, different standards – 

have just – you know, it's voluminous the amount of material that now is 

being required to be produced in documentation, and increasingly we hear 

from our members too often taking them away too often from the floor, 

because they're such time-consuming tasks.  And so there's around funding 

instruments, around many of the reporting systems, meetings.”67  

1.43 Care Planning. Ms Butler provides that the RN is responsible for the care plan, with input 

from other contributors 

“The registered nurse holds the - is the person responsible for developing and 

assessing and evaluating care and therefore amending the care plan.  It can't be 

done in isolation, it just can't be.  The contributors - everyone in that - what we would 

describe the nursing team and the care team has to contribute to any amendment 

62 Transcript dated 2 May 2022 at PN4009 
63 Transcript dated 2 May 2022 at PN3382 
64 Transcript dated 2 May 2022 at PN3384 
65 Transcript dated 2 May 2022 at PN3393 
66 Transcript dated 2 May 2022 at PN3405 
67 Transcript dated 2 May 2022 at PN3420 
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and to changes that happen that then need to be changes made in the care plan so 

that care can be adjusted.  In many times, you know, the personal care worker is 

the person making the observations.”68 

1.44 Medications. Ms Butler states that drug and medication legislation is different in each state 

and territory69.  

1.45 Ms Butler states that care workers can: 

(a) Check blood pressure if they have “a qualification”, this will be a baseline 

observation70; 

(b) Check the blood glucose levels71 

 

(ii) identification of uncontroversial content/issues 

1.46 Ms Butler sets out72: 

(a) an overview of the sector73; 

(b) the modern awards that apply74; 

(c) the composition of the workforce75; 

(d) the characteristic of resident76 

(e) inquiries into the Aged Care Sector77; 

(f) regulatory changes78 

As this evidence relates to the factually supported evidence, rather than Ms Butler’s opinion, 

it is largely uncontroversial  

 

 

  

68 Transcript dated 2 May 2022 at PN3415 
69 Transcript dated 2 May 2022 at PN3388 
70 Transcript dated 2 May 2022 at PN3394 
71 Transcript dated 2 May 2022 at PN4000 
72 Witness Statement of Annie Butler, dated 29 October 2021 at [59] - [129] 
73 Witness Statement of Annie Butler, dated 29 October 2021 at [34] - [58] 
74 Witness Statement of Annie Butler, dated 29 October 2021 at [26] - [33] 
75 Witness Statement of Annie Butler, dated 29 October 2021 at [195] - [212]. 
76 Witness Statement of Annie Butler, dated 29 October 2021 at [130] - [152] 
77 Witness Statement of Annie Butler, dated 29 October 2021 at [195] - [212]. 
78 Witness Statement of Annie Butler, dated 29 October 2021 at [189] - [194] and [213] - [238]. 
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(h) Julianne Margaret Bryce -- Senior Federal Professional Officer -- ANMF 

(i)  Summary of evidence 

1.47 Ms Bryce is a registered nurse and the Senior Federal Professional Officer of the Australian 

Nursing and Midwifery Federation (ANMF). She has worked for the ANMF since December 

2008.79 

1.48 Ms Bryce is “responsible for developing, implementing and evaluating the ANMF national 

professional program in collaboration with the Federal professional team, ANMF Elected 

Officers and state and territory Branches. I provide national professional leadership and 

advice, which contributes to the achievement of the ANMF’s strategic priorities.”80 

1.49 Ms Bryce provides an overview of professional regulations of nurses, and how these have 

developed. 

1.50 Ms Bryce provides that an EN’s role is to work under the direction and supervision of a RN: 

“So the learning about the differences between their roles and so the role of an enrolled 

nurse is to work in a team with the registered nurse under their direction and supervision to 

provide care for the people that they're allocated to look after.  So registered nurses are 

doing critical thinking and they are doing the higher-level skills as far as the decision making 

goes and they are learning about their role as it relates to that, as well as the art and science 

of nursing.  So are enrolled nurses but their role is responsible and accountable to the 

registered nurse in everything that they do.”81   

1.51 A RN may also delegate work: 

“yes, there are definitely things that they can't delegate as far as the care that they're required 

to provide themselves.  They have to ensure that what they're doing is legal, it's safe to be 

done and that the person that they're delegating to is competent to do that, they have the 

education and that they're safe and competent to do that care.  So that's all part of the 

delegation framework but that legal aspect to it as well and authorisation - they have to be 

authorised to do it, so there are some things that although it might be legal, you might be 

educated to do it, you might not be authorised according to the policy of the organisation as 

well.”82 

1.52 Ms Bryce states “due to these resident profile, workload, staffing and skill mix changes” 

nurses work in difficult circumstances83. 

(ii) identification of uncontroversial content/issues 

1.53 Ms Bryce’s evidence is largely uncontroversial.  

  

79 Witness Statement of Julianne Bryce, dated 29 October 2021 at [1] 
80 Witness Statement of Julianne Bryce, dated 29 October 2021 at [7] 
81 Transcript dated 3 May 2022 at PN3735 
82 Transcript dated 3 May 2022 at PN3740 
83 Witness Statement of Julianne Bryce, dated 29 October 2021 at [51] 
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(i) Katherine Chrisfield -- Occupational Health and Safety Unit Coordinator -- ANMF 

(i)  Summary of evidence 

1.54 Ms Chrisfield has been employed as the Occupational Health and Safety Unit Coordinator 

by the ANMF since 200884. 

1.55 Her role is to “oversee and manage team of OHS Officers – providing expert advice and 

assistance to our staff and members more broadly in relation to matters affecting 

occupational health and safety, workers compensation, discrimination rights of our 

members, wherever they work”85 

1.56 Ms Chrisfield considers that working in an aged care facility is quite dangerous86. In this 

respect, Ms Chrisfield: 

(a) Does not consider that purpose-built facilities are “more difficult than old facilities 

but I also don't think that they take 100 per cent into account the safety needs of the 

staff.87” 

(b) Agrees that modern facilities have beds that can move up and down88, are made to 

allow wheelchairs to be easily moved89, are designed to make it easier for a care 

worker to move around.90 

(c) Her biggest criticism with facilities is “the overall distance that it requires the workers 

to walk, so meaning that there is a lot of time spent walking as opposed to being 

able to spend that time undertaking the care that they need.”91  

(d) Agrees that there are procedures in place for when a lifter and two person lift is 

required to be used.92 

(e) Agrees it would be a policy that employees do not place themselves in harm93, 

remove themselves from a situation94.  

(f) Finds that being taught de-escalation strategies is “quite uncommon that in aged 

care.95” 

84 Witness Statement of Kathryn Chrisfield, dated 29 October 2021 at [4] 
85 Witness Statement of Kathryn Chrisfield, dated 29 October 2021 at [3] 
86 Transcript dated 3 May 2022 at PN3783 
87 Transcript dated 3 May 2022 at PN3784 
88 Transcript dated 3 May 2022 at PN3785 
89 Transcript dated 3 May 2022 at PN3786 
90 Transcript dated 3 May 2022 at PN3791 
91 Transcript dated 3 May 2022 at PN3792 
92 Transcript dated 3 May 2022 at PN3795 
93 Transcript dated 3 May 2022 at PN3796 
94 Transcript dated 3 May 2022 at PN3797 
95 Transcript dated 3 May 2022 at PN3808 
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1.57 With regards to the home care environment, Ms Chrisfield states: 

(a) Dependent on the provider, a risk assessment is done before visiting the home - 

Sometimes there's a risk assessment done over a telephone, so not at the premises, 

so they can't actually see the location, or sometimes they're not done because 

there's an urgency to get someone in to see the person96; 

(b) She would expect that there would be a protocol for de-escalation in place97, 

however she is also “not familiar” with home care providers’ protocols.98 

 

(ii) Submission as to weight 

1.58 Occupational Violence and Aggression. Ms Chrisfield does not provide data or 

supporting evidence to support her statements. Therefore, this is Ms Chrisfield’s opinion 

and should be given little weight (if any)99 

1.59 COVID. To the extent Ms Chrisfield’s evidence addresses the Pandemic, we rely upon the 

submissions at Section 5.   

1.60 Mental Health. Ms Chrisfield provides evidence on the hazards related to mental health in 

the industry and employees’ susceptibility to mental injury. These statements are not 

supported with evidence and are Ms Chrisfield’s opinion, as such little weight should be 

given.100  

Workload Pressures. Ms Chrisfield states that “due to the reduction in the number of 

nurses, it means that the care workers are required to do more complex work which is often 

outside of their qualifications or experience”101. This statement is made without supporting 

evidence or corroboration and therefore should given little weight.  

1.61 Worksafe data. Throughout multiple paragraphs of her statement, Ms Chrisfield refers to 

data supporting her position which she has been given in confidence by Worksafe. This is 

unfairly prejudicial to the employer interests that Ms Chrisfield can rely upon this 

information, which is not available to be considered by the Commission.  

  

96 Transcript dated 3 May 2022 at PN3818 
97 Transcript dated 3 May 2022 at PN3824 
98 Transcript dated 3 May 2022 at PN3827 - PN3829 
99 Witness Statement of Kathryn Chrisfield, dated 29 October 2021 at [31] - [39]. 
100 Witness Statement of Kathryn Chrisfield, dated 29 October 2021 at [40] - [46] 
101 Witness Statement of Kathryn Chrisfield, dated 29 October 2021 at [47] 
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(j) Andrew Venosta -- Industrial Officer -- ANMF 

(i)  Summary of evidence  

1.62 Mr Venosta has been employed as an Industrial Officer by the ANMF since 2019. 

1.63 Mr Venosta has extensive experience in the aged care sector dating back to 2002102.  

1.64 Facilities. Mr Venosta in his statement describes the environment of the facilities he has 

worked in since 2002. In this respect Mr Venosta states that there were environmental 

challenges which lead to care challenges in the facilities he worked in until 2006103. With 

regards to purpose built facilities, Mr Venosta stated: 

“The newer facilities are part of a growing trend in residential aged care to modernise 

infrastructure, give residents more privacy (both personally and in their interactions with 

family members), as well as making the facilities more suitable for the increasing acuity and 

frailty of the resident profile (e.g. inbuilt lifting equipment, wider corridors and larger 

doorways).”104 

1.65 Mr Venosta notes a downside of the modern facilities to be the potential that residents can 

become “quite isolated”105. 

1.66 Regulations. Mr Venosta states “the aged care sector has always been heavily regulated 

and, over the last 15 years, aspects of that regulation have steadily increased.”106 

1.67 Documentation. Mr Venosta makes the observation that there has been a “general 

trend”107 from paper-based to electronic-based documentation. From his experience “it was 

a lot easier to have the electronic system108”. 

1.68  Clinical Care. Mr Venosta states that  

“Residents are now entering residential aged care facilities when they are already extremely 

frail and have multiple comorbidities, particularly in the last ten years or so. It is common to 

see a rapid deterioration in a resident’s health not long after they arrive because they were 

already so sick. This has been an ongoing trend for many years.”109 

1.69 Admissions/Care Plans. The RN is involved in the development of assessment of the 

resident by engaging with doctors, the resident and family members110 and with “care staff 

contributing to the documentation process in the form of charts.”111 The RN “signs off on the 

care plan ultimately, with the ultimate responsibility, and that's in accordance with their 

102 Witness Statement of Andrew Venosta, dated 29 October 2021 at [13] 
103 Witness Statement of Andrew Venosta, dated 29 October 2021 at [33] 
104 Witness Statement of Andrew Venosta, dated 29 October 2021 at [44] 
105 Witness Statement of Andrew Venosta, dated 29 October 2021 at [45] 
106 Witness Statement of Andrew Venosta, dated 29 October 2021 at [99] 
107 Transcript dated 3 May 2022 at PN3892 
108 Transcript dated 3 May 2022 at PN3893 
109 Witness Statement of Andrew Venosta, dated 29 October 2021 at [54] 
110 Transcript dated 3 May 2022 at PN3897 
111 Transcript dated 3 May 2022 at PN3896 
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scope of practice.  It may well be that personal carers have contributed to that because 

they've provided all the charting and documentation to inform the registered nurse and I 

think over the years it was even more common that the ENs would contribute to the 

assessment process although under the scope of practice it would still have to go to an RN 

for a review and a sign-off”112. A PCW’s progress notes and observations may also lead to 

the care plan being updated.”113 

1.70 Difficult behaviours. Mr Venosta notes that there has been an increase in residents 

“exhibiting aggressive and, at times violent, behaviour”114 and that PCWs are “particularly 

exposed115” to this, especially in dementia care. Mr Venosta notes that employees are 

trained to identify, manage and de-escalate “I’m talking about my personal experience in 

providing additional in-house training and particularly with extreme behaviours.  That would 

often involve getting an external consultant in to deliver that training.116. This training would 

go for one maybe two hours117. 

1.71 ACFI. Mr Ventosa states that it is the responsibility of the facility manager to ensure that 

the ACFI assessments “are up to date, correct and managed according to schedule and 

that they're accurate so the funding is maximised.  But then there is a whole system and 

process that has to follow on underneath that.  The care coordinator would probably be the 

lead role, managing and supporting the care and medicine staff, in particular the 

RNs.  Depending on the size of the facility, larger organisations with multiple facilities.”118 

1.72 Workforce. Mr Venosta describes expectations of the roles: 

“Over the years, the increasing complexity of residents’ co-morbidities, frailty and care needs 

has required the entire care team to adapt. There is now a much greater reliance on the 

‘care team’ as a whole. RNs have to rely on PCWs to be observing changes in resident care 

needs and reporting these changes to the RNs. PCWs are expected to report to the RN 

about changes in skin integrity, wounds, oral intake, behaviour, and other signs and 

symptoms which might indicate a deterioration in condition such as fever, coughing and 

conscious state.  

ENs are now supporting and supervising PCWs while also supporting the RNs by 

contributing more to clinical care such as wound care, monitoring diabetes and contributing 

to documented assessments.  

RNs are now working in a supervisory role, not dissimilar to that of a Nurse Unit Manager in 

the acute setting. RNs on the floor will ‘run the unit’ with responsibility for ensuring all staff 

are providing the care as prescribed by the care plans, and ensuring resident care is 

112 Transcript dated 3 May 2022 at PN3958 
113 Transcript dated 3 May 2022 at PN3961 
114 Witness Statement of Andrew Venosta, dated 29 October 2021 at [62] 
115 Witness Statement of Andrew Venosta, dated 29 October 2021 at [67] 
116 Transcript dated 3 May 2022 at PN3920 
117 Transcript dated 3 May 2022 at PN3924 
118 Transcript dated 3 May 2022 at PN3957 
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reviewed, assessments are initiated and completed, and care plans are updated as 

required.”119 

  

119 Witness Statement of Andrew Venosta, dated 29 October 2021 at [111] - [113] 
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(k) Paul Gilbert -- Assistant Secretary of the Victorian branch -- ANMF 

(i)  Summary of evidence 

1.73 Mr Gilbert states: 

“I was first elected as the Assistant Secretary of the Victorian branch on 30 November 2009. 

Prior to being elected as Assistant Secretary in the Victorian branch I was employed by the 

(then) Australian Nursing Federation in its Victorian branch from 1992 in the positions of 

Organiser, Research Officer, Industrial Officer and Senior Industrial Officer. In each of these 

roles I have been required to represent individuals and collective groups of members in aged 

care, both public and non-public sectors120” 

1.74 Prior to this Mr Gilbert working with the union since around 1992121. 

1.75 Mr Gilbert was also an EN122. 

1.76 Changes to the workforce. Mr Gilbert details changes that he has observed: 

“Registered Nurses have by and large become the delegator of care, the care planner and 

regulatory compliance/funding system gurus, while also maintaining professional 

supervision of work that only 20 years earlier would have only been performed by a 

registered nurse  

 Enrolled Nurses have moved from undertaking personal care, basic wound dressings, 

urinalysis and blood sugar levels to educationally underpinned administration of medications 

and undertaking complex wound care and taking on a team leader role at ward level, with 

the registered nurse typically the leader at the facility level. Most aged care facilities comprise 

multiple wards with that facility.  

Personal Care Workers have moved into the space once occupied only by enrolled nurses, 

and now perform almost all personal care and basic wound dressings and the like.”123 

1.77 When referring to “basic wounds” Mr Gilbert describe this as “So, it's where you and I - used 

to me - might bump into something and go ouch, an elderly bumps into something and their 

skin actually breaks open and that means you've got a very - it's superficial but a lot of blood 

and you've got skin that's peeled away from the body a bit.  So the dressing aims to put that 

skin back in place and create a sealed space in which it can hopefully recover.”124 

1.78 Medication administration. Mr Gilbert details that around “2008-2010 the Diploma of 

Nursing became widely available and largely replaced the Certificate IV for new entrants. 

The Diploma (as well as updated Certificate IV) then included medication modules. The 

Certificate IV was phased out and ceased altogether in about 2012-2015.”125 

 

120 Witness Statement of Paul Gilbert, dated 29 October 2021 at [4] 
121 Transcript dated 3 May 2022 at PN4010 
122 Transcript dated 3 May 2022 at PN4012 
123 Witness Statement of Paul Gilbert, dated 29 October 2021 at [26] - [28] 
124 Transcript dated 3 May 2022 at PN4041 
125 Witness Statement of Paul Gilbert, dated 29 October 2021 at [60] 
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(ii)  Submissions as to weight 

1.79 Enterprise Bargaining126. Mr Gilbert’s statement on the state of enterprise bargaining in 

Victoria is irrelevant to the current work value claim.   

1.80 COVID. To the extent Mr Gilbert’s evidence addresses the Pandemic, we rely upon the 

submissions at Section 5.127  

1.81 Survey128. Mr Gilbert details the outcome of an ANMF survey from 2019. This evidence of 

regarding the survey is largely irrelevant to the current work value claim, whilst when Mr 

Gilbert comments are his personal opinion and should be given little to no weight.  

 

  

126 Witness Statement of Paul Gilbert, dated 29 October 2021 at [32] - [51] 
127 Witness Statement of Christopher Friend, dated 1 April 2021 at [23]-[24] and Witness Statement of Christopher 

Friend, dated 29 October 2021 at [49] - [51]. 
128 Witness Statement of Paul Gilbert, dated 29 October 2021 at [61] - [78] 
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(l) Robert Bonner -- Director Operations and Strategy of the South Australian branch -- 

 ANMF 

(i)  Summary of evidence 

1.82 Mr Bonner has been employed by the ANMFSA for 36 years129. 

1.83 Mr Bonner has not worked directly in the aged care industry130. 

1.84 Training. Mr Bonner has “been involved in the vocational education and training sector, the 

development of training packages, the leadership of industry advisory structures for the best 

part of 20 years.”131 

1.85 Mr Bonner notes that “There is little doubt in my mind that the skills and qualifications 

system for PCAs needs reform”132.  

1.86 Carer. Mr Booner states that “Routine resident specific activities requiring a limited range 

of skill and knowledge may be delegated to PCAs”133 and that “PCAs have roles that carry 

out non-complex components of personal care for residents that are within the scope of 

practice of a regulated health professional (RN or EN), and that were the province of these 

nurses in the aged care sector 20 years ago”134. In this respect Mr Bonner means that “the 

work that PCAs do was in many cases undertaken by registered or enrolled nurses”135. 

Examples of this include administering Schedule 4 medications and undertake the “follow-

up dressing change.”136 

1.87 The Certificate III “is the principal qualification for preparation to work in the aged care 

sector, providing entry level training for a care worker in the provision of care and support 

such as that related to the activities of daily living, emotional support and skills related to 

communication and observation, including the need to refer to health professionals 

particularly to registered nurses. It introduces care workers to the aged care sector and care 

delivery. It involves a mix of required knowledge and skills coupled with workplace 

experience, including workplace placements which amount to a total of 120 hours.137” 

1.88 RN/EN. Mr Bonner provides evidence on the work of RNs and ENs. The RN will practice 

“dependently and interdependently, including delegating care to enrolled nurses and 

129 Witness Statement of Robert Bonner, dated 29 October 2021 at [3] 
130 Transcript dated 9 May 2022 at PN8980 
131 Transcript dated 9 May 2022 at PN8982 
132 Witness Statement of Robert Bonner, dated 29 October 2021 at [95] 
133 Witness Statement of Robert Bonner, dated 29 October 2021 at [91] 
134 Witness Statement of Robert Bonner, dated 29 October 2021 at [86] 
135 Transcript dated 9 May 2022 at PN8991 
136 Transcript dated 9 May 2022 at PN8997 
137 Witness Statement of Robert Bonner, dated 29 October 2021 at [88] 
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personal care assistants”. The RN is responsible for the care, to which they can delegate 

to an EN or carer138. Mr Bonner states that the primary difference between an EN and an 

RN is: 

“the level of qualification which has been completed. This impacts on the scope and 

autonomy of the nurse. An enrolled nurse will work under the direct or indirect supervision 

of a registered nurse and are not able to act independently from directions established in the 

care plan provided by the registered nurse.”139 

1.89 The EN is “accountable and responsible for their own scope of practice.”140 

 

(ii)  Identification of uncontroversial content/issues 

1.90 Mr Bonners statements on the aged care industry and its residents are largely 

uncontroversial141  

 

(iii)  Submissions as to weight 

1.91 Survey142. Mr Gilbert details the outcome of an ANMF survey from 2019. This evidence of 

reading the survey is largely irrelevant to the current work value claim. Specifically his 

comments regarding issues with staffing and attraction and retention. Little to no weight 

should be given to these statements.  

 

  

138 Witness Statement of Robert Bonner, dated 29 October 2021 at [76] 
139 Witness Statement of Robert Bonner, dated 29 October 2021 at [77] 
140 Witness Statement of Robert Bonner, dated 29 October 2021 at [79] 
141 Witness Statement of Robert Bonner, dated 29 October 2021 at [55] - [70] 
142 Witness Statement of Robert Bonner, dated 29 October 2021 at [42] - [54] 
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(m) Kristen Wischer -- Senior Federal Industrial Officer -- ANMF 

 

1.92 Ms Wischer’s 14 September 2021 Statement sets out the Award history of the Nurses 

Award. This is uncontroversial.  

1.93 Ms Wischer’s 29 October 2021 Statement is largely controversial. Ms Wischer’a statements 

comparison of private sector rates to public sector rates is irrelevant for a work value 

consideration and should be given little to no weight143.  

 

 

(n) Melissa Coad -- Coordinator Policy, Stakeholder Engagement and Professional 

Development -- UWU 

 

(i)  Summary of evidence  

1.94 Ms Coad is currently employed as the Coordinator Policy, Stakeholder Engagement and 

Professional Development144. 

1.95 Prior to this, she worked as Executive Projects Coordinator from 2013 to 2019145. 

1.96 Ms Coad’s Statement sets out the funding arrangements for the home care and residential 

care industry. This evidence is largely uncontroversial.   

143 Witness Statement of Kristen Wischer, dated 29 October 2021 at [25] - [49] 
144 Witness Statement of Melissa Coad, dated 7 October 2021 at [1] 
145 Witness Statement of Melissa Coad, dated 7 October 2021 at [2] 
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1. EXPERT EVIDENCE: OVERVIEW 

1.1 The following experts prepared reports for these proceedings and were required for cross-

examination: 

(a) Professor Sara Catherine Mary Charlesworth, Professor of Gender, Work and 

Regulation in the School of Management at RMIT;1 

(b) Professor Gabrielle Anne Meagher, Professor Emerita in the School of Social 

Sciences at Macquarie University;2 

(c) Professor Meg Smith, Professor and Deputy Dean of the School of Business at 

Western Sydney University, and Dr Michael Lyons, Senior Lecturer in the School of 

Business at Western Sydney University (only Professor Smith was required for 

cross-examination);3  

(d) Associate Professor Anne Merilyn Junor, Honorary Associate Professor within the 

Industrial Relations Research Group of UNSW Canberra;4 

(e) Professor Kathleen Eagar, Professor of Health Services Research and director of 

the Australian Health Services Research Institute at the Faculty of Business and 

Law at the University of Wollongong;5 and 

(f) Dr Susan Elizabeth Kurrle, Senior staff specialist dietician for the Hornsby Ku-ring-

gai and Health Services in New South Wales.6 

1.2 The issues that attracted particular attention in opening submission by the ANMF and during 

cross-examination were as follows:   

(a) the gender pay gap and undervaluation; 

(b) sociological theories for undervaluation (including the notion of “women’s work”); 

and 

(c) the Spotlight Tool and “invisible skills”. 

1 Report of Dr Sara Catherine Mary Charlesworth (31 March 2021) (Charlesworth Report 1) and Supplementary 

Report of Dr Sara Catherin Mary Charlesworth (22 October 2021) (Charlesworth Report 2). 
2 Report of Dr Gabrielle Anne Meagher (31 March 2021) (Meagher Report 1) and Supplementary Report of Dr 

Gabrielle Anne Meagher (27 October 2021) (Meagher Report 2). 
3 Report by Associate Professor Meg Smith and Dr Michael Lyons (October 2021) (Smith Report). 
4 Report by Associate Professor Anne Merilyn Junor (28 October 2021) (Junor Report). 
5 Report by Dr Kathleen Eagar (29 March 2021) (Eagar Report 1); Supplementary Report of Kathleen Eagar (20 April 

2022) (Eager Report 2). 
6 Report of Susan Elizabeth Kurrle (dated 25 April 2021) (Kurrle Report). 
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1.3 Each issue is relied upon by the union parties as relevant to the applications before the 

Commission. For the reasons developed below, the Commission should be cautious with 

respect to the weight placed on each notion. 

1.4 Those contentions will be followed by an overview of each experts’ evidence.  
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2. THE GENDER PAY GAP AND UNDERVALUATION 

2.1 The evidence of Professor Smith and Dr Lyons focuses upon the gender pay gap and its 

connection to undervaluation. Whilst some reference is made to descriptions used in the 

classification structure of the Aged Care Award and Nurses Award, the point of comparison 

to establish undervaluation was actual pay rates -- not award minimum rates -- supported 

by an opinion that “women’s work” is historically undervalued. An overview of that evidence 

appears below at Section 5.   

2.2 The Commission should be cautious with respect to this evidence because: 

(a) the utility of the analysis based on average weekly earnings is limited on two bases: 

(i) the generality of the data can only provide a crude comparison based on a 

gender, it is void of any relevant compositional factors that may impact hours 

worked because the statistics concern total earnings across all industries; 

and  

(ii) is not concerned with minimum rates of pay in awards; and  

(b) there is no evidence of a gender pay gap within the modern award framework. 

2.3 We will address each proposition in turn. 

(a)  The evidence does not concern minimum rates in awards     

2.4 The Smith Report advances four propositions: 

(a) there is a gender pay gap; 

(b) sociological theory supports the existence of gendered undervaluation (which 

contributes to the gender pay gap);  

(c) there is gender bias in tribunal decisions; and 

(d) the minimum rates in the Aged Care Award and Nurses Award are “low”. 

2.5 The generality of each conclusion renders it of minimal assistance in the context of an 

evaluative judgment under s 157(2)(a).  

The gender pay gap 

2.6 The observations about a gender pay gap in the Smith Report do not apply to minimum 

rates of pay in modern awards.7 Whilst the existence of a “gap” in earnings is supported by 

data drawn from the Australian Bureau of Statistics (ABS) with respect to “average weekly 

7 Smith Report [6]-[13]. 
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earnings”, there is no distinction drawn between industrial instruments (or between 

industries). As a result, this data is of little assistance to the Commission.    

2.7 The conclusion is supported by the following evidence of Professor Smith in cross-

examination: 

(a) The data about gender pay gap is in the context of “average weekly earnings or 

average weekly ordinary time earnings”. She expressly accepted it is “not about 

minimum rates of pay in awards”.8 

(b) She gave the following evidence about the “Updated ABS Data - Tables 1 and 2”: 

(i) average weekly earnings for total earnings is inclusive of overtime; 9  

(ii) ordinary time earnings is not inclusive of overtime;10 and 

(iii) the data does not distinguish between industrial instruments.11 

(c) She confirmed that none of the data set out in Tables 1 and 2 “compare minimum 

award wages earned by men and minimum award wages earned by women”.12 

Further she gave the following evidence: 

“MR WARD: Do you know if there is any analysis of the gap between minimum 

award wages earned by women and minimum award wages earned by men? 

PROFESSOR SMITH: The employee earnings and hours survey, the latest release 

for that was in January of this year, and that data was at May 2021.  That data set 

aggregates different types of industrial arrangements but it isn't what may be listed 

as award wages.  It's - the data does not guarantee that the person is receiving the 

minimum award rate.  They may be receiving an over-award payment, for 

example.”13 

2.8 This concession impacts the utility of the Smith Report.  

2.9 ABS data based on “Average Weekly Earnings” serves only to contrast the average earning 

between males and females at the broadest level of generality. Its limited utility is based on 

the fact it does not take into account a range of compositional difference. For example, 

differences in occupation or hours worked can contribute significantly to the differences 

observed between male and female earnings.14 

8 Transcript, 2 May 2022, PN3278   
9 Transcript, 2 May 2022, PN3271.  
10 Transcript, 2 May 2022, PN3271.  
11 Transcript, 2 May 2022, PN3274     
12 Transcript, 2 May 2022, PN3276     
13 Transcript, 2 May 2022, PN3277     
14 See ABS, “Average Weekly Earnings, Australia” <https://www.abs.gov.au/statistics/labour/earnings-and-working-

conditions/average-weekly-earnings-australia/latest-release>. 
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2.10 Furthermore, as to the relevance of gender pay gap observations to any argument of 

undervaluation within the aged care workforce,15 the authors of the Smith Report concede 

the data is limited noting, “AWOTE measures the earnings of adults employed on a full-time 

basis, and thus may not be appropriate for aged care employees”.16 To the extent a 

connection is made, reliance is placed on the fact that given the aged care industry is 

predominantly female “the pay rates of employee classifications of both the Aged Care 

Award and the Nurses Award, in our opinion, contribute to the GPG in Australia”.17 

Gendered undervaluation 

2.11 Based upon the same reasoning, the utility of academic analysis as to the existence of a 

gender pay gap is limited because it is not about minimum rates of pay in awards.  

2.12 The Smith Report sets out a comprehensive explanation as to “contributing factors” to the 

existence of a gender pay gap.18 That section sets out competing academic schools of 

thought as to why “that gap” exists.19 Professor Smith described the scholars/academics 

that she refers with respect to both the “economics view”, “institutional sociological 

approach” each come from a “broad sweep” of disciplines that deploy the specific type of 

analysis listed (for example, an economist is not necessarily setting out the economic 

view).20 During cross-examination, Professor Smith noted she leans towards the 

institutional sociological approach (over the economics approach).21  The institutional 

approach suggests “there is an array of organisational, social and labour market factors that 

impact on women’s occupational choices”.22 Whilst that presents an interesting academic 

exercise, particularly when matched with the broad comparisons highlighted in gender pay 

gap statistics, the imprecision ultimately impacts any weight that can be put on it.   

2.13 As to the relevance of the historical approaches, particularly in terms of female-dominated 

industries, we submit the Commission would be more appropriately assisted by reference 

to work values cases for nurses and teachers.23  

15 Smith Report [158]-[163]. 
16 Smith Report at [159]. 
17 Smith Report at [160]. 
18 Smith Report [18]-[41].  
19 Transcript, 2 May 2022, PN3279-PN3280.     
20 Transcript, 2 May 2022, PN3281-PN3283.   
21 Transcript, 2 May 2022, PN3284. 
22 Smith Report [16]. 
23 See Private Hospitals' & Doctors' Nurses (ACT) Award 1972 (Print G7200) (1987) 20 IR 420; [1987] AIRC 135 (7 May 

1987); Capital Territory Health Commission and Royal Australian Nursing Federation (Print E8456) (1982) 269 CAR 66; 

Nurses Comparable Worth Case (1986) 13 IR 108; Private Hospitals' & Doctors' Nurses (ACT) Award 1972 (Print G7200) 

(1987) 20 IR 420 at 443; [1987] AIRC 135 (7 May 1987); The Hospital Employees etc (Nursing Staff ACT) Award, 1980 

(1992) 7 CAR 120; Industrial Relations Commission Decision 904/1990 (Print J4011) [1990] AIRC 862 (21 August 1990); 

Australian Nursing Federation - Determination Dec 630/91 (A Print J8402); The Hospital Employees etc (Nursing Staff 

ACT) Award, 1980 (1992) 7 CAR 120;  Australian Nursing Federation - Re Classification structure (PR965496) [2005] 
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Gender bias in tribunal decisions 

2.14 The authors of the Smith Report suggest that the impartiality of tribunals has been 

historically impacted by gender bias. They identify “the challenge of assessing work value 

in a bias‑free manner” and objectivity by tribunals as “an illusive goal”. 24 During cross-

examination, Professor Smith clarified that she was “not making that point with regard to 

assessment of feminised work. I make that comment broadly”. She explained:  

“any assessment of skill carries with it some subjectivity.  Any assessment of work involves 

judgments by the assessor of the work, so there's their assessment; even the description of 

criteria and standards of work do themselves in a sense represent a particular view about 

work.  So it's very difficult to say around any work value assessment, or any different type of 

work value instrument, that it's completely objective.”25 

2.15 As to “barriers to the proper assessment of work value in female dominated industries and 

occupations by industrial tribunals in Australia”, the authors focus upon an analysis of the 

current construction of the FW Act, award modernisation, equal remuneration cases and 

the Teachers Case.26 It does not, however, sustain a conclusion that the tribunals in 

Australia have consistently undertaken an improper assessment of work value.  

2.16 The relevance of gender was addressed by the Full Bench of the Fair Work Commission in 

Equal Remuneration Decision 2015 [2015] FWCFB 8200. By that decision, it was reinforced 

that the Commission may consider “any gender issue which has historically caused any 

female-dominated occupation or industry currently regulated by a modern award to be 

undervalued” under s 157(2).27 

2.17 Returning to the Smith Report. The aspects of the award modernisation process 

summarised do not establish that the minimum rates fixed during the modernisation process 

were infected by improper practices and gender bias. The development of modern awards 

was an intensely consultative process, marked by reviews and the opportunity for industry 

stakeholders and peak bodies to be heard.  

2.18 Notably, any comparison of modern award minimum rates comparing female dominated to 

male dominated modern awards would show a remarkable alignment of minimum rates 

centred ostensibly on the C10 Framework or otherwise the AQF. 

AIRC 1000; Appln By Australian Nursing Federation To Vary Nurses Private Sector (ACT) (PR 965496) (21 November 

2005); Teachers Case [564]-[587]; ACT Child Care decision. See also Annexure N [2.12]-[2.48]. 
24 Smith Report [106]. 
25 Transcript, 2 May 2022, PN3304.     
26 Smith Report [94]-[107]. 
27 Equal Remuneration Decision 2015 [2015] FWCFB 8200 [292].   
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2.19 In fact the Teachers Case is a recent and obvious example of the Commission exercising 

its powers in an objective and gender neutral manner. 

2.20 The Commission should be reluctant to place weight on the Smith Report’s generalised 

analysis of work value and award modernisation history. 

“Low” Rates 

2.21 The authors of the Smith Report observe “[l]ow rates of pay are indicative of undervaluation 

of work. Undervaluation of the work of a female dominated occupation is, therefore, 

indicative of gender-based undervaluation”:28 Despite that opinion, the balance of their 

analysis is focused upon the wording of classifications in the Aged Care Award and Nurses 

Award. The authors do not identify the rates as low by reference to comparative work, they 

are simply accepted as “low”.  

2.22 During cross-examination Professor Smith did not proffer what increase is required to 

remedy that undervaluation (she notes she was not asked to consider that question when 

preparing her report).29   

2.23 By the Smith Report, the authors undertake a connect-the-dots exercise based on a host 

of generalised observations to connect current minimum award rates to the gender pay gap 

and gender-based undervaluation. It is generalised because the data relied upon to 

establish undervaluation, as set out above, does not distinguish between industry (for the 

most part) or minimum award rates.  

Conclusion  

2.24 A work value case exists in a specific framework of modern awards. The Commission is 

tasked with assessing whether current minimum award rates should be increased based 

upon work value reasons. It is difficult to discern how statistics, analysis and conclusions 

reached without specific regard to award rate minima could assist in that exercise. The 

evidence of Professor Smith and Dr Lyons lacks the requisite precision - in the context of 

work value proceedings - to be of assistance. 

(b) No evidence of a gender pay gap within the modern award framework 

2.25 Gender does not make its way into modern awards (i.e. the modern award system does not 

establish “female minimum rates” and “males minimum rates”). Such a construction would 

be entirely inconsistent with the modern awards objective. The minimum rates that exist 

apply irrespective of gender. Hence, comparisons between aggregate total earnings by 

28 Smith Report [113]. 
29 Transcript, 2 May 2022, PN3305-PN3306.       
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gender alone may present an enticing statistic but one that does not assist with assessing 

existing minimum rates within any modern award. 

2.26 The Smith Report considers an absence of reference to gender in modern awards does not 

conclusively remove gender bias: “[a]bsences of a direct gender reference in the various 

awards or industrial tribunal decisions should not be interpreted as an end of the influence 

of gender-stereotypical attitudes”.30 The Smith Report suggests that the general existence 

of a gender pay gap and gender bias outside the modern awards framework is assistive to 

the task before the Commission. However, it does not establish that “gender-stereotypical 

attitudes” have impacted minimum award rates.  

2.27 In order to be of utility, exercises of comparison should be based within the modern award 

system.   

2.28 To illustrate this point, we set out the comparative tables originally included in opening 

submissions (albeit based on minimum award rates as at 1 July 2021). This exercise, unlike 

considerations of Average Weekly Earnings, contrasts the hourly rate31 in the Aged Care 

Award, against equivalent roles within classifications in the following awards: 

(a) Clerks—Private Sector Award 2020 (Clerks Award); 

(b) Hospitality Industry (General) Award 2020 (Hospitality Award); 

(c) Gardening and Landscaping Services Award 2020 (Gardening Award); 

(d) Dry Cleaning and Laundry Industry Award 2020 (Dry Cleaning Award); 

(e) Cleaning Services Award 2020 (Cleaning Award); 

(f) Road Transport and Distribution Award 2020 (Road Transport Award); 

(g) SCHADS Award; and 

(h) Miscellaneous Award 2020. 

  

30 Smith Report [166]. 
31 As at 1 July 2021.  
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2.29 The following table compares the minimum rates for “clerks” covered under the Aged Care 

Award, Clerks Award and Hospitality Award: 

Role Aged 

Care 

Rate Clerks Rate Hospitality Rate 

General 

Clerk (<3 

Months) 

Level 1 21.62 Level 1, 

Year 1 

21.62 Introductory Level 20.33 

General 

Clerk/Typist 

(3-12 

Months) 

Level 2 22.51 Level 1, 

year 1 

21.62 Clerical Level 2/3/4 21.72-23.67 

General 

Clerk/Typist 

(1+ years) 

Level 3 23.39 Level 1, 

Year 2/3 

22.69 – 

23.39 

Clerical Level 2/3/4 21.72-23.67 

Receptionist Level 3 23.39 Level 1, 

Year 1/2/3, 

Level 2 

21.62 – 

23.39 

Front Office (FO) Level 2, 

Guest Services (GS) 

Level 2, Clerical Level 4 

21.72, 23.67 

Pay Clerk Level 3 23.39 Level 2 23.67-24.11 Clerical level 4 23.67 

Senior Clerk Level 4 23.67 Level 3 25.00 Clerical level 4 23.67 

Senior 

Receptionist 

Level 4 23.67 Level 3 25.00 Clerical level 4, FO Level 

3/4 

23.67, 22.46-

23.67 

Clerical 

Supervisor 

Level 7 26.26 Level 5 27.32 Clerical level 5, FO Level 

5 

25.16 

 

2.30 The following table compares the minimum rates for “laundry hand” covered under the Aged 

Care Award, Dry Cleaning Award and Hospitality Award: 

Role Aged 

Care 

Rate Dry Cleaning Rate Hospitality Rate 

Laundry hand  

(<3 Months) 

Level 1 21.62 Level 1 20.33 Introductory Level 20.33 

Laundry hand  

(3+ Months) 

Level 2 22.51 Level 1/2/3/4 20.33-22.46 GS Level 1 20.92 

 

2.31 The following table compares the minimum rates for “cleaner” covered under the Aged Care 

Award, Cleaning Award and Hospitality Award: 

Role Aged Care Rate Cleaning Rate Hospitality Rate 

Cleaner  

(<3 Months) 

Level 1 21.62 Level 1 21.71 Introductory Level 20.33 

Cleaner 

(3 + Months) 

Level 2 22.51 Level 2 22.46 GS Level 1/2 20.92-21.72 
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2.32 The following table compares the minimum rates for “gardener” covered under the Aged 

Care Award, Gardening Award and Hospitality Award: 

Role Aged 

Care 

Rate 

 

Gardening Rate 

 

Hospitality Rate 

 

Assistant Gardener 

(<3 months) 

Level 1 21.62 Introductory 

Level 

20.33 Introductory Level 20.33 

Gardener  

(non-trade) 

Level 2 22.51 Level 1/2/3 20.92-22.72 Gardener Level 

2/3 

21.72-22.46 

Gardener  

(trade or Cert III) 

Level 4 23.67 Level 4 23.67 Gardener Level 4 23.67 

Gardener 

(advanced) 

Level 6 25.79 Level 5 24.41 Gardener Level 4 23.67 

Gardener 

(superintendent) 

Level 7 26.26 Level 5 24.41 Gardener Level 5 25.16 

 

2.33 The following table compares the minimum rates for “food services assistant” and “cook” 

covered under the Aged Care Award and Hospitality Award: 

Role Aged Care Rate Hospitality Rate 

Food Services 

Assistant (<3 Months) 

Level 1 21.62 Introductory Level 20.33 

Food Services 

Assistant (3+ Months) 

Level 2 22.51 Food and Beverage (FB) Level 

1-2, Kitchen Level 1 

20.92-21.72 

Cook Level 3 23.39 Cook Level 2/3 21.72-22.46 

Senior Cook (Trade) Level 4 23.67 Cook Level 4 23.67 

Chef Level 5 24.47 Cook Level 5 25.16 

Senior Chef Level 6 25.79 Cook Level 5 25.16 

Chef/Food Services 

Supervisor 

Level 7 26.26 FB Level 5, Cook Level 6 25.16-25.83 

 

2.34 The following table compares the minimum rates for “Maintenance/Handyperson” covered 

under the Aged Care Award, Miscellaneous Award and Hospitality Award: 

Role Aged 

Care 

Rate Miscellaneous Rate Hospitality Rate 

Maintenance/Handyperson 

(unqualified) 

Level 2 22.51 Level 2 21.72 Handyperson Level 3 22.46 

Maintenance/Handyman 

(qualified) 

Level 4 23.67 Level 3 23.69 Gardener Level 4 23.67 

Maintenance Tradesperson 

(Advanced) 

Level 6 25.79 Level 4 25.83 Gardener Level 4 23.67 
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2.35 The following table compares the minimum rates for “driver” covered under the Aged Care 

Award, Road Transport Award and Hospitality Award: 

Role Aged 

Care 

Rate RTD Rate Hospitality Rate 

Driver  

(less than 3 T) 

Level 2 22.51 Level 2 22.08 GS Level 2 21.72 

Driver  

(less than 3 T 

with First Aid) 

Level 3 23.39 Level 2 + First Aid 

Allowance 

22.08 + .36 GS Level 2 21.72 

Driver (3 T and 

over) 

Level 4 23.67 Level 2-10 

depending on 

vehicle size 

22.08-25.36 GS Level 2 21.72 

 

2.36 At this juncture, it may be noted that the transport sector is known to be “male dominated”. 

However, the minimum rates for a comparative role in the aged care sector not only align 

but are higher.  

2.37 The following table compares the minimum rates for “personal care employee” covered 

under the Aged Care Award, SCHADS Award and the Social and Community Services 

Employees (State) Award: 

Role Aged 

Care 

Rate SCHADS (Home 

Care) 

Rate SCHADS (SACS) Rate 

PCW 1 Level 2 22.51 HC level ½ 21.88-23.19 Level 1 22.11-23.67 

PCW 2 Level 3 23.39 HC Level ½ 21.88-23.19 Level 1 22.11-23.67 

PCW 3 Level 4 23.67 HC level 3 23.67-24.40 Level 2 29.12-31.77 

PCW 4 Level 5 24.47 HC level 4 25.83-26.34 Level 3 32.54-34.90 

PCW 5 Level 7 26.26 HC level 4 (maybe 

level 5) 

26.34 Level 3 4 32.54-34.90 

 

2.38 The following table compares the minimum rates for “Recreational/Lifestyle Activities 

Officer” covered under the Aged Care Award, SCHADS Award and the Social and 

Community Services Employees (State) Award: 

Role Aged 

Care 

Rate SCHADS 

(Home Care) 

Rate SCHADS 

(SACS) 

Rate 

Recreational/Lifestyle 

Activities Officer 

(unqualified) 

Level 2 22.51 Level 1/2 21.88-23.19 Level 1 22.11-23.67 
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2.39 The following table compares the minimum rates for “general services supervisor” covered 

under the Aged Care Award and Hospitality Award: 

Role Aged Care Rate Hospitality Rate 

General Services Supervisor Level 7 26.26 GS Level 5, FO Level 5, 

Clerical Level 5, 

25.16 

2.40 The following table compares the minimum rates for “interpreter” covered under the Aged 

Care Award and Miscellaneous Award: 

Role Aged Care Rate Miscellaneous Rate 

Secretary Interpreter 

(unqualified) 

Level 5 24.47 Level 2 21.72 

Interpreter (qualified) Level 7 26.26 Level 3/4 23.67-25.83 

 

Conclusion 

2.41 Even this cursory analysis of different modern awards suggests that there is no gender pay 

gap when consideration is limited to minimum award rates.  
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3. SOCIOLOGICAL THEORIES FOR UNDERVALUATION 

3.1 Each of the experts, save for Dr Kurrle, addressed sociological theories for undervaluation 

of wages for work performed by women.32   

3.2 The following propositions advanced by the experts, in that respect, attach controversy: 

(a) the academic comparison of female-dominated occupations against male-

dominated occupations (without consideration of minimum award rates in the 

respective industries); 

(b) “women’s work” is intrinsically undervalued and the concept of gendered 

undervaluation, absent comparison, assists with identifying the cause of 

undervaluation; and 

(c) the consideration of particular skills (without clear or consistent delineation between 

classifications under the awards). 

3.3 For the following reasons, which will be developed below, the Commission should be 

cautious with respect to those propositions:  

(a) absent consideration of minimum award rates, conclusions and analysis built on 

actual pay rates (or a conflation of both) is of minimal utility to the precise task to be 

undertaken by the Commission;  

(b) comparison of the rates between female and male dominated occupations, without 

consideration of minimum award rates, does not assist the Commission assess 

whether minimum award rates should be adjusted based on work value reasons;   

(c) the Commission’s historical approach to work value assessment has not been 

informed by gender, to accept “caring work” as inherently undervalued is to find the 

Commission was biased in previous work value assessments based on gender; and 

(d) the conflation of data and/or analysis renders the related conclusions of limited 

assistance.  

3.4 We will address each proposition in turn. 

(a)  Rates in female-dominated occupations vs male-dominated occupations 

3.5 By reference to “international research”, Professor Meagher opined that “female-dominated 

occupations tend to be paid less than male-dominated occupations, taking into account 

32 See summary of all expert evidence at Sections 5-9.  
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educational requirements and other factors that objectively influence employee 

productivity”.33  

3.6 During cross-examination, she accepted that the international research referred to is 

looking at “actual rates” and not minimum rates. She stated it is not looking at hours of work. 

She said: “we're really just comparing their earnings relative to their occupational category, 

and we find that people who are doing the care work are paid less than people doing other 

jobs; all these other things being held constant”.34 

3.7 As mentioned above, in order for comparisons to be of assistance, they must be based on 

an analysis of the minimum rates in awards. Similar to the evidence of gender pay gap, the 

critique arising from the generality of the data underpinning analysis and conclusions 

applies to the Meagher Report. Without precision, it can be of limited utility in a work value 

case.  

(b)  The relevance of “gendered undervaluation” and “women’s work”  

3.8 The evidence of Professor Charlesworth, Professor Meagher, Professor Junor and 

Professor Eager, each attribute, in varying degrees, the “undervaluation” or “low” pay in 

aged care to historical gender bias based on a perception that care work is “low value 

women’s work”.35  

3.9 Professor Charlesworth and Professor Meagher also confirmed that their conclusion as to 

undervaluation was not based on a comparator such as minimum award rates, rather, by 

reference to a combination of academic literature, international commentary and work value 

cases conclude women’s work to be “intrinsically undervalued”. 36  

3.10 Professor Charlesworth opined that gender norms underpin the devaluation of care work 

based upon an “ideology of domesticity” that positions the care work performed by women 

as “natural and therefore unskilled”.37 This includes “things that women do for free in the 

home”. 38 During cross-examination, she did not accept the same observation may extend 

to work traditionally performed by men in the home. For example, mowing the lawn.39 She 

stated: “I'm actually not drawing that connection between unpaid domestic work”.40 She 

described “caring work” as being viewed as “quintessentially women's work and therefore 

33 Meagher Report 1, iv. 
34 Transcript, 2 May 2022, PN2649-PN2650.      
35 Transcript, 2 May 2022, PN2496; Transcript, 9 May 2022, PN8914.        
36 See Transcript, 2 May 2022, PN2516 (emphasis added). 
37 Charlesworth Report 1 [43], [54]; Charlesworth Report 2 [63]. 
38 Transcript, 2 May 2022, PN2496.   
39 Transcript, 2 May 2022, PN2505.    
40 Transcript, 2 May 2022, PN2507.     
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of little economic value”.41 She said that view is concentrated by the fact: “the work is 

undertaken almost exclusively by women. That proportion particularly at the frontline 

remains very high”; 42 and the work is seen “as natural and therefore unskilled”.43 

3.11 Similarly, Professor Meagher considered that because it is female dominated work there is 

a “wage penalty.”44 The undervaluation “arises because of the pervasive cultural 

association between care work and the traditional roles of women. As these traditional roles 

are not accorded economic or monetary value in society more broadly, the skills associated 

with them are also devalued or rendered invisible.”45  

3.12 Much like the thesis of Professor Smith and Dr Lyons, the opinions of Professor 

Charlesworth and Professor Meagher are not built upon an analysis of minimum award 

rates. Rather, each focuses upon the historical undervaluation of “women’s work”, 

generally. A generality they rely upon to sustain conclusion that the current minimum award 

rates are “low”. The generality of their positions was confirmed during cross-examination.  

3.13 During cross-examination, Professor Charlesworth confirmed that her view is that the work 

performed by personal care employees in aged care is “intrinsically undervalued rather than 

comparatively undervalued”.46 She also went as far to characterise the utility of comparisons 

as “unhelpful”.47 She said they can “tell you something might be wrong” but they do not tell 

you “exactly what is wrong”. For that reason, she states, there has been a move to consider 

the “concept of gendered undervaluation”.48  

3.14 As to “fixing” the undervaluation, Professor Charlesworth suggested “decent pay” may be a 

particular number above the minimum wage and reference to wage fixing in New Zealand 

(a country that does not use awards).49 

3.15 During cross-examination, Professor Meagher explained her observation concerning the 

residential aged care workforce having “low relative pay”,50 she said: 

“I'm talking about a broader concept of undervaluation of care work, and this relates more to 

whether the award rates are set relative to similar – to occupations that require similar levels 

of skill, or even lower levels of skill.”51 

41 Transcript, 2 May 2022, PN2506.     
42 Transcript, 2 May 2022, PN2506.    
43 Transcript, 2 May 2022, PN2506; see Charlesworth Report 1 [42]-[46].  
44 Meagher Report 1, 27-28.  
45 Meagher Report 1, iv. 
46 Transcript, 2 May 2022, PN2516. 
47 Transcript, 2 May 2022, PN2521.   
48 Transcript, 2 May 2022, PN2519.    
49 Transcript, 2 May 2022, PN2563-PN2564.   
50 Meagher Report 1, 8. 
51 Transcript, 2 May 2022, PN2635.     
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3.16 Following that explanation, Professor Meagher confirmed that she has not embarked upon 

an exercise of comparing one minimum award with another minimum award. Rather, she is 

working with generalities and broad concepts. That is supported by the following: 

“MR WARD: You said you're referring there to – hopefully I've understood you – you said 

you're referring there to other awards.  I'm just trying to understand which award you're 

comparing to?  

PROF MEAGHER: Look, I haven't – it's not really – that remark isn't based on a forensic 

analysis of awards.  It's based on a broader concept of the value of care work in 

industrial instruments in Australia, and in fact in other countries as well.  So this kind 

of work where people are providing help and support to others are generally undervalued.  

So they take - the skills that they involve aren't well‑recognised in the payment of wages and 

the setting of wages – sorry, in the setting of wages.  So it just means that there's a kind of 

pervasive undervaluation of this kind of work, in its complexity and its demands, and 

there's a range of reasons for that that I go on to talk about - - - 

MR WARD: When you say - - -? 

PROF MEAGHER: It's not so much – go on, yes. 

MR WARD:  When you say 'relative', relative to everybody else? 

PROF MEAGHER:  Look, relative to other occupations that are – it's relative to a range 

of other occupations that don't involve care. 

MR WARD: Right - - -? 

PROF MEAGHER: That may involve other sorts of work where the skills are better 

recognised, and typically that's often in male‑dominated jobs that involve practical and 

technical skills that are better recognised, but my analysis there – I haven't done an 

analysis comparing to a male award or anything like that. 

MR WARD: Just so I can be clear, that's not a statement saying I've looked at the pay in the 

Aged Care Award and looked at the pay in the Building Award; that's not what you're saying? 

PROF MEAGHER: Not as specific as that, but it's a generally – so, through all sorts of 

statistical analyses that have been done on Australian labour market data and on labour 

market data in many other countries, it has been determined that there's a – relative to the 

skills required and the educational requirements and so on, on various objective measures 

of employees productivity - that employees in care‑related jobs are underpaid relative to 

employees in other jobs that don't involve care, where all those other things are the 

same.”52 

  

52 Transcript, 2 May 2022, PN2637-PN2641 (emphasis added). 
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Conclusion 

3.17 It is not contested that the aged care workforce is predominantly female. A factor which may 

enliven the relevance of gender issues in a work value application. However, whilst the 

experts point to literature and international research suggesting a social/cultural perception 

that “women’s work” is of less economic value, we suggest caution is required. Particularly 

in circumstances where nursing work, including AINs, has been subject to extensive work 

value consideration in both state and federal tribunals. In order to make out an argument 

that the Nurses Award has been undervalued based on gender, notwithstanding an 

extensive series of work value cases, the Commission would need to accept that it is has 

historically failed in its assessments. 

3.18 This, if accepted, also suggests something troubling. If male dominated and female 

dominated modern awards are already largely aligned around the C10 Framework but 

“women’s work” is however undervalued, it suggests that all women’s work is of greater 

value than all ‘men’s work’ which seems to highlight the problem of transferring concepts of 

equity into a minimum award rates of pay historically based on the gender neutral ground 

of the C10 scheme and the AQF. 

(c) The generalised consideration of roles and skills 

3.19 In addition to the argument of undervaluation based on gender, Professor Meagher 

considers the omission of reference to particular skills from the Aged Care Award supports 

a conclusion that those skills are not factored into minimum rates. In this respect she 

focuses upon skills such as “judgment and relationship based care”.53 

3.20 The Meagher Report states that the Aged Care Award “does not recognise the range of 

skills and responsibilities aged care employees exercise in providing high quality care to 

older people”54 During cross-examination, Professor Meagher explained her reference to 

“does not recognise” should be understood as meaning “they don’t get paid for them”.  

Professor Meagher also clarified that as to identification of skills, her area of focus is not 

concerned with “physical demands”, rather, skills such as “judgment and relationship based 

care”.55 Thus, she undertakes a highly selective exercise.  

3.21 As to Professor Meagher’s analysis of the skills involved in each role in aged care, in 

addition to limitations identified in the Meagher Report, the following limitations were noted 

during cross-examination: 

53 Transcript, 2 May 2022, PN2667.     
54 Transcript, 2 May 2022, PN2663.    
55 Transcript, 2 May 2022, PN2667.     
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(a) Food Services. Professor Meagher clarified that the research addressed in her 

report does not “assign people to categories that are in industrial instruments”. She 

explained it is not focused on categories of employees in an award.56  

(b) Cleaning Staff. In terms of the research relating to cleaning staff, Professor 

Meagher noted she focused on “the psychosocial role”. She did not address issues 

as to the authors of infection control protocols or the types of chemicals used.57 Nor 

does it compare cleaning in one setting versus another.58 

3.22 The above qualifications reveal the analysis in terms of skills is done at a very high level 

and without close correlation to the existing classifications in the award. It cannot 

substantiate a finding that a failure to expressly refer to every skill used in a role means that 

skill was not factored into the minimum rates. The classification descriptors in awards are 

not exhaustive position descriptions and should not be read as exhaustive statements of all 

skills and duties.  

 

  

56 Transcript, 2 May 2022, PN2703. 
57 Transcript, 2 May 2022, PN2711-PN2713.     
58 Transcript, 2 May 2022, PN2715.   
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4. THE SPOTLIGHT TOOL AND “INVISIBLE SKILLS”  

4.1 The report by Professor Junor presents an analysis of data compiled following application 

of the Spotlight Tool. The result is the identification of an array of skills identified as “hidden” 

or “invisible skills”, which she contends are invisible for gender reasons. A summary of her 

report appears below at Section 9 

4.2 The ANMF rely upon the Junor Report with respect to “skills and responsibilities” and the 

examples and explanation about “hidden skills” and how they manifest in the work 

performed by nursing employees in aged care.59  During opening statements, they 

contended that the Junor Report: 

(a) provides an evidential basis for a finding that in the past there has been gender-

based undervaluation of work; and 

(b) assists in identifying what exactly are the skills which increase work value that are 

not recognised in the current awards.60 

4.3 For the following reasons, the Commission would be cautious in readily accepting the data 

and analysis prepared using the Spotlight Tool to support a finding of “gender-based 

undervaluation”. This is because:    

(a) application of the Spotlight Tool is an academic exercise designed to identify 

particular skills against a set criteria, by design it is intentionally selective and can 

be applied to numerous industries to achieve similar results; and 

(b) application of the Spotlight Tool cannot demonstrate all skills identified are “invisible” 

based on gender reasons. 

4.4 Further, the absence of express inclusion of “Spotlight Skills” in the Aged Care Award and 

Nurses Award is not determinative. Both modern awards were substantially based upon 

pre-reform federal awards, with the work performed by nurses being subject to extensive 

work value assessment. The extent of the Spotlight Tool’s “assistance”, in this respect, is 

limited to possible phasing and/or re-drafting of classifications.  

4.5 Each proposition will be considered in turn.  

(a) A highly selective academic exercise, applicable to all industries 

4.6 The Junor Report suggests the Spotlight Tool identifies skills in nursing work which are 

unrecognised on the basis of gender. Putting aside the connection to gender, which will be 

59 Transcript, 29 April 2022, PN350-PN351.   
60 Transcript, 29 April 2022, PN360.     
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dealt with separately, it must be emphasised that the “Spotlight Tool” is designed for broad 

application to identify “hidden” skills in an array of work processes.  

4.7 Skills identification using the Spotlight Tool requires application of the “taxonomic 

framework”, which consists of “nine skills at five levels” (the taxonomy).61 The taxonomy 

refers to three intangible sets of skills and their nine elements that are required in carrying 

out particular job activities. During cross-examination, Professor Junor accepted that the 

taxonomy is not specific to any one industry or type of employee.62 Such that the Spotlight 

Tool can be applied to a female-dominated industry (for example, teachers) and a male-

dominated industry (for example, construction).63   

4.8 Professor Junor also accepted the Spotlight Tool is designed to help identify hard-to-define 

skills, which are called “Spotlight skills”.64 She also accepted that being based off three 

broad categories, specifically chosen after a period of research, peer review, testing and 

refining, is not an exhaustive means of identifying all skills involved in a work process.65  

4.9 Thus, the existence of “spotlight skills” is not unique to any one industry. Nor does it promote 

comprehensive analysis of the skills involved in performance of work. It is an academic 

exercise used to consider or analyse recognised activities and work processes by re-

classifying them using language that targets categories on the taxonomy. The weight placed 

on this exercise - and upon the quantity of skills identified using the tool - should be limited, 

given that the exercise is highly selective and self-serving.   

(b) The Spotlight Tool cannot prove or substantiate the reason for “Invisibility”  

4.10 Professor Junor characterises the Spotlight Tool as “expressly designed” to identify “skill 

that are invisible for gender reasons”. That position, however, is inconsistent with her 

evidence during cross-examination and the “Spotlight: A Skills Recognition Tool” published 

by Employment New Zealand.66 

4.11 During cross-examination, Professor Junor accepted the following: 

(a) skills identified using the Spotlight Tool may be hidden or unrecognised for a variety 

of reasons (for example, reasons connected to tact, tactility and tacitness - with 

gender being included as one of several reasons);67 and   

61 Transcript, 2 May 2022, PN3118. 
62 Transcript, 29 April 2022, PN3119-PN3122.     
63 Transcript, 29 April 2022, PN3121-PN3122.     
64 Transcript, 29 April 2022, PN3127, PN3145.      
65 Transcript, 29 April 2022, PN3148.     
66 Cited in the Junor Report; DCB 314, 15906.  
67 Transcript, 29 April 2022, PN3157-PN3162; PN3209.     
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(b) the Spotlight Tool cannot provide the reason why a skill is unrecognised. This is 

because “it’s a skill identification tool”.68  

4.12 Thus, the Spotlight Tool is limited to skills identification.  

4.13 No aspect of the Spotlight Tool refers to gender. Just as it may be applied equally to different 

industries, it may be applied equally to work performed by men or women. It should be 

noted that Professor Junor did not address the 30% of men working in the aged care 

industry or the fact that the same “invisible skills” identified using the Spotlight Tool would 

apply to men working as RNs, ENs or AINs - noting they are performing the same work.   

4.14 When questioned about how the Spotlight Tool connects skills identification to gender, 

Professor Junor referred to the “original” purpose upon which the Spotlight Tool was 

developed, namely, “in order to identify skills that were under-recognised on gender 

grounds”.69 Despite accepting the final version of the tool -- which she applied for the 

purposes of her report -- has broad application and the inability of the tool to provide an 

explanation as to “why” a Spotlight Skill is unrecognised, Professor Junor advocated for the 

position that “[t]he purpose is to identify skills that have not been identified on gender 

grounds”.70 Both answers suggesting that the primary focus of the Spotlight Tool is related 

to gender. 

4.15 When the inconsistency of her position was identified, Professor Junor conceded that the 

Spotlight Tool could equally help identify skills unrecognised for reasons other than 

gender.71   

4.16 Whilst it is possible that skills identified using the Spotlight Tool are “hidden” due to gender 

issues, the mere identification of skills cannot establish the reason for a skill not being 

expressly mentioned in an industrial instrument. As such, the Spotlight Tool and its related 

analysis does not assist with determining undervaluation based on gender (or other 

reasons).  

(c) Spotlight Skills and Award descriptors   

4.17 The absence of the express inclusion of “Spotlight Skills” in the Aged Care Award and 

Nurses Award (i.e. using descriptions that expressly incorporate the taxonomy) is not 

determinative that those skills were not factored into pay rates. Despite a lengthy analysis 

68 Transcript, 29 April 2022, PN3205.     
69 Transcript, 29 April 2022, PN3206.     
70 Transcript, 29 April 2022, PN3208.     
71 Transcript, 29 April 2022, PN3209.     
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as to the adequacy of award descriptors, Professor Junor accepts that Spotlight Skills may 

be “assumed or implied in [existing] Award descriptors”.72   

4.18 The following factors are also relevant when considering the significance of the wording in 

award classifications: 

(a) both modern awards were substantially based upon pre-reform federal awards, with 

the work performed by nurses, in particular, being subject to extensive work value 

assessment; 

(b) classifications in modern awards are not drafted as exhaustive position descriptions;  

(c) the Spotlight Tool is a relatively new skills identification tool that primarily assists 

with the drafting of descriptors.    

4.19 To the extent the Spotlight Tool is of assistance to the Commission, it should be limited to 

the re-wording of classifications, if deemed necessary and appropriate.  

72 Junor Report, 26 [118]-[119]. 
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5. THE SMITH REPORT  

5.1 Professor Smith and Dr Lyons prepared a report dated October 2021 in response to 

instructions from the ANMF (Smith Report). The Smith Report was subsequently amended 

on 2 May 2022.  

Overview of Evidence  

5.2 By way of overview, the Smith Report addresses the following matters: 

(a) Gender Pay Gap.  

(i) The Smith Report defines the Gender Pay Gap as “a ratio that converts 

average female earnings into a proportion of average male earnings to 

calculate the pay gap between the sexes”.73  

(ii) At the outset it is noted there are multiple ways to measure “the gap”. Two 

measures set out by reference to data compiled from the Australian Bureau 

of Statistics (ABS): 

- Average Weekly Earnings (AWE) survey measure (May 2021): AWE for 

all employees; AWE for full-time adults (FTAWE); and “average weekly 

ordinary time earnings” for full-time adults (AWOTE). 

- Employee Earnings and Hours Survey measure (May 2018): the five 

measures referred to are set out in Table 1 and 2 (but not subject to further 

commentary in the Smith Report).74  

(iii) The authors identified the ABS AWOTE data as the most “utilised measure”. 

This is because it compares “like” earnings of adult women with “like” 

earnings of adult men. 75  

(iv) Using the ABS AWOTE data, the authors identified a gender pay gap of 

14.2% Australia:76 

- Full-Time Male - AWOTE = $1,837.00 

- Full-Time Female - AWOTE = $1,575.50 

- The earnings gap between the two groups is $261.50 (14.2%).   

(v) Two limitations were noted: 

73 Smith Report [6]. 
74 Smith Report, 4-5. 
75 Smith Report [6]. 
76 Smith Report [10]. 
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- The AWE measurement results in a gap that is “two times greater” 

because “a higher proportion of working women are employed on a 

part-time basis to that of men and consequently women work fewer 

average hours each week than men”.77 

- The use of hourly earnings to calculate the gender pay gap results 

in a lower gender pay gap noting that men record a higher number of 

paid hours than women. 78 

(vi)  The authors opined that the data indicates the gap is “persistent”.79 Further 

research indicated “earnings data has consistently shown a GPG in 

Australia".80 

(b) Contributing Factors to the Gender Pay Gap.81 The authors set out two 

alternative approaches to assessing contributing factors to the gender pay gap: 

(i) “The standard economics, orthodox economics, econometric or human 

capital approach” (standard economics approach);82 and  

(ii) “The institutional, sociological, or heterodox economics approach” 

(institutional, sociological approach).83 

Additionally, the authors identified “the issue of the relationship between 

occupational segregation and the GPG” as relevant to assessment.84  

(c) Commentary on Approaches: 

(i) Standard economics approach. The authors observe: 

“[This approach] assumes women make a “rational choice” to work in lower 

paying occupations because of their limited “investment” in human capital 

(education, training, and paid work experience). Men, in contrast, invest in 

their human capital and therefore seek employment in higher paying 

occupations. The result of these decisions produces gender segmentation 

or sex segregation of the labour market, which is a major influence on the 

GPG.”85 

77 Smith Report [11]. 
78 Smith Report [11]. 
79 Smith Report [10]. 
80 Smith Report [13]. 
81 Smith Report [14]-[41]. 
82 Smith Report [16], [18]-[24]. 
83 Smith Report [16], [34]-[41]. 
84 Smith Report [17], [25]-[33]. 
85 Smith Report [16]. 
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(ii) Institutional, sociological approach. The authors observe: 

“[This] approach focuses on institutions and social processes and not 

individuals. The institutional approach suggests there is an array of 

organisational, social and labour market factors that impact on women’s 

occupational choices.” 86 

(d) Limited Relevance of Statistics.  As to the relevance of gender pay gap 

observations to any argument of undervaluation within the aged care workforce,87 

the authors of the Smith Report observe the data is limited noting, “AWOTE 

measures the earnings of adults employed on a full-time basis, and thus may not 

be appropriate for aged care employees” at [159]. To the extent a connection is 

made, it relies on the fact census data supports a conclusion that the aged care 

workforce is predominantly female. Therefore, “the pay rates of employee 

classifications of both the Aged Care Award and the Nurses Award, in our opinion, 

contribute to the GPG in Australia” at [160]. 

(e) Gender-based Undervaluation of Work. The authors set out research between 

[44]-[54]. Following which they set out their opinion, which includes: 

(i) “gender-based undervaluation and related terms refer to work value 

practices that are impacted by gender and which contribute to a failure to 

recognise work value in assigned wages”;88 

(ii) “Industrial assessments of undervaluation and its relation to gender have 

placed weight on inadequacies in the description and classification of work, 

the absence of work value assessments, incomplete or inadequate work 

value assessments and the impact of normative assumptions about 

feminised areas of work on the industrial value of the work”; 89 

(iii) “Research assessments of undervaluation examine how male-dominated 

occupations, or stereotypical male tasks, are rewarded more highly than 

highly feminised work or stereotypical feminised tasks. This research 

identifies the contribution of socially constructed understandings of gender 

on the assessment of skill and work value”; 90 

86 Smith Report [16] 
87 Smith Report [158]-[163] 
88Smith Report [55] 
89Smith Report [55] 
90Smith Report [55] 
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(iv) “The valuation of work is influenced by social expectations and gendered 

assumptions about the role of women as workers. In turn these social 

practices influence institutional and organisational practices”; 91 

(v) “[Those] assumptions are impacted by women’s role as parents and carers 

and undertaking the majority of primary unpaid caring responsibilities. The 

disproportionate engagement by women in unpaid labour contributes to the 

invisibility and the under recognition of skills described as creative, nurturing, 

facilitating or caring skills in paid labour”. 92 

(f) Female dominated industries. Two Australian industries have workforces that are 

substantially comprise women: Health Care and Social Assistance (79%) and 

Education and Training (73%) (WGEA 2019): at [185]. 

(g) Contributing factors to gender-based undervaluation in Australia.93  

(h) Barriers and Limitations to Assessment of Work Value in Female Dominated 

industries.  

(i) The authors undertake a lengthy review of equal pay or equal remuneration 

principles or legislative provisions.94 The authors state that analysis 

highlights barriers and limitations within equal remuneration proceedings.95 

They also opined:  

“[The] requirement for tribunals to make an adjustment to minimum rates 

based only on a change in work value has meant that there has been a 

limited capacity to address what may have been errors and flaws in the 

setting of minimum rates for work in female dominated industries and 

occupations.”96 

(ii) “The capacity to address the valuation of feminised work has also been 

limited by the requirement to position that valuation against masculinised 

benchmarks. This requirement for a comparator has been a feature of equal 

remuneration proceedings has been noted but the pivotal role of the metal 

industry tradesperson in wage fixing is also well documented.”97 

91Smith Report [56] 
92Smith Report [56] 
93 Smith Report [57]-[64] 
94 Smith Report [65]-[93] 
95 Smith Report [88] 
96 Smith Report [90] 
97 Smith Report [92] 
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(iii) “Work value comparisons continued to be grounded by a male standard, that 

being primarily the classification structure of the metal industry awards and 

to a lesser extent a suite of building and construction awards. This template 

rested on the relativity of masculinist classifications to the position of metal 

industry or building industry tradesperson.” 98 

(iv) In summary, the authors identified the following barriers: 

- changes in the regulatory framework for equal pay and equal remuneration 

applications and the interpretation of that framework; 

- procedural requirements such as the direction in wage-fixing principles that 

assessment of work value focus on changes in work value and tribunal 

interpretation of this requirement; and 

- conceptual including the subjective notion of skill and the “invisibility” of 

skills when assessing work value in female-dominated industries and 

occupations.99 

(i) This issue of “bias-free” evaluation by tribunals was addressed by Professor Smith 

and Dr Lyon: 

“Relevant also is the challenge of assessing work value in a bias‑free manner.  

Objectivity is an illusive goal and comparisons across different types of work require 

complex and contested decisions (Whitehouse and Smith, 2020).”100 

During cross-examination, Professor Smith clarified that she was “not making that 

point with regard to assessment of feminised work. I make that comment broadly”. 

She explained:  

“any assessment of skill carries with it some subjectivity.  Any assessment of work 

involves judgments by the assessor of the work, so there's their assessment; even 

the description of criteria and standards of work do themselves in a sense represent 

a particular view about work.  So it's very difficult to say around any work value 

assessment, or any different type of work value instrument, that it's completely 

objective.”101 

(j) At [107] the Smith Report states: 

“there have been barriers to the proper assessment of work value in female 

dominated industries and occupations by industrial tribunals in Australia. Addressing 

the undervaluation of work through the adjustment of minimum rates on work value 

98 Smith Report [92]. 
99 Smith Report [93]. 
100 Smith Report [106]. 
101 Transcript, 2 May 2022, PN3304.     
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grounds in female dominated industries and occupations has been impacted by 

constraints in historical wage fixing principles. These constraints have limited the 

assessment of work value to changes in work tasks rather than assessing if the 

value of work is properly set. This constraint in the assessment of work value is not 

evident in the work value provisions of the Fair Work Act but there has been limited 

evidence that award modernisation provided the framework for the assessment of 

work value.” 

The reasoning for that opinion includes some analysis of the current construction of 

the FW Act, award modernisation, equal remuneration cases and the Teachers 

Case.102 It does not, however, sustain a conclusion that the minimum rates in 

modern awards were infected by gender bias.  

(k) Classifications in Awards. During cross-examination, Professor Smith gave the 

following evidence about the statement in the Smith Report “we need to have an 

evolution of these classification structures”: 

“MR WARD: In what you've said about, 'We need to have an evolution of these 

classification structures', what more would you want to see in that structure that's 

not there today?  

PROFESSOR SMITH: I think in general terms in - when classification structures 

evolve, and it's always a challenge to get the correct level of abstraction, but I think 

if I could use - you'd want something about some of the behavioural and technical 

confidence potentially, but also the progression between the levels.  Clearly I'm 

aware of the comments about the classification structure made by the Royal 

Commission and I think they made those points about behavioural and technical 

features and around progression, and I think as a general point they are a good - 

that's a good piece of guidance for any classification structure, but I'm unable to 

make any other comment other than that. 

MR WARD: That's fine.  Is the notion of the technical that you've referred to, is that 

the quite detailed technical competencies that flow out of the Certificate III and the 

Certificate IV and the associate diploma and so forth? 

PROFESSOR SMITH: It wouldn't necessarily.  It would have to be at a level of 

obstruction that's suitable for a classification structure”103 

(l) Turning to the minimum rates in Nurses Award and Aged Care Award, Professor 

Smith and Professor Lyons discuss “general undervaluation of work and gender-

102 Smith Report [94]-[107]. 
103 Transcript, 2 May 2022, PN3332- PN3333. 
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based undervaluation of work”.104 The generality is highlighted by the following 

opinions: 

(i) “Low rates of pay are indicative of undervaluation of work. Undervaluation of 

the work of a female dominated occupation is, therefore, indicative of 

gender-based undervaluation”: at [113]. 

(ii) The classification descriptions in the Aged Care Award as at 2009 and 2021 

are compared. That task reveals minimal difference. Professor Smith and 

Professor Lyons opine that this suggests either the work value has not 

changed or the current award does not reflect the current work value: at 

[120].  

(iii) “There are deficiencies with the Aged Care Award classification descriptions. 

The classification structure does not contain skill based or task-based 

descriptions”: at [131]. 

(iv) “The generic classification descriptions of Schedule B of the Award are 

unable to accommodate this complexity. And therefore, conceal the work 

value of aged care employees covered by the Aged Care Award 2010”: at 

[141]. That opinion is preceded by reference to Aged Care Census Reports, 

which refer to the emotional draining and challenging nature of working in 

dementia and palliative care (together with other “soft skills”). The 

suggestion is that without express reference, they are therefore not included 

within minimum pay rates. However, that is not proven by the preceding 

analysis.  

(v) “Both the aged care workforce census reports and the Royal Commission 

final report clearly show the nature of work in RACFs has changed since 

2009. These changes have required new knowledge and skills to be 

acquired and applied by direct care employees. Yet these new work 

demands on PCWs and nurses have not been accompanied by rises in 

award pay rates that reflect this increase in work value. Accordingly, their 

work is undervalued because they are supplying a higher quality of 

labour for their award wage rate”: at [157]. 

During cross-examination, Professor Smith stated that by that statement she 

refers to “the requirements of the job. The exercise of work being at a higher 

104 Smith Report [108]-[157]. 
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level, so the word quality there refers to value in a broad sense than the level 

at which the work is being remunerated.”105 

She also confirmed that in reaching that conclusion she did not evaluate 

“what value of work that's actually paying for compared to what you say is 

the quality of work that's present today”.106 However, she did have regard to 

the classification structure in the Nurses Award and Aged Care Award.107  

An example of that consideration was addressed. Professor Smith confirmed 

that she understood a Level 4 Aged Care Employee to be a Certificate III 

care worker.108 Due to limited evidence of any amendment to that 

classification (i.e. absence of work value review109), together with information 

set out in the Royal Commission Final Report and Aged Care Workforce 

Census Reports, Professor Smith drew an inference that the classification 

has not kept up to date with the complexities of the job.110 

(m) Returning to the descriptors used for classifications in modern awards, the authors 

observe:  

[169] The failure to make substantive updates to the classification descriptions of 

the Aged Care Award and the lack of work value assessment since 2009 suggest 

gender stereotypical thinking has influenced attitudes towards the skill of the 

RACF workers, the skill demanded by their work, and the work environment. 

The Full Bench of the FWC in the Early Childhood Teachers Equal Remuneration 

case, in this regard, commented on classification definitions in some awards: “… the 

classification definitions were never constructed for [that] purpose; their function is 

only to describe what is necessary to qualify for the minimum levels of 

remuneration prescribed by the award. There is no basis whatsoever to 

conclude that these classification definitions accurately describe the duties, 

skills, responsibilities and work environment of all engineers…” ([2021] 

FWCFB 2051 at [203]). 

That may be the position adopted by the authors of the Smith Report, but it is not 

one conclusively available. As earlier stated, the consistency of classifications may 

also reflect an appropriate representation of the role as necessary for clarity within 

the modern award.  

105 Transcript, 2 May 2022, PN3290   
106 Transcript, 2 May 2022, PN3291 
107 Transcript, 2 May 2022, PN3291-PN3293    
108 Transcript, 2 May 2022, PN3294   
109 Transcript, 2 May 2022, PN3297     
110 Transcript, 2 May 2022, PN3295-PN3296     
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(n) No Gender in Modern Awards. The Smith Report considers an absence of 

reference to gender in modern awards does not conclusively remove gender bias: 

“Absences of a direct gender reference in the various awards or industrial tribunal 

decisions should not be interpreted as an end of the influence of gender-

stereotypical attitudes”: at [166]. 

(o) Certificate III. At [163] of the Smith Report, Professor Smith states: 

“In our opinion, the recommendation that Certificate III and IV courses should 

be reviewed reflects the demands for specialist aged care knowledge and 

skill.”111 

During cross-examination, Professor Smith confirmed that she had not undertaken 

an academic analysis of the Certificate III and IV courses. Rather, that opinion draws 

upon “the Royal Commission's assessment of the requirement for training.”112 

(p) At [179]-[180], the authors identify funding (within the aged care sector) as a barrier 

to work value assessment.113  

(q) No Opinion on Amount for Increase. Professor Smith opines there is 

undervaluation but does not proffer what increase is required to remedy that 

undervaluation. This is because she was not asked to do it.114  

 

 

 

  

111 Smith Report, [163]. 
112 Transcript, 2 May 2022, PN3314-PN3316. 
113 Smith Report [164]-[186]. 
114 Transcript, 2 May 2022, PN3305-PN3306.        
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6. THE CHARLESWORTH REPORTS  

6.1 Professor Charlesworth prepared two expert reports for the proceedings: 

(a) Charlesworth Report 1, which is directed to residential aged care; and 

(b) Charlesworth Report 2, which is directed to home care. 

6.2 She is a sociolegal scholar. Her research is concerned with regulation and policy, with a 

“road focus is gender inequality at work”. For the part 6 years, she had focused primarily 

upon aged care.115  

6.3 By way of overview, Professor Charlesworth addresses the following matters with respect 

to personal care workers in residential aged care and home care workers: 

(a) Industrial History and Wage Rates:  

(i) Aged Care Award. The nature of the industrial history of setting the terms 

and conditions of personal care workers in residential settings in Australia 

covered by the Aged Care Award.116 Professor Charlesworth notes she did 

not personally study the pre-reform awards that were incorporated into the 

Aged Care Award.117 However, she observes the award modernisation 

process involved a “patching together of existing state and federal 

awards”.118  

(ii) SCHADS Award. The nature of the industrial history of setting the terms and 

conditions of personal care workers in residential settings in Australia 

covered by the SCHADS Award.119  

(b) Characteristics of the Personal Care Worker Workforce. The nature of the 

workforce in residential aged care including the demographics and whether the 

workforce is female dominated.120 At the outset Professor Charlesworth identifies 

the limitations of data collected with respect to “the frontline aged care workforce”. 

She cites issues with accuracy and reliability.121 Professor Charlesworth set out and 

analysed ABS Census data and the National Aged Care Workforce Census and 

115 Transcript, 2 May 2022, PN2488.     
116 Charlesworth Report 1 [9]-[18]. 
117 Charlesworth Report 1 [9].  
118 Charlesworth Report 1 [12]. 
119 Charlesworth Report 2 [1]-[26]. 
120 Charlesworth Report 1 [19]-[32]. 
121 Charlesworth Report 1 [19]-[21]. 
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Survey (NACWCS) data (again noting the data is not without its “limits and 

deficiencies”).122  

(i) Census Data: Professor Charlesworth sets out characteristics of the 

“personal care assistant” based on that data.123 She expresses criticism for 

the designation of personal care assistant as a “low-skilled” occupation in 

the ANZSCO classification and contends such a classification “reflects and 

contributes to both the historical and contemporary gendered undervaluation 

of the nature of the skills actually used in this occupation today”.124 

(ii) NACWCS Data: Professor Charlesworth sets out characteristics of the 

“personal care worker” based on that data.125 

(c) Characteristics of the Home Care Workers. The caution and limitations identified 

with respect to statistics relating to residential aged care were repeated for home 

care workers.126  

(i) Census Data: Professor Charlesworth sets out characteristics of the “aged 

and disabled carers” based on that data.127 

(ii) NACWCS Data: Professor Charlesworth sets out characteristics of the 

“homel care worker” based on that data.128 

(iii) 2020 Aged Care Census: The NACWCS study was not repeated in 2020 

and instead the Department of Health used a new methodology. The 

relevant statistics as to HCPP and CHSP are summarised.129 

(d) Enterprise Bargaining and Industrial Arbitration. The challenges faced by 

unions and employees in achieving higher wage rates in residential aged care 

through industrial arbitration and enterprise bargaining.130 Professor Charlesworth 

reproduced much of the evidence previously provided to the Royal Commission.131 

After setting out the challenges, including the dependency upon “federal 

government commitment and action”132, she opines that “industry wide-collective 

122 Charlesworth Report 1 [21]. 
123 Charlesworth Report 1 [26]. 
124 Charlesworth Report 1 [28]. 
125 Charlesworth Report 1 [32]. 
126 Charlesworth Report 2 [28]-[32]. 
127 Charlesworth Report 2 [36]. 
128 Charlesworth Report 2 [41]. 
129 Charlesworth Report 2 [44]-[46]. 
130 Charlesworth Report 1 [33]-[41]; Charlesworth Report 2 [47]-[60]. 
131 Charlesworth Report 1 [33]. 
132 Charlesworth Report 1 [39]. 
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bargaining would be a better mechanism than a revitalised low-paid bargaining 

stream”.133  

For the SCHADS Award, Professor Charlesworth noted that “the key point is that 

the pay and classification structure for home care workers has not been adjusted to 

reflect the value of the work performed nor indeed to ensure home care workers are 

paid for the work performed in travelling between clients”.134 

(e) Gendered Undervaluation. The undervaluation of work performed by PCWs in 

residential aged care.135 Professor Charlesworth opines:  

(i) the undervaluation is “profoundly gendered”;136 

(ii) the available statistics show the personal care workers are “overwhelmingly 

female”;137 

(iii) the nature of the work they perform “is highly gendered” - it is viewed as 

“quintessentially ‘women’s work’” and therefore of little economic value;138 

(iv) there is a connection between unpaid caring work and the “(de)valuation” of 

paid care work;139 

(v) gender norms underpin the devaluation of care work based upon an 

“ideology of domesticity” that positions the care work performed by women 

as “natural and therefore unskilled”;140 and 

(vi) the collective impact of gendered undervaluation has resulted in a 

corresponding undervaluation in government funding. 141 

(f) Changes to Composition of the Workforce (and the Nature of the Work).  

(i) Residential Aged Care: The “dramatic” shift in the composition of the aged 

care workforce in residential aged care.142 Professor Charlesworth makes 

reference to statistics and literature (specifically the opinion of Professor 

Meagher), which suggest a decline in nursing employees and “direct care 

roles” in residential aged care. Professor Charlesworth notes Professor 

133 Charlesworth Report 1 [41]; Charlesworth Report 2 [59]. 
134 Charlesworth Report 2 [60]. 
135 Charlesworth Report 1 [42]-[46]. 
136 Charlesworth Report 1 [42]; Charlesworth Report 2 [61]. 
137 Charlesworth Report 1 [43]; Charlesworth Report 2 [62]. 
138 Charlesworth Report 1 [43];’ Charlesworth Report 2 [62]. 
139 Charlesworth Report 1 [43]; Charlesworth Report 2 [63]. 
140 Charlesworth Report 1 [43], [54]; Charlesworth Report 2 [63]. 
141 Charlesworth Report 1 [43]; Charlesworth Report 2 [64]-[65]. 
142 Charlesworth Report 1 [47]-[49]. 
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Meagher’s opinion that “increased reliance on PCWs and the falling ratios of 

direct care staff to residents place unacceptable burdens on the PCW 

workforce”.143 

(ii) Home Care: Three key changes were identified: the “growing longevity of 

older people brings with it a growing complexity of needs”,144 the number of 

“directly employed HCWS in community based aged care appears to have 

decreased”,145 and “the increased complexity of care demanded in home 

care work is reflected in the high number of workers who reported that they 

needed additional training”.146 

(g) Impact on Skills/Responsibilities of Personal Care Worker. The impact of the 

change in composition of the aged care workforce upon the duties, responsibilities 

and skills required of personal care workers in residential aged care.147 Professor 

Charlesworth makes the following observations: 

(i) There is an expectation that will “more clinical type care” (for example, peg 

feeding and managing catheters).148 

(ii) They are “required to exercise a large degree of judgement and discretion 

about how to best to provide care to particular residents”. 149 

(iii) They are the “main conduit for communication with residents' families and 

may on occasions have to manage intrafamilial disputes… about the care of 

their relative”. 150 

(iv) There are now “significant physical demands”.151 

(h) Required Skills. Professor Charlesworth identified the following categories as 

“useful” to identifying the types of skills “increasingly required” in personal care work 

in residential aged care and home care settings: 

(i) “health or medical-related skills and knowledge of complex conditions”; 

(ii) “knowledge, understanding and ability to provide person-centred care and 

enablement”; 

143 Charlesworth Report 1 [49]. 
144 Charlesworth Report 2 [67]. 
145 Charlesworth Report 2 [68]. 
146 Charlesworth Report 2 [69]. 
147 Charlesworth Report 1 [50]-[51]. 
148 Charlesworth Report 1 [51]. 
149 Charlesworth Report 1 [51]. 
150 Charlesworth Report 1 [51]. 
151 Charlesworth Report 1 [51]. 
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(iii) “literacy, numeracy, language and communication competencies to be able 

to administer medicine, do the necessary documentation and communicate 

with service-users, carers, and medical professionals”; 

(iv) “technological and digital capabilities”; 

(v) “'employability' skills including the capacity to problem-solve, work in a team, 

management of stress and one's own health and wellbeing”; and 

(vi) “'body work' skills, which require specialist knowledge and skill to enable 

care workers to care for the bodies of service-users, to protect skin integrity, 

uphold the dignity of the service user, and adhere to hygiene and infection 

control policies”.152 

Professor Charlesworth opines that such skills require “a high degree of autonomy, 

responsibility and judgment” but are not currently outlined in the relevant 

classifications in the Aged Care Award or SCHADS Award and “are certainly not 

reflected in the low pay rates that adhere to those classifications”.153  

(i) Increased “Decent” Pay. The benefits and consequences of improving rates of 

pay and conditions for personal care workers in residential aged care.154 In 

summary, Professor Charlesworth contends that “decent pay and working 

conditions” underpin good quality residential care.155 She also states that “increased 

pay and better working conditions” has been cited as a key factor in improving 

attraction, retention and expansion of the aged care workforce.156    

6.4 During cross-examination, Professor Charlesworth gave the following evidence: 

Comprehensive Skill Classification Structure  

(a) Professor Charlesworth was taken to [62] of her first report: 

“In my view an important lesson for the Australian context is that to address 

low wages in residential aged care, increasing wage rates needs to be 

accompanied by a comprehensive skill classification structure tied to 

training.”157 

(b) She confirmed familiarity with the Certificate III in Individual Support.158 

152 Charlesworth Report 1 [52]-[53]; Charlesworth Report 2 [71]-[72]. 
153 Charlesworth Report 1 [55]; Charlesworth Report 2 [74]. 
154 Charlesworth Report 1 [58]-[65]. 
155 Charlesworth Report 1 [58], [64]. 
156 Charlesworth Report 1 [60], [65].  
157 Transcript, 2 May 2022, PN2524.     
158 Transcript, 2 May 2022, PN2525.     
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(c) As to the reference to “a comprehensive skill classification structure”, Professor 

Charlesworth was taken to some of the “Assessment requirements” for the 

Certificate III  unit “CHCAGE005 Provide support to people living with dementia”.159 

She was then asked the following questions:  

“MR WARD: When you say you want a comprehensive skill classification structure, 

you accept don't you that a large number of the competences that are being 

exercised emanate from the Certificate III program, inclusive of the 120 hours 

practical demonstration? 

PROF CHARLESWORTH: Yes, and also skills and experience.”160 

(d) As to “developed classification structure” the following evidence was given: 

“MR WARD: When you say you should have a more developed classification 

structure, is it that you want that type of detail about the competency that they're 

holding actually set out in the award?  

PROF CHARLESWORTH: What I mean by a more developed classification 

structure is at the moment we've got what you could describe as a really compressed 

classification structure, absolutely minute relativities in terms of wages between 

them.  Inadequate classification descriptors, in a classification descriptor I don't think 

one would expect to find the kind of detail that you have read out, but you would 

have competency to deal with people with dementia, and to be able to manage 

agitation. … 

… 

MR WARD: You'd agree with me, wouldn't you, that the competency to de‑escalate 

in those situations is a competency that I am grounded in when I do my Certificate 

III? 

PROF CHARLESWORTH: If you've done that with dementia, but workers 

themselves who have – so, a lot of people in aged care have worked there for a long 

time, so the content of what was in their Certificate III may be very different. … 

MR WARD: Bear with me, because I want to come to that.  In the modern award 

world, we normally presume that you've either got a Certificate III or you have 

sufficient experience to be equivalent to the Certificate III? 

PROF CHARLESWORTH: Yes. 

MR WARD: You'd agree with that? 

159 Transcript, 2 May 2022, PN2540- PN2544    
160 Transcript, 2 May 2022, PN2549 
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PROF CHARLESWORTH:  I would agree with that.”161 

(e) In considering the length of time before a personal care work may be considered 

“fully competent”, Professor Charlesworth gave the following evidence: 

(i) “A lot of it depends on the degree of supervision and support that you get if 

you're in residential aged care that you might get from an enrolled nurse, 

although we've lost them from the system.”162 

(ii) “MR WARD: Are you suggesting that 120 hours practical in my Certificate III 

is no sufficient to be competent? 

PROF CHARLESWORTH Well, it gives you a basis but you've got to be able 

to demonstrate your competence and in aged care you have to demonstrate 

your competence every day with real people, and as I said these real people 

are very, very different.”163 

(iii) “MR WARD: So, hours on the job is more relevant than just the effluxion of 

time.  So, the fact that I might be on - I might be Cert III plus a year for me 

might be very different to what Cert III plus a year means for somebody else, 

depending on the number of hours I've actually been on the job? 

PROF CHARLESWORTH: Not just hours, the amount of time that your 

employer has allowed you to exercise your skills is also a crucial factor”164 

(f) Professor Charlesworth described the “certificate qualifications” as “an important 

building block”.165 

6.5 During cross-examination, Professor Charlesworth was taken to [58] of her first report, 

wherein she uses the term “decent pay”. She gave the following evidence:  

“MR WARD: Can you tell me what decent pay is? 

PROF CHARLESWORTH: Decent pay is pay that recognises the skill of the work that 

you're doing.  Decent pay is sitting above the - you would know that most aged care 

workers, their wages are, you know, two, maximum $3 above the national minimum 

wage.  That, in my view, is an unacceptable form of remuneration for the work that's done.  

And study after study, including my own work, has shown that the conditions of work create 

the conditions of care.  Now, in Australia, as in most developed economies, we expect and 

demand good quality care for older people.  We are all happy to demand that .  We haven't 

161 Transcript, 2 May 2022, PN2544-PN2547 
162 Transcript, 2 May 2022, PN2554 
163 Transcript, 2 May 2022, PN2555     
164 Transcript, 2 May 2022, PN2556 
165 Transcript, 2 May 2022, PN2560-PN2561       
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been happy, as a society, or indeed as a government, to ensure that there's the pay and 

working conditions that will provide that.  And one of the most - one of the strongest reasons 

is that we need to keep people in the system, and if you have a turnover you lose continuity 

of care and continuity of care is central to good person centred care, relationship based care, 

which is also something that we have as a country officially embraced. 

MR WARD: So, you don't have a number in mind when you say decent pay.  It's just 

more than they get today? 

PROF CHARLESWORTH: Yes, but I would - I think that the New Zealand system where 

they went up from, you know, $15 minimum wage to, you know, sitting at about - going in at 

23 and then going up to just under $30 an hour by the time you hit Certificate IV is a good 

start.  British Columbia where I've just been as part of COVID have decided the government 

has levelled up wages to the public sector wages paid to people in the nursing homes that 

are run by the British Columbia Provincial Government.  So, yes, decent pay is living pay.  

It's made up both of the base rate.  It's also made up of sufficient hours.  Australia --- 

MR WARD: You will have to help me, I don't know.  Does New Zealand have a set of awards 

like we do setting minimum rates? 

PROF CHARLESWORTH: No.”166 

6.6 During cross-examination, Professor Charlesworth gave the following evidence: 

(a) She accepted that, in the broad, her thesis is that the work of personal care workers 

is undervalued because it is seen as “women’s work” (i.e. work that is historically 

done in a home or family setting). She added “I think that generally the work has 

been undervalued because it is seen as not requiring particular skills, things that 

women do for free in the home, and therefore if you're a woman then you know how 

to care for older people.”167 

(b) She did not accept the same may extend to work traditionally performed by men in 

the home. For example, mowing the lawn.168 She stated “I'm actually not drawing 

that connection between unpaid domestic work”.169 

(c) She described “caring work” as being viewed as “quintessentially women's work and 

therefore of little economic value”.170 She said that view is concentrated by the fact:  

166 Transcript, 2 May 2022, PN2563-PN2564   
167 Transcript, 2 May 2022, PN2496   
168 Transcript, 2 May 2022, PN2505    
169 Transcript, 2 May 2022, PN2507     
170 Transcript, 2 May 2022, PN2506     
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(i) “the work is undertaken almost exclusively by women. That proportion 

particularly at the frontline remains very high”; 171 and 

(ii) the work is seen “as natural and therefore unskilled”.172 

(d) She considers that governments have held the view that the work “isn’t particularly 

skilled” which has impacted funding.173 She also observes issues as to transparency 

with respect to funding. 174 She suggests that “government underfunding itself is 

based on a lack of recognition of this work as fully work and as work of value”.175 

Intrinsically Undervalued 

(e) During cross-examination, Professor Charlesworth confirmed that her view is that 

the work performed by personal care workers in aged care is “intrinsically 

undervalued rather than comparatively undervalued”.176 Whilst noting the possibility 

of comparison, noting she had previously undertaken a comparison between the 

work of home care workers employed by local government and gardening assistants 

in mid-1990s (a reference to minimum rate awards in Victoria177), she observed “in 

Australia and particularly since the pay equity inquiries in both New South Wales 

and Queensland, late 90s, early 2000s, there is now I think a much better 

understanding of gendered undervaluation as something of itself where you don't 

require this male comparator to establish its fact”.178 

(f) As to the utility of comparisons, Professor Charlesworth observed comparisons to 

be “unhelpful”.179 She said they can “tell you something might be wrong” but they do 

not tell you “exactly what is wrong”. For that reason, she states, there has been a 

move to consider the “concept of gendered undervaluation”.180 Turning specifically 

to aged care, she confirmed her view that “any form of comparison with any other 

work” would not be of assistance: 

“in this particular case and in considering the value of the work that's 

undertaken in frontline aged-care work, be it home care or residential aged-

care work, I think we need to look at the work that is done and issues such 

as the increased acuity, the increased complexity of the people who are in 

171 Transcript, 2 May 2022, PN2506.    
172 Transcript, 2 May 2022, PN2506; see Charlesworth Report 1 [42]-[46].  
173 Transcript, 2 May 2022, PN2510; see Charlesworth Report 1 [40].     
174 Transcript, 2 May 2022, PN2510.     
175 Transcript, 2 May 2022, PN2514. 
176 Transcript, 2 May 2022, PN2516. 
177 Transcript, 2 May 2022, PN2517-PN2518.     
178 Transcript, 2 May 2022, PN2516 (emphasis added). 
179 Transcript, 2 May 2022, PN2521.   
180 Transcript, 2 May 2022, PN2519.    
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receipt of publicly-funded aged care is far more germane to issues of work 

value than a comparison, an artificial comparison with a male occupation.”181 

 

 

  

181 Transcript, 2 May 2022, PN2522.    
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7. THE MEAGHER REPORTS 

7.1 Professor Meagher prepared two expert reports for the proceedings: 

(a) Research Report: Changing aged care, changing aged care work: workforce and 

work value issues in Australian residential aged care dated 30 March 2021 

(Meagher Report 1); 

(b) Research Report: Supplementary report on workforce and work value issues in 

Australian home care for older people dated 27 October 2021 (Meagher Report 

2).182 

7.2 As mentioned, she is a Professor of Gender, Work and Regulation in the School of 

Management at RMIT. 

7.3 By way of overview, Professor Meagher addresses the following matters with respect to 

personal care workers in residential aged care and home care workers: 

(a) The Consumer of Care: 

(i) Residential Aged Care: Professor Meagher observes the consumer to be 

“older, sicker and frailer”. She also observes the “average length of stay is 

falling” and a “higher turnover” of residents.183  

(ii) Home Care: “the proportion of people aged 65 years and older who use 

home care services has increased” and “the profile of older people using 

services is becoming more diverse and complex”.184 

(b) Characteristics of the Carer: 

(i) Residential Aged Care: “overwhelmingly female” across direct care, 

ancillary support and administrative roles.185 Professor Meagher also 

observes that the share of nurses in direct care has fallen and personal care 

assistants make up an increased share. It is also suggested that “older 

people have poor access to specialised medical and other health care”.186 

(ii) Home Care:187 “overwhelmingly female”.188 Professor Meagher also 

observes that “the share of community care workers in the direct care 

182 Including amendments identified and/or referred to during examination-in-chief on 26 April 2022.  
183 Meagher Report 1, i, 1-4.  
184 Meagher Report 2, 2, 2-5. 
185 Meagher Report 1, i.  
186 Meagher Report 1, i, 5-8. 
187 Meagher Report 2, 15-19. 
188 Meagher Report 2, 16.  
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workforce increased” and “the share of direct care workers in the total 

workforce increased”.189 

(c) Changes to the Sector over past two decades:  

(i) Residential Aged Care: Professor Meagher makes the following 

observations: places for consumers increased, but not kept up with growth 

in the population of older people; size of facilities increased; number of 

providers decreased (but provides tend to operate multiple facilities); for-

profit facilities has “grown strongly”. Professor Meagher observes that “for-

profit providers have lower average quality than public and non-profit 

providers”.190  

(ii) Home Care:  Professor Meagher acknowledges the impact of government 

funding, in particular the CHSP and HCP, which increased the role of home 

care within the aged care sector.191 

(d) Current principles of aged care quality and associated regulation.192  

(i) Person-Centred: Emphasis upon “person-centred” care, this is embodied 

in Australia’s aged care policy and associated regulation (see Aged Care 

Quality Standards). All standards specify in detail high expectations of the 

workforce, across the full range of care, support, administrative and 

organisational governance activities and roles.193 In terms of home care, the 

majority of those principles also apply (she notes there are some specific to 

residential aged care).194 

(ii) Residential Aged Care: Professor Meagher also observed there is currently 

no regulation of the level of staffing and no regulation of the occupational 

mix of staffing.195  

(iii) Home Care: She also observed that “[c]ommunity expectations now 

encompass high quality support to enable older people with significant health 

concerns and frailty to live at home”.196 

(e) A new 'household' model of residential aged care.  

189 Meagher Report 2, 17. 
190 Meagher Report 1, ii, 8-13.  
191 Meagher Report 2, 6-12. 
192 Meagher Report 1, ii, Meagher Report 2, 12-13. 
193 Meagher Report 1, 16.  
194 Meagher Report 2, 12. 
195 Meagher Report 1, 17. 
196 Meagher Report 2, 12.  
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(i) Under this model, tasks that would be conducted by ancillary staff in 

traditional facilities are included in the role of personal care assistants.  

(ii) Personal care assistants work with the older people to prepare meals, clean 

the unit and launder clothes, in addition providing them with personal care 

and other forms of assistance.197  

(iii) Professor Meagher reports this model requires “a higher propotion of 

personal care assistants relative to registered and enrolled nurses than 

standard facilities”.198 

(f) Impact on Skills/Responsibilities.199 

(i) Residential Aged Care: Professor Meagher reports the “skill, judgement 

and responsibility demands of work in residential aged care have 

increased”.200  

- Personal Care Assistants “are taking on tasks that were 

previously carried out by nurses”.201 Frequent changes in regulation 

and the diffusion of information technology make demands on care 

staff.202 

- Food Service Staff “need increasingly specialised technical 

knowledge of older people's nutritional needs and special diets”. 

They also need interpersonal and organisational skills to engage 

older people (person-centred care).203  

- Cleaners “use a range of technical and interpersonal skills beyond 

those required in non-health care settings and different from those 

required in acute care settings”. 204 

- Administrative Staff Frequent changes in regulation and the 

diffusion of information technology make demands on administrative 

staff.205 

197 Meagher Report 1, iii, 17-18.  
198 Meagher Report 1, iii. 
199 Meagher Report 1,18-25. 
200 Meagher Report 1, iii, 20-24. 
201 Meagher Report 1, iii, 20-21. 
202 Meagher Report 1, iv, 24. 
203 Meagher Report 1, iv, 21-22. 
204 Meagher Report 1, iv, 22-23. 
205 Meagher Report 1, iv, 24. 
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(ii) Home Care: The “skill, responsibility and judgement demands of work in 

home care and support have increased”.206 Professor  Meagher observe this 

applies to domestic assistance, high quality personal care and social 

support.207 She identifies the following impacts:  

- “care workers are required to get to know the needs and 

preferences of a range of people and respond to them in an 

individualised way throughout their work days and weeks”208 

- “responsibility for realising increased expectations falls to home 

care and support staff” 209 

- “to provide person-centred and relationship-based care, a task-

oriented approach to aged care work is not appropriate” 210 

- High quality personal care “requires both technical (for example, in 

relation to manual handling and infection control) and ethical and 

interpersonal skills.”211 

- Social support requires specific technical skills related to an activity, 

as well as “high level interpersonal skills and the exercise of 

judgement to negotiate the boundaries of the relationship, in 

adherence with ethical requirements and workplace policies.”212 

(g) Gendered Undervaluation. Professor Meagher identified that the general problem 

of undervaluation of care work applies to both residential care work and work in 

home care and support.213 

(i) Female dominated. By reference to “international research” Professor 

Meagher opines that “female-dominated occupations tend to be paid less 

than male-dominated occupations, taking into account educational 

requirements and other factors that objectively influence worker 

productivity.”214 

206 Meagher Report 2, 19.  
207 Meagher Report 2, 21-22.  
208 Meagher Report 2, 19.  
209 Meagher Report 2, 20.  
210 Meagher Report 2, 20.  
211 Meagher Report 2, 22.  
212 Meagher Report 2, 22. 
213 Meagher Report 2, 26.  
214 Meagher Report 1, iv. 
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(ii) Caring work. Professor Meagher opines that because it is female 

dominated work there is a “wage penalty.”215 The undervaluation “arises 

because of the pervasive cultural association between care work and the 

traditional roles of women. As these traditional roles are not accorded 

economic or monetary value in society more broadly, the skills associated 

with them are also devalued or rendered invisible.”216 

(iii) Worker Motivated. Professor Meagher explores the theory that “certain 

types of work may be paid less because workers choose to trade off pay and 

conditions… in order to perform work they prefer because it gives personal 

satisfaction, such as the satisfaction of helping others (intrinsic rewards)”.217 

This tension has been encapsulated as “love versus money”.218 

(iv) Entry Level. Professor Meagher also suggests that factors such as “easy 

entry” and the frequent availability of positions may attract women workers 

“who find occupations with such arrangements compatible with their unpaid 

caring responsibilities”. This may also contribute to low pay.219 

(h) Other factors impacting Undervaluation: 

(i) Agism: a perception that “older people are not valued, and so neither is the 

work of caring for them”.220 

(ii) Ownership profile of the aged residential care sector.221 Professor 

Meagher cites international research as identifying this factor as impacting 

upon the quality of care, staffing and earnings. 222   

(i) “Low Relative Pay”.223 Professor Meagher concludes:  

(i) The Aged Care Award “does not recognise the range of skills and 

responsibilities aged care workers exercise in providing high quality care to 

older people. Lack of recognition means that those who exercise these skills 

and responsibilities are not rewarded for them. This is an issue of 

fairness.”224 

215 Meagher Report 1, 27-28.  
216 Meagher Report 1, iv. 
217 Meagher Report 1, 29.  
218 Meagher Report 1, 30. 
219 Meagher Report 1, 29 
220 Meagher Report 1, v, 30-31. 
221 Meagher Report 1, v, 31. 
222 Meagher Report 1, v, 31. 
223 Meagher Report 1, iv. 
224 Meagher Report 2, 32.  
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(ii) Further, “the combination of low relative pay in care occupations and the 

growing share of care occupations in the labour market overall has been 

found to be a significant contributor to rising income inequality in the United 

States. The same dynamic may be evident in Australia, and is worthy of 

further research.” 225 

(iii) “Addressing the undervaluation of aged care work is clear method by which 

these injustices can begin to be addressed.” 226 

7.4 During cross-examination, Professor Meagher gave the following evidence: 

(a) In the first Meagher Report, Professor Meagher states: 

“The current award does not recognise the range of skills and 

responsibilities aged care workers exercise in providing high quality care to 

older people”227 

(b) Professor Meagher gave the following evidence about that passage: 

(i) She explained her reference to “does not recognise” should be understood 

as meaning “they don’t get paid for them”.  She said “they exercise 

responsibility and judgement even in sort of low level occupations that are 

sort of not grasped by the industrial instrument.”228 

(ii) Professor Meagher also clarified that as to identification of skills, her area of 

focus is not concerned with “physical demands”, rather, skills such as 

“judgment and relationship based care”.229 

(iii) As to the word “responsibility”, Professor Meagher explained she is referring 

to a care worker having the responsibility to provide personal care when 

alone with a resident, “decision making and around prioritising tasks and 

clients”. She also noted “there's just a range of things that need to be 

negotiated in the moment with the person”230 

(iv) Professor Meagher observed there is a lot of “indirect supervision” in 

personal care work, “more so in home care”.231 

(c) In the first Meagher Report, Professor Meagher said: 

225 Meagher Report 2, 32.  
226 Meagher Report 2, 32.  
227 Transcript, 2 May 2022, PN2663.    
228 Transcript, 2 May 2022, PN2665.    
229 Transcript, 2 May 2022, PN2667.     
230 Transcript, 2 May 2022, PN2668. 
231 Transcript, 2 May 2022, PN2670.   

5359



“Because of these changes in the occupational profile of direct care 

workforce personal care assistants are taking on tasks that were previously 

carried out by nurses.”232 

(d) She gave the following evidence in relation to that passage:  

(i) As to the change, Professor Meagher clarified she is not addressing a 

change in role with respect to medication (which she noted she does not 

have expert knowledge in).233 Rather: 

“It's more about assessing whether people are in pain and about the 

conditions of residents.  So there I cite some studies about how the role that 

personal carers assistants have in documenting - in assessing and 

documenting people's pain and then the nurses would be, and other 

professionals would be responding to that.  So there's just a lot of research 

saying that personal care assistants have got an important role in 

understanding, because they are expected to know the patients well and to 

have a good understanding of them and to know when they're in pain and 

to be able to assess their pain and report it.  They have that role because of 

their closeness”234 

(ii) She also noted her observations, in that respect, are based on research 

studies and the Royal Commission. 235 

Food Services 

(e) Professor Meagher clarified that the research addressed in her report does not 

“assign people to categories that are in industrial instruments”. She explained it is 

not focused on categories of workers in an award.236 The Meagher Report does not 

explained what the dietician does vs what the chef does.237  

(f) As to her reference to “food service staff in non-care settings”, Professor Meagher 

clarified: 

“I do refer there to the General Retail Industry Award, where the - I've got 

my footnote there - they get the same pay.  I just think it's quite a different 

thing, to be cooking in a retail setting, than to be cooking in an aged-care 

facility.  I just think my judgment, given the special needs of people and the 

232 Transcript, 2 May 2022, PN2684; Meagher Report 1, 20.      
233 Transcript, 2 May 2022, PN2686. 
234 Transcript, 2 May 2022, PN2686. 
235 Transcript, 2 May 2022, PN2686-PN2688.    
236 Transcript, 2 May 2022, PN2703. 
237 Transcript, 2 May 2022, PN2704.     
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different techniques that are required and the different diets that need to be 

catered for and some people have got diabetes and some people can't 

swallow and other people have got acid-related and cardiovascular disorders 

and so on.  That's quite different from cooking in a shopping mall and it 

requires more skills.”238 

However, she noted “I haven’t made a study of that”239 or “empirical studies of 

restaurants”.240 She stated “it's an inference based on the difference between the 

specialised requirements of food service planning in a residential care facility 

compared with a retail setting, where those other things don't have to be taken into 

account.”241 

Cleaning 

(g) In terms of the research relating to cleaning staff, Professor Meagher noted she 

focused on “the psychosocial role”. She did not address issues as to the authors of 

infection control protocols of the types of chemicals used.242 Nor does it compare 

cleaning in one setting versus another.243 

(h) As to “psychosocial”, she gave the following evidence: 

“MR WARD: When you say the 'psychosocial element', is that the element you're 

talking about, in that I have to go about my job while that person's present? 

PROF MEAGHER: Look, that's partly – that's probably largely what I'm talking about 

there.  I guess the other – if I was talking – if I was going to be considering something 

else in this context, it would be that a residential facility is a home of the people who 

live there, and the people that are around in the facility – there are sort of 

psychosocial demands on them, or sort of skill and judgment demands on them that 

are related to them needing to attend to the fact that the people whose premises 

they're cleaning, it's their home, they're highly vulnerable, that someone's going to 

have – well, half of them have got dementia, and familiarity and things like that is 

important.  So it's also just being a familiar person in the environment.  So it may not 

just be negotiating those things when you're in the room with the person.”244 

(i) Professor Meagher observed that the work has not changed but “the people who 

have contact with the older people, to a greater or lesser extent, depending on 

238 Transcript, 2 May 2022, PN2705. 
239 Transcript, 2 May 2022, PN2706.     
240 Transcript, 2 May 2022, PN2708. 
241 Transcript, 2 May 2022, PN2707.     
242 Transcript, 2 May 2022, PN2711-PN2713.     
243 Transcript, 2 May 2022, PN2715.   
244 Transcript, 2 May 2022, PN2720. 
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whether they're a nurse or a personal care worker at one end or an administrative 

assistant at another end, need to pay some attention to the needs of the people in 

the facility and exercise some responsibility and care in relation to their welfare that 

is particular to the context of residential aged care, or to care settings”.245 

Skills 

(j) Professor Meagher explained “what I'm talking about is there are both regulatory 

and community standards about what the aged care setting should be like for older 

people, and in that context it requires these skills and judgments from anyone who 

comes into contact with them to a greater or lesser extent.  How they get them, how 

they're supposed to get those skills, that's another issue.”246 She accepted those 

skills may be based around issues of respect and empathy.247 

(k) During re-examination, she gave the following evidence: 

“MR GIBIAN: Are you able to comment on the manner in which that effects or that 

change in philosophy as it were affects the work of ancillary staff, such as cleaning 

staff or the psychosocial aspect of that work? 

PROF MEAGHER: So, one of the things I write about that, and again this is drawn 

from some international research is that a nursing home contains kind of private and 

public spaces and the - and it also has private and public property in that the things 

in a person's room are their own belongings.  And so a cleaner needs to, for 

example, needs to think about how they treat a person's belongings and how they 

interact with the person when they might be handling their personal belongings.  

Even if the person's not there, the person needs to feel like their personal belongings 

that may be very precious because they're quite few that you can take with you are 

looked after, for example.  So it goes to respect and dignity as Mr Ward was talking 

about before.  But in the relational dimension it also means that even the - even the 

cleaning staff are expected to have some kind of understanding of each person as 

a person, and to - you know, to demonstrate that in their interactions with them, as 

well as in the way they treat their belongings and their space and so on.”248 

(l) She also addressed her understanding of “person centred care” in re-examination: 

“MR GIBIAN: I just want to ask you whether you could explain what you mean by 

the provision of person centred care in that context? 

245 Transcript, 2 May 2022, PN2722. 
246 Transcript, 2 May 2022, PN2725. 
247 Transcript, 2 May 2022, PN2726.   
248 Transcript, 2 May 2022, PN2751.     
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PROF MEAGHER: Yes.  And look, it does actually relate to the issue of whether a 

nursing home has always been a person's home.  I mean there is one sense in which 

it's true that a nursing home has always been a resident's home in that they have 

resided there.  But in the last - in recent years, this idea of person centred care has 

tried to give a lot more meaning to the idea that a nursing home is a person's home, 

by - and it means that the care of a person should be - should be organised around, 

as much as possible, to each person's specific needs and preferences and abilities 

and that they should be known as a person rather than a patient or a - or as a client, 

and that the nursing home isn't an institution.  So, that's really what person centred 

care is trying to get at.”249 

7.5 During cross-examination, Professor Meagher gave the following evidence: 

Changing operating environment, changing administrative demands 

(a) Professor Meagher accepted that, at least in the last three decades, aged care 

facilities have always had to have quality assurance systems.250 As to the change 

she observed: 

“MR WARD: Is what's changed the nature of the quality assurance system, or is it 

just that it's now more policed? 

PROF MEAGHER: I think both – well, certainly the nature of the system has 

changed sort of in different ways over time.  So there's a kind of learning burden on 

organisations and the people who have to take carriage of this work.  There has also 

been an increased use of information technology.  I mean, some of that could make 

some things easier to do and some of it means it's also learning and new skills as 

well with new systems.  But I think there have also been – there are also more 

standards are being added, as well as changing standards, yes.” 

Professor Meagher noted that she did not have knowledge of the management 

structure of the facilities to give evidence as to who is responsible for designing the 

quality assurances.251 

7.6 In the first Meagher Report, Professor Meagher states: 

“The characteristics of the residential aged care workforce and residential aged care 

services have affected the valuation of care work in the sector, resulting in low 

relative pay.”252 

7.7 During cross-examination, Professor Meagher explained what she meant by “relative pay”: 

249 Transcript, 2 May 2022, PN2750.     
250 Transcript, 2 May 2022, PN2730.     
251 Transcript, 2 May 2022, PN2731. 
252 Meagher Report 1, 8. 
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“I'm talking about a broader concept of undervaluation of care work, and this relates more to 

whether the award rates are set relative to similar – to occupations that require similar levels 

of skill, or even lower levels of skill.”253 

7.8 Following that explanation, Professor Meagher confirmed that she has not embarked upon 

an exercise of comparing minimum award with minimum award. Rather, she is working with 

generalities and broad concepts. That is supported by the following: 

“MR WARD: You said you're referring there to – hopefully I've understood you – you said 

you're referring there to other awards.  I'm just trying to understand which award you're 

comparing to?  

PROF MEAGHER: Look, I haven't – it's not really – that remark isn't based on a forensic 

analysis of awards.  It's based on a broader concept of the value of care work in 

industrial instruments in Australia, and in fact in other countries as well.  So this kind 

of work where people are providing help and support to others are generally undervalued.  

So they take - the skills that they involve aren't well‑recognised in the payment of wages and 

the setting of wages – sorry, in the setting of wages.  So it just means that there's a kind of 

pervasive undervaluation of this kind of work, in its complexity and its demands, and 

there's a range of reasons for that that I go on to talk about - - - 

MR WARD: When you say - - -? 

PROF MEAGHER: It's not so much – go on, yes. 

MR WARD:  When you say 'relative', relative to everybody else? 

PROF MEAGHER:  Look, relative to other occupations that are – it's relative to a range 

of other occupations that don't involve care. 

MR WARD: Right - - -? 

PROF MEAGHER: That may involve other sorts of work where the skills are better 

recognised, and typically that's often in male‑dominated jobs that involve practical and 

technical skills that are better recognised, but my analysis there – I haven't done an analysis 

comparing to a male award or anything like that. 

MR WARD: Just so I can be clear, that's not a statement saying I've looked at the pay in the 

Aged Care Award and looked at the pay in the Building Award; that's not what you're saying? 

PROF MEAGHER: Not as specific as that, but it's a generally – so, through all sorts of 

statistical analyses that have been done on Australian labour market data and on labour 

market data in many other countries, it has been determined that there's a – relative to the 

skills required and the educational requirements and so on, on various objective measures 

of workers productivity - that workers in care‑related jobs are underpaid relative to 

253 Transcript, 2 May 2022, PN2635.     
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workers in other jobs that don't involve care, where all those other things are the 

same.”254 

7.9 In the first Meagher Report, Professor Meagher states: 

“The characteristics of the residential aged care workforce and residential aged care 

services have affected the valuation of care work in the sector, resulting in low relative 

pay.”255 

7.10 During cross-examination, Professor Meagher explained what she meant by “relative pay”: 

“I'm talking about a broader concept of undervaluation of care work, and this relates more to 

whether the award rates are set relative to similar – to occupations that require similar levels 

of skill, or even lower levels of skill.”256 

7.11 Following that explanation, Professor Meagher confirmed that she has not embarked upon 

an exercise of comparing minimum award with minimum award. Rather, she is working with 

generalities and broad concepts. That is supported by the following: 

“MR WARD: You said you're referring there to – hopefully I've understood you – you said 

you're referring there to other awards.  I'm just trying to understand which award you're 

comparing to?  

PROF MEAGHER: Look, I haven't – it's not really – that remark isn't based on a forensic 

analysis of awards.  It's based on a broader concept of the value of care work in 

industrial instruments in Australia, and in fact in other countries as well.  So this kind 

of work where people are providing help and support to others are generally undervalued.  

So they take - the skills that they involve aren't well‑recognised in the payment of wages and 

the setting of wages – sorry, in the setting of wages.  So it just means that there's a kind of 

pervasive undervaluation of this kind of work, in its complexity and its demands, and 

there's a range of reasons for that that I go on to talk about - - - 

MR WARD: When you say - - -? 

PROF MEAGHER: It's not so much – go on, yes. 

MR WARD:  When you say 'relative', relative to everybody else? 

PROF MEAGHER:  Look, relative to other occupations that are – it's relative to a range 

of other occupations that don't involve care. 

MR WARD: Right - - -? 

PROF MEAGHER: That may involve other sorts of work where the skills are better 

recognised, and typically that's often in male‑dominated jobs that involve practical and 

254 Transcript, 2 May 2022, PN2637-PN2641 (emphasis added). 
255 Meagher Report 1, 8. 
256 Transcript, 2 May 2022, PN2635.     
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technical skills that are better recognised, but my analysis there – I haven't done an 

analysis comparing to a male award or anything like that. 

MR WARD: Just so I can be clear, that's not a statement saying I've looked at the pay in the 

Aged Care Award and looked at the pay in the Building Award; that's not what you're saying? 

PROF MEAGHER: Not as specific as that, but it's a generally – so, through all sorts of 

statistical analyses that have been done on Australian labour market data and on labour 

market data in many other countries, it has been determined that there's a – relative to the 

skills required and the educational requirements and so on, on various objective measures 

of workers productivity - that workers in care‑related jobs are underpaid relative to 

workers in other jobs that don't involve care, where all those other things are the 

same.”257 

7.12 During cross-examination, Professor Meagher gave the following evidence: 

(a) In the first Meagher Report, Professor Meagher states: 

“International research has shown that female-dominated occupations 

tend to be paid less than male‑dominated occupations, taking into 

account educational requirements and other factors that objectively 

influence work productivity”258 

(b) Professor Meagher gave the following evidence about that passage: 

(i) Professor Meagher accepted that the international research referred to is 

looking at “actual rates” and not minimum rates. She stated it is not looking 

at hours of work. She said: “we're really just comparing their earnings relative 

to their occupational category, and we find that people who are doing the 

care work are paid less than people doing other jobs; all these other things 

being held constant.”259 

(ii) Professor Meagher stated: “there's an attempt to harmonise the data and 

give a like category to a like response on a survey”. For example, what is a 

Certificate III in Australia compared to “an entry level vocational qualification 

in other countries”.260 

(iii) Professor Meagher explained that when economists or sociologists work 

with labour statistics to try and measure the skills people exercise in their 

work, “a proxy measure for the that is their level of education”. However, as 

257 Transcript, 2 May 2022, PN2637-PN2641 (emphasis added). 
258 Transcript, 2 May 2022, PN2647 (emphasis added). 
259 Transcript, 2 May 2022, PN2649-PN2650.    
260 Transcript, 2 May 2022, PN2653.    
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to “skill measurement”, Professor Meagher noted that falls outside her 

expertise.261  

(iv) Professor Meagher gave evidence that education “should give an indication 

of the level of skill required in a job”. However, “it may not capture that”. Once 

again, she noted she has not researched this point, but flagged it as an issue. 

Particularly when considering whether two persons with “Certificate IIIs” 

have the same skillset. She accepted “not all Certificate IIIs might 

necessarily be the same”.262 

 

 

  

261 Transcript, 2 May 2022, PN2654. 
262 Transcript, 2 May 2022, PN2657. 
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THE EAGAR REPORTS 

7.13 Professor Eagar prepared two reports:  

(a) Report of Kathleen Eagar dated 29 March 2021 (Eagar Report 1), which is directed 

to residential aged care; and 

(b) Supplementary Report of Kathleen Eagar dated 20 April 2022 (Eagar Report 2). 

The Eagar Report 2 replies to particular aspects of the employer interests evidence, 

namely, the statements of Mr Paul Sadler and Mr Mark Sewell.   

7.14 She is a Professor of Health Services Research and Director at the Australian Health 

Services Research Institute (AHSRI) of University of Wollongong. She also holds a Master 

of Arts (Psychology) and a PhD in Public Health.263 

7.15 By way of overview, Professor Eagar addresses the following matters with respect to 

residential aged care: 

(a) The changing legislative context for residential aged care.264 Professor Eagar 

identifies and outlines the significance of the Aged Care Act and the Aged Care 

Principles. There is nothing controversial about this evidence.  

(b) The changing policy context for residential aged care.265 Professor Eagar expands 

upon the ways in which the aged care sector evolved following the Aged Care Act. 

She identifies the following factors:  

(i) People are staying home longer and entering into residential aged care with 

“much higher levels and/or complexity of need”.266 Additionally, to enter 

residential aged care is “primarily for those who can no longer live at 

home”.267  

(ii) Institutional style “nursing homes” have been phased out, in favour of 

facilities with more “home-like” furnishings.268 Additionally, “personal care 

and other aged care workers are no longer required to work under the direct 

24 hour supervision on a Registered Nurse”.269 

263 For further qualifications, see Eagar Report 1, 1. 
264 Eagar Report 1, 2-3.  
265 Eagar Report 1, 3-4.  
266 Eagar Report 1, 3. 
267 Eagar Report 1, 4. 
268 Eagar Report 1, 3-4. 
269 Eagar Report 1, 4 
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(iii) Move away from “clinical” model to “social” model of care (i.e. person-

centred care).270 

(c) The funding context for residential aged care.271 Professor Eagar outlines the three 

streams of aged care funding (as existed at the time of Eagar Report 1), provides 

an explanation of ACFI and set out payment rates under ACFI via a series of tables 

and “trends in payments” via a series of graphs.272   

(d) The profile of the aged care workforce.273 

(i) Professor Eager identifies the “removal of distinction between high and low 

care” (post 2014) has resulted in a more generalised requirements regarding 

staffing (i.e. there are no ratios based on care needs).274 The Aged Care 

Quality Standards require all aged care services to have a "sufficient, skilled 

and qualified workforce".275 

(ii) She observed that “[o]verall, there has been a reduction in the proportion of 

direct care employees in the total residential aged care workforce since the 

first survey was undertaken, from 74% in 2003 to 65% in 2016”.276  

(iii) Reference was made to a “time and motion study to cost the care delivered 

each day to each resident” (the “RUCS study”).277 The results relevantly 

showed: 

- Residents receive on average 188 minutes of “direct care per day”. 

That total includes: 36 minutes by RNs, 5 minutes by allied health, 

and 144 minutes by personal care assistants. 278   

- RNs and allied health are required to spend “a disproportionate 

amount of their time on paperwork for funding purposes, leaving 

them little time to spend on caring for residents”.279 

 

270 Eagar Report 1, 4. 
271 Eagar Report 1, 4-6. 
272 Eagar Report 1, 4-6. 
273 Eagar Report 1, 6-8. 
274 Eagar Report 1, 6-7. 
275 Eagar Report 1, 6. 
276 Eagar Report 1, 7. 
277 Eagar Report 1, 7-8. 
278 Eagar Report 1, 8. 
279 Eagar Report 1, 8. 
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(e) The needs of people living in residential care.280 Professor Eagar observed  

“[p]eople in residential aged care now are typically very frail with complex physical, 

cognitive and social care needs”.281 She set out further results from the RUCS Study: 

(i) residents are typically very frail with significant care needs;282 

(ii) applying the “Rockwood Clinical Frailty Scale” revealed that the majority of 

residents in the study are “very frail” which is indicative of “high care needs” 

(Table 4 - Rockwood Clinical Frailty Scale profile);283 

(iii) nearly 90% of the residents that participated in the study require assistance 

with bathing/showering and around “two thirds” need assistance with eating 

(see Table 5 - Percentage of residents unable to manage self-care tasks 

independently);284 

(iv) almost “three quarters of all residents” need assistance due to problems 

associated with sphincter control (Table 6 - Percentage of residents unable 

to manage continence tasks independently); 285 

(v) more than “two thirds” need the help of another person transferring for 

bathing, toileting and/or moving between a bed and chair (Table 7 -

Percentage of residents unable to manage transfers independently);286 

(vi) about two thirds of residents need support because of communication 

problems (Table 8 - Percentage of residents needing help because of 

communication problems); 287 

(vii) about three quarters need support because of cognitive and social limitations 

(Table 9 - Percentage of residents needing help because of social and 

cognition issues); 288 

(viii) just over 50% of residents had one or more falls during the past 12 months 

of the study; 289 

(ix) The Neuropsychiatric Inventory- Nursing Home version (NPI-NH) was used 

as a screening instrument in the RUCS to evaluate behaviours and mental 

280 Eagar Report 1, 8-11 
281 Eagar Report 1, 8 
282 Eagar Report 1, 9 
283 Eagar Report 1, 9 
284 Eagar Report 1, 9-10 
285 Eagar Report 1, 10 
286 Eagar Report 1, 10 
287 Eagar Report 1, 10 
288 Eagar Report 1, 10 
289 Eagar Report 1, 10 
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health symptoms of residents. Refusal to let others help or periods when the 

resident is noisy or uncooperative were assessed as part of the Agitation 

item and this was found to be the most prevalent problem at 43%, followed 

by depression (35%) and irritability (35%) (Table 10 - Percentage of 

residents screened as having a problem on each NPI-NH item). 

(f) Quality, safety and the aged care workforce.290 Professor Eagar, by reference to 

international evidence, identified four factors as driving the quality and safety of the 

aged care sector: 

(i) governance and management; 

(ii) staff numbers; 

(iii) staff skill mix; and 

(iv) staff continuity.  

(g) Need for “improved pay”. Professor Eagar refers to three factors: 

(i) Gendered undervaluation. Historically undervalued because “female 

dominated workforce” and “many duties traditionally seen as low value 

‘women’s work’”.291  

(ii) Changing Profile of Residents. They are “more clinically complex and frail 

and many have more cognitive and mental health issues then in the past”. 

292 

(iii) Changing nature of Workforce. Less RNs supervising “on the floor”. More 

responsibilities on “the rest of the aged care workforce”. These 

responsibilities include: “being held accountable for meeting the physical, 

social and emotional care of residents, organisational management of the 

home and responsibility for communication with residents, families and third 

parties such as visiting doctors.” 293 

7.16 During cross-examination, Professor Eagar gave the following evidence: 

Move away from Institutional model of care 

(a) Professor Eagar clarified what she meant by “institutional model of care”. She 

stated:  

290 Eagar Report 1, 11-12. 
291 Eagar Report 1, 13. 
292 Eagar Report 1, 13. 
293 Eagar Report 1, 13. 
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“I'm meaning in history that an aged care home would look like a hospital 

and the nurses in it would wear uniforms and it was very much an institutional 

setting.  And there was a policy attempt to move away from that institutional 

focus towards a more domestic look and feel, and also a more social model 

of care.”294 

(b) She also stated that “there was always a variety” of multi-person wards and single 

rooms in the institutional model. Further, “there certainly has been a trend in the last 

20 years towards smaller homes and more single bedrooms, each with ensuites”.295 

Changes in distinction between low care and high care 

(c) Professor Eagar stated that from around the implementation of the Aged Care Act, 

the strict delineation between hostels as low-care facilities and nursing homes as 

high-care facilities was progressively brought together over the next decade.296   

(d) The distinction between low-care and high-care related to “dependency” (i.e. high 

care people need more care).297 

(e) Caution is required when comparing ACFI classifications with “low” and “high” care 

in 1997.298 The ACFI model is “very much drive by factors other than just the 

dependency needs of residents”.299 As to ACFI, Professor Eagar stated: 

“MR WARD: … on page 5 you introduce the ACFI classifications of nil, low, medium 

and high.  Are they classifications of care needs as well? 

PROF EAGER: Yes, they are.  There are three domains in the ACFI, but I guess I 

should premise my comments by saying the ACFI is fundamentally flawed and for 

that reason the government is ending ACFI, and on 1 October this year it will be 

replaced by a new model, but just speaking about the ACFI it reflects the three care 

areas where residents need care because of dependencies and that's activities of 

daily living, behaviour and complex health care, and, of course, the fourth domain 

of need, but it's not a dependency, is the need for social engagement and 

participation.”300 

294 Transcript, 9 May 2022, PN8748   
295 Transcript, 9 May 2022, PN8749     
296 Transcript, 9 May 2022, PN8755-PN8756    
297 Transcript, 9 May 2022, PN8763 
298 Transcript, 9 May 2022, PN8765    
299 Transcript, 9 May 2022, PN8769    
300 Transcript, 9 May 2022, PN8764    
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(f) Professor Eager explained that a person scored as “high” on all three domains of 

ACFI will be funded at that high rate.301 She noted the possibility for “funding 

optimisation” under the ACFI model.302 

(g) Professor Eagar opined that the new funding model -- AN-ACC classification “is 

much better at differentiating between residents”.303 

Supervision - “no longer required to work under the direct 24 hour supervision 

of a registered nurse” 

(h) Professor Eagar provided examples to illustrate her understanding of “supervision”: 

(i) “if I go right back to 30 years ago, a registered nurse would be saying to a 

personal care - would be actually directing the personal care worker's 

activities and supervising them to ensure that they were done correctly.  So, 

for example, if they were walking a resident, they would be observing but at 

times they would also be supervising and coaching.”304 

(ii) She also accepted that “in the institutional days the registered nurse would 

be observing them showering them, or mentoring them in how to shower 

them, and today the personal care worker would do the showering 

independently of the registered nurse”.305 

(i) Professor Eager suggested that personal care workers  may be acting outside of 

their competencies due to RN’s not being “available on the floor” or preoccupied 

with meeting “ACFI” requirements.306 She did accept, however, that the RN would 

not be “delegating clinical work to personal care workers”.307 

(j) During cross-examination, Professor Eagar identified her meaning of “clinical care” 

as including “medication administration, changing wound dressings, those sorts of 

tasks”.308 It was noted that personal care workers will do those tasks without a RN 

on premises.309 Other matters were also identified: 

(i) “personal care workers detach the full catheter bag, will record the level of 

fluid in it, and then replace a new catheter bag”310 

301 Transcript, 9 May 2022, PN8766     
302 Transcript, 9 May 2022, PN8768    
303 Transcript, 9 May 2022, PN8769     
304 Transcript, 9 May 2022, PN8776     
305 Transcript, 9 May 2022, PN8778 
306 Transcript, 9 May 2022, PN8784-PN8785         
307 Transcript, 9 May 2022, PN8788   
308 Transcript, 9 May 2022, PN8790    
309 Transcript, 9 May 2022, PN8789   
310 Transcript, 9 May 2022, PN8800     
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(k) Professor Eagar accepted the following: 

(i) personal care workers cannot administer Schedule 8 medications;311  

(ii) “subject to training and assessment of competency, personal care workers 

can do Schedule 4 medication administration”;312 

(iii) “the actual examination of the wound and the decision how to deal with the 

wound is the role of the registered nurse” or the GP;313 

(l) Professor Eagar clarified her reference to “Aged care workers are now responsible 

for running the home on a 24/7 basis”. She said sheis not discounting the role of the 

Facility Manager but stating that “the personal care workers will be more or less the 

only people left on the floor”.314 She provided an example, “the decision in the middle 

of the night to call an ambulance for a resident will often be made by a personal care 

worker, because there will be nobody else there to make that decision.”315 Another 

example of “running” is the making of day-to-day decision: “Nigel doesn't look well 

today, and let's leave Nigel there for review later in the morning”.316 

ACFI Charts317 

(m) During cross-examination, Professor Eagar identified a “dramatic increase” with 

respect to “complex healthcare assessments” dues to a change in the scoring set 

by the Commonwealth. It is not that the residents changed, but the rules.318 

(n) Dr Eager gave evidence about the chart in her report: 

Table 3 

(i) Professor Eager confirmed that a reference to “personal care attendant” 

should be understood as personal care worker. The evidence was that each 

resident received “144 minutes of care” from a personal care worker.319 That 

time includes activities such as showering, toileting, repositing resient in bed, 

helping with meals in the dining room, social engagement, medications, 

311 Transcript, 9 May 2022, PN8791-PN8792      
312 Transcript, 9 May 2022, PN8791-PN8792      
313 Transcript, 9 May 2022, PN8801- PN8802  
314 Transcript, 9 May 2022, PN8803-PN8804         
315 Transcript, 9 May 2022, PN8805   
316 Transcript, 9 May 2022, PN8807-PN8808     
317 See Eagar Report 1, 7. 
318 Transcript, 9 May 2022, PN8827-PN8830   
319 Transcript, 9 May 2022, PN8856     
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catheter care, making observations about urine output (i.e. all time with the 

resident).320 

(ii) As to the RN time, that includes all time spent responding to calls from care 

worker seeking instructions (for example about skin tear or bruise).321 

Involvement in admissions process would also count in the time.322  

Tables 5, 6 and 7 

(iii) Professor Eagar noted that the data captures a “very broad scope” of 

dependency. It was noted there were originally seven levels of dependency 

ranging from “supervision and coaxing through to two-person physical 

assist”. All consolidated into one for the purpose of the table.323 

Competency of PCW responding to behaviour issues324 

(o) The behaviours listed include agitation, irritability and anxiety. Professor Eager 

stated: 

“I would also expect that personal care workers would have the skills and the 

competencies, and in fact be held accountable and responsible for determining 

whether a resident was independent on some of those issues, whether they needed 

monitoring or whether they need direct supervision, and a term I often use is that 

the personal care workers are the eyes and the ears of the home.  They need to be 

observing these types of behaviours, they need to - it's not just a one-way where 

they passively get told by registered nurses what their job is, they are also the eyes 

and the ears of the home reporting back and having conversations with the 

registered nurse on what they have observed, and they are really very critical, and 

we should be seeing that that's a very critical role to be actually the eyes and the 

ears of the home.”325 

(p) That expectation is that the personal care worker would be able to determine if 

immediate intervention is required from the RN or if a progress note will suffice. 

Professor Eagar was unable to comment on whether a Certificate III prepares a 

personal care worker to do this.326 

(q) As to how long it takes to “gain the necessary experience”, Professor Eagar stated 

“I suspect that it varies by person depending on their age, their own level of maturity 

320 Transcript, 9 May 2022, PN8857-PN8865.         
321 Transcript, 9 May 2022, PN8866-PN8868.    
322 Transcript, 9 May 2022, PN8869.    
323 Transcript, 9 May 2022, PN8874-PN8876.     
324 Eagar Report 1, 7. 
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[i.e. their experience being exposed to people327], their own life experiences, as well 

as the skills and competencies that they have acquired in various certificate level 

and other courses that they may have done.”328 Professor Eagar also observed: “I'm 

presuming here that, you know, somebody, who for them, this is their very first job 

and they've never worked in the workplace would have a lot more difficulty 

assessing whether a person's level of agitation today is different to what it was 

yesterday than someone who's done other things before they've come into aged 

care, and has got used to observing people in a workplace.”329 

Requirement to be sensitive and empathic 

(r) Noting that Professor Eager is a trained psychologist, she gave the following 

evidence: 

“MR WARD: Sensitivity and empathy are they personality traits that some people 

have and some people don't? 

PROF EAGAR: I don't think it's as black and white as that at all.  I mean, I'm really 

referring to this is a very significant cohort, many of whom are reaching end of life 

and I would reiterate other information in that paragraph.  There are 180,000 beds 

in the residential aged care centre.  Every year 60,000 residents die and another 

60,000 take their place. A one in three turnover resulting in 240,000 residents 

moving through that sector each year.  And what that means is that every care 

worker, every single person, every domestic, needs to be sensitive to the fact that 

many residents are approaching their own end of life, that many residents will have 

made friends with other residents who die, sometimes sharing a bedroom with them, 

that families will be grieving.  These are really challenging – this is a really 

challenging workplace in terms of supporting people in terms of their psychosocial 

mental health. 

MR WARD: Are you saying there that people who display sensitivity and empathy 

are likely to be more capable at their job? 

PROF EAGAR: Absolutely.”330 

Communication with Family 

(s) Professor Eagar stated that “Aged care workers are frequently required to contact 

family members to inform them of the death of a resident.” However, during cross-

examination she was unable to identify a specific facility with that policy. She stated: 

327 Transcript, 9 May 2022, PN8884. 
328 Transcript, 9 May 2022, PN8883.    
329 Transcript, 9 May 2022, PN8885.    
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“I don't think there's one rule about how that works.  I think it varies 

considerably from home to home and by time of the day.  I have no doubt 

that if you die at midday that the most senior person in the home will be the 

person who does that but I have no doubt as well that we have a very 

common situation of someone dying in the middle of the night, and the 

personal care worker being the only person who is available to notify the 

family if it's their wish to be notified immediately.”331 

(t) She also noted that the care plan may note call the family immediately and cited the 

statistics relating to the “small numbers of permanent fulltime registered nurses”.332 

Historically Undervalued333 

(u) Professor Eagar identifies this as arising because “it's traditionally seen as low-value 

women's work.”.334 During cross-examination, Professor Eagar accepted that 

gender equity is not her area of expertise.335 Notwithstanding that fact, she stated: 

“I think the aged care sector is a perfect case study of where ageism and 

sexism walk hand in hand.  I have no doubt that we wouldn't be having a 

hearing talking about these sorts of rates if we were talking about middle 

aged men delivering services to middle aged client men.”336 

(v) She gave the following evidence: 

“MR WARD: You think that the minimum rates in these awards are where they are 

because it is, as you describe, they're women's work? 

PROF EAGAR: It's women's work but also we don't value older people very much 

in this country, very sadly, and I do think there is a mixture of ageism and sexism 

and in general of course we already know that, the evidence is there.  The caring 

industries have always been relatively low paid compared to other sorts of 

industries.”337 

(w) Final question and answer: 

“MR WARD: My understanding is that that view about women's work, am I right in 

saying that's described by the academics, and I think Professor Smith has described 

it as 'the institutional sociological approach', is that your understanding? 

331 Transcript, 9 May 2022, PN8909. 
332 Transcript, 9 May 2022, PN8907, PN8903.     
333 See Eagar Report 1, 13. 
334 Transcript, 9 May 2022, PN8914.     
335 Transcript, 9 May 2022, PN8915-PN8916.    
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PROF EAGAR: I would leave that to other academic experts.  It's not mine.  My 

expertise is in care work.”338 

  

338 Transcript, 9 May 2022, PN8922.     
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8. THE KURRLE REPORT   

8.1 Dr Kurrle gave evidence with respect to the skills required of personal care workers in 

residential aged care. Dr Kurrle at the instruction of the HSU prepared an Expert Report 

dated 25 April 2021 (Kurrle Report). Dr Kurrle’s area of expertise is geriatric medicine, she 

is trained in diseases of older people.339 She has worked in residential aged-care facilities, 

“old people’s homes” and hospital-based aged-care. She has one so for 40 years.340 

8.2 By way of overview, Dr Kurrle addresses the following matters: 

(a) Details of the regulation of the aged care system and any changes to the 

regulation of the aged care system that have occurred over time 

Dr Kurrle states that the complexity of the aged care system since the introduction 

of the Aged Care Act 1997. Dr Kurrle notes that “the most important changes 

relevant to the Application is that the Aged Care Act 1997 removed the requirement 

that aged care providers acquit a portion of their funding for expenditure on care”. 

This change meant that providers in residential care had greater control over staffing 

as there was no longer a requirement for certain skill mixes341; 

(b) Whether there has been a change in the composition of the workforce in 

residential aged care 

There has been a change in the staffing mix and levels since the Aged Care Act 

1997. The shift noted is less RN’s and EN’s but an increase in PCW’s342;  

(c) if you are of the view that there has been a change in the composition of the 

workforce in residential aged care, the nature of those changes, and the 

impact (if any) the change in composition has had on the duties, 

responsibilities and skills required of workers in residential aged care 

Dr Kurrle provides that there has been a “significant change” in the duties performed 

by PCW’s, with duties formerly performed nursing staff such as documentation now 

being performed by PCW’s. Dr Kurrle notes that the introduction of the National 

Aged Care Mandatory Quality Indicators in 2019 requiring the collection of data on 

a number of indicators which will fall upon the PCW to ensure the data is accurate.  

343 
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341 Kurrle Report 2. 
342 Kurrle Report 3 
343 Kurrle Report 3-4. 

5379



(d) the nature of the work performed (being care work) in the aged care sector 

(including in the Personal Care worker, General and Administrative Services, 

and Food Services streams covered by the Award) 

Dr Kurrle notes that PCW’s have a wide range of duties, from personal are tasks 

such as showering and grooming to providing medication from a pre-packaged 

blister pack. The duties performed by PCW’s requires the use of specialised 

equipment such as lifters and slings and being able to fit hearing aids, spectacles 

and dentures (or the like).  

PCW’s are also required to assist residents with feeding, sometimes through tubes 

or PEG. The task of feeding residents who have swallowing issues requires a high 

degree of skill, patience and knowledge with swallowing.   

PCW’s assist physio’s by assisting residents with mobilisation and heat packs. They 

are need to have a good knowledge and understanding of the physical conditions, 

as especially with residents with dementia, behaviour can be a way of the resident 

expressing what they need. In order to do this, Dr Kurrle states it is important to 

have a good relationship with the resident.344 

(e) the skills required to perform work in residential aged care (including in the 

Personal Care worker, General and Administrative Services, and Food 

Services streams covered by the Award) 

Dr Kurrle notes that the skills and knowledge of PCW’s has increased “significantly” 

since 1997. Again, Dr Kurrle notes that the work that might have been previously 

performed by a RN or EN, such as feeding and documentation, is now performed 

by a PCW.  

Food services employees now have to understand the importance of tasty and 

nutritious food that is prepared in a way that a resident can managed.  Food 

preparation has had to adapt to the frail audience. 345 

(f) whether there has been a change in the nature, level of skill and responsibility 

involved in doing work in residential aged care over time (including in the 

Personal Care worker, General and Administrative Services, and Food 

Services streams covered by the Award) 

Dr Kurrle states that the care requirements of older people has significantly 

increased over the last 10 years, she notes that the older population now has more 

344 Kurrle Report 4. 
345 Kurrle Report 5 
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complex health care needs which requires an increase in the knowledge of PCW’s 

understanding of health conditions of elderly persons346.   

(g) if you are of the view that there have been changes in the nature of work, 

responsibility and/or skills required in residential aged care over time, please 

provide a description and explanation of, the reasons for and nature of, those 

changes 

Dr Kurrle notes that change in demographics of those accessing residential aged 

care has changed, there is now increased life expectancy, therefore more older 

people are accessing care. This has led to an increase in the care requirements. 347 

(h) whether there has been an increase in the frailty of residents and acuity of the 

needs of residents in residential aged care, if so, please describe the increase 

As people are staying in home longer, with assistance from home-care providers, 

has meant that when the elderly access residential care they are coming in older 

and frailer. This means that staff need to manage older people with significant 

physical frailty, cognitive impairment and dementia and high health care needs. 

Residents are requiring more assistance with daily activities. The complex health 

care needs of the residents, such as diabetes,  also requires monitoring of foods, 

testing, medications. Whilst the RN may eb available, the task of monitoring 

symptoms and undertaking testing and recording will often fall onto the PCW. 348 

(i) if so, please detail the drivers for any such increase. If so, please describe the 

effect of any increased frailty and acuity of residents on the nature of care 

provided in aged care facilities 

Dr Kurrle notes there has been a push to manage medically unwell residents in the 

facility, with support from multidisciplinary outreach teams, rather than at a hospital. 

Dr Kurrle states that due to the decrease in RN’s this work will “likely” fall to the PCW 

to undertake. Dr Kurrle gives the example, of a resident with a bladder infection 

requiring antibiotics administered through an intravenous cannula. The outreach 

team will insert the cannula and give the first dose of antibiotics. After this it is up to 

care staff to continue the care. Whilst the RN would actually inject the medication, it 

is the personal care worker who needs to ensure that the cannula is not pulled out 

by the resident, and ensures that they are drinking plenty of fluids349  

346 Kurrle Report 6. 
347 Kurrle Report 6. 
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(j) what health benefits, if any, arise from the provision of high level care in the 

aged care industry 

Dr Kurrle notes that high level care allows disabled and dependent residents to be 

managed in a facility rather than a hospital. This may result in the improvement of 

the residents health. 350 

(k) whether there has been a shift in the model of care in the aged care industry 

and if so, the effect of shifting norms of care towards more individualised, less 

institutionalised models on the nature of work, responsibility and skills 

required in residential aged care  

Dr Kurrle notes that there is increasing evidence that the household or homemaker 

model of care is better for older persons, especially those with dementia. This model 

requires PCW’s to be flexible in their duties because they will be performing personal 

care duties, housekeeping and cooking. 351 

(l) whether there have been changes to regulatory arrangements, quality 

standards and monitoring of the operation of residential aged care facilities 

that have affected the work, responsibilities and skills required in residential 

aged care 

Dr Kurrle refers to her answer regarding the introduction of the National Aged Care 

Mandatory Quality Indicator Program on July 1st 2019 which requires quarterly 

reporting.352 

(m) whether the COVID-19 pandemic has changed, or demonstrated changes that 

have occurred, in the expectations, responsibilities and requirements for 

employees working in residential aged care and, if so, please provide a 

description and explanation of, the reasons for and nature of, those changes 

COVID-19 has led to an increased emphasis on the infection control procedures of 

providers, including “an increase in knowledge and skill such as understanding basic 

infection prevention methods and knowing how to use and dispose of personal 

protective equipment”353.  

(n) any other information that you consider relevant.   

350 Kurrle Report 9-10 
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Dr Kurrle notes that this is a specialised are of care which requires a degree of 

knowledge and skill. She states that there is often little input by RN and EN’s in the 

care of the resident and this often falls onto the PCW. Dr Kurrle refers to the Royal 

Commission recommendation that all PCW’s should hold a Certificate III as a 

minimum qualification to perform the work.    

8.3 During cross-examination, in the context of changes in the composition of the workforce in 

residential aged care,354 Dr Kurrle gave the following evidence: 

(a) Based on her observations working in the aged care sector, in the 1990s, RNs and 

ENs were predominantly doing “Medication administration, wound dressing, 

assistance with feeding and performing vital observations”.355  

(b) Those skills are part of Certificate III training of personal care workers, with 

medication administration limited to Sch 4 medications (i.e. not Sch 8).356  

(c) Dr Kurrle clarified that her reference to “wound dressing” by personal care workers 

is a reference to “non-adhersive dressing” and possibly a bandage on top. 357  She 

also confirmed this is within the Certificate III competency.358 

This would be taken off and put back on again for showering. The wound would 

initially be reviewed by the RN and significant wound dressing should be done by 

RN still.359  

Dr Kurrle also suggested that in emergency situations the personal care workers 

may do work that actually requires an RN. However, she had not personally 

observed this.360  

(d) Dr Kurrle clarified her reference to “vital observations” should read “performing 

observations of vital signs”.361 She gave examples: 

“Vital signs normally would be seen as pulse, blood pressure, and respiratory rate 

and pulse oximetry.  It's a really good suggestion of yours that fluid - whether 

someone is dehydrated or not is part of that.  The problem is it is extremely hard to 

assess if someone's dehydrated unless you are doing their urine output along with 

their fluid intake, and that's something which certainly happens if someone clearly 

354 Kurrle Report 3-5.  
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is losing weight and you are then asked to look at input and output.  But that I would 

not include as a vital sign.”362 

She confirmed that blood pressure is also a vital sign.363  

She also confirmed this is within the Certificate III competency.364 

(e) Dr Kurrle explained the “colour charts” that personal care workers refer to when 

recording observations: 

“A lot of charts have upper and lower limits, and there will be - you will have 

the white - it's usually white, yellow and red, and if an observation is within 

the white area that's seen as normal.  If it's in yellow it's - you're watching it.  

If it's in red you would call a registered nurse or GP.  So they're taught 

that.”365 

(f) Dr Kurrle also ntoed that she support the proposition in Recommendation 77 of the 

Royal Commission Final Report, namely that the Certificate III should be a 

mandatory qualification. She stated “I think care workers having appropriate 

education is definitely a fair thing”.366 

8.4 During cross-examination, in the context of skills required to perform the work in residential 

aged care,367 Dr Kurrle gave the following evidence: 

(a) Whilst she does not have specialised knowledge as to the “general and 

administrative service steam” in aged care, she comments there are “high levels of 

documentation required in residential care”. She identified “documentation” in very 

broad terms referring to “record[ing] observations”, documents sent to ACQSC, 

progress notes and behaviour support plans.368 

(b) Turning to the food serves stream. Dr Kurrle’s evidence is that the menu in 

residential aged care facilities should be authorised by “an accredited practicing 

dietician”.369 She also noted in facilities with an “executive chef” that chef will work 

with the accredited practicing dietician to design the menu based on food 

availability.370 
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8.5 During cross-examination, as to responsibilities of personal care workers, Dr Kurrle gave 

the following evidence: 

(a) There are a number of personal care workers that are accredited to perform a blood 

sugar test “because they have done that in their training”. She also mentioned some 

use a “Libre” device, care staff are trained how to use it (it does not require a finger 

prick).371 

(b) Dr Kurrle noted that personal care workers will pay attention to diet. For example, 

make observations if there are items in their room that should not be there (for 

example, Tim Tams).372 

(c) As to antibiotic administration through intravenous cannula, Dr Kurrle gave the 

following evidence as to the role of the RN and GP: 

“The GP or the outreach team or the acute post, acute care team or the 

hospital in the home team, whatever it's called in that particular jurisdiction.  

The first dose and usually the cannula - the cannula can be inserted by a 

registered nurse who has that competence.  The first dose of antibiotic is 

traditionally given by the - with at least one nurse watching because of the 

issue with the possibility of allergy but, yes.”373 

8.6 During cross-examination, as to the “specialised skills and knowledge” required to deliver 

personal care, Dr Kurrle gave the following evidence: 

(a) Whilst not suggesting a Certificate III is insufficient as a qualification, she stated that 

“they need to have the skills which may not come straight from the Cert III”.374 

(b) Following that evidence, Dr Kurrle continued: 

“MR WARD: From your observations, how many years experience might I need to 

be competent to do that in that acute situation? 

DR KURRLE: My answer to that is it could be any amount of time.  You get someone 

who is a born carer and loves what they do.  They'll be able - they'll learn these 

things, they'll be motivated to do their competencies because that's the key.  It's not 

just your Cert III.  It's all the - learning the other things to do.  If they're in an 

organisation that encourages them to do that extra education then they will be able 

to do that.  There are other situations I've seen where care workers would not have 

been able to do a lot of these things.  They wouldn't understand if someone was 

371 Transcript, 3 May 2022, PN3637.    
372 Transcript, 3 May 2022, PN3639- PN3642. 
373 Transcript, 3 May 2022, PN3648; see Kurrle Report 9.     
374 Transcript, 3 May 2022, PN3653.     
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breathing faster that perhaps there was a lung problem.  It can be so simple or so 

complicated.”375 

(c) She described the attributes of a “born carer”: 

“they’re are people who are nurturing and who, you know, engender 

confidence in the person they're caring for, and that's at all levels, and they 

take to this and they love their work and they're motivated to do it.  They're 

not just coming for their eight hour shift.  That's a very different person to the 

one that's there to sign on and sign off, and I know who I would want looking 

after me if I was dying in a residential aged care facility, and it wouldn't be 

the latter, it would be the former.”376 

(d) As to working in palliative care, noting that palliative care is an elective unit in the 

Certificate III, Dr Kurrle have evidence that “experience on the ground” is really 

important (i.e. extract study alone is not enough).377 

8.7 Turning to the “home model” of care, Dr Kurrle gave the following evidence: 

(a) Dr Kurrle described it as “the cottage model of care”.378 She explained under this 

model there is no centralised kitchen. Rather, there is a “supermarket in the 

basement that the residents with eh career will go to, to get what’s on the menu for 

that day” (see example, Hammondville at Horsley Park).379  

(b) As to house keeping duties, Dr Kurrle provided a comprehensive explanation by 

reference to Collingridge, a unit in HammondCare Wahroonga: 

“So in Collingridge which is that unit in HammondCare Wahroonga there are 

12 residents each with their own rooms with a central kitchen, and there are 

four care staff during the day.  Four care staff for 12 residents.  Three in the 

afternoon, late afternoon, evening, and two overnight.  So they have an extra 

number of care staff because those care staff do other activities as well, 

which is what I've mentioned here.  When I talk about housekeeping if 

someone spilt something on the floor they will go and clean it up, as you 

would if you were the daughter of a lady at home and you would clean - you 

would clean that up.  If there was a mess made in the bathroom you would 

go and clean it up.  That's what I mean by housekeeping.  You make the 

beds, you change the linen, you do the laundry.  Each apartment, certainly 

375 Transcript, 3 May 2022, PN3654.     
376 Transcript, 3 May 2022, PN3655.     
377 Transcript, 3 May 2022, PN3674.     
378 Transcript, 3 May 2022, PN3656.   
379 Transcript, 3 May 2022, PN3660-PN3662.   
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in the three facilities I've been in, have had their own laundry, you know, 

within the actual apartment, and the residents hang their own washing 

out.”380 

(c) The is a centralised laundry for sheets, but each home has a standard washing 

machine and drier set up.381 

(d) Under this model, “the menu” is still prepared by the executive chef in conjunction 

with an accredited practicing dietician. That menu is then distributed throughout the 

facility so the carers/residents know what food to prepare.382 The chef in that facility 

is not cooking the meals.383 

(e) The manner in which food may need to be modified is listed in the care plan, which 

is on the resident’s fridge. She explained: 

“MR WARD: And in terms of understanding whether or not the resident in 

that facility you're thinking about requires a particular texture of foods with 

minced and moist or easy to chew, I take it that would be in their care plan? 

DR KURRLE: It's in their care plan.  It's listed on the fridge and the care staff 

know what that means.  So of some, as you say, it'll be chopped up.  For 

some it'll be minced.  For some it'll be pureed.”384 

 

  

380 Transcript, 3 May 2022, PN3662.    
381 Transcript, 3 May 2022, PN3669.   
382 Transcript, 3 May 2022, PN3678. 
383 Transcript, 3 May 2022, PN3679.    
384 Transcript, 3 May 2022, PN3680.    
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9. THE JUNOR REPORT   

9.1 Honorary Associate Professor, Industrial Relations Research Group, UNSW Canberra. 

9.2 Qualifications: 

(a) PhD in Sociology, Macquarie University 

(b) Bachelor of Economics, University of New England 

(c) Diploma of Education, University of Sydney 

(d) Bachelor of Arts (Hons 1) University of Sydney 

9.3 Area of expertise: 

“My main research field is skill identification, particularly in the growing and 

feminised service and care sectors. The suite of Spotlight skill identification 

tools that emerged from my peer-reviewed research (some of it funded by 

[Australian Research Council] grants and government/industry contracts) has been 

used for a range of employment relations purposes.”385 

Overview of Evidence - The Junor Report  

9.4 The following opinions were expressed about the aged care workers in answer to specific 

questions: 

(a) Question 1: Any skills, effort, responsibility and conditions of work of the 

specific workers in the Primary Material? 

Professor Junor opines there is “overwhelming evidence of heavy use of high-level 

problem-solving and solution sharing skills, across all nine Spotlight skill content 

areas”.386 The corresponding skill levels on the Spotlight Tool at skill level 3 and 4. 

(b) Question 2: Identify skills used by RN, EN and PCW/AIN not identified in 

classification descriptors. 

Professor Junor makes the following observations:  

(i) the nine skill levels are not expressly referred in the current Nurses Award 

descriptors or in the proposed aged care award descriptors (with the 

exception of communication).;387  

(ii) that spotlight skills are “assumed or implied in Award descriptors”;388 

385 Junor Report, Page 3.  
386 Junor Report, page 21. 
387 Junor Report, page 26 [118]-[119]. 
388 Junor Report, page 26 [118]-[119]. 
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(iii) that effective work performance requires the use, in a range of work 

activities, of a significance number of skills that are not documented in 

classification descriptions”.389 

(iv) that spotlight skill profiles of aged care workers with 20 years’ experience, 

included in Primary Material, could be “taken as benchmarks for the skills 

that can be expected of qualified and experienced staff at or near the top 

pay points at their classification level”.390 

(c) Question 3: Any invisible skills identified in the material? 

Professor Junor use the Spotlight Tool to identify “spotlight skills” performed by RN, 

EN and PCW/AIN. She concludes that “invisible skills” exist. She describes the 

amount of skills identified as “substantial”. She considers the “invisible skills” 

 have been mischaracterised as “behind the scenes” or imprecisely described as 

“soft skills”.391  

“All three classifications of aged care work (RN, EN, AIN/PCW) involve, with some 

variation based on scope of practice, the intensive and extensive utilisation of 

invisible skills at high Spotlight skill levels, namely ‘solving new problems as they 

arise in the course of work’ and ‘solution-sharing/applying expertise’.” 392 

(d) Question 4: Reasons for invisibility. 

Professor Junor opines that the under-recognition of skills in nursing and care work 

is  “integrally related to factors associated with gender because paid aged care work 

is located in a sector of the labour market that is characterised by jobs mostly 

occupied by women”. Visibility and recognition of skill in these areas has been 

hampered by:393 

(i) gender concentration associated with a perception of the work as “female” 

and analogous to unpaid household and volunteer work; and 

(ii) gender segregation based on role demarcations, informal recruitment, small 

workplaces, lack of career paths, part-time work and (in the case of 

AINs/PCWs but not in the case of nurses) lack of formal qualifications. 

(e) Question 5: Do pay rates reflect work value changes?  

389 Junor Report, page 27 [124]. 
390 Junor Report, page 26 [122]. 
391 Junor Report, page 47 [186]-[187]. 
392 Junor Report, page 48 [188]. 
393 Junor Report, Annexure 8, 21. 
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Professor Junor answers this question as “No”. She supports that answer with 

reference to secondary sources.394 

(f) Question 6: If rates do not reflect work value changes, is that due to the fact 

that the work is overwhelmingly performed by females? 

 In answering that question, Professor Junor makes reference to the following:395  

(i) current minimum award rates for a selection of pay points in the current 

classification structure; 

(ii) evidence from the Secondary Material396, of findings from recent reviews of 

pay in the aged care sector, showing a pay disparity compared with the 

public hospital sector, as well as an apparent failure since 2005 for aged 

care salaries to keep pace with CPI; 

(iii) statements from the Primary Material comparing the challenges of working 

in aged care with those in other areas of the health and care sectors, 

providing evidence of further pay disparity; and 

(iv) a drawing-together and summary of types of evidence for gender-related 

undervaluation: 

A experiences drawn from the Primary Material of work being invisible 

or ‘taken for granted’;397  

B conceptualisation, using the Secondary Material and the Spotlight 

approach, of the sources of the care penalty (the “5Vs”; the gender 

basis of the invisibility typology and its links to under-recognition and 

undervaluation);398 and  

C a demonstration that the case of aged care work meets all the 

industrial relations criteria of gender-related undervaluation. 

  

394 Consisting of a literature review of research on care work and nursing; a review of theories of skill invisibility; a 

review of theories linking gender segregation to skill recognition and valuation; and an overview of practitioner 

guidance on avoiding gender bias in analysing and valuing jobs. 
395 Junor Report, Annexure 8, 33. 
396 A literature review of research on care work and nursing; a review of theories of skill invisibility; a review of theories 

linking gender segregation to skill recognition and valuation; and an overview of practitioner guidance on avoiding 

gender bias in analysing and valuing jobs. 
397 Not solely gender based but relating to idea of “care penalty”.  
398 See Junor Report, Annexure 8, Part A.  
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Overview of Evidence - “Invisible Skills”  

Summary of Position  

9.5 Professor Junor’s position on invisibility and undervaluation is as follows:  

(a) there are hidden/invisible skills in aged care work; 

(b) the skills are hidden/invisible because they are not expressly recognised and/or 

referenced in descriptors in awards; 

(c) the absent of express recognition supports a conclusion the pay rates do not 

account for these skills;  

(d) Professor Junor has regard to secondary sources to support conclusion that: 

(i) rates in aged care are low and/or undervalued; and 

(ii) the majority of the workforce in aged care is female;  

(e) the likely reason for undervaluation can be said to be based on gender grounds.    

9.6 As to the relevance of the Spotlight Tool, Professor Junor appears to suggest that if skills 

are identified using the Spotlight Tool - which is designed to recognise “invisible” / ”hidden” 

skills - it follows that those skills are “under-recognised and hence undervalued”.399 

9.7 To improve skill visibility (of the hidden/invisible skills), Professor Junor recommends 

adopting advice from gender-inclusive pay practice, including:400 

(a) Classification descriptors differentiate levels of responsibility, but it is important to 

avoid “job-shearing” (attributing delegated activities solely to the supervisor or 

manager). Both supervision and delegated performance need to be recognised. 

(b) Interpersonal skills should not be “naturalised” as personal attributes. Words like 

“tactful”, “courteous”, “pleasant” can be replaced by “effectively use diplomacy 

skills”. 

(c) It is important to identify the initiative and problem-solving required to accomplish 

an activity and maintain an apparently smooth flow of work. 

 

The Identification of Invisible Skills 

399 Junor Report, Annexure 8, 7. 
400 Junor Report, Annexure 8, 8, Table A8-1. 
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9.8 This section summarises Professor Junor’s process to finding invisible skills exists in aged 

care work (all of which proceed on the fact that aged care workers are predominantly female 

workers). A reading of Annexure 8 reveals Professor Junor undertakes three steps: 

(a) STEP 1: Establish there are skills that are “hidden” or “invisible” by reference to 

Primary Material (self-reporting by workers) and Secondary Material (literature).  

(b) STEP 2: Apply Spotlight Tool to work performed.  

(c) STEP 3: Apply “Making skills visible” Checklist.  

9.9 By this exercise she considers she establishes “a range of gender reasons for the invisibility 

of the skills identified by the Spotlight framework”. The employer interests respond to that 

opinion above at Section 4. 

STEP 1 

9.10 The four sources of invisibility are identified via a literature review on the subject of “skill 

and gender” (see paras 18-46 of Annexure 9): 

(d) the hidden nature of some aspects of work processes;  

(e) the under-defined nature of skills that are hard to put into words;  

(f) the under-specification of skills broadly characterised as “emotional labour”; and 

(g)  the under-codification of a set of reflective and coordinating skills. 

9.11 Professor Junor concludes “The typology shows how these sources of gender-based skill 

invisibility all contribute to gender-based under-recognition.”401 

9.12 Examples of invisible skills: 

(a) Hidden skills include the “behind the screens” work required to manage bodily 

shame and taboos relating, for example to incontinence management and death. 

(b) Under-defined skills discussed in the Primary Material include the capacity to 

perceive at a glance any slight change in a resident’s well-being, to anticipate early 

signs of an escalation, or to provide dignified aesthetic support to resident and family 

in the final hours of life. 

(c) The under-specified skills of emotion management in age care work include those 

used in interactions enhancing quality of life (e.g. Kim’s mood-enhancing use of 

multi-coloured COVID PPE: “here comes the butterfly lady”). 

401 Junor Report, Annexure 8, 4. 
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(d) Under-codified skills in aged care nursing work include those used in the intricate 

interweaving of individual and collaborative lines of work, reprioritising activities as 

contingencies and interruptions arise, and simultaneously acting and thinking, as 

described in the Annexure 6 analysis of clustered skill use. 

9.13 There are “unrecognised” skills by considering literature and applying Spotlight Tool to the 

work performed by PCW, EN and RN.  

 STEP 2 

9.14 Professor Junor consider examples, applies Spotlight Tool.402 She also demonstrate 

knowledge of descriptors in awards (see Annexures 5 and 6 to the Junor Report). 

Example 1:403 

9.15 Scenario provided by EN: 

Where I used to work …what we would do is we’d freshen up the body, put a sheet over it 

would take it down to our peace room, you could fold the sheet back to the shoulders. And 

you could lie a nice flower on the chair so the family could sort of say their, whatever, there 

before the body actually went to the morgue. That was always nice but we don't have that 

choice here … We’re let to put teeth back in to put their face back into the normal look but 

other than that we're not really to touch them. I think if it takes away... because we do so 

much with these people that they actually become like family members, and extended family 

member, so we do get very close to them … We were always able … to actually cleanse the 

body, take that dirty pad off because you know when the body shuts down everything 

empties out: to do all that and make sure that they are clean when they leave the premises 

is always nice and that's not being done now as much. (EN) 

9.16 Spotlight Analysis by Professor Junor:  

That example “illustrates the use of Spotlight skills of monitoring and guiding 

reactions (A2), judging impacts (A3) boundary management (B1) and verbal and 

non-verbal communication (B2). Under-specified skills of managing one’s own and 

others’ emotions are also illustrated.” 

Example 2:404 

9.17 Scenario provided by EN: 

At the moment I'm working on pain management, within the workplace … doctors have 

been restricted on to the amount of pain patches and opioids that they're allowed to 

release scripts for…. [But people at their end stage] are needing pain patches. And ... I've 

402 Junor Report, Annexure 8, 8-19. 
403 Junor Report, Annexure 8, 13. 
404 Junor Report, Annexure 8, 13. 
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gone to management and said that there's a gap in our care needs for these residents 

…there's a real hole, and we need to address their pain, need better than we are especially 

with end of life. You know, having that palliative care orders there before Friday… But we 

find that when it comes to the palliative care … getting the doctors here, getting them on 

board is a big issue. That's, that's what I'm doing at the moment. So they're working together 

with the government to try and find and implement a better way. Because I helped put it to 

their attention. So, I felt better about that, knowing that they're behind the scenes doing more. 

(EN) 

9.18 Award and Spotlight Analysis by Professpr Junor: 

“While a Modern Award classification descriptor for Registered Nurses reads: 

“Participate in policy development”, the closest related descriptor for Enrolled 

Nurses is: “Contributes information in assisting the RN with development of nursing 

strategies/improvements within the employee’s own practice setting and/or nursing 

team, as necessary”. The above account, however, shows an EN using the Spotlight 

boundary-management skill (B1) of constructively giving feedback in unequal power 

situations, at level 4, solution-sharing.” 

STEP 3: 

9.19 Professor Junor describes Table A8-1 as “a checklist setting out ways to avoid under-

description of skills in predominantly female jobs”. This checklist was derived from 

Professor Junor’s review in Annexure 9 of gender inclusive pay practice.  

9.20 Professor Junor considers examples, applies spotlight analysis and then applies check list 

in Table A8-1 as possible “solutions”. By this exercise she considers she establishes “a 

range of gender reasons for the invisibility of the skills identified by the Spotlight framework. 

Remedies for invisibility are suggested”. 405 

  

405 Junor Report, Annexure 8, 4. 
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9.21 The Table is extract below: 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

Connection Between Gender, Recognition and Invisibility  

9.22 Professor Junor opines that gender is implicated in the relationship between invisibility and 

recognition as follows:406 

(a) The recruitment of women into care work roles is based on a demand for the hidden 

skills of diplomacy used in “behind the scenes” support work that uses skills of the 

type perceived as female 

(b) The link between gender and under-defined skills has been traced to the emergence 

of “gendered jobs” in which prior life and work experience have provided women 

with nonverbal skills such as the ability to pick up on fleeting cues, aesthetic skills 

that influence mood and behaviour, and the use of tacit local knowledge. 

406 Junor Report, Annexure 8, 20-21. 
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(c) The link between gender and under-specified skills lies in the gender-stereotyping 

and “naturalisation” of interpersonal skills, such as those involved in the insufficiently 

“unpacked” concept “emotional labour”. 

(d) The link between gender and under-codified skills lies in what researchers describe 

as the “layers of silence” in service work where it is necessary to “multi-task” and to 

negotiate the coordination or interweaving of work processes in order to get things 

done. 

(e) The link between gender and under-recognised skills is in the first instance the 

cumulative effect of the failure to recognise these four types of invisible skill.  

2. The under-recognition of skill in nursing and care work is “in my opinion integrally related to 

factors associated with gender because paid aged care work is located in a sector of the 

labour market that is characterised by jobs mostly occupied by women”. She opined that 

visibility and recognition of skill in these areas has been hampered by: 407 

(a) gender concentration associated with a perception of the work as “female” and 

analogous to unpaid household and volunteer work 

(b) gender segregation based on role demarcations, informal recruitment, small 

workplaces, lack of career paths, part-time work and (in the case of AINs/PCWs but 

not in the case of nurses) lack of formal qualifications. 

3. Professor Junor states:  

“The Spotlight tool was expressly designed to bring to light skills that are under-recognised 

on gender grounds, in order to assist a more accurate valuation. The purpose of the Spotlight 

tool is to address “assumptions [that] are made about the nature and value of work in jobs 

that are mainly done by women” [Footnote: ENZ, 2018] and hence to supply more accurate 

job data to support equitable valuation processes.”408 

Basis for Invisibility  

9.23 Professor Junor considers that the basis of this invisibility is that the work is performed 

overwhelmingly by women. That opinion is supported, in part, by reference to the reasoning 

set out in the “5Vs” model (visibility, valuation, vocation, value added and variance).409 

9.24 Professor Junor created a table designed to shows “links” to under-recognition, under-

valuation and gender. 410 That table is extracted below:  

407 Junor Report, Annexure 8, 21. 
408 Junor Report, Annexure 8, 21 [81]. 
409 Junor Report, Annexure 8, 20, Table A8-2. 
410 Junor Report, Annexure 8, 22. 
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9.25 The gender links, in particular, are unclear.  

Connection Between Gender, Recognition and Undervaluation  

9.26 Professor Junor was asked to “consider the classifications in Schedule B of the Nurses 

Award 2010 and the proposed classifications in the ANMF’s proposed amendments to 

Schedule B of the Aged Care Award 2010, in order to “identify, name and classify the skills 

used in undertaking work within those classifications that are not identified in the 

classification descriptors, if any”.”411 

9.27 Whilst she undertakes an exercise of proposing possible descriptors, using the Spotlight 

taxonomic framework, she makes the following observations at the outset: 412 

411 Junor Report, Annexure 8, 25. 
412 Junor Report, Annexure 8, 25. 
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(a) She accepts the Spotlight descriptors as “abstract descriptors of skills”, from which 

concrete activity descriptors are developed by those who know an industry or 

occupation.  

(b) She accepts a number of Spotlight skills appear relevant to each Award 

classification descriptor, but only the most salient one or two should be added. 

(c) She observes a further and quite extensive range of Spotlight skills are likely to 

underpin the classification descriptors. A wider selection can be made available for 

insertion in specific position descriptions. 

9.28 She considers that EN skill descriptions “could benefit immediately from the addition of 

Spotlight descriptors”.413  

9.29 Professor Junor provides a table that illustrates, at a general level, how the spotlight skill 

set and skill levels can be used to draft descriptors in awards:414 

 

9.30 Professor Junor cites three reasons in support of her conclusion for undervaluation: 

(a) the first two reasons are a result of analysis and consideration of secondary sources 

commentating of current rates, work value, “care penalty”; and  

(b) the third reason is her application of spotlight methodology. 

9.31 As to her application of spotlight methodology she contends:415 

(a) It “is expressly designed to identify skills that are invisible for gender reasons, 

and “brought to light” the intensive and extensive use of all nine skills in the Spotlight 

taxonomy, predominantly at problem-solving and solution-sharing levels” (emphasis 

added). 

413 Junor Report, Annexure 8, 25. 
414 Junor Report, Annexure 8, 25. 
415 Junor Report, Annexure 8, 41-44. 
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(b) “As a matter of logic, to the extent that the dimensions of use of these skills was 

not previously known, it is unlikely that there had previously been a verifiable and 

accurate way of assigning a value to these skills” (emphasis added). 

(c) The 5Vs model explains the relationship between invisibility, undervaluation and 

under-recognition.  

(d) The omission or absence of express recognition of spotlight skills in award 

descriptors demonstrate undervaluation.  

9.32 As to matters of weight to be placed on Professor Junor’s analysis using the Spotlight Tool 

and her opinion as to the significance of “invisible skills”, that is addressed above at Section 

4. 

 

 

 

 

  

5399



 

 

 

 

ANNEXURE K 

 

 

THE RELEVANT PROVISIONS OF THE FAIR WORK ACT 

 

 
  

5400



1. THE RELEVANT PROVISIONS OF THE FAIR WORK ACT  

1.1 The Applications before the Commission each seek a determination varying modern award 

minimum wages, together with related classification variations.  

1.2 The Commission is empowered with discretion to make such determinations, subject to the 

criteria set out in s 157 of the FW Act.1 

1.3 Section 157, relevantly, provides: 

“157 FWC may vary etc. modern awards if necessary to achieve modern awards 

objective 

(1) The FWC may: 

(a) make a determination varying a modern award, otherwise than to vary 

modern award minimum wages or to vary a default fund term of the award; or 

(b) make a modern award; or 

(c) make a determination revoking a modern award; 

if the FWC is satisfied that making the determination or modern award is necessary 

to achieve the modern awards objective. 

Note 1:  Generally, the FWC must be constituted by a Full Bench to make,   

 vary or revoke a modern award. However, the President may direct   

 a single FWC Member to make a variation (see section 616). 

Note 2:  Special criteria apply to changing coverage of modern awards or    

 revoking modern awards (see sections 163 and 164). 

Note 3:   If the FWC is setting modern award minimum wages, the minimum  

  wages objective also applies (see section 284). 

(2) The FWC may make a determination varying modern award minimum wages if the 

FWC is satisfied that: 

1 FW Act, s 157.  
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(a) the variation of modern award minimum wages is justified by work value 

reasons; and 

(b) making the determination outside the system of annual wage reviews is 

necessary to achieve the modern awards objective. 

Note:   As the FWC is varying modern award minimum wages, the   

  minimum wages objective also applies (see section 284). 

…”  

(Emphasis added) 

1.4 In considering whether to vary the award minimum wages, the Commission must, per  

s 157(2), be satisfied that: 

(a) the variation is justified by “work value reasons”; and  

(b) it is necessary to make the variation outside the system of annual wage reviews to 

achieve the modern awards objective. 

1.5 The definition of “work value reasons” appears at s 157(2A) of the FW Act. That provision 

is:  

“(2A) Work value reasons are reasons justifying the amount that employees should be paid 

for doing a particular kind of work, being reasons related to any of the following: 

(a) the nature of the work; 

(b) the level of skill or responsibility involved in doing the work; 

(c) the conditions under which the work is done.” 

1.6 As to the proposed variations the Commission must, per s 157(1), be satisfied that making 

the determination or modern award is necessary to achieve the modern awards objective.  

1.7 In both cases, consideration must also be paid to the “minimum wages objective”.  
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(A)  The variation of modern award minimum wages is justified by work value reasons 

1.8 The phase “justified by work value reasons” was considered in the Pharmacy Case in the 

context of s 156 (which contains equivalent wording to s 157(2)(a) and (2A)).  

1.9 The following principles apply to the construction of s 157(2): 

(a) First, the terms of the provision establish a jurisdictional perquisite for the exercise 

of power to vary minimum wages in a modern award is the Commission being 

satisfied that the variation is “justified by work value reasons”: see s 157(2)(a).2 

(b) Second, “because the jurisdictional prerequisite is expressed in terms of the 

Commission’s ‘satisfaction’ concerning whether a variation is ‘justified’ by the 

prescribed type of reasons - a requirement which involves an element of subjectivity 

and about which reasonable minds may differ - it requires the formation of a broad 

evaluative judgment involving the exercise of a discretion”.3 

(c) Third, the definition of “work value reasons” in s 157(2A) (which is in equivalent 

terms to s 156(4)), requires only that the reasons justifying the amount to be paid 

for a particular kind of work be “related to any of the following” matters set out in 

paragraphs (a)-(c): 

(i) The expression “related to” is one of broad import that requires a sufficient 

connection or association between two subject matters. The degree of the 

connection required is a matter for judgment depending on the facts of the 

case, but the connection must be relevant and not remote or accidental.4 

(ii) The subject matters between which there must be a sufficient connection 

are, on the one hand, the reasons for the pay rate and, on the other hand, 

2 Pharmacy Case at [163]. 

3 Pharmacy Case at [164]; see e.g. Buck v Bavone (1976) 135 CLR 110 at 118-119 (per Gibbs J). 

4 Pharmacy Case at [165]. 
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any of the three matters identified in paragraphs (a)-(c) – that is, any one or 

more of the three matters.5 

(d) Fourth, “although the three matters identified - the nature of the work, the level of 

skill or responsibility involved in doing the work, and the conditions under which the 

work is done - clearly import the fundamental criteria used to assess work value 

changes under the wage fixing principles which operated from 1975 to 1981 and 

1983 to 2006, the legislature in enacting s 156(4) chose not to import the additional 

requirements contained in those wage-fixing principles”.6 

(e) Fifth, by that provision, the Commission is not restricted by a “datum point 

requirement” or a “the test in the wage-fixing principles that the change in the nature 

of work should constitute such a significant net addition to work requirements as to 

warrant the creation of a new classification”. Its satisfaction is left to the Commission 

“to exercise a broad and relatively unconstrained judgment as to what may 

constitute work value reasons justifying an adjustment to minimum rates of pay 

similar to the position which applied prior to the establishment of wage fixing 

principles in 1975”.7 

(f) Sixth, “it would be open to the Commission to have regard, in the exercise of its 

discretion, to considerations which have been taken into account in previous work 

value cases under differing past statutory regimes”.8 In Pharmacy Case, the 

Commission observed, in that respect: 

“[168] … For example, although as already stated s.156(4) contains no requirement 

for the measurement of work value changes from a fixed datum point, we consider 

it likely that the Commission would usually take into account whether any feature of 

5 Pharmacy Case at [165] 

6 Pharmacy Case at [166]. 

7 Pharmacy Case at [166]-[167]; see also Equal Remuneration Case 2015 [2015] FWCFB 8200; (2015) 

256 IR 362. 

8 Pharmacy Case at [168] 
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the nature of work, the level of skill or responsibility involved in performing the work 

or the conditions under which it is done has previously been taken into account in a 

proper way (that is, in a way which is free of gender bias and any other improper 

considerations) in assessing wages in the relevant modern award or its predecessor 

in order to ensure that there is no “double counting”. Likewise, we consider that the 

considerations referred to in paragraph [190] of the ACT Child Care Decision, which 

we have earlier quoted, may be of relevance in particular cases, as may 

considerations in other authoritative past work value cases.” 

(g) Finally, the Commission must be satisfied that the variation “would be necessary to 

achieve the modern awards objective and the minimum wages objective”: see s 

157(2)(b).9 It has also been observed, in that respect, “where the wage rates in a 

modern award have not previously been the subject of a proper work value 

consideration, there can be no implicit assumption that at the time the award was 

made its wage rates were consistent with the modern awards objective”.10 

1.10 The Full Bench have also observed that “gender-related reasons” can constitute relevant 

considerations for the purposes of s 157(2).11 For example, if relevant, the Commission may 

consider “any gender issue which has historically caused any female-dominated occupation 

or industry currently regulated by a modern award to be undervalued”. 12 

1.11 The Full Bench in the ACT Child Care decision gave consideration to a claim, advanced 

under the “Work Value Changes principle”, for increases to the wages of child care workers. 

The Full Bench referred to the matters taken into account in assessing changes in work 

value by Senior Commissioner Taylor in the 1968 Vehicle Industry Award decision and then 

9 Pharmacy Case at [169]. 

10 Pharmacy Case at [169], citing 4 yearly review of modern awards - Real Estate Industry Award 2010 

[2017] FWCFB 3543 at [80] 

11 Equal Remuneration Decision 2015 [2015] FWCFB 8200 at [292]. 

12 Equal Remuneration Decision 2015 [2015] FWCFB 8200 at [292]. 
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set out a number of propositions derived from cases decided under the Work Value 

Changes principle. The following principles were reinforced: 

(a) The evolvement of methods and/or modifications over time is not “genuine work 

value change”. It is in the nature of things that new methods of doing the same thing 

evolve with time, and that skills which qualify a person for a particular category of 

work may become fully tested, or in some cases the work may thereby be made 

easier.13 

(b) The following factors are relevant to the assessment of “significant net addition to 

work requirements”: 14  

• Rapidly changing technology, dramatic or unanticipated changes which result 

in a need for new skills and/or increased responsibility may justify a wage increase 

on work value grounds. But progressive or evolutionary change is insufficient. 

• An increase in the skills, knowledge or other expertise required to adequately 

under take the duties concerned demonstrates an increase in work value. 

• The mere introduction of a statutory requirement to hold a certificate of 

competency does not of itself constitute a significant net addition to work 

requirements. It must be demonstrated that there has been some change in the work 

itself or in the skills and/or responsibility required. However, where additional training 

is required to become certified and hence to fulfil a statutory requirement a wage 

increase may be warranted. 

• A requirement to exercise care and caution is, of itself, insufficient to warrant a 

work value increase. But an increase in the level of responsibility required to be 

exercised may warrant a wage increase on work value grounds. Such a 

change may be demonstrated by a requirement to work with less supervision. 

13 ACT Child Care decision at [189]. 

14 ACT Child Care decision at [190], citing Vehicle Industry Award 1953 (1968) 124 CAR 295 at 308. 
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• The requirement to exercise a quality control function may constitute a significant 

net addition to work requirements when associated with increased accountability. 

• The fact that the emphasis on some aspects of the work has changed does 

not in itself constitute a significant net addition to work requirements. 

• The introduction of a new training program or the necessity to undertake additional 

training is illustrative of the increased level of skill required due to the change in the 

nature of the work. But keeping abreast of changes and developments in any trade 

or profession is part of the requirements of that trade or profession and generally 

only some basic changes in the educational requirements can be regarded, of itself, 

as constituting a change in work value. 

• Increased workload generally goes to the issue of manning levels not work 

value. But, where an increase in workload leads to increased pressure on 

skills and the speed with which vital decisions must be made then it may be a 

relevant consideration. 

(Emphasis added). 

(c) Such an assessment should normally be based on the previous work requirements, 

the wage previously fixed for the work, and the nature and extent of the change in 

work. However, “it is open to the arbitrator to make comparisons with other wages and work 

requirements within the award, and in other awards, provided such comparisons are fair, 

proper and reasonable in all the circumstances. In particular, regard may be had to the wage 

increases ascribed to comparable changes in work value in other areas. Care must be taken 

in relation to making a comparison with a provision found in a consent award”.15  

1.12 The decision in Teachers Case is instructive as to the approach to be taken with respect to 

applications to vary an award based on work value reasons. In summary, the following 

approach was taken: 

15 ACT Child Care decision at [191]. 
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(a) First, the Full Bench considered whether the minimum rates had been properly set. 

The Full Bench followed the principles set out in ACT Child Care decision and had 

regard to the C10 framework.16  

(b) Second, prior to addressing arguments as to the minimum rates, the Full Bench 

considered the classification structure. The following questions were considered: do 

the classifications align with the C10 framework and if there are pay points and/or 

increments between classification levels, are they based on competency and/or 

work value considerations - or set based upon years of service. That latter was 

described as “anachronistic”.17 

(c) Third, returning to the minimum rates and consider proposed adjustments, the Full 

Bench undertook an extensive evaluation of the evidence and considered whether 

work value reasons existed that would justify an increase in wages.18 

(d) Fourth, in doing this the Full Bench gave primacy to fixing a benchmark classification 

(Proficient Teacher) to the C10 framework and then resetting internal relativities in 

the new classification structure.19  

1.13 The recent decision in the Pharmacy Case is also instructive. In summary, the Full Bench 

made the following conclusions:20 

(a) The APESMA had demonstrated that there was an increase in work value 

associated with the introduction of Home Medicine Reviews and Residential 

Medication Management Reviews that justified a “discrete adjustment” to award 

remuneration by means of the introduction of a new allowance.  

16 See Teachers Case at [560]-[563] and [653]. 

17 Teachers Case at [647] and [653]. 

18 Teachers Case at [646]-[651]. 

19 Teachers Case at [654]. 

20 4 Yearly Review Of Modern Awards--Pharmacy Industry Award [2019] FWCFB 3949 (13 June 2019), 

citing Pharmacy Case. 
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(b) There had been an increase in the work value of pharmacists since 1998 in respect 

of the introduction of inoculations, the provisions of emergency contraception, the 

downscaling of medicines to pharmacy-only status, and a general increase in the 

level of responsibility and accountability.  

(c) There was a lack of alignment in pay rates and relativities as between pharmacists 

(who require a four-year undergraduate degree) under the Pharmacy Award and 

those for classifications requiring equivalent qualifications under the Manufacturing 

and Associated Industries and Occupations Award 2010, as well as a lack of a 

consistent relationship with the AQF.21 

1.14 The Full Bench considered further submissions with respect to each conclusion. The Full 

Bench’s decision as to the appropriate increases concerning the first and second conclusion 

appear in 4 Yearly Review Of Modern Awards--Pharmacy Industry Award [2019] FWCFB 

3949.22 The third conclusion was addressed separately.23  

1.15 The history as to the Commission’s approach to work value is set out in detail in Pharmacy 

Case at [122]-[162]. To the extent that history may be relevant we adopt it.  

1.16 Based upon that history, the following factors may be accepted as informing the 

assessment of work value reasons set out in the FW Act, in particular whether there has 

been “significant net addition to work requirements”: 

(a) rapidly changing technology, dramatic or unanticipated changes which result in a 

need for new skills and/or increased responsibility; 

(b) an increase in the skills, knowledge or other expertise required to adequately under 

take the duties concerned; 

21 See Section 157 proceeding [2019] FWC 5934 (27 August 2019). 

22 4 Yearly Review Of Modern Awards--Pharmacy Industry Award [2019] FWCFB 3949 (13 June 2019). 

23 See Section 157 proceeding [2019] FWC 5934 (27 August 2019). 

5409



(c) additional training is required to become certified and hence to fulfil a statutory 

requirement; 

(d) an increase in the level of responsibility required to be exercised (for example, a 

requirement to work with less supervision); 

(e) an increase in workload leads to increased pressure on skills and the speed with 

which vital decisions must be made; 

(f) requirement to exercise a quality control function, when associated with increased 

accountability; and 

(g) a change in conditions, concerning the work environment. 

1.17 The foregoing summary of principles also demonstrates that the mere presence of change 

is not enough to establish work value changes. In particular, it was noted that the following 

factors generally do not support a finding of work value change: 

(a) the evolvement of methods and/or modifications over time is not “genuine work 

value change”;  

(b) mere introduction of a statutory requirement to hold a certificate of competency does 

not of itself constitute a significant net addition to work requirements; 

(c) a requirement to exercise care and caution is, of itself, insufficient to warrant a work 

value increase;  

(d) the fact that the emphasis on some aspects of the work has changed does not in 

itself constitute a significant net addition to work requirements; and 

(e) increased workload generally goes to the issue of manning levels not work value. 
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(B)  Making the determination outside the system of annual wage reviews is necessary 

 to achieve the modern awards objective 

1.18 If satisfied that a particular variation is justified by work value reasons, the Commission is 

to turn to the question of whether making the determination outside the system of annual 

wage reviews is necessary to achieve the modern awards objective (s 157(2)(b)).  

1.19 This involves a consideration of exercising discretion arising from s 166, but otherwise to 

be “necessary” is to form a view that the determination “must be done”, as opposed the 

outcome being merely desirable.24 And what is necessary in a particular case is a value 

judgment taking into account the s 134 considerations, to the extent that they are relevant 

having regard to the submissions and evidence directed to those considerations. 

1.20 Section 134(1) contains the modern awards objective. It provides: 

“What is the modern awards objective? 

(1) The FWC must ensure that modern awards, together with the National Employment 

Standards, provide a fair and relevant minimum safety net of terms and conditions, taking 

into account: 

(a) relative living standards and the needs of the low paid; and 

(b) the need to encourage collective bargaining; and 

(c) the need to promote social inclusion through increased workforce participation; 

and 

(d) the need to promote flexible modern work practices and the efficient and 

productive performance of work; and 

(da) the need to provide additional remuneration for: 

(i) employees working overtime; or 

24 Shop, Distributive and Allied Employees Association v National Retail Association (No 2) (2012) 205 

FCR 227; [2012] FCA 480 at [46] (Tracey J). 
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(ii) employees working unsocial, irregular or unpredictable hours; or 

(iii) employees working on weekends or public holidays; or 

(iv) employees working shifts; and 

(e) the principle of equal remuneration for work of equal or comparable value; and 

(f) the likely impact of any exercise of modern award powers on business, including 

on productivity, employment costs and the regulatory burden; and 

(g) the need to ensure a simple, easy to understand, stable and sustainable modern 

award system for Australia that avoids unnecessary overlap of modern awards; and 

(h) the likely impact of any exercise of modern award powers on employment growth, 

inflation and the sustainability, performance and competitiveness of the national 

economy. 

This is the modern awards objective.” 

1.21 The principles informing that assessment were recently summarised in Pharmacy Case as 

follows: 

“• the modern awards objective is very broadly expressed, and is a composite 

expression which requires that modern awards, together with the NES, provide “a 

fair and relevant minimum safety net of terms and conditions”, taking into account 

the matters in ss 134(1)(a)–(h); 

 

• fairness in this context is to be assessed from the perspective of the employees 

and employers covered by the modern award in question; 

 

• the obligation to take into account the s 134 considerations means that each of 

these matters, insofar as they are relevant, must be treated as a matter of 

significance in the decision-making process; 
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• no particular primacy is attached to any of the s 134 considerations and not all of 

the matters identified will necessarily be relevant in the context of a particular 

proposal to vary a modern award; 

 

• it is not necessary to make a finding that the award fails to satisfy one or more of 

the s 134 considerations as a prerequisite to the variation of a modern award; 

 

• the s 134 considerations do not set a particular standard against which a modern 

award can be evaluated; many of them may be characterised as broad social 

objectives; 

 

• in giving effect to the modern awards objective the Commission is performing an 

evaluative function taking into account the matters in s 134(1)(a)–(h) and assessing 

the qualities of the safety net by reference to the statutory criteria of fairness and 

relevance; 

 

• what is necessary is for the Commission to review a particular modern award and, 

by reference to the s 134 considerations and any other consideration consistent with 

the purpose of the objective, come to an evaluative judgment about the objective 

and what terms should be included only to the extent necessary to achieve the 

objective of a fair and relevant minimum safety net; 

 

• the matters which may be taken into account are not confined to the s 134 

considerations; 

 

• section 138, in requiring that modern award may include terms that it is permitted 

to include, and must include terms that it is required to include, only to the extent 

necessary to achieve the modern awards objective and (to the extent applicable) 
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the minimum wages objective, emphasises the fact it is the minimum safety net and 

minimum wages objective to which the modern awards are directed;  

 

• what is necessary to achieve the modern awards objective in a particular case is 

a value judgment, taking into account the s 134 considerations to the extent that 

they are relevant having regard to the context, including the circumstances 

pertaining to the particular modern award, the terms of any proposed variation and 

the submissions and evidence”25  

(Footnotes omitted).  

 

1.22 If the classifications in a particular modern award have not previously been the subject of 

“a proper work value consideration”, there can be no implicit assumption that the minimum 

wages as they presently exist are consistent with the modern awards objective.26 

(C) As the FWC is varying modern award minimum wages, the minimum wages objective 

 also applies. 

1.23 The minimum wages objective applies to the Commission’s powers in relation to varying 

modern award wages.27 The “minimum wages objective” is defined at s 284. That provision 

provides: 

“What is the minimum wages objective? 

(1) The FWC must establish and maintain a safety net of fair minimum wages, taking into 

account: 

(a) the performance and competitiveness of the national economy, including 

productivity, business competitiveness and viability, inflation and employment 

growth; and 

25 Pharmacy Case at [126], citing Alpine Resorts Award 2010 [2018] FWCFB 4984 at [52]; see also 

Teachers Case at [220]. 

26 Pharmacy Case at [169]. 

27 FW Act, s 284(2).  
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(b) promoting social inclusion through increased workforce participation; and 

(c) relative living standards and the needs of the low paid; and 

(d) the principle of equal remuneration for work of equal or comparable value; and 

(e) providing a comprehensive range of fair minimum wages to junior employees, 

employees to whom training arrangements apply and employees with a disability. 

This is the minimum wages objective.” 

1.24 The statutory tasks in ss 134 and 284 involve an evaluative exercise which is informed by 

the considerations in s 134(1)(a)–(h) and s 284(1)(a)–(e). These statutory considerations 

inform the evaluation of what might constitute “a fair and relevant minimum safety net of 

terms and conditions’ and ‘a safety net of fair minimum wages”.28 

1.25 The meaning of “work of equal or comparable value” was considered in the Equal 

Remuneration Decision 2015:29 

“[280] There was no issue, and we accept, that the expression ‘work of equal or comparable 

value’ refers to equality or comparability in ‘work value’. The established industrial 

conception of that term, as developed in decisions of this Commission’s predecessor 

tribunals as well as by the various State industrial tribunals is the primary source of guidance 

in this regard. Such decisions point to the nature of the work, skill and responsibility 

required and the conditions under which the work is performed as being the principal 

criteria of work value. We consider that those criteria are relevant in determining 

whether the work being compared is of equal or comparable value. However, as noted 

in the principle set down in the 1972 Equal Remuneration Pay Case, work value 

enquiries have been characterised by the exercise of broad judgment. Further, as 

Justice Munro observed in the second HPM case (discussed at [89]–[90] above),: 

28 Annual Wage Review 2019–20 [2020] FWCFB 3500 at [208]; see also Teachers Case at [221]; Equal 

Remuneration Decision 2015 [2015] FWCFB 8200 at [272]. 

29 [2015] FWCFB 8200. 
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‘experience of work value cases suggests that work value equivalence is a relative 

measure, sometimes dependent upon an exercise of judgment. A history of such 

cases would disclose that a number of evaluation techniques have been applied for 

various purposes and with various outcomes from time to time’. 

… 

[282] ‘Equal’ in respect of work value should, as with ‘remuneration’, be given its ordinary 

meaning - that is, the same as or alike. The meaning to be assigned to ‘comparable’ is 

somewhat more difficult. As earlier discussed, ‘comparable’ is an innovation in the FW Act 

and was clearly intended to expand the application of Part 2–7. 

[283] The ‘work of equal or comparable value’ formulation first appeared in Australian 

industrial relations legislation in the context of gender pay equity in the NSW IR Act. The 

purpose of the inclusion of ‘comparable’ in the NSW IR Act was considered in the Pay Equity 

Inquiry – Report to the Minister of Glynn J in 1998 as follows: ‘In my view the inclusion of the 

words ‘comparable value’ serves two purposes in the legislation. The first purpose is to make 

plain that the legislation is directed to the comparison of value and not the identification of 

equivalent job content. Thus the word ‘comparable’ indicates that the Commission is 

required to make assessments of comparisons of ‘value’. Secondly, the word ‘comparable’ 

makes it clear that the assessment may include a comparison of dissimilar work as well as 

similar work. Thus, the reference to ‘comparable’ is not to indicate that a likeness of value 

was required but that by a comparison of the value of work there may be found sufficient 

basis to establish inequality of remuneration.’ 

[284] Although not referenced in the Pay Equity Inquiry - Report to the Minister, the use of 

the word ‘comparable’ as the criterion of the circumstances in which dissimilar work can be 

compared for work value purposes probably originated in the 1928 Metalliferous Miners 

Case, in which the NSW IRC said: ‘It must always be remembered that the rate of pay 

awarded in one industry is not to be accepted as a guide to the rate to be awarded in another 

unless the tribunal is satisfied that the work done in each is fairly comparable’. 

… 
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[286] The references in the extrinsic materials do not support the adoption of a gender based 

undervaluation approach, rather they point to the adoption of comparator based 

methodology. 

[287] The ordinary meaning of ‘comparable’ is ‘capable of being compared’ or ‘worthy of 

comparison’. We consider that, having regard to the extrinsic matters referred to above, the 

inclusion of ‘comparable’ serves the purpose of applying the provisions of Part 2–7 not just 

to the same or similar work that is equal in value, but also to dissimilar work which is 

nonetheless capable of comparison.”30  

(Emphasis added). 

1.26 As to the “cumulative effect” of ss 157, 134 and 284, the Full Bench have observed that in 

order to grant a work value application in whole or in part, the Commission need to: 

“(1) be satisfied that the variation to minimum wages prescribed in the EST Award 

is justified by work value reasons; 

(2) be satisfied that the variation is necessary to achieve the modern awards 

objective; 

(3) be satisfied that the variation is necessary to meet the minimum wages objective; 

and 

(4) take into account the rate of the national minimum wage as currently set in a 

national minimum wage order.”31 

Conclusion  

1.27 Given that the notion of a datum point and the progressively updating of work value is no 

longer a statutory consideration and given that the notion of stability is invested in s 134(g) 

of the FW Act the Commission should be primarily guided by the C10 framework in properly 

setting minimum wages in modern awards.  

30 Equal Remuneration Decision 2015 at [280]-[287]. 

31 Teachers Case at [217]. 
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1. THE AGED CARE SECTOR: INTRODUCTION  

Introduction 

1.1 In summary, this next section of the submissions will address the following aspects of the 

aged care sector: 

(a) the definition of “aged care”, “care needs” and “aged persons”; 

(b) identify the relevant employees and industries in the aged care sector; 

(c) the regulatory framework of the aged care sector; 

(d) funding in the aged care sector; 

(e) explain the aged care services provided;  

(f) aged care consumer statistics; and 

(g) the work performed by employees in the aged care sector. 
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2. THE AGED CARE SECTOR: DEFINITIONS  

Aged Care 

2.1 “Aged care” is a specific type of residential, home or flexible care.1 The “care” refers to 

services and/or accommodation that is provided to an aged person whose physical, mental 

or social functioning is affected to such a degree that the person cannot maintain 

themselves independently.2 The care may be provided in the person’s own home, 

supported and assisted residential facilities or in residential aged care facilities.  

2.2 The care that is provided ranges from low-level support to more intensive services. Aged 

care includes: 

(a) assistance with everyday living activities, such as cleaning, laundry, shopping, 

meals and social participation; 

(b) equipment and home modifications, such as handrails; 

(c) personal care, such as help getting dressed, eating and going to the toilet; 

(d) health care, including nursing and allied health care; and 

(e) accommodation.3 

Care Needs 

2.3 Care needs exist across a range of different domains that are assessed using a range of 

different tools for different purposes. Care needs for funding eligibility purposes are 

assessed using the National Screening and Assessment Form (NSAF). The NSAF 

assesses needs across social, physical, medical and psychological domains. The NSAF 

may be used to conduct a home support assessment that will qualify people for small 

amounts of entry level support at home through the Commonwealth Home Support 

1 Aged Care Act 1997 (Cth), Sch 1.  

2 Aged Care Act 1997 (Cth), Sch 1. 

3 Royal Commission Final Report, Volume 2, page 6; Reference Bundle, Tab 7, page 1058. 
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Programme (CHSP) or comprehensive assessment that qualifies people for more intensive 

support through other aged care programs, mainly the Home Care Packages Program or 

residential aged care.  

2.4 Upon entry into residential aged care, people are further classified to determine funding 

levels and care needs. Currently this classification occurs through the Aged Care Funding 

Instrument (ACFI), which assigns people to nil, low, medium or high needs across the 

domains of Activities of Daily Living, Behaviour and Complex Healthcare.4 

2.5 Examples of complex health care procedures include:5 

(a) complex pain management and practice undertaken by an allied health professional 

or RN; 

(b) complex skin integrity management for residents with compromised skin integrity 

who are usually confined to bed and/ or chair or cannot self-ambulate; 

(c) management of special feeding undertaken by a RN, on a one-to-one basis, for 

people with severe dysphagia; 

(d) management of chronic wounds, including varicose and pressure ulcers, and 

diabetic foot ulcers; 

(e) management of ongoing administration of intravenous fluids, hypodermoclysis, 

syringe drivers and dialysis; 

(f) palliative care program involving ‘End of Life’ care where ongoing care will involve 

very intensive clinical nursing and/or complex pain management in the residential 

care setting; and 

4 See Department of Health, “Aged Care Funding Instrument (ACFI): Answer Appraisal Pack”; Reference 

Bundle, Tab 17, 
5 Department of Health, “Aged Care Funding Instrument (ACFI): Answer Appraisal Pack”, ACFI 12 

Complex Health Care, pages 16-18; Reference Bundle, Tab 17, pages 1513-1515.  
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(g) technical equipment for continuous monitoring of vital signs including Continuous 

Positive Airway Pressure (CPAP).  

2.6 In October 2022, the government has announced that ACFI will be replaced with a new 

assessment tool called the Australian National Aged Care Classification (AN-ACC). Where 

ACFI assess the care a person needs, AN-ACC is designed to assess a person’s level of 

function for the purposes of assigning a level of funding. Providers are then responsible for 

assessing care needs and developing care plans. This change in assessment tool does not 

change the basic nature of person’s care needs. 

Aged Person  

2.7 The Applications refer to “aged person” and/or “elderly” as being the consumer, patient 

and/or client receiving aged care. Neither are the subject of definition in award or legislation. 

Given that fact, the following may be noted:  

(a) a person becomes eligible for the Age Pension between 66-67 years of age;6 

(b) a person becomes eligible for assessment for aged care (see below) at 65 years of 

age (50 years for Aboriginal or Torres Strait Islander people);7 and 

(c) a person becomes eligible for a NSW Seniors Card at 60 years of age.8 

  

6 See example, Service NSW, “Getting the Age Pension” (website): <https://www.nsw.gov.au/life-

events/retirement>; Reference Bundle, Tab 25, page 1743. 

7 My Aged Care, “My Aged Care: Am I eligible?” (website): <https://www.myagedcare.gov.au/>; Reference 

Bundle, Tab 23, page 1736.  

8 Service NSW, “Apply for a NSW Seniors Card or NSW Senior Savers Card” (website): 

<https://www.service.nsw.gov.au/transaction/apply-nsw-seniors-card-or-nsw-senior-savers-card>; 

Reference Bundle, Tab 24, page 1740. 
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3. THE AGED CARE SECTOR: RELEVANT EMPLOYEES AND INDUSTRIES IN THE 

AGED CARE SECTOR 

3.1 The Applications before the Commission are concerned with work value of aged care 

employees, nursing employees and home care employees covered under the awards. 

Those employees, collectively, work in the following industries: 

(a) the aged care industry; 

(b) the health industry; and 

(c) home care sector. 

3.2 The Aged Care Award defines the “aged care industry” as “the provision of accommodation 

and care services for aged persons in a hostel, nursing home, aged care independent living 

units, aged care serviced apartments, garden settlement, retirement village or any other 

residential accommodation facility”.9 That industry award covers employers and employees 

working in residential aged care. Employees covered by that award are described as “aged 

care employees” and include:  

(a) employees that provide general and administrative services; 

(b) employees that provide food services; and  

(c) personal care workers. 

3.3 The Nurses Award defines “health industry” as “employers in the business and/or activity 

of providing health and medical services and who employ nurses and persons who directly 

assist nurses in the provision of nursing care and nursing services”.10 That occupational 

award covers nurses and persons who directly assist nurses (collectively, nursing 

employees). As such, its coverage is not limited to the aged care sector.  

9 Aged Care Award, cl 3.1. 

10 Nurses Award, cl 4.2. 
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3.4 The SCHADS Award defines “home care sector” as “the provision of personal care, 

domestic assistance or home maintenance to an aged person or a person with a disability 

in a private residence”. That industry award covers employers and employees in, inter alia, 

the home care sector to the exclusion of any other modern award.11 Employers and home 

care employees may work in the aged care sector but are not covered by the Aged Care 

Award.12  

3.5 The work groups in the aged care sector consist of the following:  

(a) RNs;  

(b) ENs;  

(c) personal care workers / AIN;  

(d) kitchen or cookery;  

(e) laundry;  

(f) maintenance (gardeners, facility maintainers who could hold a trade or similar 

experience);  

(g) allied health; and  

(h) recreational/lifestyle workers.  

3.6 However, the composition of work groups may differ between providers depending on the 

service it is offering. 

  

11 SCHADS Award, cl 4.1 and 4.2. 

12 SCHADS Award, cl 4.2. 
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4. THE AGED CARE SECTOR: THE REGULATORY FRAMEWORK 

Legislative Framework  

4.1 Since 1997, there has been a nationally consistent approach to regulation of the aged care 

sector. The main law covering government-funded aged care is the Aged Care Act 1997 

(Cth) (the Act). It should be noted that aged care services are also provided through 

contractual arrangements outside of the Act. 

4.2 The Act sets out the rules for, inter alia, funding, regulation, standards, quality of care, rights 

of people receiving care and non-compliance of the Act and the quality standards. Several 

principles have also been established that provide further details on the rules created under 

the Act.13  

National Regulator 

4.3 The primary national regulator of aged care services, and the primary point of contact for 

consumers and provides in relation to quality and safety, is the Aged Care Quality and 

Safety Commission (ACQSC). The ACQSC has oversight of the following:  

(a) approval of all residential and home care providers; 

(b) aged care compliance activity; and 

(c) the administration of compulsory reporting of assaults by approved providers.14 

4.4 The powers and responsibilities of the national regulator are set out in the Aged Care 

Quality and Safety Commission Act 2018 (Cth) and Aged Care Quality and Safety 

Commission Rules 2018 (Commission Rules). 

13 See example, Accountability Principles 2014 (Cth), Approval of Care Recipients Principles 2014 (Cth), 

Approved Provider Principles 2014 (Cth), Quality of Care Principles 2014 (Cth), User Rights Principles 

2014 (Cth). 

14 Prior to 1 January 2020, the regulation of the aged sector was divided between the Department of 

Health, Australian Aged Care Quality Agency and the Aged Care Complaints Commissioner. 
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4.5 The Commonwealth Department of Health retains responsibility for some elements of aged 

care regulation, including regulation of funding claims. 

Assessment 

4.6 “My Aged Care” provides an entry point to government-funded aged care services for the 

general public. It is accessible via a website and/or call centre.  

4.7 An assessor from My Aged Care will refer a consumer to one of two assessments: 

(a) a home support assessment by the Regional Assessment Service (RAS) in order to 

access support through the Commonwealth Home Support Programme (CHSP); or 

(b) a comprehensive assessment with an Aged Care Assessment Team (ACAT) in 

order to access residential aged care and home care packages.  

4.8 During the assessment, the assessor will ask for information from the consumer’s doctor 

and/or other healthcare professionals. 

4.9 Following a referral for assessment, a tool used to assess the care needs of people in 

permanent residential aged care and allocate subsidies to residential aged care services is 

the Aged Care Funding Instrument (ACFI). The ACFI focuses on care needs that contribute 

to the costs of care.  

Recent Changes in Regulation 

4.10 This next section identifies and outlines some of the recent changes in regulation within the 

aged care sector, between 2019-2021, including the introduction of the following: 

(a) new Aged Care Quality Standards which emphasises “person-centred care”; 

(b) changes to the Commission Rules; 

(c) mandatory participation in the National Quality Indicator Program; and 

(d) the Serious Incident Response Scheme, together with mandatory reporting. 

4.11 We now address the changes in turn.  
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(a) Aged Care Quality Standards 

4.12 On 1 July 2019, the Aged Care Quality Standard (Quality Standards) took effect.  

4.13 The Quality Standards consist of eight standards with the “consumer dignity and choice” 

standard at the core. The eight Standards are:  

(a) Standard 1—consumer dignity and choice;  

(b) Standard 2—ongoing assessment and planning with consumers; 

(c) Standard 3—personal care and clinical care;  

(d) Standard 4—services and supports for daily living;  

(e) Standard 5—organisation’s service environment;  

(f) Standard 6—feedback and complaints;  

(g) Standard 7—human resources; and  

(h) Standard 8—organisational governance. 

4.14 The Quality Standards apply to all government-funded aged care services and were 

developed by the ACQSC to define what good aged care should look like.15 The primary 

difference between the Quality Standards developed by the ACQSC and the old standards 

is the emphasis upon “person-centred care”.16  

(b) Aged Care Quality and Safety Commission Rules 2018  

4.15 From 1 January 2020, the Commission Rules changed. This resulted in regulatory power 

being transferred to the ACQSC. This also resulted in a change to the regulatory 

arrangements of the following:17 

15 See Quality of Care Principles 2014 (Cth), Sch 2. 

16 See ACQSC, “Person-centred care” (website): <https://www.safetyandquality.gov.au/our-

work/partnering-consumers/person-centred-care>; Reference Bundle, Tab 10, 1348.  

17 ACQSC, “Key changes for providers from 1 January 2020: Aged Care Quality and Safety Commission 

Rules” (Fact Sheet); Reference Bundle, Tab 9, pages 1344.   
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(a) “Approved providers” of residential aged care services, home care services and 

short-term restorative care services. 

(b) “Service providers” of Commonwealth-funded aged care services (this includes 

CHSP and National Aboriginal and Torres Strait Islander Flexible Care Program 

(NATSIFACP) services). 

4.16 In summary, the regulatory changes include:18 

(a) arrangements for reporting about performance assessments are now more 

consistent (which includes an assessment of performance measure against the 

Quality Standards); 

(b) the ACQSC may identify areas for improvement that a provider must make to ensure 

the Quality Standards are complied with, and where necessary, direct the provider 

to revise its plan for continuous improvement; 

(c) changes to Notices of Non-compliance and enforceable sanctions processes; 

(d) risk-based monitoring and management of non-compliance is determined based on 

the nature of non-compliance and the level of risk to consumers; and 

(e) the quality audit process is more closely aligned to the process for site audits and 

review audits. 

(c) National Quality Indicator Program 

4.17 On 1 July 2019, the National Quality Indicator Program (QI Program) became mandatory 

(previously, this was voluntary) for all approved providers of residential care services. The 

program collects quality indicator data from residential aged care services every 3 months. 

18 ACQSC, “Key changes for providers from 1 January 2020: Aged Care Quality and Safety Commission 

Rules” (Fact Sheet); Reference Bundle, Tab 9, pages 1345-1346.    
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The purpose of that data collection is to provide an evidence base that can be used to 

improve the quality of services provided to care recipients.19  

4.18 With that implementation, approved providers of residential care were now required to 

provide information on three quality indicators to the Australian Department of Health. 

These are:  

(a) pressure injuries; 

(b) use of physical restraint; and  

(c) unplanned weight loss. 

4.19 From 1 July 2021, in addition to the above listed indicators, providers were also required to 

collect and report on falls and major injury indicators and medication management 

indicators (collectively, the 5 quality indicators).20 The 5 quality indicators are reported at 

a national and State and Territory level on the Australian Institute of Health and Welfare 

GEN Aged Care Data website.21  

(d) Serious Incident Response Scheme 

4.20 The Serious Incident Response Scheme (SIRS) is a national framework for incident 

management and reporting of serious incidents in residential aged care. It imposes 

obligations on residential aged care providers to manage and report on specific incidents 

and expands the powers of the ACQSC. 

4.21 The SIRS imposed two obligations upon residential aged care providers: 

19 Department of Health, “National Aged Care Mandatory Quality Indicator Program (QI Program)” 

(website): <https://www.health.gov.au/initiatives-and-programs/national-aged-care-mandatory-quality-

indicator-program-qi-program>; Reference Bundle, Tab 21, page 1522.   

20 See also, Accountability Principles 2014 (Cth) and Records Principles 2014 (Cth), which were expanded 

following the Aged Care Legislation Amendment (Quality Indicator Program) Principles 2021 (Cth) taking 

effect on 1 July 2021. 

21 Royal Commission Final Report, Volume 2, page 45. 
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(a) incident management obligations, namely, each provider must have a set of 

protocols, processes and standard operation procedures that staff are trained to 

use; and 

(b) reportable incident obligations for “Priority 1” and “Priority 2” reportable 

incidents.22  

4.22 Reportable incidents are reported to the ACQSC and, where appropriate, the police as well.  

4.23 The SIRS was introduced in two stages. From 1 April 2021, providers were required to have 

an incident management system in place and report on all Priority 1 incidents. From 1 

October 2021, providers were required to report on all Priority 2 incidents as well.23  

4.24 The Aged Care and Other Legislation Amendment (Royal Commission Response No 2) Bill 

2021 (Cth) is currently before the Senate, and if passed would extend the SIRS to the home 

care sector. 

  

22 ACQSC, “Serious Incident Response Scheme” (website): 

<https://www.agedcarequality.gov.au/sirs#what-is-the-serious-incident-response-scheme-sirs-?>; 

Reference Bundle, Tab 11, 1352-1354.   

23 ACQSC, “Serious Incident Response Scheme” (website): 

<https://www.agedcarequality.gov.au/sirs#what-is-the-serious-incident-response-scheme-sirs-?>; 

Reference Bundle, Tab 11, 1355.   
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5. THE AGED CARE SECTOR: FUNDING  

5.1 The Australian Government is the major funder of aged care, with aged care consumers 

contributing to the cost of their care where able to do so. Australian Government 

expenditure for aged care throughout 2020–21 totalled $23.6 billion, an increase of 11.4 

per cent from the previous year. 24 By reference to type of care, that expenditure is broken 

down as follows:25 

(a) Residential Care - $14.1 billion; 

(b) Home Care - $4.2 billion; 

(c) Basic support at home - $3.5 billion; 

(d) Flexible and short-term aged care - $0.7 billion; and 

(e) Other aged care support - $1.1 billion.  

5.2 In 2019-20 the federal government subsidised: 

(a) 1,452 CHSP providers; 

(b) 920 home care providers;  

(c) 845 residential care providers;26 and 

(d) with regards to funding provided to residential aged care facilities, employee 

expenses in 2019-20 were $13,965.1 million and made up 66% of the proportion of 

residential care provider total expenses. 27 

24 Department of Health, 2020-21 Report on the Operation of the Aged Care Act 1997, page 10; Reference 

Bundle, Tab 4, 433.   

25 Department of Health, 2020-21 Report on the Operation of the Aged Care Act 1997, page 11; Reference 

Bundle, Tab 4, page 434.   

26 Aged Care Financing Authority, Ninth Report on the Funding and Financing of the Aged Care Industry 

(July 2021), page 6; Reference Bundle, Tab 1, page 16.   

27 Aged Care Financing Authority, Ninth Report on the Funding and Financing of the Aged Care Industry 

(July 2021), page 73; Reference Bundle, Tab 1, page 83.    
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5.3 In home care, the staffing expenses make up an estimated 65% of provider expenses.28 

Similar data on how funding is allocated is not available for CHSP. 

  

28 Estimate based upon the total wages and salaries - care staff and a proportion of the subcontracted 

customer services data from the Aged Care Financing Authority, Eighth report on the Funding and 

Financing of the Aged Care Sector July 2020, page 48; Reference Bundle, Tab 2, page 228.   
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6. THE AGED CARE SECTOR: AGED CARE SERVICES  

6.1 The two main types of government-funded services are: 

(a) residential aged care services; and 

(b) home based care: 

(i) CHSP; and 

(ii) Home Care Packages (HCP). 

6.2 In 2020–21, approximately 1.5 million people received some form of aged care, with the 

majority receiving home-based care. By reference to category of care, that number breaks 

down as follows: 29 

(a) 825,383 people received home support through the CHSP; 

(b) 212,293 people received care through a HCP; 

(c) 67,775 people received residential respite care, of whom 39,404 (approximately 

58.1 per cent) were later admitted to permanent care; and 

(d) 243,117 people received permanent residential aged care. 

6.3 For completeness, non-government funded services include private home care, supported 

and assisted living complexes or Supported Residential Services / Supported Residential 

Facilities.  

6.4 This next section will set out the structure of each category and expand upon the type of 

“care” provided under each service.  

(a) Residential Aged Care  

6.5 Residential aged care provides support and accommodation for older people who are 

unable to continue living independently in their own homes and who need ongoing help with 

29 Department of Health, 2020-21 Report on the Operation of the Aged Care Act 1997, page 13; Reference 

Bundle, Tab 4, page 436.   
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everyday tasks. It includes accommodation and personal care 24 hours a day, as well as 

access to nursing and general health care services. 

(i) Access and Assessment 

6.6 Historically, persons in residential care were classified as “higher” or “lower” needs 

depending on the level of care required through the (now defunct) Consumer Classification 

Scale. The classification had an impact upon the amount of funding a provider is given to 

support the consumer. 

6.7 Now, consumers are assessed by the ACAT which determines the most appropriate type 

of care for the consumer in the aged care sector, namely, whether the consumer needs 

higher levels of care than can be provided in the home. Residential care is provided on 

either a permanent or a temporary (respite) basis.  

6.8 An ACFI assessment is then undertaken by the provider which then determines the level of 

funding a provider will receive for the consumer. 

6.9 A person who has been assessed as eligible to receive residential aged care may be 

admitted to any residential aged care home of their choice, provided that the aged care 

home has an available place, agrees to admit them, and is able to meet the required care 

needs of that person.30 

(ii) Services and Environment 

Services 

6.10 Under the Quality of Care Principles 2014 (Cth), made under s 96‑1 of the Act, approved 

providers of residential aged care must provide a range of care and services to residents, 

whenever they may need them. The type of care and services provided include:31 

30 Department of Health, 2020-21 Report on the Operation of the Aged Care Act 1997, page 52; Reference 

Bundle, Tab 4, page 475.   

31 Department of Health, 2020-21 Report on the Operation of the Aged Care Act 1997, page 52; Reference 

Bundle, Tab 4, page 475.     

5435



(a) hotel-like services (for example, bedding, furniture, toiletries, cleaning and meals); 

(b) personal care (for example, showering, dressing and assisting with toileting); 

(c) clinical care (for example, wound management, administering medication and 

nursing services); and 

(d) social care (for example, recreational activities and emotional support). 

6.11 All care and services are required to be delivered in accordance with the resident’s care 

needs and clearly outlined in their resident agreement and care plan.32 

Environment  

6.12 The broad architecture of residential aged care facilities has changed over the last 20 years. 

There has been progressive movement away from institutional ward based (hospital style 

accommodation) and shared facilities towards individual rooms (with ensuites etc). It is now 

more common than not, for residential aged care facilities to have individual rooms. 

(iii) Providers 

6.13 Approved providers of residential aged care can be from a range of sectors, including 

religious, charitable, community, for-profit and government. All providers must be approved 

under the Act and are required to adhere to the Quality Standards when delivering care. 33  

6.14 As at 30 June 2021, there were 2,704 residential aged care services, operated by 830 

approved residential aged care providers.34 

  

32 Department of Health, 2020-21 Report on the Operation of the Aged Care Act 1997, page 52; Reference 

Bundle, Tab 4, page 475.     

33 Department of Health, 2020-21 Report on the Operation of the Aged Care Act 1997, page 52; Reference 

Bundle, Tab 4, page 475.     

34 Department of Health, 2020-21 Report on the Operation of the Aged Care Act 1997, page 52; Reference 

Bundle, Tab 4, page 475.     
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(iv) Average age of Entry; and  

(v) Residential Aged Care Statistics 

6.15 The following statistics relate to residential aged care in 2020-21: 35 

(a) 243,117 people received permanent residential aged care at some time during the 

year, an increase of 1,246 from 2019–20; 

(b) the average age (on entry) was 82.9 years for men, 85 years for women;  

(c) the average completed length of stay was 36 months. 

6.16 On 30 June 2021, there were 183,894 people receiving permanent residential aged care. 36 

The following table breaks that number down by state: 37 

State/territory Permanent residents 

NSW 60,287 

Vic 47,495 

Qld 36,273 

WA 16,334 

SA 16,233 

Tas 4,516 

ACT 2,267 

NT 489 

Australia 183,894 

 

35 Department of Health, 2020-21 Report on the Operation of the Aged Care Act 1997, page 53; Reference 

Bundle, Tab 4, page 53.   

36 Department of Health, 2020-21 Report on the Operation of the Aged Care Act 1997, page 53; Reference 

Bundle, Tab 4, page 53.   

37 Department of Health, 2020-21 Report on the Operation of the Aged Care Act 1997, page 53; Reference 

Bundle, Tab 4, page 53.   
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6.17 Almost all persons living in permanent residential care are assessed as having some care 

needs for activities of daily living and complex health care, and 96% of people had some 

care needs for cognition and behaviour.38 

6.18 Data from the StewartBrown Aged Care Financial Performance Survey Sector Report - 

June 2021 shows that 56% of residential aged care providers across metropolitan, regional, 

and remote locations are operating at a loss.39 

6.19 Since 2003, there has been an increase in the proportion of personal care workers and a 

slight decrease in the proportion of RNs and ENs within the total workforce in residential 

aged care.40 

(b) Home Care  

6.20 Home care employees are more likely to work without direct supervision and the work 

performed may vary within guidelines and procedure. The nature of the work requires the 

home care employee to provide services to the consumer direct in the consumer’s home in 

accordance with the consumer’s care plan. All home care employees operate within 

established guidelines and procedures. 

6.21 Home care employees escalate matters outside of their scope of work to a case manager 

or team leader for instruction and guidance.  

  

38 Australian Institute of Health and Welfare, “People’s care needs in aged care” (website): 

<https://www.gen-agedcaredata.gov.au/Topics/Care-needs-in-aged-care>; Reference Bundle, Tab 12, 

page 1363.   

39 StewartBrown Aged Care Financial Performance Survey Sector Report (June 2021), page 12; Reference 

Bundle, Tab 8, pages 1322.  

40 The 2016 Aged Care Workforce census and survey report undertaken by the National Institute of Labour 

Studies (NILS) research team shows in 2003 RNs were 21.4% of the direct care workforce; this decreased 

to 16.8% in 2007, and to 14.7% in 2012, and that it increased to 14.9% in 2016. The latest census and 

survey, the 2020 Aged Care Workforce Census Report, indicates nurses 23% of direct care workers and 

personal care workers compromise of 70%.  

5438



(A) CHSP 

(i) Access and Assessment 

6.22 To access the CHSP, people are first assessed by RAS, or an ACAT, to determine their 

eligibility and service requirements. 

(ii) Services and Environment  

Service 

6.23 The CHSP consists of four broad sub-programs: 

(a) community and home support; 

(b) care relationships and carer support; 

(c) assistance with care and housing; and 

(d) service system development. 

6.24 The services provided under the CHSP are diverse and include:  

(a) allied health and therapy services;  

(b) domestic assistance;  

(c) goods, equipment and assistive technology;  

(d) home maintenance;  

(e) home modifications;  

(f) meals and other food services;  

(g) nursing; 

(h) personal care;  

(i) social support;  

(j) specialised support services;  

(k) transport;  
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(l) centre-based respite; and 

(m) flexible respite and cottage respite.41 

Environment 

6.25 Home care environments are more variable as the care is undertaken in the consumer’s 

home. 

(iii) Providers 

6.26 In 2020–21, a total of 1,432 aged care organisations were funded to deliver CHSP home 

support services to clients. CHSP providers include government, non-government and not-

for-profit organisations.42  

6.27 Providers that deliver CHSP are not required to be “approved providers”.  

(iv) Average age of Entry 

6.28 As at 2020-21, the average age of access to the CHSP was 80.2 years.43 

(B) HCP 

(i) Access and Assessment 

6.29 To access a HCP, people are first assessed by an ACAT, which determines eligibility. Once 

assessed as eligible for home care, a person is placed on the National Priority System and 

is offered a HCP when one becomes available.44 

  

41 Royal Commission Final Report, Volume 2, page 17; Reference Bundle, Tab 7, page 1069.   

42 Department of Health, 2020-21 Report on the Operation of the Aged Care Act 1997, page 34; Reference 

Bundle, Tab 4, page 457.   

43 Department of Health, 2020-21 Report on the Operation of the Aged Care Act 1997, page 34; Reference 

Bundle, Tab 4, page 457.   

44 Department of Health, 2020-21 Report on the Operation of the Aged Care Act 1997, page 38; Reference 

Bundle, Tab 4, page 461. 
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(ii) Services and Environment 

Service 

6.30 The HCP Program has four levels:  

(a) Level 1—to support people with basic care needs;  

(b) Level 2—to support people with low care needs;  

(c) Level 3—to support people with intermediate care needs; and  

(d) Level 4—to support people with high care needs. 45 

6.31 Under a HCP, a range of personal care, support services, clinical services and other 

services are tailored to meet the assessed needs of the consumer. 

6.32 Services that may form part of a HCP include: 

(a) support services, such as help with washing and ironing, house cleaning, gardening, 

basic home maintenance, home modifications related to care needs, transport to 

help with shopping, doctor visits or attending social activities; 

(b) personal services, such as help with showering or bathing, dressing and mobility; 

(c) care-related services, such as nursing and other health support, including 

physiotherapy (exercise, mobility, strength and balance), services of a dietitian 

(nutrition assessment, food and nutrition advice, dietary changes) and hearing and 

vision services; and  

(d) care management, such as coordinating care and services. 46 

  

45 Royal Commission Final Report, Volume 2, page 18; Reference Bundle, Tab 7, page 1070; see also 

Department of Health, 2020-21 Report on the Operation of the Aged Care Act 1997, page 38; Reference 

Bundle, Tab 4, page 461.   

46 Royal Commission Final Report, Volume 2, page 18; Reference Bundle, Tab 7, page 1070.   
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Environment 

6.33 Home care environments are more variable as the care is undertaken in the consumer’s 

home. 

(iii) Providers 

6.34 HCPs are delivered by service providers who have been approved under the Act. This 

approval requires providers to comply with conditions relating to quality of care, consumer 

rights and accountability. 

(iv) Average Age of Entry 

6.35 In 2020–21, the average age of access to a HCP was 81 years.47 

(v) HCP Statistics  

6.36 As at 30 June 2021, there were 176,105 people who were in a HCP. This was an increase 

of 33,669 (or 23.6 per cent) from 30 June 2020 (142,436). The number of people in a Level 

3 or 4 HCP grew from 67,176 at 30 June 2020 to 87,680 at 30 June 2021, an increase of 

30.5 per cent.48 

  

47 Department of Health, 2020-21 Report on the Operation of the Aged Care Act 1997, page 39; Reference 

Bundle, Tab 4, page 462. 

48 Department of Health, 2020-21 Report on the Operation of the Aged Care Act 1997, page 39; Reference 

Bundle, Tab 4, page 462. 
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6.37 The below table sets out the number of people in Australia in a HCP between 2017-2021:49  

State/territory 2017 2018 2019 2020 2021 

NSW 23,403 30,418 35,863 48,270 59,283 

Vic 18,541 23,449 27,776 39,425 50,011 

Qld 13,293 18,514 21,562 27,560 32,389 

WA 6,752 8,246 8,999 11,049 13,911 

SA 5,609 6,855 7,758 10,254 13,597 

Tas 1,907 2,330 2,626 3,428 4,060 

ACT 1,141 1,316 1,464 1,810 2,079 

NT 777 719 659 640 775 

Australia 71,423 91,847 106,707 142,436 176,105 

  

49 Department of Health, 2020-21 Report on the Operation of the Aged Care Act 1997, page 7; Reference 

Bundle, Tab 4, page 430. 
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7. THE AGED CARE SECTOR: AGED CARE CONSUMER STATISTICS 

7.1 The following statistics provide an overview of the current composition of the following: 

(a) the consumer of aged care; and 

(b) the workforce in aged care. 

(a) The Consumer 

(i) Average age 

7.2 The average age on admission to permanent residential aged care was 83 years for men 

and 85 years for women. For entry to a home care package the average was 81 years for 

both men and women.50 

(ii) General 

7.3 The following observations of the demographic were made in the Royal Commission: 

(a) increasing frailty; 

(b) longer life span; and 

(c) increased prevalence of dementia.51 

7.4 Aged care consumers with complex health care needs under ACFI rose from 13% in 2009 

to 52% in 2019.52 The aged care sector is facing caring for an ageing population with 

increasing frailty. 

(iii) Dementia 

7.5 As of 2019, it is estimated that around 50% of persons in residential care have been 

diagnosed with a form of dementia.53 

50 Department of Health, 2020-21 Report on the Operation of the Aged Care Act 1997, page 13; Reference 

Bundle, Tab 4, page 436.   

51 Royal Commission Final Report, Volume 2, page 5; Reference Bundle, Tab 7, page 1057.   

52 Royal Commission Final Report, Volume 2, page 22; Reference Bundle, Tab 7, page 1074.   

53 Royal Commission Final Report, Volume 1, 92; Reference Bundle, Tab 6, page 788.   
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7.6 In 2021, there were an estimated 386,000 Australians with dementia, over 40 per cent of 

whom were aged 85 years and over.  

7.7 As at 30 June 2021, just over half of all residential aged care residents with an ACFI 

assessment had a diagnosis of dementia. 

(b) Workforce  

(i) Size  

7.8 The aged care workforce numbers over 370,000 and includes nurses, care workers, and 

allied health professionals, as well as management, administrative and ancillary staff.54  

(ii) Qualifications  

7.9 The minimum qualification requirements range from no formal training through to post-

graduate degree subject to the position held within the aged care sector.  

7.10 For example: 

(a) By reference to the Aged Care Award, SCHADS Award and Nurses Award, a person 

can commence work as either a personal care worker or AIN without any prior 

qualification or experience. An experienced AIN is required to obtain a Certificate 

III.  

(b) An EN is required to attain a Diploma of Nursing.  

(c) A RN is required to attain a Bachelor of Nursing.  

(d) A nurse practitioner (NP) is to complete a Master’s Degree.  

7.11 Despite the awards providing for entry-level positions, the majority of personal care workers 

hold a Certificate III in individual support (or equivalent).55 This is the result of a shift over 

54 Department of Health, 2020-21 Report on the Operation of the Aged Care Act 1997, page 15; Reference 

Bundle, Tab 4, page 438.   

55 Department of Health, 2020 Aged Care Workforce Census Report, pages 6 and 45; Reference Bundle, 

Tab 3, page 346 and 385.   
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the past two decades, driven by employers and providers, to require personal care workers 

to have a Certificate III or undertake a traineeship to gain the qualification in order to be 

able to perform their role. 

(iii) Internal Training 

7.12 Over the last two decades, the internal training practice of employers has evolved within 

the aged care sector. 

7.13 It is standard practice for providers to offer internal training. This training may include a 

combination of the following: 

(a) elder abuse; 

(b) infection control; 

(c) dementia care; 

(d) wound care; 

(e) palliative care; 

(f) diversity awareness; 

(g) medications; and 

(h) falls risk.  

(iv) Roster 

7.14 The rosters in residential aged care operate over 24 hours per day, 7 days per week. In 

residential care (unless the facility is a hostel or with low needs) a RN is generally rostered 

on each shift. 

8. THE AGED CARE SECTOR: AGED CARE WORK  

8.1 This section will address the work performed by employees within the aged care sector.  
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8.2 First, we will set out some features of the work performed that generally apply across both 

residential aged care and home care settings, differentiations will be made where 

appropriate. The following categories will be addressed: 

(a) care plans; 

(b) acute condition care; 

(c) engagement with clients’ family members; and  

(d) technology. 

8.3 Second, we will turn to the scope of duties of aged care employees, nursing employees and 

home care employees working in the aged care sector, respectively.  

Common Features  

(a) Care plans  

(i) Overview 

8.4 Care plans are produced in both residential aged care and home care settings. They are 

developed after an assessment of the following: 

(a) the individual’s needs, goals and preferences;  

(b) the types of services the consumer will receive to meet those needs;  

(c) who will provide the services; and  

(d) when services will be provided.  

8.5 Care plans are developed in conjunction and consultation with the consumer and their 

family/responsible person (if applicable). 

8.6 The person responsible for organising and overseeing the development of the care plan 

differs between the two settings: 

(a) In home care, a care plan (also referred to as a “written plan of the care and 

services”) is organised by a case manager and reviewed every 12 months.  
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(b) In residential aged care, a care plan (sometimes referred to as a “nursing care plan”) 

is organised by and through a RN. Any changes to the care plan in that setting 

require authorisation by the RN.  

(ii) Care plans for HCP 

8.7 An approved provider of home care must give to a care recipient a “written plan of the care 

and services” that the care recipient will receive either before the care recipient commences 

receiving home care or within 14 days after the care recipient commences receiving home 

care.56 

8.8 A person’s care plan should include: 

(a) their goals, needs and preferences; 

(b) the services that you will provide or organise; 

(c) who will provide the services; 

(d) when services will be provided, such as frequency, days and times; 

(e) care management arrangements; 

(f) how involved the person will be in managing their package; and 

(g) how often you will do formal reassessments. 

(b) Acute Condition Care 

8.9 In both residential aged care and home care settings, consumers are transferred to hospital 

when clinically indicated as needing acute care. 

8.10 The general process is that the consumer’s doctor is consulted with in order to make the 

decision to transfer a consumer to the hospital: 

56 User Rights Principles 2014 (Cth), s 19AD.  
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(a) In the residential setting, this is undertaken in conjunction with the manager of the 

service or a RN.  

(b) In the home care setting, this is undertaken in conjunction with the case manager. 

8.11 In an emergency situation, which is quite rare, the decision is made without the consultation 

of a doctor.  

(c) Engagement with Clients’ Family Members 

8.12 Providers and facilities have policies and procedures regarding communication and 

engagement with a consumer’s family, which as a general proposition involves the RN (in 

residential care settings), or the Case Manager (in home care) communicating incidents, 

deterioration or changes in medication. 

8.13 There are generally four circumstances in which a care worker engages with family 

members of a consumer: 

(a) incident at facility; 

(b) deterioration in health of consumer; 

(c) complaint made by a family member; and 

(d) informally at time of visitation and/or at the time of the home care appointment. 

8.14 However, as to the first three circumstances, a care worker is trained as to who the request 

should be directed to (namely, manager, RN and/or emergency authorities). It is not the 

responsibility of the care worker to provide the family members information about the 

consumer that is outside of their scope of work.  

(d) Technology 

8.15 Over the last two decades, there has been an introduction of new digital technologies in the 

aged care sector which has replaced previous paper methods. This includes: 

(a) care management and reporting systems/applications; 

(b) electronic medication charts/medication management systems; 
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(c) rostering systems/applications; and 

(d) online training systems.  

8.16 Over the last two decades, there has also been an increase in the availability of assistive 

technologies such as mechanical aids.57 

Aged Care Employees 

8.17 This next section sets out the scope of duties of aged care employees covered under the 

Aged Care Award.  

Personal Care Worker 

8.18 The work of a personal care worker generally consists of the following: 

(a) help consumers with dressing at start and end of day;  

(b) social interaction; 

(c) assist consumers with showering, toilet, etc; 

(d) assist consumers with the function of eating; 

(e) assist consumers with position change, movement and exercise; and 

(f) documenting and reporting on (a)-(e).  

8.19 The work performed is in accordance with the consumer’s care plan. 

8.20 There is an expectation that personal care workers are attuned to each individual’s needs 

and preferences as they undertake their role. The psycho-social and physical interactions 

with the consumers are an important part of the work being performed and the wellbeing of 

the consumer. 

8.21 Over the last two decades, due to an increase in consumers with higher needs as a 

proportion of the consumers in care, personal care workers now assist consumers, by:  

57 Also referred to as “technological aids”. 
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(a) helping consumers with dressing at start and end of day;  

(b) assisting consumers with showering and toileting; 

(c) assisting consumers with the function of eating; and. 

(d) assisting consumers with position change, movement and exercise. 

8.22 Outside of those activities, the level of engagement with a consumer is as follows: 

(a) consumers in their rooms (subject to cognitive needs); 

(b) consumers remain in a communal area and participates in activities with other 

consumers, with minimal (if any) assistance provided by the personal care worker; 

or 

(c) consumers may be transported, by the personal care worker, as part of a small 

group of consumers to participate in an activity outside of residential facility, such 

as to the movies, shopping or gardens.  

8.23 Over the last two decades, there has been a progressive focus upon improving the social 

wellbeing of consumers through recreational activities.  

Food Services  

8.24 Over the last two decades, the role of a cook and kitchen hand has not transformed to any 

dramatic degree. A cook’s role generally consists of the following: 

(a) preparing ingredients; 

(b) undertaking basic cooking of meals and food items in line with food safety 

guidelines; 

(c) preparing meals and food items in line with consumer care and service plan; and 

(d) cleaning. 

8.25 The preparation with respect to menu and meal preparation has increased over the past 

decade. Food services employees are meeting the expectation for consumer choice with 
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respect to meals and catering to individual needs (for example, dietary and physical 

limitations).  

General and Administrative Services 

8.26 Over the last two decades, the role of laundry and cleaning staff has not changed, save for 

an increase in clothes and linen quantities and an easing in the physicality of the work with 

the assistance of technology. 

8.27 The role of a laundry staff generally consists of the following: 

(a) collection of consumer linen to be laundered (including clothes and bedding); 

(b) operating machinery;  

(c) pre-washing and/or pre-cleaning soiled linen; 

(d) washing and drying with laundry machines;  

(e) sorting linen; and 

(f) distribution of laundered items throughout the facility.  

8.28 The role of cleaning staff generally consists of cleaning and sanitising surfaces, rooms and 

areas within a residential aged care facility. The onset of the pandemic resulted in more 

regulated practice with respect to infection control, particularly during peak periods.  

8.29 Over the last two decades, the role of maintenance staff has not transformed. The role of a 

maintenance staff generally consists of the following: 

(a) upkeep of grounds and facilities; 

(b) organising contractors; 

(c) setting up rooms and equipment; and 

(d) reporting damaged equipment of consumers. 
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Nursing Employees 

8.30 This section sets out the scope of duties of nursing employees covered under the Nurses 

Award. 

AIN 

8.31 The duties of an AIN is consistent with a personal care worker (see above). As such, an 

AIN may be interchangeably referred to as a personal care worker. They are not required 

to hold a minimum qualification, but to be classified as an “Experienced” AIN they are 

required to hold a relevant Certificate III qualification.58  

8.32 The scope of duties is limited to personal and domestic care. It does not extend to clinical 

care.  

EN 

8.33 An EN provides nursing care under the supervision of a RN.59 An EN cannot work without 

supervision. Supervision may be direct or indirect. Their duties include assisting consumers 

with personal and domestic care. In addition to those duties, ENs contribute to the clinical 

care needs of the consumer (in a limited respect).  

8.34 Typical duties include: 

(a) regularly recording patients’ temperature, pulse, blood pressure, respiration and so 

on; 

(b) providing interventions, treatments and therapies from patient care plans; 

(c) assisting RNs and other team members with health education activities; and 

58 See Nurses Award, cl 15.2.  

59 See NMBA, “Registered nurse standards for practice” (1 June 2016), page 6; Reference Bundle, Tab 28, 

page 1764.   
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(d) helping patients with their activities of daily life.60 

8.35 ENs with medication administration education can administer medications, including 

intravenous medications. However, ENs cannot administer medicines via intrathecal, 

intradermal or epidermal. 

8.36 The latest data from the Nursing and Midwifery Board of Australia (NMBA) shows there are 

currently 74,059 ENs in Australia. 61 

RNs 

8.37 The RN is generally the most senior employee providing nursing care within a residential 

aged care facility. The RN performs a clinical role and has more responsibility than an EN.  

8.38 Typical duties include: 

(a) assessing patients; 

(b) developing a nursing care plan; 

(c) administering medicine; 

(d) providing specialised nursing care; 

(e) working in multidisciplinary teams; 

(f) supervising enrolled nurses and junior RNs; 

(g) undertaking regular professional development; and 

(h) performing leadership roles such as nursing unit manager or team leader. 62 

60 Department of Health, “About Nurses and Midwives” (website): <https://www.health.gov.au/health-

topics/nurses-and-midwives/about>; Reference Bundle, Tab 16, page 1495.   

61 NMBA, 2020/21 Annual Report; page 25; Reference Bundle, Tab 5, page 563.    

62 Department of Health, “About Nurses and Midwives” (website): <https://www.health.gov.au/health-

topics/nurses-and-midwives/about>; Reference Bundle, Tab 16, page 1495.   
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8.39 A RN may delegate aspects of their nursing practice to another person such as an EN or 

AIN; this is described as “delegated care”. The following description of “delegation” is set 

out in the “Registered Nurse Standards for Practice”: 

“The RN who is delegating retains accountability for the decision to delegate. They are also 

accountable for monitoring of the communication of the delegation to the relevant persons 

and for the practice outcomes. Both parties share the responsibility of making the delegation 

decision, which includes assessment of the risks and capabilities. In some instances 

delegation may be preceded by teaching and competence assessment.” 63 

8.40 It is not uncommon for Case Managers in a home care setting to be qualified as a RN.  

8.41 The latest data from the NMBA shows there are currently 345,149 RNs in Australia. 64 

NP  

8.42 A NP is an experienced RN who has been endorsed as a “nurse practitioner” by the NMBA. 

They can practice independently in an advanced and extended clinical role and can 

prescribe some medicines. 65 

8.43 Most NPs are employed by state and territory governments in acute care settings. NPs are 

also employed in private settings, either as an employee or in their own practice. 66 

8.44 The latest data from the NMBA shows there are currently 2,251 NPs in Australia.67 

63 See NMBA, “Registered nurse standards for practice” (1 June 2016), page 6; Reference Bundle, Tab 28. 

See also NMBA, “National framework for the development of decision-making tools for nursing and 

midwifery practice” (2013); Reference Bundle, Tab 27, pages 1753-1758.   

64 NMBA, 2020/21 Annual Report, page 25; Reference Bundle, Tab 5, page 563.  

65 Department of Health, “About Nurses and Midwives” (website): <https://www.health.gov.au/health-

topics/nurses-and-midwives/about>; Reference Bundle, Tab 16, page 1495.   

66 Department of Health, “About Nurses and Midwives” (website): <https://www.health.gov.au/health-

topics/nurses-and-midwives/about>; Reference Bundle, Tab 16, page 1496.   

67 NMBA, 2020/21 Annual Report, page 25; Reference Bundle, Tab 5, page 563. 
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Home Care Employees 

8.45 Home care employees are covered under the SCHADS Award. The scope of their duties is 

equivalent to a personal care worker under the Aged Care Award (see above). The role 

does not include clinical care. They work under the supervision of a Case Manager, which 

supervision is provided indirectly due to the nature of the work.  

8.46 A notable difference between personal care workers in residential care and home care 

employees in home care, is that home care employees spend a significant proportion of 

their time providing domestic assistance, which may include task such as cleaning, laundry, 

shopping and meals preparation. 

Conclusion: The Aged Care Sector  

8.47 The above summary of the different aspects of the aged care sector, in particular the nature 

of the work completed by aged care, nursing and home care employees, provides the 

necessary background and context for assessing work value reasons.  
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1. THE LEGAL PRINCIPLES AND AUTHORITIES THAT INFORM THE APPROACH BY 

WHICH MINIMUM RATES ARE “PROPERLY SET” 

Introduction 

1.1 Prior to varying the minimum rates in the awards, the Commission must form a view as to 

whether the minimum rates were ever “properly set”. The decision in the Pharmacy Case 

suggests and the decision in the Teachers Case confirms that the exercise of properly set 

minimum rates involves considering the C10 framework and the AQF. For completeness, it 

is useful to refresh the genesis of the C10 framework in the 1989 National Wage Cases, as 

well as summarise the principles governing the process as set out in the Paid Rates Review 

decision1 and summarised in ACT Child Care Decision.  

Historical Genesis  

1.2 Arising out of the restructuring and structural efficiency principles in the 1980s, the 

Australian Industrial Relations Commission (AIRC) turned its attention in 1989 to how 

minimum rates should be properly set.  

1.3 It did this to cure a number of historical events that contributed to wage instability and 

“feelings of injustice”2: paid rates awards, a history of “leap frogging”, “flow-on” settlements 

and arbitrated and consent work value cases. This played out in the National Wage Case 

February 1989 Review3 and National Wage Case August 1989.4  

1.4 In the National Wage Case February 1989 Review, the Australian Council of Trade Unions 

(ACTU) produced a “blueprint” for award restructuring which it considered would "facilitate 

major and sustainable award reform on a general basis, with a clear understanding of award 

relationships one to another and with the necessary level of control by this Commission".5 

1.5 The ACTU contended that “award restructuring” should involve three steps: 

"First, Raise the minimum rate in minimum rates awards to ensure that the restructuring is 

on an equitable base (Minimum Rate) 

Second, Broadbanding by establishing across industry six to eight skill levels (The 

Framework) 

Third, Provide the means by which upward mobility occurs through education, training and 

service (The Career Structure)".6 

1 Paid Rates Review (Print Q7661) [1998] AIRC 1413 (20 October 1998) (Paid Rates Review decision). 
2 National Wage Case February 1989 Review (1989) 27 IR 196 at 201. 
3 National Wage Case February 1989 Review (1989) 27 IR 196. 
4 National Wage Case August 1989 (1989) 30 IR 81. 
5 National Wage Case February 1989 Review (1989) 27 IR 196 at 197.  
6 National Wage Case February 1989 Review (1989) 27 IR 196 at 197. 
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1.6 The employers “strongly opposed” the proposals of the ACTU. The reasons for that 

opposition were several and included, inter alia, concerns that such a process “would result 

in a rigid system which would deny the flexibility needed to meet differing rates of 

technological change in disparate industry sectors”. 7 

1.7 Despite the concerns raised, the AIRC formed a view that the existing system needed to be 

“corrected” to ensure the intended purpose of the structure efficiency principle - namely, to 

modernise awards in the interests of employees and employers - is not reduced in effect. 

As such, steps need to be taken to “ensure stability”. 8  

1.8 The AIRC “endorse[d] in principle the approach proposed by the ACTU though not 

necessarily the particular award relationships submitted in [that] case”. 9 

1.9 In the National Wage Case August 1989, the AIRC addressed “how the approach endorsed 

in principle by the Commission for ensuring stable relationships between awards and their 

relevance to industry is best translated into practice”.10 

1.10 The ACTU sought specific endorsement of the classification rates and supplementary 

payments, which referred to a “Building industry tradesperson” and “Metal industry 

tradesperson” with a minimum classification rate of $356.30.11 The approach proposed by 

the ACTU was endorsed by the trade union movement and support by the Commonwealth. 

The employers continued to hold opposition. 12 

1.11 The AIRC ultimately held: 

(a) The minimum classification rate to be established over time for a metal industry 

tradesperson and a building industry tradesperson should be $356.30 per week. 

Further, “the minimum classification rate of $356.30 per week would reflect the final 

effect of the structural efficiency adjustment determined by this decision”. 13 

(b) “Minimum classification rates and supplementary payments for other classifications 

throughout awards should be set in individual cases in relation to these rates on the 

basis of relative skill, responsibility and the conditions under which the particular 

work is normally performed. The Commission will only approve relativities in a 

particular award when satisfied that they are consistent with the rates and relativities 

7 National Wage Case February 1989 Review (1989) 27 IR 196 at 200. 
8National Wage Case February 1989 Review (1989) 27 IR 196 at 201. 
9 National Wage Case February 1989 Review (1989) 27 IR 196 at 201. 
10 National Wage Case August 1989 (1989) 30 IR 81 at 84. 
11 National Wage Case August 1989 (1989) 30 IR 81 at 92-93. 
12 National Wage Case August 1989 (1989) 30 IR 81 at 92-93. 
13 National Wage Case August 1989 (1989) 30 IR 81 at 94. 
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fixed for comparable classifications in other awards. Before that requirement can be 

satisfied clear definitions will have to be established.” 14 

(c) Settled upon “appropriate relativities” for the minimum classification by reference to 

“key classifications” in the Metal Industry Award. 15 

(d) The minimum rates should not include “supplementary payments” or “amounts for 

disabilities”, such inclusion would result in “over” payment. Those amounts should 

be separated out.16 

(e) “To achieve a proper and lasting reform of awards it is essential that the structural 

efficiency exercise and the proper fixation of minimum award rates be treated as a 

package”. 17 

1.12 By the National Wage Case August 1989,18 the Commission settled upon the 

“tradesperson” in the Metal Industry as the benchmark classification for the purposes of 

determining appropriate relativities. That classification structure in the Metals Award ranged 

from the minimum wage C14 level through to degree qualification at C1 level. Hence its 

utility as a benchmark.  

1.13 Following that determination of the minimum classification and the rates for other key 

classifications, the AIRC turned to consider the implementation arrangements for the wage 

increases (“minimum rate adjustments”) necessary to give effect to it conclusions.19 It stated 

the objectives of the reforms it wished to implement as follows: 

“These exercises provide an opportunity for the parties to display the maturity 

required to overcome the wage instabilities with which the community is only too 

familiar. It also provides the opportunity to take an essential step towards 

institutional reform which is a prerequisite to a more flexible system of wage fixation. 

As part of that future we envisage that minimum classification rates will not 

alter their relative position one to another unless warranted on work value 

grounds.”20 

1.14 Later in the decision the AIRC discussed whether, in the light of the establishment of the 

structural efficiency principle, any of the other wage fixing principles should be modified. 

The AIRC decided that “structural efficiency exercises should incorporate all past work 

14 National Wage Case August 1989 (1989) 30 IR 81 at 94. 
15 National Wage Case August 1989 (1989) 30 IR 81 at 94. 
16 National Wage Case August 1989 (1989) 30 IR 81 at 94. 
17 National Wage Case August 1989 (1989) 30 IR 81 at 95. 
18 National Wage Case August 1989 (1989) 30 IR 81. 
19 National Wage Case August 1989 (1989) 30 IR 81 at 95-96. 
20 National Wage Case August 1989 (1989) 30 IR 81 at 96. 
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value considerations”. 21 A separate new principle was established for the implementation 

of minimum rate adjustments. However the datum point requirement in paragraph (c) of 

the Work Value Changes principle was not at this stage modified.22 

1.15 In National Wage Case April 199123, the AIRC reaffirmed that “minimum classification rates, 

once reviewed and fixed in an appropriate relationship, will not be moved from that relative 

position unless changes are warranted on work value grounds”.24 Hence, the starting point 

is the C10 framework.  

1.16 Consequential upon that position, the AIRC determined that any future assessment of 

change in the nature of work of a particular classification in a future award would be 

measured from the date of the second structural efficiency adjustment allowable in 

accordance with the National Wage Case August 1989.25 Hence the Work Value Changes 

Principle was modified so as to alter paragraph (c) and add a new paragraph (d) (with the 

following paragraphs correspondingly re-designated) as follows:26 

“(c) The time from which work value changes in an award should be measured is, 

unless extraordinary circumstances can be demonstrated in special case 

proceedings, the date of operation of the second structural efficiency allowable 

under the 7 August 1989 National Wage case decision. 

(d) Care should be exercised to ensure that changes which were or should 

have been taken into account in any previous work value adjustments or in a 

structural efficiency exercise are not included in any work evaluation under 

this principle.” 

1.17 The significance of that “modification” was explained in the Pharmacy Case at [156]: 

“[156] Subject only to the narrow exception provided by the capacity to mount a “special 

case”, the effect of this modification was that, once an award had been subject to the 

structural efficiency process in which, among other things, classification in minimum 

rates awards were to be fixed in appropriate relativities with other classifications 

within the award and in other awards, no adjustment on work value grounds was 

permissible other than on the basis of changes to work which occurred after the 

structural efficiency exercise had been completed. Importantly, the new paragraph (d) 

in the Work Value Changes Principle prevented any “double-counting” not only of work 

changes which were taken into account in the structural efficiency exercise, but those which 

should have been taken into account, whether they actually were or not. This meant, for 

21 National Wage Case August 1989 (1989) 30 IR 81 at 99. 
22 Pharmacy Case at [154]. 
23 National Wage Case April 1991 (1991) 36 IR 120. 
24 National Wage Case April 1991 (1991) 36 IR 120 at 160-161.  
25 National Wage Case April 1991 (1991) 36 IR 120 at 172. 
26 Pharmacy Case at [155]. 
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example, that the full work value assessment of awards covering female-dominated areas 

of work which was sought by various women’s groups in the National Wage Case 1983 was 

permanently foreclosed (subject again only to the limited capacity to advance a special 

case).” 

1.18 The above summary demonstrates that the concept of properly set rates is not to be divided 

from work value assessment. It is the first step. Further, deviation from properly fixed wages, 

for example by increasing them, should only occur if work value reasons exist.  

Relevant Principles  

1.19 The principles set out in the National Wage Case August 1989 were applied in the Paid 

Rates Review decision. In 1998, the Full Bench determined that all “paid rates”27 in awards 

should be converted to “properly fixed minimum rates of pay”. This conversion process was 

to apply, in principle, to “operate, as minimum rates and which do not bear a proper work 

value relationship to award rates which are properly fixed minima, should be subject to a 

conversion process so that they do contain properly fixed minimum rates of pay.” 28 It was 

described as the “minimum rates adjustment” principle. 

1.20 The minimum rates adjustment principle has been described as “designed to establish a 

stable matrix of minimum rates in Awards covering similar work”. Its purpose is to “remove 

inconsistencies between Award rates”.29 

1.21 The Full Bench characterised the minimum rates adjustment process which had arisen from 

the National Wage Case August 1989 in the following terms: 

“The MRA principle was designed to establish a consistent pattern of minimum rates in 

awards covering similar work thereby removing inequities and providing a stable 

foundation for enterprise bargaining. That objective is as important now, perhaps even 

more important, than it was in 1989.” 30 

1.22 As to the method of establishing “properly fixed minimum rates”, the Full Bench observed: 

“Having considered all of the submissions we have decided to adopt an approach which 

gives primacy to the maintenance of internal relativities. The approach involves identifying 

the key classification in the award under review, striking the appropriate work value 

relativity between that classification and the fitter in the Metal, Engineering and 

Associated Industries Award, 1998 - Part 1 [Print Q2527], adjusting the rate for the key 

classification accordingly (if necessary) and then adjusting all of the rates in the 

27 If an award included “paid rates”, it specified the actual rates of pay received by employees. They are distinct from 

“minimum rates”. In some paid rates awards, to pay above the paid rate would be in breach of that award.  
28 Paid Rates Review (Print Q7661) [1998] AIRC 1413 (20 October 1998). 
29 And Social And Community Services (ACT) Award 2001 (PR918263) (30 May 2002) at [20]. 
30 Paid Rates Review (Print Q7661) [1998] AIRC 1413 (20 October 1998). 
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award under review to maintain the pre-existing relativities with the key classification. 

We understand that this may lead to differences in minimum rates at particular skill 

levels across the award system.” 31 

1.23 It established a series of principles for the conversion of awards which do not contain 

properly fixed minimum rates: 

“The principles we have formulated pursuant to item 53 and s.106 are as follows: 

 

1. Awards requiring review under item 51(4) will be: 

 

(a) awards containing rates which have not been adjusted in accordance with the minimum 

rates adjustment principle in the August 1989 National Wage Case decision; and 

 

(b) awards containing rates which have been adjusted in accordance with the minimum rates 

adjustment principle in the August 1989 National Wage Case decision but which have been 

varied since the adjustment other than for safety net increases or pursuant to the work value 

change principle. 

 

2. The rates in the award under review should be examined to ascertain whether they equate 

to rates in other awards which have been adjusted in accordance with the August 1989 

approach with particular reference to the current rates for the relevant classifications in 

the Metal, Engineering and Associated Industries Award, 1998 - Part 1 [Print Q2527]; where 

the rates do not equate they will require conversion in accordance with these principles. 

 

3. Fixation of appropriate minimum rates should be achieved by making a comparison 

between the rate for the key classification within the award with rates for appropriate key 

classifications in awards which have been adjusted in accordance with the 1989 approach. 

 

4. In the fixation of rates the relationship between the key classification in the award and the 

metal industry fitter should be the starting point; internal award relativities established, 

agreed or determined should be maintained: see, for example, the approach adopted 

in Kenworth Trucks Vehicle Industry Award 1981 [Print K0003] and Commonwealth Serum 

Laboratories Commission Sales Representative Award 1987 [Print K4939]. 

 

5. Any residual component above the identified minimum rate, including where relevant 

incremental payments, should be separately identified and not subject to future increases. 

 

6. If the rates are too low it is consistent with the purpose and intent of item 51(4) that the 

rates be increased so that they are properly fixed minima. 

31 Paid Rates Review (Print Q7661) [1998] AIRC 1413 (20 October 1998). 
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7. Any future increases in rates in the award will only be applied to the minimum rates 

component and will be absorbed against any residual component; that is, the residual 

component will be reduced by the amount of the increase in the minimum rates component. 

 

8. Increments will only be retained where they have been included in the award pursuant to 

the relevant work value principle or where it can be established that the increments were 

inserted by the Commission on grounds of structural efficiency and work value. 

 

9. Where parties cannot agree on rates, or they agree on rates which the Commission is not 

satisfied are properly fixed minima, the Commission will determine the matter, subject to the 

right of any party to seek a reference pursuant to s.107. 

 

10. Any party seeking to depart from these principles should make application to the 

President for the matter to be dealt with as a special case. The President may call a 

conference of the parties to the award and the parties to these proceedings prior to deciding 

any such application. 

 

11. Award rates which have been dealt with pursuant to these principles cannot be used to 

found claims in other awards based on the restoration of relativities. 

 

12. The conversion of awards, in accordance with these principles, to minimum rates awards 

is not a ground for reducing the conditions of employment in the converted awards or for 

increasing conditions of employment in other awards.” 

 

1.24 The Commission also stated: “We have decided that safety net adjustments should not be 

applicable to awards which do not contain properly fixed minimum rates subject to the 

qualification contained in the April 1998 Safety Net Review decision [principle 8(f)]”. 

1.25 The Full Bench addressed its approach set out to determining a properly fixed award, with 

the following supplementation:32 

[36] It is appropriate to indicate that in our first decision we were required to address 

the precise manner in which properly fixed minimum rates should be calculated in 

the APS award. We were not required to address the position in other awards in as 

much detail. It is likely that the approach we have adopted in the APS award will be 

appropriate in other awards. That approach entailed the adoption of the internal 

relativities created at the time of the structural efficiency adjustment (in that case in 

1991) as forming the basis for establishing properly fixed minimum rates. The 

32 Paid Rates Review - Supplementary Decision 1233/99 (M Print S0105) [1999] AIRC 1163 (14 October 1999). 
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conversion process involved the application of subsequent safety net adjustments 

to the 1991 base. The rate arrived at through this process was then compared with 

the actual rates and the residual identified. This approach is appropriate because 

the subsequent safety net increases, being flat dollar amounts, compressed 

relativities between classifications in minimum rates awards. That compression 

should be maintained in awards which are converted [see: Safety Net Adjustments 

and Review September 1994 (1994) 56 IR 114 at 139]. … However, depending 

upon the circumstances, it may be appropriate to maintain current internal 

relativities once the comparison has been made with the rate applying in the 

relevant trades classification (Metals C10) and any residual or increase 

identified. It should be noted that principle 3 of the principles contained in 

Appendix A to the Safety Net Review Wages April 1999 Decision [Print Q1999] 

permits applications to be made pursuant to the 1989 minimum rates 

adjustment principle. In multi-employer awards, which have not been 

subjected to the 1989 minimum rates adjustment principle, consideration 

should be given to whether or not external or internal relativities should be 

preferred. The approach to be adopted in the establishment of properly fixed 

minimum rates in a particular case will be a matter for the Commission to 

assess having regard to the work comprehended by the classification and the 

history of the award structure. In all circumstances the most important 

characteristic in seeking to fix minimum rates is the identification of the 

relationship of the key classification in the award being converted with the 

metal industry fitter.  

(Emphasis added). 

1.26 The requirements for the fixation of minimum rates which flowed from the Paid Rates 

Review decision were summarised by an AIRC Full Bench in ACT Child Care Decision in 

the following terms:33 

“1. The key classification in the relevant award is to be fixed by reference to 

appropriate key classifications in awards which have been adjusted in 

accordance with the MRA process with particular reference to the current rates 

for the relevant classifications in the Metal Industry Award. In this regard the 

relationship between the key classification and the Engineering Tradesperson 

Level 1 (the C10 level) is the starting point. 

2. Once the key classification rate has been properly fixed, the other rates in the 

award are set by applying the internal award relativities which have been 

established, agreed or maintained. 

33 Child Care Industry (Australian Capital Territory) Award 1998 (PR954938) [2005] AIRC 28 at [155]. 
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3. If the existing rates are too low they should be increased so that they are 

properly fixed minima.” 34 

1.27 In the ACT Child Care Decision the Full Bench found that there had been a significant net 

addition to work requirements since the 1990 datum point such as to satisfy the 

requirements of the Work Value Changes Principle.  

1.28 The Full Bench also decided that, based on the AQF, that minimum pay alignments should 

be established between the child care awards under consideration and the Metal Industry 

Award between classifications with equivalent training and qualification levels.35 The 

relevant passages are set out below: 

“[181] A central feature of this case is the alignment of the Child Care Certificate 

III and Diploma levels in the ACT and Victorian Awards with the appropriate 

comparators in the Metal Industry Award. 

[182] We have considered all of the evidence and submissions in respect of this 

issue. In our view the rate at the AQF Diploma level in the ACT and Victorian 

Awards should be linked to the C5 level in the Metal Industry Award. It is also 

appropriate that there be a nexus between the CCW level 3 on commencement 

classification in the ACT Award (and the Certificate III level in the Victorian Award) 

and the C10 level in the Metal Industry Award. 

[183] In reaching this conclusion we have considered - as contended by the 

Employers - the conditions under which work is performed. But contrary to the 

Employers' submissions this consideration does not lead us to conclude that child 

care workers with qualifications at the same AQF level as workers under the Metal 

Industry Award should be paid less. If anything the nature of the work performed 

by child care workers and the conditions under which that work is performed 

suggest that they should be paid more, not less, than their Metal Industry Award 

counterparts.” 

1.29 Following the modernisation of awards, the Metal Industry Award was consolidated into the 

Manufacturing Award. The classification of tradesperson (C10 level) remains the key 

classification when properly fixing minimum rates.  

1.30 Thus, the process by which minimum rates were “properly set” or “properly fixed’ is as 

follows: 

(a) First, the classifications in the relevant award(s) were fixed by reference to the 

relevant classifications in the Manufacturing Award, specifically, the relationship 

34 Child Care Industry (Australian Capital Territory) Award 1998 (PR954938) [2005] AIRC 28 at [155], cited in 

Pharmacy Case at [159]. 
35 Child Care Industry (Australian Capital Territory) Award 1998 (PR954938) [2005] AIRC 28 at [181]-[183]. 
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between the “key classification” to the C10 level as the starting point. The alignment 

process is informed by reference to the training and qualification levels attached to 

the classifications between the awards (regard may also be had to the AQF).  

(b) Second, the other rates in the relevant award(s) are set by applying “the internal 

award relativities” (which may have been established, agreed or maintained), by 

reference to the key classification.  

1.31 This principled approach to setting minimum rates seeks to establish a consistent system 

of awards, each with properly set minimum rates. It was applied in the Teachers Case.36 

 

36 See Teachers Case at [653]. 
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1. WHETHER THE MINIMUM RATES IN THE AGED CARE AWARD WERE PROPERLY 

SET?  

Introduction  

1.1 The industrial history underpinning the Aged Care Award demonstrates that issues as to 

minimum rates and classifications were debated in the context of pre-reform award and 

during the award modernisation process. This section is broken into two parts: 

(a) First, an analysis of the Health and Allied Services - Private Sector - Victoria 

Consolidated Award 1998 (the HASA Award), the federal award used as the basis 

for the Aged Care Award. The purpose of this analysis is to identity any relevant 

discussion and/or decisions with respect to rates.  

(b) Second, an analysis of the pre-reform awards with respect to aged care more 

broadly. The purpose of this analysis is to consider the treatment of comparable 

awards prior to the award modernisation.  

1.2 The combined effect of that analysis will demonstrate that the existing rates in the Aged 

Care Award do not appear to have been properly set.  

Industrial History: Aged Care Award 

1.3 Prior to the modernisation process, aged care services were regulated by a combination of 

state and federals awards.1 

1.4 The HASA Award was the federal award used as the basis for the Aged Care Award.  

1.5 The HASA Award followed the making of the Health Services Union of Australia (Victoria-

private sector) Interim Award 1993 (the 1993 Award) and the Health and Allied Services - 

Private Sector - Victoria - Consolidated Award 1995 (the 1995 Award).  

1.6 In 1997, the HSU and Kindilan Society made applications to the vary, inter alia, the Health 

and Allied Services - Private Sector - Victoria 1995 and Health (Residential Care - Victoria) 

Award 1995 (Resicare Award), including the insertion of a “disability service stream”.2 The 

proposed rates of pay and classification structure sought by the HSU were based on three 

broad grounds: 

(a) to give effect to an earlier agreement to apply the Structural Efficiency Principles 

established via previous National Wage Cases by establishing skill related career 

1 See generally, “Draft award audit by modern awards” (excel spreadsheet): https://www.fwc.gov.au/agreements-

awards/awards/awards-research. 
2 Health Services Union of Australia Applications Dec 1559/97 (S Print P7638) [1997] AIRC 1336 (22 December 1997). 
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paths and to create appropriate relativities between different categories of workers 

within the award; 

(b) increases in rates of pay are justified on the grounds of work value changes; and 

(c) granting the application would be consistent with ss 90AA(2) and 150A of the 

Industrial Relations Act 1988 (Cth). 

1.7 The rates were also noted as being reached in agreement with employer parties (but not 

all). 

1.8 The Victorian employer associations3 submitted:  

(a) The Resicare Award sets out rates of pay which are clearly and unambiguously 

minimum rates. The rates have been set by industrial tribunals according to proper 

wage fixing principles and must be taken to reflect a properly fixed minimum wage 

rate. 

(b) The HASA Award, however, provide rates of pay and service payments which for 

many years were paid for all purposes. There is a historical link asserted with the 

State Incremental Payment Scheme and it was submitted that the rates in the HASA 

Award are overstated in work value terms. 

(c) A comparison of rates on this premise leads to a conclusion, it was submitted, that 

no increase in rates of pay is warranted for employees under either the Resicare 

Award or the HASA Award. 

1.9 The Commission did not reach a view as to whether the existing rates in the HASA Award 

were properly fixed. 

1.10 On 30 June 1998, pursuant to an application under Item 49 of Part 2 of Schedule 5 of the 

Workplace Relations and Other Legislation Amendment Act 1996 (Cth), the 1995 Award 

was varied and replaced with the HASA Award.4 The purpose of the variations were part of 

the award simplification process to ensure the HASA Award conformed with the prescribed 

allowable award matters. This did not involve review of the minimum rates.  

1.11 The HASA Award recognised four streams of employment:  

(a) Technical;  

(b) Clinical and Personal Care;  

(c) Administrative/Clerical; and 

3 Victorian Employers' Chamber of Commerce and Industry and Victorian Community Services Employers' Association. 
4 See Australian Nursing Federation [2012] FWA 6460 (1 August 2012) at [45]. 
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(d) General and Food Services. 

1.12 In a subsequent decision, recorded on transcript, the AIRC varied the personal care 

classifications and added a sleepover clause.5  

1.13 On 7 April 1999, the HASA Award was again varied. A reference to “TAFE Certificate” in 

the personal care worker Grade 3 classification was replaced with “TAFE Advanced 

Certificate”.6  

1.14 Following the 1997 decision, the Commission determined the appropriate course was for 

the disability services sector to be regulated by a “stand alone” award, namely, the 

Residential and Support Services (Victoria) Award 1999 (Residential Award), which 

commenced on 28 October 1999.  

1.15 The Residential Award was held to be properly fixed in accordance with the Paid Rates 

Review decision and, in all other respects, meet the requirements of the Workplace 

Relations Act 1996 (Cth) (WR Act).7  

1.16 The Commission determined that the Residential/Support Services Worker Grade 3 

classification was properly equated to a C10 level. In the draft produced by the parties, they 

proposed a base rate less than the C10, but adjusted the other classification rates at the 

base level by maintaining existing internal relativities. The Commission specifically 

considered the impact the lower base rate on the rates in the second and third years of 

each grade. Notwithstanding the reduction to the base pay of the key classification, having 

considered the evidence, the Commission concluded “the rates of pay at the base level and 

in the second and third year are fixed at an appropriate level on work value grounds”.8 

1.17 The work value considerations concerned “home care” and did distinguish between aged 

care. The Commission’s observations appear below: 

“[15] The evidence disclosed that the work associated with providing a service to the 

intellectual disabled has altered significantly over the past five years. This has been brought 

about in part by the transfer of clients from large residential institutions many based on a 

medical type model to homes located in the community. 

5 Health Services Union of Australia Applications Dec 1559/97 (S Print P7638) [1997] AIRC 1336 (22 December 1997). 
6 See Correction Order - Health and Allied Services – Private Sector – Victoria Consolidated Award 1998 (7 April 

1999); Statement of Leigh Svendsen, Annexure LS-1, Tab 85. 
7 Health Services Union of Australia v Kindilan Society 1493/99 (N Print S1841) [1999] AIRC 1448 (16 December 

1999). 
8 Health Services Union of Australia v Kindilan Society 1493/99 (N Print S1841) [1999] AIRC 1448 (16 December 1999) 

at [20]. 
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[16] The change from the medical type model to one in which the service is provided in 

community homes has resulted in a substantial change to the duties of those now employed 

to deliver the services to clients in such homes. 

[17] For example residential care staff now have the responsibility for many procedures 

undertaken previously by medical or nursing staff. This has led to the need to provide intense 

internal training supplemented by external training. 

[18] This training is ongoing as new treatment and methods of delivery services to the 

intellectually disabled are introduced. The private organisations that enter into contracts with 

the State Government to deliver the services to the intellectually disabled are funded to 

provide the necessary training to meet the quality of service required by the Government 

under the contract. There is on the evidence a constant upgrading of knowledge and skills 

of the employees in the industry. 

[19] The changes affecting the skill and responsibility of employees can be summarised as 

follows: 

* Transition from a medical model to a disability model; 

* Clients with more challenging problems; 

* Care workers contributing to client case plans; 

* An emphasis on formal qualifications being required or preferred; 

* With less input from professional care workers, care workers are exercising much 

higher level of responsibility in a range of areas. 

[20] The increased knowledge, skills and training together with the qualifications required at 

the entry level of each grade which has been proposed, leads us to conclude that a case 

has been made out that the rates of pay at the base level and in the second and third year 

are fixed at an appropriate level on work value grounds.” 

1.18 The award applied to the whole of Victoria in relation to persons employed in direct client 

support roles in residential and/or non-residential support services for people with 

disabilities and/or young people and/or children.9 That award also provided that the 

Residential Award was to prevail to the extent of any potential coverage under the HASA 

Award.10 

1.19 The HASA Award has been uncontroversially described as a “minimum rates award”.11 

9 Residential and Support Services (Victoria) Award 1999, cl 4.2. 
10 Residential and Support Services (Victoria) Award 1999, c 4.3.  
11 Australian Nursing Federation v Aaron Private Nursing Home (055/99 S Print R0947) [1999] AIRC 67 (25 January 

1999); Victorian Patient Transport and another, Metropolitan Ambulance Services and others, Australian Liquor, 

Hospitality and Miscellaneous Workers Union and Wilson Patient Transport Pty Ltd Ambulance Employees - Victoria 

Interim Order 1994 and Ambulance Services and Patient Transport Employees Award Victoria 2002 (PR945582) 

[2004] AIRC 396 (26 April 2004) at [95].  
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1.20 Turning to the award modernisation process, during a hearing on 23 February 2009, the 

following submission was advanced on behalf of the HSU: 

“MR MCLEAHY: … The health exposure drafts have in our view calculated the rates of pay 

incorrectly when the wage rates of the wage skilled groups from the Health and Allied 

Services Private Sector Victoria Award are compared to the aged care exposure drafts and 

the health professionals and support services exposure drafts some workers will be worse 

off. 

In particular, entry level employees under the HASA classifications will be at a disadvantage. 

When compared to the pay scales entry level workers referred to in the - entry workers 

transferring into a modern award at a pay level that is $19 a week worse off, this situation is 

replicated throughout the levels and we propose that the way to amend that is to increase 

the rates up. We also say that there are a number of allowances which should also be 

included because they set the basis of the safety net. 

COMMISSIONER SMITH: Can I just ask you to pause for a moment. You've taken 

percentage rates, what do you say the percentage is for a three year entry, is 150 per cent? 

MR MCLEAHY: I'm sorry, Commissioner? 

COMMISSIONER SMITH: Percentage for a three year degree entry? 

MR MCLEAHY: Yes, we say it's at 150 per cent. 

COMMISSIONER SMITH: Where do you get that from? 

MR MCLEAHY: When we proposed this we had a look at where the current rates of pay are, 

what are the relativities compared to other industries. We had a look at the metals model in 

terms of where the professionals sit above the C10 level.”12 

1.21 On 28 March 2008, as to the Aged Care Industry Award Exposure Draft, the Full Bench 

said: 

[76] The exposure draft of the Aged Care Industry Award 2010 not only covers aged care 

provided in institutions but also extends to services provided in the home by persons who 

are covered by the award. This approach may require further consideration. There are a 

myriad of services for the elderly which are conducted by various organisations including 

private providers and local governments. Further, aged care activities may be an element in 

the provision of disability services. This will be examined further in dealing with social and 

community services in Stage 4.13 

1.22 In a subsequent statement, a decision was made to not include “home care employees” 

under the Aged Care Award. The Full Bench determined that “home care employees will 

12 AM2008/13, Transcript of Proceedings [2009] FWATrans 133 (10 March 2009) at [PN613]- [PN620]. 
13 Statement - Award Modernisation (AM2008/13-24) [2009] AIRCFB 50 (23 January 2009) at [76]. 
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be solely covered by the Social, Community, Home Care and Disability Services Industry 

Award 2010”.14 

1.23 The modern award was made on 3 April 2009.15 

1.24 There have been approximately 153 variations to the Aged Care Award since publication. 

None of these decisions have varied the classification structure in the Award. 

Industrial History: Pre-Reform Awards  

1.25 An analysis of the pre-reform awards and surrounding commentary reveals the following: 

(a) the minimum rates in at least three of the pre-reform awards appear to have been 

properly fixed against the C10 framework;16 

(b) the minimum rates in at least three of the pre-reform awards have been fixed with 

reference to “internal relativities”; 

(c) the majority of the pre-reform awards do not include an express reference to 

relativities and absent commentary or decisions by a tribunal to the contrary, 

suggest those rates were not properly fixed against the C10 framework. 

1.26 We now set out the analysis underpinning those observations. 

1.27 The minimum rates in the Private Hospitals, Convalescent and Benevolent Homes 

(Northern Territory) Award 2003 appear to have been properly set. This is supported by the 

text of the award: 

(a) At clause 17.5.1(a), the following table appears: 

Column 

1 

Column 

2 

Column 

3 

 % $ 

Training rate (1)  27432 

Training rate (2)  27965 

Health employee grade 1 90.5 27560 

Health employee grade 2 94.0 28519 

Health employee grade 3 100 30163 

 

(b) At clause 17.5.2(a), the award provides: “Health employee grade 3 has a 100% 

relativity with the metal trades trade rate” and notes “[c]olumn 2 sets out the internal 

14 Award Modernisation - Decision - re Stage 4 modern awards [2009] AIRCFB 945 (4 December 2009) at [77]. 
15 Award Modernisation - Decision - Full Bench [2009] AIRCFB 345 (3 April 2009) at [145]. 
16 Private Hospitals, Convalescent and Benevolent Homes (Northern Territory) Award 2003; Private Hospitals and 

Nursing Homes Industry Award - State 2003; Health Services Employees Award. 
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relativities between the grades of Health employee”. Thus, “Health employee grade 

3” is the key classification for the award.  

(c) At clause 17.5.2(b), the award provides: 

- Column 3 sets out the “on commencement” properly fixed minimum rates of pay for the 

classifications in the award, as provided for in the Commission’s Principles for the Conversion 

of Awards which do not Contain Properly Fixed Minimum Rates [Print Q7661]. These rates of 

pay are inclusive of the arbitrated safety net adjustment payable under the June 2005 Safety 

Net Review wages decision [PR002005]; 

- Subject to 17.6, Columns 4 and 6 set out the work value increments payable to employees 

who qualify for them – that is, employees in their second and third years of service, 

respectively 

1.28 The minimum rates in Private Hospitals and Nursing Homes Industry Award - State 2003 

may have been properly set. This is supported by the text of the award: 

(a) Clause 5.2 sets out the wage rates for the award, which includes internal relativities. 

The key classification is Level 3 at pay point 1 (100%).  

(b) Clause 5.1.3 sets out the qualifications and duties of Level 3, which include: 

“A position at this level shall require formal qualifications equivalent to a trade 

certificate or similar or appropriate experience/training in the field to enable the 

duties of the position to be carried out. 

… 

Trade duties (qual), non-trade supervisory, clinic measurement (qual), non-nursing 

hygiene/pest control, housekeeper, therapy assistant (qual), fire safety and security, 

dresser, orderly, theatre assistant, anaesthetic technician.” 

1.29 Whilst not expressly stated, the “key classification” of the award appears consistent with the 

C10 level in the Metal Industry Award.  

1.30 Additionally, the wage rates in the Nursing Homes Award were set consistent with the State 

Wage Case Decision of 13 February 1992. By that decision, “the award shall specify the 

classification prescribed in the relevant minimum rates award on which the actual rates 

prescribed for the key classification in the paid rates award is calculated”.  

(a) In accordance with that decision, the award provided: 

The following is set down in accordance with that requirement: 

 

Minimum Rates Award - Metal and Engineering Industry Award 

Classification - Wage Group Level 7 

Paid Rates Award - Nursing Homes Award 
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Classification - Services Employee Level 5 

 

(b) In clause 7, each classification in the award has a wage relativity to the “Services 

Employee Level 5” (the key classification).  

1.31 The above inclusion appears to demonstrate an effort to rationalise and convert wage rates 

in the award by reference to a classification in the Metal Industry Award and the former paid 

rates award.  

1.32 The Health Services Employees Award was considered by the Industrial Relations Court in 

South Australia between 2001 to 2002 in the context of an application to vary on work value 

reasons. The Union17 contended the application was justified by the “significant change in 

the aged care section of the award as a consequence of the enactment of the 

Commonwealth Aged Care Act in late 1997”. The matter before the Commission is to be 

processed pursuant to the provisions of the State Wage Case June18 and, in particular, 

Principle 8 - Work Value Changes. 

1.33 The Commission found the Union had demonstrated a “significant net addition”. That finding 

was supported by the following: 

[85] For the Union to succeed in its application it must show that there has been, in the terms 

of the guidelines, "such a significant net addition to work requirements as to warrant a new 

classification or upgrading to a higher classification". 

[86] The introduction of Certificate 3, its take up by the employees, and in some cases it 

being a requirement by employers is of some significance in this matter. 

[87] Further I perceive that some of the legislative enactments envisage a level of work 

higher than that which may have been required in the past. 

[88] The work of the carers is an important part of the employers' obligations to adhere to 

the legislative regime. In some cases they are in the front line of caring for the aged and 

infirm in the community. That is an important task and function which must be properly 

rewarded. 

[89] I base that finding upon the evidence, the introduction of Aged Care Act 1997, the Aged 

Care Principles and the contents of the Residential Care Manual. Further and importantly is 

the fact shown in the evidence that many carers work without supervision and perform tasks 

critical to patient care. The fact that they do so is a consequence in my view of a staffing 

structure which the respondents to this Award have chosen to implement. It is a finding which 

can openly be made on all of the evidence before me. 

17 Australian Liquor, Hospitality and Miscellaneous Workers Union. 
18 State Wage Case June (2002) 119 IR 275; [2002] SAIRComm 38. 
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1.34 As to that exercise undertaken by Commissioner McCutcheon, Commissioner Dangerfield 

in Child Care (SA) Award Work Value Case observed:19  

[100] In finding at first instance that there had been changes to the value of work performed 

under the aged care section of the Health Services Employees' Award McCutcheon C found 

that the introduction of a Certificate III qualification was a significant development in the 

context of various legislative requirements imposing obligations on employers to adhere to 

a strict regulatory regime. The "C10" rate was used to assist in determining rates for aged 

care workers qualified at Certificate Level III. 

[101] On appeal, the Full Commission, while overturning the retrospective date of operation 

awarded in the initial decision, nevertheless confirmed the relevance of the AQF certificate 

III as a means of classifying employees performing work at a level commensurate with the 

qualification. 

1.35 Having regard to the decisions and observations made by the IRC in South Australia, a 

work value assessment occurred with respect to the Health Services Employees Award and 

it is arguable that the rates in that award were properly set. 

1.36 It may also be observed that both the Award for Accommodation and Care Services 

Employees for Aged Persons - South-Eastern Division 2004 and Award for Accommodation 

and Care Services Employees for Aged Persons - State (Excluding South-East 

Queensland) 2004 were fixed against internal relativities. The key classification identified 

by reference to the 100% relativity rate was “Cooks” (see cl 5.1.1). No further explanation 

is made, save for noting “[t]he rates of pay in this Award are intended to include the 

arbitrated wage adjustment payable under the 1 September 2005 Declaration of General 

Ruling and earlier Safety Net Adjustments and arbitrated wage adjustments”. 

1.37 As to the pre-reform awards that list internal relativities without reference to the relevant 

comparator (whether it be a related award or the Metals Industry Award), such references 

may by implication allude to the C10 framework, however, absent a decision by the 

Commission conducting an assessment of the minimum rates and making a firm finding, 

we cannot conclude with confidence that the minimum rates were properly set.  

1.38 Finally, the majority of the pre-reform awards do not include an express reference to C10 

relativities and absent commentary or decisions by a tribunal to the contrary, suggests those 

rates were not properly fixed against the C10 framework. 

Conclusion: Industrial History 

19 Child Care Industry (Australian Capital Territory) Award 1998 (PR954938) [2005] AIRC 28 at [100]-[101].  
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1.39 The industrial history underpinning the Aged Care Award demonstrates that minimum rates 

for employees within the aged care, disability and health sectors were the subject of 

consideration by the Commission (and its predecessors). At the time of modernisation, 

there was debate as to the scope of coverage for the Aged Care Award, which ultimately 

resulted in home carers being siloed into the SCHADS Award. The HASA Award was the 

“minimum rates award” used as the basis for the rates in the Aged Care Award. That 

description alone, however, is not conclusive the rates were properly fixed. As such, the 

rates may not be described with confidence as properly set.  

1.40 In order to reach a conclusion the minimum rates in the Aged Care Award are properly set, 

reference must be made to a decision of the Full Bench that expressly assesses the 

minimum rates by reference to the C10 framework and the AQF. It should be 

uncontroversial that to-date no such assessment has occurred. The preceding industrial 

history, which includes reference to “properly set” and/or “relativities”, suggests that the 

existing rates may have some alignment to the C10 framework.  

1.41 The Commission may find there is some alignment within the existing structure, noting some 

of the pre-reform award minimum rates allude to being “properly set”, this exercise must be 

undertaken deliberately and expressly with respect to the Aged Care Award in order for the 

minimum rates to be considered properly set.  
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2. WHETHER THE MINIMUM RATES IN THE NURSES AWARD WERE PROPERLY SET? 

Introduction 

2.1 The industrial history underpinning the Nurses Award demonstrates that the minimum rates 

and classifications in the pre-reform awards were the subject of several decisions relating 

to wage fixing and adjustments, special cases and work value determinations and a 

combination of state and national decisions. This section is broken into two parts: 

(a) First, an analysis of the Nurses (South Australian Public Sector) Award 2002 and 

Nurses (ANF - South Australian Private Sector) Award 2003 (collectively, the SA 

Awards), the pre-reform awards used as the basis for the classification structure in 

the Nurses Award. This analysis also demonstrates that an application by nurses 

led to the Full Bench affirming the importance of properly fixed minimum rates.  

(b) Second, an analysis of the pre-reform awards with respect to nursing employees. 

The purpose of this analysis is to set out the developments in minimum rates and 

classification structure prior to the award modernisation.  

2.2 The combined effect of that analysis will demonstrate that whilst the rates in some pre-

reform awards were described as properly set, it is unclear whether the existing rates in the 

Nurses Award were ever assessed as properly set. 

Industrial History: Nurses Award 

2.3 Prior to the modernisation process, nurses were regulated by a combination of state and 

federals awards.20 

2.4 The pre-reform awards that were used as the basis for the classification structure of the 

Nurses Award were the SA Awards.21 

2.5 In 1998, the rates of the SA Awards were the subject of consideration by the Commission 

in the Paid Rates Review decision. That decision concerned, inter alia, two applications by 

the Australian Nursing Federation (ANF) pursuant to item 49, Part 2 of Schedule 5 of the 

Workplace Relations and Other Legislation Amendment Act 1996 (Cth) (the WROLA Act) 

to vary the SA Awards. 

2.6 The Full Bench determined: 

“We accept the submissions that although the rates contained in the awards (excluding 

Appendix A) have been treated as paid rates awards in the past, they are nevertheless 

20 See generally, “Draft award audit by modern awards” (excel spreadsheet): <https://www.fwc.gov.au/agreements-

awards/awards/awards-research>. 
21 See AM2008/13, Transcript of Proceedings (3 December 2008) at paragraphs 27-42. 

5480



properly fixed minimum rates with rates for the relevant classifications being within 

the acceptable range of relativities in relevant minimum rates awards. We are also 

satisfied that the incremental salary levels for nurses and enrolled nurses within the 

classification structures of the two nursing awards form part of the work value 

assessment of nurses rates of pay conducted by Full Benches of the Commission in 

the development of professional rates for the nursing profession in federal awards. 

Accordingly, they are not affected by our decision. … 

2.7 However, the Full Bench also determined that the rates of pay in Appendix A, which 

concerned “Wage Rates - Aged Care Sector” were “in excess of properly fixed minimum 

rates for nursing classifications”. As to the source of the discrepancy, the Full Bench said:  

The rates were inserted by a Full Bench of the Commission on 16 February 1996 as a special 

case and increased wages by 10% for nurses employed in the aged care sector in SA. The 

10% increase reflected a bargaining outcome achieved by the ANF in the SA public and 

private health sectors. In the light of our decision there are no grounds to retain those 

components of the rates in Appendix A which reflect the 1996 special case increase. The 

amount by which the rates in Appendix A exceed the rates in the Award proper should be 

identified separately and dealt with in accordance with the principles in this decision. 

Whether any consequential changes are required in Appendix A, is a matter to be dealt with 

at the settlement of the order giving effect to our decision. An appropriate order in 

accordance with the principles containing a residual component above the minimum rate is 

to be drawn up by the ANF …” 

2.8 The task of adjusting the rates in accordance with the principles was subsequently settled 

by Commissioner Smith.22 

2.9 In 2003, Commissioner Hingley observed: “All rates of pay in this award have been updated 

to include the arbitrated safety net adjustment payable under the Safety Net Review — 

Wages May 2002 Decision [PR002002] and satisfy me they are properly set minimum 

rates as required by the above relevant principles” (emphasis added).23 In respect of 

rates of pay, it was also noted that this award was part of applications before the Full Bench 

in the Paid Rates Review decision. The award was varied and titled “Nurses (ANF South 

Australian Private Sector) Award 2003”. 

2.10 On 3 April 2009, the Nurses Award was published. The Full Bench made the following 

observation at that time:  

“[152] In the Nurses Award 2010 there is also a classification for nursing assistant. We were 

asked both to delete this classification and to make it more relevant. There were concerns 

22 Appendix A had been assessed by Commissioner Smith in his Decision of 18 February 2000 (Print S3326) and his 

subsequent order of 18 February 2000 (Print S3327). 
23 Nurses (ANF - South Australian Private Sector) Award 1989 (PR933237) [2003] AIRC 797 (7 July 2003) at [16]. 
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about an overlap between this classification and the personal care worker. We have decided 

to retain the classification in the Nurses Award 2010 and make it directly relevant to the work 

of nurses. In addition, we have adopted the suggestion of the ANF to provide an additional 

salary point at the Certificate III level.”24 

2.11 On 22 December 2010, the Full Bench published a decision relating to the award 

modernisation and, in particular, the termination of certain instruments replaced by modern 

awards, which included consideration of the SA Awards.25 Those awards were terminated 

on 21 July 2011 in accordance with item 3 of Schedule 5 of the Fair Work (Transitional 

Provisions and Consequential Amendments Act) 2009. 

Industrial History: Pre-Reform Awards  

2.12 The following observations are supported by an analysis of the pre-reform awards (covering 

nursing employees) and the surrounding context: 

(a) several pre-reform awards were subject to work value enquires, including 

applications made pursuant to the “Special Case” wage fixing principles, which 

incorporated reference to the structural efficiency and the changes in work value 

principles; 26 

(b) the majority of the pre-reform awards were set against:  

(i) State Wage Case adjustments; 

(ii) the minimum wage; and 

(iii) arbitrated safety net adjustments; 

(c) national consistent salary rates were fixed for the following classifications:  

(i) RNs in level 1, 2 and 3;27 

(ii) RNs in level 4 and 5;28 and 

(iii) ENs;29  

24 Award Modernisation - Decision - Full Bench [2009] AIRCFB 345 (3 April 2009) at [145] and [152]. 
25 Re Award Modernisation [2010] FWAFB 9916. 
26 See example, Australian Nursing Federation - Determination Dec 630/91 (A Print J8402) 
27 See Industrial Relations Commission Decision 904/1990 (Print J4011) [1990] AIRC 862 (21 August 1990). 
28 See Australian Nursing Federation - Determination Dec 630/91 (A Print J8402). 
29 See The Hospital Employees etc (Nursing Staff ACT) Award, 1980 (1992) 7 CAR 120. 
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(d) the rates of pay based on an assessment of work value of “Nurses Aide (assistant)” 

occurred in 2005, following which the role was re-classified as “Assistant in Nursing 

(aged care)”;30 

(e) the rates of pay based on an assessment of work value for ENs and RNs were last 

fixed in 1998; and 

(f) the minimum rates in some of the pre-reform awards were expressly described as 

“properly set” against the applicable principles and with reference to the C10 

framework.31 

2.13 We now turn to a chronological analysis of relevant wage fixing and work value 

developments with respect to the pre-reform awards from 1970s through to 2005. 

1970s 

2.14 Following the 1972 Equal Pay Case32 there were number of decisions granting increases 

to nurses in Federal awards. These included several consent orders in the early 1970s 

whereby increases were granted. Those consent orders do not disclose the basis of the 

increases and there are no decisions making any express reference to the 1972 Equal Pay 

Case. Movements in wage rates apart from those consent arrangements have been as a 

result of National Wage Case movements or changes in work value.33 

2.15 On 27 June 1975, the RANF filed an application with respect to wages and working 

conditions of nurses, midwives and ENs employed in hospitals, nursing homes, rest homes 

or convalescent homes covered by the Nurses (South Australia) Award. On 16 March 1976, 

the Commission varied the award which included updated salaries for each classification.34 

The award was also subject to increases following the review of award wages by the Full 

Commission (SA), which were made without regard to work value35 

2.16 This next section will trace the history of work value decisions, with some elaboration on 

more significant decisions.  

1980s 

2.17 In 1981, work value cases for nurses covered by Federal awards: 

30 Australian Nursing Federation - Re Classification structure (PR965496) [2005] AIRC 1000, regarding the Nurses 

Private Employment (A.C.T.) Award 2002. 
31 See example, Nurses (State) Award and Nurses Private Employment (ACT) Award 2002. 
32 Equal Pay Case 1972 (1972) 147 CAR 172 (1972 Equal Pay Case). 
33 See Private Hospitals' & Doctors' Nurses (ACT) Award 1972 (Print G7200) (1987) 20 IR 420; [1987] AIRC 135 (7 

May 1987) (“A257” decision). 
34 South Australian Government Gazette, No 15, 1 April 1976, 1772-1776. 
35 See example, 2008 General Review of Award Wages and the Minimum Standard for Remuneration [2008] 

SAIRComm 10 (20 August 2008). 
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(a) in the Department of Veterans’ Affairs (DVA) hospitals by Commissioner Taylor;36 

(b) in the ACT by Commissioner Brack;37 and 

(c) for nurses employed by the Northern Territory Public Service by Deputy Public 

Service Arbitrator Watson.38 

2.18 In the Nurses Comparable Worth Case,39 the Commission affirmed that cases based on the 

“1972 equal pay principle” could be advanced through the “anomalies conference 

procedure” provided for in the wage fixing principles. However, in doing so the Commission 

rejected any wider proposition that wages could be fixed on the basis of “comparable worth” 

between different types of work that were not related or similar.40 

2.19 In the Nurses Comparable Work case,41 the Full Bench concluded: 

“In summary, we say that the 1972 Equal Pay Principle is available to be implemented in 

awards in which it has not been implemented and that all such applications should be 

processed through the Anomalies Conference. From the material that was put to us it 

appears that all parties acknowledge that a number of special factors may be relevant to a 

review of nurses' salaries. It is our view that the pursuit of this claim through the Anomalies 

Conference should involve the raising of all those issues, including those referred to in the 

ACTU Executive decision of November 1985.” 

2.20 Following Nurses Comparable Worth Case pay equity claims were processed through the 

anomalies and inequities principle. (The anomalies and inequities principle was dropped in 

the 1991 National Wage Case42). 

“A257” decision 

2.21 The “A257” decision concerned claims with respect to the wages, allowances and career 

structure of nurses whose conditions of employment are regulated by Federal awards (with 

the exception of RNs employed by the Australian Government in Victoria). It was observed 

at the outset, that nurses covered by Federal awards comprises “a small portion of the total 

number of nurses within Australia” with “vast majority of nurses are subject to the terms of 

awards made by State Industrial Authorities”. 

2.22 As to RNs in Victoria, the Commission said: 

36 “A257” decision, citing (1981) 79 CPSAR 789. 
37 Capital Territory Health Commission and Royal Australian Nursing Federation (Print E8456) (1982) 269 CAR 66. 
38 “A257” decision, citing Print N547 
39 Nurses Comparable Worth Case (1986) 13 IR 108. 
40 Pharmacy Case at [149], citing Nurses Comparable Worth Case (1986) 13 IR 108 at 113. 
41 “A257” Decision citing Print G2250 (18 February 1986). 
42 National Wage Case 1991 (1991) 39 IR 127. 
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“By a decision of 6 August 1986 in matter A No. 262 the President granted a claim for resolution of 

Inequities pursuant to Principle 6(b) in respect of Registered Nurses employed by the Australian 

Government in Victoria. This decision resulted from an agreement reached between the parties to the 

Anomalies Conference involving the matching of rates of pay and award structure of Registered Nurses 

employed in Victoria by the Australian Government with the rates of pay and award structure of 

Registered Nurses covered by the Registered Nurses Award of the Industrial Relations Commission 

of Victoria. The agreement involved the withdrawal by the RANF from A No. 257 (the matter presently 

before us) of all those nurses subject to A No. 262, without prejudice to argument in favour of a national 

rate for nurses.” 43 

2.23 The Commission identified three categories of nursing personnel covered by the awards: 

(a) RNs;  

(b) ENs; and  

(c) those undertaking training comprising ENs in Training and Student Nurses who are 

training to be RNs. 

2.24 The RANF argued that there was inequity between nurses performing similar work who are 

subsequently paid dissimilar rate without good reason between awards (whilst not within 

the scope of the application, that argument extended to include reference to state awards). 

It was alleged that the rates were not properly fixed because the 1972 Equal Pay Case had 

not been implemented in nurses' awards and because of the manner in which nurses' rates 

have been set. 

2.25 As to changes in work, the following categories were relied upon: 

“1.  Increased patient dependency. 

2.  New drugs, new techniques of drug administration and intravenous therapy. 

3.  Changes in work orientation and the devolution of responsibility from medical officers. 

4.  Technological changes and new procedures which have affected nurses' work. 

5.  Staff shortages as they relate to nurses' work. 

6.  Differences and changes in nursing techniques and functions. 

7.  Changes in isolation and infection control which have come about through the advent of 

multi-resistant bacteria and new diseases. 

8.  Changes in education necessitated by the other work value changes.” 

2.26 The Commission made the following findings: 

“In respect of the ACT, the NT and DVA hospitals in New South Wales, South Australia, 

Western Australia and Tasmania we are satisfied that there have been changes in the nature 

43 “A257” decision. 
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of the work, skill and responsibility of nurses which constitute a significant net addition to 

work requirements within the terms of Principle 4. This is acknowledged. We are also agreed 

that the changes are of a similar order to those relied upon by Mr Commissioner Wells in 

New South Wales and in the decisions of the other State tribunals referred to. Our 

conclusions generally in relation to work value changes are in harmony with these decisions. 

As we had no evidence in respect of the work of nurses at Repatriation General Hospital, 

Greenslopes in Queensland we cannot accept the RANF's submission that similar work 

value changes as those demonstrated in DVA hospitals in other States can be assumed for 

Commonwealth nurses in Queensland. We therefore make no finding as to whether Principle 

4 has been satisfied in relation to these nurses.” 

2.27 The Full Bench, relevantly, held: 

(a) the 1972 principle did not apply to RNs covered by federal awards; 

(b) there were fundamental problems in the existing career structure;  

(c) there was a shortage of nurses while there was a pool of qualified nurses outside 

the industry; and 

(d) as to work value, as extracted above, they were satisfied that there had been 

changes in the nature of the work, skill and responsibility of nurses which constituted 

a significant net addition to work requirements within the terms of the work value 

principle.44 

2.28 The Full Bench also rejected a movement towards “professional rates”, observed they had 

not been provided with “any information or material which would justify a fixation of rates 

beyond the levels of the rates for nurses which have been assessed by recent decisions of 

State tribunals”.45 

2.29 The Commission went on to grant a range of increases in respect of the awards before it 

on the basis of the identified anomaly, inequities and work value changes. 

2.30 Between 1989 and 1990, the Commission delivered a series of decisions with respect to 

the rates for RNs in federal awards. 

2.31 In Industrial Relations Commission Decision 1052/1989 [1989] AIRC 1012 (21 December 

1989), the Commission considered an application brought by the ANF and the Hospital 

Employees Federation of Australia to vary all federal awards and determinations regulating 

the salaries of registered nurses, for what are referred to as professional rates. The matter 

44 Private Hospitals' & Doctors' Nurses (ACT) Award 1972 (Print G7200) (1987) 20 IR 420 at 443; [1987] AIRC 135 (7 

May 1987).  
45 Private Hospitals' & Doctors' Nurses (ACT) Award 1972 (Print G7200) (1987) 20 IR 420 at 446–447. 
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was referred under the “Special Case” provisions of the August 1988 and August 1989 

National Wage Principles. 

2.32 A useful summary of the decision was provided by the Commission in a subsequent 

decision: 46 

“In decisions handed down on 21 December 1989 (Print J0855) and 20 January 1990 (Print 

J1288) we determined that the ANF had made out a case for moving towards consistency 

of approach in the fixation of nurses' salaries. We said that we agreed with the objective of 

establishing nationally consistent rates and structures for nurses in federal awards, but that 

this would take time to achieve because of the differences previously existing in rates and 

conditions as between nurses in the various States and Territories.  

As a first step towards national rates the Bench established a single entry point for 

registered nurses at level 1 in federal awards in all States and Territories except 

Tasmania, where an existing 4% differential was maintained. The percentage increase 

required to achieve the common entry rate was then applied to the existing salaries 

in each of the awards. We indicated that we were not prepared to alter the internal 

relativities in the various awards, or to fix final rates, without greater attention being given to 

salary-related conditions. We said that whilst we believed that nationally consistent rates for 

nurses would be the best outcome in the long term, the concept of national rates was a 

fiction if it referred only to salaries. Differences in salary-related conditions, in particular those 

involving shift penalties, overtime and weekend work were to be addressed in structural 

efficiency negotiations in the various States and Territories and in relation to DVA hospitals. 

It was made clear that there would have to be significant progress on rationalisation of these 

conditions before there could be any further move towards nationally consistent rates. The 

Bench also indicated that the manner in which rationalisation of conditions was achieved 

would affect the final salary levels prescribed in these awards. 

Commissioners Cross and Smith were delegated to deal with individual structural efficiency 

applications by way of conciliation and/or arbitration. This has now take place and first phase 

structural efficiency increases for nearly all of the nurses covered by these claims have been 

approved. 

The matters were re-listed on 25 June 1990 to 'review final rates and relativities together 

with the timing of any further increases both in relation to the claims for more nationally 

consistent rates and structural efficiency.' It is now our task to assess the structural 

efficiency results and to consider the new rates claimed for the classification structure in 

these awards. We have examined the Commissioners' decisions and are satisfied that the 

parties have properly addressed the structural efficiency principle taking into account the 

issues raised in our earlier decisions. It is anticipated that the latest decision of the 

46 The Hospital Employees etc (Nursing Staff ACT) Award, 1980 (1992) 7 CAR 120. 
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Commissioners to be handed down today will enable the establishment of a consistent 

pattern of shift and weekend penalty rates in these award.”47 

2.33 By a 1990 Full Bench decision,48 the Commission fixed national consistent salary rates for 

RNs in levels 1, 2 and 3 with salaries for levels 4 and 5 still to be determined (for 

completeness, Level 4 concerns “Assistant Directors of Nursing” (ADONs) and Level 5 are 

“Directors of Nursing” (DONs)). That application was heard alongside with an application 

for structural efficiency increased pursuant to the national wage decision of 12 August 1989. 

Rates were fixed for level 1, 2 and 3 with regard to work value consideration and structural 

efficiency adjustments.  

2.34 A differently-constituted Full Bench on 21 December 1990 decided that Level 4 and Level 

5 rates required still further attention from the parties; but it approved interim increases of 

3.5 per cent at those levels.49 

2.35 By a 1992 Full Bench decision,50 salary increases were considered appropriate for Levels 

4 and 5. 

2.36 In an application brought by the ANF and HSU,51 the following federal awards were subject 

to s 113 applications:52  

(a) Hospital Employees Etc. (Nursing Staff A.C.T.) Award 1980; 

(b) Nurses Private Employment (A.C.T.) Award 1972; 

(c) Nurses (Northern Territory Public Service) Award 1985; 

(d) Nurses (Tasmanian Public Sector) Award 1988; 

(e) Nurses (Tasmanian Private Sector) Award 1990; 

(f) Nursing Staff (Repatriation Hospitals) Australian Nursing Federation Award 1991 

(Determination No. 195 of 1970 [Nursing Staff - RANF]); 

(g) Nurses (South Australian Public Sector) Award 1991 (Nurses (Registered Nurses - 

South Australian Public Hospitals and Health Agencies) Award 1989); 

(h) Nurses (ANF - South Australian Private Sector) Award 1989; 

(i) Nurses (Northern Territory) Private Sector Award 1989; 

47 The Hospital Employees etc (Nursing Staff ACT) Award, 1980 (1992) 7 CAR 120. 
48 I Industrial Relations Commission Decision 904/1990 (Print J4011) [1990] AIRC 862 (21 August 1990).   
49 Australian Nursing Federation - Determination Dec 630/91 (A Print J8402) at 275, citing  

Print J6124. 
50 Australian Nursing Federation - Determination Dec 630/91 (A Print J8402). 
51 The Hospital Employees etc (Nursing Staff ACT) Award, 1980 (1992) 7 CAR 120. 
52 The Hospital Employees etc (Nursing Staff ACT) Award, 1980 (1992) 7 CAR 120. 
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(j) Doctors' Nurses (Northern Territory) Award 1980; 

(k) Nurses (Government Subsidised Employers) Award 1989; 

(l) Nurses (Hetti Perkins Home For The Aged - Aboriginal Hostels Limited) Award, 

1986; 

(m) Nurses (Queensland Public Hospitals) Award 1991; 

(n) Nurses (South Australian Public Sector) Award 1991; and 

(o) Determination No. 3 of 1945 [General Staffs: Repatriation Institutions and Military 

Hospitals] Nurses (SA Mental Health Service) Award 1992; 

2.37 The applications were made pursuant to the Special Case wage fixing principle with 

reference to the structural efficiency and the changes in work value principles. The 

competing applications sought to provide for ENs a classification structure consistent with 

the objectives of those principles which has the following, inter alia, ingredients: 

(a) wage levels which reflect relative skills attained and utilised at each classification 

level; and 

(b) properly fixed internal relativities within the EN structure and within the nursing 

structure. 

2.38 The differences between the unions' applications relate primarily to appropriate wage rates 

and relativities: in particular the number of levels within the proposed EN structure and the 

resultant relativities with the RN structure. Each union claims its structure, if adopted, would 

provide a further step in achieving the objective of properly fixed nationally consistent wage 

structures for nurses. 

2.39 Having regard to the above history, it was observed: 

“We have decided on the basis of the submissions before us that the historical perspective 

of this matter forms the basis for a special case pursuant to the August 1989 National Wage 

Case decision. We have considered the requirements of the relevant principles - structural 

efficiency and changes in work value within the parameters on which the anomaly was found 

to exist in the history of federal coverage of nurses in ”A257”. There is a requirement when 

determining rates and relativities under the work value changes principle that "structural 

efficiency exercises should incorporate all past work value considerations”. As in other 

special cases we have found it unnecessary to compartmentalise the requirements of each 

principle. 

The fundamental task facing the Commission in this matter is to ensure that the rates fixed 

for ENs bear a proper relativity having regard to internal and external comparisons. Such a 

requirement is implicit in the structural efficiency principle and explicit in the changes in work 
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value principle. It is to that end result that we have directed our attention bearing in mind that 

one of the major grounds in support of the applications is the achievement of a national 

classification structure for ENs based on skill related comparabilities within the EN structure 

and with the RN structure. Those applications would be unnecessary if, by historical 

coincidence, the EN wage fixation in the various jurisdictions from which the federal awards 

are sourced were consistent in respect to rates and structures. It is because the pattern of 

award coverage is disparate and inconsistent, reflecting different backgrounds, that the 

applications are being pursued. 

… 

It is the new structure created for RNs with its own cohesive internal relativities which 

was set within an industry with a growing incidence of federal coverage which 

contributes to the circumstances in which we are asked to determine rates for ENs.” 

(Emphasis added). 

2.40 The Commission made the following conclusions: 

“The work of enrolled nurses was properly fixed as part of the "A257" case which fixed 

relativities for all classes of work of nurses. Since that decision a number of State 

tribunals have conducted work value or anomaly/special cases in respect to the 

nursing structure including ENs. The classification structure of RNs has been 

fundamentally reviewed as part of a special case conducted in conjunction with structural 

efficiency exercise. That case determined relativities different from those awarded in 

the "A257" case for reasons fully set out in relevant decisions. The parties 

foreshadowed their intention to conduct a review of EN rates following resolution of 

RN rates. As such the classification structure did not form part of the structural 

efficiency exercise for ENs but forms part of the special case which we have found to 

exist. 

… 

there is comparability in the work of ENs to attract a common classification structure across 

all awards; the increase in skills acquired and utilised as work experience increases with 

time can form the basis of a career path; a wage relationship between the EN and the RN 

Y1 should be established on work value grounds in fixing the limits of the classification 

structure. 

Turning to the classification structure and salary levels we have decided that the awards will 

be varied to reflect the following: 

… 

The range is consistent with the relativity range 91% - 99% of the current registered nurse 

structure. The rates we have fixed are related to a Y1 RN who holds a UG 2 qualification. 

This represents the first stage position of the ANF. We have carefully considered the 

submissions of all the parties in relation to the treatment of EN relativities in the light of the 

shift of RN educational base from UG 2 to UG 1, the latter being awarded a higher starting 

point in the RN scale by a Full Bench decision. All employers opposed the automatic 
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movement of the EN relativity to match the UG 1, describing such a move as premature, 

without foundation and industrially unsound. A number of submissions strongly challenged 

the unions' claims that the UG 2 classification would not have relevance in the future. Both 

the ANF and the HSUA argued that the changeover to UG1 was a viable goal to be 

progressively achieved in the States in the foreseeable future and that such a rate should 

be the appropriate ’’enduring" benchmark. 

… 

In evaluating the work of the EN we note the planned developments in the educational area 

but stress that we have reached our decision on an assessment of the value of work 

including an assessment of the current educational base for an EN which is hospital based. 

However there can be no future double counting for increased work value arising out of 

changed educational qualification of ENs: for example in the form of accelerated entry 

together with a higher base relativity with the UG 1 qualified RN. 

In making observations about the future educational preparation for an EN we further 

observe that a fundamentally important issue arising out of the evidence relates to the 

objective of a career path for ENs based on a skilled based classification structure. The 

attainment of this objective is shared by us and is consistent with the thrust of wage fixing 

principles based on restructuring since 1989. It forms an important part of the reason why 

we are prepared to adopt a new structure and definitions for ENs. We wish to make it clear 

on the basis of the material before us and our knowledge of the RN structure that the 

objective will be fully met when obstacles inhibiting ENs from advancing through to the RN 

structure are overcome. Until then we do not believe that opportunities for an integrated 

career path exist for all aspirants. However while the evidence of Ms Parkes in particular 

explains the interrelated developments in areas such as training, competency, accreditation, 

common standards etc, which as the ANF said, ’’coalesce to give impetus to each other" the 

ultimate attainment of the objective is beyond the scope of this Commission. It remains 

however of fundamental importance to enable a genuine career path to be accessible to ENs 

working in the nursing profession.” 

(Emphasis added). 

Award Simplification 

2.41 The Full Bench of the AIRC delivered a test case decision on the simplification of federal 

awards on 23 December 1997.53 The award simplification process means reviewing awards 

to see which provisions remain and which are to be removed. Where provisions are 

retained, the AIRC will attempt to ensure that they are easy to understand, that they support 

workplace efficiency and meet other tests. The 20 allowable award matters detailed in s 

89A(2) of the WR Act provide primary guidance on provisions which will be retained in 

awards. 

53 Award Simplification Decision (Print P7500) (1997) 75 IR 272 (23 December 1997). 
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2.42 As part of the award simplification process, awards were varied so that they: 

(a) act as a safety net of fair minimum wages and conditions of employment (s 88A(b) 

of the WR Act); 

(b) are simplified and suited to the efficient performance of work according to the needs 

of particular workplaces or enterprises (s 88A(c) of the WR Act); and 

(c) encourage the making of agreements between employers and employees at the 

workplace or enterprise level (s 88A(d) of the WR Act). 

2.43 Several of the pre-reform awards were subject to this process following that test case.54 

2.44 On 20 October 1998, the Commission published the Paid Rates Review decision, which set 

out the principles with respect to properly set minimum rates (considered earlier in these 

submissions). 

2000-2005 

2.45  In Appln By Australian Nursing Federation To Vary Nurses Private Sector (ACT)55 (ACT 

Decision), the ANF commenced an application to vary the Nurses Private Employment 

(ACT) Award 2002 pursuant to work value principles. The application sought to insert a new 

classification structure in relation to an “Assistant in Nursing (Aged Care)” and to update 

the wage rates contained in the award.  

2.46 The ANF contended that, prior to 1990, the “Nurses Aide (assistant) role” was 

predominately one of personal care (e.g. feeding and dressing residents). By 2005, and 

primarily due to the increased requirements of the Aged Care Act 1997 (Cth) and the 

increased acuity and dependency of residents, the role of the Nurses Aide (assistant), it 

was argued, has become more clinically focused.56 

2.47 After considering the relevant work value considerations, the Commission was satisfied that 

an increase in work value justifies the insertion of a new classification structure in the award. 

2.48 In making variations to the award, that were held to be justified by work value reasons, the 

Commission also ensured the proposed rates were aligned with the C10 classification and 

consistent with existing awards and principles. The Commission’s observations, in this 

respect, are instructive: 

54 See examples, ACT Nurses Award 2000 - re Award simplification (PR902637) [2001] AIRC 279; Aged and Disabled 

Persons' Hostels (ALHMWU) Interim Award 1996; Nursing Assistants (ALHMWU) Interim Award 1996; Private 

Hospitals and Nursing Homes (ALHMWU) Interim Award 1996 - re Award simplification (PR910160) [2001] AIRC 1058. 
55 Appln By Australian Nursing Federation To Vary Nurses Private Sector (ACT) (PR 965496) (21 November 2005) 

(ACT Decision). 
56 ACT Decision at [10]. 
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[83] I am also satisfied that the wage rate proposed by the ANF for unqualified AINs 

appropriately recognises the role and responsibilities of an unqualified worker while 

providing sufficient incentive for employees to gain the relevant qualifications. The rate 

struck is slightly more than 89% of the C10 rate and has the advantage of just exceeding 

(albeit by little more than $1 per week) the current rate applying to Nurses Aide (assistant) 

under the award. 

[84] I am also satisfied that the classification of Assistant in Nursing Level 2 is 

appropriately aligned with the C10 classification in the Metals Award. I am also satisfied 

that further experience gained on the job at that level is appropriately remunerated by a 

further increment after one year to take the rate to 102% of the C10 rate. These rates are 

proposed by the ANF and consented to be the employers. To adopt these rates for an AIN 

with a Certificate III in Community Services (aged care) is consistent with the provisions of 

the Act and the Wage Fixing Principles. AINs in the aged care industry in the ACT will have 

similar rates of pay to those applying to qualified AINs employed under the Nurses Aged 

Care Award — State 2003 (Qld). 

[85] I am not satisfied that I have sufficient evidence before me to justify the awarding of a 

further increment to recognise experience gained after a second year of holding the 

Certificate III. Additionally, while the rate proposed by the ANF for the new Level 3 

classification is apparently not opposed by the employers, I am not convinced that the 

evidence before me is sufficient to establish such relativities between an AIN with a 

Certificate III and another AIN holding a Level IV Certificate. The rate proposed by the AIN 

would result in a first year Level 3 AIN with Certificate IV qualifications having a minimum 

rate of pay under the award exceeding that of an Enrolled Nurse with one years’ experience 

and the minimum rate for a Level 3 AIN with two years’ experience exceeding that of an 

Enrolled Nurse with five years’ experience. It may be that such rates can be justified but I 

am not persuaded that I have sufficient evidence before me concerning the relative 

qualifications and duties of Enrolled Nurses to accept this proposition. 

[86] In this regard it is important to note that part of Principle 6 which states: 

In addition to meeting this test a party making a work value application will need to 

justify any change to wage relativities that might result not only within the relevant 

internal award structure but also against external classifications to which that 

structure is related. There must be no likelihood of wage leapfrogging arising out of 

changes in relative position. 

[87] The majority of the evidence before me concentrated on the value of the Certificate III 

qualification and the duties and responsibilities given to AINs with this qualification. While 

some of the evidence went to the role of AINs with a Certificate IV qualification, and while I 

recognise that under the classification descriptors the AIN Level 3 position would be a 

promotable position, I am not prepared to insert a classification of Level 3 at the proposed 

rate in the absence of sufficient evidence to justify disturbing the relativities between the AIN 
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and EN classifications. I note in this respect that, while the wage rates for Enrolled Nurses 

under the relevant Queensland State award are higher than those in this award, the 

maximum rate for an AIN does not exceed the minimum EN rate. 

[88] I am, however, prepared to hear further evidence on the matter of an appropriate rate 

for the classification of AIN Level 3 to recognise the holding of a Certificate IV qualification. 

[89] In reaching this conclusion I have accepted that this award contains properly 

fixed minimum rates as required by the legislation. I am also satisfied that the variation 

I am prepared to make to the award meets the requirements of the legislation and the 

Statement of Principles.57 (Emphasis added) 

Conclusion: Industrial History  

2.49 The industrial history underpinning the Nurses Award reveals that the classifications and 

wage rates of RNs, ENs and AINs have been subject to extensive review. Several work 

value applications were previously heard. Steps towards consistent minimum rates were 

achieved with decisions fixing minimum rates for the different levels of classification at a 

federal level.  

2.50 Notwithstanding that history, which suggests that there may be a proper basis for finding 

the minimum rates in the Nurses Award were “properly set”, in order to reach a conclusion 

the minimum rates in the Nurses Award are properly set, reference must be made to a 

decision of the Full Bench that expressly assesses the minimum rates by reference to the 

C10 framework and the AQF. Since the publication of the Nurses Award, it would not be 

controversial to conclude, this has not occurred.  

2.51 The preceding industrial history may give the Commission some confidence to find there is 

some alignment within the existing classifications and minimum rates structure. However, 

the exercise of properly setting minimum rates against the C10 framework (and with regard 

for the AQF) is a deliberate exercise and one that we submit should be undertaken with 

respect to the existing classification structure in the Nurses Award.  

  

57 ACT Decision at [84]-[89]. 
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3. WHETHER THE MINIMUM RATES IN THE SCHADS AWARD WERE PROPERLY SET? 

Introduction 

3.1 The industrial history underpinning the SCHADS Award demonstrate that the minimum 

rates and classification structures were not consistent throughout the pre-reform awards. 

This section is in two parts: 

(a) First, an analysis of the award modernisation process, together with identification of 

the pre-reform awards used as the basis for the classification structures and 

minimum rates in the SCHADS Award. This analysis will demonstrate that the 

structure of this award was the subject to extensive debate.  

(b) Second, an analysis of the Residential Award, which provides an example of the 

overlap that exists within the aged care sector, home sector and disability sector. 58 

3.2 The combined effect of that analysis will demonstrate that whilst the rates in some pre-

reform awards were described as properly set, and references were made to the C10 

framework in submissions during the award modernisation, it is unclear whether the existing 

rates for home care employees in the SCHADS Award were ever assessed as properly set. 

Industrial History: SCHADS Award 

3.3 At the outset, it should be noted that the SCHADS Award covers four sectors:  

(a) crisis assistance and supported housing sector; 

(b) social and community services sector; 

(c) home care sector; and 

(d) family day care scheme sector.59  

3.4 Several pre-reform awards addressed those sectors either individually and/or in 

combination.60 Of those pre-reform awards, five were used as the basis for the classification 

structure and rates in the SCHADS Award.  

3.5 In Award Modernisation - Statement - Full Bench - [2009] AIRC 865; [2009] AIRCFB 865 

(25 September 2009), the Full Bench set out the pre-reform awards that formed the basis 

of classifications and wage rates in the SCHADS Award exposure draft:  

58 Residential and Support Services (Victoria) Award 1999. 
59 SCHADS Award, cl 4.2. 
60 See generally, “Draft award audit by modern awards” (excel spreadsheet): https://www.fwc.gov.au/agreements-

awards/awards/awards-research. 
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(a) The classification and wage rates for “social and community service employees” 

largely reflect the Social and Community Services (Queensland) Award 2001.61  

(b) The classification and wage rates for “crisis accommodation employees” reflect the 

Crisis Assistance Supported Housing (Queensland) Award 1999. It was also noted 

that those employees “have been integrated into the social and community services 

employee wage rate structure taking into account qualification levels”.62 

(c) The wage rates and definitions for “family day care employees” were derived from 

the federal Family Day Care Services Award, 1999.63 

(d) The classification structure and wage rates for “disability service employees” largely 

reflect the Residential and Support Services (Victoria) Award 1999.64 

(e) The wage rates and classification definitions for “home care employees” are based 

on the Home and Community Care Award 2001. It was also observed that “[t]he 

wage rate for a Certificate III qualified home care employee (grade 3) is the same 

rate as for a similarly qualified aged care employee (level 4) in the Aged Care Award 

2010”.65 

3.6 As to pre-reform awards relating to social and community service, the Full Bench said: 

“[101] … There are federal awards in this sector in all states except New South Wales, 

Tasmania and South Australia, where there are NAPSAs. The wage rates in the federal 

Australian Capital Territory, Western Australian and Queensland awards were reviewed as 

part of the award simplification process in 2002. They are all currently very similar. The New 

South Wales NAPSA provides for generally higher wage rates than the federal awards. The 

South Australian and Tasmanian NAPSA wage rates are generally lower than the federal 

awards. In adopting the federal Queensland award wage rates, we note that s.576(L) of the 

WR Act requires that modern awards provide a fair minimum safety net.” 

3.7 At the time of consideration, it may also be noted, the Queensland Community Services 

and Crisis Assistance Award – State 2008 (Queensland SACS award) wage rates were 

significantly higher than the wages in the federal and other state awards applying in the 

SACS industry.66 However, the rates published in the exposure draft as to crisis 

accommodation workers were lower than that award.67  

61 Award Modernisation - Statement - Full Bench [2009] AIRC 865; [2009] AIRCFB 865 (25 September 2009) at [101]. 
62 Award Modernisation - Statement - Full Bench [2009] AIRC 865 at [102]. 
63 Award Modernisation - Statement - Full Bench [2009] AIRC 865 at [103]. 
64 Award Modernisation - Statement - Full Bench [2009] AIRC 865 at [104]. 
65 Award Modernisation - Statement - Full Bench [2009] AIRC 865 at [106]. 
66 Equal Remuneration Case [2011] FWAFB 2700 (16 May 2011) at [2]. 
67 Equal Remuneration Case at [2]. 
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3.8 As to the pre-reform awards relating to disability services, the Full Bench said:  

[104] Award coverage of disability services employees is currently spread over federal 

awards (Australian Capital Territory, Victoria and Northern Territory) and NAPSAs (New 

South Wales, Tasmania, South Australia and Queensland). Wage rates are largely 

comparable between the federal awards (the Australian Capital Territory award is slightly 

higher). The New South Wales NAPSA wage rates are again the highest rates. All of the 

other State NAPSAs contain generally lower rates. 

3.9 On 5 November 2009, at a hearing with respect to the award modernisation, the exposure 

draft of the SCHADS Award, “social and community services employee level 2, which is 

pay point 1” was identified as the “equivalent C10”.68 

3.10 During the award modernisation process, support for aged persons or persons with a 

disability in their home was covered by both the SCHADS Award and Aged Care Award, 

with coverage subject to the industry of the employee. In a later decision, the Full Bench 

determined “home care employees will be solely covered by the Social, Community, Home 

Care and Disability Services Industry Award 2010”. A clear decision was made to not 

include “home care employees” under the Aged Care Award.69 

3.11 In December 2009, the Commission published the SCHADS Award.  

3.12 As to the classifications and minimum rates, the Full Bench observed: 

“[80] We have decided to make a modern award based on the terms of the exposure draft 

but with a number of alterations some of which we deal with below. The award will include 

the classifications and minimum wages which appear to us, on the material available at 

this time, to be appropriate for a modern award in this industry. We accept the force of 

the submissions made that in the circumstances it would be inconvenient to say the least to 

introduce new classifications and minimum wages for the industry covered by the award 

when a significant case is contemplated before Fair Work Australia next year. We have 

decided that the operative date for the implementation of the new classifications and wages 

should be delayed until 1 July 2011.”70 

3.13 The decision referred to in that passage was the Equal Remuneration Case [2011] FWAFB 

2700 (16 May 2011) (the Equal Remuneration Case).  

3.14 By that publication, the SCHADS Award “replaced, in whole or in part, the provisions of a 

number of federal and state awards previously applying in the industry. While the modern 

68 AM2008/24, Transcript of Proceedings [2009] FWATrans 864 (24 November 2009) at [PN3067]- [PN3074]. 
69 Award Modernisation - Decision - re Stage 4 modern awards [2009] AIRCFB 945 (4 December 2009) at [77]. 
70 Award Modernisation - Decision - re Stage 4 modern awards [2009] AIRCFB 945 (4 December 2009) at [80]. 
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award contains a new classification structure and wage rates, when the award was made it 

contained a provision that the wage rates should not operate until 1 July 2011”.71 

3.15 The operation of rates was further delayed until 1 February 2012.72 In this respect the 

SCHADS Award was different to the Aged Care Award and Nurses Award which both 

commenced on 1 July 2010.  

3.16 Shortly after being made in 2010, the industrial history of the SACS Award was diverted 

with the Equal Remuneration case. In looking at minimum rates and the notion of properly 

set minimum rates, the Commission need not be unduly delayed by consideration of this 

decision because: 

(a) it is arguable the decision was erroneously decided given the reasoning in the Equal 

Remuneration Case 2015;73 and 

(b) that decision was given effect to by an equal remuneration order and does not 

concern the setting of minimum rates and is not otherwise governed by ss 157, 134 

or 284. 

Industrial History: Pre-Reform Awards 

3.17 As mentioned above, the Residential Award commenced on 28 October 1999. That award 

was held to be properly fixed in accordance with the Paid Rates Review decision and, in all 

other respects, meet the requirements of the WR Act.74 That award was a “stand alone” 

award for employees within the disability services sector. It applied to the whole of Victoria 

in relation to persons employed in direct client support roles in residential and/or non-

residential support services for people with disabilities and/or young people and/or 

children.75 That award also provided that the Residential Award was to prevail to the extent 

of any potential inconsistency under the HASA Award.76  

3.18 The Commission determined that the Residential/Support Services Worker Grade 3 

classification is properly equated to a C10. In the draft produced by the parties, they 

proposed a base rate less than the C10, but adjusted the other classification rates at the 

base level by maintaining existing internal relativities. The Commission specifically 

71 Equal Remuneration Case at [4]. 
72 Determination - Social, Community, Home Care and Disability Services Industry Award 2010 (PR508395) 

[MA000100] (12 April 2011). 
73 Equal Remuneration Case 2015 (2015) 256 IR 362; [2015] FWCFB 8200. 
74 Health Services Union of Australia v Kindilan Society 1493/99 (N Print S1841) [1999] AIRC 1448 (16 December 

1999). 
75 Residential and Support Services (Victoria) Award 1999, cl 4.2. 
76 Residential and Support Services (Victoria) Award 1999, c 4.3.  
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considered the impact the lower rate on the rates in the second and third years of each 

grade.  

3.19 Notwithstanding the reduction to the base pay of the key classification, having considered 

the evidence, the Commission concluded “the rates of pay at the base level and in the 

second and third year are fixed at an appropriate level on work value grounds”.77 

Conclusion: Industrial History 

3.20 The industrial history with respect to the SCHADS Award suggests that the classifications 

and minimum rates that appear in the SCHADS Award were the subject of extensive 

consideration, with reference to a combination of pre-reform awards that were considered 

properly fixed.  

3.21 Despite that history, as previously mentioned, in order to reach a conclusion the minimum 

rates in the SCHADS Award are properly set, reference must be made to a decision of the 

Full Bench that expressly assesses the minimum rates by reference to the C10 framework 

and the AQF. Whilst the award has been the subject of much consideration, it would not be 

controversial to conclude that no such assessment has occurred.  

3.22 The industrial history may support a finding that there is some alignment within the existing 

structure, however, the exercise of fixing properly set minimum rates must be undertaken 

in an express fashion. This exercise should occur with respect to all minimum rates in the 

SCHADS Award.  

 

77 Health Services Union of Australia v Kindilan Society 1493/99 (N Print S1841) [1999] AIRC 1448 (16 December 

1999) at [20]. 
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1. THE AWARDS AND THE C10 FRAMEWORK  

Introduction  

1.1  By the preceding analysis, we arrived at the following conclusions: 

(a) The Aged Care Award does not appear to have been properly set. 

(b) The Nurses Award may have been properly set.  

(c) The SCHADS Award may have been properly set.  

1.2 Before turning to the C10 framework a number of preliminary contentions need 

considerations: 

(a) The Commission will need to be satisfied that it is appropriate to dissect ‘nurses’ in 

aged care from the current Nurses Award classification structure and to properly set 

the minimum rates for such ‘nurses’ while not properly setting such rates for ‘nurses’ 

outside of aged care. It is questionable whether this is desirable and certainly not 

an approach that sits well with that taken in the Teachers Case. 

(b) Any classification structure will need to be appropriate for the proper setting of 

minimum rates. 

(c) In this regard, consideration should be given to the appropriateness of the current 

classification in the Aged Care Award which conflates care workers with support 

workers in a manner that challenges alignment to the C10 framework. These would 

at a minimum be better broken out into a care stream and a support stream. 

(d) Where service is used it should reflect the acquisition of experience and 

competence rather than the effluxion of time1. This prompts consideration of the shift 

in competency of care workers at and around three years of experience and also 

1 See Teachers Case at [647]. 
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will require the Commission to be satisfied that any use of service in the Nurses 

Award or the SCHADS Award sits well with this. 

The Benchmark Classification: The C10 Framework  

1.3 In light of the role of the Manufacturing Award within the process, it is useful to briefly turn 

to the classification structure under that award.  

1.4 Schedule A to the Manufacturing Award contains the Classification Structures and 

Definitions. Clauses A.4.7(a) and (b), in Schedule A contains a description of the 

qualifications and competencies of persons in Classification C10.  

1.5 With respect to the former, cl A.4.7(a)(i) provides that the employee holds a trade certificate 

or tradesperson’s rights certificate or equivalent as (relevantly) an “Engineering 

Tradesperson (Mechanical) - Level 1 … and is able to exercise the skills and knowledge of 

the engineering trade so as to enable the employee to perform work within the scope of this 

level”. Clause A.4.7(a)(ii) goes on to identify the skills, competence and training of an 

employee in classification C10 compared with an employee in classification C11. Equivalent 

wording is repeated with respect to “Engineering/ Manufacturing Systems Employee—Level 

V” in clause A.4.7(b)(i) and (ii). 

1.6 The reference to “or equivalent” means: 

● any training which a registered provider (e.g. TAFE),or State recognition authority 

recognises as equivalent to a qualification which the relevant industry committee, which is 

currently the Manufacturing and Engineering Industry Reference Committee, recognises for 

this level, which can include advanced standing through recognition of prior learning and/or 

overseas qualifications; or 

● where competencies meet the requirements set out in the metal and engineering 

competency standards in accordance with the National Metal and Engineering Competency 

Standards Implementation Guide.2 

2 Manufacturing Award, Sch A, A.4.1(b)(i). 
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1.7 The percentage wage relativities to C10, reflecting the percentages as prescribed in 1990 

in Re Metal Industry Award 1984—Part I (M039 Print J2043), together with the minimum 

training requirements, is extracted below: 

Classification 

levels 

Classification title Minimum training requirement Wage relativity 

to C10 (see 

clause A.3.2) 

C1 Professional Engineer 

Professional Scientist 

Degree 180/210% 

C2(b) Principal Technical Officer Advanced Diploma or equivalent and 

sufficient additional training so as to 

enable the employee to meet the 

requirements of the relevant classification 

definition and to perform work within the 

scope of this level. 

160% 

C2(a) Leading Technical Officer Advanced Diploma or equivalent and 

sufficient additional training so as to 

enable the employee to meet the 

requirements of the relevant classification 

definition and to perform work within the 

scope of this level. 

150% 

C2(a) Principal Supervisor/ Trainer/Co-

ordinator 

Advanced Diploma or equivalent of which 

at least 50% of the competencies are in 

supervision/training 

150% 

C3 Engineering Associate/ 

Laboratory Technical Officer—

Level II 

Advanced Diploma of Engineering, 

Advanced Diploma of Laboratory 

Operations, or equivalent. 

145% 

C4 Engineering Associate/ 

Laboratory Technical Officer—

Level 1 

80% towards an Advanced Diploma of 

Engineering,80% towards an Advanced 

Diploma of Laboratory Operations, or 

equivalent. 

135% 

C5 Advanced Engineering 

Tradesperson—Level II 

Diploma of Engineering—Advanced 

Trade, or equivalent. 

130% 

C5 Engineering/Laboratory 

Technician—Level V 

Diploma of Engineering—Technical, 

Diploma of Laboratory Technology, or 

equivalent. 

130% 

C6 Advanced Engineering 

Tradesperson—Level 1 

C10 + 80% towards a Diploma of 

Engineering—Advanced Trade, or 

equivalent. 

125% 
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Classification 

levels 

Classification title Minimum training requirement Wage relativity 

to C10 (see 

clause A.3.2) 

C6 Engineering/Laboratory 

Technician—Level IV 

50% towards an Advanced Diploma of 

Engineering, or 85% towards a Diploma 

of Engineering—Technical,50% towards 

an Advanced Diploma of Laboratory 

Operations or 85% towards a Diploma of 

Laboratory Technology, or equivalent. 

125% 

C7 Engineering/ Manufacturing 

Tradesperson—Special Class 

Level II 

Certificate IV in Engineering, or C10 + 

60% towards a Diploma of 

Engineering,60% towards a Diploma of 

Laboratory Technology, or equivalent. 

115% 

C7 Engineering/Laboratory 

Technician—Level III 

Certificate IV in Manufacturing 

Technology, provided that the minimum 

experience required for a Technology 

Cadet has been completed, or Certificate 

IV in Laboratory Techniques, or 45% 

towards an Advanced Diploma of 

Engineering, or 70% towards a Diploma 

of Engineering—Technical, 45% towards 

an Advanced Diploma of Laboratory 

Operations, or 70% towards a Diploma of 

Laboratory Technology, or equivalent 

115% 

C8 Engineering/ Manufacturing 

Tradesperson—Special Class 

Level I 

C10 + 40% towards a Diploma of 

Engineering, or equivalent 

110% 

C8 Engineering/Laboratory 

Technician—Level II 

40% towards an Advanced Diploma of 

Engineering, or 60% towards a Diploma 

of Engineering—Technical,40% towards 

an Advanced Diploma of Laboratory 

Operations,60% towards a Diploma of 

Laboratory Technology, or equivalent 

110% 

C9 Engineering/ Manufacturing 

Tradesperson—Level II 

C10 + 20% towards a Diploma of 

Engineering or equivalent 

105% 

C9 Engineering/Laboratory 

Technician—Level I 

Certificate III in Engineering—Technician, 

or Certificate III in Laboratory Skills, or 

Certificate III in Manufacturing 

Technology, provided that the minimum 

experience required for a Technology 

Cadet has been completed, or 50% 

towards a Diploma of Engineering, or 

equivalent 

105% 
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Classification 

levels 

Classification title Minimum training requirement Wage relativity 

to C10 (see 

clause A.3.2) 

C10 Engineering/Manufacturing 

Tradesperson – Level 1 

Recognised Trade Certificate, or 

Certificate III in Engineering – 

Mechanical Trade, or Certificate III in 

Engineering – Fabrication Trade, or 

Certificate III in Engineering – 

Electrical/Electronic Trade, or 

equivalent 

100% 

C10 Engineering/ Manufacturing 

Systems Employee—Level V 

Engineering Production Certificate III, 

or Certificate III in Engineering—

Production Systems, or equivalent 

100% 

C11 Engineering/ Manufacturing 

Employee—Level IV 

 

Laboratory Tester 

Engineering Production Certificate II, or 

Certificate II in Engineering—Production 

Technology, or Certificate II in Sampling 

and Measurement, or equivalent 

92.4% 

C12 Engineering/ Manufacturing 

Employee—Level III 

Engineering Production Certificate I or 

Certificate II in Engineering ,or equivalent 

87.4% 

C13 Engineering/ Manufacturing 

Employee—Level II 

In-house training 82% 

C14 Engineering/ Manufacturing 

Employee—Level 1 

Up to 38 hours induction training 78% 

 

1.8 It should be noted, the minimum rates in the Manufacturing Award “do not reflect these 

relativities because some wage increases since 1990 have been expressed in dollar 

amounts rather than percentages and as a result have reduced the relativities”.3 

1.9 Notwithstanding that caveat, and noting pay rates change from 1 July each year, the C10-

C14 levels as set from 1 July 2021 by reference to the “Adult - General Manufacturing - Full 

time & Part-time” are as follows:4 

Classification Weekly pay rate Hourly pay rate 

C14 - Engineering/manufacturing employee - level I $772.60 $20.33 

C13 - Engineering/manufacturing employee - level II $794.80 $20.92 

3 Manufacturing Award, Schedule A, clause A.3.2.  

4 Fair Work Ombudsman, “Pay Guide: Manufacturing and Associated Industries and Occupations Award 

[MA000010]” (Published 1 December 2021), Reference Bundle, Tab 22, page 1528.  
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C12 - Engineering/manufacturing employee - level III $825.20 $21.72 

C11 - Engineering/manufacturing employee - level IV $853.60 $22.46 

C11 - Laboratory tester $853.60 $22.46 

C10 - Engineering/manufacturing tradesperson - level I $899.50 $23.67 

C10 - Engineering/manufacturing systems employee - level V $899.50 $23.67 

 

1.10 Those classification levels, minimum requirements and wage rates will be returned to in the 

context of determining whether the pay rates and internal relativities in the awards were 

ever properly set.  

The Australian Qualifications Framework 

1.11 The “minimum training requirement” and/or “minimum qualification” cannot be considered 

absent the AQF. The AQF is the policy for regulated qualifications in the Australian 

education and training system, which underpins the national system of qualifications in 

Australia, encompassing higher education, vocational education and training (VET), and 

schools. It is the agreed policy of Commonwealth, State and Territory ministers.5 

1.12 For completeness, the relevant AQF levels are listed below:  

(a) Level 1 – Certificate I; 

(b) Level 2 – Certificate II; 

(c) Level 3 – Certificate III; 

(d) Level 4 – Certificate IV; 

(e) Level 5 – Diploma; 

(f) Level 6 – Advanced Diploma, Associate Degree; 

5 Department of Education, Skills and Employment, Australian Qualifications Framework, “What is the 

AQF”; Reference Bundle, Tab 14, page 1487. See also, Australian Qualifications Framework Council, 

“Australian Qualifications Framework” (second edition, January 2013); Reference Bundle, Tab 13. 
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(g) Level 7 – Bachelor Degree; 

(h) Level 8 - Bachelor Honours Degree, Graduate Certificate, Graduate Diploma;  

(i) Level 9 - Master’s Degree; and 

(j) Level 10 - Doctoral Degree.  

1.13 It useful to briefly set out the AQF criteria with respect to Levels 1-6, given that overlap 

exists and the awards provide include reference to “or equivalent”. The AQF provides the 

following summary of criteria for each level:6 

Qualification Summary 

Certificate I Graduates at this level will have knowledge and skills for initial work, community 

involvement and/or further learning. 

Certificate II Graduates at this level will have knowledge and skills for work in a defined context 

and/or further learning. 

Certificate III Graduates at this level will have theoretical and practical knowledge and skills for 

work and/or further learning. 

Certificate IV Graduates at this level will have theoretical and practical knowledge and skills for 

specialised and/or skilled work and/or further learning. 

Diploma Graduates at this level will have specialised knowledge and skills for 

skilled/paraprofessional work and/or further learning. 

Advanced Diploma / 

Associate Degree 

Graduates at this level will have broad knowledge and skills for 

paraprofessional/highly skilled work and/or further learning. 

 

  

6 Australian Qualifications Framework Council, “Australian Qualifications Framework” (second edition, 

January 2013), page 12; Reference Bundle, Tab 13, page 1386. 
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Recent Considerations of the C10 Classification Structure  

1.14 The Commission recently made observations with respect to the C10 framework in the 

context of the Pharmacy Case and the Teachers Case.  

1.15 In the Pharmacy Case, the Full Bench found there was a lack of alignment in pay rates and 

relativities as between pharmacists under the Pharmacy Industry Award 2010 (Pharmacy 

Award) and those classifications requiring equivalent qualifications under the 

Manufacturing Award (particularly those rates referable to undergraduate qualifications). 

The decision also noted a lack of consistency with the Australian Qualifications Framework. 

In that decision, the Full Bench also expressed a view that this issue may affect other 

awards which contain qualifications applying to employees who are required to hold 

undergraduate qualifications.  

1.16 In Section 157 proceeding [2019] FWC 5934, the Commission issued a statement that 

expressed a provisional view that awards with classifications requiring undergraduate 

degrees should be referred to the Full Bench for review. As part of that statement, the 

Commission prepared tables setting out the current wage rates and relativities to the C10 

rate in the Manufacturing Award for, inter alia, Social, Community, Home Care and Disability 

Services Industry Award 2010 and Nurses Award 2010, based on the weekly wage rates 

following the Annual Wage Review 2018-197 decision. 

1.17 In Teachers Case, the Full Bench observed: 

“[561] The Metal Industry classification structure, as originally formulated, provided for 14 

classifications with different qualifications and skill levels. Each classification was assigned 

a wage relativity, expressed in percentage terms, with the C10 tradesperson classification. 

However that structure in its current form has been altered in two ways. First, because of flat 

dollar increases awarded in safety net reviews by the AIRC, in wage decisions of the AFPC 

and in the initial annual wage reviews of this Commission, the relativities between 

7 Annual Wage Review 2018–19 [2019] FWCFB 3500.  

5509



classifications became compressed. Second, although the full Metal Industry 

classification structure was incorporated by the AIRC into the modern Manufacturing Award 

when it was made on 19 December 2008 in the course of the award modernisation process, 

the highest Level C1 classification was deleted on 30 December 2009. This was done 

on the basis that degree qualified professional engineers and scientists previously covered 

by the classification would now be covered by the PE Award. However, the salary rates 

provided for in the PE Award were not consistent with the relativities originally provided for 

in the Metal Industry Award classification, and were generally lower than the Level C1 rates 

which originally appeared in the Manufacturing Award and were themselves the result of the 

compression of relativities.”8 

(Footnotes omitted) 

1.18 In Teachers Case, it was found that the minimum rates in the EST Award were not he 

product of any proper fixation of minimum rates in accordance with principles stated in the 

ACT Child Care decision. The rates were fixed by reference to pre-existing rates, with 

subsequent adjustments made by reference to those first award rates without any proper 

minimum rate assessment process.9  

Conclusion 

1.19 Having earlier set out the applicable principles that underpin and inform the Commission’s 

assessment of the current minimum rates, we now turn to analyse the classification 

structure and minimum rates in the awards.  

  

  

8 Teachers Case at [561]. 

9 Teachers Case at [562]. 
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2. ANALYSIS OF THE AGED CARE AWARD  

Introduction  

2.1 With respect to each award we will address the following questions: 

(a) What are the relevant benchmark classifications for the C10 comparison? 

(b) If applied to the existing classification internal relativities what outcome does this 

drive? 

(c) What anomalies does this create compared to the C10 framework that need to be 

considered? 

2.2 As part of that analysis we will also address issues relevant to the modern awards objective 

and minimum award objective.10. 

What are the relevant benchmark classifications for the C10 comparison? 

2.3 We submit it would not be controversial for the Commission to determine that “Aged Care 

employee Level 4” is the key classification for the award. Under that level there are presently 

three categories of work: 

(a) General and administrative services (with the position of “Gardener” at that level 

requiring “trade or TAFE Certificate III or above”); 

(b) Senior cook (trade); and 

(c) Personal Care Worker grade 3 (with a minimum qualification requirement of 

“Certificate 3”).  

2.4 The minimum rate for an aged care employee - level 4 per week is $899.50, which is aligns 

with the current minimum rate for a C10 level under the Manufacturing Award (as does the 

minimum qualification of Certificate III).  

10 The Employer Interests address ss 134 and 284 considerations in Closing Submissions at Sections 23 
and 24, respectively.  
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If applied to the existing classification internal relativities what outcome does this drive? 

2.5 By reference to the key classification, the existing classification internal relativities may be 

compared against the relativities in the Manufacturing Award. That comparison appears in 

the table below: 

Manufacturing 

Award 

classification 

Minimum 

qualification 

Current 

relativity 

to C10 (%) 

Current 

Wage 

Rate ($) 

Aged Care Employee 

classification 

Current 

relativity 

to C10 (%) 

Current 

Wage 

Rate ($) 

C14 Up to 38 hours 

induction training 

78 772.60    

C13 In-house training 82 794.80    

       

C12 Certificate I or 

Certificate II or 

equivalent 

87.4 825.20    

    Level 1 91.3 821.40 

C11 Certificate II 92.4 853.60    

    Level 2 95 855.50 

    Level 3 98.8 889.00 

C10 Recognised 

Trade 

Certificate or 

Certificate III or 

equivalent 

100 899.50 Level 4 100 899.50 

    Level 5 103.4 930.00 

C9 C10 (Trade 

certificate III) + 

20% towards 

Diploma or 

equivalent 

105 927.70    

    Level 6 109 980.10 

C8 C10 (Trade 

certificate III) + 

40% towards 

Diploma or 

equivalent 

110 955.90    

    Level 7 111 997.70 

C7 Certificate IV OR 

C10 (Trade 

certificate III) + 

60% towards 

Diploma or 

equivalent 

115 981.50    
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What anomalies does this create compared to the C10 framework that need to be 

considered? 

2.6 In considering whether any anomalies are created when compared to the C10 framework, 

regard must be had to the “minimum qualifications”, which brings with it the need to turn to 

the AQF.  

2.7 Whilst there is no minimum qualification for personal care workers in aged care, personal 

care workers may obtain the following qualifications: 

(a) Certificate III in Individual Support (Ageing); 

(b) Certificate III in Individual Support (Ageing, Home and Community); 

(c) Certificate IV in Aged Care; 

(d) Certificate IV in Ageing Support; 

(e) Certificate IV in Disability. 

2.8 An individual may also obtain a Certificate III in the form of a traineeship by which they study 

and “train on the job”, within 12 months complete a Certificate III.  

2.9 The qualification of Certificate III and IV align with AQF Levels 3 and 4, respectively.  

2.10 The following table sets out the “qualifications” referred to in the Aged Care Award, together 

with reference to the corresponding AQF and the C10 level that properly aligns with that 

AQF:  

Classification 

Level 

Qualification / Experience  AQF C10 

1 Less than 3 months experience  C14 

2 3-12 months experience  C13 - C12 

3 Second and subsequent years of service   C11 

4 Certificate III  L3 C10 

5 Formal qualifications at trade or certificate level (“may 

require”) 

L3 - L4 C10 - C7 

5513



Classification 

Level 

Qualification / Experience  AQF C10 

6 Formal qualifications at post-trade or Advanced Certificate 

or Associate Diploma (“may require”) 

L4 - L5 C7 - C6 

7 Formal qualifications at post-trade or Advanced Certificate 

or Associate Diploma (“may require”) 

L4 - L5 C7 - C6 

 

2.11 The AQF provides that the equivalent qualification to an “Advanced Certificate” is a 

“Certificate IV”, and the equivalent to “Associate Diploma” is “Diploma”.11  

2.12 The inclusion of “may require” is arguably due to the broad scope of employees that work 

within the aged care sector, with the majority able to enter the workforce without any 

qualification, and the fact the award prescribed certain qualifications at some levels. For 

example, aged care employees at Level 7: 

(a) a “personal care worker” at this level is required, at a minimum, to hold a Certificate 

III or equivalent (which is specified at Level 4); 

(b) a “gardener superintendent” at this level is required, at a minimum, to hold a 

Certificate III or equivalent (which is specified at Level 4); 

(c) a “chef” at this level is not required to hold any qualification, but may attain a 

Certificate III or IV; 

(d) an “interpreter” at this level is required to be “qualified”, which requires the individual 

to attain a VET or university qualification and be certified with National Accreditation 

Authority for Translators and Interpreters.  

2.13 The above analysis suggests some anomalies may exist in the current classifications. As 

such, prior to setting properly set minimum rates, the classification structure for aged care 

employees may benefit from additional description, the creation of additional levels and/or 

11 Department of Education, Skills and Employment, “Equivalency of pre-AQF qualifications” (website); 

Reference Bundle, Tab 15, pages 1491-1492. 
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the separation of “personal care worker” as a separate classification structure within the 

Aged Care Award.  

2.14 Putting aside consideration of the minimum rates, a comparison of the C10 level and the 

qualification provided for each level of aged care employee on either side of the key 

classification appears to sit at, above or below the C10 framework.  

2.15 We now turn to an analysis of the minimum rates in the Aged Care Award, having regard 

to each of the factors set out above to consider the impact of the anomalies identified.  

2.16 Having regard to the experience and skills required of level 1-3, the rates do not align to the 

requisite experience and skills required for those levels when compared to the C10 

framework and AQF. That conclusion is informed by the following analysis: 

Level 1  

(a) The Aged Care Award provides that a level 1 aged care employee is “entry level” 

position that requires no previous experience or training. An employee at this level 

“has less than three months’ work experience in the industry and performs basic 

duties”. That employee is expected to work within established routines, methods 

and procedures with minimal responsibility, accountability or discretion. That 

employee also works under direct or routine supervision.12  

(b) The rate of $21.62, with a relativity of 91.3%, is just short of the C12 level in the 

Manufacturing Award. The minimum requirements for C12 are “Certificate I or 

Certificate II or equivalent”. 

(c) The minimum rate presently set at 91.3% relativity does not align to the C10 

framework and, absent justification on work value reasons, appears to be set too 

high.  

  

12 Aged Care Award, Sch B, B.1.  
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Level 2 

(d) The Aged Care Award provide that a level 2 aged care employee requires “specific 

on-the-job-training” and/or relevant skills training or experience. That employee has 

recognised capabilities as to prioritising work within established routines; is 

responsible for work performed with a limited level of accountability; and work under 

limited supervision. 13   

(e) The rate of $22.51, with a relativity of 95% sits between C11 and C10 levels in the 

Manufacturing Award. The minimum requirements for those levels being Certificate 

II and III, respectively.  

(f) The description of the classification under the award more closely aligns with the 

C13 and C12 minimum requirements under the Manufacturing Award, having regard 

to the AQF skills and knowledge outcomes of graduates with a Certificate I or 

Certificate II.  

(g) Based on those considerations, the minimum rate presently set at 95% relativity to 

the C10 rate appears to sit too high. 

Level 3 

(h) The Aged Care Award provides a level 3 aged care employee, with respect to “non 

admin/clerical” work, meets the requirements of a level 2 aged care employee. For 

admin/clerical employees, such employees “undertake a range of basic clerical 

functions within established routines, methods and procedures”. It also includes a 

reference to “arithmetic skills”. 

(i) The rate of $23.39, with a relativity of 98.8% sits under the C10 level in the 

Manufacturing Award.  

13 Aged Care Award, Sch B, B.2.  
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(j) The indicative roles remain broad and include: “second and subsequence years of 

services” for a general clerk/typist; personal care worker grade 2 and “unqualified” 

recreational activities officer.  

(k) By reference to AQF, the level 3 classification appears to align with the minimum 

requirements of a C11 classification - Certificate II. This also factors in the level of 

time and experience required (in contrast to level 1 which is “entry level”).  

(l) Based on those considerations, and when considered against the classification 

requirements for level 1-4, the minimum rate presently set at 98.8% relativity to the 

C10 rate sits too high.   

2.17 Turning to classification level 5-7, the minimum rates do not appear to have been properly 

set having regard to the requisite experience and skills required for those levels. That 

conclusion is supported by the following: 

Level 5 

(a) The Aged Care Award provides that a level 6 aged care employee “requires 

substantial on-the-job training, may require formal qualifications at trade or 

certificate level and/or relevant skills training or experience”. Additionally, they must 

possess capabilities including: “functioning semi-autonomously” and “responsible 

for work performed with a substantial level of accountability”. 

(b) The rate of $24.47, with a relativity of 103.4% sits between C10 and C9 levels in the 

Manufacturing Award. The minimum requirement for C9 is “C10 (Trade certificate 

III) + 20% towards Diploma or equivalent”. 

(c) Employees at this level are required to have “broader” skills than level 4. As such, 

rate above the C10 is appropriate. However, subject to a view as to whether the 

experience requires is equivalent to “20% towards Diploma”, noting the personal 

care worker each hold a Cert III at level 4, it is arguable the minimum rate for a level 

5 aged care employee should be increased and aligned to a C9 rate.  
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(d) The minimum rate presently set at 103.5% relativity to the C10 rate appears to sit 

slightly low.  

Level 6 and 7  

(e) The Aged Care Award provides that a level 6 aged care employee “may require 

formal qualifications at post-trade or Advanced Certificate or Associate Diploma 

level and/or relevant skills training or experience”. Similarly, a level 7 aged care 

employee “may require formal qualifications at trade or Advanced Certificate or 

Associate Diploma level and/or relevant skills training or experience”. 

(f) Additionally, they must possess the following capabilities: 

(i) Level 6: “high level of autonomy”, “responsible for work performed with a 

substantial level of accountability” and possess “well developed 

communication, interpersonal and/or arithmetic skills”. 

(ii) Level 7: “functioning autonomously” and prioritising their work and the work 

of others within established policies, guidelines and procedures; responsible 

for work performed with a substantial level of accountability and 

responsibility; possesses “well developed communication, interpersonal 

and/or arithmetic skills”; and may supervise the work of others, including 

work allocation, rostering and guidance. 

(g) The skills required at both Level 6 and 7, even absent a mandatory requirement for 

qualification, represent a “broad range of cognitive, technical and communication 

skills” and in light of the reference to autonomy and accountability (and supervisory 

duties for level 7), such employees may be required to apply those skills in manner 

consistent with AQF Level 6 - Advanced Diploma qualification, namely: “analyse 

information to complete a range of activities”, “interpret and transmit solutions to 

unpredictable and sometimes complex problems” and “transmit information and 

skills to others”. 
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(h) The rates of $25.79 and $26.26, with a relativity of 109% and 111% sit on either side 

of the C8 level in the Manufacturing Award. The minimum requirement for that level 

is “C10 (Trade certificate III) + 40% towards Diploma or equivalent”. 

(i) Noting that the personal care worker is required to have a Cert III (or relevant 

experience), having regard to those considerations which include a higher level of 

skills than level 4-6, the current rate appears to sit too low. This may be a result from 

trying the balance the three streams of worker currently falling within the Level 7 

aged care employee classification.  

2.18 The preceding analysis supports a conclusion that the minimum rates in the Aged Care 

Award when compared against the C10 framework and AQF contain anomalies.  

The Modern Awards Objective: s 134(1)(f); and  

The Minimum Wages Objective: s 284(1)(d) 

2.19 Given the need to ensure a simple, easy to understand, stable and sustainable modern 

award system for Australia that avoids unnecessary overlap of modern awards, this next 

section sets out the minimum rates in awards covering similar work.14 

2.20 This exercise will be undertaken by reference to the hourly rate15 in the Aged Care Award, 

compared against equivalent roles within classifications in the following awards: 

(a) Clerks—Private Sector Award 2020 (Clerks Award); 

(b) Hospitality Industry (General) Award 2020 (Hospitality Award); 

(c) Gardening and Landscaping Services Award 2020 (Gardening Award); 

(d) Dry Cleaning and Laundry Industry Award 2020 (Dry Cleaning Award); 

(e) Cleaning Services Award 2020 (Cleaning Award); 

14 FW Act, s 134(1)(f). 

15 As at 1 July 2021.  

5519



(f) Road Transport and Distribution Award 2020 (Road Transport Award); 

(g) SCHADS Award; and 

(h) Miscellaneous Award 2020. 

2.21 The following table compares the minimum rates for “clerks” covered under the Aged Care 

Award, Clerks Award and Hospitality Award: 

Role Aged 

Care 

Rate Clerks Rate Hospitality Rate 

General 

Clerk (<3 

Months) 

Level 1 21.62 Level 1, 

Year 1 

21.62 Introductory Level 20.33 

General 

Clerk/Typist 

(3-12 

Months) 

Level 2 22.51 Level 1, 

year 1 

21.62 Clerical Level 2/3/4 21.72-23.67 

General 

Clerk/Typist 

(1+ years) 

Level 3 23.39 Level 1, 

Year 2/3 

22.69 – 

23.39 

Clerical Level 2/3/4 21.72-23.67 

Receptionist Level 3 23.39 Level 1, 

Year 1/2/3, 

Level 2 

21.62 – 

23.39 

Front Office (FO) Level 2, 

Guest Services (GS) 

Level 2, Clerical Level 4 

21.72, 23.67 

Pay Clerk Level 3 23.39 Level 2 23.67-24.11 Clerical level 4 23.67 

Senior Clerk Level 4 23.67 Level 3 25.00 Clerical level 4 23.67 

Senior 

Receptionist 

Level 4 23.67 Level 3 25.00 Clerical level 4, FO Level 

3/4 

23.67, 22.46-

23.67 

Clerical 

Supervisor 

Level 7 26.26 Level 5 27.32 Clerical level 5, FO Level 

5 

25.16 

 

2.22 The following table compares the minimum rates for “laundry hand” covered under the Aged 

Care Award, Dry Cleaning Award and Hospitality Award: 
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Role Aged 

Care 

Rate Dry Cleaning Rate Hospitality Rate 

Laundry hand  

(<3 Months) 

Level 1 21.62 Level 1 20.33 Introductory Level 20.33 

Laundry hand  

(3+ Months) 

Level 2 22.51 Level 1/2/3/4 20.33-22.46 GS Level 1 20.92 

 

2.23 The following table compares the minimum rates for “cleaner” covered under the Aged Care 

Award, Cleaning Award and Hospitality Award: 

Role Aged Care Rate Cleaning Rate Hospitality Rate 

Cleaner  

(<3 Months) 

Level 1 21.62 Level 1 21.71 Introductory Level 20.33 

Cleaner 

(3 + Months) 

Level 2 22.51 Level 2 22.46 GS Level 1/2 20.92-21.72 

 

2.24 The following table compares the minimum rates for “gardener” covered under the Aged 

Care Award, Gardening Award and Hospitality Award: 

Role Aged 

Care 

Rate 

 

Gardening Rate 

 

Hospitality Rate 

 

Assistant Gardener 

(<3 months) 

Level 1 21.62 Introductory 

Level 

20.33 Introductory Level 20.33 

Gardener  

(non-trade) 

Level 2 22.51 Level 1/2/3 20.92-22.72 Gardener Level 

2/3 

21.72-22.46 

Gardener  

(trade or Cert III) 

Level 4 23.67 Level 4 23.67 Gardener Level 4 23.67 

Gardener 

(advanced) 

Level 6 25.79 Level 5 24.41 Gardener Level 4 23.67 

Gardener 

(superintendent) 

Level 7 26.26 Level 5 24.41 Gardener Level 5 25.16 
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2.25 The following table compares the minimum rates for “food services assistant” and “cook” 

covered under the Aged Care Award and Hospitality Award: 

Role Aged Care Rate Hospitality Rate 

Food Services 

Assistant (<3 Months) 

Level 1 21.62 Introductory Level 20.33 

Food Services 

Assistant (3+ Months) 

Level 2 22.51 Food and Beverage (FB) Level 

1-2, Kitchen Level 1 

20.92-21.72 

Cook Level 3 23.39 Cook Level 2/3 21.72-22.46 

Senior Cook (Trade) Level 4 23.67 Cook Level 4 23.67 

Chef Level 5 24.47 Cook Level 5 25.16 

Senior Chef Level 6 25.79 Cook Level 5 25.16 

Chef/Food Services 

Supervisor 

Level 7 26.26 FB Level 5, Cook Level 6 25.16-25.83 

 

2.26 The following table compares the minimum rates for “Maintenance/Handyperson” covered 

under the Aged Care Award, Miscellaneous Award and Hospitality Award: 

Role Aged 

Care 

Rate Miscellaneous Rate Hospitality Rate 

Maintenance/Handyperson 

(unqualified) 

Level 2 22.51 Level 2 21.72 Handyperson Level 3 22.46 

Maintenance/Handyman 

(qualified) 

Level 4 23.67 Level 3 23.69 Gardener Level 4 23.67 

Maintenance Tradesperson 

(Advanced) 

Level 6 25.79 Level 4 25.83 Gardener Level 4 23.67 

 

2.27 The following table compares the minimum rates for “driver” covered under the Aged Care 

Award, Road Transport Award and Hospitality Award: 
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Role Aged 

Care 

Rate RTD Rate Hospitality Rate 

Driver  

(less than 3 T) 

Level 2 22.51 Level 2 22.08 GS Level 2 21.72 

Driver  

(less than 3 T 

with First Aid) 

Level 3 23.39 Level 2 + First Aid 

Allowance 

22.08 + .36 GS Level 2 21.72 

Driver (3 T and 

over) 

Level 4 23.67 Level 2-10 

depending on 

vehicle size 

22.08-25.36 GS Level 2 21.72 

 

2.28 The following table compares the minimum rates for “personal care worker” covered under 

the Aged Care Award, SCHADS Award and the Social and Community Services Employees 

(State) Award: 

Role Aged 

Care 

Rate SCHADS (Home 

Care) 

Rate SCHADS (SACS) Rate 

PCW 1 Level 2 22.51 HC level 1/2 21.88-23.19 Level 1 22.11-23.67 

PCW 2 Level 3 23.39 HC Level 1/2 21.88-23.19 Level 1 22.11-23.67 

PCW 3 Level 4 23.67 HC level 3 23.67-24.40 Level 2 29.12-31.77 

PCW 4 Level 5 24.47 HC level 4 25.83-26.34 Level 3 32.54-34.90 

PCW 5 Level 7 26.26 HC level 4 

(maybe level 5) 

26.34 Level 3 4) 32.54-34.90 

 

2.29 The following table compares the minimum rates for “Recreational/Lifestyle Activities 

Officer” covered under the Aged Care Award, SCHADS Award and the Social and 

Community Services Employees (State) Award: 
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Role Aged 

Care 

Rate SCHADS 

(Home Care) 

Rate SCHADS 

(SACS) 

Rate 

Recreational/Lifestyle 

Activities Officer 

(unqualified) 

Level 2 22.51 Level 1/2 21.88-23.19 Level 1 22.11-23.67 

 
2.30 The following table compares the minimum rates for “general services supervisor” covered 

under the Aged Care Award and Hospitality Award: 

Role Aged Care Rate Hospitality Rate 

General Services Supervisor Level 7 26.26 GS Level 5, FO Level 5, 

Clerical Level 5, 

25.16 

 

2.31 The following table compares the minimum rates for “interpreter” covered under the Aged 

Care Award and Miscellaneous Award: 

Role Aged Care Rate Miscellaneous Rate 

Secretary Interpreter 

(unqualified) 

Level 5 24.47 Level 2 21.72 

Interpreter (qualified) Level 7 26.26 Level 3/4 23.67-25.83 

 

2.32 In light of that comparison, the following preliminary observations may be made with respect 

to the existing classifications in the Aged Care Award: 

(a) Level 1: The comparable positions in the Gardening Award is described as “entry 

level” and under the Hospitality Award an employee is to remain at “introductory 

level for up to 3 months”.  

(b) Level 2: Having regard to equivalent roles under the Hospitality Award, Dry 

Cleaning Award, Cleaning Award and Gardening Award, the rate for aged care 

employee level 2 (excluding personal care worker) is higher than the majority of 

rates fixed for comparable roles.  
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(c) Level 3: The rates with respect to comparable work throughout the modern award 

system is less assistive, with each different classification grading levels and 

descriptions.  

(d) Level 4: This is consistent throughout.  

(e) Level 5: Turning to the comparable personal care worker roles, the rates of pay 

under the SCHADS Award sit between $25.83 and $26.34.  

2.33 That analysis also indicates that the classification of “aged care employee” presently covers 

a broad range of general, administrative and food services positions that have comparable 

roles in several existing modern awards.  

2.34 In contrast, the comparable roles for personal care worker are few. As such, for the benefit 

of ensuring consistency (as well as ongoing stability), the separation of the personal care 

worker would contribute to a simpler and consistent modern award system.16  

Conclusion 

2.35 The rates in the Aged Care Award were not properly set or subject to any work value 

assessment at or since the award modernisation process. The classification structure in the 

Aged Care Award currently conflates unrelated job families. We submit that a more 

appropriate classification structure would separate the personal care workers from the 

support services.  

2.36 A question may also be raised as to whether the personal care worker should be required 

to hold a Certificate III and where the C10 classification should properly sit within a separate 

personal care worker stream.  

 

  

16 The Employer Interests address ss 134 and 284 consideration in Closing Submissions at Sections 23 
and 24, respectively. 
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3. ANALYSIS OF THE NURSES AWARD 

What are the relevant benchmark classifications for the C10 comparison? 

3.1 It should not be controversial for the Commission to determine that “Nursing Assistant - 

Experienced” is the key classification for the award. That classification requires the 

employee to be the holder of a relevant Certificate III qualification. The minimum rate for an 

that classification is $899.50, which is consistent with the minimum rate for a C10 level 

under the Manufacturing Award.  

If applied to the existing classification internal relativities what outcome does this drive? 

3.2 By reference to the key classification, the internal relativity to “Nursing Assistant - 

Experienced” allows for comparison against the existing relativities against the C10 

framework (incremental payments are excluded for the purpose of this exercise). That 

comparison appears in the table below: 

C10 Minimum 

qualification 

Current 

relativity 

to C10 

(%) 

Current 

Wage 

Rate ($) 

Nurses Award classification Current 

relativity 

to C10 

(%) 

Current 

Wage 

Rate ($) 

C14 Up to 38 hours induction 

training 

78 772.60    

C13 In-house training 82 794.80    

C12 Certificate I or Certificate 

II or equivalent 

87.4 825.20    

C14 Up to 38 hours induction 

training 

78 772.60    

    Student enrolled nurses  

 21 years of age and over 

91 821.40 

C11 Certificate II 92.4 853.60    

    Nursing assistant - 1st Year 94 843.40 

C10 Recognised Trade 

Certificate or 

Certificate III or 

equivalent 

100 899.50 Nursing assistant - Experienced 

(Cert III) 

100 899.50 

    Enrolled nurses - Pay point 1 102 916.20 
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C10 Minimum 

qualification 

Current 

relativity 

to C10 

(%) 

Current 

Wage 

Rate ($) 

Nurses Award classification Current 

relativity 

to C10 

(%) 

Current 

Wage 

Rate ($) 

C9 C10 (Trade certificate III) 

+ 20% towards Diploma 

or equivalent 

105 927.70    

       

       

    RN - level 1 - Pay point 1 109 980.10 

C8 C10 (Trade certificate III) 

+ 40% towards Diploma 

or equivalent 

110 955.90    

C7 Certificate IV OR C10 

(Trade certificate III) + 

60% towards Diploma or 

equivalent 

115 981.50    

C6 C10 (Trade certificate III) 

+ 80% towards Diploma 

or equivalent OR 50% 

towards Advanced 

Diploma or equivalent 

125 1031.30   125 

C5 Diploma or equivalent 130 1052.40    

    RN - level 2 - Pay point 1 134 1209.10 

C4 80% towards an 

Advanced Diploma or 

equivalent 

135 1080.60    

C3 Advanced Diploma or 

equivalent 

145 1137.20    

    RN - level 3 - Pay point 1 146 1311.00 

C2(a) Advanced 

 

Diploma or equivalent + 

 

additional training 

150 1165.60    

C2(b) Advanced 

 

Diploma or equivalent + 

 

additional training 

160 1216.50    

    RN - level 4 - Grade 1 166 1496.30 

    Nurse Practitioner - 1st year 168 1508.60 

    RN - level 5 Grade 1 168 1509.90 

C1 Degree 180/210     
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What anomalies does this create compared to the C10 framework that need to be 

considered? 

3.3 Turning to the anomalies that arise by that exercise, it is useful to note the observations by 

the Commission at to the rates in the Nurses Award (see above “Recent Considerations of 

the C10 Classification Structure”).  

Classifications  

3.4 In order to assist with assessing any anomalies arising with respect to the qualifications 

required at each classification level, the next table sets out the minimum qualification for 

each classification, together with reference to the corresponding AQF and the C10 level 

that properly aligns with that AQF:  

Role Minimum Qualification  AQF C10 

NA Certificate III in Health Assistance Level 3 C10 

EN Diploma of Nursing (Enrolled Nurse) - 18-24 months to complete 

Minimum of 400 clinical placement hours for clinical skills acquisition and 

registration 

Register as an EN through the Nursing and Midwifery Board of Australia 

(NMBA).17 

Level 5 C5 

RN Accredited tertiary degree: 

• Bachelor of Nursing (3 year degree); or 

• Master of Nursing (Graduate Entry) Program (2 year). 

Register as an RN through the Nursing and Midwifery Board of Australia 

(NMBA) (renew each year).18 

Level 7 C1 

17 Department of Health, “Becoming an enrolled nurse” (Fact Sheet); Reference Bundle, Tab 20, page 

1520. 

18 Department of Health, “Becoming a Registered Nurse” (Fact Sheet); Reference Bundle, Tab 19, page 

1518. 
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Role Minimum Qualification  AQF C10 

NP Master of Nursing (Nurse Practitioner) 

3 years full time advanced practice experience which demonstrates that they 

meet the NMBA National Practice Standards for the NP.19 

Level 8 C1 

 

3.5 Putting aside consideration of the minimum rates, a comparison of the C10 level and the 

qualification provided for ENs, RNs and NPs appear to be sit too low within the C10 

framework. We make the following observations: 

(a) The minimum rates for ENs currently align at 102% relativity, which sits between 

C10 and C9. However, an EN is required to obtain a Diploma of Nursing, which 

aligns to the C5 rate.  

(b) The minimum rates for a RN currently aligns just below a C8. However, the standard 

qualification for a RN is an accredited tertiary degree - which is an AQF Level 7 and 

aligns with C1.  

(c) The minimum rates for a NP currently aligns with a C2(b) rate. However, the 

qualification for NP is a post-graduate degree. As such, the current rate aligned to 

minimum experience of “Advanced Diploma” does not correlate.  

3.6 Save for that discrepancy by reference to qualification, the existing classification levels and 

descriptions appear to be appropriate. It may also be noted that whilst the ANMF seek to 

introduce a new classification structure for nurses providing aged care services, they do not 

seek to alter the existing structure.  

19 Department of Health, “Becoming a Nurse Practitioner” (Fact Sheet); Reference Bundle, Tab 18, page 

1516. 
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Increments  

3.7 In the earlier summary of decisions with respect to the pre-reform awards, the minimum 

rates - together with increments - were described as properly set. However, given that the 

minimum rates do not align to the C10 framework. The incremental pay points should be 

reviewed to ensure they relate to competency and not service.20  

3.8 To the extent any of the increments are service based or the effluxion of time, they should 

be reviewed and only retained if set by reference to competency.21  

3.9 Further, to the extend the Commission embrace any segregation of nurse employees in 

aged care, the relevance of service and acquisition of competency needs to be considered 

in the context of service in aged care and not generally. 

Conclusion 

3.10 The rates in the Nurses Award may have been properly set at one stage but having regard 

to qualifications and AQF required for each classification - the minimum rates do not 

correspond to the minimum qualifications of the positions when compared against the AQF 

and C10 framework. As such, there appears to be a significant anomaly when the existing 

minimum rates in the Nurses Award are compared against the C10 framework for some 

classifications. 

  

20 See Teachers Case. 

21 Teachers Case at [647]. 
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4. ANALYSIS OF THE SCHADS AWARD 

What are the relevant benchmark classifications for the C10 comparison? 

4.1 The starting point to analyse the rates as fixed is to determine the key classification. We 

submit it would not be controversial for the Commission to determine that home care 

employee level 3 is the key classification for the award. That classification requires the 

employee to be the holder of a relevant Certificate III qualification. The minimum rate for an 

that classification is $899.50, which is consistent with the minimum rate for a C10 level 

under the Manufacturing Award.  

If applied to the existing classification internal relativities what outcome does this drive? 

4.2 By reference to the key classification, the internal relativity to “Level 3”, allows for 

comparison against the current relativities in the Manufacturing Award (incremental 

payments are excluded for the purpose of this exercise). That comparison appears in the 

table below: 

C10 Minimum 

qualification 

Current 

relativity 

to C10 

(%) 

Current 

Wage 

Rate ($) 

SCHADS Award classification: 

Home care employee 

Current 

relativity 

to C10 

(%) 

Current 

Wage 

Rate ($) 

C14 Up to 38 hours induction 

training 

78 772.60    

C13 In-house training 82 794.80    

C12 Certificate I or Certificate 

II or equivalent 

87.4 825.20    

C11 Certificate II 92.4 853.60 Level 1 - Pay point 1 92 831.30 

    Level 2 - Pay point 1 98 881.40 

C10 Recognised Trade 

Certificate or 

Certificate III or 

equivalent 

100 899.50 Level 3 - Pay point 1 100 899.50 

C9 C10 (Trade certificate III) 

+ 20% towards Diploma 

or equivalent 

105 927.70    

    Level 4 - Pay point 1 109 981.40 
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C10 Minimum 

qualification 

Current 

relativity 

to C10 

(%) 

Current 

Wage 

Rate ($) 

SCHADS Award classification: 

Home care employee 

Current 

relativity 

to C10 

(%) 

Current 

Wage 

Rate ($) 

C8 C10 (Trade certificate III) 

+ 40% towards Diploma 

or equivalent 

110 955.90    

C7 Certificate IV OR C10 

(Trade certificate III) + 

60% towards Diploma or 

equivalent 

115 981.50    

    Level 5 - Pay point 1 117 1052.20 

C6 C10 (Trade certificate III) 

+ 80% towards Diploma 

or equivalent OR 50% 

towards Advanced 

Diploma or equivalent 

125 1031.30    

C5 Diploma or equivalent 130 1052.40    

C4 80% towards an 

Advanced Diploma or 

equivalent 

135 1080.60    

C3 Advanced Diploma or 

equivalent 

145 1137.20    

 

What anomalies does this create compared to the C10 framework that need to be 

considered? 

4.3 Prior to turning to potential anomalies, it useful to note recent observations by the 

Commission at to the rates in the SCHADS Award (see above: “Recent Considerations of 

the C10 Classification Structure”). 

Classification 

4.4 In comparing the existing minimum rates to the C10 framework, it is necessary to turn to 

the AQF. As mentioned above, there is no minimum qualification level for home care 

employees. However, similar to personal care workers, home care employees may obtain 

the following qualifications: 

(a) Certificate III in Individual Support (Ageing); 

5532



(b) Certificate III in Individual Support (Ageing, Home and Community); 

(c) Certificate IV in Aged Care; 

(d) Certificate IV in Ageing Support; and 

(e) Certificate IV in Disability. 

4.5 An individual may also obtain a Certificate III in the form of a traineeship by which they study 

and “train on the job”, within 12 months complete a Certificate III.  

4.6 The qualification of Certificate III and IV align with AQF Levels 3 and 4, respectively. 

4.7 The next table sets out the minimum qualification for each classification, together with 

reference to the corresponding AQF and the C10 level that properly aligns with that AQF:  

Level Qualification and Experience  AQF C10 

1 On-the-job training which may include an induction course  C14 

2 Home Care Certificate or equivalent or relevant experience/on-the-job 

training commensurate with the requirements of work in this level 

L1 - L2 C11 

3 Certificate III or equivalent L3 C10 

4 Certificate III + relevant experience  L3 C9 - C8 

5 Completion of a TAFE certificate or associate diploma. 

They might be acquired through completion of a degree or diploma course 

with little or no relevant work experience, or through lesser formal 

qualifications with relevant work skills, or through relevant experience and 

work skills commensurate with the requirements of work in this level. 

L4 - L5 

L5 - L7 

C7 - C5 

C5 - C1 
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4.8 When regard is had to the AQF, the qualifications attached to the respective classifications 

in some instances do not correlate. That conclusion is supported by the following: 

(a) First, the C10 rate provides a benchmark reference point to set minimum rates. The 

prescribed qualification is Certificate III (or equivalent). This aligns to a Level 3 on 

the AQF. The Level 3 home care employee is appropriate classification.  

(b) Second, the Level 1 and 2 home care employees align between C11 and C10. 

Notably, Level 1 aligns to C11, which has a minimum requirement of Certificate II. 

However, Level 1 is entry level and does not require outside qualification; with “on-

the-job training” provides and possibly induction training. In contrast, Level 2 

proscribes that a “Home Care Certificate or equivalent”. Given Certificate III is not 

proscribed, it may be assumed that the certificate referred to is either Certificate I or 

II. As such, both classifications do not align with the AQF and the minimum rates sit 

too high.  

(c) Third, the Level 4 home care employee aligns between C9 and C8. It requires the 

employee to have Certificate III and relevant experience. That latter specification 

may properly bring the rate between those C9 and C8.  

(d) Fourth, Level 5 home care employee aligns between C7 and C6. However, the 

classification description of potential qualification ranges from the completion of a 

TAFE certificate or associate diploma through to a diploma or degree. The current 

description is too broad. It may be advisable to provide for an additional 

classifications to accommodate higher qualification.  

4.9 It should also be noted that the HSU SCHADS Application only invites consideration of one 

set of classification in the SCHADS AWARD: home care employees. As to the 

appropriateness of that classification structure, we make the following observations: 
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(a) The existing classification covers home care employees that provide care to 

children, adults and the elderly. The service may be temporary, short-term or long-

term. 

(b) The existing classifications do not provide for clear delineations between each level. 

As such, may benefit additional description and/or the creation of additional levels.  

Increments 

4.10 It is unclear whether the pay points within the classification levels are based upon 

competency and/or service. This should be reviewed at the time of making any adjustment 

to the minimum rates. Pay points based upon service should be either removed altogether 

or replaced with pay points fixed in relation to work value (i.e. competency).  

Further Observations  

4.11 The following preliminary observations are made with respect to the modern awards 

objective and minimum wages objective. We will develop more fuller submissions, in this 

respect, in closing submissions.  

4.12 The following table compares the minimum rates for “personal care worker” covered under 

the Aged Care Award, SCHADS Award and the Social and Community Services Employees 

(State) Award: 

Role Aged 

Care 

Rate  SCHADS (Home 

Care) 

Rate  SCHADS (SACS) Rate  

PCW 1 Level 2 22.51 HC level 1/2 21.88-23.19 Level 1 22.11-23.67 

PCW 2 Level 3 23.39 HC Level 1/2 21.88-23.19 Level 1 22.11-23.67 

PCW 3 Level 4 23.67 HC level 3 23.67-24.40 Level 2 29.12-31.77 

PCW 4 Level 5 24.47 HC level 4 25.83-26.34 Level 3 32.54-34.90 

PCW 5 Level 7 26.26 HC level 4 (maybe 

level 5) 

26.34 Level 3 4) 32.54-34.90 
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4.13 A further consideration relevant to considerations of stability and consistency, is the fact 

that the SCHADS Award comprises of four classification structures. If a conclusion is 

reached that the minimum rates with respect to home care employees were not properly 

set, it follow that the Commission may prefer to review the balance of the minimum rates 

within the SCHADS Award.  

Conclusion 

4.14 There appears to be a material anomaly with respect to the classification structure 

concerning home care employees in the SCHADS Award. This anomaly is emphasised 

when the existing classifications and minimum rates are compared against the C10 

framework.  
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1. QUESTIONS POSED BY THE FULL BENCH TO THE PARTIES 

Matters Raised at Hearing  

1.1 On 26 April 2022, following opening statements, President Ross raised five matters for 

consideration and comment by the parties:   

(a) Uncontentious Areas. Identify areas that are not uncontentious between the 

parties.1  

(b) Address Consensus Statement. Confirm position expressed in opening 

submissions, in particular to the extent of any inconsistencies with the stakeholder 

consensus statement.2  

(c) ACT Child Care Case. President Ross raised two matters for consideration: 

(i) The case is distinguishable, “dealing with a wage fixing principle that 

required a significant net addition in work value”.3 The case is distinguishable 

being run “almost entirely on the AQF benchmark and didn't deal with the 

circumstances in which the work is performed”. 4 

(d) Questions of Qualification. For comment, President Ross stated work value “is 

not limited to questions of qualification. It's also about the nature of the work that's 

performed and the circumstances and environment in which it's performed.” 5 His 

Honour observed the position of the unions is that AQF should not be viewed “as 

determinative of what the appropriate rate of pay should be for employees in the 

sectors that are within home care and residential care”.6 

(e) Attraction and Retention. President Ross made the following observations for 

comment by the employer interests: 

(i) As a general position, President Ross would not challenge the proposition 

that “attraction and retention is not relevant for the fixation of minimum rates”.  

(ii) However, his Honour noted “there are a couple of features here that are 

distinct and may warrant a reconsideration of that as a general principle”, 

namely:7 

1 Transcript, 26 April 2022, PN21- PN215 (examples given were pre-reform award history and 157 work value material). 
2 Transcript, 26 April 2022, PN217. 
3 Transcript, 26 April 2022, PN439 
4 Transcript, 26 April 2022, PN440 
5 Transcript, 26 April 2022, PN440 
6 Transcript, 26 April 2022, PN441 
7 Transcript, 26 April 2022, PN442- PN443 
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A Feature 1: “a different statutory framework, and how work value 

operates within that” (President Ross also noted “in the equal 

remuneration case we made a couple of points about that”.8) 

B Feature 2: “the nature of the sector” (i.e. it is a funded sector).9  

(iii) As to “the nature of the sector”, President Ross directed attention to 

the SCHADS decision in the four yearly review (a funded sector). 

His Honour made the following observation for consideration: 

“This was a point taken up in the SCHADS decision in the four yearly review. 

It's a funded sector, and certainly in other proceedings, I've heard repeatedly 

from employer advocates that, well, because it's a funded sector … 

therefore you can't do anything really. You shouldn't increase costs because 

of the funded nature. 

But it seems to me the funded nature, and we said that the funded nature of 

the sector was relevant, and it's that issue that I want to just tease out from 

a moment. Look, mostly, yes, you'd fix minimum rates, supply and demand 

would be dealt by the market through overaward payments. That's a more 

difficult proposition in a funded sector. 

And, I mean, you take up the point in the two stages, which I'll come back 

to in a moment, but if the employers in the sector, particularly the not for 

profit parts of the sector, are essentially operating on money in/money out, 

that is, they'll provide what they're funded for, then providing an over-award 

payment may not be an option for them. The only option may be to deal with 

attraction and retention maybe through an increase in minimum wages.”10 

Questions in Background Paper 1  

1.2 On 9 June 2022, the Full Bench published “Background Document 1 The Applications”. The 

document included a series of questions for the parties (some directed to all, others to 

specific parities). For ease of reference, those questions are listed below: 

(a) Question 1 for all parties: Are there any corrections or additions to section 1?11 

(b) Question 2 for all other parties: What do you say in response to the ANMF 

submission?12 

8 Transcript, 26 April 2022, PN443. 
9 Transcript, 26 April 2022, PN444 
10 Transcript, 26 April 2022, PN444- PN447 
11 Background Document 1, 13. 
12 Background Document 1, 16. 
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(c) Question 4 for all other parties: What do you say in response to the HSU 

submission?13 

(d) Question 5 for all parties: Are any of the propositions from the Pharmacy Decision 

contested?14 

(e) Question 6 for all other parties: What do you say in response to the ANMF 

submission? In particular, do parties agree that the Commission may vary modern 

award minimum wages under s.157(2) (and subject to s.157(2)(b)) if it is satisfied, 

for reasons that relate to any of the nature of the employees’ work, the level of skill 

or responsibility involved in doing the work or the conditions under which the work 

is done, that a variation to the amount that the employees should be paid is 

justified?15 

(f) Question 7 for all parties: What is the relevance of the re-enactment presumption 

to the construction of ss.157(2) and (2A)?16  

(g) Question 8 for all parties: As noted in the Pharmacy Decision, while not part of the 

Commission’ s statutory task [now under ss.157(2) and (2A)], it is likely the 

Commission would usually take into account whether any feature of the nature of 

work, the level of skill or responsibility involved in performing the work or the 

conditions under which it is done has previously been taken into account in a proper 

way.  

It appears to be common ground between the HSU, ANMF and ABI that the 

minimum rates of pay in the Aged Care Award, the Nurses Award and the SCHADS 

Award have not previously been properly set.65 In these circumstances, do parties 

agree that the Commission’s statutory task under ss.157(2) and (2A) is to fix the 

amount that employees should be paid for doing a particular kind of work based on 

the value of the work as it is currently being done, and that to undertake that task it 

is not necessary to measure changes in work value from a fixed datum point or to 

identify any ‘ significant net addition’  to work requirements?17 

(h) Question 9 for all parties: What do you say in response to the HSU submission?18 

13 Background Document 1, 16. 
14 Background Document 1, 20. 
15 Background Document 1, 23. 
16 Background Document 1, 24. 
17 Background Document 1, 24. 
18 Background Document 1, 26. 
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(i) Question 10 for all parties: Are any of the observations about the modern awards 

objective (at [89] to [107] above) contested?19  

(j) Question 11 for all parties: Is it common ground that the consideration in 

s.134(1)(da) is not relevant in the context of the Applications?20 

(k) Question 12 for all parties: Are any of the observations about the minimum wages 

objective (at [109] to [113]) contested?21  

(l) Question 13 for all parties: Are any of the considerations in s.284(1) not relevant 

in the context of the Applications?22 

(m) Question 14 for all parties: do the parties agree that the propositions above are 

uncontentious? 23 

(n) Question 15 for the Joint Employers: There does not appear to be a classification 

called ‘Head Chef’ or ‘Head Cook’ in the Aged Care Award. The Joint Employers 

are asked to clarify which of the classifications in the award they are referring to? 24 

(o) Question 16 for the Unions and Joint Employers: Do the matters set out at [117]–

[128] encapsulate the issues in contention, insofar as the work value claim is 

concerned?25 

(p) Question 17 for the CCIWA: Noting that the CCIWA did not participate in the 

evidentiary phase of the hearings who do the CCIWA represent in the 

proceedings?26 

  

19 Background Document 1, 31. 
20 Background Document 1, 31. 
21 Background Document 1, 33. 
22 Background Document 1, 33. 
23 Background Document 1, 36. 
24 Background Document 1, 37. 
25 Background Document 1, 39. 
26 Background Document 1, 39. 
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Questions in Background Paper 2 

1.3 On the Full Bench published “Background Document 2 Award Histories”. The document 

included one question for consideration by the parties: “Are there any corrections or 

additions to Background Document 2? Is it common ground that the material set out in 

Background Document 2 is uncontentious?”.27 

1.4 The response of the employer interests to those questions follows. 

  

27 Background Document 2 Award Histories (AM2020/99, AM2021/63, AM2021/65), Full Bench (9 June 2022) 21 

(Background Document 2).   
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2. ANSWERS TO FULL BENCH QUESTIONS: MATTERS RAISED AT HEARING 

The Consensus Statement 

2.1 On 17 December 2021, the Aged Care Workforce Industry Council (ACWIC) filed the “Aged 

Care Sector Stakeholder Consensus Statement” (Consensus Statement).  

2.2 Some of the employer interests participate in ACWIC which is funded by the Commonwealth 

Government. 

2.3 A variety of parties were involved: 

(a) ACSA; 

(b) Aged Care Industry Association;  

(c) Aged Care Reform Network; 

(d) ANMF; 

(e) Carers Australia; 

(f) Council on the Ageing; 

(g) Federation of Ethnic Communities’ Councils of Australia; 

(h) HSU; 

(i) LASA; 

(j) National Seniors Australia; 

(k) Older Persons Advocacy Network; and 

(l) UWU, 

(collectively, the stakeholders). 

2.4 The Consensus Statement was prepared over the course of 3-4 months of discussions 

between the stakeholders with the assistance of an independent facilitator engaged by the 

ACWIC.   

2.5 In opening submissions, both the HSU and ANMF contended that aspects of the employer 

interests opening written submissions “contradict” the Consensus Statement.28 In light of 

those contentions the Full Bench posed the question:  

“[T]o the extent there are any inconsistencies, what are we to be guided by; the 

stakeholder consensus or the submission?  And if it is the case that there is a 

28 See HSU Reply Submissions [27]-[28]; ANMF Reply Submissions [11].  
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difference and the submission is to prevail then what do you say about the 

proposition that you're only speaking for yourself there?”29 

2.6 During the opening statement, Mr Ward provided the following answer (with a fuller answer 

to be provided separately): “everything we have filed, including our submissions, have been 

reviewed word by word by all three of our clients and signed off before they were filed”.30 

2.7 To return to that question, the following must be noted: 

(a) The Consensus Statement pre-dates the preparation of opening submissions, 

preparation of evidence and, significantly, the testing of evidence.  

(b) The absence of ABI from the Consensus Statement does not render any perceived 

“inconsistency” between the Consensus Statement and the submissions filed by the 

employer interests as not representative of the position of ACSA, LASA and ABI. As 

mentioned at the hearing, everything filed by the employer interests has been 

reviewed by and subject to instructions from all three clients: ACSA, LASA and ABI.  

(c) The Consensus Statement represents a negotiated position between 12 separate 

organisations at a particular time and context. The preparation of such a position on 

23 issues relevant to work value, together with two separate policy issues, namely, 

attraction and retention of workers and funding in the sector, it does not act as a bar 

to the employer interests preparing submissions and evidence in this matter. 

2.8 The Consensus Statement does not override the submissions filed by the employer 

interests and certainly cannot override findings available from the evidence. 

2.9 Notably the unions had the opportunity to cross exam the Chief Executive Officer of ACSA 

in the proceedings on the Consensus Statement to clarify its relevance and chose not to do 

so.   

Role and Relevance of the AQF  

2.10 The employer interests address the Commission’s question in detail in our Closing 

Submissions at Section 7.31 

2.11 In simple terms, the employer interests have never stated that the AQF, and by extension 

the C10 framework, is “determinative” in regard to work value applications. However, it 

provides an important framework to guide any valuation exercise and plays a central role in 

the maintaining a stable and sustainable modern award system (s 134 (1) (g)). 

29 Transcript, 26 April 2022, PN217.  
30 Transcript, 26 April 2022, PN375. 
31 Closing Submission [7.8]-[7.16]. 
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Principle of Attraction and Retention 

2.12 As mentioned above, the question raised by President Ross with respect to the principle of 

attraction and retention, raises two key considerations: 

(a) the relevance of the aged care industry being funded; and 

(b) whether the operation of the work value provisions under the Fair Work Act 

warrant a departure from the well-established principles regarding attraction rates. 

Attraction and retention of employees in the aged care industry are highly significant 

matters that the industry and Government have to address. We address the two key 

considerations raised by President Ross below. 

(a) Funding 

2.13 As to the significance of “the nature of the sector” (namely, it being funded), there are two 

relevant considerations: 

(i) In the 4 yearly review of Modern Awards – in regard to the Supported Employment 

Services Award, Vice President Hatcher observed that the impact of increasing 

rates and its potential to cripple an entire industry is relevant to the modern awards 

objective and determining whether the proposed wages rates are “appropriately 

set”32.  

(ii) The available funding is also a proxy for affordability which is relevant to how any 

changes in minimum rates are introduced.  

2.14 In light of the above, it is important to revisit how the aged care industry is funded, how 

the industry currently stands (financially) and costs of providing these services.  

2.15 The aged care industry is largely subsidised by the Federal Government, with a small 

portion of funding coming directly from the consumer.  

2.16 Between 1999-2000 and 2018-2019 the funding subsidy levels have increased by 70.3% 

in nominal terms. During the same period, provider input costs increased by 116.3%33. 

This means that funding has failed to keep up with the operating costs.  

2.17 In the most recent blow to the industry, the Federal Government increased the funding 

subsidy by mere 1.7%34, which pales in comparison to inflation rates of 5.1%, the Annual 

32 [2019] FWCFB 8179 [367], Transcript, dated 22 March 2022 at PN46 
33 Annual Wage Review 2020-2021 - Leading Age Services Australia Post-Budget Submission, 4 May 2021 at [2] 
34 It is important to note that at the same time NDIS subsidies increased 9% with further supplements for COVID-19 

costs.  
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Wage Review awarding an increase to minimum wages of $40 or 4.6% increase and the 

increase of 0.5% to superannuation.  

2.18 The most recent StewartBrown report into the Aged Care Financial Performance Survey 

Sector Report now identifies that residential aged care is now at a critical financial 

sustainability position, with providers across Australia reporting an operating loss of 

$12.85 per bed per day (this is up from $6.10 loss this time last year)35.  

2.19 Whilst home care operators are in a slightly better financial position, profits have remained 

stagnant. Clients are also utilising less of their funding packages36.    

2.20 The industry is facing a financial crisis which could cripple it and have a significant impact 

on those who rely on these services.   

2.21 In light of those considerations, the fact that the industry is funded makes it imperative 

that any increase to minimum rates set out in the Awards by the Commission takes into 

consideration affordability of such increase in how it is introduced. 

(b) Operation under the Fair Work Act 

2.22 It is uncontentious that work value cases are now governed by the provisions of the Fair 

Work Act. President Ross sought the parties input as to the significance of this “different 

statutory framework”.37 In short, as set out at 2.12 there is no distinction, save for the 

absence of a requirement to identify a datum point (which we will return to below 3.19) 

and the role of the modern awards and minimum wages objectives. 

2.23 The notion of “minimum rates” by its very nature is inconsistent with the notion of a market 

rate or attraction rate. The latter is the domain of contract or bargaining. 

2.24 Section 139(1)(a) directs attention to “minimum” wages. It should be uncontroversial that 

rates concerning attraction are anything but “minimum” and reflect the notion of the market 

or discretionary payments made by an employer to simply be more competitive for labour. 

2.25 As such, the well-established principles should continue to be applied and work value 

should not stray into the realm of attraction or market rates.   

2.26 The Federal and State industrial tribunals have a long history of reluctance to provide rates 

of pay which are designed to attract employment to a particular industry38; and those 

jurisdictions were not necessarily concerned with minimum rates (see currently s 10 of the 

Industrial Relations Act 1996 (NSW)).  

35 StewartBrown, Aged Care Financial Performance Survey Sector Report (March 2022), page 1 
36 StewartBrown, Aged Care Financial Performance Survey Sector Report (March 2022), page 1 
37 Transcript, 26 April 2022, PN443 
38 Re Steel Works Employees (BHP Co Ltd) Award 1947 AR 431 
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2.27 Most recently, in the Application to vary the Social, Community, Home Care and Disability 

Services Industry Award 201039, the Commission rejected the notion of attraction rates as 

a basis for fixing a minimum wage:  

“The first propositions is also misconceived because it has as an implicit premise 

that “attraction rates” - that is, wage rates set at a level which are perceived as 

necessary for an employer to attract and retain sufficient labour - have a proper role 

to play in the fixation of safety net wages and conditions in modern awards. We 

reject this. Tribunals tasked with wage fixation in Australia have consistently refused 

to set minimum award wages on the basis of attraction rates. The only possible 

exception, namely where a long-term shortage of employees has a consequential 

effect on the work value of the employees performing the work, has no relevance 

here”40. 

2.28 Whilst the Commission left the door open to attraction rates being considered when the 

shortage of labour has had a consequential effect on the work value, this proposition should 

not be adopted in these proceedings, and indeed has not been made out. 

2.29 In the context of the proceedings before the Commission, his Honour’s comments appear 

to suggest that the reasoning for considering attraction rates was solely due to a shortage 

of labour and to fix a supply side issue, rather than the shortage of labour causing an 

increase in the value of work.  

2.30 Accordingly, the proposition that setting minimum wage rates in order to attract labour to 

address a suggested shortage is an inappropriate basis for the setting of minimum rates of 

pay. 

2.31 In any event, it is highly unlikely, given the current employment landscape in Australia41, 

that workforce composition issues in aged care will be solved by only increasing minimum 

award rates42. There is no empirical evidence to support this suggestion. 

2.32 The Union parties in this case seek to increase the rates of pay for employees in the aged 

care industry to be “in approximate terms at least, to the level of those engaged in the 

provision of care to persons with disability”43 under the SCHADS Award performing disability 

care work. Yet, the Disability Care industry, in particular those who perform work in the 

39 Application to vary the Social, Community, Home Care and Disability Services Industry Award 2010 [2020] FWCFB 

4961(15 September 2020) 
40 Ibid [80] (emphasis added) 
41 As a general proposition, Australia is facing a labour shortage across the board from skilled to unskilled labour.   
42  Health Employees Pharmacists (State) Award and other Awards [2003] NSWIRComm 453 [58] 
43 Transcript, 26 April 2022, PN240 
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social and community services stream of the Award, is also facing staff shortages44, despite 

having substantially higher rates of pay (which was achieved through an Equal 

Remuneration Order). Furthermore, both the public and private sectors are reporting on 

nurse shortages; this is despite there being higher rates of pay for these categories of 

nurses in these industries. These factors suggest that attraction rates, will not have the 

desired effect.   

2.33 It also should be said that many RNs are paid materially above the Award under enterprise 

agreements and yet most claimed a lack of RNs in their facilities , for example, in the Uniting 

Aged Care Enterprise Agreement (NSW) 2017 as at 1 July 2018, between a RN 1.1 and 

RN 1.5 was 41% and 62% more than the equivalent Award rate45 and in the Warrigal and 

NSW Nurses and Midwives’ Association, Australian Nursing and Midwifery Federation NSW 

Branch, and Health Services Union NSW/ACT Branch Enterprise Agreement 2017 a RN 

1.1 to RN 1.5 is paid between 25% and 48% more than the equivalent award rate as at 1 

July 201946. It would be misconceived to assume that the issues concerning supply of labour 

can be simply solved by higher minimum rates of pay; the solution of what must be regarded 

as a national, socio-political problem to solve47. 

2.34 Lastly, if the Commission was moved against all these arguments it would be faced with a 

practical problem; how to assess an attraction element and how it would determine whether 

it has succeeded and if not removed.  

 

  

44 https://www.abc.net.au/news/2022-04-12/home-care-system-failing-australians-with-disability/100965512  
45 See DCB 317 
46 See DCB 316 
47 See Railways Professional Officers Case [48] 
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3. ANSWERS TO FULL BENCH QUESTIONS: BACKGROUND DOCUMENT 1 

Question 1: Are there any corrections or additions to section 1? 

3.1 In section 1 of Background Document 1, the following summary of the “Joint Employers’” 

position appears: 

“[28] The Joint Employers submit that although some decisions allude to the C10 framework, 

the classification structures in the awards were not based on a pre-reform award 

classification structure that was expressly mapped to the C10 framework and therefore that 

‘it does not appear that the minimum rates in [the Aged Care, Nurses and SCHADS awards] 

were properly set as part of the award modernisation process.’ However, the Joint 

Employers oppose a 25% uniform increase to minimum wages in the Aged Care 

Award, Nurses Award and SCHADS Award, and submit that for some classifications 

proper alignment to the C10 framework could justify a change to minimum rates.”48 

3.2 We submit that the emphasised passage would benefit from the following correction, noting 

the role of the employer interests in these proceedings has never been one of opposition to 

increases to award minimum rates, provided they are properly set. The proposed re-

phasing is as follows: 

“Further, the Joint Employers submit that the concept of properly set rates should 

not be divided from work value assessment. The Joint Employers submit any 

increase to minimum rates in the Aged Care Award, Nurses Award and SCHADS 

Award should be preceded by a consideration of the C10 framework and work value 

principles. The Joint Employers do not support an arbitrary increase of 25%.”  

3.3 Save for this proposed amendment above at 3.2, the employer interests propose no 

further corrections or amendments to section 1.  

 

Question 2 for all other parties: What do you say in response to the ANMF submission? 

3.4 In Background Paper 1, a submission of the ANMF is quoted at [57]: 

“[57] The ANMF submits that s.157(2A) ‘exhaustively defines work value reasons as being 

reasons justifying the amount that employees should be paid for doing a particular kind of 

work, being reasons related to: (a) the nature of the work; (b) the level of skill or responsibility 

involved in doing the work; and (c) the conditions under which the work is done.’” 

3.5 We respond to that submission as follows: 

48 Background Document 1 [28]. 
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(a) The definition of “work value reasons” in s. 157(2A), requires only that the reasons 

justifying the amount to be paid for a particular kind of work be “related to any of the 

following”, namely, “the nature of the work, the level of skill or responsibility involved 

in doing the work, and the conditions under which the work is done”.49 

(b) The expression “related to” is one of broad import that requires a sufficient 

connection or association between two subject matters. The degree of the 

connection required is a matter for judgment depending on the facts of the case, but 

the connection must be relevant and not remote or accidental.50 

(c) The subject matters between which there must be a sufficient connection are, on 

the one hand, the reasons for the pay rate and, on the other hand, any of the three 

matters identified in s 157(2A).51 

(d) The criteria are plainly exhaustive in the sense that if the matter is not related to one 

of the three prescribed criterion it is not relevant to the assessment of work value 

reasons. 52  

Question 3 for the HSU: What is meant by ‘the social context of the work and the status of 

the work’ and how are these matters relevant to the assessment of work value? 

3.6 This is a question for the HSU and does not require a response from the employer 

interests.  

Question 4 for all other parties: What do you say in response to the HSU submission? 

3.7 In Background Paper 1, the following submission of the HSU is extracted: 

[58] The HSU submits that the specific items in s.157(2A) should be interpreted as follows:  

1. ‘The “nature of the work” includes the nature of the job and task requirements 

imposed on workers, the social context of the work and the status of the work.  

2. Assessing “skills and responsibilities” involved in the work includes:  

(i) Consideration of initial and ongoing required qualifications, professional 

development and accreditation obligations, surrounding legislative 

requirements and the complexity of techniques required of workers;  

(ii) The level of skill required, including with reference to the complexity of 

the work and mental and physical tasks required to be undertaken; and  

49 See Pharmacy Case at [165]. 
50 See Pharmacy Case at [165]. 
51 See Pharmacy Case at [165] 
52 See Pharmacy Case at [166]. 
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(iii) The amount of responsibility placed on the employees to undertake 

tasks;  

The “conditions under which work is performed” refers to “the environment in which 

work is done.”’ 

3.8 We struggle with the terms “social context of the work…” but we can address this further 

after question 3 is answered by the HSU. 

3.9 Otherwise, these are matters which may be considered in assessing whether the nature 

of the work has changed. However, they should not be seen as a substitute for the words 

in the statute which should be afforded their plain and ordinary meaning.  

 

Question 5 for all parties: Are any of the propositions from the Pharmacy Decision 

contested? 

3.10 The employer interests accept the propositions set out in Pharmacy Decision.53  

3.11 In the context of an application to vary minimum award rates based on work value reasons, 

the position of the employer interests is that the Commission must consider the propositions 

in the Pharmacy Decision and Independent Education Union of Australia [2021] FWCFB 

2051 (Teachers Case). 

Question 6 for all other parties: What do you say in response to the ANMF submission? In 

particular, do parties agree that the Commission may vary modern award minimum wages 

under s.157(2) (and subject to s.157(2)(b)) if it is satisfied, for reasons that relate to any of 

the nature of the employees’ work, the level of skill or responsibility involved in doing the 

work or the conditions under which the work is done, that a variation to the amount that the 

employees should be paid is justified? 

 

3.12 The ANMF submission is directed to considerations set out in ACT Child Care decision at 

[190] and, in particular, whether it is necessary to demonstrate that a particular change in 

work constitutes a significant net addition to work requirement to satisfy s 157(2)(a). 

3.13 The employer interests accept that the considerations at [190] may be relevant to the 

evaluative task under s 157(2)(a), particularly with respect to statements concerning 

changes that are unlikely to constitute a work value change (for example,  “progressive or 

evolutionary change is insufficient”). As to the approach to be taken by the Commission, we 

refer the Commission to Section 7 of the Closing Submissions.   

53 Pharmacy Industry Award 2010 [2018] FWCFB 7621 
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3.14 Other than this the ANMF contention is somewhat unclear. If by their contention they are 

saying that once any work value reason has been established the claim must be granted 

then this would be contrary to the statutory scheme in place. 

 

Question 7 for all parties: What is the relevance of the re-enactment presumption to the 

construction of ss.157(2) and (2A)?  

3.15 The re-enactment presumption is relevant to the construction of ss157(2) and (2A). 

3.16 The predecessor to ss157(2) and (2A) in the FW Act is ss156(3) and (4). The terms are 

nearly identical and therefore ss157(2) and (2A) is intended to have the same judicially 

attributed meaning. 

3.17 In the Teachers Decision, the Full Bench stated: 

In the 2018 Full Bench decision in 4 yearly review of modern awards - Pharmacy 

Industry Award 2010, (Pharmacy Award decision) the construction of the 

requirement in s 156(3) of the FW Act that a variation to modern award minimum 

wages in the 4 yearly review of modern awards be “justified by work value 

reasons”, and the definition of the expression “work value reasons” in s 156(4), 

was considered at length in the context of the genesis and development of the 

concept of the fixation of wages based on work value in the history of industrial 

arbitration in Australia. Section 156 has since been repealed, but we consider that 

the conclusion stated in the Pharmacy Award decision are applicable to 

subsections 157(2) and (2A) because those provisions are in terms relevantly 

identical to subsections 156(3) and (4)54. 

Question 8 for all parties: As noted in the Pharmacy Decision, while not part of the 

Commission’s statutory task [now under ss.157(2) and (2A)], it is likely the Commission 

would usually take into account whether any feature of the nature of work, the level of skill 

or responsibility involved in performing the work or the conditions under which it is done 

has previously been taken into account in a proper way. It appears to be common ground 

between the HSU, ANMF and ABI that the minimum rates of pay in the Aged Care Award, the 

Nurses Award and the SCHADS Award have not previously been properly set. In these 

circumstances, do parties agree that the Commission’s statutory task under ss.157(2) and 

(2A) is to fix the amount that employees should be paid for doing a particular kind of work 

based on the value of the work as it is currently being done, and that to undertake that task 

54 [2021] FWCB 2051 
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it is not necessary to measure changes in work value from a fixed datum point or to identify 

any ‘significant net addition’ to work requirements? 

3.18 This question is addressed in Closing Submissions at Section 7. 

3.19 In short, the employer interests accept that it is not necessary to measure changes in work 

value from a fixed datum point given the decision in the Pharmacy Case. However, in 

relation to whether the Commission needs to identify any “significant net addition”, the 

Commission should also be guided by the Teachers Case.55 

Question 9 for all parties: What do you say in response to the HSU submission? 

3.20 In Background Paper 1, the following submission of the HSU is extracted: 

“[80] The HSU submits that in the context of minimum wages the phrase ‘fair and 

relevant’:  

‘should be interpreted as referring to rates which properly remunerate 

workers for the value of their work, taking into account all surrounding 

factors, and are not so low compared to general market standards as to have 

no relevance to the industry, for example in the context of bargaining.” 

3.21 The Commission has previously considered the concept of ‘fair and relevant’ in the 

Penalty Rates Review56. The submissions of the HSU go beyond the scope of this 

Decision and ask the Commission to set rates which are “market rates”. The Commission 

should act cautiously if considering to depart from the approach in the Penalty Rates 

Review. 

3.22 The meaning of the word ‘fair’ in relation to establishing a fair and relevant safety net is 

founded in the Equal Remuneration Decision 2015 which states:  

“We consider, in the context of modern awards establishing minimum rates for 

various classifications differentiated by occupation, trade, calling, skill and/or 

experience, that a necessary element of the statutory requirement for 'fair 

minimum wages' is that the level of those wages bears a proper relationship to the 

value of the work performed by the workers in question.57” 

3.23 The Commission then goes onto consider what is meant by ‘relevant’ by stating: 

“[120] Second, the word 'relevant' is defined in the Macquarie Dictionary 

(6th Edition) to mean 'bearing upon or connected with the matter in hand; to the 

55 See [2021] FWCB 2051 [605] 
56 [2017] FWCFB 1001 
57 [2015] FWCFB 8200 at [272] 
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purpose; pertinent'. In the context of s.134(1) we think the word 'relevant' is 

intended to convey that a modern award should be suited to contemporary 

circumstances. As stated in the Explanatory Memorandum to what is now s.138: 

'527 … the scope and effect of permitted and mandatory terms of a modern 

award must be directed at achieving the modern awards objective of a fair 

and relevant safety net that accords with community standards and 

expectations.' (emphasis added)”58 

3.24 From this, it can be ascertained that the concept of ‘fair and relevant’ is about providing a 

protective minimum safety net, that is suited to the contemporary circumstances of the 

employer and employee, not minimum wages that are in line with general market 

standards.  

Question 10 for all parties: Are any of the observations about the modern awards objective 

(at [89] to [107] above) contested?  

3.25 The observations about the modern awards objective at [89] to [107] are not contested.   

Question 11 for all parties: Is it common ground that the consideration in s.134(1)(da) is 

not relevant in the context of the Applications? 

3.26 This issue is of minimal relevance, if any, to the Commission. In support of that position we 

note that the Award employees are paid “additional remuneration” for working in the 

specified circumstances of s.134(1)(da). We note the following: 

(a) The claims are not seeking to include additional remuneration for the circumstances 

set out in s.134(1)(da); and 

(b) No employee gave evidence to support the proposition that there was a need for 

further additional remuneration for working in the specified circumstances outside of 

the provisions of the Awards.  

Question 12 for all parties: Are any of the observations about the minimum wages 

objective (at [109] to [113]) contested? 

3.27 The observations about the minimum wages objective at [109] to [113] are not contested. 

  

58 [2017] FWCFB 1001 [120] 
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Question 13 for all parties: Are any of the considerations in s.284(1) not relevant in the 

context of the Applications? 

3.28 The employer interests make one observation - Section 284(1)(e) does not appear to be 

of relevance in these proceedings. 

Question 14 for all parties: do the parties agree that the propositions above are 

uncontentious?  

3.29 In section 3 of Background Document 1, the following contention appears: 

“[115] The Joint Employers submit that the work undertaken by Registered Nurses, 

(Cert III) Care Workers and Head Chefs and Head Cooks has ‘significantly changed 

over the past two decades.” 

3.30 As mentioned above, prior to having the opportunity to cross-examine aged care employees 

that worked as Chefs and/or “Senior Chefs”, a preliminary view was formed that the 

changes to the role of Chef (i.e. as head of the kitchen staff) may amount to work value 

reasons. However, as noted at [19.30] of opening submissions, “consideration would also 

need to be given to the role of external services such as dietician”.  

3.31 With the benefit of cross-examination, the position appears to less clear in one regard - a 

Head Chef or Cook does not appear to make the nutritional decisions on a menu rather 

this is the role of dietician or nutritionist. 

3.32 The employer interests agree with the balance of contentions set out at [116]. 

Question 15 for the Joint Employers: There does not appear to be a classification called 

‘Head Chef’ or ‘Head Cook’ in the Aged Care Award. The Joint Employers are asked to clarify 

which of the classifications in the award they are referring to? 

3.33 The reference to “Head Chef” or “Head Cook” was a reference to an employee who is 

generally responsible for the main kitchen.  Difficulty arises with assigning this title to a 

classification as it will be dependent on the facility, with many facilities not engaging trade 

qualified chefs/cooks to perform the role. It will also depend on the level of supervision of 

staff and their budgetary responsibilities. 

3.34 A person who is performing this role, will most likely be classified as an Aged Care 

Employee Level 4 or Aged Care Employee Level 5.  

3.35 In witness statements, at least two witnesses described their title as “Head Chef”. During 

cross-examination, it became apparent the descriptor “Head Chef” is sometimes given to 

employees classified as “Chef” or a “Cook” (it simply denotes they have the most seniority 

in the kitchen in that context).  
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Question 16 for the Unions and Joint Employers: Do the matters set out at [117] – [128] 

encapsulate the issues in contention, insofar as the work value claim is concerned? 

3.36 The following summary of the “Joint Employers” position as to Food Services Employees 

appear at [123]: 

“[123] The Joint Employers acknowledge that regulatory change, the increasing 

number of high care residents and improved regulation of food safety has impacted 

the level of responsibility for chefs in aged care and agrees that the role of Head 

Chefs and Head Cooks has significantly changed over the past 2 decades. 

However, the Joint Employers submit that the role of other food services employees 

has merely ‘evolved over time’ with these workers ‘still performing the same roles 

which have existed for the past two decades.’” 

3.37 Yes, subject to paragraph 3.36.  

Question 17 for the CCIWA: Noting that the CCIWA did not participate in the evidentiary 

phase of the hearings who do the CCIWA represent in the proceedings? 

3.38 This is a question for CCIWA and will not be address by the employer interests. 
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4. ANSWERS TO FULL BENCH QUESTIONS: BACKGROUND DOCUMENT 2 

Question 1 for all parties: Are there any corrections or additions to Background Document 

2? Is it common ground that the material set out in Background Document 2 is 

uncontentious?  

4.1 As to Background Document 2, the Full Bench sought clarification as to the following: “Are 

there any corrections or additions to Background Document 2? Is it common ground that 

the material set out in Background Document 2 is uncontentious?”.59 

4.2 The employer interests are of the view that the material contained in Background Document 

2 is uncontentious.  

4.3 As to corrections, we suggest a minor revision at [76]. In that paragraph there is reference 

to “the Joint Employers” and “ABI and others”. In the interest of consistency, given both are 

the same group, reference to “ABI and others” in that paragraph (and footnotes) should be 

changed to “the Joint Employers”.  

 

 

 

 

59 Background Document 2 Award Histories (AM2020/99, AM2021/63, AM2021/65), Full Bench (9 June 2022) 21 

(Background Document 2).   
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FAIR WORK COMMISSION 

Matter No.: AM2020/99; AM 2021/65; AM2021/63 

S 158 – APPLICATION TO VARY OR REVOKE A MODERN AWARD (AGED CARE 

AWARD 2020);  

S 158 – APPLICATION TO VARY OR REVOKE A MODERN AWARD (NURSES AWARD 

2010) 

s 158 APPLICATION TO VARY OR REVOKE A MODERN AWARD (SOCIAL, 

COMMUNITY, HOME CARE AND DISABILITY SERVICES INDUSTRY AWARD 2010) 

  

FINAL SUBMISSIONS OF THE UNITED WORKERS’ UNION 

1. In our Submission to the Royal Commission into Aged Care Quality and Safety, 
United Workers’ Union (UWU) said: 

“The current working conditions in aged care negatively impact on the capacity of the 
system to adequately meet the needs of care recipients. The aged care sector is 
characterised by a range of working conditions that are not conducive to quality jobs. 
These include (but are not limited to): low wages, inadequate or unpredictable hours 
and a reliance on contingent employment arrangements, excessive workloads and 
inadequate time to care; limited career opportunities; inadequate supervision; 
inadequate training and peer support and major institutional funding pressures.”1 

2. In its Final Report, the Royal Commission into Aged Care Quality and Safety agreed 
generally with these propositions2. 

3. The Royal Commission’s findings reflect an extraordinary level of consensus within 
this sector that aged care workers are undervalued and that something must be done 
about it. In December 2021 a Statement prepared by stakeholders from the aged 
care sector (including UWU) said: 

“The stakeholders agree that wages in the aged care sector need to be significantly 
increased because the work of aged care workers has been historically undervalued 
for a range of reasons and has not been properly assessed by the Fair Work 
Commission or any other industrial tribunal. 

Minimum wages in awards need to be set according to the value of the work done by 
workers in aged care, recognising increases in the complexity of the nature of the 
work and skills and responsibility involved in doing the work and changes to the 
conditions under which work is done.3” 

4. The undervaluation of aged care workers in Australia is not just an issue of wage 
justice. It is an issue that puts the entire sector at risk. The analysis of the Committee 
for Economic Development of Australia (CEDA) suggests that by 2030, there will be 

1 United Workers Union, Submission to the Royal Commission into Aged Care Quality and Safety, December 2019, p.11 
2 Royal Commission into Aged Care Quality and Safety, Final Report: Care, Dignity and Respect, Volume 2, section 4.10, 
pp.211-216 
3 Aged Care Sector Stakeholder Consensus Statement, 17 December 2021, p.2 
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a shortfall of at least 110,000 workers if the Aged Care workforce expands at its 
current pace and that “increasing wages is crucial to all attempts to increase the 
workforce”.4 

5. This proceeding represents a historic opportunity to address these issues. Three 
applications have been made seeking variations to modern awards to increase wage 
rates in the aged care sector. UWU supports these applications in the manner set out 
below. 

6. An application made by the Health Services Union (HSU) seeks that the Aged Care 
Award 2010 be varied to (a) increase wages, and (b) alter certain aspects of the 
classification structure. UWU supports that application. 

7. A further application made by HSU seeks that the Social, Community, Home Care 
and Disability Services Industry Award 2010 be varied to increase wages with 
respect to aged care workers. UWU supports that application 

8. An application made by the Australian Nursing and Midwifery Federation (ANMF) 
seeks that the Nurses Award 2020 be varied to insert a new schedule into the award 
which would have the effect of increasing wage rates for aged care workers. UWU 
supports this aspect of this application. 

9. UWU has filed material in support of these applications including the following: 

a. Judeth Anne Clarke, personal care worker, Western Australia 

b. Geronima Ortillano Bowers, personal care worker, Western Australia 

c. Sandra Kim Hufnagel, personal care worker, Queensland 

d. Ross Evan Heyan, former client services / administration assistant, 
Queensland 

e. Lyndelle Anne Parke, personal care worker, Northern Territory 

f. Donna Capellutti,, former food services assistant, South Australia 

g. Jane Wahl, gardener, South Australia 

h. Catherine Goh, community support worker, Western Australia 

i. Ngari Inglis, home support worker, South Australia 

j. Paula Wheatley, personal care worker, Queensland 

k. Susan Toner, personal care worker (home support), Queensland 

l. Karen Roe, home support worker, New South Wales 

m. Lillian Grogan, Care Worker Coach, New South Wales 

n. Maria Moffat, personal care worker (home support), New South Wales 

4 Committee for Economic Development of Australia (CEDA), Duty of Care: Meeting the Aged Care Workforce Challenge, 2021 
(Attached as LH12 to the Reply Statement of Lauren Hutchins) 
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o. Melissa Coad, Union Official, New South Wales 

p. Susan Morton, home care worker New South Wales 

q. Teresa Hethrington, personal care assistant, New South Wales 

10. UWU has had the benefit of reading submissions filed in relation to these 
applications by HSU and ANMF. UWU supports those submissions and has confined 
these closing submissions to avoid unnecessary repetition.  

11. The evidence heard by the Commission in relation to this matter supports a finding 
that the increases to wages sought by the applications are justified by work value 
reasons including on the basis of: 

a. The skill and responsibility exercised by aged care workers responsible for 
providing direct and indirect care in residential and home aged care settings 

b. The impact of resident and consumer needs on the exercise of skill and 
responsibly by aged care workers 

c. The impact of changes to models of care and care philosophy on the exercise 
of skill and responsibility by aged care workers 

d. The impact of regulatory and governance requirements on the nature of the 
work performed by aged care workers 

e. The impact of changes to workforce composition over the skill and 
responsibility exercised by aged care workers and the nature of the work 

f. The nature of the work environment in which aged care workers perform their 
work and the conditions under which the work is done 

g. The qualifications and training requirements associated with the work and 
changes that are sought to be made with respect to qualifications and training 
requirements; 

h. Changed expectations in relation to consumer, community and family 
interaction, as it bears on the nature of the skill and responsibility exercised; 

i. Historical undervaluation of the work (including a gendered view of the work 
as associated with unpaid care work). 

12. On this basis, and with regard to the submissions filed in this matter by HSU and 
ANMF, UWU submits the variations sought by the applications (referred to above) 
should be made. 

 

United Workers Union 

25 July 2022 
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From: Alana Rafter <Alana.Rafter@ablawyers.com.au>  
Sent: Wednesday, 27 July 2022 5:52 PM 
To: Chambers - Ross J <Chambers.Ross.j@fwc.gov.au> 
Cc: Jordan Lombardelli <jordan.lombardelli@ablawyers.com.au>; Nigel Ward 
<Nigel.Ward@ablawyers.com.au> 
Subject: RE: AM2020/99, AM2021/63, AM2021/65 - Aged Care Work Value - Provisional Views 
 
Dear Associate, 
 
The Full Bench seek clarification as to whether the submissions filed by ACSA, LASA and 
ABI dated 22 July 2022 (the closing submissions) included a response to the provisional 
views set out in the Statement issued on 9 June 2022. The response of the employer 
interests appears at Section 7 of closing submissions.  
 
For ease reference, the response together with cross-references to the relevant paragraphs 
in the closing submissions, appear below:  
 

1. Based on the submissions of the Unions and the Joint Employers, the 
relevant wage rates in the Aged Care Award 2010, the Nurses Award 2020 and 
the Social, Community, Home Care and Disability Services Industry Award 
2010 have not been properly fixed.  
 
In the Aged Care Award and SCHADS Award the Commission has never undertaken 
an exercise to properly set the minimum rates: [7.3]. 
 
For the Nurses Award it is a little less clear, although it is clear that such an exercise 
was not undertaken in award modernisation or since 2010: [7.4]-[7.5]. 
 
2. It is not necessary for us to form a view about why the rates have not been 
properly fixed.  
 
It is not necessary for the Full Bench to form a view about why the rates have not 
been properly fixed. However, the position of the employer interests is that 
consideration of the C10 framework is relevant to the exercise of the Commission’s 
discretion under s 157(2): [7.8]-[7.21]. 
 
3. Our task is to determine whether a variation of the relevant modern award 
rates of pay is justified by ‘work value reasons’ (and is necessary to achieve 
the modern awards objective), being reasons related to any of s.157(2A)(a)-(c) 
the nature of the employees’ work, the level of skill or responsibility involved in 
doing the work and the conditions under which the work is done. 
 
When moving to assess the impact of proposed “work value reasons”, that evaluative 
task is informed by the relevant legal principles that inform the construction of s 
157(2) and (2A). The Commission will need to identify “work value reasons” sufficient 
to “justify” a variation to minimum award wages and with this determine what the 
extent of that variation should be in properly setting the minimum rates: [7.22]-[7.31]. 

 
 
Alana Rafter 
Associate 
Australian Business Lawyers & Advisors 
 
140 Arthur Street North Sydney NSW 2060 
Dir: 02 9466 4563 | F: 02 9954 5029 | M: 0482 181 223 
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From: Chambers - Ross J <Chambers.Ross.j@fwc.gov.au>  
Sent: 27/07/2022 4:09 PM 
To: Nigel Ward <Nigel.Ward@ablawyers.com.au> 
Cc: Jordan Lombardelli <Jordan.Lombardelli@ablawyers.com.au>; Alana Rafter 
<Alana.Rafter@ablawyers.com.au> 
Subject: AM2020/99, AM2021/63, AM2021/65 - Aged Care Work Value - Provisional Views 
 
Good afternoon Mr Ward, 
 
On 9 June 2022, the Full Bench issued a Statement in the above matter. Paragraph [7] of the 
Statement set out the following provisional views:  
 

1. Based on the submissions of the Unions and the Joint Employers, the relevant wage rates 
in the Aged Care Award 2010, the Nurses Award 2020 and the Social, Community, Home 
Care and Disability Services Industry Award 2010 have not been properly fixed.  
 
2. It is not necessary for us to form a view about why the rates have not been properly fixed.  
 
3. Our task is to determine whether a variation of the relevant modern award rates of pay is 
justified by ‘work value reasons’ (and is necessary to achieve the modern awards objective), 
being reasons related to any of s.157(2A)(a)-(c) the nature of the employees’ work, the level 
of skill or responsibility involved in doing the work and the conditions under which the work 
is done. 
 

Parties were invited to address the provisional views in their submissions due on Friday 22 July 2022.  
 
Can you please confirm if the submissions filed by ACSA, LASA and ABI dated 22 July 2022 included a 
response to the provisional views?  
 
Kind regards, 
 

Madeleine Castles (she/her) 

Associate to the Hon. Justice Ross AO  
President 
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T 03 8656 4645 

E madeleine.castles@fwc.gov.au 

 
Level 4, 11 Exhibition Street, Melbourne, VIC, 3000 
PO Box 1994, Melbourne, Vic, 3001 

 
 
The Fair Work Commission acknowledges that our business is conducted on the traditional lands of 
Aboriginal and Torres Strait Islander people. We acknowledge their continuing connection to country 
and pay our respects to their Elders past, present and emerging. 
 
This email was sent from Wurundjeri Woi Wurrung Country. 
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From: Alex Grayson <AGrayson@mauriceblackburn.com.au>  
Sent: Tuesday, 2 August 2022 2:18 PM 
To: Chambers - Ross J <Chambers.Ross.j@fwc.gov.au>; 'Lucy Saunders' 
<lucy.saunders@greenway.com.au> 
Cc: Penny Parker <PParker@mauriceblackburn.com.au> 
Subject: RE: AM2020/99, AM2021/63, AM2021/65 - Aged Care Work Value - Provisional Views 
[MBC-VIC.FID4764037] 
 
Dear Associate, 
  
In response to your email of 27 July 2022, the HSU’s position is as follows: 

  
1. The HSU agrees with the first provisional view, and says further that the fact that it is common 

ground that the rates have not been properly set is an indication that the rates do not 
presently reflect the proper value of the work, and goes toward a conclusion that an increase 
is justified on work value grounds. 
  

2. The HSU agrees with the second provisional view, however observes that, when considering 
whether it is satisfied that a variation to modern award wages is justified by work value 
reasons, it will be necessary for the Commission to consider factors that have resulted in the 
historical undervaluation of relevant work including the extent to which aspects of the nature 
of the work and the skills and responsibilities involved have been overlooked for gender 
based reasons. 
  

3. The HSU agrees with the third provisional view, and reiterates that historical gender-based 
undervaluation also has a role to play in this analysis. 

  
Should you have any queries then please do not hesitate to contact the undersigned. 
  
Regards, 
Alex 
  
Alex Grayson 
Principal Lawyer 

mauriceblackburn.com.au 

T  02 8267 0949 
F  02 9261 3318 
E  AGrayson@mauriceblackburn.com.au 

Gadigal 
Level 32, 201 Elizabeth Street 
Sydney NSW 2000 

Liability limited by a scheme approved under Professional Standards Legislation. 
  

 

  

    

  

Maurice Blackburn acknowledges the traditional custodians of the lands on which we work, and pays respect to their Elders, 
past and present.  

We are a leading Australian law firm certified to the international ISO 9001:2015 quality standard. 
We are proudly carbon neutral and committed to a sustainable environment. Please provide requested documentation in 
electronic format and consider the environment before printing this email.  

Covid 19 guidance for our clients, guests, suppliers and contractors click here  
 
This email and any files transmitted with it are confidential and intended solely for the use of the individual or entity to whom it is addressed. If you 
are not the intended recipient, any use, dissemination, forwarding, printing or copying of this email is strictly prohibited. If you have received this 
email in error please notify the sender by reply email, delete the email, destroy any printed copy and do not disclose or use its information in any 
way. For additional information regarding Maurice Blackburn's privacy policy, click here (mauriceblackburn.com.au/privacy)  
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From: Alex Grayson <AGrayson@mauriceblackburn.com.au>  
Sent: Monday, 1 August 2022 11:38 AM 
To: Chambers - Ross J <Chambers.Ross.j@fwc.gov.au>; 'Lucy Saunders' 
<lucy.saunders@greenway.com.au> 
Cc: Penny Parker <PParker@mauriceblackburn.com.au> 
Subject: Re: AM2020/99, AM2021/63, AM2021/65 - Aged Care Work Value - Provisional Views 
  
Dear Associate, 
  
We apologise for the delay in responding. We will revert to the Commission tomorrow on this issue. 
  
Regards 
Alex 
  
  
  

Alex Grayson | Principal Lawyer 
E: AGrayson@mauriceblackburn.com.au | T: (02) 8267 0949 | F: (02) 9261 3318 

     

Maurice Blackburn Lawyers 
Level 32, 201 Elizabeth Street, Sydney NSW 2000 
www.mauriceblackburn.com.au 

 

 

  

  

 

 
 

 
 

 
Maurice Blackburn is a leading Australian law firm certified to the international ISO 9001:2008 quality standard. 
We are proud to be carbon neutral. Please consider the environment before printing this email. 
 
This email and any files transmitted with it are confidential and intended solely for the use of the individual or entity to whom it is addressed. If you are not the intended 
recipient, any use, dissemination, forwarding, printing or copying of this email is strictly prohibited. If you have received this email in error please notify the sender by 
reply email, delete the email, destroy any printed copy and do not disclose or use its information in any way. For additional information regarding Maurice Blackburn's 
privacy policy, click here: http://www.mauriceblackburn.com.au/privacy-policy.aspx 

 
Liability limited by a scheme approved under Professional Standards Legislation. 

  

 
From: Chambers - Ross J <Chambers.Ross.j@fwc.gov.au> 
Sent: Monday, August 1, 2022 9:46 am 
To: 'Lucy Saunders' <lucy.saunders@greenway.com.au> 
Cc: Alex Grayson <AGrayson@mauriceblackburn.com.au>; Penny Parker 
<PParker@mauriceblackburn.com.au> 
Subject: RE: AM2020/99, AM2021/63, AM2021/65 - Aged Care Work Value - Provisional Views 
  

  

OFFICIAL 
  
Good morning Ms Saunders, 
  

  CAUTION: This email originated from outside of the organisation . Do not click links or open attachments unless you 
recognise the sender and know the content is safe.  
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I refer to the below correspondence.  
  
Could you please advise if the HSU’s submissions dated 22 July 2022 included a response to the Full 
Bench’s provisional views? 
  
Kind regards, 
  

Madeleine Castles (she/her) 

Associate to the Hon. Justice Ross AO  
President 

  

 
T 03 8656 4645 

E madeleine.castles@fwc.gov.au 

 
Level 4, 11 Exhibition Street, Melbourne, VIC, 3000 
PO Box 1994, Melbourne, Vic, 3001 

 
  
The Fair Work Commission acknowledges that our business is conducted on the traditional lands of 
Aboriginal and Torres Strait Islander people. We acknowledge their continuing connection to country 
and pay our respects to their Elders past, present and emerging. 
  
This email was sent from Wurundjeri Woi Wurrung Country. 
  
From: Chambers - Ross J  
Sent: Wednesday, 27 July 2022 3:54 PM 
To: Lucy Saunders <lucy.saunders@greenway.com.au> 
Cc: Alex Grayson <agrayson@mauriceblackburn.com.au>; Penny Parker 
<PParker@mauriceblackburn.com.au> 
Subject: AM2020/99, AM2021/63, AM2021/65 - Aged Care Work Value - Provisional Views  
  
Good afternoon Ms Saunders, 
  
On 9 June 2022, the Full Bench issued a Statement in the above matter. Paragraph [7] of the 
Statement set out the following provisional views:  
  

1. Based on the submissions of the Unions and the Joint Employers, the relevant wage rates 
in the Aged Care Award 2010, the Nurses Award 2020 and the Social, Community, Home 
Care and Disability Services Industry Award 2010 have not been properly fixed.  
  
2. It is not necessary for us to form a view about why the rates have not been properly fixed.  
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3. Our task is to determine whether a variation of the relevant modern award rates of pay is 
justified by ‘work value reasons’ (and is necessary to achieve the modern awards objective), 
being reasons related to any of s.157(2A)(a)-(c) the nature of the employees’ work, the level 
of skill or responsibility involved in doing the work and the conditions under which the work 
is done. 
  

Parties were invited to address the provisional views in their submissions due on Friday 22 July 2022.  
  
Can you please confirm if the HSU’s submissions dated 22 July 2022 included a response to the 
provisional views?  
  
Kind regards, 
  

Madeleine Castles (she/her) 

Associate to the Hon. Justice Ross AO  
President 

  

 
T 03 8656 4645 

E madeleine.castles@fwc.gov.au 

 
Level 4, 11 Exhibition Street, Melbourne, VIC, 3000 
PO Box 1994, Melbourne, Vic, 3001 

 
  
The Fair Work Commission acknowledges that our business is conducted on the traditional lands of 
Aboriginal and Torres Strait Islander people. We acknowledge their continuing connection to country 
and pay our respects to their Elders past, present and emerging. 
  
This email was sent from Wurundjeri Woi Wurrung Country. 
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FAIR WORK COMMISSION 
MATTER NUMBERS AM2020/99; AM2021/63; AM2021/65 

 
WORK VALUE CASE – AGED CARE INDUSTRY  

 

SUBMISSIONS OF THE COMMONWEALTH  

 

A. INTRODUCTION AND SUMMARY  

1. This submission is made on behalf of the Commonwealth of Australia in accordance 
with the Directions of the Full Bench of the Fair Work Commission (Commission) on 
6 June 2022.  

2. These submissions are structured as follows: 

2.1. Part B of these submissions sets out the Commonwealth’s response to the 
request by the Commission in its statement of 20 June 2022 ([2022] FWC 102) for 
information regarding the aged care sector.  

2.2. Part C of these submissions sets out the Commonwealth’s response to the 
provisional views of the Commission, as identified in its statement on 9 June 2022 
([2022] FWCFB 94).  

2.3. Part D of these submissions provides the Commonwealth’s response to 
Questions 2, 4 and 5 posed by the Commission in Background Document 1 — 
The Applications and in the Statement of 9 June 2022 ([2022] FWCFB 94). 

2.4. Part E of these submissions sets out the Commonwealth’s submissions on the 
modern awards objective.  

2.5. Part F of these submissions provides the Commonwealth’s response to the issue 
of modern award classification structures. 

The Commonwealth’s position 

3. The Final Report1 of the Royal Commission into Aged Care Quality and Safety (Aged 
Care Royal Commission), published on 1 March 2021, made 148 recommendations to 
improve the aged care sector. Recommendation 84 specifically recommended that the 
Commonwealth collaborate with employers and employee organisations to seek to vary 

1  Digital Hearing Book (HB), tabs 355–362. 
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the modern award minimum wages in the Aged Care Award 2010 (Aged Care Award), 
the Social, Community, Home Care and Disability Services Industry Award 2010 
(SCHADS Award), and Nurses Award 2020 (Nurses Award) to reflect the work value 
of aged care employees.2 The Commonwealth recognises the importance of this 
recommendation, and makes this submission as part of its commitment to implement 
aged care reforms. It is the work of the employees affected by these Applications which 
will be critical to implementing the reforms recommended by the Aged Care Royal 
Commission. The Commonwealth supports a minimum wage increase for aged care 
workers. The Commonwealth submits that the work value of aged care workers is 
significantly higher than the modern awards currently reflect. 

4. The Commonwealth also wishes to acknowledge the ongoing commitment and 
dedication of the aged care workforce and the additional effort and burden placed on 
these workers during the COVID-19 pandemic in supporting the safety and care of older 
Australians.  

5. The Commonwealth is the principal funder in the aged care sector.3  The 
Commonwealth will provide funding to support any increases to award wages made by 
the Commission in this matter and that will help deliver a higher standard of care for 
older Australians. The Commonwealth would also welcome an opportunity to work with 
the Commission and the parties regarding the timing of implementation of any increases, 
taking into account the different funding mechanisms that support the payment of aged 
care workers’ wages.  

6. The Commonwealth supports the Applicants’ argument that strengthened regulatory 
demands in the sector have increased the expectations of the workforce to have the 
skills and attributes to deliver a higher standard of quality and safe care while also 
placing additional administrative requirements on many workers. This is particularly the 
case for the roles of personal care workers (PCWs), enrolled nurses (ENs) and 
registered nurses (RNs) in residential aged care and in-home aged care settings. It is 
also relevant to categories of ancillary workers including cooks, cleaners and 
administrative workers. For the reasons addressed in Part B of these submissions, the 
Commonwealth submits that these strengthened regulatory demands contribute to the 
work value of aged care workers being significantly higher than the modern awards 
currently reflect. 

7. The Commonwealth further submits that a range of skills and other factors relating to 
the work value of aged care workers have not previously been recognised when setting 
the modern award minimum wages for the overwhelmingly female employees in the 
aged care sector. As set out in more detail in Part D of these submissions, the 
Commonwealth agrees with the Applicants that the undervaluation of caring work in the 
aged care sector has, in part, been driven by gender-based assumptions about the work 
value of that work. The Commonwealth submits that this contributes to the work value 
of aged care workers being significantly higher than the modern awards currently reflect. 

2  HB, tab 355, page 20090. 
3  HB Tab 116, page 815-817 (Commonwealth response to ANMF request for information and Data). 
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8. The Commonwealth also agrees with the Applicants that the average care requirements 
for aged care recipients in both residential and in-home care have increased in acuity 
and complexity over time, and that this further contributes to the work value of aged care 
workers being significantly higher than the modern awards currently reflect. 

9. The Commonwealth also recognises the need to ensure that the wages and conditions 
of the aged care sector support the attraction and retention of sufficient workers to meet 
the expected growth in demand for aged care services over the next 30 years.  

B. THE AGED CARE SECTOR 

10. As requested by the Commission in its statement on 20 June 2022 ([2022] FWC 102), 
these submissions address the nature of the aged care sector, including: 

10.1. data on the composition of the aged care workforce, which is set out in Annexure A 
to these submissions; 

10.2. a profile of the employees employed in the aged care sector (by classification and 
qualification, where available), which is set out in Annexure B to these 
submissions; 

10.3. the Commonwealth’s regulation of the aged care sector; and 

10.4. the current funding model (the Aged Care Funding Instrument (ACFI)) and the 
transition to the new funding model (the Australian National Aged Care 
Classification (AN-ACC)). 

Data relied on 

11. The majority of the Commonwealth’s data on the aged care workforce originates from 
the Aged Care Workforce Censuses (ACWC), completed in 2003, 2007, 2012, 2016 and 
2020. These provide a point-in-time snapshot of the size of the workforce, the numbers 
of each type of worker, additional qualifications of workers, and some key demographic 
features.  

12. While ACWC data has limitations, including response rates, the exclusion of aged care 
workers not working for a provider, and duplication of workers across different types of 
aged care, the ACWC provides the best quantitative descriptions of the aged care 
workforce over time.  

13. Readily available data held by the Australian Bureau of Statistics (ABS), such as the 
ABS Characteristics of Employment publication, captures aged care workers in 
residential care but is unable to capture in-home care aged care workers without 
including a variety of other non-aged care related workers such as disability support 
workers.    

14. In 2021 and 2022, the Department of Health and Aged Care (DoHAC) commissioned 
modelling to estimate the cost impacts and flow on effects of a wage increase within the 
aged care sector. This work drew upon several data sources, including the ACWC, ABS 
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data, DoHAC’s internal aged care workforce supply and demand modelling, and the 
Commission’s register of enterprise bargaining agreements (EBAs). 

Profile of aged care employees 

15. Australia has approximately 365,000 aged care workers, across residential and in-home 
care. Australia’s ageing population is both growing and living longer. This means there 
are more older Australians, often living much longer with complex and chronic health 
care needs. Despite this increased complexity, PCWs are now more likely than nurses 
to be delivering care to residential aged care recipients.  

16. PCWs account for approximately 58 per cent of the aged care workforce and RNs 
(including nurse practitioners (NPs)) account for approximately 9 per cent. Most direct 
care workers, across residential and in-home care, are employed on a permanent part-
time basis (approximately 65 per cent). 

17. The proportion of PCWs with a Certificate IV in Aged Care roughly tripled in residential 
care (to 22.9 per cent) between 2003 and 2016, and almost doubled in in-home care (to 
12.2 per cent), between 2007 and 2016.4 Around two-thirds of PCWs hold a relevant 
Certificate III (2020).5  

18. The aged care workforce is highly feminised, diverse and increasingly made up of a 
younger demographic. The vast majority of direct care workers in residential and  
in-home aged care services (over 83 per cent) and indirect care workers in residential 
aged care (around two thirds) identify as women.6 Over one-third of the direct care 
workers in the residential aged care workforce identifies as culturally and linguistically 
diverse (CALD), with PCWs (36 per cent) and nurses (35 per cent) most likely to identify 
as CALD.7 Providers with more care recipients who identify as CALD are more likely to 
have direct care workers who identify as CALD. The residential aged care workforce 
became younger from 2016 to 2020, with higher proportions of workers in the 20-29 and 
30-39 age groups, and lower proportions in the 40-49 and 50-59 age groups.8 

19. First Nations people make up a smaller proportion of the aged care workforce, making 
up 1.9 per cent of direct care workers in residential aged care and 2 per cent of direct 
care workers in in-home aged care, despite comprising of 3.2 per cent of the national 
population. As with the CALD workforce, aged care providers with more care recipients 
who identify as First Nations people are more likely to have direct care workers who 
identify as First Nations people.  

4  See Table B12 in Annexure B to these submissions. 
5  See Table B12 in Annexure B to these submissions. 
6  See Tables A3 and A4 and paragraph [14] in Annexure A to these submissions. 
7  Table A9 of Annexure A to these submissions. 
8  Table A8 of Annexure A to these submissions. However, consistent with [216] and [301] of the 

HSU’s Closing Submissions, significant portions of the workforce are still in the 40-49 (19 per cent), 
50-59 (18 per cent) and 60+ (10 per cent) cohorts. 

5571



20. Modelling from DoHAC indicates the majority of the aged care workforce (76 per cent of 
those covered by the Aged Care Award, 86 per cent for the Nurses Award, and 32 per 
cent for the SCHADS Award) are currently covered by EBAs.9  

21. However, the vast majority of these EBAs have passed their nominal expiry dates. Most 
of these workers are paid the award wage, by default, as annual increases to the award 
rapidly surpassed the EBA rate.10 Aged care workers covered by the Aged Care Award 
and SCHADS Award, who have active EBAs in place, are only marginally better off than 
aged care workers who are award reliant. These workers are typically only paid a few 
per cent above award wages.11 

22. Conversely, nurses on EBAs are broadly paid 15 per cent above award rates. There is 
a high proportion of nominally-expired EBAs which currently exist in the aged care sector 
which suggests that aged care workers’ current bargaining power is low compared to 
previous years.  

Regulation of the sector 

23. The Commonwealth plays a key role in the regulation of the aged care sector, with 
DoHAC implementing the Commonwealth Government’s policy settings for the sector 
and the Aged Care Quality and Safety Commission (ACQS Commission) acting as the 
regulator of the sector. The ACQS Commission grants approval for providers to deliver 
aged care services, subsidised by the Commonwealth, ensuring compliance with their 
regulatory obligations and performing an educative role for providers, families and aged 
care consumers. Approved providers may be subject to some regulation under state and 
territory legislation, for example, vaccination requirements for aged care workers in 
residential aged care facilities. However, the vast majority of regulatory obligations in 
the sector are imposed by the Commonwealth.  

The Aged Care Quality Standards (the Standards) 

24. The Standards are set out in Schedule 2 to the Quality of Care Principles 2014 (Quality 
of Care Principles), a legislative instrument made under the Aged Care Act 1997 (Aged 
Care Act). The Standards were registered in 2018 and commenced from 1 July 2019.12  

25. All approved providers are required to comply with the Standards. Compliance with the 
Standards is a responsibility of approved providers under Chapter 4 of the Aged Care 
Act.  

26. Providers delivering services under the National Aboriginal and Torres Strait Islander 
Flexible Aged Care Program and services under the Commonwealth Home Support 

9  At paragraphs [18]–[24] of Annexure B to these submissions. 
10  Noting the operation of s 206 of the Fair Work Act 2009 (FW Act) 
11  This is consistent with the submission of Baptist Care, who stated that their most common 

classification pays 4.2 per cent award the relevant Aged Care classification: HB, Tab 126, page 877 
[21]. Uniting NSW.ACT state they pay a higher above award rate: HB Tab 131, page 3122. 
Evergreen Life Care quote rates of $25.93/hour for PCWs and $45.20/hour for RNS, but without 
sufficient information to allow the comparable award rates to be identified: HB Tab 132, page 3129. 

12  Quality of Care Amendment (Single Quality Framework) Principles 2018, s 2. 
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Programme, are required to comply with the Standards in accordance with their 
respective funding agreements.  

27. The Standards replaced the former Accreditation Standards, Home Care Standards and 
Flexible Care Standards (together, the Former Standards). 

28. The care and services to be provided by an approved provider of residential care, home 
care, and flexible care in the form of short-term restorative care (STRC) if it is provided 
in a residential care setting, are set out in the Quality of Care Principles13  and must be 
provided by the approved provider in a way that complies with the Standards.14  

29. The Standards place the consumer at the centre of every decision, focus on the 
outcomes that each consumer experiences and give consumers greater control over 
their care. This is often referred to as ‘consumer directed care’. 

30. While there was a requirement under the Former Standards to have a ‘care plan’, which 
is referred to as a ‘care and services plan’ in the Standards, there is a greater emphasis 
on the individual needs of consumers under the Standards.15 

31. In practice, the evidence before the Commission indicates that the care and service 
plans in residential aged care are generally signed off by RNs.16 This has resulted in 
aged care workers, including RNs, spending more time with each resident to assess 
their needs and identify their goals and preferences.17  With increasing changes in acuity 
and care needs of residents, the requirement has led to greater complexity in care 
planning and has led to an increase in workloads on RNs, ENs and PCWs to maintain 
care plans.18  

32. As stated above, while the Standards place the consumer at the centre of every decision, 
the evidence demonstrates that there has been an increase in auditing and reporting 
required by approved providers to demonstrate compliance with the standards.19 In 
addition, providers are subject to announced or unannounced visits by assessors from 
the ACQS Commission to ensure compliance with the Standards. 

13  Quality of Care Principles, Schedules 1, 3 and 5. 
14  Quality of Care Principles, ss 7(3), 13(5), 15B(5). 
15  See, for example, HB, Tab 289, Statement of Paul Sadler [25]; HB, Tab 290, Statement of Emma 

Brown [24]–[25]. 
16  Item 3.8 of Part 3 of Schedule 1 of the Quality of Care Principles require initial assessment and care 

planning to be carried out by a nurse practitioner or registered nurse, and ongoing management and 
evaluation carried out by a nurse practitioner, registered nurse or enrolled nurse acting within their 
scope of practice. See, for example, HB Tab 146, page 3365, XXN of Paul Jones PN1270–1273; HB 
Tab 146, pages 3395-6, XXN of Virginia Ellis PN1663–1666.  

17  HB Tab 290, Statement of Emma Brown [26]. 
18  See the summation of this evidence in E.4.5 of the ANMF’s closing submissions. 
19  HB Tab 293 Statement of Johannes Brockhaus [26]–[29].  
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33. The evidence before the Commission has also demonstrated the practical impact of 
compliance with the Standards on the work conducted by aged care workers to ensure 
they are providing person-centred care.20 For example:  

33.1. Emma Brown, Special Care Project Manager at Warrigal, explained with the 
changes to the Standards, PCWs need to ensure they are providing consumers 
with choices in their daily activities, such as deciding when they would like to be 
showered. This means that aged care workers need to have an understanding and 
knowledge of each of their consumers to ensure their choices and preferences are 
followed.21  

33.2. Johannes Brockhaus, CEO of Buckland Aged Care Services, noted in his 
evidence that the requirement of placing the person receiving care at the centre of 
every decision extends to the provision of food, cleaning and other services that 
the resident receives.22  

33.3. Craig Smith, Executive Leader Service Integrated Communities at Warrigal, noted 
that the main impact for PCWs and nurses was moving from a task based and 
regimented role, to the consumer having greater involvement. This has meant that 
there is a need for increased communication and to work flexibly, for example, a 
consumer may advise a worker that they would like to eat in their room instead of 
the dining room.23 This impacts on the nature and complexity of the work 
performed by aged care workers, particularly those in direct care roles.  

34. As with the Former Standards, non-compliance with the Standards may trigger a 
response from the ACQS Commission under Part 7B of the Aged Care Quality and 
Safety Commission Act 2018 (Commission Act). The ACQS Commission may take 
administrative action or enforceable regulatory action to manage non-compliance (see 
part 8A of the Commission Act). 

Requirements relating to the use of physical or chemical restraints  

35. The Aged Care and Other Legislation Amendment (Royal Commission Response No. 
1) Act 2021 and the Aged Care Legislation Amendment (Royal Commission Response 
No. 1) Principles 2021 introduced amendments to the Aged Care Act and the Quality of 
Care Principles which detail the responsibilities of approved providers of residential care 
and flexible care in the form of STRC provided in a residential care setting relating to 
restrictive practices. The amendments also limit the circumstances in which a restrictive 
practice can be used in relation to a care recipient in these settings.  

36. These amendments built on earlier amendments to the Quality of Care Principles and 
commenced on 1 July 2019. 

20  See also the evidence addressed in the HSU’s closing submissions at [246]–[271]. 
21  HB Tab 290, Statement of Ms Emma Brown [25]–[26]. 
22  HB Tab 156, pages 4409–4410, XXN of Johannes Brockhaus, PN13814–13817. 
23  HB Tab 291, Statement of Craig Smith, [31]-[33]. 
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37. The reforms introduced strengthened requirements for the use of a restrictive practice 
in relation to care recipients in certain residential aged care settings and expanded on 
the types of restraints to be regulated to include environmental restraints, mechanical 
restraints, and seclusion.  

38. Under the amendments, it is a responsibility of an approved provider under Chapter 4 
of the Aged Care Act to ensure the use of restrictive practices in relation to care 
recipients is only used in the circumstances set out in the Quality of Care Principles. 
Approved providers could be subject to regulatory action by the Commissioner under 
Part 7B and Part 8A of the Commission Act if they fail to comply with their Chapter 4 
responsibilities including sanctions. Inappropriate use of a restrictive practice in relation 
to a care recipient is also a reportable incident under the Serious Incident Response 
Scheme (SIRS) discussed below. 

39. These amendments also introduced civil penalties for those approved providers who fail 
to comply with compliance notices given by the ACQS Commissioner in relation to a 
breach of restrictive practice responsibilities under the Aged Care Act. 

40. The amendments implemented additional requirements, under s 15FC of the Quality of 
Care Principles, for an approved provider to use chemical restraints, including that a 
medical practitioner or NP must have: 

40.1. assessed the patient as posing a risk of harm to themselves or others; 

40.2. assessed that the chemical restraint is necessary; and 

40.3. prescribed the medication.  

41. Division 3 of Part 4A of the Quality of Care Principles lists other additional requirements 
an approved provider must apply to use chemical restraints, including: 

41.1. documenting in the behaviour support plan for the care recipient a number of 
matters including the practitioner’s decision to use the chemical restraint and the 
reasons the chemical restraint is necessary; 

41.2.  ensuring informed consent has been given by the care recipient for the prescribing 
of the medication in an agreed way. 

42. From 1 September 2021, approved providers of residential care and STRC in a 
residential care setting were also required to assess a care recipient to determine if a 
restrictive practice is needed and record in the care recipient’s behaviour support plan 
whether this assessment has taken place and whether a restrictive practice is used.24 

43. These amendments have introduced increased requirements for the use of restrictive 
practices in residential care settings, which aim to improve the health, safety and well-
being of residents. There is evidence before the Commission that the increased 

24  Aged Care Legislation Amendment (Royal Commission Response No. 1) Principles 2021, s 2. 
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regulation of the use of restrictive practices has led to a change in the roles performed 
by aged care workers in residential aged care facilities, and in particular RNs. 

44. For example, according to Ms Brown, these amendments have led to increased 
documentation and assessments by RNs to undertake restrictive practices and 
supervision of care staff to assist in implementing alternative interventions before any 
restrictive practice is used.25 

45. Annie Butler, Federal Secretary of the Australian Nursing and Midwifery Federation 
(ANMF) states that while these reforms are welcome steps, they have increased work 
complexity and required changes to the way work is performed.26 For instance, the 
amendments included a requirement that a behaviour support plan must set out a 
number of matters, including alternative strategies for addressing behaviours of 
concern.27 The intention of this requirement is to ensure that approved providers take a 
more preventative approach in relation to the use of restrictive practices by considering 
alternative strategies in the first instance, while examining and seeking to understand 
the cause of the behaviours.  

The National Aged Care Mandatory Quality Indicator program (QI Program) 

46. The QI Program has been in development since 2012 following a recommendation from 
the Productivity Commission’s report, Caring for Older Australians (2011) and the 
Australian National Audit Office’s report, Monitoring and Compliance Arrangements 
Supporting Quality of Care in Residential Aged Care Homes (2011).  

47. The QI Program was launched on a voluntary basis in January 2016 and became 
mandatory on 1 July 2019. At introduction of the mandatory QI Program, it required 
approved providers of residential care to report on three quality indicators (pressure 
injuries, physical restraint and unplanned weight loss) every three months. 

48. As part of the 2019-20 Budget, expansions to the mandatory QI Program were 
announced to include two new quality indicators: falls and fractures, and medication 
management. These changes also included updates to the three existing quality 
indicators referred above. 

49. As a result, from 1 July 2021, approved providers of residential care have been required, 
under s 26 of the Accountability Principles 2014 (Accountability Principles), to collect 
and report information to the Secretary, in accordance with the QI Program Manual,28 
on five quality indicators for each care recipient every three months. Approved providers 
must submit quality indicator data no later than the 21st day of the month after the end 
of each quarter. 

25  HB Tab 290, Statement of Emma Brown, [17].  
26  HB Tab 181, Statement of Annie Butler, [239]. 
27  Quality of Care Principles 2014, s 15HB. 
28  https://www.health.gov.au/resources/collections/national-aged-care-mandatory-quality-indicator-

program-manual  
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50. The information is collected and submitted at a service level, meaning each approved 
provider must submit data for each residential aged care service it operates. 

51. The QI Program involves specific methods for collecting, recording, submitting, and 
interpreting information about the quality indicators. In accordance with the aged care 
legislation, residential care services must collect data consistently using the methods 
prescribed in the QI Program Manual. A data recording template is available for each 
quality indicator to automatically calculate and summarise the quality indicator data to 
enter and submit. Residential care providers record and submit their quality indicator 
data for each service into the My Aged Care provider portal.  

52. The approved provider is responsible for ensuring that quality indicator data is 
submitted. This remains the responsibility of the approved provider despite any other 
organisation or mechanism, such as a commercial benchmarking service, being used in 
the submission of the data.  

53. Under to s 26(a) of the Accountability Principles, approved providers must make 
measurements or other assessments that are relevant to indicating the quality of 
residential care, exactly as described in the QI Program Manual. Information from 
existing data sets (eg incident reporting systems) must not be used where information 
has been collected differently to what is described in the QI Program Manual. 

54. For each quality indicator, an approved provider must keep records relating to 
measurements and assessments and information compiled for the purposes of ss 26(a), 
(b) and (c) of the Accountability Principles.29 

55. The impact of the mandatory QI Program on aged care workers was raised in the 
evidence of a number of witnesses. For example: 

55.1. Alison Curry, an assistant in nursing (AIN) at Warrigal, stated that RNs are the 
most impacted by mandatory QI Program reporting, and this flows through to 
impact on ENs and AINs;30 

55.2. Ms Brown, also from Warrigal, gave evidence that managers of the residential 
aged care facility and RNs now spend more time gathering the required 
information for mandatory QI Program reporting, which means that the role of RNs 
has become more administrative.31  

The SIRS 

56. The SIRS commenced on 1 April 2021 and introduced new arrangements for approved 
providers of residential care and flexible care delivered in a residential setting to manage 
and take reasonable steps to prevent incidents.  

29  Records Principles 2014 s 7(v). 
30  HB Tab 205, Reply Statement of Alison Curry, [66]–[67]. 
31  HB Tab 290, Statement of Emma Brown, [31]–[32].  
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57. From 1 December 2022, compliance with the SIRS arrangements will also be extended 
to providers of in-home care and flexible care delivered in a home or community 
setting.32 This commitment formed part of the 2021-22 Budget. The Commonwealth 
Government undertook public consultation on the proposed extension, and most 
stakeholders supported the introduction of SIRS for in-home care services. Most 
stakeholders also supported an approach that aligned the scheme as much as possible 
with the existing requirements for residential care providers.33 

58. The SIRS currently requires providers of residential care to report all reportable incidents 
to the ACQS Commission via the My Aged Care provider portal and requires that reports 
are made in accordance with the requirements in the Quality of Care Principles. What is 
a reportable incident is set out in ss 54-3(2) of the Aged Care Act and further defined in 
s 15NA of the Quality of Care Principles, and includes unreasonable use of force, 
unlawful sexual contact or inappropriate sexual conduct, psychological or emotional 
abuse of the care recipient, unexpected death, unexplained absence, stealing and 
financial coercion, use of a restrictive practice other than in accordance with the Quality 
of Care Principles, and neglect. 

59. The SIRS was implemented in a staged approach, with Priority 1 incidents being 
required to be reported to the ACQS Commission from 1 April 2021 and Priority 2 
incidents required to be reported to the ACQS Commission from 1 October 2021. 

60. A Priority 1 incident is a reportable incident that has caused or could reasonably have 
been expected to have caused a care recipient physical or psychological injury or 
discomfort requiring medical or psychological treatment; where there are reasonable 
grounds to report the incident to police; or is an unexpected death or unexplained 
absence. It is anticipated that from October 2022, all incidents of unlawful sexual contact 
or inappropriate sexual conduct will be a Priority 1 incident, with the obligation to report 
Priority 1 incidents for providers of in-home care and flexible care in a home or 
community setting commencing from 1 December 2022. Priority 1 incidents are required 
to be reported to the ACQS Commissioner within 24 hours of the provider becoming 
aware of the incident. 

61. A Priority 2 incident is a reportable incident that has not been reported as a Priority 1 
incident and must be reported to the ACQS Commissioner within 30 days of the provider 
becoming aware of the incident. 

62. The SIRS replaced the previous responsibilities of approved providers of residential care 
in relation to reportable assaults and unexplained absences. The SIRS requires 
reporting of a wider range of incidents by a wider range of providers. 

63. The SIRS also goes further than the previous reporting requirements as it includes both 
incident management and reportable incident responsibilities for providers, including 

32  This measure forms part of the Aged Care and Other Legislation Amendment (Royal Commission 
Response) Act 2022 (Schedule 4), which received Royal Assent on 5 August 2022.  

33  See Serious Incident Response Scheme for Commonwealth funded in-home aged care services: 
Report on outcomes of consultation, Department of Health, 24 August 2021 at: 
https://www.health.gov.au/sites/default/files/documents/2021/09/report-on-the-outcome-of-public-
consultation-on-sirs-for-in-home-aged-care.pdf (accessed 15 July 2022). 
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through implementing and maintaining effective organisation-wide governance systems 
for the management and reporting of relevant incidents (see, for example, Division 3 of 
Part 4B of the Quality of Care Principles). 

64. The SIRS also removed the exception for reporting assaults where the alleged 
perpetrator is a residential aged care recipient with a cognitive or mental impairment and 
the victim is another care recipient. This was in direct response to the findings of the 
Aged Care Royal Commission. 

65. Compliance with the SIRS arrangements, as set out in the Quality of Care Principles, is 
a responsibility of approved providers under Chapter 4 of the Aged Care Act. As noted 
above, this responsibility currently only extends to approved providers of residential care 
and flexible care delivered in a residential setting but will extend to all approved providers 
by 1 December 2022. 

66. As above, non-compliance with an approved provider’s responsibilities may trigger the 
ACQS Commission’s compliance functions under Part 7B (Sanctions) of the 
Commission Act and specified enforcement powers under Part 8A.  

67. Wendy Pauline Knights, casual EN, gave evidence that the SIRS has added to the 
responsibilities of RNs, as they then have to assess whether an incident (referred to by 
the witness as “emergencies”) is a reportable incident or not.34 The role of RNs in 
reporting for SIRS is corroborated by the evidence of AIN Linda Hardman, who also 
states that her responsibilities have also changed as a result of SIRS and that her 
observation skills have needed to increase. 35 

68. Ms Brown gave evidence that the current SIRS arrangements primarily impacts the work 
performed by PCWs as they have to document the incidents and report to the RNs to 
investigate, and to the management team to report to the ACQS Commission.36  

69. This view was reiterated by Virginia Ellis, a Homemaker at Uniting Aged Care 
Springwood, who gave evidence that a serious incident report would usually be made 
by a PCW before reporting it to the RN, and once the incident has been reported, PCWs 
have an important role to play in ensuring the resident is getting appropriate medical 
care.37  

70. Allison Curry, AIN, also gave evidence that it is usually the AIN of the care service who 
makes the SIRS report as the RN on duty is usually busy completing documentation in 
an office.38  

34  HB Tab 153, Pages 4026-27, XXN of Wendy Knights PN9178-9183.  
35  HB Tab 153, page 4076, XXN of Linda Hardman PN9821–9828.  
36  HB Tab 290, Statement of Emma Brown, [35]–[39]. 
37  HB Tab 192, Reply Statement of Virginia Ellis, [55]. 
38  HB Tab 205, Reply Statement of Alison Curry [77]–[78].  
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Commonwealth funding in the Aged Care Sector 

Current funding model — the Aged Care Funding Instrument (ACFI) 

71. The basic subsidy for residential care is currently determined by the ACFI. The ACFI is 
completed by facility staff whenever a new resident enters a residential aged care 
facility. This initial assessment results in the resident being classified on each ACFI 
domain to one of four levels of need – nil, low, medium or high need. The ACFI domains 
are: 

71.1. Activities of Daily Living – covering nutrition, personal hygiene, mobility, toileting 
and continence; 

71.2. Behavioural Domain – covering cognitive skills, cognition, wandering, verbal and 
physical behaviour and depression; and 

71.3. Complex Health Care – covering medications and complex health care needs. 

72. It is well recognised, including in the evidence before the Commission, that there are 
substantial issues with the ACFI funding model.39 As such a new funding model, the  
AN-ACC model, is replacing the ACFI, as described below.  

New funding model — Australian National Aged Care Classification (AN-ACC) Model 

73. The AN-ACC funding model was developed by the Australian Health Services Research 
Institute within the University of Wollongong as part of work undertaken for the Australian 
Government. It was developed to address concerns in relation to ACFI and comprises: 

73.1. a new assessment tool and method for classifying and funding permanent 
residents; 

73.2. independent assessments to determine classification levels and care funding; and 

73.3. independent analysis each year to inform changes in funding. 

74. The AN-ACC funding model intends to be more equitable, particularly in supporting care 
in rural and remote locations, and First Nations communities and in homeless specialist 
services. It aims to align care needs and cost drivers in residential aged care to better 
facilitate the provision of services and funds where they are needed. It is a streamlined 
model that is administratively simple. The Commonwealth expects that implementation 
of the AN-ACC funding model will address the issues with the ACFI, as noted in Dr Kathy 
Eagar’s evidence,40 and improve funding certainty for Government, approved providers 
and investors. In particular, under AN-ACC: 

39  HB Tab 291, Statement of Craig Smith [74]; HB Tab 289 Statement of Paul Sadler [41]; HB Tab 153, 
XXN of Dr Kathy Eagar, pages 3990–3991, PN8763; Page 4007 PN8939.   

40  HB Tab 153, XXN of Dr Kathy Eagar, page 4007 PN8939. 
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74.1. Approved providers of residential care will no longer make their own assessments 
of residents for funding purposes. Instead, this will be undertaken by independent 
assessors,41 which will deliver a more reliable and stable funding assessment. This 
will also take pressure off approved providers of residential care to conduct ACFI 
assessments for their residents and consequently reduce the associated 
administrative burden on their staff. 

74.2. The existing methodology of indexing subsidies at a prescribed rate will be 
replaced by a methodology involving the work of the re-named Independent Health 
and Aged Care Pricing Authority (Pricing Authority) undertaking regular analysis 
of cost changes and drivers with these studies to inform the annual changes in 
subsidy rates from Government. 

74.3. The ACFI assessment tool will be replaced with the AN-ACC Assessment Tool 
and separate funding for fixed and variable costs. The new tool will no longer 
encourage particular types of care delivery for funding purposes, supporting an 
improved focus on care needs and also a fairer allocation of funding between 
approved providers. 

75. The AN-ACC funding model will replace ACFI and consolidate the existing basic subsidy 
for residential care, the amounts currently provided through various supplements 
(including the Basic Daily Fee supplement, the homeless supplement and the viability 
supplement) and the additional funding for care minutes from 1 October 2022. Other 
individual supplements such as the oxygen, enteral feeding, veterans and 
accommodation supplements will continue under the AN-ACC funding model, with some 
minor rationalisation of the overall structure of supplements. 

76. Subsidy payments under the AN-ACC funding model will comprise three components: 

76.1. Fixed — the characteristics of a residential aged care facility, such as location or 
specialisation, will determine a fixed amount of funding. For example, a facility 
catering to those at risk of homelessness or in a remote location. This recognises 
that some facilities, for example, those in rural and remote locations, may require 
additional funding than those in metropolitan areas. 

76.2. Variable — each aged care resident is assessed by an independent assessment 
workforce as discussed in Dr Eagar’s evidence.42 The resident’s care needs are 
aligned with one of the AN-ACC case mix classifications, or classes of care. The 
AN-ACC classification defines the amount of funding allocated for the aged care 
resident. In contrast to ACFI, the AN-ACC funding model will also cover care 
recipients who receive respite care in residential aged care facilities, with different 
classes of care according to need. 

76.3. A one-off entry payment — each time an aged care resident enters a residential 
aged care facility, a one-off payment is made. The payment aims to cover one-off 

41  Ibid PN8943. 
42  Ibid PN8943. 
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costs related to transitioning into a new care environment. As discussed in 
Dr Eagar’s evidence, this payment recognises that there are additional care needs 
when someone first enters care.43 

77. The legislative amendments to the Aged Care Act which support the introduction of the 
AN-ACC funding model are included in the Aged Care and Other Legislation 
Amendment (Royal Commission Response) Act 2022, which received Royal Assent on 
5 August 2022. As such, the AN-ACC will commence from 1 October 2022. 

C. WORK VALUE REASONS 

78. In its statement on 9 June 2022 ([2022] FWCFB 94), the Commission identified the 
following provisional views: 

1. Based on the submissions of the Unions and the Joint Employers, the relevant 
wage rates in the Aged Care Award, the Nurses Award and the SCHADS Award 
have not been properly fixed.  

2. It is not necessary for us to form a view about why the rates have not been 
properly fixed.  

3. Our task is to determine whether a variation of the relevant modern award rates 
of pay is justified by ‘work value reasons’ (and is necessary to achieve the 
modern awards objective), being reasons related to any of s.157(2A)(a)-(c) the 
nature of the employees’ work, the level of skill or responsibility involved in 
doing the work and the conditions under which the work is done. 

79. The Commonwealth does not make submissions contrary to the provisional views. It 
further notes that: 

79.1. In respect of provisional view 1, the Commonwealth notes that it appears to be 
common ground between Unions and the Joint Employers that the minimum rates 
of pay in the Awards have not been properly fixed in accordance with the method 
stated in the ACT Child Care Case.44 The Commonwealth takes no issue with the 
Commission proceeding on the basis that this issue is not in dispute.  

79.2. In respect of provisional view 2, the Commonwealth agrees. Contrary to the 
submissions of the Joint Employers,45 the Commonwealth also submits that the 
‘proper fixation’ of minimum rates according to the approach in the ACT Child Care 
Case should not be considered a necessary precursor or a ‘gateway’ to the 
Commission’s exercise of its powers under s 157 of the Fair Work Act 2009 (FW 
Act).  

43  Ibid PN8869. 
44  Australian Liquor, Hospitality and Miscellaneous Workers Union re: Child Care Industry (Australian Capital 

Territory) Award 1998 and Children’s Services (Victoria) Award 1998 — re: Wage rates [2005] AIRC 28 
(ACT Childcare Case); also in Independent Education Union of Australia [2021] FWCFB 2051 [560]-[562] 
and Re 4 yearly review of modern awards (2018) 284 IR 121 [159] (Pharmacy Decision). 

45  Submission of Aged & Community Services Australia, Leading Age Services Australia and Australian 
Business Industrial, dated 4 March 2022 at 13.1. 
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79.3. The approach taken to the fixation of rates in the ACT Childcare Case46 was 
relevant to the Australian Industrial Relations Commission’s (AIRC) exercise of its 
powers and functions under the Workplace Relations Act 1996 (Cth), as it stood 
at the time, and the principles applied by the AIRC in discharging its functions and 
powers under that legislation. The AIRC enunciated a set of Wage Fixing 
Principles.47 Further to this, the AIRC adopted a method of setting award wages, 
which it described in cases such as the ACT Child Care Case as the ‘proper 
approach’. These principles and this approach were adopted by the AIRC as a 
matter of discretion, within the scope of its legislative powers. 

79.4. While consideration of whether the rates in the relevant awards were set in 
accordance with historical approaches to work value assessments can be a 
relevant consideration in determining whether a variation of the relevant modern 
award rates of pay is justified by ‘work value reasons’, it is not necessarily the first 
step in doing so.48  

79.5. In respect of provisional view 3, the Commonwealth agrees with the identification 
of this task, save to say that — assuming the Commission is satisfied that any 
variation is justified — the Commission will then need to go on to consider what 
variation is justified. The balance of these submissions seek to assist the 
Commission with this task, taking into account the particular circumstances of 
these applications, given the conclusions reached in provisional views 1 and 2. 

D. APPROACHES TO ASSESSING WORK VALUE 

80. The Commonwealth makes the following submissions in answer to Questions 2, 4 and 
5 posed in Background Document 1. 

Response to Question 2 

81. Background Document 1 refers, at [57], to the ANMF’s submission to the effect that 
s 157(2A) of the FW Act ‘exhaustively defines work value reasons as being reasons 
justifying the amount that employees should be paid for doing a particular kind of work, 
being reasons related to:  

(a) the nature of the work;  

(b) the level of skill or responsibility involved in doing the work; and  

(c) the conditions under which the work is done.’49 

82. Question 2 seeks the parties’ response to the ANMF submission. 

46  ACT Childcare Case [2005] AIRC 28. 
47  The relevant legislation was the Workplace Relations Act 1996 (Cth) and the Industrial Relations Act 

1988 (Cth). 
48  Pharmacy Decision [168], also set out as proposition 5 in Background Document 1. 
49  ANMF submission dated 29 October 2021 [23]. 
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83. The Commonwealth agrees with the ANMF that s 157(2A) exhaustively defines work 
value reasons in the sense that there are no other express provisions which inform the 
meaning of s 157(2A). 

84. The Commonwealth also agrees with the observation made by the Full Bench in the 
Pharmacy Decision that the three limbs of s 157(2A) are sufficiently broad so as to import 
the fundamental criteria used to assess work value changes under the wage fixing 
principles which operated from 1975 to 1981 and 1983 to 2006.50 There is nothing to 
indicate that the legislature, in enacting the FW Act, intended to change the meaning of 
‘work value’ as a core concept. 

85. Since the earliest days of the federal industrial relations system it has been accepted 
that an intrinsic part of a work value assessment is that the rates of pay for particular 
work should be understood and assessed relative to other rates of pay for comparable 
work.51  

86. The Commonwealth submits that the Commission should continue to have regard to 
relativities in wage rates within and between awards (internal and external wage 
relativities), but that such considerations should not be determinative.  

87. Ultimately, the Commission has discretion as to whether it should vary modern award 
minimum wages where the criteria in s 157(2) are met.  

Response to Question 4 

88. Background Document 1 refers, at [58], to the Health Services Union (HSU) having 
submitted that the specific items in s 157(2A) should be interpreted as follows:  

1. ‘The “nature of the work” includes the nature of the job and task requirements 
imposed on workers, the social context of the work and the status of the work.  
2. Assessing “skills and responsibilities” involved in the work includes:  

(i) Consideration of initial and ongoing required qualifications, 
professional development and accreditation obligations, 
surrounding legislative requirements and the complexity of 
techniques required of workers;  

(ii) The level of skill required, including with reference to the 
complexity of the work and mental and physical tasks 
required to be undertaken; and  

(iii) The amount of responsibility placed on the employees to 
undertake tasks.  

3. The “conditions under which work is performed” refers to “the environment in 
which work is done.” 

89. Question 4 seeks the parties’ response to the HSU submission. 

50  Pharmacy Decision [166]. 
51  See Preston, A The Structure and Determinants of Wage Relativities Evidence from Australia (2019), 

p.54 citing The Sunshine Harvester Case (1907) 2 CAR 1, 11-12 
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90. The Commonwealth broadly agrees with the submission of the HSU set out at [58] of 
Background Document 1 as to how paragraphs 157(2A)(a)–(c) should be interpreted.  

91. The Commonwealth further notes the submission at [41] of the HSU’s closing 
submissions, in response to Background Document 1, Question 3. The Commonwealth 
agrees that if the Commission has regard to the social value of the work, it would be 
alert to ensuring that its assessments are not affected by the perceived prestige of the 
work. The Commonwealth notes the community recognition of the importance of 
frontline workers, such as aged care workers, arising from the COVID-19 pandemic.  

Response to Question 5 

92. The Background Document, at [59]–[68], sets out propositions drawn from the Pharmacy 
Decision. Question 5 asks the parties whether any of the propositions from the 
Pharmacy Decision are contested. 

93. The Commonwealth does not seek to contest the principles identified in the Pharmacy 
Decision, as set out in [66] of Background Document 1.  

94. As principle 5 identifies, it is open to the Commission to have regard, in the exercise of 
its discretion, to considerations which have been taken into account in previous work 
value cases under differing past statutory regimes.  

95. The Commonwealth agrees with the HSU that ‘the FW Act leaves it to the Commission 
to exercise a broad and relatively unconstrained judgment as to what may constitute 
work value reasons justifying an adjustment to minimum rates of pay’.52  

96. The limits on what the Commission may take into account are identified in principle 3 
from the Pharmacy Decision: 

The definition of ‘work value reasons’ in s.156(4) requires only that the reasons justifying 
the amount to be paid for a particular kind of work be ‘related to any of the following’ matters 
set out in paragraphs (a)-(c). The expression ‘related to’ is one of broad import that requires 
a sufficient connection or association between 2 subject matters. The degree of the 
connection required is a matter for judgment depending on the facts of the case, but the 
connection must be relevant and not remote or accidental. The subject matters between 
which there must be a sufficient connection are, on the one hand, the reasons for the pay 
rate and, on the other hand, any of the 3 matters identified in paragraphs (a)-(c) — that is, 
any one or more of the 3 matters.53 

97. In the Pharmacy Decision, the Full Bench compared the Pharmacy Industry Award 2010 
(Pharmacy Award) wages and qualifications with the Manufacturing and Associated 
Industries and Occupations Award 2020 (Manufacturing Award) and found that wage 
relativities did not align for equivalent qualifications.54 The Full Bench stated that this 
appeared to be inconsistent with the approach taken in the ACT Child Care Decision of 
setting award rates relative to appropriate key classifications in awards, with the 

52  HB Tab 137, HSU submissions in reply dated 21 April 2022 [13]. 
53  Pharmacy Decision [165]. 
54  Pharmacy Decision [195]. 
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Engineering Tradesperson Level 1 (the C10 level) in the Metal Industry Award 1984 as 
a starting point, noting that the ACT Child Care Decision was made under a different 
statutory regime and pursuant to wage-fixing principles which no longer exist.55 The Full 
Bench stated that the inconsistent treatment of equivalent qualification levels ‘may 
potentially constitute a work value consideration’.56 

98. The approach referred to in the ACT Child Care Decision has its origins in the National 
Wage Case February 1989 Review, in which AIRC stated that minimum rates awards 
would be reviewed to ensure that classification rates and supplementary payments in 
an award bear a proper relationship to classification rates and supplementary payments 
in other minimum rates awards.57 

99. In the August 1989 National Wage Case Decision, the AIRC set rates for a metal industry 
tradesperson and a building industry tradesperson and stated: 58  

Minimum classification rates and supplementary payments for other classifications 
throughout awards should be set in individual cases in relation to these rates on the basis 
of relative skill, responsibility and the conditions under which the particular work is normally 
performed. 

100. In the Paid Rates Review the AIRC stated: 59 

We have decided that in principle all awards which provide for rates of pay which are not 
operating, or not intended to operate, as minimum rates and which do not bear a proper 
work value relationship to award rates which are properly fixed minima, should be subject 
to a conversion process so that they do contain properly fixed minimum rates of pay. 

101. The ACT Child Care Case included the following statement: 60 

The key classification in the relevant award is to be fixed by reference to appropriate key 
classifications in awards which have been adjusted in accordance with the MRA process 
with particular reference to the current rates for the relevant classifications in the Metal 
Industry Award. In this regard the relationship between the key classification and the 
Engineering Tradesperson Level 1 (the C10 level) is the starting point. 

102. These decisions variously refer to wages being set ‘relative’ to, by ‘reference’ to and 
having a ‘relationship’ to the key classification in the Metal Industry Award.  

103. This approach did not mandate that wages for employees with qualifications equivalent 
to C10 must be set so as to be equal to the C10 wage rate.  

104. The approach also did not require that qualifications be the only means for considering 
appropriate relativities. In the ACT Child Care Case, the AIRC stated that a comparison 

55  Pharmacy Decision [197]. 
56  Pharmacy Decision at [198]. 
57  (1989) 27 IR 196, 201. 
58  (1989) 30 IR 81, 94. 
59  (1998) 123 IR 240, 253. 
60  ACT Child Care Case [2005] AIRC 28 [155]. 
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of the qualifications required at particular classification levels ‘is one method for 
establishing properly fixed minimum rates’.61 It stated: 

Prima facie, employees classified at the same AQF levels should receive the same 
minimum award rate of pay unless the conditions under which the work is performed 
warrant a different outcome. (emphasis added)  

105. The International Labour Organisation’s Committee of Experts on the Application of 
Conventions and Recommendations has repeatedly emphasised the need for jobs to be 
evaluated using an objective method that includes criteria such as skills, effort, the 
responsibilities and working conditions.62 This recommendation arose from recognition 
of gender-based segregation in different sectors.63 

106. There was never a barrier to setting wages for particular employees higher than those 
of metal industry employees with equivalent qualifications. The Commission’s 
predecessors were open to considering whether there were factors such as the 
conditions under which the work is performed that would justify such an outcome. This 
broad approach to assessing work value is reflected in the work value factors in 
s 157(2A). 

The Commission’s approach to work value should rectify undervaluation of work for 
gender-related reasons 

107. As referred to at [70] of Background Document 1, in the Equal Remuneration Decision 
[2015] FWCFB 8200, the Full Bench stated (at [292]) that:  

We see no reason in principle why a claim that the minimum rates of pay in a modern 
award undervalue the work to which they apply for gender-related reasons could not be 
advanced for consideration under s.156(3) or s.157(2). Those provisions allow the 
variation of such minimum rates for ‘work value reasons’, which expression is defined 
broadly enough in s.156(4) to allow a wide-ranging consideration of any contention that, 
for historical reasons and/or on the application of an indicia approach, undervaluation has 
occurred because of gender inequity.64 

108. The link between work value assessments and gender undervaluation is consistent with 
the Full Bench’s conclusions in the Equal Remuneration Case [2011] FWAFB 2700 that: 

108.1. the characterisation of work as caring work can disguise the level of skill and 
experience required and contribute, in a general sense, to a devaluing of the 
work  

108.2. because caring work in this context has a female characterisation, to the extent 
that work in the industry is undervalued because it is caring work, the 
undervaluation is gender-based.65 

61  ACT Child Care Case [2005] AIRC 28 [172]. 
62  2014 General Survey of Wage Fixing Instruments, [167]: https://www.ilo.org/wcmsp5/groups/public/---ed_norm/---

relconf/documents/meetingdocument/wcms_235287.pdf 
63  Ibid. 
64  Equal Remuneration Decision [2015] FWCFB 8200 [292]. 
65  at [253]. 
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109. The ‘indicia approach’ to identifying gender-based undervaluation was developed by the 
New South Wales Industrial Relations Commission in its Pay Equity Inquiry,66 and 
reflected in the New South Wales and Queensland Equal Remuneration Principles.67 
This approach identifies a number of elements which, prima facie, could indicate the 
possibility, or even probability, of undervaluation of work based on gender.68 It has been 
observed, however, that the ‘indicia approach’ was never intended to be a prescriptive 
formula to identifying gender undervaluation.69 The aged care workers covered by the 
applications, particularly PCWs, home care workers and nurses are overwhelmingly 
female.70 Further, the majority of aged care workers are considered ‘low paid’.71 

110. While the reasons for the low pay of aged care workers are complex, the evidence before 
the Commission is broadly consistent with the indicia of undervaluation identified in pay 
equity inquiries.  

111. A recurrent theme of the expert evidence is that aged care workers, particularly PCWs, 
AINs and ENs, exercise skills that have not been properly recognised in work value 
assessments.  

112. Associate Professor Meg Smith and Dr Michael Lyons observe: 

In summary it is our opinion that barriers and limitations to the proper assessment of work 
value in female dominated industries and occupations include:  

• changes in the regulatory framework for equal pay and equal remuneration 
applications and the interpretation of that framework  

• procedural requirements such as the direction in wage-fixing principles that 
assessment of work value focus on changes in work value and tribunal 
interpretation of this requirement.  

• conceptual including the subjective notion of skill and the “invisibility” of skills when 
assessing work value in female-dominated industries and occupations.72 

113. In identifying causes for the low pay of aged care workforce Dr Sara Charlesworth points 
to: 

113.1. the failure of collective bargaining to provide an effective option for addressing 
low remuneration and poor working conditions in aged care;73 

113.2. options to address low remuneration in aged care, both in awards and collective 
bargaining, being “entirely dependent on federal government commitment and 
action”;74  

66  New South Wales Industrial Relations Commission, Pay Equity Inquiry (Report to the Minister, 14 
December 1998), Vol 1, 46-7; Vol 2 267. 

67  Re Equal Remuneration Principle (2000) 97 IR 177; Re Equal Remuneration Principles (2002) 114 IR 305. 
68  Equal Remuneration Decision [2015] FWCFB 8200, [33].  
69  Equal Remuneration Decision [2015] FWCFB 8200, [139]. 
70  See Tabs A3 and A4 of Annexure A to these submissions. 
71  HB Tab 166, Expert Report of Associate Professor Meg Smith and Dr Michael Lyons at [118].  
72  HB Tab 166, Expert Report of Associate Professor Meg Smith and Dr Michael Lyons [93].   
73  HB Tab 160, Expert Report of Dr Sara Charlesworth [34]. 
74  Ibid [39]. 
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113.3. historical as well as an ongoing undervaluation of work performed by PCWs in 
residential aged care.75  

114. Dr Charlesworth states that the problems with collective bargaining with residential care 
are amplified in in-home care. Dr Charlesworth refers to the isolation of aged care 
workers in the location of their work in private homes.76 

115. Through her application of the ‘Spotlight Tool’, Honorary Associate Professor Anne 
Junor also opines that the work and skill of ENs and AINs/PCWs located in aged care 
facilities in metropolitan and regional/rural locations are under-recognised on the basis 
of gender. 77  

116. The Spotlight Tool is described by Honorary Associate Professor Junor as: 

…an aid in identifying, naming and classifying invisible skills used in undertaking service 
work processes. It is designed to reduce the unwitting gender bias that can occur in 
describing and analysing jobs, and hence in assigning value to them, if these skills are 
overlooked.78 

117. For the reasons set out below, the Commonwealth submits that there is cogent evidence 
before the Commission to support the proposition that the application of ‘invisible’ skills, 
broadly describable as social and emotional and interpersonal skills, that have not been 
fully assessed in previous work value exercises, justifies the conclusion that the work 
value of aged care workers is significantly higher than the modern awards currently 
reflect, particularly for those employed in personal care (including in in-home age care), 
AIN and EN roles. 

118. Firstly, the Commonwealth agrees with the conclusions reached in Honorary Associate 
Professor Junor’s report that ENs and AINs/PCWs are exercising skills which have not 
previously been taken into account when assessing the work value of their roles, and 
that the reasons for the under-recognition of these skills are fundamentally  
gender-based.  

119. Secondly, as summarised in the Report to the Commission on the lay witness evidence, 
aged care employees frequently exercise ‘invisible’ skills arising from: 

119.1. changes to staffing levels and skills mix; 

119.2. regular interactions with residents’ and community care clients’ families; 

119.3. observation and assessment to identify potential underlying health issues, 
manage behaviour and provide care; 

75  Ibid [42]-[46].  
76  Ibid [48] and [58]. 
77  HB Tab 167, Expert Report of Honorary Associate Professor Anne Junor. 
78  Ibid, [7] (HB page 4957).   
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119.4. the application of a high-level of interpersonal skills, such as empathy, 
communication, positive mental attitude, time management and the ability to 
handle criticism; 

119.5. the physically, mentally and emotionally taxing and stressful work; 

119.6. the need to deal with behaviours and aggression in residents, including 
strategies such as distraction and de-escalation.79 

120. The Commonwealth submits that the Commission should find, based on the evidence 
before it, that the current award rates significantly undervalue the work performed by 
aged care workers, for reasons related to gender.  

121. The Commonwealth does not agree with the submission at [4.36] of the Joint Employers’ 
closing submissions (expanded on in Annexure J) that this evidence is of ‘limited utility’. 
Amongst other matters, this submission does not recognise the award dependence of 
the sector, or the consideration by Dr Charlesworth of the failures of collective bargaining 
in the sector. 

The proper approach to work value should be consistent with the objects of the FW Act 

122. Section 15AA of the Acts Interpretation Act 1901 requires that the construction that 
would promote the purpose or object of the FW Act is to be preferred to one that would 
not promote that purpose or object. The Commission is also specifically required to take 
into account the objects of the FW Act when performing functions or exercising powers 
under the FW Act.80 This necessarily includes assessing whether variations to modern 
awards are justified by work value reasons.81 

123. In Mondelez Australia Pty Ltd v Australian Manufacturing Workers Union,82 a majority of 
the High Court found that:  

the stated objects show that the Act is intended to provide fairness, flexibility, certainty and 
stability for employers and their employees. ‘Fairness’ necessarily has a number of 
aspects: fairness to employees, fairness between employees, fairness to employers, 
fairness between employers, and fairness between employees and employers. 

124. The legislative objects of the FW Act have also been considered by Expert Panels during 
the Annual Wage Reviews.  

79  Annexure 1 to the ANMF’s closing submission provides the Full Bench with a detailed analysis of the 
interaction between the lay witness evidence and Professor Junor’s report. 

80  FW Act s 578. 
81  FW Act s 157(2). 
82  Mondelez Australia Pty Ltd v Automotive, Food, Metals, Engineering, Printing and Kindred Industries Union; 

Minister for Jobs and Industrial Relations v Automotive, Food, Metals, Engineering, Printing and Kindred 
Industries Union (2020) 94 ALJR 818 [14]. 

5590



124.1. In this context, it has been noted that there is a degree of overlap between the 
matters specified in the modern awards objective, minimum wages objective, and 
objects of the FW Act.83  

124.2. The Expert Panel has also commented that the range of considerations required 
to be taken into account calls for the exercise of broad judgment, rather than a 
mechanistic approach to minimum wage fixation.84 

124.3. In the Annual Wage Review 2016-17 decision, the Expert Panel noted that the 
object of the FW Act speaks to multiple legislative purposes, and plainly seeks 
to strike a balance between competing interests.85 

125. Assessing work value in a manner which continues, as a starting point, to align rates of 
pay in one modern award with classifications in other modern awards with similar 
qualification requirements would support a system of fairness, certainty and stability in 
assessing the relative value of work between awards. However, a strict alignment of 
award relativities based on qualifications, without proper consideration of the true work 
value of the cohort of employees in question, would result in award minimum rates of 
pay which could not be said to be fair or relevant.  

Relevance and Application of the Australian Qualifications Framework 

126. While the Commonwealth does not consider that qualifications should be the only 
determinant of appropriate award relativities, qualifications provide a useful indicator of 
the level of skill involved in particular work for the purposes of s 157(2A)(b).  

127. The Australian Qualifications Framework (AQF) has the benefit of providing a relatively 
objective point of comparison that can be drawn upon across industries and 
occupations.  

128. In 2018 it was found that there were, at that time, 88 industrial awards which refer to the 
AQF.86 

129. The approach of applying the AQF in assessing work value may have particular value 
for employees working in occupations with a clear hierarchy of skills and formal 
qualifications. This is clearly the case for nursing. However, the AQF cannot be relied 
on as the sole indicator of skills in the workforce, as the AQF is limited to recognition of 
formal qualifications, and does not take into account skills which may be developed 
outside of formal education.  

130. The Commonwealth submits that the Commission should have regard to the recent 
review of the AQF (AQF Review), resulting in the report published on 24 October 2019, 

83  Annual Wage Review 2011-12 [2012] FWAFB 5000, [359]. 
84  Annual Wage Review 2011-12 [2012] FWAFB 5000, [359]. 
85  Annual Wage Review 2016-17 [2017] FWCFB 3500. 
86  Attorney General’s Department, Communication, 10 July 2019, as referred to in Review of the Australian 

Qualifications Framework 2019 (Final Report, 24 October 2019) 92. 
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Review of the Australian Qualification Framework Final Report 2019 (AQF Report),87 
when considering the relevance of the AQF to assessing work value in this matter.  

The Purpose of the AQF 

131. The AQF was introduced in 1995, establishing the structure of the Australian education 
and training system and underpinning Australian qualification standards. Australia was 
amongst one of the first countries to develop a national qualifications framework. 

132. The Commonwealth, State and Territory Skills and Education Ministers collectively own 
and are responsible for the AQF, including any updates. 

133. One of the key objectives of the Australian Qualifications Framework is to 
facilitate pathways to, and through, formal qualifications.88 

Recent AQF Review 

134. In 2019 an expert panel reviewed the AQF structure to ensure that it was still able to 
correctly reflect the knowledge, skills and capabilities required by the current and future 
work force.89 

135. The AQF Review found that since the AQF was established, workplaces have changed 
considerably.90 More skills and expertise are required by employers, meaning that 
employees are upskilling and training for specific roles, with some roles requiring 
constant and regular training and progression.  

136. Further, workers are transitioning to different roles at a far faster pace than in previous 
generations. Employees are managing multiple career pivots and changes throughout 
their working lives, achieved through continuous learning and development.91 People 
are choosing short, more purpose driven and flexible courses to achieve their 
qualifications and upskill (both within and outside traditional education).92 

137. The AQF Report notes that the AQF has encountered criticism from stakeholders over 
the years, including that the framework as a whole fails its key objective to ‘clarify for the 
general public the options from which they may choose to achieve their learning and 
employment goals’.93 The structure is also criticised for being unnecessarily complex, 
without providing any meaningful guidance on the skills and knowledge which attained 
at each ‘level’94 and providing ‘poor differentiation between some qualification types, and 

87   Review of the Australian Qualifications Framework 2019 (Final Report, 24 October 2019). 
88  AQF website: https://www.aqf.edu.au/about/what-aqf. 
89   Review of the Australian Qualification Framework Final Report 2019, 17, Appendix 1 (Terms of Reference). 
90   Review of the Australian Qualifications Framework (Final Report, 24 October 2019) 7. 
91   Review of the Australian Qualifications Framework (Final Report, 24 October 2019) 7. 
92   Review of the Australian Qualification Framework (Final Report, 24 October 2019) 7, 8. 
93  Contextual Research for the Australian Qualifications Framework Review (5 June 2018) as referred to in 

Review of the Australian Qualification Framework Report 2019 (Final Report, 24 October 2019) 23. This 
report was commissioned by the Department of Education in 2018.   

94  Australian Qualifications Framework Council, Strengthening the AQF: An Architecture of Australia’s 
Qualifications (Consultation Paper, 2009) 7, as referred to in Review of the Australian Qualifications 
Framework 2019 (Final Report, 24 October 2019) 8, 73.  
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descriptions of skills and knowledge that do not reflect existing practice, let alone meet 
future requirements’.95 

138. The AQF Report found that the AQF is too rigid and overly hierarchical,96 as it places 
too much weight on its ten-level structure, which was referred to as an ‘artificial and 
arbitrary’ distinction between the levels. The AQF Report recommended reducing the 
number of levels from ten to eight for knowledge and to six for skills. The AQF Report 
recommend renaming the levels as ‘bands’, enabling the bands to be flexibly applied 
across qualification types. The AQF Report also recommended revising the descriptors 
for knowledge, skills and skills applicable so that they were not necessarily locked in at 
a single AQF level for each qualification type.  

139. The AQF Report recognises that the current approach to describing graduate outcomes 
as part of qualification types (rather that the individual qualification) is problematic, as it 
assumes that all qualifications with a qualification type are equally likely to lead to 
employment at a certain hierarchical level.  

140. Finally, the AQF Report notes that classifications do not currently match across 
qualifications97 with the same work value and the AQF needs to be significantly 
reformed,98 to address and correct this disparity.   

Application of the AQF in this matter  

141. The AQF can be a useful means of assessing the skill involved in work and differentiating 
between the work at different levels when designing award classification structures. The 
Commonwealth endorses the HSU’s submission (at [71] of its outline of closing 
submissions) that the AQF is a ‘useful starting point’. 

142. There are likely to be aspects of the skill involved in performing work that are not 
captured by the AQF. Therefore, the Commonwealth submits that the Commission 
should not rely on the AQF as the only means to assess these matters. 

Whether there is an anomaly in the rates for degree qualified nurses  

143. In Pharmacy Decision, the Full Bench identified that some classifications in the 
Pharmacy Award which require a degree qualification have rates that are less than the 
rates for trade qualified classifications in the Manufacturing Award.99 The Full Bench 
stated that this may be inconsistent with the relationship between wage rates and 
qualifications recognised in previous decisions and invited submissions from interested 
parties.100 

95  Review of the Australian Qualifications Framework 2019 (Final Report, 24 October 2019) 8. 
96   Review of the Australian Qualifications Framework 2019 (Final Report, 24 October 2019) 8. 
97   Review of the Australian Qualifications Framework 2019 (Final Report, 24 October 2019) 12. 
98   Review of the Australian Qualifications Framework 2019 (Final Report, 24 October 2019) 8. 
99  Pharmacy Decision [195]-[196]. 
100  Pharmacy Decision at [197]. 
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144. The Full Bench subsequently decided to refer the issue to the President of the 
Commission for consideration of the appropriate procedural course.101 This was on the 
basis that a broader review of the issue across a number of awards may be called for. 

145. On 27 August 2019, President Ross issued a statement in which he identified 29 awards 
to be referred to a separate Full Bench for review.102 The four modern awards identified 
to be given priority in the review (based on levels of award reliance) were: 

o Children’s Services Award 2010; 
o SCHADS Award; 
o Health Professionals and Support Services Award 2020; and 
o Nurses Award. 

146. The President decided to defer the Commission’s consideration of the issue until after a 
decision in the Independent Education Union of Australia’s (IEU) application to vary the 
Educational Services (Teachers) Award 2020 (EST Award) to allow the outcome of the 
work value application to be taken into account. 

147. On 19 April 2021, the Full Bench issued a decision on the IEU’s application (the IEU 
Decision).103 The Full Bench accepted that the EST Award rates had not properly been 
set, found that there had been significant increases in the work value and proposed a 
new classification scale that would reflect the work value. The new classification scale 
was anchored on the Australian Professional Standards for Teachers.104.  

148. In the IEU Decision, the Full Bench stated that the ‘key classification’, around which 
award minimum wages for other classifications in the EST Award would be set, was a 
Proficient Teacher who has a degree and has obtained registration. The Full Bench 
aligned Proficient Teacher with Level C1(a) in the Metals Industry classification 
structure. The Full Bench decided to align the rate for a Graduate Teacher with Level 
C2(b) in the Metal Industry classification structure. 

149. The ANMF submits that if the Commission considers it necessary to start by fixing a ‘key 
classification’ to the comparable classification in the Manufacturing Award, the key 
classification is Registered Nurse Level 1 Grade 1.105 The ANMF submits that, while this 
is not the case it is advancing, the alignment of RN Level 1 Grade 1 with C1(a) would 
result in a 35 per cent wage increase across all levels of the Nurses Award.106  

150. The Joint Employers observed that the minimum rates in the Nurses Award do not 
correspond to the minimum qualifications of the positions when compared against the 
AQF and note that the Nurses Award was one of the awards identified by the President 

101  Pharmacy Decision. 
102  Section 157 proceeding [2019] FWC 5934. 
103  Independent Education Union of Australia [2021] FWCFB 2051.  
104  Independent Education Union of Australia [2021] FWCFB 2051 [653]. 
105  HB Tab 136, ANMF Submissions in Reply, 21 April 2022, [58]. 
106  HB Tab 136, ANMF Submissions in Reply, 21 April 2022, [59]. 
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for review.107 They also submitted that the classification of Registered Nurse should align 
with C1.108 

151. Consistent with the above, the Commonwealth submits that a comparison to rates in the 
Metal Industry classification structure with equivalent qualification levels may be of some 
assistance when the Commission is dealing an application under s 157 of the FW Act to 
vary modern award minimum wages on work value grounds but is not a complete 
answer. In addition to the level of skill involved in doing the work, s 157 requires the 
Commission consider whether there are work value reasons related to the nature of the 
work, the level of responsibility involved in doing the work and the conditions under which 
the work is done. 

152. It would be open to Commission to align modern award wages rates for employees with 
equivalent AQF qualification levels in the absence of any countervailing work value 
reasons. However, there may be reasons justifying different wage rates for employees, 
despite their having attained equivalent AQF qualifications. For example, employees 
may have different levels of responsibility, perform work of a different nature or under 
different conditions. There may also be factors other than qualification that have a 
bearing on the level of skill involved in doing the work. 

E.  SUBMISSIONS ON THE MODERN AWARDS OBJECTIVE 

153. The Commonwealth submits that the Commission can be satisfied that increases to the 
minimum wages in the Aged Care Award, and the minimum wages for aged care 
employees in the SCHADS Award and Nurses Award are necessary to achieve the 
modern awards objective. The Commonwealth addresses particular aspects of the 
modern awards objective below. 

154. In the Pharmacy Decision, the Full Bench set out a number of key principles governing 
the construction of s 134.109 The requirement to take the matters listed in s 134 into 
account means that, each consideration, insofar as they are relevant, must be treated 
as a matter of significance in the decision-making process.110 However, no particular 
primacy is attached to any of the s 134 considerations and not all of the matters identified 
will necessarily be relevant in the context of a particular proposal to vary a modern 
award.111 

155. It is not necessary for the Commission to make a finding that the award fails to satisfy 
one or more of the s 134 considerations as a prerequisite to the variation of a modern 
award.112 In giving effect to the modern awards objective, the Commission’s task is to 
perform an evaluative function, taking into account the matters in ss 134(1)(a)–(h) and 

107  HB Tab 130, ACSA, LASA and ABI Submissions, 4 March 2022, at [24.10] and [22.16]. 
108  HB Tab 130, ACSA, LASA and ABI Submissions, 4 May 2022, 196. 
109  Pharmacy Decision [2018] FWCFB 7621 [126]. 
110  National Retail Association v Fair Work Commission [2014] FCAFC 118 [56]. 
111  Shop, Distributive and Allied Employees Association v The Australian Industry Group [2017] FCAFC 

161 [33]. 
112  National Retail Association v Fair Work Commission [2014] FCAFC 118 [105]-[106]. 

5595



assessing the qualities of the safety net by reference to the statutory criteria of fairness 
and relevance.113  

156. In 4 yearly review of modern awards - Real Estate Industry Award 2010, the Full Bench 
found that where the wage rates in a modern award have not previously been the subject 
of a proper work value consideration, there can be no implicit assumption that at the 
time the award was made its wage rates were consistent with the modern awards 
objective.114 

134(1) - ‘A fair and relevant minimum safety net of terms and conditions’ 

157. The Commonwealth submits that increases to the minimum wages in the Aged Care 
Award, and the minimum wages for aged care employees in the SCHADS Award and 
Nurses Award are necessary to ensure that modern awards, together with the National 
Employment Standards, provide a ‘fair and relevant minimum safety net of terms and 
conditions’ in the aged care sector. The Commonwealth does not contest the principles 
identified in the Penalty Rates Review and the Penalty Rate Decision, as set out in [79], 
[84]–[85] and [87]–[88] of Background Document 1, relating to the interpretation of the 
modern awards objective. 

158. The Commonwealth broadly supports the HSU submission, as set out in [80] of 
Background Document 1, that in the context of minimum wages the phrase ‘fair and 
relevant’: 

should be interpreted as referring to rates which properly remunerate workers for the value 
of their work, taking into account all surrounding factors, and are not so low compared to 
general market standards as to have no relevance to the industry, for example in the 
context of bargaining.115 

159. The Commonwealth submits that what is ‘fair and relevant’ must be viewed in the 
contemporary context of the aged care sector as a Government-funded sector. This 
follows from the Full Court’s observations that ‘Contemporary circumstances are called 
up for consideration in both respects [of fairness and relevance]’116 and the Full Bench’s 
observation that ‘relevant’ is to be considered by its dictionary meaning and ‘is intended 
to convey that a modern award should be suited to contemporary circumstances’.117 

160. Fairness is to be considered from the perspectives of both employees and employers.118 
The Commonwealth supports the Applicants’ submissions that current award rates 
significantly undervalue the work performed by aged care workers, employees covered 
by the application are low paid and experience relative living standards aligned to low 

113  Alpine Resorts Award 2010 [2018] FWCFB 4984 [52]. 
114  4 yearly review of modern awards – Real Estate Industry Award 2010 [2017] FWCFB 3543 [80]. 
115  HB Tab 137, HSU submissions in reply dated 21 April 2022 [65]. 
116  Shop, Distributive and Allied Employees Association v The Australian Industry Group (2017) FCR 

368 [49], [65]. 
117   4 Yearly Review of Modern Awards – Penalty Rates [2017] FWCFB 1001 [120]. 
118   Shop, Distributive and Allied Employees Association v The Australian Industry Group (2017) 253 

FCR 368 [53]. 
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remuneration, and that the increase of modern award minimum wages would improve 
the living standards of the low paid.119 

161. As noted above, aged care employees covered by the Aged Care Award and SCHADS 
Award whose pay is set by collective agreement are not paid significantly more than 
those employees covered by the application whose pay is set by an award. Increases 
to modern award minimum wages in the aged care sector would therefore improve pay 
rates and provide a fair and relevant safety net for employees in the sector, not just for 
employees paid at award rates, but also those whose pay is set by an enterprise 
agreement. 

162. In evidence before the Commission, Dr Charlesworth makes the point that while 
collective bargaining is to be encouraged, modern awards should not be left ‘hollowed 
out’ in the process.120 The Commonwealth agrees modern awards must remain relevant 
and that the avenues for wage increases for award dependent employees in the aged 
care sector should not be limited to Annual Wage Review increases. 

163. The Commission has observed that addressing the gender pay gap is an element of 
fairness for the purposes of s 134(1).121 This aspect is discussed further below. There is 
expert evidence before the Commission to the effect that gender has influenced the 
treatment of the sector at industrial and societal levels. Dr Charlesworth observes: 

163.1. frontline residential aged care work has historically been viewed as 
quintessentially ‘women’s work’ and therefore of little economic value; and 

163.2. an assumed link between unpaid care work in the family and paid care work 
has influenced how it has been valued by society.122 

164. The Commission should ensure that gendered assumptions do not influence the 
assessment of fair wages and conditions in the aged care sector. 

165. With regard to fairness for employers, the Commonwealth submits that the particular 
contemporary context of Government funding for the aged care sector means employers 
are unlikely to experience significant detrimental impacts as a result of increases to 
modern award minimum wages in the sector. Such wage increases could therefore not 
be considered to be unfair to aged care employers. 

134(1)(a) – Relative living standards and the needs of the low paid 

166. The Commonwealth submits that relative living standards and the needs of the low 
paid weigh in favour of increasing the modern award minimum wages for aged care 
workers. Many of the award rates of pay sit below the low paid threshold of two-thirds 
of median full-time wages. There is evidence before the Commission which 

119   UWU outline of submissions dated 1 April 2022 [36]; ANMF submission dated 1 April 2021 [12]; HSU 
outline of submissions dated 1 April 2022 [64], [67]. 

120   HB Tab 160, Expert Report of Dr Sara Charlesworth [41]; HB Tab 161, Supplementary Report [58]. 
121   Re Annual Wage Review 2017-18 (2018) 279 IR 215 [36]. 
122   HB Tab 160, Expert Report of Dr Sara Charlesworth at [43]. 
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demonstrates the challenges many workers face in meeting financial obligations and 
saving for the future due to the low rates of pay and the often insecure nature of work 
in the aged care sector.123 

134(1)(b) - The need to encourage collective bargaining 

167. The Commonwealth submits that it is very difficult to anticipate what effect increases to 
modern award minimum wages in the aged care sector would have on collective 
bargaining. At best, the Commonwealth anticipates that, if granted, the increases sought 
would have a neutral effect on bargaining in the sector.  

168. The Commonwealth notes that, in the recent Annual Wage Review 2021-22 decision, 
the Expert Panel was not satisfied that increases to the National Minimum Wage (NMW) 
and modern award minimum wages would encourage collective bargaining.124 While the 
Expert Panel accepted there has been a decline in current enterprise agreements, it 
observed that ‘a range of factors impact on the propensity to engage in collective 
bargaining, many of which are unrelated to increases in the NMW and modern award 
minimum wages.’125 

169. The consideration of the need to encourage collective bargaining in respect of this 
current case should be distinguished from the Expert Panel’s reasoning in the Annual 
Wage Review 2021-22, because that decision related to minimum wage increases 
across the entire workforce as opposed to a single sector. 

170. Importantly, collective bargaining in the aged care sector is already widespread, leaving 
only those workplaces least likely to bargain as potential additional sites for bargaining. 
Modelling from DoHAC indicates the majority of the aged care workforce are currently 
covered by EBAs, albeit with a low bargaining premium (the extent to which enterprise 
agreements exceeded the award base rate of pay) in most cases.126 There are specific 
reasons for unsatisfactory wages results through collective bargaining across the aged 
care sector, as noted in the Applicants’ submissions and expert and witness evidence.127  

171. Dr Charlesworth observes that options to address low remuneration in aged care, both 
in awards and collective bargaining, are entirely dependent on Commonwealth 
Government commitment and action.128 

172. The Commonwealth notes the evidence of the United Workers Union (UWU), stating 
increases to modern award minimum wages in the sector would create incentives for 

123  See the evidence addressed in HSU Closing Submissions, [392] – [400]. 
124  Re Annual Wage Review 2021-22 [2022] FWCFB 3500 [85]. 
125  Ibid [84]. 
126  See paragraphs [18]–[24] of Annexure B to these submissions. 
127  UWU submission p 12; HB Tab 272, Statement of Wendy Knight p 15; HB Tab 168, Report of Dr 

Susan Kurrle p 19. 
128  HB Tab 166, Expert Report of Dr Sara Charlesworth at Charlesworth, [39]; HB Tab 161, 

Supplementary Report of Dr Sara Charlesworth [55]. 
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employers to engage in collective bargaining and provide industrial parties with a 
realistic basis from which to engage in collective bargaining.129  

173. These submissions argue for increases to modern award minimum wages for aged care 
workers and for further encouragement for the sector to engage in collective bargaining.  

174. Collective bargaining will continue to be an important driver of flexibility and productivity 
in the aged care sector. EBAs can provide a means of improving operational efficiency 
and including additional employee incentives in a way that is tailored to the needs of the 
business and assist with employee retention. However, increasing the rate of collective 
bargaining in the aged care sector, by itself, will not necessarily improve wages as the 
bargaining premium for the sector is unusually low. The bargaining premium in the aged 
care sector has been quite low for at least the last few years.  

134(1)(c) - The need to promote social inclusion through increased workforce 
participation 

175. The Commonwealth submits that increasing wages in the aged care sector could 
significantly improve workforce participation and social inclusion. Raising wages 
increases workforce participation by encouraging those currently unemployed, 
underemployed or not in the labour force to join the workforce. Higher wages make jobs 
more attractive, particularly when compared with the alternative of unemployment. 

176. Areas of high unemployment are often areas of social exclusion. Drawing employees 
from this pool will promote social inclusion — improving participation, increasing their 
income and enhancing their opportunities, in meaningful aged care work.  

177. In June 2022, there were 493,900 unemployed, 857,000 underemployed, and a further 
3.2 million (aged 15-64) who were not in the labour force.130 Many of these people may 
be unable to find work — or sufficient work — due to inadequate training, caring 
responsibilities or a lack of job availability close to home. 

178. At the same time, the aged care sector is facing a projected shortfall in workers. DoHAC 
modelling estimates that the aged care workforce will have to expand by an average of 
6.6 per cent each year over the next five years to support quality of care and growing 
demand.131 In 2020, for example, the ACWC estimated that there were 22,000 vacancies 
in direct care roles across the aged care sector. 

179. Many positions available in the aged care sector require only entry level or relatively low 
skill levels (Certificate II or III), making these jobs more accessible to those who are 
unemployed or not in the labour force for other reasons (for example, unpaid carers). 
Around 51.5 per cent of residential care services industry workers have a skill level 
commensurate with a Certificate II or III qualification; a further 9.5 per cent of workers 

129  UWU submission p 12. 
130  Australian Bureau of Statistics, Labour Force, Australia, June 2022 (Catalogue No 6202.0, 14 July 

2022). 
131  See Tables B2, B4, B8 and B11 of Annexure B to these submissions. 
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(possibly entry-level positions) have a skill level commensurate with having completed 
secondary education.132  

180. Many aged care jobs also offer significant flexibility, with nearly 80 per cent of aged care 
workers working part time, presenting opportunities for those with caring responsibilities. 
In February 2022, there were 294,500 people who were not employed and who said that 
caring for an ill or elderly person affected their participation in the workforce.133 

181. Encouraging the unemployed to take up higher paid aged care jobs may also help to 
address the disparity in capital city and regional unemployment rates — and improve 
social inclusion in regional and rural areas. The demand for aged care services is widely 
distributed across the country, but regional unemployment rates tend to be higher than 
those in capital cities. For example, in May 2022, the unemployment rate in state capital 
city areas averaged 3.7 per cent, whereas the unemployment rate across the rest of the 
states averaged 4.1 per cent.134  

182. The aged care sector is dominated by female workers. In 2020, 86 per cent of the direct 
care workforce in residential aged care were female.135  

183. Given the female dominance amongst workers in the aged care sector, lifting wages will 
likely attract more women into the workforce, leading to an improvement in the female 
overall workforce participation rate, and reducing the gender workforce participation gap. 
At June 2022, the female participation rate was 62.5 per cent, compared to 71.2 per cent 
for men.136  

184. Evidence submitted by the HSU provides the Commission with a basis to conclude that 
increasing wages in the aged care sector could improve workforce participation and 
therefore social inclusion. Given an overwhelming majority of employees in the aged 
care sector are women, creating an incentive for employees to remain in the sector 
(through increased rates of pay and an enhanced classification structure) could increase 
the workforce participation of women. Further, given women still perform the majority of 
unpaid caring responsibilities for the elderly outside of paid employment, increased 
confidence in the aged care sector may allow those women providing unpaid care to 
their elderly relatives, the opportunity to return to the workforce. However, the 
Commonwealth acknowledges that there are other significant barriers to women’s 
workforce participation, such as the unpaid care of children and other family members, 
and workplace discrimination.  

185. Evidence given by Dr Charlesworth argues that both poor job quality and quality of life 
have been associated with intention to quit and difficulties with attraction and retention 
of workers in the aged care sector. In the IEU Decision, the Commission found that the 

132  Australian Bureau of Statistics, Characteristics of Employment, Australia, August 2021.  
133  Australian Bureau of Statistics, Participation, Job Search and Mobility, Australia (Catalogue No 

6226.0, 25 June 2022). 
134  Australian Bureau of Statistics, Labour Force, Australia, Detailed May 2022 (Catalogue No 6291.0., 

23 June 2022). 
135  2020 Aged Care Workforce Census. 
136  Australian Bureau of Statistics, Labour Force, Australia, June 2022 (Catalogue No 6202.0, 14 July 2022). 
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strong possibility of higher wage rates in the early childhood sector attracting greater 
workforce participation from teachers weighed significantly in favour of granting the 
application.137 This supports the Commonwealth’s view that increasing wages in the 
sector will improve attraction and retention in the sector and overall workforce 
participation in the Australian economy.  

186. Research from the University of Adelaide found that there are issues in the sector that 
may discourage men from entering the sector, or lead to poorer retention of existing 
male workers. These include perceptions of caring as being ‘women’s work’, client 
preferences for female carers, trouble adapting to employment in workplaces with 
typically high proportions of female employees, poor working conditions and lack of 
career opportunities.138 Increasing wages could encourage more men to work in the 
sector, which would in turn increase workforce participation across the economy.  

134(1)(e) – the principle of equal remuneration for work of equal or comparable value  

187. The Commonwealth recognises that the aged care sector has one of the highest 
proportions of women compared with other workforces and industries in Australia. 
Further information about this has been provided above in Part B. In light of this, the 
Commonwealth submits that this principle is of particular relevance in this matter.  

188. As noted above, there is no reason why a claim that the minimum rates of pay in a 
modern award undervalue the work to which they apply for gender-related reasons could 
not be advanced for consideration under s 157.139  

Male comparator  

189. The Commonwealth submits that, in dealing with an application under s 157, the 
Commission does not need to identify a male comparator. 

190. The Commonwealth submits that the Commission should find, based on the evidence 
before it, that the current award rates significantly undervalue the work performed by 
aged care workers, for reasons related to gender. Accordingly, the principle of equal 
remuneration for work of equal or comparable value should weigh in favour of increasing 
the award rates for aged care workers. 

Closing the gender pay gap 

191. The Commonwealth submits that this principle therefore enables the Commission to 
take into account gender-related issues and whether or not a variation would contribute 
to closing the gender pay gap. The gender pay gap was 13.8 per cent in November 
2021.140 

137  At [661]. 
138  Linda Isherwood, Kostas Mavromaras, Megan Moskos and Shang Wei, ‘Attraction, Retention and Utilisation 

of the Aged Care Workforce’ (Working paper prepared for the Aged Care Workforce Strategy Taskforce, 
The University of Adelaide, 19 April 2018). 

139  Equal Remuneration Decision 2015 (2015) 256 IR 362 [292], cited in Pharmacy Case [165]. 
140  Workplace Gender Equality Agency, Australia’s new national GPG of 13.8% released; employers 

urged to take action as IWD approaches (24 February 2022) available at: 
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192. The Commonwealth notes a decision to increase minimum award wages in care 
classifications in the Awards would deliver significant benefits to the women working 
within this highly feminised and undervalued sector, and, by increasing the relative 
earnings of a female dominated sector, would contribute to narrowing the gender pay 
gap. 

Assessing undervalued gendered skills 

193. The Commonwealth also notes that the Gender-inclusive job evaluation and grading 
Australian Standards (the Australian Standards)141 were agreed in 2012, by a 
committee142 with members including: the Australian Chamber of Commerce and 
Industry; the Australian Council of Trade Unions; the Australian Industry Group; the 
Australian Public Service Commission; the Employer of Choice for Women; and the 
Equal Opportunity for Women in Workplace Agency. 

194. The Commonwealth submits that the Australian Standards provide an objective 
standard for the Commission to consider, and would assist the Commission with 
assessing the relevant skills in this matter. The Commonwealth notes that the Australian 
Standards set out (at Appendix C of the Australian Standards) a number of frequently 
overlooked job characteristics in jobs predominantly done by women, including: 

194.1. Demands and working conditions, such as: dealing with upset, hostile and 
irrational clients; providing caring and emotional support to individuals (both to 
care recipients and families); managing one’s own response to disgusting 
situations; the physical nature of regular moving and lifting of clients; and 
dealing with the trauma of death of care recipients (on both the care worker and 
the family).143 

194.2. Knowledge and skills such as: interpersonal skills of being able to engage with 
elderly clients, many with declining health or mental capabilities and from many 
cultural backgrounds; non-verbal communication; dispensing medication to 
patients; manual dexterity in giving injections or typing; and awareness of 
complex requirements when dispensing medication to patients.144 

194.3. Skills for which there are no name such as tact, discretion, or work behind the 
scenes.145 

https://www.wgea.gov.au/newsroom/Australias-new-national-GPG-of-13.8-percent-released, citing 
ABS Average Weekly Earnings seasonally adjusted November 2021 data. See also Annual Wage 
Review [2022] FWCFB 3500, [86].  

141  Standards Australia, Gender-inclusive job evaluation and grading (Standard, AS 5376-2012, 15 May 
2012). 

142  Committee MB-020, Gender-inclusive Job Evaluation and Grading. 
143  Standards Australia, Gender-inclusive job evaluation and grading (Standard, AS 5376-2012, 15 May 

2012) 37. 
144  Standards Australia, Gender-inclusive job evaluation and grading (Standard, AS 5376-2012, 15 May 

2012) 36. 
145  Standards Australia, Gender-inclusive job evaluation and grading (Standard, AS 5376-2012, 15 May 

2012) 38. 
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195. The Commonwealth submits that there is evidence to support that the skills set out 
above are characteristics of the caring classifications under the Awards and are likely 
not to have been taken into account in assessing the work value of those classifications.  

196. The Commonwealth submits that the above supports a conclusion that there is gender-
based undervaluation in respect of the applicant groups.  

Broader Gender Pay Equity 

197. The Commonwealth notes that, in Annual Wage Review 2017-18, the Expert Panel 
noted that that the broader issue of gender pay equity, and in particular the gender pay 
gap, is relevant to establish a safety net that is ‘fair.146 The Panel concluded that: 

Women are disproportionately represented among the low paid and, hence, an increase 
in minimum wages is likely to promote gender pay equity. Increases in minimum wages, 
particularly adjustments that might exceed increases evident through bargaining, are likely 
to have a beneficial impact. This is so because of the dispersion of women within award 
classification structures and the greater propensity for women to be paid award rates.147 

198. The Commonwealth submits that increasing aged care minimum wages is a critical and 
necessary step to address the gender undervaluation within Australia, going some way 
towards appropriately recognising the highly skilled and technical work which workers in 
the aged care sector perform. 

199. While the Commonwealth is of the view that paragraph 137(1)(e) of the Modern Awards 
Objective already enables the Commission to take into account gender when making a 
determination to vary an award, the Commonwealth also notes that the Government 
intends to introduce amendments to the FW Act to explicitly add gender pay equity as 
an object of the FW Act to strengthen the Commission’s powers to order pay rises for 
workers in low paid industries dominated by women.148  

134(1)(f) - Impact on business 

200. The cost to business of increasing aged care sector wages would likely be substantial, 
depending on the quantum and phasing of wage increases.  

201. However, as the primary funder of aged care services, the Government has committed 
to ensuring that the outcome of the aged care work value case is funded. The 
Commonwealth submits that the Commission can therefore proceed on the basis that 
the impact on business of significant increases to award minimum rates in the case will 
not be material. The Commonwealth considers the impact on business overall will be 
positive, in particular, by facilitating a strengthened ability to recruit staff and meet 
regulatory requirements. 

146  Annual Wage Review 2017-18 (2018) 279 IR 215 [36]. 
147  Annual Wage Review 2017-18 (2018) 279 IR 215 [436]. 
148  Commonwealth, Australian Women Labor’s Plan for a Better Future 2022, 6-9.  
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134(1)(g) – Simple, easy to understand, stable and sustainable modern award system 

202. The Commonwealth notes the Joint Employer submission that the C10 framework plays 
a central role in the maintaining a stable and sustainable modern award system for the 
purposes of s134 (1)(g).   

203. As the Commonwealth has observed above when discussing the objects of the FW Act, 
assessing work value in a manner which continues, as a starting point, to align rates of 
pay in one modern award with classifications in other modern awards with similar 
qualification requirements is one means of achieving the broad objective of stability. 
However, a strict alignment of award relativities based on qualifications, without proper 
consideration of the true work value of the cohort of employees in question cannot be 
expected to result in outcomes that are fair or relevant. 

204. The Commonwealth submits that stability can be achieved by the Commission adopting 
an approach that involves a rigorous work value assessment in each case before it, 
having regard to all relevant factors. 

134(1)(h) - Impact on employment growth, inflation and the sustainability, performance 
and competitiveness of the national economy 

205. The Commonwealth submits that these factors do not militate against award minimum 
wage rises in this matter.  

206. The aged care sector makes up around 2.4 per cent of total workers. To support quality 
of care and growing demand, DoHAC modelling estimates that the aged care workforce 
would have to expand by an average of 6.6 per cent each year over the next five years. 
Beyond the limited supply of additional hours from the existing aged care workforce, this 
additional labour supply would mostly draw on workers in other sectors of the economy, 
as well as new entrant workers and migrants.  

207. Treasury finds that a 25 per cent increase to aged care worker wages, as sought by the 
Applicants, could potentially increase labour supply in the aged care sector by up to five 
to 10 per cent after five years over what would otherwise occur without the policy 
change.149 However, this analysis assumes workers are indifferent between sectors and 
there is no impediment to the functioning of the labour market.  

208. The impact on aggregate demand of a 25 per cent nominal wage increase confined to 
aged care workers alone would not be material, due to the relatively small size of the 
aged care sector relative to the economy as a whole. Treasury estimates that a 25 per 
cent wage subsidy contained to aged care workers would increase economy-wide 
wages by less than one per cent. However, in the current economic environment of 
above-target inflation and persistent global price shocks, there would be risks to inflation 
expectations if similar wage rises are demanded in associated industries. 

209. Treasury finds the effect on Gross Domestic Product and productivity of an increase in 
aged care worker wages to be ambiguous. This result reflects the fact that aged care 

149  Based on modelling undertaken by Treasury. 
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services (including wages in the sector) are predominantly government funded, and the 
sector is subject to significant intervention, making it difficult to determine the economic 
impacts. As above, however, given the relatively small size of the aged care sector, 
Treasury would expect the effect on GDP (regardless of direction) to be modest.  

F. AMENDMENTS TO CLASSIFICATION STRUCTURE 

210. The Final Report of the Aged Care Royal Commission (the Final Report) emphasises 
the need to professionalise the personal care workforce and in this regard, made various 
observations that may be relevant when considering modern award classification 
structures. 150 

211. For example, the Final Report cites witness evidence, including from the UWU, that the 
structure within the Aged Care Award for the personal care workforce is very flat with 
limited career progression opportunities.151 The Final Report refers to the 2018 
recommendations of the Aged Care Workforce Strategy Taskforce (Taskforce). The 
Final Report states the Taskforce saw redefining existing roles and introducing new roles 
as a way to enable career progression opportunities.152 

212. The Final Report states that now is the right time to review and modernise occupational 
and job structures to lay the foundation for reforms to pay classifications so that the pay 
classifications reflect their competency and qualifications and complexity of the work.  

213. Similar issues are revealed in the expert evidence before the Commission. For example, 
Dr Charlesworth expresses concern that skills classifications in the Aged Care Award 
and SCHADS Award are rudimentary and compressed. She argues that increasing 
wage rates needs to be accompanied by a comprehensive skill and classification 
structure tied to training. 153 In both her report addressing the Aged Care Award and her 
supplementary report addressing the SCHADS Award, Dr Charlesworth concluded: 

It is the lack of recognition of the skills and competencies required and used by home care 
workers in award skill classifications, the inadequate provision of additional on-the job 
training opportunities and the lack of any meaningful wage increases in progression up the 
limited skill classification in the … Award that work to reinforce a view of home care workers 
as ‘under skilled’.154 

214. Professor Smith and Dr Lyons also provided expert opinion that the Aged Care Award 
classification structures lack relevant description and information, with the result that the 
work undertaken is not properly described and recognised in value.155   

150   HB Tab 357, Royal Commission into Aged Care Quality and Safety (Final Report, 1 March 2021), 
Volume 3A Chapter 12.3. 

151  Ibid [12.3.1]. 
152  Ibid [12.3.1]. 
153  HB Tab 166, Expert Report of Dr Sara Charlesworth at Charlesworth, [13]; HB Tab 161, 

Supplementary Report of Dr Sara Charlesworth [16], [62].  
154  HB Tab 166, Expert Report of Dr Sara Charlesworth at Charlesworth, [56]; HB Tab 161, 

Supplementary Report of Dr Sara Charlesworth [72]-[73]. 
155  HB Tab 166, Expert Report of Associate Professor Meg Smith and Dr Michael Lyons [91]. 
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Aged Care Workforce Industry Council and its work 

215. The Aged Care Workforce Industry Council (ACWIC) was established in May 2019. It is 
an industry-led council responsible for coordinating, monitoring and reporting on the 14 
strategic actions set out in Australia’s aged care workforce strategy, A Matter of Care. 
While ACWIC receives funding from the Commonwealth Government, it operates as a 
not-for-profit organisation, independent of Government. Consistent with the 
recommendations of the Taskforce and Commissioner Briggs,156 ACWIC is currently 
working on a project to design the future structure of the aged care workforce.  

216. While the Commonwealth notes that this work is ongoing, it also observes that the 
Commission’s task is to determine the applications based on the evidence that it is 
before it. 

Classification changes sought by the HSU 

217. The classification changes to the Aged Care Award sought by the HSU would go some 
way towards improving career advancement for PCWs. Primarily these would: 

• limit the application of Level 2 of the classification structure to PCWs with up to 
6 months experience; 

• describe PCWs at Level 4 as ‘Senior Personal Care Workers’ and specify that they 
may be required to assist residents with medication and hold the relevant unit of 
competency; 

• recognise Specialist Care Workers, within level 6. 

218. Currently, the Aged Care Award does not contemplate PCWs being employed at 
Level 6. According to the Classification Definitions in Schedule B, employees at this level 
exercise greater autonomy and responsibility, amongst other things, compared to 
employees at Level 5. The wage rate for employees at Level 6 is approximately 5.4 per 
cent higher than the Level 5 rate.157 

219. The HSU’s application would vary the Classification Definitions to include ‘Specialist 
Personal Care Workers’ and ‘Senior Recreational/Lifestyle activities officers’ within the 
Level 6 definition. The definition would state that Specialist PCWs provide specialised 
care and may have undertaken additional training in specific areas of care (eg Dementia 
Care, Palliative Care, Household Model of Care). 

220. This would result in PCWs having access to an additional level in the Aged Care Award 
classification structure and allow access to the associated career progression and higher 
rates of pay. The Commonwealth supports these proposed variations and notes that as 
the clinical care needs of aged care recipients increases in complexity, more specialised 
personal care roles will be required in the sector. For example, the number of Australians 
living with dementia is projected to double, from around 400,000 in 2021 to nearly 

156  Ibid Recommendation 76. 
157  $1,025.20 per week compared to $972.80 per week.   
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850,000 by 2058.158 Over half of care recipients in residential aged care live with 
dementia, and two-thirds of those living with dementia live in the community. As such, 
the projected increase in prevalence of dementia over the next 40 years will affect the 
delivery of both residential and in-home aged care services. Establishing a ‘Specialist 
Personal Care Worker’ role would recognise the increased need for direct care workers 
in aged care with specialised skills to manage the complexities of these care needs and 
remunerate them accordingly.  

221. The Commonwealth would support classifications set in a way that aligns with the AQF 
and the additional skills and training that workers may undertake over time.  Both 
Certificate III and Certificate IV should be recognised and also that workers may 
undertake additional training in specific areas (eg units of competency). 

 Further variations open to the Commission 

222. Having regard to the findings of the Aged Care Royal Commission and other evidence 
before the Commission, it would open to the Commission to vary the classification 
structure of the Aged Care Award beyond what is sought by the HSU, to provide further 
opportunities for career progression of aged care workers. This could include adding 
additional classification levels or making additional pay points available within a 
classification level. 

223. The Classification Definitions in the Aged Care Award provide a particular wage level 
for employees with a Certificate III qualification. The definition of a Level 4 employee 
relevantly includes: 

…in the case of a personal care worker, holds a relevant Certificate 3 qualification (or 
possesses equivalent knowledge and skills) and uses the skills and knowledges gained 
from that qualification in the performance of their work.  

224. The definition of a Level 5 employee relevantly includes: 

may require formal qualifications at trade or certificate level and/or relevant skills training 
or experience. 

225. The classification definition for a Level 6 aged care employee under the Aged Care 
Award states that it ‘…may require formal qualifications at post-trade or Advanced 
Certificate or Associate Diploma level and/or relevant skills training or experience’. The 
HSU’s application would vary this definition to replace ‘Advanced Certificate’ with 
‘Certificate IV’ and replace ‘Associate Diploma’ with ‘Diploma’. 

226. In contrast, the ANMF’s application to vary the Aged Care Award would include 
reference to Certificate IV within Level 5. 

227. At present, rates of pay for home care workers in the aged care sector and residential 
aged care workers are set by very different classification structures, despite doing similar 

158  Dementia in Australia Report 2021, 20 September 2021 available at: 
https://www.aihw.gov.au/getmedia/4afad8ba-08b5-4092-ab40-049a3cdb94eb/Dementia-in-
Australia.pdf.aspx?inline=true 
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work. The Commission may wish to consider variations to the classification structure for 
home care workers in the aged care sector. 

228. The Commission could also consider other variations to the classification structures of 
the Awards if it were satisfied that these are justified on work value grounds and 
necessary to achieve the modern awards and minimum wages objectives.159 

229. Qualifications would not be the only available reference point. The Commission’s 
predecessor tribunal has stated that the range of work functions performed, and the 
skills required should determine the appropriate number of levels in a classification 
structure.160 The Commission ultimately has broad discretion in this regard. 

 

Date: 8 August 2022 

 

 ................................................................  
Paul Vermeesch 

AGS lawyer 
for and on behalf of the Australian Government Solicitor 

Solicitor for the Commonwealth of Australia 
 

These submissions were settled by Yaseen Shariff SC and Vanja Bulut, counsel for the 
Commonwealth of Australia.  

 

 

159  FW Act s 157(1). 
160  National Wage Case February 1989 Review Decision (1989) 27 IR 196. 
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Annexure A: Composition of the Aged Care Workforce 

Sources of data and limitations 

1. Data presented in this paper is based on the National Aged Care Workforce Census 
(ACWC) of 2003, 2007, 2012, 2016 and 2020, unless stated otherwise. Sources for 
the original materials are provided.1 

2. The aged care system changed substantially between the 2003 and 2020 ACWCs. 
Commonwealth-funded in-home aged care services have changed in format, and 
nature, over time. For 2020 data, “in-home aged care” refers to the Home Care 
Packages (HCP) program, and Commonwealth Home Support Program (CHSP). 
Typically, this data is provided separately for each program type. Due to overlap in 
workers between these programs, headcounts of HCP and CHSP cannot be added to 
obtain a total “home” workforce size. For 2016 data, “in-home aged care” refers to the 
“home care” and “home support” workforces. Statistics are combined within the report. 
In 2012 and 2007, “in-home aged care” refers to the “community aged care workforce”, 
who operate “community based care”. This included programs under a variety of 
funding arrangements, between the Commonwealth, and states and territories. 

3. 2020 ACWC data is not de-duplicated. For example, a worker who works part-time at 
two separate residential aged care facilities will be counted as two residential aged 
care workers, or a worker who works across the HCP and CHSP programs will be 
counted once in each worker total.  

4. Changes to ACWCs over time limit their direct comparison to earlier data sets: 

4.1. In 2020 the ACWC was asked only of providers, with no survey component 
requested of workers. This may limit the accuracy of some responses, such as 
the proportion of personal care workers with specific qualifications.  

4.2. The category Personal Care Worker (trainee) was not included in ACWCs prior 
to 2020. In this paper, Personal Care Workers and Personal Care Workers 
(trainee) have been combined in 2020 data. 

4.3. In 2020 the worker age brackets are different to those of 2003-2016.  

4.4. Questions asked in two subsequent ACWCs are not always identical. Where 
possible, questions that will provide similar outcomes have been combined, and 
in these cases the wording of all questions is provided. 

4.5. Nurse practitioners were first separated from the broader “registered nurse” 
category in 2012. Similarly, allied health professionals and allied health 

1 Sources are the four most recent ACWC reports: 
2020: https://www.health.gov.au/resources/publications/2020-aged-care-workforce-census 
2016: https://gen-agedcaredata.gov.au/www_aihwgen/media/Workforce/The-Aged-Care-Workforce-2016.pdf  
2012: http://www.agedcarecrisis.com/images/pdf/The_Aged_Care_Workforce_Report.pdf 
2007: 
http://web.archive.org/web/20091129023625/http://www.health.gov.au/internet/main/publishing.nsf/Content/AAB95DEA18120153CA2
57512000423CB/$File/who%20cares.pdf  
Data from 2003 are presented where they are reproduced in the 2007 report.  
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assistants were first separated in 2012, and were presented as a combined allied 
health workforce in 2007 and 2003.  

 

5. Unless otherwise specified, n/a means “not available” – meaning the specific data 
point was not available in that ACWC report. Additionally, unless otherwise stated, 
“whole direct care workforce” data includes that of allied health professionals and allied 
health assistants, who are out of scope of the FWC work value case.  

Size of the workforce  

6. Data showing the size of the residential aged care workforce is presented in Table A1. 
Data showing the side of the in-home aged care workforce is presented in Table A2. 

7. The residential workforce has grown by 77 per cent between 2003 and 2020. The total 
workforce size in in-home care has similarly grown, but the total FTE of care provided 
have remained similar. 

8. In residential care, the total number and Full-time Equivalent (FTE) of enrolled nurses 
remained near constant over 2003-2020, and the total number and FTE of registered 
nurses remained near constant from 2003-2016. However, between 2016 and 2020, 
FTE of registered nurses grew by 38 per cent and headcount by 45 per cent. 

9. In in-home care, the total number and FTE of enrolled nurses has stayed fairly 
constant over 2007-2020. The total FTE of registered nurses has reduced from 2012 
to 2016, and from 2016 to 2020. 

10. Much of the residential care workforce growth between 2003 and 2020, but particularly 
between 2003 and 2016, is in the personal care workforce. The total personal care 
workforce in residential care increased by 118 per cent between 2003 and 2020. 

11. In residential care, the ratio of FTE of personal care workers to nurses has increased, 
from 1.58:1 in 2003 to 3.08:1 in 2020. In in-home care, the ratio of FTE of personal 
care workers to all nurses has increased, from 4.93:1 in 2007 to 8.03:1 in 2020 
(considering a sum of HCP and CHSP FTE in 2020). This indicates a shift in the make-
up of the workforce over the past 20 years, with a higher proportion of care provided 
by personal carers rather than nurses.  
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Table A1: Size of the Residential aged care workforce, by headcount and by FTE 

Classification Total workforce (headcount) 
2020 
ACWC 

2016 
ACWC 

2012 
ACWC 

2007 
ACWC 

2003 
ACWC 

Whole PAYG workforce 277,261 235,764 202,344 174,866 156,823 
Whole direct care workforce 208,903 153,854 147,086 133,314 115,660 
Nurse Practitioner 203 386 294 22,399 24,019 
Registered nurse 32,726 22,455 21,916 
Enrolled Nurse 16,000 15,697 16,915 16,293 15,604 
Personal Care Worker 146,378 108,126 100,312 84,746 67,143 
Allied health professional 10,604 2,210 2,648 9,875 8,895 
Allied health assistant 2,992 4,979 5,001 

 

Classification Total workforce (FTE) 
2020 
ACWC 

2016 
ACWC 

2012 
ACWC 

2007 
ACWC 

2003 
ACWC 

Whole direct care workforce 129,151 97,920 94,823 78,849 76,006 
Nurse Practitioner 163 293 190 13,247 16,265 
Registered nurse 20,154 14,564 13,939 
Enrolled Nurse 9,919 9,126 10,999 9,856 10,945 
Personal Care Worker 93,115 69,983 64,669 50,542 42,943 
Allied health professional 4,081 1,092 1,612 5,204 5,776 
Allied health assistant 1,720 2,862 3,414 
FTE ratio PCW:nurses 3.08 2.92 2.57 2.19 1.58 

 

Table A2: Size of the In-home aged care workforce, by headcount and by FTE 

Classification Total workforce (headcount) 
2020 ACWC 2016 

ACWC 
2012 
ACWC 

2007 ACWC 
HCP CHSP 

Whole PAYG workforce 80,340 76,096 130,263 149,801 87,478 
Whole direct care workforce 64,019 59,029 86,463 93,359 74,067 
Nurse Practitioner 60 184 53 201 n/a 
Registered nurse 3,022 5,008 6,969 7,631 7,555 
Enrolled Nurse 887 1,699 1,888 3,641 2,000 
Personal Care Worker 56,242 47,861 72,495 76,046 60,587 
Allied health professional 3,376 4,306 4,062 3,921 3,925 
Allied health assistant 432 705 995 1,919 

 

Classification Total workforce (FTE) 
2020 ACWC 2016 

ACWC 
2012 
ACWC 

2007 
ACWC HCP CHSP 

Whole direct care workforce 25,308 21,141 44,087 54,537 46,056 
Nurse Practitioner 28 131 41 55 n/a 
Registered nurse 1,241 2,298 4,651 6,544 6,079 
Enrolled Nurse 357 813 1,143 2,345 1,197 
Personal Care Worker 23,251 15,818 34,712 41,394 35,832 
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Allied health professional 766 1,834 2,785 2,618 2,948 
Allied health assistant 147 249 755 1,581 
FTE ratio PCW:nurses 14.3 4.88 5.95 4.63 4.92 

8.03 

Gender split of the workforce  

12. Data showing the proportion of the residential aged care workforce who identify as 
female is presented in Table A3. Similar data for the in-home aged care workforce is 
presented in Table A4. 

13. In both residential and in-home aged care services, the vast majority of direct care 
workers (over 83 per cent) identify as female. This is the case for all direct care roles 
where this data is provided in 2016. 2016 data suggests the proportion of males is 
highest (over 10 per cent) in the personal care workforce and allied health workforce. 
The proportion of female workers in the residential care direct care workforce has 
decreased slightly from 2007 (93 per cent) to 2020 (86 per cent). 

14. Approximately two thirds of indirect care workers in residential aged care who are in 
scope of this work value case – such as cooks, cleaners, and administrative staff – 
identify as female.2 

Table A3: Proportion of direct care residential aged care workers who identify as female 

Classification Percentage identifying as female 
2020 
ACWC3 

2016 
ACWC 

2012 
ACWC 

2007 ACWC 

Whole direct care workforce 86 87.0 89 93 
Nurse Practitioner n/a 87.6 n/a n/a 
Registered nurse 
Enrolled Nurse 91.4 
Personal Care Worker 86.2 

 

Table A4: Proportion of direct care In-home aged care workers who identify as female 

Classification Percentage identifying as female 
2020 
ACWC4 

2016 
ACWC 

2012 
ACWC 

2007 ACWC 

Whole direct care workforce n/a 89.1 90 91 
Nurse Practitioner n/a 93.7 n/a n/a 
Registered nurse 93 
Enrolled Nurse n/a 94.3 
Personal Care Worker 89 88.8 

 

2 Australian Bureau of Statistics, Characteristics of Employment, August 2021 
3 Noting that in 2016 gender distributions excluded agency/subcontractor roles, while 2020 responses did not differentiate these roles. 

4 Noting that in 2016 gender distributions excluded agency/subcontractor roles, while 2020 responses did not differentiate these roles. 
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Part-time and casual employment 

15. The proportion of direct care workers in residential care and in-home care employed 
as permanent part time, casuals, or agency/contractors are shown in Tables A5 and 
A6 respectively.  

16. Most direct care workers, across residential and in-home care, are employed on a 
permanent part-time basis. There is no consistent trend in these proportions over 
2007-2020. 

17. Across residential and in-home care, nurse practitioners are the most likely to be 
employed through agency or subcontractor arrangements. However there are only 
small number of nurse practitioners working in aged care (Tables A1-A2).  

Table A5: proportion of Residential aged care direct care workers employed as permanent part 
time, casual/contractor, and agency/contractor 

Classification % permanent part time 
2020 
ACWC 

2016 
ACWC 

2012 ACWC 2007 ACWC 

Nurse Practitioner 29 67.7 61.3 59.9 
Registered nurse 65 
Enrolled Nurse 76 78.9 74.7 72.9 
Personal Care Worker 75 80.3 73.6 69.8 

 

Classification % casual/contractor 

2020 
ACWC 

2016 
ACWC 

2012 ACWC 2007 ACWC 

Nurse Practitioner 2 9.8 19.4 23.6 
Registered nurse 22 
Enrolled Nurse 18 7.8 14.8 16.6 
Personal Care Worker 20 10.8 19.5 23.4 

 

Classification % agency/contractor 
2020 ACWC 

Nurse Practitioner 17 
Registered nurse 1 
Enrolled Nurse 1 
Personal Care Worker 1 

 

Table A6: proportion of In-home aged care direct care workers employed as permanent part time, 
casual/contractor, and agency/contractor 

Classification % part time 
2020 ACWC 2016 

ACWC 
2012 
ACWC 

2007 
ACWC HCP CHSP 

Whole direct care workforce 50 68 75.3 61.2 n.a. 
Nurse Practitioner 16 44 59.4 53.3 52.9 
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Registered nurse 51 65 
Enrolled Nurse 55 69 71.5 67.2 52.9 
Personal Care Worker 51 71 79.0 62.9 60.6 

 

Classification % casual/contractor 
2020 ACWC 2016 

ACWC 
2012 
ACWC 

2007 
ACWC HCP CHSP 

Whole direct care workforce 41 23 13.5 27.3  
Nurse Practitioner 4 0 5.7 14.2 13.6 
Registered nurse 29 17 
Enrolled Nurse 26 19 4.7 15.8 23.0 
Personal Care Worker 44 25 15.3 30.4 31.9 

 

Classification 2020 ACWC: % agency/subcontractor 
HCP CHSP 

Nurse Practitioner 35 7 
Registered nurse 3 1 
Enrolled Nurse 2 2 
Personal Care Worker 1 2 

 

Workforce by age group 

18. The age groups of direct care workers are shown in Table A7, for residential care 
workers, and Table A8, for in-home care workers. The age group brackets used in 
2003-2016 ACWCs do not align with those in 2020, making it difficult to determine 
trends in this space. 

19. However it is clear the residential care workforce became younger from 2016 to 2020, 
with higher proportions in the 20-29 and 30-39 age groups, and lower proportions in 
the 40-49 and 50-59 age groups. 

Table A7: Age profile of the Residential aged care direct care workforce 

Classification % of total direct care workers per age group 
2020 ACWC 2016 ACWC 2012 ACWC 2007 ACWC 2003 ACWC 

16-24 n/a 6.4 7.1 6.1 6.0 
< 20 1 1* n/a n/a n/a 
25-34 n/a 18.8 12.3 11.4 12.4 
20-29 23 15 n/a n/a n/a 
35-44 n/a 19.5 20.7 22.3 25.5 
30-39 28 19 n/a n/a n/a 
45-54 n/a 28.0 32.7 37.6 39.2 
40-49 19 24 n/a n/a n/a 
55-64 n/a 24.3 24.5 20.8 16.1 
50-59 18 29 n/a n/a n/a 
65+ n/a 2.9 2.7 1.7 0.8 
60+ 10 13 n/a n/a n/a 
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*In the 2020 ACWC report, 2016 age brackets were regrouped to 2020 age brackets by distributing workers across ages in 
line with 2016 ABS census residential aged care direct care worker ages. 2016 age totals excluded agency/subcontractor 
roles, while 2020 responses did not differentiate these roles 

Table A8: Age profile of the In-home care aged care direct care workforce 

Classification % of total direct care workers per age group 
2020 ACWC 2016 ACWC 2012 ACWC 2007 ACWC 
HCP CHSP 

16-24 n/a n/a 2.4 2.7 2.0 
< 20 1 1 n/a n/a n/a 
25-34 n/a n/a 9.1 8.0 7.7 
20-29 13 10 n/a n/a n/a 
35-44 n/a n/a 16.3 19.3 20.4 
30-39 18 17 n/a n/a n/a 
45-54 n/a n/a 33.4 37.2 40.7 
40-49 23 23 n/a n/a n/a 
55-64 n/a n/a 32.9 29.7 26.7 
50-59 29 31 n/a n/a n/a 
65+ n/a n/a 5.9 3.1 2.5 
60+ 16 17 n/a n/a n/a 

Culturally and Linguistically Diverse (CALD) status of workers 

20. The proportion of aged care direct care workers self-identifying as CALD (in 2020) or 
born overseas (for 2007-2016, as a proxy for CALD status) are shown in Table A9, for 
residential care workers, and Table A10, for in-home care workers. Data suggests the 
proportion of CALD workers is highest for personal care workers and nurses. 

21. The 2021 ABS Census determined 27.6 per cent of Australia’s population were born 
overseas. The participation of overseas-born workers in the residential aged care 
workforce is higher than a proportional amount based on the Australian population. 
However this difference is not clear in the home care sector. In 2016 and 2020 the 
proportion of overseas-born/CALD-identifying workers has dropped below the 
Australian population average. 

Table A9: CALD status (or proxy) of Residential aged care direct care workers 

Classification % of direct care workers self-identifying as CALD (2020) 
% of direct care workers born overseas (2016, 2012, 2007) 
2020 ACWC 2016 ACWC 2012 ACWC 2007 ACWC 

Nurses 35 28.7 34.6 32.5 
PCWs 36 
Allied health 20 

 

Table A10: CALD status (or proxy) of In-home aged care direct care workers 

Classification % of direct care workers self-identifying as CALD (2020) 
% of direct care workers born overseas (2016, 2012, 2007) 
2020 ACWC 2016 ACWC 2012 ACWC 2007 ACWC 
HCP CHSP 
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Nurses 17 8 22.9 26.7 27.7 
PCWs 22 18 
Allied health 13 8 
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Annexure B: Profile of the employees in the aged care sector (by classification and qualification) 

Workers by award classification 

1. The proportion of workers allocated to each award classification, by job title, has been estimated in Department of Health and Aged Care 
(DHAC) modelling.  

2. In this paper we use the DHAC’s workforce modelling to estimate the number of workers on each award classification in 2022–23. 
DHAC’s modelling does not contain the following job titles: nurse practitioners, personal care worker (trainee). As such, estimated 
proportions for these workers are presented, but numbers of workers are not. 

Proportion and number of workers, by job title, allocated to each award classification 

Aged Care Award 2010 

3. The percentage of each job title allocated to each Aged Care Award classification (in this case, Employee Levels 1-7) are shown in Table 
B1. Note that some totals in columns do not add to 100 per cent, as some job titles may be classified across multiple awards (for 
example, health and welfare service managers without nursing qualifications are classified on the Aged Care Award, but those with 
nursing qualifications are classified on the Nurses Award). 
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Table B1: Percentage of workers on each classification within the Aged Care Award 

Aged Care Award  
Employee level 

Percentage of workers on each classification 
Health and 
welfare service 
manager 

Personal 
care worker 

Personal care 
worker (trainee) 

Diversional 
therapist 

Other 
direct 
care* 

Chef Cook Cleaner Laundry 
hand 

Kitchen 
hand 

Other 
indirect 
care** 

1        5  10  10  10  20 
2  10  100     25  90  90  35  20 
3  24  40    35      45  10 
4  40   40 20 20  20      10  10 
5  20    20 30  15        10 
6     20 40        10 
7 5 6   20 20 10     10 

*where other direct care is Welfare, Recreation and Community Arts Workers and Welfare Support Workers 
**where other indirect care is Administration, Pastoral and Spiritual Care, and Unknown/other ancillary (which may include, e.g. gardeners, interpreters, 
drivers) 

Using the proportions in Table B1, and DHAC’s aged care demand modelling to determine the number of workers under each job title, the estimated 
number of workers on each of these award classifications in 2022-23 is shown in Table B2. 
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Table B2: Estimated number of workers on each classification within the Aged Care Award, 2022-23 

Aged Care 
Award  
Employee 
level 

Number of workers on each classification Total 
Health and 
welfare 
service 
manager 

Personal 
care 
worker 

Personal 
care 
worker 
(trainee) 

Diversional 
therapist 

Other 
direct 
care 

Chef Cook Cleaner Laundry 
hand 

Kitchen 
hand 

Administration* Pastoral 
and 
spiritual 
care* 

Unknown/ 
other 
indirect 
care* 

1 -  -  -  -  -  -  203 658 239 1422 1372 170 169 4233 
2 -  7510 -  -  -  -  1013 5919 2148 4975 1372 170 169 23276 
3 -  18024 -  2002 -  -  1418 -  -  6397 686 85 84 28696 
4 -  30040 -  2002 1288 557 810 -  -  1422 686 85 84 36974 
5 -  15020 -  -  1288 835 608 -  -  -  686 85 84 18606 
6 -  -  -  -  1288 1114 -  -  -  -  686 85 84 3257 
7 402 4506 -  1001 1288 278 -  -  -  -  686 85 84 8330 
Total 402 75100 -  5005 5152 2784 4052 6577 2387 14216 6860 848 843 124226 

*proportions from Table B1 for “other indirect care” are applied to these occupations 

Nurses Award 2020 

4. Within the Nurses Award are four separate sets of classifications, for four different sets of workers: 

4.1. Assistants in nursing 

4.2. Enrolled nurses 

4.3. Registered nurses 

4.4. Nurse practitioners 

5. We consider each relevant classification separately here.  
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Assistants in Nursing 

6. Deloitte’s modelling determined that effectively no Assistants in Nursing are classified on the Nurses Award, rather they are classified as 
personal care workers on either the Aged Care Award or the Social, Community, Home Care and Disability Services Industry (SCHADS) 
Award, depending on their workplace.  

Enrolled Nurses 

7. The percentage of enrolled nurses allocated to each relevant enrolled nurse classification (in this case, Pay Points 1-5) are shown in 
Table B3.  

Table B3: Percentage of aged care enrolled nurses on each classification within the Nurses Award 

Nurses’ Award Enrolled Nurse Classification 
Percentage of workers on each classification 
Residential care In-home care 

Pay point 1 14  14  
Pay point 2 18  18  
Pay point 3 20  20  
Pay point 4 24  24  
Pay point 5 24  24  

8. Based on DoHAC’s aged care demand modelling, the estimated number of workers on each of the enrolled nurse award classifications in 
2022–23 is shown in Table B4. 

Table B4: Estimated number of aged care enrolled nurses on each classification within the Nurses Award, 2022-23 

Nurses’ Award Enrolled Nurse Classification 
Percentage of workers on each classification Totals 
Residential care In-home care 

Pay point 1 1782  68  1850  
Pay point 2 2291  87  2378  
Pay point 3 2545  97  2642  
Pay point 4 3054  116  3170  
Pay point 5 3054  116  3170  
Totals 12726  484  13210  
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Registered Nurses 

9. Several job titles within aged care are classified to registered nurse levels within the Nurses Award: registered nurse, nurse manager, and 
health and welfare service manager. 

10. The percentage of workers considered as registered nurses allocated to each relevant registered nurse classification (in this case, Levels 
1-5, with various pay points within each level) are shown in Table B5.  

Table B5: Percentage of aged care registered nurses on each classification within the Nurses Award 

Nurses’ Award Registered Nurse Classification Percentage of workers on each classification 
Level Pay point Residential care In-home care 
1 1 3  7  
1 2 3  7  
1 3 3  8  
1 4 3  8  
1 5 4  9  
1 6 4  9  
1 7 5  9  
1 8 and thereafter 5  10  
2 1 6  4  
2 2 6  4  
2 3 10  6  
2 4 and thereafter 10  6  
3 1 2  1  
3 2 2  1  
3 3 3  1  
3 4 and thereafter 4  1  
4 1 2  1  
4 2 3  1  
4 3 4  1  
5 1 2  1  
5 2 2  1  
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5 3 3  1  
5 4 3  1  
5 5 4  1  
5 6 4  1  

 
Nurse managers are senior registered nurses, and are classified from Level 3 and above within the registered nurse levels on the Nurses Award. The 
percentage of nurse managers allocated to each relevant registered nurse classification are shown in Table B6.  

Table B6: Percentage of aged care nurse managers on each registered nurse classification within the Nurses Award 

Nurses’ Award Registered Nurse Classification Percentage of workers on each classification 
Level Pay point Residential care In-home care 
3 1 5  3  
3 2 5  3  
3 3 10  5  
3 4 and thereafter 10  5  
4 1 5  3  
4 2 5  4  
4 3 10  5  
5 1 5  10  
5 2 5  10  
5 3 8  12  
5 4 8  12  
5 5 12  14  
5 6 12  14  

 

Health and welfare service managers with nursing qualifications are classified at the highest registered nurse level within the Nurses Award, Level 5. The 
percentage of health and welfare service managers allocated to each relevant registered nurse classification are shown in Table B7.  

Table B7: Percentage of nursing-qualified aged care health and welfare service managers on each registered nurse classification within the Nurses Award 

Nurses’ Award Registered Nurse Classification Percentage of workers on each classification 
Level Pay point Residential care In-home care 
5 1 5  0  
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5 2 5  5  
5 3 5  5  
5 4 10  10  
5 5 10  10  
5 6 10  10  

11. Based on DHAC’s aged care demand modelling, the estimated number of workers on each of these registered nurse award 
classifications in 2022–23 is shown in Table B8. 

Table B8: Estimated number of aged care workers on each registered nurse classification within the Nurses Award, 2022-23 

Nurses’ Award Registered Nurse Classification Number of workers on each classification Totals 
 Level Pay point Residential care In-home care 

1 1 1634  237  1871  
1 2 1634  237  1871  
1 3 1634  271  1905  
1 4 1634  271  1905  
1 5 2179  305  2484  
1 6 2179  305  2484  
1 7 2723  305  3028  
1 8 and thereafter 2723  339  3062  
2 1 3268  136  3404  
2 2 3268  136  3404  
2 3 5447  204  5651  
2 4 and thereafter 5447  204  5651  
3 1 1239  41  1280  
3 2 1239  41  1280  
3 3 1934  46  1980  
3 4 and thereafter 2479  46  2525  
4 1 1239  41  1280  
4 2 1784  44  1828  
4 3 2479  46  2525  
5 1 1641  58  1699  
5 2 1641  351  1992  
5 3 2276  356  2632  
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5 4 2678  648  3326  
5 5 3343  653  3996  
5 6 3343  653  3996  
Totals 61085  5974  67059  

 

Nurse Practitioners 

12. The percentage of workers allocated to each relevant nurse practitioner classification are shown in Table B9.  

Table B9: Percentage of aged care nurse practitioners on each classification within the Nurses Award 

Nurses’ Award Nurse Practitioner Classification 
Percentage of workers on each classification 

Residential care In-home care 
1st year 20  20 
2nd year 80  80 

13. DHAC’s modelling does not separate nurse practitioners from registered nurses. As such, no worker totals per classification are 
presented here.  
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SCHADS Award 2010 

14. The percentage of each job title allocated to each SCHADS Award classification (in this case, Employee Levels 1-5, with one or two pay 
points per level) are shown in Table B10. Note: some totals in columns do not add to 100 per cent, as some job titles may be classified 
across multiple awards (for example, health and welfare service managers without nursing qualifications are classified on the SCHADS 
Award, but those with nursing qualifications are classified on the Nurses Award). 

Table B10: Percentage of workers on each classification within the SCHADS Award 

Classification Percentage of workers on each classification 

Level Pay point Health and 
welfare 
service 
manager 

Personal care 
worker 

Personal care 
worker 
(trainee) 

Diversional 
therapist 

Other 
direct 
care* 

Chef Cook Cleaner Laundry 
hand 

Kitchen 
hand 

Other 
indirect 
care** 

1 1  10  70   10      15  15  15  16 
2 1  10  30   5      20  20  20  5 
2 2  17    14      50  50  50  20 
3 1  5    5  5  15  5  5  5  5 
3 2  16    15  20  60  10  10  10  20 
4 1  5   5  5  15  5        5 
4 2  16   15  15  45  20        12 
5 1 5 5   35  5  5          5 
5 2 5 16   45  14  10          12 

*where other direct care is Welfare, Recreation and Community Arts Workers and Welfare Support Workers 
**where other indirect care is Administration, Pastoral and Spiritual Care, and Unknown/other ancillary (which may include, e.g. gardeners, interpreters, 
drivers) 

15. Using the proportions in Table B10, and DHAC’s aged care demand modelling to determine the number of workers under each job title, 
the estimated number of workers on each of these award classifications in 2022-23 is shown in Table B11. 
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Table B11: Estimated number of workers on each classification within the SCHADS Award, 2022-23 

Classification Percentage of workers on each classification Totals 
Level Pay 

point 
Health 
and 
welfare 
service 
manager 

Personal 
care 
worker 

Personal 
care 
worker 
(trainee) 

Diversional 
therapist 

Other 
direct 
care 

Chef Cook Cleaner Laundry 
hand 

Kitchen 
hand 

Administration 
* 

Pastoral 
and 
spiritual 
care* 

Other/ 
unknown 
indirect 
care* 

 

1 1 -  5783 -  -  2193 -  -  87 29 68 2278 19 1334 11791 
2 1 -  5783 -  -  1096 -  -  116 39 91 712 6 417 8260 
2 2 -  9831 -  -  3070 -  -  291 96 228 2848 24 1667 18055 
3 1 -  2891 -  -  1096 11 42 29 10 23 712 6 417 5237 
3 2 -  9252 -  -  3289 44 170 58 19 46 2848 24 1667 17417 
4 1 -  2891 -  17 1096 33 14 -  -  -  712 6 417 5186 
4 2 -  9252 -  52 3289 99 57 -  -  -  1709 14 1000 15472 
5 1 293 2891 -  122 1096 11 -  -  -  -  712 6 417 5548 
5 2 293 9252 -  157 3070 22 -  -  -  -  1709 14 1000 15517 
Totals 5851 57828 - 348 21928 220 283 582 193 457 14240 119 8335 110384 

*proportions from Table B10 for “other indirect care” are applied to these occupations 
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Additional qualifications of workers 

Personal care workers 

16. The 2020 Aged Care Workforce Census (ACWC) reported: 66 per cent of personal care workers in residential care, 60 per cent of HCP 
workers, and 70 per cent of CHSP workers held a Certificate III level qualification or higher in a relevant direct care field. 

Table B12: Additional qualifications of personal care workers in 2003-2020 ACWC 

Worker Classification Minimum required 
qualification 

Percentage with additional qualifications, reported in ACWC 
Additional qualification description 2020  2016  2012  2007  2003  

Residential care 
Personal Care 
Worker 

None Any post-high school qualification n/a 87.4  
 

84.1  
 

76.3  
 

83.6  

A relevant Certificate III 66 n/a n/a n/a n/a 
Certificate III in aged care 54.9 67.4 65.7 65 65 
Certificate IV in aged care 11.1 22.9 20.0 13 8 
Currently studying a relevant 
qualification 

2 17.1 24.9 n/a n/a 

In-home care 
Personal Care 
Worker 

None Any post-high school qualification n/a 85.8 83.7 76.1 n/a 
A relevant Certificate HCP: 63 

CHSP: 71 
n/a n/a n/a n/a 

Certificate III in aged care n/a 50.9 48.1 48.3 n/a 
Certificate IV in aged care n/a 12.2 13.3 6.2 n/a 
Currently studying a relevant 
qualification 

HCP: 4 
CHSP: 2 

10.6 21.4 n/a n/a 

 

Nurses 

17. The 2020 ACWC did not contain any information about additional qualifications of aged care nurses. However, some data is available 
from the 2016 and 2012 Aged Care Workforce Censuses, presented in Table B13. Less than 30 per cent of registered nurses, and less 
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than 20 per cent of enrolled nurses, held an additional specialised qualification in ageing or aged care in 2012 and 2016, on top of their 
minimum required qualification.  

Table B13: Additional qualifications of nurses in 2012 and 2016 ACWC 

Worker 
Classification 

Minimum 
required 
qualification 

Additional qualification 
description 

Percentage with additional 
qualifications 
Residential care In-home aged 

care 
2016  2012  2016  2012  

Registered nurse Bachelor’s 
Degree 

Specialised qualifications in ageing 
or aged care 

29.0  31.0  23.0 22.1 

Enrolled Nurse Diploma Specialised qualifications in ageing 
or aged care 

17.5  19.8 19.7 6.3 
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Enterprise Bargaining Agreement (EBA) coverage 

18. The EBA coverage on each in-scope award has been estimated as part of DHAC’s modelling. This coverage is split into additional sub-
categories: nominally-expired EBAs, where wages have dropped back to award levels; and active or nominally-expired EBAs where 
wages are a low, medium, or high percentage above award levels. These low, medium and high percentages were determined using a 
sampling of active EBAs and are different for each award.  

Aged Care Award 2010 

19. 24.20% of in-scope employees on the Aged Care Award 2010 are estimated to be on award, with 75.80% on EBAs.  

20. This 75.80% on EBAs was broken down further: 

20.1. 46.59% were on nominally expired EBAs, where wages have dropped back to award levels.  

20.2. 8.65% were on EBAs with wages <3% higher than award 

20.3. 12.99% were on EBAs with wages 3%-6% higher than award 

20.4. 7.57% were on EBAs with wages over 6% higher than award 

Nurses Award 2020 

21. 14.30% of in-scope employees on the Nurses Award 2020 are estimated to be on award, with 85.70% on EBAs.  

22. This 85.70% on EBAs was broken down further: 

22.1. 45.77% were on nominally expired EBAs, where wages have dropped back to award levels.  

22.2. 16.50% were on EBAs with wages <15% higher than award 

22.3. 9.84% were on EBAs with wages 15%-25% higher than award 
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22.4. 13.59% were on EBAs with wages over 25% higher than award 

SCHADS Award 2010 

23. 68.00% of in-scope employees on the SCHADS Award 2010 are estimated to be on award, with 32.00% on EBAs.  

24. This 32.00% on EBAs was broken down further: 

24.1. 20.42% were on nominally expired EBAs, where wages have dropped back to award levels.  

24.2. 10.25% were on EBAs with wages <5% higher than award 

24.3. 1.33% were on EBAs with wages over 15% higher than award 

5630



FAIR WORK COMMISSION 
 

THE AUSTRALIAN NURSING AND MIDWIFERY FEDERATION 

Applicant 

APPLICATION UNDER SECTION 157 OF THE FAIR WORK ACT 2009 (CTH) TO 

AMEND THE AGED CARE AWARD 2010 AND NURSES AWARD 2020 

First Matter 

 

 AM2020/99 

HEALTH SERVICES UNION 

Applicant 

APPLICATION UNDER SECTION 157 OF THE FAIR WORK ACT 2009 (CTH) TO 

AMEND THE AGED CARE AWARD 2010 

Second Matter 

 

 AM2021/65 

HEALTH SERVICES UNION 

Applicant 

APPLICATION UNDER SECTION 157 OF THE FAIR WORK ACT 2009 (CTH) TO 

AMEND THE SOCIAL, COMMUNITY, HOME CARE AND DISABILITY SERVICES 

INDUSTRY AWARD 2010 

Third Matter 

 

CLOSING SUBMISSIONS IN REPLY OF THE 

AUSTRALIAN NURSING AND MIDWIFERY FEDERATION 

 

  

5631

mailto:nwhite@gordonlegal.com.au


A Introduction 10 

B Responses to Background Document 5 11 

B.1 Question 2 for all other parties: do you agree with the HSU 

submission that the above additional propositions are 

uncontentious? 

11 

B.2 Question 4 for the ANMF: Does the ANMF agree with the Joint 

Employer’s characterisation of their application (at sections 3.12 – 

3.19 of the Joint Employer’s closing submissions)? 

11 

B.3 Question 10 for the ANMF and the HSU: what is the ANMF and 

the HSU’s response to the Joint Employers submission about the 

expert evidence and the weight that should be placed on that 

evidence? 

13 

B.4 Question 11 for all parties: Noting that the summary of submissions 

is a high-level summary only, are there any corrections or additions 

that should be made? 

13 

B.5 Question 12 for all parties: To the extent that there is a degree of 

tension between the Pharmacy Decision and the Teachers Decision 

in the application of the principles in the ACT Child Care Decision 

is it common ground that the ACT Child Care Decision was made 

under a different statutory regime to the Commission’s statutory 

task under s.157(2A)? 

14 

B.6 Question 13 for all parties: At [16] of its closing submissions, the 

HSU suggests that ‘all significant stakeholders agree that some 

variation to wages is justified by work value reasons and that the 

view of all major stakeholders is that wages need to be 

“significantly increased”’. What do the other parties say in response 

to the HSU’s submission? 

14 

B.7 Question 14 for all parties: Do the parties agree with the points of 

agreement identified at paragraphs [194]–[201] above? Are there 

15 

5632



any other significant points of agreement that should be identified? 

B.8 Question 15 for the ANMF: The ANMF’s attention is drawn to the 

above paragraphs. How does the ANMF reconcile the Penalty Rates 

Review with its submission that s.157(2A) exhaustively defines 

‘work value reasons’? 

15 

B.9 Question 16 for the ANMF: is the ANMF suggesting that attraction 

and retention are considerations relevant to the assessment of ‘work 

value’ under s.157(2A)? If so, on what authority does the ANMF 

rely to support that proposition? Alternatively, is it being put that 

the proposition that the increases sought are ‘necessary to attract 

and retain the number of skilled workers needed to deliver safe and 

quality aged care’ is a consideration relevant to the achievement of 

the modern awards objective? 

16 

B.10 Question 17 to all parties: do the parties agree with the points of 

contention identified at paragraph [202]–[219] above? 

18 

A significant change to the nature of the work of ENs and 

NPs 

18 

Is section 157(2A) a code 19 

Are attraction and retention considerations relevant to the 

assessment of work value under s.157(2A)? 

19 

The status of the Consensus Statement 19 

The relevance of the C10 classification structure 19 

B.11 Question 18 for the ANMF and HSU: what is the basis for the 

difference between the number of classification levels in the HSU 

and ANMF’s proposed classification structure for personal care 

workers? 

20 

B.12 Question 19 for the ANMF and HSU: there are some differences in 

the classification definitions proposed by each party. How does 

20 

5633



each party respond to the classification definitions proposed by the 

other party? 

B.13 Question 21 for the ANMF: Why is it necessary, in the sense 

contemplated by s.138, that the schedule expire after 4 years? 

21 

B.14 Question 22 for the ANMF: How does the proposition advanced by 

the ANMF at [57](4) of its closing submissions fit with the 

observations in the SCHADS decision? On what basis is it put that 

the funded nature of the sector is relevant to a consideration of work 

value? 

23 

B.15 Question 23 for all parties: What do the parties say about the Aged 

Care Amendment (Implementing Care Reform) Bill 2022 (Cth). 

Will it affect the propositions in Contention 6? 

23 

B.16 Question 24 for the ANMF: What authority is relied on in support 

of that proposition? Is the ANMF contending that dangerous work 

warrants a work value increase 

25 

C The Joint Closing Submission 28 

C.1 Identification of points of agreement 28 

C.1.1 Work value conclusions 28 

C.1.2 Work value considerations 29 

C.1.3 Work value evidence 31 

The Nature of the Work 31 

Supervision 33 

The level of responsibility or skill involved in the 

work 

34 

The Environment: The conditions under which work 

is done 

36 

5634



C.1.4 Classification Structure 37 

C.1.5 The Consensus Statement 37 

C.1.6 Award History and properly fixed rates 39 

C.1.7 Full Bench Questions 39 

C.2 The Metals Framework and “properly set” minimum rates 40 

C.2.1 Relevance of Metals Framework 40 

C.2.2 The significance of "properly setting" minimum rates and 

the AQF 

41 

C.2.3 ACT Child Care Decision 44 

C.2.4 Key classification 46 

C.2.5 Intrinsic value of work and the purported utility of the 

Metals Framework 

49 

C.2.6 Consideration of the relevance of teachers as a comparator 

to the RN 

50 

C.2.7 Section 134(e) and the risk of “straying from the C10” 51 

C.3 Classification structures 52 

C.3.1 Nurses Award 52 

C.3.2 Service/ experience based increments 54 

C.3.3 Award coverage of Home Care Employees 56 

C.4 Matters that are, in fact, relevant to work value reasons 56 

C.4.1 Staffing levels 57 

C.4.2 Funding, attraction and retention 59 

Attraction and retention 59 

5635



Funded nature of the industry 62 

C.4.3 COVID-19 64 

C.4.4 Financial pressure 64 

C.4.5 Bargaining 65 

C.4.6 Other disputed areas 66 

C.5 Approach to the “summaries” of evidence in JCS Ann E–F, as well 

as some miscellaneous matters of lay evidence 

67 

C.5.1 Relevance and significance of evidence of union officials 68 

C.5.2 Qualifications, experience, and role descriptions 72 

C.5.3 Submissions about the employer parties’ “weight” 

submissions for ANMF witnesses 

73 

Virginia Mashford—AIN / PCW 73 

Rose Nasemena — AIN / PCW 74 

Christine Spangler — AIN / PCW 74 

Dianne Power — AIN / PCW 74 

Linda Hardman — AIN / PCW 75 

Sherree Clarke — AIN / PCW 75 

Irene McInerney — RN 75 

Jocelyn Hofman — RN 77 

Lisa Bayram — RN 78 

Maree Bernoth — RN 78 

Pauline Breen — RN 79 

Stephen Voogt — NP 81 

5636



Hazel Bucher — NP 81 

Suzanne Hewson — EN 82 

Wendy Knights — EN 82 

Patricia McLean — EN 82 

Kathryn Chrisfield — Occupational Health and 

Safety Unit Coordinator 

83 

Paul Gilbert—Assistant Secretary, Vic Branch 83 

Robert Bonner—Director of Operations and 

Strategy, SA Branch 

84 

Kristen Wischer—Senior Federal Industrial Officer 84 

Conclusion 84 

C.5.4 JCS [4.28(e)]—qualifications 84 

C.5.5 “Routine” and the cadence of the day 85 

C.5.6 ENs not the same role [20.4] 86 

C.6 Expert evidence 87 

C.6.1 JCS Ann J Part 2—Gender pay gap and minimum rates 87 

JCS Ann J Part 2(a)—“The evidence does not 

concern minimum rates in awards” 

88 

“The gender pay gap” 89 

“Gendered undervaluation” 90 

“Gender bias in tribunal decisions” 92 

“‘Low’ Rates” 95 

Conclusion 95 

5637



JCS Ann J Part 2(b)—“No evidence of a gender pay 

gap within the modern award framework” 

96 

“Conclusion” 98 

C.6.2 JCS Ann J Part 3—“Sociological theories for 

undervaluation” 

98 

JCS Ann J Part 3(a)—“Rates in female-dominated 

occupations vs male-dominated occupations” 

99 

JCS Ann J Part 3(b)—“The relevance of “gendered 

undervaluation” and ‘women’s work’” 

99 

“Conclusion” 101 

JCS Ann J Part 3(c)—“The generalised 

consideration of roles and skills” 

103 

JCS Ann J Part 4—“The Spotlight Tool and ‘Invisible Skills’” 103 

JCS Ann J Part 4(a)—“A highly selective academic 

exercise, applicable to all industries” 

104 

JCS Ann J Part 4(b)—“The Spotlight Tool cannot 

prove or substantiate the reason for “Invisibility” 

106 

JCS Ann J Part 4(c)—“Spotlight Skills and Award 

descriptors” 

116 

C.6.4 JCS Ann J Part 5—“The Smith Report” 116 

C.6.5 JCS Ann J Part 9—“The Junor Report” 117 

C.7 Miscellaneous reply matters 117 

C.7.1 Minor errata in the Joint Closing Submission 117 

C.7.2 Palliative Care 117 

C.7.3 Nurse Practitioners 118 

5638



C.7.4 “Clinical care” 118 

D Reply to the Commonwealth’s submissions 119 

D.1 Points of agreement 119 

D.2 Qualifications to the Commonwealth’s submissions 123 

 

 

  

5639



A. Introduction 

1. These submissions of the Australian Nursing and Midwifery Federation (“ANMF”): 

(1) address the questions raised in Background Document 5, published by the 

Full Bench on 05 August 2022; 

(2) reply to the closing submissions dated 22 July 2022 of Aged & Community 

Services Australia (“ACSA”), Leading Age Services Australia (“LASA”), and 

Australian Business Industrial (“Joint Closing Submission,” references taking 

the form JCS [X]); 

(3) reply to the Commonwealth’s submissions of 08 August 2022 (“Cth S [X]”); 

(4) where relevant, address the submissions of the Health Services Union dated 

22 July 2022 (“HSU CS”), and the submissions of the United Workers’ Union, 

dated 25 July 2022 (“UWU CS”). 

2. These submissions should be read and understood in conjunction with the ANMF’s 

closing submissions dated 22 July 2022 (“ANMF CS”). 

3. These submissions are broken up into three large parts.  Part B addresses the questions 

in Background Document 5.  Part C deals with the Joint Closing Submission.  Part D 

addresses the Commonwealth’s submissions. 
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B. Responses to Background Document 5 

4. On 5 August 2022 the Full Bench published “Background Document 5—The 

Applications.”  By its statement [2022] FWCFB 150 also issued 5 August, the Full 

Bench sought short written responses to the questions set out in that document.  Where 

those questions are directed to the ANMF, the ANMF’s responses are addressed below.  

B.1 Question 2 for all other parties: do you agree with the HSU submission that the 

above additional propositions are uncontentious?  

5. The ANMF accepts that the additional propositions identified by the HSU are 

uncontentious.  However, not all uncontentious propositions will carry the same weight.  

The propositions identified by the Full Bench at [116] of Background Document 1 each 

go to core issues of broad significance to the applications currently before the 

Commission.  The additional propositions identified by the HSU are of less direct 

relevance and would not be accorded the same weight. 

6. Further, the requirement for greater numbers of staff with a broad range of skills and 

responsibilities is not limited to clustered domestic and household models of care. 

Greater numbers of staff with a broad range of skills and responsibilities are required 

across residential care more broadly, and indeed across aged care. 

B.2 Question 4 for the ANMF: Does the ANMF agree with the Joint Employer’s 

characterisation of their application (at sections 3.12 – 3.19 of the Joint 

Employer’s closing submissions)? 

7. In JCS [3.13(b)] it is suggested that the ANMF seeks “the creation of a new 

classification structure for employees covered under the Nurses Award that are 

engaged in services for aged persons …” .  

8. As the ANMF Application and ANMF CS Annexure 2 disclose, the ANMF seeks to 

retain the existing Nurses Award classification structure and for it to be incorporated in 

a new Schedule G applying to employees covered by the Nurses Award engaged in the 

provision of services for aged persons. (The full scope of the proposed Schedule is set 

out in ANMF CS Annexure 2.) 

9. At JCS [3.14], the employer parties refer to the ANMF’s proposal as the insertion of a 

new classification structure into the Aged Care Award.  The proposed classification 

structure and associated titles is for a separate personal care stream that nonetheless 

retains the substance of the existing structure of Levels 1 to 4.  Minor changes are 
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proposed to the descriptors at Level 5 to reflect aspects of the work undertaken at that 

level. Background Document 5 at [221] summarises the proposal. 

10. At JCS [3.15], the Joint Employers provide a Table comparing the current classification 

and minimum award rates with the ANMF’s proposed classifications and proposed 

rates involving a 25 per cent increase.  The rates require updating to take account of the 

outcome of the Annual Wage Review 2021-22.  Part B of ANMF CS Annexure 2 sets 

out the proposed rates reflecting the 25% increase sought by ANMF.  The Table below 

contains the updated rates and aligns the proposed personal care stream Grades 1–5 

with the existing Levels: 

 
  Current Rate Current Rate  

+ 25% 

Current Classification Proposed Personal 

Care Employee 

Classification 

Per Week 

$ 

Per Week 

$ 

Aged Care employee - level 1 -   

Aged Care employee - level 2  Grade 1 895.50 1119.40 

Aged Care employee - level 3  Grade 2 929.90 1162.40 

Aged Care employee - level 4  Grade 3 940.90 1176.10 

Aged Care employee - level 5  Grade 4 972.80 1216.00 

Aged Care employee - level 6 -   

Aged Care employee - level 7  Grade 5 1043.60 1304.50 

 

11. At JCS [3.16], the employer parties note that, by the ANMF’s application, only the 

personal care employees covered by the Aged Care Award would receive an increase. 

As has been previously submitted, the ANMF also supports the wages increases sought 

for the other workers who would be affected by those applications. 

12. At JCS [3.17], the employer parties submit that the ANMF’s  “new classification 

structure within the Nurses Award creates a new category of employee within the health 

industry by reference to ‘services for aged persons’ …”.  As clarified above, the ANMF 

proposal is to wholly retain the existing classification structure in Schedule G.  No new 

classification structure is proposed.  Similarly, no new “category of employee” is 
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proposed.  Rather, the current categories of employee are retained in a Schedule 

applying to a those employees engaged in the provision of “services for aged 

persons …”.  So much is acknowledged at JCS [3.18] where the description of the 

proposed Schedule is referred to as “the aged care category”. 

13. At JCS [3.19], the employer parties provide a Table setting out the current rates and 

current rate plus 25 per cent for each classification in the Nurses Award.  Again, these 

rates do not reflect the outcome of the Annual Wage Review 2021-22.  The table at JCS 

[3.19] also omits minimum hourly rates and minimum entry rates entry rates for 

employees with a 4-year degree or a Masters degree, as are now included in clause 15 

of the Nurses Award 2020.  The rates and classifications as proposed by ANMF are set 

out in Part A of ANMF CS Annexure 2, based upon the Nurses Award in its current 

form. 

14. Reference is also made to ANMF’s response to Questions 18 and 19 at paragraphs [46] 

to [54] below in relation to the classification structure as proposed for the Aged Care 

Award. 

B.3 Question 10 for the ANMF and the HSU: what is the ANMF and the HSU’s 

response to the Joint Employers submission about the expert evidence and the 

weight that should be placed on that evidence?  

15. The ANMF has much to say about the Joint Employers submission about the expert 

evidence and the weight that should be placed on that evidence.  That issue is dealt with 

at Part C.6 below. 

B.4 Question 11 for all parties: Noting that the summary of submissions is a high-

level summary only, are there any corrections or additions that should be made?  

16. Part 5 of Background Document 5 provides a summary of the HSU, ANMF and Joint 

Employer’s closing submissions ( [111]–[193]). 

17. ANMF notes the high-level nature of the summary.  In respect of the summary of 

ANMF’s submissions the following observations are proffered: 
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(1)  [142] of the summary drawn from Part A.2.31 covers the same material as [154] 

and [155] drawn from Part G of the ANMF closing submissions.   [142] might 

be combined with [154] and [155]; 

(2) The summary, in dealing with Part A, does not refer to the 14 matters 

summarised in ANMF CS Part A.2.1 of the ANMF closing submissions 

involving changes to the complexity of aged care work and of changes to the 

skill, responsibility and conditions of those employees.  (Although at [156] the 

summary refers to the 13 changes listed by ANMF as work value reasons 

justifying a wage increase in Section I of the closing submissions.)  

(3) Similarly, the summary in dealing with Part A does not refer to the 

5 propositions advanced by ANMF in Part A.2.2 relating to the historical 

undervaluation of direct care workers’ work.  (There is a general reference to 

this issue at [157] of the summary.) 

(4) Reference to the summary material contained in Parts A.2.1 and A.2.2. of the 

ANMF’s closing submissions might be included in the summary. 

B.5 Question 12 for all parties: To the extent that there is a degree of tension 

between the Pharmacy Decision and the Teachers Decision in the application of 

the principles in the ACT Child Care Decision is it common ground that the 

ACT Child Care Decision was made under a different statutory regime to the 

Commission’s statutory task under s.157(2A)? 

18. The ANMF agrees that the ACT Child Care Decision was made under a different 

statutory regime to the Commission’s statutory task under s 157(2A). 

19. The ANMF maintains its submission made at ANMF CS [79] to [86]. 

B.6 Question 13 for all parties: At [16] of its closing submissions, the HSU suggests 

that ‘all significant stakeholders agree that some variation to wages is justified 

by work value reasons and that the view of all major stakeholders is that wages 

need to be “significantly increased”’. What do the other parties say in response 

to the HSU’s submission?  

20. The ANMF concurs with and endorses the HSU submission at HSU CS [16].   

21. The unambiguous statement contained in the Consensus Statement is that “[t]he 

stakeholders agree that wages in the aged care sector need to be significantly 

1  At ANMF CS [20] rather than [16] as suggested at footnote 130. 
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increased” CS [page 1]).  That Statement arose from meetings convened by the Aged 

Care Workforce Industry Council and where “[p]articipants at the meetings came from 

stakeholder organisations that represent the aged care workforce, aged care providers, 

and consumers – older people and their families.” CS [page 1].  The organisations 

which expressly supported the Statement include ACSA, LASA, Carers Australia, the 

Council on the Aging and the union applicants to this proceeding.  The Consensus 

Statement has been filed in this proceeding.   

22. Based upon the contents of the Consensus Statement, the Commission can safely 

conclude that “the view of all major stakeholders is that wages need to be ‘significantly 

increased’”. 

23. The ANMF’s further submission as to points of agreement relating to “Work value 

conclusions” are set out below at identified below at Part C.1.1.  The ANMF also refers 

to its further submissions regarding agreement that may be discerned from the 

Consensus Statement at Part C.1.5 below.  

B.7 Question 14 for all parties: Do the parties agree with the points of agreement 

identified at paragraphs [194]–[201] above? Are there any other significant 

points of agreement that should be identified? 

24. The ANMF agrees that: 

(1) The 16 propositions regarding the changing nature of work in the aged care 

industry set out at paragraph 116 to Background Document 1 are uncontentious. 

(2) The relevant wage rates in the Aged Care Award, Nurses Award and SCAHDS 

Award have never been properly fixed; 

(3) The Commission does not need to consider “significant net addition” or find a 

fixed datum point; and 

(4) The ACT Child Care Decision was made under a different statutory regime to 

the Commission’s statutory task under s 157(2A). 

B.8 Question 15 for the ANMF: The ANMF’s attention is drawn to the above 

paragraphs. How does the ANMF reconcile the Penalty Rates Review with its 

submission that s.157(2A) exhaustively defines ‘work value reasons’? 

25. The ANMF does not contend that section 134(1)(a)-(h) of the FW Act is a code so that 

the Commission would be precluded from considering any other matters in determining 
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whether making the determination is necessary to achieve the modern award objective.  

The ANMF does, however, contend that section 157(2A) exhaustively defines work 

value reasons.   

26. The definition of work value reasons at section 157(2A) adopts different language to 

that used in section 134.  Section 134(1) requires the Commission to ensuring that 

modern awards, together with the NES provide a fair and relevant minimum safety net 

of terms and conditions taking into account certain considerations.   

27. Subsection 157(2A) defines “work value reasons”.2  That section provides that “work 

value reasons are (not include) reasons justifying the amount that employee should be 

paid for doing a particular kind of work, being (not including) reasons related to any of 

the matters prescribed at s 157(2A)(a), (b) and (c).  The word “being” is the present 

participle of the verb “to be”.  It makes clear that “work value reasons” is a definition 

which “means” rather than “includes” reasons related to the matters identified in 

section 157(2A)(a), (b) and (c).  As recognised in Minister for Aboriginal Affairs v 

Peko-Wallsend Ltd,3 the requirement to determine the range of relevant considerations 

by implication from the subject matter, scope and purpose of the legislation, does not 

arise where factors enumerated in a definition are exhaustive.  

28. The Penalty Rates Review decision does not count against this conclusion.  

29. As identified in the Pharmacy Case at [165], the expression “related to” is one of broad 

import that requires a sufficient connection or association between two subject matters.  

Accordingly, the category of things that might constitute a “work value reason” is a 

very large category. Nonetheless, where section 157(2A) is an exhaustive definition, 

matters that are not “related to” the considerations identified in section 157(2A) will 

not be “work value reasons”. 

B.9 Question 16 for the ANMF: is the ANMF suggesting that attraction and 

retention are considerations relevant to the assessment of ‘work value’ under 

s.157(2A)? If so, on what authority does the ANMF rely to support that 

proposition? Alternatively, is it being put that the proposition that the increases 

sought are ‘necessary to attract and retain the number of skilled workers needed 

2  Fair Work Act 2009, s 12 “The Dictionary”. 
3  [1986] HCA 40; 162 CLR 24 at 39-40. 
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to deliver safe and quality aged care’ is a consideration relevant to the 

achievement of the modern awards objective?  

30. It is the ANMF’s submission that evidence going to attraction and retention would be 

relevant to both: 

(1) the identification and assessment of “work value reasons” under 

section 157(2A); and 

(2) achieving the modern awards objective and minimum wages objective. 

31. As to the first proposition, the Commission has evidence from direct care workers about 

the value of their work arising from workers’ own assessment of the value of the work 

they are performing.  That evidence is consistently to the effect that the remuneration 

received by direct care workers fails to properly value their work. 

32. Evidence about the adequacy of wages paid that is related to the nature of the work, the 

level of skill or responsibility involved in doing the work and/or the conditions under 

which the work is done, will be relevant to an assessment of “work value reasons” and 

to determining whether a minimum wage variation is justified by work value reasons.   

33. The ANMF is not aware of a case that decides this; rather, it relies upon the terms of 

section 157(2) and (2A).   

34. The ANMF recognise that Application to vary the Social, Community, Home Care and 

Disability Services Industry Award 20104 (the COVID-19 Care Allowance Case) and 

other decisions of industrial tribunals have considered “attraction rates” to have no 

proper role to play in the fixation of minimum wages.  The ANMF’s submission is not 

that the Commission would set “attraction rates”—i.e., wage rates set at a level which 

are perceived as necessary for an employer to attract and retain sufficient labour.  The 

submission is rather than the Commission is entitled, in deciding whether particular 

rates properly reflect the skill involved in doing a work, its nature, and the conditions 

in which it is done, to look to evidence of workers voting with their feet, or workers’ 

assessments of the comparability of different kinds of work.  

35. This issue is addressed in greater detail below at Part C.4.2. 

4  [2020] FWCFB 4961. 
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36. As to the second proposition at [30] above, better attraction and retention of staff is also 

relevant to the promotion social inclusion through workforce participation and the 

existence of a fair and relevant minimum safety net of terms and conditions in 

accordance with sections 134(1)(c) and 284(1)(b).   

37. Consistent with the approach, the Commonwealth at Cth S [9] recognise “the need to 

ensure that the wages and conditions of the aged care sector support the attraction and 

retention of sufficient workers to meet the expected growth in demand for aged care 

services over the next 30 years”. 

B.10 Question 17 to all parties: do the parties agree with the points of contention 

identified at paragraph [202]–[219] above?  

38. At [202]–[219], Background Document 5 identifies what is described as the main issues 

of contention.  Where relevant, the ANMF addresses those identified points of 

contention below. 

A significant change to the nature of the work of ENs and NPs 

39. At [202] of Background Document 5, reference is made to identified issues in 

contention identified in Background Document 1, including.  The issues identified at 

[124] to [126] of Background Document 1 included a submission by the employer 

parties to the effect that the changes to the work of ENs and NPs did not amount to a 

“significant net addition to work requirements”. 

40. The position of the employer parties on these issues appears to have evolved somewhat 

during the course of the hearing.  The employer parties now:  

(1) do not appear to assert that a “significant net addition” addition to work 

requirements is a requirement for varying minimum wages; 

(2) at JCS [47], contend that “based on the evidence given during the hearing, the 

work undertaken by [ENs] in residential aged care has significantly changed 

over the past two decades warranting consideration for work value”;5 

5  See also Background Document 5 at paragraph [174]. 
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(3) recognise (at JCS [20.4]) that “… the evidence also reveals an increase in the 

level of support that ENs provide to PCWs and the increased supervisory role 

they play”;  

(4) recognise (at JCS [20.5]) that the EN is more frequently placed as the conduit 

between the AIN / PCW and RN, and will make some decisions about when 

issues about nursing care should be escalated to the RN.  This is a change that 

represents a clear “work value reason,” to be taken into account by the 

Commission in its deliberative exercise; and 

(5) do not actively oppose an increase to the award minimum wages for NPs, saying 

instead (at [21.5]) that “the scope of the role of a NP employed by an aged care 

employer from the evidence does not have the same clarity as we have with a 

RN.” 

Is section 157(2A) a code 

41. Whether section 157(2A) is a code (as addressed above at [25] to [29]) appears to 

remain an issue in contention. 

Are attraction and retention considerations relevant to the assessment of work 

value under s.157(2A)? 

42. Whether attraction and retention considerations relevant to the assessment of work 

value under section 157(2A) (as addressed above at [30] to [37]) appears to remain an 

issue in contention. 

The status of the Consensus Statement 

43. The position of the employer parties as to whether the status of Consensus Statement is 

an issue in contention is somewhat opaque.  This issue is addressed further below at 

Part C.1.5. 

The relevance of the C10 classification structure 

44. Contrary to the suggestion at [218] of Background Document 5, the ANMF does not 

accept that the C10 classification structure (or the Metals Framework as it referred to 

in these submissions) is a useful starting point in the proper fixing of minimum rates.  
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45. The position of the ANMF as to the relevance of the Metals Framework is addressed 

further below at Part C.2.1.  The ANMF does agree that the weight to be given to the 

Metals Framework is a matter in contention between the parties. 

B.11 Question 18 for the ANMF and HSU: what is the basis for the difference between 

the number of classification levels in the HSU and ANMF’s proposed 

classification structure for personal care workers? 

46. The ANMF’s proposed classification structure for personal care workers has the same 

number of classification levels as the current Aged Care Award (i.e., grades 1–5).  

Further, each grade would remain aligned with the same classification level of aged 

care employee as it is under the current Aged Care Award. 

47. The ANMF has adopted the HSU’s proposed titles of Senior Personal Care Worker and 

Specialist Personal Care Worker.  The ANMF considers that these are appropriate titles 

for personal care workers at grades 4 and 5 respectively. 

48. It will be for the HSU to satisfy the Commission that an additional classification level 

(aligned with level 6) is necessary to achieve the modern awards objective.  The HSU’s 

proposed level 6 classification “may require formal qualifications at post-trade or 

Certificate IV or Diploma level and/or relevant skills training or experience.”  Its 

proposed level 7 classification “may require formal qualifications at trade or Advanced 

Certificate or Associate Diploma level and/or relevant skills training or experience.”  

49. Advanced Certificates and Associate Diplomas are not known to the Australian 

Qualifications Framework.  It may be presumed that a Diploma is a higher qualification 

than an Associate Diploma, in which case a requirement for the former at level 6 and 

the latter at level 7 should be rejected and particularly in the absence of evidence 

suggesting a work value basis for the requirement.  It appears uncontroversial that a 

Personal care worker grade 5 may require formal qualifications at Certificate IV level 

and, on that basis, the classification structure proposed by the ANMF should be 

preferred. 

B.12 Question 19 for the ANMF and HSU: there are some differences in the 

classification definitions proposed by each party. How does each party respond 

to the classification definitions proposed by the other party?  

50. As noted in [221] of Background Document 5, the ANMF proposes to remove personal 

care workers from the main stream of “aged care employee” in Schedule B and create 
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a new classification structure for them.  Apart from some minor amendments to the 

classification definitions that are a consequence of that proposed variation (e.g., the 

exclusion from the new structure of terms which are expressed to apply only “in the 

case of an admin/clerical employee”), the classification definitions proposed by the 

ANMF are intended to ensure that personal care workers would retain their current 

grade under the Aged Care Award and would not be re-aligned with a lower level. 

51. As indicated in the ANMF’s answer to question 18, the classification definition 

proposed by the ANMF for Grade 5 – Specialist Personal Care Worker (aligned with 

level 7) is intended to clarify that a personal care worker in that classification may 

already require formal qualifications at Certificate IV level.  The classification 

definitions proposed by the HSU would now impose that requirement at level 6 instead. 

52. The HSU’s proposal would also impose a further requirement for a particular 

qualification at level 5.  The ANMF considers that the existing requirement of 

“substantial on-the-job training, may require formal qualifications at trade or 

certificate level and/or relevant skills training or experience” would already encompass 

a relevant unit of competency and that the addition of particular units is unnecessary. 

53. The HSU proposes to add “the responsibility for leading and/or supervising the work 

of others” at level 6.  The existing definition for level 7 already recognises that 

employees at that level “may supervise the work of others, including work allocation, 

rostering and guidance”.  The ANMF proposes to retain this term in the definition of 

Grade 5 – Specialist Personal Care Worker.  The ANMF has also adopted the HSU’s 

proposed references to Dementia Care and Palliative Care and included them in the 

definition for this grade. 

54. It will be for the HSU to satisfy the Commission that the further amendments to the 

classification definitions it proposes are necessary to achieve the modern awards 

objective and would not cause any personal care workers to be re-classified at a lower 

level. 

B.13 Question 21 for the ANMF: Why is it necessary, in the sense contemplated by 

s.138, that the schedule expire after 4 years?  

55. By section 138, a modern award may include permitted terms, only to the extent 

necessary to achieve the modern awards objective. 
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56. As noted by the Full Federal Court in CFMEU v Anglo American Metallurgical Coal 

Pty Ltd6 at [23]: 

“The words ‘only to the extent necessary’ in  s.138  emphasise the fact that it 

is the minimum safety net and minimum wages objective to which the modern 

awards are directed. Other terms and conditions beyond the minimum are to be 

the product of enterprise bargaining, and enterprise agreements under Pt 2-4.” 

57. The ANMF seeks a new Schedule to the Nurses Award for employees otherwise 

covered by the award, where those employees are engaged in the provision of services 

for aged persons.  Clause G.1.1 of the new schedule would provide that the schedule 

will apply until a date, 4 years after commencement.  The expiry of the proposed 

schedule after 4 years is not a matter beyond the minimum terms and conditions that 

would properly be the product of enterprise bargaining, and enterprise agreements. 

58. It has also been recognised that what is “necessary” to achieve the modern awards 

objective in a particular case is a value judgment, taking into account the section 134 

considerations to the extent that they are relevant having regard to the context, including 

the circumstances pertaining to the particular modern award, the terms of any proposed 

variation and the submissions and evidence.7  

59. It is submitted that variations to the Nurses Award sought by the ANMF are necessary 

to provide a fair and relevant minimum safety net of terms and conditions and achieve 

the modern awards objective.  The creation of a new Schedule applying to persons 

engaged in the provision of services for aged persons might give rise to some additional 

complexity. 

60. The clause providing for the expiry of the proposed schedule after 4 years is a clause 

which contributes to ensuring a fair and relevant minimum safety net of terms and 

conditions, having regard to the need to ensure a simple, easy to understand, stable 

modern award system for Australia.  That is, increases to the wages payable to aged-

care workers but not other nurses is, in the ANMF’s submission, appropriate as a 

medium-term solution.  The longer-term solution will follow a subsequent application 

in regard to award wages of non-aged care workers covered by the Nurses Award.  

Inclusion of the 4-year period minimises any adverse impact on the simplicity of the 

6  [2017] FCAFC 123. 
7  See generally: Shop, Distributive and Allied Employees Association v National Retail Association (No.2) 

[2012] FCA 480; (2012) 205 FCR 227; and 4 yearly review of modern awards - plain language re-

drafting - standard clauses [2018] FWCFB 4177 at [12]. 
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modern award system for the purpose of section 134(1)(g) by placing a temporal 

limitation on the operation of the new Schedule.   

61. This issue is addressed in greater detail in Part C.3.1. 

B.14 Question 22 for the ANMF: How does the proposition advanced by the ANMF at 

[57](4) of its closing submissions fit with the observations in the SCHADS 

decision? On what basis is it put that the funded nature of the sector is relevant 

to a consideration of work value?  

62. The ANMF does not press a submission that the funded nature of the sector is related 

to any of the work value reasons under section 157(2A).   

63. However, the ANMF maintains its submission that it is appropriate to take into account: 

(1) difficulties experience in bargaining by reason of the funded nature of the sector 

for the purpose of section 134(1)(b); and 

(2) the additional role played by minimum award rates in the industry where 

employers have limited capacity to pay over award rates because of the funded 

nature of the sector for the purpose of section 134 generally. 

B.15 Question 23 for all parties: What do the parties say about the Aged Care 

Amendment (Implementing Care Reform) Bill 2022 (Cth). Will it affect the 

propositions in Contention 6? 

64. The Aged Care Amendment (Implementing Care Reform) Bill 2022 (Cth) (the Bill) 

would implement Recommendation 86.5 of the Royal Commission.  The 

recommendation was that, by 1 July 2024, the minimum staff standard time should 

include at least one RN on site, per residential facility at all times.  The Final Report 

makes the recommendation on the basis that evidence shows that a continuous nurse 

presence improves the quality of care [FR. 3A. 12.6.3].  

65. The Bill provides a provider must, on and after 1 July 2023, ensure at least one 

registered nurse is on site, and on duty, at all times at the residential facility.  This 

requirement would be subject to exemptions as may be granted in accordance with 

provisions in the Quality of Care Principles.  

66. The Bill, if enacted, would address the important issue of ensuring that there is a 

minimum of one RN on duty in a facility.  It would not address the broader issue of 

changes to skill mix and the general decline in the proportion of nurses in the aged care 
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workforce.  The Bill does not require there to be more than one RN in a residential aged 

care facility at any time.  There is nothing in the Bill about increasing numbers of ENs 

in aged care.   

67. There is a substantial body of evidence currently before the Commission about changes 

to work value as a result of there being fewer RNs in the industry.  For example, as 

identified in the Lay Evidence Report (at [277]), several witnesses gave evidence that 

there are fewer RNs, which puts greater demands on them, and on ENs and personal 

carers. 

68. Part E.2 of ANMF CS addressed evidence pertaining to the “Changes to staffing levels 

and skill mix”.  That evidence overwhelmingly addresses difficulties arising because 

there are fewer RNs in the skill mix.   

69. The evidence of Annie Butler (ANMF Federal Secretary) at [65] – [67] sets out the 

decline in the numbers of overall direct care workers and changes to the composition 

of the workforce. While the overall total of PAYG employees in residential aged care 

increased by 50 per cent from 2003 to 2016, the percent of the total number engaged in 

direct care has decreased from 74 per cent to 65 per cent over that time.  Over the same 

period the number of RNs has decreased from 21% of the direct care workforce to on 

14.6% in 2016. In contrast, the number of PCWs/AINS has increased from 56.5% to 

71.5% of the direct care workforce.  

70. The requirement to have an RN present on site 24/7 will only go some, comparatively 

small way to redress the decline in RN numbers and to alter the skills mix. In nursing 

homes where an RN is already rostered, the introduction of the Bill will have no impact 

on the change in skill mix, as no change will be required. 

71. The Commission would determine whether the variations sought to modern award 

minimum wages are justified having regard to the evidence of work value reasons 

before it.  That evidence is to the effect that are now fewer RNs and ENs working in 

residential aged care facilities.  The ANMF relies on submissions previously made as 

to the consequence of this in relation to work value reasons.  Conversely, there is no 

evidence before the Commission of how the Bill may impact upon work value reasons.   

72. Ultimately, there is no basis to conclude that the Bill will materially affect the issues 

identified in proposition 6, namely that: 
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“Since 2003, there has been a decrease in the number of Registered Nurses 

(RN) and Enrolled Nurses (EN) as a proportion of the total aged care 

workforce. Conversely, there has been an increase in the proportion of Personal 

Care Workers (PCW) and Assistants in Nursing (AIN).” 

B.16 Question 24 for the ANMF: What authority is relied on in support of that 

proposition? Is the ANMF contending that dangerous work warrants a work 

value increase 

73. The ANMF is aware of decisions stating that minimum award wage rates and 

allowances should not seek to compensate for the risk posed to employees from being 

required to work in dangerous conditions, and that the focus should be on removing any 

risk to health and safety so far as is practicable rather than paying employees to put up 

with it. 8   As stated by Commissioner Bennett in Vickers Cockatoo Dockyard Pty 

Limited v FEDFA9 “I am of the opinion that if the work in question is dangerous then 

it should be a matter of removing the danger rather than of the fixing of a penalty 

amount”. 

74. There is an abundance of evidence before the Commission as to the increasing dangers 

faced by direct care workers.  Some of this evidence is identified and addressed at 

ANMF CS Part E.9.  The primary relevance of this evidence is not that employees 

should be paid to “put up with it”, but rather that this relates to work value reasons. 

75. However, as recognised in the COVID-19 Care Allowance Case at [86] the principle 

identified by Commissioner Bennett and set out at [73] above has limitations where the 

danger cannot be removed, and the employees are nonetheless required to perform the 

work as an essential service.   

76. The provision of aged care is a service providing care to vulnerable older people.  That 

service cannot be stopped when a dangerous situation arises.  Aged care workers cannot 

walk away from residents and clients in need of assistance.  The requirement for care 

is continuous, regardless of the danger and so may be distinguished from other 

industries where work may be stopped until the danger is removed.  Additionally, some 

of the dangers involved with the provision of direct care cannot be eliminated as there 

will always be some risk in providing direct, personal care to persons suffering from 

8  For eg., Social, Community, Home Care and Disability Services Industry Award 2010 [2020] FWCFB 

4961 at [86]; Vickers Cockatoo Dockyard Pty Ltd v Federated Engine Drivers' and Firemen's 

Association of Australasia [1981] CthArbRp 101; (1981) 250 CAR 338 
9  [1981] CthArbRp 101, 250 CAR 338. 
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cognitive impairment.  As the prevalence of dementia in aged care increases, so too 

does the risk of violence and aggression.    

77. Whilst it would be possible to remove some of the dangers of aged care work, legitimate 

policy reasons have prevented dangers being removed and, in some circumstances, 

made the work more dangerous.  This is exemplified by the reduced use of physical and 

chemical restraints.  As identified by Sheree Clarke (AIN / PCW) (at [56]), medications 

are a quick and simple way of dealing with behavioural problems.  The reduced use of 

physical and chemical restraints inhibits the ability of direct care workers to remove 

potential risk from the work environment.  Likewise, the shift to and effect of the 

introduction, of “consumer directed care” as a philosophy of care puts the direct care 

worker more frequently in harm’s way. 

78. Navigating dangerous work conditions has involved the development of skills.  As 

identified in the Lay Evidence Report: 

(1) several witnesses gave evidence that they learnt how to deal behaviours and 

aggression in residents, including strategies such as distraction and de-

escalation, in the Certificate III and 4 courses (at [529]); and 

(2) witnesses commonly identified that they learnt strategies, including their formal 

training, about how to deal with aggressive and dangerous behaviours such as 

using de-escalation and distraction strategies (at [530]).  

79. The evidence leaves little doubt that a high level of skill is required to identify, prevent 

and de-escalate violence and aggression.  There is no reason to ignore this skill in 

assessing work value. 

80. Direct care workers also bear a heavily responsibility to protect other residents from the 

risk of violence and aggression.  For example, Sheree Clarke (AIN / PCW) described 

(at PN10044–PN10049) the responsibility she has towards the potential victim where a 

resident is aggressive and going towards another vulnerable older person.  She 

described that she could not just walk away but rather “[y]ou've got to do whatever you 

can to get the attention back on you, away from the more vulnerable person.” 

81. Dangerous conditions also affect the nature of the work and makes for difficult working 

conditions.  For example, Irene McInerney (RN) explained (at [52]) that there is always 

the potential for violence from unpredictable residents who have mixed mental health 
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diagnoses (including dementia).  In response to questioning in cross-examination about 

her experience of being assaulted, Dianne Power (AIN / PCW) said as follows (at 

PN9548): 

“…there's always yelling around you or there's people being resistive or there's, 

you know, you've – there's always – because you're dealing with a lot of people 

that have got a lot of mental health problems, you know, there's always 

something, you know, going on during the shifts.” 

82. This sense of always being on edge as a result of the work conditions was exemplified 

by the evidence Jennifer Wood (home care AIN / PCW), who said (at PN5616) that she 

always kept her car keys in her pocket because you never knew when you might have 

to exit in a hurry.  As identified at ANMF CS [562], this captures, in addition to the 

risk, the awareness on the part of the worker of being at risk, and the need to plan to 

reduce that risk (but never eliminate it).  Beyond just the “danger” to the direct care 

worker, this sort of challenging environment is relevant to the assessment of the skill 

involved in the work, its nature, and the conditions in which it is done.  Put simply, 

direct care work requires (inter alia) heightened awareness, an ability to perceive and 

address threats to oneself or others (including pre-emptively), and all of this in stressful 

conditions. 

83. As the prevalence of dementia and other cognitive impairment increases in aged care, 

so too will the danger of that work and need for direct care staff to have and exercise 

additional skills and responsibility for their own health and safety, and that of residents 

and clients.  The nature of the aged care work and conditions under which the work is 

done have become more dangerous which in various ways relates to work value 

reasons. 
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C. The Joint Closing Submission 

84. The Joint Closing Submission is constituted by: 

(1) a primary part addressing 24 topics; 

(2) Annexures A to J described as the employer parties’ evidence review; 

(3) Annexures K to O being extracts from the employer parties’ Opening 

Submissions, filed 4 March 2022; and 

(4) Annexure P, containing answers to questions posed by the Full Bench in 

Background Document 1. 

C.1 Identification of points of agreement 

85. It is apparent from the Joint Closing Submission that there is a substantial measure of 

agreement on a range of important matters  This Part C.1 identifies (non-exhaustively) 

matters that are agreed between the parties, under the following headings: 

(1) Work value conclusions; 

(2) Work value considerations; 

(3) Work value evidence; 

(4) Aged Care Classification structure; 

(5) The Consensus Statement; 

(6) Award history and properly set rates; and 

(7) Full Bench questions. 

C.1.1 Work value conclusions 

86. The Joint Closing Submission (at JCS [4.47]) concludes that the work of RNs, ENs, 

and Certificate III carers as well as experienced care workers, has significantly changed 

over the last two decades, warranting consideration for work value reasons. 

87. In the case of personal care workers, the Joint Closing Submission at (JCS [9.23]) 

recognises work value reasons affecting work, including: 
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(1) the change in the nature of work as a result of providing care to residents with 

predominantly high care needs; 

(2) the change in the nature of work involved in providing care to residents with 

complex needs; and 

(3) assisting registered nurses with more complex clinical activities.  

88. In the case of ENs, the employer parties (at JCS [20.4]–[20.5]) submit:  

(1) “….the evidence also reveals an increase in the level of support that ENs 

provide to PCWs and the increased supervisory role they play”; and 

(2) the EN is more frequently placed as the conduit between the PCW and RN and 

will make some decisions about when issues about nursing care should be 

escalated to the RN.  This is a change that represents clear “work value reason,” 

to be taken into account by the Commission in its deliberative exercise. 

89. In the case of RNs, the employer parties conclude (at JCS [19.6]) that: 

“the shift in emphasis with respect to the administrative/management duties of 

the work performed by the RN, and the increase in accountability, represent 

clear 'work value reasons' to be taken into account by the Commission in its 

deliberative exercise.” 

90. The ANMF agree with the conclusions in respect of work value as set out above while 

noting that the ANMF's position is not so confined either in respect of the employees 

affected by work value change or the extent and scope of that change. 

C.1.2 Work value considerations 

91. The Joint Closing Submission sets out a range of matters arising from the evidence 

relevant to the Commission’s assessment of work value.  These include the following: 

(1) The impact of increased regulatory requirements  on work in aged care generally 

involving increased expectations, the need for responsiveness to client and 

resident preferences, the care required of complex behaviours and changes in 

restrictive practices (at JCS [4.28(a)]); 

(2) Delayed entry to residential care, increased incidence of complex health 

conditions and dementia and increased palliative care have had implications for 

the work undertaken (at JCS [4.28(c)]–[4.28(d)]; [9.17]); 
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(3) Increased preferences on the part of employers for Certificate III qualifications 

to be held by personal care workers is a feature of the work (at JCS [4.28(e)]); 

(4) The intensity of work occasioned by higher care needs and the impact of 

regulation has had an impact on the work of RNs, ENs and PCWs (at JCS 

[4.28 (f)], [9.17] and [9.22]); 

(5) The explicit adoption of a person-centred care approach has required 

responsiveness and adaptability of the staff providing direct care (at JCS 

[4.28(g)], [9.18] and [9.22]); 

(6) This changed approach had led to RNs being required to change approach in 

regard to their engagement with families and next of kin, and employees are 

required to ensure sociability with families and visitors (at JCS[4.28(h)]); 

(7) Experienced care employees (AINs / PCWs) are highly valued for their ability 

to apply their accumulated skills and experience (at JCS [4.28(k)]); 

(8) ENs have developed a supervisory responsibility in respect of PCWs and a 

generally more active supervisory role (at JCS [4.28(q)], [4.28(r)] and 

[4.28(w)], [20.4] and [20.5]); 

(9) The work of RNs has changed, with increasing administrative and managerial 

responsibilities along with their direct care responsibilities involving different 

and additional responsibility (at JCS [4.28(t)], [19.4], and [19.6]); and 

(10) ENs and PCWs/AINs increasingly operate under general supervision rather than 

the direct supervision working alongside a registered nurse (at JCS [4.28(u)] 

and [9.22]). 

92. The ANMF agrees that all the factors set out above are established on the evidence and 

are relevant to the Commission's task of assessing the work value of the RNs, ENs and 

AINs / PCWs.  The sixteen propositions listed at [116] of Background Document 1 and 

repeated at [93] of Background Document 5 are not repeated here.  As is noted at [94] 

of Background Document 5, the ANMF and Joint Employers agree that those 

propositions are uncontentious. 
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C.1.3 Work value evidence 

93. At JCS [2.1(b)], the Joint Closing Submission refers to their summary of evidence by 

reference to the factors the employer parties identify as relevant to the evaluative task 

before the Commission. 

94. In Annexures A, E and F, the employer parties have adopted a number of conventional 

headings for the purpose of its “Summary of Evidence” of each of carers, registered 

nurses and enrolled nurses, as follows: 

(1) The nature of the work performed; 

(2) Supervision; 

(3) Level of responsibility and skill involved; and 

(4) Environment - the conditions under which work is done. 

95. Under each of these four headings the Joint Closing Submission identifies numerous 

aspects of the evidence to be taken into account by the Commission. 

96. In the following paragraphs the ANMF refers to factors in the Joint Closing Submission 

concerning the evidence that it wishes to expressly endorse as supported by the 

evidence and as relevant to the Commission's task.  The headings adopted in the Joint 

Closing Submission have been maintained for the purpose. 

The Nature of the Work 

97. The Joint Closing Submission recognises the following with respect to the nature of the 

work performed by AINs / PCWs, with which the ANMF agrees: 

(1) The work is complex, physically, emotionally and mentally draining and 

stressful (at JCS Ann A [2.12] and [2.93]); 

(2) The nature of the work calls upon requirements for judgement, time 

management and good communication and the ability to readjust to changing 

staff and work needs (at JCS Ann A [2.11]); 

(3) Caring work is specialised with many aspects to it (at JCS Ann A [2.34]); 

(4) RNs and AINs / PCWs work as a team (at JCS Ann A [2.35]); 
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(5) Violence and verbal abuse are a feature of the nature of the work (at 

JCS Ann A [2.47(a)]); 

(6) Recipients of aged care are of higher acuity, and thus more assistance is required 

and higher expectations have arisen about the level of care required as a 

consequence of the higher acuity (at JCS Ann A [2.47(c)]); 

(7) There are more complex behaviours exhibited by residents requiring monitoring 

for falls, wandering, self-harm and violence to staff or other residents (at 

JCS Ann A [2.63]); 

(8) The work is physically demanding as care needs have become more complex 

(at JCS Ann A [2.64]); 

(9) Responding to a diverse resident population together with an awareness of 

different culture and custom and ways of treating family is a feature of the work 

(at JCS Ann A [2.65]); and 

(10) Every day is different and the work is challenging (at JCS Ann A [2.77]). 

98. The Joint Closing Submission recognises the following with respect to nature of the 

work performed by ENs: 

(1) The work is stressful, physically and emotionally demanding and the work load 

is heavy and ever increasing (at JCS Ann F [1.8] and [1.29(b)]); 

(2) Skills required include observational skills, medication knowledge, maintaining 

hydration, provision of social support and palliative care and training staff about 

dementia (at JCS Ann F [1.9] and [1.10]); and 

(3) Increased occupational violence and aggression and increased care needs in 

view of the prevalence of dementia are a feature of the work (at JCS Ann F 

[1.19(a)], [1.19(b)] and [1.19(e)]). 

99. The Joint Closing Submission recognises the following with respect to nature of the 

work performed by RNs: 

(1) Many residents now require full assistance and thus a requirement for consistent 

re-evaluation of their care needs (at JCS Ann E [2.6(a)]); 
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(2) In the residential care centre there is always the potential for violence (at JCS 

Ann E [2.6(b)]); 

(3) RNs are called upon to exhibit a variety of skills including clinical assessments, 

care planning, provision of timing clinical interventions, evaluation and 

monitoring of care services and this has required increased sophistication (at 

JCS Ann E [2.21]–[2.22]);  

(4) The residents have more complex needs, there are increased documentation 

requirements, more mental health issues among residents and less direct 

supervision by RNs in the delivery of direct care (at JCS Ann E [2.55]); 

(5) The work is more challenging due to the impact of meeting resident preferences, 

the requirements in dealing with elder abuse and caring for palliative patients 

(at JCS Ann E [2.67]); and  

(6) The time resources and skills associated with the work have increased such that 

the time resources and skills associated with managing residents with complex 

behaviours and to provide high-level quality of life for residents in aged care 

has dramatically increased over recent years (at JCS Ann E [3.8]). 

Supervision 

100. The evidence as to supervision arrangements in respect of RNs, ENs and AINs / PCWs 

is consistent and clear.  The Joint Closing Submission identifies the following position 

as  reflecting the evidence concerning supervision: 

(1) AINs / PCWs are supervised by RNs or ENs to whom they report concerns 

about resident status condition (at JCS Ann A [2.36], [2.49], [2.66], [2.78], 

[2.80], [2.95], and JCS Ann E [2.11] and [2.71]); 

(2) RNs and ENs are in charge of shifts (at JCS Ann A [2.14]); 

(3) RNs have responsibility for and supervise the care needs of residents (at JCS 

Ann A [2.15]); 

(4) RNs supervise ENs (at JCS Ann F [1.11], [1.20] and [1.30]) and ENs supervise 

carers (at JCS Ann F [1.21]); 
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(5) RNs perform the role of RN In Charge on each shift, and are thereby responsible 

for the supervision of fellow RNs, ENs and care staff (at JCS Ann E [2.7], [2.23] 

and [2.40]); and 

(6) RNs perform a clinical care coordinator role having an overall responsibility for 

the day-to-day running of the care of residence.  The clinical care coordinator 

delegates care responsibility to RNs (at JCS Ann E [2.39]). 

101. The ANMF agrees with this material and submits it is uncontroversial.  Of course, the 

ANMF's own submissions have more to say about the subject.  

The level of responsibility or skill involved in the work 

102. The Joint Closing Submission identifies a range of matters under the heading of level 

of responsibility or skill involved including: 

(1) The need for AINs / PCWs to plan work carefully and work as a team (at JCS 

Ann A [2.37]); 

(2) The skill of AINs / PCWs is exercised in respect of numerous areas of work: 

manual handling; documentation; the making of observations; the delivery of 

care (eye, oral and stomas); the training of staff; the delivery of social support; 

palliative care and medication administration or assistance (at JCS Ann A [2.38] 

and [2.68]); 

(3) The development of compassion and empathy for families and understanding 

their expectations and better communication skills are required in the area of 

palliation (at JCS Ann A [2.51]); 

(4) A substantial responsibility rests with AINs / PCWs in the absence of an RN on 

site at night (at JCS Ann A [2.52(a)]); 

(5) Documentation skills are required of AINs / PCWs by ACFI (at JCS Ann A 

[2.68(k)]); 

(6) Observational skills are required in respect of residents’ physical state and 

behaviour; as is maintaining relationships with residents and families 

adequately (at JCS Ann A [2.83] and [2.99]); 
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(7) The nature of clinical work for an EN in home care involves changing catheters, 

wound care (including drains) treating ulcers, applying skin creams including 

medication, medication, assessments for mobility, skin integrity and weight; 

continence advice and documentation (at JCS Ann F [1.34]); 

(8) ENs undertake medication administration, pressure area assessments and 

wound care (JCS Ann F [1.22]) as well as blood pressure and blood sugar 

readings (at JCS Ann E [2.11(a)], [2.11(b)]); 

(9) ENs administer Schedule 4 medication and insulin; act as checker on Schedule 8 

medication administration; and undertake  wound care as assigned (at JCS 

Ann F [2.11(a)]) as well as  falls initial assessment; catheter care; contributions 

for care plans (at JCS Ann E [2.41]); 

(10) Registered nurses have responsibility for assessing and delivering more 

complex care (at JCS Ann E [2.8]–[2.9]); 

(11) RNs have responsibility for assessment and decision making in relation to falls, 

skin tears, bedsores and wounds (at JCS Ann E [2.11(b)(i)]–[2.11(b)(ii)] and 

[2.41]); 

(12) RN responsibilities include delegating and coordinating the work of care staff; 

liaising with doctors and family members; assessing the efficacy of residents’ 

medication regime and pain management; wound care; mentor and supervise 

staff; writing care plans; preparation of incident reports; notifying families of 

resident death; a manager role of being in charge (at JCS Ann E [2.26] and 

[2.28]); 

(13) RNs have  responsibility for managing staff and supervising ENs and AINs / 

PCWs (at JCS Ann E [2.40] and [2.42]); 

(14) RN after hours coordinators have overall clinical responsibility and for non-

clinical issues in the facility (at JCS Ann E [2.42]); 

(15) Clinical and non-clinical skills are required in relation to palliative care  together 

with empathy and compassion (at JCS Ann E [2.44]); and 
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(16) RNs have responsibility for writing and reviewing care plans (at JCS Ann E 

[2.69]) and for the supervision and direction of AINs / PCWs (at JCS Ann E 

[2.71]). 

103. The ANMF, while relying upon its own concluding submissions, and in particular its 

approach to the evidence adopted in those submissions with a focus on themes, agrees 

with the Joint Employer Submissions in identifying the matters listed above as relevant 

to the Commission's task in respect of the skill and responsibility involved.  The range 

of skills exercised in the delivery of direct care identified by the parties’ submissions is 

reinforced by the evidence of the “interventions” identified in the course of the National 

Aged Care Staffing Skills Project Report 2016 and provided at Annexure “RB 2” to the 

Statement of Robert Bonner.10 

The Environment: The conditions under which work is done 

104. Factors identified in the Joint Closing Submission under the heading of the “Conditions 

under which the work is performed” include those listed below.  These aspects of the 

work have application to all direct care workers, although they may have been identified 

in the Joint Closing Submission in respect of a particular classification. The ANMF 

agrees these matters are relevant to the Commission's task:  

(1) The small size of rooms and bathrooms impairs safe manoeuvring of residents 

and creates tripping hazards (at JCS Ann A [2.23(a)]–[2.23(b)]); 

(2) The environment involves physical and verbal aggression (at JCS Ann A 

[2.23(c)]–[2.23(d)], [2.71], [2.86] and JCS Ann E [2.73]); 

(3) There is need for risk assessments in respect of possible resident falls (at JCS 

Ann A [2.54]); 

(4) Responding to dementia and associated behaviours on the part of residents (at 

JCS Ann A [2.85]); 

(5) The work is dirty  in the sense of being required to clean up urine, faeces, vomit 

and blood (at JCS Ann A [2.102]); and 

10  Witness Statement of Robert Bonner dated 29 October 2021 at [18] and “RB 2” (tab 187 10978) 
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(6) The facility layout has made it hard to deliver care as a result of distances 

involved and difficulty in observing residents (at JCS Ann F [2.48]). 

C.1.4 Classification Structure 

105. The Joint Closing Submission (at JCS [4.37]–[4.38]) accepts that there is merit in the 

restructure of the aged care classification structure into a care stream and a general 

services strain.  This proposal is part of ANMF’s application (see ANMF CS [870]ff). 

C.1.5 The Consensus Statement  

106. In its Closing Submissions (at ANMF CS [26]–[28]), the ANMF addressed the position 

of ACSA and LASA in respect of the Consensus Statement, submitting that the position 

of the employers should be understood consistently with the Consensus Statement. 

Those submissions are relied upon, but not repeated here.  

107. The Joint Closing Submission is expressed to “represent the position of the employer 

interests” (JCS [2.1(a)]).  The Joint Closing Submission addresses the question from 

the President in respect of the status of the Consensus Statement vis-a-vis their opening 

submissions on the basis that “The Consensus Statement does not override the 

submissions filed by the employer interests and certainly cannot override findings 

available from the evidence” (JCS [2.8]). 

108. Five matters arise: 

(1) The Commission should reject the implicit submission (as JCS App P [2.9]) that 

the employer parties ought not be held to the Consensus Statement because the 

union parties had the opportunity to cross-examine the Chief Executive Officer 

of ACSA about this.  Paul Sadler (CEO of ACSA) gave oral evidence on 

11 May 2022,11  more than two weeks after the question was posed by the 

President to the employer parties about inconsistencies between the Consensus 

Statement and submissions of the employer parties.  This was a matter for the 

employer parties to address.  As identified by the President in his question to 

Mr Ward, the ANMF and HSU had made their position clear in written 

11  Transcript [PN12202]ff. 
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submissions (filed on 21 April 2022).12  No issue of fairness to the employer 

parties arises as a result of not cross-examining Mr Sadler about this.13 

(2) The Joint Closing Submission does not, in any event, depart in any significant 

respect from the Consensus Statement and the matters "over which the parties 

have reached agreement.”  Almost every one of the matters listed in the 

numbered paragraphs of Consensus Statement has been adopted in the Joint 

Employer Submissions as a matter to be taken into account by the Commission 

in respect of the ANMF’s application.  Indeed, the consensus reflected in the 

numbered paragraphs of the Consensus Statement is maintained and expanded 

upon in the parties’ closing submissions.14. 

(3) The recognition in the Consensus Statement that “wages in the aged care sector 

need to be significantly increased” is not inconsistent with anything said in the 

Joint Closing Submission in respect of the ANMF’s applications.  On the 

question of a wage increase the position put in the Joint Closing Submission is 

simply that the employers “do not support an arbitrary increase of 25%” (JCS 

Ann P [3.2]).  At  JCS [4.47], it is said  that the work of RNs, ENs and 

Certificate III care workers (and experienced care workers) has significantly 

changed for work value reasons. 

(4) The omission of AINs / PCWs without a Certificate III from the conclusion at 

JCS [4.47] is not supported by the evidence as is apparent from the ANMF’s 

submissions and as reflected in the employer parties’ own submissions in 

respect of work value considerations and work value evidence referred to above.  

The omission of reference to NPs seemingly arises from the employer parties’ 

conclusion that the scope of the role “does not have the same clarity as we have 

with a RN” (JCS at [21.5]).  The implicit assumption that NP’s are immune from 

all the system-wide changes affecting RNs the subject of the evidence before 

12  Reply Submissions of the Australian Nursing and Midwifery Federation, dated 21 April 2022 at [8] and 

Part C.1 and Outline of Submissions in Reply for the Health Services Union and Other Applicants, dated 

21 April 2022 at [28]. 
13  Browne v Dunn (1893) 6 R. 67. 
14  The exceptions are that numbered items 6 and 14 are not expressly addressed by the Joint Closing 

Submissions and items 18, 19 and 22 are of less relevance to the ANMF’s application. 
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the Commission is unsustainable.  The ANMF refers to its submissions in 

respect of NPs (in the ANMF CS, including at Part D.7 and below at C.7.3). 

(5) So far as there is inconsistency as between the Joint Closing Submission and 

the Consensus Statement, the ANMF repeats its submissions at ANMF CS [26]–

[28]. 

109. Accordingly, the ANMF submits that the Commission can rely upon the Consensus 

Statement as properly representing the position of the stakeholder parties to the 

statement, including ACSA and LASA, in respect of the ANMF’s application. 

C.1.6 Award History and properly fixed rates 

110. The evidence in respect of the Award history of the Aged Care Award and the Nurses 

Award provided by ANMF and HSU was unchallenged.  The summary of that history 

material as supplemented by the Commission in relation to award modernisation in 

Background Document 2 is uncontentious (see JCS App P [4.2] and ANMF CS [73] 

and [75]) as recognised in Background Document 5 (at [107]–[110]). 

C.1.7 Full Bench Questions 

111. In Background Document 1, published on 9 June 2022, the Full Bench sought answers 

from the parties on a number of Questions.  Insofar as the position of the employer 

parties and the ANMF are concerned there is agreement on the following answers: 

(1) Question 2:  the Joint Closing Submission agrees with ANMF’s proposition 

(JCS App P [3.5(d)]); 

(2) Question 5: Agreed (JCS App P [ 3.10] and ANMF CS [59]); 

(3) Question 7: Agreed (JCS App P [3.15] and ANMF CS [60]); 

(4) Question 8: Agreed (JCS as to datum point JCS App P [3.19] as to a significant 

change being necessary, also JCS [4.22] and ANMF [63]); 

(5) Question 10: Agreed not contentious (JCS App P [3.25] and ANMF CS [67]); 

(6) Question 12: Agreed not contentious(JCS App P [3.27] and ANMF CS [69]);  

(7) Question 13: Agreed s 284(1)(e) not relevant (JCS App P [3.28] and ANMF CS 

[70]); and 
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(8) Question 14: Agreed not contentious (JCS [3.32] and ANMF [71]). 

C.2 The Metals Framework and “properly set” minimum rates 

C.2.1 Relevance of Metals Framework 

112. By their opening submissions, the employer parties submitted that Commission should 

be primarily guided by the C10 framework (or the classification framework set out in 

the Manufacturing and Associated Industries and Occupations Award 2020 (“Metals 

Framework”)) in properly setting minimum wages in modern awards.15  That position 

is not expressly re-stated in the primary part of the Joint Closing Submission, but is 

adopted at JCS Ann K [1.27]. 

113. At first blush, the position now put in the Joint Closing Submission might be seen as 

more nuanced, stating that the Metals Framework will have utility should the 

Commission be satisfied that there is justification to vary minimum wage rates (see 

JCS [4.25]). 

114. However, it is uncontroversial that some increase (indeed a significant increase)16 to 

the minimum award rates covered by the ANMF application is justified by work value 

reasons.  As such, the position of the employer parties on this issue has evolved very 

little.  The Metals Framework is now described (at JCS [4.48]) as an effective starting 

point (and for some an end point) in any exercise apportioning value to a classification.  

Indeed, the employer parties contend (at JCS [7.8]) that the Commission should be 

“strongly guided” by the Metals Framework in properly setting minimum wages. 

115. In addition, the Joint Closing Submission also retains as Annexures previous 

submissions regarding the Metals Framework, including as to fixing rates by 

identification and application of a key classification under the Metals Framework 

described the ACT Child Care Decision. 17   This issue and the submissions of the 

employer parties in this respect are addressed further below at Part C.2.4. 

116. These submissions seek to subvert the Commission’s statutory task and would not be 

accepted. 

15  Joint Submissions [4.27]. 
16  Consensus Statement p 2. 
17  See JCS Ann M [1.26] to [1.30]. 
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117. The current applications involve the exercise of statutory power by the Commission 

under section 157 of the FW Act.  Whether existing wages were or were not “properly 

set” or do, or do not align with the Metals Framework does not answer the central 

statutory question, namely whether work value reasons justify an alteration to award 

minimum rates.  Nor does the application of the Metals Framework directly address 

whether a variation of modern award minimum wages is necessary to achieve the 

modern awards objective, or minimum wages objective. 

118. The proper approach to the Metals Framework is that it may, in some cases, be relevant 

in addressing the statutory questions thrown up by section 157—but it is not the 

statutory question.  The starting point and end point in any exercise apportioning value 

to a classification are the identified work value reasons.  Any application of the Metals 

Framework should not distract from the Commission’s statutory task.   

C.2.2 The significance of "properly setting" minimum rates and the AQF 

119. It does not appear to be controversial that the current minimum award rates relevant to 

these applications have not been properly set.  The ANMF agrees with the “provisional 

view” of the Commission that relevant wage rates in the Aged Care Award, the Nurses 

Award and the SCHCADS Award have not been properly fixed.18   

120. The employer parties opened their case on the basis that “[o]ne of the things that we 

appear to agree on with the applicants is that the minimum rates under review have not 

previously been properly set”.19  The employer parties continue to not dispute this 

provisional view.  It is said on behalf of the employer parties that the Commission has 

never undertaken an exercise to properly set the minimum rates for the Aged Care 

Award and SCHCADS Award.  However, for the Nurses Award, the employer parties 

now contend that the position is “little less clear, although it is clear that such an 

exercise was not undertaken in award modernisation or since 2010”.20 

121. At JCS [7.4(a)], the employer parties also rely upon a statement by Commissioner 

Hingley made in 2003 to the effect that the rates in a pre-reform award (said to have 

18  [2022] FWCFB 94 at [7.1].  See ANMF CS [91(1) and (2)], for reasons including that there has been an 

historical undervaluation and that “invisible skills” have not been taken into account (in part because of 

gender bias). 
19  Transcript, 26 April 2022, [PN377] Mr Ward. 
20  Email from Alana Rafter, 27 July 2022 and JCS [7.4] to [7.5]. 
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been used as the basis for the classification structure of the Nurses Award) were 

“properly set minimum rates.”  Two points of clarification should be made: 

(1) Firstly, Commissioner Hingley’s identification of “properly set minimum rates” 

did not follow the application of wage fixing principles at that time.  Rather, the 

description of the rates there as “properly set” was referrable to the paid rates 

review undertaken in 1998 and the subsequent arbitrated safety net 

adjustment;21 and 

(2) Secondly, the classifications included in the relevant award at this time did not 

include AINs. 

122. To the extent that it remains relevant, the ANMF takes issue with the statement in the 

employer parties’ opening submissions and extracted in Annexure M to the Joint 

Closing Submission to the effect that “[p]rior to varying the minimum rates in the 

awards, the Commission must form a view as to whether the minimum rates were ever 

‘properly set’” (emphasis added, JCS Ann M [1.1]).  This submission is not supported 

by the terms of the FW Act and misstates the effect of previous decisions of the 

Commission.  The position as identified in the Pharmacy Award Decision22 at [168] 

was as follows (emphasis added): 

“Fifth, it would be open to the Commission have regard, in the exercise of its 

discretion, to considerations which have been taken into account in previous 

work value cases under differing past statutory regimes. For example, although 

as already stated s.156(4) contains no requirement for the measurement of 

work value changes from a fixed datum point, we consider it likely that the 

Commission would usually take into account whether any feature of the nature 

of work, the level of skill or responsibility involved in performing the work or 

the conditions under which it is done has previously been taken into account 

in a proper way (that is, in a way which is free of gender bias and any other 

improper considerations) in assessing wages in the relevant modern award or 

its predecessor in order to ensure that there is no “double counting”.” 

123. The Full Bench in the Teachers Case at [218] cited the above passage with approval.  

The Full Bench did not endorse a position whereby Commission must form a view as 

to whether the minimum rates were ever properly fixed prior to varying minimum 

award rates. 

21  At [15] and [16]. 
22  4 yearly review of modern awards - Pharmacy Industry Award 2010 [2018] FWCFB 7621. 
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124. The Joint Closing Submission at [7.12]–[7.13] also contends that the Australian 

Qualifications Framework (“AQF”) provides objective criteria which are additional to 

the Metals Framework, which is nationally regulated, to assist with the alignment of 

classifications across modern awards.  It is said that the AQF provides a consistent 

means for aligning qualifications, by reference to the competencies and learning 

outcomes of each AQF level.  

125. Whilst it may be accepted that the AQF may be used to conduct a comparison between 

classifications and the Metals Framework, this adds little to the utility of the Metals 

Framework and is not a satisfactory proxy for work value.  So much has been 

recognised by ABI. 

126. Upon publishing the Pharmacy Award Decision, the Commission invited submissions 

on various matters, including on the lack of alignment in pay rates and relativities as 

between pharmacists under the Pharmacy Award and those for classifications requiring 

equivalent qualifications under Metals Framework, as well as a lack of a consistent 

relationship with the AQF.23  The submissions of ABI in response to that issue were as 

follows (emphasis added): 

“The structure of classifications in the Manufacturing Award and the nexus 

with C10 had not been the subject of arbitral consideration and the Commission 

should be cautious in treating these as an unalterable or unquestionable 

reference point. It was, ABI submitted, reasonably open to question how 

comfortably the manufacturing classification structure and the C10 nexus sat 

with a contemporary work value assessment as contemplated by s 156(4) and 

also ss 134 and 135 of the FW Act. It was also highly questionable whether the 

AQF alone could serve as a satisfactory proxy for determining work value.”24 

127. The issue addressed by ABI in that submission was subsequently referred to the 

President for consideration as to the procedural course to be taken.  After receiving that 

referral, the President issued a Statement in which his Honour expressed a provisional 

view that awards with classifications requiring undergraduate degrees should be 

referred to a separate Full Bench.25  Further, the President stated at [15] that the Full 

Bench may take into consideration, among other things, “whether the AQF alone is a 

satisfactory proxy for determining work value.” 

23  4 yearly review of modern awards - Pharmacy Industry Award 2010 [2018] FWCFB 7621 at [194] – 

[198] and [199]. 
24  See 4 Yearly Review of Modern Awards--Pharmacy Industry Award [2019] FWCFB 3949 at [9]. 
25  Section 157 proceeding [2019] FWC 5934 at [13]. 
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128. As is appropriately conceded by the Joint Closing Submission (at JCS [4.13]), the 

Metals Framework is inherently situated in an industrial sector context not a health 

sector context.  As such, the utility of the Metals Framework for assessing work values 

in the health sector is particularly limited. 

129. Likewise, the AQF alone cannot serve as a satisfactory proxy for determining work 

value.  The task of the Commission remains to determine the applications having regard 

to “work value reasons” and the necessity to achieve the modern awards objective. 

130. Despite the limited utility of the Metals Framework acknowledged by the employer 

interests, the Joint Closing Submission goes on to suggest (at JCS [7.14]) that this 

framework may be used to inform the assessment of the nature of the work and/or the 

work environment.  Respectfully, that suggestion should be rejected.  The case of the 

employer interests has not demonstrated how the Metals Framework may be so used 

here.  There is no evidence and no submission about how the framework might be used 

to value work within a particular industrial context, recognising matters such as 

supervision.  To the contrary, as identified above, the employer interests recognise that 

the Metals Framework is inherently situated in an industrial sector context not a health 

sector context.   

131. In truth, the Metals Framework is a blunt instrument.  Any use of it in this proceeding 

would be heavily reliant on the third step described in the ACT Child Care Decision, 

discussed below. 

C.2.3 ACT Child Care Decision 

132. The Joint Closing Submission does not now directly reference three-step process for 

proper fixation described in the ACT Child Care Decision26 in the primary part of the 

submissions.  However, in addition to contending that Commission should be strongly 

guided by the Metals Framework, the Joint Closing Submission includes Annexure M, 

“The Legal Principles and Authorities that inform the Approach by which Minimum 

Rates are ‘Properly Set’,” extracted from the employer parties’ Opening Submissions. 

26  Re Australian Liquor, Hospitality, and Miscellaneous Workers’ Union, PR954938, 13 January 2005, 

[2005] AIRC 28 (Ross VP, Marsh SDP, Deegan C) (“ACT Child Care Decision”). 
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133. In Annexure M, heavy reliance is placed on the ACT Child Care Decision as informing 

the approach by which minimum rates are said to be “properly set”. 

134. As identified in ANMF CS [79]–[86], the ACT Child Care Decision was made under a 

different statutory regime and pursuant to wage-fixing principles which no longer exist.  

It is no longer the correct approach to the Commission’s statutory task under section 

157(2)–(2A).  The legislature chose to only import the fundamental criteria used to 

assess work value changes contained in earlier wage fixing principles. 

135. In any event, even if the three-step process described in the ACT Child Care Decision 

is useful to apply in the context of a particular section 157 application, the way in which 

those three steps should be applied is exemplified by the Teachers Case [2021] FWCFB 

2051.  There are four points to be made about that: 

136. First, the three steps from the ACT Child Care Decision are as follows: 

“1.  The key classification in the relevant award is to be fixed by reference 

to appropriate key classifications in awards which have been adjusted 

in accordance with the MRA process with particular reference to the 

current rates for the relevant classifications in the Metal Industry 

Award. In this regard the relationship between the key classification 

and the Engineering Tradesperson Level 1 (the C10 level) is the 

starting point. 

2.  Once the key classification rate has been properly fixed, the other rates 

in the award are set by applying the internal award relativities which 

have been established, agreed or maintained. 

3.  If the existing rates are too low they should be increased so that they 

are properly fixed minima.” 

137. Second, Annexure M to the Joint Closing Submission quotes these three steps (at 

JCS Ann M [1.26]), but then go on (at JCS Ann M [1.30]) to omit the third of the three 

steps—despite that the third step is, as explained below, critical. 

138. Third, the first two steps in the above three-step process involve establishing the rate 

for the “key classification,” and then setting internal relativities.  The third step 

contemplates that, even after this is done, “existing rates” may be “too low,” and 

therefore should be raised.  A reason why those rates, even after application of the 

Metals Framework, may be too low is that the rates as thereby set fail to have regard to 

changes in work value over time or where work in a female-dominated occupation or 

industry has been historically undervalued.  That is, even if there is some alignment 

with the Metals Framework, that is not a substitute for a proper work value assessment. 
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139. In this light, in one way or another—i.e., as an application of ACT Child Care Decision 

step 3, or separately as a freestanding “work value reason”—section 157(2) of the 

FW Act requires a proper assessment of the work value to be brought to account in 

deciding whether work value reasons exist for altering minimum rates (and, 

accordingly, in deciding where those rates should be set). 

140. Therefore, so far as the Joint Closing Submission should be taken to suggest that it 

would be enough, or appropriate, for the Commission simply to align existing rates with 

the Metals Framework, that submission should be rejected.  In one way or another, it 

will also be necessary for the Commission to consider whether there have been changes 

in work value, or a historical undervaluation of the work, which constitute a “work 

value reason” for lifting existing rates. 

141. Fourth, in some respects the law has moved on from the ACT Child Care Decision.27  

Contrary to JCS Ann M [1.30], it is no longer necessary (if it ever was) to use the C10 

level in the Metal Industry award as the key classification against which the key 

classification in a subject award is to be compared.  So, in the Teachers Case, the Full 

Bench considered that the “key classification” was “a Proficient Teacher who has a 

degree and has obtained registration …” (see at [653]), which aligned not with C10 in 

the Metal Industry Award, but rather with level C1(a) (see at [654]).  This issue is 

addressed further below. 

C.2.4 Key classification  

142. Again, the Joint Closing Submission no longer directly identifies the key classifications 

in the primary part of the submissions.  However, in Annexure O, the following 

submissions are extracted: 

(1) “It would not be controversial for the Commission to determine that “Aged Care 

employee Level 4” is the key classification for the award” (at JCS Ann O [2.3]); 

and 

(2) “It should not be controversial for the Commission to determine that “Nursing 

Assistant-Experienced” is the key classification for the award. That 

27  See, e.g., ANMF CS [32]–[37], [132]–[141] above. 
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classification requires the employee to be the holder of a relevant Certificate III 

qualification” (at JCS Ann O [3.1]). 

143. The Joint Closing Submission (at [7.5]) also identifies the striking non-alignment of the 

RN classification to the Metals Framework, including (at JCS Ann O [3.5]), namely: 

(1) The minimum rates for ENs currently align at 102% relativity, which sits 

between C10 and C9.  However, an EN is required to obtain a Diploma of 

Nursing, which aligns to the C5 rate.  

(2) The minimum rates for a RN currently aligns just below a C8.  However, the 

standard qualification for a RN is an accredited tertiary degree—which is an 

AQF Level 7 and aligns with C1.  

(3) The minimum rates for a NP currently aligns with a C2(b) rate.  However, the  

qualification for NP is a post-graduate degree.  As such, the current rate aligned 

to minimum experience of “Advanced Diploma” does not correlate. 

144. Other anomalies and issues with alignment are identified (at JCS Ann O [7.7]) as arising 

with each award. 

145. The ANMF's primary submissions is that it is not necessary or appropriate for the 

Commission to identify a “key classification” and apply the Metals Framework in order 

to determine its application to vary the Aged Care Award or the Nurses Award. 

146. If that submission is not accepted and the Commission considers that it is necessary to 

start by fixing a “key classification” to the comparable classification in the 

Manufacturing Award, then the ANMF's submission is that the key classification for 

the Nurses Award is, in fact, RN Level 1 Pay point 1.  Nursing care is provided under 

the Nurses Award under the supervision of Registered Nurses.  And, it would not make 

sense to view a Nursing Assistant, who is not a nurse, and whose employment is “solely 

to assist an RN or [EN] in the provision of nursing care to persons,” as being the key 

classification in a Nurses Award. 
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147. The weekly rate for an RN at Level 1, pay point 1 under the Nurses Award is currently 

at $1,025.20, whereas with C1(a), at 148 per cent 28  of the C10 pay point in the 

Manufacturing and Associated Industries and Occupations Award 2020), the weekly 

pay rate is ($940.90 * 1.48 = $1,392.53).   The Joint Closing Submission (at JCS Ann 

O [3.4]) accepts that the role of RN corresponds to AQF Level 7 and aligns with level 

C1 in the Metals Framework.  Both levels—RN Level 1, C1(a) in the Manufacturing 

Award)—have a degree as a minimum qualification.29  If existing relativities were then 

to be retained (as contemplated by step 2 from the ACT Child Care Decision, the result 

would be the following: 

  

28  That being the current compressed relativity in the Manufacturing and Associated Industries and 

Occupations Award 2020, instead of 180 per cent being the original relativity—see, Re IEU [2021] 

FWCFB 2051 at [562]. 
29  As to an RN requiring a degree (which will not be controversial), see Statement of Julienne Bryce dated 

29 October 2021, [21]. 
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   Existing rate  

Existing 

relativity 

against RN 

L1 G1 

 New rates  

Relativity 

after 

alignment  

Nurse Practitioner         

1st year  $            1,578.00  154%  $  2,144.50  154% 

          

Registered Nurse         

RN Level 5 Grade 1  $            1,579.40  154%  $  2,144.50  154% 

RN Level 4 Grade 1  $            1,565.10  153%  $  2,130.57  153% 

RN Level 3 Pay point 1  $            1,371.30  134%  $  1,865.99  134% 

RN Level 2 Pay point 1  $            1,264.70  123%  $  1,712.82 123% 

RN Level 1 Pay point 1  $             1,025.20 100%  $  1,392.53 100% 

          

Enrolled Nurse         

EN pay point 1  $               916.20  93%  $  1,295.05 93% 

Student EN, >21 yrs  $               821.40  84%  $  1,169.73  84% 

          

Nursing Assistant         

Experienced  $               899.50  92%  $  1,281.13  92% 

3rd year  $               871.50  89%  $  1,239.34 89% 

2nd year  $               857.20  87%  $  1,211.50  87% 

1st year  $               843.40  86%  $  1,145.58  86% 

148. This would amount to a 35 per cent pay increase across all levels.  That is not the case 

that the ANMF is advancing.  Rather, its submission is that the preferable approach to 

section 157(2) of the FW Act is to take a work value approach, and look at changes in 

work and historical undervaluation as justifying increases in wages, rather than by 

selecting a pay level (be it RN level 1 grade 1 or any other level), adjusting it to fit a 

qualifications framework, and then mechanically adjusting all other rates. 

C.2.5 Intrinsic value of work and the purported utility of the Metals Framework  

149. The Joint Closing Submission at [7.25] asserts that: 

“work has no intrinsic value being determined in the open market simply by 

supply and demand. Valuing work will always involve some level of 

comparison rather than operating in an isolated vacuum.” 
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150. A similar submission is made, at JCS [4.25], apparently justifying the utility of the 

Metals Framework.  

151. The ANMF accepts that supply and demand are not determinative “work value 

reasons”.  Further, “work value reasons” will often require some level of comparison. 

However, that is not to say work does not have underlying or intrinsic value (which is 

a very large submission, raising a question for expert evidence if it were necessary to 

decide—which, happily, it probably is not). 

152. As identified in the HSU CS at [41], consideration of the social utility or worth of work 

has been a feature of past assessment of work value.  This is relevant to the objective 

value of the work in itself30 and the “nature of the work”. 

153. Clearly, neither the AQF nor the Metals Framework are capable of identifying (or 

valuing) this social utility or worth. 

C.2.6 Consideration of the relevance of teachers as a comparator to the RN  

154. The Joint Closing Submission at [19.7] refers to the approach taken by the Commission 

in the Teachers Case and suggests that the approach there taken assists the 

Commission’s assessment of work value reasons in the context of degree-qualified 

nurses.  The Joint Closing Submission then goes on to describe aspects of the work in 

both occupations said to be analogous in function and performance. 

155. At face value, the comparisons identified in the JCS do give rise to some similarities.  

However, the Commission should be cautious in drawing conclusions about 

comparisons between the functions and performance of the two occupations.  There has 

been no attempt to advance evidence involving a comparison of the two occupations. 

The matters listed in the JCS are highly selective and do not attempt to address a work 

value comparison. 

156. The Teachers Case provides some guidance on the approach to the assessment task to 

be undertaken by the Commission and is relevant to the establishment of a stable award 

system.  It does not, however, provide a basis for a work value comparative exercise as 

between teachers and RNs. 

30  Citing Re Crown Employees (Teachers – Department of Education) Award [1970] 70 AR (NSW) 345 at 

521. 
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157. As addressed above at Part C.2.4 the Teachers Case makes clear that, if the Metals 

Framework is to be used to in fixing work values, the key classification used for that 

assessment need not be the C10.  

158. As addressed further below at Part C.3, the Award history of the Nurses Award 

discloses that the incremental structure applying to nurses has a proper work value basis 

for ENs and RNs and nothing has been advanced to warrant disturbing that structure. 

Accordingly, the classification and progression structure adopted in the Teachers Case 

has extremely limited relevance here. 

C.2.7 Section 134(e) and the risk of “straying from the C10” 

159. The ANMF notes the submissions of the employer parties with respect to 

section 134(e), the modern awards objective relating to “the principle of equal 

remuneration for work of equal or comparable value”.  At JCS [23.19] it is said that 

section 134(e) of the FW Act is of minimal relevance “save to say that the Commission 

should it stray too far from the C10 scheme could provoke a question of whether this 

principle is being met.”  This submission is understood in light of the opening oral 

submission on behalf of the employer parties that the Commission should exercise 

caution that the proceeding does not turn into an equal remuneration case by disguise.31  

160. The ANMF understands the effect of the submission at JCS [23.19] to be that 

section 134(e) would not be relevant unless the Commission strayed too far from an 

application of the Metals Framework.  This submission highlights the fallacy of giving 

primacy to the application of the Metals Framework.  On one hand, the Metals 

Framework is an approach adopted under a different statutory regime and pursuant to 

wage-fixing principles which no longer exist.  It finds no expression in the current 

legislative regime.  On the other hand, section 134(e) is one of many, non-exhaustive, 

matters that the Commission will take into account in determining whether the proposed 

award variation is necessary to provide a fair and relevant minimum safety net of terms 

and conditions. 

161. Primacy must be given to the Commission’s statutory task. 

31  Transcript, 26 April 2022, Mr Ward  [PN433] and [PN470]. 
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C.3 Classification structures  

162. At JCS [4.19], it is asserted that part of the Commission’s deliberations will involve the 

Commission considering whether the classification structures are themselves 

appropriate for properly setting minimum rates in a modern award.  More specifically, 

the employer parties: 

(1) question the benefit of separating out a new schedule to the Nurses Award 

applicable to aged care workers only; 

(2) oppose the retention of wage increments; 

(3) treat all direct care workers performing home care as being covered by the 

SCHCADS Award; and 

(4) generally agree with amending of the aged care classification structure in the 

Aged Care Award into a care stream and a general services strain. 

163. The first three of these issues are addressed further below.  The fourth is addressed 

above at Part C.1.4. 

C.3.1 Nurses Award  

164. By its application, the ANMF seeks the amendment of the Nurses Award by inserting 

a new schedule, applicable to aged care workers only and expiring after four years, 

which increases rates of pay by 25 per cent. 

165. By the Joint Closing Submission (at JCS [4.41]), the employer parties submit that in 

relation to the Nurses Award, the Commission must be satisfied that the separation of 

the classification structure for aged care within an occupation-based award is 

appropriate and justified by the evidence.  The Joint Closing Submission (at Ann O 

[1.2(a)]) also states that it is questionable whether is it is desirable to dissect nurses in 

aged care from the current Nurses Award classification structure and to properly set the 

minimum rates for these nurses while not properly setting such rates for nurses outside 

of aged care.  This, it is asserted, does not sit well with the approach taken in the 

Teachers Case. 

166. It would (the ANMF submits) be an inappropriate exercise of power to decline to order 

an increase in the minimum wage for some employees, only because it is possible to 

point to other employees who could have been, but were not, the subject of the relevant 
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application.  It is not necessary for all wage undervaluations to be fixed at once, in the 

one application. 

167. In a perfect world, applications would cover all deserving employees at the one time.  

But the current ANMF application is made in a particular context, i.e., as a response to 

a Royal Commission recommendation in regard to aged care employees in particular.   

168. The Nurses Award is also the subject of potential further work value considerations in 

the undergraduate qualifications review, a review occurring on the Commission’s own 

initiative under section 157(3)(a).  That review follows the identification by a Full 

Bench of a lack of alignment in pay rates and relativities as between pharmacists (who 

require a four-year undergraduate degree) under the Pharmacy Award and those for 

classifications requiring equivalent qualifications under the Manufacturing and 

Associated Industries and Occupations Award 2010.32  The provisional view expressed 

by the President was that the awards with classifications requiring undergraduate 

degrees should be referred to a separate Full Bench.33  

169. Another application by the ANMF is anticipated to follow in regard to nurses outside 

aged care.34  The ANMF seek a new Schedule to the Nurses Award to apply for a period 

of 4 years from the date of commencement.  This is specifically intended to put a 

temporal limitation on the situation identified at JCS Ann O [1.2(a)], namely a situation 

whereby minimum rates for aged care nurses are adjusted in accordance with s 157(2), 

whilst rates for other nurses are not.  This approach minimises any adverse impact on 

the simplicity of the modern award system for the purpose of s 134(1)(g). 

170. In these circumstances, any short-term messiness involved in the creation of a new 

schedule does not prevent the variations sought by the ANMF from achieving the 

modern awards objective. 

32  See 4 Yearly Review Of Modern Awards--Pharmacy Industry Award [2019] FWCFB 3949 [1(3)] 
33  [2019] FWC 5934.  The status of that proceeding had been on hold pending the outcome of the IEU’s 

work value application in respect of the Teachers Award.  A review of modern awards (including the 

Nurses Award)  was scheduled to commence following the determination of the IEU’s application to 

vary the Teacher’s Award which occurred on 11 October 2021. 
34  As indicated by the ANMF in its Form F46 (at Annexure A, [7]). 
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C.3.2 Service/ experience based increments 

171. The employer parties (at JCS [4.42] and [7.11(b)]) also refer to and rely on aspects of 

the Teachers Case at [546]-[656] and [647] to question the appropriateness of service-

based increments with annual progression contained in the Nurses Award.   

172. In the Teachers Case at [647], the following is said: 

“We do not consider that either proposed variation would result in a rate 

structure that properly reflects the work value of teachers. The fundamental 

problem with both proposed variations is that they retain a classification 

structure which, we consider, is inappropriately based on years of service 

rather than the essential elements of qualifications, displayed competence and 

acquired experience and responsibility. It may be accepted, at a high level of 

generalisation, that a certain level of experience in an occupation will usually 

lead to an incrementally higher level of work value on the part of an employee, 

even if the nominal role of the employee has not changed. However, as the 

ACA submitted, there is no evidence before us to suggest that the work value 

of a teacher increases year by year for (in the case of a four-year qualified 

teacher) the first seven years of employment. Such a proposition is entirely 

counter-intuitive.” 

173. Respectfully, this reasoning should be treated with caution.  Incremental increases 

should be retained where they properly reflect work values, whether or not those 

increases are determined by length of service. 

174. It does not require evidence that the work of any worker, at any level, in any industry, 

will (all else being equal) become more valuable as he or she gains experience in a role.  

As the Full Bench itself recognised in the middle of that extract, it is to be accepted that 

a certain level of experience will lead to incrementally higher work value.  The 

qualification introduced by the Full Bench—“at a high level of generalisation”—does 

not detract from the force of the observations.  Awards are intended to deal with the 

general case.  Some individual workers may end up being underpaid relative to that 

individual worker’s work value, and others perhaps overpaid.  But that will be true no 

matter what framework one selects to measure advancement from one grade to another. 

175. Historically, Principle 8 of the Paid Rates Review decision35 recognised that increments 

would be retained where they had been included in the award pursuant to the relevant 

work value principle or where it could be established that the increments were inserted 

35  Print Q7661, 20 October 1998 per Giudice J, Marsh and MacBean SDP, Smith and Larkin C. 
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by the Commission on grounds of structural efficiency.  That decision  involved an 

assessment of work value for ENs and RNs in which the Full Bench determined that: 

“We are also satisfied that the incremental salary levels for nurses and enrolled 

nurses within the classification structures of the two nursing awards form part 

of the work value assessment of nurses' rates of pay conducted by Full Benches 

of the Commission in the development of professional rates for the nursing 

profession in federal awards. Accordingly, they are not affected by our 

decision.” 

176. Progression by annual increments under these same two nursing awards was 

subsequently endorsed by a further Full Bench in the South Australian Progression 

Determination Appeal,36 overturning a decision of a single Commissioner to reject a 

draft order to the effect that: 

“A4 Progression for enrolled general nurse and registered nurses levels 1, 2 

and 3, shall be by annual increments, having regard to the acquisition and 

utilisation of skills and knowledge through experience in his or her practice 

setting(s) over such period. Progression for Registered and Enrolled Nurse 

shall also be subject to other relevant provisions as currently provided by this 

award.” 

177. Whilst it is the ANMF’s case that the fixation of rates for ENs and RNs were not 

“proper” fixtures because they were not free of gender bias (see, e.g., 

ANMF CS [157]), that criticism does not apply to apply to the proposition that 

increments recognise work value. 

178. And in any event, here the submission of the employer parties (at JCS Ann O [1.2(d)]) 

identifies a shift in the competency of care workers at around three years.  As such, the 

employers’ own position is that they do regard experience as a proxy for work value.  

However, they appear to cavil with the timeframe required to progress through 

classification increments.   

179. Further, progression through pay points in the Nurses Award does not depend on merely 

time spent in a role.  Rather, in accordance with clause 15.7(b), progression through 

pay points will have regard to: 

(1) the acquisition and use of skills described in the definitions contained in 

Schedule A—Classification Definitions; and 

36  Print S7503, 28 June 2020 per Ross VP, Polites SDP and Merriman C. 
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(2) knowledge gained through experience in the practice settings over such a 

period. 

180. As identified above, the current structure of incremental advancement under the Nurses 

Award has been the subject of particular consideration by previous industrial tribunals.  

Whilst the employer parties may question the appropriateness of service or experience 

based increments under the Nurses Award, no alternate proposal has been put before 

the Commission and tested in evidence.  Absent such an opportunity, the Commission 

would not depart from the existing classification structure. 

C.3.3 Award coverage of Home Care Employees  

181. Throughout the Joint Closing Submission, home care employees are treated as covered 

under the SCHCADS Award.37  Some home care employees will, of course, be covered 

by that award. But others will not be.  Any “home care worker” who is a nursing 

assistant within the meaning of Sch A cl A.1–A.2 of the Nurses Award will be covered 

by that award rather than the SCHCADS Award.  And, of course, the Joint Closing 

Submission is not to be understood as suggesting that enrolled or registered nurses, 

even if providing nursing care in a “home care” setting, are covered by the SCHCADS 

Award rather than the Nurses Award.  Any overlap between the Nurses Award and 

SCHCADS Award is minimal, and would likely be resolved by a proper analysis to 

determine which award classification is “most appropriate” to the work of the 

employees and to the “environment” in which the work is normally performed.38 

C.4 Matters that are, in fact, relevant to work value reasons 

182. Throughout the Joint Closing Submission, various factors arising on the evidence 

before the Commission are said by the employer parties to have little or no relevance 

to the matters before the Commission.  For the reasons that follow, the ANMF contends 

37  See, e.g., JCS [22.1] and Ann L [8.45]. 
38  Transport Workers' Union of Australia v Coles Supermarkets Australia Pty Ltd [2014] FCAFC 148; 245 

IR 449 at [14] (Siopis, Buchanan and Flick JJ). 
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that proper consideration of the following matters is essential to the determination of 

the current applications. 

C.4.1 Staffing levels  

183. At JCS [5.19]–[5.23], the employer parties question whether staffing shortage issues 

are the proper subject of a work value assessment or a separate issue entirely.  The 

employer parties go on to rely on ACT Child Care Decision for the proposition that: 

“Increased workload generally goes to the issue of manning levels not work 

value. But, where an increase in workload leads to increased pressure on skills 

and the speed with which vital decisions must be made then it may be a relevant 

consideration”  

184. At JCS [5.23], the employer parties submit that staffing shortage issue in the aged care 

industry remains a matter for the industry and government, not the Commission through 

a work value case.  Additionally, the Joint Closing Submission identifies evidence from 

witnesses to the proceeding relating to “staffing” as matters which “should attract little 

(if any) weight”.39 

185. Several matters arise from these submissions. 

(1) Firstly, on the material before the Commission, it can comfortably be concluded 

that there is chronic understaffing across the aged care industry.40  This has led 

to an increase in workload and work intensity across all classifications.  The 

Joint Closing Submission does not suggest otherwise.41  Nor does the Joint 

Closing Submission contend that changes to staffing levels are temporary. 

(2) Secondly, the Commission should be slow to apply the principle extracted from 

the ACT Child Care Decision above and relied upon by the employer parties.  

The Full Bench in the Pharmacy Award Decision indicated that it would be 

open to the Commission have regard, in the exercise of its discretion, to 

considerations which have been taken into account in previous work value cases 

under differing past statutory regimes.  The principle regarding increased 

workloads identified in the ACT Childcare Case is a consideration which had 

39  See, e.g., JCS at Annexure A [2.10(b)] (Virginia Mashford); Annexure A [2.45(c) (Christine Spangler); 

Annexure E [2.20(b)(ii)] (Jocelyn Hofman); Annexure E [2.53(b)] (Maree Bernoth); and Annexure F 

[1.18(a)] (Wendy Knights). 
40  See ANMF CJ at Part E.2. 
41  The Joint Closing Submissions appear to include a general acceptance of staffing shortages; see, e.g., 

[5.19] and [5.23]. 
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been taken into account in previous work value cases under differing past 

statutory regimes.  However, the relevance of this factor must be determined in 

the current legislative regime.  At the time of the ACT Child Care Decision, it 

had been necessary to establish a “significant net addition to work requirements 

as to warrant the creation of a new classification or upgrading to a higher 

classification.”  The legislature chose to only import the fundamental criteria 

used to assess work value changes contained in earlier wage fixing principles, 

not the additional considerations taken into account in the ACT Child Care 

Decision.  Now, the central question that the FWC now needs to consider is 

whether reasons related to any of the nature of the work, the level of skill or 

responsibility involved in doing the work, and the conditions under which the 

work is done, justify payment of a particular amount.  Increased workloads (and 

other issues caused by inadequate staffing such as working up, work intensity, 

and providing “rushed care”) may be “related to” each of the work value 

reasons at section 157(2A).  Accordingly, failure to consider such matters would 

tend to lead into error.   

(3) Thirdly, the evidence and material before the Commission regarding staffing 

shortages is “related to” the work value reasons identified at s 157(2A).  The 

effect of staffing levels on the changing nature of the work and therefore work 

value is expressly recognised at [14] of the Consensus Statement.  The evidence 

of Kathryn Chrisfield (Occupational Health and Safety Team Manager, ANMF) 

is also of particular relevance, identifying changes to the conditions under which 

work is done by reason of occupational health and safety issues arising from 

staff shortages.42 

(4) Fourthly, comprehensive evidence of “missed care” resulting from staffing 

shortages is also detailed in the National Aged Care Staffing and Skills Project 

Report 2016 at Annexure “RB 1” to the Statement of Robert Bonner.  

Section 2.8 of the Report describes the MISSCARE survey and Tables 4.6 

and 4.7 identify missed care by shift and by role respectively.  Section 5.8 of 

the Report concludes that missed care was identified across all care activities 

and was the result of lack of staff, increasing resident acuity and the skills mix. 

42  See the discussion of the evidence of Kathryn Chrisfield at ANMF CS [234] – [236]. 
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It is submitted that the extent of “missed care” contributes to the intensity of 

work and the Report provides reliable evidence of the existence of missed care. 

In turn, the fact of missed care is related to the work value reasons in 

section 157(2A). 

(5) Fifthly, and relatedly, the increased workload flowing from staffing shortages 

has led to increased pressure on skills and the speed with which vital decisions 

must be made then it may be a relevant consideration.  This is exemplified by 

the evidence of Jocelyn Hofman (RN) at [35]: 

“As a result of the staffing changes the delivery of care is always 

rushed.  Daily work routines are pressured for the entire team of 

registered nurses, enrolled nurses and AINs/ PCWs/ CSEs. 

Accordingly, my work focus has shifted with a greater emphasis on 

exercising accountability for care. This means combining nursing 

assessments with other interventions, scanning residents at meal times 

to assess changes in such things as posture, mood, lack of appetite, as 

well as requiring and following up reports from care staff of changes 

in resident status.”43 

186. Accordingly, staffing shortage issues cannot be divorced from work value reasons.  

Evidence on this issue should be assessed accordingly. 

C.4.2 Funding, attraction and retention  

187. The employer parties recognise (at JCS [4.2]) that employees in aged care are not 

competitively paid at a market level and that this has, in part, led to a labour supply 

shortage.  The employer parties also recognise (at JCS [4.3]) that because of the funded 

nature of the sector, the supply shortage cannot be corrected by market forces.  So much 

is uncontroversial. 

Attraction and retention 

188. The Joint Closing Submission goes on (at JCS [4.8]) to submit that the Commission is 

not here dealing with the notion of competitive market rates of pay but rather the 

Commission is asked to vary minimum rates of pay in the award and this requires 

consideration of “work value reasons”.  Whilst it is true that the Commission is here 

concerned with minimum rates of and the consideration of “work value reasons”, that 

43  Statement of Jocelyn Hofman dated 29 October 2021 (tab 261 page 13153). 
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is not to say that market forces will not be relevant to the assessment of “work value 

reasons”. 

189. Direct care workers are leaving the aged care industry in droves.  A reasonable 

hypothesis about why this is occurring is that workers have conducted their own 

assessment of the value of the work they are performing and decided that the amount 

they are paid is not sufficient, having regard to: 

(1) the nature of the work; 

(2) the level of skill or responsibility involved in doing the work; and/or 

(3) the conditions under which the work is done. 

190. Here, the Commission has evidence from direct care workers about their own 

assessment of the value of the work they are performing.  Witnesses in this proceeding 

have told the Commission that: 

(1) “The work we do is undervalued and people don’t realise the amount or 

complexity of the work and the range of skills involved by all of us in the nursing 

team.”44 

(2) “I do not think my work is valued. I do not think people know the real 

circumstances of aged care work, unless they work in it.”45 

(3) “I think aged care work is undervalued for the amount of care and energy that 

we put in; people don’t see the extra work that AINs put in.”46 

(4) “I do not think that the pay is adequate for the work that is done.”47 

44  Amended witness statement of Rose Nasemena, 6 May 2022 at [56] (tab 267 page 13362), noting that the 

JCS at [A 2.31(a)(ii)] content that this evidence should attract little (if any) weight. 
45  Statement of Christine Spangler dated 29 October 2021 at [40] (tab 257 page 13019), noting that the JCS 

at [A 2.45(b)] content that this evidence should attract little (if any) weight. 
46  Statement of Dianne Power 29 October 2021 at [91] (tab 258 page 13115), noting that the JCS at [A 

2.61(b)] content that this evidence should attract little (if any) weight. 
47  Statement of Linda Hardman dated 29 October 2021 at [71] (tab 263 pages 13274)., noting that the JCS 

at [A 2.76(a)] content that this evidence should attract little (if any) weight. 
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(5) “I love caring for old people, but I don’t do it for the money. I think if we want 

to offer better quality care, people working in aged care need to be better 

paid.”48 

191. Whilst this evidence involves opinions, these opinions are based on the real-life 

experience and perceptions of direct care workers.  Those workers know the nature of 

their work, the level of skill and responsibility involved in doing their work and the 

conditions under which their work is done.  They know only too well what they are paid 

for that work, the costs of living and, it may be inferred, what they could be paid for 

performing different work.  This evidence from direct care workers is necessary to 

obtain an adequate understanding of the value of their work.  The nature of this evidence 

was perhaps best encapsulated by Gerard Hayes (Secretary of the Health Services 

Union New South Wales at New South Wales ACT) who, under cross examination, 

described aged care workers as: 

“Underpaid compared to someone working at Bunnings, someone 

working at a pub, someone working twisting a sign on the road. It's 

one thing in my mind to, you know, drop a can, you know, when you're 

stacking shelves in Woollies, it's another thing to drop a person, 

fracture their hip and they die.”49 

192. The Full Bench also has before it direct evidence of witnesses who have chosen to leave 

left and/or plan to leave the aged care industry.50  This includes evidence of Suzanne 

Hewson who, at [32], described that she was hoping to leave aged care as soon as 

possible to move into another field of nursing that she knew was better paid.51  She had, 

by the time of her oral evidence, actually so moved (PN8277–8288). 

193. Together, this evidence supports the hypothesis that that direct care workers have 

conducted their own assessment of the work they performing in aged care and have 

decided that the amount they are paid is not sufficient, having regard to work value 

reasons.  What is relevant here (and what the Commission can properly take into 

account) is the inadequacy of the minimum wages to direct care workers.  This is 

48  Witness Statement of Sheree Clarke dated 29 October 2021 at [83] – [84] (tab 268 page 13377), noting 

that the JCS at [A 2.76(a)] content that this evidence should attract little (if any) weight. 
49  Transcript, [PN570] 
50  See ANMF CS at [684] to [687]. 
51  Statement of Suzanne Hewson dated 29 October 2021 (tab 270 page 13427) . 
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separate and distinct from the adequacy (or otherwise) of the funding model operating 

in the sector. 

194. At JCS Ann P [2.22] to [2.30], the employer parties refer to “a long history of reluctance 

to provide rates of pay which are designed to attract employment to a particular 

industry” in the Federal and State industrial tribunals.  However, each of the decisions 

relied upon in support of that proposition are distinguishable as arising in a different 

statutory context.  The Joint Employer Submissions do not identify any authority to 

suggest that the attraction and retention of labour would not be a proper consideration 

when assessing work value reasons under section 157(2A).  Whilst the COVID-19 Care 

Allowance Case52 did arise under the FW Act this application was not concerned with 

a variation to modern award minimum wages.  As such, the statutory requirements of 

section 157(2) and (2A) were not engaged.  This decision does not stand for a 

proposition that attraction and retention cannot be relevant considerations when 

assessing work value reasons under section 157(2) and (2A). 

195. For the reasons identified above, attraction and retention of staff may be related to the 

work value reasons identified at section 157(2A) and thereby may be considered by the 

Commission in determining a variation to modern award minimum wages. 

196. Better attraction and retention of staff is also relevant to the promotion social inclusion 

through workforce participation in accordance with section 134(1)(c).  This is 

especially so in circumstances where 86 per cent of the direct care workforce in aged 

care identify as female and where increased wages would promote further workforce 

participation and retention. 

Funded nature of the industry 

197. The ANMF and employer parties appear to agree that the funded nature of the industry 

is relevant to the Commission’s task in determining the present applications.  However, 

the parties are at odds as to how and why the funded nature of the industry is relevant. 

198. The position of the ANMF as to the relevance of the funded nature of the aged care 

industry is set out at ANMF CS Part G.3, particularly at [848].  The ANMF contend 

52  [2020] FWCFB 4961. 
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that in maintaining a fair and relevant minimum safety net, it is appropriate to take into 

account: 

(1) The difficulties faced by the sector in attracting and retaining staff as a 

consequence of funding arrangements, particularly in respect of the not-for-

profit sector and rural and remote facilities;53 

(2) Difficulties experienced in bargaining by reason of the funded nature of the 

sector for the purpose of s 134(1)(b); and 

(3) The additional role played by minimum award rates in the industry where 

employers have limited capacity to pay over award rates because of the funded 

nature of the sector for the purpose of s 134 generally. 

199. By contrast, the position of the employer parties is that: 

“the fact that the industry is funded makes it imperative that any increase to 

minimum rates set out in the Awards by the Commission takes into 

consideration affordability of such increase in how it is introduced.”54 

200. The last four words of the above quote are of significance where it has been conceded 

by the employer parties that, “the affordability issue for [the employer parties] might 

very well concern operative date, phasing, those types of issues, but it's not a relevant 

consideration to the actual setting.” 55   In any event, for the reasons identified at 

ANMF CS [849]–[856], the Commission would not be satisfied that the an increase to 

award minimum wages as sought by the union parties would have a detrimental impact 

on the viability of aged care providers.  This submission must now also be addressed in 

light of the Commonwealth’s commitment to fund any increases to award wages 

ordered by the Commission, as discussed at paragraph 461 below..  

201. As such, the appropriate approach for the Commission would be to identify what 

increase to the modern award minimum wages may be justified and necessary:  

(1) having regard to the funded nature of the sector difficulties faced by the sector 

in attracting and retaining staff as a consequence of funding arrangements; and 

(2) taking no account of “the affordability issue”.  

53  ANMF CS [848]. 
54  JCS [P 2.21]. 
55  Nigel Ward, Transcript 26 April 2022 PN464. 
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C.4.3 COVID-19  

202. The employer parties accept (at JCS [5.6]) that the COVID-19 pandemic resulted in an 

increase in infection control practices, use of PPE, and the necessary administration 

supplementing existing work practices.  They also accept (at JCS [5.7]) that COVID-19 

remains present in the Australian community and so the sector has to learn to continue 

to adapt to the challenges of living with it in the community.  However, it is also 

contended (at JCS [4.31] and [4.10]) that it is difficult to calibrate the impact of 

COVID-19 for those working in the aged care industry now and into the future. 

203. As identified at ANMF CS [740], COVID-19 is not a temporary event.  There can be 

no doubt that COVID-19 remains a significant issue for direct care workers impacting 

each of the work value reasons under section 157(2A).  Whilst it may be accepted that 

the Commission cannot know what the future will hold, this does not diminish the 

weight that should be attributed to the evidence of direct care workers about the impact 

of COVID-19 upon the performance of their work.56  Difficulty predicting the future 

course of COVID-19 does not make evidence related to work value reasons irrelevant 

or diminish the weight that should be attributed to it. 

204. In any event, as identified at ANMF CS [741],57 the evidence before the Commission 

establishes that COVID-19 has caused permanent changes in the way that infection 

prevention and control is dealt with in aged care. 

C.4.4 Financial pressure  

205. As identified in Background Document 1 (at [90]) and the Joint Closing submission 

(at [23.8]), section 134(1)(a) of the FW Act requires that the Commission take into 

account “relative living standards and the needs of the low paid.” This factor 

incorporates two related, but different, concepts as explained in the 2012–13 Annual 

Wage Review decision:58 

“The former, relative living standards, requires a comparison of the living 

standards of award-reliant workers with those of other groups that are deemed 

to be relevant. The latter, the needs of the low paid, requires an examination of 

the extent to which low-paid workers are able to purchase the essentials for a 

56  Cf JCS at Annexure A [2.31(b)] (Rose Nasemena); Annexure A [2.45(d) (Christine Spangler); Annexure 

A [2.61(d) (Dianne Power); Annexure A [2.76(d) (Linda Hardman); Annexure A [2.92(c)] (Sheree 

Clarke); Annexure E [2.36(e) (Lisa Bayram); Annexure E [2.66(a)] (Pauline Breen); Annexure E [3.4(d)] 

(Stephen Voogt); and Annexure E [3.20(g)] (Hazel Bucher).. 
57  See also ANMF CS at Part E.16, especially at [742(5)] and [743]. 
58  [2013] FWCFB 4000 at [361]. 
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‘decent standard of living’ and to engage in community life. The assessment 

of what constitutes a decent standard of living is in turn influenced by 

contemporary norms.” 

206. The evidence of ANMF witnesses as to the financial pressures that they face is directly 

relevant to the ability of direct care workers to purchase the essentials for a “decent 

standard of living” and to engage in community life.  For example, at [14]–[16] of her 

statement, Sherree Clarke (AIN) gives the following evidence: 

“14. Because of my limited hours and my rate of pay, I have not been able 

to save a deposit to get a loan to buy a house or unit.  

15. I have not attempted to rent a house or unit somewhere, because I am 

not confident of having enough income each fortnight to pay rent on a house 

or unit.  

16.  This is why I live in a caravan park. If I get evicted from my caravan 

park, I do not end up with a bad rental history. I hope one day to be able to 

afford rent of a house or unit and I know I will need a good rental history to be 

selected as a tenant of a house or unit.” 

207. These paragraphs are amongst those identified in the Joint Closing Submission at 

Ann A [2.92(a)] as aspects of her evidence which should attract little (if any) weight. 

208. Similar evidence is given by other witnesses.59  This evidence is directly relevant to 

section 134(1)(a) and the Commission’s consideration of whether the increases to 

minimum rates sought are necessary to provide a fair and relevant minimum safety net 

of terms and conditions. 

C.4.5 Bargaining  

209. The employer parties at JCS [23.11]–[23.15] direct submissions towards “The need to 

encourage collective bargaining.”  The ANMF and employer parties disagree as to the 

capacity of a change to minimum wages to encourage collective bargaining.  The 

experience of direct care workers with collective bargaining will be relevant to 

determining that dispute by identifying: 

(1) whether there is a current need to further encourage collective bargaining; and 

(2) what the current challenges to collective bargaining may be. 

59  See, e.g., Amended witness statement of Rose Nasemena, 6 May 2022 at [15] (tab 267 page 13356); 

Amended Witness Statement of Virginia Mashford, dated 6 May 2022 at [6] – [8] (tab 271 page 13425). 
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210. The that end, evidence of direct care workers about their experience with collective 

bargaining will be immediately relevant.  Accordingly, the ANMF relies upon Part G.4 

of its closing submissions and the evidence identified therein. 

C.4.6 Other disputed areas  

211. The employer parties acknowledge differing evidence from their own witnesses with 

respect to the level of engagement between direct care workers and families of residents 

and clients in aged care.  On one hand, the Joint Closing Submission (at JCS Ann H 

[6.66]) recognises that families are increasingly more concerned about their family 

member in care.  On the other hand, the Joint Closing Submission (at JCS Ann H [2.94]) 

provides an artificially narrow description of how interaction with families may arise,60 

and submits (at JCS Ann H [2.111]) that frontline workers have always been required 

to have a level of good customer service skills and interpersonal skills for personal 

interaction with the families of the residents. 

212. The Joint Closing Submission fails to recognise that interaction between direct care 

workers and the families of resident of clients has become more frequent, complex, and 

demanding. 

213. The ANMF has comprehensively addressed the issue of “Interactions with families” at 

ANMF CS Part 4.6.6, upon which the ANMF relies. 

214. The employer parties also maintain a submission (at JCS [9.21]) that, in some respects, 

the work to be performed has been eased with the introduction and increasing 

prevalence of technology aides and the overall improvement in the working 

environment at residential aged care facilities has moved away from institutional and 

hospital-like settings to emphasis upon creating an environment closer aligned to a 

home. 

215. The ANMF has made comprehensive submissions with respect to: 

(1) the prevalence and us of technology in aged care at ANMF CS Part E.11; and  

60  The employer parties there rely on the Statement of Emma Brown dated 2 March 2022 at [78] (tab 290 

page 13995).  Under cross-examination, Ms Brown also accepted that family members and responsible 

persons can at times become quite frustrated with the facility and that his frustration can sometimes 

manifest in abuse towards staff members (at PN13472–PN13473.) 
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(2) changes to the physical environment and built for of aged care facilities 

(ANMF CS Part E.11, esp. at [602]–[605], [612]–[615], and [623]–[624]). 

216. Again, the ANMF relies on those submissions without repeating them here. 

C.5 Approach to the “summaries” of evidence in JCS Ann E–F, as well as some 

miscellaneous matters of lay evidence 

217. In Annexures A–J of the Joint Closing Submission, the employer parties set out what 

they describe as a “comprehensive review of all union lay evidence, union official 

evidence, and expert evidence,” which “provides a summary of the evidence by factors 

the employer interests identify as relevant … .”  Annexure J, in relation to expert 

evidence, is dealt with separately below, in Part C.6. 

218. In relation to the other evidence summaries, the ANMF’s principal submission is that 

the Commission would prefer the analysis set out in Parts D–E of the ANMF’s closing 

submissions.  The Joint Closing Submission is divided up at the highest level by 

witness, rather than by work-related topic (which obscures commonalities in the 

evidence).  Within the employer parties’ summary of a witness’s evidence, there are 

(brief) submissions directed at (inter alia, but relevantly): (1) qualifications and 

training; (2) the current nature of the work performed; (3) supervision; (4) the current 

level of responsibility and skill involved in doing the work; (5) the current environment 

in which work is done. 

219. It is, of course, useful (in fact necessary) to understand what is presently involved in 

the work of RNs, ENs, and AINs / PCWs.  In that connection, however (and with respect 

to the employer parties), the ANMF submits that the Commission will be assisted in far 

greater measure by reading the Lay Evidence Report of Commissioner O’Neill, as 

supplemented by the ANMF’s submissions in Part D of its Closing Submissions. 

220. Further, in the ANMF’s submission, evidence that is important (but not squarely 

addressed in the JCS evidence summaries) is evidence of change in relation to the 

nature of the work performed, the level of responsibility and skill involved in doing the 

work, and the conditions in which the work is done.  Part of the ANMF’s case is that 

there have been very significant changes in work value, which changes have not been 

tracked by wage growth.  This is the subject of Part E of the ANMF’s closing 

submissions, including so far as that Part adopts large parts of the Lay Evidence Report. 

5697



221. Beyond this, the ANMF will address below six particular points that arise from the JCS 

evidence summaries.  Most of these are responses to the evidence summaries in Joint 

Closing Submission, but some are in relation to submissions in the main body of the 

Joint Closing Submission.  The six points are these. 

222. First, the JCS evidence summaries understate the significance of evidence from union 

officials, many of whom give evidence directly relevant to work value reasons. 

223. Second, in a few (minor) aspects, the JCS evidence summaries are factually wrong (in 

regard to qualifications, experience, and other “biographical” information, or 

incomplete (in regard to role descriptions). 

224. Third, submissions are directed to the aspects of the JCS evidence summaries which 

address the weight to be given to particular aspects of witnesses’ evidence. 

225. Fourth, as to JCS [4.28(e)], the submission that, “the qualifications required to perform 

a lot of the work in aged care have not materially changed,” requires qualification. 

226. Fifth, contra what is submitted at JCS [9.5(h)], the evidence does not support a 

proposition that AINs / PCWs have a “routine” which they follow, nor that there is 

meaningfully a “cadence” of the working day. 

227. Sixth, contra JCS [20.4], only at a level of generality that is so high as to be unhelpful 

(i.e., nurses are still doing nursing work) could it be said that ENs are “still performing 

the same role that has existed for the past two decades.” 

C.5.1 Relevance and significance of evidence of union officials 

228. The summaries of the evidence of the union officials dramatically underrepresent the 

importance of that evidence.  A clear example is that, in JCS Ann I [1.49], Julianne 

Bryce (Senior Federal Professional Officer and RN, ANMF) is said to have provided 

an “overview of professional regulations of nurses, and how these have developed.” 

229. This evidence is relevant to, possibly amongst other things, the skill and responsibility 

involved in the providing of nursing care.  This is because part of the “professional 

regulation” of nurses has to do with their education and continued professional 

development.  The evidence of Ms Bryce that is relevant in this regard is summarised 

at ANMF CS [645]–[646]. 
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230. The ANMF draws attention to the following parts of its closing submissions. 

231. The evidence of Annie Butler (Federal Secretary, ANMF and RN) is relevant to: 

(1) the work performed by RNs (ANMF CS [100]), ENs (ANMF CS [107]), and 

AINs / PCWs (ANMF CS [119]), as well as work in nursing teams 

(ANMF CS [134]–[135]), and the supervision arrangements between 

practitioners (ANMF CS [582]); 

(2) increases in acuity in aged care (ANMF CS [182]–[187]); 

(3) changes in staffing levels and skill mix (ANMF CS [237]–[242]), as well as 

attraction and retention (ANMF CS [688]–[692]); 

(4) changes in accountability and applicable regulations (ANMF CS [305]–[306]); 

(5) the Serious Incident Reporting Scheme (ANMF CS [321]); 

(6) reduction in the use of chemical and physical restraints (ANMF CS [351]); 

(7) the importance of care plans (ANMF CS [391]); 

(8) the care needs of residents with dementia (ANMF CS [493]); 

(9) the qualifications of direct care workers (ANMF CS [642]); 

232. The evidence of Julianne Bryce (Senior Federal Professional Officer, ANMF and RN) 

described in the JCS as largely uncontroversial is relevant to: 

(1) the increased acuity of residents (ANMF CS [181]); 

(2) changes in staffing levels (ANMF CS [233]); 

(3) ability to delegate wound care (ANMF CS [457]); 

(4) the training and qualifications of nurses (ANMF CS [645]–[646]). 

233. The evidence of Kathryn Chrisfield (Occupational Health and Safety Team Manager, 

ANMF) is relevant to: 

(1) increasing numbers of bariatric residents, residents with dementia, and increases 

in acuity more generally (ANMF CS [180]); 
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(2) the occupational health and safety risks posed by reduced (and otherwise 

changed) staffing (ANMF CS [234]–[236]); 

(3) difficulties created by increased focus on “resident choice” (ANMF CS [304]); 

(4) incidents of workplace violence and aggression perpetrated by family members 

on staff (ANMF CS [401]); 

(5) the interpersonal skills involved in dealing with bariatric residents and with 

aggression (ANMF CS [434]–[435]); 

(6) the shortage of existing facilities suitable for psycho-geriatric care, and 

occupational health and safety risks posed by increased prevalence in dementia 

(ANMF CS [495]–[496]); 

(7) the psychological effects of working in aged care, including from dealing with 

residents and their families, due to the sheer volume of work, from the constant 

pressure and scrutiny of work, and “substantial work intensification” 

(ANMF CS [541]–[545]); 

(8) the built form of aged-care facilities and the use of technology 

(ANMF CS [606]–[611]); 

(9) the effect (including longer-term effect) of COVID-19 (ANMF CS [742]). 

234. The evidence of Andrew Venosta (former RN, now Industrial Officer, ANMF) is 

relevant to: 

(1) the work of RNs (ANMF CS [101]–[102]) and ENs (ANMF CS [108]); 

(2) increased acuity of aged-care recipients (ANMF CS [190]–[191]), including in 

regard to dementia (ANMF CS [494]); 

(3) the introduction, and effect of the introduction, of “consumer directed care” as 

a philosophy of care (ANMF CS [269]); 

(4) ACFI accreditation (ANMF CS [340]); 

(5) increased pressure on AINs / PCWs as to documentation(ANMF CS [364]); 

(6) the significance of care plans (ANMF CS [382]); 
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(7) the difficulties, especially for AINs / PCWs, in managing difficult family 

members of aged-care recipients (ANMF CS [402]); 

(8) the greater level of knowledge and responsibility involved in palliative care 

(ANMF CS [498]); 

(9) the increased prevalence of infection prevention and control, even before but 

particular during COVID-19 (ANMF CS [744]). 

235. The evidence of Paul Gilbert (Assistance Secretary, Victorian Branch, ANMF) is 

relevant to: 

(1) increases in acuity in the aged-care sector (ANMF CS [189]); 

(2) changed skill mix in aged-care staffing (ANMF CS [243]), and the effect of 

insufficient staffing or a lack of time in the workplace (ANMF CS [566]); 

(3) the increased prevalence of medication “endorsed” ENs so that they are now 

the predominant category of EN, which had not previously been the case 

(ANMF CS [647]); 

(4) attraction and retention (ANMF CS [700]); 

(5) bargaining outcomes in aged care (ANMF CS [860]–[862]). 

236. The evidence of Robert Bonner (Director, Operations and Strategy, South Australian 

Branch, ANMF) is relevant to: 

(1) function shift whereby AINs / PCWs are increasingly performing work that had 

previously been performed by ENs and RNs, and corresponding that affects the 

work of ENs and RNs (ANMF CS [120]–[121]); 

(2) increases in acuity (ANMF CS [188]); 

(3) research conducted in relation to staffing and skill mix in aged care 

(ANMF CS [244]–[245]); 

(4) the prevalence of occupational violence (ANMF CS [565]); 

(5) an explosion of clinical technology and its effects (ANMF CS [607]); 

(6) changes in the Cert III qualification over time (ANMF CS [644]); 
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(7) attraction and retention (ANMF CS [693]); 

237. The evidence of Kristen Wischer is, of course, relevant to Award History, and is also 

relevant to the difference between public sector pay rates and private-sector rates (see 

(ANMF CS [695]–[698]).  Contra JCS Ann I [1.93], this evidence is in fact relevant, 

as discussed below. 

C.5.2 Qualifications, experience, and role descriptions 

238. There are a few minor corrections to make to the a few annexures so far as they contain 

“biographical” information and role descriptions. 

239. As to JCS Ann A: 

(1) as to Virginia Mashford, and as to JCS Ann A [2.4], the JCS correctly states that 

Ms Mashford started work in the industry in 1994, but that amounts to 28 years 

of service, not 38. 

(2) as to Sherree Clarke, and as to JCS Ann A [2.89], the JCS correctly states that 

Ms Clarke started work in the industry in 1998, but that amounts to 24 years of 

service, not 32. 

240. As to JCS Ann F: 

(1) as to Suzanne Hewson, and as to JCS Ann F [1.5], the JCS correctly states that 

Ms Hewson started work in the industry in 2014, but that amounts to 7 or 8 

years of service, not 11. 

241. Within JCS [9.5], [19.3], and [20.3], the Joint Closing Submission contains 

submissions in relation to the work performed by AINs / PCWs, RNs, and ENs 

respectively.  These are, in the ANMF’s submission, incomplete. 

242. To illustrate (without intending to be exhaustive), in regard to PCWs the following tasks 

are performed, beyond those listed in JCS [9.5]: 

(1) from the statement of Sherree Clarke dated 29 October 2021 at [36]–[37]: 

(a) checking fingernails and toenails; 

(b) cleaning bedroom cupboards, drawers, bathrooms; 

(c) reporting clothing and bathroom supplies needed; 
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(d) checking shoes are stable; 

(e) checking review date on care plan hasn’t expired and that descriptions 

of residents care needs are still accurate; 

(f) restocking supplies; 

(g) changing soiled incontinence pads; 

(2) from the statement of Virginia Mashford dated 29 October 2021, teaching new 

staff how to do the job (at [30]), and cleaning and unblocking toilets (at [46]); 

(3) from the statement of Linda Hardman dated 29 October 2021 at [18], attending 

to pressure area care. 

243. In regard to RNs (again without intending to be exhaustive), the following tasks are 

performed beyond those listed in JCS [19.3]: 

(1) from the statement of Lisa Bayram dated 29 October 2021, making 

arrangements for end of life care (at [36]), weight loss monitoring and 

swallowing assessments (at [58]), and risk assessments for falls (at [62]); 

(2) from the statement of Jocelyn Hofman dated 29 October 2021 at [15], assessing 

the efficacy of a current medication regime, checking for signs of infection, and 

urinalysis. 

244. In regard to ENs (again without intending to be exhaustive), in addition to the tasks 

listed in JCS [19.3], in the statement of Wendy Knights dated 29 October 2021 she 

gives evidence at [83] of assisting newer staff through the palliation process. 

C.5.3 Submissions about the employer parties’ “weight” submissions for ANMF 

witnesses  

245. In this part, submissions are made as to the sections in each of the JCS summaries of 

evidence (for ANMF witnesses) dealing with the “weight” to be given to particular parts 

of witnesses’ evidence. 

Virginia Mashford—AIN / PCW 

246. As to JCS Ann A [2.10(a)], financial pressure is relevant to the task confronting the 

Commission.  This has been addressed above (in Part C.4.4 above).  The short point is 

that the evidence goes to, possibly amongst other issues, relative living standards and 
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the needs of the low paid (section 284(1)(c)), attraction and retention, and whether 

wages have kept track with workload and intensity. 

247. As to JCS Ann A [2.10(b)], staffing levels are relevant to the task confronting the 

Commission.  This has been addressed above (in Part C.4.1).  The short point is that, 

assuming (which the evidence shows), that staffing levels and mix have been the subject 

of an enduring change (not some temporary aberration), and that has an effect on 

workload, work intensity, stress, and decision-making (and the evidence is that it does), 

then that is relevant to work value. 

Rose Nasemena — AIN / PCW 

248. As to JCS Ann A [2.31(a)], evidence as to reliance on penalty rates is relevant for 

reasons given in Parts C.4.2 and C.4.4 above.  The impact that work has on well-being 

and energy is plainly relevant: whether work does, or does not, take an emotional toll 

on the worker is relevant to the nature of the work and is capable of capable of 

constituting a work value reason.  Ms Nasemena’s reasons for working in aged care are 

relevant to, perhaps inter alia, attraction and retention. 

249. As to JCS Ann A [2.31(b)], evidence in relation to COVID-19 is relevant for reasons 

given in ANMF CS [740]–[741]—in short, COVID-19 is not temporary, and in any 

event it has resulted in permanent changes in the work. 

Christine Spangler — AIN / PCW 

250. As to JCS Ann A [2.45(c)]–[2.45(d)], these raise staffing and COVID-19.  This 

evidence is relevant for reasons given above. 

251. As to JCS Ann A [2.45(a)], evidence about enterprise agreement negotiations is 

relevant to the need to encourage collective bargaining (section 134(1)(b)). 

252. As to JCS Ann A [2.45(b)], doubtless Ms Spangler’s evidence as to whether her work 

is or is not valued, and whether an increase in wages is likely to attract further staff, are 

matters of opinion, but they are lay opinions within the meaning of section 78 of the 

Evidence Act 1995 (Cth) and hence admissible. 

Dianne Power — AIN / PCW 

253. As to JCS Ann A [2.61(a)], submissions as to the weight of evidence of a witness’s age 

might be seen to show a slightly overeager approach.  Ms Power’s living circumstances, 
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previous employment, and reasons for working in aged care (as well as her income and 

financial circumstances) are all relevant, if only to attraction and retention and the needs 

of the low paid. 

254. As to JCS Ann A [2.61(b)], Ms Power’s opinions about the perception of the aged care 

industry are lay opinion (section 78 Evidence Act 1995 (Cth)), and are relevant again to 

(perhaps amongst other things) attraction and retention. 

255. As to JCS Ann A [2.61(c)]–[2.61(d)], enterprise agreement negotiations and 

COVID-19—are relevant for reasons given above. 

Linda Hardman — AIN / PCW 

256. As to JCS Ann A [2.76], evidence as to Ms Hardman’s perception of the aged care 

industry and work, enterprise agreement negotiations, and COVID-19, are all relevant 

for reasons given above. 

Sherree Clarke — AIN / PCW 

257. As to JCS Ann A [2.92], evidence as to Ms Clarke’s personal circumstances, her 

perception of working in aged care, and COVID-19, are all relevant for reasons given 

above. 

Irene McInerney — RN 

258. As to JCS Ann E [2.5(a)], [2]–[8] of Ms McInerney’s statement are relevant.  There is 

evidence of the shifts Ms McInerney works (which is necessary to understand the 

balance of her evidence as to the nature of her work), and her income including in 

comparison with acute care and other nurses (relevant for reasons given above). 

259. JCS Ann E [2.5(b)] is an (odd) submission that Ms McInerney’s evidence at [13], [19]–

[20], [21], [25]–[29], [33], [43]–[45], [48], [50], [53], and [55]–[58] is all in relation to 

her “personal circumstances/opinion and distaste for her employer.”  It is as well to 

spend some time on this objection, because it exemplifies the over-exuberant approach 

that the employer-parties have taken to evidential objections: 

(1) [13] contains, amongst other evidence, that “residents in the Tasmanian facility 

were older, more frail and required higher levels of care,” that staffing has 

declined, that “care needs have increased and continue to increase,” and that 

the work is “exhausting.”  This evidence is, obviously, relevant. 
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(2) [19]–[20] are in relation to Ms McInerney’s short experience in the community 

aged care sector (which is relevant to her experience), and the fact that she 

works a shift work roster (which is relevant to understanding everything else 

she says about the nature of her work); 

(3) [21] contains, amongst other evidence, that staffing has not kept up with higher 

care demands on an RN.  This is plainly relevant. 

(4) [25]–[29] contain evidence as to the acuity of residents, residents entering aged 

care being already palliative, the complexity of care needs, the degree of 

cognitive decline in comparison with 10–15 years ago, the absence of doctors 

and shortage of RNs onsite, the time pressure of the work, the effect on 

workload of using agency staff, the ability to manage workloads, and 

Ms McInerney’s reasons for doing aged-care work.  Listing these topics  makes 

plain that they are all relevant. 

(5) [33] contains evidence in relation to the effects of large number of workers from 

CALD backgrounds.  This is relevant to the skill involved in performing the 

work. 

(6) [43]–[45] contains evidence about time pressure in work, and the pressure that 

exists to complete funding documentation rather than perform care work.  These 

are relevant to the nature of the work, and the skill involved in doing it. 

(7) [48] is short and so can be set out in full: “We need more skills in the workforce. 

We need to continue to grow in our role. It is complex now with the multiple 

disease and mental health processes we are dealing with.”  Everyone accepts 

that the increased acuity of patients is relevant to work value. 

(8) [50] and [53] are relevant to staffing mix in the sense of the decline in the 

number of RNs, and the increased workload on remaining RNs as a result. 

(9) [55]–[58] set out Ms McInerney’s reasons for working in aged care. 

260. None of the paragraphs contain anything that could fairly be characterised as showing 

“distaste for [Ms McInerney’s employer].”  Submissions of that kind should be made 

carefully: they have the capacity to affect people’s employment.  The submission was 

unjustified.  Further, every paragraph that is referenced by the employer parties is 
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relevant or, in some cases, highly relevant (in fact, their own witnesses give evidence 

directed to the same topic—e.g., increased acuity of residents).  Quite why the employer 

parties saw the need to object to evidence of this kind is difficult to understand. 

Jocelyn Hofman — RN 

261. As to JCS Ann E [2.20(a)], the employer parties object to [5]–[6] of Ms Hofman’s 

statement on the basis that it “expresses personal opinion.”  The paragraphs are as 

follows: 

“5. I generally work six (6) shifts a fortnight only. I would like to work more 

but cannot due to the physical and emotional nature of the work. 

6. My income working in aged care is sufficient to meet my living expenses 

however, it is probably not sufficient for me to retire on. I am looking at retiring 

in about five (5) years. 

262. The only bit of these paragraphs that is a matter of opinion is Ms Hofman’s view that 

her current income is probably not sufficient for her to retire on.  But even that is lay 

opinion, and hence is admissible under section 78 of the Evidence Act 1995 (Cth).  On 

no view is a statement that, “I generally work six (6) shifts a fortnight only” a statement 

of opinion.  It is the same with the balance of [5]–[6]. 

263. One can perhaps start to understand why objections of this kind are made by reading 

underneath JCS Ann E [2.20(b)(iii)], where the employer parties say that, for example, 

“my work is physically and emotionally draining” is “information based on 

Ms Hofman’s opinion and belief,” and is not “supported by any objective evidence or 

particulars.”  Every aspect of this is misdirected. 

264. A statement by a person that she feels drained, physically and emotionally, is not 

opinion evidence.  It is evidence as to what the person perceives.  As for the “objective 

evidence” objection, what evidence do the employer parties think can be adduced to 

show, objectively, how a person feels at the end of a shift?  There is no “objective 

corroboration” rule for evidence to be admissible (or to be given weight).  Ms Hofman 

can simply say, “I felt tired.”  She does not need to produce a document that records 

blood glucose level or something of that kind.  And as for “particulars,” Ms Hofman’s 

evidence is not a pleading.  If the employer parties wished to challenge Ms Hofman’s 

evidence that she finds the work tiring, they could have cross-examined on it. 

265. All of the objections to Ms Hofman’s evidence would be rejected. 
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Lisa Bayram — RN 

266. In order, in relation to JCS Ann E [2.36(a)]–[2.36(e)]: 

(1) an opinion as to the skill required to perform particular work is lay opinion and 

hence admissible; 

(2) difficulty performing work is, in fact, relevant to the nature of the work; 

(3) the emotional challenges of work are, in fact, relevant to the nature of work; 

(4) reasons for working in aged care are relevant to attraction and retention; 

(5) evidence as to COVID-19 is relevant for reasons given above. 

Maree Bernoth — RN 

267. As to JCS Ann E [2.53(a)], Ms Bernoth is not briefed as an independent expert.  She 

primarily gives non-opinion primary evidence.  Accordingly, it would be inappropriate 

for her to refer to the expert witness code of conduct, even if that code were a condition 

of admissibility or weight under the Fair Work Act 2009 (Cth) or the Fair Work 

Commission Rules 2013 (Cth).  The fact that Ms Bernoth is called to give primary 

evidence does not render inadmissible evidence of opinions she might express.  If she 

has specialised knowledge (she does) and expresses opinions on the basis thereof, then 

that evidence is admissible (section 79 of the Evidence Act 1995 (Cth)). 

268. Further, as the employers note, the parties in this case have focussed on changes in the 

work over the last two decades (JCS [4.20]).  Ms Bernoth was working in aged care for 

a good part of that period, commencing at Charles Sturt University only in 2009 (see 

at [17]).  Accordingly, contrary to the employer parties’ submission, Ms Bernoth can 

give relevant primary evidence of her experiences in aged care. 

269. In any case, Ms Bernoth “is in regular contact with new RNs in the industry,” and hence 

is able to give first-hand hearsay evidence as to what those RNs tell her, and primary 

evidence as to her observations concerning their qualifications and training.  This 

evidence is all admissible and relevant (as to the admissibility of first-hand hearsay 

where it would cause undue expense or delay to call every RN with whom Ms Bernoth 

spoke, see section 64 of the Evidence Act 1995 (Cth)).  In any case, Ms Bernoth was 

not required for cross-examination.  That would have been an opportunity for the 

employer parties to have put that what she had heard from other RNs was wrong. 
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270. As to JCS Ann E [2.53(b)], evidence about staffing is relevant.  It does not cease to be 

relevant because it relates to a period partway through, rather than at the end of, the 

two-decade period upon which the parties have focused.  And, evidence that, “[t]here 

is often no supervision of RNs” is not, contra JCS Ann E [2.53(b)(iv)], evidence of 

“belief.”  It is primary evidence of what Ms Bernoth observed.  That is admissible. 

271. As to JCS Ann E [2.53(c)], “particulars” are not necessary for evidence.  Evidence is 

not a pleading. 

272. As to JCS Ann E [2.53(d)], remuneration plainly is relevant in a work value case.  This 

has been addressed above. 

273. As to JCS Ann E [2.53(e)], it is again wrong to say that Ms Bernoth is expressing a 

“belief” when she says that staff sacrifice their safety.  That is primary evidence about 

something she has observed.  As to generality and absence of particulars, the point 

about particulars has been addressed above, and the point about generality does not go 

anywhere: if the employer parties wanted to suggest to Ms Bernoth that she was wrong 

to say that staff sacrifice their safety to provide adequate care, they could have 

cross-examined.  The same point is made in relation to JCS Ann E [2.53(f)]. 

Pauline Breen — RN  

274. As to JCS Ann E [2.66(a)], COVID-19 is relevant for reasons given above. 

275. As to JCS Ann E [2.66(b)], Ms Breen’s evidence is that, “proper assessment of a 

client’s environment is not conducted before we visit them for the first time.”  The 

employer parties say that that evidence would not “sustain a conclusion that 

assessments do not take place or that all home environments are inherently hazardous.”  

There is nothing in this objection.  Ms Breen did not say that assessments do not take 

place; she did not say that all home environments are inherently hazardous.  She said 

that a proper assessment is not conducted.  That evidence is admissible and there is no 

reason to give it diminished weight. 

276. JCS Ann E [2.66(c)] is (with respect) a confused objection.  Ms Breen’s evidence is as 

follows: 

“I have concerns relating to my health and safety at work. A proper assessment 

of a client’s environment is not conducted before we visit them for the first 

time. There are many issues that need to be assessed (e.g. access to dangerous 

5709



driveways, vicious dogs, domestic violence, guns in the house etc.) Staff are 

not necessarily trained to deal with these kinds of issues. In many cases the 

client will have relatives living with them. Sometimes those relatives have 

drug or alcohol problems. This can be dangerous and unsafe for our staff.” 

277. Starting with JCS Ann E [2.65(c)(i)], then, the word “them” (emphasised above) does 

not, in fact, refer to “vicious dogs, domestic violence, guns in the house, etc.”  It refers 

to the client.  The employer parties go on to say that the evidence “is not supported by 

reference to any objective evidence.”  There is no requirement, for evidence to be 

admissible or carry weight, that a witness’s sworn testimony be supported by “objective 

evidence.”  A witness’s testimony is evidence.  If Ms Breen has encountered a relative 

in a house, she can say that—she does not have to produce a document which shows it. 

278. The employers then say that this is unparticularised and “generalised information based 

on Ms Breen’s belief.”  This would not be accepted.  If Ms Breen says she encountered 

a relative in a house, that is not a belief, that is a fact.  If she says she encountered a gun 

in a house, that is not a belief, it is a fact.  If the employers disbelieved Ms Breen’s 

sworn evidence, they should have cross-examined her on it.  Again, as for “particulars,” 

there is no need for Ms Breen to go beyond saying, “some driveways are dangerous,” 

into saying, “for example the driveway at X address had a one in five gradient and was 

poorly surfaced.”  Particulars are not a condition of admissibility or weight. 

279. Moving on to JCS Ann E [2.65(d)], Ms Breen gives evidence as follows: 

“Another issue is the heat. Many aged persons do not have air conditioning. 

Our staff can become exhausted and dehydrated, particularly while working in 

the afternoon.” 

280. Contra the employers’ submission, having to work in hot conditions plainly is relevant 

to both the nature of the work, and the conditions in which it is performed, and hence 

is relevant to a “work value assessment.”  The employer parties then say that “that 

matter should have been raised by Ms Breen with her employer.”  That is not relevant 

to whether it is admissible or should carry weight.  Further, the evidence is not (contra 

the employer’s submission) hearsay evidence so far as it relates to her experience.  

There is no reason to give the paragraph diminished weight. 

281. As to JCS Ann E [2.65(e)], financial matters are relevant for reasons given above.  As 

to JCS Ann E [2.65(f)], the impugned paragraph is lay opinion. 
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Stephen Voogt — NP 

282. As to JCS Ann E [3.4(a)], the availability of external support in a person’s role is 

relevant to the nature of the work and the skill and responsibility involved in doing it. 

283. As to JCS Ann E [3.4(b)], Mr Voogt’s evidence as to the ability to manage residents 

non-pharmacologically is relevant to the nature of work (including the risk involved in 

doing it) and the skill and responsibility involved in doing it. 

284. As to JCS Ann E [3.4(c)], Mr Voogt’s basis for saying that doctors are increasingly 

reluctant to prescribe medicine is his personal experience.  No other basis is required. 

285. As to JCS Ann E [3.4(d)], evidence as to COVID-19 is relevant for reasons given 

above. 

Hazel Bucher — NP 

286. It is not possible to respond to JCS Ann E [3.20(a)].  A bare assertion that particular 

evidence is “not of assistance” is not of assistance. 

287. JCS Ann E [3.20(b)] takes objection to this evidence of Ms Bucher’s: 

“Family members with pre-existing mental health illnesses such as anxiety can 

be challenging to manage for the RNs as at times phone calls can be abusive 

and difficult to end. Over time interactions with families has become more 

frequent, with expectations and a need to provide feed back to and consultation 

with families increasing.” 

288. The basis on which that evidence is given is plainly Ms Bucher’s own experience.  No 

other basis is required. 

289. As to JCS Ann E [3.20(c)], the employer parties take objection to Ms Bucher saying 

that the work of aged care workers has profoundly increased, “without foundation.”  To 

begin with, Ms Bucher did not, at [43], even say that work had “profoundly increased”; 

she said that it had been “profoundly influenced” by particular changes, which she then 

describes in sub-paragraphs (a)–(e).  If any “foundation” were needed for a statement, 

given by a witness of fact without challenge, that work has increased over time, in any 

event it is found in those sub-paragraphs. 

290. It is the same in regard to JCS Ann E [3.20(f)].  If Ms Bucher has found that dealing 

with families is challenging, she can simply say so.  She does not need to give some 

further “foundation” for that evidence as to her personal experience. 
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291. As to JCS Ann E [3.20(d)]–[3.20(e)], the ANMF submits that Ms Bucher’s evidence 

will, in fact, assist the Commission.  And as to JCS Ann E [3.20(g)], COVID-19 is 

relevant for reasons given above. 

Suzanne Hewson — EN 

292. JCS Ann F [1.7(a)] attributes to Ms Hewson something she did not say, and then 

objects to that thing she did not say.  It says that Ms Hewson expressed “frustration”—

that word appears in quotes—as to reduced shift length, in [16] of her statement.  [16] 

of Ms Hewson’s statement is this: 

“I always work the morning shift, and I alone am responsible for the 26 

residents downstairs. The EN morning shift used to be 7.5 hours but it is now 

5.5 hours. This changed in mid 2020 as a cost saving measure. I am now 

required to do 7 hours of work (the 1400 drug round takes 30 minutes) in just 

5.5 hours, with no additional assistance and ever-increasing duties and 

complexity of residents’ care needs.” 

293. The word “frustration” does not appear there, or anywhere else in Ms Hewson’s 

statement (or for that matter in her oral evidence).  Evidence as to time pressure that 

Ms Hewson is under, due to having to perform more work in less time, is relevant to 

work value. 

294. The objection at JCS Ann F [1.7(b)] does not appear to have been completely 

expressed.  In any event, the ANMF presses the evidence. 

Wendy Knights — EN 

295. As to JCS Ann F [1.18(a)], [1.18(b)], and [1.18(d)], staffing, bargaining, and 

COVID-19 are relevant for reasons given above.  As to JCS Ann F [1.18(c)], the 

evidence is relevant.  The fact that Ms Knights considers it part of her role to advocate 

in regard to matters of clinical care is relevant to the nature of the work and the skill 

and responsibility involved in doing it. 

Patricia McLean — EN 

296. As to JCS Ann F [1.28(a)], Ms McLean’s personal circumstances are relevant in 

understanding the balance of her evidence. 

297. As to JCS Ann F [1.28(b)], at [121]–[124] of her statement Ms McLean says that when 

she drives for work she has to walk long distances, is exposed to high temperatures, and 

5712



rain, and cigarette smoke.  These are all relevant to (if nothing else) the conditions in 

which Ms McLean’s work is done. 

298. As to JCS Ann F [1.28(c)], Ms McLean’s perceptions of aged-care work and her 

reasons for doing it are relevant to (at least) attraction and retention. 

Kathryn Chrisfield — Occupational Health and Safety Unit Coordinator 

299. As to JCS Ann I [1.58], it is not a condition of admissibility, nor is it relevant to weight, 

that Ms Chrisfield does not provide data in relation to her evidence at [31]–[39] on 

incidents of occupational violence and aggression.  She makes it clear that, in at least 

many cases, her evidence is hearsay evidence (see, e.g., [34]).  Even if the Evidence Act 

1995 (Cth) applied, this would be admissible under section 64 on the basis that it is not 

reasonably practicable to call every person who has ever reported occupational violence 

to the OH&S unit.  In any case, there is ample primary evidence of occupational 

violence before the Commission.  And, some of Ms Chrisfield’s evidence (see at [35], 

[38]) is primary evidence as to the courses of investigations in which Ms Chrisfield was 

involved.  The evidence would not be given diminished weight. 

300. As to JCS Ann I [1.59], COVID-19-related evidence is relevant for reasons given 

above. 

301. As to JCS Ann I [1.60], as with occupational violence, Ms Chrisfield’s evidence as to 

mental health and workload pressure is based on reports made to her (see, e.g., at [42]) 

and her involvement in investigations (see, e.g., at [43]).  The evidence is admissible. 

302. As to JCS Ann I [1.61], if the employer parties considered that they were prejudiced by 

an absence of detail in, e.g., [50] of Ms Chrisfield’s statement, they could have 

cross-examined her about those issues to garner further information (or have written to 

the ANMF in advance of the hearing, raising the issue and seeking further information).  

Having not done so, they should not now be heard to complain about not having enough 

information. 

Paul Gilbert—Assistant Secretary, Vic Branch 

303. As to JCS Ann I [1.79]–[1.80], evidence as to bargaining and COVID-19 is relevant for 

reasons given above. 
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304. As to JCS Ann I [1.81], the evidence is in relation to (amongst other matters) staffing 

mix (at [62], [71]), staffing levels ([63]–[64], [72], [74], [76]–[77]), staffing levels and 

instances of injury, aggression ([65]–[66], [70]), funding (at [73], [75]), and changes in 

acuity (at [78]).  These are relevant subject matters. 

305. As to Mr Gilbert expressing views on occasion during these paragraphs, he is a person 

with 42 years’ experience in and around the sector, as a worker and a union official.  

His opinions are expressed based on specialised knowledge derived from his training, 

study, and experience.  They will assist the Commission and would be received. 

Robert Bonner—Director of Operations and Strategy, SA Branch 

306. As to JCS Ann I [1.91], the survey is in relation to staffing levels and mix ([44], [48]), 

attraction and retention ([46], [51]–[52]), workloads ([47]), resident acuity ([49]–[50]), 

and rates of pay ([53]–[54]).  These are relevant matters. 

Kristen Wischer—Senior Federal Industrial Officer 

307. JCS Ann I [1.93] says that Ms Wischer’s statement of 29 October 2021 is largely 

controversial.  It is assumed that this is a typographical error given that Ms Wischer 

was not required for cross-examination, and the vast majority of the statement goes to 

matters such as award coverage and classification structure, with which the employer 

parties have taken no issue. 

308. The employer parties submit that Ms Wischer’s comparison of private sector rates to 

public-sector rates is irrelevant.  It is relevant.  If a carer can get more money for doing 

largely-equivalent work in public sector acute care, that would tend to support a variety 

of propositions, including that: (1) attraction and retention are a problem in aged care; 

(2) aged-care work is undervalued. 

Conclusion 

309. The ANMF presses all of its evidence and does not accept that any of it should be given 

any particularly-reduced weight.  Of course, some evidence will be more important than 

other evidence.  The ANMF does not think it is necessary for the Commission to give 

written reasons for its resolution of any of these evidential issues. 

C.5.4 JCS [4.28(e)]—qualifications 

310. At JCS [4.28(e)], the employer parties submit as follows: 
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“The qualifications required to perform a lot of work in aged care have not 

materially changed except to say that there is now an increased preference for 

‘care employees’ to obtain a Certificate III (noting that some AINs require a 

Certificate III).” 

311. The Commission would have regard, as well, to the fact that the content of the Cert III 

has itself changed, and continues to change, over time.  As to the continuing change, 

see, in particular, the statement of Robert Bonner dated 29 October 2021 at [89]–[90]. 

C.5.5 “Routine” and the cadence of the day 

312. At JCS [9.5(h)], the employer parties submit that a PCW will have a “routine” that they 

follow which follows the usual cadence of a domestic day.  They footnote JCS Ann A 

at [2.19], [2.20], [2.51], [2.68], [2.77], [2.81], [2.98], [2.113], [2.134], [2.136(h)], 

[2.153], [2.156], [2.172(b)], [2.191], [2.210], [2.215], [2.227], [2.240], [2.266], [2.281], 

[2.297], [2.299], [2.314]. The employers also contend that a PCW providing palliative 

care will “undertake their usual routine, however this may involve greater frequency of 

activity as well additional assistance to comfort the consumer” (JCS [9.5(ii)]. No 

reference is made to PCWs undertaking their usual routine in these circumstances  in 

the evidence relied upon for this proposition (or elsewhere).  

313. Very few of these paragraph references have anything to do with routine.  At [2.19], 

there is evidence of Ms Mashford’s to the effect that work generally follows a routine.  

But [2.20] is about tasks performed on a shift (not routine), [2.51] is Ms Spangler’s 

view about skills required to perform work, [2.68] is Ms Power’s evidence about work 

she performs on a shift (not routine). 

314. [2.81] (Ms Power), [2.98] (Ms Hardman), [2.113] (Ms Jones), [2.134] (Ms Ellis), 

[2.136(h)], [2.153] and [2.156] (Ms Kelly), [2.172] (Ms Curry), [2.191] (Ms Schmidt), 

[2.210] and [2.215] (Ms Ghimire), [2.227] (Ms Youd), [2.240] (Ms Glass), [2.266] 

(Ms Bowers), 2.281 (Ms Clarke), [2.297] (Ms Roberts), [2.299] (Ms Field), and [2.314] 

(Ms Jennings) are all in the same category: they are evidence about the tasks that the 

various workers perform in the course of their work, or the skills involved in doing so.  

None refer to the work being “routine” or following any particular “cadence.” 

315. Some paragraphs cited directly contradict the submission.  At JCS Ann A [2.77], 

Ms Hardman is quoted as saying, “Every day is different working in aged care.” 
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316. Moreover, the employer parties fail to address the evidence contradicting their 

submission, including from their own witnesses.  As outlined at ANMF CS [104], Kim 

Bradshaw (General Manager at Warrigal’s Stirling Facility) accepted that every day 

incidents can and do occur which throw any schedule out the window.  All of the 

evidence in ANMF CS Part E.3—in relation to consumer-directed care—also negatives 

the existence of fixed “routines.” 

317. The submission that an AIN / PCW has a “routine” that they follow would be rejected, 

so far as it goes beyond the uncontroversial (but not particularly salient) point that 

people tend to sleep at night, be up during the day, etc., and that work—changing and 

unpredictable as it is—will of course reflect these sorts of considerations. For the same 

reasons the employer submission that the provision of care by RNs is built around 

routine (JCS 19.3(g)) would be rejected. 

C.5.6 ENs not the same role [20.4] 

318. At JCS [20.4], the employer parties submit that, “[i]n many respects ENs are still 

performing the same role that has existed for the past two decades, providing nursing 

care under the supervision of a RN, which comprises a combination of personal care 

together with nursing care which includes a clinical care element consistent with their 

competency and experience level.” 

319. That is pitched at a level of generality that is too high meaningfully to assist the 

Commission.  The reality is that the work of ENs, like that of RNs and AINs / PCWs, 

has been changed by (inter alia): 

(1) changes in the acuity of residents (and corresponding changes such as increased 

need for dementia care and palliative care) 

(2) changes in philosophy and models of care; 

(3) changes in accountability and regulation; 

(4) changes in levels of workplace violence and aggression; 

(5) changes in the use of chemical and physical restraints; 

(6) changes in the way that families interact with carers. 
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320. In short, ENs are not insulated from changes affecting the aged-care industry, over the 

past two decades.  It is wrong to suggest that the work of ENs has not changed in two 

decades, or has only changed in the way identified JCS [20.5].  The ANMF otherwise 

relies on its principal closing submissions, and in particular ANMF CS Part E. 

C.6 Expert evidence 

321. Quite a few pages in the Joint Closing Submission are devoted to the expert evidence.  

Within these pages, quite a few criticisms are offered of the experts.  Very few were 

put in cross-examination.  The employer parties are willing to wound, but were afraid 

to strike.61  Considerations of fairness (i.e., Browne v Dunn (1894) 6 R 67) require the 

Commission to avoid findings not put to witnesses for comment. 

322. For the most part, failure to meet the standard expressed in Browne v Dunn (1894) 6 R 

67 does not matter, because the employer parties’ criticisms are answered by reading 

the expert’s report fully, rather than selectively.  However, there are a few criticisms 

that really should not have been put in submissions.  These are identified, below. 

C.6.1 JCS Ann J Part 2—Gender pay gap and minimum rates 

323. Annexure J Part 2 of the Joint Submission is concerned with “The Gender Pay Gap and 

Undervaluation.”  The essence of the submission is at JCS Ann J [2.2], but there are a 

number of sub-propositions, each of which will now be addressed in turn.  The short 

answer, though, is that the Joint Submission misunderstands, in various ways, the 

Smith/Lyons Report, and misunderstands the use that the ANMF makes of it. 

324. It is convenient at the outset to explain (further to ANMF CS [766]–[774]) the use to 

which the ANMF puts this evidence, and then in the course of responding to particular 

aspects of the Joint Closing Submission to detail how this use has been misunderstood. 

325. The starting point is that all parties accept that the relevant wage rates in the affected 

awards have not been properly fixed.62  From there, the union parties contend (and the 

employer parties seem to agree, in at least many cases), that there exist work value 

reasons justifying an increase in minimum award rates in the affected awards (which 

61  Alexander Pope, An epistle from Mr. Pope, to Dr. Arbuthnot, London: printed by J. Wright for Lawton 

Gilliver, 1734, at line 203. 
62  Email from Alana Rafter dated 27 July 2022 at point 1, referring to various passages in the Joint 

Submission; ANMF CS  [90(1)]; HSU CS [6]; UWU CS [10]. 
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inheres a proposition that the rates as set do not reflect, because they understate, the 

value of the work that is being performed). 

326. As the ANMF has submitted (ANMF CS [91(2)]), it is not necessary that the 

Commission form a view about why the rates as presently set have not been properly 

fixed and do not reflect the work value of the work that is in fact performed. 

327. The union parties seek significant increases in minimum award rates.  While it is not 

necessary to make a finding as to why the current award rates dramatically undervalue 

the relevant work, the ANMF advances two propositions  as to why that might be so, 

to assist  the Commission in reaching a conclusion on the question of whether the rates 

have been properly fixed. 

328. The first is that the value of the work has increased dramatically over the last twenty 

years, and wages have not kept pace.  This is supported by the submissions in Part E 

(in particular) of the ANMF’s closing submissions. 

329. The second is that the work was undervalued because the industry is a female-

dominated industry in which stereotypically “women’s work” is done.  Why might the 

Commission conclude that work has been undervalued in such an industry?  Because 

of the persistent existence of a gender pay gap (Smith/Lyons Report), together with 

identification of skills brought to bear in female-dominated industries which 

traditionally have not been recognised as having value (Junor Report). Associated with 

the second reason, is that the industrial mechanisms in place over time have not been 

adequately equipped to value the work in the way now provided by the Act 

(Smith/Lyons Report). 

330. These first and second theses may each be partially explanatory (each in some 

proportion), or it may be that the Commission prefers exclusively the first (it is difficult 

to see, given the evidence, that the Commission would prefer exclusively the second). 

331. This, then, is the use to which the ANMF puts the expert evidence 

JCS Ann J Part 2(a)—“The evidence does not concern minimum rates in 

awards” 

332. This part of the Joint Closing Submission itself contains four sub-headings, and it is 

convenient to address them under corresponding sub-headings, below. 
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“The gender pay gap” 

333. It is convenient here to address the submission which is, in effect, this: (a) we are, in 

these applications concerned with award rates; (b) the Smith/Lyons Report draws its 

conclusions about gender pay gap (“GPG”) based on actual earnings rather than award 

rates; (c) therefore, the Smith/Lyons report has nothing useful to say in this application. 

334. This misunderstands the point.  The Smith/Lyons Report at [6]–[13] (which are the 

paragraphs the Joint Closing Submission is considering)63 is not addressed to whether 

there is a GPG in aged care in particular.  It is addressed to whether there is a GPG in 

general.  Whether this is measured by reference to actual earnings or earnings at the 

award minimum is not to the point.  The point is just to show that, on a variety of 

measures, women are paid less than men for work of equal value. 

335. Further, JCS Ann J [2.7(a)] mischaracterises the report and the cross-examination.  The 

report is plainly not limited to “average weekly earnings or average weekly overtime 

earnings.”  Table 1 on page 4 shows a GPG based on a variety of measures, including 

(e.g.) hourly earnings as well.  And the actual question and answer at PN3278 (referred 

to at JCS Ann J [2.7(a)] was this: 

“WARD: Thank you, Professor. So when you talk about the gender pay 

gap in this paper, you're talking about it in the context of average weekly 

earnings or average weekly ordinary time earnings. It's not about minimum 

rates of pay in awards? 

SMITH: No, it's not, and the other distinction I should make is in the 

second part of that table it distinguishes our non-managerial earnings. I should 

have made that comment at the beginning.” 

336. The question was compound, and the answer was clearly addressing the second aspect 

of the compound question (“it’s not about minimum rates of pay in awards”).  It is the 

answer, not the question, which is evidence.64  And in any case, neither question nor 

answer could be understood as the witness departing from what she had outlined in 

Table 1 of her report. 

337. It is wrong to regard Assoc Prof Smith’s evidence that she was not comparing award 

rates of pay as somehow constituting a “concession” (cf. JCS Ann J [2.8]).  It is plain 

63  See JCS Ann J [2.6], ft 7. 
64  See, e.g., R v Fernando [1999] NSWCCA 66 at [329]–[329] (Newman, Studdert and James JJ), Want v 

State of Western Australia [2006] WASCA 189 at [92]–[93] (Roberts-Smith JA), Ritchie (a Pseudonym) 

v R [2019] VSCA 202 at [89] (Kaye and Weinberg JJA, Kidd AJA). 
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on the face of her report that she was not comparing award rates.  The evidence that she 

gave in cross-examination did not “concede” matters; it accurately described the 

content of her report. 

338. JCS Ann J [2.9] seeks to undermine Professor Smith’s conclusion by saying that 

“differences in occupation or hours worked can contribute significantly to the 

differences observed between male and female earnings.”  Reference is made to an ABS 

publication.  So far as this submission involves a proposition that Assoc Prof Smith 

somehow failed to consider that differences in occupation or hours worked might affect 

measurement of a GPG, that submission would be (strongly) rejected.  But it is 

convenient to pick this point up under the next heading. 

“Gendered undervaluation” 

339. At JCS Ann J [2.12], reliance is placed on Assoc Prof Smith having said that she 

inclines to the “institutional sociological” approach to measuring the GPG, rather than 

the “economics view” of measuring.  And it is said that Assoc Prof Smith’s approach is 

thereby undermined, because the types of things that are brought to bear in an 

institutional approach—“organisational, social and labour market factors that impact 

on women’s occupational choices”—involve only an “interesting academic exercise” 

which involves “imprecision” (JCS Ann J [2.12]). 

340. This is an unfair treatment of the Smith/Lyons Report.  Yes, Assoc Prof Smith prefers 

the institutional approach.  But she spends a great deal of time outlining how even on a 

“standard economics” approach, a GPG gap is still presented (see Smith/Lyons Report 

at [18]–[33], in particular [18]–[24]).  The “standard economics” approach controls for 

things like hours worked and occupational differences.  And even controlling for all 

“explained” differences earning,65 still adherents to the standard economics approach 

conclude that: 

(1) “there is a significant, persistent, unexplained wage gap between men and 

women that is attributed to discrimination or other unobserved characteristics” 

(Smith/Lyons Report at [23]); and 

65  See Smith/Lyons Report at [18] for use of this term. 
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(2) “only a small proportion of the GPG can be attributed to differences in the 

productivity-related characteristics of men and women” (Smith/Lyons Report 

at [23]); 

(3) “overall there is substantial evidence to suggest that a combination of 

discrimination or other unobserved characteristics play an important role in 

maintaining the wage gap in Australia” (Smith/Lyons Report at [23]); 

(4) “the most significant component contributing to the GPG in Australia was 

gender discrimination, accounting for 39% in 2017” (Smith/Lyons Report 

at [24]). 

(5) occupational segregation has more, not less, explanatory force as female 

domination increases in a given industry, which supports the proposition that 

the female-dominated nature of the aged-care industry is relevant to whether 

that industry is a contributor to the overall GPG (Smith/Lyons Report at [33]). 

341. Of course, the Smith/Lyons Report also contains the opinion that, if the institutional / 

sociological approach is adopted as a lens, still there is a GPG (see at [34]–[41]).  But 

the Smith/Lyons approach was not limited to adopting this lens. 

342. Accordingly, the criticism that is impliedly made of Professor Smith in 

JCS Ann J [2.12] would not be accepted. 

343. Before leaving this heading, it might be noted that the Joint Closing Submission seeks 

to make a virtue of necessity.  The “necessity” is that the employer parties are faced 

with a range of expert opinion, all from experts whose credentials cannot be questioned, 

all of whom say that there exists in Australia a GPG, all of whom were unshaken on 

that point in cross-examination (indeed, it was not even put to these experts that they 

were somehow mistaken in that opinion). 

344. The Joint Closing Submission seeks to make a virtue of this by selectively or wrongly 

reading the expert reports, and making unfounded and unlikely assumptions such as 

that undoubted experts somehow failed to take into account, in concluding that there is 

a GPG, that people work different hours in different occupations (cf. JCS Ann J [2.9]). 

345. The only conclusion that the Commission could reach, given the uncontradicted and 

substantially unchallenged evidence of the experts whose reports it has received, is that: 

5721



(1) there is a GPG; and 

(2) there is no basis for thinking that the aged-care industry is somehow immune 

from what is otherwise an economy-wide phenomenon; 

(3) in fact, there is basis for thinking that the GPG is particularly pronounced in 

aged care, given the explanatory force that “occupational segregation” has on 

the existence of a GPG. 

“Gender bias in tribunal decisions” 

346. Again, the Joint Closing Submission is only able to make a submission such as that the 

Smith/Lyons Report does not “sustain a conclusion that the tribunals in Australia have 

consistently undertaken an improper assessment of work value” (JCS Ann J [2.16]) by 

referring (in ft 26) only to [94]–[107] of that report, and ignoring the detailed analysis 

in [65]–[93] of the report, over about ten pages. 

347. The conclusion that the history of wage-setting in this country has involved 

gender-based discrimination is not only open, it is inevitable.  Taking only one example 

in the historical examination set out in the Smith/Junor Report (at [71]), when (as 

recently as 1969) a principle of “equal pay for equal work” was established, there was 

a specific exclusion for work predominantly undertaken by women. 

348. The question is therefore not whether there is a basis for thinking that gender-based 

discrimination is an historical possibility in Australian wage-setting history; the 

question is whether, at any point, undeniable gender-based discrimination has ever been 

reversed.  The point of the Smith/Lyons analysis from [81]–[93] is to explain why there 

is reason to think that gender-based discrimination (unknowing discrimination latterly, 

to be sure—but still discrimination) has not been reversed.  In essence, the reason is 

that there are features of the wage-setting mechanism in Australian industrial law that 

present as barriers to rectifying past gender-based discrimination.  These are 

summarised at [93] (emphasis added): 

“In summary it is our opinion that barriers and limitations to the proper 

assessment of work value in female dominated industries and occupations 

include: 

• changes in the regulatory framework for equal pay and equal 

remuneration applications and the interpretation of that framework 

• procedural requirements such as the direction in wage-fixing 
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principles that assessment of work value focus on changes in work 

value and tribunal interpretation of this requirement 

• conceptual including the subjective notion of skill and the 

“invisibility” of skills when assessing work value in female-dominated 

industries and occupations.” 

349. The emphasised passage aligns directly with Hon Assoc Prof Junor’s analysis and 

identification of precisely such skills (to which further attention will shortly be 

directed). 

350. Finally in this heading, in relation to JCS Ann J [2.18], reference to the fact of awards 

being “centred ostensibly on the C10 framework or otherwise the AQF” assumes too 

much.  Namely, it assumes that: (1) the C10 framework is itself gender- and industry-

neutral; and (2) the AQF is a suitable proxy for work value.  Not only are these 

propositions doubtful, they have been doubted by ABI (one of the parties to the Joint 

Submission) itself, in a different case.  In 4 Yearly Review Of Modern Awards—

Pharmacy Industry Award [2019] FWCFB 3949; 287 IR 129, ABI is recorded at [9] as 

having made this submission (emphasis added): 

“The structure of classifications in the Manufacturing Award and the nexus 

with C10 had not been the subject of arbitral consideration and the Commission 

should be cautious in treating these as an unalterable or unquestionable 

reference point. It was, ABI submitted, reasonably open to question how 

comfortably the manufacturing classification structure and the C10 nexus sat 

with a contemporary work value assessment as contemplated by s 156(4) and 

also ss 134 and 135 of the FW Act. It was also highly questionable whether the 

AQF alone could serve as a satisfactory proxy for determining work value. …” 

351. And in their opening submissions (at JS [3.22] and JS [26.5]–[6]), and in their closing 

submissions (JCS [4.13]), the employer parties submitted (rightly) that the C10 

framework is inherently situated in an industrial sector context and not a health sector 

context.  Why might this be relevant to gender-based undervaluation?  For the reason 

given in (many of the expert reports but for example in) the Smith/Lyons Report at [92]: 

“The capacity to address the valuation of feminised work has also been limited 

by the requirement to position that valuation against masculinised benchmarks. 

This requirement for a comparator has been a feature of equal remuneration 

proceedings has been noted but the pivotal role of the metal industry 

tradesperson in wage fixing is also well documented. As an example the award 

restructuring requirements of wage fixing principles from 1988 was ultimately 

designed around a set of masculinised classifications and credentials and thus 

offered a limited capacity to properly describe, delineate and reward work in 

feminised industries and occupations. Work value comparisons continued to 

be grounded by a male standard, that being primarily the classification 

structure of the metal industry awards and to a lesser extent a suite of building 
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and construction awards. This template rested on the relativity of masculinist 

classifications to the position of metal industry or building industry 

tradesperson. Peetz and Murray (2017) note that while the GPG is lower for 

“award dependent” workers in Australia, this does not mean Australian 

industrial tribunals are immune from stereotypical gender attitudes when they 

assess work value (Peetz 2015, pp. 351-354).” 

352. Also relevant in this connection are the observations from [42]–[64] of the Smith/Lyons 

Report, which assist in understanding why the C10 framework might involve gendered 

assumptions, favouring “male” work.  It probably suffices for the present moment to 

quote from [60]–[61], which capture aspects of the non-recognition of “female” skills, 

and how it is that feeds into the industrial wage-setting framework: 

“[60]  … Therefore, gender-based undervaluation and/or undervaluation on 

a gender basis in the employment context means the skill level of occupations, 

work or tasks is influenced by subjective notions about gender and gender roles 

in society. Skills of the job occupant are discounted or overlooked because of 

gender. Skills required to perform work tasks are discounted or overlooked 

because of gender. Skills of the occupation (e.g. proficiency, complexity, 

responsibilities, and the conditions under which work is performed) are 

discounted or overlooked because of gender. Skills are devalued or overlooked 

because of norms, ascribed gender roles, and gendered stereotypes that prevail 

in the wider social environment. Work becomes “sex typed” when a job or 

occupation is viewed as being socially appropriate for women to perform, often 

because of the similarity of the work and tasks of the job to the activities 

women historically undertake in the domestic (unpaid) environment. 

Consequently, the work is perceived as “women’s work”. Therefore, the work 

undertaken by women in such jobs or occupations is considered to be less 

valuable and can be paid less than work undertaken by men that has no obvious 

similarity to the activities men historically undertake in the domestic (unpaid) 

environment. For example, primary responsibility for children is a 

stereotypical role of women and mothers in the domestic (unpaid) sphere. 

Working with children in the market (paid) sphere is an extension of women’s 

household roles, and is an ascribed undertaking due to their nurturing roles in 

the domestic household (Orupabo 2018). This process of devaluation is partly 

shaped by the “male breadwinner model” and the gender division of paid and 

unpaid labour (Aboim 2010). 

[61] Norms and regulation overlap, shaping each other. For example, the 

1907 Harvester judgment and other Australian industrial tribunal decisions on 

female pay in the twentieth century reflected and reinforced the dominant 

social norms about women and paid work (Peetz 2017, p. 9). Indeed, even in 

the 1990s the QIRC held working with children involved “attributes” and were 

not skilled (Peetz 2017, p. 12) and the work was “simple” (Miscellaneous 

Workers’ Kindergartens and Child Care Centres etc (State) Award (2006) 150 

IR 290 at [104]). If there is a resemblance between the activities women 

historically perform in households and the work of a female-dominated 

occupation, norms holding that domestic unpaid labour is unskilled can 

influence how the paid labour is valued (Peetz 2017, p. 12). For example, 

women have a “natural” predilection for communication and caring due to their 

role as mothers (Grimshaw and Rubery 2007, p. 60).” 
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353. The submission (JCS Ann J [2.20]), then, that little weight should be placed on the 

Smith/Lyons Report’s analysis of the relevance of gender in the industrial wage-setting 

framework would be rejected.  On the contrary, the report advances a persuasive 

rationale for the conclusion that historical gender-based undervaluation has not been 

rectified as a result of the application of industrial wage-setting mechanisms. 

“‘Low’ Rates” 

354. It suffices to say in relation to JCS Ann J [2.21]–[2.22] that the rates are low.  As the 

ANMF has already submitted at ANMF CS [834]–[835], the rates of pay for (for 

example) PCWs are barely above minimum wage.  Various witnesses, employers, and 

the Royal Commission, drew attention to the fact that better pay for similar work is 

available in the acute-care sector (see ANMF CS [662], [666], [674]–[675], [692] 

[694], [703], [708]).  It is one of the more uncontroversial facts in this proceeding is, as 

the Royal Commission put it, that, “The staff in aged care are poorly paid for their 

difficult and important work” ([FR.1.124]).  It is difficult to see why Assoc Prof Smith 

should be criticised for saying that the rates of pay are low. 

355. Then JCS Ann J [2.23] is an example of one of the submissions, referred to in [322] 

above, that should not have been put.  The reference to the Smith/Lyons Report as being 

a “connect-the-dots” exercise is difficult to understand otherwise than as involving 

either a proposition that the authors’ analysis is simplistic or childish (like a “connect 

the dots” drawing), or that the authors’ analysis was directed to achieve a particular 

outcome rather than reflecting the authors’ genuine opinions.  Neither proposition was 

put to Assoc Prof Smith (who was required for cross examination), nor to Dr Lyons 

(who was not even required).  No proper basis could exist for putting either proposition. 

356. Even if it had been put, no view of the detailed and scholarly report prepared by 

Assoc Prof Smith and Dr Lyons could justify such a finding.  The report contains ample 

(indeed, abundant) reasoning in support of its conclusion—for example, as outlined 

above, Assoc Prof Smith goes as far as to explain why even a scholarly view which she 

does not favour supports the conclusion she draws (that a GPG exists). 

Conclusion 

357. The submission at JCS Ann J [2.24] would be rejected.  The Smith/Lyons Report amply 

serves the purpose for which it was produced: to support findings that: 
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(1) there is a GPG; and 

(2) there is no basis for thinking that the aged-care industry is somehow immune 

from what is otherwise an economy-wide phenomenon; 

(3) in fact, there is basis for thinking that the GPG is particularly pronounced in 

aged care, given the explanatory force that “occupational segregation” has on 

the existence of a GPG; 

(4) the historical and current system of industrial wage-setting mechanisms have 

involved (and do involve) barriers to the rectification of gender-based pay 

disparities; 

(5) these include (but are not limited to) gendered assumptions about what are 

“skills,” how they are identified, and how they are then valued. 

JCS Ann J Part 2(b)—“No evidence of a gender pay gap within the modern 

award framework” 

358. It is, of course, obvious that the awards do not set male and female rates 

(JCS Ann J [2.25]).  As to JCS Ann J [2.26], it is preferable to read the entirety of 

Smith/Lyons Report [166], rather than just the extract that the employer parties have 

selected for their submission: 

“In our opinion, the ending of any specific reference to the gender of 

employees in aged care does not mean gender was no longer an issue when 

work value was assessed and/or when wage rates were set. Absences of a direct 

gender reference in the various awards or industrial tribunal decisions should 

not be interpreted as an end of the influence of gender-stereotypical attitudes.” 

359. The full quote makes clear what has already been addressed above, especially at [348]: 

given a history of gender-based undervaluation of stereotypically “female” work, the 

absence of express reference to gender could not safely lead to a conclusion that all 

historical gender-based differences in wages has been addressed.  Given the presence 

of a GPG (no matter how many things one controls for, and no matter which approach 

to measurement one would adopt), it would be a surprising conclusion that, somehow, 

the aged-care industry was unique (or unusual) in having managed to eliminate 

historical gender-based undervaluation of “female” work. 

360. As for JCS Ann J [2.28]–[2.39], there are a variety of points to make. 
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361. First, [2.29] (clerks), [2.30] (laundry hands), [2.31] (cleaners), [2.32] (gardeners), 

[2.33] (food services assistant and cook), [2.34] (maintenance / handyperson), [2.35]–

[2.36] (driver), and [2.38] (recreational / lifestyle activities officer), [2.39] (general 

services supervisor), and [2.40] (interpreter) are irrelevant to the ANMF’s application. 

362. The only relevant paragraph to the ANMF’s application is [2.37], which compares 

minimum rates for “personal care employee” as between the Aged Care Award, 

SCHCADS Award, and the Social and Community Services Employees (State) Award, 

and finds that those rates are similar. 

363. Quite what point the Joint Closing Submission is making here is not clear.  It is entirely 

unsurprising and proves nothing that “care work” carries similar wages across a few 

awards.  This says nothing about whether, across those awards, those consistent wages 

for “care work” are too high, too low, or about right.  In fact, precisely the premise of 

the applications before the Commission is that both the Aged Care Award and the 

SCHCADS Award undervalue the relevant work and both should see increases. 

364. For the Joint Submission to make a meaningful cross-award comparison, it would have 

to find work that was manifestly of equivalent “work value” to the work of a “personal 

care employee,” but which was not stereotypical “women’s work”, and then to compare 

those wages.  Of course, that exercise would be fraught (and may very well require 

expert evidence), including because there would be ample scope for argument about 

whether any particular kind of non-care work was of equivalent “work value.” 

365. Second, though it is probably not necessary to make this submission (given what is said 

in [361] above), even if the comparisons in JCS Ann J [2.30]–[2.36] and [2.38]–[2.40] 

are relevant to the ANMF’s application (which they are not), still they do not show 

what the Joint Employers think they show.  The submission seems to be as follows 

(taking “gardener” in JCS Ann J [2.32] as an example): 

(1) a Cert III gardener working in the aged care industry is paid the same amount 

as a Cert III gardener working otherwise than in the aged care industry, under 

(say) the Gardening Award; 

(2) the work done by a Cert III gardener is of the same value whether done in the 

aged care industry or otherwise than in the aged care industry; 
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(3) accordingly, there cannot be a gender pay gap within the modern award 

framework, since people are paid equivalent wages for equivalent work. 

366. There are two problems with this logic.  One is that the proposition in [365(2)] is, to 

say the least, doubtful.  The ANMF will leave it to others to make submissions in regard 

to the work value of aged-care gardening employees, but will note that there was 

evidence from gardening employees directed at the unusual (and value-adding) features 

of gardening in an aged-care environment.  So, it may be that the correct conclusion is 

that the Cert III gardener in aged-care is deserving of a higher wage than the Cert III 

otherwise than in aged care, because of the nature, skills involved in, and conditions of, 

the aged-care gardener’s work. 

367. The other problem is that, as outlined above in regard to personal care workers, one 

cannot demonstrate the absence of a gender pay gap in the aged-care industry by 

drawing comparisons between similar or identical work, as covered by different awards.  

An equally-available conclusion from the same premise is that the work in the other 

industry is similarly undervalued (which might be shown were ever an application to 

be brought in relation to that other award). 

“Conclusion” 

368. Accordingly, the Commission would reject the submission at JCS Ann J [2.41] that the 

analysis in the Joint Closing Submission “suggests that there is no gender pay gap.” 

C.6.2 JCS Ann J Part 3—“Sociological theories for undervaluation” 

369. There is a short answer to the entirety of JCS Ann J [3.1]–[3.22].  In those paragraphs, 

the Joint Closing Submission criticises the application of sociological approaches to 

conclude that there is a GPG.  The short answer was that given at [339]–[341] above: 

Assoc Prof Smith also outlined literature which applied a “standard economic” 

approach to analysis of whether a GPG gap exists, and stated that that approach does 

show a GPG.  She was not challenged on that conclusion in cross-examination. 

370. The Joint Closing Submission makes no criticism of application of a standard 

econometric approach to identification of a GPG.  Assoc Prof Smith’s opinion is that 

the literature utilising that approach shows the existence of a GPG, the most-significant 

component contributing to which is gender discrimination (see Smith/Lyons Report 

at [24]).  There was no cross-examination on any of this.  There is no contrary evidence.  
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That completely undermines the Joint Closing Submission’s attempt to avoid a finding 

of a GPG by characterising all of the experts as adopting a sociological approach. 

371. In any event, even if Assoc Prof Smith had only adopted a sociological approach, the 

criticisms made of that approach are unfounded.  This is addressed under headings 

corresponding to the Joint Closing Submission, below. 

JCS Ann J Part 3(a)—“Rates in female-dominated occupations vs male-

dominated occupations” 

372. While the criticism in JCS Ann J [3.5]–[3.7] is directed at Professor Meagher, it is the 

same criticism that was made about Assoc Prof Smith: the only way that an analysis of 

pay can be useful is it looks at minimum award rates rather than actual rates of pay.  

This submission would be rejected for the same reasons as given at [333]–[345] above. 

JCS Ann J Part 3(b)—“The relevance of “gendered undervaluation” and 

‘women’s work’” 

373. One thing is immediately noticeable about JCS Ann J [3.8]–[3.18].  Despite that the 

Joint Closing Submission identifies that Hon Assoc Prof Junor and Assoc Prof Smith 

each expressed the opinion that “women’s work” had historically been, and is, 

undervalued (JCS Ann J [3.8] for Hon Assoc Prof Junor; [3.12] for Assoc Prof Smith), 

there is no reference to any cross-examination of those two witnesses in which it was 

put to them that they were wrong about that. 

374. That is because there was no such cross-examination. 

375. In the case of Hon Assoc Prof Junor, at PN3195–PN3199 she was asked what she 

meant by “gendered job,” and she was asked whether she would accept the term, 

“women’s work.”  The cross-examination immediately then turned to whether 

Hon Assoc Prof Junor’s Spotlight Tool could be used to recognise skills that were 

under-recognised for reasons other than gender.  It was never put to 

Hon Assoc Prof Junor that she was wrong to have expressed the opinion that “women’s 

work” was undervalued.  The topic was not even broached. 

376. It was the same with Assoc Prof Smith.  At PN3285–3287, she gave this evidence: 

“WARD: … But about two thirds of the way down paragraph 60, you 

start talking about this notion of women's work and I appreciate it's not 

necessarily your phrase. As I understand what's written there - and I'm happy 

for you to take time to read it if you need to, to refresh your memory - this is a 
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notion that certain types of work have historically been done predominantly by 

women, predominantly in a domestic, unpaid setting, and therefore the society 

doesn't place economic value on that work. Is that a reasonable summation of 

that concept? 

SMITH: In a sense, yes, that it's a struggle to gain a sense of being 

deemed skilled work or, to use your phrase, of value in a sense; the recognition 

of its value has been impacted by the nature of the work and some of the 

normative assumptions about the work. 

WARD: Sorry, can I just explore that? You said something, I think, that 

might not have come up before. It's not just that there is no - society doesn't 

attribute economic value to it, it's that society has perceived it to be unskilled 

or less skilled? 

SMITH: Yes, it's struggled to have that sense of being identified as 

skilled or gradations of skilled work. Skills can be overlooked or discounted in 

the worker. 

WARD: I'd be right in saying that in your analysis you believe that's a 

true today as it's ever been? 

SMITH: I say that it remains - I would conclude that it remains. Clearly, 

gains have been made so it's not as - not as evident now as it would have been 

in the early 60s, for example.” 

377. Shortly thereafter, the cross-examination moved to another topic.  The opinions that 

Assoc Prof Smith expressed in her report, and again her oral evidence (extracted 

above), were never challenged. 

378. At least as far as Assoc Prof Smith and Hon Assoc Prof Junor were concerned, then, 

their unchallenged, and uncontradicted (in the sense that there was no contrary 

evidence), evidence was that “women’s work” had historically been, and is, 

undervalued. 

379. The Commission is not, of course, bound to accept expert evidence only because it is 

unchallenged, but it would be a rare case in which it would decline so to accept it.  That 

is especially so where, as here, no fewer than six eminent witnesses gave reasoned 

evidence, directly within their field of expertise, to the effect that “women’s work” has 

been and is undervalued.  Those six are, for ease of reference, Professor Charlesworth, 

Professor Meagher, Hon Assoc Prof Junor, Professor Eagar, Assoc Prof Smith, and 

Dr Lyons. 

380. Some of them were not cross-examined at all; others were cross-examined lightly and 

not in a way that shifted them from their opinions; there was no contrary evidence.  In 

5730



these circumstances, it would be—and this may understate the position—a strong thing 

to reject all of the evidence. 

381. In any case, JCS Ann J [3.9]–[3.16] really do little more than set out the nature of the 

evidence that certain witnesses gave, without explaining why that evidence would not 

be accepted.  The thread running through the submission seems to be that, because the 

various witnesses did not demonstrate the existence of gender-based undervaluation 

using the particular methodology favoured by the employers—comparison of minimum 

award rates—that somehow undermines their conclusion that there is gender-based 

undervaluation.  This submission has been addressed above, at [333]–[345]. 

“Conclusion” 

382. The submission at JCS Ann J [3.17] would be rejected.  For one thing, it would be 

rejected because the employer parties concede that the rates in the relevant awards have 

never been properly fixed. 

383. For another, it would be rejected because it adopts the same framing that has been 

addressed above.  That is, the employer parties in effect start from the premise that one 

can assume that there is no history of gender-based undervaluation, and then it falls to 

the union parties to show precisely where, along the line of the development of these 

particular awards, some tribunal was affected by gendered considerations. 

384. That is not the right analysis.  As Assoc Prof Smith shows, it is beyond argument that 

the Australian experience of wage-setting did (expressly), in the past, involve 

gender-based undervaluation of “women’s work.”  The question is whether 

wage-setting processes have been effective to correct that error, or not.  The existence 

of a GPG, which correlates with occupational segregation, provides good reason to 

think that the error has not been corrected.  Six experts say that “women’s work” 

continues to be undervalued, and give reasons why that is so. 

385. Even though (as explained at the outset) this conclusion is not necessary in order for 

the Commission to find that the award rates requires significant increase to reflect work 

value, the Commission would have no hesitation (if it desired to do so, or if for some 

reason it found it necessary) in finding that “women’s work” remains undervalued. 

386. It remains to address the (vaguely in terrorem) submission in JCS Ann J [3.18].  The 

logic of the submission is effectively this: 
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(1) modern awards are largely aligned around the C10 Framework and the AQF; 

(2) this is so whether the awards apply to work that is seen as “women’s work” or 

work that is seen as “men’s work”; 

(3) the C10 Framework and the AQF are “gender neutral ground”; 

(4) to accept, then, that “women’s work” is generally undervalued would require the 

uncoupling of awards involving “women’s work” from the C10 Framework and 

would require increases of the minimum rates of pay in all such awards; 

(5) this requires accepting that “all women’s work is of greater value than all ‘men’s 

work’.” 

387. There are a number of reasons why this logic would not be accepted. 

388. First, propositions (1)–(2) are immediately undermined just by looking at the Nurses 

Award, which (the employer parties accept) involves large departures from the C10 

framework, to the disadvantage of the nurse (see JCS Ann O [3.5]).  It would require 

close analysis to identify the degree to which it can any longer fairly be said that modern 

award pay structures align with the C10 and AQF, and that analysis has not been done 

by the employer parties. 

389. Second, proposition (3) is not only a very large assumption, it is inconsistent with the 

Joint Employers’ own submission.  As noted at [350]–[351] above, the employer parties 

in this very proceeding submit that the C10 framework is inherently situated in an 

industrial context and not a health sector context, and in another proceeding ABI 

submitted that it was “highly questionable” that the AQF alone could serve as a 

satisfactory proxy for determining work value. 

390. Transference of the C10 framework from one context (industrial, “men’s” work) into 

another context (caring, “women’s” work) involves value judgment.  It is precisely 

where value judgment is involved that the evidence of six experts to the effect that 

“women’s work” is undervalued becomes relevant.  The assumption that the C10 

framework is “gender neutral” is, therefore, not a safe one, and the rest of the logic 

breaks down. 

391. (This does not mean that the C10 framework should be entirely jettisoned.  Rather, it 

means, as the ANMF has submitted elsewhere, that it is one consideration, out of many, 
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that the Commission would take into account, and that it carries no extra weight within 

the cohort of considerations). 

392. It is not, because of the first and second points above, necessary to go further—but in 

any case proposition (5) in the list in [386] clearly would not follow even if (in fact, 

especially if) proposition (4) were accepted.  If the Commission were to accept that all 

women’s work had in the past been undervalued, increases in the wages payable for 

such work would not involve a conclusion that “women’s work is of greater value than 

men’s work”; it would involve a conclusion that women’s work is of equal value to 

men’s work, and should be paid accordingly. 

JCS Ann J Part 3(c)—“The generalised consideration of roles and skills” 

393. The ANMF will leave it to the HSU to respond to JCS Ann J [3.19]–[3.22] in relation 

to Professor Meagher, except to say that the identification by Professor Meagher of 

skills that are not recognised, or paid for, in the Aged Care classification structure 

provides similar analysis to that made by Professor Junor as to invisible skills.  The 

employer parties (at JCS Ann J [3.22]) dispute the proposition that the failure to 

expressly refer to a skill used in a role in classification descriptors means that skill was 

not factored into the minimum rates.  Consistent with the evidence of Professor 

Meagher, the ANMF submit that that the Commission can rely on the failure to identify 

skills, demands and responsibilities as evidence that these have not been properly taken 

into account in assessing work value.  

C.6.3 JCS Ann J Part 4—“The Spotlight Tool and ‘Invisible Skills’” 

394. At JCS Ann J [4.3]–[4.4], the Joint Closing Submission advances three propositions.  

These are set out below, with a summary of the ANMF’s response (for ease of 

reference), before more-detailed analysis commences. 

395. Proposition 1: “application of the Spotlight Tool is an academic exercise designed to 

identify particular skills against a set criteria, by design it is intentionally selective and 

can be applied to numerous industries to achieve similar results.”  The fact that a tool 

is selective, and can be applied in more than one context, does not go any way to 

demonstrating that, when the tool is applied in a particular context (i.e., the aged care 

industry), it is somehow less useful. 
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396. Proposition 2: “application of the Spotlight Tool cannot demonstrate all skills identified 

are ‘invisible’ based on gender reasons.”  The demonstration that the skills involved 

here are likely to be “invisible” for gender reasons is not in the part of the Junor Report 

that applies the Spotlight Tool; it is elsewhere in the Junor Report, and in the Smith 

Report. 

397. Proposition 3:” the absence of express inclusion of “Spotlight Skills” in the Aged Care 

Award and Nurses Award is not determinative.”  It is not determinative, and the ANMF 

does not rely on it as such.  The efficacy of the Spotlight Tool does not rest, in any 

degree (let alone in substantial degree), upon this point. 

JCS Ann J Part 4(a)—“A highly selective academic exercise, applicable to all 

industries” 

398. Exactly what criticism the employer parties are seeking to make in JCS Ann J [4.6]–

[4.9] is unclear.  Yes, the Spotlight Tool can be used in industries other than the aged 

care industry (JCS Ann J [4.7]).  This does not mean that it is inutile in the aged care 

industry, or that Hon Assoc Prof Junor was wrong to have applied it in the way that she 

did.  Yes, the Spotlight Tool may not identify all skills in a work process (JCS Ann J 

[4.9]).  That does not mean that it is wrong in identifying the skills that it does identify. 

399. If it were true that application of the Spotlight Tool to a female-dominated industry like 

aged care revealed the same quantity and quality of invisible skills as application of the 

Tool to a male-dominated industry like construction, then perhaps that might undermine 

use of the Spotlight Tool to demonstrate undervaluation of aged care work.  But there 

is no basis at all for assuming that that is (or would be) true. 

400. Hon Assoc Prof Junor was simply asked whether one could apply the Spotlight Tool to 

the construction industry (PN3122).  She was not asked whether, if one did apply the 

Tool to the construction industry it would reveal the same quantity and quality of 

invisible skills.  It is highly unlikely that, if she were so asked, she would have answered 

“yes.”  That is because the tenor of her report (and those of at least five other experts) 

was to the effect that it was precisely “women’s work” that was likely to bring to bear 

skills that were “invisible,” for reasons Hon Assoc Prof Junor identified—see in 

particular at [191]–[212], and [246]–[261] of the main body of her report, and 

annexures 8 and 9 to her report (these are considered in detail hereunder). 
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401. If it is the case that skills associated with “women’s work” are more likely to be 

“invisible” and hence undervalued—and this was the evidence not only of 

Hon Assoc Prof Junor but also of every other expert, uncontradicted—then the only 

available conclusion is that application of the Spotlight Tool: 

(1) would reveal more hidden skills in a field of work involving stereotypical 

“women’s work” than in a field involving stereotypical “men’s work”; and 

(2) would tend, then, to support a conclusion that the rates of pay in the field of 

work involving stereotypical “women’s work” do not reflect the skills brought 

to bear in that field. 

402. Beyond these submissions, here again the employer parties have somewhat 

ill-temperedly used adjectives in their submission that should not have been used.  It 

was not put to Hon Assoc Prof Junor that her work was of “academic” interest only 

(JCS Ann J [4.9]).  If it had been, she may well have drawn attention to (inter alia) the 

fact that Employment New Zealand (an instrumentality of the New Zealand 

Government) uses the tool to accompany an “Equitable Job Evaluation system”—

which presumably that nation-state does not do because of the academic interest 

involved in pointlessly applying a tool to a particular job.  She may well have given 

other explanations as to why it would not be accepted that she was engaged in a purely 

“academic” exercise.  One cannot know, because it was not put. 

403. It was not put to Hon Assoc Prof Junor that her exercise was “self-serving.”  It is 

difficult to know what benign interpretation can be given to those words.  It is also 

difficult to know what kind of  motivation the employer parties are ascribing to 

Hon Assoc Prof Junor in describing her sworn evidence as “self serving.”  At least 

often, that kind of epithet is used in relation to a witness who has an interest in the 

outcome of the matter, and gives evidence that serves that witness’s interest.  It is 

impossible to see how that could be said about Hon Assoc Prof Junor.  It does not really 

suffice to say that this phrase should not have been used about Hon Assoc Prof Junor; 

the employer parties should formally withdraw the submission, or at the very least 

explain how it does not mean what, on its face, it means—and draw attention to where, 

in fairness, they put it to Hon Assoc Prof Junor for her response. 
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JCS Ann J Part 4(b)—“The Spotlight Tool cannot prove or substantiate the 

reason for “Invisibility” 

404. As to JCS Ann J [4.10], there is no inconsistency between the Junor Report and the 

evidence that she gave in cross-examination.  To begin with, it was not suggested to her 

that there was any inconsistency, and that should have been done as a matter of fairness 

if it was going to be the subject of a submission.  But in any case, it is easily 

demonstrable that no inconsistency exists. 

405. Hon Assoc Prof Junor does say in her report that:66 

“The Spotlight tool was expressly designed to bring to light skills that are 

under-recognised on gender grounds, in order to assist a more accurate 

valuation. The purpose of the Spotlight tool is to address “assumptions [that] 

are made about the nature and value of work in jobs that are mainly done by 

women”6 and hence to supply more accurate job data to support equitable 

valuation processes.” 

406. Footnote 6 (bolded in the above quote) is a reference to, “Employment New 

Zealand, 2018.”  One sees from the “References Consulted” that that is a reference to, 

“Employment New Zealand (2018) Equitable job evaluation. Wellington: Ministry of 

Business Innovation and Employment. https://www.employment.govt.nz/hours-and-

wages/...equity/equitable-job-evaluation.”  The full link for the webpage is 

https://www.employment.govt.nz/hours-and-wages/pay/pay-equity/equitable-job-

evaluation/.  At that page, there is an entire heading (in which the quote 

Hon Assoc Prof Junor selects) appears dealing with “Reducing Gender Bias,” which 

states as follows: 

“Reducing gender biases 

Gender bias in job evaluation is less likely to occur when: 

• evaluators are trained in job evaluation and how to recognise and avoid 

gender bias 

• there is transparency when designing and planning job evaluation 

projects 

• there is good communication throughout the project 

• the job evaluation system measures all of the characteristics of all the 

jobs 

• processes and results are carefully documented 

66  Junor Report, Ann 8, [81]. 
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• there is ongoing monitoring and evaluation of outcomes by gender. 

Gender bias is often not intentional and can occur in any of the processes 

involved in describing, analysing and evaluating jobs. Most commonly, gender 

bias in job evaluation occurs when assumptions are made about the nature 

and value of work in jobs that are mainly done by women or mainly done 

by men. 

This is often because some skills are difficult to observe, especially those used 

in services involving changing interactions with people over time; and some 

skills are overlooked or undervalued, for example, if they are similar to unpaid 

domestic work, such as looking after others, cleaning and cooking. 

A better understanding of the skills used in service work, which can be 

overlooked or taken for granted, and especially skills used in interacting and 

relating, coordinating and shaping awareness.” 

407. Further, the report that the employer parties adduced into evidence commences at 

page 15906 of the Court Book.  This is described as a “Background Research Report.”  

Hon Assoc Prof Junor was the first-named member of the “Project Team” 

(page 15907).  Part 4.4 of the report describes the “theoretical base” for the Spotlight 

Tool.  After an overview in Part 4.4.1, Part 4.4.2 describes, “deriving a typology of 

social and coordinating skills.”  Why was this seen as important?  Because:67 

“Theories of emotional labour have been important as a first step in gaining 

recognition of the invisible skills of service work, particularly work done by 

women. Airlie Hoschschild is usually credited with creating the concept, and 

her study of the work of flight attendants is very widely cited.  After nearly 

two decades of ground-breaking work on comparable worth, for example, in 

the health and care sectors, Ronnie Steinberg picked up the concept of 

emotional labour as a possible pay equity tool.” 

408. The idea that Hon Assoc Prof Junor was wrong in describing the purpose of creating a 

tool that she created is inherently unlikely.  Still more so is it an unlikely finding where 

it was not put to her that that part of her report was wrong.  Even if it had been put to 

her, the material referred to in her report amply supports what she said.  The correctness 

of what she said was in fact assumed as a premise to one of the cross-examiner’s 

questions: at PN3207, after Hon Assoc Prof Junor said that “the [S]potlight [T]ool was 

originally developed in order to identify skills that were under-recognised on gender 

grounds,” the cross-examiner said, “Yes, I understand that was its original purpose.”  

Far from challenging the correctness of Hon Assoc Prof Junor’s evidence, it was 

expressly stated as having been something that the cross-examiner herself understood. 

67  Pages 15975–15976. 
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409. Having addressed JCS Ann J [4.10], one moves to the heart of the submission in this 

sub-part of the Joint Closing Submission.  This is at [4.12], which is that the Spotlight 

Tool is “limited to skills identification.”  This is not a concession—at the very outset of 

her report, Hon Assoc Prof Junor described her area of special knowledge as being 

“skill identification,” and described the Spotlight tool as “[t]he suite of Spotlight skill 

identification tools that emerged from my peer-reviewed research.”68   At [7], she 

described the tool as being, “an aid in identifying, naming and classifying invisible skills 

used in undertaking service work processes.” 

410. As to JS Ann J [4.13], it is literally unthinkable that somehow Hon Assoc Prof Junor 

failed to consider that sometimes men do work that is stereotypically “women’s work.”  

It is plain from reading her report, but just in case further clarity is required, 

Hon Assoc Prof Junor’s sequence of logic is this: 

(1) work that has historically been regarded as “women’s work” does, in fact, 

involve skills; 

(2) for a variety of reasons, those skills are not recognised as such in the same way 

as the skills involved in stereotypical “men’s work” are recognised as skills; 

(3) the Spotlight Tool helps to identify the unrecognised skills in stereotypical 

“women’s work”, so that they can be valued. 

411. Work does not cease to be stereotypically “women’s work” just because a minority of 

men happen to be performing it.  In the same way, work does not cease to be 

stereotypically “men’s work” when women are performing it.  Hon Assoc Prof Junor is 

obviously not to be understood as saying that what has historically been regarded as 

“women’s work” involves skills that only women have, nor is she saying that work is 

regarded as “women’s work” because in some normative sense only women should do 

that work.  A man who performs stereotypically “women’s work” will have his work 

undervalued just as a women doing that work will.  And that is because he will be 

exercising skills that are associated, as a stereotype, with the female sex (and hence 

under-recognised, and under-valued).  The fact that 30 per cent (or any other per cent) 

of the aged-care workforce is men does not, even in the smallest degree, undermine 

Hon Assoc Prof Junor’s analysis. In any event the percentage of men working as RNs, 

68  Junor Report, [5]. 
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ENs and PCW/AINs, in residential aged care, the subject of  Hon Assoc Prof Junor’s 

Report, is 12.6%, 8.6% and 13.8% respectively (See Amended Statement of Annie 

Butler [107] Table 18). 

412. Finally, there are two points to make in relation to JCS Ann J, [4.14]–[4.16].  The first 

is that there is absolutely no inconsistency between saying, “the purpose of this tool 

was originally to identify skills that are under-recognised on gender grounds,” and 

saying, “the tool can also be used to identify skills that are under-recognised on other 

grounds.”  So far as the suggestion is that, from PN3207–PN3209, 

Hon Assoc Prof Junor was caught in some inconsistency, setting that passage out in full 

immediately shows that that is not what happened: 

“RAFTER: Yes, I understand that was its original purpose. But at the end 

of the project the final tool that's now published on the New Zealand 

employment website isn't designed to just identify skills that may not be 

recognised due to gender bias. Is that correct? The tool has broader application, 

to put it - -? 

JUNOR: It has broader application. Its primary purpose though is to 

identify skills that are under-recognised on gender grounds as a basis for 

undertaking a further valuing of those skills through an evaluation or work 

value process. It's a job analysis tool. 

RAFTER: Where in the tool do you connect it to gender, because from 

our understanding of going through the skillsets, and the levels, they can apply 

to a male-dominated industry, a female-dominated industry and an array of 

activities with a range of different contexts. So how can you can sustain the 

conclusion that it expressly shows gender bias by applying it? 

JUNOR: It doesn't seem to me that that's what I was arguing. The 

purpose isn't to prove gender bias. The purpose is to identify skills that have 

not been identified on gender grounds. The purpose isn't to document gender 

bias. The purpose is to bring to light skills that had hitherto been under-

recognised on gender grounds. 

RAFTER: I would put to you that based upon your earlier answers that 

gender grounds is indeed one of the grounds that a skill may be under-

recognised but there are other grounds on which a skill may be recognised and 

the spotlight equally helps you identify those skills? 

JUNOR: It could.” 

413. The evidence, then, was as follows: (1) the tool was originally developed for skills 

under-recognised on gender grounds, and that remains its primary purpose; (2) it has 

broader application, as well, and is a job analysis tool; (3) Hon Assoc Prof Junor has 

not argued that one expressly shows “gender bias” in applying the tool; (4) rather, the 

purpose of the tool is to bring to light skills that had been under-recognised on gender 
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grounds; (5) it can also be used to identify skills that have not been brought to light for 

other reasons. 

414. There is nothing, at all, inconsistent about any of that evidence.  Beyond this, it is a 

grossly unfair submission and—again—should not have been put, that somehow 

Hon Assoc Prof Junor responded to this line of questioning by “advocat[ing]” 

(JCS Ann J [4.14]).  That—again—was not put to Hon Assoc Prof Junor, which in 

fairness it must have been if that submission was going to be put. 

415. The second point, which Hon Assoc Prof Junor did not say because she was not asked 

about it, is this—it is not via application of the Spotlight Tool itself that one links the 

skills that have been identified with gender; it is by reading the 70-odd pages of her 

report ([191]–[212], and [246]–[261] of the main body of her report, and annexures 8 

and 9), which deal with this issue, that one draws that link.  These pages were not the 

subject of any cross-examination. 

416. The short point is this: the Tool itself just identifies skills that have not been recognised.  

The question of why they have not been recognised is a separate question.  It is, 

however, a question that Hon Assoc Prof Junor addressed. 

417. At [246] of her report, she said that she was of the opinion that among the reasons for 

the rate of pay in aged care being what it is (she characterised it as low, and it is, but 

even that is not necessary to accept in order to understand her analysis), were these: 

“• aged care work is part of a feminised care economy (“the labour 

market is structured on gender lines”) (a) 

• care work jobs and skills have, or are seen to have, characteristics such 

as care-giving that have historically been associated with women (“the 

job is gendered and its skills are seen as gender-linked”) (b) 

• skill recognition and valuation processes are affected by gender 

(“recognition and valuation have been gender-biased”) (c)” 

418. Hon Assoc Prof Junor was not cross-examined on this evidence. 

419. Starting from [248], Hon Assoc Prof Junor set out the following table in relation to how 

it was that gender concentration was linked to undervaluation: 
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420. This is, it bears noting, evidence based on specialised knowledge derived from 

Hon Assoc Prof Junor’s study, training, and experience.  If the employer parties wanted 

to submit that the link between gender and skill recognition was not an area of 

specialised knowledge, then they should have put that to Hon Assoc Prof Junor for 

comment.  As it was, no challenge was made to her expertise.  Nor was there any 

cross-examination directed at whether Hon Assoc Prof Junor was right to say that, for 

example, “female-dominated occupations may be measured against skill hierarchies 

developed outside the service sector.”  In any case, that proposition is plainly right: the 

C10 framework is a clear example. 

421. At [249], Hon Assoc Prof Junor developed her analysis as follows: “The term 

‘vocation’ used by Burchell et al. refers to the historical legacy of perceptions of care 

work as a vocation of care, performed for ‘love’ not ‘money’— the lingering so-called 

‘virtue script’ of service and altruism.  Tendencies to under-recognise and undervalue 

the work are also partly driven by pressures to ‘value-add’ by containing the costs of 

necessarily labour intensive care work through aged that do not properly reflect value. 
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As aged care is not a standardised or uniform product, particularly in the context of 

dementia and palliation, measures of productivity place pressure on both work intensity 

and wage share, with implications for work value measurement and gender pay 

outcomes. Further, variance from the male-normed standard full-time employment, 

justified as ‘family-friendly’, also helps keep wages low and make bargaining difficult.” 

422. Hon Assoc Prof Junor was not cross-examined on this.  It is similar to what Assoc Prof 

Smith says at [60] of the Smith/Lyons Report (see at [351] above), upon which 

Assoc Prof Smith was also not cross-examined.  Hon Assoc Prof Junor also explained, 

at [250], that further factors leading to skill invisibility in sectors that have historically 

been (or are) female-dominated as being that the work involved is “female” in some 

way and as being analogous to unpaid housework and volunteer work, as well as, 

“gender segregation based on role demarcations, informal recruitment, small 

workplaces, lack of career paths, part-time work and (in the case of AINs/PCWs but 

not in the case of nurses) lack of formal qualifications.” 

423. This reflects, as well, the historical legacy of “care work,” which includes (see [251]) 

that, “The growth of care work reflects social trends that have contributed to the 

creation of low-status but skilled service jobs, mostly performed by women who have 

been recruited on the basis of skills acquired outside the labour market or formal 

training system. As a result, the skills in question have tended not to be defined as such, 

but to be “naturalised” to women, perhaps on the basis of earlier gender-specialised 

education and life and prior work experience.” 

424. This has been, as Hon Assoc Prof Junor explains, the subject of study and theorisation 

over the last several decades, and there have been calls for empirical measurement 

([252]–[253]).  Hon Assoc Prof Junor explained (at [255]) that: 

“Thus, definitions of the skills of care-work were still being thrashed out as 

recently as 10-15 years ago. I think this helps explain the lag in defining, 

recognising and valuing care skills. I believe that a belated start is now under 

way to address the issue of recognising and valuing the invisible skills of care.” 

425. Hon Assoc Prof Junor was not cross-examined on any of this. 

426. The foregoing is a summary of material that is developed, in greater detail, in 

Annexure 8 to the Junor Report.  That Annexure was not the subject of any cross-

examination.  And, as Hon Assoc Prof Junor makes plain in Annexure 9, her evidence 

was based on a literature review designed to “set out the wider research basis of the 
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typology of invisible skills discussed in the main report and applied in Annexures 5–8 

to the work of [RNs], [ENs] and [AINs / PCWs]” (Ann 9, [2]). 

427. The following points (inter alia) emerge from the literature review that follows: 

428. Over the past quarter century, Australia’s service economy has grown substantially, “as 

a result of bringing into the public and market spheres aspects of work that were 

formerly undertaken by women in the spheres of household and community” (at [6]).  

Staffing of this growing sector has been shaped by a perception of jobs “fit for women,” 

based on their similarities with domestic work such as caring for others (at [6]).  Women 

have been recruited for such jobs in part for skills they have acquired outside the labour 

market (i.e., in a domestic setting), where such skills are under-recognised and hence 

undervalued (at [10]).  

429. The rise of the service economy has seen a rise in the skill demand in such jobs, 

including in regard to, “scope, use of judgment, interweaving of analytical and 

contextual knowledge, management of unpredictable client interactions, use of 

information and communication technology, complex multi-tasking, advising, exercise 

of delegated responsibility without formal authority, informal training/teaching/ 

persuading/influencing others, teamworking, careful listening, coordinating, 

knowledge of how the organisation works, problem analysis and solution, reading and 

producing information, organising own and others’ time and thinking ahead,” which 

skills are present in aged care work (at [7]). 

430. Care work is defined as involving four key criteria, which are that it: (1) contributes to 

physical, mental, social, and/or emotional well-being; (2) its primary labour process 

involves person-to-person relationships with those cared for; (3) those receiving care 

are members of groups that cannot provide for all of their own care (e.g., because of 

age); (4) it builds and maintains human infrastructure that cannot be adequately 

maintained through unpaid work or unsubsidised markets (at [13]). 

431. A reason why this sort of work is undervalued is that it has a cultural association with 

the work of “nurturance” (i.e., the development of the human capabilities of the care 

recipient), which is seen as “women’s work” (at [14]). 

432. Further, the “virtue script”—by which care work is characterised by service, altruism, 

and emotional connection with patients—creates the impression that direct care 
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workers are “born not made” (which hides the development of skills), and naturalises, 

as if they were female attributes, the learned skills of managing psychosocial aspects of 

work (at 15]).  It also overlooks the significant technical skills that are involved in the 

work (at [15]–[16]). 

433. Hon Assoc Prof Junor goes on to further explain why each of the four types of skill 

invisibility are linked with gender.  So, a “hidden skill” is one that one that is kept 

hidden because to draw attention to it is to undermine its effectiveness (at [20]) 

(e.g., emotional management of an elderly person so as to preserve that person’s 

dignity).  Amongst other reasons why this kind of skill is invisible is because of its 

relationship with the “virtue script” (see at [25]): 

“The ‘virtue script’ that sentimentalises care work as a ‘labour of love’, has 

been critiqued in paragraph 15 above. Nevertheless, respect for the dignity of 

residents or community-based clients may carry the need to work ‘quietly and 

out of the limelight – to aspire to be invisible’.” 

434. An “under-defined” skill that is hard to “pin down”, such as the use of fleeting sensory 

cues, and aesthetic skills that influence mood and behaviour.  For example, “They 

include the aesthetic skills of managing space and physical resources (visual, aural) to 

build a stimulating or soothing environment, or to enhance participants’ well-being, 

creativity or calm.”  The link with gender is apparent: these skills are of especial 

importance in care work, which (as outlined above) is seen as involving “nurturance”: 

the classical instance of stereotypical “women’s work.” 

435. An “under-specified” skill is one that is seen as being, really a personal quality rather 

than a skill (e.g., “good with people”; “good sense of humour”) (at [36]).  The link with 

gender is the same: these “qualities” (in fact, skills) are important in care work; care 

work is seen as “women’s work.” 

436. An “under-codified” skill is one that involves second-order “supra” or integrative skills 

to bring together a range of other skills in a work process.  “It is the thinking part of 

multi-tasking” (at [42]).  It involves interweaving one’s own work process with that of 

others (at [44]).  To anticipate an obvious objection—yes, of course, to varying degrees 

depending on the work, there is multi-tasking and interweaving work processes 

involved in stereotypical “men’s” work as well.  Nothing in Hon Assoc Prof Junor’s 

analysis is properly to be taken as suggesting that these skills are exclusively the domain 

of women; and the skills would be undervalued in a man performing care work as well 
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as a woman performing care work.  The point is not that when a particular task is carried 

out by a man it will be seen as involving more skill than if it is carried out by a woman 

(whether or not this may also be the fact); the point is that, if the work is stereotypically 

“women’s work,” it will be undervalued (no matter who does it).  And, relevantly here, 

these “under-codified” skills are more prevalent or requisite in work that society has 

coded as “women’s work,” than in work that society has coded as “men’s work.” 

437. Under [56], Hon Assoc Prof Junor sets out the five “Vs” table that is extracted at [419] 

above.  Many of the cells in “relationship to under-valuation” and “relationship to 

segregation” columns relate to the caring nature of the work.  At [57], 

Hon Assoc Prof Junor summarises research in relation to the “care penalty,” which is 

the phenomenon whereby the hourly rate of persons working in caring jobs is lower 

than would be predicted on the basis of other characteristics, such as skill demands.  

The penalty, in an Australian context, was found to be between 18 and 27 per cent. 

438. From [60]–[62], Hon Assoc Prof Junor sets out how it is undervaluation can be 

remedied.  Not surprisingly, an aspect of the process is recognition—and it is here that 

the Spotlight Tool is relevant.  Returning to an earlier point in the submissions, the 

Spotlight Tool is not a tool for demonstrating gender bias (and Hon Assoc Prof Junor 

did not say that it was).  It is a tool that, assuming gender bias in skill recognition exists 

(and Hon Assoc Prof Junor and Assoc Prof Smith give reasons for believing it does, 

which reasons were not challenged in cross-examination), can be used in its correction.  

It can also be used, as Hon Assoc Prof Junor said in cross-examination, for recognising 

skills that are under-recognised for any other reason.  To say this does not detract, in 

the least, from the force of Hon Assoc Prof Junor’s analysis. 

439. The Joint Closing Submission gives perfunctory treatment (over about a page) to the 

many pages, based on review of 120 or more primary sources, of 

Hon Assoc Prof Junor’s analysis and explanation of the relationships between gender 

and skill under-recognition.  This does a profound disservice to the careful way in which 

Hon Assoc Prof Junor has in fact explained the relationship in the Junor Report.  It has 

been sought, over the preceding pages, to give a fair treatment of 

Hon Assoc Prof Junor’s analysis.  The Joint Closing Submission’s approach to this 

aspect of Hon Assoc Prof Junor’s report would be rejected. 
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JCS Ann J Part 4(c)—“Spotlight Skills and Award descriptors” 

440. The point made in this part is that, even if Hon Assoc Prof Junor is able to use her 

Spotlight Tool to identify skills, this cannot prove that those skills are not implied in 

skill descriptors in the award. 

441. The short answer is this: there is no reason to think that these skills have been taken 

into account in skill descriptors.  And, there is a reason to think that they have not been: 

the whole purpose of the Spotlight Tool—the efficacy of which was not meaningfully 

challenged in cross-examination; which has been peer-reviewed; the research basis for 

which was explained (unchallenged) by Dr Junor over dozens of pages—is to identify 

skills that are not generally recognised.  If they are not recognised, they cannot be 

valued.  If they are not valued, then they are not brought to bear in assessing the work 

value of given work.  There is every reason to think, then, that these skills have not 

been taken into account in previous work value assessments, and the employer parties 

point to no reason for thinking that they have been taken into account. 

442. It amounts to nothing that Hon Assoc Prof Junor agreed that it was possible that 

Spotlight skills might be implied in skill descriptors.  What, responsibly, could she 

otherwise say?  But just because a thing is possible does not mean it is the fact.  The 

employer parties offer no analysis in support of the proposition that, despite that the 

skill descriptors in the award make no reference to Spotlight-type skills, somehow they 

have been implied. 

C.6.4 JCS Ann J Part 5—“The Smith Report” 

443. For the most part, this part of the Joint Closing Submission is unremarkable.  It contains 

a partial summary of the Smith/Lyons Report.  The ANMF presses its analysis of that 

a report and its significance. 

444. So far as, interspersed throughout the summary, there is commentary, the ANMF relies 

on its answers given above.  So, at JCS Ann J [5.2(h)], on page 30 just above (k), there 

is a submission that the identification of barriers to the proper recognition of work value 

in female-dominated industries does not “sustain a conclusion that the minimum rates 

in modern awards were infected by gender bias.”  The ANMF repeats what it has said 

at [346]–[353] above. 
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C.6.5 JCS Ann J Part 9—“The Junor Report” 

445. It is the same here.  The ANMF relies on its submissions in relation to what should be 

taken from the Junor Report.  In response to JCS Ann J [9.25], the ANMF repeats what 

it has said at [404]–[439] above. 

C.7 Miscellaneous reply matters 

C.7.1 Minor errata in the Joint Closing Submission 

446. JCS [1.4], and footnote 1, omit reference to the evidence of Annie Butler, Federal 

Secretary of the ANMF. 

447. JCS [1.5] omit reference to the witness statements of Kirsten Wischer dated 

14 September 2021 and 29 October 2021, and to the witness statement of Kevin Crank 

dated 29 October 2021. 

448. JCS [1.8] should probably note, as well, that the ANMF tendered the statements of 

Emmali Johnson and John Alberry but did not ultimately rely on those statements. 

449. As to JCS [3.15] and [3.19], and fn 27, this is not an error on the employer parties’, but 

the rates there stated (from the ANMF’s application) have been superseded by more-

recent wage increases.  The ANMF relies on Annexure 2 to its closing submissions. 

C.7.2 Palliative Care 

450. JCS [9.25] seems to assume, rightly (with respect), that the evidence supports the 

propositions that: (1) all aged-care employees are exposed to palliative residents and 

residents with dementia; (2) some aged-care employees, engaged in specialist wings or 

wards, will have greater exposure than others. 

451. It does not seem, therefore, that the Joint Closing Submission advances a proposition 

that, for example, every aged-care facility has such specialist wings, so that 

non-specialist workers will be insulated from dementia and palliation.  If that 

proposition is put, then the ANMF would rely on what it submitted at [114]–[128] of 

its reply submissions dated 22 April 2022, in support of the following conclusion: 

“… palliative care is part of the experience of all aged care employees, or at 

least that it is a commonplace. The Commission could not proceed on the basis 

that “specialist providers” assume responsibility for all such work. Rather, the 

increased prevalence of palliative patients and end-of-life care is a feature of 

aged-care work generally.” 
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C.7.3 Nurse Practitioners 

452. JCS [21.5] could be mistaken for a submission that NPs, unlike RNs (who the employer 

parties’ seem to accept should have a wage increase), do not deserve a wage increase.  

If that is put, then that involves departure from the Consensus Statement and the ANMF 

repeats its submissions in that connection. 

453. The ANMF draws attention to PN9316 (in the cross-examination of Mr Voogt): 

WARD: You seem to be that crossover person between the registered 

nurse and the doctor? 

VOOGT: Look, I'm probably more crossover with the doctor actually. 

Generally speaking, like, for example here today at St Catherine's in 

Wangaratta I have 50 residents. And I generally look after most of their 

medical needs, and, you know, by virtue of the collaborative agreement I will 

communicate with the GPs that the relationship thus far is so good that there's 

trust and - yes, so I'm managing them medically, yes. 

454. This, of course, is fairly conclusory questioning and answering, but it is amply 

supported by the evidence in the Lay Evidence Report (see [170]–[172), and at 

ANMF CS [130]–[131].  Further all of the changes in aged-care work 

(ANMF CS Part E) affected NPs who work in aged care, as well. 

455. Accordingly, were the Commission to be satisfied that a particular wage increase were 

appropriate for RNs, it would be satisfied that the same wage increase is appropriate 

for NPs. 

C.7.4 “Clinical care” 

456. In a few places in the Joint Closing Submission, the term “clinical care” is used.  It is 

unlikely, given the quantity of evidence now before the Commission as to precisely the 

kinds of care work done by RNs, ENs, and AINs / PCWs, that anything much turns on 

the use of this phrase.  But, if it assists the Commission, the ANMF continues to rely 

on the submissions at [82]–[88] of its 22 April 2022 reply submissions, in support of 

this proposition: 

“… it is not possible, nor is it necessary, and it would introduce conceptual 

confusion, to seek to identify which parts of the work done by which members 

of a “care team” are clinical. The proper analysis of the work done in aged care 

by RNs, ENs, and AINs/PCWs, would focus on the nursing care provided by 

a care team, or nursing team, and identifying changes in the roles of each 

member of that nursing team.” 
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D. Reply to the Commonwealth’s submissions 

457. There are many parts of the Commonwealth’s submission with which the ANMF 

agrees, and only a few matters that (in the ANMF’s submission) require some 

qualification.  These will be separated out into corresponding parts 

D.1 Points of agreement 

458. There are large parts of the Commonwealth’s submissions with which the ANMF 

agrees.  So, and this list is non-exhaustive, the ANMF adopts the submissions that: 

(1) the work value of aged care workers is significantly higher than the modern 

awards currently reflect (Cth S [3]); 

(2) strengthened regulatory demands have increased the expectations of the 

workforce to have the skills and attributes to deliver a higher standard of care, 

while also imposing additional administrative requirements on AINs / PCWs, 

ENs, and RNs (noting that the Commonwealth appears to be treating NPs as a 

subset of RNs) (Cth S [6]); 

(3) a range of skills and other factors relating to work value have not been 

previously recognised, on account of the overwhelmingly-female nature of the 

sector, based (in part) on gender-driven assumptions about the work value of 

that work (Cth S [7]); 

(4) average care requirements for aged care recipients have increased alongside 

acuity and complexity, which further contributes to the work value of aged care 

workers being significantly higher than the modern awards currently reflect 

(Cth S [8]); 

(5) the vast majority of direct care workers in residential and in-home aged care 

services identify as female (over 83 per cent) (Cth S [18]); 

(6) the current Aged Care Quality Standards (ACQS) “place the consumer at the 

centre of every decision, … give consumers greater control over their care,” 

and there is “a greater emphasis on the individual needs of consumers under 

the Standards” (Cth S [29]–[30]); 
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(7) care and service plans are signed off by RNs, which means that RNs are 

spending more time with residents to assess needs, goals, and preferences 

(Cth S [31]); 

(8) further, given greater acuity and complexity of care needs, the workload 

associated with the maintenance of care plans has increased (Cth S [31]); 

(9) the increased regulation on the use of restrictive practices has led to a change in 

the roles performed by aged-care workers, and in particular RNs 

(Cth S [43]-[45]); 

(10) the QI reporting most impacts RNs (who now spend more time on mandatory 

reporting than previously), and that impact flows on to ENs and AINs / PCWS 

(Cth S [55]); 

(11) SIRS reporting likewise adds to the responsibilities of workers 

(Cth S [67]-[70]); 

(12) the Commonwealth takes no issue with a finding that wages have not been 

“properly fixed” (Cth S [79.1]), and in any case the “proper fixation” of 

minimum rates is not a “gateway” to an exercise of power under section 157 

(Cth S [79.2]); 

(13) the C10 framework may be relevant, but is not determinative or limiting (see 

Cth S [98]–[106]); 

(14) current award rates significantly undervalue the work performed by aged-care 

workers for reasons relating to gender (Cth S [120]); 

(15) increases to minimum wages in the relevant awards are necessary to achieve the 

modern award objective (Cth S [153]), and the minimum wages objective 

(Cth S [157]); 

459. At Cth S [107]–[121], the Commonwealth endorses the approach of various of the 

expert witnesses, including (in particular) Hon Assoc Prof Junor’s approach to the 

identification of “invisible” skills.  The only point to note is that Cth S [111], [115], 

[117], and [118] refer to these skills being utilised by AINs / PCWs and ENs.  The 

ANMF understands that the absence of a reference to RNs is oversight rather than 
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deliberate and the Commonwealth’s position is that it supports Hon Assoc Prof Junor’s 

analysis in relation to RNs as well. 

460. The ANMF also notes the following submissions which are significant to the 

Commission’s resolution of these applications. 

461. First, the Commonwealth will fund any increases to award wages ordered by the 

Commission (Cth S [5]).  This is repeated at Cth S [201], where the Commonwealth 

submits (and the ANMF agrees) that the Commission may proceed on the basis that the 

impact on business of significant award rates will not be material.  In fact, as the 

Commonwealth submits, the effect will be positive because it will assist employers in 

what they recognise is a problem in regard to attraction and retention.  This largely or 

entirely eliminates the relevance of any “capacity to pay” submissions made by the 

employer parties. 

462. Second, the Commonwealth makes detailed submissions about relevant factors 

concerning the minimum wages objective, which the ANMF agrees with and adopts 

(Cth S [157]–[209]), save only in a few respects (addressed in Part D.2 below). 

463. It is appropriate to say something briefly about the Commonwealth’s submissions on 

section 134(1)(e) of the FW Act.  The Commonwealth relies on the Gender-inclusive 

job evaluation and grading Australian Standards, which (it is submitted) would provide 

an objective standard for the Commission to consider, and would assist the Commission 

with assessing relevant skills in this matter (Cth S [193]–[194]).  In this connection, the 

ANMF notes that Hon Assoc Prof Junor was a nominated university representative on 

the “Standards Australia Technical Committee/Project Group MB020 developing the 

Australian Standard for Gender-Inclusive Job Evaluation and Grading (AS 5376-

2012)”69 

464. In the Junor Report, Hon Assoc Prof Junor draws on, inter alia, the “Guide to the 

Australian Standard on Gender Inclusive Job Evaluation” to develop her Table A8-1,70 

which is a list of advice from gender-inclusive pay practice.  This table is again set out 

at Table A9-3,71 where Hon Assoc Prof Junor explains that the “Workplace Gender 

Equality Agency has provided advice on ways of avoiding biasing processes when 

69  Junor Report, Annexure 3, page 4, item 5.1. 
70  Junor Report, Annexure 8, page 8. 
71  Junor Report, Annexure 9, page 19. 
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assigning value,” and that Table A9-3 “draws on this advice, re-expressing it and 

adding to it in ways relevant to aged care settings” (at [62]). 

465. Accordingly, the ANMF agrees that (consistently with Hon Assoc Prof Junor’s 

opinion), the Australian Standards are useful in assessing relevant skills.  Happily for 

the Commission, Hon Assoc Prof Junor was involved in the development of these 

Standards, has adapted relevant parts to aged-care settings, and utilised that adaptation 

in her application of the Spotlight Tool, as outlined in the Junor Report. 

466. Third, a few matters in relation to the figures set out in Annexure B to the 

Commonwealth’s submissions: 

(1) Annexure B, [6], states that Deloitte’s modelling determined that there were 

effectively no AINs classified on the Nurses Award.  Without having seen that 

modelling it is difficult to know how Deloitte reached that conclusion, but it is 

not right.  The ANMF has many members who are classified as AINs under the 

Nurses Award.  The ANMF is aware that the process of data collection in regard 

to such workers can be difficult (given that sensible arguments can usually be 

given for classifying the same worker under any of the three relevant awards), 

and that might explain Deloitte’s view.  But, the Commission could not safely 

proceed that there are “effectively no” AINs classified on the Nurses Award; 

(2) It appears from pages 13–14 of Annexure B that about 70 per cent of workers 

classified under the Aged Care Award are on award rates (even if an EBA 

applies to them), about 60 per cent of workers under the Nurses Award are in 

that category, and about 90 per cent workers on the SCHCADS Award are in 

that category.  This is relevant for a number of reasons: 

(a) it emphasises submissions made by the union parties (and the 

Commonwealth) about the needs of the low paid; 

(b) it emphasises submissions made by (at least) the ANMF about the 

failure of enterprise bargaining to meaningfully deal with the low wages 

paid in aged care; 

(c) it considerably undermines the strength of any critique advanced by the 

employer parties concerning expert witnesses analysing gender pay gaps 

based on actual pay rather than award rates (given that there is, 
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evidently, a very large overlap between the two).  The ANMF has 

explained above why that criticism would not be accepted in any event; 

but if the Commission considers that it has some force in the abstract 

(which the ANMF denies), that force is reduced considerably in practice, 

in the light of figures on pages 13–14 of Annexure B. 

D.2 Qualifications to the Commonwealth’s submissions 

467. The following ten matters in the Commonwealth’s submissions require, in the ANMF’s 

submission, some qualification.  Many of these distil into a central tension (which may 

not really be much of a tension).  A submission that the ANMF has repeatedly made is 

that it tempts error to substitute other words for the words actually used in 

section 157(2A), and that it tempts error to import into the extremely-broad discretion 

created by section 157(2A) limitations or restrictions that the Commission had adopted 

in previous wage-fixation regimes. 

468. A few of the Commonwealth’s submissions, at least on one reading, involve 

propositions that read limitations into section 157(2A), or import tests or frameworks 

that elevate some considerations over others (where the statue does not involve any 

such elevation of considerations).  While it is doubtful that any of these would affect 

the outcome of these applications, the ANMF’s submission is that the Commission 

would prefer an approach that does not read in any restrictions or limitations, and does 

not involve establishing tests, frameworks, or considerations of elevated status, where 

no such thing appear from the statute. 

469. Now, the ten matters. 

470. First, the figures in Cth S [16] shows that the submission in Cth S [15]—most care is 

provided by AINs / PCWs—must be right.  That is, the aged-care workforce is 

predominantly AINs / PCWs, and so they will be providing the predominance of the 

direct, hands-on, care.  What should be noted, however, is that: (1) there are certain 

kinds of care that only ENs and RNs perform or provide; and (2) when AINs / PCWs 

provide care, they do so as part of a nursing team and under the direction and 

supervision of an EN or an RN. 

471. Second, as to Cth S [73]–[77], the Commission could not, in the ANMF’s submissions, 

take into account the effect on work value of changes to funding arrangements that have 
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not been made.  Whether administrative workload will in fact be reduced is a matter for 

speculation.  The kind and amount of work that will be required, for example, in order 

to prepare for assessments to be performed by independent assessors (see Cth S [74.1]) 

is not known.  Whether changes will, in fact, reduce the workload of workers, or instead 

reduce one kind of work and replace it with a different kind of work, is likewise not 

known.  The Commission would proceed on the basis of the evidence as to the existing 

funding model. 

472. Third, in Cth S [79.3]–[79.4] (and see also [95]), the Commonwealth submits, in effect, 

that historical approaches to wage-fixing (i.e., approaches arrived at under predecessor 

legislation to the FW Act) can be a “relevant consideration” in determining whether a 

variation is justified by work value reasons, but is not “necessarily the first step” in 

doing so.  Expressed at that level of generality—i.e., some aspects of former approaches 

may be relevant—there is nothing objectionable in the submission.  But the 

Commission would not treat earlier approaches as any kind of “step,” whether first, last, 

or middle. 

473. For reasons set out by the ANMF in its opening submissions at [32]–[38] (which 

submissions it presses), some of the principles set out in the ACT Child Care Decision 

at [190] can probably be safely applied, but many cannot, and the application of some 

(i.e., those that call up the “significant net addition” language) will lead into error. 

474. It is undesirable to overlay statutory expressions with a multiplicity of expositions, 

functioning as “tests,” which might carry the consequence that the words of the statute 

are overlaid and forgotten.  The result can be that, as Kitto J put it in Ballas v Theophilos 

(No.1) (1957) 97 CLR 186 at 196, “expressions which have been used in other cases 

[are carried] to such a length as to desert the language of the statute.” 

475. The question—the only question at this stage of the analysis—for the Commission is 

whether work value reasons exist so as to justify an increase in minimum award wages.  

the statute contains no words of limitation so that only certain kinds of work value 

reasons (e.g., those demonstrating “significant net addition”), etc., qualify.  The 

Commission would artificially narrow the scope of its broad discretion were it to import 

any limitations on its power.  This seems not to be terribly inconsistent with the 

Commonwealth’s approach, if it is at all—see Cth S [95]–[96]; but the ANMF 
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considered it worthwhile to be clear as to what, in its submission, is the correct approach 

to section 157(2A). 

476. Fourth, and in a way relatedly, as to Cth S [84], the submission there put is that 

section 157(2A) is “sufficiently broad so as to import the fundamental criteria used to 

assess work value changes under the wage fixing principles which operated from 1975 

to 1981 and 1983 to 2006.”  It is necessary to approach this submission with caution.   

477. When, in the Pharmacy Decision (2018) 284 IR 121 at 181 [166] (which the 

Commonwealth cites), the Full Bench referred to the “fundamental criteria” from 

earlier wage-fixation approaches, they meant, and meant only, the nature of the work, 

the level of skill or responsibility involved in doing the work, and the conditions under 

which the work is done—see Pharmacy Decision at [138], [142] at principle 7(a), and 

[148] at principle 4(a).  The Full Bench went on to say that section 157(2A) does not 

import any of the additional requirements from previous wage-fixing approaches (even 

so as to require changed from a fixed datum point). 

478. Accordingly, what Pharmacy Decision (2018) 284 IR 121 at 181 [166] means is that it 

the language used in section 157(2A) picks up, as work value reasons, three things (and 

three only) that were fundamental in earlier approaches, but does not pick up any other 

limitation or restriction.  This is very probably what the Commonwealth meant at 

Cth S [84]—but in case it was not, then the Commission would have regard to the 

language of Pharmacy Decision (2018) 284 IR 121 at 181 [166] rather than the 

paraphrase in Cth S [84]. 

479. Fifth, and again relatedly, so far as Cth S [85]–[86] mean that comparison of relativities 

between and within awards is necessary, or part of a stepped process that the 

Commission must or even would adopt, that submission would be rejected.  That does 

not mean that relativities are always and necessary irrelevant.  It means that they might 

sometimes be relevant, and might other times be irrelevant, and that nothing in 

section 157(2A) requires that any kind of relativity analysis be performed. 

480. Of course, if the Commission’s approach to determining whether work value reasons 

justified an increase in wages resulted in huge disparities, between awards, for work of 

similar value, then that might suggest that in a particular case the Commission’s 

approach to evaluation of work value had miscarried.  So, it would (probably) not 
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involve error to have regard to relativities; but that is not the test, nor is it even part of 

the test. 

481. Sixth, at HSU [41], the gist of the HSU submission was that the Commission would not 

be swayed by the “prestige” of particular work, when assessments of how prestigious 

particular work is might be affected by gendered assumptions.  This was (appropriately) 

a warning against undervaluing aged-care work based on gendered assumptions about 

the “prestige” (or value, or whatever) of that work. 

482. At Cth S [91], the Commonwealth seems to turn that submission on its head—

suggesting that there is a risk of overvaluing aged-care work because people presently 

recognise, in the COVID-19 era, the importance of that work.  In the ANMF’s 

submission, there is no realistic risk of overvaluation on this basis.  The fact that, for a 

short period in time, the community is aware of (does not overestimate; is simply aware 

of) the importance of aged-care work does not give rise to any risk that the Commission 

would be swayed somehow into overestimating, itself, the importance of the work. 

483. Seventh, as to the AQF (Cth S [126]–[142]), for the reasons expressed above the ANMF 

submits that (contra Cth S [141]) the Commission would not use the AQF as a “starting 

point.”  That elevates the AQF in a way that is not justified by the statutory language.   

484. As with other submissions put in this Part D.2, there may not be very much practical 

difference between the way that the Commonwealth puts the submission, and the way 

that the ANMF does.  Of course the Commission can take into account, in deciding 

what level of skill is involved in doing work, what qualifications the workers have.  The 

ANMF submits, though, that this is not a “starting point”—it is just one of many points, 

none of which has special status, going to demonstrate the skill involved in doing the 

particular work. 

485. Similarly, as to [152], it may be descriptively correct that it would be open to 

Commission to align modern award rates with AQF levels (i.e., that outcome would 

not, of itself, bespeak error).  But so far as what is suggested is that the Commission 

might start with the AQF, and depart therefrom only if some good reason were shown 

for doing so, that approach may involve error (because it might involve giving the AQF 

a significance that the statute does not give it). 
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486. Eighth, in regard to Cth S [191], that there are various ways to measure a gender pay 

gap, and that the ANMF relies on the analysis in the Smith/Lyons Report in that 

connection. 

487. Ninth, as to Cth S [208], the ANMF does not (and neither does the Commission) have 

access to the Treasury modelling to which the Commonwealth refers.  There has been 

no evidence concerning inflation risk.  It suffices, in that light, to say that the 

Commission could not safely make any finding as to the degree of inflation risk.  Even 

on the Commonwealth’s submission, there would only be inflation risk of “similar 

wage rises are demanded in associated industries,” and there is no basis for finding 

that that is a likelihood. 

488. Tenth, as to submissions on classification structure, the ANMF’s submission has been 

outlined in Parts B.11 and B.12 above.  All that is necessary to say here is that, where 

in Cth S [226], the Commonwealth submits that, “the ANMF’s application to vary the 

Aged Care Award would include reference to Certificate IV within Level 5,” that should 

be understood as meaning reference to Certificate IV within Grade 5, which is the 

equivalent of Level 7. 

 

J C McKenna 

J E Hartley 

Counsel for the ANMF 

17 August 2022 

 

……………………… 

Gordon Legal 

Solicitors for the ANMF 
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1. INTRODUCTION 

1.1 This submission is made on behalf of: 

(a) Aged & Community Services Australia (ACSA); 

(b) Leading Age Services Australia (LASA); and 

(c) Australian Business Industrial (ABI), 

(collectively, the employer interests). 

1.1 On 6 June 2022, the Fair Work Commission (the Commission) issued a Statement giving 

effect to the amended timetable (the amended directions). The amended directions 

included the following direction: 

4. The parties will file submissions in reply to the Commonwealth’s written 

submissions by 4pm on Wednesday 17 August 2022.” 

1.2 Pursuant to the directions, the employer interests make the following submissions in reply 

to the Commonwealth.  
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2. RESPONSE TO THE COMMONWEALTHS POSITION 

2.1 Broadly, the submission of the Commonwealth makes a number of generalised 

propositions which outline its position. These are: 

(a) a general support that the increased regulatory demands have increased 

expectations of the workforce to “have the skills and attributes to deliver a higher 

standard of quality and safe care while also placing additional administrative 

requirements on many workers. This is particularly the case for the roles of 

personal care workers (PCWs), enrolled nurses (ENs) and registered nurses 

(RNs) in residential aged care and in-home aged care settings. It is also relevant 

to categories of ancillary workers including cooks, cleaners and administrative 

workers”.1 

(b) that there a “range of skills and other factors relating to the work value of aged 

care workers have not previously been recognised when setting the modern award 

minimum wages for the overwhelmingly female employees in the aged care 

sector”2. 

(c) that the “average care requirements for aged care recipients in both residential 

and in-home care have increased in acuity and complexity over time, and that this 

further contributes to the work value of aged care workers being significantly 

higher than the modern awards currently reflect”3.  

(d) a recognition of the need to ensure that the “wages and conditions of the aged 

care sector support the attraction and retention of sufficient workers to meet the 

expected growth in demand for aged care services over the next 30 years.”4 

2.2 With regards to its position, the Commonwealth: 

(a) generally, does not raise any new information or evidence that will further assist 

the Commission in its consideration of the Applications; and 

(b) do not give any proper consideration to the work performed by ‘non care roles’, 

despite their generalised support of a wage increase for all workers in aged care 

(entirely excluding any reference to laundry, gardening, recreation and 

maintenance staff). 

1 Submissions Of the Commonwealth, 8 August 2022 [6] 
2Submissions Of the Commonwealth, 8 August 2022  [7] 
3 Submissions Of the Commonwealth, 8 August 2022 [8] 
4 Submissions Of the Commonwealth, 8 August 2022 [9] 
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2.3 It is pleasing to see that the Commonwealth welcomes the opportunity to work with the 

Commission and the parties regarding the timing of the implementation of any increases, 

should any increase be granted. This is a prudent course of action which is supported by 

the employer interests and previous work value precedence5.  

3. MODERN AWARD OBJECTIVE CONSIDERATIONS 

3.1 The employer interests rely upon its closing submissions in respect to the modern awards 

objective6. However, provide the following, additional, response to the Commonwealth 

submissions.  

134(1)(b) 

3.2 The Commonwealth states that increasing minimum wages will provide “further 

encouragement” for the sector to engage in collective bargaining. The Commonwealth 

also note that the DoHAC modelling show approximately 76 per cent of those covered by 

the Aged Care Award, 86 per cent for the Nurses Award, and 32 per cent for the SCHADS 

Award are currently covered by Enterprise Agreements (EAs)7. 

3.3 The Commonwealth also state the number of nominally expired EAs suggests that the 

bargaining power for the sector is low compared to previous years. However, this does 

not take into consideration that the sector, and in turn bargaining, is entirely constrained 

by funding. It is not due to bargaining power (as can be seen from above, collective 

bargaining is widespread), but due to the industry not being able to afford increases due 

to the limited funding available to it.   

3.4 The Commonwealth support an increase in minimum wages and support engagement in 

collective bargaining. On any logical basis, increasing minimum award rates in a price 

constrained sector must reduce the likelihood, or create a disincentive of collective 

bargaining, not increase it. In this respect, the employer interests disagree that increasing 

minimum wages would create incentives for employers to engage in collective bargaining 

as suggested by some of the Applicant Parties8.  

3.5 With regards to the EA coverage data which the DoHAC has prepared for the 

Commonwealth’s submission, it does not appear to be fulsome. In this respect we note 

the: 

(a) data that has been relied upon has not been provided to the parties or the 

Commission; 

5 Independent Education Union of Australia [2021] FWCFB 2051 [665] 
6 Employer Interests Closing Submissions, 22 July 2022 [23] - [24] 
7 Submissions Of the Commonwealth, 8 August 2022 [20] 
8 Submissions Of the Commonwealth, 8 August 2022 [172] 
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(b) data cannot accurately portray whether administrative increases have been 

awarded for nominally expired EAs; and 

(c) figures provided are based on a sample of operational EAs only - there is no 

indication of the sample size used.   

3.6 The employer interests invite the Commonwealth to provide this DoHAC modelling to the 

parties for consideration. 

134(1)(c) 

3.7 The Commonwealth makes a number of statements on how an increase in wages will 

promote social inclusion through workforce participation9. These are largely speculative 

statements without evidence to support this position. 

3.8 These submissions do not assist the Commission.   

134(e) and assessing undervalued gendered skills 

3.9 The Commonwealth states that the Commission will be assisted by the Gender-inclusive 

job evaluation and grading Australian Standards. 

3.10 The Gender-inclusive job evaluation and grading Australian Standards, which are a 

voluntary standard, were created to assist business to develop gender-equitable 

remuneration and pay equity as it has ‘business benefits’. 

3.11 The Gender-inclusive job evaluation and grading Australian Standards were not made to 

assist a regulatory industrial body, such as the Commission, in establishing minimum 

rates in awards or for assisting in the assessment of work value. It is made to assist 

individual businesses to evaluate and grade jobs free of any effect of gender.  

3.12 We rely upon our closing submissions as to why the Commission should adopt a cautious 

approach to determining work value cases10.  

Funding and s134(1)(f) 

3.13 It is encouraging to see that the Commonwealth is prepared to fund ‘any increase to 

award wages’11. Later in their submissions, the Commonwealth go on to state “the impact 

on business of significant increases to award minimum rates will not be material”12 as it 

will be funded by the Commonwealth.  

9 Submissions Of the Commonwealth, 8 August 2022 [175] - [186] 
10 Employer Interests Closing Submissions, 22 July 2022 [4], [7], [23] - [24]  
11 Submissions Of the Commonwealth, 8 August 2022 [5] 
12 Submissions Of the Commonwealth, 8 August 2022 [201] 
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3.14 However, it is unclear whether this support will extend to the on-costs associated with any 

increase to minimum award rates, including the increased costs associated: 

(a) Superannuation; 

(b) Payroll tax; 

(c) Workers compensation; 

(d) Allowances and entitlements which are based on a percentage of the standard 

rate and may be subject to an increase; and 

(e) any possible new entitlements arising out of this matter. 

These are all factors which are relevant to considerations under s 134(1)(f) of the Fair 

Work Act. These are especially relevant considerations given the current financial viability 

of the sector13.  

3.15 The employer interests invite the Commonwealth to provide its position regarding whether 

its support extends to funding the associated on-costs of any minimum rate increase.  

C 10 

3.16 The position of the Commonwealth regarding the C10 framework, and its utility in this 

matter, appears to be more aligned to our view than that of the ANMF14.  

4. AN-ACC 

4.1 It is important to note that approved providers will no longer undertake their own 

assessments under the new AN-ACC model. This will inevitably involve a change to the 

work performed by RNs, ENs and PCWs as they will no longer be involved in the ACFI 

assessment process.  

4.2 At this point in time, given that the future processes are still unclear, the actual 

extent/impact of this change cannot be determined.   

4.3 There is also a level of concern among the industry regarding whether the new AN-ACC 

model will actually provide sufficient funding (regardless of the outcome of this case) for 

the care that is to be provided given the new funding model and external assessment 

process.     

5. DATA RELIED UPON 

5.1 The employer interests note that the Commonwealth makes a number of statements 

based upon data which it notes has limitations.  

13 See StewartBrown Aged Care Sector Report for the 9 months ended 31 March 2022.  
14 Submissions Of the Commonwealth, 8 August 2022 [202] - [204] 
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5.2 The Commonwealth then makes assumptions on this data, without explaining the 

reasoning behind these assumptions. For example, the headline headcount from the 2020 

Workforce Census shows that there are 420,000 employees in the industry, however, the 

Commonwealth give an approximate figure of 365,000. Assumedly, they have done this 

as some employees hold dual roles but have not provided the reasoning as to why they 

have come to this position. 

5.3 As such, caution should be given to the application of this material.  

6. ATTRACTION AND RETENTION 

6.1 The Commonwealth supports wages and conditions of the aged care sector promoting the 

attraction and retention of sufficient workers to meet the expected growth.  

6.2 In this respect, the Commonwealth notes that modelling undertaken by Treasury shows a 

potential workforce increase of between 5% to 10% after 5 years if minimum rates were to 

be increased by 25%15.  

6.3 The employer interests invite the Commonwealth to provide this modelling to the parties 

and the Commission in order to appropriately respond.  

6.4 Given the widespread skills shortages in Australia currently across a number of industries, 

if this assertion was true, the workers would simply be taken from other industries so the 

weight in terms of the modern awards objective seems limited. As our submission already 

state, this notion should not be considered within a work value case.  

6.5 The notion of attraction and retention may be a relevant consideration to the Modern 

Awards Objective, but it would not be a relevant consideration to the assessment of work 

value and the determination of the quantum arising.  

 

For ACSA, ABI and LASA  

 

Nigel Ward  

CEO + Director  

Australian Business Lawyers & Advisors  

 

Alana Rafter       Jordan Lombardelli 

Associate      Associate  

Australian Business Lawyers & Advisors  Australian Business Lawyers & Advisors 

15 [207] 
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1. The HSU broadly agrees with the submissions advanced by the 

Commonwealth (CS). Certain matters of detail are addressed below. 

Impact of regulatory requirements on aged care workers 

2. At CS[6], the Commonwealth recognizes that, among other things, 

strengthened regulatory demands and associated higher standards of care 

have significantly impacted the work, and increased the work value of, direct 

and indirect care workers. 

3. The submissions appropriately acknowledge that the impact of strengthened 

regulatory demands in the aged care sector are relevant to ‘ancillary workers’. 

The evidence, not to mention the Consensus Statement, makes it clear that the 

particular contextual demands of aged care work have an impact on all indirect 

care workers, as set out in the HSU’s previous submissions. The body of the 

Commonwealth’s submissions also accepts this: see e.g. CS[33.2]. 

4. In particular, the requirement under the Aged Care Quality Standards to place 

the consumer at the centre of every decision and to give consumers greater 

independence and control over their care described at CS[29]-[33] impacts all 

work performed in the residential care context. The submission at CS[31] that 

the evidence indicates that care and service plans are signed off by RNs should 

not overlook the evidence of PCWs being involved in the preparation, updating 

and implementation of care plans as the staff who inevitably have the most 

direct and frequent contact and interaction with residents: Report to the Full 

Bench on Lay Witness Evidence at [357]-[371].  

5. The submissions of the Commonwealth at CS 55 and CS70 refer, by way of 

example, to the evidence of Ms Alison Curry, whose job title is “AIN Thereafter”. 

These submissions must be understood as referring to the work performed by 

persons employed as PCWs and “AINs Thereafter” at her employer as opposed 

to the work performed by AINs covered by the Nurses Award: see Statement 

of Ms Alison Curry, DHB11664 to 11665, at [11] to [14]. 
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Attraction and retention? 

6. At CS[9], the Commonwealth observes that appropriate wages will support 

attraction and retention of workers in the aged care sector. As is set out at 

CS[206], this is of critical importance to the future of the aged care industry, 

noting the estimate that an annual expansion of 6.6% is needed to ensure 

quality care is provided. 

7. Conventionally, concerns about attraction and retention have not formed part 

of an assessment of work value, and have been dealt with separately: see, for 

example, Australian Nursing Federation v Queensland Department of Health 

(2003) 126 IR 244 at [40]-[64]; Re Equal Remuneration Case (2011) 208 IR 

345 at [104]. The HSU does not rely on these considerations as work value 

reasons justifying the increase for the purposes of s 157(2A). 

8. However it is apparent that these are matters which the Commission can and 

should take into account in considering whether the increases separately meet 

the modern awards objective, in particular under s 134(1)(c), as the 

Commonwealth correctly submits at CS[184]. Given the difficulties being 

experienced, and likely to be experienced in the future, by operators with 

respect to attraction and retention of staff in aged care, those issues are also 

relevant to the factors in s 134(1)(f) and (h) in respect of the Modern Awards 

Objective, and correspondingly s.284(1)(a) and (b) as to the Minimum Wages 

Objective.  

The impact of the new funding model 

9. At CS[74.1], the Commonwealth suggests that the forthcoming move from ACFI 

to AN-ACC will ‘reduce the associated administrative burden on…staff’ as a 

result of approved providers of residential care no longer being required to 

make their own assessments of residents for funding purposes.  

10. This is, at this point, speculative, and is yet to be demonstrated by any 

evidence. To the extent that it is put as a submission that the complexity and 

skill required of aged care workers will somehow decrease, it should not be 

accepted. At most, some administrative work involved with the actual task of 
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undertaking and documenting the assessment might transfer to independent 

assessors.  

Work value reasons, and approaches to work value considerations 

‘Properly fixed rates’ 

11. As previously submitted, the HSU agrees with the Commission’s provisional 

view that the rates in the Aged Care and SCHADS Awards have not been 

properly fixed. This is put in the sense that they have not been assessed with 

reference to the actual value of the work at any relevant point.  

12. Neither this submission, nor as the HSU understands it the Commission’s 

preliminary view, is as narrow as the proposition that the process set out in the 

ACT Child Care Case1 was not followed: c.f. CS[79.1].  Instead, the HSU’s 

contention is that the rates have not been assessed with reference to the actual 

value of the work at any relevant point, using any available methodology. 

13. The HSU agrees with the Commonwealth’s contention at CS[79.2-4] that the 

ACT Child Care Case, was developed under a different statutory regime in light 

of quite different wage fixing principles, and need not be strictly applied in the 

present case nor is it an appropriate starting point for the analysis required in 

assessing whether increases in award rates of pay are justified by ‘work value 

reasons’. 

Social utility of the work 

14. At CS[91], the Commonwealth appears to confuse what the HSU has submitted 

should be taken into account – the social utility, that is the contribution that the 

work makes to both the economy and the good functioning of civil society as a 

whole – with the different concept of ‘social value’ i.e. how the work is generally 

regarded. 

15. The HSU agrees with the proposition that the latter should not inform the 

Commission’s decision. That is in part because this work has, as extensively 

1 Australian Liquor, Hospitality and Miscellaneous Workers Union re Child Care Industry (Australian Capital 

Territory) Award 1998 and Children’s Services (Victoria) Award 1998 – re wage rates [2005] AIRC 28 (ACT 

Child Care Case). 
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explored in the HSU’s prior submissions, been persistently perceived as having 

less value than it in fact does, in part due to gender-based factors. The 

Commonwealth’s submission appropriately recognises that the Commission 

should be alert in ensuring that the lack of value or prestige attached to caring 

work does not affect assessment of its value.  

16. The Commonwealth recognises that the pandemic has led to an increased 

recognition of the actual complexity and skill required of this work and the 

responsibilities assumed by those who perform the work – as, indeed, has the 

Royal Commission. The task for the Commission remains to undertake a 

rigorous, and unbiased, analysis of the work itself. 

17. Certainly the work cannot be sensibly described as having ‘perceived prestige’ 

as opposed to an understood importance: c.f. CS[91]. Aged care workers 

cannot eat applause; prestige in employment terms is fundamentally measured 

by money. The HSU’s point is that the work should be prestigious, and the 

increases sought will go some way to achieving this, by at least beginning to 

properly reflect the actual value of the work. 

External award relativities 

18. At CS[102]-[106], the Commonwealth discusses the relevance, or otherwise, of 

external award relativities i.e. maintaining consistency with the rates set out in 

the Manufacturing and Associated Industries and Occupations Award 2010. 

19. The HSU agrees with the proposition at [106] that external award relativities 

have never been a hard barrier. Qualifications, as is observed at CS[126], can 

provide a useful indicator of at least part of the skill involved in a particular job 

in some cases. The AQF framework is neither the final answer in this respect 

and nor is skill the only, or even predominant consideration, as the 

Commonwealth recognises at CS[129] and [105] respectively. Obviously other 

considerations may be relevant, not limited to the conditions under which work 

is performed. 

20. This is made most obvious when one considers indirect care workers. A trade-

qualified maintenance worker working in aged care may have an identical 

Certificate III-equivalent trade certificate as a maintenance worker in a 
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manufacturing facility. It is common ground, however, that the aged care 

maintenance worker exercises additional, completely different skills (for 

example, in interacting with residents) which are completely outside the 

contemplation of the qualification. 

21. An AQF-only focus – i.e. treating the C10 framework as handcuffs permitting 

only the most marginal departures, as the ABL Submissions urge - is obviously 

wrong. The Commission would exercise real caution before even giving it 

significant weight in the context of this particular industry. To that end, the HSU 

notes and embraces the Commonwealth’s submissions at CS[134]-[140] as to 

the deficiencies that have been introduced into the AQF since the structural 

efficiency principle was developed 30 years ago. 

The Modern Awards Objective 

General observations 

22. As set out above, the HSU agrees with the Commonwealth’s submissions as 

to the modern awards objective considerations, subject to the clarifications 

below. 

23. In particular, the HSU agrees that: 

24. the question of appropriate minimum rates is influenced by the nature of the 

sector and other contextual factors, including whether it is a funded or profit-

making sector: CS[159]; 

25. maintaining a relevant award system additionally requires reference to market 

rates, to ensure that awards are not ‘hollowed out’ by the enterprise bargaining 

system: CS[162]; 

26. gendered assumptions should not influence the assessment of fair wages and 

conditions in the aged care sector: CS[164]; 

27. the wage increases sought, in the context of this application and the 

Commonwealth’s funding commitments, are not capable of being considered 

unfair to employers: CS[165]; 
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28. the reality of the challenges faced by these workers attempting to survive on 

the current rates is a relevant consideration, and this evidence should not be 

disregarded as sought by ABL: CS[165]; 

29. bargaining in the sector is not likely to improve wages, but remains available to 

drive flexibility and productivity: CS[174]; 

30. the increases will assist in attraction and retention of staff, including lower 

skilled or unqualified workers, leading to potentially increased workplace 

participation: CS[184]-[186];  

31. considerations about the need to address gender-based wage undervaluation, 

the gender wage gap generally and specific undervaluation of skills are all 

relevant considerations, without the need for a male comparator to be identified: 

CS[189]-[190]; and  

32. in the context of the Government’s commitment to ensuring that the outcome 

of the aged care work value case is funded, the cost to business of the increase 

sought will not be material and the overall impact on business will be positive 

by facilitating a strengthened ability to recruit staff and meet regulatory 

requirements: CS[200]-[201].  

134(1)(g) – simple, easy to understand and sustainable system 

33. It should also be observed that applying a wage-fixing methodology which relies 

on a decades-old decision made, fundamentally, in the context of a particular 

industry is not particularly ‘simple’ or ‘easy to understand’ within the meaning 

of s.134(1)(g), once one steps outside niche industrial relations circles. It is 

easy to see how an aged care worker might have some difficulty identifying why 

their wage cannot increase significantly, or at all, because of what a 

manufacturing tradesperson is paid.  

34. Although it is correct that principled approaches to wage fixation do serve the 

end goal of stability within the system (see CS[203]), the desirability of a stable 

wage system should not be confused with a pursuit of a completely ossified one 

– which is fundamentally what the ABL approach would lead to.  
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35. The better course is as submitted at CS[204]: a rigorous work value analysis 

performed in light of the particular case, unfettered by artificial limitations. 

s.134(1)(h) – impact on the economy etc 

36. At CS[207]-[208], the Commonwealth discloses the outcome of modelling 

apparently done by Treasury. The modelling itself has not been disclosed, let 

alone put into evidence. 

37. Read correctly, it appears that Treasury considers that increasing award wages 

by 25% for aged care workers will have a very minor positive effect on the 

economy (although close to negligible). This strongly suggests that the wages 

ought to be increased by at least the percentage sought. 

38. To the extent that warnings as to inflationary pressure are alluded to at CS[208], 

these should be disregarded as: 

39. they depend on further wage claims in different industries being firstly made 

and secondly succeeding, which is not guaranteed and is eminently controllable 

by the rigorous assessment of work value discussed above; and 

40. in any event the assertion could not be accepted without permitting the parties 

to test the underlying modelling – which, to the extent it can be understood from 

the submissions, appears predicated on the presently questionable concept of 

inflation being principally wage-driven. 
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Conclusion 

28. The Commonwealth’s submissions correctly identify that the material before the 

Commission overwhelmingly suggests that the HSU’s increases are: 

a. more than justified by work value reasons; and 

b. necessary to achieve the Modern Awards Objective. 

29. The variations accordingly ought be made. 

 

MARK GIBIAN SC | H B Higgins Chambers 

LISA DOUST | 6 St James Hall Chambers 

LUCY SAUNDERS | Greenway Chambers 

 

Dated: 17 August 2022 
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1. BACKGROUND 

1.1 This submission is made on behalf of: 

(a) Aged & Community Services Australia (ACSA); 

(b) Leading Age Services Australia (LASA); and 

(c) Australian Business Industrial (ABI), 

(collectively, the employer interests). 

1.2 On 6 June 2022, the Fair Work Commission (the Commission) made orders giving effect 

to the amended timetable (the amended directions).1 The amended directions included, 

inter alia, the following: 

“1. The parties will file closing written submissions regarding the evidence by 4pm on 

Friday 22 July 2022. 

2. The parties will file submissions in reply regarding the evidence by 4pm on Monday 8 

August 2022. 

3. The Commonwealth will file written submissions by 4pm on Monday 8 August 

2022. 

4. The parties will file submissions in reply to the Commonwealth’s written 

submissions by 4pm on Wednesday 17 August 2022.” 

1.3 The employer interests, Australian Nursing and Midwifery Federation (ANMF) and Health 

Services Union (HSU), respectively, filed closing submissions on 22 July 2022. The United 

Workers Union (UWU) filed closing submissions on 25 July 2022, following a request for an 

extension. 

1.4 Pursuant to the amended directions, the employer interests make the following submissions 

in reply. 

 

  

1 An uncontentious summary of the procedural history appears in Background Document 1.  
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2. REPLY TO SUBMISSIONS FILED BY THE HSU  

2.1 The Closing Submissions of the HSU (adopted by the UWU), fail to portray an accurate 

representation of the industry, the work performed by employees as found in the evidence 

and make numerous unfounded assertions.  

2.2 Indeed, the HSU largely seems to ignore any evidence arising out of cross-examination or 

from the ANMF witnesses that strays from supporting its position; it seems they want the 

Commission to see the PCW in the absence of the RN, the clinical care manager etc. 

2.3 In this submission we focus on: 

(a) the HSU’s contentions in relation to home care sector employees under the 

SCHADS Award and proposed amendment to the classification structure of the 

Aged Care Award; 

(b) the use of “health or medical-related” skills; 

(c) the relevance of “social utility or worth of work” in determining work value;  

(d) what must now be considered under ss 157(2) and 157(2A) of the Fair Work Act 

2009 (the Act);  

(e) the exclusion of any consideration to the role of the EN and RN; and 

(f) what weight should be given to the expert and employee evidence.  

 

The SCHADS Award/Aged Care Award Classifications  

 SCHADS 

2.4 At [4(b)] of the HSU Closing Submissions when discussing the increase sought to the 

SCHADS Award, the HSU claims: 

“The increase sought would have the effect of bringing the rates of pay for those 

employees approximately in line with workers providing home care services in the 

home to persons with a disability.” 

2.5 This assertion is incorrect as the definition of home care sector under clause 3.1 of the 

SCHADS Award defines the sector as meaning “the provision of personal care, domestic 

assistance or home maintenance to an aged person or a person with a disability in a private 

residence”.  

2.6 Home care sector employee minimum rates of pay are set out in clause 17. This means 

that currently home care sector employees, regardless of whether they work with aged 
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persons or with persons with a disability in their private residences, are entitled to the same 

minimum rate of pay. 

2.7 The HSU’s application also seeks to insert a new definition into clause 3.1 of the SCHADS 

Award for a “home aged care employee”. This proposed definition is as follows: “Home 

aged care employee means a home care employee providing personal care, domestic 

assistance or home maintenance to an aged person in a private residence”.  

2.8 The HSU does not seek to delete the definition of “home care sector”. This proposed 

definition and the creation of a new minimum wage structure at proposed new clause 17A 

means that home care employees working with persons with a disability in their private 

residences could be paid less than employees working with aged persons in their private 

residence. 

2.9 This may have unintended practical consequences as the evidence suggests that some 

home care employees work with both aged clients and clients with a disability and aged 

clients with a disability. 

Aged Care 

2.10 As part of its Amended Application, the HSU has proposed an amended classification 

structure of the Aged Care Award. This approach raises concerns. 

2.11 There is a real concern arising from the proposed levels of the HSU’s classification 

structure, in particular how the proposed structure would apply in practice. This lack of 

clarity was demonstrated in the evidence arising out of the cross-examination of Lauren 

Hutchins, HSU Official.2 

2.12 Further, the HSU proposal that those who undertake medication duties be classified at level 

5 fails to consider that the administration of medication task will be dependent on the 

jurisdiction in which the individual PCW is employed in and can create an arbitrary 

distinction between classifications based on a singular task. It can also be the case that an 

employee may perform medication duties on one day, but not the next, which creates a 

practical operational issue.  This also overlooks that the qualification for this activity is now 

within the scope of the Certificate IV or as an elective in the Certificate III. 

2.13 With regards to creating a new classification for those who perform work in a homemaker 

model (and can also be a Specialist PCW) some care will be required given the limited use 

of this model. 

2 PN647-PN829. 
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2.14 It may well have been the case that something similar to the homemaker model was present 

in the industry during the days when hostels were prominent. It is clearly the case that some 

providers have adopted this model, but it would be misconceived to conclude from the 

evidence that the industry is on a path to adopt this model as the norm.  

2.15 From the evidence it appears that only Uniting and HammondCare have adopted this 

approach,3 and they have not done so across their whole service offering. These 

organisations have developed a classification for these employees through enterprise 

bargaining which is fit for purpose and accounts for the specific nuances of how they 

operate this model.   

2.16 In this respect, as envisaged by both the ANMF and the employer interests (although the 

approach between the parties may differ), there appears to be value in restructuring the 

classification structure of the Aged Care Award to best suit the needs of the industry now 

and moving forward. We refer to our Closing Submissions at [4.37]-[4.46] in relation to 

restructuring the wage structure/classification structure. 

 

Health or medical-related skills of PCWs 

2.17 The HSU throughout its Closing Submissions, and for the first time in these proceedings, 

refers to “health or medical-related skills” without providing any further clarification as to 

what this means and what skills or activities they are actually referring to. Additionally, the 

evidence does not provide a definition of this term.4 

2.18 The Commission should approach this term with caution as it suggests a gloss that 

overlooks that the PCW works at all times within their competence (usually Certificate III or 

IV) and under the supervision of the RN or the EN. 

2.19 We refer to and rely upon our Closing Submissions at [9] and Annexure A as to the skills 

and work performed by PCWs. 

  

3 For example, see Uniting Aged Care Enterprise Agreement (ACT) 2017 Schedule B 1.4 which designates 
a ‘Home Maker’ at a Coordinator level. 
4 See generally Annexure E and Annexure F of the Closing Submissions. 
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Social Utility/Social Context 

2.20 The HSU submit that the ‘nature of work’ should give consideration to the social utility or 

worth of work and refers to three cases5 which allegedly support this proposition. However, 

the HSU is misguided in its approach. 

2.21 The adoption of extraneous effects of the work performed (whether social utility, ethical 

value or profitability etc) should be approached with caution when considering the minimum 

value of work. The HSU are asking the Commission to stray from the language in the statute 

which could have unintended consequences; if positive utility is to now be relevant to 

valuing work so will negative utility. Should the Commission discount the value of wages for 

employees involved in socially less desirable activities? 

2.22 Approaching the nature of work by what it means for someone extraneous to the work itself 

could lead the Commission astray in its deliberations as these considerations are detached 

from the nature of the work itself and the language of the statute. 

2.23 The HSU relies heavily on decisions from the NSW industrial relations system for this 

contention. There must be a degree of caution in applying decisions from a jurisdiction that 

is materially different to that under the Act.  

2.24 The Commission in this case is setting minimum wages. The Industrial Relations 

Commission of NSW does not do this but rather sets “fair and reasonable conditions of 

employment” (s 10, Industrial Relations Act 1996 (NSW)).  

2.25 The HSU relies on Re Crown Employees6 to suggest there is a warrant for their contention. 

Without detracting from the above submissions, it is not clear whether this is in fact the case 

on a proper reading of that decision. 

2.26 The Industrial Relations Commission of NSW acknowledges that the scientific officers have 

specialised skills and make a contribution to the common good. However, Bauer J goes 

onto identify that many specialised fields in the public sector undertake this task and in the 

(more relevant) paragraph that directly follows the HSU’s extract, states: 

“Nevertheless, the above description applies to many specialist fields perhaps in 

particular to the public sector. The difficult task of the arbitrator is to temper the 

enthusiastic self-assessment of the officers in their own cause with a little hardening 

5 Re Crown Employees (Scientific Officers, etc – Departments of Agriculture, Mines etc) Award [1981] AR (NSW) 1091 

at 1100; Crown Librarians, Library Officers and Archivists Award Proceedings (2002) 111 IR 48 at [21]; Re Crown 

Employees (Teachers – Department of Education) Award [1970] 70 AR (NSW) 345 at 521. 
6 Crown Librarians, Library Officers and Archivists Award Proceedings quotes Re Crown Employees. 
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which has been applied by many similar calls to the unique importance of work being 

performed by particular groups.”  

2.27 In Re Crown Teachers the Industrial Relations Commission of NSW acknowledges that the 

work performed by Teachers should be valued appropriately, and not on:  

“such an approach originally based on the conception that some work is so vital that 

those who make it their vocation can be expected partially to live off their dedication, 

is today completely outdated.” 

2.28 However, the Commission member then goes onto state in the paragraph that directly 

follows the HSU extract that: 

“The validity of the views I have formed must be judged less on general sentiments 

such as I have expressed than on the facts established in this case.” 

2.29 As can be seen in these cases, the more relevant aspect of the cases do not in actuality 

clearly provide a warrant for the HSU’s propositions.  

2.30 As such, the HSU has not demonstrated that consideration of the ‘social utility or worth of 

work’ has been a feature of past assessments of work value.  

2.31 In any case, the HSU advises the Commission to “carefully consider the continued 

relevance of particular aspects of those approaches in light of the current Act”7 when taking 

into consideration previous work value cases which have been determined under differing 

past statutory regimes, such careful consideration should be given to applying the novel 

concept social utility.  

 

Work Value Considerations 

2.32 The HSU asserts that “there is no reason in principle why reasons related to the nature of 

work or the skills and responsibilities involved which might in the past have been 

categorised as evolutionary should not be now considered ‘work value reasons’” given that 

s 157(2A) no longer imposes a requirement to show ‘significant net addition to work 

requirements’.8 

2.33 The HSU goes onto state that other considerations such as the introduction of a statutory 

requirement to hold a certificate, the fact that the emphasis on some aspects of the work 

has changed, keeping abreast of changes and developments in any trade or profession and 

7 See HSU Closing Submissions, 22 July 2022 [46]. 
8 See HSU Closing Submissions, 22 July 2022 [48]. 
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increased workload are now matters which the Commission is required to consider by  

s 157(2)(a) and s 157(2A).9  

2.34 The approach put forward by the HSU is misconceived.  

2.35 Assessing the impact of proposed work value reasons is an evaluative task which requires 

determination as to whether work value reasons warrant a variation.   

2.36 The HSU has failed to give proper consideration to the evaluative process set out in the 

Teachers Decision10 which was determined under the current statutory regime. 

2.37 While the Commission is no longer constrained by the notion of significant change, jumping 

from not needing significant change to any and all change warranting a re-evaluation of the 

value of work would seem unsound.  

2.38 Observing material change in the performance of work may make the deliberative exercise 

easier. 

2.39 So, where caution should be exercised is assuming that the Act now stands for the notion 

that any and all change warrants the re-evaluation of work.  

2.40 Such an approach would be inconsistent with the notion of “justification” which suggests an 

evaluative exercise. All jobs will change in some way, work substitution, one process being 

replaced by another, technology replacing manual processes, etc. None of these types of 

changes (evolution) would ordinarily suggest a change in the value of work. 

2.41 In any event, the Commission will always be aided by a comparative exercise to the C10 

framework. In the context of the Commission not necessarily being required to focus on 

change in the first place this comparative exercise would seem more relevant than ever. 

2.42 The employer interests rely upon our Closing Submissions at [7.10]-[7.11], [7.19]-[7.21] and 

[24]. 

 

Ancillary Staff 

2.43 The HSU asserts that conclusions that may be drawn from the evidence of direct care staff 

should apply equally to the indirect care workers (i.e. administrative, laundry, cleaning, 

kitchen, maintenance and gardeners) and sets out a number of features such which they 

claim are relevant.11 The HSU goes on to  state that the indirect care workers are “required 

9 See HSU Closing Submissions, 22 July 2022 [49]. 
10 Independent Education Union of Australia [2021] FWCFB 2051. 
11 See HSU Closing Submissions, 22 July 2022 [83]. 
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to exercise a significantly broader range of skills than their counterparts in other 

industries”.12  

2.44 Outside of the concessions in the employer interests’ Closing Submissions, and with 

respect to the work performed by these employees, the HSU has failed to establish this 

contention. These jobs need to be considered in their own right rather than simply having 

the PCW gloss applied to them. 

2.45 For illustrative purposes, asking the Commission to draw the same conclusions regarding 

the work of a PCW and then apply this justification to a gardener is not comparable.  

 

Reliance on expert evidence 

2.46 The HSU relies largely upon their expert reports in their Closing Submissions.  Once again, 

the HSU fails to give any proper consideration to the totality of the evidence in that it does 

not address facts and propositions that have arisen out of cross-examination.  

2.47 We rely upon our Closing Submissions at [6] and Annexure J regarding weight that should 

be given to the expert evidence.  

 

No consideration given to the role of the RN and to care plans  

2.48 The HSU’s submissions are unhelpful in that they seem to disregard the role of the RN or 

give proper consideration to the function of the “care plan”. Avoiding this seems to be used 

by the HSU to elevate the role of the PCW beyond their defined competence under the 

supervision of a RN and fails to present the full and proper picture of the various roles and 

their hierarchy within the industry as clearly set out in the evidence.  

2.49 The HSU does not give any consideration to the role of the EN or RN in the industry and 

how this impacts the work value considerations for all aged care staff. By way of example, 

the HSU does not discuss that residents have a care plan, which is developed and updated 

by the RN. The care plan dictates the care to be provided to the resident and this was clearly 

established throughout the evidence in these proceedings. Instead, the HSU only suggests 

that the care plan is an additional regulatory burden on workers. 

2.50 Similarly, they do not give any consideration to the role of care plans in home care which 

set out the services to be provided to each client.   

12 See HSU Closing Submissions, 22 July 2022 [84]. 
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2.51 Whilst the employer interests do consider the work performed by these staff to be vital and 

valuable, the level of skill, authority and responsibility associated with the work also needs 

to be viewed in the context of how the service operates as whole. 

2.52 In this respect, we rely upon our Closing Submissions at [9], [19], [20] and [22] regarding 

the scope of work performed by these employees.  

 

Employee Evidence 

2.53 The HSU relies largely on written statements in their Closing Submissions and does not 

appear to take on the evidence arising out of cross-examination, unless it expressly 

supports the singular point they are advancing.  

2.54 The HSU also selectively refers to situations which have arisen, largely out of their 

witnesses’ written statements, that portray what could reasonably be referred to as the worst 

possible scenario in aged care. 

2.55 For example, the HSU refer to the statement of Ms Vincent who details a client who weighed 

100 kilograms and died whilst on the toilet and she could do little to assist.13 Obviously, this 

is a distressing situation, however this does not mean that this is a common or regular 

occurrence. 

2.56 Different personality types may well be better suited to certain work but this has never been 

a feature of evaluating the value of work as the drivers are individualistic rather than 

collective to certain work. No doubt some of the employees in the aged care industry are 

temperamentally suited to it, no doubt some are less so. Such an occurrence is likely to be 

the case in all occupations. 

 

  

13 See Closing Submissions of the HSU, 22 July 2022 [344].  
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3. REPLY TO SUBMISSIONS FILED BY THE ANMF  

3.1 The ANMF submissions advance a number of propositions that are not contentious. For the 

purpose of these reply submissions, the employer interests respond to the following 

contentions advanced by the ANMF: 

(a) the weight to be placed on evidence concerning:  

(i) the Aged Care Sector Stakeholder Consensus Statement (Consensus 

Statement);14 

(ii) the StewartBrown data;15 

(iii) the “gender pay gap” 16 and “women’s work” 17 in relation to undervaluation; 

(iv) the Spotlight Tool, in particular, the identification of “invisible skills”;18 and 

(v) the “inherent value” of the work;19 

(b) the characterisation of the evidence of employer witnesses;20 and 

(c) the negative impact of “purpose-built” residential aged care facilities upon safety.21  

 

Consensus Statement 

3.2 The ANMF’s characterisation of the Consensus Statement as an “admission” that bars the 

employer interests from advancing submissions based on the evidence should be 

rejected.22 The position of employer interests, in this respect, appears at Annexure P [2.1]-

[2.9].  

3.3 The Consensus Statement is not a submission and cannot override findings available from 

the evidence. It cannot be concluded that statements in submissions filed by the employer 

interests should be rejected to the extent that there is inconsistency with the consensus 

statement. Employer interests at all times have filed submissions and evidence at the 

instruction of ACSA, LASA and ABI. There is no proper basis for the ANMF to suggest 

otherwise.  

14 See Closing Submission of the ANMF dated 22 July 2022 [25]-[26]. 
15 See Closing Submission of the ANMF [849]-[855]. 
16 See Closing Submission of the ANMF [16(3)], [718], [772]. See also [776]-[786]. 
17 See Closing Submission of the ANMF [725]-[726], [774] 
18 See Closing Submission of the ANMF [16(4)-(5)], [17]-[18], [547], [773]. See also [787]-[831]. See also Annexure 1.  
19 See Closing Submission of the ANMF [727]-[738]. 
20 See e.g. Closing Submission of the ANMF [127].  
21 See Closing Submission of the ANMF [623]. 
22 See Closing Submission of the ANMF [28]. 
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3.4 They also had ample opportunity to test this issue in cross-examination were it important to 

them and chose not to do so.     

 

StewartBrown Data 

3.5 The ANMF has made number of statements regarding the references in submissions to the 

data provided by StewartBrown.23  

3.6 The StewartBrown Aged Care Financial Performance Survey is primarily a benchmarking 

survey that has existed since 1995, with aged care providers that participate having every 

reason to provide accurate data to ensure accurate benchmarking. 

3.7 Survey data collected and analysed by StewartBrown is extensively relied upon by 

participants in the aged care sector for both operational benchmarking and the development 

of public policy. 

3.8 We are advised that StewartBrown Survey data was provided to the Royal Commission 

from 2015 for each quarter and subjected to their data integrity checking. StewartBrown 

data is referenced extensively in the Final Report of the Royal Commission into Aged Care 

Quality and Safety.  Mr Grant Corderoy who leads StewartBrown’s work on this Survey also 

made a formal statement24 and appeared as a witness on 14 September 2020 at the hearing 

of the Royal Commission. 25  

3.9 Mr Corderoy appeared as an expert witness in the Commission consideration as to the 

ANMF submission for paid pandemic leave to be an inclusion in some modern awards.26 

The StewartBrown Survey was tabled at the hearing and the ANMF cross examined Mr 

Corderoy but did not dispute the data.27 

3.10 The ANMF makes reference to Aged Care Financing Authority (ACFA) data. Appendix C 

to Mr Corderoy’s Statement to the Royal Commission contains a Peer Review of ACFA's 

Data Collection and Reporting Activities which StewartBrown was engaged to perform by 

the Department of Health in 2017.28 

23 See Closing Submission of the ANMF [849]-[855]. 
24 Witness Statement of Grant Hilton Corderoy dated 20 April 2020 (Royal Commission into Aged Care Quality and 

Safety) <https://agedcare.royalcommission.gov.au/sites/default/files/2020-09/RCD.9999.0320.0001_0.pdf>.   
25 Transcript of Proceedings - Royal Commission into Aged Care Quality and Safety, Monday 14 September 2020, Day 

91 <https://agedcare.royalcommission.gov.au/sites/default/files/2020-09/transcript-14-September-2020.PDF>.  
26 See Health Sector Awards - Pandemic Leave [2020] FWCFB 3561 (8 July 2020) [99]-[100]. 
27 See Transcript of Proceedings- Health Sector Awards – Pandemic Leave (AM2020/13), 26 June 2020, PN1413-

PN1479. 
28 See Witness Statement of Grant Hilton Corderoy dated 20 April 2020 (Royal Commission into Aged Care Quality 

and Safety), Appendix C - StewartBrown Peer Review of ACFA's Data Collection and Reporting Activities (June 2017) 

(as available under Freedom of Information). 
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3.11 StewartBrown has subsequently been engaged to provide the data cleansing for the Aged 

Care Financial Reports and Quarterly Financial Reports. 

3.12 We disagree with the ANMF’s use of Earnings Before Interest, Taxes, Depreciation, and 

Amortization (EBITDA)29 as a benchmark, given this excludes a number of significant 

expenditure items. The correct measure of the financial performance and capacity to pay 

of the sector is Net Profit Before Tax. 

3.13 We do not dispute that it is useful to consider both StewartBrown data and data from the 

Aged Care Financial Reports that were previously analysed by ACFA together. The greatest 

difficulty here being that Government data is generally more than a year out of date by the 

time it is published. 

3.14 We note that StewartBrown recently undertook an analysis of the data reported by ACFA 

excluding all non-recurrent items, which demonstrates the growing deficits in residential 

care, which are expected to grow even further in future years.30 

3.15 We have not provided lengthy evidence on the financial circumstances of the sector, 

because it has been our view that this is not a key consideration in the determination of 

work value. It rather becomes significant in the context of the consideration of timetable 

through which an increase might be applied. We intend to provide further information on 

matters pertaining to financial performance at that time, making reference to the most up to 

date data. 

3.16 We also note that financial pressures within the industry is not a matter that has been in 

dispute.31  

 

  

29  
30 See StewartBrown Aged Care Sector Report (31 March 2022) 2, Figure 3: Aggregate Operating Results for 

Residential Aged Care Sector ($M) <https://www.stewartbrown.com.au/images/documents/StewartBrown_-

_Aged_Care_Financial_Performance_Survey_Sector_Report_March_2022.pdf>. 
31 See Consensus Statement 5.  
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Gender Pay Gap and “Women’s Work” 

Gender Pay Gap 

3.17 The position of employer interests, with respect to the gender pay gap, appears at Annexure 

J [2.1]-[2.41]. We repeat and rely upon those submissions.  

3.18 By way of emphasis: 

(a) A work value case exists in a specific framework of modern awards. The 

Commission is tasked with assessing whether current minimum award rates should 

be increased based upon work value reasons. It is difficult to discern how statistics, 

analysis and conclusions reached without specific regard to award rate minima 

could assist in that exercise. The evidence of Professor Smith and Dr Lyons lacks 

the requisite precision - in the context of work value proceedings - to be of 

assistance. 

(b) There is no gender pay gap when consideration is limited to minimum award rates.32 

Award minimum rates apply irrespective of gender. Hence, comparisons between 

aggregate total earnings by gender alone may present an enticing statistic but one 

that does not assist with assessing existing minimum rates within any modern 

award.33 

Women’s Work 

3.19 Additionally, as to arguments regarding “women’s work”, we repeat and rely upon the 

submissions at Annexure J [3.8]-[3.18]. Those contentions, whilst advanced in the context 

of Professor Meagher and Professor Charlesworth, equally apply to the observations of 

Professor Smith and Dr Lyons relied upon by the ANMF.  

3.20 By way of emphasis: 

(a) It is not contested that the aged care workforce is predominantly female. A factor 

which may enliven the relevance of gender issues in a work value application.  

(b) Whilst the experts point to literature and international research suggesting a 

social/cultural perception that “women’s work” is of less economic value, the 

employer interests suggest caution is required. Particularly in circumstances where 

nursing work has been subject to extensive work value consideration in both state 

and federal tribunals historically.  

32 See Closing Submissions of Employer Interests, Annexure J [2.25]-[2.41]. 
33 See Closing Submissions of Employer Interests, Annexure J [2.25]. 
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(c) In order to make out an argument that the Nurses Award has been undervalued 

based on gender, notwithstanding an extensive series of work value cases,34 the 

Commission would need to accept that it is has historically failed in its assessments.  

(d) This, if accepted, also suggests something troubling. If male dominated and female 

dominated modern awards are already largely aligned around the C10 framework35 

but “women’s work” is however undervalued, it suggests that all women’s work is of 

greater value than all ‘men’s work’ which seems to highlight the problem of 

transferring concepts of ‘market’ equity into minimum award rates of pay historically 

based on the gender neutral ground of the C10 scheme and the AQF. 

 

Spotlight Tool and “Invisible Skills” 

3.21 The position of the employer interests, in this respect, appears at Annexure J [4.1]-[4.19]. 

We repeat and rely upon those submissions.  

3.22 Further, we advance the following submissions in reply:  

(a) The Commission should be cautious to place weight upon the fact that “300 

countable instances of utilisation” of Spotlight Skills were identified in connection to 

the work performed by RNs and ENs.36 The Spotlight Tool is not limited to female 

dominated industries and can be applied equally to male dominated industries to 

identify so called “hidden skills” using the taxonomic framework.37  

(b) Additionally, the Commission should be cautious to place weight upon the ANMF 

alignment of union lay evidence with the Spotlight Tool. There is an irrefutable self-

serving aspect to the skills identification tool. It targets three broad categories of skill 

-- shaping awareness, interacting and relating, and coordinating -- which may be 

identified as existing in all industries.  

(c) This must limit the weight placed upon the mere identification of skills using the 

Spotlight Tool, particularly when applied as an academic exercise outside of the 

34 See Private Hospitals' & Doctors' Nurses (ACT) Award 1972 (Print G7200) (1987) 20 IR 420; [1987] AIRC 135 (7 

May 1987); Capital Territory Health Commission and Royal Australian Nursing Federation (Print E8456) (1982) 269 

CAR 66; Nurses Comparable Worth Case (1986) 13 IR 108; Private Hospitals' & Doctors' Nurses (ACT) Award 1972 

(Print G7200) (1987) 20 IR 420 at 443; [1987] AIRC 135 (7 May 1987); The Hospital Employees etc (Nursing Staff 

ACT) Award, 1980 (1992) 7 CAR 120; Industrial Relations Commission Decision 904/1990 (Print J4011) [1990] AIRC 

862 (21 August 1990); Australian Nursing Federation - Determination Dec 630/91 (A Print J8402); The Hospital 

Employees etc (Nursing Staff ACT) Award, 1980 (1992) 7 CAR 120; Australian Nursing Federation - Re Classification 

structure (PR965496) [2005] AIRC 1000; Appln By Australian Nursing Federation To Vary Nurses Private Sector (ACT) 

(PR 965496) (21 November 2005). 
35 See eg, Closing Submissions of Employer Interests, Annexure J [2.27]-[2.41]. 
36 See Closing Submissions of ANMF [795]. 
37 See Closing Submissions of Employer Interests, Annexure J [4.7]-[4.9]. 
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modern awards system (i.e. absent a useful comparator, for example, another 

modern award).    

(d) The Spotlight Tool cannot prove or substantiate the reason for “invisible” skills. It is 

an “identification” tool limited to skills identification consistent with the taxonomic 

framework.38 

(e) As to the reliance upon secondary material referring to caring work being “gendered” 

and therefore supporting a finding that ‘caring work’ in aged care is undervalued,39 

we repeat the submissions with respect to “women’s work” at [3.19]-[3.20] above. 

Further, we emphasise that the secondary material is not based upon an analysis 

of award minimum rates.  

3.23 To illustrate the limitation of the Spotlight Tool analysis when considered outside the 

modern awards system, we return to the benchmark comparator - the Manufacturing and 

Associated Industries and Occupations Award 2020 (Manufacturing Award).  

3.24 The following table compares the C10 (Certificate III) classification under the Manufacturing 

Award against the Nursing Assistant (Certificate III) classification under the Nurses Award.   

 Manufacturing Award Nurses Award 

Key 

Classification 

C10  

(Recognised Trade Certificate, or Certificate 

III or equivalent) 

 

Nursing Assistant  

Experienced (the holder of a relevant 

certificate III qualification) 

Minimum Rate 

(weekly) 

940.9040 940.9041 

Minimum Rate 

(hourly) 

24.7642 24.7643 

Classification 

Definition 

(a) Engineering/Manufacturing 

Tradesperson—Level I44 

A.1 Nursing assistant45 

Nursing assistant means an employee, 

other than one registered with the Nursing 

38 See Closing Submissions of Employer Interests, Annexure J [4.11]-[4.12]. 
39 See Closing Submissions of ANMF [808]-[811]. 
40 Manufacturing Award, cl 20.1. 
41 Nurses Award, cl 15.2. 
42 Manufacturing Award, cl 20.1. 
43 Nurses Award, cl 15.2. 
44 Manufacturing Award cl A.4.7. 
45 Nursing Award cl A.1-A.2. 
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 Manufacturing Award Nurses Award 

An Engineering/Manufacturing 

Tradesperson—Level I works above and 

beyond an employee at the C11 level and 

to the level of their skills, competence and 

training: 

●understands and applies quality control 

techniques; 

●exercises good interpersonal and 

communications skills; 

●exercises keyboard skills at a level higher 

than the C11 level; 

●exercises discretion within the scope of this 

classification level; 

●performs work under limited supervision 

either individually or in a team environment; 

●operates lifting equipment incidental to 

their work; 

●performs non-trade tasks incidental to their 

work; 

●performs work which while primarily 

involving the skills of the employee’s trade is 

incidental or peripheral to the primary task 

and facilitates the completion of the whole 

task, provided that such incidental or 

peripheral work does not require additional 

formal technical training; 

●inspects products and/or materials for 

conformity with established operational 

standards. 

and Midwifery Board of Australia or its 

successor or one who is in training for the 

purpose of such registration, who is under 

the direct control and supervision of a 

Registered nurse (RN) nurse and whose 

employment is solely to assist an RN or 

Enrolled nurse (EN) in the provision of 

nursing care to persons. 

A.2 Nursing care 

Nursing care means: 

● giving assistance to a person who, 

because of disability, is unable to maintain 

their bodily needs without frequent 

assistance; 

●carrying out tasks which are directly 

related to the maintenance of a person’s 

bodily needs where that person because of 

disability is unable to carry out those tasks 

for themselves; and/or 

●assisting a registered nurse to carry out 

the work described in clause A.5.46 

●For the purposes of this award nursing 

care also includes care provided by 

midwives. 

 

 

 

3.25 The skills highlighted within the C10 level expressly “recognise” skills that align to “Spotlight 

Skill Levels”. The below table sets out that alignment, together with reference to examples 

46 Clause A.5 being a reference to the work performed by an RN, set out at clauses A.5.1 - A.5.5. 
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of equivalent/similar skills identified by the ANMF in Annexure 1 (noting the difference of 

industry):  

Classification Definition - C10 Skills Spotlight Skill Level  

“good interpersonal and 

communications skills” 

Spotlight Skill Level B2 - communicating verbally and non-verbally47 

“exercises discretion within the scope of 

this classification level” 

Spotlight Skill Level A2 - monitoring and guiding reactions48 

“performs non-trade tasks incidental to 

their work” 

Spotlight Skill Level B1 - negotiating boundaries49  

Spotlight Skill Level C2 - interweaving your activities smoothly with 

those of others50 

“performs work under limited 

supervision either individually or in a 

team environment” 

Spotlight Skill Level C1 - sequencing and combining activities51 

“inspects products and/or materials for 

conformity with established operational 

standards” 

Spotlight Skill B2 - communicating verbally and non-verbally  

Spotlight Skill C1 - sequencing and combining activities52 

 

3.26 The preceding comparative analysis, by reference to the benchmark classification and 

Spotlight Skill Level, demonstrates the following: 

(a) Spotlight Skills are expressly reflected in the classification definition of the C10 Level 

under the Manufacturing Award. Thereby, according to Professor Junor, they have 

been plainly “recognised” in the wage setting exercise for minimum rates in that 

award.  

(b) The minimum award rate for a C10 level (Certificate III) in the Manufacturing Award 

(male dominated industry) aligns with the AIN (Certificate III) in the Nurses Award 

(female dominated occupation).  

(c) Therefore, it follows, the minimum award rate for the AIN aligns to a benchmark 

classification, which included express recognition of “Spotlight Skills” as falling 

47 See Closing Submissions of ANMF, Annexure 1, Lilian Grogan, Lyndelle Parke (“interpersonal”). 
48 See Closing Submissions of ANMF, Annexure 1, Jocelyn Hofman, Karen Roe (“exercising judgment”). 
49 See Closing Submissions of ANMF, Annexure 1, Sally Fox (“additional skills”). 
50 See Closing Submissions of ANMF, Annexure 1, Irene McInerney. 
51 See Closing Submissions of ANMF, Annexure 1, Linda Hardman (“team skills”). 
52 See Closing Submissions of ANMF, Annexure 1, Wendy Knights (re “Quality Standards” and “Aged Care 

Standards”). 
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within the scope of competency of a Certificate III or equivalent; such is clear from 

an examination of the content of the Certificate III.  

3.27 Upon that basis, it is difficult to accept that the minimum award rate in the Nursing Award 

for AIN does not factor in “interpersonal skills” (etc), simply by reference to:  

(a) a failure to expressly reference “Spotlight Skills”; and  

(b) the fact that nursing is a female dominated occupation. 

Especially in circumstances where Spotlight Skills plainly feature in the benchmark 

classification upon which the key classification in the Nurses Award was set. 

3.28 Ultimately, the Commission should tread carefully dealing with one academic opinion 

largely about ways of describing many basic human cognitive traits and behaviours 

 

The “inherent value” of work 

3.29 Work does not have any inherent value. Valuing work will always involve some level of 

comparison rather than operating in an isolated vacuum.53. Its value, outside of a regulated 

industrial system is driven by supply and demand and the bargaining power of the parties 

to the employment relationship.  

3.30 As to the union lay evidence that refers to opinion as to the altruistic value of the work 

performed, as set out in Annexures A-G, that evidence should attract little (if any) weight. 

Such an approach is the same as the notion of social utility advanced by the HSU and 

discussed above. 

3.31 The Commission should not be distracted by such an extraneous notion to the work itself 

in the context of a “minimum wage”. 

3.32 Rather than somewhat philosophical notions of social utility or altruistic value the 

Commission would be better served in its deliberations by grounding itself in the 

comparative exercise between modern award classifications. We rely upon the illustrative 

comparative analysis, set out in Annexure J, which supports a conclusion that a great deal 

of alignment and consistency exists between award minimum rates in comparative roles.54  

 

  

53 See Closing Submissions of Employer Interests [7.25]. 
54 See Closing Submissions of Employer Interests, Annexure J [2.27]-[2.41]. 
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Characterisation of Evidence of Employer Witnesses 

3.33 The employer interests rely upon their summary of evidence at Annexure H. The summaries 

provided by the ANMF, in this respect, are highly selective and at times misrepresent the 

effect of the evidence.  

3.34 By way of example, as to personal care work performed in the community (i.e. by home 

care employees), the ANMF provide the following summary of the employer witnesses’ 

evidence: 

“126. Cheyne Woolsey (CEO of KinCare) identifies one of the biggest challenges faced by 

home care workers as being the environment and that they do not know what situation they 

are walking into.  

127. Sue Cudmore (who has operational control of Alliance Community) expects that 

personal carers employed by Alliance Community, would be able to know what work can 

and can’t be performed based upon what is a handbook  which is very detailed and at times 

complex and confusing.  

128. Johannes Brockhaus (Buckland CEO) says that home carers working for Buckland 

would be provided with the service plan/care plan for a client before going to clients.” 

3.35 As set out in Annexure H: 

(a) The evidence of Mr Woolsey sets out the tasks and responsibilities of the Customer 

Care Manager55 and Home Care Worker.56 In identifying the challenges of the work 

environment, he explains KinCare has “structured support systems in place to 

ensure that our carers are equipped with the skills, knowledge and support to be 

able to perform their role”.57 In particular, Mr Woolsey identified several protocols 

that home care workers are briefed and trained in prior to commencing 

appointments with KinCare.58 

(b) The evidence of Ms Cudmore identifies the responsibilities of the Clinical Care 

Coordinator,59 Scheduler,60 Care Worker61 and Home Care Case Manager.62 This 

includes a summary of the protocols a care worker is trained to follow and implement 

throughout the course of a shift.63 The totality of Ms Cudmore’s evidence, by 

55 See Closing Submissions of Employer Interests, Annexure H [5.33(a)-(d)]. 
56 See Closing Submissions of Employer Interests, Annexure H [5.34]-[5.35]. 
57 See Closing Submissions of Employer Interests, Annexure H [5.14]. 
58 See Closing Submissions of Employer Interests, Annexure H [5.35(a)-(g)]. 
59 See Closing Submissions of Employer Interests, Annexure H [4.22]-[4.23]. 
60 See Closing Submissions of Employer Interests, Annexure H [4.24]-[4.25] 
61 See Closing Submissions of Employer Interests, Annexure H [4.26]-[4.30]. 
62 See Closing Submissions of Employer Interests, Annexure H [4.31]. 
63 See Closing Submissions of Employer Interests, Annexure H [4.29(a)-(h)]. 
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reference to Annexure SC-05, her statement and oral testimony, reveals the 

employee handbook to be a comprehensive tool, which supplements ongoing 

mandatory internal training provided by Alliance Community.64  

(c) Mr Brockhaus described the work performed by the home care worker at Buckland.65 

In addition to identifying the timing of when a home care worker accesses the care 

plan, he identified that home care workers are trained to contact the “home care 

manager” should they have any questions about the care plan. He also confirmed 

approval is required from the home care manager to make changes to the care 

plan.66  

3.36 For the sake of brevity, the above exercise will not be repeated with respect to each subject 

matter addressed in the ANMF closing submissions. However, to the extent regard is given 

to the ANMF summary of the employer evidence, it should be understood as a highly 

selective summary and not representative of all relevant employer evidence on the subject 

matter being addressed.  

 

Safety and Purpose-built Facilities 

3.37 The ANMF submit that: 

“Individual rooms can provide increased privacy for residents but a decrease in 

safety for workers who are required to attend to residents alone, with no 

visibility to others in the event of an incident”67 

3.38 Support for the proposition advanced by the ANMF is limited to Ms Chrisfield’s statement 

at [20].68 During cross-examination, Ms Chrisfield expanded upon that evidence: “I don't 

think [purpose-built facilities are] more difficult than old facilities but I also don't think that 

they take 100 per cent into account the safety needs of the staff”.69 She identified one of 

her primary criticisms, in that respect, is the distance between rooms.70 She explained more 

time is spent walking compared to when there were 3-8 residents to a room.71 

3.39 She also accepted the following as accurate descriptions of purpose-built facilities: 

64 See Closing Submissions of Employer Interests, Annexure H [4.38]-[4.54]; see also [4.33]-[4.37]. 
65 See Closing Submissions of Employer Interests, Annexure H [3.75]. 
66 See Closing Submissions of Employer Interests, Annexure H [3.76]. See also [3.13], [3.20]-[3.22], [3.30]-[3.32].  
67 See Closing Submissions of ANMF [623] (emphasis added). 
68 See Closing Submissions of ANMF [609], citing Statement of Kathryn Chrisfield dated 29 October 2021. 
69 Transcript, 3 May 2022, PN3783. 
70 Transcript, 3 May 2022, PN3791.     
71 Transcript, 3 May 2022, PN3792-PN3793.    
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(a) modern facilities have purpose designed beds that can move up and down, the 

bedhead can come up, the legs can come up;72 

(b) rooms in modern facilities are made of a size that allows wheelchairs to be easily 

move around in the room;73 

(c) subject to the facility, showering areas are purpose designed so that people can 

actually be comfortably sat on a chair or a wheelchair actually in the shower (she 

noted this is “not always” the case for modern facilities);74 

(d) those modern designs, referred to in (a)-(c) above, are in part for the resident but 

also to make it easier for the care worker to move around;75 

3.40 Additionally, as to lifting equipment, Ms Chrisfield accepted that most residential aged care 

facilities have procedures requiring two-person lifts.76 

3.41 The evidence does not sustain a conclusion that purpose-built renovations have had a 

negative impact on safety of consumers or employees. Rather, as set out in Annexure H, 

purpose-built residential aged care facilities are safer for both the consumers and the 

employees.77 That conclusion is also supported by reference to Ms Chrisfield’s evidence in 

cross-examination.  

 

  

72 Transcript, 3 May 2022, PN3785.     
73 Transcript, 3 May 2022, PN3786. 
74 Transcript, 3 May 2022, PN3787-PN3789.    
75 Transcript, 3 May 2022, PN3790.   
76 Transcript, 3 May 2022, PN3795.   
77 See Closing Submissions of Employer Interests, Annexure H [2.17]-[2.18]; see also [6.26]-[6.30].   
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4. REPLY TO DOCUMENTS PUBLISHED BY THE COMMISSION  

4.1 For completeness, the employer interests confirm their position with respect to documents 

published by the Commission:  

(a) On 20 June 2022, the Full Bench published Background Document 3–Witness 

Overview. The employer interests have no further comments in relation to that 

document, save for noting reliance on the evidence review that appears at 

Annexures A-H of the Closing Submissions filed on 22 July 2022.  

(b) On 20 June 2022, Commissioner O’Neill published Report to the Full Bench. That 

report provides an overview of the Union lay evidence called in the proceedings.  

The employer interests have no further comments in relation to that document, save 

for noting reliance on the evidence review that appears at Annexures A-H of the 

Closing Submissions filed on 22 July 2022.  

(c) On 20 June 2022, the Full Bench published Background Document 4—Royal 

Commission into Aged Care Quality and Safety. The employer interests have no 

further comments in relation to that document.  

4.2 As to matters raised in Background Documents 1 and 2, these were addressed in Closing 

Submissions and Annexure P.  
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5. RESPONSE TO QUESTIONS IN BACKGROUND DOCUMENT 5 

5.1 On 5 August 2022, the Full Bench published Background Document 5, which included 24 

questions for the consideration of the parties.  

5.2 The answers to those questions directed to the employer interests appear below 

 

Question 2 for all other parties: do you agree with the HSU submission that the above 

additional propositions are uncontentious?  

5.3 The HSU submit that the following additional propositions are uncontentious: 

“1. Clustered domestic and household models of care are growing in prevalence in 

the industry and require greater numbers of staff with a broad range of skills and 

responsibilities.  

2. Home care workers work with minimal supervision, and the increase in acuity and 

dependency of recipients of aged care services means that these workers are 

exercising more independent decision-making, problem solving and judgment on a 

broader range of matters.” 

5.4 In response to the above additional propositions, the employer interests do not agree that 

they are uncontentious for the following reasons: 

(a) there is minimal evidence that the clustered and domestic household models are 

“growing in prevalence”. Whilst some providers have adopted this model, there is 

not enough evidence to establish that this trend will go beyond these providers or 

that each operation requires the same broad range of skills and responsibilities; 

and  

(b) the second proposition fails to take into consideration the effect of indirect 

supervision and structured protocols used to replace direct supervision.  

 

Question 5 for the Joint Employers: What is being proposed in this aspect of the 

submission? What, if any, changes to the Aged Care Award classification structure are 

being proposed by the Joint Employers?  

5.5 In relation to the Aged Care Award classification structure, we advanced the following 

submissions: 

“4.37 There appears to be merit in restructuring the classification structure in the 

Aged Care Award.  

4.38 In this respect, a new classification structure may benefit from creating two 

streams. One being a ‘care stream’ (PCWs and Recreational/Lifestyle Activities 

5799



Officers (RAOs)) and, the second, a general services stream (i.e. those that work in 

administration, the kitchen, the laundry, cleaning and maintenance). 

4.39 For the ‘care stream’, the following should be considered, there should: 

(a) continue to be an entry level; 

(b) continue to be a level for an employee without a formal qualification or 

 experience at this level to promote social inclusion and workforce 

 participation; 

(c) continue to be a level for a Certificate III or equivalent; 

(d) be a level for an employee with a Certificate III (or equivalent) who has 

 acquired three years’ experience in the residential care industry; and 

(e) there should be a level for a Certificate IV or equivalent (this level would 

 obviously include the RAO). 

4.40 For the general services stream, there should be a classification structure 

which broadly reflects of the C10 scheme with an entry level (C14/13), an unqualified 

level (C12), a Certificate III qualification or equivalent level (C10) and a Certificate 

IV or equivalent qualification level (likely most relevant to administration roles) (C7).” 

5.6 The first change we envisage is separating out care work of PCWs and RAOs from support 

activities. 

5.7 The structure of the care stream would follow the scheme above. The new feature in this is 

the introduction of a classification between the Cert III and the Cert IV; effectively an 

experienced Cert III classification. 

5.8 If there is a view that rewarding Schedule 4 medications in a residential aged care setting 

is warranted this would likely be better dealt with by way of an allowance separate to the 

structure. 

5.9 The same could be the case for employees working in dedicated secure dementia wards or 

dedicated palliative care facilities. 

5.10 The support stream should follow a similar scheme to classifications in other modern 

awards (except with, likely, less specialisation) dealing with similar activities and the broad 

scheme of this is set out above.  
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Question 6 for the Joint Employers: What, if any, changes to the Nurses Award classification 

structure are being proposed by the Joint Employers?  

5.11 In relation to the Nurses Award classification structure, we submitted that:  

(a) “the Commission must be satisfied that the separation of the classification structure 

for aged care within an occupation based award is appropriate and justified by the 

evidence”; and, further, 

(b) “the Commission must also consider that the award operates with service based 

increments with annual progression internally through the pay-points of the levels, 

and some where there are no pay point descriptors within the level”. 

5.12 The employer interests are not proposing any specific change to the structure, but rather 

noting that if the Commission is moved to break out aged care nursing into a new 

Schedule of the Award it must satisfy itself that such an approach is appropriate and that 

it is appropriate to properly set minimum wages for some but not all nurses.  

5.13 The employer interests also draw the Commission’s attention to the Teachers Decision in 

regard to their comments on service-based classifications to ensure that it considers that 

in its broader deliberations.  

 

Question 7 for the Joint Employers: What is being proposed in this aspect of the 

submission?  

5.14 In relation to the SCHADS Award classification structure, we submitted that “the 

Commission must be satisfied that the separation of the classification structure based upon 

the type of clients (i.e. disability home care and aged care home care) is appropriate and 

justified by the evidence” noting that “[t]he separation of the classifications could create real 

operational difficulties”. 

5.15 The employer interests are stating that a separate payment structure which only applies to 

aged care home care employees is appropriate given the nature of those who work in the 

industry. 

5.16 Additionally, as the HSU is only seeking to increase the rates in the separate rate structure 

for those who work in aged care in home care, the Commission must be satisfied that the 

separation of the rates is appropriate.  

5.17 The employer interests have simply pointed out the practical difficulty that this may cause 

some employers which is a s 134 consideration. 
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5.18 The Commission may simply accept that this difficulty might materialise for employers who 

provide both services or it might form the view that it should not move on home care now 

but review home care relevant to persons with a disability as well and consider the issue 

more holistically.  

 

Question 8 for the Joint Employers: Are the Joint Employers contending that an increase in 

minimum wages is justified on work value grounds in respect of these classifications of 

employees? If so, what quantum of increase is proposed in respect of each classification of 

employees? Do the Joint Employers oppose any increase in respect of any classification 

not mentioned at [174] above?  

Are the Joint Employers contending that an increase in minimum wages is justified 

on work value grounds in respect of these classifications of employees? 

5.19 At [4.47] of closing submissions, we submit that “based on the evidence given during the 

hearing, the work undertaken by the following classes of employee in residential aged 

care has significantly changed over the past two decades warranting consideration for 

work value reasons”:  

(a) RNs; 

(b) ENs; 

(c) (Certificate III) Care Workers; and 

(d) Head Chefs/Cooks. 

5.20 The employer interests contend that an increase in minimum wages is justified on work 

value grounds in respect of these types of employees.  

If so, what quantum of increase is proposed in respect of each classification of 

employees? 

5.21 While this submission may be seen as less helpful, with the exception of the RN, the 

employer interests have not proposed a monetary outcome which appears relatively clear 

based on past precedent. 

5.22 The C10 Framework should provide some guidance as to how this exercise should be 

commenced. 

5.23 That being said, the employer interests do not support a uniform 25% increase in respect 

to these classifications as claimed.   
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Do the Joint Employers oppose any increase in respect of any classification not 

mentioned at [174] above? 

5.24 As to the balance of classifications (i.e. those not mentioned above), the employer interests 

do not consider the evidence before the Commission supports a conclusion that an increase 

in minimum wages is justified on work value grounds.  

5.25 These classifications may require some refinement to ensure they at least are properly set 

against the C10 Framework. 

 

Question 9 for the Joint Employers: A comparison with the C10 framework suggests if the 

Joint Employer submission is accepted, that the minimum rates for RNs should be 

increased by 35 per cent, is that what is being proposed by the Joint Employers?  

5.26 Yes. The minimum rates for RNs should be aligned to the C10 framework. This is necessary 

to rectify a material anomaly within the award. Being a degree-qualified classification, the 

minimum rates for RNs are currently not consistent with the minimum rates of other degree- 

qualified classifications within the modern award system. As such, this alignment should be 

rectified as part of the work value exercise.  

5.27 The case of the RN does appear to have very strong alignment to the ratio in the Teachers 

Decision.  

 

Question 11 for all parties: Noting that the summary of submissions is a high-level summary 

only, are there any corrections or additions that should be made?  

5.28 With regard to the high-level overview of the employer interests’ evidence is correct. 

5.29 This summary should not be a replacement for the closing submissions, and with regard to 

the Commonwealth, its submissions.    

 

Question 12 for all parties: To the extent that there is a degree of tension between the 

Pharmacy Decision and the Teachers Decision in the application of the principles in the ACT 

Child Care Decision is it common ground that the ACT Child Care Decision was made under 

a different statutory regime to the Commission’s statutory task under s.157(2A)? 

5.30 Yes, the ACT Child Care Decision was determined under a different statutory regime. 

However, the principles in the ACT Child Care Decision are still useful for work value 

considerations.  
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5.31 The employer interests consider that the Commission should be primarily guided by the 

approach set out in the Teachers Decision, given that the Teachers Decision is the most 

recent Work Value case. To an extent, the Teachers Decision, has superseded the 

principles and approach taken in Pharmacy Decision (however these principles may also 

be instructive in the exercise of discretion).  

 

Question 13 for all parties: At [16] of its closing submissions, the HSU suggests that ‘all 

significant stakeholders agree that some variation to wages is justified by work value 

reasons and that the view of all major stakeholders is that wages need to be “significantly 

increased”’. What do the other parties say in response to the HSU’s submission?  

5.32 The submission advanced by the HSU relies primarily upon the views expressed in the 

Consensus Statement. In that respect, we repeat our submissions at [3.2]-[3.4] above.  

5.33 It is also submitted that the view is of minimal assistance to the evaluative task under  

s 157(2). The factors required to justify an increase to minimum rates are “work value 

reasons”.  

5.34 The opinion by the stakeholders’ party to the Consensus Statement, should provide little 

assistance in the Commission’s assessment of the nature of the work, the level of skill or 

responsibility involved in doing the work, or the conditions under which the work is done.  

 

Question 14 for all parties: Do the parties agree with the points of agreement identified at 

paragraphs [194]–[201] above? Are there any other significant points of agreement that 

should be identified?  

5.35 The employer interests agree that the points of agreement between the parties, subject to 

the below.  

5.36 The agreement expressed by the employer interests with respect to paragraph [116]78 in 

Background Document 1, concerned acceptance that as generalised statements in the 

context of an overview document the propositions were uncontentious. However, the 

contentions are not intended to be a substitute for consideration and analysis of the 

evidence before the Commission. Noting, in many respects, the propositions taken in 

isolation represent an oversimplification of matters explored in the evidence and addressed 

more fully in the employer interests closing submissions.   

5.37 As such, with respect to the propositions at [116], the following observations are made: 

78 See ACSA, LASA and ABI Closing Submissions, Annexure P at [3.32]. 
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(a) Contention 1: As a general proposition, we accept: “The workload of nurses and 

personal care employees in aged care has increased, as has the intensity and 

complexity of the work”. However, as to the level of “intensity and complexity”, we 

rely upon our submissions at [9.17]-[9.25], [10.4]-[10.6], [19.3]-[19.6] and [20.3]-

[20.5] and the review of evidence at Annexure A, E and F. The evidence does not 

support a conclusion that the level of increase is consistent across all classifications. 

(b) Contention 8: As a general proposition, we accept: “PCWs and AINs perform 

increasingly complex work with greater expectations”. However, the evidence before 

the Commission does not establish this conclusion is available with respect to the 

work performed by all PCW/AINs. Rather, some PCW/AINs that are Certificate III/IV 

qualified or of equivalent experience and have satisfactorily completed appropriate 

training perform “quasi-clinical” work, within their level of competency, under the 

supervision of a RN. In this respect, we rely upon our submissions at [9.5(ss)], 

[9.17]-[9.25] and [19.3(n)] and the review of evidence at Annexure A, E and F.  

(c) Contention 13: As a general proposition, we accept: “Aged care employees have 

greater engagement with family and next of kin of clients and residents”. However, 

the frequency and intensity of engagement is not consistent across all aged care 

employees. Rather, the evidence demonstrates an increased expectation that all 

aged care employees will engage in small conversation with next of kin and 

consumers as they go about their day-to-day duties (usually greetings, small talk 

and generally treat them in a respectful manner). This is not, however, an additional 

duty added to the daily work of aged care employees.   

(d) Contention 16: As a general proposition, we accept: “Aged care employees are 

required to meet the cultural, social and linguistic needs of diverse communities 

including Aboriginal and Torres Strait Islander people, culturally and linguistically 

diverse people and members of the LGBTQIA+ community”. It is also noted that 

those skills form part of the units of competency available in the Certificate III, see 

example: 

(i) CHCDIV001 “Work with diverse people” (which is a core unit); and 

(ii) CHCDIV002 “Promote Aboriginal and/or Torres Strait Islander cultural 

safety”. 

Aged care employees also receive training with respect to those skills from their 

employer (see example, Statement of Johannes Brockhaus dated 3 March 2022, 

Annexure JB-01, which includes a list of the training provided by Buckland 

addressing each of those issues). 
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5.38 Those observations are supported by Closing Submissions and the review of the evidence 

at Annexure A-H.   

 

Question 17 to all parties: do the parties agree with the points of contention identified at 

paragraph [202]–[219] above?  

5.39 The employer interests agreed that the issues identified at [202]-[219] are points of 

contention between the parties, subject to one amendment. The employer interests 

acknowledge that Enrolled Nurses have experienced a significant change to the nature of 

the work.  

 

Question 20 for the Joint Employers: What is the Joint Employers’ position in respect of the 

ANMF and HSU classification proposals?  

5.40 As discussed above, the employer interests do not consider that the HSU and ANMF 

classification proposals appropriately reflect the work value of employees in the Aged Care 

Industry.  

 

Question 23 for all parties: What do the parties say about the Aged Care Amendment 

(Implementing Care Reform) Bill 2022 (Cth). Will it affect the propositions in Contention 6?  

5.41 In Background Document 1 at [116], the following proposition was identified as 

uncontentious: 

“6. Since 2003, there has been a decrease in the number of Registered Nurses (RN) and 

Enrolled Nurses (EN) as a proportion of the total aged care workforce. Conversely, there 

has been an increase in the proportion of Personal Care Workers (PCW) and Assistants in 

Nursing (AIN).” 

5.42 In Background Document 5 at [228], the Commission observe: 

“[228] The Aged Care Amendment (Implementing Care Reform) Bill 2022 (Cth) was 

introduced to the House of Representatives on 27 July 2022. The Bill proposes an 

amendment to the Aged Care Act 1997 which will require approved providers who provide 

residential care to care recipients in a residential facility or flexible care of a kind specified in 

the Quality of Care Principles to care recipients in a residential facility to ensure at least one 

registered nurse is one site, and on duty, at all times at the residential facility.” 

5.43 In short, the answer is yes. The reform bill will have an impact on contention 6 as it will 

require an increase in the number of RNs and numbers of other appropriately skilled staff 

in aged care.  
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5.44 The amendment to the Aged Care Act 1997 will require that providers have at least one 

RN on site and on duty at each residential facility the provider operates 24 hours a day, 7 

days a week.  

5.45 The reform also increases the minimum number of care minutes per resident per day to 

215 minutes (including 44 RN care minutes) from October 2024.  

5.46 This will inevitably, and rightfully, lead to an increase in the number of RNs generally and 

possibly to an increase of RNs as a proportion of the total workforce.  

5.47 By way of example, in circumstances when a RN has previously been rostered as being 

‘on call’ during a night shift and only attended site as needed, they will now be required to 

be on site working.  

5.48 The impact on providers will be felt differently across the jurisdictions due to the individual 

State/Territories’ existing Public Health Acts and poisons and therapeutic goods (or 

similar) legislation.   

5.49 Using NSW as an example, the relevant legislation prescribes that a RN is rostered 24/7 

in some but not all residential aged care settings. PCWs with appropriate training (i.e. a 

unit of competency and internal training and assessment) can assist with medication 

rounds (save for Schedule 8 and PRN medications) in some residential aged care settings 

(prescribed by the legislation). Practically speaking, a RN has, in some services, has 

never been rostered 24/7, rather they’ve worked on an “on call” basis, especially 

overnight. 

5.50 We also note that the second schedule of the reform bill, which comes into effect later, will 

limit what home care providers can charge clients which has the possibility of impacting 

the future financial viability of this part of the aged care sector.  
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19 August 2022  
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FAIR WORK COMMISSION 

Matter No.: AM2020/99; AM 2021/65; AM2021/63 

S 158 – APPLICATION TO VARY OR REVOKE A MODERN AWARD (AGED CARE 

AWARD 2020);  

S 158 – APPLICATION TO VARY OR REVOKE A MODERN AWARD (NURSES AWARD 

2010) 

s 158 APPLICATION TO VARY OR REVOKE A MODERN AWARD (SOCIAL, 

COMMUNITY, HOME CARE AND DISABILITY SERVICES INDUSTRY AWARD 2010) 

  

FINAL SUBMISSIONS OF THE UNITED WORKERS’ UNION 

1. In these proceedings UWU has made submissions in support of the applications 

including Final Submissions (25 July 2022) and Reply Submissions (21 April 2022). 

2. In these submissions we address the questions raised by Background Document 5. 

3. Prior to the filing of these submissions, we have had the benefit of reading the 

submissions filed by the Health Services Union in reply to the closing submissions of 

the “Joint Employers”. UWU supports those submissions. 

4. We make no further submissions in reply to closing submissions nor in respect of the 

Commonwealth’s submissions filed on 8 August 2022. 

THE QUESTIONS POSED IN BACKGROUND PAPER 5 

Question 1 for the HSU: Where does the HSU derive the proposition of the ‘social 

utility of the work’ from? In particular, which part of the legislative framework 

supports the proposed construction? How should the ‘social utility of the work’ be 

measured?  

1. Question 1 is directed at HSU and UWU makes no comment about this question. 
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Question 2 for all other parties: do you agree with the HSU submission that the above 

additional propositions are uncontentious?  

2. UWU agrees with the submission of HSU, that these two additional propositions are 

uncontentious. 

3. In relation to proposition (2), UWU refers FWC to the evidence of Karen Roe1, Maria 

Moffat2, Ngari Inglis3, Susan Morton4, Teresa Hetherington5. 

Question 3 for the CCIWA: the CCIWA is asked to respond to question 17 of BD1. If 

the CCIWA does not respond, the Commission may assume that the CCIWA does not 

represent anyone covered by any of the awards subject to these proceedings and as a 

result may not place weight on their submissions.  

4. Question 3 is directed at CCIWA and UWU makes no comment about this question. 

Question 4 for the ANMF: Does the ANMF agree with the Joint Employer’s 

characterisation of their application (at sections 3.12 – 3.19 of the Joint Employer’s 

closing submissions)?  

5. Question 4 is directed to the ANMF and UWU makes no comment about this 

question. 

Question 5 for the Joint Employers: What is being proposed in this aspect of the 

submission? What, if any, changes to the Aged Care Award classification structure 

are being proposed by the Joint Employers?  

6. Question 5 is directed at the Joint Employers and UWU makes no comment about 

this question. 

1 Statement of Karen Roe at [20], [33] 
2 Statement of Maria Moffat at [25], [27], [30],  
3 Statement of Ngari Inglis at [11], [28], [36] 
4 Statement of Susan Morton at [22] – [41] 
5 Statement of Teresa Hetherington at [105] – [107] 
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Question 6 for the Joint Employers: What, if any, changes to the Nurses Award 

classification structure are being proposed by the Joint Employers?  

7. Question 6 is directed at the Joint employers and UWU makes no comment about 

this question. 

Question 7 for the Joint Employers: What is being proposed in this aspect of the 

submission?  

8. Question 7 is directed at the joint employers and UWU makes no comment about this 

question. 

Question 8 for the Joint Employers: Are the Joint Employers contending that an 

increase in minimum wages is justified on work value grounds in respect of these 

classifications of employees? If so, what quantum of increase is proposed in respect 

of each classification of employees? Do the Joint Employers oppose any increase in 

respect of any classification not mentioned at [174] above?  

9. Question 8 is directed at the Joint Employers. and UWU makes no comment about 

this question. 

Question 9 for the Joint Employers: A comparison with the C10 framework suggests if 

the Joint Employer submission is accepted, that the minimum rates for RNs should be 

increased by 35 per cent, is that what is being proposed by the Joint Employers?  

10. Question 9 is directed at the Joint Employers and UWU makes no comment about 

this question. 
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Question 10 for the ANMF and the HSU: what is the ANMF and the HSU’s response to 

the Joint Employers submission about the expert evidence and the weight that should 

be placed on that evidence?  

11. While question 10 is directed to ANMF and HSU, UWU agrees with the submissions 

made by ANMF at part C.6 of its Closing Submissions in Reply, as well as the 

submission made by the HSU in their Closing Submission in Reply.  

Question 11 for all parties: Noting that the summary of submissions is a high-level 

summary only, are there any corrections or additions that should be made?  

12. In relation to question 11, the summary of the UWU submissions is accurate. 

Question 12 for all parties: To the extent that there is a degree of tension between the 

Pharmacy Decision and the Teachers Decision in the application of the principles in 

the ACT Child Care Decision is it common ground that the ACT Child Care Decision 

was made under a different statutory regime to the Commission’s statutory task 

under s.157(2A)? 

13. UWU submits it is clear that the ACT Child Care Decision was made under a differing 

statutory regime6. The decision was made pursuant to s.881B of the Workplace 

Relations Act 1996. 

  

6 Four Yearly Review of Modern Awards – Pharmacy Industry Award 2010 [2018] FWCFB 7621 at [197] 
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Question 13 for all parties: At [16] of its closing submissions, the HSU suggests that 

‘all significant stakeholders agree that some variation to wages is justified by work 

value reasons and that the view of all major stakeholders is that wages need to be 

“significantly increased”’. What do the other parties say in response to the HSU’s 

submission?  

14. UWU agrees with the assertion made by HSU at [16] of its closing submissions. The 

first line of the “Aged Care Sector Stakeholder Consensus Statement” to which all of 

the major stakeholders were a party, states: 

 

“The stakeholders agree that wages in the aged care sector need to be significantly 

increased …”7 

Question 14 for all parties: Do the parties agree with the points of agreement 

identified at paragraphs [194]–[201] above? Are there any other significant points of 

agreement that should be identified?  

15. UWU agrees that: 

a. The propositions set out at paragraph [116] of Background Document 1 are 

uncontentious. 

b. The rates in the three awards have never been properly fixed 

c. FWC does not need to consider “significant net addition or find a fixed datum 

point". 

d. The ACT Child Care Decision was made under a different statutory regime. 

  

7 Aged Care Sector Stakeholder Consensus Statement, 17 December 2021, p. 2 
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Question 15 for the ANMF: The ANMF’s attention is drawn to the above paragraphs. 

How does the ANMF reconcile the Penalty Rates Review with its submission that 

s.157(2A) exhaustively defines ‘work value reasons’?  

16. Question 15 is directed to ANMF and UWU makes no comment about this question. 

Question 16 for the ANMF: is the ANMF suggesting that attraction and retention are 

considerations relevant to the assessment of ‘work value’ under s.157(2A)? If so, on 

what authority does the ANMF rely to support that proposition? Alternatively, is it 

being put that the proposition that the increases sought are ‘necessary to attract and 

retain the number of skilled workers needed to deliver safe and quality aged care’ is a 

consideration relevant to the achievement of the modern awards objective?  

17. Question 16 is directed to ANMF but UWU makes the following submission.  

a. UWU supports the submissions made by ANMF at [30] – [37] of its closing 

submissions. 

b. Whether or not these factors are relevant to s.157(2A), they are plainly 

relevant to the consideration of the achievement of the modern award 

objective, and thus relevant to the overall inquiry. To this end, these factors 

are relevant to: 

i. The need to promote social inclusion through increased workforce 

participation (s.134(1)(c)); 

ii. The likely impact of any exercise of modern award powers on 

employment growth, inflation and the sustainability, performance and 

competitiveness of the national economy (s.134(1)(h)).  

5814



18. In relation to the relevance of s.134(1)(h): 

a. A report authored by the Committee for Economic Development of Australia 

(CEDA report) found: 

“Improving the quality of care for older generations is not only a social 

imperative, but also an economic one. The sector currently receives more 

than $22 billion of government funding per year, supports more than 7.3 

million people receiving some form of care service' and employs more than 

360,000 people.”8 

b. The CEDA report also found that by 2030 there will be a shortfall of at least 

110,000 workers in the aged care sector if the workforce expands at its 

current pace and 17,000 more direct aged care workers are required each 

year to meet basic standards of care.9 

c. In its Final Report, the Royal Commission into Aged Care Quality and Safety 

said: 

“There are other reasons why the sector as a whole has had difficulties 

attracting and retaining well-skilled people to work in aged care. These 

include low wages and poor employment conditions, lack of investment in 

staff and, in particular, staff training, limited opportunities to progress or be 

promoted, and no career pathways.”10 

d. UWU submits the exercise of award powers to increase wages in a sector in 

which low wages and poor employment conditions are having a detrimental 

effect on the attraction and retention of employees, in circumstances where 

8 Reply Witness statement of Lauren Elizabeth Beamer Hutchins, LH-12, “Introduction” 
9 Ibid at [50] 
10 Royal Commission into Aged Care Quality and Safety, Final Report: Care, Dignity and Respect, Volume 2, section 4.10, 
p.213 
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that sector is critical to the sustainability and performance of the national 

economy, is consistent with and necessary to achieve the modern awards 

objective. 

Question 17 to all parties: do the parties agree with the points of contention identified 

at paragraph [202]–[219] above?  

19. UWU agrees the matters identified in paragraphs [209] – [219] remain points of 

contention in this proceeding. 

Question 18 for the ANMF and HSU: what is the basis for the difference between the 

number of classification levels in the HSU and ANMF’s proposed classification 

structure for personal care workers? 

20. Question 18 is directed at ANMF and HSU and UWU makes no comment about this 

question. 

Question 19 for the ANMF and HSU: there are some differences in the classification 

definitions proposed by each party. How does each party respond to the classification 

definitions proposed by the other party?  

21. While question 19 is directed at ANMF and HSU, UWU submits that: 

a. UWU is not supportive of the removal of personal care workers into a 

separate classification structure, where the consequence of such a change is 

to confine an increase in wage rates only to personal care workers, and not to 

apply such increases to support staff as well. 

b. UWU is not supportive of any alteration to classification definitions which 

would have the effect of reducing the classification of any aged care worker. 
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Question 20 for the Joint Employers: What is the Joint Employers’ position in respect 

of the ANMF and HSU classification proposals?  

22. Question 20 is directed to the Joint Employers and UWU makes no comment about 

this question. 

Question 21 for the ANMF: Why is it necessary, in the sense contemplated by s.138, 

that the schedule expire after 4 years?  

23. Question 21 is directed to thew ANMF and UWU makes no comment about this 

question. 

Question 22 for the ANMF: How does the proposition advanced by the ANMF at [57](4) 

of its closing submissions fit with the observations in the SCHADS decision? On what 

basis is it put that the funded nature of the sector is relevant to a consideration of 

work value?  

24. Question 22 is directed to the ANMF and UWU makes no comment about this 

question. 

Question 23 for all parties: What do the parties say about the Aged Care Amendment 

(Implementing Care Reform) Bill 2022 (Cth). Will it affect the propositions in 

Contention 6?  

25. In relation to question 23, UWU submits that at this stage it would only be possible to 

speculate on the effect of the Aged Care Amendment (Implementing Care Reform) 

Bill 2022 (‘the Bill’). This is because, amongst other things: 

a. The Bill requires one Registered Nurse to be on site and on duty at a facility, 

but contains a number of exceptions. The application of the exemptions 

remains unclear (and it could be a that a number of aged care providers 

qualify). 
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b. The Commonwealth Government has foreshadowed that it will introduce 

subordinate legislation to mandate minimum care time in the near future, and 

that such subordinate legislation will provide an average of 200 hours 

minimum care to residents, each day on average.11  

c. At this stage, it is not clear who the care will be provided by. It seems most 

likely that these care hours will be filled by personal care workers (‘PCWs’). In 

such circumstances, the ratio of PCWs to nurses will increase and it seems 

probable that current tasks assigned to PCWs would remain unchanged, 

albeit with more PCWs.   

Question 24 for the ANMF: What authority is relied on in support of that proposition? 

Is the ANMF contending that dangerous work warrants a work value increase? 

26. Question 24 is directed to the ANMF. and UWU makes no comment about this 

question. 

 

United Workers Union 

19 August 2022 

11   Commonwealth, Parliamentary Debates, House of Representatives, 28 July 2022, 22 (Anika 
Wells, Minister for Aged Care and Minister for Sport) 
<https://parlinfo.aph.gov.au/parlInfo/download/chamber/hansardr/25918/toc_pdf/House%20of%20Rep
resentatives_2022_07_27.pdf;fileType=application%2Fpdf > 
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The ‘employer interests’ 

Who are the so-called ‘employer interests’? 

1. A 982-page set of submissions (including annexures) has been filed by Australian 

Business Lawyers on behalf of a group described collectively as ‘the employer 

interests’.1  

2. It is important to be clear as to who is actually speaking. In fact, the submissions 

are made on behalf of: 

a. first, Aged and Community Services Australia and Leading Age Services 

Australia, which are national peak bodies representing aged care 

employers across Australia (and who have since merged to become the 

Aged and Community Care Providers Association (ACCPA), and 

b. second, Australian Business Industrial, a registered association of 

employers entitled to represent, principally, employers in the 

1 ABL submissions at [1.1]. 
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manufacturing and associated industries (as well as members of the NSW 

Chamber of Commerce) in NSW.2 

3. ACSA and LASA self-evidently have a legitimate interest and presence in the 

proceedings. That said, they are of course not the sole relevant ‘employer interests’ 

that have participated in the proceeding. Leaving WACCI, discussed below, to one 

side, a significant number of employers in the sector have filed submissions and 

participated in the preparation of the Consensus Statement. All uniformly support 

the HSU’s applications.  

4. ABI’s role is less clear. Despite the way they have purported to conduct 

themselves, they have not been appointed (and cannot assume a role as) counsel 

assisting the Commission; they are here to, apparently, resist the HSU’s 

applications being granted. To the extent that the position they take departs from 

that embraced by literally every actual participant in the sector – and the Royal 

Commission’s recommendations – the fact that it is being advanced by a body with 

no actual interest in the industry should be taken into account when considering 

what, if any, weight to give it. 

What position is being advanced? 

ACSA and LASA’s agreed position 

5. The Royal Commission into Aged Care at Recommendation 76(2)(e) proposed that: 

The Aged Care Workforce Industry Council lead… the aged care sector to 

a consensus to support applications to the Fair Work Commission to 

improve wages based on work value and/or equal remuneration, which 

may include redefining job classifications and job grades in the relevant 

awards. 

6. In line with that recommendation, and with the assistance of the Commission in 

the course of these proceedings, the relevant industry stakeholders and applicant 

2 ABI Rules at rule 6. Note that there is no evidence that would suggest that a single aged care 

provider is a member of the NSW Chamber of Commerce. 
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unions developed a Consensus Statement, representing an ‘agreed position’3 

between these parties. This was filed on 17 December 2021. 

7. LASA and ACSA, among other national peak bodies, were part of the process. 

They were actively involved in negotiating the substance and wording of the 

statement, and were signatories to the agreed position reflected in the Consensus 

Statement. This has been discussed in detail in the HSU’s primary closing 

submissions, but in summary it is agreed that: 

a. ‘wages in the aged care sector need to be significantly increased’; 

b. 22 factors, and fundamentally the significantly increased complexity of the 

work, need to be taken into account by the Commission in undertaking the 

analysis; and 

c. the changes in characteristics of aged care consumers have affected not just 

direct care workers but indirect care workers, and their work requires 

higher levels of skill than that undertaken by their equivalents in other 

sectors. 

8. This Consensus Statement was made in advance of, and informed, the preparation 

of evidence and submissions by the Applicants in these proceedings.  

9. Paul Sadler, the CEO of ACSA, who was involved in negotiating the Consensus 

Statement on behalf of ACSA, gave some evidence as to how that organisation 

approves collective public statements (in that case, press releases from the Aged 

Care Collaboration decrying the low wages of aged care workers):4 

…so there's a delegated authority to me as the chief executive officer, to 

approve media statements on behalf of ACSA, and in most cases it will 

have been me approving it, but it may well have been on the basis of policy 

positions developed and approved through either the ACSA board in 

consultation with our members…  And from time to time in any 

3 Directions, 4 January 2022. 
4 Sadler XXN, Transcript, 11 May 2022 PN12229-12231.  
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statement that's put out by a collaboration there will be some need to 

compromise to get wording out in a fashion which, you know, we can all 

adopt publicly. 

10. The Commission can be satisfied that assent to the content of the Consensus 

Statement represents the considered view of the organisations speaking on behalf 

of their members for the purposes of the present proceedings. No witness put 

forward by ABL caviled with any aspect of the statement, or gave any evidence 

departing from it. 

11. In the course of opening submissions, the Full Bench drew to the attention of the 

advocate for the ‘employer interests’ apparent inconsistencies between 

submissions that were being advanced by ABL and aspects of the Consensus 

Statement which had been agreed to by ACSA and LASA and presented as an 

agreed position for the purposes of the proceedings. The question was taken on 

notice.5 It was not suggested that either ACSA or LASA were withdrawing their 

support. 

12. The submissions filed by ABL in closing continue to either ignore or in some cases 

(particularly in the context of indirect care workers and the degree of any increase) 

actively contradict this agreed position. At 2.1-2.9 of Annexure P (found at pages 

968-969 of 982), ABL appears to submit that ACSA and LASA: 

a. can abandon, and 

b. to the extent of any inconsistency, have abandoned, 

c. the agreed position as set out in the Consensus Statement. 

13. The closest ABL gets to a justification for these conflicting approaches is at 2.7(c), 

where it is said that the statement was ‘a negotiated position between 12 separate 

organisations at a particular time and context.’ ABL does not identify any changes since 

it was negotiated with and agreed to by ACSA and LASA nor is there any evidence 

5 Ward, Transcript, 26 April 2022 PN375.  
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that either ACSA or LASA has ever decided to abandon or renounce their support 

for the Consensus Statement. 

14. Rather remarkably, it is said at 2.9 that the Unions should have cross-examined Mr 

Sadler about this issue. It is not explained why any obligation arose for the Union 

parties to cross-examine Mr Sadler in relation to the Consensus Statement, 

particularly in the absence of any suggestion by him, or otherwise, that ACSA no 

longer supported its contents. It might be wondered what could be asked in cross-

examination: ‘Your organisation has reached an agreed position with the unions and other 

stakeholders about these applications – did you mean it?’.  

15. The Unions – and not to mention the other employer stakeholders – have 

conducted themselves in the proceedings on the basis of the agreement reached 

and that the Consensus Statement represented the carefully considered view of the 

organisations that participated in the process. Parties cannot conduct themselves 

as though the proceedings are a game; these are serious matters which have 

significant consequences for hundreds of thousands of employees across Australia 

in a critical sector. To the extent that ACSA and LASA are now attempting to 

abandon their previous agreement, this is an abuse of process and should not be 

permitted.  

16. It is, however, unclear that this is what they are doing. Absent a clear statement to 

the contrary and an explanation being provided, the Commission should proceed 

on the basis that at least ACSA and LASA, together with the other participants in 

the process, approved and continue to adopt the contents of the Consensus 

Statement.  

What is ABI’s position? 

17. ABI is not a signatory to the Consensus Statement. This is because it is not an 

industry stakeholder. 

18. In those circumstances, the HSU accepts that ABI is not strictly speaking bound by 

the agreed position. However, the counterpoint is that its views are of no particular 
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significance. It has not been appointed ‘employer body assisting the Commission’ 

and is not otherwise entitled to act as a roving objector. It is absurd, and contrary 

to the proper and efficient operation of the Commission’s processes, to allow an 

unrelated industry body to derail an application that otherwise enjoys consensus 

support among all relevant stakeholders. 

19. The position that is in fact being advanced by ABI is difficult to discern from the 

submissions. Notwithstanding their length, no concrete proposal is actually 

advanced: what does it say the Commission ought do in respect of the application? 

To the extent it can be understood, it appears – most notably from 4.47 and 4.48 – 

that the position is that: 

a. to the extent that minimum rates of pay should be increased, this should 

only occur for RNs, ENs, ‘(Cert III) Care Workers’6 and Head Chefs/Cooks; 

and 

b. any increase should be ‘marginal’ rather than significant, noting that it is not 

explained what ‘marginal’ means.  

20. There is also an allusion to an alteration to the various classification structures in 

the Aged Care Award, including delineating between direct and indirect care 

workers, at 4.37-4.40. Again, no concrete proposal has been provided as to what 

changes are suggested to the classification structures. This is a plain departure 

from the Consensus Statement. It is contrary to the views of every actual 

stakeholder in the industry (and, incidentally, the conclusions reached by the Aged 

Care Royal Commission). It is, as set out above, being advanced by a body which 

appears to speak for nobody actually involved in the industry. 

 

The errors of principle in ABL’s submissions 

21. The HSU has set out at some length the correct approach to applications to vary 

minimum award wages generally, and in particular how work value assessment 

6 It is unclear what is captured by this term, i.e. home care workers? 
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is to be conducted. Similarly, to the extent that the ABL submissions reproduce 

matters previously set out in earlier submissions as annexures, the HSU has 

previously filed reply submissions. Accordingly, it does not propose to reiterate 

all those matters. 

22. In large part, at least at a high level, the parties are aligned as to the correct 

approach. However, when the detail is considered ABL’s submissions involve four 

critical errors in respect of the following matters of principle: 

a. first, the application of concepts of ‘evolutionary’ rather than ‘significant’ 

change; 

b. second, the actual reasoning in and direct applicability of the Teachers’ Case; 

c. third, the relevance of gender-based factors in the undervaluation of the 

work reflected in the current rates; and 

d. finally, the ongoing (and indeed historical) significance of the C10 scale in 

wage fixing principles, and the matters contemplated by those rates. 

‘Significant change’ 

23. ABL correctly acknowledge at 4.22 that an application for an increase in minimum 

award rates for work value reasons no longer need clear what it describes as the 

‘significant change’ hurdle. ABL then proceeds, apparently in support of its 

contention that the rates for indirect care workers should not be increased, to 

describe the work performed by administrative,7 cleaning,8 gardening,9 

maintenance10 and servery/kitchen hand11 employees as having merely ‘evolved 

over time’. Virtually the entirety of ABL’s analysis of the evidence appears reliant 

on an attempt to categorise changes in the work of employees in aged care or in 

providing home care services as being ‘evolutionary’ rather than ‘significant’. In 

7 ABL submissions at [11.4].  
8 ABL submissions at [13.4].  
9 ABL submissions at [14.4].  
10 ABL submissions at [15.4]. 
11 ABL submissions at [17.4]. 

5826



reality, this approach involves the continued application of ABL’s ‘significant 

change’ hurdle.  

24. As has been explained in the Final Submission of the HSU, the two concepts are 

inextricably linked. To elaborate briefly: before the introduction of the Fair Work 

Act 2009 (Cth), the Commission’s established wage fixing principles required, 

among other things, an applicant to demonstrate that there had been work value 

change since a nominated datum point and that there had been ‘a significant net 

addition to work value requirements’12 over that period before a wage increase would 

be justified on work value grounds.  

25. The initial principle, which was introduced in the context of the reintroduction of 

quarterly wage indexation (separate to increases based on national productivity 

gains and in light of operative principles of comparative wage justice), referred to 

‘changes in work value’ only.13 The additional restrictive language was introduced 

the following year to clarify the intended limitation.14 When the principles were 

reasserted in 1983, it was again emphasised that the reason for the limitation was 

to achieve wage restraint.15 Importantly, the “significant net addition” concept was 

later explained as being in direct contrast to ‘progressive or evolutionary change’.16 

26. Of course, it should be apparent from the HSU’s submissions that the evidence, 

properly analysed, demonstrates that the changes in work across the Aged Care 

Award and the SCHADS Award have not been merely evolutionary in character. 

But in any event,, ‘progressive or evolutionary change’ is still change in the value of 

particular work; it is just not of a sort that, under previous and entirely different 

regimes (with an express focus on controlling wages growth absent from the 

present Act), was considered appropriate to justify a wage increase. That regime, 

and those considerations, have not been imported into the current legislative 

12 See e.g. 1976 National Wage Case Decision (1976) 117 CAR 355 at principle 7(a)(ii). 
13 1975 National Wage Case Decision (1975) 167 CAR 18 at 37. 
14 1975 National Wage Case September Decision (1975) 171CAR 79 at 83-84.. 
15 1983 National Wage Case Decision (1983) 4 IR 429.  
16 State Electricity Commission of Victoria v FIAA (G7498) at [190]. 
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regime. Instead, as the parties ostensibly agree, section 157(2) and (2A) require a 

broad and relatively unconstrained evaluative judgement, unconstrained by 

historical approaches. 

27. Of course, the existence of a significant net addition to work value may be relevant 

when the Commission comes to assess whether a variation in modern award 

minimum wages is justified by work value reasons. However, the converse is not 

correct; at least not in the manner posited in the ABL submissions. That is, to the 

extent that ABL’s submissions as to why wages for indirect care workers should 

not be increased depends on this idea that changes in that work have been 

‘evolutionary’ only, they involve an error of principle. The question is what the 

work is worth. In any event as set out in the Final Submissions of the HSU, and 

reflected in the Consensus Statement, the seismic changes across the sector have 

affected these workers, the work they perform and their skills and responsibilities, 

significantly. 

The Teachers Case? 

28. The ABL submissions rely heavily on what is said to be the reasoning in the 

Teachers Case17, particularly in respect of what it says in relation to adherence to the 

C10 scale. Its understanding of the Full Bench’s approach is set out at 7.11. The 

ABL submission at 7.11(d) that, in coming to its decision, the Full Bench gave 

‘primacy to fixing a benchmark classification…to the C10 framework and then resetting 

internal relativities’ is wrong.  

29. For one thing, the Full Bench found that increases were justified, separate to any 

question of relativities, on work value reasons (based on changes held, as it 

happens, to be a ‘significant net addition to their work value’).18 This was at least as 

important as the C10 scale. That is, the Commission did not determine that 

17 Re Independent Education Union of Australia [2021] FWCFB 2051 (Teachers Case).  
18 Teachers Case at [645].  
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increases in rates of pay were justified by, or limited to, a comparison with the C10 

scale.  

30. For another, the ‘benchmark’ classification was set at C10(a), that is, the top of the 

C10 scale. This is the ‘entry level’ classification for teachers. The classification 

structure derived thereafter bore no relationship to the scale in the Manufacturing 

Award. Its utility, in this matter, is of limited value. The same can be said of the 

rejection of the time-based classification structure: that occurred in the context of a 

nationally recognised career progression scheme reflecting an established career 

path. It is not authority for the proposition that workers in lower-skilled industries, 

including those with underdeveloped career progression models, should be dead-

ended and have no access to progression through experience.  

31. Finally, it should also be observed that the Full Bench in the Teachers’ Case did not 

actually ‘reset’ either internal or external relativities, rejecting an IEU submission 

that the starting rate should be set at the correct C10 relativity, that is, that which 

had been assessed as the notional value of work requiring a degree qualification, 

being 180%. The Bench instead adopted the compressed actual relativity of 148%. 

There is a real tension in the employer approach of requiring strict compliance with 

the C10 relativity scale where it suppresses wages but ignoring compression at 

above-trade levels.  

32. That said, the approach taken by the Full Bench in the Teachers’ Case as to the 

correct approach to section 156(3) and (4) remains instructive in relation to section 

157(2) and (2A). However, the decision does not support the rigid adherence to 

external award relativities that ABL’s submissions urge, much less dictate that 

such an approach is appropriate in any other proceeding.  

Gender based undervaluation 

33. As explored in the previous submissions filed by the HSU in some detail, 

comprehensive expert evidence has been filed by the HSU and the ANMF setting 

out the role that gender-based undervaluation has played in the current rates of 

pay for aged care workers. ABL’s advocate did not, in cross examination, 
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successfully challenge the proposition that the work has historically been 

undervalued on a gender basis.  

34. Nevertheless, ABL’s submissions at 4.33-4.36 assert that the extensive expert 

evidence before the Commission in relation to the historical gender-based 

undervaluation of care work, in particular, should be entirely disregarded or, at 

least, is of ‘limited utility’ to the Commission’s task. The sole basis for the challenge 

is that their conclusions were based on what people are actually paid, not 

minimum award rates. 

35. That observation rather misses the point. The rates contained in the Aged Care 

Award and SCHADS Award are, as a matter of reality, what people who work in 

this industry are paid. Bargaining either does not occur or delivers pay outcomes 

which are only marginally above the award. This is the nature of a funded 

industry. It ought be observed that the equally unchallenged evidence 

demonstrated the link between inadequate government funding and gender-based 

evaluation. For example, Dr Charlesworth observed:19 

The historical disregard the federal government has demonstrated for 

ensuring decent award rates in a sector for which it is directly responsible 

works to normalise low wages in residential aged care. 

36. Asking the Commission to close its eyes to the reality of gender-based wage 

undervaluation in this sector, and the impact of Award rates on this in the context 

of a sector where the Awards are close to paid rates award, is artificial at best. 

37. In any event, the expert evidence explained in detail the reasons for the historical 

undervaluation of work in many female-dominated industries. Paid care work has 

been historically associated with unpaid caring work traditionally performed by 

women in the home and community leading to the false perception that such work 

is natural and therefore unskilled. The expert evidence makes plain that, as a 

consequence, aged care work has been significantly undervalued in government 

19 See, e.g. Charlesworth DHB4466-4467 at [40]-[46]. See also Meagher DHB4630 at 7.4.  
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funding, in employment protections and in societal, industrial and organisational 

recognition of the increasingly complex skills required.20 Without analysis, ABL 

assumes that the setting of award wages has been entirely immune from these 

factors. There is no basis for the assumption.  

38. In relation to gender-based undervaluation, at 23.19 of the ABL submissions, it is 

also hinted, in respect of the need to consider the principle of equal remuneration 

for work of equal or comparable value referred to in section 134(1)(e), that the 

HSU’s application offends this principle. This is, to be fair, not outrightly stated. To 

the extent that it can be understood, the proposition seems to be that: 

a. the HSU’s application if granted will lead to the minimum rate of pay for a 

C10-equivalent aged care worker being higher than that of, for example, a 

maintenance fitter;  

b. the maintenance fitter is more likely to be male; and 

c. therefore, and because the male maintenance fitter may receive less than 

the female aged care worker, the award system will not provide 

remuneration of equal and comparable value. 

39. It is an ambitious submission. It assumes, reflecting perhaps a degree of gender-

based bias, that the work of the entry-level mechanical tradesman is necessarily 

equivalent to that of the aged care worker with a Certificate III. That proposition 

is, as set out in the Final Submissions of the HSU, inherently unsafe, particularly 

in the absence of any evidence to that effect.  

The significance of the C10 framework 

40. ABL’s submissions to date in this matter have been almost entirely preoccupied 

with concerns about external relativities, that is, the fact that the HSU’s application 

will, if successful, mean that the rates of pay are not aligned, on a qualifications-

only basis, with the C10 scale in the Manufacturing Award. 

20 Charlesworth DHB4466 at [43]; Meagher DHB4628 p28.  
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41. The submissions now recognise: 

a. at 4.13, that this approach has limited direct utility as comparing an 

industrial setting to a care setting is not an “apples to apples” comparison 

such that the C10 scheme can simply be robotically applied; and 

b. at 4.15, that the C10 framework does not actually limit or otherwise fetter 

the Commission’s discretion when setting minimum rates.  

42. The ABL submissions then proceed to assert, without apparent justification, that 

even where they concede that work value reasons exist justifying a wage increase, 

that such an increase should only be ‘marginal’.21 This is entirely unexplained. 

Reading between the lines, it appears to in fact be based on a presupposition – 

contrary to the purported concessions above – that the Commission in fact cannot, 

or alternatively should not, depart significantly from these external award 

relativities. 

43. This is a position unsupported by any particular point of principle. The structural 

efficiency principle was developed, as set out in the HSU’s earlier reply 

submissions, in a particular industrial and political context and for a particular 

purpose. They are at best a useful starting point – a floor, rather than a ceiling. At 

most, one tool which might be used in the process of arriving at fair minimum rates 

which properly acknowledge work value.  

44. At 7.14, the ABL submissions make the again adventurous submission that the 

rates referable to C10 framework, deal not only with a worker’s qualification but 

with the environment in which the work is performed and the inherent nature of 

the work. It is not explained how the asserted alignment between a particular 

classification in a manufacturing context and work undertaken in the context of an 

aged care facility or the provision of care to an elderly person in the home takes 

into account the different between the nature of the work and the environment in 

which it is performed.  

21 ABL Submissions at 4.48.  
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45. The asserted approach would also have the effect of entirely negating 

consideration of changes in work value. Had the exercise urged by ABL’s 

submissions been undertaken by reference to the Aged Care Award and the 

SCHADS Award 20 years ago, the identical outcome would have been reached. 

On ABL’s approach, the accepted changes in the age, frailty and care needs of 

residents and consumers, in the skills and responsibilities required of aged care 

workers, in care models and care philosophy, in the regulatory and governance 

requirements and accountability and in community and family expectations 

would be set at naught and unacknowledged in setting minimum rates.  

46. It is not necessary to explore this submission further, except to point out the 

obvious: to the extent that the rates within the Aged Care and SCHADS Award 

have been set with reference to the C10 scale, this has involved absolutely no 

consideration of the highly specific environment in which the work is performed 

and the inherent nature of the work. Plainly it was, as set out previously, no more 

than notional fixation using qualification as a base indicator of value.  

 

The proposed new classification structure 

47. ABL’s submissions, at 4.37-4.46, advanced for the first time proposed changes to 

the classification structure. It is again unclear whether this is put on behalf of 

ACSA, LASA and ABI, or one or more of them. The submissions are not, as set out 

above, accompanied by a concrete proposal or the draft changes it is suggested 

should be made to the classification structure. Nor do the ABL submissions engage 

with the actual proposal put forward by the HSU. 

48. The proposals are too vague, and the justification too poorly set out, to be fully 

engaged with. Nevertheless, the following observations may be made: 

a. first, the proposal that there be a delineation between direct care and 

indirect care worker classifications (called a ‘care stream’ and ‘general 

services’ stream), with the latter mimicking the C10 structure, ignores the 
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fact that all employees are in fact care workers of one kind; it is, as the 

Consensus Statement acknowledges, incorrect to treat an administrative 

officer as having an identical job to an administrative officer in a non-aged 

care setting; 

b. second, although outside the remit of the HSU’s case in respect of the 

Nurses Award, it should be observed that the idea that annual increments 

are to be abolished in all circumstances involves a misreading of the 

Teachers Case; 

c. third, as to the SCHADS Award, there is no evidence of the ‘operational 

difficulties’ posited at 4.45, notwithstanding that it was well within the 

ability of at least LASA and ACSA to call such evidence.  Submissions 

which do little more than speculate as to future problems should, as a 

general proposition, be ignored. 

49. It is appropriate to comment further in relation to the suggestion that the 

classifications with respect to personal care work and the general and 

administrative and food services streams be separated. For different reasons, the 

ANMF also submits that there should be separate classification tables with respect 

to personal care workers and other employees covered by the Aged Care Award. 

The ANMF submits that the work performed by Personal Care Workers is 

qualitatively different from the work done by general and administrative services 

workers and food services workers.22 However, the ANMF makes clear that, 

notwithstanding its support for a separate classification table for indirect care 

workers, it supports rates of pay being increased for those workers.  

50. There are a number of difficulties with the submission that the structure of the 

classifications in the Aged Care Award should be changed. Firstly, the current 

classification structure is of long-standing and derived from the pre-modernisation 

awards. Although some aspects of the classification structure have given rise to 

22 Closing Submissions of the ANMF at [21]-[22] and [870]-[878].  
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concerns, there is no evidence at all that the current classification structure is 

problematic because it has classification levels with role descriptions for personal 

care work and general and administrative and food services work.  

51. Secondly, although there are admittedly differences between the type of duties 

undertaken by employees within the personal care stream, on the one hand, and 

the general and administrative and food service streams, on the other, both are 

properly to be considered as part of the provision of care. Aged persons are being 

provided with a home and individualised care designed to meet their physical, 

emotional and social needs. The provision of person-centred care is the 

responsibility, and the focus, of the whole of the workforce.23 Separation of general 

and administrative and food services workers from other care workers is 

undesirable as it runs counter to the philosophy informing the sector.  

52. Thirdly, the work of all workers working in residential aged care, and the demands 

placed upon them, has been affected by the dramatic changes in the demographics 

and care needs of residents over the last 20 years. In this respect, the Consensus 

Statement recorded:24  

The changes in the characteristics of aged care consumers (increased acuity, 

frailty and incidence of dementia) mean the conditions under which work is done 

are more challenging for employees providing indirect care support services (such 

as food services, cleaning or general/administrative work). These workers are an 

important part of the aged care team. Their work necessitates higher levels of skill 

when compared to similar workers in other sectors, or to aged care in the past.  

53. Fourthly, the evidence indicates that it is not uncommon for aged care workers to 

perform functions across the personal care and administrative and general or food 

services streams. For example, Anita Field is employed as a chef at Australian 

Unity, but also performs a medication round.25 Fiona Gauci- (when employed as 

23 See, for example, Meagher Report, DHB462104614 p21-24.  
24 Consensus Statement at [22].  
25 Field Statement, DHB12339 at [29(b)].  
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an Administration Officer) undertook medication training, and would assist with 

making beds when short staffed and administers medication when necessary.26 

Kathy Sweeney is assisted by an Extended Care Assistant performing some 

administrative or receptionist duties.27 Most critically, the household, cottage or 

homemaker model of care involves Personal Care Workers taking responsibility 

for cleaning, food preparation/cooking and laundry work in additional to personal 

care tasks.  

ABL’s submissions as to work value reasons 

General observations 

54. The Final Submissions of the HSU set out, in significant detail, the findings as to 

work value that it says the Commission ought make and the evidence supporting 

the same in its earlier closing submissions. In response, the ABL submissions do 

little more than set out a mechanical (and often incomplete) description of the basal 

tasks performed by the relevant employees.  

55. Examples of the particular errors in each summary are discussed in further detail 

below, but at the outset it should be observed that anyone’s job can be made to 

seem routine and inconsequential if described in a purely mechanical manner. By 

way of example: 

The judicial officer attends work in an office or office-like environment, arriving 

at a scheduled time. They may report to a supervisor but generally do not have 

direct day to day supervision. They will have some interaction with consumers, 

either in person or via AVL, but to a less intense degree than their associates. The 

tasks involve reading documents, chairing meetings with a high level of formality, 

research tasks, drafting documents with and without the use of templates and some 

word processing. The introduction of mechanical aids such as keyboards and email 

26 Gauci Statement, DHB11956 at [28]; Transcript, 29 April 2022, PN2203-2206.  
27 Sweeney XXN, Transcript, 5 May 2022, PN7033.  
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has made the work physically less demanding although in some cases has required 

additional competencies to be obtained. 

56. The ABL submissions, like the example above, ignore the critical focus of the work 

and the actual skills it involves. It is an approach which works well in an industrial 

setting, as ABI at least would be more familiar with, where productivity can be 

directly measured, in some cases quite precisely, by produced outputs. It is inapt 

to describe care work, or really any work involving professional or para-

professional skill, the application of which becomes more invisible the more 

skillfully it is done. 

57. In this case, the key omission is any recognition of the central feature of aged care 

work: the presence of aged persons, most commonly with complex physical, 

mental and emotional needs, who both require care and must be navigated 

around, often inflicting physical and verbal assaults on the worker. Astoundingly, 

it makes no mention of the challenges that this presents in every aspect of aged 

care work: the reference to ‘consumers’ could be read as describing customers 

attending a bank. The Commission ought to exercise caution before embracing this 

approach. 

‘Summaries’ of lay evidence 

58. The ABL submissions also, at Annexures A-I, purport to summarise the evidence 

of each lay witness. It is entirely unclear to the HSU what the utility of this exercise 

is said to be, particularly in circumstances where the Commission has already 

produced an extremely detailed background paper incorporating the party’s 

(including ABI’s) comments. The HSU accordingly does not propose to respond to 

the bland summaries, save to say that the summaries are not agreed and suffer 

from the defects described above. 

59. In those summaries, the ABL submissions do make what are described as 

submissions as to ‘weight’. Uniformly they address matters about which the 

witnesses were entirely qualified to give evidence and were not challenged in any 

meaningful manner in cross examination. For example, in Annexure C at 2.42(d), 

5837



it is submitted that Ms Flegg’s opinion as to the difficulties she has making ends 

meet on her current weekly (award) wage is unsupported opinion.  

60. Once the quibbles are ignored, what these contentions really seem to go to is a 

disagreement as to what is and is not relevant to the Commission’s consideration. 

This, in itself, relies on an unduly narrow view: work value reasons are not the sole 

matter in contemplation. By way of illustration, it is apparently submitted that 

every piece of evidence relating to: 

a. the industry-wide endemic understaffing; 

b. the financial pressures faced by the lay witnesses and thus the ability of the 

current rates to address the needs of the low paid, as many of these workers 

are; 

c. the current and ongoing impacts of COVID-19;  

d. various rostering practices within the industry, 

should be given little or no weight. 
 

61. For the reasons set out in the Final Submissions of the HSU, the HSU disagrees. 

These matters explain the actual nature of the work, the conditions under which 

the work is done, as well as inform other matters arising in respect of the modern 

award and minimum wages objective. This is a matter for substantive argument, 

and should not be dealt with in respect of individual pieces of evidence.   

Specific Workers – residential aged care 

Personal Care Workers 

62. At 9.5(a)-(ss), the ABL submissions set out a largely accurate, if incomplete, high-

level summary of the basic tasks performed by PCWs and direct care workers. This 

omits, as set out above, any reference to the characteristics of the ‘consumers’ 

referred to, and the other environmental features of the work. It ignores the 

communication, negotiation, interpersonal and empathic skills obviously required 
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to undertake care tasks to assist elderly residents, including in a manner that 

respects the dignity and individual agency of residents.  

63. The description is simplistic, and in large part theoretical. By way of example, at 

9.5(h), there is a description of a routine. As the evidence makes clear the idea that 

a direct care worker’s day follows a controllable ‘cadence’ is at best aspirational: in 

reality, these workers are highly reactive to resident needs and the events of the 

day. The description perhaps better suits the environment of a manufacturing 

facility rather than the dynamic interactions with individual residents, who will 

often exhibit changeable behaviours or needs throughout the day – and are of 

course variable individual to individual.  

64. Similarly, the description of the work performed in medicine rounds at 9.5(bb)-

(gg) significantly downplays the actual experience involved in the administration 

of medication to elderly residents, the importance of the task and the stakes 

involved. To say that Personal Care Workers ‘assist’ with medication rounds does 

not accord with the evidence. Consider again the evidence of Ms Clarke attempting 

to conduct a complex medicine round accurately while being quite literally beaten 

with a shoe by a resident and her distress at the possibility of causing harm to a 

resident should an error be made in the process.28  

65. Indeed, the latter illustrates the most startling omission from this description, and 

the others: the risk, and persistent occurrence of, difficult ‘behaviours’ from 

residents. There is a passing reference to this at 9.5(hh), which identifies that if the 

PCW finds themselves in an unsafe situation, there is generally a protocol to 

follow. This utterly ignores: 

a. the high likelihood that this will occur; 

b. the extraordinarily challenging nature of this exposure; 

c. the skills required in extricating oneself while prioritising the resident’s 

safety; and 

28 PN12067-12069. 
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d. the skills involved in avoiding this while managing interactions with 

residents. 

66. Similarly, at 9.5(ii) one of the more extraordinarily components of the emotional 

labour and skill associated with these roles is dismissed with a bloodless reference 

to ‘comforting’ a ‘consumer that is palliating’. The contrast between this bland 

description, and the actual experience of dealing with a dying person and their 

family and the skills and responsibility of doing so, as set out in the evidence and 

the HSU’s Final Submission, is stark.  

67. ABL’s recognises (at 19.3, in the context of describing the work performed by 

Registered Nurses) the important work of providing palliative care checks on 

palliative residents every 30 minutes.  In fact, in many cases it is the PCWs/AINs 

who perform these checks on these residents because the RN does not have time 

to frequently check on residents (also known as being on a sight chart).29  

68. ABL’s submissions suggest, at 9.5(ss), that PCWs are trained by an RN to 

undertake blood pressure checks, blood glucose level checks and catheter care. 

This assertion is not in evidence before the Commission and it is unclear where 

ABL draws this information from. While the HSU does not contend that RNs never 

provide such training, an AIN/ PCW commencing in the Aged Care industry is 

more likely to have learned these skills in their Certificate III training, or on the job 

during a ‘buddy’ shift’ under the instruction of a more experienced AIN/ PCW.30  

69. This summary is followed at 9.5-.9.16 with an again high-level description of the 

units contained within a Certificate III relevant to aged care. It is unclear what is 

meant to be drawn from this, noting the recognition that some skills are developed 

through experience on the job. To the extent that it is suggested that all the skills, 

knowledge and capabilities required for a Personal Care Worker are to be derived 

29 See for example, Ellis DHB11550-11551 at [183] – [205] and Curry DHB11686-11687 at [13] for details 

of the observations required when a resident is on a “sight chart”. 
30 See for example, Schmidt DHB11717 at [116]-[118], Curry DHB11701 at [89]. 
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from the Certificate III course alone, such a proposition is inconsistent with the 

evidence including the evidence called by the employer parties.  

70. The purported observations at 9.17-9.25 again address the issue at the highest 

possible level of abstraction. The submission that the change involves primarily 

‘intensification’ due to changing demographics of aged care residents is wrong. 

This change has additionally led to an increase in the complexity of the skills 

required, not simply increased the use of existing skills. Further, while it is a 

significant factor, it is not the sole one; the changing approach to care and the 

increased regulatory scrutiny each have had an effect. 

71. ABL’s submissions suggest, at 9.21, that there are factors which mean the work of 

Personal Care Workers has become easier over time. The first, the improvement of 

the working environment, misunderstands the impact of the move from 

institutional to more home-like settings. This is an improvement for the residents: 

it in fact makes the provision of care much harder and more complex, particularly 

in the homemaker setting. Personal Care Workers are required to perform a greater 

range of tasks, beyond personal care, as part of the move away from institutional 

and hospital-like settings.  

72. The second, the introduction of mechanical aids, is absurd. The increased use of 

mechanical mobility aids is more directly attributable to the increased number of 

residents who are largely or wholly immobile as a result of the increased frailty 

and acuity of residents, and a corresponding increase in the number of occasions 

in which residents require assistance with physical movement.  The evidence 

further discloses that Personal Care Workers are now required to know how to 

safely manually assist residents, as well as, how to safely assist them using 

mechanical aids. The submission also ignores the communication and negotiation 

skills involved in facilitating the use of technological aids or lifting devices. It is 

true that these aids alleviate some of the pure physical strain involved in some 

tasks than it would be if they did not exist. However, this rather misses the point. 
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73. Other aspects of the work of Personal Care Workers which is, to be fair, noted in 

the more detailed summaries in Annexure A to the submissions, is omitted entirely 

from the high-level summaries in the body of the ABI submissions. That is, the ABI 

submissions, at Parts 9 to 22 (pages 42 to 97), are summaries of summaries of the 

actual evidence before the Commission. For example, the summary does not 

acknowledge that Personal Care Workers undertake at least some cleaning duties31 

as well as paperwork and charting responsibilities, including with respect to ACFI, 

the Serious Incident Response scheme and the maintenance of casework notes to 

assist with care planning.32  

74. Accordingly, while the HSU agrees with the work value changes set out at 9.23, it 

is submitted that this is an unduly limited view of the nature of the change. It is 

also again entirely change focused, highlighting the error of ABL’s approach: no 

analysis of the value of the work has been performed. 

Recreational/Lifestyle officer 

75. Again, at 10.4(a)-(u), there is a summary of what, as a general proposition, a RAO 

might do day to day. To the extent it suggests a controllable or predictable routine, 

it is misleading.  

76. Of course, what has been said above in respect of the complex – and increasingly 

complex – skills involved in interacting with residents who have challenging 

physical and mental needs, including ‘behaviours’, applies equally to RAOs (and 

indeed all staff). It is again ignored almost entirely in the ABL summary. The 

summary also omits, fairly remarkably, any real recognition of the work that 

planning and preparing for activities involves. On reading it one could take a view 

that the activities emerge fully formed out of the ether, with the RAOs simply 

channelling them to the residents. 

31 ABL submissions, Annexure A at [2.38 (l)], [2.66(i)], [2.136 (k)] and [2.156(c)].  
32 ABL submissions, Annexure A at [2.66(i)], [2.68(k)], [2.140], [2.156 (e)] and [2.227].  
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77. Of course this is not the case. The preparatory work is just as, if not more, intensive 

and demanding than the outcomes it achieves. Recreational officers are required 

to plan activities which simultaneously meet the individual desires and wishes of 

the residents while recognizing and adapting to their particular physical and 

mental needs, all while respecting their inherent dignity. It is a complex and 

ongoing process. By way of illustration, Josephine Peacock described what is 

required in some detail: 

a. first, an initial Social and Lifestyle Profile is constructed for the resident, 

involving conducting a ‘comprehensive assessment of the resident’s whole life’, 

including significant interaction with family – a complex task noting that 

many residents face challenges in expressing themselves; 

b. the construction of an ongoing activities care plan, again with input from 

family and the resident, reviewed every three months or where a major 

event occurs (e.g. the resident suffering a stroke and their care needs 

correspondingly changing); 

c. programming of a center-wide program for small, medium and large group 

activities and individual support, balancing the need for ‘variety and balance’ 

with the challenges in providing ‘physical, social, spiritual [and] cognitively 

stimulating activities’,33 

all before the facilitation that ABL describes even begins. This is then followed by 

ongoing evaluation of the success of the program on an individual and collective 

basis, which is formally documented. 

78. The summary contained at Part 10 of the submissions, which is itself a summary 

of Annexure B, which in turn is a summary of the evidence, is manifestly 

inadequate to even capture all the work done, let alone explain it or analyse its 

worth. The observations, in this respect, are even vaguer, although it appears that 

the ABL submissions accept that there are work value reasons justifying an 

33 Peacock, DHB12035-12037.  
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increase in the rates of pay for these workers. Both Part 10 of the submissions and 

Annexure B fail to even record the evidence of Ms Gilchrist, Lifestyle and 

Volunteer Coordinator. 

Administrative employees 

79. A person reading the summary of tasks set out at 11.3(a)-(h) for administrative 

officers would quite easily walk away completely unaware of the fact that this 

work is performed in an aged care context. The summary does not even mention 

‘consumers’ being the aged care residents themselves. This is, for the reasons set 

out above, a fairly remarkable omission; it is the critical defect in the summary. As 

explored in detail in the HSU’s Final Submissions, in fact administrative officers 

have direct and persistent contact with residents and their families. This, as a 

matter of common sense, is unsurprising; these workers are the first port of call for 

anyone interacting with the facility.  

80. The summary is little more than a high-level description of generic administrative 

work, including the fairly unremarkable statement that receptionist duties include 

answering the phone. The point is who is likely to be on the phone, and the nature 

of these conversations: a resident with dementia, or a distressed or agitated family 

member of an aged care resident is a somewhat different, and slightly more 

complex, proposition than someone calling a manufacturing facility to speak to a 

production manager. Additionally, the summary ignores the integral role this 

cohort of workers play in ensuring compliance with the increased regulatory and 

reporting requirements; and correspondingly the particular effect this has had on 

the degree of skill and responsibility their work requires. 

81. This approach, as set out in the HSU’s Final Submissions, misrepresents the work 

performed by these employees. Their work is, as the Consensus Statement 

recognises, deeply affected by the context in which it is performed, and requires a 

higher level of skill than their non-aged care counterparts. It is in that context 

perhaps unsurprising that the ‘observations’ are as abrupt as they are.  
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Laundry employees 

82. The description of the work of laundry employees at 12.3(a)-(f) at least vaguely 

acknowledges that these workers interact with aged care residents, in addition to 

performing laundry tasks – although it is put no higher than a potential. 

83. It involves a misreading of, and fundamentally a failure to engage with, the 

evidence. This highlights the unreliability of the summaries at the various 

annexures. The submissions refer only to the evidence of Ms Field and Ms 

O’Donnell. In both cases, the summaries which are cited ignore: 

a. Ms Field’s detailed evidence as to her interaction with residents and 

catering to their particular needs and wishes as to their laundry, as well as 

her tendency to chat to them and assist if they are in distress;34  and 

b. Ms O’Donnell’s equally detailed descriptions of her interactions with 

residents on a daily basis particularly during COVID lockdowns,35 and her 

adjusting her work to their preferences.36 

84. It also ignores the risks associated with this exposure. Ms O’Donnell put it this 

way: 

I generally will chat with residents when I see them, and when I go into their 

rooms to put away their clothes. This seems to brighten their day and it makes me 

happy. However, there are a few residents who I have learned it is better to avoid. 

On a few occasions, a resident has trapped me up against the wall with their 

walker, and not let me move. I just had to hope that someone was around who 

could come help me.  

It is not the residents' fault, and it's understandable that they get upset at times. 

I just see dealing with aggression, abuse and at times violence as part of the job 

now. But when it happens, it is upsetting. 37 

34 Field, DHB12337-12338 at [28](l), (m), and (s).  
35 O’Donnell Reply, DHB11657-11660 at [7], [25]-[30].  
36 O’Donnell, DHB11652 at [63].  
37 O’Donnell, DHB11653 at [84]-[86].  
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85. This reality is entirely absent from both the description of their work, and the 

summaries of their evidence.  

86. Additionally, the proposition at 12.3(d)(iv) that laundry employees are not 

required to handle soiled or infectious items is wrong; the fact that these items are 

bagged in a particular way for washing does not in fact mean these employees do 

not handle them (either while in bags, or to place them there in the first place). To 

the contrary, the evidence of Ms Field was that: 

‘o. Once I've taken the bags to the laundry, I take the clothes out of the bags and 

put them into the washing machine. I have to remove the woollen garments from 

there and check for things like pads, hearing aids and glasses (as these often end up 

in the wash).  

 

p. I also have to make decisions on how to wash the laundry depending on what is 

on them and what condition they are in. The types of things that you might find on 

the laundry is blood, saliva , poo, wee and vomit. Sometimes the staff members who 

work in the Houses don't have time to throw faeces in the toilet so the solids stay 

bundled up in the sheets.’38 

 

Cleaning employees 

87. The description of the work performed by cleaning employees at 13.3(a)-(k) gives 

short shrift to: 

a. the particularly unpleasant nature of the work, noting the routine exposure 

to hazardous waste which one might not expect in, for example, an office 

building; and 

b. the nature of cleaners’ interaction with residents. 

88. At 13.3(i), the interaction is described as ‘passing and limited’. Again, this requires 

most of the evidence to be ignored. The actual evidence of Mr Heyan, who ABL 

rely on, was: 

38 Field, DHB12337 at [28o-p] 
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‘Part of my job in all roles was to chat with the resident and try to make the 

facility feel more like their home’.39 

89. Indeed, this statement puts it a little low: cleaners are required to perform their 

tasks under time pressure in a manner which respects the fact that the facility, and 

in particular the individual rooms, is the resident’s home. It is the clearest example 

of how a move away from institutional models of care makes the work more 

complex; there is a clear difference between, for example, cleaning an unoccupied 

class room after the children have left for the day and navigating a space that a 

person is meant to feel ownership over. 

90. ABL entirely ignores the evidence of Ms Roberts. In particular, Ms Roberts 

observed that the idea of routine as suggested by the ABL submissions is illusory: 

It was not always possible to clean every room in the facility due to interruptions 

to my cleaning schedule. For example, I was often asked mid-way through my 

shift to physically assist with moving a resident from a respite room to a 

permanent care room, or to a room closer to the nurse’s station. 40 

91. The observations set out 13.4 and 13.5 appear inconsistent; on the one hand 

recognizing the impact that the work environment has on all workers, and on the 

other hand denying any work value reason for a wage increase that would reflect 

this. Like the rest of the ‘observations’ it is entirely unclear how they have been 

reached or their evidentiary basis. 

Gardening employees 

92. Although again downplaying the precise nature of the work environment, the 

effect of regulatory change and the particular care aspects of the work of gardeners, 

the ABL submissions do correctly identify at least: 

a. the need to take into account resident needs and in particular the needs of 

residents with dementia, at 14.3(i) and(j); 

39 Heyan, DHB771 at [13].  
40 Roberts, DBH11579 at [47].  
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b. the reality that gardeners in aged care facilities do not work in isolation, but 

as a key part of their role interact with residents in ways which require 

specialist training, at 14.3(m)-(n); and 

c. the particular direct engagement, including leading gardening activities, 

and the corresponding integration of their work into direct care, at 14.3(o). 

93. That said, the ABL submissions contain the same defects as are apparent in their 

submissions regarding cleaners. It is the presence of a vulnerable cohort whose 

needs must be central that radically transforms the nature of the work.  To use a 

grammatical analogy; it is the residents, rather than the garden who are the object 

in the sentence.  The transformation does not simply reside in modifying a 

schedule of work but in the need in all respects to be focused on the needs of the 

residents. 

Maintenance employees 

94. The summary of the work done by maintenance employees, as well as being 

fixated on broken curtain rods for reasons which remain entirely unclear, similarly 

understates the additional complexity that the work environment including the 

presence of residents adds to work of this kind. 

95. Describing this as ‘interact[ing] with consumers’ is, as it is in respect of all indirect 

care workers, an understatement of the actual nature of these interactions and the 

skill they require. These are complex interactions with people with complex and 

challenging needs. As Mr Bascuik explained in cross examination: 

PN14169: Thank you very much.  Just to go through some questions about your 

interaction with the residents, at 38, you note that you are conscious of the fact 

that you are working in the homes of residents and, as such, you don't proceed 

to complete a job in a resident's room without first letting that resident know or 

perhaps contacting the carer as well?---Well, under the Aged Care Standards, 

the resident's room is their home.  You know, you wouldn't go to someone's 

house and just walk into it, would you? 
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PN14176: Excellent.  At 49, you also talk about if you happen to know a little 

bit about their background or their interests and that's also an area of crossover, 

say, with your interests, you might engage in a bit of small chat about that with 

them as well whilst you're doing a job?---Well, yes, getting to know some of the 

residents and some of their interests, it's easier to have a conversation with 

them.  You know, it sometimes can settle them down if they're slightly agitated, 

or just, you know, it's just so it doesn't - you know, you don't just come in, do 

the job and walk out and not say anything.  You know that's a bit rude. 

PN14178: If you know that a resident may have a particular - with that 

particular resident - I will rephrase that.  Would that then be included on your 

job hazard analysis that the resident has in the past been a frequent hitter?---If 

there was a job in that resident's room, yes, it would, and it's been brought up 

with the maintenance manager and it's been in consultation with the 

maintenance manager and the RNs that whenever we go into this resident's 

room, we're to have a second person, normally a carer, just so we can get in, get 

the work done and then get out so as not to agitate them any more than needed. 

96. The contrast between the simplistic description of the questions as posed by ABL’s 

representatives and the actual explanation of the nuance involved is reflective of 

the difference between the simplistic descriptions provided in ABL’s submissions 

and the reality of what this work involves.  

97. The observations of ABL are identical to those set out for gardening employees 

and again have no apparent basis in any evidence (as well as being entirely 

unexplained). 

98. The ABL submissions, contain the same defects as are apparent in their 

submissions regarding gardeners and cleaners. It is the presence of a vulnerable 

cohort whose acute needs must always be placed at the centre of the activities 

within the residence that changes the nature of the work.  
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Chefs/cooks/servery workers 

99. At 16 and 17, the ABL submissions separately deal with chefs/cooks and kitchen 

hands/servery employees, for the apparent purpose of submitting that there are 

only work value reasons justifying an increase for the former rather than the latter. 

100. The distinction and related analysis (to the extent the bald assertions it makes can 

be described as such) highlights the error of the ABL approach as set out above; 

that is, it in truth relies entirely on the proposition that a significant net addition in 

work value is required before adjustments will be justified. This is, as set out above, 

simply wrong. The Commission’s task is to set fair minimum rates of pay for the 

work that is actually being performed. Previous wage fixing regimes set in and for 

different times and different underlying acts do not modify this (by stealth or 

otherwise). 

101. As the Consensus Statement, and thus every actual stakeholder in the industry, 

acknowledges, the work of all indirect care staff is made more complex and 

challenging by the work environment and the reality that it is care work, in addition 

to the tasks that a servery worker (for example) might perform in a different 

environment. In any event, the HSU does not accept that there has not been a 

significant net change in the work value of servery workers. The ABL conclusion 

to the contrary is, as always, unexplained. As set out in the HSU’s submissions, the 

significant change in the nature of the work, the regulatory environment and the 

demographics of residents has affected these workers as much as any other. 

102. By way of illustration, Carol Austen, a servery worker, described some of her 

interactions:41 

I have to watch the residents to see if they are eating or not. If I see that someone 

is not eating, I will go over to them and help them with their food and notify the 

Registered Nurse (RN) immediately. Sadly, I do see this deterioration of health in 

residents all the time. It is important to alert the RN as there may be an underlying 

41 Austen, DHB11635-11638 at [18], [29]-[31].  
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health condition that is treatable or it may be that a resident will require more 

support on an ongoing basis. 

The washing and cleaning has increased since COVID as we have to be more 

thorough. We have to make sure that we put all the items away and use different 

chemicals for cleaning different things. Previously, we used to have the dining 

room set up ahead of service with the crockery and utensils. Now, we are required 

to set up each individual's eating area so that germs do not transfer to other 

residents. I expect this will stay the same post COVID. 

I will also complete any paperwork required. This involves monitoring of food 

temperatures and recording this information. We have to attend to this monitoring 

as it is a food safety requirement. If the temperature of the food drops at the time 

of service we are not allowed to serve this food because it can make the residents 

sick. The paperwork is monitored by our Food Authority Accreditor who makes 

visits to the facility and conducts audits every 12 months. I will meet with the 

Accreditor as part of the audit and provide any paperwork that they require. 

I need to closely observe the residents. I need to learn their personal habits and 

personality in order to maximise their experience at Uniting. I need to have 

emotional intelligence to recognize what is wrong and what will be a reasonable 

solution.  

Often this a matter of calming people down before they become very upset. So, it 

is important to be able to recognise the subtle changes in a person's disposition 

and respond to those in anticipation of risk of deterioration in their mood or being 

triggered into more serious upset. Noticing emotional vulnerabilities and 

deescalating is an essential skill. The de-escalation is especially difficult as it is 

often in the circumstance of various stages of dementia or other cognitive 

impairment.  

There is a real risk of violence. This includes violence by residents against other 

residents and the risk of violence to staff. This is a sad reality of dementia. It makes 

de-escalation skills all the more important. From time to time this level of serious 
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agitation does still happen. We try in these circumstances to remove the resident 

from the person they are attacking. We try to calm them down by talking to them 

away from the other residents. Once separated the calming is relatively easy, by 

contrast to the preventative action, as someone at that stage of illness will in-part 

be calmed by the memory loss once out of the situation. 

 

103. The ABI submissions, in purporting to summarise the summaries of the evidence 

become homeopathic; with the essence of the evidence no longer remaining in 

detectable quantifies. They contain no mention:  

a. in Section 16 of the Chef/Cook: 

i. performing HR/managerial duties (as detailed at 4.11 and 4.41(b) 

of Annexure D to ABI submissions); 

ii. engaging in auditing (as detailed at 3.20 (b)(viii), 4.09 (h), 4. 12 

(x) (A) and 4.49 of Annexure D to ABI submissions); and 

b. in Section 17 of the Food Services Assistants: 

i. cooking food, as opposed to just preparing it as asserted in the 

body of the ABL submissions (as detailed at 4.14- 4.16, 4.62 (a), 

3.10, 3.20 of Annexure D to ABI submissions and the evidence of 

Ms Twyford42). 

104. Indeed, Section 17 of the submissions disregards the evidence of Ms Twyford, who 

is now employed as the Dining and Food Services Manager of RFBI, reporting to 

the COO, and was once employed herself as a Catering Assistant. Ms Twyford 

recounts in great detail, the work performed by Food Services Assistants and the 

change in their roles and the needs of residents since the 1990s.43 

42 Twyford, DHB9167-9171 at [15]–[31]. 
43 Twyford, DHB9167-9171, 9176 at [15]–[31], [47]. 
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105. Given the import of this evidence which is entirely unaddressed by ABI, its 

submission that there are not work value reasons justifying a significant increase 

for these workers cannot be accepted. 

Specific Workers – Home Care 

106. At 22.5, the ABL submissions recite a high-level summary, of the summary at 

Annexure G, of the basic tasks performed by home care workers.  

107. Whilst the summary provides a starting point for the consideration of the work, 

which accurately describes the concrete component tasks, it fails to include any 

description of the clients. It employs passive language in a way that appears 

designed to abstract from the reality of the ways in which those clients, by their 

needs, by their frailty, by their behaviours, or by their sheer presence, transform 

work that might otherwise be regarded as straightforward, into work with a much 

higher level of complexity, responsibility, and difficulty.  In so doing, it fails to 

undertake the sort of analysis required to properly value the work of home care 

workers. 

108. Even from a cursory examination of the description it is apparent that the 

description understates the demands of the work and the import of the evidence. 

For example, at 22.5(a), the summary recites that the workers “generally work 

alone, attending appointments at a client’s home”. The term “home”, which is 

capable of bearing a number of positive connotations, should not be permitted to 

mask the reality of the work environment of home care workers. ABL’s description 

does not acknowledge: 

a. the fact that home care workers operate across a range of environments during 

the course of a day, both welcoming and otherwise, and need to adapt to each 

of those environments as they move from location to location; 

b. the risks associated with entering into an enclosed environment with the client 

and others who reside in the property, including family members of the client; 

and 
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c. the difficulty involved in operating in a physical environment which, while 

assessed for hazards, is not under the employer’s direct control. 

109. Whilst it is acknowledged that workers work under “indirect supervision”, that 

description fails to recognise what is apparent from even their own summary of 

the evidence; the very limited role those indirect “supervisors” can, and do, play.   

110. For example, the evidence from Ms Goh referenced by ABL (at Annexure G, 2.79) 

is that she is usually allocated a team leader. Nothing about that response would 

make the Commission think that Ms Goh always has access to the benefits of the 

support or guidance of a team leader. Ms Sedgman’s evidence, to which ABL also 

refers, was: “who I go to is Wendy and Melissa”44, the latter of whom she thought was 

a registered nurse. That evidence suggests that any “supervision” is at Ms 

Sedgman’s initiative, and is sought from a person about whose formal 

qualification, she is not entirely certain. 

111. It is curious that ABL now makes a submission about supervision (which describes 

an action) when its cross-examination of the witnesses typically focused not on the 

taking of any action, but upon the person in the senior role. The home care 

witnesses were typically asked who their “boss” was, not what their boss did. A 

series of witnesses identified that they did work within a structure in which there 

was a “team leader” or “co-ordinator” or “Melissa”, who was above them. The 

existence of a formal structure, a reporting line, or an allocated senior position says 

little about the actual supervision provided in the course of the performance of the 

work, and thus little, if anything, about the level of skill and responsibility required 

to be exercised by the workers.  

112. In some cases, however, the formal structure disclosed by the witnesses was 

revealing.  For example, Ms Jennifer Wood gave evidence that she was one of 50 

workers in a team under a single team leader45.  The Commission would not think 

there was any prospect that Ms Wood’s team leader could provide much in the 

44 Sedgman XXN, Transcript, 4 May 2022, PN5180-5184. 
45 Wood XXN, Transcript, 4 May 2022, PN5582-5583. 

5854



way of meaningful individual supervision; that is oversight, instruction, mentoring, 

guidance and support, no matter how good their intentions. 

113. The ambitious quality of ABL’s case on supervision is no more evident than in 

Annexure G (at 2.93(d)) where it deals Ms Wood’s evidence about her Team Leader 

instructing her to continue to the next appointment (in the Blue Mountains) in 

circumstances where a bushfire was developing in the area. ABL asks the 

Commission to disregard Ms Wood’s dissatisfaction with that decision, and 

instead, take from that evidence that there was a protocol providing for the 

reporting of concerns by employees to their supervisor.  Presumably the 

submission implicit in that observation is that the work of the employee was made 

easier by the presence of the supervisor and the reporting system: “we do the 

thinking for you so you don’t have to”.  

114. ABL then contends at 22.5(c), that all of the work activities of home care workers 

are within the competence of the Certificate III qualification. It cites, in support of this 

proposition a series of responses in cross-examination where a range of workers 

accepted, in respect of some of their work activities (not all), a connection (the 

degree of which was not identified or explored) with their Certificate III studies.  

For example, the reference to the evidence of Ms Vincent upon which ABL relies is 

this exchange: 

You would generally be doing services that still fall within your qualifications? 

Yes.  

You always will be doing something that falls within your qualifications. I don't 

want to suggest that you're acting outside them. When you do your services, if 

they may not be expressly listed for that appointment, you would record it, I take 

it, in progress notes? We used to up until this year. Now we do not have 

progress notes. So there is no documentation in our progress notes as from this 

year. 46 

46 Vincent XXN, Transcript, 4 May 2022, PN5708-5709. 

5855



115. That exchange couldn’t seriously be advanced in support of a proposition about 

the extent of the connection between Ms Vincent’s work and Certificate III 

qualifications; if not due to the vague and unclear questions, then due to the fact 

that Ms Vincent is also the holder of two Certificate IV qualifications.47 Equally, 

whilst Ms Wheatley utilised the skills and competencies obtained in her Certificate 

III, she also pointed out that her skills had developed significantly since she obtained 

her Certificate III.48  

116. The first reference ABL cites in support of this absolute proposition illustrates the 

flimsiness of its foundation. It relies upon the acceptance by Catherine Evans in 

cross-examination, that in performing the crucial work of assessing her clients that 

she would be drawing upon [her] skills developed through [her] Certificate III49. All 

workers draw upon the basic numeracy, literacy and social skills developed in 

infants and primary school.  It does not follow that the metes and bounds of their 

work can be adequately captured by referring to the syllabus from that period of 

formal instruction.   

117. Ms Evans’ evidence about the exercise of her assessment skills clearly identified 

how the circumstances in which she exercised those skills involved high stakes, 

and heavy responsibility.  The passage from Ms Evans’ statement to which the 

cross-examiner referred was: 

A crucial part of my work with every client I see is assessing how clients are.  For 

some, we are the only regular contact with another human being they have. We 

might be the only ones who can assess whether their speech, mobility or mood has 

changed which may indicate a health or welfare issue.50  

118. No challenge was made in cross-examination to the assertion in that paragraph of 

Ms Evans’ evidence about the responsibility that lay upon her to exercise her skills 

47 Vincent, DHB12961 at [19] – Ms Vincent holds a Certificate IV in Aged Care and a Certificate IV in 

Leisure and Health. 
48 Wheatley, DHB13534 at [16]. 
49 Evans XXN, Transcript, 5 May 2022, PN6204. 
50 Evans, DHB12850-12851 at [39]. 
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with vigilance at every interaction, because the well-being of a vulnerable client 

depended upon it.  That was a responsibility of which she was obviously acutely 

aware. It is no answer to the claim for a proper valuation of the work to disregard 

the level of responsibility associated with the work which is clearly identified, and 

then to minimise the work by distilling it down to its basest physical and 

intellectual element. 

119. ABL contends, at 22.5(e), that  

A home care employee will usually have a roster with a regular clientele, with a 

set number of appointments within a day allocated. These are usually confirmed 

1-2 weeks in advance.  

120. It calls in aid of this almost bucolic description of the life of a home care worker, 

the evidence of Ms Payton. Ms Payton’s evidence was that she works about 17 

hours a week: 

a. ‘I used to have lots of different clients all over the place.  Gradually, I started 

to get some regular clients, and now I see six clients regularly’…51 

b. She currently works on six days of the week with both her six regular clients 

and others;52 

c. Her hours vary including Sunday evening until 8.30pm and Wednesdays 

from 10.00am until 2.00pm and then from 7.30pm until 10.00pm;53  

d. She can lose shifts at short notice54; and 

e. She can also pick up shifts from week to week, although she is 

understandably reluctant to take on 1 hour shifts when they involve 

significant travel time, for which she is not paid.55  

51 Payton, DHB12936 at [25]. 
52 Payton, DHB12936 at [26]. 
53 Payton, DHB12936 at [27]. 
54 Payton, DHB12937 at [29]. 
55 Payton, DHB12937 at [30]. 
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121. That is, she has shifts which are intrusive upon the usual hours of family life, 

precarious, and of short length across a number of days, meaning that the ratio of 

lost time (that is time spent preparing for and travelling to work) to paid time is 

higher than in many other industries.  

122. Ms Sedgman, upon whose evidence ABL also relies in support of this proposition 

about regular arrangements, said that she had been able to get a ‘fairly regular roster’ 

but had ‘been fairly lucky…’ to get such a roster because she had: 

a. initially been employed on a casual basis for six months; 

b. been converted to a permanent part-time position of 15 hours per fortnight; 

c. regularly worked over 60 hours per fortnight whilst in the 15 hour per fortnight 

position because she was offered and accepted those additional hours (because, 

as her requests for greater guaranteed hours showed, she wanted more regular 

hours of work); 

d. had her request for a guaranteed 40 hour per fortnight position turned down 

by her manager because her availability was not broad enough (she couldn’t 

do Tuesday afternoons because she had an NDIS client); 

e. managed, by happenstance to snag a 40 hour per fortnight position from a new 

manager after 2 others in such roles resigned; and 

f. having secured the 40 hour per fortnight role, currently works between 60 and 

65 hours per fortnight.56 

123. To describe Ms Sedgman’s ultimate triumph in securing some guaranteed hours 

(albeit less than she wished) as reflective of a generally flexible and settled work 

pattern is obtuse in the extreme. To describe her work patterns as merely regular 

or set also fails to properly grapple with the logistics of the work pattern, as the 

analysis of her “runs” in the HSU’s Final Submissions demonstrates. Ms 

Sedgman’s work required her to operate at a daily tempo that could only be fairly 

56 Sedgman, DHB12365 at [20] – [26]. 
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described as “frantic”, in the midst of what must be a weekly anxiety about the 

performance of additional hours of work to those guaranteed by her contract. 

124. That pattern, of part-time workers working hours additional to those guaranteed 

was discussed by Dr Charlesworth in her Supplementary Report at [22]ff. Dr 

Charlesworth noted the ease with which part-time employees with guaranteed 

patterns of work may have their hours increased, and the absence of any penalty 

for working any additional hours, and how they operate as a disincentive to 

guarantee part-time workers more hours. Additionally, employers commonly 

require employees to provide their “availability” (as Ms Sedgman illustrated), 

which, coupled with the minimal guaranteed hours, operates to create a casualised 

workforce available to work on demand. It is inapt in the face of that structural, 

incentivised underemployment, for ABL to describe “roster changes” in the 

language of 22.5(f), that:  

Changes to the roster may arise if a client cancels an appointment or if another 

home care employee becomes unavailable.   

125. Rather, the practice of roster changes by allocating additional shifts of work to 

part-time workers is a structural feature of the industry.  

126. ABL asserts, at 22.5(g) and (h) that: 

Prior to clients being assigned to home care employees, the service ‘Coordinator’ 

(or case manager) will conduct an initial assessment of the client and the client’s 

home.  

…A risk assessment is also conducted and the care plan will identify potential 

safety risks within the home and a remediation plan created if required.   

127. Again, ABL prefers the idealised and abstract description to reality. It references, 

in support of both of the above propositions, the following evidence of Ms Vincent, 
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in which she was questioned about the statement in her evidence that she is 

required to work ‘in an uncontrolled environment’57: 

Could you explain that process to me? Okay - so initially the case manager or 

someone in that position actually goes in and is supposed to do a risk assessment 

and also check products like the cleaning services, domestic assistants, make sure 

that they have the proper cleaning things, vacuums that are working, et cetera.  

So they check the equipment that you would be using if you were attending there, 

helping with those domestic services there? They're supposed to, yes. 58 

128. Fairly understood, Ms Vincent’s evidence does not support the proposition that an 

assessment is always made of a client’s home, and steps taken to remediate any 

risks. Rather, Ms Vincent’s evidence, with its emphasis upon the gap between the 

aspiration and the reality, suggests to the contrary.  In any event, such initial 

assessment may only go so far.  Structural modifications to homes are dependent 

upon factors such as the availability of the funding and the practicality of the 

modification in the particular premises.  

129. At 22.5(i), ABL recites that a shift normally commences with a worker looking at 

their roster.  The assertion as to the existence of this practice tends to contradict the 

claim in 22.5(e) about the advance notice workers have of their shifts, and the 

settled nature of work patterns.  It reveals the reality of roster changes, which are 

rendered more likely where the employer has employees on part-time 

arrangements with less hours of work than are commonly required, as was 

observed by Dr Charlesworth and as was the case with Ms Sedgman. 

130. Ms Wood’s evidence was that she did not have a “roster as such, in the sense of a 

traditional weekly roster received ahead of time.”  Rather, she accesses her roster on her 

phone through an app, and it changes at short notice. For example, she usually 

sees a client on Tuesday mornings at 9.30a.m., but must check her roster the night 

57 Vincent, DHB12977 at [90]. 
58 Vincent XXN, Transcript, 4 May 2022, PN5697-5698. 

5860



before in case an 8.00am client has been added.  She then checks in again first thing 

in the morning to see if there are any changes.59   

131. In Ms Wood’s case, the pre-shift preparation involves: 

a. Checking that enough time has been left in the roster between appointments;60 

b. Reading the care plan for any new clients to ensure she is aware of any 

information concerning entry to premises or particular client needs;61 

c. Reading the client notes;62 

d. Researching/planning parking, if the appointment involves providing 

transport;63 

e. Reading her emails to ensure she is up to date and responding where 

required.64 

f. All of that work is undertaken in Ms Wood’s own time; it is not paid time.  She 

usually spends up to 30 minutes doing that work in the morning.65 

132. At 22.5(k), ABL asserts that: 

The care plan sets out the scope of the work to be performed and may identify 

unique features about the client’s home (for example, they own a dog, or to enter 

the premises via the back entrance). 

133. It does not follow that because a care plan describes the type of service to be 

provided, that its description of the scope of the work adequately captures the 

demands of the work that is required, or performed. The first example ABL cites 

in reference to its proposition comes from the evidence of Ms Payton.  In discussing 

the care plan, Ms Payton said this: 

59 Wood, DHB12385-12386 at [33] – [37]. 
60 Wood, DHB12387 at [42]. 
61 Wood, DHB12386 at [38]. 
62 Wood, DHB12386-12387 at [39], [41]. 
63 Wood, DHB12386-12387 at [40], [41]. 
64 Wood, DHB12387 at [43]. 
65 Wood, DHB12387 at [44]-[45]. 
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There's actually - on the app there's a care - when you first attend a client you 

receive a care plan, care notes of what needs to be covered in your shift. So once 

you've read that it pretty much should stay the same each week, of course it 

doesn't because the work that we do, the situation constantly changes but the 

basics of what you do are the same.66  

134. Ms Payton’s evidence demonstrated how the care she in fact provided might 

deviate from the anodyne description of a required service in a care plan, as 

follows: 

a. She has a client who is very frail and in her eighties with a range of health 

conditions. On the first occasion when she attended to provide the woman with 

assistance showering and dressing, the client said she was too “puffed” (she 

suffers from COPD) to have a shower. Ms Payton divined that this was actually 

reluctance to be showered by someone she had only just met.  Instead, the client 

requested she sit and talk.67  Ms Payton obviously engendered sufficient trust 

in the client in their initial interaction, as she didn’t again complain of being 

too “puffed” for a shower.  Many other workers gave evidence about how the 

delivery of intimate assistance, such as showering, required them to develop a 

relationship of trust with the client, including by employing strategies to 

respect the client’s modesty; 

b. Ms Payton described how the task of showering that client involved a range of 

strategies to accommodate her frailty; first, turning up the heating and 

attending other tasks whilst the client ‘gathered steam”, assisting her to 

undress and take off her incontinence aids, allowing the client time to rest at 

points along the way during the process, drying her as much as possible in the 

shower to ensure her safety and then completing the drying whilst she was 

holding onto her walker. Ms Payton’s description was in keeping with that of 

other witnesses. The performance of what might be described merely as 

66 Payton XXN, Transcript, 5 May 2022, PN6411. 
67 Payton, DHB12938 at [37]. 
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“showering” involves the adoption of strategies suited to the particular client 

(both their physical capacities and any personal limitations), the particular day 

(their physical and emotional state on the day), in that environment, for which 

it is essential that the worker have a detailed understanding of the client’s 

condition and environment, and that the client have trust in the capacity of the 

worker to ensure the work will be carried out safely68; 

c. Ms Payton observed that her role involves: 

‘part of my job it to look out for a client's emotional and physical 

wellbeing and a lot of my clients, especially ones who live on their 

own, suffer from anxiety to various degrees. I have to be very 

cognisant of that when I'm visiting them, how their mental state is on 

any particular day and just to tread very carefully with them.’69  

 

d. Ms Payton also described an incident when she had to remain behind with a 

distressed and overwrought recovering alcoholic client who feared she was at 

risk of drinking. That instance, referred to in the HSU’s Closing Submissions, 

illustrated the need for her to deal with the needs of clients in an appropriate 

manner as situations arose, regardless of the limitations of the formal care plan.  

135. Equally, ABL references the evidence of Ms Vincent, who was instructed by her 

manager to do anything requested of her within her work expertise, regardless of 

whether it was in the care plan.70 

136. ABL’s contention also relies upon the evidence of Ms Roe, who was at pains to 

point out that she supposedly was to have access to a client’s care plan before 

visiting them71, and when no care plan was available had to resort to contacting 

other workers to find out about the client and their particular needs or habits72, 

and was sometimes required to perform work that was neither on the care plan 

nor the roster.73  

68Payton, DHB12938-12939 at [35]-[42].  
69 Payton, XXN, Transcript, 5 May 2022, PN6423.  
70 Vincent, XXN, Transcript, 4 May 2022, PN 5707-PN5720. 
71 Roe XXN, Transcript, 11 May 2022, PN11425. 
72 Roe XXN, Transcript, 11 May 2022, PN11428. 
73 Roe XXN, Transcript, 11 May 2022, PN11435. 
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137. Although ABL contends, at 22.5(l), that providers still using paper records keep a 

copy of the care plan at the front of the house, this was also addressed by Ms Roe, 

who said, in cross-examination as follows:  

‘Is there a physical copy of the care plan in the client's house as well, or you only 

have access to the one that's emailed? There is supposed to be a physical copy in 

the house, but quite often it is somewhere where we don't know where it is.  

Okay? Yes, and if - you know, we can go in and ask the client where the care plan 

is. Sometimes they don't know where it is either, you know, because everybody 

comes in, families put things away’…74  

138. Ms Wheatley also referred to the care plans as being kept in the folder that is 

supposed to be where the client lives75, suggesting also, that they weren’t always 

available to the worker. 

139. At 22.5(l), the ABL description recites that the workers review the care plan prior 

to starting the appointment.  That description flies in the face of Ms Roe’s evidence 

above.  It also neglects to acknowledge the import of the evidence of Ms Wood, for 

example, about reviewing the care plan on her own time (see above), or that of Ms 

Wheatley, who is required to review the care plan upon arrival at the client’s 

premises76, and so is required to develop any strategy for the performance of the 

work with that client and in that environment, as she goes. 

140. At 22.5(m), ABL recites that: There are four types of appointment: domestic services, 

personal care, social support and medication prompt. ABL then goes on to describe the 

tasks that are comprehended by those descriptions. 

141. From the description of a domestic services appointment at 22.5(o), the reader 

might be forgiven for thinking that the submission was describing the performance 

of work in empty premises, much the same as overnight office cleaners. In fact, the 

evidence showed how the performance of that work is rendered more complex by 

74 Roe XXN, Transcript, 11 May 2022, PN11432-11433. 
75 Wheatley XXN, Transcript, 10 May 2022, PN10420. 
76 Wheatley XXN, Transcript, 10 May 2022, PN10421-10422. 
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the client receiving the service, whose personal needs are placed at the centre of 

the performance of the service, unlike when similar work is performed, for 

example, in offices or in the hospitality industry. Home care workers do not move 

between a range of empty premises during the course of their working day. They 

deal with residences, and they deal with the people who live in those residences.  

142. ABL refers to the evidence of Ms Heenan, a former enrolled nurse, who has spent 

the majority of her 40-year career working in home care, in support of its 

description of this work. Ms Heenan’s evidence demonstrated the toll taken by 

domestic services. She had had to limit the more strenuous activities she undertook 

since her hip replacement, and could only do about four hours a day of vacuuming 

and mopping type work without getting a sore back, and had to limit that work to 

10 hours in a week.77   

143. Ms Heenan’s evidence also demonstrated why ABL’s description of “washing 

dishes, helping to cook” fails to appreciate the value of the work. Ms Heenan 

described how she engaged one of her clients in the task of meal preparation, 

teaching him how to make his own porridge, getting him to assist her with the 

dishes, and thereby empowered him to do those things independently and take 

pride in his home and in his abilities. Ms Heenan described how prior to her 

engagement the client was depressed as a consequence of the isolation brought 

about by COVID, and ‘wouldn’t even get in the shower and was in quite a bad way in 

terms of cleanliness.  However, over time he has improved with a lot of patience and 

encouragement.’78 What is otherwise simple physical work, is rendered complex by 

her taking on the responsibility of providing that care to the individual in a way 

that is focused on their needs.  In that instance, the manner of providing the care 

met the immediate needs for cleaning and meals, but also empowered him to 

provide those things for himself on an ongoing basis. The care was also provided 

77 Heenan, DHB12883 at [62]. 
78 Heenan, DHB12884-12885 at [70] – [77]. 
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in a way that was adapted to his social and emotional needs for engagement and 

for a sense of personal pride and autonomy.   

144. Although ABL references the evidence of Ms Wagner in support of its description 

of domestic assistance shifts, its bare description of that work sits uneasily with 

these parts of her evidence: 

Domestic shifts are incredibly hard as I am required to go from house to house, 

completing these required duties in the allotted time as quickly as I can.79 

Working in domestic shifts can be incredible (sic) taxing because it involves 

bending, moving, repetitious movements like vacuum cleaning, wiping such as 

cleaning shower glass, bases and bathtubs, and being engaged in physical work 

for an extended period….working at this pace is exhausting and puts pressure on 

my injury.80 

145. Nothing in ABL’s description acknowledges the conditions under which work is 

performed when work is performed in the homes of persons with significant 

physical and or cognitive deficits.  For example, Ms Inglis described attending the 

homes of clients with dementia where: 

a. the client had left the gas on in the home81; and 

b. the client had tried to find the toilet during the night but been unable to; with 

Ms Inglis arriving to find faeces up walls, around his beard, in his mouth and 

on the bedsheets.82   

146. ABL’s description of personal care appointments at 22.5(p) also fails to import any 

description of the conditions under which work is performed or the skills and 

responsibilities required to be exercised in performing the work. 

79 Wagner, DHB12728 at [21]. 
80 Wagner, DHB12729 at [23]. 
81 Inglis, DHB13528 at [25]. 
82 Inglis, DHB13528 at [26]. 

 

5866



147. The level of skill and responsibility required in the performance of personal care 

work derives largely from the frailty and needs of the clients. That increasing 

frailty has been described at length in the HSU’s Final Submissions. As set out 

above in the description of Ms Payton’s work, the task of showering can require 

the employment of a range of strategies to deal with the physical and 

social/emotional needs of the client. The description “check-in” or “welfare stop” 

doesn’t adequately convey the stakes involved in interactions with clients whose 

principal contact may be with the home care worker, and whose observation of a 

change in the client’s physical presentation or cognitive state may be essential to 

ensuring that they receive appropriate and timely medical care. 

148. ABL describes social support appointments, at 22.5(q) as driving the client to an 

appointment, shop or activity, as if home care workers are little more than Uber 

drivers. The only similarity between the two is that home care workers are also 

required to provide the vehicle and carry the maintenance costs. Ms Heenan 

described in her evidence the importance for one of her clients of having social 

connections because of his isolation and loneliness.  A measure of her commitment 

to his well-being was that she herself felt affronted and defensive when others in 

their community snubbed the client, and how she endeavoured in her visits to lift 

his spirits by playing his favourite music and singing along with him.83 In effect, 

Ms Heenan takes on the responsibility of ensuring the client’s social engagement 

and well-being, and engages personally, in a way appropriate to meet the client’s 

needs.  

149. The HSU described in its Final Submissions, the social support provided by Julie 

Kupke for one of her clients who suffers with dementia. Ms Kupke takes the client 

to buy a lottery ticket, but that process involves long periods of sitting in the car 

when they commence, or arrive at a destination, whilst the client listens to the 

radio, as the client is fixated on the music. Ms Kupke in that work has to exercise 

a biblical level of patience, and/or considerable skills to divert and refocus the 

83 Heenan, DHB12887 at [88] – [90]. 
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client back on the task.  Social support involves a great deal more than simply 

driving the client from A to B.   

150. Whilst ABL acknowledges at 22.5(t) that home care workers are required to 

observe the client and their surroundings, and to escalate such observations where 

something is out of the ordinary, that description of the work fails to acknowledge 

the complexity of the judgment that may be required. As Ms Payton explained in 

her evidence, she had an 84-year-old client with significant bruising, which was 

explained by a fall she had the previous week, and the client was being seen by a 

doctor, and lived with her husband. Ms Payton did not escalate that to her 

employer, but would have done if the woman had lived alone.84 It is not simply 

the case that anything “out of the ordinary” is to be notified to a superior, rather, 

in practice, home care workers must exercise skills of observation and assessment, 

to determine the circumstances in which further assistance is required. 

151. ABL describes at 22.5(u) and (v) two very obvious instances where a home care 

worker is required to escalate; where a client has a fall and where the client has a 

skin tear or bruising. Those matters involve a very straightforward observation 

and report.  Even then, it is apparent from Ms Roe’s evidence that the worker may 

need to make an assessment based on the nature of the event, and an assessment 

of any wound, whether to first call for an ambulance.85 However, the matters that 

may need to be escalated are not limited to those examples. Home care workers 

are required to pay close attention to their clients, so that they can identify changes 

which might signify consequences for their health.  That requires: 

a. knowledge of the factors that impact on the health of older persons, and the 

signs of ill-health; 

b. ongoing observation of the client to equip the worker to detect relevant 

changes; 

84 Payton XXN, Transcript, 5 May 2022, PN6412-6413.  
85 Roe XXN, Transcript, 11 May 2022, PN11407 – 11412. 
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c. sufficient judgment to understand whether any signs of changes are explicable 

by any underlying morbidity or general decline, or are signs of something more 

serious.  

152. In Ms Inglis’ case, she was able to detect that something was not right with a client 

because she “did not look right”, had a bit of a rash, and the T-section of her face 

looked dry and scaly and unlike her.  Because the client was fitted with a catheter 

she was vulnerable to urinary tract infections.86 

153. At 22.5(y), ABL observes that home care providers often employ systems or 

protocols for clients to adopt when they feel unsafe. As observed in the HSU’S 

Final Submissions, such protocols are necessary because home care workers work, 

in most cases alone, and are required to deal with persons, and in locations, where 

they could come to harm. Even if the incidence of such harm or threat is rare, any 

assessment of the conditions under which home care workers work must 

acknowledge the vulnerability of that position, which adds to the burden of the 

work.  

154. At 22.5(z), ABL refers to what is describes as “quasi-clinical” activities. It is not 

clear where the “quasi” in that phrase springs from. In any event, the performance 

of any of those procedures, blood pressure check, blood glucose check or catheter 

bag change involves the performance of a procedure at close quarters with a client, 

in which the procedure must be carried out correctly to ensure that pain and 

discomfort are minimized and the result is accurate and/or satisfactory. 

155. Additionally, it is important to observe that the performance of any of these 

procedures requires considerable “bedside manner”, that is, the ability to reassure 

the client and to instill confidence in the client that the procedure will be carried 

out properly. The need for home care workers to perform this work can only 

increase with the increasing frailty of clients receiving home care, and the 

increasing centrality of home care amongst the care options for aged persons. 

86 Inglis, DHB13528 at [24]. 
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156. ABL’s summary of the “quasi clinical” work neglected to mention the tasks 

identified in its own evidence.  Ms Cudmore annexed to her statement at SC-04 a 

position description for a Health Support Worker which described the position as 

follows: 

Tasks allocated will be principally related to nursing duties. 

157. That position description referred to care being provided pursuant to a Home Care 

Package87: 

a. clients suffering stroke, Parkinson’s disease, Cerebral Palsy and Multiple 

Sclerosis; 

b. the provision of total bed baths where required; 

c. providing assistance with toileting and continence aids; 

d. cleaning catheter insertion sites; 

e. bowel management, 

f. application of creams and non-complex dressings; 

g. providing oral hygiene care; and 

h. assisting with fitting aids and prostheses.    

158. At 22.7, ABL identifies 9 ‘findings’ about the work performed by a Coordinator. 

The sole evidence before the Commission was that of Peter Doherty, who was the 

only Coordinator witness.  

159. Based on Mr Doherty’s evidence, which on the whole, went unchallenged, there 

are other ‘findings’ which are supported by the evidence, namely: 

a. That what clients need and what they get in terms of package levels are often 

two different things;88  

87 Cudmore XXN, Transcript, 12 May 2022, PN 13737 – 13739; SC-03 described a position providing 

assistance under the CHSP scheme. 
88 Doherty XXN, Transcript, 5 May 2022, PN6063. 
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b. A co-ordinator may be required to field 30 to 40 calls a day;89 

c. Contrary to what is suggested at 22.7(d) the task of rostering may be an almost 

entirely manual process, which is made ever more challenging by the shortage 

of care workers, the inability to attract new workers into the sector, the effects 

of COVID, the cost of petrol which has meant that some care workers haven’t 

been able to afford to fill their tanks in order to come into work, and ever more 

clients seeking care;90  

d. In addition to the “direction” and guidance that coordinators provide to care 

workers (see ABL at 22.7(g)), they also provide encouragement and emotional 

support in what can be stressful and challenging situations.91 

160. At 22.8, ABL identified 6 ‘findings’ about the work performed by a Team Leader. 

The sole evidence before the Commission was that of Lorri Seifert, who was not 

cross-examined. Ms Seifert’s unchallenged evidence was that: 

a. Her role was much more demanding than her previous team leader role in a 

disability group home;92 

b. She was required to “supervise” 60 care workers.93 The Commission will recall 

Ms Wood’s evidence that her supervisor had some 50 workers in her team; 

c. She had to field phone call enquiries from carers throughout the day about 

issues ranging from a carer having been held up in roadworks or with a flat 

tyre, to counselling carers who have received abuse from clients, injuries, 

accidents, technical issues, rostering issues, availability issues, and carers who 

are stressed and need help or just a debrief; 94 

d. She had to manage staff personal development;95  

89 Doherty, Transcript, 5 May 2022, PN6293-PN6299. 
90 Doherty, Transcript, 5 May 2022, PN6270-6276; PN6346-3648. 
91 Doherty, Transcript, 5 May 2022, PN6319-6322. 
92 Seifert, DHB12501, 12518-12519 at [11], [152] – [158]. 
93 Seifert, DHB12505 at [43]. 
94 Seifert, DHB12508, 12509-12510 at [70], [80] – [86]. 
95 Seifert, DHB12512-12513 at [103] – [105]. 
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e. She had to manage staff performance and disciplinary matters;96 

f. She was responsible for ensuring care workers are trained in safe working 

practices; 97  

g. She was responsible for recruitment, which was particularly difficult in the face 

of a growing client base and a decreasing team. She originally had 28 carers on 

her team, but that team is now down to 17, because they have not been able to 

replace carers who have left; she has experienced people refusing the job on the 

spot because the pay is too low;98 

h. Her employer is also short on team leaders which has meant Ms Seifert has had 

to take on extra teams of carers (where she once looked after a team of 28, she 

now looks after 60 carers).  

161. At 22.9, ABL observe that the work of a home care employee and a personal care 

worker in a residential setting is similar.  As set out in HSU’s Closing Submissions 

dated 22 July 2022, this is not just because of the similar qualifications and care 

provided.  There are a number of common features of the work across the aged 

care system including the core nature of the skills, the changing demographics of 

each cohort and the changing demands of the models of care which are the same 

in each area. 

162. ABL’s description of the ‘subtleties’ between personal care workers in residential 

care and those in-home care misses: 

a. The uncontrolled and changing nature of the work environment of home care 

workers; and 

b. The way in which the time limits associated with home care work imposes a 

greater level of difficulty in organizing and performing the work in the 

available time. 

96 Seifert, DHB12513-12514 at [106] – [114]. 
97 Seifert, DHB12514 at [115] – [120]. 
98 Seifert, DHB12514- 12516 at [121], [127] – [130]. 
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163. ABL’s comment, at 22.9(c), that the work can ‘focus’ on domestic residential duties 

would not be accepted by the Commission. The evidence does not show that the 

bulk of the work is “merely domestic”. In any event, as set out above, the 

characterisation of work as domestic should not conceal the value of that work 

when performed in the home care setting, involving as it does, responsibilities to 

perform that work in a manner that ensures the well-being of the clients. The 

Commission would reject this attempt to minimise the work of home care 

employees. Home care workers are required to deal with diverse situations with 

individuals whose needs may change on a daily basis, who are required to exercise 

a high degree of discretion, judgement and advanced interpersonal, 

communication and empathetic skills.  

Conclusions as to ABL submissions about the lay evidence 

164. The ABL submissions, rather remarkably, do not engage at all with the 

propositions advanced by the HSU as to the work value factors which it is 

submitted justify the change. The approach taken – a mechanical and overly 

simplistic summary of basic tasks presented largely out of context, coupled with 

assertions without explanation as to what conclusions should ultimately be drawn 

– is entirely unsatisfactory, and is of no real assistance to the Commission. The 

approach ignores the extensive evidence as to the nature of the skills and 

responsibilities involved in undertaking those tasks, the context and environment 

in which the work is performed, the extent to which the nature of those tasks have 

been affected by changes to the resident/consumer population and the regulatory, 

governance and accountability arrangements which impact upon the workers 

performance of work and the responsibilities of the workers.  

Expert evidence ‘summary’ 

165. Six experts gave evidence in the proceeding. The expert witnesses spoke with one 

voice – for a range of reasons including gender-based undervaluation of care work 

generally, that the current modern award rates do not represent fair remuneration 

5873



for the work performed. Although each expert was cross-examined, the only 

substantive challenge to their findings appears to be: 

a. the proposition that the analysis was based on actual rates of pay, not award 

minima; and 

b. an apparent challenge to the concept of gender-based undervaluation of 

work (at least absent a comparator). 

166. As to the first, this is, as set out above, misconceived. The reality of this sector, as 

in most funded sectors, is that the award rates are in fact what people are paid (or 

very close to). There is no real scope for the kind of market variance and 

bargaining-based profit/productivity sharing which might otherwise inform the 

setting of a lower-scale minimum. As Professor Charlesworth explained, reliance 

on government funding represents ‘a built-in restraint in that it was something that 

was seen as an indication of gendered undervaluation’ and ‘government underfunding 

itself is based on a lack of recognition of this work as fully work and as work of value.’99  

167. Additionally, this part of the ABL submission misses the point. The task for the 

Commission is to set ‘fair and relevant’ conditions of employment and rates of pay 

in modern awards. If a minimum rate does not, as the expert consensus says, reflect 

proper remuneration for the nature of the work performed on the basis that it is 

too low, this standard has not been met. As has been explained and appears to be 

accepted, the task of the Commission is to assess whether there are work value 

reasons which justify a variation to minimum rates and to value the work 

performed.  

168. In respect of the second argument above, this is a remarkable proposition. It has 

been explored for the first time in detail at Parts 3 and 4 of Annexure J of the ABL 

submissions, in what appears to be an attempt at competing expert opinion 

evidence. The difficulty is that this is not coming from an expert witness or based 

on any expert opinion given in the proceedings. The ‘employer interests’ did not 

99 Charlesworth XXN, Transcript 2 May 2022, PN2514.  
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lead any expert evidence of their own justifying these positions. The cross-

examination does not bear any of it out. It is non-expert opinion from, at best, a 

lawyer, which has not been put to the actual experts in the field for response. 

169. The confusing, and confused, nature of this diatribe is epitomized at 3.18 of 

Annexure J, in which the ABL submissions: 

a. describe the C10 scheme, developed in the male-dominated metal trades 

industry in the late 1980s and which it is accepted does not translate easily 

into non-industrial settings100, as being inherently ‘gender neutral’, and 

b. suggests that the expert evidence leads to the ‘troubling’ conclusion that ‘all 

women’s work is of greater value than all men’s work’ within the modern award 

system. 

170. This appears to rest on a misunderstanding of how the phrase ‘women’s work’ is 

used in the expert evidence. The experts are not saying that the work is inherently 

women’s work – the idea that any such thing exists is an inherently sexist 

proposition. As ABL notes at 4.13, men also in fact do this work. The point is that 

the work has been perceived as ‘women’s work’ and unfairly attributed less value by 

society, employers and government (in respect of funding), leading to an inequity.  

171. This is so regardless of what anyone else is paid: it is not a comparator-based 

exercise. For example, Professor Charlesworth explained in her oral evidence:101  

PN2515   Bear with me when I try and describe this - I'm just trying to get my 

head around - is it undervalued by comparison to something?---The concept of 

gendered undervaluation is precisely there because it's not asking for a male 

comparator.  It's not saying, 'relative to other jobs'.  It's looking at the actual skills 

that are required and involved and on the basis and the knowledge, the judgment, 

the discretion and on the basis of that saying it's undervalued. 

100 ABL submissions at 4.13.  
101 Charlesworth XXN, Transcript 2 May 2022, PN2515-2516.  
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PN2516    So it's intrinsically undervalued rather than comparatively 

undervalued?---It is, although back in the mid-1990s I did an interesting 

comparison between the work of home care workers employed by local government 

and gardening assistants and surprise surprise, the gardening assistants were paid 

more than the home care workers. They were tending plants.  The home care 

workers were tending frail older people. The gardening workers got paid wet 

weather allowances, dirt allowances. Home care workers deal with bodily fluids. 

They're not paid dirt allowances or back in those days when there were such things 

as dirt allowances and things like that. So that was some work I undertook for the 

then pay equity unit within the then federal department of industrial relations.  So 

that was a comparison which highlighted that undervaluation.  But in Australia 

and particularly since the pay equity inquiries in both New South Wales and 

Queensland, late 90s, early 2000s, there is now I think a much better 

understanding of gendered undervaluation as something of itself where you don't 

require this male comparator to establish its fact. 

172. Professor Charlesworth explained that the nature of the work, the intensive work 

that is dependent on a relationship between a worker, a resident or a client, is 

distinctive and it is difficult, if not impossible, to undertake comparisons with 

comparable male-dominated industries.102 The task is to examine the skills and 

responsibilities actually involved in the work and to ensure that the valuation of 

the work properly encompasses consideration of all aspects of the work, including 

skills which have been historically overlooked or undervalued.  

173. The opinions that caring work is undervalued are not mere assertion. The expert 

evidence explained, in a manner that does not appear to be subject of any dispute, 

why work such as care work undertaken with respect to elderly persons in 

residential care or as part of the provision of home care services has been 

undervalued. Paid care work has been historically associated with unpaid caring 

102 Charlesworth XXN, Transcript 2 May 2022, PN2519-2521; Meagher XXN, Transcript 2 May 2022, 

PN2637.  

5876



work traditionally performed by women in the home and community. This 

association has long resulted in the perception that such work is natural and 

therefore unskilled. The expert evidence indicates that, as a consequence, aged care 

work has been significantly undervalued in government funding, in employment 

protections and in societal, industrial and organisational recognition of the 

increasingly complex skills required.103  

174. ABL also suggests, in Annexure J at 4.13, that analysis which focuses on the type 

of skills which have historically been overlooked or undervalued in care work has 

nothing to do with gender and does not address the fact that some men work in 

the aged care industry. As has been explained by the expert witnesses, the complex 

skills involved in care work, particularly relational, empathic and communication 

skills, have been undervalued and are perceived to be ‘women’s work’ because the 

workforce is overwhelmingly female and because the work is associated with 

unpaid labour commonly performed by women. It should not need to be pointed 

out that those skills are undervalued on gender grounds even though some 

individuals undertaking care work are men. Equally, the fact that, in theory, skills 

may be undervalued for reasons other than gender104 does not engage with the 

evidence explaining that the skills involved in care work have historically been 

undervalued for gender reasons.  

175. ABL’s submissions involve significant errors in approach. Combined with the fact 

that none of this sociological commentary is coming from anyone with expertise in 

the area, they should be disregarded.  

 

ABL’s submissions as to the modern awards objective 

176. The bulk of the assertions made within the ABL submissions with respect to the 

modern awards objective have been comprehensively addressed in the HSU’s 

103 Charlesworth DHB4466 at [43]; Meagher DHB4628 p28.  
104 ABL submissions, Annexure J at 4.14-4.16. 
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Final Submissions and it is, accordingly, not proposed to reiterate these matters. 

Again, much of what has been advanced by the HSU has simply been ignored.  

177. The ABL submissions appear to suggest, at 23.1-23.3, that the Commission’s 

consideration of the modern awards objective for the purposes of section 157(2)(b) 

of the Act is limited to a temporal consideration of when any variation determined 

to be justified by work value reasons should commence, that is, on 1 July or some 

other time. That is not consistent with the statutory scheme. The combined effect 

of sections 138 and 157(2)(b) is that the Commission must be satisfied that the 

variation of the terms dealing with rates of pay are necessary to meet the modern 

awards objective.105  

178. Having said that, the most significant consideration for the Commission in 

assessing whether a variation to the rates of pay in the Aged Care Award and for 

home care workers under the SCHADS Award are necessary to achieve the 

modern awards objective is that the current rates are too low and do not reflect the 

value of the work performed by relevant employees. For that reason, the current 

minimum rates of pay do not provide a fair and relevant minimum safety net of 

terms and conditions, nor a safety net of fair minimum wages, and the variations 

sought are necessary to address that situation. 

179. It is, of course, necessary for the Commission to also take into account the 

considerations listed in section 134(1)(a)-(h). The ABL submissions comment on 

only a limited number of the factors, and again the HSU has dealt with the matter 

in detail in its Final Submissions. However, some further observations ought to be 

made. 

Relative living standards and the needs of the low paid 

180. The ABL submissions, at 23.9-23.10, endeavour to dismiss the significance of the 

requirement in section 134(1)(a) for the Commission to take into account the needs 

105 Background Document No 1 at [86]; Re Independent Education Union of Australia [2021] FWCFB 2051 

at [217].  
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of the low paid by suggesting that it is axiomatic that any employee who is 

considered award reliant or low paid will benefit from an increase in pay. To the 

contrary, the fact that a substantial portion of employees covered by a modern 

award, or in this case all relevant employees, fall within the category considered 

to be ‘low paid’ and that an increase in rates of pay will assist those employees in 

meeting their needs is a consideration which weighs in favour of increasing rates 

of pay.106  

181. Furthermore, the ABL submissions ignore the striking and uncontradicted 

evidence referred to in the HSU’s Final Submissions relating to the financial stress 

experienced by aged care workers and the difficulty they experience in meeting  

their own day-to-day needs and the needs of their families.107 The ABL 

submissions, within Annexures A-G, go further to state that the evidence as to the 

financial pressures experienced by aged care workers and home care workers 

should be accorded ‘little (if any) weight’.108 That evidence reflects the direct 

personal experiences and observations of aged care workers upon which they were 

not challenged. It must be accepted and accorded weight, particularly in relation 

to the factor referred to in s 134(1)(a) of the Act.  

182. The submissions also ignore the fact that ACSA and LASA themselves were both 

parties to the Australian Aged Care Collaboration which has conducted analysis 

demonstrating the financial stress being experienced by aged care workers entitled 

“Priced out: Aged care wages and living costs”. The conclusions of the report 

included:109  

106 See approach in Re General Retail Industry Award 2010 (2020) 298 IR 112 at [62] and [64].  
107 See, for example, Austen, DHB11640-11641 at [39]; Glass, DHB11622 at [92]; O’Donnell, DHB11655 

at [107]-[112]; Roberts, DHB11590 at [162]-[166]; Purdon, DHB12722 at [87]-[92]; Wagner, DHB12756 

at [160]-[161]; Kupke, DHB12924 at [127]-[128]; Evans, DHB 1286-12863 at [104]-105].  
108 See, for example, ABL submissions Annexure A at [2.10(a)], [2.112(a)], [2.165(a)] and [2.182(a)]; 

Annexure B at [2.12(b)]; Annexure C at [2.7(c)], [2.42(d)] and [2.65(g)]; Annexure D at [4.8(b)], 

Annexure G at [2.14(c)], [2.32(b)], [2.94(d)], [2.63(b)], [2.77(f)], [2.93(a)], [2.107(c)], [2.122(b)], [2.158(b)] 

and [2.274(a)].  
109 Australian Aged Care Collaboration, Priced out: Aged care wages and living costs, DHB16469’16470.  
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Our calculations suggest that aged care workers in single households are likely to 

be in serious financial stress with little or no savings buffer, while aged care workers 

in coupled households are likely to be financially dependent on a partner's income. 

The results also reinforce concerns that aged care workers, like other frontline 

workers, are being priced out of housing. Based on the internationally accepted 

benchmark that rent needs  to be no more than 30 percent of a household budget to 

be affordable, each of the households we modelled is likely to be under stress, most 

severely in the case of single-parent households. This helps explain why some aged 

care providers are being forced to offer housing options to attract staff. 

183. Although there are obviously other factors to be balanced, it should be 

uncontroversial that consideration of the needs of the low paid favours varying 

the rates of pay in the Aged Care Award and for home care workers covered by 

the SCHADS Award.  

The need to encourage collective bargaining  

184. At 23.11-23.15, in respect of section 134(1)(b), the ABL submissions suggest that 

any increase at all will lead to the absolute cessation of enterprise bargaining in the 

entirety of the aged care sector, due to funding constraints. The reasoning appears 

to be that, under the current Government funding model which does not link 

funding directly to wage levels, employers will have limited capacity to bargain 

for rates of pay above minimum rates.  

185. There is no evidence to support this apocalyptic proposition and the reasoning is 

unsound. The evidence makes clear that there is currently very limited capacity for 

employers, employees and unions to bargain for rates of pay more than marginally 

above minimum award rates as a result of limitations on funding.110 That does not 

appear thus far to have prevented bargaining occurring or enterprise agreements 

being made. The evidence given by union officials is that increasing minimum 

110 See, for example, Friend Statement, DHB9073 at [16]-[21]; Friend Supplementary Statement, 

DHB9106 at [41]-[42].  
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rates of pay in the modern awards is likely to reduce the concentration on pay as 

an issue in bargaining and, in fact, encourage bargaining in relation to other 

conditions or work practices.111 In addition, it is entirely speculative; as the ABL 

submissions acknowledge, at 23.15, as it entirely depends on the Commonwealth’s 

position on funding.  

186. The reality is that this is not a sector in which collective bargaining is a realistic 

proposition for the bulk of the industry as a vehicle for significantly improving 

rates of pay.112 Where it does occur it does not generate significant improvements 

in wage outcomes. It would be absurd to refuse to accede to a request for higher 

wages supported by every actual industry stakeholder on the basis that it would 

inhibit bargaining in relation to rates of pay. The funded nature of the sector 

already constrains bargaining in relation to rates of pay.  

Social inclusion through increases workforce participation 

187. The ABL submissions, at 23.16, appear to suggest that workforce participation will 

be assisted by maintenance of an ‘entry level classification’ in the Aged Care 

Award and the SCHADS Award. The submissions note that the evidence indicates 

that a majority of employees hold, and are required by their employer to hold, 

qualifications at least at the level of Certificate III in Individual Support. It appears 

to be suggested that this is undesirable at least as a requirement for gaining 

employment.  

188. The submission is misconceived. The evidence suggested that many, if not most, 

employers have adopted the practice of requiring qualifications as a requirement 

for employment in care roles.113 That is a recognition by employers of the skills and 

responsibilities required of care workers rather than a consequence of award 

provision. The applications do not seek to alter the capacity for a person to perform 

work as a Personal Care Worker at Aged Care Worker Level 2 and Level 3 under 

111 Friend Statement, DHB9073 at [18].  
112 See, for example, Charlesworth Report, DHB4465-4466 at [33]-[42].  
113 Hutchins Statement, DBH8780 at [41]-[42] and LH-6.  
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the Aged Care Award without qualifications or as a Home Care Employee Level 1 

in the SCHADS Award without qualification or industry experience.  

 

Impact on business 

189. At 23.20-22.31, in addressing section 134(1)(f), the ABL submissions again urge the 

Commission to keep the rates where they are on the basis of, fundamentally, 

affordability. As well as being entirely contingent on the Commonwealth’s 

position on funding, this ignores the fact that the principal task for the Commission 

is to set fair and minimum rates for the work. The ABL submissions continue to 

ignore the question posed in the HSU’s earlier reply: how could the Commission, 

once persuaded that the work required particular rates, nevertheless set lower 

rates on the basis of affordability? 

190. The Commission has previously rejected the proposition that, in the context of 

government funded social services, determinative weight should be given to the 

impact of a proposed variation on employment costs or the fact that existing 

funding arrangements may present difficulties in meeting additional employment 

costs. In Re 4 yearly review of modern awards – SCHADS Award [2019] FWCFB 6067, 

the Full Bench noted that such an approach would elevate one factor in s 134(1) 

above all others and would essentially make the workforce captive to the dictates 

of government funding arrangements. The Full Bench observed (at [137]-[142]):114  

In the context of the provision of social services where employers are largely 

dependent on government funding, or, in the case of the NDIS, a fixed price, we 

are cognisant of the fact that significant unfunded employment cost increases may 

result in a reduction in services to vulnerable members of the community - a point 

made by the NDS. But such outcomes are a consequence of current funding 

arrangements, which are a matter for Government. … 

114 Reaffirmed in Re 4 yearly review of modern awards – SCHADS Award [2021] FWCFB 2383 at [223]-

[228].  
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The Commission's statutory function is to ensure that modern awards, together 

with the NES, provide a fair and relevant minimum safety net. It is not the 

Commission's function to make any determination as to the adequacy (or 

otherwise) of the funding models operating in the sectors covered by the SCHADS 

Award. The level of funding provided and any consequent impact on service 

delivery is a product of the political process; not the arbitral task upon which we 

are engaged. 

We recognise that it may take time for a funding arrangement to adapt to a change 

in circumstances, such as an increase in employment costs occasioned by a 

variation to the award safety net. Such matters can be addressed by appropriate 

transitional arrangements. 

We would also observe that the approach advocated by Ai Group would result in 

employees covered by the SCHADS Award effectively subsidising the level of 

services delivered by the NDIS (and other government funded social services) 

through lower minimum terms and conditions of employment than warranted by 

a merits based assessment of the claims before us taking account of all of the 

relevant s 134 considerations. Such a “subsidy” would operate in circumstances 

where a significant number of these employees are low paid. 

… 

The Commission's statutory function should be applied consistently to all modern 

award employees, while recognising that the particular circumstances that pertain 

to particular awards may warrant different outcomes. The fact that a sector receives 

government funding is not a sound basis for differential treatment. Further, given 

the gendered nature of employment in many government funded sectors such 

differential treatment may have significant adverse gender pay equity 

consequences. 

191. The employer representatives also recognised at the commencement of the 

proceedings that no incapacity was being advanced relevant to setting of rates. It 

was accepted that, at most, questions of affordability might be relevant to operative 
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date and phasing, but are not a relevant consideration in relation to the actual 

setting of rates of pay.115  

Simple, easy to understand, stable and sustainable modern award system 

192. At 23.22(a)-(c), in respect of the factors in section 134(1)(g), the ABL submissions 

appear to (albeit obliquely) suggest that the modern award system will somehow 

become complex, difficult to understand, unstable and/or unsustainable if rates for 

indirect care workers in the aged care industry are set at a higher rate than those 

that apply for workers who perform work in a generally similar category or with 

a similar job title outside the industry.  

193. The suggestion that the awards are difficult to understand because specific 

classifications exist for food services, cleaning, administrative, maintenance or 

gardening work undertaken in the context of residential aged care is intuitively 

unsound and unsupported by any evidence. There is no suggestion in the evidence 

of employers or workers being confused or administrative difficulties being 

encountered as a result of workers, for example, performing similar work in 

different settings. The submission is without substance.  

194. The submission also requires the Consensus Statement to once again be ignored: 

every actual stakeholder in the industry agrees that this work is necessarily more 

complicated and requires more complex skills than if it was being performed 

outside the aged care industry. This is borne out in the evidence, and in particular 

that which goes to the effect of changing consumer demographics and increased 

regulatory requirements on indirect care workers.  

Sustainability, performance and competitiveness of the national economy 

195. At 23.23-23.26, in addressing the factor in section 134(1)(h), the ABL submissions 

appear to contend that the increases sought (or indeed any industry) will ‘crippl[e] 

the sector’ and force providers to close or render providers unable to employ the 

staff necessary to provide necessary services to aged persons. The ‘employer 

115 Ward, Transcript 26 April 2022 PN464.  
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interests’ rely on little evidence in support of the submission. Absent any reliable 

evidence supporting the submission, it must be rejected. It can be contrasted with 

the Supported Employment Services116 decision, upon which heavy reliance is placed. 

For one thing, the affected interests in that case actually led evidence in support of 

the proposition. For another, it concerned a completely different, and highly 

specific, sector.  

196. The fundamental error in the ABL submissions is that it distills to a proposition 

that the rates can only be set at a level the Commonwealth is willing to fund. This 

makes the Commission’s decision subservient to the Government’s – in other 

words, requires a complete abdication from the actual role of the independent 

regulator in this respect. It cannot possibly be correct. As has been mentioned, the 

‘employer interests’ do not suggest that considerations of affordability or 

constraints imposed by government funding are relevant in setting minimum rates 

and, at most, may be relevant to questions of operative date or transitional 

arrangements.  

ABL’s submissions as to the minimum wage objective 

197. The ABL submissions raise limited further considerations as relevant to the 

minimum wages objective. In relation to the factors referred to in section 284(1)(a), 

namely, the performance and competitiveness of the national economy, the 

submissions refer, at 24.2, to the nature of the aged care and home care industries 

as heavily reliant on government funding. It is again suggested that existing 

difficulties with the funding arrangements are forcing providers to operate at a 

deficit or endangering the viability of businesses. This consideration has been 

adequately addressed above.  

Where’s WACCI? 

198. At the outset of the proceedings, the West Australian Chamber of Commerce and 

Industry filed lengthy submissions criticizing every aspect of the HSU’s 

116 4 yearly review of modern awards – Supported Employment Services Award 2010 [2019] FWCFB 8179.  
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applications, which the union was then required to respond to. WACCI have not 

been seen or heard from since. Like Australian Business Industrial, WACCI has no 

direct or indirect interest in the industry. Although it is at least more efficient, it is 

an equally unmeritorious intervention. The submissions should be entirely 

disregarded. 

 

 

MARK GIBIAN SC | H B Higgins Chambers 

LISA DOUST | 6 St James Hall Chambers 

LUCY SAUNDERS | Greenway Chambers 

 

Dated: 19 August 2022 
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HSU’S ANSWERS TO QUESTIONS – BACKGROUND PAPER 5 

Question 1 

Where does the HSU derive the proposition of the ‘social utility of the work’ from? In 

particular, which part of the legislative framework supports the proposed construction? 

How should the ‘social utility of the work’ be measured?  

 

199. In its Final Submissions, the HSU contended that a proper consideration of “the 

nature of the work”, that is, the work value consideration in s.157(2A)(a) of the FW 

Act, included consideration of the “social context of the work”, by which it meant 

that the social utility of the work may be relevant to the assessment of work value.    

200. The HSU then went on to refer to a series of cases, including Re Crown Employees 

(Scientific Officers, etc – Departments of Agriculture, Mines etc) Award [1981] AR 

(NSW) 1091,  Crown Librarians, Library Officers and Archivists Award Proceedings 

(2002) 111 IR 48, and Crown Employees (Teachers – Department of Education) Award 

[1970] 70 AR (NSW) 345, in which the maintenance of focus upon the social utility 

or value of the work performed operated as a corrective to a tendency to 

undervalue the work because it was performed out of public view, or because the 

profession was perceived in a particular fashion. 

201. The HSU’s submission about the social utility of the work in this proceeding is 

directed to achieve the same end; to ensure that the value of this work which is 

performed largely out of the public view in residential aged care facilities and 

homes, which has long been perceived as women’s work and thus “natural” and 

not skilled, is not overlooked, or undervalued.  

202. A focus upon the social context of the work ensures that all the reasons justifying 

the increase sought which relate to the factors in s.157(2A) are properly identified 

and evaluated; that the factors relating to the real nature of the work, the full range 

of skills and the level of responsibility required to be undertaken, and the 
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conditions in which the work is performed, are not overlooked. That focus directs 

attention, not just to the component physical tasks involved in the work (as the 

ABI Submission appears to invite), but to the cohort of older persons themselves 

and to the physical, mental and emotional challenges of caring for a cohort with 

complex physical and social needs.  It takes into account the increasing demands 

imposed by quality standards and models of person centred care and the impact 

on workers of their dealings with of clients and their families.  It acknowledges the 

increasing burden of responsibility involved in providing care for older 

Australians following the social reckoning and watershed of the Royal 

Commission.   

203. The “social utility” of the work isn’t propounded as a standalone measure with a 

single numerical value.  Rather, that term is a proxy for the requirement, in 

undertaking an evaluation of the work, to carry out a clear-eyed and 

comprehensive assessment, informed by the expert evidence, which rectifies its 

historical undervaluation.   

Question 10 

What is the ANMF and the HSU’s response to the Joint Employers submission about the 

expert evidence and the weight that should be placed on that evidence?  

204. This is set out at [165]-[175] of the HSU’s Closing Submissions in Reply.  

205. In short, the contentions in the ABL submissions to this effect should be rejected as 

they are fundamentally misconceived. 

206. First, the complaint that the undervaluation exercise did not involve an analysis of 

award wages vs award wages misses the point in two ways: 

a. it ignores the fact that the Award rates are functionally what these workers 

are paid, which will remain the case due to the recognised low to non-

existent bargaining dividend; and 
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b. in any event it presupposes the need for a comparator to assess gender-

based undervaluation of work, which is simply wrong. 

207. Second, the remainder of the arguments distill to a challenge to the proposition 

that gender-based wage undervaluation exists at all. This would be, in the 

contemporary economic and statutory context, an ambitious argument to advance 

even if backed by expert evidence. Absent any support from anyone with any 

knowledge in the field, it should be disregarded. 

Question 11 

Noting that the summary of submissions is a high-level summary only, are there any 

corrections or additions that should be made? 

 

208. The HSU does not have any additions or corrections to the summary of 

submissions. 

Question 12 

To the extent that there is a degree of tension between the Pharmacy Decision and the 

Teachers Decision in the application of the principles in the ACT Child Care Decision is 

it common ground that the ACT Child Care Decision was made under a different 

statutory regime to the Commission’s statutory task under s.157(2A)? 

 

209. The ACT Child Care Decision was, obviously, made under a different statutory 

regime. The task for the Commission now is much broader. It is additionally 

unfettered by the particular wage fixing principles the Commission had adopted 

at that time.  

210. As set out at 13 of the HSU’s reply to the Commonwealth, the ACT Child Care 

Decision provides a useful guide as to a possible approach, but is not binding. The 

degree to which it will be useful will vary industry to industry. To the extent the 

ABL submissions suggest that it is the only approach and must be rigidly applied, 

this is wrong. 
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Question 13  

At [16] of its closing submissions, the HSU suggests that ‘all significant 

stakeholders agree that some variation to wages is justified by work value reasons 

and that the view of all major stakeholders is that wages need to be “significantly 

increased”’. What do the other parties say in response to the HSU’s submission?  

 

211. Although this question is described as directed to all parties, it seeks a response to 

the HSU’s submission about the attitude of the “significant stakeholders”.  In this 

respect, the HSU contends, as explained in its Reply Submissions, that the 

Commission would give little credence to the views of the parties with minimal 

involvement in the industry.  The HSU does not regard them as “significant 

stakeholders”.  

Question 14  

Do the parties agree with the points of agreement identified at paragraphs [194]–

[201] above? Are there any other significant points of agreement that should be 

identified?  

 

212. Yes as to the points of agreement, which are set out at paragraphs [194] to [197].  

The paragraphs from [198] to [201] record the submission of the ANMF regarding 

the ACT Child Care Case.  See the response to Question 12 above for the HSU’s 

Submission as to the import of that case.      

Question 17 

Do the parties agree with the points of contention identified at paragraph [202]–[219] 

above?  

213. In respect of item (iii) - the status of the Consensus Statement - the HSU’s position 

is not summarised. It remains the position of the HSU that the Consensus 

Statement: 

a. as an agreed position, remains binding on ACSA and LASA; and  

b. can be departed from by ABI, if it wishes but noting that organisation’s lack 

of standing to speak for anyone in the aged care industry.  
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214. In respect of the suggestion that ACSA’s CEO was available for cross-examination, 

at that point ACSA had not indicated that it resiled from the Consensus Statement 

(if it indeed does). ABL’s representative had been directly asked by the Bench as 

to whether ACSA and LASA, or merely ABI, had departed from the Consensus 

Statement, and declined to answer. Further, it is unclear what it is said the unions 

could have done to ‘clarify’ ACSA’s position. 

Question 18 

What is the basis for the difference between the number of classification levels in the 

HSU and ANMF’s proposed classification structure for personal care workers? 

215. The ANMF developed its alternative proposed classification structures separately 

to the HSU (some six months after the HSU application was filed). The HSU is not 

privy to the reasoning of the ANMF as to why it proposed a different classification 

structure for personal care workers. 

Question 19 

There are some differences in the classification definitions proposed by each party. How 

does each party respond to the classification definitions proposed by the other party?  

216. The most significant difference between the HSU and the ANMF arises from the 

ANMF’s proposal to remove PCWs from the main stream of “aged care employee” 

in Schedule B to the Aged Care Award and create a new classification structure for 

them. The HSU objects to this.  

217. Apart from some minor amendments to the classification definitions that are a 

consequence of that proposed excision, the classification definitions proposed by 

the ANMF appear largely to align with those proposed by the HSU. Any 

significant differences and the basis for these are dealt with in the following 

section.  

Levels within Classification Structure 

218. The HSU’s proposed classification structure contains seven levels across three 

streams with only six levels for PCWs (at Aged Care Employee – Level 2 to Level 
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7) and four levels for Recreational/Lifestyle Activities Officers (at Aged Care 

Employee – Level 3 to Level 6).   

219. The HSU’s proposal has the same number of classification levels as the current 

Aged Care Award overall but adds levels within the current structure (and 

therefore opportunities for career progression and increased pay) for both PCWs 

(with a new role of Specialist Personal Care Worker provided for at Level 6) and 

Recreational/Lifestyle Activities Officers (who are only currently provided for at 

Level 3 of the award when they are unqualified). 

Personal Care Workers 

220. The ANMF’s proposed classification structure for PCWs has the same number of 

classification levels as the current Aged Care Award (being five grades which align 

to Aged Care Employee – Levels 2 to 5 and Level 7 of the current Aged Care Award 

and the HSU’s proposed structure).   

Level 5 in the HSU Proposal 

221. The HSU has proposed explicit recognition at Aged Care Employee – Level 5 that 

where a Senior Personal Care Worker is “required to assist with medication and 

hold the relevant unit of competency” they will be recognised and paid as a Level 

5 employee. This makes it clear that when this competency is acquired and used 

as part of a PCW’s role then they will appropriately remunerated. This is not a 

requirement in order for a PCW to be classified and paid as a Level 5 as 

demonstrated by the use of the word “may”.   

222. The HSU understands that the ANMF considers that the existing Level 5 

requirement of “substantial on-the-job training, may require formal qualifications at 

trade or certificate level and/or relevant skills training or experience” would already 

encompass a relevant unit of competency and that the addition of particular units 

is unnecessary. The HSU presses its position in the interests of ensuring a simple, 

easy to understand modern award system, consistent with the Modern Awards 

objective. 
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Levels 6 and 7 in the HSU Proposal 

223. The ANMF has included the HSU’s proposed role titles of Senior Personal Care 

Worker and Specialist Personal Care Worker in their proposed classification 

structure.  The ANMF has proposed a structure which includes the Specialist 

Personal Care Worker at Grade 5 (equivalent to Level 7 as opposed to their 

inclusion at Level 6 under the HSU proposal).  

224. The ANMF’s proposed classification structure does not expressly include a role of 

Personal Care Supervisor (as proposed by the HSU at Level 7).  

225. The HSU considers that it is appropriate for an additional classification level (at 

Aged Care Employee Level 6) to be inserted into the Aged Care Award for 

Specialist Personal Care Workers and that this is necessary to achieve the modern 

awards objective.  This can be contrasted with the ANMF’s proposal for the same 

workers to be categorised as Grade 5 (the equivalent of the HSU’s Level 7 workers). 

226. In effect, given the classification descriptors, the ANMF’s proposal (without the 

addition of a new Aged Care Employee – Level 8 classification level and pay point) 

would have the effect that Specialist Personal Care Workers and supervisory 

employees who supervise them may be employed at the same grade and salary. 

This provides a flatter classification structure and less opportunity for career 

progression than that proposed by the HSU. Given that Specialist Personal Care 

Workers would be on the same level and pay as supervisors this may be a 

disincentive for workers to seek promotion and impede employers’ ability to 

attract employees into a supervisory role.  

227. If the Commission was minded to place the role of Specialist Personal Care 

Workers at the equivalent of Level 7 (as opposed to Level 6 as proposed by the 

HSU) then the Commission should consider whether an Aged Care Employee – 

Level 8 classification level should be established or an annual allowance awarded 

for those performing supervisory duties. 
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228. The ANMF proposes to retain the HSU proposed references to Dementia Care and 

Palliative Care within the definition of Grade 5 – Specialist Personal Care Worker 

(found at the HSU’s proposed Aged Care Employee - Level 6).  However, the 

ANMF has omitted to include a reference to the Household Model specialist, 

without any obvious basis. Given the overwhelming evidence filed in relation to 

the broad and specialised skills of workers employed to provide the Household 

Model of Care the Commission should ensure that this specialty is recognised 

within any definition of a Specialist Personal Care Worker. 

229. We note that the HSU’s proposed level 6 classification “may require formal 

qualifications at post-trade or Certificate IV or Diploma level and/or relevant skills training 

or experience.”  This reflects the current Aged Care Award but updates the outdated 

reference to an Advanced Certificate to its replacement the Certificate IV. 

230. The ANMF’s proposed classification definition for Grade 5 – Specialist Personal 

Care Worker (aligned with the HSU’s Level 7) includes a reference to formal 

qualifications at Certificate IV level.  The HSU’s proposal incorporates a Certificate 

IV qualification at Level 6 instead. The HSU acknowledges that the ANMF’s 

proposal may provide for quicker progression than the HSU’s proposal. 

231. The HSU’s proposed Aged Care Employee – Level 7 classification includes “may 

require formal qualifications at trade or Advanced Certificate or Associate Diploma level 

and/or relevant skills training or experience.”  

232. The HSU now accepts that the references to Advanced Certificate and Associate 

Diplomas in Level 7 was incorrect. This is the terminology used in the current 

Aged Care Award. It would appear that this should have been a reference to an 

Advanced Diploma. There are a number of Advanced Diplomas that may be 

relevant to the work performed by workers under the Aged Care Award, across 

the various streams, including the Advanced Diploma of Community Sector 

Management (CHC62015) and an Advanced Diploma of Hospitality Management 
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(R12169). The difference between a Diploma and an Advanced Diploma is the extra 

study time taken to undertake the more advanced learning117. 

Recreational/Lifestyle Activities Officers   

233. The HSU considers it to be of fundamental importance that appropriate career 

progression be provided for Recreational/Lifestyle Activities Officers and 

considers that progression through Levels 3 to 6 should be available for such 

employees. We understand that the ANMF supports the HSU’s claim for these 

employees. The HSU anticipates that the inclusion of only one level for 

Recreational/Lifestyle Activities Officers in the ANMF’s classification structure 

may be an oversight or drafting issue arising from the coverage of the ANMF and 

the ANMF’s proposal to carve Care Services workers out of the current 

classification structure in the Aged Care Award. 

234. The HSU’s application provides for appropriate and easy to understand career and 

pay progression for these workers. 

Question 23 

What do the parties say about the Aged Care Amendment (Implementing Care Reform) 

Bill 2022 (Cth). Will it affect the propositions in Contention 6? 

 

235. While the requirement to have a Registered Nurse on site and on duty at all times 

will, as a matter of common sense, lead to an increase in the number of Registered 

Nurses on site, this does not substantially change the conclusions that flow from 

Contention 6 as: 

a. it is presently not possible to say whether or not this will have a significant 

impact on the overall proportions, and it is not immediately obvious that it 

will; 

117https://www.courseseeker.edu.au/admissions-

information/qualifications#:~:text=Like%20a%20diploma%2C%20an%20advanced,to%20undertake%2

0more%20advanced%20learning. 
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b. it is unlikely to significantly alter the work performed by the Registered 

Nurse on duty, with its focus on administrative and higher-level care work; 

and 

c. it will not operate to reverse the trend of direct care workers performing 

higher-level duties than they might have ten or twenty years ago; instead it 

will more likely lead (as it is designed to) to a general increase in the level of 

skilled work being performed across the workplace. 

236. It should be further observed that: 

a. the Bill has not yet been passed and could be amended; and 

b. there are existing facilities which have an RN rostered on duty at any one 

time, which will not be affected. 

237. Fundamentally the Commission ought to determine the matter based on the 

evidence before it which, (for obvious reasons) does not provide a basis for 

speculating how the bill might impact the work performed by direct and indirect 

care workers. 
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AUDIO RECORDING COMMENCES                                                 [4.30 PM

PN1          
JUSTICE ROSS:  - - - sitting with you, but have I missed any organisation or any

PN2          
MS J LOMBARDELLI:  Apologies, your Honour.  This is Lombardelli, initial J.  
appearing on behalf of ABI, ACSA and LACSA.

PN3          
JUSTICE ROSS:  Sorry, Ms Lombardelli.  Look, the short point I wanted to raise 
is on my calculation the unions have filed six expert reports and witness statemen
some 99 lay witnesses; 54 from the HSU, 27 from the ANMF, 18 from the UWU. 
question is, is my maths right?  The HSU has filed the bulk of them.  Mr Gibian?

PN4          
MR M GIBIAN:  Yes, your Honour.  As I understand, so far as the HSU is concer
were 39 statements in total in relation to residential aged care, 18 in relation to ho
the SCHADS Award.  I have been provided with a list of the numbers.  I haven't d
maths in my head, but it looks like your Honour would be correct.

PN5          
JUSTICE ROSS:  Yes, so I've got roughly 99 lay witnesses from the unions and si
experts.  Does that sound about right?

PN6          
MR GIBIAN:  It does.

PN7          
JUSTICE ROSS:  All right.  I 've got eight lay witnesses from ABI.  Is that right,
Ms Lombardelli?

PN8          
MS LOMBARDELLI:  Yes, that sounds right.  Thank you, your Honour.

PN9          
JUSTICE ROSS:  I understand you want two days of inspections, is that also righ
Melbourne and one in Sydney?

PN10        
MR GIBIAN:  Yes, your Honour.

PN11        
JUSTICE ROSS:  All right.  Ms Lombardelli, can I go to you then.  Can you give 
indication of how many of the experts and the lay witnesses you propose to cross‑

PN12        
MS LOMBARDELLI:  Yes, your Honour.  We're still working our way through an
list and we're working towards that with the HSU's lawyers, as well.  We have had
initial discussions with them to try to reduce the list, but at this stage we're lookin
all witnesses for cross‑examination.

PN13        
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MS LOMBARDELLI:  Yes, your Honour.  With the lay witnesses we're looking b
20 to 30 minutes and we would say roughly about 20 minutes for each expert, as w

PN15        
JUSTICE ROSS:  Okay.  You're not all going to be able to cross‑examine the eigh
witnesses about the same issues, but, Mr Gibian, can you give me an indication as
want to cross‑examine each of those witnesses?

PN16        
MR GIBIAN:  That's the present position, your Honour, although for my part I do
the cross‑examination would be particularly lengthy.  I think three or four of them
probably, what, be one to two hours, the other three or four would probably be mo
to 20 minutes - or maybe 20 to 30 minutes to be safer.

PN17        
JUSTICE ROSS:  Yes, so that was four - - -

PN18        
MR GIBIAN:  Four of them for one to two hours, the other - and this is being gen
perhaps.

PN19        
JUSTICE ROSS:  Yes.

PN20        
MR GIBIAN:  But the other for less, for maybe half that time really; 20 to 30 min

PN21        
JUSTICE ROSS:  Right.  Anything you wanted to add to that, Mr McKenna or
Mr Redford?

PN22        
MR J McKENNA:  Your Honour, this is McKenna, initial J, for the ANMF.  I bro
with Mr Gibian's estimate.  I was going to say between 30 minutes to one hour for
obviously it may well be that there is overlap on the cross‑examination.

PN23        
JUSTICE ROSS:  Yes.

PN24        
MR McKENNA:  We'll obviously endeavour not to trouble the witnesses and the
Commission if - - -

PN25        
JUSTICE ROSS:  Well, you can take it that we probably won't be permitting over
you'll have to sort out between yourselves how you want to divide the cross‑exam
a witness.  It's unlikely that we would permit a witness to be cross‑examined abou
issue twice, so if you bear that in mind.  Here's my problem and the reason why I 
have this discussion.  The matter is listed between 26 April and 11 May; that's 12 
days.  If you take out two days for the inspections, you're down to 10 days.

PN26        
If I take just the union witnesses, experts, et cetera, and the estimate of time, that a
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Assuming we start at 9.30 each day, we usually go through to about 11.30.  It vari
witness availability.  We have a short break, 15 minutes, then we go through to 1.0
have a one‑hour break, then we sit from 2.00 to 4.30.  Now, as those of you who h
appeared before me before know, you know, I am content to sit late when required
pretty conscious that here you have got a block of 10 sitting days and it might turn
by exhaustion.

PN28        
Look, if I look at the other cases that I've been involved in that have this number o
particularly lay witnesses - and this might be different, Ms Lombardelli.  I'm not m
any pejorative comment or anything of that nature, but often the cross‑examinatio
around a couple of issues seeking to extract particular concessions usually around
some hearsay point or that the evidence is confined to that particular person's expe
You have said you want to cross‑examine the six experts for 20 minutes which rat
suggests to me that that cross‑examination also might be around discrete issues.

PN29        
I think wherever possible I would encourage both sides - and the reason I wanted 
this chat now rather than leaving it until next week - to give some thought to whet
can reach a resolution of some of these matters either by conferring with the witne
you're calling so they could clarify an aspect of evidence, if that's an issue, or by m
appropriate concessions.  I can assure you that if the cross‑examination of 99 lay w
follows the same pattern at the start and certain concessions are made, I'm going t
revisiting this issue when we're about six or seven witnesses in.

PN30        
I am also conscious that we may be unnecessarily taking up the time of witnesses 
there might be another way home.  So that was really the purpose of the mention, 
you're going to pursue the cross - you know, of course you're entitled to, I'm not su
otherwise - then if that's the case when we meet next week, I'm going to need to lo
splitting the case.  We will need to find other dates for the cross‑examination of th
witnesses, so you need to bear that in mind.

PN31        
Just on the simple maths, it's not going to work in the time we've got and I want to
that there is fairness to both sides.  I don't want you to be in the position where yo
having to cross‑examine half a dozen witnesses in the remaining two hours of the 
hearing time and that may prejudice your case.  Okay, so are there any questions a
of that?  It's really intended to give you food for thought rather than to elicit a resp
today.  Any questions about the Bench processes?  Anything I can help you with?

PN32        
MR GIBIAN:  Your Honour, it's Mr Gibian.  There were two matters I was going 
The first is - and this is not to at all cut across anything your Honour has just said,
purely a matter of inquiry - I've been told that we were at least under the impressio
and 13 May had been set aside at least on a contingent basis if they were necessar
used.

PN33        
JUSTICE ROSS:  Yes, one of those dates is not available; that is the 13th.

PN34        
MR GIBIAN: I understand your Honour It was just more a query not as I say
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PN36        
MR GIBIAN:  The other matter I was just going to raise is - we maybe can deal w
next week - in relation to the inspections that are proposed.  I'm not sure whether
your Honour wants to hear at least - - -

PN37        
JUSTICE ROSS:  Sure, yes.  No, no, I'm happy to hear.

PN38        
MR GIBIAN:  In short, as I understand the proposal at least from the unions jointl
least as agreed between the unions was for there to be inspections on Wednesday, 
and Thursday, the 28th of April, in Sydney on the Wednesday and in Melbourne o
Thursday, with three locations, I think as I understand it at least, relatively geogra
related on each of those days.

PN39        
JUSTICE ROSS:  Okay.

PN40        
MR GIBIAN:  Obviously we can provide more details of the proposal, but I thoug
that might be of assistance to your Honour.

PN41        
JUSTICE ROSS:  Yes.  Look, it may also be useful for you to have a discussion a
yourselves about how those inspections are going to be conducted.  In saying that
tell you what I want to avoid.  I want to avoid a sort of rugby scrum of representat
surrounding the - well, it will be Asbury DP in Sydney and it will be myself and O
in Melbourne - sort of making a running commentary as we go around and essenti
know, seeking to put evidence or make submissions on the run.  I think it needs to
more controlled than that.

PN42        
Desirably you should limit the number of representatives that are going to be there
facility and you should be very clear that it's what you are going to show us.  We'r
going to have a transcript recorder there, you're not going to be recording what yo
us, so you need to discuss amongst yourselves how it's going to work.  Okay?

PN43        
MR GIBIAN:  Yes, well, for our part at least we are fully conscious of those issue

PN44        
JUSTICE ROSS:  Yes.

PN45        
MR GIBIAN:  We have had some thoughts at least about limiting the number of p
how the inspections could hopefully be practically run as efficiently and productiv
possible.

PN46        
JUSTICE ROSS:  Look, I'm also assuming that - and I might be wrong about this 
arranging the inspections in compliance with whatever the public health orders are
respective states, because I thought there was a limit; at one point, only relatives o
residents could visit aged care facilities.  There are vaccination requirements, et ce
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prior to entering, and to wear a mask, but other than that I don't understand there t
restrictions that would prevent the type of inspection that has been proposed.

PN48        
JUSTICE ROSS:  Yes.

PN49        
MR GIBIAN:  I think the Nurses Federation's proposal is in Melbourne, so I'm no
myself of the situation in Victoria.

PN50        
JUSTICE ROSS:  Okay.  Well, in Sydney I'm assuming that you will have the rap
tests available and, what, the member will take the test outside the facility and the
15 minutes?

PN51        
MR GIBIAN:  The (audio malfunction) at least was that the staff of the facility su
that process.

PN52        
JUSTICE ROSS:  Okay.

PN53        
MR GIBIAN:  We will ensure that that can be done.

PN54        
JUSTICE ROSS:  Okay.  No problem.

PN55        
MR GIBIAN:  Yes.

PN56        
JUSTICE ROSS:  Then, Mr McKenna, what do you know about the situation in V

PN57        
MR McKENNA:  Your Honour, I don't know off the top of my head, but we will e
that whatever the protocols are they are clearly conveyed to the tribunal and to the
parties, and we'll make sure that that's all known well in advance.

PN58        
JUSTICE ROSS:  Yes.

PN59        
MS L SVENDSEN:  Excuse me, your Honour.

PN60        
JUSTICE ROSS:  Yes, Ms Svendsen.

PN61        
MS SVENDSEN:  I can actually just update you very quickly - it's Leigh Svendse
current state of affairs in aged care in Victoria - I visit often, my mother is in one -
masks.  They will usually give you face shields you have to put on you when you 
You have to be vaccinated and show your certificate, and you have to show your f

tifi t t
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PN64        
JUSTICE ROSS:  I have had my flu vax, but I don't know that I've got a certificat

PN65        
MS SVENDSEN:  It's pretty easy to get.

PN66        
JUSTICE ROSS:  Yes.

PN67        
MS SVENDSEN:  Yes.

PN68        
JUSTICE ROSS:  I'll sort that out.

PN69        
MS SVENDSEN:  Last time - I'll double‑check.  You might be able to just sign th
had it now.

PN70        
JUSTICE ROSS:  Yes.

PN71        
MS SVENDSEN:  But, you know, certainly we had to show it before.

PN72        
JUSTICE ROSS:  Yes, yes.  No, look, I'll see what we can do in that regard and I'l
O'Neill C.  Is there a similar requirement in New South Wales for a flu vaccine?

PN73        
MR GIBIAN:  Not as I understand it, your Honour.  We will check that I'm not inc
that respect, but not as I understand it.

PN74        
JUSTICE ROSS:  Okay.

PN75        
MR LOMBARDELLI:  If I may, your Honour, we have had some feedback from 
potential site visits, Uniting, and the feedback they provided us is that we will just
comply with any directions that they would give the visitors.  We obviously need 
that if there is a COVID outbreak at the facility, then we will not be able to visit, b
take a RAT test and that we also wear PPEs, what they have said so far.

PN76        
JUSTICE ROSS:  Okay.  Well, I suppose it's another argument in favour of reduci
numbers.  I don't want to unnecessarily disrupt the staff or the residents of the faci
we're visiting, so if you could bear that in mind.  All right, well, I'd encourage you
the discussions, seek to limit the cross‑examination by either clarification of the ev
the purpose its given, or by appropriate concessions.  I will see you all again next 
Anything else?

PN77        
MR McKENNA:  Your Honour, just before we adjourn again - - -
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MR McKENNA:  McKenna, initial J, for the Federation.  As has been raised, wha
currently proposed is views on day two and day three of the hearing.

PN80        
JUSTICE ROSS:  Yes.

PN81        
MR McKENNA:  I presume that then leaves the first day for openings.

PN82        
JUSTICE ROSS:  It does.  Well, I'm not wild about openings, Mr McKenna.  You
made your submissions.  Is there much point?  You will have an opportunity to ma
further submissions and then closings.  What would be the purpose of the opening

PN83        
MR McKENNA:  Well, your Honour, that's why I raise it, because I for one don't 
be wasting the tribunal's time.  We do have that day.

PN84        
JUSTICE ROSS:  We can deal with the expert evidence, presumably, because the 
that is said to be about 20 minutes.  There are six of them.

PN85        
MR McKENNA:  Yes.  Unfortunately, I can indicate for the ANMF our witnesses
available on that first day.

PN86        
JUSTICE ROSS:  Which are yours?  I see, yes, the Smith Lyons report.

PN87        
MR McKENNA:  Yes, and Junor(?).

PN88        
JUSTICE ROSS:  Junor(?), yes.

PN89        
MS LOMBARDELLI:  If I may, your Honour, make a suggestion on the run with 
could be possibly done on the first day - - -

PN90        
JUSTICE ROSS:  Certainly.

PN91        
MS LOMBARDELLI:  - - - which we see could be of value to the Commission its
to possibly have a witness from each kind of category in a residential aged care fa
for example, a personal care worker, someone that might work in the kitchen, a ga
maintenance person, a laundry person, to give some evidence on that day for
cross‑examination so that might help the Commission when we do attend on the s
as well.  That might be a good use of that time, subject to other parties' views.

PN92        
MR McKENNA:  Look, I think that might present some practical difficulties for u
we'll have some - - -
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to make a short opening I'm not wanting to rule that out.  I certainly think we shou
use the time that's available on that day if we can.

PN94        
MR McKENNA:  Certainly the parties will obviously work together to include in 
schedule that we put before the Commission some - to make use of that first day a
can.

PN95        
JUSTICE ROSS:  Yes, okay, but I don't want that to distract you also from trying 
the broader issue of whether it's necessary to cross‑examine all the witnesses in th
has been foreshadowed and whether there is another way of dealing with the issue
arise in that evidence.  If you give that some thought and I'll hear about that in you
schedule when we meet next week.  All right.

PN96        
Look, I think once we know or have a better idea about what you want to do on ea
and which locations, if you can also give some thought to - there was some indica
some wanted to be physically present, et cetera.  There is no difficulty with your a
Commission proceedings or having break‑out rooms.  I'm not sure - well, speakin
myself, I won't be in the hearing room.  I'm still not in a position where I'm that co
in face-to‑face hearings with what might be a large group of individuals, so I'll be 
video monitor in my chambers.  I don't know what O'Neill C would be doing, or A
indication.

PN97        
Give that some thought, but, look, we're happy to facilitate the use of rooms, break
rooms and the like.  We just need to have some better idea and you can give that to
week about what your requirements are.  Anything further?

PN98        
MR GIBIAN:  No, thank you, your Honour.

PN99        
JUSTICE ROSS:  No?  Thanks very much.  We will adjourn.

ADJOURNED TO A DATE TO BE FIXED                                         [4.53 PM

5952



  

 
 
 
 
 
TRANSCRIPT OF PROCEEDINGS
Fair Work Act 2009                                                    
 
JUSTICE ROSS, PRESIDENT
 
AM2020/99
 
s.158 - Application to vary or revoke a modern award
 
Application by Ellis & Castieau and Others
(AM2020/99)
 
Nurses Award 2020
 
Melbourne
 
12.00 PM, FRIDAY, 22 APRIL 2022
 
Continued from 13/04/2022
 

5953



5954



PN100      
JUSTICE ROSS:  I'll just briefly go through the appearances that I have.  For the 
Mr McKenna with Mr Hartley of counsel.  For the HSU, Mr Gibian with Ms Saun
the UWU, Mr Redford.  For ABI and various other employer interest, Mr Ward.  A
Deagan for the Aged Care Workforce Industrial Council.  I notice you're also on th
Ms Dowst.  Whilst I'm always happy to see you, I'm just - I was wondering about 
in the proceedings.

PN101      
MS DOWST:  I'm with Mr Gibian, your Honour.

PN102      
JUSTICE ROSS:  Okay, thank you.  So, let me run some issues about where I thin
up to and a proposal for how we might deal with the volume of evidence.  HSU fi
hearing plan.  It wasn't a joint hearing plan, it was their proposal.

PN103      
Before I seek ABI's views on the hearing plan, Mr Ward, I just want to ask you so
questions about the cross‑examination of the lay witness evidence, the union lay w
evidence.  You can divide that evidence broadly into two categories.  There are so
15 union officials giving lay witness evidence, and there are – you know, on my c
which, you know, may not be right – 82 employee lay witnesses, if I can describe 
way.  They predominantly work in aged care, but some also work in the home car

PN104      
If I look at those 82 – so I'm not talking here about the union officials; I'm talking
82 lay witnesses - do I apprehend that the cross‑examination of those witnesses is 
be relatively short?  I would imagine that you may be seeking to clarify some issu
statement, perhaps about whatever changes in the way they perform their work ha
occurred, et cetera.  Is that broadly right?

PN105      
MR WARD:  Yes, your Honour.  I might use a slightly different phrase in the sens
certainly be contained, and it will be targeting elements that are fairly common to 
them to, as it were, deal with matters that they've perhaps been quiet about rather 
necessarily fundamentally trying to contradict what they've said.

PN106      
JUSTICE ROSS:  Okay.  So it's not likely to be an area where credit is at issue.  Y
seeking some elaboration?  All right.  Thank you.

PN107      
MR WARD:  Again, it's all that value(?) case.  I'm not really sure credit really com

PN108      
JUSTICE ROSS:  No, I had worked on that assumption.  Look, I've discussed wit
other Members of the Bench just how the Commission resources can be efficiently
in this.  What we're proposing is that O'Neill C, sitting alone, would hear the evide
those 82 lay employee witnesses.  The Full Bench would sit to hear the cross‑exam
of the 15 union official lay witnesses, the experts and the employer lay witnesses, 
we apprehend there may be more detailed cross‑examination in respect of them.

PN109
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So I want to discuss that proposition with you first, and then go to the other matte
need to deal with.  Mr Ward, do you have any issue with that?

PN111      
MR WARD:  I have no objection, your Honour.

PN112      
JUSTICE ROSS:  All right.  Mr Gibian?

PN113      
MR GIBIAN:  Ultimately it's obviously a matter for the Commission.  I'll just see
instructions as to whether we have any particular opinion we would like to expres
that.

PN114      
JUSTICE ROSS:  All right.  Well, you'll need to do that quickly, because we'll be 
- -

PN115      
MR GIBIAN:  (Indistinct).

PN116      
JUSTICE ROSS:  - - - (indistinct) to do so, and you would need to structure your 
schedule accordingly.

PN117      
MR GIBIAN:  I understand that, but your Honour, there are some availability issu
relation to the experts, but I think they are already proposed to be concentrated at 
two particular times.

PN118      
JUSTICE ROSS:  Yes.  Look, I'm really here talking about the union official lay w
rather than interspersing them with the employee lay witnesses.  If you can aggreg
that would be helpful.

PN119      
MR GIBIAN:  I understand, your Honour.

PN120      
JUSTICE ROSS:  All right.  Mr McKenna?

PN121      
MR McKENNA:  Thank you, your Honour.  I had some technical difficulties join
conference – the mention, I'm sorry.  I might defer to Mr Hartley to respond to the

PN122      
JUSTICE ROSS:  Sure.  Mr Hartley?

PN123      
MR HARTLEY:  Your Honour, I think we're in the same position as Mr Gibian.  I
strike me as being something to which we immediately object, but I'd like the opp
to take some instructions about that, if I may, your Honour.

5956



JUSTICE ROSS:  If we don't adopt that course we'll need to revisit the availability
and what have you and we'll do that on Tuesday, and that may extend the hearing 
the dates that are scheduled.  The difficulty we have is that, well, I'm aware that A
is not available next Friday, and I'm constrained beyond the dates that are already 
the annual wage review.  So it may put us - if we adopt a different course, it may p
July, but you can bear that in mind when you give some thought to where you wan
Mr Redford, was there anything you wanted to say about any of this?

PN127      
MR REDFORD:  Your Honour, bearing in mind that the applicant unions will exp
view in due course, from UWU's perspective the proposition doesn't cause us any 
difficulties, and say if we're just working through the availabilities of people, we c
with the matter if it was done that way, your Honour.

PN128      
JUSTICE ROSS:  Okay.  Look, I think it actually makes it easier to work through
availabilities, because you'd only have to contact one Chambers and any shift in –
wanted someone to come on late, or by telephone or whatever, then we don't need
three people to focus attention on it.

PN129      
Can I then move through the other issues?  In relation to the experts, I wasn't sure
you're proposing to deal with the Smith and Lyons report.  Is Professor Smith and
Dr Lyons, are they giving concurrent evidence or how's that going to work, or are 
requiring one of them for cross‑examination?  It's not really a question for you,
Mr McKenna; it's a question for Mr Ward.

PN130      
MR WARD:  Well, I actually had assumed, having read it, that it was sort of like o
them was more involved than the other, and I had assumed that that person would
make themselves available, but I might be corrected on that.

PN131      
JUSTICE ROSS:  Which one do you want to cross‑examine, or do you want to
cross‑examine both?

PN132      
MR WARD:  I have to get some instructions on that, your Honour.  I don't have th
hand.

PN133      
JUSTICE ROSS:  Then if you can discuss that with Mr McKenna and just sort ou
you want to do, whether both are required, whether it's concurrent, or there's some
proposition.

PN134      
On the inspections on Wednesday in Sydney, Asbury DP will be attending those.  
are any additional requirements, Mr Gibian, you mentioned that you'd make some
about flu vaccs and what have you.  I don't think at that stage you were aware of a
there are, if you can advise Asbury DP's Chambers.

PN135      
MR GIBIAN: Of course, your Honour.
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PN137      
While I remember, there's an odd – or not odd, but you know – there's a statement
been filed of a Mr Paul Crantock, who is the CEO of Tandara Lodge Community 
not a statement that has been filed any of the principal parties.  Well, look, withou
to seem to be making a ruling in relation to any of it, it looks a bit like a submissio
sort of filed as a statement.  I wonder if - has anyone heard of Mr Crantock, or are
aware of him in any way at all?

PN138      
SPEAKER:  No, your Honour.

PN139      
JUSTICE ROSS:  Okay.  Well, look, it's not urgent.  We'll make - look, it should b
website but I'll ask my Associate to forward to each of you a copy of the statemen
will make an inquiry of Mr Crantock as to whether he intends it to be a witness sta
a submission in the proceedings.  And depending on the answer to that, well we'll 
know either way and see what flows from it.

PN140      
Can I deal with the digital court book.  The HSC and ANMF have identified some
omissions or corrections.  They've been rectified and look, you'll have the opportu
any time during the course of these proceedings, if there's something you want to 
add to the court book, you're at liberty to do that.

PN141      
In relation to the objections to the evidence, I think you've each taken the position
you're not making a formal objection but you're all reserving your position to mak
submissions as to the weight that should be attached to particular aspects of the ev
before us.  If I'm not right about that assumption or that characterisation please let
but that's how I had read them.

PN142      
Also, in relation to attendance, the HSU and UWU have advised that their advoca
witnesses will attend via Teams. Is that the same in your respect, Mr Ward?

PN143      
MR WARD:  It is, your Honour, unless anybody wants people face to face, in whi
we'd organise that.

PN144      
JUSTICE ROSS:  Okay.  Look, the ANMF takes a different view and it looks like
proposing to rock up for your opening on Tuesday to address an empty room in M
Is that the case?

PN145      
MR McKENNA:  Your Honour, that's what is proposed for the federation.

PN146      
JUSTICE ROSS:  You appreciate there'll be no Commission member in that room

PN147      
MR McKENNA:  That is understood.  It seems from the ANMF's perspective that
some value in at least having us in one room and not being reliant on individual te

5958



them to attend in person.  The witnesses, I think you've mentioned four of them, a
those is an aged care nurse, Mr Andrew Venosta.  Well, on the proposal I outlined 
Mr Venosta's attendance should be organised through O'Neill's C chambers.

PN149      
As for the other witnesses, you'll need to advise my chambers by 2 pm on the day
you want them to appear in person so that we can organise security access.  Again
won't be anyone else there.  I'm a bit staggered that you can't manage - have a secu
technology link between the ANMF and counsel, but nevertheless if that's your po
that's your position.

PN150      
MR McKENNA:  Your Honour, can I just indicate as well that the communication
Commission to your chambers yesterday, that dealt with the evidence, the hearing
so forth set out the attendees, legal representatives and representatives from the A
phone numbers, so I'll make sure that if there are any additional persons then that'
to the Commission's attention as soon as possible.

PN151      
JUSTICE ROSS:  Yes, and we'll have someone downstairs in the 11 Exhibition St
entrance.  I'm assuming it's in Melbourne?

PN152      
MR McKENNA:  Yes.  Yes, your Honour, thank you.  And your Honour referred 
Andrew Venosta is an official - an employee of the federation.

PN153      
JUSTICE ROSS:  Okay.

PN154      
MR McKENNA:  He gives evidence about his experience.  Some of his evidence 
is experience working with the industry but he's probably got a foot in both camps

PN155      
JUSTICE ROSS:  All right.  Well, in that case you'll advise my chambers if he's c
for whatever reason.

PN156      
MR GIBIAN:  Your Honour, can I just add, so far as the HSU's concerned, arrang
have been made to attend the Commission premises in Sydney for the first day of 
hearing only.  I think those have been put in place.

PN157      
JUSTICE ROSS:  With whom?

PN158      
MR GIBIAN:  I'm sorry, your Honour?

PN159      
JUSTICE ROSS:  With whom have they been put in place?

PN160      
MR GIBIAN:  I mean internally within the HSU and I think we had communicate
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PN162      
MR GIBIAN:  I think we've partly done that because we're unsure whether Asbury
going to be in the court room in Sydney or not and we didn't want to be rude.  But

PN163      
JUSTICE ROSS:  No, Asbury DP will not be - - -

PN164      
MR GIBIAN:  I now understand that that's the case - I now understand that that's 
but it was still our intention to attend the court room in Sydney, just for the first da
hearing.

PN165      
JUSTICE ROSS:  All right.  I'll let the Sydney registry know.  Look, can I sugges
- those who are attending in person arrive at the premises at least 15 minutes befor
case there's any hold up in getting you into the building.

PN166      
MR GIBIAN:  Of course, your Honour.

PN167      
JUSTICE ROSS:  Okay.  So, the union parties will advise if there's any objection 
suggestion about O'Neill C hearing the evidence of the employee lay witnesses.  I
do that by 4 pm today.  Is there anything else?

PN168      
MR WARD:  Your Honour, can I just indicate to you that we'll need to take up an 
Mr Greyson who's organised the schedule so that we can actually find out who the
witnesses for each day actually are going to be.  Because at the moment they're no
identified.

PN169      
JUSTICE ROSS:  Yes.  No, no, I suspect, Mr Ward, the schedule will need to be
recalibrated in any event, in the light of the proposal about the employee lay witne
versus the unions.  But I have a similar issue.  We'll need to know at least two day
the witnesses are going to appear so that we can familiarise ourselves with the stat
just make sure we've got them ready and the thing goes seamlessly.

PN170      
MR WARD:  Yes.  Thank you, Your Honour.

PN171      
MR GIBIAN:  That was certainly the intention, your Honour. Obviously there's a 
practical arrangements that have to be put in place for that to occur but we'll obvio
endeavour to notify everyone an order of particular witnesses as soon as we can.

PN172      
JUSTICE ROSS:  All right.  Well, we'll re-visit that issue during the opening on M
sorry, Tuesday.  I think the witnesses that are proposed to be called on Tuesday aft
are - am I right about that, employee lay witnesses?

PN173      
MR GIBIAN:  No, your Honour.  The union (indistinct) the HSU.
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PN175      
MR GIBIAN:  I'm sorry, your Honour?

PN176      
JUSTICE ROSS:  Who is calling those witnesses?  I just don't have - - -

PN177      
MR GIBIAN:  They're our witnesses, your Honour.  The HSU.

PN178      
JUSTICE ROSS:  So, you'll advise us of their contact details for the purpose of th
hearing.

PN179      
MR GIBIAN:  Of course.

PN180      
JUSTICE ROSS:  Okay.  Anything further?

PN181      
MR McKENNA:  Your Honour, can I just raise a couple of logistical housekeepin
matters.  In terms of the use of the digital hearing book, and please excuse my ign
but is it anticipated that through Microsoft Teams it'll be possible to share docume
witness, so that everything that a witness will need to see will be made available t
through Microsoft Teams?

PN182      
JUSTICE ROSS:  If you want to - look, if it's in the digital hearing book yes, the w
can have access to that.  If you want to show a witness a document that's not in the
book and you don't particularly want the witness to see it before you're cross-exam
then you can obtain the email address of the witness, email it to the witness and to
Bench and to the other parties, and just, you know, as you're prior to cross-examin
we can open it and then we'll add it to the court book later.  I'm conscious that, you
you want to put something to a witness that is - might be something they've said e
that's inconsistent with what they're now saying, for argument's sake, you're going
to do that with the full theatrical flourish, Mr McKenna.

PN183      
So, what we've done in other cases is not put in a court book but you simply advis
before that look, there's material you want to put to the witness.  If it's publicly av
material like an annual report of the aged care report, something like that, there's u
difficulty with providing it beforehand but you're not required to.  But we'll manag
logistics of that as we encounter it in each instance.

PN184      
I think - well, you won't be cross-examining anyone for a while so you've got a bi
to think about what material you might want to put and whether or not it's in the c

PN185      
MR McKENNA:  Thank you, your Honour.  That's very helpful.  One other issue 
whether the Commission proposed to make an order for witnesses out.  Now, I exp
there will be overlapping scenes of cross-examination, probably for all sets of witn
the Commission is minded to make such an order, I note that Kristen Wischer who
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but I'm content to leave it to you and come back on Tuesday with what you've agr

PN187      
MR McKENNA:  Thank you, your Honour.  We will discuss that.  The only other
that I had to raise was that - and this might be something that perhaps could be rai
administratively with the Commission.  But the ANMF's submissions and witness
statements were filed on 29 October appeared to have disappeared from the major
website, your Honour.  So, I'm not sure if we should write to someone within the
Commission to bring that to their attention or if there's perhaps reason that that's o

PN188      
JUSTICE ROSS:  I can't think of a reason.  I know that we've transitioned to a new
and platform, that's probably the explanation.  Are they in the court book?

PN189      
MR McKENNA:  They are, yes.

PN190      
JUSTICE ROSS:  Well, then it doesn't really matter but I'll make the inquiry and I
someone let you know.

PN191      
MR McKENNA:  Thank you, your Honour.

PN192      
JUSTICE ROSS:  The digital court book, if you can look at it this way, it's intende
assist parties by making it easier to refer to documents.  We'll see how that works 
practice but that's the intention.  From the Bench's perspective, you should work o
assumption that we'll have regard to all the material in the digital court book, and 
material.  So, bear that in mind.

PN193      
Obviously the transcript will go in there, any documents that are tendered et cetera
in there.  It avoids - also avoids the need to mark witness statements.  You can sim
when you come to your witness that you can swear the witness up to the statemen
obviously and then note that the statement appears at whatever the pages are in the
book and we proceed on that basis.  Okay?

PN194      
MR WARD:  Your Honour, sorry, can I just ask one question if I might.  Is the Co
intending to have a hard stop at 4 o'clock on every day or if we do - - -

PN195      
JUSTICE ROSS:  No.

PN196      
MR WARD:  I'm happy to give everything the college try but we might need - we
over on some days.

PN197      
JUSTICE ROSS:  No, no, absolutely.  I think we'll endeavour to help, you know.  
we'll take the temperature of the room.  If - I don't want it to be trial by exhaustion
but the likelihood is that we would want to finish a witness on a day.  So, we woul
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that might be available to be put in, so that we don't have any gaps in time.  I'm al
certain that there'll be gaps in the time available.

PN198      
Every other case that's involved this many witnesses, you know, you have periods
you're having to adjourn at 12 and your next witness isn't till two, so let's see, to th
you can, if we've got - you've got some flexibility to slot someone in if you need t
long as you let the cross-examining party know that that person may also be called
gap, then no one should be disadvantaged by that course.  Okay?

PN199      
And look, I'd encourage you to discuss any scheduling issues amongst yourselves 
to reach an agreement.  You'll no doubt be seeing quite a bit of each other over the
weeks, so I think to the extent you can sort those sorts of things out without needi
direction or ruling from us, you can take it if something generally suits all of you 
not going to be leaping up and down about it.  Okay?  All right.  Thanks very muc
see you on Tuesday.

PN200      
MR WARD:  Thank you, your Honour.

PN201      
JUSTICE ROSS:  I'll adjourn.

PN202      
MR McKENNA:  If the Commission pleases.

ADJOURNED UNTIL TUESDAY, 26 APRIL 2022                          [12.27 PM]
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PN203        
JUSTICE ROSS:  Good morning.  I take it there are no changes in the appearance
There were some preliminary matters I wanted to raise before we move to your op
The first relates to a statement that we published regarding the proceedings.  I'm a
everyone has a copy of that.  It was sent to each of you, and it was published on th
I think yesterday.  There are a couple of issues.

PN204        
We attach an attachment A, a document which divides the 106 witnesses into the v
categories, that is, the union lay witnesses into those made by union officials – we
union lay witnesses, and the 81 witness statements by persons employed in aged c
home care as the employee lay witnesses.  I'd invite you to check we've got the
characterisation right, because there was an error I think earlier with one of the AN
witnesses.  We put it in the wrong spot.

PN205        
The second point is that at para 16 to 18 we note that a revised hearing plan will n
done to reflect the way we're proposing to deal with the matter, and also to identif
witnesses are actually going to be called on which day, rather than referring gener
seven lay witnesses, or whatever it might be.

PN206        
I wanted to explain paragraph 18 because, you know, it may not have been clear.  
expect you to file the full hearing plan, but we want to know what's ahead of us fo
week or so.  We understand the logistical challenges of trying to fit people in and 
always be possible to have a clear delineation between employee lay witnesses an
lay witnesses or experts.  We ask you to make your best endeavours on that, but w
to see something by no later than 4 pm on Thursday about what you're up to for th
week.

PN207        
The last issue on the statement is about the mode of hearing.  We received some a
from the ANMF, late on Friday I think, clarifying that they propose to appear by T
just wanted to ask, because your original position was your advocates would be in
as well as I think four or five identified witnesses who were I think union lay witn
we've assumed that - and we've said as much in the statement - that all witnesses w
appearing by Teams, but is that going to be different for the ANMF for those witn
not?

PN208        
MR J MCKENNA:  No, your Honour, it will not.  All witnesses will be appearing
Teams.

PN209        
JUSTICE ROSS:  Thanks for that indication, Mr McKenna.  I might also mention
you raised about (audio malfunction) Major Cases website.  I think we've already
communicated - my associate's communicated with, well, someone from the ANM
the reason for that was it contained unredacted personal information.  The persona
information either has been or is being redacted.  I've asked that they provide your
organisation, or the organisation you represent, with the redacted version; make su
happy with that before it's posted on the Major Cases website.

PN210
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as well as PDF?  It makes it much easier for the preparation of any background do
or indeed in the drafting of the decision, if we've got Word documents to work wit

PN212        
The second last issue is – I want you to think about this, not respond to it now par
and it may be that in thinking about it you just think no, it'd be too much trouble a
don't want to do it, and that's fine.  In reading the submissions, a number of you co
and in the reply submissions - that there are areas where you've got a common pos
there are also areas of difference obviously.

PN213        
To give you some examples, I think it's the HSU in reply notes that ABI's overview
predecessor awards to the Aged Care Award is – I think it's characterised as 'fairly
comprehensive.'  I've taken that to be that they don't take issue with it, and it may 
of the other award history material is uncontentious.  So I want to find a way of id
what's uncontentious.

PN214        
There is a significant part of the section 157 work value material that is or appears
uncontentious.  There are obvious areas where that's not the case and that might g
significant and addition point, and the extent to which the comparison of classifica
levels across awards is relevant.

PN215        
I'm just wondering how do we - well, I mean I'm happy to go through them and ha
at what I think's, you know, broadly agreed and what's not and we can put out a ba
document and you can comment on it.  Or, you know, more desirably from my per
less desirably from yours, you can do it.  So, have a think about it.  At least let's - 
some differences between the ANMF and the HSU.  Now, there may be difference
emphasis in the approach to work value but at least narrowing those would be of a

PN216        
So I'd like you to have a think about that over the course of the next week or so.  O
your hearing plan I'll fit in with that and do a short mention and we'll discuss that 
identification of what's uncontentious and what's in dispute at that mention, but it 
for a week or so.

PN217        
Can I also - there is one issue, Mr Ward, that you might usefully address, either th
morning or at some point but both the HSU and the ANMF make the observation 
their view some of the - what they characterise as your assertions in the written su
contradict the aged care sector stakeholder consensus statement.  The HSU reply m
this, I think at 27 to 28.  The ANMF reply at 11.  And the proposition's put, at leas
HSU, that well, when you're making those statements you're really just talking for
not for the other parties you represent.  So, some clarity around, well to the extent
any inconsistencies, what are we to be guided by;  the stakeholder consensus or th
submission?  And if it is the case that there is a difference and the submission is to
then what do you say about the proposition that you're only speaking for yourself 

PN218        
That brings me to the directions, and this is really something else for you to think 
don't want an answer now.  I just want you to think it through.  Bearing in mind, lo
likely that we will publish a summary of the submissions of the parties and if you
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I note that the - two things about the remaining directions.  The first is that you're 
closing written submissions, the current direction says regarding the evidence by 3
and then submissions in reply on the evidence by 24 June.  Now, that was original
that way, look, mainly to avoid you repeating everything you've already said in yo
submissions, so it's intended to try and confine the material.  But there will be the 
documents - two things.  There will be the other documents that the Commission w
publish that you should have an opportunity to comment on.  The second point is 
doesn't seem to be a provision for a reply by the employers to what the unions say
their submission and that opportunity should be provided.  Otherwise, it'll end up 
in an oral argument and the unions will need to respond to it on their fee.

PN220        
So, I just want you to think about that timeframe; how those directions are structu
want you to discuss it amongst yourselves collectively and see if any amendments
necessary, either in timing or in the way they're expressed to let us know and we'll
that at the mention at some stage next week at a convenient time as well.  Any que
any of those preliminary matters before we hear from, I think, you're up first Mr G
the HSU is up first.  Any questions?  Any preliminary issues anyone wants to rais
All right.  Well, let's get cracking.  Mr Gibian.

PN221        
MR GIBIAN:  Thank you, your Honour.  Just by way of those matters, as I unders
matters that Your Honour has raised.  Just two matters.  In relation to the hearing p
expect to be in a position to provide at least for the initial period a hearing plan co
with the other unions in the timeframe that is contemplated in the statement that w
provided over the weekend.  I think we can, hopefully for the benefit of the other 
provide at an earlier time at least an indication of the witnesses that will be called 
Friday because that may be somewhat late notice if it's provided at the same time 
following hearing plan.

PN222        
And we'll also - - -

PN223        
JUSTICE ROSS:  Mr Gibian.

PN224        
MR GIBIAN:  I'm sorry, your Honour.

PN225        
JUSTICE ROSS:  Yes.  I'm sorry, Mr Gibian.  You said that you'll coordinate with
unions.  Well, we asked on the last occasion for a joint hearing plan to be submitte
was not just with the unions, it's with the employer interests as well.  So, we want
confer with them also.

PN226        
MR GIBIAN:  Yes.  We'll certainly do that, and we certainly had provided the ear
hearing plan to all of the parties and we'll certainly (indistinct) to confer - - -

PN227        
JUSTICE ROSS:  Yes.  No, no, I appreciate that.  No, no.  My point is I don't wan
provide it to them.  I want you to file it with us after you've spoken to them.  So, i
hearing plan We emphasised that point in the statement because that's not what y
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JUSTICE ROSS:  Yes.  Look, I should have raised this before, Mr Gibian, so I'm 
interrupting you but has anyone heard anything from the WA chamber?  Are they 

PN230        
MR GIBIAN:  As I understand it not and those instructing me have been in comm
with them on numerous occasions and have not received responses to those
communications.  So that's at least as I understand the situation.

PN231        
JUSTICE ROSS:  All right.  Yes.  We're in the same position.  They've been provi
time and dates of hearings, sent copies of the statement et cetera, but we haven't h
anything and there's no indication from them that they want to cross-examine anyb
right.  Thank you, Mr Gibian, please go on.

PN232        
MR GIBIAN:  Yes, thank you, your Honour.  We'll also of course give considerati
other matters that your Honour has raised.  Secondly, just by way of brief houseke
just note that we're in the court room in Sydney, as I think your Honour knows.  W
currently see anyone else on the screens that are available to us, so if there's any n
interrupt me that'll have to be done orally of course, and I apologise in advance if 
take visual cues in those circumstances.

PN233        
With that clarification, I wanted to say something in introduction to the case.  The
Bench obviously has the written submissions and the detailed documentary materi
has been filed.  The current applications, as the Commission knows, provide an hi
opportunity for the Commission to examine the work of workers engaged in the a
sector, both through residential aged care and through the provision of home care 
persons in their own homes.

PN234        
As was observed by Justice Tracey as Commissioner of the Royal Commission in
care safety and quality, the hallmark of a supervised society is how it treats its mo
vulnerable and our elderly are among the most physically, emotionally and financ
vulnerable.  An effective and appropriate system for the provision of care to aged 
whether in a residential setting or in their own homes is a critical feature, no doub
society that most Australians would want us to have.  The significance of such a s
only increased with the ageing population.

PN235        
As was recognised by the Royal Commission, nothing is more important to provid
effective and appropriate system of aged care than the composition skills of the w
involved in the provision of that care.  A highly skilled, well‑rewarded and valued
aged care workforce is vital to the success of the aged care system.  Ensuring that 
aged care workforce has appropriate conditions of employment and is properly rem
is a vital task.

PN236        
That is the reason that the HSU and the individual applicants have made applicatio
its two modern awards so as to provide for an increase in rates of pay to workers e
residential care and in the provision of home care services.  With respect, the curr
awards, in the HSU's view, fail to provide a fair and relevant safety net, and fail to
remunerate the workers engaged in aged care having regard to the skills required
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and food services.  The application with respect to the Aged Care Award seeks to 
the rates of pay for employees in each of those classification streams by an amoun
25 per cent.

PN238        
Additional changes are sought with respect to the classification structures, particu
provide greater clarity with respect to personal care worker classifications, and to 
a new level for personal care workers at aged care employee level 6 for specialise
care workers engaged in specialised care such as dementia care, palliative care, or
household model of care, and introduction of new role descriptions for recreationa
lifestyle activity officers and senior recreational lifestyle and activities officers.

PN239        
Secondly, the Social, Community, Home Care and Disability Services Award, com
called the SCHADS Award, covers among other things workers engaged in the pr
home care to aged persons and to persons with disabilities in a private residence, t
involving personal care such as assisting with showering, dressing and oral hygien
domestic assistance from vacuuming and mopping to cleaning toilets and bathroom
changing bedding and rubbish disposal; social support, including taking clients in
community for shopping, appointments, (indistinct); meal preparation duties, inclu
drawing up meal plans, safe food‑handling and hygiene; and incidental gardening 
maintenance tasks.

PN240        
The application with respect to that award seeks to create a new wage table for em
engaged in the provision of home care, specifically to aged persons in a private re
having the effect of increasing the rates of pay for those employees also by an am
25 per cent, incidentally bringing them, in approximate terms at least, to the level 
engaged in the provision of care to persons with a disability.

PN241        
The view of the HSU is that the Aged Care Award and the SCHADS Award fail to
appropriately reward aged care workers for the work that they perform.  The awar
makes clear that neither award has been subject to award value assessment at the t
award modernisation or since, and appears any comprehensive manner previously
time has well and truly come for that assessment to be undertaken.

PN242        
Your Honour the President observed the debates as to the approach to the assessm
work value considerations, and I don't need to address that at great detail now.  On
Full Bench has had the opportunity to review the evidence in full, in our submissi
be well‑satisfied that the increase in rates of pay sought are justified for work valu
as is required, necessary to provide a fair and relevant safety net in the terms and c
of employment consistently with the modern awards objective and the minimum w
objective.

PN243        
The present applications come before the Commission at a particular historical mo
There are at least two aspects of the background against which the Commission w
the work value considerations raised in the application of the modern awards obje
the minimum wage objective, which are appropriate to report at the outset.

PN244
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Royal Commission had occasion to consider concerned the workforce engaged in
aged care, including questions of pay and conditions of employment.

PN245        
In its final report the Royal Commission was direct.  It baldly stated that the bulk 
aged care workforce does not receive wages or enjoy conditions of employment th
adequately reflect the important caring role they play.  The final report recommen
recommendation 84 that employee organisations with relevant coverage make app
to vary the Aged Care Award, the SCHADS Award and the Nurses Award to incre
rates of pay in those awards.

PN246        
The HSU has taken up that task and indeed was congratulated for already having
commenced proceedings with respect to the Aged Care Award by the Royal Comm
itself.  The Royal Commission urged that the community as a whole needs to refle
the value of aged care workers and the essential nature of the work they do, and to
accordingly.

PN247        
Although appropriately recognising this Commission will of course exercise its ow
independent statutory role, the Commission observed that on the extensive eviden
that inquiry about the work performed by personal care workers and nurses in both
home care and residential care, the Commission considered that all three of the
section 157(2A) reasons may well justify an across the board increase in minimum
under the applicable awards, and that there was also a strong argument for parity b
residential care workers working under the Aged Care Award and social communi
workers who had been awarded significant pay increases as a result of the equal
remuneration order made by then Fair Work Australia in 2012.

PN248        
The Royal Commission further noted the disparity in pay between caring roles in 
aged care sector and comparable jobs in the acute care sector and other industries 
substantial and had not been successfully addressed by other initiatives, including
improvements in funding.  Although exercising its independent statutory function
Commission can and should take into account and be informed by the findings of 
Royal Commission.

PN249        
The second feature of the background to the Commission's consideration of these
applications is that the Full Bench perhaps unusually had the benefit of a joint stat
prepared by many of the major stakeholders in the aged care industry, to which th
President referred in the introductory matters that have been dealt with, known as 
Aged Care Sector Stakeholder Consensus Statement, filed in the Commission on
17 December last year.  The statement was prepared as a result of meetings conve
Aged Care Workforce Industry Council in the second part of last year to consider 
applications brought by the HSU and the ANMF.

PN250        
That process was itself consistent with the recommendations of the Royal Commi
particularly recommendation 76.  The signatories to the statement included stakeh
organisations representing aged care workers, aged care providers and aged care
consumers.  The stakeholders are agreed that wages in the aged care sector need to
significantl increased beca se the ork of aged care orkers has historicall bee
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They put forward 23 matters that they ask the Commission to consider in assessin
value of the work of aged care workers.  I don't need to go to them in detail, but I 
cover changes in the acuity and complexity of the needs of residents and recipient
care services.  The consequent changes in the skills, or increases in the skills, both
and care skills, as well as social and emotional skills, require the employees to me
complex needs of residents and aged care recipients.

PN252        
They note the increased expectation of aged care consumers and families and the
community as a whole, together with the change in philosophy in aged care provis
towards an emphasis on person‑centred care based on choice and individual needs
as the cultural, social and linguistic diversity of the consumers requires enhanced
interpersonal communication and cultural diversity skills.  Changing to the staffin
and skill mix of the workforce, particularly the increase in the proportion of perso
workers that have resulted in significant changes in the work undertaken by that c
employees.  And finally of workers engaged in the provision of home care has bee
affected by the move towards consumer directed home care packages, and worker
required to work with minimal supervision with consumers with higher and highe
(indistinct) and dependency.

PN253        
In the HSU's submission, the stakeholder statements mean the Commission may p
the basis that major stakeholders agree that some variation to wages is justified an
should be significant.  The Commission also has the benefit of submissions from a
other significant aged care providers which are in a general sense at least broadly
supportive of the applications which my client has made, including Uniting Care,
BaptistCare, Uniting ACT, New South Wales ATT and the ART Group.

PN254        
Can I turn briefly to the major themes that we say emerge in relation to - from the
in relation to work value considerations that the Commission will need to conside
Full Bench knows, the HSU has filed a large amount of evidence.  Four expert wit
will be called; Professor Sarah Charlesworth, Professor Kathleen Eagar, Gabriel M
Dr Susan Curley.  I hesitated to ensure I've got the numbers right but in the region
employee witnesses dealing with residential care and 15 dealing with - giving evid
with respect to home care work in addition to a number of union officials will be c
give evidence.

PN255        
The Full Bench will obviously enough have an opportunity to consider the eviden
detail through the processes the Commission set in place as described in the statem
which has been provided over the weekend.  What I wanted to do is to highlight - 
an opening to highlight some of the things which we say emerge from the evidenc
will no doubt be apparent to the members of the Bench already.

PN256        
The first theme that emerges is the fundamental change which has taken place ove
around the last two decades in the demographic and profile of persons - of aged pe
receiving care, both in a residential setting and in a home environment.  The evide
particularly the expert evidence, describes how in the past much of what is now re
as aged care was essentially a lifestyle choice.  People retired from work and mov
hostel and nursing home facility and were able to live independently often for man
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aged persons to remain in their homes through the provision of community suppor
as from changed social societal attitudes.

PN258        
The commonwealth has introduced home care packages to facilitate elderly person
remaining in the home longer and delaying or avoiding the need for residential car
care is now fundamental and growing feature of the national aged system through
Commonwealth Home Support Scheme and the Home Care Program.

PN259        
The impact on the profile of persons in residential aged care and being provided w
care services in the community has been profound.  The nature of the change is
demonstrated by the expert evidence which has been filed.  It is appropriate becau
striking, however, to emphasise some of the data which is available in that area.  F
example, data from the Australian Institute of Health and Welfare demonstrates th
between 2009 and 2019 the share of residents in residential care with high care ne
increased across all domains measured in the aged care funding instruments.

PN260        
The share with complex health needs quadrupled from 13 per cent to 52 per cent. 
proportion with cognition and behavioural needs increased from 36 per cent to 64
Those needing support in carrying out activities of daily living increased from 33 
to 60 per cent.  Those with high care needs across all three domains; being activiti
daily living, cognitive and behavioural needs and complex health care needs incre
a tiny four per cent to almost a third or 31 per cent.  The proposition of aged care 
with complex health conditions has skyrocketed.

PN261        
By 2015, most older people living in residential care had multiple long term health
conditions.  More than three quarters had five conditions and almost a quarter had
nine conditions.  The prevalence of conditions requiring clinical assessment and tr
has exploded, including residents with diabetes, hypertension, heart disease and
sarcopenia.   The proposition with cognitive mental health and behavioural issues 
correspondingly grown.

PN262        
By 2019, 53 per cent of older persons in residential aged care had a diagnosis of d
The prevalence of disruptive intelligence behaviour has similarly increased.  Acco
the research, utilisation of classifications studied undertaken by  Professor Eagar b
2017 and 2019, 43 per cent of residents exhibited symptoms of agitation, includin
noisy, uncooperative or resistant to help.  Thirty-five per cent were suffering from
depression, five per cent exhibiting symptoms of irritability.  A third of residents h
behaviours associated with occupational disruptions with staff, including 15 per c
residents being assessed as highly disruptive.

PN263        
The impact on the provision of care in homes and community setting has been no 
profound.  Obviously enough, the expectation that the older Australians may be m
longer at home and enter into residential care being reserved for the extremely fra
resulted in the demographics and care needs of recipients of home care services al
changing fundamentally.  Consumers of home care services are similarly older, m
and more complex and with more complex health, social and care needs.
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PN265        
The impact on the nature of the work, the skills and responsibilities involved in th
providing care to that population and the conditions under which that work is don
obvious.  All parts of the workforce, particularly but not limited to those involved
care roles are required to possess and exercise with greater frequency and consiste
higher level of care skills and a greater (indistinct) of responsibility providing care
population with complex and demanding medical, social and care needs.  The invo
in specialist care dealing with persons with dementia, behavioural issues and the e
care is now an (indistinct) reality.

PN266        
The second theme which emerges from the evidence concerns  changes that have 
to the models of care and the care philosophy in residential care and the provision
care services.  Contemporary models of care reject the institutionalisation of older
that in the past have required that we conform to the norms and routines of a hosp
setting.  Instead, models of care increasingly emphasise that the care should be pe
centred, adapt to the needs of each individual older person and that person centred
grounded in a caring relationship in an aged care setting.

PN267        
Similarly, the provision of home care services, concepts of consumer choice and c
have become important in organising and funding aged care services.  The Comm
Home Care Support Program that deliver home care packages have embedded prin
consumer choice and consumer directed shared care, the aim of which is to involv
person's choice about the types of services they receive and how and when the ser
delivered.

PN268        
New goals of wellness enable them to be introduced, the goal of which is to build 
individual's strength, capacities and goals and improve physical, social and emotio
wellbeing of care recipients.  In both settings, the provision of peer care is underp
individualised care plan formulated and reviewed in consultation with the aged pe
receiving the care.  The change in philosophy and the goals that aged care provisio
the nature of the work of those involved in the provision of that care across all asp
the operation of the residential facilities and in the provision of home care.  The
contemporary aged care worker is required to apply person‑centred principles of p
their everyday work.  As Professor Eagar describes it:

PN269        
Staff members are no longer employed just to do physical tasks.  They are expe
engage socially with each older person in their care and to be the eyes and ear
facility.  Principles of enablement and increased psychosocial needs of residen
increase the requirement for all staff at facilities and in the provision of (audio
malfunction) hygiene to exercise judgment, responsibility and assessment skills
as to exhibit strong interpersonal skills as they interact and respond appropria
individualised needs of care recipients.

PN270        
Associated with this move towards a person‑centred approach to delivery of aged 
services is the development of new models of care, such as those involving the clu
domestic or household model, which seek to more closely replicate a home enviro
rather than an institutional setting, and some of the inspections that Members of th
F ll B h ill ti i t i i th i d ill ll b ti f th
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through the Aged Care Act 1997 of the Commonwealth which governs funding, re
standards, and quality of care and the rights of people receiving care.

PN272        
The most recent iteration of the standards under that Act are the Aged Care Qualit
Standards, which commenced operation on 1 July 2019 and set out standards requ
(indistinct) by aged care providers.  Those standards are substantially more compr
than what they replaced and in particular enshrine principles of dignity and choice
people in relation to their care and the involvement of recipients of care as partner
ongoing assessment of planning, and planning that helps ensure that they receive c
support that they need for their health and wellbeing.

PN273        
In addition, the aged care sector has been subject to increasing accreditation repor
assessment regimes, including under the Aged Care Quality and Safety Commissi
the National Quality Indicator Program, and the Serious Incident Response Schem
is a sense in some of the submissions that have been received by the Commission 
requirements represent no more than a burdensome paperwork obligation, and app
they at least do that.  However, the enhanced principles of care and the care regula
imposed and the forms of regulation impose higher expectations on all those - and
so - on all those who participate in the aged care workforce and enhance the accou
for the provision of care through the imposition of documentation, reporting, audi
accreditation requirements.

PN274        
The fourth theme that we say will emerge from the evidence, which has a particul
profound effect in the residential aged care setting, has involved the changing staf
profile in that sector.  The removal of mandated minimum staffing levels in reside
care has produced changes in the staffing mix, and as a consequence the work and
responsibilities of all employees in residential care.

PN275        
In particular there has been a marked decline in the proportion of qualified nursing
allied health staff, for example, between 2003 and 2016 the proportion of registere
reduced from 21 per cent to 14.6 per cent, and enrolled nurses from 14.4 per cent 
9.3 per cent, and allied health from 7.6 per cent to 4 per cent over the same period

PN276        
These positions have been replaced largely by personal care workers, whose repre
has increased from 56 per cent to 71 per cent.  The reduction in the proportion of n
staff in particular has also been combined with the increased administrative regula
burden falling on the remaining nursing staff, particularly the registered nurses.

PN277        
The consequence is that a very high proportion of the direct care work is now und
by personal care workers.  The impact of the changing staffing profile and the allo
duties has been particularly significant for that class of employees.

PN278        
Personal care workers are now required to provide care to a more complex and hig
population, with less direct supervision (indistinct) assuming greater responsibility
decision‑making and accountability for the care provided.  Tasks previously under
nursing staff have progressively and necessarily transferred to personal care work
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which the work of workers involved in aged care in a residential setting and in a h
environment has been historically undervalued, including for reasons related to th
gendered nature of that work.  The workforce in both residential care and home ca
overwhelmingly female dominated, and the nature of the work is such that it is of 
that has historically and regrettably been characterised as 'women's work.'

PN280        
The evidence demonstrates that the complex and sensitive nature of the work, and
and variety of the skills required in the performance of that work, the skills involv
health and medical‑related skills and knowledge of complex conditions, knowledg
understanding and ability to provide person‑centred care, literacy and numeracy, l
communication competencies, technological and digital capabilities, problem‑solv
capacities to work as a team managing stress and wellbeing, and body skills, whic
specialised knowledge and skills to enable workers to care for the (indistinct) of s
users to protect skin integrity, to uphold the dignity of the service user (indistinct)
and infection control policies.

PN281        
It is complex work involving emotional, intellectual and physical labour, frequent
simultaneously, and involving a high degree of discretion, judgment and advanced
interpersonal communication and empathetic skills.

PN282        
However, many of these attributes have been precisely the type of skills which, pa
in a female‑dominated workforce, have tended to be viewed as somehow natural r
demonstrable of a skilled workforce.  The Commission will need, in assessing the
applications, to ensure that appropriate recognition is now given to the responsibil
skills involved in the work in the aged care sector.

PN283        
As will be apparent, the themes that I've endeavoured to emphasise will represent 
some of the matters which we'll ultimately submit are demonstrated by the eviden
support the conclusions that a variation to minimum wages is justified on work va
grounds.  There are other matters which will be relevant and which the Members o
Bench will have seen are referred to in the evidence, including qualification requir
and training, increased obligations to interact and communicate with families and 
service providers, dealing with a population of increased cultural and social divers
enhanced use of technology and mechanical aids, the impact of the COVID‑19 pa
and the emphasis on infection control, and the effects of the widespread understaf
among other things.

PN284        
With respect to the Aged Care Award, much of the focus of the evidence is unders
directed at the care worker roles.  However, as I have observed, the application se
increase rates of pay also in the general administrative stream and the food service
Without addressing the evidence in detail, the evidence also demonstrates that the
work value reasons for the increases for those employees.

PN285        
With respect to the food services employees, the evidence will demonstrate that fo
services staff need to have increasingly specialised knowledge of older persons' nu
needs, special diets and the psychology of their social interaction, and their work i
b an emphasis on the choice of meals and the high q alit mealtime e perience r
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Cleaning staff can be conceptualised as part of the carer workforce, and perform a
role in the provision of aged care through infection control, maintaining the appea
the home, consistent with the individual needs of the residents, and through the re
work they provide, not least through regular and the substantial time they spend in
residents' rooms.

PN287        
Administrative staff have similarly experienced considerable change in the operat
environment for residential care in recent years, notably through changes in the re
and information technology requirements, through increased demands of consume
their families and external service providers, and through the requirement to be in
the provision throughout the facility of individualised person‑centred care.

PN288        
As the Bench will have seen, there is a difference between the HSU's position and
ANMF's application in this regard.  As I understand the ANMF's submissions, the
have anything to say against increasing rates of pay for employees in the general
administrative and food services streams.  But they do seek to separate the princip
workers from the other classifications in the aged care (indistinct).  The HSU does
in that position.

PN289        
Although the themes I've endeavoured to outline can be described at a level of gen
the more revealing stories that the Commission will hear in the course of these pro
and will need to consider are found in the evidence of the individual workers who
come forward to give their evidence to this Commission.  By way of a very brief e
can I refer to four of the individuals who are coming forward to give evidence?  fi
Virginia Ellis, who is one of the individual applicants, describes her work in a dem
ward operated under the home maker model at the Uniting Care aged care facility
Springwood in New South Wales.

PN290        
Ms Ellis will give evidence as to her work providing care to residents suffering fro
dementia as effectively the head of the household in the household in the home m
model.  She'll describe work involved in the administration and management of
medications, including assessing the best method of administering medication for 
particular resident, measuring blood sugars and blood pressures prior to administe
medications; administering creams, eye drops; providing tablets and ensuring med
taken correctly.

PN291        
She will describe how personal care involves looking after the whole body of the 
from in between their toes, behind their ears and everything in-between:  their fing
and their belly buttons.  The bathing and dressing is used - is a complex task, used
opportunity to make observations in relation to skin integrity, medical issues or an
that may have occurred to the resident.  In the home maker model, the personal ca
as a personal care worker she is engaged in cooking and cleaning as well as person
tasks and responsible for the mental and emotional needs of the residents, includin
developing and implementing activities to assist and stimulate the residents.

PN292        
Ms Ellis will describe involvement in end-of-life care, which is an inevitable part 
care ork incl ding making the d ing resident as comfortable as possible sitting

5977



including permitting residents to age in place rather than being occupied in dedica
care or low-care wards.

PN293        
She will provide a description of the work involved in providing personal care to r
including washing bed-bound residents, using mechanical aids and machinery to t
residents; she will describe the requirement to constantly observe and assess the h
residents, to fill out assessments, to provide changes to their care plans as necessa
as recording and administering and assisting in the administration of medication.  
also provides a particularly detailed description of the emotional labour involved i
life care, from comforting the dying resident, managing verification of death, clea
dressing the body for presentation, managing the distress of other residents and co
family and dealing with external medical and funeral staff.

PN294        
Thirdly, Linda Twyford, who is the regional food services and dying manager for 
Freemasons Benevolent Institution RFBI will give evidence in relation to the wor
services staff in a residential facility.  Ms Twyford will describe the impact the cha
the acuity of residents and the emphasis on person-centred care on food services s
Food services staff are required to cater for residents who commonly have eating 
nutritional difficulties and prepare texture-modified diets and remain actively obse
residents as they are eating to monitor nutrition and in the case of a resident in dis
with difficulty eating or swallowing.

PN295        
Further, she will describe changes that have occurred to safety regulations and rep
auditing requirements of as having a fundamental effect on the work of food servi
workers.  Finally by way of brief example, Jenna Wood is a support worker as em
with Uniting Higher and Community Care Nepean, with some 11 years' experienc
care.  She currently provides services to clients aged between 74 and 97, including
clients with dementia, and has provided support to clients with Parkinson's Diseas
multiple sclerosis, motor neurone disease, cerebral palsy and those who are legally
and deaf as well as those with limited mobility.  Amongst other things, she will gi
evidence as to the increasingly significant role home care workers play in the live
clients as a regular source of social interaction and emotional support, including h
residents disclose health concerns, family issues and in one case a history of child
abuse.  Ms Wood describes powerfully how what might appear on the surface to b
relatively mundane domestic tasks such as cleaning, changing beds, rubbish dispo
made more difficult or complicated where clients have mental health problems, in
behaviours (indistinct) challenging and anti-social behaviours which need to be m

PN296        
Through Commissioner O'Neill the Commission will in due course no doubt recei
detailed report in relation to the evidence of the employee witnesses.  I provide m
short - merely brief examples at the outset.  Finally it's not necessary to say too m
introduction.  In addition to the written submissions the Commission has received
relation to the modern award's objective or the minimum wages' objective.  The F
will understand that in the HSU's submission the most important consideration in 
regard is the need for award rates to provide a fair and relevant safety net at minim
wages and to ensure that the work of aged care workers is appropriately valued an
rewarded.
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of the workforce is, as I've mentioned already, overwhelmingly female and low pa
Employees are often subject to various forms of insecure work.  There is a signific
portion of the workforce from non-English-speaking backgrounds.

PN298        
Thirdly, there are longstanding and increasing difficulties with attraction and reten
staff in aged care and the difficulties provided by or produced by staff shortages a
disparities in pay with comparable workers have contributed to the difficulties ide
the royal commission in the provision of aged care.  These are all matters that will
relevant to the Commission's ultimate considerations.  Unless there is anything fur
was what I proposed to say in brief opening to the case.

PN299        
JUSTICE ROSS:  Mr Gibian, look, one matter that you either can touch on now o
in the further written submissions to be filed:  the HSU is seeking the same level o
for those providing personal care in either a residential or a home-care setting.  Bu
are differences and similarities between the provision of care in those two settings
interested at some point in the HSU identifying what those are and why it is the sa
increase should pertain.  For example, just as a - on a casual observation a residen
aged-care facility may have a higher level of dementia, therefore requiring more a

PN300        
But that's taking place in a residential facility and there are other employees that c
support any personal care worker.  In a home setting the level of acuity might be l
you're effectively on your own and the reason this sort of came is as you were tou
the proportion - I think it was 56 per cent of the residents in aged-care facilities - w
dementia and there seemed to be a lower proportion in home care.  You touched o
proportion of residents in aged care facilities with mental health issues, anxiety an
and that created particular challenges for staff.  I'm interested in the comparative p
the home care setting.  You touched on it in broad but perhaps if you can bear that
when you come to make the next round of written submissions, Mr Gibian, unless
wanted to - I don't want to, you know, foreclose you saying anything about it now
wanted you to also give it some thought and address it in your further written subm

PN301        
MR GIBIAN:  Well, we'll certainly do that, your Honour.  Just briefly by way of -
reference to the figures that I brought in overview at least or the data that I in over
least referred to, it is important to emphasise in that respect that the data is not com
(indistinct) or the time period of the data for the different sectors in relation to the
matter that your Honour's raised was different.  The point that we have emphasise
course is the levels of acuity and the care needs of care recipients, both in a reside
setting and in a home care setting have changed dramatically in recent years, in bo
respects.

PN302        
Which is not to say there is not some difference in the profile of the recipients of h
and in a residential care setting, but that similar challenges are encountered in both
environments albeit as your Honour points out the home care worker is, at least in
immediate sense, dealing with matters on their own and independently entirely bu
the challenges are broadly saying across those two sectors.  But as I say, that's a m
we'll address in some detail no doubt having heard the evidence.

PN303
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account on behalf of the ANMF and where appropriate we will make inquiries and
discussions with our colleagues to respond to the statement appropriately.

PN305        
More generally in terms of the case for the ANMF, very detailed submissions hav
filed on behalf of the ANMF dated 29 October 2021 and further reply submission
21 April this year.  In those circumstances I will endeavour not to repeat the thing
submissions but what I propose to do really is raise three key issues, I'll address th
topics.

PN306        
Firstly, the background and context in which the ANMF brings its application to v
Aged Care Award and the Nurses Award.  Secondly, to identify for the Full Bench
those variations are and what they entail, and then thirdly provide a very brief ove
the evidence particularly having regard to the descriptions of the major classificat
aged care relevant to the Aged Care Award and the Nurses Award.  Secondly, to a
briefly the work value reasons identified in section 157(2)(a) and then finally addr
of the evidence going to the ANMF's case about the historical undervaluation of w
performed under both those awards.

PN307        
Commencing with a background context of the ANMF's application, the applicati
made in response to and against a background of the findings of the Royal Comm
aged care quality and safety.  In February last year, the Royal Commission final re
concluded that the bulk of the aged care workforce do not receive wages adequate
reflect their roles.  Mr Gibian has taken the Full Bench already through a number 
findings identified by the Royal Commission in its final report.  I won't repeat tho
will emphasise the content of recommendation 84, where the Royal Commission e
a view that providers, unions and the Australian government must work together t
the pay for aged care workers.

PN308        
The recommendation read that:

PN309        
Employee organisations entitled to represent the industrial interests of aged ca
employees covered by the Aged Care Award 2010, the Social Community Home
and Disability Services Industry Award 2010 and the Nurses Award 2010 shou
collaborate with the Australian government and employers to apply to vary wa
in those awards to reflect the work value of aged care employees in accordance
section 158 of the Fair Work Act, and/or to seek an equal remuneration order u
section 302.

PN310        
The Royal Commission also made recommendations about the roles to be played 
Aged Care Workforce Industry Council.  Again, those are matters that have been a
by Mr Gibian already, but I will note that part of the recommendations in section -
recommendation 76 was that  the Aged Care Workforce Industry Council lead the
commonwealth government and aged care sector to a consensus to support those
applications to improve wages.

PN311        
Now as the Full Bench is aware there has been a detailed process of collaboration
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Again, that consensus statement is something to which Mr Gibian has already refe
Full Bench so I'll be brief in what I say about it.  It is of significance - it is of sign
that the parties to that statement include Aged and Community Services Australia 
Leading Age Services Australia, as the President earlier pointed out this morning.
parties also include the union applicants in this proceeding and other aged care
stakeholders.

PN313        
By that document, by that consensus statement, the stakeholders agree that wages 
aged care sector need to be significantly increased because the work of aged care 
has been historically undervalued for a range of reasons and has not been assessed
Commission or other industrial tribunals.  The statement also identifies that minim
wages and awards need to be set according to the value of the work done by work
aged care, recognising increases in complexity of the nature of the work and the sk
responsibility involved in doing the work and the changes to the conditions under 
work is done.

PN314        
The consensus statement goes on to identify a number of matters which the partie
statement consider that this Full Bench should have regard in properly valuing the
aged care workers and setting minimum wages in the various awards.

PN315        
Could I then turn to the particular application made by the ANMF and start with th
application to vary the Nurses Award.  As the Full Bench would be aware, the cur
classification structure under the Nurses Award contains a single structure.  It prov
classifications from assistants - from nursing assistants, enrolled nurses, registered
various levels 1 to 5, and nurse practitioners.

PN316        
At this point I want to pause to say two things about the classification to nursing a
that arises in the Nurses Award and the terms 'nursing assistant, assisting in nursin
personal care worker, personal care assistant and extended care assistant'.  Firstly, 
terms, nursing assistant, AIN, PCW, PCA and extended care assistant, are used
interchangeably throughout the industry.  The approach that I'll take in this openin
to the approach taken in the written submissions by the ANMF is to refer to AIN/P

PN317        
The second thing I'd say is that the classification of PCW under the Aged Care Aw
the classification of assisting in nursing under the Nurses Award, both may apply 
performing substantially the same work.

PN318        
Returning then to the current structure under the Nurses Award, the award does no
distinguish between the context in which employees perform their work.  There is
in the Nurses Award no specific reference to the performance of work in the aged 
sector.

PN319        
In direct response to the Royal Commission findings and recommendations regard
need to increase minimum wages for aged care workers, the ANMF now seeks to 
a new schedule applying only to employees engaged in the provision of services f
persons firstly in residential facilities and others forms of aged care accommodat
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PN321        
JUSTICE ROSS:  I'm sorry, you've just muted yourself, Mr McKenna.  There's an
with your sound.

PN322        
MR MCKENNA:  Thank you.  You can hear me now, I take it?

PN323        
JUSTICE ROSS:  I can.

PN324        
MR MCKENNA:  Thank you for the indication.  I'll presume that your Honour in
me shortly after I went off air.  The new schedule picks up the classification descr
apply to the general classifications under the Nurses Award:  safety, occupational 
nurses who have no equivalent role in aged care.

PN325        
The ANMF seeks increases of 25 per cent to the minimum rates applicable to the 
classification of registered nurses, enrolled nurses and nursing assistants, AIN/PC
engaged in the provision of services for aged persons to properly value the work t
perform.

PN326        
The application seeks for that schedule to have a limited operation applying for a 
four years.  Within that period it is anticipated that a further work application will
brought under section 158 with respect to the work value of other classifications u
Nurses Award.

PN327        
Turning then to the application made by the ANMF to vary the Aged Care Award,
application to vary the Aged Care Award by the ANMF overlaps substantially wit
made by the HSU and as supported by the UWU.  Whereas the HSU application a
all classifications of aged care employees under the award, the ANMF application
particularly to those personal care employees.

PN328        
By the ANMF's application, employees within the personal care stream would be 
out of the general classification of aged care employees and given their own class
structure.

PN329        
The ANMF otherwise proposes only very minor amendments to the language curr
in some of the classification titles and classification descriptors, as currently conta
the award.

PN330        
As such, the personal care stream would then stand as a separate and distinct strea
applying separately and independently to rates of pay pertaining to general admin
services employees, which encompasses clerks, receptionists, maintenance person
and gardeners and so forth, and food services employees.  The ANMF seeks a 25 
increase in minimum award wages for employees within the personal care stream

PN331        
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PN332        
Turning then to the particular evidence, on 29 October last year the evidence as fil
ANMF includes two expert witness reports provided by three separate expert witn
nine statements of union officials, there being two statements by Ms Wischer and 
other statements; and 16 statements provided by employees who are or have been 
performing work in the aged care sector.

PN333        
The evidence from the union officials will include evidence from the federal secre
Annie Butler; from the senior federal industrial officer, Ms Kristen Wisher; from a
federal professional officer, Julianne Bryce; the Victorian branch assistant secretar
Paul Gilbert; the director operations and strategy in the South Australian branch,
Robert Bonner; the Queensland branch industrial officer, Kevin Crank; the Victor
occupation health and safety coordinator, Kathryn Chrisfield; and the Victorian br
industrial organiser, Mr Andrew Venosta.

PN334        
The ANMF's evidence will cover the performance of aged care work in both resid
home care settings.  As to how that evidence is relevant, the evidence regarding re
aged care is relevant to the work value of personal care workers under the
Aged Care Award, and to the work value of AINs, PCWs, enrolled nurses and reg
nurses, including nurse practitioners, under the proposed new schedule to the Nur
applying to the provision of services to aged persons in residential aged care facili
other accommodation facilities.

PN335        
Evidence regarding the performance of home care work is relevant to the work of 
PCWs, enrolled nurses and registered nurses, including nurse practitioners, under 
proposed new schedule to the Nurses Award applying to the provision of services 
person in a private residence.

PN336        
The evidence of the ANMF also identifies three main categories of employees cov
the application to vary the Nurses Award.  They are AINs, PCWs, enrolled nurses 
registered nurses, including nurse practitioners.  The ANMF will rely on the evide
registered nurses who work, or have worked, in the aged care industry.

PN337        
A registered nurse is a person registered as such by the Nursing and Midwifery Bo
Australia.  That registration currently requires the completion of a three‑year Bach
Nursing degree and ongoing annual requirements.

PN338        
A nurse practitioner is an advanced practice registered nurse who has successfully
completed an accreditation program of study leading to endorsement as a
nurse practitioner.  Currently that is a Master of Nursing (Nurse Practitioner), or a
Nurse Practitioner.  So whilst it is somewhat confusing, the role of nurse practition
within the broader category of registered nurse.

PN339        
The evidence from registered nurses currently or formerly employed in aged care,
with the evidence from union officials, will identify that registered nurses lead nur
teams responsible for the provision of care to aged persons They have the ultima
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Registered nurses are accountable for care delivered and responsible for the coord
supervision and delegation between enrolled nurses and AINs/PCWs who assist th
provision of care.  The registered nurse plays a central role in developing, implem
and updating care plans, which are the primary documents governing the provisio
in residential aged care and home care settings.

PN341        
The evidence of registered nurses will also go to the value of the work performed 
classifications in (audio malfunction) and Care Award.  The ANMF will also rely 
evidence from three enrolled nurses who work or have worked in aged care.  An e
nurse is a person registered as such with the Nursing and Midwifery Board of Aus
The requisite qualification for an enrolled nurse is currently an 18-month diploma
nursing.  Enrolled nurses provide nursing care working under the direct and indire
supervision of the registered nurse and in doing so they are accountable for their o
practice and remain responsible to a registered nurse for the delegated care.  The A
will rely on the evidence from seven AIN PCWs, who work or have worked in the
industry.  This evidence is relevant to both the application to vary the Aged Care A
the application to vary the Nurses Award.

PN342        
AINs/PCWs have responsibilities for delivery of care particularly with respect to 
to-day care of residents and clients.  AINs/PCWs work as part of a nursing team.  
provide care in accordance with care plans, they observe residents and clients and
information to RNs in order to implement the resident's care plan.  They perform p
and emotionally demanding work.  Mr Gibian has spent some time taking the Com
through some of the work that those RNs, PCWs perform, which is obviously rele

PN343        
As to how the case for the ANMF justification for the variation to award minimum
under the Aged Care Award and Nurses Award, it is essentially put in two ways:  
whilst there is evidence of some fixation of rates for ENs and RNs having occurre
and in 2005 for AINs/PCWs, the ANMF agrees with the position adopted by othe
that this has never occurred for PCWs under the Aged Care Award and further, ev
the dates of 1998 and 2005, there have been substantial increases in the work valu
performed by those employees since that time and there will be evidence before th
Commission which identifies those changes and those increases so as to justify an
to the award minimum wages.

PN344        
Secondly, it is said on behalf of the ANMF that the minimum rates as were fixed i
and 2005 were never properly fixed because the setting of those rates was not free
bias.  The minimum award rates for registered nurses, enrolled nurses and RNs an
under the Nurses Award and for PCWs under the Aged Care Award have never ref
proper value of the work.  Turning then to the assessment of work value:  the work
reasons which may justify the increase to the minimum wage as defined by section
(a).  Dealing with each of those briefly, the nature of the work - the evidence of th
will highlight that aged care work is cognitively, physically, emotionally and spiri
demanding.  The evidence will identify the increasing acuity of residents and clien
entering aged care.  That evidence will be adduced both from direct evidence of th
work in the industry and also from data and reports which identify substantial incr
the percentage of residents identified as high care and as otherwise requiring addit
care.  This is also reflected in the consensus statement, which at paragraph 1 ident
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palliative care, comorbidities and dementia and its associated behaviours.  Increas
acuity will be identified in both residential and home care settings.  Evidence will
identify changes in (indistinct), specifically a reduction of the hours performed by
registered nurses as a percentage of all direct care.  Essentially there are now less 
nurses on the floor in aged care facilities and less registered nurses assisting the pr
of care in home care.

PN346        
Again, there will be direct evidence from employees employed in the industry to t
and there is also ample data in the evidence which identifies a substantial reductio
percentage of direct care preformed by registered nurses.  ANMF witnesses will a
identify inadequate staffing levels across aged care, and together these issues are r
of the consensus statement at paragraph 14, which recognises the changes in staffi
skill mix and consequentially workloads, have a significant impact on the changin
of the work and therefore the work value.

PN347        
Also at paragraph 15 of the consensus statement, it's recognised that the decrease 
number of nurses and recognises that the expectations of RNs have increased mar
These changes to skill mix have flow-on effects with the reduced availability of re
nurses and enrolled nurses, AINs and PCWs are now required to exercise greater
responsibility.  The ANMF evidence will also identify changes to the model of car
provided in aged care, describing a transition to person-centred care and increased
recognition of the individual needs of an aged person and the need to provide choi
clients and residents receive their care.

PN348        
Evidence will be that as a consequence of this, work is more resource-intensive, s
which is magnified particularly when coupled with the reduction in the use of che
physical restraints.  Again, these matters are reflected in the consensus statement a
paragraph 9.  Witnesses across all classifications will identify increased administr
burden, including the completion of reporting and other paperwork.  As to skill an
responsibility, the evidence will be that each of registered and enrolled nurses and
PCWS, are required to exercise new skills in response to the changes to the model
and restrictive practices legislation.

PN349        
The evidence will show that the introduction of new technologies requires new an
additional skills.  Paragraph 8 of the consensus statement will also be reflective of
evidence of the witnesses from all classifications.  Paragraph 8 provides that there
increase in the number and complexity of medications prescribed and administere
have also been changes to palliative care which have consequences for the value o
work performed.  Firstly, it is now more common that residents in aged care facili
should be palliated in their home environment and the same may be said for the m
home palliation in residential care.

PN350        
Secondly, the reduced average length of stay in aged care facilities means that the
any time a higher proportion of residents in end-of-life care at any time.  With resp
skills and responsibilities, the ANMF relies upon the expert statement of Dr Anne
Dr Anne Junor identifies hidden skills as are exercised by registered nurses, enrol
and AINs and PCWs.  The statement of Dr Junor provides many examples and ex
b t th kill d h th if t i th k th t i f d F
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PN351        
Secondly, Dr Junor identifies connecting, interacting and relating as a category of 
skills, including negotiating boundaries, communicating verbally and non-verbally
working with diverse people and communities.  Thirdly, Dr Junor identifies a hidd
of coordinating or multitasking and within that she identifies sequencing and com
activities, interweaving own activities smoothly with those (indistinct) and mainta
and/or restoring (indistinct).

PN352        
Finally, with respect to the work value considerations under 157(2)(a), the conditi
which the work is done.  The ANMF witnesses will describe increasingly physica
demanding, dangerous and emotionally taxing work conditions in aged care.  The
conditions under which aged care is performed also involves unacceptably high le
occupational violence and aggression.  Witnesses from both residential care and h
will identify that the death of residents has a significant and difficult factor in the
performance of their work.  ANMF witnesses will say that in addition to requiring
degree of compassion and sensitive aged care work is also what might traditionall
described as 'dirty work'.

PN353        
With respect to the historical undervaluation of the wage rates contained in the Nu
Award and the Aged Care Award, the ANMF relies upon the expert reports of Ass
Professor Meg Smith and Dr Michael Lyons who provide a single report and the r
the Honorary Associate Professor Anne Junor.

PN354        
Identifying first or starting with the Smith/Lyons report, Dr Smith has been publis
wildly in the field of employment relations with a specific focus in gender pay equ
a recognised expert in the concept of gender undervaluation and was appointed by
Commission to complete a research-based independent report for pay equity unit. 
has expertise in the area of gender relations and equality and industrial relations.  
evidence in work value cases before the New South Wales and Queensland Comm
and in their report prepared for this proceeding, they identify the existence of a ge
gap in Australia.  Whilst there are - the report identifies the different ways of mea
and the different figures that are available, they prefer an approach based upon the
full-time ordinary time average wage earnings data, which they identify as fluctua
between about 13.4 and 18.5 per cent as the gender pay gap in Australia.

PN355        
The reports concludes that female dominated occupations tend to be paid less than
dominated occupations, taking into account educational requirements and other fa
may influence 'worker productivity'.  They say that the gender pay gap cannot be f
explained by the (indistinct).  Rather, it is their conclusion that the general pay gap
from differences and returns received by women compared to men for productivit
characteristics.  It arises from operational segregation and it arises from undervalu
feminised work in occupations which are predominantly made up of women and e
areas of work relating to traditionally female gender roles, including those relating
provision of care.

PN356        
The Smith/Lyon report identifies evidence of gender-based undervaluation of wor
recognises that the skills applied in female dominated jobs are not always visible w

k l i d d h kill i d th b d l
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conclude that the work of PCWs, AINs, enrolled nurses and registered nurses to b
undervalued.

PN357        
In the report of the Honorary Associate Professor Anne Junor, she identifies her m
research field as that of skill identification, particularly in the service and care sec
played a central - she has in her career played a central role in the development of
known as the 'spotlight tool'.  It was initially developed for the New Zealand gove
continues to be used by the New Zealand government.  It is a tool designed to aid 
identifying, naming and classifying invisible skills.

PN358        
Dr Junor explains invisible skills to be skills that are hidden, underdefined skills, u
specified skills and under codified skills.  The report explains the concept of skill 
visibility as identified in academic and practitioner literature.  Dr Junor has applie
spotlight tool in two previous expert witness reports for this Commission; firstly, t
remuneration case 2010 to 2012 and secondly Crown Employees (school administ
support staff) Award application for award variation 2017-19.

PN359        
Dr Junor has adopted and applied the spotlight tool to a sample of AINs, PCWs, e
nurses and registered nurses working in the aged care industry.  Dr Junor's analysi
work performed by aged care employees has involved the employees completing t
spotlight workbook.  Employees providing written answers to open-ended questio
extensive interviews with employees and research.  The application of the spotligh
those workers has identified overwhelming evidence of the heavy use of the ident
hidden skills at the high level of problem solving, solution sharing by each of regi
nurses, enrolled nurses and AINs and PCWs.

PN360        
Dr Junor's evidence is relevant to this Commission in two ways.  Firstly, it provid
evidential basis for a finding that in the past there has been gender-based underval
work and secondly, it assists in identifying what exactly are the skills increasing w
that are not recognised in the current (indistinct).

PN361        
Having regard to that expert evidence, it'll be submitted that an historical underva
the work of registered nurses, enrolled nurses and AINs, PCWs has occurred and 
significant contributing factors to that undervaluation has been the gender identity
persons performing that work.  In determining this application, a proper assessmen
work value of aged care workers under the Aged Care Award and the Nurses Awa
take into account the changes in work values that have occurred over the past 17 y
AINs and PCWs, and the past 24 hours for RNs - for registered nurses and enrolle

PN362        
A work value assessment must also take into account the inherent value of the wo
performed which for reasons including gender reasons has not been properly reco
the past.  It will be submitted that those matters justify the aim in this application 
per cent increase under the Aged Care Award and the Nurses Award for the releva
classifications identified.

PN363        
For the reasons that will be developed further in closing such increases are also n
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employees, it probably need not be said but those are employees that are outside th
of coverage of the ANMF.

PN364        
So, if the Full Bench pleases, those are the submissions - the opening submissions
ANMF.

PN365        
JUSTICE ROSS:  Thank you, Mr McKenna.  No questions.  Mr Redford.

PN366        
MR REDFORD:  Thank you, your Honour.  I intend only to make the briefest of o
comments.  We'd sought a short time be allocated this morning just in case there w
already administrative matters that need to be addressed by the UWU, and I don't 
there are any, so I'm content to say by way of opening simply that the United Wor
Union has many thousands of members working across Australia, engaged in both
residential and home aged care, and we support the applications that are the subjec
proceedings.

PN367        
We've filed in support of the applications material which the Bench will have, and
material is an outline of submissions in relation to the applications concerning the
Aged Care Award and an outline of submissions in relation to the application conc
the SCHADS Award, a reply submission and 20 witness statements where six stat
relate to the Aged Care Award, but there were a further two statements filed as par
reply material, making eight statements in relation to the Aged Care Award and 12
statements relating to the SCHADS Award, which include our sole union official
lay witness.  Unless there's anything specific that I can address the Bench at this ti
is nothing further from me.

PN368        
JUSTICE ROSS:  Thank you, Mr Redford.  Is it convenient if we take a 10‑minut
this time and then come back and hear your opening, Mr Ward?  Does that suit yo

PN369        
MR WARD:  Yes, your Honour, it does.

PN370        
JUSTICE ROSS:  Well we'll take a short break and resume at 11.20.

SHORT ADJOURNMENT                                                         [11.09 AM]

RESUMED                                                                                   [11.21 AM]

PN371        
JUSTICE ROSS:  Thank you, and we'll go to you shortly, Mr O'Neill.  My apolog
those of you who were still tuning in and heard the fascinating conversation I was
with a local paint supplier about getting some fence paint for our place.  I'll try an
a bit more care in the future.  Mr Ward.

PN372        
MR WARD:  Thank you, Your Honour.  Can I start by just dealing with a couple o
administrative matters?  I'll then jump to Your Honour's question to me before I ge
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PN373        
Your Honour has asked me the question about the quick statement.  I'm going to h
dodge answering that in full this morning simply because I've not been able to get
instructions from two clients who are identified in that statement and I don't have 
grasp of the politics behind that to respond today.  I will however - - -

PN374        
JUSTICE ROSS:  That's fine.

PN375        
MR WARD:  Yes - I will, however, say this, that this is clear:  everything we have
including our submissions, have been reviewed word by word by all three of our c
signed off before they were filed.  To the extent that that might create some embar
issue for me to deal with, I'll deal with it in due course.  If the Commission please
to start by discussing how we entered this case.  I then want to talk about what we
should be at a headline level uncontroversial.  I want to discuss briefly what we w
you to keep an eye out in the evidence for and then lastly I want to just touch on w
case is not about and to ask you to show some caution when you hear the evidenc
regard.

PN376        
We start from this proposition:  I'm not going to hide from the fact that many emp
the sector would be happy to pay any increase of any level as long as it was fully 
perpetuity.  I don't hide from that.  It's a fact and that is the position if you ask emp
this industry that many would take.  That is no in and of itself a relevant considera
properly setting minimum rates of pay.  I'll come to which relevance later.  Our cli
instructed us to present a position that neither supports nor seeks to defeat the app
We have been instructed to walk a more nuanced line to assist the Commission to 
that minimum rates of pay in aged care and home care are properly set; properly s
regard to section 157, 284 and 134.

PN377        
We intend to conduct ourselves throughout these proceedings both in how we cros
examine the witnesses and in how we trial our closing submissions in that context
refer consistently to the pharmacy case and the teachers' case because we believe 
cases provide very helpful and material guidance in how these matters should proc
of the things that we appear to agree on with the applicants is that the minimum ra
review have not previously been properly set.  The path one has to travel in makin
conclusion is easier for care workers and home care workers.

PN378        
It's a little bit more problematic and challenging when one deals with nurses but o
the conclusion we've reached is that the rates under review have not previously be
properly set.  I know the applicants are desperately keen for me to stop referring to
properly setting minimum rates we believe that the Commission should divert its 
to Australian Qualifications Framework and the C10 scheme of arrangements.  W
gone to great lengths to explain why that is a proper thing to do.  Even though I ap
that it's frustrating the applicants, we intend to continue to do that.

PN379        
Ordinarily, such an exercise would involve evaluation of a benchmark classificatio
then consideration of internal relativities.  So much is so from the ACT Child Car
Ordinaril this o ld be the C10 or Certificate III classification and in relation to
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PN381        
We will invite the Commission to consider applying its judgment in that context w
considers the evidence and exercises its discretion in relation to section 157, 134 a

PN382        
We have tried to avoid hyperbole and distractions in presenting the Commission w
objective picture of the industry.  We've done that in both residential and home car
said, the notion that every classification in this industry being properly set should 
uniform 25 per cent increase is respectfully unsustainable.

PN383        
That said, we have openly acknowledged that some classifications should be incre
fact, in relation to the registered nurse, which is a good example, it would appear t
have suggested that the increase that should be afforded to the registered nurse wh
properly set be some $110 a week more.

PN384        
JUSTICE ROSS:  Your screen has just frozen, Mr Ward.  The connection's droppe

PN385        
MR WARD:  (Indistinct) assist the Commission in properly setting the rates.  Sorr
Honour?

PN386        
JUSTICE ROSS:  Yes, Mr Ward, yes, we're just having - you just dropped out for 
moment.  At least I lost you for a moment, and you had just indicated that your cli
position is that when the registered nurse's rate was properly fixed you ended up w
outcome that was $110 a week higher than that which was proposed by the union.

PN387        
MR WARD:  Yes.  Yes, I ‑ ‑ ‑

PN388        
JUSTICE ROSS:  Am I the only one that experienced the drop out, or did everyon

PN389        
MR GIBIAN:  We had the same experience.

PN390        
JUSTICE ROSS:  Yes, okay.  Yes.

PN391        
MR WARD:  Maybe somebody doesn't want me to say that publicly, I'm not sure,
wait and see.  I think that demonstrates that our focus is on the proper setting of th
not on necessarily supporting or defeating a particular case.

PN392        
Some things are, as we've submitted, uncontroversial.  And I'm going to describe 
now, and I appreciate that somebody might not like an adjective I'm about to use, 
might prefer a different adjective, but in general terms some things are clearly
uncontroversial.

PN393        
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The same can be said for home care.  There's no issue here that what's done in New
Wales is pretty much what's done in Western Australia.  So, this is not one of thos
where people are going to be trying to suggest to you that there is material differen
And that certain parts of the evidence represent the industry and other parts of the
there's a gaping hole.

PN395        
So, I don't want there to be any issue with that, because we believe that the roles o
care workers and care workers, registered nurses, et cetera, is relatively consistent
the industry.

PN396        
Consumer directive care has shifted the focus of care ‑ ‑ ‑

PN397        
JUSTICE ROSS:  We're just picking up some feedback.  Yes, I think that was one
‑ ‑ ‑

PN398        
MR WARD:  I don't know if it was ‑ ‑ ‑

PN399        
JUSTICE ROSS:  No, it wasn't from you, it was from one of the others had gone o
So, if those who are not currently talking just exercise a bit of care.  Well, I'm hard
to be giving advice about this, about turning your microphone off.

PN400        
MR WARD:  Thank you, your Honour.  Consumer directive care has shifted the fo
care in the industry, but we need to be cognisant that the certificate III and the uni
qualifications have kept pace with that.  We need to be cognisant of that.

PN401        
The industry is highly regulated.  The regulation has increased over time.  It migh
that the industry is overly regulated, but we acknowledge that it is a highly regula
industry.  The impact of that regulation does not fall uniformly.  That is to say that
people in residential aged care feel the impact of that regulation more than others,
we will work hard to ensure that that nuance is understood as the case progresses.

PN402        
It's uncontroversial that the industry is heavily reliant on the applicable funding m
drive financial outcomes and wages affordability.  I will deal with that right at the
the submissions in very short order.

PN403        
Consumers are utilising home care to stay in their residential setting longer when 
able to do so.  That is completely accepted by our clients.

PN404        
Consumers are entering residential care later in life, and, as such, those with highe
are proportionally more than has ever been the case.  And the language used the h
needs, acuity, comorbidity, I don't think there is any disagreement between us abo
that the people are entering later and people are entering in a state which requires 
level of care.
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PN406        
It's uncontroversial that registered nurses are less prevalent in this sector than they
were, and that there is a higher proportion now of personal care workers than ther
traditionally would have been.

PN407        
When the evidence is considered we would ask the Commission to be mindful of 
things.  And I'm not putting these in any way to demean or undermine the role tha
play in the workplace, but we would ask the Commission to be on the lookout for 
issues because they balance out the picture that's been presented.

PN408        
Residential aged care is by its nature high (indistinct).  There is normally a genera
responsible for the facility.  There will normally be a clinical care manager of som
description.  That clinical care manager will usually be a registered nurse.  There w
be registered nurses.  Registered nurses might be undertaking more administrative
functions.  They might be undertaking less administrative functions, and attending
clinical activities.

PN409        
Sometimes, but seemingly not particularly often, the registered nurse might have w
under them an enrolled nurse, although the number of enrolled nurses in the secto
large.  Working under the supervision of the registered nurse will then be a care w
care workers.  And as the ANMF have done, those could be described in many dif
ways, depending on which award you're talking about, which unions involved.  So
the hierarchy that things operate in and there's no doubt that the registered nurse p
pivotal role in that hierarchy because day to day they are usually the person who i
responsible for the clinical care of people in the facility.

PN410        
The role of the registered nurse has become more administrative.  It's inescapable 
you see the evidence you'll see that.  That does bring with it a different responsibi
also means that the registered nurse may very well be spending less time dealing w
clinical care and more time dealing with administration and supervision.  It's not t
the registered nurse has been removed from direct clinical care.

PN411        
Care is still largely routine and I'm going to build the layers because the layers are
It's primarily driven by the cadence of the day.  Similar to the cadence that most p
would experience living at home. People wake up, people toilet, people bathe, peo
breakfast, people have morning tea, people have lunch, people have afternoon tea
have dinner, people prepare for bed, people go to sleep, people wake up.  And it w
wrong to suggest that the cadence that you will see is dramatically different from 
base.

PN412        
Now that cadence is joined by what you might expect to see.  It's joined by medic
It's joined by assistance with movement and reposition.  It's joined by physiothera
joined by recreational therapy, recreational activities as well as socialisation.  Now
the socialisation could be relatively perfunctory, such as a good morning from the
but other socialisation is rich in form.  It's akin to the socialisation you would see 
family setting when a carer gets to know somebody over a long period of time.
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experiencing difficulty with their breathing, it could be that they've had a fall.  It c
that they are emotionally distressed.  Throughout that basic cadence of the day, tho
interruptions are common features.

PN414        
Ultimately, a consumer will be transferred to hospital when they require a level of
care the facility cannot provide.  Carers usually work with specific consumers.  Th
say as you look at the evidence you will see that carers will often say well, I work
wing.  I work in this room.  I work in this area.  And it makes good sense to do tha
the greater the familiarity the carer has with the consumer, the greater the knowled
consumer and the greater the ability to observe changes in the behaviour or dispos
the consumer.

PN415        
Now, that's nothing novel in itself.  It's nothing new in itself.  That's always been t
things have worked.  One of the fundamental artefacts of that process is the consu
plan and it's a little disappointing that the employee evidence didn't discuss this in
detail.  The consumer care plan informs the care regime for the consumer.  Now, t
artefact is primarily the responsibility of the registered nurse.  Sometimes the clin
manager.  Certainly in home care you might actually have somebody in a clinical 
manager role responsible for the development and authorisation of the care plan.  
residential setting you'll normally find it's the registered nurse who is responsible 
completing and authorising the consumer care plan.

PN416        
Care workers will have input into that care plan, particularly once they become aw
consumer they're working with.  They will obviously complete, as we'll see from t
evidence, they'll complete charting on the consumer, that charting might suggest
engagement with the registered nurse to change the care plan.  They might observ
in behaviour which that care worker brings up with the registered nurse to change
plan.  But the care plan is very much at the heart of the process and is the primary
responsibility of the registered nurse.

PN417        
Now, in residential care, care work and support functions are well (indistinct) and
you to bear that in mind when you consider the evidence.  While my client's mem
the work of all employees, the Commission should be careful when it examines th
support functions.  Generally speaking, these roles have not dramatically changed
but have evolved as work normally evolves.  The role of the gardener hasn't dram
changed.  The gardener has always been required to converse with consumers.  Th
the cleaner hasn't dramatically changed, and so I would say for the laundry attend
the kitchen hand.

PN418        
Some attention needs to be given to the role of the person controlling the kitchen, 
there is no doubt that the added focus on nutrition and well being has made the pe
is designing the menu for the consumers, that is now a more important role than m
been the case historically.  That is something to look out for in the evidence for th
particular class of person, be they the head cook, be they the chef or however they
depending on the size of the facility.

PN419        
No o ill see in some of the e idence disc ssions abo t the se of comp ters
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on a chart to identify behaviour, might have identified consumption of fluids.  Tha
will often now be done digitally, which obviously provides some efficiency for th
and allows more speedy access to that information by the care workers' supervisor

PN420        
Now, home care is similar but different to residential care, and there's a sort of bal
between what you find.  The tasks in home care are going to be to some extent mo
domestic in nature because you're actually in the home setting.  So you will see so
preparing a meal, they will actually cook it.  You will see somebody cleaning a ba
You will see somebody doing shopping for somebody or assisting somebody doin
shopping.  You will see them transporting people to different places, be it appointm
see a doctor, be it transporting them to visit a friend.  You will also see them accom
people on recreational outings; recreational outings to a park, to a movie theatre o
whatever.

PN421        
It would be wrong to think that all of that is done by a care worker in a residential
It's a different set of tasks, but for some people in the home setting the tasks are ac
very similar to the residential setting.  The difference in home care is in the nature
care, its focus, it's effectively one on one, which obviously means the care worker
much better opportunity to concentrate the provision of the care or the undertaking
task, but at the same time they do that with a level of isolation.  They are not the b
of a work colleague around the corner.

PN422        
If they need assistance they will have a protocol to follow to call in assistance, and
sense the home care worker will be required to exercise judgment as to when they
or when they call their supervisor to ask what they should do next.  That might als
calling somebody who's trained and authorised to give clinical care, including an
ambulance.

PN423        
When you look through the evidence you will see that the work for some is immen
rewarding, possibly for others it is less so.  You will see that some days will be sm
trouble-free and others will be challenging and draining.  Some days will be uplift
some days emotionally overwhelming.  All of that you will find in both the reside
the home care setting.

PN424        
When you consider the work being performed we would ask you to consider this; 
the manual tasks, the physicality of the tasks being performed is relatively simple
However, what complicates the role is the interaction with the consumer.  It's an in
which is heavily influenced by the consumer's cognitive capacity, their ability for
independence, be it independent thought, independent movement.  It also will be i
by their personality and it could be influenced on the day by their mood.  So it's th
cognitive side of this job that in many respects will present the challenge, not the 
manual physical task being performed.

PN425        
One thing we will ask you to do as you consider the evidence is to ask whether or 
some of the employees are doing is simply that which they are trained to do if they
Certificate III, a Certificate IV and university degree.  When you look at the quali
in the ind str the ha e been modernised on an ongoing basis and the ario s n
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university degree.  So when you look at the evidence those are the things we woul
to consider.

PN426        
We said before that there are some distractions in this case.  I say that respectfully
many of the distractions in our view are not (indistinct) to consider when properly
minimum wages.  There may be some element of consideration for some of these 
section 134.  We just want to call them out for caution.  There is a lot in the eviden
criticising what is said to be a lack of full-time employment or lack of hours.  Wit
that in itself is not a proper consideration for setting minimum rates themselves.

PN427        
Several witnesses have attested to the fact that they are struggling to make ends m
don't want to respond to that flippantly, it would be entirely improper.  We should 
sympathy for people who are in that situation, but again respectfully that in itself i
relevant for the proper setting of minimum rates of pay.

PN428        
You're going to hear a lot when you take the evidence about the industry being
understaffed.  I don't think it's going to offend anybody when I say that.  Some if n
the applicants are advocates for fixed ratios in this sector as they are in other secto
some caution needs to be taken with that narrative.  This is not a case about staffin
per se, nor is it a case about sweating of labour.

PN429        
We accept that there can be an intensity for the work for 100 per cent of the time, 
clearly there are moments where the work is very intense.  We acknowledge that i
submission.  It's different to be distracted by arguments about staffing.  You have 
challenge in terms of understanding physicality of the work environment.  It seem
applicants want to have a bob each way (indistinct).  They seem to concede that th
environment for many is now contemporary, ergonomic, well designed, but at the 
time want to suggest that it's dangerous and more dangerous than it's ever been be
we just ask the Commission to not be distracted by hyperbole around that, becaus
be a distraction you could fall into.

PN430        
You are going to hear a narrative that the industry has a supply site problem.  It do
absolutely does have a supply site problem.  I suppose it should be said at the mom
many industries have a supply site problem in this country, but there's no doubt th
industry has a supply site problem.  The industry is challenged in attracting labour
more challenged in some parts of its workforce than others so it would be more ch
in attracting registered nurses away from the public sector.  It's more challenged in
personal care workers, particularly in some geographical areas.  It's going to be le
challenged around support staff and it simply has whatever supply site challenge t
the country has in that regard.

PN431        
But again, we would ask you not to be unduly distracted by that.  That is a proper
consideration for properly fixing minimum rates of pay.  That's a matter for the em
way of over-award payments to attract labour with higher actual rates of pay and i
matter for the Fair Work system and bargaining - and we note this we'll come to la
but there is some intriguing evidence from the unions about bargaining.  Some say
lot of bargaining some sa there is er little bargaining b t e'll come back to t
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COVID could very well have been a reason to ground the claim for a COVID allo
a PPE allowance or something like that and I think the President will remember th
claim was made in the disability sector at the beginning of COVID but it's not in a
itself a relevant consideration for properly setting minimum rates that will endure 
to come.

PN433        
Lastly, I would ask the Commission to exercise some caution.  The applicants are 
raise the notion of gender-based undervaluation.  The Commission needs to be car
this doesn't turn into an equal remuneration case by disguise.  If you look at some 
evidence, including Lauren Hutchins, who is going to give evidence this afternoon
start to get a sense that that's a little bit about what some of this is.  We will be retu
that theme to hopefully assist the Commission not to go too far down that path so 
in effect being a quasi-equal remuneration case because it that's what they wanted
they should have run it.

PN434        
We'll deal with the academics as they arise in cross-examination.  I think as Mr Gi
indicated and Mr McKenna has probably indicated there is this notion in the acade
the work is undervalued because it's - as they describe it - women's work.  What n
academics seem to effectively answer is it's undervalued compared to what?  Wha
by that is how are the minimum rates in aged care undervalued by comparison to o
minimum rates.  We'll obviously be exploring that with them.  Happy for them to 
notice of that.

PN435        
Perhaps there is a suggestion that the minimum rates in aged care are undervalued
you compare them to male-dominated minimum rates in the building award or som
like that.  But it's not entirely clear whether or not those notions are general acade
notions, notions about actual payment or notions focused on minimum rates.  Now
have before you some proposed changes to classification structures.  We'll go to th
cross-examination of Ms Hutchins this afternoon.  We'll certainly say a lot more a
closing.  We would just note the number of things about classifications in opening

PN436        
In our view in a modern award classifications need to be competence-based.  They
reflect the AQS structure and they need to be practicable and workable in their de
There is no doubt that my clients and the HSU agree that the current structure is n
optimal.  They possibly disagree on how it should be reshaped.  But there is no do
the conflation of a large number of quite diverse roles and functions under one lev
structure has not been particularly useful.  I suspect that is both the union perspect
the employer perspective.  It's entirely proper to consider the classification structu
properly set minimum rates sitting and we will do our best to assist the Commissi
ensuring that any classification structure is properly designed to reflect properly s
minimum rates as we move forward.

PN437        
Now in finishing can I just say this:  we've said nothing about affordability of any
increases.  I'm hoping we're right about what I'm about to say.  It certainly might b
relevant consideration arising from section 134.  I think that's clear.  But it's not in
itself a consideration related to the proper setting of the minimum rates.  We had t
view that it was premature to talk about affordability because we didn't know wha

h d t ff d It ld b b t i i f th C i i t t k t
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what the Commission might have in mind.  It might well be that the class of empl
gets the lion's share of an increase - those people are already subject to substantial
payments, such as registered nurses.  It might be the opposite.

PN438        
But it would be, in our respectful submission, best to deal with that as an issue (in
we understand what the new classification structure is if there is to be one and how
minimum rate is properly set within it.  Unless there are any questions that is the o
our case.

PN439        
JUSTICE ROSS:  Thank you, Mr Ward.  I've got a few issues to raise in relation t
you've put.  The discussion comes down to five matters I wanted to raise with you
respond to now or to give some further thought to.  In relation to the AQF - and th
obviously something that any party can respond to - and you refer to the approach
value as using the AQF, picking a benchmark classification and you go to the ACT
Care case.  Look, from memory, the ACT Child Care case is distinguishable in at 
respects:  one, look, it's difficult for me to think that far back, but I'm pretty sure w
there dealing with a wage fixing principle that required a significant net addition i
value.

PN440        
But the second point is that the case in the child care matter was run almost entire
AQF benchmark and didn't deal with the circumstances in which the work is perfo
And work value, and I put this as a general proposition, and invite comment in the
submissions that the parties will make, is not limited to questions of qualification.
about the nature of the work that's performed and the circumstances and environm
which it's performed.

PN441        
So, there may be less between you, that is, the respective parties, than might appea
didn't take the union parties to be saying that AQF and qualifications are irrelevan
rather that they don't see it as determinative of what the appropriate rate of pay sh
for employees in the sectors that are within home care and residential care.

PN442        
Part of this general discussion around the work value principles, you indicate that 
accept there's a supply side problem, but, as I understand it, the essence of the poi
that well, attraction and retention is not relevant for the fixation of minimum rates
that's really a matter for over-award payments and the like.

PN443        
If I can best sort of - I don't know that I'd describe it even as a provisional view, bu
thought, that as a general proposition historically I wouldn't challenge that propos
there are a couple of features here that are distinct and may warrant a reconsiderat
as a general principle.  One is of course we've got a different statutory framework
work value operates within that, and in the equal remuneration case we made a co
points about that.

PN444        
But the second is the nature of the sector here.  This was a point taken up in the SC
decision in the four yearly review.  It's a funded sector, and certainly in other proc
I've heard repeatedly from employer advocates that well because it's a funded sec
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But it seems to me the funded nature, and we said that the funded nature of the sec
relevant, and it's that issue that I want to just tease out from a moment.  Look, mo
you'd fix minimum rates, supply and demand would be dealt by the market throug
award payments.  That's a more difficult proposition in a funded sector.

PN446        
And, I mean, you take up the point in the two stages, which I'll come back to in a 
but if the employers in the sector, particularly the not for profit parts of the sector,
essentially operating on money in/money out, that is, they'll provide what they're f
for, then providing an over-award payment may not be an option for them.  The on
may be to deal with attraction and retention maybe through an increase in minimu

PN447        
So, at some point I want you to address that issue.  Look, the second point was yo
mentioned a number of aspects of the evidence which were uncontroversial, and I
that's also an issue that could be usefully explored between the parties.  So, try and
what it is that is between you about that.

PN448        
Similarly, your observations about the classification structure, you know, if I can p
phrase it broadly, not being fit for purpose.  I noted your comments about what a
classification structure should do.  Leave aside the merit or otherwise of those obs
I know that I can think of a number of awards that wouldn't meet that test.

PN449        
MR WARD:  Many of them.

PN450        
JUSTICE ROSS:  Yes, but certainly if there's an opportunity and a measure of agr
around that it's something that should be done.

PN451        
Look, the third point, you spoke about the hierarchy, and about the role of register
and certainly some of what you were pointing to would not, it seems to me, to be
controversial.  That might also fall within the aspects of the evidence which are
controversial.  For example, the ANMF at paragraph 68 of its submission also stat
the responsibility of a registered nurse to develop care plans.  How much further t
of agreement goes, I don't know, but it would be worth testing.

PN452        
Just on the - when you were talking of registered nurses and you spoke about their
involvement in the hierarchy and they're a feature of aged care facilities, this is so
you might want to touch on in due course, but I haven't been following much, if an
current election campaign, but I have, sort of, tuned in to the bit that touched on a
And having said that, I don't really know the detail of the policy position, but labo
making the point that it will ensure that there are registered nurses in every aged c
facility, or something like that.  I can't recall the detail.

PN453        
The coalition has responded that that's unworkable for supply side issues.  I'm sim
the debate, but that seemed to be it.  So, I'm just not sure about what the prevalenc
registered nurses is in the aged care sector.  If one party is saying, 'Well, we need m
the reasons they've articulated that sort of suggests that there may not be registere
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Again, going to this issue of evidence that may be uncontroversial, well, there are
things that also occurred to me:  one was the acknowledgement that the rates in th
awards that are under examination have not been properly fixed or had never been
fixed is a useful starting point, and it avoids us - we'd also need to be satisfied of t
but the fact that there's a consensus would make our satisfaction of that fact more 

PN455        
Also the observation about the head cook chef and the acknowledgement about th
in work value there is also helpful.

PN456        
There are only two other points.  One was the - I wasn't quite sure what you mean
cautious to take the gender undervaluation argument too far.  Bearing in mind that
equal remuneration case the Full Bench made it clear that in a work value case yo
on gender undervaluation.  And I think that's been - well, I'm pretty sure I've been
Bench that's repeated it, and I think probably Aged Care or SCHADS in the four‑y
review made a remark to the same effect.  So I'm not sure – are you challenging th
decisions and saying that arguments about gender undervaluation have no role in w
value, or – I'm just not sure how you put that.

PN457        
And look, the final point is about the two‑stage.  I understand and can see the forc
proposition that we might issue a decision around what we regard as increases tha
necessary to ensure that the minimum wages objective is met, based on work valu
then hear the parties about what the operative date of that might be, or more impo
probably, about what phasing, if any, is required.

PN458        
But then you went to affordability, and that's where, speaking for myself, I stumbl
because I'm not as, you know, based on the material presently in, particularly pers
affordability would come in to an argument about what the level of any increase m
It seems to me that's fundamentally a result of a work value assessment and the ap
of the statutory framework.  I mean, to reach a different view would, it seemed to 
almost delegating our function to the government of the day based on whatever fu
they want to provide.

PN459        
I rather think it would work on the basis that we'll hear the evidence and argument
view about what the rate should be, and then put to the parties, well, go and have y
various conversations around funding and the like and come back with your positi
how, if indeed at all, that decision should be phased in, rather than coming back w
debate about, well, you've said it should be a percentage of X, we think it should b
percentage of X minus whatever, because that's all the government's prepared to fu
not sure where that would put us.

PN460        
MR WARD:  Perhaps I can – I'll take some on notice, but I might be - - -

PN461        
JUSTICE ROSS:  Sure.

PN462        
MR WARD: Can I start at the – I might work backwards In relation to the afford
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PN464        
MR WARD:  There's no capacity, the pay argument, relevant to the setting of the r
affordability issue for us might very well concern operative date, phasing, those ty
issues, but it's not a relevant consideration to the actual setting.

PN465        
I appreciate that some of my clients' members might be anxious about me saying t
that's the proper response.  Even if an increase is not funded, that would not be jus
for not granting it if granting it properly set the minimum rates.  It might be a rele
consideration for when it commences or how it's phased in.  That's a different issu

PN466        
JUSTICE ROSS:  Yes.

PN467        
MR WARD:  And that's what I meant by two phases.

PN468        
JUSTICE ROSS:  All right.

PN469        
MR WARD:  I think that probably deals with that.  I am not seeking in any sense t
that undervaluation of minimum rates for reasons of genuine or anything else is no
proper consideration.  What I am saying is there seems to have crept into some of 
evidence a suggestion that what's being looked for is parity with the equal remune
order in the SCHADS case, and that's a disturbing feature, because it suggests tha
equal remuneration case in a different form.

PN470        
So when I say could you exercise caution, it's about the suggestion in some of the 
about trying to regain parity with the equal remuneration order.  That's the point I'
making.  As to whether or not it's proper to raise considerations for gender underv
the applicant's entirely free to do so, and the Commission will obviously give such
to those matters as it deems appropriate.

PN471        
On the question of registered nurses, can I say two things, and we might come bac
little more on this?  And I apologise, there's so many statement of evidence I forge
is, but my recollection is that there is evidence from the ANMF, I suspect it's from
official, possibly the secretary of the ANMF, but I might be corrected on that, whi
out in great detail the prevalence of registered nurses, enrolled nurses and the like
sector, and having reviewed that, my clients don't take issue with that.

PN472        
So in terms of what you might describe as the numbers and the proportionality, my
understanding is that the ANMF have put evidence on in that regard, which again 
seen by my clients as controversial.

PN473        
I think what the Labor Party were talking about was something slightly different, 
creating – and again I might be wrong on this - but that is creating a rule where th
registered nurse had to be present on site 24/7.  Ms Doust is nodding her head, so 
doing all right on this. I might have helped the Labor Party frame this proposition
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PN475        
JUSTICE ROSS:  Yes, okay.

PN476        
MR WARD:  We'll talk to the other sides about classifications and what is or isn't
uncontroversial.  I intend to, with respect, reserve comments on the supply side is

PN477        
JUSTICE ROSS:  Yes.

PN478        
MR WARD:  I think it warrants some consideration and a fulsome response from 
the AQF, I don't think we've ever used the word 'determinable'; quite the contrary.
believe it's a very relevant framework to inform the Commission's exercising of it
judgment, but we've never said it's determinable, ever.

PN479        
I think that's the first point we would make.  We would be concerned if it was give
thrift or abandoned.  That would concern us greatly as to whether or not that's a pr
consideration of setting minimum rates of pay, and we probably do place greater e
on it in relation to section 134, but we'll come back to that in our closing submissi
it would be proper for us to say at this stage that I don't think we've ever said it's
determinable.

PN480        
JUSTICE ROSS:  No, I wasn't suggesting that you had.  It's characterised in the u
submissions as being a, you know, predominant focus or something of that nature
want to try and explore with the respective parties the extent of any agreement aro
issue.

PN481        
MR WARD:  Your Honour, can I take that on notice?

PN482        
JUSTICE ROSS:  Sure.

PN483        
MR WARD:  There's been quite a bit to read in a short timeframe over the past fou

PN484        
JUSTICE ROSS:  Yes.

PN485        
MR WARD:  I'll concede I haven't read all of their submissions.  But we might tak
notice, and it might very well be that some of us can reach some understanding as
phrase that, as best we could.

PN486        
JUSTICE ROSS:  Yes.  I think it's in the context of their responding to your comp
tables around different rates as well.

PN487        
MR WARD:  If the Commission pleases.
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PN489        
SPEAKER:  I think that's a thumbs up, your Honour.

PN490        
JUSTICE ROSS:  All right.  Not that it matters much, there are only three of them
right, we will adjourn until 2 pm.  Thank you very much.

LUNCHEON ADJOURNMENT                                                [12.29 PM]

RESUMED                                                                                      [1.59 PM]

PN491        
JUSTICE ROSS:  All right, Ms Doust, are you taking the lead in calling Mr Haye
there someone else from the HSU?

PN492        
MS DOUST:  Yes, I expected the rest of the team would be present there in the he
room.  I'm at a separate location currently.

PN493        
JUSTICE ROSS:  Yes, they're not in the hearing room.  I don't know, I think Ms S
has just joined us.  I don't know if she's taking the witness or not.  We'll wait till so
gets here.

PN494        
MS DOUST:  I'll try and make some inquiries, Your Honour.

PN495        
JUSTICE ROSS:  Okay, thank you.

PN496        
MS DOUST:  Your Honour, apologies for this, I am just wondering whether I can 
through you for the Commission to resend the link to establish connection to Ms G
I understand there's some difficulties with that part of the HSU's team in connectin
sorry - - -

PN497        
JUSTICE ROSS:  No, that's all right, I will ask my associate to do that, but weren
going to be in person?

PN498        
MS DOUST:  At the hearing room?

PN499        
JUSTICE ROSS:  Yes.

PN500        
MS DOUST:  No, I believe they may have returned to the HSU's offices to a conf
room.

PN501        
JUSTICE ROSS:  All right.  I will ask my associate to send a link to Ms Grayson 
how we go.  I see Mr Hayes is there, but - yes, there you are.  I thought your scree
f M H j t b i till M D t ' t th th l
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and see how we can deal with the situation.

PN503        
JUSTICE ROSS:  Okay.  Thank you.

PN504        
MR HAYES:  Your Honour, I will duck into the next room and see if I can organis
something in here.

PN505        
JUSTICE ROSS:  Whereabouts are you, Mr Hayes?

PN506        
MR HAYES:  Approximately about 15 metres from where they would be I would
the moment.

PN507        
JUSTICE ROSS:  It's probably best if you stay where you are and we will try and 
need you we will come back to you though, if it gets desperate we will let you kno

PN508        
MR HAYES:  Okay.  Thanks.

PN509        
DEPUTY PRESIDENT ASBURY:  It looks like Ms Saunders is in the lobby.

PN510        
JUSTICE ROSS:  Yes, we have admitted her.  I'm not sure whether Ms Saunders i
we are.  Yes, okay.  It doesn't look like Ms Saunders, but nevertheless.  Good to go
Gibian?  You're on mute.

PN511        
MR GIBIAN:  We had some difficulty connecting for reasons that escape my kno

PN512        
JUSTICE ROSS:  No, that's all right.  There's no point in asking me about it becau
got no idea.  All right, let's call your first witness, Mr Hayes.

PN513        
MR GIBIAN:  Yes, I call Gerard Hayes.  I can see Mr Hayes and I assume you ca
can you, Mr Hayes?

PN514        
MR HAYES:  I can, yes.

PN515        
THE ASSOCIATE:  Mr Hayes, can you see and hear me?

PN516        
MR HAYES:  I can, yes.

PN517        
THE ASSOCIATE:  Can you please state your full name and work address.
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PN519        
JUSTICE ROSS:  Thank you.  Yes, Mr Gibian.

PN520        
MR GIBIAN:  Yes, thank you, Mr Hayes.  Can you repeat your full name for the
record?‑‑‑Gerard John Hayes.

PN521        
And you're secretary of the Health Services Union New South Wales at New Sout
ACT Branch?‑‑‑That is correct.

PN522        
And president of the National HSU?‑‑‑That's correct.

PN523        
And you were formerly at least or are of professional training a paramedic?‑‑‑Tha

PN524        
You made a statement for the purposes of these proceedings which runs to some 3
paragraphs and is dated 31 March 2021?‑‑‑Correct.

PN525        
You have a copy of that with you?‑‑‑I do, yes.

PN526        
You've had an opportunity to review that, have you, and it's true and correct to the
your knowledge and recollection?‑‑‑To the best of my knowledge it is true and cor

PN527        
I think your Honour expressed at the mention last week a preference for the statem
be identified by reference to the digital court book - - -

PN528        
JUSTICE ROSS:  Is this at 7049 to 7293 of the court book?

PN529        
MR GIBIAN:  It certainly starts at 7049 and it's document numbered 120 as I read
additional court book.

PN530        
JUSTICE ROSS:  Okay, thank you.  All right.

PN531        
MR GIBIAN:  Mr Hayes, Mr Ward, I think is the only person who will now be as
questions as I understand it.

***        GERARD JOHN HAYES                                                                                                          XN MR GIBIAN

PN532        
JUSTICE ROSS:  Mr Ward.

CROSS-EXAMINATION BY MR WARD                                 [2.11 PM]

PN533        
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My name is Nigel Ward.  I appear in these proceedings for the employer interests.
not to keep you too long if I can.  You're the president of the HSU?‑‑‑Of the nation
that's correct.

PN536        
And is that the most senior official in the HSU?‑‑‑Probably I would think that or t
national secretary of the HSU.

PN537        
But you're one of the most senior?‑‑‑That's correct, yes.

PN538        
And you've been involved in formulating your union's claim in this matter?‑‑‑Yes.

PN539        
You support and advocate for that claim?‑‑‑Indeed I do, yes.

PN540        
Can you tell me, how did you arrive at a 25 per cent wage claim?‑‑‑We got some e
economic modelling done to look at, not only the wage claim, but look at the holis
approach to health, to aged care.  So, in relation to that modelling we looked at the
getting to a point of not only 25 per cent, but the appropriate amount of staffing th
be required to have a reasonable service, and also to have appropriate care hours. 
modelling came back with what would be described as a 25 per cent wage increas
those extra care hours with also 59,000 extra staff to be able to meet the needs of t
community going forward.

PN541        
Who did the modelling for you?‑‑‑The name escapes me at the moment, but I'll be
find out that for you.

PN542        
Was it a professional consulting company or an economics company?‑‑‑It was an
economics company, yes.

***        GERARD JOHN HAYES                                                                                                         XXN MR WARD

PN543        
Economics.  And so it took into account staffing ratios and what else?‑‑‑It looked 
staffing ratios that were applied, it look at the costings that would be involved in t
able to achieve those outcomes.  It looked at the wage positioning compared to oth
and other industries, and it looked at the extra care hours that would be required to
an appropriate service to aged care residents.

PN544        
And which other industries did it look at?‑‑‑Offhand I just don't recall exactly whi
industries those were.

PN545        
Okay.  Are you aware when you looked at other industries, were you looking at ac
market rates of pay, or were you looking at minimum rates of pay and awards?‑‑‑N
- I can't answer that question.  I didn't get into that level of detail.

PN546
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PN548        
And in the 1980s?‑‑‑1986.

PN549        
Bear with me, Mr Hayes, I don't want to say anything insensitive.  You described 
as an intensive care paramedic?‑‑‑That's correct.

PN550        
Is that a particular type of a paramedic or ‑ ‑ ‑?‑‑‑It is.  And so it's a - in 1986 you 
general duty ambulance paramedics or ambulance officers.  And then the higher s
people would undertake an intensive care training course which would deliver ski
would deliver cardiac drugs, would deliver skills such as intubation, chest drains, 
sorts of things, so advanced skills along those lines.

PN551        
So, when you were an intensive care paramedic, you did things different to genera
paramedics?‑‑‑Very much so.  High acuity work, and so giving - as I said, giving d
cardiac nature, undertaking cardiac arrests where you would basically run a regim
to what would happen in an emergency department through intubation, through in
of chest drains, decompression of the pneumothorax, dealing with compression inj
crush injuries, a high range of serious complications.

***        GERARD JOHN HAYES                                                                                                         XXN MR WARD

PN552        
You've never actually been employed by an aged care facility?‑‑‑No, I've not been
employed by an aged care facility.

PN553        
Have you got your statement in front of you?‑‑‑I do.

PN554        
Could I ask you to go to paragraph 28?  And you say in paragraph 28, hopefully y
there:

PN555        
In saying this I also observed the role of aged care workers in supporting the e
when they were so ill as to need an ambulance.

PN556        
I take it as a paramedic you were called to an aged care facility when somebody w
serious condition?‑‑‑That's right.  And prior to being an intensive care paramedic 
obviously do routine transports for people, you know, taking them two and from a
facilities or at times taking them to appointments to other medical practitioners.

PN557        
And with that latter role, was that just to transport them?‑‑‑The latter role, yes, it w
a - yes, a routine type transport of people, yes.

PN558        
When you were an intensive care paramedic and you attended an aged care facility
what were you dealing with in terms of the resident?‑‑‑It could be a range of issue
pulmonary oedema was one issue where people had fluid on their lungs where we
b i l i i th di ti t l th t b t 'd l b t ti th
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dysrhythmia and that can obviously lead to death.  So that still stands in my mind 
years later.

PN559        
You would be called in for somebody in a serious medical condition?‑‑‑Serious m
condition, people having hypoglycaemic situations, so, it is serious.  It's not neces
threatening at that point in time.  Some people would - I've been to situations whe
clearly, in my mind, was potentially a drug overdose, you know, not through any k
malice, but that did occur.  So, a range of sorts of medical injuries and some traum
injuries such as falls where you get fractured neck of femur, which is very commo
elderly.

***        GERARD JOHN HAYES                                                                                                         XXN MR WARD

PN560        
When you arrived at the residential aged care facility, I take it you would be show
where the resident who needed care was?‑‑‑That's correct, yes.

PN561        
And, bear with me, would you take a stretcher or something in with you to take th
out?‑‑‑Initially, yes, we'd take a stretcher in, we'd take Lifepak 5 defibrillator with
have a drug box with us and possibly a first aid kit as well.

PN562        
So, you might have to do something to stabilise them there before you transport
them?‑‑‑Very much so.  Particularly if you think about someone who's got a fractu
you certainly want to give them pain relief, you want to stabilise the fracture befor
move them, that's right.

PN563        
And when you were inside the facility, were you normally dealing with a registere
nurse?‑‑‑No, not necessarily.  Sometimes it would be a registered nurse, sometime
Sometimes, and I can't sort of give you a clear break down, but it wasn't uncommo
particularly on a nightshift, that a nurse would be on-call, and employers would sa
nurse is available because they're on-call'.  So you would have carers, who were th
their only access to the registered nurse would be if they contacted them during th
Many times the carer would contact us directly, so there's a range of different cont

PN564        
That would be a nightshift without a nurse on, and the carer would, what, ring Trip
0?‑‑‑Yes.  Yes.

PN565        
Okay.  And I take it that would normally occur because they couldn't contact the
nurse?‑‑‑Well, I guess it was, sort of, I guess more funding models maybe.  And I 
different sort of instructions at different facilities.  Another situation, sort of, stand
my mind that people being taken out of their beds, you know, in the middle of win
were taken to a hospital for a catheter change, that those things should be able to b
an aged care facility and they weren't able to be done, and I don't know, you know
extent they can be done now, so, yes, those sorts of things.

PN566        
In that case, to give the person the appropriate care they called an ambulance?‑‑‑A
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PN569        
It also became clear to me from talking to members, delegates and staff and at
meetings with employers that aged care workforce is clearly under-resourced, 
and undervalued.

***        GERARD JOHN HAYES                                                                                                         XXN MR WARD

PN570        
Under paid compared to what?‑‑‑Underpaid compared to someone working at Bun
someone working at a pub, someone working twisting a sign on the road. It's one 
my mind to, you know, drop a can, you know, when you're stacking shelves in Wo
another thing to drop a person, fracture their hip and they die.  So, in - you know, 
at the level of work to qualify, I suppose, in my life as I've dealt with a lot of death
(indistinct) comes with the job.  But the death we deal with was acute traumatic.  T
that people in aged care deal with is these are people they befriend, they  become 
family members and they consistently die.  You know, it might be 18 months, it m
two years.  They have to go through that consistent sets of grief doing their job.  A
think there's a big difference in terms of doing what people do in aged care to do w
others do, with no disrespect to other work, but it's a job that I haven't had to be ex
heavily to that.

PN571        
I understand you're an advocate for the claim. So, they're underpaid to other peopl
labour market?‑‑‑I would absolutely think that that's absolutely correct, yes.

PN572        
That's your view?‑‑‑That's my view.

PN573        
Now, at paragraph 30 you talk about people providing things to residents out of th
pocket.  Am I right in saying you're not suggesting that their employer requires th
you?‑‑‑No, no, I'm not suggesting that but I'm suggesting if they don't do it people
without some pretty basic things.  One issue was raised with me I think probably i
six months or so - - -

PN574        
I think you've answered the question?‑‑‑Sorry?

PN575        
I think you've answered the question?‑‑‑Fair enough.

PN576        
MR GIBIAN:  With respect the witness should be allowed to finish.

PN577        
JUSTICE ROSS:  Well, you can deal with it in re-examination if you need to.

PN578        
MR WARD:  No further questions.

PN579        
JUSTICE ROSS:  Re-examination, Mr Gibian?

RE EXAMINATION BY MR GIBIAN [2 24 PM]
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PN581        
Yes.  Just a couple of matters.  Firstly, you were asked some questions about your 
experience working as a paramedic and interacting with aged care.  Do you recall
that?‑‑‑Yes, I do.

PN582        
Can you just remind us of the period of time when you were working as a parame
had that direct experience?‑‑‑That would be from - I joined the Ambulance Servic
1986.  The routine side of things would have been 86 through 88, 89, an intensive
paramedic from pretty 89 through to about 2000.

PN583        
Do you have any knowledge as to - you were asked (indistinct) your interactions w
occasions in which you can recall you attended an aged care facility.

PN584        
JUSTICE ROSS:  Can you just repeat that, Mr Gibian.  You just froze for a mome
sound dropped out.

PN585        
MR GIBIAN:  Of course.  You were asked some questions about your experience 
when working as a paramedic and in attending aged care facilities.  You recall tha
do, yes.

PN586        
Do you have any knowledge of the different types of aged care facilities there wer
time and whether they're different to the way that aged care facilities are classified
moment?‑‑‑I think they're generally similar, that's breaking down into for profits a
profits.  They've I think just generally been a design for many, many years.  I think
certainly over the past 10 years or so there's the professionalism of both sectors, fo
and not for profit, has enhanced possibly over the last 15 years but certainly from,
period of the last 15 years to a period of, you know, 15 years before that certainly 
my view, a greater level of accountability, regulation and compliance than when I 
started out.

***        GERARD JOHN HAYES                                                                                                        RXN MR GIBIAN

PN587        
You were particularly asked some questions about the staff who you dealt with at 
facilities when you were a paramedic.  Do you have any - in the period between th
to the late 90s, if I can put it generally in those terms, do you have any knowledge
whether there were different staffing requirements in that period, in relation to dif
types of facilities (indistinct) nursing - what would be classified as nursing homes
type facilities?‑‑‑I suppose the only thing that I would really sort of notice to some
it was probably more RNs around back in - back in the day.  Certainly not everyw
think the exposure of an RN in those days was probably more so than it is today.  
think from the early time I was there, the level of skill and I think in those days w
probably beginning to have an introduction of Certificate III and so forth, that was
widespread as it is now, and that's - again, I don't know exactly what the ratio of w
are who had those certificates and who don't but clearly, a lot of people back in th
would think the 80s, early 90s would have been subject to those qualifications.

PN588        
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something in particular that's been raised with you that's relevant to that subject?‑‑
only a story around Christmas time, I think it was year before last it was raised wi
how people would bring in because - bring in either presents or bring in food to m
residents' life a little bit happier.  One issue was that this particular resident had a 
children, one were based or both were based overseas in different countries and w
to be with them.  So, the worker would cover their own volition to undertake that.
saying that too, at the outset of the pandemic I think it was widely reported or reas
reported that people were bringing their own PPE in and I accept that there was a 
issue with PPE across the board in 2020, that that was something that has certainly
reported to me as well.

PN589        
Thank you, Mr Hayes.  That's the re-examination, your Honour.

PN590        
JUSTICE ROSS:  Thank you for your evidence, Mr Hayes.  You're excused?‑‑‑Th
Your Honour.

<THE WITNESS WITHDREW                                                   [2.29 PM]

PN591        
JUSTICE ROSS:  We'll go to Ms Hutchins.

PN592        
MR GIBIAN:  Yes, thank you, your Honour.  I think it's Ms Hutchins logged on.

PN593        
THE ASSOCIATE:  Ms Hutchins, can you see and hear me?

PN594        
MS HUTCHINS:  I can.

***        GERARD JOHN HAYES                                                                                                        RXN MR GIBIAN

PN595        
THE ASSOCIATE:  Can you please repeat your full name and work address?

PN596        
MS HUTCHINS:  Lauren Elizabeth Beamer Hutchins, Level 2, 109 Pitt Street, Sy

<LAUREN ELIZABETH BEAMER HUTCHINS, AFFIRMED      [2.29 PM]

EXAMINATION-IN-CHIEF BY MR GIBIAN                          [2.29 PM]

PN597        
JUSTICE ROSS:  Mr Gibian.

PN598        
MR GIBIAN:  Yes, thank you, Ms Hutchins.  Can you just repeat your full name f
record?‑‑‑Lauren Elizabeth Beamer Hutchins.

PN599        
You're presently division manager of the Aged Care and Disabilities for the Health
Union, New South Wales and ACT Branch?‑‑‑Yes.
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The first page at page 7294 is in fact the first page or the first annexure to that stat
has electors (indistinct) has LH1 (indistinct) - - -

PN601        
JUSTICE ROSS:  Yes.

PN602        
MR GIBIAN:  That should actually appear after the end of the text of the statemen
first page of the annexures.  Sorry, I've lost the page number that it should appear 

PN603        
JUSTICE ROSS:  No, that's fine.

PN604        
MR GIBIAN:  I'll have that in due course.  The statement runs - itself - runs to som
pages and 80 paragraphs.  You have your copy of that, do you, Ms Hutchins?‑‑‑Ye

PN605        
You've had an opportunity to review the statement?‑‑‑Yes, I have.

PN606        
I think there were just two minor corrections you wanted to make to it:  one at par
34?‑‑‑Yes.

***        LAUREN ELIZABETH BEAMER HUTCHINS                                                                             XN MR GIBIAN

PN607        
I'm sorry, you'll just have to point that one out to me?‑‑‑So it currently reads:  'At 
HSU' - that should be, 'the HSU'.

PN608        
Thank you, and there was a further one at paragraph 39?‑‑‑That's correct:  at the th
sentence, the sentence starts with:  'He described the process of putting the residen
actually, 'She'.

PN609        
Yes, that's in the middle of the third line?‑‑‑Yes.

PN610        
With those corrections is the statement true and accurate to the best of your knowl
recollection?‑‑‑Yes.

PN611        
Yes, that's the first statement, Your Honour, the text of which commences at page 
noting the collation issue that I raised a moment ago.  The second statement was o
reply, dated 22 April.  It's at tab 122, commencing at page 7399 in the digital cour
Do you have a copy of that statement also, Ms Hutchins?‑‑‑Yes.

PN612        
I don't think there were any corrections you wanted to make to that statement, is th
correct?‑‑‑That's correct.

PN613        
Is it true and correct to the best of your knowledge and recollection?‑‑‑Yes it is
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PN616        
MR GIBIAN:  I think Mr Ward will now ask you some questions, Ms Hutchins.

PN617        
JUSTICE ROSS:  Mr Ward.

CROSS-EXAMINATION BY MR WARD                                 [2.33 PM]

PN618        
MR WARD:  It'll help now my microphone's on.  Ms Hutchins, good afternoon.  M
is Nigel Ward.  I appear in this matter for the employer interests.  Thank you for c
feel I should apologise - I think we sent quite a few documents to you, haven't we

***        LAUREN ELIZABETH BEAMER HUTCHINS                                                                           XXN MR WARD

PN619        
Can I just - I'm going to jump around a little bit, bear with me - start with the seco
statement?  Can I ask you to go to paragraph 58?  You say in that statement:  'I hav
reviewed the statement of Anna Maris Wade dated 4 March 2022.  I disagree with
statement at paragraph (indistinct) the quality of the content of a Certificate III ha
decreased over time.  Course length is not the only measure of quality'.  Do you se
that?‑‑‑Yes, I do.

PN620        
I take it you are quite familiar with the Certificate III in individual support?‑‑‑Yes

PN621        
I have sent you a document with, I think the Commission's got the benefit of, whic
headed, 'Australian Government CHC 33014 Certificate III in Individual Support'
have that?‑‑‑Yes.

PN622        
Your Honour, I don't know if these are going to be marked or how you're going to
these.

PN623        
JUSTICE ROSS:  We'll eventually add them to the court book.

PN624        
MR WARD:  Thank you, Your Honour.  Am I right in saying - this came off the
Commonwealth Government's website - this is the document that sets out the requ
for actually gaining the certificate III in individual support?‑‑‑I believe so, yes.

PN625        
Okay, and - - -

PN626        
MR GIBIAN:  I'm sorry to interrupt, Mr Ward - could you identify the document t
referring to again?  There were a number that (indistinct) - - -

PN627        
MR WARD:  My apologies.  It looks like that, just by physical reference.  It is hea
got the Australian Government written on the top of it.  In large print it has capita
capital H capital C 33015 Certificate III in individual support and it's headed 'R
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MR WARD:  You've got it?

***        LAUREN ELIZABETH BEAMER HUTCHINS                                                                           XXN MR WARD

PN630        
MR GIBIAN:  We have it, thank you.

PN631        
MR WARD:  Now, can I ask you to turn to page 3?  Just to make sure I understand
works because it's important, it says there:  'Packaging rules, total number of units
Then it talks about seven core units and six electives.  Do you see that, Ms Hutchi
I do.

PN632        
Then further down it talks about a Certificate III in Individual Support Aging.  Do
that?‑‑‑Yes.

PN633        
It then talks about Certificate III in Individual Support (Disability) and it then talk
Certificate III in Individual Support Home and Community.  Then it also adds Ag
and Community.  Am I right in saying that you can elect which one you want?  Is 
right?‑‑‑Or you can elect to have a general Certificate III in Individual Support.

PN634        
So just bear with me then.  I need your assistance on this.  If I'm doing a Certificat
Individual Support Aging, am I right that I have to do the seven core units that are
there and then I have to do six electives and as I understand it, if you turn the page
elective Group A, Aging and it says, 'four units'.  Then on the next page there is a 
group called D, Aged Care.  I take it that the ones on page 3 that start with CHCC
they're the core, are they?‑‑‑Yes.

PN635        
Okay, they're the core.  So no matter whether or not I get a Certificate III General,
Certificate III Aging, or whatever, I have to do those?‑‑‑Yes.

PN636        
Okay, and from your knowledge, when an employer tells an employee they requir
Certificate III, do they stipulate that it has to be in Aging or do they just normally 
Certificate III?‑‑‑I'm going back to my original statement here in terms of the SEE
you like, that may set out that there is a desire for that to be specialised in Aging.

PN637        
Right?‑‑‑But I can't - in terms of my understanding of the sector is that a Certifica
Individual Support General is acceptable to employers.

PN638        
Okay, we'll come back to those a little later.  You talked in paragraph 58 about the
the Certificate III.  I take it you have a view that the Certificate III is contemporar
fit for the purpose?‑‑‑Yes.

***        LAUREN ELIZABETH BEAMER HUTCHINS                                                                           XXN MR WARD

PN639        
You think it's a robust Certificate III to obtain?‑‑‑Yes.
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Is that 120 hours for everybody?‑‑‑That's my understanding.

PN642        
That's your understanding, okay.  That's very helpful.  When you say in paragraph
you disagree with Ms Wade that the Certificate III has not decreased in quality of 
you're talking about your understanding of those various units that people have to
do?‑‑‑Yes.

PN643        
Is that the number of units and also the content of the unit?‑‑‑And the 120 hours.

PN644        
Has it always been 120 hours, has it?‑‑‑That I'm unsure of.

PN645        
So it might not have been in the past?‑‑‑It may have been more than that in the pa
unsure.

PN646        
You don't know?  Okay, that's fine, that's fine.  Would you please hold on to that, I
to come back to that.  Now, your first statement describes the classification structu
claimed starting at paragraph 21, is that correct?  I think it is, I hope I haven't miss
anything?‑‑‑I've got it in front of me now, yes.

PN647        
Okay, good, good - I take it, given that you've put on evidence about how it's been
designed, that you've been involved in its design?‑‑‑Yes.

PN648        
Are you actually the designer?‑‑‑One of.

PN649        
Are you the principal designer?‑‑‑I would claim that, others may take a different v
However, I would say that I was a driving force in that.

PN650        
I'm happy with driving force, that's fine.  Do you have a copy of your claim?  We 
to you?‑‑‑The original application?

PN651        
Gosh - - -?‑‑‑Amended application, sorry?

PN652        
Yes?‑‑‑Yes, I do.

***        LAUREN ELIZABETH BEAMER HUTCHINS                                                                           XXN MR WARD

PN653        
Just for completeness, for the Commission, that's Fair Work Commission F46 and
we sent it to you starting at point 2, Application.  Is that right?  Or we sent you the
one, okay.

PN654        
JUSTICE ROSS: Yes
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I'm going to be frank.  I'm not trying to ask you trick questions, I'm trying to unde
why you've done what you've done so that's what I'm trying to understand.  You've
instituted in level 2 this six-month service barrier?‑‑‑Yes.

PN657        
Okay?‑‑‑For personal care workers.

PN658        
For personal care workers - and I think in your statement you talked about that (in
line to the probation period that often operates?‑‑‑Yes.

PN659        
Is that what drew your attention to six months or is there something about somebo
competency at six months?‑‑‑A combination of those - one is obviously the aligni
the nominal probation period, if you like.  However, there is also an understanding
the sector and a number of agreements have an hours worked to progress to the ne
in a classification.  So it really reflects my understanding of what already exists in
enterprise agreements.  But it also absolutely is - the expectation after six months 
understanding of the sector is that a personal care worker at that time, the level of
responsibility and supervision does reduce.  So best practice would be that a perso
first six months shouldn't be working potentially an unsupervised overnight shift, 
takes some level of understanding of the sector, some mentoring from other care e
before that would take place.  That's not always what happens but as I said, that's b
practice.

PN660        
So two things, if I can:  you were influenced by what's in your enterprise agreeme
right?‑‑‑Yes.

PN661        
You mention there - I think you said an hours element?‑‑‑Yes, to progress to next p
points, yes.

PN662        
So your enterprise agreements normally have hours, not months?‑‑‑That's correct.

***        LAUREN ELIZABETH BEAMER HUTCHINS                                                                           XXN MR WARD

PN663        
Do you know what that is?‑‑‑It varies.

PN664        
That's fine, that's fine.  Do you know what it varies between?‑‑‑Not off the top of 

PN665        
We don't want you to guess.  We don't want you to guess.  An example of what I'm
do in month seven that I can't do in month five?‑‑‑So as I said to you that the leve
supervision, the expectation of responsibility would differ in those first six month
employment and there beyond.  So as I said to you, for example, an expectation th
would be able to work a shift, a night shift, that has lower levels of supervision, ab
would be our expectation.  So those would be - I mean, that's the most obvious ex
could give you, was it's a reduction in that level of supervision that allows you to 
your work, you know, comfortably or understood that you're able to perform that.
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real time and make those decisions where you otherwise wouldn't have been able 
those decisions or required to make those decisions.

PN667        
That's fine, thank you.  I'm just trying to understand this.  You just said, 'unsuperv
supervision'.  If you have a look at annexure A, level two says, 'Works under limit
supervision'.  I take it you still mean that the level two person would be under lim
supervision; it's not that they'd be unsupervised or have no supervision?‑‑‑That's c
but taking you to your point, our claim in terms of Aged Care level two is that per
there for that first six months so they have limited supervision but they're still sup
It's not unsupervised.

PN668        
Once I've gone past that six months I would then become a level three.  What's the
supervision then?‑‑‑In the classification structure?

PN669        
Yes, because it seems to only - I might be wrong but it seems to only refer to supe
terms of non-admin clerical?‑‑‑Yes.  So we haven't made any adjustment there but
classification reads, 'works under limited supervision either individually or in a te
clerical admin'.

PN670        
So if I'm - I'm just trying to understand this, Ms Hutchins - if I'm a level three pers
worker, after six months I could work under this classification with no supervision
all?‑‑‑Or limited supervision as the classification structure says.

***        LAUREN ELIZABETH BEAMER HUTCHINS                                                                           XXN MR WARD

PN671        
So those words, 'non-admin clerical', they shouldn't be there?‑‑‑In terms of the wo
I'm unclear if it's referring specifically to others in the general and administrative 
My apologies for that.  Our expectation or our understanding of how the Aged Ca
three works, is that this is someone who is after six months of their employment h
passed that probation period, has demonstrated that they can undertake a level of
responsibility and can work unsupervised.  There are I believe somewhere around
cent of the - I might be wrong in terms of these statistics so there is a small propor
aged care workers, personal care workers, who don't currently have their Certifica
Individual Support or the equivalent.  Those workers under this classification stru
remain at an Aged Care level three.

PN672        
They would be supervised by somebody?‑‑‑There is not a requirement for them to
supervised.  But in order to progress through the classification structure, you need
the Certificate III or to have - or its predecessors.

PN673        
That's fine.  If I don't have a - - -

PN674        
MR GIBIAN:  Sorry to interrupt, Mr Ward - it just seemed to me the witness and 
may have been somewhat at cross purposes in those questions by reference to the 
that appear in brackets on the third dot point under level three - that is the words, 
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PN675        
I'm not sure whether Mr Ward reads it different but that's as we would read it, at le

PN676        
MR WARD:  Thank you, Mr Gibian.  I was just trying to understand how it worke
all.

PN677        
MR GIBIAN:  Yes, I certainly wasn't being critical.  I just wanted to clarify (indis

PN678        
MR WARD:  Now, I'll come back to the recreational lifestyle person in a moment
four is the Certificate III level, is it?‑‑‑Yes, for personal care workers.

***        LAUREN ELIZABETH BEAMER HUTCHINS                                                                           XXN MR WARD

PN679        
Yes, sorry, my apologies - for personal care workers, yes.  And you've adopted thi
'qualified'.  I take it you mean by that they have a certificate III or they possess eq
knowledge and skills to be at that level, even though they don't have a certificate I

PN680        
Yes, okay, that's fine.  That's fine.  Could you again turn to level 5, and I think the
for level 5 is actually cut off at the bottom of page 6.  Level 5 appears on level 7.  
with me?  Level 5 I think starts on the top of page 7?‑‑‑Yes, it does, at the bottom 
but it actually - the descriptors are on page 7.

PN681        
Yes?‑‑‑Yes.

PN682        
Yes, that's okay.  You see the highlighted part there in the case of a senior persona
worker?‑‑‑Yes.

PN683        
'May be required to assist residents with medication and hold the relevant unit of
competency HLTHPS006 as varied from time to time'.  Do you see that?‑‑‑Yes.

PN684        
And I sent you a document which I understand is HLTHPS006 assist clients with
medication.  Have you got a copy of that?‑‑‑Yes.

PN685        
Am I right in saying that that's the unit of competency that you're referring to just 
clarify?‑‑‑Yes.

PN686        
Okay.  And could I ask you to go back to the other document, the certificate III in 
support?‑‑‑Yes.

PN687        
Bear with me, I have to find what I want to take you to, sorry.  Trust me, I didn't m
did.  Can I ask you to go to page 7 of 8?‑‑‑Yes.
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***        LAUREN ELIZABETH BEAMER HUTCHINS                                                                           XXN MR WARD

PN690        
Okay.  And, again, I'm just trying to understand what you're proposing.  So, if I ge
certificate III and I've chosen that as one of my electives, even though it's just part
certificate III, you want that person to be a level 5?‑‑‑No, the classification structu
clear that it says 'may be required to assist residents in medication', so it's the prac
an employee, they call them medcomp, medication competent, is engaged to do ex
that, so in terms of - and are remunerated at currently in some agreements a premi
very small premium for undertaking that medication assistance role.

PN691        
That's fine.  Just bear with me.  Am I right in saying that I can only play that role 
this unit of competency?‑‑‑In terms of the level 5?

PN692        
No, no, no, no, if I want to assist a consumer, a resident, with medications, is it the
I must have that unit of competency?‑‑‑Yes, it's required by - yes.

PN693        
It's required, isn't it?  It's required.  So, I can't play that role unless I have the unit 
competency?‑‑‑Yes.

PN694        
Okay.  And what I'm asking you is - I hear what you say, so, if I play that role and
this unit of competency you're proposing I'd get paid as a level 5?‑‑‑Yes.

PN695        
Even though the unit of competency is part of my certificate III?‑‑‑If you were to 
an elective.

PN696        
Yes?‑‑‑However, some employees or some aged care workers don't make that dec
then employers or an individual may take on that HLTHPS006 so that they are abl
perform or are deemed medcomp.

PN697        
So you want them to be paid whether they take it as an elective or whether or not 
it in addition?‑‑‑And they're required to use it, yes.

PN698        
Yes, okay.  Am I right in saying that one of your motivations for that is you have t
some of your enterprise agreements?‑‑‑That's correct.

PN699        
Okay.  I'll come back to that.  I think I might ask Mr Friend about that.  It might b
him.  Now, could I ask you to go to level 6?  You see down the bottom at level 6 i
the case of a specialist personal care worker:

PN700        
Provides specialist care and may have undertaken training in specific areas of 
dementia care, palliative care, household model of care.

PN701
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I'll come to the training in a minute, but can I just try and understand what 'provid
specialist care' means.  I'm not trying to be facetious when I put this to you, I'm ju
to understand.  Let's assume I'm a personal care worker, and I'm looking after a pa
wing of a facility, and I have eight residents in the wing.  And one is diagnosed w
dementia, and I am caring for seven who don't have dementia and the one who do
that meet your criteria for providing specialist care to somebody with dementia?‑‑
have been trained in that particular area, and you have been required by your emp
use that specialist training, then, yes, you meet the criteria.

PN703        
You see you've written words there, 'and may have undertaken training'.  You're no
but they must have undertaken training, are you?‑‑‑No, they may have undertaken
training, but they may have also been nominated in their workplace because of the
practice.  They may be an exceptional employee who has incredible skills in deali
residents with dementia and have been appointed by an employer for that particula

PN704        
So, the minute one of the people I'm caring for has dementia then I'm a level 6?‑‑‑
you're identified as a specialist carer by your employer, and you're asked to use th
even if it's for one resident out of eight, then you would be employed.  It's not ‑ ‑ ‑

PN705        
Okay?‑‑‑It's the skills themselves that are being required to be used, it's not the qu
residents that it's applied to.

PN706        
So, if I'm the employer and I don't designate you, you don't get it?‑‑‑But if you're 
employer that then says, 'We need you to work in a specialist dementia area becau
incredible skills' or to undertake some training in that particular area, then, yes.  W
see already existing in the sector is these roles, so this again is actually catching u
what's already playing out in the sector, specifically around the homemaker mode
have a number of witnesses who have given evidence in relation to their specialist
requires additional training or on-the-job training to look at the model of care spec
and they're paid again a small premium as a result of that.

PN707        
I don't want to get distracted from where I want to take you, but when you say 'the
are you saying they're paid under your enterprise agreements are they?‑‑‑Yes.  So,
think of two agreements, the HammondCare and Uniting New South Wales ACT
agreements that have specific roles that look at a high level of responsibility in a p
model of care.

***        LAUREN ELIZABETH BEAMER HUTCHINS                                                                           XXN MR WARD

PN708        
Okay?‑‑‑The homemaker and the specialist dementia carer are those two roles und
agreements.

PN709        
Just try and stay with me, because I'm trying to understand what you're telling me
operate a dementia unit, which has - it's a secure unit, and I'm a personal care wor
would say I would be a level 6 if I worked in that specialised unit?‑‑‑Yes.
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worker in a dementia specific area, you would assume or you would hope that tho
workers had been trained.

PN711        
The only reason I said it was because you said earlier they might be that well‑know
managing dementia patients that they might not have been trained in it.  That's the
reason I asked the question.  That's okay.  So this level 6 would apply if I'm a pers
worker and I'm working in a specialised dementia unit.  It would apply if I was a p
care worker working in a dedicated palliative care unit?  Is that a yes?‑‑‑Yes.

PN712        
And again, if I'm not in one of those but it happens to be the case that three of the 
people I'm looking after clearly have dementia in some form, do I get it then as we
your employer has nominated you as a specialist, then you would be entitled to it,
may - - -

PN713        
Nominated you?‑‑‑Yes.

PN714        
Can I just understand this, if you could go back to that document again, Certificat
Individual Support?‑‑‑Yes.

PN715        
I think on page 4 of 8, it's got 'Elective units:  Group A electives,' and I'm just goin
from the earlier page, I apologise.  It says, 'Packaging for each specialisation:  All
electives must be selected or awarded the Certificate III in Individual Support (Ag
all remaining electives must be selected from Group D.'  So even though it's called
'elective,' if I want the Ageing Cert III, then the group electives, as I understand it
mandatory; you must do them.  Is that your understanding?‑‑‑Yes.

***        LAUREN ELIZABETH BEAMER HUTCHINS                                                                           XXN MR WARD

PN716        
You see there, 'CHCAGE005:  Provide support to people living with dementia,' do
that?‑‑‑Yes.

PN717        
I think – I don't know if we did, but did we send that to you as well?‑‑‑Yes.

PN718        
I don't want to be unfair to you, because you might not have read these documents
while.  Am I right in saying that is the Certificate III module that teaches you how
with people who have dementia?‑‑‑Yes.

PN719        
So again, and bear with me, would that module, which is you're obliged to do it if
a Certificate III in Ageing - would that module meet your requirement of 'may hav
undertaken training in specific areas of care for dementia?'---It would in the sense
it provides some understanding of training.  It's not limited to that, and our classif
claim hasn't specifically drawn out that unit.

PN720        
N I d 't t t b f i t b t th t h ' h d t k
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terrific courses in dementia care.

PN722        
It's not relevant the quality or length of the employer's course, that doesn't matter?
obtaining the classification?

PN723        
Yes?‑‑‑No, as long as it meets the criteria that some training may be provided, and
person has been appointed in a role.

PN724        
You then talk about palliative care in level 6, and I've sent you 'CHCPAL001 - De
services using palliative approach.'  My understanding is that this is a general grou
elective in the Cert III.  Just bear with me.  I think it's on page 5 of 8, CHCPAL00
if I was in a specialist palliative care unit, that would be sufficient training to mee
criteria?‑‑‑Yes.

PN725        
Not exclusively, but it would include that?‑‑‑Yes.

***        LAUREN ELIZABETH BEAMER HUTCHINS                                                                           XXN MR WARD

PN726        
You then talk about, 'Household model of care,' which we'll come to a little later.  
might help me with this, I don't know – is there something in the Certificate III tha
with that?‑‑‑Not in terms of the specific models that are undertaken by particular
employers, but in terms of – if you look – you know, look at the electives then on 
the Cert III, 'Facilitate the empowerment of older people.'

PN727        
Yes?‑‑‑You know, 'Meet personal support needs' – there are a number of courses th
this certificate that look at this, you know, person centre care approach, and how t
out in the household model then is determined by the employers.

PN728        
Just the one I was – so, 'Facilitate the empowerment of older people,' that's how y
an advocate for the person, is it?‑‑‑Not an advocate per se, but understand that – y
that it's your job as a carer to assist an older person to live out their best life, albei
residential care.  It's not to necessarily to advocate, but to understand individual ch
allow for those choices to play out, to respect the decisions of older Australians an
they're cared for.  And so really it's not – advocacy I think is probably a small part
it's also how the care plays out.

PN729        
Now I can take you to - - -

PN730        
MR GIBIAN:  I thought I should just point out, your Honour, we were thrown out
moment.  I'm not sure there's much we can do to recover that time, but we're back

PN731        
JUSTICE ROSS:  Okay.

PN732
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They say you should never ask a question you don't know the answer to.  This wil
me.  I've sent you a Certificate IV publication, which is CHC43415 Certificate IV
Leisure and Health.  Am I right in saying that there isn't a Certificate III for recrea
lifestyle officers; there's only a Certificate IV?‑‑‑That's my understanding, yes.

PN734        
So we're on the same page?‑‑‑Yes.

***        LAUREN ELIZABETH BEAMER HUTCHINS                                                                           XXN MR WARD

PN735        
If you go to 'Level 5,' you've got 'Recreational lifestyle activities officer qualified.
would include somebody who has a Cert IV, is that right?‑‑‑Yes.

PN736        
Am I right in saying that the six months in level 4 in the prior to six months is con
with what you said before about six months and the personal care worker?‑‑‑Yes, 
well, yes.  Yes.

PN737        
Except what?‑‑‑Just going back over my notes here; just to note that we have inclu
we have included the level 4.  That's the six months there.  So it's not really an exc
was just me being clumsy with words.

PN738        
Sorry, I wasn't trying to catch you out or anything.  An entry level recreational life
activity officer without a Cert III starts at level 3?‑‑‑Yes.

PN739        
And once I've got six months of service up, without a certificate, I move to level 4

PN740        
Am I right in saying that I only move to level 5 when I've got my Cert IV?‑‑‑Not a
the classification structure is actually written, it may require formal qualification, 
terms of the hard Cert IV, if you like, it's noted in the six.  However, it's the expect
though the classification structure doesn't actually spell it out that that's how it app

PN741        
So, can I just put that back to you to make sure I understand it.  So, if I've actually
Cert IV I'm a level 6 - I'm level 6 as a recreational lifestyle officer. Is that right?‑‑‑
you're a - if you're a recreational activity officer who's qualified, it is a level 5.  I'm
noting that we haven't actually spelt out Cert IV in the classification structure.

PN742        
Okay, sorry.  I wasn't trying to catch you out.  So, am I right that recreational lifes
activities officer qualified, which is in level 5 would be somebody with a Cert IV 
equivalent?‑‑‑Yes.

PN743        
And is the distinction then for me to progress to being a senior recreational lifesty
activities officer, level 6, that I would be supervising people?‑‑‑Yes.

PN744        
Oka Thank o I'm sorr if that as a challenge b t it's been er helpf l No
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***        LAUREN ELIZABETH BEAMER HUTCHINS                                                                           XXN MR WARD

PN746        
I'm not quibbling with you, I'm just trying to understand.  When you say aged care
are skilled professionals, that's consistent with obtaining Certificate III, Certificate
qualifications.  You're not suggesting that they're university qualified, are you?‑‑‑N

PN747        
Okay, that's fine.  And you offered a number earlier which was interesting.  I'm no
caught it.  You say in paragraph 43:

PN748        
A personal care employee is usually required by the employer to have Certifica
aged care and disability services.

PN749        
I take it when you use the phrase 'aged care and disability services' you're talking 
Certificate III in Individual Support, whether or not it's in one area of specialisatio
other?‑‑‑That's correct.

PN750        
Is that knowledge of yours anecdotal or is there actually some data which tells you
many people have a Certificate III?‑‑‑There is data on this.  It's a significant numb
don't - I believe it's in my second statement, and the Cedar Report spells out the le
employees who currently hold a Certificate III.

PN751        
I see.  So, that's - just bear with me, that's not what I was asking.  Your statement s
large number are required by their employer?‑‑‑Yes.

PN752        
So, is it your - is it your opinion that - it's not your opinion that everybody who ho
Certificate III has been required by their employer to get it, is it?‑‑‑Sorry, can you
question?

PN753        
You're not saying that everybody who holds a Certificate III has been required by 
employer to get it?‑‑‑That those who have it have been required by their employer

PN754        
Yes?‑‑‑Sorry, how to explain this that almost exclusively all job ads for personal c
workers have as a requirement Certificate III in Individual Support.  Those emplo
there are some who are registered training organisations that advertise that if you 
a Certificate III in Individual Support that the organisation will support you to und
that training.  It is my experience that almost exclusively people either have got a
Certificate III in Individual Support or have been very long term employees in the
sector.

***        LAUREN ELIZABETH BEAMER HUTCHINS                                                                           XXN MR WARD

PN755        
So, this is useful, if I can just clarify that.  So, if I've been in the sector for 20, 30 y
might not have one but I'm sort of deemed qualified from my experience.  Is that r
most cases yes
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PN757        
No, that's fine.  What word would you choose?‑‑‑I would say that it is a requireme
only exceptions I have seen to that have been those organisations that are registere
organisations that are able to provide that training themselves internally.

PN758        
That's because they're registered training organisations themselves?‑‑‑Yes.

PN759        
In their case they might take somebody who doesn't have one and through RPL an
everything else, they'll get them through it?‑‑‑Yes.

PN760        
So, you would think it would - putting aside people who might have joined the ind
years ago, you would think it was very unusual to find a personal care worker who
have a Certificate III?‑‑‑Yes.

PN761        
That's fine.  Can I just take you to paragraph 45.  I'll do my best to speed through,
Hutchins, if I can.  You talk in paragraph 44 about a number of advertisements, LH
then you summarise them in 45.  Do you see that?‑‑‑Yes.

PN762        
Can I just - have you got LH5?  If you haven't - - -?‑‑‑I do.  I've got the lot, I've ju
find it.  Here it is.

PN763        
Do you have it in front of you?‑‑‑Yes.

PN764        
Now, I take it somebody typed these out from a newspaper or from online or - - -?
me.  It was a cut and paste job.  It was very frustrating.

PN765        
You need to lobby your boss for some administrative support, Ms Hutchins?‑‑‑We
union, we don't have a lot of excess in terms of those types of things but maybe ne

***        LAUREN ELIZABETH BEAMER HUTCHINS                                                                           XXN MR WARD

PN766        
Maybe next time.  Can I take you to the first one.  As I understand it, this is Blue C
Sunshine Coast, sets out the job opportunities and rates of pay, and do you see the
'What you'll need'?‑‑‑Yes.

PN767        
Okay.  So, I take it this is what you're saying about the employer requiring a Certi
because this employer requires one, don't they?‑‑‑Yes.

PN768        
They then say 'Blue card, yellow card or willingness to obtain'.  What is the blue
card?‑‑‑Now, that I'm not actually across to be fair.

PN769        
That's all right that's okay Are you across the yellow card? I'm not across the y
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PN771        
DEPUTY PRESIDENT ASBURY:  They're specific to Queensland, I can inform y
reliably.  Yes, they're specific cards that enable to work with certain vulnerable gro
people.

PN772        
MR WARD:  Thank you, your Honour, for that.  I'll have to ask some questions on
somebody else later.  That's fine.  I didn't know that.  Putting aside the quirky Que
blue card and yellow card, experience of technology including smartphones, table
laptops, confidence to satisfy the relevant probity checks required by legislation.  
there's nothing in this job advertisement outside of that blue card and yellow card 
the Cert III, getting the Cert III doesn't cover?‑‑‑Can you repeat the question?  Wh
-

PN773        
Well, the employer - put the blue card and yellow card which her Honour has help
with.  There's nothing in the requirements the employer wants, the requirements th
employer wants the successful candidate to have.  They're really covered by the C
III?‑‑‑Yes.

***        LAUREN ELIZABETH BEAMER HUTCHINS                                                                           XXN MR WARD

PN774        
Yes, yes.  And I'm not - I don't want to labour this but I just want to understand th
the - what you say is the robustness of the Certificate III.'  If you go to the next on
Joseph Banks Aged Care Facility, Fremantle and southern suburbs, this person say
got to have a Certificate III or Certificate IV, and again, when I read that advertise
there anything there above and beyond the Certificate III or Certificate IV that the
employer's asking for?‑‑‑Well specifically that they've got 12 months' work experi
I'm assuming that this is a more senior role that the facility is looking for here.

PN775        
We can't quite get that from the advert, but it might be they don't want somebody 
just got their Certificate III with 120 hours?‑‑‑Yes.

PN776        
And then you've got, 'Goodwin Aged Care Services Limited, ACT.'  I've read, 'Wh
need.'  They say a Certificate III in Aged Care is what is desirable, but again nothi
advertisement seems to be outside of what a Certificate III could deliver.  Have I m
anything in that?‑‑‑No, not that I - - -

PN777        
Not that you can see?‑‑‑No.

PN778        
Then the next one is, 'Bupa Aged Care Australia, South West Coast.'  This one act
out some duties.  With respect, those duties are fairly common, aren't they?  You'd
see those duties for a personal care worker?‑‑‑With the exception of the medicatio
assistance, which is a quite specific role.

PN779        
That is what we've already discussed with HLTHPS006, Assist - - -?‑‑‑(Indistinct)
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they're looking for?‑‑‑Yes.

PN782        
I'm going to be fairly quick from here, if I can.  Can I take you to paragraph 48?  T
something you've observed when you've been at a facility, is it?‑‑‑Yes.

PN783        
You attend facilities regularly?‑‑‑Yes, though I do have to admit that particularly t
well Omicron caused some challenges.  I must say I've had COVID, and so this ye
not been to facilities as much as I would like to, but yes, I do attend facilities on a
basis.

PN784        
You've talked earlier about Certificate III being robust and contemporary.  You've 
about in your view it's pretty much mandatory these days.  Do I take it that a Certi
would cover how I feed a resident and what happens if they're struggling to swallo
can go back to the Certificate III, if that's okay?

***        LAUREN ELIZABETH BEAMER HUTCHINS                                                                           XXN MR WARD

PN785        
Of course you can.  Yes, absolutely?‑‑‑In terms of if you go to – let me just – I me
a number you could pick up here that would give you that – you know, that guidan
through the actual course itself, and my apologies, I can't bring those up to you.  B
terms of the actual training itself, it is an understanding that a person who comes o
Certificate III understands particularly the feeding requirements of a person in res
aged care.  Probably the best – and my apologies, if you go to the core electives, 'R
healthy body systems,' that's part of it, is also then understanding how to work wit
residents around food, and it's not always feeding someone.  Really, care is about
supporting someone to eat, who may have cognitive issues, who may have depres
may want to exercise choice around the food that they're eating and decide that th
like what's been put on offer.  So there's a range of things that come into play arou
not just simply feeding someone.

PN786        
It's not just the physical act; it's the broader context is dealt with in the Certificate 
training?‑‑‑Yes, and also then – but it's also then honing those care skills.

PN787        
And I take it the 120 hours is part of that process?‑‑‑Absolutely, and you observe a
trainee other carers who will take you through that process of understanding the im
of food and in quality of life.

PN788        
In paragraph 49 you talk about observing residents' behaviours.  Am I right in say
that some element of that Certificate III program will be teaching you what to obs
how to respond to it?‑‑‑There's certainly the theoretical part in the course itself, bu
the 120 hours is where you're mentored to watch and you observe, and at some po
time when you're being assessed you actually put that training into practice.

PN789        
So when I'm being assessed it's not just a classroom assessment, I might be practic
assessed; somebody observing how I'm doing that with a resident?‑‑‑Yes.
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behaviours are a result of people having dementia, experiencing dementia, but aga
120 hours is about an opportunity to observe in real time de‑escalation practice pu
place.

PN791        
Yes?‑‑‑So, absolutely.

***        LAUREN ELIZABETH BEAMER HUTCHINS                                                                           XXN MR WARD

PN792        
And de-escalation practice is a method I'm taught when I'm doing my Certificate I
actually reduce the tension in the situation?‑‑‑Yes.  And this is one of the real skill
worker, is understanding the individuals that they are supporting, the residents.  W
that a resident likes, dislikes.  Is it noise?  Is it, you know, particular things, food? 
are a range of things that a carer will understand could be problematic, and will th
understand how to de‑escalate.  So if someone is exhibiting signs that may lead to
know, an issue, a concern, they will get in quickly.  I think the best line I've heard 
role of a carer is to see the situation, to understand their residents, and to put in pla
practice that makes sure they remain safe, and that there isn't any requirement for 
of clinical response, unless, you know, there is a clinical issue.  But certainly havi
dementia, you know, our carers know how to deal with that every day.  They abso
understand how to do that, and not only do they demonstrate that when they have 
with them, but they also then, with having new staff come on, teach them about th
individuals that they're going to be supporting.

PN793        
Just so I can make sure I got that right, if I am doing my Certificate III, my mento
working with me on my de‑escalation skills as part of my 120 hours?‑‑‑Yes.

PN794        
And I might be the subject of the observed assessment in how well I actually exer
de‑escalation skills, the theory of which I learnt in my Cert III?‑‑‑If the opportunit
itself, and it may be that that doesn't occur and so there's not an opportunity at tha
Certainly, you know, you can't predict.

PN795        
At paragraph 51 you say, 'When a new resident is admitted to a facility, personal c
workers are required to learn everything about them, including what medication th
and then you go on.  Am I right in saying that when somebody is admitted, there's
personal care plan put together for the consumer?‑‑‑Yes.

PN796        
Is the personal care worker inducted into that care plan for that consumer if they'r
work for them?‑‑‑Yes.

PN797        
Again, it's no trick question, I'm just trying to understand.  I take it, it would norm
registered nurse who is talking to the personal care worker about this is the care p
this is what I want you to do or how to do it?‑‑‑Yes.

PN798        
I'm going to get gonged soon, so I'll just try and ask you two more questions.  I th
might run out of time?‑‑‑I'm happy to come back.  It's all good.
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PN800        
There is definitely a ceiling when it comes to career progression in aged care if
not have a degree in Nursing.  It does not matter how experienced you are or h
additional skills you have, there is just no way for you to progress through the
classifications.

PN801        
Am I right in saying that your view is you should progress to the top no matter wh
competencies you hold?‑‑‑No.

PN802        
That's what I wanted to clarify.  So you still accept that you should progress based
competence, is that right?‑‑‑Yes.  Yes, but what we are trying to provide in the cla
structure is an opportunity to recognise those additional skill‑less specialist roles a
currently exist to give people an opportunity to actually make a decision to specia
then to be remunerated accordingly if their employer has a model of care, for exam
actually requires that specialisation, or has, you know, a particular palliative mode
particular dementia model that they have in place.

PN803        
And I think you said your view on that is influenced by what you've achieved in s
your enterprise agreements?‑‑‑Yes.

PN804        
Lastly, can I take you to paragraph 80?  It reads as follows:

PN805        
More recently there has been a shift towards making residential aged care even
home‑like, with an ever greater emphasis on choice and flexibility.  This home‑
model of care sees residents reside in small groups -

PN806        
and then it reads on.  Can I just ask you to refresh your memory of that paragraph
The whole paragraph?

PN807        
Yes, the whole paragraph, if that's all right?‑‑‑Yes.

PN808        
I take it you don't have any information on what percentage of the industry has ma
shift?‑‑‑No.

***        LAUREN ELIZABETH BEAMER HUTCHINS                                                                           XXN MR WARD

PN809        
Am I right in saying this model involves more independent living?‑‑‑Well, in the s
suppose in the sense of the model itself tries at its core to allow residents to exerci
to make decisions about their care, to work with a dedicated group of carers, so th
household model is about ensuring that you have continuity of care.  And it is abo
suppose, independence in that decision‑making, yes, but we just also have to appr
there are limitations to that independence because of the – you know, the frailty of
residents, and that sometimes there is some challenges to exercising those choices
about – I don't like the term, but it's the best way to describe it – it's about empow
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Go on.  I'm happy for you to finish.  I (indistinct)?‑‑‑I'm okay.

PN811        
I didn't want to interrupt you?‑‑‑I think at its core, you know, it's trying to live out
of person‑centre care, that people can make these decisions; they can make – and 
got the staff there who understand their individual needs, their likes, their dislikes
plan activities accordingly; can plan care accordingly - and can also alter that if th
change in the residents' needs themselves.

PN812        
What I'm trying to understand is, this type of facility, I take it it wouldn't suit peop
ordinarily would be in a closed dementia ward or something like that?‑‑‑That's no
 The HammondCare specialist dementia cottages are specifically designed for peo
dementia in small group‑like arrangements, so a cottage‑like arrangement.  So it a
takes that model of continuity of care, of decision‑making, and supporting people 
dementia to make – you know, to exercise their rights - - -

PN813        
Sorry, I'm just trying to understand.  It's the physicality of the setting then that it's 
used the word, 'cottage?'---It's how HammondCare describes it.

PN814        
Okay?‑‑‑It's a cottage-like arrangement.  In, for example, Uniting, which is our bi
employer in NSW, they have purpose‑built facilities to have the homemaker mode
that there are smaller – you know, smaller shared spaces that people are able to int
there.  HammondCare has a cottage‑like arrangement where people with dementia
smaller groups.  They have the same carers.  There's that continuity there.  But the
behind it is that people with dementia have exactly the same rights to exercise cho
their care as anyone else, and that's why the training is so important, so that how d
ensure that someone with dementia can exercise those rights in a safe way, but als
right to take risks as well; like, there's – you know, it's quite complex when you try
unpick it there, but that's why you have that training.  That's why you've got a mod
place that's supported not just by the carers, but by the support staff, the administr
staff, the registered nurses, who all understand that this is how the model works.

***        LAUREN ELIZABETH BEAMER HUTCHINS                                                                           XXN MR WARD

PN815        
If you think about HammondCare as an example - and I'm going to tread dangerou
because I don't know the answer to this question – take HammondCare as an exam
their set up, is the cooking still done in a central place and then sent to the cottage
- -?‑‑‑No.

PN816        
- - - an entirely independent unit?‑‑‑No, there is some kitchen support.

PN817        
Right?‑‑‑But there is an understanding in all of these types of models that there ar
or kitchenettes, that there's an expectation that if an individual doesn't want what e
else is eating, then you attempt to make them something that they prefer.  So it's n
kind of, you know, usual big dining hall experience where everyone is fed at the s
and then go back to their rooms.
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amongst people who, you know, live together or think about it as a group home an
disability support services where you have a number of clients who are supported 
disability support worker and that's the way I view it.  I suppose the home carer - t
comparison is fair in the sense that you're trying to create a home and all I would s
though is that obviously the residents in residential care, their needs are generally 
complex.  That's the distinction I would draw here, is that you are dealing with pe
either -you know, have either quite significant mobility constraints or they've got, 
know, cognitive issues - - -

PN819        
In residential care?‑‑‑Residential, yes, yes.

PN820        
I take it if I'm a personal care worker in one of these cottages, my certificate III w
sufficient for me to do the job?‑‑‑No, the employers that we deal with require add
training and that's - - -

PN821        
Is that in‑house training?‑‑‑That's the particulars model of care.  For example,
HammondCare has a specialist dementia carer role that requires additional trainin
Uniting has a homemaker role that requires additional training.  It's to understand,
implement the model that's best, you know.

PN822        
If you take the home care model training you have just talked about - - -?‑‑‑Home

***        LAUREN ELIZABETH BEAMER HUTCHINS                                                                           XXN MR WARD

PN823        
Homemaker, my apologies.  Is that classroom training or on‑the‑job training?‑‑‑It'
combination of both.

PN824        
How long is the classroom training?‑‑‑That, I cant tell you, but I believe that at lea
our witnesses, Virginia Ellis, who is a homemaker, will have that in her statement

PN825        
Thank you very much.  I'll bother her with that, not you?‑‑‑Please do.  She's fantas

PN826        
I'm sure she will be.  No further questions.

PN827        
JUSTICE ROSS:  Ms Hutchins, can I just ask you a question about the classificati
structure.  You remember you were taken to the amended application?‑‑‑Yes.

PN828        
Can I take you to aged care employee level 5?‑‑‑Yes.

PN829        
You were asked a question about the section that's underlined, 'May be required to
residents with medication.'  What does that mean in a practical sense?  They woul
distribute medication or is there something else involved in that?‑‑‑Yes, absolutely
abo t the distrib tion b t it is also abo t then the doc mentation It's also abo t e
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creams if there is an issue with skin and the administering of eye drops in the even
you know, that's required, as well.  So it's not just as simple as putting out, you kn
blister pack and then popping the pills out.  It's about making sure that the medica
consumed, that it's documented and that a personal carer worker is also across if th
any changes in those medications.

PN830        
MR WARD:  Can I have a question arising from that?

PN831        
JUSTICE ROSS:  Certainly.

***        LAUREN ELIZABETH BEAMER HUTCHINS                                                                           XXN MR WARD

PN832        
MR WARD:  Am I right in saying that the personal care worker obviously cannot 
what medications the persons has?‑‑‑No.  You are right.

PN833        
I didn't think we would argue with that.  When the personal care worker is assistin
hands out the medication?‑‑‑The personal care worker.

PN834        
So where do they go and get it from?‑‑‑From the registered nurse.

PN835        
Okay.  Do they receive it normally in a Webster pack?‑‑‑Yes.

PN836        
So they will then take that to the consumer, the resident?‑‑‑Yes.

PN837        
Am I right in saying that they have to match to make sure that what's in the Webst
for that occasion is what's meant to be given?‑‑‑Yes.

PN838        
Is that done on like a colour chart or a visual chart?‑‑‑I couldn't answer that.  It ma
there are different methods for different employers.

PN839        
I have to visually see the person take the medication?‑‑‑Yes.

PN840        
Then I write on the chart that I visually saw them take it?‑‑‑Yes.

PN841        
No further questions.

PN842        
JUSTICE ROSS:  Thank you.  Any re‑examination, Mr Gibian?

PN843        
MR GIBIAN:  Yes, thank you.  Just a few matters.
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the HammondCare facility you referred to with the dementia cottages is one of the
that is proposed to be visited on the inspections that the Commission is to particip
in?‑‑‑Yes, that's correct.

***        LAUREN ELIZABETH BEAMER HUTCHINS                                                                           RXN MR GIBIAN

PN845        
Do you have any knowledge of the extent to which HammondCare has adopted th
homemaker model - as you've referred to it - throughout its operations?‑‑‑It has an
of the, I suppose - how to describe it?  HammondCare has had the cottage arrange
place for quite some time.  It was a very early adopter of this model, so they have 
place throughout their facilities as best they can, appreciating that some of the fac
not lend themselves as comfortably to a cottage‑like arrangement.  There are occa
you need to modify a facility to make that occur, but it is certainly something that 
numerous conversations that I have had with the CEO, Mike Baird, that the organ
incredibly proud of.

PN846        
You also mentioned Uniting Care, which I think you said was the largest provider
South Wales at least.  They have also to some extent adopted the homecare model
-?‑‑‑Yes.

PN847        
Do you have knowledge of the extent to which they have run - they have impleme
model throughout their operations?‑‑‑So my understanding is that they have now
implemented this across all of their facilities in New South Wales and the ACT.  T
staggered rollout as they were bringing it into place and that is my - you know, tha
understanding having seen the consultation take place in various areas as it rolled 
because it wasn't - it's just not a matter of you become a homemaker work site.  Yo
the training in place, you need the infrastructure in place.

PN848        
I think Mr Ward asked you whether you had any knowledge of the extent to which
those operators to one side, the homemaker‑type model that has been rolled out m
generally within the industry, are you able to give any evidence about that?‑‑‑Yes.
know, at the start of 2020 - and it's now put in place now - RSL LifeCare managem
with myself and my deputy manager, Ben (indistinct) to explain how they were ro
their version of a homemaker model.  The distinction they had was that they woul
maintain a higher level of support services, particularly in the catering area at that
However, we have - and that has started to roll out.  There are a number of organis
that have purchased, I think, off‑the‑shelf kind of training.  It's called - I believe it
Butterfly program that takes you through how to put a homemaker‑like model into
workplace.  I believe Harbison Care - perhaps Mr Friend might be able to go into 
detail around that, but certainly those are two facilities that absolutely I can imme
say have put those in place.

PN849        
Thank you, Ms Hutchins.  I was told in my last question I said 'home care'; it's
'homemaker'.  If I did, that was a slip on my part and I correct that retrospectively.
go back then to the - sorry, you mentioned RSL Life Care.  Were there other opera
are going down this path that you have knowledge of?‑‑‑Not at hand.  I will have 
this also may reflect two years of a pandemic and the ability to actually have staff
the job to undertake that specialist training is very challenging, particularly given
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If I could go back then maybe more sequentially from the start of the cross‑exami
You were asked initially some questions about the process for developing the clas
proposal in the amended application and taken to that.  I think you described your
involvement in it as claiming to be a driving force.  Can I just ask you if you're ab
describe the process that was involved in developing that part of the application an
whether others were involved or consulted in relation to that matter?‑‑‑Yes.  So, th
suppose two parts.  There's the classification structure itself and the claim itself.  S
classification structure I worked heavily with Christopher Friend, Mr Friend, and 
of his experience as our bargaining officer - so, he works exclusively in the aged c
and works in bargaining with our major employers and also with the peak industry
We sat down with the classification structure and from the basis of is it fit for purp
also do we ensure - and came to the conclusion that no, which is why there's a num
amendments that we proposed.  But also that we were mindful there was a tenden
these discussions between us to - there was a desire for us to put a lot of informati
We realised that that probably wouldn't help the process, so we, in putting forward
changes, tried to make it as succinct but reflective of where the sector was at as be
possible.  We had a lot of discussion about it.  We confirmed particular role titles t
sure that we were comfortable with those.  It was a process that we then took - and
ultimately we came up with, between the two of us, a classification structure that w
believed was fit for purpose, reflected where the sector was at and we thought del
us the - you know, the desired outcome of giving opportunity for carers to progres
at particular times.

PN851        
Yes, thank you.  You were then asked questions by reference to the amended appli
and the different levels in it.  Among those you were asked some questions about 
and the - on page 7 of the application, and the proposal to insert the underlined tex
final dot point referable to a specialist personal care worker.  And in answer to tho
questions you said that that was to reflect what existed in industry.  And you were
asked questions by reference to provisions in enterprise agreements which provide
some additional payment for persons who were recognised as specialists in differe
I just wanted to understand whether your evidence that these were positions that e
industry was limited to areas in which the HSU has enterprise agreements with tho
classifications or to your knowledge it exists in industry more generally?‑‑‑Well, m
experience with those rolls have been through the enterprise agreements.  That's m
experience.  What we have seen, and I suppose this is also reflected in the Aged C
Commissions recommendations is a focus on particularly dementia and palliative 
whilst I can only speak from my experience in terms of the enterprise bargaining
agreements that I've engaged with, there's certainly an acknowledgement that thos
specialisation are desired.

***        LAUREN ELIZABETH BEAMER HUTCHINS                                                                           RXN MR GIBIAN

PN852        
You were then asked some questions about the extent to which employers require 
new employees to have Certificate III, and I think your evidence was to the effect 
was universally required at least - unless the employer was itself a registered train
organisation and able to provide that training.  I understood those answers to be re
the Certificate III in Individual Support.  Are you able to - do you have any knowl
the extent to which employers either require or preference specifically the Certific
Individual Support (Aged Care)?‑‑‑I don't - it's not my experience that there is - th
person who has individual - Certificate III in Individual Support that is either a - f
a better term generic Certificate III or a Certificate III that then specialises in dis
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You were then asked some questions about personal - sorry, one of the units of com
you were asked about was it's - I think HLTHPS006 Assist with Medication, and I
indicated in that respect that that will be engaged by the or a form of training that 
relevant to a person at level 5, if required to undertake that work by the employer?

PN854        
I just wanted to ask whether you were familiar with whether personal care worker
in assisting - I just have to find the right terminology - assisting residents with me
undertake refreshers or renewals of that training?‑‑‑I can't answer definitively on t
so it would be my understanding that there is ongoing training, particularly if - yo
particularly if there is a better way to support a resident more broadly.  Whether o
specifically around medication, I couldn't tell you.

PN855        
And the final matter was that you were asked about the development of personal c
upon admission to a residential facility, and whether the care worker would be ind
think the terminology that was used was inducted into that plan.  Do you recall be
about that?‑‑‑Yes.

***        LAUREN ELIZABETH BEAMER HUTCHINS                                                                           RXN MR GIBIAN

PN856        
On your understanding what would ordinarily be involved in the care worker bein
inducted into the care plan?‑‑‑So, there would be - a new resident would be broug
facility, their care plan would be developed by the registered nurse.  The registere
would go through that care plan with the carer, understanding the needs of the resi
terms of clinical, in terms of social and emotional and as well as physical support 
required.  There may be in that care plan some understanding of the residents' fam
their likes, their dislikes and some special - or information that may assist with the
care of the individual as, you know, a resident particularly doesn't like a, b, c, d, an
responds better to approaches that are a, b, c, d.  So, going through those so the ca
understands from - well, ideally understands from day one how to provide the bes
Because to be - you know, a carer is the first point of contact for a resident.  The c
person who is there for them every day.  The carer is the person who has those
conversations, monitors their behaviour, reports back to an RN, tries to ensure tha
resident is, you know, able to exercise choice, is, you know, provided with dignity
respect in the care that they get.

PN857        
Thank you, Ms Hutchins.  That's the re-examination, your Honour.

PN858        
JUSTICE ROSS:  Thank you for your evidence, Ms Hutchins.  You're excused.

<THE WITNESS WITHDREW                                                   [4.01 PM]

PN859        
JUSTICE ROSS:  Mr Friend.

PN860        
MR GIBIAN:  Is the Full Bench content to proceed with Mr Friend?  I'm not sure 
Ward's estimate of time is.
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MR WARD:  It wasn't my estimate, Your Honour.  It was their estimate.  I will fin
quickly.

PN863        
JUSTICE ROSS:  Okay.

PN864        
MR GIBIAN:  I think the half hour was the estimate we were provided with by M
people, at least.

PN865        
JUSTICE ROSS:  Anyway, is Mr Friend available?

PN866        
MR GIBIAN:  He is.

PN867        
JUSTICE ROSS:  Here we are.

PN868        
THE ASSOCIATE:  Mr Friend, can you see and hear me?

PN869        
MR C FRIEND:  Yes, I can.

PN870        
THE ASSOCIATE:  Can you please state your full name and work address?

***        LAUREN ELIZABETH BEAMER HUTCHINS                                                                           RXN MR GIBIAN

PN871        
MR FRIEND:  Yes, my name is Christopher Louis Friend and my work address is
109 Pitt Street, Sydney.

<CHRISTOPHER LOUIS FRIEND, AFFIRMED                     [4.02 PM]

EXAMINATION-IN-CHIEF BY MR GIBIAN                          [4.02 PM]

PN872        
JUSTICE ROSS:  Mr Gibian.

PN873        
MR GIBIAN:  Thank you, Mr Friend.  Can you repeat your full name for the reco
my name is Christopher Louis Friend.

PN874        
You're an industrial bargaining officer under the Aged Care division for the HSU N
South Wales/Act branch?‑‑‑Yes, that's correct.

PN875        
You've made two statements, I think, for the purposes of these proceedings, the fir
dated 1 April 2021.  I think it's document 124 in the digital court book at page 759
text of the statement itself runs to 24 paragraphs over five pages.  Do you have a c
that, Mr Friend?‑‑‑Yes, I do.
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PN878        
I - to the extent necessary - indicate that the HSU relies upon that statement.  Ther
further statement headed, 'Supplementary statement of Christopher Louis Friend' w
think is dated 20 October 2021, document 125 in the digital court book commenci
page 7620.  Do you also have a copy of that, Mr Friend?‑‑‑Yes, I do.

PN879        
I understand there was a correction that needed to be made to paragraph 48 at the 
page 9?‑‑‑Yes, that's correct.

PN880        
As I understand it, in the first sentence reads under the heading, 'Funding', reads:  
primary obstacle to achieving higher rates of pay through enterprise bargaining in
residential aged care, is' - I think that should be a reference to home care rather tha
residential aged care, is that correct?‑‑‑Yes, that's correct.

***        CHRISTOPHER LOUIS FRIEND                                                                                              XN MR GIBIAN

PN881        
With that correction - if I could ask the Full Bench to note it - is that statement als
correct to the best of your knowledge and recollection?‑‑‑Yes, it is.

PN882        
The HSU also relies upon that statement as well.  I think Mr Ward will now ask yo
questions?‑‑‑Thank you.

CROSS-EXAMINATION BY MR WARD                                 [4.04 PM]

PN883        
MR WARD:  Can I just ask for indulgence from the Bench?  We weren't aware M
had made a second statement, if I could just have a couple of minutes?

PN884        
JUSTICE ROSS:  Certainly.

PN885        
MR WARD:  If the Commission pleases, I wasn't aware there was a second statem
not sure if we need to cross-examine Mr Friend on his second statement but I shou
inform the Bench that I'm not in a position to (indistinct) with that today.  It might
don't need him back.  I'll do everything in my power to make sure that I don't need
back but I'm just not in a position to read it that quickly, I'm afraid.  I'm sorry.  I ju
aware he'd made one.  That being the case, Mr Friend, I don't we've ever met befo
name is Nigel Ward.  I'm appearing in these proceedings for the employer parties.
keep you very long, sir, I promise you.  I sent you a document earlier today.  Did y
receive that?‑‑‑Yes, I did, Mr Ward.

PN886        
It's a very long document, I'm sorry if you've printed it out.  I think it's 90 pages in
thereabouts, is it that document?‑‑‑Yes.

PN887        
It's got written on the front, 'The chosen' - this will sound strange - 'The chosen na
NMA, an HSU New South Wales enterprise agreement 2017-2020'.  Do you have
f t f ? Y I d
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employer agreement under the terms of the Act.  It is what I would probably refer
template agreement or something similar that, you know, where there is similar te
conditions in a number of enterprise agreements but they're not negotiated under t
of the multi-employer agreement arrangement which exists in the Act.

***        CHRISTOPHER LOUIS FRIEND                                                                                             XXN MR WARD

PN889        
That's helpful.  Am I right that the templates - and this is the current template, isn'
to 2020?‑‑‑That's correct, it hasn't been replaced yet.

PN890        
Am I right in saying that you negotiated the template with ACSA?‑‑‑The HSU do
negotiate this particular template with ACSA.

PN891        
Is it you who then send the template out to members or is it ACSA who send it ou
theirs?‑‑‑In the case of this template - and I should caution this by saying it was no
the officer who was employed at the time, who negotiated this particular documen
understanding of the mechanics of how that operates is that after it's negotiated be
HSU and ACSA, ACSA's members, being the employers who will make the offer
staff who are employed by those various employers, will then commence the barg
process so they'll issue the notice of employee representational rights.  We will the
communicate with members about what's on offer, which is really the terms of thi
document and we'll go through the process of each of the employers to discuss thi
document, discuss what the terms and conditions of this mean.  The employer wil
obviously do the same thing with their employees and then the vote will take plac

PN892        
So it could be the case that this document is adopted in whole or it could be the ca
adoptive of some small modifications?‑‑‑That's correct.  There are a number of ex
where this particular document was amended.  There were other examples where 
employees voted this down, didn't accept that offer, and we went back to the barga
table in those cases.

PN893        
When you say in paragraph 8 the 235 enterprise agreements across New South Wa
the ACT, how many are, generally speaking, based on this template?‑‑‑So my reco
is that there were about 85 employers covered by this particular template.  There i
template which you'd no doubt be aware of covering the - another peak body, LAS
would cover approximately 25 employers in the sector.  There are other employer
sector who would not choose to take this document completely but may be led by 
would be influenced by it.  So I think it's probably fair to say that there's another 3
employers that would effectively use this as a base for their bargaining.

PN894        
When they do bargain they bargain in the normal way of single employer
bargains?‑‑‑Correct.

PN895        
But they're using this template?‑‑‑Yes, and whether they use this as a complete tem
would look at this for guidance on particular clauses, I think it's something that th
often looks to as a bit of a benchmark for what is considered to be sort of acceptab
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PN896        
You might know more than I do about their amalgamation, Mr Friend, so I probab
ask it.  So when that 85/25/30 group adopts this template whole, or largely adopts
they adopt the recommended rates of pay that are in the template?‑‑‑Generally, ye

PN897        
And it's not a trick question, but do you often bargain the rates of pay?  Do you su
bargaining for rates of pay above the template, or is the template the norm?‑‑‑Do y
at other employers or - - -?

PN898        
Yes, at other employers?‑‑‑Yes.  At other employers there are certainly others that
above the template.  I don't know what number that would be, but there are – I wo
there are many employers that would bargain above the template.  I did some wag
comparison some period of time ago for a bargaining – you know, during the cour
bargaining in order to provide that sort of comparison and do that comparative ana
the ACSA template would generally be I think about sort of – you know, a little bi
the mid‑point.  So there'd be I reckon, off the top of my head, about 30 per cent of
employers that are probably a bit better than this, a large cohort that would be at th
and then some which are below.

PN899        
When you talk about your averaging about enterprise agreements above the award
that's in that mix?‑‑‑In the analysis that I provided in my statement?

PN900        
In the first statement, yes?‑‑‑Yes.  So in my first statement, the analysis that I prov
based on – it was a mix of employers deliberately for that purpose, to make sure it
reasonable cross‑section of the industry.  It was really chosen based on the employ
are the largest employers, so that we were capturing the most number of people w
there.  So if you look at my statement, I think, you know, Uniting is one of the larg
employers in NSW in the not‑for‑profit space; Anglicare, Southern Cross Care are
employers, and then others in the for‑profit space, so people like Estia, Bupa are v
players from the for‑profit side of the sector.

PN901        
I don't want to ask you an unfair question.  Are you familiar with the content of th
document?‑‑‑I am.  Yes, I believe that I'm fairly familiar with it.  Yes.

PN902        
You know what comes now?‑‑‑Yes, I do.

PN903        
Can I ask you to go to page 56?‑‑‑Certainly.  Yes.

***        CHRISTOPHER LOUIS FRIEND                                                                                             XXN MR WARD

PN904        
I'm just interested in a few things, if I can?‑‑‑Sure.

PN905        
The election of the 500 hours of work experience in the industry, are you able to e
how the 500 hours came about?‑‑‑As I said earlier, I wasn't the individual that neg
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hours.  I think they work out – maths is not my strong suit – I think they work out
roughly the same amount of time.

PN906        
Okay?‑‑‑(Indistinct) employee.

PN907        
Can I ask you to go to page 57?‑‑‑Yes.

PN908        
This is a grade 2 employee.  Am I right in saying there's two levels of grade 2?‑‑‑Y
is.

PN909        
Am I right in saying level 1 has more than 500 hours, and am I right in saying lev
in with two years' experience, is that right?‑‑‑Yes.  So there's obviously, as you can
number of qualifying steps for a level 2.

PN910        
Yes?‑‑‑As being a period of time to have been employed and possessing the Certif
in Individual Support.

PN911        
Bear with me.  Where is the reference to Certificate III?‑‑‑It's on page 58, the next
down.

PN912        
So a grade 3 with - - -?‑‑‑No, I'm sorry, I'm talking about the level 2.  There are a 
criteria to be considered a care service employee grade 2, level 2.  The employee m
CSE level 2, have worked in the care 3 for a minimum of two years, and possess a
Certificate III in Individual Support or a Certificate III in a similar effect.

PN913        
I'm with you, and I'm just interested, do you understand why your union supported
minimum of two years?‑‑‑Look, I'm actually not familiar with the conversation th
place around that.

***        CHRISTOPHER LOUIS FRIEND                                                                                             XXN MR WARD

PN914        
Can I ask you to go back to your first statement?‑‑‑Sure.

PN915        
Could I ask you go to paragraph 16?‑‑‑Mm‑hm.

PN916        
You say here:

PN917        
In the current environment, enterprise bargaining is largely an exercise of nego
with employees to remain a few steps ahead of low award rate of pay.

PN918        
When you use the word 'low award rate of pay ' what are you comparing that to?‑
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PN920        
Then you're - - -?‑‑‑Or we're able to fit.  That's right, in my opinion.  It's a rate of p
below what one should be remunerated for - - -

PN921        
You're not making that in comparison to anything?‑‑‑Look, this statement – when 
that comment in the statement, it was not – no – in comparison to other awards tha
be familiar with.  It was really just my opinion of the rates of pay.

PN922        
Can I take you to paragraph 22?‑‑‑Mm‑hm.

PN923        
You say:

PN924        
The primary obstacle to achieving high rates of pay through enterprise bargain
residential aged care is that employers tell us they do not have the necessary fu
increase pay rates beyond the award rate of pay.

PN925        
Then right at the end of that paragraph, you say:

PN926        
Employers will blame a lack of government funding for the inability to agree to
higher wage rate.

PN927        
Do you see that?‑‑‑Yes, I do.

***        CHRISTOPHER LOUIS FRIEND                                                                                             XXN MR WARD

PN928        
Is that just a bargaining tactic in your experience, or do you actually believe that's
real?‑‑‑Look, I believe it's real, because employers will invariably tell us that they
work performed by their employees should be paid more.  I'm yet to come across 
employer in the sector who would say that they feel the employees they have are p
remunerated for the work.  So the conversation with employers is usually them sa
they wish they could pay more, but then explaining that there are a number of con
on them, and the primary one being lack of government funding and the uncertain
brings.

PN929        
Can I ask you now to go back to paragraph 18?‑‑‑Sure.

PN930        
You say in 18:

PN931        
If the base rates in awards were lifted to accurately reflect the value of work pe
it would enable employers and employees to focus on enterprise bargaining on
of other issues which better tailor agreements to their needs, such as –

PN932
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PN933        
Well, you've made it clear that you don't achieve great results in bargaining, haven
you?‑‑‑Yes, I've said that the wages we achieved - - -

PN934        
Not the (indistinct) - - -?‑‑‑No.  I realise it's not a personal reflection, but the - - -

PN935        
Okay, (indistinct).  You've said that the employers blame that on a lack of funding

PN936        
That they'd like to give you more, but they can't?‑‑‑That's right.

PN937        
If the award rates go up they'll have less to give you?‑‑‑(Indistinct) - - -

***        CHRISTOPHER LOUIS FRIEND                                                                                             XXN MR WARD

PN938        
So how will that improve bargaining?‑‑‑I wouldn't say they'd have less to give us.
say that the amount of time and energy that we spend arguing with employers abo
a reasonable base wage would effectively be neutralised, and would mean that we
spend more time constructively at the bargaining table looking at other things, rath
both of us sitting there wringing our hands about why we can't properly remunera
people in the sector.

PN939        
So they can't afford to give you too much in bargaining today, we've agreed on tha
we?‑‑‑I think it would mean bargaining would not have wage increases as such a c
focus of bargaining.  You know, bargaining can obviously be about a number of d
things.  Bargaining is not constrained to wage rates.  Bargaining might evolve in t
to look at things more broadly like career structures and how we maintain and dev
people in the sector; how do we retain employees?  So I think if we were sort of to
wages out of the equation as the principle focus of bargaining, and the principle m
for our members, then it would - and the principle motivator largely for the emplo
give their employees some sort of increase - I mean, employers often tell me they 
that employees come to the table wanting a significant increase because they're al
their guts out in their roles and they want to be able to deliver that.  If that was eff
neutralised because the award paid that, it would mean that bargaining would be a
look at other things, which I think would be a really useful use of our time.

PN940        
If I can just make sure I understand what you just told me - - -?‑‑‑Sure.

PN941        
Today, employers aren't in your mind very generous in bargaining because they sa
can't afford to be.  If the award rate goes up you're saying bargaining might no lon
about rates of pay because that's dealt with in the award.  It might be about someth
else?‑‑‑That's correct.

PN942        
I have no further - - -
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PN945        
JUSTICE ROSS:  - - - to get a flight to go to Sydney for the inspections tomorrow

PN946        
MR WARD:  I apologise, Your Honour.  I've finished.  I'll come back to the Bench
quickly as I can about Mr Friend with his second statement, if I could just reserve
position.  I apologise that we hadn't seen it earlier.  That's my cross-examination.

***        CHRISTOPHER LOUIS FRIEND                                                                                             XXN MR WARD

PN947        
JUSTICE ROSS:  Okay, thank you.  Mr Gibian, any re-examination?

PN948        
MR GIBIAN:  There's no re-examination.  With respect to Mr Friend, our preferen
be for him to be released and if Mr Ward does need to ask further questions, he ca
application for him to be recalled.  It's really for the purpose of Mr Friend providin
instructions as an officer of the union in the meantime, if there's no difficulty with

PN949        
MR WARD:  No objection with that whatsoever, Your Honour - none at all.

PN950        
JUSTICE ROSS:  All right, thanks very much for your evidence, Mr Friend.  You
excused.

<THE WITNESS WITHDREW                                                   [4.24 PM]

PN951        
JUSTICE ROSS:  That concludes the witnesses for today.  There will be the inspe
Sydney tomorrow.  By 4 pm we will receive the revised hearing list - or hearing sc
for the next week or so.  Any final procedural matters?

PN952        
MR GIBIAN:  I was just going to say, Your Honour, and maybe this is by way of 
to Deputy President Asbury - I was going to be present at the inspections in Sydne
wise that I not do so because there has been some COVID in my household in the
or so and so I apologise and mean obviously no discourtesy in that respect.  There
obviously other representatives present.

PN953        
JUSTICE ROSS:  Okay, thank you very much.  We'll adjourn.

ADJOURNED UNTIL FRIDAY, 29 APRIL 2022                      [4.25 PM]

***        CHRISTOPHER LOUIS FRIEND                                                                                             XXN MR WARD
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PN954      
COMMISSIONER O'NEILL:  Good morning everybody.  I understand in terms o
appearances this morning there's just one change, that's Mr or Ms Oski for the UW
there any other changes?  No.  Good.  All right.  Now, before we get started with t
witness evidence this morning, are there any issues any party wishes to raise?

PN955      
MR GIBIAN:  I don't believe so on our part.  I can give an overview of the witnes
are proposed for today because there's been a couple of slight changes at a conven
Commissioner, but otherwise I don't think there's anything I was going to raise.

PN956      
COMMISSIONER O'NEILL:  All right.  Well, then the only other matter I was go
suggest, just so that we can maximise the chance of moving through the day as se
as possible, Mr Gibian, if your instructors can arrange for at least the next witness
be in the hearing room early, so that if we need to we can move quickly to the nex

PN957      
MR GIBIAN:  We'll endeavour to do that as best we can, Commissioner.

PN958      
COMMISSIONER O'NEILL:  All right then.  So, Mr Gibian.

PN959      
MR GIBIAN:  Yes.  Well, thank you, Commissioner.  I think - I assume that you'v
received the list of the witnesses who were proposed for the day, the total and the 
were proposed.  There were 12 that were scheduled.  The two changes to that are t
final witness who was scheduled for 4 o'clock, Tracey Roberts, we were advised l
evening that she's no longer required for cross-examination.  And secondly that th
scheduled - who had been scheduled for 2 o'clock, Alison Curry, we were asked th
was communicated by Mr Ward or his team that they were not prepared for the cro
examination - for her cross-examination today.  She had been a somewhat late add
think, to the list for today and in those circumstances we're content for her to be re
for a time next week, which would leave 10 witnesses which I'm sure will probabl
enough to go on with.

PN960      
COMMISSIONER O'NEILL:  All right.  In light of Ms Curry not giving evidence
it possible to move forward Ms Gauci and the remaining witnesses for this afterno

PN961      
MR WARD:  Commissioner, can I assist in that.  I suspect I'm going to be a little l
than anticipated with some of the early ones and then I'm going to get quicker as w
through, so it's more likely that we'll need the best part of the day for the group bu
probably find I'll need more time with some and less time with others.  So it's pos
the - - -

PN962      
COMMISSIONER O'NEILL:  All right.

PN963      
MR WARD:  It's possibly not the case that we can bring them all forward.
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MR GIBIAN:  The only other thing I was going to add in terms of practicalities o
witnesses, some of them do have other time commitments, work and the like but -
but we'll endeavour to be as flexible as we can obviously but if some witnesses ru
longer it may be necessary to adjust the order slightly, just based upon practical is
hope that won't cause any inconvenience to anyone.  But these are the witnesses th
available today at least, or have been made available today at least.

PN966      
The final matter I was going to raise in that regard is just to communicate there ar
those witnesses who have come into the HSU offices, which is where I physically
they will be sitting in a different room at the time that they are giving their eviden
of the witnesses will be remote, purely for geographical reasons, and to avoid unn
travel and logging in either from a work location or a phone location, there is perh
greater potential for some kind of technological issues in that respect but we'll jus
deal with those as best we can, and we've tried to ensure that there is an appropria
connection and that it's all been set up such that it can work hopefully as - well, se
might be overly ambitious but at least as efficiently as possible.

PN967      
COMMISSIONER O'NEILL:  All right then.

PN968      
MR GIBIAN:  The first witness then that was on the list, unless there's anything e
anyone else needs to raise is Mark Castieau.  He is in the office in another room a
assume will be logging on now.  We're just getting him to log in now.  We were pr
with some documents via Mr Ward not long ago, relevant to Mr Castieau's cross-
examination and we're just arranging - they're not available to him immediately, w
arranging for them to be printed and they'll be with him momentarily.

PN969      
COMMISSIONER O'NEILL:  All right.

PN970      
MR GIBIAN:  Thank you, Commissioner - I think Mr Castieau has now logged in

PN971      
COMMISSIONER O'NEILL:  Good morning, Mr Castieau.  My name is Commis
O'Neill.  My associate is just going to have you take the affirmation and then there
some questions for you.

PN972      
MR CASTIEAU:  Okay.

PN973      
THE ASSOCIATE:  Mr Castieau, can you please say your full name and work add

PN974      
MR CASTIEAU:  Mark (indistinct) Castieau, I work at St Vincent's Care Services
Bronte.  I'm not quite sure of the street address.  It's in Bronte Road in Bronte.

<MARK CASTIEAU, AFFIRMED                                                       [9.38 AM

EXAMINATION-IN-CHIEF BY MR GIBIAN                                    [9.38 AM
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MR GIBIAN:  Commissioner, I was just going to ask Mr Castieau to adopt the sta
that have been filed, if that's convenient.  Mr Castieau, can you just repeat your fu
for the record please?‑‑‑Mark William Castieau.

PN977      
You're employed as a chef at St Vincent's Care.  it says in your statement Edgeclif
you said in Bronte, is it?‑‑‑Yes, I worked at Edgecliff and then I transferred to Bro
August.

PN978      
August of 2021?‑‑‑That's right

PN979      
I understand - and that was after, obviously, the first statement was prepared and f
which was I think dated 29 March last year.  I understand?‑‑‑Yes.

PN980      
Now, you've made two statements for the purposes of the proceedings.  The first o
was dated 29 March 2021, the text of which - the statement alone runs to 11 parag
108 paragraphs, sorry, over 11 pages.  You have your copy of that with you, I thin
you?‑‑‑Yes.

***        MARK CASTIEAU                                                                                                                           XN MR GIBIAN

PN981      
Commissioner, I think you will presumably know already that's at document 181 i
digital court book, commencing at page 10625.  You've had an opportunity to read
statement, have you, Mr Castieau?‑‑‑Yes.  I've read it several times.

PN982      
And is it true and correct to the best of your knowledge and recollection?‑‑‑Yes.

PN983      
We tender - if that's the right word - or seek to rely upon the document at - the stat
document 181 in the digital court book.

PN984      
COMMISSIONER O'NEILL:  Thank you, I don't think we need to mark them sep
We've got the reference in the hearing book.

PN985      
MR GIBIAN:  Yes, I took it from the president's indication the other day that I wo
identify them by reference to document and page number as we go.

PN986      
COMMISSIONER O'NEILL:  Yes.

PN987      
MR GIBIAN:  Mr Castieau, there was a reply statement then as well dated 20 Apr
that runs to four pages and 29 paragraphs.  You have that document as well?‑‑‑Yes

PN988      
Is it also true and correct to the best of your knowledge and recollection?‑‑‑Yes.
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PN991      
MR GIBIAN:  Mr Castieau, Mr Ward, who you'll see in one of the boxes on the sc
think with his name appearing, will now ask you some questions.

CROSS-EXAMINATION BY MR WARD                                           [9.41 AM

PN992      
MR WARD:  Mr Castieau, am I pronouncing your name correctly?‑‑‑Yes, thank y
that.

***        MARK CASTIEAU                                                                                                                          XXN MR WARD

PN993      
My name is Nigel Ward, Mr Castieau, and I appear in these proceedings for the em
interests in the case.  I'm going to ask you some questions, sir.  If I ask you a ques
you don't know the answer to it, just tell us.  I don't want you to try and answer so
you don't feel  you're able to answer?‑‑‑Okay.

PN994      
Can I just start - you say in your statement at paragraph 12 - sorry, 11 and 12 - do 
that in front of you?‑‑‑Yes.

PN995      
The first one?‑‑‑Yes.

PN996      
You say:  'I understand that my employment is covered by an enterprise agreemen
you say:  'I'm employed as a care services employee and paid in accordance with t
classification care services employee grade 4'.  Do you see that?‑‑‑Yes, yes.

PN997      
We sent you a copy of an enterprise agreement this morning. Do you have a copy 
front of you?‑‑‑Yes.

PN998      
It's headed, 'St Vincent's Care Services New South Wales enterprise agreement'?‑‑

PN999      
Do you understand that to be the agreement that covers you?‑‑‑Yes.

PN1000    
If I could just by way of clarification - could you go to page 66 of 81 - - -?‑‑‑Sorry

PN1001    
Yes, please - have you go that?‑‑‑I can't find it.

PN1002    
Okay, if you look at the bottom right - - -?‑‑‑Unless it's - 66?

PN1003    
Yes?‑‑‑I've got 66 of 67.

PN1004    
I'm not sure why you have that but let's just see - - -
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***        MARK CASTIEAU                                                                                                                          XXN MR WARD

PN1006    
MR WARD:  Bear with me, Commissioner.  Commissioner, I'll come back to that 
that doesn't accord with the document I have for the witness?‑‑‑I've got page 61 no

PN1007    
My problem, Mr Castieau, is I don't have you on page 61.  I think we've sent you 
agreement, actually, Mr Castieau.

PN1008    
COMMISSIONER O'NEILL:  It's the previous version.

PN1009    
MR WARD:  Does your page 61 have, 'Care services employee grade 4'?‑‑‑No, it'
clerical grade 4.

PN1010    
Okay - Commissioner, Mr Castieau, I apologise.  I've done something in error.  Pl
come back to that.  Sorry, sir.  I sent you a different document which is an Austral
Government document, SIT30816, Certificate III in commercial cookery.  Do you
that?‑‑‑Yes.

PN1011    
Now, you say in your statement you did your commercial cookery Cert III in 1996
correct?‑‑‑That's right.

PN1012    
When you did that, Mr Castieau, was there a practical element as well?‑‑‑Yes, yes

PN1013    
How long was the practical element for?‑‑‑I did an apprenticeship that took four y
two-and-a-half years I went to college one day a week and the college was both pr
and - it was practical and the other.

PN1014    
So in 1996 it was a full four-year apprenticeship, was it?‑‑‑Yes.

PN1015    
I don't expect you to have seen the document I've sent you before.  This is the curr
version of your qualification?‑‑‑Okay.

PN1016    
Can I ask you to turn to the first page, which actually says page 2 of 6.  Can you tu
that?‑‑‑Yes.

PN1017    
You'll see down the bottom of the page it says, 'Core units'?‑‑‑Yes, it's changed sin
the curriculum has changed a lot since then.

***        MARK CASTIEAU                                                                                                                          XXN MR WARD

PN1018    
That's fine, this is what I'm interested to understand, if I can.  Could I just ask you
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C you have a Certificate in Food Safety Supervising.  Do you see that?‑‑‑Yes.

PN1020    
If you could just help us clarify those:  tell me is this is wrong, if you could, Mr C
the Food Safety Supervisor course - - -?‑‑‑Yes.

PN1021    
- - - my understanding is that's currently an online course, is that right?‑‑‑It's an on
course, yes.

PN1022    
And I'm informed that it involves six hours of combined reading or online learnin
that sound right?‑‑‑Yes, that sounds right.

PN1023    
Good, I might have the right one.  And there's a practical element as well which is
done over three shifts of four hours.  So there's 12 hours of practical.  Does that so
right?‑‑‑Practical?

PN1024    
Yes?‑‑‑No one came and did it.  I didn't do any practical element of that, it was jus
online.

PN1025    
So you didn't do a practical element, but you did the six hours online?‑‑‑Yes.

PN1026    
Okay.  No, that's fine.  That's fine.  The certificate in food handling and food safet
an online course?‑‑‑No, visually someone would come to the facility and give a co
it would take a few hours and then you had a test on that.  They do that every year

PN1027    
Is that two hours they come and do the course for?‑‑‑It sounds about right, yes, ab
hours.

PN1028    
And you do a test at the end?‑‑‑Yes.

***        MARK CASTIEAU                                                                                                                          XXN MR WARD

PN1029    
How long does it take to do the test; is it multiple choice?‑‑‑Multiple choice and s
answers as well, some written answers.

PN1030    
I take it you passed?‑‑‑Yes.  I mean I've done hundreds of them.

PN1031    
Can you go to paragraph 30 of your first statement.  I'm just going to stay with the
statement for now?‑‑‑Okay.  Yes.

PN1032    
Paragraph 30 says this:
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Do you see that?‑‑‑Yes.

PN1035    
Can you just help us understand, when you say the menu has been set for two year
saying that what we serve on Mondays is always the same, what we serve on Tues
always the same, what do you mean by the menu set for two years?‑‑‑Well, two ye
they gave us a menu that was sent to us and we had to follow that with amendmen
our residents - - -

PN1036    
So when you say the menu set what you're allowed to cook is set for two years, is 
We've had that menu for two years.

PN1037    
Right.  So it will tell you that you can cook a pork dish or a beef dish and what's in
it?‑‑‑Yes.

PN1038    
And that will include the vegetables that are in it and things like that?‑‑‑Yes, and i
recipes as well.  But like if nobody eats pork I'm not going to make pork.

PN1039    
I will come to that.  So you weren't involved in writing that menu, that's done in h
office, is it?‑‑‑Yes.

PN1040    
And you say that it's created in consultation with dieticians and speech pathologis
your understanding that dieticians signed it off?‑‑‑Yes, and if I amended our dietic
look at that and see if it's okay.

***        MARK CASTIEAU                                                                                                                          XXN MR WARD

PN1041    
So if you say, 'I'd like to serve this to this particular resident' the dietician has to ap
that?‑‑‑Broadly speaking, yes.

PN1042    
If you go to paragraph 38 you say:

PN1043    
I am also provided with an approved pantry list which provides me with a list o
can buy.

PN1044    
I take it that because the menu is set what you need to buy for the recipes is also s

PN1045    
And that's what you mean by the pantry list, is it?‑‑‑Yes.  Yes.  They make a contr
supplier and we're contracted to buy those things, like they set a price for that.  Th
that's in the contract we can supply it - - -

PN1046    
So that supplier is negotiated by head office?‑‑‑Yes.
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And that is you're ordering things that are on the set list of what you need?‑‑‑That
Yes, that's right.

PN1049    
Can I take you quickly to paragraph 82?‑‑‑Yes.

PN1050    
In 82 you're talking about what I think is some software applications, is that right?
right.

PN1051    
In 82(b) you say this:

PN1052    
Integra the software is used to check stock levels and order directly from suppl
required.

PN1053    
?‑‑‑Yes.

***        MARK CASTIEAU                                                                                                                          XXN MR WARD

PN1054    
I am just trying to understand how this works.  As you use ingredients does the so
calculate what needs to be replenished?‑‑‑No, it's if the supplier's had it in stock.  
what I mean there.

PN1055    
Okay.  So you're checking the stock levels after you use things?‑‑‑Yes, I check it a
checking it continually.

PN1056    
You check it continually, and you will determine that you need to place an order fo
powder or whatever?‑‑‑Yes.

PN1057    
And you then go to the stock list and you ask the supplier who's been negotiated f
provide what you need?‑‑‑Yes, that's right.

PN1058    
And how does the software help you with that, or how does it work with that?‑‑‑W
don't have it in stock - if we don't have it in stock someone will tell me, someone w
up - - -

PN1059    
Okay.  So that software allows you to see if the supplier has it in stock?‑‑‑Not exa
they don't have it in stock the supplier will contact me.  If I put in an order and the
have anything in stock someone will give me a ring and say, 'We don't have that, b
have this.'  You know, they have alternatives if something's not in stock.

PN1060    
Thank you.  Can I take you - could you go to paragraph 44.  I think you were talki
this a minute ago.  You say:
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Do you see that?‑‑‑Yes.

PN1063    
Let's perhaps use a meal as an example.  Let's say that your main meal for lunch w
roast - - -?‑‑‑Yes.

PN1064    
- - - would you do one of those occasionally?‑‑‑Yes.  Yes.

***        MARK CASTIEAU                                                                                                                          XXN MR WARD

PN1065    
Okay.  Right, good.  We saw a very lovely pork roast on the inspection the other d
you say, 'I prepare alternatives', I take it that's a resident who has actually said, 'I d
that', is that - - -?‑‑‑That's right.

PN1066    
Or is it the case that the resident might not simply eat it?‑‑‑They've said they don't
because - you make an alternative, a few dishes of an alternative anyway in case s
doesn't like it.  If someone doesn't eat pork I'll cook some other kind of meat inste

PN1067    
Okay.  So there will still be a substitute meat like a beef or a lamb?‑‑‑But this is - 
worked at St Vincent's in Edgecliff since then it's changed and they have an altern
every day you cook regardless.  So it's changed now, but this is what happened wh
working there.  That's changed since then.

PN1068    
So when you say you provide an alternative meal when you were at Edgecliff you
have some ready to go in case somebody didn't want the pork?‑‑‑That's right.

PN1069    
I'm just going to concentrate on Edgecliff because that's your evidence.  When you
Edgecliff how many people worked underneath you, how many people worked fo
you?‑‑‑Well, there was - there was two people on in the morning, two people besid
and two people in the afternoon, and I'd spend a couple of hours by myself.

PN1070    
Were those people cooks or were they something else?‑‑‑No, they were kitchen ha
care service employees, or what do you call them, catering assistants.

PN1071    
When you were at Edgecliff, how many lunches would you prepare each day?‑‑‑T
39 people there.

PN1072    
I take it the same for dinner?‑‑‑Yes.

PN1073    
Did you normally cook a hot lunch and a hot dinner, or was dinner normally not a
dinner?‑‑‑Dinner was – you had a hot meal for dinner, but also cold alternative –
sandwiches and salads, and there's always soup every time.

PN1074
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PN1076    
You say, 'I adhere to the changes in line with the international standards call, IDD

PN1077    
'Some of the changes in the care plan include' – then you talk about those things.  
a document earlier, which is that – do you see that?‑‑‑I've got that here somewhere

PN1078    
It might be easier to find this one; it's okay?‑‑‑Yes, I've got - - -

PN1079    
This is the International Dysphagia Diet Standardisation Initiative?‑‑‑That's right.

PN1080    
So when you talk about IDDSI, this is what we're talking about it, is it?‑‑‑I think i
IDDSI.

PN1081    
I wish somebody told me that before today.  That would have helped me.  Bear wi
I've also sent you a heavily redacted, marked‑out care plan.  Do you have that doc
well?‑‑‑Yes.

PN1082    
I'm not going to take you through this care plan in any detail, other than to ask you
the bottom of page 3?‑‑‑The pages are stuck together.

PN1083    
I'm sorry about that?‑‑‑That's okay.  Yes.  Yes, the bottom of page 3, I've got that.

PN1084    
MR WARD:  I just want to make sure I understand how this all works.  This is a c
Obviously I'm not going to name whose it is or where it's from.  It says, 'My recom
food consistency, IDDSI 7 regular; my recommended fluid consistency, IDDSI 0 t
you see that?‑‑‑Yes.

PN1085    
I'll just start with this question.  When a resident comes into Edgecliff, where they
IDDSI scale, is that in their care plan?‑‑‑Yes, and they give me their dietary requir
are sent to me.  I have a folder with all that.  The copy's kept actually in the kitche
can refer to that continually.

PN1086    
So if you're cooking that pork meal, you'll know whether or not you've got to mak
regulars or three minced and moist; you'll understand that?‑‑‑Yes.

***        MARK CASTIEAU                                                                                                                          XXN MR WARD

PN1087    
If you could go back to the IDDSI scale again, I'm just trying to understand this.  I
'Regular.'  I take it that just means you serve it as I would eat it?‑‑‑Yes.  As for age
it's always a bit softer than normal.

PN1088    
Okay a little bit softer? A little bit softer it's softer than you get in a restaurant
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PN1090    
Is 'Soft and bite‑sized', does that mean you cut it up?‑‑‑Yes, it's cut up to a bite siz
two centimetres square or three centimetres square.

PN1091    
And you'd do that with a knife or - - -?‑‑‑Yes, we'd do that with a knife.

PN1092    
Then you've got, 'Minced and moist'?‑‑‑Yes.

PN1093    
Do you use a mincer for that?‑‑‑you could use a food processor, or you could actu
a sharp knife – the chef can mince with a knife, if it's only a small amount.

PN1094    
And then, 'Puree.'  I take it you use - - -?‑‑‑Use a food processor.

PN1095    
And then just help me out, what does 'Liquidised' mean?‑‑‑That's like pureed with
water, it'll have a lot of fluid in it.

PN1096    
Okay?‑‑‑You'd use stock or milk, or something nutritious.

PN1097    
When you're serving that pork meal, all of the residents who want the pork meal c
the pork meal.  How it's actually presented to them might relate to the IDDSI?‑‑‑T
correct.

PN1098    
Can I take you to paragraph 63?‑‑‑Yes.

PN1099    
My apologies, sir – 61, sorry, sir?‑‑‑Yes, I've got that.

***        MARK CASTIEAU                                                                                                                          XXN MR WARD

PN1100    
As the kitchen is closed between 6.30 and 7, I make sure I leave sandwiches an
in the kitchen area in case someone gets hungry in the middle of the night.  I cl
label these so that the residents are not accidentally given something that woul
them sick.

PN1101    
When you say you label them, is that you mark some as gluten free; is that what y
talking about?‑‑‑Yes, gluten free and its IDDSI requirements.

PN1102    
So it might be this is an IDDSI 6 or an IDDSI 5?‑‑‑Yes.  But I'd write 'soft and bit
wouldn't put the number, because the overnight staff wouldn't understand what the
meant.  'Minced and moist', like – we have special stickers for that.  We put sticke
have all that.  If it's for IDDSI that you can put on, and it says exactly what it is.

PN1103
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So the colours on that chart are what the stickers would be?‑‑‑Yes.

PN1106    
Thank you, that's very helpful?‑‑‑And if you run out of stickers I just write it on so
else.

PN1107    
Can I just take you back to paragraph 44 where you're talking about serving lunch

PN1108    
And this might apply to dinner as well.  Once you've prepared the food, is it maint
servery?‑‑‑Yes, it's put in a bain‑marie.

PN1109    
So that will maintain the temperature of the meat, the vegetables, as you're serving
will maintain the meat, and we check – we keep checking that it doesn't fall below
60 degrees.

PN1110    
Yes?‑‑‑If it falls below 60 degrees you have to reheat it or discard it.

PN1111    
Is that a rule just for you, or is that a rule that applies in restaurants generally?‑‑‑T
food service across the board.

***        MARK CASTIEAU                                                                                                                          XXN MR WARD

PN1112    
Okay?‑‑‑Below 60 – in between 5 degrees and 60 degrees, that's when bacteria ca
That's the danger zone.

PN1113    
I'll remember that next time my steak's cold?‑‑‑Yes.

PN1114    
Can I take you to paragraph 90?‑‑‑Yes.

PN1115    
I think I'm right in saying this – it says you've been provided with 'specialist traini
how to deal with dementia residents.'  Do you see that?‑‑‑Yes.

PN1116    
Was that training online?  How was training delivered?‑‑‑Some of it's online, but I
educators come to the facility and do that.

PN1117    
Yes?‑‑‑But mostly online now, these days.

PN1118    
Are you required to do that every year or every two years or - - -?‑‑‑It's regularly. 
up on your education folder on AutumCare.  It'll come up, you have to do this, yo
do that, and you have to do it.  There's a lot of online courses now.  Before we use
educators come to the facility, but now they're mostly online.
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PN1121    
Is the assessment multiple choice?‑‑‑Yes.  You have to move around things with th
and put things in different spots and all that sort of stuff.

PN1122    
What do you mean by 'things', sir?‑‑‑I forgot how you do it.  You move – you lift s
with the mouse and you move it to another, to where it's supposed to go, and you m
your answer - I've forgotten what it's called.  You drag - you drag it across.

PN1123    
You drop and drag the answer?‑‑‑Yes, yes.

***        MARK CASTIEAU                                                                                                                          XXN MR WARD

PN1124    
Okay?‑‑‑It's like a multiple choice thing.  You have to put everything in the right o

PN1125    
I understand, I understand.  Can I take you to the second statement.  Do you have 
front of you?‑‑‑Yes.

PN1126    
Can I take you to the very end to begin with, paragraph 29.  Can you go there?‑‑‑Y
sec.  Yes.

PN1127    
It says:

PN1128    
At the Edgecliff facility, kitchenhands were employed as care service employee
the enterprise agreement, so they were expected to interact with residents every

PN1129    
?‑‑‑Yes.

PN1130    
So, can you just - can you just - - -?‑‑‑Well, they're called CSEs, they're called CS
whatever grade they are, but everyone there's expected to interact with the residen
They're constantly interacting with the residents, everyone is.

PN1131    
You don't allow the residents into the kitchen itself, do you?‑‑‑No.  No.

PN1132    
So, the interactions you have would be walking around the dining room?‑‑‑Yes, th
- - -

PN1133    
Walking through the facility, those sorts of things?‑‑‑They come up to the servery 
into the kitchen and ask for help or ask for something.  The servery faces the dinin
residents can come up and ask for something from them.

PN1134    
And for the ones who aren't ambulant would you take the meal out to them?‑‑‑Ye
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having a guest, all sorts of things.  Sometimes they just want to come up and have

***        MARK CASTIEAU                                                                                                                          XXN MR WARD

PN1136    
And you're comfortable chatting?‑‑‑I love it, yes.  That's one of the best things abo
job.  Lovely.

PN1137    
You talk in paragraph 28 about kitchenhands?‑‑‑Yes.

PN1138    
I think you say they work the breakfast shift as described above.  Do they kitchenh
ordinarily prepare breakfast?

PN1139    
---Yes.

PN1140    
And you don't do that?‑‑‑No, no.

PN1141    
What do they do for breakfast?‑‑‑They cook - they cook porridge, a hot meal; saus
eggs, porridge, there's always porridge, pancakes they'll serve.  They'll also serve 
continental breakfast; cereals, toast, croissants, that sort of thing.

PN1142    
And who trained them to do that?‑‑‑Me.

PN1143    
Okay, you've trained them to do that?‑‑‑Yes.

PN1144    
Am I right in saying they don't actually bake the bread?‑‑‑No.

PN1145    
They're not doing - they're not actually baking pastry or anything like that?‑‑‑No, 
might reheat some frozen pastries maybe.

PN1146    
Right.  Can I take you to paragraph 28.  Could you have a look at that for me?‑‑‑Y

PN1147    
If you can go to (h)?‑‑‑Yes.

PN1148    
It says:

PN1149    
Serve meals to residents in the dining room.

PN1150    
Do you see that?‑‑‑Yes.
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It wouldn't involve you feeding them?‑‑‑No, not usually.  Sometimes a kitchenhan
carer.

PN1153    
Right?‑‑‑And they have experience, they might feed them if they know how to do
properly, if they're trained to do so.

PN1154    
I see?‑‑‑That's rare.  If someone needs feeding it's a carer will do that do.

PN1155    
Carer would do that?‑‑‑Yes.

PN1156    
So, sometimes you do actually have kitchenhands who are also qualified carers do
you?‑‑‑Occasionally.

PN1157    
That's fine.  You see (j), you say:

PN1158    
Supervise residents in the dining room.

PN1159    
?‑‑‑Yes.

PN1160    
What do you mean by 'supervise'?‑‑‑Well, look after them.

PN1161    
So, there's no carers around when they're eating?‑‑‑There is but there may not be. 
busy elsewhere there won't be.

PN1162    
Okay.  So, if something - if, for instance, if a resident starts to choke or something
you press the alarm to get a carer?‑‑‑That's right.

PN1163    
I've just got a couple more questions then I've finished, Mr Castieau, thank you.  W
you actually report into?‑‑‑The facility manager.

PN1164    
Directly in to the facility manager?‑‑‑Yes.  That's my boss.

***        MARK CASTIEAU                                                                                                                          XXN MR WARD

PN1165    
That's your boss, yes.  I was going to use that phrase but I didn't know if it was the
phrase?‑‑‑Yes.

PN1166    
I'm not suggesting you're not good at your job but has there ever been a formal co
about the food where you work?‑‑‑There would have been.  Someone would have
letter and made a complaint, occasionally that happens.
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Okay.  And I take it your boss then comes and talks to you about the complaint?‑‑
a meeting and we sort it out.

PN1169    
Okay?‑‑‑We have a meeting with whoever made the complaint.  It's very rare but 
happened.

PN1170    
I'm just interested, how long did it take you to be confident in the job?‑‑‑Not long
started at a different facility.  I was sent there by an agency and I really enjoyed it 
they offered me a permanent job, so I took it.

PN1171    
So, you were sort of fully functional after what, a year or - - -?‑‑‑A few months.

PN1172    
A few months, just a few months?‑‑‑Yes.

PN1173    
Okay, that's fine?‑‑‑But it's - no, maybe it took a longer time.  I've been doing it fo
so I can't really remember.

PN1174    
That's all right, no?‑‑‑You learn - you're always learning and you get - you get bet
better at it as you go.

PN1175    
Thank you, Mr Castieau, thank you.  No further questions?‑‑‑I'll just say when I fi
started, I was supervised by a catering manager who would show me the ropes, ho

PN1176    
Okay, so that person sort of helped you out when you started?‑‑‑Yes.

PN1177    
And I presume you now help out with people who work for you?‑‑‑Yes.

***        MARK CASTIEAU                                                                                                                          XXN MR WARD

PN1178    
Thank you very much.  No further questions?‑‑‑You're welcome.  Thank you.

PN1179    
COMMISSIONER O'NEILL:  Mr Gibian, anything in re-examination?

RE-EXAMINATION BY MR GIBIAN                                               [10.15 AM

PN1180    
MR GIBIAN:  Yes, just a few matters.  Mr Castieau, can you hear me?‑‑‑Yes.

PN1181    
Firstly, you were asked some questions about paragraph 5 of your first statement a
qualifications and certificates that you list in that paragraph?‑‑‑Yes.

PN1182    
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And that's an annual thing every day, that is - - -?‑‑‑Yes.

PN1184    
Right, I understand.  Then (c) is a reference to Certificate in Food Safety Supervis
you were asked some questions about that as well?‑‑‑Yes.

PN1185    
When did you do that certificate?‑‑‑Well, I did it probably about three years ago.

PN1186    
Was that a one off rather than the recurrent thing, such as the - - -?‑‑‑That was the 
I did it because it wasn't required before, but now it is.

PN1187    
And is that - are you required to do that annually or renew it?‑‑‑Every five years.

PN1188    
Five years.  Okay, thank you.  So, you've done it once so far but in a couple of yea
have to do it again if you're still doing that work?‑‑‑Yes.

PN1189    
I understand?‑‑‑There was somebody else at the facility, one of the managers had 
someone in the facility has to have done it - - -

PN1190    
Yes, I understand?‑‑‑ - - - before one of the managers did it to, I don't know, mayb
load off me a bit.

***        MARK CASTIEAU                                                                                                                        RXN MR GIBIAN

PN1191    
You were then asked some questions by reference to paragraph 30 of your first sta
particularly the manner in which the national menu is set?‑‑‑Yes.

PN1192    
In answer to those or to a question, you indicated that you had to follow the nation
but you would alter depending on the residents' needs?‑‑‑Yes, likes and dislikes an

PN1193    
I just was going to ask you if there are any examples of the types of alterations or
amendments that you would make and the reasons why that would be done?‑‑‑We
something is too spicy, they didn't like it, or not spicy enough or maybe one of the
one of the recipes, they just didn't like so you do something else.

PN1194    
Then you were asked some questions about paragraph 44, particularly the first sen
where you'd indicated in the paragraph that on an ordinary day you would make o
meal for lunch and one main meal for dinner.  In answer to that question you said 
changed since this statement was prepared?‑‑‑Yes.

PN1195    
There was, as I understood it, two alternatives each day?‑‑‑Yes.

PN1196
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facilities had done that for a long time but because our facility was small, it wasn't
They re-organised the staffing in the kitchen so that would happen and then I mov
Bronte, changed where I work because it's very close to my house (indistinct) the 
street, so I moved there.

PN1198    
All right, I understand - and what was the situation at Bronte?  Was that one meal 
meals?‑‑‑When I was there it was one - plus an alternative.  You always do an alte
maybe like half a dozen alternatives in case someone changed their mind but now
two separate meals in the bain marie.

PN1199    
Plus alternatives?‑‑‑If someone needs it, yes.

PN1200    
I understand.  You were then asked some questions about the IDDSI framework - 
think you referred to it as?‑‑‑Yes.

***        MARK CASTIEAU                                                                                                                        RXN MR GIBIAN

PN1201    
I just have one question about and that was that you referred at paragraph 61 of th
statement to placing out meals in the evening, I think, or sandwiches and salads in
kitchen area in case someone is hungry at night and that those are labelled?‑‑‑Yes.

PN1202    
Are those labels for the staff or for the residents?‑‑‑The staff.

PN1203    
Yes.  Then you were asked then some questions by reference to paragraph 44 of y
statement about the serving of the meals in the bain marie and the monitoring of th
temperatures.  You indicated that food had to be discarded if it went below 60 deg
has to be reheated.

PN1204    
Reheated, I'm sorry?‑‑‑But if it's below 60 degrees for more than two hours then it
discarded.  If it's below 60 degrees then the length of time that it's been below 69 
you have to take off the two hours, if you understand.

PN1205    
All right.  You describe that as an across-the-board requirement?‑‑‑Yes.

PN1206    
Are you able to tell us what the source of that requirement is - that is, is it a partic
regulation or requirement?‑‑‑It's Food Standards Australia regulations - Food Stan
Australia and New Zealand.  It's also Food Standards New South Wales, for vulne
people.

PN1207    
The last matter I was just going to clarify was you were asked about the dementia 
training that you did?‑‑‑Yes.

PN1208    
I think it's referred to in paragraph 90 of o r first statement and in ans er to that
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is on AutumCare, everything in the facility.

PN1210    
Does AutumCare maintain a record of the training that you have done and need to
remind you of that requirement?‑‑‑I don't know if AutumCare does that but someo
care of that and we're always told if your training is due.  Yes, that comes up on an
software called Workplace.

***        MARK CASTIEAU                                                                                                                        RXN MR GIBIAN

PN1211    
All right, I understand.  Yes, those were the matters that I wanted to clarify, Mr Ca
Thank you very much for coming to give evidence, unless the Commissioner has 
questions, of course.

PN1212    
COMMISSIONER O'NEILL:  No, thank you, Mr Castieau, for your evidence tod
now excused and can leave?‑‑‑Thank you very much.

<THE WITNESS WITHDREW                                                          [10.23 AM]

PN1213    
MR GIBIAN:  Commissioner, as I understand, with the next witness who is Mr Jo
actually physically going to go and sit in the seat that Mr Castieau is in at the mom

PN1214    
COMMISSIONER O'NEILL:  All right.  It looks like Mr McKenna might have so
he wants to say.

PN1215    
MR GIBIAN:  Sorry.

PN1216    
COMMISSIONER O'NEILL:  You can go, Mr Castieau, but thank you again.

PN1217    
MR McKENNA:  Commissioner, I just note that Mr Castieau was taken to some w
- - -

PN1218    
COMMISSIONER O'NEILL:  Sorry, did you have some questions?  I'm sorry.

PN1219    
MR McKENNA:  No, no, I don't.  I was just going to raise an issue with regard to
documents but I'm just told that it's been resolved so I'll sit back down.

PN1220    
COMMISSIONER O'NEILL:  Okay.

PN1221    
MR McKENNA:  Thank you, Commissioner.

***        MARK CASTIEAU                                                                                                                        RXN MR GIBIAN
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to mark them in some way.  I think the president referred to them the other day be
included in the court book.  But I'm not sure that necessarily is going to be each o
documents we've been sent on all occasions.  It might have been in this case.

PN1223    
I don't think Mr Ward went back to the enterprise agreement with Mr Castieau so 
sure whether that would be part of the documentation but perhaps it should be just
clear at the conclusion of each witness's evidence if possible which of those docum
proposed to be part of the evidentiary record.

PN1224    
COMMISSIONER O'NEILL:  That seems to be a sensible approach, Mr Ward.

PN1225    
MR WARD:  It's a reasonable question.  I had assumed from the comments from t
President the other day that to the extent that I took the witness to anything they w
were required to formally tender them, that they would be accepted.  I'm not partic
perturbed about the enterprise agreement.  It's a statutory instrument of a matter o
record.  I didn't take the witness to it.  We might refer to it later on though.

PN1226    
COMMISSIONER O'NEILL:  It just might be helpful if when at the conclusion o
evidence or as you go through if you refer to which document in the digital hearin
is.

PN1227    
MR WARD:  That's fine.  Can I just indicate then, that to use old language, I seek 
the Certificate III Commercial Cookery, the IDSII Diet Standardisation Initiative S
and the care plan, which we showed the witness.

PN1228    
COMMISSIONER O'NEILL:  I understand that but if future witnesses see those y
just identify when you're presenting information to them which document in the d
hearing book it is so that everyone - - -

PN1229    
MR WARD:  They're not in the hearing book, Commissioner.

PN1230    
COMMISSIONER O'NEILL:  Okay.  All right.  And if they are not - so you are s
rely on those?

PN1231    
MR WARD:  And for them to form part of the hearing.

PN1232    
COMMISSIONER O'NEILL:  All right.  Can you just give me those again.

PN1233    
MR WARD:  It's the Australian Government SIT30816, Certificate III in Commer
Cookery.

PN1234    
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PN1236    
COMMISSIONER O'NEILL:  Okay.  Unless there's any objection to that I will ar
those to be added to the digital hearing book.  All right, are you ready for your nex
Mr Gibian?

PN1237    
MR GIBIAN:  I believe so.  Yes, that was a useful process.  That is I have a few d
on email at the moment, so that is useful just to know on each occasion what is in 
sought to be evidence, and we can object if we need be, but I don't think (indistinc
think Mr Jones should be - I'm getting a thumbs up at the back of the room, but no
screen at the moment.  Someone is running.

PN1238    
COMMISSIONER O'NEILL:  Good morning, Mr Jones.  Commissioner O'Neill h
you hear me all right?

PN1239    
MR JONES:  I can hear you, yes.

PN1240    
COMMISSIONER O'NEILL:  All right.  Good morning.  My associate is just goi
you take the affirmation.

PN1241    
THE ASSOCIATE:  Mr Jones, can you please state your full name and work addr

PN1242    
MR JONES:  Paul Reginald Jones - - -

PN1243    
COMMISSIONER O'NEILL:  Excuse me, Mr Ward, sorry.  Mr Jones, it was just 
to hear you for a moment there.

PN1244    
MR JONES:  Paul Reginald Jones, Richmond Lodge, 67 Barker Street, Casino, N
Wales.

<PAUL REGINALD JONES, AFFIRMED                                        [10.29 AM

EXAMINATION-IN-CHIEF BY MR GIBIAN                                  [10.29 AM

***        PAUL REGINALD JONES                                                                                                               XN MR GIBIAN

PN1245    
COMMISSIONER O'NEILL:  All right, Mr Jones.  Mr Gibian?

PN1246    
MR GIBIAN:  Yes, thank you, Mr Jones.  I think you know I'm Mark Gibian, I ap
the HSU.  Can you just repeat your full name for the record?‑‑‑Paul Reginald Jone

PN1247    
And you're a care services employee United Protestant Association in Casino?‑‑‑C

PN1248
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PN1250    
And you've had an opportunity to read through it again?‑‑‑I have, yes.

PN1251    
And is it true and correct to the best of your knowledge and recollection?‑‑‑It is, y

PN1252    
Commissioner, that's at document 189 commencing at page 10,892 and we seek to
upon that statement.  Mr Jones, there was then a further witness statement which w
dated 20 April of this year, 2022, running to - it doesn't have page numbers, but 27
paragraphs.  Do you have a copy of that one as well?‑‑‑Yes.

PN1253    
And you've also had an opportunity to read through that statement and is it true an
to the best of your knowledge and recollection?‑‑‑Yes.

PN1254    
That's document 190 in the digital court book commencing at page 10,903, and w
seek to rely upon that statement in the same manner.  Mr Jones, you will be able to
of the windows has Mr Ward in it.  He will now ask you some questions.

PN1255    
COMMISSIONER O'NEILL:  Mr Ward, you're on mute.

CROSS-EXAMINATION BY MR WARD                                         [10.31 AM

PN1256    
MR WARD:  I doubt you could have answered, Mr Jones, good morning, can you
me?‑‑‑I can hear you now.  Good morning.

***        PAUL REGINALD JONES                                                                                                             XXN MR WARD

PN1257    
Thank you, Mr Jones, good morning.  My name is Nigel Ward, Mr Jones, and I ap
these proceedings for the employer interest, and if I could ask you a few questions
started life as a truck driver, did you?‑‑‑Well, various jobs of that nature; logistics 
warehousing, truck driving, but predominantly driving trucks, yes.

PN1258    
Your decision to move into aged care what drove that?‑‑‑I wanted a change and I w
do something where I thought I was making a difference in people's lives, and, yo
driving a truck everybody relies on things being delivered, but you're not really m
difference, you know, because if you don't deliver it somebody else will.  So, yes, 
wanted - wanted a change.

PN1259    
Do you find the work rewarding?‑‑‑Very much so, yes.

PN1260    
Who do you actually report into in your operation, who's your boss?‑‑‑The care m

PN1261    
And is the care manager a registered nurse?‑‑‑I'm not sure.  My understanding wa
rules have changed and so that the care manager had to be a registered nurse but
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PN1263    
You say in your statement at paragraph 9 - do you have that in front of you?‑‑‑The
statement?

PN1264    
Yes, sir?‑‑‑Yes.

PN1265    
You say you've got a Certificate III in aged care and disability care.  Were you req
have that to work for UPA?‑‑‑I was, but I had done that course before I applied to 
UPA.  I did the course and then went looking for a job in aged care.

PN1266    
Okay.  I take it that course had both the theory component and a practical
component?‑‑‑Yes.

***        PAUL REGINALD JONES                                                                                                             XXN MR WARD

PN1267    
Do you recall if your practical component was 120 hours?‑‑‑I believe it was, yes.

PN1268    
And where did you do your practical?‑‑‑I did my prac at a Southern Cross facility
Michael's, which is also in Casino.

PN1269    
Is that an aged care facility as well?‑‑‑It is, yes.

PN1270    
Can I take you to paragraph 12 of your statement.  Paragraph 12 starts with the wo
'When a resident is first admitted.'  Do you see that?‑‑‑I do see that, yes.

PN1271    
I just want to see if my understanding is yours, sir, about a few things.  Am I right
a resident is admitted the registered nurse has met with the resident and the family
designed a care plan?‑‑‑Yes, they have at that stage begun the basic care plan I gu
could say, but that is filled out over time as we learn more about the resident.

PN1272    
But to the extent that the resident has a care plan that's completed by the registered
the point of admission, is it?‑‑‑Yes.

PN1273    
Okay.  That's fine.  Now, when you're on shift do you normally work with - I think
you work with a small number of residents.  Do you normally work with the same
residents?‑‑‑Generally.  We have 18 residents in the west wing.  I do the majority 
shifts on that wing.  And we have 12 residents in the dementia unit and I do two s
fortnight in the dementia unit.

PN1274    
Can I ask you to leave the dementia unit for later, I will come back to that, I will.  
you're on the west wing do you normally have the same people to look after when
the west wing?‑‑‑Sorry, you dropped out there, the same what?
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PN1276    
Are you responsible for caring for all 17 or do you care for a number of them?‑‑‑A
including the person that's in respite.

PN1277    
When you're on shift, is anybody on shift with you?‑‑‑If we are fully staffed I'll ha
other care staff working with me on that afternoon shift.

***        PAUL REGINALD JONES                                                                                                             XXN MR WARD

PN1278    
Are they at the same level as you or are you more senior to them?‑‑‑Some are, som
same level as me.  Some do not have their medication competencies.  They'd all h
least a Certificate III though.

PN1279    
Okay.  Just keep your mind at the west wing if you could.  When you're with a res
assume that you enter information about the resident on their chat?‑‑‑Not on their 
have a documentation system called WeCare that we use.

PN1280    
Is that an iPad system or - - -?‑‑‑We use laptops at the nurses station.

PN1281    
Okay.  So, just help us out if you can.  If a resident - if you've toileted a resident, d
enter that on the system?‑‑‑Yes.

PN1282    
And if you've showered a resident, do you enter that on the system?‑‑‑Yes.

PN1283    
Okay.  And if you observe something unusual about the resident, a mood change o
whatever, do you enter that?‑‑‑Yes, we do progress notes.

PN1284    
Progress notes?‑‑‑Yes.

PN1285    
Would you do that at the end of the shift?‑‑‑You do it as you get an opportunity.  L
I'm doing the medication rounds I'll just make notes in a notepad and do documen
after I've completed the rounds, so yes, but it varies.

PN1286    
The progress notes get entered onto this system, do they?‑‑‑They do, yes.

PN1287    
Okay.  And who reviews the progress notes?  Does the RN review the progress no
RN and the care manager.

PN1288    
Okay.  And is the care manager that person who's your boss?‑‑‑Yes.

PN1289    
So if they review those notes and believe the care plan should be changed do the
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And having made a change to the care plan, would the RN tell you it's been made 
the care manager?‑‑‑It would generally be put out as an alert through the WeCare 
We have a messaging system (indistinct).

PN1291    
You would pick up that message and you would understand that something's
changed?‑‑‑Yes.

PN1292    
Thank you very much.  Now, you also said a moment ago you work in the dement
Is that right?‑‑‑Yes.

PN1293    
Is that a secure unit?‑‑‑Yes.

PN1294    
And I take it those people have been assessed as needing to stay in a secure unit?‑
majority of them, yes.  We do have one resident who is in there by choice but yes,
residents are all there assessed as a risk of wandering and, yes.

PN1295    
So, the residents in the dementia ward, they could be - they could be ambulant, th
not be ambulant but there's a risk of them wandering and that's why they're secure

PN1296    
I'm just interested.  When you did your Certificate III, what prepared you in your 
III for working with people with dementia?‑‑‑There was a lot of reference - my tra
put me through the course was a former aged care worker herself so she gave us q
examples but there were units in the training that dealt with dementia, the differen
behaviours that can, you know, be associated with dementia.

PN1297    
Did that include how to identify those behaviours and how to de-escalate situation

PN1298    
Now, can I just come to paragraph 19.  It says - paragraph 19 starts:

PN1299    
In order to be able to administer medications, I was required to complete an on
course.

PN1300    
Do you see that?‑‑‑Yes.

***        PAUL REGINALD JONES                                                                                                             XXN MR WARD

PN1301    
It's not a trick question, I'm just trying to understand what that means.  Do you kn
the online course was called?‑‑‑I can't recall off the top of my head but it was a co
my employer required me to do, like it wasn't something I could go and select my

PN1302    
No, that's okay, that's okay.  Do you recall whether or not it was a unit of compete
a Certificate III or Certificate IV? It may have been Yes it's a couple of years s
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And how long - how many hours did you do online?‑‑‑I can't recall the total numb
hours.

PN1305    
That's fine.  If you can't recall, you can't recall.  Did you do an assessment?‑‑‑Yes,
assessed by the RN.

PN1306    
Was it in - the course, was the course run in-house by your employer?‑‑‑Well, we 
the time spent doing it was in-house, during the work time on the work computer. 
was - because I had been - they like everybody, all staff to have their medication
competencies once they've been there for a little time, so.

PN1307    
That's okay.  And how long ago is it that you did it?‑‑‑Well, it was over 12 months
because I was - I was doing medications when I made my first statement.  I'd prob
there maybe a year before I started on my med comp, so yes, three to four years.

PN1308    
Can I just, if I can, I'd like to understand the medication process, so just stay with 
try and walk through this.  I take it that the registered nurse gets the medications o
puts them on a medication trolley.  Is that right?‑‑‑No, the person doing the medic
round, in my case myself, has a set of keys which includes a key to the medication
cupboard.  It doesn't include a key to the safe in which the S8s are stored but yes, 
responsible to get the Webster-paks from the medication cupboard, put them on th
and go and commence the medication round.

PN1309    
That's fine.  So, you've just said the Schedule 8s are in a safe.  Is that right?‑‑‑Yes,
correct.

***        PAUL REGINALD JONES                                                                                                             XXN MR WARD

PN1310    
That's right.  So, you're dealing with what we call Schedule 4 medications?‑‑‑Yes,
there are in some cases we have one resident who has Endone as a part of their reg
medications and that is packed in their Webster-pak which is not kept in the safe.  
Endone would be kept in the safe but their regular medications are not.

PN1311    
No, that's fine.  I'll come back to it if I can.  So, you've got a key to the Schedule 4
cupboard?‑‑‑Yes.

PN1312    
You open that cupboard up and is it - are the Webster-paks set out by resident?‑‑‑Y
resident has their own Webster-paks - - -

PN1313    
And are the - - -?‑‑‑And we have a couple of racks with - we have them in alphabe
order on the racks.

PN1314    
Are the Webster-paks weekly packs or monthly packs.  What are the Webster-

k ? W kl
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And what type of pills might it have in there?‑‑‑Panadol Osteo, various (indistinct
bowel medications.  There's some medications that I'm not sure what they actually
names like Axit, Eliquis, Lyzon - Lyzalon, I forget the pronunciation on that one.

PN1317    
You put them on the trolley?‑‑‑Put those Webster-pak racks on the trolley, yes.

PN1318    
And you would then start effectively your medication round.  Is that right?‑‑‑Yes.

PN1319    
When you get to - let's just say you get to the first resident, how do you check that
the Webster-pak is correct?‑‑‑We have a triple check regime.  We check the chart, 
names of the medications in the Webster-pak, printed on the Webster-pak itself.

PN1320    
Yes?‑‑‑Where we check that against what's on the chart, and then we have an elec
sign‑off system called MedSig, computer program, and that also lists what medica
resident would have in a particular round.  We can't just rely on that though becau
would be the last thing to be updated.  If there are any changes, the first place the 
going to appear is on the chart when the doctor makes a change.  So the chart is th
basically.

***        PAUL REGINALD JONES                                                                                                             XXN MR WARD

PN1321    
So there's three checks?‑‑‑Yes.

PN1322    
Do the checks also include you checking the actual appearance of the tablet again
picture?‑‑‑Yes.

PN1323    
So you check the name and you check the appearance of the tablet against the pict
says this is what it should look like?‑‑‑Yes.

PN1324    
Do you do that at the nurses station before you start your rounds, or do you do tha
resident‑by‑resident?‑‑‑You do that resident‑by‑resident.

PN1325    
You're the only person checking those pills?‑‑‑At that stage, yes.  I believe Webste
supposed to be checked by the RN when they are delivered to the facility by the p
but then, yes, we'd – the care staff need to check again as we're administering.

PN1326    
Could I ask you to go to paragraph 25 of your statement - - -

PN1327    
COMMISSIONER O'NEILL:  Before you do, Mr Jones, can I just ask you, what d
standard for?‑‑‑It is a Latin phrase that I have forgotten, but it means 'as required.'

PN1328    
Okay? So generally PRN medications are for pain relief or appearance(?) like f
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MR WARD:  Could I take you to paragraph 25?‑‑‑Yes.

PN1331    
See the last sentence there, it says this:  'How medications are to be administered i
marked on each resident's Webster‑pak', do you see that?‑‑‑I do.  That relates to w
they need to be crushed or not.  If a medication is to be crushed, that will be mark
Webster‑pak.

***        PAUL REGINALD JONES                                                                                                             XXN MR WARD

PN1332    
So after you've done your triple check, you'll read the instructions as to how it's to
administered.  If it's to be crushed, how would that be actually given to the residen
crush medications, we put them either in a fruit puree or custard, just some mediu
easy for them to swallow.  If they have pureed food as part of their meal, which m
residents who have crushed medications do, we might just put it in a little bit of th
a bit of mashed potato, for example, and give it to them, if we give them the medi
they are having their dinner.

PN1333    
I take it that you observe them taking it, do you?‑‑‑Yes.

PN1334    
And then you have to record somewhere that they've taken it?‑‑‑Yes.  That's recor
MedSig program.

PN1335    
And that's the thing you talked about before?‑‑‑Yes.  It's a separate computer syste
leave care, and it's actually – the information that is put on there is put on by the
pharmacists.  So pharmacists have been known to make mistakes, both in the Web
and in MedSig, and that's why the chart is the Bible.

PN1336    
If a medication's added that you've never seen before, do they update the picture
charts?‑‑‑Eventually, yes.  It doesn't always happen as immediately as it should.

PN1337    
But would that be a change to somebody's care plan you'd be informed of?‑‑‑Well
in medication would just be a change in their medication chart, not in the care plan

PN1338    
So their medication chart sits separately to the care plan?‑‑‑Yes, the medication ch
a folder that lives on the medication trolley so it's easily accessible if a GP comes 
the resident or the RN needs it for some other reason.

PN1339    
You talked a minute ago about schedule 8 drugs?‑‑‑Mm‑hm.

PN1340    
Like morphiates and things like that.  The registered nurse does those?‑‑‑If it's a P
schedule 8 drug, then yes, it can only be administered by an RN.  However, I repe
Endone is an s8, but some residents have it as a regular medication, and in that ca
packed in their Webster‑paks and care staff administer it with a witness from a sec

di ti t ff b b it h t b d bl i d th
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But if somebody has put an Endone inside a Webster‑pak, you would need double
sign‑off?‑‑‑Yes.

***        PAUL REGINALD JONES                                                                                                             XXN MR WARD

PN1343    
I take it that's the only time you can be involved in schedule 8 drugs?‑‑‑In terms o
administering them, yes.

PN1344    
Yes?‑‑‑I also administer insulin, but - - -

PN1345    
I'll come to that.  Does the registered nurse do the schedule 8 round by themselves
there's no round per se.  Most of the schedule 8 medications are PRN medications
they do that as required basically.

PN1346    
Am I right in saying that a PRN medication could also include Panadol?‑‑‑Yes.

PN1347    
Do you have authority to issue a PRN?‑‑‑I have to call the – if a resident requests 
Panadol, first of all I'll check on MedSig to see how long since they've had the pre
one, because, you know, you've got to have so many hours in between.  If it's been
time that they could have it, I would then call the RN to get approval to give it.

PN1348    
Okay?‑‑‑Including the on‑call RN, if it's after the RN (indistinct) - - -

PN1349    
After hours.  At paragraph 28 you talk about administering insulin.  That's right?  
yes?‑‑‑Yes.

PN1350    
In terms of that, the administration of insulin, I take it that's injected?‑‑‑Yes.

PN1351    
Just give me a moment.  Am I right in saying you use an insulin medication dose 
pens are a dosage aid in that you can set the amount of units to be injected with th
itself, where you dial it to the right number of units that you need to inject.

PN1352    
But how will you know what the units are?‑‑‑You take the resident's blood glucos
sugar level.  We have one resident at the moment who has two types of insulin.  H
long acting one that he always has the same amount each time.  Then he has anoth
the amount given is on a sliding scale, depending on what his blood glucose level 
may give him 10 units, 12 units or 14 units, depending on where he is with his blo

***        PAUL REGINALD JONES                                                                                                             XXN MR WARD

PN1353    
Is the process for insulin similar to your schedule 4 process, or is there a different
process?‑‑‑Well, it's more similar to the schedule 8 in that it has to be double‑sign
there is an RN in the building, the RN should administer the insulin and I will sim
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Just to my knowledge, what was the training package you did to do that?‑‑‑It was 
and then basically just watching – like, being taught by the RN, being shown on th
the job training basically.

PN1355    
Do you recall how many hours online it was?‑‑‑It wouldn't have been much, mayb

PN1356    
I'll just quickly take you to paragraph 30.  I'll move through a few things reasonab
quickly.  You talk in paragraph 30 about using heat packs to manage the resident's
pain?‑‑‑Yes.

PN1357    
I take it that's something you learnt in your Certificate III?‑‑‑Yes.

PN1358    
In 31 you talk about feeding residents, learning to put food on a spoon?‑‑‑I didn't h
learn to put food on a spoon.  Me mother taught me about 50 years ago, 54 years a
yes, each resident will have a preferred way for having their medication and their 
yes, this paragraph is more about dinner than the medications.

PN1359    
It's about providing food, I think - it's about feeding people?‑‑‑Yes, yes, well, ther
residents that need to be spoon-fed and there are others that can feed themselves b
close supervision because of their dysphagia, difficulty in swallowing.

PN1360    
You would have learnt about dysphagia when you did your Cert III?‑‑‑That's corre

PN1361    
Yes.  I'll take you to paragraph 49.  I'm not trying to be rude to you, Mr Jones, wh
this:  you say here, 'When performing my role I am not rarely supervised'.  Am I r
saying what you really mean by that is you are not directly supervised?‑‑‑Yes, cor

PN1362    
Yes, but you're indirectly supervised doing certain things by the registered nurse o
boss, aren't you?‑‑‑Yes.

PN1363    
Yes?‑‑‑So they're not on the floor with me.

***        PAUL REGINALD JONES                                                                                                             XXN MR WARD

PN1364    
No, they're not watching you as you do whatever you're going to do?‑‑‑No, that's c

PN1365    
Okay.  Can you go to your second statement?  I'm almost finished, sir.  Could you
paragraph 24?  You talk here about dealing with families?‑‑‑Yes.

PN1366    
I'm right in saying that understanding how to communicate with residents and fam
part of your Certificate III training?‑‑‑Yes.
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PN1368    
But you could be in a room with a resident when their son comes in and their son 
raise a question about the health of their parent and you would be the recipient of 
wouldn't you?‑‑‑The recipient of the question?

PN1369    
The question, yes?‑‑‑Yes (indistinct).

PN1370    
Sorry - if it got heated with that person, who would you escalate it to?‑‑‑Probably 
and the care manager, yes.

PN1371    
Thank you, Mr Jones - thank you very much, Commissioner, no further questions

PN1372    
COMMISSIONER O'NEILL:  Thank you.  Mr Gibian, anything in re-examination

PN1373    
MR GIBIAN:  Yes, just a few matters.

RE-EXAMINATION BY MR GIBIAN                                               [11.01 AM

PN1374    
MR GIBIAN:  Mr Jones, can you hear me again?‑‑‑Yes.

***        PAUL REGINALD JONES                                                                                                            RXN MR GIBIAN

PN1375    
First of all, you were asked some questions about who you report to and I think yo
indicated you report to the care manager but that there was also an RN who you d
as the clinical lead, who is present during the day.  What are the hours of the RNs
present?‑‑‑8 am till 7 pm there is an RN there.  The clinical lead often isn't there u
though.  She'd be there sort of business hours, yes.  There is no RN on duty after 7

PN1376    
I understand.  I think you referred to there being - was it on call or RN in the even
that right?‑‑‑That's correct - whichever RN has been on duty on a given day, becom
on call RN that evening because they are the most up to date with where the reside
at.  So you can't just pick the closest RN and call them.  You have to call the one t
call and as I say in my statement, three of them live at least half an hour away.

PN1377    
Now, you were then asked some questions about the care plans and you described
being a basic care plan filled out at a time that a resident is admitted but that it's fi
over time?‑‑‑Yes, it develops - it's a living document so it's evolving all the time.

PN1378    
What is the method by which it's filled out over time?‑‑‑Well, basically, it's a prod
documentation of care staff as changes in the resident will become apparent throu
documentation and through progress notes and that's what influences changes to th
plan.

PN1379
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PN1381    
How often are you or are you usually fully staffed or how often does it occur whe
not fully staffed?‑‑‑More often than it should but yes, especially at the moment wi
many staff either off with COVID or through being a close contact, staffing is a m
issue at the moment.  I had to - I was rostered to work an afternoon shift last night
to take that off so I could travel down here to do this.  I was told by the care mana
was happy for me to do it but she said that they just literally could not replace me
had no one else that they could call in so that was a shift that would have been sho
last night.

PN1382    
I mean, I'm sure it varies depending upon events, as you say but is that something
happens sort of once a week, or once a month or - - -?‑‑‑More likely to be once a w
once a month, yes.

***        PAUL REGINALD JONES                                                                                                            RXN MR GIBIAN

PN1383    
You were then asked some questions about the documentation system and the pro
notes that you complete on the documentation system.  I'm not sure this was comm
others but I just missed the name of the documentation system that you mentioned
was the name of it?‑‑‑Leecare.

PN1384    
Leecare - and you were asked about the medication course that you did, which I th
questions were asked by reference to paragraph 19 of the first statement, I think, a
were asked how many hours the course was and you said you couldn't recall, I thin
is understandable enough.  I just wanted to ask, can you provide any kind of indic
that is was it a course that went for a week or for weeks or how long did the cours
for?‑‑‑It was the kind of course you could do at any time.  It was - yes, there are a 
number of units and each unit was about half an hour to an hour in length.  Yes, yo
have to do it over a set period.  If you had the time to do all your units within a we
could do it that way.  Yes, I can't recall exactly how many units there were.

PN1385    
I understand.  You were then taken through the process of doing your medication 
think the end of that process is you were asked about - you were asked whether yo
observed the resident taking the medication?‑‑‑Yes, I have to be sure that they hav
swallowed any medication that they (indistinct).

PN1386    
Yes, I just want to ask you whether you have residents who firstly have difficulty 
medication?‑‑‑We do have some, yes.

PN1387    
What are examples of the difficulties and what do you have to do to try and ensure
medication is taken appropriately in those instances?‑‑‑For some residents it invol
crushing the medication and putting it into some pureed food or just through puree
giving them very small amounts of the puree at a time.  Other residents in the dem
it might involve re-approaching, because you will give them the medication, they 
it in their mouth, then just work it around in their mouth for five minutes and spit 
if you can catch it and try again, you know, that's what you do.  So you might hav
a particular resident four or five times during the course of the medication round j
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I was going to ask you separately, but maybe you've covered it already whether th
residents who are resistant to taking medication and what types of techniques or th
that you employ in that event?‑‑‑Yes, that - my last answer was - I was thinking of
(indistinct) medication resistant resident (indistinct).

***        PAUL REGINALD JONES                                                                                                            RXN MR GIBIAN

PN1389    
All right.  You were then asked - and the last thing was you were asked some ques
about insulin injections, and I think you described how you did that in the evening
described the processes taking the blood glucose and then administering the insuli
is the blood glucose level checked?‑‑‑We have - we have little - I couldn't tell you
of them - little prickings I guess that prick the skin of the resident.  We then have 
on which you put a droplet of blood onto a stick that is inserted into the machine a
machine will give you a digital readout of what the blood glucose level is.  So it's 
day when the RN is on duty.  I will do the blood glucose and have everything prep
ready for the RN to come and do the injection.

PN1390    
And how does the blood glucose reading inform the insulin to be administered?‑‑‑
with the resident who is on the sliding scale if his BGL is below a certain level, w
on his chart and (indistinct) at the moment, then he gets 10 units of insulin, but if 
a bit higher than that - I think if it's below - if his BGL was below 10 he would ge
and if it was 10 to 15 he would get 12 units; 15 to 20 he gets 14 units, and that slid
is developed by the resident's doctor.

PN1391    
Thank you.  Those were the additional matters I just wanted to clarify.  Thank you
Jones.

PN1392    
COMMISSIONER O'NEILL:  All right.  Now, I'm sure that by the 80th witness I 
resident routine down pat, but, Mr McKenna, I should have given you the opportu
you have any questions for Mr Jones?  You're on mute, sorry.

PN1393    
MR McKENNA:  No, thank you, Commissioner.

PN1394    
COMMISSIONER O'NEILL:  All right.  Well, Mr Jones, thank you very much fo
evidence and you're now excused and free to go?‑‑‑Thank you.

PN1395    
Thank you.

<THE WITNESS WITHDREW                                                          [11.11 AM]

PN1396    
COMMISSIONER O'NEILL:  All right.  It's 11.10, I suggest that we just take a sh
at this moment before the next witness, so we will resume at 11.20.

PN1397    
COUNSEL:  Thank you, Commissioner.
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RESUMED                                                                                             [11.20 AM

PN1399    
COMMISSIONER O'NEILL:  Mr Gibian, is Ms Ellis ready?

PN1400    
MR GIBIAN:  I understand so.

PN1401    
COMMISSIONER O'NEILL:  Good morning, Ms Ellis.  Commissioner O'Neill h
you hear me all right?

PN1402    
MS ELLIS:  I can.

PN1403    
COMMISSIONER O'NEILL:  All right.  So, my Associate's just going to have yo
affirmation.

PN1404    
THE ASSOCIATE:  Ms Ellis, can you please state your full  name and work addre

PN1405    
MS ELLIS:  Virginia Ellis and I work for Uniting Aged Care facility, 381 Great W
Highway, Springwood.

<VIRGINIA ELLIS, AFFIRMED                                                       [11.21 AM]

EXAMINATION-IN-CHIEF BY MR GIBIAN                                  [11.21 AM

PN1406    
COMMISSIONER O'NEILL:  Mr Gibian.

PN1407    
MR GIBIAN:  Thank you, Commissioner.  Ms Ellis, can you hear me?‑‑‑Yes.

PN1408    
You're just a bit quiet, at least from my end so I'm not sure whether you can shuffl
closer to the computer or something?‑‑‑Is that better?

PN1409    
Yes, I can hear you at least.  All right, thank you.  Can you repeat your full name f
record?‑‑‑Virginia Ellis.

***        VIRGINIA ELLIS                                                                                                                              XN MR GIBIAN

PN1410    
And you're employed as a homemaker at the Uniting Aged Care facility in Spring
New South Wales?‑‑‑Correct.

PN1411    
You're one of the individual applicants in the proceedings, I think?‑‑‑(Indistinct re

PN1412    
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PN1414    
Have you had an opportunity to read that through?‑‑‑I have, yes.

PN1415    
Is it true and correct to the best of your knowledge and recollection?‑‑‑Yes.

PN1416    
That, Commissioner, is document 139 within the digital court book, commencing 
10004.  And we seek to rely upon that statement and have it as part of the evidenti
record.  Ms Ellis, you also made a statement headed statement - 'Reply witness sta
sorry, 'of Virginia Ellis', dated 20 April of this year, 2022, running to 81 paragraph
you have a copy of that also?‑‑‑I do.

PN1417    
And you've had an opportunity to read that and is it also  true and correct to the be
knowledge and recollection?‑‑‑It is.

PN1418    
That, Commissioner, is document 140, commencing at page 10039 and we also se
upon that statement.

PN1419    
COMMISSIONER O'NEILL:  Yes.

PN1420    
MR GIBIAN:  Ms Ellis, Mr Ward who you should see in one of the boxes on the s
will now ask you some questions.

CROSS-EXAMINATION BY MR WARD                                         [11.24 AM]

PN1421    
MR WARD:  Ms Ellis, can you hear me?‑‑‑I can.

***        VIRGINIA ELLIS                                                                                                                            XXN MR WARD

PN1422    
My name's Nigel Ward, Ms Ellis.  I appear in these proceedings for the employer 
Thank you for coming today.  Can I - do you have your statements in front of you
start with your first statement?‑‑‑Yes.

PN1423    
Can I ask you to go to paragraph 25.  I just want to make sure I understand your
qualifications?‑‑‑Sure.

PN1424    
You say:

PN1425    
I completed a Certificate III in Aged Care 16 years ago.

PN1426    
Unless my maths is really bad, I think that takes us to about 2006.  Is that roughly
right?‑‑‑Approximately, somewhere - - -
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And your Leisure - Lifestyle and Leisure Certificate IV in 2014, and I'm right, are
later on in your statement you say you've done a Certificate III in Commercial Co
did that, yes, I have completed that.

PN1429    
Yes, and did - have you completed that?‑‑‑Yes.

PN1430    
What year did you complete that?‑‑‑That would have been probably about 14 year

PN1431    
So, around 2008?‑‑‑Would have been, yes.

PN1432    
Around that, okay?‑‑‑Yes.

PN1433    
When you did your first Certificate III in Aged Care, did you do that because you 
looking to work in the aged care sector and were required to?‑‑‑No, I wasn't requi
was something that I wanted to do.

PN1434    
Wanted to do, okay?‑‑‑Yes.

***        VIRGINIA ELLIS                                                                                                                            XXN MR WARD

PN1435    
Does the same apply to your Certificate IV in Aged Care?‑‑‑Correct.  Yes, I wante
yes.  I wanted to upgrade my skills and that.

PN1436    
And the same for your Lifestyle and Leisure Certificate IV?‑‑‑Yes.

PN1437    
I take it that your Commercial Cookery Certificate III, that that was again somethi
just wanted to do?‑‑‑That's something that I wanted to do, yes.

PN1438    
I think you say in your statement that you were employed by Buckland Aged Care
between 2005 and 2009.  That's correct, isn't it?‑‑‑Yes, I'm not sure of the exact da
yes, I worked at Buckland's, yes.

PN1439    
Am I right that Buckland's is different to Uniting?‑‑‑It's an aged care facility, they
aged care facilities.

PN1440    
But they're not owned by the same people?‑‑‑No.

PN1441    
No, okay.  And where - geographically, where was the Buckland facility?‑‑‑It's at
Springwood.

PN1442
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PN1444    
You're talking in paragraph 31 about a dementia ward.  Am I right in saying that's
Buckland?‑‑‑No, that's at Uniting.

PN1445    
That's at Uniting?‑‑‑Yes.

PN1446    
You have not given us any evidence about what happened at Buckland?  It's not a 
question, I'm just trying to understand.  This evidence is about your employment a
Uniting?‑‑‑Yes.

PN1447    
Yes.  Okay, that's fine.  Can you go to paragraph 32, you say:

***        VIRGINIA ELLIS                                                                                                                            XXN MR WARD

PN1448    
I don't remember having any dementia specific training before I started in the w

PN1449    
Is it your recollection that you did no training in your Certificate III related to
dementia?‑‑‑Not that I recall, no.

PN1450    
And you did no training in your Certificate IV related to dementia?‑‑‑I don't recall
worked with dementia a lot before doing my Cert IV, so I had gained a lot of expe

PN1451    
You don't recall whether or not dementia was part of the course program for a Cer
or a Certificate IV?‑‑‑I don't believe it was in Certificate III, but I mean it's a long

PN1452    
Okay.  You set out in paragraph 34 what your day was like, and it goes from (a) to
you see that?‑‑‑Yes.

PN1453    
Is there anything between (a) and (p) that was outside of your Certificate III traini

PN1454    
MR GIBIAN:  I mean I object to that question.  I'm not sure that it's fair to ask a q
such a rolled up way about a course that was done 16 years ago.

PN1455    
MR WARD:  If the witness can't answer it she can say so.

PN1456    
THE WITNESS:  Can I just read it?

PN1457    
MR WARD:  Yes.

PN1458    
MR GIBIAN: I maintain the objection that it's not a fair matter of asking that que
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PN1460    
MR GIBIAN:  May it please.

***        VIRGINIA ELLIS                                                                                                                            XXN MR WARD

PN1461    
MR WARD:  Commissioner, I will try and deal with it in a different way to assist 
and try and be fair.  I take it in your Certificate III you were trained in how to pers
care for a resident?‑‑‑Correct.

PN1462    
By way of an example can I ask you to go to (d)?‑‑‑Yes.

PN1463    
I am right, aren't I, that in your Certificate III you would have been trained both in
classroom and also in your practical about bathing, dressing and skin integrity?‑‑‑
bathing and dressing.  I don't recall about the skin integrity or excoriations or brui
- -

PN1464    
So it could have been part of it, but you don't recall?‑‑‑I don't recall, you know - n
recall any kind of tuition on that.  I mean it would be common sense if you see som
hurt that you would - or if you see somebody with something that doesn't look rig
you should report it.

PN1465    
How many hours practical did you do for your Certificate III, Ms Ellis?‑‑‑I think i
something like 100 hours, 120 hours.

PN1466    
And in the 100 hours practical you did for your Certificate III were you ever expo
skin integrity issues?‑‑‑I couldn't remember that far back.

PN1467    
Okay.  You can't remember, that's fine.  Can I take you to paragraph 43, please.  Y
paragraph 43 by saying, 'As a team leader.'  How many people are in your team?‑‑
talking about, I think the dementia ward here, there would be three, three and mys

PN1468    
So you're responsible for three people?‑‑‑Correct.

PN1469    
Are they all Certificate III qualified as well?‑‑‑Yes.  As far as we know, yes.

PN1470    
You don't know if they are?‑‑‑Well, I'm not sure what everybody's qualification is

PN1471    
Okay.  That's fine if you don't know.  I am just going to read 43 out if I can.

***        VIRGINIA ELLIS                                                                                                                            XXN MR WARD

PN1472    
I would do dressings and administer medications.  The RN would do the schedu
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saying that.  I mean it has happened.  It's not ideal, but it has happened if somebod
something serious has happened.

PN1474    
So you have administered schedule 8 medications yourself, have you?‑‑‑The RN m
given the tablet, but maybe the person hasn't quite swallowed it and they've had to
and I've just remained to make sure that it hasn't been spat out or something.

PN1475    
But you haven't administered schedule 8 medications?‑‑‑It's not up to me to admin
them, it is up to the RN to administer them.

PN1476    
If you go to paragraph 53 you say:

PN1477    
I had to learn how to build a good relationship with the residents' family memb
received lots of calls and text messages from people asking lots of questions.

PN1478    
Do you recall whether or not in your Certificate III you were taught anything abou
communicating with family members?‑‑‑I can't recall.

PN1479    
You can't recall?‑‑‑Yes.

PN1480    
Am I right in saying that you provided your private phone number to the family
members?‑‑‑Well, not - I personally haven't always given my phone number out.  
worked as the bus driver before I became a homemaker, I worked as lifestyle and 
and lifestyle and leisure you developed a different relationship with the residents a
members, and quite often they would get your phone number because you droppe
at the shopping centre and you would wait with the residents that weren't able to m
around by themselves and they would have your number, 'I'm ready, could you co
help me', and so on and so on.

PN1481    
So when you were acting as the team leader - - -?‑‑‑Yes.

***        VIRGINIA ELLIS                                                                                                                            XXN MR WARD

PN1482    
- - - do you normally hand out your private phone number to family members?‑‑‑N
always, no, not at all.

PN1483    
Not always or not?‑‑‑Look, some people have got them because they're really - th
really concerned about their loved one and they just - they just want to be able to c
somebody that has good English and knows their parent, knows them well.

PN1484    
So you do hand out your private phone number?‑‑‑I have a couple of times.  I had
ladies that - one lived in America and one lived in Italy and it was mainly for Wha
So e did it thro gh WhatsApp beca se I o ld do a Zoom chat ith both da gh
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and again, yes, I get messages, and I'm afraid to say we have to use our phones, ou
personal phones at work for messaging, phone calls, different things like that.

PN1486    
Now, you then at paragraph 60 start talking about homemaker, do you see that?‑‑‑

PN1487    
I think you say at paragraph 62, 'I have a team of four employees.'  That's differen
moment ago when you said you had three.  When you said you had three, was tha
about something else?‑‑‑That was – I think I'm referring to the dementia ward ther
I'm a homemaker.

PN1488    
Homemaker?‑‑‑Yes.

PN1489    
So there's you and a team of four in the homemaker set up?‑‑‑When I made this st
was homemaker in a section called Wattle.  So I would have two of a morning and
and then two of an afternoon and myself, and then there would be one night shift, 
have never engaged with.

PN1490    
So you were responsible for four people, but they weren't always rostered on at th
time?‑‑‑Yes.  That's correct.

PN1491    
Can I ask you to go to paragraph 62?‑‑‑Yes.

***        VIRGINIA ELLIS                                                                                                                            XXN MR WARD

PN1492    
You say there:

PN1493    
So I have a team of four employees that report to me.  The homemaker role has
more responsibility than that of a CSE -

PN1494    
I'm just going to pause there.  I assume you're talking about a CSE in a traditional
residential setting?‑‑‑Yes, I think sometimes you refer to them as PCWs.

PN1495    
Yes?‑‑‑Assistant in nursing, yes.  (Indistinct), yes.

PN1496    
as I have ultimate responsibility for the care of the residents.

PN1497    
Do you see you say that?‑‑‑Yes.

PN1498    
So when you're a homemaker, the registered nurse doesn't have responsibility for
them?‑‑‑For the staff?
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PN1500    
Right?‑‑‑And try to get (indistinct).

PN1501    
So the RN would have ultimate responsibility for those things?‑‑‑Yes.

PN1502    
And you wouldn't?‑‑‑Well, no.  That would be her decision to call.

PN1503    
Do you have a clinical care manager in your operation?‑‑‑You mean at the whole 
facility?

PN1504    
Yes?‑‑‑That would be – our clinical care manager would be our manager.

PN1505    
Do the registered nurses report to that person?‑‑‑I think they go to – they would go
they would go to the deputy – deputy manager.

***        VIRGINIA ELLIS                                                                                                                            XXN MR WARD

PN1506    
Who is your boss now you're in homemaker?‑‑‑Well, at the end of the day it woul
RN, would be my first port of call.

PN1507    
So you report to the registered nurse, do you?‑‑‑I do.  I go to the manager as well.

PN1508    
When you say you 'go to the manager', what do you go to the manager for?‑‑‑If w
like, I went to her last week because our annunciators aren't working, we have no 
phones, and the RNs are fully aware of this, but it's very hard to do the job, to ans
call buttons within a 10‑minute break when you haven't got anything to tell you th
are buzzing.

PN1509    
You went to the manager because that isn't the responsibility of the registered nurs
but nothing's happening.

PN1510    
Okay, so you were dissatisfied with how you were - - -?‑‑‑So I just escalated it, be
needed to get it done, yes.

PN1511    
Sorry, I must have missed this.  In your home, how many residents do you have?‑‑
I've now moved upstairs, so - - -

PN1512    
When you gave your evidence how many residents did you have?‑‑‑Twenty‑three
downstairs.

PN1513    
So you and your team of four are responsible for 23 residents?‑‑‑Over the whole d
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PN1516    
You say you've moved 'upstairs'?‑‑‑Yes.  There's 35 residents up there.  There's my
three people, but two of those people are only on till 1 o'clock, and then it's mysel
other person until 3 o'clock, and then one more person comes on – or two more pe
upstairs.

***        VIRGINIA ELLIS                                                                                                                            XXN MR WARD

PN1517    
When you gave your evidence – sorry, just remind me again, Ms Ellis, what was t
called that you looked after?‑‑‑In the first statement, downstairs was Wattle.

PN1518    
Wattle?‑‑‑Yes, and upstairs where I work now is Magnolia.

PN1519    
When you worked at Wattle, are all the residents high needs residents?‑‑‑I think al
maybe three of them, who don't have care.

PN1520    
So Wattle's not set up as a specialist dementia area.  It just happens that a lot of the
advanced dementia?‑‑‑It was – you know, like back in the day, it was meant to be 
hostel.  Now it is a high care nursing home really.  We have people with dementia
bed‑bound people, we have a lot of by twos.  We have just everything.

PN1521    
Can I take you to paragraph 66?‑‑‑I can't hear anybody.

PN1522    
COMMISSIONER O'NEILL:  That's all right.  I don't think Mr Ward's asked anyt
at this moment?‑‑‑I thought he - - -

PN1523    
MR WARD:  Ms Ellis, I apologise.  I think Mr Ward's leant on his computer.  My
apologies.  I'll have to not do that again.  At paragraph 66, you see the heading, 'M
rounds'?‑‑‑Yes.

PN1524    
I just want to walk through this to make sure I understand what you're saying.  Th
you're in Wattle, is it, this evidence?‑‑‑Yes.

PN1525    
Yes, okay.  'I start work at 8 am' – this is a):

PN1526    
I start work at 8 am and go in and check a communication book where the RN 
who has been on the night shift will have listed any issues that came up the nig
or matters that need attending to.

PN1527    
?‑‑‑Yes.

PN1528    
I take it that that is how the night shift handover to you what's happened on the n
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PN1530    
So you're required to read the book to find out what's been going on during the nig
is that right?‑‑‑Correct, and I'm relying on staff to have had the time to write in tha

PN1531    
Yes, I understand that, but that's the process that your company has put in place?‑‑

PN1532    
Yes?‑‑‑I don't know if it's been something that's put in place.  It's just – that's just t
it's just panned out.  You know, staff are busy, staff are, you know, under the pump
just happened.  They don't have that 10 minutes to spend and hand over to that 6.3
that come on.

PN1533    
So the night shift, I take it that they would enter progress notes?‑‑‑Yes.

PN1534    
Are those progress notes on paper or are those progress notes in the system?‑‑‑The
computer.

PN1535    
And you'd have access to that when you start at 8 am?‑‑‑Yes, I would have if I - I 
the time to go to the computer access it.  That's why I normally go and find the RN
her know I'm here, anything out of the ordinary that I need to know.

PN1536    
So because you're so busy you don't read the progress notes?‑‑‑Not on the comput
don't.

PN1537    
But you just said you go and find the RN; you go and do that, do you?‑‑‑I normall

PN1538    
Okay, you ring her?‑‑‑While I'm getting the food trolley from downstairs loaded u
stuff, I will be ringing her and saying, look, I'm here, is there anything I need to kn
meet you upstairs and we'll do the S8s.

PN1539    
When you ring her up and say is there anything I should know, I take it that's your
handover?‑‑‑Yes, she'll tell me if somebody's gone to hospital, somebody's come b
hospital, somebody's COVID‑positive, somebody's had a fall, somebody's going o
know.  Maybe if I was on the day before she might say, you know, there's nil chan
yesterday, and so on.

***        VIRGINIA ELLIS                                                                                                                            XXN MR WARD

PN1540    
That's the handover process you use?‑‑‑Mm.

PN1541    
Yes?‑‑‑Well, that's what working at the moment.  We are – well we were before C
meant to be having two huddles a day, one in the morning with day shift and one i
afternoon with the afternoon shift.  Just with COVID and being short-staffed and j

j st r n off o r feet the ha e not been happening B t e're tr ing to start to im
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PN1543    
Directly to the RN, and she tells you what you need to know as you start your day

PN1544    
If you go to what I think is 66B:  'I try and start the schedule 8 medication around 
about 8.15 or 8.30'?‑‑‑Yes.

PN1545    
Then just letting you read on, the sentence finishes:  'Or let them know when I can
I can get the schedule 8 medication round'.  Then C says:  'The schedule 8 medica
is the medication round where S8 drugs are administered.  This could include mor
oxycodone, fentanyl.  The administration of S8 drugs needs to be witnessed by tw
to ensure that the correct medication and the correct dosage is administered'?‑‑‑Ye

PN1546    
Just stay with me for a minute.  I just want to be fair to you.  Then you see D:  'Th
schedule 8 medication round usually goes for about half an hour'.  You explain wh
consists of and then you get to (iv):  'Administering the schedule 9 medication:  th
always administer insulin, morphine and opiates and patches.  Half the time the R
me sign the relevant forms and then I run the other S8 drugs'.  Do you see the, 'the
the' - - -?‑‑‑Yes.

PN1547    
You're not saying there that you administer schedule 8 drugs, are you?‑‑‑No.

PN1548    
No?‑‑‑I administer them with the RN in charge.

***        VIRGINIA ELLIS                                                                                                                            XXN MR WARD

PN1549    
So you're allowed to administer schedule 8 drugs, are you?‑‑‑Well, sometimes som
residents - the ones with dementia - if it's an unfamiliar RN or an agency RN and 
won't take anything off them because they don't know them, the RN sometimes sa
you give it to them', and I just stand back.  That has happened.

PN1550    
Okay, so you on occasions will administer schedule 8 drugs?‑‑‑Yes, well, in those
circumstances, yes.

PN1551    
When you say you have to sing off on them, I take it that is the RN showing you w
they're going to give the resident and you confirming that you think that's correct?
when you're getting the S8s out you have to do a count.  We have to write out a bo
we have to do a count.

PN1552    
Who is 'we'?‑‑‑The RN and myself - so we both sign this book to say that there wa
we're talking one, that leaves 19, do we agree with that?  If it's the end of the page
have to go to a clear page and also sign that book, sign from that page to say that w
brought it forward.  So it's quite time-consuming when you have a lot of S8 drugs

PN1553    
If t 66E 'Whil t d i thi d I ill h k th bl d
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PN1555    
So you don't recall it being in your Certificate III training?‑‑‑Doing blood pressure
BSLs?  No.

PN1556    
No, okay - do you recall it being in your Certificate IV training?‑‑‑I think mores in
Certificate IV.  I'm not sure though.  That's a long time ago, yes.

PN1557    
Okay, that's fine?‑‑‑Yes.

PN1558    
When you say you record this on their chart, that's the chart that is part of the prog
notes, is it?‑‑‑Well, under their file on the computer they will have their chart ther
have to go and pull their chart up, their BSL chart, their behaviour chart - whateve
is - and then enter the details in there.

PN1559    
Okay?‑‑‑So when the doctor comes or they go to hospital, we can just print all tho
out and it's there.

***        VIRGINIA ELLIS                                                                                                                            XXN MR WARD

PN1560    
That's fine?‑‑‑I do a paper copy of that as I go.  Then before the end of my shift th
everything in to the charts.

PN1561    
At 67 you talk about schedule 4 medications?‑‑‑Yes.

PN1562    
Can I just see - I'm just trying to see if your way of doing schedule 4 is different to
else's.  Just bear with me.  I assume that the schedule 4 medications are kept under
key?‑‑‑Yes.

PN1563    
Do you have the key?‑‑‑No.

PN1564    
Does the RN have the key?‑‑‑Yes.

PN1565    
So in terms of the schedule 4 medications, they're kept in a cupboard.  The RN un
cupboard to take them out and when she takes them out, are they already in Webst
paks?‑‑‑They are.

PN1566    
She would then put them, what, on the trolley?‑‑‑Yes, she would just hand me, 'Th
S4s'.

PN1567    
You would then start your rounds, is that right?‑‑‑Correct.

PN1568
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PN1570    
Am I right in saying that when you get to Mr Smith - hopefully there isn't a Mr Sm
would be embarrassing - when you get to that person you have to verify that those
the right pills.  You have to do that?‑‑‑Correct.

PN1571    
Am I right in saying that you have to check off the name of the pills - is that corre

PN1572    
Then do you have like a picture chart to make sure that the pill looks like the pill i
to be?‑‑‑There's actually a picture chart on their EMS - on the Webster-pak.

***        VIRGINIA ELLIS                                                                                                                            XXN MR WARD

PN1573    
Right?‑‑‑Some people's Webster-paks don't run Monday to Sunday.  Some of them
packed upside down and back to front because some people don't use the one phar
you have to be quite vigilant and make sure that you're giving breakfast - because 
blister packs that come from our one chemist are all breakfast across to dinner but
pharmacies pack them back to front.

PN1574    
So if you have my seven-day pack, it could be Monday breakfast, Monday lunch, 
dinner?‑‑‑Yes.

PN1575    
There has been some other evidence by another person this morning that said that 
on the Webster-pak is how they're to be administered?‑‑‑Correct.

PN1576    
That's the same for you, is it?‑‑‑Yes.  Well, normally our blister packs, they'll have
two tablets in each little blister.  So breakfast will go right across.  Some people h
couple of rows, some people only have one and so you know, you take from the to
for that day, if that's what you mean.

PN1577    
Okay?‑‑‑Down the bottom it'll tell you the name of the drug, whether it can be cru
whether it can't be crushed.

PN1578    
If you're giving Mr Smith his medication, is it written on Mr Smith's Webster-pak
should be crushed?‑‑‑I think it'll say on the Webster-pak you can't crush but on the
when you bring Mr Smith up, it'll have Mr Smith's requirements:  he needs his pil
and served with custard or Gloup, which is a medication lubricant, or one at a tim
and so on.

PN1579    
Yes.  So you follow how you're told to administer it with Mr Smith?‑‑‑Yes.

PN1580    
Am I right in saying that you have observe that the medication has been taken?‑‑‑Y

PN1581    
Yo then record that the medication has been taken? Yes I ill tick each one I

6091



Yes?‑‑‑Then I'll tick, 'administered' of if they're refused - - -

***        VIRGINIA ELLIS                                                                                                                            XXN MR WARD

PN1583    
You tick 'refused'?‑‑‑Well, first off I will try a couple of different approaches, over
half an hour.

PN1584    
Yes?‑‑‑If he still refuses, then I will dispose of them, tick 'refused', document and 
to the RN in charge.

PN1585    
Yes, and if you are checking a Webster-pak for Mr Smith, and a tablet doesn't look
who do you contact?‑‑‑I will ring the RN.

PN1586    
You don't ring the pharmacist, you go straight to the RN?‑‑‑No, I go to the RN.

PN1587    
Okay.  I take it it's the RN's responsibility then to work out what to do?‑‑‑Correct.

PN1588    
Thank you very much?‑‑‑If there's a - if there's a - like last weekend there was a w
weekend of tablets missing, nobody had organised them so I rang the pharmacy an
stat dose so that the resident had her tablets for the weekend.

PN1589    
I might have missed this so help me out if I've missed it.  Did you do a separate co
allowed to administer Schedule 4 drugs?‑‑‑We - every six months with Uniting the
medication competency with us and they just go through everything.  We do - - -

PN1590    
Is that an in-house course run by Uniting?‑‑‑I think so, yes.  They have - - -

PN1591    
Okay, (indistinct) - - -?‑‑‑Yes, they have one of their trainers, because they do a lo
courses.  They have their trainer come out or it's be an RN that will be assigned to
your medication competencies, and that's every six weeks - every six months.  We
a booklet with questions we have to answer, give back and then participate - - -

PN1592    
So it's not an online course, it's face to face with the RN, is it?‑‑‑They come and d
medication round with us.

PN1593    
And are you sitting in the classroom with the RN?‑‑‑No, no, she will say Virginia 
going to do your competencies today with lunch time meds, okay.

PN1594    
So, she'll do it on the run as you're actually delivering the meds?‑‑‑Yes.

***        VIRGINIA ELLIS                                                                                                                            XXN MR WARD
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PN1597    
Yes.  Schedule 4 obviously is more than just tablets, isn't it?‑‑‑Yes, there's differen
yes.

PN1598    
Can I take you to paragraph 88.  This is all about your homemaker model?‑‑‑Mm-

PN1599    
Paragraph 88 starts with this:

PN1600    
The home is meant to provide six meals a day.  We share the kitchen with the ca
company.

PN1601    
See that?  I'm just trying to understand the role of the catering company.  So, I tak
facility has a central kitchen?‑‑‑Yes, that's off our dining room.

PN1602    
Yes, so it has a central kitchen, a big kitchen?‑‑‑Yes.

PN1603    
And am I right in saying that in your home room, you have a kitchen as well?‑‑‑Th
kitchen that does all the cooking for all the different buildings is our kitchen.  The
little stainless steel bench outside where they set up hotplates and they put their fo
to keep warm for the dinner service (indistinct).

PN1604    
Okay, so just bear with me.  It was called Wattle wasn't it?‑‑‑Yes.

PN1605    
So, Wattle doesn't have its own kitchen?‑‑‑No, not - no, it has a communal kitchen
big kitchen.

PN1606    
So, just bear with me?‑‑‑Yes.

***        VIRGINIA ELLIS                                                                                                                            XXN MR WARD

PN1607    
Because I might be thinking of something that you're not thinking about.  We've s
homemaker model where there was a kitchen actually in the homemaker unit that 
looked like a residential kitchen sitting in it?‑‑‑Wattle does not have that.  If you w
call what they have there a kitchen, by all means.  There's a sink and there's a stain
bench but no resident can do any cooking there because it's taken over by the kitch
all the time.  And if we do do activities there, you know, 11 o'clock, we need the k
you have to move, you have to move or - - -

PN1608    
That's okay, that's okay.  So, there's a - - -?‑‑‑Upstairs in Magnolia, there is more o
kitchen setup with an oven and hotplates and things like that.

PN1609    
That's okay And is that is the Magnolia kitchen separate to the central kitchen o
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PN1611    
And again that's separate to your central kitchen?‑‑‑Correct, yes.

PN1612    
Okay, that's good, that's fine.  And you say in your evidence that - sorry, I withdra
Does the central kitchen prepare breakfast?‑‑‑They cook - so, they're set up - that's
kitchen there, just outside in that little kitchenette thing they've got off the kitchen
hotplates.  They put stainless steel tubs of porridge and a kitchen staff member is m
serve anybody that comes down to the dining room for breakfast.  Okay.  We, whe
in, I've got to get this big trolley, which is not powered because it's broken, it's bee
for a long time, and load it all up with trays, porridge, bread, butter, everything an
upstairs for the people that have room service.

PN1613    
Just bear with me.  I accept it's broken, the trolley.  When you say you push it ups
mean you actually push the trolley up the stairs?‑‑‑I push it up a ramp and into a li
take it upstairs.

PN1614    
Okay, that's okay.  I was just - - -?‑‑‑Not up the stairs but upstairs.

PN1615    
That's okay?‑‑‑Downstairs will have a - like a trolley set up with their trays so wh
get Mr Smith up, Mr Smith ideally it's meant to when you've given somebody car
come down and you get their breakfast nice and hot and you take it back to him, o
And so on.  It doesn't happen like that.  I mean eventually when the home model w
way it's designed to work it'll be a beautiful thing, but at the moment it's - it doesn
the way it's planned to work I don't think.

***        VIRGINIA ELLIS                                                                                                                            XXN MR WARD

PN1616    
That's okay.  There's no trick questions here, I'm just trying to understand.  So - - -
know, the one way that you can really understand how we work, what we do is to 
work on the floor with us.

PN1617    
Well, I - - -?‑‑‑You know, put an apron on - - -

PN1618    
I don't think I have time this week, Ms Ellis?‑‑‑Right.

PN1619    
But I'm happy for you to make contact with me if that will help me when the case
So, there's a central kitchen and I take it there's a central dining room?‑‑‑Yes.

PN1620    
And some residents are sufficiently ambulant to go to the dining room?‑‑‑Some ar
are assisted - - -

PN1621    
I'm not suggesting it's a lot but some are and - - -?‑‑‑Some are assisted to come do
are brought down in wheelchairs, some in care chairs.
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PN1624    
Yes.  However, for those who aren't coming down, you go down to the central kitc
up a trolley of meals and take it back to Wattle or wherever you are?‑‑‑Yes, upstai
Magnolia.

PN1625    
Yes, to Magnolia.  And do you then hand out those meals to the residents?‑‑‑Corre

PN1626    
And as might be the case, you and your staff might have to help feed some of the 
who have higher acuity?‑‑‑Yes.

PN1627    
Some of the residents might be able to eat themselves and that's how they - - -?‑‑‑Y
Some residents want scrambled eggs, some residents want their toast lightly toaste
they'll buzz, you know, it's cooked too much.  They all have their own little routin
very much individualised person-centred care.  And we try our best to make sure t
that but it's very difficult at times.

***        VIRGINIA ELLIS                                                                                                                            XXN MR WARD

PN1628    
Ms Ellis, I don't think anybody's suggesting you don't do your best.  I'm being seri
don't think they are?‑‑‑No, well, I know we do our best, you know.

PN1629    
You say in your statement and perhaps it's lucky you've got a Certificate III in Com
Cookery.  You say in your statement that you also cook?‑‑‑I do.

PN1630    
No, that's fine.  Do you use the kitchenette to cook?‑‑‑The kitchenette off the main
and I use the kitchen upstairs in Magnolia.  Up - - -

PN1631    
Now - go on?‑‑‑The kitchen upstairs in Magnolia I will cook the scrambled eggs t
request or the poached eggs or the fried eggs and then at dinner time it'll be - some
require omelettes, grilled cheese and tomato on toast, different things like that.  So
that kitchen for that.

PN1632    
Is that because the main kitchen doesn't provide those things?‑‑‑The residents don
food that's provided, they're sick of casseroles and sloppy foods, as they say, and t
eat it.  So we try to think well, what can we do to help you eat?  What do you feel 

PN1633    
Right.  And so you and your team, if somebody doesn't want to eat food from the 
kitchen, in the homemaker model you and your team might prepare an omelette or
scrambled eggs for them actually in Magnolia?‑‑‑Correct.  Because it's a long time
know, like their dinner's at 5 o'clock, it's a long time to go until the next morning w
food.  So it's good that they try and have something to eat.

PN1634    
Yes?‑‑‑And then if I use the kitchen downstairs I normally do that when I'm doing

ti iti b th t t lli f d ki th ll d
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Can I take you to paragraph 113.  I will try not to keep you much longer, Ms Ellis

PN1637    
In paragraph 113 you talk about cleaning duties.  I just want to - first of all this is 
context of the homemaker model, this evidence, is it?‑‑‑Yes.

***        VIRGINIA ELLIS                                                                                                                            XXN MR WARD

PN1638    
Yes, okay, that's fine.  Am I right or wrong, does Uniting have separate cleaners?‑
do, they have contracted cleaners.  We have one cleaner in (indistinct) Lodge, one
and we've been in lockdown for 14 days with COVID.  We've been in lockdown f
two years, but the last 14 days we've still only had one cleaner.

PN1639    
Okay, that's fine.  But my question is they do have specialist cleaners to clean?‑‑‑I
call them specialist, but they have (indistinct) cleaner.  They have (indistinct) that 
yes, and she does - - -

PN1640    
I take it you don't think much of the cleaners?‑‑‑No, she's a really nice person.  I d
understand a lot what she says to me and just all right, (indistinct), that's fine, you
-

PN1641    
There is a contract cleaner who's meant to come in?‑‑‑There is a contract cleaner, 
contract cleaner.

PN1642    
Okay, that's fine, I understand there's only one.  I understand that.  You then talk a
activities at page 118?‑‑‑Yes.

PN1643    
Does your set-up, your facility, does it have a recreational officer or somebody lik
that?‑‑‑It has a lifestyle and leisure officer, it has one.

PN1644    
And that lifestyle and leisure officer do they have a Certificate IV or - - -?‑‑‑I don
what she has.  I imagine she has a lifestyle and leisure certificate, but I don't know

PN1645    
You don't know.  That's fine.  That's fine if you don't know.  And does the lifestyle
leisure officer organise the activities for the residents?‑‑‑No.

PN1646    
Do they design the activities for the residents?‑‑‑She writes all the activities up on
calendar and puts the calendar out.  Before she does that calendar she always - any
want on that calendar, can you do this, can you do that.  She designs the calendar 
my work days because I'm one for really wanting people to do things.  You just ca
every day of your life in four walls, you know, you need - I would go crazy, they m
crazy.  So, you know, I'm up for any kind of activity we can do.  I come up with lo
different things and they love them, they love being busy.

*** VIRGINIA ELLIS XXN MR WARD
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really doesn't - you know, I'll send her a message or an email, you know, we need 
for cooking, we need supplies for bingo.  It still won't come.

PN1648    
So in your case the recreational lifestyle officer is not actually doing a lot in terms
organising activities, you do that, do you?‑‑‑Yes.  She doesn't do any of the activit
face.  She might have a lot to do, I don't know what she does, what her role is.  I th
busy working in admin and all that, but the activities come down to us.  The resid
to us, 'What are we doing today?  What we want to do today.'

PN1649    
Is this just you or does everybody who works at your facility are they the same wi
activities?‑‑‑To be quite honest I don't think we have a great lot of homemakers le
moment.  They're all a little bit overwhelmed with the job, some off on workers co
we have a lot of fill in homemakers.  I helped a young, a new young homemaker o
Easter in Jacaranda because she had no idea and wasn't sure what to do.  So I set h
with some activities and - I did the best that I could considering we had no printer
in the facility.

PN1650    
That's fine, and when you say the best that you could I take it that you're helped by
a Certificate IV in lifestyle and leisure?‑‑‑Probably.  I mean if we had not have be
lockdown in (indistinct) Lodge I was going to tell her - well, I suggested, I didn't e
about that, that she couldn't come, come over and cook hot cross buns.  I made fre
cooked hot cross buns for our residents to make sure they had hot cross buns and 
Even this Anzac Day the kitchen had a malfunction, and apparently all our Anzac
tasted terrible.  The cook in there said, 'We tried and we all got tummy pains, so w
thrown them away, can you do anything?'  So because we were in lockdown I cou
maybe two residents or one on one, and there's a couple of other ladies that really 
cooking.  I said, 'Are you up to make Anzac biscuits for this afternoon?'  So that a
the three of us got in and we pumped out 120 Anzac biscuits, which - - -

PN1651    
I take it that holding your Certificate IV in lifestyle and leisure you were actually 
how to plan leisure activities for people?‑‑‑Correct.

PN1652    
Is that correct?  Yes.  And were you taught how to actually undertake them?‑‑‑Yes

***        VIRGINIA ELLIS                                                                                                                            XXN MR WARD

PN1653    
Can I ask you to go to paragraph 153 - sorry, 154, my apologies, Ms Ellis.  Paragr
starts with, 'I've taken a few hits in the dementia ward.'  We're moving back now t
we talked about the dementia ward earlier.  That's (indistinct) for that part of your
evidence?‑‑‑Yes, and, you know, only a few weeks ago I got, you know, like - I do
what you call it - somebody's arm right up against you trying to get out, an ex poli
very much demented, very unstable on his feet.  Somebody came in and he barged
door to get out and I mean, you know, like he put his arm up, and I just had to go w
and I went out the door, okay, let's keep walking, and I rang for back-up, can some
bring a wheelchair, or at least his walking frame and assist me, because we were h
the highway.
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You don't remember being taught anything to do with de-escalation of troubling o
aggressive behaviour?‑‑‑Back to my Cert III I think it was - I think back in Cert II
mainly just washing and drying and just, you know, feeding.  I can't remember - I 
remember my course back all that time ago, but it's something that I've learnt.  I'v
lot of online dementia courses through the University of Tasmania and different m
health programs through Uniting, and different things like that.  So working in the
ward, working anywhere you get to know - you get to know people, you get to kn
something's not right with Mr Smith today, you know, is he constipated, does he n
to the bathroom, and so on.

PN1656    
If you're in an unsafe situation do you have an alarm system?‑‑‑I would press the 
system.  Hopefully it's working and hopefully somebody answers the buzzer.

PN1657    
So if we assume for present purposes that it's actually working, and we assume so
answers it, who's likely to answer it?‑‑‑Another staff member.

PN1658    
Okay.  When you press that do all the staff members who are available come to he
theory, yes, but no.

PN1659    
So you're often left just by yourself in an unsafe situation, are you?‑‑‑I'm left my m
an unsafe situation hardly ever but, you know, there is times where it happens and
yell anyway.  Get my phone out of my pocket and I would ring.  But you do learn 
you learn how to read people and, you know, not get yourself cornered into a room

PN1660    
If I can take you to page 173?‑‑‑Care plans?

***        VIRGINIA ELLIS                                                                                                                            XXN MR WARD

PN1661    
Yes, yes, if I could.  Am I right that this happens, when a resident is admitted the r
nurse will meet with the resident and the family and they will prepare a care plan 
resident.  Is that correct?‑‑‑Normally when somebody arrives I will ring and let th
know that so and so has arrived.  She may not come immediately.  We normally - 

PN1662    
So, you could have somebody admitted without the RN even knowing they're bein
admitted, could you?‑‑‑They would have received an email to say Mr Smith's arriv
but not be given a time.  And then if he's coming with patient transport, they migh
we've got Mr Smith here, so we'll show them to his room.  I'll ring the RN, but lik
the RN may not be available to come.

PN1663    
No, that's okay.  So, your evidence is that at your establishment you can have som
admitted without a care plan of any kind?‑‑‑Well, I actually don't do the care plan,
that person arrives I will do their weight, their blood pressure, all their set of obs. 
patient transport, they might hand over any medications, any paperwork and thing
that.  I'll let the physio know that so and so's arrived, we'll settle them in.  Hopeful
RNs there by then and then can take over and I just hand it all to her.
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You've just said that you don't do the care plan.  I take it - is it your understanding
registered nurse does the care plan?‑‑‑She does the care plan.  We just give her the
information to help her implement that care plan.

PN1666    
Right, okay.  And once the registered nurse has actually written the care plan, will
down with you and talk you through it?‑‑‑No.

PN1667    
Your registered nurse doesn't do that?‑‑‑No.

PN1668    
No, okay.  Right?‑‑‑I'll either get an email; can we please take a photograph of Mr
email it to the pharmacy and to admin.  Again, that's all done with my phone or w

PN1669    
Okay.  So, your registered nurse writes the care plan but what, does she just send i
electronically and say read this yourself?‑‑‑No, we don't get anything like that.

***        VIRGINIA ELLIS                                                                                                                            XXN MR WARD

PN1670    
So, you don't get to read the care plan?‑‑‑I can read it if I go to the computer and h
look - look it up and have a look at it.  Again, I will get to know the person by doi
B10, which is their lifestyle and leisure.  Physio, which are subcontractors, they al
come and tell us what their manual handling is and what they need.

PN1671    
Okay.  So, whether or not you read the care plan of a resident where you work is a
for you, it's not required?‑‑‑No, nobody's ever told me I have to sit and read every

PN1672    
No, that's fine, that's fine.  In paragraph 173 you set out in detail what's in your ca
plans?‑‑‑Right.

PN1673    
I take it that you've copied that from how your - what's on one of your care plans
today?‑‑‑Well, personal care and hygiene we do.  Oral care we do.  Social and cult
do.  The medication would be - - -

PN1674    
No, that's - bear with me, that wasn't my question.  Just bear with me?‑‑‑Okay.

PN1675    
You say in paragraph 173:

PN1676    
The plan covers the following care areas.

PN1677    
?‑‑‑Yes.

PN1678    
So I assume you've taken somebody's care plan at your facility and those heading
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PN1679    
That's all right.  Just bear with me.  That wasn't quite what I was asking.  I'll try ag
take it if you were to show me one of your care plans for a resident?‑‑‑Yes.

PN1680    
A, b, c, d, e, f, g, h, i, j, k, l, m, n, o?‑‑‑Yes.

***        VIRGINIA ELLIS                                                                                                                            XXN MR WARD

PN1681    
Would they be the headings on the care plan?‑‑‑I guess so.  I think - - -

PN1682    
So, you don't know?‑‑‑Well, sleep would definitely be one.  I don't know that - pal
would come under end of life.  They all - - -

PN1683    
So, you don't - - -?‑‑‑They all come under different things.

PN1684    
Okay, so what is the document you've referred to, to tell us that your care plans co
things?‑‑‑Well, I know that they cover all these things because we - these are the t
we report back on.  You know, there's a spot in there for what their - because they'
B10s.

PN1685    
So, if I was to get one of your - - -?‑‑‑(Indistinct), sorry.

PN1686    
If I was to get one of your care plans, I would probably somewhere find reference
things in it?‑‑‑Definitely.  Like, oral care comes under personal care.  And you mi
find the continence, but these things are all - we all go over, yes.

PN1687    
When you're writing your progress notes at the end of the day, or whenever you w
them?‑‑‑Yes.

PN1688    
Do they get shared with the RN?‑‑‑Yes.

PN1689    
And am I right in saying that the RN will review those progress notes and decide i
plan should change?‑‑‑Yes, or - like, for instance, Judy the other day, she had a ch
She wears a collar and she had a choking fit a few weeks ago, had to go to hospita
back on a minced diet.  Now, the dietician had told her that she can go back to a so
but she's been too scared.  The other day she saw something that looked nice and s
wanted to eat it.  So, she said, 'Do you think I could try it?'  So, knowing what her
plan has changed I said 'I think so but I will double check with the RN and we'll s
we go'.  So, the RN and I came up with a plan yes, she could try it but one of us ha
with her in the dining room to make sure that she had no issues at lunch time, and
know, like the RN said 'If you don't have time to update the care plan, I will do it a
had lunch to see how she went'.  I said, 'Okay'.  So one of us would do it, yes.

*** VIRGINIA ELLIS XXN MR WARD
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PN1691    
What do you mean by little things?‑‑‑Well, like I just - with her - with her meal, sh
to try a soft diet.

PN1692    
That's okay, but in that example - in that example, the RN authorised that to happe
they?‑‑‑Correct.  I wouldn't do anything without letting the RN know first.

PN1693    
Thank you?‑‑‑That we're going to change that, yes.

PN1694    
Thank you.  I'm going to do this very quickly.  Sorry, Ms Ellis, I've kept you longe
should?‑‑‑(Indistinct reply)

PN1695    
I'm not sure the Commissioner's going to feel that way.  You've made a second sta
haven't you?‑‑‑Yes.

PN1696    
My understanding of your second statement in large measure is that it - you've rea
statements from people who work at Warragul?‑‑‑Yes.

PN1697    
You've commented on those, haven't you?‑‑‑Yes.

PN1698    
Yes.  Am I right that you've never worked at Warragul?‑‑‑I'm not even sure where
located.

PN1699    
Right.  So, when you comment on what they've said, you're not saying from your
knowledge that they're wrong, are you?‑‑‑No.

PN1700    
No.  As I understand it, what you're saying is you've read what they've said, you'v
transfer that into your workplace and you've made some comment about your
workplace?‑‑‑Correct.

PN1701    
Yes.  And you have worked at Buckland because you've commented on that but yo
worked at Buckland since 2009, have you?‑‑‑No.

PN1702    
So, I take it you're not saying that the evidence from Mr Brockhouse given in 202
wrong either, are you?‑‑‑No, I - no, I haven't worked at Buckland's for a long time

***        VIRGINIA ELLIS                                                                                                                            XXN MR WARD

PN1703    
No.  So, the answer's no?‑‑‑Yes.

PN1704    
Thank you Just a moment if I can Commissioner Thank you Ms Ellis You've
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PN1706    
MR McKENNA:  No, thank you, Commissioner.

PN1707    
COMMISSIONER O'NEILL:  I was just checking you're still awake.  Mr Gibian, 
in re-examination?

PN1708    
MR GIBIAN:  Yes, thank you, Commissioner.

RE-EXAMINATION BY MR GIBIAN                                               [12.27 PM

PN1709    
MR GIBIAN:  Ms Ellis, can you hear me?‑‑‑Yes.

PN1710    
Now, there were just a few matters that I wanted to raise with you.  You were aske
about obtaining a Certificate III in Aged Care?‑‑‑Yes.

PN1711    
And indeed the Certificate IV and I think you said with respect to both that they w
something that you wanted to do to improve your qualifications?‑‑‑Yes.

PN1712    
When you did the Certificate III, which I think you said was around 2008 or so, w
already working at Buckland by that point?‑‑‑No, I wasn't.  I wanted a change, yes

PN1713    
So you did it before you went into aged care?‑‑‑I did.

PN1714    
You were then asked some questions about the content of the Certificate III course
did quite some time ago now.  I think you were specifically asked some questions 
was by reference to paragraph 34(d) in your first statement on page 10007 of the d
court book.  I think you agreed that you'd recalled doing or having some instructio
relation to dressing and bathing?‑‑‑Yes.

***        VIRGINIA ELLIS                                                                                                                           RXN MR GIBIAN

PN1715    
But I think your answer was that you didn't recall any instruction in relation to ski
integrity issues or excoriations, bruising, et cetera.  I just wanted to ask whether to
of your recollection you did not have instruction on that in those matters in doing 
Certificate III?‑‑‑I just don't recall.  It's that long ago.

PN1716    
I understand?‑‑‑I would have to go find my course notes, if I still had them.

PN1717    
Yes?‑‑‑And look it up.

PN1718    
You then were asked some questions both about Wattle and Magnolia, the differen
locations and you were asked about whether you had residents with dementia and

6102



floor gone, could be for 20 minutes, to try and transfer and things like that.

PN1720    
When you say two people to assist, to assist to do what?‑‑‑It could be to transfer h
her in the bed, to dress her, to get the lifter on her.  Once they're set up in their cha
whatever, then they will become like a one person to take their meal and all that.  
requires to get up or anything, it becomes two, maybe three.

PN1721    
You were then asked some questions about handover and your reference to readin
communications book and to progress notes.  I just wanted to ask you, is the
communications book a physical book?‑‑‑Yes, it's a book.

PN1722    
And is that separate from the progress notes which I'd understood you described a
put in the computer system?‑‑‑That's correct.  The book is there for all staff to read
night shift leaves something, something happened in the middle of the night or som
has said, 'I'm going out', they might leave a note to say, 'So and so is going out at 
can they be ready', and so on.  Day staff will come on, see that, I'll see that.

***        VIRGINIA ELLIS                                                                                                                           RXN MR GIBIAN

PN1723    
You were asked some questions about administration of medications, both schedu
schedule 8 medications.  When answering a question in relation to schedule 8 med
you referred to difficulties that were encountered in the administration of medicati
where the registered nurse was a person who was an agency nurse or someone wit
the resident was not familiar.  Do you recall saying that?‑‑‑Yes.

PN1724    
How often is it that you're working with a registered nurse who is an agency nurse
regular at the facility?‑‑‑The last few months we've had pretty much the same set 
which is good.  During the height of COVID we had a lot of agency RNs and even
RN that's Uniting staff working Jacaranda and they've had to come over, sometim
resident just doesn't know them and is unfamiliar with them and they just don't wa
maybe it's just at trust thing.  They don't know them, they're just concerned - and t
us and they trust us.

PN1725    
I understand.  You were then asked some questions about recording the medicatio
chart on - and you referred to the chart on their file on the computer system, I thin
an EMS.  That's the - sorry, I get what you mean:  not the medication chart, the ch
their file, yes.  If you bring up somebody's name it will have their profile, then you
progress notes, forms and files, charts, tasks and things like that so you just click o
chart and there will be a drop-down box.  That's where you find them.

PN1726    
That may have answered the question I was going to ask, which was the chart, the
medication chart is separate to the progress notes, is it, at least on the resident's fil
you would have to go to the resident's medication and you'll find their list but then
that printed out in a separate file downstairs so if the EMS goes on the blink we've
paper copy.  But on the EMS, which is the mobile tablet, it's got their medication c
everything they have, their (indistinct), everything's listed there.  That's what I wo
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PN1728    
On the computer system under the file of each resident, are there other charts and 
need to be maintained?‑‑‑There's lots of different charts and files.  There's, you kn
bladder, your bowels, pain, the 12.3, which is the care staff massage.  There's heap
them:  fluid out, fluid in, food charts, their care plans, which, you know, can be ed
updated and things like that.

PN1729    
All right.  In relation to the medications, you were asked about how the Webster-p
process works.  In your statement you've referred to also administering creams, ey
and lotions and other matters.  Are they dealt with in the Webster-paks as well?‑‑‑
drops and all that will be packed in our medication trolley.

***        VIRGINIA ELLIS                                                                                                                           RXN MR GIBIAN

PN1730    
When do you do those?‑‑‑Normally as I'm going, so I'm giving their medications. 
know, some people might have Flamazine on their legs so I try to do it as I go.

PN1731    
You refer to circumstances in which medication was refused and I think in answer
the questions you said that you would try for half an hour or so to see if you could
administer the medication.  What types of techniques do you use where there is so
difficulty with a resident taking the medication?‑‑‑Sometimes they might just need
their breakfast of what they're doing and then come back and just start off, for like
new day, groundhog day, and sometimes they'll just take it.  Sometimes they won'
might ask a different staff member, 'Can you try' - things like that.

PN1732    
You were asked some questions about the lifestyle and leisure officer.  I just wante
is there one lifestyle and leisure officer for the whole facility?‑‑‑Yes.

PN1733    
You then were asked some questions in relation to the care plans.  In the context o
to the care plans you referred to completing what was referred to as a B10?‑‑‑Yes.

PN1734    
Can you explain what that is?‑‑‑B10 is lifestyle and leisure so it's getting a picture
the person likes and dislikes, what hobbies they might like to do, what their ideal 
be like - when would they like a shower, how often would they like a shower, wha
like to eat, have they got family, is there anything they don't want, do they not wan
birthdays brought up.  It's just a general what makes that person I suppose functio
them happy, what they – do they want to vote, do they not want to vote.

PN1735    
Who completes that?‑‑‑I do.

PN1736    
Is it part of - - -?‑‑‑I do my section.

PN1737    
Is it part of the care plan, or separate from the care plan?‑‑‑It's separate from the c
So all our charts go up and then I imagine the RN, or whoever completes the care 
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plans?‑‑‑I imagine they're a couple of pages, but, you know, I scan through them. 
on the computer.  We just scroll down.

PN1739    
That is, you don't print them out; you just view them on a screen?‑‑‑Yes.  There'd 
four or pages long.

PN1740    
Thank you, Ms Ellis.  Those were the matters that I wanted to clarify?‑‑‑Thank yo

PN1741    
COMMISSIONER O'NEILL:  Thank you very much for your evidence today, Ms
You are now free to leave if you wish to?‑‑‑Thank you.

<THE WITNESS WITHDREW                                                           [12.38 PM

PN1742    
COMMISSIONER O'NEILL:  Are we ready to proceed with Ms Gilchrist?

PN1743    
MR GIBIAN:  Commissioner, I think we communicated to Mr Ward's people that
proposing to move forward Ms Kelly, who was meant to be after Ms Gilchrist, bec
an issue she has.  I don't know whether Mr Ward's estimates have changed, but we
really do need Ms Kelly to be finished before we have lunch, and I don't know wh
would impose upon the Commission or indeed the other parties if we extend some
beyond 1 o'clock if that is necessary for Ms Kelly to be completed.  She has some
obligations so far as her sister is concerned, who has recently had surgery.

PN1744    
COMMISSIONER O'NEILL:  That's fine.  Mr Ward, how long do you think you'l

PN1745    
MR WARD:  Given what I've just heard, I will truncate this to make sure it fits,
Commissioner.

PN1746    
COMMISSIONER O'NEILL:  Terrific.  All right, then - - -

PN1747    
MR GIBIAN:  That's greatly appreciated.  She is calling in externally, so I think –
have her now.

PN1748    
THE ASSOCIATE:  Ms Kelly, can you please state your full name and work addr

***        VIRGINIA ELLIS                                                                                                                           RXN MR GIBIAN

PN1749    
MS KELLY:  Donna Louise Kelly, 42 Lovett Street, Devonport, Tasmania, 7310.

<DONNA LOUISE KELLY, AFFIRMED                                          [12.39 PM]

EXAMINATION-IN-CHIEF BY MR GIBIAN                                  [12.40 PM
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PN1752    
Could I just ask you then to repeat your full name for the record?‑‑‑Donna Louise

PN1753    
And you're an extended care assistant at Baptcare Karingal Community Care in
Devonport?‑‑‑Yes.

PN1754    
You've made two statements for the purpose of these proceedings.  The first of tho
dated 31 March 2021.  Do you have a copy of that with you?‑‑‑Yes.

PN1755    
It's probably the somewhat longer one.  It's 10 pages and 46 paragraphs?‑‑‑Yes.

PN1756    
Have you had an opportunity to read through that?‑‑‑Yes.

PN1757    
Is it true and correct to the best of your knowledge and recollection?‑‑‑It is.

PN1758    
Thank you, Commissioner.  We seek to rely upon that statement.  It's document 16
commencing at page 10406.  There was a further statement headed, 'Reply witnes
statement of Donna Kelly', dated I think 20 April 2022.  Do you have a copy of th
Ms Kelly?‑‑‑I do.

PN1759    
Have you also had an opportunity to read that and is it true and correct to the best 
knowledge and recollection?‑‑‑Yes.

PN1760    
That, Commissioner, is document 162, starting at page 10416 of the digital court b
we also seek to rely upon that statement.  There was just one matter I wanted to cl
Ms Kelly.  Ms Kelly, can I ask you to turn to your first statement in paragraph 39 
statement of 31 March 2021?  It's on page 10414 of the digital court book.  Do yo
that?‑‑‑Is that under the medication provisions?

***        DONNA LOUISE KELLY                                                                                                                 XN MR GIBIAN

PN1761    
Yes.  You'll see immediately under the heading, 'Medical provisions', in bold in th
sentence, you refer to having done a medication course through work.  Do you see
that?‑‑‑Yes.

PN1762    
Could I just ask you if you could describe what that medication course was?‑‑‑Tha
well, like I said there was an accredited course through a training provider, which 
provided for us.

PN1763    
What was involved in it, in brief at least?‑‑‑I had to do a classroom course with a t
and then at the completion of that had to do competency training on the floor with
RN or the NUM over a specific term.
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PN1766    
Yes, maybe that was what I was thinking of.  When did you do that, approximately
least?‑‑‑I was written up on that in – so I did the course in 2013 and I received the
certificate in January 2014.

PN1767    
Thank you, Ms Kelly.  You'll see on the screen in front of you I hope, one of the s
Mr Ward, who is now going to ask you some questions?‑‑‑Okay.

CROSS-EXAMINATION BY MR WARD                                         [12.44 PM]

PN1768    
MR WARD:  Ms Kelly, I understand that you need to get off, so I'm going to keep
short moment, not a long one, so please rest assured you'll get off for lunch.  My n
Nigel Ward, Ms Kelly, and I appear in these proceedings for the employer interest
understand that that's where I come from.  I've got about half a dozen questions.  T
I've got to ask.  Can I just start with the registered trained auxiliary nurse
qualification?‑‑‑Yes.

PN1769    
It's not a qualification I'd heard of before.  Are you able just to explain is it a Certi
or is it a university qualification, what qualification is it?‑‑‑So this was out of the t
hospital in Tasmania, psychiatric hospital, which is now closed, and I'm assuming
majority of certificates received within that time have now changed classification.
was a two‑year course, one block in, three blocks on the ward.  At the end of that 
exams, and then, because I passed, they were registered with the Nursing Board.

***        DONNA LOUISE KELLY                                                                                                                XXN MR WARD

PN1770    
And if you can't answer this I appreciate it, but does that mean you're a registered
nurse?‑‑‑Yes.

PN1771    
Okay?‑‑‑Not as how we see it now.  A registered nurse did three years.  I only did
of training, so it was one level below I suppose, you could say.

PN1772    
Do you hold accreditation as a registered nurse now?‑‑‑No.

PN1773    
I'm not trying to be difficult with you, I'm just trying to understand.  Do you hold
accreditation as an enrolled nurse?‑‑‑Yes – no, not now.

PN1774    
You hold some nursing accreditation?‑‑‑As an extended care assistant.  I did a Cer
through TAFE.

PN1775    
That's fine.  Again, I'm just trying to understand.  Your title is an 'extended care
assistant'?‑‑‑Yes.

PN1776    
I' e seen lots of care assistants in this case b t I ha en't seen an e tended one Is

6107



PN1778    
I don't mean that in a disparaging way but that's your role?‑‑‑Yes.

PN1779    
No, that's fine, that's fine.  Can I just touch on the issue that Mr Gibian had a go at
take you to paragraph 17.  You say there that you obtained the Administration of
Medication Competency in 2013 and you go on to say - - -?‑‑‑(Indistinct reply)

PN1780    
'The duration of the course' - sorry?‑‑‑(Indistinct) competency.

PN1781    
Continued:

***        DONNA LOUISE KELLY                                                                                                                XXN MR WARD

PN1782    
The duration of the course was approximately six months.  At first I attended o
classes per week, but then I started competency training on the floor.

PN1783    
Do you know whether or not in 2013 - do you understand whether or not that was
Certificate II or a Graduate Certificate program?‑‑‑No, I can see that there.  Those
have a look.  The certificate was supplied by Australian Employment and Training
Solutions.

PN1784    
MR GIBIAN:  I think Mr Ward might have - no, he's back.

PN1785    
COMMISSIONER O'NEILL:  He's back.

PN1786    
MR GIBIAN:  I think Mr Ward had frozen for a period of time on our screen at le
not sure whether that was common to others.

PN1787    
MR WARD:  I'm just very good at standing terribly still, Mr Gibian.  I did freeze. 
you for letting me know.  Sorry, Ms Kelly.  Let me ask it a different way.  Do you 
copy of your Certificate III?‑‑‑Yes.

PN1788    
Commissioner, can I - can I call for that?  I don't know how you do that virtually b
Kelly can provide a copy to be put on the record, I think that might help us.

PN1789    
COMMISSIONER O'NEILL:  Ms Kelly, would you be able to provide a copy of t
document to the HSU?‑‑‑Yes.

PN1790    
Mr Gibian, are you content with that?‑‑‑Yes.

PN1791    
MR GIBIAN: Of course I don't think we can do it in real time necessarily but w
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COMMISSIONER O'NEILL:  We will arrange for that to be included in the heari

***        DONNA LOUISE KELLY                                                                                                                XXN MR WARD

PN1794    
MR WARD:  Thank you.  Thank you, Ms Kelly.  Now, you say in your statement 
don't do Schedule 8 medications.  That's correct?‑‑‑Pardon, what was that?

PN1795    
You say in your statement you don't administer Schedule 8 medications?‑‑‑No.

PN1796    
But you do administer Schedule 4?‑‑‑I'm not sure.

PN1797    
You do administer some medications?‑‑‑Yes.

PN1798    
That's all right.  Where you work, I assume that the tablet medications are in Web
or something similar?‑‑‑They were to begin with but now they're in - they're suppl
chemist in sachets.

PN1799    
And we've not heard that term before in this case.  Can you tell me what the differ
between a sachet and a Webster-pak is?‑‑‑So, sachets are little envelopes designat
each timeframe of the day that the resident has the medication and they are sent to
facility for the week.

PN1800    
Okay.  So, if I am a resident it might be the sort of the 10 o'clock, the 12 o'clock, t
o'clock for me?‑‑‑Yes.  And there'll be for the - for the whole - for the seven days.

PN1801    
That's okay.  When they arrive at your facility, does the RN take control of them?‑

PN1802    
And I assume that they're kept under lock and key?‑‑‑Yes.

PN1803    
The RN takes them out and puts them on a medication trolley?‑‑‑Yes.

PN1804    
You then take the medication trolley for the medication round?‑‑‑Yes.

PN1805    
Am I right that when you arrive at a resident, I take it that you have to verify the
medications are correct?‑‑‑Yes.

PN1806    
Am I right that you would do that by looking at the name of the medications again
sheet?‑‑‑Yes.

***        DONNA LOUISE KELLY                                                                                                                XXN MR WARD
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If you see something that looks wrong, do you go to the RN?‑‑‑Yes.

PN1809    
On your sachets, we heard evidence this morning that often on the Webster-pak, h
medication is to be administered is written on the Webster-pak.  Is it written on yo
sachets?‑‑‑No.

PN1810    
So, how do you know whether or not somebody can take it whole or whether or n
to be crushed and put into custard?‑‑‑So, the indications for taking the medication
on the iPad, so the iPad is more or less just a reflection of the drug chart.

PN1811    
Yes.  So, that will indicate how the resident is to take the medication?‑‑‑Yes.

PN1812    
That's fine.  I take it after you've given the medication, you observe they've taken 

PN1813    
And then you enter on the iPad confirming that they've taken it?‑‑‑Yes.

PN1814    
Can I take you to - sorry, can I just confirm, I think you told Mr Gibian this.  In pa
39 when you say, 'I did a medication course', that's the course in 17 isn't it?  You'v
done one medication course?‑‑‑Yes.  And every 12 months we do a competency w
facility.

PN1815    
And who oversees that?‑‑‑The RN or the NUM.  Usually the RN will observe mys
the medication and include anything she needs - thinks that I should have done or 
and then it's passed onto the NUM to sign off.

PN1816    
She'll verify your competency each year by joining you on a medication round?‑‑‑

PN1817    
And basically watching you do it?‑‑‑Yes.

PN1818    
Yes, okay.  I take it you report to the registered nurse?‑‑‑Yes.

***        DONNA LOUISE KELLY                                                                                                                XXN MR WARD

PN1819    
The registered nurse reports to the nurse unit manager.  Is that right?‑‑‑Yes.

PN1820    
I've only got a couple more and I'll have you on your way.  Could I ask you to go 
21?‑‑‑Page 21?

PN1821    
Sorry, my apologies, paragraph 21, sorry.  I'm sorry?‑‑‑Yes.

PN1822
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?‑‑‑Yes.

PN1825    
Am I right that you normally look after the same people or could that be - - -?‑‑‑N

PN1826    
You don't?‑‑‑No.

PN1827    
So, how many residents do you have in all?‑‑‑Where I normally work there are 32
so we'll be assigned a list and I don't have the same list each time I'm there.

PN1828    
Is it just randomly allocated to you each day or - - -?‑‑‑I don't - possibly.

PN1829    
Who works - who works - - -?‑‑‑It sometimes - it sometimes depends what shift y
as well.  If there's a list there with a few shorter residents the earliest staff member
knocking off say 11 o'clock, they'll be given a bit shorter list.  Those of us staying
o'clock will probably get the more involved list.  It just depends I suppose on wha
you're doing on the day as to what list you get.

PN1830    
Am I right in saying that you know the 32 residents reasonably well?‑‑‑Yes.

PN1831    
In paragraph 21(m) you talk about cleaning bathrooms.  I'll just let you see that?‑‑
you say?

***        DONNA LOUISE KELLY                                                                                                                XXN MR WARD

PN1832    
Yes, (m) starts with, 'I then clean the bathroom'?‑‑‑Yes.

PN1833    
Does your facility have cleaners?‑‑‑Yes.

PN1834    
So, do they do the major cleaning and you do spot cleaning?‑‑‑Yes.  They do - wh
saying there is once that bathroom's been used well, you're going to have to wipe u
water.  If the resident goes back in there, there's a risk that they're going to have a 
you know, yes, we've got to make sure that all that's safe for them, restocked, and,
cleaners will go in, they'll do the toilet, the hand basin, the mirror.  They will emp
garbage bins, but if the resident has a continence aid in there they won't, that's my

PN1835    
Just bear with me.  So if you see - I'm not trying to be demeaning - if you see a sm
of water on the floor you'll clean it up yourself?‑‑‑It's got to be done.

PN1836    
If it was a major spill would you call the cleaner?‑‑‑It depends what's caused the m
I suppose.  If there's a leak - if it's only from the shower then that's my job to clean

PN1837
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You say here:

PN1840    
I will then do a quick tidy up of the dining room by scraping dirty plates, wipin
throwing leftover food - - -

PN1841    
Am I right that you don't have kitchen staff to do that?‑‑‑Yes, we have kitchen staf
once they've delivered the meals and they've collected any plates that are left in th
within their timeframe anything that's left that's my job.

PN1842    
So if there's a plate left in the dining room that's your job, it's not theirs?‑‑‑That's r

***        DONNA LOUISE KELLY                                                                                                                XXN MR WARD

PN1843    
When you say 'in their time' what do you mean by 'in their time'?‑‑‑Well, they only
certain time to deliver the meals, get back to the kitchen, I don't know what they d
they come back, they collect what plates from residents who have had their lunch,
they're back to the kitchen to do whatever it is they do, but whatever - whatever is
our job.  And normally as we're in this particular dining room most of those reside
served by carer staff.  So we are always delivering one meal at a time.  So when th
one meal then we've got to remove that plate, clean it, stack it on a tray or whatev
find, and then deliver the second meal.  So each time - - -

PN1844    
When they're eating you might be assisting them with their eating, mightn't you?‑

PN1845    
And what you're telling us is that when they have finished eating the kitchen staff 
clean up from them, you do?‑‑‑Those particular residents, yes.

PN1846    
I am just trying to understand which particular residents that would be?‑‑‑So this i
smaller lunch - dining area in one of the areas I work where all those residents nee
assistance of some description, and they are only served one course at a time.  As 
finish a course it's my job to take away say their first course plate.  If the kitchen's
then I scrape the plates, stack them.  Then if the kitchen are able to come back the
be for them.  If they don't we normally put them on a trolley and we'll wait until la
day to return them to the kitchen.

PN1847    
That's fine.  You're talking here about a dining room separate to your main dining 
you?‑‑‑Yes, there are two dining rooms within the facility.  Each area has a smalle
room for residents that need a lot more assistance than others.

PN1848    
And this evidence that we're talking about relates to that smaller dining room?‑‑‑Y
rarely - I'm very rarely in the larger dining room.  The same can happen there, the
finish their meal and the kitchen aren't able to get to the table, then one of the care
will remove the plates so they're ready for the second course.
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THE WITNESS:  No, that's fine.

PN1852    
COMMISSIONER O'NEILL:  Thank you.  Mr McKenna, you can just shake your
there's nothing.  Okay, lovely.  Anything in re-examination, Mr Gibian?

PN1853    
MR GIBIAN:  No, there's not, thank you, Commissioner.

***        DONNA LOUISE KELLY                                                                                                                XXN MR WARD

PN1854    
COMMISSIONER O'NEILL:  All right.  Well, thank you very much for your evid
Kelly.  I understand you've got places you need to be, so you're absolutely free to
go?‑‑‑Thank you very much.

<THE WITNESS WITHDREW                                                             [1.02 PM

PN1855    
COMMISSIONER O'NEILL:  Well, this is perfect timing then for lunch.  In light 
progress is there a request for a shorter lunch break to give us more opportunity to
through the afternoon, or you're content to leave it as it is.  Mr Gibian?

PN1856    
MR GIBIAN:  I'm entirely in the Commission's hands.  We're certainly happy to r
at 1.45 if that is convenient to the other parties.  I might just indicate, we will have
some consideration to it over lunch, there are still six witnesses having got throug
far that were scheduled for today.  If we're going to push anyone back we will pus
Peacock back to another day if we can't get to everyone, just because she now wor
union, so we can make her a bit more flexible than other people without interrupti
lives in any great sense.  But we might see how we're going if that doesn't cause a
too much difficulty.

PN1857    
COMMISSIONER O'NEILL:  All right.  Does anyone have a problem with a 1.45
resumption?  All right, that's what we shall do.  The Commission is adjourned and
resume at 1.45.

LUNCHEON ADJOURNMENT                                                            [1.03 PM

RESUMED                                                                                                [1.46 PM

PN1858    
COMMISSIONER O'NEILL:  Mr Gibian.

PN1859    
MR GIBIAN:  Thank you.  The next witness is Jade Gilchrist who I think is on th

PN1860    
COMMISSIONER O'NEILL:  Good afternoon, Ms Gilchrist.  I'm O'Neill C, and m
Associate's just going to have you take the affirmation.

PN1861    
THE ASSOCIATE: Ms Gilchrist can you please state your full name and work a
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COMMISSIONER O'NEILL:  Ms Gilchrist, it's very hard to hear you, at least for
you able to move a bit closer to the microphone?

PN1864    
MS GILCHRIST:  Sorry, is that better?

PN1865    
COMMISSIONER O'NEILL:  A little.  If you can just try and keep speaking up.

PN1866    
MS GILCHRIST:  Okay.  So I'm currently working for Australian Services.  I'm b
the Warwick office on Albion Street in Warwick, Queensland.

<JADE GILCHRIST, AFFIRMED                                                        [1.47 PM

EXAMINATION-IN-CHIEF BY MR GIBIAN                                    [1.47 PM

PN1867    
MR GIBIAN:  Can I just inquire, Commissioner, whether that sound is satisfactor
I think I can make out most of what is being said but it's not easy to hear from my
least.

PN1868    
COMMISSIONER O'NEILL:  It's not ideal but I'm not sure - is there anything yo
that you can change at your end, Ms Gilchrist?‑‑‑Let me have a look.

PN1869    
MR GIBIAN:  I mean it sounds like it's the connection to me.  That's far from a
professional opinion but that would be my guess rather than any actual physical it
equipment.  I think we'll - - -

PN1870    
COMMISSIONER O'NEILL:  If you can just - - -

PN1871    
MR GIBIAN:  I'm sorry, Commissioner.

PN1872    
COMMISSIONER O'NEILL:  We'll keep going but if you can really just try and s
loudly if you can, Ms Gilchrist, and if it becomes problematic perhaps anyone wh
troubles perhaps let me know?‑‑‑Okay.  Otherwise I could try and sign in on my p
device.  Would you like me to try that?

PN1873    
I think we can just keep trying as we are and if we run into trouble we'll have that 
up?‑‑‑Okay.

***        JADE GILCHRIST                                                                                                                           XN MR GIBIAN

PN1874    
MR GIBIAN:  Thank you, Ms Gilchrist.  Firstly, can I ask you to - this is Mark G
did speak to you but I don't think - we didn't see each other.  Firstly, can I just get 
repeat your full name for the record?‑‑‑Jade Gilchrist.
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Okay.  And sorry, can you update us then?‑‑‑Okay, so I have just gained employm
Australian Services in Warwick, Queensland.  I've been here for two days.

PN1877    
What's the role that you are with them?‑‑‑Customer service officer.

PN1878    
All right.  And you've made two statements for the purposes of the proceedings.  Y
both of those, do you?‑‑‑Yes, I do.

PN1879    
The first is dated 30th - 31st, sorry, of March 2021 and is six pages and 48 paragra
you have a copy of that with you?‑‑‑Yes, I do.

PN1880    
You've had an opportunity to read through it?‑‑‑Yes, I have.

PN1881    
Is it true and correct to the best of your knowledge and recollection?‑‑‑There's onl
amendment.  Let me - in one case (indistinct) I was working for Uniting, however
the case.

PN1882    
I'm sorry, I just missed that.  Could I just ask you to repeat that last answer?

PN1883    
COMMISSIONER O'NEILL:  Just before you do, Ms Gilchrist.  Mr Ward, it look
you're really having trouble hearing as well, so we might have to try something el
Ms Gilchrist, you suggested that you might be able to connect in on your personal
device?‑‑‑Yes.

PN1884    
Are you able to see if you can do that now?‑‑‑Yes, I will.

PN1885    
We can see two of you, Ms Gilchrist.  Perhaps if you - - -

***        JADE GILCHRIST                                                                                                                           XN MR GIBIAN

PN1886    
MR GIBIAN:  I think she now has to disconnect from the other.  Sorry, perhaps
Commissioner, you were going to say the same thing?‑‑‑Okay.  All right, I've just 
other one off.  Can you hear me now?

PN1887    
COMMISSIONER O'NEILL:  That's better.  Loud and clear, that's terrific?‑‑‑Oka
Excellent, all right.

PN1888    
Mr Gibian.

PN1889    
MR GIBIAN:  Now I've forgotten where I was up to but I think you were just exp
the new position - sorry you'd explained that and you were going to make one cor

6115



PN1890    
That is the word - in the second, sorry, the third line of paragraph 8 of the reply sta
the word 'Uniting' should be replaced by Clifton Community Care.  Is that right?‑‑
Clifton Community Health Services, so that's - - -

PN1891    
Community Health Services, I apologise?‑‑‑No problem.  So, that's the only one th
jumped out at me when I've been reviewing that.

PN1892    
Other than that, both of the statements are true and correct to the best of your know
and recollection?‑‑‑Yes, they are.

PN1893    
They're the statements, Commissioner, which we seek to rely upon.  The first is do
178, commencing at page 10597 and the statement in reply is document 179 comm
page 10603.  There was just one matter I was going to ask Ms Gilchrist to elabora
Ms Gilchrist, do you have your first statement, that of 31 March?‑‑‑Yes.

PN1894    
On the first page or towards the bottom of the first page in paragraph 8, you refer 
completed a research project on diversional therapy that had been recognised
internationally.  Do you see that?‑‑‑Yes, yes, I do.

***        JADE GILCHRIST                                                                                                                           XN MR GIBIAN

PN1895    
I just was going to ask you to describe the nature of that research project to the
Commission?‑‑‑The nature of that research project was to - the title is, 'The impac
baby boomers on diversional therapy practice'.  The reason why I had conducted t
research was to help our industry in moving forward in what to expect and how to
for the new generation of aged care recipients that will be coming across.  The rea
this is of so much importance is that our industry has been formed while providing
mainly the silent generation.  With the baby boomer generation coming it presents
different type of service that we are going to need to provide so the research was b
to look at what type of services they would require, how that would change, how w
be able to implement that, how that would affect our ability to deliver services and
what do we need to do to prepare so that was based on research that I did with the
Diversional Therapy Australia with baby boomers, with informants, with some ca
and then that has been presented so I completed that research formally in 2019 and
distributed amongst my peers as well as through available through Diversional Th
Australia and anyone has access to that if they want.  If has gained some internatio
recognition, first Japan.  So the diversional therapy president of Japan has also bee
that research over in Japan amongst her peers as well as Ms (indistinct).  So I've p
this research to New Zealand and next week I'm presenting this research to United
because it's an issue that we're all coming to deal with.  It's not just the amount of 
that will be coming into care.  It's also a different culture of care that we're going t
be implementing if we are to be successful in delivering quality service.

PN1896    
Thank you for that description.  Hopefully on your device you can still see all of t
screens.  One of those has Mr Ward in it and he's going to ask you some questions
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Thank you.  My name is Nigel Ward, Ms Gilchrist.  I appear in these proceedings 
employer interests.  I'll try not to keep you too long but you do present me with a 
unique opportunity.  I see in your statement at paragraph 5 that you used to teach t
Certificate III in Aged Care.  is that correct?‑‑‑Yes, so I taught vocational educatio
TAFE Queensland and I taught Certificate III in Individual Support and that cover
care and disability, depending on what they needed me to do at the time.

PN1899    
How long did you teach aged care Certificate III in Individual Support for?‑‑‑So
approximately 18 months in TAFE - prior to that I was teaching for another RTO b
community health services at a Cert II level.

***        JADE GILCHRIST                                                                                                                          XXN MR WARD

PN1900    
I sent you some or we had sent you earlier today some documents.  Did you receiv
anything?‑‑‑Yes, I did.

PN1901    
Thank you very much.  One of them is - they're all documents related to the Certif
course.  I imagine you'd have some familiarity with them?‑‑‑Yes.

PN1902    
I thought you would.  I'm just going to describe three documents we provided:  CH
Certificate III in Individual Support.  Commissioner, this document has been prov
before but we'll rely on that.  I then provided the document relevant to two modul
Certificate III:  one is HLTHPS006, Assist Clients with Medications.  One is HLT
Administer and Monitor Medications.  Do you have those in front of you, Ms
Gilchrist?‑‑‑Yes, I do.

PN1903    
If I ask you a question you can't answer, please just say you can't.  I'm not going to
something you're not comfortable answering.  Am I right, if I look at the first docu
which is the Cert III in Individual Support - I'm correct, aren't I, that HLTHPS006
HLTHPS007 are elective modules for the Certificate III in Individual Support.  Is 
correct?‑‑‑No, it is an elective for - the HLTHPS006 - that is an elective.  So for an
they can either provide that as part of the package or depending on the person who
delivering the training, if they do not have a clinical background it can be an extra
that would be attached to the training package, which would be a voluntary thing 
the student would like to do that.

PN1904    
So - keep going, keep going?‑‑‑Okay, so with the HLTHPS007, that would be offe
Cert IV level, so you would not be able to complete that - it's not an elective unde
III.  I cannot see it here as a Cert III in the electives but you can probably have it i
Cert IV level.

PN1905    
Okay, so if I could just make sure I understands that:  as you understand it, HLTH
might be relevant to a certificate IV in aged care?‑‑‑That's correct.

PN1906    
HLTHPS006 could form part of me doing my Cert III, is that correct?‑‑‑Yes, that's
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If I do it separately, what am I described as having when I've done it separately?  D
have that competency module?‑‑‑Yes, so you'd be competent to assist with medica
That would be part of the role.

***        JADE GILCHRIST                                                                                                                          XXN MR WARD

PN1909    
In terms of doing the one element - let's say I was doing HLTHPS006 separately f
course perspective - how many hours would that normally involve?‑‑‑Well, if you
training package, off the top of my head now - please bear in mind I haven't work
industry for nearly four years - but it would be needing you to do - it's either 120 h
240.  I'd have to have a look.  Yes, I'll see if I can - - -

PN1910    
Yes, it's 120 hours for the whole Certificate III, isn't it?‑‑‑For each module - so usu
will put them - so if you've got your - what they do, a practical placement, then fo
you would obviously mark off different competencies based on the assessment
requirements of different units so for the electives some of them require practical 
to be able to achieve the assessment requirements whereas others may not.  So it c
like I said I need to go in and have a look to whether it's - I think it is 120 hours or
be 240.

PN1911    
Could I just understand - when you say it's 120 hours, are you saying the Certifica
itself is 120 hours or just doing one element is 120 hours?‑‑‑No, the whole practic
placement would be 120 hours.

PN1912    
Yes?‑‑‑I think it roughly equates to four weeks.

PN1913    
Okay, and the - you could do HLTHPS006 in your 120-hour practical placement?‑
RTO has included that in your training package, yes.

PN1914    
Thank you.  That's very helpful.  That's clarified the confusion I had.  Can I take y
to well, what is not your current job because you've got a new current job?‑‑‑Yes.

PN1915    
But can I take you back to what your last job was.  When you were the lifestyle an
volunteer coordinator at CCHS, who did you report - - -?‑‑‑Yes.

PN1916    
- - - who did you report into?‑‑‑Initially, when I started the role I would report to t
coordinator.  When the care coordinator left it would be the director of nursing or 
general manager, so depending on who was available, initially it would be the care
coordinator.

PN1917    
I take it the job had two elements.  It had the lifestyle element and the volunteer el
that a reasonable way of describing it?‑‑‑Yes.

***        JADE GILCHRIST                                                                                                                          XXN MR WARD
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What roles were they in?  Were they recreational officers?‑‑‑Yes.  So, they were th
recreational officer or activities officer, lifestyle advocate.  It depends on the facili
they're called but yes.

PN1920    
In relation to CCHS, did the people working for you have a Certificate IV?  What
qualification did they have?‑‑‑One of them had a Certificate IV.

PN1921    
Yes?‑‑‑And the other staff member had a Certificate III with an Introduction to Le
Health skillset that I said that was a requirement for her to be accepted for the pos
working towards a Cert IV in Leisure and Health.  So, she was already enrolled an
completing the Cert IV level when I left.

PN1922    
In relation to the volunteer coordinator side, can you help me out.  How many peo
worked for you in that side?‑‑‑So, as a volunteer coordinator, I had no staff but I h
15 volunteers.

PN1923    
We haven't heard any evidence to date on volunteers.  What do volunteers
do?‑‑‑Everything.  Every (indistinct) therapy department will have a very heavy re
volunteers if they are able to have volunteers.  So, it's very much a part of what w
unless there's a particular limitation because of the facility that you work in, we re
on our volunteers to do anything.  Whether it be one to one, pushing wheelchairs, 
with craft activities.  They could be doing networking.  Helping with logistics.  M
people from A to B.  Helping with behaviour management.  Helping with assisting
with food.  Whatever it is that they're allowed to do according to the facility, what
they're trained to do and whatever the volunteer is comfortable in doing.

PN1924    
Who are the sort of people who volunteer?‑‑‑Well, it'll be a mixture.  My voluntee
was mostly the elderly people.  We would have a couple of volunteer positions tha
related to Centrelink, so they'd have to work X amount of hours for their payment
had a lot of students that would come through for placement, so do to their prac ho
that would probably be - so our main volunteers were the elderly, people who hav

PN1925    
I take it from what you've just told me that they could help with recreation, they c
with care, they could do almost anything they're capable of doing?‑‑‑Yes.

***        JADE GILCHRIST                                                                                                                          XXN MR WARD

PN1926    
Is having volunteers peculiar to CCHS or is it your understanding they're quite pre
the industry?‑‑‑No, I think it wouldn't matter where you worked in the lifestyle de
volunteers were extremely important to be able to do your job well and give good
outcomes.

PN1927    
Can I just take you to your first statement.  I won't keep you very long, Ms Gilchr
promise you.  Can I just take you to paragraph 16, I just want to clarify this.  You 
you talk about the facility that it had 62 residential positions and I assume we're ta
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When you say there's 62 residents, is that 62 aged care residents?‑‑‑That would be
would - 12 from the hospital, so you'd probably have about 50 aged care residents
12 in the private hospital but we did have some long stay aged care residents in th

PN1929    
And just can you explain to us why some of them would have been in the hospital
that was their choice.  That was something that probably would go to my manager
ask the same question but apparently there was some people who perhaps were Ve
Affairs and were able to stay in the hospital, something to do with the funding.  So
something that was outside of my knowledge.

PN1930    
No, that's fine.  That's fine.  At paragraph 16 when you say:

PN1931    
CCHS employs approximately 100 staff.

PN1932    
?‑‑‑Yes.

PN1933    
Is that 100 staff for the whole of what you've just described?‑‑‑Yes, so that would 
everyone from your admin staff, your catering staff, your maintenance, your - eve
That would be everybody.

PN1934    
Everybody. Including the private hospital?‑‑‑Yes.

***        JADE GILCHRIST                                                                                                                          XXN MR WARD

PN1935    
I take it when you played the role that you did of lifestyle and volunteer coordinat
were doing it for the whole of the facility?‑‑‑Well, yes, we were.  We were providi
whole, so even though the hospital technically would not have come under the fun
did accept them as part of that because you could hardly run activities and then if 
came from the hospital which was in the same building, we couldn't turn them aw
we did basically cater to everybody who would be there.

PN1936    
Thank you.  Can I ask you to turn your mind to when an aged care resident arrives
first time?‑‑‑Yes.

PN1937    
I just wanted to clarify as difference people describe this a different way.  My und
is that there will be registered nurse who will engage with the family and the resid
prepare their - what we understand in these proceedings to be their care plan?‑‑‑Ye
correct.

PN1938    
And am I right that separate to that, your team would have prepared a recreational
plan for them as well?‑‑‑Yes, that's correct.

PN1939    
What o ld that normall be called Ms Gilchrist? Well there as different one
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Was your care plan separate to the general care plan or did they become
consolidated?‑‑‑They were separate.

PN1941    
They were separate, okay.  If your activity care plan affected the care of the reside
did you sort that out with the registered nurse?‑‑‑So, what we would do is we have
handovers, so that would - or you'd have - you'd communicate through verbally, so
we had an outing organised or an activity organised if the client wasn't going to be
you know, the nurse would tell you that they're going to be away that day.  They h
doctor's appointment.  So, usually in the morning I would go to work, I'd go to see
on duty and I would let her know that this is what's happening today, and I need to
health status of all the residents, because if we have someone who's had a stroke o
kind of event overnight we need to know that so we don't try and get them out for
activity and then they have an incident, and it is at that time it's up to them to notif
then that way we can avoid clashes.

***        JADE GILCHRIST                                                                                                                          XXN MR WARD

PN1942    
In terms of how you prepare activities for residents am I right in saying that you w
have read or been inducted into the general care plan to understand their acuity an
everything related to them?‑‑‑I would like to say yes, but on a lot of occasions no.
was a little bit of a tricky point.  In some facilities, in the ones that I worked at the
little bit of a tension between the lifestyle team having accessed clinical document
took a while to get over that, to explain, you know, we need to know what their, y
illnesses or medications might be that can affect them in how we can support activ
them.  So in a perfect world - - -

PN1943    
Is there any reason for that tension?‑‑‑I think it's cultural, but in other places wher
know, so in other facilities that I've worked in we would have access to a database
would have - you would be able to see all the information that you needed.  So ag
depends on the facility, it depends on where they're at.  When I started at Clifton
Community Health Services it was all still paper-based, and there was a very big d
between the two departments.  You know, in other facilities where it's computer-b
you can pull up a client and can read through the information and get an understan
the client's needs before you meet them.

PN1944    
So ordinarily it would be important for recreational staff to have a fairly good
understanding of the general care plan for the resident?‑‑‑Absolutely.  It is paramo
because you need to understand all of their needs, because, yes, that's going to dir
how you're going to modify your activities so that they can be fully supported.

PN1945    
And that might relate to their acuity, it might relate to their preferences, or a whol
of things?‑‑‑A whole variety.  I mean physical, emotional, cognitive, you know, kn
someone's going to be triggered if something is done or said, you know, it's very c

PN1946    
And you said earlier that you had two people working for you, one who had a Cer
IV, one who had a Certificate III and I think something else, and you accept (indis
the basis she was going to get her Certificate IV or he was going to get his Certific
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PN1948    
I will just keep you for a little moment longer if I can.  I just want to make sure I u
a couple of parts of your evidence.  Can I take you to paragraph 37?‑‑‑Yes.

***        JADE GILCHRIST                                                                                                                          XXN MR WARD

PN1949    
You say here, 'I am responsible for writing up care plans.'  I take it that's the recrea
care plan you and I talked about earlier?‑‑‑Yes, that's correct.

PN1950    
On paragraph 43 you say, 'I'm not supervised in my work'?‑‑‑Yes.

PN1951    
I don't mean this to be disparaging, but I assume that you mean by that that you're
directly supervised?‑‑‑No.  So I - - -

PN1952    
You still report to somebody?‑‑‑Yes.  So I still report to the care coordinator usual
have a concern or a query, but I don't - it's not like I report what I've done for the d
I have a concern or a query I will go to them.  If there's behaviour, unmet need or 
or anything to do with implementing a new program I might discuss it with them, 
a lot of autonomy in that position.

PN1953    
You had a fair amount of what we call day to day autonomy - - -?‑‑‑Yes.

PN1954    
- - - but if it was a sort of bigger item or had a broader implication you would go a
your manager or relevant people about that?‑‑‑Yes.

PN1955    
Thank you, Ms Gilchrist, no further questions.

PN1956    
COMMISSIONER O'NEILL:  All right.  Mr McKenna, did you want to shake you
All right.  Anything in re-examination, Mr Gibian.

RE-EXAMINATION BY MR GIBIAN                                                 [2.19 PM

PN1957    
MR GIBIAN:  I think there were just two matters.  Ms Gilchrist, can you hear me
again?‑‑‑Yes.

PN1958    
You were asked some questions at the start of the cross-examination about the Cer
III and two of the modules dealing with medication.  So far as ATLCHES006 you 
that as an elective in the Certificate III individual support.  I understood that
correctly?‑‑‑Yes.

***        JADE GILCHRIST                                                                                                                        RXN MR GIBIAN

PN1959    
You later said in answer to another question that you might do that module if the R
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what can be subbed in as an elective.  So for example when I was training student
not deliver the assist with medication skillset, because I do not have clinical backg
but if an RN, registered nurse, was able to deliver that, they had that certificate an
were working as a TAFE trainer, they may be able to offer that because they're abl
those students off.  So dependent on the trainer's skillset to what could be included
a lot of RTO's they will add that as a separate skillset, so not only does it make sen
from a business point of view as a value add to, to get another, you know, paying 
for a skillset, but it also doesn't rely on the trainer to have that skill innately.

PN1960    
And I think you were also asked whether you could do that unit, that is the assist c
with medication, separately from having done the Certificate III, and you agreed y
could.  What would ordinarily be involved in that in terms of the amount of study 
practical training involved in doing the unit separately to a Certificate III?‑‑‑If you
unit separately you still would be required to do the prac, so you'd have your pract
assessment.  So for example when we have facilities that we might get a trainer to
they will do one day face to face and that's where they go through all the materials
have to learn and to be able to be competent in, and then it would be up to the RN
someone who's on that facility to mark off all their third party reports to say that th
actually done the practical aspect of that assessment.  But then it would be up to th
to come back, check that all the written work is complete, and then all the practica
have been complete as well and signed off by someone who's qualified to sign off
and that can - yes, so that can take 120 hours of work that would be required.  So 
already working in the industry then obviously it would be part of their normal da
that they would then be supervised to give medication and marked off at the same
you can't do it without your practical placement.  No one can get that certificate w
practical placement.

PN1961    
All right.  Thank you.  The other thing that I just wanted to ask you to elaborate up
were asked about the qualifications that the recreation officers had who worked w
and you said that the Certificate IV was vital, and then you said it was vital so the
understood why things are done the way they are done.  That's my recollection, or
of what you said?‑‑‑Yes.

***        JADE GILCHRIST                                                                                                                        RXN MR GIBIAN

PN1962    
I just wanted to ask if you could explain that.  What did you mean by 'why things 
the way they're done'?‑‑‑Okay.  So we quite often in this industry will come acros
who have been assigned the duties of being the resident lifestyle coordinator that h
from either a nursing background or an admin background, so they will get the ba
say, tag you're it.  One of the difficulties is that they may do things – so I'm going 
you an example.  They might do let's – like, let's do painting - let's do finger paint
people in the dementia wing because they can't use brushes properly or something
and you know, we have a lot of colouring in and a lot of these different things that
but for someone who has had training in, you know, the leisure and health service
have to say, well, we wouldn't do that, because it is not a dignified practice.  So qu
you need to understand that, yes, finger painting is good and it's fun, but it's some
could be seen as childlike, so you need to be able to create activities that do not ta
away from the client, and when you have someone come in who doesn't have a ba
or an understanding, they do all sorts of things.  They seem to have this idea that t
people because they've got limited cognition or dementia oh they're just like chil
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PN1964    
COMMISSIONER O'NEILL:  Ms Gilchrist, thank you very much for your eviden
afternoon.  You're now free to go?‑‑‑Thank you very much.

<THE WITNESS WITHDREW                                                             [2.26 PM

PN1965    
COMMISSIONER O'NEILL:  Mr Gibian, is it Ms Peacock next or Ms Boxsell?

PN1966    
MR GIBIAN:  We were going to go to Ms Boxsell just in case we don't get throug
other witnesses.  As I indicated, Ms Peacock can be moved around a little bit mor
than some of the other witnesses.

PN1967    
COMMISSIONER O'NEILL:  All right.

PN1968    
THE ASSOCIATE:  Ms Boxsell, can you please state your full name and work ad

PN1969    
MS BOXSELL:  It's Kerrie Ann Boxsell, 61 Barranjoey Road, Ettalong Beach, N

<KERRIE ANN BOXSELL, AFFIRMED                                            [2.27 PM

EXAMINATION-IN-CHIEF BY MR GIBIAN                                    [2.26 PM

PN1970    
COMMISSIONER O'NEILL:  Your witness, Mr Gibian.

***        KERRIE ANN BOXSELL                                                                                                                 XN MR GIBIAN

PN1971    
MR GIBIAN:  Thank you, Commissioner.  Ms Boxsell, can you hear me adequate
I can.

PN1972    
Can you just repeat your full name for the record?‑‑‑It's Kerrie Ann Boxsell.

PN1973    
And you're care staff team leader for Evergreen Life Care in West Gosford?‑‑‑Yes

PN1974    
You've made two statements for the purposes of these proceedings.  The first is da
31 March 2021.  Do you have a copy of that with you?‑‑‑Yes, I do.

PN1975    
It runs I think to nine pages and 73 paragraphs.  Have you had an opportunity to r
through that?‑‑‑Yes, I have.

PN1976    
Is it true and correct to the best of your recollection?‑‑‑Yes.  The only thing I've no
my middle name actually is spelt wrong.  It's got an 'e' on it.  It shouldn't have an '
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PN1979    
That's the first statement upon which we rely of this witness, Commissioner.  It's
document 192, commencing at page 10919 in the digital court book.  You should 
think have a statement headed, 'Reply witness statement of Kerrie Ann - again wit
erroneously - Boxsell dated 19 April 2022.  Do you have a copy of that?‑‑‑Yes, I d

PN1980    
It runs to 48 paragraphs over six pages.  Have you also had an opportunity to read
that document?‑‑‑Yes, I have.

PN1981    
Is it true and correct to the best of your knowledge and recollection?‑‑‑Yes.

PN1982    
Thank you, Ms Boxsell.  That document is document 193 in the digital court book
commencing at page 10928 for the record, and we rely upon that statement as part
evidence.  Ms Boxsell, there was just one matter that I wanted you to clarify.  Can
to turn to your first statement?‑‑‑Yes.

***        KERRIE ANN BOXSELL                                                                                                                 XN MR GIBIAN

PN1983    
On page 2, towards the bottom of page 2 at paragraph 17(a), you indicate that you
generally include – and you see a little (a) in paragraph 17 – you say 'leading a wi
nurses to exercise care for residents.'  Can you see that?‑‑‑Yes.

PN1984    
I just wanted to ask you to explain what you meant by 'leading a wing of nurses'?‑
nurses is as in care staff nurses.  There isn't a team leader.  We have our care staff 
and that's where we look after that wing under the supervision of the RNs.

PN1985    
So in leading the wing of nurses, you're referring to leading the care staff, is that -
-?‑‑‑Yes.

PN1986    
Thank you, Ms Boxsell.  Hopefully on the screen in front of you you'll be able to 
number of boxes.  One of those has Mr Ward in it and he's going to ask you some 
now?‑‑‑Yes.

CROSS-EXAMINATION BY MR WARD                                           [2.30 PM]

PN1987    
MR WARD:  Ms Boxsell, can you hear me?‑‑‑Yes, I can.

PN1988    
Thank you.  Ms Boxsell, my name is Nigel Ward.  I appear in these proceedings o
the employer interests.  I'll try not to keep you too long.  Have you got your statem
front of you?‑‑‑Yes, I have.  Which one?

PN1989    
I'm just going to deal with the first one, if I can?‑‑‑Yes.

PN1990
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PN1992    
When you say, 'the high care section', is that a secure dementia area, or what is tha
That's our high care for people that are immobile and need, like, to assist – they ne
assistance.

PN1993    
So it's not necessarily about their acuity, it might be about whether or not they're a
and things like that?‑‑‑Yes.

***        KERRIE ANN BOXSELL                                                                                                                XXN MR WARD

PN1994    
Do the people who work for you, do they all hold Certificate IIIs in Individual Sup
(Ageing) or some related field?‑‑‑Yes.

PN1995    
Is that a requirement from your employer, Evergreen?‑‑‑Yes, it is.

PN1996    
If I take you to paragraph 4, can I ask you to reflect on, first of all, 4(b), Certificat
Advanced Dementia Care in 2014.  Can you just explain to us what that certificate
is?‑‑‑I did it through TAFE and it was just going through a lot of – a bit more broa
doing dementia advanced, so it was a longer course.  It went weekly.  I can't reme
it was so far back – it was a fair – like, two hours after work we did it.  It was just
more advanced dementia on – sorry, I've got to remember now – on the people wi
dementia, why they have dementia, how to deal with it, and more strategies in how
after them in an aged care setting.

PN1997    
You did that before you did your Certificate IV, is that right?‑‑‑Yes.

PN1998    
Do you have a copy of that certificate?‑‑‑Not with me, I don't, but I do at home.

PN1999    
Commissioner, I am going to call for that if that's possible.

PN2000    
COMMISSIONER O'NEILL:  Any problem, Mr Gibian?

PN2001    
MR GIBIAN:  No, only the practical one of obtaining it, but we will communicate
Boxsell in relation to that.

PN2002    
MR WARD:  Ms Boxsell, that just means I've asked you to provide a copy of it.  D
too distressed about that.  If you can't find it you will have to let us know.  Can I th
you to the one that's in 4(d), Certificate in Aged Care Worker Skills.  I haven't hea
before, what's that?‑‑‑That was more like a buddy - buddy skills.  So when we had
it was just - it's just telling you - it was like a basic leadership course.  Yes.  Just so
you've got new staff coming in how to help them, how to communicate with them
know, doing paperwork and stuff like that.

PN2003
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PN2005    
MR WARD:  Sorry, that's 4(d).

PN2006    
MR GIBIAN:  Thank you.

PN2007    
MR WARD:  There is then one which is 4(f), Certificate in Palliative Care?‑‑‑Yes

PN2008    
Can you just describe that for us as well?‑‑‑That was just a day course, a quick day
that we had.  I got chosen to do that one because I'd been there for a while and the
me to go and do that course.  I went with RNs, the ENs and some other staff mem
put in, so we could learn and do a bit more about palliative to look after people at 
life and when their palliative starts their journey along.

PN2009    
Do you have a copy of that certificate?‑‑‑Yes, I do.

PN2010    
I call for that.  Then you've got one which is 4(h), Certificate in Infection Control.
did that involve?‑‑‑That was - that was a TAFE course as well.  That was - so whe
come on I decided to do - to get more knowledge for COVID and infection.  I did 
online because I couldn't go to TAFE to do it.  It was just going through all proced
infection, donning and docking off, spills, spill kits, and how to deal - how to deal
infection control.

PN2011    
Do you have a copy of that?‑‑‑Yes, I do.

PN2012    
I call for that as well.  If I can then take you to paragraph 5, you say:

PN2013    
It is mandatory to have a Certificate IV in aged care and first aid certificate fo
staff of Evergreen.

PN2014    
I am just going to break those apart.  You're talking there about two separate thing
you?‑‑‑Yes.

PN2015    
Is the first aid certificate a St John's Ambulance certificate?‑‑‑Yes, or I've done it a
before, I've done it through other training, private training companies, as long as y
first aid certificate.

***        KERRIE ANN BOXSELL                                                                                                                XXN MR WARD

PN2016    
You say there it's mandatory to have a Certificate IV for your job?‑‑‑I don't think i
it was.  I have mine updated every year, so I'm not really quite sure if it is mandato
any more, because I do mine for outside of work anyhow and I have it, so - - -

PN2017
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PN2019    
What I'm asking is could you be the team leader without a Cert IV?‑‑‑In those day

PN2020    
I am going to struggle with that question.  That's fine.  Can I take you to what Mr 
took you to in 17(a).  I think you've already helped me with this, but I just want to
You say there leading a wing of nurses?‑‑‑Yes.

PN2021    
I take it those are people who have their Certificate III?‑‑‑Yes, and some are Certi

PN2022    
How many have Certificate III versus Certificate IV?‑‑‑It depends on who's done 
IVs and who's done their Cert III and how we're rostered on for the day.

PN2023    
So is it their choice to do a Cert IV or are they part of turning up when they were r
to have a Cert IV?‑‑‑We have to have a Cert IV on each wing, although we are all
to have Cert IIIs with their medical.  That's only just coming in the last three years
is.  You're allowed to have Cert III with your medical, with your medication certif
when I did my Cert IV you could only be a team leader if you had Cert IV.

PN2024    
Was that to ensure - we found out earlier today that there is a Cert IV competency
administer and monitor medications - is that why they wanted you to have a Cert I
did that?‑‑‑Yes.

PN2025    
Thank you very much.  Can I take you to page 3 if I could, and there's two comme
page 3 about medications.  At the very top of the page there's a reference to giving
medications to residents, and then at paragraph 27 you say:

PN2026    
Once residents are ready for the day I begin assisting in medication.

***        KERRIE ANN BOXSELL                                                                                                                XXN MR WARD

PN2027    
Can I just understand your process compared to other people's processes.  Am I co
the RN will deal with the schedule 8 medications?‑‑‑Yes.

PN2028    
Do you ever attend along with the registered nurse to validate or to co-sign someth
taken, or do they do that themselves?‑‑‑No, we help them if there's only one RN o
Sometimes we have two RNs or an ER - an EN, sorry.  It just depends on the shift
availability of our RN.

PN2029    
Okay.  So if there's two RNs on duty they might take their (indistinct) themselves,
correct?‑‑‑Yes.

PN2030    
If there's an RN and an EN they might take care of it, but if there's only one RN y
go along ith them to erif hat the 're doing? Yes
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PN2032    
So bear with me, we will just go through that slowly.  So if somebody's suffering f
and you need to give them some pain relief as a one off that would normally be a 
goes to the registered nurse, does it?‑‑‑It depends, if it's a Panadol we can do it, bu
anything over that, yes, we have to call the RNs and get them to administer it.

PN2033    
So if it's Panadol you have the authority to decide they can have the Panadol?‑‑‑N
have to call the RN to get permission to give it to them.

PN2034    
Okay.  And then you can administer the Panadol?‑‑‑Yes.

PN2035    
So schedule 4 drugs are described as prescribed restricted substances, and I think 
largely talking about things not opiates, none of those sort of top shelf drugs.  Doe
ring a bell now?‑‑‑You see it's very hard because we do the Webster packs and you
know what everything that's - what they're called and what they're doing, so I'm v
about that.

PN2036    
No, that's fine.  I don't want to be unfair to you (indistinct) answer.  So the Webste
are they kept in a locked cupboard?‑‑‑Yes.

***        KERRIE ANN BOXSELL                                                                                                                XXN MR WARD

PN2037    
And do you have the keys to the cupboard or the RN?‑‑‑We have the keys to our o

PN2038    
Your wing?‑‑‑Yes.

PN2039    
So you will have a cupboard on your wing for your residents?‑‑‑Yes.

PN2040    
Just bear with me I'm going to walk through what I think might happen.  Tell me i
or wrong.  When you're doing a medications round you would go to that cupboard
unlock it.  There will be Webster packs prepacked for the residents on that wing?‑

PN2041    
You will get them out, put them I assume on a medications trolley?‑‑‑Yes.

PN2042    
There might be other things like eye drops and things like that as well?‑‑‑Yes.

PN2043    
And you will then obviously start by going to the first resident on your list to adm
medications.  Am I right so far?‑‑‑Yes.

PN2044    
When you get to the residents, I am right that you will check that what is describe
medication on the Webster‑pak you'll check that against something to make sure i
right drug? Yes we check it against the doctor's prescribed order sheet and we'v
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PN2046    
That would be the doctor?‑‑‑Yes.

PN2047    
Do you also – we've heard a lot of people talk about physically checking the shape
tablet against like a picture chart - do you do that?‑‑‑Yes.

PN2048    
How the medication is to be administered, is that written on the Webster‑pak as w
It's written on – we use an iPad with our medication charts in there, and on the fro
have a little description for the residents and we have to read that so it will tell you
needs to be crushed, and often the doctor will for us write, 'Please crush this medi

***        KERRIE ANN BOXSELL                                                                                                                XXN MR WARD

PN2049    
So you'll read that, and if you have to crush it, it'll be put in a custard or something
that?‑‑‑Yes.

PN2050    
I take it that you either hand the medication to the resident, you might feed it to th
spoon if it's in a custard?‑‑‑Yes.

PN2051    
And you observe whether or not they take it?‑‑‑Yes.

PN2052    
And then I take it that you would, on your iPad, confirm that they've taken it?‑‑‑Y

PN2053    
If you have a troublesome resident who's not keen on taking their medication toda
keep trying?‑‑‑Yes, of course you keep trying.

PN2054    
If they ultimately refuse, you'd write the fact that they refused the medication on t
iPad?‑‑‑Yes, and you let the RNs know that they haven't taken their medication, an
document it in the progress notes as well so it's in our iCare system.

PN2055    
If you notice something wrong, that is, this tablet doesn't look the right shape com
the picture chart, who do you go to?‑‑‑We go to the RNs.

PN2056    
Your progress charts – so you're writing up obviously have they been to the toilet,
showered them – you do all those things?‑‑‑Yes.

PN2057    
And you record that in your progress charts when you're on the shift?‑‑‑Yes.

PN2058    
Does that go on to the iPad as well, does it?‑‑‑No.  The iPad's only – and it's called
MedMobile, and it has all of our medications on it.  You can use the iPad for iCare
doing progress notes, but it's not really user‑friendly.  It's easier to go and get the c
to type on a keyboard
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***        KERRIE ANN BOXSELL                                                                                                                XXN MR WARD

PN2061    
After medication rounds are complete I usually complete general tasks, helping
care staff, attending to buzzers, assisting with toileting, ordering stock and ord
medications.

PN2062    
What sort of stock do you order?‑‑‑We order plastic bags, our garbage bags, tissue
paper.  We do all that for our stock cupboard.

PN2063    
Yes?‑‑‑Laundry bags, all of that type of stuff, alginate bags.  We send that off to th
cleaners, if we've run out, and do things like that, yes.

PN2064    
Is that part of your role as team leader?‑‑‑We just do it, whoever's got time.  It's ju
the team.

PN2065    
So that's not - - -?‑‑‑(Indistinct) job.

PN2066    
That's not a registered nurse role; that's your role?‑‑‑Yes.

PN2067    
It also says, 'ordering medication.'  Tell me what that means?‑‑‑That's – so we go t
our trolleys, see if we've run out of Movicol, Panadol liquid, eye drops that are no
monthly bottles.  What else do we have there?  Creams, any creams that they need
puffers, and things like that, and also we go through our PRN Webster‑paks to see
out of date and need restocking.

PN2068    
Where do you go to order those medications?‑‑‑We go down to the RN's office.

PN2069    
And so you ask the RN to order it, or do you order it?‑‑‑No, we put it on a sheet.

PN2070    
Where do you actually get the order from?‑‑‑We email it to the pharmacy.

PN2071    
Do you email it or does the RN?‑‑‑It depends on how urgent we need the stock.  If
urgently and we need it for that afternoon, we'll let the RNs know and we'll put it 
If it's not urgent, they'll put it through for us.

PN2072    
Can I just take you briefly to 33?‑‑‑Yes.

***        KERRIE ANN BOXSELL                                                                                                                XXN MR WARD

PN2073    
You talk there about some RN duties, and the last one is, 'Assessing aggressive be
What's the role of the RN in doing that assessment?‑‑‑That's just coming in if we c
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PN2074    
At paragraph 34 you say:

PN2075    
As a team leader I also have to attend to residents who have falls.  I've learnt t
procedure of how to attend to falls through my aged care training and also the
procedures in place at Evergreen.

PN2076    
When you refer to your 'aged care training', are you referring to your Cert III and
Cert IVs?‑‑‑No.  We have mandatory training that we do through our physio once 
and we also have online training that we need to do as well every year.

PN2077    
How long's the online training for falls?‑‑‑It depends on what system we're using.

PN2078    
Help me out?‑‑‑It averages about 45 minutes.

PN2079    
Right?‑‑‑We've changed a couple of times with our providers, so depending on wh
is it's quite different.

PN2080    
When you say it takes 45 minutes, is that online training teaching you the procedu
Evergreen use?‑‑‑Yes.

PN2081    
Okay?‑‑‑Not exactly what it's using, but it's for all aged care.  It's not just our train
the one that all aged care can use.

PN2082    
So it's generic training that could be used in aged care?‑‑‑Yes.

PN2083    
You also say here, 'And also the procedure in place at Evergreen.'  I take it Evergr
falls procedure?‑‑‑Yes, we have policies and procedures.

PN2084    
You're inducted into those?‑‑‑Sorry, what do you mean by inducted into it?

***        KERRIE ANN BOXSELL                                                                                                                XXN MR WARD

PN2085    
You're taught about those, you're explained what they mean and how to use those
procedures?‑‑‑Yes.  Yes, we do that more when we do our training with our physio

PN2086    
Just a minute.  If I take you to 38, you say:

PN2087    
As a team leader I also conduct medication audits once a week to ensure each 
has the correct medication for the upcoming week.
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PN2089    
So if I was one of your residents, you need to make sure that you've got the stock 
the Webster‑paks for the coming seven days?‑‑‑Yes.  Yes, and that a medication ha
ceased that the pharmacist could have already packed it.  So then I have to go dow
RN and say this doesn't match, can you come and put a C sticker on it for me.  An
same as what you were saying with the different tablets.  One lady was getting a b
an oval tablet.  In the new one it was a white, round tablet, so it didn't match the p
I had to go down and get the RN to confirm if it was the same tablet or not.

PN2090    
You've done your check, something is not completely in place and we go down an
the RN?‑‑‑Yes.

PN2091    
I want to take you back to the falls procedure?‑‑‑Yes.

PN2092    
Does the falls procedure require you to involve the registered nurse?‑‑‑You mean 
resident has a fall?

PN2093    
Yes?‑‑‑We hit the, 'assist', button.  We make them comfortable as we can, dependi
how they've fallen.  We sit with them till the RN turns up and then the RN will do
toe assessment on them.  They'll do their obs.  The RNs will do the eyes - I can't th
what that's called at the moment - the neuro obs and then we work out how we can
get them up off the floor using the sling lifter.

***        KERRIE ANN BOXSELL                                                                                                                XXN MR WARD

PN2094    
If the fall is of such a seriousness that the person has to go to hospital, does the RN
that?‑‑‑Yes and someone stays with them until the ambulance turns up.

PN2095    
Okay, and that could be you or it could be the RN?‑‑‑Yes, or it could be the care st

PN2096    
Okay, right?‑‑‑Yes.

PN2097    
I take it the RN will decide, given the nature of the fall, who has to stay with them
usually work out where we're up to with our day.  Like if it's in the middle of brea
it's the middle of the night and there's not as many staff, then yes, we just work ou
we're up to and if someone is in doing something that has to go back and that resid
the toilet or something, we work out - yes, we sort of work out who will stay - - -

PN2098    
How to double?‑‑‑Yes.

PN2099    
Okay.  Can I just take you to paragraph 40?  You say that cleaning has become a m
of your job.  Does Evergreen employ dedicated cleaners?‑‑‑Yes, we do.

PN2100
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In terms of things like stripping the bed, you would still do that, your team would 
that?‑‑‑Yes.

PN2102    
If I can take you to paragraph 50, you say Evergreen is one of the aged care centre
Gosford that trains the local aged care TAFE students where you get approximatel
six students at a time.  This depends on how many are studying the course at a tim
because Evergreen have a relationship with the TAFE?‑‑‑I can't answer that becau
do that.  But since I've been there, over the 11 years, yes, we have always had train
in and it's not just TAFE but TAFE is our main one.  I did my training there 11 yea
and I wasn't with TAFE.

***        KERRIE ANN BOXSELL                                                                                                                XXN MR WARD

PN2103    
You were with a registered training organisation, a private one?‑‑‑Yes, I went thro
Australia.

PN2104    
Okay, okay?‑‑‑Yes.

PN2105    
I take it when you say they spend time with you, that's their 120-hour practical par
Cert III, is it?‑‑‑Yes.

PN2106    
If I could just take you to 65, paragraph 65 - help me out.  I know I should know t
what's a basis team?‑‑‑I can't think exactly what the wording is but the basis team 
team that we can call up when - the specialists that deal with behaviours.  It's actu
behaviour team.  That's what the B is for.  They will come in and help us and asse
resident and give us strategies on how to deal with this resident, looking at their
backgrounds, what medication they're on, yes, and just helping out, maybe lookin
looking at their lifestyles and just helping us when we feel that we have got to tha
we just don't know where to go to.

PN2107    
That's fine.  I take it that - I think you say there - I take it that the RN and possibly
are talking about calling in the basis team, are they?‑‑‑Yes, we've just got to make
document it so when they come in they've got the all documentation down becaus
walk in and there's no documentation, as it's said if it's not documented, it's not do

PN2108    
I believe you.  You talk in that paragraph a little bit about activities like pet therap
men's shed, which I'm sure would be good for me.  Do you have a recreational
officer?‑‑‑Yes, we do.

PN2109    
So is the recreational officer's job to organise, primarily organise diversional thera
activities?‑‑‑Yes, as in diversional - what do you mean by diversional?

PN2110    
Well, you organise pet therapy and activities - - -?‑‑‑No, no.
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Do you know if they have a Cert IV?‑‑‑Yes, she does.

PN2114    
Thank you very much, Ms Boxsell, and I hope you have a lovely weekend.  No fu
questions?‑‑‑Thank you.

***        KERRIE ANN BOXSELL                                                                                                                XXN MR WARD

PN2115    
COMMISSIONER O'NEILL:  Mr McKenna?  All right, Mr Gibian, anything in re
examination?

PN2116    
MR GIBIAN:  Just a couple of matters.

RE-EXAMINATION BY MR GIBIAN                                                 [3.00 PM

PN2117    
MR GIBIAN:  Ms Boxsell, you can hear me again, can you?‑‑‑Yes, I can.

PN2118    
There were just a few things:  you were asked some questions about the medicatio
processes including what happens if you have a resident who is refusing to take th
medication and I think you indicated you keep trying.  I just wanted to ask if you c
explain what types of techniques you use in that kind of situation to try and get th
to take their medications?‑‑‑We can get another staff member to come along and t
them and try to - depending on why they're refusing is big issue.  You've got to try
out why they're refusing and then calm them down, give them re-assurance that it'
maybe take them to somewhere quieter where there's no distractions, take them ba
their room where they're familiar with their - with what's in the room that might se
down a bit.  Like I said, we get the RNs to come and help us and work out why th
isn't having - or whether it's because they're got a sore mouth or whether they just 
want it for today, you know?  Then of course then if they keep doing it goes on to 
doctors and the doctor has to come and review them as to why they're not taking t
medications.

PN2119    
You were then asked some questions about aggressive behaviours and I think you 
look, first you try and calm them down and if that's unsuccessful you might need t
others.  Again, I just wanted to ask you if you were able to describe some of the te
you use to try and calm a resident down if they're aggressive or agitated in some
way?‑‑‑Like I said, it depends - every resident is different so you've got to look at 
you've got to know your resident and look at them in their own way.  We've sung t
know we can't do so much now and it's harder with masks and everything on but w
sing to them.  If we know what their family's names are, their kids, we talk about t
They might have something in their room, a photo that we can give to them, put m
music on to calm them down.  Then if that doesn't work, well, we leave them.  If t
gone too far we have to leave them and then come back when they've settled down
again.

***        KERRIE ANN BOXSELL                                                                                                              RXN MR GIBIAN

PN2120    
Thank you The last thing was you were asked about the basis team I think you i
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PN2121    
Thank you.  Those were the additional questions, thank you, Ms Boxsell.

PN2122    
COMMISSIONER O'NEILL:  Ms Boxsell, thank you very much for your evidenc
afternoon.  You are now free to go.  Thank you?‑‑‑Thank you so much.

PN2123    
All right.  Look, I'm going to need to just take a short break.  I'm comfortable sitti
through till 4.30 or 4.45 if we need to, to get through at least the three witnesses.  
we might not get to Ms Peacock this afternoon but I think you've anticipated that. 
- - -?‑‑‑Do I need to - sorry, do I need to log off anything or do I just go?

PN2124    
I think you can just leave it, Ms Boxsell.

PN2125    
MR GIBIAN:  I think you just leave it for the moment, yes?‑‑‑Okay, thank you.

<THE WITNESS WITHDREW                                                             [3.05 PM

PN2126    
COMMISSIONER O'NEILL:  All right.  We will resume at just after 3.10.

PN2127    
MR GIBIAN:  Thank you.

SHORT ADJOURNMENT                                                                     [3.05 PM

RESUMED                                                                                                [3.10 PM

PN2128    
MR GIBIAN:  Apologies, I was struggling to turn the camera on again.

PN2129    
COMMISSIONER O'NEILL:  No trouble.  Is Ms Gauci - - -

PN2130    
MR GIBIAN:  I understand so.

PN2131    
COMMISSIONER O'NEILL:  Good afternoon, Ms Gauci.

***        KERRIE ANN BOXSELL                                                                                                              RXN MR GIBIAN

PN2132    
MS GAUCI:  Hi.

PN2133    
COMMISSIONER O'NEILL:  I'm O'Neill C.  You can hear me all right?

PN2134    
MS GAUCI:  Yes, thanks.
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PN2137    
COMMISSIONER O'NEILL:  I'm sorry.  My mistake.  Ms Gauci, I should have s
Associate is just going to have you take the affirmation.

PN2138    
THE ASSOCIATE:  Ms Gauci, can you please state your full name and work addr

PN2139    
MS GAUCI:  Fiona Kathleen Gauci, Uniting Edinglassie Emu Plains, 1-3 Emeral
Emu Plains.

<FIONA KATHLEEN GAUCI, AFFIRMED                                       [3.12 PM

EXAMINATION-IN-CHIEF BY MR GIBIAN                                    [3.12 PM

PN2140    
COMMISSIONER O'NEILL:  Now over to you, Mr Gibian.

PN2141    
MR GIBIAN:  Thank you, Commissioner.  Thank you, Ms Gauci.  I'm Mark Gibi
don't think we have actually spoken but I'm appearing for the HSU.  Can I just ask
repeat your full name for the record?‑‑‑Fiona Kathleen Gauci.

PN2142    
And you're an administration officer for Uniting Aged Care?‑‑‑I was.  I've change
since I gave the first statement.

PN2143    
All right.  What's your role now?‑‑‑I'm a Leisure and Wellness Coordinator.

PN2144    
When did that change occur?‑‑‑It was approximately May/June last year.

***        FIONA KATHLEEN GAUCI                                                                                                             XN MR GIBIAN

PN2145    
May/June 2021?‑‑‑That's correct.

PN2146    
Now, you've made two statements for the purpose of this proceeding.  Do you hav
of those with you?‑‑‑Yes.

PN2147    
The first of those was dated 29 March 2021 and runs to some 78 paragraphs over 
pages.  Have you had an opportunity to read that statement through?‑‑‑Yes.

PN2148    
Is it true and correct to the best of your knowledge and recollection?‑‑‑Yes.

PN2149    
So, that's the first statement, Commissioner, that we rely upon.  Sorry, it's docume
the electronic court book, commencing at 10520.  The second statement is headed
witness statement of Fiona Kathleen Gauci.'  You have a copy of that as well?‑‑‑Y
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PN2152    
That's the second statement of this witness, Commissioner, that we rely upon and 
part of the evidence.  It's document 170 commencing at page 10529 of the digital
court book.  Thank you, Ms Gauci.  Hopefully in front of you you'll see on the scr
will be a number of boxes.  One of those has Mr Ward in it.  He's appearing for so
employer interests in the proceedings and he's going to ask you some questions no

CROSS-EXAMINATION BY MR WARD                                           [3.15 PM]

PN2153    
MR WARD:  Can you hear me now?‑‑‑Yes.

PN2154    
Thank you, Ms Gauci.  My name is Nigel Ward and as Mr Gibian said I appear in
proceedings for the employer interests, or at least some of them.  I'll try not to kee
long.  I appreciate it's Friday afternoon.  Can I just understand your role?  I strugg
bit to understand your role in the organisation.  Am I right in saying that you start
assistant in nursing?‑‑‑Yes.

PN2155    
And you then moved to the administration role?‑‑‑Correct.

***        FIONA KATHLEEN GAUCI                                                                                                            XXN MR WARD

PN2156    
Am I right in saying that the majority of your evidence, at least your first statemen
to when you were in the administration role?‑‑‑Correct.

PN2157    
And more recently you've done a career move and you've moved into being a leisu
wellness coordinator?‑‑‑Correct.

PN2158    
I might start at the back end and work my way back down.  Are you qualified – do
have a Certificate IV in Leisure or anything like that?‑‑‑Yes, so Leisure and Health

PN2159    
When did you get that?‑‑‑When I applied for the role, I went through TAFE and g
Certificate in Leisure and Health.

PN2160    
Were you studying that or was there an element of recognition of prior learning in
that?‑‑‑No, I was studying that.  It took a year.

PN2161    
So this was something you were aiming to get into?‑‑‑Yes.  Yes, so we went into t
homemaker model, and this position came up.  When I applied for it, I applied to 
Cert IV in Leisure and Health.

PN2162    
I understand.  In your new role as leisure and wellness coordinator, do you have a
working for you?‑‑‑Do I have anyone working for me, sorry?

PN2163
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wellness aspect is to make sure that what they're doing is what they should be doin
support them and mentor them.

PN2165    
Your job is to design and the leisure and wellness activities and program?‑‑‑We do
actually do that anymore in the new homemaker model.

***        FIONA KATHLEEN GAUCI                                                                                                            XXN MR WARD

PN2166    
Tell me what you do do?‑‑‑So what I do is I make sure that their paperwork is all u
what they should be doing, whether they're engaging properly with the residents, i
need more support or supplies.  Anything like that, I will source that for them.  I w
volunteers and mentor volunteers, onboard volunteers to make sure they've got tha
help as well.  Any technical issues, I will help them with that.  So anything to do w
and getting on the computers and paperwork sort of stuff, I will support them in th
well.

PN2167    
I'll come back to that at the end, if I can.  Just bear with me.  Can I take you back 
administration role?  Could we just do that if we could, please?‑‑‑Yes.

PN2168    
Did you have anybody working for you in that role?‑‑‑Not really, no.

PN2169    
So again, it was you?‑‑‑Yes.

PN2170    
Who did you work for in that role?  Who did you report to?‑‑‑My line manager wa
manager of the facility, the facility manager.

PN2171    
Emu Plains, the facility at Emu Plains, could you just describe it for us; how many
and how it's set up?‑‑‑Yes.  So we've just redeveloped our site, so we've changed i
bit.  So now we are a facility with five households, and in each household there ar
20 residents.

PN2172    
When you say 'redevelop', you mean physically building work redevelop?‑‑‑Yes.  
knocked down the old building and redeveloped it and built a brand new building

PN2173    
Was it a traditional aged care residential facility before?‑‑‑Yes.

PN2174    
And now it's this new model?‑‑‑Yes.

PN2175    
If I looked at it before, would it look like a hospital; would it physically look – wa
building?‑‑‑Well, it was built in the 80s, so not essentially so, but let's just say it's 
modern and looks a lot bigger now.

PN2176
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second level has two households.

***        FIONA KATHLEEN GAUCI                                                                                                            XXN MR WARD

PN2178    
I just want to, if I can, take you to paragraph 28?‑‑‑Is this in the first statement?

PN2179    
Yes.  Yes, I'm only going to take you to one part of your second statement, so we'l
with the first.  You say in paragraph 28:

PN2180    
In about 2020 I was required to complete medication training.

PN2181    
I'm just going to pause there.  This is while you were an administration person, is 

PN2182    
And without embarrassing anybody, can you explain why you were required to do
administration person?‑‑‑I think the wording is probably incorrect in that, like 'req
Myself and my work colleague took medication training because we were always 
so sometimes our manager would ask us to go and make beds, go and feed residen
times because they were short with medication, then we would be able to give me
required as well.

PN2183    
So you were helping out?‑‑‑Yes.

PN2184    
I take it that when you did your training to be an assistant in nursing that that didn
that?‑‑‑No.  You actually have to have separate training for medication.

PN2185    
Do you recall what the training package is called that you did?‑‑‑No, I can't recall

PN2186    
Did you get a certificate for it at the end?‑‑‑Yes.

PN2187    
Do you still have that?‑‑‑It would be on my – I put all my certificates in my work 
would be somewhere in there.  Every year you have to redo that as well; not the w
certificate, but you have to be re‑evaluated to make sure you're not losing your ski
well.  So I'm actually due to be re‑evaluated again.

PN2188    
Commissioner, I'm going to call for that.  Ms Gauci, don't stress about what that m
just means I'm asking you to provide a copy of that certificate to the HSU, who ar
provide it to the Commission and me, that's all?‑‑‑Okay.

PN2189    
COMMISSIONER O'NEILL:  Any problem with that, Mr Gibian?

***        FIONA KATHLEEN GAUCI                                                                                                            XXN MR WARD
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PN2192    
MR WARD:  Thank you.  You say that when you did that certificate the training o
over a three‑week period.  Does that mean it was 15 days of training, or do you m
-?‑‑‑No, it was three days, but it was over – so I did two days back‑to‑back and th
was a gap, and then there was the finishing day.  But we had take home assessmen
during that time.

PN2193    
Do you recall whether or not that was done with a registered training organisation
through Uniting.

PN2194    
So, it was through the employer?‑‑‑Yes.

PN2195    
Does Uniting have its own registered training organisation or was it just somethin
house?‑‑‑No, they - I'm pretty sure they do.  I couldn't tell you exactly - - -

PN2196    
No, that's all right?‑‑‑I'm not going to say - yes.

PN2197    
You had to do some practical with that as well?‑‑‑Yes.

PN2198    
How many hours practical were you required to do?‑‑‑I can't recall.  What ended u
happening, so you do the two days back to back, then you do a third day where yo
all your assessments and you do, like, practice training.  Then after that you do pra
your facility supervised and then an assessor from Uniting, who works for Uniting
out and does an assessment to see if you qualify.

PN2199    
And was that just a training assessor or was the assessor a registered nurse?‑‑‑We 
registered nurses training assessors.

PN2200    
Okay.  Am I right in saying that having got the qualification you then used it to he
out?‑‑‑Yes, yes.

PN2201    
Bear with me, I just want to make sure it's clarified with the witness.  You say in y
statement you weren't involved with Schedule 8 medications, so this is just Sched
medications?‑‑‑RNs have to do them.

***        FIONA KATHLEEN GAUCI                                                                                                            XXN MR WARD

PN2202    
Yes.  So, did the come to you if they were short handed to do this?‑‑‑Schedule 8? 

PN2203    
No, no, no, sorry.  To do Schedule 4 medication rounds.  Would they come to you
look, we're short.  Can you come and help out today?‑‑‑Yes.  Yes.

PN2204
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medication for quite a while.

PN2206    
Over a year?‑‑‑Over a year, yes, definitely.

PN2207    
But you have given it out?‑‑‑Yes.

PN2208    
Okay.  And I don't - if you can't answer the question just say so, Ms Gauci, it's fin
would you be left alone to do the Schedule 4 round or would somebody be with
you?‑‑‑When you're doing it, you're left on your own.

PN2209    
I assume the Schedule 4 medications are in a locked cupboard somewhere?‑‑‑We h
treatment room where they're kept.

PN2210    
That treatment room's locked?‑‑‑It was in the old building.  Now, I'm not sure.  To
honest, I'm not sure because I'm not sort of in so I couldn't tell you.

PN2211    
That's fine.  I take it that if the medications were tablets, they would have been in 
Webster-pak or something similar?‑‑‑In the blister packs, yes.

PN2212    
In the blister packs.  And am I right in saying that if you do your rounds and let's a
was one of the residents and you came to me, you have to firstly identify that wha
blister pack - the name of the medication and you have to verify that that medicati
right.  Is that correct?‑‑‑No, how we were always taught is we don't need to know 
of the medication, we just need to know how much is given.

***        FIONA KATHLEEN GAUCI                                                                                                            XXN MR WARD

PN2213    
So, how would you - most of the other witnesses have said that they checked off t
and they secondly have said that they were given a picture chart so that they could
sure that the tablets actually were the right tablets?‑‑‑Yes, so in blister packs they 
already be done in blister packs.  And then you have an iPad where the resident's n
picture and the tablets that you should be given out are on there.  And you pretty m
count out what is on the iPad to what is in that blister pack.

PN2214    
Does the iPad have a picture of each tablet?‑‑‑It possibly could.  I cannot rememb
it's been a while but we don't - we're only CSEs, we're not RNs, we're not meant to
the names of them.  We just need to know how much we're giving out.

PN2215    
So, you never - when you were doing it you never actually checked that they were
the right tablets?‑‑‑Well, you knew they were the right ones because they were alr
the blister packs and that's what you did.  So, you had a - you've got the morning, 
you've got to make sure that you're giving out the - if it was the morning round, th
round, so you would check that.  You would check against the person's name, thei
Y ld h k h t bl t th t h t d th iP d Y

6142



Okay.  So, you would count the number of tablets against what's on the iPad but y
accept that they were the right tablets because they were in the blister packs?‑‑‑Th
correct.  That's correct.

PN2217    
Okay, that's fine.  And you would stay to observe them taking the tablet?‑‑‑Yes, yo
to observe them, yes.  You would sign off on it, so.

PN2218    
Any instructions about taking the tablets such as crushing it and putting it in custa
that on your iPad?‑‑‑Yes.

PN2219    
I take it that - go on?‑‑‑Sorry, you cut out.

PN2220    
Sorry.  That was on your iPad?‑‑‑What was that?

PN2221    
Instructions - so if they had - if the tablet had to be crushed and put into custard or
something, that would have been on the iPad?‑‑‑That's correct, yes.

***        FIONA KATHLEEN GAUCI                                                                                                            XXN MR WARD

PN2222    
I take it that you would observe them taking the medication and then you would w
the iPad that they took it?‑‑‑That's correct.

PN2223    
But as you say you didn't do that very often?‑‑‑No.  No.  But we get assessed each
keeps your skills up.

PN2224    
And you're back (indistinct) are you?‑‑‑Yes.

PN2225    
Or you might be pleased we had this meeting, you never know?‑‑‑I was thinking t

PN2226    
Can I just take you then to this new model you've got, this new model.  How do y
describe your new model of care?‑‑‑The homemaker model?

PN2227    
That's the phrase you use, is it?‑‑‑The home care model, sorry.  I always say home
the home care, yes.

PN2228    
You call it home care model?‑‑‑Well, the home model or the house model.

PN2229    
The house model?‑‑‑Yes.

PN2230    
Are you happy with house model?‑‑‑Yes.
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Can I take you to your second statement, paragraph 15(a).  So, I think you said yo
five houses?‑‑‑Yes.

PN2233    
And how many care workers are in a house?‑‑‑I can't tell you how many workers 
to be honest with you because I'm not part of that.

PN2234    
So, your knowledge of this is sort of general, it's not specific?‑‑‑Yes.  Yes, in regar
workers, yes.

PN2235    
Yes, okay.  I don't want to ask you unfair questions, that's all?‑‑‑Yes.

***        FIONA KATHLEEN GAUCI                                                                                                            XXN MR WARD

PN2236    
So, you say 'Providing' and this is in (a):

PN2237    
Providing residents care according to the resident's care plan, including cateri
including laundry, individual residential activities.

PN2238    
So, I just want to understand those if I can and again if you don't really understand
model is about, let me know?‑‑‑Mm-hm.

PN2239    
You don't know how many care workers are in each building?‑‑‑No, I'd only be gu
I'm not familiar, that's right.

PN2240    
No, don't guess, don't guess, that's fine.  You say it includes catering?‑‑‑Mm-hm.

PN2241    
You're not sure how many care workers are there, how do you know it includes
catering?‑‑‑With the new model of care, what I mean by catering is that the CSEs 
more responsible for a lot more than what they used to be in the other building.  B
we're trying to make it more of a homelike environment, so if the kitchen staff hav
up, given out the food or whatever but two hours later another resident's hungry, th
up to the care staff to feed that resident, or to help them, you know, put on toast or
them a meal or heat up something for them.  So that's - in regards to catering, that
mean.

PN2242    
So, you still have a central kitchen?‑‑‑That's correct.

PN2243    
You still have a central dining room?‑‑‑No, there's a dining room in each househo

PN2244    
Right, so the central kitchen - I'll use lunch as an example.  The central kitchen pr
lunch?‑‑‑Mm-hm.
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that up.  So we've got designated catering staff for each level, or each household.

PN2247    
Okay.  So, the hot box arrives at the household?‑‑‑M'mm.

***        FIONA KATHLEEN GAUCI                                                                                                            XXN MR WARD

PN2248    
The catering staff unpack it?‑‑‑That's correct, and they also will serve it to the resi
are in that dining room.

PN2249    
Yes?‑‑‑The staff will take the other ones to the residents who don't come out of the
for lunch.  So the staff will then take it to them.  Then the kitchen staff will pack i
clean up and leave.

PN2250    
And I assume that that's sort of breakfast, lunch and dinner, but in between if som
wants a toastie or some scrambled eggs I've actually got a kitchen where I can do
that?‑‑‑That's correct.

PN2251    
And that's now the responsibility of the carer who's in there?‑‑‑That's correct.

PN2252    
You say the carer's doing cleaning.  Do you still have centralised cleaning services

PN2253    
So when you say they're doing cleaning what are they doing that the centralised cl
service isn't doing?‑‑‑So each household again is designated a cleaner, but a clean
schedule.  They stick to their schedule.  If there's something that needs to be done
that schedule then it's up to the staff member to clean.

PN2254    
If you don't like my language just say so, but I take it that the cleaning department
we might call the schedule heavy cleaning, the vacuuming and all of that, is that
correct?‑‑‑Yes.  They've got scheduled times that they clean out residents rooms, s
down counters as well.

PN2255    
So they will be cleaning the bathrooms, toilets each morning in the normal way?‑‑
not every room every day.

PN2256    
Is that your schedule, is it, you don't clean every room every day?‑‑‑They don't - y
don't - the cleaners aren't there that long, so they had a schedule, so they might do
don't know, just for argument sake 1 to 10 on this day, and then it's, you know, 11 
this day.

PN2257    
Do you still have a centralised laundry?‑‑‑The laundry that we have is for sheets a
that heavy stuff.  The residents clothing or anything personalised we do ourselves

*** FIONA KATHLEEN GAUCI XXN MR WARD
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So towels, sheets, that goes to as it were the commercial laundry, and washing my
God forbid, given they're wool, washing my jumpers would go in the washing
machine?‑‑‑That's correct, and we do get in trouble for doing that - - -

PN2260    
My dog once wore my father-in-law's favourite jumper, so don't worry.  Then you
individual resident activities, and I'm just trying to in the context of your new job,
care worker is now responsible as the recreational officer for the people in your ho
they?‑‑‑Yes.  So the recreational activity officer role was made redundant, and par
role and other duties got put onto the leisure (indistinct) coordinator, and then othe
went to the household itself.  So the homemaker is essentially in charge of making
activities get done with the support of myself to specifically make sure it gets don

PN2261    
Could you give us an example of that, a care role versus your role?‑‑‑Okay.  So fo
if Mother's Day is coming up and they might say we want to make flowers to put 
decorate the home I would make sure that they had the resources they need to do t
activity, but they're responsible for getting that activity done.

PN2262    
The care workers in the houses have they been trained in recreational activities?‑‑
either have the homemakers.  So when they say model of care they're trying to ma
of a home like environment.  So they would - if someone said, 'I want to do my ow
washing today' that would be considered an activity because that's what they woul
their home, and so with the assistance if required from a staff member they would
own washing.

PN2263    
If somebody said, 'I want to go to the zoo', who would organise that?‑‑‑I would, I 
events.

PN2264    
Okay.  So that would be called a major event, would it?‑‑‑Yes.

PN2265    
If there was a birthday party for somebody's 90th birthday who would organise th
homemaker.

PN2266    
They would organise it completely or would they liaise with you in terms of gettin
resources?‑‑‑They would liaise with me to get the resources.  My job is to make su
can do their job.

***        FIONA KATHLEEN GAUCI                                                                                                            XXN MR WARD

PN2267    
And I think I asked this before, I don't think you were able to answer it, I will just
Do you understand what qualifications the homemakers have got?‑‑‑The homema
when they - they had to have a Cert IV, but they didn't have to have it in anything 
particular apparently.

PN2268    
Well, you're not suggesting I could have it in sheet metal work?  No, I'm not being
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interview one of the interviewers turned around and said, 'You can have a Cert IV.
doesn't matter what you have it in.  It could be gardening, that would benefit the h

PN2270    
Okay.  All right.  That's my cross-examination.  Thank you, Ms Gauci.  You have 
weekend.  I think Mr Gibian will probably want to ask you a few questions.

PN2271    
COMMISSIONER O'NEILL:  He may, but I will just ask Mr McKenna first.  All 
Gibian?

PN2272    
MR GIBIAN:  There is actually no re-examination.  Thank you, Ms Gauci for you
evidence.

PN2273    
COMMISSIONER O'NEILL:  Thank you, Ms Gauci, you are now free to go?‑‑‑O
Thank you.

<THE WITNESS WITHDREW                                                             [3.41 PM

PN2274    
COMMISSIONER O'NEILL:  And it's Ms Little next?

PN2275    
MR GIBIAN:  Yes, thank you, Commissioner.  I think she's joining now as I unde

PN2276    
COMMISSIONER O'NEILL:  Ms Little, are you there, can you hear me?  There s
Little, are you there, can you hear me?

PN2277    
MS LITTLE:  Yes.  Hi.

***        FIONA KATHLEEN GAUCI                                                                                                            XXN MR WARD

PN2278    
COMMISSIONER O'NEILL:  Hello.  Are you able to turn your camera on?

PN2279    
MS LITTLE:  Sorry.  Yes, sorry.

PN2280    
COMMISSIONER O'NEILL:  No.  Terrific, all right, I can see you.  I'm Commiss
O'Neill, can you hear me all right?

PN2281    
MS LITTLE:  Yes, I can.

PN2282    
COMMISSIONER O'NEILL:  Okay.  Terrific.  Now, my associate is just going to
take the affirmation.

PN2283    
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EXAMINATION-IN-CHIEF BY MR GIBIAN                                    [3.42 PM

PN2285    
COMMISSIONER O'NEILL:  Mr Gibian?

PN2286    
MR GIBIAN:  Thank you.  Ms Little, can you hear me?‑‑‑Yes.

PN2287    
As I think you know I'm Mark Gibian, I'm appearing for the HSU.  Can I just ask 
repeat your full name for the record?‑‑‑Pamela Marie Little.

PN2288    
And you're an administration officer with Uniting Wirreanda in West Pennant
Hills?‑‑‑Correct.

PN2289    
And you've made two statements for the purposes of this proceeding.  The first of
dated 30 March 2021, some little time ago now.  Do you have a copy of that with
you?‑‑‑Yes.

PN2290    
Have you had an opportunity to read through that statement?‑‑‑Yes.

***        PAMELA MARIE LITTLE                                                                                                                 XN MR GIBIAN

PN2291    
And is it true and correct to the best of your knowledge and recollection?‑‑‑Yes.

PN2292    
And there are no corrections you wanted to make?‑‑‑No.

PN2293    
Thank you.  That's the first statement of this witness that we rely upon and wish to
admitted into evidence.  It's document 158 in the electronic court book at page 103
There is also, Ms Little, a reply statement that was prepared dated 20 April 2022. 
64 paragraphs.  Do you have a copy of that as well?‑‑‑Yes.

PN2294    
You've had an opportunity to read that through?‑‑‑Yes.

PN2295    
Is it true and correct to the best of your knowledge and recollection?‑‑‑Yes.

PN2296    
We seek to have that as part of the evidence.  It's document 159, commencing at p
10383.  Thank you, Ms Little.  Hopefully on the screen in front of you you can se
number of squares, one of which has Mr Ward in it, and he's now going to ask you
questions.

CROSS-EXAMINATION BY MR WARD                                           [3.45 PM]

PN2297    
MR WARD: Ms Little, can you hear me?‑‑‑Yes.
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understand to be your - the enterprise agreement that covers you.  Did you receive
did but that's for Hammond Care.  I don't work for Hammond Care.

PN2299    
Well, as I just said I tried this once today and it failed.  I've tried it twice and it's fa
again.  I'm going to ask you to completely ignore what was sent to you.  I'm going
and do this by braille.  Do you understand to be covered by the United Aged Care
Enterprise Agreement New South Wales?‑‑‑Yes.

PN2300    
My understanding of your evidence is that you're graded as a clerical - an adminis
employee, grade 5.  Is that correct?‑‑‑Yes.

***        PAMELA MARIE LITTLE                                                                                                               XXN MR WARD

PN2301    
This isn't a trick question, I'm just trying to - my understanding is that that grade i
highest administration grade in the enterprise agreement.  Is that correct?‑‑‑Yes.

PN2302    
You have a quite senior position in the organisation?‑‑‑Yes.

PN2303    
Who do you actually work for in the organisation?  Who do you report to?‑‑‑The f
manager - the service manager.

PN2304    
Who do they report to?‑‑‑There is a regional operations manager.

PN2305    
I've only got a small number of questions.  Do you have your statement in front of
your first one?‑‑‑Yes, yes.

PN2306    
Can I ask you to go to paragraph 28, which sets out your duties, tasks and skills.  Y
it starts 28, says:  'As an administration officer I am responsible for the following'
take it that when you say, 'as an administration officer', you're referring to you as a
administration officer level 5?‑‑‑Yes.

PN2307    
If you could go down to (b), (b) says:  'Up until recently, I was responsible for ros
care staff, nursing staff and the bus driver'.  I take that changed?‑‑‑Yes, there is a c
service employee who does higher duties two days a week and so the rostering is 
comprehensive so she was given that role so I could concentrate on all the other e
the position.

PN2308    
Okay, and (c) then says you perform ordering all stock for United.  I've just got a f
questions on that.  Would I be right in saying that there is financial delegation whe
buying stock?  You can only spend a certain amount of money?‑‑‑I believe there a
manager doesn't advise me of what the limits are.  But I am a fairly frugal person 
make sure that we don't overspend.

PN2309
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So you operate under your manager's financial delegation?‑‑‑Correct.

***        PAMELA MARIE LITTLE                                                                                                               XXN MR WARD

PN2311    
Okay.  We've heard some evidence today from other witnesses about care workers
stock and things.  In your organisation does anybody other than you order stock?‑

PN2312    
It all is centralised under you in your organisation?‑‑‑Under the administration off

PN2313    
As an administration employee level 5, do you have people working for you?‑‑‑Ye
there's the care service employee who does higher duties two days a week and the
another administration officer who does mainly lifestyle but she's a level 3 so I giv
instructions as well and sometimes get her to assist me if needed.

PN2314    
If I could just go to the stock items, when you say, 'stock for all care needs', does t
include medications?‑‑‑No, medications is done by the registered nurses.

PN2315    
Okay.  But things like - bear with me - disposable gloves and things like that, that 
include that?‑‑‑Yes, so I would do the wound care.  I give the list to the registered 
they mark down what they need for wound care, incontinence aids, PPE, toilet pap
everything.

PN2316    
They identify what is required - I apologise, I'm getting an echo.  I'm not sure if it
They identify what's required to you and then you make the purchases for them?‑‑

PN2317    
When you say, 'kitchen stock', I take it that's restocking the pantry for the cook an
like that, is it?‑‑‑No, it's not the food, because our kitchen is outsourced to another
so they do the food.  But I will do things such as bowls, knives and forks, matters 
on, non-slips matts, brooms, things like that.

PN2318    
Who would tell you that they need those?‑‑‑Normally the chef would advise me.

PN2319    
So I think you said that you outsource the - - -?‑‑‑Yes, the kitchen is outsourced to
catering company.

PN2320    
Right?‑‑‑So they will do their own food purchasing.

PN2321    
So does your chef work for that catering company?‑‑‑Yes.

***        PAMELA MARIE LITTLE                                                                                                               XXN MR WARD

PN2322    
You've got there in (iv) 'maintenance stock'.  Help me out:  is that like lightbulbs a

6150



PN2324    
Your cleaning is outsourced to a cleaning company?‑‑‑Yes.

PN2325    
Is your laundry outsourced as well?‑‑‑Partially - the laundry of the sheets, towels, 
and so forth, that is outsourced, but personal laundry is done in house.

PN2326    
Do you have a central facility for that?‑‑‑Yes, we've got two laundries with comm
washing machines and dryers.

PN2327    
Can I take you to page 10 of 18, if you could go there and I'm at - just a little bit b
on page 10 of 18 with the heading, 'Property maintenance'.  You say:  'Maintenanc
facility is an important part of keeping the residents safe and happy'.  Is the mainte
the facility outsourced as well?‑‑‑No, it's actually inhouse.  Uniting have a propert
division.

PN2328    
Does that mean you have staff actually on site in the maintenance team?‑‑‑Yes, we
gentleman who handles the maintenance for the residential aged care facility and a
our independent living, which is fairly large.  There's 105 units so - plus another v
he also has to look after their maintenance issues.

PN2329    
Does he have the authority to outsource work to specialist contractors when they'r
needed?‑‑‑Yes.

PN2330    
So that doesn't come through you, he would do that directly?‑‑‑Yes.

PN2331    
Okay, and you say down in the same place - you say:

PN2332    
When the need for maintenance is identified I will raise and monitor a request 
BEIMS.

***        PAMELA MARIE LITTLE                                                                                                               XXN MR WARD

PN2333    
Ms Little, what's BEIMS?‑‑‑I'm not sure what the acronym means, but what it is, i
all manner of issues are logged.  So when I log a maintenance issue for a particula
particular fault, then that goes to our in‑house maintenance person, who will deem
or not he can fix it himself or he will have to outsource it, and I will monitor it to 
that it gets fixed.  So if it's outsourced to someone else, he will normally tell me, a
that service provider will come on site and fix it and then, you know, it's all been d

PN2334    
Who lets you know that it needs fixing?‑‑‑It can be a resident, it can be a staff mem
can be something that I notice myself that needs doing, or the service manager – a
can advise.  Now, they have the opportunity to either enter it in BEIMS themselve
are not confident in doing that, or they can write it down in two different places, w
h k d d th I t it i t th t
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I take it then the BEIMS system is visible by the maintenance person.  Is it a he or
she?‑‑‑It's actually a he at the moment.

PN2337    
And he will work out from that list what the priority is; he'll work out from that li
can do and what he has to outsource?‑‑‑Correct.

PN2338    
Can I ask you just to turn to page 11?  You talk at page 11 about the iPad‑type tab
becoming an important part of the day worker team.  You used to manage and adm
medications.  'If there is an issue with the medication tablet, administration staff w
(indistinct) try and solve it.'  I don't want to sound demeaning when I say this, but 
suggesting that you can take an iPad apart, are you, with that?  What do you mean
it'?‑‑‑Okay - - -

PN2339    
If you are, can I employ you?‑‑‑No, normally what it is, it's normally an access iss
normally it's – for some reason it's not either connecting to our internal network, o
someone in a different shift overnight has changed some settings.  It needs to be re
again so it can connect to our internet, and therefore download the latest medicatio
profiles.

PN2340    
Just lastly, I think if you go to paragraph 43, am I right in saying that when the ser
manager is not around, you step in as the acting service manager?‑‑‑I do, but I'm n
an acting service manager and that, but I will, yes, when he's – he's obviously very
when he's not available or he's offsite with residents and meetings and so forth, ye
will step in to his shoes and try to resolving issues that arise and need immediate a

***        PAMELA MARIE LITTLE                                                                                                               XXN MR WARD

PN2341    
So you're sufficiently senior for him to let you exercise his delegation?‑‑‑Yes.

PN2342    
Thank you, Ms Little.  No further questions, Commissioner.  Thank you.

PN2343    
COMMISSIONER O'NEILL:  Thank you.  Mr McKenna?  All right.  Any re‑exam
Mr Gibian?

PN2344    
MR GIBIAN:  There is not, Commissioner.  Thank you, Ms Little.

PN2345    
COMMISSIONER O'NEILL:  Thank you, Ms Little, for your evidence this aftern
you're now free to go?‑‑‑Thank you.  Bye.

<THE WITNESS WITHDREW                                                             [3.58 PM

PN2346    
COMMISSIONER O'NEILL:  And it's Ms Austen next?

PN2347
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MS AUSTEN:  Carol Ann Austen.  It's Uniting Caroona Kalina, Rous Road, Goon

<CAROL AUSTEN, AFFIRMED                                                          [4.00 PM

EXAMINATION-IN-CHIEF BY MR GIBIAN                                    [4.01 PM

PN2350    
COMMISSIONER O'NEILL:  Mr Gibian.

PN2351    
MR GIBIAN:  Thank you.  Ms Austen, can you hear me adequately?‑‑‑Yes, I can.

PN2352    
Can you just repeat your full name for the record?‑‑‑Carol Ann Austen.

PN2353    
And you're a care worker for Uniting at the Caroona Jarman facility in Goonellaba
understand it?‑‑‑Caroona Kalina.

***        CAROL AUSTEN                                                                                                                            XN MR GIBIAN

PN2354    
You've made two statements for the purposes of these proceedings.  Do you have 
you?‑‑‑Yes.

PN2355    
The first of those was dated I think 29 March 2021?‑‑‑Mm‑hm.

PN2356    
And runs to some 39 paragraphs over nine pages.  Do you have that with you?‑‑‑Y
have.

PN2357    
I think there was just a minor typographical error on the second page in paragraph
where it should say – the second word should be 'carers' in that paragraph.  Other 
is the statement true and correct to the best of your knowledge and recollection?‑‑

PN2358    
That's the first statement, Commissioner, of this witness we rely upon it, is docum
the digital court book, commencing at page 10168.  There was also a reply statem
20 April 2022.  Do you have a copy of that with you as well, Ms Austen?‑‑‑Yes, I 

PN2359    
Have you also had an opportunity to read that statement and is it true and correct t
of your knowledge and recollection?‑‑‑Yes, it is.

PN2360    
That's the second statement that we rely upon and seek to have as part of the evide
document 151, commencing at page 10177 in the digital court book.  Thank you,
Ms Austen.  I just had one question.  On the first page of your first statement at pa
at the bottom, you say you hold a Certificate III in Aged Care.  I just wanted to as
you obtained that?‑‑‑Two years ago.

PN2361
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CROSS-EXAMINATION BY MR WARD                                           [4.03 PM]

PN2363    
MR WARD:  Ms Austen, can you hear me?‑‑‑Yes, I can.

***        CAROL AUSTEN                                                                                                                           XXN MR WARD

PN2364    
Thank you, Ms Austen.  As Mr Gibian said, my name is Nigel Ward.  I appear in t
proceedings for the major employer interests.  I appreciate you coming on a Frida
afternoon.  I'll try to be as quick as I can.  Have you got your first statement in fro
you?‑‑‑Yes.

PN2365    
Can I just clarify what your role is in the organisation?  I understand you were req
get a Certificate III in Aged Care and you've said around 2020.  That's correct?‑‑‑T
right.

PN2366    
But your statement says that you leave the servery - am I right in saying that you d
servery work and care work, or am I wrong with that?‑‑‑I mainly do server work. 
care work when they're short staffed.

PN2367    
So, your primary role is in the servery if they're short a shift for a care worker, you
asked to do that shift?‑‑‑No, I do my care - the servery work and if they're short th
come and ask me to come and help for a short time any job that they need two peo

PN2368    
I see.  So, you could be there - you could have been there today, you might - they 
of a sudden come to you at one o'clock and say we need a hand doing a two perso
you come and help us?‑‑‑That's right.

PN2369    
Can I start with the servery, and I apologise, I don't know your facility at all so if t
questions sound silly just bear with me.  I take it that your facility has a major - a 
kitchen?‑‑‑It has a central kitchen, yes.

PN2370    
Central kitchen.  And am I right in saying that the central kitchen is separate to the
servery?‑‑‑That's right.

PN2371    
Are they on the same floor?‑‑‑Downstairs.

PN2372    
Downstairs.  So, the kitchen's downstairs and the servery's upstairs?‑‑‑Yes.

PN2373    
And does the food move from the kitchen via a lift for the servery?‑‑‑Yes.

PN2374    
And is the servery inside the main dining room?‑‑‑Yes.
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So, they're trying to use less of the kitchen.  They do, like, putting the food into co
sending it up for us to cook.  So we cook in the kitchens, in our dining rooms.

PN2376    
I'll come to that, Ms Austen, if I can.  Just bear with me.  I'll do this - I'll do this st
step.  So, let's take breakfast, if we can take breakfast.  What part of breakfast is p
the central kitchen?‑‑‑Nothing.

PN2377    
Nothing.  So, that's all done in your servery?‑‑‑Yes.

PN2378    
So, you would make scrambled eggs, you would prepare the toast and things like
that?‑‑‑Yes.

PN2379    
Are you alone when breakfast is being prepared?‑‑‑Yes.

PN2380    
So, you do that by yourself?‑‑‑Yes.

PN2381    
How many residents are you doing that for?‑‑‑Forty-six.

PN2382    
Forty-six.  You don't have any help from anybody?‑‑‑No.

PN2383    
Do I take it that having served the food - and you prepare it?‑‑‑That's right.

PN2384    
Do you then take it out and serve it to the individual residents?‑‑‑I do a dining roo
my servery is and I could have up to 22, 23 people for breakfast.  The rest are usu
bedridden, so the care staff come and get the breakfast for them.

PN2385    
From your servery?‑‑‑Yes.

PN2386    
And I take it that at that time of the morning the central kitchen's not operating?‑‑‑
they usually start about six o'clock and they start prepping meals.

PN2387    
For later in the day?‑‑‑Well, they're prepping means that they prep for two days at
Monday they'll deliver for Monday, Tuesday.  Wednesday they deliver for Wednes
Thursday and Friday, Saturday, Sunday is another delivery, so.

***        CAROL AUSTEN                                                                                                                           XXN MR WARD

PN2388    
When breakfast is finished, do I take it that you have to do all the cleaning up and
up?‑‑‑Yes.

PN2389
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PN2391    
I take it that - so, I'll just use an example.  You have an oven in the servery?‑‑‑Yes
three.

PN2392    
Three.  If we were having a pork roast for lunch, would you have to prepare the ro
it goes in the oven?‑‑‑Yes.  Yes.

PN2393    
And you prepare all the vegetables yourself?‑‑‑Well, they're frozen veggies so we 
put them on the stove.

PN2394    
When you say 'we', by lunch time are you being helped or are you all by yourself?
about 10 to 12 I get a care worker that comes in and helps me dish up the lunches.

PN2395    
But in terms of actually preparing the lunch, it's all on you?‑‑‑Yes.

PN2396    
Sorry, just bear with me.  While you're doing that, what's going on in the main kitc
Nothing?‑‑‑No, they're prepping for the next two days.

PN2397    
So, when you say prepping, what do you mean by prepping?‑‑‑Well, they're - say, 
potato, they'll - it's usually frozen potato, they'll be putting that into trays for each 
Same with, say, if we have chicken Kiev's, they'll be putting those in containers an

PN2398    
To go into the oven or - - -?‑‑‑Ready to go into the over.

PN2399    
So, that will come up the lift into your servery and you'll put that into the oven?‑‑‑
every two days.  They bring that up, put it in our fridges for two days and then I g
each day.

***        CAROL AUSTEN                                                                                                                           XXN MR WARD

PN2400    
So, you are a cook.  Am I right in saying that?‑‑‑Yes.

PN2401    
You're not a qualified cook, are you?  You don't have a Certificate III but you're a 
-?‑‑‑I'm a Cert III in Hospitality also.

PN2402    
Right.  So, you've got a Cert III in Hospitality and a Cert III in Aged Care?‑‑‑That

PN2403    
Is the same done with dinner?  Is dinner normally hot or cold?‑‑‑It's hot.

PN2404    
It's hot.  And let's say we were having roast lamb for dinner?‑‑‑No, they don't hav
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PN2407    
Spaghetti bolognese?‑‑‑Yes, (indistinct).

PN2408    
Let's say we were having spaghetti bolognese.  How much prep would be done in 
central kitchen for that?‑‑‑They make all of those, the tea meals are all make in the

PN2409    
Right.  So those - - -?‑‑‑They're put in the containers ready for the care staff to put
overs to heat.

PN2410    
So you would take the pre-prepared bolognese out of the lift?‑‑‑Yes.

PN2411    
And you would then proceed to cook or heat it in an over or whatever?‑‑‑Yes.

PN2412    
You don't - I take it then that you don't plan any menus?‑‑‑No.

PN2413    
Is that done in the central kitchen?‑‑‑The catering manager does that.

PN2414    
So, they provide you with enough food for the number of residents that we have?‑

***        CAROL AUSTEN                                                                                                                           XXN MR WARD

PN2415    
Do you work for the people in the central kitchen or do you work for somebody el
I work for Caroona Kalina.

PN2416    
I'm sorry, I apologise, that wasn't very clear of me.  Who's your boss?‑‑‑My boss i
manager of Caroona Kalina, the facility I work at.

PN2417    
The facility itself?‑‑‑Yes.

PN2418    
For the people working in the central kitchen, do they also work for the organisati
they outsourced?‑‑‑Well, they're - no, they work for Uniting.

PN2419    
Who's the most senior person in the central kitchen?‑‑‑The catering manager.

PN2420    
Catering manager, and who does the catering manager work for?‑‑‑She works for 
manager of the whole facility.  There's three facilities in our site and there is one m
that runs the whole three, like the highest manager.

PN2421    
Bear with me so I can understand this.  Your boss is the manager of the part you're
in?‑‑‑Yes.
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Okay.  Thank you.  Can I ask you to go to your statement and could you go to par
if you could do that for me.  Have you got that in front of you?‑‑‑Yes.

PN2424    
Yes.  Thank you very much.

PN2425    
When I first started there was always two serving staff.  As of 2019 it's been on

PN2426    
So that's now you?‑‑‑Yes.

PN2427    
You then go on to say:

***        CAROL AUSTEN                                                                                                                           XXN MR WARD

PN2428    
Prior to 2019 everything was cooked in the central kitchen and sent up hot, ser
immediately.  Now I have to do a lot more prep and cooking.

PN2429    
This change occurred around 2019, did it?‑‑‑That's right.

PN2430    
At 25 you say:

PN2431    
Things like bread and butter puddings and creamed rice are prepared from scr
me in the servery.

PN2432    
I am not trying to be critical, I'm just trying to understand, Ms Austen, just (audio
malfunction).  Does that mean you bake bread?‑‑‑No, the bread comes.  We get it 
distributor.

PN2433    
Yes?‑‑‑And then you make your custard and then you put the bread into it, the bre
butter pudding.

PN2434    
Okay.  I've got you.  When you say that you make puddings from scratch are you 
that the central kitchen doesn't send you anything to help make the pudding?‑‑‑No

PN2435    
So where do you get the ingredients from?‑‑‑Well, I have to order the stock for tha
the bread, I order the milk, and then I order the dry goods, cereals and all that.

PN2436    
Who do you order them from?‑‑‑Bidfood, that's a distributor, yes.

PN2437    
So the menu is set by Uniting?‑‑‑Yes.
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PN2440    
For example we cook sate lamb and marsala chicken.  Both dishes are delivere
prepared, but raw.

***        CAROL AUSTEN                                                                                                                           XXN MR WARD

PN2441    
That's what you were describing before where the central kitchen prepares it and y
then put it in the oven or whatever.  Is that what you - - -?‑‑‑Yes, that's right.

PN2442    
Sorry, just bear with me, Ms Austen.  How often during the day would you be ask
care worker?‑‑‑Well, depending on the day itself, but it depends if they're short sta

PN2443    
Okay.  But if they're not short staffed you probably won't be asked, but if they are 
will?‑‑‑Yes.  Yes.

PN2444    
When you did your Certificate III I take it you did your Certificate III specialising
care?‑‑‑That's right.

PN2445    
Just give me a moment.  Ms Austen, can I thank you for your evidence.  Mr Gibia
want to ask you some more questions, he might not.  Otherwise I wish you a happ
weekend?‑‑‑Thank you.

PN2446    
COMMISSIONER O'NEILL:  Just before that, Mr McKenna?  All right.  Anythin
examination, Mr Gibian?

PN2447    
MR GIBIAN:  No, thank you, Commissioner.  Thank you, Ms Austen.

PN2448    
COMMISSIONER O'NEILL:  Yes.  Ms Austen, thank you very much for your ev
this afternoon and you're now free to go?‑‑‑Thank you.

<THE WITNESS WITHDREW                                                             [4.18 PM

PN2449    
COMMISSIONER O'NEILL:  All right.  Is Ms Peacock deferred until a subseque
that the - - -

PN2450    
MR WARD:  I think that's what we were suggesting given the hour on Friday.

PN2451    
MR GIBIAN:  I couldn't think he would be that unsympathetic.

***        CAROL AUSTEN                                                                                                                           XXN MR WARD

PN2452    
COMMISSIONER O'NEILL:  All right.  We have got a reasonable pace going at 
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PN2453    
MR WARD:  Of course.

PN2454    
COMMISSIONER O'NEILL:  Unless there's anything further we are adjourned.  
your weekend and I look forward to spending next week with you.

PN2455    
MR McKENNA:  Commissioner, just before we do adjourn could I raise one adm
matter for Monday.  One of the ANMF witnesses Robert Bonner will not be availa
Monday.  He's not well I am sorry to say.  We will inform the Commission as soon
can when we know when it's likely that he would be available.

PN2456    
COMMISSIONER O'NEILL:  All right.  Thank you for that.

PN2457    
MR McKENNA:  Thank you.

PN2458    
COMMISSIONER O'NEILL:  The Commission is now adjourned.  Thank you.

PN2459    
MR WARD:  Thank you, Commissioner.

ADJOURNED UNTIL MONDAY, 02 MAY 2022                                [4.20 PM]
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PN2460    
JUSTICE ROSS:  Good morning.  I think we have Dr Charlesworth first for cross
examination.  Any preliminary matters before we get underway?

PN2461    
MR McKENNA:  If the Full Bench pleases, could I just raise two administrative m
with respect to witnesses.  The first of those is a matter that I raised before O'Neil
Friday but the Full Bench wouldn't be aware of the fact that Mr Bonner is unwell.
unfortunately has COVID.  He's scheduled for this afternoon.

PN2462    
JUSTICE ROSS:  Yes.

PN2463    
MR McKENNA:  We'll work with the other parties to find a suitable alternate tim

PN2464    
JUSTICE ROSS:  No, that's fine.  Commissioner O'Neill let us know.

PN2465    
MR McKENNA:  Thank you, your Honour.  The second is with respect to Hazel B
who has been classified as a union lay witness for the ANMF.  She is an employee
witness and again, we'll worth with the other parties to identify a suitable time.  Sh
be called tomorrow.

PN2466    
JUSTICE ROSS:  Okay.  Thank you very much.

PN2467    
THE ASSOCIATE:  Ms Charlesworth, can you see and hear me?

PN2468    
JUSTICE ROSS:  You're on mute, Dr Charlesworth.

PN2469    
DR CHARLESWORTH:  Yes, story of my life.  Yes, yes, I can.

PN2470    
THE ASSOCIATE:  Can you please repeat your full name and work address?

PN2471    
DR CHARLESWORTH:  Yes, Sarah Catherine Mary Charlesworth, RMIT Unive
Latrobe Street, Melbourne.

<SARA CATHERINE MARY CHARLESWORTH, AFFIRMED    [9.33 AM

EXAMINATION-IN-CHIEF BY MR GIBIAN                                    [9.33 AM

***        SARA CATHERINE MARY CHARLESWORTH                                                                              XN MR GIBIAN

PN2472    
MR GIBIAN:  Thank you.  Firstly, Professor Charlesworth, can you hear me?‑‑‑Y

PN2473    
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have a copy of that with you, I think, do you?‑‑‑I do, yes.

PN2475    
Well, we seek to have that as part of the evidence in the proceedings.  For the mem
the Full Bench it's document 109 in the digital court book, commencing at page 29
statement is at 2984 and the report commences at the following page, 2985.  The s
report, Dr Charlesworth, was dated 22 October 2021, also annexing a report of tha
You have a copy of that with you also?‑‑‑I do.

PN2476    
We also seek to have that as part of the evidence in the proceedings.  It is documen
the digital court book, commencing at page 3055, or the statement at 3055 and the
the following page at 3056.  If it please the Commission.  Dr Charlesworth, I think
screen in front of you, one of the screens should have Mr Ward in it who, as I und
now proposes to ask you some questions?‑‑‑Good, yes, I can see him.  Thank you

PN2477    
JUSTICE ROSS:  Mr Ward.  You're on mute, Mr Ward, but while you are, Mr Gib
I don't - I just want to avoid any point being taken about this later but you haven't 
witness up to the statement.

PN2478    
MR GIBIAN:  Okay.  I'll do that then.  I wasn't sure that was necessary.  Dr Charl
have you had the opportunity to read the two statements and the reports that you p
both of 31 March and 22 October 2021?‑‑‑Yes, I have.

PN2479    
Are they true and correct to the best of your knowledge and recollection, and do th
represent your opinions?‑‑‑They do, although I would note that the earlier one con
the aged care was written in 2020, so it's - I didn't at that stage have the opportuni
having had a look at the data that was produced at the end of last year by the feder
government, in respect of their aged care surveyance census.  So, that data's not in
that.

***        SARA CATHERINE MARY CHARLESWORTH                                                                              XN MR GIBIAN

PN2480    
In terms of that data, or that survey, are you able to tell us just the title of that repo
called - I don't actually have it in front of me, I'm afraid.  It's called the Aged Care
and Survey.  It was, in my view, quite inadequate.  A survey that just surveyed pro
the end of last year as to various aspects of workforce in the aged care sector, and 
surveyed providers grouped in the particular programs.  So, residential aged care, 
home care package providers and then providers that provide services under the
commonwealth home support program.  And there are estimates made of the num
workers in the sector and indeed of the qualifications that they hold, although as I 
my report in reference to the Social Community Homecare and Disability Service
of 22 October at the end of last - end of last year, that data didn't survey any work
the extent of its reliability is I would argue questionable.

PN2481    
Are you able to just explain briefly what the basis is of your view as to the satisfac
nature or otherwise of the data from the census?‑‑‑Well, look, to be brief, until - an
just made a submission to the government's aged care data consultation about the 
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Typically aged care workers in both sectors work short part-time hours, and the su
was conducted last year simply asked providers for their starter in worker
sociodemographics.

PN2482    
And, sorry, you mentioned you made a submission recently through - - -?‑‑‑Yes.  T
care data consultation.  I can find my - - -

PN2483    
JUSTICE ROSS:  Just a moment.  Mr Gibian, this isn't really - I wanted you to sw
witness up, not to expand on the evidence she's already put in.  If you want to file 
documents you can do that, but it's not an appropriate course for one you're just ad

PN2484    
MR GIBIAN:  I understand, your Honour.  The witness just mentioned a particula
which I thought given that she had raised it maybe of interest to the Full Bench, an
wasn't proposing to take it further than what she said.

PN2485    
JUSTICE ROSS:  All right.  Mr Ward?

PN2486    
MR WARD:  Thank you, your Honour.

***        SARA CATHERINE MARY CHARLESWORTH                                                                              XN MR GIBIAN

CROSS-EXAMINATION BY MR WARD                                           [9.40 AM

PN2487    
Is it professor or doctor?‑‑‑Professor.

PN2488    
Professor.  Thank you.  I didn't want to get off on the wrong foot straight away.  I 
not to keep you very long, Professor.  You work as I understand it in the School of
Management.  Can you help me out, how would you describe your academic disci
you an economist, how would you describe yourself?‑‑‑I'm a sociolegal scholar.  I
PhD in law and legal studies at Latrobe University, completing in 2001.  So I'm es
concerned with how regulation, regulation and policy works on the ground.  So m
focus is gender inequality at work, and I've looked at various manifestations of ge
inequality over the years, but the last six, seven years I've focused pretty exclusive
aged care.

PN2489    
So part sociology, part legal?‑‑‑Yes.

PN2490    
Yes, okay.  I think you say in your statement that you feel confident talking about 
care workers, but you don't feel confident straying too far out of that?‑‑‑If we're ta
about residential aged care, yes.

PN2491    
I would be correct though when you say personal care workers you would mean p
care workers in both an aged care and a home setting as well?‑‑‑Yes, although I te
most people do to refer to home care orkers in home care to disting ish them b
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PN2492    
Thank you, Professor.  I'm going to sort of try and get to the nub of this if I can ve
quickly, and if I describe things slightly brutally please give me some tolerance, P
if you could.  As I understand your general thesis it seems to have these elements,
just go through them one by one and see if we have some accord.  The work of pe
care workers - sorry, is there a reason why one of the witnesses for later on is bein
admitted?

PN2493    
MS JUNOR:  I shouldn't be able to - I shouldn't be here?

***        SARA CATHERINE MARY CHARLESWORTH                                                                             XXN MR WARD

PN2494    
MR WARD:  No.  I think if Dr Junor leaves the hearing and she will be contacted 
appropriate time to invite her to enter if that suits the Full Bench.

PN2495    
JUSTICE ROSS:  Yes, thank you.

PN2496    
MR WARD:  My apologies, Professor, sorry.  As I understand the thesis it has the
elements.  The work of personal care workers is undervalued because it's seen as -
it's a phrase you use - 'women's work'.  That is characterised by work historically d
the home or family setting - it's just been unpaid - and that society doesn't place an
economic value on it.  Is that the first principal proposition that you advance?‑‑‑B
yes, because - yes, I think that generally the work has been undervalued because i
as not requiring particular skills, things that women do for free in the home, and th
you're a woman then you know how to care for older people.

PN2497    
Just bear with me, I'm trying to understand the boundaries of that if I can.  I will ju
-

PN2498    
THE WITNESS:  Because this keeps popping up - - -

PN2499    
MR WARD:  It's popping up for me to.  Is there some reason - - -

PN2500    
JUSTICE ROSS:  Just a moment, Professor Charlesworth.  Can you get onto your
and explain to her not to do what she's doing.

PN2501    
MR GIBIAN:  That's underway.

PN2502    
JUSTICE ROSS:  Thanks.

PN2503    
MR WARD:  Sorry, Professor, I apologise?‑‑‑No, that's fine.

PN2504
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beginning it's seen as women's responsibility, women's work, and that they are bor
knowing how to do it, so therefore it's not skilled.

***        SARA CATHERINE MARY CHARLESWORTH                                                                             XXN MR WARD

PN2505    
So the fact that some work in the home might be seen as men's work that doesn't c
the equation of it not being valued?‑‑‑No.  The focus here is on aged care work, an
aged care work has been historically undervalued, and I would suggest that that is
dispute.  Indeed judicial notice might be taken of that very fact.  It is to do with th
caring work that is seen as, you know, doing - you know, I have a 97 year old mot
responsibilities in terms of intimate body work I may do as a daughter, but when i
residential aged care setting or a home care setting we are expecting people who a
employed to do that work to do that work and to know how to do it and to bring a 
skills, knowledge and experience and judgment as to how they do that work.

PN2506    
JUSTICE ROSS:  Professor Charlesworth, can I just clarify, is that what you're go
your first report at paragraphs 42 to 46?‑‑‑Sorry, just let me call this up, I've got it
screen.  Yes, it's as I say in para 43 it's viewed as quintessentially women's work a
therefore of little economic value.  This work also has various other features that
concentrate that view in that the work is undertaken almost exclusively by women
proportion particularly at the frontline remains very high.  The data tells us high 8
cent, around about 90 per cent of frontline workers are women, and it's, as I go on
it's seen as natural and therefore unskilled, which leads - given when this is condu
work - to an undervaluation of it as work.

PN2507    
Thank you.  It's the caring nature of it, it's the fact that historically it's been underp
domestic setting, and society has carried that forward in how it looks at this work 
setting?‑‑‑No, I'm actually not drawing that connection between unpaid domestic 

PN2508    
Yes?‑‑‑What I'm saying is the kind of work that we assume is done, and actually I
personally don't have the skills that many personal care workers do to do the kind 
they do - I can't change, for example, catheters; I can't do that kind of work.  I don
any skills in end-of-life care.  I actually don't know how to manage residents or cl
dementia.

PN2509    
I'll put it to you a slightly different way then:  is it the fact that society sees this wo
unskilled that they place limited value on it?‑‑‑Well, I think I'd prefer to - certainly
royal commission I would say that society has got a far clearer idea of the nature o
work that's preformed but I would say industrially it's taken us a long while to rec
this work as fully work.

***        SARA CATHERINE MARY CHARLESWORTH                                                                             XXN MR WARD

PN2510    
Okay, right, that's helpful.  You also go on to say then that part of the challenge is 
think you say that the governments have held that view which leads to underfundi
I think there has been this view that it isn't particularly skilled but way back in 20
the productivity commission looked at aged care, it did say that the government fo
f di b b l t l l ti hi t th f d th t
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Can I just take you to paragraph 40?‑‑‑Yes.

PN2512    
You sum that up neatly at the beginning of paragraph 40?‑‑‑Yes.

PN2513    
You say:  'The funding market residential aged care has created through the contra
of service by the federal government which sets the price for the service tendered
for'?‑‑‑Yes.

PN2514    
You seem to draw on that proposition that because the government hold this view 
not being work of value because they hold the purse strings for setting the price, th
many ways the underfunding is a restraint on higher wages.  Is that right?‑‑‑It's a b
restraint in that it was something that was seen as an indication of gendered under
in a 2009 decision of the Queensland Industrial Relations Commission, that gover
underfunding itself is based on a lack of recognition of this work as fully work an
of value.

PN2515    
Bear with me when I try and describe this - I'm just trying to get my head around 
undervalued by comparison to something?‑‑‑The concept of gendered undervaluat
precisely there because it's not asking for a male comparator.  It's not saying, 'relat
other jobs'.  It's looking at the actual skills that are required and involved and on th
and the knowledge, the judgment, the discretion and on the basis of that saying it's
undervalued.

PN2516    
So it's intrinsically undervalued rather than comparatively undervalued?‑‑‑It is, alt
back in the mid-1990s I did an interesting comparison between the work of home 
workers employed by local government and gardening assistants and surprise surp
gardening assistants were paid more than the home care workers.  They were tend
plants.  The home care workers were tending frail older people.  The gardening w
paid wet weather allowances, dirt allowances.  Home care workers deal with bodi
They're not paid dirt allowances or back in those days when there were such thing
allowances and things like that.  So that was some work I undertook for the then p
unit within the then federal department of industrial relations.  So that was a comp
which highlighted that undervaluation.  But in Australia and particularly since the
equity inquiries in both New South Wales and Queensland, late 90s, early 2000s, t
now I think a much better understanding of gendered undervaluation as something
where you don't require this male comparator to establish its fact.

***        SARA CATHERINE MARY CHARLESWORTH                                                                             XXN MR WARD

PN2517    
The example you just gave about the gardeners, was that comparing minimum aw
to minimum award rates?‑‑‑It was comparing rates in the then local government a
because local government employees and indeed home care workers as paid under
different award and typically they - back in those days before enterprise bargainin
took off they were minimum rates awards.

PN2518    
What jurisdiction was it?‑‑‑It was a federal award in Victoria, yes.
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Organisation has this nice expression:  it's work like no other, but it should be trea
work like all other.  So the nature of the work, the intensive work that is dependen
relationship between a worker, a resident or a client, is really quite distinctive wor
very hard to think of comparisons in male-dominated industries if you should wish
that.

PN2520    
So are you saying it would be - - -?‑‑‑Sorry, I can't see you because people keep tr
come into the hearing and it flashes across your face, Mr Ward.

PN2521    
Some would say that's a good thing.  Are you saying that any comparisons are
unhelpful?‑‑‑These days, yes - I think we've actually got to look at the work perfo
make an assessment of the value of that work and I think that - I don't think, as far
know, that there are any comparable areas of work that might be male-dominated 
would be useful to compare.

PN2522    
So just if I can ask that - you don't think any form of comparison with any other w
assistance?‑‑‑Sorry, you're once again blocked out by someone trying to come in. 
this particular case and in considering the value of the work that's undertaken in fr
aged-care work, be it home care or residential aged-care work, I think we need to 
the work that is done and issues such as the increased acuity, the increased comple
the people who are in receipt of publicly-funded aged care is far more germane to
work value than a comparison, an artificial comparison with a male occupation.

PN2523    
Let me hold you on that theme for a minute:  can you go to paragraph 62?‑‑‑Yes.

PN2524    
You say there:  'In my view an important lesson for the Australian context is that t
low wages in residential aged care, increasing wage rates needs to be accompanie
comprehensive skill classification structure tied to training, full stop?‑‑‑Mm‑hm.

***        SARA CATHERINE MARY CHARLESWORTH                                                                             XXN MR WARD

PN2525    
Could I just focus on that for a minute?  I assume – I'm just going to stay with the
care worker – I assume you have reasonable familiarity with the Certificate III in
Individual Support that personal care workers do?‑‑‑Yes.

PN2526    
Just to be fair to you, you understand that that is a program that involves 120 hour
practical on‑the‑job application competency?‑‑‑Well, yes, and demonstration of th
competency.

PN2527    
That's correct, yes.  My understanding is that there's 13 educational units you have
that; seven are core and six are electives.  Is that broadly – you have that understan
don't have the – I don't have direct knowledge of the number of units that are core
elective.

PN2528    
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That's fine, and I'll be very fair to you, Professor, about this.  One document is the
outline of what's involved in the Certificate III.  It's the one that's headed, CHC33
Certificate III in Individual Support?‑‑‑Yes.

PN2530    
And just to be fair to you, if you could get that up?‑‑‑Yes, I've got that up.

PN2531    
If you turn to page 3 of 8, just to give you an indication of this?‑‑‑Yes.

PN2532    
See at the top it says that you've got to have 13 units, seven core units, six
elective?‑‑‑Mm‑hm.

***        SARA CATHERINE MARY CHARLESWORTH                                                                             XXN MR WARD

PN2533    
And if you go down a couple of paragraphs, if you want to specialise in Certificat
Individual Support (Ageing), it says you must do all remaining – 'all remaining el
must be selected from Group B.'  I'll come to that.  You'll see at the bottom of that
core electives are set out:  Provide individualised supports; Support independence
wellbeing; Communicate and work in health or community services; Work with d
people; Work legally and ethically; Recognise healthy body systems; Follow safe 
practice (indistinct) client care.  And then over the page you have the ageing elect
Facilitate the empowerment of older people; Provide support to living with demen
personal support needs; Comply with infection prevention and control policies and
procedures.  I then sent you another document which is, if you look at the ones I'v
read out, it refers there to the elective CHCAGE005, 'Provide support to people liv
dementia.'  That's an actual unit, and I've sent you that?‑‑‑Mm‑hm.

PN2534    
I want to take you to that one to see if this is what you mean.  If you could open th
document up?  On page 2 of 4, as it's described in the document, you'll see a head
'Knowledge evidence'?‑‑‑Sorry, I'm on page 2.  I don't see 'Knowledge and eviden
'Application' – its heading, 'Provide support to people living dementia; 'Modificati
history', 'Application', Elements performance criteria.'  Am I on the right page?

PN2535    
No, we'll do our best here, Professor.  Do you have the cover page that says, 'Asse
requirements for CHCAGE005, Provide support to people living with dementia'?‑
no.  On what page are the assessment requirements?

PN2536    
No, that's just the actual cover page.  That's the front of the document?‑‑‑No, the f
the document says, 'CHCAGE005 Provide support to people living with dementia

PN2537    
MR GIBIAN:  I also received that document that Professor Charlesworth has desc

PN2538    
MR WARD:  Okay.  Professor, just bear with me.  I need to remedy this?‑‑‑Okay. 
could I just take an opportunity to perhaps tell you what I meant by that sentence?
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PN2541    
The candidate must be able to demonstrate essential knowledge required to eff
complete tasks outlined in elements of the performance criteria for this unit.  T
includes knowledge of –

PN2542    
And then it goes on and starts to provide a list –

PN2543    
Up-to-date research on dementia and the different manifestations of dementia, 
Alzheimer's disease, vascular dementia or multi‑infarct dementia, Lewy body, e
alcohol intake or Korsakoff syndrome.

***        SARA CATHERINE MARY CHARLESWORTH                                                                             XXN MR WARD

PN2544    
It goes on and writes an even longer list.  It then talks about needing to demonstra
understanding (indistinct) dementia.  When you say you should have a more deve
classification structure, is it that you want that type of detail about the competency
they're holding actually set out in the award?‑‑‑What I mean by a more developed
classification structure is at the moment we've got what you could describe as a re
compressed classification structure, absolutely minute relativities in terms of wag
between them.  Inadequate classification descriptors, in a classification descriptor 
think one would expect to find the kind of detail that you have read out, but you w
competency to deal with people with dementia, and to be able to manage agitation
I've actually witnessed this in dementia units across Australia and seen people wh
their own bat gone and down a Certificate IV in Dementia, not paid for by their em
not paid a cent more for doing this, who are highly skilled in being able to de‑esca
situation, particularly what's known as 'sundowning.'  So towards the end of the da
one person might get agitated, which will then set off everyone in a particular room
moving very quickly, take that person out, maybe walk them around, just talk to th
very quietly, help calm them down, which is incredibly important.  Now, that com
from the acquisition of competencies.  It also comes from considerable experience
understanding that you don't – it's not one size fits all.  Different people have diffe
forms of dementia.  You may have the same form of dementia, but how it manifes
particular individual is very different, and the work in that de‑escalation and mana
highly skilled.  When you see workers do that, they've got to take time off the floo
that, and meanwhile there's not enough people to do - you know, getting people dr
ready for bed or ready for a meal, so - - -

PN2545    
You'd agree with me, wouldn't you, that the competency to de‑escalate in those sit
a competency that I am grounded in when I do my Certificate III?‑‑‑If you've don
dementia, but workers themselves who have – so, a lot of people in aged care hav
there for a long time, so the content of what was in their Certificate III may be ver
different.  Australia went down the route of privatising, you know, the training, th
the Cert IV training, which if you talk to providers, there were some that they said
absolutely inadequate training, and they had to then spend a lot of time with work
training them on the job in terms of being able to do these things.  But the docume
you've provided me were generated in April this year, so these new sets of compet
some people working within aged care may not have done this formal course.  Typ
they were not really doing much to do in terms of detail with dementia, and that's 
people have opted to do Certificate IV which is specialised - - -

6172



***        SARA CATHERINE MARY CHARLESWORTH                                                                             XXN MR WARD

PN2547    
You'd agree with that?‑‑‑I would agree with that.

PN2548    
What I'm asking you is this, and I agree this is - I think the HSU the other day des
Certificate III today as modern, contemporary and robust.  It might be very differe
Certificate III in 2000, I accept that as a proposition?‑‑‑Mm‑hm.

PN2549    
When you say you want a comprehensive skill classification structure, you accept
that a large number of the competences that are being exercised emanate from the
Certificate III program, inclusive of the 120 hours practical demonstration?‑‑‑Yes,
skills and experience.  The second part - - -

PN2550    
Can I hang onto experience for a minute because I'm really interested in experienc

PN2551    
MR GIBIAN:  The witness should be allowed to finish her answer to the question

PN2552    
THE WITNESS:  Do I go on or - - -

PN2553    
JUSTICE ROSS:  No, no, just deal with the answers you've got.  You can deal wit
examination, but Mr Ward, just be aware, if you don't let the witness finish, it'll be
with in re-examination and you'll have no opportunity to say anything about it the

***        SARA CATHERINE MARY CHARLESWORTH                                                                             XXN MR WARD

PN2554    
MR WARD:  That's fine.  I assume it's going to be dealt with in re-examination an
You talked about experience.  In your professional opinion as an academic looking
at what point does somebody become fully competent on the floor in terms of bein
personal care worker?‑‑‑That is going to depend on a number of factors.  Somethi
people don't think much about is you need time in which to exercise your skills.  S
can have - you can have completed this particular unit here and if you - the way th
organised at the particular facility where you're working or the home care service 
you're working, and you're not given time, for example, to do that de-escalation, th
don't get to exercise your skill.  A lot of it depends on the degree of supervision an
that you get if you're in residential aged care that you might get from an enrolled n
although we've lost them from the system.  A registered nurse, we've also lost them
the system.  But in terms of that additional on the job training is really, really impo
because you are dealing with real people, diverse people, different people and you
experience using these competencies in a range of situations.  It's not like learning
a widget and then you just get better and better at making the widget.  We're dealin
real people, and these real people often have real relatives, so you often see worke
to negotiate between the individual resident and client and the expectations of fam
members.  So, it's quite complex work, but the better providers, and I have typical
access to the better providers, try and provide that on the job training and that opp
for people to learn and to exercise their skills in a diverse range of areas.  So, as y
a are a lot of large aged care pro iders no ha e a closed dementia nit and t pi
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Are you suggesting that 120 hours practical in my Certificate III is no sufficient to
competent?‑‑‑Well, it gives you a basis but you've got to be able to demonstrate yo
competence and in aged care you have to demonstrate your competence every day
people, and as I said these real people are very, very different.

PN2556    
So, hours on the job is more relevant than just the effluxion of time.  So, the fact t
might be on - I might be Cert III plus a year for me might be very different to wha
plus a year means for somebody else, depending on the number of hours I've actua
on the job?‑‑‑Not just hours, the amount of time that your employer has allowed y
exercise your skills is also a crucial factor.

PN2557    
Thank you for that.  Thank you for that.  You talked a minute ago about Cert IVs. 
view that to work in a specialised dementia unit I need a Cert IV?‑‑‑If I could be -
was referring to earlier was the system that they now have in New Zealand where 
their classification structure to the attainment certificates.  So, you start with nothi
you get Certificate II, Certificate III, Certificate IV, and there are meaning relativi
terms of pay between those.  And when you have Certificate IV then you are able 
and are given work typically a lot in dementia care, so that the training is very imp
as I said so is the opportunity to exercise your skills and the experience of workin
diverse set of clients.  And indeed the supervision and support that you might get 
immediate manager in terms of doing that.

PN2558    
In New Zealand, do they pin things to the certificate process because the certificat
is free from gender bias?‑‑‑No, it's a set of recognised stepping stone of the compe
and it was the New Zealand decision in their pay equity settlement quite a number
ago to come up with a new classification structure.  New Zealand doesn't have the
advantage of Australia with an award system, so because there's no award system 
people are just paid the minimum wage, they provided an opportunity, a substantia
opportunity for enhanced wages but those wages are locked to stepping up from, y
an initiative process from Certificate II, Certificate III, Certificate IV.  And Certifi
sitting at the highest level of direct care workers.

***        SARA CATHERINE MARY CHARLESWORTH                                                                             XXN MR WARD

PN2559    
Is that a construct you favour personally?‑‑‑Personally, I think that there are some
were - if it were fully funded and New Zealand while better than Australia hasn't f
funded aged care.  So, they do as we do in Victoria in terms of the school system. 
on an average - an average kind of set of skills.  So you assume that you have, you
certain proportion of Cert II, Cert III, Cert IV, but because the New Zealand system
workers when they get to Cert IV, you've got an increasing number of works sittin
IV, which means that that particular agency that's got a lot of people sitting at Cert
properly funded.  It's not funded on the basis of having 100 per cent of its workers
IV.  The assumption is made that they'll have, you know, evenly spread between C
Cert III, Cert IV.  So, they are underfunded which has a perverse impact, which ha
found in several evaluations of workers once they get to Cert IV get fewer hours o
because they're more expensive to employ.

PN2560    
Thank you. That wasn't quite what I asked. Do you favour a classification structu
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I wasn't suggesting that, no.  But you see it as an important building block?‑‑‑Imp
building block, certainly.

PN2562    
Can I take you to paragraph 58 of your statement?‑‑‑Fifty-eight, yes.

PN2563    
You say in paragraph 58 'decent pay'.  Can you tell me what decent pay is?‑‑‑Dece
pay that recognises the skill of the work that you're doing.  Decent pay is sitting ab
you would know that most aged care workers, their wages are, you know, two, ma
$3 above the national minimum wage.  That, in my view, is an unacceptable form 
remuneration for the work that's done.  And study after study, including my own w
shown that the conditions of work create the conditions of care.  Now, in Australia
most developed economies, we expect and demand good quality care for older peo
are all happy to demand that .  We haven't been happy, as a society, or indeed as a
government, to ensure that there's the pay and working conditions that will provid
And one of the most - one of the strongest reasons is that we need to keep people 
system, and if you have a turnover you lose continuity of care and continuity of ca
central to good person centred care, relationship based care, which is also somethi
we have as a country officially embraced.

***        SARA CATHERINE MARY CHARLESWORTH                                                                             XXN MR WARD

PN2564    
So, you don't have a number in mind when you say decent pay.  It's just more than
today?‑‑‑Yes, but I would - I think that the New Zealand system where they went 
you know, $15 minimum wage to, you know, sitting at about - going in at 23 and t
up to just under $30 an hour by the time you hit Certificate IV is a good start.  Bri
Columbia where I've just been as part of COVID have decided the government ha
up wages to the public sector wages paid to people in the nursing homes that are r
British Columbia Provincial Government.  So, yes, decent pay is living pay.  It's m
both of the base rate.  It's also made up of sufficient hours.  Australia - - -

PN2565    
You will have to help me, I don't know.  Does New Zealand have a set of awards l
setting minimum rates?‑‑‑No.

PN2566    
No further questions.  Thank you, Professor?‑‑‑Thank you, Mr Ward.

PN2567    
JUSTICE ROSS:  Re-examination, Mr Gibian?

RE-EXAMINATION BY MR GIBIAN                                               [10.20 AM

PN2568    
MR GIBIAN:  Thank you.  Professor Charlesworth, can you hear me - - -

PN2569    
DEPUTY PRESIDENT ASBURY:  Sorry, Judge, before the re-examination could
a question of Dr Charlesworth?

PN2570    
JUSTICE ROSS C t i l
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I just wanted to ask you about paragraph 56 of your first statement which is on pa
of the hearing book?‑‑‑Yes.

***        SARA CATHERINE MARY CHARLESWORTH                                                                            RXN MR GIBIAN

PN2573    
That comment that you make at the end of the paragraph about the lack of sufficie
practice skills that personal care workers have, could you just tell me your view ab
whether the lack of time to practice the skills has fed into the undervaluation that y
evidence about?‑‑‑It's actually a very good question.  To the extent to which there 
and also as I had at the beginning of that paragraph expressed by the Royal Comm
that we've got an under-resourced and under-skilled workforce, my point in respon
that is that it's simplistic to say this workforce is under-skilled.  As I've set out her
got - a vast majority of workers in the system have got Certificate III, so we know
they've got some level of competencies, formal competencies, but one has to be ab
have time to practice skills, and so in that example I gave before of someone, you 
coming off the floor and working to de-escalate an agitated resident, meant her tw
colleagues were left with 20 residents trying to feed them, not all of them who we
feed themselves, so that placed extraordinary stress on them.  She made that decis
it because she realised that otherwise everyone was going to be - there'd be, you k
of agitation and a lot of distressed residents which would take a long time to calm
down.  So you see this fairly constantly.  I've shadowed workers around say in res
aged care, also home care.  They are running.  They are running from person to pe
somebody says, 'Look, can you just speak to me.  You know, my son's been in, I'm
upset.'  And they'll say, 'I'm really sorry, I've got another six people to get dressed,
know, bath' - et cetera - and they can't go back to that person.  Now, I get concerne
you talk to workers, it leaves them in a state of moral distress.  They feel that they
provide the kind of care that they know is needed.  They don't have the time to sit 
engage with somebody who's feeling miserable because, you know, something up
has happened to them.  So time is absolutely crucial to the exercise of skills.  We d
expect a fitter and turner to produce the (indistinct) or whatever they're doing, you
five seconds.  We allow a certain amount of time.  We know it takes X minutes, X
do something, and that time is allowed.  It doesn't happen in aged care.

PN2574    
Do you think that that's a function of payment, or is it a function of the nature of t
and it not being recognised?‑‑‑It's a function of chronic understaffing, one, and it i
that contributes to the nature of the work that's being done and a degree of respons
that workers have to take on to manage those situations.

PN2575    
Thank you.

PN2576    
JUSTICE ROSS:  Anything arising, Mr Ward?  Re-examination?

***        SARA CATHERINE MARY CHARLESWORTH                                                                            RXN MR GIBIAN

PN2577    
MR GIBIAN:  Thank you.  Professor Charlesworth, I think there were just three m
The first was you were asked some questions by reference to paragraph 62 of you
statement, and particularly the opinion that you express in the first sentence of tha
paragraph, 'That increasing (indistinct) rates needs to be accompanied by a compr
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though is who you're working with, and I note that in the former New South Wale
Care Services Award and indeed in local government enterprise agreements in Vic
particular there are distinctions made about the kind of work that you can do and w
whom you are doing it.  So if you are working with someone for example with Pa
Disease or someone with, you know, uncontrolled body movements, what might b
simple shower becomes far more difficult and more complex than it might be with
somebody who is much more physically able, even if they have dementia.  So that
but it's not everything.

PN2578    
Yes, thank you.  You were then asked some questions by reference to the Certifica
qualification in individual support, and it was suggested to you that the competenc
required to undertake personal care work reflect those that are dealt with or covere
Certificate III qualification, and in answer to that question I think you said they pr
ground or a basis, or a grounding, but then you started to say and the skills and ex
Was there more you wanted to add in relation to that question?‑‑‑No, just to - for e
something that I don't see there, and I've only looked at it very quickly, aged care,
the most common things that happens, clients and residents die.  Workers are invo
the provision of end of life care.  They also then have to if you like after a client o
dies need to pick themselves up and often they are simply not supported.  There is
inadequate supervision and support for the nature of the work that's done, and I th
end of life care is particularly tough for workers, because the way in which you pr
good quality care is through developing and maintaining a relationship with an old
person, and to be able to manage that, to be able to regulate your own emotions an
own degree of involvement requires skill, and so I would, you know, if I'm lookin
what's sitting here I would like to see something about end of life care.  But it also
time and support.  So I've spoken to aged care workers who on their own time hav
and sat and held the hand of someone who's dying because there's no family mem
available and everyone's too busy, and they've simply stayed back on their own tim
that.

PN2579    
Yes, thank you.  You were shown two documents in relation to the Certificate III
qualification, the first being - it's CHC33015, the Certificate III in individual supp
think there was some confusion about the documents, but you were then shown an
document related to the unit, 'Provide support to people living with dementia'?‑‑‑Y

PN2580    
I just wanted to ask, are you - which I think was identified to you as one of the ele
units within the Certificate III - - -?‑‑‑Mm-hm.

PN2581    
Do you have knowledge as to whether the extent - whether and the extent to which
with a Certificate III would have either had the opportunity or completed that part
on - in providing support to people living with dementia as part of a Certificate III
qualification?‑‑‑No, I don't, and as I responded to Mr Ward, it would depend on th
when people acquired their Certificate III and whether or not they acquired it, you
through one of the fly-by-night operators that seemed to people the vocational edu
area for a time here in Australia.

***        SARA CATHERINE MARY CHARLESWORTH                                                                            RXN MR GIBIAN

PN2582
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I think in answer to - in relation to the example in British Columbia, you referred 
of care workers having been - I think you used the expression, 'levelled up', to ma
- -?‑‑‑It's (indistinct), yes.

PN2584    
Yes, to match those I think you said in government facilities?‑‑‑Yes.

PN2585    
Do you have any knowledge of the degree or amount of the increases that occurre
British Columbia?‑‑‑In Canada, industrial relations or employment law is set at th
provincial level, so each province has its own minimum wage.  So in British Colu
minimum wage is $15 an hour and the way in which you get higher wages is to w
unionised workplace.  So the entry level for personal care workers in government 
sits at about $25, $26 Canadian an hour and the minimum rate of pay, as I said, is 
hour.  The enterprise agreements, like us they've got an individualised system, uni
agreements with profit providers I'm advised sit at around about, you know, $20 to
hour.  Not-for-profit providers tend to be slightly higher - $23, $24 an hour.  So th
to - and the commitment in the last budget of the province of British Columbia to 
wages will make a really substantial difference.  The government there has said th
ongoing commitment beyond COVID.  It was initially introduced as a COVID me
attract and retain people and to ensure that single-site working became viable for w
But they've decided to continue to do this.

PN2586    
Thank you, Professor Charlesworth.  That's the re-examination.

PN2587    
JUSTICE ROSS:  Thank you for your evidence, Professor Charlesworth.  You're
excused?‑‑‑Thank you.

<THE WITNESS WITHDREW                                                          [10.32 AM]

PN2588    
JUSTICE ROSS:  Call the next witness, Professor Meagher.

PN2589    
MR GIBIAN:  I understand she's logging in now.

PN2590    
THE ASSOCIATE:  Ms Meagher, can you see and hear me?

***        SARA CATHERINE MARY CHARLESWORTH                                                                            RXN MR GIBIAN

PN2591    
PROFESSOR MEAGHER:  I can hear you and I'm starting to be able to - yes, I c
everybody now, yes.

PN2592    
THE ASSOCIATE:  Can you please state your full name and work address?

PN2593    
PROFESSOR MEAGHER:  My name is Gabrielle Anne Meagher and I my work 
the School of Social Sciences in the Faculty of Arts at Macquarie University.
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PN2595    
MR GIBIAN:  Thank you.  Professor Meagher, can you hear me?‑‑‑Yes, I can, yes

PN2596    
Thank you.  Can you just repeat your full name again for the record?‑‑‑Gabrielle A
Meagher.

PN2597    
Your current position?‑‑‑Professor Emerita in the School of Social Sciences at Ma
University.

PN2598    
You've prepared two witnesses statements for the purpose of these proceedings, th
those dated 31 March 2021, which annexes a research report of the same date?‑‑‑Y

PN2599    
Do you have a copy of that with you?‑‑‑Yes, I do.

PN2600    
Have you had the opportunity to review that statement and report?‑‑‑Yes.

PN2601    
Is it true and correct to the best of your knowledge and recollection and does it rep
your opinion?‑‑‑Yes.

***        GABRIELLE ANNE MEAGHER                                                                                                      XN MR GIBIAN

PN2602    
That's the first witness statement of this witness upon which we seek to rely.  For 
purposes of the record it's document 111 within the digital court book, the stateme
at page 3112 and the report starting the following page, page 3113.  Professor Mea
also made what's termed a supplementary statement of 27 October 2021, annexing
supplementary report dealing with home care issues.  Do you also have a copy of 
you?‑‑‑Yes, I do.

PN2603    
Have you had the opportunity to review that report?‑‑‑Yes, I have.

PN2604    
Is it also true and correct to the best of your recollection and represents your
opinion?‑‑‑Yes, although I did just discover in rereading it just three numbers are t
the wrong place in one of the tables.

PN2605    
I think that is table 1 on page - it's page 9 internally - sorry, table 2?‑‑‑Table 2, yes

PN2606    
It's digital court book page 3221?‑‑‑Yes.

PN2607    
It has both a page 9 and a page 13 at the bottom of the page but I think it's page 9 
report.  What were the corrections that you wanted to make to that table?‑‑‑So in t
home maintenance in the first grey block it says, 'Home maintenance 368', then it 
per cent' then it says '13 per cent' That 13 per cent should say 5 per cent
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Is there then a further correction that needs to be made?‑‑‑Yes, yes - then just belo
where it says 5 per cent, that should read 2 per cent.

PN2610    
I understand?‑‑‑So just transposition errors there - sorry about that.

PN2611    
Yes, with those corrections is the statement and the report true and correct to the b
your knowledge and represent your opinion?‑‑‑Yes, yes.

PN2612    
That's the second report of this witness that we wish to have as part of the evidenc
document 112 in the digital court book.  The statement itself is at page 3209 and t
starts at page 3210.  I was just going to note that I think that the index to the court
notes this statement commencing at page 3264.  It should be at page 3209, in case
any confusion in relation to the report.

PN2613    
JUSTICE ROSS:  Thank you, Mr Gibian.

***        GABRIELLE ANNE MEAGHER                                                                                                      XN MR GIBIAN

PN2614    
MR GIBIAN:  Thank you, Professor Meagher.  Mr Ward, who you should see in o
boxes on the screen, is now going to ask you some questions?‑‑‑Yes.

PN2615    
JUSTICE ROSS:  Mr Ward.

PN2616    
MR WARD:  Thank you, your Honour.

CROSS-EXAMINATION BY MR WARD                                         [10.39 AM

PN2617    
MR WARD:  Is 'Professor' sufficient?‑‑‑Yes.  Yes, fine.

PN2618    
Thank you.  Professor, my name is Nigel Ward and I appear in this matter for the 
interests, so just understand where I'm coming from before I start.  Do you have y
in front of you?‑‑‑Yes, I do.

PN2619    
I wonder if I could ask you to go to page 8.  There's a heading which says, '7. Wor
issues in residential care class.'  (Indistinct) there?‑‑‑Page 8?

PN2620    
Yes?‑‑‑Sorry, I don't see that heading on page 8.  Could you just give me the head
again, please?

PN2621    
It's, '7. Work value issues in residential aged care'?‑‑‑Yes.  Okay.  Yes, that's on pa
yes.
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My copy reads as follows – it says:

PN2624    
The characteristics of the residential aged care workforce and residential aged
services have affected the valuation of care work in the sector, resulting in low 
pay.

PN2625    
Do you see that?

PN2626    
MR GIBIAN:  I'm sorry, I don't know where Mr Ward is at either.

***        GABRIELLE ANNE MEAGHER                                                                                                     XXN MR WARD

PN2627    
THE WITNESS:  No.  Sorry.

PN2628    
JUSTICE ROSS:  He's in the executive summary section.

PN2629    
MR WARD:  It's point 7 in the executive summary?‑‑‑Yes, I see.  Yes.  It's page 4 
executive summary, yes.

PN2630    
For some strange reason my copy says page 8, but that's okay?‑‑‑Sorry, I'm lookin
should use my statement.  I'm looking at my – I should use the statement that's go
– the previous – you know, the other things in front, because it's got different page
numbers.  Okay, so I'll use that as a guide.  Yes, page 8; yes, I see now.  Thank you
about that.

PN2631    
Yes, bear with me, I'm using your research report document?‑‑‑Yes.  Yes, I've got 
Thank you.  Yes.

PN2632    
I'll just say it again.  It says:

PN2633    
The characteristics of the residential aged care workforce and residential aged
services have affected the valuation of care work in the sector, resulting in low 
pay.

PN2634    
?‑‑‑Yes.

PN2635    
Can you explain to us, when you say, 'relative pay', relative to what?‑‑‑Look, there
talking about a broader concept of undervaluation of care work, and this relates m
whether the award rates are set relative to similar – to occupations that require sim
levels of skill, or even lower levels of skill.

PN2636
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You said you're referring there to – hopefully I've understood you – you said you'r
referring there to other awards.  I'm just trying to understand which award you're c
to?‑‑‑Look, I haven't – it's not really – that remark isn't based on a forensic analys
awards.  It's based on a broader concept of the value of care work in industrial ins
in Australia, and in fact in other countries as well.  So this kind of work where peo
providing help and support to others are generally undervalued.  So they take - the
that they involve aren't well‑recognised in the payment of wages and the setting o
sorry, in the setting of wages.  So it just means that there's a kind of pervasive
undervaluation of this kind of work, in its complexity and its demands, and there's
of reasons for that that I go on to talk about - - -

PN2638    
When you say - - -?‑‑‑It's not so much – go on, yes.

PN2639    
When you say 'relative', relative to everybody else?‑‑‑Look, relative to other occu
that are – it's relative to a range of other occupations that don't involve care.

PN2640    
Right - - -?‑‑‑That may involve other sorts of work where the skills are better reco
and typically that's often in male‑dominated jobs that involve practical and technic
that are better recognised, but my analysis there – I haven't done an analysis comp
male award or anything like that.

PN2641    
Just so I can be clear, that's not a statement saying I've looked at the pay in the Ag
Award and looked at the pay in the Building Award; that's not what you're saying?
specific as that, but it's a generally – so, through all sorts of statistical analyses tha
been done on Australian labour market data and on labour market data in many ot
countries, it has been determined that there's a – relative to the skills required and 
educational requirements and so on, on various objective measures of workers pro
- that workers in care‑related jobs are underpaid relative to workers in other jobs t
involve care, where all those other things are the same.

PN2642    
Yes, and I'll come to that - - -?‑‑‑To some extent.

PN2643    
I understand that, but I'm just trying to clarify that that's - when you say relative, y
comparing minimum award with the minimum award?‑‑‑No.  I mean, there are a c
places in my reports where I do compare directly with awards, so there's – about a
also about administrators in the aged care system, compared to other roles, but in 
of the personal care workers who are doing the care work, I haven't done an award
analysis.  No, that's not my area of expertise.  I'm more – I have more knowledge 
big studies in sociology and economics that make the statistical comparisons acro
populations.

PN2644    
Thank you, Professor.  Can I take you – I'm only going to take you to certain parts
I have limited time, so just bear with us.  Can I take you to the paragraph directly 
what I've just taken you to?  It says:

***        GABRIELLE ANNE MEAGHER                                                                                                     XXN MR WARD
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Nobody disagrees with that.  I think we all agree it's somewhere around 86 per cen
we all agree on that.

PN2647    
International research has shown that female-dominated occupations tend to b
less than male‑dominated occupations, taking into account educational require
and other factors that objectively influence work productivity.

PN2648    
I just want to cut that into a few parts, if you can help me with it?‑‑‑Yes.

PN2649    
Again, that international research I take it is looking at actual rates of pay, not wha
talking about in this case, minimums?‑‑‑Yes, it's looking at people's earning, takin
account their hours and their education and so on.  Yes, it's not looking at – but it 
into account things such as their hours of work, for example.  Yes.

PN2650    
As in the total number of hours of work for one group versus the total of the other
Look, it says we're going to compare the incomes of a large group of people.  We 
compare people doing care work with people doing other sorts of occupations.  No
going to use statistical techniques to hold constant the amount of education they'v
hours they work and so on, so that we're really just comparing their earnings relati
their occupational category, and we find that people who are doing the care work 
less than people doing other jobs; all these other things being held constant.

PN2651    
I'd like to come back to that theme.  You then say in that paragraph:

PN2652    
Taking into account educational requirements and other factors that objectively
influence work productivity –

***        GABRIELLE ANNE MEAGHER                                                                                                     XXN MR WARD

PN2653    
Can you just sort of help me unpack that so I understand it better?  When you say
'educational requirements', I take it you're suggesting that there's some objectivity
that?‑‑‑Look, I guess how these studies work is that, you know, they take data, but
and it sort of comes from two directions, as I understand it.  One direction is that t
attempts in international statistical collections to sort of harmonised what does a C
III in Australia mean compared to a - just for argument sake - a Certificate III in A
compared to another - an entry level vocational qualification in other countries.  W
would that be called?  And then when someone says I've got this on a survey, we a
them to this category.  That sort of thing.  So, they're objective in the best - in the 
there's an attempt to harmonise the data and give a like category to a like response
survey, for example.  Yes, go on.

PN2654    
No, I was just going to get you to develop that.  It's not that education itself is an o
criteria.  It's that you've harmonised the education across the survey?‑‑‑Look, educ
one of the - so, when economists and, you know, sociologists working with labour
try to measure something like the skills people exercise in their work, a proxy mea
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and to work out how - to work out the level of skill required in a job through all so
techniques.  One sort of proxy measure is the amount of education that's required.

PN2655    
Can I put it to you a different way, just to see if I understand that.  Your first propo
that care work's undervalued.  You've said that and you've explained in your repor
detail why you hold that view.  If - and it seems to be that it's the nature of the wo
the gendered nature of the work in doing that, I think I'm right in how I've describ
Can I just understand this issue of education being a proxy measure.  If all other th
equal, you would want to see a female with a Certificate III and a male with a Cer
III, you would say they should have, all other things being equal, the same rate of
pay?‑‑‑Look, not necessarily.  I guess - I guess what I'd say is that education is on
of what economists call human capital.

PN2656    
Yes?‑‑‑And that should give an indication of the level of skill required in a job.  B
not capture that, and I think it's also important to think about whether or not the - 
this is - again, this is not - this is not something that I have made an intense study 
not - you could - there could be questions asked and I haven't done this research m
there could be questions asked about how the skills captured in something like a C
III, whether they might also reflect the same kind of problem that I'm talking abou
if you think about a skill that might be mentioned in a Certificate III for a care wo
you, you know, make ethical decisions and things like that.  Whereas in a - in a tra
certificate it might say that you can - that you can do a certain procedure.  Now, w
they are equal that is - that's an open question.  So, I would be concerned about as
that Certificate III captures everything about the skills and the level of advanced, y
sort of cognitive and judgment requirements that might be - might be made just be
they've both got the same title.

***        GABRIELLE ANNE MEAGHER                                                                                                     XXN MR WARD

PN2657    
No, that's very helpful.  So, you're saying that not all Certificate IIIs might necessa
the same?‑‑‑Yes, yes.

PN2658    
Okay?‑‑‑But if you're doing a - so the other thing about statistical models is, on th
hand you've got this attempt to harmonise and what have you and on the other - on
hand you've got these very big numbers.  So if something comes out of a study tha
that's looking at thousands of data points and it finds a - it finds a gap that can't be
explained by the - by the things that the model has in it to try and explain, and you
that leftover gap, the only - when you've divided them by male and female and we
that they're in different kinds of occupations, that's the other thing that gives some
robustness and some confidence to the measurement because - do you see my poin

PN2659    
I think what you just tried to say to me is something like this.  That when you crun
these big data sets, you try and take out of the data sets all of the things might rati
explain differentiation, and if you're left with a difference - the difference equals g
that what you're trying to tell me, in a very (indistinct) - - -?‑‑‑Sort of, that's right. 
right.  Because then - and then there are these other.  I mean look, and even since 
reports, I was just looking yesterday and I - I mean I can't give you, without gettin
now and taking a lot of time and reading over them again. But it's an ongoing are
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I'm not asking you to at the moment, professor.  I'm just - - -?‑‑‑I wouldn't be cros
examined on them.

PN2661    
(Indistinct).  Can I just take you to the next page, if I can, under the heading
'Conclusion'?‑‑‑Yes.

PN2662    
And I think the last statement I've got under the heading, 'Conclusion' is:

PN2663    
The current award does not recognise the range of skills and responsibilities ag
workers exercise in providing high quality care to older people.

PN2664    
?‑‑‑Yes.

***        GABRIELLE ANNE MEAGHER                                                                                                     XXN MR WARD

PN2665    
When you say it doesn't recognise, are you saying there it doesn't explain the skill
you saying - is that your way of saying they don't get paid for them?‑‑‑It's my way
they don't get paid for them.  And it's to do with this kind of problem to do with
understanding the sorts of things that care workers do are skilled, and they do - th
exercise responsibility and judgement even in sort of low level occupations that ar
not grasped by the industrial instrument.

PN2666    
So, can I just - I'm just trying to understand what that means in the context of a
classification structure.  Is what you're saying that the structure might very well un
the physical task but it's not properly understanding the intensity of what's involve
actually engaging with the resident in any given moment, in any given circumstan
could be determined by their acuity, it could be determined by their personality or
be determined by their mood on the day.

PN2667    
That's certainly the latter about the sort of interpersonal demands are not recognis
whether it captures the physical demands, I couldn't - I would be on less certain gr
about making strong comments there because my area's more on these - things to 
judgment and relationship based care.

PN2668    
When you use the word responsibility in that paragraph, are you - are you talking 
fact that when as a care worker I'm alone with a resident I hold a responsibility for
providing the personal care in that situation?  I'm just trying to understand what yo
by responsibility?‑‑‑I do mean that but I guess there are other responsibilities that 
in the day's work.  I mean if we're just talking about residential care or also about 
care, about sort of decision making and around prioritising tasks and clients and so
think they also could be categorised as responsibilities.  I think there's just a range
that need to be negotiated in the moment with the person and you need to - you ne
responsibility for what you're doing in that moment and for that person's welfare i
moment.  It can be - yes, that are quite significant.  Even if people are doing them
every day I think they're quite significant for the welfare of the person that you're
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PN2670    
Acknowledging that I'm doing that work under indirect supervision you would ag
that acknowledges that I have some personal responsibility that I'm exercising?‑‑‑
Indeed.  And even certainly in residential care, but more so in home care there's a 
indirect responsibility - indirect supervision.

***        GABRIELLE ANNE MEAGHER                                                                                                     XXN MR WARD

PN2671    
Yes, because I'm by myself in the family home, and while I might have protocols 
help I don't have somebody, a colleague ready on hand to help me if I need them?
you have to make a decision about when to call for help.

PN2672    
Yes, of course you do.  Well, I presume - I think the evidence in this case is that th
of rules as to when people call for help, but you're right, within those rules I have 
exercise my judgment, don't I?‑‑‑Yes.

PN2673    
Yes.  Can I take you to another page and hope I can get you there - - -?‑‑‑Yes, yes.

PN2674    
I'm sorry, the version I have got is the one I scribbled all over it.  If I can ask you t
on in that document we were in - - -?‑‑‑Yes.

PN2675    
- - - and I'm going to have a guess at this.  I think it's page 19.  It's the heading '6.1
occupational profile'?‑‑‑What number is the heading?

PN2676    
6.1?‑‑‑Yes, got that one, yes, page 19.  Yes, got that, yes.

PN2677    
Just bear with me.  Above 6.1 is the beginning of 6 and you're talking in there abo
impact of the sector trends on care work in residential aged care?‑‑‑Yes.

PN2678    
And you actually make a concluding remark just before 6.1, and the concluding re
in these terms, having discussed those changes.

PN2679    
These changes significantly increase in the skills demands and level of respons
work in residential aged care (indistinct) multiple dimensions and occupations
by the award.

PN2680    
?‑‑‑Yes.

PN2681    
I am not trying to ask a trick question, I'm just trying to understand.  When you sa
'increase in the skills demands' are you aware whether or not the - and I will use th
Certificate III as the base, but I might go to others - does the Certificate III current
all of the competencies I need to be a personal care worker, or are there competen
o tside? I'm not I don't kno eno gh abo t hat's in the Certificate III
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I do, yes.

PN2683    
And then about two-thirds down the page you then make a summary again.  You s

PN2684    
Because of these changes in the occupational profile of direct care workforce p
care assistants are taking on tasks that were previously carried out by nurses.

PN2685    
?‑‑‑Yes.

PN2686    
I just wanted to understand the extent of that, because I think there's a little bit of 
this case about that.  As I understand it - you then talk about drugs - sorry, that mi
terrible way to describe it.  Sorry, my apologies, I withdraw it - medications.  Pain
management, you see pain management?‑‑‑Yes, although I'm not talking so much 
about giving medication, and I don't - I wouldn't - I'm just talking more about the 
and this is based on - this is based on my reading of a number of research papers a
Royal Commission report.  It's more - it's not so much about giving medication, an
something that may or may not be happening, I don't know about it, I don't have e
knowledge about that.  It's more about assessing whether people are in pain and ab
conditions of residents.  So there I cite some studies about how the role that perso
assistants have in documenting - in assessing and documenting people's pain and t
nurses would be, and other professionals would be responding to that.  So there's j
of research saying that personal care assistants have got an important role in under
because they are expected to know the patients well and to have a good understan
them and to know when they're in pain and to be able to assess their pain and repo
They have that role because of their closeness - - -

PN2687    
That could include - I think we had some evidence the other day from a personal c
worker understanding when to apply a heat pack to a resident.  Is that the type of t
you're talking about?‑‑‑Look, that could be - that could be something that they cou
speak prescribe themselves, but I'm also talking about documentation, at least acc
these research papers that I've read, that they participate in multi-disciplinary team
one study finding that they're uniquely positioned to identify pain in residents with
dementia.  So they may make their own interventions with things like heat packs o
people to move and become more comfortable.  They are also involved in the repo
pain to other professionals who might take other actions, and that's sort of monitor
is important.

***        GABRIELLE ANNE MEAGHER                                                                                                     XXN MR WARD

PN2688    
We accept that.  When you say documenting is that a reference - we've had eviden
most of them so far about filling out progress reports which identify things like th
documenting is that what you meant?‑‑‑Again I'm reporting on studies that talk ab
involvement in pain documentation.  So the specific forms they fill in I couldn't te
about.

PN2689    
That's fine.  Can I ask you to move on 6.2?‑‑‑Yes.
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service processes.  I probably wouldn't be - I mean I wouldn't be including someo
only job is a less skilled job in the kitchen.

PN2691    
That's fine, and I didn't want to suggest they were less skilled either.  But can I jus
understand what I think you just told me.  So the cook would be in that group?‑‑‑Y

PN2692    
The kitchen hand would be in that group?‑‑‑Look, I don't - I'm not sure what kitch
if they have a role.  Again this is based on research that I have read about how the
importance of food - two things; about older people's food needs and that they hav
complex food needs because of their health conditions and various needs in the ar
activities of daily living, and feeding and swallowing and things like that, on the o
and on the other hand the importance of meal times in providing a kind of - the kin
person-centred high-quality care where the daily life has got some moments of ple
and food can be part of that.  It's a kind of a psycho-social activity as well as just a
nutritional activity.  So the research that I was reading about that was talking abou
those:  the specialised demands of the nutritional needs, the activities of daily livin
and the psycho-social needs related to food which make it different from serving f
café.

PN2693    
I'll come to that.  I'm just trying to understand who is in the category to begin with
think if I'm a personal care worker and I have a resident is not ambulant and requi
assistance feeding, you would have them in the category of food service staff?‑‑‑A
care worker?

PN2694    
Yes?‑‑‑Look, I mean, I guess so - if they're helping people to eat but in a sense I w
thinking more of the ancillary staff when I was in this part of the report.

***        GABRIELLE ANNE MEAGHER                                                                                                     XXN MR WARD

PN2695    
Okay, all right, and you then say that, for example, the royal commission cites evi
food service staff - and I think you're now saying that's really predominantly the s
staff need more increasingly specialised knowledge of older people's nutritional n
special diets and the psychology of their social interaction.  Can I just pause there

PN2696    
I just want to understand if we're sort of at the same - we've certainly had evidenc
one cook so far; we might have had two, I can't remember, on Friday - is it your
understanding that the cook designs the menu?‑‑‑I don't know about that.  I don't k
about that.  My guess is there would be different in different places.  Some places 
food in, some places would have a dietician.  Some places the cook will design th
would be my guess but I don't know.

PN2697    
Do you have an understanding of what's called the international dysphagia diet
standardisation initiative?‑‑‑No, I can guess but no.

PN2698    
You're aware that everybody - I'm just going to stick with residential for a minute 
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PN2700    
That's fine, and are you aware that the care plan would normally explain how the 
should actually be prepared and that is - should it be easy to chew, soft and bite-si
pureed and the like?  You're aware of that?‑‑‑I'm aware in general that older peopl
residential care - that some people have food needs like that.

PN2701    
What I'm interested in is when you wrote this section of your paper about food ser
is the literature you're referring to - is it suggesting that the chef and their staff ma
decisions about what people can and can't eat themselves outside of the care plan?
not that I'm aware, no, and that's not - I guess this sort of research doesn't address 
kinds of questions.

PN2702    
That's fine, that's fine.  I apologise, I should have asked what countries does the re
come from?‑‑‑Mostly I sought to use only Australian research.  But I'm under oath
couldn't say every single thing in those footnotes refers to Australia but in general
say international research has found and it's applicable here, I'm really tried to find
Australian research so - I couldn't be 100 per cent sure that that's true in every car
pretty sure.  That was my aim.

***        GABRIELLE ANNE MEAGHER                                                                                                     XXN MR WARD

PN2703    
That's fine?‑‑‑I guess just one thing to say is that this kind of research doesn't reall
with - it doesn't assign people to categories that are in industrial instruments.  It's j
talking about the food system in residential care and the sorts of requirements, so 
for the food system:  who prepares the food, who helps the people to eat, who is m
sure that people get the sort of food that they can both eat and enjoy, and so on.  S
not so much focused on categories of workers in an award.

PN2704    
That's all right.  I'm just trying to understand - so this research, for instance, doesn
what the dietician does as opposed to what the chef does?‑‑‑I don't think so, no.

PN2705    
Okay, that's fine.  You then talk about - Professor, you then go on to talk about - I
apologise.  You then conclude:  'The knowledge and skills required of food servic
in residential aged care extend well beyond those of food service staff in non-care
Which non-care settings were the subject of research?‑‑‑Look, I guess - I do refer 
the General Retail Industry Award, where the - I've got my footnote there - they g
same pay.  I just think it's quite a different thing, to be cooking in a retail setting, t
cooking in an aged-care facility.  I just think my judgment, given the special need
people and the different techniques that are required and the different diets that ne
catered for and some people have got diabetes and some people can't swallow and
people have got acid-related and cardiovascular disorders and so on.  That's quite 
from cooking in a shopping mall and it requires more skills.

PN2706    
I don't want to be disrespectful to you but your observation there then is what, bas
your personal observation of food outlets in shopping centres?‑‑‑No.  I guess it's b
that's a good question.  I haven't made a study of that.
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PN2708    
Again, I'm not trying to be disrespectful, but you've not done empirical studies of
restaurants - - -?‑‑‑No.

PN2709    
No.  You then go on and talk about cleaning staff?‑‑‑Yes.

***        GABRIELLE ANNE MEAGHER                                                                                                     XXN MR WARD

PN2710    
In the research you did on cleaning staff, do you understand who actually writes th
infection control protocols for the facility?‑‑‑Look, I'm assuming it's not the clean

PN2711    
Right, but you don't - your research didn't go to who does it?‑‑‑NO, no, and again 
based on research about other people, other researchers who have gone into reside
facilities and looked at the role of cleaners and more focusing on their sort of psyc
roles as well as noting the infection-control roles.

PN2712    
Can I come on to the psycho-social in a minute, to be fair to you?  I'll come on to 
not trying to be unfair with these questions, I'm just trying to understand this
material?‑‑‑No, no.

PN2713    
I assume that the material isn't suggesting that heavy industrial chemicals are used
residential setting or anything like that?‑‑‑Again, it doesn't really go to those issue
more focused on the psycho-social role.

PN2714    
So it doesn't - - -?‑‑‑It's more about the sort of - in a sense it's about the care work 
kind of careful negotiation that might be involved in being a cleaner in a residenti
that might not be there in some other cleaning context where the practical tasks m
more or less the same.

PN2715    
So in other words, the research isn't looking at how I clean the toilet in one setting
another?‑‑‑No.

PN2716    
I'll just then come to that cycle (indistinct).  I assume you'd agree with me that cle
have always conversed with residents in aged care?‑‑‑Yes.

PN2717    
I'm sorry, I'm smirking.  I was just thinking about a personal experience?‑‑‑That w
if you're saying to me do I have research evidence that cleaners talk more to reside
they did a decade ago, I couldn't really say anything.

PN2718    
No, that's fine.  Thank you for that.  I assume when you're talking about this:

PN2719    
If I'm a cleaner I'll obviously have a routine of what I have to clean that mornin
d d it l f f th k ' id th t th t k
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PN2720    
When you say the 'psychosocial element', is that the element you're talking about,
have to go about my job while that person's present?‑‑‑Look, that's partly – that's p
largely what I'm talking about there.  I guess the other – if I was talking – if I was 
be considering something else in this context, it would be that a residential facility
home of the people who live there, and the people that are around in the facility – 
sort of psychosocial demands on them, or sort of skill and judgment demands on t
are related to them needing to attend to the fact that the people whose premises th
cleaning, it's their home, they're highly vulnerable, that someone's going to have –
of them have got dementia, and familiarity and things like that is important.  So it
being a familiar person in the environment.  So it may not just be negotiating thos
when you're in the room with the person.

PN2721    
You'd agree with me though it's always been the resident's home, hasn't it?‑‑‑Yes. 
what I would say is that maybe these kind of aspects of the task haven't been reco
previously.

PN2722    
I see?‑‑‑So it's not that that has changed; it's that - it's part of this kind of care; it's 
people who work in a residential facility, the people who have contact with the old
people, to a greater or lesser extent, depending on whether they're a nurse or a per
worker at one end or an administrative assistant at another end, need to pay some 
to the needs of the people in the facility and exercise some responsibility and care
relation to their welfare that is particular to the context of residential aged care, or
settings.

PN2723    
They all have some responsibility to the resident, and that's distinct from being in 
where we have less responsibility for the people there?‑‑‑Yes.  And that may not b
recognised in the – these are the sort of unrecognised responsibilities and skills th
talking about when we first started.

PN2724    
We had some evidence I think on Friday, and I think – I'll just use Friday as an ex
we had a cook I think who did a 45‑minute online 'Working around people with de
course.  Is that the sort of thing you were talking about?‑‑‑I'm – I - - -

PN2725    
In terms of them having to have a greater awareness.  That's a person who was a c
was given an online training course so he's more aware of people with dementia.  
awareness issue?‑‑‑I guess – look, I couldn't say anything about the type of trainin
would support people to exercise the kind of skills I'm talking about.  I guess wha
talking about is there are both regulatory and community standards about what the
care setting should be like for older people, and in that context it requires these sk
judgments from anyone who comes into contact with them to a greater or lesser ex
How they get them, how they're supposed to get those skills, that's another issue.

***        GABRIELLE ANNE MEAGHER                                                                                                     XXN MR WARD

PN2726    
Are those skills based around sort of issues of respect and empathy and those type
issues, or am I missing something?‑‑‑That's certainly part of it.
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PN2728    
I might have missed this, Professor, and I apologise if I did – is this just a set of yo
observations, or are you referring now to again some international studies when y
(indistinct) - - -?‑‑‑No, in this – let me see – mostly I'm referring to inferences tha
from reading the regulatory requirements and, you know, observing the evolution 
regulation over time and the changing – both the changing requirements of quality
assessment, but also the introduction of user charges and so on that make adminis
more complex in facilities, yes.

PN2729    
If I can just drill down on that, if you can help a little bit?‑‑‑Yes.

PN2730    
I take it that aged care facilities have always had to have quality assurance
systems?‑‑‑Certainly in the last three decades, yes.

PN2731    
Is what's changed the nature of the quality assurance system, or is it just that it's n
policed?‑‑‑I think both – well, certainly the nature of the system has changed sort 
different ways over time.  So there's a kind of learning burden on organisations an
people who have to take carriage of this work.  There has also been an increased u
information technology.  I mean, some of that could make some things easier to do
some of it means it's also learning and new skills as well with new systems.  But I
there have also been – there are also more standards are being added, as well as ch
standards, yes.

PN2732    
You used a phrase there, if you could just help me, where you said, 'the people wh
carriage of this work'?‑‑‑Yes.

PN2733    
What's your understanding in the management structure of these facilities as to wh
responsible for designing the quality assurances?‑‑‑Again, it would probably – it's
diverse sector and that would vary quite a bit would be my educated inference, bu
couldn't tell you - - -

PN2734    
Well you wouldn't (indistinct) trying to describe that?‑‑‑No.

***        GABRIELLE ANNE MEAGHER                                                                                                     XXN MR WARD

PN2735    
Professor, thank you very much for your evidence.  I have no further
questions?‑‑‑Thank you.

PN2736    
JUSTICE ROSS:  Do other Members of the Bench have any questions for
Professor Meagher?  No?  Mr Gibian, re‑examination?

RE-EXAMINATION BY MR GIBIAN                                               [11.28 AM

PN2737    
MR GIBIAN:  Yes, thank you, your Honour.  Professor Meagher, can you hear me
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part that referred to education qualifications and you were asked about the use of
educational requirements as being used in studies as a proxy for skills, or I think y
that in answer to one of those questions?‑‑‑Yes.

PN2739    
And I think you referred to studies using education requirements as a proxy, and a
objective criteria in assessing the levels of skills involved in particular types of wo
you able to give us any indication of what other objective criteria are used in studi
indicate the or describe the type of skills and responsibilities involved in different
work?‑‑‑Look, there are (indistinct) skills (indistinct) to job tasks and so on that ar
know, technical exercises that I don't have specific expertise about.

PN2740    
You just broken up a little bit.  The audio just broke up a little bit in the answer yo
gave.  I think I caught it adequately.  Would it assist the members of the Bench if P
Meagher repeated that answer or - - -

PN2741    
JUSTICE ROSS:  No, I think the point was fairly clear.

PN2742    
MR GIBIAN:  Yes, thank you, your Honour.  The second matter I just wanted to a
about briefly was you were asked some questions about food service work and cle
work particularly, and you referred in answer to those questions to the psychosoci
of that form of work undertaken by what you've referred to in the report as ancilla
workers, rather than the care workers themselves?‑‑‑Yes.

***        GABRIELLE ANNE MEAGHER                                                                                                    RXN MR GIBIAN

PN2743    
So far as cleaning work was concerned, you referred to two aspects of or two prac
aspects of the nature of that work that are relevant to the social - that were relevan
psychosocial aspect of the work being that the resident may be present when that w
to be done?‑‑‑Yes.

PN2744    
And the fact that the work is done in the context of the facility being the home of 
resident?‑‑‑Yes.

PN2745    
You were then asked whether the - an aged care facility has always been the home
residents.  You recall being asked that?‑‑‑Yes, yes, I do, yes.

PN2746    
Sorry, I should have indicated, these questions were asked by reference to - sorry, 
3142 of the court book within your first report, page number - I'm sorry, I'm actua
3143 of the court book, page number 32 of your first report?‑‑‑The number at the 
the page?

PN2747    
Yes, the number in the middle at the bottom of the page?‑‑‑Yes, I've got that page,

PN2748    
St ti t 31 b f h d k d ti b t th d l
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there's a heading about a third of the way down that page 6.3, 'providing person ce
care is a whole of staff responsibility'.  Do you see that?‑‑‑Yes.  Yes, yes.

PN2750    
I just want to ask you whether you could explain what you mean by the provision 
centred care in that context?‑‑‑Yes.  And look, it does actually relate to the issue o
a nursing home has always been a person's home.  I mean there is one sense in wh
true that a nursing home has always been a resident's home in that they have resid
But in the last - in recent years, this idea of person centred care has tried to give a 
meaning to the idea that a nursing home is a person's home, by - and it means that
of a person should be - should be organised around, as much as possible, to each p
specific needs and preferences and abilities and that they should be known as a pe
rather than a patient or a - or as a client, and that the nursing home isn't an institut
that's really what person centred care is trying to get at.

***        GABRIELLE ANNE MEAGHER                                                                                                    RXN MR GIBIAN

PN2751    
Are you able to comment on the manner in which that effects or that change in ph
as it were affects the work of ancillary staff, such as cleaning staff or the psychoso
aspect of that work?‑‑‑So, one of the things I write about that, and again this is dra
some international research is that a nursing home contains kind of private and pu
spaces and the - and it also has private and public property in that the things in a p
room are their own belongings.  And so a cleaner needs to, for example, needs to 
about how they treat a person's belongings and how they interact with the person w
might be handling their personal belongings.  Even if the person's not there, the pe
needs to feel like their personal belongings that may be very precious because they
few that you can take with you are looked after, for example.  So it goes to respec
dignity as Mr Ward was talking about before.  But in the relational dimension it al
that even the - even the cleaning staff are expected to have some kind of understan
each person as a person, and to - you know, to demonstrate that in their interaction
them, as well as in the way they treat their belongings and their space and so on.  D
make sense?

PN2752    
Yes, yes, thank you.  One other question in that respect, in terms of the aged care f
always having been the home of the resident, another change that you've referred 
elsewhere in your first report particularly is the increase in acuity and frailty of re
aged care that has occurred over the last - well, increasingly no doubt but over the
years or so?‑‑‑Yes, yes.

PN2753    
Is that a matter that, according to the research you've looked at, effects the work o
and other ancillary staff?‑‑‑I haven't - I haven't read about that.  I haven't read rese
about that so I couldn't say more about that, no.

PN2754    
I understand?‑‑‑I could speculate but I wouldn't speculate.

PN2755    
Thank you, professor.  Can I just have a moment, your Honour?   Thank you, Prof
Meagher, that's the re-examination.
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PN2757    
MR GIBIAN:  Thank you, professor.

PN2758    
JUSTICE ROSS:  Thank you for your evidence, Professor Meagher.  You're
excused?‑‑‑Thank you.

<THE WITNESS WITHDREW                                                          [11.38 AM]

***        GABRIELLE ANNE MEAGHER                                                                                                    RXN MR GIBIAN

PN2759    
JUSTICE ROSS:  We're going to take a short 15 minute break now, come back at 
12.  There is one thing that's concerning me.  So, we have a further two experts sc
three HSU officials and that's only in the remaining hour and then we have - for th
morning - and then we have on my count four union lay witnesses in the afternoon
whilst we're prepared to go past four, speaking for myself I have a commitment at
I can't avoid.  On the current rate of progress I think there's zero chance of comple
these witnesses in the time that's scheduled.  What I want counsel to discuss durin
break is which ones of those we should release and move perhaps to the next day 
the Full Bench is scheduled, which I think is 9 May for Dr Eagar.  It's either that o
accelerate.

PN2760    
MR WARD:  Can I offer some small assistance?  I've just indicated or my people 
indicating to the ANMF that we won't require one of them.  I think that's - I'm goi
the name wrong - - -

PN2761    
JUSTICE ROSS:  Well, even with that on the current rate we won't get the ANMF
until after lunch.

PN2762    
MR WARD:  I just want to say that Ms Jennings, even though she's a union officia
evidence is nearly exclusively about being a care worker.  I just don't know wheth
she's in the right category.

PN2763    
JUSTICE ROSS:  I'll leave you to talk about that and the other scheduling issues w
others, otherwise we're going to have a series of witnesses bobbing up across our 
seeking admission, et cetera, so you need to provide them with some sort of guida
when they're going to be required.  All right, well, we'll now resume at 12 noon.  A
thank you.

SHORT ADJOURNMENT                                                                   [11.40 AM

RESUMED                                                                                             [11.59 AM

PN2764    
JUSTICE ROSS:  Have you had a discussion, and if so who are the next witnesse
Gibian?

PN2765    
MR GIBIAN: Yes thank o o r Hono r e ha e J st t o matters in relation

6195



understand it, but would wish them to be dealt with today, reasonably enough.  An
then I think see how the rest of the witnesses go, but as I understand it the ANMF
that they remain available and if they're reached they're reached.  If they're not the
have to rearrange them for another time.

PN2766    
JUSTICE ROSS:  All right.  Can you just give me the order again of your next thr
witnesses, is it Ms Jennings first did you say?

PN2767    
MR GIBIAN:  Ms Jennings first, then Ms Twyford.  Hopefully we will be able to 
them before lunch.  Mr Eden would then follow, but we might have to deal with h
afternoon.  He's one of the experts.

PN2768    
JUSTICE ROSS:  All right.  We will call Ms Jennings.

PN2769    
MR GIBIAN:  Sorry, I was just going to raise a second matter.  Your Honour Pres
raised that the next date a Full Bench was proposing to sit was 9 May.  There are e
and union official witnesses giving evidence tomorrow morning, Tuesday.

PN2770    
JUSTICE ROSS:  Yes.  No, I appreciate - no, I meant beyond sort of the current s
you like.

PN2771    
MR GIBIAN:  Yes.  I understand what your Honour - yes, I understand.  Thank yo
think Ms Jennings is available now.

PN2772    
JUSTICE ROSS:  Thank you.

PN2773    
THE ASSOCIATE:  Ms Jennings, can you see and hear me?

PN2774    
MS JENNINGS:  Yes, I can.

PN2775    
THE ASSOCIATE:  Can you please state your full name and work address.

PN2776    
MS JENNINGS:  Marion Lee Jennings, and the work address is 109 Pitt Street, Sy

<MARION LEE JENNINGS, AFFIRMED                                        [12.02 PM

EXAMINATION-IN-CHIEF BY MR GIBIAN                                  [12.02 PM

***        MARION LEE JENNINGS                                                                                                               XN MR GIBIAN

PN2777    
JUSTICE ROSS:  Mr Gibian?
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PN2780    
And you're currently an organiser for the Health Services Union in Sydney?‑‑‑Yes
correct.

PN2781    
And you formerly as I understand it worked as a care service employee at Uniting

PN2782    
Can you tell us when you started as an organiser with the union?‑‑‑I started with th
in March of 2020.

PN2783    
Yes, thank you.  Now, you made two statements for the purpose of these proceedin
first of those is dated 26 March 2021.  Do you have your copy of that with you?‑‑

PN2784    
And have you had the opportunity to read that through?‑‑‑Yes, I have - excuse me

PN2785    
Is it true and correct - I'm sorry?‑‑‑Sorry, I'm just at the tail end of a cold.

PN2786    
Of course.  Is it true and correct to the best of your knowledge and recollection?‑‑

PN2787    
That's the first statement of this witness upon which we seek to be part of the evid
document 128 in the digital court book commencing at page 7688.

PN2788    
JUSTICE ROSS:  Thank you.

PN2789    
MR GIBIAN:  You also made a further statement, Ms Jennings, headed 'Reply wi
statement of Marion Jennings' dated 15 April.  Do you also have a copy of that sta
with you?‑‑‑Yes, I do.

PN2790    
Again have you had the opportunity to read that statement through?‑‑‑Yes, I have.

***        MARION LEE JENNINGS                                                                                                               XN MR GIBIAN

PN2791    
And is it true and correct to the best of your knowledge and recollection?‑‑‑Yes, it

PN2792    
That's the second statement of this witness we seek to have as part of the evidence
document 129 in the digital court book commencing at page 7712.

PN2793    
JUSTICE ROSS:  Thank you.

PN2794    
MR GIBIAN:  I think Mr Ward who should appear in one of the boxes in the scre
of you, and he's now going to ask you some questions?‑‑‑Okay.
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PN2796    
MR WARD:  Ms Jennings, can you hear me?‑‑‑Yes, I can, thank you.

PN2797    
Ms Jennings, my name is Nigel Ward and I appear in this matter for the employer
just ask you a few questions if I can.  I'm right in saying that your statement is larg
your work experience as a care services employee?‑‑‑Yes.  Yes, that's right.

PN2798    
That's fine.  Now, in your statement you tell us that you obtained a Bachelor of De
Care.  Can you explain why you got that?‑‑‑When I first started working in aged c
came into it and I felt I wasn't prepared with enough knowledge for what I was se
working in a dementia specific facility, and at the time University Tasmania had b
offering a MOOC, which is an online course, and I thought I'd do that to get a furt
knowledge, and when I completed that they at that time were trying to increase th
numbers in the Bachelor of Dementia Care, and I was offered to apply for a schola
which I did, and once I got it I just continued to do the study.

PN2799    
In your opinion what level of qualification do care workers need to work specifica
high needs dementia residents?‑‑‑I don't think going as far as a Bachelor of Deme
is required, but having completed the Cert III, having more units perhaps in specif
dementia care I think would be a requirement or something that would be benefici
residents, and for the workers themselves.

***        MARION LEE JENNINGS                                                                                                              XXN MR WARD

PN2800    
So not necessary but useful?‑‑‑Yes.  Look, a lot of it - a lot of the knowledge that y
is on the job training, but if they had that as well that would be useful.

PN2801    
Most of your evidence is about Uniting and its change in model of care.  Have you
statement in front of you?‑‑‑Yes, I do.

PN2802    
Could I just ask you to go to paragraph 13 to begin with?‑‑‑Yes.

PN2803    
You say:

PN2804    
In about 2019 while employed at Uniting they sought to change its residential c
model to the household model of care.

PN2805    
Am I right in saying that your evidence is about how that household model of care
operates?‑‑‑Primarily, yes.  That happened early - well, it happened, sorry, partwa
my working with them, but it's what is in operation now.

PN2806    
I am just going to explore that with you a little bit if I can.  You set out in a table t
number of residents and the number of FTE CSEs at any one time.  Do you see th
I d
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This operation didn't have any enrolled nurses?‑‑‑Yes, we had an enrolled nurse as

PN2809    
Was that on a particular shift or - - -?‑‑‑I'm not sure if it was during the day.  I prim
worked afternoon shifts, so my experience is around that, and we had an enrolled 
the afternoon shift.

PN2810    
Did you report to that person?‑‑‑Yes, she was also referred to as a team leader.

PN2811    
Okay.  Thank you for that.  And in paragraph 18 you say:

***        MARION LEE JENNINGS                                                                                                              XXN MR WARD

PN2812    
The low care level sections generally provide the residents with combination an
personal care, including dressing and showering and occasional nursing care.
level care residents were those who didn't require continuous nursing care.

PN2813    
By that do you mean that they didn't require a nurse to be available to them?  Wha
mean by 'continuous nursing care'?‑‑‑Continuous nursing care - I'm sorry, I'll just 
that - - -

PN2814    
Please read it?‑‑‑Okay, yes.  I was referring to that, if you go back to 16, was when
started working prior to this new model of care.  So, yes, that was more we had - t
sections were regarded as lower care and higher care.  So in that lower care sectio
some residents that were able to do some tasks for themselves, but as time progres
by the time we came into more of a household model it was more of an across the
level of care.  It wasn't distinct lower care and higher care sections by that stage.

PN2815    
When you moved to the household model did it involve any physical restructuring
building?‑‑‑Yes, yes.  We were in an older building so there was quite a fair bit of 
went on.  Some of the ramps needed to be changed for their gradients, and also fo
houses to be able to have the doors locked from one section to another.  Previously
residents could go between sections, houses.

PN2816    
So each house is a secure unit in itself?‑‑‑Yes.

PN2817    
If you look at paragraph 14 you say, 'Each household has between 15 and 20 resid
a kitchen, dining and lounge area and a laundry room.'  Do you see that?‑‑‑Yes.

PN2818    
I just want to ask you some questions about that.  Can I just start with the kitchen?
the facility you used to work in, does it still have a central kitchen?‑‑‑Yes, it does,
could clarify you on that kitchen - it was more a kitchen in I guess, to make it in a
model sense, there was no actual cooking that took place in a kitchen other than to
sandwiches and coffee making.
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PN2821    
So in terms of the residents being – eat their meals, they were still coming up from
kitchen?‑‑‑Yes, that's correct.

***        MARION LEE JENNINGS                                                                                                              XXN MR WARD

PN2822    
Would I be right in saying that when the food arrives, you would then set that food
the dining room for those residents who were sufficiently ambulant to get to the d
room, and for those who weren't, you would take it to their rooms?‑‑‑Yes, but mos
residents we actually assisted to the dining room.

PN2823    
I take it that there were some who required assistance with feeding, and you woul
done that as a care worker?‑‑‑Yes, that's correct.

PN2824    
You say that there's a laundry room.  Did you still operate a centralised laundry?‑‑
sort of changeable.  We did have a centralised laundry, and particular like faeces‑s
linen and clothes would go up to the central laundry, because they had larger, mor
industrial machines, but the residents' day‑to‑day clothes were done within the hou

PN2825    
Can I just make sure I understand that?  The sheets and the towels and things still 
the central laundry?‑‑‑Well, actually, no, the sheets and towels would go outside to
external laundry, and the dirty linen – sorry, I'm saying linen; the tablecloths woul
within – in that laundry.  Any faecied or badly‑stained clothes would go up, and a
any of the woollen or delicate things that shouldn't be put into a normal laundry w
machine would go up.

PN2826    
So towels, sheets were subcontract laundry; personal items that were delicate wou
your inhouse laundry; soiled clothes, et cetera, would go to your inhouse laundry, 
otherwise washing of clothes would be done in the household laundry?‑‑‑Yes, that

PN2827    
Did Uniting with this model still operate with centralised cleaning services?‑‑‑The
been outsourced.  That actually got outsourced during – I couldn't tell you the exa
but it was shortly after I started working for them, like within a couple of years I w
think.

PN2828    
So the person coming in to do the routine cleaning, be it the vacuuming, the clean
bathrooms, et cetera, that was an outsourced operator?‑‑‑Correct.

PN2829    
If you had a – let's say you had a major spill or something, were they on call to be
in as required?‑‑‑No.  A lot of the cleaning under this household model then chang
to the carers to do that as well.

***        MARION LEE JENNINGS                                                                                                              XXN MR WARD

PN2830    
So if somebody had an issue with an incontinent pad you would deal with that sp

6200



PN2832    
By the outsourced cleaner?‑‑‑No – well, in the dining and lounge area by the care 

PN2833    
Can I take you to paragraph 41?‑‑‑Yes.

PN2834    
You talk there about completing the questions in the ACFI.  Do you see that?‑‑‑Ye

PN2835    
Is that something that's done at the point of admission initially?‑‑‑It's done – it's an
task.  It's done initially - I think it's about two weeks after a resident is admitted, a
it's done I think it's six‑monthly, and then after residents have returned from hospi

PN2836    
Is an administration person involved in doing that?‑‑‑Look, there's quite a few diff
parts to the ACFI, and as a CSE we were really only involved in a few areas of it. 
other areas the RN took control of, and I'm not sure who else, because I wasn't inv
with that.

PN2837    
In paragraph 42 you talk about recording various information.  Is that done separa
your progress notes you make on the resident during a shift?‑‑‑For ACFIs, yes.

PN2838    
So they don't use the progress notes for that; they use something separate?‑‑‑It's so
separate, and the system had changed several times.  I think they do tie into the pr
notes as well if they wish to go back and check, but doing ACFI is a separate com

PN2839    
No, bear with me.  I'm just trying to understand.  So if you take the first one, the ti
date the resident passed urine, you would normally put that on the progress notes 
resident, wouldn't you?‑‑‑Not the passing of urine.

PN2840    
What about the time and volume of drinks consumed?‑‑‑Not unless the resident w
actually on a food and fluid chart.

***        MARION LEE JENNINGS                                                                                                              XXN MR WARD

PN2841    
We've had other evidence to say people do.  So that's not something you would be
the progress notes?‑‑‑No, not normally.

PN2842    
Can I take you to paragraph 44?‑‑‑Okay.

PN2843    
You talk there about the behavioural questions.  Is this you answering behavioural
on the ACFI form, is that what you're talking about there?‑‑‑Yes, it is.

PN2844    
So it's not about managing wandering or verbal behaviour; it's about that you wou
it? Yes it is
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I just wanted to make sure that I understand, because we had a cook give some ev
other day.  My understanding is that if a resident has food allergies, those will be i
on the resident's care plan at admission.  Is that your understanding?‑‑‑Yes, it is.

PN2847    
My understanding is that the person in charge of the kitchen is informed of that an
goes into the food allergy book, is that right?‑‑‑I imagine that's how it takes place.

PN2848    
And it's your understanding that the food allergy book is sort of kept by the chef o
cook?‑‑‑Yes.

PN2849    
In terms of your understanding of food allergies, would I be right in saying you w
about those when you did your Certificate III?‑‑‑You're taking me a long time bac
remember specifically I'm afraid.

PN2850    
So you can't answer that?‑‑‑No.

PN2851    
That's fine.  If you go down to 75, you say, 'Unfortunately I was never specifically
monitor a resident for signs of dysphagia', and I understand dysphagia to mean tha
have difficulty swallowing, is that right?‑‑‑Yes, that's correct.

PN2852    
You were never taught that in your Certificate III?‑‑‑No, not to my memory, no.  W
learnt about that was during the Bachelor of Dementia Care course.

***        MARION LEE JENNINGS                                                                                                              XXN MR WARD

PN2853    
So you did learn about that in your university course, but not in your Certificate
III?‑‑‑That's correct.

PN2854    
Were you practically aware of that before you did the university course?‑‑‑Yes, I w
of that from things I had seen.

PN2855    
And how early in your work as a care worker did you become aware of things like
dysphagia?‑‑‑It's difficult to say.  It's one of those things that sort of - you just gain
knowledge without really being aware that you've gained the knowledge.

PN2856    
You're just exposed to it and you learn as you go?‑‑‑Yes, that's correct.

PN2857    
Can I take you to paragraph 81 where you talk about care plans?‑‑‑Yes.

PN2858    
You don't say it there but I don't think you - I take it in Uniting, the registered nurs
care plan together?‑‑‑Yes, that's my understanding.
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And if there's to be a change in the care plan am I right that the registered nurse is
authorised to make it?‑‑‑Yes, and the doctor.

PN2861    
And the doctor, sorry, yes - and the doctor.  If I could ask you to go to paragraph
102?‑‑‑Yes.

PN2862    
There you talk in 102:  'I would help residents shower and change.  I would inspec
body and look for changes' and then you've set out some inclusions.  Do you see
that?‑‑‑Yes, I do.

PN2863    
Again, were you taught to do that in your Certificate III?‑‑‑I think there was proba
mention of it but I couldn't tell you specifically, I'm afraid.

PN2864    
That's fine, that's fine.  Was this something that was taught in your university degr
this was - I learned on the job.

***        MARION LEE JENNINGS                                                                                                              XXN MR WARD

PN2865    
If I could ask you to turn to paragraph 114, you talk in 113 and 114 about dealing 
aggressive behaviour, including physically aggressive behaviour.  Do you see that
do.

PN2866    
What was the procedure that Uniting had if you felt unsafe?  What was the proced
follow?  What were you meant to do?‑‑‑I couldn't tell you offhand if there was a s
procedure or just what we worked out what was best to do ourselves.

PN2867    
You were never - Uniting didn't have a procedure where you set off an alarm for p
come and help you?‑‑‑No, but you were made aware to call for assistance if you w
to and there wasn't always enough phones around.  But - - -

PN2868    
You didn't have an alarm system?‑‑‑No, we didn't have an alarm system.

PN2869    
That's fine, that's fine.  In terms of de-escalation strategies, am I right that you wo
learned de-escalation strategies when you were doing your Certificate III?‑‑‑From
when I did mine there wasn't a lot of focus on dementia care.

PN2870    
Right.  Did your university qualification cover de-escalation?‑‑‑No, but we did ha
to talk about behaviours but a lot of de-escalation strategies were learned on the jo
staff talking to other staff, telling them what would work with a specific resident, 
they've done from experience that they've found to be useful.

PN2871    
When did you feel confident in managing de-escalation strategies in your experien
man ears ere o into the job? I'd estimate that I had probabl had a good th
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PN2873    
Is that the EN you talked about earlier?‑‑‑That's correct.

PN2874    
The EN would make a decision as to whether or not they had to go in an ambulan
hospital?‑‑‑That's correct.

***        MARION LEE JENNINGS                                                                                                              XXN MR WARD

PN2875    
Would they do that independently or would they contact the RN?‑‑‑Generally they
independently.

PN2876    
Am I right in saying that while that was being organised, you would stay with the 
to make sure they remain calm and okay?‑‑‑That's correct.

PN2877    
Yes.  Can I ask you to turn to paragraph 185?‑‑‑Yes.

PN2878    
Is this evidence that you administer medications?‑‑‑No, I did not administer medic

PN2879    
Is there a reason why you didn't administer medications?‑‑‑Quite frankly because 
an incredibly responsible role and there was no additional pay for doing that role s

PN2880    
(Indistinct)?‑‑‑That's correct.

PN2881    
That's fine, that's fine.  When you're talking about the medications here in the Web
are you talking about schedule 4 medications?‑‑‑Yes.

PN2882    
I take it that there were some care workers at Uniting who administered schedule 
medications?‑‑‑Yes.

PN2883    
I think you've covered it here but can I just understand this, very, very quickly if I
think you say that the medications were kept under lock and key.  That's correct, i
it?‑‑‑That's correct.

PN2884    
Who had the key?‑‑‑They would be in - the standard medications would be in a lo
trolley in the medication room, which was locked.  That room, everyone who was
had a key to.

PN2885    
I take it that the person who was administering those medications would go to the
and remove the relevant Webster-paks for the residents?‑‑‑That's correct.

***        MARION LEE JENNINGS                                                                                                              XXN MR WARD
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PN2887    
So what you've said here on medications is just learned from observing somebody
as best as you can?‑‑‑That's correct.

PN2888    
I'll take you to paragraph 194?‑‑‑Yes.

PN2889    
You talk there about being asked to be a team leader.  You say you didn't want to b
team leader.  Am I reading that correctly?  Sorry, I'm - - -?‑‑‑No, no - you were rea
correctly.

PN2890    
I take it - was that your personal decision or were you worried that you - I don't sa
disrespectfully - were you worried you didn't have the competence to do the job o
didn't want the responsibility of doing the job?‑‑‑When I was asked it was just ask
without notice and without having been given training to do the job prior.

PN2891    
That's fine, and in 195 you talk about accepting delivery of schedule 8 substances

PN2892    
Your team leaders - can you explain to me what, 'accepting delivery' means?‑‑‑Th
pharmacist would come of an evening with the medications and there would be a 
them having to match the medications and recording the S8 drugs.

PN2893    
The S8 drugs wouldn't come in Webster-paks?‑‑‑No, they wouldn't - from memory
- - -

PN2894    
That's okay.  You might not be able to answer this but if you can fine, otherwise d
that - the pharmacist would come over and say, 'This is a pack of 20 Endone', and 
person accepting then would have to confirm that that's 20 Endone?  Is that what's
accepting them?‑‑‑I had seen it where they had to count off the drugs to make sure
they were told was actually there.

PN2895    
When you say count off the drugs literally count each pill?‑‑‑Literally count them

PN2896    
That's fine.  Then am I right the Schedule 8 drugs would be put in a drug safe or s
like that?‑‑‑Yes.  Yes, they weren't kept with the other drugs.

***        MARION LEE JENNINGS                                                                                                              XXN MR WARD

PN2897    
Thank you, Ms Jennings, thank you very much.  No further questions.

PN2898    
JUSTICE ROSS:  Any re-examination, Mr Gibian?

RE-EXAMINATION BY MR GIBIAN                                               [12.31 PM
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Uniting, and you indicated two things; firstly there was only an RN on during the 
How many RNs were there for the entire facility?‑‑‑We had - as far as I'm aware t
one during the day.  The facility was a 69 bed facility.  Sorry, excuse me, the mana
actually an RN as well, so I guess that would be classed as two.

PN2901    
And you then gave some evidence about an enrolled nurse who was the team lead
afternoon shift.  Was she the team leader for the whole facility on the afternoon sh
she was.

PN2902    
Secondly, you were asked some questions about the ACFI, or the documentation i
to the ACFI process, and in answer to those questions you said that there were cer
the personal - sorry, the care service employees had responsibility for in that
documentation.  What were those areas?‑‑‑I think it was activities of daily living. 
trying to think.  We would be taking care of their behavioural elements whether it 
verbal or physical aggression, and then their bowel and urine outputs.

***        MARION LEE JENNINGS                                                                                                            RXN MR GIBIAN

PN2903    
You were then asked some questions about the - and this was by reference to para
of your first statement - about dealing with aggressive behaviour and whether ther
alarm system and the like, and you indicated - and you were asked whether you'd 
escalation strategies and you indicated you mainly learnt them on the job, what wo
with specific residents.  What type of strategies and what different strategies work
different residents if you're able to provide any examples?‑‑‑We would have some
where the strategies would be to try to remove them to a quieter place, because of
the activities from other residents might be what could trigger them or make the b
worse.  Also if we had - you know, you knew their background, you knew certain 
that they might like talking about you try to engage them on that particular topic, 
you know, we had one resident, you know, it'd be a friendly cup of tea and sit dow
have a conversation with him and that often would calm him down.  So it was a ra
different things.  It would depend on the particular resident as to what would work

PN2904    
Thank you.  Thank you, Ms Jennings.  That's the re-examination, your Honour.

PN2905    
JUSTICE ROSS:  Thank you, Mr Gibian.  Thank you for your evidence, Ms Jenn
you're excused, and we will go to Ms Twyford?‑‑‑Thank you.

<THE WITNESS WITHDREW                                                           [12.35 PM

PN2906    
MR GIBIAN:  Ms Twyford is physically in the same building as I am in and I thin
logging in at the moment, so I assume she should be there.  I'm not sure what the d

PN2907    
JUSTICE ROSS:  While we're waiting can we make this suggestion to the parties 
are content to start at 9 am tomorrow if that assists in getting through the remainin
evidence.  So if you can give that some thought over the luncheon break and whet
convenient.
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PN2910    
THE ASSOCIATE:  Can you please state your full name and work address?

PN2911    
MS TWYFORD:  Lindy Marie Twyford, and I work for Royal Freemasons based 
Haven Masonic Village, Central Coast.

<LINDY MARIE TWYFORD, AFFIRMED                                      [12.37 PM

EXAMINATION-IN-CHIEF BY MR GIBIAN                                  [12.37 PM

PN2912    
JUSTICE ROSS:  Mr Gibian?

PN2913    
MR GIBIAN:  Thank you, Ms Twyford.  Can you just repeat your full name for th
record?‑‑‑Lindy Marie Twyford.

***        LINDY MARIE TWYFORD                                                                                                              XN MR GIBIAN

PN2914    
I think your current position is as regional food services and dining manager for
RFBI?‑‑‑Yes.  It's actually dining and food services manager for RFBI, that's corre

PN2915    
And you're also a senior vice-president of the Health Services Union New South
Wales/ACT?‑‑‑I am.

PN2916    
And you've made two statements for the purposes of these proceedings, the first o
dated 1 April 2021.  Do you have a copy of that with you?‑‑‑I do.  I have it to the 
the left of me, yes.

PN2917    
And you've had an opportunity to read through that statement, have you?‑‑‑I have

PN2918    
And is it true and correct to the best of your knowledge and recollection?‑‑‑It is to
of my knowledge and recollection, absolutely.

PN2919    
That's the first statement of this witness that we wish to have as part of the eviden
document 126 in the digital court book commencing at page 7653.  There is also a
statement which I think the version in the court book is undated, but headed 'Repl
statement of Lindy Twyford.'  Do you also have a copy of that?  I'm sorry, Ms Twy
you have a copy of the reply - - -?‑‑‑Sorry, yes, I do.  Sorry, I thought you were ta
someone else.  Yes, I have that.

PN2920    
And have you also had an opportunity to read through that statement?‑‑‑I have.

PN2921    
And is it true and correct to the best of your knowledge and recollection?‑‑‑To the
my knowledge and recollection it is
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JUSTICE ROSS:  Thanks, Mr Gibian.

PN2924    
MR GIBIAN:  Ms Twyford, Mr Ward will now ask you some questions.  He shou
in one of the boxes on the screen in front of you.

CROSS-EXAMINATION BY MR WARD                                         [12.40 PM]

PN2925    
MR WARD:  How are you?‑‑‑I'm good, Nigel, yourself?

***        LINDY MARIE TWYFORD                                                                                                             XXN MR WARD

PN2926    
I'm good - - -?‑‑‑I have been a bit nervous, but I'm sort of - - -

PN2927    
That's fine.  Can I just start with your current role, and I'm sorry, I didn't get it dow
properly, dining and health services manager?‑‑‑Dining and food services manage

PN2928    
Do I take it that that's a managerial role over the top of all 20 retirement villages r
RFBI?‑‑‑Yes, 22.  Yes, it is.

PN2929    
How many people do you have working for you?‑‑‑Myself personally I'd just over
catering side of it, and the general managers have the people under them.  Does th
sense?

PN2930    
Not quite - can you explain what you mean by that?‑‑‑Okay, well, I don't have any
working under me as - that reports directly to me.  I just cover all the sites with th
catering.

PN2931    
So what part of the catering are you responsible for personally?‑‑‑The menu plann
work clothes of the kitchens, if the facility has any concerns or problems I go out 
and work with them, work through it with them.

PN2932    
Thank you, that's very helpful?‑‑‑Sorry, (indistinct) it was confusing.  Sorry, Nige

PN2933    
That's fine, that's fine.  The job before that of head catering manager, how was tha
different?‑‑‑Well, I wasn't regional, for a start.  I was only responsible for Lake Ha
itself, for the residents there, and for the staff under me there.

PN2934    
In that job you would have had cooks working for you and things like that?‑‑‑I ha
yes - I was a cook as well.

PN2935    
You were a cook as well?‑‑‑Yes.
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PN2937    
Have you got your first statement in front of you?‑‑‑Yes, I have.

PN2938    
Can I just take you back into a little bit of history:  paragraph 10 you say you did a
catering advanced certificate.  We haven't heard of one of those before yet in this c
what - - -?‑‑‑Business catering advanced certificate?

PN2939    
Yes, what was that?‑‑‑Well, that was very similar to your Certificate III in Cookin
similar modules.

PN2940    
Yes?‑‑‑I put myself through that because at (indistinct) I was asked to cook.  I was
what to do or how to do it so I thought that I needed skills and that's got the skills.

PN2941    
Back in the early 90s that was similar to the Certificate III in Commercial Cooker
the same modules, yes, yes - it has the same modules in there as what that has, yes
accounting as well in it as well but basically it covered it.

PN2942    
So it covered the actual cooking, it covered stock (indistinct), all those?‑‑‑Yes, yes
list here of what it covers if you want me to read it.

PN2943    
Please, if you can very quickly, yes?‑‑‑Okay:  the (indistinct) environmental is the
work practices, participate in safe food handling, participate in safe work practice
and cost basic menus, prepare appetisers, salads, dishes, basic methods of cookery
dishes, meat dishes, stocks, sauces and soups, vegetables, cakes, pastries, treats, p
equipment, hygiene practices for food safety - where I worked for six months und
local health inspector - work effectively as a cook, work effectively with others, a
provide me with a nationally-recognised trade accreditation qualification at the en

PN2944    
Thank you for that.  Thank you, that's (indistinct).  But can I come back to someth
said a minute ago:  you said in your current role you're responsible for menu
planning?‑‑‑Yes - you're putting out the central menu.  We have a central menu.  Y
correct.

PN2945    
Do you do that with a dietician or - - -?‑‑‑We have a menu review.  We work in - I
team of - I involve all the other cooks or catering supervisors across RFBI.

***        LINDY MARIE TWYFORD                                                                                                             XXN MR WARD

PN2946    
Yes?‑‑‑It involves the residents, it involves the staff as well and we all have input 
is expected and they all come back to me with what they'd like in it and then it's re
by a dietician, which we do.  I've just been through that process again.

PN2947    
So your cooks at your operation will meet with you and discuss what their prefere

i ht b f th ? Y
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You would then put a draft together?‑‑‑Yes.

PN2950    
You would send that to the dietician for review?‑‑‑No, I'd send it back to - the draf
back to all of the catering supervisors, cooks, across RFBI and the relatives as wel
the final draft I put in place and then that goes to - once the menu is decided on it 
to - it goes for review.

PN2951    
Okay, to the dietician?‑‑‑Yes.

PN2952    
What is the dietician looking for?‑‑‑That we've addressed all the relevant dietary
requirements, that it addresses everything that the residents - they've accepted thei
dislikes, their proteins, their dairy products, all across the board.

PN2953    
If the dietician is not comfortable with that, what will they ask you to do?‑‑‑They'
back with suggestions and look at - but we had an excellent result.  It came back j
recently.  So they would ask - sorry?

PN2954    
I'm not surprised?‑‑‑Nigel, I'm very pedantic with that and more importantly that a
catering staff is involved in it, not just the cooks - the assistants, everybody needs 
involvement because they themselves are responsible for making sure the resident
requirements are met.

PN2955    
At RFBI you let everybody read the draft menu?‑‑‑I send it out, yes, to the cooks 
they send it - they take it to focus meetings and take it to residents' meetings.  I thi
good thing we did this time is the relatives have been involved and they had input
was very productive for us.

PN2956    
Is that a new feature, is it?‑‑‑It's just something that we thought would be good.

PN2957    
Is it your job to authorise the menu?‑‑‑Yes, yes, that's my role.

***        LINDY MARIE TWYFORD                                                                                                             XXN MR WARD

PN2958    
That's your responsibility?‑‑‑Yes and of course in conjunction - like, the regional m
have input into it, the (indistinct) - there's everybody.  I just don't take it upon my 
put in place.

PN2959    
You talked a minute ago about managing work flows?‑‑‑Yes, if for example - anot
facility might be struggling with areas, I will go out and just have a look at their p
their rostering and things like that, to assist them in that area.

PN2960    
Is it your responsibility to make sure that their operating procedures are up to date
c rrent? Is that part of o r job? It can be It's more part of the catering s per
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PN2962    
So in terms of how you might establish your procedures, be it procedures related t
safety to anything like that - are they centrally put together?‑‑‑Yes, we have a food
program that is put together centrally and that's another area too, you've reminded
helped them with their food safety audits, just like we're doing now, due to COVID
it is Zoom now and so we have a system in place, the (indistinct) system with food
So yes, that's across centrally.  That's a central food safety program.

PN2963    
If I come into work in one of your kitchens I'm inducted into those procedures?  I 
bring my own in?‑‑‑NO, that's right.

PN2964    
Can I just briefly take you to a couple of things I if I can?‑‑‑Yes.

PN2965    
Can I ask you to go to paragraph 26?‑‑‑Of the same statement?

PN2966    
Yes - you say there:  'It's necessary for food services staff to remain actively obser
residents as they are eating'?‑‑‑Yes.

***        LINDY MARIE TWYFORD                                                                                                             XXN MR WARD

PN2967    
'It's relevant for monitoring nutrition but also can be urgent (indistinct) in the even
resident is in distress or difficulty with their eating and swallowing'.  We've got di
evidence on this but are you saying that in your operation the personal care worke
be in the dining room with the residents when they're eating?‑‑‑There could be tim
when those personal carers are called away.  There's been emergencies, there's bee
staff at the moment in the industry.  All of RFBI's staff are to have - goodness me 
sorry, training and so it's very common for our staff to be in the dining room on th
and if a resident chokes or a resident has coughing or falls, then that staff has to ad
first aid.

PN2968    
So they're all - it's a rule in your business, is it, that everybody has to have first aid
training?‑‑‑Yes.

PN2969    
Is that the standard St John's Ambulance type training?‑‑‑Yes.  As a matter of fact
doing one now but we regularly go through it.  And the staff in there, you know, th
to know - they could be in there to observe what that resident, if they have a puree
if they have to have fluids and that catering assistant is on her own and she has to 
knowledge of that.  Definitely.

PN2970    
Are you like the other people we spoke to recently in the case.  A particular reside
position in the International Dysphagia Diet Standardisation Initiative scale, that's
care plan.  Is that the same with you?‑‑‑I think - are you talking about the - everyth
the care plan that the resident has, yes.  Everything.  So, that care plan also too we
dietary nutrition forms that comes to the kitchen and all catering staff, assistants a
need to know that.  They need to know - - -
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I think what we've heard already is that all of those things are in the care plan and
food allergy book normally kept in the kitchen.  Is that the same with you?‑‑‑Yes, 
yes, there's food allergies.  There's likes and dislikes, there's everything that you - 
come in, Nigel, to the kitchen and you need to work there, everything is there for y
Everything.  Knowledge about that resident, all staff need to know that.

PN2973    
Can I just - you might not know the answer to this but one of the chefs earlier said
when they leave things for the afternoon like sandwiches and things like that, they
different coloured stickers on them depending on whether or not they're gluten fre
where they sit on the IDDSI scale.  Do your people do that as well?‑‑‑We do diffe
ways.  The - as I said, our catering staff know everything about the resident.  They
they write on the stickers that they write on there what the resident's name is, they
what their diet is.  But the catering assistants because mostly if the cooks not there
evening or morning, they need to know the diet - dietary requirement for that resid
Similar thing, Nigel.  People have different work protocols.

***        LINDY MARIE TWYFORD                                                                                                             XXN MR WARD

PN2974    
Yes, so that would be in the written material that's kept in the kitchen?‑‑‑Yes.  Yes

PN2975    
And paragraph 34, can I just take you to that?‑‑‑Yes.

PN2976    
When you refer to safety skills, sorry, I apologise, safe food skills?‑‑‑Yes.

PN2977    
I think we had some evidence about how you had to maintain certain temperatures
and if you didn't what you had to do.  Is that the style of thing you're talking about
you talk about safe food skills?‑‑‑Yes, yes.

PN2978    
Am I right, the witness last time said those apply everywhere where food's served
your understanding?‑‑‑Yes, yes, every - yes.  They're very strict with it, the food a
has put that in place and it's something that our - all staff in the industry needs to b
of, definitely.

PN2979    
Yes.  Can I take you to 37.  You say:

PN2980    
Ordering at a facility level involves taking responsibility for stock management

PN2981    
?‑‑‑Yes.

PN2982    
I think you said earlier that when you did your Cert III that was part of your Cert I
you?‑‑‑Yes.

PN2983    
Yes Do o ha e central stock s ppliers? What do o mean b sorr central
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dry goods.  And the others if the milk - and different sites out there use either loca
suppliers but it's all on our - in the intranet, it's everyone, they all know who they 
from, yes.

PN2985    
So I'll just understand this.  You authorise, you sign off on a menu?‑‑‑Yes.

***        LINDY MARIE TWYFORD                                                                                                             XXN MR WARD

PN2986    
And I assume the menu then based on the number of residents in each facility exp
stock you need to actually do the menu.  Is that right?‑‑‑Yes, so what we put out b
menu is we put out the recipes for them and we don't tell them they have to use th
guide them and that's a guide and if they have their own we let them do that.  We p
ordering, what's needed for that particular recipe on stock and assist in that way, y

PN2987    
So, if I was the cook at one of your facilities I would be able to go into my dry go
and I would be able to see that if I'm preparing a particular part of the menu for to
might be getting short on flour or something like that, I would - I would place an o
online with the approved stockist for that?‑‑‑Yes.

PN2988    
I take it that - is that a kind of go online and I sort of click I need 20 of these and 3
those?‑‑‑Well, you go online or you can do it paper based.  We have both systems
we deal with a company called Epiq Wright and they set up their own system with
we don't go with anyone else in that area.  So, they go in and there's a list of produ
they can purchase and they only purchase from there.

PN2989    
In terms of the pricing of that product, you've negotiated with them at a high level
organisation?‑‑‑Yes.  Yes.

PN2990    
So, the cook's not involved in the pricing?‑‑‑No, the cook's not involved in the pri
the dry goods and the chilled goods.  If they're with the butcher themselves, we al
company called Andrews Meats where a lot of the sites go with but if the cook de
go with their local butcher to keep the local area going, then they negotiate that pr
they also communicate with me the pricing and, you know, that it's level with wha
want it to go over.  At the moment, as you know Nigel, it's quite - the food has gon
pricey.

PN2991    
So, you have the ultimate responsibility for approving that pricing?‑‑‑Yes, I have t
responsibility of making sure that their cost per head does not go over what - the a
allocated and then the general manager also assists in each facility with that partic

PN2992    
The general manager could be actually the person signing off you can buy X from
Y?‑‑‑Yes, could be, could be, yes.  But mostly we have put in place a central syste
we're trying to keep it across the board that it's easy for the cooks to go in.  If the c
do it, the assistants can go in and order so that it's - yes.  Does that make sense to y

*** LINDY MARIE TWYFORD XXN MR WARD
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PN2995    
Take care.  No further questions?‑‑‑That's it.  I'm finished, okay.

PN2996    
JUSTICE ROSS:  No, no, not yet?‑‑‑Sorry.  I breathed a sigh of relief.

PN2997    
No, that's all right.  Any re-examination?‑‑‑Sorry?

RE-EXAMINATION BY MR GIBIAN                                               [12.58 PM

PN2998    
MR GIBIAN:  There were just a couple of questions.  Ms Twyford, can you hear m
again?‑‑‑Yes, I can hear you.  Sorry, it's (indistinct) - yes.

PN2999    
Initially, in the cross-examination you were asked some questions about your
responsibilities, and you described your responsibilities in your current role as ext
across all the sites?‑‑‑Yes.

PN3000    
I just want to clarify.  Who do you report to within the RFBI?‑‑‑Chief of Operatio

PN3001    
Secondly, you were asked some questions about  menu planning and you said it w
process that involves input from cooks, residents and managers at least.  Can you j
describe for us the process that is gone through for seeking feedback and input in 
menus?‑‑‑Okay.  So, I send - we have the menu, we - there's a team that sits with m
go through what we need to change for seasonal.  We used to go that where - we d
seasonally but what we've decided is instead - we need to have availability just of 
meals, winter meals, all across the board.  So, we phase in and phase out.  So, then
we've done the first part of it and changed it, we send out the first of that change i
menu to the other cooks and regional managers who the - and general managers.  
just trying to think of the procedure.  That goes out to everybody and everybody h
input into it, and especially the residents.  So then they have their meetings and th
through, so it's not just me deciding that this is how we're going to change our me
does that make sense?

***        LINDY MARIE TWYFORD                                                                                                            RXN MR GIBIAN

PN3002    
Yes.  And what staff within a facility will be involved in seeking the feedback from
residents?‑‑‑Well, okay, the staff in the facility.  Personally, they need to - the Acti
have the residents meetings, they hold residents meetings and they are involved in
The catering assistants can be involved by talking one on ones to them.  The cook
catering managers, everybody.  Everybody needs to have that communication with
resident - that's my opinion - because they're the ones that work with them daily a
reason I say Activities they hold, where I am, the residents' meetings.

PN3003    
And one last matter.  You described part of role as being managing work flows an
particular kitchen was struggling then you'd go in and look at their rosters and som
things.  What did you mean by 'struggling' in that context, or what types of difficu
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staff, and work through it like that, but that's – yes, they have different problems o
and I just helped address it.  Does that - - -?

PN3004    
Yes, and what types of problems are they sometimes experiencing, if you can prov
example?‑‑‑Look, getting staff is one of them, and knowing how to roster.  Food s
knowing how the training and that – we need to go out and talk about training and
pureed foods, talking to them about that; what's expectations; putting - making sur
kitchen that the likes and dislikes are standard and – yes, is that enough or you nee

PN3005    
Yes, that's great.  Thank you, Ms Twyford?‑‑‑Sorry, I'm just trying to think of the 
you know, it could be anything.  It could be – the way the industry at the moment 
know, it could be any issue – COVID, they could be all at the moment in COVID 
so we need to go out and help with that.

PN3006    
Yes.  Thank you.  That's the re-examination.

PN3007    
JUSTICE ROSS:  Thank you for your evidence, Ms Twyford?‑‑‑Thank you.

PN3008    
Thank you.

<THE WITNESS WITHDREW                                                             [1.02 PM

PN3009    
JUSTICE ROSS:  We'll adjourn and resume at 2 pm.  We've been advised that AB
require Ms Wischer or Mr Crank for cross-examination.  That's right, Mr Ward?

***        LINDY MARIE TWYFORD                                                                                                            RXN MR GIBIAN

PN3010    
MR WARD:  Your Honour, it is.  Can I just also indicate that Professor Junor will
cross‑examined by my colleague, Ms Rafter, not myself.

PN3011    
JUSTICE ROSS:  All right.  Thank you very much.  See you at 2.

LUNCHEON ADJOURNMENT                                                            [1.03 PM

RESUMED                                                                                                [2.01 PM

PN3012    
JUSTICE ROSS:  We'll call David Egden.

PN3013    
MR EDEN:  It's David Eden, E-d-e-n.

PN3014    
JUSTICE ROSS:  Eden, sorry.  Sorry, Mr Eden.

PN3015    
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THE ASSOCIATE:  Can you please state your full name and work address?

PN3018    
MR EDEN:  David John Eden, Level 5, 222 Kings Way, South Melbourne, Victor

<DAVID JOHN EDEN, AFFIRMED                                                    [2.01 PM]

EXAMINATION-IN-CHIEF BY MR GIBIAN                                    [2.01 PM

PN3019    
JUSTICE ROSS:  Mr Gibian.

PN3020    
MR GIBIAN:  Thank you, Mr Eden.  You can hear me?‑‑‑Yes, I can.

PN3021    
Excellent.  Can I just get you to repeat your full name for the record?‑‑‑David Joh

PN3022    
And you're Assistant Secretary of the Health Workers Union in Victoria?‑‑‑That's 

***        DAVID JOHN EDEN                                                                                                                        XN MR GIBIAN

PN3023    
You've made one statement for the purpose of these proceedings dated 12 October
For the record, it's document 1023 in the digital court book commencing at page 7
think there was just something you wanted to clarify about the final sentence of pa
on the first page of that statement.  Paragraph 5 you're referring to work that you'v
previously undertaken as an enrolled nurse with the St John of God Healthcare an
make an observation at the final sentence at paragraph 5 right at the bottom of the
page, that because you worked alone you had a greater degree -

PN3024    
Level of responsibility than if I worked in a hospital or residential facility, as I 
senior staff for guidance or advice.

PN3025    
?‑‑‑Yes, that should be - - -

PN3026    
Is there something you wanted to clarify about that?‑‑‑Yes, that should be direct g
because obviously working remotely I wasn't working alongside a registered nurs

PN3027    
And, sorry, what sources did you have of guidance and advice then that were not
direct?‑‑‑If I required any further advice then I was provided a mobile phone so I 
contact the Division 1 nurse back at the office.

PN3028    
Yes, thank you.  With that clarification, you've had an opportunity to review that s
have you?‑‑‑Yes, I have.

PN3029    
Is it true and correct to the best of your knowledge and recollection?‑‑‑Yes, it is.
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PN3031    
JUSTICE ROSS:  Thanks, Mr Gibian.  Mr Ward.

CROSS-EXAMINATION BY MR WARD                                           [2.04 PM]

PN3032    
MR WARD:  (Indistinct)?‑‑‑Good.

***        DAVID JOHN EDEN                                                                                                                      XXN MR WARD

PN3033    
I'm appearing in these proceedings for the employer, so be aware of that.  I've only
couple of questions for you if I can.  Just to begin with can I just understand that y
union's not a separate union.  It's part of the HSU is it?‑‑‑Yes, it's Health Services 
Victoria No.1 Branch grading as the Health Workers Union.

PN3034    
I won't ask you anymore questions about that, that sounds quite complicated.  How
it since you were an enrolled nurse?‑‑‑So, since I worked as an enrolled nurse or s
registration lapsed as an enrolled nurse?

PN3035    
No, how long since you worked as an enrolled nurse?‑‑‑Nine years.

PN3036    
Nine years.  And do I take it that you were, when you worked as an enrolled nurse
worked in home care, not residential care?‑‑‑That's right.  I was working for Healt
which is the district nursing arm of St John of God Healthcare and a very good em
the way.

PN3037    
At least somebody's finally said that in these proceedings.  Can I just understand t
you arrived at a client's home, were you required to do any risk assessment on
arriving?‑‑‑Absolutely.  That was one of - well, it was probably the second thing t
would do.  The first thing we would do is if we were - we were all provided a veh
Health Choices and we'd do an inspection of that vehicle before we even left, and 
we've got a new client we do a complete assessment of the home environment and
situation.  As in who else was living there, were they at a risk?  Were there animal
cetera.

PN3038    
If you felt that that environment was unsafe, what was the procedure you had to fo
would remove myself if it was immediate risk.  If it was - like, if part of my asses
picked up that the bathroom needed alterations prior to us coming and providing t
service that'd be a different thing.  It'd just be part of the risk assessment.  But St J
God Healthcare are one of the few employers in Victoria that are self-insured whe
to WorkCover.  So they are particularly switched on when it comes to OH&S.

PN3039    
Okay.  And I take it that when you were an enrolled nurse, if you found yourself in
unsafe situation, did your training teach you how to de-escalate from that?‑‑‑It did
would also - we would remove - we'd certainly remove ourselves from the situatio
thought we were at great risk and also at the time, we were provided a mobile pho
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you okay, yes.

***        DAVID JOHN EDEN                                                                                                                      XXN MR WARD

PN3041    
John of God Healthcare, how big are they in Victoria?‑‑‑They've got a - they've go
number of sites;  Warrnambool, Geelong, Ballarat, Bendigo.  There's a couple of s
Melbourne too but not all of them offer health choices, the in-home district nursin
Warrnambool's got a pretty big service out of there and Ballarat is ticking along or
ticking along quite nicely when I worked there.

PN3042    
Can I ask you to go to paragraph 37.  I'm just trying to understand the slightly emo
there of 'dangerous'.  Do you see that word 'dangerous'?‑‑‑Yes.

PN3043    
I take it if you're required to do a risk assessment on arrival, you've got protocols a
leaving and maintaining your safety.  When you use the word dangerous there, wh
- what does that mean; dangerous?‑‑‑What was it?  Thirty-seven did you say?

PN3044    
You're not suggesting you're putting yourselves in harm, are you?‑‑‑Yes.  No, we c
wouldn't put ourselves in harm.  We would retreat from that sort of environment.

PN3045    
Okay.  No, that's fine, that's fine.  I'm not being cute when I ask this, Mr Eden, so 
me?‑‑‑No, that's okay.

PN3046    
You've described Employee A and Employee B?‑‑‑Yes.

PN3047    
I take it you're not going to tell me who Employee A is?‑‑‑No.

PN3048    
No, you're not, no.  I've learnt not to play games with that.  I assume you're not go
me who Employee B is?‑‑‑No.

PN3049    
And you're not going to - - -?‑‑‑I would go so far as to say Employee A is covered
different agreement than Employee B I suppose, yes.

PN3050    
That's so generous of you.  I'm not suggesting that you've made them up and you'r
I'm not suggesting that but you don't intend to tell me who they are?‑‑‑No.

PN3051    
And am I right in saying that you told those people they could give evidence in th
proceedings?‑‑‑Yes.

***        DAVID JOHN EDEN                                                                                                                      XXN MR WARD

PN3052    
And am I right in saying they elected not to give that evidence?‑‑‑They wanted to 
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PN3054    
And they declined to do that?‑‑‑I believe - I believe they did not.

PN3055    
No, they did not, no.  So, they're not actually appearing as a witness in these proce
are they?‑‑‑No.

PN3056    
No further questions.

PN3057    
JUSTICE ROSS:  I'm not sure I follow the last answer when you were asked whet
they declined to make a witness statement and you said, Mr Eden, they did not.  W
their position?‑‑‑Well, they've put in a statement through us, if you like, but they w
withhold their name.

PN3058    
So they haven't put a statement in the proceedings.  The information they've provi
you is incorporated in your statement under Employee A and B.  Is that what you'
saying?‑‑‑That's what I'm saying.

PN3059    
I follow.

PN3060    
MR WARD:  On an entirely anonymous basis, Mr Eden?‑‑‑Yes, that's right.

PN3061    
Your Honour, I'll deal with it in submissions.

PN3062    
JUSTICE ROSS:  Okay.  Re-examination?

PN3063    
MR GIBIAN:  There's no re-examination, thank you, your Honour.

PN3064    
JUSTICE ROSS:  All right.  Thank you, Mr Eden, for your evidence.  You're
excused?‑‑‑Thank you.  Have a great week.

***        DAVID JOHN EDEN                                                                                                                      XXN MR WARD

PN3065    
It speeds up as the day goes on, Mr Eden?‑‑‑Yes, that's right.  Glad to be of assista

<THE WITNESS WITHDREW                                                             [2.11 PM

PN3066    
JUSTICE ROSS:  Do we have - is it Professor Junor is to be called next.  Is that c

PN3067    
MR WARD:  Your Honour, can I just indicate that Ms Rafter from my office is de
this and I'll just take my leave while that's being done if I might.
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PN3070    
JUSTICE ROSS:  Sure.  All right, well we'll call Professor Junor.

PN3071    
MR HARTLEY:  Your Honour, she's been called and she'll join shortly.

PN3072    
JUSTICE ROSS:  While we're waiting, I take it you're not planning on taking the 
through the large number of changes to the statement.  You're just going to someh
to those and ABI and the rest of us have a copy of them, and you can file a revised
statement which just accepts all the changes in due course and that will be then in
the digital court book.

PN3073    
MR HARTLEY:  Yes, as it pleases the Commission.

PN3074    
JUSTICE ROSS:  Any update on where the professor is?

PN3075    
MR HARTLEY:  I'm told she's on her way in.  I don't have any further update.  I a
to the Commission for the delay.

PN3076    
JUSTICE ROSS:  When you say on her way in - - -

PN3077    
MR HARTLEY:  She should be re-joining the Teams link - - -

***        DAVID JOHN EDEN                                                                                                                      XXN MR WARD

PN3078    
JUSTICE ROSS:  Okay.  So, she's not in a tram or anything like that?

PN3079    
MR HARTLEY:  No, no, your Honour, no.

PN3080    
JUSTICE ROSS:  Okay, thanks.

PN3081    
THE ASSOCIATE:  Professor Junor, can you see and hear me?

PN3082    
PROFESSOR JUNOR:  Yes, I can.

PN3083    
THE ASSOCIATE:  Can you please state your full name and work address?

PN3084    
PROFESSOR JUNOR:  Yes, Anne Merilyn Junor, University of New South Wale
Kensington.  Is that sufficient address?

PN3085    
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PN3086    
JUSTICE ROSS:  Yes, your witness.

PN3087    
MR HARTLEY:  Dr Junor, can you see and hear me?  This is Jim Hartley speakin
yes, I can.

PN3088    
Thank you.  Now, for the benefit of the Commission, Professor Junor's report is at
of the court book, commencing on page 3473.  Professor Junor, could you please j
your full name again?‑‑‑Yes, Anne Merilyn Junor.

PN3089    
You're a honorary associate professor within the Industrial Relations Research Gro
UNSW Canberra.  Is that right?‑‑‑That's correct, although I'm located in Sydney.

PN3090    
Yes.  And you produced a report dated 28 October 2021?‑‑‑I did.

PN3091    
Do you have a copy of that report with you?‑‑‑Yes, I do.

***        ANNE MERILYN JUNOR                                                                                                            XN MR HARTLEY

PN3092    
That's a report of 270 pages including its annexures.  Is that the right one?‑‑‑That'

PN3093    
You've also prepared a marked up version of your report in which certain typograp
other corrections are marked up.  Is that right?‑‑‑That's correct.

PN3094    
Now, in addition over the weekend you've noticed five further additional cross-ref
changes.  Is that right?‑‑‑That's correct.

PN3095    
Now, could you go to page 51 in the main body of your report?‑‑‑Yes.

PN3096    
And that's paragraph 200 is the paragraph I'd like you to look at?‑‑‑Yes.

PN3097    
Now, in that paragraph in the second from last line where the words 'paragraph 19
should that read paragraph 199?‑‑‑Yes, it should.

PN3098    
Can you turn now to page 67?‑‑‑Yes, I'm there.

PN3099    
In paragraph - I'm  sorry, I've taken you one page too far.  It's - no, that's right.  Pa
252?‑‑‑Yes.

PN3100    
Where in the first line you refer to paragraph 249, should that be a reference to 25
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There's one full paragraph and then a second paragraph commencing beneath that 
unnumbered.  Where you refer to section 3.5, should that refer to sections 3.3 to 3
it should.

PN3103    
And I apologise to make you go backwards, my notes were out of order, but on pa
paragraph 247, could you go there please Professor Junor?‑‑‑Yes.

PN3104    
Now, the first, second, third and fifth dot points, there's a reference to paragraph 2
Should that be a reference to 246?‑‑‑It should.

***        ANNE MERILYN JUNOR                                                                                                            XN MR HARTLEY

PN3105    
And finally on page 71, please, Professor Junor?‑‑‑Yes.

PN3106    
In paragraph 267, in the third line you've referred to paragraphs 131 to 136. Shoul
a reference to paragraph 268?‑‑‑It should.

PN3107    
Thank you.  And your intention is that your report dated 28 October should be rea
to those five corrections and also subject to the corrections marked up in the docu
you've circulated last week?‑‑‑Yes, that's correct.

PN3108    
With those corrections the report expresses your genuine opinions and is true and 
the best of your knowledge and recollection.  Is that right?‑‑‑It is, yes.

PN3109    
If the Bench pleases, we rely on that report.

PN3110    
JUSTICE ROSS:  Thank you, Mr Hartley.  Ms Rafter, cross-examination.

CROSS-EXAMINATION BY MS RAFTER                                        [2.19 PM

PN3111    
MS RAFTER:  Good afternoon, Professor Junor.  Hi, my name is Alana Rafter an
appearing today on behalf of the employer interest.  I wanted to start off with conf
your qualifications to make sure I don't ask any questions that are unfair to you or
outside your expertise.  So, the major area of research for you is skills identificatio
correct?‑‑‑Skills identification and gender, yes.

PN3112    
Excellent.  And you have a PhD in sociology I understand?‑‑‑That's correct.

PN3113    
Is that distinct from behavioural psychology, so those would be two different area
specialisation.  Would that be right?‑‑‑Yes.

PN3114    
Excellent thank you for that That's helpful So for these proceedings - my apolo
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worker.  Is that right?‑‑‑Correct.

***        ANNE MERILYN JUNOR                                                                                                           XXN MS RAFTER

PN3116    
Now, if I may provide - just to ensure I've got it - understanding all correct, a very
level summary of what that involved (indistinct) the spotlight onto those classifica
you started off with a spotlight work book, which you drafted the questionnaire fo
upon your expertise of what would be appropriate for that, is that correct?‑‑‑That's

PN3117    
Then you undertook some interview, not all of the interviews of the participants b
a follow up for some of them to collect some further information, get some clarifi
assume?‑‑‑Not quite correct - I and a colleague interviewed all people who compl
workbook into our interviews.

PN3118    
Thank you for that clarification.  After you collected that data you applied it to usi
spotlight tool, which was aided by reference to what is the spotlight taxonomic fra
or the spotlight taxonomy?‑‑‑Yes, the taxonomic framework is the nine skills at fiv

PN3119    
Yes, thank you.  I'll ask you some more questions about that momentarily.  With th
taxonomy, if I might just stay with that for a second, that's not specific, is it, to the
industry or care workers, is it?‑‑‑No.

PN3120    
It can have a more general application?‑‑‑Yes.

PN3121    
So I could - just to make sure I've got it all right - so I could apply it to a female-d
industry such as teachers?‑‑‑Yes.

PN3122    
I could also use it in a more male-dominated industry such as construction?‑‑‑Yes

PN3123    
Could I also apply it to a specific activity, say right now me asking you a question
apply it with that level of precision to this single activity?‑‑‑The whole taxonomic
framework?

PN3124    
Could I use that - sorry, just for clarification make sure that - could I take a random
and - such as asking a question or conducting an interview - to see whether that ac
involves spotlight skills by reference to the spotlight taxonomy?‑‑‑I'm sorry, I real
understand that question because the taxonomy applies to a work process.

PN3125    
That's fine.  I'll move on from that.  After you collected your data and applied the 
you've analysed it using the tool and you also - is that correct?‑‑‑Yes.

***        ANNE MERILYN JUNOR                                                                                                           XXN MS RAFTER

PN3126    
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hard-to-define skills, would that be a fair statement?‑‑‑Yes.

PN3128    
Hard-to-define skills may include a whole array of skills such as skills described a
talent?‑‑‑No.

PN3129    
So you say it would not apply to skills described as talent?‑‑‑Talent is not a word I
use.

PN3130    
Would you say it would apply to skills described as soft skills?‑‑‑Yes.

PN3131    
Do you say it would describe to skills described as emotional intelligence?‑‑‑Whe
'apply', I mean, we're contesting the concept of emotional intelligence and redefin
when you say, 'apply to skills called emotional intelligence', it implies that there is
called such skills we have redefined skills in terms of skilled emotional labour, for

PN3132    
I should say I may have been misleading you unintentionally with my words so w
saying it's helping to recognise skills that are hard to define, I was by reference to 
such as soft skills and talent, I did not mean to suggest that the skill itself was that
these words may potentially lead to people not identifying the skill as such, that it
considered to be talent so it's not identified expressly?‑‑‑Yes, it's not a word I wou

PN3133    
This skill, this (indistinct) - the tool achieves identification of these hidden skills b
reference to two key components or two domains:  skillset domain and skill level 
Would that be a fair statement?‑‑‑Yes.

PN3134    
I think I'll start off my turning to the skillset - just asking some (indistinct) questio
that.  So there are three broad categories that make up the skillset domain and they
sharing awareness, interacting and relating and coordinating, is that correct?‑‑‑Yes
awareness - - -

PN3135    
Shaping awareness, my apologies - I withdraw the reference to shaping awareness

***        ANNE MERILYN JUNOR                                                                                                           XXN MS RAFTER

PN3136    
So those are the three broad categories with that correction that was my slip, and t
skillsets are then broken down further into three subcategories each?‑‑‑Correct.

PN3137    
Together making nine elements?‑‑‑Correct.

PN3138    
If we turn to the first one of the categories, shaping awareness, that's broken down
three subcategories are sensing context or situations, monitoring and guiding reac
judging impact?‑‑‑Correct.
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My apologies, I will repeat and I will speak louder.  Let me know if ever I'm going
soft?‑‑‑Slower, slower.

PN3141    
No worries, I'll slow it down as well.  I was turning to one of the skillsets, which i
awareness, and I was seeking your agreement that - seeking your confirmation, I s
- that it can be broken down into three subcategories and those are sensing, contex
situations, monitoring and guiding reactions, judging impacts?‑‑‑Yes.

PN3142    
My question with respect to those subcategories was can those - can they be used 
descriptors to prompt identification of a skill related to shaping awareness?‑‑‑Can
used?  As subsets of shaping awareness?

PN3143    
Yes?‑‑‑Yes, yes.

PN3144    
So if I wanted to test - I could refer to the words, 'monitoring and guiding reaction
guide to see if a skill corresponds to that?‑‑‑Yes.

PN3145    
Now, would it be fair to describe - this next section I really want to make sure I've
terminology correct.  So would it be fair to describe the nine elements as spotlight
skills?‑‑‑Yes.

***        ANNE MERILYN JUNOR                                                                                                           XXN MS RAFTER

PN3146    
Would it be fair to refer to them - these spotlight skills - as hidden skills?‑‑‑No, it'
terminology refer to them as hidden skills, as if the two concepts were completely
synonymous, the skills in the spotlight framework can be hidden, undefined, et ce
category of types of invisibility, yes, but definitionally the concepts are not identic

PN3147    
So would that equally apply to using the word, 'invisible'?  Would you say it woul
incorrect to describe all spotlight skills as invisible skills?‑‑‑Yes, it would be incor
Some skills, some spotlight skills, may be invisible.

PN3148    
Now, these skill categories - just for completeness - the skill categories, referring t
three broad categories, were specifically chosen after a period of research, peer re
testing and refining.  So they weren't - these aren't randomly selected categories, a
equally these categories could not be characterised as an exhaustive means of iden
skills?‑‑‑Correct.

PN3149    
Thank you.  That's very helpful once again.  I am now going to move on, I am goi
to the levels, the second dimension of the spotlight.  So it's fair to say there are fiv
from the spotlight tool?‑‑‑Correct.

PN3150    
They are numbered 1 through to 5, and they range from orienting at the Level 1, th

l th h t t ti t hi h i L l 5? E tl ti
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PN3152    
And when I say higher level that's referring to the proficiency, a level of proficien

PN3153    
Thank you.  And these levels, is it also correct that they may integrate with experi
just to illustrate what I mean by that if someone is doing a skill that's measured as
you would assume, it would be correct to assume that they already have demonstr
have achieved the proficiency of Level 1 and Level 2; would that be correct?‑‑‑Co

PN3154    
Thank you.  I now want to return to the spotlight taxonomy.  So that is in annexur
your report at page 4, and for the benefit of the Full Bench it is at digital court boo
reference page 3593.  So this annexure as I see it is filled with descriptors that cor
to each skill content and level.  Is that correct?‑‑‑I didn't pick up your first couple 
I'm sorry.  Is skilled with - is still with - - -

***        ANNE MERILYN JUNOR                                                                                                           XXN MS RAFTER

PN3155    
My apologies.  So I'm looking at this framework on the annexure.  We can see dow
left-hand side, the left-hand column we have the skillsets that we earlier discussed
horizontally on the top row we have the levels, the levels of proficiency that we w
discussing?‑‑‑Yes.

PN3156    
Then below that we see text on each row that corresponds to the skillset and the
level?‑‑‑Yes.

PN3157    
And this can aid us in identifying where potential unrecognised skills may fall.  Th
help us identify potentially unrecognised skills?‑‑‑Yes.

PN3158    
Now, I just wanted to confirm that with skills that are unrecognised would you acc
there are multiple reasons why a skill could be considered unrecognised?‑‑‑Yes.

PN3159    
I want to run some examples by you to see if I'm on the right track.  A skill might 
ties a little bit back to what I was getting at before.  So a skill - activity or skill tha
to tact, so a work process that requires some level of sensitivity, for example if I w
wanting to foster independence in someone that has a disability, but wanted to do 
discreet manner to avoid any embarrassment, would you accept that tact could be 
skill is under-recognised?‑‑‑Yes.

PN3160    
Now, another concept I want to raise for your consideration is tactility.  So for wo
incorporates non-verbal learnings, for example if I wanted to know how to hold a 
baby, that type of tactility, would you accept that the presence of tactility could be
why that particular skill is unrecognised?‑‑‑Yes.

PN3161    
The next concept I want to run by you is tacitness in work processes.  What I'm re
by that word is knowledge that may be passed on through imitation.  It's embedde
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Thank you, that's helpful.  Now, another proposition I wanted to put to you for
consideration is whether the status of a jobholder might impact the ability for a sk
necessarily be recognised, and when I say status of jobholder I am referring to an 
factors relevant to an individual, so that is age, gender, cultural background, their 
level.  Would you accept that those factors collectively, or individually if you will
lend itself to a skill being unrecognised?‑‑‑Yes.

***        ANNE MERILYN JUNOR                                                                                                           XXN MS RAFTER

PN3163    
Thank you, that's very helpful.  Now, I'd like to turn to the application - return bac
application of the tool, having collected all that information from you as to the ter
and how to use this tool.  As I do this I want to make sure you have the spotlight t
in front of you.  That's annexure 4, page 4.  Prior to going to this exercise I wanted
you to I understand you have a strong familiarity with skill identification in the ca
Would that be correct?‑‑‑Yes.

PN3164    
Would you be familiar with the Diploma of Nursing?‑‑‑Yes.

PN3165    
And you've seen a diploma before?‑‑‑Sorry, I didn't hear your question.

PN3166    
So you're familiar with the Diploma of Nursing and understanding?‑‑‑Yes.

PN3167    
In that case what I would like to do is take you to one of the units of competency i
Diploma of Nursing.  I have sent you through a lot of documents I understand.  W
identify it.  So it is the unit of competency titled 'Work with diverse people.'  It ha
number CHCDIV001?‑‑‑Okay.  Sorry, I've just got to find it.

PN3168    
That's perfectly fine.  I'd rather you find it?‑‑‑Okay.  So again it was called?

PN3169    
'Work with diverse people', but it's preceded by a code, CHCDIV001?‑‑‑It must be
here.  I'm not sure why it's not opening up.  My apologies, I'm just having a little b
problems.  I've got the document, but it's not opening.

PN3170    
What we can do for now is I will - we will move on for now and we can return to 
see if I can arrange for someone to resend the document through.  I think that mig
best?‑‑‑I don't know if I'm allowed to bring somebody else into the room, but my 
assistant could help me open it, if I can just bring him in now.  Is that permissible?

PN3171    
I might divert that to President Ross to - - -

PN3172    
JUSTICE ROSS:  Do you have any objection, Ms Rafter?

PN3173    
MS RAFTER: I ha e no objection
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PN3175    
THE WITNESS:  It's all right, we've got it, thanks.

PN3176    
MS RAFTER:  Excellent.  So just confirm it's on the first page there.  It says, 'Wo
diverse people'?‑‑‑Yes.

PN3177    
And if you turn the page to page 2, it sets out that this unit of competency has elem
performance criteria?‑‑‑Yes.

PN3178    
On the left-hand side column, that lists the elements, and then on the right‑hand si
column, that is the corresponding performance criteria that needs to be met to ach
element – to satisfy it for the purpose of the qualification?‑‑‑Yes.

PN3179    
I want to take you to one of those elements, not all, so if you could turn to page 3?

PN3180    
On page 3 you see there's a few elements listed there in the left‑hand column.  We
'Appreciate diversity and inclusiveness (indistinct)'; then we have, just below that
'Communicate with people from diverse backgrounds and situations', element 3; a
'Promote understanding across diverse groups.'  What I wanted to do with this is t
understanding of your methodology.  So I was going to direct your attention to a p
part of this and ask you a question?‑‑‑Mm‑hm.

PN3181    
If we could start with element 3 (indistinct) of the page.  It's, 'Communicate with p
from diverse backgrounds and situations'?‑‑‑Yes.

PN3182    
I'm next going to turn to the performance criteria, but with each of the performanc
I want you to bear in mind that context that's connected to communicating with pe
diverse backgrounds and situations.  So 3.1 states, 'Show respect for diversity and
communication with all people.'  Would it be correct that that performance criteria
the broad spotlight category of connecting and interacting and relating?‑‑‑Yes.

***        ANNE MERILYN JUNOR                                                                                                           XXN MS RAFTER

PN3183    
Would it be correct to go further, because of that context of diverse backgrounds -
go further and connect it to the subcategory of 'Work across diverse cultures and
communities'?‑‑‑The problem with the way you're expressing it is that the spotligh
capacity to work across; it is not work across, because that is a distinction between
which is a human capacity or capability, and a behaviour.  I want to make it very c
the spotlight framework isn't about behaviours.  It's about the capability to carry o
behaviours, and that's a very important distinction.

PN3184    
Thank you for that.  So I can't apply it in the way I was doing it as with your first 
could go as high as saying it relates to it, but it would not be correct to say I can ap
it?‑‑‑Well, the word 'apply' is rather vague, and particularly if it means 'identify.'  B
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fundamental distinction.

PN3186    
I'll now apply that to – if we go up to 3.2, so that's 'Use verbal and non‑verbal
communication constructively to establish, develop, maintain effective relationshi
mutual trust and confidence.'  That would be the learning that underpins a capacity
be found on the spotlight skill, so I shouldn't conflate the two?‑‑‑The spotlight ski
you to carry out that work performance.

PN3187    
If I might use that performance criteria to narrate a task that might connect to it, to
that would connect, because I want to ensure I'm grappling with the methodology 
in this competency unit it's referring to use of – 'form of communication to develo
maintain trust.'  So if I took that into a different context of I'm a care worker and I
I might – I might engage an interpreter to assist me to better communicate with so
that doesn't necessarily speak my language.  Are you saying I need a narrative in o
apply it to the spotlight tool?‑‑‑Yes, you need a context.

PN3188    
And so with that example with a person making a decision to engage an interprete
they can better communicate with a person, that would be a spotlight skill that wo
fit to that category of connecting, interacting and relating to?‑‑‑(Indistinct) - - -

PN3189    
Because I (indistinct) the context?‑‑‑I'm really having trouble understanding what
saying.  I'm sorry.

PN3190    
That's all right.  I might move on.  I might be making it more complicated than it i
I'll take you to now is – bear with me one moment – in your report you refer to ca
being 'gendered', is that correct?‑‑‑Can you point me to where I said that, because 
like a translation into a different way of thinking.  Did I actually say care work is 

***        ANNE MERILYN JUNOR                                                                                                           XXN MS RAFTER

PN3191    
My apologies.  I'll take it back.  I didn't mean to suggest anything to it.  I noted yo
word, 'gendered', and wanted to understand what you meant by it, and in fairness t
find the passage.  What I'll take you to first is page 68 of your report at
paragraph 257?‑‑‑Okay.  I'm just – I've got too many screens running.  Page 68?

PN3192    
Page 68, and I might take you actually to the next page, 69, apologies.  I will be ta
back to that page?‑‑‑Okay.

PN3193    
Let me know when you have that page in front of you?‑‑‑What was the paragraph

PN3194    
259, and I should note, to be fair, it's in quotations.  There's a reference to 'gendere
and my question is would you consider the work in nursing to be a gendered job
first?‑‑‑Yes.
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PN3196    
I'm happy to take that - if you're still going I don't want to interrupt you?‑‑‑Yes, I m
cover this in paragraphs 248 onwards.

PN3197    
Thanks for that.  I now want to put a word to you that you haven't used just to see 
would consider it applies.  So this is not your word I'm putting to you.  Some othe
have described similar work, like care work and personal care work, as women's w
Would you agree with that term as well?‑‑‑Well, it's - - -

PN3198    
Use that term, I should say?‑‑‑Yes, yes, yes - gendered is fine too, yes.

PN3199    
Thank you for that.  You described why the care work is a gendered job.  I just wa
does - would you describe all the skills as gendered that make up the job or only s
skills?‑‑‑Some.

PN3200    
That's fine.  I now want to take you back to your words on a different section.  If c
back a page, to page 68?‑‑‑Which paragraph, please?

***        ANNE MERILYN JUNOR                                                                                                           XXN MS RAFTER

PN3201    
Paragraph 257 - now, at that paragraph you state that you consider that care skills 
have systematically documented have been undervalued for gender reasons and st
'This is because they were identified using the spotlight tool, which is a tool for m
visible skills that were hitherto invisible on gender grounds'?‑‑‑'This is because', r
my consideration.

PN3202    
My apologies, Professor - I haven't asked you the question just yet.  You might be
where I'm going.  I've read the paragraph correctly?‑‑‑Yes.

PN3203    
The question I have with regard to that is my understanding of the spotlight tool w
you can use it to identify numerous skills that may have been unrecognised for mu
reasons?‑‑‑Yes.

PN3204    
And gender was one of them?‑‑‑Yes.

PN3205    
I just wanted to ask with this paragraph, how does - do you need to refer to second
resources to conclude that the spotlight skills are connected to gender grounds?  T
question might be a bit unfair.  I'll break it down a bit more.  So the spotlight tool 
used to - cannot provide the reason why a skill is unrecognised?‑‑‑No - it's a skill
identification tool.

PN3206    
Yes.  So how does the gender grounds connect to the spotlight tool?  I'm just tryin
that connects to the research that followed or if you were connecting it to the proc

l i thi t l? Th tli ht t l i i ll d l d i d t id ti
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skills that may not be recognised due to gender bias.  Is that correct?  The tool has
application, to put it - - -?‑‑‑It has broader application.  Its primary purpose though
identify skills that are under-recognised on gender grounds as a basis for undertak
further valuing of those skills through an evaluation or work value process.  It's a j
analysis tool.

***        ANNE MERILYN JUNOR                                                                                                           XXN MS RAFTER

PN3208    
Where in the tool do you connect it to gender, because from our understanding of 
through the skillsets, and the levels, they can apply to a male-dominated industry, 
dominated industry and an array of activities with a range of different contexts.  S
you can sustain the conclusion that it expressly shows gender bias by applying it?
doesn't seem to me that that's what I was arguing.  The purpose isn't to prove gend
The purpose is to identify skills that have not been identified on gender grounds.  
purpose isn't to document gender bias.  The purpose is to bring to light skills that h
hitherto been under-recognised on gender grounds.

PN3209    
I would put to you that based upon your earlier answers that gender grounds is ind
of the grounds that a skill may be under-recognised but there are other grounds on
skill may be recognised and the spotlight equally helps you identify those skills?‑‑

PN3210    
Thank you.  I'll move on.  If you could go to page 73 of your report - and bear wit
turning to it as well - if I could ask you to direct your attention to paragraph 275?‑

PN3211    
My understanding of your opinion in that paragraph is that you're stating that the w
maybe - referring to the work considered in the spotlight application that you did 
report - the work may be undervalued by reference to the under-recognition of job
the under-recognition of skills?‑‑‑Yes.

PN3212    
Those skills, which I'll ask a few more questions about - so the fact that they're un
recognised, that doesn't mean that they're necessarily new skills, would that be
correct?‑‑‑They're necessarily - - -

PN3213    
That they're not necessarily new skills?‑‑‑Not necessarily new skills?

PN3214    
That the skills have existed prior to applying the spotlight tool?  I'll frame that
differently?‑‑‑I (indistinct) the question.

PN3215    
I'll come back to it in a different way, that's my clarity, not yours.  Going back to t
recognition of skills, the skills you're referring to you describe as having high leve
complexity.  Is that, 'high levels', referring to first the levels on the spotlight tool -
level three, four five, those higher levels there?‑‑‑Yes.

PN3216    
Is that the levels you're referring to?‑‑‑Yes.
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Clusters refer to a combination of spotlight skills?‑‑‑Of the use of spotlight skills -
of spotlight skills in combination, yes.

***        ANNE MERILYN JUNOR                                                                                                           XXN MS RAFTER

PN3219    
And that combination, would it - to be a cluster, just to ensure no confusion - does
be between the different skillsets, so a skill from the shaping awareness and a skil
potentially from (indistinct).  Would that be a cluster?‑‑‑It could.

PN3220    
Could a cluster also be within its own category if you had multiple sub-categories
that just not be (indistinct)?‑‑‑It could be a cluster.

PN3221    
Thanks for that clarity.  Would it be fair to say that these high levels, referring to t
spotlight levels, have always been present in care work?‑‑‑I'm having real problem
your question.  Have always been present.  Is that a time concept or - I'm just not 
you're talking about.

PN3222    
I will rephrase it.  So what I'm trying to understand is that in applying the spotligh
found high levels of particular categories in care work relating - and high levels re
say problem solving.  That was a feature throughout - what I'm trying to understan
is a change from your analysis of the data.  Did you understand these high levels t
feature, a new feature that didn't exist say 20 years ago?‑‑‑Did we - - -

PN3223    
Using more problem solving skills, is it a new element of the care?‑‑‑The higher l
skills, yes.  I got confused because you were bringing the concept of cluster in.

PN3224    
My apologies, I didn't make it clear I was moving on?‑‑‑Yes.  A more intensive an
extensive use of complex skills has occurred over the past 20 years.

PN3225    
And with these clusters - and I am going back to the clusters - would it be fair to s
clusters have always existed in the delivery of care work?‑‑‑I'm not in a position t
that.

PN3226    
That's fine, I'll move on to the next question.  So I'd like you to go to page 55, so g
some several pages in your report, please?‑‑‑And what number, please, what - - -

PN3227    
And I'll be taking you momentarily just as I pull it up as well - if you could go to p
223.  Now, in that paragraph at the end you say, 'If a job requires high level skills 
paid one can reason that it is undervalued.'  I'm correct in reading that?‑‑‑(No audi

***        ANNE MERILYN JUNOR                                                                                                           XXN MS RAFTER

PN3228    
The reference to high level skills there that would be the same as we've just discus
reference to the spotlight tool, that would be correct?‑‑‑(No audible reply)
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PN3230    
When you say wages distribution generally have you considered the wage rates in
awards or in other industries?‑‑‑Well, one of my purposes in annexure 8 was to lo
wages in aged care relative to hospital nursing for example.

PN3231    
And would you also say - do you consider the undervalue rates of wages to be inh
undervalued?  Would that be a fair statement?  (Indistinct) your answer it's becaus
you refer to the minimum wage - - -?‑‑‑I see what you're saying.  As well as relati
they're undervalued in terms of the size of the job, et cetera, yes.  Yes, inherently i
sense, yes.

PN3232    
No further questions.

PN3233    
JUSTICE ROSS:  Re-examination?

PN3234    
MR HARTLEY:  Very briefly, your Honour, thank you.

RE-EXAMINATION BY MR HARTLEY                                            [3.06 PM

PN3235    
Professor Junor, can you hear me again, this is Jim Hartley?‑‑‑Yes, Jim, I can.

PN3236    
Thank you.  Early in the cross-examination you were asked a question about whet
spotlight tool could be applied to a single task, and your answer was that the taxon
applies to a work process.  Do you remember that question and that answer?‑‑‑Yes
yes.

PN3237    
Could you explain what you meant by the taxonomy applying to a work process?‑
the taxonomy is used in order to analyse a narrative describing the way in which w
performed.  It's not - it's sort of itemised, if you know what I mean.  The taxonomy
like when we use the taxonomy applying it to narratives about the work we use th
taxonomy in order to assign elements of the taxonomy to a description of work
performance.

***        ANNE MERILYN JUNOR                                                                                                         RXN MR HARTLEY

PN3238    
Thank you.  Now, not long after that you were asked some questions - you were ta
taxonomy and you were asked whether all spotlight skills were invisible, and your
was according to my note that some might be, but others might not be.  Do you re
answer that you gave to that question?‑‑‑Yes, I do.

PN3239    
Can you explain why it might be that some skills might be invisible, but others mi
be?‑‑‑Skills are invisible by virtue of non-recognition, and non-recognition can be
explained in terms of our criteria for invisibility, and we did go through some of th
we talked about hidden skills that are kept discrete in order - for reasons of diplom
kill th t b l Th th th kill i t d ith ti l l b

6233



interwoven arc of work in a workplace.  So those coordinating skills which do req
think ahead to purpose and think - take stock if you like and reprioritise in the cou
day.  Those sorts of coordinating skills are also very often invisible.

PN3240    
Thank you.  Now, thirdly, towards the end of your cross-examination you were as
questions about the differences between the use of high level skills as between 20 
and today, and after that you were asked whether clusters of skills had always exis
delivery of care work, and your answer was that you weren't able to answer wheth
was always the case.  Arising out of that can I ask you this; if the time period were
to say the previous 20 years could you identify that there are any differences betw
use of clustered skills between 20 years ago and today, or is that also not somethin
you're able to address?‑‑‑The way we asked the questions didn't really allow that t
answered.  Certainly from what the interview participants told us, their work was 
complex, more dense, more intense and more clustered than it had been.  So I gue
they were doing more, they were doing a wider range of things in a more intensiv
guess that's, yes, a clustering of work that has increased over time.

PN3241    
Thank you.  I have no further questions in re-examination.

PN3242    
JUSTICE ROSS:  Thank you for your evidence, Professor Junor.  You're excused.

<THE WITNESS WITHDREW                                                             [3.11 PM

***        ANNE MERILYN JUNOR                                                                                                         RXN MR HARTLEY

PN3243    
JUSTICE ROSS:  We might take a short five‑minute break while we get Professor
the line, then we'll resume.

PN3244    
MR HARTLEY:  If it please the Commission.

PN3245    
JUSTICE ROSS:  We won't formally adjourn.  We'll just have a short break.  Than

SHORT ADJOURNMENT                                                                     [3.11 PM]

RESUMED                                                                                                [3.16 PM

PN3246    
THE ASSOCIATE:  Professor Smith, can you see and hear me?

PN3247    
PROFESSOR SMITH:  Yes, I can.

PN3248    
THE ASSOCIATE:  Can you please state your full name and work address?

PN3249    
PROFESSOR SMITH:  My name is Meg Smith, and my work address is 169 Mac
Street Parramatta NSW
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JUSTICE ROSS:  Professor Smith - - -

PN3251    
MR HARTLEY:  Yes, thank you, your Honour.  Professor Smith, this is Jim Hartl
you hear me?‑‑‑Yes, I can.

PN3252    
Could you please just state your name once more?‑‑‑My name is Meg Smith.

PN3253    
Have you prepared a report dated 26 October 2021 in this proceeding?‑‑‑Yes, I ha

PN3254    
For the benefit of the Commission that's at tab 116 of the court book commencing
page 3372.  Professor Smith, you're the Deputy Dean of the School of Business at
Western Sydney University, is that right?‑‑‑That is correct.

***        MEG SMITH                                                                                                                                XN MR HARTLEY

PN3255    
And your report runs to 101 pages including annexures, is that about right?‑‑‑That

PN3256    
You've prepared a document of two pages entitled, 'Table of amendments', which 
provided on Friday last, is that right?‑‑‑Yes.

PN3257    
That table indicates certain typographical and other corrects that you wish to make
report, is that right?‑‑‑Yes, it is.

PN3258    
Could I ask you to turn to pages 4 and 5 of your report, and you'll see there tables 
2?‑‑‑Yes.

PN3259    
You indicate in paragraph 10 that those tables were produced using what was then
recent version of ABS data?‑‑‑That is correct.

PN3260    
And you've prepared an updated version of those two tables, which are in a docum
of two pages entitled, 'Updated ABS data, tables 1 and 2', is that right?‑‑‑That is c

PN3261    
That document, if it assists the Commission, was also circulated to the Commissio
parties on Friday at about 1.27 pm.  Professor Smith, at paragraph 10, updates of t
would mean that if you were writing your report today, for example, in the third li
figure, instead of writing 14.2, you would have written 13.8.  Is that the way that t
updates should be understood?‑‑‑That is correct.

PN3262    
But apart from changes like that, the updated tables don't otherwise affect or alter 
opinions that you express in your report?‑‑‑They do not.

PN3263
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is.

PN3265    
Thank you, Professor.  Mr Ward, who I hope you can see on screen, will now ask 
questions.

***        MEG SMITH                                                                                                                                XN MR HARTLEY

PN3266    
JUSTICE ROSS:  Thank you, Mr Ward.

PN3267    
MR WARD:  Thank you, your Honour.

CROSS-EXAMINATION BY MR WARD                                           [3.19 PM]

PN3268    
MR WARD:  Professor Smith, can you hear me okay?‑‑‑Yes, I can.

PN3269    
My name is Nigel Ward, Professor Smith.  I act in these proceedings for the major
employer interests.  I'm not going to take you through your report page‑by‑page.  
interested in exploring six or seven themes, so it will be fairly limited.  Can I start
gender pay gap - and I'm just going to refer to the updated ABS data table.  Could
have that in front of you?‑‑‑Yes, I have it in front of me.

PN3270    
Thank you.  You've used a variety of data sets in that table, which as I read it inclu
average weekly earnings, the average weekly ordinary time earnings, the average 
ordinary time cash earnings and a variety of others.  I wonder if you can just help 
what's included in those?  What wage components are in each of those?‑‑‑Okay, so
just make the point that in table 1, for example, that data is drawn from two separa
series.  So the first three lines is drawn from the average weekly earnings survey a
remainder of the table is drawn from the employee earnings and hours survey.  Th
foreground some comments that I may make.  So the distinction, for example, to g
first question, between average weekly ordinary time earnings for full-time adults
issue of average weekly earnings for full-time adults, so that would be the distinct
between the second data line and the third data line, would be the inclusion, for ex
overtime in the distinction around the inclusion of overtime or otherwise.

PN3271    
Can I just get you to pause there:  in terms of average weekly earnings to begin w
-?‑‑‑Yes, sorry - average weekly earnings for total earnings, for example, I beg yo
is inclusive of overtime whereas ordinary time earnings is not inclusive of overtim

PN3272    
When I look at average weekly earnings, could that include earnings I receive bec
covered by an enterprise agreement?‑‑‑Yes, it could, yes.

PN3273    
Could it include over-award payments I receive by way of my employment contra
it could.

*** MEG SMITH XXN MR WARD
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the industrial instrument by which those employees may be receiving their wages 
salaries.

PN3275    
But not - this isn't a trick question, I'm just trying - - -?‑‑‑No.

PN3276    
So these data sets, none of them compare minimum award wages earned by men a
minimum award wages earned by women?‑‑‑No, they do not.

PN3277    
I'm going to tread on dangerous ice because you're never meant to ask a question y
know the answer to.  Do you know if there is any analysis of the gap between min
award wages earned by women and minimum award wages earned by men?‑‑‑The
employee earnings and hours survey, the latest release for that was in January of th
and that data was at May 2021.  That data set aggregates different types of industr
arrangements but it isn't what may be listed as award wages.  It's - the data does n
guarantee that the person is receiving the minimum award rate.  They may be rece
over-award payment, for example.

PN3278    
Thank you, Professor.  So when you talk about the gender pay gap in this paper, y
talking about it in the context of average weekly earnings or average weekly ordin
earnings.  It's not about minimum rates of pay in awards?‑‑‑No, it's not, and the ot
distinction I should make is in the second part of that table it distinguishes our non
managerial earnings.  I should have made that comment at the beginning.

PN3279    
Thank you for that.  You go on in your report to discuss the gender pay gap in the 
I've just understood and as I understand it - please correct me if I'm wrong - from 
18 through to about 40-something, you talk about the competing academic school
thought as to why that gap exists.  Is that a reasonable summation of what's going 
part of the report?‑‑‑Yes, in the answer to question two, which I think is around 18
paragraph 41.

PN3280    
Yes?‑‑‑Yes, we distinguish between standard econometric analysis and institutiona
sociological analysis.

***        MEG SMITH                                                                                                                                   XXN MR WARD

PN3281    
Thank you for that.  I'm always encouraged when I've read it correctly.  The peopl
hold the standard economics view, as you describe it, are they the economists?‑‑‑N
necessarily - they deploy a standard econometric analysis but they may - they wou
economics training to utilise that progression analysis but they would - they come
number of disciplines.

PN3282    
Which disciplines would they come from?‑‑‑They would come from sociology, po
science, in some instances - there are scholars in the UK from a broad range of dis
that utilise econometric analysis.
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PN3284    
Am I right in saying that you are - you lean to the in situational, sociological appr
the standard economics approach?‑‑‑Yes, that is correct.

PN3285    
I tried to say that sensitively, that it's my understanding.  Can I take you to paragra
Just trying to understand some of the things you've said in the context of some of 
other academics have said in the proceedings.  I'm going to come back in a minute
very beginning of paragraph 60.  I'll come back to it.  But about two thirds of the w
paragraph 60, you start talking about this notion of women's work and I appreciate
necessarily your phrase.  As I understand what's written there - and I'm happy for 
take time to read it if you need to, to refresh your memory - this is a notion that ce
types of work have historically been done predominantly by women, predominant
domestic, unpaid setting, and therefore the society doesn't place economic value o
work.  Is that a reasonable summation of that concept?‑‑‑In a sense, yes, that it's a
to gain a sense of being deemed skilled work or, to use your phrase, of value in a s
recognition of its value has been impacted by the nature of the work and some of t
normative assumptions about the work.

PN3286    
Sorry, can I just explore that?  You said something, I think, that might not have co
before.  It's not just that there is no - society doesn't attribute economic value to it,
society has perceived it to be unskilled or less skilled?‑‑‑Yes, it's struggled to have
sense of being identified as skilled or gradations of skilled work. Skills can be ove
or discounted in the worker.

PN3287    
I'd be right in saying that in your analysis you believe that's a true today as it's eve
been?‑‑‑I say that it remains - I would conclude that it remains.  Clearly, gains hav
made so it's not as - not as evident now as it would have been in the early 60s, for 

***        MEG SMITH                                                                                                                                   XXN MR WARD

PN3288    
I don't want you to try and say something, I'll come to it.  So it's - we've evolved a
journey since the 1960s.  Is the 1960s the jump off point of are there moments afte
1960s where we've evolved further away from that proposition?‑‑‑I think the sens
there's been matters that have been more easily addressed in that journey, in terms
determining people doing exactly the same work, for example.

PN3289    
Could you help me a bit more with that?‑‑‑You know, female clerk, male clerk, so
changes in the 1960s and the wage fixing system addressed that more institutional
of, you know, institutionalised form of what may have been called at that stage
discrimination in wage setting.  But this - the area that's pointed to in paragraph 60
the area of (indistinct) work that is predominantly done by women and so that has
you know, some challenges, which have been evolving since 1972, in the Australi
clearly.  So, that is an extended answer to your question.

PN3290    
No, thank you, professor.  Can I bring you back to the first paragraph, sorry, first s
in paragraph 60.  You say that in our opinion, undervaluation of work refers to lab
supplied of higher quality and a given wage rate.  Now, I'm going to try and ask th
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level, so the word quality there refers to value in a broad sense than the level at wh
work is being remunerated.

PN3291    
So you haven't evaluated - let's say the current rate for a Certificate III personal ca
worker, let's just say a hypothetically was $800, you haven't evaluated what value
that's actually paying for compared to what you say is the quality of work that's pr
today.  You haven't sort of done that delta analysis?‑‑‑I haven't.  Our report did no
any examination, primary examination, either by myself or Dr Lyons, of the work
drew on - our work did draw on an analysis of the classification structure.  And th

PN3292    
Can you - you examined the classification structure as it operates today?‑‑‑As it op
today, yes.

PN3293    
And is that the nurses classification structure in the Nursing Award or is that the a
classification structure?‑‑‑We've examined the classification structures in both aw

***        MEG SMITH                                                                                                                                   XXN MR WARD

PN3294    
Can you give me an example then - sorry, and I'm going to assume you're familiar
and if you're not, tell me.  Do you remember that level 4 in the Aged Care Award 
Certificate III care worker.  Do you recall that?‑‑‑Yes, I do, yes.

PN3295    
So, what is it in the way that's set out, what's elements of the quality of work is tha
today that's not being paid for?‑‑‑Our conclusion was that the classification structu
- there was limited evidence of any amendment to those classification structures a
evidence available to us from the Royal Commission and also the census of the ag
workforce, three census of the aged care workforce indicated increased complexit
work, increased depth and breadth of knowledge of the work that was required, an
conclusion that change in the demands of the work were not evident in changes to
classification structure or a recent work value assessment.

PN3296    
Okay.  So, if I can just put that back to you so I've understood it.  The fact that the
classification structure itself hasn't evolved over the time, you draw an inference f
that it sort of hasn't kept up to date with, as you describe it, the complexities of the
that a reasonable way of putting it?‑‑‑Yes.

PN3297    
That's fine.  Thank you for that.  I take it that - and I don't want this to sound facet
professor, I apologise if it does.  Your analysis on undervaluation generally, am I r
saying that arises in large measure from your - as you've just described it, your an
the lack of work value review in the industry?‑‑‑Yes, coupled with the evidence of
in the industry.

PN3298    
And you draw that evidence, as I understand it, from things like the Royal Commi
You draw that evidence as well from a variety of employee response surveys.  Wo
be right?‑‑‑Yes.  The - just as a correction in the most recent census didn't include 
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PN3300    
And the Royal Commission.  No, thank you.  Could I ask you to go to paragraph 1
apologies, just bear with me, professor, I'm sorry.  Sorry, professor, it's 106.  Coul
you to go to that?‑‑‑Yes.

PN3301    
I think this is at the back end of your answers to the union's Question 6 and you've
a very detailed history of equal remuneration cases and things of that ilk?‑‑‑(No au
reply)

***        MEG SMITH                                                                                                                                   XXN MR WARD

PN3302    
Thank you.  In 105 you talked about the very recent Educational Services (Teache
decision, and then you make some observations about, respectfully, about the
Fair Work Commission and where it's up to, and then if I could ask you to turn the
page 38, and I'm intrigued by the last sentence of 106 and it says this:

PN3303    
Relevant also is the challenge of assessing work value in a bias‑free manner.  O
is an illusive goal and comparisons across different types of work require comp
contested decisions -

PN3304    
And there's a reference there to Whitehouse and Smith, and I'm assuming, with re
Professor, that's you.  Are you suggesting that it's not possible to objectively revie
value where gender's involved?  Is that the elusive goal?‑‑‑No, I'm not suggesting 
not possible.  I'm noting, and it's referenced earlier in the report, and it's a point al
in the article with Professor Whitehouse, that any assessment of skill carries with 
subjectivity.  Any assessment of work involves judgments by the assessor of the w
there's their assessment; even the description of criteria and standards of work do
themselves in a sense represent a particular view about work.  So it's very difficult
around any work value assessment, or any different type of work value instrument
completely objective.  I'm not making that point with regard to assessment of fem
work.  I make that comment broadly.

PN3305    
And I'm right in saying that your opinion is that there is an undervaluation, but yo
proffered what increase needs to be applied to remedy that undervaluation; that w
correct, wouldn't it?‑‑‑That is correct.

PN3306    
Respectfully, is that because you don't feel that's within your academic realm to do
We were not asked to do that, and we've not undertaken any work in that regard.

PN3307    
Have you done any analysis of the teacher's decision?‑‑‑Yes - some analysis of tha
decision, yes.

PN3308    
Did you do that analysis in terms of considering whether or not there had been any
remedying of gender‑based undervaluation?‑‑‑No, I didn't examine precisely the r
that was ultimately evident.  My initial analysis was the particular interpretation a
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So it wouldn't be the case that you, from your professional opinion, formed any vi
the outcome of that case?‑‑‑No, I haven't examined the remedy in sufficient detail

PN3310    
I don't want to ask you questions that aren't appropriate.  Can I take you then, and 
coming to my last theme, if I can, Professor – can I take you to paragraph 169.  I'l
withdraw that; my second last theme – 163, if I can take you to that.  In paragraph
talk about the Royal Commission's recommendations in regard to the Certificate I
becoming the mandatory, minimum qualification.  Do you see that?‑‑‑Yes.

PN3311    
Are you saying there that you endorse that as an appropriate step?‑‑‑No, our view 
make a particular view on that, I guess whether it's an emphatic requirement.  The
expressed in that paragraph is with a view to the training requirements of the indu
what it, in our view, says about the specialised aged care knowledge and skills.  T
we drew from that.

PN3312    
I'm just trying to clarify this then.  When you say about halfway through 163:

PN3313    
In our opinion, the recommendation that Certificate III and IV courses should 
reviewed reflects the demands for specialist aged care knowledge and skill.

PN3314    
When you say that, that's not based, is it, on your personal academic analysis of th
of Cert III and Cert IV?‑‑‑No.  That's drawing from the Royal Commission's asses
the requirement for training.

PN3315    
So you're simply endorsing that as a good idea, not necessarily because you've
independently reviewed the current content and what's in it?‑‑‑I wouldn't use the w
'endorse.'  I said we drew from it as reflective of the requirements for training and
knowledge and skills in the industry.  That was our assessment of that material.

PN3316    
Perhaps I'm being unclear.  You don't have any personal professional view that the
Certificate III or IV course is inadequate at this time?‑‑‑No.  We only noted
the Commission's recommendations regarding the requirement for specialist secto
in those certificate courses.

***        MEG SMITH                                                                                                                                   XXN MR WARD

PN3317    
I wasn't trying to be unfair to you.  We had a (indistinct) take issue (indistinct) des
modern, contemporary and robust, and I was just trying to see if you had some kn
that was different.  I don't think you do.  Can I take you to the last bit of 169?  You
169, 'The failure to make substantive updates to the classification descriptions of a
and you go on, and I think you helped us with that earlier today – this is the fact th
view, the fact that it hasn't evolved would suggest there's a difficulty with it.  I've 
and I'm not doing very well when I start sending things to people – I had sent you
the HSU application in these proceedings.  Did you receive it?‑‑‑Yes.  That was th
afternoon?  Yes.
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PN3319    
Have you read the ANMF application before?‑‑‑Yes, I have.

PN3320    
Can I – unless Mr McKenna jumps up and says I'm not telling the truth, my under
that in relation to the care streams they're the same; obviously different for enrolle
and registered nurses.  I'm looking at Mr McKenna.  He's not jumping up, so I've p
done reasonably well with that.  Can I ask you to go to that document?

PN3321    
MR HARTLEY:  I'm sorry to interrupt, Mr Ward. It's Mr Hartley rather than Mr M
I missed what it was that you said in description of the ANMF application.  Could
repeat it, and then I'll jump up if there is an issue?

PN3322    
MR WARD:  Well, stay on your feet.  It's my understanding that the classification
relate to care workers are the same in both claims.

PN3323    
MR HARTLEY:  I'm sorry, Mr Ward, is the point that the same increase is sought 
to - - -

PN3324    
MR WARD:  No, the same descriptors.  I will do it a different way.  I will do it a d
way.  Professor, I sent you earlier today a copy of the ANMF application.  Do you
copy of that?‑‑‑Yes, I do.

PN3325    
It's not numbered - can I ask you to go to page - bear with me - can I ask you to go
4.  I will just do this once, I am just interested if you could help us.  My document
on page 5.  It says it's (b) point 4 aged care employee level 4.  Do you see that?‑‑‑
I do.

***        MEG SMITH                                                                                                                                   XXN MR WARD

PN3326    
Professor, I'm not trying to ask you a trick question in any sense here.  As I unders
that's what's claimed for that level 4 care worker, and my understanding is that lev
worker is ordinarily the Certificate III care worker.  Mr Hartley will challenge me
wrong.  Is that what you had in mind about evolving the classification structure?‑‑
I'm not entirely clear about your question, because in the material, if I'm at the sam
in the ANMF application, the personal care worker material has been excised from
general - the other descriptions into its own stream for want of a better description

PN3327    
You don't have the aged care employees in the document that I sent you?‑‑‑Yes, I 
have some striking out of material, and then down further I have new classificatio
personal care workers.

PN3328    
I am just trying to ask you this in general terms if you can just stay with me, and i
to a point where you think it's unclear you just tell me.  Okay.  If you look at the a
employee level 4 - do you see that in front of you?‑‑‑Yes, I do.
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PN3330    
You see it talks about the responsibility for work.  Do you see that?‑‑‑Yes.  Yes.

PN3331    
Then it talks about supervision, communication skills, specific on the job training 
might be required, or may require formal qualifications.  Do you see those descrip
do, yes.

PN3332    
In what you've said about, 'We need to have an evolution of these classification str
what more would you want to see in that structure that's not there today?‑‑‑I think
general terms in - when classification structures evolve, and it's always a challeng
the correct level of abstraction, but I think if I could use - you'd want something a
of the behavioural and technical confidence potentially, but also the progression b
the levels.  Clearly I'm aware of the comments about the classification structure m
the Royal Commission and I think they made those points about behavioural and t
features and around progression, and I think as a general point they are a good - th
good piece of guidance for any classification structure, but I'm unable to make any
comment other than that.

PN3333    
That's fine.  Is the notion of the technical that you've referred to, is that the quite d
technical competencies that flow out of the Certificate III and the Certificate IV an
associate diploma and so forth?‑‑‑It wouldn't necessarily.  It would have to be at a
obstruction that's suitable for a classification structure.  I think that's - - -

***        MEG SMITH                                                                                                                                   XXN MR WARD

PN3334    
Professor, thank you, there's no further questions.

PN3335    
MR HARTLEY:  Your Honour was on mute, but I imagine Your Honour asked me
was re-examination?

PN3336    
JUSTICE ROSS:  I did, yes, thank you.

PN3337    
MR HARTLEY:  There is no re-examination.

PN3338    
JUSTICE ROSS:  Thank you.  Thank you for your evidence, Professor.  I should a
there any questions from my colleagues?  No.  Thank you for your evidence, Prof
Smith, you're excused?‑‑‑Thank you, your Honour.  Thank you.

<THE WITNESS WITHDREW                                                             [3.56 PM

PN3339    
JUSTICE ROSS:  Is the next witness Ms Butler?

PN3340    
MR McKENNA:  It is, your Honour.  Ms Butler is the next witness to call.  I note
Hono r has indicated o 're a ailable ntil 4 45 toda I think the F ll Bench has
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PN3342    
JUSTICE ROSS:  Okay.  Well, let's go.

PN3343    
MR McKENNA:  I'm indebted to Mr Ward and to the Commission.  Ms Butler ha
the hearing room.

PN3344    
THE ASSOCIATE:  Ms Butler, can you see and hear me?

PN3345    
MS BUTLER:  Yes, I can see and hear you.

PN3346    
THE ASSOCIATE:  Can you please state your full name and work address.

PN3347    
MS BUTLER:  My full name is Annie Butler, and my work address is Level 1, 36
Street, Melbourne.

***        MEG SMITH                                                                                                                                   XXN MR WARD

<ANNIE BUTLER, AFFIRMED                                                           [3.57 PM

EXAMINATION-IN-CHIEF BY MR MCKENNA                              [3.57 PM

PN3348    
JUSTICE ROSS:  Your witness.

PN3349    
MR McKENNA:  Thank you, your Honour.  Ms Butler, can I confirm that you can
hear me?‑‑‑Yes, I can, thank you.

PN3350    
If at any time you have any difficulties with the technology please raise that imme
Ms Butler, can you please again state your full name?‑‑‑My name is Annie Butler.

PN3351    
And your occupation?‑‑‑I am the Federal Secretary of the Australian Nursing and
Midwifery Federation.

PN3352    
And your professional address, please?‑‑‑My professional address is Level 1, 365 
Street, Melbourne.

PN3353    
Thank you, Ms Butler.  And you have prepared a witness statement for the purpos
proceedings?‑‑‑Yes, I have.

PN3354    
Do you have a copy of it with you today?‑‑‑Yes, I do.

PN3355    
That is a statement dated 29 October 2021?‑‑‑That's correct.
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PN3357    
And I think on my count there are eight annexures, direct annexures to it?‑‑‑Yes.

PN3358    
And you also refer to a number of other documents titled 'ANMF documents' whic
the tender bundle.  Is that correct?‑‑‑That's correct.

PN3359    
Have you had a chance to read that statement recently?‑‑‑Yes, I have.

***        ANNIE BUTLER                                                                                                                        XN MR MCKENNA

PN3360    
I understand there are a number of corrections or clarifications that you'd wish to m
it.  Is the first of those at paragraph 13?‑‑‑Yes.

PN3361    
Paragraph 13 currently provides that, 'At 30 June 2021 the ANMF has more than 3
financial members.'  Is it correct that that figure includes student members who m
not be financial?‑‑‑That's correct.

PN3362    
And so would you change that paragraph to remove the word, 'financial', so that it
'The ANMF has more than 300,000 members'?‑‑‑Yes.

PN3363    
Ms Butler, I also found at paragraph 177 there is a reference to paragraph x?‑‑‑Ye

PN3364    
I take it that should be a reference to paragraph 155, is that correct?‑‑‑Yes, that's c
should be.

PN3365    
Are there any other changes, corrections or clarifications you would wish to make
thank you.

PN3366    
Subject to those two changes, are the contents of your witness statement true and
correct?‑‑‑Yes, they are.

PN3367    
Have you also had a chance to review the eight annexures you refer to in your
statement?‑‑‑Yes, I have.

PN3368    
Are those annexures true copies of the documents you refer to?‑‑‑Yes, they are.

PN3369    
With respect to the other ANMF tender bundle documents that you refer to, are th
true copies of the documents that you refer to?‑‑‑Yes, they are.

PN3370    
Thank you.  If the Full Bench pleases, that statement is relied upon by the ANMF.
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CROSS-EXAMINATION BY MR WARD                                           [4.01 PM]

***        ANNIE BUTLER                                                                                                                             XXN MR WARD

PN3373    
JUSTICE ROSS:  Ms Butler, hopefully you can see Mr Ward?‑‑‑Yes, thank you, I

PN3374    
Good.

PN3375    
MR WARD:  Ms Butler, can you hear me okay?‑‑‑Yes, I can, thank you.

PN3376    
Thank you, Your Honour.  Ms Butler, my name is Nigel Ward and I appear in thes
proceedings for the employer interests.  Can I just start with the claim:  Mr Hayes
the HSU President, the other day said in his evidence that they engaged an externa
economics consultancy to construct the claim.  Were you a participant with that ec
consultancy or did you act independently?‑‑‑I wasn't a participant in that, I was in
of that.

PN3377    
Okay, and are you able to tell us how you determined your 25 per cent claim?‑‑‑T
made our own assessment and taking into consideration all the factors we think th
Commission itself needs to take account of in considering the case, we thought th
per cent increase that we're seeking meets those various factors according to our
assessment.  You had a variety of people inside the union exercise their judgment 
at that.  You didn't use external parties?‑‑‑No, we did not.  We did that internally a
our branches.

PN3378    
Thank you very much.  I think you said in your evidence that you've not personall
in aged care.  That's correct?‑‑‑That is correct, except for my time in community, b
in aged care.

PN3379    
No, that's fine.  When you worked in the health sector, are you able to let me know
you actually worked?  Was that in a public hospital or where was it?‑‑‑Yes, as it's 
in my statement, principally in public hospitals, a series of public hospitals, all in 
South Wales, and in the community setting as a community nurse and also in publ
funded community health projects.

PN3380    
When you were in the hospital sector, did you specialise in any particular part?‑‑‑M
specialty would be described broadly as surgical nursing.

***        ANNIE BUTLER                                                                                                                             XXN MR WARD

PN3381    
Okay.  You've talked in your statement about what you describe as the overview o
care in aged care.  I'd like to just, if I can, ask you some questions to clarify the ro
registered nurse, if you can assist with that.  You understand that a lot of aged care
employ registered nurses and clinical care managers?‑‑‑Yes.
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PN3383    
So the registered nurse is the principal clinical care leader of that team?‑‑‑That's c

PN3384    
Am I right in saying that in the aged care sector the registered nurse has always pl
role?‑‑‑That's fair to say, that the registered nurse has been the leader of nursing ca
aged care sector as occurs in other settings.

PN3385    
Yes, yes.  To that extent, enrolled nurses or personal care workers - however one d
them - would have always reported into a registered nurse?‑‑‑Typically yes, those
classifications have changed over time.

PN3386    
Yes, yes.  Can I just ask some questions about medication, just to clarify:  it's my
understanding that only a registered nurse can administer schedule 8 medications.
correct, isn't it?‑‑‑Yes.

PN3387    
Is it possible that somebody other than a registered nurse can do that if the register
is observing them?‑‑‑Not typically, no.

PN3388    
I'm not trying to - - -?‑‑‑No, it's just the poisons and drugs legislation is different i
state and territory.

PN3389    
Okay?‑‑‑There are - you know, at this point I don't think I could answer more exte
than in aged care it's the registered nurse who has that role.

PN3390    
From your experience, does the registered nurse usually administer schedule 4 me
if they're available to do so?‑‑‑Yes, they would - the registered nurse would alway
administer schedule 4 medications - I mean can always.

PN3391    
Yes, yes, and if they're - what I'm asking is if they're available to do so, do they no
it, in your experience?‑‑‑Well - - -

***        ANNIE BUTLER                                                                                                                             XXN MR WARD

PN3392    
Is it an issue to formally delegate it to somebody else?‑‑‑An enrolled nurse with th
skills, qualifications and training and in that right state would be able to do some o
actually administer those medications under the supervision of the registered nurs

PN3393    
I think one of your other officials has talked about the fact that that qualification i
of the diploma or Certificate IV for the enrolled nurse, is that correct?‑‑‑That's rig
just an intrinsic, inherent part of the diploma qualification following the transfer o
nursing education under - when we transferred to national registration.

PN3394    
Can I j st e plore a co ple of other elements of clinical practice if I can? Who is
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educated to take a blood pressure.  Of course that is - they're what we call baseline
observations.

PN3395    
Yes?‑‑‑They fall easily within the ordinary normal scope of practice for both enro
nurses and registered nurses.  So people can take, for example, a blood pressure.  
reporting and then the interpreting of those results that then pass along within the 
along the nursing line.  So a personal care worker could take it but would need to
understand the circumstances where you report to the registered nurse.  The regist
is the person who then would make the assessment of what that variation means fo
individual.

PN3396    
So if I was a personal care worker and trained to do it I could physically do it.  I c
on the progress notes but it would be something for the EN or RN to understand w
happen because of that?‑‑‑Depending on the result, exactly.

PN3397    
Depending on the result, okay - go on?‑‑‑Well, a personal care worker would just 
alert to when to tell the EN or the RN.

PN3398    
And would that be something that would emanate from the resident's care plan or 
that just be they would understand what is high or low blood pressure?‑‑‑Well, aga
hard to comment on every circumstance but typically it would probably involve b
People would be aware that someone might be on anti-hypertensives, or that they 
tendency to, you know, low blood pressure therefore they'd be markers about wha
normal.

PN3399    
Yes?‑‑‑But then the - and then the process of referral.

***        ANNIE BUTLER                                                                                                                             XXN MR WARD

PN3400    
This is very helpful.  Very.  In terms of checking for blood glucose, and I'm sure th
technical name for it which I haven't got right, is the same that you've just said app
there?  That is it's something a personal care worker could be competent to do but
of what occurs from the result, that would have to be escalated up to the registered
nurse?‑‑‑Correct.

PN3401    
We've had some evidence about personal care workers injecting insulin.  Is that so
is that a procedure that doesn't technically require an EN or an RN?‑‑‑It is - it's a d
question to answer and I'll tell you why because it is - there are diabetics all aroun
country who self-administer.  There are parents who administer insulin to children
are people, you know, daughters who administer insulin in a home to their father o
mother.  The difference when you have someone who is not your relative, who is 
particular setting is that anyone can be a performer just to do a simple task.  But it
understanding the nature of how to know whether to withhold insulin or give insu
insulin and then report it on, and that requires a number of factors.  There would b
personal care workers who would know that the person in their care today isn't qu
or they want a check and would be able to refer to it.  So, it requires a slightly mor
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view that it's - glucose might be a problem.  Would I have the - would I act on tha
own volition or would I go and talk to the registered nurse?‑‑‑Ideally you'd talk to
registered nurse.

PN3403    
Ideally?  In an unideal world what would I do?‑‑‑Well, because there are circumst
when there aren't registered nurses available at some placed.  There are some - or 
just not immediately available.

PN3404    
We've had some evidence of PRNs which as I understand it is sort of on the spot p
medication.  That's my understanding of it.  Have I got it right?‑‑‑Yes.

PN3405    
Okay, good.  Generally speaking, the evidence to date has been that the registered
to confirm that.  Is there a particular reason why the registered nurse has to confirm
that?‑‑‑Yes, an enrolled nurse would have capacity to assess this as well but norm
typically it would be the work of the registered nurse because a PRN is just in Lat
required, and so it's not just the normal - the normal medication as ordered by who
GP or the nurse practitioner or whoever's ordered the medication, it's something a
required.  Therefore, in order to know whether you need to give, you know, it can 
breakthrough pain medication which can be - include Panadol, it can be a range of
things, an assessment's required.

***        ANNIE BUTLER                                                                                                                             XXN MR WARD

PN3406    
And hence you need to talk to the person with the clinical training?‑‑‑Yes.

PN3407    
Okay.  In terms of clinical activity, can you just describe for me what the registere
will do and the enrolled nurse won't do in terms of actual clinical practice?‑‑‑So, i
again is complicated and it's - I understand it's - - -

PN3408    
That's why I'm asking you?‑‑‑Yes.  I understand it's hard for people to understand 
mean by nursing practice and nursing care.

PN3409    
Yes?‑‑‑So, while we - so, the way that our registration work is we - it's registration
it's not practice registration because scopes of practice evolve, and we have long s
away from a task based approach to nursing to a holistic - as I point to my stateme
know, a holistic approach.  That's nursing care and that's nursing practice.  So I ca
that in any - that in every residential aged care facility an EN does this definitely a
the RN does this and takes over.  Nursing practice occurs along a spectrum, nursin
and we would say that assistants in nursing and personal care workers, they contri
aspects of nursing care.  There's crossover between ENs and what ENs deliver and
ENs and RNs, up to - the highest level of that continuum is the nurse practitioner. 
somethings for the nurse practitioner that are more clearly and easily defined beca
they're in legislation, prescribed (indistinct) et cetera.  But there would be - there w
enrolled nurses who have advanced knowledge and possibly even qualifications in
management.  But generally wound management would, you know, be - that's a no
scope of practice - manner of practice for registered nurses.  And so when we look
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PN3410    
That's helpful, thank you.  Can I just go on to some other matters if I can.  I sent y
today some documents dealing with admission.  Did you receive those?‑‑‑I did.

***        ANNIE BUTLER                                                                                                                             XXN MR WARD

PN3411    
I'm not suggesting you're familiar with them.  I thought they might - I thought the
help jog your understanding of what I'm about to ask you questions really.  I sent y
admission checklist, an admission team checklist and an admission day checklist a
was hoping this might prompt your memory of what happens in the aged care inst
Obviously there's a pre-admission process before somebody comes in to the aged 
facility.  I'm just trying to understand, do you know what role the registered nurse 
pre-admission?‑‑‑I'm not really in a position to answer that.  So I've got to admit w
received these I did just check with my lawyer and question, because I thought ma
weren't meant for me because I'm not familiar with them.  And so I - again, they lo
like they are very much specific to a certain facility.

PN3412    
They were a particular facility but I'm not - - -?‑‑‑That's all right because there's a 
things I know wouldn't be occurring across all facilities, so I'm not really in a posi
answer that in this facility who takes what role.

PN3413    
That's fine.  No, so you - do you have any knowledge of the role the RN plays in t
admission of a resident to aged care?‑‑‑I would expect the RN to be involved in th
discussion around care needs, care requirements, and how if someone's had an AC
assessment such as your document suggested, how then they would be with the in
themselves and their family be then interpreting that information and producing a 
of how those care needs were going to be met.

PN3414    
So, the registered nurse would be a key part of that discussion with the family, pos
with the potential resident and then the registered nurse will out of that develop th
plan for that resident.  Is that what you're understanding is?‑‑‑That's my understan

PN3415    
Am I - we've had some evidence, I just want to see if it's consistent with your
understanding, once the care plan is constructed, we've had a variety of evidence t
that the registered nurse will have the benefit of the progress notes on a particular 
and will from time to time review those and will make decisions as to whether or 
care plan should be amended.  And that the registered nurse holds the authority to
the care plan. Is that your understanding?‑‑‑The registered nurse holds the - is the 
responsible for developing and assessing and evaluating care and therefore amend
care plan.  It can't be done in isolation, it just can't be.  The contributors - everyon
what we would describe the nursing team and the care team has to contribute to an
amendment and to changes that happen that then need to be changes made in the c
so that care can be adjusted.  In many times, you know, the personal care worker i
person making the observations.

PN3416    
Yes?‑‑‑And those observations have to be recorded and have to be – they form a v
of how the care plan can actually operate effectively.

6250



PN3418    
MR WARD:  Sorry, I think I'm back.  I'm not sure where I went, but I think I'm ba
can put that back to you, if I can, just briefly.  The team day‑to‑day make observat
they'll record appropriate observations in the progress notes; it might well be that 
progress notes generate the RN's consideration; it might well be that someone in t
might actually mention something to the RN that they've observed, and all of that 
taken into account if the RN believes the care plan needs to be adjusted?‑‑‑Yes.

PN3419    
Would the RN then engage with the family on the adjustment to the care plan?‑‑‑T
should, yes.

PN3420    
We've heard a lot of discussion about administration and how RNs are more and m
involved in administration.  Could you just explain to us what you understand the
administration activities to include?‑‑‑Much of the documentation.  I mean, care p
activities, that's – you know, the actual writing of something is an administrative t
the other stuff that's the nursing stuff.  But that – we do that in nursing everywhere
levels of documentation that have been increasingly required as we've seen chang
aged care sector - regulations, different standards – have just – you know, it's volu
the amount of material that now is being required to be produced in documentatio
increasingly we hear from our members too often taking them away too often from
floor, because they're such time‑consuming tasks.  And so there's around funding
instruments, around many of the reporting systems, meetings – you know, the new
aged care standards, all those sorts of things have really increased administrative b

PN3421    
So the registered nurse is being drawn away from being the clinical person, the cli
leader, because they're more doing about quality compliance, they're getting more
in documents related to funding and things like that, and that's drawing them away
it?‑‑‑That's what our members report.

PN3422    
Let's assume there's a fall – let's say a resident has a fall.  The evidence has been f
consistent in this case so far that the registered nurse is the sort of primary decisio
about the clinical wellbeing of the person who has a fall.  Is that your understandin
registered nurse has the capacity to make that assessment and decision and what n
happen.  Apart from all what would be procedurally required and protocols and pr
but in terms of a medical health assessment, yes.

PN3423    
Sorry, could you just develop that thing about procedures and protocols?  What do
mean by that?‑‑‑Well, the documentation has to be – you have to, you know, docu

***        ANNIE BUTLER                                                                                                                             XXN MR WARD

PN3424    
Yes?‑‑‑Yes, you know, an incident, and the nature of the incident, but then there w
to be assessments about why the fall occurred.

PN3425    
Yes?‑‑‑Yes, and the rest of the team would necessarily have to contribute to that
information.
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PN3427    
Am I right in saying that the registered nurse is the ultimate decision‑maker about
what has to happen with that person if they have had the fall?‑‑‑That's correct, exc
a circumstance where a registered nurse is not on site at the particular time.  Typic
protocol would exist that tells the care worker what they need to do, in terms of th
need to call

PN3428    
And that might involve - - -?‑‑‑Most likely – most typically call an ambulance.

PN3429    
I've only got a few more, if I can, Ms Butler.  Is the registered nurse the principal 
contact with the doctor?‑‑‑Yes.

PN3430    
It wouldn't be the care manager; it would be the registered nurse themself?‑‑‑It co
both.

PN3431    
As far as I can remember, the registered nurse has been a university qualification f
long time.  Just bear with me.  How long?‑‑‑Sorry, I just missed the last bit of that

PN3432    
To be a registered nurse, how long has it been a university qualification?‑‑‑Okay.  
transfer of nursing education into the tertiary sector started in 1984 and finished in
So there was a gradual transition in that decade, but since 1994 it has been a degre
program.

***        ANNIE BUTLER                                                                                                                             XXN MR WARD

PN3433    
I see that the Royal Commission suggested a review of the Cert III and the Cert IV
– you might not know the answer to this, but I assume there's not been a suggestio
reviewing the university degree for a registered nurse?‑‑‑In fact, there was a nation
of nursing education undertaken.  It was directed by the government in 2018, and
undertaken and reported on in 2019.  Unfortunately the government did make a re
but we've not seen a lot of action on the recommendations out of that report, becau
previous one was in 2002, and so it's timely that we – you know, it makes sense th
review nursing education from time‑to‑time.

PN3434    
Is nursing education reviewed from time-to-time?‑‑‑Well, it was, from 2002 was t
one, and parts of the nursing profession have considered that it was timely for this
particularly as we're trying to plan for the future.

PN3435    
And if you can't answer this question I respect that.  From your knowledge of age
when might somebody need more than the standard degree that a registered nurse 
there a particular type of care which might warrant something or - are you able to 
with that?‑‑‑So nurses – aged care is a compulsory component of the Bachelor of 
program.  To have that, you know, nurses are produced to be generalists, like, that
you end up when you complete your degree.  Aged care is a foundational compon
that.  I could suggest that there are areas of particular specialist practice, such as s
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PN3437    
If I come out of university as a graduate nurse and I go straight into aged care, do 
any opinion on how long it would take me to be sort of fully operational as a regis
nurse?‑‑‑So when you complete your degree you're ready for practice.  We unders
with all new practitioners it takes time to consolidate your knowledge and your sk
practice.  So for just a beginning practitioner, you know, within six months to a ye
would say that new graduates typically consolidate their core level, their entry to p
level, of knowledge and skill.

PN3438    
Can I just ask you one last question?  Do you – you might not know the answer to
there any distinction between the qualification an assistant in nursing receives and
Certificate III in Individual Support that the personal care worker gets?‑‑‑To the b
knowledge, no.

PN3439    
You'd accept that they're broadly aligned in terms of what they're covering and wh
do?‑‑‑Yes.

PN3440    
Just a minute if I can.  One last question if I can and I will finish.  Can I ask you to
paragraph 161.  It's late in the day, Ms Butler, so be nice to me when I ask this que
You say in paragraph 161 in the second line:

***        ANNIE BUTLER                                                                                                                             XXN MR WARD

PN3441    
It is a stressful occupation requiring the right people with the right skills and k

PN3442    
What do you mean by the right people?‑‑‑We always talk about having the right n
and the right types of people.  So you need sufficient staff, but you need people w
proper skills, so the knowledge and skills to be able to meet the demands of the ca
required, and - so that's what we generally mean by that particular phrase.

PN3443    
It wasn't some reference to particular dispositions or things like that, it's a referenc
mix of skills that you would have in - - -?‑‑‑The numbers and the skills, that's righ

PN3444    
Thank you, Ms Butler, no further questions.

PN3445    
JUSTICE ROSS:  Any re-examination?

PN3446    
MR McKENNA:  Thank you, your Honour, I will be very brief.

RE-EXAMINATION BY MR MCKENNA                                           [4.31 PM

PN3447    
Ms Butler, you recall you were asked a question about whether on my notes you c
that the registered nurse would be the principal point of contact for a doctor.  Do y
that q estion? Yes
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PN3449    
Would your answer about who the principal point of contact might be, would your
differ depending upon whether the care manager had a nursing qualification?‑‑‑Ye
care manager were actually a registered nurse as well, my understanding is someti
the case, then yes, they could also be the point of contact.

PN3450    
And if that person was not a registered nurse would that be a different position?‑‑‑
be a different position because the doctor would find it difficult to communicate.

***        ANNIE BUTLER                                                                                                                      RXN MR MCKENNA

PN3451    
Thank you.  No further re-examination, and if there are no questions from the Full
might the witness be excused?

PN3452    
JUSTICE ROSS:  Certainly.  Thanks for your evidence, Ms Butler, you're
excused?‑‑‑Thank you very much.

<THE WITNESS WITHDREW                                                             [4.33 PM

PN3453    
JUSTICE ROSS:  Can I just return to the start time for tomorrow and the witnesse
are dealing with.  Did you have an opportunity to have a think about a 9 am start t
sure we get through the witnesses that were listed between 9.30 and 1?

PN3454    
MR GIBIAN:  For our part, your Honour, we are content for a 9 o'clock start if th
convenient to the Commission.

PN3455    
JUSTICE ROSS:  Is it inconvenient for any - we have spoken about it and we can
- is it inconvenient for any of the counsel?  No.  All right.  Do I take it - - -

PN3456    
MR McKENNA:  At our end we will have some slightly different IT arrangement
morning.  Hopefully that won't cause any difficulties.

PN3457    
JUSTICE ROSS:  Okay.  Will we deal with Mr Gilbert's evidence tomorrow morn
well?

PN3458    
MR McKENNA:  For our end I think that would be appropriate.

PN3459    
JUSTICE ROSS:  All right.  Who do you have coming tomorrow?

PN3460    
MR GIBIAN:  For our part, your Honour, we had Professor Kerley and Mr Eddin
there's to be a 9 o'clock start we were proposing to start with Mr Eddington and th
with Professor Kerley if that's convenient.  It would perhaps be most convenient f
the Nurses Federation witnesses were then to follow including Mr Gilbert if that
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***        ANNIE BUTLER                                                                                                                      RXN MR MCKENNA

PN3462    
JUSTICE ROSS:  Okay.  My notes had the cross-examination of one UWU officia
do we know about that?  Not much?

PN3463    
MR GIBIAN:  I do not know anything about that.  I think there is someone appear
the UWU, albeit not on camera at present.

PN3464    
MS BARRY:  Yes.  Apologies I'm not sure if my camera is working - - -

PN3465    
JUSTICE ROSS:  No, that's fine.  Is one of your witnesses being cross-examined 
do you know?

PN3466    
MS BARRY:  Yes, Ms Coad.

PN3467    
JUSTICE ROSS:  All right.  If there's nothing further we will see you at 9 am tom

PN3468    
MR GIBIAN:  Thank you, your Honour.

PN3469    
JUSTICE ROSS:  We will adjourn.

ADJOURNED UNTIL TUESDAY, 03 MAY 2022                               [4.36 PM]
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PN3470    
JUSTICE ROSS:  Good morning.  I think we've got Mr Eddington first, is that rig
Gibian?

PN3471    
MR GIBIAN:  Yes, your Honour, it is.

PN3472    
JUSTICE ROSS:  Just before we go to him, we've received an application for an o
appear directed at a Marie Phillips, I think.  What's that about?

PN3473    
MR GIBIAN:  It's just one of the witnesses on our side giving evidence in relation
care.  She just - for personal reasons - required an order in order to be able to appe
attend.

PN3474    
JUSTICE ROSS:  All right, we'll send that through to Commissioner O'Neill and 
with it.  It's one of the employee lay witnesses, I assume?

PN3475    
MR GIBIAN:  It is, Your Honour, yes.

PN3476    
JUSTICE ROSS:  All right, okay, thank you.  We'll call Mr Eddington.

PN3477    
THE ASSOCIATE:  Mr Eddington, can you see and hear me?

PN3478    
MR J EDDINGTON:  I can.

PN3479    
THE ASSOCIATE:  Can you please state your full name and work address?

PN3480    
JUSTICE ROSS:  Are you able to turn up your microphone, Mr Eddington?  We'r
trouble hearing you.

PN3481    
MR EDDINGTON:  Is that any better?

PN3482    
JUSTICE ROSS:  Not much.  Look, in the HSU room, can you turn off your micr
While we're waiting for Mr Eddington, the parties will shortly receive an email fro
chambers, just outlining a suggestion for discussion at the mention at 1 o'clock.  O
it could be that I'm the only one having trouble hearing Mr Eddington.

PN3483    
MR GIBIAN:  No, I had the same problem, your Honour.

PN3484    
JUSTICE ROSS:  Okay.
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PN3487    
MR EDDINGTON:  Sorry about that.

PN3488    
JUSTICE ROSS:  No, not at all.

PN3489    
THE ASSOCIATE:  Mr Eddington, could you please restate your full name and w
address?

PN3490    
MR EDDINGTON:  James Eddington, 11 Claire Street, Newtown, Tasmania.

<JAMES EDDINGTON, AFFIRMED                                                  [9.04 AM

EXAMINATION-IN-CHIEF BY MR GIBIAN                                    [9.04 AM

PN3491    
JUSTICE ROSS:  Thank you, Mr Eddington.  Mr Gibian.

PN3492    
MR GIBIAN:  Thank you, your Honour.  Mr Eddington, can you hear me?‑‑‑Yes.

PN3493    
Can you just repeat your full name for the record?‑‑‑James Eddington.

PN3494    
You're a legal and industrial officer for the Health and Community Services Union
Tasmanian branch?‑‑‑That's correct.

PN3495    
You've made a statement for the purposes of these proceedings in relation to home
work, which is dated 5 October 2021 and runs to some 70 paragraphs over 13
pages?‑‑‑That's correct.

PN3496    
You have a copy of that with you?‑‑‑Yes, I do.

***        JAMES EDDINGTON                                                                                                                      XN MR GIBIAN

PN3497    
Just for the benefit of the Bench, I understand a communication was sent yesterda
in relation to - or yesterday - in relation to one of the annexures.  It's annexure JE4
referred to at paragraph 69 of the statement and in the court book is a document
commencing at page 7747.  That document, I understand, is the wrong document 
should be the document that we sent through yesterday, which is a position descrip
support worker A2 integrated - - -

PN3498    
JUSTICE ROSS:  All right, look, we'll take the same course that we'll take in resp
of the amendments or corrections that have been made.  If you refile the relevant s
in full and incorporate all the changes, don't put them in tracked, just put them in c
then we'll insert them in the court book.  If you can also provide them in PDF and
my associate is going to do an audit of which documents we currently have outsta
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MR GIBIAN:  I was just going to note that the other annexures to Mr Eddington's
are correct but something between filing and then their insertion into the court boo
to have resulted in them being not correctly identified by way of the annexure num
that's a matter that we can deal with in the same way that your Honour the Preside
mentioned.  Mr Eddington, have you had an opportunity to review your statement
yes.

PN3500    
Is it true and correct to the best of your knowledge and recollection?‑‑‑Yes.

PN3501    
Then that is the witness statement of this witness upon which we seek to rely and 
of the evidence.  The statement itself is document 130 in the court book, commenc
page 7717 and we will undertake to replace - or replace the whole statement, whic
change, but the annexures correctly marked and with the correct documents.  Mr E
Mr Ward, I think, will now ask you some questions, who hopefully you should be
see on the screen.

PN3502    
JUSTICE ROSS:  All right.  Thank you, Mr Ward.

CROSS-EXAMINATION BY MR WARD                                           [9.08 AM

PN3503    
MR WARD:  Mr Eddington, can you hear me?‑‑‑I can, yes.

***        JAMES EDDINGTON                                                                                                                    XXN MR WARD

PN3504    
Thank you.  Mr Eddington, my name is Nigel Ward.  I appear in these proceeding
principal employer interests.  I'm just going to take you through a number of matte
statement.  Can I just start with a general question:  I take it that you're primarily
responsible - you all right?‑‑‑I'm trying to - my phone is quite precariously placed

PN3505    
I was just more worried that you fell?‑‑‑No, unlike the clients that many of our ho
look after that's not the case.

PN3506    
Good comeback - in your role as legal industrial officer, are you the principal pers
involved in bargaining for the union in Tasmania?‑‑‑I wouldn't say the principal p
have, probably like a lot of unions, a system of lead organisers who will probably 
of the bargains.  I'll be the person that looks at the enterprise agreements of those b
being made, sees that the terms are going to be acceptable, sees that wording's goi
acceptable, looks after and oversees the whole process relating to approvals throug
Fair Work Commission.  So, that's really my role.  I will - - -

PN3507    
You're the legal support rather than necessarily the person at the table?‑‑‑I will qui
frequently be the person at the table but I'm not saying that on all occasions I am t
person or that I am the principal person as you put it.

PN3508    
Wh I l k t th t t t ti l l h 13 d 21 I i ht i i
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PN3509    
I think your evidence is that most of your enterprise agreements have rates of pay 
the award.  Is that correct?‑‑‑Yes, that's right, or fractionally above.

PN3510    
I think in paragraph 31 you say that based on your analysis the average rate above
award is 2.9 per cent.  Is that correct?‑‑‑That's right, yes.

***        JAMES EDDINGTON                                                                                                                    XXN MR WARD

PN3511    
But you do say there's some outliers.  Can you tell us what the outliers are?‑‑‑Wel
are some outliers.  There's certain organisations that have got a percentage that is 
of that.  Certainly they're organisations that we understand have got - and I'm not 
this is true for other employers but certainly they do have a great deal of concern a
wages that they're paying their staff.  They're usually locally based organisations i
communities, such I think in the list there I have May Shaw, for example, which i
care operator in Swansea on the east coast of Tasmania.  So, they're not sort of
owner/operated on the mainland, so they have a very strong connection with their 
community.  In some of those cases I think the wages are higher than the award an
probably higher than the two per cent example.

PN3512    
You don't know how much higher by?‑‑‑Well, I think in the table below that in som
it can be quite significantly higher by up to, I think, about eight per cent higher.  B
very, very rare.  But I have included that in the schedule to the - to the statement.

PN3513    
There's some evidence that's already been put on by the HSU that employers often
they'd like to give more money in bargaining but they can't afford to because of th
funding.  Is that something you hear a lot in Tasmania?‑‑‑Yes, no doubt.  I mean th
something that is consistent.

PN3514    
Do you think that's a tactical ruse or do you believe them?‑‑‑Well, I think there's a
a little bit of both but no, I think that there is issues with funding, but there is also
know, there may be some capacity for some of these organisations to pay more tha
they allege they can in bargaining.

PN3515    
Can I just take you to paragraph 36?‑‑‑Yes.

PN3516    
You talk in paragraph 36 about the SCHADS equal remuneration order.  Are you t
about it there because the Tasmanian union wants to get rates of pay to equal that
order?‑‑‑Well, I'm raising that just simply, I think, because the equal remuneration
was granted in 2011 and it has seen, I guess, a lot of inequality in terms of the indu
that once that order was granted in relation to disability services, obviously there w
increases within the vicinity of around 20 per cent made to disability support serv
from that time we had members and employees in an industry that were covered b
same award and one classification stream received through the equal remuneration
significant increase in pay, albeit it was done on a transitional basis, and other wor
the same industry under a different classification stream were not included as part
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understand that.  I understand that this is a work value case but the work value cas
has strong and overdue merit.

PN3518    
I wouldn't expect you to say anything else, sir.  Can I just take you to paragraph 5

***        JAMES EDDINGTON                                                                                                                    XXN MR WARD

PN3519    
You talk in paragraph 51 about a member of yours travelling various different dist
that the members are not paid travel time and they're not paid a travel allowance.  
deal with those matters in two parts.  I understand the award requires an 80 cents p
kilometre payment to be paid when people use their cars.  Is that your
understanding?‑‑‑Yes, that's right, but only - the condition, and this is the difficult
is that it has to be in the course of their duties and quite frequently this is the prob
if there is a break between engagements of a significant period of time it's deemed
they're no longer travelling in the course of their duties between those engagemen

PN3520    
I'm not going to have an argument with you about how the award works.  Are you
the amendments to the award that come into operation on 1 July?‑‑‑Yes, yes.  I'm 
the - - -

PN3521    
Am I right - am I right in saying that some consent agreement's been reached to va
award in relation to minimum engagements in lieu of actually paying people for tr
time?  Is that your understanding?‑‑‑I don't know if it's specifically in lieu of trave
I understand that there has been some consent agreement reached to increase mini
engagement.

PN3522    
But you've not personally been involved in that consent arrangement?‑‑‑No, the n
union's been handling that.  I haven't.

PN3523    
I won't ask you that, it'd be unfair.

PN3524    
JUSTICE ROSS:  I'm not sure what consent arrangements you're referring to, Mr 

PN3525    
MR WARD:  Your Honour, it's my understanding that there's been a major case in
the SCHADS Award over the last - - -

PN3526    
JUSTICE ROSS:  Yes, I know.  I was presiding on it.

PN3527    
MR WARD:  I know but my understanding is there's been some arrangement mad
broken shifts to make sure that people get paid a minimum for sort of chunks of w
during the day.  If I'm wrong - - -

PN3528    
JUSTICE ROSS: No it's not that as the decision b t I'm not s re are o talk
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MR WARD:  Your Honour, my understanding was that it was consented to.  If I'm
that I apologise.

PN3530    
JUSTICE ROSS:  No, I don't think it was consent.  In any event my main question
you talking about the variations the Commission has made, or are you talking abo
further agreement that's been reached after the Commission's decision?

PN3531    
MR WARD:  I'm talking about the changes the Commission's made - - -

PN3532    
JUSTICE ROSS:  Okay, no problem.  No, that's fine.  All right, thanks.

PN3533    
MR WARD:  Could I take you to paragraph 56?‑‑‑Yes.

PN3534    
Now, you might help me with this.  In terms of assistance with medication as I un
the evidence that's put on assisting people in their home with medication seems to
different to assisting people in residential aged care.  Is that your understanding?‑‑
than - they're obviously - it may well be that the person or the client has medicatio
they're prescribed to take and that the home carer might be there to ensure that tha
correctly and safely.

PN3535    
There's a phrase that's in most of the home care evidence about the home care wor
prompting them to take the medications.  Is that your understanding that they prom
them?‑‑‑Yes, I think that's correct.

PN3536    
Can I take you to 62 - when you talk about some clients may have medical conditi
that they have clinical medical conditions?‑‑‑In some cases, yes.

PN3537    
And your members aren't trained to deal with clinical medical conditions, are
they?‑‑‑They're expected to identify and report on them.

PN3538    
They would actually diagnose a clinical condition, would they?‑‑‑Yes.  Well, they 
use their knowledge and skills in the industry to identify whether it's their belief th
somebody has a medical condition and report on it.  Certainly they're not - it woul
negligent upon them if they indicate or it was reasonably clear to them that there w
medical condition of concern and they did nothing about it.

***        JAMES EDDINGTON                                                                                                                    XXN MR WARD

PN3539    
Are you saying they could clinically diagnose somebody has dementia?‑‑‑They w
their qualification, skills and experience to make an assessment, and it may well b
they will look - as I say they're the first responder in respect to these people becau
been caring for them potentially for some period of time, so they can notice nuanc
changes in their behaviour.  So technically they're not nurses, they're not going to 

ki li i l t f th lib f h t d t ld d b
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So in accordance with their Certificate III training they will make observations in 
the client.  Those observations will be recorded or charted, and if a clinical diagno
required a registered nurse or a doctor will make that?‑‑‑Indeed, but they're the on
have to do that first identification.

PN3541    
They're the ones making the observations, aren't they?‑‑‑Well, they're making an
observation, but it's an observation that requires a degree of skill.

PN3542    
Yes.  Those are the skills that they obtain when they do their Certificate III trainin

PN3543    
You've just - and I don't want to ask you a question you can't answer, so bear with
talk about your members in paragraph 63(b) involved in minor wounds.  What do 
by minor wounds?‑‑‑Well, quite frequently frail elderly clients will have skin tears
minor wounds.  So they may treat in terms of just applying a bandage.

PN3544    
Do you have any understanding of when your members should not attend to the re
sorry, the client, if it's more than minor, it requires clinical work?‑‑‑Well, I know t
can be a point of contention as to where that line is drawn.  That may be a better q
ask the members themselves, because I know different employers have different p
and expectations as to what's expected.

PN3545    
But you would expect your members to work within their competency, wouldn't
you?‑‑‑Yes.  Yes.  No, that's true.

PN3546    
In paragraph 64 you say this:

PN3547    
Particular skill is needed to provide care and support service to clients with de
As such clients may need to be encouraged to participate in care tasks.

***        JAMES EDDINGTON                                                                                                                    XXN MR WARD

PN3548    
And then you go on.  You would agree with me that caring for people with demen
of the Certificate III program?‑‑‑Look, I'm not familiar specifically with the cours
of the Certificate III program, but I do know that many of our members care for p
dementia and that they do require a Certificate III in order to do their work.

PN3549    
Can I just ask you this for the last question.  A lot of your evidence is about barga
you've already told me that employers often would say to you they can't afford to 
higher rates because they're not funded for it, and your evidence also is to the effe
lot of employers try and not bargain with you.  If the award rates of pay go up and
funded do you expect more bargaining or less bargaining?‑‑‑I would expect that w
continue to try and bargain.  Certainly whether there's more or less it will probably
difficult.
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probably going to be difficult to commence bargaining, because there is some cult
they're resistant to bargaining.

PN3551    
You're not sure if bargaining will go up or down in terms of the amount of bargain
Tasmania?‑‑‑I couldn't say it precisely, no.

PN3552    
That's fine.  No further questions.

PN3553    
JUSTICE ROSS:  Any re-examination, Mr Gibian?

RE-EXAMINATION BY MR GIBIAN                                                 [9.28 AM

PN3554    
MR GIBIAN:  There's just one matter, Mr Eddington.  You were asked some ques
reference to paragraph 56 of your statement, and specifically the reference to the p
care tasks undertaken by home care workers, including providing some assistance
medications?‑‑‑Yes.

***        JAMES EDDINGTON                                                                                                                   RXN MR GIBIAN

PN3555    
And you were asked whether that could include prompting clients to take medicat
think we agreed with that proposition.  Is there any other assistance in your genera
knowledge that home care workers would commonly provide in relation to
medication?‑‑‑Again, look, I think this is a better question to ask the members the
All I can say is I am aware that, and certainly I've spoken to some members who's
of the problem that we had with minimum engagements is that there were membe
were being - having some engagements that were as short as 15 minutes, and the w
purpose of (audio malfunction) was that they would go to somebody's house just s
assist in the provision of medication.  Exactly what that entailed, I must admit I'm
but I'm aware because I've spoken to them.  That's what they indicated that they w

PN3556    
Thank you, Mr Eddington.  That's the re-examination.

PN3557    
JUSTICE ROSS:  Thank you for your evidence, Mr Eddington.  You're excused?‑
you.

<THE WITNESS WITHDREW                                                            [9.30 AM]

PN3558    
JUSTICE ROSS:  The next witness, Professor Kurrle.

PN3559    
MR GIBIAN:  Kurrle, yes.

PN3560    
JUSTICE ROSS:  Kurrle?  Okay.

PN3561
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THE ASSOCIATE:  Ms Kurrle, can you see and hear me?

PN3564    
DR S KURRLE:  I can, good morning.

PN3565    
THE ASSOCIATE:  Good morning.  Can you please state your full name and wor
address?

PN3566    
DR KURRLE:  Susan Elizabeth Kurrle, Hornsby Kur-ring-gai Hospital, Hornsby,
South Wales, 2077.

<SUSAN ELIZABETH KURRLE, AFFIRMED                                  [9.30 AM

EXAMINATION-IN-CHIEF BY MR GIBIAN                                    [9.30 AM

PN3567    
JUSTICE ROSS:  Thank you, Dr Kurrle.  Mr Gibian.

***        SUSAN ELIZABETH KURRLE                                                                                                        XN MR GIBIAN

PN3568    
MR GIBIAN:  Yes, thank you, Dr Kurrle.  Can you hear me?‑‑‑I can hear you, go
morning.

PN3569    
Can you just repeat your full name for the record?‑‑‑Susan Elizabeth Kurrle.

PN3570    
I'm just having a problem with my system, momentarily.  Can I just have a momen
Honour?

PN3571    
JUSTICE ROSS:  Sure.

PN3572    
MR GIBIAN:  Apologies.  Dr Kurrle, you're the senior staff specialist dietician fo
Hornsby Ku-ring-gai and (indistinct) Health Services in New South Wales?‑‑‑Yes

PN3573    
And also the clinical director of the rehabilitation aged care network from the Nor
Sydney local health district?‑‑‑That's correct.

PN3574    
I think you were also - for a period between 2019 and 2021 - medical adviser to th
commission?‑‑‑Yes, I was.

PN3575    
You made a statement for the purpose of these proceedings dated 25 April 2021 an
annexing a report of the same date?‑‑‑Yes.

PN3576    
You have a copy of that with you?‑‑‑I do.
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Is it true and correct to the best of your knowledge and recollection and does it rep
your opinion?‑‑‑Yes, it does, although it's slightly outdated, being almost a year ol

PN3579    
That's the statement of Dr Kurrle on which we wish to rely.  It's document 118,
commencing at page 3743 of the digital court book.  Dr Kurrle, Mr Ward, who yo
be able to see in one of the boxes in the screen in front of you, will now ask you s
questions.

***        SUSAN ELIZABETH KURRLE                                                                                                        XN MR GIBIAN

PN3580    
JUSTICE ROSS:  Just before we go to Mr Ward, Dr Kurrle, when you say it's slig
outdated, which aspects of the report - I also note someone has got their micropho
thank you.  Yes, Dr Kurrle?‑‑‑Just that I talked about new quality indicators comin
the future.  They came in in July 2021 so it's just small - very small changes like t
certainly nothing material.

PN3581    
All right, thank you.  Mr Ward.

CROSS-EXAMINATION BY MR WARD                                           [9.34 AM

PN3582    
MR WARD:  Dr Kurrle, can you hear me?‑‑‑I can hear you, Mr Ward.

PN3583    
Thank you very much.  Just for the record, my name is Nigel Ward and I appear in
proceedings for the principal employer interests.  I'm not sure how to ask this ques
was struggling, when I read your statement, to understand how you've actually wo
the aged-care sector.  I understand you've been heavily involved in it but have you
practised in the aged-care sector?‑‑‑Yes, I'm sorry I didn't make that clear.

PN3584    
It's probably me?‑‑‑No, I started my training in geriatric medicine exactly 40 year
I have been working in and out of residential aged-care facilities and old people's 
and also working within the hospital-based aged-care service so literally across th
areas and have been doing it in this space for 40 years.

PN3585    
As the doctor involved are you normally working specifically for one provider or 
play more of a kind of floating role across different providers?‑‑‑No, I work as a c
working out of our aged-care service, both here at Hornsby Kur-ring-gai Hospital 
Southern New South Wales.  So referrals are made almost always by a general pra
for a request for me to review a resident in aged care or it may have been someone
looked after in hospital or it's someone I've seen in my clinic.

PN3586    
So if I could just make sure I understand that:  there would be at a particular facili
be a general practitioner who is assigned to that facility, working for that facility.  
they've got a resident with some challenging vascular dementia.  That person migh
referred on to you for a specialist consultation?‑‑‑Yes, that's correct, although I wo
that there's often many GPs in the facility so I would get referrals from a number o
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be what I do most of because there is a lot of it around but frailty, falls, are also ar
often asked to review a patient who is falling often.  As well as that we do look at 
medical issues so there might be someone with heart failure who is following - wh
dementia, what can we be doing about the treatment because the treatment for one
will often have a side effect that causes another.  So, look, I could go on all morni
won't.

PN3588    
Don't (indistinct)?‑‑‑Yes, we're generalists in a broad way with older people but fo
done a lot of work, a lot of research in dementia so I guess that's what I do most o

PN3589    
I understand.  If you look at the layers in aged care, we sort of have the registered 
possibly the clinical care manager, the GP and then we have you as the sort of con
expert at the top?‑‑‑I would prefer to see myself on the same level as the general
practitioner, working with them.  We started that in 2005 here, a geriatric outreach
that was initiated by GPs to enable them to look after their residents better.  That's
basis for the geriatric outreach services across Australia and that working together
partnership.  We put the care manager in there as well and the family along with th

PN3590    
Yes?‑‑‑We try and see it very much as a level rather than, as you said, different lay
all have an important part to play.

PN3591    
I want to be fair to you so can I just ask you an opening question to see what level
knowledge you have about something:  do you have - what level of knowledge do
about the content of the Certificate III in Individual Support that personal care wo
get?‑‑‑I have no specialised knowledge in that area at all.  However, I have often b
to give guest lectures to Hornsby TAFE, when they ran a Certificate III course in A
Care, so I have a general idea of what was in the course say 10 years ago.  I would
my youngest son, who is a nurse, started by doing his Certificate III in Aged Care
was working in residential care.  And so I was very aware then of the content.  Wh
aware of is that it varies quite significantly across the different educational provid
only know that because of talking to staff who are doing it and some will do a lot 
area and not in another.  So the variability I'm aware of.  Other than that I have no
specialised knowledge whatsoever, and not over the last two to three years at all.

PN3592    
Doctor, if I pose a question to you about that that's outside of your knowledge just
straight away, please.  Can I take you to your statement.  Can I ask you to go to pa
3?‑‑‑Yes.

PN3593    
Do you have it in front of you?‑‑‑I do.

***        SUSAN ELIZABETH KURRLE                                                                                                       XXN MR WARD

PN3594    
If you look at the second paragraph you say:

PN3595    
Duties traditionally performed by nurses are now being performed by personal
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Medication administration, wound dressing, assistance with feeding and perfor
vital observations.

PN3598    
Can you tell me what year that change started to happen?‑‑‑Now you're really pus
Thinking back to when I first started working in aged care, and most of the residen
drove their own cars and administered their own medication and fed themselves, b
living in residential care.  That's how it was in up to the late 80s, which is why the
reform system and aged care assessment teams came in.  Over the last, I'd say 30 y
I have been in and out of aged care facilities, almost weekly the dependency of the
has changed dramatically.  So, certainly when I'm thinking back to, say, the early 
where the registered nurses were a large proportion or appeared to be a much larg
proportion of the workforce, they would be doing the wound dressing, they had to
regulations then do medication administration.  They would do vital observations,
particularly pulse and blood pressure and respiratory rate.  That then moved on to 
nurses, and I couldn't give you the dates but I certainly observed this, and then to p
care assistants as they were upskilled.  So - and I think I noted that registered nurs
be one in five of the workforce.

***        SUSAN ELIZABETH KURRLE                                                                                                       XXN MR WARD

PN3599    
Back in?‑‑‑That was - that was pre-1997, because I think that's when it - that's wh
changed with the new Aged Care Act, and the stopping of the requirement to actu
a certain number of each sort of staff in the facility.  I only saw this though from th
a clinician going in.  However, I was on the board of HammondCare, which is a n
profit organisation, for 14 years and so I was very aware of the drive to reduce reg
nursing because of the costs and replace with enrolled nursing or personal care ass
So, sitting at a board level I saw that happen, perhaps not so much in HammondC
other organisations but it was definitely push across aged care to reduce the amou
nursing.  I would also note that Minister Bishop, that's Minister Bronwyn Bishop 
Bishop, when she was minister for aged care basically said that they are no longer
homes, they are aged care homes.  So, there was a bumper sticker that, you know,
taking the nursing out of nursing homes.  But it's exactly what happened and there
residential care facilities that have very little registered nursing and these are peop
we talk about medication administration, we're talking about people taking eight o
medications.  We're talking about drugs like Warfarin, which is a blood thinner.  It
important, I think, that people understand a little bit about what they're - what they
when they're doing medication administration.  Wound dressing - - -

PN3600    
Can I - sorry, can I - bear with me, I asked a simple question.  This might go a littl
smoother if you answer my questions.  I understand you're passionate about this is
okay.  So, you're telling me that back in the 1990s, personal care workers were no
the things in that statement?‑‑‑I can't say that they weren't doing it but mostly it w
by the registered nurses or enrolled nurses.

PN3601    
And you give that evidence based on being there at the time and observing
that?‑‑‑Absolutely, yes.

PN3602    
That's fine. I just want to go through. Would you agree with me that those skills;
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the in work, the placement training should enable them to be able to do those thing
were not doing them 15 years ago to that same extent.

PN3603    
I understand that's your evidence.  When you say medication administration, that's
4 medications, not Schedule 8 medications?‑‑‑That's correct.

PN3604    
I think you've already described - there's a lot of evidence about medications, abou
people take the Webster-paks out or the blister packs.  They have to count the pills
have to check them off against the colour chart that actually shows the shape and 
the pill.  That's your understanding of what they're doing?‑‑‑That's my understand

***        SUSAN ELIZABETH KURRLE                                                                                                       XXN MR WARD

PN3605    
When you say they do wound dressing, I assume you're not suggesting there they 
clinical work?‑‑‑I would say it probably is clinical work.  I'm not talking about ch
Band-Aid.  I'm talking about someone who has a skin tear on their leg and require
adhesive dressing to be placed.  Now, initially that would be reviewed, if there is a
registered nurse in the facility, by the registered nurse and they could suggest the t
But often it is the personal care worker who will then actually apply, if you like, th
dressing and maybe put the bandage on.  And when the person is showered they w
taking the bandage off and then putting it back on again.  So, the really significant
dressings, hopefully, hopefully are done by a registered nurse and that's certainly m
understanding in most of the facilities that I have worked in.  But I am very aware
dressings are done afterhours when there is no registered nurse on.  For instance a
will come off in the shower or a resident will pull their dressing off.  There is no r
nurse to put it back on.  It's the personal care workers that then are required to do 
I have certainly observed that.

PN3606    
Well, let me just put that to you again.  I think you agreed with me that when they
wound dressing as a personal care worker, they're doing it within their Certificate 
competency.  You've agreed with me on that haven't you?‑‑‑Yes.

PN3607    
And you'd also agree with me that they don't do work that requires a registered nu
can't say that for sure because I know that when a registered nurse is not on the gr
- you know, of a facility it is then the personal care worker who's required to do th
see that often when we're called, as we are in the evening - - -

PN3608    
So, your evidence is that the personal care worker will often do work that actually
a registered nurse?‑‑‑In some situations, yes.  It's usually an emergency situation w
person has - - -

PN3609    
You've observed that?‑‑‑The resident has fallen.

PN3610    
You've observed - - -?‑‑‑I haven't observed - I haven't observed the resident falling
observed the resident when they've come into hospital with a bandage around thei
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put a dressing on as well, particularly if it's bleeding profusely and we certainly ha
those very recently.  It was a medical emergency.  There wasn't a registered nurse 
the facility at the time.

***        SUSAN ELIZABETH KURRLE                                                                                                       XXN MR WARD

PN3612    
You talk about vital observations.  Do I take it - I'm just going to give you a list ju
we have some accord on that.  I understand that they record fluid intake for some 
Is that your understanding?‑‑‑Vital observations - I should have said observation o
signs probably would have been clearer, so I apologise for that.  Read that as perfo
observations of vital signs.  Vital signs normally would be seen as pulse, blood pr
and respiratory rate and pulse oximetry.  It's a really good suggestion of yours that
whether someone is dehydrated or not is part of that.  The problem is it is extreme
assess if someone's dehydrated unless you are doing their urine output along with 
intake, and that's something which certainly happens if someone clearly is losing w
and you are then asked to look at input and output.  But that I would not include a
sign.  So I apologise for that - - -

PN3613    
Would blood pressure be a vital sign?‑‑‑Yes, absolutely.

PN3614    
I assume that they would be trained in their Certificate III with their theory and al
practical in how to actually check for blood pressure; they would be trained in tha
wouldn't they?‑‑‑Yes, if they've got a Certificate III, yes.

PN3615    
Yes.  If they haven't I'm not sure why they're doing it.  They would then record tha
progress chart for the resident?‑‑‑Yes.

PN3616    
And I'm assuming that they might be trained to understand if they're observing som
critical?‑‑‑A lot of charts have upper and lower limits, and there will be - you will
white - it's usually white, yellow and red, and if an observation is within the white
that's seen as normal.  If it's in yellow it's - you're watching it.  If it's in red you wo
registered nurse or GP.  So they're taught that.  But I just would take you back to a
you make, they don't all have Certificate IIIs, and that's a real issue, and particular
first six to 12 months that they're working in aged care they're learning on the job.
you say they would be able to do that because they've got their Cert III that is cert
something that hopefully will happen in the future, but is not necessarily happenin
work with a number of very good personal carers who are doing their Cert III at th
time.

PN3617    
The union evidence in this case I think is that about 80 per cent of people have a C
and that employers now require it.  Is that your understanding?‑‑‑I believe so, yes,
with obviously the Aged Care Royal Commission, their findings - their recommen
sorry.

PN3618    
Can I take you to page 5?‑‑‑Yes.
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I do not have the specialised knowledge to comment in detail on the general an
administrative service stream, but note that there are high levels of documenta
required in residential care.

***        SUSAN ELIZABETH KURRLE                                                                                                       XXN MR WARD

PN3621    
Is that high levels of documentation completed by the general and administrative 
stream, or are you talking about something else?‑‑‑I am not sure how much is com
the general and administrative services stream and how much is completed by the
staff.  So I'm sorry I can't - I can't say that.  I do know though that when I worked 
nursing homes that have electronic systems it's the general and administrative staf
organise my log-in, my (indistinct) authentication and assist me to make sure that 
putting things in the right place within the electronic clinical records.  So certainly
on the administrative staff for assistance there.  So they obviously have to have kn
of that.

PN3622    
When you talk about high levels of documentation what documentation are you ta
about?‑‑‑I'm talking particularly about the clinical documentation, the fact that yo
record observations about the resident every day, who you've spoken to about thei
Now, that is done as I understand by clinical staff on (indistinct).  The high levels 
documentation are what then needs to be sent up to the Aged Care Quality and Sa
Commission into their quality indicators, the mandatory quality indicators.  My
understanding is that a lot of that is done by general and administrative staff, but a
don't have any specialised knowledge on that, I just know what I've observed whe
actually in the facility seeing it.

PN3623    
When you talk about high levels of documentation you were talking there about th
plan, the progress notes, various things that have to be charted, you're talking abou
things?‑‑‑Yes, particularly with the new requirements for behaviour support plans
evidence around what care is being provided before you can say what's considered
restricted practices.

PN3624    
Okay.  In the paragraph below that you go on to say:

PN3625    
In terms of the food services stream I note the importance of tasty and nutritiou
older people generally and the requirement that food is presented attractively a
form that the older resident is able to manage.

PN3626    
Who do you understand authorises the menu for a residential aged care facility?‑‑
be an accredited practicing dietician.  In a number of facilities or organisations the
have an executive chef who works with an accredited practicing dietician to desig
menu based on available - you know, current available food.  For instance when a
is in season they will have, you know, quite a few meals that include that.  I think 
of food is huge and is ignored, and I don't know, Mr Ward, if you've ever gone int
care facility and seen what some people are - - -

***        SUSAN ELIZABETH KURRLE                                                                                                       XXN MR WARD
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is really important, and certainly the Royal Commission - you know, there was - a
government, they agreed that an extra $10 a day would probably be appropriate.  F
one of the few pleasures that older people have left, and their meal times are really
important.  We've discovered that with the use of - when you do the cottage mode
where meals are cooked in the facility, as they would be in a person's home, and p
don't lose weight as fast, we understand that happens.  So, yes, I just make that po
don't have any comments to make, because I have no specialised knowledge of wh
happens behind the scenes in the facility kitchens.  Because I have seen what happ
cottage model of care, in a number of places the meal is actually cooked in front o
residents and the families and given to them - - -

PN3628    
We have some evidence on that in this case.  So your knowledge is that the dietici
authorises the menu and that there normally will be some level of engagement, if 
head chef, between the dietician and the head chef.  I think your answer was 'Yes' 
You talk in your statement in a form that the older resident was able to manage.  I 
when you're talking about that you're talking about the International Dysphagia D
Standardisation Initiative Scheme, that's what you're talking about?‑‑‑Yes, dyspha
common, the difficulty swallowing - - -

PN3629    
Bear with me, if we just - respectfully, if we just keep the answers a little shorter, 
we're going to be here all day.  If you could bear with me.  I don't want to stop you
but that's what you were talking about when you were referring to older people ab
manage the food was it?‑‑‑It is making sure that the food is in a form that if a pers
swallowing difficulties it is puree, it is - or it might be soft, there are plenty of peo
can eat a normal diet but it needs to be presented to them in a bowl or on a plate w
spoon or a fork that they can use.  That they can - and it may be specialised cutlery
important that is done if a food services person is the person providing that to the 

PN3630    
Is it your understanding - we've had some evidence on this from a cook.  Is it your
understanding that the care plan will include in it the resident's status in relation to
IDDSI scale?‑‑‑I have no idea what the IDDSI scale is.

PN3631    
That's the International Dysphagia Diet Standardisation Initiative scale; regular, ea
chew, soft bite size, minced and moist, pureed, liquidised.  Are you familiar with
that?‑‑‑No, not as it is.  Not at the IDDSI but definitely - - -

***        SUSAN ELIZABETH KURRLE                                                                                                       XXN MR WARD

PN3632    
I won't ask anymore questions if you're not familiar with it?‑‑‑No.

PN3633    
Can I take you to page 8.  You talk in page 8 in the second sentence.  You say:

PN3634    
These commonly include diabetes -

PN3635    
This is co-morbidities -
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My understanding is that personal care workers do test the blood sugar.  That's you
understanding is it?‑‑‑Yes, depending on whether it's a finger prick test.  There are
that are accredited - are competent to do that because they have done that in their 
But they also have what's called Libre which is a device that people wear, usually 
upper arm, but diabetics wear and you simply place an electronic device close to i
staff are learning to use that because it doesn't require a finger prick.  So, there is t
going on in that area as well.

PN3638    
That's a non-invasive device, is it?‑‑‑It is, it is.  The device itself actually has som
needles in it but it's only the one time when it's put on, so it's much more comforta
people than having a finger prick.

PN3639    
You then go on to talk about attention to diet.  We've got some evidence that perso
workers, in fact a number of people will observe whether or not somebody is actu
or not eating or whether or not they're eating half their meal or whatever.  When y
about attention to diet, is that what you're referring to?‑‑‑Certainly there's that but 
also making sure they're not eating someone else's meal which will often - - -

PN3640    
Right?‑‑‑Which will often happen. There's also the issue of family bringing them 
or Tim Tams or other food that may be is not part of the diabetic diet and it'll be up
personal care worker probably to deal with that as diplomatically as possible.

PN3641    
As a personal care worker if I've got a certain resident allocated to me, obviously 
their room and I'd be able to make that observation if I see some Tim Tams?‑‑‑Yes

PN3642    
Yes, okay?‑‑‑For some reason it's often Tim Tams.

***        SUSAN ELIZABETH KURRLE                                                                                                       XXN MR WARD

PN3643    
It would be in my room.  You then talk about insulin injections.  We seem to have
evidence that nurses do that and then other evidence that personal care workers do
it your understanding that personal care workers are competent to provide insulin?
usually seen the situation where it is the nurse that will draw up the insulin, depen
the blood sugar level, and sometimes the resident will actually give it to themselv
Sometimes the personal care worker will do it, sometimes the registered nurse wil
But usually - particularly where it's variable because it depends on the level of blo
there will be registered nurse supervision.

PN3644    
Thank you.  And you later on - you talk about chronic heart failure patients need t
weighed daily.  I think on one of the inspections we saw like a weigh chair that yo
resident in.  Is that your understanding of how people are normally weighed?‑‑‑It 
The chair is certainly one way to do it.  The good old fashioned scales are another
do it.

PN3645    
So, if I was ambulant I might use the scale?‑‑‑If you were ambulant you would us
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PN3647    
This approach has been encouraged.

PN3648    
I might - if you haven't read this for a while you might just read this.  You seem to
in this paragraph infections that require regular antibiotic administration through
intravenous cannula.  I don't want to sound facetious.  Obviously the doctor, the G
prescribe the antibiotics?‑‑‑The GP or the outreach team or the acute post, acute c
or the hospital in the home team, whatever it's called in that particular jurisdiction
first dose and usually the cannula - the cannula can be inserted by a registered nur
has that competence.  The first dose of antibiotic is traditionally given by the - wit
one nurse watching because of the issue with the possibility of allergy but, yes.

PN3649    
Okay.  And am I - we haven't seen antibiotics mentioned before.  Are antibiotics S
medications?‑‑‑Yes, they are.

PN3650    
Can I ask you to go to page 10.  In your second paragraph on page 10:

***        SUSAN ELIZABETH KURRLE                                                                                                       XXN MR WARD

PN3651    
It is clear that personal care workers need specialised skills and knowledge to 
deliver this level of care which will benefit their older residents.

PN3652    
I don't think there's any issue in this case that they have specialised skills and know
Are you suggesting there that they need skills and knowledge outside of the Certif
Are you suggesting there that there might be circumstances where they need a Cer
IV?‑‑‑There's certainly an issue - and this - that paragraph relate to particularly the
of geriatric outreach services where a specialist goes into the facility and provides
would otherwise be provided in an acute hospital setting.  That's where there's bee
big changes over the last 15 years, and a lot of care is now provided in residential 
that's my - that was certainly the answer to Question - - -

PN3653    
Bear with me, bear with me.  You might not be able to answer this question but I'm
trying to understand.  Are you suggesting in that circumstance that the competenc
knowledge I obtain from doing my Cert III is insufficient to work in that
circumstance?‑‑‑No, I'm not suggesting that.  I am suggesting that they need to ha
skills which may not come straight from the Cert III.  They need to have the obser
skills and that's particularly experience to be able to look after people who 10 year
would have been sent to hospital for a couple of days for the start of their - you kn
treatment, and then perhaps sent back.

PN3654    
From your observations, how many years experience might I need to be competen
that in that acute situation?‑‑‑My answer to that is it could be any amount of time.
someone who is a born carer and loves what they do.  They'll be able - they'll learn
things, they'll be motivated to do their competencies because that's the key.  It's no
your Cert III.  It's all the - learning the other things to do.  If they're in an organisa
encourages them to do that extra education then they will be able to do that.  Ther
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You just used the phrase there 'a born carer', what are the attributes of a born carer
terrible and I shouldn't have used that word, should I.  Yes, but I did.  And there ar
who are nurturing and who, you know, engender confidence in the person they're 
and that's at all levels, and they take to this and they love their work and they're m
to do it.  They're not just coming for their eight hour shift.  That's a very different 
the one that's there to sign on and sign off, and I know who I would want looking 
if I was dying in a residential aged care facility, and it wouldn't be the latter, it wo
former.

***        SUSAN ELIZABETH KURRLE                                                                                                       XXN MR WARD

PN3656    
Thank you.  Thanks for that.  You then further on in the page in (indistinct) you st
about the home model, and it's got different names, depending on who we talk to,
homemaker model, house model.  I take it you've physically been in a position wh
can observe that model in practice?‑‑‑Yes.  We did the research in Australia that sh
benefits of the cottage model of care, and that was published in - over 2018/2019,
mother was in a cottage model of care for six years in three different versions ther
observed it twice a week, three times a week, and all different times, and I've obse
where she was and she was in three different levels of care, but I've also observed
she died I've been back, I go back to the various facilities to see my patients who a
residents there, and I've watched how that - you know, how well it works.

PN3657    
If you look at the second paragraph you say:

PN3658    
This model of care requires personal care workers to be very flexible.  They wi
providing personal care and assistance to the older residents, and also providi
housekeeping services, particularly cooking and meal provision as meals are p
within each home.

PN3659    
Can I just focus on that word 'housekeeping services'.  What do you mean by - obv
there's been some other evidence about this - what do you mean by housekeeping
services?‑‑‑So particularly cooking and meal provision.  So the care workers will 
a menu and have the food.  They will take their residents down to the supply room
collect whatever provisions they need for that day, so it's almost like going to the
supermarket.  Those care workers will then sometimes supervise residents in say c
the beans or peeling potatoes or pumpkin.  So they're really modelling that home -
home model of care doing what the resident, and obviously it's usually women, w
would be doing at home.  So there's particularly around that preparation - - -

PN3660    
I am not trying to cut you off, but I just want to ask a question about it if I can.  Th
evidence we've got to date is, and I will try and paraphrase this as fairly as possibl
evidence we've got to date seems to be that these operators still maintain a central
and the central kitchen is still providing food to the cottage, and that the person in
the cottage - one of them said yesterday, I think they said they make toasted sandw
Last week one of them said that they might make scrambled eggs and things like t
the residents.  Are you saying you've seen a model where the central kitchen has b
away with?‑‑‑Absolutely.  If you go out to Hammondville - - -
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***        SUSAN ELIZABETH KURRLE                                                                                                       XXN MR WARD

PN3662    
Is it your evidence that you've observed the home model where the personal care w
prepares all the breakfasts, all the lunches, all the dinners, as well as caring?‑‑‑Yes
why they have a higher number of carers in those - in those facilities.  Let me give
example, a specific example.  So in Collingridge which is that unit in HammondC
Wahroonga there are 12 residents each with their own rooms with a central kitche
there are four care staff during the day.  Four care staff for 12 residents.  Three in 
afternoon, late afternoon, evening, and two overnight.  So they have an extra num
care staff because those care staff do other activities as well, which is what I've m
here.  When I talk about housekeeping if someone spilt something on the floor the
and clean it up, as you would if you were the daughter of a lady at home and you w
clean - you would clean that up.  If there was a mess made in the bathroom you w
and clean it up.  That's what I mean by housekeeping.  You make the beds, you ch
linen, you do the laundry.  Each apartment, certainly in the three facilities I've bee
had their own laundry, you know, within the actual apartment, and the residents ha
own washing out.

PN3663    
Can I just then clarify, because we don't have any evidence from anybody else on 

PN3664    
MR GIBIAN:  I do object to that.  That is not an accurate reflection to say that we
have any other evidence of that nature, we do.  I just note that for the record.

PN3665    
JUSTICE ROSS:  No, we don't need to debate whether there is or there isn't.  Just
question, Mr Ward.

PN3666    
MR WARD:  I will just put the question - so you're saying that there is a home mo
there's no centralised kitchen.  I take it you're saying there's no centralised cleanin
facility?‑‑‑There will be cleaners that will come out, if you like rather like forensic
who come out if there's a particularly bad stain to be cleaned, but the staff do the c
There is absolutely definitely no centralised kitchen, and I'm sorry, but you need -

PN3667    
I believe you, Doctor, I'm just trying to clarify what your evidence is.  No centrali
kitchen?‑‑‑No.

PN3668    
There's no routine centralised cleaning.  You're saying that if there's an emergency
might come out?‑‑‑I can't comment on that for sure, but there are cleaners who are
if there's things that need to be done perhaps beyond what the personal care staff a
do with a vacuum cleaner and a mop.  Yes.

***        SUSAN ELIZABETH KURRLE                                                                                                       XXN MR WARD

PN3669    
And you say that there's no centralised laundry in those facilities, they do all the la
the home?‑‑‑The centralised laundry is for sheets and towels, but all the residents'
done in a standard washing machine and drier set up in a standard laundry in the f
And then there ill be a ashing line o tside and look I can send o photos of a
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PN3671    
And I think it's your evidence that they put extra staff on to accommodate for that
right?‑‑‑I don't know if they put extra staff on, I know there are staff that - in this p
case because it's a high care apartment, as I said there are four staff for 12 resident
paid for mum exactly the same, the $52 a day care fee as would be paid by anybod
wasn't extra services.

PN3672    
Can I ask you to go to page 11 and under (a) you were asked if you've got any oth
information to consider and you discuss palliative care.  Do you see that?‑‑‑Yes.

PN3673    
You say it requires a degree of skill and knowledge.  Can I put this to you in case 
know.  There is an elective in the Cert III for palliative care.  Were you aware of th
it's not always done.

***        SUSAN ELIZABETH KURRLE                                                                                                       XXN MR WARD

PN3674    
No, hence I used the word 'elective', it may be done, it may not be done.  If someb
looking after somebody, if they're palliating that person, if that person's at the end
life, do you believe that it's necessary for them to have done extra study in palliati
actually deal with that properly?‑‑‑I don't know about the extra study but they do n
have extra experience in understanding what happens as a person is dying.  What 
always ask for if the care staff, and I'm thinking particularly the registered nurse, i
experienced in this area then you would call in one of the palliative care teams tha
area.  Now, I work both in urban and rural settings and we have access to palliativ
It's not wonderful but it certainly is available in rural settings.  And they would as
care staff in - you know, in knowing how to manage the symptoms because, you k
everybody's different and they could be dying of, say, chronic heart failure where 
their lungs fill up with fluid and they suffocate.  Now, clearly for that you need a d
level of symptom management that is to manage the distress from shortness of bre
also manage the family and their distress.  It's different to someone who, say, beco
unconscious and then dies five days later because they're not receiving any food o
because, you know, they're at the end of the life.  So, it's very, very different and th
difference is why I drew attention to it because most people in nursing homes die 
homes and my observation is it's not always done well and the Royal Commission
read it in their reports, they received a number of pretty horrifying reports about th
that's why I drew attention to it.  Some organisations do it extremely well.  Some a
help or get it in.  For instance, where I work here at Hornsby we have a nurse prac
palliative care who works with our geriatric outreach team and most of her work i
residential aged care facilities, and she has upskilled staff there.  But it needs that 
very hard to teach dying in a Cert III or a Cert IV, or even if you like in a PhD.  Yo
have that experience on the ground and you know that's really important when - - 

PN3675    
And in terms of - in terms of getting that experience, am I right in saying that you
believe some people would pick that up quicker than others and some people wou
long time to gain the experience?‑‑‑That's one way of putting it yes, yes.  We're al
yes.

PN3676    
We're all different?‑‑‑Yes.
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PN3678    
Just hang on, bear with me.  Sorry, bear with me.  So, I thought we agreed there w
central kitchen in the home model?‑‑‑Absolutely.  The menu, I said, the menu is d
by the executive chef with input from the accredited practicing dietician and that m
goes out to all the - to the facilities and those care workers will then do that cookin
for instance, for breakfast - if my mother wanted poached eggs and bacon at 10 am
could have that because the staff would do that.  Lunch was usually a - it could be
roast, it could be a baked - it was often a baked lunch.  All the deserts were cooke
from scratch and it - but it was all designed by the executive chef with the input o
dietician.  Then it's up to the care workers to work out okay, so this particular resi
to have their pureed, this particular resident needs to have some protein supplemen
and they do all that in the kitchen.

PN3679    
Bear with me if you can.  Your experience is with a facility that doesn't have a cen
kitchen but employs an executive chef who obviously doesn't cook but prepares m
that right?‑‑‑That is my understanding.

***        SUSAN ELIZABETH KURRLE                                                                                                       XXN MR WARD

PN3680    
That's okay.  And in terms of understanding whether or not the resident in that fac
you're thinking about requires a particular texture of foods with minced and moist
chew, I take it that would be in their care plan?‑‑‑It's in their care plan.  It's listed o
fridge and the care staff know what that means.  So of some, as you say, it'll be ch
up.  For some it'll be minced.  For some it'll be pureed.

PN3681    
Can I take you to the - - -?‑‑‑For some it will be as it comes.

PN3682    
As it comes, yes.  Can I take you to page 12.  I'm just trying to understand why yo
this in there.  You've talked about recommendation 77.  As I understand recomme
77, recommends that the Certificate III qualification in effect be mandatory.  Are y
identifying that because you simply support that as a proposition?‑‑‑Yes.  Yes.

PN3683    
You think that would be - that would be a good thing?‑‑‑I think care workers havin
appropriate education is definitely a fair thing.

PN3684    
And - no, I won't, I'll withdraw that.  No further questions.  Thank you, doctor, tha

PN3685    
JUSTICE ROSS:  Any re-examination?

RE-EXAMINATION BY MR GIBIAN                                               [10.26 AM

PN3686    
MR GIBIAN:  Yes, just a few matters.  Dr Kurrle, can you hear me again?‑‑‑I can

PN3687    
Excellent.  Just at the start of the cross-examination you were asked about the Cer

d id d 't h i li d k l d f it b t i di t d

6280



What was the subject matters that you were asked to address in guest lectures?‑‑‑O
dementia, one on frailty, one on falls.  I think that was - those sorts of areas.  And 
them on several occasions.

PN3689    
You were then asked some questions about the evidence you've given in your repo
concerning personal care workers taking on tasks that in the past were performed 
registered nurses?‑‑‑Yes.

***        SUSAN ELIZABETH KURRLE                                                                                                     RXN MR GIBIAN

PN3690    
And you were asked whether your experience and understanding was that persona
workers would, on occasion at least, undertake tasks that were required - that requ
registered nurse.  And I think you gave an example of an emergency where there h
fall or a skin tear which required wound dressing.  In relation to that evidence, is i
that there's some regulatory requirement for wound dressing to be done by a regis
nurse or were you referring to a view that, particularly if it were more serious, tha
ideally or more appropriately be done by a registered nurse?‑‑‑The latter, yes.  I'm
aware of any regulation that says, you know, at what level a registered nurse is req
wound dressings.

PN3691    
I understand.  You were asked some questions about administrative work by refere
page 5 of your report, the second last paragraph on that page, where you referred t
levels of documentation?‑‑‑Yes.

PN3692    
I just wanted to ask you about - in the final sentence of that paragraph, that's the s
paragraph on page 5, you indicate:

PN3693    
An ability to process and upload the new mandatory quality indicators will be 

PN3694    
I just want to ask you is that a reference to the National Aged Care Mandatory Qu
Indicator Program that started in 2019?‑‑‑It is, yes.

PN3695    
Then you were asked some questions by reference to page 9 of your report, in par
relation to the first full paragraph that appears on that page and the reference to th
administration of antibiotics, including by an intravenous cannula.  Do you recall
that?‑‑‑Yes.

PN3696    
And in answer to those questions you indicated that where there's antibiotics that h
prescribed ordinarily or perhaps at least ideally the first dose would be given in th
presence of a registered nurse because of potential allergic concern?‑‑‑Yes.

PN3697    
What would happen thereafter for the remainder of the dose in your general exper
is who would be involved or responsible?‑‑‑It would still be the registered nurse g
- giving the antibiotics, but the first dose is traditionally given by the treating team
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PN3698    
That evidence in the first full paragraph on page 9 of your report is given in - or th
statements are given in the context of what you refer to in the preceding paragraph
appears at the bottom of page 8 and goes over to page 9, namely that there's been 
manage medically unwell residents in the aged care facility, rather than have them
admitted into hospital?‑‑‑That's correct.

PN3699    
Are you able to give examples of other types of circumstances in which residents 
might have been admitted to hospital, but are now able to be managed in an aged 
facility through Outreach - - -

PN3700    
JUSTICE ROSS:  Are you suggesting this was the subject of cross-examination o
now straying into further examination-in-chief?

PN3701    
MR GIBIAN:  Dr Kurrle was asked some questions about observational skills and
some evidence about observational skills that were required of personal care work
context of dealing with residents who were being treated in the aged care facility r
being admitted into hospital, and I just wanted - - -

PN3702    
JUSTICE ROSS:  Yes, but you're now asking about examples of where they've be
in the aged care facility and not in the hospital.

PN3703    
MR GIBIAN:  Yes, for the purpose of explaining the types of - or if Dr Kurrle is a
give - to explain in the types of conditions or illnesses that are being treated where
observational skills that she was asked about and gave evidence about are required

PN3704    
JUSTICE ROSS:  I am not sure it arises from cross-examination.  So either ask he
about the observations, but don't stray into the other topic.

***        SUSAN ELIZABETH KURRLE                                                                                                     RXN MR GIBIAN

PN3705    
MR GIBIAN:  You were asked about, and you gave evidence about observational
personal care workers are required to utilise, and you specifically referred to them
gain experience in making those forms of observations of residents who were bein
for by an Outreach team in a residential facility.  What types of conditions did you
mind that those residents might be experiencing in the context of which those obs
skills are required to be utilised?‑‑‑The most common would be pneumonia, which
will require intravenous antibiotics, but may just require oral antibiotics.  Also fal
fractures where we have an X-ray machine, a mobile X-ray machine comes to the
does the X-ray.  Our specialist reviews the X-ray.  The physiotherapist may well r
patient - the physiotherapist in the Outreach team may well review the patient.  A 
would be behavioural and psychological symptoms of dementia where often the a
would be called because the person's behaviour cannot be managed any longer.  T
usually managed in the residential aged care facility by the - by the staff within (in
from the geriatric Outreach service.  A fourth example would be if someone sudde
becomes acutely unwell, develops what we call a delirium.  Again that would be -
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I think just two more matters.  You were asked some questions about end of life ca
palliative care, and you referred to there being available access to palliative care te
were able to provide some external assistance?‑‑‑Yes.

PN3707    
Who is - what types of staff I should say really are involved in those palliative tea
these are state run - state funded services, and it would be a registered nurse or a c
nurse consultant, or a nurse practitioner that would be involved.  They would be s
by a palliative care physician if that palliative care physician is available.  So in N
Sydney that's the model.  In Southern New South Wales there is a nurse practition
any other links with a palliative care physician would be by Telehealth.  But it's al
into the facility.  So the person, the resident stays in their home, they're not transp
elsewhere.

PN3708    
And what is the level of assistance that the palliative care team is able to provide i
particular facility, that is are they there for a period of time or is it just a visit to m
things are set up appropriately and appropriate care can be provided?‑‑‑It's usually
make sure things are set up, but it will be provision of syringe driver which is how
gives medication subcutaneously, and it would be advice, but it will be up to the c
in the facility to actually provide most of the hands-on care.  They're the people si
the dying patient.

PN3709    
Thank you, Dr Kurrle.  That's the re-examination.

PN3710    
JUSTICE ROSS:  Thank you for your evidence, Dr Kurrle, you're excused?‑‑‑Tha
very much, your Honour.

<THE WITNESS WITHDREW                                                          [10.36 AM]

PN3711    
JUSTICE ROSS:  Is the next witness Julianne Bryce?

PN3712    
MR GIBIAN:  Yes, your Honour, that's right.

***        SUSAN ELIZABETH KURRLE                                                                                                     RXN MR GIBIAN

PN3713    
THE ASSOCIATE:  Ms Bryce, can you see and hear me?

PN3714    
MS BRYCE:  Yes, I can.

PN3715    
THE ASSOCIATE:  Can you please state your full name and work address.

PN3716    
MS BRYCE:  Julianne Margaret Bryce, and it's Level 1, 365 Queen Street, Melbo

<JULIANNE MARGARET BRYCE, AFFIRMED                           [10.37 AM
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MR HARTLEY:  Yes, we do, your Honour.  It's Jim Hartley speaking.  Ms Bryce,
might not be able to see me because I'm a little distance from the camera, but I ho
can hear me?‑‑‑Yes, I can.

PN3719    
Great.  Could you just state your name once more?‑‑‑Julianne Margaret Bryce.

PN3720    
And you're the Senior Federal Professional Officer at the ANMF?‑‑‑Yes, I am.

PN3721    
You've made a statement in this proceeding dated 29 October 2021?‑‑‑Correct, ye

PN3722    
And that's a statement over eight pages and 53 paragraphs?‑‑‑That's right.

PN3723    
Have you had an opportunity of reading that statement recently?‑‑‑Yes, I have.

PN3724    
And is the statement true and correct to the best of your knowledge and recollectio
it is.

PN3725    
Thanks, Ms Bryce.  Mr Ward I think will now ask you some questions.

PN3726    
JUSTICE ROSS:  Mr Ward.

***        JULIANNE MARGARET BRYCE                                                                                                XN MR HARTLEY

***        JULIANNE MARGARET BRYCE                                                                                                   XXN MR WARD

CROSS-EXAMINATION BY MR WARD                                           [3.38 AM

PN3727    
MR WARD:  Thank you, your Honour.  Ms Bryce, can you hear me?‑‑‑Yes, I can.

PN3728    
Just for the record my name's Nigel Ward, Ms Bryce.  I appear in these proceeding
employer interests.  Do you have your statement in front of you?‑‑‑Yes.

PN3729    
Can I ask you to go to paragraph 7.  I'm just trying to understand what your role is
the sort of guru on standards and clinical care?  Am I being unfair to you if I say th
your role is?‑‑‑Well, my role is to advise the Federation on behalf of our members
professional issues relating to nursing and midwifery.

PN3730    
And that's about the professional standards themselves?‑‑‑Yes, certainly professio
standards for nurses and midwives.

PN3731    
Okay, that's fine.  I think you said in your statement you haven't actually worked i
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framework?‑‑‑Yes.

PN3733    
I'm right in saying that applies to nurses no matter where they work?‑‑‑Correct.

PN3734    
Yes, yes - can I ask you to go to paragraph 21, 22 and 23?  Are you able to explain
is - what is the difference in what an enrolled nurse studies versus what a registere
studies?‑‑‑Yes, an enrolled nurse does an 18-month qualification through the VET
through the vocational education and training sector.  A registered nurse does a th
degree through the university sector.

***        JULIANNE MARGARET BRYCE                                                                                                   XXN MR WARD

PN3735    
In terms of what they're actually learning, what is the qualitative difference betwe
two?‑‑‑So the learning about the differences between their roles and so the role of
enrolled nurse is to work in a team with the registered nurse under their direction 
supervision to provide care for the people that they're allocated to look after.  So r
nurses are doing critical thinking and they are doing the higher-level skills as far a
decision making goes and they are learning about their role as it relates to that, as 
the art and science of nursing.  So are enrolled nurses but their role is responsible 
accountable to the registered nurse in everything that they do.

PN3736    
In terms of the registration process, are there things that only a registered nurse is 
to do?‑‑‑Yes.

PN3737    
Can you tell us what those would be?‑‑‑It's about assessment, setting a plan of car
as implementation there is a range of nursing activities that would only be conside
the responsibility of a registered nurse, the very technical, procedural skills.

PN3738    
Can you give us some examples?‑‑‑For acute care it might be caring for a chest tu
removing cardiac sutures.  There's more complex care that requires the registered 
do.

PN3739    
Do you have an example for aged care?‑‑‑Aged care, it's the overall assessment of
resident.  So their role is about ensuring that they're providing holistic care, setting
of care for the resident and providing that care and that assessment that they need 
constant.  So every single aspect of care that's required, they need to be able - if th
going to delegate that care to an enrolled nurse - they need to understand that that'
appropriate, to be able to do that.  They're responsible and accountable for the pro
that care.

PN3740    
I think at paragraph 42 to 43 you discuss this notion of delegation.  Can you help m
that?  Does that mean that a registered nurse - put Schedule 8 drugs aside for a mi
which I understand only a registered nurse can play with - that's probably a bad ph
be involved in administering - can a registered nurse delegate any activity to peop
them or are there some things they can't delegate?‑‑‑Yes, there are definitely thing
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things that although it might be legal, you might be educated to do it, you might n
authorised according to the policy of the organisation as well.

PN3741    
Thank you for that.  In a practical setting, if I could just sort of take your mind to 
residential aged-care facility, is what you're saying to me that the activities that th
care worker - they're operating under the RN's delegation at all times?‑‑‑Absolutel
absolutely - they are providing aspects of nursing care only under the delegation a
supervision of the registered nurse.

***        JULIANNE MARGARET BRYCE                                                                                                   XXN MR WARD

PN3742    
Bear with me - if you can't answer this, let me know - is it sufficient, by way of ex
for the RN to know that I've got a Certificate III as a personal care worker or wou
need to go further to be confident that I'm competent?‑‑‑Absolutely they would ne
further to know that you are competent and safe and authorised to be able to provi

PN3743    
And they would do that through observation themselves?‑‑‑Absolutely, yes - that's
they need to do it.

PN3744    
And the same would apply for an enrolled nurse?‑‑‑Yes, although with enrolled nu
do know that - with a diploma of nursing that they've had an 18-month program, t
is a nationally-consistent, agreed, accredited framework that the Australian Nursin
Midwifery Accreditation Council has set and in conjunction - approved by the boa
Nursing and Midwifery Board of Australia.  So we know that with enrolled nurses
have that known element that you don't have with a care worker.

PN3745    
But I'd just like to use an example of an issue and see if you can help me with it.  
variety of evidence in this case about what's described as wound care and phrases 
minor wound care are used.  Can all wound care be delegated to a personal care
worker?‑‑‑No.

PN3746    
Could you explain how the line would be drawn by a registered nurse?‑‑‑Well, a r
nurse would have to assess it in every situation before they could delegate that car
time.  So as far as the wound goes, they would need to be able to see it and assess 
determine whether it's appropriate for them to do the dressing, for them to delegat
dressing, either to an enrolled nurse or to a care worker, depending on people's
qualifications and their safety and competence to be able to do that.

PN3747    
So in each of those occasions there would be a competency assessment by the RN
particular context?‑‑‑Yes.

PN3748    
Yes, okay - so it's not the case that particular classes of wounds are the domain of 
and a particular class of wounds are the domain of the other:  it's an assessment by
registered nurse in the context of the wound?‑‑‑Yes.

6286



PN3751    
MR HARTLEY:  No re-examination, your Honour.

PN3752    
JUSTICE ROSS:  Thank you.  Thank you, Ms Bryce, you're excused?‑‑‑Thank yo

<THE WITNESS WITHDREW                                                          [10.48 AM]

PN3753    
JUSTICE ROSS:  It might be a convenient time to take a 10-minute break until 11
that suit everyone's convenience?

PN3754    
MR HARTLEY:  It does, your Honour.

PN3755    
JUSTICE ROSS:  All right, we'll resume at 11 with Ms Chrisfield, I think.  Thank

SHORT ADJOURNMENT                                                                   [10.48 AM

RESUMED                                                                                             [10.59 AM

PN3756    
JUSTICE ROSS:  Thank you.  Can we swear in Ms Chrisfield.

PN3757    
THE ASSOCIATE:  Ms Chrisfield, can you see and hear me?

PN3758    
MS CHRISFIELD:  Yes, I can.

PN3759    
THE ASSOCIATE:  Can you please state your full name and work address?

PN3760    
MS CHRISFIELD:  Katherine Anne Chrisfield, 535 Elizabeth Street, Melbourne.

<KATHERINE ANNE CHRISFIELD, AFFIRMED                         [10.59 AM

EXAMINATION-IN-CHIEF BY MR HARTLEY                             [10.59 AM

PN3761    
JUSTICE ROSS:  Mr Hartley.

PN3762    
MR HARTLEY:  Thank you, Your Honour.  Ms Chrisfield, can you hear me?‑‑‑Ye

***        KATHERINE ANNE CHRISFIELD                                                                                              XN MR HARTLEY

PN3763    
Great, thank you.  Could you just restate your name please?‑‑‑Katherine Chrisfield

PN3764    
And you are the OHS Team Manager and the ANMF?‑‑‑Yes, that's right.
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PN3767    
For the benefit of the Full Bench that's at tab 134 of the digital hearing book, com
on page 9246.  Ms Chrisfield, do you have a copy of that statement to hand?‑‑‑Yes

PN3768    
Could you look at paragraph 1 of that statement?‑‑‑Yes.

PN3769    
Where it says occupational health and safety unit coordinator, should that now be
occupational health and safety team manager?‑‑‑Yes.

PN3770    
In paragraph 4, second line, I beg your pardon.  In paragraph 4, first line, after the
ANMF Vic Branch, it says in this role.  Would you there insert the parentheses pre
known as occupational health and safety unit coordinator?‑‑‑Yes.

PN3771    
Could you look at paragraph 19 please?‑‑‑Yes.

PN3772    
Now, in paragraph 19 you refer in the first line, first few words, 'just this year'.  Sh
now read 'last year'?‑‑‑Yes.

PN3773    
And in paragraph 56?‑‑‑Yes.

PN3774    
In the third line where you refer to about midway through, 'almost all of the last 1
months'.  Should that now read 'the last two years'?‑‑‑Yes.

PN3775    
With those corrections, is your statement true and correct to the best of your know
recollection?‑‑‑Yes, it is.

***        KATHERINE ANNE CHRISFIELD                                                                                              XN MR HARTLEY

PN3776    
Thank you, Ms Chrisfield.  Mr Ward will now ask you some questions.

PN3777    
JUSTICE ROSS:  Mr Hartley, if you could just attend to re‑filing a document with
amendments.

PN3778    
MR HARTLEY:  Yes, your Honour.

PN3779    
JUSTICE ROSS:  Thank you.  Mr Ward.

CROSS-EXAMINATION BY MR WARD                                         [11.02 AM]

PN3780    
MR WARD:  Thank you, your Honour.  Ms Chrisfield, can you hear and see me?‑
can.
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That's okay.  You're the person who gives advice to organisers (indistinct) health a
safety.  Is that a reasonable description?‑‑‑Yes.  I manage a team and all of us in th
it but yes, I also do it.

PN3783    
I don't want to say this in an offensive way but as I read your statement, you gener
to think that working in an aged care facility is quite dangerous.  Is that a reasonab
description?‑‑‑Yes, it is.

PN3784    
Yes, okay.  I'm just going to take you through that if I can.  You seem to have som
criticism of modern purpose‑built facilities.  I think you say that while they look q
they're actually more difficult to work in than old facilities.  Is that a reasonable
description?‑‑‑I don't think they're more difficult than old facilities but I also don't
they take 100 per cent into account the safety needs of the staff.

PN3785    
I'll come to that slowly if I can.  In terms of modern purpose-built facilities, and I'
thinking about ones we saw on the inspections just by way of visual reference in m
My understanding is that modern facilities have purpose designed beds that can m
and down, the bedhead can come up, the legs can come up.  Is that your understan
modern facilities?‑‑‑Yes.

***        KATHERINE ANNE CHRISFIELD                                                                                                 XXN MR WARD

PN3786    
And my understanding is that the rooms in modern facilities are made of a size tha
wheelchairs to be easily move around in the room.  Is that your understanding?‑‑‑Y

PN3787    
In terms of bathrooms, my understanding is, is that the showering areas are purpo
designed so that people can actually be comfortably sat on a chair or a wheelchair
in the shower.  Is that your understanding?‑‑‑That differs depending on the facility
they've been designed.

PN3788    
In a more modern facility, is it your understanding that that's what happens, or not
always.

PN3789    
Not always.  So, you have some experience where the bathrooms not purpose desi
taking wheelchairs and the like?‑‑‑Yes, that's correct.

PN3790    
My understanding is that that's - those modern designs are in part for the resident 
make it easier for the care worker to move around.  Is that your understanding?‑‑‑Y

PN3791    
Yes, okay.  Am I right that your primary criticism of the modern design is the dist
between rooms?‑‑‑That's one of the - yes, that's one of the big issues.

PN3792    
Typically, what's the distance between a room in a modern facility that causes you

? It' t i t f th t f di t It' th it' th ll di t
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Are you drawing a distinction there to a time when residents were put in rooms wh
was three, four, five, six, seven, eight residents in a room?‑‑‑Yes, there's a signific
difference in the amount of time spent walking, absolutely.

PN3794    
How long has it been since residents were in sort of general wards like that?‑‑‑I co
you.  It's been a long time certainly.

PN3795    
That's okay, that's okay.  Now, you make some observations about lifting equipme
think you say it can be dangerous if it's not properly maintained.  Would you agree
that most residential aged care facilities have procedures for when two people are 
to do a lift?‑‑‑They have procedures, yes, yes, I would agree with that.

***        KATHERINE ANNE CHRISFIELD                                                                                                 XXN MR WARD

PN3796    
Am I right that these days if you're going to lift the resident the - and bear with me
this, I'll do this slowly.  You probably have more knowledge than I do.  My unders
that the first point of call in lifting a resident, if they're quite capable themselves, m
just to literally steady them.  Is that your understanding?‑‑‑If they're able to assist 
possible.

PN3797    
Yes.  I then understand the normal approach to lifting a resident after that is to put
these lifting belts around them, so you're not actually holding onto the resident, yo
holding onto the belt.  Is that correct?‑‑‑It depends on the type of lifting that you'r
and the type of transfer.  If you're lifting them, for example, from a bed to a chair 
they're unable to assist then you would need to put a sling under them to attach to 
machine.

PN3798    
When I use the word belt, that's not the right word.  It should be sling is it?‑‑‑Ther
there are different types of machines.  Some have a belt like operation but usually
sling, yes.

PN3799    
Whether or not I need to use a lifting device, is that - is that something that will be
care plan or am I making that decision on the run?‑‑‑Theoretically, it should be in 
plan but it depends on how recently the care plan's been updated and reviewed and
resident's condition at that time.

PN3800    
Is it your understanding that most residential aged care facilities have rules around
amount of weight one person can actually lift?‑‑‑It changes from facility to facility
hesitate with that because there's been a move away from determining weight limi
because it's very dependent on the individual and their capabilities, so we don't - -

PN3801    
I see.  So, it might - the weight itself might not be determinative.  It might be mor
how much the resident themselves might be able to assist or not assist?‑‑‑Yes. Yes

PN3802    
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PN3803    
Is that - - -?‑‑‑(Indistinct) specific one.

***        KATHERINE ANNE CHRISFIELD                                                                                                 XXN MR WARD

PN3804    
I take it there's lots of different brands and designs.  Okay, yes.  I think there's som
evidence of what's called a swing and hoist lifter.  Is that different to a standing
lifter?‑‑‑Yes.  So the standing lifter helps someone come to a standing position.  T
lifter literally lifts them up.

PN3805    
There's one called a forearm support frame?‑‑‑I'm not sure what that one - - -

PN3806    
That's all right, that's fine.  And I think we've seen a number of weight chairs whe
actually weighed in the chair.  Yes, okay.  I take it that if I'm properly trained in th
equipment working using that equipment shouldn't in itself be dangerous?‑‑‑If you
properly trained - you have adequate staff as well, because - - -

PN3807    
Yes, I agree with that?‑‑‑Required more - yes.  But then, yes, it should be safe.

PN3808    
Now, it's uncontroversial in this case that residents will occasionally display signs
aggression.  I'm not trying to suggest they don't when I ask this question, bear with
You would agree with me that personal care workers, enrolled nurses, registered n
trained in de-escalation strategies for dealing with that?‑‑‑No, actually we find tha
uncommon that in aged care they're given that specific training.

PN3809    
Okay.  You're not familiar with a Certificate III in individual support?‑‑‑I'm not sp
familiar with it, no.

PN3810    
So you wouldn't know whether or not there's de-escalation involved in a Certifica
III?‑‑‑No.

PN3811    
Are you telling me that when a nurse does their university degree and they do age
unit, are you telling me that that doesn't involve dealing with aggression and de-es
strategies?‑‑‑I'm not familiar with the nursing - - -

PN3812    
So it's that you don't know the answer rather than I'm wrong?‑‑‑I know that there's
rarely that training provided by the aged care facility.  I don't know about their pre
qualification.

PN3813    
Okay, that's fine.  Would I be right in saying that aged care facilities don't require 
employees to place themselves to remain in a position of harm?‑‑‑That would be t
policy.

*** KATHERINE ANNE CHRISFIELD XXN MR WARD
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They should.  Thank you.  My understanding is that most operators work with som
alarm system if somebody needs help.  That might not be present everywhere, but
understand some of them have that approach?‑‑‑Some of them do have both indiv
duress alarms for the staff and also the nurse call buttons in the resident room, but
(indistinct).

PN3816    
I think your evidence - your concern in the evidence is that somebody might not a
available to help them; that's right, isn't it?‑‑‑Yes.

PN3817    
In relation to home care am I right - I think there is some evidence of this - am I ri
saying that before I start sending people, and this might be the very first visit, I'm 
entirely sure, but there's normally a risk assessment done at the home?‑‑‑That wou
dependent upon the provider.  That's what should occur, yes.

PN3818    
So you have knowledge of some providers who don't do any risk assessment?‑‑‑W
do - sometimes there's a risk assessment done over a telephone, so not at the prem
they can't actually see the location, or sometimes they're not done because there's 
urgency to get someone in to see the person.

PN3819    
And in the latter case is it that they would do the risk assessment as soon as they
could?‑‑‑That's what should occur.

PN3820    
That's good.  But you would agree with me that there are people who undertake ri
assessments before - - -?‑‑‑Yes.

PN3821    
You would, yes?‑‑‑Yes.

PN3822    
Okay.  And my understanding is that those risk assessments in home care examine
physical environment of the home and whether or not it's fit for the person to prov
Is that broadly your understanding?‑‑‑It's very dependent upon the risk assessmen
the provider, because there's no standard risk assessment form, so those risk asses
cover - I can't say what each - - -

PN3823    
So from your experience as a professional safety person you might be happy with 
less happy with others?‑‑‑Yes.

***        KATHERINE ANNE CHRISFIELD                                                                                                 XXN MR WARD

PN3824    
Yes, okay.  Am I right that if I'm doing home care work, a bit like residential aged
there will be a protocol about de-escalation if I'm confronted by aggression or som
like that?‑‑‑I would expect that that would be in place.

PN3825    
Would you also expect there would be a protocol about when I leave the home env
if I' i f it ti ? I' I d 't it d t d i t f th
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demonstrating some aggression.  I assume the first thing that I would call somebo
that or do I just apply de-escalation strategy?‑‑‑It's going to very much depend on 
circumstance and the nature of the risk that you're exposed to at that time.  Some o
would require you to remove yourself immediately from the circumstance.  Other
might be able to attempt de-escalation.

PN3827    
I take it in your knowledge most of the home care providers have rules about whe
have to ring for assistance or to get further advice?‑‑‑I'm not familiar with the hom
providers - - -

PN3828    
Okay?‑‑‑In terms of their protocols.

PN3829    
Bear with me, I don't quite know how the Victorian safety system works, so if I us
language which sounds certainly like New South Wales bear with me if you can.  
ever had cause to call Safe Work Victoria in because of a safety incident in an age
facility?‑‑‑Yes.

PN3830    
And how often would you do that?‑‑‑Amongst myself and my team that would oc
least once a month.

PN3831    
And what's typically what you're calling them in for?‑‑‑It can vary quite significan
number of the - I would say probably the majority of the calls are either around
occupational violence and aggression risks that are not being managed, or patient 
resident handling, concerns for staffing levels and the safety of the staff in terms o
alone, or access to assistance in an emergency.

PN3832    
So I take it if it's a staffing level issue you're suggesting that the staffing levels hav
a point where the person is unsafe?‑‑‑Yes, that's right.

***        KATHERINE ANNE CHRISFIELD                                                                                                 XXN MR WARD

PN3833    
Do those normally result in improvement notices being issued?‑‑‑Quite frequently

PN3834    
Quite frequently.  On a monthly - - -?‑‑‑Pardon?

PN3835    
On a monthly basis?‑‑‑I would say perhaps one out of two.

PN3836    
And what about prohibition notices?‑‑‑Rarely.

PN3837    
And I take it that if an improvement notice is issued the facility will comply with 
far as we're aware, yes, absolutely.

PN3838
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MR HARTLEY:  Thank you, your Honour.

RE-EXAMINATION BY MR HARTLEY                                          [11.19 AM

PN3841    
Ms Chrisfield, there are two matters that I want to raise with you in re-examinatio
toward the end of Mr Ward's questioning you were asked some questions about w
risk assessments are done for home care premises.  Do you remember those
questions?‑‑‑Yes.

PN3842    
And you identified some circumstances in which a risk assessment might not be d
before the first visit.  Do you remember those answers that you gave?‑‑‑Yes.

PN3843    
You were then asked whether risk assessments are then done as soon as possible th
Your answer was, according to my note, that they should be.  Do you remember g
evidence?‑‑‑Yes.

PN3844    
Are you able to assist the Commission in regard to whether you know how often t
fact done thereafter, or do you not know?‑‑‑I couldn't help, I don't know.

***        KATHERINE ANNE CHRISFIELD                                                                                            RXN MR HARTLEY

PN3845    
Yes, thank you.  Earlier in the questioning you were asked whether there were pro
for lifting people in aged-care facilities and you said that there were such procedu
you know whether those procedures are or are able to be followed at all times or n
you assist the Commission in that regard?‑‑‑Yes, from our experience they're not a
followed at all times. There are a number of reasons for that.  Some of those are b
there might not be adequate staff to assist in following those procedures.  Those p
if you're using a lifting machine, for example, will require two staff members to a
There won't always be two staff members to assist.  Therefore, the staff member w
required to either not attend to that particular resident or use the lifting equipment
example, on their own, which is against policy.  So they have to make a decision a
whether they comply with the policy or they assist the resident, and that's a difficu
our members to make.

PN3846    
Relatedly, you were asked in effect to make some assumptions.  Assuming that th
lifting machines available, assuming they're maintained, assuming there's adequat
are they safe and your answer was yes.  We've dealt now with adequate staffing.  A
able to give evidence about whether in your experience lifting machines are gener
adequately maintained or not?‑‑‑I would say that that is very hit and miss.  Some a
there is quite a number that aren't.  It requires a significant maintenance regime to
that the lifting machines are maintained appropriately, both in terms of servicing b
they require replacement every 10 years or so, depending on the machine, and tha
requires quite a lot of capital input and that doesn't always occur as it should.

PN3847    
Thank you.  I don't have any more re-examination, thank you, Ms Chrisfield?‑‑‑Th
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PN3849    
JUSTICE ROSS:  The next witness is Mr Venosta?

PN3850    
MR HARTLEY:  That's so.

PN3851    
THE ASSOCIATE:  Mr Venosta, can you see and hear me?

PN3852    
MR A VENOSTA:  Yes, I can, thank you.

***        KATHERINE ANNE CHRISFIELD                                                                                            RXN MR HARTLEY

PN3853    
THE ASSOCIATE:  Can you please state your full name and work address?

PN3854    
MR VENOSTA:  Andrew Peter Venosta - now you've got me.  It's the ANMF Vic
Elizabeth Street, Melbourne.

<ANDREW PETER VENOSTA, AFFIRMED                                  [11.22 AM]

EXAMINATION-IN-CHIEF BY MR HARTLEY                             [11.22 AM

PN3855    
JUSTICE ROSS:  Mr Hartley.

PN3856    
MR HARTLEY:  Thank you, your Honour.  Mr Venosta, it's Jim Hartley speaking
hear me?‑‑‑I can.

PN3857    
Thank you.  Could you just restate your name, please?‑‑‑Andrew Peter Venosta.

PN3858    
Thank you, sir - and you're an industrial organiser with the ANMF?‑‑‑That is corr

PN3859    
Did you make a statement in this proceeding dated 29 October 2021?‑‑‑Yes, I did.

PN3860    
For the Full Bench's benefit, that's at tab 214 of the digital hearing book, commen
page 11588.  Mr Venosta, do you have a copy of that statement with you?‑‑‑Yes, I

PN3861    
Have you had an opportunity of reading it recently?‑‑‑Yes, I have.

PN3862    
Could you look at paragraph 4 in your statement, please?‑‑‑Yes.

PN3863    
Where you say, 'Aireys Inlet', should that now read, 'Moonee Ponds'?‑‑‑That's corr
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PN3866    
With those corrections, is your statement true and correct to the best of your know
recollection?‑‑‑There is one more correction I'd like to note, if I may.

***        ANDREW PETER VENOSTA                                                                                                     XN MR HARTLEY

PN3867    
Of course?‑‑‑Page 17, paragraph 110.

PN3868    
Yes, what's the correction?‑‑‑So when I was at Lyonsville, the enrolled nurses.

PN3869    
Thank you, Mr Venosta.  With that further correction - sorry, go on?‑‑‑No, and jus
very next sentence:  'Assistance with meals undertaken by P and (indistinct)' also 
residents' laundry needs so the PCWs also assisted with ADLs, hygiene, tidying, w
the way I've written that.  Just wanted to correct that, the way it reads.

PN3870    
Yes, I see - so you want to add after the phrase, 'residents' laundry needs', you'd lik
insert, 'and also with ADLs, hygiene and room tidying'?‑‑‑Correct, thank you.

PN3871    
Yes, and with those corrections the statement is true and correct to the best of you
knowledge and recollection?‑‑‑Yes, it is.

PN3872    
Thank you, Mr Venosta.  Mr Ward will now ask you some questions?‑‑‑Thank you

PN3873    
JUSTICE ROSS:  Mr Ward.

CROSS-EXAMINATION BY MR WARD                                         [11.25 AM]

PN3874    
MR WARD:  Thank you, your Honour.  Am I pronouncing it right, Mr Venosta?‑‑
correct, thank you.

PN3875    
(Indistinct) Mr Venosta.  My name is Nigel Ward, Mr Venosta.  I appear in this ma
the employer interests?‑‑‑Sure.

PN3876    
Do you have your statement in front of you?‑‑‑Yes, I do.

PN3877    
Can I ask you to start at para 13?‑‑‑Yes.

PN3878    
You say there you were the low-care manager.  Does that mean you were the man
facility?‑‑‑That's right - so it's a 138-bed facility that cared for, 'low-care residents
time.

***        ANDREW PETER VENOSTA                                                                                                        XXN MR WARD
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I think you're describing in paragraph 18 the facility you're the low-care manager 
correct?‑‑‑That is correct.

PN3881    
You say:  'The facility was (indistinct) environment for residents (indistinct) funct
because beds were not height-adjusted and were usually located against the wall.  
could not operate either side of the bed to assist residents with transferring in and 
bed.  The size of the room meant that moving the bed still had to provide adequate
you read on?‑‑‑That's correct.

PN3882    
Is that typical of what you would have seen in an old-style aged-care facility?‑‑‑Y
correct.  I think that building is circa 1950s, 1960s.

PN3883    
Later on in your statement you talk about purpose-built?‑‑‑Yes.

PN3884    
Purpose-built modern facilities - bear with me, I'm going to struggle to remember 
where you say it.  I'll come to it in a moment.  But in terms of the purpose-built fa
take it if you look at paragraph 18, in terms of beds, does it have beds that sort of 
and down and the head comes up?  Does it have adjustable beds in a purpose-buil
facility?‑‑‑Certainly the facilities I managed, yes.

PN3885    
Yes, they did, okay.  Just stay with the facilities you manage, if we could.  In term
actual size of the rooms, are they now designed so that the person caring can actua
navigate around the bed quite easily?  Are they designed that way?‑‑‑That's correc

PN3886    
Am I right in saying that the bathroom is also designed with that in mind?‑‑‑That's

***        ANDREW PETER VENOSTA                                                                                                        XXN MR WARD

PN3887    
What are some of the things that fit into the design of the new modern bathroom t
caring for the resident easier?‑‑‑Door is to comply with disability access:  so push
wheelchairs and commode chairs through the doorways, we have adequate width.
have - toilets could be placed in a corner on an angle so staff could access either s
toilet rather than having one side of the toilet against the wall.  That could vary be
facilities but we certainly have that.  You can have overhead tracking devices buil
ceiling framework, which means you have manual handling hoist systems where y
manage to transfer the resident from the bed to a chair directly into the toilet or sh
using the overhead lift hoist system, and just generally more space - - -

PN3888    
Can I ask you to go to paragraph 22?‑‑‑Yes.

PN3889    
You say there 'The documentation' - you're now referring back to when you were t
care maintenance manager, are you, in paragraph 22?‑‑‑Correct.

PN3890    
S b k th thi k it? It Th h l d t t
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I think later on in your evidence you talk about the fact that most things have now
being electronic?‑‑‑That's a general trend, that's correct.

PN3893    
And from your experience was it easier with paper or is it easier now it's electroni
my experience I'd say it was a lot easier to have the electronic system.

PN3894    
Can I take you to paragraph 24.  This is about the role of the RN:

PN3895    
Each RN is now effectively a care coordinator for each of the three units.  Key 
the role include - - -

PN3896    
And (a), (b), (c) and (d).  In terms of resident assessment is this how resident asse
worked when you were there, that the registered nurse would meet possibly with a
resident's doctor, they would meet the resident, they would meet with the family, a
would use that to create an assessment of that resident and then build the care plan
resident.  Is that what the role of the registered nurse would be in that initial
assessment?‑‑‑That is correct, but I would also suggest that there's a little bit more
than just that as you'd have care staff contributing to the documentation process in
of charts.  So it might be continence charting, (indistinct) charting - yes, behaviou
all those aspects - - -

PN3897    
I will come to that.  I am not suggesting that doesn't happen.  At the point of the a
admission of the resident it's the registered nurse that plays that key role in engagi
the doctors, engaging with the resident, engaging with the family?‑‑‑Yes, absolute
Absolutely.

***        ANDREW PETER VENOSTA                                                                                                        XXN MR WARD

PN3898    
And then in (d) you've got participation and quality assurance activities.  Who did
registered nurse participate in those activities with?‑‑‑Under the guidance of eithe
usually, depending on the structure, there might be a care coordinator - - -

PN3899    
I am sorry, Mr Venosta, I've lost you.  I don't know if it's me or you.

PN3900    
THE WITNESS:  Perhaps some guidance - - -

PN3901    
MR WARD:  Sorry, Mr Venosta, can I ask you to say that again.  I didn't hear you
I'm sorry, sir.

PN3902    
JUSTICE ROSS:  Your phone dropped out.

PN3903    
THE WITNESS:  Did it?  Sorry about that.  So with the - sorry, I might get you to
the q estion Mr Ward j st
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- - - in (indistinct) care, and I asked when you say participating and quality assura
else do they do that with?‑‑‑So there'd be the - in that scenario it was me as the ma
the facility.  We also had a quality coordinator who supported those processes.

PN3906    
Can I then take you to 27, you seem to have been promoted by this time?‑‑‑Yes.

PN3907    
And you're now the chief executive officer.  Does that mean you ran the show at
Lyonsville?‑‑‑Yes, that's correct.

PN3908    
At 29 you say:

PN3909    
Some of the achievements in my time at Lyonsville were implementation of a ne
and procedure framework to ensure compliance with regulator requirements an
accreditation standards.

***        ANDREW PETER VENOSTA                                                                                                        XXN MR WARD

PN3910    
Who actually designed and wrote the policy and procedure framework?‑‑‑We actu
purchased the template framework which we then used and moulded to fit our fac

PN3911    
You bought something from a consultancy to start with.  Is that a reasonable way 
describing it?‑‑‑That's correct, yes, and we would then tailor it and mould it.

PN3912    
That's okay.  When you say we tailored it and moulded it who in the facility was i
in that exercise?‑‑‑So myself, the care coordinator.  Registered nurses would be co
as required.  So you're talking about the development here.  We'd also have extern
consultancy assisting us just to guide us along with our process as well.

PN3913    
Can I ask you to go to 59, Mr Venosta, if you could.  Please feel comfortable takin
read 59 if you need to.  You're talking in 59 about the work of personal care worke
then say at the end of 59:

PN3914    
As with all aspects of the work to be performed this again needs to be supporte
more training of upskill PCWs for such purposes.

PN3915    
When you say more training are you suggesting that a Certificate III in individual 
aging is insufficient to be a fully functioning personal care worker?‑‑‑I guess wha
commenting on my experience is that there need to be ongoing regular training to 
these processes.  So I'm not - you know, I've not been involved in the training at th
sector, and very familiar with what those course curriculums are, other than some 
awareness of what the modules might be.  My experience is that we would need to
continually reinforce those expectations around how we - and this is I think regard
model of care, consumer (indistinct) care, et cetera, about how, you know, you fac

id t ' h i d th t ti d th t (i di ti t)
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Can I ask you to go to 67?‑‑‑Yes.

PN3918    
You're talking in 67 about a variety of things, including physical and violent aggre
You then say at the end of 67:

***        ANDREW PETER VENOSTA                                                                                                        XXN MR WARD

PN3919    
Training is now provided in-house to identify, manage and de-escalate these in

PN3920    
Is the training there the training, the modules that are in the Certificate III, or are y
there talking about your personal experience about in-house?‑‑‑Yes, I'm talking ab
personal experience in providing additional in-house training and particularly with
behaviours.  That would often involve getting an external consultant in to deliver 
training.

PN3921    
Is this when you were the CEO?‑‑‑Yes, as well.

PN3922    
Okay.  That training you'd get the consultant in for that would have been face to fa
training?‑‑‑Sorry, face to face did you say?

PN3923    
Yes, I did?‑‑‑That would be correct.

PN3924    
Bear with me, Mr Venosta, you're breaking up a little bit at my end.  I will try that
What was the duration of that training?‑‑‑It would be a minimum of - certainly a m
of one hour.  Depending on the complexity of the issue that we were looking to ad
could be anything up to two hours, possibly longer.  But it would be tailored – and
would have regular annual mandatory training, which would be one hour, specific
a whole host of other training needs throughout a scheduled day, if you like.  That
on hour in the whole day, training.  But we would often deal with resident behavio
incidents, which may or may not involve consequences of harm to other residents 
That could occur at times; it may not.  So, depending on what those incidents wer
would get external consultants in; initially do the debrief as to what occurred, and
at the corrective actions, if you like, and the training around how that could be dea
differently in the future.  So we would do that as a process.

PN3925    
If I can just see if I've understood that.  You might have quite a serious incident.  Y
investigate it, review your policies and procedures, and if you believed you neede
update those, you would.  And then you'd induct and train people into those polici
procedures?‑‑‑That's right.

PN3926    
Yes.  In paragraph 60A, you say this:

PN3927    
At VMCH (indistinct), PCWs would be rostered in this unit.
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My understanding is, you're talking here about a dementia unit; is that right?‑‑‑Th
It's dementia-specific, secure environment.

PN3930    
Yes:

PN3931    
Based on their ability and willingness to work in this environment.  Staff who d
have the right attributes would be rostered in general care areas.

PN3932    
What do you mean by staff who didn't have the right attributes?‑‑‑There'd be vario
who just did not want to work in the environment, because of the confronting natu
work.  That would be one aspect of that.  You would have staff happy to work in t
didn't necessarily have the patience to work with those residents and provide the
appropriate level of support.  I think another issue is, aged care is a very culturally
workforce.  So, depending on cultural background, some people would perhaps fin
difficult in working in that environment as well.  It's a broad sort of issue, without
criteria.  But on our observations, based on feedback with the staff, how they were
about working in that environment – we had staff who were happy to be there all t
because they loved working in that space.

PN3933    
Can I take you to paragraph 80.  You're talking here about the accreditation standa
perhaps you could (indistinct).  I've lost track.  By the time you get to talk about th
are you working at that stage?‑‑‑Specifically, paragraph 80 is referring to the prev
standards, which were replaced with the new standards, I think from memory, in –
2018.  So this is the old four standards – A, B, C, D in paragraph 80 – and that wa
right from my first commencement in the aged care sector, way back from my tim
(indistinct) care and rehab service and Jewish Care.  So that's basically the four ke
standards which I've itemised there in paragraph 80.  And then you had the 44 wh
called expected outcomes that hang off those four standards.

PN3934    
Thank you, Mr Venosta.  When you talked earlier about buying a system from the
consultant and then tailoring it, is this the policy and procedures that you were talk
about?‑‑‑Sorry, I'm not sure what you're actually asking there in relation to accred

***        ANDREW PETER VENOSTA                                                                                                        XXN MR WARD

PN3935    
Earlier on you talked about a quality system – I think you said you bought someth
a consultant, as a sort of off-the-shelf, and then you worked with your team to tail
When you were talking about that, is that talking about a system to give effect to t
care accreditation standards?‑‑‑I guess there's a bit of a chicken-and-egg element a
which comes first; driving the policies and procedures and the outcomes.  But obv
policies and procedures have to guide staff on their practice, and at the same time,
provider, we have to ensure our compliance with the standards.

PN3936    
No, that's all right.  So you might have had a quality system first, and then you tai
the accreditation standards?‑‑‑That's right, possibly, yes.
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around – my best recollection, around 2017 or 2018, they were just changing the s
And my facility at that time, which was Star of the Sea, was fortunate, because we
through the last accreditation round before the system changed.  So basically that 
had a fixed date, we knew when it was happening, and we prepared on that basis. 
thereafter, they had introduced the notion of the three-month window, and the age
come in within that three-month window.

PN3939    
You talk here about unannounced visits by the agency.  Do you see that?‑‑‑Yes.  S

PN3940    
That's all right.  When the agency came unannounced, who actually turned up?‑‑‑S
Inevitably you would have two auditors from the standards agency, quality assesso

PN3941    
Quality assessors.  And would you meet with them, or who from your organisation
meet with them?‑‑‑The first – the process is fairly well structured, as it was manag
standards agency.  So the assessors would come in and announce themselves.  The
go straight to the person – the most senior person in the facility on site at the time
greet, show them their credentials and their authority to be on site.  Then they wou
– it had a specific name, but basically a meeting, which would be a team meeting 
briefing, where you had the opportunity to bring in key staff, and they then talked
what the purpose of the visit might be.  And sometimes - - -

PN3942    
So - - - ?‑‑‑Sorry, go on.

***        ANDREW PETER VENOSTA                                                                                                        XXN MR WARD

PN3943    
Sorry, Mr Venosta, you carry on?‑‑‑And they might have a particular focus.  They
wanting to look at (indistinct) management and fire and emergency procedures.  D
upon I think what was being driven in the industry at the time, the agency would s
review various outcomes based on trends they were seeing across the sector, as I r

PN3944    
So when you were at these facilities that you were managing and running, how ma
did the agency turn up?‑‑‑Minimum once a year, on that schedule, yes.

PN3945    
And I take it when you said they would meet firstly with the most senior person, i
were there, that would be you?‑‑‑That's correct.

PN3946    
And you said that you would bring in relevant members of your team?‑‑‑That's co

PN3947    
When you say 'your team' – I'm not being disrespectful, but when you say 'your te
would you have brought in?‑‑‑So that would be my care manager, clinical care ma
whatever titled; clinical care coordinator.  The lifestyle coordinator.  Depending on
of the facility and the roles, you would look at maybe your – one or two of your re
nurses who happened to be on duty on the day.  Possibly a maintenance officer, yo
So the key staff in what you'd consider I guess to be your key department areas.
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And if they were to look at a particular area of focus, would they walk through the
unaccompanied, or would they be accompanied?‑‑‑So the practice was, straight af
meeting they would then do a tour of the facility, which was guided.

PN3950    
And who would guide them?‑‑‑Usually me, the most senior person.  And that's rea
an opportunity to show them really the floor plan and the layout of the facility and
obviously, for the assessors, that's their opportunity where first impressions are ve
important in their work.

PN3951    
Let's say that they were looking at your incontinence procedures.  If I've said that 
badly, let me know.  What sort of information would they ask for?‑‑‑They'd want t
care plans, assessments, charts; they'd do a random sample of residents, so they'd 
that assessment/care plan process with that resident.  They'd look at progress note

PN3952    
Sorry, Mr Venosta - you dropped out?‑‑‑Believe it or not - I'm pleased to say mine
But that would be an indicator and they would also have direct discussions with re
about how they felt and perceived their continence management, i.e. are they happ

***        ANDREW PETER VENOSTA                                                                                                        XXN MR WARD

PN3953    
Yes?‑‑‑They'd talk to staff:  'Do you have enough supplies in the form of continen
cetera - 'Do you have the right training?  Do you actually know what you're doing
you know what you're doing', all those conversations.  So they'd link it all the way
to the policy and procedure as well.

PN3954    
Okay.  So when it gets to that level, would you have put a registered nurse in char
dealing with it at that stage or would you still be involved?‑‑‑No, you don't, no - y
have control because the control - they go and talk to who they want to talk to, ba
So they ask for a file, we just give them the file.  It's there for them to peruse, for e

PN3955    
They're then free to talk to whoever they want to talk to?‑‑‑That's pretty much how
worked, yes.

PN3956    
At that stage they're not being supervised by you or anybody else?‑‑‑That's correc

PN3957    
Okay.  Can I ask you to go to paragraph 92?  You talk about aged-care funding ins
You talk about the ACFI care assessment.  Who is responsible, who is accountable
doing the ACFI care assessment?‑‑‑Well, ultimately the facility manager is respon
the organisation for ensuring the ACFI assessments are up to date, correct and ma
according to schedule and that they're accurate so the funding is maximised.  But 
is a whole system and process that has to follow on underneath that.  The care coo
would probably be the lead role, managing and supporting the care and medicine 
particular the RNs.  Depending on the size of the facility, larger organisations with
facilities, for example - so this would be Villa Maria Catholic Homes - they actual
roving ACFI coordinators who would roam around the facilities.  So they would k
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the nurses to monitor those ACFI packs, making sure they're out, timely, accordin
schedule, appropriately completed, no gaps, et cetera.

***        ANDREW PETER VENOSTA                                                                                                        XXN MR WARD

PN3958    
Thank you very much.  In 98 you talk about maintaining care plans.  Can I just se
understanding is correct (indistinct) from you:  my understanding is the registered
the creator of the care plan.  Is that your understanding?‑‑‑Well, the registered nur
off on the care plan ultimately, with the ultimate responsibility, and that's in accor
with their scope of practice.  It may well be that personal carers have contributed t
because they've provided all the charting and documentation to inform the register
and I think over the years it was even more common that the ENs would contribut
assessment process although under the scope of practice it would still have to go t
for a review and a sign-off.

PN3959    
Can I just go through that slowly, if we can?  My understanding is that at the poin
admission the registered nurse is normally the person who creates the first version
care plan.  Is that your understanding?‑‑‑Yes, there is an interim care plan, that's ri

PN3960    
That's right?‑‑‑On the day of admission there would be what we call an interim ca
which is based on the registered nurse's interview of the resident initially and then
a period of - and this is also ties in with - when the current system actually I think
four-week period to develop the full assessment suite to then complete the full act
assessment and then you'd have the full care plan developed at that point.

PN3961    
My understanding is this, that personal care worker obviously is doing their progr
of the residents they look after, they're doing charting.  I understand that the RN h
to that material.  The RN might talk to the EN or talk to the personal care worker, 
their observations about what they're seeing with the resident and if there is a chan
care plan it's the registered nurse who makes the decision to change it?‑‑‑That wou
correct, based on the relevant information.

PN3962    
Yes, okay.  Can I ask you to go to paragraph 129 and, Mr Venosta, if you don't kno
answer to this question just let me know.  You talk in 129 about the inclusion of m
training into the diploma of nursing, which as I understand it, is what the enrolled
does.  That's correct, isn't it?‑‑‑That is correct, yes.

PN3963    
Do you know why the medication training was rolled into the diploma?‑‑‑I couldn
specifically answer that, no, other than that - to provide additional workforce supp
capacity but I can't specifically say why it was at the time.  Probably also had to b
the scope of practice of the enrolled nurse.

PN3964    
Just give me a moment.  Thank you, Mr Venosta, for your evidence - no further qu

PN3965    
JUSTICE ROSS:  Any re-examination, Mr Hartley?
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JUSTICE ROSS:  Thank you for your evidence, Mr Venosta.  You are excused?‑‑‑
you very much for your time.

<THE WITNESS WITHDREW                                                          [11.57 AM]

PN3968    
JUSTICE ROSS:  Do we have Mr Gilbert next, is that right?

PN3969    
MR HARTLEY:  That's correct, your Honour.

PN3970    
JUSTICE ROSS:  Okay.

PN3971    
THE ASSOCIATE:  Mr Gilbert, can you see and hear me?

PN3972    
MR R GILBERT:  I can, thank you very much.

PN3973    
THE ASSOCIATE:  Can you please state your full name and work address?

PN3974    
MR GILBERT:  Robert Francis Gilbert, 535 Elizabeth Street, Melbourne.

<PAUL FRANCIS GILBERT, AFFIRMED                                      [11.58 AM]

EXAMINATION-IN-CHIEF BY MR MCKENNA                           [11.58 AM]

PN3975    
JUSTICE ROSS:  Thank you, Mr Gilbert.  Mr Hartley.

PN3976    
MR HARTLEY:  Yes, Mr McKenna with this witness, your Honour.

PN3977    
JUSTICE ROSS:  All right, Mr McKenna.

PN3978    
MR McKENNA:  Thank you, your Honour.  Mr Gilbert, can I confirm that you ca
hear me?‑‑‑I can, yes.  Well, I can't see you yet.

***        PAUL FRANCIS GILBERT                                                                                                        XN MR MCKENNA

PN3979    
Do you want an opportunity to try and find the - Mr Hartley, Mr White and I are in
small figures in the one screen?‑‑‑Yes, yes, I can see you but your lips weren't mo

PN3980    
Hopefully they are now.  Could you please repeat your full name?‑‑‑Paul Francis G

PN3981    
Your professional address?‑‑‑535 Elizabeth Street, Melbourne.

6305



PN3984    
And is that a statement dated 29 October 2021?‑‑‑It's at 9293 in the digital book if
helps.  I don't remember the exact date, but I - - -

PN3985    
Do you have it with you?‑‑‑Yes, it's on the screen, yes, but I just wasn't at the first
- -

PN3986    
And that's a statement of 78 paragraphs running over 22 pages?‑‑‑That would be c

PN3987    
And on the last page hopefully you will see the date 29 October 2021?‑‑‑That's wh
been taking me a while because I was looking at the start.  Look, there we go, it is
October 2021.

PN3988    
Terrific.  And have you had a chance to read that recently?‑‑‑I have.

PN3989    
I understand there are a number of changes that you wish to make to it, the first of
page 12 to paragraph 42.  Can I take you to that, please?‑‑‑Yes.  Sorry, paragraph 4
make a statement about - a conflicting statement about the number of standalone f

PN3990    
So paragraph 42 in the second sentence currently reads:

PN3991    
The number of standalone facilities has collapsed from over 200 in the early 20
the current number of approximately 10 or 15.

PN3992    
Would you omit the words 'of approximately 10 or 15'?‑‑‑That would be beaut, ye

***        PAUL FRANCIS GILBERT                                                                                                        XN MR MCKENNA

PN3993    
And also in that paragraph in the third last line reading from the fourth last line:

PN3994    
In most cases this was due to absorption of exiting standalone facilities.

PN3995    
I understand you change that to 'existing'?‑‑‑Yes, please.

PN3996    
And then moving to paragraph 67, which commences on page 17, we have there -
forgive me, I will catch up - you have there a number of dot points under the chap
paragraph 67 in response to the question, 'What would have prevented some hospi
transfers', and I understand that that paragraph would end at the second to last dot
the second to last dot point being, '43 per cent of respondents reported GP availab
you put a stop there and delete the 'and'?‑‑‑Yes.

PN3997
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And then I think finally paragraph 70 commencing on page 18, and over the page 
19 there is part of that paragraph which isn't numbered, perhaps might be, but at th
that on the fifth line on page 19 it ends in the word 'years'.  It says, 'But the drama
changes I have observed in the last 15 or more years.'  I understand you'd add to th
meant that the system is far worse than it was.'  Is that correct?‑‑‑That's correct.

PN3999    
Are there any other changes, corrections or clarifications you would make to the
statement?‑‑‑No, thank you.

PN4000    
Subject to those changes that I've identified are the contents of your witness statem
and correct?‑‑‑Yes.

PN4001    
And within your statement you also refer to a number of other documents identifie
'ANMF' and then a number, those documents being contained in the ANMF tende
Have you had a chance to review the documents that you refer to in your statemen
have.

PN4002    
And are the documents in the tender bundle true copies of the documents that you
in your statement?‑‑‑Yes, they are.

***        PAUL FRANCIS GILBERT                                                                                                        XN MR MCKENNA

PN4003    
If the Full Bench pleases that document subject to those amendments is relied upo
it's convenient to the Full Bench we will file an updated or amended version.

PN4004    
JUSTICE ROSS:  Thank you.

PN4005    
MR McKENNA:  So, Mr Gilbert, you hopefully will see Mr Ward in one of the sq
your screen and he now has some questions for you.  Thank you.

PN4006    
JUSTICE ROSS:  Mr Ward?

CROSS-EXAMINATION BY MR WARD                                         [12.04 PM]

PN4007    
MR WARD:  Mr Gilbert, can you see and hear me okay?‑‑‑I can, yes.

PN4008    
My name is Nigel Ward, Mr Gilbert, and I appear in these proceedings for the emp
interests.  You're the last witness before lunch, so I will go quickly with you if tha
sir.  You're the assistant secretary in the Victorian branch is my understanding; tha
correct?‑‑‑That's correct.

PN4009    
It's not clear to me - have you been a union official since 2009?‑‑‑An elected offic
2009 and a union employee prior to that
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Okay.  So I think you say that you started your career as an enrolled nurse in Bend
mid 1980s?‑‑‑Yes.

PN4012    
So from the mid 1980s to 2000 you were acting as an enrolled nurse, is that right?
right.

PN4013    
Were you working in the aged care sector at that time?‑‑‑I worked a year at the ag
Bendigo Home and Hospital for the Aged as it then was, and then I went to Queen
a couple of years and then I came back to the same facility, the Bendigo Home an
for the Aged and worked there until 2000.

***        PAUL FRANCIS GILBERT                                                                                                             XXN MR WARD

PN4014    
So you were working in the aged care sector from the mid 80s to 2000?‑‑‑That's ri

PN4015    
Okay.  Thank you.  Bear with me, I'm going to jump around a little bit if I can.  Co
you to go to paragraph 59?‑‑‑Yes.

PN4016    
I think at paragraph 59 and paragraph 60 you're talking about some ANMF Victor
Enterprise Agreement.  Do you see that?‑‑‑Yes.

PN4017    
Are you talking there about enterprise agreements in aged care, or are you talking
enterprise agreements somewhere else?‑‑‑In 59 I'm talking about both, because it 
talks about the structure that was developed for the public sector enrolled nurse th
then flowed onto most private hospitals and private aged care, or a proportion of p
aged care as well.

PN4018    
And you talk in 59 about medication modules and achieving a 4 per cent medicati
allowance for endorsed ENs into the agreement.  Do you see that?‑‑‑Yes.

PN4019    
Just for my benefit what was an endorsed EN back then?‑‑‑That was an enrolled n
had completed education to the satisfaction of the Nursing and Midwifery Board o
Australia to enable them to administer medication.

PN4020    
And later on you talk about the fact that that I think it becomes consumed in the D
Nursing.  Do you see that in 60; that's my understanding of what you're saying the
'The diploma (audio malfunction) included medication modules.'  Do you see that
We had people who did it as an add on to their existing qualification, and then you
people coming through for whom it was embedded in their education.

PN4021    
Do you know why it became embedded in their education?‑‑‑Because it needed to
have spoken about that in other parts of my witness statement about the issues aro
administration of medications in private aged care and the need for a skilled work
d th t
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PN4023    
Okay.  It was the haggled number rather than a scientific number?‑‑‑Correct.

***        PAUL FRANCIS GILBERT                                                                                                             XXN MR WARD

PN4024    
Can I ask you to go to page 8, and in particular starting at paragraph - - -?‑‑‑Can y
the paragraph.

PN4025    
No, I was going to do that, sir.  Sorry, my apologies, paragraph 26.  Do you see th
paragraph?‑‑‑I do, yes.

PN4026    
Obviously it's your understanding that registered nurses now undertake a universit
degree?‑‑‑Correct.

PN4027    
Is it your understanding that what they actually do in aged care reflects the compe
they learn from that university degree?‑‑‑Yes, it does by much.

PN4028    
I'm right, aren't I, in saying that nurses have ultimate authority over clinical care o
people underneath them?‑‑‑They have responsibility for the clinical care of those t
delegate it too, yes.

PN4029    
Yes, yes.  And it's your understanding that the registered nurse is accountable for t
plans of residents in aged care?‑‑‑That's my understanding of how it works, yes.

PN4030    
The enrolled nurse - you see in 27 you talk about the enrolled nurse.  Again, I assu
agree with me that they're exercising competencies that arise from their diploma
program?‑‑‑That's right, yes.

PN4031    
And you talk there about the fact that there's been a tendency for them to become 
leaders?‑‑‑Yes.

PN4032    
You see that.  I take it that that is a supervisory role of personal care workers sittin
between the personal care worker and the registered nurse?‑‑‑That's right.

PN4033    
But again, the enrolled nurse is still working under the general delegation of the re
nurse in that role, aren't they?‑‑‑Yes, they have to be by law.

PN4034    
Yes, okay.  You talk in paragraph 27 about undertaking complex wound care.  Cou
just describe for me what you meant by complex wound care?‑‑‑It's probably easi
describe what's not but a complex wound is one who - their  wound's something b
a skin tear, so it's gone through various layers of skin into potentially muscle and b

*** PAUL FRANCIS GILBERT XXN MR WARD

6309



PN4036    
You would - it's your understanding that that's the domain of the enrolled nurse?‑‑
sole domain of the enrolled nurse.  It's the domain - - -

PN4037    
Could be registered nurse as well?‑‑‑Yes, registered nurse, enrolled, yes, that's righ

PN4038    
And then when you talk about personal care workers, you talk about them perform
wound dressing?‑‑‑Yes.

PN4039    
I assume that's - you're saying that in distinction to complex wound care?‑‑‑I am.

PN4040    
Could you describe for me what you meant by basic wound dressing?‑‑‑It'd be som
like a film dressing over a skin tear, for example.

PN4041    
For somebody who's really not medically inclined, could you develop that a little 
can understand that?‑‑‑Well, one of the most common injuries suffered by people,
people is what's called a skin tear.  So, it's where you and I - used to me - might bu
something and go ouch, an elderly bumps into something and their skin actually b
open and that means you've got a very - it's superficial but a lot of blood and you'v
skin that's peeled away from the body a bit.  So the dressing aims to put that skin b
place and create a sealed space in which it can hopefully recover.

PN4042    
That would be an example, in your evidence, of basic wound dressing?‑‑‑That's co

PN4043    
Okay, that's fine, that's fine.  And I assume that you would agree with me that if a 
care worker has a Certificate III, they will be exercising the competencies arising 
Certificate III in their job?‑‑‑I'm afraid they're probably exercising more than the
competencies for the Certificate III, and that also depends on where they did their
Certificate III.

***        PAUL FRANCIS GILBERT                                                                                                             XXN MR WARD

PN4044    
Is that because Certificate IIIs are better than others?‑‑‑I think that's been fairly co
evidence from us and the findings of the Productivity Commission to the same eff
doesn't have the rigor, if you like, of the nursing qualification where the nursing
qualification has to be approved by the Nursing Board, the Certificate III qualifica
is a competency based qualification that isn't delivered in the same form by all pro

PN4045    
Just bear with me a minute if you could.  I just want to understand what you've jus
me.  So, you have a view that some registered training organisations are better tha
do you?‑‑‑Yes.

PN4046    
Assuming - I don't know what you think of as a good one or a bad one but let's ass

' thi ki f d d th ' di h i th i t f C tif
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PN4047    
And your concern is that - to put it bluntly - you think there's some shonks out the
but I think there are - I wouldn't go as far as to say shonks, there is just a hierarchy
someone's always at the bottom.  There's - look, it's well known in the industry tha
are good and bad deliverers of Certificate III, I don't think that's controversial.

PN4048    
Your observation is that that arises because they don't have the same rigors of regi
that nurses do?‑‑‑That's how you get a differentiation between what should otherw
same course.

PN4049    
So, you can - I can rely on the education the nurses get to be the registered nurse o
enrolled nurse.  I can rely on the level of competency that they hold but you're say
the personal care worker, the level of competency they might hold might different
depending on who was their RTO?‑‑‑Yes.

PN4050    
Thank you very much, Mr Gilbert?‑‑‑Thank you.

PN4051    
No further questions.

PN4052    
JUSTICE ROSS:  Mr Gilbert, I just have a question for you.  I wanted you to expl
paragraph 62 to me.  Can I take you to that?‑‑‑Yes.

***        PAUL FRANCIS GILBERT                                                                                                             XXN MR WARD

PN4053    
I'm just trying to understand the table.  So, this is headed 'The average number of 
each registered nurse is responsible for', and you've got on the left, 'zero to 50, 50 
Can you explain - just go to one of the boxes and interpret it for me and explain w
saying?‑‑‑Well, in the first line you've got 47 per cent of registered nurses having
responsibility for zero to 50 residents on a morning shift.

PN4054    
And - - -?‑‑‑And if you go down one from that 41 per cent have responsibility for 
but 50 to 100, that should be 51 to 100, so it's just that's the - what it's breaking do
the number of residents that one registered nurse is responsible for in respect to a 
shift.

PN4055    
And if you look at the number of residents naught to 50, the percentage drops from
to afternoon to night?‑‑‑Yes.  Meaning that there's less registered nurses on some s
others.

PN4056    
I see?‑‑‑It's also a bit problematic because in some of these facilities there is no RN
so when you look at the data it spins back an odd number in some cases.

PN4057    
Well, there's also a difference in the 100 to 150 residents there.  The percentage se
hi h f th i ht th th i ? Y it' t i ht t b
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PN4059    
I see.  No, I follow.  Right, thank you.  Anything arising from that?  No.  Any re-
examination?

PN4060    
MR McKENNA:  Thank you, your Honour.  No re-examination.  Might Mr Gilbe
excused?

PN4061    
JUSTICE ROSS:  Certainly.  Thank you for your evidence, Mr Gilbert.  You're
excused?‑‑‑Thank you.

<THE WITNESS WITHDREW                                                           [12.19 PM

PN4062    
JUSTICE ROSS:  I think we now have - I thought you were a bit optimistic, Mr W
the no more before the lunch break because I think we've got Melissa Coad, don't 

PN4063    
MR WARD:  She's not required, your Honour.

***        PAUL FRANCIS GILBERT                                                                                                             XXN MR WARD

PN4064    
JUSTICE ROSS:  Okay.

PN4065    
MR WARD:  Apologies - I had asked for that to be communicated first thing this 

PN4066    
JUSTICE ROSS:  No, no, that's fine.  No, never apologise for not requiring a witn
Ward.  So I think that concludes the evidence insofar as the Full Bench is concern
then I think you're before Commissioner O'Neill later today and you're before me 
o'clock for the mention and as I've indicated, I think you've probably  already rece
short email with some suggestions that might inform our discussion at the mention
you very much, we'll adjourn.

LUNCHEON ADJOURNMENT                                                          [12.20 PM

RESUMED                                                                                                [2.00 PM

PN4067    
COMMISSIONER O'NEILL:  Good afternoon.  Just a couple of matters before th
witness is called.  In relation to the hearing plan, I understand there's a plan for tom
that's been provided earlier today.  I am just inquiring as to the plan for the remain
evidence, through to the end of next week, if there's any difficulty in providing a p
the close of business tomorrow.  I am not so troubled by the identification of the in
lay witnesses, if that is troublesome, but at least in relation to the days on which th
Full Bench is required to sit as the Bench.

PN4068    
MR GIBIAN:  Thank you, Commissioner.  Look, there's no difficulty with that.  I
broad scheme was chartered in the earlier document, and we've been filling in the 
the individual witnesses at least a couple of days beforehand which we'll continue
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on Friday – indicated that the Bench would only be required on 9 May for Dr Eag
evidence, and I wanted to disabuse them of that, which I'm assuming that's not the
the earlier that advice is provided, I think that would help.

PN4070    
MR GIBIAN:  Of course, Commissioner.

PN4071    
COMMISSIONER O'NEILL:  The second thing was in relation to the application
order for Maria Phillips to appear.  I just wanted to check, she was originally down
evidence tomorrow afternoon I think in the original – or the plan as of yesterday th
moved.  I just wondered, Mr Ward, if you're able to confirm that she will still be r
for cross‑examination.

PN4072    
MR WARD:  Yes, she will, Commissioner.

PN4073    
COMMISSIONER O'NEILL:  All right.  I take it you have no issue in the order b
made.

PN4074    
MR WARD:  No.  It's a matter for the Commission.

PN4075    
COMMISSIONER O'NEILL:  It is.  The draft order that was provided with the ap
was for that order to apply from today.  If there's any greater clarity around when 
be giving evidence, that might just assist; if you could perhaps provide that to my 
later this afternoon.

PN4076    
MR WARD:  Of course.

PN4077    
COMMISSIONER O'NEILL:  And I'll make the order accordingly.

PN4078    
MR WARD:  Thank you, Commissioner.

PN4079    
COMMISSIONER O'NEILL:  All right.  Is Ms Cowan - - -?

PN4080    
MR GIBIAN:  Yes, just in terms of this afternoon briefly before we go to Ms Cow
had originally intended to have Anita Field as the third witness.  She's had a perso
issue come up, which means she's not available this afternoon, so we'll have to rea
her for another time, which means there's four witnesses that are left to be dealt w
we'd arranged for this afternoon.  The first of those is Ms Cowan.

PN4081    
COMMISSIONER O'NEILL:  I think you're there, Ms Cowan.  Can you hear me 
You're on mute.
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PN4084    
MS COWAN:  Yes.

PN4085    
THE ASSOCIATE:  Ms Cowan, can you please state your full name and work add

PN4086    
MS COWAN:  Lynn Marie(?) Cowan, Bolton Clarke in Rockhampton.

<LYNN COWAN, AFFIRMED                                                              [2.04 PM

EXAMINATION-IN-CHIEF BY MR GIBIAN                                    [2.04 PM

PN4087    
COMMISSIONER O'NEILL:  Mr Gibian.

PN4088    
MR GIBIAN:  Thank you, Ms Cowan.  Can you hear me?‑‑‑Yes, I can.

PN4089    
I don't think I've spoken to you.  I'm Mark Gibian.  I'm appearing for the HSU.  C
just repeat your full name for the record?‑‑‑Lynn Marie Cowan.

PN4090    
And you're a personal care worker with Bolton Clarke Residential Aged Care?‑‑‑Y

PN4091    
You've made two statements for the purpose of these proceedings.  Do you have th
with you?‑‑‑I do.

PN4092    
The first of those is dated 31 March 2021?‑‑‑Yes.

PN4093    
And runs to some 138 paragraphs over 14 pages?‑‑‑It does, yes.

PN4094    
Do you have that one?‑‑‑Yes, I do.

PN4095    
Have you had an opportunity to read it through?‑‑‑I've read most of it through, yes

PN4096    
Is it true and correct to the best of your knowledge and recollection?‑‑‑Yes, it is.

***        LYNN COWAN                                                                                                                                XN MR GIBIAN

PN4097    
That's the first statement, Commissioner, that we seek to rely upon from Ms Cowa
document 183 in the digital court book commencing at page 10692.  You should I
also, Ms Cowan, have a reply statement, a document headed, 'Reply witness statem
Lynn Cowan.'  It's dated 19 April 2022?‑‑‑Yes, I do.

PN4098    
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Is it true and correct to the best of your knowledge and recollection?‑‑‑Correct.  Y

PN4101    
That's the second statement of Ms Cowan we seek to rely upon, Commissioner.  It
document – and has to be included in the evidence – at document 184 in the digita
court book commencing at page 10829.  Ms Cowan, I'm not sure how well you ca
the screen in front of you, but one of the squares should have Mr Ward in it.  He w
ask you some questions?‑‑‑Yes.  Thank you.

CROSS-EXAMINATION BY MR WARD                                           [2.07 PM]

PN4102    
MR WARD:  Ms Cowan, can you hear and see me?‑‑‑Yes, I can.

PN4103    
Can I just ask, are you safe in that car giving evidence?  Are you okay?‑‑‑Yes, my
driving.

PN4104    
Okay.  No, that's okay?‑‑‑Sorry.

PN4105    
I was worried you might be driving?‑‑‑No, no, no.  No, my husband's driving.  I'm
passenger seat.

PN4106    
I am content.  That's fine.  Do you have your first statement in front of you?‑‑‑Yes

PN4107    
Can I just ask you to go to paragraph 3 for a moment?  You see paragraph 3?‑‑‑He

PN4108    
Sorry, Ms Cowan, we lost you for a moment there.  I think you might have broken
certainly did for me?‑‑‑Is that the education qualifications?

***        LYNN COWAN                                                                                                                               XXN MR WARD

PN4109    
Yes.  Have you got that in front of you?‑‑‑Yes, I do.

PN4110    
Can you tell me what year did you get your Certificate III in Aged Care?‑‑‑It wou
been around 2016 I think.

PN4111    
And your Certificate IV in Aged Care?‑‑‑2017 or '18.  Sorry.

PN4112    
That's okay.  Certificate IV in Dementia Care?‑‑‑I think.  Might have been (audio
malfunction) I can't remember offhand.  That was done around 2016.

PN4113    
Sorry, you broke up there.  Is that the certificate for aged care or the certificate for
care?‑‑‑Certificate for dementia care, 2016.
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Are you there, Ms Cowan?

PN4116    
COMMISSIONER O'NEILL:  Ms Cowan, you appear to have frozen.

PN4117    
MR GIBIAN:  Can I suggest we ask Ms Cowan if she can pull over and maybe th
be at least - her husband can pull over, sorry, and that might at least reduce the pro
interruptions.

PN4118    
COMMISSIONER O'NEILL:  Ms Cowan, did you hear that all right?‑‑‑Sorry abo
Yes, I did.  We are pulling up soon.  We've just got to make a safer area.

PN4119    
All right.  We'll just give you a moment?‑‑‑Probably in the next couple of minutes
about the hold‑up.

PN4120    
That's all right?‑‑‑We're on the highway.  We're just waiting to get into a service st
is just up the road.

PN4121    
All right?‑‑‑I was hoping to be pulled up well before now actually, but we've had 
traffic.

***        LYNN COWAN                                                                                                                               XXN MR WARD

PN4122    
Just while you're doing that, Ms Cowan, is your surname spelt with an 'A' or an 'E
'A'.

PN4123    
An 'A'?‑‑‑I did try and get them to rectify that one, but obviously they haven't.  Th
done it on one.  They have got 'Witness statement of Lynn Cowan' - 'a‑n'.

PN4124    
Yes?‑‑‑And then the have put 'e‑n' on a lot of other places in it.

PN4125    
Yes, including your reply statement, so I just wanted to be sure?‑‑‑Yes.  No, it's 'a‑
just about ready to pull up soon, sorry.

PN4126    
MR GIBIAN:  Commissioner, just while we're waiting, I think in terms of the sch
evidence, as I understood what the Full Bench intended is that they would be avai
hear the expert evidence - of which there is some - on Monday, the 9th.  As I unde
also the employer's witness evidence which is proposed for the 11th and the 12th.

PN4127    
COMMISSIONER O'NEILL:  Are there any remaining union officials?  I thought
I've missed something, there is still Mr Bonner and Ms Svenson.

PN4128
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COMMISSIONER O'NEILL:  So the 9th, the 11th and the 12th we'll cover it from
Bench.

PN4130    
MR GIBIAN:  It's really only contemplated the morning - and maybe not even all
morning - of the 9th.

PN4131    
COMMISSIONER O'NEILL:  All right.  That's helpful, thank you.

PN4132    
How are you going, Ms Cowan?  Have you pulled over?‑‑‑Yes, just about.  I'll sat 
around the corner.

***        LYNN COWAN                                                                                                                               XXN MR WARD

PN4133    
You can stay in the car, that's perfectly fine.  It's just without moving you're less li
come in and out of bad reception?‑‑‑That's all right.  I'll go around to the table.  O

PN4134    
All right.  Mr Ward?

PN4135    
MR WARD:  Thank you, Commissioner.

PN4136    
THE WITNESS:  I apologise for that.

PN4137    
MR WARD:  No, no, Ms Cowan, don't you do that.  That's fine.  That's entirely fin
taking you to paragraph 3(1)(d)?‑‑‑Yes.

PN4138    
And it says there you have a certificate in food handling?‑‑‑Yes.

PN4139    
Can you explain to me what that certificate involves?‑‑‑That was done through the
Reef TAFE in Cannonvale in the Whitsundays.  It just showed you a basic thing o
handle food, what contaminates food can have, all the outside stuff that food can g
contaminated with and periods of time in which food is - the heating temperatures
cooling temperatures, what times you've got between both.  Yes, just basic food ha
pretty much.

PN4140    
Do you have a copy of that certificate?‑‑‑Not on me at the moment, no.

PN4141    
In your possession do you have a copy?‑‑‑I do at home, yes.

PN4142    
I call for that, Commissioner.

PN4143
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PN4145    
That's fine, that's fine.  How long was that food handling course?  Was it several d
how long did it go for?‑‑‑I think it was just a couple of days.  It was only just a ba
handling one for work.

***        LYNN COWAN                                                                                                                               XXN MR WARD

PN4146    
If you go down the list, you've got in paragraph 3(1)(h) - - -?‑‑‑Yes.

PN4147    
- - - a certificate to recognise healthy body systems?‑‑‑Yes.

PN4148    
What is that certificate, Ms Cowan?‑‑‑That was just an online one we do at work -
work.

PN4149    
Right?‑‑‑Yes, just the company provides online training.

PN4150    
How long was that online course for?‑‑‑Probably only about half an hour.

PN4151    
What was it teaching you about?‑‑‑Offhand I can't remember at the moment.

PN4152    
That's fine, that's fine?‑‑‑It was as while ago.

PN4153    
That's all right.  When did you do that?‑‑‑I'm not sure about that one either, I'm so

PN4154    
No, that's all right.  Please don't answer a question if you're not comfortable, that's
fine?‑‑‑Yes.

PN4155    
Then at the bottom you have got an assist with client medication certificate?‑‑‑Yes

PN4156    
Was that a company course or was that an external course?‑‑‑That was an external
through Blue Stone Medical.

PN4157    
How long did that course take to do?‑‑‑Three days.

PN4158    
What was the content of that course?  What was it about?‑‑‑Just basically assisting
with medication prompting; doing creams, applying creams; with their eye drops, 
drops; ear drops.  Just more or less along those sort of lines.

PN4159    
You used a phrase then, you said 'medication prompting'?‑‑‑Yes.
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PN4161    
The application of the creams, I take it they - are they creams related to bruising o
things like that?‑‑‑

PN4162    
Yes, bruising of skin, moisturising creams, those sort of things, yes.

PN4163    
The eye drops; what sort of eye drops were you being trained in?‑‑‑Medicated eye
and just your normal eye drops for dry eyes, and, you know, irritated eyes and stuf

PN4164    
I take it that once you had completed that course you were qualified then to promp
medications, apply creams and do eye drops.  Is that what it was for?‑‑‑Yes.

PN4165    
Yes, okay.  Do you have a copy of that certificate?‑‑‑I do in my possession, but no
home.

PN4166    
That's fine.  Commissioner, I call for that, as well.

PN4167    
Now, can I take you to the bottom of the first page of your statement?‑‑‑Yes.

PN4168    
You talk there about employment with Whitsunday Leisure Activity Centre.  Just 
me, Ms Cowan, I just need to understand what that is and I'm struggling a little bit
seem to describe it, it's an activity centre that older people, people with a disability
come and do activities.  Is that right?‑‑‑It's a - like a respite centre from family and
where they can - we pick them up in the mornings and bring them to the centre.  W
them morning tea and then we do craft, we do singalongs, we play games, we play
know, do other things with them, as in encouragement to get outside, do gardening
craft stuff and then we offer them lunch.  Then after lunch, we have a bit of quiet t
where they can read or watch a bit of television, and then in the afternoon we offe
afternoon tea and then we take them home.

PN4169    
Right.  When you say you take them home?‑‑‑Yes.

PN4170    
That could be back to a residential aged care facility?‑‑‑Not normally.  It's normal
home residence where family are.  The family - sorry.

***        LYNN COWAN                                                                                                                               XXN MR WARD

PN4171    
No, that's all right.  Keep going, I don't want to interrupt you, that's fine?‑‑‑Yes.  T
family, it's respite for their family.  They may go to work or something like that, s
them up in the morning and bring them to the centre and take care of them while t
family or their caregivers are at work or doing other things and then we drop them
an afternoon.  And normally the family is always there to greet us sort of thing wh
drop them home.
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PN4174    
What do you mean by not normally?‑‑‑Well, if we need someone we call up an am
or something like that, we don't have a registered nurse on premises.  I don't know
things have changed because I haven't been with that company now for 10 years.

PN4175    
No, that's fine.  Just think about when you were there, that's all I'm asking you to d

PN4176    
Who's in charge of the centre?‑‑‑In charge of the centre was Ms Deighton.

PN4177    
What was the title of that person?‑‑‑She was the CEO.

PN4178    
Do you know if that person was a registered nurse?‑‑‑No, I don't think she was.

PN4179    
So, am I right - and I think you'll understand what I'm about to say because you're
qualified?‑‑‑Yes.

PN4180    
Am I right in saying that you were not aware of the care plans of those people wh
attended the centre?‑‑‑No.

PN4181    
So, you were not giving them care under their care plan if they had one, you were
giving them time out and activities, socialisation and things like that?‑‑‑Yes.

PN4182    
No, that's fine, that's fine.  And I understand that you were the cook there?‑‑‑Yes, 

***        LYNN COWAN                                                                                                                               XXN MR WARD

PN4183    
At that time had you had any training in cooking?‑‑‑No.  No, just basic cooking.

PN4184    
Am I right in saying that - did you work with a nutritionalist to prepare what you w
going to cook?‑‑‑Not really.  We just sort of cooked basic meals and just took noti
what people were allergic to, their basic needs for like diabetics, low fat.

PN4185    
How did you know they had an allergy?  How would you have found that out?‑‑‑B
to the client when they came in.

PN4186    
By themselves, you talked to the clients?‑‑‑Yes.  Yes.

PN4187    
I take it the clients - put the people with a disability aside for a minute.  I take it th
clients were low acuity, they were low needs?‑‑‑Yes.

PN4188
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PN4190    
But those care workers themselves, they wouldn't have been aware of what the car
for those people were?‑‑‑I'm not sure.  I can't speak for them.

PN4191    
No, okay?‑‑‑Yes, I don't.

PN4192    
But as the cook, you were just - you were just cooking what you thought were hea
for them, subject to any allergies they told you about?‑‑‑Yes.

PN4193    
If you look at your statement?‑‑‑Yes.

PN4194    
You then say:

PN4195    
In or about May 2014 -

PN4196    
This is paragraph 15, sorry, Ms Cowan.

***        LYNN COWAN                                                                                                                               XXN MR WARD

PN4197    
In or about May 2014, whilst working at the centre I obtained my Certificate II
Care.

PN4198    
?‑‑‑Yes.

PN4199    
I take it - did you do that because you wanted to move into aged care?‑‑‑Yes.  Yes

PN4200    
You say:

PN4201    
Once I obtained my Certificate III in Aged Care, my manager started asking m
with providing personal care.

PN4202    
Is that at the leisure centre?‑‑‑Yes, it was.

PN4203    
So, as I asked you before were there people there who were care workers with Cer
IIIs, you started take that role on at the leisure centre, did you?‑‑‑Yes, I did.

PN4204    
Were you still cooking at the same time or were you - did you move out of cookin
being a care worker?‑‑‑No, I did both.

PN4205    
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I think your evidence is also that you were a bus driver as well?‑‑‑Yes, we did a lo
things.  We went and picked up the clients of a morning and dropped them off of a
afternoon.  That was part of our work.

PN4207    
You ran a shuttle service to the client's home and then to the leisure centre and bac

***        LYNN COWAN                                                                                                                               XXN MR WARD

PN4208    
Am I right in saying that occasionally you'd take the clients on trips in the bus?‑‑‑
have an outing say once a month, where we'd go on a barbeque to somewhere or w
know take them just on a sightseeing trip, or visit a - you know, prominent place i
community where we could go and we could find out things about it.  Just to brea
in the centre all the time.

PN4209    
And then I think your evidence is that, around paragraph 21, around September 20
moved to work with Integrated Living.  Is that correct?‑‑‑Yes, I did.

PN4210    
Am I right in saying that Integrated Living is an in-home care provider?‑‑‑Yes.

PN4211    
Geographically, what area are they providing in-home care?‑‑‑How do you mean b
geographically?

PN4212    
Well, which part of Australia are they providing care in?‑‑‑As far as I know most 
Australia but I was working in Rockhampton at that stage.

PN4213    
This is in the Rockhampton area still?‑‑‑Yes.

PN4214    
Yes, okay.  And when you were taken on by Integrating Living, who was your bos
think it was a lady in Townsville.  I can't remember her name offhand.

PN4215    
Do you know what her title was?‑‑‑Not - no, not really.  Sorry.

PN4216    
That's all right.  That's okay.  But she was in Townsville?‑‑‑Yes.  She was based in
Townsville.

PN4217    
By this time you've got your Certificate III?‑‑‑Yes.

PN4218    
And am I right that you've got your Certificate IV in Dementia Care?‑‑‑Yes.

PN4219    
And you've got your Certificate IV in Aged Care?‑‑‑Not through Integrated Living
that later on
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***        LYNN COWAN                                                                                                                               XXN MR WARD

PN4222    
And am I right that you only worked for them for a short period of time?‑‑‑Yes.

PN4223    
I think you say in paragraph 26 you received shifts for a period of three months?‑‑

PN4224    
When you say you received shifts, does that – you weren't working on a regular
basis?‑‑‑No, I was only casual at that stage.

PN4225    
When you went into people's homes when you worked for Integrated, you were do
personal care, personal support activities?‑‑‑Yes.

PN4226    
And I take it that that might have included caring for the individual, showering, to
might also have included cooking for them, doing shopping, things of that nature?

PN4227    
And that qualification you had, the medication, about prompting medications, wer
prompting medications then?‑‑‑No.

PN4228    
That's later, is it?‑‑‑Yes.

PN4229    
You then move to Adventist Retirement Plus?‑‑‑Yes.

PN4230    
Am I right that that's a residential facility?‑‑‑It is.  It's a residential facility, yes.

PN4231    
Sorry, am I right – how long did you stay there for?‑‑‑Approximately five years.

PN4232    
Five years, all right?‑‑‑Five years – no, two years, sorry.

PN4233    
Two years?‑‑‑My apologies.  Two years.

PN4234    
That's all right.  Were you working with high-acuity residents or low-acuity reside
What were you working with?‑‑‑Just general residents in their own units, and, you
quite all right to move around themselves.  There was no really high-care people i
part, because they were all up in the main building.

PN4235    
And who did you report to when you were in that job?‑‑‑Jo.

***        LYNN COWAN                                                                                                                               XXN MR WARD

PN4236    
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Did you have a registered nurse in that facility?‑‑‑Yes, we did.

PN4239    
But you're not sure if you worked for the registered nurser or somebody else?‑‑‑W
for the Seventh Day Adventist village, and Jo I think was just our manager.  And w
it's like a nursing home as well as, so we had access to the nurse that was there on
the time.

PN4240    
And when you were working at that nursing home, when you were working at Ad
Retirement Plus, you were performing work that was within your competency; tha
Certificate III and your Certificate IV in Dementia Care?‑‑‑Yes.

PN4241    
You then leave that, and you go to Bolton Clarke, working as a casual again?‑‑‑Ye

PN4242    
How do I best describe what Bolton Clarke is?‑‑‑Bolton Clarke has both nursing h
facilities, but we work within the community as well.  We don't have much to do w
actual nursing home itself.  We just work with Bolton Clarke residents who have t
package with us, and work with them in their own homes.

PN4243    
So they have the residential facility, but you weren't working in that; you were doi
care?‑‑‑Yes.

PN4244    
Were the people you were providing home care to, were they high-acuity, low-acu
What were they?‑‑‑Most of them were low.  We did have a couple of high-care on
most of them were fairly independent.

PN4245    
Can I just take you through the process in terms of care.  Did you have a group of 
you visited, or could it be anybody you might visit in a given day?‑‑‑You had a co
regulars, but most times it was, whoever you got on your roster is who you attend
day.

PN4246    
And am I right in saying that you might shower a client, you might prepare food f
client, you might do a health check-in with a client?‑‑‑Yes.

***        LYNN COWAN                                                                                                                               XXN MR WARD

PN4247    
And is it at this stage that you're using that prompting medication skill?‑‑‑Yes.

PN4248    
And the skill to apply to creams and eye drops and the like?‑‑‑Yes.

PN4249    
When you arrive – tell me if I'm right or wrong with this, if you would, Ms Cowan
you arrived for the first time at a client's premises, did you have to do a risk assess
the premises?‑‑‑Yes.
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a hazard.'  And then they would send an occupational therapist down to do a prope
assessment of it.

PN4251    
And that occupational therapist would sort that out for you for when you returned
later?‑‑‑Yes.

PN4252    
And I take it that after you've been to a client, would you write up progress notes 
client at the end of the visit?‑‑‑Yes.

PN4253    
Could you just – let's say that you had showered a client.  What would the progres
say?‑‑‑Just, 'Attended client for personal care.  Found everything was all right.  Th
was happy.  Dressed the client and left, with everything being all right.'  I'm not su

PN4254    
That's fine.  And if the client was – let's say the client had some bruising on their a
would've been trained to observe for that, wouldn't you?‑‑‑Yes.  You take note of w
client's skin is like when you're showering them.  If you think that it (indistinct), y
photo, with their permission, to send back to the facilitator, who passes it on to the
And the nurse will then sort of say, 'Well, look, we may need to attend that', so the
will come and visit.

PN4255    
And the nurse will make that decision about whether or not that then becomes a cl
issue which the nurse needs to look at?‑‑‑Yes.

***        LYNN COWAN                                                                                                                               XXN MR WARD

PN4256    
If you were with a client, and they were demonstrating some serious medical cond
let's say they were struggling to breathe – what was the procedure you had to
follow?‑‑‑We'd ring Triple 0 straight up and be on the phone to them, and take not
what they tell us to do.  Because obviously you can only make one phone call, so 
phone call – some clients have got a thing around their neck that can be activated,
takes them to the ambulance or to a service that they need.  So if we need to, we c
that and talk to a machine at the residence.  And then we can also get on to our ph
also ring our boss up and say, 'Look, we've had a problem.  This has happened.  I'v
activated the thing around the lady's neck, or the gentleman's neck, and we have a
ambulance on its way and explain to them what's going on, you know, and what's 
with them.

PN4257    
When you say you rang your boss, would that boss have been a registered nurse o
have been somebody else?‑‑‑No, somebody else, I think - she's not - our boss is no
registered nurse but we do have registered nurses on at the office.

PN4258    
So if your boss was concerned, they could have spoken to a registered nurse and p
registered nurse to talk to you?‑‑‑Yes.

PN4259    
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if we feel in danger of ourselves we put ourselves outside.  We don't go into the cl
home if we feel we're going to be in danger.  But nine times out of 10 it's probably
medical thing or an upset thing with them.  If the client's family are there, we talk 
before we proceed but if they're on their own then we ring up and say, 'Look, this 
acting a bit agitated and I don't really want to do inside just in case.  What would y
me to proceed and do?'

PN4261    
What would the normal answer be, Ms Cowan?‑‑‑It would be more or less, they'd
you fear that this client is aggressive, that it's going to harm you or anything like t
you sort of make a judgment yourself in a way, to say, 'Well, look, he's probably ju
agitated because he doesn't know me', or there is something else that's worrying h
and try and make a judgment yourself before proceeding.

PN4262    
If you said, 'I am fearful of being harmed', I take it you wouldn't be required to go
client?‑‑‑No, they would say, 'Don't proceed'.

PN4263    
Now, you talk a little bit in your statement about care plans?‑‑‑Yes.

***        LYNN COWAN                                                                                                                               XXN MR WARD

PN4264    
Am I right - tell me if I am right with this - that my understanding is that the care 
initially be written by a registered nurse.  Is that your understanding?‑‑‑That's my
understanding, yes.

PN4265    
Am I right that as you write progress notes, as you observe changes in a client, tho
communicated either in writing or possibly directly by you talking to a registered 
you might make observations about what you've seen and how that relates to the c
plan?‑‑‑Yes.

PN4266    
Am I right that ultimately if the care plan is to be changed it will be the registered
who makes the decision to change the care plan?‑‑‑Yes.

PN4267    
Yes, thank you for that.  Just a moment, if I can, Ms Cowan - just a moment.  Can
I'll just (indistinct)?‑‑‑No, you're right.

PN4268    
Thank you.  Ms Cowan, can I ask you to go to paragraph 83 of your first statemen

PN4269    
You say:  'Most mornings I will engage in conversation with the client, (indistinct
complaints that seem to be new or serious'.  You're not talking about complaints ab
care you're providing, are you?‑‑‑No, no, just physical complaints with themselve
sleep well last night, I woke up' - - -

PN4270    
Sore elbow, something like that?‑‑‑Yes, yes.
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PN4273    
When you got your Certificate IV in dementia care, if you're not - if you don't und
how I'm asking this question just let me know - is there anything specific that you
trained in the Certificate IV that you've used since you've been working in this hom
operator?‑‑‑Yes, it's a different sort of outlook on people with dementia because th
fully aware of what they're doing, sort of thing.  It's a regression of - what I think 
regression of their memories and that and they may not remember you if you cam
yesterday or there's something that may trigger a happy memory or a sad memory
something that's done.  Their short-term memory is not as good as their long-term
With one gentlemen that I had we - he loved music so we played music and that so
made him a lot more pleasant, in a way.  I think I put him in my notes as being a b
to start with but then when I spoke to his family and said that he likes 60s music a
like that so we started playing that and he was started to become quite pleasant, in

PN4274    
Can I ask this - tell me if you agree or disagree with me - having the competency 
Certificate III sound very important.  Is the competency from the Certificate IV in
- would you call it necessary or helpful?‑‑‑Helpful.

PN4275    
Can I ask you to go to paragraph 99?‑‑‑Yes.

PN4276    
You say:  'I have to be particularly careful when I administer medication'.  You've 
me a lot so far about prompting medication?‑‑‑Yes.

PN4277    
Are you suggesting something different between prompting and administering?‑‑‑
no - we don't actually administer medication but if you sort of put the medication 
the person, and, you know, it doesn't really sort of get messed up because you're a
person's home and it's only their medication that's there.  So you go through your 
right person, administering the right medication, the right way and sort of look at 
your basis.  But if you're just at a person's home there is only their medication ther
you're not sort of having to juggle five different people's medication and wonderin
give them their medication or did I give them someone else's?'

PN4278    
So - go on, sorry.  I interrupted you, sorry?‑‑‑No, you're right.

PN4279    
So when you're doing that, am I right in saying that - do you check to make sure it
medication?‑‑‑Yes.

PN4280    
We've heard some evidence in residential aged care that people check the shape an
colour of the tablet against a picture chart.  Do you do that in home care?‑‑‑They u
have Webster-paks and it's already set up into how much medication they take for
morning, afternoon, evening.  So most times I check their medication to see that th
the medication being pushed out of the Webster-paks.

PN4281    
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PN4283    
You said you don't actually give them the medication.  I take it you take it out of t
Webster-pak and put it in front of them or put it in a cup.  Is that what you do?‑‑‑Y

PN4284    
I take it you observe to make sure they take it?‑‑‑Yes.

PN4285    
Would I be right in saying that they have sufficient acuity to actually take it
themselves?‑‑‑Most of them do, yes.  Most of them are able to take their own med
We don't have to actually, you know, physically give it to them.  We just put it in f
them and they take it themselves.

PN4286    
And if somebody didn't have the capacity to do that what would happen?‑‑‑Well, w
that over with our supervisor and the nurse because we aren't actually able to give
their medication.

PN4287    
I understand.  So it might be a family member or somebody like that gives it?‑‑‑Y
there's a family member about then they can do that.

PN4288    
Otherwise you might record in your notes that they haven't taken the medication?‑
We always make sure if they have not taken their medication or (indistinct) medic
taken, if it's not taken, the client has refused to take medication or was unable to ta
medication - - -

PN4289    
Okay.  You understand the difference - I'm not being rude to you - you understand
difference between Schedule 8 and Schedule 4 drugs?‑‑‑No.

PN4290    
I won't go any further if you don't.  That's fine.  Can I take you to paragraph 109, y
discuss there about redressing a wound?‑‑‑Yes.

PN4291    
I take it that you were comfortable that was within your competence to do that?‑‑‑
was.

PN4292    
And if you were doing that and you had any concerns about that who would you
contact?‑‑‑We'd contact the office who would put us through to the nurse.

PN4293    
I take it the nurse would - tell me if I'm wrong - the nurse would talk to you about
going on, and the nurse would make a decision as to whether or not you were com
proceed or whether or not they had to come themselves?‑‑‑Yes, that's true.

***        LYNN COWAN                                                                                                                               XXN MR WARD

PN4294    
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PN4296    
But you have on occasions?‑‑‑I have on occasions, yes.

PN4297    
What is the piece of equipment that - - -?‑‑‑It's a hoist.

PN4298    
Is that hoist used to get them out of bed?  When and how is it used, Ms Cowan?‑‑‑
out of - get the client out of bed, put him onto a chair to take to the shower, and th
his bed.  You take the chair back to the bed, put the hoist on, put the sling on and p
back to bed.

PN4299    
How were you trained in using that?‑‑‑We did a manual training thing with that to
what to do, and also the client's wife was there and she also was there to assist.

PN4300    
With the lifting process?‑‑‑Yes.

PN4301    
Just a moment.  Ms Cowan, thank you very much for your evidence.  Commission
no further questions.

PN4302    
COMMISSIONER O'NEILL:  All right.  Thank you.  Mr Hartley, nothing from y
right.  Mr Gibian, anything in re-examination?

PN4303    
MR GIBIAN:  No, thank you, Commissioner, there's no re-examination.  Thank y
Cowan.

PN4304    
COMMISSIONER O'NEILL:  Thank you for your evidence this afternoon, Ms Co
You're excused and free to hit the road again?‑‑‑Thank you very much.

<THE WITNESS WITHDREW                                                             [2.53 PM

PN4305    
COMMISSIONER O'NEILL:  All right.  Is Ms Curry ready?

***        LYNN COWAN                                                                                                                               XXN MR WARD

PN4306    
MR GIBIAN:  Ms Curry is next.

PN4307    
MR WARD:  Can I just indicate that I'm not doing Ms Curry, Ms Rafter is doing M
I will just swap with her if I can.

PN4308    
COMMISSIONER O'NEILL:  All right.  Do we have Ms Curry?

PN4309    
MR GIBIAN: I understand she's - yes.
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MS CURRY:  Yes, I can hear you, can you hear me?

PN4312    
COMMISSIONER O'NEILL:  Very clearly.  My associate is just going to have yo
affirmation.

PN4313    
MS CURRY:  Sure.

PN4314    
THE ASSOCIATE:  Ms Curry, can you please state your full name and work addr

PN4315    
MS CURRY:  It is Alison Lee Curry, and I work at Warrigal Mt Terry.  I believe it
Daintree Avenue, Albion Park.

<ALISON LEE CURRY, AFFIRMED                                                  [2.54 PM

EXAMINATION-IN-CHIEF BY MR GIBIAN                                    [2.54 PM

PN4316    
COMMISSIONER O'NEILL:  Mr Gibian?

PN4317    
MR GIBIAN:  Thank you, Commissioner.  Thank you, Ms Curry.  Can you hear m
I can.

PN4318    
Excellent.  Can I just ask you to repeat your name for the record?‑‑‑Alison Lee Cu

***        ALISON LEE CURRY                                                                                                                      XN MR GIBIAN

PN4319    
And you're employed at Warrigal Mt Terry as you just said?‑‑‑Yes.

PN4320    
I think you also now work at TAFE you've indicated in your second statement?‑‑‑Y

PN4321    
And you've made two statements for the purposes of these proceedings, the first o
dated 30 March 2021.  Do you have a copy of that with you?‑‑‑Yes, I do.

PN4322    
And have you had an opportunity to read that through?‑‑‑Yes, I have.

PN4323    
And is it true and correct to the best of your knowledge and recollection?‑‑‑Yes, it

PN4324    
That's the first statement of Ms Curry we wish to be part of the evidence.  It's docu
in the digital court book commencing at page 10,199.  I think you should also hav
Curry, a statement headed 'Reply witness statement of Alison Curry'?‑‑‑Yes, I do.

PN4325    
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And is it true and correct to the best of your knowledge and recollection?‑‑‑Yes, it

PN4328    
That's the second statement of Ms Curry we wish to have as part of the evidence. 
document 155 in the court book at page 10,216.  I just had one matter of clarificat
Curry.  Can I just ask you to turn to your first statement and the first page of your 
statement.  You've listed from paragraph 6 a number of different qualifications.  A
paragraph 9 you've referred to having obtained administer and monitor medication
certification and a copy of the certificate is attached I think at AC4.  Do you see th

PN4329    
Was that a certificate you obtained by completing a unit outside of your Certificat
Certificate IV?‑‑‑Yes, it was.  It was a standalone medication course.

***        ALISON LEE CURRY                                                                                                                      XN MR GIBIAN

PN4330    
And can you just briefly tell us what was involved in obtaining that separate
qualification?‑‑‑I was - had to attend TAFE for ten weeks, and we went through al
knowledge, what is required to know for the performance criteria of the unit.  The
studied was administer and monitor medications, which is HLTHPS007, and I had
complete a knowledge assessment, a skills assessment and then a work placement
assessment, and then afterwards I was assessed at my workplace after TAFE had a
me.

PN4331    
COMMISSIONER O'NEILL:  Ms Curry, I didn't quite hear your answer to how m
weeks the course was?‑‑‑It was around ten weeks.

PN4332    
Thank you?‑‑‑Short courses are usually ten weeks.

PN4333    
MR GIBIAN:  Sorry, just two questions arising out of that.  firstly, in terms of the
weeks how much attendance time was there each week?‑‑‑There was two days a w
then there was self-directed learning after that, which equivalents to about five ho
outside of TAFE class hours.

PN4334    
And you referred to both a knowledge assessment, which I take it was a written te
type?‑‑‑Yes.

PN4335    
And a skills assessment?‑‑‑Yes.

PN4336    
What was involved in the skills assessment?‑‑‑The skills assessment is a simulatio
would have happened.  So I would be presented with a workplace environment wi
dummies or a student that was going to - I was going to administer the medication
would have placebo drugs like M&Ms for tablets and I would administer them an
be the whole demonstration on what you would do with a client.

PN4337    
A d I' ? S I ld h t d diff t t f di ti t S
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PN4338    
Just finally, did I correctly understand that there was a separate workplace assessm
your employer undertook, in addition to the skills assessment that was undertaken
TAFE?‑‑‑Yes, so the workplace assessment I would go to my place of employmen
TAFE assessor met me there and they assessed me.  And then after I was compete
received the certificate then Warragul, my place of employment, then assessed me
that.

PN4339    
Thank you, Ms Curry.  Ms Rafter, I think, is in one of the screens, although it says
underneath.  Ms Rafter now is going to ask you some questions?‑‑‑Sure.

CROSS-EXAMINATION BY MS RAFTER                                        [3.01 PM

PN4340    
MS RAFTER:  Hi, Ms Curry, my name's Alana Rafter, I'm appearing for the empl
interest in these proceedings.  I just want to ask you some questions to first make 
have your chronology with respect to aged care all right.  So, you entered the aged
industry in around 2003?‑‑‑Yes.

PN4341    
And that's when you obtained your Certificate III?‑‑‑Yes.

PN4342    
Is that also the same time you commenced at Christadelphian was, I believe, 2016

PN4343    
And then shortly after 2016, is that when you - Christadelphian was then taken ov
Warrigal.  Is that right?‑‑‑I believe in 2019 (indistinct).

PN4344    
2019, no, I'm not trying to (indistinct) or anything.  We're just obviously trying to 
in my head.  And you say you have about six years' experience in the aged care ca
industry.  So I'm just trying to - you got your certificate at 2003 but you also do so
-?‑‑‑Yes.

PN4345    
Could you just explain the six year or seven year?‑‑‑Yes.  What happened was I go
certificate in 2003.  I started working for Warrigal at their Coniston in 2003, at the
Coniston facility.  And then I come across another job, I left the industry and then
at my other job for about 20 years.  And then I left my job, had a family and then 
careers and then got back into the aged care industry in 2016, and I've been there e

PN4346    
Thank you for that clarification.  It's very, very helpful.  Now, with your qualificat
have got and Mr Gibian has taken you through a lot of them.  So, you have your C
III, you have a Certificate IV in Training and Assessment?‑‑‑Yes.

PN4347    
The Administer and Monitor Medication certification.  That's a standalone one as 
confirmed?‑‑‑Yes.
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PN4349    
But it can be done as part of the certificate?‑‑‑Certificate III and Certificate IV, ye

PN4350    
No worries.  But you don't - as I understand it, you don't have a Certificate IV in A
Support.  Is that right?‑‑‑Yes, I do.  I have a Certificate IV in Aging Support and I
disability skillset which gives me an equivalent in Certificate III in Disabilities.

PN4351    
Looking at your annexures AC5, that's only the Certificate IV provides support fo
living with dementia.  I don't believe you've attached your Certificate IV in aging
support?‑‑‑No, I haven't because I just acquired that in February and this statemen
before I attained it.

PN4352    
Well, I note we would call for that Certificate IV in Aging Support, Commissione

PN4353    
COMMISSIONER O'NEILL:  Yes.

PN4354    
MS RAFTER:  You don't need to worry about that at the moment, Ms Curry.  Tha
separate matter?‑‑‑Yes.

PN4355    
So, now I'm just going to take you through some parts of your statement and ask y
questions.  So, I know you have it in front of you.  I'll direct you where I want to t
you?‑‑‑Beautiful.

PN4356    
So, if you could go to paragraph 19 of your first statement I should say?‑‑‑Yes, my

PN4357    
Yes, that's right.  Under that heading.  You state that you would see the roster upon
and that's where you would find out what ward you were on?‑‑‑Yes.

***        ALISON LEE CURRY                                                                                                                 XXN MS RAFTER

PN4358    
Am I correct in understanding that that is the first time you would see the roster?‑
would be - there is a little app that we have and we would pick up a shift.  So we a
that we are working on a shift.  Sometimes it says the area that we are located at, b
RNs on duty or management can change the roster and who is allocated in their se
any time.  So, usually I will get on and I will check the roster because that's where
going.  It won't necessarily be where I'm at on the app that I have on my phone.

PN4359    
Is the original roster the one that's programmed into this app, is that set by the RN
we have a rostering team that is not on-site.  So, sometimes that can be tricky beca
where the changes are made to meet whatever issues are needed on the floor.  So, 
the RN's discretion on who goes where and who's needed where, in what ward.

PN4360    
Thanks for that clarification That's er helpf l? Yes

6333



Now, I'm just wanting to check, you might not be meaning - do you mean it literal
you say you're running in-between rooms to answer buzzers?‑‑‑Running in-betwe
We could be brisk walking not actually running but if there is an emergency, I wil
down the hallway to get to that room.  But in 24, did you say, or - - -

PN4363    
Twenty-five, I'm directing you to?‑‑‑Twenty-five.  Yes, we will be brisk walking I
say.

PN4364    
Thanks for (indistinct) - - -?‑‑‑Brisk walking (indistinct) answering buzzers becau
be going from one end of the corridor and if someone's buzzing they could be nee
want to go to the toilet now, and if we can get their quick enough we will not be ru
brisk walking.

PN4365    
Thank you?‑‑‑But if there - if there was an alarm that went off, I would run to that

PN4366    
So, it'd be an absolute state of emergency to be running?‑‑‑Yes.

PN4367    
It wouldn't be the norm to be - I'm just checking.  I'd like to take you to paragraph
you may or may not be able to answer this question, so it's fine.  I understand that
Mount Terry facility has around 155 beds.  I was curious if you can give an answe
how many residents of those 155 beds would have catheters?‑‑‑I would say - let m
think about this, because I'm thinking of who's on what ward.

***        ALISON LEE CURRY                                                                                                                 XXN MS RAFTER

PN4368    
Now, if it's an - I don't want to be unfair to you, so I'm not - I'll give you a momen
that I know of.  Eight that I know of, yes.

PN4369    
Thank you.  Thank you for that.  Now, at 33, paragraph 33, where you refer to dre
checks on wounds and redressing wounds, would it be - is your evidence that you 
redress any wound regardless of complexity?‑‑‑Complex wounds are the RN's dut
but most of the wounds are skin tears and pressure areas where the medication off
Cert IV on duty will do, and these are not the complex care wounds.  But we will 
assisting with complex care wounds with the RN.

PN4370    
At paragraph 34 where you talk about checking on the mental health of residents, 
trained to make a mental health diagnosis, are you?‑‑‑No.

PN4371    
So with your evidence there, you're talking about how you're making observations
residents, you'll be talking with the residents and seeing if there's any change pote
their demeanour?‑‑‑Yes.

PN4372    
And if there was, you might note it in progress notes?‑‑‑Yes.  We will check them

t l h lth i h th ' f li th t d if th ' f li d if th '

6334



PN4373    
When you say 'report', are you reporting to the RN, or is that the mental health nur
just mentioned?‑‑‑I report to the RN, and either me, as the team leader, or the RN 
the mental health nurse to come in and do a review.

PN4374    
I'll now take you to paragraph 46 on the next page, if I may?‑‑‑Mm‑hm.

PN4375    
Here your statement says that if a doctor were to come in and make any changes t
resident's medication, you would communicate with the pharmacy.  I just want to 
that a bit?‑‑‑Yes.

PN4376    
Would it be normal for you to be directly liaising with the doctor?‑‑‑Yes.

PN4377    
And would you also be liaising with the registered nurse?‑‑‑Yes.

***        ALISON LEE CURRY                                                                                                                 XXN MS RAFTER

PN4378    
Is the reason why you're liaising with the doctor because you've been delegated th
responsibility by the registered nurse?‑‑‑Yes.

PN4379    
I want to take you – you talked about medication.  Bear with me whilst I find the s
want to take you to.  If I could take you to paragraph 80 of your statement.  That's
page 9?‑‑‑Yes.

PN4380    
This is your evidence as to the administration of insulin?‑‑‑Yes.

PN4381    
My understanding of this process is that it involves a prick test?‑‑‑Yes.

PN4382    
And that's the blood glucose level check, I take it?‑‑‑Yes, the BGL check, yes.

PN4383    
The RN will then draw the dose for the insulin?‑‑‑Yes.

PN4384    
The RN would then administer the dose?‑‑‑After I've checked the dose, we both w
would do the BGL check, then I will inform the registered nurse of the BGL level
both check the diabetes management plan, then we will both check the order for th
then we will both check the dose, and then the RN will draw up the insulin.  I will
amount that she's drawn up is correct, and then the RN will administer the insulin
will be a needle sub‑cut into the stomach, and then discard the needle, and then I w
document everything on what had happened there.

PN4385    
It's very precise.  Thank you very much.  It's very helpful to get a clear image of th
process so thank you for that I then want to turn your eyes to another type of me
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Would it be fair to say it's a similar process, in that the - that would occur; that the
would exclusively administer this medication?‑‑‑So we would go together to the l
cupboard.  We would go to the primary med charts for everyone who would be ge
s8 medication.  We will both be checking the primary med chart against the MedM
against what is unpacked out of the cupboard.  We will load it into the trolley toge
would go to the resident's room.  We would check again and count – a registered n
would count.  I would be standing next to her witnessing her counting the medicat
RN dispenses it into a cup, and then I walk with her to the resident and witness he
giving the medication.  We both witness the client taking the medication.  We then
that we have given the medication, I as a witness, and the RN as the primary signe
then we will go back together to the medication cupboard and lock the remaining
medications away.

PN4387    
Thank you for that once again.  It's very helpful to get a clear understanding of tha
step‑by‑step process.  And then the other form of medication round that I would ju
walk through the steps, by step‑by‑steps again, is what you earlier referred to as th
medication round', so the Schedule 4 medication round.  Could you walk me throu
process of how you approach that?‑‑‑So what paragraph was that, sorry?

PN4388    
I'm taking you to – apologies – to paragraph 84.  It is after the insulin round, you d
first medication round?‑‑‑Yes.  So, I would then get my trolley, pack it with every
I need, and then start from one corridor, one room, and I would go from room‑to‑r
the person was in there.  If that person wasn't in there, I would have to go to either
room or a lounge room of wherever that person is in the facility, and I would follo
steps from 85 basically over to 100.

PN4389    
So you will in this process, as you have the medical competency, you'll be doing t
and you'll also be the one administering the medication for this medication round?
do this solely by myself.  I am not supervised.  I have a Dect phone on me, so if I 
questions I can then call the RN wherever she or he is in the facility and then get
clarification then, but I do everything myself.

PN4390    
I'm just going to turn to your second statement now and ask you some questions
there?‑‑‑Sure.

PN4391    
Bear with me whilst I find the relevant paragraphs I'd like to take you to.  I'd like t
take you to 32 of your second statement, and that's under the heading, 'Changes in
technology'?‑‑‑Yes.

PN4392    
As I understand it from your evidence, the MedMobile you would accept is a very
tool for medication management?‑‑‑Yes, it is useful, but it does add an extra step t
of what I have to check in the medication round.

PN4393    
I note at paragraph 35 that you say that there's only one iPad per section for the
MedMobile?‑‑‑Yes, and that's kept on the medication trolley.
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PN4395    
Thank you for that clarification?‑‑‑Actually we would like two for the RN to have
times, because then whenever I call her she can – instead of coming to me, she can
up whatever I need to (indistinct) check, I suppose.

PN4396    
So when you're doing your Schedule 4 medication round, and you have the iPad w
MedMobile app on it, you have access to it and can see all the relevant informatio

PN4397    
But when there's a problem, and you need to contact the RN, using the phone – m
apologies, I forgot the reference used there to – you described the phone as?‑‑‑A d
phone.  Just little portable deck phone.

PN4398    
Thank you for that.  And so when you call, and there's an issue that requires the nu
check, essentially do you require the RN to come to you (indistinct)?‑‑‑Yes.  Or I 
into the office, lock my trolley away, and track her down if it was an emergency, o
down.

PN4399    
Now, turning to the mechanical aids.  At Warrigal Mt Terry, am I correct in unders
your evidence that you have access – that they have access to sling lifters?‑‑‑Yes.

PN4400    
(Indistinct) steadies?‑‑‑Yes.

PN4401    
And stand-up aids?‑‑‑Yes.

PN4402    
And from your time at Warrigal Mt Terry, have there always been access to those 
mechanical aides?‑‑‑Yes, ever since 2003.  We've had exactly the same ones.

PN4403    
But back when you first started at - - - ?‑‑‑They have not changed.

PN4404    
And my understanding – I want to take you to paragraph 43.  So I accept they hav
changed.  You're saying the same, on our evidence?‑‑‑Yes.

PN4405    
At paragraph 42 you give an example that the sling lifter, whilst they are there to b
there are times where you might not have immediate access to it; is that correct?‑‑
correct.  If someone else is using them for another resident, and we only have one
to wait.

***        ALISON LEE CURRY                                                                                                                 XXN MS RAFTER

PN4406    
Could you shed light on how long you might be waiting for?‑‑‑Say, 20 to 40 minu
While – that time, we have to do time management and prioritise other tasks.  We
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PN4408    
So it is there for your use, but you might have to wait on some occasions?‑‑‑Yes, e
So it could be 20 minutes for someone to get someone on the toilet, or they could 
assisting someone within a shower or a bed bath, which may take up to 40 minute
they're complex.

PN4409    
Thank you for that.  Now, I want to take you to contact with family members, at p
47?‑‑‑Forty-seven, yes.

PN4410    
Now, I want to put an example to you, to see if I have an understanding.  So if you
care to a resident, and that family is there, you may engage in conversation?‑‑‑Yes

PN4411    
And if the family member raises an issue, for example, with the linen, that maybe 
not enough, or it's dirty, they may request for more; for something to be done.  In 
instance, would you typically respond to that issue?‑‑‑Yes.

PN4412    
And would that mean you would contact another team and the laundry, or would y
doing things yourself?‑‑‑I would be doing (indistinct) myself.  So if they were refe
me, and about their linen or their clothing, I would then go to the linen store or go
laundry and investigate things myself.  And I would try and resolve that matter be
went to the RN.

PN4413    
Thank you for that.  And would you typically write – document that on the care pl
progress note somewhere?‑‑‑Yes.  There's a communication form that Warrigal ha
will fill it out, that I spoke to family member so-and-so about their mother or their
their concern was this; this is what I'd done; I've handed it over to the RN; I've lef
informed the laundry staff.  And I would pretty much resolve most of that issue m
before going to the RN.  If it was a complex care matter, I would go - - -

***        ALISON LEE CURRY                                                                                                                 XXN MS RAFTER

PN4414    
(Indistinct) pause there for a second whilst I just – I want to deal with things very 
and in their little pockets.  So it would be fair to say, it would be a completely diff
scenario, and the response would be completely different, say, if the family memb
formal written complaint – and bear with me; this is a hypothetical – a formal com
against you personally, about something you were doing.  In that instance, you wo
the first person to respond to that type of complaint, would you?‑‑‑No.  I believe i
put a complaint in against me, I will then be brought into management for a fact-f
meeting.

PN4415    
I might pause there.  So you wouldn't be dealing with that; it would go to – so it w
to potentially the clinical care manager?‑‑‑Yes, or whoever got that complaint.  So
another care service employee that a family member were complaining about me t
that care service employee may then go to the RN.  The RN may inform the mana
manager will then conduct a fact-finding meeting me, to find out what happened o
the nature of the complaint and so forth, and then try and resolve it that way.
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Apologies for that.  That was my not being very clear?‑‑‑Yes.

PN4418    
Now, I note you disagree with – 58, on the next page, out of fairness, I'm reading 
now.  I note you disagree with parts of Ms Brown's statement?‑‑‑M'mm.

PN4419    
And would this be – is this disagreement based on the fact that – I withdraw that. 
disagreement, you're not seeking to say Ms Brown's evidence is wrong, right?  Bu
your experience, you've seen a different practice, or differences?‑‑‑Yes.  It's not w
there is times where we would do a lot extra.

PN4420    
And that's based on your experience at Warrigal Mt Terry?‑‑‑Yes.

PN4421    
Thank you.  I would now like to take you to paragraph 69, under the heading Resi
expectations?‑‑‑Yes.

PN4422    
Now, your evidence with respect to showering, and how – I want to focus on that 
briefly, if I may.  So, with the focus on person-centred care, you're still required to
incorporate showering and assist residents with showering.  But as I understand it
have to factor in their preferences more, which will be included on their care plan
correct.

***        ALISON LEE CURRY                                                                                                                 XXN MS RAFTER

PN4423    
Thank you.  I'd now like to take you to paragraph 75, under the heading Serious in
response scheme?‑‑‑Yes.

PN4424    
Now, it's my understanding of the process is that if an incident occurs, the person 
it will be then responsible for all the related documentation; they will be filling ou
paperwork, documenting what they see.  And then, once that's done, then they'll ta
RN, show them the documentation, and the RN will sign off.  Is that correct?‑‑‑Th
be informed before the documentation starts.  But whoever witnessed the incident
the initial start of the form.  And then there is a little saved button where we can s
And then the RN will go in and access that form, and then fill out their little bit at 

PN4425    
So would it be correct that if an incident happens, that the first point of call would
the RN first.  Is that the process?‑‑‑Yes, because, in the middle of the incident, we
buzzing the buzzer for assistance.  And usually, when the alert buzzer goes off, ev
comes running, and the RN is supposed to attend that room straight away.  If some
gets there first then they will go and get the RN, and the RN will be present with u
with whatever situation we're dealing with at the time.

PN4426    
And this document and the form that's being filled out are you referring to a form 
SIRS report or an incident reporting form?‑‑‑Incident reporting form, injury repor
wound, skin injury reporting form, a wound chart if something was to happen, beh
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PN4428    
And similar to the question I asked before, when you say you do not agree with th
statement of Ms Bradshaw my understanding is you're not necessarily saying that 
evidence with respect to the Warrigal Stirling Residential Aged Care is wrong, bu
your experience and observations at Warrigal Mt Terry differ in some respects?‑‑‑
they're not wrong, but I believe that a lot of steps were left out in the job descripti
she has put forth, and I think she believed - I believe she stated in her statement th
asked a manager about the duties instead of actually asking an AIN or a care servi
employee about the actual duties that they do perform.  So it's - I think a broad ov
missing out of the duties that we were - that was described in her statement.

PN4429    
And that's once again based on your experience at Mt Terry, but - - -?‑‑‑Yes, that w
(indistinct) Stirling.

PN4430    
And you haven't been to Stirling?‑‑‑No, I haven't been to Stirling.

***        ALISON LEE CURRY                                                                                                                 XXN MS RAFTER

PN4431    
Thank you for that.  Just bear with me one moment.  No further questions.

PN4432    
COMMISSIONER O'NEILL:  All right.  Mr Hartley, a head shake?

PN4433    
MR HARTLEY:  Nothing from us, thank you, Commissioner.

PN4434    
COMMISSIONER O'NEILL:  All right.  Mr Gibian, any re-examination?

RE-EXAMINATION BY MR GIBIAN                                                 [3.31 PM

PN4435    
MR GIBIAN:  There were just two matters.  Ms Curry, can you hear me again?‑‑‑
can.

PN4436    
Firstly just with your first statement I think you clarified on the first page of your 
statement at paragraph 10 that you obtained or attained the certification in provide
to people living with dementia?‑‑‑Yes.

PN4437    
You indicated in the statement that that was part or is part of the Certificate IV cou
did I understand correctly that you had done that component separate to the Certif
that you subsequently undertook?‑‑‑Yes, I did do that independently as a standalon
but then when I'd done the Certificate IV, when I completed that in February, I got
transfer, because I already completed that unit.

PN4438    
I understand.  And when you did it as a standalone unit can you again just describ
that involved in terms of the amount of course time and the like?‑‑‑It was a short c
o er three eeks It as this as hen e ere all emplo ed and e ere doin
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PN4440    
And the second question I had was you were asked some questions about - it was 
reference to paragraph 34 of your first statement about observing the demeanour o
residents, and you mentioned that the facility has a mental health nurse?‑‑‑Yes.

***        ALISON LEE CURRY                                                                                                                   RXN MR GIBIAN

PN4441    
Is there one mental health nurse for the facility, or more than one?‑‑‑She presides 
Warrigal facilities.  So when - she's not actually on site most of the time, we have 
referral to her, and then she either comes on site or does a Telehealth kind of Team
Skype communication with - - -

PN4442    
Yes, thank you.  All right.  So that is there is one mental health nurse as you under
across all of - who has responsibility across all of Warrigal's facilities?‑‑‑Yes, that
one I've met.

PN4443    
Yes.  Thank you, Ms Curry.  That's the re-examination.

PN4444    
COMMISSIONER O'NEILL:  Thank you, Ms Curry, for your evidence.  You're n
excused, you're free to go?‑‑‑Thank you everyone, bye bye.

<THE WITNESS WITHDREW                                                             [3.34 PM

PN4445    
COMMISSIONER O'NEILL:  All right, is Ms Digney up next?

PN4446    
MS DOUST:  Yes, Commissioner, I will be taking those witnesses.  It's Ms Doust

PN4447    
COMMISSIONER O'NEILL:  Okay.  Terrific.

PN4448    
MS DOUST:  I think Ms Digney is just about to log in.

PN4449    
COMMISSIONER O'NEILL:  All right.  We can't see you, Ms Doust, or at least I

PN4450    
MS DOUST:  I'm just next to Mr Gibian.

PN4451    
MR GIBIAN:  She's sitting next to me.

PN4452    
COMMISSIONER O'NEILL:  There you are.  All right.  Ms Digney, is it, can you
all right?  You're on mute, so you will just need to change that.  Are you able to do
there someone that can help Ms Digney?  All right, Ms Digney, you can hear me a

PN4453
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COMMISSIONER O'NEILL:  All right.  Now, my associate is just going to have 
the affirmation.

PN4455    
THE ASSOCIATE:  Ms Digney, can you please state your full name and work add

PN4456    
MS DIGNEY:  Susan Grace Digney.  My work address is Muswellbrook in New S
Wales.  I'm not 100 per cent sure of the address.

<SUSAN GRACE DIGNEY, AFFIRMED                                            [3.36 PM

EXAMINATION-IN-CHIEF BY MS DOUST                                      [3.36 PM

PN4457    
COMMISSIONER O'NEILL:  All right, Ms Doust?

PN4458    
MS DOUST:  Yes.  Thank you, Commissioner.  Ms Digney, can you hear me okay
Doust speaking?‑‑‑Yes, I can hear you fine.

PN4459    
Thank you.  Ms Digney, is your name Susan Digney?‑‑‑Yes, Susan Grace Digney.

PN4460    
And are you a support worker employed by Integrated Living Australia?‑‑‑Yes.

PN4461    
Have you prepared a statement for the purpose of the proceeding before the Comm
which is dated 27 October 2021?‑‑‑Yes.

PN4462    
And do you have a copy of that statement with you?‑‑‑Yes.

PN4463    
I will just take you to a couple of matters in that statement that I understand need
corrections.  Can I ask you just to look at paragraph 2, please?‑‑‑On the first page
'Employment history'?

PN4464    
Yes?‑‑‑Yes.

PN4465    
You see there you refer to Integrated Living Australia being based at
Muswellbrook?‑‑‑Yes.  Our CSO office is in Newcastle though, so we don't have a
in Launceston.  We did have one, but now we don't.

***        SUSAN GRACE DIGNEY                                                                                                               XN MS DOUST

PN4466    
In fact you work for them in Tasmania, is that right?‑‑‑Correct.

PN4467    
Can I just ask you to look at paragraph 5, please?‑‑‑Yes.
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And going to paragraph 6, you've referred to having worked for Community Care
on Mondays and Tuesdays.  Should that just be Mondays?‑‑‑That is correct.

PN4470    
Finally, if I can ask you to go to paragraph 32, where you refer to a client collapsin
floor of a newsagency?‑‑‑Yes.

PN4471    
You refer to performing CPR?‑‑‑Yes.

PN4472    
Is it the case that the client came to before you placed them into the recovery
position?‑‑‑Yes, so I didn't have to commence CPR.

PN4473    
I see, thank you?‑‑‑And then the ambulance attended.

PN4474    
All right.  Now, subject to those changes, is the statement then true and correct to 
of your belief and knowledge?‑‑‑Yes.

PN4475    
Thank you.  We read that statement, Commissioner.

PN4476    
COMMISSIONER O'NEILL:  All right - if you take the same approach, just file a
corrected version for the hearing book, please.

PN4477    
MS DOUST:  Yes.  That's document 197 at page 11011, Commissioner.

PN4478    
COMMISSIONER O'NEILL:  All right, Mr Ward.

PN4479    
MR WARD:  Thank you, Commissioner.

CROSS-EXAMINATION BY MR WARD                                           [3.40 PM]

***        SUSAN GRACE DIGNEY                                                                                                              XXN MR WARD

PN4480    
MR WARD:  Ms Digney, can you see and hear me?‑‑‑Yes, I can see you, I can hea

PN4481    
Thank you very much.  Ms Digney, my name is Nigel Ward.  I appear in these pro
for the principle employer interests.  I'm just going to ask you some questions, if I
can?‑‑‑(Indistinct reply)

PN4482    
Can I just start with - who do you report in to in the role of support worker?‑‑‑We 
a team leader.  Like, we're put in teams, we have a team leader now.  That wasn't t
years ago.  I've been in the - with the company for - I think it's 18 years or so so I 
team leader now, yes.
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PN4484    
Okay, so the current team leader used to be a support worker.  Is that right?‑‑‑Corr

PN4485    
Do you know what qualifications they hold?‑‑‑Out of my scope of practice - I don
what the company employs or what you've got to have.  I know they do advertise 
to say, 'No necessary experience required'.  They will train them up.  So I don't kn
they do with - inside that.

PN4486    
Ms Digney, I was just asking you a very particular question.  The person you repo
team leader, you do not know what qualifications they hold?‑‑‑No.

PN4487    
That's okay.  You yourself hold a Certificate III, is that correct?‑‑‑That's correct.

PN4488    
Your statement says you obtained that in 2008?‑‑‑Correct.

PN4489    
And where did you - did you do a practical component for that?‑‑‑I did that within
agency, which was connected to Anglicare - a family (indistinct) I think they got o
couple of positions to join into that training.

PN4490    
So when you did your practical, did you do it in a residential aged care facility or 
care?‑‑‑Residential.

***        SUSAN GRACE DIGNEY                                                                                                              XXN MR WARD

PN4491    
Residential?‑‑‑That's the line that I work in.

PN4492    
Okay, and you say in paragraph 11 of your statement you're contemplating getting
Certificate IV.  Do you see that?‑‑‑Yes.

PN4493    
You say that this is to take up a coordinator position?‑‑‑Yes.

PN4494    
Is a coordinator position the same as a team leader or is it a different position?‑‑‑T
different position.

PN4495    
What is the position of a coordinator?‑‑‑A coordinator gets given a certain amoun
clients.  They work within the clients, not within the employers with the workers. 
leader works in with us.  The coordinators work with the clients - go and assess, s
like a case manager.

PN4496    
Okay, case manager - I take it your employer requires you to have a Certificate IV
that?‑‑‑I am not sure about my employer.  Other employer places do advertise that
said my employer sometimes advertises 'no experience necessary training will b
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needed it.  You're telling me you don't need it to be a case manager or coordinator
do with most companies.

PN4498    
What about your company?‑‑‑Like I said, they advertise.  They send inhouse
advertisements about jobs.  Sometimes it says no experience necessary, they will t
within.

PN4499    
So have they advertised the coordinator job?  Have you applied for it?‑‑‑I'm not 1
cent sure within this company.  I'm not sure.

PN4500    
Can I take you to paragraph 10?  Do you have that in front of you?‑‑‑Yes, I certain

PN4501    
Thank you.  You say:  'We regularly do update training like MedeHealth and hygie
training'.  You see that statement there?‑‑‑Yes.

***        SUSAN GRACE DIGNEY                                                                                                              XXN MR WARD

PN4502    
Can you explain to me what MedeHealth is?‑‑‑Well, we do our training on a - thro
training platform.  MedeHealth is sort of tied in the same with hygiene training.  Y

PN4503    
But is MedeHealth the name of the platform or is it a form of training?‑‑‑MedeHe
form of training.

PN4504    
What is that training about?‑‑‑Probably ties in with the hygiene training.

PN4505    
Right?‑‑‑So it's all sort of tied in to - yes, medical side, yes.

PN4506    
Is it an online program?‑‑‑What is an online program?

PN4507    
Do you do it on a computer or in iPad or do you do it in a classroom?‑‑‑No, we do
through a platform.

PN4508    
Platform, so on a computer?‑‑‑Yes.  We used to do it face to face but now everythi
yes, more computer.

PN4509    
How long is the course, how long does it run for?‑‑‑They're all different.  We get a
MedeHealth training, which could be 30 minutes allocated to us.  So we go on and
that training, that 30-minute whatever it is.  Sometimes it takes a bit longer but we
for the 30 minutes.  We get monthly MedeHealth trainings, yes, to do now, we do.
more - there's a lot more trainings now than what there was years ago.  You used t
have your first aid, your manual handling.  Now you've got all these other - - -

6345



PN4511    
What training did you do this month?‑‑‑Infection control, I think it was.

PN4512    
Is that a half-hour program?‑‑‑Yes.

PN4513    
That's run by your employer, is it?‑‑‑Yes, through a platform.

***        SUSAN GRACE DIGNEY                                                                                                              XXN MR WARD

PN4514    
Okay, and when did you last do your hygiene training?‑‑‑We do that every 12 mon

PN4515    
Every 12 months - and you do your manual handling every 12 months?‑‑‑Yes, now
platform - before COVID we did our manual handling at a team meeting which w
Deviot, at a church hall, and that's where we used to do our team meetings, but no
online.

PN4516    
When you do your manual handling training, is that training about how to lift
clients?‑‑‑Yes, and how to bend and how to twist, and not only lift, bend, twist, it's
yes, it involves a lot.  But I really think that it's more beneficial if an instructor's w
you bend and lift, because over the years I've been to many trainings that have bee
know – you go into a classroom, they watch you.  I think manual handling should 
done online, especially if you're a new worker.  I think it should be done with the 
watching, because you can't see online – like, you can think, yes, you bend this wa
bend that way, but you've got to watch someone literally to see if they're doing it r
not; an instructor.

PN4517    
You would prefer it to be face-to-face?‑‑‑I think so.  Like, I've been to many traini
that, but I think if you're a new worker in the industry it should be face‑to‑face so 
instructor can watch how the person bends down and picks something up or, you k
because you can do it a certain way that could, you know, harm you, and harm the

PN4518    
Can I take you to paragraph 13 of your statement?‑‑‑13, yes.

PN4519    
You say:

PN4520    
When I was first employed with FBC as a support worker I used to do a lot of p
care work, such as assisting a client to shower or dress, very basic domestic wo
as making the bed, maybe put a load of washing on the line.  Since the takeove
perform more domestic assistance work.

***        SUSAN GRACE DIGNEY                                                                                                              XXN MR WARD

PN4521    
Can you explain to me what you mean by 'domestic assistance work'?‑‑‑Well, you
into a client's place – I think you can go into a client's place and do domestic. Dom

6346



PN4522    
So domestic assistance work would include vacuuming?‑‑‑Yes.  I just said that.

PN4523    
I understand.  I just want to make sure I understand - - -?‑‑‑Yes.  Can you hear me
Can you hear me?

PN4524    
I can hear you fine?‑‑‑Okay.

PN4525    
I can hear you fine?‑‑‑Excellent.

PN4526    
Vacuuming, I didn't pick up what you said after that.  What other activities does it
include?‑‑‑Mopping.

PN4527    
Mopping?‑‑‑Yes.  Cleaning the toilet, the shower, making the bed.

PN4528    
Okay?‑‑‑Dusting could be.

PN4529    
And you now do more of that than you used to?‑‑‑Yes, and sometimes that's conne
personal care shift, so you might have half an hour personal care, and an hour dom

PN4530    
When you go to a client for the first time, when you do that, I think your statemen
you have to do a risk assessment of the house.  Is that right?‑‑‑Sometimes.  Somet
might be allocated a client that the case manager hasn't been to.  So you might be 
a client, and they'll send you as part of your shift that you've got an OH&S assessm
which - - -

PN4531    
Okay.  So - - -?‑‑‑Which they say takes 10 minutes, but I've disputed that.  It takes
than 10 minutes.  You cannot do it and mark everything off in 10 minutes.  There'
known that you can plug all appliances in in 10 minutes, and check to say that the
working right.

PN4532    
Ms Digney, I think what you've just told me is that the case manager usually does 
assessment, is that correct?‑‑‑Yes.  They usually go in – well, for years they'd alwa
first up, assess the property and different things, and put down hazards and that, y
you could be called upon to do that.  You could be the first one going in there to v
client.

***        SUSAN GRACE DIGNEY                                                                                                              XXN MR WARD

PN4533    
And you're asked to do the risk assessment if you're the first one in, are you?‑‑‑Ye
Sometimes, yes.  Not all the time.

PN4534
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Okay.  Do you know what qualifications the case managers have?‑‑‑Excuse me, I 
know.

PN4536    
That's fine?‑‑‑You probably know that information more than me.

PN4537    
I'm interested in your evidence, not what I know?‑‑‑Okay.

PN4538    
When you finished at a client's, let's say that you've gone to a client and you've va
or you've mopped, am I right that you will write something – you'll write some pr
notes before you leave?‑‑‑Probably not just for mopping and whatnot.  When I lea
showered a client and that, yes, I took progress notes, but sometimes you could be
do a domestic shift and someone – like, I did a domestic shift and the lady said I'm
feeling real good, I feel a little faint, so I sent a note.  In the 10 minutes I had to go
shift to the other, I managed to stop alongside the road and write a note.

PN4539    
I'll ask the question again.  When you finish a shift, when you've been with a clien
normally write a progress note about what you've done while you were there?‑‑‑S
clients used to have books in their houses where we write, where we wrote a prog
thing.  In the notes we now have, our agency likes us to put in notes that are, you k
just oh I mopped and I did this.

PN4540    
Does that operate on your phone?‑‑‑Yes, NTA app, which freezes all the time, it's 
-

PN4541    
I understand you don't like the app, I understand that?‑‑‑It takes up time.  It freeze

PN4542    
I understand that.  But you're required to write a progress note on the app, is that
right?‑‑‑Yes.

***        SUSAN GRACE DIGNEY                                                                                                              XXN MR WARD

PN4543    
Have you ever found yourself in a situation where you were unsafe with a client?‑

PN4544    
You have?‑‑‑Yes.  Definitely have.

PN4545    
What is your employer's procedure if you find yourself in that situation?  What ar
required to do?‑‑‑You're required to leave the premises if you're inside the premise
call your customer service officer straightaway, and they usually let you know, bu
not – they're not – the phones, sometimes you could be waiting five, 10, 15 minut
them to answer a phone.

PN4546    
Is the customer service officer somebody different to your team leader?‑‑‑Yes.

6348



Again, they're different to the team leader, different to the case manager, and diffe
coordinator?‑‑‑Could you repeat that, please?

PN4549    
The customer service officer, they're different people to your team leader, you agr
that?‑‑‑Yes.  You get in touch with them for any emergencies – if you arrive at the
house and they're not home, which happens quite a fair bit, and you think, oh gee,
they're not on the floor, fell over, you ring the CSO.  They say we'll put you on ho
we'll ring their next of kin.  They try and find the next of kin and work out where 
the client is, and the whole time you've got to be sitting there at the client's home, 
wishing that they're not, you know, on the floor or anything.

PN4550    
I take it that in your time working with this company, have you ever spoken to a re
nurse?  Does the company employ any registered nurses?‑‑‑They do more so now
years ago.

PN4551    
What does the registered nurse do?  What's their job?‑‑‑I'm not 100 per cent sure. 
around and they do dressings, give injections.  I've been at clients when the nurses
arrived.  So, after I've showered a client, the nurse might arrive to do a dressing.

***        SUSAN GRACE DIGNEY                                                                                                              XXN MR WARD

PN4552    
So, if there is help required with clinical care the nurse would come and do that?‑‑
you would report things to the CSO or your team leader.  I always cc my team lea
anything that I send to the customer service, I cc my team leader so that she is kep
loop.  Because you only need one person that's not kept in the loop and that's whe
go wrong.

PN4553    
So, I'll just ask the question again.  So, if you - if you're with a resident who requi
clinical assistance, the registered nurse comes and does that?‑‑‑Not straight away.

PN4554    
No, but - it might not come straight away but if the client requires clinical care, th
the registered nurse does?‑‑‑We ring the CSO, they see what sort of care is in the p
of the client, as far as I know.

PN4555    
Yes?‑‑‑And if they've got the funding to have a nurse from Integrated come to them

PN4556    
Now, if you found yourself at a resident's house and the resident was seriously unw
Let's say that they were having breathing difficulties.  What is the procedure you'r
to follow?‑‑‑Call Triple 0.

PN4557    
You would stay with them until an ambulance arrived?‑‑‑I certainly would.

PN4558    
Yes.  And having called Triple 0 and organised the ambulance, do you then call yo
l d th t i ffi ? C t i ffi
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PN4560    
Okay, thank you.  Thank you for that?‑‑‑And they do all that.

PN4561    
They do all that.  You don't do that, they do that?‑‑‑No, they do that.  We ring them
run round.  They may call you back to say to say can you, you know, write down w
happened and go through it again.  Maybe not.

***        SUSAN GRACE DIGNEY                                                                                                              XXN MR WARD

PN4562    
Now, am I right that before you go to a client, you will have - you will have read t
plan of the client?‑‑‑I laugh because some clients don't have care plans.  They're n
updated.  Some of them are years old.  I have said - spoken about that.  I did go to
once and they said his keys underneath a rock in his garden.  Well, he must have h
a thousand rocks.  I thought I'll be here all day looking under these rocks, so I had
in and he said - he said, 'That was ages ago'.  He said, 'That was ages ago', he said
that', so obviously that care plan wasn't updated was it?

PN4563    
So, your evidence is that your employer doesn't have care plans for everybody?‑‑‑
working on that, updated care plans, they're working on them.

PN4564    
I'm asking a different question?‑‑‑Yes.

PN4565    
Is your evidence that they don't have care plans for all their clients?‑‑‑Not new on
not.  They go and assess them and we could be sent in before they have all the car
to scratch.  It's up to us to let them know if the care plan's not up to date and if the
one in the house, so I was told some time ago.  It's up to us to let them know.

PN4566    
Let me see if I can ask that a different way to help.  Does the case manager meet w
client to do an assessment to write the care plan?‑‑‑Yes, they're supposed to, yes.  
first visit, they're meant to but sometimes - - -

PN4567    
When you say they're supposed to, you're saying they don't always do it?‑‑‑Well, s
I've been called into a client over time that has been just put on the books and no c
So, I go in, I usually ring and say well, what's, you know, what's needed to be don
in.  So, you're going in sort of blind.

PN4568    
Who do you ring - when you say I ring, who do you ring?‑‑‑If they've got a case m
normally ring the case manager to find out.  This is what we're told to do now.  Th
changes all the time.  So, you - - -

PN4569    
You just said - - -?‑‑‑Yes, this changes all the time.  Sometimes they send things o
they say this happened, you ring your team leader or you ring the CSO or the case
manager.  But now for case managed clients you ring the - yes, if you're wanting t
anything to do about the client within their care plans.  You know, if they've got on
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PN4571    
And once a care plan has been prepared by the case manager, I take it that they wi
your - - -?‑‑‑They're not all case managed either.  The clients aren't all case manag
 They're case managed with certain case managers.  Some are CSO clients, so cus
service centre clients, so the CSO officer, some of them you ring into there, but on
phone app it will say case manager such and such or case managed by the CSO.

PN4572    
So, you do not write, you do not do the initial assessment and you do not write an
authorise the care plan?‑‑‑We go in and we do an OH&S assessment.  Like I said t
before.

PN4573    
We've talked about that already haven't we?‑‑‑Yes.  Yes.

PN4574    
Yes.  So, I'm going to ask the question again, I don't know if you answered it.  You
do the initial assessment and write the care plan for the client?‑‑‑Not in my positio

PN4575    
No.  And if a care plan needs changing, who has the authority in your visit to chan
it?‑‑‑You can ring up and say look, such and such needs a bit longer for a shower. 
years her health has gone down, so she takes - a 30 minute shower might take 15 m
get her to the bathroom.  So you let them know, the case manager, and they assess
situation.

PN4576    
You don't - I think you've already told me you don't know if the case manager is a
nurse?‑‑‑I don't think they are registered nurses.

PN4577    
Are you saying you know they're not or are you saying you don't think so?‑‑‑I'm s
not sure what the company - whether the company employs them as a registered n
what.  I'm not 100 per cent.

PN4578    
You don't know the answer?‑‑‑Not 100 per cent sure.

PN4579    
Well, do you know the answer or not?‑‑‑Going by their job, like, when they send o
they're employing, you know, there's job positions available, that's not in the posit
a registered nurse.

PN4580    
Do you - how many case managers do you have involvement with?‑‑‑Sorry?

PN4581    
How many case managers do you have involvement with?‑‑‑Well, probably all of 
suppose.  I haven't spoken to - - -

***        SUSAN GRACE DIGNEY                                                                                                              XXN MR WARD

PN4582    
Ho man is that? I ha en't spoken to all of them beca se I ha en't had iss es
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PN4584    
I'll ask it again.  You don't know what qualifications the case managers have.  Is th
right?‑‑‑What qualifications my agency requires.

PN4585    
No, I'm asking you.  You don't know what qualifications the case managers have. 
correct, isn't it?‑‑‑Yes, I would say so.

PN4586    
Thank you.  Now, do you get involved when you're with a client with medication?
up until recently.  We did a Medi-health training to hand out medication.

PN4587    
How long was that training?‑‑‑An hour, believe me, an hour, which I don't think w
enough.

PN4588    
And you say 'hand out medication'.  Can you explain to me what you mean by 'han
out'?‑‑‑Well, in the training, they distinctively - in the hour's training that we did, i
online and it's only for certain medications.  It was an hour training like for eardro
eyedrops, nasal spray, S8 patches which I always thought it was only for nurses to
apparently our agency requires that now, for us to do.

PN4589    
I didn't hear what you said.  Can you repeat that again?‑‑‑I said with S8 patches I t
they were only meant to be applied within a registered nurse.

PN4590    
So, you're saying that you administer Schedule 8 drugs, do you?‑‑‑I have not, and 
thinking about saying to the company that I don't wish to, but that's part of the trai
we've just done.

PN4591    
But you yourself have not administered Schedule 8 drugs?‑‑‑Not at this point.

PN4592    
The answer's no?‑‑‑No.

PN4593    
Do you administer Schedule 4 drugs?‑‑‑No.

***        SUSAN GRACE DIGNEY                                                                                                              XXN MR WARD

PN4594    
Do you give anybody any pills of any kind?‑‑‑Only if they're in their dorset.  As p
training we've just done, only if they're in their dorset.  We had a meeting, a team 
and a worker said:  so that means I can give anyone any medication; and I piped u
no, within the training that we did it only states that we can give it in a dorset that
done by the chemist.  If little Molly comes up with a box and says you've got to gi
that, you say no to it, because it's not part of the training that we did.

PN4595    
Bear with me, the phrase 'dorset' is something I'm not familiar with.  Is that a Web
or a blister pack? Yes ithin the chemist that the chemist does So it's all seale

6352



PN4597    
Hand it to them, and then they - - -?‑‑‑And get it out of the thing.  But before the t
that we did – I think it was about a month ago – we did an hour's online training, a
we did 30 minutes within a Team's meeting with a registered nurse.

PN4598    
Okay - - -?‑‑‑We tried (indistinct).  I don't think that's enough training for workers

PN4599    
When you say you hand it to them, does that mean that you place it in front of the
in the cup?‑‑‑Put it in their hand.

PN4600    
And are you required to record that they've had their medication on your app?‑‑‑N
I've only (indistinct) about a month ago, so it's all new to me.  We get a sheet, a m
sheet where we've got to mark how it's administered and all that.  So there's a lot –
say that they were going to send a sheet out to everyone that did the training, like,
sheets to have a look at, but I'm yet to see them in the mail.

PN4601    
So if you put a pill in somebody's hand, you have to write down on a paper sheet t
you've done that?‑‑‑Yes.

***        SUSAN GRACE DIGNEY                                                                                                              XXN MR WARD

PN4602    
And you don't do that in your progress notes on the app?‑‑‑In the progress notes? 
don't think – it's not necessary to put it in the progress notes, unless you go, I supp
what they explain, and you have a look and there might have been a medical incid
the worker before hasn't signed off or something like that, or if you know there's a
incident – a medication incident, sorry.

PN4603    
When you fill that piece of paper out after you've put the tablet in their hand, who
send that piece of paper to?‑‑‑That stays at the client's house, so I was informed in
training I did a month ago, and when that paperwork finishes I think you take a ph
scan it on my tiny scanner on my phone and send it off.

PN4604    
When you send it off, you send it off to the customer service officer, the team lead
case manager?‑‑‑I think within the training it said the CSO.

PN4605    
Thank you.  Just a moment, if I can.  No further questions.  Thank you very much

PN4606    
COMMISSIONER O'NEILL:  Mr Hartley, is that a headshake?

PN4607    
MR HARTLEY:  It is a headshake.

PN4608    
COMMISSIONER O'NEILL:  Any re-examination, Ms Doust?
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<THE WITNESS WITHDREW                                                             [4.13 PM

PN4611    
COMMISSIONER O'NEILL:  All right.  Well, we are essentially at 4.15.  Mr War
long would you be with Ms Sedgeman?  I - - -

PN4612    
MR WARD:  Sorry, Commissioner.

PN4613    
COMMISSIONER O'NEILL:  No, you go.  Do you have an indication?  I have so
limitations this afternoon, so anything after 4.45 becomes very problematic for me

PN4614    
MR WARD:  Then, Commissioner, I think it would be appropriate to adjourn.

PN4615    
COMMISSIONER O'NEILL:  All right.  We are adjourned until 9.30 tomorrow, u
there's anything any party raises.  No.

***        SUSAN GRACE DIGNEY                                                                                                              XXN MR WARD

PN4616    
MR GIBIAN:  Thank you, Commissioner.

PN4617    
COMMISSIONER O'NEILL:  All right.  The Commission is adjourned.

ADJOURNED UNTIL WEDNESDAY, 04 MAY 2022                        [4.14 PM]
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PN1          
JUSTICE ROSS:  Thank you.  I wanted to firstly just record my appreciation to th
for their assistance in the scheduling, particularly the way that you've been able to
the time that the Full Bench has been required in respect of the witness evidence. 
particularly assisted me because I'm sort of in the middle of family and domestic v
leave and the annual wage review at the moment.  The email I sent is, you know, f
explanatory.  Behind it is that the more I look at the material, the more there seem
material that is not in contest - certainly some of the background information, som
material that's captured on the joint statement, et cetera.

PN2          
I think we'd benefit from the opportunity to see if we can just crystallise what that
than the Bench running the risk of - after the hearing's over - trying to make its ow
assessment about what's agreed and what's not agreed.  I also understand that putt
that task, particularly when you're still engaged with the witness evidence, is likel
onerous and I've got to read all the material in any event, so what was proposed w
Commissioner O'Neill has advised when she can get a draft report on the lay emp
witness evidence to you.  You'll have a short opportunity to comment on that.

PN3          
Then it doesn't necessarily reflect your agreed - it's not an agreed report.  But if th
any obvious errors or omissions that can be corrected and you will of course have
opportunity to comment on it in your closing submissions.  Then I've identified so
documents that I think we could usefully work on that may assist in confining the 
of work you need to do in the closing written submissions but you would also nee
opportunity to obviously comment on those and they pose some questions to you 
whether you agree with particular propositions.

PN4          
Then to provide you with sufficient time to do that, it's proposed to slip slightly th
and hearing schedule.  So that's it in a nutshell.  Perhaps if I could hear from the a
unions first and then the employers about the proposal.

PN5          
MR GIBIAN:  Yes, thank you, your Honour.  Broadly, we don't have a difficulty a
welcome the proposed course and the dates of 2 and 3 August, which I understand
proposed for the hearing of final oral submissions are convenient on our side.  The
observation I was going to make about it is - and perhaps this is what we would pr
do anyway - but it would appear to us to be most useful both having regard to the 
matters that the Full Bench has raised to date and no doubt in order to respond to t
documents the Commission is proposing to prepare that we would - our submissio
would be consolidated final submissions, as it were:  that is incorporating and sup
the earlier submissions which should have been prepared, which I think is somewh
contrary to what was contemplated by the existing directions.

PN6          
JUSTICE ROSS:  Yes, and, look, I'd welcome that course as well, generally.  I've 
of the number of these cases where there are four or five submissions that come in
they're cross-referencing earlier versions and it just becomes much more difficult 
top of what a party is actually putting.  I also should have mentioned, Mr Gibian, 
four background materials that I've mentioned - I'm certainly open to any addition
suggestions.  If a party believes that there is scope for agreement on some other as
l it' t ti th l id tif th t Y d 't d t d th t
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MR MCKENNA:  Thank you, your Honour.  Look, for the ANMF we think it loo
sensible proposal and welcome it and the dates work.  Just one point of clarificatio
your Honour - as I understand it's proposed that the Commission will prepare that
including draft agreed issues, documents and so forth.  Is it expected that that docu
the other document - for example, the paper on the relevant (indistinct) history - w
further - is the Commission expecting the parties to provide the Commission with
something that will assist in the preparation of those documents?  Your Honour ra
the first day - - -

PN9          
JUSTICE ROSS:  Yes, look, if we do then - it's canvassed in some of the witness 
as well.  That evidence hasn't been challenged.  We have - where it's sort of leadin
you've got the award history, and if in fact on examination the position is as Mr W
suggested, that there is no contest between the parties in relation to the proposition
these rates have never been properly fixed, well, I mean - you know, whilst your a
in that regard is of assistance, ultimately we will have to form our own view.  So w
at the award history and we might express a provisional view about that matter in 
paper.  But, look, if we do require any further assistance, we'll definitely be in tou
this stage, I think there is at least - look, on my relatively superficial review, at thi
the material, I think there is sufficient in the various witness statements and the do
filed to extract that information.

PN10        
MR MCKENNA:  Thank you, your Honour; that's helpful.

PN11        
JUSTICE ROSS:  Can I go to Mr Redford and then I'll go to Ms Lombardi - Lomb
sorry.

PN12        
MR REDFORD:  No objection from the UWU, your Honour.

PN13        
JUSTICE ROSS:  All right.  Now that I've got you, Mr Redford, you need to get in
Word documents.

PN14        
MR REDFORD:  Yes, indeed.

PN15        
JUSTICE ROSS:  Okay.

PN16        
MR REDFORD:  I'll attend to it.

PN17        
JUSTICE ROSS:  All right, thank you.  ABI, Ms Lombardelli.

PN18        
MR LOMBARDELLI:  Thank you, your Honour - there's no objections to that tim

PN19        
JUSTICE ROSS:  Okay, well, thank you very much for your assistance.  As I've s
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PN20        
The advantage of putting in documents before your submissions is you'll then hav
opportunity to correct any errors or omissions in those documents.  All right.  Wel
again and I hope you enjoy your afternoon.  I am certain I will.  Thank you.  I'll ad

PN21        
MR GIBIAN:  Thank you, your Honour.

ADJOURNED INDEFINITELY                                                            [1.08 PM
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PN4618    
COMMISSIONER O'NEILL:  Good morning, everybody.  Are there any matters 
wishes to raise or, Mr Gibian, are you ready for, I think, Ms Peacock?  Mr Ward.

PN4619    
MR WARD:  Commissioner, I appreciate that you gave a direction yesterday abou
forward witness program.  I'm just getting slightly concerned.  We still don't know
being called tomorrow.  My understanding is we might not know until 5 o'clock to
respectfully, that is starting to become unfair.

PN4620    
COMMISSIONER O'NEILL:  No, I take your point, Mr Ward.  Mr Gibian, what's
status?

PN4621    
MR GIBIAN:  I'd understood that we were telling them a couple of days in advan
think we haven't quite finalised yesterday but we can send that within the hour, as
understand it, or perhaps very shortly.

PN4622    
COMMISSIONER O'NEILL:  So that's for tomorrow, is it?

PN4623    
MR GIBIAN:  Yes.

PN4624    
COMMISSIONER O'NEILL:  Is it by the end of the day that we'll get the agreed 
plan for the remainder of the hearings?

PN4625    
MR GIBIAN:  Yes, in schematic form, at least.  There may be some juggling of pr
names, but yes.

PN4626    
COMMISSIONER O'NEILL:  Well, Mr Ward makes a reasonable point, though.

PN4627    
MR GIBIAN:  He does.

PN4628    
COMMISSIONER O'NEILL:  So ta least - there should be at least two days' notic
particular witnesses, I would have thought.

PN4629    
MR GIBIAN:  Yes, we're getting to the end of our witnesses in the next day and a
think, so there is - obviously we'll coordinate with the nurses.

PN4630    
MR WARD:  That's encouraging but it doesn't quite answer the question.  I take it
going to receive the witness list for tomorrow in the next hour, I'm hoping, but I a
to know when we're going to receive the witness list for Friday.  I'm assuming tha
receive the witness list for Monday at the very least on Friday so that I can deal w
over the weekend.  I'm encouraged by what Mr Gibian said but he didn't - I'm not 
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MR GIBIAN:  Yes, we'll send the schedule for the next two days at least in the ne
so.

PN4633    
COMMISSIONER O'NEILL:  All right, and if the same practice can be adopted i
of the ANMF witnesses and UWU witnesses so there's at least two days' notice an
much detail as possible for the schedule by the end of today, please.

PN4634    
MR GIBIAN:  Of course, Commissioner.  There was just one matter I was going t
relation to this morning.  There was one witness that was not reached yesterday af
Ms Sedgman, who we were going to endeavour to deal with this morning after Ms
on the list, in place of Mr Doherty, if that doesn't cause any undue difficulty.

PN4635    
COMMISSIONER O'NEILL:  I'm guessing Mr Ward was prepared for that yester
that doesn't cause any undue difficulties for you, Mr Ward?

PN4636    
MR WARD:  I must confess, Commissioner, the names are becoming a blur.  That
don't know if my people have said it but there is one we don't require.  Have we?  
indicate that we don't require Lori Seifert.  I hope I've pronounced that correctly.

PN4637    
COMMISSIONER O'NEILL:  So she was due for 3.30 this afternoon, so she's no 
required?

PN4638    
MR WARD:  No.

PN4639    
COMMISSIONER O'NEILL:  All right, that might allow - if we keep moving qui
Sedgman to not expand the hearing.  All right, unless there is anything further, I b
Ms Peacock is ready to join?  Good morning, Ms Peacock.  Can you hear me all r

PN4640    
MS J PEACOCK:  I can, yes.

PN4641    
COMMISSIONER O'NEILL:  All right, terrific - my associate is just going to hav
take the affirmation.

PN4642    
THE ASSOCIATE:  Ms Peacock, could you please state your full name and work 

PN4643    
MS PEACOCK:  Josephine Peacock - work address is HSU, level 2 - Pitt Street, S

<JOSEPHINE PEACOCK, AFFIRMED                                              [9.35 AM

EXAMINATION-IN-CHIEF BY MR GIBIAN                                    [9.35 AM

PN4644    
COMMISSIONER O'NEILL M Gibi
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PN4647    
You've made a statement for the purpose of these proceedings dated 30 March 202
time of the making of that statement you were employed by HammondCare.  Is th
correct?‑‑‑Correct, yes.

PN4648    
And I think as you just indicated, you're now employed by the Health Services
Union?‑‑‑That's correct, yes.

PN4649    
What is your position with the Health Services Union?‑‑‑I'm an organiser.

PN4650    
When did you commence in that role?‑‑‑7 August 2021.

PN4651    
Did you leave HammondCare's employment at that time?‑‑‑I did.  I left on the 5th
believe it was the 5th, yes.

PN4652    
Yes, thank you.  Now, as I indicated you made a statement on 30 March or dated 3
2021.  Do you have a copy of that with you?‑‑‑I do, yes.

PN4653    
Have you had an opportunity to review that statement?‑‑‑I have.

***        JOSEPHINE PEACOCK                                                                                                                 XN MR GIBIAN

PN4654    
Is it true and correct to the best of your knowledge and recollection?‑‑‑Yes, it is.

PN4655    
Commissioner, that's the statement of Ms Peacock that we wish to have part of the
evidence.  It's document 180 in the digital court book at page 10609.

PN4656    
COMMISSIONER O'NEILL:  All right.

PN4657    
MR GIBIAN:  Ms Peacock, Mr Ward, who's on the screen I think will now ask yo
questions?‑‑‑Okay.

CROSS-EXAMINATION BY MR WARD                                           [9.37 AM

PN4658    
MR WARD:  Ms Peacock, can you hear me okay?‑‑‑I can, yes.

PN4659    
My name's Nigel Ward, Ms Peacock.  I appear in these proceedings for the princip
employer interests.  Do you have your statement in front of you?‑‑‑I do, yes, yes.

PN4660    
Can I just ask you to go to paragraph 1(d) to begin with.  Could you just go to that
Paragraph 1.
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You say there that from 2019 you were the volunteer coordinator?‑‑‑Yes.

PN4663    
Do I take it that that was a management job organising the - organising and coordi
everything to do with volunteers?‑‑‑Yes, I did.  I coordinated.  So, it was a paid po
I coordinated the volunteers under my - in the section that I looked after.

PN4664    
How many volunteers did you look after?‑‑‑It starts out at about 60 but when COV
fell to well, nothing at one stage, but then it kind of levelled out at about 20, 30 vo
It wasn't - it dramatically reduced.

***        JOSEPHINE PEACOCK                                                                                                                XXN MR WARD

PN4665    
And I take it you were involved in both sort of recruiting volunteers and organisin
they did?‑‑‑So, yes, we did all - I did all the recruitment, I did all the training, I did
liaising with the care staff and the managers in the different cottages and I did the 
support for the volunteers.

PN4666    
The job before that is described as diversional therapy and volunteer manager?‑‑‑Y

PN4667    
Was the volunteer part the same as the job you did from 2019 or was that different
was very similar.  It was very, very similar, yes.

PN4668    
Can you - the diversional therapy manager part, can you tell me what you were re
for in that part of your job?‑‑‑So, in that part of the job I was responsible for a team
recreational activities officers, so lifestyle staff, and we had around about 15 recre
activities officers on the team.  They didn't do work full-time obviously, they were
but on any one day I think we had about eight recreational activities officers empl
across the two sites, so I looked after a site at Burradoo and the site at Moss Farm
was really managing the actual - the recreational activities officers and also makin
that the whole diversional therapy program was actually working.  Was in place, w
facilitated, was being planned, evaluated and met all the requirements, you know, 
accreditation standard requirements and - yes.

PN4669    
And before that you were a recreational officer, is that right?  Or were you a perso
worker?‑‑‑No, before that I was a recreational activities officer, so that was at the 
the same facility, with the same organisation and then prior to that I was a care wo

PN4670    
Am I right in saying you were promoted to being a recreational activity officer int
diversional - - -?‑‑‑Yes.

PN4671    
Yes, okay?‑‑‑That's correct, yes.

PN4672    
Can I take you to paragraph 4.  I'll withdraw that.  Can I just ask you to go to para
Y ' b i l hi hl lifi d I' t t i t b f ti h I' littl
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and I kind of fell into aged care, I have to say, and aged care kind of grabbed hold
and I stayed for a very long time.

***        JOSEPHINE PEACOCK                                                                                                                XXN MR WARD

PN4673    
Am I right, you don't have a Cert IV in Leisure?‑‑‑No, I don't have a Cert IV, no.

PN4674    
Am I right - no, is that because you've got the Bachelor of Health Science, Leisure
Health, which is obviously a much higher qualification?‑‑‑Correct.  Yes, correct.

PN4675    
Can I just - do all your recreational activity officers have Certificate IVs in Leisur
one stage they all did.  At one stage.  And then as staff turned over, as - yes, then t
periods when, you know, towards the end not everybody had the Cert IV Leisure a
Health.  And I think there were also issues with, you know, paying for the course w
unless they could get funding for it, there were issues with yes, paying for the cou
was going to pay for the course.  And they couldn't afford themselves to pay for th

PN4676    
Do you think that a recreational activities officer should have a Certificate IV in
Leisure?‑‑‑I think it's a good idea.  Having said that, you know, I had some fantast
recreational activities officers who just had incredible skill and an ability to learn
independently, and they were able to pick up the job really, really well.  So, yes, it
idea.  I'm, you know, I'm a firm believer in education but it's not - you know, it's n
absolutely essential.  There are people who can do the job really well without qua

PN4677    
When you say there are people - - -?‑‑‑Like, they're very special people.  Not ever
do it.

PN4678    
I was just going to ask that.  When you say there are people - - -?‑‑‑(Indistinct).

PN4679    
- - - who can do it well, they're special people.  What makes them special?‑‑‑Well,
them who didn't have the qualification who worked with me had other qualificatio
had a number of teachers over the years who had decided - so, they had - they had
and teaching is in a way very similar, because it's about assessing, it's about facilit
about evaluating.  So, you know, there are similar components.  So, they had those
they had training, although it wasn't a Cert IV in Leisure and Health they certainly
training in something that was very relevant to the position.  So, yes, they just had
had, you know, I think a lot of the staff had bachelor level education, so they had u
graduate degrees.  They weren't - you know, they were educated, they did have, ye
school qualifications.

***        JOSEPHINE PEACOCK                                                                                                                XXN MR WARD

PN4680    
Paragraph 4 you say you've done your - you've done a competency in palliative ca
wanted to check if you're understanding is the same as mine.  My understanding is
THCPAL001, my understanding that's an elective in the Certificate III.  Is that you
understanding? Yes I think so yes
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PN4682    
No, that's fine.  And you've done the Administer and Monitor Medications, which
HLTHPS007.  Am I right that that's, I think, somebody's already said this in the ca
understanding is that's the Cert IV - that's a Cert IV elective.  Is that your
understanding?‑‑‑Yes, I think so, yes.  I think.

PN4683    
That's okay. Well, I'm putting it to you that it is, you don't disagree with me, do yo
don't disagree, no.

PN4684    
And then you talk about some internal training which you've done, a complaints
management workshop.  I take it that was something the employer ran?‑‑‑I think i
external group that ran it, because I remember going to Sydney for that.  So it was
external group, but I can't remember the name of the company that ran it.

PN4685    
When you say it's a workshop, was it like a day workshop?‑‑‑A day workshop.

PN4686    
You then talk about pastoral care spirituality.  Was that a training program?‑‑‑That
actually in‑house training.  So we had a chaplain in‑house, and he used to run quit
training.

PN4687    
What would the training be on?‑‑‑Well, pastoral – you know, different component
spiritual care.  Yes, it was just – they were basically workshops; you know, two/th
workshops, spread over, you know, a number of years.

***        JOSEPHINE PEACOCK                                                                                                                XXN MR WARD

PN4688    
Can I take you then on to paragraph 27?  In paragraph 27 you identify a long list o
potential activities that are recreational activities an officer would be involved in. 
in saying this, aren't I, that the recreational activity officer will be designing the ac
that's correct, isn't it?  It wouldn't be you who's designing it; it would be the recrea
-?‑‑‑No, not necessarily.  If there were issues around facilitating activity for a resid
had some complex health need, for instance, there might be some discussions, som
brainstorming about how we're going to make it happen, so that they are enabled t
the activity.  We just did not want anybody who wanted to do it excluded because 
might have been – I can give an example, say, carpet bowls.

PN4689    
Yes?‑‑‑They're in a wheelchair and they have some mobility issues.  So we would
brainstorm ideas around being able to enable that person to join in.  It was really i
that if they wanted to, we would make it happen.  So it might be that we have diff
equipment, or we get the maintenance officers to do something to the equipment t
it to make it work for that individual resident, or we might look at a special wheel
they could use so that they were still able to participate in bowls; you know, just c
some of the resources I suppose to make it happen.

PN4690    
Can I just put that back to you, just to make sure I've understood what you're sayin
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When the activity is designed it's not designed to exclude people with certain com
or certain acuity levels.  You actually will tailor a particular activity so people of d
acuity can participate in it?‑‑‑Absolutely.  Absolutely, yes.

PN4692    
Can I take you to 31, if that's okay?  Have you got that in front of you?‑‑‑Yes.

PN4693    
You say, 'When a new resident was admitted, the RAOs and myself would comple
and lifestyle profile assessment.'  Do you see that?‑‑‑Yes.

PN4694    
If you then go over the page to paragraph 34, you say:

PN4695    
Once the social and lifestyle profile assessment for a resident was completed, a
activities care plan would be written with input and feedback from the resident
the family.

PN4696    
I'm not trying to be clever here; I'm just trying to clarify.  I'm right, aren't I, that th
assessment and that plan is separate to the general care plan the registered nurse p
together or in your organisation they put together?‑‑‑So we would conduct the leis
lifestyle – we would obtain the leisure and lifestyle information, and we used an e
documentation system called Leecare, and it would all be uploaded to Leecare, an
separate to the nursing care plan, except that when it was uploaded it was visible f
see, so that all staff then had access to that information, so that carers could also s
information as well.

PN4697    
That's on your online system, is it?‑‑‑Yes.

***        JOSEPHINE PEACOCK                                                                                                                XXN MR WARD

PN4698    
I missed what it was called.  What was it called?‑‑‑Leecare.

PN4699    
Leecare?‑‑‑Yes.

PN4700    
There's been so many names?‑‑‑Yes.  I mean it changed over time.  When I first, y
– in the beginning it was all paper‑based, and then it changed over time, and at my
when I left the program we were using was called Leecare.  But there are lots of d
programs.

PN4701    
Am I right that let's say you've just done your lawn bowls activity, which you just
described, am I right that at the end of that activity your recreational activity offic
write progress notes on what they've observed, or not?‑‑‑Not necessarily progress 
We have attendance records that we would complete after each activity, but progre
would only be completed if there was something unusual.  So if we had observed 
unusual or extraordinary we would document that, but if it was kind of business a
th d t it t
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– you know, all lifestyle staff were always observing everybody doing activities.  
weren't just running the activity.  They were also observing what was going on wi
individual and then documenting.  We would often pick up on things that were no
within individuals.

PN4703    
If you observe what I've just described, where would you record that?‑‑‑So if – yo
say it was an unusual behaviour, it might be on a behaviour chart, it might be in a 
note.  If something actually happened, say somebody collapsed, we'd fill in an inc
form.  So it would just depend on what it was as to where we would document.  W
probably – we would also I should say, not probably, but we would also mention i
RN on duty.  So it would be documented, but we would also go and actually see th
say, you know, we've documented this, but this is what's going on, this is what we
observed.

PN4704    
At paragraph 37 you talk about 'experienced RAOs.'  What do I have to do to beco
experienced?  How (indistinct) - - -?‑‑‑I think - - -

***        JOSEPHINE PEACOCK                                                                                                                XXN MR WARD

PN4705    
- - - (indistinct)?‑‑‑Over time people gain – so if you've come in with no – you've 
done RAO work before, then it's going to be hard to know how to put a care plan 
It comes with a lot of practice I suppose is what I'm trying to say.  The more you d
the easier they get.  Yes, so somebody who had been doing it for – some were real
and they could do it after a few months or get the gist of it really quickly, and othe
struggle.  So it just depended on each staff member as to how quickly they picked
Some - - -

PN4706    
Are you suggesting that some people might find it's not for them and not succeed,
say some people struggle?‑‑‑Well I never had anybody not succeed, I have to say. 
staff that I worked with always succeeded in the end.  I can think of one who reall
like documenting at all, but in the end she ended up being a very good – when she
understood the reason behind it and was not afraid of spelling mistakes – I think s
scared of – she was really scared of documenting, because her English wasn't – yo
wasn't her strong point, but once she got over that and I – you know, the spelling d
matter – she ended up being a very good documenter.

PN4707    
Can I just ask you to go down on this – further down in your statement you talk ab
you say, 'Once a care plan has been completed for a resident we would print a cop
describe that, and then at 42 you say, 'Care plans were reviewed every three month
the leisure care plan we talked about earlier, is it?‑‑‑Yes.  So the ones that we were
responsible for, yes.

PN4708    
Was it your job to do that review, as the diversion or volunteer manager, or - - -?‑‑
the activity staff would do that.  The RAOs would do it.  They would bounce back
they had concerns over anything; with anything or they weren't sure about someth
would bounce back to me, but generally they were doing it themselves.
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‑ ‑ ‑ is that the registered nurse is in charge of that.  In this case it's the REO or you
charge of that?‑‑‑Yes.  Yes, correct.

PN4711    
Can I ask you to go to paragraph 61?‑‑‑Yes.

PN4712    
You talk here about you call this 'my managerial responsibilities'.  Are you talking
about your role as the volunteer coordinator?  Which role were you talking about?
talking about - no, this one was as the diversional therapy manager.

***        JOSEPHINE PEACOCK                                                                                                                XXN MR WARD

PN4713    
Okay.  And just lastly, if I can, in the role of - in the 2019 role, the volunteer coord
role, who did you work for?  Who did you report to?‑‑‑So, I worked for Hammond
I reported through to the - what was her title - the volunteer business partner, I thin
was called.  So, I had - yes, I had somebody above me working in the volunteer se
I reported to.  Her name - her titled changed while I was there.  To begin with she 
volunteer business partner, and then it changed to something else, and I can't reme
what it was.

PN4714    
Am I right in saying then that there were a number of volunteer coordinators repo
her?‑‑‑Yes.

PN4715    
Okay?‑‑‑Yes, there were.

PN4716    
In the job you had before that, the diversional therapy and volunteer manager, who
report into then?‑‑‑I reported to the CEO.

PN4717    
The CEO?‑‑‑Yes.

PN4718    
Of HammondCare?‑‑‑No, no, this was Harbison.

PN4719    
Sorry.  Sorry, I'm confused ‑ ‑ ‑?‑‑‑Different, yes, organisation.

PN4720    
‑ ‑ ‑with which employer.  So, the CEO of Harbison, as in the person who runs the
their operation?‑‑‑Yes.  Yes.  At the end, right towards the end, it changed and I re
through to - I can't remember her name.  To the person underneath the CEO, but th
just in the last few months.  They recruited to ‑ ‑ ‑

PN4721    
At Harbison?‑‑‑This is at Harbison.  They recruited two new managers.  They crea
new management positions, and I reported to one of those managers, but that was 
most of the time, except for the last few months I reported to the CEO.

PN4722
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Mr Gibian, any re-examination?

RE-EXAMINATION BY MR GIBIAN                                                 [9.59 AM

***        JOSEPHINE PEACOCK                                                                                                               RXN MR GIBIAN

PN4725    
MR GIBIAN:  I think there were just two matters.

PN4726    
Ms Peacock, can you hear me again?‑‑‑Yes, I can.

PN4727    
Excellent.  You were asked some questions about the type of notes or records that 
by the recreational activities officers after or during the completion of a particular
and you referred to completing attendance records, but then making progress note
extent that there was something unusual or out of the ordinary that was observed. 
think you gave one - or I think Mr Ward asked you about one example of someone
participates with gusto usually and doesn't on one occasion.  Are there any other e
of what types of observations might commonly come up in those recreation activi
somebody was more confused than usual.  You know, if they could normally follo
instruction, and on a particular day they couldn't follow instruction, if they were g
and going to the toilet much more than usual.  If they didn't turn up to the activity 
they would normally turn up to the activity unescorted, and, you know, we had to 
get them, and that was unusual.  Maybe not eating or drinking when they would n
eat or drink.  You know, saying - just, you know, changes in cognition, if they wer
to follow instruction like they normally could, changes and confusion.

PN4728    
Yes.  Thank you.  And just so I - perhaps I just missed it, but those notes, where w
notes, that is, in the event that there was something unusual or something out of th
ordinary, where were those notes recorded or where ‑ ‑ ‑?‑‑‑They were kept on the
electronic documentation system, Leecare.

PN4729    
And what happened to that record in the sense who did it go to and what use was m
that type of information that is recorded?‑‑‑If it was a - say, it was something, you
really out of the ordinary and we'd filled out an incident report, that would go to - 
the facility manager would get a notification or the RN in charge would get a noti
If it was just a progress note, we were able to elect in that progress note to notify
somebody.  So, we would notify the team leader, we would click on a link to notif
team leader, or the RN.  So, it just depended on what it was as to who we notified

PN4730    
And, sorry, in that answer you mentioned an incident report.  Is that a separate typ
documentation to the progress notes?‑‑‑Yes.

PN4731    
And, sorry, there was just one last question.  Mr Ward asked you about who you re
in your position as a volunteer coordinator with HammondCare, and you referred 
person whose position title changed over time, but at least at one point in time wa
to as the volunteer business partner?‑‑‑Correct.

*** JOSEPHINE PEACOCK RXN MR GIBIAN
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PN4733    
Thank you, Ms Peacock.  That was the re-examination, Commissioner.

PN4734    
COMMISSIONER O'NEILL:  Thank you for your evidence, Ms Peacock.  You're
excused and free to go?‑‑‑Okay.

<THE WITNESS WITHDREW                                                          [10.03 AM]

PN4735    
COMMISSIONER O'NEILL:  I think we have Ms Platt next.  Is she ready?

PN4736    
MR GIBIAN:  I think she's dialling in at the moment, Ms Platt is.  I'm sorry, Com
we had understood she was logging in.  We're just making inquiries as to whether 
some difficulty.

PN4737    
COMMISSIONER O'NEILL:  Ms Harden is in the waiting room, as I understand 
there's a difficulty perhaps we might proceed with Ms Harden.

PN4738    
MR GIBIAN:  I understand Ms Platt is joining now, so maybe if we could just wa
seconds and see if we can proceed in that way.

PN4739    
COMMISSIONER O'NEILL:  Ms Platt, can you hear me all right?

PN4740    
MS H PLATT:  Yes.

PN4741    
COMMISSIONER O'NEILL:  All right, I'm Commissioner O'Neill.  My associate
going to have you take the affirmation.

PN4742    
MS PLATT:  Okay.

PN4743    
THE ASSOCIATE:  Ms Platt, can you please state your full name and work addre

PN4744    
MS PLATT:  Helen (indistinct), 13 - I think it's 13 Mavis Road, Rooty Hill.

***        JOSEPHINE PEACOCK                                                                                                               RXN MR GIBIAN

<HELEN PLATT, AFFIRMED                                                           [10.06 AM]

EXAMINATION-IN-CHIEF BY MR GIBIAN                                  [10.06 AM

PN4745    
COMMISSIONER O'NEILL:  Mr Gibian.

PN4746    
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PN4748    
You're a care supervisor employed by Anglicare at the Melva McDonald Lodge fa
Rooty Hill?‑‑‑That's correct.

PN4749    
There is one statement that you've made that's been filed in the proceedings dated 
2021, which runs to some 107 paragraphs over nine pages.  Do you have a copy o
you?‑‑‑I do.

PN4750    
Have you had an opportunity to read that statement through?‑‑‑I have.

PN4751    
Is it true and correct to the best of your knowledge and recollection?‑‑‑Yes, it is.

PN4752    
Thank you.  That is the witness statement of Ms Platt that we seek to have include
evidence.  It's document 147 in the digital court book, commencing at page 10139
record.  Ms Platt, on another box on the screen you should see Mr Ward's name.  M
is now going to ask you some questions.

CROSS-EXAMINATION BY MR WARD                                         [10.09 AM

PN4753    
MR WARD:  Sorry, Commissioner - I'm having trouble with the visual.  Is Ms Pla
box that says, 'Marion Jennings'?

PN4754    
COMMISSIONER O'NEILL:  Yes.

***        HELEN PLATT                                                                                                                                XN MR GIBIAN

***        HELEN PLATT                                                                                                                               XXN MR WARD

PN4755    
MR WARD:  Sorry, Ms Platt.  My apologies.  Ms Platt, can you hear me okay?‑‑‑I
Mr Ward, what was that?

PN4756    
Can you hear me?‑‑‑I can, yes.

PN4757    
Okay.  Ms Platt, my name is Nigel Ward.  I appear in these proceedings for the em
interests, if I can just ask you some questions.  You say in your statement that you
role of care supervisor.  Can you tell me who you supervise?‑‑‑The care staff.

PN4758    
How many care staff do you supervise?‑‑‑I'm the day shift care supervisor so we'v
roughly 25 to 30 care staff on day shift.

PN4759    
So you supervise all those?‑‑‑Yes.

PN4760    
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PN4762    
I don't know if I've got this right:  am I right in saying that you primarily are invol
dementia ward, or have a got that wrong?‑‑‑Previously, Mr Ward, at another facili
Anglicare, I worked nine years in dementia-specific unit at Castle Hill.

PN4763    
Okay, so in your supervisory role, looking after 25 care workers, are you doing mu
hands-on care work now?‑‑‑Absolutely, Mr Ward - it's predominantly 95 per cent 
care work and, yes, so I'm on the floor most of the day now.

PN4764    
Do you have your statement in front of you?‑‑‑I do, Mr Ward, yes.

PN4765    
I wonder if I could ask you to turn to paragraph 11.  Could you do that?‑‑‑Yes.

PN4766    
You say in paragraph 11 that you got the Certificate III in Aged Care in 2010 and 
was completed as a fast-track course.  Is that just the name of the person who offe
course or is that a particular type of course?‑‑‑No, it's the company that offered th

***        HELEN PLATT                                                                                                                               XXN MR WARD

PN4767    
Then you did your Certificate IV.  Did you do your Certificate IV because Anglica
or did you do it for some other reason?‑‑‑It was a scholarship so it was, you know
application for scholarship and so Anglicare paid and supported me throughout th

PN4768    
You say in 14:  'I completed an Alzheimer's Australia course in dementia care in 2
you just describe for me what that course involved?‑‑‑I think it was a two or three
course, on site course, and they had external educators come in and you were train
Alzheimer's with a certificate at the end.

PN4769    
Was it was specific to Alzheimer's or was it about dementia generally?‑‑‑About de
generally, but - yes.

PN4770    
Then you say in 15:  'I am also a dementia-care specialist'.  Can you just help me
understand what you mean by you're a dementia-care specialist?‑‑‑Okay - dement
specialist is somebody who has had formal training in dementia care to, you know
or divert behaviours, you know how to care for somebody with dementia in a mor
way, rather than just come in and do - we do have personal carers in the dementia 
then we have a dementia-care specialist that - so if a behaviour arises they're train
to divert and to control that situation.

PN4771    
Am I right in saying then that you're designated as a dementia-care specialist as w
at present - I'm trained as a dementia-care specialist.

PN4772    
Okay, and that arises from the Alzheimer's Australia course, does it?‑‑‑That's corr
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The registered nurse would determine what should happen with the resident who's
fall?‑‑‑Yes, that's correct - we're not qualified to determine hips or joints or skin te
We're not qualified for that.

PN4775    
Could I take you to paragraph 28?  In paragraph 28, 29 and 30 you talk about
medications?‑‑‑Yes.

***        HELEN PLATT                                                                                                                               XXN MR WARD

PN4776    
Had you done any particular training course before you were involved in
medications?‑‑‑Yes, I did.  Everybody who is medication-competent goes through
with our educator on site.  You are deemed competent to dispense medication.  It's
and also verbal.

PN4777    
Is that an inhouse course?‑‑‑Yes, it is.

PN4778    
And does it involve sort of the classroom or online training?‑‑‑No, it's a one-on-on
training.

PN4779    
It's on the job?‑‑‑Yes.

PN4780    
Is the person training you the RN?‑‑‑No, she's an educator.

PN4781    
Sorry, did you say 'nurse educator'?‑‑‑No, she's just the educator.

PN4782    
Do you know what qualifications she holds?‑‑‑As far as I know, Mr Ward, she's ju
trainer, a workplace trainer.

PN4783    
Okay, that's all right.  In terms of being assessed as competent, was that done by th
or was that done by a registered nurse?‑‑‑That was done by the workplace trainer.

PN4784    
How long was the on-the-job training for?‑‑‑I think you do - you know, you do the
core.  It's not even one day, it's - you know, you'll sit down and she'll run through t
criteria of medication and then you'll sit down and do a written exam on, you know
administer medication.  And then she will come and she will watch you to do that
medication dispensing and then you're deemed competent.  It probably runs over t
sporadically.

PN4785    
Okay.  I understand, I understand.  Am I right that this allows you to administer S
medications?‑‑‑That's correct, and topical, and topical.

PN4786    
Topical would be ? Skin
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Eye drops.  Schedule 8 medications are done by the registered nurse?‑‑‑That's cor
They'll be co-signed.  We co-sign.  So, you know, they need to have somebody wh
signs on that Schedule 8 medication, there's two witnesses to that and so we do ac
sign for that.  The RN - - -

***        HELEN PLATT                                                                                                                               XXN MR WARD

PN4789    
So, if a nurse - - -?‑‑‑Sorry, Mr Ward.

PN4790    
That's okay.  Sorry, I wasn't trying to interrupt you, I'm sorry.  This is a lot easier i
person.  It's a lot of (indistinct).  If the registered nurse was doing their Schedule 8
somebody has to attend with them to confirm what they're given.  Is that right?‑‑‑T
correct.

PN4791    
Yes.  And you would sometimes play that role?‑‑‑I regularly play that role.

PN4792    
You play that role regularly.  And in relation to the Schedule 4 medications, can I j
you through my understanding of how that works and you tell me if yours is differ
Schedule 4 medications will most likely be kept in a locked cupboard?‑‑‑That's co

PN4793    
Do you have the key?‑‑‑That's correct, yes.

PN4794    
If you were going to do a round, you'd go to the cupboard.  I assume that the table
Webster-paks or - - -?‑‑‑They're actually - they're actually kept in a steel trolley, a 
steel trolley and so I have the key to that trolley.

PN4795    
Okay.  So it's actually a locked trolley and the trolley's already pre setup is it?‑‑‑Th
correct, yes.  With the blister packs in and eye drops and, yes.

PN4796    
Already to go.  I take it that - let's assume that I'm your first resident.  You come to
I right that you have to check that what's in the blister pack is right.  My understan
that you might do that in one of two ways.  You might check the name of the table
also might look at a - like a picture chart to actually visually check them.  Do you 
of those?‑‑‑Yes, there's several things that you need to do to check.  We visual, we
that the name matches the person.  We check the photo matches the person.  We ch
the amount of tablets in that blister pack, we count every blister pack that matches
computer screen that I've got, that the doctor and the pharmacy have inputted into
should have, say, six tablets for you and I would count six tablets.  I would check 
you're Mr Ward, I'd ask you are you Mr Ward, and you would say yes, and it's qui
bit of a process but you have to be very careful with the medication.

***        HELEN PLATT                                                                                                                               XXN MR WARD

PN4797    
Yes.  No, I understand that.  In terms of knowing how to administer it, whether or 
can - I could swallow it whole or it needs to be in a custard or a jam is that on the
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speech pathologist involved, and then it goes down another line.  But I'm the eyes
and the first - - -

PN4798    
You're the person observing that that's going properly, aren't you?‑‑‑That's right.

PN4799    
Yes.  And I take it that after I - hopefully I've swallowed my medicine, I take it tha
then record what I've taken?‑‑‑That's correct.

PN4800    
And then in this case do you record it on a tablet or is it recorded on a printed - - -
recorded on a tablet.  It's recorded on a tablet and then say, Mr Ward, you say to m
want that Panadol, that's also recorded as a refused and you know notified the RN
that tablet's been refused.

PN4801    
If you notice something's amiss, was meant to be a red tablet but it's a blue tablet, 
contact the RN?‑‑‑Which happens.  Absolutely, I would pack all my blister packs 
them back in the trolley, lock the trolley, call the RN over and she would individu
through those.  And if that's the case we then - you know, we would take tablets fr
another day or the RN would take tablets from another day and then we're re-orde
from the pharmacy and not administer that particular blister pack.

PN4802    
When you say 'we would re-order it from the pharmacy' - - -?‑‑‑I meant - I meant 
The RN would order from the pharmacy.  She does all the medication orders, so if
running low on a particular cream or eye drops or eye drops are coming - almost o
date, I would notify the RN and she would order, you know, through to the pharm
whatever medication I need.  We don't order - we don't order the medication.

PN4803    
No, that's fine.  That was my understanding, yes.  Can I take you to paragraph 37.
there about residents' families.  I'm not being clever when I ask this but you say, 'W
with residents' families'.  Is that just your way of identifying that when a resident's
at the facility, you're going to be engaging with them and discussing how the resid
going?‑‑‑Yes, that's correct, and also Mr Ward from time to time, we may ring the
families on behalf of the resident.  So we do liaise, you know, on-site and also off 
families (indistinct).

***        HELEN PLATT                                                                                                                               XXN MR WARD

PN4804    
When might you as the care supervisor ring them?‑‑‑Okay.  For - can I give you an
example?

PN4805    
Please do, please do?‑‑‑We had a resident that was non-ambulant.  It was in the m
COVID lockdown and he was quite distressed and upset that he hadn't seen his fam
didn't have a mobile phone so I rang, you know, FaceTime to his family and we pu
family on and he was able to see their face and talk to them.  So, you know, and it
really, really love time to watch how happy that made him, and the family also.  S
do things if families - residents are short of clothing, we will ring families and jus
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PN4807    
No, no, I was just trying to clarity that, that's all.  Now, at your facility, I just want
little bit about care plans if I can at your facility.  My understanding is that when t
resident is being admitted, the registered nurse will meet with the resident, the reg
nurse will meet with the family and it's the registered nurse's job to write the initia
plan.  Is that how it works with you?‑‑‑Okay.  It is the - it is the RN's job to write t
care plan but on many occasions when a resident first comes into the facility, they
admitted, it's my job to go and sit with her and questions I may ask is when would
to have your shower, you know, what foods do you like to eat.  You know, and get
of a background, like what mobility aid they would be using for short and long dis
You know, basic questions that I would sit and ask the resident and talk to the fam
know, so the care supervisor and the carers do that with the families when they fir
in.  But RNs, yes, they do do the care plans.

PN4808    
Let's say I'm the RN and I've written the care plan for somebody, I take it that whe
person's admitted as the RN do I talk you through that care plan or do I just send i
read?‑‑‑We have care plans that - or everybody's care plan is in their individual fo
they're also on the computer, so we can look up their care plan at any time, you kn
we're not sure about something.

PN4809    
Obviously, care workers will be making those observations you and talked about w
residents, they'll be writing their progress notes up.  I take it that the RN's got acce
of that, and that could be one way the RN decides to change the care plan.  That c
one way, couldn't it?‑‑‑Sorry, I don't understand your question as to - what was tha

***        HELEN PLATT                                                                                                                               XXN MR WARD

PN4810    
The care workers - let's say that I'm your resident and you're with me today as a ca
worker, you'll obviously be making observations of me today, won't you?‑‑‑Absol

PN4811    
You might be taking my blood pressure and a variety of other things?‑‑‑Mm-hm.

PN4812    
And I assume that you record all that?‑‑‑Yes.

PN4813    
And let's say that you notice that I had a large bruise I didn't have yesterday, you'd
that?‑‑‑And report it.

PN4814    
Okay.  So you'd report that sort of thing straightaway, would you?‑‑‑Yes.  Yes, stra
the ‑ ‑ ‑

PN4815    
And that would be reported to the RN?‑‑‑Yes, because that's a reportable incident.

PN4816    
That might motivate the RN to change the care plan?‑‑‑I'm not sure if a bruise wo
motivate the RN to change a care plan.  You know, that's - yes, what's another exa
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That ‑ ‑ ‑?‑‑‑Bruising ‑ ‑ ‑

PN4818    
Well, your example is much better than mine.  Yes, much better than mine.  I just 
understand a little bit around the kitchen and food.  It seems every facility does it 
differently.  Am I right in saying that you do the fluid rounds - sorry, I'll withdraw
I right in saying that the care workers that you supervise do the fluid rounds, that i
go, they put jugs on trolleys and do the fluid founds; is that right?‑‑‑That's correct

PN4819    
And has that always been the case at your facility, or did they use to have kitchen 
who did that?‑‑‑Yes, at the beginning Melva McDonald's only been opened for thr
so when I first came here it was a relatively new facility, and so they didn't have th
place at the beginning, and that's been in place now for around about 18 months to
years, that fluid round has been in place.  Sorry, are you talking about the fluid rou
the water jugs?

***        HELEN PLATT                                                                                                                               XXN MR WARD

PN4820    
I see.  I was talking about the water jugs to begin with?‑‑‑Okay.  So, the water jug
different from the fluid rounds.  So, fluid rounds have always been in place.  That
10.30 every morning where every resident we take a trolley around and offer them
coffee, milo, whatever their preference would be, with a nice cake.  Now, the wate
that hasn't always been in play.  That's been maybe the last two years they bought 
where we refresh the water jugs every 24 hours.

PN4821    
But what I'm asking is that it's the care worker in your facility who does the morn
round, as it were, it's not a kitchen hand?‑‑‑Yes.  No, that's correct, it's the care sta

PN4822    
Care staff, the care staff, yes.  Can I ask you to go to paragraph 55?‑‑‑Yes.

PN4823    
I think here you're talking about lunch orders.  I take it you have a set menu?‑‑‑No
menu for that day.  Yes, that's correct.

PN4824    
And I think, if I read your evidence right, there's an option on the set menu.  Sort o
'Do you want the fish or do you want the beef?' is that - have I understood that
‑ ‑ ‑?‑‑‑That's correct, Mr Ward, yes.

PN4825    
When you say the orders are usually in by about 12.15, who takes the order?‑‑‑Ca

PN4826    
Care staff in your facility, okay.  And in terms of the actual dining process, I take 
central dining room?‑‑‑That's correct.

PN4827    
And I would assume that some residents eat in the dining room and some resident
their rooms, do they?‑‑‑That's correct, yes.
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The care staff?‑‑‑Yes.  So, you mean when it goes from the kitchen to serving to th
residents, is that what you mean?

PN4830    
Yes?‑‑‑Yes, care staff.  Care staff does that, yes.

***        HELEN PLATT                                                                                                                               XXN MR WARD

PN4831    
I assume that I'm right that if a resident has difficulty eating, it's the care staff pers
attends to that?‑‑‑That's right, correct.  We also serve their coffee, tea, fluids that t
during their meals.  We take the plates away from the table, and clean the tables, a
all that sort of stuff.

PN4832    
Can I take you to paragraph 69?  I'll try not to be too much longer with you.  Bear
If I could just take you to paragraph 69, it says in paragraph 69:

PN4833    
Sometimes I have to identify an appropriate alternative medication we can cru
get it signed off by the doctor.

PN4834    
I'm just trying to understand, does that mean that you have the authority to say a r
shouldn't have this particular tablet, but should have a different tablet?‑‑‑No, that's
I - no, I don't have the qualifications to determine that.  The RN or the doctor has 
qualifications to determine that.

PN4835    
Okay.  So if ‑ ‑ ‑?‑‑‑I can identify, like, for example, a Panadol Osteo, the resident
having difficulty, you know, swallowing, and, you know, I can identify the medica
it's the RN and the doctor that have the right make further determinations on that
medication.

PN4836    
You would make - let's say you observed that I was struggling to swallow the Pan
Osteo, you would tell the RN that, and the RN and the doctor would decide what t
alternative was?‑‑‑Absolutely, Mr Ward.  Yes, that's correct.

PN4837    
Now, at paragraph 72 you talk about charting.  Do you see that?‑‑‑Yes.

PN4838    
Is all this done on your iPad or is some of this separate?‑‑‑We have two ways that 
this, we can do this on our iPad and we can also do it on the computer that's in the

PN4839    
Do you personally have a preference for which one to use?‑‑‑The computer, it's m
quicker.

PN4840    
You're clearly not a millennial?‑‑‑Yes.

PN4841
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COMMISSIONER O'NEILL:  Thank you.  Mr McKenna, instead of asking you to
your head every time, we'll do the default as a shake, and you can stand if there's a
witness that you wish to ask any questions of.  Mr Gibian, any re-examination?

RE-EXAMINATION BY MR GIBIAN                                               [10.34 AM

PN4843    
MR GIBIAN:  I think just two matters.

PN4844    
Ms Platt, you can hear me again?‑‑‑Yes, I can.

PN4845    
Mr Ward asked you some questions about dementia care and specifically whether 
a dementia care specialist?‑‑‑Yes.

PN4846    
Or recognised - designated, I should say, as a dementia care specialist, and I think
not in your current position, which, as I understand, is the care supervisor position
you've held since 2019; is that right?‑‑‑That's correct.

PN4847    
And in answer to that question you also said - or in answer to an earlier question y
said that you'd previously worked specifically with residents with dementia at the 
facility you'd worked at.  What was that facility?‑‑‑It was Anglicare Castle Hill.

PN4848    
And were you designated as a dementia care specialist at that location?‑‑‑That's co
That's what I was being paid as.

PN4849    
The second matter was that you were asked some questions about the preparation 
plan when a resident first enters or is admitted to the facility, and you indicated th
the RN and, as I understood it, carers would sit with the resident and family to ask
questions for the purposes of completing the care plan.  I just wanted to ask you w
involved in that process ordinarily?‑‑‑For the care plan?

PN4850    
Yes, or the meeting when they went in with the resident and family to the extent a
at the time that someone joins the facility?‑‑‑Okay.  I'm not privy to when somebo
in and signs documentation to come into the facility.  What I'm talking about there
a resident comes in in preparation to be respite or permanent care – you know, per
there, and at that point we, as carers, we go in and ask them, you know, what all th
preferences are.  But when - further documentation and all that sort of stuff to com
facility, we don't do that.  That would be management that does that.

***        HELEN PLATT                                                                                                                             RXN MR GIBIAN

PN4851    
When you meet with the residents and discuss their likes and dislikes and preferen
are associated with their care, what is done with that information?‑‑‑That's handed
RN so she can then hand it over to the – do it in the handover for the next shift, to
of what their preferences are:  you know, food, walking, walking aid, mobility aid

th th t' i l d i th i th h i th i t Sh 'll
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To the extent that you're involved in it, how do you record that information, that is
record is it maintained?‑‑‑Yes, I just document it on paper and hand it over to the R

PN4853    
Thank you.  Thank you, Ms Platt.  That was the additional questions in re‑examin

PN4854    
COMMISSIONER O'NEILL:  Thank you for your evidence, Ms Platt.  You're now
and free to go?‑‑‑Thank you.

<THE WITNESS WITHDREW                                                          [10.38 AM]

PN4855    
COMMISSIONER O'NEILL:  I believe Ms Harden is here.  Ms Harden?

PN4856    
MS HARDEN:  Yes.  How are you?

PN4857    
COMMISSIONER O'NEILL:  Very well, thanks.  I'm O'Neill C, and my associate
going to have you take the affirmation.

PN4858    
THE ASSOCIATE:  Ms Harden, can you please state your full name and work add

PN4859    
MS HARDEN:  I'm Michelle Lisa Harden, Basin View Masonic Village, 130
The Wool Road in Basin View, NSW 2540.

<MICHELLE LISA HARDEN, AFFIRMED                                     [10.38 AM

EXAMINATION-IN-CHIEF BY MR GIBIAN                                  [10.39 AM

PN4860    
COMMISSIONER O'NEILL:  Mr Gibian.

***        MICHELLE LISA HARDEN                                                                                                             XN MR GIBIAN

PN4861    
MR GIBIAN:  Thank you, Ms Harden.  Can you see and hear me?‑‑‑Sorry?

PN4862    
Well, can you hear me at least?‑‑‑Yes.

PN4863    
Sorry, my picture's a bit obscured on my screen right at the moment, but you'll see
moved at least.  My name is Mark Gibian.  I hope you can hear me, and to the ext
need to see me?‑‑‑I can.

PN4864    
Could I just ask you to repeat your full name for record?‑‑‑Michelle Lisa Harden.

PN4865    
And your current role is as a recreational activities officer employed by RFBI wor
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PN4867    
The first of those is dated 30 March 2021.  I think it runs to some 59 paragraphs o
13 pages?‑‑‑Yes, it does.

PN4868    
Have you had an opportunity to review that statement?‑‑‑Yes, I have.

PN4869    
Is it true and correct to the best of your knowledge and recollection?‑‑‑Yes, it is.

PN4870    
Commissioner, that's the first statement of Ms Harden we wish to have admitted a
the evidence of the proceedings.  It's document 187 in the digital court book comm
page 10865.  Ms Harden, I think you should also have with you a statement heade
witness statement of Michelle Harden', dated 13 April 2022?‑‑‑Yes, I do.

PN4871    
It runs over four pages and 30 paragraphs?‑‑‑That's correct.

PN4872    
Have you also had an opportunity to review that statement?‑‑‑Yes, I have.

PN4873    
Is it also true and correct to the best of your knowledge and recollection?‑‑‑Yes, it

***        MICHELLE LISA HARDEN                                                                                                             XN MR GIBIAN

PN4874    
Thank you, Ms Harden.  That's the second statement of Ms Harden we wish to hav
admitted.  It's document 188 in the digital court book commencing at page 10888.
Ms Harden, hopefully on the screen you should also be able to see Mr Ward, who 
going to ask you some questions?‑‑‑I can see him.

CROSS-EXAMINATION BY MR WARD                                         [10.41 AM

PN4875    
MR WARD:  Ms Harden, can you hear me okay?‑‑‑Yes, I can.

PN4876    
Just so you understand, my name is Nigel Ward.  I appear in these proceedings for
employer interests.  That's my role.  Do you have your first statement in front of
you?‑‑‑Yes, I do.

PN4877    
Could I just start, who do you report to?  Who's your boss at the
facility?‑‑‑Melinda Bensa(?).

PN4878    
What role does she – what's her title?‑‑‑She's the (indistinct) manager and my sup

PN4879    
COMMISSIONER O'NEILL:  I didn't quite catch that, Ms Harden.  What's her tit
again?‑‑‑General manager of the facility and I report to her.
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PN4882    
In paragraph 6 of your statement, you talk about completing your Certificate IV in
and Health?‑‑‑That's correct.

PN4883    
Did you do that because you were required by your employer to do that, or did yo
because you wanted to?‑‑‑I had to do that to retain my position, so I did it on my o

PN4884    
When you say retain your position, that is the position of recreational activity
officer?‑‑‑Yes, that's correct.  Yes, to take on the role I had to do the Cert IV in Lif
and Leisure.

PN4885    
So to be a recreational activity officer at RFBI you need a Cert IV?‑‑‑Yes.

***        MICHELLE LISA HARDEN                                                                                                            XXN MR WARD

PN4886    
Could you go to paragraph 7(h)?  I think it's on page 2?‑‑‑Yes.

PN4887    
You've listed a variety of potential activities that you might organise there.  I just w
make sure I understand how this works, so bear with me?‑‑‑That's okay.

PN4888    
My understanding is that you'll design an activity and you'll modify that activity d
on the acuity of the resident who is participating, is that right?‑‑‑That's correct.  Y
there's high level care residents, I would change the activity so they get the benefi
activity.

PN4889    
I take it that means that you could be running a single activity, but it might be slig
modified for different residents at the same time?‑‑‑That's correct, yes.

PN4890    
When you're running activities, are you normally the only person with the residen
personal care workers or volunteers with you?‑‑‑I have one volunteer, but not all t

PN4891    
Not all the time?‑‑‑Two days a week.

PN4892    
Two things, assume I was the resident and you were running an activity, and you o
me to behave quite differently to what you expect, I take it you would report that c
behaviour?‑‑‑Yes, (indistinct) - - -

PN4893    
Would that go - - -?‑‑‑(Indistinct).

PN4894    
Sorry, you talk?‑‑‑On to the personal carers or the RN or my supervisor.

PN4895
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PN4897    
Can I just - I just want to clarify, if I can, what you do at your facility:  I take it tha
resident is admitted, you will do an assessment of that resident in terms of the sort
that are relevant to them doing activities and the like?  You would do that assessm
wouldn't you?‑‑‑That's right, yes.

***        MICHELLE LISA HARDEN                                                                                                            XXN MR WARD

PN4898    
Do you do that with the resident alone or do you do it with the resident and the reg
nurse?  Who do you do that with?‑‑‑Either a family member and the resident or a
representative of a family member, if the resident is not capable.

PN4899    
Is that - does that give the family member or the resident a chance to explain what
of likes and dislikes are?‑‑‑Yes, that's correct.

PN4900    
I'm just trying to understand this:  do you then create a separate leisure care plan,
recreational care plan, or does that information then filter into what others have ca
nursing care plan?‑‑‑I do - nursing care plan is all one program but I have a separa
that I have to adjust.

PN4901    
Okay, and it's your responsibility to do that separate section and make sure it refle
preferences and abilities of the resident?‑‑‑That's correct.

PN4902    
Just for my benefit - I'm not sure I've seen a care plan that has that bit in it - typica
would it cover, Ms Harden?‑‑‑It covers a lot of things - on my side of - - -

PN4903    
Yes, on your side?‑‑‑Okay - it covers, like, if they participate, engaging in the acti
they respond, the mobility of it, if they can go out on a bus trip and the capabilitie
that activity.

PN4904    
Do you personally feel you need the Cert IV to do the job?‑‑‑Yes, I do.  It's - yes, 
you a lot and different aspects of the role and things like that.  Yes, I do.

PN4905    
I haven't asked other witnesses this question - I probably should have - is there a p
component to the Cert IV or is it all sort of classroom and theory?‑‑‑I had to do w
placement for 120 hours and then it was theory.

PN4906    
When you did your work placement, who were you being mentored or supervised
placement?‑‑‑I had been working here in the role because I couldn't join doing the
until the January.  So I had been working in the role for probably about six month
previous to that - I've been here 15 years so previous to that - yes, so, yes.

PN4907    
So who signed off your practical component?‑‑‑My general manager.
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That's okay.  I understand from your first statement that you coordinate volunteers
correct?‑‑‑That's correct, yes.

PN4910    
Can you just explain to me what coordinating volunteers involves?‑‑‑Okay - we p
out in the local paper or magazine and then I interview with my general manager t
volunteer and then they have to fill out paperwork and they have to have a police 
Then, yes, I have to do an orientation with them and make sure that they're okay w
residents and then I check on them.  Once they feel comfortable they could possib
their own.  If I feel comfortable they can be with the residents, then they're on the
With the bus drivers, I go - I take the bus out with that driver to make sure that I fe
comfortable and safe with that driver.  If I don't he doesn't get the position.

PN4911    
I'm not sure if I have asked - I'm not sure - - -?‑‑‑Excuse me a second - - -

PN4912    
No, that's all right?‑‑‑Sorry, someone tried to come in, sorry.

PN4913    
That's all right.  You saved me because I've lost my train of thought.  You've saved
that, that was very generous of you.  Is working with volunteers part of the Certifi
program?‑‑‑No, it's not, but it does help - helps myself out and staff and volunteer
with morning tea and, you know, if I have a special function on they come and hel
it's not for the volunteers, I wouldn't be able to give the residents the joy of that ac
can't do it on my own.

PN4914    
On your own, on your own?‑‑‑Yes.

PN4915    
What I was trying to understand was is there any parts of the Certificate IV, when 
studying it, that talk about working with volunteers?‑‑‑No.

PN4916    
There's not, okay, right.  Thank you, Ms Harden; thank you for your evidence.  No
questions, Commissioner?‑‑‑Okay, thank you.

PN4917    
COMMISSIONER O'NEILL:  Mr Gibian, anything in re-examination?

PN4918    
MR GIBIAN:  There were just two matters.

RE-EXAMINATION BY MR GIBIAN                                               [10.53 AM

***        MICHELLE LISA HARDEN                                                                                                           RXN MR GIBIAN

PN4919    
MR GIBIAN:  Ms Harden, can you hear me again?‑‑‑Yes, I can.

PN4920    
Thank you.  Just two matters:  you were asked about undertaking activities with re
and who is present when you are or who is present when you are conducting the a

6387



Secondly, you were asked whether you - in your view, at least - you needed to hav
Certificate IV in order to do your job.  You said you did and that it was very impo
within showing - or important in showing different aspects of the role.  Were there
particular aspects of the role that you had in mind, that you obtained particular ben
the study that you did for the Certificate IV?‑‑‑It's more about the - when we were
study it was all about the health and wellbeing of the residents.  They promoted th
and the lifestyle that they're living now.  They promoted that a lot in the lifestyle a
health certificate.

PN4922    
Yes, thank you, Ms Harden.  That's the re-examination.

PN4923    
COMMISSIONER O'NEILL:  Thank you for your evidence, Ms Harden.  You're 
excused and free to go?‑‑‑Okay, thank you very much.  Thank you.

<THE WITNESS WITHDREW                                                          [10.55 AM]

PN4924    
COMMISSIONER O'NEILL:  All right, we'll take a short break and resume at 11

PN4925    
MR WARD:  Sorry, Commissioner - can I just have confirmed who is next?

PN4926    
COMMISSIONER O'NEILL:  I understand it's Ms Schmidt.

PN4927    
MR GIBIAN:  Ms Schmidt, then Ms Sedgman.

PN4928    
COMMISSIONER O'NEILL:  Then Ms Sedgman.

PN4929    
MR GIBIAN:  Yes.

***        MICHELLE LISA HARDEN                                                                                                           RXN MR GIBIAN

PN4930    
MR WARD:  Thank you, Commissioner; thanks very much.

SHORT ADJOURNMENT                                                                   [10.55 AM

RESUMED                                                                                             [11.06 AM

PN4931    
COMMISSIONER O'NEILL:  Ms Schmidt, can you hear me?

PN4932    
MS SCHMIDT:  Yes, I can.  Sorry about that, yes.

PN4933    
COMMISSIONER O'NEILL:  That's all right.  My associate is just going to have 
the affirmation.
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PN4936    
COMMISSIONER O'NEILL:  Do you need a moment just to catch your breath, M
Schmidt?

PN4937    
MS SCHMIDT:  Yes, I'll just get a drink.  Yes, I'm good now.

<ANTOINETTE MARY SCHMIDT, AFFIRMED                           [11.07 AM]

EXAMINATION-IN-CHIEF BY MR GIBIAN                                  [11.07 AM

PN4938    
COMMISSIONER O'NEILL:  Is it Mr Gibian or Ms Doust with this witness?

PN4939    
MR GIBIAN:  It's me, Commissioner.

PN4940    
COMMISSIONER O'NEILL:  All right.

PN4941    
MR GIBIAN:  Ms Schmidt, can you hear me?‑‑‑Yes, I can.

PN4942    
I just wanted to check, I think you do have COVID at the moment; is that correct?
yes.

***        ANTOINETTE MARY SCHMIDT                                                                                                     XN MR GIBIAN

PN4943    
You do feel well enough to speak to us today?‑‑‑Yes.  Yes, I'll speak.  Yes, that's fi

PN4944    
All right.  Can I just then ask you to repeat your full name for the record?‑‑‑Yes, m
is Antoinette Mary Schmidt.

PN4945    
And you're a specialised dementia care worker for HammondCare at the Hammon
facility at Miranda?‑‑‑Yes, I am.  Yes, but I have moved from specialised dementi
community care.

PN4946    
And when did that change take place?‑‑‑I changed into community care last Febru

PN4947    
February?‑‑‑So that was last year, so ‑ ‑ ‑

PN4948    
2021 or 2022?‑‑‑2021.

PN4949    
Can I just have a moment?‑‑‑Sure.

PN4950    
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Yes?‑‑‑I'm still with HammondCare.

PN4953    
Now, you've made two statements for the purpose of the proceedings, Ms Schmid
have a copy of those with you?‑‑‑Yes, I do.  Yes.

PN4954    
And the first of those is dated 30 March 2021 and runs to some 144 paragraphs ov
pages?‑‑‑Yes.

PN4955    
I think in the second paragraph of that statement you said that you're currently em
a specialist dementia care worker at HammondCare at Miranda.  From what you'v
I take it you'd already moved shortly before that, had you, to the community care
role?‑‑‑That's right, yes.

***        ANTOINETTE MARY SCHMIDT                                                                                                     XN MR GIBIAN

PN4956    
With that correction is your statement - have you otherwise had the opportunity to
through that statement?‑‑‑Yes.

PN4957    
And is it, with that correction, true and correct to the best of your knowledge and
recollection?‑‑‑Yes.

PN4958    
That's the first statement of Ms Schmidt we wish to have as part of the evidence.  
document 156 in the digital court book, commencing at page 10239.

PN4959    
You also made a further statement, headed reply witness statement of Antoinette S
dated 20 April 2022, which runs to some 30 paragraphs.  You also have a copy of 
you?‑‑‑Yes.

PN4960    
And have you had the opportunity to review that statement as well?‑‑‑Yes.

PN4961    
And is it also true and correct to the best of your knowledge and recollection?‑‑‑It

PN4962    
That's the second statement of Ms Schmidt we wish to have as part of the evidenc
document 157 in the digital court book, commencing at page 10359.  Thank you,
Ms Schmidt.  You hopefully should be able to see Mr Ward on the screen, and he's
proposing now to ask you some questions?‑‑‑Yes.

CROSS-EXAMINATION BY MR WARD                                         [11.11 AM]

PN4963    
MR WARD:  Ms Schmidt, can you hear me okay?‑‑‑Yes.  You're just a bit low, bu

PN4964    
I'll move my - is that any better?‑‑‑Yes Yes
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PN4966    
That's all right.  Do you have your first statement in front of you?‑‑‑Yes.

PN4967    
Can I start - could I ask you to go to paragraph 33?‑‑‑Thirty-three, yes.

***        ANTOINETTE MARY SCHMIDT                                                                                                    XXN MR WARD

PN4968    
In paragraph 33 you say:

PN4969    
The HammondCare residential facility that I work at has eight homes which ar
like domestic cottages.

PN4970    
Was the facility purpose built, or was it an old facility that was refitted?‑‑‑It was p
built.  It's a new building, yes.

PN4971    
Right, okay.  And would I be right in saying that the eight homes look like a resid
home with a garden?‑‑‑Yes, they do.

PN4972    
You then go on and describe the names of them.  Did you work in one in particula
worked in most of them.

PN4973    
Right.  So, over what period of time would you have worked in most of them?‑‑‑I
probably two years and - the last one I worked in, Golden Grove, I was there for tw

PN4974    
Just for convenience, when I ask you questions you might focus on Golden Grove
that's the one you've worked in for two years.  It must might make it easier for bot
us?‑‑‑Yes.

PN4975    
You say that six of the cottages house six residents each with two specialised dem
workers, and two of the cottages have 15 residents with three.  And then you discu
there are high-level care and low-level care.  Am I right in saying the high care co
the ones with six residents?‑‑‑The high care ones, no, they have 15 residents, so, n

PN4976    
So, the ones that have 15 residents and three SDCs they're high care, are they?‑‑‑Y
are.

PN4977    
And which ones are low care?‑‑‑The low care, so, that would be the Golden Grove

PN4978    
Right?‑‑‑The Lady - so those other ones, actually in saying low care, because the c
changed a lot, we don't - Hammond don't really have that.  Initially when I started
had the high care and the low care, but over time, over the years, kind of pretty mu
they're all sort of high care
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PN4980    
You say:

PN4981    
Typically the cottages are grouped into those providing high-level care and tho
providing low-level care.

PN4982    
?‑‑‑Yes.

PN4983    
Is that not quite right?‑‑‑No, definitely it is right, yes.  Sorry, contradictions, yes.

PN4984    
No, that's okay.  No, that's okay?‑‑‑Contradictions, yes.

PN4985    
And Golden Grove is providing low-level care; is that right?‑‑‑Yes, when resident
Golden Grove, yes, they have dementia, yes, they have lots of emotional and phys
needs.  But they are assessed that they be able to more or less care for themselves
not going to be using lifters in those cottages.  They're not going to be bed-bound,
residents are not going to be bed-bound.

PN4986    
Thank you.  Can I take you back to paragraph 7?  You've completed your Certifica
Aged Care.  Can you tell us when you did that?‑‑‑I completed my Certificate - so 
just a moment, please.

PN4987    
That's all right.  Are you all right, Ms Schmidt?‑‑‑Yes, yes - sorry.  Yes, I complet
- what was it - 2011.

PN4988    
Okay, thank you for that.  In paragraph 9 and 10 you talk about the five Rs of med
Do you see that?‑‑‑Yes.

PN4989    
Did you do medication as part of your Certificate III or did you do some separate
training?‑‑‑Separate training.

PN4990    
Okay - what was the separate training you did?‑‑‑So it's our responsibility that the
comes on site so we get everybody on board to do training.  So we all have to do
medication training.

PN4991    
So that was - - -?‑‑‑More or less - - -

***        ANTOINETTE MARY SCHMIDT                                                                                                    XXN MR WARD

PN4992    
On-the-job training?‑‑‑On-the-job training, yes.

PN4993
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Do you know what qualification the trainer had?‑‑‑No.

PN4996    
That's okay?‑‑‑TAFE training, yes.

PN4997    
How long did that training last for?‑‑‑That training - we were given a booklet.  So
and study the booklet and then we come and she quizzes us on that and she goes th
the motions of how you give medication to the residents.  She is with me at all tim
do it and then - so, say, over, maybe she might do it for two days.

PN4998    
So you read some educational material, and then you have the trainer observe you
doing the job?‑‑‑Yes.

PN4999    
I take it she signs you off or he signs you off as being competent?‑‑‑Yes.

PN5000    
Could you go to paragraph 11?‑‑‑Yes.

PN5001    
You say at paragraph 11:  'I also received training on how to work with clients req
dementia-specific care'.  Is that training as part of your Cert III or was that separat
well?‑‑‑Sorry?

PN5002    
Was that dementia-specific care training - - -?‑‑‑(Indistinct).

PN5003    
COMMISSIONER O'NEILL:  Perhaps repeat the question, Mr Ward.

PN5004    
MR WARD:  Thank you, Commissioner.  Ms Schmidt, can you hear me?‑‑‑Yes, I 

***        ANTOINETTE MARY SCHMIDT                                                                                                    XXN MR WARD

PN5005    
Sorry, Ms Schmidt.  You say in paragraph 11 that you received training in dement
care.  Was that part of your Certificate III or was that separate training?‑‑‑That wa
my Certificate III but also it's ongoing because there are so many - you know, the 
comes and has us learn lots of different aspects of dementia as we were - maybe a
or three years of being on the job.

PN5006    
Right, so if you have been on the job for two, three years, a trainer would come ou
spend some time with you, would they?‑‑‑Yes.

PN5007    
Can you describe for me what the trainer would do when they're spending time wi
you?‑‑‑So we'd go - they'd take us off the floor, so we'd go into the training room,
we'd spend the day with them.  So we would talk about - because there's lots of be
we have to deal with difficult behaviours and different things like that so we go an
the day with the trainer and from you know other people from different cottages
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Can I ask you to go to paragraph 25?  Paragraph 25, I'm going to read it to you, if 
helps.  You say:  'When I transitioned to the residential care facility, I was required
undertake additional training around food preparation'.  Do you see that?‑‑‑Yes.

PN5010    
When you say the residential care facility, is that when you were transferred to the
cottages?‑‑‑Yes.

PN5011    
I take it that the food preparation training was because you actually do food prepa
cooking in the cottages?‑‑‑Yes, yes, we have to prepare all the meals.

PN5012    
Yes, we'll come to that.  It's important.  Can I ask who did the food preparation tra
you?‑‑‑We have a chef that comes in and he trains us in different aspects, yes.  I'm
going to close my door.

PN5013    
Okay?‑‑‑Sorry about that.

PN5014    
That's fine, that's fine?‑‑‑Environmental noises.

***        ANTOINETTE MARY SCHMIDT                                                                                                    XXN MR WARD

PN5015    
How long - was that a training program, a training course?‑‑‑No, no, they come in
pick Golden Grove, they come in and they'd say, 'Okay, we're going to train you o
cooking a dish, make it more presentable to older people', or how to use knives pr
and different things.

PN5016    
And how often would that chef come in?‑‑‑How often?  He would come - I might 
three or four months.

PN5017    
Okay?‑‑‑It's not a regular thing.

PN5018    
And would he spend the whole day with you or would it just be part of the day?‑‑‑
part of the day.

PN5019    
An hour or two hours?  How much would it be?‑‑‑Probably an hour - he'd come in
hour.  Come in for an hour, make stuff, make a mess and then leave.

PN5020    
That's what chefs do.  You say in your statement that you're covered by Hammond
enterprise agreement and that you're an aged-care employee level 3.  That's in you
statement, is that correct?‑‑‑Yes, it is.

PN5021    
I'm not going to both you with the enterprise agreement.  Have you ever read the e
agreement? I've had a flick through it that's about it

6394



The grade 3 employee

PN5024    
- just for Mr Gibian's benefit I should explain where I'm looking.  I need to work i
myself.  It's Part VI, 'Classification and rates of pay'.  It has grade 3 in it and grade
described this way:

PN5025    
A grade 3 employee holds either a Certificate III in care support services or ot
appropriate qualifications, experience acceptable to HammondCare and is des
by HammondCare as having the responsibility for leading and/or supervising t
of others, or is required to work individually with minimal supervision and has
designated by HammondCare as having overall responsibility for a particular f
within the residential care home.

***        ANTOINETTE MARY SCHMIDT                                                                                                    XXN MR WARD

PN5026    
I'm assuming, Ms Schmidt, that that last description applies to you if you're runnin
cottage.  Is that your understanding?‑‑‑Yes, sorry, it's a bit hard to understand (ind

PN5027    
I said is that your understanding?‑‑‑Yes, it is.

PN5028    
Is the description right that you worked with minimal supervision?‑‑‑Definitely.

PN5029    
Now, can I take you to paragraph 42.  Just tell me when you've got there?‑‑‑Yes.

PN5030    
I think in paragraph 42 you're talking about residents being assessed as they enter 
facility.  Is that right?‑‑‑Yes.  Yes, that's right.  We don't see that part.  We don't se
so.

PN5031    
That's okay.  And am I right that during the initial assessment and admission, the i
plan for the resident will be put together by the registered nurse?‑‑‑She has a part 
she doesn't put it all together because they have their - the manager comes and - so
of a combination with the manager, the nurse and the families of course.

PN5032    
Okay, thank you.  Thank you, that's fine, that's fine.  Now, I just want to talk a littl
about the cottage model if I can, just to get my head around it.  You say in paragra
you launder residents' clothes and that certain items like sheets and towels are laun
an external provider.  Am I right that the sheets and towels are sent out to a contra
laundry service?‑‑‑Actually HammondCare do it offsite.

PN5033    
So, when you say it's an external provider, is it a HammondCare laundry, it's not a
commercial laundry?‑‑‑No, it's not a commercial laundry, no.  HammondCare has
have their own laundry site off in Hammondville.

PN5034
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PN5036    
And do you have to then place them in the linen closet or do the laundry staff do
that?‑‑‑The laundry staff do that.

***        ANTOINETTE MARY SCHMIDT                                                                                                    XXN MR WARD

PN5037    
But in terms of making the beds and putting the towels in the room, is that your jo

PN5038    
You say that you wash the residents' clothes.  Is that in a sort of a domestic washin
machine like we might have in our houses?‑‑‑It's a commercial washing machine.

PN5039    
Right.  But it's inside the cottage itself is it?‑‑‑Yes, it is, yes.  Yes, we have - - -

PN5040    
Bear with me.  I've only seen on cottage.  Is it sort of hidden away behind the doo
washing machine, so the residents don't go in that area or is it out where the reside
are?‑‑‑No, it's just - it's not hidden, no, it's just - actually the residents can go in be
they can go in there and come out and walk around the garden.

PN5041    
So, the residents can have access to this laundry?‑‑‑The residents can have access 
laundry.  We have a cupboard, we lock all the chemicals, everything's locked.

PN5042    
When you use the word 'chemicals', what chemicals are you talking about?‑‑‑So, w
we're cleaning the bathrooms with the chemicals and the laundry powders and any
- -

PN5043    
What chemicals do you use to clean the bathrooms?‑‑‑So, I think the brand called 
don't use any bleach.  We have special ones that the company buy in.  Just a mom

PN5044    
No, that's fine?‑‑‑I'm sorry about that.

PN5045    
No, that's fine.  Are you okay?‑‑‑Yes.  No, somebody was knocking so I had to ge
that person.

PN5046    
That's all right.  Could you go to paragraph 49?‑‑‑Yes, 49, sure.

PN5047    
You say:

PN5048    
CDPs are also expected to perform all cleaning work including vacuuming, sw
dusting, general cleaning duties.

***        ANTOINETTE MARY SCHMIDT                                                                                                    XXN MR WARD
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bodies coming in to check to see how things are - how the company's going.

PN5051    
Are you suggesting they were a little mischievous are you?‑‑‑Yes.

PN5052    
But other than that, you would - you would do the cleaning?‑‑‑Yes, yes.

PN5053    
That's fine?‑‑‑Yes, yes, we did everything, yes.

PN5054    
Can I ask you to go to paragraph 55?‑‑‑Yes.

PN5055    
You say there, you use this phrase:

PN5056    
HammondCare's menus.

PN5057    
Do you see that phrase?‑‑‑Yes.

PN5058    
I take it that the menus were designed and written by somebody in HammondCare
yes, the chef came in and he designed the menus.

PN5059    
Do you know if a dietician or nutritionist was involved in that?‑‑‑There may have
may have - - -

PN5060    
If you don't know you don't have to - - -?‑‑‑No, I don't - I don't know, no.

PN5061    
No, that's fine.  So, is that - can I just see if I understand how that might work.  So
your house, in your cottage, you would be told what the menu for lunch is going t
week?‑‑‑Yes, yes, there was a routine, yes, yes.  We had the winter one and we ha
summer menu, yes.

***        ANTOINETTE MARY SCHMIDT                                                                                                    XXN MR WARD

PN5062    
I take it that the ingredients and the recipes for that lunch would be provided to yo
yes, we used to have to go down.  We had another building, we called it like a sho
we'd bring some residents down and we'd go with our trolleys and we'd be picking
dry goods and meat and whatever supplies, yes.

PN5063    
I'm assuming that the range of food was quite broad.  You might - it might be as si
sandwich or it could be a roast beef or something like that?‑‑‑Yes, yes.  Definitely
to cook.  We didn't make too many sandwiches.  Lunch times was always a hot me
then yes, we had to cook different things, quiches and - - -
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Was it just - - -?‑‑‑No, just my - yes, my basics, you know, from when I look after
family of course, yes.

PN5066    
And HammondCare didn't think to train you in cooking?  Your skills were enough
we have to kind of adjust to it because cooking for, you know, I have myself, I hav
children but it's a big ask you know when you're cooking for 15 people plus mayb
might have - well, 15 plus staff have lunch too, so that's - for 18 people it's a big a
adjust cooking for large quantities.

PN5067    
When you were in Golden Grove, was it you and two other people?‑‑‑No, it was ju
and another staff member.

PN5068    
Did you share the cooking, or was one of you a better cook so you did most of the
cooking?‑‑‑No, because I work with lots of Nepalese people, so I let them cook.  L
week I do the cooking and they – you know, I say one I do the cooking and then th
day they'd do the cooking, so yes, we just work like that.

PN5069    
Can I come on to medications?‑‑‑Yes.

PN5070    
Talk a little bit about medications.  Am I right in saying that you didn't get involve
Schedule 8 medications?‑‑‑That's right.

PN5071    
That would have been the registered nurse?‑‑‑Yes.  The nurse comes onboard, and
picked out whatever resident needed medication.  I'd come and supervise her, or I
off, and then go approach the resident and supervise her giving the resident the me

PN5072    
So your medications were Schedule 4 medications?‑‑‑Yes.

***        ANTOINETTE MARY SCHMIDT                                                                                                    XXN MR WARD

PN5073    
I assume that that might include as well creams and eye drops and things like that
is.

PN5074    
Were the Schedule 4 medications kept in your cottage or were they kept somewhe
else?‑‑‑Yes, they're kept in the cottage.  We had a little – we call it the parlour, a li
out the back, which is locked.  We had a key to get into that door, and then also th
cupboard is locked, so I had the key to the locked cupboard.  We have to keep it lo
all times.

PN5075    
If you're doing a medication round, I assume you had a medication trolley?‑‑‑No.

PN5076    
So you'd do one resident at a time, would you?‑‑‑Yes.  So I'd go, open the cupboar

e had it in Webster pak and then I ha e to go and check their medicine and th
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you might also have, like, a picture chart so you can actually check what the medi
looks like.  Did you do either of those?‑‑‑Yes.  Yes, we have to do.

PN5078    
And if you saw something wrong with the medication, let's say that it's meant to b
pill but you've got a red pill in the Webster‑pak, who would you talk to?‑‑‑So I'd r
RN, the nurse.

PN5079    
And she would make the decision as to what happens next?‑‑‑Yes, it's in her – her
yes.

PN5080    
Some people can swallow their tablets, some people need a custard or a jam?‑‑‑I'm
couldn't hear that.

PN5081    
No, that's okay.  I think we just dropped out.  Some of your residents could swallo
tablets whole; some of them needed them ground up and in a custard or jam?‑‑‑Th
correct.

PN5082    
Was that on their file, or was that written on the Webster‑pak how they were mean
it?‑‑‑That was on their file.

***        ANTOINETTE MARY SCHMIDT                                                                                                    XXN MR WARD

PN5083    
I assume that you would observe them taking the tablets, and then you would reco
they've taken the tablet?‑‑‑Yes.  Yes, I stay with them.  It may take a while.  I stay 
them and just talk to them and, yes, hopefully they'll swallow it, and then I go out
and tick it off, yes, that person has taken their medication.

PN5084    
If they refuse to take, you would record that they've refused it?‑‑‑Yes.  Yes, record
tell the nurse, and then leave it and maybe try later.  Maybe another person might 

PN5085    
So you'd record it and inform the nurse that they've refused?‑‑‑Yes.

PN5086    
Can you go to paragraph 77?‑‑‑77 was it, sorry?

PN5087    
77, sorry, yes?‑‑‑Yes.

PN5088    
You're talking about observing residents and conditions they might have at this sta
you say in 77:

PN5089    
For example, I will usually notify the nurse if I see any skin concerns or scrape
matter is serious, the resident will be treated by a nurse of referred to see a doc
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PN5092    
When might you see something on a resident, could you describe for me what con
you might see where you'd immediately contact the registered nurse?‑‑‑So if we're
personal care, if we saw a bruise on a resident or skin tears, definitely ring the nur

PN5093    
I take it you'd discuss with the nurse what you're observing?‑‑‑Yes.

PN5094    
And I take it the nurse might tell you what to do next?‑‑‑I'd get the nurse to come 
would have to dress the - - -

***        ANTOINETTE MARY SCHMIDT                                                                                                    XXN MR WARD

PN5095    
Okay.  If a resident has a fall in your cottage, can you tell me what the procedure i
have to follow if they have a fall?‑‑‑Okay.  So if they have a fall, we initially quick
over and ask them are they okay; leave them on the floor.  I get, if I can – quickly 
get someone else to go and ring the nurse.  So we wait for the nurse to come, and 
and assesses the resident.

PN5096    
If they need to go to hospital, she or he will make that decision, the registered nur
Yes, they make that decision, yes.

PN5097    
I assume that from time-to-time you have residents who display aggressive
behaviour?‑‑‑Yes.

PN5098    
Am I right – tell me if this is what you would normally do – I take it you would no
try and de‑escalate that behaviour first?‑‑‑Yes.  Yes, definitely we try all these met
we were shown; yes, definitely.

PN5099    
And that comes from your Certificate III training and your specialised dementia
training?‑‑‑Yes, that's right.  Yes, we try everything from the training, but then som
you know, it's not always easy.

PN5100    
No, I appreciate it's not.  If it looks like you're in an unsafe situation, that is, you th
you're unsafe, what's the procedure you have to follow in a cottage?‑‑‑Make sure I
move away from the person, try and isolate the person.  Maybe I'd get the person t
the room and to move – because all the other residents would come around to try a
know, bring the other residents - take them out to the garden or - - -

PN5101    
Do you have an alarm system if you're feeling particularly unsafe?‑‑‑An alarm sys

PN5102    
Have you ever been in a situation where you were so unsafe you had to leave the
cottage?‑‑‑Yes.

PN5103
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straightaway, you know.  They leave us there, 15/20 minutes, you know.

***        ANTOINETTE MARY SCHMIDT                                                                                                    XXN MR WARD

PN5105    
You might be waiting outside for 15 or 20 minutes?‑‑‑Yes.  Yes.

PN5106    
Can I ask you to go to paragraph 82?‑‑‑Yes.

PN5107    
You talk there about taking blood pressure.  Do you see that?‑‑‑Yes.

PN5108    
Some witnesses have described this.  I just wanted to see if you did it at Hammon
understand that in some operations the blood pressure levels will be mapped as gr
yellow or red, and if they're red that means you contact the registered nurse straigh
Do you have a system like that?‑‑‑No.

PN5109    
So you just take the blood pressure and you chart it, do you?‑‑‑Yes.  Yes, let the nu
know.  Yes.

PN5110    
So, if it was high or low you would let the nurse know?‑‑‑Yes.

PN5111    
Do you do the same for blood sugar levels, if they're too high or too low you'd let 
know?‑‑‑Yes.  Yes.

PN5112    
And the same ‑ ‑ ‑?‑‑‑Yes, sorry.

PN5113    
‑ ‑ ‑for taking temperatures, if somebody had an elevated temperature would you i
nurse?‑‑‑Yes.

PN5114    
Just a moment if I can.  Ms Schmidt, I don't have any more questions for you, but 
you get well soon?‑‑‑All right, thank you.

PN5115    
Thank you.

PN5116    
COMMISSIONER O'NEILL:  Any re-examination, Mr Gibian?

RE-EXAMINATION BY MR GIBIAN                                               [11.47 AM

PN5117    
MR GIBIAN:  Yes, just a couple of matters.

PN5118    
Ms Schmidt, can you hear me again?  Ms Schmidt, can you hear me?‑‑‑Yes.
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described them as having been purpose built in that manner.  Do you know when t
purpose built in to accommodate the household model?‑‑‑I can speak for the one i
Miranda, that was 2013.

PN5120    
2013.  Yes, sorry, that's what I was asking about.  You were also asked about the d
homes, and you, I think, described the Golden Grove unit or home as for lower ca
residents.  And when you were asked about the high care and the low care, you de
there as having been a change in the period that you were working at HammondC
changed in terms of the proportion of lower care residents that you observed?‑‑‑W
the lower care they have a lot more needs (indistinct), challenging needs, if you co
that.

PN5121    
And of the residents that were, at least in the period up to 2021 when you were wo
these homes, in the Golden Grove home, can you just describe the kind of general
those residents, or conditions that they experienced?‑‑‑So, they'd come in with lot
see, lots of medical needs of course.  And there were a few that were not really su
our cottage, you know, because it's, how could I say, some of them were quite agg
you know, and if there were lots of women in the cottage and then a few men it ca
was one person who had come in and he'd be very domineering, and he's just kind
aggressive.  You know, he'd be fine one day and them the next he'd just turn and q
aggressive towards staff members, and then even other residents at the cottage, wh
would upset everybody, you know, it would upset all the other residents.

PN5122    
Were the residents in all of the cottages including Golden Grove diagnosed with
dementia?‑‑‑Yes.  Yes, it's a specific dementia (indistinct).

PN5123    
You were asked then about various types of training that you've done, including d
specific training.  You described about having undertaken a dementia specific com
part of your certificate III qualification, but also having undertaken ongoing traini
relation to dementia specific care.  How regular was that ongoing training, that is,
something that you did every year or every couple of years, or ‑ ‑ ‑?‑‑‑Well, I have
when I first started we did quite a lot of training, but then as time gone not as muc
training.  Now, it's kind of eased off, not quite a lot of - not as regular.

***        ANTOINETTE MARY SCHMIDT                                                                                                  RXN MR GIBIAN

PN5124    
You were then asked some questions, or you were asked a question about the ente
agreement and which classifications you were designated under in the enterprise
agreement.  Now, tell me if you were informed of these matters or not.  There are 
the enterprise agreement, and I can show you if it would assist, but just tell me wh
HammondCare had told you this, there are both specialist dementia care grades an
are general care and support grades, both have a level 3.  Do you know whether yo
designated as a specialised dementia care grade 3 or as a general care and support
level 3?‑‑‑It would be general, I'd say, yes.

PN5125    
All right.  Finally, you were asked some questions about having had to deal with r
who were aggressive, or circumstances in which you felt unsafe, and Mr Ward ask
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glass in it, and then he'd go out the back into the garden area.  Yes, it's just so conf
and I was, kind of, thinking, if he jumps over the fence, because it's quite a - it's up
probably five feet, so, you know, he could easily jump over that fence and just esc

PN5126    
And what did you do in that circumstance?‑‑‑What did I do?  I quickly rang the of
them know this is what's happening.  As I said, with the other residents trying - wh
was around just to come and maybe try and get them to go back to their rooms.  B
who have dementia then they don't have the conception of fear.  They don't - no, b
they're in their own little world, so, I don't know.

PN5127    
And did anyone else come to provide any assistance to you in dealing with that
individual?‑‑‑Over time we'd get the nurse to come and she'd say, 'Okay, we'll calm
down.  We'll try and ring the family', so that'd all take time, you know, to ring to g
partner to come, and she'd - you know, by the time she came he probably would h
calmed down by then, you know, so she's obviously not going to see what's happe
him, you know, at the time.  So it is frightening, yes.  It just takes a little while to 
it, you know, just sit down and, 'Is it time to go home yet?', you know, so - yes.

PN5128    
Thank you, Ms Schmidt.  That's the re-examination, Commissioner.

PN5129    
COMMISSIONER O'NEILL:  Thank you for your evidence, Ms Schmidt, particu
you're unwell.  You're now excused?‑‑‑All right, thank you.

<THE WITNESS WITHDREW                                                          [11.55 AM]

***        ANTOINETTE MARY SCHMIDT                                                                                                  RXN MR GIBIAN

PN5130    
COMMISSIONER O'NEILL:  So, it's Ms Sedgman?

PN5131    
MR GIBIAN:  Yes, Commissioner, Ms Doust is going to take Ms Sedgman's evid
was just going to mention we've been contacted in the last half hour or so by Debo
Kelly, who was to be the witness in two witnesses time, 12.30.  She's apparently te
positive to COVID, and I don't think feels able to give her evidence immediately, 
So I think, given how we're tracking, we'll have enough - there's two witnesses be
in any event, so I think we'll probably fill up the time but I thought I should let - in
Commission and Mr Ward of that matter.

PN5132    
COMMISSIONER O'NEILL:  All right.

PN5133    
MS C SEDGMAN:  Hello.

PN5134    
COMMISSIONER O'NEILL:  Hello, Ms Sedgman, you can hear me all right?

PN5135    
MS SEDGMAN: Yes
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MS SEDGMAN:  Okay - can you see me?

PN5138    
COMMISSIONER O'NEILL:  Yes.  Can you not see anyone?  Sorry, can you not 
anyone, Ms Sedgman?  Ms Sedgman, can you still hear me?  Are you able to cont
Sedgman?

PN5139    
MS DOUST:  Yes, we're doing that, Commissioner.  Yes, we've asked her to log o
then try to log in again, Commissioner.

PN5140    
COMMISSIONER O'NEILL:  All right, Ms Sedgman, can you hear me now?

PN5141    
MS SEDGMAN:  Yes, I can hear you.

PN5142    
COMMISSIONER O'NEILL:  All right, we'll see how we go.  My associate is jus
have you take the affirmation.

PN5143    
THE ASSOCIATE:  Ms Sedgman, can you please state your full name and work a

PN5144    
MS SEDGMAN:  Camilla Anne Sedgman, I work for RSL LifeCare in Tweed He
home address, is that what you're wanting as well?

PN5145    
THE ASSOCIATE:  Just your work address is fine.

PN5146    
MS SEDGMAN:  It is Bay Street, Tweed Heads.

<CAMILLA ANNE SEDGMAN, AFFIRMED                                  [11.59 AM]

EXAMINATION-IN-CHIEF BY MS DOUST                                   [11.59 AM]

PN5147    
COMMISSIONER O'NEILL:  Ms Doust.

PN5148    
MS DOUST:  Thank you.  Ms Sedgman, can you see me?‑‑‑No.

PN5149    
Can you hear me well enough?‑‑‑Yes, I can hear you.

PN5150    
Thank you.  Now, can you - your full name is Camilla Sedgman, is that right?‑‑‑Y

PN5151    
You're a personal support worker employed by RSL LifeCare?‑‑‑Yes.

PN5152
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PN5154    
Thank you.  Ms Sedgman, since you made that statement, is it correct that the rate
now paid for travel has increased from 72 cents a kilometre to 83 cents a kilometr
that's just been paid in the last fortnight.

PN5155    
All right, and also since you made your statement is it the case that you now have 
different list of clients?  So where you recount your duties in your statement, that'
somewhat since you made your statement?‑‑‑Yes.

***        CAMILLA ANNE SEDGMAN                                                                                                          XN MS DOUST

PN5156    
So subject to those matters updating your account, is your statement true and corr
best of your belief and knowledge?‑‑‑Yes.

PN5157    
Thank you.  I read that, Commissioner.

PN5158    
COMMISSIONER O'NEILL:  Mr Ward.

CROSS-EXAMINATION BY MR WARD                                         [12.01 PM]

PN5159    
MR WARD:  Ms Sedgman, can you hear and see me?‑‑‑Yes.

PN5160    
Thank you.  My name is Nigel Ward, Ms Sedgman.  I appear in these proceedings
employer interests.  I'm just going to ask you some questions?‑‑‑Sure.

PN5161    
If at any stage you can't hear me properly or the line drops out, just take your time
me know.  Can I just start with what you just told Ms Doust, if I can - you have ch
your client list, is that what you just said?‑‑‑Yes, so I work in the community so w
of driving and travelling.  So I do - three days a week I do what we call a Tweed C
which starts from Tindra right through to Pottsville.

PN5162    
You describe that in your statement, don't you?‑‑‑Yes, yes, that's in my statement. 
time - you know, we lost clients as they pass away or so there are two clients that 
statement that are no longer on my run.  One has gone into residential care and the
one has gone for other reasons.  So our roster can change all the time because som
we have, like, you know, hospital care clients that might get thrown on there at the
the last minute that generally what's in my statement is what I do on a day-to-day 

PN5163    
That's fine, that's fine.  Do you have your statement in front of you?‑‑‑Yes.

PN5164    
Could I just start at paragraph 10, if you could go to that?‑‑‑Yes.

PN5165    
You say you've got your Certificate III in Aged Care in 2012 Am I right in sayin
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***        CAMILLA ANNE SEDGMAN                                                                                                          XXN MR WARD

PN5167    
Can you just help describe what Acuna is?‑‑‑So Acuna is a training model that we
RSL so all of the workers  are required to do - it's like an annual thing that we hav
So over the 12 months' period we have 11 to 12 modules that we have to do to kee
our, you know, training for what we do with our work.  So I'd put in there, for exa
know, wearing the PPE, manual handling and all those sorts of things.  That's all p
through RSL for the time that it takes for us to do those modules.

PN5168    
You say in your statement nine or 10 modules but you just said 11 or 12.  Does it c
does it?‑‑‑Yes, it can change. Like this year with COVID they've added extra mod
there.

PN5169    
Right?‑‑‑So normally there is about nine or 10 but with COVID they've added on 
PPEs, COVID modules that we have to do.

PN5170    
Right?‑‑‑Yes.

PN5171    
You say in your statement that you're given 30 minutes' pay for these.  Is that wha
given?‑‑‑So roughly each module - some are a little bit, you know, not as long as o
But on average most of the modules take about 30 minutes to do.

PN5172    
Some might take 20, some might take 40 but on average  - - -?‑‑‑Yes, yes.

PN5173    
If I just understand by way of example, can you just - let's take manual handling a
example.  What would be in the manual handling module?‑‑‑Basically just talking
correct ways of lifting and bending over, things like that and with our work, with t
we have a lot of, like, chair lifting and hoists and that sort of thing.  So besides do
theory side of it, we also do a manual handling, like hands on, to make sure that al
staff are aware that they are doing correct manual handling and lifting and all of th
thing so we don't have an injury.

PN5174    
That's got a practical component, does it?‑‑‑Yes.

PN5175    
When you're doing the practical component, who's overseeing you when you're do
that?‑‑‑So, we just a couple of months ago we had a lady come in and we hired ou
and we got groups of staff and she conducted the manual handling.  So, it was som
through RSL they'd paid to come in and do that.

***        CAMILLA ANNE SEDGMAN                                                                                                          XXN MR WARD

PN5176    
You would sort of practice how to do it properly?‑‑‑Yes, yes.

PN5177
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Who's your boss as it were, if I can use that phrase?‑‑‑So, with RSL, so we have c
service manager.  So her name's Melissa.

PN5180    
Yes?‑‑‑And then we have like team leaders who's Wendy, her name is.

PN5181    
Yes?‑‑‑And then, yes, then above them then you have your regional managers and
know, that sort of thing and it just sort of goes up from there.

PN5182    
That's okay?‑‑‑In my office, you know, who I go to is Wendy and Melissa.

PN5183    
So, you would go to the client services manager or the team leader?‑‑‑Yes.

PN5184    
Is either of them a registered nurse?‑‑‑I think Melissa is, yes.

PN5185    
Bear with me, I didn't write quickly enough.  That's the client services manager is 

PN5186    
Can I take you to paragraph 33(o)?‑‑‑Yes.

PN5187    
Look, sorry, I should start.  My understanding from your evidence is that you're ve
committed and passionate about your job.  I think you've said you love your job.  
right, isn't it?‑‑‑Yes.  Yes.

***        CAMILLA ANNE SEDGMAN                                                                                                          XXN MR WARD

PN5188    
I think you'll - put your pay aside, you don't think you're paid enough money - you
about your job, I think is that you're often rostered and you're quite rushed in wha
That's a concern, isn't it?‑‑‑Yes, like, you know, with working in the community an
because with RSL we don't have - they don't have work cars, so we're using our ow
cars, you know, wear and tear on our own cars.  So, doing what we do in the comm
like we have a lot of clients that we've got to get to and we've only got, you know,
them are only like 25 minutes, you know, and then you've got to rush off to the ne
you get - so, you're basically in and out of the car and then you go on to the next o
you know, you might get held up somewhere along the line.  There could be roadw
You know, it's very, very hard to stick on that path.

PN5189    
To the plan?‑‑‑Yes, yes.

PN5190    
Can I take you to - can I take you to (o), 33(o)?‑‑‑Yes.

PN5191    
You describe there three lengths of visit, a 15, a 25 and a 45.  Do you see that?‑‑‑Y

PN5192
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It could be putting some cream on their legs, could be putting stockings on.  It's ju
we call a welfare check just to, yes, make sure that they're okay.

PN5193    
What might be involved in a 45 minute visit?‑‑‑So, 45 minutes, for example, we h
who's 102 and she has 40 minutes every morning, and so what we do for her, we s
her, we do - - -

PN5194    
Sorry, when you say 'we', do you mean you shower her?‑‑‑Yes, yes, so I - 'us' is th
service.

PN5195    
That's okay, that's okay?‑‑‑Yes, so we get her out of bed and we give her a shower
make her bed, get her breakfast and then we have a - what we call - like a med pro
we'll, you know, get her tablets out for her, make her a cup of tea.  Basically just m
that, you know, that she's right.  So then we, you know, which takes a good 40 min
do all those things.

PN5196    
The med prompt, can I just ask you to focus on that for a minute?‑‑‑Yes.

PN5197    
My understanding is that you're not allowed to administer the medication but you 
it out of the blister pack or the Webster-pak and you put it in front of them, or you
their hand.  Is that right?‑‑‑Yes.  So, that's what a medication prompt is, it's just - -

***        CAMILLA ANNE SEDGMAN                                                                                                          XXN MR WARD

PN5198    
Prompt?‑‑‑Yes, putting it into a cup or like a bowl, plate, in their hand and then (a
malfunction) - - -

PN5199    
COMMISSIONER O'NEILL:  Ms Sedgman, can you still hear me?  We've just lo
sound?‑‑‑Can you hear me?

PN5200    
Now we can, yes.

PN5201    
MR WARD:  You were at putting it in the cup?‑‑‑Yes.  So, we - most of them have
Webster-paks, so we just put them in a cup or on a plate or in their hand and then t
the medication themselves.

PN5202    
Do you have to check that the medication's right or do you just accept that becaus
the Webster-pak?‑‑‑So, yes, so what we do is we have like there's seven nights, so
usually we should always - and that's also in the training.

PN5203    
Yes?‑‑‑So, there's always - you know, you always check the right name, date, med
all those things before we, you know, do a medication prompt.
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PN5205    
If you happen to - there's meant to be five and you saw seven, who would you
contact?‑‑‑So, what we would do is then we would contact Melissa or our supervi
manager and let them know, and then they would either get an RN to come out or 
in contact with the chemist who are doing the Webster-pak, just to make sure that 
hasn't been a change with the medication and making sure that everything's correc

PN5206    
So, they would tell you how to proceed would they, Ms Sedgman?‑‑‑Yes.

***        CAMILLA ANNE SEDGMAN                                                                                                          XXN MR WARD

PN5207    
Okay.  Can I just take a step back for a minute.  When a client's first brought on bo
somebody do a risk assessment of their house to make sure it's safe to go into?‑‑‑U
- usually like they get - when there's a new client, so you have - they get an ACAT
assessment, so then, you know, that'd be through - or they could get a package fro
(indistinct).  So, that ACAT assessment usually is done in their home.  So they wo
just a basic check on the home to make sure it's - you know, things.  So, when they
a package, a new client to ours, then yes, there is a form that we fill out, a risk ass
just to, you know, when you first go into the house just to make sure that, you kno
adequate lighting, there's ramps, there's handrails, and if we think that a new clien
need handrails or things, again we would be in contact with the office and they'll o
an occupational therapist to go out there and put in place what's required for that c

PN5208    
And in your case that would be you talking to the client services manager that ther
issue, would it?‑‑‑Yes.  So I'm actually for RSL - I'm actually the work health and
representative for RSL.

PN5209    
How's the job going?‑‑‑Yes, it's not too bad.  I only did the training a few months 
yes.

PN5210    
When you're with a client, I assume that your write observation notes after you've
a client?‑‑‑So with RSL, they have a folder in their home.  So when we go to each
sign in the book to say the time that – well basically it's date, time, and then we'll 
whatever it is that we have done or if there's something that's, you know, out of th
ordinary, so then the next person that comes into the home can follow up with that
usually it's just – like, for a normal – like, we'd write in there the date, the time, an
we'd just put 'AM personal care, welfare check', or whatever it might be, and then
sign our name.

PN5211    
Obviously you've got Cert III training.  If you observe something you were concer
who would you contact?‑‑‑Again we would contact Melissa, our service manager.

PN5212    
I take it Melissa would then decide whether or not a registered nurse or somebody
brought in to help?‑‑‑Yes, well then she would then get in contact with our RN, ou
to go out there and observe themselves, or have a talk to them, or talk to family m
or - you know, if there's any changes.

6409



documented in the folder or something like that.  So I'd speak to them first and, yo
and then again I would make notes in the - - -

***        CAMILLA ANNE SEDGMAN                                                                                                          XXN MR WARD

PN5214    
In the book?‑‑‑In the book.

PN5215    
Yes?‑‑‑And then we also have what we call TCM, which we can send through me
the office and they can – the RN then can follow up with anything like that.

PN5216    
Is TCM an app on your phone?‑‑‑Yes, it's just a number that – it's just so we're not
inundating the office all the time, you know, because they get a lot of phone calls.
can just send a message through to this particular number for the TCM, and then t
dispersed out to the right people that need to address that situation, whether it be a
a manager, or so on.

PN5217    
When you take a client on for the first time, is it the client services manager or a s
registered nurse who writes their initial care plan?‑‑‑So with – because like I said 
we have a lot of DVA clients, Defence veterans, so with them it's more or less dea
DVA - - -

PN5218    
So you're not writing a care plan for those people?‑‑‑No, that's all through DVA.  
the care plans, so it's usually, like, home care packages, so where we have Adam; 
– he does the home care packages.  He is the one who signs up those clients, wher
DVA is all dealt through DVA.

PN5219    
If there's a medical emergency, if you arrive and a client's having, say, serious diff
breathing, do you have a procedure you're required to follow?‑‑‑Yes.  We'd call 00

PN5220    
Yes?‑‑‑And we would stay the client until such time the ambulance has come, and
also notify the office.  You know, we would stay with them until further instructed

PN5221    
When you say, 'notify the office', that's the client services manager or - - -?‑‑‑Yes, 
just the main office, and they'll put me through to, or let them know that, you know
this has happened, and then I'm, you know, waiting for the ambulance to come, ye

PN5222    
I'm assuming – I'm not being rude to you – I'm assuming you'll use your training t
sure that the client's as comfortable as can be till the ambulance comes?‑‑‑Yes.

***        CAMILLA ANNE SEDGMAN                                                                                                          XXN MR WARD

PN5223    
Would the client services manager ring their family and tell them what's happenin
usually when the ambulance come, they would have all the family's or next of kin
that, so it'd be up – then the ambulance then get in contact with the family.
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Have you ever been confronted by aggressive behaviour from a client?‑‑‑Funny y
that, I have just recently, yes.  In the statement, I think which is Y through to CC, 
spoke about a client that has post‑traumatic stress, about four or five weeks ago - h
been doing quite well.  He has post‑traumatic stress.  He's been in psychiatric war
not a very old client.  He's on a lot of medication, and he is quite a – can be a very
aggressive person.  I had had quite a good rapport with him over the time that I've
working with RSL, so we have a very good, you know, understanding and commu
but just recently, about five weeks ago, because he's on such a lot of medication h
the couch, and just to shorten the story, so I'd just finished doing his shopping for 
and he was, you know, quite zombied, you know, on the couch, and the RN had tu
just to do her normal 28‑day review and was asking him questions.  Anyway, and 
out of the blue he snapped, and got up and started pushing her – like, started physi
pushing her.

PN5226    
Yes?‑‑‑Pushed the nurse into the wall, at which I sort of – my instant reaction was
got up and sort of stood in front of him to try and calm him down, and I think she 
very lucky that I was there at the time, because it could've ended up very bad.  He
attacking her, but because we've had a good relationship, him and I, you know, I tr
wasn't going to – he wouldn't hurt me.  So yes, so I sort of got in between the two 
so she could sort of grab her bag and get out of the house, because he was going f
I just escalated, you know, what was going on, and she got out, and he was, yes.  S
been reported to the police.  It's been documented.  Yes, it was quite scary.

PN5227    
Yes?‑‑‑And yes, therefore he is not on our books and our roster anymore, because
been quite a few close calls, and then now that this has happened that, yes, we've d
his services.

PN5228    
You've deemed him to be an unsafe client?‑‑‑Yes.

PN5229    
I take it you were able to use the de-escalation strategies you've been trained to us
to calm him down?‑‑‑I guess, like, you know, I haven't been in anything - a situati
as severe before with a client.  You know, we do deal with a lot of, you know, agg
behaviour, clients that, you know, have dementia who can be quite, you know, abr
I've never really, through work have, you know, dealt with something that's escala
point, so ‑ ‑ ‑

***        CAMILLA ANNE SEDGMAN                                                                                                          XXN MR WARD

PN5230    
That point?‑‑‑Yes.

PN5231    
Do you have a - if you were ever in a situation where you were personally feeling
do you have a rule that says you have to leave the residence?‑‑‑Yes, well, you kno
told, you know, if you don't feel safe, then leave.

PN5232    
And have you ever personally done that?‑‑‑Yes, I suppose you could say I have.  I
long after I'd started working with the RSL, and I went to a client's house, who wa
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through the hospital they've sent me out there, and anyway he just - yes, he expect
do things for him, and I said, 'I'm not here for you, I'm here for your mother', and 
just escalated, so I left, yes.

PN5233    
And having left the house, is there a procedure about who you contact?‑‑‑Yes, wel
the office and spoke to them, and they were very, very good, because I was, like, s
and crying, because it was quite an ordeal, and then they rang the brokerage peopl
them know, and then I was, you know, followed up with my manager at the time m
sure I was okay, and then they said, you know, go home, you know, and just make
you're okay.  Yes, and I didn't have to go back to work until the afternoon, so, I ba
went home and had a cup of tea and all that, but, yes, it was followed up very, ver
the managers, and then they quickly got in contact with the brokerage people, Car
Connect, so, yes.

PN5234    
Thank you very much, Ms Sedgman, no further questions.  Commissioner, thank y

PN5235    
COMMISSIONER O'NEILL:  Ms Doust, any re-examination?

PN5236    
MS DOUST:  Nothing in re-examination, Commissioner.

PN5237    
COMMISSIONER O'NEILL:  Well, thank you very much for your evidence, Ms 
You're now free to go?‑‑‑Thank you very much, and have a great day.

PN5238    
You too?‑‑‑Thank you.

***        CAMILLA ANNE SEDGMAN                                                                                                          XXN MR WARD

<THE WITNESS WITHDREW                                                           [12.29 PM

PN5239    
COMMISSIONER O'NEILL:  So, I'm not sure, it's Ms Ghirmire?

PN5240    
MR GIBIAN:  I might get this wrong again, but I think it's Ghirmire.

PN5241    
COMMISSIONER O'NEILL:  Ghirmire, good.  Save me embarrassing myself.

PN5242    
MR GIBIAN:  I understand she's dialling in now.  I think we're just waiting.  I'm n
there's more that we can do at the moment.  She's actually overseas, but we did tes
today and it worked, so we assume that that can happen again, but I'm not sure the
we can do to hasten the process.

PN5243    
MR WARD:  Commissioner, I'm not asking for an adjournment, but do you mind 
move out of my room for two minutes?
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PN5246    
MR GIBIAN:  I understand she's trying to log in now.  We received a message bac
she's trying to log in now, so, as I say, I'm not sure there's more we can do at the m

PN5247    
COMMISSIONER O'NEILL:  Ms Ghirmire?

PN5248    
MS GHIRMIRE:  Yes.

PN5249    
COMMISSIONER O'NEILL:  Good morning.

PN5250    
MS GHIRMIRE:  Good morning.

PN5251    
COMMISSIONER O'NEILL:  Good afternoon from Melbourne.  Can you hear m
right?

PN5252    
MS GHIRMIRE:  Yes, I can hear you.

***        CAMILLA ANNE SEDGMAN                                                                                                          XXN MR WARD

PN5253    
COMMISSIONER O'NEILL:  Lovely.  Well, I'm Commissioner O'Neill, and my 
is going to have you take the affirmation.

PN5254    
MS GHIRMIRE:  Yes, sure.

PN5255    
THE ASSOCIATE:  Ms Ghirmire, can you please say your full name and work ad

PN5256    
MS GHIRMIRE:  I'm Sanu Ghirmire, (address supplied).

<SANU GHIRMIRE, AFFIRMED                                                      [12.34 PM

EXAMINATION-IN-CHIEF BY MR GIBIAN                                  [12.34 PM

PN5257    
COMMISSIONER O'NEILL:  Mr Gibian.

PN5258    
MR GIBIAN:  Thank you.

PN5259    
Ms Ghirmire, can you hear me?‑‑‑Yes, I can hear you.

PN5260    
Excellent.  Can I just ask you to repeat your full name for the record?‑‑‑Sanu Ghir
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You've made two statements for the purpose of the proceedings.  Do you have cop
those with you?‑‑‑Yes, I have.

PN5263    
The first one I think doesn't actually bear a date but I think it was made around the
March 2022 and runs to some 66 paragraphs over seven pages?‑‑‑Yes.

PN5264    
2021, I'm sorry.  Around the end of March 2021, I'm sorry, I think I misspoke.  Th
just one correction that we had to make to that statement.  Can I ask you to turn to
paragraph 53 on page 6 of the statement?  You see there that paragraph 53 ‑ ‑ ‑?‑‑‑
three, yes.

***        SANU GHIRMIRE                                                                                                                           XN MR GIBIAN

PN5265    
‑ ‑ ‑ appears under the heading, resident behaviour, and you refer to the fact that m
the residents can become at least extremely agitated and the techniques that are us
situation.  In the final sentence of that paragraph reads that, 'An example of this is
at paragraph 36 above'.  I think that should be a reference to paragraph 56 below.  
-?‑‑‑Yes.  Yes, yes, there is a minor mistake, let's correct it please.

PN5266    
Have you otherwise had an opportunity to read through that statement?‑‑‑Yes, I di

PN5267    
Is it true and correct - with that correction, is it true and correct to the best of your
knowledge and recollection?‑‑‑Yes.

PN5268    
Thank you, Commissioner, that's the first statement of Ms Ghirmire that we wish 
evidence.  It's document 145 in the digital court book, commencing at page 10127
Ghirmire, there's also a statement headed reply witness statement, dated 20, I shou
April 2022, which is I think some 22 paragraphs.  You also have another copy of t
you?‑‑‑Yes, I do have.

PN5269    
Have you had an opportunity to review that statement?‑‑‑I did.

PN5270    
Is it true and correct to the best of your knowledge and recollection?‑‑‑Yes.

PN5271    
That's the second statement of Ms Ghirmire that we wish to have in evidence.  It's
document 146 in the digital court book, commencing at page 10134.  Ms Ghirmire
just - there was just one matter I wanted to clarify.  In your first statement you des
working both as a care service employee and then on the weekends as a - Saturday
Sundays as a recreational activities officer?‑‑‑Yes.

PN5272    
How many hours do you work as a care service employee during the week?‑‑‑Sixt
hours.

PN5273
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PN5274    
MR WARD:  Well, that's because I didn't have my microphone on, Ms Ghirmire?‑

***        SANU GHIRMIRE                                                                                                                          XXN MR WARD

PN5275    
It happens occasionally.  Ms Ghirmire, my name's Nigel Ward.  I appear in this m
the employer interest and having heard that you're - you're overseas now are you?
I'm in Nepal now.

PN5276    
I'm going to keep this very short, given that you're overseas.  Bear with me, I'll cu
as quickly - as much as I can.  Do you have your - do you have your first  stateme
of you?‑‑‑Yes, I do.

PN5277    
Can I take you to paragraph 12?‑‑‑Yes, 12, yes.

PN5278    
You talk in paragraph 12 about doing your Certificate III and Certificate IV in Ag
prior to commencing your employment in the industry?‑‑‑Yes.

PN5279    
Can I ask you what led you to want to join the industry?‑‑‑At that time I was look
some (indistinct) to stay in Australia.  I was doing some babysitting job which wa
casual.  I was looking for job security and permanent job and some of my friends 
Nepal, they were working in aged care industry, so that I thought to join aged care

PN5280    
When you did your Certificate III, where did you do your 120 hour practical part?
(indistinct) nursing home in (indistinct).

PN5281    
Was there a practical component to the Certificate IV?‑‑‑I did Certificate III in 20

PN5282    
Yes?‑‑‑And then I did Certificate IV on 2016, and then on 2016 I did some unit ag
Certificate III because there was (indistinct) and then we had to do some units for
Certificate III again, so I did together on 2016.

PN5283    
Why did you go on to do your Certificate IV?‑‑‑I wanted to do medication, becaus
working as care service employee only.  I was doing only personal care, so I thoug
enhance my knowledge so that I did Certificate IV.  After that I started doing med
well.

PN5284    
Okay. So the Certificate IV allowed you to do medication rounds did it?‑‑‑Yes, tha

PN5285    
If you can go to paragraph 13, you then say that you did an Advanced Diploma in
Science?‑‑‑Yes.

*** SANU GHIRMIRE XXN MR WARD
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That's okay.  Can you describe to me what that qualification is?‑‑‑Which one, Cer
IV?

PN5288    
The Advanced Diploma in Health Science?‑‑‑Okay.  I wanted to study.  I thought 
change my profession, so that I joined the university - Western Sydney University
they suggested me to do Advanced Diploma in Health Science and I show that the
one unit on (indistinct).  So I did study on that unit too, I told that I was already w
aged care and then I show that I can work as recreational activities officer if I com
that course.  So that I did Advanced Diploma in Health Services.

PN5289    
So, you were doing personal care work, you wanted to change your career into rec
and leisure activities?‑‑‑Yes.

PN5290    
And you've done that course so you can make that change?‑‑‑Yes, I did.

PN5291    
Having got that qualification, is that when you started to act as the recreational act
officer on the weekend?‑‑‑Yes, that's true.

PN5292    
Am I right in saying that you aspire to become a full-time recreational activity
officer?‑‑‑Yes, I did once I work as full-time recreational activities officer as well,
several months, and then there were many people interested to work as recreationa
activities officer and my manager called me in a meeting, and I went to see her an
proposed to me to reduce my days as recreational activities officer.  And then I sai
fine for me because pay was similar and I just thought it's okay, it was really - it w
for me because in the beginning I thought that my pay will increase, my role will 
but when I work as a full-time I found that it was more pressure and the pay wasn
thought it's okay I will work two days as recreational activities officer and two day
care service employee.  So, it was mutual agreement with manager.

PN5293    
Okay.  Do you still want to move into being a full-time recreational activities
officer?‑‑‑Maybe in another facility but not at the same facility where I work at th
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PN5294    
Okay.  When you worked as a recreational activities officer, were you the only - a
only recreational activities officer there?‑‑‑No, we are three people there.  We use
three people and then still we had three people, because we have many residents, a
136 residents but in one shift only two people work as recreational activities offic

PN5295    
Okay.  And when you're working as a care services employee, who do you report 
your boss?‑‑‑My boss is RN, registered nurse, who is in duty.

PN5296    
Can you go to paragraph 17?‑‑‑Yes, in my first statement?
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I work in all areas of the facility.

PN5300    
?‑‑‑Yes.

PN5301    
Does that mean that you're on duty across the whole  facility on a shift or does tha
different times you work in different parts?‑‑‑Different time but sometimes when 
staff shortage, I have to go and help in other area as well.

PN5302    
Is there a particular part you work in more than others?‑‑‑Yes, we have got three a
hostel, nursing home and dementia unit.  I usually work in nursing home and dem
unit.  I usually don't work in the hostel but when they need and there is a staff sho
sometimes I work there too.

PN5303    
There too?‑‑‑Yes.

PN5304    
Can I take you to paragraph 18?‑‑‑Yes.

PN5305    
You're talking about care plans and it seems everybody does something a little dif
just want to understand what you do here.  As I understand and tell me if I'm wron
experience, the - what some people have described as the nursing care plan is put 
by the registered nurse?‑‑‑Yes.

PN5306    
Initially and then there's a recreational or leisure care plan put together by the recr
activities officer - - -?‑‑‑Yes.
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PN5307    
Is that two separate plans, or in your organisation do they become one?‑‑‑We do li
When I work as recreational activities officer I have to do that social and emotion
plan, that is, recreational activities plan, and then we have to do assessment oursel
then we put in the system, and then a registered nurse look at that assessment and 
in a care plan.  So that means that in the beginning we do our part and registered n
finalise.  But when I work as care service employee too we have to contribute a ca
We don't do directly, but we have to share to registered nurse how is our residents
they prefer, how there is routine, so we contribute all up, but we don't finalise the 
assessment.

PN5308    
So if I can just explore that with you a little bit?‑‑‑Yes.

PN5309    
My understanding is that the initial care plan is right at the beginning when the res
comes in; the initial care plan is largely put together by the registered nurse and au
by them?‑‑‑Yes.

PN5310
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I understand some of those observations will be put in your progress notes and ch
won't they?‑‑‑Yes.

PN5312    
You might actually observe something on a day, let's say you observed – you were
showering a resident and you observed some bruising or a wound, you would con
registered nurse immediately on something like that?‑‑‑Yes, we do, and then we d
take their weight, we do BSL, that's available – yes, those type of things we do, an
report to registered nurse.

PN5313    
Am I right that if a resident said to you, look, I don't want to be showered in the m
anymore, I want to be showered in the afternoon, you would tell the registered nur
this and that might involve a change in the care plan?‑‑‑Yes, we do that.

PN5314    
Yes?‑‑‑And we have to do documentation for that.  That is extra work for us.

PN5315    
I understand?‑‑‑Yes.

PN5316    
Can I take you to paragraph 44?‑‑‑Yes.
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PN5317    
You talk in paragraph 44 about medications?‑‑‑Yes.

PN5318    
I just want to see whether or not I understand what you do with medications.  You
administer Schedule 8 medications yourself, do you?‑‑‑No, we don't.

PN5319    
So in paragraph 44, you're talking about when you go with the registered nurse to 
Schedule 8 round?‑‑‑Yes.

PN5320    
And I'm right, aren't I, that let's say that the registered nurse was giving somebody
Endone pill, you need to be the second person saying, yes, that's an Endone pill?‑‑
have to go with them, because we are also responsible for that medication.  We ha
with them, we have to check how many medication is there, how many medication
giving.  We are witness, but we are responsible (indistinct), and if there is a proble
also responsible for the problem, so we have to ensure that we are giving correct d
correct medication to the correct person, and then we have to sign as a witness and
together, and then registered nurse give the medication, but we have to witness tha
residents are swallowing the medication.  So we are with them all the time until th
the medication.

PN5321    
Can I just – I haven't heard that before – are you saying that you have some respon
for the Schedule 8 medications?  I thought the registered nurse was responsible fo
Schedule 8 medications?‑‑‑They are responsible, but we are – when we go as witn

l ibl If i th f ld th h itt th t 28 di ti i l ft
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PN5322    
You're responsible that you've confirmed things are right?‑‑‑Yes, that is true.

PN5323    
Do you also do Schedule 4 medications?‑‑‑Yes, we do.

PN5324    
Tell me if this is how it works where you work.  I assume the Schedule 4 medicati
kept under lock and key somewhere?‑‑‑That's true, yes.

PN5325    
Would you have the key?‑‑‑No.  When we do medication round, the registered nur
and takes out that Webster‑pak they give us, and we have to make sure that we giv
medication to the resident.
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PN5326    
So the registered nurse comes, gives you the Webster‑pak – let's say I'm the reside
say I'm the person you're taking care of – you would come into my room, you wou
the Webster‑pak for me?‑‑‑Yes.

PN5327    
Am I right that you would check that what's in the Webster‑pak for me is correct?
do.  We do.  There is a table we carry in medication trolley, and then we take med
chart, that is, primary medication chart with us, and then before giving medication
to check in tablet in that system, and then we have to check primary medication ch
then Webster‑pak.  When three things are similar, then we give medication.  If the
difference, sometimes they forget to chart in tablet in system, then we have to repo
immediately.  We don't administer medication until RN's advice.

PN5328    
Some people have said that they have coloured pictures of the tablets to check the
off against.  Do you use those as well?‑‑‑Coloured picture, for morning tea, for lun
we have that medication, yes, colour code.  For evening, orange, something like th

PN5329    
Okay?‑‑‑Yes.

PN5330    
In terms of administering the medication, if you need to crush up the tablet and pu
custard or something, is that written on the Webster‑pak or is that written in your n
care plan for the resident?‑‑‑In the care plan.

PN5331    
Do you access that care plan using an iPad or something like that?‑‑‑Yes.

PN5332    
I assume you have to visually see the resident swallow the medication?‑‑‑That's tr

PN5333    
And then you log that they've taken the medication?‑‑‑Yes, we do that, and someti
don't take.  If they don't take, we have to report to RN and discard that medication
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PN5336    
MR GIBIAN:  Yes.  Thank you.

***        SANU GHIRMIRE                                                                                                                          XXN MR WARD

RE-EXAMINATION BY MR GIBIAN                                               [12.54 PM

PN5337    
MR GIBIAN:  Can you hear me again?‑‑‑Yes, I do.

PN5338    
Firstly, you were asked about your Certificate III and Certificate IV qualifications
understood what you said, you indicated that you got the Certificate III I think in 2
the Certificate IV in 2016, is that correct?‑‑‑Yes.

PN5339    
You also mentioned that you did some additional separate units in 2016?‑‑‑Yes.  Y
Certificate III, yes.

PN5340    
What were they?‑‑‑I have to check in my certificate, but where I did that Certifica
told that now you have to do extra unit.  I think that is medication administration,
something that – and then this assisted me to do extra unit and I did that.

PN5341    
Yes, thank you.  That's the re-examination.  Thank you, Ms Ghirmire.

PN5342    
COMMISSIONER O'NEILL:  Ms Ghirmire, thank you very much for your eviden
afternoon and you're free to go.  Thank you?‑‑‑You're welcome.  Thank you so mu

<THE WITNESS WITHDREW                                                           [12.55 PM

PN5343    
COMMISSIONER O'NEILL:  All right, it's almost 1 o'clock, so we'll adjourn unt
Thank you.

LUNCHEON ADJOURNMENT                                                          [12.55 PM

RESUMED                                                                                                [2.00 PM

PN5344    
COMMISSIONER O'NEILL:  There's Mr Ward.  He's hiding under the desk.  Not
usual position, I hope, Mr Ward.  Do we have Ms Youd?  Are you there?

PN5345    
MS K YOUD:  Yes, I am.

PN5346    
COMMISSIONER O'NEILL:  Well, I'm Commissioner O'Neill and my associate 
going to have you take the affirmation.

***        SANU GHIRMIRE                                                                                                                         RXN MR GIBIAN
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MS YOUD:  Kristy Louise Youd, I'm not 100 per cent on my work address.  It's A
in Newstead, Tasmania.

PN5350    
Thank you.

<KRISTY LOUISE YOUD, AFFIRMED                                              [2.01 PM

EXAMINATION-IN-CHIEF BY MR GIBIAN                                    [2.01 PM

PN5351    
COMMISSIONER O'NEILL:  All right, Mr Gibian.

PN5352    
MR GIBIAN:  Thank you, Commissioner.  My name is Mark Gibian.  Can you he

PN5353    
COMMISSIONER O'NEILL:  That's you, Ms Youd - can you hear Mr Gibian all
right?‑‑‑Yes, I can, sorry.

PN5354    
No, no, that's all right.

PN5355    
MR GIBIAN:  Can I just ask you to repeat your full name again for the record?‑‑‑
Louise Youd.

PN5356    
And you're an aged-care employee with Masonic Care Tasmania?‑‑‑Yes, I am.

PN5357    
You've made two statements for the purpose of these proceedings - do you have th
you?‑‑‑Yes, I do.

PN5358    
The first of those is dated 24 March 2021, I think, and runs to some 83 paragraphs
nine pages.  You've got that one with you?‑‑‑Yes.

PN5359    
Have you had the opportunity to read it through?‑‑‑Yes, I have.
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PN5360    
Is it true and correct to the best of your knowledge and recollection?‑‑‑Yes.

PN5361    
That's the first statement of Ms Youd that we wish to have as part of the evidence.
173 in the digital court book, commencing at page 10554.  You should also have, 
Ms Youd, a statement, a reply statement of Kristy Youd dated 19 April 2022 runni
some 76 paragraphs over onto the tenth page, I think?‑‑‑Yes.

PN5362    
You have a copy of that also?‑‑‑Yes, I do.
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PN5365    
That statement, we wish also to be part of the evidence, is at tab 174 in the digital 
book, commencing at page 10563.  Ms Youd, you should also see Mr Ward in one
boxes on the screen.  He's going to ask you some questions now?‑‑‑Yes.

CROSS-EXAMINATION BY MR WARD                                           [2.03 PM]

PN5366    
MR WARD:  Ms Youd, good afternoon.  My name is Nigel Ward. I don't normally
under my desk.  I apologise for that.  I'm appearing in these proceedings for the em
interests.  I won't keep you very long this afternoon, I assure you.  If I ask you a q
you don't know the answer to, just feel comfortable telling me you don't know the
okay?  Don't feel stressed about that.  I don't know Fred French very well.  How m
residents does Fred French have?‑‑‑I think our capacity is 105.  We've got about 9
roughly, at the moment.

PN5367    
Is it broken into different parts or is it just one large facility?‑‑‑There's two wings 
and one wing downstairs.

PN5368    
Are any of the wings secure dementia wings?‑‑‑No.

PN5369    
I think you say that about 50 per cent of the residents have dementia.  I take it you
blend of high and low-acuity residents?‑‑‑Yes, we do.

PN5370    
Are they grouped together based on their acuity or not?‑‑‑No.
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PN5371    
Is there a particular wing you normally work in?‑‑‑Not particularly - just whereve
allocated to go to.

PN5372    
So you could work in all three of them?‑‑‑Yes.

PN5373    
So - I'm not trying to be silly when I ask this question - when you say you could w
three of them, you're normally rostered to work in one at a time?‑‑‑Yes.

PN5374    
Yes.  You use the phrase in your statement on several occasions - you talk about,
'kitchenette'.  Is there a central kitchen in Fred French?‑‑‑Yes, there is.

PN5375    
What is the distinction between the central kitchen and the kitchenette?‑‑‑The cen
kitchen is downstairs.  When the meals are ready - breakfast, lunch and dinner - th
brought up to the kitchenettes, to then be delivered from there to the residents.

PN5376    
Are they put up are they sent up in a lift or ? Yes
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PN5379    
Would there be bain maries there for keeping the food hot or does the food go stra
the lift to the resident?‑‑‑There's no bain maries in the kitchenettes.

PN5380    
Apart from receiving the food, are the kitchenettes used for any other purpose?‑‑‑J
residents want something to eat at other times during the day we prepare it for the

PN5381    
Like a piece of toast or something like that?‑‑‑Yes, yes.

PN5382    
Sorry, a cup of tea, those sorts of things - that's what the kitchenette would be used
for?‑‑‑Yes.

PN5383    
Do you have your statement in front of you?‑‑‑Yes, I do.
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PN5384    
Thank you.  Can I ask you to go to paragraph 25?‑‑‑Yes.

PN5385    
It's my understanding that you've got your Certificate III.  You say there in paragr
'Masonic Care required me to have that qualification to start my casual job.  There
existing staff who didn't have the qualification.  New staff are now all required to 
least a Certificate III'.  Are there some staff to have more than a Certificate III?‑‑‑I
100 per cent sure.

PN5386    
Okay?‑‑‑I guess it depends on their roles.

PN5387    
When you said they need to hold at least a Certificate III, what did you mean by, '
least'?‑‑‑I suppose, like, for us carers it's yes, we have to have one as a carer, a Cer
III.  You can also go up and get a Certificate IV if you want to.

PN5388    
Is that a personal choice or do they have some jobs where they require a Certificat
IV?‑‑‑That's a personal choice, as far as I'm aware.

PN5389    
That's okay.  Can I take you to paragraph 30J?‑‑‑(Indistinct reply)

PN5390    
You say in this paragraph - you're describing your mornings.  You say this:  after y
the fourth or fifth person who is abusing you, you can be quite stressed.  You see
that?‑‑‑What letter was that one, sorry?

PN5391    
My apologies, Ms Youd - it's J?‑‑‑Yes, I can see that.

PN5392
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So when you say there are a couple of current residents who are verbally abusive, 
you're saying there's more than that?‑‑‑I guess so, yes.

PN5394    
That's yes?‑‑‑Yes.

PN5395    
When you did your Certificate III, I take it that you were taught de-escalation stra
when people were behaving like that?‑‑‑Yes, we were.
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PN5396    
What sort of de-escalation strategies do you adopt when you're dealing with reside
that?‑‑‑Talk calmly, distraction - when they don't work then we leave the room, ju
some time to calm down.

PN5397    
Is it the case - have you ever been in an unsafe situation at work?‑‑‑Yes, I have.

PN5398    
What is the procedure that your employer requires to be followed if you feel you'r
unsafe?‑‑‑I couldn't tell you.

PN5399    
You've not been told by your employer that you are to leave the situation and remo
yourself from something that's harmful?‑‑‑I'm sure I have.  But I can't remember a
time.

PN5400    
You just can't remember it?‑‑‑No, not at the moment - not on the spot, sorry.

PN5401    
That's fine, that's fine.  Can you go to paragraph K underneath J?  Do you see para
K?‑‑‑Yes.

PN5402    
You talk there about needing to prepare breakfast.  Can you just explain to me wh
might have to prepare a resident's breakfast?‑‑‑When the kitchen staff leave the
kitchenettes, that's when we are required to prepare the breakfast for them.

PN5403    
What sort of breakfast might you prepare?‑‑‑It could be porridge, toast, hot drinks
whatever the resident would like.

PN5404    
I take it there is not a full kitchen in the kitchenette?‑‑‑No.

PN5405    
Do most of the residents go to the central dining room or do residents stay in their
for meals?‑‑‑It just depends on the day - a lot of them do come out but a lot of them
in their room.

PN5406
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PN5408    
That would be the role of a care worker, wouldn't it?‑‑‑Yes.

PN5409    
Was assisting residents with feeding part of your Certificate III program?‑‑‑Yes.

PN5410    
If you go down to paragraph S, you say - this is after lunch, I think - 'At times afte
gets a lot slower-paced.  One staff member usually goes home'.  You then say in (u
the afternoon we do paperwork.'  How long does your paperwork take to do?‑‑‑It c
us half an hour or longer.

PN5411    
What might make it go longer?  If there's an incident or something like that?‑‑‑Ye

PN5412    
Is your charting and your progress notes, are they all on paper, or are they on an iP
computer system?‑‑‑A mixture of computer and paper.

PN5413    
Which ones are on paper?‑‑‑Heaps, lots of them.

PN5414    
Which ones?‑‑‑You've got the hearing aid charts.  I'm just trying to think – sensor 
checks.

PN5415    
Where do the paper ones go to after you've filled them out?‑‑‑They were in a folde

PN5416    
Your day-to-day progress notes, your observations on residents, are they electroni

PN5417    
Sorry, it's been a long day.  Bear with me if I've asked you this question when I'm 
Who do you report in to?‑‑‑Pardon?

PN5418    
Who do you report in to?  Who's your manager?‑‑‑Our initial reports, if we've got
something, goes to the nurse in charge we're working under, and if it needs to be a
further it will then go to the clinical nurse manager.

PN5419    
Is the nurse in charge a registered nurse or an enrolled nurse?‑‑‑Generally enrolled

PN5420    
Is the clinical manager a registered nurse?‑‑‑Yes.
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PN5421    
When you're with a resident and you're doing observations, what would make you
directly to the enrolled nurse?  What sort of observation - if you saw a resident wi
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PN5423    
You've never done medications?‑‑‑No.

PN5424    
No further questions.  Thank you, Ms Youd.

PN5425    
COMMISSIONER O'NEILL:  Any re-examination, Mr Gibian?

RE-EXAMINATION BY MR GIBIAN                                                 [2.16 PM

PN5426    
MR GIBIAN:  Just one matter, Ms Youd.  Can you hear me again?‑‑‑Yes, I can.

PN5427    
You were asked about the persons who you report to, and as I understood your ans
was that you directly report to a nurse in charge and then above them there's a clin
manager?‑‑‑Yes.

PN5428    
With the clinical nurse manager, who you indicated was a registered nurse, is that 
individual for the entire facility, or is there more than one?‑‑‑There's the clinical n
manager.  There's also a clinical manager, who is a registered nurse as well.

PN5429    
Are they there at work at particular times of day?‑‑‑They're generally there from –
7 and 7.30 in the morning until afternoon.  I'm not sure what time they finish.

PN5430    
With the nurse in charge, who I think you indicated is an enrolled nurse, is there m
one person who holds that position?‑‑‑Yes, there is.

PN5431    
And is there a nurse in charge for the facility at all times of night and day, or only 
particular times?‑‑‑There's generally an RN in the building 24/7.

PN5432    
Yes.  Thank you, Ms Youd.  That's the re-examination.
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PN5433    
COMMISSIONER O'NEILL:  Thank you very much, Ms Youd.  You're now excu
free to go?‑‑‑Okay.  Thank you.

<THE WITNESS WITHDREW                                                             [2.17 PM

PN5434    
MS DOUST:  Commissioner, the next witness is Julie Kupke.  Her statement is at
of the digital court book.  That's page 11,479 for the record.

PN5435    
COMMISSIONER O'NEILL:  Yes.  Is she here?
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PN5438    
MS KUPKE:  Hello?

PN5439    
COMMISSIONER O'NEILL:  Ms Kupke, you can hear me.  Can you put your cam
please?  All right.  You can hear me all right?

PN5440    
MS KUPKE:  Yes, I can.  Thank you.

PN5441    
COMMISSIONER O'NEILL:  My associate is just going to take you through the
affirmation.

PN5442    
THE ASSOCIATE:  Ms Kupke, can you please state your full name and work add

PN5443    
MS KUPKE:  It Julie Ann Kupke, and I work for Absolute Care & Health and the
moment - - -

PN5444    
COMMISSIONER O'NEILL:  Ms Kupke, you can give your home address if you
have your other address.

PN5445    
MS KUPKE:  Yes, I don't have the correct address on me at the moment, I'm sorry
address is (address supplied).

<JULIE KUPKE, AFFIRMED                                                               [2.21 PM

 

EXAMINATION-IN-CHIEF BY MS DOUST                                      [2.22 PM

PN5446    
COMMISSIONER O'NEILL:  Ms Doust, are you bringing this witness in?

PN5447    
MS DOUST:  Yes.  Thank you, Commissioner.  Ms Kupke, it's Lisa Doust here.  C
hear me and see me on the screen?‑‑‑Yes, I can.

PN5448    
Great.  Now, Ms Kupke, are you employed as a carer by Absolute Care and Health
Victoria?‑‑‑Yes, I am.  I'm employed as a disability support worker.

PN5449    
Has that changed recently?‑‑‑Yes, it did change recently.  It changed on 17 March 
a carer and then they moved me to a disability support worker.

PN5450    
All right.  And have you prepared a statement for the purpose of the proceeding be
Commission?‑‑‑In what you're going to ask me?
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PN5453    
Now, subject to the change that you just told us about, is that statement true and co
the best of your belief and knowledge?‑‑‑Yes, it is.

PN5454    
Thank you.  I read that, Commissioner.

PN5455    
COMMISSIONER O'NEILL:  Right.

PN5456    
MS DOUST:  Ms Kupke, Mr Ward will now ask you some questions?‑‑‑Okay, tha

CROSS-EXAMINATION BY MR WARD                                           [2.24 PM]

PN5457    
MR WARD:  Ms Kupke, can you see me?‑‑‑Yes, I - yes, I can.

PN5458    
And you can hear me okay?‑‑‑Yes, I can.
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PN5459    
Ms Kupke, my name's Nigel Ward.  I appear in this matter for the employer intere
just going to ask you some questions if I can.  Do you have your statement in fron
you?‑‑‑Yes, I do.

PN5460    
Thank you.  Can I just start with some general questions.  Who do you report into
should stop.  When you gave this statement, when you gave this statement, who d
report into?  Who was your - who was your manager?‑‑‑When I gave this stateme

PN5461    
Yes?‑‑‑I gave this statement to the Health Workers Union.

PN5462    
Yes, I know but at that time when you wrote this statement, back when you were a
care worker, who was your manager?‑‑‑My manager was Mitch Selman.

PN5463    
What position does that person hold?‑‑‑Human resources.

PN5464    
So, you didn't - so you reported to a HR manager, did you?‑‑‑That's correct.

PN5465    
Your company didn't have a team leader or a client case manager you worked with

PN5466    
Did your company employ any registered nurses?‑‑‑Yes, they do.

PN5467    
I take it you didn't report to the registered nurse then?‑‑‑No.
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I think you'll find it's on page 2 of your statement?‑‑‑Yes, number 17.

PN5470    
It reads as follows:

PN5471    
I've also completed some free courses from the University of Tasmania.  The co
have completed are Prevention Dementia, Understanding Dementia, Understa
Traumatic Brain Injury.
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PN5472    
Do you see that in the statement?‑‑‑Yes, I do.

PN5473    
Were you asked by your employer to do those courses or did you decide to do them
did those courses myself for my own benefit in relation to the clients I was workin

PN5474    
Can I just ask the Preventing Dementia course, how long did that course go for?‑‑
actual course went over a few weeks.  You had to tune into it.  We did one part of 
then you had to tune into for, like, the next fortnight when you completed that, the
fortnight.

PN5475    
So, it was online was it?‑‑‑That's correct.

PN5476    
When you say you had to tune in, did you tune in to listen to a lecture or somethin
that?‑‑‑No, you had to - there was videos that you had to listen to, there was quest
lot of reading that you had to do.

PN5477    
Is it the same for the other two courses you did, something similar?‑‑‑Yes, that's c

PN5478    
When you finished those, did you do an exam or an assessment?‑‑‑Yes, at the end

PN5479    
Did you get some qualification from those?‑‑‑You got a certificate to say that you 
completed it and you'd passed.

PN5480    
So, it was a certificate of completion was it?‑‑‑That's correct.

PN5481    
In the paragraph below you say:

PN5482    
I'm required by Absolute Time to take regular online training.

PN5483    
I take it that online training is company specific training, is it?‑‑‑In relation to the
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PN5485    
What does that training cover?‑‑‑It's more probably about the aged care practices, 
after your client.

PN5486    
How many modules or courses do you do a year of that?‑‑‑I probably - you have t
each year.  I've probably done at least 12.

PN5487    
This year?‑‑‑Yes.

PN5488    
Do they cover work health and safety?‑‑‑Yes, they do.

PN5489    
Do they cover things like that bullying and harassment, things like that?‑‑‑Yes.

PN5490    
And you say in your statement they take between 30 minutes to an hour to
complete?‑‑‑That's correct.

PN5491    
Which ones take an hour?‑‑‑Basically they all do because you have to click on the
and you have to do further reading, and you have to listen to like videos, yes. If yo
going to do it properly and correctly well, you have to click on these areas to give
full part of the course.

PN5492    
When your statement says it takes between 30 minutes and an hour, are you now t
it doesn't take 30 minutes?‑‑‑No, some courses are shorter and then other ones are

PN5493    
Okay.  Right.  Now, when your company takes on a new client, a brand new client
that the client goes through an assessment process do they?‑‑‑In what - I'm sorry, I
understand.  In what relation to do you mean to that?

PN5494    
When your client - let's say somebody rings up your company and says I'm entitle
package, I'd like some domestic support in my house.  Does your company undert
assessment of the needs of that client?‑‑‑That's correct.  They would send out a ca
manager to that client and assess their needs, and then that would go back into the
and then they would assess what type of person to send out to that job.

PN5495    
So, you do have - you do have case managers in your business?‑‑‑That's correct.
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PN5496    
And does the registered nurse get involved in that or just the case manager?‑‑‑It w
that would depend on the type of client and what type of needs that that client nee
they needed the nursing staff.
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Thank you for that.  Thank you for that.  Am I right in saying that a care plan will
developed for that client as they're brought on and looked after?‑‑‑That's correct.

PN5499    
When do you first get shown the care plan if you're going to work with that client
actually get offered the job through our mobile phones if that timeframe and if tha
within your roster, and then you get allocated that job, and then that all comes up u
your app before you first go out to that job.

PN5500    
So, you'll be able to access through your app that client's care plan before you go o
them?‑‑‑That's correct.

PN5501    
If it's the first time a client's being assisted, does somebody go out and do a risk as
of their house to make sure it's safe?‑‑‑That's correct.  That would be done by the 
manager.

PN5502    
Case manager, okay - I'm sorry if I haven't got this right:  am I right that you do a 
of personal care work and domestic assistance work?‑‑‑That's correct.

PN5503    
Yes, and that would just depend on the client, would it?‑‑‑That's correct.

PN5504    
Okay.  I'll do both of them if I can, because there might be a difference.  Let's say 
going to go and (indistinct) - you finish with the client.  Where do you do your wr
what you've done?‑‑‑At the end of the shift we have to write up our notes, which a
through our mobile phone app.  Then we send it in.

PN5505    
Typically, what would be in that note that you've written up?‑‑‑In the notes, what I
actually done out there with the client that day.

PN5506    
So if you had been cooking for the client you might write:  'Arrived at this time, c
breakfast', things like that?‑‑‑That's correct.
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PN5507    
Is the same the case for personal care work?‑‑‑Personal care work, yes, that's the s
do a shower or toileting or - you write in exactly what you do.

PN5508    
Okay, and is there a point at which you might make an observation about a client w
need to get in contact with the registered nurse or the case manager?‑‑‑That's corre
I have to do is go through the channels and I ring head office and speak to a coord
I ask them to email the nurse or the case manager, if there is anything that I see th
happy with while I'm on that shift.

PN5509    
So if I ga e o an e ample of sho ering a client and o obser e br ising on the
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PN5511    
While you are still there?‑‑‑While I'm still there?  While I'm still there by myself, 
response would be to call an ambulance because they'd get there quicker than a nu
whereas if I need the nurse, I'd ring up and report that we'd have to send a nurse o

PN5512    
Later on - so if a client was struggling with their breathing, your procedure is to ri
0, is it?‑‑‑I would definitely ring triple 0 first, yes.

PN5513    
That's fine.  Now, do you have any involvement in medications?‑‑‑I do oversee th
medications to ensure that the clients are taking their medications and if I see som
that I'm not happy with, I report it straight away, if a client hasn't taken his medica
his blister pack or his medication because he's been hiding them, yes.

PN5514    
A number of witnesses have described this as prompting medication.  Is that what
understand you do?‑‑‑Yes.

PN5515    
You don't actually give them the medication, you take it out of the blister pack, pu
cup, or put it in their hand, is that right?‑‑‑Yes, I do do that as well.
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PN5516    
Do you have to verify, do you have to check that the medication is the one it's mea
be?‑‑‑Coming from the blister pack they're usually labelled Monday to Thursday, 
PM.  So you just take it from the blister pack at that point of time of day.

PN5517    
And do you have to record that you've seen them take it in your record?‑‑‑Yes.

PN5518    
I think you said earlier that if you saw something unusual, you'd report that.  Does
report go straight to the RN or does it go to somebody else?‑‑‑I report that straight
to head office, which are our coordinators, and then they'd take it further onto the 
from there.

PN5519    
If a client had written into their care plan that they wanted a shower in the mornin
told you they wanted to change to the afternoon, who do you communicate that to
that in my notes, just stating that that's what the client wants, and then I would als
head office to advise them that instead of having a morning person out there you m
better off sending out an afternoon person.

PN5520    
I take it that the care plan would then be amended and the person who looks after 
would see the amended care plan?‑‑‑That's correct.

PN5521    
Is there a procedure in place with your company that you use if you're in a positio
harm?  Do you want me to explain what I mean by that?‑‑‑Yes, please.
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When you leave the premises, who do you call after that?‑‑‑Head office, straight a
(indistinct) left the premises.

PN5524    
They will instruct you as to what to do, will they?‑‑‑That's correct.

PN5525    
Have you ever had to do that yourself?‑‑‑No.

PN5526    
Just a minute, if I can.  Ms Kupke, thank you very much for your evidence.  Comm
I have no further questions.

PN5527    
COMMISSIONER O'NEILL:  Thank you.  Any re-examination, Ms Doust?
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PN5528    
MS DOUST:  No re-examination, Commissioner.

PN5529    
COMMISSIONER O'NEILL:  Thank you very much for your evidence, Ms Kupk
excused and free to go?‑‑‑Okay, thank you.

<THE WITNESS WITHDREW                                                             [2.39 PM

PN5530    
COMMISSIONER O'NEILL:  I think next is Ms Wood.

PN5531    
MS DOUST:  Yes, Commissioner.

PN5532    
COMMISSIONER O'NEILL:  Do we have any information about Ms Wood's situ

PN5533    
MS DOUST:  We think she is just attempting to log on at the moment, Commissio
just follow that up.

PN5534    
COMMISSIONER O'NEILL:  I think she may have just joined us.  Good afternoo
Wood - can you hear me all right?

PN5535    
MS J WOOD:  Yes, thank you.

PN5536    
COMMISSIONER O'NEILL:  I'm Commissioner O'Neill.  My associate is just go
have you take the affirmation.

PN5537    
MS WOOD:  Okay, thank you.
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PN5540    
THE ASSOCIATE:  Thank you.

<JENNIFER WOOD, AFFIRMED                                                        [2.41 PM

***        JULIE KUPKE                                                                                                                                XXN MR WARD

EXAMINATION-IN-CHIEF BY MS DOUST                                      [2.41 PM

PN5541    
COMMISSIONER O'NEILL:  Ms Doust.

PN5542    
MS DOUST:  Thank you.  Ms Wood, it's Lisa Doust here.  Are you able to hear m
enough there?‑‑‑Yes, I can't see you but I can hear you.

PN5543    
If you see the table with four people along it, I'm second from the end.  Ms Wood,
employed by Uniting Home and Community Care Nepean as a support worker?‑‑‑
that's right.

PN5544    
Have you prepared a statement for the purpose of the proceeding before the
Commission?‑‑‑Yes.

PN5545    
Is that a statement dated 27 October 2021?‑‑‑Yes.

PN5546    
Can I ask you - you've got a copy of that statement with you?‑‑‑Yes.

PN5547    
Is that right?  Can I just ask you, would you just go to paragraph 46 to look at
subparagraphs R and S, please?‑‑‑Yes.

PN5548    
Is it the case that in paragraph R, where you referred to the 11.30 am client, that sh
11.30?‑‑‑That's right, yes.

PN5549    
Then in the following paragraph, there is a reference to 11.30, a client you regular
11.30.  Should that be 11?‑‑‑That's right, yes.

PN5550    
Subject to those changes as to the timing of those events, is your statement true an
to the best of your belief and knowledge?‑‑‑Yes, it is.

PN5551    
Thank you.  I read that, Commissioner.

PN5552    
COMMISSIONER O'NEILL:  All right.  Mr Ward?

PN5553    
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MR WARD:  Ms Wood, can you see and hear me?‑‑‑Yes, I can.

PN5555    
Thank you very much.  Ms Wood, my name is Nigel Ward.  I appear in these proc
for the employer interests.  I'm just going to ask you some questions, if I can.  Do 
your statement in front of you?‑‑‑Yes.

PN5556    
Sorry, I've just lost my place.  Bear with me, Ms Wood.

PN5557    
COMMISSIONER O'NEILL:  Just while you're gathering your thoughts, Mr War
happily running ahead of schedule this afternoon.  I'm just wondering if there's an
we can make of the time.  I noticed in the hearing plan that came through there wa
for Mr Barnes to – for some other date to be set.  Perhaps you could just make som
inquiries and see if – that might not be suitable to Mr Ward, who might not have h
opportunity, but if you just explore that, and Mr Ward, it looks like you've gathere
thoughts by now.

PN5558    
MR WARD:  I am, but I might just answer that very question, Commissioner.  Giv
we've been informed of this coming up, I'm not in a position to deal with anybody
than who's on the list today.

PN5559    
COMMISSIONER O'NEILL:  No, fair enough.

PN5560    
MR WARD:  Ms Wood, sorry about that?‑‑‑That's okay.

PN5561    
Am I right that you don't have a formal aged care qualification, or have I got that
wrong?‑‑‑No, that's right.  I don't have a Certificate III or anything.

PN5562    
I take it that you contemplated that, but you've done your library qualifications
instead?‑‑‑Yes.  I started in early 2011 and, just off the top of my head, maybe tha
or two there were possibly some opportunities to do the certificate, but at that time
was even less than the $1.70 or something that I checked and put in the statement.
was even less than that above, and - - -

PN5563    
You didn't (indistinct) - - -?‑‑‑Yes, so I didn't pursue it and I didn't have to at that s
if I did it, I wouldn't have been able to decline personal care shifts.

PN5564    
Yes?‑‑‑Whereas I'm able to do all the other range of shifts, but not – just not perso
and medication assistance - - -
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PN5565    
(Indistinct) - - -?‑‑‑ - - - that's required for that certificate.  But I now have 11 year
e perience so
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I understand your evidence that you do domestic support work, but you don't do p
care support work?‑‑‑Yes, that's right.  We basically all do the full range, which co
transport, shopping, meal preparation, domestic assistance, social support – we all
whole range, but the added ones that sometimes people do as part of a service that
shopping or domestic assistance anyway, they might start off with the personal car
might just be the medication assistance.  So we're all the same, but there's just a ha
us on my team that are just minus those two tasks.

PN5568    
Typically how long would you spend with a client doing domestic assistance?  Is t
of a range, or is there a typical - - -?‑‑‑They're either usually one hour or two hour
actual domestic assistance services, yes.  Occasionally that can include one hour –
service time can be broken up into segments.  Occasionally it can be one hour of s
and one hour of domestic assistance.

PN5569    
You say in your evidence that you prepare meals.  I - - -?‑‑‑That's just – yes.

PN5570    
Every time I've asked this question it sounds rude, and I apologise, but you've not 
trained to cook?‑‑‑No.  Pretty much everything we do I suppose – my take on it is
care, is what you can no longer do yourself.  So it's light domestic duties, hanging
washing, the ordinary sort of shopping you would've done, and if you're no longer
get up and even heat a meal, or prepare a simple meal, then you can ask to have th
your care plan's – this is speaking from the client's point of view obviously – when
initially being put together, they might say that's one of my priorities, or a son and
might say that's one of the priorities for mum.  So therefore that might be either in
middle of the day, or it might be later in our working day, getting closer to a client
dinner‑time.  To, you know, cook – yes, I'm not trained in cooking, no, but one of 
that we have to do when we do the regular sort of online learning little test that we
do on a regular basis, they include questions around food safety.

PN5571    
Yes?‑‑‑So we were not taught to cook, no; in the same way we're not taught to cle
shop, or anything.  It's just to the best of your ability, and to what the client wants,
do of course have to make sure that we're preparing food safely.
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PN5572    
I'll come back to those tests that you do in a minute.  When you actually are prepa
meal, you're preparing what the client wants you to prepare from whatever's in the
as it were?‑‑‑Yes, which we may have been involved in as well.

PN5573    
Because you might have done the shopping with them?‑‑‑Yes, or another support 
on, you know, earlier in the week, for example, might have done the shopping.  Ye
it also includes, whether we're rostered on for the meal prep or not in regards to fo
would also be checking the fridge on a domestic assistance – depending on what t
like, if they're sort of on top of that not so much, but a lot of the time if you're sort
regularly accessing their fridge, that's another part of the duties that you should be
need to make sure there's nothing questionable in the fridge in terms of dates and 
that.
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attending the office, and they'd set up a computer for you and you'd do it there, bu
have to do that on our own phones, in our own time, and then I think there's a cert
amount of hours that we have to have accumulated before we get paid for it.

PN5575    
So you do them on your iPhone or something like that, do you?‑‑‑On a work‑prov
Samsung phone.

PN5576    
Okay.  I take it you've got a certain number you have to do every year, and every y
have to do them, is that how it works?‑‑‑Yes.  Yes, pretty much like that, yes.  Yes
sometimes there seems to be new ones or different ones or – yes, some of them ar
to do with regulations and things, and others are to do with daily practice, like thin
sound simple but – like, handwashing, but there's, you know, specific methods, an
course with COVID it's even more – make sure that you get that right, whether yo
sanitiser or handwashing.

PN5577    
And are they sort of video-driven when you do them?  Are they, you know, like w
video, or what are they like?‑‑‑They will have little elements where you have to st
play a video, and sometimes that's frustrating because it doesn't work and then you
and you decided to dedicate your evening to getting a couple done, and then you h
contact your team leader the next day to say I couldn't get any further with this on
Personally, I preferred it when you were rostered on to just come into the office an
the office computer, because there was help at hand for things like that.
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PN5578    
Assuming it goes well and they don't freeze or don't fail working, do they take, wh
20/30 minutes to do each?‑‑‑On average, yes.  It could be anywhere between 10 an
50 minutes really, yes.

PN5579    
And it depends on the nature of the program?‑‑‑Yes.

PN5580    
I think in your statement you say it seems to be around - about 20/30 minutes is pr
reasonable average?‑‑‑Probably on average, yes.  Yes, some may be a little bit mo
then especially – there's a little quiz at the end and if you get that wrong you have
over and - - -

PN5581    
You have to go back to the beginning?‑‑‑Yes.

PN5582    
Okay.  Well, I hope you don't get it wrong.  Can I - I just want to understand some
procedures if I can, and if you don't know the answer to these questions please jus
I'll be comfortable with that.  Who's your boss?‑‑‑My sort of direct line supervisor
my team leader.

PN5583    
Right?‑‑‑So, she's the team leader - I believe when I started there was about 20 of 
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PN5585    
Okay.  Do you have - I take it you probably don't come in contact with registered 
because you're doing domestic assistance?‑‑‑No, as I say I'm not just doing domes
assistance.  I'm doing all the services involved in home care except for personal as
I come across - I have to contact them, for example - I'm aware of who they are an
we used to have - we used to have what we called our all in meeting every few mo
since COVID we haven't had that.  And they'd often be one of the RNs for our tea
there.  Otherwise I could email her.  I need to be able to email her and at times - an
also trained to - if I arrive at a client's home they've got a dreadful wound or one th
quite dreadful enough to call an ambulance immediately, I then need to - the proce
photograph that and send that to the RN.  And also try - you know, and try and ale
the fact that I've just sent that to her and I'm needing advice.
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PN5586    
I think you deal with that in paragraph 55 of your statement.  For instance, if you 
my house and I had a bad bruise, I take it you'd photograph that and send that to th
RN?‑‑‑Yes, yes.  I'd probably ask you a little bit more about it too because it's my 
whether I need to call an ambulance or not.

PN5587    
I see?‑‑‑But that's - yes, I mean if you'd just done it and it was a blow to the head o
something, I probably would call an ambulance.

PN5588    
So, if you were with a client and they were in any sense of stress or breathing prob
things like that, the protocol is to call an ambulance straight away is it?‑‑‑Yes, in t
wouldn't hesitate, yes.  And certainly falls I'm - yes, that's the procedure.

PN5589    
But if you - sorry, if I can ask you about that.  If you were preparing a meal and I h
is the procedure to ring the ambulance straight away or ring the registered nurse?‑
had a fall I'd call the ambulance.

PN5590    
Straight away?‑‑‑Yes, and then I'd also be having to go through the process of reas
you that it's not as dramatic as it sounds, you know, you won't have to pay for the
ambulance. It's unlikely that they're going to want to take you to hospital because 
a lot of people no matter how injured they are or if they're conscious, they don't w
call an ambulance because they don't want to back in hospital if they've just (indis
you know, whatever.  But yes, they usually - so you have to sort of go through tha
of gently talking them through it and say I'm sorry, I actually have to, it's part of th
procedure, and it's highly unlikely they'll want to take you.  Because I've seen, you
paramedics walk in multiple times and they usually just reassure the client and the
you know, compared to some of the things they go to, I imagine, it's - yes, it just m
then the client gets checked over as well.

PN5591    
Yes?‑‑‑And I'll sort of use that as my argument in, you know, or in my softening o
blow, the explanation to the client as well.  You know, tomorrow if you feel a bit s
anything well still go to the doctor or call someone but, you know, hopefully this w
reassure you because they'll be able to tell us how serious it is here and now.
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be in trouble if I didn't call an ambulance.  If I put in the notes, you know, that he'
fall and somebody just happened to read that several days later, I'd probably be in 
because I hadn't followed the correct procedure there.  But everything else is very
variable.  Yes, but no, I don't think that's - that's not really in any of the kind of - - 
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PN5593    
Training programs?‑‑‑Learning programs, yes.  Training.

PN5594    
And I take it that if you had a client who wanted to change the nature of their serv
say that you were preparing food for them and the family said we're going to com
do that now, what we'd actually like is somebody to clean the bathroom or whatev
that involve a change in the care plan?‑‑‑It should really, yes, yes, but if the client 
client had probably talked to me first of all, we're usually the first port of call.

PN5595    
Of course, yes?‑‑‑We're like the conduit between the organisation and the client (i
- - -

PN5596    
So, how would you formally communicate that back to your - - -?‑‑‑At that point I
probably try and get a hold of their - well, I still say coordinator but technically, I'
support worker, they're support adviser, so I try and find out who they're support a
We've sort of had a little bit of a shuffle of change in that kind of order at work, bu
basically there's still somebody like a support adviser.  I would try and get a hold o
discuss it and I would also email them. We have to do both really.  I try - ideally if
get them on the phone while I had the client, I'd put my phone on speakerphone an
that, you know, you can speak to, you know, Betty directly or whatever about this
tell you what she's thinking.  Because that may - I don't think it would be such a b
it was, you know, say it was social support rather than shopping or something.  It p
still would be in the daytime but a meal prep which, you know, might have been r
at six or something or support worker involved, you know, that might involve a w
different, you know, change in the service time as well.  In which case yes, that w
involve rostering as well.  So for that I would ask for help and I would also have t
communicate that higher up.

PN5597    
Okay.  And if the care plan of a client actually gets changed, is it your understandi
one of the registered nurses will take care of that or is it somebody else in the man
team?‑‑‑No, it would be the support adviser ideally, yes.  But that takes a while to
sometimes it takes a while to get a hold of one actually and to follow up to sort of
- sometimes they'll visit the person two or three times and say did they call you, an
have to try again to call them or I'll try and give them another email to say did you
email from Betty Smith or whoever, about - - -

PN5598    
Sorry, I'm not trying to interrupt you.  Is the support adviser a registered nurse?‑‑‑
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So in o r organisation in o r organisation I don't need to be a registered n rse
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the support adviser has to consult a care plan but - I mean has to consult and possi
support adviser maybe consulting with an RN and I'm not aware of that.

PN5601    
That's fine?‑‑‑Yes, yes, I know normally the care plan is set up at the beginning an
something I read before I go in there but I couldn't really say how much an RN's b
involved in that.  But support advisers generally aren't RNs.

PN5602    
Is it the support adviser who goes in and does an initial risk assessment of the hom
somebody else?‑‑‑No, that's likely to be me.

PN5603    
That's likely to be you.  So you would take the risk assessment document with you
I've got copies in my car.

PN5604    
That's okay, and you would check that the lights are working and the stove works 
things like that?‑‑‑Yes, or - yes, or is safe, more likely.  And that there's not, you k
rolled up rugs or mildew or there's a lack of handrails.  It's very much about me as
about the client.

PN5605    
You being safe as well?‑‑‑Yes.  Yes.  So, when I - when I - - -

PN5606    
And where does that go to after you've done it?‑‑‑I would send that through to the
probably my - I'd probably email it to my support - my team leader and the suppor
concerned for that client.

PN5607    
And if you identified something on that that suggested the environment wasn't saf
would the procedure be?‑‑‑Well, to be honest it'd probably - in my experience it w
little bit slow.

PN5608    
Okay.  Look, I don't mind you criticising them, I think that's - - -?‑‑‑Yes, I don't m
as a criticism of my employer but that can be very frustrating and stressful.  We're
much encouraged to fill the - to be honest - to fill that form out in a way which do
create work unless it's really needed.  But - - -
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PN5609    
But have you put yourself in an unsafe situation?‑‑‑Well, for example, there is one
not seem initially like drastically unsafe but there is one lady I visit who has a sing
against the wall.  Now, I have to make that bed every time I go there.  So that's a c
strain on the back and I find that very difficult and it's not on wheels or anything. 
actually on bricks at one end to give her a slight elevation.  So I have to - yes, stru
that a different way each time and at one point I did record that, just to see what w
happen, as not being ideal, and nothing ever happened.

PN5610    
I t k it fi d th t di i ti ? Y
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other support worker who goes on another day of the week doesn't seem to be goi
any more but I'm in the dark about what's happened there, as I am with a lot of thi

PN5612    
You give some evidence on that in your statement.  Have you ever had the need to
yourself from a house because you're in harm's way?‑‑‑No, not exactly - I've certa
uncomfortable at times.  There was one man once who had a male friend and to be
was suspicious on what they were doing at a computer in a bedroom.  I think I cut
That was quite a few years ago.  I just - - -

PN5613    
You left early?‑‑‑As early as I could without causing - - -

PN5614    
I'm just interested - - -?‑‑‑ - - - myself to get into trouble.

PN5615    
You understand there to be a procedure that if you are feeling unsafe you're to leav
home?‑‑‑Yes, that is certainly made clear to us - if it's something really - if you jus
uncomfortable, that's sort of a grey area, I suppose.  I mean, I've certainly - yes, I 
know the procedure if there was something really wrong or threatening.  There is 
code word that we use.  I don't know how often it's been used.  I try not to dwell o
that once I heard somebody use it and nothing happened.
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PN5616    
I take it you say this code word - that is you call somebody and give them the cod
word?‑‑‑Yes, so I call work and get this particular name into the conversation and 
they're supposed to pick up on the fact - you read between the lines of why I'm cal
other than that of course I would just leave.  I always keep my car keys in my poc
mean, you know - there's people that I've been seeing for years that that's the last t
my mind.  But it still feels it goes against the grain to put them in the sort of work
that I walk in with rather than in my pocket because you just don't know if you mi
to exit in a hurry.  There are things like that we're told - we're told not to park in th
driveway, partly in case we did have to call an ambulance so we never park in the
driveway.  But we would also park in the direction in which we head off in case w
leave in a hurry.

PN5617    
Yes?‑‑‑There are procedures like that that we're told about but yes, just being a litt
uncomfortable is much more of a grey area.

PN5618    
I assume it's your call?‑‑‑In terms of - - -

PN5619    
If you feel unsafe, you're the one who has to make the call, aren't you?‑‑‑Yes, if it 
clearly a threatening situation, if there was someone being violent or aggressive or
something like that, yes, no doubt about it.  But I've heard arguments in homes wi
voices.  I've witnessed a client hit his wife, things like that.  It's not black and whi
not really supposed to go.  Yes.
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luckily another support worker had not long arrived and she - I was facing - I'd oft
this man raising his voice with his wife when I wasn't in the room, which I found 
distressing so of course I wouldn't leave.  There's no need to leave in those - I'm ju
note of what's happening, sort of thing, and putting it in the notes later and sort of
observing, 'Is this something that's going to escalate, how often does he do this', et
because it's very distressing knowing that the wife has dementia.  But he seemed o
frustration to raise his voice more and more and I used to think, 'Why doesn't he g
she's not the woman she used to be?  She doesn't understand what he's asking'.

***        JENNIFER WOOD                                                                                                                         XXN MR WARD

PN5622    
Is that one of the situations when you ring your supervisor?‑‑‑Afterwards I did - n
actually put in an incident and got - but in that case I didn't, no.  There wasn't real
to call because I couldn't call that sort of a sensitive conversation so - there are tim
I have stepped out of the home if I'm talking about a client and I don't really want 
hear.  I can't remember exactly whether we called after.  Luckily at the time I saw 
particular client hitting his wife, luckily another support worker had not long arriv
was there for the wife.  I was there for the husband, because we were under their p
She had a back to this - so I'd often heard this man raising his voice at his wife and
know, didn't like it, didn't feel comfortable and wasn't sure what to do about it.  It'
always easy to get hold of a support advisor to discuss such things.  You get to a p
where you think, 'I couldn't a hold of them on Tuesday, I couldn't get a hold of the
Thursday'.  I'm determined to get a hold of them this week, I want to talk to someb
about this because it's bothering me.  Yes, but that particular (indistinct) violent to
wife right in - right near us.  The other support worker had her back to it but she s
face.  We were talking to each other about PPE or something and then she turned 
and she witnessed the sort of - the last bit of it, which was good for me, actually, b
knew that someone was going to back me up and there was going to be two incide
put in.

PN5623    
But if you had felt personally threatened in that situation, you understood the prot
to leave the house?‑‑‑If I felt personally threatened I would have left without a dou

PN5624    
Ms Wood, thank you very much for your evidence?‑‑‑Thank you.

PN5625    
COMMISSIONER O'NEILL:  Any re-examination, Ms Doust?

PN5626    
MS DOUST:  Yes, just a few matters.

RE-EXAMINATION BY MS DOUST                                                   [3.10 PM

PN5627    
MS DOUST:  Ms Wood, in that matter you were just talking about, where the gen
his wife, you talked about trying to get a hold of the - I think support advisor.  Do 
that part of your evidence?‑‑‑Yes.

PN5628    
Are you saying you weren't able to raise a support advisor at the time when you tr
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thing, actually, where if I can't get a hold of who I need to speak to on a day then I
go to the next house and keep up because I have to be in certain places at certain t

PN5630    
Yes?‑‑‑In that specific case, I can't actually remember.  I think maybe because it w
the day I just was wondering if I've got that - did I say that in my statement, at wh
found the - got a hold of the support advisor.  Sorry, I can't actually remember wh
to them off the top of my head because it was about a year ago.

***        JENNIFER WOOD                                                                                                                       RXN MS DOUST

PN5631    
All right.  Can I take you back a little further in the evidence you just gave, where
talking about how you would deal with a client if you felt you needed to call the
ambulance.  Do you recall giving that evidence?‑‑‑Yes.

PN5632    
You were asked about whether or not - I think a question about whether or not tha
consistent with your work procedures and in your response you indicate you'd lear
things along the way, you knew what the policy provided if there was a fall and yo
'Everything else is variable'.  You used that term, 'variable'.  Tell me what you mea
variable?‑‑‑I suppose that's where your own discretion will come into it a little bit
Anything that - so yes, I'm quite responsible for making that decision.  I mean, yo
always going to err on the side of caution.  But you can't just go calling an ambula
nothing, so yes, at least I know with a fall where I stand, that that's, you know, wh
manage to even get themselves up, I'm not to get them up, and make them comfor
concentrate on calling the ambulance.  But other things, I suppose that's where yo
training comes in as well, which I obviously need to keep up‑to‑date.  Yes, if there
anything there.  Like, I did have a lady – a client, which I've quoted in the stateme
was having a bit of an episode one day.  I could have easily left day and not done 
because it was so hard to detect that she wasn't quite right.  It's only because I kno
– we're not the cleaning lady that's just in there pushing the vacuum cleaner, we're
engaging with them, and it took me a while to realise she's not just quiet today, sh
just in a mood; there was something just didn't feel quite right.  So every so often 
and said:  are you okay, tell me more about it, tell me how you feel, until I realised
was communicating with me, she was still conscious, but she just wasn't (audio
malfunction) that day when I've called as if is this overkill, am I overdoing this, bu
turned out she would have gone into cardiac arrest if I hadn't, because her blood p
was through the floor it was so low.

PN5633    
Thank you for your evidence – I'm sorry?‑‑‑That's okay.

PN5634    
Thank you, Ms Wood.

PN5635    
COMMISSIONER O'NEILL:  Thank you for your evidence, Ms Wood.  You're no
excused and free to go?‑‑‑My pleasure.  Thank you.

<THE WITNESS WITHDREW                                                             [3.14 PM

PN5636    
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cross‑examination but we rely on that statement nonetheless.

PN5638    
COMMISSIONER O'NEILL:  Yes.

PN5639    
MS DOUST:  And then the next witness is Ms Veronique Vincent, whose statemen
tab 212 of the digital court book.

PN5640    
COMMISSIONER O'NEILL:  All right, and she's just dialling in, is she?  We hav
HSU.  Welcome back.

PN5641    
MS DOUST:  Thank you, Commissioner.  The next witness – I'm not sure whethe
heard me before we were unceremoniously dispatched from the hearing, is
Ms Veronique Vincent (audio malfunction) 212 of the digital court book.

PN5642    
COMMISSIONER O'NEILL:  Yes.  We're just waiting for her to join us, I believe

PN5643    
MR WARD:  Commissioner, can I just indicate that Ms Rafter is going to take thi
and if I could just be excused while she does that.

PN5644    
COMMISSIONER O'NEILL:  Of course.  Ms Vincent, if you can hear me, can yo
your camera on, please?  There you are.  I'm O'Neill C and my associate is just go
have you take the affirmation.

PN5645    
THE ASSOCIATE:  Ms Vincent, can you please state your full name and work ad

PN5646    
MS VINCENT:  My name is Veronique Vincent, and I work with Regis Home Ca

<VERONIQUE VINCENT, AFFIRMED                                              [3.19 PM

EXAMINATION-IN-CHIEF BY MS DOUST                                      [3.20 PM

PN5647    
COMMISSIONER O'NEILL:  Ms Doust.

***        VERONIQUE VINCENT                                                                                                                 XN MS DOUST

PN5648    
MS DOUST:  Ms Vincent, can you hear me?‑‑‑Yes, I can.

PN5649    
I'm just going to ask you a few questions.  Is your name Veronique Vincent?‑‑‑Yes

PN5650    
Are you a home support worker employed by Regis Home Care in Mildura?‑‑‑Yes
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PN5653    
I understand there's a couple of matters we need to correct in that, so if we can jus
to paragraph 2 of that statement?‑‑‑Okay.

PN5654    
Should that read there – should that paragraph read that you've worked in the posi
13 years, not 11 years?‑‑‑Yes, 13 years this anniversary in March this year.

PN5655    
Can I now ask you just to turn to paragraph 8 where you say you commenced wor
Regis as a personal care attendant.  Should that read 2009 rather than 2010?‑‑‑Act
2010.  I went back and had a look.  I actually applied in 2009 and I was notified I 
start in 2010.

PN5656    
Can I ask you just to have a look at paragraph 20, if you don't mind?‑‑‑Yes.

PN5657    
In that third line there, should that be 'personal care attendants' rather than 'person
attendants'?‑‑‑I'm a personal care attendant.

PN5658    
Yes.  Thank you.  And if we just go to paragraph 30?‑‑‑Yes.

PN5659    
Is this right, you studied for that Diploma in Dementia, but ultimately didn't comp
course?‑‑‑Yes, just - - -

PN5660    
Now - - -?‑‑‑Sorry.

***        VERONIQUE VINCENT                                                                                                                 XN MS DOUST

PN5661    
No, go ahead?‑‑‑Yes.

PN5662    
Now, subject to those corrections, is your statement true and correct to the best of 
belief and knowledge?‑‑‑Yes.

PN5663    
And is this the case, that since you've prepared your statement some of the clients
deal with on a regular basis have changed because they're no longer with Regis or
gone into residential care?‑‑‑Yes.

PN5664    
Was the statement true and correct, subject to those earlier corrections?‑‑‑Yes.

PN5665    
Thank you.  We rely on that statement, Commissioner.

PN5666    
COMMISSIONER O'NEILL:  All right.  Ms Rafter.
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turn to your statement.  So, you have worked in aged care for around 16 years, 16
years?‑‑‑Yes, correct.

PN5668    
You started as a personal care worker in 2005 with Mildura Council?‑‑‑Correct.

PN5669    
And in 2010 you moved over to Regis Home Care?‑‑‑Yes.

PN5670    
Thank you for that.  And your qualifications, you have a Certificate II in Commun
Service Work, which you got in 2006?‑‑‑Mm-hm.

PN5671    
A Certificate III in Aged Care in 2007?‑‑‑Mm-hm.

PN5672    
You have a Certificate IV in Aged Care?‑‑‑Mm-hm.

PN5673    
And a Certificate IV in Leisure and Health, both in 2013?

PN5674    
---Yes.

***        VERONIQUE VINCENT                                                                                                             XXN MS RAFTER

PN5675    
Thank you for that.  I'm now just going to take - I withdraw that.  I just want to ge
for who you report to and who you interact with in your work as a home care work
correct in understanding that you have a team leader that would be your direct per
would report to?‑‑‑No, we have case managers, what we're called, so every case m
has a certain amount of clients.  So we refer to the client - sorry, the case manager
to their particular client if we are servicing their client.

PN5676    
Thank you for that.  And if you encountered a problem during an appointment wit
would you be calling the case manager or is there a call centre or who would you 
as a first step?‑‑‑Okay.  So, the first step if there was an incident or an issue, I wou
the case manager referring to that particular client.  If it's an after hour issue regar
same thing, it would be a nurse on-call who is employed with Regis.  Because our
hours are from 8.30 to 5.00.

PN5677    
If you - are you able to contact a registered nurse during the day or would you stil
point of call go to the case manager?‑‑‑Okay, so we have an RN who is also a case
so if it was (indistinct) or medication I would actually ring them.

PN5678    
Okay, excellent.  Thank you for that, that's very helpful for painting the picture an
it right in my mind.  So thank you for that.  I'm now just going to take you to som
paragraphs in your statement and ask you some questions.  If I could take you to p
33.  Do you have that in front of you?‑‑‑Yes.  Yes.  Sorry, just bear with me.
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In that paragraph you refer to medication training with a registered nurse and I jus
to ask how that's - first of all, is that conducted in-house by Regis?‑‑‑Yes, it is.

PN5681    
And is it in - provided in a classroom like setting?‑‑‑Okay, so yes, and then we wo
go into the client and then do the actual - we do the theory but then we go into the
and actually do the task at hand to be marked off.

PN5682    
Excellent, so the RN teaches you the theory and then the RN will accompany - wi
observe you doing effectively what you've been taught to make sure you're compe
Is that correct?‑‑‑Correct.

***        VERONIQUE VINCENT                                                                                                             XXN MS RAFTER

PN5683    
Thank you for that.  How long does the theory component usually take?‑‑‑Okay, s
theory part of it is probably about half an hour, because it's like a refresher every y
originally we actually did the actual medication course but every year we have to 
actual theory again.  So, once a year.

PN5684    
And the medication course, are you referring to the unit of competency as part of 
certificate or is this a medication course provided by Regis at the start of the year?
it's a medication course provided by Regis, so I don't actually have a certificate.  I
house with Regis, so their medication set up, from my understanding, is different 
went to another organisation.  So it was something that was implemented probably
years ago.

PN5685    
You refer to a refresher that happens.  Is that the refresher that you - is that refresh
person each year?‑‑‑With the coordinator, the RN?

PN5686    
I'll take it back, sorry.  That was - so, we were talking about the medication trainin
provided by the RN and you noted that it's each year and it becomes a bit of a refr
was wondering if that refresher that happens each year is also in person with the R

PN5687    
Thank you very much for that.  I'd now like to take you to paragraph 35 of your st
just on the next page?‑‑‑Mm-hm.

PN5688    
Now, here you refer to compulsory e-learning with Regis?‑‑‑Mm-hm.

PN5689    
I just wanted to understand how the e-learning is provided.  Is it via an app, is ther
modules?  Could you just clarify that?‑‑‑Online modules.

PN5690    
Do these modules - do they concern the individual topics usually that are - that I n
list in your statement?‑‑‑Yes, as in what we do in an everyday work environment. 
it's occupational health and safety policies, procedures, that kind of thing.
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PN5692    
And do you get an email or a prompt throughout the year to complete these modu
do.

***        VERONIQUE VINCENT                                                                                                             XXN MS RAFTER

PN5693    
So, it's not a set schedule.  They just happen - - -?‑‑‑Yes.

PN5694    
Thank you for that.  And for the content of these modules, if we take an example l
manual handling, are you - I'm just trying to get a feel for what the module is.  Do
simply read the content and once you've read it, you've completed it or do you als
questions or quizzed on the content?‑‑‑We get questioned and quizzed and then w
have a competency in the nursing home, which generally doesn't reflect home care
reflects the actual nursing home.

PN5695    
If you'd just expand on that.  The competency in the nursing home, is that still on 
or is this now a separate in person?‑‑‑No, so the theory is done online and then we
the facility, which is Regis, whether it's Ontario or Sunraysia and then we are put 
the processes of using a lifter, how to get somebody out of bed.  It reflects a lot on
residential and not so much on the home care.  So what I'm trying to explain is it d
sort of allow for controlled environments. In a residential home you have vinyl flo
have furniture spaced correctly so the carer can move around.  In the home, it's the
often it's a carpeted area.  Often there's furniture involved, so you're manoeuvring
that.  That has always been an issue saying that it doesn't actually reflect the home
setup.  Also we get people in and out of cars, that doesn't reflect that.  That's not s
the actual - when you're doing that actual task. So, when I say that it reflects a lot 
residential, it doesn't actually reflect in an uncontrolled environment.  So, simple t
fly sheets, lifters that are used in the house, the home, as well as what they would 
residential.  The difference with using a lifter in the home is our protocol is we do
them off the floor with a lifter, we ring an ambulance.  So there is verifications.

PN5696    
Thank you for that.  Now since you started you mentioned uncontrolled environm
thought - I'll just take you ahead in your statement to paragraph 90.  Now, before y
a client's home for the first time, it's my understanding that a risk assessment proc
occurs, is that correct?‑‑‑Yes.

PN5697    
Could you explain that process to me?‑‑‑Okay - so initially the case manager or so
that position actually goes in and is supposed to do a risk assessment and also che
products like the cleaning services, domestic assistants, make sure that they have t
cleaning things, vacuums that are working, et cetera.

PN5698    
So they check the equipment that you would be using if you were attending there,
with those domestic services there?‑‑‑They're supposed to, yes.

***        VERONIQUE VINCENT                                                                                                             XXN MS RAFTER

PN5699    
It's m nderstanding o also ha e a o ha e access to a care plan before o
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Would one of your first steps be to look at that care plan when you enter the
home?‑‑‑Correct.

PN5701    
Prior to going to that home, if this was your first time seeing that client, you woul
access to it before entering the home?‑‑‑Correct.

PN5702    
With these care plans, is it common that the - it will include details about the hom
environment?‑‑‑No, unless there is a hazard and the case manager feels that it nee
the carer know prior to going in whether that's an environment that might be some
risky - someone that drinks alcohol, someone that over-medicates.  But that is not 
care plan.  It's a very basic care plan.

PN5703    
I sent through a document prior to today.  Did you receive a - earlier today did you
copy of it?‑‑‑Yes, I did.

PN5704    
So this is a - so this would be completely different to - this is an electronic care pl
is not the type of care plan you would see typically?‑‑‑No, I've never seen a care p
that.

PN5705    
I just wanted to give an example of what I was talking about with notifying somet
might be in the home.  So in the first line towards the end there's a notation that sa
aware of the pet cockatiel'?‑‑‑Yes.

PN5706    
Would notations like that be included in some care plans?  I'm not suggesting ever
a cockatiel but if there was something like that would you tend to note it?‑‑‑Yes, i
pet that was a bit aggressive, like a dog, which is very common, or if there was a c
you know, tended to like to run around your legs a little bit, so that sort of thing, if
out, yes.  But if people or clients have pets that are generally outside they're not a 
That's their home, so - - -

***        VERONIQUE VINCENT                                                                                                             XXN MS RAFTER

PN5707    
I'll take you back in your statement to paragraph 52, if I may?  You'll see in the pr
paragraph, I should note, you give a list of the range of services that you may prov
typically provide in different appointments and at 52, you talk about - you're rarel
providing just one task and if the care plan says it's a medical service you still mig
some other services as well.  Would it be correct to say that all of these services st
within the scope of the client's care plan?  So for example, if you were attending a
appointment for a medical service that you also helped the client with the dishes, t
still fall within the general scope of the care plan?‑‑‑Yes, it can.

PN5708    
You would generally be doing services that still fall within your qualifications?‑‑‑

PN5709    
You always will be doing something that falls within your qualifications.  I don't w

6449



So just so I can understand - after a shift, you don't need to make a notation of or d
what was done during that shift?‑‑‑Not anymore, no.

PN5711    
If you have to give a mediation prompt to a client, it doesn't need to be documente
medication chart or somewhere or is that - that's different?‑‑‑That's different - so i
medication, we have to fill out an actual medication chart so there is documentatio
medication.  But in general, other things like domestic duties, personal care, none 
documented anymore, unless there is an issue.  Then we email to the case manage
was a fall.  Then we do that.  But since the start of this year, and the introduction o
work phones that have just come in this year as well, that's why there are some alt
with my statement because we now have work phones where before we had our o
private phone.  So we receive our rosters and everything on our phones now but w
document on the phone.

PN5712    
Okay, so progress notes are gone but if there was, say, a significant change in a cli
preferences or services that they wanted, I take it - and that would affect the care p
you just contact the case manager and that's how it would be dealt with?‑‑‑Correct

PN5713    
Thank you for that clarification.  It's very helpful.  I'd now take you to paragraph -
taking you to some of the subparagraphs in 66 so I might assist you with a letter a
page.  So if I could take you to paragraph 66(h), letter (h) for Harry, at page 10?‑‑‑

PN5714    
Now, at (h) you're talking about - I should give the context.  This is for a client tha
FIFA service client.  That's what you're referring to in (g).  So a FIFA service clien
a private client - one that's not part of the (indistinct)?‑‑‑It's the client that pays fro
own pocket, basically.

***        VERONIQUE VINCENT                                                                                                             XXN MS RAFTER

PN5715    
Thank you for that.  When you - - -?‑‑‑Sorry, can I just elaborate on that as well?

PN5716    
Of course?‑‑‑It is also somebody that is actually contracted out from another organ
that don't have carers.  So they contract us out so it's a FIFA service.

PN5717    
Thank you for that.  Now, you note in (h) that you're expected to clean the whole h
wanted to clarify if that - when you're referring to that - if you're saying you now h
work outside of the care plan?‑‑‑So generally yes, because I have been told that it'
what is on the care plan, that within your work expertise you can do things outside
plan.

PN5718    
Who is telling - is that coming from the company or is that coming from the - -
-?‑‑‑Managing.

PN5719    
(Indistinct) Regis or is that coming from the client that is contracting this service?
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required someone to clean chicken droppings off the back.  I questioned it, and I w
that within reason that that was in my job scope, that I was able to do that, irreleva
was on the care plan or not.

PN5721    
Would you consider that to be work outside of the – so it's a fee for service – this 
work that's not effectively included in that fee, that you're doing it on top of it?‑‑‑I
understand the fee side of it, but as in from the carer side of it, our tasks should be
not outside.  Putting on a sprinkler is a different thing, but cleaning up faecal matt
animal should be another thing.  We've got maintenance to do that sort of thing, bu
seems that carers are able to do that.

PN5722    
I'll take you now to subparagraph – still in the same list – it's (bb) on page 13.  Le
once you have that open?‑‑‑Yes, I have it.

***        VERONIQUE VINCENT                                                                                                             XXN MS RAFTER

PN5723    
In the last sentence of (bb), you're talking about – it's a similar vein that you refer 
over a second bathroom and note that although you're not technically supposed to 
am I understanding that that's because it's not included in the care plan again?‑‑‑So
it is, and sometimes it's not, but as a general rule, if they've had family stay, out of
I'm happy to go in and wipe over; not clean the shower, but wipe over the second 

PN5724    
So it may not be specifically there, but sometimes you may do a little bit extra tha
of it?‑‑‑Yes, if time permits.

PN5725    
I'd like to take you to paragraph (uu).  That's on page 16.  It's still in the same list?

PN5726    
In (uu) you describe a client as 'has a bit of OCD.'  You don't have qualifications t
diagnose OCD, right?‑‑‑Right.

PN5727    
I'll take you to paragraph 104?‑‑‑Okay.

PN5728    
Earlier we talked about a risk assessment that occurs before you go to a client's ho
the first time, and I note you refer to 'no safety guards in place.'  I wanted to find o
you suggesting that you feel unsafe at times by saying that?‑‑‑Yes, sometimes.  If 
elaborate on that?

PN5729    
I'll - - -?‑‑‑He had – sorry.

PN5730    
I was just going to ask you a question.  It'll probably prompt your elaboration.  Wo
fair to say an incident that might make you feel unsafe would be if a client was be
violent or aggressive?  I wanted to – does Regis have a safety protocol that you're
if that occurs, if you feel unsafe?‑‑‑Yes, and that's to leave.
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setting out your opinion there, but just for clarification, you don't have a Diploma 
Nursing, do you?‑‑‑No, I don't.

PN5733    
I'll take you to paragraph 119.  I understand, in a similar vein, you hold the opinio
you're a nurse's psychologist, et cetera, but when you say it, you haven't done a ba
degree for nursing?‑‑‑No.

PN5734    
And you haven't studied psychology?‑‑‑No.

PN5735    
So you wouldn't have a qualification to diagnose someone?‑‑‑No.

***        VERONIQUE VINCENT                                                                                                             XXN MS RAFTER

PN5736    
No further questions, Commissioner.

PN5737    
COMMISSIONER O'NEILL:  Ms Doust, any re-examination?

PN5738    
MS DOUST:  Yes.

RE-EXAMINATION BY MS DOUST                                                   [3.48 PM

PN5739    
MS DOUST:  Ms Vincent, can I take you back to paragraph 104, please?‑‑‑Yes.

PN5740    
I think you were asked, Ms Vincent, about the sentence in there, 'There are no safe
in place.'  Do you recall being asked about this paragraph a little while ago?‑‑‑Yes

PN5741    
And I think you asked, 'If I can elaborate on that?'  Do you recall giving that answ

PN5742    
What is it that you wanted to elaborate on about that paragraph?‑‑‑Sorry, can you j
explain that again?  (Indistinct).

PN5743    
Yes, and I think you were directed to your reference in there to there being no safe
left in place.  After you refer to 'families leaving notes' about the tasks - - -?‑‑‑Yes

PN5744    
- - - that they want done?‑‑‑Yes.

PN5745    
When Ms Rafter asked you a question, you said, 'Can I elaborate on that', do you r
that?‑‑‑Yes.

PN5746    
I wanted to ask you what it was you wanted to elaborate on about this
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been put in as yet, so we've actually had to wait for the safety guard even though w
gone in prior to that safety.

***        VERONIQUE VINCENT                                                                                                               RXN MS DOUST

PN5747    
Thank you?‑‑‑Does that make sense?

PN5748    
It does.  You recall right at the end you were asked about the paragraph where you
expressed the view that you are like a psychologist, a hair stylist, a number of diff
occupations, and it was suggested to you that you don't have those formal qualific
What do you mean then saying that in your statement?‑‑‑Yes, I'm not a nurse, but 
in aged care specifically for aged care.  So I'm not universal.  I have trained to spe
look for observations to be a detective, to be a counsellor, to be there for that pers
their advocate.  I'm not a psychologist, and I'm there to listen, and I'm there to help
with their daily life.  I'm not a nurse that gives medication, yet I give medication. 
psychiatrist, but I sit there and I listen.  I am an advocate.  I advocate for them.  I a
businesswoman, but when I say that I'm not a psychiatrist, I'm not a nurse, I am an
care worker who is specifically trained for that.  A nurse is a universal person.  I'm

PN5749    
Thank you, Ms Vincent?‑‑‑And – sorry.

PN5750    
I'm sorry, if you want to finish that answer?‑‑‑And I was just going to say no, I'm 
nurse, but I still have to give medication.  I still have to take someone's blood pres
still have to monitor people.  I still have to look for wounds in diabetics.  So I'm a
and probably at times better than a nurse.

PN5751    
Thank you, Ms Vincent.  Those are the only questions in re‑examination,
Commissioner?‑‑‑Thank you.

PN5752    
COMMISSIONER O'NEILL:  Ms Vincent, thank you very much for your evidenc
afternoon.  You're now excused and free to go?‑‑‑Thank you.

<THE WITNESS WITHDREW                                                             [3.53 PM

PN5753    
COMMISSIONER O'NEILL:  All right.  Well, we are done and we'll adjourn and
9.30 tomorrow morning.  Thank you.

PN5754    
MR GIBIAN:  Thank you, Commissioner.

ADJOURNED UNTIL THURSDAY, 05 MAY 2022                            [3.53 PM]

***        VERONIQUE VINCENT                                                                                                               RXN MS DOUST

LIST OF WITNESSES, EXHIBITS AND MFIs

6453



CROSS-EXAMINATION BY MR WARD....................................................... PN4657

RE-EXAMINATION BY MR GIBIAN............................................................. PN4724

THE WITNESS WITHDREW........................................................................... PN4734

HELEN PLATT, AFFIRMED........................................................................... PN4744

EXAMINATION-IN-CHIEF BY MR GIBIAN................................................ PN4744

CROSS-EXAMINATION BY MR WARD....................................................... PN4752

RE-EXAMINATION BY MR GIBIAN............................................................. PN4842

THE WITNESS WITHDREW........................................................................... PN4854

MICHELLE LISA HARDEN, AFFIRMED..................................................... PN4859

EXAMINATION-IN-CHIEF BY MR GIBIAN................................................ PN4859

CROSS-EXAMINATION BY MR WARD....................................................... PN4874

RE-EXAMINATION BY MR GIBIAN............................................................. PN4918

THE WITNESS WITHDREW........................................................................... PN4923

ANTOINETTE MARY SCHMIDT, AFFIRMED............................................ PN4937

EXAMINATION-IN-CHIEF BY MR GIBIAN................................................ PN4937

CROSS-EXAMINATION BY MR WARD....................................................... PN4962

RE-EXAMINATION BY MR GIBIAN............................................................. PN5116

THE WITNESS WITHDREW........................................................................... PN5129

CAMILLA ANNE SEDGMAN, AFFIRMED................................................... PN5146

EXAMINATION-IN-CHIEF BY MS DOUST.................................................. PN5146

CROSS-EXAMINATION BY MR WARD....................................................... PN5158

THE WITNESS WITHDREW........................................................................... PN5238

SANU GHIRMIRE, AFFIRMED...................................................................... PN5256

EXAMINATION-IN-CHIEF BY MR GIBIAN................................................ PN5256

CROSS-EXAMINATION BY MR WARD....................................................... PN5273

RE-EXAMINATION BY MR GIBIAN............................................................. PN5336

THE WITNESS WITHDREW........................................................................... PN5342

KRISTY LOUISE YOUD, AFFIRMED............................................................ PN535

6454



THE WITNESS WITHDREW........................................................................... PN5433

JULIE KUPKE, AFFIRMED............................................................................. PN544

EXAMINATION-IN-CHIEF BY MS DOUST.................................................. PN5445

CROSS-EXAMINATION BY MR WARD....................................................... PN5456

THE WITNESS WITHDREW........................................................................... PN5529

JENNIFER WOOD, AFFIRMED...................................................................... PN554

EXAMINATION-IN-CHIEF BY MS DOUST.................................................. PN5540

CROSS-EXAMINATION BY MR WARD....................................................... PN5553

RE-EXAMINATION BY MS DOUST.............................................................. PN5626

THE WITNESS WITHDREW........................................................................... PN5635

VERONIQUE VINCENT, AFFIRMED............................................................ PN5646

EXAMINATION-IN-CHIEF BY MS DOUST.................................................. PN5646

CROSS-EXAMINATION BY MS RAFTER.................................................... PN5666

RE-EXAMINATION BY MS DOUST.............................................................. PN5738

THE WITNESS WITHDREW........................................................................... PN5752

 

6455



  

 
 
 
 
 
TRANSCRIPT OF PROCEEDINGS
Fair Work Act 2009                                                    
 
JUSTICE ROSS, PRESIDENT
DEPUTY PRESIDENT ASBURY
COMMISSIONER O'NEILL
 
s.158 - Application to vary or revoke a modern award
 
AM2020/99 – Aged Care Award 2010 – Application by Ellis & Castieau and Others
 
AM2021/63 – Nurses Award 2020 – Application by  Australian Nursing and Midwifery
Federation-Victorian Branch
 
AM2021/65 – Social, Community, Home Care and Disability Services Industry Award
2010 – Application by Health Services Union
 
Melbourne
 
9.30 AM, THURSDAY, 5 MAY 2022
 
Continued from 04/05/2022
 

6456



6457



PN5755    
COMMISSIONER O'NEILL:  Good morning.  Are there any preliminary matters
ready for your first witness, Mr Gibian?

PN5756    
MR GIBIAN:  I think we're ready for our first witness and we're proposing to proc
scheduled so far as the witnesses are concerned.

PN5757    
COMMISSIONER O'NEILL:  All right.

PN5758    
MR GIBIAN:  The first witness is Ms Flegg who I understand is logging in or has
logging in for a moment.

PN5759    
COMMISSIONER O'NEILL:  I've got a screen with Ms Barry's name.  Is that you
Flegg?  No.

PN5760    
MR GIBIAN:  I understand that Ms Flegg is with an organiser from the union, Be
(indistinct), so it may come up as his name but I'm not sure.  But they are trying to
now as I understand it.

PN5761    
COMMISSIONER O'NEILL:  Ms Flegg, can you hear me all right?

PN5762    
MS FLEGG:  Yes.

PN5763    
COMMISSIONER O'NEILL:  I'm O'Neill C and my Associate's just going to hav
the affirmation.

PN5764    
THE ASSOCIATE:  Ms Flegg, can you please state your full name and work addr

PN5765    
MS FLEGG:  Lynette Flegg, Marian Nursing Home - Southern Cross Care, Maria
Home, North Parramatta.

<LYNETTE FLEGG, AFFIRMED                                                       [9.33 AM

EXAMINATION-IN-CHIEF BY MR GIBIAN                                    [9.33 AM

PN5766    
COMMISSIONER O'NEILL:  Mr Gibian.

***        LYNETTE FLEGG                                                                                                                           XN MR GIBIAN

PN5767    
MR GIBIAN:  Thank you.  Ms Flegg, can you hear me?‑‑‑Yes.

PN5768    
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PN5770    
Now, you made two statements for the purpose of these proceedings.  Do you hav
of those with you?‑‑‑Yes, I do.

PN5771    
The first of them is dated 30 March 2021 and runs to some 31 paragraphs over sev
pages.  Do you have a copy of that one?‑‑‑Yes.

PN5772    
Have you had an opportunity to read that statement through?‑‑‑Yes, I have.

PN5773    
Is it true and correct to the best of your knowledge and recollection?‑‑‑It is.

PN5774    
That's the first statement of Ms Flegg that we wish to have as part of the evidence
document 185 in the digital court book commencing at page 10837.  You should a
I think, Ms Flegg a statement headed 'Reply witness statement of Lynette Flegg', d
April of this year, 2022, which runs to some 33 paragraphs over five pages.  Do yo
copy of that also?‑‑‑Yes.

PN5775    
Have you also had the opportunity to read that statement through?‑‑‑Yes, I have.

PN5776    
Is it true and correct to the best of your knowledge and recollection?‑‑‑Yes, it is.

PN5777    
Thank you, Ms Flegg.  That's the second statement of Ms Flegg we wish to have a
the evidence in the proceedings.  It's document 186 in the digital court book, comm
at page 10860.  Ms Flegg, I think on the screen in front of you, you should be able
one of the boxes contains Mr Ward.  He's going to ask you some questions now.

CROSS-EXAMINATION BY MR WARD                                           [9.35 AM

PN5778    
MR WARD:  Ms Flegg, can you hear me okay?‑‑‑Yes, I can, Mr Ward.

***        LYNETTE FLEGG                                                                                                                          XXN MR WARD

PN5779    
Thank you very much.  Ms Flegg, my name's Nigel Ward.  I appear in these proce
the employer interest and I'm going to just ask you a few questions if I can.  Do yo
your first statement in front of you?‑‑‑Yes, I do.

PN5780    
Can I just start, physically where are you situated physically in the facility?  Are y
administration office or do you sit at the reception?  Where do you sit?‑‑‑We've go
administration office.  I sit at the reception desk.

PN5781    
Is that reception desk effectively at the front door of the facility or - - -?‑‑‑Yes, it's
adjacent to the front door, the entrance door.  It is a temporary area at the moment
we're undergoing renovations
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PN5783    
After the renovations are finished, where will you sit?‑‑‑There will be a permanen
area, which (indistinct) - - -

PN5784    
So, you'll be moved in - you'll be moved into an office or - - -?‑‑‑Sorry?

PN5785    
You'll move into an office or - - -?‑‑‑No, I'll be on the front desk.  There'll be a fro
area.

PN5786    
Right, okay.  I take it being on the front desk you meet and greet whoever comes t
the door?‑‑‑Mm-hm.

PN5787    
Was that a yes?‑‑‑Yes, yes.

PN5788    
Can I take you to paragraph 11, please, of your statement.  Paragraph 11 you list w
describe as your main duties.  If I could ask you to go to (b), you say that you mai
databases - in (b).  Can you explain to us what you mean by databases?‑‑‑Are you
about when we - when I first started or the present?

***        LYNETTE FLEGG                                                                                                                          XXN MR WARD

PN5789    
Well, I'm just referring to what you say in your evidence.  You say in (b) maintain
databases.  What did you mean when you said maintaining databases?‑‑‑Okay.  W
in 2010 we had an Access database that was updated whenever a resident was adm
was discharged.  There was several databases actually.  There was Access based d
there was Excel databases that we also entered information into.  Excuse me.

PN5790    
So with the Access - I understand what you mean by an Access database but the
Commissioner might not.

PN5791    
COMMISSIONER O'NEILL:  No, I remember them.

PN5792    
MR WARD:  Yes, I think they were outlawed in corporate Australia after a while.
of the access database, is that the database that keeps the residents' records in?‑‑‑W
care plan database with all the medical information in.

PN5793    
What was - - -?‑‑‑I didn't actually use the care plan.  That was completed by some

PN5794    
That's fine.  So in the access database you were just referring to, is that the databa
residents' details were kept in?‑‑‑Yes, there were resident details kept in there, wh
were admitted for, their date of birth, their next of kin, their admission date, their d
you know - a lot of information about the resident was kept in there; their walking
sit ation There as a lot of information in there abo t the act al resident
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doing the billing, the monthly billing for the residents.  They were even used for p
newsletter that we produced.

PN5796    
Right - when you say you maintained them, is that your way of saying you had to 
information into them to keep it up to date?‑‑‑Yes.

PN5797    
You say - do you need some water?‑‑‑I don't have any, sorry - it's okay.

PN5798    
Do you need to get some?‑‑‑I don't have any available.  It's okay, I'll just - - -

PN5799    
Sure?‑‑‑Yes.

***        LYNETTE FLEGG                                                                                                                          XXN MR WARD

PN5800    
If you need to take a break and get some, please do so, okay?‑‑‑Okay.

PN5801    
In paragraph 12 you talk about the fact that you designed their website.  Not an ea
do - were you previously in website design?‑‑‑No, no - I used to be in information
technology in the Commonwealth Bank.

PN5802    
What role did you play in information technology in the Commonwealth Bank?‑‑‑
programmer analyst.

PN5803    
Right?‑‑‑And along the way I picked up some coding skills for web design.

PN5804    
Right?‑‑‑It was only a very simple website that I put together but it was one that c
didn't exist when I got there.

PN5805    
Was it written in (Indistinct)?  What was it written in?‑‑‑It was written in HTML.

PN5806    
Third line in paragraph 12 you say:  'I also changed some of the old paper-based p
that were used at the facility and introduced electronic automated processes for su
as label printing and mail merge'.  I take it that was consolidating those lists in Ex
using the Excel function to do the mail merges and the like?‑‑‑Yes, that's correct.

PN5807    
When you got rid of the old paper-based processes, I take it you were doing that to
the operation?‑‑‑Absolutely - it made it a lot quicker to do that sort of thing.  Inste
sitting there lining up labels on a printer, it just did it all automatically.

PN5808    
Can I take you to paragraph 17?‑‑‑17?
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complex record-keeping and administrative processes'.  Then you say this:  'This i
am I right in saying that when you're referring to complex record-keeping and
administrative processes, those are then set out in (a), (b), (c), (d), (e), (f) below or
something missing?‑‑‑No, there's nothing missing.

***        LYNETTE FLEGG                                                                                                                          XXN MR WARD

PN5811    
That's fine, I just wanted to be fair before I ask the questions.  In 17(a), after you'v
six, there is a paragraph there and it says this:  'These records are created electroni
database called AutumnCare using information that is filled out in the paper-based
admission forms that is completed for the residents.  AutumnCare is an electronic 
that is used at Marion for residents' care plans, reporting and analysis.  I need to en
information entered into AutumnCare is accurate as if I get it wrong and go on'.  H
information entered into AutumnCare?  How physically - is it scanned in or how i
information - - -?‑‑‑It's typed in.

PN5812    
It's typed in, and that's something you do?‑‑‑Yes, yes.

PN5813    
Just before I keep going, is AutumnCare an off-the-shelf system or is it something
business has built itself?‑‑‑As far as I know it's an off-the-shelf system.

PN5814    
You then in (b) say, talking about moving files.  Is that you move them in a file sy
an intranet or - what do you mean by moving files?‑‑‑It's all done through Autumn

PN5815    
Right - so can you just describe for me where the file is in AutumnCare and how y
it?‑‑‑Okay - for residents that we've still got at the facility, they come under just a 
heading.  Any deceased or discharged, there's a separate discharged and deceased 
for them.  So when someone, say, passes away we move them out of the general h
list of residents into the deceased folder.

PN5816    
Is that a sort of - using the computer, is that just picking the file up and dropping i
different file or how do - - -?‑‑‑Pretty much, yes, yes - it's just called a transfer.

PN5817    
Okay.  You then say in (c) that you run reports in AutumnCare.  But are those repo
created and you're just asking the system to run the - sort of this report or that repo
those reports built from scratch?‑‑‑No, they're already there.  It just picks up the
information from AutumnCare and creates the report.

PN5818    
Can you give me an example of a report you've run?‑‑‑The evacuation summary r
probably the main one that we do in admin.

PN5819    
I take it that that report, as you've just said, is pre-created so when you say you run
will ask the system to get the data out of the system and then it prints itself out, do
it?‑‑‑Yes, that's right, yes.
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petty cash card.  One of the staff members will go out, buy what's needed for the r
and then once that's all done we receive the receipt, which we then pass away to o
section who does the monthly billing for the resident and that receipt is added on t
account for the month.

PN5821    
Yes.  When you say, 'arranging the bill', you're providing the receipt from whoeve
the purchase to your billing department?‑‑‑Yes, to go to our billing department to 
monthly account.

PN5822    
Is your billing department - do you do that electronically, provide the receipt?‑‑‑T
receipt itself is in paper form.

PN5823    
Right?‑‑‑It's a photocopy of the receipt, pretty much.

PN5824    
Okay, so you would photocopy it and, what, send it as a - - -?‑‑‑Then we scan it to
billing section, yes.

PN5825    
I mean, it is emailed to them?‑‑‑It's emailed, yes, yes.

PN5826    
Can I then take you to (e) and (f)?  You're talking in (e) and (f) about the roster.  Y
there, in the second sentence, 'I am then required to try to fill the issue by calling a
find a staff member who can come in, and updating the roster and diary.'  Is the ro
– does it operate through roster software?‑‑‑It does, yes.

PN5827    
Do you know the name of that software?‑‑‑RosterOn.

PN5828    
I think later on in your statement there's a suggestion that somebody else does the 
of the roster.  Is that still the case?‑‑‑Somebody else is the main part of the roster?

PN5829    
Sorry.  Who actually sets up the rostering to begin with?‑‑‑I do that.

PN5830    
So you do all the rosters?‑‑‑Mm‑hm.

***        LYNETTE FLEGG                                                                                                                          XXN MR WARD

PN5831    
Does the roster software pre‑populate regular shifts to start with, or do you have to
from scratch every week?‑‑‑The way it works is that our permanent staff have got
permanent shifts, and there's a section that runs behind that tells the roster system 
requirements are for every day.

PN5832    
Yes?‑‑‑And then when I start a roster, it goes from the permanent shifts that are ac
given to permanent staff it checks it goes backwards and forwards between the
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Yes?‑‑‑And then to fill those vacancies.

PN5834    
So the machine's brain has got a list of what you need and a list of what's availabl
-?‑‑‑Yes.

PN5835    
- - - it's juggling that to get a list?‑‑‑Yes.

PN5836    
That then comes to you, but it can't always fill everything so there's going to be so
vacancy and holds, is that - - -?‑‑‑Yes.

PN5837    
Yes?‑‑‑Yes, that's correct.  Yes.

PN5838    
How many holds does the machine normally give you?‑‑‑It depends on the amoun
taken at any one time.  Sometimes - - -

PN5839    
(Indistinct) - - -?‑‑‑ - - - we have permanent vacancies quite regularly as well.

PN5840    
How many vacancies did you fill last week on the roster?‑‑‑As far as care staff are
concerned, probably about 20.

PN5841    
And your process for that, as I understand it, is - I think you say you start ringing 
that correct?‑‑‑Once I've filled any vacancies that I know people can do, dependin
availability or what they do regularly, as far as casual staff are concerned, I'll then
ringing around and seeing if someone can pick up a vacant shift.

***        LYNETTE FLEGG                                                                                                                          XXN MR WARD

PN5842    
Yes?‑‑‑Sometimes I'll even put a roster out that's still got vacancies on it, dependin
time constraints; I'll put out a roster that has still got some vacancies on it, becaus
haven't been able to fill them while I'm processing the roster.  We do our rosters tw
in advance, so that I've then got time to, you know, go back to the vacancies and s
again try and find people to fill the vacancies.

PN5843    
Can I just see if I've understood that?  So the machine does its first bit, and you ge
think what you've just indicated is that you have some prior knowledge of who mi
available for some of the gaps.  You kind of roster them in, is that right?‑‑‑Yes.

PN5844    
You still might have some gaps after that, and you'll make a decision at that stage 
whether or not you start ringing around to see who can fill those gaps, or whether 
you leave them open and people will see they're open, and I suspect that they see t
and if they want them they come to you and say can I have that shift, do they?‑‑‑Y
don't actually see them open.  We've come up against problems in relation to that b
o kno people fighting abo t it especiall eekend shifts So e don't act all
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PN5846    
I take it that's because that's an overtime shift, is it, on a Sunday?‑‑‑It's double, do
or time‑and‑three‑quarters I think it is on Sunday.

PN5847    
Then you say you update the diary.  Can you just help me with what the diary is?‑
The diary is just an aside to the roster.  We also put out a paper‑based roster, just s
registered nurses have got something to look at overnight, you know, outside of ho

PN5848    
So when you say, 'we put it out', are you saying you put it out or somebody else?‑‑
out, yes.

PN5849    
That's okay.  When you say you put out a paper‑based – is that you print it out and
the nurses station?‑‑‑Yes, it's pretty much straight from RosterOn.  It's just reconfi
little bit to make it a bit easier to read, because RosterOn is not the easiest thing - 

***        LYNETTE FLEGG                                                                                                                          XXN MR WARD

PN5850    
The RosterOn you can say just prints out the roster?‑‑‑Yes.

PN5851    
And RosterOn actually prints out a slightly re‑formatted paper‑based to what the (
- - -?‑‑‑Yes, I re‑format it so it's a little bit easier to look at than what RosterOn wi
give you.

PN5852    
Okay?‑‑‑So that's just kept in a separate roster book.

PN5853    
Yes?‑‑‑And then the diary is a little bit of an aside to the actual paper‑based roster
don't get the registered nurses to make any changes on the actual printed roster.  S
for example, someone rings in sick and the registered nurse rings around and som
picks up that shift that someone's rung in sick for, I'll then write that information i
diary, and then the next day the admin staff have a look at the diary, transfer it to t
paper‑based roster, and then transfer it to the RosterOn program.

PN5854    
When you describe there 'the admin staff', who are they?‑‑‑There's two other girls
office at the moment that just do one day a week; one day each – I do four days, o
does one Wednesday of the fortnight, and the other girl does the other Wednesday

PN5855    
Are they there just to support you in your job, or do they do something else?‑‑‑No
support me, on the Wednesdays.  On the Wednesdays they're there to support me. 
also lifestyle and care staff otherwise.

PN5856    
Is there something particular about Wednesdays, something that happens on Wedn
that requires extra support?  Is that the day you do your rosters?‑‑‑I don't work on
Wednesdays.
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When they fill in for you, do they just do a bit of your job or do they cover for
everything?‑‑‑Pretty much cover for everything.  They don't have any experience 
processing the roster.  They know how to enter the changes into the roster, but the
know how to create a roster.

***        LYNETTE FLEGG                                                                                                                          XXN MR WARD

PN5859    
Can I take you back to the statement?  If I can take you back to 17(h), which is on
you talk there about closing off the roster, and you say, 'This process is now under
using an online system from which I check things like shift swaps, mis‑shifts, ove
clock‑on, clock‑off.'  Can you just explain to me what that online system is?  That
like a payroll function to me.  Am I getting that wrong?‑‑‑No.  It does eventually e
with payroll.  It's all through RosterOn.  It's still through RosterOn.  We make all t
changes for the fortnight on a day‑to‑day basis, and then every second Monday I h
close off Friday, Saturday and Sunday before the actual Monday that I close the ro
That's just a typical day‑to‑day close‑off, and then after that's all done for the who
fortnight, every day's been closed off for the fortnight, I then have to look at wheth
anyone's worked any overtime and calculate the overtime, you know, make sure th
not being paid overtime rather than their penalties on the weekend.

PN5860    
Yes?‑‑‑And then – the clock-on and clock-off times, we have fingerprint scanners 
everyone scans their fingerprint when they arrive to work.

PN5861    
Is that a Kronos or a Time Target scanner?‑‑‑Similar sort of thing, yes.  I can't rem
name of the actual brand.  We just call it the time clock.  It's just a fingerprint scan
that we know when people arrive at work and when they leave.  That - - -

PN5862    
That's how they clock on and clock off?‑‑‑Yes.  It's not a - it's not a paper based cl
system.  It's just a fingerprint scanner.  And then that - those scans can be accessed
RosterOn, and every day we have a look at those clock on and clock off to see - ju
make sure that no one has clocked on that's not on the roster.

PN5863    
Yes?‑‑‑Or, you know, people that are on the roster haven't clocked on, that sort of 
And that's just the way that we make sure that the roster's correct.  That people wh
the roster have actually shown up for work, or people who aren't on the roster are 
roster if they need to be.

PN5864    
Bear with me.  You fire up RosterOn and get it on your computer screen.  You'd h
of people who are meant to be working today and you would check that against th
make sure that they're actually in the system?‑‑‑Yes, yes.  Using the clock on and 
times.

PN5865    
I take it that the clock on and clock off system talks to RosterOn?‑‑‑Yes, yes, it do
There's a report that we run every day that we just tick off the clock on and clock 
to what the actual roster says.  If someone's arrived, you know, 15 minutes late we
dock them their 15 minutes, that sort of thing.  Or if they've clocked off early for s
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Just bear with me.  So, let's say that you're in RosterOn, you're looking at the roste
was meant to start at 6.30 this morning but the fingerprint thing says I started at 6
you have to type in a manual adjustment for the lost - - -?‑‑‑Yes.

PN5867    
Okay, that's what you - okay, I understand now, yes?‑‑‑Yes.  Yes.

PN5868    
And then I take it that once you've done that and you've closed it off, that's what th
to payroll?‑‑‑Yes, that's every Monday.  After I've worked out all the overtime, I th
the whole roster, the facility manager then does her little bit.  She actually locks th
as well and then it goes to payroll to do the rest.

PN5869    
I'm just interested, is there some reason why you work out who's worked overtime
than the payroll department?‑‑‑It's just the way it's always been.

PN5870    
Just the way it's always been?‑‑‑Well, I wouldn't say the way it's always been but 
one of those things that's come back to the admin staff.

PN5871    
Okay?‑‑‑When we first started in RosterOn we used to just send it away to payroll
worrying about working out overtime but over time it's one of those things that ha
back to the admin staff to have to do before it actually goes to payroll.

PN5872    
But is that because of your seniority in the business or they wanted somebody wit
-?‑‑‑I wouldn't say that.  I think it's just one of those things that all the admin staff

PN5873    
You say in (i) you, 'maintain my own list of email addresses'?‑‑‑Yes.

PN5874    
I take it, is that - is that an Excel list?‑‑‑No, it's just in Outlook.

PN5875    
That's in Outlook.  Then if I can take you to 18, you say:

PN5876    
On a typical day I perform all the following duties; providing formal notificatio
Southern Cross Care health office of the details of any residents who've change
gone to hospital or passed away.

PN5877    
When you say formal notification, is that - is that with you emailing them or using
other software for that?‑‑‑We've got a form that we - a paper-based form that we f
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PN5878    
Yes?‑‑‑And then that just gets scanned and sent to the billing department.  They ne
know for Medicare purposes.
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PN5881    
That's fine?‑‑‑Depending on who's working on the day.

PN5882    
Yes, all right.  And then you scan it and you email it to the billing department?‑‑‑M

PN5883    
Yes.  In 18(f) you describe there you take deliveries.  Is that because you're at the 
the facility, if a delivery person turns up you're the first point of call for the delive
person?‑‑‑Yes, pretty much, yes.

PN5884    
What do you take delivery of?‑‑‑As far as the office is concerned it's more statione
that we have to check.  The medical supplies, things like that, is the maintenance m
to check to make sure the correct things have arrived.

PN5885    
Right?‑‑‑But we still take delivery of that thing, it just gets then passed onto the
maintenance man.  It depends on who it's addressed to as well.  We can't open box
like, are addressed to the facility manager, that sort of thing.  It's - - -

PN5886    
(Indistinct)?‑‑‑Sorry?

PN5887    
Go on.  No, you keep talking?‑‑‑As far as the admin staff are concerned it's actual
receiving any orders and checking them, it's more to do with the stationery items.

PN5888    
So, if a delivery person turns up with medical stuff, I take it they come to the fron
imagine you'd have to sign to acknowledge receipt?‑‑‑Yes.

PN5889    
And then you would contact whoever is meant to get it and say this - these parcels
for you?‑‑‑Yes, yes, that's correct.

PN5890    
Can I take you down to 19 if I could.  You say:
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PN5891    
When an invoice from a supplier or a contractor is received at Marian, I'm req
mark it with the applicable code.

PN5892    
I take it each department in Marian's got a code for accounting purposes, has it?‑‑‑

PN5893    
Would you be able to give me an example of that?‑‑‑Okay.  These are all general l
codes.

PN5894    
Yes?‑‑‑So as far as Marian's concerned we're 1032 Another facility might be 103
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PN5896    
Okay.  It was like a child?‑‑‑That's okay, yes.  I'm in a park.

PN5897    
I wondered what it was.  That's okay, that's fine.  So, it's a general ledger code for 
actual facility is it?‑‑‑Yes.  The actual facility number for our - for Marian is 1032
facility might be 1035.  That's all part of a stamp that we have to put on invoices.

PN5898    
Yes?‑‑‑And then depending on what the item is that we're coding for, we've got a l
general ledger accounts.  So, it's pretty much a 12 digit number.  It'll start with 103
then whatever the item is, and then pretty much most of the time it's 0000 at the en
there's a facility code 1032, item code whatever the item is and then 0000, and we

PN5899    
Go on?‑‑‑So, we just stamp the invoices and put that - those codes on the invoices
send them away to our accounts payable.  But we need to know what the items are
able to code the invoice correctly.

PN5900    
So there's a general ledger code for the facility itself?‑‑‑Yes.

PN5901    
And then I take it there's a second code if it's stationery, medical supplies or some
that?‑‑‑Yes.
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PN5902    
You have a list of those codes and you make sure that the right code is placed on t
invoice?‑‑‑Yes, that's correct.

PN5903    
If I can take you then to paragraph 20(a), you talk there about:

PN5904    
Providing documentation to accreditors and regulators as requested.

PN5905    
Can you start with - could you describe for me what the documentation is?‑‑‑The
accreditors don't - well, in my experience anyway, the accreditors don't typically a
admin staff a lot.  It's more to do with care.  So, when they have been in it's only t
the roster and the number of staff that are rostered on any one day.

PN5906    
So, when you say 'providing documentation to accreditors and regulators', from yo
perspective they could say something like, 'Can we have the roster for last week'?
much, yes.

PN5907    
I take it that you would file a roster on and print that roster out?‑‑‑Yes, we could e
that or we could provide them - that's why we keep the paper-based roster as well.
would just put the paper-based roster in front of them.
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PN5910    
Is that because it's easier to give that to them if they come in?‑‑‑Yes, it is, yes, yes
easier for them to understand as well because rostering is not exactly the most rea
application.

PN5911    
When you - how often do they come in and how often do you have to do that?‑‑‑W
actually expecting them any time now.  We haven't had them for three year now.

PN5912    
Okay, so - - -?‑‑‑Two years - three years, I think.  We're expecting them any time.

PN5913    
Do they normally come every three years for you?‑‑‑Yes.
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PN5914    
Okay, so the clock's ticking?‑‑‑It is, yes, yes - we know that they're going around a
moment in the local area.

PN5915    
Okay, so you've been given advance warning from local friends?‑‑‑Yes, from othe
facilities, yes.  We are overdue.  We actually - we should have probably - I think it
September last year they were actually supposed to come but because of COVID
everything's been delayed.

PN5916    
You say in (b) you take the minutes of various staff meetings, including meetings 
and care staff and lifestyle staff?‑‑‑Yes.

PN5917    
Just start with the staff meetings:  what staff meetings are you talking about there?
have a monthly staff meeting.  Then occasionally, especially during COVID, we h
several ad hoc sort of staff meetings as well that I took the minutes for.

PN5918    
Are the minutes - I don't want to sound rude but minute-taking is an interesting ex
You take verbatim minutes or are you taking sort of general notes as to what is
discussed?‑‑‑General notes.

PN5919    
You also attend meetings of nursing and care staff.  How often are they held?‑‑‑Th
monthly.

PN5920    
They're all monthly - and is the lifestyle staff - they're involved in that monthly m
well?‑‑‑Yes, they are, yes.

PN5921    
You then say in (c) you update registers.  Are those registers held in Excel or wha
held in?‑‑‑Yes, most of them are held in Excel.

PN5922
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Right, and what are they used - obviously I suspect the birthday one is used for wi
people a happy birthday.  But what are they generally used for?‑‑‑The staff - the k
used when we get new staff in or staff leave.  It's just a way of allocating our facil
and locker keys to staff.
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PN5924    
To let you know who's got what key?‑‑‑Yes, yes, and how much they've paid for th
because they have to pay for their keys.  Our vehicle staff lists can be used for a w
of things; even ticking off the fact that people have signed meeting minutes or pol
facility manager will quite often ask for a list of staff for things like if there happe
Christmas gifts given out, that sort of thing.

PN5925    
You then go on and talk about supervision and decision-making.  You say you rep
facility manager.  Who else reports to the facility manager?‑‑‑The deputy.

PN5926    
That is the deputy of the building manager?‑‑‑Deputy facility manager - pretty mu
other staff as well.  We've got two diversional therapists, the lifestyle staff, the cle
staff - not so much the cooking staff because they're - they were outsourced but ye
care staff.

PN5927    
The two admin staff who work on the Wednesdays, do they work for you or who d
report to?‑‑‑They report to the facility manager as well, although they do give me 
handover the next day if it's needed but generally it's not.

PN5928    
In terms of your authority in the facility, do you have any limits or rules about wh
amounts of money or budget you can spend?‑‑‑No, that's not my area.

PN5929    
That's not your area, so if we were purchasing something, that expenditure decisio
to be made by somebody else?‑‑‑That would be made by the facility manager, wh
probably have to run it by someone in head office.

PN5930    
Okay.  I appreciate that you indicate that you generally work without supervision.
the sorts of things you would take to the facility manager?‑‑‑Rostering problems -

PN5931    
Would that be where you're struggling to perhaps find somebody to fill a roster or
-?‑‑‑Yes, if I know that there's a lot of vacancies still that need to be filled on a ros
alert her ahead of time so that she knows, because sometimes she can be a bit mor
convincing than I am to get people to fill some shifts, sorry.

PN5932    
She can be persuasive, can she?‑‑‑She can be a lot more persuasive than what I ca
sometimes, yes.  It's pretty much - there's not a lot that I refer to the facility manag
more to do with the roster.

*** LYNETTE FLEGG XXN MR WARD
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PN5934    
Right - have they been there very long, the Wednesday shift people?‑‑‑No, it's bee
a revolving door as far as the Wednesday shift people are concerned.  The ones th
currently got, one's only been there a couple of months.

PN5935    
Yes?‑‑‑The other one's only been there since November last year.

PN5936    
How long does it take you to get them up to speed?‑‑‑Depends on the employee - 
them pick it up quite quickly.  Some of them need a little bit more time.

PN5937    
I won't ask you how you're going with the two at the moment.  We'll leave that alo
When you say you train them on the roster, that's - you train them on what you dis
with me this morning about how you use roster on and how you fill the roster?  Is 
you mean by train them on the roster?‑‑‑It's more the day-to-day tasks that have to
on roster on, just the checking the clock-ons, the clock-offs; checking any differen
are in the roster, that sort of thing.  They are starting to learn how to create a roste
going very slowly at the moment.

PN5938    
Then you talk about other office processes.  By other office processes I take it you
about things you and I have discussed this morning other than rosters?‑‑‑Yes, yes,
much, yes - maintaining lists, greeting customers, answering phones, you know; g
keys, staff inquiries, all that sort of thing, yes.

PN5939    
You then talk in 26 about being grabbed by a resident.  Am I right to say that there
personal care workers in that area when that happened?‑‑‑Yes, there would have b

PN5940    
Did they come - did you need their assistance?‑‑‑No, no, I didn't - the resident eve
go anyway.

PN5941    
I'm not trying to (indistinct) but were you under any concern for your personal saf
-?‑‑‑No, not - - -
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PN5942    
Was it just off-putting?‑‑‑It was a bit off-putting but I wouldn't have said that I wa
about them breaking my wrist or anything like that.  It was just they grabbed it an
able to easily pull away, but they did eventually let go on their own.  But there hav
cases of – only recently we had a case of not being able to leave the office area be
of the residents was behind the door throwing a chair around.  So, you know, we h
of incidents.

PN5943    
Where were you when that happened?‑‑‑I was in the office.

PN5944    
A d f ? W f W b hi d d b t if t t
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Who came to resolve that problem?‑‑‑One of the lifestyle staff is very good with t
residents that way.  He eventually calmed him down.  It did take a little while, but
the lifestyle staff did eventually calm him down.

PN5947    
So that was diffused and everybody was safe?‑‑‑Yes.

PN5948    
Could I ask you to go to the second statement?  Could I ask you to go to paragraph
you could?‑‑‑Yes.

PN5949    
Same paragraph, 16:  '(Indistinct) the managers not to (indistinct) complaints; how
still receive complaints, which I then forward.'  What do you mean by 'forward'?‑‑
got a paper‑based complaint system.  There's a form that anyone can fill out, even
fill out, and I just check to see if there's any – we've got a box that you can your co
in, or they can hand it directly to the office staff or the facility manager.  We've go
that they can also just post it into if they want to remain anonymous that I check ju
make sure that there's any – you know, if there's anything in there, and then I forw
on to the – I hand that over to the facility manager, or if something comes in via e
well, I'll also forward that to her.

PN5950    
Is that box at the reception, is it?‑‑‑It is, yes.

PN5951    
If I could then take you on to 25 and following?  You then talk about 'MyHub.'  Yo
seem to be happy with 'MyHub.'  Can you tell me first of all what 'MyHub' is?‑‑‑I
HR system that has been implemented recently.

PN5952    
Could you help me out, what does the new HR system do?‑‑‑It contains everyone'
like all the staff members' details.
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PN5953    
This will be my name, my job position, tax file number - - -?‑‑‑Yes, that sort of th
home address, your phone number.  It's pretty much a staff database.  There's not a
forms that staff can fill out, but there's things like pay queries; if any of their perso
details change they can fill that out via MyHub rather than using a paper‑based sy
can check their pay slip.  That's pretty much as far as it goes for just regular staff m
I know the facility manager's got a lot more access than what general staff do.

PN5954    
So the facility manager can access (indistinct), run metric reports and things like t
they?‑‑‑I'm not real sure whether they can actually run reports, but I know that the
facility manager uploads details of training that's been done, that sort of thing; the
- - -

PN5955    
What did MyHub replace?‑‑‑It was pretty much a paper‑based system.  There was
forms that used to be filled out for anything that needed to be changed for staff de
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I take it that, assuming MyHub works properly, employees can now access things 
whereas before they had to fill out forms?‑‑‑Yes.  Yes, pretty much, yes.

PN5958    
Is your criticism of MyHub that it's not working well or - - -?‑‑‑It seems to be wor
better now, but initially it created all sorts of dramas with payroll in particular, bec
of the stuff that gets put into MyHub has to flow through to payroll, which then, a
RosterOn is concerned, flows through to us as well.

PN5959    
Given that you've got an IT background, have you ever implemented a business sy
before that worked well straightaway?‑‑‑Having worked for the Commonwealth B
don't implement anything without ironing out all the bugs, or most of the bugs.

PN5960    
They make $4 billion profit a year.  I'm sure they've got resources?‑‑‑Yes.  So ever
tested to nth degree as far as the Commonwealth Bank is concerned.  You know, p
that I would have thought should have been ironed out in MyHub should have bee
out before it was actually presented to staff.
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PN5961    
But it's working its way out in terms of implementation now?‑‑‑It seems to be, yes

PN5962    
In terms of your role, you actually use MyHub yourself?‑‑‑I don't use it a lot.  I'd u
learning more than anything, or checking my pay slip.  I use it more for the learnin
things.  There's a side of it called MyHub Learning.  I don't have any more access 
MyHub than what any other staff member does, apart from the facility manager.

PN5963    
So your personal interaction is as an employee, not as the administration function?
Pretty much, yes.

PN5964    
Your primary – putting aside Excel and things like that, your primary software is t
RosterOn system?‑‑‑It is, yes.

PN5965    
I think you can't get your doorbell intercom to work, is that right?‑‑‑Yes, it has its 

PN5966    
What's it meant to do?‑‑‑It's only a temporary thing while we're in the renovation 

PN5967    
So because you've moved into temporary accommodation, you've got something r
for the doorbell, have you, and it's not working?‑‑‑It works sometimes.  Sometime
doesn't.

PN5968    
By not working, do you mean the bell doesn't ring, or what do you mean?‑‑‑The b
all right.  It's whether or not the person ringing the bell can hear you.
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Are you optimistic when you finish the refurbishments you'll get that sorted out?‑
I'm hoping, because it quite often means that, you know, if you can't – if they can'
understand what you're saying, you then have to, you know, get up from your desk
out to the front door and meet them that way, whereas if they could hear – althoug
have to do that anyway due to COVID; we do eventually have to get up off our se
the rapid testing, but in an ideal world with no COVID, we should be able to just s
they are, what they were there for, and then open the door automatically.
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PN5971    
So this is like somebody pressing the intercom saying, 'Hi, I'm Nigel, I'm deliverin
supplies', and you then would then automatically open the door, would you?‑‑‑Yes
a button that's supposed to open the door on the little screen that we've got in the o
area.

PN5972    
At the moment occasionally you have to actually get up and physically open the d
you?‑‑‑Yes, pretty much, because they can't hear what we're saying.

PN5973    
And you're not allowed to just let them in, I take it?‑‑‑No.  Absolutely not, no.

PN5974    
Ms Flegg, thank you very much for your evidence.  No further questions,
Commissioner?‑‑‑Thank you.

PN5975    
COMMISSIONER O'NEILL:  Any re-examination, Mr Gibian?

RE-EXAMINATION BY MR GIBIAN                                               [10.28 AM

PN5976    
MR GIBIAN:  Yes, just a few matters.  Ms Flegg, can you hear me again?‑‑‑Yes.

PN5977    
Just a couple of questions.  You were asked some questions about - and this is by r
to your first statement at paragraph 17(e) and (f), I think about the rostering arrang
and you describe the operation of the RosterOn system.  I just want to ask, when w
RosterOn system introduced?‑‑‑Southern Cross Care bought out Marian Nursing H
from the Catholic Diocese in 2016.  We would have gone onto RosterOn in Novem
2017, I think it was.

PN5978    
You were then asked some questions about your role in filling in vacancies in the 
you were asked specifically about how many gaps there were last week, I think, an
said around 20.  Are you able to say whether that's a typical number or higher than
than normal?‑‑‑It's pretty much average.  Obviously over the Christmas time when
people are taking leave it would increase.

PN5979    
Was that affected by COVID over the period as well?‑‑‑Absolutely, yes.  We were
on a 12 hour shift roster during our lockdowns.
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around about what they say they're available for.  A lot of people have second and
so they can only be available on certain days.  So, when they first start we'll just p
side of their phone number what they say they're available for.

***        LYNETTE FLEGG                                                                                                                        RXN MR GIBIAN

PN5981    
All right.  And are those - - -?‑‑‑And then we refer to that when we're filling - - -

PN5982    
Sorry?‑‑‑We refer to that list when we're filling the vacancies.

PN5983    
There, are you referring to casual staff or to permanent staff as well?‑‑‑Casual staf

PN5984    
Yes.  With the permanent staff, are they full-time staff or are they mainly part-
time?‑‑‑They're mainly part-time.

PN5985    
When you are calling around at least, are you also asking - contacting part-timers 
whether they can - - -?‑‑‑Yes, yes.

PN5986    
Wish to work additional shifts?‑‑‑Yes, yes.  When we run out of casuals we'll then
looking at the permanents.

PN5987    
You were then asked some questions, and this was by reference to paragraph 17(h
first statement, about closing off the rosters and you described how you would che
fingerprint entries against the roster to ascertain that people had actually attended 
appropriate times on the roster.  What do you do if there are any discrepancies dis
that process?  That is, in the event that someone hasn't attended or someone's atten
wasn't rostered on?‑‑‑Sometimes I have to check with the registered nurse that wa
to make sure - say someone hasn't clocked on, I'd have to check with the registere
see whether they actually did come to work, which would, you know, mean often 
have to ring them to see if that staff member actually came to work.  If I find that 
clocked off late, for example, I generally just check the diary to see if anything's b
written in there, or ask the facility  manager because the facility manager's the onl
that can actually authorise a person working late for some reason, or coming in lat
some reason.  Or if someone - - -

PN5988    
I understand?‑‑‑Yes.  So, it's generally just check the diary that we keep records in
checking with the facility manager or checking with the registered nurse on duty.

PN5989    
You then indicated that that information is sent to payroll.  Is that Southern Cross 
payroll that is across the whole of their organisations, rather than specific to the M
Nursing Home?‑‑‑No, it's across the board.

***        LYNETTE FLEGG                                                                                                                        RXN MR GIBIAN

PN5990
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them one of them.  And they generally also receive a locker key and a resident wa
key if they're care staff.

PN5991    
Sorry, what do they have to pay for?‑‑‑Okay.  The external key, the internal key an
locker key.

PN5992    
You were then asked some questions about how you're supervised and you're repo
the facility manager.  At paragraph 21 of your first statement you describe how th
to be an office manager position who you reported to.  When did that position cea
would have been July 2017.

PN5993    
Was there any change to your pay at that time?‑‑‑No.

PN5994    
Yes, thank you.  That's the re-examination.  Thank you very much, Ms Flegg.

PN5995    
COMMISSIONER O'NEILL:  Ms Flegg, thank you very much for your evidence 
morning.  You're now excused and free to go?‑‑‑Thank you.

<THE WITNESS WITHDREW                                                          [10.35 AM]

PN5996    
COMMISSIONER O'NEILL:  Right.  I think we've got Mr Doherty next.

PN5997    
MS DOUST:  Yes, Commissioner, before - it's Ms Doust.  Before we start with M
can I just indicate we've got some limitations this morning with our witnesses bein
Evans who was scheduled to be called at 11, really only has the window between 
11.45 to give her evidence.  So I just wonder whether I can get an indication as to 
Mr Doherty is expected for cross-examination.

PN5998    
COMMISSIONER O'NEILL:  Mr Ward, can you answer that?

***        LYNETTE FLEGG                                                                                                                        RXN MR GIBIAN

PN5999    
MR WARD:  I'll do my best to answer that.  I do actually think Mr Doherty is goin
around the half hour mark but I expected the witness this morning was going to go
because we simply haven't had many administration witnesses.  So, I'm reasonably
optimistic for half an hour.  I'm quite happy though if we start with Mr Doherty an
don't finish him, I'm happy to jump to the other witness.  Ms Rafter's doing that w
anyway, but I should be half an hour.

PN6000    
COMMISSIONER O'NEILL:  And an indication of how long Ms Rafter would be
Evans.

PN6001    
MR WARD: I'll just ask if it be known I think at least half an hour
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MR WARD:  That's fine.

PN6004    
MS DOUST:  Yes, Commissioner.  We'll then perhaps move Ms Payton back until
period.  She was the witness scheduled to go between.

PN6005    
COMMISSIONER O'NEILL:  Yes.

PN6006    
MS DOUST:  All right.  I think Mr Doherty is trying to connect as we speak,
Commissioner, so we'll proceed to him.

PN6007    
COMMISSIONER O'NEILL:  Mr Doherty, an you hear me all right?

PN6008    
MR DOHERTY:  I can.  Can you hear me okay?

PN6009    
COMMISSIONER O'NEILL:  I can.  We have just had a discussion which - the u
which is that with your evidence we may need or we are going to need to take a br
your evidence just on 11 am, to deal with another witness and so we will have you
after that witness, which will be probably around 11.45, all right?  So, just to give
heads up on that.  My Associate's now just going to have you take the affirmation

PN6010    
MR DOHERTY:  Sure.

PN6011    
THE ASSOCIATE:  Mr Doherty, can you please state your full name and work ad

PN6012    
MR DOHERTY:  Yes, it's Peter John Doherty, St Andrews Community Care, 59 B
Street, Ballina, New South Wales.

<PETER DOHERTY, AFFIRMED                                                     [10.38 AM

EXAMINATION-IN-CHIEF BY MS DOUST                                   [10.38 AM]

PN6013    
COMMISSIONER O'NEILL:  Ms Doust, is it?

PN6014    
MS DOUST:  Yes.  Thank you.  Is your name Peter - you pronounce it Doherty?‑‑
Doherty, is the Irish pronunciation, but it's normally pronounced in Australia as D
I accept either or.

PN6015    
All right.  Are you employed as a coordinator by St Andrews Community Care at
Ballina?‑‑‑I am indeed, yes.

PN6016    
Ha e o prepared a statement for the p rpose of the proceeding before the Comm
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PN6018    
Am I right in understanding - and this is at paragraph 18 of your statement - that y
workplace is about to move from the current location?‑‑‑It is indeed - it's been now
due to the removalist getting COVID.

PN6019    
Right?‑‑‑(Indistinct reply)

PN6020    
But you're moving off to another location, are you?‑‑‑We are, yes, yes.  If all goes
according to plan we'll be there next week-ish, yes.

PN6021    
Just as to paragraph 34, you address the cohort of staff in your facility, if you have
that's at the bottom of page 5 of your statement?‑‑‑Yes.

PN6022    
Has that cohort of staffing changed now?  Are there some changes to those numbe
there?‑‑‑Yes, we've got an additional home care package coordinator, yes.

***        PETER DOHERTY                                                                                                                         XN MS DOUST

PN6023    
All right, okay?‑‑‑Since the statement was made, yes.

PN6024    
At paragraph 142, you refer to the number of coordinators dealing with the staff.  
now changed?‑‑‑Yes, we know have - yes, it's three, but it's probably equivalent to
a-half because one of them is part-time, yes.

PN6025    
Right, I see.  All right, now, subject to those changes to update the position, is you
statement true and correct to the best of your belief and knowledge?‑‑‑It is indeed

PN6026    
I read that, Commissioner.  That's document 196 in the digital court book, page 10
There's just one supplementary matter, if I might, Commissioner.  Mr Doherty, jus
relation to raising carers to fill shifts at the moment, has there been anything - - -

PN6027    
MR WARD:  I object.  I object.

PN6028    
COMMISSIONER O'NEILL:  How is that part necessary, given it's a comprehens
witness statement?

PN6029    
MS DOUST:  It's just something that's arisen recently, Commissioner, since the tim
witness statement was prepared.

PN6030    
MR WARD:  I'm sure Ms Doust will find some clever way to get that into re-exam

PN6031

6479



MS DOUST:  It's just - as I apprehend it Mr Doherty can give some evidence abou
impact of recent raises of petrol prices on the capacity of carers to take on shifts a
impacting on the difficulty of doing his job.

PN6034    
MR WARD:  I object to that - - -

***        PETER DOHERTY                                                                                                                         XN MS DOUST

PN6035    
COMMISSIONER O'NEILL:  Well, it's just an entirely - it's a new matter, new ev
may or may not arise in re-examination but it's not appropriate to start allowing ne
evidence on new matters.

PN6036    
MS DOUST:  If it please the Commission.

PN6037    
COMMISSIONER O'NEILL:  All right.  Mr Ward.

CROSS-EXAMINATION BY MR WARD                                         [10.42 AM

PN6038    
MR WARD:  Thank you.  Mr Doherty, is that the correct pronunciation?‑‑‑Yes, pr
- you get 10 out of 10 for that.

PN6039    
About the only thing I'm going to get 10 out of 10 for in this case, sir.  Don't you
worry?‑‑‑Possibly.

PN6040    
Mr Doherty, my name is Nigel Ward.  I appear in this matter for the employer inte
Thank you for coming today.  Do you have your statement in front of you?‑‑‑I do 
yes.

PN6041    
I wonder if I could get you to start with page 6, all the way down to paragraph 41,
could?‑‑‑Yes, I've got it, yes - 41.

PN6042    
Thank you.  You talk there about a home care package coordinator?‑‑‑Yes.

PN6043    
If you look up the top of the page, there is not a reference when you describe who
team for a home care package coordinator.  Is that the person you've just been talk
about?  How many home care package coordinators do you have?‑‑‑Well, we have
consultant now and one coordinator.

PN6044    
Right, and I take it when you say one consultant that's like a contractor, is it?‑‑‑No
suppose what the consultant is - I suppose the senior person and the coordinator I 
yes, she's recently come on so she's learning the ways, I'd say the more junior.

PN6045
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***        PETER DOHERTY                                                                                                                        XXN MR WARD

PN6047    
Sorry, just if we could, could you tell me what the role of the home care package
coordinators is?‑‑‑Well, I'll go coordinator/consultant to - - -

PN6048    
Yes, if you could, that would - yes?‑‑‑Basically, well, to bring in new business, ne
care package clients - obviously it's an ever-expanding part of the business and pr
biggest-growing part of the business so they go out, they - we'll get an inquiry, we
initial inquiry, we'll sort of triage it and they will then go and visit the clients and 
assessment, gather what their needs are, you know?

PN6049    
Yes?‑‑‑It could be just simple, from domestic assistance to they need full care and
do the assessment and obviously explain how home care packages work and the fu
and, yes, those type of things.  They will then obviously, if the client agrees to sig
us, they'll bring them back to the office and care plans are written up to give direc
the type of care that they should deliver and yes, it will then be handed to us as ro
coordinators to try and fit them into the roster, which is again an ever-increasing h
to do - - -

PN6050    
I'll come on to that?‑‑‑Okay, all right.

PN6051    
If we could just for a moment, if you just stick on the home care package coordina
rang you up tomorrow and said, 'Look, I'm in need of some assistance at home', yo
personally take that call, I assume?‑‑‑Yes, we're the front line.  As well as doing ro
we are taking - I suppose like a mini call centre.

PN6052    
Yes?‑‑‑So we will do the initial triage of the conversation:  'Whereabouts do you l
an area that we service', and go through all the basic and find out what their partic
well, we have to find out what funding they've got.  Is it something - you know, th
some funding that we don't cater for.

PN6053    
When I ring you to begin with do you fill out a form for me or do you just write th
down and email them to the home care package coordinator?‑‑‑Yes, basically we'v
form that we fill out and we email it to those guys and explain - they've already go
package with another provider, they want to come to us or, yes, they'll explain. So
that initial triage, obviously (1) to make sure it's something that we can actually de
and then it goes to the next stage that they would actually then make the phone ca
generally they would go and meet them in the home and do that first initial assess

***        PETER DOHERTY                                                                                                                        XXN MR WARD

PN6054    
And only answer questions if you have knowledge of it:  when they go and do the
assessment, I take it that they're reviewing the funding that they've got access to, t
sure that's correct?  They're doing that?‑‑‑Sure, yes - they would discuss how the f
works and, you know - because obviously some clients have a contribution that th
p t in as ell depending on the assets and so es that's probabl that's here it
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They would also be trying to understand what actual care or support that person is
for?‑‑‑Sure and also is - say the funding they've got, they've got a lower-level hom
package.

PN6057    
Yes?‑‑‑It is enough to do what their needs are and then they may need to organise 
assessment with the aged-care assessment team to say, 'Look, they're only on leve
they clearly need, you know, a level 4, which obviously again there's a huge dema
wait to get the packages that the actual client needs.

PN6058    
So, I could be sitting down saying look, I need six hours of support a day.  They m
to me your current funding only gives you three?‑‑‑Yes.

PN6059    
And they will then see if they can help me get my funding changed, with they?‑‑‑Y
they'll be re-assessed by the aged care assessment team.

PN6060    
Who are the aged care assessment team?‑‑‑So, that's a federally funded body, who
the - I suppose, yes, the home care package sort of things.

PN6061    
It's the actual government side (indistinct) - - -?‑‑‑Yes.

PN6062    
You're not talking a team inside your business?‑‑‑No, no, no.  So, no, this is - yes, 
where you'd have to go - if you want your package reassessed you have to go back
yes, aged care assessment team because they're the ones that have the power to up
the, you know, level 4 which is - - -

***        PETER DOHERTY                                                                                                                        XXN MR WARD

PN6063    
Next level?‑‑‑Yes, the next level and - yes.  But obviously sometimes, you know, w
need and what they get are two very different things.  As I said, I have personal ex
from my mum who was assessed as a level 4 but spent a lot of her time on level 1
needed more care but - yes.  But there are other ways round it.  I mean sometimes
have to pay for stuff privately and - yes.  But also, you know, the biggest thing aro
you have care workers able to do the jobs, which is the biggest problem we curren

PN6064    
So, you also talk then about the care plan.  Is it the home care package coordinato
prepares the initial care plan, or is that your registered nurse?‑‑‑Look, that could b
bit of both.  The initial assessment would be look at the basic needs, you know, lik
know, they need personal care, they need, you know, assessment of that.  They ne
someone to look to see is there modifications that need to be in the home.  It woul
like, obviously if there's clinical needs that need to be assessed, an RN would go a
initial assessment and, yes, ascertain whether RN visits are needed under a packag
obviously is there money in there to fund what is needed, so yes.

PN6065    
You just talked then about making modifications to the home.  Am I right in sayin
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That's the home care package coordinator does the risk assessment?‑‑‑Yes.  If it's a
care package.

PN6067    
Right.  Well, help me out.  Who does it if it's not?‑‑‑Okay.  There are - well, the R
- if she - again, because we do stuff for the DVA as well, so if it's DVA it would b
assessment by us and sometimes it's us doing it over the phone as well.  Or we've 
sent - when the care worker goes in there they'll ask the initial questions going in t
the care worker has - the care workers have certainly done risk assessments as we
sometimes it is someone from our office that goes out and - - -

PN6068    
Could you personally do one?‑‑‑I could personally do one, yes, yes.

PN6069    
What are the sort of things you're looking for when you're doing the risk
assessment?‑‑‑Obviously from your basic health and safety, slips, trips, falls again
- I suppose the more clinical needs are required.  You know, so like say if, you kno
hoists were - need to be done or modifications, you know, where - if ramps needed
into the home, you know (indistinct) - - -

PN6070    
Where's the - - -

PN6071    
COMMISSIONER O'NEILL:  Mr Ward, sorry.  Sorry to interrupt.  The transcribe
having a little difficulty hearing you clearly, Mr Ward'.  So, if you could just stay c
the microphone.

***        PETER DOHERTY                                                                                                                        XXN MR WARD

PN6072    
MR WARD:  Do I sound better now?

PN6073    
COMMISSIONER O'NEILL:  You're actually - - -

PN6074    
MR WARD:  Sorry, that was a stupid question, do I sound better.  Am I easier to h
No?

PN6075    
COMMISSIONER O'NEILL:  Sorry, just speak again?

PN6076    
MR WARD:  Am I - can you hear me now?

PN6077    
COMMISSIONER O'NEILL:  Yes, that seems better.

PN6078    
MR WARD:  It might have been my fault, Commissioner, I think I just put the fol
witness folder - - -
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PN6081    
COMMISSIONER O'NEILL:  Yes.

PN6082    
MR WARD:  So, when a risk assessment's done, who does it go back to, to action
it'll come on - well back to the office to be obviously - to be registered and obviou
anything that, you know, that needs to be dealt with.

PN6083    
Back to the office means you or - - -?‑‑‑Yes, yes, or go probably to the admin pers
initially sort of log it onto the system and yes, and obviously if there's anything pa
we need to let the staff know, you know.  Maybe there's a dog there that bites, you
everything - so we would modify and put stuff on, you know, be aware of the dog 
know, or any of the, you know, stuff around.  You know, okay, there's 10 steps up 
all them kind of things that would obviously make it easier for the care worker to 
job.  You know, everything from, you know, it's like hey, they're in the granny flat
the main house.  The access to this is,  you know, this or you know, or the road up
difficult road to get up to.  So any information that is, you know, to make the job e
the care worker to deliver care we would then put on the system to say yes, which
would then access via their phones when they're doing the job, yes.

***        PETER DOHERTY                                                                                                                        XXN MR WARD

PN6084    
And if the initial assessment said there needed to be, say, a ramp put in, who organ
that?‑‑‑So, it would be - again, the home care package coordinator would liaise wi
mean obviously they often get - they would sometimes give it to OTs to actually d
assessment as well.

PN6085    
Bear with me.  Where would the OT come from?‑‑‑So, they would source - they w
an external body or whoever does, yes, we then employ an OT to go and do that a
and go okay, you know, that's all the - look at,  you know, the level of the bed.  Is 
the right level, is - you know, is the bathroom. I mean sometimes the bathrooms ar
you know, too small to do things, so you have to then work out how a care worker
client will all fit into that bathroom, you know, do we need  any modifications.  Ye
would then often go - I mean some of the things are obviously obvious but someti
the OT would go in there, okay, we need a ramp in there going to the bathroom.  T
would then outsource to the OT to there and to that other assessment, and from th
company would be employed to do the modifications.

PN6086    
What might be a low level modification that would arise?‑‑‑Look, I'd say probably
and stuff for the - yes, would be the low level stuff that would go.  And then, you 
things like safety - you know, is there a mat on the floor that stops the - you know
the shower, rails in the actual shower itself, you know, something that they can gra
you know.  And again it depends on the client's mobility as to whether, you know,
level of care.  I mean personal care can be anything from a - a standby shower, wh
call.  Someone's just there to make sure they're okay to someone fully immersed in
process of showering a client.

PN6087    
At the other end, what might be a fairly dramatic modification to a premise?‑‑‑Som
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be - accommodate things, or is like - is this bathroom, you know, is it generally un
we need to - you know, to look at definitely ways and means of making it as safe a
possible.

PN6089    
Could it be the case that you make a decision that the home simply isn't safe and y
take a client on?‑‑‑Potentially, yes, yes.  That could certainly - - -

***        PETER DOHERTY                                                                                                                        XXN MR WARD

PN6090    
Are you aware of you doing that before or - - -?‑‑‑Well, obviously I've never made
decision but I am aware of decisions.  Sometimes it's a case of - well, often or som
sometimes we don't have the staff available.  Like, someone might need two peop
assist.

PN6091    
Yes?‑‑‑And at the - you know, that's the only way they can do it and because of ou
rostering constraints and we can't get people into the industry, yes, we would decl
people.  Or there are issues around, I suppose, their - if you've got severe dementi
you know, is it safe for our care workers to go in there and provide the services.

PN6092    
Would those sorts of decisions be escalated up to the Director of Community Care
yes.  Indeed, yes.

PN6093    
Is the director of community care – I think you've said that person's a registered nu
well, haven't you?‑‑‑Correct, yes.  Yes.

PN6094    
Do they – I don't know how to say this without sounding rude – do they do nursin
well?‑‑‑Yes.  Again, because, you know, we're not – you know, we're short‑staffed
sometimes if the RN is off, yes, the director of community care will be out there a
to wound care, and yes, it's all hands to the pump, you know.

PN6095    
Commissioner, is that a convenient place for me to stop?

PN6096    
COMMISSIONER O'NEILL:  It is.  Mr Doherty, as we foreshadowed, we're goin
to interrupt your evidence, ask you to leave this call.  The HSU will contact you a
re‑joining, but I estimate that will probably be around 11.45, and you remain unde
affirmation, so you can't discuss your evidence with anybody in between times?‑‑‑
I've just got to let my employer know that obviously I've been rescheduled.

PN6097    
MR WARD:  You'll have to work on the roster?‑‑‑Yes, actually that's what I was d
before I came on.  I was busy doing the roster.

PN6098    
COMMISSIONER O'NEILL:  Thank you, Mr Doherty?‑‑‑Okay.  Thank you.

<THE WITNESS WITHDREW [10 59 AM]
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PN6100    
COMMISSIONER O'NEILL:  All right.  Do we have Ms Evans?

PN6101    
MS DOUST:  I gather she's trying to call through, Commissioner.  We've got som
think who has been on the line trying to talk her through the process, so I expect s

PN6102    
COMMISSIONER O'NEILL:  Ms Evans, can you hear me?

PN6103    
MS EVANS:  Yes.

PN6104    
COMMISSIONER O'NEILL:  You can hear me?  All right.  We understand you h
time constraints.  My associate is just going to have you take the affirmation.

PN6105    
THE ASSOCIATE:  Ms Evans, can you please state your full name and work addr

PN6106    
MS EVANS:  My full name is Catherine Evans.  My work address is Regis North
Tasmania.

<CATHERINE EVANS, AFFIRMED                                                 [11.05 AM

EXAMINATION-IN-CHIEF BY MS DOUST                                   [11.05 AM]

PN6107    
COMMISSIONER O'NEILL:  Ms Doust.

PN6108    
MS DOUST:  Thank you.  Ms Evans, is your name Catherine Evans?‑‑‑Yes, it is.

PN6109    
Are you employed as a home service worker by Regis Home Care?‑‑‑Yes, I am.

PN6110    
Have you prepared two statements for the purpose of the proceeding before
the Commission?‑‑‑Yes, I have.

PN6111    
Is the first one dated 26 October 2021?‑‑‑Yes.

PN6112    
And just for the record, Commissioner, that's document 205 at page 11,413 of the 
court book.  Ms Evans, did you prepare a reply witness statement dated
20 April 2022?‑‑‑Yes, I did.

***        CATHERINE EVANS                                                                                                                      XN MS DOUST

PN6113    
And again for the record, Commissioner, that's document 206 at page 11,441 of th
court book.  Ms Evans, are both those statements true and correct to the best of yo
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COMMISSIONER O'NEILL:  All right.  Ms Rafter.  Ms Evans, Ms Rafter is just 
ask you some questions.

CROSS-EXAMINATION BY MS RAFTER                                      [11.06 AM

PN6116    
MS RAFTER:  Hi, Ms Evans.  My name is Alana Rafter.  I appear for the employ
interests in these proceedings?‑‑‑Mm‑hm.

PN6117    
I'm just going to start off by making sure I have a correct picture of your experien
aged care before turning through your statement.  I understand you've worked in t
aged care sector for over 11 years?‑‑‑On and off.

PN6118    
In 2010 you completed a Certificate III in Home and Community Care, and a Cert
in Aged Care Work?‑‑‑Yes.

PN6119    
Then after completing those certificates, you commenced work as a home care wo
Mildura Council with Mildura Council?‑‑‑That was in 2011.  Prior to that I had w
with two companies in Tasmania.

PN6120    
And then in 2012 you worked with Bupa Aged Care as a home care worker?‑‑‑Th
have been down as 2013.

PN6121    
2013, thank you.  In 2015 you worked as a personal care worker with
Murray House?‑‑‑Yes, I did.

PN6122    
2016, after a brief period away you returned as a home care worker with Regis?‑‑‑
did.

PN6123    
The position started off being referred to as a 'personal care attendant' at the start i
2016?‑‑‑Yes.

***        CATHERINE EVANS                                                                                                                  XXN MS RAFTER

PN6124    
And then later in I think – I think you say around 2019, it became a 'home service
the title?‑‑‑Yes.

PN6125    
Thank you for that.  I also understand you completed some two online courses thr
University of Tasmania?‑‑‑Yes, I did.

PN6126    
That was in 2018?‑‑‑Yes.

PN6127    
One concerned understanding dementia and my understanding that is a seven-wee

6487



the University of Tasmania was my own doing.  It wasn't funded or suggested by R
did that of my own undertaking.  So it was just self-governed.

PN6129    
And how many hours - just so I can get a (indistinct) of the course, I understand y
to do it of your own initiative.  How much time would you spend each week, for, 
understanding dementia course?‑‑‑I probably only spent maybe an hour a day doin
to work commitments and personal commitments and because I wasn't rushed to d
work specifically.  I did just take my time.

PN6130    
Excellent, thank you for that.  I take it it was similar for the preventing dementia b
believe that course is a bit - that's a shorter online course?‑‑‑Yes.

PN6131    
Around four weeks - and that was supplementary to your work, thank you for that
- if we now turn to Regis, they require you to do some online modules through an 
portal?‑‑‑Yes, they do.

PN6132    
If I can take you to paragraph 18 of your statement - your first statement, I should
can hear you turning the pages.  Just let me know when you're there?‑‑‑Working in
an office is not brilliant.

PN6133    
Hopefully you're not driving in the car at the moment, just - - -?‑‑‑No, I'm seated, 

PN6134    
Excellent, so at paragraph 18 you refer to when you first start at Regis that you do
intense load of modules in the first 12 months?‑‑‑Roughly, yes.

***        CATHERINE EVANS                                                                                                                  XXN MS RAFTER

PN6135    
Could you elaborate a bit on that?  Are you required to almost catch up - so do fiv
modules within a short period of time or could you elaborate what you mean by, 'i
load'?‑‑‑Within the first 12 months of starting with Regis, they send you modules 
online portal to do, to make you competent to Regis standards.  Some of them are 
personal development.  Some are a set requirement.  I mean, it's random as to whe
come within the first 12 months of being with Regis so you sort of just - when it c
in your emails that you've got lessons to do and you've got X amount of time to do
you just get in and do it as much as possible.

PN6136    
Then I note on paragraph 19 - so after that first year where you're doing modules i
an intense fashion, they become a bit more routine, just every six months you're p
to do a few modules?‑‑‑Every so often - it's just to keep our accreditation up to sta

PN6137    
I understand there are some mandatory and some optional modules.  How many m
modules would you be completing each year?‑‑‑WE would be doing maybe about
are mandatory.

6488



My understanding is that at the - as you say in your statement, that usually consist
video that you have to watch as part of that module?‑‑‑Some do, yes.

PN6140    
Some don't - and you're usually required to - usually at the end of the module you
asked some questions to test your understanding of that module?‑‑‑Yes.

PN6141    
Then once you complete it a notification will be sent back on the online portal, say
telling Regis you've completed that module?‑‑‑Yes.

PN6142    
Thanks for that.  I now want to take you to paragraph 21 of your statement, first
statement?‑‑‑Yes.

PN6143    
There you refer to specific training that you understood in 2019 about distributing
medication safely?‑‑‑Yes.

PN6144    
I understand this is internal training provided by Regis, as you state there?‑‑‑Yes.

***        CATHERINE EVANS                                                                                                                  XXN MS RAFTER

PN6145    
Was this training lead by a registered nurse?‑‑‑Yes, it was, and it still is when you 
redo it every 12 months.

PN6146    
My understanding is it includes a theory component and a practical component?‑‑

PN6147    
Is that the same for the refresher course - the refresher that occurs every 12 month
well?‑‑‑I'm not sure on that.  I can't remember what we've done over the last coup
years.  But I think it pretty much well is.

PN6148    
Thank you, and is the theory component approximately a 30-minute session with 
registered nurse where she walks you through the procedure?‑‑‑Generally our regi
nurse gives us the theory component and he allows us about 30 minutes to do it.  H
walk us through it.

PN6149    
Okay, so you're provided the material and you're to study that material?‑‑‑Yes, in o

PN6150    
Then for the practical component, is that when the registered nurse will then watc
out - effectively do the steps you've studied to make sure you - assess you doing it
correctly?‑‑‑Yes, he would.

PN6151    
Thank you for that.  I'll now take you to - so I'm going to take you through one of 
longer paragraphs.  It's paragraph 38 but I'll take you to some specific subparagrap
paragraph starts on page 4? Mm hm
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So there you refer to the Regis policy where if a client requires a sling lifter, two c
workers, two home care workers are required to be - to assist with that task?‑‑‑Yes

PN6154    
So is it the case that if a - that would be managed by the rostering team, I take it?  
would ensure that if a sling lifter is required for care, that two persons would be ro
on?‑‑‑Yes.  I mean, it doesn't always happen, but yes.

***        CATHERINE EVANS                                                                                                                  XXN MS RAFTER

PN6155    
If it doesn't happen - if you are attending to a client and you know - you attend an
that you need to use a sling lifter - would you call the office or the case manager o
would you do in that situation?‑‑‑Depending on the client, because we did have on
who was also cared for by his wife, and she was quite capable of assisting a sole c
the lifter, but if we knew that it was a two-person lift and there was nobody else to
would have to wait until there was another carer found to come and help us.

PN6156    
I take it that's very much in line with the safety procedure at Regis?‑‑‑Yes, it is.

PN6157    
Thank you for that.  Now, I'd like to take you to paragraph (f) - so same page, just
halfway point?‑‑‑Yes.

PN6158    
There you're talking about a client who - where Regis is only taking care of the sh
of the care, so I understand the other aspects of care are handled by another
company?‑‑‑Most of it is actually done by his wife.

PN6159    
Yes?‑‑‑But he was brokered to Regis for the showers.

PN6160    
In that instance you say that if you discovered a skin tear or a bruise while shower
would let the wife know and know that she knows what are the next steps to do in
respect but you would also as a step report it back to office as well, to the case
manager?‑‑‑That's right.

PN6161    
If we take that same scenario but it's to a client where it's Regis's client and the ca
Regis does all of the services, so there is no separate company or person deliverin
would it be correct that you would still report it back to office or in that instance, i
discover a skin tear, would you be making contact with the registered nurse or inte
in a different way?‑‑‑We would be contacting the - our RN at the office as soon as
spotted it.  It's company policy.

PN6162    
Would you be taking a photograph of the tear or bruise and sending it to the RN o
talking it through over the phone?‑‑‑No, we would take photographs to send throu

PN6163    
And then the RN would let you know what to do next?‑‑‑No, we're not allowed to

d li t th RN ld th t t th li t
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PN6165    
And these progress notes, are they in the care book that's situated at the client's
house?‑‑‑Mildura doesn't actually have care books anymore for their clients.  Tasm
and a lot of my experiences are based on Mildura, so with no care books currently
place due to being given mobile phones for our services, we can't make note at the
from what I know of, on the phones regarding skin tears and medication incidents
things like that.  We just have to call the office.

PN6166    
So Mildura has moved away from the paper care book; you're using the phone to –
you're not making electronic notes on the phone, you're simply calling the office a
them, and I take it they'll then be recording a note on their end?‑‑‑I hope so, yes.

PN6167    
I'll now take you over the page to paragraph (i), (j) and (k), those letters there?‑‑‑M

PN6168    
Here you're talking about a client that you have, or had, that Alzheimer's?‑‑‑Yes.

PN6169    
And you note that he's physically – is quite mobile?‑‑‑Yes, he is.

PN6170    
Would those two features be noted in the care plan?‑‑‑Not always.  Generally a ca
just outlines what we're there to do for that client.  It would be in his – if he had a 
previously – it should be in the folder somewhere, his health and living conditions
don't always have it written on there that Mr A has dementia.  It's just noted as dem
and other possible co‑morbidities.  We're not always told that they have any health
problems or anything like that.

PN6171    
When you refer to a folder, is that again the care book?  Was that the same (indisti
-?‑‑‑Yes.

PN6172    
Just making sure I'm staying with you on that.  And then you refer to some skills i
paragraph (j) where you recognised he had diminished cognitive capacity.  You sta
required prompting and you had to use a combination of verbal and physical
prompts?‑‑‑Mm‑hm.

PN6173    
Were those skills – would that be drawing from your training you completed via th
Certificate III?‑‑‑No.

PN6174    
So where do you draw upon those skills from?‑‑‑Looking after my Nan.

***        CATHERINE EVANS                                                                                                                  XXN MS RAFTER

PN6175    
So it's from your personal experience then, I take it, for you?‑‑‑Yes.

PN6176    
I'll no take o to paragraph (t) of that It's on the ne t page Here o 're talkin
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PN6178    
And you'd take out the blister packets?‑‑‑Yes.

PN6179    
I take it there's a medication chart there as well?‑‑‑There wasn't for that client.

PN6180    
Just to walk me through it, how would you determine that you're dispensing the ri
medication for that client?‑‑‑Well, most Webster‑paks have the medication written
back of them, along with the client's name.  In that scenario, if there is no med cha
by, we are to count up how many tablets are to be taken for the day in that sector a
them off on the little sticker on the back that we know that that tablet is in that pac
ask the client if they are Mr or Mrs so‑and‑so, and they obviously say yes.  I dispe
medication then into a small cup and give it to the client, and watch the client inge

PN6181    
That process that you just completed setting out for me, is that the same process th
required you to study and test your competency in back in 2019?‑‑‑Yes.

PN6182    
Now, if we then go to you, you refer to 'noting it down in the care book.'  I note yo
say that Mildura's moved away from the care books now?‑‑‑Well, they had done p
leaving Mildura and transferring to Tasmania.  Very few of the staff were noting in
plans, even though the folders were still in the homes.

PN6183    
Okay?‑‑‑So I'm not sure what they are doing as of yet, but here in Tasmania they s
the folders with the care plans in it.  But my work here is different to what I've don
Mildura.

PN6184    
I'm happy for you to focus on the Mildura for this sense, because I appreciate I'm 
you to examples from your time in Mildura, to that time?‑‑‑Mm‑hm.

***        CATHERINE EVANS                                                                                                                  XXN MS RAFTER

PN6185    
So in the Mildura instance, I note that if you're not making a note of the medicatio
care book, you're checking it off the blister pack itself, is that right?‑‑‑Yes, and we
on the phone app that we have done a medication prompt.

PN6186    
So it's documented a bit differently?‑‑‑Yes.

PN6187    
So you can document it on the blister pack and also the phone app?‑‑‑Yes.

PN6188    
So that means if a care worker is then, say, filling in for you on the next shift, they
to see the blister pack?‑‑‑They should be able to, yes.

PN6189    
Will they have access to your note that you put in the phone app?‑‑‑No.
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PN6192    
Now I want to take you to subparagraph (u), and you talk about an instance where
a medication chart and it hadn't been filled in the previous time?‑‑‑Yes.

PN6193    
And you refer to ringing up the office to speak to the case manager to inform them
suspect the medication had been missed?‑‑‑Yes.

PN6194    
Would you be doing that immediately upon discovering it, or would it occur at the
the shift?‑‑‑No, as soon as I discovered it.

PN6195    
If I could take you some pages forward now.  We're going to subparagraph (bb) on
page 9?‑‑‑Yes.

PN6196    
Here you refer to how you may be going to a client's house to perform a medicatio
or a medication welfare check?‑‑‑Yes.

PN6197    
But at the same time you may be doing other services as well, such as doing dishe
putting clothes on the line, tasks like that?‑‑‑Yes.

***        CATHERINE EVANS                                                                                                                  XXN MS RAFTER

PN6198    
Are those requests coming from the family sometimes?‑‑‑Sometimes it does, yes. 
the time – we were asked in her care plan to do small tasks as time permitted or as

PN6199    
So in that instance it's within the scope of the care plan that you're not expected to
beyond your time for that appointment; so it's if you can do it within that time?‑‑‑Y

PN6200    
I'm just going down.  If you're asked to provide assistance that's outside of the car
you had time would you usually try to help with that task as well?‑‑‑Not if it wasn
care plan, no.

PN6201    
And if you get asked to provide further assistance that's not in the care plan, woul
typically raise that with the case manager?‑‑‑Yes, I would.

PN6202    
Would this occur after the shift or when time permitted?‑‑‑Generally after the shif

PN6203    
Thank you for that.  I now want to take you back to - take you down to paragraph 
here you refer to assessing how - the crucial part of your work with every client is
'assessing how my clients are'?‑‑‑Yes.

PN6204    
And is that again - would that be - is that skill of assessing - would you be drawin
your skills developed through your Certificate III? Yes
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office there and then.  But if it was something that I thought I could wait on, I wou
after the service as well as email the relevant case manager.

PN6206    
Excellent.  So, there would be emails.  So, not using - for this communication you
necessarily using an online portal system, so it's direct phone call and direct email

PN6207    
Thank you for that.  I now what to take you to paragraph 41 of your statement?‑‑‑

***        CATHERINE EVANS                                                                                                                  XXN MS RAFTER

PN6208    
Now, you're referring to - in your work you attend clients' private homes.  I wante
understand that.  It's my understanding that Regis would perform a risk assessmen
house before a carer would go to that house.  Is that correct?‑‑‑They are meant to.

PN6209    
So, I don't want to be unfair to you.  Are you familiar with that process or that's ju
by Regis, you don't go into that?‑‑‑I don't have to deal with that.  Sometimes we a
to do a safety report on the home, just so that they have an understanding of what 
environment is going to be like.  But I have never had to do one myself.

PN6210    
That's perfectly fine.  I won't ask you questions then about that, that's fine.  Thank
that.  And I note that you refer to that you never quite know what you're going to b
walking into?‑‑‑We don't.

PN6211    
And earlier - and do you have access to the care plan prior to going into the house

PN6212    
So, you only see it when you first walk in?‑‑‑Yes.

PN6213    
So, the care plan may include some details about what - some unique features abo
home environment.  For example, if they had a pet, watch out for the dog or some
you don't actually see that until you walk through the door?‑‑‑No, we don't actuall
until we walk through the door.  Sometimes we may get either an email or a text m
from a staff worker, like a care staff worker, that there is a dog on the premises or 
- and yes, so it's care workers it's sometimes passed on.  Every so often office staf
have been notified and think to pass it on as well.

PN6214    
Thank you for that clarification there.  Now, later - a bit down in the same paragra
talk about when clients - you're referring to a client maybe having a bad day, and t
something that you might - you won't know until you walk through the door.  Is th
see a - if you observe a client having a bad day, is that where you would draw upo
employ de-escalation strategies learnt in your Certificate III?‑‑‑Yes, it would be.

***        CATHERINE EVANS                                                                                                                  XXN MS RAFTER

PN6215    
Do you recall any specific - can you give me an example of a strategy that you mi
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PN6216    
So, you - in the Certificate III you learn that you may need to use an array of strat
when certain situations present themselves, and you also must - you have to be pre
leave if it gets a bit - if you start to feel unsafe?‑‑‑Not if I feel unsafe but if the clie
unsafe with someone being there.  I would much rather leave and let the office kn
I've left for this reason and email the relevant case manager.  I don't see why we a
should stay in a home when you know someone's being - is feeling very uncomfor
you around.

PN6217    
Thank you for that.  And would you be - with those situations, and I can stay - I'll 
the example you walked us through.  Is that a situation where you would documen
progress note on the phone or would you also call up the office and let them - let t
know about it.  How do you document that - - -?‑‑‑I would email the relevant case
as well as calling the office if it was possible to let them know that Ms so and so g
indication that she didn't want me there, so I've left early.  When I was working in
some of my evening shifts were after office hours had closed, so you couldn't alw
to the case manager after that shift, or during that shift.

PN6218    
So that was an - that's an example of when the client starts to feel uncomfortable. 
want to take you to paragraph 45.  Now, this is an occasion where you might start 
fear for your safety.  Is there a policy followed by Regis where you're to leave the 
you - if a client's being aggressive, violent or there's a risk to your safety?  Is that 
that you're to leave?‑‑‑Yes, we are meant to.

PN6219    
And then you are meant to call the office immediately or the case manager
immediately?‑‑‑Yes.

PN6220    
And then - from there I take it.  Now, I want to take you down to paragraph 48?‑‑‑

PN6221    
Now, here you're talking about paper rosters, but I understand by your second stat
as you've said in answers today that you now have moved to a phone roster.  Is tha
correct?‑‑‑Yes, we have.

PN6222    
So, is the roster accessed via an online portal or how - could you just explain it a l
for me?‑‑‑Regis have put an app on our web phones that we are to log into at the s
shift and that will give us a list of our clients for the day, and within that you'll see
you have to be with that client for and what you're there for.  It's pretty basic.

***        CATHERINE EVANS                                                                                                                  XXN MS RAFTER

PN6223    
So, if you were there to give a medication check, it would simply say medication 
something to that effect?‑‑‑Yes, it would say medication check or prompt.

PN6224    
And then there would be a time corresponding to it.  So, if it was 30 minutes, it m
30 minutes or .5, depending on how your app - - -?‑‑‑Yes, that's right.
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PN6226    
So it's a slow transition from paper to the electronic?‑‑‑Yes, it is.

PN6227    
I see.  Thank you for that.  Now, if I take you down to paragraph 52?‑‑‑Mm-hm.

PN6228    
Now, you talk about to be success at this work you need to be able to rely on your
and the knowledge you have, to think on your feet and to adapt.  Does this require
this again with the knowledge you have an example of drawing upon your training
may be via the Certificate III and supplementary training and internal training that
provide?‑‑‑Yes.

PN6229    
I take also given your answer earlier you also draw upon your own personal exper
well?‑‑‑Yes, a lot of us do.

PN6230    
Now, bear with me - I'd like to take you to paragraph 59 of your first statement?‑‑

PN6231    
Now, there you're talking about where the client's family - daughter, specifically - 
you to do more and you explained to her that it's meant to go through the case man
Would that be a time where you would also follow up with the case manager and l
know after the shift that this is happening?‑‑‑Yes.

PN6232    
I might take you now to your second statement, if I may?‑‑‑Yes.

PN6233    
Now, at paragraph 10, you talk about shower modifications and enlargements - the
extremely rare, that's your evidence there?‑‑‑Yes.

***        CATHERINE EVANS                                                                                                                  XXN MS RAFTER

PN6234    
Now, I don't want to be unfair to you so if this is outside, just - given some answer
earlier - let me now:  is it to your knowledge in the risk assessment, looking at the
factor into that process, if they know showering will be part of the care?‑‑‑I think 

PN6235    
I note you refer to the safety report you complete, so going to a process that you r
there - would that be included in that process as well?  You'd be looking to see if t
safety issues arising with the shower?‑‑‑Yes, it would be.

PN6236    
Okay, and if it was that would be noted on that report and in that assessment?‑‑‑It 
be, yes.

PN6237    
Now, if I can just check one second, sorry - no further questions, Commissioner.

PN6238    
COMMISSIONER O'NEILL: Sorry I had myself on mute No wonder you didn
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PN6240    
MS DOUST:  Ms Evans?‑‑‑Yes.

PN6241    
It's Lisa Doust again.  I just want to take you back to a couple of the answers that 
Can I take you back to your first statement, where you were asked about paragrap
39?‑‑‑(Indistinct) Yes.

PN6242    
If you recall you were asked whether in that process of assessing how your clients
whether you were drawing on the skills you learned from your Certificate III?‑‑‑Y

PN6243    
And you said yes?‑‑‑Yes.

PN6244    
Can I ask you this:  is it only the skills you learned doing your Certificate III that y
drawing on in that instance?‑‑‑No, I'm also drawing on past experience with my w
the various places I've worked at as a carer, as well as my personal experience.

***        CATHERINE EVANS                                                                                                                   RXN MS DOUST

PN6245    
Thank you.  Also, you were asked about paragraph 41, where you were asked a si
question about whether or not you would be drawing on the de-escalation strategi
learned doing your Certificate III.  You responded that you had a client in Mildura
showing early signs of dementia and you would change your hair before you went
her.  Can I just ask you is changing your hair something that they teach you in the
Certificate III course?‑‑‑No.

PN6246    
How is it that you arrived at that strategy for dealing with that client?‑‑‑Just trying
things to have this client accept me into their home comfortably and I know some
people with dementia don't like the way that you look.  I can't change my size.  I c
change my voice much but I can change my hair and I can take my glasses off or I
jacket on to make me look a little bit different or as I said, I can sit down to make 
smaller than the client so that they don't feel threatened.  That's just - I don't know
taught.

PN6247    
Right?‑‑‑Some aspects.

PN6248    
Thank you.  Finally, you were asked about whether or not there was a policy in pl
your employer that you should leave the house if the client becomes aggressive an
answered in this way:  'Yes, we are meant to'.  Can I just ask you is it always a
straightforward thing, to extract yourself from a house in that situation?‑‑‑No, not 

PN6249    
When might it not be a straightforward process?‑‑‑When you're actually cornered 
and you've got to get past a client to the front or back door; you've got to try and w
way out of a situation without it looking like you're threatening or being threatenin
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<THE WITNESS WITHDREW                                                          [11.45 AM]

PN6252    
COMMISSIONER O'NEILL:  Now, is it your preference to recall Mr Doherty?  H
so we might finish with Mr Doherty's evidence and then take a short break after th
Thank you, Mr Doherty.

PN6253    
MR RAFTER:  May I please be excused to just get Mr Ward back?

***        CATHERINE EVANS                                                                                                                   RXN MS DOUST

PN6254    
COMMISSIONER O'NEILL:  Yes, of course.

PN6255    
MR RAFTER:  Thank you.

PN6256    
COMMISSIONER O'NEILL:  All right, Mr Ward, Mr Doherty is back so over to 

PN6257    
MR WARD:  Thank you, Commissioner.

<PETER DOHERTY, RECALLED                                                    [11.46 AM]

CROSS-EXAMINATION BY MR WARD                                         [11.46 AM]

PN6258    
MR WARD:  Mr Doherty, can you hear me again?‑‑‑I can indeed, can you hear m

PN6259    
I can very well, sir, thank you.  Can I ask you to go to paragraph 44?  I'm sorry, 44
yes?‑‑‑Yes, yes.

PN6260    
You say in paragraph 44(b) that you have initial input into a client's care plan.  Wh
input you have?‑‑‑Obviously anything stated around needs and requirements, wha
would need, yes.

PN6261    
Do you write the care plan, do you?‑‑‑No, I would certainly - if anything that cam
would help, to say that they need a particular, you know - they need a wheelie wal
yes, initial things like that.  Obviously, from the initial conversation you have you
able to, you know, pass on that information to the - - -

PN6262    
I see, so if when you first spoke to them they said something like that you would m
that was passed on to the RN or whoever is putting the care plan together?‑‑‑Yes, 
anything relevant, you go, 'Okay, this client said they need this'.

PN6263    
'I'll let that person know' - and is it the RN you tell to put in the care plan or is it th
-?‑‑‑It would initially - I'd go to the home care package consultant and go, 'This is
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In (d) you say that you both manage and supervise home carers.  I just want to cla
'manage', do you mean you manage their performance and you performance-mana
if they don't do it properly?‑‑‑Look, ultimately it goes to the director of communit
We certainly - if things are raised, we certainly get involved in giving direction to 
workers.  It's - I would say, look, I've been a team leader before when I worked fo
so it's almost, you know, 95 per cent you are almost acting as their team leader in 
that you would manage them and, yes, you know, - - -

PN6265    
You would describe your role as a team leader, would you?‑‑‑Yes.  I mean obviou
know, it's given as coordinator but I've done a team leader role before.  It is like be
team leader.  The level of input you have with them, but obviously ultimately the h
firing is done by the Director of Community Care.

PN6266    
Can I take you to paragraph 52, you start talking about rosters there.  See that?‑‑‑Y

PN6267    
Do you manually construct the roster or do you have roster software?‑‑‑No, so it's
software called Home Care Manager.

PN6268    
Right?‑‑‑Which is, yes, which is managed by Telstra Health, yes, and yes.

PN6269    
Am I right - tell me if I'm wrong when I say this.  That roster system, does it work
way.  You feed into the roster system the shifts you need covered?‑‑‑Yes.

PN6270    
You also feed in the general availability of your care workers and does that compu
system juggle it around and say this is the beginning roster that you work with?‑‑‑
the initial thing, no.  It's all set up by humans, which is basically me and my collea
So, we would - the first time you get a care worker starts working with us, you bu
availability into the roster, so you'll say, you know, Jane is willing to work from y
seven till four Monday to Friday.  You actually have to go and manually create the
availability and then - - -

PN6271    
When you say create, you would type that information into the system?‑‑‑Yes, lite
So, you have to create it and go yes, no, Jane is going to work on Mondays, she's 
do, you know, eight to four on, you know.  On certain days she might do from nin
three.  So, all that would be put into the system and you would then - it would - on
information is input it will - you have to publish it and it will make - it will create 
availability into the roster.  Again, with a brand new client or even if it's additiona
-

***        PETER DOHERTY                                                                                                                        XXN MR WARD

PN6272    
If I could just ask you to pause, if I just ask you to pause.  So, the software system
some smarts operating to match that stuff you've typed in about the care worker ag
positions we have to fill?‑‑‑No, no, no.
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PN6275    
I know that Bob's available to do that.  I'm going to allocate Bob to that shift?‑‑‑Y

PN6276    
So it's a completely manual system and I take it then that the Home Care Manager
roster system itself, it's just used to publish the roster after you've built it?‑‑‑Yes.  
we're still doing the majority of the grunt work, yes.  It's - yes, it's not smart enoug
match them together.  It literally is me looking at it and going okay, this person's a
But once you've - once you've identified, let's say, that someone can do that partic
you can set it up to say I want Jane to go there at 9 o'clock, every second Wednesd
will then - it will publish that - even though I manually - I have to press a button t
it but it will automatically be allocated to that person.

PN6277    
So, once you've built your roster I take it then that you're tinkering with it in this s
you've got a new client come on you'd have to feed that into your roster and I pres
somebody rings up and says I'm sick, you'd have to work out how to - how to fill t
gap?‑‑‑Sure, which is something very common at the moment with COVID at the 

PN6278    
When you fill that gap I take it you would understand who might be available and
just ring around until you find them?‑‑‑No.  Yes, we bring up a screen which is lik
call the dashboard and we can see who is available and yes, you would then - yes,
especially if it's 7 o'clock in the morning and the person who was meant to be ther
o'clock in the morning isn't going to be available, you start ringing around furious
to find people to fill that - fill that shift.

PN6279    
At paragraph 57 you talk about a mileage rectifier?‑‑‑Yes.

PN6280    
I haven't heard of one of those before, Mr Doherty.  What does a mileage rectifier 
basically it's a system that calculates the time, as in travel time, from point A to po

***        PETER DOHERTY                                                                                                                        XXN MR WARD

PN6281    
It's not built into the Home Care Manager system?‑‑‑No.  No.  It is something that
no, again it's done - it's done manually and every time we - so, when you run it, yo
take out all the breaks that you've put in because the way our system works is a br
it's in Ballina or any tea break or break, so we have to deallocate them all, run the 
rectifier, which uses Google Maps to calculate the travel in-between jobs and it w
okay, it's 20 minutes to go from Ballina to Lennox Head.  We used to - we used to
manually put it on, so there has been one slight improvement but you've still got t
manually manage the whole - - -

PN6282    
Okay.  So, do you type into this system that I need to send somebody from Byron 
Ballina, and then it tells you what it is, or does it automatically understand that yo
somebody to go from Byron to Ballina based on your roster?‑‑‑So, I can describe 
have what is known as I suppose the timeline.  So - and it'll, you know, it'll say fro
till seven the person's available.  We will then to allocate that extra shift and once 
allocated that extra shift onto that person's roster, you will then have to do like a ri
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have to run another system that calculates the final mileage, which then any chang
make get overwritten.  So that's why we have to write it manually so our people in
will read and see that Jane took actually 25 minutes to get there not 20 minutes.

PN6283    
As I understand it, as you're building the roster, this function which allows you to 
mileage and you can use your mouse to get that?‑‑‑Yes.

PN6284    
You click on it, it will say add 20 minutes to the journey?‑‑‑Yes.

PN6285    
But what you're saying is sometimes somebody might come back and say it's not e
you need to manually go back in and say it's 25?‑‑‑Yes.  In simplest terms.

***        PETER DOHERTY                                                                                                                        XXN MR WARD

PN6286    
I'm just interested, Mr Doherty, there's quite a bit of criticism in this case about no
given enough time to get between jobs.  How do you make sure there is enough ti
what I have to say to our care workers is that my system that I use is - uses this mi
rectifier which then puts in the mileage calculation.  I have to tell them if it takes y
longer, you need to send me a message back through the system to say it's - you k
incorrect.  So there might be times, you know, like there's floods, which obviously
had a lot around here.  It's like there were roads closed so they were having to driv
you know, different ways to get places.  All that information has to be manually in
the system to say this is what the problem was, or I got stuck there before of roadw
can never get there because even though, you know, Google Maps says this is wha
calculation is, in reality it's a - you know, it's a slow windy road, especially if it's u
hills or something like that.  So, it's - again, it's not a perfect system and maybe - I
know, Google Maps Live, which actually feeds in traffic information, but obvious
know, that was probably after some software upgrade and I don't know whether it
smart enough to even take that, but that's more of what you would need to I suppo
manage that and make it less.

PN6287    
You believe that you're reasonably fair in how you allocate travel time?‑‑‑I literall
adjust what's put in.  I have to go with what the system says.  So if it says - - -

PN6288    
I thought you said a minute ago - I thought you said a minute ago that if they cam
and said it takes an extra five minutes you would manually override it?‑‑‑No, so w
manually put in a note to say that is it.  So yes, we will - yes, we will - we will do 
we can but I don't have - initially when we run it, I can't - even though it tells me i
minutes, I can't change that until they tell me it is different.

PN6289    
And I take it that when you came to this job you hadn't done rostering before?‑‑‑N
hadn't done.  I had – when I worked in Telstra I had some kind of understanding o
management (indistinct), you know, the trials and tribulations of rostering.  But ye
definitely a tough job, it's an ever‑moving feast, and yes, it's a very stressful - - -

PN6290    
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PN6292    
No, I'm not suggesting you're not, sir.  Could I take you to paragraph 78?‑‑‑Yes.

PN6293    
There's an estimate there of the calls that come in to the office.  Are you saying th
you take 30 to 40 calls, or are you saying 30/40 calls come into the office and the
coordinators and people take those calls?‑‑‑It could be - - -

***        PETER DOHERTY                                                                                                                        XXN MR WARD

PN6294    
(Indistinct)?‑‑‑It could be up that high for an individual.  Some - - -

PN6295    
So you could get 120 calls in a day?‑‑‑Yes, sure.

PN6296    
And you could get a lot less?‑‑‑Yes, it could be less.  Some days are better than ot
certainly in our sector it just gets busier and busier - - -

PN6297    
No, what I'm asking you though, are you saying you take 30 to 40 calls a day?‑‑‑N
day.  I would say not every day; not every day, no.

PN6298    
Four days out of five?‑‑‑Again I'd be guessing - - -

PN6299    
No, don't guess?‑‑‑I can't give you a precise number without actually pulling stats
machine to tell me exactly (indistinct) - - -

PN6300    
That's fine.  Now I'll take you to 89, if you could go to that.  You talk there about t
coordination of the mowing and gardening service?‑‑‑Yes.

PN6301    
Am I right – do I read your evidence right this way, that that's separately managed
managed by another member of the team at the moment, but I believe it's coming 
coordination team.  But at the moment, yes, someone who does our admin work a
coordinates what we call the home and garden.

PN6302    
Is that person the administrative assistant you identified earlier?‑‑‑Yes.  Indeed it i

PN6303    
When you say that your service provides mowing and gardening, what sort of gard
you provide?‑‑‑Sort of – well, mowing lawns, general – you know, general weedin
know, clear ups.

PN6304    
Trimming hedges, things like that?‑‑‑Yes, trimming hedges, yes.  Anything from l
gurneying(?) the – you know, the driveways and that kind of stuff, yes.

***        PETER DOHERTY                                                                                                                        XXN MR WARD
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moves within our organisation to probably move it into the coordination team at th
moment.

PN6306    
I'm just interested in what's happening at the moment?‑‑‑Sure.

PN6307    
Can I take you to 93?‑‑‑Yes.

PN6308    
In 93 you talk about taking calls from care workers?‑‑‑Yes.

PN6309    
And you give an example right at the end about informing us about a decline they
noticed in a client.  If you received a call from a care worker saying I'm concerned
noticed a decline in Nigel's state, who do you pass that on to?‑‑‑Well, initially, if i
care package coordinator, you would probably – if it's something simple, you kno
it's a severe clinical need that's been identified, you would give it straight to the R
both the director of care and the RN, and say hey, look, there's a severe need, or th
severe wound or something, if it's something, you know, that might need a little bi
extra – well they might need an extra five minutes on their shower time because th
getting a bit slower.

PN6310    
That would be a simple thing for you?‑‑‑Yes.

PN6311    
Okay?‑‑‑But we would probably – again I'd still have to say to our director of care
care worker has advised me that they need extra time, are you okay for me to mak
shower time, you know, 35 minutes, yes.

PN6312    
If I can just take both of those examples, I'm assuming that you're telling me that i
care worker and I noticed that somebody was showing signs of decline, I take it th
worker isn't ringing the registered nurse; the care worker's ringing you and you're 
the registered nurse?‑‑‑Yes.  Generally that would happen obviously, but if it's – y
look, they're told if it's a serious – you know, if we're in ambulance territory, they 
straight to the RN, but sometimes, you know, sometimes the RNs (indistinct) com
what's to deal with and it's - - -

PN6313    
Let's come to ambulance territory.  If I turned up at my client and they were breath
irregular manner and I was concerned, is the protocol to ring 000 straightaway?‑‑‑
would seek advice from the RN, will be the first one.  Then if they (indistinct) ove
they would come to us and we would then say, look, if it looks like we're in troubl
000, and I'd, yes – and (indistinct) call 000 myself and - - -

***        PETER DOHERTY                                                                                                                        XXN MR WARD

PN6314    
So it could be you calling 000 or it could be them calling 000?‑‑‑Yes, because som
they're trying to, you know, manage the situation there with a client, so I'll be the o
saying, look, I'll call 000 and I'll get them there as soon as we can.
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PN6316    
Is that done at the admission point?‑‑‑Yes.  So we should get, yes, a response plan
look, clients have everything from – they give us varying different degrees of, you
ring my relatives, or some of them say I don't want anyone to enter the house.  So
had a set procedure we would go, so we get them to look through the windows an
with neighbours and do kind of obvious stuff, and then we'll move into the next ph
we can't get a hold of any of their relatives, we move into the next phase and we'll
ringing hospitals and, you know, and just try to obviously ascertain what the situat
it a simple case that they've gone down the shops, or is it a case they are lying on t
you know, and sometimes just looking through the window they'll see them there 
or something like that, and then we'll go okay, we know what we need to do now; 
know, if she's not responding we call an ambulance, yes.

PN6317    
And how you proceed in that situation the family or the client's told you at the poi
being brought on to the service?‑‑‑In the response plan.  We don't have like a full 
directive, but it's more – you know, what do you want us to do; is it either contact 
family or not.  But honestly, if it's an emergency, the first thing you're going to do 

PN6318    
Is ring 000?‑‑‑You're going to call 000 and – yes.

PN6319    
You give some evidence about, sadly, a carer going to a client and the client had p
away.  Is there a protocol that you adopt if a client turns up and somebody is
deceased?‑‑‑Yes.  I mean, certainly, like our first port of call would be to inform th
of care and – yes, then you've got to ascertain what's already happened, you know
somebody already called the police or is a neighbour involved or – there could be 
Yes, so we would go through, so we would refer it to the director of care and then
ascertain what had already been done and what needs to be done, yes.

PN6320    
At paragraph 104 you describe that you provide your employees with an EAP
process?‑‑‑Yes.

***        PETER DOHERTY                                                                                                                        XXN MR WARD

PN6321    
Which I understand to be employee assistance program.  My understanding of tho
they're usually services you can ring, they're anonymous?‑‑‑Yes.

PN6322    
If I want to talk to a psychologist or somebody of that ilk I'm allowed to do that, a
pick up the bill for that.  I think that's how they work, isn't it?‑‑‑That's correct, yes
Obviously, yes, if they turn up in a situation which is stressful for them, you obvio
to make them, you know, feel as good as you can and support them through that, b
obviously we generally end with saying, you know, if you need extra, you know, c
psychological help, these are the people to talk to.

PN6323    
Paragraph 16, you tell us that you solve IT issues?‑‑‑Yes.

PN6324    
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PN6325    
If I've lost my login you'll help me with that?‑‑‑Yes, I would help you with the log
can reset the passwords for their system.  I'll give an example:  we had a particula
wasn't appearing on the care worker's phone.  You know, you triage the situation t
out, yes, there is a system problem.  You have to go back to the Telstra Health, you
docket with them.

PN6326    
Yes?‑‑‑Then you go through the - yes, go through the system and work out - they 
whether, you know, did you not press the right buttons.

PN6327    
You're logging the ticket with the external software provider on behalf of the care 
The care worker's not doing that?‑‑‑Yes, yes, we do that and we'll manage the situ
they'll often give us solutions to try.  Then we'll go back and - yes, so I've definite
actually use FaceTime for them to show me exactly what they've got on their phon
to try and work out what the problem is that they're encountering.  So it can be a -
it's pseudo IT helpdesk initial triage, yes.

PN6328    
Yes, I understand initial triage, that's fine.  I'll take you to 133.  You talk in 133 ab
monthly report?‑‑‑Yes.

***        PETER DOHERTY                                                                                                                        XXN MR WARD

PN6329    
Are you the only person who prepares the report or do all the coordinators?‑‑‑No, 
coordinators do and it's due tomorrow at 10 o'clock.

PN6330    
I'm standing between you and the report, I can sense that.  Is the report a standard 
report, it's in the same standard form each month?‑‑‑Yes, so it's like a - yes, a blan
template Word document.  Some information is supplied to us like the offs and on
then have to go through and there's a thing that we measure like same-day cancell
We have to provide information as to why we turned up:  was it our error, did the 
cancel it and - - -

PN6331    
Take that as an example, same day cancellations - is the data for that produced for
you just add the explanation or is more than that?‑‑‑No, you have to do a query wi
home care manager and literally search for everything that's been cancelled same 
you literally then have to manually go in and look at the notes and go - - -

PN6332    
I see, so I'd run an inquiry in the software.  It'll bring up the inquiry and then I'll g
and read each one - - -?‑‑‑Each one, yes.

PN6333    
Okay?‑‑‑Each one will give you a reason, like, so the client cancelled or they were
hospital or - - -

PN6334    
Do you cut and paste that into your ultimate report or what do you do?‑‑‑No, I'll ty
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PN6335    
You talk about the autonomy with which you work in your statement.  Is there - do
have any authority, you don't have hiring and firing authority.  Do you have any ex
authority to spend money?‑‑‑Yes, a small amount, yes, but most of it goes, again, 
the - - -

PN6336    
What's your expenditure limit?‑‑‑I think it's actually $300.

PN6337    
So you have authority to spend up to $300?‑‑‑I don't think - I must admit I don't th
actually ever gone through what the authorisation is.

PN6338    
So you don't know?‑‑‑No, no, so I'm going to say no, I can't, no.

***        PETER DOHERTY                                                                                                                        XXN MR WARD

PN6339    
That's fine.  If you come across something that you aren't done before, who do you
understand what you should do?‑‑‑If it's - can you give me an example of - - -

PN6340    
Let's say a carer rang up and said, 'I'm confronting a situation I've never seen befo
you've never seen it?‑‑‑Sure.

PN6341    
Who would you go to for guidance?‑‑‑Generally I would go to the director of care
an unusual situation and I - yes.

PN6342    
Okay.  And I think you say - I think you said earlier the director of care is also a re
nurse.  Sorry, I am right in that (indistinct)?‑‑‑You're correct, yes.

PN6343    
Mr Doherty, thank you very much - no further questions, Commissioner.

PN6344    
COMMISSIONER O'NEILL:  Any re-examination, Ms Doust?

PN6345    
MS DOUST:  Yes, thank you, Commissioner.

RE-EXAMINATION BY MS DOUST                                                 [12.14 PM

PN6346    
MS DOUST:  Mr Doherty, one of the answers you gave early on in response to M
questions was to this effect:  you were talking about fitting everything into the ros
you were saying that the process of rostering was an ever-increasingly harder thin
do?‑‑‑Yes.

PN6347    
Why is that?‑‑‑Look, one of the main reasons is the lack of care workers, because 
attract people into the sector due to the low wages so we try to recruit people We
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care workers obviously you've got an increase in what - they're known as the Gray
army.  There's so many people retiring that the increase of people on home care pa
only going to get bigger and if we don't increase the pool of our care workers, we 
to be in serious trouble.  I mean, I'm already calling matters that are - - -

***        PETER DOHERTY                                                                                                                       RXN MS DOUST

PN6348    
Mr Doherty, perhaps kind of ease off on the observations.  The question was what
increasingly difficult.  Is there anything further you wanted to say about that?‑‑‑N
just encapsulate - it is basically the lack of care workers and increased demand for
makes it a very stressful job.

PN6349    
Thanks very much, Mr Doherty.  Might the witness be excused, Commissioner?

PN6350    
COMMISSIONER O'NEILL:  Yes, thank you for your evidence and for your flex
Doherty.  You're excused?‑‑‑Okay, thank you to all for your time.  Wish you all th

<THE WITNESS WITHDREW                                                           [12.16 PM

PN6351    
COMMISSIONER O'NEILL:  All right, we'll just take a literally five-minute brea
suggest, so that we can aim to get through the remaining two witnesses before 1 o

PN6352    
MR GIBIAN:  Commissioner, is Ms Payton next?

PN6353    
COMMISSIONER O'NEILL:  That's my understanding.

PN6354    
MR GIBIAN:  That was my understanding too, I just wanted to check it's still the 

PN6355    
MS DOUST:  I think that's correct, Commissioner - we're just trying to sort that o
because there has been a bit of juggling as a result of the timing this morning.

PN6356    
COMMISSIONER O'NEILL:  You've got five minutes so hopefully that will do it

PN6357    
MS DOUST:  Thank you.

SHORT ADJOURNMENT                                                                   [12.17 PM

RESUMED                                                                                              [12.22 PM

PN6358    
COMMISSIONER O'NEILL:  How did you go, Ms Doust?  Do we have Ms Payt

***        PETER DOHERTY                                                                                                                       RXN MS DOUST
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MS DOUST:  Just following that up, Commissioner - I understood she was attemp
log in.

PN6362    
COMMISSIONER O'NEILL:  I think she's here.  Ms Payton, can you hear me?

PN6363    
MS B PAYTON:  Yes, I can, yes.

PN6364    
COMMISSIONER O'NEILL:  Are you able to turn your camera on, please?

PN6365    
MS PAYTON:  Yes, I think I can - can you see me now?

PN6366    
COMMISSIONER O'NEILL:  Yes, I can.  I'm Commissioner O'Neill and my asso
just going to have you take the affirmation.

PN6367    
MS PAYTON:  Thank you.

PN6368    
THE ASSOCIATE:  Ms Payton, can you please state your full name and work add

PN6369    
MS PAYTON:  IT's Bridget Nicola Payton and I work for SAI Home Care and I'm
have to look up the address.  They're based in Frankston but I hardly ever go in th

PN6370    
THE ASSOCIATE:  You can give your personal home address if you'd prefer.

PN6371    
MS PAYTON:  Okay, it's (address supplied).

<BRIDGET NICOLA PAYTON, AFFIRMED                                  [12.27 PM]

EXAMINATION-IN-CHIEF BY MS DOUST                                    [12.27 PM

PN6372    
COMMISSIONER O'NEILL:  Ms Doust.

***        BRIDGET NICOLA PAYTON                                                                                                          XN MS DOUST

PN6373    
MS DOUST:  Yes, Ms Payton, can you hear me well enough there?‑‑‑Yes, thank y

PN6374    
Great - for the record is your name Bridget Payton?‑‑‑It is, yes.

PN6375    
Are you employed by SAI Home Care as a personal care assistant?‑‑‑I am, yes.

PN6376    
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PN6378    
Yes, that's - do you have copies of both of your statements with you at the momen
yes.

PN6379    
Thank you.  The first statement you made, the larger one, was that true and correc
time that you made it?‑‑‑It was.

PN6380    
Have events changed somewhat since then?  You've got different client cohort and
on?‑‑‑Events have changed a little bit.  One of my clients has got a new standing m
which has changed things a little bit, but that's addressed in the second statement.

PN6381    
All right. And the second statement you have - I'm not sure if the date's on that.  Is
April 2022?‑‑‑That sounds about right.

PN6382    
That's your statement in reply?‑‑‑Yes.

PN6383    
Is that statement true and correct to the best of your belief and knowledge?‑‑‑Yes.

PN6384    
I read both of those statements, Commissioner.  They're at documents 210 and pag
of the digital court book and document 211 and page 11525 of the digital court bo
respectively.

PN6385    
COMMISSIONER O'NEILL:  All right, thank you.  Mr Ward.

***        BRIDGET NICOLA PAYTON                                                                                                          XN MS DOUST

CROSS-EXAMINATION BY MR WARD                                         [12.30 PM]

PN6386    
MR WARD:  Thank you, Commissioner.  Ms Payton, can you hear and see me?‑‑‑
can.

PN6387    
Thank you, Ms Payton.  My name's Nigel Ward, Ms Payton.  I appear in these pro
for the employer interest.  I'm just going to ask you some questions if I can.  I mig
start with some general questions then we'll go to your statements.  Do you have a
involvement - if I was looking to join your service, let's say a potential client.  Do
any involvement in the initial assessment of me?‑‑‑No.

PN6388    
Who does that?‑‑‑Someone at SAI Home Care.  I guess they're call a case manage
I don't know, I'm not across that side of the business.

PN6389    
You don't - it's not you but you don't actually know who does it?‑‑‑No.

PN6390
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suburb needs such and such help.  And then if you are available and want to do it,
go on and do that.

PN6391    
Is that like a bid system or does it work on seniority if more than one person want
it?‑‑‑I assume it works on a first come first serve basis.

PN6392    
But you've got a sort of client base now that you stick do, do you?‑‑‑Yes.

PN6393    
You might not be able to answer this and if you can't just say so.  When a client is
for the first time, my understanding is that there'll be a risk assessment done at the
Are you involved in that?‑‑‑I'm not.

PN6394    
No, okay.  Can I ask you to go to your first statement?‑‑‑Yes.

PN6395    
Can I ask you to go to paragraph 12 to start with?‑‑‑Yes.

***        BRIDGET NICOLA PAYTON                                                                                                         XXN MR WARD

PN6396    
You discuss there a platform which I understand is called Centro ASSIST.  Is that 
platform that you access on a computer or - - -?‑‑‑Yes, when - SAI Home Care wa
over by a company called General Home Care, and it was around the time after th
happened that the monthly quizzes we used to complete stopped and we were told
complete modules on this online portal called Centro ASSIST.  When I wrote this
and I wasn't  sure if this was going to be a regular thing where we'd need to do mo
the time, but since I did the initial eight modules that I had to complete, I haven't b
to do anything else, so I guess that was it.

PN6397    
Okay.  So, you've done your eight modules and at this stage you're okay?‑‑‑As far
know, yes.

PN6398    
As far as you're aware.  As far as you're aware.  And can you just help us out.  Can
us what the eight modules involve?‑‑‑Look, I mentioned a few of them in there.

PN6399    
Things like manual handling?‑‑‑Yes, they would have covered manual handling.  T
would have covered ethics probably.  They would have covered - yes, I don't hone
remember.  There was eight and they took quite a while to do, and it was all stuff 
covered in my training, so - - -

PN6400    
It was information that you believed was covered in your Cert IV training?‑‑‑And
said, information that was irrelevant to my position because there was - one of the
was to do with medication.  Now, I'm not qualified or allowed to give medication 
so it was - I was asked to complete it but it was irrelevant to my position.

PN6401
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it's just a verbal prompt to say have you taken your medication.  Occasionally you
use common sense.  I've got one client who is so shaky they can't physically open 
pack or Webster-pak, but they know what medications they should be taking.  So t
instruct me what to, yes, open for them.

PN6403    
So for that client you would open the Webster-pak and you'd put it in their hand or
What would you do?‑‑‑Put it in a cup for them.

***        BRIDGET NICOLA PAYTON                                                                                                         XXN MR WARD

PN6404    
Can I ask you to go paragraph 23?‑‑‑Yes.

PN6405    
In paragraph 23 you say S-A-I - sorry, how - you pronounce it Sai, do you?‑‑‑Sai, 
think it's a Sanskrit word meaning care or something like that.

PN6406    
Okay, I've learnt something.  You say:

PN6407    
Sai requires at least a Certificate III qualification to commence as a personal c
assistant.

PN6408    
You've chosen the words 'at least'. Are there particular roles where they require a C
IV or more?‑‑‑Not that I'm aware of but they might require less.  If it was more of
visit, where you take a client shopping, for example, you wouldn't need I don't thi
even a Certificate III.  I think you could probably be employed by them to do the 
visits with less, but that's something you would need to check with them.

PN6409    
Okay.  So, when you said 'at least' there, is what you meant that if you're going to 
personal care work, you need a Certificate III?‑‑‑Yes.

PN6410    
Okay, that's fine, that's fine.  Now, when you're with a client, am I right that at the
the visit you'll write a progress note in relation to the client?‑‑‑No, I don't always d
only send through a progress note if something has changed in their situation.  If I
concerned about anything to do with their skin integrity or their mental health or i
has changed at all, then I would write a report.

PN6411    
And other than that you don't have to write anywhere that says I came today, I sho
them, I've done this, I've done that, you don't have to do that?‑‑‑I don't.  There's ac
on the app there's a care - when you first attend a client you receive a care plan, ca
of what needs to be covered in your shift.  So once you've read that it pretty much
stay the same each week, of course it doesn't because the work that we do, the situ
constantly changes but the basics of what you do are the same.  And so you really
to inform SAI, like I said, if there's a - if you're worried about anything.  If there's
in anything or if any incidents occurred.

*** BRIDGET NICOLA PAYTON XXN MR WARD
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bruising on her legs and her arms but no, I didn't tell Sai and the reason was she's 
old client.  She lives with her husband who is her - he looks after her but I help wi
showering if he's not there, if he's out doing something else.  And she told me befo
to the shower that she'd had a significant fall on Friday when she'd been on her ow
evening.  She'd fallen and got tangled up in her - she uses a walker to support her.
tangled up in that and that her husband had had to come in the bathroom and actua
long time trying to get her into the bedroom and I know that he and she were talki
doctor, their personal GP, about it but there wasn't a break or a cut so although I co
the bruising I knew that they both understood and were taking care of it.  So no, I 
need to tell SAI.

PN6413    
Okay, so in that situation because you understood that somebody else was taking c
you haven't informed SAI?‑‑‑No.  If that lady had lived on her own, I would have 
SAI.

PN6414    
Can I just ask this question:  if you were with that lady and you were showering h
had a cut, at what point would you contact SAI or at what point would you contac
registered nurse?‑‑‑Again, it depends on their situation, you know - if they live wi
they have a family member who is their primary carer, then I would mention the c
but then it's their responsibility - - -

PN6415    
Okay, right?‑‑‑ - - - to deal with it.  If the person lives on their own, yes, part of m
pay close attention to people's skin integrity and some people have had strokes or
conditions where they can't feel their skin so it's very important for me to dry prop
between their toes, check every area of their skin for pressure sores and everything
That's a very important part of my job.  If they live on their own then I would need
advise SAI about it, yes.

PN6416    
Can I just take you to paragraph 46?  Paragraph 46 you say - I think this is what w
been talking about - you say:  'If I have any specific concerns or see differences fr
norm, I ring the office and then I send a written report via email'.  Is that what you
referring to before?‑‑‑Yes.

PN6417    
The written report via email, who does that go to?‑‑‑That would go - I would norm
it to the rosters team because I'm never exactly clear who is the case manager for 
particular client.

PN6418    
You've never been told that, have you?‑‑‑I probably have been told that in the initi
report notes.  But if I know who the case manager is then I would send it to them 
rosters.  Otherwise I would just send it to rosters and ask them to pass it on.  We'v
a facility - now we've got this app, there is also a send message facility within the 
will sometimes do that during a shift.  I'll send a message on that app.

***        BRIDGET NICOLA PAYTON                                                                                                         XXN MR WARD

PN6419    
Can I ask you to go to paragraph 80?‑‑‑Yes.
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PN6421    
Okay, that's what you were saying there, okay, all right.  I got the impression you 
doing something with her outside of work hours?‑‑‑No, I would never do that bec
don't think I'm covered by insurance - - -

PN6422    
That's why I was being careful how I asked the question?‑‑‑Right.

PN6423    
If you go to paragraph 82, you say there:  'Other times I've ended up taking on a c
type role'.  You're not a trained counsellor?‑‑‑I'm absolutely not a trained counsell
of my job it to look out for a client's emotional and physical wellbeing and a lot of
clients, especially ones who live on their own, suffer from anxiety to various degr
have to be very cognisant of that when I'm visiting them, how their mental state is
particular day and just to tread very carefully with them. So no, not sitting down a
counselling them about their personal lives or anything - what I mean more is - we
one client for example, she gets very stressed out, especially in the summer.  She's
stroke and she can't regulate her body temperature and when it gets hot she gets re
overwrought.  One night she was so overwrought when my shift finished I didn't f
could leave her because she just wasn't - I wasn't happy about leaving her on her o

PN6424    
Okay, wouldn't I be right that if you had a client who was in clear distress, isn't the
to ring an ambulance?‑‑‑No.

PN6425    
Okay, you don't have that protocol?‑‑‑If they're in emotional distress, no, I wouldn
ambulance, no.

PN6426    
This person was emotionally distressed but it wasn't actually manifesting in any p
issue?‑‑‑No.

PN6427    
That's all right.  I got the impression that you might be suggesting they were havin
breathing difficulties or something like that?‑‑‑My client actually always has brea
difficulties, CLPD, but yes.

***        BRIDGET NICOLA PAYTON                                                                                                         XXN MR WARD

PN6428    
Okay, that's fine?‑‑‑(Indistinct reply)

PN6429    
So if you did turn up and a client - by way of example - they were short of breath 
were concerned about them, is the protocol to ring a nurse or is the protocol to rin
0?  What's the protocol if you're actually medically worried about somebody?‑‑‑I w
ring the paramedics.

PN6430    
Is that what you've been taught to do or is that just something you'd do off your ow
bat?‑‑‑No, no - that's what we have to do.
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Right, and that's the SAI procedure, is it?‑‑‑I don't know, it's my procedure.

PN6433    
Your procedure, okay - it's your personal procedure.  That's okay.  Have you ever 
yourself - if your client's feeling in a position where it's unsafe to be with them?‑‑

PN6434    
Do you have a procedure - is it your understanding that if you do feel unsafe you'r
to remove yourself from their home?‑‑‑Yes, I am, and I should qualify that statem
didn't mean unsafe because I was any danger to myself from them.  I meant unsaf
felt as though they needed more assistance then I could offer at that time.

PN6435    
Okay, so you weren't personally feeling unsafe?‑‑‑No.

PN6436    
No, no, but I take it you understand that if you ever found yourself in that situation
protocol is to remove yourself from the home?‑‑‑It is, and we've actually got a cod
where we can ring the office and say we've forgotten our red book and then they u
that means that we're in trouble.

PN6437    
Okay, I won't ask you - I was about to ask you what the red book was but I assum
code word?‑‑‑It is.

PN6438    
At paragraph 102 you use these words, you say:  'I am required to be always conta
Are you suggesting you need to be contactable 24/7 or are you suggesting always
contactable when you're at work?‑‑‑When I'm at work.

***        BRIDGET NICOLA PAYTON                                                                                                         XXN MR WARD

PN6439    
Okay.  Is the first time you see the care plan when it's sent to you on the app?‑‑‑It 
sent to us via email.  All the clients I currently have, that would have been how it 
to me.  The care plan is also on the app, yes.

PN6440    
That's fine, okay.  So because you've been with certain clients for a long time, you
received it on email but these - - -?‑‑‑Yes, but I don't know because I've never actu
I've never had a new client since they've been supplying it on the app.

PN6441    
Okay.  That's fine?‑‑‑It is still on the app for me to look at, though, if I need to refe

PN6442    
If SAI make a change to the care plan does it get re-issued to you?‑‑‑Well, that's s
I'd be interested to know, actually.  It certainly isn't emailed to me and my preferen
be that if anything changes on the care plan with an existing client that someone w
me and talk through those changes with me.

PN6443    
So at the moment you've only ever seen the original care plans for your clients and
be that the act all are still the care plans? Yes
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I'm going to ask some questions but I don't want to appear rude in how I ask them
-?‑‑‑No, go for it.

PN6446    
Bear with me if you can?‑‑‑Yes.

PN6447    
Let's start with - let's start with paragraph 14 you say:

PN6448    
Assistive equipment like wheelchairs can increase the physical demands on the
I'm required to push clients around and assist clients with transfers in and out.

PN6449    
It's not the case, is it, that the work would be easier if they didn't have a wheelchai
no, it's not, no.

PN6450    
No, no?‑‑‑Certainly if they had an electric wheelchair that would make my life a l

***        BRIDGET NICOLA PAYTON                                                                                                         XXN MR WARD

PN6451    
I've been through this myself.  I understand that.  I agree with you entirely, but I'm
assuming that if they didn't have wheelchairs you would have to try in some way t
physically move them?‑‑‑No, they have to have wheelchairs, yes.

PN6452    
You talk earlier in paragraph 12 about a QuickMove?‑‑‑Yes.

PN6453    
Just help me out, if you would, Ms Payton, what is a QuickMove?‑‑‑Okay, well, th
piece of equipment that a client of mine has.  She is a larger lady and she can't wa
she has uncontrollable tremors.  She has had a stroke.  We used to have to - for ex
getting her out of the bed in the morning - try and put her manual wheelchair sidew
next to her bed, physically get on the bed with her and help her to move around in
position where she could put her leg over one side of the wheelchair and get into t
wheelchair.  It was quite a difficult procedure for her and a difficult procedure for 
well.  It required a lot of pushing and wrenching, and holding and moving and eve
else.

PN6454    
Now, the QuickMove, although we have to still - I no longer have to get this clien
bed, another carer does it, but she does still have to get her into a seated position o
of the bed, but once she is in the seated position on the side of the bed you can put
QuickMove under her feet and she's able to pull herself into a standing position.  S
wait there, although she can't walk.

PN6455    
Yes?‑‑‑Then the QuickMove has seats that you put in behind her, she can sit back 
you put a sort of safety belt around her and then you can move her to her wheelch
actually makes her a life a lot easier because there is much less twisting and turnin
client, but it doesn't make it necessarily much easier for us.
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quite heavy.  I mean, I guess it's heavy if your client is heavy.  If your client is a li
old person it wouldn't be, but if it's a larger person the machine is heavy to move a
a restricted space.  You have to really brace your body to move it to get it in the co
position, so I would say actually - because we used to take her into the toilet in he
wheelchair.  She would then pull herself up to a stand on a pole and twist herself, 
actually made less twisting and strain for her but actually probably a bit more for u
is safer for her.

PN6457    
It's safer for her?‑‑‑Yes.
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PN6458    
Is it unsafe for you?‑‑‑No.

PN6459    
It's my understanding that when an initial assessment is done for a client that som
modifications are made to the home environment to make it safer for people like y
your job.  You have got your regular clients.  Have there been any modifications m
their homes for you to do your job?‑‑‑Not since I've been working with them, no.

PN6460    
Not in your case, no, okay.  Ms Payton, thank you very much for your evidence.  I
have a nice day?‑‑‑Thanks very much.

PN6461    
COMMISSIONER O'NEILL:  Any re‑examination, Ms Doust?

PN6462    
MS DOUST:  Yes, thank you.

RE-EXAMINATION BY MS DOUST                                                 [12.53 PM

PN6463    
MS DOUST:  Ms Payton, you were asked earlier about paragraph 82 of your first
statement?‑‑‑Yes.

PN6464    
If you wouldn't mind just going back there, just to refresh yourself about that.  Yo
asked a question about whether or not you actually had any qualifications as a cou
and you started to respond referring to a client getting emotionally distressed.  You
had some difficulty regulating her body heat and she would tend to get stressed ou
summer.  You referred to her being overwrought one night so you were not happy
Do you mind just describing what happened.  I think Mr Ward went on to somethi
the middle of that answer and I just wanted to ask you to describe what occurred o
occasion?‑‑‑That particular client - am I allowed to divulge clients' personal detail
don't really know how much of a client's personal life I can go into.

PN6465    
COMMISSIONER O'NEILL:  Well, no more - - -

PN6466    
MS DOUST: If o don't mention her name I'm sorr Commissioner
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PN6468    
THE WITNESS:  Okay, well, she also is a recovered alcoholic and part of her anx
night was caused by the heat and another part of her anxiety had been triggered by
attending an online Zoom AA meeting which, strangely, had made her feel she wa
of taking a drink.  I asked her what I could do to help and she asked me to remove
sanitisers, anything with alcohol in it basically, from the house.

PN6469    
She was just not in a mental state where I felt comfortable to leave her, so all I did
with her really.  I just chatted with her for an extra 15 or 20 minutes until I felt tha
settled and was comfortable, and then I left her.  I must say if I do stay extra time 
client - I often do - and if it's five or 10 minutes over my shift I don't bother telling
if it's longer than that, as it was with this woman on that particular night, I do tell 
I've been longer and I am paid for the extra time I've been there.

PN6470    
MS DOUST:  Thank you, Ms Payton.  That's all the re‑examination, Commissione
might be excused.

PN6471    
COMMISSIONER O'NEILL:  Thank you, Ms Payton.  You are excused?‑‑‑Thank

<THE WITNESS WITHDREW                                                           [12.55 PM

PN6472    
COMMISSIONER O'NEILL:  We will adjourn until 2 pm.

LUNCHEON ADJOURNMENT                                                          [12.56 PM

RESUMED                                                                                                [2.00 PM

PN6473    
COMMISSIONER O'NEILL:  The Commission is resumed.  Is it Ms Sweeney ne

PN6474    
MR GIBIAN:  Commissioner, no, we've had to rearrange Ms Sweeney till later in
afternoon, so the order will be Sandra O'Donnell, then Charlene Glass, Sally Fox,
Marea Phillips, and then Kathy Sweeney.

PN6475    
COMMISSIONER O'NEILL:  All right.  So is Ms O'Donnell here?

PN6476    
MR GIBIAN:  I understood she was.

PN6477    
COMMISSIONER O'NEILL:  Ms O'Donnell, can you hear me?  Good afternoon,
Ms O'Donnell.  You can hear me all right?

***        BRIDGET NICOLA PAYTON                                                                                                       RXN MS DOUST

PN6478    
MS O'DONNELL:  Yes, I just got you.
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PN6481    
MS O'DONNELL:  Sandra Joy O'Donnell, and work is Mount Street, Yass.

<SANDRA JOY O'DONNELL, AFFIRMED                                       [2.02 PM

EXAMINATION-IN-CHIEF BY MR GIBIAN                                    [2.03 PM

PN6482    
COMMISSIONER O'NEILL:  Ms O'Donnell, would you mind keeping your cam
please?‑‑‑Yes, it's on.

PN6483    
I think you might have inadvertently turned it off.  There you are.  Lovely?‑‑‑Sorr

PN6484    
Is it Mr Gibian?

PN6485    
MR GIBIAN:  Yes.  Thank you, Commissioner.  Ms O'Donnell, can you hear me?

PN6486    
I don't think we had the opportunity to speak.  My name is Mark Gibian and I'm a
for the HSU in this matter?‑‑‑Yes.

PN6487    
Can I just ask you to repeat your full name for the record?‑‑‑Sandra Joy O'Donnel

PN6488    
I think you're employed or working at the Thomas Eccles Gardens aged care hom
correct?‑‑‑Yes.

PN6489    
I think you say in your first statement at least that your manager calls you the laun
manager sometimes.  Do you call yourself the laundry assistant?  Is that the termin
you use?‑‑‑That's what I am, but - yes, they call me the laundry manager, but you 
paid as that.
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PN6490    
I understand.  In that respect I think you say in the first statement that you're paid 
service employee grade 1.  Does that remain the situation?‑‑‑Yes.

PN6491    
I think there are two statements you've prepared for the purpose of these proceedin
you have those with you?‑‑‑Yes.

PN6492    
The first of those is dated 25 March 2021 I think and has some 112 paragraphs ov
10 pages.  Do you have a copy of that one?‑‑‑Yes.

PN6493    
Have you had the opportunity to read that through?‑‑‑Yes.
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You should also I think, Ms O'Donnell, have a reply witness statement headed, 'Re
witness statement of Sandra O'Donnell.'  Do you have that?‑‑‑Yes.

PN6496    
It's dated 13 April 2022 and I think has some 66 paragraphs.  Have you also had th
opportunity to read that through?‑‑‑Yes.

PN6497    
Is it also true and correct to the best of your knowledge and recollection?‑‑‑Yes.

PN6498    
That's the second statement of Ms O'Donnell we wish to have as part of the eviden
document 153 in the digital court book commencing at page 10,191.  There was ju
matter I wanted to clarify.  Ms O'Donnell, do you have your first witness statemen
25 March 2021?‑‑‑Yes.

PN6499    
I just note on the second page of that witness statement at paragraph 18, you refer
having, in the past at least, undertaken caring shifts?‑‑‑Yes.  I did night shifts for a
years, yes.

PN6500    
How did that come up; that is, were you filling in for other people, or was that - - 
Then it became permanent, three shifts a fortnight, because of lack of staff, yes.

***        SANDRA JOY O'DONNELL                                                                                                            XN MR GIBIAN

PN6501    
Did that stop at some point in time?‑‑‑Yes.  They wanted me – I think I did it for a
two‑and‑a‑half years.  They wanted me to do the Certificate III - or I think it said
Certificate III anyway - in Aged Care, and I said no, so I stopped doing the night s

PN6502    
And about when was that?‑‑‑Time sort of means nothing – it was years ago.  Sorry
yes.

PN6503    
I understand.  Thank you, Ms O'Donnell.  Hopefully on the screen in front of you,
see in one of the boxes Mr Ward, who now wishes to ask you some questions?‑‑‑Y

CROSS-EXAMINATION BY MR WARD                                           [2.06 PM]

PN6504    
MR WARD:  Ms O'Donnell, can you hear me okay?‑‑‑Yes.

PN6505    
Ms O'Donnell, my name is Nigel Ward.  I appear in this matter for the employer in
I'm just going to ask you some questions?‑‑‑Yes.

PN6506    
Do you have your first statement in front of you?‑‑‑Yes.

PN6507    
I wonder if you could start by going to paragraph 15?‑‑‑Okay

6519



PN6510    
?‑‑‑Yes.

PN6511    
Can you tell me what proportion of laundry work comes from the dementia unit?‑
can imagine, the dementia unit – most of them are incontinent, and it creates a lot 
work, because, you know, most nights you would have to strip their beds and cloth
know, they would have several lots of clothes every day.  So yes, it's a big proport

PN6512    
Would it represent half your work?‑‑‑No.  I'd say a third.

***        SANDRA JOY O'DONNELL                                                                                                           XXN MR WARD

PN6513    
You didn't proceed to get your Certificate III in Aged Care, but at paragraph 19 yo
indicated that you did a Certificate III in Hospitality, that's right?‑‑‑Yes.

PN6514    
I wonder if you could tell me this - I'm not very familiar with that certificate.  Wer
asked to do that as a condition of working in the laundry, or was that just somethin
-?‑‑‑No, we were asked to do that because it would put us up a grade, okay.  And t
government was then offering money to the employer to get higher education for t
staff.  So the support staff were offered to do this certificate.

PN6515    
How long ago did you do that?  You say seven or eight years.  Is that seven or eigh
from when you wrote the statement?‑‑‑Yes, yes, I'd say so.  Roughly.  I can't say p
yes.

PN6516    
Does around 2013/14 sound about right?‑‑‑Yes, probably would be, yes.

PN6517    
If you can't answer this question just say so but what - can you tell me what you w
taught in your Certificate III, what skills or competence were you taught that you 
laundry?‑‑‑Not so much in the laundry because it covered more cleaning, kitchen,
kitchen and, you know, like the standards.  But we were taught those right from th
yes.

PN6518    
Is it the case that - do you believe you need a Certificate III in Hospitality to do yo
job?‑‑‑No.

PN6519    
No, okay.  You say in paragraph 24 that you've done some other training.  Do you
that?‑‑‑Yes.

PN6520    
You say you've done dealing with dementia.  Was that a course run by your emplo
was it a course run by somebody from outside?‑‑‑No, our employer.  We haven't h
for a long time but we used to get that all the time.

PN6521
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PN6523    
You were in a classroom setting?‑‑‑Yes.

***        SANDRA JOY O'DONNELL                                                                                                           XXN MR WARD

PN6524    
Do you remember how long it took?‑‑‑They would run approximately three or fou
just depended.  Yes.

PN6525    
Was there a test at the end of it?‑‑‑No, no.  Thank heaven.

PN6526    
Thank heaven, yes.  The manual handling course, was that - - -?‑‑‑We have to do t
the time.

PN6527    
All the time?‑‑‑Yes.  At least once a year, twice a year, most times, yes.  Same wit
handling of chemicals, same thing, yes.

PN6528    
Just with the manual handling course, is that - again, that's a course run by your
employer?‑‑‑Yes, yes.

PN6529    
How long does that course run for?‑‑‑Usually hour and a half, two hours.

PN6530    
And again, is there a test at the end of that?‑‑‑Yes.  Yes.

PN6531    
Did you pass it?‑‑‑Yes.

PN6532    
That's good.  The Handling of Chemicals course, could you just tell me what's inv
that course?  What are you taught in that course?‑‑‑That is run by the chemical com
that we deal with and it just reinforces you don't mix chemicals.  What you do if y
chemical spill, that type of thing.  Yes, pretty basic but yes.

PN6533    
Again, is that one and a half hours?  How long does that go for?‑‑‑About an hour, 

PN6534    
Do you do that once a year as well?‑‑‑Yes.

PN6535    
What sort of chemicals are you using in the laundry?‑‑‑Most of our chemicals are 
fed into the machine.  So, you know, you have your detergent, your bleach, your s
That's the basic - three basic ones we use that are fed into the machines.

PN6536    
I'm sorry, I've seen a machine like you use but where's it fed in from?‑‑‑From the b
the machine there's a - - -
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No, you go on?‑‑‑It's called a - anyway, dispenser, and it's usually at the back of th
machine, so we don't - we only put the canister in the machine, in the dispenser an
the rest.

PN6539    
Does the chemical company fill up the dispenser - who fills the - who fills the - - -
we do that.

PN6540    
You do that?‑‑‑Yes.

PN6541    
So, the chemicals arrive and then you fill up the dispenser?‑‑‑Yes.  And the machi
you when it's empty so you just replace it.

PN6542    
You keep your detergents and your bleach down in the laundry do you?‑‑‑No, they
chemical room.

PN6543    
Outside of the laundry?‑‑‑Yes.

PN6544    
You just said then you put a canister in the machine.  What's in the canister?‑‑‑We
either be the detergent, the bleach or the softener.  There's only three chemicals th
the machines.

PN6545    
So that's not automatically being dispensed into the machine.  That's being put in b
it?‑‑‑Well, the canister, we put those in.

PN6546    
Yes?‑‑‑And then the machine dispenses it to the washing machine.

PN6547    
I see.  So, you put - you put the canister into the dispenser?‑‑‑Yes.

PN6548    
And the washing machine then draws the stuff out?‑‑‑Yes.  Yes.

PN6549    
So you're not pouring chemicals into the dispenser, they come in a canister?‑‑‑No.
- and they're a solid - they're not liquid, they're solid.

***        SANDRA JOY O'DONNELL                                                                                                           XXN MR WARD

PN6550    
Solid?‑‑‑So the machine will mix it to whichever chemical - whichever program y
using.

PN6551    
You say at paragraph 26:

PN6552
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How long's that person been there?‑‑‑Probably about six years we've had the secon

PN6555    
Do they have a Certificate III in Hospitality as well?‑‑‑No.

PN6556    
Do they have any certification?‑‑‑No.

PN6557    
You talk about that you're not supervised and when I read your statement it sound
me you've got this routine pretty well sorted out?‑‑‑I've been there for 27 years so 
yes.

PN6558    
It's a well oiled machine?‑‑‑Yes.

PN6559    
Day to day, does anything happen that's out of that routine that's unusual?‑‑‑If som
breaks down like, you know, you've got huge machines, so if one breaks down tha
puts you behind.

PN6560    
Right.  If a machine breaks down, who do you go to, to get the machine fixed?‑‑‑O
maintenance man will ring up the - our provider and he will come down and fix it

PN6561    
So that's an outside contractor is it?‑‑‑Yes, yes.

PN6562    
Who is your manager?‑‑‑Ruth Bok.

PN6563    
What's their title, Ms O'Donnell?‑‑‑Well, she's the manager - - -

***        SANDRA JOY O'DONNELL                                                                                                           XXN MR WARD

PN6564    
She's just the manager?‑‑‑Yes, yes.

PN6565    
Is the manager of the whole centre or - - -?‑‑‑Yes, yes.

PN6566    
Can I just take you to - I'll start you at paragraph 34 if I could.  Could you go there

PN6567    
In 34 you say:

PN6568    
Each wing has its own soiled laundry trolley which is filled by the carer staff.

PN6569    
?‑‑‑Yes.
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I've seen some trollies, some trollies are spring-loaded so the actual - the floor of t
rises as you take the weight out of it.  Are your trollies like that?‑‑‑Well, our laund
are but the trolley - the laundry trollies that the carers use, no.  They just have bag
off them and we go and collect the bags and put clean bags on and put it into our s
loaded trolley.

PN6572    
So, when you're collecting from the wings?‑‑‑Yes.

PN6573    
They're just standard trollies and you bring those to the laundry, but when you're w
the laundry you've got spring-loaded trollies?‑‑‑Yes.

PN6574    
Yes, okay.  You say at paragraph 38 that you sort the laundry into loads?‑‑‑Yes.

PN6575    
And then you give a list of how you sort it.  Part of your statement talks about, I th
yellow bags.  What I've seen before is this; that soiled items, I've seen them in red
bags and you put them straight into the machine.  Do you use those?‑‑‑Yes, they're
bags.  The ones we use, the side splits when the water hits it so then we don't actu
physically touch the faeces or - you know.  It just makes our job a lot easier.

***        SANDRA JOY O'DONNELL                                                                                                           XXN MR WARD

PN6576    
Yes, and I think you say the infectious loads are in a yellow bag?‑‑‑Yes, they're in 
in a yellow bag, if you know what I'm talking - - -

PN6577    
I do, yes?‑‑‑You put the plastic bag in the yellow bag.  That just lets us know that 
infectious.  So you put that in the machine and you wash it differently to what you
the others, yes.

PN6578    
Do you put the yellow bag in the machine or do you have to take the red bag out o
yellow bag?‑‑‑No, you put the whole lot in.

PN6579    
Okay?‑‑‑Sorry, I've got something that just popped up on my screen.  It won't go a

PN6580    
That's all right, you take your time.  Tell me when you're good to go?‑‑‑Yes, sorry
-

PN6581    
That's fine, that's fine?‑‑‑Wont' go away.  Okay, sorry.

PN6582    
We good?‑‑‑Yes.

PN6583    
Okay, okay.  So you obviously decide what cycle the washing needs to go on?‑‑‑Y
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PN6586    
Then you move it to the dryer and then you put the washing into the dryer?‑‑‑Yes.

PN6587    
Okay.  Those are the spring-loaded trolleys we talked about earlier?‑‑‑Yes.

PN6588    
When you take it out of the dryer does it go back into the spring-loaded trolley?‑‑‑
taken to the folding room.

***        SANDRA JOY O'DONNELL                                                                                                           XXN MR WARD

PN6589    
Is the folding room in the laundry or next to the laundry?‑‑‑Next to the laundry, ye

PN6590    
You say at paragraph 54 - I think you said this earlier as well - but you also wash
curtains?‑‑‑Yes, we wash everything, yes.

PN6591    
How often do you wash the curtains?‑‑‑At least once a year - we have a - like, cur
sort of thing.  Every week you'll do so many but, you know, when someone move
room you've got to wash them again.

PN6592    
Yes?‑‑‑From the dementia wing you're quite often washing them more often.

PN6593    
Once you've folded it you're then putting it back into your trolleys with the spring
loaders?‑‑‑No, we have another trolley which we can cover to take them back to th

PN6594    
That's not spring-loaded?‑‑‑No.

PN6595    
When you say you walk the trolleys back to the wings, is it - is your facility all on
or are you going in a lift or  - - -?‑‑‑Yes, no, all one level.

PN6596    
Okay.  You restock the linen cupboards?‑‑‑Yes.

PN6597    
Okay.  Is there a certain amount of linen that you have to have in the cupboard all 
time?‑‑‑Well, you try to have as much - so that they've got at least one set per room
extras, yes.

PN6598    
Could I ask you to go to paragraph 71?  At paragraph 71 you say:  'I also look afte
laundry ordering for new linen, towels and soluble bags'.  I'll just do this slowly if
the soluble bags are the red and yellow bags?‑‑‑Yes, yes.

PN6599    
When you say you order new linen, do you decide if a sheet or a towel is sort of p
use-by date?‑‑‑Yes yes
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PN6601    
Okay.  When you say you get permission, I take it you say, 'Look, we need to get s
more towels'?‑‑‑Yes.

PN6602    
And you'll tell them how many you think you need?‑‑‑Yes.

PN6603    
They'll say, 'Yes, go ahead', or not?‑‑‑Yes.

PN6604    
I take it that when you ring up it's a pre-arranged supplier - it's somebody your fac
got an arrangement with?‑‑‑Yes.

PN6605    
You don't negotiate the price or anything, you just say - - -?‑‑‑No.

PN6606    
'We need six of these and four of those'?‑‑‑No, most of our stuff - Narrabeen decid
we order things from.

PN6607    
Okay.  You say in paragraph 73:  'There are also a range of cleaning tasks in the la
must be completed daily, weekly or monthly'.  You talk in paragraph 74 about, I th
you do every day?‑‑‑Yes.

PN6608    
I just want to walk through those, if I can, to understand them better?‑‑‑Yes.

PN6609    
So you empty your bins, you clean your trolleys and you clean the washing machi
day.  Can you describe for me how you clean the washing machines?‑‑‑You've got
neutral detergent and wash the front and around the rim of it, front and outside, yo
just so it's - and you do the same with the dryers.

PN6610    
Yes?‑‑‑Just at the end of the day, yes.

PN6611    
I don't want to sound rude:  you're not getting into the drum of the washing machi
no.

PN6612    
Okay?‑‑‑Because they self-clean.

***        SANDRA JOY O'DONNELL                                                                                                           XXN MR WARD

PN6613    
They self-clean, okay, yes, okay - I should have known that.  What are your week
that's your daily tasks, what do you do weekly in terms of cleaning?‑‑‑Okay - you
things like your insect bug killer.  That's got to be cleaned every week.  The tops o
machines have to be cleaned.  You check your light fittings, all that sort of thing b
light fittings probably would just be once a month.  Once a month too you would 
heater air conditioner
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Is it a separate air conditioning unit or - - -?‑‑‑Yes.

PN6616    
So you would open it up and take the filters out.  Do you run them under water or 
-?‑‑‑Yes, you've got to clean it properly and there's filters in the - like your fans, ex
fans.  They have to be cleaned once a month.  You know, they get a fair bit of dust
on them, yes.

PN6617    
Yes.  I take it that's coming particularly from the dryer?‑‑‑Yes, I mean, I think we'v
three exhaust fans.  But it's also from the linen, you know?  You get a lot of dust f
linen.

PN6618    
So you're picking up lint and things like that from the - - -?‑‑‑Yes, yes.

PN6619    
And you said a minute ago you talked about insect repellent.  What's that?‑‑‑No, n
killer - bug killer.

PN6620    
It's a killer, okay?‑‑‑It's a - you know - a zapper.

PN6621    
A zapper, okay?‑‑‑ON the wall, yes - sorry, I don't know what the technical name 
but yes, that has to be cleaned out all the time.

PN6622    
If I just ask you to go to paragraph 75?‑‑‑Yes.

PN6623    
You say this - and I'll just read it out:  'I'm also responsible for making sure that al
necessary paperwork is completed.  This includes keeping records of all cleaning
performed'.  Do you keep records of each load you do?‑‑‑No, the machine actually
that.  The chemical dispenser actually tallies up, so when the chemical rep comes,
tell you, you know, how many loads you've actually done in each machine.

***        SANDRA JOY O'DONNELL                                                                                                           XXN MR WARD

PN6624    
Okay, so when you say that fill out necessary pipework, could you just explain wh
paperwork would be?‑‑‑Well, it's more just the cleaning type of paperwork, and yo
curtains; you make sure you write down, you know, that you've actually done that
whenever or like the dining room curtains or that type of thing, plus when the mac
serviced you fill out the paperwork for that.

PN6625    
I think you said earlier that you would make sure you clean the curtains at least on
year?‑‑‑Yes.

PN6626    
And when a person leaves you do them, as well.  You keep a record of the fact tha
done room 37 and room 38, do you?‑‑‑Yes, yes.
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PN6629    
Is your maintenance department - do they organise the services?‑‑‑They're just gen
you know, every three months they will come, so - - -

PN6630    
You will know when they're coming?‑‑‑Yes.  Well, what month they're coming, ye

PN6631    
You say in 75:

PN6632    
This is to comply with Australian and New Zealand standards.

PN6633    
?‑‑‑Yes.

PN6634    
What are you referring to when you talk about Australian and New Zealand
standards?‑‑‑Well, there are standards that - a standard that we have to abide by.  L
have been - for as long as I've been working we have always had - and I don't thin
changed much in the 20‑odd years that I've been there, but that's what we work to
that complies with their standards.

PN6635    
Are those standards about the machines you use or are the standards about the tem
you run the machines at for certain washes?  What do they actually relate to?‑‑‑A 
everything.  It's how we wash, it's what we use to wash, it's infection control.
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PN6636    
So that's if you've got a contaminated wash in a yellow bag.  There are certain rule
how you do that, is there?‑‑‑Yes, that, too, but, like, there is a rule for how you wa
everything.

PN6637    
Okay?‑‑‑It has to comply with the infectious side of it, yes.

PN6638    
I think you said those haven't changed for 20 years?‑‑‑Yes.

PN6639    
I take it that you learnt those when you started in the laundry?‑‑‑Pretty much, yes,
go back to them whenever we have an outbreak or something just to make sure th
are done properly, yes.

PN6640    
I understand.  Thank you.  You say in paragraph 76:

PN6641    
I am also responsible for making sure that the signage and information in the l
correct.

PN6642
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PN6644    
Yes?‑‑‑What to do for a chemical spill.  We have our - I'm just trying to think.  Fo
chemicals we have a list of everything with each chemical.  You've got to have tha
date every five years.

PN6645    
I understand it's called a chemical information sheet.  You have to have that, don't
you?‑‑‑Yes, yes, yes.

PN6646    
When you say a chemical spill, is it possible, for instance, that the dispenser migh
and spill chemicals?‑‑‑Well, yes, or the machine might - the actual washing machi
spill out, you know, if something happens, yes.

PN6647    
So the front seal might break and it might start to leak?‑‑‑Well, yes, yes.

PN6648    
Has that happened before?‑‑‑We have had floods before, yes, yes.
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PN6649    
How often has that happened?‑‑‑I think only about twice in my time, but - yes.  N

PN6650    
That's good?‑‑‑Yes.

PN6651    
You then say in paragraph 77:

PN6652    
I also do a number of tasks that aren't part of my role because they don't get do
don't do them.

PN6653    
What does that mean?‑‑‑Just things like for the resident - the RAOs, rec officers, u
work on weekends.  Well, they don't any more to save money.

PN6654    
Yes?‑‑‑So the residents can't get their papers - you know, their newspapers.  One w
one day, I'll do it the Sunday, you know, just so that they actually get their papers.
might need something on a weekend, so one of us might nick out and get it for the
know, the resident.  We fed - I mean, the cat has passed now, but for a long time w
feeding a resident's cat because she couldn't do it any more.

PN6655    
Am I right that those are things you just wanted to do to help out?‑‑‑Well, yes.  Yo
like it - you're not made to do it, but you do it because it makes the resident - well
what we're there for, the resident.

PN6656    
Yes?‑‑‑It makes their lives better, yes.
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there are a few residents I've learnt it's better to avoid.

PN6659    
I take it because you've been there so long you get to know the residents fairly we
yes.  They are like a family, some of them, yes.

PN6660    
Yes?‑‑‑Yes.

PN6661    
Don't tell me the names of the people you like to talk with.  Don't do that?‑‑‑No.

***        SANDRA JOY O'DONNELL                                                                                                           XXN MR WARD

PN6662    
But when you say you like to avoid them, what do you mean by that?‑‑‑Especially
dementia ward some can get very aggressive.

PN6663    
Yes?‑‑‑So you sort of gauge on the day whether they're in a good mood or whethe
not.  A good mood, yes, you'll take their stuff in; bad mood, you'll leave it for the 
do.

PN6664    
Okay.  Have you ever found yourself in a situation where you were unsafe?‑‑‑Yes

PN6665    
You have?‑‑‑A couple of times I've been, you know, pushed up against the door or
know, put into a little alcove and I can't get out because they've got me blocked in
to wait for someone to come.

PN6666    
How did you handle that?‑‑‑Not much you can do.  You just stand there and wait f
someone to come.

PN6667    
Okay?‑‑‑Yes.

PN6668    
If I could ask you to go to page 102?‑‑‑Yes.

PN6669    
You say:

PN6670    
Within the last year or two RSL Life Care has been providing more training to 
staff such as myself in how to deal with abusive and aggressive residents.

PN6671    
What does that training involve?‑‑‑You watch a video and you answer questions a
of it.

PN6672    
How long does that process take?‑‑‑Anything from half an hour to an hour, it just
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PN6674    
In the laundry?‑‑‑No, we've got - we call them communal computers, you know.  T
probably six computers in one room so we can go and do our education and that ty
thing, yes.

PN6675    
Okay.  I think you said you do a test at the end?‑‑‑Yes, you do, yes.

PN6676    
So far you have passed?‑‑‑Yes, yes, I'm still there.

PN6677    
Have you found those helpful?‑‑‑Yes, because they update that type of thing quite
plus it just reminds you when you do them how to deal with things.  It's a good thi

PN6678    
Okay?‑‑‑Yes.

PN6679    
Am I right it gives you ideas as to what to do if you find yourself in a situation wi
difficult resident?‑‑‑Yes, yes.

PN6680    
You have found them helpful personally?‑‑‑Yes, yes.

PN6681    
Ms O'Donnell, thank you very much for answering my questions.  No further que
Commissioner.

PN6682    
COMMISSIONER O'NEILL:  Thank you.  Mr Gibian, any re‑examination?

PN6683    
MR GIBIAN:  Thank you.

RE-EXAMINATION BY MR GIBIAN                                                 [2.38 PM

PN6684    
MR GIBIAN:  Ms O'Donnell, you can hear me again?‑‑‑Yes.

PN6685    
I just had one matter.  You were asked some questions about the Australian New Z
Standards and I think in answer to one of those questions you said you go back to 
whenever you have an outbreak.  What kind of outbreaks were you talking about?
that type of thing, yes.  It just reaffirms what you're supposed to be doing when yo
those sort of outbreaks.

***        SANDRA JOY O'DONNELL                                                                                                         RXN MR GIBIAN

PN6686    
Is that something that's happened regularly, or only ever so often?‑‑‑Not since CO
because we've had very few visitors.  They don't seem to be getting the flu or gast
type of thing.  Before that, you would get it every couple of years.  It's like everyth
goes through towns yes
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COMMISSIONER O'NEILL:  Thank you, Ms O'Donnell.  You're excused and fre
go?‑‑‑Okay.  Thank you.

<THE WITNESS WITHDREW                                                             [2.39 PM

PN6689    
COMMISSIONER O'NEILL:  So Ms Glass is next?

PN6690    
MR GIBIAN:  Yes.  I think she's on now, as I understand it.

PN6691    
COMMISSIONER O'NEILL:  Ms Glass, can you hear me now?

PN6692    
MS GLASS:  Can you hear me?

PN6693    
COMMISSIONER O'NEILL:  Yes, we can.

PN6694    
MS GLASS:  Okay.  All good.  Thank you.

PN6695    
COMMISSIONER O'NEILL:  I can see you on the phone.  I can still see you in th
line, so perhaps so we don't get feedback if you leave the other line and just stay o
phone.

PN6696    
MS GLASS:  Okay.

PN6697    
COMMISSIONER O'NEILL:  And I understand you're unwell, so if you need a b
feel unwell please say so.  I'm O'Neill C, and my associate is just going to have yo
affirmation.

PN6698    
THE ASSOCIATE:  Ms Glass, can you please state your full name and work addr

***        SANDRA JOY O'DONNELL                                                                                                         RXN MR GIBIAN

PN6699    
MS GLASS:  It's Charlene Dawn Glass, and it's Anglicare Newmarch House,
50‑52 Manning Street, Kingswood 2747.

<CHARLENE GLASS, AFFIRMED                                                     [2.46 PM

EXAMINATION-IN-CHIEF BY MR GIBIAN                                    [2.47 PM

PN6700    
COMMISSIONER O'NEILL:  All right, Mr Gibian.

PN6701    
MR GIBIAN:  Thank you, Commissioner.  Ms Glass, can you hear me?‑‑‑Yes, I c
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My name is Mark Gibian.  I don't think we've had the opportunity to speak.  I'm ap
for the HSU in this matter.  Can I just ask you to repeat your full name for the
record?‑‑‑Yes.  It's Charlene Dawn Glass.

PN6704    
And you're employed by Anglicare at the Newmarch House facility?‑‑‑Yes.

PN6705    
I think at the time of your first statement you were a carer, but since then it's chan
you're now an administrative assistant, is that correct?‑‑‑Yes, correct.

PN6706    
And I think you've explained in your second statement that was around September
year?‑‑‑Yes, that's correct.

PN6707    
Now, you've made two statements for the purpose of this proceeding.  Do you hav
of those with you?‑‑‑Yes, I do.

PN6708    
The first one I think is dated 29 March 2021 and runs to some 92 paragraphs.  Do 
a copy of that with you?‑‑‑Yes, I do.

PN6709    
Have you had an opportunity to read that statement over?‑‑‑Yes.

PN6710    
Subject to updating the work that you're doing, is it otherwise - the position you h
otherwise true and correct to the best of your knowledge and recollection?‑‑‑Yes, 

***        CHARLENE GLASS                                                                                                                        XN MR GIBIAN

PN6711    
That's the first statement of Ms Glass that we wish to have as part of the evidence
document 148 in the digital court book, commencing at page 10148.  I think, Ms G
should also have a further statement headed, 'Reply statement of Charlene Glass', 
April this year, 2022.  Do you also have that statement?‑‑‑Yes, I do.

PN6712    
Have you also had an opportunity to read over that statement?‑‑‑Yes, I have.

PN6713    
Is that statement true and correct to the best of your knowledge and recollection?‑
is.

PN6714    
That's the second statement of Ms Glass that we wish to have as part of the eviden
149, document 149 in the digital court book, commencing at - I'm sorry - page 10
Glass, hopefully on one of the screens in front of you at least you should see in on
boxes, Mr Ward.  He's now going to ask you some questions?‑‑‑Okay, thank you.

CROSS-EXAMINATION BY MR WARD                                           [2.49 PM]

PN6715
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PN6717    
I don't want you not being well?‑‑‑That's okay.

PN6718    
I think you're our second witness who had COVID so - - -?‑‑‑Okay.

PN6719    
I'm just going to start with your care work, if I can, and then I'll talk about your
administration work after that.  I just struggled a little bit with your work history.  
you were doing care work it was at New March House.  That's right, isn't it?‑‑‑I st
Rooty Hill with care work.

PN6720    
Right?‑‑‑Then I moved over to Newmarch House when COVID happened.  I'm th
(indistinct).

PN6721    
Okay, so before New March, where were you?‑‑‑Rooty Hill, Melva McDonald Lo

***        CHARLENE GLASS                                                                                                                      XXN MR WARD

PN6722    
Is that also operated by Anglicare or is it operated by somebody else?‑‑‑It's also A

PN6723    
Okay.  You hold a Certificate IV in Aged Care?‑‑‑Yes, I do.

PN6724    
Did you get that Certificate because your employer required it or did you get it be
wanted to develop yourself?‑‑‑I develop - got the certificate prior to that on my ow
doing home care work.

PN6725    
Right?‑‑‑And I wanted to further my career into residential and the requirement is
that as requiring to get a Certificate III or IV.  So that's what I did, yes.

PN6726    
I'm just interested - is there a reason why you chose getting a Certificate IV rather
Certificate III?‑‑‑Certificate IV gives you more ability to administer medications, 
you a wider scope to do more things at facilities, yes.

PN6727    
Before you worked at Rooty Hill you were doing home care, were you?‑‑‑Yes, I w

PN6728    
Have you always been in home care before that or did you do other things?‑‑‑I did
things.

PN6729    
Okay?‑‑‑Yes.

PN6730    
Do you have your first statement in front of you?‑‑‑Yes, I do.

6534



I take it that when you describe your care responsibilities, this is a description that
at Newmarch and I assume most likely Rooty Hill as well?‑‑‑Yes.

PN6733    
Is that right?‑‑‑Yes.

***        CHARLENE GLASS                                                                                                                      XXN MR WARD

PN6734    
When you were at Newmarch did you work in a team or did you work alone?‑‑‑N
worked mostly with a team, with another team member.  (Indistinct) two of us, ye

PN6735    
That was a personal care worker as well?‑‑‑Yes.

PN6736    
In terms of who you reported to, did you report to a registered nurse or did you rep
somebody else?‑‑‑A registered nurse.

PN6737    
Right.  Can I ask you to go to paragraph 51(c)?  You say in paragraph 51(c) - you 
your responsibilities and technical responsibilities.  You say:  'Actively observing 
changes to track and assess residents' health'?‑‑‑Yes.

PN6738    
Can you explain to me - is there anything you might have observed that made you
straight to the registered nurse?‑‑‑If I find there was skin tears, bruising, any chan
skin that can cause cuts, you know, things like that, we report straight away to the
nurse.

PN6739    
Okay, and I assume - like I think most of our witnesses have said - you did progre
and daily charting?‑‑‑Yes, we do.

PN6740    
And could you just tell us what sort of charting you would have done?‑‑‑We woul
specifically to the skin?

PN6741    
No, no, just generally deal with the resident?‑‑‑WE would chart on behaviours, we
chart on any cognitive declining, anything different to - basically, not if anything d
happened to the resident but basically a daily charting of the resident throughout t
They would be charted - yes.

PN6742    
But can I just see if we can - I'll ask you a few more questions on that, if I can.  So
you write in your notes that they'd eaten during the day?‑‑‑Yes.

PN6743    
Okay - I presume you'd also write if they hadn't eaten during the day as well?‑‑‑Ye

PN6744    
Would you identify in your notes things like bowel movements or - - -?‑‑‑Yes, bow
movements eating drinking that sort of thing even measurement sizes of how m
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If you observe the resident behaving differently - as in they were more - less activ
alert, you'd also write that in your progress notes too?‑‑‑Yes, absolutely, and if the
if the behaviour is not - if it's out of sync we'd notify the RN straight away and she
UTR assessment, yes.

PN6746    
I'll just pause there and ask this question:  when a new resident is admitted, I take 
where you worked, the original care plan was created by the registered nurse?‑‑‑Y
was.

PN6747    
I take it that that care plan would be provided to you before you started looking af
resident?‑‑‑Not necessarily - it was probably given to us on the day that the reside
admitted to the facility.

PN6748    
Right?‑‑‑Yes.

PN6749    
And would you read that or would the registered nurse talk to you about it?‑‑‑Just
read out to us from the registered nurse quite quickly and didn't go into detail.

PN6750    
Okay?‑‑‑And yes, the rest we'd have to sort of track by ourselves.

PN6751    
Okay, and am I right that if you - let's say I was the resident and you were observi
be quite withdrawn and unusual in my behaviour.  I think you've said you might g
the registered nurse straight away?‑‑‑Yes.

PN6752    
But if the care plan had to be changed is it the registered nurse who would actually
the change to the care plan?‑‑‑I think that would be the duty of the care manager.

PN6753    
Okay?‑‑‑She would be changing the care plans and then giving it to the registered

PN6754    
Okay.  Was the care manager somebody who the registered nurse reported in to?‑‑

PN6755    
Okay.  You might not know the answer to this but was your care manager a registe
nurse?‑‑‑Yes, she was.

***        CHARLENE GLASS                                                                                                                      XXN MR WARD

PN6756    
Okay.  Can I take you back to paragraph 51(l)?‑‑‑Yes.

PN6757    
You talk there about advocating for residents?‑‑‑Mm‑hm.

PN6758    
Could you just explain to me what you understand 'advocating' to mean?‑‑‑Okay
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PN6760    
I take it that's because you develop a relationship with the resident?‑‑‑Yes, yes.

PN6761    
Earlier you talked about getting your cert IV to be medication competent?‑‑‑Yes.

PN6762    
Am I right that you were involved in medications in your care work?‑‑‑Yes, I was

PN6763    
That didn't involve Schedule 8 drugs?‑‑‑Just explain to me Schedule 8.

PN6764    
No, that's fine.  That's fine?‑‑‑Okay.

PN6765    
My understanding is that there is a class of medication called Schedule 8?‑‑‑Okay

PN6766    
Such as morphines and things like that that the nurse has to deal with?‑‑‑Yes, yes, 
will do those ones, yes.

PN6767    
Okay.  I take it your nurse did her rounds dealing with those or his rounds dealing
those?‑‑‑Absolutely she did, yes.

PN6768    
My understanding is you were able to do what's called Schedule 4 drugs.  Does th
bell?‑‑‑Yes.

PN6769    
I just want to see if I understand how that might have worked.  Let me tell you wh
understand and you tell me if I'm wrong.  I assume the Schedule 4 drugs were kep
lock and key somewhere?‑‑‑Yes, in the medication trolley which is kept inside the
station in a separate locked room where the nurses have their Schedule 8 drugs.

***        CHARLENE GLASS                                                                                                                      XXN MR WARD

PN6770    
Okay?‑‑‑So we put them all in the one place.

PN6771    
Did you have the key to that?‑‑‑No.

PN6772    
The registered nurse did?‑‑‑Yes, she did, yes.

PN6773    
Just assume for a minute that you were going to do a Schedule 4 round.  I take it y
go to the room where the drugs are kept and the registered nurse would provide th
to you?‑‑‑Yes.

PN6774    
Would the trolley already have on it the Webster packs or the blister packs?‑‑‑Yes
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pack that has got my name on it or the Webster pack that has got my name on it.  M
understanding is that you have to check the pills?‑‑‑Mm‑hm.

PN6776    
And you might check those pills by reading the name and checking the name.  I al
understand that you might actually have like a picture chart of the pill?‑‑‑Yes.

PN6777    
Did you do both of those?‑‑‑We didn't have a picture chart of the pill, but on our ta
have all the information of the medications for the residents.

PN6778    
Yes?‑‑‑And I used to check the names of the medication against what's in the Web
packs.

PN6779    
Okay.  If you saw something that didn't look right, what would you do?‑‑‑I would 
trolley with me straightaway to the nurses' station and speak to the RN, because w
keep that trolley with us at all times, yes, as well, yes.

PN6780    
Let's assume that nothing goes wrong and that they're the right pills for me?‑‑‑Yes

PN6781    
I understand that on your tablet there will be possibly instructions about whether o
can take the tablet whole or it has got to be crushed and put in custard or somethin
that?‑‑‑Yes, it does, yes.

***        CHARLENE GLASS                                                                                                                      XXN MR WARD

PN6782    
You would do that, you would then give me the tablet and I assume that you woul
with me to observe that I had taken it?‑‑‑Absolutely, yes.

PN6783    
Once I've taken it you would record on your tablet that I had taken it?‑‑‑I do, yes.

PN6784    
If I was being difficult that day and refused to take it, what would happen then?‑‑‑
an option on the tablets to say, 'Administer at a later time', and then we come back
time to administer that specific medication.

PN6785    
And if the second time failed, what would happen then?‑‑‑Then I would notify the

PN6786    
Okay?‑‑‑Yes.

PN6787    
I assume when you did your medication competency that also included your abilit
administer eye drops and creams, as well?‑‑‑Yes, that's correct, yes.

PN6788    
You would have done that in your job?‑‑‑Yes I would
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PN6791    
If this is too personal, don't answer it, but is there a reason why you changed to th
administration job?‑‑‑I had a mental breakdown in April last year.  It was due to - 
can tell you, it's due to one of the residents sexually harassing me.

PN6792    
Goodness?‑‑‑He is in the DSU unit and I was taken off work for about three mont
when I came back I was placed onto light duties but I wasn't at all to, you know, w
DSU section until a certain amount of time; until I was ready.

PN6793    
I'm not going to pry into that any further?‑‑‑That's okay.

PN6794    
I won't do that, that's fine?‑‑‑Okay.

***        CHARLENE GLASS                                                                                                                      XXN MR WARD

PN6795    
Are you on the road to recovery?‑‑‑Yes, I am.  Thank you very much, yes.

PN6796    
That's good news.  That's good news?‑‑‑Mm‑hm.

PN6797    
You have now moved into administration?‑‑‑Yes.

PN6798    
I think you say in your statement that there is a receptionist working in
administration?‑‑‑There was.

PN6799    
Not any more?‑‑‑No, because I'm there.

PN6800    
Okay, right?‑‑‑Yes, I'm there.

PN6801    
It's your job now, okay.  All right?‑‑‑It's my job, too.

PN6802    
That's your job, too.  Okay.  Do I take it that you sit sort of at the front desk in you
role?‑‑‑Yes, I do.

PN6803    
Do you have the second statement available in front of you?‑‑‑Yes, I do.

PN6804    
I wouldn't mind just starting with - I think paragraphs 8 and 9 talks about being tra
you discuss some of the things you were trained in, in (a), (b) and (c).  I would jus
explore those with you if I could?‑‑‑Mm‑hm.

PN6805    
You say in (a), 'How to update the emergency folder'?‑‑‑Yes.

6539



photograph, because that's very important.  We have to do a head count immediate
there's a fire outbreak, yes.

PN6807    
So if I opened the emergency folder up, what would I find in it?‑‑‑You would find
updated resident bed list, all the emergency procedures.  You will find a map layou
facility.  Yes, pretty much everything to do with a fire outbreak.

***        CHARLENE GLASS                                                                                                                      XXN MR WARD

PN6808    
I take it that there is somebody in the facility who is the fire warden?‑‑‑Yes, we've
few.  We have a few, yes, yes.

PN6809    
Is that folder for them to use if there is a fire?‑‑‑Yes.

PN6810    
Okay?‑‑‑Yes, it is, yes.

PN6811    
You then say in (b) you were taught how to use the in‑house system called My Tea
and then you talk about that this system includes relevant information about the fa
such as resident bed list and administration tools.  Could you just give us a slightly
explanation of what My Team Space is?‑‑‑Okay.  It's just to let Anglicare - anybod
works in Anglicare can access this information.  If you're working at another facil
can access, you know, any of the other facilities.  It's just an administration tool th
anybody wants to access.  Yes, basically it's an in‑house web site basically.

PN6812    
Okay.  If I was a care worker, why might I access My Team Space?‑‑‑It's not reall
workers to access, it's mainly for administration and management to access.

PN6813    
And let's say I was your manager, why would I be using it?‑‑‑If you want to go in 
updated bed list or if you want to grab any resident labels that we're using, the RN
have access to this.  But as I say, it's not for care workers, it's only for - - -

PN6814    
People at that level, yes?‑‑‑Yes.

PN6815    
So if I wanted to find out who's in a facility or what room they're in, that's the syst
to?‑‑‑Yes, correct.

PN6816    
Does it include their care plans?‑‑‑No.

PN6817    
You then talk about how to use the Baseware system.  Is that a financial accountin
system?‑‑‑Yes.  Or - - -

PN6818    
And what go on? Not a financial accounting; it's an invoicing system that Ang
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Just help me with that.  Let's say that I was a contractor doing some work for your
let's say I was a plumbing contractor and I'd done some work, I would send the inv
you?‑‑‑Yes.

PN6820    
And - - -?‑‑‑No, you wouldn't send the invoice to me.  You would send it to Angli
office.

PN6821    
Right?‑‑‑And then Anglicare head office will send it to us to be coded, and then w
back to them to be issued.

PN6822    
Okay?‑‑‑For the invoices to be issued.

PN6823    
When Anglicare head office send it to you, I take it when you say 'coded', you wo
general ledger code on it for a facility or an activity?‑‑‑Yes.

PN6824    
I take it you've got a big list of those and you type in the right one, or do you just p
on the invoice itself?‑‑‑Well, it just comes up – you know, you can click on invoic
Newmarch House or whichever facility, what it's used for, for maintenance, is it fo
residents, is it food invoices - you know, you've got to categorise it basically.

PN6825    
Are you the only person who uses that system, or do other people use it?‑‑‑No, the
manager and the operations manager, the three of us use it.

PN6826    
Am I right that you're now the receptionist as well?‑‑‑Yes.

PN6827    
In paragraph 13 you talk about some of your typical work.  You say in (a), 'Attend
residents and visitors.'  What do you mean by 'attending to'?‑‑‑Okay, attending to r
would be if they come to the counter and they have any general inquiries about an
they want to see their hairdresser, the podiatrist, that sort of thing, and I help them
that.  If they need to book a taxi, if they want to go out, I'll do that for them, and a
to visitors.  We all have to RAT test everybody now every day since we've had a f
outbreaks, and then you basically screen them in as well, the visitors.

PN6828    
Perhaps in COVID, I assume that your role would be, if somebody was visiting, li
would come to you at the front desk and you'd sign them in, would you?‑‑‑Yes, I w
Yes, we have a tablet at the front desk, as well as book signing in, and they've got 
with their phones using the QR coding that Anglicare has.

***        CHARLENE GLASS                                                                                                                      XXN MR WARD

PN6829    
Again, if you just put COVID aside for a minute, if COVID wasn't with us I take i
would – if I was a visitor I would come along, and the tablet, I'd put my name in t
and who I'm visiting when I'm coming in, would I?‑‑‑Well, they didn't use that sys
b f COVID Th ld j t ll th i it t i
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PN6832    
You then say at (b), 'I do general administrative tasks.'  Can you just help me out?
you mean by 'general administrative tasks'?‑‑‑I do laminating for lifestyle, if they 
laminating, if they want a sign on the door for a certain resident.  I do the names f
doors for new residents coming in.  You know, any other departments in the facilit
need anything, I can help them out with that.

PN6833    
What do you mean by 'anything?'  Are you happy with your last answer?‑‑‑Yes.  B
the infection control manager came to me and she said she needed a few things pr
you know, photocopying - - -

PN6834    
Yes?‑‑‑General administrative duties.

PN6835    
I understand.  Thank you.  That's very helpful.  In (c) you say you 'order resources
do you mean by 'resources'?‑‑‑Stationery, it could be, like, repairs to certain equip
our facility that's not working; yes, just general office working things, like photoc
that sort of thing.

PN6836    
So you're not talking about ordering food and things like that?‑‑‑No, no, no.

PN6837    
I'll just give you examples; just tell me if you agree with it.  If we had a lifting hoi
wasn't working, you might organise to get a person in to fix it?‑‑‑Yes, correct.

PN6838    
You then say in (d), 'Recording and maintain resident data.'  Is that information lik
next of kin and things like that?‑‑‑Record‑keeping – yes, it would be on our iCare 

***        CHARLENE GLASS                                                                                                                      XXN MR WARD

PN6839    
Right?‑‑‑Updating any information for their next of kind, updating on the iCare sy
they've got a new Medicare card, we quickly update it on iCare system, just – yes
generally keeping records updated.

PN6840    
You then say in (e), 'Working with registered nurses and (indistinct).'  Could you j
me through that.  What activities do you do with them?‑‑‑Okay.  They phone me c
regarding – they can say there's pathology to be collected, please phone the pathol
there's an ambulance coming; the resident's fallen out of bed, please ask them to b
around to the room; care management can come to me on any issue with a residen
there's dental – if there's a dentist coming they let me know if there's appointment
me know – yes, just basically – sorry, I can't think.  My head's (indistinct) - - -

PN6841    
No, that's all right.  I'm sorry?‑‑‑It's okay.  Yes, so I get a lot of phone calls from th
registered nurses regarding residents and they keep me updated.  If the family is c
a care conference, then they let me know, because they need to see them.  Basicall
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And you might actually be chasing up the pathology for Mr Smith, things like tha
correct.

PN6844    
Can I just take you to (g)?‑‑‑Mm-hm.

PN6845    
I appreciate you're unwell.  I won't be much longer?‑‑‑That's okay.

PN6846    
You say, 'Answering calls, queries and emails of family members of residents.'  I t
some of those you will pass on to other people?‑‑‑Yes.  Yes, if I can't help them ou
pass them on to the various management that can help them out.

PN6847    
Could you give me an idea of what those various management people might be?‑‑
a complaint I'll pass the call straight away to our village manager.  If there's any q
I can't help them out with I can speak to the care manager or take a message and th
the message on to our care management or even registered nurses.  If a family's as
about certain health conditions of the resident, how they're going, I'll pass the mes
the RNs, yes.

***        CHARLENE GLASS                                                                                                                      XXN MR WARD

PN6848    
You then say in (i):

PN6849    
Emailing staff and family members of residents if there are any updates.

PN6850    
What do you mean updates?‑‑‑Well, if there's - if the hearing specialists are comin
certain day, we email them out to say that they're coming.  You know, please can c
the facility or email a form.

PN6851    
So, if I've got a specialist coming to see me in a week you'll let the family know th
person's coming?‑‑‑Well, I don't specifically but like if they want me to, I can pho
If the RN doesn't have the opportunity to phone the family members then I can do
behalf.

PN6852    
Okay.  You then say in (j):

PN6853    
Working closely with contract workers and maintenance.

PN6854    
What sort of contract workers are we talking about?‑‑‑Painters, plumbers, just bas
repair of anything going on in the facility.

PN6855    
Is all of that contracted out in your facility?‑‑‑Yes.
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PN6857    
That's from a health infection perspective is it?‑‑‑It is definitely, yes. So, there's a 
going on.

PN6858    
And when you say working closely, are you actually - are you organising that or a
just - are you the person who organises them to come in or is somebody else - is th
maintenance manager or - - -?‑‑‑Yes, there's a maintenance man - no, he's not a m
he works closely with the village manager and then they will notify me if there's a
contract workers coming into the building for anything specific, and then when th
at the door I can know exactly what they're going to do.

PN6859    
So, you're able to let them understand where to do quickly - - -?‑‑‑Yes.

***        CHARLENE GLASS                                                                                                                      XXN MR WARD

PN6860    
I've got you.  Okay?‑‑‑Yes.

PN6861    
You also say you were involved in rostering.  Do you run the rosters?‑‑‑I don't run
at one time before we had an operations manager.  For three months we didn't hav
I was involved with rostering as well as - there was a young lady there doing the r
she wasn't there all the time, so.

PN6862    
So, you don't do it anymore?‑‑‑No, I don't, no.

PN6863    
Sorry, who does it now?‑‑‑The operations manager.

PN6864    
You then say you answer pharmacists inquiries.  What might the pharmacist be rin
about?‑‑‑They'd like to know the doctor's name of the resident or if there's a patho
they couldn't quite read, we have to do it again, just general inquiries.

PN6865    
And then lastly you say:

PN6866    
Assisting the facility manager and operations manager.

PN6867    
Can you just explain to me outside of all the things you do do, can you explain to 
that might involve?‑‑‑Well, at the moment it's - a lot of it's involving COVID outb
And then we're all informed about what's happening, do we have to do RAT testin
have to close the facility down for a certain amount of time, so we - you know, we
closely together with anything in that regard.

PN6868    
Are they - do they sit near you in the facility?‑‑‑Yes, they do.

PN6869
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Assisting care workers by providing care work.

PN6872    
Do you still do a little bit of care work?‑‑‑I do.  Yes.

***        CHARLENE GLASS                                                                                                                      XXN MR WARD

PN6873    
Is that just 'Can you help me out?' or is that you actually do some shifts?‑‑‑No, I d
shifts in that regard.  My office is right next to our café in our facility, so - and I'm
next to the community hall.  If they - like, somebody will say can you go and pick
and so from his room, he's just down the hallway, like bringing through the wheel
there's been some instances where residents have - are not well I the café area and
the RN and because lifestyle staff don't have a care background to help out the res
they're choking or vomiting or gagging, then I'm there, I can help them.

PN6874    
So, if you're there and somebody needs help near you and - - -?‑‑‑Yes.

PN6875    
- - - you sort of jump in and then you hand it off to the RN or whatever?‑‑‑Yes, ye

PN6876    
MR GIBIAN:  Sorry, can I just make an inquiry.  We're just becoming concerned a
time.  There were three more people who were supposed to be dealt with this after
have been arranged, so I was just wondering how long?

PN6877    
COMMISSIONER O'NEILL:  Are you able to indicate how much longer you'll be
witness, Mr Ward?

PN6878    
MR WARD:  Subject to asking my colleague, I've finished.  I was about to say I'v
finished.  We have good days and we have bad days.

PN6879    
MR GIBIAN:  (Indistinct).

PN6880    
MR WARD:  Ms Glass, thank you very much for your answers and I do wish you 
hope you get better soon?‑‑‑Thank you very much. Thank you.

PN6881    
COMMISSIONER O'NEILL:  Any re-examination, Mr Gibian?

PN6882    
MR GIBIAN:  There's not, thank you, Commissioner.  Thank you, Ms Glass. Than
coming to give evidence.

PN6883    
COMMISSIONER O'NEILL:  Thank you, Ms Glass.  You're excused.

<THE WITNESS WITHDREW                                                             [3.25 PM
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PN6885    
MR WARD:  Two - well, can I just have two minutes and I'll see - there's a possib
might not call one to help out.  Could I just have two minutes if that's okay, Comm

PN6886    
COMMISSIONER O'NEILL:  On that basis you certainly can have two minutes.

PN6887    
MR WARD:  Just give me two minutes, sorry.

PN6888    
COMMISSIONER O'NEILL:  Right.

PN6889    
MR WARD:  Commissioner, in the spirit of good administration, can I indicate we
require Sally Fox.

PN6890    
COMMISSIONER O'NEILL:  All right.  Thank you for that.  Well, that leaves us 
Phillips and Ms Sweeney for the afternoon.  What's your estimate of time for thos
witnesses, Mr Ward?

PN6891    
MR WARD:  I had anticipated Ms Phillips would probably be within my benchma
an hour.  I have a sneaking suspicion Ms Sweeney might be a little longer.

PN6892    
COMMISSIONER O'NEILL:  Such as?

PN6893    
MR WARD:  Subject to the witness, I certainly think it'll go for at least 40 minute

PN6894    
COMMISSIONER O'NEILL:  Right.  Well, let's get underway with Ms Phillips if

PN6895    
MS DOUST:  Thank you, Commissioner.  We'll just get her connected.  Can I just
the record then we rely upon the three statements of Ms Fox that appear at docum
200 and 201 of the digital court book respectively, and they're dated 29 March 202
October 2021 and 14 April 2022 respectively.

PN6896    
COMMISSIONER O'NEILL:  Yes.

PN6897    
MS DOUST:  Thank you.

PN6898    
COMMISSIONER O'NEILL:  Is that you, Ms Phillips?

PN6899    
MS PHILLIPS:  Maree, yes.

PN6900

6546



PN6902    
COMMISSIONER O'NEILL:  I'm not sure if you're there on your own but if there
someone there that can assist you, that would help if you could either perhaps mov
closer or they can adjust the camera so that we can see you a little more clearly.  Y
sit there, that should be much clearer.

PN6903    
MS PHILLIPS:  How's that?

PN6904    
COMMISSIONER O'NEILL:  Yes, but if you turn around another - there, if you'r
do that.  Just a bit more, with your back to the table.

PN6905    
MS PHILLIPS:  Yes, okay - because I just got an text message to say to come bac
tomorrow so (indistinct).

PN6906    
COMMISSIONER O'NEILL:  All right.  Ms Doust, is this your witness?

PN6907    
MS DOUST:  Yes.

PN6908    
COMMISSIONER O'NEILL:  Sorry, sorry - Ms Phillips, my associate is just goin
you take the affirmation.

PN6909    
THE ASSOCIATE:  Ms Phillips, can you please state your full name and work ad

PN6910    
MS PHILLIPS:  I'm not working at the moment.  I resigned (indistinct).

PN6911    
THE ASSOCIATE:  Can you please provide your personal home address instead?

PN6912    
MS PHILLIPS:  (Address supplied).

<MAREE PHILLIPS, AFFIRMED                                                       [3.29 PM

EXAMINATION-IN-CHIEF BY MS DOUST                                      [3.29 PM

PN6913    
COMMISSIONER O'NEILL:  Ms Doust.

PN6914    
MS DOUST:  Thank you, Ms Phillips.  It's Lisa Doust here.  Can I just ask you, b
start asking you any questions, do you have a copy of your statement with you?‑‑‑

PN6915    
Is that at the other end of the table you're sitting at?‑‑‑I'm down the bottom end in 
the screen.
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PN6918    
Up until November 2021 were you employed as a community support worker with
East Community Care in Tasmania?‑‑‑Let me see - I finished work 10 February, I 
Yes, it would have been - oh dear.  I haven't worked for 12 months so I finished on
February so it would be 2022, only just still there.

PN6919    
All right, so you resigned from your position as a community support worker with
East Community Care.  is that right?‑‑‑Yes.

PN6920    
Do you recall when you resigned from that position?‑‑‑10 February - must have b

PN6921    
So last year?‑‑‑Yes, I haven't worked in 12 months now.

PN6922    
Did you prepare a statement for the purpose of the proceeding before the Commis
which is dated 27 October 2021?‑‑‑If it's in this statement I've got - - -

***        MAREE PHILLIPS                                                                                                                          XN MS DOUST

PN6923    
Yes, is that one that you signed 27 October 2021?‑‑‑Yes.

PN6924    
Is that statement true and correct to the best of your belief and knowledge?‑‑‑Yes.

PN6925    
I read that, Commissioner - that's document 202 of the digital court book, page 11

PN6926    
COMMISSIONER O'NEILL:  All right, Mr Ward.

CROSS-EXAMINATION BY MR WARD                                           [3.32 PM]

PN6927    
MR WARD:  Thank you, Commissioner.  Ms Phillips, can you hear me okay?‑‑‑Y

PN6928    
Ms Phillips, my name is Nigel Ward.  I appear in these proceedings for the employ
interests.  I'm going to ask you some questions.  I'm struggling a little bit to hear y
bear with me if I ask you to repeat yourself because I'm just struggling a little bit t
you.  Can I take you back to when you worked for South East Community Care - 
normally call that SECC or is there some other name you normally call them?‑‑‑I 
(indistinct).

PN6929    
You're going to have to help me out, I can't hear that?‑‑‑I said I refer to them as ju
because they're in Sorell.

PN6930    
Sorell?‑‑‑Sorell, because they're in Sorell.
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PN6932    
Okay, we'll come to medications in a minute, if we can.  Can I ask you to go to pa
17 of your statement?‑‑‑Yes.

***        MAREE PHILLIPS                                                                                                                         XXN MR WARD

PN6933    
You describe what you do to include the following:  'Domestic duties like cleaning
laundry, cooking and meal preparation, taking the client out shopping, socialising 
talking to the client, taking the client to medical or personal appointments, doing e
that are part of the care plan with the client' - sitting up, et cetera - 'helping clients
their home so they can do things alone'.  Is that what you were doing when you w
home care work?‑‑‑Yes.

PN6934    
I might just pause there and - the last one, in (g) - do you see (g), 'helping clients s
their home'?‑‑‑Yes.

PN6935    
Could you just help me out:  what would that have involved?‑‑‑(Indistinct), away,
making sure that the bed's not tucked in so they get tangled up in the middle of the
when they get up.

PN6936    
Okay?‑‑‑Putting things down, making sure jars were open, water's in the fridge, ju
common sense things.

PN6937    
Okay, that's fine, thank you for that.  When you were at Sorell, when you worked 
who did you work for?  Who was your boss?‑‑‑Well, the CEO is Helen Collard bu
answered to the coordinators, not her.

PN6938    
What was the coordinator's job?‑‑‑They were responsible for setting up the care p
clients.

PN6939    
Were the coordinators nurses?‑‑‑No.

PN6940    
They weren't.  did you have registered nurses available if you needed them?‑‑‑No,
was told that Sorell nurses stay in Sorell.  If you want a nurse it's got to be organis
what they call community nurses, which is (indistinct).

PN6941    
Okay?‑‑‑They will come up to the (indistinct) that I worked.

PN6942    
So Sorell didn't have nurses themselves but they used community nurses?‑‑‑No, th
Sorell nurses to Sorell area, okay - like (indistinct) the area but they didn't come u
(indistinct) Bellerive - that was community nurses' area, not Sorell's.

PN6943    
Oka so if o needed a n rse hat did o do? It as p to the famil if thing
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I see?‑‑‑Some had community nurses, others just use their doctors and went by wh
doctors said.

PN6945    
Okay, so if you were in a client's house and they had a serious fall would you have
triple 0, would you?‑‑‑No, I would have rang the non-urgent ambulance.

PN6946    
Okay, all right.  Now, I think you said the coordinators prepared the care plan.  Wa
right?‑‑‑Yes.

PN6947    
How would the care plan be communicated to you for a client?‑‑‑On the phone or
folder in the house.

PN6948    
Okay, so when you say on your phone, did they use an app or did they just - - -?‑‑
had their own app that had the address, client's details, not always up to date of co
(indistinct) on the phone until you got to the book if that was up to date.

PN6949    
Okay.  And you talked about a book.  I take it there's a book in the resident's - in th
house?‑‑‑Yes, client file.

PN6950    
So, just assume that I was your client and you were coming to my house to prepar
for me.  After you finished, would you write in the book what you've done?‑‑‑Yes

PN6951    
Would you write anything else in the book?‑‑‑If there was anything else to be writ
book, yes.

PN6952    
What might that include?‑‑‑Clients not well, client had a bad night, medication mi
maybe the client has trouble swallowing their medication.  I don't know, obstacles
front door, back door.  Just common sense stuff.

PN6953    
No, that's fine, that's fine.  I take it you were qualified to prompt medicines?‑‑‑Yes

PN6954    
What was that qualification that you did?‑‑‑It's called medication skilled.

PN6955    
And were did you do that?‑‑‑Independent Healthcare.

***        MAREE PHILLIPS                                                                                                                         XXN MR WARD

PN6956    
I don't know them.  Is that just a private provider of that?‑‑‑Yes, yes.  We did it wi
registered nurses.

PN6957    
Was that a face to face course or was it an online course?‑‑‑No it was face to face
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When you say two weeks of lessons, are you saying - - -?‑‑‑In the classroom.

PN6960    
In the class.  So it's two full weeks?‑‑‑Yes.

PN6961    
And registered nurses delivered that?‑‑‑Yes.

PN6962    
And then you were assessed, were you?‑‑‑Yes.

PN6963    
Did the assessment involve then observing you or - - -?‑‑‑It was - - -

PN6964    
Was there a practical - was there a practical element?‑‑‑There was questions are yo
assignments.  You had to show the nurse that you knew how to use the Webster-pa
had to know the laws of it and you had to go through how you would do it in a cli
home, and then a qualified coordinator would orientate you and watch you to mak
that you can (indistinct).

PN6965    
Okay.  I just want to make - it might be that Tasmania's a little different to other pl
assume when you're prompting medications, the medications would be in a Webst
a blister pack?‑‑‑Yes.

PN6966    
Did you have to verify - did you have to check that what was in the blister pack w
or did you just accept that it was in the blister pack?‑‑‑No, I count my medications

PN6967    
Sorry, could you say that again?‑‑‑I count my - I count my tablets.

PN6968    
Okay, so you would count that there's four or there's five?‑‑‑Yes.

***        MAREE PHILLIPS                                                                                                                         XXN MR WARD

PN6969    
Did you have to check against a picture chart that they were the right
medications?‑‑‑(Indistinct) have them.

PN6970    
I understand that prompting means you would possibly tell the client to take the m
and if they couldn't open the Webster-pak you might open it yourself and you mig
the cup or put it in their hand.  Is that - is that the correct understanding?‑‑‑No, yo
little cup that has a serrated edge, okay, all my clients have it and I have a spare on
well.  What you do is you put it under the back of the Webster-pak and then turn i
the serrated edge will break the seal.  You then (indistinct) to the cup and either th
takes it from the cup or you (indistinct), you don't touch people's medications.

PN6971    
Thank you, that's very helpful.  Would you be required to observe them take the
medication? Yes
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PN6974    
Yes.  And is that left with the other book you said you write into?‑‑‑Yes, it's kept i
house all the time.

PN6975    
Okay.  Now, it's my understanding that when a new client's signed up, somebody, 
presume in your case it's possibly the coordinator would go and do a risk assessm
their house.  Are you aware of that?‑‑‑No, they don't.

PN6976    
They don't?‑‑‑(Indistinct), no.

PN6977    
Did you do a risk - did you do a risk assessment?‑‑‑Well, it depends how many ca
been (indistinct) if they're qualified to do that risk assessment of a client's house, w
most of them aren't.  Therefore it comes back to the worker, but then I have a cam
phone if (indistinct).  If I don't like something I take a picture of it.  I send the pict
the coordinator, then I put a report in whenever I get five minute's spare.  So - - -

PN6978    
That's okay, just (indistinct) - - -?‑‑‑ - - - my worker to do that.

PN6979    
So what you're saying is that it's Sorell - you're not aware that a risk assessment is
before you would go in?‑‑‑They've got too many clients, they can't go round every
We've got too many.

***        MAREE PHILLIPS                                                                                                                         XXN MR WARD

PN6980    
That's okay.  I'm just trying to understand.  It's your evidence that they didn't do th
it is.  They can't.

PN6981    
That's fine.  No, that's fine.  That's okay.  If you saw something you thought wasn'
you would photograph it and send it to your coordinator?‑‑‑Yes.

PN6982    
Could you give me an example of that?‑‑‑I don't know, wires out (indistinct), wire
(indistinct), smoke alarm not working, personal alarm not working.

PN6983    
And did Sorell have a procedure that you had to follow if you found yourself in an
situation?‑‑‑I don't know.  Usually rostering laugh.

PN6984    
Sorry?‑‑‑I said usually rostering laugh at you when you complain if you're hurt.

PN6985    
So, you're saying your employer didn't have any procedure for you if you were in 
situation?‑‑‑No, use your common sense girl.

PN6986    
Okay so they relied on you using your common sense? Yes
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COMMISSIONER O'NEILL:  Any re-examination?

PN6989    
MS DOUST:  Nothing in re-examination, thank you, Commissioner.  Might Ms P
excused?

PN6990    
COMMISSIONER O'NEILL:  All right. Well, thank you very much for your evid
Phillips.  You're excused and free to go?‑‑‑Thank you.

<THE WITNESS WITHDREW                                                             [3.46 PM

PN6991    
COMMISSIONER O'NEILL:  All right.  We might just take a short break.  It is 3
we'll resume - it will be 4 o'clock.  Commissioner is adjourned.

SHORT ADJOURNMENT                                                                     [3.46 PM

RESUMED                                                                                                [4.00 PM

***        MAREE PHILLIPS                                                                                                                         XXN MR WARD

PN6992    
COMMISSIONER O'NEILL:  The Commission is now resumed.  Do we have
Ms Sweeney?

PN6993    
MR GIBIAN:  Yes, we do.  Sorry, Commissioner, just before you go on, Ms Saun
going to take Ms Sweeney's evidence, and I apologise in advance, I may have to l
partway through this - - -

PN6994    
COMMISSIONER O'NEILL:  No trouble.

PN6995    
MR GIBIAN:  - - - (indistinct) and I apologise.  There was just one other matter I 
to tell the Commission and the other parties, and that is that one of the witnesses w
had scheduled for tomorrow morning, Susie Wagner, won't be able to be dealt with
tomorrow and we'll have to find a time for her early next week sometime.

PN6996    
COMMISSIONER O'NEILL:  All right.  Good luck with finding a spot.

PN6997    
MR GIBIAN:  Yes.

PN6998    
COMMISSIONER O'NEILL:  Good afternoon, Ms Sweeney.  Can you hear me?

PN6999    
MS SWEENEY:  I can, thank you.  Good afternoon.

PN7000    
COMMISSIONER O'NEILL:  Good afternoon.  I'm O'Neill C and my associate is
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MS SWEENEY:  Kathleen Elizabeth Sweeney, 1614 Nubeena Road, Nubeena, Ta

<KATHLEEN ELIZABETH SWEENEY, AFFIRMED                      [4.01 PM

EXAMINATION-IN-CHIEF BY MS SAUNDERS                              [4.01 PM

PN7003    
COMMISSIONER O'NEILL:  Ms Saunders.

***        KATHLEEN ELIZABETH SWEENEY                                                                                      XN MS SAUNDERS

PN7004    
MS SAUNDERS:  Yes.  Ms Sweeney, it's Lucy Saunders here.  Can you see and h
me?‑‑‑I can, yes.

PN7005    
Could you state your full name for the record, please?‑‑‑Kathleen Elizabeth Sween

PN7006    
And you're an administration employee at the Huon Regional Care Centre, is that
right?‑‑‑Yes.

PN7007    
You've prepared two statements in these proceedings, the first dated 1 April 2021.
have a copy of that with you?‑‑‑Yes, I do.

PN7008    
Have you had the opportunity to read it recently?‑‑‑Yes.

PN7009    
Is everything in that statement true and correct?‑‑‑Yes.

PN7010    
That is the first statement on which we wish to rely, Commissioner.  It's at docume
Your second statement, Ms Sweeney, is dated 14 April 2022.  Do you have a copy
with you?‑‑‑Yes, I do.

PN7011    
You've read that recently?‑‑‑Yes.

PN7012    
Is everything in that statement true and correct to the best of your knowledge?‑‑‑Y

PN7013    
That is the second statement, Commissioner, at document 177.

PN7014    
COMMISSIONER O'NEILL:  Thank you.  All right, Mr Ward.

PN7015    
MR WARD:  Thank you, Commissioner.

CROSS-EXAMINATION BY MR WARD                                           [4.05 PM]
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Thank you very much.  Ms Sweeney, my name is Nigel Ward.  I appear in these
proceedings for the employer interests.  I'm going to ask you some questions?‑‑‑Y

PN7018    
Do you have your first statement in front of you?‑‑‑Yes, I do.

PN7019    
As the administration officer, who do you report in to?‑‑‑I now report in to the fac
manager, Leanne Seifert.

PN7020    
You say now.  Did you used to report to somebody else?‑‑‑Well, we were – we did
have a facility manager for some time.

PN7021    
Was there an acting facility manager?‑‑‑Yes, kind of.

PN7022    
I take it you reported in to that person at that time?‑‑‑Yes, that was at the Franklin
yes.

PN7023    
But you have a facility manager now and you report to them?‑‑‑Yes.

PN7024    
Are there any other administration staff in your facility?‑‑‑No.

PN7025    
So you're it?‑‑‑Yes.

PN7026    
Where are you physically located in the facility?  Are you in an office, or are you 
front desk – where do you physically sit in doing your job?‑‑‑Both.

PN7027    
When would you be on the front desk and when would you be in an office?‑‑‑I ge
assistance three‑and‑a‑half days a week, so those days I can be in my office and n
reception.

PN7028    
What do you mean by assistance three‑and‑a‑half days a week?‑‑‑One of the carer
the ECAs who has some admin training, she will come and help me for
three‑and‑a‑half days full‑time.

PN7029    
When I asked earlier whether or not there were any other people in administration
-?‑‑‑Well, she's not employed in administration.  She's just on loan to me for
three‑and‑a‑half days a fortnight at the moment.

***        KATHLEEN ELIZABETH SWEENEY                                                                                             XXN MR WARD

PN7030    
So at the moment you have three‑and‑a‑half days of support from that person?‑‑‑Y
fortnight
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What days does she work with you?‑‑‑A half day on Monday, which is the pay da
Thursdays, and the following Tuesday.

PN7033    
What is she supporting you with?‑‑‑She sits at the reception desk and answers the 
filters calls.  She's also a Centrelink agent, so she can back me up with Centrelink
She does the basic admin duties at the moment.  I am hoping to teach her more, bu
yes.  She's a buffer at the moment.

PN7034    
You started in your administration role in 2009, that's correct, isn't it?‑‑‑No, I start
facility in 2009.

PN7035    
When did you start in administration?‑‑‑Goodness, probably around 2011‑ish.

PN7036    
Before that time, had you done any administration work?‑‑‑No.

PN7037    
I think you say you were originally working in the kitchen?‑‑‑Yes, and then child 

PN7038    
What made you move into the administration role?‑‑‑I went back to school, so to s
did a Certificate III in Administration, and was put here on work placement, and t
secured the job thereafter.

PN7039    
So you had an interest to move into administration, you went and did some educat
that gave you the opportunity?‑‑‑Yes.

PN7040    
Could you turn to paragraph 9 of your statement where you talk about your
education?‑‑‑The first statement?

PN7041    
Yes.  I'm going to just deal with that at this stage.  In paragraph 9 you talk about h
your Certificate II and a Certificate III in Business Administration.  Can you tell m
the Certificate II in?‑‑‑That's also in business administration.

***        KATHLEEN ELIZABETH SWEENEY                                                                                             XXN MR WARD

PN7042    
You did the II and then you moved on to do the III?‑‑‑Yes.

PN7043    
Okay?‑‑‑And since I've got a diploma.

PN7044    
That's fine.  So you had the Certificate III in 2011 when you started?‑‑‑I can't – I s
2009 and I was doing the II then, so - - -

PN7045    
Let me try and help you You said a minute ago that you started in administration
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PN7047    
No, that's okay.  So, did you do your Diploma in Business Management in 2011 as
well?‑‑‑No, I did that about five years ago.

PN7048    
2017?‑‑‑Roughly, yes.

PN7049    
Okay, that's fine, that's fine.  Would I be right in saying that the Certificate III in B
Administration has helped you in your job?‑‑‑Yes, definitely.

PN7050    
Can you describe for me what you took from the Certificate III that you view as p
helpful in your job, what skill?‑‑‑The Microsoft Office suite for a start.  You learn
about that.  Emails, you know, answering the phone with proper language.  We did
bit of customer interaction.  There was quite a few units.  I can't remember them a

PN7051    
No, that's fine, that's fine.  Do you want to keep going?‑‑‑I can't think.  It's just bee
long ago.

PN7052    
No, that - - -?‑‑‑It's basically a little step up from a basic Cert II, you learn more ex
use of the Microsoft Office suite for a start and, you know - - -

PN7053    
When you're talking about the Microsoft Office suite, you're talking about Word, E
those types of - those types of - - -?‑‑‑Yes, I am.

PN7054    
Yes, okay.  And then you did the Diploma in Business Management?‑‑‑Yes.
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PN7055    
What additional skills did that give you to do your job?‑‑‑You learn about finance
management and finances and budgets and things like that.  Dealing with staff in m
and how to manage staff.  Key performance indicators, the goals of a business.  It'
basically what a manager would do is what you learn how to do.

PN7056    
And again, you find that useful in your work?‑‑‑Yes.

PN7057    
Now, I just want to ask some questions about the facility itself because it seems a 
unique.  I'm saying that in a nice way?‑‑‑Yes, it is - it is unique.

PN7058    
It operates residential aged care?‑‑‑Yes.

PN7059    
Yes.  And then you've got this statement in 11(b) 'Rural health beds'?‑‑‑Yes, they a
sub-acute bed, hospital bed as such and they're funded by the THS.
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The word 'rural', does that mean they have to come from a rural area or - - -?‑‑‑No
necessarily.  The Royal Hobart Hospital send their patients to us.

PN7062    
And is there some strange reason why it's called rural health beds, rural?‑‑‑You'd h
take that up with the THS.  I'm not sure.

PN7063    
Okay.  No, I don't want to do that.  I don't want to do that.  So, that doesn't necessa
it would be aged people, it could be anybody?‑‑‑Yes, correct.

PN7064    
So it could be a 14 year old or a six year old or - - -?‑‑‑They don't - we don't usual
paediatric patients as a rule.  It's mostly adult patients.

PN7065    
So, it could be a 19 year old or a 20 year old?‑‑‑Could be, yes.  Or a 90 year old.

PN7066    
Yes.  It's not limited to people who are aged?‑‑‑No.
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PN7067    
And then you run a Centrelink kiosk, can you - I'm sorry, you're going to have to h
Is - - -?‑‑‑No, that's fine.  Again, because we're rural, the closest Centrelink agent 
Mornington, which is approximately an hour and a half drive.

PN7068    
Yes?‑‑‑So, we are a Centrelink agent. So we can't access Centrelink files or anythi
that but we can help people access their MyGovs or create MyGov accounts, prese
with forms if they need them.  We can ring a thing called a Silver Service line whi
can't help the person directly we can ring the Silver Service line and we get throug
to be able to deal with the client, so they don't have to go all the way up to Mornin

PN7069    
Your administration role covers all four areas?‑‑‑It covers lots of areas, yes.

PN7070    
No, but what I'm asking is, is that you provide administrative support to the reside
care part of the business?‑‑‑Yes.

PN7071    
As much you do the rural health beds and the Centrelink kiosk?‑‑‑Well, the Centre
kiosk is nowhere near as big a job as all the other things.  We might see three or fo
a week but when they do come they're here for an extensive period of time.

PN7072    
But you still have some role to play with that?‑‑‑Yes.

PN7073    
Can I ask you to go to paragraph 16 and I'm not trying to be rude when I ask this q
Ms Sweeney.  You say:
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onwards.

PN7076    
But not necessarily every day?‑‑‑No, no.

PN7077    
Okay.  That's fine.  I just wanted to understand it.  That's fine.  You take those call

PN7078    
Are you the only - are the sort of point of contact for falls into the facility?‑‑‑Yes.
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PN7079    
And those calls could again be about rural beds or - - -?‑‑‑Yes, could be.

PN7080    
- - - aged care?‑‑‑Yes.

PN7081    
Could those calls be about Centrelink?‑‑‑Yes.

PN7082    
And I assume that if you can answer the calls you do, or otherwise you forward th
people who can answer them?‑‑‑True, yes.

PN7083    
You then say in paragraph 17:

PN7084    
The first thing I do is check my emails and make sure I attend to anything urge

PN7085    
Could you just explain to me what would likely be urgent that requires immediate
attention?‑‑‑If during the night someone's called in sick and the shift would need t
covered straight away, so if I open my email and there's an email from the night nu
saying Mary called in sick for her shift tomorrow, I have to attend to that straight 

PN7086    
That would be a good example of urgent would it?‑‑‑Yes.

PN7087    
You then say in 18:

PN7088    
One of the first things I attend to is -

PN7089    
Assume this is after you've done the urgent things.

PN7090    
One of the first things I attend to is printing the bed stats which shows how ma
are empty on a particular day.
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PN7093    
So there's a folder in your network where you keep that information?‑‑‑Yes.
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PN7094    
And who creates that information?‑‑‑The nurses - the night nurse will complete th
that I've prepared and she will or he will email that to me overnight, and then I ent
data into the spreadsheet.

PN7095    
I've got you.  So, they'll fill in your sheet, they'll send it back to you and then you'
into an Excel spreadsheet?‑‑‑Yes.

PN7096    
When you say you print it, you would then print it out and send it to whoever need
print it out and file it.

PN7097    
File it, okay.  In a hard copy?‑‑‑Yes.

PN7098    
Is there a reason - I'm just interested.  Is there a reason it's kept in hard copy?‑‑‑I k
hard copy for the month and then - just in case there's a discrepancy somewhere a
line, I will keep two or three months' worth and then I destroy them.

PN7099    
I've got you, okay.  Then in paragraph 19 you say in the second sentence:

PN7100    
I collate a summarise the bed stats from reviewing the registered nurse's calcul
night before.

PN7101    
That's a form they've just - you've just described to me they filled out?‑‑‑Yes.

PN7102    
And you'll take that form, you put it into the Excel spreadsheet and does that then 
how many beds or how does that work?‑‑‑Yes, that initially it's actually changed q
now because they use that to determine our funding.  It states how many palliative
we've had, respite patients, rural health patients, and our residential beds, and I no
supply that in percentage form, so that fills in a pie graph and a tower chart, and th
accessed by our finance and payroll team at Franklin and is presented to the board
month.

PN7103    
I take it that Excel spreadsheet has been pre‑set up so it produces that?‑‑‑Yes, I did

PN7104    
I was just about to say, I assume you did that, you set that up?‑‑‑Yes.
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PN7105    
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PN7107    
You obviously have to collect information about the patient.  Does that informatio
you to a government department?  Where does it go?‑‑‑Once the person has – we'v
request for a bed, we fill in the admission paperwork as far as we can before the p
here.  Once it's finished, it gets sent to a database, which I email it to New Norfolk
in Tasmania, and then it gets put onto the THS website so that they know who's in
beds where.

PN7108    
If you don't have the full information, you pick the phone up and ring the patient o
family and get what you need?‑‑‑Well, yes, that and you go to whatever means yo
to get the information.

PN7109    
What do you mean 'by whatever means'?‑‑‑Because we're in a rural town, if I know
granddaughter works at the local shop or whatever and I need to get the informatio
no one else has it, you know, I might contact her and say do you know what's Nan
birth or whatever.

PN7110    
Okay?‑‑‑Generally if they come to us from the Royal Hobart Hospital, most of tha
information is already supplied.  It's only if the local doctor admits them that we s
sometimes have to chase things up.

PN7111    
I understand.  If I can take you then to paragraph 24, you talk in paragraph 24 abo
'residential aged care application pack'?‑‑‑Yes.

PN7112    
I haven't seen that.  How big is that pack?  What's it got in it?‑‑‑It has an admissio
application registration form, which is approximately eight pages.

PN7113    
Yes?‑‑‑It has several Centrelink documents that people need to fill in so that their 
be calculated, because we don't set the fees.  It's got an information booklet in it ab
care; it's got a welcome letter; an advanced care directive; then the business card o
facilities manager.

PN7114    
I assume that the potential resident or the family of the resident are meant to comp
are they?‑‑‑Yes.
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PN7115    
And then they send it back to you?‑‑‑They send us the registration form only, and 
(indistinct) on our waiting list.

PN7116    
What about all the other documents, what do they do with them?‑‑‑They've got to 
bed has been offered to them before they – because they're in the Centrelink docum
and the only reason we do that is because once it's filled in and submitted to Centr
they've got it back, the information only lasts for three months and then they'd hav
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So you get the application form back?‑‑‑Yes.

PN7119    
Do you scan and file that, or how do you hold that?‑‑‑Also that information is ente
spreadsheet, and then we've got a file for all of the requests for admission, which w

PN7120    
And that spreadsheet's an Excel spreadsheet?‑‑‑Yes.

PN7121    
When you say we enter it, you mean you type that information in, or do you scan 
in?‑‑‑No, type it in.

PN7122    
Okay?‑‑‑We only take the basics – contact details and the person's name, and then
comments section so that if they're already in a nursing home and the family want
transferred here, I'll just make a little note of that in the comments section.

PN7123    
So it might be the name, telephone number, address, those (indistinct) - - -?‑‑‑Yes,
address.

PN7124    
- - - details?‑‑‑Yes.

PN7125    
You then say that you give a tour of the facility.  So if I'm looking to come, I take 
might turn up with the family or the potential resident and you'd walk them aroun
facility to show them the facility?‑‑‑In the past we did, yes.

PN7126    
I assume you haven't been doing that recently?‑‑‑No, not with COVID.
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PN7127    
No, but assume we live in a world where COVID's gone, I assume you'll be doing
the future?‑‑‑Yes.

PN7128    
Is it just you who does that, or if you're not available does somebody else help?‑‑‑
facility manager will do it if I'm not available.

PN7129    
You then talk in paragraph 25 about preparing for the person's entry by creating th
both hard copy and electronic, along with photos for meal cards, drug charts, et ce
that's at the point where we've agreed that they're going to be admitted, is it?‑‑‑Ye

PN7130    
What extra information are you collecting at that stage?‑‑‑We would have had the 
kin, the power of attorney, enduring guardian if there's one, all those kinds of thin
we know exactly who to contact and where to contact them if the resident needs a
becomes quite unwell; we ring the person and there's trust – we have money that t
resident can give me some money and we need to contact them for those kinds of
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PN7132    
That's in the iCare system, is it?‑‑‑Yes.

PN7133    
And you keep a hard copy with a folder and my name on it?‑‑‑Yes.

PN7134    
Now, you then go on and talk about rostering.  I don't know if I've got this right or
because I've talked to three or four people today about rostering, so bear with me. 
the person who does the rosters?‑‑‑Yes.

PN7135    
Do you use any rostering software for that?‑‑‑We've got Inerva.

PN7136    
Inerva?‑‑‑Yes.

PN7137    
Can you tell me how Inerva works?‑‑‑If I knew I could tell you.

PN7138    
Okay?‑‑‑It's shocking.
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PN7139    
Well, I hope you know something?‑‑‑Yes.  You've got a fortnight's view at a time, 
created rotating rosters here so that permanent staff's rosters are monthly and they
around.  So you've really only got to cover sick leave or things like that, and shifts
haven't been permanently covered, you would get casuals in for that.  The roster h
correct, right to the minute of the person's shifts, because also the pays generate fr
It's also for invoicing, receipting; the residents' trust funds are in there, all that sor

PN7140    
I'm going to say something and I'll explain if I can.  I assume the Inerva system is 
intelligent system, and let me explain what I mean by that.  You said you got perm
shifts.  I assume they're programmed into Inerva on a permanent basis?‑‑‑Yes, they
automatically repeat themselves.

PN7141    
They just roll over, don't they, in the system?‑‑‑Yes.

PN7142    
I take it that the Inerva system will still have a number of shifts that aren't filled?‑

PN7143    
Is it smart enough to understand that you've got 10 casuals who are available on M
and Tuesday and the Inerva system will pick one, or do you have to do that manua
have to do that.

PN7144    
Manually?‑‑‑Yes.

PN7145
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they're all in there.

PN7147    
You start ringing until you find them?‑‑‑Yes.

PN7148    
In your business, is that first come, best dressed or is there a seniority rule?‑‑‑I don
that pleasure because I don't have that many staff.

PN7149    
You wish you had that pleasure?‑‑‑I wish, very much so.
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PN7150    
Okay, and I take it that when you're run around and you've found somebody to fill
You type that into the Inerva system, do you?‑‑‑Yes.

PN7151    
The Inerva system has their start time and their finishing times and things like tha
they're pre-filled shifts, they're already in Inerva so I just do the drop down and se
shift I'm going to put the person on.

PN7152    
So the shift is in there, it's the case of whether or not it's got a name against it?‑‑‑Y

PN7153    
Having run around and found me, you'll put my name against that shift?‑‑‑Yes.

PN7154    
Okay.  You've published the roster?‑‑‑Yes.

PN7155    
Does that get sent to the employees electronically or is it a hard copy?‑‑‑It's an app
through an app on the phone.

PN7156    
So if I'm one of the people who's on the roster, I'll open up my iPhone, click on th
it'll give me my roster for the next fortnight?‑‑‑Yes.

PN7157    
In 28 you talk about managing the fleet of cars.  You say the facility owns four car
they leased or do you own them outright?‑‑‑No, we own them.

PN7158    
You own them, okay.  You say you're responsible for tracking the frequency of ser
required, managing the services they need.  I'll come to the negotiating bit in a mi
that's the routine servicing for the car.  You have to organise that, do you?‑‑‑Yes.

PN7159    
Do you have an agreed garage you use?‑‑‑We have now, yes.

PN7160    
So you'll know, for instance, that the car's coming up for its 40,0000 kilometre ser
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Okay, what's the system the maintenance man and you have?‑‑‑He does fortnightl
of all the cars and in that check includes the kilometres so if the kilometres are get
to the next service, I know that because it's written in front of me.  And if it's - he 
the tires and all that.  Then he gives me that report monthly and if he reckons the t
down to 30 per cent, I'm going, 'Whoops, better order some tyres'.  So, yes, with h
do that, yes.

PN7162    
So he'll come and say to you, 'Nigel's car is getting close to its 40,000 service, star
about booking it in'?‑‑‑Yes.

PN7163    
Okay, and I don't understand what you mean by negotiating with the drivers.  Is th
hard to get it off them for the service?‑‑‑Well, this - because this is my old stateme
before, we used to have to get the cars sent to Hobart or to Sorell, which is an hou
because we didn't have a mechanic down here and because the cars were under wa
they had to go back to their place of purchase.

PN7164    
So they went back to the dealer?‑‑‑Yes.

PN7165    
Okay?‑‑‑So now that they're all out of warranty, and we do have a local mechanic
them so I don't need to find a driver to take the car to Hobart.

PN7166    
Can I just check this:  in your second statement, paragraph 41(h), you say that - an
in the context of your job getting bigger and bigger - you say that you're managing
maintenance of the facility's six vehicles?‑‑‑Yes, we've got more now.

PN7167    
So is that six and four or - - -?‑‑‑No, there's two more.

PN7168    
There's two more.  But the actual process for the maintenance is the one you and I
discussed?‑‑‑Yes.

PN7169    
You say in 29:  'I alone am responsible for answering the phone at reception'.  If it
answer, does it go to a message bank?‑‑‑No.

PN7170    
It just rings out?  Okay, I won't comment on that, that's fine?‑‑‑No, me neither.

PN7171    
That's all right.  Paragraph 31, at the very end you say:  'It is part of my job to answ
questions and also to set up new residents when they arrive'.  When you say, 'set u
residents', is that setting up their files like we discussed earlier?‑‑‑Yes.

PN7172    
Okay.  Then on paragraph 33 you talk about the trust account?‑‑‑Yes.
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What sort of amounts of money are we talking about?‑‑‑Most people give us $200
about.

PN7175    
I take it that if I have some personal expense like a hairdresser's appointment, whi
desperately in need of at the moment, I would come and get the money out of that
would I?‑‑‑No, we don't have any - if the person's got a trust account it's because t
unable to manage their money or handle their money so our leisure and lifestyle g
finds who is going to the hairdressers, brings me the list, I withdraw their money o
their trust, print off the forms and either sign them or if they're unable to sign, they
anyway so families can always see where we've taken money out and where they'v
money in.

PN7176    
Okay, and how many residents use the trust account?‑‑‑Sorry, I'm going to have to
a second - one, two, three, four, five, six, seven, eight, nine - about nine.

PN7177    
It's not that you have to get the family permission to use the money.  You use the m
you write on a form what it's used for - - -?‑‑‑And it's also in Inerva.

PN7178    
It's in the Inerva system as well?‑‑‑Yes, so we do the withdrawal through there and
write the description of what the money was for.  And I keep the receipts and I sta
receipts to the withdrawal form.

PN7179    
Is the Inerva system linked to your banking system?‑‑‑Yes.

PN7180    
Can I take you to the second statement?  At the start of paragraph 56 if I can, you 
paragraph 56:  'I understand that some employers in this case have said that there 
no change in the role of administrative staff over time'.  Do you see that?‑‑‑Yes.

PN7181    
How did you form that understanding?‑‑‑I don't know, it's just what I think.

PN7182    
You think some employers said that, do you?

***        KATHLEEN ELIZABETH SWEENEY                                                                                             XXN MR WARD

PN7183    
MS DOUST:  I object to this line of - I object to this line of questioning.  There is
basis for Mr Ward to suggest as the question does that that isn't' exactly the positio
client and his client's witnesses have advanced.  The question is improper.

PN7184    
MR WARD:  It's not improper, it's not what my client's advanced but I'm simply a
what the understanding was. The witness has said, 'I understand', I'm just trying to
foundation for how she understood it.

PN7185    
MS DOUST: The secondar objection is rele ance Ho co ld this possibl assi
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MR WARD:  I'm just trying to understand it, because this is meant to be a reply st
I'm going to lead to ask other questions as to what it's in reply to.

PN7188    
COMMISSIONER O'NEILL:  Well, the witness has said in paragraph 56 that she
understands that the view of some employers is that there hasn't been a change.  T
understanding.

PN7189    
MR WARD:  Okay, that's fine, Commissioner.  That's fine.  Is what you've written
paragraph 41 - I'm trying to understand, Ms Sweeney - is what you've written in p
41 arising from paragraph 56?‑‑‑I don't understand what you mean, sorry.

PN7190    
In paragraph 56 you've made a statement - you've reflected on your understanding
what the employer position is.  You then say, 'I don't agree with this.  I repeat my 
statement and the matters above in relation to my role', and I'm asking you is that 
disagreeing with that statement, is that what's set out in paragraph 41?  Does parag
reflect your understanding of how your role's changed?‑‑‑Yes.

PN7191    
No, it wasn't a trick question.  I'm just trying to understand where it fits in, that's a
take you to paragraph 41?‑‑‑Yes.

PN7192    
In (a) you talk about 'one of our subacute care beds.'  Do you see that?‑‑‑Yes.

PN7193    
And I'm not being facetious.  Do you actually mean they're one of your beds?‑‑‑W
four of them.
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PN7194    
When you say, 'the process for admission into one of our subacute care beds', are y
referring to one in particular, or is - - -?‑‑‑No.

PN7195    
You're referring to all four?‑‑‑Yes.

PN7196    
Are those beds the beds that we talked earlier about arising from the rural health
beds?‑‑‑Yes.

PN7197    
In paragraph (b) you talk about rostering?‑‑‑Sorry, what paragraph?  I missed that

PN7198    
My apologies, Ms Sweeney.  Could I ask you to go to paragraph 41(b)?‑‑‑Yes.

PN7199    
Are you there?‑‑‑Yes.

PN7200
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PN7202    
You then in (c) talk about the implementation of the NDIS.  Do you see that in
paragraph 41(c)?‑‑‑Yes.

PN7203    
You say, 'Since the implementation of the NDIS three years ago we now have add
duties when a resident has NDIS funding.'  Do you see that?‑‑‑Yes.

PN7204    
Is that something that happened three years ago, is that what you're telling me?‑‑‑Y

PN7205    
So it's not something that's happened recently?‑‑‑No.  It's still – it's ongoing for th
three years.  It's an extra thing.

PN7206    
And your reference to NDIS there, that's a reference to aged care as well?‑‑‑What 
mean?

PN7207    
Well, are you talking about residents who are aged care residents related to the ND
you talking about something else?‑‑‑Yes.
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PN7208    
You are?‑‑‑No, no, it's a resident of ours who's funded for NDIS.

PN7209    
So one of your residents has NDIS funding, do they?‑‑‑Yes.

PN7210    
And the funding for that resident, some of the rules changed three years ago?‑‑‑No
came to live with us three years ago.

PN7211    
Is that the only NDIS aged care person you deal with?‑‑‑Yes.

PN7212    
If I could take you then on to 41(g).  I think it works this way – tell me if I'm wron
41(g) talks about taking on procurement activities, do you see that?‑‑‑Yes.

PN7213    
And then there's sort of (h), (i) and a few others.  I think they're the procurement a
aren't they?‑‑‑Yes.

PN7214    
It just might not be numbered properly.  I just wanted to be fair to you.  We've alre
talked about the cars.  That's what we've already talked about, isn't it, but they've m
from four to six?‑‑‑Mm‑hm.

PN7215    
Yes, you agree with that?‑‑‑Yes.
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PN7217    
So that's not necessarily a one‑off.  That might be we're looking for a new plumbe
facility, is it?‑‑‑Yes, and electricians and all sorts of things.

PN7218    
Well, let's just start with plumbers.  So who's your plumber today?‑‑‑Our plumber
Michael – his business is Mike Dee Plumber.

PN7219    
That's good enough.  No, that's close enough.  It's late in the day.  We'll call that cl
enough, that's fine.  And so I take it at some point you had to find a new plumber;
one had left or wasn't good enough?‑‑‑He retired.
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PN7220    
And when you say you had to find them, were you putting an ad in the paper for a
plumber?  How did you find them?‑‑‑No, it's word of mouth and local knowledge
track someone down that everyone says is good and go from there.

PN7221    
When you say you had to arrange that, what information did you get from that
plumber?‑‑‑Basically that I give him the information – we're a nursing home, we h
equipment, this sort of stuff, these are the average things that we need you to do, w
be willing to come onboard as our contract plumber.

PN7222    
And he says yes, and I take it he gives you a quote?‑‑‑No, because I'm not actually
him in relation to a specific job.  I'm ringing him to ask him would he join our tea
our contractor.

PN7223    
Would he give you a set of scheduled rates?‑‑‑No.

PN7224    
So you think he's going to be a good plumber.  You then send that off to the facilit
manager, do you?‑‑‑Yes.

PN7225    
And the facility manager then negotiates the commercial terms with the plumber?
got – I get his EBA and his bank details, and all that sort of stuff, and all she does 
organises a contract to be written up.

PN7226    
That's what I was asking?‑‑‑Yes.

PN7227    
You don't negotiate the prices the plumber charges?‑‑‑No.

PN7228    
Okay.  And you might do that for an electrician as well?‑‑‑Yes.  We've got everybo
much onboard now, but it's when they come here and they say, oh this is the job, a
got to buy this and this and this, I've got to get a purchase order made up for that a
it to the compan to get the parts and then the freight them do n and the pl mb
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PN7230    
Are there some still missing?‑‑‑Sometimes.
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PN7231    
You said 'mostly', so - - -?‑‑‑Yes, we've got – we don't have a builder who can fix 
We've just got to – if something gets broken like that, we've got to hunt around for
builder, plasterer - - -

PN7232    
Are you looking for one at the moment?‑‑‑We're looking for a plasterer.

PN7233    
I can't help you there.  You then say in (j), 'Ensuring compliance with the facility
maintenance schedule.'  You said earlier you had a maintenance man.  I think that'
phrase you used.  That's not their job?‑‑‑No, not really.  It's my job to ensure that i
done, but he is the one that does it, if you understand what I mean.

PN7234    
Does he report to you?‑‑‑No, not officially.

PN7235    
Who does he officially report to?‑‑‑The facility manager.

PN7236    
Who has designed the maintenance schedule for the facility?‑‑‑He and I have over
years.

PN7237    
When you say 'he and I', do you do it together or - - -?‑‑‑Yes.

PN7238    
- - - does he do it and you – you do it together?‑‑‑No, we sit down together and wo
when such and such should be done, and we create documentation to support, like
forms that he fills out every fortnight for the cars.  He has a tick sheet for the UV 
the water shed, which because we're on tank water has to be treated with UV and 
sort of stuff.  So there's schedules for all kinds of maintenance.

PN7239    
In (k) you talk about, 'The administrative requirements have increased for coordin
rural health beds, respite beds, residential care beds.'  When did those requirement
increase?‑‑‑The rural health bed requirements are constantly evolving, and you'll g
email that you need a different form, so that means going through all of your pre‑m
and taking that form out and putting the new one in, making a new order of file an
that out to people, and now we actually have to, when someone gets discharged, c
paperwork and arrange for it to be picked up by a courier and that's proved - it too
yesterday to get nowhere.  It's just - - -

PN7240    
When you say you - when you say you collate the paperwork, I think you said ear
each individual resident has their own file?‑‑‑Yes.

*** KATHLEEN ELIZABETH SWEENEY XXN MR WARD
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I'm just going on what you've told me, that's all?‑‑‑No, it's - we present the nurses 
files, a white one that stays in the room and a manila folder stays in the nurses stat
the nurses kind of put them wherever they like and put forms in this one that goes
one, and that one that goes in this one.  We've got to put it all back in order before
it through to THS.

PN7243    
That's okay.  But I take it what you're telling me is you don't keep your electronic 
date?‑‑‑No, we don't - we don't - that's not it at all.  We have a set amount of docu
set of documents that are for a person who gets admitted into one or our rural heal
and that documentation comes into two folders.  We give them to the nurse in thei
order.  They come back to us - - -

PN7244    
No, that's fine, Ms Sweeney.  I misunderstood you.  You're talking about rural hea
are you?‑‑‑Yes.  Is that not - - -

PN7245    
Okay.  I was talking about residential aged care?‑‑‑Sorry.  Well, we don't really ge
residential documentation back until someone passes, and then we've got go throu
some of it gets archived and some of it doesn't.

PN7246    
Yes?‑‑‑We've got to make sure all the things are in order, especially if there's an in

PN7247    
That's fine.  And then in paragraph (i) you say:

PN7248    
Since February 2020, I've been required to managed the purchase of uniforms.

PN7249    
I'm just trying to understand what you're saying there, because in paragraph 37 of 
original statement you say in paragraph 37 that you do that already?‑‑‑No, what I 
what I did was I supply the order forms and the catalogues and assist the person in
out their uniform, and then I would send it to Franklin, end of my job.  Now, beca
was such a backlog because Franklin weren't sending them, now I have to actually
purchase order to the value of what that order is and email the purchase order and 
to - directly to the company.

PN7250    
To Franklin?‑‑‑No, to the uniform company.

PN7251    
The uniform company?‑‑‑Yes, so we've taken Franklin out of the equation.

***        KATHLEEN ELIZABETH SWEENEY                                                                                             XXN MR WARD

PN7252    
Okay.  I see what you're saying.  You deal with the uniform company directly?‑‑‑N
yes.

PN7253    
Ho often are o ordering niforms? T ice a month probabl
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PN7256    
?‑‑‑Yes.

PN7257    
I take it your chef or your cook doesn't do that?‑‑‑We collaborate on that.  She doe
have no administrative skills, I guess you could say, and she has an admin day onc
fortnight where she will come to me and I will do whatever it is that needs doing f
meet the accreditation requirements.

PN7258    
Can I just try and see if I understand that.  So, the cook will come and tell you wh
done to meet those standards and you'll type them out in a report, will you?‑‑‑No, 
quite - there's a lot - to get accredited in a nursing home kitchen there's a lot of bo
ticking.  So, for instance, the first box there's to be no flaking paint.  So, if there is
to take a photo of it and I upload it and save that until when the report comes arou
prove that that's what it was and that's what it is now, because we'll have the two m
photos.  The most recent one was there's no way to record if any of the residents h
allergies, and so we found a hole, which I've created a new form so that when som
comes into the facility as a permanent resident, that form gets filled in, it contains
allergies, tick the boxes, tell us what all the allergies are and then that gets put on 
big sheet that goes on the wall in the kitchen, and it gets updated.

PN7259    
So, when you prepare this report, how often do you prepare it?‑‑‑Annually.

PN7260    
And how many pages is it?‑‑‑It's not really pages.  When the auditor comes he has
points that he needs to inspect, so we show him the documentation or the physical
of whatever he needs to know.

PN7261    
He'll come in with a set of audit questions and you'll go into the kitchen and say h
list of the food allergies we've got?‑‑‑Well, she does that because I've already done
advance for her.  So she meets with him.

***        KATHLEEN ELIZABETH SWEENEY                                                                                             XXN MR WARD

PN7262    
Okay, so that's what that paragraph's talking about?‑‑‑Yes.  Sorry, which one?

PN7263    
(m)?‑‑‑That's some of (m), yes.

PN7264    
What's the other bit of (m)?‑‑‑In the first instance where it says the packaging of
community meals, we used to get meals on wheels delivered to community memb
were made in Hobart and sent here frozen.  No one would take them because they
like them, so now we cook here in the facility and create the meals, put the meals 
in special packaging and seal it and it's frozen fresh, and then distributed to clients
the My Aged Care qualify for meals at home.

PN7265    
What's your role in that?‑‑‑I have - every fortnight I have to keep track of how ma
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the information goes to the community sector, our community department and the
the people who take the meals accordingly.

PN7266    
When you say you need to record the number that go out, who gives you that
number?‑‑‑The kitchen.

PN7267    
The kitchen.  And when you say you have to record the time it's taken to prepare t
the kitchen give you that as well?‑‑‑Yes.

PN7268    
Can I take it that you type that into Inerva?‑‑‑Yes, if you worked on the short shift
7.30 to 11.30 shift, you're usually given half an hour if you've done meals on that 
I've got to change your roster to reflect that half an hour.

PN7269    
You'd fire up Inerva, go you in and you'd manually change my start time in the
roster?‑‑‑Your finish time, yes.

PN7270    
My finish time. Yes.  You then say in (n) that you maintain all the printers in the f
How many printers do you  have?‑‑‑We have five now.

***        KATHLEEN ELIZABETH SWEENEY                                                                                             XXN MR WARD

PN7271    
What do you mean by maintain?‑‑‑The ink, change the ink, clean them if it needs 
Someone will say there's a line through my document and it's generally because th
something stuck on the glass, so you clean it.  If there's something stuck in the pri
go and pull it apart.

PN7272    
So if there's a piece of paper stuck in it, you'll go and get it out?‑‑‑Yes.  All sorts o

PN7273    
So, in terms of them being actually serviced, the manufacturer will actually do the
to them?‑‑‑If we require one, yes.  One of them is leased and the other one - so he
and do the service on that but we generally - I do the rest.

PN7274    
And then if I can take you to paragraph 53, you talk about your phone system.  I t
you've had a phone system all the time?‑‑‑Yes.

PN7275    
I take it that you've had a new phone system put in?‑‑‑Yes.

PN7276    
And I take it you don't like it?‑‑‑Correct.

PN7277    
That's okay, that's okay.  Who made the decision to put it in?‑‑‑There's buses at Fr
would assume.  I don't know who actually made the decision.
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PN7280    
So your company made a bad decision with that?‑‑‑True.

PN7281    
Just a moment, if I can - thank you very much, Ms Sweeney, I wish you well, take
care?‑‑‑Thank you, sir.

PN7282    
COMMISSIONER O'NEILL:  Ms Saunders, any re-examination?

RE-EXAMINATION BY MS SAUNDERS                                           [4.58 PM

PN7283    
MS SAUNDERS:  Very briefly, Commissioner.  Ms Sweeney, can you hear me?‑‑

***        KATHLEEN ELIZABETH SWEENEY                                                                                    RXN MS SAUNDERS

PN7284    
Thank you.  Quite some time ago you were asked some questions about rostering 
you were answering you held up what I assume to be a mobile phone.  Have I got 
dropped out.  No, sorry, Nigel's gone.  That's fine.  You held up what I assumed to
mobile phone - - -

PN7285    
COMMISSIONER O'NEILL:  Just wait, make sure Mr Ward's back - yes, you are
Don't worry about that.  Okay, Ms Saunders.

PN7286    
MS SAUNDERS:  I'll start the question again:  quite some time ago you were ask
questions about rostering and you held up what I assumed to be a mobile phone.  I
what you were holding?‑‑‑Yes.

PN7287    
Is that your personal phone?‑‑‑Yes.

PN7288    
Is that the personal phone you use to call the casuals as you were describing to Mr
Ward?‑‑‑Yes.

PN7289    
How often would you say you're required to use your personal phone to perform y
duties?‑‑‑Every single day.

PN7290    
Thank you.  I have nothing further, Commissioner.

PN7291    
COMMISSIONER O'NEILL:  All right.  Ms Sweeney, thank you very much for y
evidence this afternoon?‑‑‑Thank you.

PN7292    
You're now excused.

<THE WITNESS WITHDREW [5.00 PM
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***        KATHLEEN ELIZABETH SWEENEY                                                                                    RXN MS SAUNDERS
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PN7294    
THE ASSOCIATE:  The Fair Work Commission is in session in matters AM2020
AM2021/63 and AM2021/65, Aged Care Work Value Case for hearing.

PN7295    
COMMISSIONER O'NEILL:  Good morning, everybody.  Just one matter before 
 I understand from the President's chambers that the HSU witness statements have
provided yet in Word form.  So we've mentioned that a couple of times, if you can
that promptly, that would be appreciated.  Is there anything further or are you read
first witness?

PN7296    
MR GIBIAN:  I think we're ready for the first witness.  I think I did mention yeste
afternoon that the third witness who's on the list, Ms Wagner, is not available toda
we have the four in the morning.

PN7297    
COMMISSIONER O'NEILL:  Yes.

PN7298    
MR GIBIAN:  So Mr Kent, I think, should be either available or will be shortly.  I
understand Mr Kent is just having a brief technical issue so hopefully it will be re
a moment.  Apologies.

PN7299    
COMMISSIONER O'NEILL:  Yes.

PN7300    
MR GIBIAN:  Commissioner, I understand despite this having been tested, he's ha
difficulty with the Teams link and he's going to phone in unless there's any objecti
course.

PN7301    
COMMISSIONER O'NEILL:  Are you content for that, Mr Ward, in the circumst

PN7302    
MR WARD:  I think we have to make-do, Commissioner.  Yes, I think we have to

PN7303    
COMMISSIONER O'NEILL:  Mr Kent, can you hear me?  Sorry, false alarm, tha
Mr Kent that just joined.

PN7304    
MR GIBIAN:  Apologies, Commissioner, I don't know what is happening.  Can w
for a five-minute adjournment and we'll try and sort out where Mr Kent is?

PN7305    
COMMISSIONER O'NEILL:  Yes, we'll resume at 9.42.

PN7306    
MR GIBIAN:  Thank you, Commissioner.

SHORT ADJOURNMENT                                                                     [9.38 AM
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MR KENT:  Yes, I can hear you perfectly.  I'm Darren Kent.

PN7309    
COMMISSIONER O'NEILL:  All right.  I'm O'Neill C, and my Associate's just g
have you take the affirmation.

PN7310    
MR KENT:  Okay.  Nice to meet you, thank you.

PN7311    
THE ASSOCIATE:  Hi, Mr Kent.  This is O'Neill's C Associate speaking.  Can yo
say your full name and work address?

PN7312    
MR KENT:  My name's Darren Kent and I work at 23 Were Street, Calwell in Can
an aged care facility run by Warrigal.

<DARREN JAMES KENT, AFFIRMED                                             [9.42 AM

EXAMINATION-IN-CHIEF BY MR GIBIAN                                    [9.42 AM

PN7313    
COMMISSIONER O'NEILL:  Mr Gibian.

PN7314    
MR GIBIAN:  Thank you, Commissioner.  Mr Kent, can you hear me?‑‑‑Yes, I ca
you fine, thanks.

PN7315    
Excellent.  This is Mark Gibian, I'm appearing for the HSU in this matter.  I don't 
we've had the opportunity to speak before.  Can I just ask you to repeat your full n
the record?‑‑‑My name is Darren James Kent.

PN7316    
And you're employed at the Warrigal aged care facility in Calwell in the ACT?‑‑‑T
correct.

***        DARREN JAMES KENT                                                                                                                  XN MR GIBIAN

PN7317    
Can you just repeat the address of that facility for us?‑‑‑It's Were Street in Canberr

PN7318    
I think you said - is it 23 Were Street or 43 Were Street?‑‑‑Sorry, I made a mistake
(address supplied), I won't say my address, that's my personal address, I made a m
there but - - -

PN7319    
Fair enough.  Yes.  I just want to make sure the statement in the address in the stat
was correct?‑‑‑Yes.

PN7320    
As I understand it, you've been employed at that or been working at that facility si
but that it was subsequently taken over by Warrigal in 2020. Is that correct?‑‑‑Yes
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PN7322    
Who are you known and called the head chef by?‑‑‑By the management team, by 
general manager and other colleagues.

PN7323    
When you were referring to documentation, what was that documentation?‑‑‑That
original contractual agreement.

PN7324    
Yes, thank you, Mr Kent.  Now, you've made two statements for the purpose of th
proceedings.  Have you got copies of those with you?‑‑‑I do, yes.

PN7325    
The first of those, I think, is dated 31 March 2021.  I think there's some 110 parag
12 pages.  You have that with you?‑‑‑I do, yes.

PN7326    
Have you had the opportunity to review that statement?‑‑‑Yes.

PN7327    
Subject to that correction in relation to the job title that was in your appointment
documentation, otherwise is it true and correct to the best of your knowledge and
recollection?‑‑‑Yes.

***        DARREN JAMES KENT                                                                                                                  XN MR GIBIAN

PN7328    
That's the first statement of Mr Kent that we seek to have as part of the evidence. 
document 165 in the digital court book, commencing at page 10434.  I think, Mr K
should also have a statement that's headed 'Reply witness statement of Darren Ken
21 Feb - of April, sorry, this year?‑‑‑Yes.

PN7329    
I think it runs over some 52 paragraphs over eight pages.  Have you also had an op
to read that statement?‑‑‑Yes.

PN7330    
Is it also true and correct to the best of your knowledge and recollection?‑‑‑Yes.

PN7331    
Thank you, Mr Kent. That's the second statement of Mr Kent we seek to have in e
That is paragraph - sorry, document 165, 166 in the digital court book, commencin
10499.  Mr Kent, you can't - don't have the benefit of seeing people but the next v
should hear is Mr Ward who proposes to ask you some questions?‑‑‑Thank you.

CROSS-EXAMINATION BY MR WARD                                           [9.46 AM

PN7332    
MR WARD:  Mr Kent, can you hear me okay?‑‑‑Yes.

PN7333    
Mr Kent, my name's Mr Ward, Nigel Ward.  I appear in these proceedings for the 
interest, and I'm just going to ask you some questions.  If at any stage you can't he
you want me to repeat myself please just ask okay? Yes yes
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Thank you.  Can I just start with, who do you report into at the facility?‑‑‑My imm
manager is the general manager at the facility.

PN7336    
I take it the general manager is the person who runs the whole facility?‑‑‑Yes.

PN7337    
Can I ask you to go to paragraph 4 of your statement.  Do you see that?‑‑‑Educatio
qualifications?

PN7338    
Yes, please.  Could you go to that?‑‑‑Yes.

PN7339    
I understand the Food Safety Supervisor Certificate, am I right that somebody has
that certificate where food's being provided?‑‑‑That's correct.

***        DARREN JAMES KENT                                                                                                                XXN MR WARD

PN7340    
And on this occasion you hold it?‑‑‑That's correct.

PN7341    
Tell me if I'm wrong but my understanding is, is that this is a mixture of online lea
normally and practical - my understanding is it's six hours of reading and online le
and then you have to do 12 hours of practical, and most people do that over three 
shifts.  Is that your understanding of what you did?‑‑‑Yes, and you also have to ge
some practical experience in another kitchen that is - gets signed off by another ch
another supervisor.

PN7342    
Yes?‑‑‑That helps - passes your certificate.

PN7343    
The one I'm not so familiar with is the one in (b) Food Handling Certificate.  Whe
get that one from?‑‑‑That's an online course.  You can do an online course for that
can do a face to face learning session through that and that's also practical based a

PN7344    
And how long does the online course go for?‑‑‑That's a shorter course, that's usua
hours.  Two to three hours.  Once a year.  Once a year, every year.

PN7345    
And so you do that as a refresher once a year, do you?‑‑‑Yes, yes.

PN7346    
Do all of the people who work for you - do you require them to have the Food Ha
Certificate?‑‑‑Everybody needs to have that certificate.

PN7347    
When you say needs to, is that Warrigal's decision, your decision, or are you tellin
legally they have to have it?‑‑‑Legally they have to have that, and that's on our foo
on our Food Safety Guidelines as well.
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PN7349    
But similar in the sense they're dealing with food handling and food handling safe
they?‑‑‑That's correct, yes.

PN7350    
Are they broadly of the same duration, or is one longer than the other?‑‑‑Broadly 
duration, just different aspects.

***        DARREN JAMES KENT                                                                                                                XXN MR WARD

PN7351    
You've moved in and out of aged care – I think your statement indicates you've so
moved in and out.  If I could take you to paragraph 13?  You talk about paragraph
you've left Calvary and you've gone to work for the airlines.  I take it, when you s
a chef working for the airlines, what were you doing then?‑‑‑I was preparing food
different foods for Qantas, for Virgin, and also for the Defence department for the
leaving Canberra.  So it was all flights leaving Canberra, including the Defence, in
the Prime Minister's private plane, and also other private aircraft leaving Canberra

PN7352    
What attracted you back into aged care?‑‑‑I've always liked aged care, enjoyed it s
first job when I was working at the Aranda facility.  I was waiting specifically for 
become available and the aged care position became available when Bupa opened
Calwell, and I applied.

PN7353    
So you were keen to get back into aged care?‑‑‑Yes.

PN7354    
The Calwell facility, was that purpose built in 2015?‑‑‑Yes.

PN7355    
Is it a fairly modern facility?‑‑‑It's a new facility.

PN7356    
I don't know if you know this, but I just wanted to see if it was discussed.  My
understanding is that the facility was under sanction.  Warrigal then took it over.  I
your understanding?‑‑‑That's correct.

PN7357    
You've indicated in your statement that you're covered by an enterprise agreement
understand you've identified as the Bupa Aged Care Australia Pty Ltd ACT
Enterprise Agreement 2018, and you've attached a schedule from that agreement w
classification on it.  Are you familiar with that schedule?‑‑‑Yes.

PN7358    
You're a level 7 employee, is that correct?‑‑‑That's correct.

PN7359    
Am I right that a level 7 employee is the top grade?  There's no level 8?‑‑‑No leve
that's the Bupa agreement - I now work for Warrigal.

PN7360    
Yes? There is a ne agreement being commenced at the moment
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workers at the moment.

PN7362    
Your facility at Calwell, you say you've got three kitchens.  Are they three full fun
kitchens for cooking?‑‑‑We have one main kitchen where the bulk of the cooking 
where all of the cooking is prepared and made in the main kitchen.  Then we have
serveries and the food is distributed to the two other serveries.  We have four dinin
in total.

PN7363    
Just bear with me, I just want to make sure I understand that.  So there's a main ki
cooking?‑‑‑Yes.

PN7364    
And then you have two additional areas where hot food could be moved to – place
serveries and the service actually occurs from those places, is that what you're
saying?‑‑‑Yes and no.  In the main kitchen we also have two serveries.  So we serv
72 residents out of the main kitchen, out of the two serveries.

PN7365    
Yes?‑‑‑So two dining rooms, two serveries in the main kitchen, and then there's tw
separate serveries, which we classify as smaller kitchens, where there is no food p
prepared, and they serve food out of those two other kitchens.

PN7366    
When you say 'serveries', we're talking sort of bain maries, or what are we talking
it's a separate room with a bain marie in it, and they have their own fridges, washi
machines, fridges – it's a complete separate room where an employee can work fro

PN7367    
So the distinction is - - -?‑‑‑(Indistinct).

PN7368    
Go on?‑‑‑Completely (indistinct) contained and enclosed.

PN7369    
So the distinction is that the cooking's done in one of them, there isn't cooking don
serveries, but other than that they've got fridges and they've got washing machines
like?‑‑‑That's correct.

PN7370    
Can I just take you to paragraph 24?  You say you've got 24 staff including yourse
then you say you've got a cook.  Is the cook who works with you trade‑qualified li
are?‑‑‑Yes.

***        DARREN JAMES KENT                                                                                                                XXN MR WARD

PN7371    
And then you've got 22 kitchen assistants.  Do you know if those kitchen assistant
any qualifications?‑‑‑None of the – the catering assistants don't have any qualifica
other than the food safety certificate.

PN7372    
Do o get to organise are o in charge of ho orks for o ? I s per ise al
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fall on the HR department or the general manager, but yes, I do have a say.  Unfor
we can't hire everybody on a full‑time basis, as there's only certain shifts available

PN7374    
Can I take you to paragraph 28?‑‑‑Yes.

PN7375    
In 28(b) you say, 'A cook that comes in during the afternoon, I cook most of the m
the day when I come in, and the cook makes sandwiches and salads.'  Is the cook y
referring to the person we spoke about earlier who's trade‑qualified?‑‑‑They're
trade‑qualified, yes.

PN7376    
Is there a cooked meal for breakfast?‑‑‑Two days a week we have a hot breakfast, 
also do some specials throughout the week for breakfast for some residents that as

PN7377    
Do you cook the cooked breakfast yourself or does the other cook?‑‑‑I cook it.

PN7378    
Do you cook the lunch or does the other cook cook the lunch?‑‑‑I cook the lunch.

PN7379    
What about dinner?‑‑‑The cook assists with cooking dinner as well.  It depends on
every day's a little different.

PN7380    
So could there be occasions where the other cook cooks the dinner or you will do 
-?‑‑‑Yes.

PN7381    
- - - most of the cooking.  They cook?‑‑‑Yes, they do cook the dinner some days, y
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PN7382    
Is that simply because you - as I understand your evidence you sort of move betw
shifts - is that because you're simply not there that day?‑‑‑No, no, we have a cook 
o'clock every day of the week, and some days the cook isn't there with us, they mi
sick or they might not be here.  On those days the chef in the morning would cook
meals.  The cook at 10 o'clock makes sandwiches, a salad and prepares for dinner 
with the assistance of the chef.

PN7383    
Okay.  You then in paragraph 29 talk about your on the job training, and in (a) you
about training on the Standards.  Is that the Aged Care Standards or is that Food
Standards?‑‑‑Both.

PN7384    
Do you run those training programs yourself or does somebody else?‑‑‑We have s
else come in and train us with both, and we have modules and books to research it

PN7385    
And you do those what once a year? Once a year yes
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You do hygiene and infection control, what sort of program is that?‑‑‑That's an on
module that's given to us by our employer.

PN7388    
Okay.  And again is that a once a year thing?‑‑‑That's a once a year thing.

PN7389    
And is it a couple of hours, half an hour, how long does that take?‑‑‑Usually abou
hour.

PN7390    
And then you've got aged care training on aggressive resident behaviour and resid
dementia.  Is that face to face or online as well?‑‑‑That's an online module supplie
our employer.

PN7391    
And how long does that take to do?‑‑‑Maybe another half an hour.

PN7392    
Sorry, I should have asked, is there a test at the end of it or is it just you sort of hav
it?‑‑‑There's a test at the end of all the training modules that we do.

PN7393    
Thank you, Mr Kent.  Thank you, that's very helpful.  And again you do that once
year?‑‑‑Yes.
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PN7394    
And when you say training on policies and procedures is that procedures like man
handling, work health and safety, those types of things?‑‑‑Yes.

PN7395    
At paragraph 30 at the end you give us some observations from your experience a
quality - I'm going to use the phrase quality of some workers.  You say:

PN7396    
The absence of more qualified people in aged care puts  pressure on qualified w
such as chefs.

PN7397    
So it's yourself, Mr Kent.  What more qualified workers - what qualifications do y
your workers to hold they don't have?‑‑‑Experience.

PN7398    
So it's not necessarily Certificate IIIs or something like that, you would just be mo
about more experienced people?‑‑‑More experienced people, and most definitely i
were more staff that held a Certificate III that would be very helpful, absolutely.

PN7399    
And just for my benefit, Mr Kent, what is it that you believe the Certificate III giv
you?‑‑‑Commercial cookery experience.  It also gives you hospitality experience, 
what we do inside the aged care as well.
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In terms of experience, I think you say later on in your statement that you think fo
to be up and running and really going you need four to five years experience.  Wh
experience do you really need as a kitchen hand, a support person, to really be abl
the job?‑‑‑It can take quite some time to train a staff member up if they haven't wo
aged care, in the aged care industry before in one of our kitchens.  It can - it can ta
number of months to get them up to speed and to learn all the aspects of dealing w
elderly with special diets, reading up all - understanding all of our forms, and kno
residents.

PN7402    
So in the case of the kitchen hand you're talking months, but in the case of the coo
talking years?‑‑‑Yes.

PN7403    
Okay.  At paragraph 31 you say:
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PN7404    
Generally the hourly rate for an aged care worker is less than someone can ge
at a hotel or restaurant.

PN7405    
Are you just making a personal observation there about aged care workers; are yo
talking about yourself?‑‑‑I'm talking about myself and other - other workers.

PN7406    
So when you're comparing yourself to working at a hotel or restaurant are you talk
any particular hotel or restaurant?‑‑‑I'm talking from prior experience.

PN7407    
And you're talking there about the actual rate the hotel or restaurant would pay?‑‑‑

PN7408    
And that rate might be an enterprise agreement rate or it might just be a market
rate?‑‑‑Mostly market rate.  Enterprise rate would be completely different to a ma

PN7409    
You're saying the market rate would be higher?‑‑‑Yes.

PN7410    
Yes, okay.  Could I take you to paragraph 34?‑‑‑Yes.

PN7411    
I just want to walk through some of your duties if I can.  I just want to try and clar
matters.  In (a) when you say, 'Ensuring sufficient food is available to feed the res
that making sure that you're actually putting out enough meals for those who want
them?‑‑‑Yes, enough meals and making sure that the food is in the facility that we
service.

PN7412    
So that's ensuring that if you have to move to a particular servery for a particular d
room that it's there when it's required?‑‑‑That as well, and also making sure that th
in the facilit so that e can se it
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Yes, okay.  You then talk in (b) that you - ordering food for residents of the facility
that's your meats, your dry goods, is that what you're referring to by ordering food
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PN7415    
I will just pause there.  Can I just jump ahead in your statement to when you talk a
menus.  I might deal with that now.  Bear with me, Mr Kent.  Could I ask you to g
paragraph 83.  In paragraph 83 you say:

PN7416    
When it comes to meal planning I work off menu templates that are provided by
Warrigal.

PN7417    
It's not a phrase I'm familiar with, Mr Kent.  What do you mean by a menu
template?‑‑‑Menu templates are (audio malfunction).  They're created from a varie
different meals that help us choose what we can provide, and we make a menu fro
template that is a nutritionally balanced weekly diet.

PN7418    
Just bear with me - - -?‑‑‑It helps - it helps - the menu template helps us create a m
balanced throughout the week.

PN7419    
So you're not provided with a structured menu plan from Warrigal head office, you
that?‑‑‑No, we have a template which we can choose particular meals from, and w
create our menu from those meals that we can choose from.

PN7420    
Okay.  So the template might say here are four pork meals or here are three beef m
these are the ingredients and you get to decide whether or not next week we're goi
the pork or the beef.  Is that what you're telling me?‑‑‑That is correct.

PN7421    
You might not know this, if you don't say so, but are the templates put together by
nutritionists and dieticians?‑‑‑They are, yes.  And they're constantly changing.

PN7422    
And then if they change a template they send it down to you and that allows you t
out what you want to do?‑‑‑They can constantly change and we also have constan
from residents, and we can make personal changes as well.

PN7423    
When you say personal changes, do you mean you can decide from the template th
serve this but not that, or do you mean you give feedback to the nutritionists and f
to dieticians that something's not going down very well?‑‑‑We get feedback from 
from residents - from our resident meetings.
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PN7424    
Yes?‑‑‑And we create our menus from feedback given to us from our residents.  S
the templates may not work very well and our residents will give us some feedbac

6588



PN7426    
Just for your facility?‑‑‑Yes.

PN7427    
Okay.  If you want to change a template, does the nutritionist or dietician have to 
okay?‑‑‑It depends on if it's a permanent change.  Some of the changes are not per
it's a - the changes are made from resident feedback.

PN7428    
Could you give me an example just to help?‑‑‑So, we have - each menu runs for fo
and we have four - and we create four different menus throughout the year.  So the
template is to give our residents variations throughout the year and so we don't ha
same meals for the residents for the entire year.  So, we have four complete menus
each season of the year.  Residents give us feedback as to what they would like to 
these templates and we can make changes to add those particular dishes onto the m
templates from resident feedback.

PN7429    
Let's say that the residents said they wanted a beef ragu put on the menu for autum
dietician or a nutritionist have to say yes, I'm comfortable with that going on the
menu?‑‑‑As long as it fits - as long as it fits into the menu's balanced weekly meal
there's chicken allocated on a Tuesday, we have to make sure that we allocate a ch
dish for that particular day.

PN7430    
So you get - - -?‑‑‑So as long as - so as long as the protein is the same, we can ma
change.

PN7431    
So, you'll have some rules around the protein or possibly the vegetables, but withi
get to exercise your skill and your craft to decide whether or not you serve the chi
certain way or a different way?‑‑‑That's correct.

PN7432    
Yes, okay.  In terms of the ordering of stock, are you the person who orders the sto
kitchen?‑‑‑Yes.

PN7433    
Is that ordering done from pre-arranged stockists that you go to?‑‑‑Yes.
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PN7434    
I take it that the prices of the stock are already negotiated by Warrigal.  You're not
in negotiating price?‑‑‑I can sometimes, yes.

PN7435    
When would you do that?‑‑‑When there's - when we're trying to source a new pro
new meat or a new cut, we can - we can ask for prices and cost the prices and we 
negotiate with our supplier as to the price of that product.

PN7436    
Do you have the authority to say yes to that price or does somebody else have to a
th t? I h th it
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Being responsible for the safety of food prepared and served within the facility 
keeping daily records for food safety checks.

PN7439    
I understand that particularly when you're serving hot food there's very clear rules
temperature of the food.  Is that right?‑‑‑Yes.

PN7440    
If it goes below a certain temperature there's rules.  It's 60 degrees or something, i
it?‑‑‑That's correct, yes.

PN7441    
When you're talking about food safety checks there, are you talking about things l
that?‑‑‑Yes, and also time.

PN7442    
So, could you just explain to me what you mean by time?‑‑‑Well, we're only allow
keep a cooked product for 48 hours if it's made on-site.  So, that's in our food guid
food safety guidelines.  We're also only allowed to have inside of the fridge for a t
amount of four hours.

PN7443    
And when you say you have to keep daily records, do you have to keep daily reco
what you've just described to me?‑‑‑Yes.

PN7444    
Where do you record that?‑‑‑On our food safety forms.

PN7445    
It's just like a check sheet is it?‑‑‑A little bit more involved than a check sheet.  Th
areas where you have to write down times, time guidelines and temperature variat
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PN7446    
Who does that go to?‑‑‑Food safety supervisor signs off at the end of each day or 
of each week, and then we - then we keep it on-site.

PN7447    
In case you get inspected?‑‑‑Yes.

PN7448    
I think you said earlier that - are you the food safety supervisor?‑‑‑Yes.

PN7449    
In paragraph 35 you talk about the Aged Care Quality and Community Commissi
an assessment.  How often do they come out to you?‑‑‑They can come out whenev
like.

PN7450    
Yes, but how often do they come out?‑‑‑Well, they could come out whenever they

PN7451    
When's the last time they came out?‑‑‑At the least once a year but they could com
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PN7453    
Was that their annual one or did they just drop in on you?‑‑‑No, they dropped in o

PN7454    
When they came, what were they looking - what did they look at?‑‑‑They looked 
looked at - went through all or paperwork, made sure that it was all in line with th
standards.  They asked various questions.  They also interviewed residents to see -
feedback as well, and wanted to have a look at menus, procedures, paperwork, ma
that we were following all protocols.

PN7455    
When you say they looked at your paperwork, are you talking about the sort of pa
you and I talked about earlier about temperature control and all of those matters?‑
look at those too, yes.

PN7456    
What other paperwork were they looking at?‑‑‑Complaints and resolutions.

PN7457    
That's complaints about the food that you've received?‑‑‑Yes, yes, and how we han
They look at our food meeting agendas.
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PN7458    
And I take it you take the lead in that conversations do you?‑‑‑Yes.

PN7459    
Not your general manager?‑‑‑Only food related.

PN7460    
Okay, so you're taking the lead on the food related stuff because you're running th
the facility?‑‑‑Yes.  Yes.

PN7461    
Can I take you to paragraph 40, sorry, 39, sorry?‑‑‑Yes.

PN7462    
You say:

PN7463    
Working in a kitchen in aged care is fast-paced and often stressful.  It's certain
everyone.  Everything is structured around timing for the residents' meal and s

PN7464    
Is it more akin to large scale catering than working in a commercial restaurant?‑‑‑
rephrase the question again, sorry?

PN7465    
Well, no, I'm just asking you this because of your background because you've don
catering work at the airport and you seem to have worked at restaurants.  At a rest
you don't quite know how many people are going to be eating, you've got a rough 
you've got a staggered sense.  In a catering situation you normally know how man
you've got to actually prepare So I'm just trying to understand is it more like wo
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PN7467    
So you're giving them a choice, aren't you?‑‑‑Yes.

PN7468    
Tell me if I'm wrong but it's like you can have the fish or the pork, and they get to
that?‑‑‑There's other options other than just the two as well.  There's also quite a f
specials.  If they don't want the chicken or the pork there are other options that we
provide for them as well.
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PN7469    
No, that's all right, I wasn't trying to say you were wrong.  It's not like an a la carte
restaurant, though, is it?‑‑‑It is leading that way at the moment.

PN7470    
Is that your facility is trying to move to an a la carte arrangement?‑‑‑No, there see
lot of residents currently at the moment that enjoy the options that we provide and
also quite a few residents that ask for meals that are not on our current menu.

PN7471    
That's a service you provide at this facility, is it?‑‑‑Yes.

PN7472    
Could I ask you to go to paragraph 50?  You talk in paragraph 50 about:

PN7473    
Food is ordered on paper-based forms.  These forms are printed from a compu
system.  The forms are specific for each resident and include their name, room 
allergies and dislikes.

PN7474    
It's my understanding that their likes and dislikes, their allergies and also their IDD
number, that's normally on the resident's care plan.  Is that your understanding?‑‑‑
the care plan and it's also on our order form sheets as well.

PN7475    
Some other people have said they keep an allergy book in the kitchen, itself, as a s
back-up.  Do you keep that?‑‑‑We have an allergy book.  We also have allergy on 
residents' forms as well.

PN7476    
When they're actually ordering their preference for the day, that's a triple safeguar
actually on the form?‑‑‑Yes.

PN7477    
Yes and then on paragraph 51 you talk about changing food to meet the IDDSI ind
right that let's say you were cooking pork, am I right that you would – and the resi
wants pork, they would get the same pork but depending on where they sat on the
index you might serve it up to them slightly differently?‑‑‑Yes.

PN7478    
I haven't asked anyone this before.  Do you learn about the IDDSI index in your c
3 in commercial cooker or is it something o learned after ards? It's somethi
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The actual techniques of things you would have learnt in commercial cookery, you
have learnt techniques about pureeing and mincing and things like that, wouldn't
you?‑‑‑The IDDSI level is completely different to what you would learn in comm
cookery.

PN7480    
In what way?‑‑‑In commercial cookery you don't learn about cooking for aged car
residents.

PN7481    
No, sorry, I might not have been very clear.  You learnt how to puree something w
were doing your commercial cooking, didn't you?‑‑‑You can puree food in comme
cooking, yes.

PN7482    
Yes and if I asked you as a commercial cook to mince something, you would know
mince it, wouldn't you?‑‑‑You'd still need to do some form of – you would still ne
some training to be able to understand the differences between each level in the ID

PN7483    
What training did you do?‑‑‑On the job training.  It took me some time to fully un

PN7484    
You didn't do - - -?‑‑‑It's not just one resident that you're doing this for.  There's, y
quite a number of residents that you have to meet the IDDSI levels for and they're
quite different.

PN7485    
You were taught on the job by somebody else, were you?‑‑‑I was – in my persona
I had to learn on my own on the job.

PN7486    
You were self-taught?‑‑‑Yes.

PN7487    
Just bear with me a minute, Mr Kent.  Could I ask you to go to paragraph 88?  Yo
about the Aranda facility, I think that's where you - is that where you originally sta
aged care?‑‑‑Yes.

PN7488    
How many residents did that facility have?‑‑‑This was quite some time ago now b
over 100.

PN7489    
Did it have three kitchens as well?‑‑‑No.

PN7490    
Did it have one?‑‑‑It had one main kitchen.

***        DARREN JAMES KENT                                                                                                                XXN MR WARD

PN7491    
How many dining rooms did it have?‑‑‑It had one main dining room and it also ha
service
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days a week, it still had two rostered schedules.  We still had a number of casual s
as well, so numbers may have been very similar.

PN7493    
You talk about in paragraph 86, you talk about your bible?‑‑‑Yes.

PN7494    
All professions have a book that could be called that.  We have one in our professi
that an off-the-shelf book or - - -?‑‑‑No.

PN7495    
Is that something you've put together over your years of experience?‑‑‑Every site 
own individual bible that is site-specific that you need to follow.

PN7496    
That would be - - -?‑‑‑Not every home would be identical.  So some of the bibles 
slightly different.

PN7497    
Every facility is going to have its own food safety guide and that's going to be sim
might be different if I went to another facility's kitchen?‑‑‑Yes.

PN7498    
Has there been a food safety guide for as long as you've been in aged care?‑‑‑Yes.

PN7499    
Can I take you to your second statement, Mr Kent, if I could?  Do you have that, M

PN7500    
Can I ask you to go to paragraph 45?  You talk there about GSOs.  That's not a phr
use in the first statement.  Can you tell me what a GSO is?‑‑‑General service offic
as the kitchen hand.

PN7501    
Okay?‑‑‑So a kitchen assistant.

PN7502    
Did they get a name change, or is there any reason why you didn't use it before?  I
proper name?‑‑‑That's the proper name.

PN7503    
Okay?‑‑‑Each employer might call them slightly different.
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PN7504    
It says, 'GSOs now have to remember each and every resident's preferences.'  Are 
preferences that are in the care plan?‑‑‑Yes.

PN7505    
And they're the preferences that are on the order sheet?‑‑‑Yes.

PN7506    
Then in 46 you say, 'The amount of documentation kitchen staff, including GSOs,
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residents get the correct meals, so they read off their sheets and they tick off that t
resident has received their meal.

PN7507    
If I can just go through those one-by-one, so if I'm at a particular servery, I'm a GS
servery, am I making sure that those temperature guidelines are followed?‑‑‑Yes.

PN7508    
And I have to fill out some paperwork to confirm – do I have check that, what, ev
or something like that?‑‑‑You check it before service, then after service.

PN7509    
Then there's a form I have to fill out to say I've done that, is it?‑‑‑Yes.

PN7510    
And I'm not being rude, Mr Kent, but I take it that's a form that simply says yes, I 
done it?‑‑‑It says yes, I have done it, and there's also sections there to write times 
temperature variations in it as well, and a personal signature.

PN7511    
If I had observed that the temperature had fallen below 60 degrees I'd have to reco
would I?‑‑‑You'd have to record it and notify somebody, yes.

PN7512    
Notify you?‑‑‑Yes.
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PN7513    
And then you said they have to confirm in writing that they've cleaned their kitche
Again, I'm not trying to be rude – is that to sort of tick the box to say I've done thi
and I've done that cleaning?‑‑‑Yes.  So the GSOs also count their numbers of varia
different meals that they need as well, and notifying me.

PN7514    
So that would be saying I need six of these or four of those?‑‑‑That's correct, yes.

PN7515    
Sorry, is that – I'll just make sure I get the timing of that right.  I've given the resid
menu form, which has their preferences on it; the resident fills it out.  The GSO th
tell you, having had those filled out I need four pork, six chicken – is that the timi
that?‑‑‑Very similar.  In some instances residents are unable to fill out their own p
so kitchen staff and/or care staff also assist the resident in meal choices as well an
them fill forms out.

PN7516    
Thank you.  Mr Kent, thank you for your evidence.  No further questions,
Commissioner?‑‑‑Thank you.

PN7517    
COMMISSIONER O'NEILL:  Any re-examination, Mr Gibian?

RE-EXAMINATION BY MR GIBIAN                                               [10.35 AM
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Mr Ward in particular asked you whether that was the same certificate in aged car
restaurants more generally, and you indicated there was a different certificate in ag
and I think you mentioned the code for that certificate.  Was that right?‑‑‑I did, ye

PN7520    
Are you able to repeat that?‑‑‑So the code for the aged care certificate is a HL for 
food safety - yes, HLTFS for health food safety.

PN7521    
Secondly, you were asked quite a number of questions about the menu templates a
extent to which you're able to offer specific meals or change the templates based u
feedback from residents.  I just wanted to ask you if you could indicate how is tha
feedback from residents, communicated to you?  Is it directly through meetings. o
other mechanism?‑‑‑The residents can offer various different ways to give me feed
They could come up to the servery window and see a staff member or myself, bec
our kitchen serveries are all open to the dining rooms.  So residents can give back
all the time, whenever they like, and also they can give feedback through our resid
meetings, and they can also give feedback through our food focus group meetings
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PN7522    
With the food focus group meetings, can you describe what those meetings are?‑‑‑
food focus group meetings, we notify residents when there's going to be a menu c
and residents have an option to indicate whether they accept the menu or they can
ideas to implement new dishes into the menu, and we create menus that way as w

PN7523    
Are they conducted with any regularity, that is, every few months, or is there any
pattern?‑‑‑There is a pattern.  We have food focus group meetings every season, a
beginning of every season and at the beginning of every new menu, and if there's 
or a need to have a food focus group meeting we will also do that too.

PN7524    
You also gave some evidence about there being requests for specific meals on spe
in addition to feedback on the menu more generally.  How does a resident commu
and when does a resident communicate that they want a particular meal on a partic
day?‑‑‑Our residents are quite – there's a lot of residents that are very verbal and c
to us through the serveries, and they can notify myself or the kitchen staff as to a p
meal that they would like to have for that particular day and we'll try to meet their

PN7525    
And they can do that at any time, can they?‑‑‑They can do that at any time, yes.

PN7526    
You were then asked some questions about documentation, food safety documenta
you're required to keep, and in answer to that question you said that the document
then retained in case you get inspected.  You were then asked some questions abou
inspection by the Aged Care Quality and Standards Commission, and you gave so
evidence about those inspections.  Are there separate food safety inspectors, separ
the Aged Care Quality and Standards Commission?‑‑‑Yes.  So there's the food saf
inspection, which is very different to the Aged Care Commission inspection.  Foo
look at our kitchens, our cleanliness, the way we provide our service to see wheth
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PN7528    
You then were asked some questions about the inspections by the Aged Care Qual
Safety Commission, and you gave some evidence that they check through paperw
the like and that you speak to those, the assessors from the Commission at least ab
matters.  Do they also speak to other staff to your knowledge?‑‑‑Yes, they speak to
everyone as well.  Yes, they get feedback from everyone, so, yes, they do.
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PN7529    
And with residents as well?‑‑‑And with residents as well.

PN7530    
Yes, thank you, Mr Kent.  Thanks so much for your evidence?‑‑‑Thank you very m

PN7531    
COMMISSIONER O'NEILL:  Thank you, Mr Kent, you're now excused and free 
go?‑‑‑Thank you.

<THE WITNESS WITHDREW                                                          [10.41 AM]

PN7532    
COMMISSIONER O'NEILL:  All right.  Do we have Purden?

PN7533    
MS DOUST:  Commissioner, I understand he's attempted to log in and he might b
to be admitted.

PN7534    
COMMISSIONER O'NEILL:  Mr Purden, can you hear me?

PN7535    
MR PURDEN:  Hello.  Good morning.

PN7536    
COMMISSIONER O'NEILL:  Good morning.  I'm Commissioner O'Neill and my
is just going to have you take the affirmation.

PN7537    
MR PURDEN:  Yes.  All good.  All good, yes.

PN7538    
THE ASSOCIATE:  Mr Purden, can you please say your full name and work addr

PN7539    
MR PURDEN:  Full name and address - Michael William Purden, (address suppli

<MICHAEL WILLIAM PURDEN, AFFIRMED                              [10.41 AM

EXAMINATION-IN-CHIEF BY MS DOUST                                   [10.41 AM]

PN7540    
COMMISSIONER O'NEILL:  Mr Gibian?
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PN7543    
MS DOUST:  That's quite all right, Commissioner.  Mr Purden, can you hear me, 
Doust speaking?‑‑‑Sorry, who am I talking - sorry - yes, sorry.

PN7544    
Can you hear me okay, Mr Purden?‑‑‑I'm having - it's not very clear, let me just tr
that up a little bit - okay, try now.

PN7545    
Okay.  Can you hear me better now?‑‑‑I can hear you better now, yes.

PN7546    
Okay, great.  Can you please state your full name for the record?‑‑‑Michael Willia
Purden.

PN7547    
All right.  Are you employed by South Eastern Community Care as a community 
worker?‑‑‑Yes.

PN7548    
And, Mr Purden, have you prepared a statement for the purpose of the matter that
the Commission?‑‑‑I have.

PN7549    
Do you have a copy of that in front of you?‑‑‑I do, yes.

PN7550    
I understand there's a couple of corrections that need to be made to that document
the record that's document 203 in the digital court book at page 11,283.  Can I ask
go, Mr Purden, to paragraph 14?‑‑‑Yes, I've got it.

PN7551    
Am I right in understanding the figure that appears there should be $25.37 rather t
cents?‑‑‑That's correct.

PN7552    
And in the following paragraph the figure should be $29.12, not $29.90?‑‑‑That's 

PN7553    
And in paragraph 16 you refer to a figure of $4.64 an hour and give a percentage. 
the figure there should be $3.75 an hour?‑‑‑That's correct, yes.

PN7554    
Can I ask you just to go ahead in the statement if you don't mind to paragraph 40?

***        MICHAEL WILLIAM PURDEN                                                                                                        XN MS DOUST

PN7555    
You refer there to a client with dementia.  Is it the case that in fact that client suffe
brain injury?‑‑‑That's correct.  That's right.

PN7556    
All right.  Subject to those qualifications is the statement true and correct to the be
belief and knowledge?‑‑‑So then if you go - so leading further on from number 40
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PN7558    
All right.  But subject to those corrections and qualifications is the statement true 
correct otherwise?‑‑‑It is true and correct, yes.

PN7559    
Thank you.  I read that, Commissioner.

PN7560    
COMMISSIONER O'NEILL:  All right.  Mr Ward?

CROSS-EXAMINATION BY MR WARD                                         [10.45 AM

PN7561    
MR WARD:  Thank you, Commissioner.  Mr Purden, can you hear me?‑‑‑I can, y
you.

PN7562    
My name is Nigel Ward, Mr Purden, I appear in these proceedings for the employ
interests.  I'm just going to ask you some questions, sir.  If at any stage you can't h
just let me know, okay?‑‑‑Okay.

PN7563    
Do you have your statement in front of you?‑‑‑I do, yes.

PN7564    
Is South Eastern Community Care normally just called South Eastern, what do yo
normally call it?‑‑‑South East (indistinct) for short, yes.

PN7565    
Okay.  Well, I'm going to call it South Eastern.  It might be easier.  You say in you
statement at paragraph 6 that you completed your Certificate III in aged care befor
commencing work in the home care sector.  Did you make a decision to try and ge
home care sector and that's why you did it?‑‑‑I got made redundant in the workfor
was - in the line of work that I was in, and so I decided on a change in career if yo
went down that path.

***        MICHAEL WILLIAM PURDEN                                                                                                       XXN MR WARD

PN7566    
Okay.  What were you doing before?‑‑‑I was in credit control, if you like, or debt 
I was into before, (indistinct) telephone calls.

PN7567    
So quite a career change?‑‑‑Quite a career change, yes.

PN7568    
Can I just start with a little bit about how South Eastern set up around you.  In you
statement you talk about case managers, you talk about care coordinators.  Who d
work for, who's your boss?‑‑‑Well, I wouldn't consider the case managers or coord
bosses as such, they're the people we refer problems to as far as our clients are con
have a direct manager that's above that level if you like, and that's - - -

PN7569    
That's fine What's their title? What's their title Mr Purden? I'm not sure what t
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(indistinct) on a day to day basis deal with clients or something like that we would
directly to that person, manager, as far as (indistinct) who manages their cases.

PN7571    
So that's what you call a case manager, is it?‑‑‑That's right, yes.

PN7572    
So if you're with a client and you've got a problem with a client your first point of
the case manager?‑‑‑That's correct, yes.

PN7573    
Do you know if the case managers are registered nurses?‑‑‑No, they're not.

PN7574    
Do you ever get involved with getting a registered nurse in to help a client?‑‑‑I wo
that, but if there's any issues our (indistinct) the first - first thing to do would be to
ambulance if there is any medical issue.

PN7575    
So if you were with a client and that client was starting to be short of breath your 
is to simply call triple 0 and get an ambulance to them?‑‑‑That's correct.

***        MICHAEL WILLIAM PURDEN                                                                                                       XXN MR WARD

PN7576    
Now, when a client is set up, so let's say that I want to become a client with South
who does the initial assessment, is that the case manager?‑‑‑That's the way it used
when I first started there.  I'm not sure, because I know some of them say that they
out and make personal calls any more.  I don't know if that's still the case, but that
used to be, that they used to go out and it's the person who assessed them, yes.

PN7577    
Okay.  So they used to do that, but you're not sure if they still do it?‑‑‑Not 100 per
no.

PN7578    
But it's not you?‑‑‑No.

PN7579    
Do you know - when a client is first taken on do you know if they do a risk assess
the home to make sure the home's safe?‑‑‑That's how it used to be.  That's my
understanding.  Now, that's, yes, that's how it happened.  I'm not aware of current
procedures but I know that's how it used to be when I first started.

PN7580    
But you don't have any reason to believe it's changed, do you?‑‑‑No reason to beli
to be changed, no.

PN7581    
Right?‑‑‑If there were any risks, we're also trained to look for any risks or anythin
within the household and important things that might be of risk when we – we'll a
into the house as well.

PN7582
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were hoarders, if you like, and it was a fire hazard and also a risk.  There was no c
avenue to get out of the house.  It could (indistinct) these old – I reported that.

PN7584    
Was that fixed up?‑‑‑Well, I never went back there.

PN7585    
You never went back, okay?‑‑‑The last time that I went to there.

PN7586    
It was fixed up for you?‑‑‑Indeed.

PN7587    
It was fixed up for you.  Am I right in saying that you don't get involved in medic
don't have the certificate for medication so, no.

***        MICHAEL WILLIAM PURDEN                                                                                                       XXN MR WARD

PN7588    
No, that's okay.  When is the first time you would see the client's care plan?‑‑‑Wh
first time I would see?

PN7589    
Their care plan?‑‑‑Basically the information we have is on our work file.  So when
roster for the fortnight, the details are on the app - - -

PN7590    
Okay?‑‑‑ - - that's I've got on my phone.

PN7591    
That's good and can I just take you to paragraph 25.  You say in paragraph 25:

PN7592    
Over time I've gradually built up regular clients.  Now 90 per cent of the client
week-to-week are regular clients.

PN7593    
Do you see that?‑‑‑Yes, yes.

PN7594    
You know week-to-week where you're going and who you're going to see?‑‑‑The 
come out each week on the phone, so I get the roster, like, a week in advance, yes

PN7595    
Those 90 per cent, you know when you're going to see them?‑‑‑I've seen them the
before, some of them, I get them on a regular basis would be what I'm saying.  So
necessarily that I'm going to get them for that following week but what I'm saying
the roster comes out, on that roster most of those times I see on a regular basis.

PN7596    
On a regular basis.  You've developed some familiarity with those people in terms
their needs are?‑‑‑That's correct.

PN7597
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PN7599    
I think the biggest challenges that come with the job involve handling abuse fro
and their families, dealing with client behaviour issues, particularly the demen
patients.

***        MICHAEL WILLIAM PURDEN                                                                                                       XXN MR WARD

PN7600    
Mr Purden, what skills did you learn in your certificate 3 that help you with that?‑
with dementia and I think most of the training there is not too – you go along with
clients as much as possible.  You go along with the story that they've got and not c
the story.  And if they want to do something, to try to redirect their interest, yes, ra
just say straight out no.  So more a way – a different way of saying no or a differe
disagreeing with them or something like that so it doesn't cause triggers basically 
our dementia clients are concerned.

PN7601    
Yes, what about general behaviours?  Did you learn anything in your certificate 3 
manage general difficult behaviours?‑‑‑I think that's all along the same - - -

PN7602    
The same line?‑‑‑The same sort of lines.

PN7603    
I think they're called de-escalation strategies, aren't they?‑‑‑I couldn't honestly tell
that's what it is.

PN7604    
It's been a while, has it?‑‑‑I don't know what it's called, no.

PN7605    
That's fine.  Have you ever found yourself in a situation where you personally tho
were unsafe?‑‑‑Yes.

PN7606    
Is there a procedure in your – in South Eastern is the procedure that you're to remo
yourself from that unsafe situation?‑‑‑Yes, I – yes, and I did remove myself from t
situation and reported it immediately.

PN7607    
When you reported it, does that go back to the case manager?  Who are you report
to?‑‑‑Well, it was an after-hours situation so I reported it to the people dealing wit
after-hours.  There's an after-hours number that I rang and they would have report
from there.

PN7608    
When you've done a session with a client, do you do a write-up?  Do you write an
notes in relation to what you've done?‑‑‑Whenever we see a client, there's a book 
that we complete of the times we were there and we write progress notes before w

***        MICHAEL WILLIAM PURDEN                                                                                                       XXN MR WARD

PN7609    
Could you give me an example of what you might write in that book?‑‑‑A lot of ti
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PN7610    
It could be as simple as, 'Clean the bathroom'?‑‑‑Yes.

PN7611    
Or it could be, 'Clean the bathroom.  Nigel's not himself today'?‑‑‑That's it.  It cou
simple as that, yes.

PN7612    
Just a minute, please.  Mr Purden, thank you very much for your evidence, sir.  I w
well?‑‑‑Thank you.

RE-EXAMINATION BY MS DOUST                                                [10.57 AM

PN7613    
MS DOUST:  Mr Purden?‑‑‑Yes.

PN7614    
It's Lisa Doust again.  Can I just take you back to the question you were asked abo
situation where you found yourself unsafe?‑‑‑Yes.

PN7615    
Can you just describe the circumstances where you've felt that you were unsafe?‑‑
actually with a brain injury client.

PN7616    
Yes?‑‑‑She's – I was there looking after her while I opened (indistinct) was out an
'I don't need you anymore, you can leave now.'  And I had – I have to stay there fo
term of the shift, and she became quite volatile, if you like, as far as wanting to re
from the house.

PN7617    
Is this what you describe, Mr Purden, at about paragraph 48 of your statement?  Is
situation?‑‑‑48.  I would imagine – yes, that's the one, yes.  Yes, that's right, yes.

PN7618    
Could I also ask you to go back to where you were being asked about whether or n
believed there might be something in the home that gave rise to a risk to health an
safety?‑‑‑Yes.

PN7619    
You referred to something, I didn't quite catch it, you were talking about there bein
hazard or no clear avenue out of the house?‑‑‑The house was very cluttered up, th
and there was no spare space in the house anywhere.  It was that – a total fire haza
was only one – the back entrance was blocked off with boxes and items, and there
one entrance.  The front door was the only way in and out.

***        MICHAEL WILLIAM PURDEN                                                                                                      RXN MS DOUST

PN7620    
Are you talking about a client who was a hoarder?‑‑‑Yes.

PN7621    
Was there anything about the material in the house that caused you concern?  Was
flammable as well was it? Yes boxes and cardboard boxes et cetera there yes
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As to whether or not your Cert III training assisted you to deal with handling abus
difficult behaviours?‑‑‑Yes.

PN7624    
Is the Cert III training the only thing you draw upon to deal with those things?‑‑‑W
we dealt with as far - we dealt with the dementia side of things as well as dealing 
behavioural issues with dementia clients.  I can't - I can't say that (indistinct) other
that.  So, no, the Cert III mainly (indistinct) not abusive clients in general, no.

PN7625    
Is there anything else you draw upon when you're dealing with those situations?‑‑
sense I think is what you draw upon a lot.  (Indistinct) respect and how you treat o
people (indistinct) is what I draw upon.  My life experience.

PN7626    
All right.  And part of that experience has been as a debt collector over some year
right?‑‑‑That's right, yes.

PN7627    
Thank you.  Nothing further, Mr Purden.  Thank you?‑‑‑Thank you.

PN7628    
COMMISSIONER O'NEILL:  Mr Purden, thank you very much for your evidenc
you're now excused.  You're free to go?‑‑‑Thank you.

<THE WITNESS WITHDREW                                                          [11.01 AM]

PN7629    
COMMISSIONER O'NEILL:  All right.  We're going to take a short break and res
11.10.  The Commission is adjourned.

SHORT ADJOURNMENT                                                                   [11.01 AM

RESUMED                                                                                             [11.10 AM

***        MICHAEL WILLIAM PURDEN                                                                                                      RXN MS DOUST

PN7630    
COMMISSIONER O'NEILL:  The Commission is now resumed.  Do we have Ms

PN7631    
MR GIBIAN:  I understood she was waiting to be admitted.

PN7632    
COMMISSIONER O'NEILL:  Ms Field, can you hear me?

PN7633    
MS FIELD:  Yes, I can hear you.

PN7634    
COMMISSIONER O'NEILL:  Lovely.  I'm O'Neill C and my associate is just goin
you take the affirmation.

PN7635    
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EXAMINATION-IN-CHIEF BY MR GIBIAN                                  [11.11 AM

PN7637    
COMMISSIONER O'NEILL:  Mr Gibian, is it?

PN7638    
MR GIBIAN:  Yes, it is.  Ms Field, can you see and hear me?‑‑‑Yes, I can.  Thank

PN7639    
This is Mark Gibian, so you know, for the HSU.  Can you just repeat your full nam
record?‑‑‑Anita Field.

PN7640    
And I think you actually have two jobs.  So you're a laundry hand at the Leigh Pla
Aged Care?‑‑‑Yes, and Australian Unity.

PN7641    
And also chef for Australian Unity?‑‑‑Yes, that's correct.

***        ANITA FIELD                                                                                                                                  XN MR GIBIAN

PN7642    
I think you've set out in your statement the hours, but you're ensured work Saturda
Sunday, Monday at Australian Unity, and Wednesday, Thursdays at Leigh Place.  
still the arrangement?‑‑‑Yes.  Currently at the moment I have been injured, and no
do with the workplace but by travelling there.  So I'm on a CTP claim at the mom
unwell to return back to work until I get well, but until then my job is there.

PN7643    
So your hours haven't changed, you're just off work as a result of the injury?‑‑‑Ye

PN7644    
You've made a single witness statement for the purpose of these proceedings that's
30 March 2021.  Do you have that with you?‑‑‑Yes, I do.

PN7645    
I think it runs to some 44 paragraphs.  Have you had an opportunity to read that th
again?‑‑‑Yes, I did, but at the moment my brain is a bit short‑circuit, so I have to j
remember a few things again.

PN7646    
Of course.  Having read it through, were there any corrections you wanted to mak
it?‑‑‑No.

PN7647    
Is it true and correct to the best of your knowledge and recollection, with that upd
relation to your present work situation?‑‑‑Actually the hours has changed, sorry.  W
used to start from 7 am in Leigh Place, 7 am to 4 pm, now the hours have changed
to 3 pm.

PN7648    
All right.  Well, with that correction, is it otherwise true and correct to the best of 
knowledge and recollection?‑‑‑Yes.
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He's proposing to ask you some questions now?‑‑‑Yes, sure.

CROSS-EXAMINATION BY MR WARD                                         [11.14 AM]

PN7651    
MR WARD:  Ms Field, can you hear me okay?‑‑‑Yes, I can.  Thank you.

PN7652    
Thank you, Ms Field.  My name is Nigel Ward.  I appear in these proceedings for 
employer interest and I'm just going to ask you some questions.  Do you have you
statement in front of you?‑‑‑Yes, I do.

***        ANITA FIELD                                                                                                                                 XXN MR WARD

PN7653    
Can I just start with your duties as an assistant in nursing that you've identified in
paragraph 8?  Could you go to paragraph 8 for me?‑‑‑Yes.

PN7654    
Can I take you down to paragraph 8(f), if you could go there?  In 8(f) you talk abo
'administering medication, Paracetamol and vitamins.'  Do you see that?‑‑‑Yes, I d

PN7655    
I'm just going to jump forward a minute into another part of your statement.  Coul
to paragraph 29(b)?‑‑‑Yes.

PN7656    
You're talking in 29(b) about working as a chef, but you also say there – you talk a
'starting your medication rounds.'  Do you see that?‑‑‑Yes.

PN7657    
I just want to talk about what you actually do on medication rounds, and if it used
different in the past to what you do now you'll need to let me know.  When you sa
paragraph 8(f) you were administering medications, and you say in brackets, '(Par
and vitamins)', at that stage when you were working was it only Paracetamol and
vitamins?‑‑‑To correct that, that I used to do that only in retirement village, not in 
AIN.  In AIN nurse in Leigh Place is full on with the Webster‑pak.

PN7658    
So that was where you used to be, but in Leigh Place you would use the Webster‑p
medications?‑‑‑Yes, Webster‑pak medication that's what we use in Leigh Place, bu
care retirement village – sorry, in retirement village in Australian Unity we have v
limited, because you don't really need a certificate to work in retirement village, b
a low care facility, and so when we give the medications we only give sort of, like
and Paracetamol, that's all; very low – so we don't use too much medications in
Australian Unity.

PN7659    
I'll come back to Leigh Place in a minute.  Let's leave that one where it is.  That's
fine?‑‑‑Okay.

PN7660    
If I can take you to paragraph 21?‑‑‑Yes.
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***        ANITA FIELD                                                                                                                                 XXN MR WARD

PN7663    
That's all right.  Take your time?‑‑‑As – working as like a chef, so it was Certifica

PN7664    
Certificate III or IV?‑‑‑Certificate III actually in catering where you can – I could 
my own, like, restaurant and everything else as well.  So I can work as a chef, but 
(Indistinct) Village in Australian Unity we use – there's staff there that don't even 
certificate to work as a cook.  So you know, so you can still cook there, but you do
certificate, but I ended up getting that extra so that I can get employed in case they
extra, you know, sort of, like, certificate, like, say, RCT and RCA, so that's the cer
ended up getting.

PN7665    
If I can just put that back to see if I understand it.  I think what you're saying is yo
your Certificate III in Commercial Cookery, but where you work as a chef you're n
required to have it.  Is that what you're saying?

PN7666    
COMMISSIONER O'NEILL:  Ms Field, I think you might have frozen.  Can you 
hear?  Mr Gibian, is there someone that can just be with Ms Field?

PN7667    
MR GIBIAN:  There is someone who's there with Ms Field and we'll just make a 
call now to see if they can re‑join.

PN7668    
I understand they're reconnecting now.

PN7669    
COMMISSIONER O'NEILL:  Welcome back, Ms Field?‑‑‑Sorry about that.

PN7670    
No, no, that's fine.  All right.  Mr Ward, you might just repeat your question.

PN7671    
MR WARD:  Thank you, Commissioner.  I think, Ms Field, I was asking you this 
Is what you just tried to tell me that you've - you went and got your Cert III but yo
employer doesn't require chefs, cooks, to have a Cert III?‑‑‑(No audible reply)

PN7672    
COMMISSIONER O'NEILL:  I think Ms Field's frozen again.

PN7673    
MR GIBIAN:  It does look that way.  We'll make another telephone call. Shall we
more attempt at this and then maybe resort to the telephone if that's once more
unsuccessful?

***        ANITA FIELD                                                                                                                                 XXN MR WARD

PN7674    
COMMISSIONER O'NEILL:  Well, it might be easier to go straight to the telepho
suspect.
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COMMISSIONER O'NEILL:  All right.  Just while that's occurring.  Mr Gibian, I
have missed something on the way through but my tally of the remaining HSU wi
I'm not - I understand there's six witnesses that will need to give evidence if you w
rely on their statements that haven't been scheduled; Mr Mills is scheduled for Mo
on my tally there's Mr Barnes, Ms Kelly, Ms Sharlia, White, Wagner and Whyte s
a 'y'.  If you could just have a look at that.

PN7677    
MR GIBIAN:  Yes.

PN7678    
COMMISSIONER O'NEILL:  And let me know sort of later today.

PN7679    
MR GIBIAN:  Yes, I was going to give you an update later in the day.  There are a
number that we will need to try and accommodate sometime next week and we'll
communicate.  There was Ms Kelly who contracted COVID and was unable to giv
evidence at the time that she'd been scheduled, and a couple of others.  There are a
number, it's either three or four, who we've simply been unable to arrange for vari
personal reasons that attach to those people in the time that are available, and we w
frankly be able to do so in the time that is available.  What we had intended to do 
respect to those individuals is to explain, at least in brief terms, without going too 
their private circumstances, the circumstances, and we did propose to seek to rely 
statements, notwithstanding that we haven't been available(sic) to make them avai
cross-examination.

PN7680    
Obviously, if that effects the degree of weight that can be attached to their evidenc
be it, but given that there were - it's not simply that we're not producing them, but 
were particular circumstances which have resulted in that situation.  That was the 
that we were proposing at least, and Mr Ward can consider his position in that resp

PN7681    
COMMISSIONER O'NEILL:  Right.

PN7682    
MR GIBIAN:  I understand we're trying to arrange the telephone connection to be
Again, apologies, this is perhaps the reality of these hearings from time to time.

***        ANITA FIELD                                                                                                                                 XXN MR WARD

PN7683    
COMMISSIONER O'NEILL:  It is.

PN7684    
MR GIBIAN:  Just while we're waiting also, is Mr Ward able to give any estimate
how long Ms Field might be once we do get her connected again, so we can try an
Ms Heenan waiting and ready at that time as well.

PN7685    
MR WARD:  Mr Gibian, I was genuinely optimistic I would hit my half hour mar

PN7686    
MR GIBIAN Whi h i b bl th 20 i t
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MR WARD:  I have no optimism with Ms Heenan because I'm not doing Ms Heen
Commissioner.  I'll just ask.  We think 30 minutes will be fine for her.  Can I just s
Mr McKenna will be (indistinct) for me to say this, I'm hoping to catch up with th
witnesses this afternoon.

PN7689    
COMMISSIONER O'NEILL:  All right.  Welcome back, Ms Field?‑‑‑So sorry ab

PN7690    
No, no, it's not your fault.  All right.  Mr Ward.

PN7691    
MR WARD:  Thank you, Commissioner.  Ms Field, I think I simply asked you we
saying before you dropped out, were you saying that you have your Certificate III
employer doesn't require chefs and cooks to have a Certificate III.  Was that what 
trying to tell me?‑‑‑Yes, that's correct.  That's in Australian Unity, yes.

PN7692    
Yes, okay.  That's fine.  Can I take you then to your laundry work?‑‑‑Yes.

PN7693    
If I can take you to that.  I think it starts at paragraph 27 and I might try and do thi
quicker than I was proposing to do to sort of catch up with some time?‑‑‑Okay.

PN7694    
The laundry in the facility?‑‑‑Yes.

***        ANITA FIELD                                                                                                                                 XXN MR WARD

PN7695    
Do you have to go and collect the laundry from around the facility, or is the laund
to the laundry?‑‑‑No, there's only one laundry person in the laundry, that's myself 
whoever's working there.  Their job is to go and collect the laundry from every ho
every rooms and put it in a big container so the load would be no less than 30 kilo

PN7696    
I'll come back to that if I can.  So, you go and collect the laundry from?‑‑‑The resi
rooms, yes.

PN7697    
The residents' rooms.  And by residents' rooms, are you indicating that you strip th
personally?‑‑‑No, the cleaners do that now.  So - yes.

PN7698    
So you would go into each room and what, pick up the laundry bag would you?‑‑‑

PN7699    
Would the personal clothes be separated from the sheets and towels?‑‑‑No.

PN7700    
So, your facility they're altogether are they?‑‑‑Yes.

PN7701    
If there is soiled linen is that placed into a plastic soluble bag at your facility?‑‑‑Y
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If there is anything that's infectious, is that also then placed into a red bag plus the
yellow soluble bag?‑‑‑Well, it's only in the yellow bags and - - -

PN7704    
It just goes in the yellow, it doesn't go in the red and then into the yellow.  Just the
yellow?‑‑‑Just the yellow.  Infection ones are just yellow.

PN7705    
Yellow.  When you go and collect the laundry from the facility, that's the stuff you
wash, you put it in a trolley?‑‑‑Yes, it's a big trolley because individual bags, the b
that goes in the trolley and then I push the trolley to the laundry and then that's wh
them out in another container and then in individual ones, they go in the machine 
to the loads, yes.

PN7706    
That's okay and we've seen in some facilities they have these trolleys that have spr
loaded floors, so as you take stuff out the floor of the trolley goes up.  Do you use
those?‑‑‑Just one but - - -

***        ANITA FIELD                                                                                                                                 XXN MR WARD

PN7707    
You use that inside the laundry, do you?‑‑‑Yes, that's only for inside the laundry.

PN7708    
You go and collect things from the ward in a big trolley, bring them to the laundry

PN7709    
You said you sometimes have to carry over 30 kilograms.  Is that true?‑‑‑Yes, som
over 30, yes.

PN7710    
Your employer doesn't have rules around safe handling?‑‑‑We do get training for t
handling but what they say and what they do is two different things.

PN7711    
They have a rule but they break it, do they?‑‑‑Yes.

PN7712    
Do you know what their rule is for what you're meant to lift?  Is it 10 kilograms?‑
now I'm not too sure.  They say up to 15 but I'm not too sure, yes.

PN7713    
So they have a rule it's 15 kilograms but, unfortunately, the rule gets broken?‑‑‑Ye

PN7714    
How many washing machines do you have?‑‑‑One small, one medium, one large.

PN7715    
Just bear with me, are the medium and large industrial washing machines?‑‑‑Yes.

PN7716    
Is the small one a domestic washing machine?‑‑‑No, they're all industrial but they

6610



PN7719    
Yes?‑‑‑And the medium one is for the – does the normal clothing and the big load
be for the linens and all that.

***        ANITA FIELD                                                                                                                                 XXN MR WARD

PN7720    
I take it that when you get the washing into the laundry you move it into the trolle
floor that rises, you take that to the washing machine then, do you?‑‑‑No.  The sam
that is – the one that we got the spring is only for the folding.

PN7721    
Okay?‑‑‑So all the other ones are just normal, not - - -

PN7722    
You take the trolley you've collected in straight to the washing machine, and you'l
the washing from that trolley into the washing machine itself?‑‑‑Sometimes, yes. 
Sometimes there's another – we've got about four trolleys so there's – I make sure 
another one empty there.  So I empty in that and then sort it out.

PN7723    
You actually have to sort the personal clothes from the bed sheets and the towels?

PN7724    
Your washing machines, are the detergents automatically put into the washing
machines?‑‑‑Yes.

PN7725    
Do you have to refill where the detergents and chemicals are?‑‑‑Yes, when they're
we refill that, yes.

PN7726    
Are the refills in canisters?‑‑‑Yes.  Actually we refill the whole bottle, so, yes, so w
sort of divide it or anything.  If the content is empty, we just get new ones and put

PN7727    
The dryers, are they big industrial dryers too?‑‑‑Yes.

PN7728    
I take it once it's dried you put it into that trolley we talked about?‑‑‑Yes.

PN7729    
You move it to your folding table and then you'll fold?‑‑‑Yes.

PN7730    
I don't think you do any ironing anymore.  I think that's what you said?‑‑‑Yes, we 
ironing anymore.

PN7731    
But you might have done it at some stage?‑‑‑Yes, we were doing it all the time bef

***        ANITA FIELD                                                                                                                                 XXN MR WARD

PN7732    
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PN7734    
Excuse me?‑‑‑It's okay.

PN7735    
Can I take you to – excuse me, Commissioner.  Sorry, sorry, Commissioner?‑‑‑Th

PN7736    
Ms Field, can I take you to paragraph 28?  Paragraph 28, I think it's on page 4.  D
that?‑‑‑Yes.

PN7737    
You say - - -

PN7738    
COMMISSIONER O'NEILL:  Are you all right, Mr Ward?  Do you need a few m

PN7739    
MR WARD:  I wouldn't mind a moment if I could have one, Commissioner.  Is th
right?

PN7740    
COMMISSIONER O'NEILL:  Of course.

PN7741    
MR WARD:  Thank you.  Thank you very much for the indulgence, Commissione
you.

PN7742    
Ms Field, if I could take you to paragraph 28(q)?‑‑‑Yes.

PN7743    
You say:

PN7744    
I have to change the amount of chemicals for a heavy wash.

PN7745    
When you say you have to change the chemicals, what are you actually referring t
you say that?‑‑‑This is two years ago, that was totally different than what they do 

***        ANITA FIELD                                                                                                                                 XXN MR WARD

PN7746    
Okay?‑‑‑So sometimes, like, and before the chemicals that the – from the soiled –
use this soaker, like, the powder ones.  So that's still – we still do that.  So what I m
there is a soil, so what – when we're talking – like, when I take the washing out of
machine wet and there's still soil in it, like the stains and all that, so I have to soak
the bucket of water, the hot water.  Mix the – this soaker, like bleach, and make su
is a right amount and then sort out the colours and that.  So we have to do sometim
a handwash to remove the stain.  So we have to use the chemicals and stuff, so we
just see if it's a right chemical that we're using for the right things.  Sometimes we
use the stain remover, spray, or sometimes we use the soaker that they have, they p
us, so it's all depending.
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PN7749    
This is Australian Unity.  As I understand it, this is your weekend work, is it?‑‑‑Ye

PN7750    
I wouldn't mind just going to (b) first, if we can go to (b)?‑‑‑Okay.

PN7751    
You talk in (b) about doing medication rounds?‑‑‑Yes.

PN7752    
I take it this is because you are both a qualified cook but you're also an assistant in
that you're able to do these things?‑‑‑That's right, yes.

PN7753    
So, all your skills are being used by Australian Unity on the weekend?‑‑‑Yes.

PN7754    
In terms of the medication round, I think we talked earlier about Webster-paks?‑‑‑

PN7755    
So, I take it these would be scheduled for medications, not Schedule 8?‑‑‑Yes.

***        ANITA FIELD                                                                                                                                 XXN MR WARD

PN7756    
And let me explain to you how I understand it might work and you can tell me if I
wrong.  The Schedule 4 medications will be in a locked medicine trolley or possib
locked cabinet.  Is that what happens in your facility?‑‑‑Not really in this - in this 
because some of the residents they've got medication in their room which sometim
to go in there and just to supervise them taking it.  And there is other ones that we
the kitchen area that is always in like a pantry, so it's locked - it's not locked but it
container that we store the medications in that container and it stays away from th
residents.

PN7757    
So, can you just help me out.  When a resident might have their own medications,
might those medications be?‑‑‑They might be the ones they're usually taking like t
blood pressure tablets or their sugar tablets or there's some other complex - you kn
to - because we are a low facility and they are independent and they're taking it, w
have to ensure that they are taking it on time, because they forget sometimes, or so
they don't want to take it.  Like, today I miss or tomorrow I'll take it.

PN7758    
Okay.  So, they're low needs residents?‑‑‑Yes.

PN7759    
And they can manage that themselves but you occasionally just have to remind th
it?‑‑‑Yes.

PN7760    
Okay.  In that situation, are you actually charting and documenting they're taking 
medication or do you not do that?‑‑‑Yes, we do that.

PN7761
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there's - the other two is - so it's about roughly five or six residents that we medica
because it's a low facility.  Yes.

PN7763    
In relation to those residents, you would remove the medication from the Webster
pak?‑‑‑Yes.

PN7764    
I take it you would - you would verify that the medication's correct?‑‑‑Yes.  Still u
six method, how to administer the medications, like identify the residents, check t
medication, count the medication and if the medication's missing so we hold it, rin
chemist, find out if they - we can continue to give that medication or they want to 
another lot or something like that.  So, we still do all that, yes.

PN7765    
But you check to make sure the pills are the right pills?‑‑‑Yes.

PN7766    
I take it that - can all of your - can all of your residents swallow the tablets whole?

***        ANITA FIELD                                                                                                                                 XXN MR WARD

PN7767    
After you've seen them take it, you put on their chart that they've had it?‑‑‑Yes.

PN7768    
Do you have a - as a low needs facility, low acute - do you have a resident nurse o
- - -?‑‑‑No.

PN7769    
So, if you have an issue, where do you go to?‑‑‑Well, on the weekends I make the
because the cook is in charge, and they are more qualified than the other carers, so
the decision as whether - if there is any complications like with the - if there is a m
or anything with the residents, I ring around to the chemist or the doctor's.  I still d
that.  If it is beyond my hand, then I contact the manager.

PN7770    
If something goes really wrong do you just ring Triple 0 and get an ambulance the

PN7771    
I think you say in your statement that there's 40 residents in the wing you look aft
- is that who you're cooking for?‑‑‑Yes.

PN7772    
You also say there's a set menu.  Is the menu developed by Australian Unity and g
you or are you free to make the menu up?‑‑‑It goes both ways.  It's resident's choic
because as I'm cooking the residents do mention sometimes they would like this o
would like that, so I do pass it onto the manager and then when manager is makin
menu and then she decide whether she do it, you know, within a week or two wee
And then so she continues, yes.  Menus (indistinct), yes.

PN7773    
So, the manager's in charge of designing the menu, is she?‑‑‑Yes.
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PN7776    
When you're doing the cooking, are you doing breakfast, lunch and dinner?‑‑‑On 
and Sunday, yes, but Monday and Tuesday, no.

PN7777    
Is it a cooked breakfast?‑‑‑No, it's continental.

***        ANITA FIELD                                                                                                                                 XXN MR WARD

PN7778    
Continental?‑‑‑Yes.

PN7779    
When you cook for lunch, is it one lunch or do they have options?‑‑‑It's one lunch

PN7780    
It's the same for dinner?‑‑‑No, dinner is different. They choose, like, we've got fou
different varieties and they choose out of the four, two items.  Like, they can have
winter they can have soup and main or they can have sweets and main, or they can
you know, sort of like - they can choose, you know, out of the four.

PN7781    
But the main course itself would be the same main course?‑‑‑Yes.

PN7782    
Do you have any residents who need their food prepared a certain way, pureed or 
up?‑‑‑No, not in that facility, but what do happens is they - sort of there is the fuss
or they got likes and dislikes, so if I'm making say, for example, grilled fish and so
doesn't like grilled fish, I have to check who doesn't like it and who does.  So I ha
prepare something else for that particular resident so they can have the meal.

PN7783    
In Australian Unity, have you been shown the residents care plan?‑‑‑Yes.

PN7784    
Does the care plan have their preferences on it?‑‑‑Yes.

PN7785    
Does it also have their allergies on it?‑‑‑Yes, they hardly got allergies but there's a
residents which - and because I have worked there for that long and I remember b
like which resident doesn't like what.  So, even I'm off work there is some of the s
members do ring me and ask me Anita what this resident's have this or this residen
that, and how do you prepare it.  Because we try to do our best for the residents.  S
to communicate with the staff members together to see if I'm not there or whoever
how to prepare the certain resident's menu.

PN7786    
Are you the food safety officer?‑‑‑We get trained for it but we're not sort of like an
There's no one there apart from the manager that's food safety officer.

PN7787    
Do you hold a - bear with me, sorry Ms Field, my apologies?‑‑‑That's all right.

PN7788
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PN7790    
Are you the only person at the facility who holds that?‑‑‑There's four of us.

PN7791    
So, all four of you - - -?‑‑‑Yes.

PN7792    
Do they have the Food Handling Certificate or the Food Safety - - -?‑‑‑Yes.

PN7793    
The Food Handling?‑‑‑Yes, Food Handling, yes.

PN7794    
And do you have to do any paperwork in relation to food safety?‑‑‑Yes, it's all in t
pantry it's all listed there that - how to handle and also where the - we have the – a
products and it's written there that how to handle what, and on the fridge as well it
the temperature, how to handle, how to keep it safe and how to serve and all that, 

PN7795    
After you've cooked a meal do you have to fill out any extra paperwork?‑‑‑Yes, w

PN7796    
What do you fill out?‑‑‑We fill out the before and after serving.

PN7797    
Right?‑‑‑The temperature and what we have cooked and what was the heating and
and all that, so - - -

PN7798    
That's about the food safety?‑‑‑Yes.

PN7799    
Can I ask you to go to paragraph 32.  Paragraph 32 starts with this, it says:

PN7800    
She checks on the chemicals and stock and that staff members are on duty.

PN7801    
Is, 'she' – does that mean the manager?‑‑‑Sorry, what was the question again?

PN7802    
I might, let me try and be fair with you.  Paragraph 31, you were - - -?‑‑‑Yes.

PN7803    
You were talking about the operations manager, do you see that?‑‑‑Yes.

***        ANITA FIELD                                                                                                                                 XXN MR WARD

PN7804    
In paragraph 32 where you say, 'She checks on the chemicals and stock', is that the
operations manager?‑‑‑Yes.

PN7805    
Am I right that the operations manager is ordering stock for the kitchen?‑‑‑Yes.
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MR GIBIAN:  Sorry, just I think these questions may have commenced with a
misapprehension.  I understood this part of the statement to be referring to the laun
rather than the kitchen work.

PN7808    
THE WITNESS:  Yes, it's the laundry work, yes.

PN7809    
MR WARD:  Let me ask you a different question then.  Thank you, Mr Gibian.  W
the stock for the kitchen?‑‑‑The manager does as well but we have to write it dow
to check it if we're going low or anything like that.

PN7810    
Yes?‑‑‑So there is an ordering book, so we write it down in the ordering book.  So
example, my manager's name is Kathy, so I have to write it down and say, 'Kathy, 
only four left', or 'two left', and then she knows when to order.

PN7811    
Yes?‑‑‑So it write it down, yes.

PN7812    
Does the same operate for the chemicals in the laundry?‑‑‑No.

PN7813    
Do you order those?‑‑‑No, the manager orders that but sometimes she miss it and 
when I have to ring her and say – the laundry manager is Terry, so I say, 'Terry, we
have this', or, 'We don't have that.'  And then she will sometimes tell me, 'We are o
budget, we have to wait', or something like that.  Or she will say, 'Well, I forgot.'  
have to be reminding her.

PN7814    
Yes?‑‑‑But she does the ordering, yes.

PN7815    
When you say in paragraph 32, you say:

PN7816    
She checks the chemicals and stock.

***        ANITA FIELD                                                                                                                                 XXN MR WARD

PN7817    
By stock are you referring there to things like towels and sheets, are you?‑‑‑Yes.

PN7818    
If you're seeing some towels are looking a bit shabby, you would tell the laundry m
that you need to buy some more towels?‑‑‑Yes.

PN7819    
You'd tell them how many you think they need and they would make that decision
make that decision.  I do suggest that, sometimes I would say, 'We need this much
much', but the laundry manager will decide whether – it's up to her, like, and up to
manager – management, that how much they can afford or what they can do.
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Is the laundry manager different to the operations manager?‑‑‑It's the same thing, 
it just - - -

PN7822    
They're the same person?‑‑‑Yes, same person.

PN7823    
No, that's all right?‑‑‑Sorry.

PN7824    
That's all right?‑‑‑Yes.

PN7825    
I thought we'd found somebody we didn't know anything about?‑‑‑No, no it's the s
person but different name.

PN7826    
Just a moment, if I can.  Just lastly, if I can, Ms Field, you say, this is paragraph 35

PN7827    
This is the operations manager:

PN7828    
When I started she used to visit three or four times a day to check on me but no
see her.  I don't see her if I don't call her, if there's a problem.

PN7829    
?‑‑‑Yes.

***        ANITA FIELD                                                                                                                                 XXN MR WARD

PN7830    
I take it that you've got your routine pretty well worked out?‑‑‑Yes.  What actually
like sometimes, like, when I started working in the laundry she used to make roun
check how things are going and all that, and nowadays when I was in the laundry 
comes around to see what's going on or how's things getting solved or anything lik
So I have to make my own decision.

PN7831    
Yes?‑‑‑On the spot to see the – yes.

PN7832    
When you say, 'if there's a problem'?‑‑‑Yes.

PN7833    
What sort of problems would you contact your manager about?‑‑‑When the machi
down.  That's when I contact her.

PN7834    
If the machine breaks down you'd contact the manager?‑‑‑Yes.

PN7835    
And say, 'We need to get the maintenance people out to fix it'?‑‑‑And also when I 
during the COVID actually there was issues that the staff don't put it in a correct o
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But other than that, day-to-day you're quite confident in using the machines, the w
machine and the dryers?‑‑‑Yes.

PN7837    
You're quite confident doing that by yourself?‑‑‑Yes, yes, that's right.

PN7838    
Ms Field, thank you very much for your evidence.  No further questions?‑‑‑No pro
thank you.

PN7839    
COMMISSIONER O'NEILL:  Any re-examination, Mr Gibian?

PN7840    
MR GIBIAN:  I think just one thing.

RE-EXAMINATION BY MR GIBIAN                                               [11.57 AM

PN7841    
MR GIBIAN:  Ms Field, just the operations manager who you were just asked
about?‑‑‑Yes.

***        ANITA FIELD                                                                                                                                RXN MR GIBIAN

PN7842    
Her name is Terry, is that right?‑‑‑Yes.

PN7843    
Is that person's responsibility, does she just work at the same facility or is it across
of facilities?‑‑‑No, just the one facility, yes.

PN7844    
Thank you, Ms Field.  Thank you for assisting us?‑‑‑Thank you.

PN7845    
COMMISSIONER O'NEILL:  Thank you for your evidence, Ms Field, you're now
and free to go?‑‑‑No worries, thanks.

<THE WITNESS WITHDREW                                                          [11.57 AM]

PN7846    
MR WARD:  Commissioner - - -

PN7847    
COMMISSIONER O'NEILL:  I think we have – sorry, Mr Ward.

PN7848    
MR WARD:  Could I be allowed to withdraw temporarily while Ms Rafter is here

PN7849    
COMMISSIONER O'NEILL:  Of course.

PN7850    
MR WARD:  Thank you, Commissioner.
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MS HEENAN:  Yes, I can.

PN7853    
COMMISSIONER O'NEILL:  Are you able to turn your camera on, please?

PN7854    
MS HEENAN:  My camera is on.

PN7855    
COMMISSIONER O'NEILL:  Just we can't see you.

PN7856    
MS HEENAN:  I did a practice run this week and it was all working.

***        ANITA FIELD                                                                                                                                RXN MR GIBIAN

PN7857    
COMMISSIONER O'NEILL:  That's all right.

PN7858    
MS HEENAN:  I don't know why.  I'm so sorry.

PN7859    
COMMISSIONER O'NEILL:  No, that's all right.  Ms Rafter, do you have any dif
we proceed without seeing Ms Heenan?

PN7860    
MS RAFTER:  No difficulty, Commissioner.

PN7861    
COMMISSIONER O'NEILL:  All right.  Ms Doust, is it?

PN7862    
MS DOUST:  Ms Heenan, it's Lisa Doust here.  Can you hear me?  I'm sorry, does
witness need to be affirmed first?

PN7863    
COMMISSIONER O'NEILL:  Yes, that's a very good idea.  Sorry, Ms Heenan, I'm
Commissioner O'Neill, my associate is just going to have you take the affirmation

PN7864    
MS HEENAN:  Okay, then.

PN7865    
THE ASSOCIATE:  Ms Heenan, can you please state your full name and work ad

PN7866    
MS HEENAN:  My full name is Therese Eileen Heenan and I work for Warramun
Village and – in Kyabram and they're - just Warramunda Drive in Kyabram.

<TERESA EILEEN HEENAN, AFFIRMED                                      [12.00 PM

EXAMINATION-IN-CHIEF BY MS DOUST                                    [12.00 PM

6620



PN7869    
Are you employed by Warramunda Village as a home care employee?‑‑‑I am.

***        TERESA EILEEN HEENAN                                                                                                            XN MS DOUST

PN7870    
And have you prepared two statements for the purpose of the proceeding before th
Commission?‑‑‑Yes, I have.

PN7871    
Is the first one a statement that's dated 20 October 2021?‑‑‑Yes, it is.

PN7872    
And just for the record that's document 207 at page 11,446 of the digital court boo
Heenan, did you prepare a second statement described as a reply statement dated 2
2021?‑‑‑Yes, I did.

PN7873    
For the record that's document 208 at page 11,474 of the digital court book.  Ms H
since you prepared your first statement is it fair to say there's been slight variation
particular clients you have and the hours that you see them, but that it truly and co
described your work at the time you made it?‑‑‑Yes, that's - - -

PN7874    
Are your statements otherwise true and correct to the best of your belief and
knowledge?‑‑‑Yes, they are.

PN7875    
I read them both, Commissioner.

PN7876    
COMMISSIONER O'NEILL:  Yes.  All right, Ms Rafter.

CROSS-EXAMINATION BY MS RAFTER                                      [12.01 PM

PN7877    
MS RAFTER:  Hi, Ms Heenan, my name's Alana Rafter and I appear for the empl
interests in these proceedings.  I just want to ask you some general questions abou
work with Warramunda just to get a feel for the team that's there.  So my understa
as a home care employee you report to a team leader?‑‑‑Well, that's what I call her

PN7878    
And is the team leader a registered nurse?‑‑‑I'm not - I think Marissa is.  I know th
are other registered nurses in the admin team.

PN7879    
So if you needed to talk to a registered nurse you might not call the team leader, b
might contact a registered nurse directly?‑‑‑That is correct.

PN7880    
Thank you for that.  And I understand there's also at Warramunda there's a village
which you would call after hours instead of the team leader, is that right?‑‑‑Yes, bu
don't have access to the client's details.
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PN7882    
The hostel, if I can shorten it that way, that's different to the on-call phone that you
use?‑‑‑During the day  on-call is - on-call isn't during the day, it's after hours.  So,
- I've tried to send a text after hours to on-call, but they haven't necessarily had the
with them.  So I have tried to call the hostel after hours to be sort of told that reall
can't do much to help me.

PN7883    
So I take it you're not too pleased with these two after hours options, but they are 
separate after hour options, the hostel and the on-call phone?‑‑‑Yes, I would say th
Sometimes it's diverted to - yes, it diverts to the hostel.  Now, I just want to clarify
weekends I can send a text to on-call and I will get the home care person, on the w

PN7884    
Just to help me out who is the home care person?  When you say home care perso
you referring to?‑‑‑Well, that may be whoever is on from the home care admin tea

PN7885    
And are there also - are there client case managers as well, but would you be deali
them?‑‑‑Yes, they're mainly the registered nurses.

PN7886    
Okay.  Thanks for that.  So I take it the client case managers, the registered nurses
would be the ones involved in the initial assessment of a new client?‑‑‑Correct.

PN7887    
Do you have any involvement in that process?‑‑‑No.

PN7888    
Okay, that's separate.  And then once that interim - initial assessment happens and
plan is made when do you first see the care plan for a new client, at Warramunda a
(indistinct), we're still on Warramunda?‑‑‑Well, it's sort of they will put notes onto
roster system, and if we want to we can request to look at the care plan.

PN7889    
And this roster system, is that accessed by your phone?‑‑‑That's correct.

PN7890    
So it may include progress notes left by another carer?‑‑‑No, they don't really hav
notes.

***        TERESA EILEEN HEENAN                                                                                                        XXN MS RAFTER

PN7891    
Okay.  So the notes that you said that might be in that roster system are they summ
of the care plan?‑‑‑Just summary notes about the client, very brief.

PN7892    
So could you give me an example?‑‑‑This client - say, you know, to pick up a new
and take it to the client and to support them with making their breakfast.  The clien
you know, just sit on the couch, or to have her breakfast and to check that the med
have been taken.

PN7893
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Excellent.  Thanks for that, it's very helpful to get that picture in my mind.  I woul
just like to take you through your history in the aged care just to confirm.  So you 
off in aged care as an enrolled nurse, and you say at paragraph 6 of your first state
this was around 40 years ago?‑‑‑Yes, that's correct.

PN7895    
Then after your time as an enrolled nurse I believe you spent around two years - y
down to Melbourne to work at the Heidelberg Repatriation Hospital?‑‑‑That's corr

PN7896    
That would still be as an enrolled nurse?‑‑‑Yes.

PN7897    
Thank you for that.  Then I understand you took a bit of a break and turned to som
roles and spent 11 years working at Telstra?‑‑‑Yes, that's correct.

PN7898    
In 2006 you returned to the aged care sector and you're doing - you started as a ho
worker at Southern Cross Care?‑‑‑That's correct.

PN7899    
And whilst you were with Southern Cross Care you undertook - you did two - I'm
making sure - you did a Certificate III?‑‑‑Yes.

PN7900    
And that was the Certificate III - just making sure - that was the Certificate III in h
community care, is that correct?‑‑‑That's correct.

PN7901    
And I understand that after you worked - so you worked at Southern Cross for thr
and then you've moved up to Kyabram in 2010?‑‑‑That's correct.

***        TERESA EILEEN HEENAN                                                                                                        XXN MS RAFTER

PN7902    
And you then picked up two permanent part-time jobs?‑‑‑That's right.

PN7903    
The first one is at Tongala at District Memorial Aged Care Service as a personal c
assistant?‑‑‑That's right.

PN7904    
And I understand at that facility you primarily worked at the ten bed facility for th
with dementia.  Would that be fair to say?‑‑‑That's correct.

PN7905    
And in that facility as a personal care assistant would your duties include giving
medications or no?‑‑‑No.

PN7906    
Not for that one.  Could you briefly talk about what you would do there as a perso
assistant?‑‑‑Well, I would mainly work afternoon shifts, so I would be responsible
preparing the afternoon tea, assisting anyone who needed help with eating and dri
would assist people with having to go to the toilet or incontinence issues I would
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PN7907    
I note – I'm not meaning to interrupt so if you're still going feel free to finish your
answer?‑‑‑Well, this is the sort of thing I would do.  This would be a typical shift 
would be responsible for getting everyone into bed, plus doing the floors and mop
reports and written reports.

PN7908    
At paragraph 16 you talk about calling on the RN for assistance where necessary?

PN7909    
Could you give an example of what you mean by when it would be necessary to c
RN?‑‑‑Well, I had a client who had a fall and, you know, sort of I would have to c
come up to help assess or she may say, 'Look, just take the observations', you know
pressure and temperature.  And depending on the situation sometimes it would be 
someone with dementia who I just could not get to stop standing and I knew they 
falls risk, and I just couldn't attend to the other clients, the other residents on my o
had to see if someone could come up to help.

***        TERESA EILEEN HEENAN                                                                                                        XXN MS RAFTER

PN7910    
Thank you for that.  At paragraph 19 you talk about the Ashby Memory Method, a
you did through Alzheimer's Australia?‑‑‑Yes.

PN7911    
My understanding is that's an online course that you do at your own pace?‑‑‑Yes, I

PN7912    
Then at the completion of it you do a multiple choice quiz, would that be correct?
was right, yes.

PN7913    
Then in the next paragraph at 20 you talk about taking on volunteer work so that y
put what you had learnt during that AMM course into practice.  Do I take it that y
couldn't incorporate what you learn into your work as a personal care assistant?‑‑‑
really.  I did – in my – with the volunteer times, part of that too was to do a life sto
my own time I did do – I did all the residents, worked out sort of what they did in 
childhood, what their favourite sport was, their siblings, their parents, where they 
and then I put it all into a format so that the other staff could access that informati
that way we can sort of get people engaged and talking and, yes, we always had so
sort of we would say, you know, 'When you were younger you used to do such-an
and get them talking and - - -

PN7914    
You're building a – I don't mean to oversimplify but you're building like a little pr
that resident?‑‑‑Yes, yes, making it easy to read than what's in a care plan because
just words, whereas I used to do little diagrams and - - -

PN7915    
Okay?‑‑‑That's okay, I enjoyed doing it but they didn't take it up and that was the 
was.  With the Ashby Memory Method it really was too late to be using it once pe
gone into a nursing home.  They were too advanced.
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PN7918    
I understand.  Then between 2018 and '20 you're working at Tongala as a personal
assistant.  You were working at Community Living as a disability support worker 
some work with Warramunda as a home care employee?‑‑‑Yes.

PN7919    
Thank you for that.  Then there was a little bit of a gap in 2020 and during that tim
acquired your certificate 4?‑‑‑Certificate, yes, I did my certificate 3 in disability an
care, and then I commenced sort of doing the certificate 4 in disability as well.

***        TERESA EILEEN HEENAN                                                                                                        XXN MS RAFTER

PN7920    
So the two - - -?‑‑‑When that was sort of all finishing.

PN7921    
You did your two certificate 3s first and then after that you returned to do the certi
dementia?‑‑‑Yes.

PN7922    
Thank you for that?‑‑‑No, no, sorry, I beg your pardon.

PN7923    
No, you're right?‑‑‑Certificate 4 was disability.  I had done the certificate 4 in dem
practice quite a few years before that.

PN7924    
Yes, I see at 37, in 2016?‑‑‑Yes.

PN7925    
That was my mistake, so thank you for that.  I'd like to take you to – bear with me
your certificate 3s that you did in 2020 did you attend classes with that?‑‑‑In the b
before COVID hit, so that was in Echuca.

PN7926    
Yes and then due to COVID I take it you then had to finish off the theory compon
online?‑‑‑Yes, we had Zoom meetings.

PN7927    
Thank you for that.  Going back to Warramunda, you do additional annual training
paragraph 42 of your first statement you refer to that?‑‑‑Yes.

PN7928    
My understanding is that these online training modules may include some videos 
just be content that you read, is that correct?‑‑‑A bit of both.

PN7929    
A bit of both?‑‑‑Mainly videos.

PN7930    
Mainly videos and are you prompted to do a quiz at the end of it?‑‑‑Yes.

PN7931    
They vary in duration I take it some may be 30 minutes some may be an hour?‑‑
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***        TERESA EILEEN HEENAN                                                                                                        XXN MS RAFTER

PN7933    
Staying with this medication, I understand you do medication prompts as part of y
at Warramunda.  Is that correct?‑‑‑Correct.

PN7934    
Prior to you doing that, did you receive training from the RN at Warramunda?‑‑‑It
RN-trained teacher, yes, and plus I have done the medication training through Com
Living as well.

PN7935    
With the Warramunda one, was it in a classroom like setting?‑‑‑Yes, it was at one 
before COVID.

PN7936    
Yes?‑‑‑Yes.

PN7937    
I take it was it around 30 minutes with the registered nurse?‑‑‑I honestly can't rem
now, I'm sorry.

PN7938    
No worries.  There was some type of RN where they walked you through how to d
medication prompt.  Do you recall the RN then assessing you as a client to make s
were doing it correctly or how was it addressed?‑‑‑No.

PN7939    
You just completed the training and they didn't see you, watch you do it or act it o
act it out during that session?  There was no assessment?‑‑‑Heavens, I don't think 
think with Community Living I would have yearly – I would have a yearly catch-u
my team leader and she'd ask me, you know, what are the 10, you know, the prom
things like that.

PN7940    
Thank you for that.  I'd now like to take you to paragraph 55 of your first statemen
you refer to doing a lot of additional unpaid work in your own time and you refer 
reports and composing emails?‑‑‑M'mm.

PN7941    
What do you mean by case reports?‑‑‑Well, I – depending on the client, okay, so th
some of the things I'm referring to with Community Living, so - - -

PN7942    
(Indistinct)?‑‑‑ - - - (indistinct) in this.  And like, in particular I have had a very hi
complex needs client, and so I need to go into great detail about, you know, sort o
behaviours, or you know, perhaps needing more support.

***        TERESA EILEEN HEENAN                                                                                                        XXN MS RAFTER

PN7943    
And that's been the context of your – is it - for community living for your disabilit
clients as a disability support worker?‑‑‑Yes, except for recently when I had the cl
had to call the ambulance for, and you know, plus – there have been other times to
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PN7945    
I just want to draw a line for the case reports and composing emails, that unpaid w
refer to.  Is that referring to the community living work as a disability support wor
also your work and home care worker?‑‑‑And home care.

PN7946    
I understand you don't do case reports for your home care clients?‑‑‑Well, if you'r
meaning, like, going into their files - - -

PN7947    
No, I'll clarify that for you.  I'm looking at your wording in 55, just trying to marry
case reports and composing emails, if they're both applying to both jobs or if you'r
referring to one in particular, and I understood the case reports - - -?‑‑‑A bit of bot

PN7948    
A bit of both?‑‑‑Yes.

PN7949    
I'm going to separate and focus on Warramunda just to make sure it's clear.  After 
appointment with a client, earlier you said it wasn't practice to do progress notes.  
correct?‑‑‑No – well, they were – originally we used to have to do handwritten pro
notes for NDIS clients, but that isn't happening at the moment.  If I go to an aged 
client, they seem to – I'm putting a lot – doing texts, because that's what they seem
more of that as well with Warramunda, whereas community living they don't use t
much.  So as well as emails - -

PN7950    
(Indistinct) - - -?‑‑‑ - - - I do texts (indistinct) - - -

PN7951    
When you say texts, you mean, like, on the mobile phone?‑‑‑Yes, correct.

PN7952    
You're texting your team leader?‑‑‑Yes, or one of the RNs.

PN7953    
Or one of the RNs?‑‑‑Yes.

***        TERESA EILEEN HEENAN                                                                                                        XXN MS RAFTER

PN7954    
Would these texts for Warramunda to your team leader, would they be at the end o
appointment you might text everything you did, or would you only text certain typ
tasks?‑‑‑That's correct.  If everything flows smoothly there's no need to do a text.

PN7955    
So you'll only use a text if there was, say, something different, something out of th
ordinary?‑‑‑Yes, such as I delivered a meal the other night and the lady was very c
and complained of not feeling well, and so that's why, you know, I sent the text, be
didn't know whether or not anyone would still be in the office, but was, and they w
able to deal with it from their end, so I didn't have to do anything.  If I was really 
with the lady I would stay with her.

PN7956
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So you just text the RN that the client is presenting with a bruise?‑‑‑Yes, I will giv
description of what the bruise looks like and where it is.

PN7958    
Now I'll go back to paragraph 60 of your statement and where you're talking abou
medication prompts, and you also refer to measuring blood pressure.  Are medicat
prompts and measuring blood pressure, are they both done at the delegation of the
registered nurse?‑‑‑Sorry, the medicate – what - - -

PN7959    
I'll withdraw that.  I'll separate them.  So for measuring blood pressure, how do yo
you're going to need to measure blood pressure?‑‑‑Because it's in the notes.  That'

PN7960    
It'll be on the care plan.  And prior to being able to measure blood pressure for
Warramunda, do you have to be assessed by the RN or trained how to do it?‑‑‑Oh 
I've been doing - - -

PN7961    
I understand you've been doing it when you were an EN as well.  I'm just seeing if
Warramunda also double‑checks - - -?‑‑‑I don't know.  Honestly I can't remember,

PN7962    
That's fine.  I'm not going to ask you to guess, or if you ever can't remember some
that's perfectly fine by me.  I'll now take you to – I want to walk through a medica
process with medication prompts as I understand it.  So in your statement you say
Warramunda don't use medication charts as such?‑‑‑That's correct.

***        TERESA EILEEN HEENAN                                                                                                        XXN MS RAFTER

PN7963    
But they have the blister, the Webster-paks for the clients that have medication?‑‑‑

PN7964    
So when you are doing a medication prompt and you're picking up the Webster‑pa
only way of checking if an earlier dose has been given by reference to the Webste
itself?‑‑‑Correct.

PN7965    
If you were doing a dose for lunchtime, for example, but the morning dose was sti
in that instance and it looked like a medication round may have been missed, wou
typically notify the team leader of that?‑‑‑Definitely.

PN7966    
And would you do it immediately?‑‑‑Yes.

PN7967    
And then once you've done that check, you would pop the pills out, I take it, into a
cup?‑‑‑Well I try to get the client to do it.

PN7968    
Yes?‑‑‑But as I said, some of them have arthritis and are unable to do that.  So I ha
beside them and – yes, so I pop it into a cup and I count the tablets, then make sur
correct amo nt There ha e been times hen there's been either one missing or an
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PN7970    
And with that medication appointment, you'd only be sending a text or making co
the team leader or RN if there's a problem?‑‑‑That's correct.

PN7971    
But if it goes smoothly there's no need to add a note or text someone?‑‑‑No.

PN7972    
I'll now take you to paragraph 72 of your statement?‑‑‑Yes.

PN7973    
At 72 you describe the purpose of your work is to enable the independence of elde
people, and I believe you gave an example with giving them the Webster‑pak and 
them to pop the pills out if they can.  Could you tell me how your Certificate III h
with skills in that respect?‑‑‑Heavens, it just – which Certificate III?

***        TERESA EILEEN HEENAN                                                                                                        XXN MS RAFTER

PN7974    
That's right, you have about three.  I'll make it a bit clearer.  I'm talking about the
Certificate IIIs you obtained in 2020, so the ones to do with individual support for
and disability?‑‑‑Okay.  How did it help me?

PN7975    
Yes?‑‑‑Well, some of it just validated what, you know, I was already doing, and a 
too just gave me a different aspect about care, and it was great to hear from what o
people were doing as well and different experiences.  Yes, it just broadened by kn

PN7976    
When you say a different aspect about care, did you learn new strategies by doing
certificates?‑‑‑I would say yes.  I mean I learn each day with my work as well, but
to be with other people who are doing similar, but not the same sort of work, and -
just to find out some better ways of doing things as well.

PN7977    
And where you say validated am I right in saying - because I note some of the uni
at - you were provided a record of your results with your statement, and in the Cer
III in individual support it refers to a unit 4, 'Support independence and wellbeing
when you say validates as in it's recognising that purpose you refer to in 72?‑‑‑Yes
validates that I'm - you know, I'm on the right track and (audio malfunction) thing
doing (indistinct).  So it (indistinct) and validates that what I'm doing is right.

PN7978    
So the skills that you're employing when you're prioritising the independence of y
clients and seeking to empower them?‑‑‑Yes.

PN7979    
That's the validation.  So you're using - it recognises those skills are an important 
care and it helps you with that?

PN7980    
MS DOUST:  I object to the question for this reason; I'm not sure it's clear from th
question what the 'it' is.
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statement, the first one?‑‑‑Yes.

PN7983    
And here you're talking about a client who was resistant at first, but he ended up -
fairness I should walk back to - - -?‑‑‑Making a bowl of porridge?

***        TERESA EILEEN HEENAN                                                                                                        XXN MS RAFTER

PN7984    
Yes, I should give the context.  This is where you're talking about making the porr
you say he was resistant at first, but ended up doing it and was chuffed with himse
you explain how he was being resistant?‑‑‑He was - he was testing me saying, 'No
do that.  I can't do that.'  And I said, 'Yes, you can, I'm sure you can.  You just wat
I'm doing, and, you know, this is what you do.  You know, you tear open the packe
pour it in the bowl.'  And took him through it step by step, and then once he had d
was so proud of himself.

PN7985    
And that process you walked through, that engagement with that client to make th
comfortable and act independently, is that reinforced by in your Certificate III cou
it reinforced?

PN7986    
The skills that you used there were you taught to use skills like that during - to use
communication?‑‑‑Yes, communication is very important.  I mean - yes.

PN7987    
I was trying to clumsily ask if you were taught about - during your Certificate III t
you communication skills?‑‑‑Yes, I feel that they did, yes.

PN7988    
And if I could take you down to paragraph 77?‑‑‑Yes.

PN7989    
Bear with me.  Actually I will take you to paragraph 78.  Now, here you're referrin
services have become quite rushed, and could you give an example of what you're
to there?‑‑‑Mainly like in the hostel, like at Tongi, there were so many tasks to get
So, yes, we would be trying to get through everything and you just feel as though 
feeling, you know, pressured because you want to be able to spend time with the r
but then you know that you've got all these other things to do as well.

PN7990    
Now, I will take you to paragraph 82 of your statement, and on that page there's a 
of a paragraph I want to take you to at the end of 81, but if you're on 82 you will b
see it, and you talk about how you identified a safety hazard with a client regardin
a shower in the bath because the shower was over a bath and that client would hav
over, and you were aware he had giddy turns and nearly had a fall.  So you identif
a safety issue?‑‑‑Yes.

PN7991    
And you reported that to your team leader.  I wanted to understand what happened
because in paragraph 82 you talk about how it was modified, that care was now pr
some days as a sponge bath.  Does that need to be - did that require a change to th
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PN7993    
So if a carer was filling in for this client of yours they would see that they shouldn
showering this resident in the shower over the bath?‑‑‑Yes.

PN7994    
Thank you for that.  Now, I take you down to paragraph 85?‑‑‑Yes.

PN7995    
And you talk about you're going to an appointment to prepare the breakfast for a
client?‑‑‑Yes.

PN7996    
And during that appointment you also mended some clothes for him?‑‑‑M'mm.

PN7997    
Is the mending the clothes part of the domestic care on the care plan, or is this an 
task not on the - within the scope of the care plan?‑‑‑I don't know.  I just saw that 
showed me a loose button had come off and so I made sure I had needle and threa
while we were, you know, just sitting and while he had his breakfast I sewed the b
on.  I mean I don't know if it was part of the care plan or not, it was just something
because it was quite simple.

PN7998    
Simple you knew how to do it, so you thought you'd help him out because you
could?‑‑‑Yes.

PN7999    
No worries, that's fine?‑‑‑The same for, you know, the hem coming down.

PN8000    
Now, I will take you to paragraph - bear with me one moment - I wanted to take y
paragraph 94, and I note that you're talking about there was some urgency getting 
alert device fixed?‑‑‑Yes.

PN8001    
But I wanted to talk about emergency situations in general, and I understand if the
protocol in place.  If there is an emergency, a client has a fall during your appointm
take it you would call the ambulance?‑‑‑That's correct.

***        TERESA EILEEN HEENAN                                                                                                        XXN MS RAFTER

PN8002    
And if the client - is it then a judgment call - for this emergency you took a differe
could you explain why for this emergency you chose to try contacting the team
leader?‑‑‑Well, this wasn't - sorry, this at 93, this was just that he identified that th
problem with the alert device.  There wasn't an emergency.  I was wanting to mak
was working properly in case when he was on his own he needed to press it.  It wa
when he put it in the charger in the morning it would - you know, talks about and 
is charging, and it was really faint, and so - and because he has hearing difficulties
concerned that if he did have to press it on his own he wouldn't understand what th
saying to him, and so that's why, you know, I did some investigating to make sure
repaired.
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PN8005    
Would this be when a particular issue arises that you would be writing a lengthy
email?‑‑‑Yes.

PN8006    
And I should clarify, 'issue' meaning, as you said before, if something happens out
ordinary, or different, or something goes wrong, that's when you would take the ti
write an email to your team leader?‑‑‑Yes.

PN8007    
But these lengthy emails wouldn't be after every appointment?‑‑‑No.  No, no.

PN8008    
I might now take you to your second statement?‑‑‑Okay.

PN8009    
At paragraph 8 you refer to when a client is in a wheelchair there are still physical
on the worker, and that is greater – worker that are greater than a client who does 
wheelchair?‑‑‑Correct.

PN8010    
Would it be fair to say that for clients that need wheelchairs, so they have mobility
the wheelchair does help with moving them around?‑‑‑Yes.  Of course it does, yes

PN8011    
I'm not meaning to be rude by that question.  I mean if there was no wheelchair th
very much increased difficulty in moving a person with that level of immobility?‑

PN8012    
I wasn't meaning to be rude with you there?‑‑‑No, that's okay.

PN8013    
At paragraph 9 you talk about using slings?‑‑‑Yes.

***        TERESA EILEEN HEENAN                                                                                                        XXN MS RAFTER

PN8014    
And slings to guide the client's movement?‑‑‑Yes.

PN8015    
In your experience, has the use of – and I note that there are some limitations now
refer to in your statement – but in your experience with slings, do they make the m
of the client a safer task?‑‑‑Yes.  I haven't had to use a sling for quite a while.  Wh
at Tongala, yes, that was wonderful to be able to have a sling to be able to move th
mean, pushing a machine, you know, the lifting machine, which they had – they d
overhead machines - so that was hard on your back, and then trying to put the slin
them if they're in an armchair, and then to get them into a standing position, and th
putting their feet up on the lifter and – yes.

PN8016    
Just a general question about Warramunda for your home care clients, is it your
understanding that Warramunda organise a risk assessment of the house before yo
client's house?‑‑‑Yes, I would say that they would when they do the assessment at
beginning and then the ha e 12 monthl ones here e take a form o t and e
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And different things in that home environment that a carer might have to be involv
in?‑‑‑Yes.

PN8019    
No further questions, Commissioner.

PN8020    
COMMISSIONER O'NEILL:  Any re-examination, Ms Doust?

PN8021    
MS DOUST:  No re-examination, thank you, Commissioner.

PN8022    
COMMISSIONER O'NEILL:  Thank you very much for your evidence, Ms Heen
You're excused and free to go?‑‑‑Thank you.

<THE WITNESS WITHDREW                                                           [12.44 PM

PN8023    
COMMISSIONER O'NEILL:  All right.  I understand that the next witness is the 
witness, Ms Bayram, is that right?

***        TERESA EILEEN HEENAN                                                                                                        XXN MS RAFTER

PN8024    
MR McKENNA:  That's correct, Commissioner, and I understand Ms Bayram is c
being contacted and hopefully will pop up in the waiting room momentarily.

PN8025    
COMMISSIONER O'NEILL:  All right.

PN8026    
MS RAFTER:  And Commissioner, may I just be excused to get Mr Ward?

PN8027    
COMMISSIONER O'NEILL:  Yes, of course.  Ms Bayram, can you hear me all ri

PN8028    
MS BAYRAM:  Yes, I can.

PN8029    
COMMISSIONER O'NEILL:  I'm O'Neill C.  My associate is just going to have y
the affirmation.

PN8030    
THE ASSOCIATE:  Ms Bayram, can you please say your full name and work
address?‑‑‑Lisa Marie Bayram, 1A Leslie Avenue in Cowes.

<LISA BAYRAM, AFFIRMED                                                           [12.46 PM]

EXAMINATION-IN-CHIEF BY MR MCKENNA                            [12.46 PM

PN8031    
COMMISSIONER O'NEILL:  Mr McKenna.
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Could I ask you to please state your full name again?‑‑‑Lisa Marie Bayram.

PN8034    
And you are a registered nurse and you work at the Grossard Court facility, is that
correct?‑‑‑Yes.

PN8035    
Can you give the address of that facility, please?‑‑‑1A Leslie Avenue in Cowes.

PN8036    
You have prepared a witness statement for the purpose of this proceeding?‑‑‑Yes.

***        LISA BAYRAM                                                                                                                           XN MR MCKENNA

PN8037    
Do you have a copy of it with you today?‑‑‑Yes, I do.

PN8038    
It's a statement dated 29 October 2021?‑‑‑Yes.

PN8039    
92 paragraphs over 19 pages, is that correct?‑‑‑Yes.

PN8040    
And hopefully three annexures to that statement?‑‑‑Yes.

PN8041    
I understand that since you made that statement there have been a couple of chang
are relevant to its contents, the first of which is I understand you've had surgery on
and you're not currently working?‑‑‑That's right.

PN8042    
And the other is, I understand that there have been some staffing changes at Gross
is that correct?‑‑‑Yes.

PN8043    
Commissioner, I've got express instructions on these.  Would it be convenient for 
the witness through them, or I can ask non‑leading questions if that's of assistance
don't understand it'll be - - -

PN8044    
COMMISSIONER O'NEILL:  No, you can lead the witness through them.

PN8045    
MR McKENNA:  If the Commission pleases.  Ms Bayram, I understand that there
been changes to staffing structure relating to provisions in the enterprise agreemen
identify for there to be two registered nurses rostered in the facility at all times.  Is
correct?‑‑‑Yes.

PN8046    
And I understand that it is now intended that for each shift, including the PM shift
you're normally on, there will be two registered nurses?‑‑‑It's for the out of hours 
the PM shifts and night shifts and the weekends.
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I also understand that the new roster when fully implemented will have real implic
you and your team and the care of the residents on the shifts where you have
worked?‑‑‑That's right.

***        LISA BAYRAM                                                                                                                           XN MR MCKENNA

PN8049    
And the structure will provide for the after hours coordinator, which was the role t
fill, to be supernumerary, that's correct?‑‑‑Yes.

PN8050    
It provides for a grade 2 registered nurse to be the third team leader on the floor?‑

PN8051    
And on shifts where that has been possible to date, you have mostly had time to p
high level care needed, including time for families managing extensive documenta
requirements, care assessments, implementation of changes in care plans for upco
care?‑‑‑Yes.

PN8052    
Thank you.  Now, subject to those qualifications - I'll withdraw that.  Have you ha
chance to read your witness statement in its entirety recently?‑‑‑Yes.

PN8053    
Are there any other changes, corrections or clarifications you'd wish to make to it?

PN8054    
And so subject to those two qualifications we've discussed, are the contents of you
statement true and correct?‑‑‑Yes.

PN8055    
Ms Bayram, you hopefully also received an email recently from Mr White attachi
number of additional documents.  Have you received that?‑‑‑Yes, I have.

PN8056    
Thank you.  For the benefit of the Commission, Ms Bayram's witness statement is
electronic court book, document 223, page 11,859, and that is relied upon by the A
Ms Bayram, hopefully you can see Mr Ward on the computer on the screen in fron
you?‑‑‑Yes.  Hello.

PN8057    
He's waving his hand.  Mr Ward will have some questions for you?‑‑‑Sure.

PN8058    
Thank you.

CROSS-EXAMINATION BY MR WARD                                         [12.51 PM]

PN8059    
MR WARD:  Am I pronouncing it right, is it Bayram?‑‑‑Yes.

PN8060    
Thank you, Ms Bayram.  Can you hear me okay?‑‑‑Yes.
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PN8062    
Thank you.  I appreciate you're highly qualified.  In paragraph 7 you talk about wh
received a Bachelor of Nursing, which as I read it was back in 1994.  Is that corre

PN8063    
Do you recall back then whether or not the Bachelor of Nursing had any elements
with aged care?‑‑‑No, it didn't.  Not specifically, no.

PN8064    
Not specifically.  And if I could ask you to turn to paragraph 10?‑‑‑Yes.

PN8065    
You talk there about continuing professional education, you discuss a dementia es
program, you also discuss comprehensive assessment of the older person in aged c
that part of your professional - was that part of your necessary professional develo
a registered nurse?‑‑‑Our necessary education - - -

PN8066    
Your 20 hours a year.  Your 20 hours a year?‑‑‑Yes, we have to do 20 hours a year
anything that we choose.

PN8067    
Yes?‑‑‑And I chose to do those things, so yes, they did exceed the 20 hours.

PN8068    
Okay, that's okay?‑‑‑Considerably.

PN8069    
They were part of your professional development requirements?‑‑‑Yes.

PN8070    
Is the same the case for the program you did in paragraph 12?‑‑‑Yes.

PN8071    
Can I ask you to jump all the way to paragraph 27?‑‑‑Yes.

***        LISA BAYRAM                                                                                                                               XXN MR WARD

PN8072    
Paragraph 27 you talk about having an enrolled nurse and two personal care attend
the afternoon shift, and you discuss that a little bit further on.  What activities doe
enrolled nurse do at Grossard Court, that the personal carer assistant doesn't do?‑‑
enrolled nurses work as a team leader, as the - in charge of the ward.  They are res
for the medication rounds. They're responsible for anything that we call clinical ca
complex care needs.  So, wounds, oxygen therapy, CPAP machines, blood glucose
monitoring, anything that's got to do with the illnesses or comorbidities that the re
have.  They're responsible for providing leadership for the PCAs.

PN8073    
Yes?‑‑‑And organising the workload for the shift.

PN8074    
Can I just go through a couple - - -?‑‑‑And anything - and anything that the registe
asks them to do
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MR GIBIAN:  I'm sorry to interrupt, Commissioner.  As you may hear in the back
there is an alarm going off here, and (indistinct).

PN8077    
COMMISSIONER O'NEILL:  Thank you for that, (indistinct).

PN8078    
MR GIBIAN:  It is almost lunch time.  I think we might have to request that we ad
lunch if that's not a problem.

PN8079    
COMMISSIONER O'NEILL:  I think so.  We'll do that.  Ms Bayram, we are goin
to interrupt, I'm afraid?‑‑‑Sure.

PN8080    
So, we will break for lunch.  You'll remain under affirmation so you can't discuss 
evidence with anyone over the lunch break and we'll resume at 2 pm?‑‑‑Okay.  Ri

PN8081    
The Commission is adjourned until 2 pm.

<THE WITNESS WITHDREW                                                           [12.55 PM

LUNCHEON ADJOURNMENT                                                          [12.55 PM

RESUMED                                                                                                [1.59 PM

<LISA BAYRAM, RECALLED                                                             [1.59 PM

CROSS-EXAMINATION BY MR WARD, CONTINUING               [1.59 PM

PN8082    
COMMISSIONER O'NEILL:  The Commission is now resumed.  Ms Bayram, tha
Mr Ward, back to you.

***        LISA BAYRAM                                                                                                                               XXN MR WARD

PN8083    
MR WARD:  Thank you, Commissioner.  Ms Bayram, can you hear me again?‑‑‑Y

PN8084    
Thank you very much.  I think before lunch we were just - I was asking you some
about the distinction between the enrolled nurse role and the personal care attenda

PN8085    
And you had listed for me team leadership, complex matters, you talked about wo
oxygen saturation, medications and leadership?‑‑‑Yes.

PN8086    
Can I just explore a couple of those quickly with you if I can?‑‑‑Sure.

PN8087    
In your facility do the enrolled nurses do all the Schedule 4 medication?‑‑‑Yes, the
their sections, yes.
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PN8089    
Would they be required to hold a particular competency to do that?‑‑‑Yes.

PN8090    
Do you know - would you know off the top of your head which competency that m
be?‑‑‑No, we just - we just say they're medication competent.  I don't know what t

PN8091    
That's fine, that's fine.  And you talked about wound care?‑‑‑Yes.

PN8092    
Can you - as best as you can, could you try and describe for me what a personal ca
attendant might do with a wound versus an EN, versus an RN?‑‑‑Sure.  The perso
attendants don't have responsibility for the management of wounds. There are som
residents who might have a dressing taken off before they go into the shower and 
water's allowed to go over the wound.  That would be the extent of their responsib
was to do the showering and the ENs would then come and manage the wound, pu
dressings on, take the photos, do the documentation.  The PCAs are though expec
observe the patients when they're caring for them.  When they're showering, when
them to bed, when they're changing their aids, and if there's anything wrong with 
patient's skin, their responsibility is to refer that to the nursing staff.  Yes.
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PN8093    
So, if I was a PCA at your establishment and I noticed the bruising, it's my job to 
see the EN or the RN and say look, I've observed this?‑‑‑That's right, yes.  There w
some instances if someone had some excoriation on their skin and the protocol wa
put some barrier cream on or something like that, then the PCAs would do that du
hygiene work.  But, yes.

PN8094    
Yes.  And it might be difficult to answer this but is there a distinction between the 
the EN and the RN when it comes to things like wound care?‑‑‑We use protocols t
with the management of wounds but if – the ENs are always required to report to 
and the RNs still oversee the management and would make the changes that were 
The ENs wouldn't make a change to a wound protocol without consulting the RNs

PN8095    
The framework within which the wound is managed would be consistent but the in
RN might delegate certain activities to an EN because they believe they're compet
that?‑‑‑Yes.

PN8096    
Could I take you to paragraph 43?‑‑‑Yes.

PN8097    
If you could sort of turn to page 8 or turn over the page, at the very end of paragra
you're talking here about residents arriving?‑‑‑Yes.

PN8098    
You talk about the fact that historically they would be fully admitted before they a
and that's not always the case now, and right the end you say:
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PN8101    
Could you just explain to me when you say the function, do you mean the function
out admission forms and those types of things?  What do you mean by the functio
this case actually finding residents who are going to come and live at the facility, 
the hospitals or from the community and doing the initial organisation for them to
So when that happens that's about as far as it goes.  There is no extensive conversa
with the family, there's no visit to hospital to see the resident, to see what their nee
are.  And so that impacts on the care that we give because we might just have a di
and nothing else and we need to start from scratch.  In other instances we get a dia
and it's actually not right or we're told that the residents have been living at home 
just need some help, and when they arrive they have, you know, severe co-morbid
extensive needs.

PN8102    
In the circumstance where the resident is sort of just dropped on you - - -?‑‑‑Yes.

PN8103    
- - - I take it at that stage there isn't a care plan for the resident?‑‑‑No, so the only
information that we would have to go on is a brief handover from the hospital or w
families have told us.

PN8104    
You've said that that's an increasing phenomena.  How often does that happen?  W
percentage of residents might just be dropped on you from, say, hospital or someth
that?‑‑‑It's pretty normal.  We don't get a lot of information.

PN8105    
So more often than not that would be the case, would it?‑‑‑Yes.

PN8106    
That's fine and I take it when that happens one of the first activities for the registe
is to actually work with the resident and the family to establish the care plan?‑‑‑Ye
right.

PN8107    
You've mentioned in your evidence about a clinical care manager?‑‑‑Yes.

PN8108    
I think you've said your clinical care manager is an RN.  Have I got that right?‑‑‑T
clinical care coordinator - - -

PN8109    
Coordinator, my apologies?‑‑‑ - - - is an RN, yes.

PN8110    
An RN, okay, and just can you tell me what the distinction in role is between you 
and the clinical care coordinator?  What do they do different to you in the facility?
clinical care coordinators have responsibility for, I guess, the day-to-day running o
organisation and the care of all of the residents.  They have other roles as well,
administrative roles.  They have reporting roles, they have links back to the organ
The after-hours coordinators, their nominees when they're not there.
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I'm not trying to be clever when I ask this question?‑‑‑No, no.

PN8113    
So when you're there - - -?‑‑‑Yes.
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PN8114    
- - - you're responsible for the clinical care in the facility?‑‑‑Yes.

PN8115    
Or if the clinical care coordinator is there, do they actually have that primary
responsibility?‑‑‑They do but because of their other responsibilities they delegate 
down.

PN8116    
Delegate.  No, I understand.  Okay, I understand, I understand?‑‑‑Yes.

PN8117    
I'd be right in saying that if the clinical care coordinator wasn't an RN, then that
accountability would sit with you or people like you all the time?  The responsibil
clinical care?‑‑‑Yes, but I can't imagine a situation where we didn't have - - -

PN8118    
That there would be - - -?‑‑‑ - - - a clinical care coordinator.

PN8119    
Who was an RN?‑‑‑That's right.

PN8120    
No, that's fine.  That's fine?‑‑‑Yes.

PN8121    
We've just talked about care plans.  Earlier on today I sent a version of a care plan
you?‑‑‑Yes.

PN8122    
I appreciate it's a Friday afternoon but I don't know, have you had a chance to peru
that?‑‑‑I have, yes.

PN8123    
I just would like to know if possible is that similar to the care plans you use in term
headings and the content?‑‑‑Yes, it is.  I think ours is probably more extensive tha
that's the same sort of thing, yes.

PN8124    
That's okay.  What I'd be interested to hear is when you say it's more extensive, is 
extensive as in detail or subject matter?‑‑‑Subject matter, I think.

PN8125    
I guess what's missing from here is the complex nursing needs and the palliative c
which, unfortunately, in aged care we try and distinguish between care and compl
care.
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Ms Bayram, I apologise, you're my first registered nurse up, so you're copping the
me, I apologise?‑‑‑Sure, that's okay.  So the complex care needs are really the thin
the nursing staff are qualified and responsible for.

PN8128    
Yes?‑‑‑They're over and above things like the things that the PCAs do with oversi
hygiene, meals, social interaction.  They're activities of daily living, is an old-fash
expression for those sorts of things.

PN8129    
Yes?‑‑‑And the complex care needs are the nursing staff looking after the disease 
or the injuries, that sort of thing.

PN8130    
Commissioner, just for your reference, I'm taking the witness to the care plan whic
provided earlier in the proceedings.  I think we've already said we'll rely on that.  
see if I can understand an example of that?‑‑‑Yes.

PN8131    
If you look at that care plan, at the very beginning it's got medical history, diagnos
osteoporosis, chronic lower respiratory diseases, high cholesterol.  So those are th
conditions that the nursing staff, the RNs, the ENs, are focusing on?‑‑‑Yes, on top
everything else.

PN8132    
Everything else?‑‑‑Yes.

PN8133    
No, no.  Yes, I wasn't trying to diminish their role.  No, that's okay.  That's okay.  N
you for that.  My understanding is, is that the PCA obviously is making daily obse
- -?‑‑‑Yes.

PN8134    
- - - of the resident.  The PCA is making progress notes in relation to what they're
observing?‑‑‑M'mm.

PN8135    
If they observe something serious, we've already agreed that that would be referre
EN or the RN such as bruising or a wound or something like that.  I take it that tho
observations are reviewed by the RN on a regular basis to determine if the care pl
be changed?‑‑‑Yes.
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PN8136    
Is it the RN who has the authority to change the care plan?‑‑‑There is some docum
that the PCAs are able to do but they wouldn't do that without discussing that with
first and with the sheer volume of documentation that needs to be done, we're tryi
upskill the PCAs to be able to take on some more of that with the nursing staff ov
So if they did something like if they thought that the continence care for a residen
to be changed, they could discuss that with me.  I would say yes or no, that's what
should do and then the continence assessment in the care plan, they would then be
go in and make some changes to that, and then I could sign it off.
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PN8138    
I take it the same - the same occurs with the enrolled nurse?‑‑‑The enrolled nurses
of the assessments.

PN8139    
Okay.  That's fine, that's fine.  Can I just jump a little bit if I can.  Can I just talk ab
adverse events?‑‑‑Yes.

PN8140    
And bear with me.  My understanding is that if there's a skin tear or there's bruisin
observed, there's now a requirement to log that, notify the next of kin and to notify
Have I got that right?‑‑‑Yes.

PN8141    
Where's that normally logged?‑‑‑The clinical system that we use has - where all o
assessments are that make up our care plan, has a new assessment in it for residen
incident.  We did do this reporting previously but it's much, much bigger and more
extensive than it used to be.  So that document is in the clinical system.  And they

PN8142    
Yes.  So, it'll be - it'll be on that resident's file?‑‑‑Yes.

PN8143    
Yes, okay.  My understanding is that in the past you would log it?‑‑‑Yes.

PN8144    
But you had a discretion as to whether or not you notified the next of kin and the G
now you don't have a discretion.  Is that right?‑‑‑It's mandatory now.  We used to d
we are now required to do that and there's - the difference now really is the open d
component.

PN8145    
To the family?‑‑‑There is an onus on having a frank discussion with the family,
documenting the discussion and the outcome of the discussion.

PN8146    
Who documents that discussion?‑‑‑In our facility the nurse who's the team leader 
registered nurse who would be having that conversation with the family.
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PN8147    
Now, my understanding is that that's a little different to SIRS.  I can almost guaran
can't find the piece of paper.  And - - -?‑‑‑That's a requirement of SIRS.

PN8148    
My understanding though and tell me if I'm wrong, my understanding is that in ter
incident reporting related to the SIRS legislation?‑‑‑Yes.

PN8149    
That arises when the bruising or whatever falls into one of a number of categories
understanding is that the categories are these; unreasonable use of force?‑‑‑Yes.

PN8150
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Unexpected death?‑‑‑Yes.

PN8153    
Neglect?‑‑‑Yes.

PN8154    
Emotional or psychological harm?‑‑‑Yes.

PN8155    
Stealing or coercion of funds by a staff member?‑‑‑Yes.

PN8156    
And lastly use of restrictive practices without informed consent?‑‑‑Yes.

PN8157    
So, I take it that where bruising or something arises because of one of those, that t
the SIRS notification process?‑‑‑That's right.

PN8158    
Is it the registered nurse whose responsibility it is to complete the SIRS notificatio
when an incident happens, the person who - the person who witnesses the inciden
first part of the report. Then the nurses in charge of the ward does the second part 
report, and then the third part the registered nurse is required to do that and part of
section is to decide whether it is a SIRS reportable incident, or not.
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PN8159    
Okay?‑‑‑So, the way our system is set up, once you click on that button to say yes
if it's a priority 1 or a priority 2 that sends messages off to the managers and head 
say that we've got a SIRS reportable incident and then the registered nurses do as 
that reporting as they can there, and then the clinical care coordinator and the resid
manager will come in and continue from there.

PN8160    
Sorry, I should know this.  When you finished that report, where do you report to?
actual submission of the SIRS report - - -

PN8161    
Yes?‑‑‑ - - - is compiled by our residential manager and our clinical care coordinat
goes to our central office and we have a person at Blue Cross who's responsible fo
reporting.

PN8162    
Reporting?‑‑‑And they send that.  And there's a - there's a log of all the incidents t
into the system.

PN8163    
I take it from the evidence you've just given that you've got a computer system tha
with the workflow of that?‑‑‑Yes.

PN8164    
Okay.  Does that system work okay?‑‑‑From my perspective it does and I - - -
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Just for the Commission's benefit, can you just explain the distinction between pri
and priority 2?‑‑‑Priority 1 incidents have to be reported to the Commission within
hours, and priority 2 it's in 30 days.

PN8167    
Is there - I would assume that there is a need for palliative care at your facility?‑‑‑

PN8168    
Is anybody in particular trained or specialising in palliative care?‑‑‑We have one r
nurse who has in the past worked in a palliative setting.

PN8169    
Yes?‑‑‑But no, as far as I know the other RNs don't have a qualification in palliativ
neither do I.

PN8170    
That's okay.  Are there any particular skills that are needed when you're working i
environment?‑‑‑There are lots.
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PN8171    
That's okay.  Well, let me ask it a different way.  Are there any skills distinct from
you use outside of that environment?‑‑‑The care plan is different for someone who
So, you actually have to have a  knowledge of the dying process and what the like
scenarios are and have the skills to manage the patient's care.

PN8172    
By skills, you mean the clinical skills or - - -?‑‑‑The clinical skills.

PN8173    
Yes?‑‑‑But you also need to have communication skills, empathy, understanding, 
to be able to listening, you need to be able to explain things to people, explain sce
that some of them have never ever heard of and never dealt with in their lives befo
need to be able to deal with people who are in distress.  But even people who aren
distressed, like family members who have an understanding of what's happening a
the outcomes are going to be, they still need care and compassion.  You need to so
change the language that you use and the most important thing is being able to gu
members to make good decisions when they're in distress.

PN8174    
You've used some phrases like empathy and compassion?‑‑‑Yes.

PN8175    
Would I be right in saying - which I've always thought it's difficult to teach empat
some people better at managing palliative patients than others, because of the fact
qualities like empathy and compassion?‑‑‑Yes, but I think that they're things that y
learn from experience, not necessarily from books, and the more you do it the bett
at it.

PN8176    
Yes?‑‑‑Even I guess one of the skills is being able to present and be productive an
effective irrespective of your individual traits.
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PN8178    
An elective.  Yes, it's an optional?‑‑‑I've only done small amounts of palliative car
short courses, and I've learnt amazing amounts just in a couple of days but I think 
essential.

PN8179    
I'll come back to the cert 3 in a moment, if I can?‑‑‑Yes.
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PN8180    
You've worked in a big hospital, haven't you?‑‑‑Yes, mostly.

PN8181    
Mostly, that's okay.  I'm just trying to get a frame of reference.  The paperwork
requirements in aged care for a registered nurse versus the paperwork requirement
registered nurse in a hospital, can you explain to me how they're distinct?‑‑‑I have
registered nurse on a ward doing that sort of paperwork for 20 years, so - - -

PN8182    
Okay, it's not exactly - - -?‑‑‑ - - - it's changed enormously but - - -

PN8183    
No, it's an unfair question?‑‑‑But, from my perspective, the amount of documenta
required in aged care is huge.  It's a burden, it's a real burden.  I understand why m
required but there's double-ups and triples, and, I don't know, I think we could do 

PN8184    
From a kind of broader industry perspective we could do it better?‑‑‑I think so.

PN8185    
Can I take you back to your statement?‑‑‑Yes.

PN8186    
I might just start with paragraph 59, if I can and in 59 you're talking about cathete
colostomy bags?‑‑‑Yes.

PN8187    
How many people at your facility have a catheter in at the moment?‑‑‑One, two – 
five, yes.

PN8188    
Who's competent to put the catheter in?‑‑‑Well, we've got one – no, she's gone.  N

PN8189    
None?‑‑‑It depends on the sort of catheter.  If it's a - - -
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PN8190    
Help me out.  Help me out with that?‑‑‑Yes.  So there are two types of catheters.  T
what's called an in-dwelling catheter that goes into the urethra.  And there's a cath
goes into the bladder through the abdomen wall.  Usually we use the latter becaus
better for long-term management.  Less infections, easier to look after.  Most of th
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PN8191    
Just bear with me?‑‑‑Yes.

PN8192    
Those nurses, do they have some particular qualification that allows them to do th
would imagine that they've got a hospital-based competency that they get signed o
yes.

PN8193    
Once the catheter is in, what's involved in maintaining the catheter in situ?‑‑‑The 
to be kept clean.  The suprapubic catheters – the abdomen ones have a small gauz
put on them and you just have to have good hygiene practices when you're discon
and changing the bag and emptying it and things like that.

PN8194    
The PCA is competent to change gauze and disinfect around the catheter?‑‑‑The c
usually wouldn't need disinfection.  They would just get washed when the patient 
their shower or their wash.

PN8195    
Yes?‑‑‑If there's nothing wrong, the PCAs can put the gauze on there but the nursi
would be checking that every day to make sure that there wasn't an issue with the 

PN8196    
Yes?‑‑‑And the PCAs are competent to change the bags over.  They change the ba
time and then they put a clean bag on at the – each week, and they empty the cath
know, a couple of times a shift.

PN8197    
If I can just understand, the bag is where the urine collects?‑‑‑Yes.

PN8198    
I take it there's like a little clip or something, you clip that bag off and then you cl
bag on?‑‑‑Yes.

PN8199    
Then the bag, I presume, is disposed of appropriately?‑‑‑Yes.

PN8200    
Yes, yes and that's what the PCA does in your establishment?‑‑‑Yes.

PN8201    
Then you talk about colostomy bags.  How many people have you got with colost
at the moment?‑‑‑I think we've only got one at the moment.
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PN8202    
What is the care regime around somebody in your facility who's got a colostomy b
they – the care plan would depend on the type of stoma that the resident has and th
bags that they need, what's wrong with their skin.  There are a multitude of differe
bags that can be used.  The PCAs are able to change the colostomy bags.

PN8203
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use, how often to change it and all that sort of thing.  That would go into the care p
then with assistance, education and oversight, the PCAs would be able to do that.

PN8204    
They're involved in the emptying process, they're not involved in the broader man
of the actual fixture to the body, are they?‑‑‑Yes, yes, they would be.  So if the res
a bag that gets taken off and thrown out and a new one put on, they would do that

PN8205    
They would do that?‑‑‑Yes.

PN8206    
Yes?‑‑‑Yes.

PN8207    
If I can take you to paragraph 83.  I'm close to finishing, I promise, Ms Bayram.  P
83 you say:

PN8208    
I would say that while there are still gaps in PCA education, there wouldn't be 
employed across (indistinct) who doesn't have a certificate 3 or certificate 4.

PN8209    
Do you see that?‑‑‑Yes.

PN8210    
Earlier today, and I think you've had a bit of a look at it, I think you've outlined fo
certificate 3 and individual support?‑‑‑Yes.
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PN8211    
I don't know if you've seen this document before.  In fairness to you, have you see
it?‑‑‑No, I haven't, but I have read those pages of what the units are that make up t
course.

PN8212    
If I just ask you to turn to page 4 of 8, at the top of page 4 of that is the mandatory
– it's a strange phrase – the mandatory electives if you want to do ageing?‑‑‑Yes.

PN8213    
Which includes, 'Facilitate the empowerment of older people', 'Provide support to
living with dementia', 'Meet personal support needs', and so forth, and then I think
identified, on the next page there's a very long list of electives that one can take a 
from?‑‑‑Yes.

PN8214    
In the context of having read that, I wonder if you could tell me, when you say the
gaps in PCA education, could you explain to me personally where you see those
gaps?‑‑‑We've had some fairly new PCAs come and work with us in recent month
also note that the amount of work that this course takes is 120 hours, so that's thre
of study.  There are – the general daily work is not understood, so how the facility
what our processes are, how to manage our time, how to group activities, how to g

ork done thro gho t the da is something that the need to learn hen the com
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really important.  Loss and grief should be something that is at least introduced, b
deal with it every day, and that's not just about people dying; that's about people le
their homes and coming to live in aged care.  It's about people whose spouses hav
whose children are away; have lost their independence, who can't see their friends
those sorts of things.  What else is in here?  I think perhaps there should be a little
information about dealing with mental health issues, because we have a lot of resi
have a history of depression or anxiety, not just residents who have, you know, we
diseases like schizophrenia; there are lots of people dealing with depression, partic
this age group.  Palliative care, an introduction to palliative care should be a basel
component.  There's one here that says, 'Assist with monitoring modification of m
menus according to individualised plans.'  That's really important, because the nur
don't have the time to supervise the dining rooms.  So the PCAs and the kitchen st
ones who are watching what goes on to the table, what actually gets consumed, w
wanted, who's feeling sick, who's not eating today, who's coughing and wasn't cou
yesterday, are they not swallowing properly.  The PCAs are the ones who see all o
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PN8215    
They're the observers?‑‑‑Yes, and that's – meals is really important, because it goe
general health; it goes to weight loss; it goes – it's related to diabetes management
related to general health and your skin and your frailty, your muscles; choking haz
just generally how people feel.  So that's something that needs to be learnt right at

PN8216    
So a PCA who came to you with all those competencies would be more effective t
who didn't?‑‑‑Absolutely, yes.

PN8217    
Can I take you - - -?‑‑‑The other one that's in here is oral hygiene, and that's some
that's really underestimated.  If people haven't got good teeth or they've got a sore
and nobody's noticed, then they can't eat.

PN8218    
Can I take you lastly to paragraph 89?‑‑‑Yes.

PN8219    
You're talking here about physical infrastructure of facility, I presume your facility

PN8220    
You say, 'While physical infrastructure has improved enormously, the layout has m
hard to deliver care.'  I just want to explore that with you if I can?‑‑‑Mm‑hm.

PN8221    
My understanding - and this might not be your facility, so you might need to tell m
- but my understanding is that if the room's bigger, you've got more capacity to mo
around the resident and help the resident rather than being in a small room?‑‑‑Yes
right.

PN8222    
My understanding is that these days most of the rooms have electronic beds that s
you move the bed up and down?‑‑‑Yes.
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PN8225    
And it also means that you have a better ability to move wheelchairs around?‑‑‑Ye

PN8226    
My understanding, and I'm thinking about what we saw in the inspections, is that 
these much larger bathrooms now, which have got doors wide enough for the whe
a frame to go through?‑‑‑Yes.
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PN8227    
The toilets seem to be positioned so that you can actually assist the resident from 
side?‑‑‑Ours aren't.  Ours are only accessed from one side, which is – it would be 
you could go on both sides.

PN8228    
But yours is a one‑sider?‑‑‑But the bathrooms fairly large and fairly easy to access

PN8229    
Does that make it easier to move somebody into a shower and move them out?‑‑‑Y

PN8230    
When you say the layout's harder to deliver care, is that more about the fact that p
just further away from each other physically?‑‑‑Yes.  So we've got some long corr
we've got some little nooks, and so if residents are in their bedrooms they cannot b
observed, and they wouldn't be heard if they didn't have their call bells.  So even t
we've got – everyone's got a single room and they've all got an ensuite, which is e
with the number of staff who are in the building at any one time, half of the reside
be seen.

PN8231    
I'm not trying to be facetious - I take it, if we wind the clock back to when people 
sort of multi‑person wards and the nurse was sitting at the end, it was just simply 
easier to observe them?‑‑‑Yes.

PN8232    
(Indistinct) - - -?‑‑‑There's not a lot of dignity and - - -

PN8233    
No, (indistinct) - - -?‑‑‑ - - - (indistinct), but I come from a hospital setting where p
were in two bedrooms and four bedrooms, and it is easier to deliver care to multip
if they're in a smaller space, but as I said, if you've got a long corridor and then yo
to go around the other side of the building to another long corridor and that's your
that's an awfully long way to go to have safe observation of the people that you're
after.

PN8234    
We had at least one witness talk about the fact that they have to run between room

PN8235    
I could imagine if there was an emergency, one might have to move fairly quickly
was a fall.  Would I be right in saying that it would be unsafe to have people runni
your facility?‑‑‑It's never ideal to have people running around where there are peo

t i k b t I h f d f th f ilit t th th
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PN8237    
And I imagine it's all hands to the wheel if there's an emergency and you just have
there?‑‑‑Yes.

PN8238    
Okay.  And just lastly if I can, on the issue of emergencies if somebody has a fall w
role of the PCA in your establishment versus the role of the EN versus the role of 
registered nurse?‑‑‑The PCAs are usually the first people to know that something'
happened.  I would expect them to stay with the resident, keep them comfortable, 
alarm bell so that the nursing staff come.  The ENs if they get there before the RN
initial assessment, but they would wait for the registered nurse to come to decide w
going to happen, and that's even from whether or not we're going to move the pers
not.  The PCAs then provide assistance.  So if I decided that we needed - if someo
stuck in the bathroom and we needed to get them out I would say we've got to get
out.  The PCAs would be the ones who would help me do that.  They would get th
equipment, they would give me some advice on their way to manage that, and the
had made the person safe the nursing staff would take over making - the decision-
and the PCAs would just follow my directions.

PN8239    
The PCA might be the best person placed to actually work the hoist to pick them u
definitely.

PN8240    
If the decision is made that they have to go to hospital is that made by the RN?‑‑‑Y

PN8241    
And is the RN the one who liaises with the hospital?‑‑‑Yes, and actually when you
triple 0 they ask if a registered nurse has authorised the transfer.

PN8242    
Just a moment, Ms Bayram, if I can?‑‑‑Sure.

PN8243    
Thank you very much for your evidence.  No further questions?‑‑‑Thank you.

PN8244    
COMMISSIONER O'NEILL:  Mr Gibian, do you have any questions for this witn

PN8245    
MR GIBIAN:  I do not, thank you.

***        LISA BAYRAM                                                                                                                               XXN MR WARD

PN8246    
COMMISSIONER O'NEILL:  All right.  I will adopt the same approach with you
Gibian, with the ANMF witnesses, if you just flag with any witness if you do have
questions.  Otherwise, Mr McKenna, any re-examination.

PN8247    
MR McKENNA:  Three matters, Commissioner.

RE-EXAMINATION BY MR MCKENNA                                           [2.45 PM
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PN8249    
Can you explain what you mean by protocols in that context?‑‑‑We've actually go
with - that's been designed by a wound care consultant for Blue Cross, and when t
looks at the wound they have to make an assessment as to what type of wound it i
it's a skin tear there are four different categories of skin tears and we have to decid
is, and then this book of protocols you can look into it and it says for a skin tear 2B
they give you a photo of what it looks like, this is the regime that you should use.

PN8250    
Thank you.  You were also asked some questions about palliative care at the facili
you were asked are there any skills required for palliative care and I think your an
'Yes, there are lots.'  You then listed a number of those skills and you refer to emp
compassion and you ask some further questions about the skills of empathy and
compassion.  Having particular regard to those skills, empathy and compassion, ar
skills that are limited only - that are required only by registered nurses in dealing w
palliative care?‑‑‑No, everybody who works in the facility needs to have them.

PN8251    
And what about the other skills that you refer to with respect to palliative care?‑‑‑
were they?

***        LISA BAYRAM                                                                                                                        RXN MR MCKENNA

PN8252    
Yes.  No, it's probably - rather than take you through I'll move on to the last point?
listening, making decisions under duress with people who are distressed, leading f
who are in situations where they're not familiar and they're anxious and they don't
what's going to happen and trying to get the best outcomes for them and for their l
ones, and the information that you provide and the leadership and the guiding peo
through the process.  That's the really important stuff that everybody needs to be b
and that you really, really need experience, and mentoring to learn that stuff.  Ever
can learn how to fix the bed, do the mouth care, put on the nice music, talk nicely 
families, but that other stuff takes a long time to learn, but it's essential.  If you ha
people who can do that then you can't provide good palliative care.

PN8253    
When you say everyone needs to be better at that are you referring specifically to 
nurses, or more broadly?‑‑‑Registered nurses take a lead when we're looking after
who's actively dying.  The other nursing staff are heavily involved, but the PCAs a
the people who are actually doing the care.  So they're the ones who go into the ro
they do the mouth care, they turn people over, they manage their continence.  If th
drinking they give them drinks.  They make the cups of tea for the families, they'r
who are actually changing the bed, turning the lights on and off, putting the music
all of those things, and they have to have some of those skills as well.

PN8254    
Thank you.  And finally you were asked - you were taken to the Certificate III in i
support documentation, and your comment, your statement, in your witness statem
there are some gaps in PCA education, and you referred to some new PCAs who h
at Grossard Court in recent months, and by my notes you said that some of them n
learn how the facility runs, how to manage time, how to do group activities and ho
work done.  Can I ask, you've said that those are things that they need to learn, in 
experience are those things that are learnt?‑‑‑They're learnt when you're working.
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incredibly difficult to get the care delivered well, timely and effectively if you've g
PCA.

PN8255    
Do I take it from that answer and your reference to a new PCA that those are skill
develop on the job?‑‑‑They do develop in most PCAs, but I think they need a bett
grounding before they come.

PN8256    
Thank you, Ms Barham.  I have no further re-examination.  Might the witness be 

PN8257    
COMMISSIONER O'NEILL:  Yes.  Ms Barham, thank you very much for your ev
and you're excused?‑‑‑Thank you.

<THE WITNESS WITHDREW                                                             [2.52 PM

***        LISA BAYRAM                                                                                                                        RXN MR MCKENNA

PN8258    
MR McKENNA:  And, Commissioner, I will hand over to Mr Hartley for the next

PN8259    
COMMISSIONER O'NEILL:  All right.  That's Ms Hewson.

PN8260    
MR WARD:  Sorry, Commissioner, I apologise, I know we're running behind, cou
have a two minute break?

PN8261    
COMMISSIONER O'NEILL:  Yes, of course.

SHORT ADJOURNMENT                                                                     [2.52 PM

RESUMED                                                                                                [2.54 PM

PN8262    
COMMISSIONER O'NEILL:  Good afternoon, Ms Hewson.  I'm Commissioner O
and my associate is just going to have you take the affirmation.

PN8263    
MS HEWSON:  Okay.

PN8264    
THE ASSOCIATE:  Ms Hewson, can you please say your full name and work add

PN8265    
MS HEWSON:  Yes, my full name is Suzanne Claire Hewson and my work addre
Royal Adelaide Hospital, Port Road, Adelaide.

PN8266    
THE ASSOCIATE:  Thank you.

<SUZANNE CLAIRE HEWSON, AFFIRMED                                   [2.54 PM
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PN8268    
MR HARTLEY:  Thank you, Commissioner.

PN8269    
Ms Hewson, can you see me?  I'm the man with the beard?‑‑‑Yes.

***        SUZANNE CLAIRE HEWSON                                                                                                    XN MR HARTLEY

PN8270    
Thank you.  I'm Jim Hartley for the ANMF.  Can you just restate your name?‑‑‑Ye
name is Suzanne Claire Hewson.

PN8271    
Thanks very much.  Have you made a statement in this proceeding dated 29 Octob
2021?‑‑‑Yes, I did.

PN8272    
Is that it sitting on the table in front of you right now?‑‑‑Yes, this one, yes.

PN8273    
Is that a statement of 32 paragraphs over eight pages?‑‑‑Yes.

PN8274    
For the Commission's assistance, that's tab 231 in the court book at page 12,050.  
Hewson, could you have a look at paragraph 5 of that statement and just read it to
yourself?‑‑‑Certainly.  'I'm currently working in aged care.'  Is that the one?

PN8275    
Yes, that's the one.  Just read that to yourself and then also paragraphs 6 and 8.  Yo
have to read it out loud?‑‑‑Yes, I've read those.

PN8276    
Can you have a read of paragraph 32 as well?  It should be in the very last paragra
your signature.  Ms Hewson, can you see that?‑‑‑Yes.

PN8277    
Yes, great, thank you.  What you say in those paragraphs is that you were consider
leaving aged care.  The position is that you have now, in fact, left aged care.  Is th
right?‑‑‑That's correct.

PN8278    
Can you describe what it is that you're doing now?‑‑‑Yes, I'm enrolled nurse in me
health.

PN8279    
As far as the rest of your statement is concerned, that's to be understood as a statem
was accurate as at the time that you made it but now things have changed, is that
right?‑‑‑That's correct, yes.

PN8280    
Understood in that way, the statement is true and correct to the best of your knowl
recollection?‑‑‑Yes.  I do have an error on page 4 of that statement and it is, 'At 10
unpaid 10 minute tea break.'
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***        SUZANNE CLAIRE HEWSON                                                                                                    XN MR HARTLEY

PN8283    
Thank you, Ms Hewson.  With that correction the statement is true and correct to 
your knowledge and recollection?‑‑‑That's right, yes.

PN8284    
Thank you, Ms Hewson.  You'll see Mr Ward in one of the other squares on the sc
now going to ask you some questions?‑‑‑Okay.

CROSS-EXAMINATION BY MR WARD                                           [2.57 PM]

PN8285    
MR WARD:  Ms Hewson, can you hear me okay?‑‑‑Yes.

PN8286    
Ms Hewson, my name is Nigel Ward.  I appear in these proceedings for the emplo
interests.  You have your statement in front of you, don't you?‑‑‑Yes, I do.

PN8287    
Ms Hewson, I'm only going to ask you a few questions so I won't be keeping you 
very long.  Can I ask you to go to paragraph 10 of your statement and I'm going to
I've got this right.  You got a certificate 3 in aged care in 2014 and then you proce
obtain your diploma of nursing after that, is that correct?‑‑‑That's correct.

PN8288    
I wonder if you could share with me what did the diploma of nursing teach you th
certificate 3 didn't?‑‑‑It was much more involved.  You had to do anatomy.  You h
know much more legal and ethical areas of responsibilities of being a nurse.  I had
drug calculations.  I had to know how to do drug calculations and what the tablets
I had to study that information as well.  I had to know how to approach people, ho
handover, how to do observations, learn how to do blood pressures, manual.  I had
how to do vein puncture, stitching wounds.  I had to do wound care.  I had to unde
about pressure injuries.  I had to understand about deteriorating conditions in elde
people.  I had to know the vital signs and what areas of concern would be.  I had t
idea of dementia.  I had to an idea of other illnesses that the elderly have.  I had to
understanding of mental health.  I did a mental health placement.  Plus I had to ha
information about acute wards and what would happen in a hospital setting as wel
far more details.  It was fulltime study over an 18 month period and that didn't inc
placements that you have as well.

***        SUZANNE CLAIRE HEWSON                                                                                                       XXN MR WARD

PN8289    
What was the extent of the placement you had when you did your diploma?‑‑‑I ha
week placement in aged care but we weren't allowed to administer any medication
placement because I hadn't done the medication part of it.  So that was mainly the
I've got experience in wound care.  A lot of people did not have experience as a ca
they didn't understand how to shower people, so they had to learn how to do all of
what basically the routine is in an aged care facility.

PN8290    
Keep going?‑‑‑I was involved in the opioid drug rounds so that I understood all th
procedures and practices in that which is quite strict I also learnt the difference b
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I won't ask you to go into that because I appreciate you've had it but our case is ab
care so I might pause you there.  I might pause you there.  When you finished you
of nursing you were competent to administer medications?‑‑‑Yes.

PN8292    
But you weren't competent when you had your certificate 3?‑‑‑No.

PN8293    
Okay?‑‑‑Yes, I was but when I changed to be a home support worker.

PN8294    
Bear with me?‑‑‑Yes.

PN8295    
After you finished your certificate 3 did you do an additional competency for
medications?‑‑‑No.  Because I worked in an aged care facility that was different a
changed positions, when I left Bupa and worked for Southern Cross Care as a hom
worker I had to have a six-hour training course on administering medications.

PN8296    
That was overseen by a registered nurse?‑‑‑Yes.

PN8297    
Can I just take you to your statement, then, just to clarify some points around med
I can.  I think it's paragraph 17(j)?‑‑‑Yes.

PN8298    
You say in paragraph 17(j) that you checked that opioid pain patches are on reside
residents currently have these.  I'm entirely ignorant of this, bear with me.  Is an o
patch a Schedule 4 or a Schedule 8 thing?‑‑‑It's a Schedule 8.

PN8299    
Are you qualified to actually put them on or are you qualified to do something els
I'm qualified to put them on and take them off, yes.

***        SUZANNE CLAIRE HEWSON                                                                                                       XXN MR WARD

PN8300    
Do I need a diploma in nursing to do that?‑‑‑Yes.

PN8301    
So, a personal care worker couldn't do that?‑‑‑No.

PN8302    
No, that's fine, that's fine.  Later on in (r) and (s) where you talk about the drug ro
see that?‑‑‑Yes.

PN8303    
Are you talking there about Schedule 8 or Schedule 4?‑‑‑No, that's Schedule 8, ye

PN8304    
Schedule 8.  And are you authorised to do Schedule 8 drugs?‑‑‑Two people have t
Schedule 8 drugs.  One has to be a registered nurse.
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I think this is what you've just told me.  That the registered nurse is the administer
drug and the enrolled nurse is the person who confirms that the right drugs being g
the person.  Is that right?‑‑‑That's right, yes.

PN8307    
Could I ask you to go to paragraph 22.  In paragraph 22 you say:

PN8308    
In addition to my duties outlined above, I am also the dementia and palliative c
champion.

PN8309    
Do you see that?‑‑‑Yes.

***        SUZANNE CLAIRE HEWSON                                                                                                       XXN MR WARD

PN8310    
I wonder if you could tell us what the dementia and palliative care champion, wha
role?‑‑‑That role was given to me by the RSM of the aged care facility and that en
to attend.  Because I was very good at my job, they asked me to be the dementia a
palliative care champion for the site.  So I attended training sessions specifically f
two areas that you deal with in aged care, which I got paid for, so that was in work
the interim because there was such a big interest in dementia, I did a lot of work o
dealing with Dementia Australia and I was at this part called the Communities of 
so I would have Zoom meetings with people with an interest in dementia and how
best serve people in aged care facilities with dementia, and that practices worked, 
could improve, they had guest speakers.  It really was quite excellently run.  I also
special training just on dementia itself which is part of the dementia training that t
so I had another bow up my sleeve, plus I attended all of the things that Southern 
paid for, plus I also did the University of Tasmania mocks, which are like 20 week
courses, which go right through and give more detailed information on dementia.

PN8311    
This is - you learnt skills about palliative and dementia care beyond your diploma
course?‑‑‑Yes.

PN8312    
And I take it, does that mean that you're now the sort of - sorry, this will sound cru
that mean you're the go to person if somebody's got a problem in that area?‑‑‑Well

PN8313    
You were, okay.  Sorry, yes, you've left?‑‑‑Yes.

PN8314    
But you were.  Sorry, you were.  That's fine.  Now, if I could take you down to par
24(a), you're talking here about medications?‑‑‑Yes.

PN8315    
You say:

PN8316    
A new EN would find it difficult to do the job safely and efficiently.

PN8317
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drugs that need to be administered by a certain time, like Panadol and Panadol Os
have a four hour window.  A lot of people are having Panadol four hours, four tim
and a lot of people have Panadol Osteo are having Panadol Osteo every six hours,
three times a day.  So you need to be quite specific in the timeframe so that you ha
something that the afternoon staff can adhere to their schedule, so that the people'
relief has been resolved in an appropriate manner.  And - - -

PN8318    
So, this is - sorry, when you give this evidence, this is about medications specifica
it?‑‑‑Yes.

***        SUZANNE CLAIRE HEWSON                                                                                                       XXN MR WARD

PN8319    
No, that's fine, that's fine.  And how long - in your experience, how long does the 
to be able to do the job safely and efficiently?‑‑‑It depends on the amount of resid
you're actually looking after.  You know, I have done - I've looked after 35 residen
that's extremely difficult, even for an experienced enrolled nurse.  That's quite cha
But, you know, in reality I think it would take at least a year for the enrolled nurse
become reasonably capable but, you know, you're still constantly learning because
different drugs being put on the market all the time.  So, you need to keep your sk
and you need to ensure that you know what you're administering.  Some people do
the same impetus that I have, that I want to make sure I'm doing the best job that I
can.  So I probably research things and ensure that I'm fully aware of what I'm act
administering, whereas other people don't have that.

PN8320    
Can I just ask a few more questions on that.  We've had some evidence in the case
about Schedule 4 drugs, and that when people validate that they've got the right dr
use, like, picture charts of the tablets.  Is something similar like that used to valida
Schedule 8 drugs, or is it just you're looking at the name of the drug?‑‑‑With an el
drug chart you can have photos but you don't have photos of all the tablets that are
you do need to know what the tablets look like.

PN8321    
Okay.  And you gain that through experience, I presume?‑‑‑Yes.

PN8322    
No further questions.  Thank you very much.  Thank you?‑‑‑Thank you.

PN8323    
COMMISSIONER O'NEILL:  Mr Hartley, any re-examination?

RE-EXAMINATION BY MR HARTLEY                                            [3.10 PM

PN8324    
MR HARTLEY:  Yes, very briefly, thanks, Commissioner.  Ms Hewson, you were
some questions about paragraph 10 and you were listing a large number of skills t
thought were required of a person in your position.  One of the things that you sai
how to approach people.  Can you just explain what you meant by how to approac
as a skill?‑‑‑Yes. People with dementia, you need to be quite careful on how you a
them.  You need to be openly engaged.  You need to ensure that you are speaking 
clearly and concisely and that you need to show that you're listening as well as spe
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yet aware of what was happening around them as well.  And I think that's a skill th
learnt.

***        SUZANNE CLAIRE HEWSON                                                                                                 RXN MR HARTLEY

PN8325    
Yes, thank you.  Another skill that you identified that you learnt while doing your 
was, I think the word you used was venepuncture.  Is that the right word?  And wh
that mean?‑‑‑It means taking blood.

PN8326    
Thank you.  You I think were commencing to describe a placement that you did on
ward.  Do you remember that evidence that you were starting to give?‑‑‑Yes.  Yes
six weeks and that was - - -

PN8327    
I have a question about that if you don't mind.  The question is was the placement
had on the acute ward, did you find that what you learnt in that placement was use
your later work in aged care?‑‑‑To some extent I was.  I was with Disability SA an
don't have people on ventilators in aged care but we do have people with multiple
and other illnesses that was – so that was very relevant, yes.

PN8328    
Were there any other respects in which your acute ward placement was relevant to
that you carried on in aged care?‑‑‑I think it's mainly – well, there it was how to o
people, ensuring that all my observations were correct and then making good clini
reasoning on what I was doing or what should be done or how I could improve tha
Noticing pain, in particular, with people and how that's really important.  And I al
through that also learnt how to communicate non-verbally with people because a l
them were non-verbal.  They had brain injuries, I had to learn how to ask question
they could respond by lifting one eyebrow up.  So it was very handy in that way o
do – how to make more of your communication skills on a whole in that regard.  A
after that I did a two-week mental health placement as well which gave me all ove
more information about mental health issues in aged care because 80 per cent of th
residents there have – suffer from depression.  We also look after a lot of people th
have mental health conditions and that's not really recognized very well, that peop
schizophrenia or bipolar.  So that was really useful as well.

PN8329    
The last question that I have for you, Ms Hewson, is you were asked some questio
paragraph 22.  That's the one where you referred to being the dementia and palliat
champion.  I think you gave an acronym, you said that your RSM named you the 
at that time.  What is an RSM?‑‑‑Residential Service Manager, so that's the person
of the aged care facility.

PN8330    
Yes, thank you, Commissioner, that's the re-examination.

PN8331    
COMMISSIONER O'NEILL:  Ms Hewson, thank you very much for your eviden
afternoon.  You're excused and free to go?‑‑‑Thank you.

***        SUZANNE CLAIRE HEWSON                                                                                                 RXN MR HARTLEY
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PN8333    
COMMISSIONER O'NEILL:  Always welcome.

PN8334    
MR WARD:  We won't be requiring Maree Bernoth.  I hope I've pronounced that n
correctly.

PN8335    
COMMISSIONER O'NEILL:  All right.  Do we have Ms Mashford?  I think she's
to be admitted.  Ms Mashford.

PN8336    
MS MASHFORD:  Yes.  Am I joined?

PN8337    
MR McKENNA:  Speak up a little.

PN8338    
MS MASHFORD:  Hello, can you hear me?

PN8339    
COMMISSIONER O'NEILL:  Yes, yes, I can.  We're just seeing the side of you, t
is facing the other – is it the front of the room.

PN8340    
MR McKENNA:  Yes, everyone's trying to work out the camera.

PN8341    
COMMISSIONER O'NEILL:  Ms Mashford, I'm Commissioner O'Neill and my a
is just going to have you take the affirmation.

PN8342    
MS MASHFORD:  Okay.

PN8343    
COMMISSIONER O'NEILL:  That's better.

PN8344    
THE ASSOCIATE:  Ms Mashford, can you please state your full name and work a

PN8345    
MS MASHFORD:  Virginia Laura Mashford, Preston Road, Wynnum West.

***        SUZANNE CLAIRE HEWSON                                                                                                 RXN MR HARTLEY

PN8346    
THE ASSOCIATE:  Thank you.

PN8347    
MS MASHFORD:  I'm not sure of the number.

<VIRGINIA LAURA MASHFORD, AFFIRMED                               [3.17 PM

EXAMINATION-IN-CHIEF BY MR MCKENNA                              [3.17 PM
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PN8350    
MR McKENNA:  Thank you, Commissioner.

PN8351    
Ms Mashford, my name's Jim McKenna, I appear on behalf of the ANMF.  Can yo
me?‑‑‑Yes, I can.

PN8352    
I take it from your answer you can also hear me, that's a good start.  Could I ask y
please repeat your full name?‑‑‑My full name is Virginia Laura Mashford.

PN8353    
You are employed as an assistant in nursing with Regis Aged Care in Wynnum, th
correct?‑‑‑That is correct.

PN8354    
You were asked a minute ago for the address, I think you couldn't remember the n
aside from that could you just please repeat the address of that facility?‑‑‑It's Prest
Wynnum West, Queensland, 4178.

PN8355    
Thank you very much.  Ms Mashford, have you prepared a witness statement for t
purpose of these proceedings?‑‑‑I did prepare a statement, yes.

PN8356    
Have you got a copy of that with you today?‑‑‑Yes, I have.

PN8357    
Can I just ask to confirm with you that it's a statement dated 29 October 2021?‑‑‑M

PN8358    
Hopefully you'll find the date on the 13th page?‑‑‑29 October 2021.

***        VIRGINIA LAURA MASHFORD                                                                                                 XN MR MCKENNA

PN8359    
Whilst you're there can you confirm that the statement runs to 69 paragraphs over
pages?‑‑‑Correct.

PN8360    
For the benefit of the Commission, it's found at document 232, page 12,058 of the
electronic court book.

PN8361    
Ms Mashford, have you had a chance to read that statement recently?‑‑‑I've read i
of times today, yes.

PN8362    
I understand there are a number of corrections that you'd like to make to it?‑‑‑Yes,
corrections which I've got on the front here.

PN8363    
I'll just take you through them so that everyone knows precisely what they are.  Is
of those at paragraph 21?‑‑‑Correct
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I understand that there's been some changes to that shift, you don't work the morn
So I understand that in terms of corrections to make to paragraph 21 should we de
subparagraph (a) and (b) and perhaps the word 'namely' in the main part of the
paragraph?‑‑‑I'm assuming you're talking about what I originally put in, yes, and I
prefer just not to comment about the morning shift because I don't work on the mo
shift.

PN8366    
The paragraph would read:

PN8367    
The morning shift for AINs goes from 0630 to 1430 hours.  During that time th
number of different AIN shifts in each of the Stradbroke and Bribie wings.

PN8368    
And it would stop there, is that correct?‑‑‑Correct.

PN8369    
Thank you.  Then 22 would also be removed to the extent that that deals with the 
shifts on morning shift?‑‑‑Correct.

PN8370    
Thank you.  Then with respect to paragraph 23, that is talking about the afternoon
that's a shift that you work?‑‑‑Correct.

***        VIRGINIA LAURA MASHFORD                                                                                                 XN MR MCKENNA

PN8371    
I understand that there are a number of changes that have occurred to that shift sin
initial statement?‑‑‑Correct.

PN8372    
One being the removal of the medication competent AIN.  Is that correct?‑‑‑Corre

PN8373    
In paragraph 23 you would remove the reference there to the medication competen
and the paragraph would read:

PN8374    
For the afternoon shift there are three AINs in each wing.  The AIN shift times 

PN8375    
and then (a) and (b).  Is that correct?‑‑‑Correct.

PN8376    
Then with respect to (c) there are some changes to the third of the shifts and rathe
being from 1630 to 2030, it would be from 1500 hours to 2100 hours, is that
correct?‑‑‑Correct.

PN8377    
Then the reference in subparagraph (d) to the medication competent shift would b
removed?‑‑‑Correct.

PN8378
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PN8380    
And so on?‑‑‑Correct.

PN8381    
I probably haven't read that very clearly, Commissioner, I'm not sure if that needs 
clarified.

PN8382    
COMMISSIONER O'NEILL:  Look, I think we'll keep adopting the same approac
we'll deal with the changes here but you can file a corrected statement for the hear

PN8383    
MR McKENNA:  Yes.  I think the only other change – no, sorry.  Paragraph 60.  N
paragraph 26, subparagraph (n) you there refer to:

***        VIRGINIA LAURA MASHFORD                                                                                                 XN MR MCKENNA

PN8384    
AINs are also required to clean the pan rooms and remove laundry to the main
area in another part of the facility.

PN8385    
Would you also add to that subparagraph the fact that AINs are required to restock
cupboards?‑‑‑During the COVID lockdown outbreak that we had at our facility, th
the case.

PN8386    
You would add the words, 'and during the COVID lockdowns would restock linen
cupboards'?‑‑‑Yes.

PN8387    
Thank you.  Then I think finally in paragraph 60 – hang on, pardon me.  At 28 at t
the paragraph, you would add the words:

PN8388    
More recently there has been an increase of agency staff causing to cover staff
shortages but we are still often short-staffed.

PN8389    
?‑‑‑Correct.

PN8390    
I'm also reminded that I missed a change to paragraph 26, subparagraph (e) and (f
sorry.  In 26(e) the reference there to the AIN starting at 1630 would be changed t
Is that correct?‑‑‑Yes.

PN8391    
I'm sorry and subparagraph (f) would be removed?‑‑‑Correct.

PN8392    
Then I've said this a few times but I think the final change would be to paragraph 
you would add at the end of that paragraph a further sentence saying:

PN8393
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PN8395    
Thank you, Ms Mashford.  Subject to those changes, are the contents of your witn
statement true and correct?‑‑‑Yes.

PN8396    
Ms Mashford, you should see on the screen that you're looking at, the face of Mr N
Ward as well who's now waving to you?‑‑‑Yes.

***        VIRGINIA LAURA MASHFORD                                                                                                 XN MR MCKENNA

PN8397    
Mr Ward has some questions for you.

PN8398    
COMMISSIONER O'NEILL:  Just before you do, Mr Ward, I've just got a technic
on my computer that's just going to take me a moment or two to address.  I'll just 
that.  I'll be back in a moment.

PN8399    
That's all right.  We're back.  I just got an alert to say I had three per cent battery le
I've resolved that.  Ms Rafter, are you taking the cross-examination here or - - -

PN8400    
MS RAFTER:  No, apologies, I was just going to ask the Commission for an indu
a couple of minutes, please, just for Mr Ward.  He just had to step our urgently.

PN8401    
COMMISSIONER O'NEILL:  Yes, no trouble.

<THE WITNESS WITHDREW                                                             [3.25 PM

SHORT ADJOURNMENT                                                                     [3.25 PM

RESUMED                                                                                                [3.26 PM

<VIRGINIA LAURA MASHFORD, RECALLED                              [3.26 PM

CROSS-EXAMINATION BY MR WARD                                           [3.26 PM]

PN8402    
COMMISSIONER O'NEILL:  Mr Ward.

PN8403    
MR WARD:  Sorry, Commissioner, I seem to be marginally unwell this afternoon
apologies.

PN8404    
Ms Mashford, am I pronouncing your name correctly?‑‑‑Thank you.

PN8405    
Ms Mashford, my name is Nigel Ward.  I appear in these proceedings for the emp
interests and I'm just going to ask you some questions.  Do you have your stateme
of you?‑‑‑I do.
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Now, I'm not sure if this is one of the paragraphs that got amended but in my versi
reads as follows:

PN8408    
There is usually two registered nurses, RNs, and one RN and one endorsed enr
nurse, EEN, in charge of the shift across the three wings.  Sometimes this role i
two EENs.  There are also two clinical care coordinators who do the clerical
administrative work during office hours.

PN8409    
I just want to pause there.  Who are the clinical care coordinators?  Are they regist
nurses themselves?‑‑‑Correct.  They do the clinical care coordination and clerical 
are on staff, though they don't work on the floor.

PN8410    
When you say they do the clinical administrative work, could you describe for me
clinical administrative work is?‑‑‑It is the overview of the clinical needs of each re
sorting and coordinating care needs of the residents.  It's beyond my scope of prac
am – I just have a general view of what their workload is.

PN8411    
When you say clinical administrative work, that's just your general understanding
you don't know the specifics?‑‑‑Correct.

PN8412    
That's fine.  That's fine.  Can I ask you to go to paragraph 26(f)?‑‑‑Yes.

PN8413    
You talk in paragraph 26(f) about a medication competent AIN.  Do you know wh
qualification is that's required to be a medication competent AIN?‑‑‑You have to h
certificate 3 or equivalent qualification and you have to have work experience wit
organisation and you have to pass some sort of test, I'm not medication competent
haven't sat the test.

PN8414    
You're not familiar with what that test is about?‑‑‑No, I haven't sat that test.

PN8415    
No, that's fine.  That's fine.  Are you aware do medication competent AINs simply
distribute Schedule 4 medications?‑‑‑Yes, they would distribute the pre-packed
medications.

PN8416    
In the Webster packs or the blister packs?‑‑‑Correct.

PN8417    
Could I ask you then to go to paragraph 26(m), M for Michael?‑‑‑Yes.

***        VIRGINIA LAURA MASHFORD                                                                                                     XXN MR WARD

PN8418    
In this part of your statement I think you're listing what you do in your day-to-day
job?‑‑‑Correct.
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PN8421    
Could you tell me what documentation you do at the end of your shift?‑‑‑I fill in b
sheets, I fill in food imbalance charts, I document progress notes, complex plan – 
fill in complex pain charting.  I have things like massage and so forth that – those 
charting.  And sometimes there's ag fee which is or was method that determines th
for the organisation, we have to fill out those sort of things like continence care an
forth.

PN8422    
Can I just go through a few of those just to understand them better.  When you say
notes, that's the observations you've made on the people in your care?‑‑‑Correct.

PN8423    
That might involve making a note about how you've observed their behaviour cha
might involve a note about observing a skin lesion or something like that?‑‑‑Corre

PN8424    
You talked about, I think you said, complex pain?‑‑‑Correct, that's where we have
whether the person is – I don't have any – I don't determine the pain levels or anyt
just note that pain is present and I note that on pain charts.

PN8425    
Bear with me, is that simply ticking a box that pain is present?‑‑‑Yes, yes, yes.  Th
just an observation.  I have no skill level there at all.

PN8426    
That's okay.  That's okay but you would have obviously sufficient skill to observe
somebody is in pain?‑‑‑Correct.

PN8427    
Would you normally do that by asking them?‑‑‑I ask somebody, I observe their res
questions, I look at their behaviours and so forth.

PN8428    
Do you chart things like fluid output, bowel motions, things like that?‑‑‑Correct.

***        VIRGINIA LAURA MASHFORD                                                                                                     XXN MR WARD

PN8429    
Again, for a bowel motion, would that be simply noting the time that it occurred?‑
have to note the amount of bowel motion, whether there's constipation, whether th
was continent or incontinent in that process.

PN8430    
In terms of these charts that you're doing, are these charts paper charts or are they 
iPad or - - -?‑‑‑They're in the computer system.

PN8431    
They're in the computer system.  So at the end of your shift you go somewhere in 
to use the computer?‑‑‑At the nurse's station there's a computer that AINs use to d
charting.

PN8432    
I think o mentioned ACFI? Correct
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When you say 'I do tick sheets' can you just give me an example of a tick sheet?‑‑
I've just had a complete blank.  Just go back to the - - -

PN8435    
Take your time, it's fine?‑‑‑Right.  So when you go into - you have to go to the (in
sheets.  You then have to choose the resident, then you - you can either just generi
in the time, which you just tick the top box and that generically fills it in, or you c
individually do those - those charts.  It's relatively easy and straightforward and si
it's time consuming.

PN8436    
I understand.  How long do you normally spend at the end of your shift doing that
depends on the complexity of the shift and the time - sometimes if I'm really tired
quickly as I possibly can.  Other times I put more time and effort and (indistinct), 
write more individual progress notes about the residents and so forth.  So it varies
does vary from one shift to the next.

PN8437    
So it could be 20 minutes or it could be two hours?‑‑‑Never two hours, but certain
minute, half an hour, sometimes it can take me longer, especially if I'm tired and I
fighting with the computer system.

PN8438    
Thank you.  Can I ask you to go to - bear with me - 36(c)?‑‑‑Okay.  Yes.

PN8439    
36(c) says:

***        VIRGINIA LAURA MASHFORD                                                                                                     XXN MR WARD

PN8440    
Many of the residents have special food, nutrition or hydration needs.  Some re
are gluten free, lactose intolerant, some need different textures of food.

PN8441    
Am I right that that will all be contained in the care plan?‑‑‑There's a care plan on
computer system and there's a care plan in the bedrooms which tell you about the 
care of people.  In the kitchen there is charting which I look up each time if I'm un
about a person's - a person's new or they've had illness or there's been a change of
and we can look that up, and if I'm still unsure I can go to the registered nurse and

PN8442    
Ask the registered nurse.  Can I just understand the distinction of what you've just
described.  You said there's a care plan in the computer.  I assume that that's their 
plan?‑‑‑Yes.

PN8443    
And then you said there's a care plan in the room about - - -?‑‑‑And that's about m
and toileting and things like that.  It tends not to be about food, it tends to be abou
and toileting and transferring from bed to chair or hoist, et cetera.

PN8444    
Is that sort of drawn out of the big care plan on the computer?‑‑‑Yes, although (ind
th ' t f t th ' i th i th t d th
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That might for instance discuss how you need your certain hoist to life them or thi
that?‑‑‑Whether it's a two person, whether you need two people to assist the indiv
particular resource, like hoist or the slide sheets that you can stand transfer someo
There's a variety of different - - -

PN8447    
Could you help me, what is a slide sheet, it's the one thing I haven't asked so far?‑
A slide sheet is a very large piece of nylon and it's slippery and you use friction.  S
double it over and you use one piece of sheet over the other to put the person on to
move them that way.

PN8448    
It creates less friction - - -?‑‑‑Yes.

PN8449    
- - - so they are easy to move?‑‑‑Yes.

***        VIRGINIA LAURA MASHFORD                                                                                                     XXN MR WARD

PN8450    
Do you use that to move them around the bed or - - -?‑‑‑Yes, correct.

PN8451    
So if you were repositioning somebody who was heavy you might use that?‑‑‑Yes
definitely.  Absolutely.

PN8452    
Can I take you to 44.  Sorry, my apologies, Ms Mashford, can I take you to 44?‑‑‑

PN8453    
Sorry, my apologies.  You say:

PN8454    
During my time working at (indistinct) I've noticed that the regulation requirem
increased.  At Regis Wynnum I have noticed an increase in the accountability p
staff with documentation requirements.

PN8455    
And I will just pause there.  Is that a reference to the documents you and I talked a
earlier that you do at the end of your shift?‑‑‑Yes.  There's far greater input from s
myself.  It's just (indistinct) inputting into the computer system.  Once upon a time
to be the registered nurses who'd do those - that sort of documentation, and AINs 
basically pass the information on, but it's now - and I suppose that's the accountab
where, you know - - -

PN8456    
The accountability part is the fact that you're now entering that into the system?‑‑‑

PN8457    
No, I understand.  I'm right, aren't I, that those things that you're charting, those th
you're observing, they all come out of your skillset that you learn in your Certifica
III?‑‑‑Correct.

PN8458
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PN8460    
I think what you're saying there is they're in the office more than on the floor, is it
like a nurses station, so it's - - -

***        VIRGINIA LAURA MASHFORD                                                                                                     XXN MR WARD

PN8461    
Sorry, I said the nurses - - -?‑‑‑And it's always accessible.  Yes, RNs do spend mor
collating information.  So the information that I'm putting in and sharing it then go
registered nurse and I suppose they also take information from other professional 
providing care within the organisation, and there's any amount of different care
professionals.  There's dieticians, there's optometrists, there's podiatrists, there's
physiotherapists, et cetera, et cetera.

PN8462    
That's part of that liaison role that the registered nurse is playing?‑‑‑Yes, and there
and collating the information, and then it goes to the clinical care coordinators wh
these things together and then it goes through the bureaucratic process of getting f
I'm assuming.

PN8463    
Now, I don't want this to sound unfair, so bear with me.  I take it you don't know
specifically what the RN is spending more time on, you just see them spending m
on it?‑‑‑Correct, it's an observation.

PN8464    
No, that's fine.  Just a moment if I can.  Ms Mashford, thank you very much for yo
evidence.  Commissioner, we have no further questions.

PN8465    
COMMISSIONER O'NEILL:  Any re-examination, Mr McKenna?

PN8466    
MR McKENNA:  There is not, Commissioner.  Might Ms Mashford be excused?

PN8467    
COMMISSIONER O'NEILL:  Indeed.  Ms Mashford, thank you very much for yo
evidence, you're excused and free to go?‑‑‑Okay.  Thank you so much.

<THE WITNESS WITHDREW                                                             [3.42 PM

PN8468    
COMMISSIONER O'NEILL:  All right.  We have Ms Nasemena?

PN8469    
MR McKENNA:  Yes.  Commissioner, it is the screen with Lee Hubbard in it that
Nasemena - that's where she will be appearing.

PN8470    
COMMISSIONER O'NEILL:  All right.  The camera's not on at this point.

PN8471    
MR McKENNA:  I think Mr Hubbard might be there and he might see to that.
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***        VIRGINIA LAURA MASHFORD                                                                                                     XXN MR WARD

PN8474    
COMMISSIONER O'NEILL:  Good afternoon, Ms Nasemena.  Have I pronounce
name correctly?

PN8475    
MS NASEMENA:  Yes.

PN8476    
COMMISSIONER O'NEILL:  And you can hear me.  I'm O'Neill C and my Asso
going to have you take the affirmation.

PN8477    
THE ASSOCIATE:  Ms Nasemena, can you please state your full  name and work

PN8478    
MS NASEMENA:  My name is Rose Nasemena.  My work address is BUPA Age
Bonbeach, 53-59 Broadway, 3196, Victoria.

<ROSE NASEMENA, AFFIRMED                                                       [3.44 PM

EXAMINATION-IN-CHIEF BY MR MCKENNA                              [3.44 PM

PN8479    
COMMISSIONER O'NEILL:  Mr McKenna.

PN8480    
MR McKENNA:  Thank you, Commissioner.  Ms Nasemena, my name's Jim McK
am the barrister or one of the barristers for the ANMF in this proceeding.  Could I
ask you to again state your full name?‑‑‑My full name Rose Nasemena.

PN8481    
You are employed as an assistant in nursing by BUPA at BUPA Bonbeach.  Is that
correct?‑‑‑Yes.  Yes.

PN8482    
You've just given your address at that facility.  Could you please repeat that for the
Commission?‑‑‑53-59 Broadway, 3196 Bonbeach, Victoria.

PN8483    
Thank you.  It might be that that's the hardest question that some of the witnesses 
in this proceeding.  It's sometimes difficult to remember our work address.  Ms Na
have you prepared a witness statement in this proceeding?‑‑‑Yes.

PN8484    
Do you have a copy of it with you today?‑‑‑Yes.

***        ROSE NASEMENA                                                                                                                   XN MR MCKENNA

PN8485    
Is it a statement of 59 paragraphs over 10 pages, with one annexure?‑‑‑Just one m
Can you repeat?  Is it 59 paragraphs?
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PN8488    
Hopefully on that page 10?‑‑‑Page 10.

PN8489    
Just after 57 paragraphs?‑‑‑Yes, I can see now, yes.

PN8490    
It's important to know that we're working off the same document.  And for the ben
Commission and the transcript it is document 228 at page 11,987 in the electronic
book.  Ms Nasemena, have you had a chance to read that statement recently?‑‑‑Ye
went through.

PN8491    
I understand there are a couple of corrections you'd like to make.  The first of whi
paragraph 4.  Is that correct?‑‑‑Paragraph 4.

PN8492    
Is it correct that you have now resigned - - -?‑‑‑Yes, paragraph 4, yes, I put my res
letter on 7 April.  My last day of work will be tomorrow.

PN8493    
Thank you.  And so, to clarify paragraph 4, would you add that you resigned from
position with effect on 7 May 2022, to take time out?‑‑‑Yes.

PN8494    
Thank you.  And then in paragraph 8 you did some bed numbers?‑‑‑Yes.

PN8495    
Now, you say Bonbeach is a 100 bed facility, with about 90 residents currently.  A
understand that you changed the numbers of beds in Parklane from 32 to 13.  Is th
correct?‑‑‑No, the bed number from Parklane - Mayfair it's a dementia unit, it's 14

PN8496    
Right, so Mayfair instead of 12 it'd be 14?‑‑‑Yes.

PN8497    
Park Lane we currently say 32?‑‑‑Yes.

***        ROSE NASEMENA                                                                                                                   XN MR MCKENNA

PN8498    
Should that be changed?‑‑‑Yes.

PN8499    
Is that correct, that - sorry?‑‑‑No, no, Park Lane unit now it's 33 because at Park L
it's break up to three section.  We call team A, team C - team A, team B and team 
C is dementia unit, yes.

PN8500    
So, should Park Lane refer to 32 beds in Park Lane.  Is that correct?  Thirty-three,
sorry?‑‑‑Thirty-three, yes.

PN8501    
Thank you And then for Lodge how many beds should there be there?‑‑‑In Lodg
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PN8503    
Subject to those changes, are the contents of your witness statement true and
correct?‑‑‑True.

PN8504    
The one annexure that you've got which I think is a pay slip, that's a true copy of t
document that you refer to in your witness statement?‑‑‑Yes.

PN8505    
Thank you, Commissioner.

PN8506    
COMMISSIONER O'NEILL:  Mr Ward.

PN8507    
MR McKENNA:  Yes.  Ms Nasemena, you should see Mr Nigel Ward on a screen
in a box on the screen in front of you?‑‑‑Yes.

PN8508    
Mr Ward will have some questions for you.  Thank you.

CROSS-EXAMINATION BY MR WARD                                           [3.50 PM]

PN8509    
MR WARD:  Ms Nasemena, can you hear me okay?‑‑‑Yes, I can you clearly.

PN8510    
Thank you very much.  My name's Nigel Ward, Ms Nasemena, and I act in these
proceedings for various employer interests.  I'm just going to ask you some questi
you have your statement in front of you?‑‑‑Yes.

***        ROSE NASEMENA                                                                                                                        XXN MR WARD

PN8511    
I wonder if we could just start right at the beginning of the statement.  You describ
role as a senior carer.  Do you see that?‑‑‑Yes.

PN8512    
Can you just explain for me what the role of a senior - does senior mean somethin
particular at BUPA?‑‑‑Yes, being a senior carer I have actual responsibility and be
working there for 13 years, which the head nurses, the registered nurses there rely
on me.  So, I believe I'm a senior carer there with like additional responsibility, as
clients with their medication, yes.

PN8513    
And I take it that there are some people employed at BUPA who are just carers rat
senior carers?‑‑‑Yes.

PN8514    
Yes.  Could I ask you to go firstly to paragraph 10.  If you could turn to paragraph
please?‑‑‑Yes.

PN8515    
Now you say in paragraph 10:
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I'm right that you've got both a Certificate III and a Certificate IV in Aged Care ar
I?‑‑‑Yes.  Yes.

PN8518    
You say:

PN8519    
I did the Certificate IV in Aged Care to help learn more about aged care, espec
documentation at ACFI.  BUPA was helpful and encouraged us to do the Cert I
also undertaken courses, assist clients with medication and recognising healthy
system in a healthcare context.

PN8520    
Can you just explain to me the course Assist Clients with Medications.  Was that a
run by the employer or is that a TAFE course?  What sort of course is that?‑‑‑It is 
say from the memory it is a course run by the RTO.

PN8521    
Right?‑‑‑Yes, so they bring a tutor from the RTO.  They bring it into the facility to
run the course.  Like, that course for us to go through with assisting the clients wit
medication, the Webster-pak medication, yes.

PN8522    
Is that the course you did to become qualified to do medications?‑‑‑Yes.

***        ROSE NASEMENA                                                                                                                        XXN MR WARD

PN8523    
And I think you said it was – was it a full day course or - - -?‑‑‑It is a full day cour

PN8524    
Is it run by a registered nurse, or who ran it?‑‑‑A registered nurse, is a two time, y

PN8525    
The other course is, 'Recognising health body systems in a health care context.'  W
also run by a registered training organisation?‑‑‑Yes.

PN8526    
How long was that course?‑‑‑That was a day course as well too.

PN8527    
Am I right in saying there was an assessment or test at the end of the courses?‑‑‑Y

PN8528    
In terms of medications, am I right that you are limited to Schedule 4 medications

PN8529    
Just bear with me, I just want to see if how I understand that works is how it work
you.  You're able to do Schedule 4 medication rounds in the facility, is that correct

PN8530    
I assume your facility normally keeps its Schedule 4 medications locked away
somewhere?‑‑‑Yes.  Okay, Schedule 4 medication, it's dangerous drug, isn't it?  It 
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Let's say I'm the resident you're looking after; you would take the Webster‑pak to 
you'd check the medication – the tablets to make sure they're the right tablets, and
do that using a picture chart?‑‑‑Yes.  We have the iPad.

PN8533    
And it's on the iPad, is it?‑‑‑Yes, it's on the iPad, called the Leecare.  We've got to 
got to be very careful if there are two residents in the room and they have the sam
surname.

PN8534    
So you have to check the right person and the right tablets, yes?‑‑‑Yes.

***        ROSE NASEMENA                                                                                                                        XXN MR WARD

PN8535    
Does the iPad tell you how you have to give the tablet to the resident, whether or n
needs to be crushed or something like that?‑‑‑Yes.  Yes, they have the history of th
know, medical condition and all this, so we have to read all this.  And then we've g
check against physical Webster‑pak - we've got to check against what's on the iPa

PN8536    
After you've done that you would – let's say I needed my medication crushed and 
custard, you would do that as part of the process?‑‑‑Yes.  If a client finds it difficu
know, the swallowing, the swallowing problem, we will have to communicate wit
registered nurse, and yes, if tablets are not to be crushed it has to be dissolved in th
know, water or something – yes, in the water, yes.

PN8537    
You've given me my tablet, I take it that you would record on your iPad that I've t
it?‑‑‑Yes.  Yes, (indistinct) tablet and then we record it.

PN8538    
If there's a problem, let's say when you check the pills they don't look like the righ
who do you go and talk to?‑‑‑To the registered nurse and she follow up with the re
pharmacy, who dispensed the medication, yes.

PN8539    
Now, you did your Certificate III in 2009, and then you did your Certificate IV in 
Could you just share with us why you went on to do your Certificate IV?‑‑‑Okay. 
Certificate IV was – it was the organisation that I work with, they thought it's com
for the carers to, you know, extend their knowledge.

PN8540    
And - - -?‑‑‑Because you have to acquire the knowledge to work with the clients, 
residents, yes.

PN8541    
What extra skills did you learning doing the Certificate IV that you didn't have wh
had the Certificate III?‑‑‑Okay, Certificate IV was longer period than Certificate I
Certificate III is for me to get into the workforce, so they just run it through only i
three months, so that I go on the floor and I learn the job on my own, yes.  And
Certificate IV, it's theory, which I'll learn about how to communicate with the clien
the nursing home and in the home care as well, and with the individual support ca
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Can I ask you to go to paragraph 24?  You say, 'I do documentation on personal hy
care throughout my day by entering it in the progress notes'?‑‑‑Yes.

***        ROSE NASEMENA                                                                                                                        XXN MR WARD

PN8543    
Are your progress notes on the iPad, or are they physical paper?‑‑‑Two years ago 
just introduced, yes, two years ago, so basically we do paperwork, yes.

PN8544    
So you don't put your progress notes into the iPad?‑‑‑Now we do it into the iPad n

PN8545    
You do it now into the iPad?‑‑‑Yes.  So we have the residents list.  So the resident
resident they have there, you know, are scheduled, like, which day or in the aftern
AM, or night staff they do the progress note for the individual work(?), you know
day‑to‑day living.

PN8546    
So when you write a progress note on a client, I assume that you would be writing
observations you've made while you've been with them?‑‑‑Yes.

PN8547    
And those observations might concern whether or not they're eating, yes?‑‑‑Yes, e

PN8548    
They might relate to whether or not they're sleeping more than normal, or whether
they're in a bad mood or something like that?‑‑‑Yes, all the same – yes, observatio
yes, it's about toileting or their changes, in their physical changes, and their menta
as well when they're like – their communication changes, all these observations.  S
the progress note and then – yes, we - - -

PN8549    
When you say toileting, you're making observations about bowel movements or u
input/output?‑‑‑Yes, bowel movements, yes.

PN8550    
When you say 'physical', is that more about whether or not their mobility is
changing?‑‑‑Yes, mobility is like walking, standing, sitting, all this.

PN8551    
I take it that those progress notes, then the registered nurse has access to those?‑‑‑
have access to those.

***        ROSE NASEMENA                                                                                                                        XXN MR WARD

PN8552    
You also say in paragraph 24, 'Anything clinical we write it down and pass it on to
What do you mean by clinical?‑‑‑Okay, clinical is on, like, the medication, like – o
clinical, medication like when – when the doctor comes in and makes some chang
changes on the tablets, say, for example, if I'm not on that shift and I come in and 
resident's cupboard and then I find extra, you know, sachet pack or extra tablet, I w
down, or I have to call the RN, can you explain it to me, or something like that be
know, assist the client with his or her normal medication.
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Sorry?‑‑‑The falls, if the client falls.

PN8555    
If the client falls, you tell the RN straightaway?‑‑‑Yes.

PN8556    
What about bruising on a client, would that go straight to the RN?‑‑‑Bruising, bed
anything, we go to straightaway; straightaway call the RN.

PN8557    
Could I ask you to go to paragraph 29?  You say in paragraph 29:

PN8558    
We have one 83‑year‑old resident who is a former footballer and is still in very go

PN8559    
Hopefully I will be at that age.

PN8560    
He is very strong and lashes out.  His wife couldn't cope with him at home.  He
female company.  We keep him busy pushing the tea trolley around, helping us 
kitchen.  If we don't keep him busy and calm he can become aggressive, so that
time and energy.

PN8561    
Am I right in saying that you learnt strategies in your Cert III and Cert IV about d
with behaviours and aggression in clients?‑‑‑Yes.

PN8562    
Can you just share with me the sorts of things you learnt in your Cert III?‑‑‑Yes.  C
we are - it comes down - once I am on the floor I learn about dealing with differen
you know, with their like behaviours and all these, yes.

PN8563    
And did you learn anything extra in your Cert IV?‑‑‑Yes, Cert IV is more depth th
in Cert IV, yes.

PN8564    
If you go to paragraph 32 you say this right at the end of it, you're talking about de
with certain residents, you say:

***        ROSE NASEMENA                                                                                                                        XXN MR WARD

PN8565    
So it needs a combination of technical skills as well as empathy and using an
appropriate tone of voice and physical approach.

PN8566    
Is empathy an important quality to have?‑‑‑Yes, it is.

PN8567    
How does it help you?‑‑‑I have to be special in this area, especially with dementia
It's a very challenging area, so it comes to - I've got to work around mentally to de
the situation with different dementia patients So yes it's all about calmness and
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When you say you need to take a different physical approach what do you mean b
different physical approach?‑‑‑How do I put it, like we call (indistinct) like a perso
touch.  Personal touch, like give them comfort, you hold their hands, something li
yes.

PN8570    
And then in 33 you talk about, 'During meal times we also have to be very conscio
choking risks.'  I am right, aren't I, that choking risks is a topic covered in the Cert
III?‑‑‑Yes.

PN8571    
Now, can I then take you - just give me a moment.  Sorry, Ms Nasemena, just give
moment.  Can I take you to paragraph 35 you say:

PN8572    
In my role I help less experienced and less trained staff learn what is needed in
This is always the way with new casual or agency staff.  Some staff do not seem
received very good quality training, or it isn't in depth enough about dementia 
and diabetes and so on.  We are working with the most vulnerable people, but w
people come out of their course they have not done enough practical training. 
what is learnt is learnt on job.

PN8573    
I take it when you're saying that you're happy with their theoretical training, but y
happy with their practical training, is that right?‑‑‑Yes, especially coming to manu
handling.  I guess in that manual handling area we only have only one (indistinct)
manual handling, but basically I think we should have more on manual handling t
This is really part of our caring role, is manual handling, yes.

***        ROSE NASEMENA                                                                                                                        XXN MR WARD

PN8574    
And by manual handling you mean - - -?‑‑‑Transferring - - -

PN8575    
- - - transferring?‑‑‑Lifting.

PN8576    
Two people lift, so all of those things?‑‑‑All of those.

PN8577    
And the people you were seeing coming into the industry, that you've seen, you do
they have got enough practical understanding of that?‑‑‑Yes, practice - yes, practic
understanding of how to move a sick elderly - a sick elderly they have fragile skin
just have to be very, very careful on how to moving them, and, yes - - -

PN8578    
Then in 36 you say, 'When I am partnered with someone who is inexperienced I te
routines.'  By inexperienced are you referring to what we've just talked about?‑‑‑Y
and also the routines of like I have the residents list and I have to tell them who to
but first of all we've got to do this, you know, room first, and then we move into th
and so we go after dinner, before dinner always, because that time who's got to go
first.  Yes, so - - -
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Yes.  Can I take you if I could to paragraph 43.  It says in 43, 'We do a lot of the ey
mouthwash oral care.'  I will just pause there.  Do you see that?‑‑‑Yes.

PN8581    
Again am I right that those are things you learn in your Certificate III?‑‑‑Yes, Cert
those sort of things we learn, yes.

PN8582    
You then say:

PN8583    
I also monitor the stomas.  We have one resident, and assist with changing them
have several residents with catheters which I change and empty the catheter ba

PN8584    
Am I right when it comes to the catheter bag you're taking the full bag off and put
new one on?‑‑‑Yes.

***        ROSE NASEMENA                                                                                                                        XXN MR WARD

PN8585    
With the stoma how is that being emptied?‑‑‑Okay.  The stoma we've got to check
bag is full - if the bag is full - the particular resident he can tell us the same, becau
goes rubbing his bag, that he's not comfortable.  So I know that the bag is full, so 
assist him, I take him to the restroom to take off the bag, clean it, and then put a cl
bag on.  Yes.

PN8586    
Then can I take you to 51.  I think it's (d), but bear with me, it might not be.  If we
with (d), you talk there about moving to computers for all other care such as bowe
fluid charts and progress notes.  Is that what you meant when you said, 'We move 
the iPad'?‑‑‑Yes.

PN8587    
And then in (e) you said, 'The increased number of high care residents will fall ris
require constant monitoring.'  Can you just explain in a little bit more detail what y
by constant monitoring?‑‑‑Constant monitoring is - I'll just give an example.  In th
dementia section it's full on.  It's full on, so basically I can say that I have to have 
eyes, like I have to make sure I look here, look there and, you know, one will just 
door and just run out to the garden or banging on the door.  They go from room to
you know.  Yes, so it's all different behaviour, it comes on (indistinct) times, yes.

PN8588    
So with the dementia clients I take it some are not ambulatory, but some are quite
ambulatory?‑‑‑Yes.

PN8589    
Is it more the case that the ones who aren't ambulatory could fall more regularly?‑

PN8590    
And you have to be on the lookout for that?‑‑‑Yes.

PN8591    
Oka If there is a fall is the proced re if there's a fall to go and get the registered
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We just stand there and then the registered nurse comes in and do the observation.
observation we may move, touch or transfer.

PN8593    
And the registered nurse will make that decision?‑‑‑Yes, she makes all the decisio
she comes and do the touching and pushing and moving around.

PN8594    
Thank you.  Just a moment, please.

***        ROSE NASEMENA                                                                                                                        XXN MR WARD

PN8595    
Ms Nasemena, I wish you well.  Thank you very much.  No further questions,
Commissioner.

PN8596    
COMMISSIONER O'NEILL:  Any re-examination, Mr McKenna?

PN8597    
MR McKENNA:  Thank you, Commissioner.

RE-EXAMINATION BY MR MCKENNA                                           [4.13 PM

PN8598    
MR McKENNA:  Ms Nasemena, you were taken to paragraph 35 of your stateme
questions, and that paragraph provides as follows:  'In my role I help less experien
less trained staff to learn what is needed in the role.'  In respect to that paragraph, 
asked, or it was put to you that much of what you learn you've learnt on the job, an
think a question regarding the training that you have and the Certificate III and
Certificate IV.  It was put to you that you're happy with the theory but not the prac
components of that training, and in answer to that you said, 'Yes, especially in rela
the manual handling', and then you said there was only one of something with ma
handling, and I'm sorry, I missed that.  Can you just explain what your answer to t
There was one something about manual handling?‑‑‑Manual handling?

PN8599    
Yes.  You were asked questions about that paragraph and you were asked question
your training, and it was put to you that you felt that there was a difference betwee
practical component of your training and the theoretical component, and you said 
of the practical components that you weren't satisfied with was with respect to ma
handling?‑‑‑Yes.

PN8600    
And you said there was only one of something, and I'm sorry, I missed what that o
was?‑‑‑In the manual handling we need more training on that, because when, like,
staff are coming in they're less experienced, so they need more training on how to
push, always, yes.  And transferring clients, all this, yes.

PN8601    
And so you'd say that that is something that should be dealt with more comprehen
a Certificate III or Certificate IV?‑‑‑Certificate III.

PN8602
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COMMISSIONER O'NEILL:  Yes.  Thank you very much, Ms Nasemena, for you
evidence, and you're excused and free to go?‑‑‑Thank you.  Thank you so much fo
me over.  This is my first experience.

PN8604    
You've done very well?‑‑‑Thank you.

<THE WITNESS WITHDREW                                                             [4.15 PM

PN8605    
MR McKENNA:  Commissioner, we have Ms Christine Spangler available now.  
possible to deal with her today, that would be our preference.

PN8606    
COMMISSIONER O'NEILL:  All right.  Mr Ward, do you have any problem with
seems perfectly reasonable to me.

PN8607    
MR WARD:  Well, let's press on.

PN8608    
COMMISSIONER O'NEILL:  There was also a document I think in relation to
Ms Spangler's evidence, is that right?

PN8609    
MR McKENNA:  Yes.  I'll defer to Mr Hartley on that, Commissioner.

PN8610    
COMMISSIONER O'NEILL:  Yes, it's in relation to the enterprise agreement.

PN8611    
MR McKENNA:  It's the new enterprise agreement, yes, that's right.

PN8612    
COMMISSIONER O'NEILL:  All right.

PN8613    
MR McKENNA:  Can I say as well while I'm on my feet that - - -

PN8614    
MR HARTLEY:  (Indistinct) was going to be next.  She's actually had to start a sh
because her facility was short‑staffed, so we'll have to bring her back another day.

PN8615    
COMMISSIONER O'NEILL:  All right.  Ms Spangler, can you hear me all right?

PN8616    
MS SPANGLER:  Yes, I can.

PN8617    
COMMISSIONER O'NEILL:  I'm O'Neill C and my associate is just going to hav
take the affirmation.

PN8618
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<CHRISTINE SPANGLER, AFFIRMED                                             [4.17 PM

EXAMINATION-IN-CHIEF BY MR HARTLEY                               [4.17 PM]

PN8620    
COMMISSIONER O'NEILL:  Mr Hartley.

PN8621    
MR HARTLEY:  Thank you, Commissioner.  Ms Spangler, it's Jim Hartley for the
speaking.  Can you see and hear me?‑‑‑Yes, I can.

PN8622    
Thank you.  Could you just restate your name, please?‑‑‑Christine Spangler.

PN8623    
And your occupation?‑‑‑I'm an AIN in aged care.

PN8624    
Could you say your address one more time?‑‑‑My work address is 224 Piper Stree
Broken Hill.

PN8625    
Ms Spangler, you've made a statement in this proceeding dated 29 October 2021?

PN8626    
Do you have a copy of that with you?‑‑‑Yes.

PN8627    
For the Commission's benefit, that's tab 215 commencing at page 11611.  Ms Span
you look at paragraph 9 in that statement, please?‑‑‑Yes.  'I work part‑time.'

PN8628    
Yes, that's the one, and you'll see that on the second and third lines you identify an
enterprise agreement which ends the numbers, 2017 to 2020.  Do you see that?‑‑‑Y

PN8629    
Is it the case that you're now covered by the Southern Cross Care (Broken Hill) Li
NSWNMA and the Broken Hill Town Employers Union Enterprise
Agreement 2021 ‑ 2024?‑‑‑Yes, that's correct.

***        CHRISTINE SPANGLER                                                                                                            XN MR HARTLEY

PN8630    
And is your base rate of pay now $28.60 per hour for night shift?‑‑‑Correct, yes.

PN8631    
If you look at paragraph 14, you say there that you only work night shifts.  That re
case, doesn't it?‑‑‑It does, yes.

PN8632    
Updated to the present date in the way that you've just done, is that statement true
correct to the best of your knowledge and recollection?‑‑‑It is, yes.

PN8633    
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MR WARD:  Ms Spangler, can you hear me okay?‑‑‑Yes, I can.

PN8635    
Ms Spangler, I'm not going to keep you very long.  I've got a couple of questions f
I can.  Just so you understand, I'm appearing in these proceedings for the employe
interests.  Do you have your statement with you?‑‑‑Yes.

PN8636    
I'm just going to jump around a little bit, but can we just start at paragraph 30, is th
Could you go to that?‑‑‑Yes.

PN8637    
Tell me when you're there?‑‑‑Getting there.

PN8638    
That's okay?‑‑‑Yes.

PN8639    
You say in paragraph 30, you say this:

PN8640    
When I first started at St Anne's, they asked whether I had done my Certificate 
an intention of doing one.  That does not happen anymore.  There is now no exp
to have a Certificate III to work in aged care at St Anne's.  The staff now have 
formal training.

PN8641    
I'm going to pause there.  Is it the case that at St Anne's the employer doesn't want
Certificate III; it's not asking for them?‑‑‑Well, you don't have to – well, it's not re
have one anymore.

***        CHRISTINE SPANGLER                                                                                                               XXN MR WARD

PN8642    
Was it required before?‑‑‑They preferred you to have one.

PN8643    
Okay.  All right?‑‑‑Yes, preferred.  It was preferable, thinking you had more know
go in, because you've already done your certificate.

PN8644    
You've done your Certificate III, haven't you?‑‑‑Yes.

PN8645    
Now, if you can't answer this question don't, but do you think somebody needs a C
III to do the job properly?‑‑‑Yes, I do.

PN8646    
If I could take you then right back to the beginning of your statement?‑‑‑Yes.

PN8647    
You sort of win a prize.  Nobody's done as much inhouse training as you in this ca
You've listed on my count, and I reckon my count might not be quite right – I've li
things you've done?‑‑‑Yes
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So you're saying you do these courses each year every year, do you?‑‑‑Yes, for ref
courses.  You have to keep up‑to‑date with these trainings.

PN8650    
How long do these courses go for?‑‑‑One session can go for 30 minutes.

PN8651    
Yes?‑‑‑And one could be 20 minutes.  We usually have two to four to do each mon
they prefer it if it's done at work.

PN8652    
Yes?‑‑‑Which is not always the case that that can happen.

PN8653    
Are these on a computer, or are these - - -?‑‑‑Yes, on a computer.

PN8654    
Have you always been required to do so many?‑‑‑We used to have in-house trainin
full-day training but then we had to be paid for it.  So now they've decided that yo
now do these at work on the computer and a lot of staff haven't even started to do 

***        CHRISTINE SPANGLER                                                                                                               XXN MR WARD

PN8655    
Are they a new thing, are they?‑‑‑Well, they've been in force for about the last six 

PN8656    
If you don't know the answer to this, don't answer it but do you know why they've
introduced?‑‑‑I think it's to reduce maybe payments because if you have in-house 
you have to pay the staff on their day off to train.

PN8657    
Is it possibly because people don't have a certificate 3?‑‑‑It could be possible, yes.

PN8658    
So you'd have to do all of those each year, that's your understanding now?‑‑‑Yes.

PN8659    
Could I ask you to go to paragraph 17.  Just tell me when you get that?‑‑‑I'm there

PN8660    
Thank you.  You talk about a typical night shift, you say in (a):

PN8661    
I look after the residents, answer call bells, take them to the toilet and make su
of bed alarms are on for safety.

PN8662    
Are the out of bed alarms pressure mats on the floor?  How do yours work?‑‑‑Our
the floor.  So if a resident gets out of bed and their feet touch that mat, an alarm go
yes.

PN8663    
You'll know that the resident is getting out of bed, so you can attend to it?‑‑‑Yes, y
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PN8666    
?‑‑‑Yes.

PN8667    
What do you mean by sign out?‑‑‑Well, all drugs, like, have to be signed into a me
S8 books, which S8 drugs are drugs of, like, oxycodone.  Anything of high power
relief.

***        CHRISTINE SPANGLER                                                                                                               XXN MR WARD

PN8668    
Yes?‑‑‑And they're all - so they have to be counted out and then you have to go wi
to watch them give that medication out.

PN8669    
Your role is to observe what the RN is doing?‑‑‑Yes and sign that they've – there w
a packet, we've taken one out, that leaves nine.

PN8670    
Nine, okay?‑‑‑And you sign the book.

PN8671    
Did you need to do special training to do that?‑‑‑No.

PN8672    
You were just picked to help the RN?‑‑‑Yes.  Usually they will pick someone that'
there a long time, of experience.

PN8673    
Could I ask you to go to paragraph 24?‑‑‑Yes.

PN8674    
You're talking in paragraph 24 about wound care?‑‑‑Yes.

PN8675    
You talk about what you would do, what the registered nurse and the enrolled nurs
do, and in the last little part it says:

PN8676    
If it is more complex they will do it.

PN8677    
I'm assuming that you mean the RN or the EN?‑‑‑Yes.

PN8678    
What does complex mean?‑‑‑If the resident has had a really bad fall and, like, has
head open, they will attend to that.  There might be steri strips goes onto that wou
sometimes even an ambulance has to be called as we wouldn't have the things to d
our nursing home.

PN8679    
Can I take you to paragraph 26?‑‑‑Yes, yes, I've got that.

PN8680
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Do you see that?‑‑‑Yes.

***        CHRISTINE SPANGLER                                                                                                               XXN MR WARD

PN8683    
Then:

PN8684    
The RNs and ENs have to do a lot of documentation like risk assessments, skin
assessments and the documentation involved in admissions.

PN8685    
Do you see that?‑‑‑Yes.

PN8686    
Can you just tell me in your facility what's the paperwork they do related to admis
I'm sorry, I can't hear you?‑‑‑Sorry.  I've got a very croaky voice, sorry.  Full admi
would be everything like if you're being admitted to hospital.

PN8687    
Right?‑‑‑Like I'd like to know your preferences, what your eating habits are, what
preferences are for showering, your mobility, your continence, and all these sort o
their daily living tasks.

PN8688    
When you use the word - - -?‑‑‑Allergies.

PN8689    
Go on.  You go on.  You go on?‑‑‑Yes.  Allergies and anything that would help yo
them in their daily living.

PN8690    
When you say admissions do you mean admissions into your facility or do you m
admissions from your facility to a hospital?‑‑‑No, into our facility.

PN8691    
I take it that those things you've just talked about, they go into the client's care pla
they?‑‑‑That's right, yes.

PN8692    
You also talk about risk assessments?‑‑‑Yes.

PN8693    
What do you mean by risk assessments?‑‑‑Well, it can be falls risk assessments an
there's pain assessments.  You have to do a lot of paperwork just for a resident to g
drug and if they are a high falls risk they have to – you have to have everything in
that falls resident.  You know, you've got to make sure all the safety procedures ar

PN8694    
Just a moment.  Ms Spangler, thank you very much, have a good weekend.  Comm
no further questions?‑‑‑Okay.  Thank you.

***        CHRISTINE SPANGLER                                                                                                               XXN MR WARD
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RE-EXAMINATION BY MR HARTLEY                                            [4.30 PM

PN8697    
MR HARTLEY:  Ms Spangler, the very last answer that you gave you referred to 
have everything in place for a falls resident?‑‑‑Yes.

PN8698    
What are some of the things that you would have to have in place for such a
resident?‑‑‑Well, if they're in bed you have to make sure the out of bed alarms are
floor mats are on.  And for an example, I asked a staff member to check those and
didn't know what they were.  So then I had to educate the person, if they're not on
person gets out of bed, anything could happen.

PN8699    
All that work that you've just described is that work that you do or is that work tha
nurses do, setting up floor mats, checking that they're turned on, that sort of thing?
– well, the nurses do it, yes.

PN8700    
Do you also do it or only the nurses?‑‑‑No, I do it.

PN8701    
Yes?‑‑‑My RN always says, 'I want you to check each time you come on all those 
and the floor mats are on and connected.'

PN8702    
Yes?‑‑‑So I do.

PN8703    
Thank you, Ms Spangler.  That's the re-examination, Commissioner.

PN8704    
COMMISSIONER O'NEILL:  Mrs Spangler, thank you for your evidence, you're 
and free to go?‑‑‑Thank you.

<THE WITNESS WITHDREW                                                             [4.31 PM

PN8705    
COMMISSIONER O'NEILL:  That's the last witness for today on my count.

PN8706    
MR WARD:  Yes.

***        CHRISTINE SPANGLER                                                                                                         RXN MR HARTLEY

PN8707    
COMMISSIONER O'NEILL:  Are there any matters either party wishes to raise b
adjourn?

PN8708    
MR WARD:  Not for us, thank you, Commissioner.

PN8709    
SPEAKER: No, Commissioner.
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PN8712    
COMMISSIONER O'NEILL:  We're adjourned and we will see you on Monday m

PN8713    
MR GIBIAN:  Thank you, Commissioner.

PN8714    
COMMISSIONER O'NEILL:  The Commission is adjourned.

ADJOURNED UNTIL MONDAY, 09 MAY 2022                                [4.32 PM]
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PN8715    
THE ASSOCIATE:  The Fair Work Commission is now in session in matters AM 
AM 2020/163 and AM 2021/65, aged care work value case for hearing.

PN8716    
JUSTICE ROSS:  Good morning, I note there's a change in the appearances and M
Daberera is appearing for the UWU.  Is the first witness Professor – do you prono
name Eagar or – Mr Gibian?

PN8717    
MR GIBIAN:  Yes.

PN8718    
JUSTICE ROSS:  We're dealing with Professor Eager's evidence first?

PN8719    
MR GIBIAN:  Yes, your Honour.

PN8720    
JUSTICE ROSS:  We'll call Professor Eagar and swear her in.

PN8721    
THE ASSOCIATE:  Professor Eager, can you please state your full name and wor
address?

PN8722    
PROF EAGAR:  Kathleen Margaret Eager, University of Wollongong.

PN8723    
THE ASSOCIATE:  Thank you.

<KATHLEEN MARGARET EAGAR, AFFIRMED                          [9.30 AM

EXAMINATION-IN-CHIEF BY MR GIBIAN                                    [9.30 AM

PN8724    
JUSTICE ROSS:  Mr Gibian.

PN8725    
MR GIBIAN:  Yes.  Professor Eager, this is Mark Gibian, can you hear and see m
can, thank you.

PN8726    
Excellent.  Could I just ask you to repeat your full name for the record?‑‑‑Kathlee
Margaret Eager.

***        KATHLEEN MARGARET EAGAR                                                                                                   XN MR GIBIAN

PN8727    
You're a professor of health services research and director of the Australian Health
Research Institute at the Faculty of Business and Law at the University of
Wollongong?‑‑‑That's correct.

PN8728    
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you?‑‑‑Yes, I have.

PN8730    
Is it true and correct to the best of your knowledge and recollection and does it rep
your opinion?‑‑‑It certainly does.  The only thing I would say in relation to my fir
statement is that I made it in March '21 which predates the government response t
Royal Commission into Aged Care and predates the government budget decisions
announced in the May '21 budget, so I may refer to those in my responses today.

PN8731    
Of course.  Thank you, Professor Eagar.  With that qualification, your Honour, tha
first statement and associated report of Professor Eagar upon which we seek to rel
have part of the evidence.  It's document 113 in the digital court book commencin
3274.

PN8732    
Professor Eagar, you also made a supplementary report dated 20 April of 2022 wh
over two pages and some 13 paragraphs.  You also have that with you?‑‑‑I do.

PN8733    
Is it also true and correct to the best of your knowledge and recollection and does 
represent your opinion?‑‑‑Yes, it does.

PN8734    
That's the second statement or report of Professor Eagar upon which we seek to re
wish to have part of the evidence, is document 114.  Yes, 114 in the digital court b
commencing at page 3365.

PN8735    
JUSTICE ROSS:  Thank you, Mr Gibian.  Mr Ward.

CROSS-EXAMINATION BY MR WARD                                           [9.33 AM

PN8736    
MR WARD:  Thank you, your Honour.

***        KATHLEEN MARGARET EAGAR                                                                                                 XXN MR WARD

PN8737    
Professor, are you able to see and hear me?‑‑‑Yes, I am, thank you.

PN8738    
Thank you, Professor, good morning.  My name's Nigel Ward, Professor.  I appear
proceedings for the employer interests.  I'm just going to ask you some questions i
Do you have your first statement in front of you?‑‑‑I do.

PN8739    
I wonder if I could ask you to turn to page 2?‑‑‑Yes.

PN8740    
At the very bottom of page 2 you talk about the aged care quality standards and as
sentence progresses you talk about standard 7 covering human workforces and the
describe what it requires and you say this:
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My understanding is you then go on to develop what that means.  Am I right in sa
that is one of the matters the Aged Care Commission review in its audits?‑‑‑The A
Quality and Safety Commission?

PN8743    
Yes?‑‑‑Yes, it is.

PN8744    
It is and am I right that if you failed that you could be subject to sanction?‑‑‑You c
subject to sanction but that doesn't necessarily mean that you would close.  You w
need to improve your staffing levels.

PN8745    
The Commission could basically give you what I might described as a kind of an
improvement notice, that you have to improve something.  That could be one step
failed with that they could ultimately sanction you to the point of closure?‑‑‑In the

PN8746    
In theory?‑‑‑We don't have a long history of closures.  We have a long history of s

PN8747    
But that is one of the things that they would be most likely reviewing if they did a
audit?‑‑‑Yes.

***        KATHLEEN MARGARET EAGAR                                                                                                 XXN MR WARD

PN8748    
Can I take you then a little bit further on in the statement under the heading 3, 'Th
Policy Context of Residential Aged Care'.  In the first paragraph you draw a distin
between facilities reflecting a person's home and what you describe as to move aw
the institutional model of care.  I just wanted to understand what you mean by the
institutional model of care.  Is that a consideration of when these facilities looked 
like hospitals and hospital wards, or are you meaning something different?‑‑‑I'm m
history that an aged care home would look like a hospital and the nurses in it wou
uniforms and it was very much an institutional setting.  And there was a policy att
move away from that institutional focus towards a more domestic look and feel, a
more social model of care.

PN8749    
In that institutional model – if you can't answer, please, I understand but in that in
model, was it more likely the case that residents were in sort of large multi-person
rather than single rooms?‑‑‑No, there was always a variety but there certainly has 
trend in the last 20 years towards smaller homes and more single bedrooms, each 
ensuites.  So it depends on the age of the facility.

PN8750    
When you say there was always a variety, in your knowledge what was the largest
that residents would have been - their beds would have been kept in?  Was it two t
four to a room?‑‑‑I don't have expert knowledge but I think it's about four beds to 

PN8751    
Okay?‑‑‑But we're talking a long time ago too.
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So we're talking that sort of period?‑‑‑Of course some of those facilities stayed op
very long period.

PN8754    
But the trend of that was up to 40 years ago?‑‑‑Yes, absolutely.

***        KATHLEEN MARGARET EAGAR                                                                                                 XXN MR WARD

PN8755    
If I could take you then to page 4, at the top of page 4 you talk about the changes 
distinction between low care and high care, and as I understand your position, you
is that as the Commonwealth took over regulation and as the technical distinction 
high care and low care diminished you see that as the driving force for the reducti
registered nurses in aged care.  Is that a reasonable summary?‑‑‑No, it's a position
statement of fact that up until that period nursing homes were run and were regula
States and Territories and hostels by the Commonwealth and hostels were for low
needs, and nursing homes were for high-care needs, and when the two sectors wer
together in order to improve continuity that a person who went from low need to h
didn't have to change.  The upshot of that was that we ended up with a staffing pro
looked like it was for low care, but actually we had a large number and an increas
number over time of high-care residents as well.

PN8756    
And what was the period that that started to emerge from the ‑ ‑ ‑?‑‑‑In 1997 that s
with the Aged Aare Act, but that happened progressively over then the next decad

PN8757    
And do you have any - is it within your area of expertise to know whether or not w
personal care workers had certificate IIIs back in 1997?‑‑‑No, I don't know.

PN8758    
Can I just ask a point of clarification, you used the phrase high care and low care i
first paragraph on page 4.  Just a point of clarification, can you describe to me wh
distinction was at that stage between low and high?‑‑‑The low and high ‑ ‑ ‑

PN8759    
JUSTICE ROSS:  Sorry, Professor, at what stage?

PN8760    
MR WARD:  1997.

PN8761    
JUSTICE ROSS:  Thanks.

PN8762    
THE WITNESS:  The distinction between low and high was really what happened
language that was used when the Commonwealth took over the old nursing home 
nursing homes became high care and hostels became low care but they were still a
point separate facilities and then subsequently a home or a hostel could actually co
have residents who changed from one type to another.

PN8763    
MR WARD:  So, Professor, it wasn't a description of acuity as such?‑‑‑It was a rea
d i ti f t it b t d d hi h l d d l
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Less care, okay.  And if I can then ask this, on page 5 you introduce the ACFI
classifications of nil, low, medium and high.  Are they classifications of care need
well?‑‑‑Yes, they are.  There are three domains in the ACFI, but I guess I should p
my comments by saying the ACFI is fundamentally flawed and for that reason the
government is ending ACFI, and on 1 October this year it will be replaced by a ne
but just speaking about the ACFI it reflects the three care areas where residents ne
because of dependencies and that's activities of daily living, behaviour and compl
care, and, of course, the fourth domain of need, but it's not a dependency, is the ne
social engagement and participation.

PN8765    
So, would one have to be careful in confusing the ACFI classifications with what 
would've been described as low and high care?‑‑‑Yes, absolutely.

PN8766    
Okay.  Appreciate that that is disappearing, but I assume that in the ACFI world th
high-level people you have as residents the better your funding?‑‑‑Absolutely, fun
linked to low, medium and high on those three domains, and you'll see in that tabl
put the daily amounts, and so a person who is high, high, high on all those three d
will be funded at that high rate.

PN8767    
With this ‑ ‑ ‑?‑‑‑What we've seen over years now is an increasing number of resid
funded as high, high, high, and a very small number of residents funded as low on
domain.

PN8768    
To your knowledge, is there any gaming of the system to try and record people as 
get better funding?‑‑‑I wouldn't use the word 'gaming' but I would certainly use th
'funding optimisation', which is what the industry likes to use, and we know this b
when we did our own study, which was the resource utilisation and classification 
assessed several thousand residents and we had - which was done by assessors usi
assessment tool we designed, and we trained the assessors, and for each of those r
we also had their ACFI scores and their ACFI classification.

PN8769    
And your outcome wasn't quite as optimised as the other one?‑‑‑The AN-ACC - w
now the AN-ACC classification is much better at differentiating between resident
ACFI is very much driven by factors other than just the dependency needs of resid

PN8770    
Can I take you back to page 4 if I could, and if I can, I'd like to start with the third
paragraph, and the third paragraph reads in these terms:

PN8771    
In 2021 old style institutional nurse led models no longer exist.

PN8772    
That's the institutional model you and I talked about a little earlier, is it?‑‑‑That's r

PN8773    
Yes.
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PN8775    
I'm just going to pause there.  I just want to try and clarify that you and I had the s
understanding of some of the words there.  My understanding of 'direct supervisio
context would mean that the registered nurse would be observing all of the work a
minute to minute, hour to hour of the personal care worker.  Is that what you mean
'direct 24 hour supervision'?‑‑‑No, I actually mean the word 'supervision', not 'obs

PN8776    
Well, could you help with me what you mean by 'supervision'?‑‑‑Yes, so, the - if I
back to 30 years ago, a registered nurse would be saying to a personal care - woul
actually directing the personal care worker's activities and supervising them to ens
they were done correctly.  So, for example, if they were walking a resident, they w
observing but at times they would also be supervising and coaching.

PN8777    
And the distinction ‑ ‑ ‑?‑‑‑More importantly, they would actually be on the premi
which is no longer the case.

PN8778    
We'll come on to that.  So, if I use the example of showering a resident, you're say
the institutional days the registered nurse would be observing them showering the
mentoring them in how to shower them, and today the personal care worker would
showering independently of the registered nurse, is that the gist of what you're
saying?‑‑‑Yes, and it certainly would vary that the registered nurse would ensure t
personal care worker was competent in that task, they would have supervised them
they would keep an eye on them from time to time.

PN8779    
Later on in that statement you say in the next sentence:

PN8780    
Indeed it is now common practice for homes to have registered nurses only on 
limited hours.

PN8781    
?‑‑‑Mm-hm.

PN8782    
What do you mean by 'limited'?‑‑‑Well, if I go back to our RUC study, the average
a registered nurse per resident was 36 minutes per day, and if you think ‑ ‑ ‑

***        KATHLEEN MARGARET EAGAR                                                                                                 XXN MR WARD

PN8783    
So ‑ ‑ ‑?‑‑‑ ‑ ‑ ‑that there are 1440 minutes in a day, 36 minutes is a very limited av
of a registered nurse.

PN8784    
So you're not suggesting for instance that - I'm not sure if there's any evidence in t
of - there's evidence that a registered nurse is not necessarily on shift at night, I'm 
about the day, but is your issue there about whether or not there is a registered nur
shift or on call, or is it about something else?‑‑‑I suppose the availability of the
registered nurse during a 24‑hour shift, or of 24‑hour day, and it was also about w
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You're not suggesting in saying that that the registered nurse is delegating work fo
personal care worker beyond the competence of the personal care worker?‑‑‑I'm s
in many cases the registered nurse is not delegating work to the personal care wor
The registered nurse is doing their work, which is around ACFI meeting accredita
requirements and other office office‑type functions, and the personal care workers
actually making day‑to‑day decisions about the care of residents, in many cases.

PN8786    
But are you saying that they're making those decisions within their competence?‑‑
would certainly hope so, but you can't say that in all cases obviously.

PN8787    
Are you familiar with the Certificate III that the care workers now do?‑‑‑Yes, but 
would not claim any expertise in Certificate III level qualifications.

PN8788    
No, it would be unfair for me to ask you questions on that; that would be unfair.  B
would accept that the registered nurse isn't delegating clinical work to personal ca
workers?‑‑‑I would accept that that's the case, but I would also submit that there a
clinical requirements – residents often have clinical requirements when there is no
registered nurse on duty or present.

PN8789    
If that became urgent, my understanding is that that would most likely involve 000
ambulance to a hospital?‑‑‑If it was acute.  For example, residents need medicatio
24 hours a day; they are done by the personal care workers without any registered
even on the premises for a large part of that day.  It depends what you consider to 
clinical task.

***        KATHLEEN MARGARET EAGAR                                                                                                 XXN MR WARD

PN8790    
I understand - - -?‑‑‑I would consider things like medication administration, chang
wound dressings, those sorts of tasks.  There are also residents who have technica
requirements.  They might be diabetic, for example; they might have an in‑dwellin
catheter.  Those tasks are 24/7 tasks.

PN8791    
If we can just make sure we have some – I'm just going to clarify some of those th
you've raised.  Your understanding is the same as mine that personal care workers
Schedule 8 medications, can't administer Schedule 8?‑‑‑Yes.

PN8792    
And is your understanding the same as mine that, subject to training and assessme
competency, personal care workers can do Schedule 4 medication administration?

PN8793    
Yes?‑‑‑Personal care workers have a set of training and there are legal requiremen
homes are required to ensure that their staff meet those legal requirements.

PN8794    
But in terms of that discussion we've just had on medications, you would have tra
contemplated Schedule 4 as a clinical activity, would you?‑‑‑Yes, I don't think it's 
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PN8795    
Yes, and - - -?‑‑‑Not that – it's not that any one drug is a particular schedule; I don
that's the issue.

PN8796    
My understanding, Professor, is that the personal care worker who's qualified to d
how that's done will be described on the care plan.  Is that your understanding?‑‑‑Y
there are also medications that are prescribed PRN, or as required.

PN8797    
Yes?‑‑‑And I cannot verify whether that is always as required as determined by a
registered nurse or by others.

PN8798    
Can I put it to you that to date the evidence is that the registered nurse has to autho
PRNs?‑‑‑Yes.

PN8799    
Is that your understanding?‑‑‑That was what I would expect.

***        KATHLEEN MARGARET EAGAR                                                                                                 XXN MR WARD

PN8800    
The issue of catheters, there is some evidence in this case so far that personal care
detach the full catheter bag, will record the level of fluid in it, and then replace a n
catheter bag.  Is that what you meant by personal care workers doing work with - 

PN8801    
Yes, okay.  In terms of wound dressing, you'd agree with me that the actual exami
the wound and the decision how to deal with the wound is the role of the registere
nurse?‑‑‑Or the GP, yes.

PN8802    
Sorry, my apologies, or the GP, yes.  Can I just take you back to that paragraph?  Y
at the very end of the paragraph say this:  'In their absence' – which I understand  t
registered nurse?‑‑‑Mm‑hm.

PN8803    
'Aged care workers are now responsible for running the home on a 24/7 basis?'---M

PN8804    
I'm not trying to be cute with you, but I just want to understand what you mean by
'running.'  Obviously there's still a facility manager – a general manager or a CO a
facility who's accountable for the running of the facility.  You're not discounting th
you?‑‑‑No, I'm not, but on an hour‑to‑hour basis for 16 hours a day, or for eight ho
depending on the home, the personal care workers will be more or less the only pe
on the floor.

PN8805    
So you're saying that if the evidence in this case demonstrated that a registered nu
present, that's what you mean by that, is it?‑‑‑For example, the decision in the mid
night to call an ambulance for a resident will often be made by a personal care wo
because there will be nobody else there to make that decision.
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will call the family, they will call an ambulance, they will – whatever the situation
response to the needs of the resident.

***        KATHLEEN MARGARET EAGAR                                                                                                 XXN MR WARD

PN8807    
I take it then that in circumstances where the personal care worker contacts the reg
nurse to be told what to do, the personal care worker wouldn't be running the facil
sense?‑‑‑It depends what you mean by 'running', but certainly from my perspectiv
6 o'clock in the morning when they're starting to, you know, get residents up, get o
their day, they are the people actually making the decisions on practical issues on 
on an hour‑by‑hour basis, but certainly not in terms of – I don't use the word, 'runn
the sense of they're not the manager of the facility, but they are making the day‑to
know, decisions about the order in which things are done, for example, at the begi
the morning shift.

PN8808    
By way of example, I'm not going to shower Nigel first, I'm going to shower Julia
somebody else first for some reason?‑‑‑Yes.  Nigel doesn't look well today, and le
Nigel there for review later in the morning.

PN8809    
But you'd agree with me that the registered nurse can't absolve themselves of their
responsibility under their scope of practice; they're still responsible in the context 
scope of practice, aren't they?‑‑‑Absolutely they are, but I think it's important to p
into context.  We're talking that care needs to be delivered by a multidisciplinary t
includes a GP, registered nurses, allied health and personal care workers.  The per
workers are doing the majority.  About 70 per cent of the staffing is personal care 
but the needs of residents are met when everyone is making a contribution, and ev
working within their scope of practice.

PN8810    
Could I ask you to go to page 6?  This is purely my ignorance, Professor, so bear w
I don't quite understand what the relevance of the four charts are.  It doesn't seem 
completely clear from your narrative.  What's the purpose of showing the four
charts?‑‑‑Yes, I've described before the ACFI.

PN8811    
Yes?‑‑‑And I said that dependency had increased and if you look at the very first c
you'll see activities of daily living and the average payment rate under the ACFI u
that domain of activities of daily living going back over the years and you - - -

PN8812    
They're the three elements of ACFI?‑‑‑That's right and so you've got activities of d
living, behaviour and complex health care, and they map exactly to the table on pa
1, and you'll see that monthly ACFI payments have been going up which is indica
increasing rates of dependency during that period.

PN8813    
That's okay.  Can I ask you to go to the CHC table?‑‑‑M'mm.

PN8814    
As I read that, that suggests that - - -
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***        KATHLEEN MARGARET EAGAR                                                                                                 XXN MR WARD

PN8817    
JUSTICE ROSS:  Thanks.

PN8818    
MR WARD:  The Commission will see figure 1.

PN8819    
JUSTICE ROSS:  You said you were referring to a table, the statement?

PN8820    
MR WARD:  My apologies, the chart.

PN8821    
JUSTICE ROSS:  Thank you.

PN8822    
MR WARD:  Yes.

PN8823    
JUSTICE ROSS:  So you're on the charts in figure 1 on page 7?

PN8824    
MR WARD:  Yes.

PN8825    
JUSTICE ROSS:  All right.

PN8826    
MR WARD:  I should have listened more in my economics class.  The chart, if I c
you to the chart.

PN8827    
As I read that, around from January 27 there was a fall in complex healthcare asse
and that fall – reasonably stark until January 2020 and then there's a dramatic
increase?‑‑‑M'mm.

PN8828    
Can you explain to me why that's the case?‑‑‑Yes, it was because the rules about h
score that domain, complex healthcare, were changed.

PN8829    
It's not that there was something unusual about residents.  It was about the way th
actually operated?‑‑‑That's right.  The Commonwealth's view was that people wer
that domain incorrectly and the complex healthcare domain was reviewed and the
were changed.

***        KATHLEEN MARGARET EAGAR                                                                                                 XXN MR WARD

PN8830    
In changing the rules people were scored as being much more complex?‑‑‑It's abo
evidence that's required to justify a particular score.  So the ACFI is scored and th
needs to have evidence for each of the domains and the bar was raised in what con
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personal judgment they may need a third party, they may need a clinical review, th
need some other sort of verification.

PN8832    
But if I could then take you to page 7 in table 2?‑‑‑Yes.

PN8833    
I think I did drop this question in before I'll ask it again.  The fourth line talks abo
personal care attendant?‑‑‑Yes.

PN8834    
I might just pause there.  That personal care attendant, is that a regulatory phrase b
it's not personal care work or is there some reason why that's - - -?‑‑‑This table is 
source that I have cited below, which is the report published in 2017 and they used
in that report.  Since I submitted my paper there has actually been a more recent a
census report published and it uses the term aged care – a personal care worker.  S
the matter of history that this particular report goes back to workforce as designate
language designated in 2016.

PN8835    
I see but - - -

PN8836    
JUSTICE ROSS:  Sorry, Mr Ward, just before you do, it might be of assistance to 
is a more recent census if that material could be updated.  Is that going to create m
difficulty for any party?  No?

PN8837    
MR GIBIAN:  I don't believe so, your Honour.  Your Honour may recall that Prof
Charlesworth referred to that matter as well.

PN8838    
JUSTICE ROSS:  Yes.

PN8839    
MR GIBIAN:  And had some comments, I'll put it neutrally at this stage but some
comments to make in relation to that census document which we might wish to be
before the Commission if that census document is itself – we don't have any diffic
the document itself.

***        KATHLEEN MARGARET EAGAR                                                                                                 XXN MR WARD

PN8840    
JUSTICE ROSS:  Well, how do we get the up-to-date census data is what my que
going to?

PN8841    
MR GIBIAN:  We can arrange for that, your Honour, if that's the convenient - - -

PN8842    
JUSTICE ROSS:  If you can do that in consultation with Mr Ward so there's no is

PN8843    
MR WARD: There won't be an issue your Honour
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MR McKENNA:  Your Honour, I hate to interrupt but the census data itself is in t
tender bundle and we'll identify precisely where in due course.

PN8846    
JUSTICE ROSS:  Yes, thanks.

PN8847    
MR WARD:  Sorry, Professor.  I think I asked you this before and you weren't abl
answer but I'll – the table 2 talks about the change in the numbers of personal care
attendants between 2003 and 2016.  I think you said before you're not aware of an
which sets out the change in the number of personal care attendants who have a ce
3, are you?‑‑‑No, I'm not.

PN8848    
Are you aware if there's any such data out there?‑‑‑I don't believe there is.

PN8849    
Is it your general understanding – tell me if I'm wrong but is it your general under
that in 2003 most personal care attendants wouldn't have had a certificate 3?‑‑‑I'm
qualified to comment.

PN8850    
No, that's fine.  Then as you continue your discussion after the table you're talking
your RUC studies.  If you turn the page you then use the phrase, I'm just trying to
understand what it means, you use this phrase at the end of the paragraph at the to
8:

PN8851    
Domestic, cleaning and other staff involved in providing hotel and accommoda
services were excluded from this study.

***        KATHLEEN MARGARET EAGAR                                                                                                 XXN MR WARD

PN8852    
I wonder, I take it hotel and accommodation services would include a cleaner?‑‑‑Y
and lodging.

PN8853    
Food and lodging.  Would they exclude a gardener?‑‑‑Yes, food and lodging.  So i
back to the three, and I was really aligning my comments with the three funding s
aged care and that's the basic – what's covered in the basic daily fee, what's covere
and what's covered in accommodation.

PN8854    
Is hotel and accommodation services your term or is it a term that's used somewhe
else?‑‑‑It's a generally used term in human services, so I would refer to – I would 
same term if I was referring to a hospital or to an aged care facility.  It's the servic
would typically have staff deliver in a hotel.  So cleaning, domestic type work, foo
preparation.

PN8855    
Those things, okay.  Then in table 3 you go on to talk about the time spent, as I un
it, delivering care.  Is that a reasonable way of describing it?‑‑‑Yes.
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assistant because it had been used in the previous census but you should read that 
personal care worker now.

PN8857    
I had read it that way, Professor, but thank you.  I just want to be clear as to what t
minutes might include.  It would include activities like showering?‑‑‑Yes.

PN8858    
Toileting?‑‑‑Yes.

PN8859    
Potentially repositioning a resident who's in bed?‑‑‑Yes but also helping with mea
dining room.

PN8860    
Yes?‑‑‑Social engagement with a resident.

PN8861    
Yes?‑‑‑All time with a resident.

PN8862    
It would include what you and I talked about earlier today which might be the me
changing the catheter placement?‑‑‑Yes.

***        KATHLEEN MARGARET EAGAR                                                                                                 XXN MR WARD

PN8863    
Does the 144 minutes include me completing my progress notes on the resident?‑‑

PN8864    
If I was making observations about bowel movements or urine input – sorry, urine
would include me reporting those?‑‑‑That's right.

PN8865    
And if I was delivering Schedule 4 medications and signing off that Nigel was act
taking his medication, it would include that as well?‑‑‑That's right.  Direct care pe
means all direct care with the resident or on their behalf including documenting th
and their care needs.

PN8866    
Am I right in saying that the same applies for the registered nurse?‑‑‑Absolutely.

PN8867    
So I just want to be clear on this if I can, so we've had evidence in these proceedin
care worker might observe a bruise and might ring the registered nurse for instruc
That would include the time the registered nurse is taking on that call?‑‑‑That's rig

PN8868    
We've had also some evidence that they might photograph the bruise and send tha
nurse and then the nurse might contact them.  That would be the nurse's time as
well?‑‑‑Absolutely.  All care with or on behalf of the resident, including their
documentation.

PN8869
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called it, to recognise that there are additional care needs when someone first ente
where the registered nurse and the personal care workers are getting to know, not j
resident, but also their family sorting out any problems that the person might have
for example, pain or organising medical appointments, all those sorts of things.  A
quite a significantly higher rate of care in the - well, time in the first few weeks.

PN8870    
So those first couple of weeks sort of explode up the level of care that the resident
receiving and then it levels out?‑‑‑It tapers off over time, yes.

***        KATHLEEN MARGARET EAGAR                                                                                                 XXN MR WARD

PN8871    
Tapers off over time, okay?‑‑‑Sufficient to justify an additional payment which we
adjustment payment, and we recommended that the Commonwealth have very str
around the purpose of that payment, that it be used exactly for that purpose to plan
meet the resident, to get to know their needs, to meet the family, to identify what's
work for them, to develop a care plan.

PN8872    
Can I take you then to page 10 if I can?  You identify in page 10 some data agains
6, 7, 8 and 9.  Just in relation to 5, 6 and 7 I'm just trying to understand the scope o
question.  The question here is, 'Percentage needing help from a carer'?‑‑‑Mm-hm

PN8873    
And if I can just use one as an example, if we take table 5, eating ‑ ‑ ‑?‑‑‑Yes.

PN8874    
‑ ‑ ‑am I right in saying that the notion of help might be as simple as Nigel needs t
placed in his hand all the way through to somebody has to feed Nigel?  Is it a broa
scope?‑‑‑It's a very broad scope, and indeed in the actual study itself we actually c
dependency into seven levels.  I've just grouped them up here into either independ
needing help from a carer.

PN8875    
So you had seven levels of help that might be required, but this data consolidates 
into one outcome?‑‑‑That's right.  And that ranged from supervision and coaxing t
two-person physical assist.

PN8876    
Okay.  So, all of that is put into this basket that we've got on this page?‑‑‑That's rig

PN8877    
That's fine.  And is that the same for all of the categories, that they're all a
consolidation?‑‑‑Yes, they are.  It was a very detailed study of each resident.

***        KATHLEEN MARGARET EAGAR                                                                                                 XXN MR WARD

PN8878    
And if I could then ask you, you might not be able to answer this question, but if I
you to go to the top of page 11, you introduce the neuropsychiatric inventory and 
in the top of page 11 about elements of table 10 which describe certain behaviours
agitation, irritability, anxiety and the like.  So you might not be able to answer this
with me Are you confident that the certificate III program is sufficient for a perso
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responsible for determining whether a resident was independent on some of those 
whether they needed monitoring or whether they need direct supervision, and a ter
use is that the personal care workers are the eyes and the ears of the home.  They n
observing these types of behaviours, they need to - it's not just a one-way where th
passively get told by registered nurses what their job is, they are also the eyes and
of the home reporting back and having conversations with the registered nurse on 
have observed, and they are really very critical, and we should be seeing that that'
critical role to be actually the eyes and the ears of the home.

PN8879    
So if you just take agitation as an example, my understanding is this, if I was the p
care worker and I observed David to be more agitated than not today, I would do o
things, if I thought it warranted it I might ring the registered nurse straightaway an
think you need to come and look at David'?‑‑‑Yes.

PN8880    
Alternatively, it might not warrant that, and I might simply write in my progress n
'David was more agitated than usual today', and that's that observation process tha
talking about?‑‑‑That's right.  And I think there is a very important judgment that 
care workers are expected to make about whether the level of agitation today is an
different to what they observed yesterday.

PN8881    
And do you have any reason to believe that that's not a competency they develop i
certificate III or certificate IV program?‑‑‑I'm not prepared to comment on whethe
learn it in the certificate course, but certainly a good personal care worker is some
can make that judgment, and I would presume that it's a mix of certificate level tra
expertise acquired on the job, and I don't think ‑ ‑ ‑

PN8882    
Yes, but ‑ ‑ ‑ ‑ ‑ ‑we should under-estimate the role of skill and experience on the j

PN8883    
Do you have any opinion as to how long it takes to gain the necessary experience?
suspect that it varies by person depending on their age, their own level of maturity
own life experiences, as well as the skills and competencies that they have acquire
various certificate level and other courses that they may have done.

PN8884    
And by level of maturity, you mean the extent to which they are experienced bein
to people as opposed to not being exposed to people; is that what you mean?‑‑‑Th

***        KATHLEEN MARGARET EAGAR                                                                                                 XXN MR WARD

PN8885    
Yes?‑‑‑Yes, I'm presuming here that, you know, somebody, who for them, this is th
first job and they've never worked in the workplace would have a lot more difficu
assessing whether a person's level of agitation today is different to what it was yes
than someone who's done other things before they've come into aged care, and has
to observing people in a workplace.

PN8886    
Thank you.  That's very useful.  Could I just take you to page 12?  I won't be much
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PN8888    
Do you see that?‑‑‑Yes, I do.

PN8889    
I'm right, aren't I, that there are different forms of dementia?‑‑‑There definitely are

PN8890    
You're referring to all of them when you say that?‑‑‑I guess I would – yes, I am re
both.  You know, Alzheimer's and Lewy body and all the other sorts of dementias,
would also make a point that dementia is a very generic term and it's a medical ter
think it's often over-used to describe anyone who has cognitive or behaviour issue
would take you back to the previous table we were just talking about which is the 
table.

PN8891    
Yes?‑‑‑When you look at those behaviours in table 10 of my evidence on page 11,
think gives you a better profile of people in residential aged care than the medical
per se.

PN8892    
Are you concerned that the phrase, 'dementia', might get thrown around when it ha
medical meaning but it might not actually apply?‑‑‑What I am concerned about is 
think the rate of mental health problems in older people in aged care is very much
recognised and under-diagnosed.

PN8893    
If you look at table 10 depression seems to be high on the list?‑‑‑Yes.

PN8894    
You're talking there about being clinically depressed rather than just being unhapp

***        KATHLEEN MARGARET EAGAR                                                                                                 XXN MR WARD

PN8895    
Yes and if you can't answer this that's fine but my understanding is that for some r
they'll have sort of early onset with dementia and then it progressively gets worse 
will be different phases.  Is that how all dementias work?‑‑‑Yes, it is but if I come
that previous conversation if you look at the first item which is anxiety and – well
agitation.

PN8896    
Yes?‑‑‑If I go to anxiety, a lot of older people with anxiety will experience memor
because of the anxiety and if they're not properly medically diagnosed they could 
incorrectly diagnosed as dementia because dementia is very difficult to diagnose a
know across the country that access to psycho-geriatricians, specialist geriatrician
skill in dementia diagnosis, et cetera, varies and that's why whenever you read a re
about aged care and, indeed, about population health in general the rates for deme
always vary quite considerably because it's a very inexact science.

PN8897    
The next paragraph down which is one, two, three, four, five six.  Paragraph 6 on 
you say:
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PN8900    
- - - want to get in trouble about this.  Sensitivity and empathy are they personality
that some people have and some people don't?‑‑‑I don't think it's as black and whi
at all.  I mean, I'm really referring to this is a very significant cohort, many of who
reaching end of life and I would reiterate other information in that paragraph.  The
180,000 beds in the residential aged care centre.  Every year 60,000 residents die 
another 60,000 take their place. A one in three turnover resulting in 240,000 resid
moving through that sector each year.  And what that means is that every care wor
single person, every domestic, needs to be sensitive to the fact that many residents
approaching their own end of life, that many residents will have made friends with
residents who die, sometimes sharing a bedroom with them, that families will be g
These are really challenging – this is a really challenging workplace in terms of su
people in terms of their psychosocial mental health.

PN8901    
Are you saying there that people who display sensitivity and empathy are likely to
capable at their job?‑‑‑Absolutely.

***        KATHLEEN MARGARET EAGAR                                                                                                 XXN MR WARD

PN8902    
Just a couple more if I can and I'll finish.  You talk further down in that paragraph
aged care worker will often be the first point of contact for the family.  I take it tha
because the aged care worker is most likely to be in situ when the family visit?‑‑‑T
right but I also think that it's not just in situ, they will actually be with the resident
are the people that the residents know best as well.  So if I visit my mum, I will m
the personal care worker more likely than the nurse because the personal care wor
person I've had most contact with.

PN8903    
That's the person more often than not you're going to say, 'How has mum been'?‑‑
right and so the person to go back to the whole role, you can have what you think 
official role is of the personal care worker and the registered nurse but if I arrive a
concerned about my mum, I'm more than likely to relay that to the personal care w
both because they're the person I'm more likely to see and also because I'm more l
know their name.  And I'll point you to again the census data, the resident – the RN
workforce is a very, you know, very small numbers of permanent fulltime register
nurses.  The majority of RNs are very part-time and they represent a very small an
decreasing sector of the workforce.

PN8904    
Later on in that paragraph you say:

PN8905    
Aged care workers are frequently required to contact family members to inform
the death of a resident.

PN8906    
Are you actually saying that some facilities require the personal care worker to do
you?‑‑‑Yes.

PN8907    
Which ones?‑‑‑It's not the aged care home that requires that, it's that families, part
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PN8909    
If I've passed away you're saying that it's the personal care worker who's going to 
family to say that, not the registered nurse or somebody else?‑‑‑I don't think there
about how that works.  I think it varies considerably from home to home and by ti
day.  I have no doubt that if you die at midday that the most senior person in the h
be the person who does that but I have no doubt as well that we have a very comm
situation of someone dying in the middle of the night, and the personal care worke
the only person who is available to notify the family if it's their wish to be notified
immediately.

PN8910    
Which home is that, that that happens in?‑‑‑I can't cite the names of homes.

***        KATHLEEN MARGARET EAGAR                                                                                                 XXN MR WARD

PN8911    
That's fine.  Then just lastly if I can take you to page 13, statement you say:

PN8912    
Aged care work has historically be under-valued.

PN8913    
And you identify that:

PN8914    
This is arising because it's traditionally seen as low-value women's work.

PN8915    
I take it that's not your area of expertise, is it?‑‑‑Gender equity?

PN8916    
Yes?‑‑‑No.  I mean, I guess I'd go further and to say I think the aged care sector is
case study of where ageism and sexism walk hand in hand.  I have no doubt that w
wouldn't be having a hearing talking about these sorts of rates if we were talking a
middle aged men delivering services to middle aged client men.

PN8917    
You think that the minimum rates in these awards are where they are because it is,
describe, they're women's work?‑‑‑It's women's work but also we don't value olde
very much in this country, very sadly, and I do think there is a mixture of ageism a
sexism and in general of course we already know that, the evidence is there.  The 
industries have always been relatively low paid compared to other sorts of industr

PN8918    
When you say other sorts of industries, which industries are you referring to?

PN8919    
JUSTICE ROSS:  Mr Ward, how far are you planning on taking this, because  - - 

PN8920    
MR WARD:  I was - - -

PN8921    
JUSTICE ROSS: (indistinct)
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sociological approach', is that your understanding?‑‑‑I would leave that to other ac
experts.  It's not mine.  My expertise is in care work.

***        KATHLEEN MARGARET EAGAR                                                                                                 XXN MR WARD

PN8923    
That's fine.  Professor, thank you very much.  No further questions?‑‑‑Sorry, Ross
hear you.

PN8924    
JUSTICE ROSS:  Sorry, Professor Eagar.  Can I take you back to page 4 and the c
you made in response to a question?‑‑‑Yes.

PN8925    
You mentioned, or my note had that nearly 40 per cent of residents have nine or m
medications, and you were talking about this polypharmacy concept?‑‑‑Yes.

PN8926    
Where would I find the source for that proposition?‑‑‑The source for that is the Na
Quality Indicator Program, and the exact figure is 38.3 per cent and it's for the qua
October to December 2021, and the Department of Health or the Australian Institu
Health and Welfare both provide that information on a public website and in a qua
report.

PN8927    
Thank you.  I might get you to – or I'll ask Mr Gibian to obtain that document, and
provide it to the Commission and all the parties and it can go in the
court book?‑‑‑Thank you.

PN8928    
Thank you, Professor Eagar.  Mr Ward, anything arising?

PN8929    
MR WARD:  No, your Honour.

PN8930    
JUSTICE ROSS:  Mr Gibian, any re-examination?

PN8931    
MR GIBIAN:  Yes, there are a couple of matters.

RE-EXAMINATION BY MR GIBIAN                                               [10.29 AM

PN8932    
MR GIBIAN:  Professor Eagar, you can hear me again?‑‑‑I can, thank you.

***        KATHLEEN MARGARET EAGAR                                                                                                RXN MR GIBIAN

PN8933    
At the start of the cross-examination you were asked some questions about the Ag
Quality Standards, including Standard 7, and about the sanctions that can be impo
event that a provider is assessed as not meeting one or other of the standards, and 
to those questions indicated that in theory could lead to closure, but generally ther
some sanctions short of closure.  What are the other sanctions short of closure tha
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PN8934    
You were then asked about the move away from the institutional model of care tha
occurred – I think you described the time period as progressively after 1997, and y
referred, in answer to a question, to a change to a 'domestic look and feel', and 'a s
model of care.'  Are you able to describe what you meant by 'a social model of car
context?‑‑‑What was intended, and is not actually what happened, the intention of
model of care is that staff – it wouldn't feel to a resident that they were in an instit
The idea was that it would feel more like their home.  But I guess I would argue th
pendulum over the last decade has swung too far away from care that is clinically
competent in favour of care that is domestic scale, if you like.  We actually need to
We need to actually meet the social and psychological care needs of residents at th
time as their clinical needs are better met, and in the context of the current popula
can expect to see the care dependency needs of residents increasing going into the
There is no likelihood that the care needs of residents will decrease, and every like
that they will increase over the next few years.

PN8935    
MR McKENNA:  Your Honour, we appear to have lost O'Neill C, at least at our e
wouldn't otherwise interrupt.

PN8936    
JUSTICE ROSS:  Bear with me for a moment.  I think she's re‑booting her compu
we are.  Thank you.  Continue?‑‑‑Yes, so I guess what I want to say is that I think 
we've done in the last decade is that the pendulum swung too far towards the socia
and we have inadequate attention to meeting the clinical care needs of residents.  I
mention the government response to the Royal Commission into Aged Care and th
budget.  The pleasing point I would make about that is that the government made 
clear commitment to improve the quality and safety of aged care, and one of the m
do that is to improve RN staffing levels as well as personal care staffing levels.  Ir
one of the likely outcomes of improving RN work numbers will be to actually inc
personal care worker roles and responsibilities as well.  It won't be that more RNs
for personal care workers.  The goal is very much now to improve quality and safe
when I look at those same national clinical indicators that Ross J asked me about, 
those figures are just too high – 22 per cent of residents being physically restraine
for example.  If we have better diagnostic and prostification(?) going on in residen
aged care, then there should be better care planning around prevention, falls preve
for example - there's a very good one - less use of physical restraints.  That will ac
increase the responsibilities on care workers to implement much more sophisticate
delivery than is currently the case.

***        KATHLEEN MARGARET EAGAR                                                                                                RXN MR GIBIAN

PN8937    
MR GIBIAN:  In that answer you expressed the view that if there is an increase in
registered nurse numbers in residential aged care facilities, it would increase the w
personal care workers, and part of that may have been, the answer that you just ga
there any other reason why you say that would occur?‑‑‑Because then - the focus w
actually on improving quality and safety, so you know, the red mark on a heel doe
become a pressure injury, and we would get to a point where there are no more pr
injuries in residential aged care.  That is not the case at the moment, and it's not be
personal care workers are not doing their job; it's the that system isn't geared up en
prevention, and the Royal Commission very much recognised that, and I'm happy
government did in its response to the Royal Commission report as well
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PN8939    
Are you able to briefly say why you have that view?‑‑‑Yes.  A couple of reasons.  
that it's not sensitive to the changing needs of residents; more importantly because
– it has created a perception of perverse incentives, for example, if you go to the c
health care domain, if a person has a pressure injury, then it's worth more paymen
the ACFI.  And we were very concerned about this, because there's a perception, a
there have been anecdotes that a home's worked really hard with a pressure injury
managed the pressure injury and it's disappeared, and on reassessment the person 
has the pressure injury and so the payment rate to the home has gone down.  I led 
that designed the new model, the AN‑ACC, the Australian National Aged Care
Classification, and we were particularly focused on incentives and ensuring that th
no perverse incentives, so there are no perverse incentives for pressure injuries or 
or for any of the - pain for example, and going back to an earlier question by Mr W
of the questions was about pain, the rules on that were really very tightened but w
want to create - we did not want to create a perverse incentive where a home got p
if a resident was in pain with pressure injuries and having falls.

PN8940    
Yes, I understand.  In answer to that question you also referred to the ACFI proces
being sensitive to changing needs.  What did you mean by that?‑‑‑I referred of res
now all high, high, high.

PN8941    
That is, there's nowhere else for them to go if indeed ‑ ‑ ‑?‑‑‑There's nowhere else 

***        KATHLEEN MARGARET EAGAR                                                                                                RXN MR GIBIAN

PN8942    
‑ ‑ ‑there's a change in the - I understand?‑‑‑And when I look at the group who are
third of all residents are high, high, high, when I look at that group they are using 
assessment tools quite diverse.  The other thing I would say about that is that the e
on ACFI is the payment rates are much higher in metropolitan - in capital cities th
metro areas than they are in rural and regional centres, and the reason for that is b
people in metropolitan areas have got better access to Allied Health and medical s
who can write the sorts of reports that get them into higher paying classes.  When 
our AN-ACC study we demonstrated that the care needs of people in regional and
areas are no different than in metropolitan areas, but that has not been reflected in
payment rates for at least the last decade.  Metropolitan overall is paid more becau
using the ACFI are assessed as higher need in metropolitan areas.  The evidence d
substantiate that.

PN8943    
Is the proposed new funding model to come in later this year, how is it intended to
those issues?‑‑‑The first thing to say is that the legislation is not yet through, but w
presuming it will be through straight after the election.  The assessment is not don
care home.  The ACFI is currently assessed by the home.  The AN-ACC will be a
independent assessment and in areas, like pressure areas, the AN-ACC assessmen
the person's risk of a pressure injury, not whether they actually have a pressure inj
there is a loading for a pressure area risk but not for actually developing an injury.

PN8944    
Just a ‑ ‑ ‑?‑‑‑Sorry.
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into a home not being able to walk, and if they can mobilise that person and get th
moving, and not being able to walk goes to a higher paying class than somebody w
mobilise independently.  If they're able to rehabilitate that person, they will actual
the higher rate.  They won't actually go to the lower rate.  And on that I would jus
out, in terms of dependency, an issue of Mr Ward's questions before, 35 per cent o
residents in aged care now can't get out of bed.  Only 15 per cent of residents are
independently mobile, so you've got 15 per cent of residents independently mobile
cent who need the support of another person, not just an aid, 50 per cent need assi
with mobility, and 35 per cent are bed bound.

PN8946    
I think you did answer in that answer the next question I was going to ask, but jus
we can be - the adjustment payment to which you referred for a new resident is an
of the proposed new funding arrangements rather than an existing payment?‑‑‑Tha

***        KATHLEEN MARGARET EAGAR                                                                                                RXN MR GIBIAN

PN8947    
Lastly, you were asked some questions about what you've said about end of life ca
sorry, I'll have to find it - in your statement and about qualities of sensitivity and e
What types of skills were you talking about that care workers would need to exerc
order to appropriately deal with end of life care issues, both for the residents and
family?‑‑‑Yes.  One is impeccable powers of observation.  Clinical deterioration is
requires good judgment.  Families can see it, they'll say, 'I was here last Sunday an
see Mum's gone downhill since last week'.  But identifying deterioration requires 
know the resident quite well.  The second - and so the common issues I'd be looki
end of life are well-documented, and in fact we assess those all the time, and they 
like pain, fatigue, a decreasing in appetite, unexplained weight loss, nausea, bowe
problems, constipation, et cetera.  They are - in the day-to-day care of a resident th
personal care worker will often be the first person who notices clinical deterioratio
because it will present as a decline in function.  And so I do want a resident to hav
such that if they're having a shower and they wince, that the care worker says, 'Ar
pain?' and that just doesn't go through unchecked.  Once we actually have that in p
every resident and the care worker feels empowered to take that to the next level, 
start to systematically improve care.

PN8948    
Can I just have a moment, your Honour?

PN8949    
Thank you Professor Eagar.  That's the re-examination.

PN8950    
JUSTICE ROSS:  Thank you for your evidence, Professor Eagar.  You're excused
you.

<THE WITNESS WITHDREW                                                          [10.44 AM]

PN8951    
JUSTICE ROSS:  We propose to take a short break until 11 am and then we'll dea
Bonner.  Mr Gibian, there's one matter I want you to attend to.  My chambers advi
that the HSU has not yet filed its submission in a Word document despite numerou
requests to the organisation.  Can you clarify if they have done that already, and, i
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JUSTICE ROSS:  Thank you.  We'll adjourn till 11.  Sorry, to inconvenience you, 
Bonner, we won't be too much longer.

SHORT ADJOURNMENT                                                                   [10.45 AM

***        KATHLEEN MARGARET EAGAR                                                                                                RXN MR GIBIAN

RESUMED                                                                                             [11.01 AM

PN8954    
THE ASSOCIATE:  The Commission is now resumed.

PN8955    
JUSTICE ROSS:  We'll call Mr Bonner and have him sworn.

PN8956    
THE ASSOCIATE:  Mr Bonner, can you please state your full name and work add

PN8957    
MR BONNER:  Yes, Robert Bonner, 191 Torrens Road, Ridleyton, South Austral

PN8958    
THE ASSOCIATE:  Thank you.

<ROBERT BONNER, AFFIRMED                                                    [11.01 AM]

EXAMINATION-IN-CHIEF BY MR MCKENNA                           [11.01 AM]

PN8959    
JUSTICE ROSS:  Mr McKenna.

PN8960    
MR McKENNA:  Mr Bonner, could I ask you to please restate your full name?‑‑‑
Robert Bonner.

PN8961    
You are the Director Operations and Strategy of the South Australian branch of th
ANMF?‑‑‑Yes, indeed.

PN8962    
Could you please repeat the address of the South Australian branch?‑‑‑Yes, 191 To
Road, Ridleyton, South Australia 5008.

PN8963    
Thank you, Mr Bonner, and you have prepared a witness statement for the purpos
proceedings?‑‑‑Yes, I did.

PN8964    
Do you have a copy of that with you today?‑‑‑I do.

PN8965    
Can I ask you to confirm that it is a statement dated 29 October 2021?  I think you
the date hopefully on page 24?‑‑‑Yes, yes, indeed.
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PN8968    
You also refer to a number of documents variously identified as ANMF and then
numbered?‑‑‑That's correct.

PN8969    
Mr Bonner, have you had a chance to read your witness statement recently?‑‑‑Yes

PN8970    
Are there any changes, corrections or clarifications that you wish to make to it?‑‑‑
only thing that I would say in relation to the statement is that at paragraph 89 I wa
somewhat optimistically hoping that the new certificate 3 and 4 qualifications ther
under development last year when I made this statement, would have been endors
end of last year and that has yet to finalise.

PN8971    
I'm just looking at paragraph 89?‑‑‑The last sentence of that paragraph 89, says th
October 22 meeting of the Australian Industries and Skills Commission would con
those new qualifications.  The committee did but it referred it to a further bureauc
committee from which it is yet to emerge.

PN8972    
Subject to that clarification, are the contents of your witness statement true and
correct?‑‑‑Yes, they are.

PN8973    
Are the five annexures that you refer to in your statement, as attached to your state
they true copies of the documents that you refer to?‑‑‑They are.

PN8974    
Similarly the documents, the ANMF documents, they are true copies of the docum
referred to in the statements?‑‑‑Yes, correct.

PN8975    
If the Full Bench pleases, that statement can be found at document 137 of the elec
court book page 9304.

PN8976    
Mr Bonner, I understand you were provided one further document from Mr White
morning.  Do you have access to that?‑‑‑I do.

PN8977    
Further, I understand that you've been unwell, if at any point during the cross-exam
you need a break could you please bring that to the attention of the Full Bench?‑‑‑

***        ROBERT BONNER                                                                                                                   XN MR MCKENNA

PN8978    
The final matter is, hopefully you can see Mr Ward in one of the screens – the squ
the screen in front of you.  Mr Ward will now have some questions for you?‑‑‑Tha

CROSS-EXAMINATION BY MR WARD                                         [11.05 AM]

PN8979    
MR WARD: Mr Bonner can you hear me okay? I can thank you
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PN8981    
You've been, I say this respectfully, a professional union official for over 30 years
getting close to 43 now.

PN8982    
Is one of your responsibilities, you're the certification education guru of the union
way of describing you?‑‑‑I've been involved in the vocational education and traini
the development of training packages, the leadership of industry advisory structur
best part of 20 years.

PN8983    
You have particular knowledge of the VET sector?‑‑‑I do and, in particular, as it o
the health and community services sectors which have been my principal scope.

PN8984    
I wonder if I could jump to – do you have your statement in front of you?‑‑‑I do.

PN8985    
I wonder if I could jump you all the way to paragraph 86?‑‑‑Yes.

PN8986    
In paragraph 86 you make some observations about the work of personal care assi
Do you see that?‑‑‑I do.

PN8987    
I take it that those views have been formed by your observations of the industry o
years, rather than working in it?‑‑‑Absolutely, yes, from submissions over the yea
information obtained in my normal employment.

PN8988    
You say in the statement:

***        ROBERT BONNER                                                                                                                        XXN MR WARD

PN8989    
PCAs have roles to carry out non-complex components of personal care for res
that are within the scope of practice of a regulated health professional, RN or E
that with the province of these nurses in the aged care sector 20 years ago –

PN8990    
Do you see that paragraph there?‑‑‑I do.

PN8991    
By 20 years ago, you literally mean sort of 2000?‑‑‑I mean that, at least at that per
the work that PCAs do was in many cases undertaken by registered or enrolled nu
before that time.

PN8992    
I wonder if we could just talk for a minute about what that work was.  Are you ref
there to administering Schedule 4 medications as an example?‑‑‑That's one of the 
that is commonly undertaken by personal care assistants in some jurisdictions.

PN8993    
And you're saying 20 years ago that would have been the exclusive domain of the
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life care provision would be work that would have been undertaken actively by en
registered nurses at that time; and some of the work in the dementia units I think w
have been more significantly led and undertaken by registered and enrolled nurses
they were in greater numbers.

PN8995    
Can we just start with wound care, if we can?  My understanding is that any cares
to be reviewed by the registered nurse.  Is that your understanding?‑‑‑That's correc

PN8996    
And my understanding is that the initial response to that wound is normally under
the registered nurse, but that a personal care worker might re‑dress the wound und
direction from the registered nurse later, is that your understanding?‑‑‑That would
normal case.

PN8997    
I take it that that wouldn't involve complex wounds?‑‑‑Not generally speaking.  I m
don't - what I'm saying to you in relation to wound care is that in the delegation of
care, that would have been done by an enrolled nurse primarily 20 or more years a
now it's a personal care assistant who may well be doing the follow up dressing ch
you suggest.

***        ROBERT BONNER                                                                                                                        XXN MR WARD

PN8998    
So 20 years ago the follow up dressing might have been done by an EN?‑‑‑Correc

PN8999    
And these days it's done by a PCW?‑‑‑That's more commonly the case now.

PN9000    
Would that activity be within the competency of their Certificate III?‑‑‑The Certif
doesn't set absolute boundaries in terms of the competency of particular people.  W
does do is set out a range of knowledge information skills, tasks that can be under
then alludes to the policies, procedures and framework established by employers i
particular locations in terms of getting people permission, if you like, or scope to u
particular duties.  So I think that the difficulty in answering your question is that d
employers have different sets of rules about what the policy or procedure is within
organisation - - -

PN9001    
Let me ask it - - -?‑‑‑ - - - (indistinct) function.

PN9002    
Let me ask it a different way, Mr Bonner.  It might be easier.  Is it possible that I c
come out of my Certificate III and I know nothing about wound care?‑‑‑No, you w
certainly know about pressure area indications and when to report those to the reg
nurse, for example, to initiate that process of investigation, assessment and care pl

PN9003    
The second example you gave was observation work in palliative care.  Is what yo
saying there that 20 years ago the personal care worker would have had no involv
with somebody who was at end of life?‑‑‑No, certainly not.  I mean, what I'm refe
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When you say, 'the amount of care', is that the personal care worker will spend mo
observing that person and reporting back to the RN or EN?‑‑‑Yes, that would be th

PN9005    
It's not that they're administering morphiates or anything like that?‑‑‑Sorry, I didn
question.

***        ROBERT BONNER                                                                                                                        XXN MR WARD

PN9006    
It's not that they're administering any particular drugs, like morphine or something
to the resident?‑‑‑You would hope not.  But certainly we know of cases where per
assistants have been asked to change patches of medications on residents in aged c
facilities that may or may not contain medications under control.

PN9007    
My understanding is though that you have to be an enrolled nurse to replace an op
patch, isn't that right?‑‑‑The situation varies by state and territory law.  So medica
administration is governed by state and territory law.  In some states like Queensla
Victoria, I understand, the rules are far more stringent on what PCAs may or may 
and in some cases is complete prohibition, whereas in states like South Australia, 
to be a fit and proper person, so it's a much more open field in terms of what the la
personal care assistants can do, as opposed to an enrolled nurse.  It's a bit open.

PN9008    
In those states, the registered nurse would be deciding that the opiate patch needs 
and it's possible the personal care attendant could physically change it?‑‑‑That's co

PN9009    
And then you said lastly that there's been an 'increased role for PCAs in dementia?

PN9010    
Any particular activity in dementia that there's been an increased role?‑‑‑Look, I t
the sheer volume of the rate of dementia, cognitive impairment that's experienced 
aged care facilities, the number of specialist units and facilities that have grown up
years, and at the same time the diminution of registered nurses and enrolled nurse
with those residents, and residents generally, means that personal care assistants h
develop skills in terms of behaviour management and control, how to exercise res
behaviours when they grow out of hand, and how to manage their own situation in
units as well.  So there's been a huge change in terms of treatment of people with 
over that period.

PN9011    
You'd agree with me that those are skills that they obtain in their Certificate III?‑‑‑
are beginning level skills that are provided to all workers who are completing a
Certificate III in Individual Support, but there are also skills clusters that are avail
that Cert III for people who are working in specialist units, and indeed Certificate 
even university graduate qualifications that are open to care workers such as that o
the University of Tasmania, for example, but not in - - -

***        ROBERT BONNER                                                                                                                        XXN MR WARD

PN9012    
This is people who might want to specialise further and do further education in de
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Could I take you to paragraph 89?  At paragraph 89 you're talking about some cha
the Certificate III, and in the second sentence you say this:

PN9014    
The interim adjustments to the Certificate III qualification were made in early 
through significant limits being placed on elective units that could be offered w
aged care specialisation.

PN9015    
?‑‑‑Yes.

PN9016    
Earlier today I sent the Certificate III in Individual Support, CHC33015, which I'm
assuming you're familiar with that document?‑‑‑Yes, I am.

PN9017    
Can I just take you to page 4 of 8, and at the top of page 4 of 8:

PN9018    
It is my understanding if you want to do the individual support certificate in ag
are now four mandatory extra units.

PN9019    
?‑‑‑That's correct.

PN9020    
They're on the top of that page?‑‑‑Yes, I (indistinct).

PN9021    
Are you aware why – given your evidence talks about these, are you aware why th
units were mandated?‑‑‑Yes, the committee reviewed, partly as a result of the Roy
Commission's urging, the nature of the compulsory electives for work for people w
individual support qualification in aged care specifically and wanted to include th
empowerment role to people, specifically of course for people with dementia.  Th
one in terms of meeting personal support needs and complying with infection con
policies and procedures which was beginning to emerge as an issue in terms of CO
that time.

PN9022    
I take it that the dementia one was seen as a necessary element of the certificate 3 
profile of residents at aged care facilities?‑‑‑The dementia unit was always a requi
a compulsory elective, if I can use that kind of language, even in the pre-data (ind
and was maintained in this one.

***        ROBERT BONNER                                                                                                                        XXN MR WARD

PN9023    
Can I just ask this, on page 7 of 8, about three-quarters of the way down there's a r
to HLTHPS006, 'Assist clients with medication'?‑‑‑Yes.

PN9024    
There's some evidence in these proceedings that if you have that you can administ
Schedule 4 medications from Webster packs or blister packs.  Is there any reason w

asn't made mandator ? Yes there as significant debate abo t hether or not
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and, therefore, including a unit that couldn't actually be applied in particular jurisd
because of the State or Territory law was creating a problem in terms of national
regulation.  That was the primary reason why it was left as an elective in the end. 
no doubt that it was being used actively in some areas and the other key reason wa
the surrounding knowledge for effective administrative and mitigation.  A number
concerns about the degree to which that was not provided in the rest of the unit or
of the qualification if that unit was to be inserted as a compulsory unit within the o
course.

PN9025    
Am I correct that the Assist In Medication unit in the Certificate 4 overcomes thos
comings?‑‑‑There was seen to be a requirement for that in the cert 4 at the time.  T
a view that I personally shared but, nevertheless, it was one that the majority main
The cert 4 in this qualification was not adjusted by the committee at the time when
certificate 3 was.

PN9026    
Okay?‑‑‑I hope I made it clear, Mr Ward, so that was a pre-existing decision of a p
committee and was not one that we were seeking to overturn in these interim adju
for the qualification.  Our interim action was designed to meet the recommendatio
Royal Commission in terms of the robustness of the qualification and its uniformi
consistency of application across the country which was seen as being very variab
content and in quality, and that's what we were seeking to deal with in these initial
changes.

PN9027    
I just jump ahead because you've touched on that, at paragraph 96 you say:

PN9028    
Some courses are delivered exclusively online over the shortest possible durati
as little as six weeks.  While the increasing percentage of trained workers is we
the fact that some receive their education with minimal, if any, hands-on exper
worrying.

***        ROBERT BONNER                                                                                                                        XXN MR WARD

PN9029    
You talk there about robustness.  If you compared a six-week online program to a 
apprenticeship, you start to be concerned about the robustness.  Is that what you m
trying to create greater uniformity?  You're actually trying to have a – I mean, a m
uniform program rather than allowing an RTO to diminish the robustness of the
program?‑‑‑No, the program that we were designing was to deal with what the com
competency standards for a worker should look like, arising from the qualification
duration of the qualification and the mode of delivery are educational decisions th
outside of the control of the industry reference committee and, indeed, the regulat
training packages and falls within the remit of ASQA as the delivery regulator in t
sector.  All that we could do was to, despite urgings by come, to maintain the exis
compulsory requirement for 120 hours of on-the-job assessment and delivery that 
included in the qualification that we inherited and has been maintained throughou

PN9030    
Your observations in paragraph 96 are about the quality of delivery of the program
program itself?‑‑‑Yes, indeed, although there was some evidence that some of tho
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PN9031    
Yes?‑‑‑The group D electives.

PN9032    
Your concern could be described this way, you held a concern that because of the 
people were delivering the program the individual might turn up for work with a c
3 but might be less competent than somebody else with the same certificate 3 but 
differently?‑‑‑I think that there were those issues.  The quality of the graduates.

PN9033    
Yes?‑‑‑There was also the scope of knowledge of the graduates that was particular
concern.

PN9034    
That's fine.  I will just very briefly take you to paragraph 91.  In 91 you say:

PN9035    
Routine resident-specific activities requiring a limited range of skill and knowl
be delegated to the PCA.

***        ROBERT BONNER                                                                                                                        XXN MR WARD

PN9036    
Just for clarity, are you referring there to things like showering and toileting?  Wh
referring to there?‑‑‑Again it's contextual.  So it's about what the registered nurse b
appropriate to delegate to a care worker in their particular circumstances but, yes, 
of daily living would typically be part of that.

PN9037    
I take it that the registered nurse would need to be confident that the PCA is comp
do what's being done?‑‑‑That's the great hope.  The difficulty with that expectation
knowledge of the registered nurse in the circumstance about the PCAs in every in
So does the registered nurse, in delegating through the care plan, know every pers
assistant who's going to be performing the work under the care plan.  And that's w
becomes far more questionable.  Excuse me, I'm sorry.

PN9038    
That's all right.  Mr Bonner, if you take your wound dressing example, you've agr
me that the personal care worker wouldn't be doing the diagnosis on the wound an
wouldn't be doing the first dressing but would simply be replacing a dressing.  Is t
example of the sort of delegation you're talking about?‑‑‑Yes, again, one would ho
that is the case, but, yes, the expectation is a registered nurse would be doing an in
assessment and then delegating ongoing care.

PN9039    
And I think we've had evidence of personal care workers observing bruising and r
that to the registered nurse to decide what should occur.  Would that be another
example?‑‑‑Absolutely.

PN9040    
Just jump you to, if I could, just briefly at the beginning of paragraph 96 you iden
per cent of PCAs have certificate III, and I think you take this from the census
information?‑‑‑Yes.
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PN9042    
And is it your understanding that employers are more likely now to require a Cert
III?‑‑‑That's the broad proposition, yes.

PN9043    
Just a moment, if I can.  Thank you, Mr Bonner, no further questions.

PN9044    
JUSTICE ROSS:  Any re-examination?

***        ROBERT BONNER                                                                                                                        XXN MR WARD

PN9045    
MR McKENNA:  No, re-examination, your Honour.  Might Mr Bonner be excuse

PN9046    
JUSTICE ROSS:  Certainly.  Thank you for your evidence, Mr Bonner.  I hope yo
full recovery shortly?‑‑‑Thank you.  Thank you very much.

<THE WITNESS WITHDREW                                                          [11.29 AM]

PN9047    
JUSTICE ROSS:  I think that concludes the evidence involving the Full Bench fo
and we will all see you back at, on my note, on 2 pm on Wednesday.  And in the m
Commissioner O'Neill will be taking the evidence.  Is that where we're up to?

PN9048    
MR McKENNA:  Your Honour, before the Full Bench adjourns, just as a matter o
up the evidence ‑ ‑ ‑

PN9049    
JUSTICE ROSS:  Sure.

PN9050    
MR McKENNA:  ‑ ‑ ‑there a couple of statements, a couple of witnesses that we
understand are not required by Mr Ward.

PN9051    
JUSTICE ROSS:  Yes.

PN9052    
MR McKENNA:  And I just formally identify those statements now.

PN9053    
JUSTICE ROSS:  Certainly.

PN9054    
MR McKENNA:  There are two statements by a Ms Kristen Wischer.

PN9055    
JUSTICE ROSS:  Yes.

PN9056    
MR McKENNA:  The first of those is the award history statement dated 14 Septem
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***        ROBERT BONNER                                                                                                                        XXN MR WARD

PN9057    
JUSTICE ROSS:  Yes.  No, that's fine, just file the amended statement.

PN9058    
MR McKENNA:  Only one point of clarification with that, Ms Wischer has identi
error in one of her annexures, which is not her evidence, so that won't be changed
could just indicate that in annexure KW1 at page 35 in the table for Victoria the pe
difference for an RN level 1 top is should be 18 per cent instead of one per cent.

PN9059    
We also understand that Mr Kevin Crank is not required for cross-examination.  H
statement is at document 135, page 9260 of the electronic court book.  There are n
to that statement or any of the three annexures.

PN9060    
Your Honour, one further matter, I stood up briefly during the evidence of Profess
to identify that the 2020 census was in the ANMF's material.  That can be found a
ANMF13.

PN9061    
JUSTICE ROSS:  That's in the bundle?

PN9062    
MR McKENNA:  It's in the bundle, document 273, page 16157.  Ms Butler, in her
at paragraph 60 and following, makes some comments about the reliability of that
Full Bench has also heard from Professor Charlesworth's concerns about the reliab
that document, but that is at ANMF13.

PN9063    
JUSTICE ROSS:  Thank you.

PN9064    
MR McKENNA:  If the Full Bench pleases.

PN9065    
MR WARD:  Your Honour, if I could just raise a matter before the Bench, please.

PN9066    
JUSTICE ROSS:  Sure.

PN9067    
MR WARD:  We've had an indication from the two unions about cross-examinatio
witnesses.  I should just raise two matters, it would appear that both unions want t
pretty good go at the same witnesses, and they are effectively in the same interests
concerned about that.  It certainly might raise all sorts of questions of objection fr
one union tries to cover the same territory.

PN9068    
JUSTICE ROSS:  No.  Well, as I think I indicated earlier on, and the approach we
in the penalty rate case, parties in the same interest will not be permitted to cross-e
witness in the same area and field, so the witness is not going to be subject to cros
e amination t ice so co nsel for the respecti e nion interests ill need to di id
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PN9070    
JUSTICE ROSS:  Well, I'll ask - did you want to say something, Mr McKenna?

PN9071    
MR McKENNA:  I'm sorry, your Honour?

PN9072    
JUSTICE ROSS:  Did you want to say something?  You looked like you were mo
forwards, but maybe not.  Look, I'm content to leave the time estimates to - I'm as
it'll mainly be the HSU and ANMF.

PN9073    
MR McKENNA:  We haven't heard from the UWU, your Honour.

PN9074    
JUSTICE ROSS:  No.  Well, you'll need to look at your estimates and look at the 
and see if there's sufficient time.  And bear in mind, unless either of you wants to 
with my observation that you shouldn't be permitted to cross-examine about the sa
or submit a witness to cross-examination on the same issue twice.

PN9075    
MR McKENNA:  Your Honour, just on that point, I guess two things, the estimate
have been provided by, I think, both the HSU and the ANMF do not reflect that th
be overlap and that, of course, the parties will not be cross-examining on the same
But just to confirm your Honour's observations, I take it that there'll be no prohibi
both unions cross-examining the same witness, your ‑ ‑ ‑

PN9076    
JUSTICE ROSS:  No, that's true.

PN9077    
MR McKENNA:  ‑ ‑ ‑concern is just about the topic and overlap?

PN9078    
JUSTICE ROSS:  It is.  That's exactly right, yes.  No, there's obviously no concern
both of you cross-examining a witness.  I just don't want a witness exposed to cro
examination on the same subject area twice.  That's the concern.  And as you've in
that you'll divide up how you cross-examine, and so that issue shouldn't arise.

PN9079    
What do you think about Mr Ward's observation that, using your estimates, there a
hours of cross-examination, but that's not the - at the moment we have the time on
Wednesday afternoon and the Thursday?

PN9080    
MR McKENNA:  Your Honour, I understand that there is at the moment a day and
allocated to the employer witnesses.

PN9081    
JUSTICE ROSS:  Yes, that's right.

PN9082    
MR McKENNA:  No doubt I'll speak with Mr Gibian, and we will come back and
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MR GIBIAN:  Sorry, your Honour, could I raise two matters, firstly, that I will ha
discussion with Mr McKenna.  I'm not sure I was privy to the estimates that the A
have provided in time terms, but we'll obviously have to try and work that out as b
can.

PN9085    
Secondly, there was just one of the statements that I perhaps should identify at thi
time of Leigh Svenson, which is document 119 in the digital court book, commen
page 3807 falls into the category of Full Bench witnesses as it were.  She was not 
for cross-examination and I just identify that we seek to rely upon her statement a
annexures.

PN9086    
JUSTICE ROSS:  Certainly.  Look, perhaps to reduce any anxiety level any party 
have about you've put in a statement and you haven't identified it, I'm proposing in
background documents to set out the material which we understand has been put i
identified.  And you'll have an opportunity to check that just to make sure.  And w
in that make reference to the documents that the witnesses - well, that some of the
were taken to in cross-examination so that we're all clear about what's before us.  A
Nothing further from the Full Bench?  We'll leave you with Commissioner O'Neil
you.

PN9087    
Now, we have Mr Mills, I believe, is the next witness, is that right?

PN9088    
MR GIBIAN:  Can I just indicate, sorry to interrupt, Mr Hartley, there's been som
discussions between the parties, Mr Mills' personal circumstances have changed a
proposing to deal with him later in the day, hopefully after the conclusion of the A
witnesses.  I think that has been communicated to all of the parties but perhaps no
Commission, so he'll be dealt with later in the day.

PN9089    
COMMISSIONER O'NEILL:  Mr Hartley.

PN9090    
MR HARTLEY:  Commissioner.

PN9091    
COMMISSIONER O'NEILL:  We have – sorry, you go.

PN9092    
MR HARTLEY:  I think Wendy Knight is the next witness.  We're having I think s
technical difficulty on this end.  She seems to be faced with a screen saying, 'Som
admit you shortly', but I can't see her in the waiting room.  So I will make some in
and hopefully we'll get her in shortly.

PN9093    
MR WARD:  Sorry, Commissioner, I don't have Ms Knight on my list at all.

PN9094    
COMMISSIONER O'NEILL:  No, nor do I.  I have Mr Voogt, then Ms Power, M
and Ms McLean through - - -
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MR WARD:  Commissioner - - -

PN9097    
COMMISSIONER O'NEILL:  My - - -

PN9098    
MR WARD:  Sorry.  If we're going to do Ms Knight I'll need a short adjournment.
sorry, I'll just need a short adjournment.

PN9099    
COMMISSIONER O'NEILL:  How long do you need, Mr Ward?

PN9100    
MR WARD:  If you give me 10 minutes, Commissioner.  I just need to refresh my
of the - - -

PN9101    
COMMISSIONER O'NEILL:  No, no.

PN9102    
MR WARD:  - - - material, that's all.

PN9103    
COMMISSIONER O'NEILL:  We'll adjourn until 11.50.

PN9104    
MR WARD:  Thank you, Commissioner.

SHORT ADJOURNMENT                                                                   [11.39 AM

RESUMED                                                                                             [11.50 AM

PN9105    
COMMISSIONER O'NEILL:  Mr Gibian.

PN9106    
MR GIBIAN:  I think Mr Hartley is - - -

PN9107    
COMMISSIONER O'NEILL:  Sorry.  Mr Hartley.  You're on mute.

PN9108    
MR HARTLEY:  I apologise.  Ms Knights is present and is ready to be sworn.

PN9109    
COMMISSIONER O'NEILL:  Ms Knights, can you hear me all right?

PN9110    
MS KNIGHTS:  Yes.

PN9111    
COMMISSIONER O'NEILL:  I'm Commissioner O'Neill and my associate is just
have you take the affirmation.
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PN9114    
MS KNIGHTS:  Wendy Pauline Knights and 27 to 29 Princess Street, Mildura, Vi
3500.

PN9115    
THE ASSOCIATE:  Thank you.

<WENDY PAULINE KNIGHTS, AFFIRMED                                 [11.51 AM]

 

EXAMINATION-IN-CHIEF BY MR HARTLEY                             [11.51 AM

PN9116    
MR HARTLEY:  Ms Knights, it's Jim Hartley speaking.  Can you see and hear me
Jim, yes.

PN9117    
Great.  Could you just say your name one more time, please?‑‑‑Yes, Wendy Paulin
Knights.

PN9118    
Your work address?‑‑‑Is 27 to 29 Princess Street, Mildura.

PN9119    
You are an enrolled nurse?‑‑‑Yes, I am.

PN9120    
You made a statement in this proceeding dated 29 October 2021?‑‑‑Yes, I did.

PN9121    
Do you have a copy of that to hand, Ms Knights?‑‑‑I certainly do, right here.

PN9122    
Great.  Could you just scan through the first 16 or so pages and confirm – don't re
through it but you'll see on page 16 that it's a statement of 99 paragraphs?‑‑‑Yes.

PN9123    
Following that there are eight pages of annexures?‑‑‑Yes.

PN9124    
Could you look at paragraph 4 of that statement, please?‑‑‑Yes.

PN9125    
Where it says on the second line that you were, 'in charge of several facilities over
should that read, 'in charge of a facility on the PM shift'?‑‑‑Yes, that's correct.

PN9126    
Can you look at paragraph 31?‑‑‑Yes.

PN9127    
In the second line you see, 'RN', it says, 'RN at the start and end of my shift.'  Shou
say, 'start or end of my shift'?‑‑‑That's right.
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In the second line part-way through it says, 'next of kind', should that say, 'next of
kin'?‑‑‑That's right.

PN9130    
Finally, in paragraph 62 the second line from the end of the paragraph, you see the
'Endone', partway through and then it says, 'you have to notify the doctor as well',
that say, 'you have to notify families as well'?‑‑‑That's right.

PN9131    
Thank you, Ms Knights.  With those corrections, is your statement true and correc
best of your knowledge and recollection?‑‑‑Yes.

PN9132    
Great.  You should see on screen Mr Ward to whom I am grateful for his flexibilit
going to ask you some questions now?‑‑‑Okay, thank you.

CROSS-EXAMINATION BY MR WARD                                         [11.53 AM]

PN9133    
MR WARD:  Ms Knights, can you hear me okay?‑‑‑I certainly can.

PN9134    
Ms Knights, my name is Nigel Ward.  I appear in these proceedings for the emplo
interests and I'm going to ask you some questions.  Do you have your statement in
you?‑‑‑Yes, I do.

PN9135    
I'm just going to ask you to go to paragraph 11 if I can.  You say in paragraph 11 y
a certificate 3, a certificate 4 and your diploma.  I might have missed this, the cert
that's in community service or is that in ageing?‑‑‑It's in community health and ser
went back to do certificate 3 in aged care modules, I only had to do the aged care 
to complete that certificate.

PN9136    
The certificate 4.  So you had some recognition of prior learning for the certificate
yes.

PN9137    
Then you went on to do your enrolled nursing diploma?‑‑‑That's right.

PN9138    
Yes, can I take you to paragraph 14.  I think in paragraph 14 you're talking about y
decision to become an EN and you say this:

PN9139    
I felt I needed to have more knowledge and that aged care would need increasi
skilled people.  Personal carers at cert 3 are given broad training but it isn't su
depth to identify certain care needs like wounds, dementia and continence.

***        WENDY PAULINE KNIGHTS                                                                                                        XXN MR WARD

PN9140    
Do you see that there?‑‑‑Yes, yes.
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evening and how it can change the resident's behaviours.  How not to try and – wh
you call it – prove you're right and they're wrong because it just doesn't matter.

PN9142    
Sorry, keep going, I don't want to interrupt you, sorry?‑‑‑Yes, it's no good trying to
anything with a resident with dementia because it's not going to make any sense to
anyway.

PN9143    
Can I just, can I understand this, is what you're saying in paragraph 14 this, with a
certificate 3 you are competent to do the job but you wanted to more than just a ce
job?‑‑‑I felt there was a need to do more.

PN9144    
That's why you pursued further education so that you could become more compet
doing your job?‑‑‑Yes.

PN9145    
At the end of that paragraph you say this:

PN9146    
Personally I felt I needed more explanation on those matters.  Even if it wasn't 
scope to assess and action those issues, as a worker in aged care you need to b
identify when something changes or isn't right so you can report it in a timely w

PN9147    
Can I just give some examples of that and see if I understand what you're saying?‑

PN9148    
If you were a personal care worker and let's say I'm a resident and I'm less talkativ
or less awake today, is that what you meant by observing and then reporting that?‑

PN9149    
If you take me to the shower and I appear a little less stable today than I did yester
would that be another good example?‑‑‑It could be, yes.

***        WENDY PAULINE KNIGHTS                                                                                                        XXN MR WARD

PN9150    
You then talk about the fact that you're medication endorsed, and as I understand y
evidence consistent with other evidence in the case, originally an EN had to extra 
but it then became part of the Diploma itself, and that's how you did it, isn't it?‑‑‑T
right.

PN9151    
Can I just explore with you what it allows you to do?  My understanding is that yo
can't administer Schedule A medications?‑‑‑Not without an RN checking it, or wit
organisation two ENs can administer Schedule A medications.

PN9152    
Okay.  Bear with me, I hadn't heard that before in the case.  So, in your organisatio
need an RN to administer Schedule A medications?‑‑‑Not necessarily, no.

PN9153
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PN9155    
Outside of that, I take it that your primary focus is Schedule 4 medications?‑‑‑Yes

PN9156    
And does your organisation do what most seem to do, they're provided in Webster
packs for the resident?‑‑‑Yes, except for sometimes when we have a respite reside
in we generally have a little on the roll pack, but, yes, generally in Websters.

PN9157    
Help me out, what's an on the roll pack?‑‑‑It's a little - their medications are packe
little plastic bag and it comes on a roll, so they're all set for, like, 8 o'clock in the m
lunch time, 8 o'clock in the evening, so they've got their times on it as well to be
administered.

PN9158    
And if they're in respite care, would they normally arrive with that?‑‑‑Most of the 
all the time.  Generally that's something we've got to - or the RN has to organise.

PN9159    
Because tell me if I'm wrong, but if I'm coming in for respite care I won't have a c
plan?‑‑‑Generally you don't.  We have an admissions officer that tries to get as mu
information she can so that we've got a ground level work to level with - to deal w
care needs, yes.

***        WENDY PAULINE KNIGHTS                                                                                                        XXN MR WARD

PN9160    
And I take it that administrations officer isn't an RN?‑‑‑No, she's an  RN.

PN9161    
She is an RN, okay.  Okay, that makes me more comfortable.  And how would you
that - let's say I'm coming in for respite care, how would you know that I require
medications?‑‑‑That would be done by the RN in the admission process.

PN9162    
Right?‑‑‑We ring the doctor and get a medication summary and medical history so
know whether they've got diabetes, congestive heart failure, arthritis, osteoporosis
we need to be more vigilant if there's a fall.  If she is non compos one day and it c
she could be in a hypo with diabetes, so, yes, more of that sort of thing.  So she's g
know all that so we know that.

PN9163    
So, the RN puts together what might be said to be a mini care plan as best they can

PN9164    
And if they had medications, where would they come from, from their local GP or
their home?‑‑‑We would have the - try and get the scripts transferred to the (indist
chemist and have them dispensed from the chemist.

PN9165    
And then I take it the same Schedule 8, Schedule 4 rules would apply?‑‑‑Yes.  Yes

PN9166    
Co ld I ask o to go to paragraph 22? Yo disc ss in paragraph 22 doing a palli
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Okay.  And was that something the employer asked you to do, or was that somethi
you were just interested in doing?‑‑‑That was something I was interested in doing
some nursing homes I feel don't apply palliative care early enough for the dignity 
respect of the resident.

PN9169    
Is that a concern about the approach the registered nurse is taking, or is that a diffe
concern?‑‑‑A bit of both.

PN9170    
And was this part of your professional development hours you have to do, or was 
outside that?‑‑‑That was - sorry, I'm just ‑ ‑ ‑

***        WENDY PAULINE KNIGHTS                                                                                                        XXN MR WARD

PN9171    
No, that's okay, take your time?‑‑‑I lost you.

PN9172    
You're right?‑‑‑That's in ‑ ‑ ‑

PN9173    
So we're talking about your palliative care course?‑‑‑Yes.  I did that because some
some RNs are reluctant to commence pathways, we call it, pathway to palliative c
sometimes management can be a little bit apprehensive but many a times we have
commenced a patient on a Niki pump, what we call a Niki pump, which is the med
a moderate level, and sometimes they bounce back, because it's allowed the body 
recuperate and then we start feeding them again, and then they come back when th
pump is taken off.  But some RNs are reluctant to start it.

PN9174    
And I take it you did this course so you were more confident in how you worked w
RN on that issue?‑‑‑Yes, but also I did that because of the new advanced care dire
were being introduced.

PN9175    
Okay.  And absent doing that course would you have felt that you were competent
with the new advanced care directives?‑‑‑To understand my role when it come to 
care directives I felt I needed to do it, yes.

PN9176    
If you go to paragraph 25 ‑ ‑ ‑?‑‑‑Yes.

PN9177    
‑ ‑ ‑you talk in paragraph 25 about challenges in getting hold of the registered nur
you say that they're often simply dealing with emergencies.  By 'emergencies' you
referring to things like a resident falling?‑‑‑Yes.

PN9178    
What else might‑ ‑ ‑?‑‑‑Or ‑ ‑ ‑

PN9179    
Go on?‑‑‑ ‑ ‑ ‑there could be a skin tear, a resident's done a skin tear.  A lot of PCA
do doc mentation and aren't trained ith that so the RN has to go and generall
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RN has to be notified because then she will have to assess why the incident occurr
skin tear occurred, whether it's a reportable issue or not for the new SIRS.

***        WENDY PAULINE KNIGHTS                                                                                                        XXN MR WARD

PN9181    
So this is - she'll obviously have to record that there is a skin tear and then there'll
be an evaluation as to whether or not the reason for the skin tear gives rise to a SIR
notification?‑‑‑That's right.

PN9182    
That might be - I think the categories include things like neglect, unreasonable use
those categories?‑‑‑That's right.

PN9183    
Yes.  And in terms of how the skin tear is to be clinically dealt with that's a decisio
RN?‑‑‑Can be, yes.  She generally would dress it, but then she's got to do the incid
and notify the family, and also notify the doctor.

PN9184    
Which is the protocol that people have to now follow, isn't it?‑‑‑Yes.  Yes.

PN9185    
When you say 'generally', do you mean sometimes the EN would attend to it?‑‑‑Y

PN9186    
Okay.  And you said a minute ago that the PCAs aren't always good doing their
documentation.  Can you just help me with what you mean by that?‑‑‑Some of the
very reluctant to learn to do the documentation and some girls just don't documen
just won't go ahead and do the training to do the documentation.

PN9187    
So, that is writing out what is required to report on the tear?‑‑‑Well, that and just g
progress notes.  A lot of staff, a lot of PCAs at work do not do any documentation
than your general maintenance as (indistinct) maintenance, your monitoring of tha
that sort of thing, your COVID testing, the basic care documentation needed.

PN9188    
If they're not doing that, who in your organisation is doing the progress notes?‑‑‑U

PN9189    
And I take it is that just a personal reluctance rather than a competency reluctance
it could be a bit of both.

PN9190    
If I could then take you to paragraph 27?  In paragraph 27 you're talking about the
administrative work that RNs are now doing.  You say:

PN9191    
For example, if a transfer to hospital is required, the RN does the administratio
that.

***        WENDY PAULINE KNIGHTS                                                                                                        XXN MR WARD
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just making sure that that's what they want us to do as well, and then they have to 
and speak to the family; they'd print off the transfer papers, get a copy of their me
chart so that's all ready to go with the patient when they go.

PN9194    
And that's something they would always have done?‑‑‑Yes.

PN9195    
You then say, 'The RN also makes appointments.'  I'm assuming, is that appointme
the resident?‑‑‑Yes.

PN9196    
Is that a role they would normally have played, or is that a role that somebody else
have played?‑‑‑It's usually a role that the family would have made – organised, an
informed us, and then we just put it in the diary.  But a lot of the families don't liv
of the families don't live in the area, so if a resident needs to go to the doctor, we s
to the doctor or the doctor comes in, and then it's up to the RNs to organise follow
appointments, transport for the residents and that sort of thing.

PN9197    
So if I was a resident and I needed to see a gerontologist, that would be an exampl
would it?‑‑‑Yes.

PN9198    
You then go on to say, 'RNs are also involved in producing the care plans (indistin
updating the care plan.'  In your facility, I take it the RN writes the initial care
plan?‑‑‑Generally it's the admissions officer.  Then we do a seven‑day assessment
done by most of the care staff on toileting needs, showering needs, dressing needs
that stuff, and then the care plan is all put in together generally after a seven‑days
admission.

PN9199    
I think you said earlier, is the admissions officer an RN?‑‑‑Yes, she is.

PN9200    
So somebody who has got the RN scope of practice puts the initial document
together?‑‑‑Yes.

PN9201    
You then spend a period of time observing the resident?‑‑‑Yes.

***        WENDY PAULINE KNIGHTS                                                                                                        XXN MR WARD

PN9202    
And those observations are then filtered back so the RN rewrites the care plan for 
future?‑‑‑Yes.

PN9203    
Just bear with me.  A moment ago you said some of the personal care workers stru
documentation.  Do they struggle with documentation around that as well?‑‑‑Yes. 
documentation, a lot of that is just basically whether you showered – so some of it
computer system, the girls would say, 'was showered, dressed, assisted with makin
that sort of thing, 'was stand assist off the bed.'  Sometimes we get the physio com
d l t th i bilit t t t ith ll th t i
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So the personal care worker in that sense could just be ticking a box on some basi
information?‑‑‑Yes.

PN9205    
In paragraph 28 you say that, 'Occasionally when there aren't enough enrolled nur
PCA will take on the in‑charge role.'  Can you just explain to me what the respons
of the in‑charge role are?‑‑‑The in‑charge role, especially in that paragraph, is refe
the dementia‑specific area.  You have two other PCAs on view, so they assist you 
care.  So they'd mainly do the care; you do the medications.  But if they notice a b
skin tear or someone choking, they will immediately get the in‑charge person, wh
be the PCA, and they've got to come across and step up to the plate.  Generally if 
doesn't feel comfortable or confident, she will straightaway ring the RN or push th
emergency button.

PN9206    
Are those PCAs Certificate IV or Certificate III?‑‑‑They would only be Certificate
a medication endorsement within the organisation, or I should say medication com
within the organisation.

PN9207    
If I could ask you to jump to paragraph 40?‑‑‑Yes.

PN9208    
'MedSig is a new one.'  I take it that's just the platform that your care plans and thi
filled into?‑‑‑MedSig is actually only our medication.  So MedSig has come throu
the pharmacy, and the pharmacy pack or the Websters.  So basically what we do is
we've got the drug orders from the doctor, they get faxed to the pharmacy.  The ph
then put up the resident's name and all their medications, a picture of what they lo
and what time they have them, so like, 8 o'clock, 10 o'clock, midday, 4 o'clock, wh
time, and then they pack it to that and then send the Websters to us.

***        WENDY PAULINE KNIGHTS                                                                                                        XXN MR WARD

PN9209    
Bear with me.  If you're doing your medication round, and let's say I'm the residen
pull my Webster‑pak up; I'm assuming that you'll count the tablets and verify they
right tablets.  Some people have said they use a picture chart for that.  Do you use
that?‑‑‑No.  No, we don't.  We do have – I'll say yes now.  Some are on – the pictu
the computer, so you can go to their medication workshop and it's got pictures of t
medication on there, their medication drug chart.  So they'll have pictures of the m
on there, yes.

PN9210    
I take it that in terms of where you go to verify what I'm being given, is that on yo
MedSig system, is it?‑‑‑That's right.

PN9211    
Do you have a tablet or something?‑‑‑Yes.  Yes, we carry a tablet, yes.

PN9212    
But outside of that, is everything else paper-based?‑‑‑Most of our – some of our re
are on computer, but otherwise some are still on paper‑base as well.  There's a mix
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PN9215    
Can I take you to paragraph 49 and following?  You're talking about dementia?‑‑‑Y

PN9216    
You're in an interesting position, because you've done a Cert III, Cert IV, and you'
done a diploma.  Am I right that when you did your Certificate III you would have
education and practical training in managing dementia and de‑escalation strategie
dementia?‑‑‑When I did mine there was no real dementia‑specific training.  It was
the care needs:  how to shower, how to toilet, how to mobilise a patient and make 
walker was with them right.  Generally the basic care needs were what we learnt b

PN9217    
Sorry, when was that?‑‑‑1998/99.

PN9218    
Was the Certificate IV the same for you, it didn't deal with those matters?‑‑‑Not gr
It wasn't till I'd started doing my ENs that we actually got the physical hand‑on so
training sort of thing.

***        WENDY PAULINE KNIGHTS                                                                                                        XXN MR WARD

PN9219    
So that would be training about observing agitation and how to de‑escalate and th
that?‑‑‑Yes.

PN9220    
Could I then take you to 56?  Hopefully I've got the language right, Ms Knights.  I
understanding that if you observe a bruise or a skin tear, that's now described as an
event?'---That's right.

PN9221    
Am I right that that has to be notified to the family or the next of kin and the treati
doctor?‑‑‑Yes.

PN9222    
In your establishment is that a job the RN does?‑‑‑They generally like the ENs to 
we can do it.  If we haven't got time, we ask the RN to assist with it.

PN9223    
I assume that having notified those persons you'll have to write a short report on w
you've observed?‑‑‑That's right.

PN9224    
Does that get consolidated into the progress notes for the resident?‑‑‑Yes, definite

PN9225    
Am I right then that it's the RN who makes the call on whether or not it is a SIRS 
event or is it somebody above them?‑‑‑That's right, the RN will do all the paperwo
as notifying the Director of Care Services and seeing whether it's a notifiable offen
something that's been – that we can't identify, then sometimes a Director of Care w
in and look at a video if it's something that's happened in a lounge in a common ar
will review the video and see and if there's been any harm by another resident bein
that then it would need to be done within the 24-hour bracket of the SIRS.
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The registered nurse will consolidate the paperwork to go to the director?‑‑‑Yes.

PN9228    
But it's the director's decision in your establishment whether or not they make a S
report?‑‑‑That's right.

PN9229    
Could I ask you to go to 64, if you could.  In 64 you're talking about ACFI and I'm
assuming ACFI paperwork.  You say here:

***        WENDY PAULINE KNIGHTS                                                                                                        XXN MR WARD

PN9230    
With the ACFI there is a section that the PCAs do with basic information.

PN9231    
What is it that the PCAs actually do?‑‑‑PCAs will do their weight, their BP, that so
thing.  They will ask them are they happy with their care, are there any issues that
know, you think we can improve on already, that sort of thing.  And then that gets
the paperwork and then the EN's role is to go through and read all the progress no
that month or three-month period, whichever it may be, and document in it that – 
any changes in medication, any changes in their care, whether they're now needin
their hearing aids and dentures.  We document that and then that all upgrades, goe
ACFI lady within the organisation which is an RN, and she documents that and th
classifies their level of care.

PN9232    
I'm just going to work backwards if I can, Ms Knights?‑‑‑Yes.

PN9233    
The ACFI lady – that's okay, that's okay, I'm sure she's very happy with that.  The 
lady, she's a registered nurse?‑‑‑Yes.

PN9234    
But is she separate to the sort of day-to-day registered nurses?‑‑‑Yes.

PN9235    
That's a role in itself, is it, in the facility?‑‑‑It is, yes.

PN9236    
Do you know what her title is?‑‑‑At the moment she's CCC as well as ACFI admi

PN9237    
She's the clinical - - -?‑‑‑The clinical care coordinator as well.

PN9238    
- - - care coordinator?‑‑‑Yes, and admin.

PN9239    
I'm going to jump back to the beginning, then, about the PCA.  In terms of recordi
weight, that would be putting them in a weighing chair or something?‑‑‑A weighin
yes.

PN9240
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Right?‑‑‑So it is paper-based because then if a resident has lost weight then we ha
referral through to the dietitian and the dietitian will come and review.

PN9242    
In terms of the PCA's work, though, they're just recording whether they were 99
kilos?‑‑‑Yes.

PN9243    
With blood pressure, again, I'm taking the blood pressure and I'm simply recordin
reading is?‑‑‑Just recording and if they identify, if they're capable to identify that t
abnormal, then they have to report to the EN in charge, and then the EN will decid
to take it up to the RN.

PN9244    
My understanding is that some organisations have a kind of green, yellow, red sch
the blood pressures.  So if it's green it's cool, if it's yellow, if it's red you have to ra
RN immediately?‑‑‑That's right, yes.

PN9245    
Do you have a traffic light system as well?‑‑‑We do, yes.  The doctors – generally
doctor is concerned about their BP they'll have parameters and they're programme
the computer system.

PN9246    
The computer, okay.  Straight away, if I type in 120/80, it will tell me whether or n
green, yellow or red for this resident?‑‑‑That's right.

PN9247    
Then you said they make some observations, general observations about them, are
happy and things like that?‑‑‑That's right.

PN9248    
I take it do they tick a box for that or do they write it on the form?‑‑‑Generally the
write it on the form.  Yes, we prefer them to, yes.

PN9249    
Sometimes they don't?‑‑‑No.

PN9250    
Sometimes you end up having to do it, do you?‑‑‑Yes.

PN9251    
That's all right.  That's okay.  Just a moment, if I can, Ms Knights?‑‑‑Yes, you're ri

PN9252    
Can I ask you to go to paragraph 92?  You talk in paragraph 92 about aggression a
violence?‑‑‑Yes.

***        WENDY PAULINE KNIGHTS                                                                                                        XXN MR WARD

PN9253    
Does your organisation have rules to make sure you don't place yourself in an uns
situation?‑‑‑We generally have – the care staff have policies and procedures to fol
regards to their own safety Their safety is important as well as the resident's So
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That's the de-escalation strategies that you were - - -?‑‑‑Yes, yes, diversional thera
them for a walk.

PN9255    
Yes?‑‑‑Talk about reminiscing or something like that, yes, to try and divert their at
from what it is at the moment.

PN9256    
Do those strategies work for you?‑‑‑Most of the times.  Not always.

PN9257    
If they're not working, is it the rule that you have to remove yourself from the
situation?‑‑‑Yes.

PN9258    
Yes and having removed yourself, is that when you call the RN?  Who do you
call?‑‑‑Generally we'll notify the RN of what's happening and she will either say, 
things don't work in 10 minutes just give me a ring back and I'll come on over.'  B
generally we just walk away, leave them for about five or 10 minutes, then go bac
try again.  The same with when you're doing medication.  If they might not want t
their medications there and then, so you go away and let them finish doing whatev
doing, whatever they're thinking.  Come back and just try again and, yes, they'll ta
no worries then.

PN9259    
Just a moment.  Ms Knights, thank you for your evidence.  No further questions,
Commissioner?‑‑‑Thank you.

PN9260    
COMMISSIONER O'NEILL:  Mr Hartley.

PN9261    
MR HARTLEY:  I have nothing in re-examination, so thank you, Ms Knights?‑‑‑T
you.

PN9262    
COMMISSIONER O'NEILL:  Ms Knights, thank you for your evidence today.  Y
excused and free to go?‑‑‑Thank you very much.  Thank you.  Good luck, everyon

***        WENDY PAULINE KNIGHTS                                                                                                        XXN MR WARD

<THE WITNESS WITHDREW                                                           [12.25 PM

PN9263    
COMMISSIONER O'NEILL:  Mr Hartley, who's next?

PN9264    
MR HARTLEY:  I think it's Mr Voogt who is next and that's Mr McKenna's witne

PN9265    
MR McKENNA:  The Commission pleases, Mr Voogt has been contacted and I'm
if he's logging in through Adrian Johnson's log-in but I've just seen that there is so
Mr Voogt?
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PN9268    
MR VOOGT:  Thank you.

PN9269    
THE ASSOCIATE:  Mr Voogt, can you please say your full name and work addre

PN9270    
MR VOOGT:  It's Steven Andrew Voogt, and my work practice address is 54 Rya
Beechworth, Victoria.

PN9271    
THE ASSOCIATE:  Thank you.

<STEVEN ANDREW VOOGT, AFFIRMED                                     [12.26 PM

EXAMINATION-IN-CHIEF BY MR MCKENNA                            [12.26 PM

PN9272    
COMMISSIONER O'NEILL:  Mr McKenna.

PN9273    
MR McKENNA:  I'll take myself off mute.  Mr Voogt, I'm Jim McKenna, I'm one
barristers in this proceeding for the ANMF.  Would you please restate your full
name?‑‑‑Steven Andrew Voogt.

PN9274    
You are a nurse practitioner?‑‑‑Correct.

***        STEVEN ANDREW VOOGT                                                                                                     XN MR MCKENNA

PN9275    
You've just given a Beechworth address.  Could you repeat that, please?‑‑‑54 Ryan
Beechworth.

PN9276    
Thank you, Mr Voogt.  You have prepared a witness statement for the purpose of t
proceedings?‑‑‑I have.

PN9277    
Do you have a copy of that with you today?‑‑‑I do.

PN9278    
Can I confirm that it is a statement dated 29 October 2021?  The date should appe
on page 13?‑‑‑I'll just check.  29 October 2021.

PN9279    
Whilst you're there can I ask you to confirm that it runs to 70 paragraphs?‑‑‑It doe

PN9280    
There are two annexures to that statement?‑‑‑There is one from the AMA and ther
another one with my credentials.  Is that correct?

PN9281    
Terrific.  Have you had a chance to read that statement recently?‑‑‑I have.
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able to contact their doctors.  As a result of this we talked about the residential in-
service at North-East Health Wangaratta to try and compensate.  Now their hours 
11 in the morning until 1930 in the evening, Monday to Friday.

PN9283    
Subject to that clarification, are the contents of your witness statement true and
correct?‑‑‑Yes.

PN9284    
Are the two annexures true copies of the documents that you refer to in that
statement?‑‑‑Yes.

PN9285    
Commissioner, that statement appears at document 230 of the electronic court boo
12,024.

***        STEVEN ANDREW VOOGT                                                                                                     XN MR MCKENNA

PN9286    
Mr Voogt, on the screen in front of you if you've got a number of squares you mig
Ward has held his hand up?‑‑‑Yes.

PN9287    
Mr Ward may have some questions for you, thank you?‑‑‑Okay.

CROSS-EXAMINATION BY MR WARD                                         [12.30 PM]

PN9288    
MR WARD:  Mr Voogt, can you hear me okay?‑‑‑Yes, Mr Ward.

PN9289    
Thank you very much.  Mr Voogt, my name is Nigel Ward.  I appear in these proc
for the employer interests.  Do you have your statement in front of you?‑‑‑I do.

PN9290    
I'm going to start with you, if I can.  Paragraph 21 you say you run a consulting bu
Am I right that you run your own business consulting to aged care facilities?‑‑‑Ye
my own business, it's a company.  I'm a nurse practitioner.

PN9291    
Yes?‑‑‑And I'm engaged with 10 to 12 GPs that work around different clinics in
Wangaratta.  And I engage two facilities in Wangaratta and assist the GPs in looki
their residents at those facilities.

PN9292    
I'm just trying to ask you questions to understand.  I'm not trying to contradict you
no, no.

PN9293    
Is what you just told me that are you brought in by the GP or are you brought in b
facility?‑‑‑No, I'm engaged by the facility first.

PN9294    
Right?‑‑‑Then whatever residents are there under the GPs I work with I look after
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monitoring and a master's and we have to be mentored by geriatricians or whateve
specialty you're in.  And once – well, when I did I had to sit exams.  So what it me
have extended scope of practice.  So we're allowed to do a lot of similar things as 
So we can order diagnostics and we can interpret those diagnostics, and we can th
manage any illnesses through therapeutic medication.  So we can prescribe, we ca
specialists, we can order pathology and we can order radiology.  So, yes, it's an ex
scope of practice.
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PN9296    
No, that's fine.  Could I take you to paragraph 26, I just want to make sure I've got
in my head.  You describe something similar in 26 and you say:

PN9297    
I'm an autonomous practitioner.

PN9298    
?‑‑‑Yes.

PN9299    
You say:

PN9300    
I can diagnose.

PN9301    
Are you qualified to diagnose anything or are there things where you would say th
beyond my scope of practice?‑‑‑Yes.

PN9302    
Where would the line be drawn?‑‑‑Well, look, my area of expertise is gerontology
So we're looking at what we call the geriatric syndrome.  So anything around chro
around dementia, cognition, mental health, chronic pain, falls and so forth, is with
scope of practice.  But also I'm mental health trained, so my scope is a lot of psych
geriatrics.  And I'm also intensive care trained so much of my work revolves aroun
managing residents who become acutely unwell.

PN9303    
When might you, in dealing with an aged care resident, when might you refer on t
doctor?  Can you give me an example of when you would refer on to a GP?‑‑‑Gen
discuss with GPs all the time where their residents are at clinically.  I often use the
geriatrician that I telehealth with from Melbourne for really complex issues that ar
out of my scope of practice or they're really complicated and we need a specialist.
typical time when I would consult a geriatrician is someone who has dementia wh
behaviourally disordered and we cannot manage it.  So we use a combination of m
geriatrician and in my statement Dementia Support Australia.  So but, you know, o
there are certain conditions where it's out of my scope of practice, such as comple
neurology, complex renal disease.

PN9304    
Yes?‑‑‑That tends to go back to the GP, liaising with the specialists they use for th
particular issues.
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PN9306    
Yes?‑‑‑It's a requirement of AHPRA and it's a requirement of AHPRA to remain i
scope of practice and model of practice.

PN9307    
Yes?‑‑‑So we're very careful.

PN9308    
No, no, I'm not suggesting otherwise?‑‑‑Yes.

PN9309    
In terms of prescribing medication, I'm just mildly confused about that?‑‑‑Yes.

PN9310    
Are you at large to prescribe medication or are there limits as to types of medicati
can prescribe?‑‑‑I can prescribe most medications.  There are certain medications 
can't prescribe and that's more related to the PBS.  The PBS, on occasions, have st
certain medications, even though technically we're allowed to use them, if we wer
prescribe them the consumer would not get a rebate on those medications, so tech
don't prescribe those medications.

PN9311    
It's not that you're not allowed to prescribe Xanax, it's just that the consumer migh
unable to make a claim if you prescribe something versus the doctor?‑‑‑Yes, well,
not a good example because that's really restricted but a similar drug like Oxazepa
prescribe.  But there's a certain common antibiotic and for some unknown reason 
can't prescribe it.

PN9312    
Right?‑‑‑So if I have to use it then we'd go through the GP, yes.

PN9313    
A drug like a Xanax, that's a restricted drug, that's outside of your - - -?‑‑‑No, it's n

PN9314    
You can still do that?‑‑‑I can prescribe those classes of drugs and antipsychotics a
antidepressants, antibiotics, all the common daily drugs are usually okay within th
yes.

PN9315    
Bear with me how I describe this.  You're, in effect, a substitute for the GP.  Is that
-?‑‑‑Yes, we don't like to call ourselves pseudo-doctors, you know, because there's
bit of animosity still between the nursing profession and the doctors profession.  B
say that a lot of what I can do overlaps a lot with what the GPs can do, yes.

***        STEVEN ANDREW VOOGT                                                                                                          XXN MR WARD

PN9316    
You seem to be that crossover person between the registered nurse and the doctor?
I'm probably more crossover with the doctor actually.  Generally speaking, like, fo
example here today at St Catherine's in Wangaratta I have 50 residents.  And I gen
look after most of their medical needs, and, you know, by virtue of the collaborati
agreement I will communicate with the GPs that the relationship thus far is so goo
th ' t t d I' i th di ll
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You could still operate, but the problem for the resident is that they'd not be able t
against MBS and PBS without that collaborative agreement.

PN9318    
Can I take you to paragraph 27?‑‑‑Yes.

PN9319    
Particularly you talked about the first part about contacting GPs if there's a particu
complex issue, but right at the end of that paragraph you say this:

PN9320    
What I do that a usual RN in aged care can't revolve -

PN9321    
I think that's 'resolve' -

PN9322    
?‑‑‑Yes.

PN9323    
around the extended scope of practice would be prescribing diagnostic and ... 
RN staff might identify a clinical issue and refer it to me as the NP.  I would the
diagnose and manage the issue.

PN9324    
Could you just give me an example of what an RN would ordinarily refer to you?‑
someone might become febrile, have a temperature and get confused, and, you kn
nursing staff will probably 99 per cent of the time know what the problem is, but t
me to see them, and I'll assess them clinically.  Now, it may be a urinary tract infe
could be a chest infection, depending on - if it's complicated I might order some p
and probably initiate antibiotics.  That's a typical example of an acute problem.

***        STEVEN ANDREW VOOGT                                                                                                          XXN MR WARD

PN9325    
So the RN is making a decision as to whether or not they need further assistance i
diagnosis of what's going on, and you would step in and play that role?‑‑‑Yes, I th
RN would refer to me if they feel as though the issue needs to be escalated, if they
resident is in any danger or is becoming unwell.

PN9326    
Okay.  And absent having you, I take it that the RN would escalate it to a GP?‑‑‑Y
that's - often they'll ring me.  If that's between the hours of 9 to 5, as I was just say
McKenna, there's quite a few practices now not offering an on-call service at all, s
would - out of hours they would be relying on a telephone service like My Emerg
or sending the resident to an emergency department.

PN9327    
So, if the RN in the case we just discussed was getting concerned for the resident,
didn't use a service like you, couldn't get a GP, they would normally ring Triple 0 
person would go to hospital?‑‑‑Well, no, what would happen is if it was till 1900 h
the evening, Monday to Friday, they have the option of contacting Residential Inre

PN9328
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advanced care planning do not want to be transferred to hospital, so we have to - t
where the problem lies, we have to work out a way of managing these residents ou
hours.

PN9329    
Have you ever been employed directly by an aged care provider as a nurse
practitioner?‑‑‑Yes.  Well, currently I'm contracted, but when I first qualified as a 
practitioner I was still working with Northeast Health Wangaratta.

PN9330    
Right?‑‑‑And I did service their residential aged care facility, Illoura, which is a 6
facility in Wangaratta as an employed nurse ‑ ‑ ‑

PN9331    
Is that public sector?‑‑‑Yes.

PN9332    
That's public sector?‑‑‑Yes.  Yes.

PN9333    
You've not worked in the private sector directly as a nurse practitioner to an aged 
provider?‑‑‑No, I am now.  Yes.

PN9334    
As a consultant?‑‑‑As a nurse practitioner.

***        STEVEN ANDREW VOOGT                                                                                                          XXN MR WARD

PN9335    
Yes, okay?‑‑‑So ‑ ‑ ‑

PN9336    
But through your company?‑‑‑Through my company I'm contracted by private nur
homes.

PN9337    
Right?‑‑‑Also currently I'm doing some work for Monash Health in Melbourne as
them with some of their aged care facilities.  Again, it's under a contractual basis b
with another consultant.

PN9338    
Can I ask you to go to paragraph 39 and about half-way through you make this co

PN9339    
It's got to the point where major providers won't take moderately to severely
behaviourally disturbed patients and many end up in public facilities after bein
emergency.

PN9340    
?‑‑‑Sorry, what number is that, sorry, sir?

PN9341    
My apologies.  I was going to call you Dr Boyd?‑‑‑No.
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PN9344    
It's got to the point where major providers won't take moderately to severely
behaviourally disturbed patients and many end up in public facilities.

PN9345    
Do you see that?‑‑‑Yes.

PN9346    
Can I just work backwards on that, what are the public facilities they end up in?‑‑
experience is Monash.

***        STEVEN ANDREW VOOGT                                                                                                          XXN MR WARD

PN9347    
Right?‑‑‑Monash has five aged care facilities now, and what you see is - I mean, a
private facilities have dementia specific units, so they take them.  But with Monas
occurring, I believe, is they have an over-representation of residents with behaviou
disorder, whether it be psychiatric based or dementia based, and because Monash 
facilities and those residents are in at Monash taking up a bed, they will send them
aged care facilities that Monash operate, because basically the facility can't refuse
resident.

PN9348    
So, when you say it's got to the point where major providers won't do this, which 
providers were you thinking about when you wrote that?‑‑‑Well, look, I think in g
most providers like Bupa, I think any provider is very hesitant to take anybody wh
they've given a history of severe behavioural disorder.

PN9349    
And could you ‑ ‑ ‑?‑‑‑I think any provider.

PN9350    
And so your view is they're being syphoned into the public sector system, are they
percentage of them.

PN9351    
Right, okay?‑‑‑I mean, there's still - I mean, up in the country the residents are pla
is difficult sometimes to find a - sometimes to place a resident because of their beh

PN9352    
Can I just understand what do you mean by 'moderately behaviourally disturbed?‑
obviously - well, severely you would say they're really aggressive and they're hitti
people, they're hitting co-residents and what have you.  Moderately is they have a
to higher level of agitation, and irritability and require often one-to-one for part of
of care.

PN9353    
So your sense is these people are not exclusively but to some extent being moved 
private sector into the public?‑‑‑No.  Once they're in the private sector they stay.  I
of agreement.  It's when someone comes into a facility, whether they come from h
via hospital, that that is the issue of sometimes placing the resident.

PN9354    
I ? A d it' ill l it' h t f t i f ili
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So the emphasis there is on your statement saying, what, they won't take them in t
place?‑‑‑Yes.

PN9356    
No, I just wanted to understand?‑‑‑Yes.

***        STEVEN ANDREW VOOGT                                                                                                          XXN MR WARD

PN9357    
Okay, I understand now?‑‑‑A new admission, not a – yes, a new admission.

PN9358    
From your quite extensive experience, do you think that – I'm just going to deal w
one‑by‑one – you obviously have a lot of interaction with personal care workers?‑

PN9359    
Do you think their competence in training is sufficient for them to do the job?‑‑‑A
they're doing the job that has been designed for them, yes.

PN9360    
Okay?‑‑‑And that is personal care, so physical care, feeding, hygiene and what ha
but often, because of – yes.

PN9361    
So I take it that what you haven't said there is you don't want them creeping into a
clinical aspect of anything?‑‑‑Well, their training pertains them to offering care.  N
obviously part of their training is that they're to monitor and look for any sort of
deterioration around a resident, but a lot of that is revolved around, specific to ger
a lot of that is around weight loss or falls, or mental health, you know.  It's not rea
pertaining to – obviously they're going to recognise someone acutely deteriorating
know, investigating that then becomes beyond their scope of practice, I believe.

PN9362    
If I was the resident, they're competent to observe that I'm less talkative today or m
sleepy, but then - - -?‑‑‑Yes, exactly, and they might feel hot.

PN9363    
Or they might feel hot?‑‑‑Yes, and so it's within their scope.  They might then dec
might maybe point it directly to the RN or the EN, or they may decide to do some
signs.

PN9364    
And in that sense, would they take the person's temperature?‑‑‑Yes.

PN9365    
And they might take their blood pressure if they've been trained to do that?‑‑‑Yes.

PN9366    
And again, if there is something different to the norm, that might be then reported
immediately to the RN or the EN?‑‑‑That should happen, yes.

PN9367    
Can I just ask you to go to paragraph 52 of your statement?  You say in 52:
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PN9369    
The types of things you and I have just discussed, is that what you meant by obser
residents and reporting?‑‑‑I'll just read the paragraph, if you don't mind.

PN9370    
No, please do?‑‑‑Yes, they are expected to look for anything that there may be a
deterioration in the resident.

PN9371    
As we've discussed, that might be placed in a progress note, or possibly could be r
directly straightaway with the RN?‑‑‑Should be raised with the RN or the EN.

PN9372    
Yes?‑‑‑Yes.

PN9373    
Thank you, Mr Voogt.  I wish you well.  No further questions,
Commissioner?‑‑‑Thank you.

PN9374    
COMMISSIONER O'NEILL:  Any re-examination?

PN9375    
MR McKENNA:  Just one.  Thank you, Commissioner.

RE-EXAMINATION BY MR MCKENNA                                         [12.52 PM

PN9376    
MR McKENNA:  Mr Voogt, you were asked some questions by Mr Ward about
prescription rights of nurse practitioners and about the collaborative agreement, an
were asked whether you needed a collaborative agreement to allow you to play th
prescribing and so forth, and your answer, as I recall it, was that in private practic
must have a collaborative agreement to have access to Medicare and the PBS.  Do
recall that?‑‑‑Yes.

PN9377    
Can you explain how, if it does, if the practice differs in public practice?‑‑‑Well, in
public hospital, public practice, a nurse practitioner can't get a provider number fo
They can get a PBS number, which enables them to prescribe, but they can't get an
number.  But within the public system you don't need that, because the medication
prescribe are under the state health system, because it's a public health system, so 
paid for by the state health budget.

PN9378    
Thank you, Mr Voogt.  Commissioner, might the witness be excused?

***        STEVEN ANDREW VOOGT                                                                                                   RXN MR MCKENNA

PN9379    
COMMISSIONER O'NEILL:  Mr Voogt, thank you for your evidence this afterno
are excused and free to go?‑‑‑Thank you.  Thanks for your time, Commissioner.

<THE WITNESS WITHDREW                                                           [12.53 PM
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MR McKENNA:  I'm in the tribunal's hands, Commissioner.  She is available and
join now, if that's convenient.  The next witness is Dianne Power.

PN9382    
COMMISSIONER O'NEILL:  What's your estimate with Ms Power, Mr Ward?

PN9383    
MR WARD:  I will need a half hour with her.

PN9384    
COMMISSIONER O'NEILL:  All right.

PN9385    
MR McKENNA:  Commissioner, I'm sorry, I've just been advised that Ms Power 
unavailable after 2.30 today.  I'm sorry about that.

PN9386    
COMMISSIONER O'NEILL:  Well, how about we adjourn now and resume at 1.4

PN9387    
MR McKENNA:  If the Commission pleases.

PN9388    
MR WARD:  Thank you, Commissioner.

PN9389    
COMMISSIONER O'NEILL:  The Commission is now adjourned.

LUNCHEON ADJOURNMENT                                                          [12.54 PM

RESUMED                                                                                                [1.45 PM

PN9390    
COMMISSIONER O'NEILL:  The Commission is now resumed.

PN9391    
Ms Power, can you hear me all right?

PN9392    
MS POWER:  Yes, I certainly can.

PN9393    
COMMISSIONER O'NEILL:  All right.  I'm Commissioner O'Neill, and my asso
just going to have you take the affirmation.

PN9394    
MS POWER:  Thank you.

PN9395    
THE ASSOCIATE:  Ms Power, can you please say your full name and work addre

PN9396    
MS POWER:  Dianne Power, Regis Whitfield, 120 McManus Street, Whitfield, 4
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PN9398    
MR McKENNA:  Thank you, Commissioner.

PN9399    
Ms Power, my name is Jim McKenna, I'm one of the barristers for the ANMF in t
proceeding.  Could I ask you to again please state your full name?‑‑‑Dianne Mary

PN9400    
And you are employed as an assistant in nursing at Regis Whitfield?‑‑‑Yes, I am.

PN9401    
Could I ask you just to please repeat the address of that facility?‑‑‑It's 120 McMan
Whitfield, 4870.

PN9402    
Thank you.  Ms Power, have you prepared a witness statement for the purpose of 
proceedings?‑‑‑I have.

PN9403    
Do you have a copy of it with you today?‑‑‑Yes, I do.

PN9404    
Have you had a chance to read it recently?‑‑‑Yes.

***        DIANNE MARY POWER                                                                                                           XN MR MCKENNA

PN9405    
Could I just ask you to confirm that it is a statement dated 29 October 2021?  I thi
hopefully should find that date on page 15?‑‑‑Yes.

PN9406    
And can you also confirm, whilst you're at page 15, that it runs to 105 paragraphs?

PN9407    
Are there any changes, corrections or clarifications you'd wish to make to that
statement?‑‑‑No.

PN9408    
Commissioner, that statement can be found in the electronic court book at docume
page 1179.

PN9409    
Ms Power, on the screen in front of you there are a number of squares, hopefully y
see Mr Nigel Ward?‑‑‑Yes, thank you.  Hi.

PN9410    
Mr Ward will now have some questions for you.  Thank you?‑‑‑Yes.

CROSS-EXAMINATION BY MR WARD                                           [1.47 PM]

PN9411    
MR WARD:  Ms Power, can you hear me okay?‑‑‑Yes, certainly can.

PN9412    
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Can I just start with your qualifications?  My understanding is you've got both a c
III and certificate IV specialising in aged care; that's correct?‑‑‑Yes.

PN9414    
And you identify yourself as being medication competent?‑‑‑Yes.

PN9415    
Did you have to do a separate training program for that, or was that encompassed 
Cert III or Cert IV?‑‑‑No, that was extra training for that provided by Regis.

PN9416    
Was that an in-house course?‑‑‑Yes.  Yes.

PN9417    
Then was there a theoretical and a practical component?‑‑‑Yes.

***        DIANNE MARY POWER                                                                                                                XXN MR WARD

PN9418    
Do you remember how long the theory was?‑‑‑I think it was a day and a-half and 
to do a week with the practical.

PN9419    
And when you say you had a week, you were under the observation of an RN duri
week?‑‑‑Yes.

PN9420    
And I take it that the RN signed you off as being competent at the end?‑‑‑Yes.  An
do a - every year you've got to do a refresher.

PN9421    
And you do that with the RN as well?‑‑‑Yes, and you have to fill out - do some - a
well.

PN9422    
Is it a very long test?‑‑‑Reasonable.

PN9423    
Well, it takes an hour or so to do?‑‑‑Yes.  Yes, it would be.  Yes.

PN9424    
Okay.  Can I ask you to turn to paragraph 12, I just wanted to understand the Regi
Whitfield facility?‑‑‑Yes.

PN9425    
I'm just trying to understand this, it says there's a dedicated dementia unit.  Is that 
unit?‑‑‑Yes, it is.

PN9426    
But that unit is otherwise in the building?‑‑‑It is.

PN9427    
And then you say this, plus an upmarket Endeavour wing?‑‑‑That's right.
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PN9430    
What additional services would they get there?‑‑‑Well, they have their own happy

PN9431    
Okay?‑‑‑And they are - the rooms are bigger, it's just a nicer wing overall.

***        DIANNE MARY POWER                                                                                                                XXN MR WARD

PN9432    
But you don't work in the Endeavour wing?‑‑‑Yes, I do.

PN9433    
You do work in the Endeavour wing, okay.  But do you ever work in any of the ot
wings?‑‑‑Yes.

PN9434    
I think you say you work in the dementia wing?‑‑‑Yes, I work in most of the wing
facility.

PN9435    
And does that mean you just rove around depending on where they need you?‑‑‑N
I've got set shifts so I've got - I usually do 10 shifts, so six of those shifts are in En
and the other shifts are upstairs which is Cassia, Pendennis wings which are high 
wings, and I - but I can be shifted anywhere at any time, so I can be shifted from E
into Silkwood, or I can be shifted - depending on care needs.

PN9436    
Can I ask you to go to paragraph 19?  You mention in paragraph 19 an example of
resident having a fall?‑‑‑Yes.

PN9437    
Is your protocol if a resident has a fall that you have to call the RN?‑‑‑Absolutely.

PN9438    
And I ‑ ‑ ‑?‑‑‑Yes, you make them comfortable, make sure you call the RN, hopefu
you've got a phone.

PN9439    
Hopefully.  And I take it the RN then will come and decide what should actually h
the resident?‑‑‑Yes, she comes in and assesses and I tell her what's happened, you 
my observations and then she'll make her observations and maybe call an ambulan
whatever she needs to do.

PN9440    
So if you've observed the fall you'll describe the fall to the RN?‑‑‑Absolutely.

PN9441    
Or if you've been with the person who's fallen and let's say they've lost consciousn
tell them that they were conscious but they've lost consciousness?‑‑‑Absolutely, y

PN9442    
Or the other way around?‑‑‑That's right.

PN9443
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Then in paragraph 20 you talk about, 'Once the residents are up we move them int
chairs and wheelchairs'.  My understanding is the princess chair is like a tub chair
wheels; is that right?‑‑‑That's exactly right, yes.

PN9445    
Are all your residents - are none of your residents ambulatory themselves?‑‑‑Very
few.  Very few.  They've all got walking sticks or four wheelie walkers or they're i
wheelchairs or in the princess chairs.  Or some of them are totally bed bound.

PN9446    
But some can walk with a walker or a walking stick?‑‑‑Yes, but some of them nee
supervision as well.

PN9447    
So, you would be aware of which ones are less stable if they're using their walker 
walking stick and you'd be keeping an eye out for them?‑‑‑Absolutely, yes, you ha
with them.

PN9448    
You then in paragraph 22 talk about breakfast, and in the second sentence you say

PN9449    
It's important to know each resident's dietary requirements such as consistency

PN9450    
Isn't it the case that their dietary requirements will be in their care plan?‑‑‑It's in th
plan and it's in the diet comments in the kitchen and that as well, but it's very impo
we are aware of those.

PN9451    
So I just want to make sure I understand what you've just told me if I can, so, my
understanding is, is that the dietary requirements, any allergies, the - I always get 
wrong, my apologies, the international dysphagia diet standardisation index numb
in their care plan?‑‑‑Yes.

PN9452    
Then you called a book in the kitchen the diet communication folder.  I take it tha
secondary source for a resident's allergies and things like that?‑‑‑Yes, and it just - 
their preferences.

PN9453    
And is that also used by the book or the chef?‑‑‑It can be.

PN9454    
Right.  Now, when you do medications are we talking Schedule 4 medications?‑‑‑
them out to the residents.

***        DIANNE MARY POWER                                                                                                                XXN MR WARD

PN9455    
Yes, but we're not talking Schedule 8 medications?‑‑‑No, no, no.

PN9456    
No no that's all right I'm not going to get you in trouble And I take it that your
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PN9458    
‑ ‑ ‑am I right that it would work this way, tell me if I'm not, you would take the b
into my room, probably on the medication trolley, the first thing you'd have ‑ ‑ ‑?‑
not actually blister packs, they're little packets that are on a roll that the chemist br
They're not actually - like, you don't get multiple days on one blister pack.  You've
- that particular packet has got that amount, you know, like, it might be 8 o'clock M
Fred Bloggs ‑ ‑ ‑

PN9459    
So it might not be a Monday, Tuesday, Wednesday, it might be my 8 o'clock Mond
medication?‑‑‑That's right, yes.  And then I've got - usually got two, because you w
know, a seven or eight hour shift, you'll have - you know, your - sort of, your early
medications, your breakfast medications, your mid-morning medications, your lun
medications, and it goes like that.  And everybody gets their medications at differe
so you've got to be - the doctors give you the times that they're supposed to have t

PN9460    
So you'll know that my first round of medications might be my 8 am in the mornin
medications.  You'll know that?‑‑‑That's right, yes.

PN9461    
Right.  And is that written on the medications themselves, or is that in the care pla
would that be found?‑‑‑On the packet.

PN9462    
On the packet.  So, let's say you come to my room for my 8 am medications, I ass
you have to verify that the pills are the right pills?‑‑‑Absolutely, yes, you've got to
them, make sure that it all matches.

PN9463    
And do you - some people have said they use a - like, a picture chart to do that.  D
have that in your facility?‑‑‑We do have a picture chart there, yes.

***        DIANNE MARY POWER                                                                                                                XXN MR WARD

PN9464    
Your picture chart.  And if there's something wrong ‑ ‑ ‑?‑‑‑That's in your medcom
so, you've got a medcomp book with you, you go to that particular page, you look
resident, that time that you've got to have it, it'll have the list there of the medicati
are there, any eye drops, any ear drops, any - if they need a nebuliser, if they need
whatever they need, if they need cream on, yes, so - and if they need any, you kno
lactulose or any sort of ‑ ‑ ‑

PN9465    
A laxative or - yes?‑‑‑All that sort of jazz.  That's all in there, so you've got to che
off to make sure that you've got everything with you and everything's there.

PN9466    
That's where you might see the pictures of the tablets, is it, to make sure you've go
one?‑‑‑That's it, yes, yes.

PN9467    
I think you say this, that if there's anything wrong or not quite right, that's when y

6751



PN9469    
Are the instructions about how to administer in that med comm book too?‑‑‑Yes.

PN9470    
If I need my pills - - -?‑‑‑If you need – yes, if you need them crushed or if you nee
given with food or if you need them, you know, followed by whatever, that's all th
well, so you've got all the instructions there.

PN9471    
I'm right, aren't I, that you obviously would observe me taking the
medication?‑‑‑Absolutely, yes.

PN9472    
Yes and you would then confirm in – is it in that book you'd write down that I'd ta
is it somewhere else?‑‑‑I have to sign for each pill in that book.

PN9473    
In that book, okay, and I assume that if I'm being difficult with you this morning a
take my pills, you also have to confirm that I haven't taken them?‑‑‑Yes, well, we 
away, come back, give you another try.  Go back to the RN, she'll give you anothe
Then if, you know, you're completely refusing, well, that's got to be documented a
But it is your choice not to take your tablets.

PN9474    
But if I do ultimately refuse, that would involve informing the RN, would it?‑‑‑Ab
yes.  No, she would be well and truly involved by then.

***        DIANNE MARY POWER                                                                                                                XXN MR WARD

PN9475    
If I could just take you to paragraph 25, you talk about eye, nose and ear drops an
nebuliser?‑‑‑Yes.

PN9476    
Was that part of your medical competency training as well?‑‑‑Yes.

PN9477    
You also talk about catheters.  How many people do you have with a catheter?‑‑‑T
quite a few actually.  I couldn't give you a number straight off the top of my head 
thinking in one wing I've got probably about – there's 15 people in that wing and I
least one, two, five of them would have either suprapubic ones or they'll have cath

PN9478    
I take it that you will remove the catheter bag, you'll record the volume of fluid an
replace with a fresh catheter bag?‑‑‑No, not necessarily.  For me I've got to empty
make sure that they're flowing properly.  If I see that there's any problems with the
connect and disconnect the bags that go on overnight.  The actual changing of the 
can do but if there's anything to do with inserting or anything, that's an RN job.

PN9479    
If you see that there's a need for that you'd call the RN?‑‑‑Absolutely, if it's cloudy
blocked or something like that because if the urine is blocked and their bladder, yo
it can be very painful for them and it can also be very – you know, they get infecti
ll t f d df l thi h i t th
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PN9481    
You then talk in that paragraph further on about pressure sores?‑‑‑Yes.

PN9482    
Just help me with this.  My understanding is if you see a tear in the skin you have 
that to the RN, is that right?‑‑‑Yes, absolutely, yes, or even any reddening if there'

PN9483    
So by – sorry, I apologise, I've cut you off, but by reddening you mean bruising or
discolouration?‑‑‑No, if they've been sitting too long on one spot or if there's any 
that they've been leaning on something and they've got a red spot, you know, beca
they're so frail they've got to be – it's got to be reported because that can turn very
quickly into a pressure area.

***        DIANNE MARY POWER                                                                                                                XXN MR WARD

PN9484    
Right?‑‑‑So we've got to make sure that they're well and truly looked – we're very
vigilant for that.

PN9485    
Could I ask you, in paragraph 31 you talk about the care plans?‑‑‑Yes.

PN9486    
And you talk about AutumnCare.  It's my understanding that AutumnCare is a com
system where care plans are kept.  Is that a reasonable description?‑‑‑Yes.

PN9487    
That's a reasonable description, okay, that's good.  But you say in your evidence th
plans are created by the RN and the care manager.  When you're saying that, are y
about when they're initially written?‑‑‑That's exactly right, yes.

PN9488    
Yes and I'm right that after that you'll obviously be making your progress notes du
day?‑‑‑Yes.

PN9489    
The RN will obviously be reviewing those and that might be make the RN think th
to be a change to a care plan?‑‑‑Yes.

PN9490    
But also it might well be that you might make an observation to an RN which mak
think there needs to be a change to a care plan as well?‑‑‑Absolutely, yes.

PN9491    
Yes.  Now, you say in your evidence at paragraph 32, you say:

PN9492    
If I have any doubts or questions about the need of a resident I go to AutumnCa
check the resident's care plan.

PN9493    
Do you access AutumnCare on an iPad or on a – how do you access
AutumnCare? There's a computer in the nurses' there's computers in the nurse
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PN9495    
Yes which look very helpful.  There's one on mobility.  Then you say there's also a
with symbols to identify resident's needs, preferences and interests.  Can you just 
what needs, preferences and interests are they?‑‑‑Well, you know, if they're in – in
earlier days if they were a jockey or they've got interests in reading books or if the
know, they've got years – they've been playing cards for years or whatever, it just 
a bit of an in that you can say, okay, when you're talking to them that you've got an
about their background.

PN9496    
That might help you prompt a conversation with them?‑‑‑Absolutely, yes.

PN9497    
You then talk about talking to lifestyle staff?‑‑‑Yes.

PN9498    
Are those the recreational lifestyle officers?‑‑‑Yes, yes.

PN9499    
If you can't answer this, don't, but is there a sort of nursing care plan and a lifestyl
plan in your organisation or do you put them all together?‑‑‑No, there's two separa

PN9500    
Two separate and I take it that the recreational team are responsible for the lifestyl
it rather than the nursing part?‑‑‑Yes.

PN9501    
Paragraph 39 you say the work is physically demanding?‑‑‑It is.

PN9502    
Yes, I wasn't going to have an argument with you about that.  I take it there's rules
concerning when something is a two-person lift or a two-person job, there's rules 
that?‑‑‑Absolutely.

PN9503    
Would I be right that that will be – so, for instance, if you need two people to show
will that be in my care plan itself or will that be somewhere else?‑‑‑That will be in
on a chart behind the door and it will also be in the computer and that as well.

PN9504    
If you needed lifting equipment to lift me, is that also on that chart behind the doo
the care plan?‑‑‑Yes, it is.  Yes, it is.

PN9505    
But you talk about in paragraph 47, you talk about people with dementia and you 
difficult behaviours?‑‑‑Yes.

PN9506    
I'm just interested, did your certificate – I assume that you adopt de-escalation stra
when you're dealing with people like that and I assume that, you know, if that's no
you might walk away and then come back.  I assume you adopt various strategies 
you deal with those behaviours?‑‑‑Yes.
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do tell – you know, do help you with the behaviours.  You know, the fact that their
perception – you know, you're getting them – you're trying to get them to walk fro
carpet onto wood, and because of their perception they think that that's a step or th
to – yes.  So they have difficulties with perception and things like that.  I've learne
and if you've got that little bit of extra knowledge, you can say, okay, well this is w
doing this, is because – and you know, just even something as simple as to get the
into a bathroom, or get them to walk anywhere, you know, you have to be very co
what their perceptions are, and I've learnt – I've done dementia courses for that, bu
you know, it's – you know, you might have had a little bit of – there's not enough r
enough - - -

PN9508    
Can you assist me with what dementia courses you've done?‑‑‑I've done courses w
Dementia Australia.

PN9509    
Were they sort of single-day courses, over a week - - -?‑‑‑I did one that went for th
and I did one that went for two days, and I've done one for one day, yes.

PN9510    
And you found those particularly helpful?‑‑‑I loved it.  Yes, I thought it was good

PN9511    
Did you learn things you didn't learn in your Cert III and Cert IV?‑‑‑Yes, I think m
about, you know, perceptions and - - -

PN9512    
Perceptions?‑‑‑ - - - (indistinct) and all those different – you know, there's so many
types of dementia and Alzheimer's, you know, and how that affects different parts
brain, and why those different parts of the brain then affect the different way they 
You know, you've got Lewy bodies that, you know – and they see things, and it's j
terrible disease.

PN9513    
So having that extra knowledge placed you in a better position to work out how to
with them?‑‑‑Yes.

PN9514    
Can I take you to paragraph 51?  In paragraph 51 you say:

PN9515    
Some of the more complex care tasks now completed by AINs were done by EN
first started working as an AIN.

***        DIANNE MARY POWER                                                                                                                XXN MR WARD

PN9516    
?‑‑‑Excuse me, I've just forgotten to turn the phone off.

PN9517    
That's okay.  I'm assuming that this is a reference to what you've seen change – is 
2012 when you started?‑‑‑Exactly, yes.

PN9518
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that was all RN and EN work when I first started.  Yes, so it's mainly all those sor
things.

PN9520    
When you started at this facility, AINs didn't do any medication?‑‑‑No.

PN9521    
And obviously part of the medication is sort of eye drops and ear drops, those thin
they wouldn't have done those as well?‑‑‑Yes, they did all those as well.

PN9522    
The AIN did those in 2012?‑‑‑No, the ENs did all that.  The AINs didn't do any of
work.

PN9523    
I think you also said then, for instance, changing catheter bags, that was an EN job
2012?‑‑‑Yes.

PN9524    
Can I take you to paragraph 59?‑‑‑Yes.

PN9525    
You talk about ACFI data?‑‑‑Well, it's not ACFI anymore, since the – it's changed
then.

PN9526    
I learned that this morning.  That's okay?‑‑‑AN-ACC it is now.

PN9527    
Do you collect AN-ACC data now?‑‑‑Yes.

PN9528    
I'm just interested, I just want to go through a few of these if we can.  If you take t
reference to bowels, I take it that is whether or not somebody has opened their bow
not today?‑‑‑Yes, and you use the Bristol Chart to - - -

***        DIANNE MARY POWER                                                                                                                XXN MR WARD

PN9529    
Yes?‑‑‑Yes.

PN9530    
Am I right that you would chart that as part of your normal charting, or do you ha
it as part of your normal charting and also have to do it for ACFI the second time?
that's true.  Yes, we do the second time, yes.

PN9531    
I take it you take the – you chart it once, but you might fill out more than one – yo
fill out a separate form for ACFI, is that right?‑‑‑That's right.  Yes, there's a separa
for ACFI documentation.

PN9532    
So for instance, you might write in your progress notes for the day for me, 'Less v
today than normal' and you might then have to pick that up out of your progress n
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PN9534    
How much time do you spend typing out the ACFI report?‑‑‑Well, it can be, you k
quite – because you've got to do verbal, physical – what else is there – there's red A
black ACFI, so you've got to do – and you can't – you know, no cutting and pastin
it's all – you've got to put in all their verbal, and then you've got to do your physic
but anyway, we've got to do all that, and then you've got to put in notes to verify th
you put in that he did a – it goes with, like, one or two or three, whatever that equ
and you can say that, okay, he was aggressive today, he was upset and agitated, an
pacing up and down and was, you know, yelling at other residents.  So you've got 
document what exactly was going on, as well as the – you know, not just the numb
column for that, you've got to put in a note to make sure to verify that note.

PN9535    
So some of it is sort of pick a box, one, two and three, but then you have to put a l
explanation?‑‑‑Yes, in the next – you know, like, you'll do that one sort of ACFI, a
the other ACFI you've got to put it all in to verify it all.  So it does take a lot of tim

PN9536    
Do you do that every day?‑‑‑Most days, yes.  I mean, it just depends on how many
on your wing are on ACFI that day.

***        DIANNE MARY POWER                                                                                                                XXN MR WARD

PN9537    
Would doing your ACFI work a day take an hour?‑‑‑No, it wouldn't take an hour. 
probably – depending on, you know, if the person's got a lot of behaviours and the
problems with their bowels or whatever, you know, that will take longer, but it'd p
take 20 minutes to do your ACFI.  But I mean to try and get in your pain managem
complex pain, your bowels, and if there's – you've got residents that are on – you 
they're on suicide watch or something, and you've got repositioning charts, you've
and fluid charts, you've got – I should read my own notes, shouldn't I - - -

PN9538    
No, that's okay.  Can we just take a couple of those?‑‑‑There's a lot of documentat
that before I think a lot of that was done – I don't know whether it was done by the
whatever, but over the period of time we seem to have got a lot more documentati

PN9539    
When you say things like 'complex pain management', what is it that you're actual
recording?‑‑‑Showers, massage, hair washing, oral care, you know, putting on and
off pressure garments, all that sort of stuff has to be recorded.

PN9540    
Again, you're typing that out, are you?‑‑‑Yes.

PN9541    
Sorry, are you doing that from memory at the end of the day, or are you referring b
progress notes you've taken during the day?‑‑‑I use – I've got a pad with me and I 
just jot it down there, because, you know, there's a lot of stuff going on per shift, s
you've jotted it down it makes it a little bit easier for you to – when you have to do

PN9542    
So you jot it down, and then you pull your pad out and type it in?‑‑‑Yes.
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PN9545    
When you use the word, 'violence', are you talking about being assaulted?‑‑‑Yes.

PN9546    
You say in 81:

PN9547    
Most shifts I would suffer some sort of altercation or violence.

***        DIANNE MARY POWER                                                                                                                XXN MR WARD

PN9548    
So I take it you're saying you were assaulted every shift?‑‑‑Not every shift but the
always yelling around you or there's people being resistive or there's, you know, y
there's always – because you're dealing with a lot of people that have got a lot of m
health problems, you know, there's always something, you know, going on during 
shifts.  But then again, if you don't get one good laugh out of a shift that's as well.

PN9549    
I'm just trying to understand your – so you include – in the word, 'violence', you in
being shouted at or somebody being aggressive?‑‑‑They walk up to you and they'r
against your face and they're yelling and spitting on you, I reckon that's - - -

PN9550    
No, I'm not – I wasn't trying to suggest they weren't doing that?‑‑‑No.

PN9551    
I'm just trying to understand what you meant by violence?‑‑‑Yes, well, yes, I cons
violent anyway.

PN9552    
Have you ever found yourself in a position where you felt unsafe?‑‑‑Yes, I have a 
times.

PN9553    
What's the procedure at Regis Whitfield if you're unsafe?  Is the procedure that yo
remove yourself from the situation?‑‑‑Absolutely, yes.

PN9554    
Have you done that?‑‑‑Yes, yes.

PN9555    
Is the procedure then to call the registered nurse?  What's the procedure?‑‑‑Yes, ca
registered nurse and make sure, you know, usually, you know, your other fellow w
will come and give you a bit of a hand.  There's an emergency button that you pre
staff assist button.  So you press that staff assist button to get assistance as fast as 

PN9556    
Ms Power, thank you very much for your evidence.  No further questions,
Commissioner?‑‑‑Thank you.

PN9557    
COMMISSIONER O'NEILL:  Any re-examination?
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MR McKENNA:  Ms Power, you were asked about ACFI reporting?‑‑‑Yes.

***        DIANNE MARY POWER                                                                                                         RXN MR MCKENNA

PN9560    
And how much time that takes.  In response to that you referred to a figure of 20 m
Do you recall that evidence?‑‑‑Yes.

PN9561    
Can I ask you, is that 20 minutes - - -?‑‑‑Solely for ACFI.  Solely for ACFI.  Not f
other documentation.

PN9562    
Is that in total per shift, that's your estimate?‑‑‑Would be longer on – you know, it 
depends on what you have to document.  I mean, sometimes there's not much to d
so, you know, it takes a little bit less time but it is very time-consuming and to tell
honest truth nine times out of 10 you're doing it in your own time because you don
you know, there's no – you're so busy generally.

PN9563    
You were also asked questions about complex care tasks and changes that had occ
since 2012?‑‑‑Yes.

PN9564    
One of the things that you had referred to, I think was cleaning SPC sites.  Can yo
just explain what an SPC site is?‑‑‑It should be (indistinct) but anyway it's a tube t
actually goes into their bladder through their tummy, so you've got to make sure th
kept clean and we usually apply betadine to it and then put some combine over the
and then put a piece of bandage on it to make sure that it just sticks on and stays w
so that it doesn't get irritated by the pads.  And you've got to make sure that if they
incontinent then you've got to make sure that that site is clean and dressed properl

PN9565    
Does SPC stand for suprapubic catheter?‑‑‑Yes, I think so.

PN9566    
Thank you.  Then, finally, you were asked about procedures if you found yourself
unsafe situation and you were asked whether you had ever had cause to remove yo
and you said that you had.  Could you explain the circumstances where you felt un
felt you needed to remove yourself from harm?‑‑‑You know, we've got a nice six f
six foot two, gentleman with dementia that decided that he wasn't going to stay in
or do whatever he needed to do in the bathroom, and tried to physically assault me
know, because he didn't want me to do his cares or didn't want me to take him out
bathroom.  Anyway, he sort of blocked the doorway and I felt very, very – I thoug
I'm in trouble here.  So I had to quickly, you know, ring the assistant's bell and jus
sure I kept out of his way until, you know, the girls go to me.  So and, I mean, I've
chap that was just really, just completely lost it and threw a chair through a windo
had to call the police and it was pretty scary.

***        DIANNE MARY POWER                                                                                                         RXN MR MCKENNA

PN9567    
Thank you, Ms Power.  I understand that you have a shift that is about to start. 
Commissioner might the witness be excused? Okay thank you so much
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PN9569    
MR McKENNA:  Commissioner, I'm glad to see that Ms Hofman is now waiting 
lobby and Mr Hartley will be taking that witness.

PN9570    
COMMISSIONER O'NEILL:  All right.

PN9571    
MR GIBIAN:  Sorry, Commissioner, just before Mr Hartley commences with this
just thought I'd mention, the witness who we had this afternoon, Mr Mills, we real
need him to be dealt with this afternoon.  I mean, I'm sure the ANMF is in the sam
position but he has travelled to be in the HSU offices in order to give his evidence
really has to do it in that manner, so we would want him to be dealt with this after
that can be accommodated at all.  I just - - -

PN9572    
COMMISSIONER O'NEILL:  Have you had any discussions with the ANM abou

PN9573    
MR GIBIAN:  Not since earlier or since yesterday or earlier this morning, I think,
obviously things have progressed a little more slowly than we might have hoped b
thought I'd raise that at this point and maybe after this witness or the one after that
depending on how we're going, if we could try and fit in Mr Mills, we would be m
grateful.

PN9574    
COMMISSIONER O'NEILL:  Do you have any difficulty if we slot in Mr Mills a
Hofman, Mr Hartley?

PN9575    
MR HARTLEY:  Commissioner, the difficulty for us is that all of our witnesses ar
exactly the same position.  They've all gone to branch offices and other places wit
to giving evidence today.  This is the day that we line them up for well in advance
hesitant to say that we should slot Mr Mills in directly after Ms Hofman but I can 
some inquiries made and maybe there is a point later in the afternoon or maybe th
but I might leave that to my instructor to liaise with Mr Gibian.

***        DIANNE MARY POWER                                                                                                         RXN MR MCKENNA

PN9576    
COMMISSIONER O'NEILL:  If you can and let me know.  I mean, there's no cha
we're going to get through all the witnesses that are listed for today, it seems to me
there's going to have to be some consideration to be some consideration as to how
to deal with that.

PN9577    
MR GIBIAN:  Yes.

PN9578    
COMMISSIONER O'NEILL:  We'll proceed with Ms Hofman and revisit that.  M
Hofman, it's Commissioner O'Neill, can you hear me all right?

PN9579    
MS HOFMAN Y l d d l
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PN9582    
MS HOFMAN:  My name is Jocelyn Hofman and I work in Boddington Aged Ca
Facility.  The address is number 6 Boddington Drive, Wentworth Falls, New South
2782.

PN9583    
THE ASSOCIATE:  Thank you.

<JOCELYN HOFMAN, AFFIRMED                                                   [2.25 PM]

EXAMINATION-IN-CHIEF BY MR HARTLEY                               [2.25 PM]

PN9584    
COMMISSIONER O'NEILL:  Mr Hartley.

PN9585    
MR HARTLEY:  Ms Hofman, it's Jim Hartley for the ANFM speaking.  Can you 
me?‑‑‑Yes, I can hear you.

PN9586    
Thank you.  Could you just restate your name, please?‑‑‑My name is Jocelyn Hofm

PN9587    
You're a registered nurse at the Boddington Aged Care Facility?‑‑‑Yes.

***        JOCELYN HOFMAN                                                                                                                   XN MR HARTLEY

PN9588    
Could you just give the address of that facility one more time?‑‑‑Number 6 Boddi
Drive, Wentworth Falls, New South Wales 2782.

PN9589    
You've made a statement in this proceeding dated 29 October 2021?‑‑‑Yes.

PN9590    
Have you got a copy of that with you?‑‑‑Yes.

PN9591    
Can you just see that that's a statement of 49 paragraphs over nine pages?‑‑‑Yes.

PN9592    
Following that you've annexed a copy of the enterprise agreement?‑‑‑Yes.

PN9593    
Could you please go to paragraph 44 in your statement?‑‑‑Yes, yes.

PN9594    
At the third line do you see where it says, 'Record residents' temperatures twice
daily'?‑‑‑Yes.

PN9595    
Is it the case that that word, 'twice', should be removed so that it says, 'Record resi
temperatures daily'?‑‑‑Because we have an outbreak now in the facility, we – it's g
to twice daily again.
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PN9598    
Thank you, Ms Hofman.  In that case, is the statement - I'm sorry, have you had an
opportunity of reading your statement recently?‑‑‑Yes.

PN9599    
And is the statement true and correct to the best of your knowledge and recollectio

PN9600    
Commissioner, that's tab 221 at page 11,778 of the court book.

PN9601    
Ms Hofman, can you see Mr Ward on your screen?‑‑‑Mr Ward, I've got (indistinct
Commissioner O'Neill, Georgia Steel on the right and it says the custom L11 conf
the bottom where you're speaking, that - the window there.

***        JOCELYN HOFMAN                                                                                                                   XN MR HARTLEY

PN9602    
So, you can see a gentleman wearing a blue jacket.  I think he was holding his han
moment ago.  He's holding his hand up again.  Can you see Mr Ward?‑‑‑Behind y

PN9603    
No, no, he's in a separate box than me?‑‑‑No, I cannot see him.

PN9604    
I might ask if someone on your end can re-arrange the screen?‑‑‑Okay, I'll go outs
call someone?

PN9605    
Ms Hofman, Mr Ward will now ask you some questions?‑‑‑Okay.

PN9606    
Thank you?‑‑‑Thank you.

CROSS-EXAMINATION BY MR WARD                                           [2.29 PM]

PN9607    
MR WARD:  Ms Hofman, can you hear me okay?‑‑‑Yes, I can hear you, Mr Ward

PN9608    
Thank you very much.  My name is Nigel Ward, Ms Hofman. I appear in these pr
for the employer interest, and I'm just going to ask you some questions.  Have you
statement in front of you?‑‑‑Yes, I do.

PN9609    
Ms Hofman, I'm going to try and not keep you very long, so just bear with me?‑‑‑

PN9610    
I just want to just understand a little bit first of all about your role?‑‑‑Yes.

PN9611    
You say in your statement that you're a registered nurse, but you also indicate that
sometimes you are in charge?‑‑‑Yes.
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nursing home where I work there's two wings downstairs, and upstairs there's ano
wings.  When they said you're in charge that means you're in charge - if there's any
that may arise in all the wings, the registered nurse who is on those areas will ask 
advice.  Also being in charge is I have a phone in my pocket, the residential mana
give me a call and say, 'So and so is sick, so can you replace her or him?'  So on to
looking after my two house - two wings, I also am in charge now of replacing peo
are sick or, yes, needs replacing for the next shift, or - yes, because I'm in the after
like, the next shift whatever it is ‑ ‑ ‑

PN9613    
Okay, so, when ‑ ‑ ‑?‑‑‑And also so that one ‑ ‑ ‑

PN9614    
Yes, keep going, sorry?‑‑‑Yes, that's what being in charge is, you're responsible fo
whole facility if there's any issues, like, if there's maintenance issues as well, thos
registered nurses then will relay it to me or if someone gets hurt in the wing, then 
also (indistinct) me because I'm the one who will then notify the residential manag
on-call and say, 'So and so got hurt, and is filling an incident form', things like tha
like the manager of the facility for any issues.

PN9615    
Okay.  So when you're not in charge I take it there's a manager in charge?‑‑‑Durin
week there is - the residential manager finishes at 4 o'clock, but they leave at 4 so 
in charge.

PN9616    
And you say at paragraph 21 of your statement you're paid an allowance for that.  
allowance a daily allowance or a weekly allowance?‑‑‑That allowance is when yo
charge, so ‑ ‑ ‑

PN9617    
So if ‑ ‑ ‑?‑‑‑‑ ‑ ‑it's always depending on if you are the one who is in charge of the
facility.

PN9618    
That's fine, but are you paid that - is it $44 a day, $44 an hour, what is it?‑‑‑Forty-
dollars for the whole shift.

PN9619    
For the shift?‑‑‑Let me just have a look.  Yes, $44 for the shift.

PN9620    
Shift, okay?‑‑‑Yes.

PN9621    
That's okay?‑‑‑In charge of the facility, so that's just $44.79 there's nothing extra.  
just for being in charge of the facility.

PN9622    
That's okay, yes?‑‑‑Yes.

PN9623    
Now, you have enrolled nurses working ‑ ‑ ‑?‑‑‑Sorry, another extra thing as well 
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PN9625    
You have enrolled nurses working for you?‑‑‑We have one enrolled nurse who sta
from 8 o'clock in the morning till 5 in the afternoon.  So after 5 o'clock - and this e
nurse, because I work in the nursing home is, like, in the past we had two enrolled
one upstairs and one downstairs who helped the RN, but now they cut it down now
enrolled nurse for the four wings of the nursing home, so usually they call me ups
I'm really in charge of the two wings and I'm doing the medication of both wings, 
the enrolled nurse helps upstairs.

PN9626    
So, bear with me.  Does that mean the enrolled nurse doesn't work under your
supervision?‑‑‑Because I start work at 2, so I've only got her from 2, 3, 4, 5, three 
we're sharing this enrolled nurse between the four wings.

PN9627    
Okay.  And ‑ ‑ ‑?‑‑‑So, she usually, like, helps upstairs, but there's only one.

PN9628    
That's okay.  And other than that you've got personal care workers reporting to yo
Yes.

PN9629    
And you said there's a nursing home and a hostel?‑‑‑Yes.

PN9630    
Do you normally work in the nursing home or the hostel?‑‑‑I work in the nursing 
downstairs.

PN9631    
What ‑ ‑ ‑?‑‑‑And there's one to 20 on one wing, and the other is the dementia unit
residents, that's the (indistinct) house.

PN9632    
What type of residents are in the hostel?‑‑‑They're supposed to be, like, low care b
they're high care now.

PN9633    
Is that your diagnosis, or is that a general practitioner's diagnosis?‑‑‑I don't really 
there, so I cannot really comment accurately on the hostel, because I work in the n
home section.

PN9634    
That's okay?‑‑‑Yes.

PN9635    
Am I right that by the sound of it you do all the medications?‑‑‑Yes, downstairs.

***        JOCELYN HOFMAN                                                                                                                      XXN MR WARD

PN9636    
Do you do Schedule 8 medications and Schedule 4 medications?‑‑‑Yes, all the me

PN9637    
In your facility personal care workers don't administer medications? No not in d
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No, that's fine.  I won't ask you to answer questions you're not comfortable with?‑

PN9639    
Are you the person who writes the resident's care plan for the nursing home?‑‑‑We
between all the registered nurses who work on the floor, because nursing care plan
assessments, so registered nurses put issues there that are applicable to that residen
all - it's a shared one where everyone puts in inputs.

PN9640    
You share that between the registered nurses, do you?‑‑‑Yes.  Yes.

PN9641    
And in terms of if a resident has a fall in your facility, what's the procedure that ha
followed?‑‑‑Right, if a resident had a fall, the personal care workers call the regist
nurse, because we have to assess the resident.  We monitor for any signs of pain, c
movement of the resident for any signs of fractures or dislocations.  If there's no a
injury and the resident is able to mobilise all his limbs there is no sign pain, verba
verbal indications of pain, they're alert, there is no lump on their head or that they
any distress at all and they're moving, moving their own limbs without any guidin
say – then I then give the go that we will transfer that resident back to bed, and in 
we will be monitoring their blood pressure, pulse, temperature, neurological obser
like the pupil reaction, the movement of their limbs, and also signs of pain for the 
day, 24 hours monitoring that there's no – any change, because anything can happ
the period.

PN9642    
So you - - -?‑‑‑Especially the dementia unit when they cannot express themselves
articulate the pain, we have to be very – we will be monitoring that resident.

***        JOCELYN HOFMAN                                                                                                                      XXN MR WARD

PN9643    
So you'll decide whether or not they can be moved and what happens with them,
yes?‑‑‑Yes, because especially the residents in the dementia unit, they cannot artic
my hip is sore or whatever; even if they broke their hip, they still attempt to stand 
it's up to the assessment skills of the registered nurse to say, no, there's something 
our resident's not behaving like usual, we've got to keep an eye on it.  Then I initia
procedures like why is he or she falling.  I will be collecting a urine specimen and
there's any signs of urine infection, and things like that, or if they're diabetic, chec
blood glucose level, see if that's the cause of the fall, if their blood pressure has to
down.  So it's a very – we use our skills as a nurse to see what's wrong with our re

PN9644    
So if I've had a fall, you stabilise me, you put me back into bed – you'll determine
-?‑‑‑(Indistinct) – sorry.

PN9645    
Just let me ask the question, if you can?‑‑‑Sorry, sir.

PN9646    
That's okay.  You'll determine how I'm to be observed for the rest of the day?‑‑‑Ye
monitoring that resident, because sometimes the pain will be like – if they had a fr
sometimes they – you have to monitor that resident, also the positioning of the leg
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PN9648    
If I'm a personal care worker and I was working with a resident and I noticed a sk
I required to notify you as the registered nurse?‑‑‑Yes, very important, because I'v
dress that wound, because sometimes when you have fragile skin, the skin rolls ba
it's good that they report it to me straightaway so I can then dress it and put the sk
its original anatomical position and dress it.  So it's very important that I get notifi
could provide family intervention to it.

PN9649    
If I was a personal care worker and I observed bruising or sores, would I also noti
you?‑‑‑Yes.  Very important, because I've got to monitor why they're bruising, hav
been hurt – yes, I've got to monitor why they're bruising, and then report it to their
because sometimes when they're on anticoagulants they bruise easily as well.  So 
those changes in skin conditions the personal care worker reports to the registered
can provide family intervention.

***        JOCELYN HOFMAN                                                                                                                      XXN MR WARD

PN9650    
Am I right that if you observe – let's say I'm a resident and I had a skin tear, I und
that's described as an 'adverse event' that you've got to record in writing?‑‑‑Yes.  V
important.  We put that as an incident report.  Even unwitnessed falls, we've got to
incident report with that, and with that comes notifying the doctor and meeting the
about it, and - - -

PN9651    
And that's your job?‑‑‑Yes, and notify the physiotherapist as well to assess their m
because their mobility may have deteriorated and they need a walking frame or wh
So the physios help us as well putting, like, what needs to be done.

PN9652    
If one of your residents passed away, is it your job to notify the family of the death
So first thing, like, if it's after hours our resident passes away, we fill in like a tem
assessment form, get another registered nurse from another floor and we both asse
resident.  We feel his heartbeat.  So the two of us fill that in, and also notify – yes,
family and notify the doctor.

PN9653    
I'm right, aren't I, that at all times you're working within your scope of practice as 
registered nurse?‑‑‑Yes.

PN9654    
Thank you very much?‑‑‑Thank you.

PN9655    
No further questions, Commissioner.

PN9656    
COMMISSIONER O'NEILL:  Any re-examination, Mr Hartley?

PN9657    
MR HARTLEY:  No, there's no re-examination, Commissioner.  Thank you, Ms H
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COMMISSIONER O'NEILL:  All right, Mr Hartley – so Ms McLean?

PN9660    
MR HARTLEY:  Yes, and that's Mr McKenna's witness, Commissioner.

PN9661    
MR McKENNA:  Thank you, Commissioner.  I understand that Ms McLean has b
contacted and hopefully will be joining the hearing momentarily.

***        JOCELYN HOFMAN                                                                                                                      XXN MR WARD

PN9662    
COMMISSIONER O'NEILL:  Just as you said it.  Ms McLean, it's O'Neill.  My a
just going to have you take the affirmation.

PN9663    
THE ASSOCIATE:  Ms McLean, can you please say your full name and work add

PN9664    
MS McLEAN:  My full name is Patricia McLean, and I work for the Queensland 
Union, which is at 106 Victoria Street, West End in Brisbane.

<PATRICIA MCLEAN, AFFIRMED                                                   [2.43 PM]

EXAMINATION-IN-CHIEF BY MR MCKENNA                              [2.44 PM

PN9665    
COMMISSIONER O'NEILL:  Mr McKenna.

PN9666    
MR McKENNA:  Thank you, Commissioner.  Ms McLean, Jim McKenna here, c
the ANMF.  Can you see me?‑‑‑I can see you.

PN9667    
Obviously you can hear me, which is good news?‑‑‑Yes.

PN9668    
Could I ask you to please restate your full name?‑‑‑My full name is Patricia McLe

PN9669    
As you've indicated, you're currently employed by the Queensland Nurses and Mi
Union?‑‑‑That's correct.

PN9670    
Can you repeat that address, please?‑‑‑106 Victoria Street, West End, which is in B
Queensland.

PN9671    
Thank you.  You are an enrolled nurse?‑‑‑I am an enrolled nurse.

PN9672    
And until July last year you were employed by Blue Care working in community 
that correct?‑‑‑That's correct.
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PN9675    
Could I please ask you to confirm that it is dated 29 October 2021, and I think you
that date on page 19?‑‑‑It is.

PN9676    
Whilst you're there, can you confirm that it runs to 127 paragraphs over those 19 p
does.

PN9677    
And do you have the three annexures to your statement as well?‑‑‑I do.

PN9678    
Have you had a chance to read the statement recently?‑‑‑Yes.

PN9679    
Commissioner, there are a large number of very minor typographical errors.  I've c
20.  A lot of them relate to the insertion of full stops.  What I propose to do, subje
view and Mr Ward, is to file a revised version, and we can either file two versions
marked up, or file a clean Word document under cover of an email that identifies t
changes, but I don't think it would be in anyone's interest to have Ms McLean take
the Commission through each of those.

PN9680    
COMMISSIONER O'NEILL:  No, I agree.  If you file an amended one, but perha
provide Mr Ward with a tracked version so that he can clearly see the changes.

PN9681    
MR McKENNA:  Certainly.  We'll do that.  There is one substantial change thoug
subject to what Ms McLean might say.  Ms McLean, could I ask you to turn to par
forgive me.  Have you had a chance to read the statement recently?‑‑‑Yes.

PN9682    
Could I ask you to turn to paragraph 57, which is on page 9?‑‑‑Yes.

PN9683    
I understand you're there talking about schedulers and filling gaps in your schedul
understand that you'd add at the end of that paragraph:

PN9684    
Schedulers were not always able to fill the gaps if no further client visits were r
for that day.

PN9685    
Is that correct?‑‑‑Yes, I would like that added, if I could, please.

PN9686    
You've heard my discussion with the Commissioner about those typographical
changes?‑‑‑Yes.

***        PATRICIA MCLEAN                                                                                                                  XN MR MCKENNA

PN9687    
Subject to those changes are there any other corrections or clarifications you'd wis
to your statement? No
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PN9689    
Have you had a chance to review the three annexures to your statement as well?‑‑

PN9690    
Are they true copies of the documents that you refer to in that statement?‑‑‑Yes.

PN9691    
Commissioner, this statement can be found at document 226, page 11,936 of the e
court book.

PN9692    
Ms McLean, in addition to seeing me, can you also see on the screen in front of yo
Nigel Ward who's holding his hand up?‑‑‑Yes, I can, yes.

PN9693    
Mr Ward will now have some questions for you?‑‑‑Thank you.

CROSS-EXAMINATION BY MR WARD                                           [2.48 PM]

PN9694    
MR WARD:  Can you hear me okay?‑‑‑I can and I can see you okay.

PN9695    
Lovely.  Sorry, I should just ask is it McLean or McLean?‑‑‑It's McLean.

PN9696    
McLean.  Ms McLean, do you have your statement in front of you?‑‑‑I do.

PN9697    
I think you said at the beginning when you were being sworn in, you now work fo
union, do you?‑‑‑Only one day a week.

PN9698    
What job is that?‑‑‑I work as what's called a member organiser, so I'm not sure if y
familiar with what an organizer does but it's mainly just talking to other nurses to 
they're informed with what's happening in their workplace.

PN9699    
Is that in the homecare sector or in a different sector?‑‑‑Aged care.

***        PATRICIA MCLEAN                                                                                                                      XXN MR WARD

PN9700    
Aged care.  Can I just start with Blue Care.  I'm right that at all times when you w
Blue Care you were working as an enrolled nurse, aren't I?‑‑‑Yes, you're right.

PN9701    
In your statement you talk about reporting to a clinical care coordinator.  Did you 
clinical care coordinator the whole time you were there?‑‑‑Yes, only the title used 
different, it used to be clinical nurse consultant and then they changed the title to c
care coordinator.  Because I was an EN I was always buddied up with the registere
so there would be an RN that I would consult with first and foremost but if she wa
available then I would have to ring the office and that's when we used to have clin
nurses in at the office which were level 2 registered nurses and I could usually as

6769



PN9703    
You said at the beginning that you were buddied up with an RN?‑‑‑Yes.

PN9704    
Sorry, help me out, what do you mean by buddied up with an RN?‑‑‑Well, because
EN I'm supposed to work under the direct or indirect supervision of a registered n

PN9705    
Yes?‑‑‑So if I was sent into a client where there was an issue that I didn't that I kn
exactly what I was supposed to be doing with her or him, I would then phone the r
nurse that was allocated to me and that was provided we both worked on the same
because sometimes she didn't work on a day that I worked and other times I didn't
a day that she worked.

PN9706    
Yes?‑‑‑But when were both working the same days I could phone her and ask her 
wanted me to do with that particular client.

PN9707    
If I can just make sure I understand that, you were obviously working within your
practice?‑‑‑Yes.

PN9708    
If something came up that you thought might be outside of that or you needed a se
opinion - - -?‑‑‑Yes.

***        PATRICIA MCLEAN                                                                                                                      XXN MR WARD

PN9709    
- - - you would refer that to the registered nurse you were buddied up with if she w
working that day?‑‑‑Yes.

PN9710    
Then you said – bear with me, you then said you had clinical RNs, I think you sai
head office?‑‑‑Well, not so much the head office.  Each branch has their own offic
they tend to work out of.  So when I first started with Blue Care we worked out of
at Milton and then that closed down and we worked out of an office at Everdeen H

PN9711    
Yes?‑‑‑Then that closed down and the main office became at Sandgate because the
amalgamated with the branch at Sandgate.  However, they did have, like, a sub-br
office at Ashgrove Respite Centre which is where the clinical care coordinator wa

PN9712    
Okay?‑‑‑But the RNs that I used to phone were based at Sandgate.

PN9713    
The RNs were separate to the clinical care coordinator?‑‑‑Yes, only because of off

PN9714    
Okay but you used a phrase a minute ago, you said a clinical RN, is that somebod
or not?‑‑‑Yes because they were a level 2 registered nurse.  I would be buddied up
level 1 registered nurse.
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day.

PN9717    
That's what I thought.  Okay?‑‑‑Yes.

PN9718    
But you were always working within your scope of practice and there was always
registered nurse of some description you could contact if you required them?‑‑‑Ye

***        PATRICIA MCLEAN                                                                                                                      XXN MR WARD

PN9719    
When you went into – sorry, when you went into premises of a client, were you ca
the personal care worker or were you doing work activities that were sort of indep
and to the side of the personal care worker?‑‑‑My work was generally independen
personal carer.  When I first started with Blue Care part of my role was to designa
that if – because we did more what I called holistic nursing in those days.

PN9720    
Yes?‑‑‑In that we would go in and we would make an assessment of the client's ne
even though the actual nurses themselves might be going in for wound care, we m
put into place for that client to have some assistance with showering to try and kee
wound dry, so we would delegate that care to a personal carer.  However, by the ti
finished at Blue Care the system had changed in that we didn't do that sort of thing
anymore, the nurses mainly just did the nursing tasks.

PN9721    
I just want to step through a few things you said there.  I assume that at Blue Care
registered nurse who wrote the care plan for the client?‑‑‑Not initially.

PN9722    
That was you, was it?‑‑‑When I first commenced with Blue Care, I did all of that 
thing.  It was only over a course of years as Blue Care policy changed, then a lot o
things that I did when I first started with Blue Care, I was no longer able to do.

PN9723    
Initially you wrote care plans but then an RN started to write them?‑‑‑Yes.

PN9724    
Do you understand why that changed?‑‑‑Because I think it was something to do w
AHPRA.  I think AHPRA might have made sure that it was a little bit more tighte
than what it was when ENs - - -

PN9725    
When you started?‑‑‑ - - - first started doing the job.

PN9726    
When you finished the job care plans had to be written and authorised by a registe
nurse?‑‑‑That's correct.

PN9727    
Could I just take you to medications.  Am I right – and tell me if I'm not – were yo
involved in administering Schedule 8 medications?‑‑‑Yes.
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***        PATRICIA MCLEAN                                                                                                                      XXN MR WARD

PN9729    
Right?‑‑‑In other times it was a case of applying a Norspan patch but in those case
client always knew what they were supposed to be having, it was just a case of the
you to assist to put it on.

PN9730    
I see and just so I understand that, so in relation to, say, an Endone pill being in m
pack, you were effectively being the medication prompt rather than administering
medication?‑‑‑Yes, pretty much, yes.

PN9731    
Yes, okay, and in relation to the patch I take it that's a morphine patch or somethin
that?‑‑‑Yes, yes.

PN9732    
You weren't – how did you assist the client with that?‑‑‑Well, because the one lady
particular, because I didn't do that a lot.  A lot of people that I saw didn't have thos
but the one lady that I did assist, I used to actually – because it comes in like an A
packet, I used to cut the Alfoil packet off.  I would take the old one off her before 
her to put the new one on.  But because most of them wanted them on their upper 
they couldn't always reach because their arms were too stiff.

PN9733    
That was, as it were, her medication, it was her patch and you were just physically
her put it on in to replace it?‑‑‑Correct.

PN9734    
Yes, I see.  I see.  In terms of wound care, if you were with a client and you notice
what was the procedure you had to follow?‑‑‑The procedure I had to follow was I 
required to clean it and dress it while I was in the home.  Generally that meant jus
whatever the client had in the home.  I was informed after I left Blue Care that the
had changed and I should by rights ring and get an RN to tell me what to put on.  
up until the last day of my working life I had not been told that.  I had always just
wounds to, you know, the standard that I knew that was required.  I had often over
course of my 12 years had support visits with my team leader, who had shown me
do, how to do things, and a lot of the wounds that I attended to in community wer
severe wounds.

PN9735    
So, are you telling me there that you acted under the delegated authority of the RN
you telling me there you did it because you were competent to do, what are you ac
saying?‑‑‑Blue Care's position with me when I started was that I could do exactly 
as what the RNs did except for syringe drivers and IVs.

***        PATRICIA MCLEAN                                                                                                                      XXN MR WARD

PN9736    
Right?‑‑‑So, they taught me wound care, and, so, it was probably a combination o
competency and the fact that, like, there'd be times where I would be sent to do a n
admission and that new admission would include wound care.  Sometimes the hos
would have sent a wound pathway home with the client, sometimes not, and, so, s
it as the case of looking at that o nd and making a decision as to hat o tho
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PN9738    
And is ‑ ‑ ‑?‑‑‑Yes, my understanding is even if it's a simple skin tear, ENs now - w
that Blue Care has ENs in the community any more, but when I left I was then tol
had to phone the office and speak to a registered nurse to find out what to do with
wound regardless of what my knowledge was.

PN9739    
I think you described that early on as Blue Care tightening up.  Is that ‑ ‑ ‑?‑‑‑I thi
part of the issue, yes.  I think they took an attitude that if ENs in residential care c
it, then the ENs in community couldn't do it.

PN9740    
Okay.  Now, I take it that if you were with a client, by way of example, they starte
shortness of breath, was there a procedure ‑ ‑ ‑?‑‑‑Yes.

PN9741    
‑ ‑ ‑you had to follow in that sort of emergency?‑‑‑In that sort of procedure what I
have done is phoned somebody from the office, one of the registered nurses or my
registered nurse, and find out what they want me to do.  In most cases if it seemed
was something outside what could be treated in the home, then my responsibility w
an ambulance.

PN9742    
Okay.  And I take it ‑ ‑ ‑?‑‑‑Providing the client agreed with that.

PN9743    
Which they didn't always do?‑‑‑Didn't always do.

PN9744    
And if they didn't do that, what were you required to do?‑‑‑Normally my requirem
to document it and contact the next of kin.  However, I had been informed shortly
left Blue Care that the policy now was that we were supposed to go out to our car 
the ambulance on the quiet ‑ ‑ ‑

PN9745    
Anyway ‑ ‑ ‑?‑‑‑‑ ‑ ‑out in our car.  And then let the ambos deal with the noncomp

***        PATRICIA MCLEAN                                                                                                                      XXN MR WARD

PN9746    
I take it at the end of each shift you would make progress notes or record what you
done?‑‑‑When I first started with Blue Care we would see clients between 7 and 1
morning, and then we would go back to the office and do our paperwork in hard c
folders.  But once it became electronic files and we were working more remotely, 
then instructed to do our paperwork while we were in the home with the client.  T
that the client could see how much time we were actually spending on their care.

PN9747    
And when you made those entries ‑ ‑ ‑?‑‑‑Yes.

PN9748    
‑ ‑ ‑can you give me an example of what sort of entry you might've made?‑‑‑Well,
example, if and when I've had a client fall on the floor, then I would need to docum
th h I f d h h th h till th fl h I t th h t
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PN9749    
You wouldn't do that?‑‑‑No.  No.

PN9750    
It's the exception ‑ ‑ ‑?‑‑‑Because that should be part of the care plan.

PN9751    
Okay?‑‑‑All right.  It would only be if she refused to have a shower that then you 
in that, 'She declined to shower today because she wasn't feeling well'.

PN9752    
So, if they took their meds, that's fine, but if they refused to take their meds, you m
record that?‑‑‑Exactly.

PN9753    
I think you used the phrase it was an exception report, rather than ‑ ‑ ‑?‑‑‑Well, the
exceptional reporting, so, it means that it's different to what the care plan actually 

PN9754    
Okay.  So, if something occurs outside of the care plan is when you have to record

PN9755    
I think you say in your statement - bear with me, I can't quite recall where, but I th
say in your statement that Blue Care didn't do a risk assessment of the home befor
went into it.  Is that right?‑‑‑No, I didn't say that.  They always have ‑ ‑ ‑

***        PATRICIA MCLEAN                                                                                                                      XXN MR WARD

PN9756    
My apologies.  You're about the seventy-fifth statement I've read this week - in the
week, but ‑ ‑ ‑?‑‑‑Yes, the policy with Blue Care is that they always did what they
environmental assessment, and that was a particular form that you completed, whi
say it was safe for the staff to go into the home.  When I first started at Blue Care 
tasks was to do hazard assessments, like if a PC reported back to the office that so
had a hole in their lounge room floor, then it was up to me to go out and to see how
could make the situation safe, whether the client or the family were prepared to re
You know, some clients are hoarders, so it'd be very difficult to get into some peop
homes.  So, it would be up to me to say, well, okay, maybe the PC could still visit 
they only went in the front door and met the client at the front verandah rather tha
through the whole house.  So that was part of what I did initially for workplace he
safety.

PN9757    
That's fine.  And I take it that the hazard assessment was different to the environm
assessment?‑‑‑Yes, because the environmental assessment was just mainly things 
someone had a key safe, we often had that number so that if the client didn't answ
door we could get in.  If it was a case that the front stairs were broken, but the bac
were safe, we would say, 'Well, yes, you enter via the back stairs', so that people k
it was safe to enter that home.  Every home had to have a smoke alarm functionin
was part of that tick sheet on that environmental assessment form.

PN9758    
And, Ms McLean, did you do the environmental assessments or just the hazard
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Okay.  And is that fed in then to the care plan?‑‑‑Yes.  So because of the devices w
up using, you could generally go into the phone and look up that client and see wh
you know, you needed to phone them first before you visited or whether, you know
used the key safe to enter, because if people's mobility was bad they couldn't alwa
to open the door, so, you needed to know what you needed to do when you arrived
person's house.

PN9760    
And that - I think you're describing access and that on an app on a phone, are you?
only it wasn't Apple.

PN9761    
Yes, okay.  It can't always be Apple.  If you ever found yourself in a house and yo
unsafe, was there a procedure you were required to follow?‑‑‑If ever I found myse
which was very, very rarely, the procedure is that you have the right to leave that p
as soon as possible, and ‑ ‑ ‑

***        PATRICIA MCLEAN                                                                                                                      XXN MR WARD

PN9762    
Have you done that?‑‑‑No.  There was a gentleman I visited once who locked the 
behind me when I was doing a late shift, and he obviously had been drinking, but 
threatening, so, like, I just did what I needed to do, which was to supervise his me
and then I left as quickly as I could, yes.

PN9763    
Just a moment, Ms McLean?‑‑‑Yes.

PN9764    
Ms McLean, thank you for your evidence, no further questions?‑‑‑Thank you.  Ar
right if I go now?

PN9765    
COMMISSIONER O'NEILL:  Just a minute?‑‑‑Okay.

PN9766    
Any re-examination, Mr McKenna?

PN9767    
MR McKENNA:  No re-examination, Commissioner.  Might Ms McLean be excu

PN9768    
COMMISSIONER O'NEILL:  Yes, Ms ‑ ‑ ‑

PN9769    
MR McKENNA:  And I apologise to Ms McLean for mispronouncing her name a

PN9770    
COMMISSIONER O'NEILL:  Ms McLean, thank you very much for your eviden
afternoon.  You're excused and free to go?‑‑‑Thank you, bye.

<THE WITNESS WITHDREW                                                             [3.07 PM

PN9771
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PN9773    
MR HARTLEY:  I'm told she'll be in momentarily.  I'm sorry to everyone for the d

PN9774    
COMMISSIONER O'NEILL:  Ms Hardman, can you hear me all right?

PN9775    
MS HARDMAN:  Hello, yes, I can hear you.

***        PATRICIA MCLEAN                                                                                                                      XXN MR WARD

PN9776    
COMMISSIONER O'NEILL:  I'm Commissioner O'Neill and my associate is just
have you take the affirmation.

PN9777    
THE ASSOCIATE:  Ms Hardman, can you please say your full name and work ad

PN9778    
MS HARDMAN:  Linda Hardman, 12 Suttor Place, Figtree.

PN9779    
THE ASSOCIATE:  Thank you.

<LINDA HARDMAN, AFFIRMED                                                       [3.13 PM

EXAMINATION-IN-CHIEF BY MR HARTLEY                               [3.13 PM]

PN9780    
COMMISSIONER O'NEILL:  Mr Hartley.

PN9781    
MR HARTLEY:  Thank you, Commissioner.

PN9782    
Ms Hardman, it's Jim Hartley speaking for the ANMF.  Can you hear me?‑‑‑Yes, I
you, Jim.

PN9783    
Great, thank you.  Could you please say your name once again?‑‑‑Linda Hardman

PN9784    
Your business address?‑‑‑12 Suttor Place, Figtree.

PN9785    
You're an assistant in nursing?‑‑‑Yes.

PN9786    
You made a statement in this proceeding dated 29 October 2021?‑‑‑Yes, I did.

PN9787    
Do you have a copy of that with you?‑‑‑Yes, I do.

PN9788    
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PN9790    
Is it the case that in paragraph 8 the second line, a few words in you say, 'About fo
ago', but do you intend to say, 'About eight years ago'?‑‑‑Yes, that's correct.

PN9791    
Can you look at paragraph 25?‑‑‑Yes.

PN9792    
In the second sentence you say, 'They mainly visit in the evenings and weekends.'
evidence that families visit at any time of day, including in the evenings and on
weekends?‑‑‑Yes, that's correct.

PN9793    
Thank you, Ms Hardman.  With those corrections, is that statement true and corre
best of your knowledge and recollection?‑‑‑Yes, it is.

PN9794    
Commissioner, that's tab 224 at page 11,898.

PN9795    
Ms Hardman, can you see on your screen Mr Nigel Ward?‑‑‑Yes, I can.

PN9796    
Excellent.  Mr Ward is now going to ask you some questions.

CROSS-EXAMINATION BY MR WARD                                           [3.15 PM]

PN9797    
MR WARD:  Ms Hardman, can you hear me okay?‑‑‑Yes, I can.

PN9798    
Thank you, Ms Hardman.  Ms Hardman, my name's Nigel Ward.  I appear in these
proceedings for the employer interests.  Do you have your statement in front of yo
I do.

PN9799    
I wonder if I could ask you to go to paragraph 11 to start with?‑‑‑Okay.

PN9800    
When you did your certificate 3 did you do it because you chose to do it or were y
required to do it?‑‑‑No, I chose to do it.

PN9801    
Is that the same for the other certificate 4s?‑‑‑Yes, it is.

PN9802    
Was your motivation for doing the certificate 4 in aged care to simply become mo
competent at doing the job?‑‑‑Yes, definitely.

***        LINDA HARDMAN                                                                                                                         XXN MR WARD

PN9803    
If you go to paragraph 15, am I right that you've got about a third of your beds uno
at the moment?‑‑‑Yes, that's correct.
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The majority of the facility has four bedroom – four-bed rooms, does it?‑‑‑Yes, an
come down to three people in the room instead of four.

PN9806    
Can I ask you to go to paragraph 20.  In paragraph 20 in (c), you talk about transfe
residents.  Am I right that if you require two people for a transfer or two people fo
you require equipment for a lift, will that be set out in the resident's care plan?‑‑‑D
and also in the manual handling chart.

PN9807    
Is the manual handling chart a separate chart that will be in the resident's room?‑‑‑
be in the wardrobe.

PN9808    
So behind the wardrobe door when you open it?‑‑‑Yes.

PN9809    
I take it that will describe the mobility of the resident in the room?‑‑‑Also we have
handover sheet that we get in the morning, our shower sheets.

PN9810    
Yes?‑‑‑It's on there, how we transfer.

PN9811    
Can you explain a little bit more what a 'shower sheet' is?‑‑‑It describes to you the
of residents that you're going to be taking care of that day, and whether they're a h
whether they're showered every day or every second day, and things like that.

PN9812    
I take it that you don't always know when you start who you're going to be lookin
after?‑‑‑No.

PN9813    
Do you normally work in the same section of the facility?‑‑‑Mostly.  I do my day 
the front and my afternoon shifts down the back.

PN9814    
Is there an RN on duty on both shifts for you?‑‑‑(Audio malfunction) agency RNs

***        LINDA HARDMAN                                                                                                                         XXN MR WARD

PN9815    
So there is an RN on duty?‑‑‑Yes, or an EN.

PN9816    
So if there's not an RN there will be an EN on, but there's normally an RN on?‑‑‑Y

PN9817    
I sense you're not particularly excited by agency RNs?‑‑‑No, they serve – they do 
just that we've been a bit spoilt over the years where we're used to having a regula
where you build up a relationship.  I don't know if you'll understand.  There is a hu
difference when you've got that relationship with an RN that you have all the time
comes back to more of the team aspect.  They know you, they know the residents 
not I mean agency yes it's good to have them they do a good job but when you
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PN9819    
Can I ask you to go to paragraph 21?  You say, 'AINs do not dispense medications
solely done by RNs, or do the ENs dispense medications as well?‑‑‑RNs and ENs

PN9820    
Has that always been the case at your facility?‑‑‑Yes, definitely.

PN9821    
And then in 22(a) you talk about observation skills.  I'd just like to go through a fe
those, if I can, and understand the procedure.  Let's say you were showering me in
morning and you noticed that I had a tear in my skin.  What's the procedure you h
follow for that?‑‑‑We have to report it to the RN straightaway.

PN9822    
Okay?‑‑‑Any change, particularly we've got SIRS now, which, you know, everyth
to be recorded, even the slightest little thing.  But yes, that's where the observation
come in; any skin tears, bruises, anything like that.

PN9823    
So it might be a bruise or it might just be a change in the pigmentation of my skin
would go the RN?‑‑‑Yes, definitely.

PN9824    
And they would make a decision as to what should happen?‑‑‑Yes.

***        LINDA HARDMAN                                                                                                                         XXN MR WARD

PN9825    
If it was a tear, is it the job of the RN to deal with the wound, or does the EN get
involved?‑‑‑Well, depending if you've got an EN around, or the RN – either one w
with it.

PN9826    
Let's say that the wound's been attended to by the registered nurse.  Going forward
you possibly re‑bandage the wound?‑‑‑No.

PN9827    
That'd be a job for the RN or the EN?‑‑‑It would be the RN or the EN.

PN9828    
I think you talked about SIRS a minute ago.  My understanding is that a tear in the
bruise will be described as an 'adverse event.'  That's the language, is it?‑‑‑Yes, I th
yes.

PN9829    
Then it would be – is it the RN's decision as to whether or not it's reported as a SIR
or is it somebody above the RN?‑‑‑No, I'm pretty sure it's the RN.  We're all still b
– SIRS is still pretty new.  We're all still getting quite used to it.

PN9830    
You also talk about in 22(b) 'recognising behaviours.'  I assume for instance if you
looking after me for the day and I was less talkative than normal, or I was sleeping
than normal, that's a behaviour you would actually record?‑‑‑Definitely.
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Can you just me, what does that involve?‑‑‑Well, you'd have to get a sample of the
resident's urine.

PN9833    
And then you'd put the dipstick in?‑‑‑Yes.  You do the dipstick, and then dependin
that comes out, then there might be another test have to be done where it's going t
away.

PN9834    
So if it came out and it was high, you would tell the RN and the RN would deal w
it?‑‑‑Yes, definitely.

***        LINDA HARDMAN                                                                                                                         XXN MR WARD

PN9835    
You then talk in (c) about PR skills.  I'm not trying to be demeaning when I say so
just help me out by what you mean by PR skills?‑‑‑PR skills - that means, particul
because we have a lot to do with residents' families, so really you're the face of the
company, which means that if a resident's family comes and they're asking you for
detail, you don't get in over your head; you refer to the RN.  I mean, you can – if i
normal chit chat, that's fine, but I always tell staff to keep professional distance an
get in over your head, because, you know, you could say the wrong thing, and som
residents' families can get quite pushy, so then you refer to the EN or the RN.

PN9836    
When you say, 'general chit chat', it's okay to talk about the weather and how mum
going?‑‑‑Yes.

PN9837    
But once it goes beyond that, that's for reference to the RN, is it?‑‑‑Definitely, bec
otherwise, you know, you're getting yourself into hot water.

PN9838    
Can I ask you to go to – I think it's page 5.  Finally somebody's numbered their pa
just teasing Mr McKenna with that, it's okay.  At page 5 you've got a heading,
'Documentation.'  Do you see that, Ms Hardman?‑‑‑Yes.

PN9839    
I take it that you used to be paper‑based and you're now computer‑based?‑‑‑Yes.

PN9840    
Am I right that – do you write up your progress notes at the end of the day, or do y
them up as you go?‑‑‑No, we have to write them up at the end of the day, because 
haven't got any time in between.

PN9841    
Do you keep a notebook or something like that and use that later on, or do you do
memory?‑‑‑Sometimes.  It depends.  If we get a chance we'll try and scribble on a
paper during the day, but mostly it's in your head.  Because you know the resident
know, for instance, what their regular bowel routine is, and you know if they have
haven't.  I suppose it's just from years of practice.

PN9842    
S h ' itti d t th t d I d d t d th t h
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Urine output?‑‑‑Depending if they've got – not so much urine output.  If they've g
catheter bag.

***        LINDA HARDMAN                                                                                                                         XXN MR WARD

PN9844    
Right?‑‑‑But things like their bowels, pressure area care, if they're on a food and f
you would be recording that, and - - -

PN9845    
Can you just tell me what you understand by 'food and fluid chart?'---Well, if a res
has been losing weight then they would put them on a food and fluid chart, so we 
make sure we record how much breakfast they've eaten, morning tea, lunch, aftern

PN9846    
So that could be recording that I didn't eat any breakfast or I ate half my breakfast
something like that?‑‑‑Yes.  So that would put a red flag up that if there's been a la
amount of weight loss, then it would go – the RN would look at that and go, okay,
been happening for a little while, you need to go have a referral to a dietitian.

PN9847    
How long does it take you to do those sort of progress notes and charting at the en
day?‑‑‑It depends on the amount of interruptions.

PN9848    
Let's say you're having a good day and you're not interrupted?‑‑‑If I'm having a – 
take at least half an hour.

PN9849    
Again, you - - -?‑‑‑Change to another - - -

PN9850    
- - - do that from memory?‑‑‑Yes, yes.  Usually we'll try and share the load so we'
sure that someone's on the floor or a couple of people are on the floor and but I'll n
and do the paperwork.

PN9851    
We talked earlier a little bit about adverse events like skin tears.  Is that when you
write something about those as well?‑‑‑You would probably – you would put in th
integrity that there's a skin tear and that it's been reported to the RN.  The same wi
they have the skin integrity in there we put, you know, that we've checked – the sk
checked, there's been cream applied and if there's anything unusual – - -

PN9852    
Yes?‑‑‑ - - - if we've found anything usual while we've been showering or spongin
resident.

PN9853    
You basically work through a set of headings?‑‑‑Yes.

PN9854    
If it was sort of business as usual you wouldn't write anything but if there was som
unusual you'd put it in under the heading?‑‑‑You've got to put every day that the sk
been checked
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PN9856    
If you notice that there was a tear, you'd say, 'Skin checked today.  Tear on left elb
referred to RN', something like that?‑‑‑Yes, yes, definitely.  You've got to put in th
you've reported it to the RN and then you would go back and make sure that the R
knows.  You'll either – we'll tell them what has happened and you'll just jog their m
the end, you know, when we're doing our notes.

PN9857    
Sorry, I should have remembered this, the computer terminals, are they in the nurs
station?‑‑‑Yes, they are.

PN9858    
Just a moment, if I can. Now at page 7 at paragraph 46 you talk about dementia an
difficult behaviours.  Just if I could ask you a few questions about that.  I take it th
apply de-escalation strategies or the time-out strategies if you're dealing with som
who's being difficult or poorly behaved.  Is that correct?‑‑‑We have to be – becaus
we have to be very careful.  Because you're not allowed to use any undue force or
like that so you have to be inventive, try and go and get a cup of coffee or try lots 
distraction techniques.

PN9859    
Okay?‑‑‑It helps if you're on the same area and you know the residents.  That does
that always works because sometimes they can throw you a curly one.

PN9860    
There's techniques that you have such as distraction and so forth, that you would
apply?‑‑‑Definitely.

PN9861    
I'm just interested, were those things you learnt in the cert 3 or did you have to – w
cert 4 that taught those?‑‑‑It would be a combination of the cert 3, cert 4 and also 
in mental health.

PN9862    
That's helped a lot, has it?‑‑‑That's fabulous because it really helps us to notice wh
triggers are and that was a wonderful course and one that I have put forward and h
recommended for everybody working in aged care.

PN9863    
That course dealt more deeply with behavioural issues, did it?‑‑‑Yes, particularly m
health but watching for triggers, things that will set people off, like in some cases 
one lady at the moment and (indistinct) is something normally that will really set h
And we know that if she's fidgety, we know to keep an eye.  Just little tricks like t

***        LINDA HARDMAN                                                                                                                         XXN MR WARD

PN9864    
Just like my kids, Mrs Hardman.  Have you ever found yourself in an unsafe
situation?‑‑‑Lots of times.

PN9865    
What's the protocol you have to follow if you're feeling unsafe?‑‑‑You try and rea
assist button, and if it's someone that you know is having – going to have tricky be
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PN9867    
You've literally got two people there to make sure the situation stays as safe as
possible?‑‑‑Yes and we do have an assist button that we have to press if we really 
extra help.

PN9868    
If you do press the assist button, what follows from that?‑‑‑Well, everybody come

PN9869    
It's sort of everybody drops what they're doing and comes to the assist button?‑‑‑Y
because it's quite a different noise and we use that also if somebody has had a fall

PN9870    
Right?‑‑‑You know, you could enter a room and someone's on the floor or they've 
the bathroom and you press the assist button and that's when everybody comes.

PN9871    
If there is a fall, I take it that you pressing the assist button that ensures the registe
is going to attend as well?‑‑‑You can't touch that person until the RN has checked 
over.

PN9872    
The RN will review them, decide whether or not they can be moved and things lik
and you'll be there to support the RN during that process?‑‑‑Definitely.

PN9873    
Ms Hardman, thank you for your evidence, I have no further questions,
Commissioner?‑‑‑Thank you.

PN9874    
COMMISSIONER O'NEILL:  Any re-examination?

***        LINDA HARDMAN                                                                                                                         XXN MR WARD

RE-EXAMINATION BY MR HARTLEY                                            [3.33 PM

PN9875    
MR HARTLEY:  Just one issue, Commissioner.

PN9876    
Ms Hardman, it's Jim Hartley again.  Just now you were asked whether you'd foun
yourself in unsafe situations in your work and your answer was lots of times.  Do 
remember giving that evidence?‑‑‑Yes, I do.

PN9877    
Could you just give a few examples of unsafe situations you've found yourself in?
when a resident tries to bite you or kick you or, you know, on the other side of the
when we've had verbal abuse from families.  The tricky thing is that with verbal a
the families you've just got to suck it up and you make sure you report it to the RN

PN9878    
Are there any of those situations that stick in your mind?‑‑‑A few.  One particular 
verbal abuse from a family, I seriously thought about taking some long-service lea
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PN9880    
Commissioner, that's the re-examination.  Ms Hardman, thank you?‑‑‑Thank you.

PN9881    
COMMISSIONER O'NEILL:  Thank you for your evidence, Ms Harman.  You're
and free to go?‑‑‑Thank you.

<THE WITNESS WITHDREW                                                             [3.35 PM

PN9882    
COMMISSIONER O'NEILL:  I understand that there's been discussions amongst 
parties in relation to tomorrow and a request that we start at 9 am with I'm not sur
or Ms Wagner, an HSU witness.  I'm happy to commence at 9 am tomorrow to
accommodate that.

***        LINDA HARDMAN                                                                                                                    RXN MR HARTLEY

PN9883    
MR GIBIAN:  We're grateful, Commissioner.  Can I also mention just in terms of 
afternoon, and I'll be corrected by Mr Hartley presumably if this doesn't correctly 
situation, we've obviously reached a situation where it's hard to see we're going to
the witnesses.  I think what is proposed as between the Unions at least is that Ms B
Ms Clarke would be dealt with and then Mr Mills, and we were hoping we would 
deal with all of those this afternoon.

PN9884    
I don't know how that matches with Mr Ward's estimates but we are really reachin
situation where this is starting to cause quite a degree of inconvenience to all conc
that involves putting off two of the AMNF's witnesses until tomorrow, as I unders
assume that will take us well past 4 or 4.15 but I don't know how far past it and w
Commission can accommodate that.

PN9885    
COMMISSIONER O'NEILL:  I can continue this afternoon until just before 5 pm
happy to do so today to get through as many witnesses and give them as little
inconvenience as possible.

PN9886    
MR WARD:  Commissioner, can I offer some assistance, given the fact that I have
longer than stated, but we wouldn't require Ms Breen.

PN9887    
COMMISSIONER O'NEILL:  All right.

PN9888    
MR HARTLEY:  Thank you for that indication, Mr Ward.  That might mean that w
just a moment to arrange for the witness who was going to be after Ms Breen who
Ms Clarke.

PN9889    
COMMISSIONER O'NEILL:  Given that we're going to sit a bit longer this aftern
might just take a five-minute break now and that gives you an opportunity to get M
ready.
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SHORT ADJOURNMENT                                                                     [3.37 PM

RESUMED                                                                                                [3.44 PM

PN9892    
COMMISSIONER O'NEILL:  The Commission is resumed, and we have Ms Clar

PN9893    
Ms Clarke, can you hear me all right?

PN9894    
MS CLARKE:  Yes, I can hear you fine.

PN9895    
COMMISSIONER O'NEILL:  All right, lovely.  I'm Commissioner O'Neill, and m
associate is just going to have you take the affirmation.

PN9896    
MS CLARKE:  Okay.

PN9897    
THE ASSOCIATE:  Ms Clarke, can you please say your full name and work addr

PN9898    
MS CLARKE:  Sheree Gay Clarke, and my work address is 69-71 Caboolture Riv
Morayfield, 4506 in Queensland.

<SHEREE GAY CLARKE, AFFIRMED                                              [3.45 PM

EXAMINATION-IN-CHIEF BY MR MCKENNA                              [3.45 PM

PN9899    
COMMISSIONER O'NEILL:  Mr McKenna.

PN9900    
MR McKENNA:  Thank you, Commissioner.

PN9901    
Ms Clarke, my name is Jim McKenna.  You met the other Jim during the adjournm
am the other barrister, the other Jim appearing on behalf of the ANMF.  Could I as
please state your full name again?‑‑‑Sheree Gay Clarke.

PN9902    
And you are employed as an AIN with Opal health care - sorry, I withdraw - yes, w
Health Care at Morayfield Grove; is that correct?‑‑‑Yes, that's correct.

PN9903    
Could you please give the address for that facility?‑‑‑69 to 71 Caboolture River R
Morayfield, Queensland, 4506.

PN9904    
Thank you.  And in addition to that you're also a part-time employee of the Queen
Nurses and Midwives Union?‑‑‑Yes, I am.
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PN9906    
Do you have a copy of that with you today?‑‑‑I do have a copy.

PN9907    
Could I just ask you to confirm that it is - on page 13 it should be dated 29 Octobe
2021?‑‑‑October, yes.

PN9908    
And whilst you're on that page, can I ask you to confirm that it runs to 85
paragraphs?‑‑‑Yes.

PN9909    
And with your statement there are three annexures; is that correct?‑‑‑That is corre

PN9910    
Have you had a chance to read that statement recently?‑‑‑I have.

PN9911    
Are there any changes, corrections or clarifications that you wish to make to
that?‑‑‑Probably just that I no longer work the Sunday shift.  I'm now only workin
Saturday shifts.

PN9912    
Subject to that clarification, are the contents of your witness statement true and
correct?‑‑‑Yes.

PN9913    
And the three annexures that you refer to that are attached to your statement, are t
copies of the documents you refer to in it?‑‑‑Yes.

PN9914    
Commissioner, Ms Clarke's statement can be found at document 229, page 11,998
court book.

PN9915    
Ms Clarke, on the screen in front of you hopefully you will be able to see Mr Nige
who's holding his hand up.  Mr Ward will now have some questions for you?‑‑‑Th

PN9916    
Thank you.

CROSS-EXAMINATION BY MR WARD                                           [3.47 PM]

PN9917    
MR WARD:  Thank you.  Ms Clarke, can you hear me okay?‑‑‑Yes, I can hear you

***        SHEREE GAY CLARKE                                                                                                                XXN MR WARD

PN9918    
Thank you, Ms Clarke.  My name's Nigel Ward, Ms Clarke, and I appear in these
proceedings for the employer interest.  Do you have your statement in front of you
do.

PN9919
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Yes?‑‑‑But it's much more around advocacy and client focused services rather than
clinical care.  It's about supporting the individuals' emotional, holistic care.

PN9921    
It has reasonable applications for the notion of sort of client-centred care and clien
care?‑‑‑Yes.

PN9922    
Yes and the certificate 1 in mental health first aid, I'm not familiar with that.  Wha
that?‑‑‑So it's basically if anyone's going through distress in a mental episode that 
similar to physical first aid, that you have the appropriate skills to do the intervent
needed until you get them to the appropriate professional help.

PN9923    
Bear with me, this might be a bad way of putting it.  It's sort of like a St John's Am
first aid but dedicated to mental health?‑‑‑Yes.

PN9924    
My understanding from your statement is that you work in predominantly the mem
support unit?‑‑‑Yes.

PN9925    
Am I right that that's a secure unit?‑‑‑It's a secure unit with the majority of the res
suffering with dementia or living with dementia.

PN9926    
Do they suffer from anything else in addition to dementia?‑‑‑I have looked after p
with schizophrenia and other versions of mental health that impacts their cognitiv
that impacts on the behaviour.

PN9927    
Yes so from time to time there are people with other mental health issues other tha
dementia?‑‑‑Yes.

***        SHEREE GAY CLARKE                                                                                                                XXN MR WARD

PN9928    
When you start in the morning I think you say you read them notes from the shift 
and you have a quick chat with the RN.  Is that a process for getting going in the
morning?‑‑‑Yes, so the RN would run us through what's – update us with the most
things with the residents and anything major that needs to occur, whether we've go
visiting or doctors visiting and things like that, and anything we need to know tha
any changes since we last did a shift.

PN9929    
Anything that could impact what you're about to do, the RN will try and run you t
that?‑‑‑Yes.

PN9930    
In terms of how you start the shift, is there a standard routine or how do you actua
what to do first?‑‑‑If there's buzzers going, like, we often, as I said in my statemen
often have sensor mattresses that let us know that our residents are out of bed.

PN9931
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PN9933    
It's not a phrase I've heard before in the case, that the notion of a safety check, I ta
to see whether or not there's falls or anything like that?‑‑‑Yes, anyone having brea
difficulties, anyone who's, you know, halfway out of bed but they haven't quite rea
sensor mat yet.

PN9934    
I'm sure that would be me.  If there's somebody having breathing difficulties, do y
get the RN to look at that person or - - -?‑‑‑We're lucky in our facility that we have
emergency button that I can call the RN.  If it's not a high priority where they're n
struggling, then I'll get the RN, but I'll also do things where I'll sit them upright so
clear the airways and make sure they're in the most appropriate position.  So basic
before the RN comes.

PN9935    
If you sitting me upright solved the problem, you'd tick the box, as it were.  If it d
-?‑‑‑No, I'd still inform my RN.

PN9936    
You'd inform the RN.  Okay?‑‑‑Yes, I'm going to cover myself.

***        SHEREE GAY CLARKE                                                                                                                XXN MR WARD

PN9937    
You've got to cover yourself.  That's all right.  That's right.  I'm pleased you do.  Y
say at 10 o'clock there's a scrum.  My understanding is that's when the team sort o
huddle and talk about what's going on.  Is that a reasonable description?‑‑‑It's wha
workplace calls it and it is one of the more positive things from Opal that we do d
have another little mini meeting so and an update to where we're at and prioritisin
work.  It ensures we're keeping working as a team.

PN9938    
It's a conversation about what you've observed already in the morning and if you n
change any priorities or anything like that?‑‑‑Yes.

PN9939    
Is the RN in the scrum?‑‑‑Yes and if it's on a week-day the managers will come do
well.

PN9940    
When you say managers, which managers are they?‑‑‑So depending on the availab
either the facility manager or the clinical manager.

PN9941    
Is the clinical manager a registered nurse as well?‑‑‑The clinical manager is.  The 
manager is not.

PN9942    
Is not, yes, okay.  I just want to take you through a few issues just to see how your
experience compares to other things that have happened in the case.  Am I right th
facility on admission it's the registered nurse who puts the care plan together?‑‑‑Y

PN9943    
I th t i d ff b th li i l i th t th d i f th i t
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Bear with me.  My understanding is it would go something like this.  The RN will
meet with the family and resident and create what others have called an interim ca
Is that consistent with what happens with you?‑‑‑The (indistinct) comes in from th
and we do an assessment based on that one, and then we place them on charting fo
after that one.

PN9945    
What if they - - -?‑‑‑It would be an interim.

PN9946    
An interim one, it would be an interim one.  What if they don't come in from the h
they come in just they're coming in from home?‑‑‑They've still got to go through t
process.

***        SHEREE GAY CLARKE                                                                                                                XXN MR WARD

PN9947    
Right?‑‑‑Determining their needs before they come in here.  So they have been as
prior to before coming in.

PN9948    
During that assessment period you would be observing things like their mobility, a
they require with showering or toileting, and I take it you would be recording thos
and that would be then fed back into the RN so the RN can then formalise the care
plan?‑‑‑Yes.

PN9949    
Yes, okay.  I just want to take you through a few circumstances.  I just want to see
your procedures are in your facility.  I think we've touched on one already but we'
confirm that.  If there is a fall the procedure is to call for the RN?‑‑‑Yes but we've 
to do basic, obviously remove other residents from the scene, ensure that the scen
safe.

PN9950    
Yes?‑‑‑And if there's bleeding obviously we're going to put – try and stop – stem t
of bleeding and those kinds of things, while waiting for the RN.

PN9951    
Then the RN will come and evaluate the resident?‑‑‑Yes.

PN9952    
The RN will direct what's to occur with the resident, whether or not they can be pu
into bed or whatever.  Is that the RN's decision?‑‑‑That is the RN's decision.

PN9953    
If the RN decides there needs to be a particular regime of observation during the d
put that in place?‑‑‑Yes.

PN9954    
It would be your job then to carry out those observations, either record them in yo
progress notes or to, subject to what they are, inform the RN if there's a change?‑‑

PN9955    
Yes No if o let's sa o 're sho ering me in the morning and I'm a residen
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doesn't dry out so it's better healing, and then I'll keep the wound moist until the R
there.

***        SHEREE GAY CLARKE                                                                                                                XXN MR WARD

PN9957    
You'll do the initial first aid in preparation for the RN attending?‑‑‑Yes.

PN9958    
Which part of your training gave you that skill?‑‑‑I started in the industry with the
hospital trained RNs.

PN9959    
Okay?‑‑‑So they very much had a hands-on approach.  Back when I first aged car
a lot more time with our registered nurses, so they did a lot of hands-on training.

PN9960    
From that perspective, it was on the job training from the RN?‑‑‑Yes.

PN9961    
Yes, do you cover wound care in the certificate III?‑‑‑I did mine - I was one of the
ones to go for my cert III, so, no, we did not.  Mine was ‑ ‑ ‑

PN9962    
Okay, no, that ‑ ‑ ‑?‑‑‑Yes, mine's a bit out-dated now.

PN9963    
No?‑‑‑Sorry if I show my age.

PN9964    
No, that's okay, I don't want to press you on that if that's the case, that's fine, a lon
ago.  If let's say the RN comes along and decides that the wound has to be dealt w
certain way and is going to dress it, I take it that you would have the competence t
it later depending on the nature of the wound, or would that be something that wo
with the RN?‑‑‑Within my current facility the RN would change it unless we're re
we've got a lot of critical incidents going on.  Other nursing homes it is the role of
that I've done, because I've worked in quite a few facilities, and there's some wher
do wound care.

PN9965    
Okay.  And by 'we do do wound care' that would be you would ‑ ‑ ‑?‑‑‑Changing b
very basic dressings.

PN9966    
Changing basic, yes, dressings.  Yes, okay?‑‑‑Yes.

PN9967    
And am I right that, again, if you're showering me in the morning, if you observe 
bruising or skin colour change that's something you have to report to the RN as w

***        SHEREE GAY CLARKE                                                                                                                XXN MR WARD

PN9968    
I take it the RN will decide what has to happen with me because of that?‑‑‑That, a
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than they used to be, have we got another resident that's a bit more grabby than th
be ‑ ‑ ‑

PN9970    
I've got you?‑‑‑ ‑ ‑ ‑amongst the peers, so, we've got to eliminate what the causes 

PN9971    
Causes are, okay.  And obviously when you're with a resident you're going to be m
my behaviour as it were.  If I'm less verbal today, would that be something you'd j
on the progress notes, or is that something you'd inform the RN about?‑‑‑It would
I'd continue observing you throughout the day.  Like, if you're less verbal and you
facial muscle dropping, I'd be getting the RN quite promptly.  If you were just a li
more withdrawn and not responsive like you - we don't have our normal conversa
we do, I would try and engage through conversation throughout the day and if you
not responsive, at that mini meeting I told you about, the scrum ‑ ‑ ‑

PN9972    
The scrum?‑‑‑ ‑ ‑ ‑that's where I'd raise my concerns.

PN9973    
It might be, 'Look, I've been watching Nigel all morning, I'm just getting a little bi
concerned, he's just not himself, he's not' ‑ ‑ ‑?‑‑‑Yes.

PN9974    
And the RN would possibly say, 'Well, let me come and have a look at him with y
then you'd work through what happens next?‑‑‑Yes.

PN9975    
Okay.  And if somebody has to go to a hospital, is that the clinical manager's decis
that the RN's decision, or is it a GP's decision?‑‑‑It's - we do different versions now
it's after hours at night it's the RN, and it's also the seriousness of the fall and the i
Sometimes we're now invoking the RADAR nurses from the hospitals where we'r
contacting them first.  Or sometimes it's the doctor.

PN9976    
Do you have residents with catheters?‑‑‑Yes.

***        SHEREE GAY CLARKE                                                                                                                XXN MR WARD

PN9977    
You do.  And am I right that - I appreciate there are different types of catheters, I'm
this week, am I right that one of your roles would be to remove a catheter bag that
record the fluid, if the fluid has got no blood in it or things like that you might jus
the ‑ ‑ ‑?‑‑‑Yes.

PN9978    
‑ ‑ ‑catheter bag, is that something you would do?‑‑‑Yes.  We're assessing the urin
time we empty it and change it.  It's not a fun part of our job, but we are looking a
to make sure it's a healthy normal colour.

PN9979    
If it's cloudy or it's got blood in it, again, is that something that has to go to the RN
But even if it's a little bit cloudy, even without the RN coming along, I know I nee

fl id ith th t id t b ll th fi t i f d h d ti i th
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PN9981    
‑ ‑ ‑that day and you're starting to get Nigel to drink a little bit more?‑‑‑Yes, and lo
ways that we can get you - water is not the most encouraging for our older genera
we've got to look at ways of enticing.

PN9982    
I had a 93 year-old father-in-law who wouldn't drink water.  I understand that.  I u
that well.  Now, could I just take you to paragraph 44 for a minute and just - I wan
‑ ‑ ‑?‑‑‑Okay, yes.

PN9983    
You say:

PN9984    
In my role I helped less experienced and less trained staff to learn what is need
role.  Anyone who is passed their training period generally three months is abl
the buddy for others.

PN9985    
I'm just interested in your - sorry, it then goes on to say:

PN9986    
However, some new staff sometimes have very little experience in aged care.

***        SHEREE GAY CLARKE                                                                                                                XXN MR WARD

PN9987    
In your experience, what's the period of experience people need to be sort of fully
of doing the job?‑‑‑In my opinion you've got to be there at least 12 months.  It's on
those jobs we don't know everything.  It's learn on the job, it changes every time.  
got to work with different residents in different times.  And for me, this is what I'm
passionate about, is improving this bringing them into aged care, because you see 
times new staff training other ones have just come from doing their course, and, so
the bad choice of words, but it's the blind leading the blind, and that's where it bec
more task orientated rather than person centred care.

PN9988    
So, if you're working with one of those people you're literally trying to help them 
the catheter bag, as it were, as opposed to doing something that's of broader value
and my biggest passion is, like, is not just task, it's the person that we're working w
it's introduction from a team member that the resident knows very well and letting
know the background of that resident, what they like, what they dislike.  I use hum
much in my job with my residents to build rapport and connections, so what I'm
demonstrating to the new member is how we build rapport and connection, and he
relationships with our older generation.

PN9989    
Now, at paragraph 39 you talk about you provide emergency relief as a physiother
aid?‑‑‑Yes.

PN9990    
What's a physiotherapy aid?‑‑‑So, they're the ones who assist - the AINs who assis
physios in a nursing home.  We have someone - a physio shift each Monday to Fri
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PN9991    
And when you say 'pain gel', that's like a heated gel or a relaxant gel or ‑ ‑ ‑?‑‑‑Ye
(indistinct) gel, whatever has been prescribed to that resident.  Also with our phys
they need to walk residents who are on rehabilitation, I'll be there assisting the phy
help them walk the residents.

PN9992    
All right.  And is that a skill you learnt along the way, or is it something else?‑‑‑It
I've learnt along the way.  I used to work at Mt Olivet hospital which had a full - w
rehabilitated ward, so a little bit different to the physio aid there, but that's why I p
hand up for it, because I've had previous experience in working in a rehab ward.

PN9993    
Okay.  And I take it again the cert III was too long ago to remember whether or no
would ‑ ‑ ‑?‑‑‑They definitely didn't cover that one.

PN9994    
Didn't cover that one?‑‑‑Definitely didn't cover that one.

PN9995    
Nothing on heat packs in the Cert III?‑‑‑No.

***        SHEREE GAY CLARKE                                                                                                                XXN MR WARD

PN9996    
No, okay?‑‑‑My cert III didn't even tell us how to do a shower.

PN9997    
Really?‑‑‑No.

PN9998    
I should stop asking questions about that?‑‑‑Yes.

PN9999    
Okay.  Can I take you to paragraph 45, you say:

PN10000  
When I'm partnered with someone who is inexperienced I teach them routines.

PN10001  
?‑‑‑Yes.

PN10002  
By routines, do you mean, like, routines like showering and ‑ ‑ ‑?‑‑‑I hate the word
but it is.  It's how our day goes around, because our routine changes to every resid
comes in, and it adapts and changes to their needs.  But it's taking them through w
to be done by a certain time in order.

PN10003  
And, again, it's your word not mine ‑ ‑ ‑?‑‑‑Yes.

PN10004  
‑ ‑ ‑but sort of the get out of bed routine, the lunch routine, the get them ready for 
routine and ‑ ‑ ‑?‑‑‑Get them ready for breakfast yes
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PN10006  
Exactly, but you'd obviously be turning your attention to getting people up.  Whet
Mr Smith wants to get up today is a different issue?‑‑‑Yes.

PN10007  
And that's what you really mean by routine, isn't it?‑‑‑Yes, so the guideline of how
work.

***        SHEREE GAY CLARKE                                                                                                                XXN MR WARD

PN10008  
You then talk about 'preparing charting for residents that are reviewed by registere
in paragraph 49.  Can I just ask this, do you – so you know, you do your bowel mo
you do your urine output, you'll do your behavioural – do you do that on the run d
day, or do you do that at the end of the day?  How do you do that?‑‑‑Ideally you d
point in time, but we do it at the end of the day.  We don't have time to do our char
the go.

PN10009  
I'm not trying to be rude when I say this - do you do that from memory, or do you 
along the day?‑‑‑I take notes.

PN10010  
You take notes?‑‑‑Yes.

PN10011  
And your system is computerised now?‑‑‑Yes.

PN10012  
So you have to type in all of that.  So let's say that you were taking my blood pres
take it you would take a note of what my blood pressure is and then you'd type tha
system in your progress notes at the end of the day?‑‑‑Yes.

PN10013  
If you take blood pressure as an example, I would assume that with something lik
my blood pressure was out of the ordinary, again you'd be referring to the RN
straightaway?‑‑‑Yes, I would.

PN10014  
So that wouldn't wait till the end of the day when you're doing your notes?‑‑‑No.

PN10015  
No, okay?‑‑‑We've constantly got to prioritise and change what we're doing aroun
different things will get – you know, I might do it at the end of the day, but things 
would warrant more attention.

PN10016  
Straightaway?‑‑‑Yes.

PN10017  
We've had some evidence about blood pressure operating with a kind of green, ye
traffic light system.  Do you use that as well?‑‑‑Yes.

PN10018
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PN10019  
(Indistinct)?‑‑‑ - - - (indistinct) be on medication to monitor that one.

***        SHEREE GAY CLARKE                                                                                                                XXN MR WARD

PN10020  
Would their normal range be in their care plan?‑‑‑Yes.

PN10021  
Okay?‑‑‑Or you can get it by reading the last week's blood pressures, and then the
you can look back at the chart and see the regular.

PN10022  
So you can just log on and look back at what happened last week?‑‑‑Yes.

PN10023  
Because I think you said if it's in the red you'd get the RN anyway?‑‑‑Yes.  If it's r
getting the RN.

PN10024  
Your facility, does it operate with people dedicated to doing cleaning?‑‑‑Yes.

PN10025  
Do they come around while you're working, or do they come around sort of at the
the shift?  How does that operate?‑‑‑They work with us, so they're pretty much the
the time we start to the time we finish.

PN10026  
So they've got a – I know it's not your favour word, but they've got a routine, but t
do spot‑cleaning as well, will they?‑‑‑They will if someone's moving in and out, b
cleaning of body fluids, such as blood, urine or faeces, that is my responsibility, b
also DigniCare and infection control.  So if I spot anything like that, it's my respon
to clean it up straightaway.

PN10027  
So if you see that in, say, a bathroom of a resident you're looking after, that would
your responsibilities?‑‑‑Yes, because I'm not going to take that resident in to use th
bathroom if it's dirty.

PN10028  
Hence you have to attend to it straightaway?‑‑‑Yes.

PN10029  
Does the care plan set out the details of when you need two people for a shower o
people for a lift and things like that?‑‑‑Yes, especially in the summary care plan so
get the information quickly, because we have a very in‑depth care plan, but good l
reading it all and having time on shift to reading that one, and then we have the su
care plan with how quickly how (indistinct) that person is, (indistinct) they don't n
assessment with food in that.

PN10030  
Where's the summary care plan kept?‑‑‑It's kept generally in the bathrooms, in a d
location so it's not for public to see, so the resident's privacy is still respected, and
some here here o can easil access it
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PN10032  
Or if I need a hoist to get me out of bed, that will have that in there as well?‑‑‑Yes

PN10033  
Will it have comments about my mobility generally?‑‑‑Not generally, just if you w
unsupervised.  It won't tell me if, you know, if you're a higher risk.

PN10034  
Okay?‑‑‑And one thing I'll point about those care plans, if they're one assist, I do h
authority to assess; if I deem those residents unsafe with just one person, I can req
another person's assistance to ensure safety and then ask for a reassessment from t
but I can never go the other way.  I can't go down in my assessment - - -

PN10035  
(Indistinct) - - -?‑‑‑ - - - (indistinct) they're much better today, I'm only doing it on

PN10036  
(Indistinct) - - -?‑‑‑(Indistinct).  I can only go up.

PN10037  
If the summary says two people, it must be at least two people?‑‑‑Two people.

PN10038  
But if you made a decision for some reason that it really required three, that's your
call?‑‑‑Yes.

PN10039  
And then later on you might have a conversation with the RN about changing the 
care plan?‑‑‑Yes.

PN10040  
Obviously you from time-to-time will deal with challenging behaviours from resid
assume that you have de‑escalation, diversional strategies that you adopt in dealin
it?‑‑‑Yes.

PN10041  
In your case I take it again that they weren't really learnt in the certification proces
been learnt on the job?‑‑‑That, and when I did my Diploma in Community Service
lot in conflict and working with challenging behaviours.  I've also done courses se
to that one.  I've done ongoing courses.

***        SHEREE GAY CLARKE                                                                                                                XXN MR WARD

PN10042  
Those are the courses in paragraph 7 of your statement that you've outlined a fairl
list?‑‑‑Yes.

PN10043  
And they've helped you with managing challenging behaviours and the like?‑‑‑Ye
much so.

PN10044  
I assume that at some stage in your career you've found yourself in an unsafe
situation? Quite a few times yes

6796



supported afterwards.  It's always about the residents.  It's never looking back at h
could do things differently and improve things better.

PN10046  
So there's a standing rule that you - - -?‑‑‑You just keep working – you know - - -

PN10047  
Just bear with me.  Did you suggest to me then that there's a standing rule that you
remove yourself from an unsafe situation?‑‑‑Yes.

PN10048  
But your concern is that there's not - - -?‑‑‑Sorry, that's just not always possible.

PN10049  
What do you do when it's not possible?‑‑‑So you've got to de‑calm and de‑escalat
say it's not possible, if you've got a resident who's aggressive and they're going tow
another vulnerable older person, you can't just walk away if they're turning, taking
at you and going back for that person.  You've got to do whatever you can to get th
attention back on you, away from the more vulnerable person.

PN10050  
And you'll make that decision yourself to do that, will you?‑‑‑I will hit emergency
get more staff down to help me and to get more interventions in, and if, you know
one that's involved, as soon as there's someone else who can hopefully de‑escalate
couldn't, I will step back and away then, but I won't remove myself until that othe
is safe.

PN10051  
When you hit the de-escalation button, is the rule that everybody drops what they'
and comes to help you if they can?‑‑‑That is meant to be the rule, but it doesn't; it 
happens.

***        SHEREE GAY CLARKE                                                                                                                XXN MR WARD

PN10052  
Are you suggesting that nobody comes to help you?‑‑‑I've had cases where I've w
long time, and I've ended up de‑escalating and getting the other resident out safely
someone's actually responded to the emergency button.

PN10053  
So you've applied the skills you've developed on de‑escalation to resolve that
satisfactorily?‑‑‑Yes.

PN10054  
Ms Clarke, thank you for your evidence.  I wish you well.  Commissioner, no furt
questions?‑‑‑Thank you.

PN10055  
COMMISSIONER O'NEILL:  Any re-examination, Mr McKenna?

PN10056  
MR McKENNA:  Two matters, thank you, Commissioner.

RE EXAMINATION BY MR MCKENNA [4 17 PM
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PN10058  
Then it was put to you that the RN will then decide what was to happen and you a
with that, but you went on to say that, on my note, you would help with the invest
about the cause of the bruise?‑‑‑Yes.

PN10059  
You then gave a number of examples about what might have been the cause of the
bruise?‑‑‑Yes.

PN10060  
One of the things that you said, I think, was that it might have been another reside
bit grabby.  Do you recall that evidence?‑‑‑Yes, yes.

***        SHEREE GAY CLARKE                                                                                                         RXN MR MCKENNA

PN10061  
Can you explain what you meant by that, another resident being a bit grabby?‑‑‑W
residents who perceive themselves as young and able.  So I'm in a memory suppor
they'll see a little frail old person walking along and they will grab them by the arm
their arm to try and lead them to where they go and help them stand up.  We also h
residents that are very territorial of their space so if someone comes into it they w
push them or pull them away.  You also have residents having a fall and they'll gra
of whatever they can to stop them from falling down and, unfortunately, that's ano
of our residents standing next to them.

PN10062  
Thank you, Ms Clarke.  You were also asked some questions about whether Opal 
had dedicated cleaners and you were asked about how they performed their functi
forth and one thing you said in that line of questioning was that if there were bodi
then cleaning that would be your responsibility.  Do you recall that?‑‑‑Yes, yes.

PN10063  
One of the things you referred to, I believe, was dignity care, is that - - -?‑‑‑Dignit
dignity for them.

PN10064  
Can you explain what you mean by that?‑‑‑It's – we don't – in our own homes we 
in an unclean environment.  You know, if we've had an – say if our dog had an acc
the floor, we'd clean it up promptly, we wouldn't live amongst that.  So they can't 
see it themselves, so I'm going to clean up that kind of fluid and bodily fluids arou
so they're not living amongst it.  You know, they don't want to be sitting with that 
floor right next to them.

PN10065  
Thank you very much, Ms Clarke.  Commissioner, I have no further re-examinatio
Ms Clarke be excused.

PN10066  
COMMISSIONER O'NEILL:  Thank you, Ms Clarke, for your evidence.  You're 
and free to go?‑‑‑Thank you.

<THE WITNESS WITHDREW                                                             [4.19 PM
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COMMISSIONER O'NEILL:  All right.

PN10069  
MR HARTLEY:  Commissioner, it's really just one issue, I foreshadow it now.  I d
will change Mr Ward's mind about cross-examination but in paragraph 16 Ms Bre
that RSL Lifecare had recently told them that they were closing an office in Mullu
She was going to say that that has now happened and that it's been replaced by a t
an industrial estate on the outskirts of town.  So unless there's any objection that w
inserted into the statement and provided to the Commission.

***        SHEREE GAY CLARKE                                                                                                         RXN MR MCKENNA

PN10070  
COMMISSIONER O'NEILL:  I take it, Mr Ward, that doesn't change your assessm

PN10071  
MR WARD:  I'm tempted to go for the tin shed, Commissioner, but I think I'll let i

PN10072  
COMMISSIONER O'NEILL:  I think that's wise.

PN10073  
MR HARTLEY:  The other matter, Commissioner, and then Mr Mills, and is just t
the Commission and Mr Ward that the agreement, and Mr Ward may or may not h
already been informed, but is that the witnesses for the AMNF that were going to 
namely Ms McInerney and Ms Bucher, are going to be straight after lunch tomorr
pm tomorrow.

PN10074  
MR WARD:  Thank you.

PN10075  
COMMISSIONER O'NEILL:  Yes.

PN10076  
MR HARTLEY:  May it please the Commission.

PN10077  
COMMISSIONER O'NEILL:  Mr Mills, can you see and hear me all right?

PN10078  
MR MILLS:  Yes, I can see and hear you.

PN10079  
COMMISSIONER O'NEILL:  I'm Commissioner O'Neill and my associate is just
have you take the affirmation.

PN10080  
MR MILLS:  Okay, then.

PN10081  
THE ASSOCIATE:  Mr Mills, can you please say your full name and work addres

PN10082
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<KEVIN MILLS, AFFIRMED                                                               [4.21 PM

EXAMINATION-IN-CHIEF BY MR GIBIAN                                    [4.21 PM

PN10084  
COMMISSIONER O'NEILL:  Mr Gibian.

PN10085  
MR GIBIAN:  Thank you.  Mr Mills, this is Mark Gibian again.  You can see and 
me?‑‑‑Yes, I can, Mr Gibian.

PN10086  
Excellent.  Can I just ask you to repeat your full name for the record?‑‑‑My full na
Kevin Mills.

PN10087  
You're employed as a gardener.  I think you gave an address which I assume was t
Park Rail headquarters for Warrigal?‑‑‑Yes, that's correct.

PN10088  
But I understand that your responsibilities extend across three facilities at Albion 
Albion Park and Mount Warrigal, is that correct?‑‑‑That's correct, yes.

PN10089  
Yes.  You've made a statement for the purposes of these proceedings.  Do you hav
of that with you?‑‑‑Yes, I do.

PN10090  
It's dated 30 March 2021 and runs across some 30 paragraphs over five pages?‑‑‑Y

PN10091  
Your role has remained – continued to be the gardener of those three facilities up u
today?‑‑‑Yes, yes.

PN10092  
Yes and in relation to your statement have you had an opportunity to read that
through?‑‑‑Yes, I have.  I've had a couple of opportunities to read it through, yes.

PN10093  
Were there any corrections you wanted to make to it?‑‑‑No, no, everything seems 
okay there.

PN10094  
Is it true and correct to the best of your knowledge and recollection?‑‑‑Yes, it is.

***        KEVIN MILLS                                                                                                                                  XN MR GIBIAN

PN10095  
That's the statement of Mr Mills that we wish to have as part of the evidence in th
proceedings.  Sorry, I've lost which document it is now.  Document 175, I'm sorry
document 175, commencing at page 10,573 of the digital court book.  I did notice
just a typographical error in paragraph 18 but I think that will be pretty obvious to
everyone.  Mr Mills, you should see on the screen in front of you in one of the squ
Mr Ward He's going to ask you some questions now?‑‑‑I see his hand up yes
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PN10097  
MR WARD:  Mr Mills, can you hear me?‑‑‑Yes, Mr Ward, I can.

PN10098  
Thank you very much, Mr Mills.  Mr Mills, my name is Nigel Ward.  I appear in t
proceedings for the employer interests.  Do you have your statement in front of yo
I do, yes.

PN10099  
Thank you.  Thank you.  I'd like to start, if I can, just at paragraph 6 just to try and
I can, you talk about 64 independent living units?‑‑‑Yes.

PN10100  
Who lives in those?‑‑‑They're actually bought by people, normal people, like resid
actually buy it.  Like myself for instance.  Myself and my wife would buy it as a r
type thing and we can – we can do our own garden bed or we can choose for – say
wife and I, we can choose for the gardener to come and do the garden and we pay
maintenance levy every week for that service.

PN10101  
Those people, I take it those people are not being provided clinical or personal car
no, those people have a thing if they do have a problem like a heart attack or some
they've got a little pendant to press and all that sort of stuff, yes.

PN10102  
When you say they can do their own garden or they can have you do it, so is the u
townhouse?‑‑‑Yes, it's like a villa.

PN10103  
A villa?‑‑‑It's actually like a villa, two bedroom or three bedroom villa.  And they 
choose to, say, retire well and truly, not worry about the garden.  Or some like to d
own gardening.  So they've got that choice.

PN10104  
That's okay and so they have a front and back garden or just a front garden?‑‑‑Fro
back, yes.

***        KEVIN MILLS                                                                                                                                 XXN MR WARD

PN10105  
Bear with me how I describe this, is it similar to a normal residential garden?‑‑‑Ye
similar to that, yes.  Like, say you had a two bedroom villa outside, say, a little tow
so to speak or something, you've got a little garden out the front or a garden out th
it could be two metres by one metre long.  It could be bigger than that, it depends.

PN10106  
How big could it be?‑‑‑Well, it could be anything up to three metres.  Three metre
about two metres wide, garden beds.

PN10107  
You said they can do their own gardening or they can get you to do it?‑‑‑Yes.

PN10108  
Am I right that the illas ha e been there for a hile? Yes the ha e es
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narrow it down to what you call a maintenance-free garden so it makes it easier fo
for later on down the track, and for resale value, for Warrigal resale.

PN10110  
When you say a maintenance-free garden, is that putting plants in that are sort of h
- - -?‑‑‑Yes - - -

PN10111  
- - - don't need a lot of watering?‑‑‑ - - - (indistinct) Nandinas and things like that,
that don't need too much watering.  Then I mulch it all and everything else as well
sometimes put a new timber board edge.  It depends on what condition they're in.

PN10112  
Yes?‑‑‑I do them up for a resale value.

PN10113  
I take it what you're really pulling out is, you're pulling out the exotics or the thing
require a lot of upkeep?‑‑‑Yes, exactly right, a lot of the roses that really stab you.

PN10114  
After you've done your refurb, I take it - is it up to me, as the new owner of the vi
want to then plant something I can plant it?‑‑‑Yes.  Yes, it's up to you to come in, a
can say well, you've got plants from your other place that you want to put in there
up to you then.  The game is whatever you want to put in, you know.

***        KEVIN MILLS                                                                                                                                 XXN MR WARD

PN10115  
Let's say I'm a gardenia fanatic and I want to put a lot of Gardenias in, and I put th
take it you then have to maintain their gardenias?‑‑‑Yes.  It depends who – a lot of
they might say well I'll put it in and I'll look after it, or they said – then later on do
track they might not be able to, six months down the track, and it's up to me to ma
because they don't want to rip them out while they're there.  They want us to to ma
them to their specifications, you know.

PN10116  
So they might pay a fee for you to maintain the garden?‑‑‑Well, they pay like a – w
call a maintenance levy fee of a weekly thing, which covers lawns mowed, which 
lawns, which is good, it's done by a contractor.  They do the garden areas, and I th
covers some sort of, like, water usage, insurances and things like that – the body c

PN10117  
I understand?‑‑‑Yes.

PN10118  
You just made a comment then about lawns, so let's say I've got a three by two me
in my back garden, I've got a nice lawn on it?‑‑‑Yes.

PN10119  
Is that your responsibility or is that somebody else's?‑‑‑That is, yes.  I don't mow i
have to say – they might say we want all the weeds sprayed out of it, which I'll do
the clover taken out and things like that, but we have what we call a contractor mo
bloke, who's actually separate from Warrigal, and he'll mow a few actually places
(i di ti t) d Ill t k d h 'll i d th t d I li
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So if I've just bought a villa and I wanted to turf the back, you would do the turfin
organise a turfing contractor?‑‑‑No, I would do the turfing.  I'd pick up the turf an
everything else, yes.

PN10121  
And put it down?‑‑‑Yes, and put it down; prepare the surface first, because - - -

PN10122  
(Indistinct) - - -?‑‑‑ - - - (indistinct).  My background's a greenkeeper.

PN10123  
I saw that?‑‑‑Yes.  I've done that for 20‑something years as well.

***        KEVIN MILLS                                                                                                                                 XXN MR WARD

PN10124  
Then in terms of that lawn, I could either mow it and look after it myself, or I cou
I don't want to do that, and if I didn't do it the contractor would mow it, but you'd 
be responsible for keeping it in good condition?‑‑‑Exactly right, yes.

PN10125  
So you'd be topsoiling it and things like that?‑‑‑Sorry, can you repeat that?

PN10126  
You'd topsoil it, when it needs topsoiling?‑‑‑Yes, topsoil and everything else, yes.

PN10127  
So that's the villas, and then you've got the nursing home itself?‑‑‑Yes.

PN10128  
I take it it's got sort of external gardens and internal gardens from your statement?
right, yes, courtyards.  They've got about eight or so courtyards indoors, which is 
nightmare to lug stuff in and out of the building, on my own as well.

PN10129  
Is what's planted in the courtyard, is that in planter boxes, or how's that planted?‑‑
garden beds and everything else, like palm trees, like gardenias, like Nandinas we
in there.  They've tried to theme gardens, like rose garden beds and everything els
that's another I've got to – they don't – I've got to liaise with some residents, becau
residents get up and touch the roses.

PN10130  
Yes?‑‑‑So I've got to watch all that as well, you know.

PN10131  
I take it when the facility was built, those gardens were constructed as part of the 
build?‑‑‑Exactly right.  They put that in after and didn't realise.  They said oh it lo
and I said well, I've got to look after them, and they go, well, you know, you've go
time.

PN10132  
So there's a challenge because of the number of them, or because of the way they'r
planted?‑‑‑It's been a bit challenging, and without really getting into the courtyard
because with COVID being on there's been only one way in and one way out of t
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***        KEVIN MILLS                                                                                                                                 XXN MR WARD

PN10133  
I take it it was a little easier before COVID; you had easier access?‑‑‑Well, I had e
access, yes, everywhere, like (indistinct).  But there's still a thing, I've got to cover
everything over, because the cleaners don't like me making a mess on the carpets.

PN10134  
I can understand that?‑‑‑Yes.

PN10135  
In paragraph 10 you talk about your skills you learnt in greenkeeping.  You say yo
them all?‑‑‑Yes.

PN10136  
I'd be right that the greenkeeping qualification back then, is that similar to a gener
horticultural qualification back then, or is there some difference?  You might not
know?‑‑‑Well, that's the thing, I was doing a little bit of horticulture with the cour
doing, and it just covered basic horticulture, which actually gave me my position i
Warrigal, you know what I mean; like it gave me the insight to get into there.  I ha
certificates for greenkeeping and everything else.

PN10137  
Yes?‑‑‑And in my process of doing Warrigal, I took on a chainsaw certificate and 
like that, operation, and other things, the manual handling and stuff like that.

PN10138  
What I'm asking you is, was the Certificate III in Greenkeeping, is it sufficient for
your job?‑‑‑Yes.  Yes, well and truly.

PN10139  
You talk I think in paragraph 16(e), you talk about 'hardscape.'  Does that mean yo
relay some pavers and things like that?‑‑‑Yes.  Yes, I have to do that too as well.

PN10140  
Is that because the pavers are broken?‑‑‑Some get sunk over time, and some do ge
by time as well.  They get griddled and stuff like that, and some do get soaken or r
and you've got to watch that for elderly residents with walkers.

PN10141  
Yes?‑‑‑(Indistinct) with their feet.  So I've got to look at that too, for trip hazards.

PN10142  
I take it - - -?‑‑‑(Indistinct) - - -

PN10143  
Go on?‑‑‑Sorry?

PN10144  
I interrupted you, I'm sorry?‑‑‑No, you're right.

***        KEVIN MILLS                                                                                                                                 XXN MR WARD

PN10145  
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Yes?‑‑‑And sometimes artificial turf can get wrinkly(?) and everything else.  I've g
into that.  I do have – they use some people in Warrigal that go around and do asse
before accreditation, and they go around and say we need mulch put in there and e
else, and I've got to explain to them that if you put mulch in there and it gets onto 
it becomes a trip hazard as well, and things like that, you know.

PN10147  
If things like the artificial turf need to be replaced, is an external contractor brough
that?‑‑‑It depends on the scope of works for that, and it depends on the word 'budg
well.

PN10148  
Is that you saying if it's a big job it's probably going to be a contract; if it's a small
might do it?‑‑‑Yes.  It depends – that why I said it depends on the budget.

PN10149  
I've got you?‑‑‑Yes.

PN10150  
You start paragraph 16 by saying, 'I'm allocated jobs through the e‑Property system

PN10151  
Who's entering the jobs into that?‑‑‑Well, what happens is we have the residents in
independent living units.

PN10152  
Yes?‑‑‑And we have the nurses in the nursing unit.  Now, what happens is the resi
the independent living units, if they need a job done, like, say, for instance, their f
courtyard needs (indistinct), water‑blasted, they'll ring up a number and it puts the
this e‑Property number, and that'll become a request for, say, water‑blasting the pa

PN10153  
Yes?‑‑‑It'll go to the office and it'll filter its way down to my supervisor at the time
then he'll delegate that out and say, okay, well you can go and do that or whatever
might see it in the system, or I might even put it in the system myself if I see a pro

PN10154  
So these jobs will sort of stack up in the e‑Property system, and I take it your supe
will work out what the priorities are and that ‑ ‑ ‑?‑‑‑No.

***        KEVIN MILLS                                                                                                                                 XXN MR WARD

PN10155  
‑ ‑ ‑ sort of thing?‑‑‑Yes, sometimes the supervisor - sorry to cut you off there.

PN10156  
No, that's all right, you go?‑‑‑Sometimes the supervisor will look at the priority, b
lot of times I'll look at the priority myself.

PN10157  
You'll do it yourself?‑‑‑Yes.  Yes, if I just look at that and say, well, I'd rather do th
first because it's more important if the resident slips on the mould or the algae or s
compared to the one that's a bit dirty, you know what I mean?
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When you're in the villas I take it that you're moving in and out of people's houses
time?‑‑‑Yes, most of the time I'm outdoors, so, I just knock - ring their bell, or jus
what they want done.  I'll go to them and say, 'Listen, you put a thing in the system
Property, how would you like to do this?' and everything else, liaise with them.  A
say, 'You just do it, way you go', you know, I say, 'Well, you'll have nothing left'.  
you know, but anyway, other times they might say, 'Okay, well, I just want them tr
or whatever, so, I'd say, 'Well, I can trim it into a swan or something like, whateve
want done', you know, but they just - they're pretty reasonable, they're pretty good

PN10160  
And I take it that when you were actually in the nursing home proper ‑ ‑ ‑?‑‑‑Yes.

PN10161  
‑ ‑ ‑who are you liaising with when you're in the nursing home proper?‑‑‑Well, tha
funny area there, because I can liaise with a lot of the residents, I could end up talk
resident in the nursing home could have dementia, if you know what I mean.  Like
they could say, 'I want this done', but then they're only just thinking about what th
do when they didn't have dementia, if you know what I mean.

PN10162  
I see.  So, they might be standing in the garden with you and ‑ ‑ ‑?‑‑‑Yes.

PN10163  
Their garden and saying, 'I'd like you to do this, please for me', and ‑ ‑ ‑?‑‑‑Yes.  Y
what I get, but a lot of times from the - what it is there, I've got some other residen
wander around the garden bed because they want something to do.

***        KEVIN MILLS                                                                                                                                 XXN MR WARD

PN10164  
Right?‑‑‑You know, and then I'll go and pick up their rubbish for them, and things
for them.  And I'll go in - other ones whether it's too overgrown or too wild, I'll go
all out and tidy it all up and things like that for them.  Make it easier for them to d
type of thing.

PN10165  
So those are residents who are capable of doing a bit of gardening, are they?‑‑‑Yes
they get assessed by the RSN at the time, they advise me.

PN10166  
And if they're competent and mobile they're allowed to go and do that?‑‑‑They're 
do a little bit like watering and things like that.

PN10167  
Okay?‑‑‑It gives them something to do.

PN10168  
And in paragraph 27 when you talk about designing a garden, are you talking abou
villas?‑‑‑Yes, could talk about the villas, and in the nursing home as well.

PN10169  
Okay.  And ‑ ‑ ‑?‑‑‑I'll just look at this.

PN10170
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everything might be slippery, anything like that over time.  And I'll go in and rede
a sense with little cost.

PN10172  
Okay?‑‑‑Because it might only mean taking out plants that have overgrown the pa
things like and move them in, add a little bit of mulch around so the mulch doesn'
on the path so that they don't become a trip hazard and things like that.

PN10173  
Am I right that there's some plants you just wouldn't use?‑‑‑Exactly right, yes.

PN10174  
And is that ‑ ‑ ‑?‑‑‑Yes, I wouldn't use the thorns, a lot or roses I don't like using.

PN10175  
Right?‑‑‑Even though they have nice colour and everything else, but I don't like u
because (a) for one thing I've come across refurbs I do, and they've had roses whic
carpet roses hidden amongst all the weeds and with gloves on they've gone straigh
and got me.  I've got - it's a hazard.

***        KEVIN MILLS                                                                                                                                 XXN MR WARD

PN10176  
It's not - you're not a fan for yourself but also ‑ ‑ ‑?‑‑‑No.

PN10177  
‑ ‑ ‑I assume you're not a fan for the resident either?‑‑‑No.  Well, yes.

PN10178  
I imagine that particularly if you were planting, say, a tree you'd have to make sur
tree wasn't one that created a lot of allergies or something like that or ‑ ‑ ‑?‑‑‑Exac
yes.  Yes, I have had that.  Yes.

PN10179  
Okay.  And I take it you would draw heavily on your green keeping for that?‑‑‑Ye
Yes, that's etched in the brain a bit.

PN10180  
I can understand that.  You talked about running on a skinny budget, I think is my
not yours?‑‑‑Yes.

PN10181  
But I got a sense it's skinny.  Do you have a - are you given a budget per biller, or 
budgeting done for the garden?‑‑‑Well, it's not really a budget per villa or nothing
what it is they just say, 'Listen, can you refurb that, but don't spend much money?'
all they say.

PN10182  
But that'll be your boss saying, 'Look, refurb it but don't spend too much money'?‑
exactly right.  Yes.

PN10183  
Sorry, I should have asked, your manager's title is what?‑‑‑My manager's title is - 
changed now to a lead team lead
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That team lead is ultimately responsible for the budget, are they?‑‑‑They should b
Yes.

***        KEVIN MILLS                                                                                                                                 XXN MR WARD

PN10186  
When you said 'should be', is that you think they are, or ‑ ‑ ‑?‑‑‑Well, that's it, I thi
are, because, yes, they've let me have a bit of free rein with a lot of things.  But wh
becomes to a major issue, in doing the garden bed, like, for instance about a mont
had a liaison with some of the residents in the nursing home who wanted to block 
off of somebody's back yard.  And I said, 'Well, that's too much of a big job for m
because you've got to get a backhoe in to dig the whole back thing up, and then pu
something that's going to be about two metres high', but not - two metres width, an
sort of stuff.  And I said, 'Why don't you do' - 'I'll organise a contractor to come an
a quote and see if that helps you out, the quote, and if that's not good enough, wel
have to do it myself'.

PN10187  
Okay.  And what I'm asking is, are there amounts of money you're allowed to spen
anybody else approving it, or does everything have to get approved by your
manager?‑‑‑Well, there's a lot of times, when I come in and go and buy the plants 
everything else until they say to me, 'Okay, that's enough' you know what I mean?

PN10188  
So you've spent what you're allowed to spend?‑‑‑Yes. Yes.  Yes.  Well, see I'd go t
Bunnings and if I've got to go and get, say, half-a-dozen plants, and Bunnings is a
plants wise, I'd go there and buy so many plants, I'd look for the smaller ones, usu
cheaper.  And then I'd go and say, 'Okay, that's all right', but I wouldn't - unless the
the thing and say, 'Well, the budget is blown', that's it.  That's it.

PN10189  
Okay.  And would Warrigal have an account with someone like Bunnings or ‑ ‑ ‑?
Yes, I've got a magic card that I can use at Bunnings.

PN10190  
Right.  And I assume there's a limit on the card?‑‑‑There is a limit, yes.  Yes.

PN10191  
Do you know what it is?‑‑‑Yes, I think there's about a $500 limit, (indistinct) limit
in circumstances with the - all that rain we've had, they've waived that because we
and buy sand bags and all this sort of stuff and everything for the wet weather we 

PN10192  
So, you had to help out with a little bit of sandbagging, did you?‑‑‑Sandbagging, y
for sure.

PN10193  
We have to do that at my house, don't worry about that?‑‑‑Yes.

PN10194  
Mr Mills, thank you very much for your evidence.  No further questions,
Commissioner?‑‑‑You're welcome.  Thank you.
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***        KEVIN MILLS                                                                                                                               RXN MR GIBIAN

PN10197  
Mr Mills, can you hear me again?‑‑‑Yes, I can.

PN10198  
Excellent.  You were asked some questions about - or in answer to one question yo
an answer about someone from the organisation coming around to make an assess
accreditation.  I think the instance you mentioned was that someone had suggested
mulch in, and you'd given an indication as to why that might not be such a great id
location?‑‑‑Yes, we had - sorry.

PN10199  
Do you recall answering that question?‑‑‑Yes, I do.  Yes.

PN10200  
I just want to ask, what was the accreditation or form of accreditation you were ta
about in that instance?‑‑‑Well, what we had was what they call A-CWAC or some
the system at Warrigal and they go around and do, like, an assessment around the 
before the accreditations government officials come in.  Like, say they might do it
before and they might come in and say, 'Well, this needs to be fixed up, that needs
fixed up', you know, and things like that because it becomes a trip hazard, or what
so they say, 'Can you do that?' and I say, 'Yes, right, okay, I'll do that', or they migh
contract it out, because it's such a bigger job.

PN10201  
And who from Warrigal conducted the pre-accreditation assessment?‑‑‑It's a team
that's in a different department, and they call themselves A-CAT or A-CAC - A-C
think or something, a name like that.  And they go around and check - they even c
hospital beds, and they even check all the wards and things like for any painting th
doing and everything just in case accreditation picks it up as a (indistinct) for their
accreditation.

PN10202  
The second thing was you gave some evidence about dealing with contractors.  I t
particular example you gave was a request for some screening trees, I think?‑‑‑Ye

PN10203  
To screen another backyard?‑‑‑That's right, yes.

PN10204  
And to go and get a quote from contractors?‑‑‑Yes.

***        KEVIN MILLS                                                                                                                               RXN MR GIBIAN

PN10205  
What types of contractors do you commonly have to deal with in terms of arrangin
and works to be done?‑‑‑I deal with the landscapers actually, a Shell Cove landsca
which is down that way, or Programs mob, and I'll actually ring them up and say, 
give me a quote.  Meet me on site, see what you want to do and then give me a qu
what needs to be done.'  And liaise both with them, and I put my ideas across and 
them what they come up with at the same time.

PN10206
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PN10208  
COMMISSIONER O'NEILL:  Mr Mills, thank you for your evidence this afterno
You're excused and free to go, thank you?‑‑‑Thank you.  Thank you.

<THE WITNESS WITHDREW                                                             [4.48 PM

PN10209  
COMMISSIONER O'NEILL:  We will adjourn until 9 am tomorrow where we sta
Mr Wagner.

PN10210  
MR GIBIAN:  Ms Wagner, I think.

PN10211  
COMMISSIONER O'NEILL:  Ms Wagner, thank you for that.  The Commission i
adjourned.

PN10212  
MR GIBIAN:  Thank you.

PN10213  
MR WARD:  Thank you.

ADJOURNED UNTIL TUESDAY, 10 MAY 2022                               [4.49 PM]

***        KEVIN MILLS                                                                                                                               RXN MR GIBIAN
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PN10214  
COMMISSIONER O'NEILL:  Good morning.  Unless there's anything anyone wi
raise, do we have - I think it's Ms Wagner up first?  And I think she's here, and I c
nodding.

PN10215  
Ms Wagner, you can hear me all right?

PN10216  
MS WAGNER:  Yes, I can.  Thank you.

PN10217  
COMMISSIONER O'NEILL:  All right.  My associate is just going to take you th
affirmation.

PN10218  
THE ASSOCIATE:  Ms Wagner, can you please say your full name and work add

PN10219  
MS WAGNER:  Susanne Wagner, 24 Sunderland Street, Moonah, Tasmania.

<SUSANNE WAGNER, AFFIRMED                                                   [9.01 AM

EXAMINATION-IN-CHIEF BY MS DOUST                                     [9.01 AM]

PN10220  
COMMISSIONER O'NEILL:  Ms Doust?  No ‑ ‑ ‑

PN10221  
MS DOUST:  Thank you, Commissioner.

PN10222  
Ms Wagner, can you please state your full name for the record?‑‑‑Susanne Wagner

PN10223  
And are you a support worker employed by community based support in Moonah
Tasmania?‑‑‑That's correct.

PN10224  
And have you prepared a statement for the purpose of the proceeding before the
Commission?‑‑‑Yes, I have.

PN10225  
Do you have a copy of that statement with you?‑‑‑I do.

PN10226  
For the record that's document 204 in the digital court book at page 11,296.

***        SUSANNE WAGNER                                                                                                                     XN MS DOUST

PN10227  
Ms Wagner, since you made that statement, has there been some change to your p
employment, that being that you've been working less hours because of a workpla
injury?‑‑‑That's correct.  And we had a conciliation meeting yesterday, so the cond
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I read that, Commissioner.

PN10230  
COMMISSIONER O'NEILL:  Yes.

PN10231  
MS DOUST:  Thank you.

PN10232  
COMMISSIONER O'NEILL:  Mr Ward.

CROSS-EXAMINATION BY MR WARD                                           [9.03 AM

PN10233  
MR WARD:  Thank you, Commissioner.

PN10234  
Ms Wagner, can you hear me?‑‑‑Yes.

PN10235  
Thank you.  Ms Wagner, my name is Nigel Ward.  I appear in these proceedings fo
employer interests, and I'm going to ask you some questions.  Do you have your s
in front of you?‑‑‑I do, yes.

PN10236  
Thank you.  Can I just start at paragraph 8 you talk about your certificate III.  You
got it recently.  When did you get your certificate III?‑‑‑Now, I've got to think.  I t
it in December of 2021.

PN10237  
2021?‑‑‑Yes.

PN10238  
And where did you do your 120 hour practical?‑‑‑Because I was working while I w
studying so it was - I was also getting the practical in the work, yes, in the (indisti

PN10239  
So, you're already working and that counted as your practical?‑‑‑Yes.

***        SUSANNE WAGNER                                                                                                                    XXN MR WARD

PN10240  
Okay.  And you say in your statement at paragraph 5 that you had 17 years' experi
home care in the United Kingdom.  Were you allowed to do more in home care in
nature of work you did in England compared to Australia?‑‑‑It was a different sce
because I was doing 24-7 care, so I was in - it's not home care going from a person
you know, from home to home.  But the nature of the work was the same and I wo
even higher care.

PN10241  
And were you qualified in the UK to do that, or did you just do that based on
experience?‑‑‑I did it based on experience.

PN10242
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PN10244  
And is it the same for paragraph 40 to 43?‑‑‑Yes, that's correct.

PN10245  
Paragraph 24 of your statement you say:

PN10246  
Some of the clients I've worked these shifts with had disabilities.

PN10247  
And at various times in your statement you talk about the NDIS.  Do I take it that 
working with both clients with disabilities on occasions and then on other occasio
care clients?‑‑‑Yes, I had a mix of both clients.

PN10248  
All right.  And if you go to paragraph 15 when you talk about 24 hour shifts, were
sleep over shifts with clients with a disability or were they aged care?‑‑‑Aged care

PN10249  
Aged care?‑‑‑It wasn't - in the NDIA it's not classed as a sleep over.  It's a 24 hour
it's a different category, yes.

PN10250  
So, you were on duty for 24 hours?‑‑‑We were with a client for 24 hours, but we'r
supposed to work a maximum of eight hours in the 24.

***        SUSANNE WAGNER                                                                                                                    XXN MR WARD

PN10251  
And do I take it you basically resided in their home during that period, did you?‑‑
correct.

PN10252  
Okay?‑‑‑Yes.

PN10253  
Now, you make a number of - sorry, I'll withdraw that.  You say in the statement th
have done a variety of work.  And can I take you then to paragraph 11.  I just wan
understand where it fits into CBS.  You say, 'CBS provides home care'.  I assume b
you mean personal care, personal support?‑‑‑That's right, yes.

PN10254  
Then you say, 'a hub service'.  What's a hub service?‑‑‑A hub service is where clie
and meet together in a house.

PN10255  
Right?‑‑‑And they were entertained for the day.

PN10256  
Okay.  And where you referred to some of your experiences were you involved in 
service, or were you separate to that?‑‑‑I had a brief period there just filling in wh
were getting new staff, yes.

PN10257
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attend.

PN10259  
And then, lastly, obviously you talk about domestic work, and you talk in your sta
about performing domestic work.  Am I right that domestic work isn't covered in y
certificate III?‑‑‑Yes, actually that's a good point.  There isn't - yes - no, it doesn't 
about house cleaning.

PN10260  
That's okay.  I haven't asked anybody else that question.  I thought it's a relevant q
but - and then at paragraph 32 you say this, I just want to read a couple of paragra
if I can, and then ask you a couple of questions.  You say at paragraph 32:

PN10261  
During any visit to a client I need to build a rapport with the client so they'll fe
comfortable sharing issues they may have and engage with any conversation.  
certification -

***        SUSANNE WAGNER                                                                                                                    XXN MR WARD

PN10262  
And I'm assuming that's your certificate III?‑‑‑Mm-hm.

PN10263  
Yes?‑‑‑Yes.

PN10264  
'My work certification requires me to know is underpinned by', and you then iden
(b), (c), (d), (e), (f).  And then in paragraph 46 you say this about your certificate I

PN10265  
My certificate III in individual care requires me to take into account the econom
diverse social, spiritual, emotional, cultural, physical experiences, needs, disab
and geographical factors relevant to each client and co-worker having particu
for the needs and experience of indigenous people.

PN10266  
I take it when you make those comments you're reflecting on the things you learnt
competencies you developed in the certificate III, are you?‑‑‑That's what the certif
requires of us.

PN10267  
Right?‑‑‑Yes.

PN10268  
You then later in paragraph 46 talk about self-education.  You see that?‑‑‑Yes.

PN10269  
Can I just understand this to start with, do you ever do anything in your job outsid
certificate III competencies?‑‑‑Sorry, I'm not sure I understand what you mean by 

PN10270  
Well, when you finished your certificate III you clearly had a series of competenc
series of skills that the certificate III gave you? Yes
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Do you actually do something outside of that basket of skills and competencies th
from your certificate III?‑‑‑No.

PN10273  
Okay.  So when you say you self-educate, help me, what self-educate means?‑‑‑Ye
So, for example, if we need to know about nutritional requirements of a client then
research further on that so that I could help the client.

***        SUSANNE WAGNER                                                                                                                    XXN MR WARD

PN10274  
So, if you were having - I think part of your statement is, is that you talk to a clien
eating better, so you might google that, mightn't you?‑‑‑That's right, yes.

PN10275  
Now ‑ ‑ ‑?‑‑‑Sorry, of if I need to know about a cultural background, with the dive
culture that we have, then I would research that when I saw I had a client like that
up-to-date and could communicate better with them.

PN10276  
I see.  Now, I think you say in your statement that you do an environment assessm
you go to a home?‑‑‑That's right.

PN10277  
Could you just describe for me what an environmental assessment includes?‑‑‑Ok
includes firstly when arriving to looking at the outside environment, the footpaths
steep it is, stairs that are involved, whether the path is slippery or not, so I'm inspe
hazards and accessibility and also the suitability for the client.  And then when we
it's a similar thing, we look - we're doing a hazard check, the risk check, we're loo
see if the environment is appropriate for the client and that there aren't any issues 
be making things difficult for them.

PN10278  
Do you fill out a form with that or is that just something you do in your head?‑‑‑It
something we do all the time.  If we notice something then we fill out a hazard rep
risk report.

PN10279  
And where does that go to?‑‑‑The coordinators.

PN10280  
Do you do that every time you visit or do you do that at the initial visit?‑‑‑The for
check?

PN10281  
The checking?‑‑‑Always, because environments change all the time, so - - -

PN10282  
Now, can I just come to - you used the word 'coordinator' then - do you work for t
coordinator or do you work for somebody else?‑‑‑Work for - - -

PN10283  
I hate to use the phrase, but who's your boss?‑‑‑Okay.  Well, you can say the execu
manager is m boss and m coordinator is m s per isor
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PN10285  
What are they?‑‑‑I don't really know.  There are certain certificates I think that the
have to be a coordinator.

PN10286  
For instance they're not a registered nurse?‑‑‑They could be, but they could also h
IV or whatever's required, sorry, for the coordination, so, yes.

PN10287  
Is it the coordinator's job to set the client up when the client first starts with CBS?
and to ensure that they have their services and to inform them on the services they
they could have.  They look after the client's package basically.

PN10288  
And is it the coordinator who writes the care plan for the client?‑‑‑That's right.

PN10289  
When do you first see the care plan for the client?‑‑‑When the client appears on ou
and then we need to do the care plan, and then what we do is (indistinct) back to th
coordinator if the care plan needs changing.

PN10290  
That could be as simple as, 'David doesn't want to shower in the morning, he want
afternoon', it could be that?‑‑‑That's right, it could be as simple as that, yes.

PN10291  
And it might be, 'David's having difficulty with breathing, we need to get a nurse 
him', it could be something like that?‑‑‑Well, that wouldn't be a care plan, that wou
informing the coordinator of higher needs, and then the care plan would then struc
surrounding supporting that condition.  So I would be reporting that the care plan 
sufficient for the client's needs.

PN10292  
I understand.  Can I just explore that a little further while we're on it.  Let's say tha
were showering the client and you observed a skin tear who do you report that to, 
not report it?‑‑‑Well, yes, the first thing I have to respect the client's autonomy, so
client and what they would like me to do.  Depending on the nature of the skin tea
recommend they see a doctor or a nurse.  I would put it - I would note it in the pro
notes and I would also inform the coordinator so they're well aware of what was h
so that they can also ensure that it's followed up and checked.

***        SUSANNE WAGNER                                                                                                                    XXN MR WARD

PN10293  
And I take it then if there's some different health practitioner required to call then 
would follow that up?‑‑‑Yes, and we also make sure, because - you know, sometim
coordinators are busy or things slip by so it's sort of we have to also ensure that it 
followed up, and that's through progress notes and through talking to the client an
ensuring that things are being looked after.

PN10294  
At the end of a session with a client are your progress notes all electronic?‑‑‑Yes.
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PN10296  
So you will add observations about what you've seen, so I might be less talkative t
might be eating less and you might add that into your progress notes?‑‑‑That's righ
done that quite a few times, or it's an anniversary of a client's spouse's death and th
feeling unhappy, and things like that, because then they - we need to be aware of t
so they get a little bit more emotional support for the client as, you know, for othe
workers that come in.

PN10297  
I take it that also is there to help another support worker if they're coming in after
you?‑‑‑Yes, that's our way of communicating with each other as well.

PN10298  
Okay.  If you were with a client, let's say the client started to have very serious sho
breath, is there an emergency procedure you have to follow?‑‑‑Ring triple 0, and y
inform the coordinator, and if necessary perform CPR.

PN10299  
I think you've got first aid to do that, haven't you?‑‑‑That's right, yes.  We have to 
that that's up to date, yes.

PN10300  
I think you make some observations about medications in your statement.  I'm righ
yes.  Did you have specific medication training as part of your Cert III or not?‑‑‑N
workplace will put workers through medication training.  So I can supervise and a
client to take their own medication, but I can't dispense or give the medication to t

PN10301  
You can prompt them that it's time to take their medication, but you don't adminis
it?‑‑‑That's right.

PN10302  
And that training, was that training provided by CBS or another employer of your
I used to do a lot of that in England.  It's just something I've always done, yes, and
about it in Cert III as well.

PN10303  
Did you do the administer of medications elective in your Cert III?‑‑‑No.

***        SUSANNE WAGNER                                                                                                                    XXN MR WARD

PN10304  
So I take it that when you came back to Australia they asked if you were medicati
competent, and I take it you said 'Yes'?‑‑‑(No audible reply)

PN10305  
You didn't do extra training at CBS?‑‑‑They didn't actually ask.  No, sorry.

PN10306  
No, that's all right.  That's fine.  If you get to a client's house and there's no respon
a procedure for dealing with that?‑‑‑Yes, there is.  A first (indistinct) to knock on d
look in windows, ring the client, and if I still don't get an answer then I ring the co
and they take over from there with instructions.
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PN10309  
Do you have a procedure you're required to follow if that happens?‑‑‑Yes, there ar
depends on the nature of what's not safe, but in any situation, especially working w
people for example with behavioural problems or dementia, things like that, we al
have to ensure that we're positioned in a place where we can put ourselves safely, 
(indistinct) through the exit, we're not blocking exits and things like that, because 
example a client were to be violent we can't defend ourselves because we're then a
injuring the client.  So the best we can do is remove ourselves from the situation a
report to the coordinator, and fill out an incident form.

PN10310  
Okay.  Have you had cause to remove yourself before?‑‑‑I didn't actually have to r
myself, but I was very cautious in my posture and then so that I didn't trigger the c
once I was - I finished my shift, then I reported immediately to the coordinators.

PN10311  
Can I just take you to a couple parts of the statement now?  Can I ask you to go to
57?‑‑‑Mm-hm.

PN10312  
Paragraph 57 you're giving an example of a client's hip becoming increasingly pai
you say:

PN10313  
I encouraged her to make an appointment for referral to a physiotherapist.

***        SUSANNE WAGNER                                                                                                                    XXN MR WARD

PN10314  
I take it that's what you meant earlier about suggesting to a client that they might g
some extra help somewhere else?‑‑‑Well, it's out the scope of my role.  I'm not qu

PN10315  
Yes?‑‑‑And as much as she really just wanted to look up exercises on YouTube, I 
qualified, so I needed to inform them that, and so that they get the physio, the phy
exercises and then I can assist them with those exercises.

PN10316  
I see.  And in 58 you talk about a client cutting his finger, and you say it looked de
then say, 'I applied first aid'.  I take it that's from your first aid ‑ ‑ ‑?‑‑‑That's right.
Yes.

PN10317  
If something like happened that your first aid can't sort out, what would you tell th
to do?‑‑‑You see there it's up to their choice, but like with him I was worried abou
encouraged him to see a doctor.  I left a note for his family so that they could also 
up, and I informed the coordinator.

PN10318  
Okay?‑‑‑Yes.

PN10319  
I take it if that got more serious you'd ring Triple 0?‑‑‑Yes.  I would do everything

th li t t h it t k if it if I t l f
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I see?‑‑‑So when they're being uncooperative then the coordinator takes over and 
the client and tries to encourage them, yes.

PN10321  
And would the coordinator not only talk to the client, the coordinator might talk to
family?‑‑‑Yes.  Yes.  Yes.

PN10322  
Can I just take you to paragraph 82 briefly?  In 82 you talk about clients you've w
with, and you talk about clients of the service, so, I take it that some of what's in (
(c), (d) are things you personally experienced?‑‑‑Yes.

PN10323  
And I take it some of them are things other people have you told you about?‑‑‑Tha

***        SUSANNE WAGNER                                                                                                                    XXN MR WARD

PN10324  
Is that what you mean by, 'the clients I have worked with or who are clients of the
service'?‑‑‑'The clients I've worked with or who are clients of the service I work a
yes.  Yes.  Yes, because it's also general.  I mean, if I'm meeting someone with dem
then there are also others that encounter the same thing, yes.

PN10325  
I just wanted to understand, if I could just - I'll just use an example if we can rathe
take you through all of them.  If you go to (d), I'll just use (d) as an example, if I c
talk about mental health issues including schizophrenia, personality disorders, bip
depression, anxiety disorder?‑‑‑Yes.

PN10326  
I take it to the extent that you are dealing with those, I take it that that's something
you're told about in the care plan?‑‑‑Yes, it would be the care plan.

PN10327  
I take it that - does your certificate III training teach you how to deal with those
issues?‑‑‑No.

PN10328  
By way of example, how do you know how to provide care support to somebody w
schizophrenia?‑‑‑Well, that's where I do my own research.

PN10329  
You do your own research to work out how to work with a schizophrenic?‑‑‑That'
yes.

PN10330  
And the same would be with bipolar as well, would it?‑‑‑That's right, or if I'm not
the best way - I often do a lot of research and the YouTube videos with dementia a
dealing with difficult problems with dementia.  So, yes, and that's all in our own p
time and our own incentive.

PN10331  
That's okay.  And if you're struggling dealing with somebody with those condition

hen o contact o r care coordinator? Yes Yes beca se then the 'd ha e to
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PN10333  
Just a moment, if you could.  Ms Wagner, thank you for your evidence.  Commiss
further questions?‑‑‑Thank you very much.

RE-EXAMINATION BY MS DOUST                                                  [9.28 AM

PN10334  
MS DOUST:  Thank you.

***        SUSANNE WAGNER                                                                                                                   RXN MS DOUST

PN10335  
Ms Wagner, remember you were asked about carrying out an environmental asses
early on in the questions you were asked?‑‑‑Yes.  Sorry, you're not up on screen - 
there, sorry.

PN10336  
Yes.  Can I just take you back to your response to that?  You were asked about wh
not you filled out a form?‑‑‑Yes.

PN10337  
Can you tell me what method you used to fill out the form?‑‑‑It's an app.  On our a
form.

PN10338  
Yes?‑‑‑Previously to our app sometimes we were - sorry, I forgot to mention that, 
sent to clients for an environment check, and then we would be given a form with
checklist to check various different items.

PN10339  
Can you give me an example of something that you've reported using that app?‑‑‑
the environment is concerned?

PN10340  
Yes?‑‑‑A burnt extension cord in the power socket that the workers were having to
ironing.  That's a hazard.  Lack of hand rails outside the door for the client and the
finding it difficult to navigate a step to get outside, so that a hand rail is needed fo
the client, frayed loose rugs on the mats that could be a trip hazard.  Yes, sometim
pets, you know, that need to be restrained.

PN10341  
Can I just take you to the first example, Ms Wagner, of the burnt extension cord, c
just explain to me the steps that you would take to report that hazard, or any steps 
take in that instance?‑‑‑In that - I took a photo of it, and then on the app I filled ou
form, and supplied the photo.

PN10342  
Is that a process where you had the cooperation of the client to report that matter?
that's right.  At the time I didn't, the client wasn't there, he was in his bedroom, an
wasn't a - there was no policy at that point.  We were just told to take a photo of th
so that the coordinator could see, but I think once the coordinator contacted the cl
it needed replacing, then we had a restriction that we needed to get the signature o
client before taking a photo.  So that makes it a lot more difficult to actually - not 
h d b t t d ib th h d
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you permission to include the photo?‑‑‑That's correct, otherwise I just have to rely
description, and then the coordinator would have to go and visit, I guess.

PN10344  
You were asked also about giving feedback about the care plan and writing your p
notes, and it was suggested to you that the progress notes could be as simple as sim
the client wanted the timing of their shower changed.  Do you recall that - - -?‑‑‑I 
put that in progress notes.  That would be a note to the coordinator.

PN10345  
I'm sorry, yes, I think that's right, but I think it was suggested to you that a propos
to a care plan could be as simple as a change to the timing of the shower?‑‑‑Yes.

PN10346  
Were there some other examples of proposed changes to care plans that you
communicated?‑‑‑Yes, a client is becoming less mobile and a greater risk for falls
losing interest in eating, so needing more supervision and prompting around meal

PN10347  
Yes?‑‑‑You want me to think of some more?  I'm done.

PN10348  
No, I'm just making a note, Ms Wagner.  Unless anything comes to mind.  When y
answered a question about observing skin tears on a client and whether or not you
it, you responded the first thing you have to do is respect the client's autonomy.  D
recall giving that answer?‑‑‑Yes, I do.  I mean it's dependent on the skin care, if it'
but if it's major, of course it needs reporting.

PN10349  
Yes?‑‑‑But it's because (indistinct) always need to know, because it's an incident.

PN10350  
Yes?‑‑‑Yes, you're right, in case there's infection later and so on.  So it always nee
communicated so that the whole team knows about it.

PN10351  
Yes.  Can I just ask you, you were also asked about whether or not there was a pro
that you were required to adopt if you felt unsafe.  Do you recall those questions?
Can I just go back to the last one just briefly?

PN10352  
Sorry, yes, please do?‑‑‑If the skin tear occurred during the care, then that would b
incident, and that has to be reported.  But if it's something the client had during th
their own, then it would be noted that the skin tear is there, because it's not an inci
the workplace.

***        SUSANNE WAGNER                                                                                                                   RXN MS DOUST

PN10353  
All right.  I'm sorry, can we go back now to the question of the procedure to adopt
you felt unsafe?‑‑‑Yes.

PN10354  
Yo r ans er o said I think o said ho o 'd respond depends on hat it is
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PN10355  
Yes.  Are you referring to the example where you said you have to be very cautiou
not to trigger the client?‑‑‑Yes.  I don't really want to give the detail of what that w
It was – well, it was like a sexual threat, if you like.  So basically I didn't want to a
client or trigger the client in any way, but just to de‑escalate, and that's part of wha
to learn to do, is to de‑escalate situations, and then remove yourself from the prem
safely and as soon as possible.

PN10356  
Let's just be clear, when you're talking about a sexual threat, this was a sexual thre
was directed towards you by the client that you were dealing with?‑‑‑No, it was hi
sexual behaviour – I mean, I don't know how – how am I to actually describe wha
happened.

PN10357  
Provided you don't mention the client's name, you can describe the circumstance t
encountered?‑‑‑It was a personal care situation, and it was a new client, and a new
the workplace as well, so they didn't know much about the client.  He was very re
before the personal care, and during the showering he asked me to wash his beard
hair, which he could actually do himself, and then he proceeded to masturbate and
the door and pushed me out of the way.

PN10358  
Yes?‑‑‑Now he was not trying to engage me, but he was using me to stimulate him
so I didn't know what more he might do, you know, so if I addressed him or if I to
wasn't appropriate.  So I just de‑escalated and behaved as though he was doing wh
wanted to do and it had nothing to do with me, staying polite to him and finishing
personal care, leaving and then reporting.

***        SUSANNE WAGNER                                                                                                                   RXN MS DOUST

PN10359  
Just tell me, in relation to that situation, what were the matters that you were weig
how you responded to it?‑‑‑The matters – I mean I've got a history of a first marri
abuse, so this was also triggering me a little bit, you know, and so I was concerned
get aggressive, or try to make advances.  So that was my concern, so that's why I d
best just to de‑escalate and not address the issue with the client.  Sometimes in som
situations when a client is perhaps angry or agitated over – whether it's the service
receiving or the workplace or family issues, we can talk to the client and de‑escala
work through the issue with them, but in this situation I didn't feel safe to tell the c
was being inappropriate, because he was unknown to me and he was a new client 
workplace, and when I reported it to the coordinator, they were surprised and said
know much about him either.

PN10360  
Just in your answer then, you said sometimes when you feel unsafe you can de‑es
Do I take it from that answer that in other circumstances you have felt unsafe for t
or other reasons?‑‑‑Yes.  Yes, you know, clients can get angry over – they want m
the service than they are getting, or they want you to do more than we're allowed t
the scope of our role, and then they get frustrated and angry, and you need to be ab
them through – and I mean, the way to de‑escalate is first to affirm how they feel 
understand where they're coming from, so that they feel you're not against them, a
work a process of talking them through to understanding the situation. If that doe
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PN10362  
I think you accepted, or you agreed that paragraph 40 described a client in the UK
correct?‑‑‑I'm not sure – no, I'm not sure this one is, because I know this client.  T
local client in paragraph 40.

PN10363  
So paragraph 40 describes a client that you were dealing with in your work in
Australia?‑‑‑That's right.

PN10364  
All right.  Can I just ask you, paragraph 41 refers to work in the UK.  It refers to c
needing a stand day for transfers and so on and the need to check equipment.  Do 
with any of that such equipment with your clients that you've dealt with in
Australia?‑‑‑Yes.  Not stand day.

PN10365  
COMMISSIONER O'NEILL:  Ms Doust, how does that come through - sorry, I ju
for a moment then.  Ms Doust, I was just asking how that arose in cross-examinat

PN10366  
MS DOUST:  It's re-examination, Commissioner, and I say it arises from the ques
were asked about paragraphs 40 to 43.

***        SUSANNE WAGNER                                                                                                                   RXN MS DOUST

PN10367  
COMMISSIONER O'NEILL:  The question about those was simply whether it wa
referring to the client's experience of the UK rather than Australia.

PN10368  
MS DOUST:  Yes, that's correct, and I'm just asking the witness whether there's si
experiences in Australia.

PN10369  
COMMISSIONER O'NEILL:  All right.  If you can rephrase it in that way, please

PN10370  
MS DOUST:  Sorry, do you understand, Ms Wagner, I'm just asking you about pa
40 to 43 whether or not the work that you describe there is similar to work that yo
carried out in Australia?‑‑‑42, 43, I thought we were referring to - - -

PN10371  
41, 42 and 43?‑‑‑Right.  Yes, I had one situation where I was checking an elderly 
had quite (audio malfunction) dementia.  Her walker (indistinct) and I noticed one
brakes was not working on it.  Another time a client's wheelchair, the tyres were g
little bit flat.

PN10372  
COMMISSIONER O'NEILL:  Ms Doust, is there - - -

PN10373  
MS DOUST:  I'm sorry, I thought Ms Wagner was still reading through the paragr
was going to provide a further response.
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PN10375  
Thank you very much, Ms Wagner.  No further questions, Commissioner.

PN10376  
COMMISSIONER O'NEILL:  All right.  Ms Wagner, thank you for your evidence
morning.  You're excused and free to go?‑‑‑Thank you very much.  Thank you, ev

<THE WITNESS WITHDREW                                                            [9.45 AM]

***        SUSANNE WAGNER                                                                                                                   RXN MS DOUST

PN10377  
COMMISSIONER O'NEILL:  All right.  So I think, Mr Oski, it's over to you with
UWU witnesses, and I understand we're starting with Ms Wheatley and I understa
she's had difficulties connecting in through Teams and so my associate is going to
on her mobile as I understand it.  It's not ideal, but I think it's all we can do, Mr W

PN10378  
MR WARD:  That's fine, Commissioner.  That's fine.

PN10379  
COMMISSIONER O'NEILL:  Hello, is that Ms Wheatley?  Ms Wheatley, can you
all right?

PN10380  
MS WHEATLEY:  Yes, I can.

PN10381  
COMMISSIONER O'NEILL:  All right.  I'm Commissioner O'Neill and my assoc
going to take you through the affirmation.

PN10382  
THE ASSOCIATE:  Hi, Ms Wheatley, this is Commissioner O'Neill's associate sp
Can you hear me okay?

PN10383  
MS WHEATLEY:  Yes.

PN10384  
THE ASSOCIATE:  Can you please say your full name and work address.

PN10385  
MS WHEATLEY:  Paula Grace Wheatley, 129 Dennis Road, Springwood.

<PAULA GRACE WHEATLEY, AFFIRMED                                    [9.47 AM

EXAMINATION-IN-CHIEF BY MR OSKI                                        [9.47 AM]

PN10386  
COMMISSIONER O'NEILL:  Mr Oski?

PN10387  
MR OSKI:  Thank you, Commissioner.  Good morning, Ms Wheatley, my name i
Oski, I appear for the UWU in these proceedings.  Can you just repeat your full na
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PN10389  
Yes.  Have you had an opportunity to read through it again recently?‑‑‑Yes.

***        PAULA GRACE WHEATLEY                                                                                                              XN MR OSKI

PN10390  
And is it true and correct to the best of your knowledge and recollection?‑‑‑Yes, b
things have changed and there was one mistake in that.  Yes.

PN10391  
Could you let us know what things need to be changed and what mistake there wa
work history wasn't quite right.

PN10392  
In what way?‑‑‑I've worked at Blue Care twice.  I left and did agency work for ov
years.  If you just give me a minute I can tell you what's right, because I've got my
history in front of me.  So I started aged care at the end of 94 at Betheden Aged C
Community and (indistinct).  (Indistinct) first and then Betheden.  Then from 200
I started at Blue Care.  In 2006 to 2009 I worked for (indistinct) Nursing Agency, 
response nursing agency, but in 2009 to current I went back to Blue Care.

PN10393  
Okay.  Was there any other further changes you wanted to make to your witness
statement?‑‑‑Yes, I've actually changed my availability and my hours that I work. 
don't work the weekends any more.

PN10394  
When do you work now?‑‑‑I work Monday, Tuesday, Wednesday and Friday.  So 
contracted hours are 40 hours a fortnight.

PN10395  
All right.  Any other further amendments that need to be made to the statement?‑‑

PN10396  
Thank you, Ms Wheatley.  Commissioner, that statement is at document 247 at pa
of the digital court book, and we seek to rely upon that statement along with the
amendments just made just now by Ms Wheatley.

PN10397  
COMMISSIONER O'NEILL:  So the process we have adopted, Mr Oski, with the
witnesses is where there are changes or clarification if you can arrange to incorpor
changes and refile it as a final statement.

PN10398  
MR OSKI:  We can arrange to do that, Commissioner.

PN10399  
COMMISSIONER O'NEILL:  Thank you.  Mr Ward?

CROSS-EXAMINATION BY MR WARD                                           [9.51 AM

PN10400  
MR WARD:  Thank you.  Ms Wheatley, can you hear me okay?‑‑‑Yes.
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PN10402  
I just need you to be able to read it.  Do you have it so you can read it in front of
you?‑‑‑Yes, just give me a minute.  Yes.

PN10403  
At paragraph 16 you say you're classified as a personal carer.  Am I right that you
personal carer providing home care support to clients?‑‑‑Yes.

PN10404  
And can I just take you to paragraph 33 to start with.  I just wanted to understand 
supervises your work?  Is it the coordinator or the centre manager?‑‑‑The coordina

PN10405  
And do you know if the coordinator is a registered nurse or has any qualifications
she's not a registered nurse.

PN10406  
That's fine?‑‑‑And I don't know her - yes, I don't know her qualifications.

PN10407  
I take it that the coordinators then report to the centre manager, do they?‑‑‑Yes.

PN10408  
Then on paragraph 37 you talk about schedulers.  Are they the people who build y
roster?‑‑‑Yes.

PN10409  
So, if tomorrow you were going to go and see five clients, the schedulers are the o
put that together, are they?‑‑‑Yes.

PN10410  
DO you know, is it the coordinator who writes the care plans for the client?‑‑‑No, 
team leaders usually.

PN10411  
Who are the team leaders?‑‑‑Well, that depends.  I think they've changed since I'v
the statement.

PN10412  
Well, when you made the statement who were the team leaders?‑‑‑Fiona - I don't n

PN10413  
Sorry, you don't need ‑ ‑ ‑?‑‑‑Fiona Biddle.

***        PAULA GRACE WHEATLEY                                                                                                         XXN MR WARD

PN10414  
No, sorry, you don't need to give their names.  What I'm asking is they're different
the coordinators, are they?‑‑‑Yes.

PN10415  
So, they're particular jobs that people do, and one of the roles of those jobs is to w
care plan; is that right?‑‑‑Yes.
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PN10418  
You use an app, as I understand it, called Procura.  Is that how you receive the car
a client?‑‑‑No, that'd be appointment in a motion.

PN10419  
Is that ‑ ‑ ‑?‑‑‑And that's how we know where to go and when to go, and that's how
Care builds the clients.

PN10420  
In what form do you receive a client's care plan?‑‑‑In the support folder that's supp
be in their - where they live.

PN10421  
So, you don't see their care plan before you turn up?‑‑‑No.

PN10422  
And are you meant to read their care plan?‑‑‑Yes.

PN10423  
Can I ask you to go to paragraph 72 of your statement?  You say in paragraph 72:

PN10424  
Where any issues are identified in relation to the client's health carers are to ri
office and report these.

PN10425  
Could you explain to me what you mean by 'issues identified in relation to the clie
health'?‑‑‑Well, if their condition deteriorated or if they, I don't know, got a skin te
something like that, anything like that.

PN10426  
And who in the office do you talk to?  Is that the coordinator or the team leader?‑‑
answers the phone really.

***        PAULA GRACE WHEATLEY                                                                                                         XXN MR WARD

PN10427  
Do you know what the process is after that?  Do you know what they do with that
information?‑‑‑They put it into the dated notes in the client file.

PN10428  
You don't know if they contact the family or contact a nurse or anything like that?
they contact the nurse if - yes.

PN10429  
Is that a nurse who ‑ ‑ ‑?‑‑‑And then the family.

PN10430  
‑ ‑ ‑works with you, with Blue Care, or is that an external nurse?‑‑‑No, it'd be a Bl
nurse.

PN10431  
I take it that if it was a clinical issue the Blue Care nurse would then go out and vi
client would they?‑‑‑Yes You also say in paragraph 73 you log these issues in Pr
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PN10433  
The clients I see are typically requiring house cleaning.

PN10434  
?‑‑‑Yes.

PN10435  
Yes:

PN10436  
Assistance with showering, dressing, medication, meal preparation and feeding

PN10437  
In terms of medication, have you been separately trained in relation to medication

PN10438  
Can you ‑ ‑ ‑?‑‑‑(Indistinct) medication, yes.

PN10439  
And who gives you that training?‑‑‑We get it every year.  I think the centre manag
last time.

PN10440  
And it's training that's provided by Blue Care, is it?‑‑‑Yes.

***        PAULA GRACE WHEATLEY                                                                                                         XXN MR WARD

PN10441  
I take it that that trains you to prompt medications.  You don't actually administer
medication?‑‑‑Yes, that's correct.

PN10442  
Can I take you to paragraph 47?  You talk in paragraph 47:

PN10443  
When the clients are showering I check the client's skin integrity.

PN10444  
?‑‑‑Yes.

PN10445  
If you noticed a tear in their skin, what's the procedure that you would follow?‑‑‑W
ask them if they remembered doing it, or how they did it.  Then we have a trauma
was bleeding right then and there to do - to put a dressing on it.

PN10446  
And is that using your ‑ ‑ ‑?‑‑‑And then ‑ ‑ ‑

PN10447  
‑ ‑ ‑first aid training?‑‑‑Beg your pardon?

PN10448  
Is that using your first aid training?  You say you have a first aid certificate?‑‑‑No
Care provides, like, a trauma kit thing.  It looks a little bit like a first aid kit.
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PN10451  
Keep going.  Sorry, keep going?‑‑‑And then I'd report it, document it, and report i

PN10452  
And let's say it was more than a skin tear, it was a fairly serious injury, is there a p
you have to follow?  Do you have to ring Triple or something like that?‑‑‑Well, if 
on the floor I'd ring Triple 0.

PN10453  
Right?‑‑‑Yes.

PN10454  
So if it was something ‑ ‑ ‑?‑‑‑(Indistinct).

***        PAULA GRACE WHEATLEY                                                                                                         XXN MR WARD

PN10455  
‑ ‑ ‑ beyond your first aid training you ring Triple 0, do you?‑‑‑Yes.

PN10456  
Having rung Triple 0, do you also then ring the coordinators and tell them what's g
on?‑‑‑Yes.

PN10457  
Thank you very much, Ms Wheatley.  No further questions, Commissioner?‑‑‑Oka

PN10458  
COMMISSIONER O'NEILL:  Mr Oski, any re-examination?

PN10459  
MR OSKI:  No questions in re-examination, Commissioner.

PN10460  
COMMISSIONER O'NEILL:  All right.  Ms Wheatley, thank you very much for y
evidence this morning.  You're excused and free to go?‑‑‑Okay.  Thank you, bye.

<THE WITNESS WITHDREW                                                          [10.01 AM]

PN10461  
COMMISSIONER O'NEILL:  I think next is - is it Ms Inglis?

PN10462  
MR OSKI:  Correct, Commissioner.

PN10463  
MR WARD:  Commissioner, could I just indicate that Mr Rafter has got this witne
could just seek leave to just withdraw at this stage?

PN10464  
COMMISSIONER O'NEILL:  Of course.

PN10465  
MR WARD:  Thank you, Commissioner.
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PN10468  
COMMISSIONER O'NEILL:  Yes.  Are you able to turn your camera on for us?

***        PAULA GRACE WHEATLEY                                                                                                         XXN MR WARD

PN10469  
MS INGLIS:  Yes.  Is that okay?

PN10470  
COMMISSIONER O'NEILL:  That's lovely.  Thank you for that.  I'm Commissio
O'Neill and my associate is just going to take you through the affirmation.

PN10471  
MS INGLIS:  Okay.

PN10472  
MS ASSOCIATE:  Ms Inglis, can you please say your full name and work address

PN10473  
MS INGLIS:  Ngari Inglis.  The work address is Strathalbyn Resthaven office.

PN10474  
MS ASSOCIATE:  Thank you.

<NGARI INGLIS, AFFIRMED                                                           [10.02 AM

EXAMINATION-IN-CHIEF BY MR OSKI                                      [10.02 AM]

PN10475  
COMMISSIONER O'NEILL:  Mr Oski.

PN10476  
MR OSKI:  Thank you, Commissioner.

PN10477  
Good morning, Ms Inglis.  My name is Sheldon Oski, I'm appearing for the UWU
proceedings.  Can you repeat your full name for the record?‑‑‑Ngari Lee Inglis.

PN10478  
Thank you.  I understand you've made a statement for the purposes of these proce
That statement is dated 19 October 2021 and runs to 37 paragraphs over seven pag
you have a copy of that statement with you?‑‑‑I do.

PN10479  
Have you had an opportunity to read through it again?‑‑‑I just had a read before, y

PN10480  
It is true and correct to the best of your knowledge and recollection?‑‑‑It is.

***        NGARI INGLIS                                                                                                                                    XN MR OSKI

PN10481  
Excellent. That's at document 245 at page 12,169 of the digital court book and we
rely upon that statement.
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PN10484  
COMMISSIONER O'NEILL:  Ms Rafter.

CROSS-EXAMINATION BY MS RAFTER                                      [10.04 AM

PN10485  
MS RAFTER:  Hi Ms Inglis, my name's Alana Rafter and I appear for the employ
interests in these proceedings, if you can see me?‑‑‑Yes.

PN10486  
I understand you're a home support worker with Resthaven?‑‑‑Correct.

PN10487  
In your role as a home support worker do you report to a coordinator?‑‑‑Yes.

PN10488  
Is that your supervisor for your shifts, your appointments?‑‑‑Yes, although we wo
that's who I would call if I had an issue.

PN10489  
Yes and is your coordinator, are they a registered nurse?‑‑‑Some are, some aren't.

PN10490  
If you needed to contact a registered nurse during an appointment would you cont
someone else, I take it?‑‑‑I'd call the office and ask for a registered nurse if there w
available.

PN10491  
Excellent.  I understand you've done some in-house medication competency traini
Resthaven?‑‑‑Yes.

PN10492  
Did that include a theory component and a practical component?‑‑‑Yes.

PN10493  
Was the theory component provided by a registered nurse?‑‑‑I'm not sure if our RT
registered nurse.

PN10494  
It was through an RTO?‑‑‑Yes.

***        NGARI INGLIS                                                                                                                           XXN MS RAFTER

PN10495  
How long was the theory component of the training?‑‑‑I think - - -

PN10496  
Was it a day, a week, an hour?‑‑‑Probably a couple of hours.

PN10497  
A couple of hours and I note it was through the RTO so did you do a – was it in, li
classroom-like setting?‑‑‑Correct.

PN10498  
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Do you have – is there a test or do they just sign off that you've completed it and y
competent?‑‑‑There's a questionnaire at the end of it.

PN10500  
Thank you for that.  I understand that's annual so you do that every year?‑‑‑Yes.

PN10501  
I note that in your work you also will change catheters, the catheter bag?‑‑‑Yes.

PN10502  
Do you get training?  Are you trained how to do that by Resthaven?‑‑‑I think you 
you were given a client who had an IDC you would have to have been shown how
that prior to attending to that client, yes, but it's not an annual training as such.

PN10503  
It's separate, so it doesn't form part of that training?‑‑‑No.

PN10504  
If we stay with the catheter example, so if the care plan says you have to change th
catheter, if you saw that it was cloudy or had blood in it, what would you do in tha
scenario?‑‑‑You would report to an RN.

PN10505  
Report to an RN immediately?‑‑‑Yes, definitely - - -

PN10506  
And – sorry for cutting you off, you said definitely.  And after you report to the RN
you also make a progress note of that?‑‑‑Yes, we have care plans in houses and we
progress notes each visit.

PN10507  
Are these progress notes on the physical – attached to the physical care plan or do
document these separately?‑‑‑They're attached in the folder to the care plan.

***        NGARI INGLIS                                                                                                                           XXN MS RAFTER

PN10508  
They're handwritten on there?‑‑‑Yes.

PN10509  
Would there be times where you need to email an additional report to the office, o
the physical?‑‑‑No, there are times when I send an email off to the coordinator, ye

PN10510  
Could you give an example of when you may need to email to the coordinator as
well?‑‑‑I'm just trying to think of an example.  I would say if I had concerns, say, 
wellbeing of a client.  I would, you know, for example, if I had just been there and
Jones was having a down day or I noticed she was a little bit dishevelled, I'm ques
her showering.  And then also if she was in her home, like the other day the hot w
wasn't coming through, I'd give them a call.  It just depends on the situation but if 
is out of the norm, definitely.  If it was urgent you'd call and, if not, I'd just usually
an email.

PN10511
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PN10512  
I note at paragraph 13 of your statement you talk about how clients are assessed b
of people prior to their admission.  Who makes up that team?‑‑‑Paragraph 13?

PN10513  
Yes?‑‑‑I see, so that would be the assessment team.  So the coordinator who would
visited that client prior to any care being put in place would have assessed the nee
client.

PN10514  
The coordinator goes to the client's house and will they go alone and have a meeti
the client or are they with someone else at that time?‑‑‑I'm not sure, I'm not part o
process.

PN10515  
No worries, then, I won't delve too much deeper into that then, but the coordinator
saying the coordinator is involved in that process and they take the lead with prep
care plan?‑‑‑Correct, yes, definitely.

***        NGARI INGLIS                                                                                                                           XXN MS RAFTER

PN10516  
Don't answer this if you don't know this but at the time where the coordinator is p
the care plan and meeting the client, is an environmental or risk assessment of the
does that take place?‑‑‑Yes, that would be part of the assessment for sure because 
have access to the care plan and we go into the premises, there would be a notifica
it's, for example, in a bushfire risk area and things like that.

PN10517  
I note at paragraph 21 you talk about clients that are diabetics and refer to the pric
take it do you – is it common that you would – would you be giving them the gluc
monitor to do the prick test themselves, or how would that process be happening?
we had to do a BGL we would have been trained prior to attending to that client to
BGL for the client.  Quite often if they've got arthritic hands, et cetera, they're not
it.

PN10518  
You would assist them with that and then you look at the reading and I think later 
paragraph you say the care plan tells you what reading would be too high or mayb
low?‑‑‑Yes, it gives you the range.

PN10519  
If it's in either of those red zones, I take it do you call the office to get in touch wit
RN?‑‑‑Yes, straightaway.

PN10520  
And you refer to training.  Is that also provided by Resthaven?‑‑‑Yes.

PN10521  
And would that be via the RN, or is that through another person?‑‑‑Usually the RT
out.

PN10522  
I'd j t lik t t k t h 24 f t t t? Y
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the rash and she had told you she didn't feel well?‑‑‑So this particular client – I'm 
how much we're allowed to talk about the clients, but - - -

PN10524  
You just can't state her name.  Sorry?‑‑‑Okay.  So this particular client's 103 at the
the statement and lives in her own home.  She has several visits from carers throug
day, and I had been going to her for a while, and when I got there the T on her fac
quite flushed and a bit dry, and this client does have a catheter full‑time.  So she s
didn't feel well, so I just immediately suspected a UTI, and her daughter lives acro
road.  So I contacted the office and let them know, and then her daughter across th
just knocked on the door and let her know too that mum wasn't well, and they end
calling an ambulance and she went off to hospital, which I think it turned out to be
I'd be guessing, but it certainly - - -

***        NGARI INGLIS                                                                                                                           XXN MS RAFTER

PN10525  
Sorry, was it the daughter that called the hospital?‑‑‑Yes.

PN10526  
And when you reported it to the office, what did the office – do you know what ha
on their end, or did they tell you what they were going to do?‑‑‑No, I wouldn't like
speculate.  I just gave the information.

PN10527  
No worries, I won't ask you to speculate.  No further questions, Commissioner.

PN10528  
COMMISSIONER O'NEILL:  All right.  Mr Oski, any re‑examination?

PN10529  
MR OSKI:  No questions in re-examination, Commissioner.

PN10530  
COMMISSIONER O'NEILL:  Ms Inglis, thank you very much for your evidence 
morning.  You're excused and free to go?‑‑‑Thank you very much.

<THE WITNESS WITHDREW                                                          [10.15 AM]

PN10531  
COMMISSIONER O'NEILL:  I think next up is Ms Hetherington.

PN10532  
MS RAFTER:  And Commissioner, might I just be briefly excused to get Mr War

PN10533  
COMMISSIONER O'NEILL:  Yes, of course.

PN10534  
MS RAFTER:  Thank you.

PN10535  
COMMISSIONER O'NEILL:  Mr Oski, at the pace we're going we're getting thro
obviously witnesses beating all land speed records so far so it might be helpful if
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PN10537  
COMMISSIONER O'NEILL:  Ms Hetherington, can you hear me?

***        NGARI INGLIS                                                                                                                           XXN MS RAFTER

PN10538  
MS HETHERINGTON:  Yes, I can.

PN10539  
COMMISSIONER O'NEILL:  Are you able to turn your camera on?

PN10540  
MS HETHERINGTON:  It's on, yes.

PN10541  
COMMISSIONER O'NEILL:  Yes, I can see you.  I'm O'Neill C and my associate
going to have you take the affirmation.

PN10542  
THE ASSOCIATE:  Ms Hetherington, can you please say your full name and wor
address?

PN10543  
MS HETHERINGTON:  My name is Teresa Hetherington.  I am a care worker in
Newcastle.  My work address – I don't know, the office is in Warners Bay, NSW.

<TERESA HETHERINGTON, AFFIRMED                                     [10.17 AM

EXAMINATION-IN-CHIEF BY MR OSKI                                      [10.18 AM]

PN10544  
COMMISSIONER O'NEILL:  Mr Oski.

PN10545  
MR OSKI:  Good morning, Ms Hetherington.  My name is Sheldon Oski.  I appea
UWU today.  Can you just repeat your full name for the record?‑‑‑My name is
Teresa Helen Hetherington.

PN10546  
I understand you've made a statement for the purposes of the proceeding.  I believ
statement is dated 19 October 2021?‑‑‑Yes.

PN10547  
And runs to 122 paragraphs over 11 pages.  Do you have a copy of that statement 
you?‑‑‑I do indeed.  I have it in front of me now.

PN10548  
Have you had an opportunity to read that again?‑‑‑I have, yes.

PN10549  
It is true and correct to the best of your knowledge and recollection?‑‑‑Well, I hav
turned 50, but aside from that, yes.

***        TERESA HETHERINGTON                                                                                                                XN MR OSKI
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PN10551  
COMMISSIONER O'NEILL:  Mr Ward.

CROSS-EXAMINATION BY MR WARD                                         [10.19 AM

PN10552  
MR WARD:  Thank you, Commissioner.  Ms Hetherington, can you hear me?‑‑‑I 
indeed, yes.

PN10553  
I can reassure you I turned 60 last week, so don't stress about turning 50?‑‑‑I'm ac
proud of it.  Everything seems to turn better every 10 years, so I'm quite looking f
60 myself.

PN10554  
Thank you for the optimism.  Ms Hetherington, my name is Nigel Ward and I app
these proceedings for the employer interest.  I'm just going to ask you some questi
can.  Can I just start, you don't hold a Certificate III, you hold a Certificate IV, is t
right?‑‑‑No, I hold a Certificate III in Aged Care.  Does it say I hold a Certificate 

PN10555  
Look, I might have written that down wrong in my notes.  Bear with me?‑‑‑Yes,
Certificate IV was - - -

PN10556  
Go to paragraph 36, Ms Hetherington.  Can you see that?‑‑‑We're off to a good sta
we.  Yes, that says IV.  It's equivalent.  I have not actually gotten the physical Cert
but I am Certificate IV trained.

PN10557  
Bear with me.  So you do hold a Certificate III?‑‑‑I do indeed, yes.

PN10558  
And you're working towards a Certificate IV?‑‑‑Well, I suppose so.  I haven't actu
bothered to get the certification, but it's not difficult to get.  My employer does off
certificates periodically.

PN10559  
Bear with me, I'm just trying to clarify this.  Have you done the Certificate IV pro
courses?‑‑‑No.

PN10560  
I think what you're saying to me is that you could get recognition for prior learnin
Certificate IV?‑‑‑That's correct, yes.

***        TERESA HETHERINGTON                                                                                                           XXN MR WARD

PN10561  
When did you complete your Certificate III?‑‑‑Roughly 10 to 15 years ago.

PN10562  
So where it says in paragraph 36, 'completed in 2008', was that the Certificate III?
would have been, yes.  I would have checked that one at the time.
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generally that is the expectation.

PN10565  
And when you say you don't have one at the moment are you telling me you don't
anybody?‑‑‑I'm telling you that my eleventh service coordinator in the last five ye
recently resigned and I at present do not have anyone in that role.

PN10566  
Okay.  So if you need to talk to somebody about something you normally talk to y
service coordinator about who do you talk to today?‑‑‑If I'm lucky when I call the
get assigned to the duty officer who may or may not understand the issue that I'm 
about.

PN10567  
You then refer to a branch manager?‑‑‑Yes.

PN10568  
Do the service coordinators report to the branch manager?‑‑‑That's correct, yes.

PN10569  
And then you talk about allocators.  I take it the allocators are the people who set 
roster.  Is that what they do?‑‑‑That is their job.  They do the allocation of services
do time keeping as well.  So at the end of the day they check to make sure that eac
that we were assigned to, that we performed the length of time that we were assign
and that there were no issues within the task time.

PN10570  
In paragraph 11 you talk about having contracted minimum hours of 50 hours, the
paragraph 13 you talk about some fortnights you work up to 76.  Am I right that y
identified to Australian Unity when you're available, and is that when you're offer
shifts?‑‑‑Within my availability that is the expectation that the majority of my shif
offered, that's correct.

***        TERESA HETHERINGTON                                                                                                           XXN MR WARD

PN10571  
I take it the allocators understand that and therefore they're allocating or offering y
in those windows?‑‑‑The majority of the time, yes, but I'm a very rare care worker
refuse to accept work outside my availability.  The vast majority of care workers f
their availability greatly exceeds their contract obligation.

PN10572  
I am just interested in your evidence.  Your evidence is you only work within your
availability?‑‑‑That's correct.

PN10573  
Now, it's not entirely clear to me, is it the service coordinator who prepares the car
the client?‑‑‑That's correct, yes.  They do the initial client visit where they're supp
have a one on one to discuss the client's contracts, the expectation of the job and t
needs.  They put that down into a documented form which I can then read before I
first service and it's updated throughout.

PN10574  
C j t t th fi t i D i h i l f th t i
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I take it that if there's to be changes it's the service coordinator who makes the cha
the care plan?‑‑‑They are responsible for that duty, yes.

PN10576  
Can I take you to paragraph 23.  You say in paragraph 23 that you have a greater e
in training complex palliative care?‑‑‑That's correct.

PN10577  
Are you suggesting there that you've got clinical training, or what sort of training 
had?‑‑‑Well, when we have a client that presents with a particular medical diagno
provided training to deal with that particular client and to assist them throughout t
transition.  It is often not clinical, but when clinical courses are provided we are g
and often do them.

PN10578  
When you say a client has a particular diagnosis and we're provided training could
me an example of that?‑‑‑An example of that would be quite recently I had a clien
motor neurone disease and we were given the supports as needed, including the ba
overall of what motor neurone does to the body prior to accepting those tasks, and
throughout until his ultimate passing.

***        TERESA HETHERINGTON                                                                                                           XXN MR WARD

PN10579  
I take it that that information obviously is useful, but am I right that the support yo
providing is still the support within the competencies arising from the Cert III?‑‑‑T
Certificate III, no, it would be more in line with at least Certificate IV.  It kind of e
that as well often.  Certificate IV is basic community care.

PN10580  
I think what you're saying to me is to do some of that work you need a Certificate
IV?‑‑‑Minimum, yes.

PN10581  
Minimum.  You might need a diploma or a nursing degree?‑‑‑Depending on the ty
services that we would be providing and the expectation that would come with tha
outside the realm that we would expect a higher level of education for that.  Some
clients needs are extremely complex and we have been expected to perform those 
the best of our abilities or to ask for help if we need it.

PN10582  
Can I just explore that.  Are you saying that you're doing work that a registered nu
be authorised to do?‑‑‑A registered nurse as in giving injections or PEG feeding an
sort of task?

PN10583  
You seem to be suggesting that it's work beyond that which a care worker would n
give?‑‑‑Yes, that is true.  We are not at medical grade, we don't perform hyperinva
procedures, but we certainly are performing greater than what is generally expecte
care worker.  Say for example hoist transfers, suction.  A motor neurone client in p
secretes a fair amount of secretions through their mouth and that needs to be remo
periodically so they don't choke to death.  Some of us have been trained in that, ot
trained watching another care worker perform that task.  Those would generally b
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PN10584  
I just want to go - we will go backwards.  So moving a client into a shower chair y
that's outside of the scope of a care worker?‑‑‑Depending on the grade.  It is above
2 and it is expected at Grade 3 or Grade 4.

PN10585  
Can I just ask you're not talking now about certification you're talking about the
classifications in your enterprise agreement, are you?‑‑‑Those things tend to swing
backwards and forwards, so essentially, yes, there are different gradings within the
as well and they all intermingle.

PN10586  
So is what you're trying to tell me this, that there are activities above a Cert III, ab
Cert IV competency that your employer requires you to do and trains you to do
them?‑‑‑Yes, that is correct.

***        TERESA HETHERINGTON                                                                                                           XXN MR WARD

PN10587  
Does your employer ever make a decision that something requires an enrolled nur
registered nurse?‑‑‑My employer in particular does actually employ registered and
nurses, so when those are necessary or when the client becomes - their needs beco
great for an average care worker they are assigned either access to or transferred o
nursing staff.

PN10588  
So if there is something clinical in nature the enrolled nurse or the registered nurs
involved?‑‑‑That's correct.

PN10589  
COMMISSIONER O'NEILL:  Ms Hetherington, you referred to a uridome?‑‑‑Yes

PN10590  
Can you just explain to me what that is?‑‑‑There are several different types.  The o
we mostly use it's essentially a condom with a little tube attached to the end.  That
attached to another tube which flows into a bag so that an incontinent client doesn
go to the toilet multiple times a day, it's strapped to his legs.  We drain it several ti
to make sure that it doesn't leak and it allows them mobility or at least not having 
as often as they normally would.

PN10591  
Thanks.

PN10592  
MR WARD:  You indicate at paragraph 42 and 76 you were involved in
medications?‑‑‑Mm-hm.

PN10593  
Did you do separate training for that?‑‑‑When I started giving medications, no, I d
but the expectation is that we are only giving medications in a Webster pack anyw
specific times as indicated in the care plan, so when the courses are made availabl
provided to us.
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So you'll tell the client that it's 2 o'clock and it's time for their medications form th
Webster pack?‑‑‑When they're able to do it themselves.  Some clients that have de
other physical or mental disabilities may not be able to do that themselves, in whi
we will retrieve the medications from the Webster pack, put them into a little cup,
them some water and hand it to them, but they must put those items in the mouth
themselves.

***        TERESA HETHERINGTON                                                                                                           XXN MR WARD

PN10596  
Yes, okay?‑‑‑Or inject or whatever they need to do.

PN10597  
I think you talk about insulin injections in the same way, don't you?‑‑‑Absolutely.

PN10598  
Do I take it that you're not authorised to actually give the injection?‑‑‑Absolutely 
courses are offered periodically and if we are attending specific clients in which it
necessary for us to administer an injection, but generally speaking we are discoura
performing those tasks.

PN10599  
So what courses teach you to administer an injection?‑‑‑One of the enrolled - one 
nursing staff will come with us to do - to show us how things operate with a client
minimal - like, sometimes their hands don't work correctly, and they may need us 
them.  But these are generally done through epipens where you would just measur
out and put it in their abdomen, so, they're fairly basic.

PN10600  
Have you done that training?‑‑‑I have not, and I also do not administer and refuse 
until I have been properly trained.

PN10601  
Is that a reference there to insulin injections?‑‑‑That is.  The majority of medicatio
injectable medications that we would provide would be those.

PN10602  
Now, I take it at the end of the shift you'll write progress notes?‑‑‑We keep a
communication book at each client's house where we document every step of serv
have provided.  Any fluctuation or any decline that we notice in the service that w
put in a report which we then provide to our service coordinator via the Procura ap
DoneSafe, which is a hazard or incident reporting tool within the app.

PN10603  
So, if you were showering a client today, you would write into that book that you'
showered them, and I take it if you know there's some exception you'd write it into
book too?‑‑‑That's correct, yes.

PN10604  
I take it that exception that be I might not be as talkative as normal or I might not 
normally, is that the type of exception you might record?‑‑‑Generally we tend to tr
observe the clients, their environment, their mood swings, any decline like if some
had a mini stroke we are - usually the higher levels are trained to notice any little
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training and I am on every flipping committee that has ever been implemented, so
would say that I've got a little bit of an idea how to isolate and target client issues 
redirect them where possible.

PN10606  
Don't take this the wrong way, are you the highest level employee they've got?‑‑‑I
been given the recognition of that, but the expectation is that where possible that I
demonstrate and train others to that level, yes.

PN10607  
So, you hold the view that you are the highest level employee they've got?‑‑‑Look
that smug, but I certainly do have the skill levels for that title, yes.

PN10608  
That's fine.  Now, I appreciate what you've just said, and you've explained how ex
you are, but let's say you were showering a client and you noticed a tear in their sk
reportable event?‑‑‑One hundred per cent.  We are required to report any kind of -
would be considered a deterioration in the client's condition we absolutely must pr
to our service coordinator immediately or within 24 hours, and to make sure that t
coordinator follows that up as soon as practicable.

PN10609  
What are other typical reportable events?‑‑‑Client falls.  We have those a lot.  Diff
the client's environment, say if a family member moves in, if they get a pet, if we 
that their equipment is starting to fail, say, they've got a faulty vacuum cleaner, or 
require a walker when they don't presently have one, any physical decline within t
majority of our clients are quite elderly and frail, often living alone, so we tend to 
keep an eye out for any changes in their conditions, and any equipment or extra se
that we would provide that would improve their optimum living conditions.

PN10610  
By reportable event, is that something that you have to report immediately, or is th
something you'd put in your progress notes?‑‑‑We are expected to report those bot
notes and as an incident hazard in DoneSafe within 24 hours.

PN10611  
And do you do that through the app or do you do that via an email or ‑ ‑ ‑?‑‑‑Well
things are quite chaotic, as I stated before, I've had 11 service coordinators in the l
years, and presently have none, I find that the most care workers - the obligation ‑

***        TERESA HETHERINGTON                                                                                                           XXN MR WARD

PN10612  
I mean to - what happens with you?‑‑‑Yes, I'm just let me finish my answer.  Wha
generally would do to ensure that the client's incident has been properly recorded 
looked at, we do all three at the same time.  We will call the office staff at the time
report it, then we will put an incident in DoneSafe, and make a client note as well
workers will actually exceed that and call the client's family themselves just to ma
that they have been informed as well, because things are so chaotic at the moment
turnover is so great there have been repeated instances of clients falling between t

PN10613  
I take it your employer authorises care workers to call families directly?‑‑‑No, it's
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So, some of the people break the rules?‑‑‑Yes.

PN10615  
No, that's fine.  I won't ask you if you break the rules, because that might be unfai
When a client is set up to begin with, is there a risk assessment done of the house?
The client will walk around the house with the service coordinator as they're draw
plan and any hazards at the time are logged and catalogued, and any quick fixes o
reparations that can be made before care workers come in are done, and then anyth
as we notice it, then we report it back to the office so it can be fixed.

PN10616  
When you're there you're just, sort of - if you see a hazard you'll identify it and rep
You're not doing the specific hazard check when you're there?‑‑‑Those are done an
once a year, the checklists.  But, yes, generally, like, the vacuum cleaner might bre
week, but it didn't break three weeks ago, and the service coordinator wouldn't hav
that.  Tripping hazards, like, if someone got a mat for Christmas from their grandc
that's not going to be in the client notes, but the client just fell over it last week.  S
tend to try to monitor the environment and look for abnormalities.

PN10617  
As you go?‑‑‑Yes.

PN10618  
If a client is seriously unwell, let's say they were having trouble breathing, is the p
to call Triple 0 straightaway?‑‑‑No, we are to call our service coordinator first, wh
the notes to make sure that we're authorised to call Triple 0.  We then - the service
coordinator will call Triple 0 and we are directed either to stay with the client unti
ambulance arrives or to move onto the next task if the client is properly supported
to get where they need to be on their own.

***        TERESA HETHERINGTON                                                                                                           XXN MR WARD

PN10619  
Then if you turn up to a residence and you can't raise the client, you can't get throu
front door, is there a procedure for that?‑‑‑Absolutely.  We are directed to do the k
ring and run around the house and check to see if we can see them through a wind
go to the neighbour's house to see if it's possible they've been out.  Often the clien
will include a relative's phone number.  We can call that or we can call the office a
office staff will then contact the client or the family member to locate them before
on.  We give them 15 minutes, if they don't respond in that time often we're direct
move onto the next client.

PN10620  
Thank you very much, Ms Hetherington.

PN10621  
COMMISSIONER O'NEILL:  Mr Oski, any re-examination?

PN10622  
MR OSKI:  No questions in re-examination, Commissioner.

PN10623  
COMMISSIONER O'NEILL:  Ms Hetherington, thank you very much for your ev
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MR OSKI:  Commissioner, I wish to advise that there's been a miscommunication
Conroy who's unavailable to give evidence today, so we're in the process of seeing
can reschedule that for tomorrow.  In the meantime we've arranged to move up M
appear now if that's amenable to the Commission.

PN10625  
COMMISSIONER O'NEILL:  Of course.  Ms Goh, can you hear me all right?

PN10626  
MS GOH:  Yes, I can.

PN10627  
COMMISSIONER O'NEILL:  It appears we can't quite see you.  Is your camera o

PN10628  
MS GOH:  I think so.  Let me check.  What about now?

PN10629  
COMMISSIONER O'NEILL:  No, we just see a – it's as if your camera is blocked

PN10630  
MS GOH:  I've never used this laptop for Zoom.  No, actually, I think I have used
Zoom so it shouldn't be.  Otherwise it's just that I'm very short and you can't see m

***        TERESA HETHERINGTON                                                                                                           XXN MR WARD

PN10631  
COMMISSIONER O'NEILL:  I suspect that's not the problem.  We might press on
the benefit of seeing your face.

PN10632  
MS GOH:  Thank you.

PN10633  
COMMISSIONER O'NEILL:  I'm Commissioner O'Neill and my associate is just
take you through the oath but can you see everybody all right?

PN10634  
MS GOH:  Yes, I can.  I can see six squares of people.

PN10635  
COMMISSIONER O'NEILL:  Yes, that's all right.  As I said, my associate is just 
take you through the affirmation.

PN10636  
MS ASSOCIATE:  Ms Goh, can you please say your full name and work address?

PN10637  
MS GOH:  Catherine Elizabeth Goh and I work at Brightwater At Home Services
Currambine, 71 Delamere Street in Currambine but I don't actually work there, I w
around the northern suburbs of Perth.

<CATHERINE ELIZABETH GOH, AFFIRMED                            [10.46 AM
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MR OSKI:  Thank you, Commissioner.

PN10640  
Good morning, Ms Goh.  My name is Sheldon Oski, I'm appearing for the UWU t
Can you repeat your full name for the record?‑‑‑Catherine Elizabeth Goh.

PN10641  
I understand you've made a statement for the purposes of the proceedings, is that
right?‑‑‑Yes, I have.

PN10642  
Is that statement dated 13 October 2021 and runs to 39 paragraphs over eight page
do you have a copy of that statement with you?‑‑‑I do, yes.

PN10643  
Have you had an opportunity to read through it again?‑‑‑Yes, I have.

***        CATHERINE ELIZABETH GOH                                                                                                          XN MR OSKI

PN10644  
Is it true and correct to the best of your knowledge and recollection?‑‑‑Yes, it is.

PN10645  
Commissioner, that's at document 240 at page 12,133 of the digital court book and
to rely on that statement.

PN10646  
COMMISSIONER O'NEILL:  Yes.

PN10647  
MR OSKI:  Ms Goh, you will be able to see on one of the windows on your scree
Mr Ward and he will now ask you a couple of questions?‑‑‑Okay.

CROSS-EXAMINATION BY MR WARD                                         [10.48 AM

PN10648  
MR WARD:  Ms Goh, can you hear me okay?‑‑‑Yes, I can.

PN10649  
If at any stage you can't just ask me to repeat what I'm asking you if you could.  M
my name is Nigel Ward.  I appear in these proceedings for the employer interests 
going to ask you some questions.  Do you have your statement in front of you?‑‑‑Y

PN10650  
Thank you, Ms Goh.  I see in paragraph 2 that you started life doing a university d
social work before you moved into home care.  That's correct?‑‑‑That's correct.

PN10651  
I take it, if you look at paragraph 4, you said your job title originally was domestic
assistant.  Is that when you were solely doing domestic work?‑‑‑Yes.  I've never so
domestic work but that was the main focus to start with.

PN10652  
Okay?‑‑‑It's about building skills.
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PN10655  
Is that correct?‑‑‑Well, where it reads like that what it really means is that over tho
years I was gradually building my skills, so it's not quite right but it is.

***        CATHERINE ELIZABETH GOH                                                                                                     XXN MR WARD

PN10656  
That's all right.  You started doing domestic work and you started around that time
doing care support work.  Is that what you're saying?‑‑‑Yes, yes.

PN10657  
When you started doing domestic work did you have your certificate 3 at that stag
you get it later?‑‑‑I got it later.

PN10658  
How much later did you get it?‑‑‑In 2013.

PN10659  
How long had you been doing domestic or care support work before you got your
certificate 3?‑‑‑Three years.

PN10660  
Were you required by your employer to have the certificate 3 or did you just want
it?‑‑‑No, I wasn't required but they offered the training and there was an incentive
government at that time.

PN10661  
You then in paragraph 7 say you have an associate degree in dementia care.  Do y
that?‑‑‑Yes, I do.

PN10662  
You'll need to help me, Ms Goh, if you could.  I don't know what an associate deg
Can you explain what an associate degree is?‑‑‑Yes, the University of Tasmania w
offering originally completely free degrees, fully subsidised degrees for people to 
dementia to improve the knowledge and skills available because of the lack of ski
care.  And so when I started it was for all three years but they changed it and so w
option to do one year, a diploma.

PN10663  
Yes?‑‑‑Two years, an associate degree;  or three years, a bachelor degree.

PN10664  
An associate degree sits between a diploma and a bachelor's degree?‑‑‑Yes, that's 

PN10665  
Thank you, that's very helpful.  I take it you use those associate degree skills in yo
work?‑‑‑Yes, I do.

PN10666  
Which year did you get your associate degree?‑‑‑I think it was '21.

PN10667  
Again, was that just a desire to personally develop or was that something the emp
encouraging? No that was something I wanted to do
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PN10669  
If I could ask you to go to paragraph 13, in paragraph 13 you talk about a variety o
training.  I understand that you say you hadn't done much training recently.  The
manual handling program, was that an in‑house course run by the employer when 
run?‑‑‑Yes.  Manual handling is mandatory approximately every 12 months to pre
injuries, and to prevent injuries to clients as well, because of the equipment that w
That's the primary purpose of it.

PN10670  
Was it a practical course?  Was it hands‑on, or was it an online course?‑‑‑It's now 
has a theory component and it's – even though it's called manual handling, it's bas
you know, the range of occupational health and safety things that we need to know

PN10671  
How long does it take to do?‑‑‑It's usually about four to six hours, depending on h
the group is.

PN10672  
Then you talk about dysphagia training?‑‑‑Yes.

PN10673  
I take it that that's a topic that would have been covered in your Cert III and possib
associate degree as well?‑‑‑Yes, but it is a practical mandatory skill because, becau
prevent people choking, you have to have an understanding of how to monitor peo
eating and what the right equipment is, and you've got to know about how to mix 
consistency of food.

PN10674  
So this was a training course teaching you about the international dysphagia diet
standardisation categories of regular, easy to chew, soft and bite‑sized, mixed and 
pureed; it's about that, is it?‑‑‑That's right, yes.  Yes, it does include that.

PN10675  
How long did that course take to do?‑‑‑I am actually not sure.

PN10676  
If you can't remember it's fine?‑‑‑Yes, I'm not sure.

PN10677  
And then you talk about your medication competency?‑‑‑Mm‑hm.

PN10678  
Again, was that an in‑house course?‑‑‑Yes, that's an in‑house course done with ou
staff.

***        CATHERINE ELIZABETH GOH                                                                                                     XXN MR WARD

PN10679  
So that's overseen by a registered nurse, is it?‑‑‑Yes.  Yes, because they hold the
responsibility of medication and so they have to be sure that we know how to prev
errors.

PN10680  
I take it that's a little bit of theor and then an act al assessment atching o do
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PN10682  
In terms of medications, you say in paragraph 22 that 'We also assist with
medications'?‑‑‑Mm‑hm.

PN10683  
And you say, 'We mainly are helping with pills from Webster‑paks, but sometimes
puffers, creams or eye drops'?‑‑‑Yes.

PN10684  
In terms of medications, am I right in saying that you're authorised to prompt med
but you can't administer?‑‑‑No.  No, some people you have to administer, because
you don't administer injections, not that kind of thing, but from the Webster‑pak y
prompt people, but there are people that you have to help, because say if a dyspha
might have to provide crushed tablets, or put it with yoghurt and put it on a teaspo
That's the degree of administration.

PN10685  
Some of your clients you actually feed the medicine to them?‑‑‑Yes.  That's under
instruction of the – often that one's an instruction by the speech therapist.  But gen
you say, we would prompt people; just take medication out of the Webster‑pak, pu
cup, give it to them, watch them take it, make sure they haven't dropped anything.

PN10686  
The puffers, creams and eye drops, I take it the puffers are like Ventolin inhalers a
inhalers and things like that?‑‑‑Yes.

PN10687  
Are the creams medicated creams?‑‑‑Yes, but we have to have a form signed by a 
For any medication administration there will be a form in the file that says the doc
authorised it, and we have to check against the cream that they have.  You have to
rough understanding of – sometimes you have a brand name and sometimes you h
medical name, which can make it confusing.

***        CATHERINE ELIZABETH GOH                                                                                                     XXN MR WARD

PN10688  
I take it that those things that you've described in paragraph 22, that was part of yo
training with the registered nurse?‑‑‑Yes.

PN10689  
Now I might just ask you some general questions, if I can?‑‑‑Mm‑hm.

PN10690  
Who do you report to – who's the person you report in to in the business?  What ti
they have?‑‑‑We have two team leaders – no, sorry, three - three, but one in our so
region and two in our north region, and we're usually allocated one, but we can as
them.

PN10691  
Do you know if the team leaders have any particular qualification?  Are they regis
nurses or not?‑‑‑No.  They're – I'm just trying to think – I think that they are traine
occupational health and safety, and there's the Cert IV in Training and they have –
from residential care, and the other has been trained as an occupational therapy as
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PN10693  
Can I just go through some examples if the way you operate is similar to other peo
you were showering a client and you noticed they had a tear in their skin, is that so
that's reported to the team leader?‑‑‑No.  That one would be reported to the coordi

PN10694  
Bear with me, can you describe for me the difference between the team leader and
coordinator?‑‑‑The coordinator is there to look after client issues.  The team leade
to look after issues that – say, if I didn't know what to do, I would ask the team lea
then she would direct me.  But if I just noticed a problem with a client, I would re
to the client coordinator, because I know that a skin tear is a problem.

PN10695  
And the coordinators, do they have any particular qualification?‑‑‑Some of them a
enrolled nurses, some of them are social workers – I'm just trying to think.  Some 
have been support workers; some have allied health.  So it's a bit of a variety.

PN10696  
So if you noticed a client was losing weight, is that something you'd report to the
coordinator?‑‑‑Yes.

***        CATHERINE ELIZABETH GOH                                                                                                     XXN MR WARD

PN10697  
I take it at the end of your visit with the client, you'll write some progress notes fo
client?‑‑‑Yes.  If there's anything unusual, you put it in the progress notes.

PN10698  
Bear with me, how I describe this – if you were simply showering the client and n
unusual happened, would you write that in the progress notes?‑‑‑No, you just docu
you've been, because it's assumed that you – it's just assumed that you followed th
plan.  You don't need to note it, because otherwise you'd have hundreds and hundr
pages of 'client had a shower today.'  Some clients are reluctant to shower, so it's r
important to document that they did have a shower or didn't have a shower, but wh
just a standard – like, if everything goes to plan, you don't have to document that.

PN10699  
So you're documenting what we might describe as the exception?‑‑‑Yes.

PN10700  
Let's say in the case of the skin tear, you would document it and contact the
coordinator?‑‑‑Yes.

PN10701  
And is it the coordinator's job then to determine how to proceed after that?‑‑‑Yes. 
coordinator will usually let the clinical staff know and refer – make a referral for t
and check and do some wound care.

PN10702  
I take it then that Brightwater employ their own enrolled nurses and registered
nurses?‑‑‑Yes, they do.

PN10703  
If it' li i l ti it I thi k ' j t id th l ld b f d i t
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depends on the emergency.  If it's critical I'll call the ambulance straight away and
the coordinator.  If it's – if I'm not sure, I'll call the coordinator and they'll direct m
an ambulance and contact the family.

PN10705  
And does the - - -?‑‑‑Well, I wouldn't contact the family;  the coordinator would.

PN10706  
The coordinator would contact the family, yes?‑‑‑Yes.

PN10707  
Yes and am I right in saying it's the coordinator who writes the care plan?‑‑‑Yes.

***        CATHERINE ELIZABETH GOH                                                                                                     XXN MR WARD

PN10708  
How do you receive the care plan?  Do you receive a written copy or an electronic
copy?‑‑‑No, at the moment we have a file in the client's house that, yes, that usual
keep it up on their fridge or somewhere near the front door so that we can find it b
sometimes we have to play 'hunt the file'.

PN10709  
Essentially there's a copy of the care plan in the client's house?‑‑‑Yes.

PN10710  
Hopefully somewhere you can find it?‑‑‑Yes.

PN10711  
I take it is that where you also – do you also use that file to write your progress no
end of the client's visit?‑‑‑Yes, it's the same file.

PN10712  
The same file.  Does the coordinator do an initial risk assessment of the house to m
it's safe to go into?‑‑‑They are supposed to.

PN10713  
I take it by that, that you're a little sceptical and sometimes they might not?‑‑‑Yes,
right.

PN10714  
But they're meant to do that, are they?‑‑‑Yes.

PN10715  
Are you informed as to the outcome of that risk assessment or is that something th
separate to you?‑‑‑Often it's in the file, so it's – when I say that, you would, you kn
probably find that if it's a new client they have that done but sometimes if coordin
change and the circumstances have changed, it may not be.

PN10716  
Are you required to identify hazards in the home if you observe them?‑‑‑Yes, we a

PN10717  
Does that go to the team leader or the coordinator?‑‑‑That would probably go to th
depending on whether it's a hazard for the client or a hazard for the worker so - -
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coordinator know because it's affecting them.  Often it's things like loose mats tha
to be aware of.

***        CATHERINE ELIZABETH GOH                                                                                                     XXN MR WARD

PN10719  
I take it if it's a client issue the coordinator will engage with the client?‑‑‑Yes, the 
their family.

PN10720  
Does the team leader do the same on your behalf as well?‑‑‑No, I think the team le
would – yes, the team leader would have a discussion with the coordinator that so
needs to be fixed and she would organise it with the - - -

PN10721  
They would take care of making sure it's fixed?‑‑‑Yes.

PN10722  
Have you ever personally felt unsafe with a client?‑‑‑Yes.

PN10723  
Is there a procedure that you're required to follow if you are feeling unsafe?‑‑‑Yes
feeling unsafe you can – and the client is safe, you can actually just leave and let t
know that you weren't able to stay in the service.

PN10724  
I take it that that might relate to the client's behaviour but it also might relate to so
that's going on in the house?‑‑‑Yes, it could be.  It could be that the client is smoki
the worker, they're not supposed to smoke around us.  Sometimes it's something li
sometimes it's aggression or sometimes it's sexual comments.

PN10725  
I take that you report those back to the coordinator and the coordinator deals with
them?‑‑‑Yes.

PN10726  
Have you personally had to leave a house?‑‑‑Yes.

PN10727  
Recently?‑‑‑Not for a while, no.

PN10728  
Is not for a while a few years or - - -?‑‑‑I'm trying to think when it – yes, a couple 
It's a couple of years since I had that.  I think I'm very good at communication.

PN10729  
You're very good at de-escalating?‑‑‑Yes.

***        CATHERINE ELIZABETH GOH                                                                                                     XXN MR WARD

PN10730  
I'm just interested because I haven't seen one of these before.  What skills did the 
degree in dementia give you that the certificate 3 didn't give you?‑‑‑Well, that's ve
explain.  It's a level of – I suppose it would cover psychology, biology, health issu
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I take it what you've just described is it's broader in scope and deeper in knowledg
compared to the cert 3?‑‑‑Yes, yes, and it also applies to – even though it's dement
does apply to aged care in general, not just dementia care.

PN10732  
There's a variety of skills that you learnt in the associate degree that have broader
application?‑‑‑Yes.

PN10733  
Could you give me an example?‑‑‑Well, one of the units I did was in understandin
right in dementia care.

PN10734  
Yes?‑‑‑Understanding where the line is, where their decision-making starts and fin
where families have a right to say, you know, where there's guardianship issues, th
thing.

PN10735  
I take it, it's made you more competent and more confident?‑‑‑Yes.

PN10736  
Ms Goh, thank you very much for your answers.  Commissioner, we have no furth
questions.

PN10737  
COMMISSIONER O'NEILL:  Mr Oski, any re-examination?

PN10738  
MR OSKI:  No re-examination, Commissioner.

PN10739  
COMMISSIONER O'NEILL:  Ms Goh, thank you very much for your evidence th
morning.  You're excused and free to go?‑‑‑Thank you very much.

<THE WITNESS WITHDREW                                                          [11.10 AM]

***        CATHERINE ELIZABETH GOH                                                                                                     XXN MR WARD

PN10740  
COMMISSIONER O'NEILL:  This might be a good time to take a short break but
before we do can I just raise one matter for the Union representatives:  can you ind
after the break when there will be an updated hearing plan for the employer witne
dealt with tomorrow and Thursday, please.  I'm conscious of the discussion the oth
where 13 hours was referred to and there was a question about how would be doin
If you can indicate when that will be provided after the break and we will resume 
The Commission is adjourned.

SHORT ADJOURNMENT                                                                   [11.11 AM]

RESUMED                                                                                             [11.30 AM

PN10741  
COMMISSIONER O'NEILL:  All right, the Commission is resumed.  Is there any
can update me on when the hearing plan will be filed?

6855



order from Mr Ward earlier this morning, or in the course of this morning which h
witnesses on Wednesday afternoon and the remainder throughout the day on Thur

PN10743  
I think the only suggestion I was going to make out of that was maybe that if it do
cause great inconvenience it may be advisable to have another witness available o
Wednesday afternoon, in case they are reached, to avoid too much of a crush on T
but that was the only suggestion I was going to make.  I don't think we have comm
that to Mr Ward yet, he's been sitting in the hearing obviously, but that was the on
suggestion I had in relation to that, otherwise the order of the witnesses is a matter
Ward and his clients obviously.

PN10744  
COMMISSIONER O'NEILL:  Mr Ward?

PN10745  
MR WARD:  Well, Mr Gibian is right, it's the first I have heard of it, but that's fin
one of my people make some enquiries now to see if we can have a third on stand
afternoon, that's fine.

PN10746  
COMMISSIONER O'NEILL:  So I am just looking to see when you're going to fi
actual list of the order.

PN10747  
MR OSKI:  I'm sorry, I was on mute.  I mean, we can certainly provide the propos
that we received from Mr Ward now or immediately subject to the one matter I m
and that's just for the abundance of caution so that we don't have any time that's w
Wednesday, if that comes to pass.

PN10748  
MR WARD:  Commissioner, if I could just have a moment, Ms Lombardelli's dea
that.  I understand we're endeavouring to get it to you by 12 o'clock.  If I could jus
moment to withdraw and quickly talk to her, I'm sure I can sort that out in the nex

PN10749  
COMMISSIONER O'NEILL:  Yes, please do.

PN10750  
MR WARD:  Thank you, Commissioner.

PN10751  
MR McKENNA:  And, Commissioner, while Mr Ward does that, I'd just echo wh
Gibian has said.  My instructing solicitors actually have written to Ward, no doubt
other things happening at the moment, but a short time ago suggesting precisely w
Gibian has raised, and perhaps if there is to be someone on standby it might be on
witnesses who's estimated to take less time.

PN10752  
COMMISSIONER O'NEILL:  All right.

PN10753  
MR WARD:  The benefits of an electronic hearing, I think.  Commissioner, we've
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Can I indicate that we're going to make inquiries to see if Ms Sue Cudmore could 
available for Wednesday if we need a pinch hitter to come on in the afternoon.

PN10755  
COMMISSIONER O'NEILL:  Okay.

PN10756  
MR WARD:  And subject to hearing back from Ms Cudmore, I'll be able to confir
before the close of business today.

PN10757  
COMMISSIONER O'NEILL:  Thank you very much.  Mr Oski, is it Ms Moffat n

PN10758  
MR OSKI:  No, because Ms Moffat cannot do any earlier than midday, so we prop
bring forward, Ms Morton from 12.30 to now.  I believe she's on the line.

PN10759  
COMMISSIONER O'NEILL:  All right, and she's ready to be admitted?  All right

PN10760  
Ms Morton, can you hear me all right?  Ms Morton, can you hear me?

PN10761  
MS MORTON:  Yes, I can hear you.

PN10762  
COMMISSIONER O'NEILL:  Lovely.  Are you able to turn your camera on at all

PN10763  
MS MORTON:  Yes, I can.

PN10764  
COMMISSIONER O'NEILL:  Lovely.  All right, well, Ms Morton, I'm Commissi
O'Neill, and my associate is just going to have you take the affirmation.

PN10765  
MS MORTON:  Okay.

PN10766  
THE ASSOCIATE:  Ms Morton, can you please say your full name and work add

PN10767  
MS MORTON:  My name is Susan Mary Morton, and my work address is in Penr

<SUSAN MARY MORTON, AFFIRMED                                         [11.35 AM]

EXAMINATION-IN-CHIEF BY MS OSKI                                       [11.36 AM

PN10768  
COMMISSIONER O'NEILL:  Mr Oski.

PN10769  
MR OSKI: Good morning Ms Morton I'm Sheldon Oski I appear for the UWU
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Thank you.  I understand you've made a statement for the purpose of the proceedi
that correct?‑‑‑Yes, I have.

PN10772  
That statement is dated 27 October 2021 and runs to 47 paragraphs over six pages

***        SUSAN MARY MORTON                                                                                                                   XN MS OSKI

PN10773  
Do you have a copy of that statement with you?‑‑‑Yes, I do.  Yes.

PN10774  
Perfect.  Have you had an opportunity to read through it again?‑‑‑I did, but I don't
everything that I've written down of course.

PN10775  
Not a problem?‑‑‑Yes, it's true and correct.  Yes.

PN10776  
Commissioner, that's at document 248 at page 12190 of the digital court book, and
to rely upon that statement.

PN10777  
Now, Ms Morton, you'll be able to see on one of the windows on your screen Mr N
Ward.  He will now ask you a few questions?‑‑‑Hi Nigel.  Yes.

CROSS-EXAMINATION BY MR WARD                                         [11.37 AM]

PN10778  
MR WARD:  Ms Morton, how are you, good morning?‑‑‑Good morning.

PN10779  
My name is Nigel Ward.  I appear in these proceedings for the employer interests,
just going to ask you a few questions.  Do you have a copy of your statement in fr
you?‑‑‑Yes, I do.  Yes.

PN10780  
Lovely.  Can I just start with your title?  You're described as an advanced care wor
that a senior care worker in your organisation?‑‑‑Yes, that's what we used to call a
So, we would do complex care as in especially, like, looking after the customer, m
bowel care and those sorts of procedures.

PN10781  
So, in your organisation there's a less qualified or experienced care worker undern
grade?‑‑‑Yes, we go through to grade 4, but that's only if you're a mentor or a train
that at one stage, but I'm not now, but, yes, a grade 3 is the highest you can go in t

PN10782  
In the field, okay.  Okay?‑‑‑Yes.

PN10783  
And you say in paragraph 4 that you trained at business college and to be a nurse. 
right that you didn't finish your nursing?‑‑‑Yes, because I couldn't give needles.

6858



were called home care that's when, you know, I was a mentor and a trainer and go
of - yes, that sort of qualifications, yes.

PN10785  
So just bear with me.  So, I just struggle to see it, do you have a certificate III in
‑ ‑ ‑?‑‑‑Aged and community care, I think it is.

PN10786  
Okay?‑‑‑Yes.

PN10787  
Do you have a certificate IV as well?‑‑‑I don't think when I was doing it that there

PN10788  
Right.  But you have a three?‑‑‑Yes, I'm pretty sure.

PN10789  
That's okay.  No, that's fine?‑‑‑You're really testing my brain, aren't you?

PN10790  
It was a while ago, was it?‑‑‑Absolutely.  And when you become an old fart, you k
brain doesn't work much any more.

PN10791  
Excellent.  Could I just talk a little bit about structure at Australian Unity?  If you 
paragraph 5 you talk about a number of different roles?‑‑‑Yes.

PN10792  
The first role you talk about is a service coordinator.  Is the service coordinator the
who supervises you?‑‑‑Yes.  Yes, she's supervises.  And she's the one who goes ou
talks to the customer and puts the care plans into place, and, you know, sets the ba
And we answer to the service co, yes.

PN10793  
And I take it the allocators, they're the people who build your roster, are they?‑‑‑Y
are.  Yes, they are.

PN10794  
So, if you're upset with the roster, they're the people who did it?‑‑‑Well, I generall
the throat for both of them, but anyway.

PN10795  
Can I ask you some general questions, then I'll possibly come back to your statem
the service coordinators do the care plan?‑‑‑Yes.

***        SUSAN MARY MORTON                                                                                                              XXN MR WARD

PN10796  
And how are you provided the care plan?‑‑‑Well, on this phone that, you know, w
because we never used to do them, and we go to our (indistinct) the phone and go 
roster, you click on the person that you're going to work with today, and then there
plan, you know, on the screen, and you just hope that it is there, and it is up-to-dat
is correct, because sometimes ‑ ‑ ‑
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PN10799  
I take it that sometimes you're concerned that it might not actually be where it's m
be?‑‑‑Well, sometimes it is because as you realise when we're dealing with the old
because they've split us now, we don't do disabled any more, we do the oldies, and
dailies needs changes, and they also deteriorate, and if you haven't been - you kno
only get - maybe they might only get a weekly - or not so much weekly, but they -
sometimes they get three times a week showers, so, you know, things can happen,
know, in each day, so you just hope that everything is up-to-date when you go ther

PN10800  
I see.  And when you finished your visit with a client ‑ ‑ ‑?‑‑‑Yes.

PN10801  
‑ ‑ ‑ I take it you record your progress notes somewhere?‑‑‑Yes, we do, and that's a
contention, because we're finding that the more and more that it's happening we're
paid for any of this stuff, and so AU are telling us that we're supposed to do it in th
customer's home, and how you can do - read a care plan, in a half an hour, if it is a
hour shower, read the care plan, give somebody a shower and give them all the TL
need to do.

PN10802  
Yes?‑‑‑And then also write something as well.  That's, you know, and they're sayin
in their time.  Well, it doesn't really – in the real world that doesn't happen.

PN10803  
That's okay but - - -?‑‑‑We do a lot of unpaid work.

PN10804  
Well, that's why you're probably a member of a union?‑‑‑Yes.

***        SUSAN MARY MORTON                                                                                                              XXN MR WARD

PN10805  
Can I ask, though, where are the progress notes written?  Are they written in a boo
client's house?‑‑‑Generally, no.  They keep it all on that – in that same (indistinct)
actually when you click and flick all this rubbish and it says, 'Write notes.  Create 
And you actually go in there and you write what happened for the day, you know, 
was – you'll always have to write something.  You know, whether you've just give
you know, an assisted shower and, you know, do the care plan, you know, put thei
Sorbolene and stuff on.  But if something you feel is not right, you know, with the
customer, you would note it but also if it's bad enough, you know, then you would
be doing it in a DoneSafe – which we call a hazard or an incident.  But if I think it
enough I just ring the coordinator and say, 'Hey, you know, we better get somethin

PN10806  
Just help me out there.  We might do this slowly?‑‑‑Yes.

PN10807  
What is DoneSafe?‑‑‑DoneSafe is another app on this phone of ours where we clic
and that's where we fill a hazard in, and a hazard has something that has potential 
somebody.  So and if that's – yes, so we fill a hazard in and that – and we've got to
within – that's a reporting mechanism we must do within 24 hours.  Or if there's so
that it's not actually a hazard that's going to be a harming thing but there's an incid
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some small incident that could happen, you would put that on an incident form as 

PN10809  
You said if it was more serious you'd ring the service coordinator directly?‑‑‑If I'm
concerned, yes, I would be.  I would be saying, 'We need to get the nurse out there
know, if it was like a bedsore that I'd seen deteriorating and then I would actually,
know, I don't know – I don't care whether they like it or not but they normally hea
if I, you know, if I think they need to hear.

PN10810  
If you were showering me this morning and you saw a bruising or you saw a beds
saw a tear in my skin, you would probably go straight to the coordinator?‑‑‑Well, 
be telling her that we – you see, it also depends on, you know, the household.  I m
your wife is there and she looks after you lovingly and she's the one that's going to
know, do something, well, then you bring it to her attention but you would actuall
incident form to say that's there, you know, and you've told the wife.  But, you kno
– and, I mean, as they get older too some of them are capable of doing things and 
them aren't.

PN10811  
Okay?‑‑‑Yes, so it just depends.  Each one's needs has to be dealt with different.

***        SUSAN MARY MORTON                                                                                                              XXN MR WARD

PN10812  
I take it that Australian Unity employ their own nurses, do they?‑‑‑Yes, they do, y

PN10813  
And is - - -?‑‑‑Apparently – sorry, what?

PN10814  
No, go on.  You talk?‑‑‑No, I was going to say, apparently now the dear governme
have, when they have this package they have to – the nursing has to come out of t
package so that they're not double-dipping and going to the community nurse.  So
didn't have a package you'd ring the community nurse and they would come out, b
you've got a package, well, then the nurse's fee comes out of your package and tha
cheap, I can tell you now.

PN10815  
No, that's okay but let's say you noticed I a tear in my skin, you might contact the 
coordinator and the service coordinator would then contact the registered nurse?‑‑

PN10816  
The registered nurse would go and deal with the clinical issue?‑‑‑Yes, yes but bear
you know, they sort of – their – they've got a big area to cover so they wouldn't be
go out at the drop of a hat.  Everything has sort of got to, you know, take it into wh
they are.  I don't know how many nurses we've got on board but, yes, so they have
out to get there.  But if it's an emergency type situation, often a nurse might go ou
you know, to go and deal with that, you know, with – I had one recently where I w
gobsmacked because I was off with COVID and when I come back I couldn't beli
bedsore this man had, how bad it got, so the nurse actually got out there that very 
which was great to deal with.
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would probably get asked, you know, the wife, you know, what she's got there and
even just apply some sort of lotion or potion until the nurse, you know, gets there.
would only be life-threatening situations that we would be calling the, you know, 
ambos.

PN10819  
If I was seriously short of breath or something like that, that might be a Triple
0?‑‑‑Absolutely, yes, or if you had a fall.

***        SUSAN MARY MORTON                                                                                                              XXN MR WARD

PN10820  
Yes?‑‑‑We're not allowed to pick you guys up so, you know, we would be calling t
to come out and assess the situation and, you know, and then see what's going to h

PN10821  
Do you ring Triple 0 yourself or do you ring the service coordinator to ring Triple
we would – it's getting harder and harder to get these guys to answer the phone.  W
be ringing Triple 0 or, as I said, if the wife was there or the husband or whatever, t

PN10822  
They would?‑‑‑ - - - ring Triple 0 while we're there with them, you know, like, and
that way.  And we normally stay there until the ambos come to see, you know, wh
to happen and so forth.

PN10823  
In paragraph 19 you talk about medication?‑‑‑Yes, yes, yes.

PN10824  
Am I right that you did extra training to do medications?‑‑‑Yes, this wonderful com
work for did bring in a trained nurse and take us in – you know, we actually sat in
session and they run through the medication, you know, the procedures, you know
giving out medication and how you give it and what you're supposed to do and so

PN10825  
In terms of tablets, do you understand that to be Schedule 4 medications, not Sche
8?‑‑‑Yes, well, we're only allowed to give tablets that are in a blister pack.

PN10826  
Right?‑‑‑Say, for instance, your wife, you know, doses up your little dosette boxes
all the tablets in the plastic one, she wants to get rid of you for the day.  You know
then she'd say, 'Okay, Sue, you know, give these to him today.'  We're not allowed 
anything out in a dosette box, you know, those little plastic ones.

PN10827  
Yes?‑‑‑We can only give something which is in a blister pack which the chemist h
know, filled in and that hasn't been tampered with.  You know, you've got to push 
little cellophane and alfoil pack which you actually push through and, yes, and tha
only sort of medication that we're allowed to give out.

PN10828  
In terms of giving it out, just bear with me in terms of how I describe this.  I think
is medication prompt?‑‑‑Yes, yes.
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have to use that little – empty the, you know, the pack into maybe a little medicine
something and give it to them.  That's if they can't get it out themselves.

PN10830  
You talked about paraplegic and quadriplegic, is that a reference to when you wer
disability care?‑‑‑Yes, see, over 65 if they became a – you know, before the NDIS
effect, you know, if they – well, under 65 the NDIS look after them.  So if somebo
already over 65 and they are a paraplegic or a quadriplegic, well, they would – yo
the aged care look after them.

PN10831  
Right?‑‑‑But sometimes that's due to maybe MS, multiple sclerosis so, therefore, y
they are confined to the bed or paralysed down one side.  And so, yes, you know, 
when I – but mainly, as I said, NDIS would do the paras and the quads.

PN10832  
Am I right in saying you used to do both disability work and aged care work?‑‑‑A
and I loved it because we had a mixture of both and so then when Australian Unit
their wonderful system decided to split us, you got a choice of who you wanted to
with but because I'm an old fart now I thought, no, they'll burn me out, disability, 
stayed with my oldies.  But I love them to death anyway, my oldies.

PN10833  
In addition to the Webster pack pills, you do eye drops and ear drops.  Again, they
medicated eye drops and ear drops?‑‑‑Yes and that was also in part of the training 
where, you know, you're washing your hands and you've got gloves and you need 
the date on the pack and also, you know, what they are and then, you know – you 
if you're going to give eye drops or ear drops, yes, you know, you have to follow p
there as well.

PN10834  
I take it when you did the training the nurse assessed you and signed you off as be
competent?‑‑‑Yes, yes, she did.

PN10835  
I think you said earlier the service coordinator is writing the care plan.  I think tha
right, wasn't it?‑‑‑Yes, yes.

PN10836  
Do they go out and do a risk assessment of the home to make sure it's safe as part 
up a client?‑‑‑Yes, they do, they do, and I think what we find is the service co who
were care workers or had nursing backgrounds are far better at assessing and writi
plans than, you know, just the - and we're finding that more and more now that we
service co's that are coming, you know, from other organisations, you know, not n
a caring background.  You know, we've had some come from, you know, working 
and all these sorts of things.  They don't - they're not as experienced, you know, as
clients and writing care plans as what, you know, the people that have already had
experience either in the field or have been nurses.  You can see the difference whe
write their care plans.

***        SUSAN MARY MORTON                                                                                                              XXN MR WARD

PN10837  
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PN10839  
When you go yourself do you do any mini risk assessment along the way or do yo
any hazards, is that part of the process as well?‑‑‑Yes, yes.  You know, you've got 
your eyes and ears open at all times as I said, you know, going in and checking, be
sometimes if a customer knows that a coordinator's coming sometimes they can b
cheeky, you know, and have the good vacuum cleaner sitting there, you know, and
get there they don't want you to use that one or there could be cords across, you kn
hallway, or there's a heater in the shower that they want you to put on, you know, 
you're giving them a shower, and the coordinator may not see any of that sort of st
us care workers, the hands on guys, that pick up a lot more.

PN10840  
I just want to understand a few things if I can.  Can I just take you to paragraph 21

PN10841  
Is that a story about you or is that a story about somebody else?‑‑‑No, it's someon
hear about it, because I'm a sticky beak and I hear - I talk to everybody.

PN10842  
No, that's okay, I just wanted to understand.  Then at 25 you say, 'I recall earlier in
employment that carers would carry a receipt book.'  Are you talking there about t
or what - - -?‑‑‑Absolutely.  Yes, I started - I started 34 years ago, and when I first
we actually had a book that we would take the money and we would - you know, a
the customer a receipt, and then at the end of the week we'd go to the office and g
receipts, but we kept the money and so then that was taken out of our wage, the m
you kept, you know, that you got from the customer, and the customers loved that 
they didn't have to go anywhere.  You know, now they've got to go to banks, or no
and do all this electronic stuff now anyway, but that was the good old days.

PN10843  
I remember them well.  In paragraph 33 you're talking about your notes there.  Ar
the notes you told me earlier on you put into the app?‑‑‑Yes.  Yes, and Procura, ye
course, you know, like we've got care workers and we've got cowboys as I call the
it depends on, you know, what sort of notes they put in.  Some people, you know, 
do it.  I mean, I know we're supposed to do them, sometimes girls - well, I think m
forget or they run out of time, but every customer we are supposed to do a custom
You know, every customer we do we've got to report something.

***        SUSAN MARY MORTON                                                                                                              XXN MR WARD

PN10844  
Okay.  If I can take you to paragraph 11 in light of that comment.  You say in para
'In my experience new starters do not receive adequate training to work in the fiel

PN10845  
Do your new starters all have Certificate IIIs now?‑‑‑They are putting them throug
because they're always looking to put bums on seats straight away sometimes they
actually taken out, you know, and given like a buddy and they can go out and wor
their buddy and, you know, so got to have their manual handling, and then they w
out in the field as quick as they can because, you know, we are so short staffed, an
what happens is they do a Certificate III like a registered training course and they 
do it in their own time, and with COVID I know it's been hard, because they used 
to the office one day, I don't know, it was a month I think, to do some of their wor
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PN10847  
Do you work with them?‑‑‑Not a lot, because most of our jobs - you know, you're 
your own, you know, you sort of live your own world, you're out there doing custo
you don't - you could go all week and never see another care worker.  You could g
month and not even see another care worker.

PN10848  
When you talk about these new starters you haven't personally worked alongside
them?‑‑‑Not unless they come out for buddy training with me, but because I do a l
complex work sometimes they don't really want me to take them out to see some o
complex stuff, but will take them out with some of the other girls that are doing m
simple stuff, because, you know, that's what they're going to be doing when they f

PN10849  
I take it by complex work you don't mean you do clinical work?‑‑‑What do you ca
clinical?

PN10850  
Well, work that would require a scope of practice of an enrolled nurse or a register
nurse?‑‑‑No.  No.

PN10851  
So your work is care work and it's within the scope of your Certificate III?‑‑‑Yes. 
Because as I said some of our customers as they deteriorate (audio malfunction) o
week.

***        SUSAN MARY MORTON                                                                                                              XXN MR WARD

PN10852  
COMMISSIONER O'NEILL:  Ms Morton, we just had a bad line there so we didn
clearly your answer to that question?‑‑‑Sorry.  Yes, so what I was just referring to 
hear me now?

PN10853  
Yes?‑‑‑Yes.  A lady that has multiple sclerosis, and she's had it - she's in her 70s, s
since she was early 30s, and so now she's confined to bed, she can't walk and she's
paralysed down one side.  So those sort of customers we wouldn't - well, we hope
be sending our new staffers to, because it is complex, you know, doing a bed bath 
somebody that's paralysed and, you know, you're rolling them, changing their clot
putting clean sheets on the bed and all that sort of stuff.  That wouldn't - well, occ
they do a bit of a slip up and they may send new staff in because they're looking fo
on seats, but that - you know, hopefully that doesn't happen.

PN10854  
MR WARD:  I take it your deep experience dealing with people with disabilities w
come into play there?‑‑‑Absolutely.  Absolutely, yes.

PN10855  
Thank you, Ms Morton.  No further questions, Commissioner.

PN10856  
THE WITNESS:  Thank you.
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COMMISSIONER O'NEILL:  All right.  Ms Morton, thank you for your evidence
and you're excused and free to go?‑‑‑Okay.  Thank you so much.  Thank you for li
Thank you, bye.

<THE WITNESS WITHDREW                                                           [12.00 PM

PN10860  
COMMISSIONER O'NEILL:  I think we have Ms Moffat ready to join.  Ms Moff
you hear me all right?

PN10861  
MS MOFFAT:  Yes, I can.

PN10862  
COMMISSIONER O'NEILL:  All right.  Would you be able to turn your camera o
can.

***        SUSAN MARY MORTON                                                                                                              XXN MR WARD

PN10863  
MS MOFFAT:  It's on.  There we go.

PN10864  
COMMISSIONER O'NEILL:  We can't see you.  Perhaps give it another go.  Ms 
any luck with that?

PN10865  
MS MOFFAT:  I can see (audio malfunction) and my camera states that I'm on - in
camera I'm right down the bottom, so I don't know what - - -

PN10866  
MR GIBIAN:  We can see Ms Moffat if it's any assistance.

PN10867  
COMMISSIONER O'NEILL:  Can you?

PN10868  
MR GIBIAN:  Yes.

PN10869  
COMMISSIONER O'NEILL:  All right.  Maybe it's a problem at my end.

PN10870  
MR WARD:  I can't see - - -

PN10871  
COMMISSIONER O'NEILL:  Can you see Ms Moffat?

PN10872  
MR OSKI:  I can't see Ms Moffat either, Commissioner.

PN10873  
COMMISSIONER O'NEILL:  No.  Mr Ward, how about you?
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PN10876  
MS MOFFAT:  Okay then, I'll just try again.

PN10877  
COMMISSIONER O'NEILL:  Thank you.  All right, Ms Moffat, it's almost like y
popped out momentarily.

PN10878  
MS MOFFAT:  It could be the area too that we're in.  It might be a technical issue

PN10879  
COMMISSIONER O'NEILL:  I think we might just press on in the circumstances
Ms Moffat, I'm O'Neill C and my associate is just going to take you through the af

PN10880  
THE ASSOCIATE:  Ms Moffat, can you please say your full name and work addr

PN10881  
MS MOFFAT:  Maria Ann Moffat, and my work address is 155 Marius Street, Tam

<MARIA MOFFAT, AFFIRMED                                                       [12.02 PM]

EXAMINATION-IN-CHIEF BY MR OSKI                                       [12.03 PM

PN10882  
COMMISSIONER O'NEILL:  Mr Oski.

PN10883  
MR OSKI:  Thank you, Commissioner.  Good afternoon, Ms Moffat.  I'm Sheldon
I'm appearing for the UWU today.  Can you repeat your full name for the record?‑
Maria Ann Moffat.

PN10884  
I understand you've made a statement for the purposes of these proceedings, is tha
correct?‑‑‑That's true, yes.

PN10885  
And I understand that statement is dated 27 October 2021.  It runs to 52 paragraph
five pages?‑‑‑Yes.

PN10886  
Do you have a copy of that statement with you?‑‑‑Yes, I do.

PN10887  
Have you had an opportunity to read through it again?‑‑‑Yes, I have.

PN10888  
Can you confirm it's true and correct to the best of your knowledge and recollectio
only thing at the moment is the employment history.  At the time I was working in
disability sector, but now I've ceased that work at the moment.

PN10889  
Thank you.  Commissioner, that's at document 244 at page 12164 of the digital co
and e seek to rel pon that statement Does the Commission req ire s to re fi
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COMMISSIONER O'NEILL:  No.  I think that's more in the way of clarification t
correction.  Ms Moffat, hopefully you can see Mr Ward in one of the boxes wavin
hand?‑‑‑Yes.

PN10891  
He's now going to ask you some questions?‑‑‑Okay then, thank you.

CROSS-EXAMINATION BY MR WARD                                         [12.05 PM]

PN10892  
MR WARD:  Ms Moffat, can you hear me okay?‑‑‑Yes, I can.

PN10893  
Thank you, Ms Moffat.  My name is Nigel Ward, Ms Moffat.  I appear in these pr
for the employer interest.  Do you have your statement in front of you?‑‑‑Yes, I do

PN10894  
Can I just start with something you just said at the end there?  I take it when you m
statement you were doing both aged care, home care and disability home care, we
you?‑‑‑I was doing aged home care, but I was doing disability privately.

PN10895  
I'm not trying to pry here, but when you say private, do you mean you had a secon
you?‑‑‑Yes, I did.

PN10896  
And you've got both the Certificate III in Aged Care and the Certificate III in Disa
that's correct?‑‑‑In Aged Care, Disability, and Community Care.

PN10897  
Am I right that when you are working in aged care you draw on the skills from bo
those certificates?‑‑‑I draw on from all of my certificates and my years of experien

PN10898  
So you draw on your certificates and your years of experience?‑‑‑Yes.

PN10899  
I just want to understand paragraph 7 and 8.  I just wanted to ask a few questions a
you're set up as Australian Unity?‑‑‑Yes.

PN10900  
I take it that you report to the service coordinator, is that right?‑‑‑If we've got any 
we've got a phone call Procura where we can actually write dated notes.  We eithe
note a lot of things, but if we have something that's arising that is a bit of an emerg
we feel it needs attention, we first go to the service co, yes.

***        MARIA MOFFAT                                                                                                                            XXN MR WARD

PN10901  
I take it that word, 'allocator', they're the people who build your rosters?‑‑‑That's r

PN10902  
Does Australian Unity have registered nurses or enrolled nurses that it uses as wel
currently have one in our office; a registered nurse yes
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Is it the service coordinator who writes the care plan with the client?‑‑‑Honestly, I
be able to tell you yes or not of that.

PN10905  
So you don't know who writes the care plan?‑‑‑No, I don't.

PN10906  
But it's not you?‑‑‑No, it's not me.

PN10907  
Is the care plan provided to you on your app, or do you get a hard copy of it?‑‑‑No
plan's usually on our Procura app.

PN10908  
When you go to visit a client and you have to write progress notes at the end of vi
client, do you write those in a book at the client's house or do you write them in th
app?‑‑‑Usually in both.  If there's a communication book at the client's, they're wr
so the next girl knows what's going on, and they're also written in the dated note in
Procura.

PN10909  
Now, some people have said that if there's nothing out of the ordinary, they don't w
anything.  They only write things if there's something out of the ordinary, an excep
you write something in the book and the app regardless of what's going on?‑‑‑I do
simple reason there's not always the same girls going in.  So for instance, if I'm do
an hour personal care, that may only take half an hour, so then we might make the
clean the bathroom, clean the kitchen.  So that's all in my dated notes in the book 
next girl then knows what she can do to carry on that next service.

PN10910  
So you might have got a little bit ahead and you've been able to do something extr
you don't want the person coming in after you to re‑do what you've already done?
that's right.  Yes.

***        MARIA MOFFAT                                                                                                                            XXN MR WARD

PN10911  
Do I take it that you're currently providing both domestic support and personal car
support?‑‑‑Yes, I am.

PN10912  
Is there a percentage breakdown between the two?‑‑‑Recently my domestic has pr
dropped down a little bit, and the personal care has picked up.  That's probably wi
fluctuating employees.  But yes, I used to do quite a bit of domestic, but it's more 
personal care now.

PN10913  
Can I just take you to paragraph 15?‑‑‑Mm-hm.

PN10914  
Sorry, paragraph 14; I'll start there.  You say, 'Face‑to‑face manual handling trainin
conducted every two years.'  Does that run as a group program?‑‑‑Yes.  We usually
that, and there's so many out of each of our teams.  We've got three teams in Tamw
it' t f h t i d d th i l t i i h t t
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PN10916  
Right?‑‑‑Yes.  There is techniques.

PN10917  
I believe you.  15, you say, 'Most other training is done through the LMS system.' 
online platform, I take it?‑‑‑Yes, it is.  Yes.

PN10918  
And when you say, 'other training', what other training are you provided?‑‑‑Well, w
up dementia.  We have dementia training, we have palliative care training.  There 
again our code of conduct.  Any sort of training we lead is on the learning app.  Th
extra courses there if we want to go in and do extra courses.

PN10919  
Let's just take a couple of those as an example.  Dementia training, how long does
to do?‑‑‑It can – depending on how you read.  Sometimes you've got to read the q
or the information twice.  But it can take anywhere between half an hour and an h

PN10920  
Is there a test at the end of it, or is it just a thing you do?‑‑‑No, there is always a qu
end of them.

***        MARIA MOFFAT                                                                                                                            XXN MR WARD

PN10921  
And the palliative care, I take it that's similar?‑‑‑Yes.  I've only just got recently m
there, so I haven't started my palliative care.  I've probably done a few palliative c
the field, but that's come with other knowledge with, you know, with looking after
as well.

PN10922  
Are those types of courses mandatory?  You have to do them?  The employer requ
or - - -?‑‑‑If we're going to do palliative care out in the field - - -

PN10923  
Yes?‑‑‑ - - - yes, it will be a mandatory course, I would imagine.  I actually asked 
palliative care because that's where our aged is heading and a lot of them want to 
home, not go to nursing homes.

PN10924  
I take it that when somebody is in a palliative state at home they're being looked a
you and nurses and doctors at the same time?‑‑‑Yes and usually family members.

PN10925  
Are the nurses likely to be from your Australian Unity group or are they likely to 
community nurses and things like that?‑‑‑Well, that would depend on what packag
circumstances the client has, yes.

PN10926  
So they possibly could be from you but they might be from community nurses or 
else?‑‑‑Yes, that's sort of out of my field so, yes.

PN10927  
No that's oka That's oka J st at paragraph 33 o talk abo t attending f nera
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Yes?‑‑‑It's closure for us.  That's my personal feelings.  I feel that that's something
nice for me to do which shows that I'm not on the job just for the money.

PN10929  
I just want to understand what you've just told me, so you're saying the employer 
it's your choice, and when you said it's just been covered off in the EBA, does that
you're now given time off to attend the funeral?‑‑‑Don't quote me because I'm not
sure of the writing in the EBA but I'm sure it's supposed to be if it's a long-term cl
are supposed to get paid.

PN10930  
Okay?‑‑‑Yes but I'm not totally 100 per cent sure, yes.

***        MARIA MOFFAT                                                                                                                            XXN MR WARD

PN10931  
I understand.  I understand.  Then in paragraph 39 and 40 you talk about medicati
you do extra training to do your medications?‑‑‑Yes, I did.

PN10932  
Was that with Australian Unity or was that external?‑‑‑No, that was with Australia

PN10933  
Was that done by a registered nurse?‑‑‑Yes, that was in the office back in the day, 
there's probably a medication course that can be done but I think it still has to be s
by the registered nurse.

PN10934  
Am I right that you prompt medication, you don't administer tablets?‑‑‑That's righ
lot of us put them in the medication cup.

PN10935  
Yes?‑‑‑We count the tablets, we hand them to the client and the client takes them w
glass of water.

PN10936  
I take it that you're also trained to do eye drops and ear drops and things like that?
are.

PN10937  
You talk about catheters.  Do you have clients who have catheters?‑‑‑Not anymore
ago we had quite a few but there doesn't seem to be many on my roster at the mom

PN10938  
Could I just ask some questions about actually being on the job?  I'll just give you
examples, I just want to sort of see how Australian Unity do things.  If you were s
a client and you observed a tear on the client's skin, is that something that has to b
to the service coordinator?‑‑‑Yes, that's exactly what we would do.  We would get
client out, we'd dress and whatever we needed to do.  Then we would contact the 
straight away because then she would put in place to get the registered nurse to co
and check.

PN10939  
In the meantime ha e o got first aid training to help? I do ha e first aid trainin
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PN10941  
Am I right that something like that might also be recorded in Procura as well?‑‑‑It
would be and it would be in the communication book if there was one in the hous

***        MARIA MOFFAT                                                                                                                            XXN MR WARD

PN10942  
So the next person coming in could see that that had been observed by you on you
shift?‑‑‑Yes, yes, yes.

PN10943  
If it's much worse than that, let's say that I'm seriously short of breath and you're c
for me, is the procedure that you ring Triple 0 or is the procedure you ring the serv
coordinator?‑‑‑I ring Triple 0.  We get the ambulance organised and then we ring t
co, but we make sure the patient is right first before we go to that step.  The office
notified if there's an ambulance called.

PN10944  
Is it the service co's job to ring the family?‑‑‑That I wouldn't be able to tell you be
not a service co.

PN10945  
That's okay.  No, that's all right.  That's fine, that's fine?‑‑‑Yes.

PN10946  
Does the service coordinator do the risk assessment on the house before you walk
in?‑‑‑Sometimes they do.  I wouldn't say that that is 100 per cent because sometim
Procura it can say that this has been an over the phone discussion.

PN10947  
Let me put it another way.  I take it that they're meant to do it but sometimes they
don't?‑‑‑Well, I wouldn't answer that one because I really don't know.

PN10948  
That's all right, don't answer if you don't know the answer, that's fine, that's fine?‑

PN10949  
When you go to a resident, if you see a hazard are you required to report it?‑‑‑Yes
do it on a DoneSafe app on our phone.

PN10950  
That then goes back to the service coordinator, does it, to deal with?‑‑‑Yes, it does
also get an email to say that that has been sent off and just to double-check our inf
is totally right, yes.

PN10951  
Is the service coordinator also responsible for you and the client care or is somebo
responsible for the client?‑‑‑I'm sorry but I wouldn't be able to answer that one.

PN10952  
No, that's okay.  That's fine, that's fine?‑‑‑Yes.

PN10953  
I'll take you to paragraph 35? Yes
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PN10955  
I take it that if you're unsafe you have a procedure you have to follow?‑‑‑Yes, the 
procedure we ever do when we go into a house is find an exit door.

PN10956  
Right?‑‑‑Then if we're feeling at all unsafe we just apologise to the client and say,
I'm sorry but I've just – you know, something's come up and I have to leave.'  Then
outside, get in our car, move our car away from the residence and ring the office a
them what's happening.

PN10957  
Have you had cause to do that?‑‑‑Not personally, no.  I, myself, have family mem
mental issues so I have a little bit more of an understanding of how to settle them 
bit and I think as long as you're using a calm voice a lot of the people will settle d

PN10958  
You're very confident in your de-escalation techniques?‑‑‑Yes, yes and I think that
comes from experience at home.

PN10959  
You gained that experience working with family members at home?‑‑‑That's right

PN10960  
Just a moment, if I could?‑‑‑Yes.

PN10961  
Ms Moffat, thank you for your evidence.  Commissioner, no further questions.

PN10962  
COMMISSIONER O'NEILL:  Thank you.  Mr Oski, any re-examination?

PN10963  
MR OSKI:  No re-examination, Commissioner.

PN10964  
COMMISSIONER O'NEILL:  Ms Moffat, thank you very much for your evidenc
You're excused and you're free to go?‑‑‑Okay.  Thank you for the opportunity.  By
everybody.

<THE WITNESS WITHDREW                                                           [12.21 PM

PN10965  
COMMISSIONER O'NEILL:  As I understand it, so that's it before lunch and then
understand it, when we resume we're starting with Ms McInerney and Ms Bucher.

***        MARIA MOFFAT                                                                                                                            XXN MR WARD

PN10966  
MR McKENNA:  Commissioner, if I can just indicate, Ms McInerney is available
understand, should the Commission wish to proceed with her evidence now.  Alte
she can of course be available straight after lunch.

PN10967  
COMMISSIONER O'NEILL: I'm content with that Mr Ward any problems from
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COMMISSIONER O'NEILL:  All right, terrific.  Then please get her on the line.

PN10970  
Ms McInerney, can you hear me?  Ms McInerney, are you able to hear me?

PN10971  
MS McINERNEY:  Yes, I'm present.  Sorry, I'm present.

PN10972  
COMMISSIONER O'NEILL:  Lovely.  No, no, that's all right.  Thank you for you
flexibility.  I'm Commissioner O'Neill, and my associate is just going to take you t
the affirmation.

PN10973  
MS McINERNEY:  Good.

PN10974  
THE ASSOCIATE:  Ms McInerney, can you please say your full name and work a

PN10975  
MS McINERNEY:  It's Irene Mary McInerney, Barrington Lodge, 120 Swanston 
New Town, Hobart.

<IRENE MARY MCINERNEY, AFFIRMED                                    [12.25 PM

EXAMINATION-IN-CHIEF BY MR MCKENNA                            [12.25 PM

PN10976  
COMMISSIONER O'NEILL:  Mr McKenna.

PN10977  
MR McKENNA:  Thank you, Commissioner.

PN10978  
Ms McInerney, can you see me?‑‑‑Yes, I can.

***        IRENE MARY MCINERNEY                                                                                                      XN MR MCKENNA

PN10979  
Terrific.  I'm Jim McKenna, I'm one of the barristers for the ANMF in this matter.
ask you to please again state your full name?‑‑‑Yes, Irene Mary McInerney.

PN10980  
And you are employed as a registered nurse at Barrington Lodge Aged Care Centr
Hobart; is that correct?‑‑‑That's correct.

PN10981  
Could you please provide the address for that facility again?‑‑‑120 Swanston Stree
Town, Hobart.

PN10982  
Thank you very much.  And, Ms McInerney, you have prepared a witness stateme
purpose of these proceedings?‑‑‑I have.
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PN10985  
Good?‑‑‑Yes, that's ‑ ‑ ‑

PN10986  
Thank you?‑‑‑ I'm on the last page.

PN10987  
And could I ask you to there confirm that it is a statement dated 29 October 2021?
is.

PN10988  
And it runs to 58 paragraphs?‑‑‑It's 58 paragraphs.

PN10989  
And you've had a chance to read that statement recently?‑‑‑I have.

PN10990  
Are there any changes, corrections, or clarifications that you'd like to make to that
statement?‑‑‑Well, only one minor one, page 2, paragraph 7.

PN10991  
Terrific, bear with me.  So at the top of page 2?‑‑‑Yes, retirement age it's actually 
It's probably neither here nor there, but it should say 67.

***        IRENE MARY MCINERNEY                                                                                                      XN MR MCKENNA

PN10992  
So, 'I will definitely need to work beyond a retirement age of 67', is that the
change?‑‑‑Sixty-seven, yes.

PN10993  
So, you change it from the 65 to 67?‑‑‑Yes.

PN10994  
Thank you?‑‑‑That's all right.

PN10995  
Subject to that change, are the contents of your witness statement true and correct

PN10996  
Thank you.  And, Commissioner, that statement can be found at document 219, pa
of the court book.

PN10997  
Ms McInerney, on the screen in front of you, if you've got a number of squares ca
Mr Nigel Ward in one of those?‑‑‑Yes.

PN10998  
He's just raised his hand?‑‑‑Yes.

PN10999  
Mr Ward will have some questions for you now.  Thank you?‑‑‑Okay.

CROSS-EXAMINATION BY MR WARD                                         [12.28 PM]
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Lovely.  Ms McInerney, my name is Nigel Ward.  I appear in the proceedings for t
employer interests, and I'm going to ask you some questions.  Do you have your s
in front of you?‑‑‑I do.

PN11002  
Okay.  I'm not going to keep you too long, so, bear with me.  Could I just start off 
you to paragraph 15?  You describe in paragraph 15 your position as a registered n
charge.  I wonder if you could just clarify for me what the difference between regi
nurse in charge is as opposed to just being a registered nurse?‑‑‑I just want to look
context of this.

***        IRENE MARY MCINERNEY                                                                                                          XXN MR WARD

PN11003  
No, that's fine.  That's fine, you go to it and you read it before you answer the que
charge to me is the same as supervisor.  Some morning shifts, for instance, there m
two registered nurses on.  But in the afternoon it's the same, and if you're in charg
two people on could be enrolled nurses.  It could be a registered nurse and an enro
nurse, and then the in charge RN.  It's always in charge RN.

PN11004  
So, it signifies that you're the most senior RN on?‑‑‑Exactly, yes, most senior.

PN11005  
No, no, thank you for that.  Thank you for that.  And in paragraph 16 you talk abo
hourly base rate of pay.  Is that currently your hourly rate of pay, or has it changed
you made the statement?‑‑‑No, it's current.  I checked yesterday.

PN11006  
Thank you for that?‑‑‑I wish it was more, yes, but - okay.

PN11007  
Now, can I jump you all the way to paragraph 31?‑‑‑Thirty-one.  Right, I'm there.

PN11008  
Thank you very much.  You talk in paragraph 31 about observations of changes in
resident and staff profiles, and you say:

PN11009  
The compositions have meant that the work of each RN, EN and carers has bee
transformed over the last 15 to 20 years.

PN11010  
Do you see that in your statement?‑‑‑I think it's more what that's getting at is that 
to do, like, with the hands-on, just role changes, like, there's things that carers are 
now that enrolled nurses used to do, and there's things now that enrolled nurses m
more responsible for, so that the RNs are freed up for other things.  It's more of a j
in, I don't know, responsibilities, for want of a better word.

PN11011  
That's fine.  I'm just going to explore those slowly with you if I can.  So, you often
enrolled nurses working under your supervision, don't you?‑‑‑Yes.

PN11012
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Yes.  Let's say you're on shift and you have an enrolled nurse working with you, w
the activities the enrolled nurse will do?‑‑‑Okay, well, Barrington Lodge is largely
half, if you like, so the enrolled nurse would do all of the medications, and any cli
aspects like wounds and tasks that are assigned for her half of the building, and th
be an enrolled nurse on the other half and overall I would have to oversee that and
Schedule 8 medications.  It takes a registered nurse to fulfil some medication oblig

PN11014  
I'll go through these in a minute with you slowly, to be fair to you, but you said
medications, wound and clinical tasks.  What other clinical tasks might an enrolle
do?‑‑‑Right.  There will be – there's leftover tasks because we use the iCare online
and there will be tasks.  There may be some leftover.  It could be assessing a press
They are – they have their own Dect phone so the carers on their wing will contac
first and if that enrolled nurse needs to ask me something it escalates up the chain 
enrolled nurse has to - - -

PN11015  
That would be a supervisory role by the - - -?‑‑‑ - - - go through me as needed med
prepare for any medications.

PN11016  
They play a supervisory role to the personal care worker?‑‑‑Say again, sorry?

PN11017  
Do they supervise personal care workers, the ENs?‑‑‑Well, they're the first in line 
and then overall I've got the overall responsibility to ensure that they're coping to 
do that as well, and look at the workload and aspects like that.

PN11018  
They could be a first point of contact for the care worker.  They will then make th
decision as to whether or not they can deal with the issue or escalate it to you?‑‑‑Y

PN11019  
Yes, okay, and in terms of medications, I don't know if it's your understanding, it's
understanding that the qualification for an enrolled nurse qualifies them to do med
Is that your understanding?‑‑‑They're endorsed with medications but there's still S
medications that they cannot do alone.  Examples of that would be narcotics, injec
Insulin is even checked by another person.

PN11020  
Yes?‑‑‑Those types of administrations need to have the registered nurse as the sec
signatory by law.

PN11021  
My understanding is that the administering of Schedule 8s, that's a matter for you 
registered nurse, is that correct?‑‑‑Yes, yes.

PN11022  
Yes and I'm right, aren't I, that if you're endorsed as an EN, you can administer Sc
medications?‑‑‑Indeed, yes.

***        IRENE MARY MCINERNEY                                                                                                          XXN MR WARD
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That's been described in this case as a PRN, is that right?‑‑‑Exactly, yes, a PRN.

PN11025  
In terms of the Schedule 4 medications, we'll just start with tablets if we can.  I tak
your facility operates with blister packs or Webster packs for the resident?‑‑‑Yes, w
what they call the MPS, it's like a sachet roll of tablets.

PN11026  
Right?‑‑‑The rolls and we break them off and – yes.

PN11027  
The enrolled nurse, in administering the tablets, I would be correct, wouldn't I, the
nurse has to verify that the tablet is the correct tablet?‑‑‑Yes.

PN11028  
Different people have described how that's done but my understanding is that they
check both the name and possibly even a picture chart of the tablet against what's 
your system.  Is that similar to what you do?‑‑‑Yes, it is.

PN11029  
Yes and is that information kept on an iPad or where is that information kept for th
enrolled nurse?‑‑‑We have an iPad and in a separate app, if you like, there is table
identification.

PN11030  
I take it that once the enrolled nurse has verified the tablet is correct, they adminis
the resident requires it crushed and put in a custard or something like that, that'd b
EN to do, wouldn't it?‑‑‑Yes, for their half of the building.

PN11031  
Right?‑‑‑There's instructions with a photo of the person on the safest method of
administration.

PN11032  
If they observe something, like it's not the right tablet, I take it they immediately c
you as the RN?‑‑‑Exactly, they do.

PN11033  
It's your decision then as to what happens next?‑‑‑Definitely, yes.

PN11034  
Yes and the endorsed medication status, that allows them to do medicated eye dro
medicated ear drops as well?‑‑‑It does.

***        IRENE MARY MCINERNEY                                                                                                          XXN MR WARD

PN11035  
Administering insulin, is that something you do or is that something the EN will d
can do it, we both check basically at the bedside but they can do the administratio

PN11036  
You might be observing but they can actually put the pen into the resident?‑‑‑They
Yes, they must check the units, the amount of units dialled up, if you like, you kno
matches the order
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When you're doing your Schedule 8 round, my understanding is you need a secon
to confirm what you're giving them.  Is that an EN as well?‑‑‑Yes, that has to be a 
nurse and an EN or a carer.  See, on night shifts it's the carer doing that second ch
registration book and at the bedside.  There's always two or three people have to p
- -

PN11039  
For Schedule 8?‑‑‑For Schedule 8s, yes.

PN11040  
My understanding, that second person is effectively confirming that you've got it
right?‑‑‑Well, it's by law but - - -

PN11041  
Yes?‑‑‑- - - ultimately, yes, they have to have that 100 per cent right.

PN11042  
We've heard some things in this case about opioid patches.  Do you administer op
patches as well?‑‑‑Yes, I'd say every afternoon shift I do, we do because there's tw
different types of patches.  That's another S8.  It might be a patch that goes on eve
days or weekly.

PN11043  
Yes?‑‑‑It's the same thing, that two people have to take the patch to the bedside, ve
identity of the person and proceed.

PN11044  
That's a Schedule 8 thing so the Schedule 8 process applies?‑‑‑Yes.

PN11045  
I'll come onto wounds in a minute but – no, I'll do wounds now.  When you say EN
do wound care, let's say that I was being showered this morning and somebody ob
tear.  Am I right that when you say they would do wound care, would the RN still 
the wound and decide what has to happen to it?‑‑‑I believe that's the best clinical w
to support that person but it can come down to staffing and who's available at the 

***        IRENE MARY MCINERNEY                                                                                                          XXN MR WARD

PN11046  
You might let an EN play that initial role?‑‑‑Yes.

PN11047  
Yes?‑‑‑And I expect a phone call if there's more complexities, if it's something tha
simple.  We do take a photo of a wound when it's new.

PN11048  
Yes?‑‑‑And ideally I should see that and know what has gone – been applied as a 

PN11049  
So the EN obviously is working within their scope of practice?‑‑‑They are.

PN11050  
And obviously you're confident in delegating that activity to them in particular
situations? Yes that's correct
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Are there any rules around – I take it you've got residents who have catheters?‑‑‑Y

PN11053  
Whose job is it to actually put the catheter in?‑‑‑Often the catheters are every six t
weeks.  It'll come up on a given day on the task list.  Depending on if it's an enroll
or a registered nurse that's on, I think sometimes it comes down to a confidence le
know, I'm prepared to take over something if a person feels they haven't done a pr
and it could be years, you know, something, you know, that hasn't cropped up on t
in a long time, and so I'll give them support with it, or maybe do a procedure myse

PN11054  
Okay.  So you might put the catheter in or if an enrolled nurse was sufficiently con
they might do it?‑‑‑Yes.  Yes, we do have a discussion - two of us did one the othe
instance just so we could talk it through and everyone was on the same page.  It gi
resident more, I don't know, confidence then too.  Yes.

PN11055  
Now, can I turn for a moment to the personal care worker.  Do all your personal ca
workers have Certificate IIIs or do they have higher qualifications, what do they
have?‑‑‑It'll be IIIs or IVs.

***        IRENE MARY MCINERNEY                                                                                                          XXN MR WARD

PN11056  
Is that a requirement or is that just if they want to get them they can get them?‑‑‑It
requirement.  I would feel upset for anything less to be honest, we need skilled pe

PN11057  
Yes, okay.  As I take it what you just said to me that Certificate III is the base.  Wh
decision to have somebody do a Certificate IV?‑‑‑I'm not - it's one that I'm not too
I'm afraid.  It'd be a personal choice I'd imagine to extend their education.

PN11058  
Okay, that's fine.  Now, I just want to understand what the personal care worker m
comparison to the enrolled nurse if we can, and I just want to take you through so
examples and just see sort of where we end up.  If a resident has a fall is it a requi
the personal - let's say the personal care worker gets their first - is the protocol tha
have to be called or could an EN be called?‑‑‑Rarely - the most senior person on i
registered nurse is on, on charge, we get the call first.

PN11059  
Are you the person who makes the decision as to, for another way of putting it, so
diagnosis of what you do with that resident after the fall?‑‑‑Yes.  Because if it is a
nurse's half of the building and I'm in charge and go there as well I'll support the w
process and maybe delegate what happens next, you know, please do the blood pr
assist them to bed, whatever, but the assessment has concluded as the best thing to
it's a complex case I help myself as well, you know.

PN11060  
So you could possibly do the assessment yourself or you could be doing it with an
nurse under your supervision?‑‑‑That's right.

PN11061  
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And if they're to be moved is that when the personal care worker steps back in and
out?‑‑‑That's right.  That's right, because with the manual handling policies and
requirements you have to have two or three people, depending on what hoist you u
yes, they can be involved at that point and you can talk them through your expecta

***        IRENE MARY MCINERNEY                                                                                                          XXN MR WARD

PN11063  
And if you form the view in your assessment that that resident had to be observed
particular way for the rest of the day would you be communicating that to the pers
worker so they do that?‑‑‑I'd prefer to be more to the enrolled nurse that's on duty,
a lot of (indistinct) falls you have to do regular observations anyway such as blood
pressures and that, and it gives either of us a chance to keep a good vigil of assess
regular intervals, 15 minutes, half hour intervals.  But with the carers I would exp
they've gone past the room and see something out of the ordinary to immediately 
know.

PN11064  
So in terms of the ongoing observation of that person, the taking of blood pressure
would delegate that to an enrolled nurse?‑‑‑Yes, and it could be myself if they're ti
with a pill round.  It is a registered staff member's responsibility.

PN11065  
Let's assume - I just want to do a few more if I can - let's assume that I'm the resid
I'm in the shower, and the personal care worker observes a bed sore or a bruise or 
my skin, is that communicated first to the EN or is it elevated up to you?‑‑‑It coul
enrolled nurse first, and then she might go and have a look at the - if it's anything 
complexity and then in turn ring myself for - you know, just for another opinion p
to know this course of action.

PN11066  
Your EN could say, 'Look, I've seen one of these before, it's not that bad.  I'm com
with it, I'm just going to send you a photo in case'?‑‑‑Yes, that would be - that wou
permissible.

PN11067  
Or it might be that the enrolled nurse says, 'Look, this looks quite serious, I really 
to get down here and have a look'?‑‑‑Right.  Yes, I would expect them to do that fo
assessment outcome.

PN11068  
While that assessment is being undertaken by the EN or yourself what's the role o
personal care worker?‑‑‑Well, I expect them to be on stand-by so that we can instr
'Look, that arm's not to be moved, but proceed to keep drying and showering them
this type of thing, or put your waterproof bag on.  You know, just whatever instruc
follow, but they can proceed with perhaps just (indistinct) finishing the showering

PN11069  
I see?‑‑‑I don't want them to go away, I want them to stay on stand-by so I can jus
'Look, let's just dress this', and continue.

***        IRENE MARY MCINERNEY                                                                                                          XXN MR WARD

PN11070
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back and do that dressing and that.  Yes, it's a matter of being on the same page, te
you know.

PN11071  
Yes, I understand.  Let's say in that circumstance my tear had to be dressed and ba
and let's say you said, 'Look, I need that redone tomorrow morning', is that a job f
care worker or is that a job for the enrolled nurse?‑‑‑No, that's a job for the enrolle

PN11072  
A couple of other examples if I can.  Let's assume that I was the personal care wor
I'm observing the resident.  I might be in their room.  I've just finished showering 
I sense that their behaviour is not what it normally is.  Let's say that they seem to b
talkative or responsive as normal.  Is that something that would in your facility, is
something that gets escalated straight away or is that just something that's recorde
progress notes?‑‑‑No, the expectation is that - we all carry Dictaphones - immedia
someone know for an immediate assessment.  That person could have a delirium a
types of things can happen quite quickly.  It could be the person has urinary tract i
all the time and they knock some people around harder than others, so we've got t
timely.  You know, it's about good communication.  If they see something out of th
ordinary - because the carers have a lot of hands-on and we don't see people to the
extent, so we really do rely on their good sense, 'This doesn't feel right', I'd want th
escalate it straight away.

PN11073  
Would that come straight to you in your facility or would it go via the EN?‑‑‑I thin
depends on the extent of it, because if it was - you know, the carers you hope on th
level if you like or confidence, 'Irene should know about this', and they can call m
and then I can let the enrolled nurse or whoever's on charge, 'Look, this is going o
heading to the room' - you know, keep her in the loop as well.

PN11074  
I take it that you would then undertake an assessment similar to the one we talked
with the wound care?‑‑‑Well, that's - because the carers eyes and ears are really us
could say, 'Look, how long have they been this way' - you know, just get a brief hi
maybe I'd look back - if it's something that I will keep looking back on the notes w
happened with that person recently and make decisions, but in the meantime obvio
the observations going, the enrolled nurse calling in more often to that room and l
know of changes while I'm researching the history in some cases.  Yes, we do that

PN11075  
There's a couple of activities that have been discussed in this case.  I want to take 
through two of them to see how you operate.  Who normally takes blood pressure 
facility?‑‑‑Just the registered staff, so it could be the enrolled nurse or the registere
no one else.

***        IRENE MARY MCINERNEY                                                                                                          XXN MR WARD

PN11076  
We've heard that sometimes when you say, 'blood pressure', there's like a traffic lig
and a green/yellow/red.  Do you use that, or because it's a registered staff member
use things like that?‑‑‑That doesn't sound familiar to me.

PN11077  
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Who takes blood sugar readings for those?‑‑‑Just the enrolled nurses and registere
I wouldn't feel comfortable with anything less.  It's important to know what to do 
readings that are out of the normal parameters.  You've got to sort of have time to 
quite quickly in cases, see.

PN11080  
Yes, I do.  If I just keep you just a little while longer, if I could.  Am I right that yo
personally be involved in the admission of a resident?‑‑‑I can have involvement in
actually can be quite advantageous.  You get to know the person fairly well, but w
registered nurse that will be on to see admission through from woe to go, to get th
down.  But I don't mind personally being involved in the process otherwise.  We'v
read up after the fact anyway.

PN11081  
Is that person described as an admissions nurse, is it?‑‑‑Yes, that'll be – it's often a
registered nurse, but an enrolled nurse might be called in if we got a couple in one
day, because it's a big workload.  But it's always a registered or an enrolled nurse t
to those.

PN11082  
Is that person the person who writes the initial care plan, or is that you later on?‑‑‑
of both, because the care plan can be started, because we need to get dietary and m
and some of the safety aspects done by the nurse, and then we just add on later be
continence - you know, the timeframes for when the rest of it has to be done.

PN11083  
I take it your facility has a copy of the care plan available to all RNs, ENs and car
staff?‑‑‑Yes, everyone can access.

PN11084  
Do you have like summary sheets about mobility and things like that in the actual
room?‑‑‑In the actual room?

***        IRENE MARY MCINERNEY                                                                                                          XXN MR WARD

PN11085  
In the resident's room, do you have little summaries of things like the resident's lik
dislikes, or their mobility or things like that?‑‑‑The mobility is, because the physio
that's behind the bathroom door to reflect the current practice.  Things change, and
need to know that at a glance.  But likes and dislikes are more at the care plan han
part, not provided in the room as such.

PN11086  
The mobility part, for instance, that might explain whether or not you need two pe
lift me or something like that?‑‑‑Yes.

PN11087  
Am I right that obviously you'll regularly be reviewing the progress notes on all th
residents?‑‑‑The progress notes?  Well, when I start my shift and especially time p
after handover I'll go through the progress notes of where people have been sick o
changes, just so you feel more comfortable, got a little bit more information, and t
know who to go to first to assist them or see how the shift started with them, if the
something else we need to do or someone else to call.  But, you know, it's impossi
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PN11089  
And you work out then what your priorities are when you start?‑‑‑Yes.  It's like re
tell you.  It can be full on.  But that's right, we've got to be really good at prioritisi
needs, what needs to be done early.  Sometimes if it's outside phone calls, you've g
them the earlier the better, because organisations close or different things like that

PN11090  
I appreciate that you obviously work with a lot of people who have various forms 
dementia at various stages?‑‑‑Very much so.

PN11091  
And I take it that dealing with challenging behaviours is part of your daily life?‑‑‑

PN11092  
Do you have any procedures to make sure you don't find yourself in an unsafe
situation?‑‑‑Myself in an unsafe situation, or just any staff member?

***        IRENE MARY MCINERNEY                                                                                                          XXN MR WARD

PN11093  
I'm asking about you, but I'm happy to hear about any staff under your supervision
there procedures – if you feel unsafe in a situation, what's the procedure you're me
follow?‑‑‑Well, that's where our schools come into action, because it's about know
resident, if you know giving them a wide berth helps.  We rely on phone calling ea
If something was truly that unsafe we'd get the police involved, because there's SI
reporting, you know, the serious incident reporting.  You want to kind of diffuse so
before it happens, before somebody might – their mood might be that they'll take 
someone else, because it's in our best interest to perhaps nip things in the bud, if y
It's about knowing the resident and what keeps them happy, and diverting.

PN11094  
I take it that you're quite confident about your ability to de‑escalate situations?‑‑‑Y

PN11095  
Is that in part because of your nursing training as well?‑‑‑I think it's a range of thin
because I've done aged care for quite some time.  I've had mental health illness wi
members that I've assisted.  Life experience - I think you can't underestimate just, 
know, maturity of years, if you like, because I'm 60 next year.  But I'd like to think
an answer to any of these one‑off things that might crop up, to keep everyone safe
end of the day, you know, because a lot of the carers haven't got the same years be
to start with, much less experience, so I've got to be there to give them confidence
can deal with this and we will be all right, you know.

PN11096  
Ms McInerney, thank you very much for your evidence.  No further questions,
Commissioner.

PN11097  
COMMISSIONER O'NEILL:  Is there any re-examination, Mr McKenna?

PN11098  
MR McKENNA:  Thank you, Commissioner.  I will be brief.

RE EXAMINATION BY MR MCKENNA [1 00 PM
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what a Dect phone is?‑‑‑Each phone has a three‑digit number and it might have, s
AS‑271.  That would be afternoon shift 271, that'd be my phone.  It's always the s
digits, say.  But each phone has three digits on it and we've got a list in our pocket
holds that phone so we can communicate with our team members, or the next – or
enrolled nurse, the RN in charge.

PN11100  
Thank you?‑‑‑Yes, but people just discern which person they feel needs to know a
next.

***        IRENE MARY MCINERNEY                                                                                                   RXN MR MCKENNA

PN11101  
Thank you.  And on a similar topic I guess, you were asked a question about the d
between an enrolled nurse and a registered nurse, and you were asked if there was
who would a carer call - would they call a registered nurse or enrolled nurse, and 
answer to that your response was that they would call the most senior person who
you went on to say that if an RN is on we would get the call first.  Do you recall th
I recall the conversation, yes.

PN11102  
Is it the case that an RN will not always be on to take that call?‑‑‑No, there's - we 
RN on shift 24 hours at our facility, so, they will always - hopefully always availa
we're attending to another call we get the next thing if there's - it could be the enro
if a couple of things are happening side-by-side.

PN11103  
Thank you.  And then, finally towards the end of the cross-examination you were 
some questions about your review of progress notes, and then you were asked som
questions about admissions, and you made a comment to the effect that it was, lik
And then you went on to say that you must be really good at prioritising needs, an
referred to making outside phone calls.  Do you recall that?‑‑‑I do, yes.

PN11104  
Can you just explain who those outside phone calls may be to?‑‑‑Right.  Well, it c
the hospital, because - it could be to a hospital department because a person has ju
transferred back, and they may not have come back with all their medications, and
to get on with that.  You know, in case they need to deliver something.  It could be
members that are older and you don't want to disturb them into the evening.  It cou
manner of things, but with the triage, I mean, sometimes you want to get things do
business hours, pathology aspects, come in pick up the specimen, it could be a var
things, so registered nurses, we have to be really flexible as well as thinking - you
just putting things in order, if you like, prioritising.  Yes.

PN11105  
Thank you, Ms McInerney.  And thank you for your flexibility today, changing th
come in earlier.  That's much appreciated?‑‑‑Thank you.

PN11106  
Commissioner, I have no further re-examination.  Might the witness be excused?

PN11107  
COMMISSIONER O'NEILL:  Ms McInerney, again, thank you for your evidence
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COMMISSIONER O'NEILL:  We'll adjourn and resume at 2 pm.  The Commissio
adjourned.

***        IRENE MARY MCINERNEY                                                                                                   RXN MR MCKENNA

LUNCHEON ADJOURNMENT                                                            [1.04 PM

RESUMED                                                                                                [1.59 PM

PN11109  
COMMISSIONER O'NEILL:  The Commission is resumed.  Is it Ms Boucher or 
Boucher next?

PN11110  
MR HARTLEY:  Commissioner, Mr Ward has informed my client that Ms Bouch
required for cross-examination, so I thought what I might do, if it's convenient to t
Commission and to other parties, is identify the few minor changes that were to be
Ms Boucher's statement, and then indicate that we rely upon that statement.  Is tha
convenient course?

PN11111  
COMMISSIONER O'NEILL:  It is.

PN11112  
MR HARTLEY:  Excellent.  In paragraph 5, Ms Boucher would have indicated th
longer employed full time in the role that she there indicates.  She ceased that role
April 2022.  She would have said that she's now engaged as an NP by Access Age
provide consulting services to residents in residential aged care facilities in Tasma
cooperation with local virtual medical specialists, and that the residents generally 
specialist care needs.

PN11113  
The second matter is at the very end of paragraph 7 she would have added that she
health practitioner and member of the Tasmanian Nursing and Midwifery Board.

PN11114  
So unless that causes any difficulty for any of the parties, we'll attend to do those
amendments and provide the updated statement to the Commission.

PN11115  
COMMISSIONER O'NEILL:  Thank you

PN11116  
MR HARTLEY:  I should state that that's at tab 218 at page 11736 of the digital co

PN11117  
COMMISSIONER O'NEILL:  So, Mr Oski, does that put the ball back in your co
the next witness being Ms Wahl?

PN11118  
MR OSKI:  Yes, Commissioner.  I'm just in the process of confirming if Ms Wahl 
available to appear earlier.  It's my understanding that she's not, but I'm just confir
my instructors now.
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present for cross-examination.  That's at document 241 at page 12148 of the digita
book.

PN11121  
COMMISSIONER O'NEILL:  We'll adjourn just while you're waiting to ascertain
Wahl's availability, and if you can just let my associate know when she's available
resume at short notice.

PN11122  
MR OSKI:  Thank you, Commissioner.

SHORT ADJOURNMENT                                                                     [2.03 PM

RESUMED                                                                                                [2.10 PM

PN11123  
COMMISSIONER O'NEILL:  Ms Wahl, can you hear me all right?

PN11124  
MS WAHL:  Yes.

PN11125  
COMMISSIONER O'NEILL:  I'm Commissioner O'Neill and my associate is just
take you through the affirmation.

PN11126  
MS WAHL:  Yes, thank you.

PN11127  
THE ASSOCIATE:  Ms Wahl, can you please say your full name and work addres

PN11128  
MS WAHL:  My name is Jane Natasha Wahl.  I work at Gloucester Residential wh
– what's the name of the street?  I've only worked there 17 years.  Roopena Street,
it, Ingle Farm.

PN11129  
THE ASSOCIATE:  Thank you.

<JANE NATASHA WAHL, AFFIRMED                                             [2.10 PM]

EXAMINATION-IN-CHIEF BY MR OSKI                                         [2.10 PM

PN11130  
COMMISSIONER O'NEILL:  Mr Oski.

***        JANE NATASHA WAHL                                                                                                                     XN MR OSKI

PN11131  
MR OSKI:  Good afternoon, Ms Wahl.  My name is Sheldon Oski, I'm appearing 
UWU today.  Can you just repeat your full name for the record?‑‑‑My full name is
Natasha Wahl.

PN11132  
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PN11134  
Have you had an opportunity to read through it again?‑‑‑I was just starting to read
but I read it last night.

PN11135  
When you read it last night is it true and correct to the best of your knowledge and
recollection?‑‑‑Yes.

PN11136  
Commissioner, that's a reply statement filed by the UWU on 21 April 2022.  That 
yet appear in the digital court book but copies have been circulated and I believe m
recently by Mr Ben Redford yesterday at 9.38 am.

PN11137  
COMMISSIONER O'NEILL:  Yes, I think they may actually be at the end of the
submissions that were filed but, yes, I appreciate that.

PN11138  
MR OSKI:  Thank you.  We seek to have that added to the court book and we seek
upon that statement.

PN11139  
COMMISSIONER O'NEILL:  Yes.

PN11140  
MR OSKI:  Ms Wahl, you will be able to see in one of the windows of your screen
Nigel Ward.  He'll now ask you a few questions.

CROSS-EXAMINATION BY MR WARD                                           [2.12 PM]

PN11141  
MR WARD:  Ms Wahl, can you hear me okay?‑‑‑Yes, I can.

PN11142  
Mr Wahl, my name is Nigel Ward, I appear in these proceedings for the employer 
I'm going to ask you some questions.  Do you have your statement in front of you
don't you?‑‑‑Yes, I do.

***        JANE NATASHA WAHL                                                                                                                XXN MR WARD

PN11143  
That's good.  You say when you made the statement you'd been in the job for 16 y
assume that that's a year and a half ago which - - -?‑‑‑Yes, yes.

PN11144  
- - - brings up to 17 years.  What did you do for a living before you became the
gardener?‑‑‑I was in childcare.

PN11145  
Right?‑‑‑Yes, for two years and studying, unemployed, yes.

PN11146  
When you started at Gloucester you didn't have any gardening experience before?
I've had experience When you study horticulture they get you to have experience
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When you started, that's when you did your certificate 2, was it?‑‑‑I did my certifi
before I started working at Gloucester.

PN11149  
Okay?‑‑‑So it took me about a year to get a job, so about 2005, yes, I started.

PN11150  
You started certificate 2 in 2005 and that gave you exposure to gardening before y
Gloucester?‑‑‑Yes.

PN11151  
Then in 2018 you did a certificate 3 in laboratory studies?‑‑‑Yes.

PN11152  
I've tried to find it but I've struggled, you're going to have to help me.  What are la
studies?‑‑‑It's a cross between, like, you're growing bacteria on Petrie dishes and p

PN11153  
It's got nothing to do with gardening?‑‑‑No.  I wanted to branch out into the labs w
horticultural stint but that's not available in South Australia, so that was the closes
study at that time.

PN11154  
Just if I can understand, you did that qualification to move into a different work fi
take it that work field would have - - -?‑‑‑It's not a different work field.  I wanted t
horticulture.

***        JANE NATASHA WAHL                                                                                                                XXN MR WARD

PN11155  
Right?‑‑‑But I wanted to do something in a lab.

PN11156  
If you worked in a horticultural lab, just what is it you would have been doing?‑‑‑
knowledge, there's varying things, like, if you're in viticulture you'd be testing bac
the plants you're about to grow.  You'd be producing new plants through tissue cul
testing seeds for bacterial growth to see if they're healthy, those kind of things.  Bu
I didn't actually study it, it may be more, it could be less, so - - -

PN11157  
I take it you could have studied a certificate 3 in horticulture at the time but did yo
not to do that?‑‑‑It was government funded and I got confused about it being a com
course.  I thought I'd completed it and when I went for the job at Gloucester, I told
had a certificate 3 but found out I didn't at a later time, so - - -

PN11158  
Initially back in 2006 you thought you were doing your cert 3 in horticulture but i
cert 3?‑‑‑Yes, I did it for six months and nobody told me to come back so - - -

PN11159  
Right?‑‑‑But I had a job at that point so, yes.

PN11160  
At that stage at Gloucester they didn't require you to get your certificate 3? No
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PN11162  
You say in your statement you work part-time.  How many hours a week do you n
work?‑‑‑20.

PN11163  
20 hours, right.  Am I right that you have an offsider helping you on occasions?‑‑‑
a special needs person.  He has a hearing issue but he comes in twice a week to he
water.

PN11164  
Is that a paid job or is he just coming in to help?‑‑‑When he first started it was vol
there was a government scheme at the time which allowed him to be employed.

***        JANE NATASHA WAHL                                                                                                                XXN MR WARD

PN11165  
I don't know the Gloucester set-up very well so I'm just going to ask you some ter
questions if I can.  You describe it in paragraph 6 in this fashion, you say:

PN11166  
It's a modern-looking facility with a classical tilt.

PN11167  
?‑‑‑Yes.

PN11168  
Can you help me out what that means?‑‑‑The classical tilt is the paintings, the artw
classical.  The furnishings that they buy.  They try to keep it more classical becaus
age groups that they're dealing with there.  The modern look of it is mostly becaus
place is sterile and it's almost hospital-like so, yes.

PN11169  
Is it just one big building on the plot of land or is it multiple buildings?‑‑‑It's mult
wards, all connecting to a main section and a couple of corridors.  So you can get 
ward from a central position.

PN11170  
I take it when you arrived in 2006 it was already built?‑‑‑Not all of it.  We've had 
extensions.

PN11171  
Since you've arrived?‑‑‑Yes.

PN11172  
By extensions you mean they've built two more wings, is that a good way of descr
it?‑‑‑Yes, they built an entire ward and then during the second stage they added to
and they added to a couple of other wards and built another entire ward, from mem

PN11173  
Do you know how big the plot of land is that the facility is on?‑‑‑God, I wouldn't k
big it is in acreage but there are eight wards, six on the ground.  And there are gar
minimum of four metres, around each of those wards.  In some sections it's better.

PN11174
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***        JANE NATASHA WAHL                                                                                                                XXN MR WARD

PN11176  
You've got something against lawns, or - - -?‑‑‑No, no.  The drought that we had a
years ago, water restrictions, I had to get rid of some of them, the lawns.

PN11177  
They were dying off, were they?‑‑‑Yes, because I couldn't keep up with the wateri
the times that we were allotted.

PN11178  
And what's the major ground cover if it's not turf?‑‑‑Mostly gardens.  Wherever th
lawn there are ornamental gardens surrounding them and pathways.  The majority
garden would be path, just so there's clear access to every garden for people in a w

PN11179  
So there's more pathway than garden beds, is there?‑‑‑Now that I think about it pr
not.  It just seems like a lot of path because they do have to have access to every g
maybe 30 per cent of it, yes.

PN11180  
Are there many trees in the facility?‑‑‑Not many.  There are trees in the car park, w
gum trees, and there's a couple of trees at the back, and that's it.  Because the build
so close to the edges of the property you can't have many trees.

PN11181  
Okay.  So most of the trees, the trees that are there are not ornamental trees that yo
maintaining?‑‑‑No, not the gum trees anyway.

PN11182  
In terms of a typical garden layout are they native plants that are water resistant, w
typical plant layout for a garden?‑‑‑For my garden a typical - where the trees are?

PN11183  
No, in the facility?‑‑‑I'm sorry, you're confusing me.  What did you mean by that q

PN11184  
In the facility you've got a variety of garden beds, don't you?‑‑‑Yes.

PN11185  
Are they typically planted with native plants or are they planted with exotic - - -?‑
The owner of the facility likes the classic look.  She's not really keen on native pla
they're more Mediterranean plants to ornamentals.  Lots of hedging.

***        JANE NATASHA WAHL                                                                                                                XXN MR WARD

PN11186  
By hedging you mean Buxus or Camellia, what sort of hedging?‑‑‑Tom Thumbs a
favourite, but we've used a very unusual plant along the back because it's cheap.  I
Viburnum.  So that stretches along the entirety of the property at the back.

PN11187  
I take it from a maintenance perspective you're obviously -as you said before you'
responsible for the watering of the garden?‑‑‑Yes.
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PN11190  
And I take it if plants are unhealthy or dying you will replace them?‑‑‑If it's within
yes.

PN11191  
Who sets that budget?‑‑‑I had a chat with our budget guy two years ago and he tol
to go over $200, so I try not to go over that amount.

PN11192  
Bear with me, $200 a day, a week or a month?‑‑‑Two hundred dollars a month.

PN11193  
Is that your plant budget for the month or does it include other things?‑‑‑It include
everything that we order.  We order exclusively through Bunnings.  Anything that
that I need I order, and that's within the 200.  Anything else I have to make a spec
request.

PN11194  
Does that go to your manager?‑‑‑Yes.

PN11195  
What role does your manager play, what's their title?‑‑‑My immediate manager is 
chef.

PN11196  
Sorry, I did read that, I apologise - - -?‑‑‑Yes.  They didn't know what to do with m
position, so I've come under her.  She doesn't really supervise me, so I'll go and m
communicate with our CEO directly, either verbally or through paperwork.

PN11197  
Is that the person you described as the owner?‑‑‑No, she's our CEO.  Our owner, h
is Dr Gol.

PN11198  
Can I jump you around a little bit.  Can I just take you to paragraph 24?‑‑‑Yes.

***        JANE NATASHA WAHL                                                                                                                XXN MR WARD

PN11199  
In 24(d) where you say 'Rubbish collection' is that rubbish collection for the garde
that rubbish collection for the facility?‑‑‑It's whatever's needed.  It's mostly rubbis
collected or pruned off, whatever's around.  I do have bins around the entire groun
I'll go and check and see if they need emptying.

PN11200  
And I take it those bins are just what might be described as domestic bins for dom
waste, are they?‑‑‑Yes, but they're mostly utilised by myself.

PN11201  
They're bins that you will use from time to time if you're pruning or doing things l
that?‑‑‑Yes.  Yes, pretty much when I'm working I have a bin with me and I fill it.

PN11202  
But then in (g) you say 'Some forms of pest control ' Which forms of pest contro
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When you say nasty chemicals what are you referring to there?‑‑‑I can't remember
of the chemical I used at the time, but you sprinkle it on the ground.  You have to 
PPE on.  I don't like doing it, (1) it stays in the soil, and (2) it freaks out the reside
first time I did it they thought that we'd had a nuclear bomb go off or something.

PN11204  
Was that because of how you looked?‑‑‑Yes, yes, full body suit over the head, gog
gloves.  It was a bit much for them.  So I try not to use chemicals if possible.

PN11205  
Can I take you to paragraph 13, this is where you talk about designing a garden?‑‑

PN11206  
When you say design a garden are you saying you redesign the entire garden in th
or are you talking about a garden bed, or what are you talking about when you say
-?‑‑‑In this example I designed the entire thing from get-go, because that was one 
extensions that had occurred, our last extension.  The existing garden was comple
it was all lawn, and that was all ripped out.  So I had to design the entire thing.

***        JANE NATASHA WAHL                                                                                                                XXN MR WARD

PN11207  
So you've redesigned the garden for the facility?‑‑‑That particular garden, yes, and
done a few others.  Because of how many extensions we've had the original garde
not many of them left, so most of them are mine.

PN11208  
And you talk here about how you've structured the paths because of the residents?

PN11209  
I take it you didn't learn that in your Certificate II?‑‑‑A little bit.  There was also a
that I attended in the beginning of my working career with Gloucester to do with d
That was very informative.  I've done a few dementia courses while I've worked th
there was a booklet that was available online, and it probably still is.  I think it wa
'Dementia and Gardening in Aged Care.'  Such a good resource.  I pretty much co
entire book.  So - yes.

PN11210  
That's just a publicly available book?‑‑‑Yes, yes.  I think it was the government su

PN11211  
Okay.  And that's where you mostly learnt to do what you've described in paragrap
7?‑‑‑Yes, and the girls will always answer questions who work with dementia, so 
a lot off the girls.

PN11212  
When you say you copied the book you copied the ideas in the book?‑‑‑Yes, yes.  
give a suggestion like have a plant with different textures, and then they will list o
that have textures, so lamb's ears, if you know what that is.  It's a leaf that's furry a
beautiful to touch.  So that was one of the plants that I've incorporated in the deme
ward.

PN11213  
A d i h h t lk b t b i f l t t h i d
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PN11214  
So, you transferred some of your learnings from a child care environment into you
‑ ‑ ‑?‑‑‑Yes.  Yes.

***        JANE NATASHA WAHL                                                                                                                XXN MR WARD

PN11215  
You talk in your statement about your gardening club.  And I think you say in you
statement that you're normally accompanied by a lifestyle person.  Is that a recreat
lifestyle officer who works at Gloucester or somebody else?‑‑‑It's diversional ther
what their term is today.  Lifestyle is the old term.  I'm so old now I keep referring
them in the old way.  That's an entire group.  I can't remember what they are.  The
part of - what's it called - lifestyle's a big part of - in themselves, whereas I'm in
environment.  So what are they?

PN11216  
Am I right in saying that the diversional therapists will work with you to make sur
involvement of residents in gardening meets their requirements in terms of the div
therapy?‑‑‑Yes.  If it's going to be a one-on-one they usually make sure that they'r
bodied, and can keep up with what I've planned to do with them, otherwise it's jus
big group and they just are on standby for taking people back for toileting and me
needs, so, yes.

PN11217  
The actual gardening activities you engage them in, what sort of gardening activit
you engage the residents in?‑‑‑One time I had a whole bunch of jars with bugs in t
got to scare them silly with the bugs.  They love that.  Another time was I showca
our roses, and they were helping me identify what rose what was, talking about th
pests on different plants.  It varied on whatever I was doing at the time and what s
is.  If it's too cold, I can't really do much with them other than just get them all to 
and listen to me talk, which they love to do anyway, yes.

PN11218  
Are there circumstances where you bring an external contractor in to work on rega
do you do everything yourself?‑‑‑No, we have done in the past where - it depends
been employed at the time.  New people come up with wonderful ideas, and they'l
and approach me.  On one particular occasion I said to them that I was too busy in
whole new garden, so, they did contract out someone to do gravel and put in pots 
garden for me.  And another time when I was establishing the dementia garden, w
a groundsman come in and do the ground work, so he put in the paving and the irr
and the sections of lawns that were destroyed he replaced them, and then the rest w
up to me.

PN11219  
You did the planting and things like that?‑‑‑Yes.  Yes, I did the planting, the design
planting, and any adjustments to the irrigation.

PN11220  
Again, when you did that dementia garden that's from the book you talked about?
Yes.

PN11221  
Do you order supplies?‑‑‑Yes.
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PN11223  
Is that even if it's still under the $200 limit?‑‑‑Yes.  If it's under the $200 limit I ju
straight over to the finance person.  If it's over I have to give it to our CEO, and th
take it to the owner for her to approve it.

PN11224  
Just a moment.  Ms Wahl, thank you for your evidence.  No further questions,
Commissioner.

PN11225  
COMMISSIONER O'NEILL:  Thank you.  Any re-examination, Mr Oski?

PN11226  
MR OSKI:  No re-examination, Commissioner.

PN11227  
COMMISSIONER O'NEILL:  Ms Wahl, look, thank you very much for your evid
afternoon, and for being so flexible and being available earlier than planned.  You
excused and free to go?‑‑‑Thank you.

<THE WITNESS WITHDREW                                                             [2.35 PM

PN11228  
COMMISSIONER O'NEILL:  Now, I think we might - do we have Ms Grogan.

PN11229  
Ms Grogan, can you hear me?

PN11230  
MS GROGAN:  Hello, yes, I can.

PN11231  
COMMISSIONER O'NEILL:  Lovely.  Would you be able to turn your camera on

PN11232  
MS GROGAN:  Yes, I can.  There I am.

PN11233  
COMMISSIONER O'NEILL:  Lovely, thank you for that.  I'm Commissioner O'N
my associate is just going to take you through the affirmation.

PN11234  
MS GROGAN:  Okay.

PN11235  
THE ASSOCIATE:  Ms Grogan, can you please say your full name and work add

***        JANE NATASHA WAHL                                                                                                                XXN MR WARD

PN11236  
MS GROGAN:  Lillian Leanne Grogan, and my work address is 76 Morgan Stree
Wagga.

<LILLIAN LEANNE GROGAN, AFFIRMED                                    [2.36 PM
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PN11238  
MR OSKI:  Good afternoon, Ms Grogan, can you hear me okay?‑‑‑Yes, I can.

PN11239  
Excellent.  My name is Sheldon Oski.  I'm appearing on behalf of the UWU today
just repeat your full name for the record?‑‑‑Lillian Leanne Grogan.

PN11240  
Now, I understand you've made a statement for the purposes of the proceedings; is
right?‑‑‑Yes.

PN11241  
I understand the statement is dated 20 October 2021 and runs to 26 paragraphs ov
pages?‑‑‑Mm-hm.

PN11242  
Do you have a copy of that statement with you right now?‑‑‑I do, yes.

PN11243  
Excellent.  And have you had an opportunity to read through it again recently?‑‑‑Y

PN11244  
Is it true and correct to the best of your knowledge and recollection?‑‑‑Yes, it is.  Y

PN11245  
Excellent.  Commissioner, that document is 243 at page 12159 of the digital court
and we seek to rely upon that statement.

PN11246  
Now, Ms Grogan, you'll be able to see in one of the windows on your screen that t
Nigel Ward on it?‑‑‑Okay.

PN11247  
He will now ask you some questions?‑‑‑Okay.

***        LILLIAN LEANNE GROGAN                                                                                                               XN MR OSK

***        LILLIAN LEANNE GROGAN                                                                                                          XXN MR WARD

CROSS-EXAMINATION BY MR WARD                                           [2.38 PM]

PN11248  
MR WARD:  Ms Grogan, can you hear me okay?‑‑‑I can, Nigel.

PN11249  
Thank you very much.  My name is Nigel Ward, Ms Grogan.  I'm appearing in the
proceedings for the employer interests, and I'm going to ask you some questions.  
best not to keep you too long this afternoon.  Do you have your statement in front 
you?‑‑‑Yes, I do.  Yes.

PN11250  
Lovely.  Can I just start right at the beginning if I can, can you tell me what is a ca
coach?‑‑‑Okay, that's within my work role.  It's like a mentoring role, so, within ca
care worker coach I go out with other care workers that are new to the job and giv
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So, I take it that you - do you also have clients you look after yourself?‑‑‑Yes.  Ye
care worker and half of my contract is now doing coaching side of it, so, yes.

PN11252  
So, for want of a better way of putting it, half of your job is direct care ‑ ‑ ‑?‑‑‑Yes

PN11253  
‑ ‑ ‑ and the other half you play the coach/mentoring role with other care workers?

PN11254  
And are you the only care worker coach or are there others?‑‑‑No, there are others

PN11255  
Can I just - I just want to understand a little bit about you're structure, if I can.  As
worker coach who's the person you call if you need help or assistance or guidance
We have quite a few people we can call upon.  I have my supervisor - my people l
my supervisor.  Then there's the branch manager.  We also have contact with the
organisational head nurse who runs the coaching program, and we also – we have 
up where we have channels with other coaches so we can call on each other for he
well.

PN11256  
Let's maybe go through those one-by-one if we can.  The people leader, is that the
who actually undertakes the initial assessment of a new client, is that what their jo
is?‑‑‑Yes.  They look after the customers, yes.

***        LILLIAN LEANNE GROGAN                                                                                                          XXN MR WARD

PN11257  
So in a different context they might be called a case manager, is that sort of their
role?‑‑‑Possibly, yes - - -

PN11258  
Or you might not know?‑‑‑We call them people leaders or service co's, yes, sorry.

PN11259  
So you also might call them service coordinators?‑‑‑Yes.

PN11260  
So if I was a new client of yours, my first point of contact would be with the servi
coordinator to set me up, would it?‑‑‑Yes.  I believe so, yes.

PN11261  
Is it those people who will prepare the initial care plan for me, or is it somebody e
I believe that's a service coordinator's job to do the care plans; yes, that we have to

PN11262  
I appreciate that you're a senior person as a coach, but if you're out on the job and 
assistance, is your first point of call the service coordinator?‑‑‑Yes.

PN11263  
And I think you also said that there's – you say there was a head registered nurse, 
registered nurse?‑‑‑There's a registered nurse who runs the Department of Nursing
organisation

6897



workers, we have to have clinical training to go out onto the job, which comes und
head nurse's responsibility to make sure that the training modules are all up‑to‑dat
things like that.  Does that make sense?

PN11265  
It does.  I just want to explore a word you used there.  You said you have 'clinical
training'?‑‑‑Yes.

PN11266  
Can you just explain to me what you understand to be 'clinical training', because i
mean something very different to me?‑‑‑Okay.  So, like, monitoring blood glucose
bowel care, urinary care, medication.  What else do we do?  Stoma care we can do
those sorts - - -

***        LILLIAN LEANNE GROGAN                                                                                                          XXN MR WARD

PN11267  
That's fine.  I'll come back to medications in a moment, but I take it those are the s
internal training that's run by the head nurse, is that what you were describing?‑‑‑Y

PN11268  
Are those internal training programs in addition to your Certificate IIIs or your
Certificate IVs?‑‑‑Yes.

PN11269  
There's one there we haven't – I certainly haven't seen before in this case I just wa
you some questions about.  One there, you said 'bowel care'?‑‑‑Mm‑hm.

PN11270  
I take it that you're trained to give enemas and things like that, are you, in
Australian Unity?‑‑‑If needed, yes.

PN11271  
And it's the nurse who signs you off as competent to do that, is it?‑‑‑That's correct

PN11272  
And that's a qualification you've personally got?‑‑‑Yes.

PN11273  
I take it with blood sugar, that would be sort of the finger prick to test blood
glucose?‑‑‑Yes.  Yes, monitoring the sugar levels.

PN11274  
And again, you have to be signed off by the nurse to do that as well, do you?‑‑‑Th
correct, yes.

PN11275  
Then when you said 'medications', I take it you've done a medication course for
medications?‑‑‑Yes, just using – we can only distribute medications out of a bliste

PN11276  
Bear with me, it's my understanding that that would be Schedule 4 medications, n
Schedule 8, is that correct?‑‑‑I don't know what Schedule 8 is, so I'm assuming.
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***        LILLIAN LEANNE GROGAN                                                                                                          XXN MR WARD

PN11278  
I take it that that training also allows you to do eye drops and ear drops and things
that?‑‑‑Yes.  It does, yes.

PN11279  
You also talked about catheters.  Do you have clients with catheters at the momen
don't at the moment, no.

PN11280  
Have you in the past though?‑‑‑Yes.

PN11281  
Am I right that the actual placement of the catheter would be a clinical job that yo
the RN to do?‑‑‑That's correct, yes.  We just care for the – making sure the site's c
reporting back if things don't look right.  We change the bag - empty the bag, nigh
it in day/night bags, and all those sorts of things to help people, you know, go to b
clean, but we don't actually, you know, insert the catheter into - - -

PN11282  
Right?‑‑‑Yes.

PN11283  
I just want to understand what your procedures are in Australian Unity.  I'm just g
take you through some examples just to see what your procedures are.  Let's say th
your client and you were showering me and you observed a skin tear on me, is it y
procedure that that has to be reported?‑‑‑Yes.

PN11284  
And does that go to your service coordinator or does that go to the nursing staff?‑‑
go to the service coordinator, who then would pass it on to the nursing staff.

PN11285  
Yes?‑‑‑Yes, that's my understanding.

PN11286  
Would the same be the case if you noticed sort of bruising or bed sores or things li
that?‑‑‑Yes, all goes straight back to the service coordinator as the first point of rep
yes.

PN11287  
But let's assume that things get worse and let's say I have a fall; what's the procedu
was to have a fall?‑‑‑We have to call an ambulance straightaway, and you know, f
direction of the Triple 0 call, and then report back to the office directly straightaw
it's happened.

***        LILLIAN LEANNE GROGAN                                                                                                          XXN MR WARD

PN11288  
Yes?‑‑‑And we're not allowed to pick anyone up or move anyone under any circum
basically.  We just have to report what we see, call the ambulance.  Even if the clie
want us to call an ambulance, we still – that's what we have to do.
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PN11291  
You're not sure?‑‑‑I hope so.

PN11292  
No, that's fine.  You hope so?‑‑‑Yes, I think they do.

PN11293  
Is there something similar if you arrive and sort of nobody's home, is there a proce
that?‑‑‑Yes, the non‑response.

PN11294  
Yes?‑‑‑You have to report that.  We can't leave the client's home until we have con
office and reported it to them, and we have to wait for them to either contact that p
emergency contact before we can leave, and they'll get back to us and say no, it's o
you to go on to your next job or something like that.

PN11295  
When you finish with a client, do you – obviously you do make progress notes.  D
make them – some people said they make them in a book; some people said they p
into an app.  What do you do?‑‑‑Yes, we have a Procura.  We use Procura app, wh
is – we put in dated notes after every service.  We also have other apps to report in
hazards called DoneSafe.

PN11296  
Yes?‑‑‑That goes – that's a more official sort of way of reporting, because it goes t
service co first and then to - our branch manager can also see that, so the hierarchy
actually see what's going on.

PN11297  
So if you were at a residence, at a client's house and there was something unsafe t
observed that goes into DoneSafe and gets escalated quickly?‑‑‑Yes.

PN11298  
If you finish a visit to a client do I take it you have to record something in Procura
you only record if it's sort of an exception to the norm?‑‑‑Well, it's a bit of a grey a
Sometimes I like to put something in there every time.  It depends on the care plan
to date their care plan is, or if something's changed from their care plan then I alw
things back that we may have done that's not actually in their care plan, so that the
that that's a regular thing.  But most of the time there is a (indistinct) note at the en
service, yes.

***        LILLIAN LEANNE GROGAN                                                                                                          XXN MR WARD

PN11299  
And I take it that the Procura system operates so that if I was the carer after you I 
on and find out what happened?‑‑‑Yes.

PN11300  
Am I right that when the service coordinator sets up the resident they do a risk ass
of the house?‑‑‑Yes.

PN11301  
I take it you don't get involved in that?‑‑‑Well, look, I've worked in aged care now

ti W d t l d l i k l i W d

6900



PN11302  
That's fine.  Every time you go in you've got your mind focused on whether or not
environment has changed and if it has you record stuff in DoneSafe?‑‑‑Yes, exactl
(indistinct) notes, yes, or email, whichever (indistinct) really, yes.

PN11303  
And I appreciate that from time to time do you find yourself in a situation that's
unsafe?‑‑‑I've been pretty lucky, I don't think I've felt too unsafe within my workp
Sometime - I have had some clients with behavioural issues, which can be a bit sc
times.  Sometimes late in the night time service you might feel a bit unsafe walkin
car in the dark, but I have been - nothing has happened, which has been lucky.

PN11304  
No, that's good to hear.  I take it that if - do you have a procedure if you do feel
unsafe?‑‑‑Yes, well, like we can report that to again - but after hours we do - now 
have an after hours call number, which we never used to have, so that's an improv
but I guess the procedure is to try and not - just be able to just leave if you can, if 
unsafe house.  Like if you feel like you're being - going to be attacked by someone
know, try and just get out of the house.

PN11305  
Is that the rule that you have to leave the house?‑‑‑I would.

PN11306  
So you don't know if there's a rule?‑‑‑I'm not sure.  No, I'm pretty sure if you're - i
being threatened you should go, yes.

PN11307  
But that's never happened to you, you've never had to do that?‑‑‑No.

***        LILLIAN LEANNE GROGAN                                                                                                          XXN MR WARD

PN11308  
Now, you've got both your Certificate III and Certificate IV and you're also a coac
get to ask you an interesting question.  Is the Certificate III sufficient to do the job
opinion as a coach?‑‑‑My Certificate III was in Aged and Community Care which
quite a few years ago.  Yes, I think it's sufficient, yes.  We do have ongoing trainin
were - we had lots of modules, so we're updating all the time.  So it's not just base
certificate, the coaching.

PN11309  
So your in-house training is of use to you as well?‑‑‑Yes, definitely, yes.

PN11310  
But you went on to do your Certificate IV?‑‑‑Certificate IV?

PN11311  
You've done Certificate IV modules, is that right?‑‑‑Some modules, yes, that was 
training and assessing.  That was before Australian Unity.  I did some work health
safety training.  There used to be a registered training organisation back when the 
home care, so we did some workplace assessing modules back then to help people
Certificate III.
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PN11314  
And then you say at paragraph 18, 'Our skills therefore range from dusting shelve
helping someone die'?‑‑‑Yes.

PN11315  
Probably not the best choice of words, we're not actually administering something
someone die.

PN11316  
I didn't read them that way.  But don't be stressed, Ms Grogan, I didn't read it in th
Have you got palliative patients at the moment, palliative clients?‑‑‑No, not at the
don't, no.

PN11317  
But you've had them previously in your career?‑‑‑Yes.

PN11318  
I take it that when you were dealing with those people you're still doing your care
role, you're not doing the role of a registered nurse or something like that?‑‑‑No.  
care support role, that's correct, yes.

***        LILLIAN LEANNE GROGAN                                                                                                          XXN MR WARD

PN11319  
And I take it that in those situations you might come into contact with their nurse 
GP?‑‑‑Usually the palliative care nurse is the people that we have most contact wi
the years, because they will come in and lay the plan of care out for that person, an
role in that part, yes.

PN11320  
Are they employed by Australian Unity or are they community service or - -
-?‑‑‑Community service usually, yes.

PN11321  
Just lastly if I can; when you do your little risk assessments when you go in does y
organisation describe that as a Take 5 risk assessment?‑‑‑I haven't heard that term 

PN11322  
Okay, that's fine.  I will let Australian Unity know that the people don't know the p
name.  That's fine.  Ms Grogan, thank you for your evidence.  Commissioner, no f
questions.

PN11323  
COMMISSIONER O'NEILL:  Any re-examination?

PN11324  
MS DOUST:  Commissioner, I had a question in cross-examination.

PN11325  
COMMISSIONER O'NEILL:  All right.

CROSS-EXAMINATION BY MS DOUST                                           [2.57 PM

PN11326
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unsafe.  Do you recall being asked those questions?‑‑‑Yes.

PN11328  
And I think one of the answers you gave was that you had been in some situations
had been pretty scary.  Is that right?‑‑‑Yes, a while ago, yes.

***        LILLIAN LEANNE GROGAN                                                                                                        XXN MS DOUST

PN11329  
Tell me about the circumstances where you felt scared or unsure doing your work
It was probably back when we were working with disability cases at one stage and
was a client which had physical aggressive behaviours towards carers, so - and co
really tell when that was going to happen, so it was always sort of being on guard 
bit.  Luckily like I said nothing really did happen which is detrimental to my healt
there was always a potential for something to happen.

PN11330  
All right.  Thank you for that?‑‑‑No worries.

PN11331  
Nothing else, Ms Grogan, thank you.

PN11332  
COMMISSIONER O'NEILL:  All right.  You said there was nothing in re-examin
Oski?  Mr Oski, I think you might have frozen.  Just give him a moment just to rej

PN11333  
Mr Oski, how's the line this time?  There you go.

PN11334  
MR OSKI:  Apologies, I was having some technical difficulties.  Is everyone able
me?

PN11335  
COMMISSIONER O'NEILL:  Yes.

PN11336  
MR OSKI:  I'm having problems, I can't hear any of you.  However, I can say I do
any further questions or re-examination at this time.

PN11337  
COMMISSIONER O'NEILL:  Ms Grogan, thank you very much for your evidenc
afternoon and you're excused and free to go, so thank you?‑‑‑Thank you.

<THE WITNESS WITHDREW                                                             [3.01 PM

PN11338  
COMMISSIONER O'NEILL:  Mr Oski, do you want to have another go at leavin
rejoining and see if that corrects itself?  How's that, Mr Oski, can you hear us now
dear, that's not promising.  You can't even shake your head.  Well, this might just a
us through until 4 o'clock, I think, which is when the next witness is available.

PN11339  
MR WARD: Sorry Commissioner who's the 4 o'clock witness?
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PN11341  
MR WARD:  Commissioner, can I make the suggestion, could we maybe adjourn 
minutes and in the spirit of this case I'll review whether or not we need to call Ms 
given Mr Oski's dilemma.

PN11342  
COMMISSIONER O'NEILL:  I think that's a lovely idea.  We'll adjourn until 3.15

PN11343  
MR WARD:  Thank you, Commissioner.

PN11344  
COMMISSIONER O'NEILL:  Thank you.

SHORT ADJOURNMENT                                                                     [3.04 PM

RESUMED                                                                                                [3.15 PM

PN11345  
COMMISSIONER O'NEILL:  The Commission has resumed.  Can you hear us th

PN11346  
MR OSKI:  Yes, I can.  Can you hear me?

PN11347  
COMMISSIONER O'NEILL:  Yes, we can.

PN11348  
MR OSKI:  Sincere apologies for that.

PN11349  
COMMISSIONER O'NEILL:  No, no, these things happen.  Mr Ward, how did yo

PN11350  
MR WARD:  I don't think this case is going to turn on Ms Toner's evidence, Comm
We don't require Ms Toner for cross-examination.  If that gets me an early mark th
afternoon, I'm prepared to take that position.

PN11351  
COMMISSIONER O'NEILL:  I think it certainly gets you brownie points of some
So, Mr Oski, having resolved your technical difficulties they are now not needed, 
Toner won't be required, but I don't think you'll complain about that.

PN11352  
Unless there's anything anyone wishes to raise, we will adjourn until - I think we'r
scheduled for 9.30 tomorrow morning.

PN11353  
MR WARD:  If the Commission pleases.

PN11354  
COMMISSIONER O'NEILL:  Thank you all.

PN11355
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MR McKENNA:  Thank you, Commissioner.

ADJOURNED UNTIL WEDNESDAY, 11 MAY 2022                        [3.16 PM]
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PN11358  
THE ASSOCIATE:  The Commission is now in session in matters AM2020/99,
AM2020/163 and AM2020/165, Aged Care work value case, for hearing.

PN11359  
COMMISSIONER O'NEILL:  Good morning everybody.  Unless there's anything
wishes to raise, Mr Oski, I think Ms Roe is the first witness this morning?

PN11360  
MR OSKI:  Yes.  Sorry, Commissioner, can I just indicate - - -

PN11361  
COMMISSIONER O'NEILL:  I think she - - -

PN11362  
MR OSKI:  Sorry, can I just indicate, Ms Rouse(?) is going to take Ms Roe.

PN11363  
COMMISSIONER O'NEILL:  Okay, terrific.

PN11364  
Ms Roe, I think you've just joined us, you can hear me all right?

PN11365  
MS ROE:  Yes, I can, thank you.

PN11366  
COMMISSIONER O'NEILL:  All right.  I'm Commissioner O'Neill and my assoc
going to take you through the affirmation.

PN11367  
THE ASSOCIATE:  Ms Roe, can you please say your full name and work address

PN11368  
MS ROE:  My full name is Karen Elizabeth Roe, my work address is - would that
main office, or - - -

PN11369  
THE ASSOCIATE:  You can use a personal home address, if that's easier.

PN11370  
MS ROE:  That's probably better.  (Address supplied).

<KAREN ELIZABETH ROE, AFFIRMED                                         [9.31 AM

EXAMINATION-IN-CHIEF BY MR OSKI                                        [9.31 AM]

***        KAREN ELIZABETH ROE                                                                                                                  XN MR OSKI

PN11371  
COMMISSIONER O'NEILL:  Mr Oski?

PN11372  
MR OSKI:  Thank you, Commissioner.
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Yes, I can hear you.  Excellent.  So can you just repeat your full name, for the
record?‑‑‑Karen Elizabeth Roe.

PN11375  
I understand that you've made a statement, for the purposes of these proceedings, 
correct?‑‑‑I have, yes.

PN11376  
I understand that statement is dated 30 September 2021 and runs for 33 paragraph
pages.  Do you have a copy of that statement with you?‑‑‑I do.

PN11377  
Have you had an opportunity to read through it again?‑‑‑Yes.

PN11378  
Excellent.  Is it true and correct, to the best of your knowledge and recollection?‑‑
time, yes.  It's become even more stressful, yes.

PN11379  
No problem, thank you.

PN11380  
Commissioner, that's at document 242 at page 12153 of the digital court book, and
to rely upon that statement.

PN11381  
COMMISSIONER O'NEILL:  All right.

PN11382  
MR OSKI:  No, Ms Roe, you'll be able to see, in one of the windows shortly, som
will be asking you some further questions about your statement?‑‑‑Okay.

PN11383  
COMMISSIONER O'NEILL:  Mr Rafter?

PN11384  
MR OSKI:  I'm sorry, Commissioner, I can't see Mr Ward or - - -

PN11385  
COMMISSIONER O'NEILL:  No, that's what I was just about to raise.

***        KAREN ELIZABETH ROE                                                                                                                  XN MR OSKI

PN11386  
MR OSKI:  I'm not sure whether it's a problem that everyone else - yes, apologies

PN11387  
COMMISSIONER O'NEILL:  No, that's common, so that's what I was going to as
Ms Rafter can turn the camera on.

PN11388  
MS RAFTER:  Commissioner, my camera is on.  I might try turning it on and off 
that assists.
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COMMISSIONER O'NEILL:  All right.  Well, it's worked for Ms Rafter so hopef
have the same luck, Mr McKenna.

PN11391  
THE WITNESS:  I'd just like to say, I'm calling from Canada, I'm fine.

PN11392  
COMMISSIONER O'NEILL:  All right.  Mr McKenna, since we can't see you, if 
any questions you wish to ask, if you can just let me know, just say so at the time.

PN11393  
MR McKENNA:  Thank you, Commissioner.

PN11394  
COMMISSIONER O'NEILL:  So, Ms Roe, Ms Rafter is just going to ask you som
questions now.

CROSS-EXAMINATION BY MS RAFTER                                        [9.33 AM

PN11395  
MS RAFTER:  Hi, Ms Roe, my name is Alana Rafter, I am appearing for the emp
interests today and I take it you can see me now?‑‑‑Yes.

PN11396  
Excellent.  So I'm just going to ask you a few questions about your statement?‑‑‑Y

PN11397  
So, I understand you're a home support team member for the Benevolent Society?

PN11398  
And you have a certificate III and certificate IV?‑‑‑Yes, I do.

***        KAREN ELIZABETH ROE                                                                                                          XXN MS RAFTER

PN11399  
Were you required to have that for your job as a home support team member or yo
already had that?‑‑‑When I first was employed with them I was not required to ha
training whatsoever.  I walked in off the street basically.  But since then I have tak
training.

PN11400  
Excellent.  And just so I can get a picture of who you would be talking to in the of
time to time, did you have a coordinator that you reported to at the Benevolent
Society?‑‑‑Yes, we always some specific, like, supervisor.  But then we also (indis
coordinators as well, so, we have - and then of course there's rostering.  Yes, we h
a few people.

PN11401  
That's no worries.  And what's the title of your supervisor, or is it just supervisor?‑
actually am not sure what he's called, the present one.

PN11402  
No worries?‑‑‑Yes.
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PN11405  
I won't ask you to guess?‑‑‑ ‑ ‑ ‑the bottom of everything, so we don't necessarily 
information.

PN11406  
Okay.  And if you needed to, say, talk to a registered nurse during an appointment
you call your supervisor first or do you have a number for a registered nurse?‑‑‑W
have a registered nurse number, so I would have to call, yes.  Yes, I'd have to call 
supervisor, I guess.  I've called the poison line on occasion straight through, but - 

PN11407  
Thanks for that.  I now have a better picture of what you're working with there.  A
could just ask - put a couple of scenarios to you to see how it works, if you were s
a client, and during that shower you noticed the client had a skin tear on their arm
protocol you would follow in that scenario?‑‑‑With a skin tear we would actually 
people right away and make arrangements to have the client seen to by a doctor as
possible, especially at that age a skin tear is monumental.

***        KAREN ELIZABETH ROE                                                                                                          XXN MS RAFTER

PN11408  
If I could walk that back, so, you've seen the skin tear and you would alert people
would you first call the office, your supervisor?‑‑‑I would call the office first, and
would probably - I mean, depending on the client really too, whether it's an ambul
or calling the doctor to see if we can maybe take them to the doctor or if the docto
come out.  It depends on the client.

PN11409  
And with the ‑ ‑ ‑?‑‑‑The family as well too.

PN11410  
‑ ‑ ‑doctor that's their local doctor listed on the care plan that you're referring to?‑‑

PN11411  
So, I take it if the skin tear had blood or looked more serious you'd say that to the
supervisor and then call the ambulance?‑‑‑Yes.  Yes.  Yes.

PN11412  
To make the decision whether to call the doctor or the ambulance would you be ta
through with your supervisor, or how would you make the decision to do one or th
other?‑‑‑Once again, it really depends on if you know the client well, if you know
doctor as well.  You know, because when we have regular clients we have knowle
their doctors, and things like this.  But, anyway, I would call my supervisor, I wou
describe - sometimes - and this is where telephones come in handy, mobile phone
handy, you can take a photograph and send it off.

PN11413  
Okay?‑‑‑You know, and then in some cases you can send it off to the doctor's offic
they will, you know, tell you whether to be worried or not, but, yes, you talk to yo
supervisor first and then quite often if we can't take them to the doctor some of the
leave their homes, and we can't get the doctor to come out then we will call the am
and get them to come, yes.

6912



PN11415  
Sorry, I didn't mean to interrupt.  So, you call the ambulance?‑‑‑No, that's fine.

PN11416  
And with a fall, are you required to prepare an incident report on that occasion?‑‑‑

***        KAREN ELIZABETH ROE                                                                                                          XXN MS RAFTER

PN11417  
And is that separate to progress notes or case notes?‑‑‑Yes.  Yes.  No, it's a form y
you know, time, what was happening, who was doing what, how do you think it h
And once again, having a mobile phone comes in handy because you can take pho
of, like, in a recent case I took a photograph - after the client had been taken to ho
took a photograph of the shower stall and, you know, basically how it happened an
like that, so, yes.

PN11418  
And those get emailed - that incident report, once you've finished that, you email t
your supervisor?‑‑‑Yes.

PN11419  
Then would you also write a case note or a progress note?‑‑‑We - some clients hav
communication books, some clients don't.  When it comes to the incident and acci
report we would send that to the client's case manager and that's where it would go
that's as much as we would really have to do unless the case manager comes back
asks for more information.

PN11420  
Now, I will just go to - it's ordinary - just a - we'll take away the incident this time
you're just going to an appointment to assist with a shower and there's no skin tear
of that (indistinct) on this one, would you typically - I know that you've said there
communication book in some houses, so if they had that you might include some 
'I showered the client'?‑‑‑Yes.  Yes.  Yes.

PN11421  
But if there's no communication book, would you not be required to make a note o
anything?‑‑‑We're not required to do anything unless - we are required - if we noti
something different, if something's gone screwy, a medication has been missed, th
themselves are exhibiting behaviour that is not the normal then we would make a 
the office.

PN11422  
Okay, I see?‑‑‑Usually (indistinct) because if it is unusual enough to make note of
usually important.

PN11423  
So, at Benevolent Society they don't use, like, apps or whatnot to record ‑ ‑ ‑?‑‑‑W
have any apps.  No, we don't have them.

PN11424  
So, if there's something out of the ordinary you'll contact the supervisor office dire
phone or ‑ ‑ ‑?‑‑‑I use my personal mobile phone for things like that, because we d
access to work mobile phones yet or any other thing.  They're considering bringin
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PN11426  
What do you mean - could you just elaborate by 'supposedly' for me?‑‑‑We're supp
get it from rostering, but once again it depends on if they've sent it to us.

PN11427  
So they should be sending it to you via email?‑‑‑Yes.

PN11428  
But I take it that doesn't always happen, does it?‑‑‑It doesn't always happen, that's
And sometimes we'll get a care plan that is out of date, and this is where - because
by ourselves but we actually try to be a team, and this is what we try to do is if I k
I'm going in to someone that I don't know, and I know another care worker has be
there, I will tap into that other care worker and say, 'What can I expect?  What kin
things am I doing?  What shouldn't I be doing, because this person doesn't want m
Like, you know, there's some people who want to shower themselves, you just hav
there.  Other people want more involvement if you'll excuse the expression.  You k
you have to - it's getting a little bit of advanced knowledge before you walk in the
There's also some people who - I mean you have to know whether you're going in
- if you're waiting for someone to answer the door or if the door will be open and 
invited in without - because they can't answer the door themselves.  I mean these a
things that we need to know before we get in there.

PN11429  
Are they details that should be on the care plan?‑‑‑Possibly.

PN11430  
Yes, possibly might be on the care plan?‑‑‑Yes.

PN11431  
But, in your experience, you find you get that information from talking to other
carers?‑‑‑Very, very much so, very much so.

PN11432  
Is there a physical copy of the care plan in the client's house as well, or you only h
access to the one that's emailed?‑‑‑There is supposed to be a physical copy in the h
quite often it is somewhere where we don't know where it is.

PN11433  
Okay?‑‑‑Yes, and if - you know, we can go in and ask the client where the care pla
Sometimes they don't know where it is either, you know, because everybody come
families put things away, we put things away, whatever, but also quite often they d
you to look at the care plan, so you have to play it the way it's presented to the clie
because - especially if you're going into a client who you don't know, yes.

***        KAREN ELIZABETH ROE                                                                                                          XXN MS RAFTER

PN11434  
Ms Roe, sometimes you don't have access to the care plan, sometimes you do, so h
you know what you're going to a client's house to do?  Does the rostering team sen
message saying that you're doing showering, domestic assistance, or how do you k
what you're doing at each appointment?‑‑‑That's usually - it's usually on our roster
it's domestic assistance, or shower, or social, shopping, whatever.
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If it's not on the care plan, I take it you would still be acting within the scope of yo
competencies and everything you're trained to do?‑‑‑Yes, yes.

PN11437  
If it was something that you knew not to be on the care plan, if it was outside the s
would you tell your supervisor or the office that this is being asked for or
requested?‑‑‑Well, if it's something I definitely know not to do, I will definitely sa
sorry, I can't do this, just let me call the office, I need to talk to them.'

PN11438  
Okay?‑‑‑But if it's just a case of, 'No, I don't want a shower today, can you vacuum
yes, that's a no-brainer, I can do that, but then, after that, I will also let the office k
you know, 'This person didn't want a shower today; is this unusual?' so that the pe
who's coming in tomorrow, who is supposed to be doing the vacuuming, maybe th
the shower.

PN11439  
I might take you to a couple of parts of your statement now.  Do you have that in f
you?‑‑‑Yes.

PN11440  
At paragraph 10, you talk about a few different clients you're seeing and you refer
third client on that day, who I believe you say is deaf and blind, and for that appoi
you tend to do 'whatever the client wants me to do; they just like the company'?‑‑‑

PN11441  
Do you know prior to going - I'll take that back.  On your roster, what will it say th
are going to that client to do?‑‑‑Well, in this case, it would say that she was domes
assistance.

PN11442  
Domestic assistance, and then, I take it, she will then tell you what she needs help
that way?‑‑‑Yes.

PN11443  
Vacuuming, maybe, doing all this?‑‑‑Yes.

***        KAREN ELIZABETH ROE                                                                                                          XXN MS RAFTER

PN11444  
So, doing whatever the client wants you to do, but it's within the scope of domesti
assistance?‑‑‑Yes.

PN11445  
Thank you for that; that's very helpful. Then if we go down to the next paragraph,
paragraph 11, here you're talking about a client you had that was a breast cancer
survivor?‑‑‑Mm-hm.

PN11446  
And during a shower, you noticed a hole in the breast was leaking and you put a b
it.  You say, 'We put a bandage on it.'  Could you tell me, did you put a bandage on
- - -?‑‑‑Where are we?

PN11447
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(Indistinct.)  Sorry, I'm cutting over you.  I'll let you - - -?‑‑‑No, so it was - I mean
a client who - it had been - obviously had been leaking for a while and she was co
up, and then she - we finally got her to take the bandage off and saw that it was le
so we - what I did at that time, I took photographs of it, I sent photographs to my
supervisor, and we organised for - when I say 'we', the office organised for a call t
doctor and then the community nurses came, because her doctor was one who cam
home, and so we organised for him to come, I think within the next day or two.

PN11450  
Okay.  I'll say it back to make sure I get it.  So she already had this hole pre-existi
was covered up with a bandage of sorts, and then you asked her to just uncover it 
could see if there was something wrong?‑‑‑It was coming through.

PN11451  
It was coming through, so you asked to take - you took a photo of that?‑‑‑Yes.

PN11452  
Then you sent it on to the office?‑‑‑Well, I sent it to the office so the office could c
doctor.

PN11453  
Then the office would call the doctor and the doctor came and did - - -?‑‑‑Yes.  I m
when I say 'the office', I called her case manager - - -

PN11454  
Her case manager - - -?‑‑‑ - - - to call the doctor, yes.

***        KAREN ELIZABETH ROE                                                                                                          XXN MS RAFTER

PN11455  
Thank you for that; I appreciate that.  Now I will go to paragraph 22.  At 22, you'r
about clients with dementia that pose particular complications and you talk about 
have to observe them, things can change quickly and you have to get a handle on 
adept at judging changing situations quickly?‑‑‑Yes.

PN11456  
For that, would you be drawing upon your training from your Cert III and Cert IV
yes, and life experience.

PN11457  
Thank you for that.  Now, just to talk about training, at paragraph 7, to take you ba
you talk about in-house training that the Benevolent Society used to provide.  I no
said, since COVID, it's much less.  Now, as part of that in-house training, did you 
medication competency training?‑‑‑We have done medication training, different c
medication training, yes.

PN11458  
Would one of them be regarding a medication prompt, so if clients have those Web
packs - - -?‑‑‑Yes.

PN11459  
And the procedure to be followed with that?‑‑‑Yes.

PN11460

6916



PN11462  
Were you - - -?‑‑‑(Indistinct) medication or?

PN11463  
For this training with the Webster packs, were you in like a classroom-like setting
were walking you through what you need to check?‑‑‑It was part of, I think, my C
it was - - -

PN11464  
Okay?‑‑‑ - - - in the classroom, yes.

PN11465  
So you received that training outside the Benevolent Society?‑‑‑No, it was - - -

***        KAREN ELIZABETH ROE                                                                                                          XXN MS RAFTER

PN11466  
Inside?‑‑‑No, the Benevolent Society in those days provided Cert III and Cert IV t
within - - -

PN11467  
I get you now, and that was included as a unit within your Cert III or IV?‑‑‑Yes.

PN11468  
Thank you for that.  I'm just looking - so if I could take you to - I just want to ask 
question, staying with paragraph 7.  You refer to your online training, and I take it
like modules where you click it and you may watch a video, read some material an
quiz?‑‑‑Mm-hm.

PN11469  
You give an example of case note fundamentals.  Could you explain that?‑‑‑Sorry,
I give that?

PN11470  
This is paragraph 7 still?‑‑‑I don't say anything about case note fundamentals.

PN11471  
One second.  It very well could be my mistake, so bear with me?‑‑‑That would be
paragraph 9.

PN11472  
Now I'm confused.  Yes.  Apologies for that.  At paragraph 9, as you correctly cor
there, in the second last line you refer to 'case fundamentals?'---Yes.

PN11473  
I was just wondering if you could explain briefly what that involved?‑‑‑Well, case
fundamentals was basically, you know, you're putting down what you've done, wh
observed, and you know, what you do as required by the client, what you're observ
what you think might need to be done as well.

PN11474  
So it's to assist with preparation of, like, progress notes and (indistinct) - - -?‑‑‑Ye
Progress notes is probably another, yes.
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So that's a safety hazard you've identified, and I know ultimately six months later 
taken off, but I wanted to know if you could explain the procedure to be followed 
identify – if you see a hazard, what's meant to happen?‑‑‑Well, hopefully the haza
mitigated, because - - -

PN11477  
I'll just take it back.  Are you meant to report it to the office?‑‑‑Yes, very much so

***        KAREN ELIZABETH ROE                                                                                                          XXN MS RAFTER

PN11478  
And you may take a photo of the hazard?‑‑‑Yes.

PN11479  
And then it's left with the office.  They're meant to take the steps to - - -?‑‑‑And th
in this particular case, yes, it was a case of having to negotiate with the family of t
as well, because the family of the client did not want anything to happen.  So that 
was a difficult situation, but in the end we did have the shower door taken off, and
actually did have a fall about two months later and I think the only reason she was
more was that the shower door was not there.

PN11480  
With the family, negotiating with the family, did you pass on – after identifying th
first to the office and then finding out the family had some resistance to this chang
you notify the office of that as well so they were aware?‑‑‑The office was very aw

PN11481  
They were very aware of everything that was going on there?‑‑‑They were very aw
No, and I mean, once again, when you're in this situation I quite often – one of her
daughters was quite often there, either coming or going as I was there, so this is – 
why I knew that there was a problem with the family; they didn't want to make the
because the daughter was telling me that this was going on.

PN11482  
And - - -?‑‑‑And that's a situation where you actually have to tread very carefully, 
you can't go – this has to be done, you have to be gradual.  It's – yes.  I mean, I'm 
how diplomatic I can be sometimes.

PN11483  
Now, if there's a situation where you feel – have you had a situation where you fee
in a client's home?‑‑‑(Witness laughing).

PN11484  
I take that as a yes?‑‑‑Yes.

PN11485  
Is there a protocol that The Benevolent Society tell you that you're to follow if you
unsafe in a house?‑‑‑Yes, get the hell out of there.  Yes, basically we – you know, 
thing – if you feel unsafe:  'Oh I am sorry, I've just got a phone call from the office
going to have to duck out; I'll be back soon; don't worry' – you know, just things l
It depends.  Once again it depends on the situation.  When you're going into some
you don't know but you feel unsafe as soon as you walk in the door, you get the he
there.  If it's someone you may have some knowledge of and you feel maybe you 
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PN11487  
But if you feel unsafe, get out is the protocol?‑‑‑Yes.  Yes, very much so, just get o

PN11488  
I now want to take you to paragraph 15 and 16 and just ask you a couple more que
about just medication?‑‑‑Yes.

PN11489  
With the Webster-pak medication at 15, that's the medication prompt that you wer
that you learnt in your Cert IV?‑‑‑Yes.

PN11490  
So you would get the Webster-pak, be checking the resident's (indistinct), client's
name?‑‑‑(Audio malfunction).

PN11491  
Is there a medicine chart or a picture chart for you to check the pills, or it's just all
Webster‑pak?‑‑‑Well, I mean once again it depends on the client, because quite of
some clients actually manage their own medication, and you just have to sort of w
as they open this box and take one out, and open this box and take one out.

PN11492  
Yes?‑‑‑And with the Webster-pak, we can if we feel we want to – we can check th
the Webster‑pak to make sure that all the pills are in there.  Quite often clients are
aware of, you know, how many pills they should have and things like that, so that'
good.  But yes – no, we – what we try to do is to get them to push a bubble of the
Webster‑pak out and into like a – well, for me, I try to put it on a little plate or a li
so that they can see them, and then they can take them themselves, yes.

PN11493  
And then at paragraph 16 you talk about morphine patches?‑‑‑Mm.

***        KAREN ELIZABETH ROE                                                                                                          XXN MS RAFTER

PN11494  
Is it the situation where the client knows they need this patch so you might assist w
opening the packet so they can put it on, or they may have difficulties putting it on
might assist them, or how would that work?‑‑‑All of the above.  It depends.  Yes, 
depends on the client.  I have – there is one client that I see occasionally who need
assistance because it's on her back, and I have to actually ask her case manager fo
permission to be able to do that, because I wasn't sure if I should be able to do it.  
nurses who were supposed to be coming on a regular basis were not, and she had n
else to put it on.  So it was a case of needs be, yes.  So I mean it depends on the pe
Some people are very aware of how to put the patch on; they just want us to watch
make sure that it's straight and not – you know, it's just flat.  Others need us to actu
physically put it on.

PN11495  
I note that when it was on the back and you had to physically put it on, you had to
office.  Is that the procedure with these morphine patches; if they want you to phy
it on, you're meant to call the office to see that you can do that?‑‑‑If I'm physically
on, yes, I do want to get permission from the office first.

6919



And you refer to checking their blood.  I take it you have a blood glucose level
monitor?‑‑‑They do, yes.

PN11498  
So it's in their house?‑‑‑Yes.

PN11499  
And you might give it to them to do the prick test with their finger?‑‑‑Yes.

PN11500  
And then you would look at the reading?‑‑‑Yes.

PN11501  
Are you provided with a range that says if it's too high or too low you need to call
office, or how do you know if the reading - - -?‑‑‑Well, I mean it depends on the c
again.  There have been some clients when the doctor has said unless they're over 
worry.  There's other clients that if they're in the 8s then we need to call.  So really
individual thing once again.

PN11502  
Where is that notation down?  Where do you access that information?‑‑‑That's usu
the case notes.

PN11503  
And will these case notes be in the house?  So is that with the communication boo
communication book would probably have that, yes, or – I mean, like I say, every
different.  It's either in the communication book or it's somewhere close to where 
machines are, you know, where we do the BSLs, or it comes from the case manag

PN11504  
If it was missing or not there, I take it you'd - - -?‑‑‑Call the office and see how we

***        KAREN ELIZABETH ROE                                                                                                          XXN MS RAFTER

PN11505  
Thank you for that.  No further questions, Commissioner.

PN11506  
COMMISSIONER O'NEILL:  All right.  Thank you.  Any re-examination, Mr Os

PN11507  
MR OSKI:  No re-examination, Commissioner.

PN11508  
COMMISSIONER O'NEILL:  All right.  Well, Ms Roe, thank you very much for 
available today, from Canada, and for your evidence and you're excused and free t
go?‑‑‑I'd like to mention that it's 4 degrees here and it's snowing.  Thank you.

<THE WITNESS WITHDREW                                                          [10.04 AM]

PN11509  
COMMISSIONER O'NEILL:  Now, is it Mr Heyan that's just joined us?

PN11510

6920



PN11512  
MR HEYAN:  I can.

PN11513  
COMMISSIONER O'NEILL:  My associate is just going to take you through the
affirmation.

PN11514  
MR HEYAN:  No problem.

PN11515  
THE ASSOCIATE:  Mr Heyan, can you please say your full name and work addre

PN11516  
MR HEYAN:  My full name is Ross Evan Heyan, my work address is 27 Peel Stre
Brisbane, Queensland.

<ROSS EVAN HEYAN, AFFIRMED                                                 [10.04 AM]

EXAMINATION-IN-CHIEF BY MR OSKI                                      [10.04 AM]

***        ROSS EVAN HEYAN                                                                                                                          XN MR OSKI

PN11517  
COMMISSIONER O'NEILL:  Mr Oski?

PN11518  
MR OSKI:  Thank you, Commissioner.

PN11519  
Good morning, Mr Heyan, my name is Sheldon Oski, I'm appearing for the UWU
Can you both see and hear me?‑‑‑I can, thank you.

PN11520  
Perfect.  Can you repeat your full name, for the record?‑‑‑My full name is Ross Ev
Heyan.

PN11521  
Excellent.  I understand you've made a statement, for the purposes of these procee
that correct?‑‑‑That's correct, I have.

PN11522  
I understand that statement is dated 31 March 2021, it runs to 56 paragraphs over 
pages.  Do you have a copy of that statement with you?‑‑‑I do.

PN11523  
Excellent.  Have you had an opportunity to read through it again?‑‑‑I have.

PN11524  
Is it true and correct to the best of your knowledge and recollection?‑‑‑It is true an
yes.

PN11525  
Thank you.  Commissioner, that's at document 238 at page 12120 of the digital co
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CROSS-EXAMINATION BY MR WARD                                         [10.05 AM

PN11527  
MR WARD:  Mr Heyan, can you hear me okay?‑‑‑I can.

PN11528  
Am I pronouncing your name correctly?‑‑‑Yes, you are.  Close enough.

PN11529  
That's good.  Mr Heyan, my name is Nigel Wood, I appear in these proceedings fo
employer interest.  I'm just going to ask you - I won't keep you very long this mor
I just start with your statement, do you have it in front of you?‑‑‑I do.

***        ROSS EVAN HEYAN                                                                                                                     XXN MR WARD

PN11530  
Just by way of background, am I right that in paragraph 7 you say you were a TES
teacher in mainland China, does that mean you were an English teacher in China?
right.  TESOL is teaching English to speakers of other languages.

PN11531  
I take it you obviously would be qualified in that?‑‑‑That's right, yes.

PN11532  
Is that what you traditionally did, before you started working at AusCare?‑‑‑I'd do
variety of jobs in a variety of different industries, yes.

PN11533  
Can you just explain for me, did you come back to Australia in 2016, so you came
AusCare was your first job back in Australia?‑‑‑No, it was my second job back in
Australia.  I worked, for a short time, in a call centre and then later went to AusCa

PN11534  
Can I ask why you took the job at AusCare?‑‑‑I was unemployed at the time and I
willing to try anything.  So it was close to home, I'd never been in a job like that b
I thought, why not, and give it a shot.

PN11535  
Okay.  I understand you're the union delegate for the United Workers Union at the
facility?‑‑‑I was.  So I'm no longer employed in aged care.  I now work for United
Union, as an organiser.  But during my time there I was the delegate at the facility

PN11536  
I don't think it's in your statement, when did you leave?‑‑‑I left mid last year.

PN11537  
And you took up being an organiser for the union at that time?‑‑‑Correct.

PN11538  
As I read your statement, you have a Certificate III in cleaning operations, is that
right?‑‑‑That's correct.

PN11539  
I'm not familiar with that Mr Heyan what does that normally - what does that inv
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PN11540  
That arose in your employment with the Department of Education?‑‑‑Correct.

***        ROSS EVAN HEYAN                                                                                                                     XXN MR WARD

PN11541  
Okay.  Now, I'm right that you don't have any clinical qualifications, you're not a n
anything like that?‑‑‑I'm not.

PN11542  
And you don't hold a Cert III in aged care?‑‑‑I do not.

PN11543  
And I'd be right that you've never been involved in the management of an aged ca
would that be right?‑‑‑No, I have not.

PN11544  
Now, I've read your statement several times, Mr Heyan, is it reasonable to say tha
you worked there you didn't believe the facility was run very well?‑‑‑No, I wouldn
that.  I think it was run, from at least the management at the facility that I had con
I think while they're not perfect, they did the best job they could.

PN11545  
I'm going to ask you some questions about your work, but before I do that - I'll co
to that.  As I understand your statement, you say you were mostly cleaning?‑‑‑We
in my statement, my role changed quite a lot.  Certainly for the last two, two and a
years of my employment I was mostly in a cleaning role.

PN11546  
When you say 'mostly', what percentage of your time was spent cleaning?‑‑‑I wou
per cent, 80 per cent of my time was cleaning.

PN11547  
The other 25 or 20 per cent was in food service?‑‑‑Yes, usually in food service. 
Occasionally in other roles that needed to be done around the facility.

PN11548  
Such as what?‑‑‑Such as sometimes maintenance, if there was no maintenance ma
would sometimes be asked to do that.  That's moving around furniture, helping do
repairs.

PN11549  
You mean like changing a - you mean changing a washer on a tap, by repairs?  Wh
mean by repairs?‑‑‑No, I would say stuff like if a lift bed, the bed that a resident la
is able to be lifted up, if that was not working for some reason, you know, someon
have to go there and try and figure out what was wrong.  If it was broken then obv
professional would be called in to service it, but often it was the remote control th
the lifting wasn't quite plugged in right, so I'd have to climb under the bed.

***        ROSS EVAN HEYAN                                                                                                                     XXN MR WARD

PN11550  
What, in the old days, might have been described as the handyman?‑‑‑Yes.  Yes, th
be accurate.
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basically what's called a dirty room, what was called a dirty room, in our facilities
personal carers, if they had soiled pads or any other sort of rubbish, it would go to
room and then the cleaner would be required to come around twice a day and emp
rubbish, take it out to the main bin outside.

PN11552  
Is that rubbish bagged in any particular way?‑‑‑They were just put into black plast
and tied on top.

PN11553  
And you would take the tied plastic bag and take it to what, a central rubbish bin t
contractor would take away?‑‑‑Yes, just a rubbish truck would come and collect it
blue bin.

PN11554  
When you talk about infection control of touch points, was that using like a spray 
and wiping down handrails and things like that?‑‑‑Yes.  So this is something that w
always a part of the job.  It obviously became more important because of COVID
changed what we were using.  Sometimes there were pre-dosed wipes, sometimes
have a spray and a cloth, sometimes we used a gel-type solution, but it was wiping
hand railings, light switches, door knobs, all that sort of stuff.

PN11555  
I take it when you cleaned the resident room, you would clean the bathroom as we
actual room where the bed was?‑‑‑That's correct, yes.

PN11556  
I take it that when you cleaned the bathroom, were you using what I might describ
domestic chemicals to clean that?  You weren't using industrial chemicals like
formaldehyde, or something like that?‑‑‑No, we only were able to use the chemica
provided by the facility.  I don't know if you could class them as domestic because
from a specific cleaning supplier.  I don't think formaldehyde or anything like that
a part of it.  I'm not a hundred per cent sure on that.

PN11557  
Were any of them - I take it some of them might have been bleaches for the showe
things like that?‑‑‑Yes, yes, they were sort of quite strong bleaches that were used

***        ROSS EVAN HEYAN                                                                                                                     XXN MR WARD

PN11558  
Then you say you did general cleaning.  Is that like vacuuming and - - -?‑‑‑Yes, va
mopping floors, dusting, you know, pictures and table tops, sort of general cleanin
the place tidy.

PN11559  
Did you have a sort of roster of how you had to do it or did you make it up as you
went?‑‑‑No.  Well, we do have a checklist of tasks that should be done during the 
Certainly management were flexible in that if something sort of happened during 
and, for some reason, it couldn't all get done, as long as I explained that, then that 
acceptable, but we did have a checklist of duties that we were supposed to get com

PN11560  
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easy day, but mostly, in the cleaning role, things got done in the section I worked 

PN11562  
In the food service role, as I understand it, you worked in food service in
Eucalyptus?‑‑‑Yes.

PN11563  
I take it that was one of the wings, was it?‑‑‑It was one of five wings.

PN11564  
In your facility, was there sort of a primary central kitchen where the cooking was
done?‑‑‑That's right, yes.

PN11565  
I take it that kitchen wasn't actually in the Eucalyptus wing, or was it in the wing?
wasn't in the wing, it as in a sort of central location.

PN11566  
Tell me if I'm wrong, but if it's hot food, I take it it would have been put in a hot b
then moved into the Eucalyptus servery?‑‑‑That's right.

PN11567  
In the servery itself, was that a servery that had sort of bain maries and things like
there?‑‑‑That's right, yes, a bain marie, sink, microwave, fridge.

PN11568  
When you were doing food service from the Eucalyptus servery, did you plate up 
pre-plated?‑‑‑No, I would plate up.

***        ROSS EVAN HEYAN                                                                                                                     XXN MR WARD

PN11569  
I take it, having plated up, you would then take the food and effectively put the pl
front of the resident?‑‑‑Generally, yes.  Sometimes a personal carer would assist w
but that all depended on how busy they were.

PN11570  
Were you ever required to cook?‑‑‑Yes, I have done that shift on several occasions
wasn't the majority of what I've done, but we were required to be flexible, so, you
the cook had called in sick or gone on holidays, then someone had to step up.

PN11571  
So were you competent to cook the roast pork and things like that, were you?‑‑‑N
generally I didn't do - so there was an early morning shift where most of the food 
prepared.  I would more often do the sort of late shift, which was putting the pre-p
things in the oven for however long the cook told me it needed to go in for, tempe
checking the food as it came out and putting it in the hot boxes to go off to the dif
wings.

PN11572  
Did you have any separate food safety qualifications yourself?‑‑‑No, the only food
qualifications I received was the mandatory training provided by my employer.

PN11573
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MR OSKI:  No re-examination, Commissioner.

PN11576  
COMMISSIONER O'NEILL:  All right.  Mr Heyan, thank you very much for you
evidence this morning.  You are excused and free to go?‑‑‑Thank you.

<THE WITNESS WITHDREW                                                          [10.19 AM]

PN11577  
COMMISSIONER O'NEILL:  Now is it Ms Hafnagel next?

PN11578  
MR OSKI:  Yes, she's available now.  I will get her.

PN11579  
COMMISSIONER O'NEILL:  All right.  Good morning, is it Ms Hafnagel?

PN11580  
MS HAFNAGEL:  Yes, it is.

***        ROSS EVAN HEYAN                                                                                                                     XXN MR WARD

PN11581  
COMMISSIONER O'NEILL:  All right, lovely.  I'm Commissioner O'Neill and m
associate's just going to take you through the affirmation.

PN11582  
MS HAFNAGEL:  Thank you.

PN11583  
THE ASSOCIATE:  Ms Hafnagel, can you please say your full name and work ad

PN11584  
MS HAFNAGEL:  Sandra Kim Hafnagel.  Did you ask my work address or my h
address?

PN11585  
THE ASSOCIATE:  It can be either one.  Okay, my home address is (address supp

<SANDRA KIM HAFNAGEL, AFFIRMED                                      [10.20 AM

EXAMINATION-IN-CHIEF BY MR OSKI                                      [10.20 AM]

PN11586  
COMMISSIONER O'NEILL:  All right, Mr Oski.

PN11587  
MR OSKI:  Thank you, Commissioner.

PN11588  
Good morning, Ms Hafnagel.  I'm Sheldon Oski, I appear for the UWU today.  Ca
repeat your full name for the record?‑‑‑Sandra Kim Hafnagel.

PN11589  
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PN11591  
Have you had an opportunity to read through it again?‑‑‑Yes.

PN11592  
Is it true and correct to the best of your knowledge and recollection?‑‑‑Yes.

PN11593  
Commissioner, that's at document 235 at page 12099 of the digital court book and
to rely upon that statement.

***        SANDRA KIM HAFNAGEL                                                                                                                 XN MR OSKI

PN11594  
Ms Hafnagel, you'll be able to see in one of the windows in the screen there is Ms
under the caption 'Nigel Ward', and she is now going to ask you some questions ab
statement.

CROSS-EXAMINATION BY MS RAFTER                                      [10.22 AM

PN11595  
Hi, Ms Hafnagel, my name's Alana Rafter and I'm appearing for the employer inte
the proceedings today and I'm just going to ask you some questions about your sta
see you're a personal care worker - with PresCare you worked as a personal care w
community care?‑‑‑Yes.

PN11596  
That was between around 2010 to 2021?‑‑‑Yes.

PN11597  
I understand you have a Certificate III, which you had in around 2010.  Is it correc
were required by PresCare to have that qualification?‑‑‑Yes, you are.

PN11598  
I note in paragraph 18, you refer to the requirement for first aid and CPR training.
also a requirement by PresCare?‑‑‑Yes.

PN11599  
Thank you for that.  Just so I can get a picture of the people you might be contacti
office in your work in community care, did you report to a personal care worker
coordinator?‑‑‑Yes, we did.

PN11600  
They act as your supervisor if you had a question whilst you were at an
appointment?‑‑‑Correct.

PN11601  
If you needed to contact, say, had a question for a registered nurse, would you con
coordinator first or do you have a number for a registered nurse as well?‑‑‑No, you
contact a registered nurse.  She had her own - - -

PN11602  
Excellent.  So you had the numbers for both.  You could go to the office or direct 
registered nurse.  And I note you also refer to a roster section.  I take it that's the te
sets the rosters and allocates appointments to all the care workers? Correct yes
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PN11604  
So, at 15 you refer to administering medication, is that, from what I understand, th
medication prompt where clients with Webster packs you might give them a prom

PN11605  
And if they were able, you might just watch them pop the packet themselves?‑‑‑Y
were allowed to actually pop them, but not actually - just hand it to them.

PN11606  
I see.  And so you might pop them into, like, a cup for something?‑‑‑Yes.

PN11607  
You wouldn't touch the pills?‑‑‑No.

PN11608  
And did you receive separate training from PresCare for that?‑‑‑Yes.

PN11609  
Was that medication training conducted by the registered nurse?‑‑‑Yes.

PN11610  
Was there a theory component and a practical component for that training?  Or if y
might take it back, if you can tell me a little bit about that training, I'll make it like
that?‑‑‑There were times where it was practical, another time it was just theory, so
depending on the staff meeting we had, not necessarily both.

PN11611  
I take it prior to being able to administer medication the RN had to assess you ‑ ‑ ‑

PN11612  
‑ ‑ ‑and be satisfied that you had that competency?‑‑‑Yes.

PN11613  
Thank you for that.  At the third dot point you talk about meal preparation.  Could
me an example of what meal preparation might include?‑‑‑Meal preparation, in m
was I would prepare enough meals for a husband and wife for their seven days, be
they were incapable of preparing, cutting up vegetables, cooking meals, so that th
nutrition side of it would be value for themselves.

PN11614  
And would you get assistance from - to make sure the nutrition was there would y
care plan or assistance as to what food you would use, or how would that be
determined?‑‑‑No.  No, that was determined by the family.

***        SANDRA KIM HAFNAGEL                                                                                                         XXN MS RAFTER

PN11615  
The family would determine it?‑‑‑Due to some of them couldn't eat certain foods o
couldn't chew food so it always had to be very soft to accommodate their family, a
they liked.

PN11616  
You said you would prepare for the week, so I take it you would cook the food in 
then freeze it? I would normally cook three separate meals and then yes freeze
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spaghetti bolognaise or what they call porcupine meatballs, anything like that that
and better for them, so, yes.

PN11618  
If you were doing meal preparation I take it you would have a longer appointment
client?‑‑‑Yes.

PN11619  
Just going down the list, the third-last dot point in that page, you refer to teaching 
assisting clients with their mobile phones and computers?‑‑‑Yes.

PN11620  
Is that just based off your knowledge or your usage of a phone?‑‑‑Yes, especially 
COVID, because they were so isolated.

PN11621  
Just checking to see if you've done, like, a separate phone course or computer ‑ ‑ ‑

PN11622  
No?‑‑‑I made them get a Samsung so I knew how to use it.

PN11623  
Good show.  And now over the page, on the first dot point, you talk about buying 
items, and you list some like mobile phones, clothing.  We might stay with the Sam
because I take it this is one of them.  How did it work, did the client give you the l
what they wanted you to buy, give you their card or money and you go and do it, o
that work?‑‑‑No, I actually took the client with me.  Never ever had a card on me,
always with the clients.

***        SANDRA KIM HAFNAGEL                                                                                                         XXN MS RAFTER

PN11624  
Thank you for that.  And then if we go down to the next dot point, mentoring, cou
just explain what you mean by mentoring?‑‑‑Well, during COVID mentoring them
to teach them how to do use their Samsung, and be able to teach them how to Sky
I'd mentor them how to do it, so they could keep in contact with their families, bec
were so isolated, so I was just mentoring them in how to use different appliances a
to - I don't know, really listen to music, showed them how to get music up, becaus
were so vulnerable out there by themselves.

PN11625  
I think I understand you'd be helping them use - because you would be helping the
their technology so they could still talk to their family, who might not be in a posi
them especially due to COVID.  And then you talk about care - I think, I may hav
spot, but I believe you refer to hairdressing, and you would cut the client's hair.  W
(indistinct)?‑‑‑No, I never said cut the client's hair.  I ‑ ‑ ‑

PN11626  
Okay, I think that was a prompt for me to ask?‑‑‑No, I set ‑ ‑ ‑

PN11627  
I'll say what do you mean ‑ ‑ ‑?‑‑‑ ‑ ‑ ‑their hair.

PN11628
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PN11629  
Thank you for clarifying.  I didn't mean to put your words in your mouth there.  A
if we go - I wanted to talk about the annual training modules you do.  I believe yo
them at paragraph 21?‑‑‑Mm-hm.

PN11630  
That PresCare made it a requirement that you do these.  Were these online module
they were.

PN11631  
And would some include maybe a video?‑‑‑Most of them had videos and then que
answers at the end.

PN11632  
It finishes with a quiz.  Thank you for that.  Do they take about - do they range in 
Like, would some take 30 minutes, some might take an hour?‑‑‑Yes.

PN11633  
Thank you.  Now, I just want to ask some questions about protocols at PresCare.  
you're showering a client and you see, say, a skin tear on their arm, is there a proto
you're to follow with that?‑‑‑Yes, we would document it.

PN11634  
Could you (indistinct)?‑‑‑And then we would notify the RN, in case it needed any
assistance, but it was always documented and reported.

***        SANDRA KIM HAFNAGEL                                                                                                         XXN MS RAFTER

PN11635  
Now, when you say 'documented', is this in a - is this a progress note or how are y
documenting it?‑‑‑It would be in a progress note and I would normally email the R
take photos of it so she could actually see the skin tear for herself.

PN11636  
Do you need to call someone as well, or do you just email and wait for a response
RN?‑‑‑It would all depend on the severity of the tear, so that would be if it wasn't 
- to ring an ambulance, I would just document it, send a photo to the RN.  And the
wait for instructions from her.

PN11637  
So, if we put another scenario, so, a client's had a fall during your appointment, so
that be a scenario - would the protocol for that be to call the ambulance first?‑‑‑Ye

PN11638  
And then I take it you might then call your coordinator?‑‑‑Yes.

PN11639  
Then you would wait for the ambulance to come, and you've told the coordinator 
ambulance is on their way?‑‑‑Yes, we'd make the client comfortable and just reass
that the ambulance was on their way.

PN11640  
I note at 38 you talk about when the paramedic arrives, and you give them a hando
refer to gi ing them the medical histor Is that based off hat's incl ded on the c
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So if there was a blister pack that you might hand the blister packet to the paramed
‑ ‑ ‑?‑‑‑Yes.

PN11642  
‑ ‑ ‑so they can see the pills that they typically have.  And with an incident like a f
you prepare an incident report as well as prepare progress notes?‑‑‑Certainly.  We 
an incident report from the time of the fall, what happened, how we found them, w
did, whether it be ring an ambulance, and all our steps, and send it - and do the inc
report and send it to the coordinator.

PN11643  
Thank you for that.  And with the progress notes, are they physical or hard copy p
notes in the house, or are they done electronically via an app or email?‑‑‑Well, tha
changed, sometimes it's paper notes, but sometimes the actual progress can go into
now.

***        SANDRA KIM HAFNAGEL                                                                                                         XXN MS RAFTER

PN11644  
Okay?‑‑‑We didn't have that app when I first started with them, but - I don't work 
company anymore, but the company I work for now we do it on phone.  So I've he
most of the providers these days, you can do your progress notes on the phone.

PN11645  
But with Place Care it was still mainly paper notes?‑‑‑It was paper.

PN11646  
I might just go back to the care plan, if I may.  How did you have access to the car
your clients?‑‑‑They had a folder in their homes, and you would read the care plan
you started your service with them.

PN11647  
Did you have access to it electronically at all, or the first time you would see it is w
enter their home?‑‑‑At that stage the first time was when I entered their home.

PN11648  
With the preparation of the care plan, to your understanding is that prepared by th
coordinator?‑‑‑Yes.

PN11649  
If any of this you don't know, feel free to let me know and don't answer, but I'm ju
to ask some questions about that initial stage where they're getting admitted as a c
the coordinator would go to the client's house?‑‑‑Yes.

PN11650  
And they'd prepare this care plan, find out what services and needs they have?‑‑‑(N
audible reply)

PN11651  
Would a risk assessment of the client's house occur at that time?‑‑‑Yes.

PN11652  
And I take it they'd be checking the shower and if they needed hand rails put in th
be a part of that process? Yes
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- - - coordinator?  If you notice hazards in your role, so a safety hazard at the clien
is there a protocol you're to follow?‑‑‑Yes.  We would put in a hazard report, and r
whether it's a mat that you could trip on; it could be cords that have frayed.  So un
health and safety, that was an issue towards me and also the client.

***        SANDRA KIM HAFNAGEL                                                                                                         XXN MS RAFTER

PN11655  
With these reports, are the hazard reports more ad hoc, you do them as they go, or
expected to do them routinely?‑‑‑Only as you go along.

PN11656  
So if you see one then you do it.  And I take it this report would be much like the 
reports – be emailed to the coordinator?‑‑‑Yes.

PN11657  
And then they would go from there.  Bear with me.  At 44 of your statement you r
'high risk.'  Have there been occasions during your work with Place Care where yo
unsafe?‑‑‑Definitely.

PN11658  
Does Place Care have a protocol that you're to follow when that happens?‑‑‑They
eventually put a protocol into place.

PN11659  
So I take it there wasn't always a protocol?‑‑‑No, not necessarily.

PN11660  
With the protocol that is in place, what's that protocol?‑‑‑Our protocol now is, if y
unsafe in the environment, you can remove yourself, whether it be you feel that – 
or not it's the client itself or their partner or husband and that and you feel unsafe, 
remove yourself and explain why, do an incident report why you have removed yo

PN11661  
Going back, if I may, to the progress notes, which are physical copies in the house
Place Care I believe you said, would you typically write a progress note for everyt
do, or would you only be doing progress notes for things that are out of the ordina
exceptional?‑‑‑No, progress notes would be noted on every service that you did fo
client.

PN11662  
And I take it if something was out of the ordinary or of concern you would call th
coordinator or the RN?‑‑‑Yes, and email them with your concerns.

PN11663  
No further questions, Commissioner.

PN11664  
COMMISSIONER O'NEILL:  All right.  Any re-examination, Mr Oski?

PN11665  
MR OSKI:  No re-examination, Commissioner.

PN11666
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PN11667  
COMMISSIONER O'NEILL:  I think it's Ms Parke next.

PN11668  
MR OSKI:  Yes, that's correct, Commissioner.  I believe they're in the process of j
conference now.  I understand they're just joining now, Commissioner.  They shou
shortly.

PN11669  
COMMISSIONER O'NEILL:  No trouble.

PN11670  
Ms Parke, can you hear me?

PN11671  
MS PARKE:  Yes, I can.

PN11672  
COMMISSIONER O'NEILL:  I think you were just saying that your camera is tur
are you able to turn it on?

PN11673  
MS PARKE:  I've got it on now, yes, I can see.

PN11674  
COMMISSIONER O'NEILL:  I'm unable to see you.  I'm not sure about the other
you are.  There you are.

PN11675  
Ms Parke, I'm Commissioner O'Neill.

PN11676  
MS PARKE:  Hi, how are you?

PN11677  
COMMISSIONER O'NEILL:  Good.  That's much better.  That's lovely, thank you

PN11678  
My associate is just going to take you through the affirmation.

PN11679  
THE ASSOCIATE:  Ms Parke, can you please say your full name and work addre

PN11680  
MS PARKE:  Lyndelle Anne Parke, our work address is 1 Wallaroo Street, Tiwi.

***        SANDRA KIM HAFNAGEL                                                                                                         XXN MS RAFTER

<LYNDELLE ANNE PARKE, AFFIRMED                                      [10.46 AM]

EXAMINATION-IN-CHIEF BY MR OSKI                                      [10.46 AM]

PN11681  
COMMISSIONER O'NEILL:  Mr Oski?
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Good morning, Ms Parke, my name is Sheldon Oski, I'm appearing for the UWU 
Can you both see and hear me?‑‑‑Yes, I can.

PN11684  
Perfect.  Can you repeat your full name, for the record?‑‑‑Lyndelle Anne Parke.

PN11685  
Thank you.  I understand that you've made a statement for the purpose of the proc
today, is that right?‑‑‑That's correct.

PN11686  
I believe that statement is dated 31 March 2021, runs for 21 paragraphs over five p
you have a copy of that statement with you?‑‑‑I do.

PN11687  
Have you had an opportunity to read through it again?‑‑‑I've had a couple of looks
it, yes.

PN11688  
Is it true and correct, to the best of your knowledge and recollection?‑‑‑Yes, it is.

PN11689  
Commissioner, that's at document 237, page 12115 of the digital court book, and w
rely upon that statement.

PN11690  
Now, Mr Parke, you'll notice in one of your windows on your screen has Ms Rafte
she'll how ask you some questions?‑‑‑Okay.

CROSS-EXAMINATION BY MS RAFTER                                      [10.47 AM

PN11691  
MS RAFTER:  Hi, Ms Parke, my name is Alana Rafter, and I'm appearing for the 
interests today?‑‑‑Yes.

PN11692  

***        LYNDELLE ANNE PARKE                                                                                                                 XN MR OSKI

***        LYNDELLE ANNE PARKE                                                                                                         XXN MS RAFTER

I'm just going to ask you some questions about your statement.  I see you are a com
personal care worker with Australian Regional and Remote Community Services?
correct.

PN11693  
And you have a Certificate IV in Ageing Support and Disability?‑‑‑Yes.

PN11694  
Now, does Australian Regional, if I may shorthand to that?‑‑‑It's ARRCs shorthan

PN11695  
ARRCs?‑‑‑Yes.
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Just so I can get a picture of who you might be talking to in the office, or what not
ARRCS, is there a coordinator that you would talk to?‑‑‑Yes, we have a level of p
we go to.  So we'd start off with the team leader then if there's no satisfaction ther
work your way up the list.

PN11698  
So I'll go - so just to get a picture, so we'll have you as a community personal care
above you is the team leader?‑‑‑Or case manager, sorry.  Case managers.

PN11699  
Case managers?‑‑‑Yes.

PN11700  
And the case managers, so they're the case manager for each claim, I take it?‑‑‑Ye

PN11701  
There'd be a long layer of those.  Then you have the team leader above the case m
or separate department?‑‑‑Then you go on to the management side.  Yes.

PN11702  
So if you had a question, during an appointment, who would you first call?‑‑‑Case

PN11703  
Case manager, thank you for that.  Are the case managers, are they typically regis
nurses or do they have qualifications like that?‑‑‑Case managers are not registered
but we do have registered nurses with us.  The registered nurses are the case mana
people that are on packages.

***        LYNDELLE ANNE PARKE                                                                                                         XXN MS RAFTER

PN11704  
Okay.  So if they're on a package their case manager will be an RN, but all other c
you needed to speak to an RN you wouldn't go to the case manager, you could cal
RN?‑‑‑The RN.  Yes, if you were dealing with someone's medication and it was so
wrong, you would call the RN.

PN11705  
I would call the RN?‑‑‑Yes.

PN11706  
Thank you for that.  I see, at paragraph 12 of your statement, you refer to a typical
consisting of six to seven clients?‑‑‑Yes.

PN11707  
Would it be correct that you have a regular clientele that you would see each week
but in the last few months, because we've been short-staffed, we're sort of all over

PN11708  
There might be filling in for other people and - - -?‑‑‑Yes.

PN11709  
- - - taking on extra shifts?‑‑‑Yes.

PN11710
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personal care, half an hour to 45 minutes.  Sometimes an hour, if the person - if yo
use a hoist, or something like that, it takes longer.

PN11712  
So it depends on the service that's being provided at the appointment?‑‑‑That's rig

PN11713  
Now, you list some of these services at 12, so like domestic duties, helping with sh
helping shopping and administering medication, for the administering medication
the medication prompt I believe you just referred to?‑‑‑Yes.  We're only allowed to
medication if it's in a Webster pack, we are not allowed to give any other medicati
you just follow the day, the date, make sure you're giving the right medication at t
time.

***        LYNDELLE ANNE PARKE                                                                                                         XXN MS RAFTER

PN11714  
And you like maybe count the pills that are in that, once you pop them out, count 
pills?‑‑‑Yes, make sure - you have a look at the back of the Webster pack, some pe
might only have two, some people might have six and when you put them into the
you just have a look and make sure there's however many that's supposed to be th

PN11715  
That was going to be my next question, see if there was a chart that you're checkin
but I take it it's on the blister pack itself?‑‑‑It is.  It's all written on the back of the 
pack.

PN11716  
Did ARRCs provide training for that, prior to you doing it?‑‑‑Yes, I actually did a
medication course through ARRCs.

PN11717  
Would that be through - that would be different to your Certificate IV, wouldn't it?
sort of an extra.

PN11718  
An extra?‑‑‑Yes.

PN11719  
Was that training conducted by a registered nurse?‑‑‑Yes.  It was through a compa
Dolveston(?), who no longer exist at the moment.

PN11720  
Did that training, was it over a day or how long was that training?‑‑‑It was four ha
I remember correctly.

PN11721  
So I take it, it included some theory and some practical?‑‑‑Yes.

PN11722  
Did you have to do a quiz, to start off, or did the RN just sign off that you were co
and the end of it?  How did you complete that training?‑‑‑Yes, we actually had to 
quiz.
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Then once you'd finished that quiz and shown that you have that understanding, th
were allowed to be allocated the medication prompt appointments?‑‑‑Yes, yes.

PN11725  
Thank you?‑‑‑And we also do - every year we do refresher courses through work,
everything's done 12-monthly as we need to do it.

***        LYNDELLE ANNE PARKE                                                                                                         XXN MS RAFTER

PN11726  
I take it the refresher would be a more condensed version, it wouldn't be over the 
days?‑‑‑No, it's usually our RN from the office that takes us through it.

PN11727  
So the RN takes you through, just sees that you're keeping up with it and doing th
thing, effectively?‑‑‑Yes.

PN11728  
When you are at a client's appointment doing a medication prompt, if there's some
looks wrong on the blister pack, so maybe a dose hasn't been used or the pill numb
wrong, that's when you would call the RN?‑‑‑Yes, and what we normally do is we
photo of it.

PN11729  
Yes?‑‑‑We email it to the RN and then we call her.  Just for instance, if I was to go
someone to do a medication prompt and it was a Tuesday and Tuesday's medicatio
already taken, then I would look at our books that we have that we have to fill out
medication charts, just to make sure that no one had been there prior to me and do

PN11730  
Yes?‑‑‑And then I would ring the RN, yes.

PN11731  
If you checked the book - I take it there's a medication chart on the - I'll just take i
actually.  Is the book a communication book with the care plan and progress notes

PN11732  
Is that only in hard copy form in the client's house?‑‑‑Yes, it is.

PN11733  
You don't have that; it's not emailed to you to see it, you need to go to the client's
house?‑‑‑Yes.

PN11734  
Thank you for that.  And that's where you would write progress notes in if you hav
an appointment?‑‑‑Yes, there's progress notes with every client we go to.

PN11735  
These progress notes would set out everything you did for that client, so if you he
with showering, you do their medication prompt?‑‑‑Yes.

PN11736  
If you did their vacuuming?‑‑‑Give the eye drops, whatever.  Everything is written
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If something was wrong, if something was out of the ordinary, I take it you would
in those progress notes, but would you also then call the case manager?‑‑‑Yes.

PN11739  
If a client was, say, less talkative than usual and you thought that might be - that c
you, you would note it in the case notes so that the next carer would see, but you w
call the case manager and let them know that this is what you've observed?‑‑‑Yes.

PN11740  
Excellent.  You refer to a medication chart.  That's included in that book as well?‑
is.  We have monthly charts, so every month, a new chart goes in.

PN11741  
So once you - - -?‑‑‑Once you've completed one chart, one month, then you put a 
in for like a new one for April, one for May.

PN11742  
Is it a checkbox type of chart where you just tick you've given the medication that
the Webster pack, or how do you fill out this chart?‑‑‑We've got - there's little sect
it, so we put 'as per Webster pack', 'G' for 'given', the time that it was given and th
and signature, name and signature, yes.

PN11743  
Thank you for that.  And so that's when - - -?‑‑‑And also with the medication, if so
refuses to take it, so we have - or if they've taken it prior to, we put a 'P', and you s
that, you know, their medication has been taken.

PN11744  
Excellent.  So you have the blister pack, you can do (indistinct) there and you can
back to that example where a dose is missing or already taken for Tuesday, you w
check the medication chart and the care book and it might actually say 'P', so it wa
or it might say - - -?‑‑‑Prior.

PN11745  
Prior?‑‑‑Yes.

PN11746  
Then, if there were still concern or the blanks were not all filled in, you then call t
manager?‑‑‑Yes.

PN11747  
Or would you call the RN for the medication?‑‑‑Look, some of the clients are not 
packages.

PN11748  
Yes?‑‑‑But they're still on medication, so you would call their case manager, whoe
be.  The RN usually looks after package 3s and 4s.

***        LYNDELLE ANNE PARKE                                                                                                         XXN MS RAFTER

PN11749  
Excellent?‑‑‑Yes.

PN11750
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I take it you're giving them first aid, basic first aid then?‑‑‑Yes.

PN11752  
I may not have asked this:  do you have your first aid training as well?‑‑‑Yes.

PN11753  
I take it - - -?‑‑‑Yes, we have to do that.

PN11754  
- - - it's a requirement?‑‑‑Yes.

PN11755  
But if there was a significant wound, you might - - -?‑‑‑Call the RN or call an amb

PN11756  
Yes?‑‑‑Yes.

PN11757  
I note you talk about taking photos of wounds and sending it to the RN?‑‑‑Yes.

PN11758  
If a client had a wound and it had previously been treated, would you typically tak
each time you visit to keep the RN updated?‑‑‑Yes, yes, if it was an open dressing
know, if there was no dressing on it.  I, personally, like to get the feedback from th
what to do, you know.  Being a mum with kids, you know, you're always patching
but this is different.  You know, some wound could ulcerate.  You know, we're in t
tropics, so things ulcerate up here quite easy.

PN11759  
Yes?‑‑‑So, therefore, it's more beneficial for the RN to be, you know, kept in the lo
it.

PN11760  
Is there a formal - does ARRCs have a formal protocol that's to be followed with w
that you're meant to keep the RN updated, or how does - - -?‑‑‑Yes.

***        LYNDELLE ANNE PARKE                                                                                                         XXN MS RAFTER

PN11761  
Sorry, I was just looking to see if you were nodding?‑‑‑Sorry.

PN11762  
No, you're right, the camera's gone in close and I can see now, so, yes, there's a pr
and is that protocol what we were just discussing, that you would take photos?‑‑‑Y

PN11763  
You keep the RN updated, if you saw a change - - -?‑‑‑Then definitely take a phot
to the RN and then it's in her hands.

PN11764  
Yes?‑‑‑Yes.

PN11765  
But I take it if there was any - if you thought there was - if there was bleeding or w
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PN11767  
I note you do progress notes.  Do you also do incident reports for that?‑‑‑Yes.

PN11768  
Is that when an ambulance gets involved you'd do an incident report?‑‑‑Yes.

PN11769  
Or would it be for any injury or something out of the ordinary you'd do an inciden
report?‑‑‑Well, more for injuries or something out of the ordinary, you know, if th
was - the instant you got there and they were really angry, I would put it down to a
you know, if it was out of character for them, but you still involve the RN.

PN11770  
You would call for that because you see they're angry and in your experience that 
mean there's something wrong, so you call the RN?‑‑‑Yes.

PN11771  
And then the RN will take steps to see what - - -?‑‑‑Make a doctor's appointment, 
blood test done, yes.

PN11772  
Thank you for that.  To go back a bit in your statement, at paragraph 11, you refer
companionship at all hours of the day and night.  Is that during your appointments
you talking about - - -?‑‑‑During the shifts, yes.

***        LYNDELLE ANNE PARKE                                                                                                         XXN MS RAFTER

PN11773  
Just checking for that one?‑‑‑That was a little bit of a - I don't know why he's put t
because our cut-off time is 9 o'clock at night time.

PN11774  
Sorry?‑‑‑So that's the last - the last shift.

PN11775  
When you say 'I don't know why he's put that', what do you mean?‑‑‑'All times of 
and night', you know, our cut off time is 9 o'clock at night, so ‑ ‑ ‑

PN11776  
So, they're not your words for that one?‑‑‑No.  No.  Yes.

PN11777  
I might get you to say it in your words for that dot point at paragraph 11.  How wo
say it in your words?‑‑‑Between the hours of 7 o'clock and 9 o'clock, 7 am to 9 pm

PN11778  
And just checking as you've made that, I just might ask you to briefly read the dot
paragraph 11 to make sure you agree with what's written there?‑‑‑Yes, the rest of i
correct.  Yes.

PN11779  
That's good just making sure.  Now, I might ask you another question then.  For th
dot point with paperwork during shifts, is that what we've been talking about with
progress notes and the medication chart? Yes
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PN11781  
Thank you for that.  Now, I'm going to ask you some questions, and if you don't k
answer feel free to just tell me, say, 'No, that's not my role' or 'I don't know that', s
fine?‑‑‑Yes.

PN11782  
But does the case manager prepare the initial care plan for the client?‑‑‑Yes, they g
do a visit, go through everything that needs to be done, and then they make up the
plan.

PN11783  
As part of that process, are you aware if they do a risk assessment of the home?‑‑‑
supposed to.

***        LYNDELLE ANNE PARKE                                                                                                         XXN MS RAFTER

PN11784  
They're supposed to.  I take it you're not involved in that process.  So, are you trus
‑ ‑ ‑?‑‑‑No, not at all.

PN11785  
So, you're trusting that it's being done?‑‑‑No, we're not involved in the - yes, we're
involved until we actually go in to provide the service.

PN11786  
And then if you see safety hazards whilst you're at a client's house, is there a proce
notifying the office or the case manager about these hazards?‑‑‑Again, an incident

PN11787  
So that would be an incident report?‑‑‑Yes. Not an incident - a hazard report, sorry

PN11788  
A hazard report for that one, okay?‑‑‑Sorry.

PN11789  
So, for example, if ‑ ‑ ‑?‑‑‑You know, if it was - just if power points were a bit loo
off in the bathroom, or mats in the way, you know, yes.

PN11790  
Thank you for that.  Give me one second.  Just one more question about, if I can g
briefly to training - sorry, I'll withdraw that, I've already ask you that.

PN11791  
There's no further questions, Commissioner.  Sorry, Commissioner, you're on mut

PN11792  
COMMISSIONER O'NEILL:  Yes, apologies.  Any re-examination, Mr Oski?

PN11793  
MR OSKI:  No re-examination, Commissioner.

PN11794  
COMMISSIONER O'NEILL:  Thank you very much for your evidence, Ms Parke
excused and free to go?‑‑‑Okay thank you very much
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PN11796  
MS RAFTER:  Could I be excused to get Mr Ward?

***        LYNDELLE ANNE PARKE                                                                                                         XXN MS RAFTER

PN11797  
COMMISSIONER O'NEILL:  You may, but we will take a short break and adjour
11.25.  The Commission is adjourned.

SHORT ADJOURNMENT                                                                   [11.07 AM

RESUMED                                                                                             [11.24 AM

PN11798  
COMMISSIONER O'NEILL:  I think we have Ms Bowers next.  Ms Bowers, can
me all right?

PN11799  
MS BOWERS:  Yes.  Good morning everyone.

PN11800  
COMMISSIONER O'NEILL:  Good morning.  I'm O'Neill C and my associate is j
to take you through the affirmation.

PN11801  
THE ASSOCIATE:  Ms Bowers, can you please say your full name and work add

PN11802  
MS BOWERS:  I'm Geronima Bowers.  I was born July 20 1963.  Address,
42 Newport Drive in Dudley Park, WA 6210.

<GERONIMA BOWERS, AFFIRMED                                              [11.25 AM

EXAMINATION-IN-CHIEF BY MR OSKI                                      [11.26 AM]

PN11803  
COMMISSIONER O'NEILL:  All right, Mr Oski.

PN11804  
MR OSKI:  Thank you, Commissioner.  Good morning, Ms Bowers.  My name is
Sheldon Oski.  I'm appearing for the UWU today.  Can you both see and hear me?
can hear you – yes, can you speak a little bit louder?

PN11805  
A bit louder?  No worries.  Can you repeat your full name for the
record?‑‑‑Geronima Bowers.

PN11806  
I understand you've made a statement for the purposes of the proceedings, is that
correct?‑‑‑Yes.

PN11807  
I believe that statement is dated 1 April 2021 and runs to 37 paragraphs over six p
you have a copy of that statement with you?‑‑‑I've got it in front of me.
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going to ask, best answer.

PN11809  
Is that statement true and correct to the best of your knowledge and recollection?‑

PN11810  
Commissioner, that's at document 239 at page 12127 of the digital court book, and
to rely upon that statement.  Ms Bowers, you'll be able to see in one of the window
screen Mr Nigel Ward in it.  He will now ask you some questions about your
statement?‑‑‑Good morning.

CROSS-EXAMINATION BY MR WARD                                         [11.27 AM]

PN11811  
MR WARD:  Good morning.  Ms Bowers, can you hear me okay?‑‑‑Yes.

PN11812  
Thank you, Ms Bowers.  My name is Nigel Ward, Ms Bowers.  I appear in these
proceedings for the employer interest.  I'm just going to ask you some questions.  
confirm again you have your statement in front of you?‑‑‑Yes.

PN11813  
Can I just start with your qualifications?  Could I ask you to go to
paragraph 15?‑‑‑(Indistinct).  Yes, I have – my qualification is I have Certificate II
in Aged Care.

PN11814  
That's okay.  Can you tell me, you say that you got these certificates 'since starting
aged care in 2006.'  Did you have both of them before you started work in
aged care?‑‑‑Yes.  Actually I'm studying on that time, because the company that I 
is the one who's paying for my study.

PN11815  
So you started your Certificate III when you started working in aged care?‑‑‑Yes.

PN11816  
What year did you get your Certificate III?‑‑‑I think it was 2006.

PN11817  
Then you went on to do your Certificate IV afterwards?‑‑‑Well, I did together at o

PN11818  
You did it together?‑‑‑Yes.

***        GERONIMA BOWERS                                                                                                                   XXN MR WARD

PN11819  
I wasn't aware you could do that.  You did them literally at the same time?‑‑‑Just e
modules that we have to do.

PN11820  
Is there any particular reason why you went on to do the Certificate IV?‑‑‑Yes.  I t
Certificate IV is giving me more understanding of how to deal with caring for the 
vulnerable members of our society
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PN11822  
Did it teach you how to care for people with dementia better?‑‑‑Yes.  And also, ap
that, also I acquired understanding of dementia from the University of Tasmania a
I have that certificate also.

PN11823  
I didn't see that in your statement.  What certificate is that?‑‑‑Is the 'Understanding
Dementia.'  I got it – I think it was last year - - -

PN11824  
Okay, so this happened after - - -?‑‑‑ - - - (indistinct).

PN11825  
It was after you made the statement?‑‑‑After I made the - - -

PN11826  
That's okay.  You got that from the University of Tasmania, did you?‑‑‑Yes.  Deme

PN11827  
What was that course called?‑‑‑Is 'Understanding of Dementia.'

PN11828  
How long did that course take to do?‑‑‑I think it was taking me – I'm not sure, but
about three months, or more or less, I'm not quite sure, but I do it online.

PN11829  
So it wasn't three months of full-time study?‑‑‑No, it is not full‑time study.  I just 
like, two hours every week.

PN11830  
Okay?‑‑‑I think, yes.  But I did it more than that.

PN11831  
Was there an assessment at the end?‑‑‑Yes.

***        GERONIMA BOWERS                                                                                                                   XXN MR WARD

PN11832  
And I'm assuming you passed?‑‑‑With flying colours obviously.

PN11833  
Well done, congratulations.  Now, could I take you then back to the very beginnin
paragraph 5.  You say in paragraph 5 that you've had 15 years experience in the ag
industry.  What did you do before you entered the aged care industry?‑‑‑Well, befo
entered the aged care industry, because also I have a Certificate in Hospitality, III 
also, so I was working as hotel services in that facility I work with.

PN11834  
So when you say you 'entered the aged care industry 15 years ago', you were in it 
that, but you were working in the hospitality side of the industry?‑‑‑Yes, in Bright
same company.

PN11835  
Is all your experience in the industry at Brightwater?‑‑‑On that time yes and then
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PN11837  
Can I take you to paragraph 8?‑‑‑Yes.

PN11838  
At paragraph 8 you talk about your hospitality services.  You then say in the secon
sentence, 'Since then I have worked as a personal care worker for Brightwater Car
Do you see that?‑‑‑Yes, I did.

PN11839  
Have you worked at one facility for Brightwater, or have you worked at different
Brightwater facilities?‑‑‑It's just one.  It's just one facilities, but they were looking
services before and I did apply for that, because I had my Cert III and IV in hospit
Then a year after that I moved to aged care.

PN11840  
What's the name of the Brightwater facility you worked in?‑‑‑The Cove.

PN11841  
Sorry?‑‑‑The Cove, Mandurah.

PN11842  
Could you spell it for me?‑‑‑Okay, the Cove?

PN11843  
Yes?‑‑‑C-o-v-e.

***        GERONIMA BOWERS                                                                                                                   XXN MR WARD

PN11844  
C-e?‑‑‑C-o-v-e.

PN11845  
O?‑‑‑Cove.

PN11846  
Cove, right.  Okay?‑‑‑Sorry, my accent.

PN11847  
No, it's my hearing on my end, it's not your accent.  I apologise.  So, as a care wor
you've only ever worked in that facility?‑‑‑Yes.  Yes, but last year - I think last yea
working also in disability, but I don't do it in the (indistinct).

PN11848  
So, in a separate disability facility or ‑ ‑ ‑?‑‑‑It was a separate one, because I need 
money.

PN11849  
That's okay.  But in terms of aged care it's that facility you've worked in?‑‑‑Yes.

PN11850  
Can I take you to paragraph 12?‑‑‑Yes.

PN11851  
You say this, 'At Brightwater Care Group', and I'm assuming when you've said Br
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it's sometimes they don't know if they're going to run away or something like that
why we are, like, (indistinct).

PN11853  
So, I haven't seen the word 'acute' before.  If ‑ ‑ ‑?‑‑‑High care dementia.

PN11854  
So high care, okay.  That's fine?‑‑‑Sorry.

PN11855  
No, that's fine.  That's fine.  And can I just then take you - I'll just do this slowly, i
could go through paragraph 13.  You talk about your duties in paragraph 13, and b
that, do I take it that your facility has a registered nurse on while you're working?‑
always have a registered nurse.  You know, I'm grateful for that.

PN11856  
That's all right?‑‑‑Because Brightwater is a good company to work with.

***        GERONIMA BOWERS                                                                                                                   XXN MR WARD

PN11857  
Do you have enrolled nurses as well?‑‑‑Yes, we have the enrolled nurse.

PN11858  
So, if you look at the first dot point in paragraph 13 you say, this is explaining wh

PN11859  
Personal care work which covers tasks such as showering, dressing, toileting, 
care, and hygiene.

PN11860  
Can I just start with wound care, when you say 'wound care', and I'm going to give
example, and we might just walk through it, let's say I was the resident and you w
showering me today and you noticed a tear in my skin, is the procedure that you h
inform the RN or the EN?‑‑‑Yes, we have to - when we shower them and sometim
have that, you know, because the skin is so thin they, you know, being dementia, d
want to do anything, so if they injure themselves, like for instance, a skin tear we 
properly, like, we apply - so it's not going to be bleeding and then inform the regis
nurse to come and assess that wound.

PN11861  
So let's say the registered nurse comes down.  I take it the registered nurse will de
should happen to the wound; is that right?‑‑‑Yes.

PN11862  
And let's say that the wound then is to be dressed, is it the registered nurse, the en
nurse, or is it you who's going to dress that wound?‑‑‑Well, actually the registered
would have to do it, we just assist them, because there's not enough nurses and en
nurses to go around.

PN11863  
So, if you were assisting them in that sense you're keeping the resident calm while
dresses the wound?‑‑‑Exactly, yes, and helping hands obviously.
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the nurse will come along and check if everything's okay, and, you know, obvious
are more qualified than us, then they will assess the situation or ‑ ‑ ‑

***        GERONIMA BOWERS                                                                                                                   XXN MR WARD

PN11865  
That's okay.  so, let's say that the nurses dressed my arm with a cut on it, or the tea
and the nurse says, 'We're going to put a new dressing on that in two days' time', is
registered nurse who comes down and does that?‑‑‑Usually and to this time as a ca
have to be aware of that, and we remind them that it's going to have to be, you kno
checked and changed.  If they are not available we could ask the enrolled nurse, an
loose, obviously because then they will undo, the staff will do it ourselves.

PN11866  
I see?‑‑‑And then obviously the nurse or the enrolled nurse will come and do it the
they wanted to properly.

PN11867  
I see.  So if my bandage is getting a little loose and you observe that you'll make s
‑ ‑ ‑?‑‑‑Yes, we have to do that.

PN11868  
‑ ‑ ‑tightened back up so it doesn't fall off?‑‑‑Yes.

PN11869  
And then you'll get the enrolled nurse or RN to come and check it?‑‑‑To just check
it's done properly just to make sure that everything is okay.

PN11870  
And so when you talk about wound care you're talking about what we've just
discussed?‑‑‑Exactly.

PN11871  
You then talk about medicine administration?‑‑‑Yes.

PN11872  
Am I right, did you do the certificate III unit elective in administering medication
how you became medication competent?‑‑‑Yes.  Yes.  Yes, I have that.  But some 
haven't got the cert IV and still giving the medication because obviously there's no
staff.

PN11873  
But ‑ ‑ ‑?‑‑‑But were trained by the nurse.

PN11874  
I see.  So ‑ ‑ ‑?‑‑‑At the (indistinct).

PN11875  
‑ ‑ ‑you became medication competent because of your certificates?‑‑‑Yes.

PN11876  
You're saying some of your other care workers become medication competent sep
through a training program with the registered nurse?‑‑‑Exactly.
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PN11878  
And I assume that they're kept under lock and key somewhere?  They might be in
medication trolley or they might have even been in a locked medication room; is t
right?‑‑‑Yes, in Brightwater Group we have always the medication in a locked roo
also it's not only that, they're also the trolley they were in is in a locked room and 
code to enter it, so as we're medication competent we have to enter our own code,
we have an access to the medication trolley, then we can give the medication to th
residents.

PN11879  
So, you go in, you take the trolley with you, and, let's say that I'm your first reside
giving medications to, am I right that - I think you say in your statement they wou
Webster pack?‑‑‑Yes, in a Webster pack, everything is a Webster pack, so we don'
those (indistinct) which medication has to be given because in the Webster pack e
is in there, and they just have to have the - you have to, as a medication competen
have to count down and read it properly that this is the right time and the right dos
the right date obviously and then ‑ ‑ ‑

PN11880  
You're going to check that I'm the right person who's getting it?‑‑‑Exactly.

PN11881  
You're going to check that it's my 8 o'clock medication?‑‑‑Yes.  Yes.

PN11882  
And I understand that you have to verify that the pills are right pills.  Some people
said they look at picture charts of the pills to do that.  Is that what you do?‑‑‑We lo
picture chart also, and also the blister pack, we have to count how many medicatio
also we have the - you know, these little iPads so we count all the medication and 
look at what's the time of medication and stuff like that.  So, then we have to have
the profile photos of that person, and then write the name and all that there.  But a

PN11883  
And that ‑ ‑ ‑?‑‑‑Yes.

PN11884  
All of that information is on an iPad, is it?‑‑‑Yes.

PN11885  
In terms of the instructions for administering the medication, if I wasn't able to sw
tablets whole, they had to be crushed, would that be on the iPad too?‑‑‑Yes.  Yes.

PN11886  
If I had to take my medication with a custard or a jam that would be on there as
well?‑‑‑Yes.  It'd have to be on the profile of what - how you give that medication
residents.

***        GERONIMA BOWERS                                                                                                                   XXN MR WARD

PN11887  
I take it then that you would administer the medication to me; that would be right?
but some of dementia people it's very hard because they don't want to take it, so ‑ 
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PN11890  
‑ ‑ ‑take my medication, and I take it that three things might happen in that situatio
it and afterwards you would record that I've taken it.  That would be one thing, isn
it?‑‑‑Yes, record it and tick it and sign, obviously, that I have given that medicatio
right person and the right dose and the right time.

PN11891  
I take it if I was being difficult today and I didn't want to take it, you might wait a
then come back and try again?‑‑‑Yes, exactly.

PN11892  
If, ultimately, I refuse to take it, I take it you would record that I had refused?‑‑‑Ye
always.

PN11893  
If I refused, would you inform the RN or the EN or would you just write that dow
iPad?‑‑‑We write it down on the iPad and also we inform the RN that this patient's
taking their medication, especially if they have the Parkinson's because it's import
them, otherwise they shake too much more without the medication.

PN11894  
If, when you were looking through that Webster pack, let's say all the pills are me
red and there's a blue one in the Webster pack, do you immediately contact the EN
RN to tell them something's wrong?‑‑‑Yes, exactly.  If the colour is not on the thin
there is another colour, so obviously we are caution of what is the medication ther
because we're not informed on the profile of that resident that this medication hav
given, so we have to ask the RN to come and check, and then obviously then can m
investigation of what it is.

PN11895  
They will tell you how to proceed after that?‑‑‑Exactly, yes.

***        GERONIMA BOWERS                                                                                                                   XXN MR WARD

PN11896  
You then, in the third dot point in paragraph 13, say you provide companionship, w
involves providing company to clients at all hours of the day and night.  I take it w
mean there is when you are actually rostered on with the residents?‑‑‑Well, some r
are very emotional, especially the new ones get emotional issues of coming into a
so we have to make sure that we sit with them, we give them companionship, like
them like an extension of our family, but somehow it's very hard for us because th
enough of us to do that.  They are - especially in high care dementia, they want yo
but because it's lack of staff, it is - really it's very hard.  So, some of them do get th
attention that we give and some is not because while you're giving the attention to
of the residents and another one's coming and another one's on the floor, so you're
constantly running, you don't really have - well, I, myself, you know, don't really h
enough time to - as you say 'companionship', you think that you're just sitting dow
to them and make them feel relaxed, but we don't have that because of understaffi
there's so many - - -

PN11897  
I understand that that's your evidence?‑‑‑Yes.
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You don't mean you do that on your days off?‑‑‑No.

PN11900  
At the next dot point, you say that you do various paperwork.  If I could just go th
little bit of that.  I take it that at the end of your shift, you will do progress notes o
people you are looking after?‑‑‑Yes, most of us, we do our paperworks after.  We h
small notebook we can write it down what is happening and then, after the shift, b
cannot simply do it while we're at work, I mean our opportunity, because the dem
high, the volume of it is so high, so we do that in our own spare time of doing the
documentation of it.  Sometimes we stay extra one hour and we don't get paid for 
we are willing to do it because, obviously, it has to be done.

PN11901  
Let me ask the question again, if I can.  I take it that you write progress notes at th
every shift, whether or not you write them in paid time or non-paid time?‑‑‑Yes.

PN11902  
But you do write progress notes, don't you?‑‑‑Yes, everything has to be recorded.

PN11903  
I take it that when you say you have a notebook, you jot notes down during the sh
- - -?‑‑‑During the day.

PN11904  
- - - that might be referred to later on?‑‑‑Yes.

***        GERONIMA BOWERS                                                                                                                   XXN MR WARD

PN11905  
Okay?‑‑‑And then, when we finish, we have a look our note and then we documen
everything what happened on that day for the next shift.

PN11906  
That's fine.  So, let's say that I was eating less than normal or if I was quieter than 
would you record something like that in the progress notes?‑‑‑Everything has to b
recorded, including the eating, yes, the nutritions, the fluid intakes, everything has
recorded so the next shift can do what - you know, they can assess that person if h
eating well or not drinking well and then we can inform the RN as well and say th
maybe something wrong with this person because they're not eating and not drink

PN11907  
You would record in your progress notes bowel movements?‑‑‑Exactly, all the tim
be (indistinct).

PN11908  
Would you record urine output?‑‑‑Everything, yes.

PN11909  
Do you record the volume of urine or do you simply record the fact that I went to 
toilet?‑‑‑Well, it depends.  Sometimes, some people, we have these residents that t
and input have to be recorded.  Some of them, we just say, okay, this not bowel m
so much and we have to say what's the amount, the type and all that stuff, and incl
- we can't really say with the passing of urine because some of them, they're weari

d h t l th t h h b i l b t th b l
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When you check the blood pressure, do you simply record it?‑‑‑Yes.

PN11912  
What the blood pressure outcome is?‑‑‑Yes.

PN11913  
Some people have said that next to the client's blood pressure there's like a traffic 
system of green, yellow and red and if their blood pressure's in the red zone, you'd
registered nurse straight away.  Is that how you operate?‑‑‑Exactly, yes.

PN11914  
Okay?‑‑‑When the blood pressure is low, we always inform the higher rank, obvio
they knows what's going on of the residents.

PN11915  
By 'higher rank' you mean the EN or the RN?‑‑‑The RN

***        GERONIMA BOWERS                                                                                                                   XXN MR WARD

PN11916  
The RN?‑‑‑Yes.

PN11917  
The RN, okay.  Do you check for blood glucose, do you check for blood sugar?‑‑‑

PN11918  
Is that a finger prick test?‑‑‑Is a - yes, it's a finger test, we have the small needles, 
we record it also, and if the sugar level is high, then we have to inform the RN im
because we do that all for the people that are suffering from diabetes.

PN11919  
Diabetes, okay.  I think you just said that if it's high, you have to inform the RN
immediately?‑‑‑Certainly, yes.

PN11920  
And the RN will decide what happens?‑‑‑High or low, we have to inform the RN.

PN11921  
High or low.  Okay.  I take it that you would weigh the residents?‑‑‑Monthly we w
them.

PN11922  
Do you use a weigh chair for that?‑‑‑Either - it depends, though.  The people that's
moveable, we can use the weigh chair, but the one that is stay in bed and, you kno
cannot move, obviously we use the hoist.

PN11923  
Yes?‑‑‑But, yet, we do that every month.

PN11924  
In my understanding, that's a hoist system that weighs them at the same time?‑‑‑Y
hoist system that - the people from the bed, we can lift it up through the hoist link
we lift it up so we can weigh them with the hoist weighing thing.

6951



You keep using the word 'everything'.  We have just gone through a list of things t
might record.  Have I missed anything out?‑‑‑I think it's okay, it's right.

PN11927  
It's a good list?‑‑‑Yes.

***        GERONIMA BOWERS                                                                                                                   XXN MR WARD

PN11928  
Okay, that's fine, that's fine.  I take it if a resident has a fall, you have a procedure 
to follow?‑‑‑Yes.

PN11929  
What's that procedure?‑‑‑When the resident has a fall, because we don't know if th
broken something, we just make them feel comfortable and then inform the RN st
away, so, within a very short period of time, the RN will rush in and check the res
they're okay, not broken bones, but because we're not allowed to move them until 
is able to say that, 'Now everything is okay, then you can put them back to bed', or
something like that.

PN11930  
So they will tell you how to proceed with them.  If the nurse felt that the person ha
put on observation after the fall, will they delegate that to the enrolled nurse?‑‑‑Ye
mainly us.  We have to - that's our duty to do that, to monitor every like - for insta
hour, every two hours, to have to monitor if it's okay, if that person's okay, and the
them straight away if anything's unusual.

PN11931  
They would be indicating to you that you need to see whether or not their speech i
whether or not their - - -?‑‑‑Yes.

PN11932  
I take it they would say, if you see these signs come and get me straightaway?‑‑‑E

PN11933  
Can I take you to paragraph 14, and really I want to go over the page in 14.  You t
about, over the page – about 'a high level of interpersonal skills and ability to
communicate?'---Yes.

PN11934  
Just in terms of yourself, are these skills that your Certificate III and Certificate IV
with or were these just life skills that you have?‑‑‑I think I have both.

PN11935  
So you think you have some good life skills in that area, but the Certificate III and
Certificate IV helped as well?‑‑‑It helped, yes, enhanced – yes, enhance it.

PN11936  
I'd just like to go down to 17, 18 and 19, and I'll ask these questions – I don't want
rude when I ask these questions, I just want to clarify something.  In paragraph 17
'The nature of aged care has changed.'  I take it that when you express that opinion
expressing it in the context of only having worked for the Brightwater Care Group
right?‑‑‑Yes.
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people.  Over time we only have three workers without any (indistinct), with 20 re
high care dementia.

PN11938  
I understand that's your evidence.  I was just trying to understand - you make the s
'the nature of aged care' – I was just trying to understand whether or not you were 
that statement in the context of your Brightwater experience; for instance, you hav
any academic research into the aged care industry, have you?‑‑‑No.  I read a bit, b
would like to learn more, you know, in that area.

PN11939  
In paragraph 18 when you say, 'In the past, aged care homes', do you see that? 
Paragraph 18 starts, 'In the past, aged care homes' – do you see that?‑‑‑Yes.

PN11940  
I take it again you're expressing that opinion in the context of what you've observe
Brightwater facilities that you've worked at?‑‑‑Yes.

PN11941  
Lastly, in paragraph 19, in the middle of that paragraph you make a comment abou
aged care providers' – again, I take it you're making that statement in the context o
at Brightwater?‑‑‑Yes, and also I have people from agency working with us as we
asked them (indistinct) - - -

PN11942  
So otherwise it's conversations you've had with people from an agency, is it?‑‑‑Ye
sometimes I ask them – because they said, oh this is nice place and stuff, so I wou
(indistinct) think it's a nice place, because obviously we were friendly and (indisti
provided of what we need and stuff, and then:  how about your other side of aged 
then they would tell me the story, and I said, oh, it's (indistinct).

PN11943  
In paragraph 20 you say – you finish paragraph 20 with this sentence:

PN11944  
There used to be many more nurses in the residential home, but over time they 
replaced by more personal care workers because it is cheaper.

PN11945  
Do you see that?‑‑‑Yes, I think so, yes - - -

***        GERONIMA BOWERS                                                                                                                   XXN MR WARD

PN11946  
Bear with me.  To be fair to you, has a person from management at Brightwater to
they've done it because it's cheaper?‑‑‑I'm just assuming.  It never told me, but I ju
assume, because probably it's cheaper for us, because now our workload is much m
that because - - -

PN11947  
It's just your opinion.  You haven't been informed by Brightwater that's why they'v
that?‑‑‑No.

PN11948
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PN11950  
I'm just interested, you've done your Certificate III and you've done your Certifica
you believe that the Certificate III and Certificate IV is insufficient for a personal 
worker to work with people with dementia?‑‑‑Yes, I think they should have some 
certificate and also the extra training that you need for dementia people, because e
though you have the Certificate III and IV, you don't really know what is going on
dementia people, you know, because you only have a little bit of understanding of
think - I will say that everyone who work in aged care should have the training of 
deal with dementia people.

PN11951  
If I understand your evidence, you believe that people need more qualifications - -

PN11952  
- - - than Certificate III and IV to work with people with dementia?‑‑‑Exactly, yes

PN11953  
Could I just then take you to paragraph 32?  You talk in paragraph 32 about techn
you say, 'Many personal care workers are not good with technology.'  Are you goo
technology, or do you struggle with technology?‑‑‑I'm an old thing.  I'm struggling

PN11954  
You're struggling with it, are you?‑‑‑I'm struggling with it, you know, because, you
the young people do it quickly, and it would take time for me to grasp the – you kn
training.  You need the training for technology obviously.

PN11955  
So once you've been trained, are you okay with it?‑‑‑Yes, fine.

PN11956  
And then in paragraph 34 you say, 'We also must know how to use computers for 
emails.'  Do you see that?‑‑‑Yes.

***        GERONIMA BOWERS                                                                                                                   XXN MR WARD

PN11957  
Do you use a computer at home, outside of work?‑‑‑I do – yes, I do do that - - -

PN11958  
You send emails outside of work?‑‑‑I send emails outside of work on my own per
thing, but not because of the – you know, the work‑related thing usually - - -

PN11959  
No, that's okay, but - - -?‑‑‑ - - - at our work.

PN11960  
You do it at home though for personal things?‑‑‑Exactly.

PN11961  
Ms Bowers, thank you for your evidence.  Commissioner, no further questions?‑‑‑
you for your time.  Have a lovely day, guys.

PN11962  
COMMISSIONER O'NEILL: Just stay there for a moment Ms Bowers Any
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COMMISSIONER O'NEILL:  Ms Bowers, thank you for your evidence this aftern
You're excused and free to go?‑‑‑Thank you very much.  Have a nice day.

<THE WITNESS WITHDREW                                                           [12.01 PM

PN11965  
COMMISSIONER O'NEILL:  All right, I think it's Ms Clarke next.  Hello, Ms Cl

PN11966  
MS CLARKE:  I've been eagerly waiting.

PN11967  
COMMISSIONER O'NEILL:  All right.  Well, you don't have to wait any longer. 
O'Neill C and my associate is just going to take you through the affirmation.

PN11968  
THE ASSOCIATE:  Ms Clarke, can you please say your full name and work addr

PN11969  
MS CLARKE:  Judith Ann Clarke, and my work address is United Workers WA,
Cheriton Street.

***        GERONIMA BOWERS                                                                                                                   XXN MR WARD

<JUDITH CLARKE, AFFIRMED                                                       [12.01 PM

EXAMINATION-IN-CHIEF BY MR OSKI                                       [12.02 PM

PN11970  
COMMISSIONER O'NEILL:  Mr Oski.

PN11971  
MR OSKI:  Thank you, Commissioner.  Good morning, Ms Clarke.  My name is
Sheldon Oski.  I'm appearing for the UWU today.  Can you hear me and see me?‑
hear you very well, but I can definitely see you.

PN11972  
How about now, can you hear me better now?‑‑‑That's better.

PN11973  
Could you please repeat your full name for the record?‑‑‑Judith Ann Clarke.

PN11974  
I understand you've made a statement for the purpose of the proceeding, is that
correct?‑‑‑Yes.

PN11975  
And that statement is dated 29 March 2021 and runs to 27 paragraphs over
four pages?‑‑‑Yes.

PN11976  
Do you have a copy of that statement with you?‑‑‑I do.

PN11977  
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PN11979  
I understand that since then you've subsequently finished your employment and no
for United Workers Union, is that right?‑‑‑Yes.

PN11980  
Commissioner, that's at document 243 at page 12095 of the digital court book, and
to rely upon that statement.

PN11981  
Now, Ms Clarke, you'll be able to see in one of the windows on the screen Mr Nig
He will now ask you some questions about your statement.

***        JUDITH CLARKE                                                                                                                                XN MR OSKI

***        JUDITH CLARKE                                                                                                                           XXN MR WARD

CROSS-EXAMINATION BY MR WARD                                         [12.03 PM]

PN11982  
MR WARD:  Ms Clarke, can you hear me okay?‑‑‑I can.

PN11983  
Thank you very much, Ms Clarke.  Ms Clarke, my name is Nigel Ward.  I appear 
proceedings for the employer interests.  I'm just going to ask you some questions a
your statement.  Do you have a copy in front?‑‑‑I do.

PN11984  
I think you do, I think I can - there.  You do, excellent.  You do.  I'll try and be as p
I can with this.  Can I just start right at the beginning?  You started in the industry
of 15?‑‑‑I did.

PN11985  
What did you actually do back then at the age of 15?‑‑‑So, I actually started at 14 
matron wouldn't pay me until I turned 15 and forced me to go back to high school
used to go there, the facility was across the road from where my grandparents live
on the way home from school I would drop my bike at Nana's house, and go acros
play with the oldies.  So that's how I transitioned.

PN11986  
That's fine.  I take it - was back then was it sort of a, like, warden attendance job b
that you started with or ‑ ‑ ‑?‑‑‑We were called assistants in nursing back then to m
recollection.

PN11987  
I take it when you started you didn't get any formal qualification at that stage?‑‑‑N
help from matron who was strictly a matron, very hard.

PN11988  
Now, you then went on to get your qualifications, and you say in 1990 you got yo
certificate III in aged care?‑‑‑Mm-hm.

PN11989  
You also then talked about something else.  You talked about an advanced practice
certificate.  Now, I haven't heard about one of those.  Can you just describe for me
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Is this to do with medications?‑‑‑I did my med competency, yes, but it was also w
treat simple wounds.

PN11991  
Right?‑‑‑As long as we followed doctor's protocol.

PN11992  
Okay?‑‑‑Yes.

***        JUDITH CLARKE                                                                                                                           XXN MR WARD

PN11993  
As best as you recall, was that something that happened in Victoria around 2000, w
it?‑‑‑Around - medcomp was 2000, the one in Victoria would've been about 2008/
much as I can recollect.

PN11994  
No, that's fine.  That's fine.  And the advanced practices certificate, was that a TAF
certificate or ‑ ‑ ‑?‑‑‑No, it was a certificate that you received - like from whicheve
or doctor that you were under they would, sort of, sign you off.

PN11995  
Right?‑‑‑I think it's all changed now, and you do have to do it through TAFE.

PN11996  
That's fine?‑‑‑Yes.

PN11997  
That's fine.  And I see in paragraph 5 you talked about a variety of aged care prov
you've worked for.  Were they all private sector or were some of them in the publi
sector?‑‑‑No, I think most were in the public sector.

PN11998  
But you work in the private sector now, Baptist Care?‑‑‑Yes, Baptist Care is not fo

PN11999  
You talk about working in the locked dementia wing.  Do you work exclusively in
that?‑‑‑Yes, pretty much.  That was the place that I liked to be in with the ladies an
know, hair and nails, and stuff like that.

PN12000  
Then in paragraph ‑ ‑ ‑?‑‑‑Lots of cuddles.

PN12001  
Sorry?‑‑‑Lots of cuddles.

PN12002  
For you or for them?‑‑‑Both.

PN12003  
Both.  In paragraph 11 you then talk about your duties.  I just want to clarify a few
things if I could?‑‑‑Yes.

PN12004
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Am I right that things like cooked meals with come up from the central kitchen?‑‑

PN12006  
Are there any circumstances - is the kitchen in the dementia ward, is it a servery?‑
servery but we used to sometimes to keep the ladies entertained we would do, like
cooked soups.

PN12007  
Right?‑‑‑Like, so, you know, crockpot and stuff like, or making bread, you know, 
specific area, so we had access to be able to do that.

PN12008  
Was that on top of what was coming out of the main kitchen, was it?‑‑‑They woul
what came out of the main kitchen if they were cooking.

PN12009  
You then talk about keeping residents occupied with activities and entertainment?

PN12010  
Does Baptist Care have recreational and leisure officers?‑‑‑They do, but they tend
around about 4 o'clock in the afternoon, sometimes before 4.  And we have a prac
keeping people in bed.  If they're able to be up, they're up, even if they're, you kno
fall out chair.  It's just something that we like to do, we keep them up and we keep
mind and their body and their soul, you know, in good condition as we can.

PN12011  
So, some of these activities are day-to-day activities that you and the team do?‑‑‑Y

PN12012  
I take it that occasionally that your residents will do activities that the leisure staff
organise?‑‑‑As well during the day, yes.

PN12013  
During the day, okay.  Now, you talk there about residents becoming violent or dis
do you see that?‑‑‑Yes.

PN12014  
When you use the word 'violent', I assume violent - there's a scale of what you me
'violent'?‑‑‑Yes.

PN12015  
Can you just let me understand what you mean by violent in terms of what's at the
of that scale and what's at the top?‑‑‑The bottom would be hitting out at me or ano
resident for no apparent reason, nothing that was promoted by anybody.  The top o
would be me being physically attacked and put to the floor and kicked a few times

***        JUDITH CLARKE                                                                                                                           XXN MR WARD

PN12016  
You've experienced that?‑‑‑Yes.

PN12017  
Am I right that you try and apply your de-escalation or diversional skills in those
situations? Absolutely
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PN12020  
If you found yourself in a situation where you felt you were unsafe, is the procedu
you're meant to leave that part of the facility, or is your procedure at Baptist Care 
you're to stay?‑‑‑Distract, redirect, and call for help.

PN12021  
Call for help.  And is there an alarm system for calling for help?  How do you call
help?‑‑‑You have to get to the phone.

PN12022  
So, you don't have an alarm system?‑‑‑No.

PN12023  
No, okay.  You then talk about medications and I'm assuming that your medcomp 
Schedule 4 medications?‑‑‑Yes.

PN12024  
I take it that your pill medications come in Webster packs?‑‑‑Webster packs or sac

PN12025  
Yes, okay.  I hadn't heard about sachets till two weeks ago.  And those sachets are
individually itemised for the residents; is that right?‑‑‑Absolutely.

PN12026  
You do medication rounds in the ward?‑‑‑Yes.

PN12027  
I take it that - do you have an iPad?  What do you use to actually ‑ ‑ ‑?‑‑‑Paper.

PN12028  
You're paper based?  Okay, you're paper based.  So, I take it that if you were givin
medications, you'd have to verify that the pills in the Webster pack or the sachet ar
correct?‑‑‑Yes.

***        JUDITH CLARKE                                                                                                                           XXN MR WARD

PN12029  
Some people have said that they use colour charts with pictures of the pills.  Do y
that as well?‑‑‑Depends on who is providing the medication, from which chemist.
but some don't, and you then have to recognise, you know, there'll be a description
with a cut or round with a zero no it, or, you know, something on it.

PN12030  
I take it that you'll have instructions as well coming out of the care plan about how
meant to take my medication?‑‑‑It would be in the med chart, so we have - I think
six rights, so right time, right person, right date, right amount.  All those rights we
through every time.

PN12031  
If I have to have my pills crushed and put in custard, that will be in the med chart 
will it?‑‑‑Yes, it will.

PN12032  
I take it that there could be three situations: situation number one is I take my tab
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PN12034  
And I imagine situation three is the tablets don't look like the right tablets?‑‑‑Yes. 
becomes a med incident.

PN12035  
I take it then that you would call the RN in to work out what to do?‑‑‑Yes.

PN12036  
You then talk in paragraph 11 about monitoring residents for skin wounds, bruises
reporting these to the RN?‑‑‑Mm-hm.

PN12037  
If I can just follow that procedure that you have.  Let's say I was the resident and y
showering me and you saw a skin tear.  Is that something that has to be reported st
the RN?‑‑‑Absolutely.

PN12038  
If I had bruising, would that be the same?‑‑‑Yes.

PN12039  
If I had, say, a bed sore, that would be the same as well?‑‑‑That should have alread
reported as a pressure sore before it got to being that bad.

PN12040  
That bad, okay?‑‑‑Yes.  So we have to monitor things that we've already found, if 
aren't covered.

***        JUDITH CLARKE                                                                                                                           XXN MR WARD

PN12041  
Yes?‑‑‑If they're for - you know, just seeing how they're progressing, then I would
RN to come over and say, 'This is worse than yesterday, do you want to look at it.

PN12042  
If you saw the beginning of a bed sore on my leg, you might observe that for a day
it's not getting any better and then you call the RN in and say, 'Look, it's getting w
it was yesterday, what should we do'?‑‑‑No, I would have reported it yesterday.

PN12043  
Right?‑‑‑And then said, 'This is worse than yesterday.'

PN12044  
I've got you.  So, the RN already knows about it, but you're observing that it actua
getting worse?‑‑‑Yes.  Every single time you walk in, you have to check those thin
every day - because they escalate really fast, or they can.

PN12045  
In terms of that skin tear, let's say that you observed a skin tear, you've contacted t
the RN's come down to have a look at me.  Is it the RN who decides how it should
dressed and dealt with?‑‑‑Yes.

PN12046  
Does the RN or the EN dress it?‑‑‑Depending on the poor RN and how fast she's r
for the shift she may give it to the EN or if she's got time she would do it herself
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PN12048  
You say in paragraph 12 that, in order to be an aged care worker, you have to have
and you have to care.  In your case, I take it you have those qualities?‑‑‑I would h
otherwise I wouldn't have lasted five minutes.

PN12049  
I think you've lasted 48 years, so I'd say you've got those qualities.  Were those qu
you just have or were they qualities that you gained from your Certificate III?‑‑‑I 
had them initially.  I was the sort of kid who collected old people in the street and 
sure they were okay.  Even as an eight year old, I found my first dead body in a ho
eight years old from a blind lady who'd fallen through the night that I used to chec
my way to school.  So, I think I was born with it, but the Certificate III gave me th
and the knowledge and how to go about things in an easier and better way.

***        JUDITH CLARKE                                                                                                                           XXN MR WARD

PN12050  
I understand, I understand.  So the Certificate III gave you a set of competencies t
allowed you to do your job better?‑‑‑Yes, absolutely.

PN12051  
In paragraph 13, you talk about - I'll just call it the paperwork you do?‑‑‑Yes.

PN12052  
But, in terms of your progress notes, do you do those on the run or do you do them
back end of the shift?‑‑‑I still to this day carry a notebook, a flippy notebook, and 
things down as I go, and then when it's calm, usually before the first person goes o
o'clock, so that I can go out to do my notes, because the computers can't be in a de
ward or we'd never have computers.

PN12053  
Yes?‑‑‑So I would write up then before I went home, and if I didn't write up, I wou
hand the notes over to the next shift to do.

PN12054  
Who would write the notes up?‑‑‑Yes.

PN12055  
Bear with me, if we can.  I take it in those progress notes you will be making obse
on the residents' behaviour?‑‑‑Absolutely.

PN12056  
Particularly if there's anything unusual in their behaviour?‑‑‑Yes.

PN12057  
You would take their weight occasionally and you'd record their weight?‑‑‑We rec
weight every month on the same day at the same time, if that's possible.

PN12058  
You do a weight day, do you?‑‑‑Yes.

PN12059  
Do you take blood pressures?‑‑‑I can, but with my hearing not very good, I could 
ne er sed to be able to do it er ell b t no ith ne technolog it's eas o

6961



What about blood glucose?  Do you do a finger prick test or anything like that?‑‑‑
but I know of other people who are competent in doing that.  The last five years, I
really trying to get out of work rather than get into work because we just ran out o
sometimes something's got to go and that's something the RN can do; that's their j
mine.

***        JUDITH CLARKE                                                                                                                           XXN MR WARD

PN12061  
I understand that, I understand that.  I take it you would be recording things like b
movements and whether or not they've urinated during the day and those things?‑‑
how much fluid, how much output, what they've eaten, the amount that they've ea
they're on, you know - like especially of the evening, if they've got a mat, a sensor
know how many times the sensor mat goes off, but not what it's gone off for.

PN12062  
Yes?‑‑‑So we'd be recording all that stuff, you know, like she stood on the mat, sh
she couldn't find her mum, or whatever, that sort of thing.

PN12063  
On that note, if there is a fall, if a resident does have a fall, what's the procedure y
required to follow?‑‑‑Make them safe.  If I'm on my own, make them safe, ring th
back to them and keep them safe.

PN12064  
I take it it's the RN then who makes the decisions about what happens with them a
do an assessment?‑‑‑Yes.

PN12065  
I take it that while the RN is doing that assessment, you're there to try and help ke
resident calm?‑‑‑Yes.

PN12066  
Can I take you to paragraph 21.  You talk about making errors with medication?‑‑

PN12067  
Have you made errors with medications?‑‑‑I made a huge error with a medication
and I've never run so fast.  I didn't even think about the phone, I just ran out of the
We had a couple of ladies who had the same name, two Marian Greens, we'll say.

PN12068  
Right?‑‑‑Who were in the same ward, next to each other, and I had a resident who
trying to beat me over the back of the head with something and I had poured the E
the cups.  One had - I can't even - 14 mil and the other one had 5 mil and I put the
into their little drawers - they've got their own specific little drawers in the med tro
closed the drawers and calmed Ellie down, got her sitting and watching TV for fiv
minutes, and I went back to the drawer and I picked them up and, as I picked them
came back at me again, so I put them back down, but I put them into the wrong pi

***        JUDITH CLARKE                                                                                                                           XXN MR WARD

PN12069  
Yes?‑‑‑Because she was really beating me with her shoe at that point, so when I've
everything down and got back to the Epilim I just automatically put it on a table l

6962



she said, well no one's got anything, they're fine, calm down.  But I took myself o
that point.  I said no more, I'm not doing this any more; if I can make that stupid m
can't do this, I can't be responsible.  So I went in to the boss and said that's it, I'm d
he said no, you're not, get back out there, back on the horse, away you go; you're g
what you do, this is the first time you've made an error in 12 years, I think you're f
I then got so slow, because I was questioning myself, that I took two weeks' holida
I came back I was fine again and I never made another med error after that, but it 
'what ifs', you know, I was imagining the what ifs.

PN12070  
I understand.  You've personally made one error in 48 years?‑‑‑One that I know of
saying I never made any others.  But medications are very important, and I know 
say we can do no harm, but you don't know when someone's going to have an adv
– it could be Panadol and they could die from it, you know.  So I still question wh
need Medcomps, or whether we should go back to have nurses and ENs doing it.  
know if someone's having an adverse reaction to medication.  I can only guess, an
sometimes I think, you know, is she suddenly, you know, red in the face, you know
give them a new medication or something – my God, is she suddenly red in the fa
know, or is the heart rate a little bit too high, is it higher than normal – I don't kno
stuff, but I panicked, because I don't want to be responsible for harming anybody.

PN12071  
I understand?‑‑‑And I know a lot of us feel the same way; you know, when I talk n
other people, they're of the same mind.

PN12072  
So your Medcomp training teaches you how to deliver and administer the medicat
doesn't teach you much more than that?‑‑‑No.  We don't – half the girls don't even
like, when I get a new medication to one of my ladies I used to look it up to see w
and how they could have an adverse reaction so I knew what to look for, but a lot 
didn't even know that, you know, the little oblong white one was cholesterol and y
get this from this, you know – you know, take responsibility for what you're doing

PN12073  
You have a view that it might be better that ENs and RNs do that?‑‑‑Absolutely.  I
maintain that.  I never went back to Medcomp after that.

***        JUDITH CLARKE                                                                                                                           XXN MR WARD

PN12074  
Ms Clarke, can I thank you for your evidence, and I sincerely wish you well.  No 
questions, Commissioner?‑‑‑I'm out, I'm retired now.  Five more months and I'm o

PN12075  
No, just wait there a minute.  The Commissioner wants to say something?‑‑‑Sorry

PN12076  
COMMISSIONER O'NEILL:  That's all right.  Mr Oski, any re‑examination?

PN12077  
MR OSKI:  No re-examination, Commissioner.

PN12078  
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PN12079  
COMMISSIONER O'NEILL:  All right, Ms Capelluti.

PN12080  
MR OSKI:  We're in the process of organising Ms Capelluti, Commissioner, so sh
ready in a minute or two.

PN12081  
COMMISSIONER O'NEILL:  No troubles.  Ms Capelluti, can you hear me?

PN12082  
MS CAPELLUTI:  Yes, I can.

PN12083  
COMMISSIONER O'NEILL:  I'm O'Neill C and my associate is just going to take
through the affirmation.

PN12084  
THE ASSOCIATE:  Ms Capelluti, can you please say your full name and work ad

PN12085  
MS CAPELLUTI:  Donna Lee(?) Capelluti, and it's 101 Henley Beach Road, The
Henley Beach.

<DONNA CAPELLUTI, AFFIRMED                                                 [12.30 PM

EXAMINATION-IN-CHIEF BY MR OSKI                                       [12.30 PM

***        DONNA CAPELLUTI                                                                                                                          XN MR OSKI

PN12086  
COMMISSIONER O'NEILL:  Mr Oski.

PN12087  
MR OSKI:  Thank you, Commissioner.  Good morning, Ms Capelluti.  My name 
Sheldon Oski.  I'm appearing for the UWU today.  Can you see and hear me?‑‑‑Ye

PN12088  
Can you just repeat your full name for the record?‑‑‑Yes.  It's Ms Donna Lee Cape

PN12089  
I understand you've made a statement for the purposes of the proceedings, is that
correct?‑‑‑Yes, that's correct.

PN12090  
And I believe that statement is dated 21 April 2022 and runs to 47 paragraphs ove
six pages.  Do you have a copy of that statement with you?‑‑‑Yes, I do.

PN12091  
Have you had an opportunity to read through it again?‑‑‑Yes, I have.  Yes.

PN12092  
Is it true and correct to the best of your knowledge and recollection?‑‑‑Yes.  There
one thing I need to change or to let you know, is that I – as of January 16 this year
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statement added to the court book and seek to rely upon that statement.

PN12094  
COMMISSIONER O'NEILL:  Yes, I think this is the other one that was at the bac
submissions.  So you might check, but I think it might actually be at page 2864 of
hearing book, but we will insert it as a separate statement.

PN12095  
MR OSKI:  Thank you, Commissioner.  Ms Capelluti, you will now be able to see
the windows on the screen has Mr Ward in it.  He will now ask you some question
your statement?‑‑‑Yes, no worries.  Hello.

CROSS-EXAMINATION BY MR WARD                                         [12.32 PM]

PN12096  
MR WARD:  Hello – is it Ms Capelluti?‑‑‑Yes, that's it.

PN12097  
Can you hear me okay?‑‑‑Yes, that's fine.

***        DONNA CAPELLUTI                                                                                                                     XXN MR WARD

PN12098  
Ms Capelluti, my name is Nigel Ward.  I appear in the proceedings for the employ
interest.  I'm just going to ask you some questions.  I see from the screen you've g
statement in front of you, have you?‑‑‑Yes, I do.

PN12099  
Can I just start you at paragraph 15?‑‑‑Yes.

PN12100  
You say in paragraph 15 that you've 'completed a specialised certificate for first ai
residents with dementia.'  Do you see that?‑‑‑Yes, I do.

PN12101  
I just want to understand; this is – it's a first aid certificate, but specifically for peo
actually have dementia?‑‑‑Well, it was a - it was for an elderly - to help with the s
dementia, yes, so it was - like there's a much broader training program to deal with
dementia, but this was the one that was offered at the time that some of us were ab
so it was more to do with as a person's getting older has dementia as well, so what
symptoms or signs to look out in case they were depressed or having suicidal thou
That's where that one lay.

PN12102  
Was it a training course on people with dementia or was it a training course dealin
first aid for people with dementia?‑‑‑Yes, yes.

PN12103  
First aid?‑‑‑It was more of a first aid, what to look for, than an actual dementia as 
thing.  It was actually - the first aid was the basic of it, yes.

PN12104  
Does that certificate have a name, does the course have a name?‑‑‑Yes, I'm pretty 
was I have got the certificate at home but it's it's first aid dealing with the elder
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PN12106  
How long did the program last for?‑‑‑It was a two-day session and I think it was li
3 or 9 to 4 on both days.

PN12107  
Okay, and - - -?‑‑‑So then you had to - sorry.

PN12108  
No, that's all right, you keep going, I'm sorry?‑‑‑And then it was just like a test thi
then you get your certificate.

***        DONNA CAPELLUTI                                                                                                                     XXN MR WARD

PN12109  
I take it that made you competent to administer first aid, did it?‑‑‑It wasn't really a
to do it, it was mainly to look at the signs of behaviours of the residents, a bit mor
how to deflect their behaviour.  That was the real - that's as me, as a food person, t
the reason why I offered to do it, because it wasn't offered to everybody, but I cou
there was a lot of behavioural issues that I was worried about, being an FSA, to ap
whether to trigger someone's behaviour or how to deflect it, because if they're ups
wouldn't be throwing coffees or cake or stuff around.  So that was for my own ben
we were offered in case we wanted to do it.

PN12110  
Okay, I understand?‑‑‑Yes.

PN12111  
Can I just take you back to that paragraph 16 then?‑‑‑Yes.

PN12112  
When you say you're the WH officer, does that mean you're the health and safety
representative for the workforce, or what does that actually mean?‑‑‑Yes, so I was
do WHS training, so health and safety rep for my facility because they didn't have
that stage, so that meant that if I volunteered, yes, to do it, they'd put me through t
training and give me the relevant training to be able to make reports, or whatever, 
around to make sure that the workplace was safe for all workers.

PN12113  
You can do risk assessments on the workplace and raise hazards or issues that you
- - -?‑‑‑Yes, that's right.

PN12114  
Can I then take you backwards to paragraph 12?‑‑‑Mm-hm.

PN12115  
Do you operate with a set menu at Southern Cross?‑‑‑Yes, we do, yes.

PN12116  
You might not know the answer and, if you don't, that's fine?‑‑‑Yes.

PN12117  
Is the set menu designed by a dietician or a nutritionist?‑‑‑Yes, someone - from wh
remember, our last menu that gets done - so we get a seasonal menu.
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It's my understanding that if a resident was, say, gluten intolerant, that would be in
care plan; is that your understanding?‑‑‑Yes, that's right, yes.

***        DONNA CAPELLUTI                                                                                                                     XXN MR WARD

PN12120  
How would you be informed of that?‑‑‑It would come through to the kitchen, to th
manager, and then that gets put out to the chefs who are doing the food, and then, 
FSA, will be labelled what is gluten-free, what this person can have, or it's coded,
coded, or whatever, and that's in our care plan and what's on - in the area that pers
there's a duty statement, which is a food preference, and we have to check that eve
when we're up there to make sure, if there's any changes that's been done, it's put i
preference record, so it's checked.

PN12121  
Let me put that back to you to see if I understand what you've just described?‑‑‑So

PN12122  
No, that's fine, please, don't worry about your answers.  The care plan will explain
use the gluten intolerance one as the example - the care plan will explain that I'm 
intolerant, that will be provided to the chef, the chef's going to make some gluten-
versions of the meals.  I take it that will have a red sticker on it or a yellow sticker
gluten-free?‑‑‑Mm.

PN12123  
That will come up for you, as the person who's going to do the serving, and you w
in your servery that Nigel Ward has to have a gluten-free meal, so you'll be makin
gets the one with the red sticker?‑‑‑Yes.  I will then pass it to the carer and the car
know who's gluten-free, and then they'll take that meal to that person, so we know
communicated between the two of us who's going to get that plate and make sure 
the right area.

PN12124  
Do you have a list in your servery?‑‑‑Yes.

PN12125  
You've got a list of people who are gluten-free?‑‑‑Yes, it's called a food and fluid p
folder.

PN12126  
Yes?‑‑‑That's always in the serveries, and we go by it and the carers check that as 
the nurse is the one that usually updates that, either daily or weekly if there's any c
a person's dietary needs.

PN12127  
Yes?‑‑‑So that has to get checked and we can't serve a meal unless that is in front 
make sure we're serving the right foods to the right people.

***        DONNA CAPELLUTI                                                                                                                     XXN MR WARD

PN12128  
If I was one of your residents and the registered nurse had decided that I needed m
minced and moist, they would make the change to that book and you would know
have to get a minced and moist meal?‑‑‑Yes and that will have to go through to th
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PN12130  
Can I take you to the very back end of paragraph 18?‑‑‑Yes.

PN12131  
You say in the back end of paragraph 18:

PN12132  
We have knives there that they can injure themselves with or attack us with.

PN12133  
?‑‑‑Mm-hm.

PN12134  
Are you suggesting that you've been attacked with a knife before?‑‑‑We've had - I
spoon had a go at me, not actually a knife, but there has been a knife produced to 
co-workers.

PN12135  
Right?‑‑‑But it was - because everything is in sections in our area, so we have our
next to us when we're about to serve, or especially in the high dementia wards, we
leave the cutlery out there, it gets passed out as the meal comes out.

PN12136  
I see?‑‑‑Okay?  So, we have a door that's to our left and one that's to our back righ
and I'll be serving, say, in front of me, so if a resident decides to walk around, they
actually come in through the back part of our servery and walk right up to us, and 
wouldn't know they're in there straight away because we're serving to the front, an
when that happens, maybe grab something off the sink, if we have a knife or some
there, and that's when - they don't - depending on behaviours.  There's one lady wh
adamant she's going to kill everybody every day of the week, but that's just her an
hasn't acted on that at all, thank God, but, yes, you just have to know how to intera
her to calm her down and just say, 'Oh, you know, just leave that there' type thing,
not allowed to touch residents ourselves.

PN12137  
You haven't thought of locking the back door?‑‑‑We have, but it's only got a latch 
inside, so it's not actually one that like - I think they were looking at getting, you k
number coded pads to walk through the doors.  I think eventually they would have
do that, but, at this stage, the latch is on our side of the kitchen, so they have to pu
hand over, but they can reach it because we can't block the whole entry off.

***        DONNA CAPELLUTI                                                                                                                     XXN MR WARD

PN12138  
As the HSR for the workforce, have you raised the hazard with that with the safety
committee?‑‑‑Yes, we have.  It was - it's not - I don't know how they wanted to go
with it.  We just said that it is a bit of a hassle, and the padlock was too expensive 
stage.  I think that was what they looked at.  But then other than that, it was never 
again.  It was done probably not long after the incidence of the residents walking i
facilities, but at the same time we also allow residents' families – allowed to come
make tea and coffee in the servery.  So that's where the stoppage was.  It was tryin
resident come – family come in to make tea, and if we couldn't let them in then th
able to do so, so that was where a bit of the hassle was.
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I take it that - the servery you're working in, has that got bain maries and things lik
the servery?‑‑‑Yes.

PN12141  
Am I right that the food will come from the central kitchen in hot boxes if it's hot?
So what will happen is our kitchen at Buckland is the production kitchen.  So it'll 
straight out of the ovens, straight onto the girls' trolleys and then straight up to the
they're working in, and it gets tested temperature‑wise to make sure that it's still at
temperature to serve.

PN12142  
Do you personally hold any food safety certificates?‑‑‑Yes.  I've done everything t
Southern Cross has asked us to do, like the food health, safety, hygiene, HACCP, 
we've done all those.  We do those every six to 12 months.

PN12143  
So when the food's hot, you're making sure it stays within a certain temperature?‑‑
Yes, we have to check the temperature when it goes to the bain marie, and also tow
end, just to make sure that it's still at that right temperature between the 5 and 60 d

PN12144  
Am I right that you have to write a record of what the temperature is at various
times?‑‑‑Yes.

PN12145  
And that goes back to the chef, or who does that go to?‑‑‑Yes, that goes in there.  W
monthly printout of what our temperatures are, and then that's get collected every 
and you sign off on what you put down as your temperatures, so it gets taken to th
and kept in the kitchen with the folders.

PN12146  
Can I just take you to paragraph 21?‑‑‑Mm‑hm.

***        DONNA CAPELLUTI                                                                                                                     XXN MR WARD

PN12147  
I take it in 21(e) where you say, 'Paperwork related to food, such as recording food
temperatures', that's what we've just talked about, is it?‑‑‑Yes.

PN12148  
And in 21(g) you talk about 'stocking areas?'---Yes.

PN12149  
When you say, 'areas' and 'stocking', are we talking about stocking the pantry, or a
talking – what are you talking about there?‑‑‑Yes.  So we're making sure the pantr
enough stock for breakfast cereals, and make sure that you've got enough sugars, p
salt, or the condiments that we need that can be kept in the pantry is all stocked up
fridges, we have to make sure that there's enough milk, butter, whatever else, like,
be kept in there, juices, so that you've got enough to start the following day if it's n
stocked up, so you haven't got an FSA running to and from the kitchen all the time
make sure you've got enough stock to start on your next one and then replenish it 

PN12150  
S th ' i h t k' k t d th FSA' l i t k f
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Then in paragraph 23, right at the end, you say, 'The remaining FSAs work in the 
preparing meals.'  Do you see that?‑‑‑Yes.

PN12152  
When you say, 'The remaining FSAs', does that include you?‑‑‑Yes.  It's usually on
FSA who does the kitchen, besides the other three that work and do the floors.

PN12153  
When you say, 'the kitchen', are you referring there, Ms Capelluti, to what you cal
production kitchen, the main kitchen?‑‑‑Yes, that's right.

PN12154  
When you say, 'preparing meals', is that you're working with the chef or the cooks
so the upper kitchen person, which is what I would do, would do fruit plates, getti
milkshakes made for residents, all the other bits and pieces – desserts put out read
ones that need to go for vitamise, softs, and all that type of thing, that was the othe
person's job, besides the normal dishes and other little bits and pieces they need to

***        DONNA CAPELLUTI                                                                                                                     XXN MR WARD

PN12155  
So when you're preparing meals, what are you preparing?‑‑‑Mine – it's depending
we've had – sometimes we've had short‑staff with chefs and that rocking up.  So I 
and just do prep work, like chopping up bacon or tomatoes or whatever, pre stuff l
and also getting desserts sorted out, if they need to be heated, if they need to be cu
before they go out to the serveries; making the fruit plates, and making sure that
everything's set up on the trolleys that have to go to the right areas at lunchtime, a
proper meals are there and allocated to the right people.

PN12156  
I just want to clarify a couple of those, if I can?‑‑‑Yes.

PN12157  
You said, 'heated up', so let's say that there was a particular food that needed to be
or heated up, is that heated up in the microwave or - - -?‑‑‑No, it goes into the ove
just say it's apple crumble or something that needs to be done for dessert, it just ne
have – it warms through, so it gets put into the hot box or the oven, and then we'll
the right area.  Because we have two separate hot boxes that have got all your foo
need to take from that to the area that you're going to, so you don't get mixed up, b
some people have more minced, moist meals; others have pureed.  So we all have
floors into the hot boxes, and they all stay at 75 to 85 degrees, and then we test the
well and then take it straight to the floors.

PN12158  
When you said, 'cut up', just to see if I understand that, it might be that you've don
apple pie and you're cutting it up into portions to put in the bowl?‑‑‑Yes, or if it's a
dessert and it has to be – it's easy to have it cut, so they can just serve it straightaw
the servery, like a cheesecake or a trifle or something like, we do that just to help, 
helps them when they're delivering it and serving it at lunchtime.

PN12159  
If I could just drop you to paragraph 28, at paragraph 28 you say, 'I check my bain
put the plate warmer on and check the stock in the fridge.'  That's the stock we talk
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night or whatever, we may need just to grab something, so we check in the mornin
we go to the main kitchen, once we get there.

PN12160  
In paragraph 32 you talk about 'making breakfast?'---Mm‑hm.

PN12161  
Can you just explain to me what (indistinct) - - -?‑‑‑All right.  Okay.  So the carers
have to make toast.

***        DONNA CAPELLUTI                                                                                                                     XXN MR WARD

PN12162  
Right?‑‑‑Right.  So we have to – so the carers will come to us and say that so and 
a porridge, so we have to put the porridge or eggs into the bowl and then get toast
and then they tell us they want either jam or marmalade or whatever, so then we a
to do that as well, and just – they'll come to us and tell us what the resident likes, a
either plate it or get them the toast or give them the cereal or fruit.

PN12163  
And the porridge, would that have come up from the main production kitchen?‑‑‑Y
Every day is porridge, scrambled eggs, either vitamised or pureed eggs and porrid
then on certain days they have a big breakfast, which is tomatoes, mushrooms, sau
bacon, eggs.

PN12164  
I take it that's – again, that's coming up from the main production kitchen?‑‑‑Yes.

PN12165  
Right, okay?‑‑‑Anything that's hot or cooked is all coming out of the main produc
kitchen.

PN12166  
In paragraph 33, again you're talking about breakfast.  Then you use these words, 
talk about 'setting tables for lunch, then general cleaning in each area as well?'---Y

PN12167  
Do you have to clean rather than a – you don't have a dedicated cleaner to clean th
rooms?‑‑‑No, it's us.  We have to – it's all under the FSAs now, because carers are
Carers used to just clear the tables for us, and then put the plates and everything o
trolley ready for us to do the dishes after the breakfast was done, but now the care
very busy in the morning, so that duty of theirs was taken away and put onto the F
FSAs then have to clear plates, tables, clean.  If a table cloth was dirty over a brea
service we have to put new fresh linen on.  Yes, so - and then you have to check th
areas because in Bucklands one server does two areas there.

PN12168  
In terms of clean up?‑‑‑Yes.  So, we've got to go - that's why the timing and that is
essential because you've got to start morning tea between 10 and 10.15 in one area
can take now, well, half an hour to 45 minutes depending on if everyone's in their 
they're out doing stuff, and then you go from one to the other, and then, yes, it's - a
some people have their breakfast in their rooms a lot, so those dishes ‑ ‑ ‑
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Carers do that?‑‑‑Yes, we have to stay in the servery and be in charge of what hap
there, and all the clean-up and then we have to be - after every service we have to 
sure drawers and fridges are wiped down and benches are kept clean, so it's all ver
and it's an ongoing thing after every service.

PN12171  
I understand?‑‑‑Yes.

PN12172  
And so that's - you're doing that breakfast, lunch and dinner?‑‑‑Yes, that's right.  Y

PN12173  
In paragraph 36 you talk about you help wash the dishes?‑‑‑Mm-hm.

PN12174  
I take it that is it a commercial dishwasher or is it a, sort of, domestic ‑ ‑ ‑?‑‑‑Yes.

PN12175  
It's commercial?‑‑‑No, no, in the main production kitchen there's a big dishwasher
So the person who mainly works in the kitchen after they've gone and served lunc
come back and get stuff, like, with all the dishes leading up to the lunch from the 
that, and then the girls bring back the big silver tray, serving trays and that from th
marie, and then we do those in the kitchen as well plus anything else that's croppe
it's a large ‑ ‑ ‑

PN12176  
Is the doing the washing up - or, sorry, is loading the commercial dishwasher, is th
job, or do you share that around?‑‑‑No, it's usually the kitchen person who's there 
so ‑ ‑ ‑

PN12177  
It's that one you talked about who's in the kitchen that day?‑‑‑Yes, so that person w
responsible for the kitchen staff, her - well, you know, her, me, would do - so from
past 12 till maybe 1.30 we do a massive bulk of dishes there and then we'll have a
and then we'll come, f the dishes are there, or we have to finish up whatever is left
couldn't get done previous lunch.  But that one person is always usually the one in
getting all the dishes sorted out.

PN12178  
Ms Capelluti, thank you very much for your evidence.  I wish you well.  Commiss
further questions?‑‑‑Thank you.

PN12179  
COMMISSIONER O'NEILL:  Any re-examination, Mr Oski?

PN12180  
MR OSKI:  No re-examination, Commissioner.

PN12181  
COMMISSIONER O'NEILL:  Ms Capelluti, thank you very much for your eviden
You're excused and free to go?‑‑‑Okay then.  Thank you very much.

***        DONNA CAPELLUTI                                                                                                                     XXN MR WARD

6972



PN12183  
MR GIBIAN:  Commissioner, sorry, could I just raise one matter?  I think that we

PN12184  
COMMISSIONER O'NEILL:  Well, only if you are finished by 1 pm.

PN12185  
MR GIBIAN:  I'll see what I can do.  I think there were just two matters I wanted 
mention, one is I don't think we'd mentioned there was one witness, Tracey Rober
was not required for cross-examination, whose witness statements are at documen
142 in the digital court book.  We rely upon those statements.

PN12186  
COMMISSIONER O'NEILL:  Yes.

PN12187  
MR GIBIAN:  In addition to that we did mention previously that there were - and 
Commissioner, you raised with me there are a number of other individuals who w
been able to produce for cross-examination for various reasons.  I think there are s
total.  Ms Kelly, for example, was diagnosed with COVID and is still too unwell, 
for us to insist that she attend.

PN12188  
It might be the most appropriate course if we just communicate with your chambe
Commissioner, about those individuals and indicate in brief terms at least their
circumstances and that we do seek to rely upon their statements even though they'
been able to come and be cross-examined.

PN12189  
COMMISSIONER O'NEILL:  Look, that's fine, Mr Gibian.  Does that include Mr
or is he still - do we still need to find some opportunity for him too?

PN12190  
MR GIBIAN:  Look, I think at this stage that incudes Mr Barnes.  I think we desc
he was travelling and had said he would make himself available but we've been un
track him down.  He's somewhere in North Queensland as I understand the positio
we're still in.

PN12191  
COMMISSIONER O'NEILL:  All right.

***        DONNA CAPELLUTI                                                                                                                     XXN MR WARD

PN12192  
MR WARD:  Commissioner, can I just indicate that obviously we object to that.  I
that they be admitted without us having the benefit of cross-examination.  It's very
from all the cross-examinations that we've solicited concessions from the witnesse
matter of fairness, that shouldn't be permitted.

PN12193  
MR GIBIAN:  Look, I can respond to that at an appropriate time.  I'm not sure now
necessarily the time, Commissioner.

PN12194
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PN12196  
COMMISSIONER O'NEILL:  The Commission is adjourned until 2 pm.

LUNCHEON ADJOURNMENT                                                          [12.59 PM

RESUMED                                                                                                [2.00 PM

PN12197  
JUSTICE ROSS:  Good afternoon.  I think we have three witnesses scheduled for
afternoon and the first is a Mr Paul Sadler; is that correct?

PN12198  
MR WARD:  Yes, it is, your Honour.

PN12199  
JUSTICE ROSS:  All right, we will call Mr Sadler and have him sworn in.

PN12200  
THE ASSOCIATE:  Can you please state your full name and work address.

PN12201  
MR SADLER:  I am Paul Michael Sadler.  I'm the CEO of Aged and Community 
Australia and my work address is Level 4/320 Pitt Street Sydney.

<PAUL MICHAEL SADLER, AFFIRMED                                         [2.01 PM

EXAMINATION-IN-CHIEF BY MR WARD                                      [2.01 PM]

PN12202  
Mr Sadler, it's Mr Ward; can you see me?‑‑‑I can.

***        PAUL MICHAEL SADLER                                                                                                                XN MR WARD

PN12203  
Thank you, Mr Sadler.  I wonder if you could restate your full name and address f
record?‑‑‑Paul Michael Sadler, address, level 4/320 Pitt Street, Sydney.

PN12204  
Am I right that you have made a statement for these proceedings of some 98 parag
long dated 1 March 2022?‑‑‑That is correct.

PN12205  
Do you have a copy of that statement with you?‑‑‑I do.

PN12206  
Have you read that statement?‑‑‑I have.

PN12207  
Is it true and correct to the best of your knowledge and belief?‑‑‑It is.

PN12208  
If the Commission pleases, Mr Sadler's statement is tab 251.  It appears in the cou
page 12219 to 12234 and the annexures, of which there are nine, are contained in 
book at 12235 to 12618 and we rely on that statement.
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CROSS-EXAMINATION BY MR GIBIAN                                         [2.03 PM

PN12211  
Mr Sadler, my name's Mark Gibian; can you hear me?‑‑‑I can.

PN12212  
I think you may know I appear for the HSU in these proceedings.  Just for the Ben
see Mr Ward, not that I think it matters immediately, but I'm not sure whether that
something that affected others.

PN12213  
JUSTICE ROSS:  I can't see him either, but, look, that's fine.

PN12214  
MR GIBIAN:  Thank you.

PN12215  
Mr Sadler, first of all, as you just said, you are the CEO, as I understand it, of Age
Community Services Australia at present.  I understand there has been a recent res
that a new organisation would be created, I think to be known as Aged and Comm
Care Providers Association; is that right?‑‑‑That is correct.

***        PAUL MICHAEL SADLER                                                                                                            XXN MR GIBIAN

PN12216  
Essentially merging with Leading Aged Services Australia?‑‑‑So we're creating a 
entity and the asset staff will transfer from ACSA and LASA into that new entity.

PN12217  
As I understand it, it's due to commence in July or commence operating in July; is
right?‑‑‑That's right, 1 July we will be operating as the single provider into the Ag
Community Care Providers Association.

PN12218  
Has it been decided whether you're going to have any - what role you will have in
organisation?‑‑‑There will be an announcement on Monday of the interim arrange
There is a selection process underway for a CEO of the new entity at the moment.

PN12219  
I understand.  You also describe operating a consultancy business, which I think y
commenced before your, at least, current role at ACSA; is that right?‑‑‑That is cor

PN12220  
Have you continued to do that while you're the CEO of ACSA?‑‑‑I have a couple 
where I had a longstanding relationship with them including the Australian Health
Research Institute at the University of Wollongong, Professor Kathy Eagar.

PN12221  
So, in a limited way, because of ongoing work in (indistinct) that's as I understand
it's a full-time job running ACSA.

PN12222  
I imagine so.  The other thing I just wanted to ask you about was that there is som
known as the Australian Aged Care Collaboration? That's correct So the Austr
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That's Anglicare Australia, Baptist Care Australia, Catholic Health Australia, and,
Uniting Care Australia; is that ‑ ‑ ‑?‑‑‑Correct.

PN12224  
Correct me if I'm wrong, that's not an organisation as it were, it's more a coalition 
organisations for the purpose of advancing a public position to government and pe
generally in relation to funding, pay and other issues affecting aged care?‑‑‑It is a 
entity, so it's an incorporated association in its own right, but you've accurately de
purpose.

***        PAUL MICHAEL SADLER                                                                                                            XXN MR GIBIAN

PN12225  
Does it actually have staff, or ‑ ‑ ‑?‑‑‑It's had some, you know, temporary/part-tim
but essentially it operates with the resources of the six bodies that you described w
collaboratively.

PN12226  
I understand.  And it's released various public statements, as I understand it.  Wou
right in assuming that any public statements that the - sorry, what's it called - Aust
Aged Care Collaboration releases are approved by each of the bodies that are part
organisation?‑‑‑That is correct.  So, yes, we've put out a number of statements aro
workforce issues over the past number of months, and on occasion in collaboratio
unions as well.

PN12227  
Sorry, just back to my questions, I think you were agreeing with me, that is, that a
public statements released by Australian Aged Care Collaboration are approved b
the constituent organisations?‑‑‑That's right, they're approved by all six of us indiv
and collectively.

PN12228  
And no doubt each organisation has its own internal decision making processes in
respect, but whatever process they adopt they're approving those statements?‑‑‑Th
correct.

PN12229  
So far as ACSA is concerned, what was that process, that is, was it through the bo
with consultation of members?‑‑‑So, look, it depends on the particular statement a
often the case with things that are released to the media how quickly we need to re
something, so there's a delegated authority to me as the chief executive officer, to 
media statements on behalf of ACSA, and in most cases it will have been me appr
but it may well have been on the basis of policy positions developed and approved
either the ACSA board in consultation with our members.

PN12230  
I understand.  All right, and I established - I imagine there'd be discussions if there
kind of disapproval, as it were, of public statements that were made or the like, an
correction and ‑ ‑ ‑?‑‑‑Absolutely.  And ‑ ‑ ‑

PN12231  
I'm not saying that came up, but in the event that it did?‑‑‑Yes.  And from time to t
any statement that's put out by a collaboration there will be some need to comprom
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***        PAUL MICHAEL SADLER                                                                                                            XXN MR GIBIAN

PN12233  
From paragraph 15 you talk about or provide some, without being critical, general
of the background of regulation in aged care.  I just wanted to go to the present sta
which you start talking about at paragraph 23?‑‑‑Yes.

PN12234  
Which are the 2019 standards.  There are a few aspects that are new to the standar
you identify.  Firstly, in the second sentence at paragraph 23 you indicate the new 
represented a shift from aged care consumers being treated as passive recipients o
having an active role in choosing and directing how their care is delivered.  You s
that?‑‑‑I do.

PN12235  
And then in paragraph 24 you also refer to additional requirements around govern
clinical care.  Can I just ask you to turn to the standards, this is the standards and
requirements, you've annexed that at - it's PS5.  If it assists the Bench it's page 125
digital court book.  I'm not sure how you're looking at it, Mr Sadler, but ‑ ‑ ‑?‑‑‑I h
separate piece of paper in front of me, so I've got ‑ ‑ ‑

PN12236  
Even better.  That's a lot easier than most of us have it.  All right, now, I think the
emphasise on individual choice and the active role of the - they do refer to it as th
consumer in this context, don't they, but the consumer in care is particularly evide
standards 1 and 2; is that ‑ ‑ ‑?‑‑‑Yes, correct.

PN12237  
‑ ‑ ‑what you're referring to in that respect?‑‑‑Yes, it is.

PN12238  
And so far as there were changes in relation to clinical care requirement that was p
standards 3 and 4 you're referring to?‑‑‑Standard 3 and standard 8, because there w
expanded requirement in standard 8 on clinical governance framework to be adop
governing board.

PN12239  
I understand.  And, sorry, so far as standard 4 is concerned, you're delineating ther
you, between personal care to daily living tasks and clinical care; is that ‑ ‑ ‑?‑‑‑Th
correct.  So, standard 3 addresses personal and clinical care, and then all the other
of support for daily living are covered by standard 4.

PN12240  
I understand.  And then the governance requirements are really - perhaps they're a
7 and 8, is that what you're referring to in that respect?‑‑‑Yes, in a way the whole o
of standards are governance requirements, but there's a particular call out about
organisational governance in standard 8.

***        PAUL MICHAEL SADLER                                                                                                            XXN MR GIBIAN

PN12241  
I understand.  All right, can you go back to your statement then, and I just wanted
you about what you say, firstly, in paragraph 27 about the assessment process.  Th
indicate that 'Following the introduction of 2019 standards and the rules in 2018 t
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PN12243  
Did you have direct involvement in that or was that dealt with at the facility level?
would be a variety.  So, usually if there was an announced review I would be turni
at least one of the days of an audit.  Where they're unannounced it may not have b
physically practical for me, or indeed others of the head office team to actually att
depending, you know, if it was a regional service, for example, that had an unanno
visit you might not be able to physically be there.  But we'd often be consulted du
conduct of the review by the service manager if necessary.

PN12244  
I understand.  And in terms of the - if I can just ask you in a general sense the purp
the assessment process is that the assessors are considering whether the particular 
able to demonstrate that it is meeting each of the standards and the requirements u
standards in the aged care quality and safety standards?‑‑‑That is correct.  So, if th
conducting a full audit they will be looking at all eight of the standards and the 42
requirements under the eight standards.  If they're coming in for an unannounced v
may be a narrower number of the standards and requirements that they would look

PN12245  
And do the assessors just decide what they're looking at in the unannounced visits
would probably have been pre-determined by the quality and safety commission b
arrival, but there's always the scope for the assessment team if they find evidence 
concern in a particular area to follow the lead of that, and that might take them to 
requirements that they might not have intended to look at at the start of the audit.

PN12246  
I understand.  No doubt these things may vary from time to time, but I'd be right i
understanding in a general sense that the process would involve both a review of p
and procedures, documentary records and the like?‑‑‑Yes.

PN12247  
I understand in addition that the assessors, generally speaking at least, are also int
talk to the staff who are actually providing the care or are involved in the services
particular facility?‑‑‑That's right.  So they would do both of those things that you d
look at policies and procedures documentation, they would speak to staff and man
and they would also speak to usually a minimum of 10 per cent of the consumers 
service.

***        PAUL MICHAEL SADLER                                                                                                            XXN MR GIBIAN

PN12248  
I think I asked you to be supplied with a few documents.  One of those was a docu
that's entitled 'The Guidance and Resources for Providers to Supply Aged Care Qu
Standards'?‑‑‑I have that document with me.

PN12249  
Do you have access to that document at least?‑‑‑I do.

PN12250  
For the members of the Bench, it is actually a document which is the court book a
although I think a separate copy was provided.  It is document 315, I think, in the 
court book within the ANMF's bundle for the record.
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intended to - the obligations those requirements are intended to impose?‑‑‑That is 

PN12253  
It's obviously quite a long document, but I just wanted to see if I have understood 
correctly by way of example, at least, that is, the document goes through each of t
standards, so I think within the document itself, page 6 deals with standard 1, or
commences dealing with standard 1, and it sets out there the consumer outcome, t

PN12254  
I am treated with dignity and respect and can maintain my identity.  I can make
choices about my care and services and live the life I choose.

PN12255  
Then there's a statement of the organisation and then the more detailed requiremen
the right-hand side.  That's as we read the standard, Mr Sadler?‑‑‑I would agree w

PN12256  
I think with each of the requirements, the guide then sets out the kind of things tha
assessors are likely to look for in terms of demonstrating satisfaction of each of th
requirements within each of the standards; that's the way it's set out?‑‑‑That's corr

***        PAUL MICHAEL SADLER                                                                                                            XXN MR GIBIAN

PN12257  
Can I just provide one example in that respect.  Because you've identified the choi
particularly in your statement, if you go to page 17, I think, first of all, it's requirem
within standard 1 and the document then sets out on the following page, page 18, 
of the requirement and then, on page 19, there's some examples of actions and
evidence?‑‑‑Yes.

PN12258  
In that particular requirement, that's the kind of actions and evidence that the asse
would be looking to see within the facility on the audits?‑‑‑Correct.

PN12259  
That's both, as you say, what they would want to hear from the consumers and wh
would want to hear from the workforce and what they would want to hear from th
organisation as a whole and it's broken down into those three categories; correct?‑

PN12260  
In this respect, so far as the workforce is concerned, they would speak to the work
the purpose of assessing, for example, whether they are able to, under the first dot
under the heading 'Workforce and Others', whether they are able to describe how t
achieved the level of skills and knowledge they need to support consumers to exer
choice; correct?‑‑‑Correct.

PN12261  
That's something that they would obtain from speaking to the workforce directly?
that and potentially their assessment of the clinical notes that have been recorded.

PN12262  
In terms of clinical notes, are you referring to both - I think the terminology chang
somewhat, but I think most people refer to them as progress notes?‑‑‑Correct.
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needs to make or communicate decisions?‑‑‑Correct.

PN12265  
That is, again, something you expect them to ascertain by way of interview and in
with the workforce themselves?‑‑‑Yes.

PN12266  
The objective of all of this process, are we right in understanding, is to ensure that
particular instance, the object of consumer choice and independence is fulfilled in
that the care staff and other staff within facilities perform their work on a day to d
basis?‑‑‑That is correct.

***        PAUL MICHAEL SADLER                                                                                                            XXN MR GIBIAN

PN12267  
The standards don't necessarily prescribe exactly how that's to be achieved, but th
assessors will want to see evidence that it is being achieved by methods of this
type?‑‑‑That's correct, and in clause 29 of my evidence, I refer to the fact that the 
is on the organisation.  As you read earlier, there's an organisation statement about
comply, but then, clearly, the workers are the people who are doing the care delive
the interactions with the consumers, so, at that point, what the Quality and Safety
Commission looks for is, well, how are you actually interacting, because that wou
evidence as to whether the organisation's obligation to comply with the standards 
met.

PN12268  
In that sense, when you say - I think it's paragraph 28 - but when you say in your s
that the obligation falls on the provider to ensure compliance, it's obviously the pr
that is accredited and it can potentially be subject to sanction if the audit results in
that they are not meeting the standards; correct?‑‑‑That is correct, yes.

PN12269  
But the point you were just making is that the methods in respect of most of the
requirements in the standards at least are concerned, the provider will ensure comp
through demonstrating that its staff in the work they do day to day meet the object
standards and the detailed requirements of them?‑‑‑That's correct.

PN12270  
And have been trained and skilled in order to do so?‑‑‑That's correct.

PN12271  
If you can just go back to your statement for a moment, in paragraph 27, you also 
the rates of compliance, or non-compliance perhaps I should say.  That is, in the th
sentence, you indicate that as a result of this, that is the introduction of the unanno
visits, there had been an increase in the prevalence of non-compliance, particularly
residential aged care providers.  Do you see that?‑‑‑I do.

PN12272  
Were you talking there about the period immediately after the new standards were
introduced?‑‑‑Yes, so referring particularly to the evidence that's been over the las
a-bit years since those standards came into effect in July 2019.

PN12273  
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PN12275  
This is just for the January-March 2020 period, but there is, up to today - at least t
be some delay, but the quarterly reports up to the most recent ones?‑‑‑That's corre

***        PAUL MICHAEL SADLER                                                                                                            XXN MR GIBIAN

PN12276  
Just on the first page, there's a reference to two different documents in the text.  Y
familiar with them.  The first is a non-compliance notice and the second is a notic
do you see that?‑‑‑I do.

PN12277  
The first stage, if there's a non-compliance - well, firstly, the commission doesn't a
issue either of those notices if they've found a non-compliance; it's a matter of dis
it?‑‑‑There is a level of discretion.  So, if they find what they would describe as a 
level, you might, you know, have a problem in one requirement or something and 
wouldn't necessarily issue it as a non-compliance notice.  They will tend to issue a
compliance notice where there are multiple requirements that they find there's a sh

PN12278  
Even short of a non-compliance notice, I take it, they would tell the facility what t
deficiency is?‑‑‑Yes.  You would receive a report of the assessment by the audit te
you have a period of time in which you can reply to either provide additional evid
contest the judgment that the team or the decision maker made.

PN12279  
Then the non-compliance notice is a more serious measure and, I assume, requires
compliance then to be achieved within some particular period of time after the not
issued?‑‑‑That's right.  The notice to agree is where there's a significant level of co
so it's the next step after the notice of non-compliance you have alluded to - and th
be where the commission will say, 'We need you to fix this in X date.'

PN12280  
Above that, there are various sanctions that can be imposed, I think, not permitting
residents for a period of time, or, ultimately revocation of accreditation; is that rig
is correct.

PN12281  
I just to make sure I'd understood where you got the figures from.  If you just go f
within that document two pages to - it's page 3 internally, it's page 12563 in the di
book.  You will see there's some tables there with residential care sector performan
you see that?‑‑‑I do.

PN12282  
I think table 3 is just the number of audits and table 4 refers to site audits; do you 
that?‑‑‑I do, and that's the one we got - - -

PN12283  
That's the - - -?‑‑‑(Indistinct) per cent from, yes.

PN12284  
Are they the pre-announced audits?‑‑‑Well, there are - - -

*** PAUL MICHAEL SADLER XXN MR GIBIAN
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There are some exceptions to that if the commission decides it's going to come for
particular issue and, particularly through COVID, there's obviously been the comp
of, you know, is it safe to come, so the commission is using its discretion to, on oc
give us notice that they're coming, but mostly they are now unannounced.

PN12286  
I understand.  Underneath that, there are review audits.  I take it that's where there
revisit, essentially, is it, following a site audit?‑‑‑A review audit could be commiss
outright because a serious issue has been identified or reported and that could hav
through the complaints mechanism or through another channel to the commission
will then do what they call a review, which is really an intensive, immediate audit
sequence of the usual three-yearly run of residential care audits.

PN12287  
That seemed to produce quite a high level of non-compliance?‑‑‑It's because it's ta
those situations where they have already been advised that something could be ser
wrong.

PN12288  
Lastly, just over the page, page 4 of the document, page 12564 in the court book, t
reference to assessment contacts.  That's the visits which are not full audits; is that
understand it?‑‑‑That's correct, yes.

PN12289  
Can you go back to your statement then again.  The next matter that you deal with
paragraph 30, is the Serious Incident Response Scheme.  Is that called SIRS?‑‑‑SI
short, yes.

PN12290  
That was introduced in 2021, as I understand it, and you describe it in paragraph 3
there had been prior reporting obligations in relation to physical or sexual assault 
unreasonable use of force incidents, but that there's expansion of the type of matte
now required to be reported, and that's to the Aged Care Quality and Safety
Commission?‑‑‑That's correct.

PN12291  
I can take you to the documents, but am I right in understanding that the SIRS sch
short, did something else as well, that is, it did essentially two things, it imposed o
obligation upon providers to establish their own internal incident management sys
in addition, as you have described in your statement, it imposed additional reporti
requirements to the commission?‑‑‑That is correct.

***        PAUL MICHAEL SADLER                                                                                                            XXN MR GIBIAN

PN12292  
The requirement for an organisation to establish and implement its own incident
management systems were not limited to the types of incidents that are set out in p
32 of your statement?‑‑‑That is correct.  Both through the Aged Care Quality Stan
there was mention of how you handle - it's in standard 6 - so you needed to have a
approach to an open disclosure process under that standard, and then the Serious I
Response Scheme, as you descried, has gone further in clarifying for the residenti
services what other mechanisms they will need to have in place for incident mana
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Just briefly, we had another document sent through to you which is entitled 'Seriou
Incident Response Scheme Guidelines for Residential Aged Care Providers' dated
1 October 2021.  Do you have that available to you?‑‑‑I have that in front of me.

PN12295  
In terms of the internal incident management systems, it's dealt with from page 12
in that document, in chapter 2?‑‑‑That is correct.

PN12296  
If you go over to page 13, there's a description of the obligation in relation to incid
management and prevention?‑‑‑That's correct.

PN12297  
I think, really in the third paragraph of that description, it makes clear that the rep
requirements under SIRS relate to a range of serious incident types outlined in cha
however, the definition of 'incident' which a provider is expected to prevent, mana
resolve through an effective incident management system is broader than this.  Do
that?‑‑‑I do.

PN12298  
I think in the definition in the shaded box, it's really anything that could have caus
to a resident; is that right?‑‑‑That's right.

PN12299  
The requirements in relation to the incident management system include process o
recording and documentation?‑‑‑They do, and also assessment of the incident and
caused it and what remedial steps to avoid something similar happening again.

***        PAUL MICHAEL SADLER                                                                                                            XXN MR GIBIAN

PN12300  
Can you go back to your statement again.  In dealing with SIRS, you're really dea
the - having described the types of matters that must be reported on, you then disc
matter in paragraphs 33, 34 and 35.  You're really dealing there with the reporting 
it, rather than the incident management aspect of the SIRS process?‑‑‑Well, certain
that's true.  I mean, in 33 and 34 when I mention internal reporting systems that w
capturing some of what we just looked at in the SIRS guidelines, yes.

PN12301  
In terms of 35, first of all, you refer to the legal responsibility of the provider not t
employee to report to SIRS.  I take it you're referring to reporting to the commissi
‑ ‑ ‑?‑‑‑Correct.

PN12302  
‑ ‑ ‑of the serious incidents described in paragraph 32?‑‑‑That is correct.  So, unlik
mandatory reporting schemes for health professionals, for example, or teachers wh
individual professional obligation, under the Serious Incident Response Scheme it
organisational responsibility to report.

PN12303  
I understand.  But of course the way in which the organisation acquits that obligat
having in place systems that require their own employees to ‑ ‑ ‑?‑‑‑That's ‑ ‑ ‑
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registered nurse being required to document the report in the provider's internal re
system.  Do you see that?‑‑‑I do.

PN12306  
Although the SIRS, incident reporting requirements are more detailed, there is som
of discretion, is there not, as to the precise mechanics of the incident management
within a particular provider?‑‑‑That is true, and different providers will adopt diffe
electronic and, you know, other systems which they use to capture and document 
address the issues.

PN12307  
Would you agree with me that frequently those processes will involve - or some k
incident report or documentation by the staff member who witnessed or happened
incident that is involved, and perhaps then collation by either management or the r
nurse of that report?‑‑‑I would say all the incident management systems would req
reporting by the individual staff.

PN12308  
Now, you then go on to deal with some funding issues.  I just want to ask really on
question about that.  From paragraph 37 you're dealing with the ACFI process, the
Care Funding Instrument process?‑‑‑Correct.

***        PAUL MICHAEL SADLER                                                                                                            XXN MR GIBIAN

PN12309  
And in paragraph 38 you refer to the documentation required by the provider to cl
funding.  And we're right in understanding that that involves, initially at least, an
assessment being undertaken by an appropriate person within the provider of the c
of the resident and then updated to the extent there's changes in those care needs t
some change in funding arrangements?‑‑‑That's correct.

PN12310  
Then that can be audited, as you say, which no doubt produces some additional
documentation requirements if that occurs?‑‑‑It does, yes.

PN12311  
In paragraph 41 you refer to RNs being diverted from direct care into the complet
assessments for ACFI purposes.  Do you see that?‑‑‑I do.

PN12312  
In the second sentence of that paragraph you indicate that while this has affected b
registered nurses and care workers, it particularly impacted RN workloads.  Is the
you're talking about there the completion of documentation associated with the as
processes?‑‑‑That's right.  It's undertaking the assessments themselves.  In some in
the assessments will require a monitoring for a defined period using a particular to
order to comply with the ACFI requirements.  And then overall there would be a s
assessments that are required to be completed against each of the 10 domains for A

PN12313  
So far as the effect of that process on care workers, it may be perhaps no doubt pa
for re-assessments that care workers might be consulted about changes in a reside
behaviour or condition or the like?‑‑‑That's correct.
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And the consequent effect upon care workers of performing more direct care work
doing so without at least as direct as supervision as may have been the case in the
past?‑‑‑Well, certainly the first part of your statement I would agree with.  The im
availability for supervision, yes, I think wherever possible we've tried as aged care
providers to maintain direct supervision lines to the staff, the care staff, but obviou
registered nurse time is being taken up by the assessment and the associated paper
documentation then that will reduce the time that is available for the supervision w

***        PAUL MICHAEL SADLER                                                                                                            XXN MR GIBIAN

PN12316  
Can I then just ask you a couple of questions about what you say about home care
paragraph 42?  At paragraph 43 you refer to change from funding in advance to fu
arrears.  Can you just describe what you're referring to there, or what the effect of 
is?‑‑‑Yes.  So, the government was previously providing basically subsidies in adv
home care package arrangements, and they would then do a reconciliation.  Well, 
say 'they', the provider would do a reconciliation and the government would then 
any money that might be required as an offset against its next payment to the prov
What they've done in the last few months is swap that over now to a situation whe
pay in arrears, so we have to now lodge a claim that says, 'This is how much servi
provided in the past month', and we're paid for that service in arrears by the Feder
Government.

PN12317  
Then in paragraph 44 you refer to the concept of consumer directed care?‑‑‑I do.

PN12318  
And there having been a change to the funding arrangements to adopt that concep
from 2017 onwards.  Now, am I right in understanding perhaps in a crude way tha
change which was of a similar origin to the greater focus on personal directed care
residential aged care?‑‑‑Yes, very similar philosophical concept.  In the case of ho
being applied through the funding mechanism rather than just the standards.

PN12319  
That is, consumers have a certain amount of choice in terms of the care and servic
desire, and the funding, at lease if it fits within their assessment, will match those
choices?‑‑‑That's correct.  So, there's a budget allocated against a particular level o
care that you're approved for by the aged care assessment team, and then the cons
the choice within that funding allocation for which services they choose to receive

PN12320  
Am I right in understanding that the move towards a philosophy at least of consum
directed care also has, as part of it, a change within the goals or the philosophy of 
that is directed towards identifying and achieving the goals of the resident, re-enab
the resident, to the extent that the care can contribute towards that?‑‑‑Yes, I would
with both aspects of what you just said.

PN12321  
In addition to just the kinds of funding arrangements, or the funding choice that th
will have more say in and contribute to the way in which care is provided on a day
basis?‑‑‑Both on a day-to-day basis and as part of the assessment and care plannin
that their care manager in the home care context would undertake with them.
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Can I go back to – in paragraph 44 then, in the second sentence you say – or you m
observation based on what you say is your experience and feedback from ACSA i
your experience that you're talking about when you were with
Presbyterian Aged Care?‑‑‑Yes, because I was at Presbyterian Aged Care obviousl
that change in November 2017 through till I'd finished with PAC in March 2021.

PN12324  
You then say that:

PN12325  
This has not impacted upon the work that is being performed, rather when it is
performed and what services the client wants.

PN12326  
Do you see that?‑‑‑I do.

PN12327  
So certainly one way in which the client can exercise choice and independence is 
say, choosing when things are done and what services they chose to have access to
their package, correct?‑‑‑That's correct.

PN12328  
I think you disagreed with me that, in addition to that, the philosophy of the care a
interactions between the carer and the – I think we're still saying 'consumer' in this
are different, in the sense that there is more of a give and take, more of a recogniti
independence and choice of the consumer?‑‑‑I think that's right.  So what staff nee
now when they're interacting with a consumer, it actually goes back to the words i
standards when you read them out earlier.  They need to be able to respond to the 
needs of the consumer on the day, and negotiate and/or respond accordingly.  If th
worker has any concerns that the consumer's asking them to do something beyond
which they would usually do, they can contact their supervisor, which in the home
context would often be their care manager.

PN12329  
But if it's within the scope of what the services that are (indistinct) care which is a
provided by the carer, they are no doubt subject to communication and negotiation
what the best way to do things is, to endeavour to adapt to whatever choice and de
expressed by the consumer?‑‑‑That's correct.

PN12330  
I think there are just (audio malfunction) - - -?‑‑‑Just lost the sound.

PN12331  
JUSTICE ROSS:  Yes, you're on mute I think, Mr Gibian.

***        PAUL MICHAEL SADLER                                                                                                            XXN MR GIBIAN

PN12332  
MR GIBIAN:  I don't think I was.  It may have been some kind of interruption.  C
hear me now?‑‑‑I can.

PN12333  
JUSTICE ROSS:  Yes.
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I think you deal with both residential care and home care in this context – and you
changes in the physical layout of at least some aged care facilities?‑‑‑Yes.

PN12336  
You agree the extent to which that's been achieved, or the nature of the changes ar
from institution to institution; you're referring to a general trend at least?‑‑‑That's 
for example, the number of multiple bedrooms in residential care services – I thin
latest figure I saw is that it's around 80 per cent of aged care homes are all single b
layouts now.  So if you go back 15 years you probably would have had that as a 5

PN12337  
At paragraph 63 you refer to, or you indicate that (indistinct) allow the easy use o
chemical aids, that is, where there has been changes to the physical premises.  Do 
that?‑‑‑I do.

PN12338  
Are you referring to lifters and slings and matters of that nature?‑‑‑That's right.  S
aged care homes are being upgraded or built new, they're now being built with usu
larger spaces around the beds for the use of slings or lifting equipment.

PN12339  
Devices of that type are themselves not new, is that right?‑‑‑That's correct.

PN12340  
No doubt there are innovations and newer models perhaps, but in a general sense 
new.  You're really saying that in some respects the physical changes to the faciliti
facilitate their use in a way which improves care?‑‑‑That's correct.

PN12341  
And no doubt there is greater use of those aids because of the matter that you earli
in your statement, that is, the increasing levels of immobility and frailty among
residents?‑‑‑Correct.

***        PAUL MICHAEL SADLER                                                                                                            XXN MR GIBIAN

PN12342  
Further on in your statement, and I don't need to take you to it necessarily, but you
paragraph 96 to something you refer to as 'assistive technologies.'  Is that the same
that you're referring to there, or is that something different?‑‑‑It's both the same bu
that.  So as well as things like lifters, there are other newer technologies, for exam
monitoring technologies and alarm systems, more robotics and other assistive tech
that aged care providers are introducing, in some cases gradually, in some cases qu
quickly, as new technology is developed.

PN12343  
Sorry, what robotics technology are you referring to there?‑‑‑So, for example, in h
we've seen a significant pick up in the use of automated cleaning systems.  Where
historically it would have needed to be a cleaner who came in to clean the home, i
frequently with the use of, you know, funding out of the home care package, we're
buying automatic vacuum cleaners that can steer around, you know, the home with
need for the older person or a worker to actually use them, and then the worker m
coming in to confirm that that's happened properly, to empty them out, whatever e
necessary.
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PN12345  
I think you've otherwise said that both the age and frailty and acuity and health ne
consumers of home care have also increased over the last 10 years or so at least, to
with the changes of a single nature in residential care, correct?‑‑‑That is correct.

PN12346  
And we're right in understanding that that means that there's an increasing number
care consumers who would have difficulty or are unable to care for the home
themselves?‑‑‑That's right, and we're seeing, you know, a significant increase in d
home care services as a part of that, including the long waiting lists that have been
home care packages.

PN12347  
In addition, the change in the demographics and needs of home care consumers al
increased the need for the home care worker to be attuned to environmental and p
risks in the home that might be occasioned to the consumer?‑‑‑Correct.

PN12348  
Then I think the last thing in your statement I wanted to ask you about was, from
paragraph 85 you deal with 'engagement with external parties.'  Do you see that?‑‑

PN12349  
And I think one observation you make in the second sentence of paragraph 87 is th
'Families are increasingly more concerned about their family member in care.'  Do
that?‑‑‑I do.

***        PAUL MICHAEL SADLER                                                                                                            XXN MR GIBIAN

PN12350  
Do I detect from that, your understanding at least and your experience is that fami
more likely to make inquiries or to provide feedback in relation to the care being r
I think you're referring really to residential care here, but maybe also to home care
providers?‑‑‑Yes, it's both home care and residential care.  So we do see families a
more strongly, and also linked in because of new capacities like, you know, iPhon
iPads and things like that.  So they're often monitoring what's going on with their 
ones from a distance, and therefore making more contact with our staff.

PN12351  
I think in addition to that, the quality standards also impose an obligation upon pro
– in aged care at least – to provide avenues for and encourage both residents and t
families to provide feedback and, if the need arises, make complaints in relation to
that's being received?‑‑‑That is correct.  It's an obligation under Standard 6 of the 
Care Quality Standards.

PN12352  
And the reporting requirements as well, both in the standards and in the SIRS proc
also intended to provide greater transparency and accountability so as to facilitate
extent necessary, families and other representatives getting feedback and making
complaints?‑‑‑That's correct.

PN12353  
In relation to the roles of different staff in that respect, at paragraph 88, In the first
it expressed the opinion that:
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PN12356  
care workers on a daily basis engage in general conversation -

PN12357  
Et cetera -

PN12358  
with the consumer and their families.

PN12359  
Do you see that?‑‑‑I do.

PN12360  
That is, to the extent that the care worker is the worker who is likely to have most
contact with the resident and know most about their day-to-day activities and well
correct?‑‑‑That's true.

***        PAUL MICHAEL SADLER                                                                                                            XXN MR GIBIAN

PN12361  
And if families want to know about those matters, which presumably they would, 
most likely both to encounter and to make inquiries of the care worker directly?‑‑‑

PN12362  
I think the point you made further on in paragraph 88 is if there was some kind of 
complaint of some nature you would expect that to involve someone within the
management of the facility, as one would expect?‑‑‑That's correct.

PN12363  
Or that if there were specific clinical information which the personal care worker 
able to provide then the registered nurse or appropriate care manager would be inv
that kind of process?‑‑‑That's right, yes.

PN12364  
And in either instance that may require the manager in dealing with a complaint to
the matter or obtain a report of some nature from the care worker?‑‑‑Correct.

PN12365  
And the same with the clinical information from the registered nurse or a care man
that's the circumstance?‑‑‑Correct.

PN12366  
Now, lastly, there were a couple of other documents we sent around, which hopefu
have access to, which are a couple of press releases from the Australian Aged Car
Collaboration?‑‑‑I have them.

PN12367  
The first of those is dated 1 March 2022, and I think you're listed on the second pa
document as a person who can be interviewed or speak to its substance?‑‑‑That's c

PN12368  
And it's the election statement for the Australian Aged Care Collaboration?‑‑‑Tha

PN12369
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PN12371  
I just want to ask you about one matter in it, I don't think it's page numbered, but o
third page of the statement itself there's a heading, The Staffing Crisis.  Do you se
that?‑‑‑So, that's in the attachment document?

***        PAUL MICHAEL SADLER                                                                                                            XXN MR GIBIAN

PN12372  
Sorry, yes, it's the third page of the attachment, I think?‑‑‑Yes.

PN12373  
As I say, I don't think it has page numbers on it, does it?‑‑‑Yes, I've got that.

PN12374  
And, again, I don't need to take you through all the detail, but that's a reference to 
difficulty in attracting and retaining sufficient and appropriate staff in both residen
home care?‑‑‑That's correct.

PN12375  
The view expressed, particularly in the third paragraph under that heading, is that 
fixing that crisis or solving the crisis is questions of pay in review?‑‑‑That's correc
Australian Aged Care Collaboration has been very clear for many, many months n
there is a need for this Fair Work Commission work value case to proceed for it to
determination of how wages should be adjusted to reflect the work value of our ag
workforce, that we believe that that will require an increase in wages for aged care
and that it is very important then that the Federal Government, whoever that is po
actually fully funds the outcome of that decision that the Fair Work Commission w
because at the moment we have 60 per cent of residential aged care homes in the c
deficit, and we would not be able to fully fund the outcome of the commission cas
the Federal Government giving in the money.

PN12376  
And is what you've just said really, if you go over to the last page of that documen
in what the coalition is calling for?‑‑‑That is correct.

PN12377  
Just going back to the staffing crisis section, the final paragraph above the heading
Funding Crisis, you'll see there's a reference to staff turnover rates in residential c
home care.  Are you able to say where that information came from?‑‑‑It came from
information that was available from surveys that our member organisations had pa
in.  I don't have the reference in front of me today.  If it would help the Commissio
obtain it I can take that one on notice.

PN12378  
That is, your understanding is it was surveys conducted by these six organisations
right.

***        PAUL MICHAEL SADLER                                                                                                            XXN MR GIBIAN

PN12379  
In the second sentence of that paragraph there's a reference to residents in home c
care.  Again, are you able to say where that information's derived from?‑‑‑Again, 
information available from our members which was provided to us.  And I should
that one that we obviously we had the pandemic as a backdrop through that 2020
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Sorry, in that answer were you indicating the extent of hours lost may have been a
absences due to COVID related reasons?‑‑‑To the pandemic.

PN12381  
I understand?‑‑‑That's right, yes.

PN12382  
And in terms of turnover, do I understand what you're saying in that respect is tha
it this way, that the impact of COVID - of the pandemic upon the work of aged ca
workers was such as would lead to some people, in your estimation at least, leavin
industry?‑‑‑That's right.  We've had reports of burn out from the additional work th
who didn't catch COVID, had to do to cover for their colleagues who had COVID
example.  So the stress through the last two and a-half years on our workforce and
management has been due to the fact of COVID.

PN12383  
Then can I just ask you about the second of the press release documents that we p
It's dated 22 March 2022.  Do you have that one with you?‑‑‑I do.

PN12384  
I think it covers some of the same territory, but you're also listed as someone who 
to this, I think.  And the attachment to the press release is entitled, It's Time to Car
Aged Care, Priced Out Aged Care, Wages and Living Costs.  Do you see that?‑‑‑I

PN12385  
Again, I don't think they're numbered, but on the third page of that annexure there
heading, Introduction.  Do you see that?‑‑‑I do.

PN12386  
In the - it might be the fourth paragraph under that heading, the second of the blac
paragraph it reads that priced out looks at how wages for aged care workers are st
against living costs.  Do you see that?‑‑‑I do.

PN12387  
I take it the reference to 'priced out' refers to some particular analysis that was con
for this purpose?‑‑‑That's correct.

PN12388  
Who did that?‑‑‑So that was done in-house by members of the Australian Aged Ca
Collaboration based on data available to us through the ABS and other sources.

***        PAUL MICHAEL SADLER                                                                                                            XXN MR GIBIAN

PN12389  
I understand.  Yes, thank you.  Can I just have a moment, your Honour?

PN12390  
JUSTICE ROSS:  Certainly.

PN12391  
MR GIBIAN:  Sorry, just one final thing, in relation to that information about livi
and wages, and also the information about turnover and the like in the earlier pres
you were and, I take it, all the organisations were, confident enough in those figur
them o t p blicl ? We ere
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PN12393  
In the middle part of that page.  And in the dot points, there's a reference to mediu
wages for various types of workers?‑‑‑Correct.

PN12394  
Are you able to say where that was obtained from?‑‑‑Again, I don't have the link b
was only told I'd be looking at these documents just a few minutes before the hear
can take that one on notice.

PN12395  
All right.  I'm not being critical of you in this respect, but I think there is a footnot
but I'm not sure that the footnote relates to anything in the document itself?‑‑‑I thi
should take that on notice if the Commission is happy to do it that way.

PN12396  
JUSTICE ROSS:  No, that's fine.

PN12397  
MR GIBIAN:  That's my cross-examination at least.

PN12398  
JUSTICE ROSS:  All right, thank you.  Is it Mr McKenna or Mr Hartley?

PN12399  
MR HARTLEY:  It's Mr Hartley, your Honour.  I wonder, your Honour, your Hon
expressed the preference that there not be doubling up of cross-examination.  It w
me in that connection if I could just have 60 or 90 seconds to just go through my n

PN12400  
JUSTICE ROSS:  Of course.

***        PAUL MICHAEL SADLER                                                                                                            XXN MR GIBIAN

PN12401  
MR HARTLEY:  And then that will save time in the long run.  So, with the Comm
indulgence, I'll put myself on mute.

PN12402  
JUSTICE ROSS:  Certainly.  Everyone can take a three-minute break and then we
come.

PN12403  
MR HARTLEY:  If it please the Commission.

PN12404  
JUSTICE ROSS:  Just you remain where you are, Mr Sadler?‑‑‑Will do.

<THE WITNESS WITHDREW                                                             [3.06 PM

SHORT ADJOURNMENT                                                                     [3.06 PM

RESUMED                                                                                                [3.09 PM

<PAUL MICHAEL SADLER, RECALLED                                        [3.10 PM]
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PN12406  
Mr Sadler, my name's Jim Hartley, I appear for the ANMF.  Can you see and hear 
can.

PN12407  
You have still got your statement there in front of you?‑‑‑I do.

PN12408  
Could you go to paragraph 34, please?‑‑‑Got it.

PN12409  
In the second sentence, you talk about the registered nurse then being required - I'
start at the beginning.  You say:

PN12410  
Care workers identify potential issues and provide concerns to the registered n

PN12411  
It might, of course, also be the case that an enrolled nurse spots an issue and repor
that?‑‑‑That's correct.

***        PAUL MICHAEL SADLER                                                                                                        XXN MR HARTLEY

PN12412  
Or a registered nurse identifies the issue herself or himself?‑‑‑Correct.

PN12413  
But, ultimately, there will be a report made to a registered nurse?‑‑‑That's correct.

PN12414  
Now on the second sentence, we read that the RN is required to document the repo
you just confirm that my understanding is correct, which is the process of docume
might involve investigation of the report that's made by the other worker, the first
responder, as it were, to the registered nurse?‑‑‑That's correct.

PN12415  
That might involve speaking, of course, with that first responder?‑‑‑And potential
assessment, physical and cognitive assessment, of the resident.

PN12416  
Yes?‑‑‑It could involve checking that, you know, you're doing neuro obs on someo
might have had a fall, for example.  There would be a range of clinical interventio
might be part of assessing the impact of that particular incident on the resident.

PN12417  
Is it then the case that the registered nurse might form and document a view about
the incident that's described does in fact fall within one of the serious categories?‑
we'd usually be doing is asking the registered nurse to indicate which category the
actually falls into, but then because, as I go on to mention in clause 35, it's the
responsibility of the provider to actually lodge the incident report to the Quality an
Commission, we would usually have a process where a care manager or the facilit
manager would then vet what has been written up by the registered nurse, confirm
agree and then the information would be lodged with the Quality and Safety Com
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PN12419  
So certainly that registered nurse and also, if I can say, the first registered nurse w
report is then vetted by the care manager, those people are forming views on conte
questions about, for example, whether a particular care amounts to neglect?‑‑‑Tha

PN12420  
Or whether the use of a restricted practice was inappropriate?‑‑‑Correct.

***        PAUL MICHAEL SADLER                                                                                                        XXN MR HARTLEY

PN12421  
These are questions in which clinical judgment and training and skill and things o
are brought to bear?‑‑‑That is correct, and obviously the SIRS guidelines that we r
earlier in the evidence would also be consulted as part of confirming, you know, a
about that.

PN12422  
Yes.  Can I ask you to turn to paragraph 54?‑‑‑Yes.

PN12423  
I think it's uncontroversial, but when you set out these three categories underneath
paragraph 54, you're not suggesting that they are mutually exclusive?‑‑‑No, absolu
and, of course, particularly category (c), many of the people in categories (a) and 
move into that group, and there are absolutely people who have complex healthca
and would have a diagnosis of dementia at the same time.

PN12424  
So, in the case of people that have, for example, complex healthcare needs and the
dementia and they are palliative, that's going to increase the degree of difficulty in
for that person for nurses and care workers?‑‑‑Correct.

PN12425  
Thank you.  Can I ask you to go to paragraph 70 now, please?‑‑‑Yes.

PN12426  
In paragraph 70, you identify the care plans are developed by registered nurses, th
correct?‑‑‑Correct.

PN12427  
And you list a number of people in the second line that might have input into that 
plan.  You haven't included, but I assume that they also might from facility‑to‑faci
provide input, enrolled nurses?‑‑‑That's correct, yes.  That list was not meant to be
exhaustive in any way.  They're not – there's a range of other people who you wou
consulting with, including doctors, for example, GPs.

PN12428  
So enrolled nurses and also personal care workers?‑‑‑Correct.

PN12429  
And that might take the form of, for example, questions being asked by the registe
of, say, the enrolled nurse?‑‑‑That's right.

PN12430  
Or it might be that the doc mentation that's prepared b sa personal care orker
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Paragraphs 86 and following, you describe engage with families in an aged care c
You don't mention it in these paragraphs, but I assume you wouldn't disagree that
sometimes it is the case that personal care workers and nurses are faced with fami
are rude?‑‑‑I'm sure that happens from time‑to‑time.

PN12432  
Or demanding, or taking out frustrations?‑‑‑Yes, and you know, I didn't expand on
we were talking about the increasing concern that family members have about car
there is no question that from time‑to‑time, whether it's family members or friends
become distressed about what's happening for a resident, or a home care client, an
may in that instance, you know, be challenging to deal with their anger or their fru

PN12433  
And there may be fine lines for people confronted with this sort of conduct as to w
it's something with which they can deal themselves, or whether it's something that
be escalated to another person?‑‑‑Correct.

PN12434  
And these of course are decisions that are having to be made in real time?‑‑‑That's

PN12435  
I think the last topic I wanted to ask you about, Mr Sadler, is paragraph 98?‑‑‑Yes

PN12436  
You say there that, 'Generally new technologies streamline work practices and ma
easier', and you include the word, 'generally', so you're not being absolutist, but ju
clear, sometimes you'd accept apps, say on iPads, are not very well designed and m
create inefficiencies?‑‑‑All new technologies have their downsides.  Yes, I would 
concede that not every single thing that's new that's introduced has a benefit, and y
rightly picked up my word, 'generally', there.

PN12437  
And it might also be the case, for example, that the technology's great but there's t
of it, and so there might be an inefficiency in a care worker, say, having to wait fo
terminal to document a progress note?‑‑‑That's right.  What I guess I'm referring t
is the general impact of these new technologies, in particular the ones that have str
some of the care documentation that's been required, have tended to reduce the am
duplicative work that registered nurses, enrolled nurses and other staff would have
do, you know, 10/15 years ago when we didn't have electronic‑based systems.

***        PAUL MICHAEL SADLER                                                                                                        XXN MR HARTLEY

PN12438  
Just on the subject of duplication, there's been some evidence in this case, and you
have come across this, but you wouldn't disagree with the proposition that sometim
happens still that, for example, a nurse or a care worker will document something 
and then at the end of the shift take their paper to a computer and document it aga
is absolutely still happening.  Sometimes it's because the electronic apps that you 
don't capture everything, and sometimes it's because pen and paper are actually th
way to get some information at the bedside.  So there's a range of reasons why tha
happen, but I would agree with your contention that that would still be happening 
circumstances.
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PN12441  
MR WARD:  Just a couple of questions, if I can, your Honour.

RE-EXAMINATION BY MR WARD                                                   [3.19 PM]

PN12442  
MR WARD:  Mr Sadler, right at the beginning of Mr Gibian's cross‑examination, 
talking to you about aged care standard audits, be they regular audits or spot audit
indicated to him that – and I think these were your words – you said that it's your
understanding that 'the auditor will normally talk to 10 per cent of the staff.'  Do y
that?‑‑‑Ten per cent of the consumers.

PN12443  
The consumers?‑‑‑Yes.

PN12444  
But I think you said in your evidence that they will normally speak to the staff as
well?‑‑‑They will, yes.  They don't have a proportion of staff that they need to spe
they do have a requirement to speak to a minimum of 10 per cent of the consumer

PN12445  
Do you have any understanding of how long an auditor might talk to a staff memb
audit?‑‑‑It will vary.  If it's a senior staff member, like a care manager or the facili
manager, it could be, you know, a lengthy conversation, 20 minutes/half an hour a
Most of the contact with the personal care workers or registered nurses would be m
limited.  It might be five or 10 minutes.

PN12446  
Then Mr Gibian took you to the SIRS reporting process, and I think you gave som
evidence that 'SIRS required internal reporting systems and in addition to that add
reporting of actual SIRS events.'  Do you recall that?‑‑‑I do.

***        PAUL MICHAEL SADLER                                                                                                             RXN MR WARD

PN12447  
From your experience in the industry, would there have been internal reporting sy
place before SIRS?‑‑‑There would.

PN12448  
And what would they have reported on internally?‑‑‑So they would have been rep
internally on things like near misses, in terms of, you know, an incident that might
caused harm but didn't quite.  They would have been reporting on key issues like h
people have wounds, what progression of those wounds is happening.  They woul
picked up other clinical reporting information, and there would always have been 
WHS‑based incident reporting system that would have been in place.

PN12449  
Just one last question if I can, Mr Sadler.  You then had some discussion with Mr 
around home care, and Mr Gibian was talking about consumer‑direct care, and I th
was talking to you about the consumer being able to make choices while the care w
was there, and you used a phrase – you said, 'as long as it's within scope, otherwis
would need to contact their case manager.'  I think you used words like that.  Wha
mean by 'within scope?'---So there's a range of things that a home care provider ca
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administered a medication.  It might be that the personal care worker doesn't have
medication training that is required, and so at that point, if the consumer asks for t
it would be the requirement that they go back to the supervisor, the care manager, 
look, I've been asked to do this, you know, how can we help the consumer another
be helped with that issue.

PN12450  
Does the consumer's package have anything to do with that answer?‑‑‑Well, it has
with it in two ways.  First is obviously, is there a resource available.  So there mig
some financial capacity within the person's budget to offer an additional service, a
second way is, as I describe there, some things that home care packages are not al
do for consumers.  So that's where, you know, you might hit one of those things,
for example, a consumer cannot use their package to pay for food, but the consum
ask a care worker can you go and do the shopping and I want you to take the mon
the home care package budget, and we're not allowed to do that.

PN12451  
And then just lastly, you were being asked some questions from Mr Gibian about 
interaction of families and care workers, and I think Mr Gibian used the phrase sim
that they're the first point of contact.  Do you recall that evidence?‑‑‑I do.

***        PAUL MICHAEL SADLER                                                                                                             RXN MR WARD

PN12452  
Do care workers, in your experience, have contact with families outside of their w
hours?‑‑‑No.

PN12453  
No further questions, thank you.  May Mr Sadler be excused?

PN12454  
JUSTICE ROSS:  Thank you for your evidence, Mr Sadler, you are excused?‑‑‑Th

<THE WITNESS WITHDREW                                                             [3.25 PM

PN12455  
JUSTICE ROSS:  Just before we go to Ms Wade, can I get counsel's assistance on
My note has Ms Wade's cross-examination from 3.45 to 4.15 and then Ms Bradsh
4.30.  I just need - it's only an administrative thing - I need to schedule a meeting 
evidence in this case closes today and I'm wondering what time I could safely do t

PN12456  
MR GIBIAN:  I'm sorry, your Honour?

PN12457  
JUSTICE ROSS:  How long do you think you are going - - -

PN12458  
MR GIBIAN:  I think my camera was off inadvertently.  I think that so far as the p
were concerned, I think both ourselves and the ANMF had suggested that we have
witness at least on standby today in case there's time to reach her, and that was Ms
Bradshaw, I think.

PN12459
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PN12461  
JUSTICE ROSS:  How long do you think we would be with Ms Bradshaw, if we g

PN12462  
MR GIBIAN:  I think probably in the region of half an hour for myself.

PN12463  
MR McKENNA:  Your Honour, I anticipate approximately 15 to 20 minutes with 
Bradshaw.

***        PAUL MICHAEL SADLER                                                                                                             RXN MR WARD

PN12464  
JUSTICE ROSS:  All right.  As you say, we will see how we go.  All right, thank 
the indication.  We will call Ms Wade.  We have just got a technical issue with one
associate's connection, so bear with us for a moment and we will come back.

PN12465  
MS WADE:  Thanks, your Honour.

PN12466  
JUSTICE ROSS:  Are you taking the oath or the affirmation, Ms Wade?

PN12467  
MS WADE:  The affirmation, please.

PN12468  
JUSTICE ROSS:  Thank you.

PN12469  
THE ASSOCIATE:  Ms Wade, can you please state your full name and work addr

PN12470  
MS WADE?  Anna-Maria Wade, work address is Level 4, 320 Pitt Street, Sydney 

<ANNA-MARIE WADE, AFFIRMED                                                  [3.28 PM

EXAMINATION-IN-CHIEF BY MR WARD                                      [3.28 PM]

PN12471  
Ms Wade, it's Nigel Ward; can you hear and see me?‑‑‑I can, Mr Ward.

PN12472  
Thank you.  Good afternoon.  I wonder if I could ask you to restate your full name
address for the record?‑‑‑Yes, Anna-Maria Wade, Level 4, 320 Pitt Street, Sydney

PN12473  
You have prepared a statement for these proceedings dated 4 March 2022 of some
paragraphs?‑‑‑That's correct.

PN12474  
I understand you need to make an amendment to that statement; is that correct?‑‑‑
correct.
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the figure (audio malfunction) per cent should be 17 per cent.  Is that the correctio
Wade?‑‑‑That's right.

PN12476  
Your Honour, we will file an amended version of that in Word in due course.

PN12477  
JUSTICE ROSS:  Thank you.

PN12478  
MR WARD:  That being changed, Ms Wade, is that (audio malfunction).

PN12479  
JUSTICE ROSS:  You have just - Mr Ward's connection has just dropped out, from
in any event.

PN12480  
MR HARTLEY:  Yes, from my end, too, your Honour.

PN12481  
JUSTICE ROSS:  All right.  He's coming back in.

PN12482  
MR WARD:  I'm sorry, your Honour, I disappeared into the ether for a moment.

PN12483  
JUSTICE ROSS:  No, no problem.

PN12484  
MR WARD:  Ms Wade, with that change being made, is your statement true and c
the best of your knowledge and belief?‑‑‑Yes, it is.

PN12485  
If the Commission pleases, Ms Wade's statement is contained at tab 258.  In the di
court book, it's page 13832 to 13842.  It contains 10 annexures, AM01 to AM10, w
contained at 13943 to 14350, and we rely on that statement.  Ms Wade is available
cross-examination.

PN12486  
JUSTICE ROSS:  Thank you.  Who's up first?

PN12487  
MR HARTLEY:  It's me, your Honour.

CROSS-EXAMINATION BY MR HARTLEY                                    [3.31 PM]

PN12488  
Ms Wade, my name is Jim Hartley, I appear for the ANMF.  Can you see and hear
can, Mr Hartley.

***        ANNA-MARIE WADE                                                                                                               XXN MR HARTLEY

PN12489  
Thank you.  You've got a copy of your statement there?‑‑‑I do.
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The last line of 22, you describe - in context, you are here talking about the 2019 A
Quality Standards; do you see that?‑‑‑Yes.

PN12492  
In the last line, you describe those new standards as being a different way of looki
care?‑‑‑Yes.

PN12493  
In 23 and 24, you describe the difference, and the main difference is, you say, now
new standards are about tailored and individualised consumer needs; do you see
that?‑‑‑Yes.

PN12494  
Is it fair to say that your understanding is that what's now required is person-centr
Have you heard that term?‑‑‑Yes.

PN12495  
So that's care that respects the autonomy of the individual resident?‑‑‑Yes.

PN12496  
And respects the choices made by the individual in the exercise of that autonomy?

PN12497  
Taking a pretty neutral example, it might involve a resident choosing to have a sho
night rather than during a morning shower round, that type of thing?‑‑‑Yes.

PN12498  
So it involves not only a different way of look at care, as you say, but also a differ
of providing care?‑‑‑Yes.

PN12499  
Can I ask you - and I should say, you say at 24 that that involves tailored and indiv
consumer needs, and so what it would require is tailored and individualised care p
by nurses and personal care workers?‑‑‑Yes.

PN12500  
Can you go to annexure AM02 of your statement, which should be the standards
themselves?‑‑‑Let me just scroll.  I haven't printed it out, so I have to scroll.  Apol

***        ANNA-MARIE WADE                                                                                                               XXN MR HARTLEY

PN12501  
Yes, go ahead.  If you've got red numbering in the lower right, it's 1721.

PN12502  
JUSTICE ROSS:  I've got the printed copy, Mr Hartley.  Would you mind going to
of the standard itself when you are asking questions, just so I can follow.

PN12503  
MR HARTLEY:  Yes, of course.

PN12504  
JUSTICE ROSS:  Thank you.
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PN12507  
(Audio malfunction) very large bundle?‑‑‑Yes, I'm the same, I've only got the elec
copy, so just bear with me.  Apologies again.

PN12508  
Yes, of course.  I can tell you I think it's going to be about 107 pages in?‑‑‑All righ
that makes it easier, thank you.

PN12509  
That's all right?‑‑‑No, not on mine, sorry.

PN12510  
What do you see on your screen?‑‑‑I've got it, I've got it.  Great, yes, I've got it, ye

PN12511  
Good, thank you.  So it's the Aged Care Quality Standards.  These are the 2019 on
than the previous ones?‑‑‑Yes, yes.

PN12512  
You will see on page 2, for example, standard 3 is personal care and clinical care?

PN12513  
See that.  And if you look at clause 3(3), the second 3(3) with the little (a) next to 
commencing 'Each consumer gets', do you see that?‑‑‑Yes.

PN12514  
So:

***        ANNA-MARIE WADE                                                                                                               XXN MR HARTLEY

PN12515  
Each consumer gets safe and effective personal care, clinical care, apart from 
things.

PN12516  
That, of course, is going to be safe and effective personal, clinical care provided b
and personal care workers?‑‑‑Yes.

PN12517  
And that's to be care which is tailored to their needs, and that tailoring will be don
nurses and personal care worker?‑‑‑Yes.

PN12518  
There's a requirement to take account of - this is in subparagraph (c)

PN12519  
The needs, goals and preferences of consumers nearing the end of life.

PN12520  
And, so, of course there's a need for nurses and personal care workers to understan
those needs, goals and preferences are?‑‑‑Yes.

PN12521  
And to provide care in a way that has account of those needs, goals and preference
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PN12524  
So, again, there'll be a need for nurses and personal care workers to recognise dete
or changes, and then to respond to those in a way which is individualised and resp
that consumer.  Do you agree with that?‑‑‑Yes.

PN12525  
And then in (e):

PN12526  
Information about the consumer's condition, needs and preferences is documen
communicated within the organisation.

PN12527  
So, again, there's a need for nurses and personal care workers to document inform
about conditions, needs and preferences?‑‑‑Yes.

***        ANNA-MARIE WADE                                                                                                               XXN MR HARTLEY

PN12528  
And to provide care in a way that is consistent with what has been documented?‑‑

PN12529  
It's the same - I won't take you through each of the remaining subparagraphs, but e
those subparagraphs you'd agree sets out a way in which care is to be provided wh
responsive to matters particular to the consumer?‑‑‑Yes.

PN12530  
And it's going to be the nurses and personal care workers who are responsible in a
care provider for providing that care?‑‑‑Yes.

PN12531  
And so in that context you identify, returning to your statement in paragraphs 22 t
speak about, in the last sentence at 25, members reporting that there may be an inc
documentation and processes to ensure that they meet the standards.  Are the proc
you're referring to processes that are designed to ensure that the care that is provid
the kind that we've just been speaking about?‑‑‑Yes.

PN12532  
The point that you're making in paragraphs 23 and 24 is that those process and tha
different from the processes and care that existed under the previous less individu
standards.  Is that a fair summary of what you're saying there?‑‑‑Yes.

PN12533  
So, the change from the old care standards to the new care standards affect the nat
work being provided by nurses and personal care workers?‑‑‑Yes.

PN12534  
And it affects the skills involved in the provision of that work?‑‑‑No, nurses and c
always had to provide care and understand and know the residents or the consume
they're caring for, so, there's no difference in that regard.

PN12535  
So, your answer is that the need to - I'll take it back a step, previously it was the ca
said that care as not req ired b the standards to be indi id alised in the same
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to the particular consumer; yes?‑‑‑Yes.

***        ANNA-MARIE WADE                                                                                                               XXN MR HARTLEY

PN12537  
Now, recognition of matters individual to a particular consumer is a matter involv
is it not?‑‑‑It's understanding what the consumer needs, and that's always had to b

PN12538  
I'll put that again, recognition of matters that are individual to a particular consum
matter involving skill; is it not?‑‑‑Yes.

PN12539  
And providing care in a way that differentiates between one consumer, who has on
preferences and another consumer how has another set of preferences is a matter i
skill; is it not?‑‑‑Yes.

PN12540  
And so if it was the case previously, which you accepted, that the quality standard
require that sort of care, and now they do, then it is the case, isn't it, that there is m
involved in the work now?‑‑‑Yes.

PN12541  
Thank you.  Just give me one moment.  That's the cross-examination for the ANM
Honour.

PN12542  
JUSTICE ROSS:  Thank you, Mr Hartley.  Mr Gibian.

CROSS-EXAMINATION BY MR GIBIAN                                         [3.39 PM

PN12543  
MR GIBIAN:  I think there was just one matter.

PN12544  
Ms Wade, can you hear me?‑‑‑I can.

PN12545  
In paragraph 18 of your statement you make an observation that industrial instrum
make the operation of aged care services difficult.  Do you see that?‑‑‑Yes.

PN12546  
And there are two aspects that you refer to.  You refer to the classifications in the 
award and the SCHADS ward?‑‑‑Yes.

PN12547  
You see that?‑‑‑Yes.

PN12548  
And you say that they don't currently meet the needs of providers.  You see that?‑‑
Yes.

PN12549  
I take that it that should be providers in aged care services?‑‑‑Yes. Yes.
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PN12551  
Now, just a couple of questions about that, one is the deficiency that you are asser
in the classifications in the Aged Care Award and the SCHADS Award is that aris
the clarity with which those classifications are (indistinct)?‑‑‑Yes.

PN12552  
I'm sorry, I'm not sure whether I broke up then.  I might ask the question again?‑‑‑

PN12553  
Is the deficiency you're asserting in the classifications in the Aged Care Award an
SCHADS Award that the classification are not clear and progression between the
classifications is not clearly described?‑‑‑Yes.

PN12554  
And that, to some extent at least, is addressed or is sought to be addressed in the e
agreements to which you refer?‑‑‑Yes.

PN12555  
And those are the enterprise agreements you set out at paragraph 14 that you desc
either the ACSA agreement or the (indistinct) agreement; is that right?‑‑‑That's rig

PN12556  
I think that only one of those is attached, but can you go to AM1, which is the firs
annexure to your statement, and it starts at page 13843 of the court book.  It's inter
numbered pages 1 of 96 and following.  Can you go to the classifications which ar
schedule A and commence at page, I think, 56 of 96?  The court book page is 138
I've got it.

PN12557  
And I just want to make sure I've understood the way in which the classifications 
clearly described in your view in this enterprise agreement at least.  It seems to be
three ways, the first is that at least so far as the new entrant and - I'm sorry, I withd
Taking one step, the first set of employment classifications that I want to ask you 
the care service employee classifications which commence on that page.  Do you 
that?‑‑‑Yes.  Yes.

PN12558  
The classifications seem to be delineated in maybe three ways that are utilised.  Th
that there are thresholds in terms of work performed between the new entrant and 
service employee grade 1.  Do you see that?‑‑‑Yes.  And the threshold is 500 hour
think is about three months full time; is that right?‑‑‑That's right, yes.

***        ANNA-MARIE WADE                                                                                                                    XXN MR GIBIAN

PN12559  
So is that one way in which there's greater clarity in the classifications in the
agreement?‑‑‑yes.

PN12560  
I think there is also, if you go over the page to page 57 of 96, right at the bottom o
page, a level 2 - sorry, care service employee grade 2, level 2 also has a - there's a 
threshold at that ‑ ‑ ‑?‑‑‑That's right.
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I'm sorry, you're right.  Sorry, if you go then, CSE grade 2 is on page 56 of 96, and
at the bottom of that page in clause 1.3(b).  That's what you're referring to?‑‑‑Yes.

PN12563  
And the classification requirement over the page is for a - the dot point at the top o
is for a certificate III Individual Support or Certificate III in a similar field accepta
the employer?‑‑‑Yes.

PN12564  
Is that the second way in which these classification descriptors are clearer?‑‑‑Yes.

PN12565  
In addition to that and noting that the Certificate III is utilised at grade 2, level 2 a
grade 3 and grade 4 is that there is a designation by the employer that the employe
work of a particular type.  For example, in grade 3, either that the person is design
having responsibility for leading or supervising work of others, or is required to w
individually with minimal supervision and designated as overall responsibility for
particular function.  Do you see that?‑‑‑Yes.

PN12566  
Is that another way in which the classification is clearer in your view than the curr
provisions?‑‑‑Yes.

PN12567  
And this is an agreement that's been no doubt in negotiation but formulated by AC
accepted by you as the basis for enterprise agreements made in aged care?‑‑‑Yes.

PN12568  
Thank you.  That was the additional cross-examination of Ms Wade.

***        ANNA-MARIE WADE                                                                                                                    XXN MR GIBIAN

PN12569  
JUSTICE ROSS:  Thank you.  Mr Ward, re-examination.

RE-EXAMINATION BY MR WARD                                                   [3.45 PM]

PN12570  
MR WARD:  Thank you, your Honour.  Ms Wade, just a couple of questions if I c
Hartley was asking you some questions about standard 3 and consumer preference
you recall that?‑‑‑Yes, Mr Ward, yes.

PN12571  
I wonder if you could just explain what the role of the care plan is in relation to co
preferences?‑‑‑So, the care plan is a document that basically sets out what a consu
requires of carers and nurses during their stay in a residential aged care facility, so
talking residential aged care.  It would document preferences.  It would talk to thin
you know, whether somebody does prefer a shower in the morning or the afternoo
they're a one or a two person assist.  All of those sorts of things that people need t
before they walk in the door of that particular consumer's door - room.

PN12572  
And - sorry, I'll just go back a step.  In that answer you talked about what was requ
carers From o r e perience o ld o e pect the aged care orker to ork i
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PN12574  
JUSTICE ROSS:  Thank you.  Certainly.  Thank you for your evidence, Ms Wade
excused?‑‑‑Thank you, your Honour.

<THE WITNESS WITHDREW                                                             [3.47 PM

PN12575  
JUSTICE ROSS:  Given the time, shall we press on with Ms Bradshaw?

PN12576  
MR WARD:  Your Honour, we can.  We'll have to - we had her organised for 4 o'c
We'll have to make a make a call if we can - - -

PN12577  
JUSTICE ROSS:  No, no, that's fine.  Is everyone else to do that?

PN12578  
MR GIBIAN:  Yes, Your Honour.

PN12579  
JUSTICE ROSS:  Right.

***        ANNA-MARIE WADE                                                                                                                    RXN MR WARD

PN12580  
MR WARD:  If we can just have a moment, we'll try and make a call.

PN12581  
JUSTICE ROSS:  Certainly.  Thank you.

PN12582  
MR WARD:  Thank you, your Honour.  Commission pleases, I think Ms Bradshaw
attempting to connect now.

PN12583  
JUSTICE ROSS:  Thank you.

PN12584  
MR WARD:  Sorry, your Honour, we understand she's trying to connect as we spe

PN12585  
JUSTICE ROSS:  That's okay.  We'll persist for a little while.

PN12586  
MR WARD:  Thank you, your Honour.  We have asked her if she's having any pro
we haven't heard back yet.

PN12587  
JUSTICE ROSS:  Might answer that question.

PN12588  
MR WARD:  Your Honour, it might be necessary for us to just go off line and ring
see if we can contact her.

7006



PN12591  
JUSTICE ROSS:  Excellent, thank you.

PN12592  
THE ASSOCIATE:  Ms Bradshaw, can you please say your full name and work ad

PN12593  
MS BRADSHAW:  So, it's Kim Leanne Bradshaw, at Warrigal Stirling, 41 Freem
Drive, Stirling, ACT.

<KIM LEANNE BRADSHAW, AFFIRMED                                       [3.53 PM]

 

EXAMINATION-IN-CHIEF BY MR WARD                                      [3.53 PM]

PN12594  
JUSTICE ROSS:  Mr Ward.

PN12595  
MR WARD:  Thank you, your Honour.  Ms Bradshaw, it's Nigel Ward.  Can you s
hear me?‑‑‑Yes, I can, Nigel.

PN12596  
Thank you very much.  I wonder if you could re-state your full name and address 
record?‑‑‑So it's Kim Leanne Bradshaw, my work address is Warrigal Stirling, 41 
Drive, Stirling, ACT.

PN12597  
Am I correct that you've prepared a statement for these proceedings of 124 paragr
long?‑‑‑Yes, I have.

PN12598  
Do you have a copy of that statement with you?‑‑‑Yes, I do.

PN12599  
Have you recently read that statement?‑‑‑Yes, I have.

PN12600  
Is that statement true and correct to the best of your knowledge and belief?‑‑‑Yes, 

PN12601  
If the Commission pleases, Ms Bradshaw's statement can be found at tab 256; the 
court book, it is 13576 to 13590, and the annexures are – two annexures, KB1 and
they're found at 13591 to 13704.  We seek to rely on Ms Bradshaw's statement and
available for cross‑examination.

PN12602  
JUSTICE ROSS:  Thank you, Mr Ward.  Mr Gibian?

PN12603  
MR GIBIAN:  Thank you.

CROSS-EXAMINATION BY MR GIBIAN                                         [3.55 PM
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My name is Mark Gibian.  I appear for the HSU in the proceedings.  Can you hear
okay?‑‑‑(Indistinct).

***        KIM LEANNE BRADSHAW                                                                                                           XXN MR GIBIAN

PN12606  
Sorry, I'm just hearing (indistinct) repeated back.  I'm happy to try and continue, b

PN12607  
JUSTICE ROSS:  Yes.  No, we're hearing it as well.  Perhaps if you disconnect an
reconnect, try that.

PN12608  
MR GIBIAN:  It's been suggested to me it might have been because Mr Ward was
muted.

PN12609  
JUSTICE ROSS:  Yes.  That's fine now.  Thanks.

PN12610  
MR GIBIAN:  Ms Bradshaw, you can hear me again?‑‑‑Yes, I can.

PN12611  
Firstly, can I just make sure I've understood your history with Warrigal?  You've b
Stirling facility employed by Warrigal since December 2020, but before that were
same facility when it was part of Bupa?‑‑‑Correct.

PN12612  
Since 2019 sometime?‑‑‑Correct, yes.

PN12613  
And before that you were in the acute care sector I think?‑‑‑That's correct.

PN12614  
Am I right in saying your only direct involvement with aged care was in the perio
you've been at the Stirling facility?‑‑‑In the aged care sector, but I have managed a
nursed aged care people for a long time.

PN12615  
Sorry, so your only work in the aged care sector is you've dealt with older people 
acute care setting, is that what you're referring to?‑‑‑That's correct.

PN12616  
Sorry, I'm getting the repeat again.

PN12617  
JUSTICE ROSS:  Could everyone just make sure that they're on mute?  Let's try i

PN12618  
MR GIBIAN:  And I think, as you indicate in your statement, you are a registered
Do you maintain your registration in your current job?‑‑‑Yes, I do.

***        KIM LEANNE BRADSHAW                                                                                                           XXN MR GIBIAN
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PN12621  
- - - if there's spare shifts, do you?‑‑‑I was short‑staffed that night, yes.

PN12622  
I understand?‑‑‑(Indistinct).

PN12623  
I'm sorry?‑‑‑It's not my preferred – it's good to have the staff.

PN12624  
Then in relation to the facility, it's a 144‑bed facility spread over four different - w
refer to as communities, is that right?‑‑‑That's correct.

PN12625  
Are they all in the same building, or are they separate buildings?‑‑‑No, all in the s
building, two communities upstairs, two communities downstairs.

PN12626  
Are they about equal in size?‑‑‑They all have - - -

PN12627  
The number of residents I should say?‑‑‑They all have 36 individual bedrooms wi
individual ensuites.

PN12628  
Am I right in understanding this, is the staffing the same for each of the
communities?‑‑‑No.

PN12629  
Can you just go forward then to paragraph 22 in your statement where I think you
the staffing arrangements?‑‑‑Yes.

PN12630  
As I understand it, in 22(a) you say there's one registered nurse for each communi
and afternoon shifts, and either one or two for the whole facility at night, is that
right?‑‑‑That's correct.

PN12631  
And then you say between four and six – what you refer to as AINs on the day and
afternoon shifts and four for the whole facility at night.  Are there particular comm
that have the six rather than the four AINs; is that the difference you're referring
to?‑‑‑Correct.  It's the memory support unit that has the six carers in there.

***        KIM LEANNE BRADSHAW                                                                                                           XXN MR GIBIAN

PN12632  
And the other units have four on each shift?‑‑‑Yes.  Four to five, yes.

PN12633  
Would I be right in assuming that, no doubt to the extent possible, you try and ros
doubt both the nurses and the care workers to endeavour to provide continuity of c
the residents to the extent you can?‑‑‑Yes, definitely correct, very much - - -

PN12634
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PN12636  
I just want to ask you, you've annexed job descriptions for those roles at the end o
paragraph 22, and it's Annexure KB2.  Can I ask you to turn to those?  For the ben
Bench, it's page 13676 of the court book.  I'm not sure what the other red number 
have to say, but do you have that, Ms Bradshaw?‑‑‑I do have it on my computer, y

PN12637  
I mean, it immediately follows the StewartBrown report?‑‑‑Yes.

PN12638  
I have also a number 101 in the bottom right-hand corner in red.  I don't know wh
matches any numbering that you have on the document?‑‑‑Not really, no.

PN12639  
No?‑‑‑No.

PN12640  
I'm not sure how else to describe it.  It immediately follows after the StewartBrow
which is the first annexure to your statement.  That document is 83 pages and has 
numbers internally in the bottom right‑hand corner?‑‑‑Okay.  Can you just go back
me what you're looking at again?

PN12641  
It's the second annexure to your statement.  It has got KB2 written at the top of it?

***        KIM LEANNE BRADSHAW                                                                                                           XXN MR GIBIAN

PN12642  
I mean I'm not sure how to describe it in the bundle other than it follows immedia
the StewartBrown report, which is the first annexure.  That document does have in
page numbers in the bottom right‑hand corner, numbered up to page 83, and the fi
at KB2 is headed, 'Position description - care service employee grade 1?'---Okay. 
can you send it?

PN12643  
I'm sure you were doing that with the best of intentions, but you shouldn't contact 
or – if you have difficulty locating something, then just let me know and we can e
to facilitate that through - - -?‑‑‑No, I do apologise, but I do believe I said I didn't 
when you didn't say I'll send it, I thought I needed to get the document.

PN12644  
I'm sorry, I thought you just meant you couldn't find it, not that you didn't have it. 
don't have it at all?‑‑‑No.

PN12645  
JUSTICE ROSS:  Deal with your other questions, and in the meantime have your 
forward it to Ms Bradshaw?‑‑‑Thank you, and I apologise for not understanding.

PN12646  
MR GIBIAN:  I don't have a difficulty if Mr Ward or those with him forward that 
or the annexures generally speaking to the witness.

PN12647  
JUSTICE ROSS: All right Yes the 'll do that and in the meantime o mo e on
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PN12649  
JUSTICE ROSS:  Can you use - - -

PN12650  
MR GIBIAN:  I'm happy to continue if it's not too off putting for everyone else.

PN12651  
JUSTICE ROSS:  Why don't you lot out and then log back in.  Can you just do it 
computer rather than the larger screen.  Maybe that will help.

PN12652  
MS RAFTER:  I haven't got any feedback.

PN12653  
JUSTICE ROSS:  You can also turn off your camera, see if that helps because we 
to hear you.

***        KIM LEANNE BRADSHAW                                                                                                           XXN MR GIBIAN

PN12654  
MR GIBIAN:  Yes.  All right.  We might log off and log on and then we'll just be 
seconds.

PN12655  
JUSTICE ROSS:  Okay.  All right, let's try.

PN12656  
MR GIBIAN:  All right.  Ms Bradshaw, can you hear me again?‑‑‑Yes, I can.

PN12657  
Now, can I go back to your statement then.  You start describing the work of Warr
employees - I take it you're referring - from paragraph 28 and I take it that you're r
to the Stirling facility in particular?‑‑‑That's correct.

PN12658  
And you start describing the work in the dayshift for AINs.  Do you see that?‑‑‑Ye

PN12659  
Just one question in that respect.  The position descriptions which are being sent t
refer to Care Service employees.  That's the title that Warrigal uses.  Is that right?‑

PN12660  
Is that the same thing you're referring to as an AIN in your statement?‑‑‑Yes, it is.
is.  I used AINs when I was with BUPA and that's a terminology that just has rema
through whilst we've been with Warrigal.  However, they are the same roles.

PN12661  
I understand.  All right, now in terms of the description you then provide - - -

PN12662  
JUSTICE ROSS:  We're going to need to resolve this because we're not sitting thr
all day tomorrow.  Can you - - -

PN12663
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PN12665  
MR GIBIAN:  I can try and join through a different device.

PN12666  
JUSTICE ROSS:  That's try that and see how we go.

***        KIM LEANNE BRADSHAW                                                                                                           XXN MR GIBIAN

PN12667  
MR HARTLEY:  Your Honour, I'm sorry to interrupt.  Can I just say one thing.  In
recently I encountered this exact situation.  It turned out it was a person who had a
computer with speakers that sort of projected towards them.  I don't know if Ms B
got a speaker - a computer where the speakers are separate from the computer but
past I've seen that cause feedback of that kind.  Headphones solves it.

PN12668  
JUSTICE ROSS:  Yes.  No, it doesn't - thank you, Mr Hartley, but it doesn't seem 
case.

PN12669  
MR GIBIAN:  We'll endeavour to connect on a different device, your Honour.

PN12670  
JUSTICE ROSS:  Okay, thank you.

PN12671  
THE WITNESS:  Your Honour, I have the documents that I've been asked to look
Thank you.

PN12672  
JUSTICE ROSS:  Thank you.

PN12673  
MR GIBIAN:  Hello (indistinct).

PN12674  
JUSTICE ROSS:  Yes.  Mr Gibian?

PN12675  
MR GIBIAN:  Yes, can you hear me?

PN12676  
JUSTICE ROSS:  Yes.  And the witness has the document that you wanted to take
before, so if it's convenient - well, whatever suits you, just to let you know.

PN12677  
MR GIBIAN:  All right.  Ms Bradshaw, can you go to that annexure then, KB2?‑‑

PN12678  
I take it that - so the first page of KB2 which is page 13676 of the court book is th
description of the Case Service Employee grade 1.  I take it these are position desc
that apply across Warrigal.  That is they're not specific to Stirling?‑‑‑That's correc
they're Warrigal wide.
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PN12680  
Now, I think what you've provided is position descriptions for and what you descr
relevant position descriptions are Care Service Employee grade 1, 2 and then ther
level 2?‑‑‑Correct.

PN12681  
Now, are those - do you understand those to correspond to the position description
Warrigal Enterprise Agreement?‑‑‑I believe so.

PN12682  
Do we assume from what you have provided that you don't have any workers, at l
Stirling, in grade 3 or grade 4 level 1?‑‑‑I don't believe so but I could not be 100 p
guaranteed on that.

PN12683  
Are you able to tell us within Stirling whether the distribution, that is do you know
most are grade 1, 2 or 4?‑‑‑I would - I have the significant amount of my CSEs ha
Cert III and I couldn't - to be honest, I couldn't give you an absolute.  So, I would 
would be making an assumption on my workforce on that.

PN12684  
That is, I think you say, I'm sorry I've just lost it.  I thought there was somewhere 
said how many care service workers there are care service employees there are at 
facility?‑‑‑No, I haven't - in my statement, I haven't broken it down into actual how
may or may not have, no.

PN12685  
Are you able to tell us how many care service employees there are that work at St
can't give an accurate figure.  I know that I've got - currently at the moment, inclu
casual staff, I know that I have currently 163 staff.  That fluctuates predominantly
than less there, but, obviously, the large proponent of my workforce would be the 

PN12686  
As for the distribution between grade 1, grade 2 and grade 4, are you able to give 
indication at all, that is, do you think there's a small number of grade 1 and most a
or are you unable to comment at all?‑‑‑I would say predominantly I have a reason
experienced workforce in the CSEs and I would therefore have a large proportion 
high group.

PN12687  
Do you have the position descriptions in front of you?‑‑‑I do.

PN12688  
Firstly, the CSE employee grade 1, the first page contains a general description of
function and then, over on the second page of that position description, at page 13
the court book, there's a list of key responsibilities in the second half of that page,
about a third of the way down?‑‑‑Yes.

***        KIM LEANNE BRADSHAW                                                                                                           XXN MR GIBIAN

PN12689  
Do you see that?‑‑‑Yes.
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PN12691  
Can we go forward to the care service employee grade 2, which is the next docum
commencing at page 13676 of the court book.  You will see the first page of that a
provides a general description of the functions of the position; see that?‑‑‑Yes, I ca

PN12692  
You see in the last sentence of that description, there's a reference to the person be
required to undertake specific care service functions of a higher level under gener
supervision; do you see that?‑‑‑Are you looking down at where the last dot point i
'Develop a rapport with medical officers'?  Is that where you're talking.

PN12693  
I'm sorry, on the preceding page, the first page of that position description?‑‑‑Yes,
your pardon, yes.  Yes, the person will be required to undertake specific care servi
functions of a higher level, yes.

PN12694  
If you go over the page again to the second page of that position description, comm
at page 13680 of the court book, there's a longer list of key responsibilities; do you
that?‑‑‑Yes.

PN12695  
Again, I don't want to take too much time by going through each of them, but I'm 
understanding that the differentiation is primarily centred upon - I don't want to ge
too much up in terminology - but more clinical-style tasks?  So, you'll see that in a
activities of daily living, the second dot point refers to assisting with medication, u
medication compliance aids; do you see that?‑‑‑Yes, I can.

PN12696  
Wound dressings, implementation of continence programs, observations, urinalysi
pressure, temperature, pulse checks, and then attending to blood sugar levels and s
diabetic residents with insulin management and the like; do you see that?‑‑‑I do.

***        KIM LEANNE BRADSHAW                                                                                                           XXN MR GIBIAN

PN12697  
Are we right in understanding a broad overview to the extent there's a differentiati
higher level tasks, it's having a more clinical edge that puts these people in grade 2
can understand where you're coming from, but these tasks that they would be doin
be simple tasks that a resident, if they were able to live at home, would be able to 
themselves.

PN12698  
We will take that one at a time then.  The second dot point under key responsibilit
to assisting and supporting residents with medication; do you see that?‑‑‑Yes.

PN12699  
Utilising medication compliance aids.  Do you know what the reference to a medi
compliance aid is?‑‑‑When our carers give out medications, they would be using t
Webster packs.  Some people use a Webster pack.  We, in Stirling, use what they c
sachets, and the sachets would be compliance aids because they are already prepa
the pharmacies and therefore what the carers need to do is dispense their medicati
those sachets, which would be classed as a compliance aid.
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PN12701  
So far as that function is concerned, do I understand from that that you do have CS
do that form of - do medication rounds involving the use of sachets?‑‑‑Yes, that's c
yes, they do.

PN12702  
I think we have (audio malfunction) evidence about this, but, in broad overview, t
which - I'm sorry, your Honour could I just have a moment?

PN12703  
JUSTICE ROSS:  Certainly.

PN12704  
MR GIBIAN:  I'm still getting (audio malfunction).

PN12705  
JUSTICE ROSS:  What's the solution?

PN12706  
MR OSKI:  Sorry, your Honour, could I just (audio malfunction) quickly.  It's She
from the UWU.  I've just been watching the proceedings and I think the feedback 
Bradshaw's screen, because every time the feedback comes through, her screen is 
up from my end, so I think maybe her speakers may be (indistinct) noise.

***        KIM LEANNE BRADSHAW                                                                                                           XXN MR GIBIAN

PN12707  
JUSTICE ROSS:  Yes, all right.  Ms Bradshaw, you go on to mute when you're be
a question and then you click back on when you answer.  Let's try that.  Okay, awa
Mr Gibian.  Thanks, Mr Oski.

PN12708  
MR GIBIAN:  Ms Bradshaw, we have some evidence about this, but in the use of 
of sachet-type device as part of a medication round, a broad overview, would you 
with me that this is what the care service employee would do:  they would firstly c
medications against the residents; attend the room; check the medication is the cor
medication, sometimes by reference to a chart and name; assist the resident to take
medication, whether that be simply providing them with the pill or applying the oi
eye drops, or whatever it might be, or crushing it up into an appropriate solution o
if the person requires that, and then documenting the receipt of the medication?‑‑‑
would be what I would be saying.

PN12709  
And that that would include having to address circumstances in which the residen
either have difficulty taking the medication or be resistant to doing so on a particu
occasion?‑‑‑Yes, that would be correct.

PN12710  
The other matters that are referred to in the position description are simple wound
dressings.  So, that's something that your CSEs do?‑‑‑Yes, very simple wound dre
The majority of wound dressings in Warrigal Stirling is done by the registered nur

PN12711  
Th th ' th i l t ti f ti id tifi d i l
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Do you have the CSEs involved in - - -

PN12713  
JUSTICE ROSS:  Ms Bradshaw, can you put yourself on mute?  Thanks.

PN12714  
MR GIBIAN:  - - - involved in emptying catheter bags, measuring urine output an
like?‑‑‑Yes, that would be the extent of what they would do with a catheter.

***        KIM LEANNE BRADSHAW                                                                                                           XXN MR GIBIAN

PN12715  
And then involved in the routine - in observations.  That is blood pressure observa
temperature and pulse checks.  That is something that the CSEs would do?‑‑‑Yes, 
would and they're aware of their limits and if anything was outside the limits of th
they would escalate to a registered nurse.  That's right.

PN12716  
That is the CSE is - would have knowledge of or access to information about wha
appropriate readings or range of readings might be and if there was detected to be
something outside those range, they'd discuss it with or take appropriate action an
it with most likely the registered nurse?‑‑‑Yes, they have access to what would be
considered a safe range for a blood pressure, and outside of that they would escala
registered nurse.

PN12717  
And finally, with blood sugar levels and diabetic patients, the CSEs are involved i
blood sugar level readings and assisting with insulin administration.  Is that right?
registered nurses do the insulin administration but they would - the CSEs are invo
blood sugar level taking.

PN12718  
Are those tasks that could - those matters that I've just asked you about from the
medications to the wound dressings, observations and the like, would they be don
CSE either at level 1 or level 2 or just at level 2?‑‑‑Predominantly a level 2.

PN12719  
That is it could be done by either but you think primarily would be done at level 2
is correct.

PN12720  
Can you then go to the next position description which is the level - sorry grade 4
which is - it's at page 13682 in the digital court book.  Do you have that?‑‑‑(No au
reply)

PN12721  
I'm sorry, do you have that, Ms Bradshaw?‑‑‑Yes, I do.

PN12722  
Can you just go to the second page of that document and you'll see at the top there
heading of 'Essential criteria', and that involves - requires - that grade requires a C
IV in Aged Care with a particular medication module, or employee deemed equiv
You see that?‑‑‑Yes, I do.
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Again, do you know how many of those you have or - - -?‑‑‑No, I couldn't give yo
exact number, no.

***        KIM LEANNE BRADSHAW                                                                                                           XXN MR GIBIAN

PN12725  
I just have one question in that respect.  When you go down to 'Key responsibilitie
see the first dot point under key responsibilities on that same page refers to:

PN12726  
Perform work (indistinct) legal ethical framework and support the rights and i
consumers including.

PN12727  
And there's a number of sub dot points.  The second refers to:

PN12728  
Administer pre-packed oral medication (indistinct) policies and procedures.

PN12729  
You see that?‑‑‑Yes, I can.

PN12730  
Do we understand that to be a reference to the same sachet type process that I've a
about already?‑‑‑That's correct.

PN12731  
Finally in that respect, there is a - I don't need to take you to it but there is a positi
description for a companion.  What is that?‑‑‑Sorry, a companion is one of the CS
they are the staff that will take a resident out to a - for example to a medical appoi
the family's not available.

PN12732  
Do you have many of those?‑‑‑They are - we just use that terminology to referenc
that that CSE would not be working on the floor.  They would be working offsite w
resident at whatever they were needed to be at.

PN12733  
Okay.  I just have a small number of other questions, if you can go back to your st

PN12734  
JUSTICE ROSS:  Can you go on mute, Ms Bradshaw.

PN12735  
MR GIBIAN:  You provide some general description of the type of work that mig
done during the day.  I just want to ask you about a couple of those matters.  At pa
39 at the bottom of page 6, you refer to, and this is still dealing with the CSE emp
engage them in activities.  Do you see that?‑‑‑Yes, I can.

PN12736  
In the first sentence you refer to getting the residents to do activities prescribed by
physiotherapist.  Do you see that?‑‑‑Yes, I can.

***        KIM LEANNE BRADSHAW                                                                                                           XXN MR GIBIAN
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PN12738  
So, in that event there will have been a physiotherapist - presumably an external p
having visited the facility and having set a particular activity or exercise that is pre
for the particular resident.  And will the physio have explained it to the care worke
that go through the registered nurse?‑‑‑Warrigal Stirling and all Warrigal sites hav
physiotherapists on site Monday to Friday. Predominantly the physiotherapist wou
actually explain the exercise, however there is also occasions where the registered
would give instruction around it if the physio hasn't been able to.

PN12739  
Right.  So, whichever one it is they would have explained the exercise to the care 
and presumably demonstrated perhaps or have the resident demonstrate, and then 
worker will both encourage and supervise that then being done on a regular basis 
recommended by the physio?‑‑‑Correct.

PN12740  
Can you go forward then to paragraph 83 you deal with servery employees or wor
the servery?‑‑‑Yes.

PN12741  
Bottom of page 11 at paragraph 85 you refer to - well, initially the service of break
being individual trays either in the resident's room or in the dining room.  You see
that?‑‑‑Yes, I can.

PN12742  
Over the page you refer to the - paragraph 86, 87, you refer to the serving.  Are we
understanding the servery staff serve the meals in the servery area but the CSEs w
the meals into the residents' rooms where that is necessary?‑‑‑That's correct.

PN12743  
But the servery employees would then go around to the room and collect the meal
afterwards or collect the plates, etcetera?‑‑‑No predominantly the CSEs will bring
from the resident's rooms back to the servery.

PN12744  
Then from paragraph 93 you deal with the kitchen staff and over the page at parag
there's a reference to - or you refer to there being resident changes or a particular r
the day and that those changes will be uploaded into something called SoupedUp,
electronic meal management system.  Did you see that?‑‑‑Yes I can.

***        KIM LEANNE BRADSHAW                                                                                                           XXN MR GIBIAN

PN12745  
You say that's done by the chef after being notified by the RN, do you see that?‑‑‑

PN12746  
I think we've had a bit of evidence about this but often, is it the case at Stirling tha
resident can make requests in relation to particular meals and what they want on a
day?‑‑‑So the chef has - puts a menu together.  There is two options to choose from
main course and then usually one for a dessert.  Then there are little options that a
always available, not necessarily written down, such as an omelette or a toasted sa
or some ice cream and fruit and possibly jelly.  But there is definitely a menu that 
designed to give some choice at each meal time.
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PN12748  
Then lastly you deal with lifestyle employees or lifestyle from paragraph 101, ther
position description provided for that staff member in the bundle at KB2.  There i
enterprise agreement a classification of leisure and entertainment coordinator, is th
you are referring to here?‑‑‑Yes I would assume that was what it would be.

PN12749  
Within the enterprise agreement that requires either a tertiary qualification or a cer
IV level qualification.  Those staff would have that level of qualification, would th
no, I don't believe they do.

PN12750  
How many of those workers do you have?‑‑‑I have four regular lifestyle officers a
two casual ones that will fill in where required.

PN12751  
Do you know what (indistinct) under the enterprise agreement?‑‑‑No I do not.

PN12752  
Lastly in that respect the lifestyle employees run activities and programs.  I think y
indicate they also assist with care function such as feeding, is that right?‑‑‑Yes, tha
correct.

***        KIM LEANNE BRADSHAW                                                                                                           XXN MR GIBIAN

PN12753  
So they are also qualified or trained to do care service employee work in addition 
lifestyle program work that they undertake?‑‑‑Yes they are.  They would not - just
that - my lifestyle team would not go in and do a shower, they may assist toileting
assist with feeding though.  They would not do a medication round, it's really mor
help a resident ambulate, maybe do a bit of physical exercise as deemed appropria
physiotherapy and certainly they do do feeding.

PN12754  
In terms of that limitation, is that really a time matter, that they don't really have th
addition to their lifestyle work to do the other care functions?‑‑‑It is a time limitat
also they predominantly don't do showering and those more intimate tasks.  So the
have the experience which would give them a level of safety with the resident in t
would make a bed, all those kind of - and they would help a resident but they wou
the more intimate roles or the assessment roles that a CSE would do.

PN12755  
Yes, thank you Ms Bradshaw.  That's our cross-examination at least.

PN12756  
JUSTICE ROSS:  Thank you Mr Gibian.  Mr Hartley or Mr McKenna.

CROSS-EXAMINATION BY MR MCKENNA                                   [4.40 PM

PN12757  
Yes, Your Honour, this is me.

PN12758  
Ms Bradsha m name is Jim McKenna I am co nsel for the ANMF or at least o
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position descriptions in, there is a position description for an endorsed enrolled nu
Could I ask you to turn that up please?‑‑‑Yes I have it.

PN12759  
Firstly, can I ask you what is meant by an endorsed enrolled nurse?‑‑‑Just for clari
Warrigal Stirling, I don't actually have endorsed enrolled nurses.  But in my previo
experience it is a qualified enrolled nurse who has qualifications in that and the en
part of it, my understanding is that they are - have a certain level of medication co

PN12760  
Just returning to the first part of that answer.  So it's your evidence that at Stirling 
not have any endorsed enrolled nurses employed?‑‑‑That's correct.

PN12761  
Do I take it from this annexure though that it is a position that otherwise exists wi
Warrigal, it's something you are aware of?‑‑‑Yes it does and I am aware of it.

***        KIM LEANNE BRADSHAW                                                                                                     XXN MR MCKENNA

PN12762  
Thank you.  Returning to your statement, paragraph 32, and this paragraph arises 
part of your statement where you are dealing with the work of Warrigal employee
particular AINs on day shift.  You there say that although not an explicit task the A
undertakes emotional and pastoral care of the resident as part of their role.  You ha
Then if I can ask you to again return to the position descriptions annexures KB02 
to the first of those if you can, the care service employee grade 1.  You have that?‑
malfunction)

PN12763  
You'll see on the first - sorry, thank you.  You'll see on the first page of that positio
description under the heading, Function, it provides, 'To holistic care services that
industry standards and ensures the physical, emotional and social wellbeing of the
customers.'  Do you see that?  You are nodding your head and I'm sure we can tha
affirmation?‑‑‑Yes, sorry.  I'm scrolling between two screens - yes, sorry, I'm muti
unmuting, yes, I do have it, yes.

PN12764  
I appreciate the muting and unmuting, it must be inconvenient.  What is provided 
about the function to provide emotional and social wellbeing of customers?  Is tha
essentially what you mean by the AIN undertaking the emotional and pastoral car
resident?‑‑‑Yes, correct.

PN12765  
Then if we turn over the page within the position description under the key respon
There is nothing there about providing emotional and pastoral care, you would agr
that?‑‑‑Yes I would.

PN12766  
Likewise for the care services employees level 2, which is the next position descri
you'll see the same description under Function about emotional and social wellbei
residents and then nothing under care responsibilities about that task, you'd agree 
that?‑‑‑I would agree with that.
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Well, in fact I suggest that the AIN is the person who would have the most frequen
interactions with residents?‑‑‑Yes, they would, and the care that they would give i
and emotional between an AIN, a CSE and a registered nurse has different levels 
would have to say from my time in aged care all staff members provide that for re
and do that a little bit at different levels, but it is also very person‑dependent.  But
agree that the AINs have a large role in that.

PN12769  
Part of that role I presume would be identifying when a resident might be of low
mood?‑‑‑Correct.

***        KIM LEANNE BRADSHAW                                                                                                     XXN MR MCKENNA

PN12770  
And part of that would also be knowing how best to engage that resident to addres
mood?‑‑‑Yes.

PN12771  
And once that is done, the AIN would exercise communication skills to provide so
emotional care to the resident?‑‑‑That's correct.

PN12772  
In doing so they would exercise and display empathy?‑‑‑Let's hope so, yes.

PN12773  
Yes, let's hope so.  And you'd of course agree that they are all skills that AINs are 
in their day‑to‑day work?‑‑‑Yes, they do.

PN12774  
Also in that paragraph you describe the AIN – you say,

PN12775  
That work of undertaking emotional and pastoral care includes sitting with a r
reminiscing through their photo albums, taking them for a walk, or doing an ac
makes the resident happy.

PN12776  
Do you see that?‑‑‑Yes, I can.

PN12777  
I take it that that sort of work, sitting and reminiscing, a stroll that isn't otherwise n
the performance of that work could only occur once an AIN has completed the oth
necessary tasks for the day?‑‑‑Yes, it would be best to have completed all the task
however, some of the residents are in an emotional space where the AINs would b
required to address the situation that they're in with the resident and deal with thos
emotional needs before they move on to the next person.  You wouldn't just leave 
distressed resident because they had a task to do somewhere else.

PN12778  
No, and in fact I suggest to you that what AINs were frequently doing is addressin
emotional needs of a resident whilst carrying out all of the tasks that you identify 
paragraph 29 and following?‑‑‑That's correct, yes.

PN12779
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they do.

***        KIM LEANNE BRADSHAW                                                                                                     XXN MR MCKENNA

PN12781  
Can I take it from that that those expectations can somehow sometimes be express
anger or frustration?‑‑‑Yes, they are.

PN12782  
At paragraph 17, you identify the hours of the shifts at Stirling.  Do I take it that th
three eight‑hour shifts – the general shift is eight‑hour shifts, 7 am to 3 pm, 3 pm t
and 10 pm till 7 am?‑‑‑On the whole, yes.

PN12783  
Is that the hours that registered nurses work as well?‑‑‑Yes, they are.

PN12784  
In your evidence, you describe, as I understand it, the most time‑consuming tasks 
performed by an RN are the S8 medication round; that's correct?‑‑‑That can be ve
time‑consuming, yes.

PN12785  
Yes, I think you say two hours, that's your estimate?‑‑‑The S8 – I think I said the t
was more to do with documentation.

PN12786  
Could I direct you to paragraph 63?‑‑‑No, you are correct.  I have said that, yes.

PN12787  
And I presume (indistinct) not only in this evidence, but that is correct?‑‑‑Sorry, c
repeat that?

PN12788  
Yes, of course, sorry.  I presume that not only had you said that, but that statement
and correct?‑‑‑Yes, I do believe that, yes.

PN12789  
In addition to that, as you've already indicated, you estimate that the performance 
documentation takes around two hours as well?‑‑‑Yes, easily.  Yes.

PN12790  
So of an eight-hour shift we have, what, at least half taken up by medication round
documentation?‑‑‑Yes.

PN12791  
As I understand it, in addition to that work, you identify at paragraph 60 and follo
some of the other tasks that are undertaken by a registered nurse on a day shift or 
afternoon shift, that's correct?‑‑‑That's correct.

PN12792  
The first issue you identify there is receiving a handover from the outgoing registe
nurse?‑‑‑That's correct.

***        KIM LEANNE BRADSHAW                                                                                                     XXN MR MCKENNA
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Well, I suggest to you that if one shift is finishing at 3 pm and the next is starting a
there's in fact no overlap?‑‑‑Yes, correct, however the RNs at night will start 15 m
earlier.  The day shifts start at 7 o'clock and there technically is no overlap there, n
correct.

PN12795  
So to the extent that there is a handover on a day shift, one or other of the RNs wi
doing it in their own time?‑‑‑That's correct.

PN12796  
Then at 61 you refer to the registered nurse meeting with the AINs to allocate the 
the day?‑‑‑Yes, that's right.

PN12797  
And throughout, the registered nurse will remain responsible for the coordination 
delegation of the care within the community that they're rostered on?‑‑‑Yes, they d

PN12798  
Then at 62 you refer to the RN undertaking the blood glucose level and administe
insulin round?‑‑‑Correct.

PN12799  
I understand that if it's done before breakfast, lunch and dinner, it will be done twi
day shift and once on the afternoon shift?‑‑‑That's right.

PN12800  
The registered nurse will also undertake a wound management round?‑‑‑Yes.

PN12801  
They will do doctor rounds if the doctor attends the facility?‑‑‑Yes, they do.

PN12802  
They will deal with new admissions?‑‑‑Yes, they do.

PN12803  
And that can involve a substantial amount of work in preparing new care
plans?‑‑‑Substantial amount of work, yes.

PN12804  
I presume that when a resident returns from hospital, there will be some form of a
process, even though it's a readmission rather than a first time admission?‑‑‑Yes, i
often entails a lot of follow up, as the hospital handovers are not always complete 

***        KIM LEANNE BRADSHAW                                                                                                     XXN MR MCKENNA

PN12805  
As they should be, no.  You also refer to the registered nurse attending to residents
palliative to check if they're in pain or agitated?‑‑‑Yes, they do.

PN12806  
Now, Ms Bradshaw, I understand that you've only been directly employed in the a
industry since 2009.  Are you able to identify any changes to the prevalence of res
palliative care in aged care facilities?‑‑‑Yes.  By the time they come into aged care
in significant decline so there is a lot of work to ensure that the resident is cared f
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I suggest to you that many residents are now selecting through advance care plans
through that process within a facility like yours?‑‑‑Yes, that's correct; it's quite a p

PN12808  
Registered nurses will also dispense PRN medication, so that might involve being
by an AIN to say that a particular resident is in pain?‑‑‑That's right, yes, or agitate

PN12809  
They will have ongoing contact with families about issues that are raised by
families?‑‑‑Yes.

PN12810  
They will attend to other issues, buzzers directly from residents and requests from
assistance?‑‑‑That's correct.

PN12811  
At 72, you also identify attend to phone calls, answer emails, supervise student RN
mentor staff, and so on?‑‑‑Yes.

PN12812  
Ms Bradshaw, there has been evidence in this proceeding that there really is no su
as a standard shift in an aged care facility.  Would you agree with that?‑‑‑Do you m
standard shift in time frame or duties/tasks that they perform?

PN12813  
Every shift is different, as a starting proposition?‑‑‑As a starting proposition, yes, 

PN12814  
And incidents can, and do, occur on shifts that might throw any schedule out the
window?‑‑‑Yes, every day.

***        KIM LEANNE BRADSHAW                                                                                                     XXN MR MCKENNA

PN12815  
You're saying that every day the schedule is thrown out the window?‑‑‑Every day 
incident that changes the workload, or the plan that the registered nurse starts with
is quite different by the time she gets to the end of her day.

PN12816  
I presume that that necessitates the registered nurse balancing competing prioritie
very much so.  They have to be thinking all the time, problem-solve and de-escala

PN12817  
With reference to de-escalation, you refer in your statement to, I think, 70 per cen
residents having cognitive issues?‑‑‑Correct.

PN12818  
Particularly within the memory support unit, residents can exhibit difficult behavi
maybe once a day, you say, I think?‑‑‑Yes, definitely within the memory support, b
also within all the communities.

PN12819  
When you say 'exhibit difficult behaviours', can that sometimes manifest as violen
aggression? Yes at times yes
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on the admissions that you take and the deterioration that you might get.  So, to sa
have it once a day or twice a day is a little challenging to give you something accu
it is something that we are aware of every day and we work to make sure we don't
significant outburst.  But, when you have a resident that is challenging and has tho
behaviours, once a day would not be unusual - - -

PN12821  
(Indistinct)?‑‑‑ - - - or even more than that.

PN12822  
Sorry to interrupt you.  Had you finished?‑‑‑Sorry, for those ones, I'd say once a d
not be unusual and for a really challenging resident that's got quite advanced deme
once a shift would not be unusual.

***        KIM LEANNE BRADSHAW                                                                                                     XXN MR MCKENNA

PN12823  
In a previous answer, you mentioned - I think you said that your team were particu
good at managing behaviours.  Can you explain what your team does to manage th
behaviours and how it is that they are particularly good?‑‑‑Well, we do try and ens
our staff that work in our memory support unit with our dementia sufferers, they h
adequate training.  That's really important to understand dementia before you can 
it and be effective with it.  The registered nurses are very pivotal in keeping the
communities as calm and as settled as possible.  They do that with ensuring medic
delivered on time; they do that by speaking with the GP, or possibly even the geria
we involve Dementia Support Australia to work with them as well.

PN12824  
The registered nurses will mentor (audio malfunction) on the floor, especially if w
noted that we have an unsettled resident, that the whole team is aware of it and the
talk about what their strategies for that resident might be for that day, what has wo
what hasn't worked.  Sometimes a strategy works on one shift, it doesn't work on 
shift, but it is all about communication, it is all about diversion, it is all about tryin
engage them in activities.

PN12825  
It's about not - if they are resistive on a behaviour, it's not about being forceful wit
it's about giving them choice, it's about being calm with them, it's about letting the
feel when they're agitated that they still do have choice in their life, even if they m
understand it.  It's about not forcing them to go anywhere.  It is about just being ca
them, being understanding with them and being gentle with them and just trying t
encourage them into the activity you need them to do.  If they don't want to get up
a shower, well then, we don't try and shower them at that time and we may need to
back to that two hours later.  It just depends what the agitation and the aggression 
is.

PN12826  
MR McKENNA:  Ms Bradshaw, in that answer, you referred a couple of times to 
'team'.  You referred specifically to registered nurses, but can I take it that the team
AINs or care service employees as well?‑‑‑Yes, it definitely does.  When I talk 'tea
floor, and it is very much a team and it has to be, the CSEs are the ones that will b
quite heavily hands on with trying to keep a resident distracted or calm or to encou
them into what is needed to be done at the time, whereas, in those situations, the r
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PN12827  
Thank you, Ms Bradshaw.  If the Full Bench pleases, I have no further cross-exam

PN12828  
JUSTICE ROSS:  Thank you, Mr McKenna.  Any re-examination, Mr Ward?

PN12829  
MR WARD:  Just two questions, if I can, your Honour.

RE-EXAMINATION BY MR WARD                                                   [5.03 PM]

***        KIM LEANNE BRADSHAW                                                                                                           RXN MR WARD

PN12830  
Ms Bradshaw, very early on in Mr Gibian's cross-examination, he was asking you
job description for a CSE 2 and he took you to the statement that they perform sim
wound dressing.  In Stirling, do all wounds have to be reviewed by a registered
nurse?‑‑‑Yes, all wounds are definitely reviewed by a registered nurse, and a CSE
not make a selection on a wound dressing or caring for a wound until they have sp
registered nurse.

PN12831  
Lastly, you were being asked some questions in relation to CSEs about emotional 
pastoral care.  Do you recall that?‑‑‑Yes, I do.

PN12832  
And you were being about the distinction between – I think you were talking abou
distinction between registered nurses and AINs, and you said you 'would expect th
at a different level.'  Do you remember saying those words?‑‑‑I do remember.

PN12833  
Can you tell me what you meant by 'a different level?'---When a CSE will be work
caring for one of our residents, they are in a very privileged intimate space with th
resident, and there are often things that may be said or displayed with the CSE at t
and the CSE may be able to give them some emotional care around, for example: 
all right, Mrs X, we know that the doctor's coming today, I'm going to make sure I
registered nurse that you're really feeling quite depressed, or you've got pain in yo
and that's making you sad; it's okay, we'll work together and I'll make sure the reg
nurse gets that.  And that's the level – that's the difference.  And then when the reg
nurse would come in, they would say to Mrs X:  Mrs X, the CSE has spoken with 
that you've got pain in your left hip or you're feeling really flat and sad; look, the d
coming today; I'm going to talk to him about it, because I have been watching you
week and I have noticed that you do seem to be getting a little bit more depressed 
of these symptoms, so therefore we'll talk with the doctor together and you'll be ab
explain to him what you're feeling and I'll be able to give him some examples; doe
make you feel better; is that you're wanting; do you think that would be a good wa
forward.  It's just a different level of emotional support there.

PN12834  
Thank you, Ms Bradshaw.  Your Honour, if Ms Bradshaw could be excused.

PN12835  
JUSTICE ROSS:  Thank you for your evidence, Ms Bradshaw.  You're excused.
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JUSTICE ROSS:  I think we have our first witness at 9 am, is that everyone's
understanding?  Yes?  All right.  Thank you for your patience with the feedback is
to you, Mr Hartley, and you, Mr Oski, for managing to troubleshoot.  We'll take yo
our IT consultants as we go into tomorrow.  We'll adjourn until 9 am in the mornin

ADJOURNED UNTIL THURSDAY, 12 MAY 2022                            [5.07 PM]
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PN12837  
JUSTICE ROSS:  Thank you.  We'll call the first witness, Mr Sewell.

PN12838  
MR McKENNA:  Your Honour, before we do, can we raise a couple of housekeep
matters?

PN12839  
JUSTICE ROSS:  Yes.

PN12840  
MR McKENNA:  The first of this might be something that your Honour's proposi
with at the end of the day but the parties attended a mention before your Honour l
Tuesday and there were discussions about proposed directions.  As far as I'm awar
directions haven't been made, I just wanted to make sure that that stayed on the ag
not sure whether you wanted to deal with it now or at the end.  You're on mute, yo
Honour.

PN12841  
JUSTICE ROSS:  Yes.  The short answer is probably neither. Is there - what do w
deal with?

PN12842  
MR McKENNA:  Just essentially the making of the directions.

PN12843  
JUSTICE ROSS:  Sure, but have you reached a - is there a consent position on dir
where are we up to?

PN12844  
MR McKENNA:  I'm sorry, I understood that the position that (indistinct) was the
position between the parties but absent ‑ ‑ ‑

PN12845  
JUSTICE ROSS:  Yes.  I just haven't issued them yet, is that right?

PN12846  
MR McKENNA:  I believe so, yes.

PN12847  
JUSTICE ROSS:  That's fine.  I'll issue them.  All right.

PN12848  
MR McKENNA:  As the Commission pleases.  The second matter, your Honour, 
final witness for today, Shane Wolseley will not be required by the ANMF and the
might have something to say on that as well.

PN12849  
JUSTICE ROSS:  All right.  Was that it from you, Mr McKenna?  Yes.

PN12850  
Mr Gibian?
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JUSTICE ROSS:  All right.  So we're good to go with Mr Sewell?  So we're good 
with Mr Sewell, we'll call Mr Sewel.  Thanks.

PN12853  
THE ASSOCIATE:  Mr Sewell, can you please say your full name and work addr

PN12854  
MR SEWELL:  Certainly.  My name is Mark Warwick Sewell and my work addre
(address supplied).

PN12855  
THE ASSOCIATE:  Thank you.  And can you please repeat after me.

<MARK WARWICK SEWELL, AFFIRMED                                    [9.02 AM]

EXAMINATION-IN-CHIEF BY MR WARD                                      [9.03 AM

PN12856  
JUSTICE ROSS:  Can everyone just make sure they've got their microphones on m
because I think it was you, Mr Ward, we're just getting a bit of feedback.

PN12857  
MR WARD:  Sorry.

PN12858  
JUSTICE ROSS:  All right.

PN12859  
MR WARD:  Mr Sewell, it's Nigel Ward.  Can you see me?‑‑‑Yes.

PN12860  
Good morning.  I wonder if you could restate your full name and address for the
record?‑‑‑Mark Warwick Sewell, my work address is (address supplied).

PN12861  
And you've made a statement for these proceedings of 128 paragraphs dated 3 Ma
2022?‑‑‑Yes.

PN12862  
Do you have a copy of that statement in front of you?‑‑‑Yes.

***        MARK WARWICK SEWELL                                                                                                             XN MR WARD

PN12863  
And have you read it?‑‑‑Yes.

PN12864  
And is it true and correct to the best of your knowledge and belief?‑‑‑Yes.

PN12865  
For the Commission, can I indicate that Mr Sewell's statement is found at tab ‑ ‑ ‑

PN12866  
JUSTICE ROSS:  Just a moment, Mr Ward.
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you can listen to the question and then unmute yourself to answer it then we can h
avoid the feedback issue, all right?  Thank you.

PN12868  
Yes, Mr Ward?

PN12869  
MR WARD:  Sorry, your Honour.  Mr Sewell's statement is found at tab 254 in the
court book it's 13233 to 13252, contains five annexures which can be found at 132
13365 and we seek to rely on that and Mr Sewell is available for cross‑examinatio

PN12870  
JUSTICE ROSS:  Thank you.

PN12871  
Mr Gibian or Mr Hartley, who's ‑ ‑ ‑

PN12872  
MR GIBIAN:  I think I'm going first, your Honour.

PN12873  
JUSTICE ROSS:  All right.

PN12874  
MR GIBIAN:  I don't certainly profess any technical expertise in this respect but p
have whispered in my ear that the technical difficulties may be because either ther
someone else in the same room with Mr Sewell who is also logged on even if they
he's logged on, on two devices but I mean, he's shaking his head.

PN12875  
JUSTICE ROSS:  Yes.

***        MARK WARWICK SEWELL                                                                                                             XN MR WARD

PN12876  
MR GIBIAN:  It was just a suggestion.

PN12877  
JUSTICE ROSS:  No, no.  It's just reflecting only of you raising with me some so
technological difficulty but look, I look, I think we'll try the muting and we'll just 
we go.

PN12878  
MR GIBIAN:  Yes.  Yes.  It's just literally something that's not happened until
Ms Bradshaw yesterday afternoon and now Ms Sewell which is regrettable obviou
but ‑ ‑ ‑

PN12879  
JUSTICE ROSS:  Yes.  Yes.  No, certainly.  Well, we'll see how we go.  All right.

CROSS-EXAMINATION BY MR GIBIAN                                         [9.06 AM

PN12880  
MR WARD: Mr Sewell, can you see and hear me? Maybe hear me more importa
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PN12882  
Frankly I have no idea but maybe give it a go?‑‑‑All right.

PN12883  
JUSTICE ROSS:  Yes.  Let's try that.  Look, Mr Sewell, apparently - well, Mr Har
us that since we're the only ones here but - well, perhaps Ms Saunders as well that
much about this but there may be something in the speakers that you're using on th
which is causing the feedback.  So if you have another device, why don't you log 
in.  I'll just confirm that you're still on oath when you come back in and then we'll
with Mr Gibian's questions.  All right.  So just bear with us a moment?‑‑‑All right
Yes.  Thank you, your Honour.  I'll do that.

<THE WITNESS WITHDREW                                                            [9.07 AM]

<MARK WARWICK SEWELL, RECALLED                                    [9.07 AM

CROSS-EXAMINATION BY MR GIBIAN, CONTINUING            [9.07 AM

PN12884  

***        MARK WARWICK SEWELL                                                                                                         XXN MR GIBIAN

***        MARK WARWICK SEWELL                                                                                                         XXN MR GIBIAN

JUSTICE ROSS:  All right.  Mr Gibian, let's give it a go and Mr Sewell, I'll remin
you're still under oath?‑‑‑Thank you.  I hope that's better.  Does it sound better so 

PN12885  
MR GIBIAN:  It does, it does.  We'll hope if continues that way.  Well, thank you,
Mr Sewell.  Firstly, can I just ask you briefly about Warrigal's operations, I think a
described it's expanded quite substantially in recent years and is now quite a large
in its own right and we're right - I'm right in understanding that there's 11 aged car
facilities plus the retirement villages?‑‑‑Yes.  And an expensive home care program
as well.

PN12886  
And I was just going to ask you about that briefly.  With respect to home care, I th
you've identified the various geographical regions in which the home care operatio
From just looking at the history it seems that Warrigal staff had to get into home c
more substantial way around 2011 or so when it acquired another operator, is that 
accurate ‑ ‑ ‑?‑‑‑It certainly increased then but Warrigal has been doing home care
than that, probably from - well, the 1990s I would think.

PN12887  
And I'm right in understanding that that's maybe it includes but it's not limited to p
care to persons in the Warrigal retirement villages, it's people in their own homes 
community?‑‑‑Exactly.  More than 1500 people across all types of accommodation
not just retirement villages.

PN12888  
All right.  Do you do some home care in your own retirement villages as well?‑‑‑Y

PN12889  
But that would be a smaller part of the 1500 I assume?‑‑‑Yes.
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having operated at a deficit, I think, for about the last three years or so.  Another w
told us that the board had made a strategic decision to adopt that course, is that an
statement?‑‑‑Yes.  That was because we wanted to expand even though the govern
funding was insufficient to provide the existing services.

PN12891  
Yes, I was going to ask you about that, sorry, so the reason for that strategic decisi
sorry, the nature of the decision was to go into deficit for a period of time, that is a
period of time?‑‑‑Yes.

***        MARK WARWICK SEWELL                                                                                                         XXN MR GIBIAN

PN12892  
What was that period expected to be at the outset at least?‑‑‑Three or four years.

PN12893  
I perhaps assumed it had something to do with the pandemic but is that not accura
is it predated the pandemic?‑‑‑It predated the pandemic.  It was related to IT inves
into every aged care service and the quest to achieve 1000 beds which was our vie
that is what's required to be a sustainable resilient aged care service.

PN12894  
I understand so it was really an expansion period rather than an ongoing deficit th
going to be involved in the provision of services?‑‑‑We have some services that ha
ongoing deficits and always have and probably will but the whole organization did
to be in bottom line deficit (indistinct).

PN12895  
I understand.  I was just going to ask you briefly about the pandemic in that conte
you've made a number of public statements about the contributions that Warrigal e
have made and no doubt others in the aged care industry generally in the context o
pandemic.  It's obviously been a very trying time for operators and the staff in
centres?‑‑‑Yes.

PN12896  
The reasons for that are obvious, that the infection control, PPE type requirements
isolation that many residents have had to experience for extended periods and staf
had to as well operate in that context?‑‑‑A very difficult time.

PN12897  
I just wanted to ask you and it remains a big issue, that is there is some perception
perhaps in the conduct in the community that the pandemic is receding but so far a
care is concerned at least the concerns about the pandemic remain as critical as the
been?‑‑‑For older people and their care, that's definitely true.  They're the most vu
people in the pandemic and as the community relaxes its restrictions, the restrictio
aged care arguably could become even tighter.

PN12898  
Yes, indeed, that is the potential for outbreaks has in fact increased in some respec
that there is greater case numbers in the community than there has, indeed, been a
in the last two or two and a half years.  And Warrigal hasn't – well, there's been ch
doubt in the isolation requirements but the PPE and infection control procedures r
stringent as they have been throughout the last couple of years?‑‑‑Yes.
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PN12900  
Would you also agree, is it also the case that from your experience at Warrigal at l
the pandemic has taught lessons in relation to infection control procedures genera
care, outside of COVID specifically?‑‑‑Yes, all our staff are now required to be in
control aware and follow the expertise of the infection control advisors.

PN12901  
Those are lessons which you, Warrigal at least, would wish to incorporate into the
provision of aged care services going forward, irrespective of what happens with C
coming years?‑‑‑I think, yes, definitely.

PN12902  
One other thing or arrangement that Warrigal seems to have in place that isn't nece
least as we've heard in the evidence so far, common to other operators is in relatio
governance.  You deal with governance from paragraph 28 onwards in your statem
do have a copy of your statement with you, do you?‑‑‑Yes.

PN12903  
Particularly at paragraph 32 you refer to – well, generally you introduce the accred
requirements and the like that have been introduced and increased over the years, 
at paragraph 32 you refer to Warrigal having a dedicated quality compliance team
long has that been in place?‑‑‑It started about 12 years ago with one person.  It has
grown to about seven or eight and was originally an advisor but now is a central te
assisting all our services.

PN12904  
When you say assisting, that is assisting by providing advice in relation to the regu
and documentation requirements?‑‑‑Yes, internal auditing to verify the standards a
compliance in all our services and receiving all incident report alerts before they'r
onto external bodies.

PN12905  
Just dealing with those two things in turn, in relation to auditing, there are obviou
conducted of all of the facilities by the Aged Care Quality and Safety Commission
Warrigal also does, in between those audits, conduct its own internal auditing proc
essentially aimed at looking at the same types of compliance with the standards fo
purpose of ensuring that Warrigal is complying with the Aged Care Quality and S
Standards?‑‑‑Yes.

PN12906  
The second matter you referred to reporting, is that a reference to the SIRS, Seriou
Incident Response Scheme?‑‑‑Yes.

***        MARK WARWICK SEWELL                                                                                                         XXN MR GIBIAN

PN12907  
In that respect the obligations of reporting are on the provider, so Warrigal genera
speaking.  I take it that the reports in relation to specific incidents falling within th
required to be reported as part of that scheme are generated at the facility level by
who had been involved or witnessed the incidents, but the quality team – or am I r
understanding the quality compliance team would collate, make sure the reports a
appropriate and adequate and forward those to the Commission?‑‑‑Correct.
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What's the work that would otherwise fall on those classes of employees that is at 
some respects alleviated by the compliance team?‑‑‑Each time an incident occurre
would need to then validate it against the SIRS reporting and other central standar
and determine which category it met, whether the documentation was comprehens
compliant, and then forward it onto the external body, whether that be the police o
Quality Safety Commission or the SIRS reporting portal.  So we do that for the m
and staff at each service without the central team, and any stand-alone homes in A
that don't have that would be doing that themselves, probably on a shift by shift ba

PN12910  
That is, as I think we mentioned just a moment ago, the initiating reports are made
facility level but the double-checking and making sure that the report is adequate 
sufficiently compliant to report to the police or the Aged Care Commission, which
appropriate, is in some respects at least alleviated from the workplace level.  Is tha
alleviating work that would be done – again maybe this is a general question but l
be done at the facility manager level or is that also work that would affect the repo
have to be done by the direct care work – the care workers or registered nurses?‑‑‑
clear on the question, sorry, can you - - -

PN12911  
Yes, sorry, maybe that was unclear.  The work that you're referring to at the end of
the final sentence in paragraph 32 you described as being essentially a checking en
the documentation is all collated appropriately and covers the information that is n
for the external report, correct?‑‑‑Yes.

PN12912  
Is that kind of work, if it wasn't done by the Quality Compliance Team, more likel
done at the facility manager type level?‑‑‑Yes.

PN12913  
Now, so far as the aged care quality standards are concerned, the 2019 standards o
produced some new compliance and documentation requirements necessary to sat
audits that the Aged Care Quality Safety Commission conducts; correct?‑‑‑Yes.

***        MARK WARWICK SEWELL                                                                                                         XXN MR GIBIAN

PN12914  
In addition to that though of course, whether it's done in the most optimal manner
the purpose of the audit process and of the documentation and reporting requireme
ensure that the Commission can be satisfied that the actual work done in the resid
aged care is done consistently with the standards?‑‑‑Yes.

PN12915  
And those standards - I probably don't need to take them to you in detail, but they
incorporated some changes in the way that it was expected or required that aged c
be conducted, aged care services would be provided?‑‑‑Yes, they were referred to 
standards for quite a while with comprehensive re-engineering of documentation, 
and training.

PN12916  
One focus particularly was a change to a philosophy of more person centred care?

PN12917  
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And that the staff have the skills, knowledge and abilities to implement - to provid
and indeed the other services in the facility in a manner which accommodates indi
choice and independence?‑‑‑Yes.

PN12919  
That's what your quality compliance team endeavours to achieve or ensure is bein
separately from the audits, and indeed in order to ensure that Warrigal doesn't hav
difficulties with the audit process?‑‑‑Yes.

PN12920  
Now, you, and this is really from paragraph 34 onwards, refer to the impact of the
increasing documentation and reporting requirements on the both registered nurse
care worker categories.  And in a general sense, and I think this is consistent with 
the other evidence, the consequences of the reporting and documentation requirem
in general terms that the registered nurses and managers are to spend much more t
undertaking documentation and reporting obligations rather than being directly on
providing care?‑‑‑I think they would definitely do both, but their administrative lo
increased.

PN12921  
And that one consequence of that is, as you describe, that the care workers are per
more and more of the - more of the direct care work than would have been the cas
past?‑‑‑Yes.

***        MARK WARWICK SEWELL                                                                                                         XXN MR GIBIAN

PN12922  
They are doing so with less direct supervision in the sense of the physical presenc
registered nurse or clinical manager?‑‑‑Yes.

PN12923  
You're relying more on indirect or general supervision of the direct care employee
the direct care employee needs to refer a matter to a supervisor rather than have th
supervisor with them at all times.

PN12924  
And a consequence of that is that the care worker has to have the skills and knowl
experience to identify types of issues or issues that may be of concern and need to
at the registered nurse level or clinical manager level, whatever it might be?‑‑‑Yes

PN12925  
You rely upon the direct care workers and no doubt endeavour to train and equip t
order to identify, for example, the changes in the condition of residents or behavio
might give rise to a clinical concern in relation to their health or wellbeing?‑‑‑Exa

PN12926  
Indeed that because they are more involved in the direct care work, the care worke
people within the organisation who have the most direct contact with the residents
detailed knowledge of their behaviour and general or at least usual condition?‑‑‑Y
get to know them quite well.

PN12927  
I assume you, like many other operators, endeavour to, to the extent you can, prov
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occurred.  They are required to report anything that's different from what they usu
observe.  You see that?‑‑‑Yes.

PN12929  
That is, as you just mentioned, you expect, and indeed the system requires, or the 
requires that the employee, the care worker, be able to identify something that is a
might be a miss in the behaviour or condition of a particular resident?‑‑‑Yes.

PN12930  
But you're not expecting them to necessarily diagnose a particular medical conditi
consequence of - they may have some ideas, no doubt, if they're experienced, that
might raise with the registered nurse, but not to make a formal diagnosis at least?‑
that's right.

***        MARK WARWICK SEWELL                                                                                                         XXN MR GIBIAN

PN12931  
If there is a concern that a care worker observes, that can be reported either directl
registered nurse if it seemed to be a matter of some urgency.  No doubt it would b
with directly, or if it's more not seen as a matter of urgency, may be through the pr
notes type process?‑‑‑Yes, correct.

PN12932  
If there's a matter, which is perceived to be at least potentially of some urgency wh
raised directly with the registered nurse, I take it what you would expect then to h
that the registered nurse and care worker would work together as a team to try and
the issue?‑‑‑Yes, the registered nurse would give the care worker some instruction
follow through in many cases.

PN12933  
Can you give me an example of how that might play out?‑‑‑So, a care worker may
some changes, they may refer to the registered nurse, the registered nurse may spe
them over the phone or come and see the resident.  After their assessment they ma
care worker to observe the resident for a while, or to give the resident some fluids
them back into bed, or something like that.

PN12934  
That is, assuming the registered nurse doesn't think there's an issue of urgency tha
an ambulance or something of that nature, they just want to see how things play o
would, no doubt with appropriate instruction, ask the care worker to keep a particu
on the resident to see if there's any deterioration or further change in condition wh
suggest that something further needs to be done?‑‑‑Yes, and if the matter was serio
registered nurse would take direct control of the person's care, and say that, 'I will
observe the person', or will ask another registered nurse to observe this person con
or we will call the GP for a visit this evening, or we will, as you say, refer the pers
an ambulance and ask for a paramedic to assess this person for transfer to hospital

PN12935  
Yes, I understand.  And all of that, as I think you described, is likely to be precede
discussion between the registered nurse and the care worker about what the care w
observed, why they've got a concern, maybe the registered nurse would ask questi
the care worker's knowledge of the resident and their usual or customary
behaviour?‑‑‑Definitely.  Particularly if the resident is non-verbal the care worker'
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workers directly; they are required to make progress notes, I think, each shift and 
charts in relation to medication or bowel movements or feeding and the like; corre

***        MARK WARWICK SEWELL                                                                                                         XXN MR GIBIAN

PN12937  
At paragraph 40, you refer to what's called the iCare system?‑‑‑Yes.

PN12938  
How long has that been in place?‑‑‑That would've been in place for at least 10 yea
Warrigal with a progressive rollout home by home.

PN12939  
Does that system incorporate all of the documentation requirements, that is, every
recorded through the iCare system?‑‑‑Most of the documentation would be in the 
system, yes.

PN12940  
And it progressively replaced, I assume, a paper-based system that existed prior to
- - -?‑‑‑Yes.

PN12941  
It has been able to accommodate - I take it the electronic system has been able to
accommodate the greater and greater reporting obligations which have arisen over
period, that is, the amount of information able to be, and required to be, recorded 
is facilitated in part by having an electronic system rather than a paper-based syste
it's an external software system where the operators are aware of the aged care rep
requirements and have it upgraded on a regular basis to accommodate the reportin
requirements.

PN12942  
I understand.  You refer to portable devices.  That's a reference to iPads or someth
nature, is it?‑‑‑That's right.

PN12943  
Does each care worker have an iPad in order to complete notes and charts or is it s
among the team?‑‑‑They share.  There might be one per small team, so it's often th
senior care worker in a team of people who will have the iPad on the trolley or wi
and they will use it for immediate documentation completion.  Other care workers
that person what they need to complete, or they may save their completing record
end of the shift where they go to the staff room or the staff portal and write into th
computer their records.  So, there isn't an iPad for every single person, but there is
an iPad in every neighbourhood with every staff team.

PN12944  
When you refer to a 'staff team', are you referring to a group of care workers who 
within a particular - it's usually part of a facility, a unit within a facility?‑‑‑That's r
or three people looking after a neighbourhood of people who live there.
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PN12945  
You refer to one of the care workers as being more senior within that team.  Does 
have a process of designating a particular care worker as being the experienced or
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That's done on a shift by shift basis, is it, the designation?‑‑‑Technically it is, but i
unusual for people to quickly realise who it is because they're used to working tog

PN12947  
Yes, I'm sure it has some regularity to it, perhaps.  Is that a formal designation, tha
the lead have a different position description or a different title, or is it just that the
assuming more of a leadership role on a particular shift?‑‑‑No, they would be - the
called carers, but they would know that they're a care service employee level 1 or 
a team leader, so they would know (indistinct).

PN12948  
Is it a particular level that they could occupy that role, that is, do they have to be a
do they have to be a level 2 or does it just depend upon the group that happens to b
rostered in a particular unit on a particular day?‑‑‑No, they would definitely know
they are an employee level 1 or an employee level 2 or given different key respon

PN12949  
Sorry, maybe I wasn't clear.  I mean to occupy that lead role, do you have to be a l
2?‑‑‑Usually, yes, at least.

PN12950  
Usually?  All right.  And that person is a level 2 generally speaking, that is, whate
they are doing, whether they are the designated lead on a particular shift; is that
right?‑‑‑Yes.

PN12951  
But they just happen to be a designated lead on a particular shift just depending up
composition of the group within the unit on a particular day?‑‑‑Yes.

PN12952  
I understand.  You then talk about, from paragraph 46 onwards, the changing popu
the characteristics of the resident population, that they are older, frailer, less mobil
have more complicated health conditions, particularly cognitive conditions as wel
a lot of statistics about this all - this is very clear, and I don't think controversial - 
Warrigal experiences that in the same way as the aged care sector generally?‑‑‑Ye

PN12953  
Or has experienced, I should say?‑‑‑Yes.

***        MARK WARWICK SEWELL                                                                                                         XXN MR GIBIAN

PN12954  
You talk, in paragraph 52 at the top of page 9 of your statement, about at least som
consequences of these changes for care work, that there's more work in physical s
done in terms of lifting and repositioning people and dealing with basic care tasks
because of their level of frailty and acuity, are more difficult for the residents to do
themselves; correct?‑‑‑Yes.

PN12955  
The performance of those, at least what for some people might be relatively straig
tasks of toileting, showering, eating and the like, can be very complex tasks for pe
complex health needs or particularly if combined with cognitive difficulties?‑‑‑Ye
certainly.
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Even with - and I think you refer further on to mechanical aids that are now availa
more available than they were in the past?‑‑‑That's right.

PN12958  
It's still necessary for the care workers to both communicate and negotiate with th
in order to utilise the mechanical devices?‑‑‑Yes.

PN12959  
To learn how to do that safely in circumstances in which there is significant risk o
a frail resident if the move isn't done appropriately?‑‑‑Definitely.

PN12960  
All of those issues have made it even more complex if the resident, as happens, is 
or confused as a result of cognitive issues or who is suffering from dementia?‑‑‑Y

PN12961  
Dealing with those tasks is assisted, I take it, by having experienced and skilled ca
workers particularly who have an ongoing relationship with a particular resident a
that resident and what works for a particular resident well?‑‑‑Definitely the relatio
trust between the carer and the resident is very important, particularly if the reside
fears or behaviours or is concerned about the tasks being put upon them, yes.

***        MARK WARWICK SEWELL                                                                                                         XXN MR GIBIAN

PN12962  
In the last - sorry, I think there's only one sentence in paragraph 52, but towards th
paragraph 52, you refer to care workers assisting residents with what you describe
'simple but repeatable tasks, such as toileting, showering, eating'.  I take by 'simpl
you mean day to day tasks, not that undertaking those tasks with frail residents or 
suffering from dementia is a simple task itself?‑‑‑No, they are definitely daily task
and many families assist their family members with those tasks.  We do it at a high
in a work-related environment.  I meant that they weren't, in fact, medical or nursi
clinical by nature.

PN12963  
I understand and, indeed, residents now, as you've described in the preceding para
are really entering residential care now when they are unable to be cared for, care 
themselves at home or beyond the ability of family and the like to care for them at
home?‑‑‑Yes, they need 24/7 supervision at least.

PN12964  
Yes?‑‑‑That's really the reason they're there, yes.

PN12965  
The changes in the composition of the population of residential aged care resident
refer to in paragraphs 46 to 50, you're referring there to residential aged care, I thi
right?‑‑‑Mostly, although we have also noticed the changes of people living at hom

PN12966  
Yes?‑‑‑ - - -receiving home care and many of those people need direct physical da
assistance as well.

PN12967  
Y th t' ll h t I t d t k th t i th ll k
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dealing with consumers who are older, frailer with more complex health
needs?‑‑‑Definitely.

PN12968  
Just going on briefly, I think under the heading, 'Work Environment', you talk abo
improvements to aged care or the physical environment aged care facilities and th
expansion in the use of mechanical aids, such as lift or electric beds and the like?‑

PN12969  
At paragraph 60 you talk about the change in the beds and mechanical aids.  I take
you're talking about Warrigal in that part of your statement?‑‑‑Yes.

PN12970  
No doubt I think there are changes more generally in other aged care providers bu
it's variable between providers to the extent to which this has been achieved?‑‑‑Ye

***        MARK WARWICK SEWELL                                                                                                         XXN MR GIBIAN

PN12971  
So far as Warrigal is concerned, I assume the expansion in mechanical aids that yo
and the use of electric beds over the last 10 years or so, also has corresponded wit
increase in need for such devices given the change in the needs of the
residents?‑‑‑Definitely.

PN12972  
That is, you didn't need as many mechanical aids 10 years ago because much – a g
proportion of the residents were mobile and able to get around themselves withou
for those devices?‑‑‑Yes, correct.

PN12973  
Have the types of devices changed substantially?‑‑‑Yes, the new beds aren't crank
manually.  They're all electric and they often go right to the floor so that people w
risk of falling out of bed can stay close to the floor without being checked regular
night.  They'll often have much more movement of the mattress, so the feet will go
well as the back, so the sophisticated beds are much better to use and to – either a
resident or a staff member.

PN12974  
I think you described it as hospital style so they are more like the beds you would 
acute care hospitals?‑‑‑Correct.  They can take egg crate air-filled mattresses to sto
pressure sores and – exactly right.  They often look a bit more domestic.  Aged ca
providers often like to buy the ones with timber heads and foots and so on, withou
metal, but certainly the functionality is very similar.

PN12975  
It's the care workers who have the primary responsibility for utilising those beds, t
adjusting them in a manner which is appropriate for the particular residents and in
which will avoid the sores or pressure spots or the like of those kind of risks that y
referred to?‑‑‑Yes, sometimes nurses or physiotherapists in the same home will of
guidance or adjust them or recommend how they should be set up for someone bu
generally it's care workers who adjust them in line with the wishes of the resident 
can express them.
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consumers as well is that a greater portion would have difficulty not only looking 
themselves but looking after their homes as well?‑‑‑Correct.

PN12977  
That affects the extent to which the home care worker is encountering physical
environments that might be either unsafe or give rise to health concerns?‑‑‑Exactly
inaccessible bathroom in someone's home or one or two-step transfer from the bac
the backyard could be a major barrier.

***        MARK WARWICK SEWELL                                                                                                         XXN MR GIBIAN

PN12978  
Perhaps that touches on the next question I was going to ask and that is that becau
increased frailty and the health conditions of home care consumers generally, ther
more safety concerns for the resident that the home care worker would need to be 
dealing with the home environment that the resident lives – that the consumer live
should say?‑‑‑That's right, so every new home care customer has a safety risk asse
done on them and their home before our care workers provide the service and War
provides a home maintenance and home modification service to adjust the environ
make it safer.

PN12979  
In addition to that, that is something that the home care worker when they're visiti
day-to-day basis is expected to be observant of and denoting difficulties which ha
been encountered by the resident or any potential safety concerns?‑‑‑Exactly so th
additional safety issues or emerging safety issues to their supervisor immediately.

PN12980  
Again, that's likely to lead to perhaps in the same way that we discussed with a reg
nurse in a residential context, the care worker and the manager working together t
what could be done to address the issue that's been identified?‑‑‑Definitely.  Much
creative problem-solving though in a person's own home because they usually don
those mechanical aids to assist in the same way as a purpose-built residential care 

PN12981  
Are you able to give any example of creative problem-solving in that context?‑‑‑S
sometimes a carpenter would be required to create next to the bed a grab rail so th
person, even though their bedroom may have been not able to take a hospital bed,
use that grab rail to get in and out of the bed more safely.  There might be special 
mats to lay on the floor of the bathroom to make sure there's not slip hazards if the
bathroom floor is wet.  Or there might be a change to the kettle, so not a dial whic
on, an electric one that cuts off, might be used if it's either dry or boiled.  So those
creative solutions, if you like, which are more domestic, are often employed.

PN12982  
That's obviously something that has to be discussed and negotiated with the reside
what – to the consumer, I should say, as to what the appropriate solution is, and th
worker would be involved in that kind of process as the primary contact with the
consumer?‑‑‑The care worker would raise it initially.  It would often be the coordi
the service and the family, the primary relatives or substitute decision-makers may
involved in that discussion.

PN12983  
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Firstly you note that much of your internal training and external training is now do
online.  Do you see that?‑‑‑Yes.

PN12985  
Is that something that's been at least accelerated by the pandemic over the last cou
years?‑‑‑Yes.

PN12986  
That is, it was less so before 2020?‑‑‑Yes.

PN12987  
I take it that maybe it will go back a little bit as time goes on, we're all dealing wit
changes in this respect, but I take it that Warrigal is satisfied that they're conductin
training in that manner in relation, at least, to the matters you deal with in paragra
appropriate and adequate?‑‑‑Yes, although there are some of those things that requ
person competency assessment afterwards.  I think I've referred to that in paragrap
most online but sometimes things need to be checked physically, face‑to‑face to m
that the learning has been adopted.

PN12988  
And that's what you do?‑‑‑Yes.

PN12989  
And then in terms of minimum qualifications, you say in paragraph 92 that you pr
care employees to come with a Certificate III qualification, is that something that 
require of a new care worker or are you willing to have someone come and do the
Certificate III once they start working at Warrigal?‑‑‑We would love to make it a
requirement but unfortunately due to labour force shortages we've been unable to 
preference and we invite all our staff to get their Cert III after they've started and s

PN12990  
Do you have - that is, are you able to say what proportion of new employees woul
have a Cert III, that is, is it a rarity to have someone without a Certificate III or is 
something that you have to - in order to attract staff, waive regularly?‑‑‑We waive
more than we would like to.  I think the last count we have about 30 per cent of ou
frontline carers with a Certificate III.  I would like it to be about 80 per cent.  We'r
though on vocational training providers like for us that's TAFE New South Wales 
the training course places available and for workers to have the time and initiative
to pursue this training.

***        MARK WARWICK SEWELL                                                                                                         XXN MR GIBIAN

PN12991  
What does Warrigal do to encourage or facilitate the staff to get the - either Certifi
and I think you refer to encouraging employees to get their Certificate IV as well?
certainly we are in close partnership with TAFE New South Wales.  We are seekin
training places possible.  We advertise them directly to our workforce.  We make a
those courses to be available and online or face‑to‑face at various TAFE campuses
make it easy for people to complete their placements and their 150 hours of online
in‑workplace placements in Warrigal and we chase as many staff as we can to com
their qualifications to get certified and we hold their records.

PN12992  
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team leader responsibilities at Warrigal, so we encourage people to then go on fur
their Certificate IV.

PN12993  
Are you able to support any of your employees by covering any of the cost of obta
Certificate III or the Certificate IV?‑‑‑TAFE New South Wales courses, Certificate
person conducting their first training is free but we release a person from their dut
Certificate IV we do have some scholarships that we offer definitely but we can't -
in a position to fund all the training costs for all our employees who wish to do tho
Certificate IV courses.

PN12994  
I understand.  You also referred to the Certificate III as providing baseline knowle
paragraph 93 you say:

PN12995  
It can't teach the attitude and maturity required of this role that we are looking

PN12996  
- maybe that should say, 'In personal carers'?‑‑‑Yes.

PN12997  
Agree with that?  And you refer then to the benefits of experience before undertak
role.  I take it from that your view is that there are additional skills and knowledge
through experience beyond the baseline knowledge required in a Certificate
III?‑‑‑Certificate III is a terrific training course to give the background and teach t
skills but it requires personal attributes of customer service and resilience and kind
can't be taught so much but they're attributes and often they develop in people thro
long‑term commitment to older people and their needs and we estimate that about
years people become very, very good at explaining why they do what they do and 
they do and we use them to talk to other people, new incoming staff who are cons
career in aged care.

PN12998  
Just two aspects of that.  One is you referred to matters of perhaps relationship - re
skills, that is, how to relate to the residents, communicate effectively with the resi
matters which are improved over time?‑‑‑Yes.

***        MARK WARWICK SEWELL                                                                                                         XXN MR GIBIAN

PN12999  
I understood that correctly?‑‑‑Yes.

PN13000  
I take it you also - that the skills in terms of conducting particular activities, wheth
showering or toileting or the kind of medication processes and the like that care w
involved in also improve over time in dealing with frail and residents with comple
needs?‑‑‑Yes, I think so.  Any technical skill would improve over time definitely.

PN13001  
And you mentioned that through a year - sorry, I withdraw that.  And there was al
matters so I think medication is an example where you require for the care worker
conduct medication or medication administration that they obtain a - or undertake
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In terms of the three‑year period you mentioned, I don't think that relates to any p
description or new classification level within Warrigal's operations?‑‑‑No, that's m
personal view.

PN13003  
Yes.  And is it based - it's not based on any particular study or anything, it's just a 
impressionistic view that you have from your role?‑‑‑Yes, after 20 years with us a
than 1700 staff, I've observed that that's the case.  Some people would come to us 
years of personal care or direct care work experience and they would have that rig
the start.

PN13004  
Now, you next, from paragraph 96, deal with engagement with external bodies - e
persons and bodies and I think here you're talking both with families or resident
representatives and external bodies such as the Commission or police or external m
professionals, correct?‑‑‑Yes.

PN13005  
Now, you do say something about engagement with families which seems to be a 
different to what some of the other witnesses have - or the impression some of the
witnesses have referred to.  At paragraph 107 you refer to:

PN13006  
A decrease in engagement with family given the changes in the fabric of our so

PN13007  
Do you see that?‑‑‑Yes.

***        MARK WARWICK SEWELL                                                                                                         XXN MR GIBIAN

PN13008  
There's a couple of things about that; firstly, is what you're referring to there that f
are maybe a bit less close‑knit than they were in the past in the sense that older pe
less likely to live with extended family and the like?‑‑‑Yes.

PN13009  
And does that, in some instance, at least, in your experience, extend to the degree 
children or extended family take an interest in or are visiting persons who are in re
aged care?‑‑‑That's right.

PN13010  
That's what you're referring to?‑‑‑And the families are smaller as well as they used
was referring to longer term trends.

PN13011  
Yes.  In terms of such interaction as there is with family members, I think the Roy
Commission noted and I think there's other views expressed in this respect that the
been over the last 10 years or so increase in expectation at least of some family m
the type of care that their family members are receiving.  Is that something that yo
experienced?‑‑‑I've noted the Royal Commission's comments there.  We've alway
intrinsic relationships with families and high expectations by families over my 20 
with Warrigal, so we haven't seen an increase in that, but I think generally there ar
expectations for customer service and quality of care that are higher and emerging
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complaints to the extent they're able to.  That's something that Warrigal has taken 
endeavour to comply with?‑‑‑Absolutely, yes.

PN13013  
And how does it do that?‑‑‑We make sure we know who each person's primary fam
representative is, and we engage them in regular communications and seek their o
particularly if the resident is unable to communicate their own preferences and ch

PN13014  
How is that communicated or the communication, how does that occur?‑‑‑Usually
letters and emails and meetings, and all those are set up by the manager or deputy
at the service.

***        MARK WARWICK SEWELL                                                                                                         XXN MR GIBIAN

PN13015  
Now, can you go on to - it's starting at paragraph 112 you talk about the compositi
workforce, firstly dealing with residential care, and I think again refer to some of 
changes in the composition of the duties, particularly of the registered nurses and 
workers in the same way.  I just wanted to ask you in paragraph 112 to start with y
refer back to the change in client group service profile over the last two decades.  
reference to the declining health or increasing age and increasing frailty and acuity
residents?‑‑‑Yes.

PN13016  
You then say that:

PN13017  
The core nature of the work hasn't changed.  We are still supporting the oldest p
the community through to the last day of their life.

PN13018  
Do you see that?‑‑‑Yes.

PN13019  
I take it all you mean by that is - by the 'core nature of the work' is that the work b
undertaken is providing personal care and assistance to older persons in a resident
context?‑‑‑Yes.

PN13020  
And I think you've otherwise described how the nature of the personal care that is
and the requirements on the workers have been affected in a substantial way by th
in frailty and acuity of the residents, and the increasing cognitive issues that reside
experience?‑‑‑That's right.

PN13021  
Now, further on over the page at paragraph 118, you refer to certificate III or certi
qualified personal care workers or those with many years' of experience may be as
provide input into care planning, be involved in shift handover, and be asked to gi
observations or feedback on regular contact residents.  Is that a reference to the le
that we discussed earlier?‑‑‑Do you mean the last phrase?

PN13022  
I ll h 118 i th t j t f t h ' i
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Well, maybe if I can just take those three things in turn.  Firstly, you say give inpu
planning.  As I understand it generally speaking, and tell me if Warrigal's differen
the care workers have some input into care planning in the sense that the progress
feedback from the care workers are utilised in relation to considering and adjustin
plans to the extent necessary?‑‑‑Yes, they would be monitoring changes in the per
that record would then be taken up by somebody else who would use those record
develop a care plan.

***        MARK WARWICK SEWELL                                                                                                         XXN MR GIBIAN

PN13024  
And that is also a mechanism by which changes in the preferences and choices of 
resident will be communicated as well?‑‑‑Yes.

PN13025  
When you're referring to a certificate III or certificate IV qualified care worker or 
experienced care worker providing input into care planning, are you talking about
something over and above that process?‑‑‑Yes.

PN13026  
And what is that?‑‑‑So a person ‑ ‑ ‑

PN13027  
How would that work?‑‑‑ ‑ ‑ ‑who's writing the care plan would usually be the clin
nurse specialist or the RN, and they may ask for those people I've listed there to co
see them, or send them notes, or contribute to the thinking around how the care pl
develops.  They may even ask to have a look at the draft care plan.  They may eve
asked to attend the general meeting where, not only the registered nurse is, but als
family members are, and contribute to how the care plan develops in a consultativ

PN13028  
I take it the purpose of that type of process is to have a team approach utilising the
extent there's more clinical skills in the registered nurse, but the hands-on knowled
the care worker has of the resident and their conduct and behaviour and desires an
like?‑‑‑Yes, exactly.

PN13029  
Is that just a matter of the clinical nurse specialist, if that's the person involved, th
a decision about who might be an appropriate person to be involved in that proces
they would be filling in the care plan or developing the care plan and feel that they
have a full picture or knowledge of this person's preferences, and may ask other st
contribute, or they may know the person well themselves and not need it.

PN13030  
That's up to the clinical nurse specialist.  There's not a specific classification of ca
or a specific role that has that responsibility.  It could be any of the care workers, d
on what's appropriate in the particular case?‑‑‑That's right.

***        MARK WARWICK SEWELL                                                                                                         XXN MR GIBIAN

PN13031  
The second matter you then refer to is shift handover.  Is there a particular person 
that is, is the lead care worker particularly designated in each shift to undertake a 
handover function? In our experience the RN in charge of the shift convenes the
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PN13032  
Sorry, that is, whether it's a group or an individual will depend upon the staffing
level?‑‑‑Yes.

PN13033  
I understand.  And is there specific time designed for the handover function?‑‑‑Ye

PN13034  
That is, overlap of shifts?‑‑‑Yes, that's right.  I attend them quite often, and someti
they're as short and sharp as 10 minutes, sometimes they're half an hour.  It depend
rostering arrangements and the history at that care home.

PN13035  
And the last matter you then refer to is observations and feedback on regular clien
residents.  Again, all care workers are making observations and providing feedbac
relation to regular residents through their progress notes, or if there are particular 
arise directly with other care workers or the registered nurse; correct?‑‑‑Yes.

PN13036  
Are you referring to some additional specific function that you get certificate III o
certificate IV or the more experienced care workers to undertake?‑‑‑Everyone doe
standard observations and recording regime, but some may be asked to do addition
into the care planning process on top of that, as I said earlier, as part of the consul
collaborative process.

PN13037  
Does that also happen in a more clinical context in the reference to observations a
feedback, that is, if there were particular clinical concerns, the more experienced c
worker might be asked about their experience and observations?‑‑‑Yes, particularl
relation to the escalation of dementia or difficult behaviours (audio malfunction), 

PN13038  
You annexed the position descriptions.  Can I just ask you about them briefly.  Th
annexure MS2.  Do you have those with you?‑‑‑Yes.

PN13039  
For the record, they start at page 13269 of the court book.  I don't know whether y
any page numbers on them, Mr Sewell, but you can find the first one, can you, wi
written at the top?  It's the position description for care service employee grade 1?

***        MARK WARWICK SEWELL                                                                                                         XXN MR GIBIAN

PN13040  
Firstly, I think so far as care workers are concerned, the position descriptions you 
provided are for grade 1, grade 2 and then grade 4 level 2?‑‑‑Yes.

PN13041  
Do they correspond with the classifications in the enterprise agreement, or intende
to?‑‑‑Yes.

PN13042  
Does that mean that you don't have grade 3 or grade 4 level 1?‑‑‑No, that's right.

PN13043
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PN13045  
All right, I understand.  Just briefly, if you firstly just go to the care service emplo
1.  The second page of that document sets out the key responsibilities.  Sorry, perh
before I ask that, I think you mentioned earlier a new entrant.  Does a new entrant
straight to level 1 or is there a new entrant before level 1?‑‑‑New entrant has a par
new entrant pay rate for a number of hours, but they fulfil the responsibilities of g
largely.

PN13046  
That's what I assumed.  Grade 1, the key activities are broadly dealing with the ac
daily living and completing appropriate documentation and consultation in relatio
planned care?‑‑‑Yes.

PN13047  
That's how we understand it?‑‑‑Yes.

PN13048  
If you go to grade 2, which is the next document commencing the court book num
the record, at 13272, it refers to, firstly, on the first page under 'Function' to the pe
undertaking, in the final sentence, specific care functions of a higher level?‑‑‑Yes.

PN13049  
Under general supervision.  Then if you go over to the second page of that docum
'Key Responsibilities', the difference to level 1 seems to be that there is a greater
involvement in - well, the first dot point refers to the activities of daily living in th
way as grade 1, but there is then a reference to more clinical tasks involving medi
wound dressings, continence programs, more clinical observations, blood pressure
temperature and the like and involvement in blood sugar levels.  Is that the essenti
difference between grade 1 and grade 2?‑‑‑Yes.

***        MARK WARWICK SEWELL                                                                                                         XXN MR GIBIAN

PN13050  
How does Warrigal determine who is grade 1 and who is grade 2, that is, does it d
particular care workers who undertake work of that function and they are now des
grade 2?‑‑‑Yes.  Care workers put their hand up and are assessed - are trained and 
assessed if they are competent to do those additional key responsibilities, and then
allocated to that grade.

PN13051  
I understand.  And there's separate training and assessment for each of those tasks
summary, went through, that is, medications, dressing and the like?‑‑‑Yes, exactly

PN13052  
Finally, there's a grade 4 level 2.  That position description commences at page 13
on the second page of that document, there's an essential requirement, being a Cer
or deemed equivalent?‑‑‑That's right.

PN13053  
Is that the essential difference with the grade 4, that is, the qualification requireme

PN13054  
Otherwise, the key responsibilities that are listed further down that same page, the
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several neighbourhoods.  So, there's a bit of team leader responsibility and team o
work required from them as well.

PN13055  
I understand.  I think there was just one more matter.  If you can just go back to yo
statement, right at the end of the statement, at paragraph 125, you talk about - or f
you discuss medications.  I think maybe you just mentioned this, but, in addition t
Certificate III or a Certificate IV, in order to undertake medication functions, there
internal training and competency assessment?‑‑‑Yes.

PN13056  
In the second sentence, you refer to that ensuring that the carer has what you desc
'minimal knowledge of the framework of medications and side effect' and underst
what the nurse might say about the medication; do you see that?‑‑‑Yes.

PN13057  
I take it you mean - well, firstly, by saying 'minimal', you mean sufficient knowled
order to administer medications?‑‑‑Yes, sufficient.

***        MARK WARWICK SEWELL                                                                                                         XXN MR GIBIAN

PN13058  
That is, some knowledge of the different types of medications and what they are f
potential side effects of them so that they can undertake that role and observe and 
the taking of medications in a manner which is safe and satisfactory?‑‑‑Yes.  Ther
broad range of medication giving, everything from a Panadol given orally all the w
through to intravenous medications via injection and understanding how they are 
administered, understanding what the medication side effects might be, understati
contraindications between different medications if they are given together.  That's 
complex science, but the basic and fundamental and adequate understanding of th
medications that are generally given by someone who doesn't require a degree or a
qualification is required there.

PN13059  
At paragraph 126, you describe a general overview of how this might be done, or 
medication process, and that's a description of the personal care worker conductin
medication rounds themselves without the direct supervision at least of the registe
nurse?‑‑‑That's right.  One of the big technologies in medication giving is the pack
blister packs of medication.  That takes out some risk and has enabled the adminis
medication in a safer way.

PN13060  
Yes, I understand.  The blister pack-type processes are used for oral medications?‑
right.

PN13061  
The care workers would also administer eye drops, lotions, creams, et cetera, of a 
nature?‑‑‑If a registered nurse requires it or asks for it to be done and after the per
been trained, yes.

PN13062  
Where at (d) you refer to assisting or observing the resident taking medication, tha
preparing the medication in a form which can be taken by the resident, which may
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And using the type of relationship and skills that they have in dealing with the res
more generally who's resistant to undertaking various activities?‑‑‑Yes, definitely.

PN13065  
You then annexe at MS4 the medication procedure.  That's a document that a care
expected to be familiar with if they are trained and competent in medication
administration?‑‑‑Yes.

PN13066  
There's then a separate – you then I think from paragraph 128 refer to a medicatio
context of home care?‑‑‑Yes.

***        MARK WARWICK SEWELL                                                                                                         XXN MR GIBIAN

PN13067  
Again, is there a training and competency requirement before the home care work
be involved in medication?‑‑‑Yes, although many home care workers supervise th
person taking their own medication.  The worker is not actually giving it, they're
supervising the resident taking it themselves.

PN13068  
Just so I can understand that answer, were you referring to two things?  That is, is 
medication in home care in a sense the resident's own or are there instances in wh
care workers has a role in the provision of the medication to the resident?‑‑‑Most 
time the resident has their own medication and they can take it any time they wish
convenient and safer for them to have that schedule to be taken when a supervisin
there to supervise them take it.  In some increasing instances the resident would h
medication in a locked cupboard and our carer would have the key and release the
medication to be given only when the carer is there, and that's when the carer wou
competent to administer or supervise medication giving.

PN13069  
I take it that occurs because either the carer or the coordinator or perhaps the GP i
concerned that the resident would not – maybe not deliberately but inappropriately
misuse the medication or fail to take it in an appropriate manner at least?‑‑‑Correc

PN13070  
That process also, if I can just go to MS5 lastly, that's the procedure for home care
commences at page – it's the last annexure to your statement, I think, Mr Sewell.  
page 13,462 of the court book?‑‑‑Thank you.

PN13071  
It identifies the responsibilities of the various employees in the box – employee cl
the box on the first page of the policy and the support worker is the last box.  So y
require the home care worker to maintain, at 4.2 maintain medical competency, be
identify document potential adverse effects that it may have for the consumer.  Do
that?‑‑‑Yes.

PN13072  
I take it that's, in a sense, even more important in a home care context in the conte
which there's not immediate support available or liaison available with a nurse phy
the same locality?‑‑‑That's right.  They're instructed to immediately contact the co
if they have any concerns about something going amiss during that process.
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And in that circumstance they should contact the coordinator?‑‑‑Yes.

***        MARK WARWICK SEWELL                                                                                                         XXN MR GIBIAN

PN13075  
I think you otherwise refer to that there is support by the coordinator and the care 
would ordinarily receive a response within 15 minutes.  Is that your expectation?‑
what we hope for, yes.

PN13076  
Yes, that is your hope.  Is it always achieved or - - -?‑‑‑No.

PN13077  
No and so if there is some either medication-related or otherwise medical issue th
home care worker observes that it perhaps is more urgent than a 15 minute wait, th
make an assessment as to whether an ambulance ought be called?‑‑‑Correct.

PN13078  
Can I just have a moment?  That's my cross-examination, your Honour, thank you

PN13079  
JUSTICE ROSS:  Thank you.  Mr Hartley.

PN13080  
MR HARTLEY:  Yes, your Honour.  If I might have the same three-minute indulg
yesterday to just check my notes, that would assist.

PN13081  
JUSTICE ROSS:  No problem.  We'll just take a short three-minute break but if yo
remain connected but by all means turn off your cameras.

PN13082  
MR HARTLEY:  Yes, Commissioner.

<THE WITNESS WITHDREW                                                          [10.26 AM]

SHORT ADJOURNMENT                                                                   [10.26 AM

RESUMED                                                                                             [10.29 AM

PN13083  
JUSTICE ROSS:  Good to go, Mr Hartley?

PN13084  
MR HARTLEY:  Yes, thank you, your Honour.

<MARK WARWICK SEWELL, RECALLED                                  [10.29 AM

CROSS-EXAMINATION BY MR HARTLEY                                  [10.29 AM

***        MARK WARWICK SEWELL                                                                                                     XXN MR HARTLEY

PN13085  
MR HARTLEY:  Mr Sewell, thank you for your patience as well.  My name is Jim
I'm one of the barristers for the ANMF Can o hear and see me all right? Yes
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PN13088  
In the second sentence of that paragraph you say that your observation is that:

PN13089  
Residential facilities are safer for residents and employees.

PN13090  
Do you see that?‑‑‑Yes.

PN13091  
Over the page you speak about electronic lifters and things of that kind about whic
Gibian asked you and I won't go over that.  That's the type of thing that you had in
when you said that facilities are safer for employees, is it?‑‑‑Yes.

PN13092  
It's the case as well, though, isn't it, that given that there is this shift in Warrigal an
elsewhere from what you might call a broad style arrangement to single rooms wi
ensuites.  That is the trend that you've noticed, isn't it?‑‑‑That's right.

PN13093  
So that's going to involve more walking for personal care workers and nurses from
room, that's a by-product, isn't it?‑‑‑A lot of walking, that's for sure.

PN13094  
Yes and it's more difficult in comparison with the ward style setting for nurses and
care workers to keep all of the residents under observation?‑‑‑Yes, that's true.

PN13095  
In the same way it's more difficult for nurses and personal care workers to be unde
observation by their colleagues should some sort of a complication or difficult situ
arise?‑‑‑Direct line of sight supervision, that's true.

PN13096  
Yes, thank you.  Can I ask you some questions about paragraphs 84 to 87?  You're
here about technologies and I gather Warrigal is reasonably happy with the iCare c
record system?‑‑‑Yes.

***        MARK WARWICK SEWELL                                                                                                     XXN MR HARTLEY

PN13097  
But it would be the case, and tell me if you don't have the experience to answer th
some apps perhaps in other aged care facilities, might be less easy to use?‑‑‑They 
yes.

PN13098  
Fewer features create inefficiencies.  Does that all sound plausible to you?‑‑‑Yes, 
extensive research on various systems and they are fairly similar to each other.  Th
that are developed for the aged care record system?‑‑‑In some workplaces there m
shortage of actual hardware and that might create inefficiencies?‑‑‑Each provider 
their own IT system including hardware, software and network capability, that's tr

PN13099  
Yes and you might have, and I think you refer to this at paragraph 40 of your state
can check it if o like b t it happens perhaps beca se of shortage of hard are or
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Thank you.  Paragraph 93 of your statement, you refer to a certificate 3 not being 
teach the attitude and maturity required of the role and you were asked some ques
about that and I think you identified attributes and characteristics that come with t
the job.  I just wanted to develop that with you if I could.  Is the type of thing that 
referring to there, for example, the ability to piece together resident information, p
traumas, for example, to better understand present behaviour?‑‑‑Yes, that's possibl

PN13101  
Developing a fine-tuned knowledge of a resident's idiosyncrasies and preferences 
smooth patterns of hygiene, meals, sleeping, that sort of thing?‑‑‑Yes.

PN13102  
Being alert, indeed, to co-workers' emotional pressures, strengths and needs?‑‑‑Ye

PN13103  
Quickly picking up early warning signs of impending disturbances or an approach
working?‑‑‑That's right.

PN13104  
Observing, responding to, reporting even very slight changes in residents?‑‑‑That'

PN13105  
Adapting one's voice, tone, body language to knowledge of how it is that resident
best respond?‑‑‑Yes.

***        MARK WARWICK SEWELL                                                                                                     XXN MR HARTLEY

PN13106  
Indeed, dealing increasingly with residents from different language groups and en
that residents either within the same language group or between language groups a
interact?‑‑‑Yes.

PN13107  
Assessing the urgency and importance of simultaneous pause on the worker's
attention?‑‑‑Definitely.

PN13108  
Smoothly switching back and forth between work that is individualised to one par
resident and then work within a team?‑‑‑Yes.

PN13109  
Thank you for that.  Now, very briefly, at paragraphs 96 to 111 – and I should say 
an exhaustive list.  You could think of many other attributes that care workers and
would have which might fall into the category of characteristics or descriptors of t
that they perform which improve over time?‑‑‑Yes.

PN13110  
You'd agree?‑‑‑Yes.

PN13111  
I was going to ask you, at 96 to 111 you describe engagement with families and M
asked some questions, I won't cover that ground.  But it's been your experience, I 
that sometimes families can be rude to care workers and nurses?‑‑‑Yes.
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deal with or whether it's got to be escalated?‑‑‑That's right.

PN13114  
With the introduction of the 2019 standards and perhaps it's a matter of best practi
before, there's this concept of open disclosure with which I'm sure you'll be famili

PN13115  
Open disclosure requires a lot more initiating of contact from the facility, from nu
personal care workers to families.  Has that been the experience at Warrigal?‑‑‑Ye

***        MARK WARWICK SEWELL                                                                                                     XXN MR HARTLEY

PN13116  
Then the last issue I want to ask you about is at 123 of your statement, if you coul
there, Mr Sewell?‑‑‑Yes.

PN13117  
Here you're talking about home care and if you want to get the context it starts at 
123 you say:

PN13118  
Carers are not usually required or expected to make judgment calls –

PN13119  
dot dot dot –

PN13120  
unless it's an emergency situation such as calling an ambulance.

PN13121  
Do you see that?‑‑‑Yes.

PN13122  
You agreed with Mr Gibian, I think, that increasingly it's the case in home care be
demographic trends that residents will be frailer?‑‑‑That's true.

PN13123  
So the potential for emergency situations arising is greater now than it was, say, w
commenced with Warrigal?‑‑‑Yes.

PN13124  
Are there other emergency situations that you had in mind other than calling an am
which is the instance that you give there?‑‑‑Mostly that's the place to go, that is th
common assistance required.  Sometimes the resident or the customer in their own
will prefer a relative to be called.  The care worker may preference the organisatio
ambulance but the ambulance is the most common call if things are escalating.

PN13125  
It's also the case, I assume, that in Warrigal's experience there's been an increase in
number of consumers or home care residents with dementia or other cognitive
issues?‑‑‑Yes.

PN13126  
That can lead to unpredictable or challenging behaviours?‑‑‑Definitely
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That's more so the case now than it was, say, 20 years ago?‑‑‑Yes.

***        MARK WARWICK SEWELL                                                                                                     XXN MR HARTLEY

PN13129  
If you could just give me one moment, Mr Sewell.  That's the cross-examination f
ANMF if the Bench pleases.

PN13130  
JUSTICE ROSS:  Thank you, Mr Hartley.  Re-examination, Mr Ward?

PN13131  
MR WARD:  Thank you, your Honour, just a few questions if I can.

RE-EXAMINATION BY MR WARD                                                 [10.38 AM

PN13132  
MR WARD:  Mr Sewell, can I take you back about an hour and a half ago, Mr Gib
asking you questions about paragraph 39 and you gave some evidence about care 
making observations and reporting back to the registered nurse.  Do you remembe
that evidence?‑‑‑Yes.

PN13133  
I wonder if you could give some examples of what types of observations they mig
making that lead to them reporting back to the registered nurse?‑‑‑So they might n
someone is sadder and wanting to be on their own and not wanting to go to the din
for lunch or not wanting to do their usual activity.  They may notice that they look
dishevelled or have paler skin or have not sat up or woken up to the extent they us
would.  They may notice that they are agitated or aggressive or unable to walk car
calmly to their ensuite or their bathroom and back.  They may notice that they're s
things that they've not said before or would say normally.  So they're the kind of b
that they might report to the registered nurse.

PN13134  
Mr Gibian then took you to paragraph 124 dealing with medications and you were
about what a personal care worker who's medically competent might be observing
the resident had taken the medication and you used the phrase contraindication.  C
tell me what they might actually be practically observing which might lead them t
the registered nurse?‑‑‑So if a new medication has been prescribed by the pharmac
the doctor and packaged by the pharmacist, the care worker may realise when they
popping the tablets and giving them to the resident that there is an additional medi
if there's a side effect or a concern, if they're with them for the resident afterwards
may ask the RN, 'There's a new medication here.  What are the contraindications t
should be observing', or 'I noticed after this resident had this extra new medication
don't seem well.  Can you come and check this person to see if this new medicatio
with the other medications is causing some concern.'  So that's the kind of thing I 
referring to.

***        MARK WARWICK SEWELL                                                                                                          RXN MR WARD

PN13135  
When you say, 'Don't seem well', what are you referring to?‑‑‑Again, their skin mi
clammy, they might seem extra tired or unsteady on their feet.  They might be eith
than usual or speaking more than usual those kind of behaviours are sometimes in
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PN13137  
And then very lastly, Mr Hartley discussed with you when he referred to paragrap
93, your comments about attitude and maturity, he described a number of I think w
described as characteristics of people and you agreed with him on those characteri
your experience have those characteristics always been present in your
workforces?‑‑‑Amongst some people, yes.

PN13138  
Which people might they not have been?‑‑‑Not everyone has the interpersonal ma
innate personal to manage complex things or understand people or read those beha
signs.  Some people can manage busy workloads better than others or cope with s
better than others.  So over time with experience, some people actually use those a
to become very strong and exemplary aged care workers.

PN13139  
Thank you, Mr Sewell, for your evidence.

PN13140  
I have no further questions in re‑examination.  Might the witness be excused?

PN13141  
JUSTICE ROSS:  Thank you for your evidence, Mr Sewell, you're excused?‑‑‑Th
your Honour.

<THE WITNESS WITHDREW                                                          [10.43 AM]

PN13142  
JUSTICE ROSS:  And the next witness is Mr Smith.

PN13143  
THE ASSOCIATE:  Mr Smith, can you see and hear me?

PN13144  
MR SMITH:  I can.  Thank you.

PN13145  
THE ASSOCIATE:  Can you please say your full name and work address?

PN13146  
MR SMITH:  Craig John Smith, (address supplied).

***        MARK WARWICK SEWELL                                                                                                          RXN MR WARD

PN13147  
THE ASSOCIATE:  Thank you.  And now can you please repeat after me.

<CRAIG JOHN SMITH, AFFIRMED                                                [10.44 AM

EXAMINATION-IN-CHIEF BY MR WARD                                    [10.44 AM

PN13148  
JUSTICE ROSS:  Mr Ward?

PN13149  
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Thank you.  Mr Smith, can I ask you to state your full name and address again for
record?‑‑‑Work address?

PN13152  
I'm relaxed, it can be a work address or your residential address?‑‑‑All right.  Crai
Smith and work address is (address supplied).

PN13153  
And you've prepared a statement for these proceedings of 104 paragraphs dated 2 
2022?‑‑‑That's correct.

PN13154  
And you've got a copy of that statement with you, Mr Smith?‑‑‑I do.

PN13155  
And you've read that statement?‑‑‑I have.

PN13156  
And is it true and correct to the best of your knowledge and belief?‑‑‑Yes, it is.

PN13157  
For the Commission, Mr Smith's statement appears at tab 253 and in the digital co
that's 12759 to 12774.  There are seven annexures to Mr Smith's statement to be fo
12775 to 13232 and we rely on Mr Smith's statement.  Mr Smith is available now 
cross‑examination.

PN13158  
JUSTICE ROSS:  Thank you, Mr Ward.

PN13159  
Who's up first?

***        CRAIG JOHN SMITH                                                                                                                       XN MR WARD

PN13160  
MR HARTLEY:  It's me this time, your Honour.

PN13161  
JUSTICE ROSS:  All right.

CROSS-EXAMINATION BY MR HARTLEY                                  [10.46 AM

PN13162  
MR HARTLEY:  Mr Smith, my name is Jim Hartley.  I'm one of the barristers for 
ANMF.  Can you see and hear me all right?‑‑‑I can.  Thank you.

PN13163  
Great, thanks.  You've got a copy of your statement there with you, have you?‑‑‑I 

PN13164  
I'd like to ask you some questions about the 2019 Aged Care Quality Standards.  C
start by looking at paragraph 16?‑‑‑Yes.

PN13165  
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PN13167  
And can you have a look at paragraph 25?  I think what you're identifying there is
focus of the previous accreditation was on clinical care meeting particular standar
you see that?‑‑‑Yes, I do.

PN13168  
26 you refer to the 2019 Aged Care Quality Standards being introduced?‑‑‑Yes.

PN13169  
And at 28 you draw attention to the fact that the ACQS - if I call it the ACQS, tha
sense to you?‑‑‑Yes, it does.

PN13170  
Great.  So the ACQS adds a requirement for what you might call an individualised
consumer focus, is that a fair summary?‑‑‑That's correct.  Yes.

PN13171  
And you give an example at paragraph 29 of a care plan and you say that the cons
now involved in the development of that document, that that's an instance of the m
individualised approach to care?‑‑‑Yes.

***        CRAIG JOHN SMITH                                                                                                               XXN MR HARTLEY

PN13172  
And the approach that's now adopted by Warrigal is the registered nurse and the c
now set care plans together?‑‑‑Yes.

PN13173  
Is that so?‑‑‑That's correct.

PN13174  
Yes.  And you say at the end of 28 that that's required Warrigal to refocus its appro
production of the care plan?‑‑‑Yes.

PN13175  
And so that would also require Warrigal's registered nurses who are involved in th
production of a care plan to refocus their approach to the production of a care plan
that's correct.

PN13176  
And if you have a look at 31(b) across the board you say one of the results of the
implementation of the 2019 Standards is that ECWs and RNs now need to have im
communication skills to determine needs and goals, yes?‑‑‑Yes.  Yes.

PN13177  
And that's just one example but there might be many others of what you describe 
body of 31 namely a shift from a task based and regimented approach to care to co
having greater involvement?‑‑‑That's correct.

PN13178  
Are there other examples that come to mind beyond the three that you set out in
31?‑‑‑Beyond the care plans you mean?

PN13179
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And then you say care plans, and then (b) is improved communication skills and t
care being provided then in accordance with that care plan.  Are there other examp
come to mind of the effect on the provision of care that has been brought about as
of the introduction of the 2019 Aged Care Quality Standards?‑‑‑Well, off the top o
head, I'd need some time to think about that but I guess what I was trying to say th
that prior to this the care was determined by the staff and in accordance with the c
needs where now we are more focussed on asking them for their goals and workin
those goals.  So as a result of that, some of those goals might not necessarily be in
home.  It might be that they want to, you know, go out more.  They might want to
you know, and go to their child's wedding or something.  So I guess there's a lot m
just the care plans about having to have individual goal setting in those as well.

***        CRAIG JOHN SMITH                                                                                                               XXN MR HARTLEY

PN13182  
Yes.  And so it requires, I think in that answer you refer to first of all, understandin
those goals or preferences or aspirations are and that would be something that nur
personal care workers would be involved in, they would be understanding those n
goals, preferences, et cetera?‑‑‑Yes.

PN13183  
And then the delivery of the care in a way that actualises needs, goals, preferences
course as well is nurses and personal care workers?‑‑‑Correct.

PN13184  
And so other examples might be, for example, that nurses and personal care work
required to work in a manner that's more flexible, to account for preferences, need
behaviours, is that fair to say?‑‑‑Yes, absolutely.

PN13185  
They might be required to prioritise and reprioritise and reorder their work so as to
with needs, preferences, behaviours that might arise in the course of a day?‑‑‑Yes,
definitely.

PN13186  
So it's fair to say then that the introduction of the 2019 standards has resulted in th
and the nature of and the skilled involved in the work of providing personal care a
nursing care to the residents of Warrigal's facilities?‑‑‑Certainly to be more flexibl
the skill involved in delivering the actual duties would be similar, but there's diffe
in terms of being flexible, communication, time management, so those skills woul
different, yes.

PN13187  
So if I can take you to 32 and 33 of your statement, in light of this exchange that w
had, the point that you're making here is that at the highest level of abstraction, the
that's being performed is still nursing and care work, but the 2019 standards requir
performed in a different way, in a person-centred way?‑‑‑Correct.

PN13188  
Is that a fair summary of those paragraphs?‑‑‑Yes, it is.

PN13189  
Here, of course, you're just dealing with changes to the work, as a result of the 20
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***        CRAIG JOHN SMITH                                                                                                               XXN MR HARTLEY

PN13191  
Great.  Now, sorry to make you jump around, but could you come back to 41?‑‑‑Y

PN13192  
So here you start to talk about the National Aged Care Mandatory Quality Indicat
Program, I'm not sure that there's such a good acronym for that one?‑‑‑No, that's r

PN13193  
But the rest of the questions, until I tell you otherwise, will be about this?‑‑‑Sure.

PN13194  
So when you give evidence, at 45, for example, about what information gathering
people might have, you're speaking based on, first of all, of course, your experienc
Warrigal, is that right?‑‑‑Yes, that's right.

PN13195  
Then, secondly, your previous role, at the Illawarra Retirement Trust?‑‑‑Correct.

PN13196  
Beyond that, of course, other providers might have had different approaches to wh
information they collect?‑‑‑Yes, that's right.

PN13197  
Now, just in terms of what that reporting requires, you say or you list at 43 that IS
providers have to collect and report on the indicators that you set out there, do you
that?‑‑‑Yes.

PN13198  
I just want to drill down into that a little bit, if I can.  I assume that the process of 
and reporting on those indicators would involve, in the first place, nurses and pers
workers documenting, for example, a pressure injury or the use of a physical restr
fall?‑‑‑Correct.

PN13199  
That might be done in progress notes?‑‑‑That's right, or incident forms.

PN13200  
Or incident forms.  If it's the case that a personal care worker notices, for example
then there would be a report made also to a registered nurse?‑‑‑Correct.

PN13201  
Now, at some point those matters will go to what you call a compliance team, and
compliance team is responsible for then reporting it to whoever it is that needs to r
the report?‑‑‑Correct.

***        CRAIG JOHN SMITH                                                                                                               XXN MR HARTLEY

PN13202  
Now, at 48 you refer to the major impact of the NACM, et cetera, being that the cl
care team need to document and follow through and the sentence continues.  I cou
in your statement, a definition of clinical care team.  I assume that includes registe
nurses?‑‑‑Yes, that's correct.  So the clinical care team I refer to there is the clinica
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Thank you.  And you refer to, 'I need to follow through with actions to effect repo
incidents'.  Following through what may or may not be a reportable incident woul
things like conducting clinical investigations of the residents?‑‑‑Yes.  So for clarif
reportable incident is different from what I'm referring to here as the reporting of t
indicator.  So reportable incidents, I would refer to in my statement as those that c
under the definition of a SIRS, or what was previously (indistinct) and they have d
follow through actions to the indicators, which - in relation to - as an example, unp
weight loss, it might be they have to put them on supplements and monitor that.  S
the follow through on this is not necessarily a reportable but certainly something t
flagged through the indicators that indicating there is some clinical oversight requ
the home to follow through on.

PN13204  
Yes.  So the point that you're making is that reportable incidents - perhaps paragra
should have appeared under the next heading then, should it, the SIRS heading?  O
point that you're making is that you follow - - -?‑‑‑Yes, maybe it's the reportable in
that's the indicators that are under MedQuip(?), sorry.

PN13205  
Understood.  No, that's fine.  So in regard to the indicators, if there was a matter th
into an indicator category, such as an unplanned weight loss, then the clinical care
which involves the registered nurse or includes the registered nurse might then co
clinical investigations, in regard to that patient, with a view to understanding why
that weight loss?‑‑‑That's right.

PN13206  
A plan would be developed to deal with it, I assume?‑‑‑Correct.

PN13207  
That might involve updating the care plan for the resident?‑‑‑Correct.

PN13208  
And the delegation of tasks to deal with the situation to personal care workers?‑‑‑T
right.

PN13209  
Now you say also, in the same paragraph, 'Be able to provide evidence of this', is 
the taking of action to address the indicated event or reportable incident, or is 'this
something else?‑‑‑No, that's the same incident, yes.

***        CRAIG JOHN SMITH                                                                                                               XXN MR HARTLEY

PN13210  
So what is the kind of evidence that needs to be prepared, with a view to documen
taking of action?‑‑‑So if you use the unplanned weight loss as the example, the ev
would be to say, 'Okay, the care plan's been updated to say this is what we're going
doing in supplements', and then that would then be discussed with the team to say
we're going to be monitoring this within the next two weeks', so we follow throug
those.  So depending on which category it falls under, so pressure injuries, they m
onto psych charts, they might have wound dressing, they might involve a consulta
come in, from Smith & Nephew, our wound specialist, to come in.  So it would ba
individualising the support that's required there.
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There'll be the process of investigation, there'll be the process of setting down a pl
to be followed and then a process of documenting the following through of that
plan?‑‑‑Correct.

PN13213  
All of these steps involve the creation of documentation by the clinical care team,
the registered nurse?‑‑‑Yes, that's right.  That's right.  Yes, so they involve the clin
team in the home doing that, with support provided from our centralised complian
but the actual actions would be undertaken by the care team, in the home, correct.

PN13214  
And also based on information provided to them by the personal care workers?‑‑‑C

PN13215  
Now, moving on to the SIRS scheme, I assume that Warrigal trains personal care w
and nurses as to the requirement of the SIRS scheme?‑‑‑It's mandatory training.

PN13216  
So part of that training would be designed to ensure that nurses and personal care 
are astute to notice indications of any of the matters that you list at paragraph 52?‑

PN13217  
If a set of circumstances attracts their attention they would, presumably, make an 
judgment about whether it raises a concern of a relevant kind?‑‑‑Yes.

PN13218  
And you'd imagine that probably err on the side of caution?‑‑‑I would hope so, ye

PN13219  
It's the case, isn't it, the Warrigal Incident Management System requires the report
near misses as well as actual incidents?‑‑‑That's correct.

***        CRAIG JOHN SMITH                                                                                                               XXN MR HARTLEY

PN13220  
In the event that, for example, the personal care worker who happens upon this se
circumstances forms the view that it may well be reportable, then they take that in
to a registered nurse?‑‑‑That's one option.  We also have a incident support officer
works seven days a week that they could call for advice to see whether it needs to
escalated.  In general, they would refer it to the registered nurse, but if the register
is not available because they might be with someone at a particular time when the
get advice, we do have a centralised person that can give advice and also supports
logging of the reportable incident through the system.

PN13221  
Could you just give me the title of that centralised person again; I missed it?‑‑‑Th
is ISLO, so it's incident support liaison officer.

PN13222  
Is that person a registered nurse?‑‑‑No.

PN13223  
So what that person is doing, I suppose, is saying to the personal care worker, 'Yes
something that is of concern o sho ld report it to the registered n rse' or
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PN13224  
Yes, and very often as well, you would imagine, documented in some sort of a pro
note?‑‑‑Correct.

PN13225  
The registered nurse would then, assuming that set of circumstances comes to the 
person would then conduct an initial investigation of the circumstances that have b
brought to attention; is that right?‑‑‑Yes, depending on which one it is, you know, 
in terms of conducting an investigation, some of those, an unexpected death, you k
would involve liaising with the GP, the hospital, et cetera.  Stealing would have to
escalated to the manager of the home.  So, there's different categories in there that
require different escalation points.

PN13226  
Yes.  Let's assume it's, for example, neglect of a consumer?‑‑‑Sure.

PN13227  
That might involve speaking with care workers who were involved in the care of t
person?‑‑‑Correct.

***        CRAIG JOHN SMITH                                                                                                               XXN MR HARTLEY

PN13228  
Speaking with the resident himself or herself?‑‑‑Yes.

PN13229  
Performing possibly clinical tests, and then you would imagine - I'm sorry, you ag
that?‑‑‑Yes, sorry, yes, sorry.

PN13230  
That's fine.  Then, in responding to the set of circumstances, one might initiate rev
interventions in regard to the consumer?‑‑‑Correct.

PN13231  
Arrange medical officer follow-up, update the care plan as required?‑‑‑Yes, depen
what the neglect was, potentially, yes.

PN13232  
At some point, the registered nurse, having conducted this sort of initial investigat
would himself or herself form a view about whether the incident is a serious repor
incident and document that view?‑‑‑Correct.

PN13233  
After that, I assume it then goes to the centralised reporting team that you have?‑‑
would be reported through the centralised person that's been allocated to do that, s

PN13234  
That person, I assume then, sort of runs the ruler over the information that's been p
and decides whether it is reportable and, if so, how?‑‑‑Yes.

PN13235  
You say at paragraph 56 that there is an increased number of incidents that need to
documented.  Is that because the scope of SIRS is broader than previous reporting
methods? Yes it is
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categories have been broadened as well as the rationale or reasons for reporting w
categories.

PN13237  
To take neglect, we started from the proposition that the personal care workers are
to be astute to the types of things that might be reportable, so now it's the case tha
required to be astute to whether neglect might have occurred, whereas previously 
wasn't, at least, a reportable requirement?‑‑‑That's correct.

***        CRAIG JOHN SMITH                                                                                                               XXN MR HARTLEY

PN13238  
Tracking through what we have just done, I gather it's the case that there will be a
of incidents that might trigger the personal care worker's attention, but they quickl
no, this isn't reportable?  Is that right?‑‑‑I couldn't say, to be honest.  I'm only deal
those that are reported.  I couldn't see whether they see things and then decide not
it.  That's outside of my scope, sorry.

PN13239  
No, that's fine.  Are you aware of whether it's the case that registered nurses are pe
those sorts of initial investigations that we spoke about and they might decide that
isn't reportable?‑‑‑That's possible, yes.

PN13240  
When you say at paragraph 59 that there's one report per home per week, that figu
wouldn't capture the processes that are gone through that don't result in a report?‑‑
that's correct.

PN13241  
From 60 to 66 of your statement, you speak about some of the demographic chang
aged care and you say, at paragraph 61, that persons in aged care have higher need
frailer, and I think that's pretty uncontroversial in this proceeding, but that's the ex
at Warrigal?‑‑‑Yes.

PN13242  
When you say 'higher needs', you mean higher needs for clinical care, I assume?‑‑

PN13243  
But also higher needs for what we might call activities of daily living?‑‑‑Yes, I me
higher needs across all three of the domains: activities of daily living; behaviours 
complex care.

PN13244  
Yes, and an instance or a manifestation of that need for higher care is, as you say i
higher likelihood that two person assists will be required?‑‑‑Correct.

PN13245  
You refer in paragraph 64 to dementia; do you see that?‑‑‑Yes.

PN13246  
You don't expressly say, but I would imagine you'd agree that one of the manifesta
the change in the cohort of people entering aged care is that there's more dementia
there used to be?‑‑‑Yes.
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PN13249  
And wandering might lead to falls?‑‑‑Correct.

***        CRAIG JOHN SMITH                                                                                                               XXN MR HARTLEY

PN13250  
And all these types of things might lead to a need for further clinical care?‑‑‑Yes.

PN13251  
Dementia might, indeed, also lead to aggression or other problematic behaviours?

PN13252  
In the light of that, can I just take you back to paragraph 49.  You draw attention h
fact that one of the impacts of the NAC, et cetera, is that you now have to have a d
and not just a symptom in order to get a chemical restraint?‑‑‑Correct.

PN13253  
I assume that that means that that means that there will be a category of people in 
that have symptoms but don't have a diagnosis?‑‑‑That's correct.

PN13254  
Therefore there will be fewer residents than was previously the case in respect of 
chemical restraints are in use?‑‑‑That's correct.

PN13255  
That might create an increase in those kinds of difficulties such as wandering, fall
unexpected behaviours that you previously - - -?‑‑‑Yes, that could quite possibly b
case, yes.

PN13256  
Is that something that you have experienced in particular at Warrigal?‑‑‑Well, we 
have reduced the number of residents that are being restrained chemically.  In term
impact with falls, I couldn't say that, but certainly with wandering and aggressive
behaviours, that would be the case, but I couldn't categorically say that is the case
falls.

PN13257  
When you say you can't say in regard to falls, that's because you don't have the fig
hand?‑‑‑Correct, that's right.

PN13258  
I think it goes without saying, but just for clarity, behaviours of this kind, wanderi
aggression, this all enhances the complexity of the work for the nurses and person
workers?‑‑‑Yes.

PN13259  
And probably enhances the quantum of work in that if there are more wanderers th
more people to sort of track down and de-escalate and bring back to a safe situatio
that would be fair.

PN13260  
Mr Smith, could you just give me one moment?‑‑‑Sure.

*** CRAIG JOHN SMITH XXN MR HARTLEY
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PN13263  
MR GIBIAN:  Yes, there were just a small number of matters.

CROSS-EXAMINATION BY MR GIBIAN                                       [11.10 AM

PN13264  
Firstly, as I understand it, Warrigal - sorry, Mr Smith, you can see and hear me, ca
you?‑‑‑Yes, I can, thank you.

PN13265  
Sorry, my name is Mark Gibian, I'm appearing for the HSU, just for your informa
Sorry, as I understand it, Warrigal has a Care Quality Compliance Team?‑‑‑That's 

PN13266  
DO you have some responsibility with respect to that?‑‑‑So the manager of the Op
Quality and Compliance Team reports directly through to me.

PN13267  
Sorry, can you just repeat the title of the team?  I think I got it slightly wrong?‑‑‑S
the acronym is OQAC.  So it's Operational Quality and Compliance.

PN13268  
Look, I think Mr Sewell said something about this but how many people work in t
at the moment?‑‑‑So there's the manager, then we have registered nurses that go to
geographical locations, so there's one, two – we've got – we're recruiting at the mo
the substantive team there's been one, two, three, four registered nurses, a policy o
admin officer.  So four, five, six, seven staff.

PN13269  
I was going to ask you the composition but I think you've just answered that quest
They're mainly registered nurses allocated on a geographical basis with a policy a
admin officer, is that right?‑‑‑Correct, that's right, yes.

PN13270  
From paragraph 34 you refer to living longer, living better, being a reform introdu
2013.  How was that measure introduced?  Was that a statutory requirement?‑‑‑Ye

PN13271  
Part of that or a component of living longer, living better, you describe in paragrap
ageing in place?‑‑‑M'mm.

***        CRAIG JOHN SMITH                                                                                                                    XXN MR GIBIAN

PN13272  
You say in the second sentence at paragraph 37 that this meant that a consumer wo
more say, that is in where they were, that is where they were to reside?‑‑‑Correct, 

PN13273  
That is, the resident could, notwithstanding some change in their condition, choos
where they were?‑‑‑That's correct.  So previously if – I mean, in some cases we ha
consent and move somebody because the room that they may be in, for example, m
be able to accommodate a lifter if their needs change, but in general if their needs 
met in their current or in the past we would ask to move them to another home.  A
e ample o kno some of o r homes don't ha e dementia specific areas so if t
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Yes, so and by more say, as I understand it, you meant that the resident doesn't hav
necessarily complete veto if they can't safely be provided with care at the location
are?‑‑‑Correct, correct.

PN13275  
But to the extent possible you retain them in their current locations?‑‑‑Correct.  So
would be a point where if we cannot provide the care to meet those needs, we wou
to, you know, get independent medical advice as an example to say that we can't m
needs but I guess initially we will try everything we can to try and keep them in th
place.

PN13276  
The consequence of that, I take it, within Warrigal and presumably elsewhere as w
that you're more likely to have residents with a variety of different care needs in th
unit or community?‑‑‑That's correct.

PN13277  
Rather than what was more the case in the past, as I understand it, that the high ca
be concentrated in particular units with different staffing arrangements?‑‑‑That's c
So we would have homes where we would have an area that would be classed as t
care section and another section that would be classed as the low care section.  Th
model would be different in those areas;  the supervision, you know, with the clini
would be different.  So whereas now in homes, you know, such as one – it might b
beds, all those residents in those areas now pretty much have very similar needs a
they would have done in 2013.

***        CRAIG JOHN SMITH                                                                                                                    XXN MR GIBIAN

PN13278  
A consequence of that at least is that I take it you've had to train the care workers 
care workers have to deal with – all the care workers have to deal with and provid
residents with a range of care needs including right up to the highest level of care 
dementia patients and the like?‑‑‑Yes, correct.

PN13279  
Then the second thing I just want to ask you about was you say something about t
restraints and the limitations that have been – the reporting requirements at least in
the use of restraints arising from the National Aged Care Mandatory Quality Indic
Program?‑‑‑Yes.

PN13280  
Am I right in understanding that the broad intent, as you understand it, of that pro
far as restraints is concerned is to ensure that restraints of various natures are only
where it is necessary and justifiable to do so?‑‑‑That's correct, so minimal use of t
restraints.

PN13281  
Yes, only where absolutely necessary?‑‑‑Yes.

PN13282  
For presumably the safety of the resident or others?‑‑‑Correct.

PN13283  
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A consequence of that is have you seen a reduction in the use of restraints at
Warrigal?‑‑‑Definitely.

PN13285  
And - - -?‑‑‑Sorry, I guess, a reduction in physical and chemical restraints.  So the
types.  So bedrails, as an example, were considered a restraint so there would be v
minimal bedrails in use now, only where absolutely essential and signed off by the
that type of physical restraint has almost been eliminated.

PN13286  
That does produce – obviously it empowers the residents in certain respects becau
not restrained by the bed rail from getting out of bed on their own but it does prod
challenges to care workers in terms of monitoring residents who may be frail or co
but nonetheless be able to get out of bed themselves?‑‑‑Correct.

PN13287  
The last thing I just wanted to understand and this may be because I don't read gra
well, you discuss the demographics and changing care needs of residents from par
onwards in your statement under the heading, 'The Elderly'?‑‑‑Yes.

***        CRAIG JOHN SMITH                                                                                                                    XXN MR GIBIAN

PN13288  
Including at paragraph 64 you indicate that consumers are also staying for shorter
and you say that when you entered the industry the length of stay could be up to 1
and it's now generally less than two years.  Do you see that?‑‑‑Yes.

PN13289  
When you started in the industry or entered the industry, you're referring to 2007 o
that - - -?‑‑‑That's correct, yes.

PN13290  
- - - the time period we're talking about?  Then I think, as I understand it that matc
statistics but over the page - - -?‑‑‑Yes.

PN13291  
- - - at 64 you say:

PN13292  
The length of stay of consumers remained fairly steady over the last 10 years.

PN13293  
And that Warrigal's turnover of - - -?‑‑‑See, that's my mistake.  It's increased.  The
per cent turnover per year, so that's my error, sorry.

PN13294  
In terms of the length of stay, when it says it's remained fairly steady, I thought yo
previously saying it's reduced?‑‑‑So it's reduced because we're getting more come
latter stage but we've still got a number that were there previously that have been 
for five to six years, so what I'm saying is that – qualifying is that those that are co
now are staying shorter but we've still got a number of residents that have been wi
five or six years and ultimately once those residents depart the turnover with those
in, we'll see a significant change in those figures.
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But you still have some residents who entered at an earlier point in time who were
-?‑‑‑Correct.

PN13297  
- - - stage relatively well and with lower care needs?‑‑‑Correct.

PN13298  
Yes, I understand?‑‑‑My apologies.

PN13299  
Thank you, Mr Smith, that's the only additional matters I wish to raise.

***        CRAIG JOHN SMITH                                                                                                                    XXN MR GIBIAN

PN13300  
JUSTICE ROSS:  Thank you.  Mr Ward, re-examination?

PN13301  
MR WARD:  Thank you, your Honour.  Just a couple of questions for Mr Smith if

RE-EXAMINATION BY MR WARD                                                 [11.20 AM

PN13302  
MR WARD:  You were asked some questions by Mr Hartley about people with de
and you talked about people wandering and people having falls.  Do you remembe
evidence?‑‑‑Yes.

PN13303  
I think later on Mr Gibian asked you a question about people with dementia and y
referred to a secure dementia ward, do you remember that?‑‑‑Yes.

PN13304  
I wonder if you could explain what the role of the secure dementia ward is?‑‑‑Sure
secure – not all homes have secure dementia wards;  most do.  So some of the old
don't have a secure area.  So the secure dementia area is where there is a physical 
with the doors that the residents cannot leave that particular area.  So the area is a 
section in the home, it can be from anywhere in Warrigal.  Our smallest is probabl
11 beds up to 25 beds.  So the residents in those areas will not be able to leave tha
go to other sections of the home.

PN13305  
You were then asked some questions by Mr Gibian about removal of restraints and
gave an example of removing bedrails from a bed.  Do you remember that?‑‑‑Yes,

PN13306  
If you remove the bedrails from the bed, do you adopt any other strategies in term
looking after the resident?‑‑‑Yes, often the beds are changed so they're put on a lo
bed so the bed is a lot closer to the ground with a crash mat next to the bed so if th
does roll off they're only falling, you know, less than the size of a bed mattress on
next to the bed, so rather than having the rails in place, a lot of the residents now h
beds a lot closer to the ground for their safety.

PN13307  
Just two more questions if I can You were asked question a few questions by Mr
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Can you tell me, who actually makes the decision and actions the SIRS notificatio
that's a very good question.  It depends what day it is, to be honest, because the m
the home who is generally there Monday to Friday, it will be escalated to them an
would often talk to myself.  So there's two different categories.  There's a priority 
priority 2.  Priority 1 needs to be reported within 24 hours and a priority 2 you've 
days to report it.  So the priority 1s there's a degree of urgency, so that would be e
to the manager or the registered nurse who's in charge of the home at the time.  An
things like abuse then clearly there's investigations that need to be done, staff may
involved in that and need to be stood down while the investigation happens.  So th
things would be escalated to myself but in terms of the actual reporting of the inci
done by the central incident reporting officer after it's been referred to them by the
registered nurse or manager in charge.

PN13309  
Thank you and just, lastly, you were asked again by Mr Hartley about incident rep
and you talked about incident reporting and you also talked about near miss repor
you remember that?‑‑‑Yes.

PN13310  
Did you do incident reporting and near miss reporting before SIRS?‑‑‑We did.  So
recorded near misses but not to the same extent that we would now, particularly w
residents in the dementia area, so that's probably a higher focus but, yes, in terms 
internal reporting that was always something we looked at.  So there were separat
that we kept, so prior to SIRS they were kept in a discretion not to report register, 
would review those, yes.

PN13311  
Who in the organisation would be reviewing those?‑‑‑The compliance team and m

PN13312  
No further questions in re-examination.  Might Mr Smith be excused?

PN13313  
JUSTICE ROSS:  Yes, thank you for your evidence, Mr Smith, you're excused?‑‑‑
you very much.

<THE WITNESS WITHDREW                                                          [11.24 AM]

PN13314  
JUSTICE ROSS:  The next witness is Ms Brown.

PN13315  
THE ASSOCIATE:  Ms Brown, can you see and hear me?

PN13316  
MS BROWN:  I can, yes.  Can you hear me?

PN13317  
THE ASSOCIATE:  Yes, thank you.  Can you please say your full name and work

***        CRAIG JOHN SMITH                                                                                                                    RXN MR WARD

PN13318  
MS BROWN: Yes Emma Bro n from 2 Kline Street Albion Park Rail
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EXAMINATION-IN-CHIEF BY MR WARD                                    [11.25 AM]

PN13320  
JUSTICE ROSS:  Mr Ward.

PN13321  
MR WARD:  Thank you, your Honour.

PN13322  
Ms Brown, it's Nigel Ward.  We haven't met.  I think you've met Ms Lombardelli w
sitting next to me.  I wonder if you could state your full name and address again fo
record?‑‑‑Yes, Emma Brown from 2 Kline Street, Albion Park Rail.

PN13323  
Thank you and you've prepared a statement for these proceedings of 83 paragraph
March 2022?‑‑‑That's correct.

PN13324  
Do you have a copy of that statement with you?‑‑‑I do.

PN13325  
Have you read that statement?‑‑‑Yes, I have.

PN13326  
Is it true and correct to the best of your knowledge and belief?‑‑‑Yes, it is.

PN13327  
Thank you.  For the Commission's benefit, Ms Brown's statement appears at tab 2
the digital court book it can be found at 12,619 to 12,634.  There are 12 annexures
found in the digital court book at 12,635 to 12,758 and we rely on that statement. 
Brown is available for cross-examination.  Ms Brown, one of the barristers for the
going to ask you some questions?‑‑‑Thank you.

CROSS-EXAMINATION BY MR MCKENNA                                [11.27 AM]

PN13328  
MR McKENNA:  Ms Brown, my name is Jim McKenna, I'm the barrister appeari
behalf of the ANMF.  Do you have a copy of your witness statement in front of yo
yes.

***        EMMA BROWN                                                                                                                                XN MR WARD

***        EMMA BROWN                                                                                                                       XXN MR MCKENNA

PN13329  
Can I start by asking some questions about care plans.  I understand from your evi
that you say a care plan is a regulatory requirement?‑‑‑Yes.

PN13330  
At Warrigal it's essential in the way that care is delivered to residents within the
facilities?‑‑‑Yes.

PN13331  
Do care plans also have a significant role in home care as well?‑‑‑It does but that's
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documentation system does give the ability for us to enter data prior to someone e
the care home and it stores it there so once a resident walks through the doors on t
day that becomes active for information to be there present for staff to say.  On tha
day, though, the resident is assessed and the initial assessment and care plan is a d
within the electronic system which is completed within that first 24 hours to direc
for the rest of the care team.

PN13333  
I presume that on some occasions the admission of a new resident occurs in an ord
where there is an opportunity to meet and have discussions before that admission?
that's correct.  Yes, sometimes it can happen that way.

PN13334  
Sometimes it might occur in somewhat of a crisis situation where someone is bein
admitted directly from hospital, being too ill to return home?‑‑‑Yes, that's right.

PN13335  
I understand that the quality of the information that you get handed over from a ho
vary?‑‑‑It can vary, yes, that's correct.

PN13336  
In terms of the development of a more comprehensive plan, it's a registered nurse 
ultimately responsible for that plan?‑‑‑Yes, that's correct.

PN13337  
The care plan that's developed will identify all the health conditions of the residen
care needs?‑‑‑Yes, that's correct.

***        EMMA BROWN                                                                                                                       XXN MR MCKENNA

PN13338  
The plan will set out how health conditions are to be managed and how those need
be met?‑‑‑Yes, in conjunction with the choices and preferences of the resident them

PN13339  
Yes and at Warrigal I understand you say that those care plans are reviewed every
months by the registered nurse?‑‑‑At a minimum.  If there was changes to a reside
condition or their choices and preferences there's certainly - the expectation would
we would update it within the three months.

PN13340  
And those updates might come from, as you say, changed preferences from the res
themselves?‑‑‑Yes, that's correct.  Yes.

PN13341  
They might also come from observations made by care staff?‑‑‑Observations mad
staff that's escalated to the registered nurse to do further assessment which then, y
ultimately change the care plan.

PN13342  
I understand that you would have an expectation care workers, AINs, PCWs woul
closely observing residents and then reporting through to the registered nurse anyt
might affect the contents of a care plan?‑‑‑Yes, that's right.  The care staff know th

id t ll th if th i h d th t h i th
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PN13344  
And returning to what we were discussing earlier, if there are things - well, I'll wit
that.  The care worker will need to make decisions about what does and does not n
escalated to the registered nurse?‑‑‑The care staff are - they would identify when t
change or if they read a resident's care plan and they thought that that wasn't actua
case, and then they would escalate that to the registered nurse to have further discu

PN13345  
I understand from your evidence you say that the care worker operates within esta
guidelines as to what to document and what to escalate to the registered nurse?‑‑‑T
right.  Warrigal has a suite of policies and procedures that covers all different vari
things in relation to care, so once again that's also a reference point in the guidanc
staff.

PN13346  
One of those policy documents, I understand, is that which you exhibit at EB10:

PN13347  
The care staff companion to inform RN on duty, on-call, if any of those symptom
identified'.

***        EMMA BROWN                                                                                                                       XXN MR MCKENNA

PN13348  
Do you have that?‑‑‑Yes.

PN13349  
It's EB10.  You've already - that's very quick?‑‑‑Yes, I've got it all laid out beside m

PN13350  
Terrific?‑‑‑Yes, thanks.

PN13351  
So this is something that you would expect a care worker to be using to determine
appropriate to escalate a matter?‑‑‑That's right.  It's the stop and watch tool that's w
used.  And it is just to give direction to the care staff that they don't always need to
understand exactly what is happening to that resident, but it demonstrates that if th
any of those then that is the time to escalate to the registered nurse, so then the cli
can do further review and investigation.

PN13352  
So, this is an example of the established guidelines that you identified in your
evidence?‑‑‑Yes, that's correct.

PN13353  
In turning to it, so stop and watch, being an acronym 'S', so 'symptom seems differ
usual self', so you would expect a care worker to, firstly have knowledge of the re
set a baseline?‑‑‑Yes, that's right, or if they're new, reference to the care plan, or if
working with someone that knows the resident better, well, then obviously the new
member would also talk to their colleagues.

PN13354  
So, to determine whether they seem different to their usual self they'd have that ba

d th ld k t b d th i i t ti ith th
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It's not an objective measure though, is it; you'd accept that?‑‑‑What do you mean

PN13356  
Well, it's not like - we've heard some other evidence in this proceeding about bloo
and traffic light signals, and that sort of thing.  It's not, here is a range, if you're ou
range, you must escalate?‑‑‑No.  Yes.  Yes.  No, it's not that, it's just coming in, th
doesn't seem their usual self, and they escalate it.  It may be nothing, but it may be
something, and they rely on the clinical team to do further review on that.

***        EMMA BROWN                                                                                                                       XXN MR MCKENNA

PN13357  
In your role you're relying upon the skills of observations of the AINs to identify t
first place?‑‑‑Yes, I'm relying on them as being part of the team to, yes, report up a
that's unusual.

PN13358  
You're relying on their skills to make that assessment about whether it's something
warrants referral?‑‑‑Yes.

PN13359  
Could I ask you to turn to paragraph 16 of your statement?‑‑‑Yes.

PN13360  
And you there set out the five types of restrictive practices?‑‑‑Hang on, I won't be
minute.  What page was that, sorry?

PN13361  
Sorry, page 4 of your statement?‑‑‑I went too far.  Yes, I've got it in front of me, th

PN13362  
As I understand your evidence, as a result of the quality of care principles being u
there are changes to the requirements with respect to the use of restrictive practice
that's correct.  Yes.

PN13363  
You identify the five types of restrictive practices.  Can we start first with chemica
restraint?‑‑‑Yes.

PN13364  
As I understand chemical restraint is the use of psychotropic medications for
example?‑‑‑That's correct, yes.

PN13365  
And I also understand that even before these recent changes there's been a signific
reduction of the use of psychotropic medications, and particularly following the in
report of the Royal Commission?‑‑‑Yes, that's always our intention to decrease.  Y

PN13366  
Previously, and still now, psychotropic medications are used in the management o
social and dangerous behaviours by residents?‑‑‑It's only one of our interventions.
can use it, but it's certainly only one of the things that we use.

PN13367
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PN13368  
But, as I understand it, that there has been a change.  So, previously when you mig
used a chemical restraint you're ‑ ‑ ‑?‑‑‑Yes.

PN13369  
‑ ‑ ‑now not?‑‑‑Yes, that's correct.  Yes.

PN13370  
And in those circumstances, other measures will need to be taken to manage those
underlying anti-social or dangerous behaviours?‑‑‑Yes, things such as diversional 
and - yes.

PN13371  
And to take diversional therapy as an example, that's going to require a care work
apply certain skills to de-escalate situations?‑‑‑Yes, and which is also documented
would be in residents' behaviour support plan to give that direction as well.

PN13372  
Then turning to environmental restraints ‑ ‑ ‑?‑‑‑Yes.

PN13373  
‑ ‑ ‑can you provide me an example of an environmental restraint?‑‑‑It would be o
residents and customers that live in our secure areas, so, some people call them th
dementia support units, memory support units.

PN13374  
So, essentially the locked doors?‑‑‑Yes, that's correct.  Yes.

PN13375  
And have there been changes to that following the 2021 changes to the quality of 
principles?‑‑‑I'm (indistinct) to minimise the use of those support areas, so we allo
to move freely within the building.  Within the homes that I work in and support, w
certainly still have those secure areas for the safety of some of those residents.

PN13376  
I presume if further changes were introduced there, if there was a departure from t
secure memory support units ‑ ‑ ‑

PN13377  
MR WARD:  Well, I object to the question.  He's asking the witness to answer a
hypothetical question.

PN13378  
MR McKENNA:  Well, I think it's a hypothetical question that the witness is well
positioned to answer.

PN13379  
MR WARD:  I press the objection.

***        EMMA BROWN                                                                                                                       XXN MR MCKENNA

PN13380  
JUSTICE ROSS:  Do you want to re-put the question, Mr McKenna?
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there would have to be further discussions on other interventions that would be pu
to keep people safe.

PN13383  
So, there would need to be - well, can you give an example of what a further inter
might look like?‑‑‑There's certainly other inventions, such as GPS tracking.  I gue
haven't had to - I don't really want to comment any further because I haven't had t
into that scenario as yet.

PN13384  
Then in terms of mechanical restraints, we have heard some discussions in eviden
bed rails being a pretty classic mechanical restraint?‑‑‑Yes, that's correct.

PN13385  
Has there been a reduction of the use of bed rails at Warrigal?‑‑‑Yes, there certain
across all our homes a reduction in the use of bed rails.  We still have some reside
choose to have bed rails, which we would then have in depth discussions so they u
the risk in the use of those.

PN13386  
When you say 'the risk in the use of the bed rail', do you mean the risk - I'm sorry,
explain what you mean by that?‑‑‑Yes, certainly.  Well, there's always a risk when
something on the side of a bed that can cause injury to a resident, so the person us
bed rails needs to understand that there can be times when they could end up with
and things like that if they bump their legs on the bed rails.

PN13387  
Yes, of course, but you would also accept that the use of bed rails can prevent fall 
and so on?‑‑‑We have other interventions that we can use for a risk of falling.  I gu
need to do an assessment of why someone's rolling out of bed.  The person may b
they may be uncomfortable.  We also use other things such as low beds with floor
beside them so the person, if they did happen to roll out of bed, then they fall onto
mat, which isn't very far away, not much for the person to drop.

***        EMMA BROWN                                                                                                                       XXN MR MCKENNA

PN13388  
You mentioned performing an assessment of why a resident might be rolling out o
presume that that would be undertaken by a registered nurse, perhaps supported by
care workers?‑‑‑Yes, certainly a registered nurse would be ultimately doing that as

PN13389  
We probably don't need to go into them, but you also refer to physical restraints, th
essentially being touching, pushing, pulling residents?‑‑‑Yes, that's right, yes, hold
people intentionally down.

PN13390  
And then seclusion, essentially isolating a resident in their room?‑‑‑That's right.

PN13391  
As a consequence of the changes with respect to restrictive practices, you identify
documentation and assessments are now required by a registered nurse?‑‑‑That's c
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In your evidence, you also address changes to the Aged Care Quality Standards?‑‑

PN13394  
This is something that you refer to, I think, a 'roadshow' of training?‑‑‑Yes, that's r

PN13395  
That's something that you undertook?‑‑‑Yes, that's correct, yes, went around to all
and spoke to the care staff on the floor.

PN13396  
In doing that, you explained the changes to them?‑‑‑That's right.  It was an opport
us to have a discussion of the standards and how it applies to our everyday practic

PN13397  
I presume you went the next step and said, 'And here are some of the ways that yo
change your work practices to help meet the standards'?‑‑‑That's correct, yes, and 

PN13398  
Arising out of that, you also discuss 'Dignity of Risk' at paragraph 27 of your
statement?‑‑‑Yes.

***        EMMA BROWN                                                                                                                       XXN MR MCKENNA

PN13399  
Forgive me for being a lawyer, but you use there a capital D and a capital R.  Is it 
that Dignity of Risk is a particular sort of defined concept in your area of work?‑‑
that's right.

PN13400  
Can I offer this to you as a definition.  Is it referring to the concept of affording a p
right or dignity to take reasonable risks?‑‑‑Yes, that's correct.

PN13401  
You give an example of a resident who might choose thin fluids, which a staff me
would then provide as required?‑‑‑Yes, that's right.

PN13402  
As I understand, the risk there is that the resident may choke and aspirate on some
fluid?  That's essentially the risk; yes?‑‑‑Yes, that's correct, yes.

PN13403  
That then could lead to something like pneumonia?‑‑‑Yes.

PN13404  
And the deterioration of the resident's condition?‑‑‑Yes, that's correct.

PN13405  
It is something that could ultimately lead to the death of that resident?‑‑‑Yes.

PN13406  
Risks like that would need to be identified in care plans and signed off by a registe
nurse?‑‑‑That's correct.

PN13407
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PN13408  
Can I take it that, as a custodian of the care plan, it's going to be the registered nur
end of the day on whose shoulder the decision rests?‑‑‑No, I wouldn't say that bec
there's a consultation.  Ultimately the registered nurse oversees the care plan whic
directing the care, but the dignity of risk, we have a form itself that sits separate an
would reference to and on that form, we have signatures of the resident as well.

***        EMMA BROWN                                                                                                                       XXN MR MCKENNA

PN13409  
I'm sorry, you're not suggesting there's anyone else in the facility, aside from the r
nurse, who is ultimately responsible for making that decision?‑‑‑It is not the regist
nurse ultimately making that decision that that person can take a risk.  Is that what
mean, sorry?

PN13410  
As I understand it, the whole concept of dignity of risk is where a resident wants t
risk?‑‑‑Yes.

PN13411  
And the process to give effect to that will be approved where an assessment is ma
is reasonable?‑‑‑Yes.

PN13412  
What I'm putting to you is that, at the end of the day, it's the registered nurse who 
to determine whether or not that risk is reasonable?‑‑‑Yes, I think my personal opi
dignity of risk is a tricky one and, yes, if it's sits in the care plan, ultimately overse
registered nurse.

PN13413  
So, if it makes its way into the care plan - - -?‑‑‑Yes.

PN13414  
- - - it will have been signed off on by the registered nurse?‑‑‑That's correct, yes.

PN13415  
You say it's tricky.  I presume it becomes even trickier when families might have a
view to the resident about whether the risk is reasonable?‑‑‑That's correct, but whe
talking about families, we need to make sure that we have not just any family mem
obviously we speak with family members, but to make informed decisions on beh
their loved ones, well then they need to have the right power to do so.

PN13416  
In your experience, have you come across families being involved in these
discussions?‑‑‑Yes, to support their loved ones, yes.

PN13417  
Sometimes, perhaps, presenting a different view to their loved ones?‑‑‑Yes, that is

PN13418  
To return to your example, if - no, I withdraw that.  I understand that once a proce
this, that is the use of thin fluids despite a speech pathologist recommending thick
fluids, something like that, if a care worker or an AIN is administering the thin flu

ld b t th t i ith th i t d h th i th i i i
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And you would absolutely expect them to do that?‑‑‑If they were concerned with 
yes.

PN13420  
In your statement at paragraph 44, you deal with what you identify as being some 
changes that you have seen over the last 10 years, a shifting profile of consumers 
care.  Do you have that?‑‑‑Yes, I do.

PN13421  
I won't take you through all that.  I did just want to ask you about (d), what you've
identified as an increase in consumers who need palliative care?‑‑‑Yes.

PN13422  
Does that arise in part from residents having what you refer to there as shorter stay
that's right.  People are staying at home longer so coming in - and being supported
family and friends at home, and coming in at a later stage in life.

PN13423  
Is it also the case that – I withdraw that.  Have you observed an increase in the num
residents who, through their advanced care plan have specified they wish to receiv
palliative care within the facility?‑‑‑That's correct, yes.

PN13424  
I understand from your evidence that Warrigal engages the service of external pall
care providers?‑‑‑Yes in the majority of their homes;  not all but, yes, the majority
homes.

PN13425  
I presume that that's a decision that's been made at a high level?‑‑‑That's correct.

PN13426  
That's because palliative care involves specialised skill?‑‑‑Yes.

PN13427  
It is intense and demanding work?‑‑‑The assessment, yes.

PN13428  
Both the assessment and, I'd suggest to you, the delivery of the care?‑‑‑Yes.

PN13429  
As I understand, what the external palliative care provider does is perform that ini
assessment and put in place a care program for the palliative care, is that right?‑‑‑Y
right.  They come in and work alongside our registered nurses and management te
assess the resident.  They can also help facilitate case conferencing with the reside
their loved ones as well, and then make recommendations to the medical officers o
residents.

PN13430  
Am I correct in that that is essentially the assessment stage?‑‑‑Yes, that's correct.

***        EMMA BROWN                                                                                                                       XXN MR MCKENNA

PN13431  
Then it falls to the facility's regular staff to deliver that care? Yes that's correct
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PN13433  
At a practical day-to-day level they are making decisions about how to make thos
more comfortable?‑‑‑In conjunction with the registered nurses, yes, they help turn
and attending to personal care whilst those people are palliating.

PN13434  
As a natural consequence of there being more residents in palliative care, you'd ac
that type of work has and is increasing for care workers?‑‑‑As an overall, yes.  It c
as you could understand, at any given time within our homes.

PN13435  
You address in your evidence from paragraph 51 and following, mechanical aids. 
have that?‑‑‑Yes, I do, yes.

PN13436  
Is it correct that most mechanical aids will require two staff to operate them?‑‑‑Ye
correct.

PN13437  
You would accept that for rostering reasons or because staff are tied up doing othe
it's not always the case that two staff members will be available to operate a mech
aid?‑‑‑It may mean that they have to rely on staff in other areas of the home to com
assist them.

PN13438  
Do you provide training for staff in other areas of the home in using mechanical
aids?‑‑‑Yes, all staff across a home would, yes, have the same training in manual h

PN13439  
I presume that from time to time some of the mechanical aids can break and be ou
commission?‑‑‑Yes, that's correct.

PN13440  
You say at 52(b) that staff do not undertake work that requires the use of a mechan
without one.  Should I understand your evidence to be that staff are directed not to
undertake work that requires the use of a mechanical aid without one?‑‑‑Yes, that'
That would be in the training as well as backed up with our policies.  So there - - -

***        EMMA BROWN                                                                                                                       XXN MR MCKENNA

PN13441  
The - - -?‑‑‑Sorry, sorry.

PN13442  
No, no, after you?‑‑‑There would certainly be more than one of the mechanical aid
one had broken in a certain area of the home, well, then staff could certainly use a
one from another area.

PN13443  
But in terms of your statement about staff not undertaking that work without a me
aid, I presume that that's not something that you directly observe?‑‑‑I don't observ
no, doing manual handling without the correct equipment.

PN13444
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PN13446  
If a staff member found themselves in a situation, for example, with a resident wh
toileting but there either was a mechanical aid available or there was not another s
member to assist them, they would be faced with a – well, that staff member woul
make a decision about whether they deferred the toileting or perhaps went ahead a
assisted the resident with their toileting regime either without the aid or using it by
themselves?‑‑‑I would expect the care staff member to escalate that situation beca
would be against a resident's desire to go to the toilet, number one, and secondly i
be not having the ability to follow the care plan.  So in any circumstance like that 
be for the care staff member to escalate that up the chain to the registered nurse, s
they would have assistance.  But even as a registered nurse I certainly wouldn't be
always other options for someone to go to the toilet.  It may not be ideal but certai
and we can assist people within someone's own bed to go to the toilet.

PN13447  
You give evidence about medication, and you refer to the fact that you're the chair
medication advisory committee at Warrigal.  That's correct?‑‑‑Yes, that's correct.

PN13448  
I presume that through that role you would have a little awareness of changes in m
levels within Warrigal?‑‑‑To a certain degree.

PN13449  
As a general proposition is it the case that there are more residents on more medic
now?‑‑‑I don't – I can't answer that, I'm sorry.

***        EMMA BROWN                                                                                                                       XXN MR MCKENNA

PN13450  
You accept that the involvement in administering or distributing medication involv
significant responsibilities be it Schedule 4 or Schedule 8 drugs?‑‑‑Yes.

PN13451  
You give evidence of a process at Warrigal which you describe as being standard a
industry.  You've earlier said that your expertise is within residential, not home car
the case that you understand that it's the same process followed in home care?‑‑‑N
comment to home care.

PN13452  
Within the medication management procedure and it's at EB11 - - -?‑‑‑Yes.

PN13453  
- - - is this a policy that would be used by, for example, medication-competent AIN
workers?‑‑‑Yes, that's correct.

PN13454  
The policy statement there at the top of the page identifies that:

PN13455  
The medication management system in place together with appropriate staff tra
designed to ensure –

PN13456  
d it th t t I thi k i ht i ht th ? Y
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Sure, by all means, if you'd like?‑‑‑Yes, you're right, it doesn't repeat those words.

PN13459  
Is it the case that an enrolled nurse or a registered nurse would apply those aged ri
more direct manner?‑‑‑Yes, that's correct.

PN13460  
It is, of course, essential that all residents receive the right drugs at the right time i
accordance with the aged rights?‑‑‑Yes.

PN13461  
I understand that there are significant consequences for residents if medication err
made?‑‑‑There can be, yes.

PN13462  
Could indeed be fatal?‑‑‑Yes, worst case scenario.  Yes.

***        EMMA BROWN                                                                                                                       XXN MR MCKENNA

PN13463  
There are, and would be, consequences for registered nurses and enrolled nurses f
medication errors?‑‑‑Yes, that's correct.

PN13464  
And that could involve investigation by AHPRA?‑‑‑Yes, that's correct.

PN13465  
Although care workers, AINS, PCWs aren't subject to professional registration yo
that there would be significant consequences for them if they made medication err
well?‑‑‑Yes, that's correct, internally we'd certainly do an investigation and, yes, f
through on that.

PN13466  
This tribunal has heard some evidence from care workers describing their emotion
distress at making medication errors.  Is that something you've come across?‑‑‑Ye
certainly across all levels of staff.

PN13467  
At paragraph 80 of your statement, again, you identify observations that you've m
the past 10 years since your commencement at Warrigal, and this is with respect to
engagement with family responsible persons?‑‑‑Yes.

PN13468  
I take it from this that you have directly observed increases in the level of engagem
family or consumers in relation to residents at Warrigal?‑‑‑Yes, that's correct.

PN13469  
You say an increase in the questions being asked.  Is, that, what, both number of q
and complexity of questions?‑‑‑Yes, both.  Yes.

PN13470  
You refer there to the introduction of open disclosure requirements, discussing wit
receiving care, their family, when something goes wrong?‑‑‑Yes.
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PN13472  
Is it the case that family members, responsible persons can at times become quite 
with the facility?‑‑‑Yes.

PN13473  
Sometimes that frustration can manifest in abuse towards staff members?‑‑‑It can,

***        EMMA BROWN                                                                                                                       XXN MR MCKENNA

PN13474  
Paragraph 78, you there set out what you identify as three separate circumstances 
family of a consumer may come into contact with staff at Warrigal.  Do you have
that?‑‑‑Yes, I do.

PN13475  
You draw a distinction in subparagraphs (b) and (c) between incidental engageme
formal engagement; that's right?‑‑‑Yes, that's right.

PN13476  
And with respect to incidental engagements, you identify staff members giving up
within their scope of practice?‑‑‑That's correct.

PN13477  
I presume it would be quite common for family members to speak directly with pe
care workers about what's happening with their loved one?‑‑‑Yes, that's right.

PN13478  
I anticipate that the person within the facility, who the family would come into con
most, might well be that personal care worker, assistant in nursing?‑‑‑Yes.

PN13479  
And indeed the resident themselves in discussions with the family might mention 
worker more than any other person within the facility?‑‑‑Yes.

PN13480  
So, family members may indeed deliberately seek out a care worker to ask questio
the wellbeing of their family member?‑‑‑Yes, that's right.

PN13481  
I presume you would accept that family members neither understand nor respect t
of work that may apply from one worker to the next?‑‑‑No, I think family member
certainly build up a rapport with the care workers that on what I have witnessed an
conversations I've had with family they certainly have an understanding of the dif
levels of staff.

PN13482  
Some do, some don't?‑‑‑Yes.

PN13483  
At the beginning of your statement, at paragraph 5, you identify previous experien
you have in acute healthcare in Australia and the community in aged care industry
United Kingdom.  Do you see that?‑‑‑Yes, I do.

PN13484
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Who you are, and your experience with respect to working in aged care as well?‑‑
certainly.  Yes.

PN13486  
So, is it the case that your work in the acute healthcare in Australia has provided y
that you utilise working in aged care?‑‑‑Not so much - I guess that was when I firs
uni, so it cemented all my learnings through my Bachelor of Nursing, and then I h
experience over in the UK in the aged care industry, and which now I still draw on
experience.

PN13487  
You draw on that experience obviously in your day-to-day work now in aged care
that's correct.

PN13488  
Thank you, your Honour, no further cross-examination for the ANMF.

PN13489  
JUSTICE ROSS:  Thank you.  Mr Gibian.

PN13490  
MR GIBIAN:  I have no further cross-examination for this witness.

PN13491  
JUSTICE ROSS:  Thank you.  Mr Ward, re-examination?

RE-EXAMINATION BY MR WARD                                                 [12.08 PM]

PN13492  
MR WARD:  Thank you, your Honour, just if I can a couple of questions.

PN13493  
Ms Brown, earlier you gave some evidence about residents palliating, do you rem
that?‑‑‑Yes.

PN13494  
Could you explain what work activities a care worker might do when that's
occurring?‑‑‑Yes, certainly.  They would be attending to the personal care of wash
drying, doing continence care, mouth care, and supporting the resident whilst they
palliating, generally in bed or in some type of comfortable chair.

PN13495  
I think earlier on in Mr McKenna's questions you talked about a road show.  Do y
remember talking about your road show?‑‑‑Yes.

PN13496  
He asked you a question about whether or not, as a consequence of the change in t
care standards, people had to change their work practices to meet the standards, an
said 'Yes'.  Do you recall that?‑‑‑Yes.

***        EMMA BROWN                                                                                                                             RXN MR WARD

PN13497  
I wonder if you could give me some examples of what you meant by change in th
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PN13498  
Could you give an example of what a choice might be that might impact work?‑‑‑
certainly.  The choice - and I put it in my statement, something as simple as when 
choose to have their showers and their morning routine may be different to when w
very task orientated and literally start in room 1 and move our way around an area
home.

PN13499  
And just lastly, you were asked some questions about dignity and risk.  Do you re
discussions?‑‑‑Yes.

PN13500  
I think there was an example given about somebody electing to have fluids thinne
speech pathologist might recommend.  Do you remember that evidence?‑‑‑Yes.

PN13501  
I think Mr McKenna put to you that the person care worker might raise a concern 
risk with the RN.  Do you recall that?‑‑‑Yes.

PN13502  
What is it that the personal care worker would actually be observing in that
circumstance?‑‑‑They may see that resident have a drink of the thin fluids and star
coughing, which is something which isn't usual when people do have a drink, and
ultimately they would be concerned that there was something wrong and escalate 
registered nurse for further discussion.

PN13503  
Thank you, Ms Brown.  No further re-examination, your Honour, might the witne
excused?

PN13504  
JUSTICE ROSS:  Yes, thank you for your evidence, Ms Brown, you are excused?
very much.

<THE WITNESS WITHDREW                                                           [12.11 PM

PN13505  
JUSTICE ROSS:  I think the next witness is Ms Cudmore?

***        EMMA BROWN                                                                                                                             RXN MR WARD

PN13506  
MR WARD:  Your Honour, I think she was on, but she jumped off.  I thinks she's 
back on now.  Your Honour, we have asked her to come back on.  She might just b
moment.

PN13507  
JUSTICE ROSS:  That's fine.

PN13508  
MR WARD:  Ms Cudmore, could you put your screen on.

PN13509  
MS CUDMORE: Good afternoon
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PN13512  
THE ASSOCIATE:  Great, thank you.  Can you please say your full name and wo
address.

PN13513  
MS CUDMORE:  Susan Cudmore is my full name, 2/59 Buckingham Street, Surr

<SUSAN CUDMORE, AFFIRMED                                                     [12.15 PM

EXAMINATION-IN-CHIEF BY MR WARD                                    [12.15 PM]

PN13514  
Ms Cudmore, could you restate your full name and address for the record, please?
Cudmore, Unit 2/59 Buckingham Street - this is the work address or would you lik
residential address?

PN13515  
I don't mind, Ms Cudmore?‑‑‑I can give you my home address if you'd like.

PN13516  
Home address will be fine?‑‑‑(Address supplied.)

PN13517  
You have made a statement for these proceedings of some 50 paragraphs dated 4 M
2022?‑‑‑That's correct.

PN13518  
Do you have a copy of that statement with you?‑‑‑I do.

***        SUSAN CUDMORE                                                                                                                         XN MR WARD

PN13519  
Have you read that statement?‑‑‑I have.

PN13520  
Is it true and correct to the best of your knowledge and belief?‑‑‑It is.

PN13521  
If the Commission pleases, Ms Cudmore's statement appears at tab 257 and in the
court book, it can be found at 12705 to 13712.  There are five annexures to Ms Cu
statement and they can be located in the defendant's court book at 13713 to 13831
rely upon that statement.  Ms Cudmore is available for cross-examination.

PN13522  
Ms Cudmore, one or more of the barristers from the unions is going to ask you so
questions.

PN13523  
JUSTICE ROSS:  Thank you.  Mr McKenna?

PN13524  
MR McKENNA:  Yes, thank you, your Honour.

CROSS-EXAMINATION BY MR MCKENNA                                 [12.17 PM
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You hold the role as the COO of the Health Solutions Group; is that correct?‑‑‑Co

PN13527  
As I understand your evidence, within the Health Solutions Group, there are a num
other either corporate entities or businesses that are operated; that's right?‑‑‑Yes.  T
parent company is Recruitment Solutions, or the bigger company is Recruitment S
Health Solutions Group has the mandate across our nursing recruitment business a
community care business.

PN13528  
At paragraph 9, you identify Health Solutions operating a number of labour hire
agencies?‑‑‑Yes.

PN13529  
You have set out a number there, including Alliance Nursing?‑‑‑Yes.

PN13530  
Then you go on to separately identify Alliance Community; is that right?‑‑‑Yes.

***        SUSAN CUDMORE                                                                                                                XXN MR MCKENNA

PN13531  
Were Alliance Nursing and Alliance Community previously the one business or th
entity?‑‑‑Alliance Nursing and Alliance Community, the business has - Alliance H
Services Group Pty Ltd was the previous business that had Alliance Nursing Agen
Alliance Community.  Since then, since that business was acquired, we have since
bigger parent business has also got Alliance Community across its other divisions
states.  So, Alliance Community, that brand, it's across five states across two ABN

PN13532  
Alliance Community sits across two ABNs?‑‑‑Correct.

PN13533  
Just to go back a step, what is now Alliance Nursing and Alliance Community wa
that you started back in 2002; that's right?‑‑‑Correct.

PN13534  
That was acquired by the Health Solutions Group in 2015?‑‑‑Correct.

PN13535  
The branch out into community nursing and disability services happened shortly a
started it back in 2004?‑‑‑Yes, yes.

PN13536  
At some point, it was also trading as Alliance Home Care Services?‑‑‑Yes.

PN13537  
Is that a business name that's still used?‑‑‑No.

PN13538  
Has the Alliance Home Care Services business essentially morphed into Alliance
Community?  Is that what's happened?‑‑‑Correct.

PN13539
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PN13541  
And is 12(b) then a reference to Alliance Nursing?‑‑‑Correct.

PN13542  
At paragraph 28 you identify the work performed by Alliance Community employ
see that?‑‑‑Yes.

PN13543  
And at (a) you identify 'assisting the elderly with daily living tasks, such as bathin
dressing and at meal times'?‑‑‑Correct, yes.

***        SUSAN CUDMORE                                                                                                                XXN MR MCKENNA

PN13544  
Is it the case that Alliance Community also provides assistance to the elderly with
some people might describe as more clinical or high care tasks as well?‑‑‑Yes, we
not the majority of the work, but we do have – we have some home care packages
require some clinical intervention, so that would be a registered nurse supervising
delivering that program.

PN13545  
So you're there referring to things like continence care?‑‑‑Correct, yes.

PN13546  
Skin management, feeding, bowel care, bladder care and enteral nutrition?‑‑‑Yes, 
part of that remit; small, but we do do that.

PN13547  
Do you say that's delivered by registered nurses or care workers?‑‑‑No, registered
have – like, we call the registered nurses are clinical care coordinators, and they w
up – they would do the assessment, they would write the care plan.  Depending on
need is, they would either delegate, do delegation of duties to a care worker if it's
non‑complex.  If it's complex, they would do it themselves.  So it's very much on 
individualised case‑by‑case basis, based on a clinical assessment.

PN13548  
So if they're delegating one of those tasks to a care worker, they would retain som
supervision of that?‑‑‑Yes.  So they would supervise that, and they would be respo
or they are responsible for the training and the review process.

PN13549  
At paragraph 13 you identify health solutions as employing around 5800 nurses?‑

PN13550  
So that I take it includes employees of Alliance Nursing?‑‑‑Yes.

PN13551  
Does that also include Alliance Community?‑‑‑Yes – no, actually.  If you look at
paragraph 16, I've called out those specifically.  Alliance Community, it's the
450 employees, so the majority of the – the 5800 relate to our labour hire offering
nationally, and then the, you know, 450, probably 500, are our community busines

PN13552  
The sit o tside the 5800 do the ? Correct
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PN13554  
But the industrial arrangements for – you say the heading above, '16 Alliance', but
Alliance Community?‑‑‑Correct.

PN13555  
So for Alliance Community staff there are around 450 employees and Alliance Co
operates under two industrial instruments, the SCHADS Award, and you refer to t
Alliance Home Care Services Enterprise Agreement?‑‑‑Correct.

PN13556  
And the Alliance Home Care Services Enterprise Agreement is an agreement that 
reached in 2009?‑‑‑That's right.

PN13557  
And it hasn't subsequently been replaced?‑‑‑No.

PN13558  
The classification structure in large part mirrors that of the Nurses Award, is that r
was based – I'm just looking at the back of it – it was based on our old Nurses Oth
Hospitals Award back in the day, and yes, it does mirror that.

PN13559  
Ms Cudmore, I understand that you were sent earlier today a copy of that agreeme
what you're looking at now – you're looking at the Alliance Health Services Group
Trading As Alliance Home Care Services Enterprise Agreement 2009 – 2013, that
you've got?‑‑‑Yes.

PN13560  
I presume you'd accept that the rates identified in that - and I think you've taken y
the classification structure – the rates in Schedule 1 that are identified are well bel
current rates in the Nurses Award?‑‑‑Yes.  They're not the rates that we currently p
They were the rates that were determined at the time of that EBA being approved.
we modify obviously and benchmark against the SCHADS Award every year to m
that we're compliant with our requirements.

PN13561  
So you pay – essentially you adopt the terms and conditions of this agreement, bu
minimum award rates?‑‑‑We benchmark against minimum award.  We actually pa
than the minimum award rates, those base rates.

PN13562  
Is that by reason of contractual arrangements with employees?‑‑‑No, that's our cho
it's also an opportunity for us to engage in (indistinct) business.

PN13563  
You say you pay above minimum award.  You haven't replaced this 2009 agreeme
we haven't.

***        SUSAN CUDMORE                                                                                                                XXN MR MCKENNA

PN13564  
You haven't entered into any negotiations with your staff to replace the agreement

PN13565
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PN13567  
Could I just ask you to turn to page 6 of your statement and paragraph 32?‑‑‑Yes.

PN13568  
In answer to some questions earlier, you referred to a clinical care coordinator I th
said?‑‑‑Yes.

PN13569  
Would it be the clinical care coordinator who might be responsible for preparing a
plan?‑‑‑That's correct.

PN13570  
Or indeed a care coordinator if the contents of the plan don't involve what you've 
as clinical care?‑‑‑Correct.

PN13571  
You give an example of a care plan at SC02.  Do you have that?‑‑‑I do, yes.

PN13572  
Am I right in assuming that this is a template that either the care manager or the c
care coordinator will use to build a care plan?  This is not a finished product, this 
template?‑‑‑Yes, that's correct.

PN13573  
But for some parts of it, and if I can direct you to page 3, you'll see there, 'Client
non‑response to scheduled visit plan'?‑‑‑Yes.

PN13574  
I presume that, 'One support worker to contact Alliance Community office' to 'All
Community staff to contact next of kin' and so on – those are matters – they're boi
provisions, they will appear in every care plan that's prepared for
Alliance Community?‑‑‑Yes.

PN13575  
In your evidence you also refer to an 'employee handbook'?‑‑‑Yes.

PN13576  
And you say that the employee handbook is provided to all employees, is that righ

***        SUSAN CUDMORE                                                                                                                XXN MR MCKENNA

PN13577  
Is it provided on the commencement of employment; is that the standard practice?
correct.

PN13578  
Do you provide a hard copy, or how is it done?  How is it provided to employees?
and soft.

PN13579  
So you physically give them the document?‑‑‑Yes.  We do a lot of printing.

PN13580  
And also email it to them?‑‑‑Correct
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What matters does that induction cover?‑‑‑Everything basically – well, I suppose 
induction's been around their tasks, their roles and responsibilities.  The way that w
constructed the inductions, they meet the requirements of the Aged Care Accredit
Agency, which we are accredited with, and NDIS and ACAS certification.  So it t
roles, high risk activities, incidents, work health and safety, who your line manage
communication skills, you know, some of our higher risk sort of things like clients
challenging behaviours, how to escalate concerns, that type of thing.  All those thi
we need to meet industry standard, we need to address in our induction process.

PN13583  
How long does that induction process go for?‑‑‑I think it goes – I think the online 
about an hour‑and‑a‑half, and then there's about another hour‑and‑a‑half in the off
generally the clinical person, and then there's catch up field supervision as they w
through their role.

PN13584  
You say in your evidence that the employee handbook details the procedure to be 
for the majority of services that Alliance offers, that's right?‑‑‑Yes.

PN13585  
And you describe it as providing clear boundaries and guidelines regarding what w
be performed?‑‑‑I think so, and that's certainly the feedback from our auditors tha
received.

***        SUSAN CUDMORE                                                                                                                XXN MR MCKENNA

PN13586  
So you would expect that – well, I'll go back a step.  Is the same handbook given t
and registered nurses as well?‑‑‑No, there's a clinical policy and procedure manua
speaks to the detail of what would be required by a registered nurse or enrolled nu
their practice.  So you will see here, it doesn't talk specifically about, you know, c
wound care or any of those type of things, but – or enteral feeding in complexity, 
clinical policy and procedure manual is adopted for that, and then should that wor
required to – should the carer workforce be required to support in that activity, the
the clinical coordinator or the clinical manager is to take that policy, teach to that 
and align the roles and responsibilities appropriate to the competency of the work
their skills and experience.

PN13587  
So you would say that armed with this handbook, a community support worker, w
an EN or RN, would be able to know what work can and can't be performed?‑‑‑Ye
presume so.  We haven't had feedback to suggest otherwise.

PN13588  
And you would expect them to know what to do in certain circumstances?‑‑‑I wou
reasonably expect them to know what to do from the information provided to them

PN13589  
I presume that providing clear guidance to employees is particularly important in 
industry such as home care, because the employees won't be receiving direct supe
most of the time, will they?‑‑‑Yes, that's right.

PN13590  
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PN13592  
Can I ask you to turn to the handbook?  It's at SC5 of your statement, and can I co
with some questions that arise in section 3?  The page number, it says in the botto
left‑hand corner page 7 of 4, but I think it's about 15 pages in.  At the top of the pa
see 'National criminal history record check' and 'Working with children check'?‑‑‑
just trying to find – did you say at SC5, did you say?

PN13593  
Yes, so it's – I suspect you're familiar with the 110‑odd page document.  It's the la
annexure to your statement?‑‑‑Sorry, it doesn't seem to have printed.  Let me just p
online.  One moment.  Apologies.

PN13594  
Are you comfortable having it online, or would you like an opportunity to print it?
can – if you're happy to wait I can call it up online.  I actually don't have it on my 
Can you pull it up?  I can talk to it if you want to view it.

***        SUSAN CUDMORE                                                                                                                XXN MR MCKENNA

PN13595  
That might be outside my scope of practice.  I would have no objection to Mr War
emailing you a complete copy of your statement.

PN13596  
MR WARD:  If the Commission pleases, we'll resend it to Ms Cudmore.  We'll do

PN13597  
MR McKENNA:  Thanks?‑‑‑You've got me curious.  What is the document?  My
apologies, I thought it was – I did have that.  It just wasn't labelled.  I thought it w
end of the (indistinct) manual.  Yes.

PN13598  
So we're all talking about the same thing; you've got SC05, 'Community support w
handbook', put up by Alliance Community?‑‑‑Yes.  Thank you.  Sorry.

PN13599  
No, not at all.  Can I ask you to turn to section 3?‑‑‑Yes.

PN13600  
And then from section 3, four pages in, and it's got at the bottom, page 7 of 4.  At 
the page is, 'National criminal history record check', and 'Working with children c
you have that?‑‑‑I do.

PN13601  
And then at about point 2 of the page there's a heading, 'Supervision training and
performance reviews', and it there provides that:

PN13602  
The Alliance Community team will support you in the performance of your role
are expected to work within their scope of practice, as provided to you in your j
description.

PN13603  
? Yes
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And so am I correct in assuming that this handbook is to be read together with tha
document?‑‑‑Yes.

***        SUSAN CUDMORE                                                                                                                XXN MR MCKENNA

PN13606  
And so to make sense of this handbook, you need to read it in tandem with the job
description?‑‑‑Yes.  Well, they'd normally get the job description - like, in the sequ
how you interview people and you go through the process of inducting them, they
get their job description first; it describes their role, and then the handbook becom
deeper document obviously that gives them more detail.

PN13607  
It gives them more detail, but at least with respect to this point, it's referring them 
the handbook is referring the employee back to their scope of practice document?
that, yes.

PN13608  
At the bottom of that page in the table, you'll see in the left‑hand column, in bold,
arrive at a client's home and they're not in', and this is what to do if – you have tha

PN13609  
And then what the employee is to do if they arrive at a client's home and they're n

PN13610  
Leave one of the calling cards provided to you at the interview, to advise the cl
your attendance, note the absence on your timesheet and call the agency to adv
soon as possible.  The community team will liaise with the client to determine if
cancellation payment is applicable.

PN13611  
So do I take it that if I am a community support worker, I turn up at a client's hom
what I am to do?‑‑‑Yes.

PN13612  
I took you earlier to that template care plan, which is back at Annexure SC02.  Ca
you to turn back to that?‑‑‑Yes.

PN13613  
Page 3, which is the example that I took you to, 'Client non-response to scheduled
plan'?‑‑‑Yes.

PN13614  
You'll see there, and I presume that this is – I think you accept that this is the boile
provision.  This is going to in every care plan and it provides for:

PN13615  
The support worker is to contact the Alliance Community office.  The Alliance
Community staff will contact next of kin, office staff to contact Triple 0 if any c
remains.

PN13616  
Do you see that?‑‑‑Yes.
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they're calling – the priority is that the person is safe, so the first priority in both d
is that they call the office and we work through investigating what's happening.

PN13618  
Then over the page, the second heading on the left-hand side, if you arrive at a cli
home and you know that they are there but they are not answering the door, then w
person is to do is to call the office for assistance and refer to the policy for emerge
management section 11?‑‑‑Yes.

PN13619  
Would the relevant part of section 11 be included in a standard care plan?‑‑‑No.

PN13620  
Then at the bottom of the table on that page, what to do if an incident or hazard oc
the workplace, and then you'll see that the handbook refers the reader off to sectio
13, 14 or 15?‑‑‑Yes.

PN13621  
You would accept that the situation of an incident or a hazard occurring at the wor
of utmost importance?‑‑‑Yes.

PN13622  
It would be essential that clear instructions be provided to an employee about wha
those circumstances?‑‑‑Yes.

PN13623  
If you turn over the page to section 4, support worker roles and responsibilities, do
have that?‑‑‑Section 4, I do.

PN13624  
Then under the heading, 'Dignity, Respect and Empathy', the second paragraph, th
reference there to client's care and services plan.  So that's a care plan that we've g
that right?‑‑‑Yes, yes.

PN13625  
Then at about halfway down the page there's a reference to dignity of risk, do you
that?‑‑‑Yes.

PN13626  
Is it rather that dignity of risk refers to the concept of affording the person the righ
dignity to take reasonable risks?‑‑‑Correct.

PN13627  
Here the employee is invited to contact the office if they are concerned that a risk 
high?‑‑‑Correct.

***        SUSAN CUDMORE                                                                                                                XXN MR MCKENNA

PN13628  
You would accept that a determination of whether a risk is too high is clinically an
ethically complicated?‑‑‑Yes, so the scenario would play out that the clinical coor
would go and do an assessment and determine – so essentially we want to hear fro
workforce whenever they're concerned about anything, so we speak a lot about ca
office checking in An concerns are then in estigated b a clinician to determin
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communication back with our workforce in the field as possible to enable us to de
care and to enable our workforce to obviously work in a safe environment.

PN13629  
You rely on the care worker to communicate back about those matters?‑‑‑So we d
that's part of the induction that we do that but we also have the clinical coordinato
their independent assessments as well.  It's a holistic sort of approach.

PN13630  
Then directly beneath that there's a reference to the code of professional conduct a
ethics.  Do you see that?‑‑‑I do.

PN13631  
Where would I find that code of professional conduct and ethics?‑‑‑In the handboo
- - -

PN13632  
Whereabouts?‑‑‑Yes?

PN13633  
Sorry, where in the handbook would I find it?‑‑‑Well, it's – that's what it is, the co
policy statement.

PN13634  
That is the code?‑‑‑Yes.

PN13635  
The code that immediately follows that, that is the code of professional conduct an
ethics?‑‑‑Correct.

PN13636  
Then if you turn over to what I've got as page 22 of 4, you'll see at about point 7 o
the heading, 'Documentation and Client Medical Record File.'  Do you see that?‑‑

***        SUSAN CUDMORE                                                                                                                XXN MR MCKENNA

PN13637  
Then in the second dot point it provides:

PN13638  
Workers are required to fill in the appropriate documentation and write in the c
progress notes where indicated, e.g. change of treatment, new adverse event,
appointments.

PN13639  
I presume that documentation is critical?‑‑‑Yes.

PN13640  
And:

PN13641  
For any adverse events or change of client condition ensure that the document
contains information on who is notified.
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trend – using the opportunity to use trend analysis to determine, you know, a big p
position as well.

PN13643  
You've just said you have a centralised management incident reporting system?‑‑‑

PN13644  
Despite that, you here refer in this part of the manual, you say:

PN13645  
Guidelines on the principles of a documentation are available on the New Sout
Nurses and Midwives Association website.

PN13646  
As I understand it, if I'm reading this as a care worker and there is something I nee
document, particularly having regard to an adverse event or change in client cond
would understand that I should go and have a look at the New South Wales Nurse
Midwives Association website to work out how to do that.  Is that not correct?‑‑‑T
probably – you're right, I probably need to – we probably need to amend that.  Th
probably old in terms of how to document.  We address that in what we expect in
documentation in the induction process.  I think what we find with our care workf
ask them to write incident reports and our clinical – because we understand within
scope of practice they might not have the experience to, you know, to write the de
understand and do the clinical review obviously, and then our clinical person, our 
partner, would go in and complete that documentation in tandem with the support 

***        SUSAN CUDMORE                                                                                                                XXN MR MCKENNA

PN13647  
I presume to start that process it is critical that you get some accurate documentati
the care worker?‑‑‑The first thing is – the most critical thing in running a commun
program is that we get a phone call from there.  That's where our communication 
From there, that's when we revisit what documentation is required.  We have the
opportunity to act immediately and to brief or – and work with the support worker
the documentation needs to say.  And then once we have that baseline information
in our clinical person to do a clinical incident review if it's, you know, a clinical in
it's a general complaint management staff will do a complaint review process as w
we use our senior staff to do that role which is a management and clinical role to m
we understand the issue really well and resolve it.

PN13648  
You rely on care workers to document incidents that they observe in providing ho
don't you?‑‑‑Yes.  So they - shall I give you an example?

PN13649  
No.  You accept that?‑‑‑Yes, I do.  I accept that they give the frontline reporting on
happened within their knowledge and scope of practice, and then we put a second
supervision across that to qualify, check, that type of thing.

PN13650  
And do you say that that's all dealt with in the induction program?‑‑‑Yes.

PN13651  
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PN13653  
And can that online content be reduced to a printout?‑‑‑Yes.

PN13654  
And are there separate documents that are provided to a care worker induction as
well?‑‑‑Yes, they get the induction pack which is just summary and the slides that
online component.

PN13655  
So they get the document about their scope of practice?‑‑‑Yes.

PN13656  
They get the 110 page workbook?‑‑‑Yes.

***        SUSAN CUDMORE                                                                                                                XXN MR MCKENNA

PN13657  
They get a summary of the slides?‑‑‑Yes, and then the slides of the orientation to t
business, and then they do - like the other part of the online induction process is m
So they do a module on working with the aged in the community.  They do a mod
infection control.  These modules are industry standard modules that they do throu
learning platform, which is called - we usually call Go 1, but that doesn't really m
through a learning platform.  The induction part is what we design as our content 
how we want them to - we require staff to interact with us, and includes those imp
things like work health and safety, who their manager is, how they document, how
escalate an incident, all those type of things.

PN13658  
So those are things that would be found outside this manual?‑‑‑They're a reflection
manual.  They will be found - the content is in both places.

PN13659  
And is it the same?‑‑‑Pretty much.  It's summarised - is that the presentation, 150 
goes into a presentation which is summarised.

PN13660  
Can I ask you to turn the page and hopefully you see the heading 'Complaints poli
procedure'?‑‑‑Yes.

PN13661  
Is it the case that what follows - is the complaints policy and procedure a separate
or is it simply just what follows the heading?‑‑‑That's what follows the heading.

PN13662  
All right.  Can I ask you to turn to section 11 of the handbook, which I think using
numbers in the bottom left-hand corner is page 60?‑‑‑Yes.

PN13663  
And I think you accepted earlier that it would be critical for a support worker to k
to do in an emergency situation?‑‑‑Yes.

PN13664  
At the start of that under the heading 'Emergency management' you refer to a kit.  
kit for dealing ith emergencies? In the second paragraph nder the heading 'Em
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give them to everybody on - yes, I don't think everybody gets them, but we have t
available.

PN13666  
To purchase?‑‑‑We just give them away.

***        SUSAN CUDMORE                                                                                                                XXN MR MCKENNA

PN13667  
So where it says, 'These items can be purchased through the Alliance Community
that's wrong, is it?‑‑‑Yes, that's wrong, we don't - that could be a while ago, we do
that.  It's too hard to administer.

PN13668  
You refer at page 62 - this comes under the heading of 'Emergency procedures, co
medical emergency, if the worker is not present at the time of the event.'  Do you s
heading on page 62?‑‑‑Yes.

PN13669  
And there's a doctors, 'Drs'?‑‑‑Yes.

PN13670  
Then under that there's a reference to, 'At this stage assess for rigor mortis, stiffne
circulatory pooling.'  What's circulatory pooling?‑‑‑When they're cool and their (in

PN13671  
Sorry, I missed that, they're what?‑‑‑They're cold to touch.

PN13672  
Again we can see procedure for the discovery of a deceased client on page 66?‑‑‑Y

PN13673  
'(Indistinct) procedure in the event of an unexpected death.'  Is that something that
from time to time?‑‑‑From time to time, yes.

PN13674  
And it's simply a part of the job that a care worker has to deal with?‑‑‑Yes, especia
(indistinct) aged people.

PN13675  
And then can I ask you to turn to section 13.  It's on page 73.  Section 13, 'Occupa
health and safety'?‑‑‑Yes.

PN13676  
And then over on page 75 you will see the heading 'Hazard identification.  What t
you identify a hazard.'  Do you see that?‑‑‑Yes.  Yes.

PN13677  
And part of the role for the care worker there, depending on the severity of the haz
that they may need to remove the client from the hazard?‑‑‑Yes.

PN13678  
And then under the heading 'Violence in the workplace' - - -?‑‑‑Yes.
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PN13680  
Is the violence prevention policy, that I think you said is contained in the clinical h
is that something that's provided to personal care workers?‑‑‑No.  No, not in - no, 
sort of around the clinician or the manager assessing the environment, and it talks
like restrictive practices and safe environment.  It comes under the remit of a man
able to create strategies with our clients to ensure that we've got a safe environmen
you can imagine we have a range of different circumstances in which we deliver c
community and they all are individually - you know, high risk scenarios are indivi
evaluated using a case conferencing methodology which pools in other partners in
program like GPs and gerontologists or disability specialists.

PN13681  
Ms Cudmore, on page 77 - and this arises under the heading 'Risk control, warnin
impending client initiated violence.'  The handbook goes on to address what to do
confronted with an aggressive client.  Do you see that?‑‑‑Yes.

PN13682  
And what the care worker is told to do is:

PN13683  
To stand outside their personal space and out of arms reach.  To stand on their
dominant side, to use calm, quiet but determined manner.  Always be courteous
whatever their behaviour.  Avoid staring eye contact.  Avoid pointing or touchin
people.  If providing guidance on condition treatment service do so in terms of
suggestions rather than instructions.  Try to appear relaxed and non-aggressiv
Recognise the causes of complaint by their clients and explain the formal comp
mechanism available to them.

PN13684  
So that's what I should do if I'm a care worker when confronted with an aggressiv
client?‑‑‑Yes.

PN13685  
Would it not be appropriate for someone confronted with an aggressive client to re
themselves from the environment completely?‑‑‑It depends on the situation.  Each
each situation has to be assessed on its own merit, but I can't answer that on the ge
statement.

PN13686  
Section 15, which starts on page 93, could I ask you to turn that up?‑‑‑Yes.

PN13687  
You'll see there guidelines for managing challenging behaviours?‑‑‑Yes.

***        SUSAN CUDMORE                                                                                                                XXN MR MCKENNA

PN13688  
And then on the following page, 94, there's a heading, Preventing - no, just above 
heading, Preventing Difficult Behaviours, it said that:

PN13689  
It is not the responsibility of a worker to fix a premorbid personality that gives 
difficult behaviour, it's our responsibility to manage it.
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different to supporting somebody who has diabetes, we know that, so, we work w
and we know they have some behavioural issues, we know that as part of our asse
part of our review and our training, and we customise and create services to the be
ability around that customer's needs.  So, we don't want to discriminate obviously,
point of that sentence.

PN13691  
In terms of what follows - well, in terms of this section, challenging behaviours, I 
to you that the focus of the handbook is on preventing de-escalating, rather than th
protection and occupational health and safety of the employee?‑‑‑No, I would say
go hand in hand.

PN13692  
You don't suggest that anywhere in this section 15 a worker who was put in the da
situation is instructed that they should remove themselves from that situation
immediately?‑‑‑Where section 15 talks about challenging behaviours, the challeng
behaviour doesn't necessarily mean that they're in danger.  So, I know where you'r
with the questioning, but I'm not sure that I actually agree with you.

PN13693  
You, of course, accept that challenging behaviours and pre-morbid personalities m
manifest in - might present a danger to the worker?‑‑‑Yes, and worker safety is pa
It doesn't - if the inference is that it's not, that's not correct.  We'd expect that our s

PN13694  
Ms Cudmore, if you're answering the question, that's fine, otherwise Mr Ward wil
opportunity to ask you further questions in re-examination.  And there are no furth
questions in the cross-examination from the ANMF, if it please.

PN13695  
JUSTICE ROSS:  Mr Gibian.

CROSS-EXAMINATION BY MR GIBIAN                                         [1.04 PM

***        SUSAN CUDMORE                                                                                                                      XXN MR GIBIAN

PN13696  
MR GIBIAN:  Thank you.

PN13697  
Ms Cudmore, I ‑ ‑ ‑

PN13698  
JUSTICE ROSS:  How long are you likely to be, Mr Gibian?

PN13699  
MR GIBIAN:  I think probably 15 minutes or so.  I'm in the Commission's hands 

PN13700  
JUSTICE ROSS:  What's the view of the parties?  Do we press on with the witnes
take the break, or do you want to take the break now?

PN13701  
MR GIBIAN: I'm entirely neutral your Honour
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PN13704  
MR McKENNA:  If it's relevant, I'm neutral as well.

PN13705  
JUSTICE ROSS:  Well, it might be convenient to not hold up the witness over the
and deal with it now.  Mr Gibian.

PN13706  
MR GIBIAN:  Thank you

PN13707  
Mr Cudmore, you can see and hear me or at least hear me?‑‑‑Yes.

PN13708  
My name is Mark Gibian, I appear for the HSU.  I just had a few questions.  Firstl
relation to the operations of Alliance Health and then Alliance Community, you sa
paragraph 10 of your statement that Alliance Health, at that stage, was initially a n
agency, and I think that's still a larger part of the business; is that correct?‑‑‑Yes.

PN13709  
And then you expanded into what you describe as community nursing and disabili
services in 2004?‑‑‑Yes.

***        SUSAN CUDMORE                                                                                                                      XXN MR GIBIAN

PN13710  
Alliance Community still does disability services and home care services for aged
persons?‑‑‑Yes.

PN13711  
I think you said both under the Commonwealth Home Support Program and the H
Packages Program?‑‑‑Correct.

PN13712  
I think at least your website says both of those are limited to New South Wales; is
right?‑‑‑Correct.

PN13713  
I think I understood from answers you earlier gave you had very few home care p
is that right?‑‑‑Yes, I think we've got about 68, something like that.

PN13714  
And more clients in the Commonwealth Home Support Program; is that right?‑‑‑Y

PN13715  
Are you able to - I think you say you have - sorry, going back one step, when did A
Community or Alliance Health start undertaking home care work with respect to a
persons?‑‑‑I think we ‑ ‑ ‑

PN13716  
As opposed to disabled persons?‑‑‑Okay.  Well, in 2004 essentially the way that it
because we're a nursing agency we got referrals from discharge planners to suppo
clients in the home, and some of them were aged, so, we started that way, and then
started to do DVA community nursing some of those obviously are aged And the
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And I think in paragraph 12(a) you refer to providing community care and disabil
support to over 1000 individuals.  I take it more of those are persons under disabil
programs rather than one of the home care programs?‑‑‑With Commonwealth Hom
Support we have a lot in numbers, so if you were to look at in numbers it's probab
but if you were to look at hours of care delivered it'd be much more significantly i
disability space.

PN13718  
And ‑ ‑ ‑?‑‑‑(Indistinct).

PN13719  
I'm sorry, yes?‑‑‑That's okay.

***        SUSAN CUDMORE                                                                                                                      XXN MR GIBIAN

PN13720  
Sorry, I didn't mean to cut you off.  And then in terms of employees, you say in pa
16 there's around 450 in aged care and disability - providing home support in aged
disability.  Do I take it from that answer, more of those would be involved in disab
rather than aged care?‑‑‑That's correct.

PN13721  
Do you have employees who are doing both?‑‑‑Yes.

PN13722  
That is providing home ‑ ‑ ‑?‑‑‑We do.

PN13723  
And are you able to give some indication, do most of them do both?‑‑‑No, predom
they - I would say only - and I'm - I don't have the data in front of me obviously, b
would probably say that, first of all, 50 maybe 20 per cent do aged care and disabi
just - a smaller number just do aged care, the rest of our cohort do primarily disab

PN13724  
Now, you were asked some questions about the enterprise agreement that, as I und
it, you apply, but except now pay different wage rates obviously?‑‑‑Yes.

PN13725  
You apply that enterprise agreement to the employees providing home care both in
disability services and aged care?‑‑‑Yes, just in our New South Wales office, beca
under that ABN.

PN13726  
So, in New South Wales you do the aged care and disability work.  It's disability w
in other states, I think; is that right?‑‑‑Yes, that's correct.

PN13727  
So far as the New South Wales operations are concerned, the enterprise agreemen
applied to both workers in aged care and in disability support?‑‑‑Yes, that's correc

PN13728  
You attach at paragraph 35 two position descriptions for level 3 and level 4
employees?‑‑‑Yes.
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***        SUSAN CUDMORE                                                                                                                      XXN MR GIBIAN

PN13731  
Is that intended to correspond to the relevant classification in the enterprise
agreement?‑‑‑We've aligned – you'll see the enterprise agreement classifications lo
differently.  We've done a process of aligning them with the SCHADS award in te
those, you know, the nomenclature, I suppose I would say.

PN13732  
Sorry, so you've endeavoured to adopt language from the SCHADS award for the 
of this position description?‑‑‑That's correct.

PN13733  
Do you know which part of the SCHADS award you got it from?‑‑‑Not off the top
head.  The healthcare workers' one but I can't remember exactly where in it.

PN13734  
You'll see if you're on the first page of SC3, it's for the record page 13,724 of the c
book, you'll see the job title is said, 'Health Support Program – Health Support Wo
sorry, and next to it is, 'CHSP Program'?‑‑‑Yes.

PN13735  
That's the Commonwealth Home Support Program.  Is this position description sp
that program or is this just an example?  That is, is the same position description u
disability care, disability support and for the home support program, and this just 
to be one for a worker that works under the home support program?‑‑‑If you look 
descriptions, one is a level 3 and one is a level 4.  There's level 3 and then in the C
program it's support, it's not clinical.  So the tasks are a lesser component.  They're
generalised, I suppose, for want of a better word, whilst the level 4 supporter whic
SC04 evidence, talks to, you know, some of those more complex tasks in a differe
category, so - - -

PN13736  
I'm sorry, did you want to go on?‑‑‑So, for example, in the CHSP program predom
we're doing – supporting people with some mild personal care and domestic assist
That's sort of – it's very low level supports and it's supervision as opposed to direc
direct hands-on.  Whereas other programs, such as health support worker level 4 y
see there's more complexity and more clinical components to that.

PN13737  
Just starting with level 3, we're right in understanding, then, are we, that that is the
description that's relevant to the CHSP program because of the level of duties whi
contemplated for it which are lower level than for home care packages or disabilit
support?‑‑‑Yes.

PN13738  
So far as you have – I think you said there was 68 or something home care packag
the disability support, there's a high level of clinical work involved?‑‑‑Yes, that w
level 4.

***        SUSAN CUDMORE                                                                                                                      XXN MR GIBIAN

PN13739  
They would be level 4 and utilise the same position description for the worker's de
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I understand and to the extent you referred to greater clinical work, if I can just as
turn to SC4, it commences at page 13,726 of the court book, the typical duties are
the second page of that position description at page 13,727 of the court book?‑‑‑Y

PN13742  
Again, I'll try and summarise so tell me if I'm going too quickly but the additional
of the level 4 appear to be directed at – opposed to the level 3, there's a focus on f
inclusion of issues in relation to toileting and continence, mobility, transferring an
mobility, skin care, oral medications, fitting aids and appliances, and nutrition and
medications.  Are they the major clinical aspects you were referring to, differentia
4 from level 3?‑‑‑Yes, that's correct.

PN13743  
Thank you.  That was the additional cross-examination?‑‑‑Thank you.

PN13744  
JUSTICE ROSS:  Re-examination, Mr Ward?

PN13745  
MR WARD:  Only one question, if I can, your Honour.

PN13746  
JUSTICE ROSS:  Yes.

RE-EXAMINATION BY MR WARD                                                   [1.15 PM]

PN13747  
MR WARD:  Ms Cudmore, do you recall being asked questions by Mr McKenna 
aggressive behaviours and I think he used the word 'dangerous situations'?  Do yo
that evidence?‑‑‑Yes.

PN13748  
If an employee of yours was in a client's home and they felt unsafe what is the pro
they have to follow?‑‑‑They would leave and call the office and advise for guidan

PN13749  
Thank you, Ms Cudmore.  No further questions.  Might the witness be excused?

***        SUSAN CUDMORE                                                                                                                       RXN MR WARD

PN13750  
JUSTICE ROSS:  Yes, thank you for your evidence, Ms Cudmore, you're excused
you very much.

<THE WITNESS WITHDREW                                                             [1.16 PM

PN13751  
JUSTICE ROSS:  You should all have that statement with the directions that Mr M
raised with me this morning.  I'm sorry about the delay in that.  I think it will be p
later today.  So we've got one more witness left.  We'll adjourn and resume at 2 pm

PN13752  
MR GIBIAN:  If the Commission pleases.
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PN13754  
THE ASSOCIATE:  Mr Brockhaus, can you please say your full name and work a

PN13755  
MR BROCKHAUS:  Johannes Heinrich Brockhaus, working at 39 Hawkesbury R
2777, Springwood.

<JOHANNES BROCKHAUS, AFFIRMED                                         [2.00 PM

EXAMINATION-IN-CHIEF BY MR WARD                                      [2.00 PM]

PN13756  
MR WARD:  Mr Brockhaus, Nigel Ward here.  We haven't had the pleasure of me
you've met my colleague Ms Lombardelli on several occasions.  Can you hear me
okay?‑‑‑Absolutely.

PN13757  
I wonder if you could restate your full name and address for the record, please?‑‑‑
Johannes Heinrich Brockhaus, 39 Hawkesbury Road, 2777, Springwood.

PN13758  
And you've made a statement for these proceedings of 158 paragraphs dated 3 Ma
2022?‑‑‑Correct.

PN13759  
Do you have a copy of that statement in front of you?‑‑‑Yes, I do.

***        JOHANNES BROCKHAUS                                                                                                              XN MR WARD

PN13760  
And have you read that statement?‑‑‑Yes, I have.

PN13761  
Is it true and correct to the best of your knowledge and belief?‑‑‑Yes, it is.

PN13762  
For the Commission's benefit Mr Brockhaus' statement is found at tab 255 in the d
court book 13,466 to 13,486.  It has some 25 annexures in the digital court book f
13,487 to 13,575 and we rely on that.  Mr Brockhaus is available for cross-examin
Mr Brockhaus, the barristers from the HSU and the ANMF are going to ask you s
questions?‑‑‑Yes.

PN13763  
JUSTICE ROSS:  Mr Gibian.

PN13764  
MR GIBIAN:  Yes, thank you, your Honour.

CROSS-EXAMINATION BY MR GIBIAN                                         [2.02 PM

PN13765  
MR GIBIAN:  Mr Brockhaus, can you hear me?‑‑‑Yes, I can.

PN13766  
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worker while you were getting your qualifications recognised?‑‑‑That's correct.

PN13768  
How long was that period?‑‑‑I would say probably 12 months.

PN13769  
You then worked as a registered nurse in aged care, is that right, after that?‑‑‑Yes.

PN13770  
How long was that for?‑‑‑Different organisations, for over a period of possibly fiv

PN13771  
Possibly.  Sorry, which organisation was that?‑‑‑So the first organisation was Sout
Cross Care in Darwin, Northern Territory, for a period of I would estimate eight m
Following that I worked for a community service provider also in Darwin, Northe
Territory, called D and R Community Services, probably I would estimate a period
years.

***        JOHANNES BROCKHAUS                                                                                                           XXN MR GIBIAN

PN13772  
Was that the work that you refer to as being in remote communities?‑‑‑Yes, the wo
was fly-in, fly-out, going to several different communities stretched across WA, N
Territory and Queensland.

PN13773  
That obviously wasn't residential aged care.  Was it dealing with all types of client
communities?‑‑‑Some of the services were multi-tiered meaning the residential ca
home care, but all of the services had a residential care component, better known i
industry, in the sector, as flexible care.

PN13774  
That is you were visiting communities, were there facilities in those communities?
correct.

PN13775  
What did you do?  That is, you didn't work fulltime in those communities, it was o
in, fly-out basis, is that right?‑‑‑Yes, it was always different, between two weeks a
months.

PN13776  
I understand.  Did you then go to Buckland?‑‑‑Yes, there were another two other e
in between but in 2019 I commenced work at Buckland Aged Care.

PN13777  
Sorry, what was the work in between then?‑‑‑Sorry, let me just think.  So I work f
John's Community Care in Cairns, Queensland, probably for a period of 12 month
worked from 2017 to 2019 in Orange, New South Wales, as a residential care man

PN13778  
What was the – sorry, St John's Care, is it?  What does it do?‑‑‑It's a community, a
care provider.

PN13779
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PN13781  
I take it they're units that are owned by the residents?‑‑‑The units are owned by Bu
and under the management fees residents, yes, hire units.

PN13782  
I understand.  Very recently you've started doing some home care work just this
year?‑‑‑Yes, that is correct.

***        JOHANNES BROCKHAUS                                                                                                           XXN MR GIBIAN

PN13783  
As you say, I think, primarily in the full residents of the retirement village?‑‑‑That
correct.

PN13784  
You make some comments in relation to the demographics of residents commenci
or paragraph 30, I should say, of your statement.  Firstly, in paragraph 30 you refe
being a material change in the type of persons accessing residential aged care sinc
joined the industry.  I take it that you're saying since 2009 that - - -?‑‑‑Can you rep
last part of the question, please?

PN13785  
Yes, sorry, at paragraph 30 you refer to there having been a material change in the
persons accessing residential aged care since you joined the industry.  Do you see
that?‑‑‑Yes, that's correct.

PN13786  
You're referring to the period since 2009?‑‑‑Primarily to the period since 2018.

PN13787  
Then in paragraph 31 – sorry, and in terms of that material change, just to be clear
increase in the levels of both the age, frailty and levels of acuity and health needs 
residents?‑‑‑Yes, all of the above.

PN13788  
You say that that change has occurred in a noticeable way since 2018?‑‑‑Yes, I bel

PN13789  
Most of that time you've been at Buckland, I think, so you're talking mainly about
experience at the Buckland facility?‑‑‑Yes, well, at the time in 2018 I was still wo
Orange as the residential manager, and then 2019 at Buckland.

PN13790  
In paragraph 31 you refer to there having been what we'll call social admissions, t
residents with low or – well, low care needs, I take it, up until 2018?‑‑‑Yes.

PN13791  
Is that your experience at the facility in Orange?‑‑‑Similar but I worked for a shor
in Orange, but the data, the analysed data would indicate the same.

PN13792  
Sorry, are you talking about what was happening at Buckland up to 2018?‑‑‑Yes, s
data sets will conclude the same, that prior to 2018 there were a larger number of 
for people entering thro gho t that act all co ld ha e been cared for at home W

7110



Sorry, I'm just trying to understand what the basis of that observation, that is from
analysis of the records of Buckland, there were a higher number of social admissio
until 2018 and that ceased since that time?‑‑‑Yes, I believe so.

PN13794  
Do you have any now that you would call social admissions to Buckland?‑‑‑Not r
no.

PN13795  
Since 2019?‑‑‑I believe there would have been one or two, yes.

PN13796  
But generally speaking residents accessing that facility have already very high lev
care needs before they event enter the facility?‑‑‑Yes.

PN13797  
I take it that's obviously had a significant impact on the care work that has to be d
think you refer, I'm referring to paragraph 50 of your statement, to having put on s
additional nursing staff as a consequence of those changes?‑‑‑Yes, correct.

PN13798  
That is obviously enough that the higher care needs of the residents has produced 
clinical care needs that have to be dealt with by the care workers and the nursing s
you've endeavoured to address that in part at least by some additional nursing staf
but not purely clinical.  I mean, it's often just, you know, more physical work.

PN13799  
Sorry, perhaps I should have been clearer.  Both greater clinical needs but also jus
needs with mobility, showering, toileting, feeding and the like, consequent upon th
care needs of the residents you're now experiencing?‑‑‑Correct.

PN13800  
If you just go to paragraph 50 you now say you have four registered nurses on the
three in the afternoon and two at night.  When did you change those staffing
numbers?‑‑‑The staffing numbers are (indistinct) at all times but a significant chan
happened at the end towards 2019.

PN13801  
What was the staffing levels before that, of the nursing staff?‑‑‑Before then there w
have been - going back to 2019 there would have been two registered nurses in th
morning, two registered nurses in the afternoon and one registered nurse at night.

PN13802  
And on each of those shifts how many care workers do you have on the day shift?
2019 or currently?

***        JOHANNES BROCKHAUS                                                                                                           XXN MR GIBIAN

PN13803  
Now?‑‑‑Now.  Well, I think it's part of my statement.  It varies a little bit as each w
differently - has different number of residents and different care needs, but I woul
there should be around seven to nine per wing, and there's a total of four wings.

PN13804
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I understand.  Are any of the wings devoted to particular type - that is with high ca
patients, or is there a dementia wing?‑‑‑There's no dementia wing, but there's two 
that are dedicated to purely high care residents.

PN13806  
Do they also have more staff?‑‑‑They have more staff, yes.

PN13807  
Now, just going back slightly - and in terms of that staff number - sorry, the increa
staffing that you referred to, or the increasing nursing staffing that you referred to 
paragraph 50, was that a decision that was made soon after you started at Bucklan
correct.

PN13808  
And was it a need you perceived based upon the care needs of the residents that yo
observed once you joined the organisation?‑‑‑That is correct.

PN13809  
Because there was an unmet nursing need that was being covered by care workers
time?‑‑‑There was no unmets(sic), no, it was rather - I don't want to make that too
but when you initially start obviously you try to assess the whole situation.  That i
the funding model which is given to us by the Australian Government.  It has beco
evident that there weren't appropriate claims made and that the claims were in actu
much higher, and with higher claims and more identified care needs more staff ha
on board to (indistinct) care delivery.

PN13810  
That is you saw the need to and facilitated a reassessment of some at least of the r
and the care needs that they had been assessed to have for the purposes of the fund
ACFI I think it is funding instrument?‑‑‑Correct.

PN13811  
And that resulted in an increase in funding which was able to support an increase 
staffing?‑‑‑That is correct, but the increase - there was no - we didn't sought an inc
funding, you know, just because we wanted an increase, we just needed to correct
objectively assess the residents care needs.

***        JOHANNES BROCKHAUS                                                                                                           XXN MR GIBIAN

PN13812  
That is, your view was that they weren't correctly assessed at the time that you
joined?‑‑‑Yes.

PN13813  
I understand.  Now, just going back slightly, you refer to the - or you describe som
of the regulation that's relevant to Buckland from paragraph 25, and particularly th
implementation of the 2019 Aged Care Quality and Safety Standards.  Do you see
that?‑‑‑Yes.

PN13814  
And you describe in paragraph 25 a feature at least of those standards is that they 
or a change of philosophy, that is by placing the person receiving care at the centr
decision and giving them greater control over their care?‑‑‑Correct.
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Yes.  As well as, and maybe you just anticipate, but as well as in food provision, c
and other services that the resident receives?‑‑‑Correct.

PN13817  
And the provider such as Buckland is required to ensure that its staff are trained an
the skills to provide care, or indeed other services in a manner which facilitates ch
independence on the part of the residents?‑‑‑Correct.

PN13818  
And that's one aspect of what is assessed by the Aged Care Quality and Safety Co
upon the audits that you refer to in paragraph 26, among other places?‑‑‑Yes, corre

PN13819  
How many audits have you had since 2019 at Buckland?‑‑‑I would say we had tw
since then.

PN13820  
I think there is a difference between a full audit and there can be shorter assessme
Were they both full audits?‑‑‑No.  So the full audits would be full accreditation au
which they only do once every three years.  Both of these audits were outside at th
of the regulator to conduct them.

PN13821  
That is you haven't had a full accreditation audit as yet since 2019?‑‑‑No, we have
were due for an accreditation audit, but the Commission has asked for an extensio

***        JOHANNES BROCKHAUS                                                                                                           XXN MR GIBIAN

PN13822  
I don't know whether this is the reasoning in your case, I think there's other sugge
some of those audits have been delayed for reasons related to the pandemic?‑‑‑Pot
I can't speak to them.

PN13823  
Okay.  But nonetheless you've had two of the assessment visits in the period you h
there?‑‑‑Yes, correct.

PN13824  
Now, in terms of, sorry, the change in the philosophy or objective of care and serv
provision and the focus upon choice and the individual needs of the residents, that
something that I think now at least is reflected in the position descriptions that you
You attach a number of position descriptions, but can I just ask you, do you have t
annexures to your statement as well?‑‑‑I do have them here, yes.

PN13825  
There's a position description for a care worker at JB4.  I don't know whether you 
page numbers.  The first page of it has the letters JB04 written at the top.  It's in th
book at page 13,494?‑‑‑Yes, I have it in front of me.

PN13826  
Is that the position for all care workers, that is there's only one care worker positio
description for the facility?‑‑‑So we have a generalised position description and th
specific position descriptions to different areas I believe.
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When you say you believe it is that is it's something you understand happens, but 
something you directly deal with, is that right?‑‑‑That's correct, yes.

PN13829  
Okay.  I understand.  Do you have sufficient knowledge to give an example of wh
would be some refinements of this document for a specific role?  If you don't then
me?‑‑‑No.  I mean there's plenty of examples going back to 2019.  I mean all the p
descriptions across most facilities would have changed with the introduction of th
aged care standard for example, and one that is frequently occurring is when best 
guidelines are being updated on how to deal with, you know, (indistinct) certain is
obviously that needs to flow on to the position description.

PN13830  
Yes.  Sorry, apologies, I perhaps wasn't clear.  This is the current version of the po
description, is it, the document at JB04?‑‑‑Yes.

***        JOHANNES BROCKHAUS                                                                                                           XXN MR GIBIAN

PN13831  
There have just been amendments made over time for the type of reasons you just
suggested?‑‑‑Yes.

PN13832  
And one of those reasons was the introduction of the Aged Care Quality and Safet
Standards in 2019, correct?‑‑‑Yes.

PN13833  
No doubt among other things one way which those standards are reflected in this p
description is at the bottom of the first page there's a list of responsibilities.  Do yo
that?‑‑‑Yes.

PN13834  
Firstly with respect to residents, and right at the bottom line on the first page refer
recognising the rights, choices of individuals to participate in care.  Do you see th
I do see that, yes.

PN13835  
So that's an aspect at least, are we right in understanding, was inserted to reflect th
requirements of the current Aged Care Quality and Safety Standards?‑‑‑Well, I can
for this particular sentence but it might have, yes.

PN13836  
That is, you weren't directly involved in that process but it would at least be consi
that view?‑‑‑Yes.

PN13837  
I understand.  If I could just go back to your statement then.  From paragraph 27 y
to the compliance-based duties which have arisen from the introduction of the 201
standards?‑‑‑Correct.

PN13838  
If I can summarise, the effect of that – well, an effect in addition to the effect on th
work and other services provided, is that RNs and team leaders are more – well, m
th i ti h t b d t d t d t ti d ti i t ? Th t
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More of that work is done by the care workers?‑‑‑Every facility operates different
case more often work is being done by the enrolled nurse rather than the registered

***        JOHANNES BROCKHAUS                                                                                                           XXN MR GIBIAN

PN13841  
Sorry, if I can go back, how many enrolled nurses do you have?‑‑‑I can't speak for
number but on your typical day shift, morning shift that's 8 to 3, there should be a
four enrolled nurses.

PN13842  
Is that, sorry, in each wing or across the whole facility?‑‑‑There's one – well, acro
whole facility, each wing has enrolled nurse.

PN13843  
There's in a day shift at least one registered nurse – sorry, four registered nurses ac
facility, four enrolled nurses and between seven and nine care workers per wing?‑

PN13844  
In each wing the care work is done by the seven to nine care workers and there is 
enrolled nurses involved?‑‑‑Correct.

PN13845  
With the registered nurse being more engaged in documentation and reporting
requirements, the care work is then done by the enrolled nurse and the care
workers?‑‑‑Correct.

PN13846  
Again with less supervision by the registered nurse than perhaps would formerly –
less direct supervision perhaps by the registered nurse than was the case previousl
registered nurse is still available to provide supervision where required, yes.

PN13847  
Yes but less directly on the floor?‑‑‑Yes.

PN13848  
In terms of documentation, the care workers also have some documentary requirem
They're required to complete progress notes, for example?‑‑‑Yes, correct.

PN13849  
And incident reporting where they are engaged or witness an incident?‑‑‑Yes and 
want to give clear answers but usually the care staff member or the AIN or whatev
call it, provides the information or starts the incident report and it will have to be f
by the registered nurse.

PN13850  
That is some form of documentation or record would have to be completed or at le
commenced by the person who witnessed or was directly involved in an incident,
correct?‑‑‑Yes, yes.

PN13851  
But ultimately it's collated and submitted by the registered nurse or that's within th
responsibilities?‑‑‑Correct.
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PN13853  
That goes on for some pages?‑‑‑Yes.

PN13854  
Not doubt you've tried to be helpful in this respect but it reads as if certain activiti
in a particular order each and every day.  I just want to – we're right in understand
the day of the care workers or what's happening within a particular wing is likely 
interrupted on any particular day by incidents or calls for assistance by particular r
or if the registered nurse needs assistance with something, for example?‑‑‑Yes, co

PN13855  
Most days are quite dynamic in the sense that a care worker might start a particula
then be called away and have to attend to something which is more urgent and the
need to adjust their work throughout the day?‑‑‑That is absolutely correct.

PN13856  
I think you refer later on in paragraph 76 to interruptions occurring throughout the
reason being call bells?‑‑‑Correct.

PN13857  
You say the average wait time for response to a call bell is three and a half minute
something that you measure?‑‑‑Yes, we do.

PN13858  
Do you have performance indicators?  That is, is there an expectation that a call b
answered within a particular time?‑‑‑It's only set by us as an organisation, not by t
Commission but, yes, there is.

PN13859  
What is that expectation internally?‑‑‑Four minutes is our time.

PN13860  
If that's not being met it's something you would look into and see what you could 
address it?‑‑‑Yes, correct.

***        JOHANNES BROCKHAUS                                                                                                           XXN MR GIBIAN

PN13861  
You also attach to your statement what are referred to as duty statements.  I think 
those is annexure JB5 which commences at page 13,496 of the digital court book.
need to take you too much to this document.  This also – what's the function of thi
statement?‑‑‑So similar to what you pointed out earlier that the day is not structure
carer, as you can say at such-and-such time this happens;  this document is more o
guideline to assist the carer to understand what duties come up during the shift.

PN13862  
That's really what I wanted to ask you, that is, this is a guide but how it plays out o
particular day and, indeed, on any day is likely to be quite different?‑‑‑There will 
performance management for any employee if the time changes, absolutely not, y

PN13863  
Indeed, the sequence with which things happen is affected just by whatever incide
on a particular day?‑‑‑Yes, both by what incidents occur and what the consumer in

t
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PN13865  
And also that there might be an incident, a fall or whatever it might be, that would
the way and the sequence with which work is performed?‑‑‑Correct.

PN13866  
If I can then just go back to your statement, at paragraph 77 you make an observat
take it this is referable to Buckland, that you say:

PN13867  
The work of a carer hasn't changed dramatically, nor has it been greatly impac
2019 standards.

PN13868  
Do you see that?‑‑‑Yes.

PN13869  
Just in that respect you are talking there about the work of carers at Buckland, are
you've observed since 2019?‑‑‑I should be able to speak to both Buckland and to p
employment at Orange, yes.

PN13870  
Which was during 2018?‑‑‑Yes, finalised in 2019, yes.

PN13871  
Yes, sorry, 2018, 2019.  In that respect, as you've described even in the period sinc
there has been or you've observed both at Orange and at Buckland, there's been a 
change in the demographics, that is the age, frailty and care needs of residents?‑‑‑

PN13872  
That has an impact upon the work that the carers have to perform?‑‑‑Well, yes, it d

***        JOHANNES BROCKHAUS                                                                                                           XXN MR GIBIAN

PN13873  
The standards have also, as you described, changed the philosophy and mentality 
carers are required to adopt when providing care to accommodate and encourage t
residents to exercise choice and independence in the way that care is provided and
services they receive?‑‑‑Yes, speaking only for Buckland and for Orange(?) now, t
the case.  The reality is that this is (indistinct) care style I've always had, and all th
that the government put it in writing, but it was always the expectation of the staff
know, to put the resident at the centre of all decision‑making.

PN13874  
I think in answer to that, speaking of Buckland, Buckland always had the objectiv
understanding at least, of endeavouring to place the resident at the centre of care?‑

PN13875  
The standards now require that of all aged care providers, and indeed for you to
demonstrate as a provider that you have trained staff and that staff are skilled to pr
care in a manner which accommodates choice and places the resident at the centre
care?‑‑‑Correct.

PN13876  
I think the last thing I anted to ask o abo t is going back slightl at paragraph
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that?‑‑‑Can you please repeat that?

PN13878  
Sorry, paragraph 41?‑‑‑Yes.

PN13879  
There you're reflecting upon the experience you've had at Buckland of the two ass
visits?‑‑‑Yes.

PN13880  
Yes?‑‑‑That's correct.

PN13881  
And the assessors spoke to staff members and to residents on those visits, did they
of those visits, yes.

PN13882  
The other visit they didn't speak to residents or staff?‑‑‑The other visit was conduc
Telehealth.

PN13883  
And that was only with you or with management, was it?‑‑‑Yes.

***        JOHANNES BROCKHAUS                                                                                                           XXN MR GIBIAN

PN13884  
Then at paragraph 43, firstly, the – sorry, one more question on that aspect.  In term
Aged Care Commission, obviously the involvement of staff in dealing with audito
the Aged Care Commission is something that's only been present since 2019, sinc
standards were introduced?‑‑‑I believe that's incorrect.  When it was still the agen
if was a commission, they would still engage staff and ask questions.

PN13885  
All right.  Then at paragraph 43 you refer to engagement with relatives and next o
you say they've become more demanding.  Can you state what you mean by that?‑
you look at the timelines, this all falls in the issues (indistinct) prior before the
Royal Commission into Aged Care started, which meant that people were more aw
aged care and the issues arising within, which prompted a lot of our relatives and 
Buckland to be more inquisitive about the care that we provide and advocate bette
residents.

PN13886  
That is, there's been more contact from residents and next of kin and that contact h
more demanding, in the sense that they have demanded more detailed information
concrete actions to be taken?‑‑‑They wanted to be more engaged in the care that is
provided, yes.

PN13887  
Yes, thank you.  That's my cross (audio malfunction) at least.

PN13888  
JUSTICE ROSS:  Thank you, Mr Gibian.  Mr McKenna?

CROSS EXAMINATION BY MR MCKENNA [2 36 PM
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accepted the proposition that what you have in your evidence with respect to carer
– I think you said a guide as to what happen, something like that?‑‑‑Yes, correct.

PN13890  
At paragraph 78 and follows, you set out under the heading, 'RN and EN' - you se
explanation of what you say happens starting a shift at 6.30 am for registered nurs
enrolled nurses.  Do you see that?‑‑‑Yes.  I see that, yes.

PN13891  
Can I take it that those paragraphs, 78 really all the way through to 104, should be
the same way as paragraph 52 and following, and that's a guide as to what might h
during the day?‑‑‑Yes, absolutely, correct.

***        JOHANNES BROCKHAUS                                                                                                     XXN MR MCKENNA

PN13892  
And similarly with the duty statements that you provide for enrolled nurses and re
nurses, which are at I think JB8 to JB12, is it the case that those documents again 
guidelines as to the issues that might come up?‑‑‑Yes, correct.

PN13893  
We've had some evidence from another general manager of a facility in this case t
effect that incidents occur essentially every day that can throw a schedule out the 
Would you agree with that?‑‑‑Yes, I would agree with that, yes.

PN13894  
Thank you.  If the Full Bench pleases, there's no further cross‑examination for the

PN13895  
JUSTICE ROSS:  Thank you.  Mr Ward, re-examination?

PN13896  
MR WARD:  There's nothing in re-examination, your Honour.  If Mr Brockhaus c
excused?

PN13897  
JUSTICE ROSS:  Certainly.  Thank you for your evidence, Mr Brockhaus.  You're
excused?‑‑‑Thank you.

<THE WITNESS WITHDREW                                                             [2.39 PM

PN13898  
JUSTICE ROSS:  I think that concludes the proceedings for the Full Bench, and I

PN13899  
MR WARD:  Sorry, your Honour.  There's one witness which isn't required for
cross‑examination, but can I just identify their statement, because we seek to rely 

PN13900  
JUSTICE ROSS:  Sure, yes.

PN13901  
MR WARD:  It's the statement of Mr Shane Woolsey, W‑o‑o‑l‑s‑e‑y.  It's containe
tab 259 in the digital court book 14351 to 14363 It's a statement of 74 paragraph

7119



***        JOHANNES BROCKHAUS                                                                                                     XXN MR MCKENNA

PN13903  
MR WARD:  Thank you, your Honour.

PN13904  
JUSTICE ROSS:  I think that concludes the matters before the Full Bench, but O'N
wants to discuss some issues with some of the lay witness evidence, so Asbury DP
will leave you, and the Full Bench will adjourn and be reconvening before O'Neil
Thank you.

PN13905  
MR WARD:  Thank you, your Honour.

PN13906  
COMMISSIONER O'NEILL:  I just want to deal with this issue of the – I think it
witnesses that haven't given evidence.  We spoke about this on Wednesday, and to
solicitors for the HSU have sent through an email.  I'm not sure if you've seen that
Mr Ward.

PN13907  
MR WARD:  I have, Commissioner.

PN13908  
COMMISSIONER O'NEILL:  All right.  So, look, as I understand it, on Wednesd
least, Mr Ward, you indicated that you objected to any suggestion that witnesses w
unable to be cross‑examined have their statements admitted but be dealt with on th
question of weight.  In light of what's been put, do you maintain that objection in r
all of the witnesses?

PN13909  
MR WARD:  Can I say this, Commissioner?  I'm happy to allow the statement of
Adrian Shelley in, subject to arguments as to weight.  That person's a home care w
and I think we've had such a bevy of home care workers' statements I don't see tha
tilting the proceedings.  I am concerned about the others, because the others go to 
cleaners, laundry assistants and property people, and to date there has only been li
evidence of cleaners, laundry and property people and, in fact, if this evidence is a
will be the bulk of the evidence, the cleaners, laundry and property people and, th
will not have had a chance to cross-examine the bulk of the evidence in those clas
certainly for those we do, as a matter of fairness, press the objection but we do
acknowledge that you have a broad discretion under section 590 and 591 of the A
do press on grounds of fairness because of the class of persons involved to that ob

PN13910  
COMMISSIONER O'NEILL:  Is there a halfway point perhaps where are there pa
are you able to indicate, Mr Ward, which parts of those witness' statements that yo
seek to challenge?

PN13911  
MR WARD:  Commissioner, I'm happy to do that.  I'm just not able to do that this
afternoon.

PN13912  
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PN13914  
COMMISSIONER O'NEILL:  All right and, look, finally, Mr Ward, can also ask y
relation to the proposal to convene to deal with Ms Kelly's and Mr Barnes' eviden
indicate that I'm amenable to that approach but there's very limited availability, so
options available would be at 2 pm on Friday 20 May or 12 pm on Monday, 23 M

PN13915  
MR WARD:  Could I just have a short moment, Commissioner?

PN13916  
COMMISSIONER O'NEILL:  Yes.  Now, Mr Gibian, perhaps if you can check yo
availability.

PN13917  
MR GIBIAN:  I am available, well, at least sufficient of us are available on the 23
content to go ahead on that date on that basis.  Obviously it may be that we would
make further inquiries with Ms Kelly and Mr Barnes when we're able to do so.

PN13918  
COMMISSIONER O'NEILL:  Of course.

PN13919  
MR GIBIAN:  If we can have liberty to approach your chambers, Commissioner, 
some difficulty that arises with that date.

PN13920  
COMMISSIONER O'NEILL:  I mean, I appreciate the circumstances that Mr Wh
but I don't quite understand – well, it may be that he would be able to give eviden
subsequent date.

PN13921  
MR GIBIAN:  Sorry, Ms Kelly, I think it is.  Well, I assume that Ms Kelly - - -

PN13922  
COMMISSIONER O'NEILL:  No, no.

PN13923  
MR GIBIAN:  Sorry.

PN13924  
COMMISSIONER O'NEILL:  This is Andrew White.

PN13925  
MR GIBIAN:  Andrew White, sorry.

PN13926  
COMMISSIONER O'NEILL:  Who has experienced family issues and (indistinct)

PN13927  
MR GIBIAN:  Yes, we'll have to make inquiries about that.  We'll endeavour to se
– I assume Ms Kelly will be recovered by COVID by then with any luck, unless s
some other difficulty with the date that is immoveable.  Mr Barnes, we've had diff
contacting in the manner we've described.  We assume we'll be able to resolve tha
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PN13929  
MR GIBIAN:  Let's hope not.

PN13930  
MR WARD:  When did you say on the 23rd?

PN13931  
COMMISSIONER O'NEILL:  On the 23rd at 12 pm.

PN13932  
MR WARD:  At this stage the only availability I've got on those days is after 3 on
but perhaps we could start on this basis, Commissioner, perhaps in relation to thos
people you could give liberty to myself and Mr Gibian to see what we can sort ou
be that Ms Rafter can deal with them rather than me but if you could give us liber
approach you - - -

PN13933  
COMMISSIONER O'NEILL:  Yes.

PN13934  
MR WARD:  - - - before close of business this week that might be the best way to
those two.

PN13935  
COMMISSIONER O'NEILL:  All right and in relation to Ms Sharlia and Ms Solo
sure that you have or your instructors at least will have done their very best to exp
they are legally protected in relation to giving any evidence and that despite appea
neither Ms Rafter, nor Mr Ward, are particularly scary propositions and will be - -

PN13936  
MR GIBIAN:  I've certainly explained that to them.

PN13937  
COMMISSIONER O'NEILL:  - - - respectful and – all right.  But if ultimately the
get over their concerns then I do – I'm not inclined to admit - - -

PN13938  
MR GIBIAN:  I understand that position, Commissioner.  It's just a question as to 
notwithstanding what efforts have been made along the lines that you've indicated
Union feels that it's really appropriate to force them to give evidence if their reluc
that nature.

PN13939  
COMMISSIONER O'NEILL:  Of course.  Of course.  I'm content to leave it on th
that you have discussions, agree on what you can, consider any prospect of identif
of the other witness statements that have to be challenged, and advised my chamb
end of tomorrow where you're up to and we'll deal with it from there.

PN13940  
MR GIBIAN:  Thank you.

PN13941  
MR McKENNA:  Commissioner, can I indicate from the ANMF's perspective we
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PN13943  
MR WARD:  It may begin with offering to conciliate, I don't know.

PN13944  
COMMISSIONER O'NEILL:  I'll leave all of that to you unless there's anything e
Thank you all and the Commission is adjourned.

PN13945  
MR WARD:  The Commission pleases.

PN13946  
MR GIBIAN:  Thank you.

ADJOURNED TO A DATE TO BE FIXED                                         [2.48 PM
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PN13947  
THE ASSOCIATE:  The Fair Work Commission is now in session.  Matters numb
AM2020/99, AM2021/63 and AM2021/65.  Aged Care Work Value Case for hear

PN13948  
JUSTICE ROSS:  Good morning.  As for the appearances I have Mr Gibian for th
Mr Hartley for the ANMF, Mr Redford for the UWU and Mr Ward for ABI.  My a
for the early hearing but it was the only time that the bench was able to get togeth
purpose is to consider the HSU's application which was forwarded to the Commis
email on Friday at 4.25 pm and what's proposed is that we accept the statements fr
of the witnesses who are not available for cross-examination, they being Ms Debo
Mr Stephen Barnes, Andrew White, Agnes Sharlia and Roseanne Solomons.  The
indicated that they withdraw the statement of Adrianne Shelly White.  What do yo
say, Mr Gibian, in support of your application?  Your screen is frozen, Mr Gibian.
you're just there sitting very still.

PN13949  
MS GRAYSON:  Sorry to interrupt your Honour.  Mr Gibian has just messaged m
that he hasn't been able to hear you, so he's obviously having some technical diffic
Shall I suggest that he leaves and re-joins us?

PN13950  
JUSTICE ROSS:  Yes, I think so.

PN13951  
MS GRAYSON:  Very good.  I'll do that now, if you can give me a minute, thank 

PN13952  
JUSTICE ROSS:  Sure.  Can everyone else hear me?  Is it only Mr Gibian?  Okay
hear me now, Mr Gibian?  Okay.  Is there another computer that he can connect on
connect on his phone or - - -

PN13953  
MS GRAYSON:  I'll see what I can - - -

PN13954  
MR GIBIAN:  I can't hear anyone.

PN13955  
JUSTICE ROSS:  Okay.

PN13956  
MS GRAYSON:  I'll see what I can do there, your Honour.

PN13957  
JUSTICE ROSS:  Thanks.  We'll also try and connect him by telephone, Ms Gray

PN13958  
MS GRAYSON:  He's going to try through another device so hopefully that will w
beauties of remote hearings.

PN13959  
JUSTICE ROSS:  Can you hear me now, Mr Gibian?
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JUSTICE ROSS:  No, that's all right.  The only thing you missed was I was indica
purpose of the hearing was to deal with the correspondence from your instructing 
received on Friday afternoon in which you press that we accept the statements of 
witnesses who are not available for cross-examination.

PN13962  
You also indicate that you withdraw the statement of Adrianne White and in the ev
the Commission decides not to accept the five statements then you seek leave to fi
further witness statements by 30 May, and those witnesses would be available for 
examination shortly thereafter.  Was there anything you wished to say in support o
application, Mr Gibian?

PN13963  
MR GIBIAN:  Look, there's not much that I think I need to add to what is said int
correspondence.  There was, as the members of the Bench will have seen, simply 
relatively small number of the total witnesses who were ultimately unable to arran
attend for cross-examination and can't immediately for, in short, a mixture of som
reasons or the passage of time having meant since the filing of the original eviden
first half of last year, meaning that they have moved onto other jobs and simply ar
willing and the union doesn't feel it can really compel them to, or to at least use co
powers to compel them to attend in those circumstances.

PN13964  
The reason why we are somewhat concerned about it and I understand it reflects M
position as well, to some degree is that they concern some of the cleaning and mai
roles that are not otherwise as – or only covered by a relatively small amount of th
evidence.  Otherwise we'd probably just let it pass if it was a care-worker work or
work which has been more thoroughly covered by the other evidence.

PN13965  
Obviously it's a question of balance but as we've said in the correspondence, in ter
what is necessary for appropriate procedural fairness to be afforded, it's a balance 
practicality and the Commission being properly informed, and we don't think that 
compelling need for the witnesses to be available for cross-examination in circum
where there aren't credibility or reliability issues, and we don't think there is really
challenge to what is said in their statements or likely to be direct challenges to wh
in those statements.

PN13966  
If the Commission isn't with us in that respect, then we've proposed an alternative
which we think oughtn't delay it in any substantial way, at least the timetable whic
been sent.

PN13967  
JUSTICE ROSS:  Thanks, Mr Gibian.  Mr Hartley, anything you want to say abou

PN13968  
MR HARTLEY:  No, the ANMF takes no position in regard to this application.

PN13969  
JUSTICE ROSS:  The UWU, Mr Redford?

PN13970
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MR WARD:  Thank you, your Honour.  Largely this matter has to some extent alr
ventilated before Commissioner O'Neill so I'll largely restate what I've put to the
Commissioner.  It's my understanding that these witnesses either simply can't be f
for the most part simply don't want to attend to swear their evidence and be cross-
examined.

PN13973  
As I said to Commissioner O'Neill when this matter was originally ventilated, we
acknowledge that the Commission has broad discretion in section 590 and 591 bu
respectfully, there must be some limits to that in terms of procedural fairness.  As
Commissioner O'Neill would be well aware, our cross-examination has not only g
what they've said, it's gone in many respects to what they haven't said which is qu
relevant in the work value case.

PN13974  
That is to say, a lot of the witnesses have painted a picture of part of their role, par
accountability and part of their function but they have not painted the whole pictu
cross-examination in many regards has gone to the whole picture.  There are some
interesting issues in some of these witness' statements and I'll just use one by way
example.  Ms Deborah Kelly, who's a cleaner and laundry hand.  If one does the m
about her day in an eight-hour shift she asserts that she works eleven to thirteen an
hours.

PN13975  
It's wrong to say that we're not looking to challenge some of the things they've sai
we would be.  So our position remains the same as it was before Commissioner O
that is that while you have a broad discretion, the fact that a witness can no longer
located or refuses to attend, should not prejudice our client, and this would.  Comm
said at PN13937, a preliminary view that she was not inclined to admit these state
and we think that is an appropriate view and the Full Bench should take it.

PN13976  
I will say this, we don't intend to make submissions about the amount of evidence
to cleaners or maintenance people and the like.  We don't intend to make submissi
that.  We're obviously making submissions about the evidence from the cleaners a
laundry hands that have been put on, but we don't intend to make submission abou
volume of the evidence or the lack thereof, if that can assist Mr Gibian.  We press 
objection.

PN13977  
JUSTICE ROSS:  Yes.  Mr Ward, do you have any objection to the filing of two a
statements?

PN13978  
MR WARD:  Well, I do.  Their evidence was due on 1 April 2021 and the idea tha
year later they're going to be allowed to file new evidence just, with respect, is jus
the pale.  It is just beyond the pale.  So we object to that as well.  They've had thei
opportunity.  They sought an extension to the original timetable that was granted. 
that a year later the HSU get an opportunity to have another go really just shouldn
permitted.

PN13979  
JUSTICE ROSS: Mr Gibian anything in response?
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anyone specifically for that but because of the delay between the original filing ea
first half of last year and now because of the joinder of the original residential car
application with the issues in relation to the Nurses Award and the SCHADS Awa
because of the - and that has resulted in the situation that we're in now.

PN13981  
So to suggest that there's something beyond the pale in seeking to ensure that the
Commission has appropriate material before it in relation to all the classes of work
practical difficulties of the type that I've described have been encountered should 
(indistinct) and we - if the Commission is not minded to accept the existing filed s
in the circumstances then we would seek leave to file that further material and as I
don't think that would delay the resolution of the proceedings.

PN13982  
JUSTICE ROSS:  Sorry.  And what do you say about Mr Ward's point that he's no
take a point about the volume of material.  Do you already have evidence from ma
workers and cleaners in?

PN13983  
MR GIBIAN:  There is some cleaning evidence.  I don't think so with respect to
maintenance separately, yes.

PN13984  
JUSTICE ROSS:  Yes, Mr Ward, there is or there isn't.

PN13985  
MR GIBIAN:  Yes, there is.  There's evidence - I think the phrase I used perhaps n
entirely appropriately in 2022 but there is evidence from a handyman, yes.

PN13986  
JUSTICE ROSS:  All right.  Nothing further from you?

PN13987  
MR WARD:  Sorry, I just wanted to say one more thing if I could, your Honour.  I
curious that the union don't want to compel these people to attend but they seem to
compel the evidence to be admitted and that just seems curious.

PN13988  
JUSTICE ROSS:  Nothing further from anyone?  Look, if you can remain in place
Bench will have a discussion amongst ourselves and we will come back to you sh

PN13989  
MR WARD:  May it please.

SHORT ADJOURNMENT                                                                     [8.43 AM

RESUMED                                                                                               [8.46 AM

PN13990  
JUSTICE ROSS:  All right.  The decision we've arrived at is we do not propose to
the statements of the five witnesses who are not available for cross‑examine.  We 
permit the HSU to withdraw the statement of Adrianne White.  We will allow the 
file one further witness statement from a maintenance staff employee and that stat
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PN13992  
JUSTICE ROSS:  Thank you.

ADJOURNED INDEFINITELY                                                            [8.47 AM
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PN13993  
COMMISSIONER O'NEILL:  Good morning everybody.  Unless there's any preli
matters, Mr Gibian, do you want to call your witness?

PN13994  
MR GIBIAN:  Yes.  I understand he's waiting to be admitted.

PN13995  
COMMISSIONER O'NEILL:  All right.  Good morning.  Is it Mr Basciuk?

PN13996  
MR BASCIUK:  Yes, it is.

PN13997  
COMMISSIONER O'NEILL:  I'm Commissioner O'Neill.  Thank you for your tim
morning.  My associate is just going to have you take the affirmation.

PN13998  
MR BASCIUK:  Okay, no worries, thank you.

PN13999  
THE ASSOCIATE:  Mr Basciuk, can you please say your full name and work add

PN14000  
MR BASCIUK:  Eugene Ian Basciuk, 142 Cameron Street, Wauchope, Bundaleer
Services.

<EUGENE IAN BASCIUK, AFFIRMED                                             [9.02 AM

EXAMINATION-IN-CHIEF BY MR GIBIAN                                    [9.02 AM

PN14001  
COMMISSIONER O'NEILL:  Mr Gibian.

PN14002  
MR GIBIAN:  Thank you, Mr Basciuk.  This is Mark Gibian.  As you know, I app
the HSU.  Could I just ask you to repeat your full name for the record?‑‑‑Eugene I
Basciuk.

PN14003  
You are a maintenance tradesperson employed by Bundaleer Care Services in
Wauchope?‑‑‑That is correct.

PN14004  
You have made a witness statement for the purpose of this matter.  Do you have a 
that with you?‑‑‑That I do.

***        EUGENE IAN BASCIUK                                                                                                                 XN MR GIBIAN

PN14005  
It runs over nine pages and 63 paragraphs and there are some annexures.  Do you 
of those?‑‑‑That I do.

PN14006  
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We seek to rely on that statement.  It's not in the court book, obviously, at this poin
that's sufficient identification for present purposes?  There was just one matter I w
to ask Mr Basciuk to clarify.

PN14009  
Do you have the first page of your statement?‑‑‑Yes, I do.

PN14010  
You see, in paragraph 7, you refer to there being, or you indicate that Bundaleer p
aged care and retirement living in independent living units on the same site?‑‑‑Yes
correct.

PN14011  
Then, in paragraph 8, you refer, on the second line, to there being 84 beds.  Do yo
that?‑‑‑Yes, I do.

PN14012  
Is that in the home alone?‑‑‑That's 84 beds in the home alone, yes, and there's 76
independent living units.

PN14013  
In addition to the 84 beds in the home?‑‑‑Yes, that's correct.

PN14014  
Hopefully on the screen in front of you, you can see a number of faces.  One of th
Rafter, who is appearing for some of the employers' interests.  She's going to ask y
questions now?‑‑‑Okay.

CROSS-EXAMINATION BY MS RAFTER                                        [9.04 AM

PN14015  
Hi, Mr Basciuk, my name is Alana Rafter and I appear for the employer interests t
Are you able to hear me all right?‑‑‑Yes, I can hear you all right.

PN14016  
Excellent.  I'm just going to ask you some questions about your statement that you
in these proceedings?‑‑‑Yes.

PN14017  
Do you have a copy of that in front of you?‑‑‑That I do.

***        EUGENE IAN BASCIUK                                                                                                             XXN MS RAFTER

PN14018  
I understand you are a maintenance tradesperson at Bundaleer?‑‑‑That is correct.

PN14019  
And you have been working with Bundaleer since September 2019 to now?‑‑‑Tha
correct.

PN14020  
So about two and a-half years or so?‑‑‑Yes.

PN14021

7135



PN14023  
But then on your position statement, it just notes that as a desirable feature of the r
not a mandatory aspect?‑‑‑Yes.  Yes, I don't - that's paperwork for the admin side o

PN14024  
No worries.  Can I take you to paragraph 12 of your statement, where you set out 
qualifications?‑‑‑Yes.

PN14025  
I understand you're a licensed electrician?‑‑‑That is correct.

PN14026  
To get your licence as an electrician, what qualifications did you need to obtain as
step?‑‑‑I did an apprenticeship in the electrical trades, and that started with the rai
and then I completed with the electrical contractor after that and I applied to New 
Wales Fair Work with all my qualifications and got my electrical licence.

PN14027  
Are those the qualifications listed at 12, so your Electrical Fitter/Mechanic Trade
Certificate?‑‑‑That is correct.

PN14028  
At that time, to get the licence, did you also have your Certificate II in Telecommu
Cabling, or was that something you did afterwards?‑‑‑That's afterwards and that's 
additional licence to work on all the telephones and computer data and all that sor

PN14029  
Is it the case for the Telecommunications Open Registration (Telecommunications
that, again, that's a separate qualification as well?‑‑‑That is correct.
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PN14030  
Thank you for that.  Now I would like to ask you some questions about your empl
which is referred to in paragraph 11 of your statement.  You mention you did your
apprenticeship with the railways in 1996 to 1998?‑‑‑Correct.

PN14031  
Then you state that you were a maintenance electrician for various companies betw
1998 to 2007?‑‑‑Yes.

PN14032  
Without asking you to name the different companies, I just wanted to get a picture
experience.  Could you identify some of the industries that you've worked in, if th
different or if they were the same?‑‑‑Yes, I finished off my apprenticeship with a l
electrical company based out at Penrith, and then I left there and I worked for plac
Wrigleys, Tooheys, Australia Post and all of those sorts of companies.

PN14033  
Working for those different companies, would you be working on site at Australia
with Tooheys, or would you be stationed at an office and go in as needed?‑‑‑No, a

PN14034  
All on site So o ha e been e posed to a lot of different areas I take it differen
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If we go with Australia Post for a second, if you're doing electrical work as requir
them would you typically try to fit it in around their timetables to minimise
disruption?‑‑‑Yes.

PN14037  
And is that typical in all of the different industries, different companies?‑‑‑Yes.

PN14038  
And obviously with an exception, if there's an emergency do the work then and
there?‑‑‑Yes.

PN14039  
Thank you for that.  It's good to get a picture of that, very helpful.  I'd now like to 
Bundaleer.  So you set out the site at around paragraphs 7 and 8 of your statement
earlier you said there's 76 independent living units on the Cameron Street part of
Bundaleer?‑‑‑Yes.

PN14040  
And there's also the Cameron facility, which is the residential care facility, and tha
as well?‑‑‑Yes, it is.
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PN14041  
And then there's another site at Johnston Street but that's no longer operating as a 
care facility?‑‑‑That is correct.

PN14042  
I believe you say it shut down around May 2021?‑‑‑Yes.

PN14043  
Or August 2021.  Now, with the independent living and retirement aspect of Bund
you do any maintenance work for them or for that aspect of Bundaleer, or is your 
limited to the aged care facilities?‑‑‑No, I work across every site of the Bundaleer
includes both the independent living units and the aged care facility.

PN14044  
Now, I'd like to ask a question, and if it's an unfair question, do let me know, but a
able to give an indication of the percentage of work you would be doing for the in
units versus the residential facilities in a week?‑‑‑In a week, I think about 20 per c
independent living units.  I spend about 80 per cent on the care home.

PN14045  
Eighty per cent on the care home.  Thank you very much.  Now, I'd just like to con
understanding of the chain of command at Bundaleer as well.  So, I understand at 
we have the CEO of Bundaleer, then we have the maintenance manager that mana
supervises the maintenance team?‑‑‑Yes.

PN14046  
And that would be your direct report.  You would communicate regularly with the
manager?‑‑‑That is correct.

PN14047  
And o r team the maintenance team consists of o rself as the maintenance
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at 35 you state that the manager organises the workflow for the team, and - yes, an
manager allocates you jobs?‑‑‑That is correct.

PN14049  
And is it correct that the manager would allocate jobs for each member of the mai
team?‑‑‑That is correct.

PN14050  
Now, are these jobs all allocated via the Hardcat system?‑‑‑That is correct.
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PN14051  
And my understanding of the Hardcat system, as it is, that it's a digital system and
with asset maintenance and it's a place where effectively you can see all the jobs t
logged?‑‑‑Yes, that's correct.

PN14052  
Do you access it via an app on your phone or a website?‑‑‑Both.

PN14053  
Both, excellent.  And on the Hardcats system if you're in the app, are you able to s
jobs listed, but also see the jobs that are simply allocated for you?‑‑‑Yes, I can.

PN14054  
So there's a way of organising.  Are you also able to see jobs organised by location
we can.

PN14055  
And is that location by Cameron Street and Johnson Street or is it by rooms and lo
throughout the facility?‑‑‑It's facility and then we get which room we have to - it's
to.  We can also see every individual assets as well.

PN14056  
And my understanding is that the manager - so, they allocate all of the jobs for eac
team members through Hardcat, and so if the - just to give an example of differen
the manager might put into Hardcat, if the manager is alerted to a resident's sink in
ensuite is not working, so the mixer tap is just not functioning right, that would be
job that he or she would enter into the Hardcat system and allocate to the plumber
of your team?‑‑‑Yes, that'd be correct.

PN14057  
And then to choose a very simple example, if there was a light that had blown and
to be replaced, the manager would put that into Hardcat and allocate it to you to so
out?‑‑‑Yes, he would.

PN14058  
Excellent.  Now, at 36 you talk about how the manager - the receptionist initially l
job into Hardcat, is that simply to create the - is that the manager has described th
he wants logged into Hardcat, and she or he simply creates the entry into Hardcat?
actual job is actually noted on a piece of paper which is logged on by the reception
then the maintenance manager reviews that request and then logs in and allocates 

PN14059
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PN14061  
So, that can be the care workers, the registered nurses, members of your team?‑‑‑T
correct.

PN14062  
Okay.  So, the first thing is - so, if you identify a job that needs to be done, it has t
the system on Hardcat so you write it on a piece of paper, provide it to the receptio
would then enter it into Hardcat?‑‑‑That is correct.

PN14063  
And that's the initial step.  And you note that she puts in the date, the urgency and
timeframe?‑‑‑Yes.

PN14064  
Was that something that would be indicated on that request form or is she just putt
figures there?‑‑‑No, it's not indicated on the request form, it's basically the mainte
manager actually allocates the time period for it as the need of what he deems is u
not.

PN14065  
So, once these jobs, if they're allocated on Hardcat the manager has the final say o
determining and the manager is responsible for setting the urgency of these jobs?‑
correct.

PN14066  
Thank you for that.  Thank you for clarifying, that's all very helpful.  Now, with ch
the work with the workflow, which I mentioned - that you mentioned the manager
organises, is organising workflow simply determining the allocation of jobs, or ho
the manager organise workflow?‑‑‑Well, I'm not really the manager, so it's a bit ha
you what goes through his head, but it's basically the - you know, anything that co
urgently.  I'll give you an example, something urgent, it might be a broken bed, yo
the beds don't go up or down the carers can't perform their work in a safe manner,
lighting where a resident mightn't be able to see, and so they need the lighting so t
fall over or trip over something because they can't see, things like that.

PN14067  
So, the manager sees the nature of the jobs and is making all of these determinatio
what's the urgency there?‑‑‑Yes, he is.

PN14068  
Excellent.  And that might be informed by the nature of the job which you just gav
example of?‑‑‑Yes.

PN14069  
Now, if I can turn to your duties, at paragraph 16, I believe that's where you start w
duties, you state that the first thing you do on arrival is look at the allocated job lis
it that's what we've just been talking about, which is on Hardcat?‑‑‑Yes, that is cor
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PN14070  
Thank you for that And via Hardcat you can check the urgency that we also just
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PN14072  
Is there a typical amount of jobs you tend to have per day, or does it change day to
changes day to day into whatever breaks down or is needed.  You know, somethin
can be hanging up pictures for a resident in their room to make it more homely.

PN14073  
Yes?‑‑‑You know, to - like I said before, a broken bed, you know, they don't have 
or anything like that.

PN14074  
So, I take it that's where the urgency is confirmed by the manager assist, so that yo
that you have limited hours in the day, these are the jobs that have to be done toda
others, there's a bit of wriggle room of when you can - - -?‑‑‑It can be like that, ye

PN14075  
Thank you?‑‑‑And then we've had days where it's just been urgent jobs all day and
been flat out.

PN14076  
You talk about the preventative maintenance jobs, and I take it these are the ones t
are the - you refer to quarterly checks, so these are regularly scheduled maintenan
have to be done, have to be checked on a regular basis and are eventually audited?
- - -

PN14077  
Or may be subject - I should say may be subject to auditing?‑‑‑Yes, things like wh
wheelie walkers, make sure the brakes work because, yes, again, you know, to sto
residents from falling over or getting hurt due to faulty equipment.

PN14078  
If we take the example of a resident's wheelchair and you're doing the check, so I 
first step is you will see that that check is noted on Hardcat and that that check nee
done today?‑‑‑Yes, that is correct.
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PN14079  
Then you would go to the wheelchair and check all of its functionality, check its ty
check that it's not a danger to the resident due to a fault with the asset?‑‑‑That's co

PN14080  
If it was damaged beyond repair, say the wheel was completely dented, there was 
fixing this by a simple repair, is that the case where you would contact the manage
approval to order a new part?‑‑‑Well, first we check our stock levels and then, if w
another wheelchair, we would go and fetch it for them and actually replace that ch
then we'd take the broken chair and take it out of service and do all the paperwork
way.

PN14081  
I see.  So, the first step is that this chair is not fit for - you discover the chair is not
resident, so we organise for a replacement chair, if there is one available in stock?

PN14082  
Th ith th h i th t' f lt th t l t t I ithd th
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Repair or replace.  Thank you.  With each of those steps that you did, would that a
recorded for that against that job entry on Hardcat?‑‑‑Yes, it would.

PN14084  
Excellent.  I would now like to take you to another example at paragraph 20 wher
about the example of the air-con system not working?‑‑‑Yes.

PN14085  
In a similar fashion, you would be alerted to this job by the entry put into Hardcat

PN14086  
You would then, seeing that job, go to the air-con system to check on its functiona
you refer to doing a basic power reset?‑‑‑That is correct.

PN14087  
If it's still not operational after that test, that's when you contact the manager to or
approval for a contractor?‑‑‑That is correct.

PN14088  
I should unpack that.  Approval to go and contact a contractor?‑‑‑Yes - - -

PN14089  
And then the next - sorry, I cut you off?‑‑‑Yes.  No, I was just agreeing.

PN14090  
Then, once you have got that initial approval, you then would contact a contractor
a quote?‑‑‑Yes, if it needed replacing.
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PN14091  
Yes, if it needed replacing, you would do that.  And if you had a preferred contrac
would go to that preferred contractor, otherwise you might have to look around fo
different contractor?‑‑‑Yes, yes, we have preferred contractors who have gone thro
their police checks and all their inductions into the care home.

PN14092  
Can I understand if it's a new contractor that's never been in the care home before
would notify the manager of this and the manager would then do a site induction w
contractor?‑‑‑Yes, he would.

PN14093  
He would also ensure that that contractor has the appropriate licences?‑‑‑Appropri
licences, yes, correct.

PN14094  
Before commencing the work?‑‑‑Yes.

PN14095  
With this site induction, were you required to do a site induction when you joined
Bundaleer?‑‑‑Yes, we did a staff one, which is slightly different to a contractor on

PN14096  
Are you familiar with the contractor site induction?‑‑‑No
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PN14098  
At 24, you say this is done before you start a job?‑‑‑That is correct.

PN14099  
Is it correct that it's done before every single job?‑‑‑That is correct.

PN14100  
So whether it be changing a light bulb in a room or attending to the air-con system
process has to be completed?‑‑‑Yes, it does.

PN14101  
I see at EB01 you attach the job hazard analysis worksheet?‑‑‑Yes.

PN14102  
You also refer to the first step before that, which is the work method statement?‑‑‑
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PN14103  
That work method statement is prepared by the manager and lists all the steps that
anticipated to be done in that job?‑‑‑Yes.

PN14104  
The manager might ask you about the steps that are involved as well to complete t
statement?‑‑‑Yes, he does.

PN14105  
Is this all done on hard copy pieces of paper or is this done electronically on the
computer?‑‑‑At the moment, Bundaleer's changing over to using a digital version 
think it's enableHR.

PN14106  
If it's not quite digital yet, it's in the process of getting there?‑‑‑That is in - yes.

PN14107  
No worries.  Currently it's still in this paper format?‑‑‑That is correct.

PN14108  
The main thing I wanted to see is it's different, it's not included in the Hardcat, a c
different process we're doing here?‑‑‑Yes.

PN14109  
Is this done before the job is allocated in Hardcat or after the job is allocated in
Hardcat?‑‑‑Most of the, as we call them, SWMS are just a basic set of instructions
cover all - any jobs there.  It's basically like driving a car, it's like your road user m
you know, that's your basic set of rules, instructions on the roads, whereas actually
the car, you know, you're constantly changing things, you know, like other cars aro
you know, trying to avoid.  That's the best analogy I can put to it for you.

PN14110  
With these documents, does that mean there are some templates of these documen
use that word, for particular jobs that may be done routinely?‑‑‑Yes, there is.

PN14111
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PN14112  
With these, you refer to it as similar to SWMS.  Is it a quick process filling out the
documents?  I shouldn't say - I withdraw 'quick'.  How long do you typically spen
these documents?‑‑‑Well, the SWMS take a little bit longer to do.  Something that
actually have a SWM, that's where this job hazard analysis form would come in, a
can take anywhere from five minutes to 15 minutes, depending on the job.

PN14113  
Just so I can make sure I have it right in my process, you have the electronic recor
Hardcat of the job that's to be done?‑‑‑Yes.

PN14114  
Then this physical documentation of the work method statement and the job hazar
also has to be done before you commence that work on that job?‑‑‑That is correct.

PN14115  
These documents, would they be provided to the manager?‑‑‑They are provided to
manager once they are completed and they get scanned in and archived.

PN14116  
Do you need the manager to confirm receipt and approval of these documents bef
start the job?‑‑‑For the SWMS, yes, for the JHA, no.

PN14117  
So, as long as the job - the JHA need not be completed before you start the job?‑‑‑
JHA must be done before the job.

PN14118  
Must be done but it need not be approved by the manager before you start the job?
doesn't need to be approved by the manager.

PN14119  
Excellent.  It just has to be done first and then that document goes to the manager 
and ‑ ‑ ‑?‑‑‑That is correct.

PN14120  
Thank you for that.  Thank you for talking me through that process.  And if I can t
to paragraph 29 where you talk about - you give an example of seeing a loose pav

PN14121  
Is it the case that the protocol you set out is that you have spotted the hazard, whic
paver, that you move to solve the problem by either putting up bollards around so 
one trips, and then you contact the manager that this hazards exists?‑‑‑Yes.

PN14122  
Then it's up to the manager then to decide what change needs to take place to fix t
hazard?‑‑‑Yes.
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PN14123  
And is that consistent with your WHS training?‑‑‑It's - well, if you can't fix it strai
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PN14124  
Right, thank you for that.  So, I understand the process at Bundaleer then is that if
hazard and you're able to fix the hazard then and there, that falls within your respo
and you're to do that?‑‑‑Yes.

PN14125  
As that is then a new job of sorts, would that then need to also be recorded ultimat
Hardcat, or is that an incident report?‑‑‑Ninety per cent of the times it is added int
because Hardcat is also used for our time in motion studies and all that too.

PN14126  
Yes.  And if it was a serious incident that would take time to - that you were unabl
repair, you then talked about how there's another protocol in which it may - a WH
may need to be completed, and it needs to be considered potentially by the WHS
committee, so a different team ‑ ‑ ‑?‑‑‑Yes.

PN14127  
‑ ‑ ‑to your team?‑‑‑Yes, that's correct.

PN14128  
Thank you.  If I can take you to paragraph 51 of your statement, here you talk abo
and tagging all of the appliances to make sure ‑ ‑ ‑?‑‑‑Yes.

PN14129  
‑ ‑ ‑they're compliant.  I take it to do this do you have a portable appliance tester?‑
do.

PN14130  
Excellent.  So, you're going there actually testing the power usage of the device an
recording that?‑‑‑No, it actually tests for earthing, insulation resistance, and to ma
that if a resident or a staff member uses such appliance that they won't get electroc
it.

PN14131  
Thank you for confirming that.  And earlier you referred to assets.  Is it the case th
these appliances are barcoded?‑‑‑All the ones that belong to Bundaleer are, yes.

PN14132  
Barcoded.  And are those then logged into Hardcat as assets as well?‑‑‑They are.

PN14133  
So, is it the case that you can, say, scan one of the barcodes and you can see then a
the tests that have been done on Hardcat for that asset?‑‑‑And any other jobs that f
asset as well.
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PN14134  
So, if it's an electrical bed, but do stop me if that's one that wouldn't count as an as
it's an electrical bed and it had a fault, and a contractor was organised to come in a
at it, if I scan the barcode that would come up?‑‑‑Yes.

PN14135  
E cellent And I take it that's sef l for hen if o get a dited if an a ditor ask
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you aware of the documents that the manager is responsible for completing?‑‑‑No
know.

PN14137  
That's perfectly fine.  Now, I'll go to 52 where you talk about the documentation y
which is to check that you performed all your duties in relation to accreditation on
computer.  Is that again, and I appreciate I'm asking this a lot, is that documentatio
computer separate to Hardcat or is it one and the same?‑‑‑No, it's - there are a few
forms which have been set out for accreditation and need to be filled out in certain
and then we fill the forms out and then give them back to the maintenance manage
filing.

PN14138  
Excellent.  Does the manager have to sign off on the document or review the
document?‑‑‑No, well, he probably looks at it and then files it into the appropriate

PN14139  
I take it, as you say 'probably' that's a matter for the manager?‑‑‑Yes.

PN14140  
You don't want to speak to what he's doing, that's fine.  And as to the audits, and I
you mention that the auditor visits.  In your 2.5 years with Bundaleer, can you rec
many audits have taken place?‑‑‑I think the Aged Care Commission have come in
what, three times.

PN14141  
Three times.  Were you present for each of those audits?‑‑‑Yes, I was still perform
around, and all staff were notified that they were onsite, and they can stop us at an
and ask us questions at any time.

PN14142  
Were you stopped on any of those visits?‑‑‑Yes, a couple of times.
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PN14143  
Couple of times.  So, once on each - on a couple of those audits.  And how long - 
list a couple of questions, how long did the auditor spend with you on those
occasions?‑‑‑It'd depend on what they wanted to know.  I think one time was a qui
minute one, and another one it ended up being about 20 minutes.

PN14144  
Thank you for that.  Now, at paragraph 56 to 58, thereabouts, you talk about doing
service for the assisted mobility technology and the mobility aids?‑‑‑Yes.

PN14145  
If I can take an example just to give context of the electric bed, for the service is th
you undertake to check the complete functionality of the electric bed?‑‑‑That is co

PN14146  
And so you'd be checking that the remote works, and every single control and fun
works without issue?‑‑‑That is correct.

PN14147
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PN14149  
If there was an issue with that asset, would you then contact the manager as well i
viewed that and a contractor needed to come and look at it?‑‑‑Yes, if there's a prob
the said asset, we would contact our manager.  Depending on what it is, he would 
the job under the Hardcat system, and then if an outside contractor needed to com
know, it would be organised, or if we can fix it, we fix it and log the time and part
that to the Hardcat system.

PN14150  
Thank you for that.  Now, I note you say that prior to coming to Bundaleer you ha
certain services before, so would an example of one of those services be, say, chan
flat tyre on a mobility scooter?‑‑‑I'm sorry, can you repeat that question?

PN14151  
You refer to maintaining the mobility aids, and one of them is a mobility scooter a
you may change tyres if they're flat, and then, at 58, you say:

PN14152  
I did not know how to do these services before starting at Bundaleer.

PN14153  
?‑‑‑No.  Yes, that is correct.
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PN14154  
I was just trying to give an example?‑‑‑Yes.

PN14155  
So, with a mobility scooter, you wouldn't have known how to do that before comi
job?‑‑‑No.

PN14156  
And you have learnt on the job how to do it?‑‑‑Yes.

PN14157  
Would you tell me how you learnt how to change the tyre of a mobility scooter?‑‑
first things first, we look at the scooter.  I've had a lot of like motor experience, so
know, you've really got to look at the whole thing.  Some of it has been trial and e
unfortunately, but that's the same as anything.  If I got really stuck, I would seek h
my other team members.

PN14158  
Yes, thank you for that.  I may have cut you off?‑‑‑No, no, that's fine.

PN14159  
I will just ask you a couple more questions.  At paragraph 30, you talk about havin
constant contact with the carers, nurses and the receptionists, that you relay inform
them that they need to know, or seek clarification?‑‑‑That is correct.

PN14160  
To confirm my understanding, I thought I'd run some examples by you.  Would an
of information you may relay to a carer concern a job you might be doing in a resi
room? Yes 90 per cent of the time es
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The nurse call system - apologies - the buzzer?‑‑‑Yes.

PN14163  
You had a job and you fixed it.  Is that the type of thing you would then let the nur
that it's been fixed and is functional now?‑‑‑Yes, with the RNs, it would be the nur
system, anything to do with any like lifters or medical equipment that we may hav
service as well, that they are operational again.

PN14164  
You let them know that that work's been done?‑‑‑Yes.
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PN14165  
With the receptionist, what's the type of information you would be communicating
type of information would you be relaying to the receptionist?‑‑‑A lot of time it's w
phone systems because the receptionist takes calls and, you know, moves calls on
there's a problem with them and I go and attend to fix them.  That's one thing.

PN14166  
You keep her or him informed about what's happened with this issue?‑‑‑Yes, or - -

PN14167  
And now - sorry?‑‑‑Sorry.  Or I might need to seek more clarification as to the pro
that's there because, you know, you can only put so much in a little title, so actuall
to them, you get a bigger picture of the actual problem.

PN14168  
So if a job is logged and you note that the initial request is likely from reception o
you may ask follow-up questions to get a little bit more detail about the problem o
that needs to be done?‑‑‑That's correct.

PN14169  
Thank you very much.  Just to go through some questions about your interaction w
residents, at 38, you note that you are conscious of the fact that you are working in
homes of residents and, as such, you don't proceed to complete a job in a resident'
without first letting that resident know or perhaps contacting the carer as well?‑‑‑W
under the Aged Care Standards, the resident's room is their home.  You know, you
go to someone's house and just walk into it, would you?

PN14170  
Yes?‑‑‑So, we've all been instructed that, you know, we knock, we ask for permiss
why you're there, or if they're not in their room, we have to go and find the residen

PN14171  
Yes?‑‑‑And seek permission to enter their room.

PN14172  
At 40, you note that, as you respect their home at 38, you are always respectful to 
residents as well throughout when you're walking between jobs.  So, if a resident 
you refer to one that's in a wheelchair - - -?‑‑‑Yes.

PN14173  
and his passage is nintentionall slo ing o do n a little bit that o are r
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you'd just tell them, 'I'm coming to fix your light today'?‑‑‑Yes.
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PN14175  
You don't need to give them all of the details about the bulb type and the voltage?
correct.

PN14176  
Excellent.  At 49, you also talk about if you happen to know a little bit about their
background or their interests and that's also an area of crossover, say, with your in
you might engage in a bit of small chat about that with them as well whilst you're 
job?‑‑‑Well, yes, getting to know some of the residents and some of their interests
easier to have a conversation with them.  You know, it sometimes can settle them 
they're slightly agitated, or just, you know, it's just so it doesn't - you know, you do
come in, do the job and walk out and not say anything.  You know that's a bit rude

PN14177  
I note, at 43, you refer to a resident that you describe as a frequent hitter?‑‑‑Yes.

PN14178  
If you know that a resident may have a particular - with that particular resident - I
rephrase that.  Would that then be included on your job hazard analysis that the re
in the past been a frequent hitter?‑‑‑If there was a job in that resident's room, yes, 
and it's been brought up with the maintenance manager and it's been in consultatio
the maintenance manager and the RNs that whenever we go into this resident's roo
to have a second person, normally a carer, just so we can get in, get the work done
get out so as not to agitate them any more than needed.

PN14179  
On your job hazard analysis, the hazard is that this resident has been identified as 
hitter or potentially has that problem, and then the control that's being put in place
second person has to be in the room if a job is being done in that resident's room, 
might be a carer or it might be a nurse?‑‑‑Yes, that's correct.

PN14180  
Thank you for that.  I note, at 44, you talk about another incident where a resident
were doing work and you had a bollard up that a resident ignored or pushed throu
bollard with her walker and thrust her walker at you in the process and, at that tim
called out for the EN?‑‑‑Yes.

PN14181  
And the EN came and assisted?‑‑‑That is correct.

PN14182  
Is that the type of incident that you would then report to your maintenance manag
well?‑‑‑Yes, I did.

***        EUGENE IAN BASCIUK                                                                                                             XXN MS RAFTER

PN14183  
Would you also have to report it to the clinical care coordinator or manager?‑‑‑We
maintenance manager then reported it up through the system.
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Excellent.  Thank you for that.  At paragraph 45 - this is just for clarification - you
about how, 'Management always tells us to refer to the iCare program.'  I see that y
state you don't have access to it.  But my question concerns which management ar
referring to?  Is that your maintenance manager, is that another manager?‑‑‑That's
yes, usually another manager.

PN14186  
Just for clarity, in which department would that manager be in?‑‑‑Under the clinic
things.

PN14187  
The clinical side?‑‑‑Yes, like a clinical manager.

PN14188  
Have you raised with them that you're unable to access the iCare program?‑‑‑Yes,
numerous times.

PN14189  
I take it this issue just is unresolved?‑‑‑Yes.

PN14190  
One last question.  At 62, you talk about some directions that were given during th
outbreak at the home.  You say the measures included you were required to limit y
movements through the home, you had to wear full PPE.  I take it that was a temp
safety precaution to limit spread throughout that facility?‑‑‑That is correct.

PN14191  
So, if there's no outbreak, that direction would not be in place, say, now?‑‑‑That is

PN14192  
Thank you, Mr Basciuk, no further questions from me.

PN14193  
COMMISSIONER O'NEILL:  Thank you.  Mr McKenna, is there anything from y

PN14194  
MR MCKENNA:  No. Thank you, Commissioner.

***        EUGENE IAN BASCIUK                                                                                                             XXN MS RAFTER

PN14195  
COMMISSIONER O'NEILL:  All right.  Any re-examination, Mr Gibian?

RE-EXAMINATION BY MR GIBIAN                                                 [9.48 AM

PN14196  
MR GIBIAN:  There were just a couple of things.

PN14197  
Mr Basciuk, can you hear me again?‑‑‑Yes, I can.

PN14198  
You were asked some questions about the Hardcat system, and in one of the answ
indicated that the information from the Hardcat system is used for your time in mo
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PN14200  
Maybe you've just answered it, but I was going to ask do you know what that info
used for?‑‑‑Yes, it's also that, and the other thing they actually use it for is our per
reviews.

PN14201  
You were then asked some questions about the visits by the auditors from the Age
Quality and Safety Commission, and I think you said that you'd spoken to them at
two occasions, one for a shorter five minute period, and another for a 20 minute o
period?‑‑‑Yes.

PN14202  
What types of things did they ask you about?‑‑‑The five minute one was to ask if 
where all the COVID outbreak equipment was.  And I answered that, you know, s
that.  And the 20 minute one was when they asked about, you know, if there's a ce
what's the process of it logging through to completion, which is what we've just b
through.

***        EUGENE IAN BASCIUK                                                                                                               RXN MR GIBIAN

PN14203  
And, lastly, you were asked about going into the homes of residents, and you refer
your understanding of the requirements of the aged care standards in terms of the 
which you treat the resident's room as their home, and referred to instruction that y
received in relation to that matter.  Earlier on in your statement at paragraph 32 th
of a number of different types of training, and I think on page 5(m) there's a refere
Aged Care Quality and Safety Standards as being a matter that was subject of train
you'd received.  What did that training involve?‑‑‑That was a bridge course which
on the computer.  That training ran - we had to watch a video which stated the wh
standards and what they are and what was expected of us.  And after we watched t
we had to answer questions afterwards and get a certain pass mark.

PN14204  
Thank you, Mr Basciuk, that's the re-examination.

PN14205  
COMMISSIONER O'NEILL:  Mr Basciuk, thanks very much for your evidence th
morning.  You're excused and free to go?‑‑‑Thank you, Commissioner.

<THE WITNESS WITHDREW                                                            [9.51 AM]

PN14206  
COMMISSIONER O'NEILL:  So unless there's anything further, we will adjourn.

PN14207  
MR MCKENNA:  Thank you, Commissioner.

PN14208  
COMMISSIONER O'NEILL:  Thank you.

PN14209  
MS RAFTER:  If the Commission pleases.

ADJOURNED INDEFINITELY [9 51 AM
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PN14210  
JUSTICE ROSS:  Good afternoon.  I think I've got Ms Saunders for the HSU, Mr McKenna
and Mr Hartley for the ANMF, Ms Lombardelli for ABI and others, and Mr Reeves for the
Commonwealth.  Is there anyone for the UWU?  No?  Okay.  I have received the proposed
directions from you, Ms Saunders.  They seem fairly self‑explanatory.  What do the other
parties say about those?  The ANMF?

PN14211  
MR J McKENNA:  Thank you, your Honour.  I do note that Mr Redford is just waiting in
the lobby.

PN14212  
JUSTICE ROSS:  Yes.

PN14213  
MR McKENNA:  I'll pause until he's in.  Your Honour, the ANMF does not oppose the
proposed directions from the HSU.  It may well be that Mr Ward has something to say
about those, but that's the ANMF's position.

PN14214  
JUSTICE ROSS:  Yes.  That's fine.  Anything from the UWU?

PN14215  
MR B REDFORD:  Nothing from me, your Honour.

PN14216  
JUSTICE ROSS:  Mr Reeves?

PN14217  
MR REEVES:  Nothing from me, your Honour.

PN14218  
JUSTICE ROSS:  Ms Lombardelli, it looks like it's with you.

PN14219  
MS LOMBARDELLI:  Yes.  Yes, it is.  Thank you, your Honour.  As foreshadowed by
Mr McKenna, we do have a concern with the oral hearing date across the two days given
Mr Ward's availability, that is, he is unavailable on 24 and 25 August, so it would be our
preference if they were all heard together on a date that Mr Ward and all parties were
available.

PN14220  
JUSTICE ROSS:  All right.

PN14221  
MS LOMBARDELLI:  Other than that we are happy with the content of the proposed
variations in matters one to four.

PN14222  
JUSTICE ROSS:  Okay.  Well, we could do 1 and 2 September for the applicants and the
Commonwealth, and then the 5th for ABI and reply submissions.

PN14223  
MS SAUNDERS:  Yes, the difficulty, your Honour, is we understand that Mr Ward is not
available on the dates originally proposed by the Commission.  The difficulty is we have
availability issues throughout September.  I'm not available at all.  Mr Gibian does have
some availability on the dates listed.  The reason the proposal is split the way it is is to try
and accommodate that the best we can.  It would be anticipated that Mr Ward would have
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the benefit of not only his team of juniors but the transcript for his submissions, and so we
would seek that those earlier dates be accommodated.

PN14224  
JUSTICE ROSS:  No, I follow that.  Well, Ms Lombardelli - - -

PN14225  
MR REEVES:  If I can add to that - - -

PN14226  
JUSTICE ROSS:  Sorry.  Yes?

PN14227  
MR REEVES:  I was just going to add to that, your Honour, that the Commonwealth's
briefed counsel also have very limited availability in September as well.

PN14228  
JUSTICE ROSS:  Yes.  I'm not likely to be influenced by the Commonwealth's counsels'
availability.  You can brief somebody else.  You haven't been involved in the case so far and
we're trying to accommodate your dates - - -

PN14229  
MR REEVES:  I appreciate that.

PN14230  
JUSTICE ROSS:  - - - dates to allow you in, so I'm afraid you're just going to have to fit in
with everybody else.

PN14231  
Ms Lombardelli, can I just go back to you?  Look, I can understand the position where we
would be dealing with evidence and the like, but this is a case where it's just closing
argument.  We'd order same day transcript, so Mr Ward would have the transcript by Friday
the 26th, and then he's not then required until the following 1 September.

PN14232  
Look, in the event that someone says something outrageous on the 24th and 25th, you can
reserve your position in respect of that, but I doubt if both days will be needed, because
we'll be summarising your submissions in any event, and you'll have those before, and well,
you know, you're unlikely to be wanting to read them out.  So it will really be, I would
imagine, more the key points the parties want to make, the applicants and the
Commonwealth, and anything in reply.  So, in those circumstances, how are your interests
prejudiced?

PN14233  
MS LOMBARDELLI:  If it's as your Honour has said, then we would not see that there
would be a huge prejudice in that position then.  We were just noting the unavailability of
the lead advocate in the proceedings on those dates suggested to see if there was an
alternative that could be reached by all parties, but we acknowledge that there would be
little to any prejudice, as established by your Honour.

PN14234  
JUSTICE ROSS:  Okay.  Look, I don't know what the WA Chambers' involvement is likely
to be, but they'd be also on 1 September.  It might be, just a caution, to reserve the 2nd in
the event it's necessary, if the parties can make a note of that, but subject to that change, is
there anything anyone else wishes to finally say about the proposed variations? 
Mr McKenna?

PN14235  
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MR McKENNA:  Your Honour, just this; the previous orders refer to closing submissions
on the evidence, and you'll recall - - -

PN14236  
JUSTICE ROSS:  Yes.

PN14237  
MR McKENNA:  - - - (indistinct) where Mr Gibian raised the issue of - - -

PN14238  
JUSTICE ROSS:  No, no.  Yes, you won't be restricted to the evidence.

PN14239  
MR McKENNA:  Yes.  If your Honour pleases.

PN14240  
JUSTICE ROSS:  Yes.  No, I thought we – didn't I deal with that in an earlier statement?  I
thought we had wrapped that point up.  You had raised that on the last occasion.  I dealt
with it.

PN14241  
MR McKENNA:  You may well have, your Honour.  I apologise if I've missed it.

PN14242  
JUSTICE ROSS:  No, that's fine, and look, we'll be publishing I think O'Neill C's summary
on the lay evidence.  I think that's with the parties for some comment; not submissions so
much as just in case there's any inaccuracy in it.  We'll look to publish that and a number of
other background papers this Wednesday.  That will include the Royal Commission
contentions, procedural history, a summary of the claims, and the wage fixing history in
respect of the awards, and it will be accompanied by a statement.

PN14243  
The bits to come are the regulatory framework and the workforce composition.  That will
probably be next week.  But bearing in mind you have agreed amongst yourselves to an
extension for two weeks for when you've got to file your submissions, I don't think any of
that will create any problems.

PN14244  
We do identify some questions.  The intent here is to try and – and, you know, it might turn
out to be too ambitious, but to try and identify what appear to be the areas of agreement and
the areas in contest and to test those propositions, and you can address those in the
submissions you're filing on the 22nd.

PN14245  
We're also proposing, I think only in respect of one issue, to express a provisional view -
and that is, bearing in mind that there doesn't seem to be an issue between ABI and its
clients and the union that the rates of pay that are under consideration here have not been
properly fixed, but that appears to be common ground - the provisional view would be to
accept that common proposition.

PN14246  
It seems to – I may as well raise this issue with you now – it seems to flow from that that
we don't need to spend too much time wondering about whether the current rates were not
properly fixed because they didn't take into account the caring nature of the work, et cetera. 
We don't really need to go into a historical excursus into that.  The real issue then becomes,
well, we have to properly fix those rates and in doing so we would take into account the
caring nature of the work and the evidence, et cetera, and the particular matters that we're
directed to by the statute.
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PN14247  
I know a number of the submissions already in spend some time talking about gender
undervaluation, but that sort of becomes more historical than focused on the task.  I'm
assuming the unions will use that material to say, well, we want to make sure there's no
gender undervaluation going forward, and I understand that argument, but I don't think we
need to go too far back into, well, how did we end up with these rates, et cetera.

PN14248  
I'm not wanting to put you on the spot about that, but that was our thinking about it.  If we
accept that your collective view – leave aside WA CCI doesn't have that view, and they
don't seem to be participating in the proceedings, and we do propose to ask them who
they're representing in this case given ABI's coverage, or the clients that it's representing,
and just find out a bit more about its position, because they haven't engaged with any of the
evidence that are asserting there's been no change, well we wanted to see what their current
position is.

PN14249  
But, look, am I missing something?  Does it seem to follow?  Once we reach a point of
conclusion that these rates have not been properly fixed, then isn't the real task to properly
fix those rates, having regard to the evidence and the submissions?  Ms Saunders?

PN14250  
MS SAUNDERS:  Certainly the HSU would agree with that approach.  The history can
inform some of the changes that are needed, but the real task is what the rates should be
now.

PN14251  
JUSTICE ROSS:  Okay.  ANMF?

PN14252  
MR McKENNA:  Yes, your Honour, I think what you've said is uncontroversial from the
ANMF's perspective.  The ANMF will be making submissions about how undervaluation
has occurred and how skills have not been recognised, but that fits within the framework of
what your Honour has outlined.

PN14253  
JUSTICE ROSS:  Okay.  UWU or the Commonwealth have anything to add before I go to
Ms Lombardelli?

PN14254  
MR REDFORD:  We had a similar position, your Honour.  Nothing to add.

PN14255  
JUSTICE ROSS:  Okay.  Mr Reeves?

PN14256  
MR REEVES:  I don't think I'm in a position to give the Commonwealth's position - - -

PN14257  
JUSTICE ROSS:  No, that's fine.

PN14258  
MR REEVES:  - - - (indistinct) your Honour.

PN14259  
JUSTICE ROSS:  Ms Lombardelli, that seemed to – I mean, look, I think Mr Ward's
submission was along the lines – his oral submission – that well, look, there's a bit of a
torturous path to reach that conclusion in respect of the Nurses Award, but it seemed clear
i th th d I thi k ith f th I 't ll t th t hi h th
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parties had jointly put forward a classification structure and rates of pay, and then the one
that emerged from the process set lower rates of pay, with no real explanation.  So I didn't
take ABI's position to be at odds with the provisional view, but what do you say about that,
and what follows from it?

PN14260  
MS LOMBARDELLI:  Yes, on the face of it, your Honour, it doesn't seem like your
proposal is at odds with our position, and we would see that as a reasonable step forward.

PN14261  
JUSTICE ROSS:  Okay.  Look, I mean, as I say it will be a provisional view.  It's really
intended to try and test out the position of the respective parties and sort of cut through
some of the submissions.  The reliance on the C10 and classification structures and other
awards might give rise to a similar issue.  I don't think it's said by the unions that that
material is irrelevant.  It's not the only relevant material seems to be more of the argument. 
So I think the parties are a little closer than the submissions might give the appearance of. 
Anyway, we'll find out whether all of that's a false hope or it turns out to reflect reality.

PN14262  
Is there anything else?  No?  Okay, well, we'll issue the varied directions.  There will be
liberty to apply in the event something unforeseen happens, and I'll make sure that the
transcript of 24 and 25 August is expedited so that ABI have the benefit of that well before
1 September.  Thanks very much.  I'll adjourn.

ADJOURNED INDEFINITELY                                                          [12.43 PM]
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